
WC CLAIM KIT - Pennsylvania

Who will handle your claims?

Pennsylvania claims should be reported to our Milwaukee Regional Claim Office: 



200 S. Executive Dr.



Brookfield, WI  53005



Phone: 262-784-0044



Phone: 800-242-4566

How to Report Workers’ Compensation Claims?

To report via the Internet:  Log on to the Crum&Forster website at http://agents.cfins.com. Use your CIA (Claims Information Access) User ID and Password. If you do not have a current User ID, please contact your local Crum&Forster Claims or Marketing resource.
To report via fax: 


1-877-622-6573 (for Pennsylvania)  

To report claims via telephone: 1-800-690-5520 (for all states)  

* In the event of a serious or fatal injury, notify the local claim office immediately by telephone.

What forms and pamphlets does the employer need to be aware of?

WC Posting Notice

State specific posting notices are available on our website:  http://www.cfins.com/claimservice.html
· Scroll down until you see "Posting Notices Available Here" (at the bottom left side of the page)
· Click on "here" and choose the state.  Open or save each notice.

Employer’s First Report of Injury (LIBC - 344)
If you report the claim via the Internet or by telephone, you do not need to fill out this form. If you report the claim via fax, complete this form and fax it to Crum&Forster at the fax number provided above.
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Statement of Wages (LIBC - 494C)
File this form with the carrier, claimant, and claimant’s representative when the claimant is losing time from work.  
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What is the Waiting Period for Lost Wages in Pennsylvania?

The waiting period is 7 days.  If the employee is off for more than 14 days, the first 7 days are paid retroactively.

What are the Choice of Physician Rules in Pennsylvania?

Provider Selection
Employer/insurer may direct for the first 90 days of treatment after the first visit, by use of a panel posting. If there is no list, the employee can select the treating provider.

Provider Lists
Provider lists and directories may be utilized. There is a state-mandated posting (Panel). 

1.
The panel must include at least six designated providers. Four may be coordinated care organizations (CCO) or hospitals/facilities, and no fewer than three must be physicians. 

2.
The list must include the specialty of the provider. 

3.
If the list includes a CCO, the employer may not individually list any provider participating in that CCO if those individually listed providers are bound by the terms of the CCO for treatment. 

4. Employer must provide written notice to all injured employees of their rights.

Notice of Injured Worker Rights and Responsibilities
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Workers Compensation Information Notice – Additional
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The above two notices must be provided to every employee at the time of hire and immediately after the injury, or as soon thereafter as possible under the circumstances of the injury.
Preferred Provider Organization Network (PPO)
Crum & Forster has a PPO Network available.  Follow the instructions below to access our PPO Network:

· Logon to the website at http://www.talispoint.com/genex/external/
· Enter the Crum&Forster User ID and Password:


User ID:
 “CAF001”


Password:
 “CAF1”


· A “select option” page will be displayed where you may search for a provider by:  



* Address



* Name



* Region or 

* Quick Search

· Worksite posters may also be created from the “select option” page.

Note:  After accessing the First Health provider search screens, “First Health Contracted Providers” will be displayed on the right hand side of the screen as the network you are currently searching in. 

Important Websites
Pennsylvania Department of Labor and Industry / Bureau of Workers' Compensation: http://www.dli.state.pa.us/landi/cwp/view.asp?a=138&q=220671
Multi-State Information: http://www.workerscompensation.com/
_1238940336.pdf
COMMONWEALTH OF PENNSYLVANIA EMPLOYEE SOCIAL SECURITY NUMBER

DEPARTMENT OF LABOR AND INDUSTRY STATEMENT OF WAGES
BUREAU OF WORKERS’ COMPENSATION
1171 S. CAMERON STREET, ROOM 103 (FOR INJURIES OCCURRING
HARRISBURG, PA 17104-2501 ON and AFTER JUNE 24, 1996)

(TOLL FREE) 800-482-2383 DATE OF INJURY

PA BWC CLAIM NUMBER (IF KNOWN)

MONTH DAY YEAR
EMPLOYEE EMPLOYER
First Name Name
Last Name Address
Address Address
Address City/Town State Zip
City/Town State Zip County
County Telephone Telephone FEIN
INSURER or THIRD PARTY ADMINISTRATOR (if self insured) CONCURRENT EMPLOYMENT ONLY
Name Check if [ Primary Employer OR
Address [1 Concurrent Employer
Address
ity Town St 2o SEE REVERSE SIDE FOR INSTRUCTIONS
Telephone Bureau Code 494C 04 04
Claim # FEIN

Computation: Compute the appropriate item below for the employee to determine their average weekly wage.

Wages Board.odging Reported Gratuites o1 Vacaton Laa 0 verage Weekly Wage
1. If wages are fixed by the week: + + + =$
2. If wages are fixed by the month: x12+52 + + + =$
3. If wages are fixed by the year: =52+ + + =$

4. If paid in another manner, then complete the following for each of the last four consecutive periods of 13 calendar weeks preceding the injury.

From To Wages Board/Lodging Federal Reported Gratuities Period Weekly Wage
1st Period + + = 13 = $
2nd Period + + - 13 = $
3rd Period + + = 13 = $
4th Period + + - 13 = $
(Sum of Three Highest Periods) = $

Annual Bonus, Incentive and Vacation $ +52=% (Weekly Bonus, etc.) Average Weekly Wage
Sum of the highest three period weekly averages = $ +3+9 (Weekly Bonus, etc.) =3

5. If the employee has not been employed by the employer for at least three consecutive periods of 13 calendar weeks in the 52
weeks preceding the injury, use #4 above and put in the wages for any completed period(s) of 13 weeks immediately
preceding the injury and average the total aMOUNTS ...........oiiiiiiii et = $

6. If the employee worked less than a complete period of 13 calendar weeks and does not have fixed weekly wages:

hourly wage rate $ x the number of hours the employee was expected to work per week under the terms of
employment =$ + weekly board/lodging of $ + weekly federal reported
gratuities $ + (annual bonus, incentive or vacation pay+52) $| | = $

7. For seasonal occupations, the average weekly wage is one-fiftieth of the total wages earned from all occupations during the
12 months immediately preceding the injury. Twelve months prior earnings $ +50=%
+ weekly board/lodging $ + weekly federal reported gratuities $| | =93

8. If the calculation in #7, or any other calculation above, does not fairly ascertain the earnings of the employee, the period of
calculation is extended to give a fair calculation of their average weekly wage. Show this calculation here OR use the space
below to show calculations for concurrent employment.

COMPENSATION PAYABLE PER WEEK: = $

Name of Employer/Insurer Representative
LIBC-494C REV 4-04 (Page 1)





INSTRUCTIONS

NOTICE TO EMPLOYER: THE ORIGINAL MUST BE FILED WITH THE NOTICE OF TEMPORARY COMPENSATION
PAYABLE, NOTICE OF COMPENSATION PAYABLE OR AGREEMENT FOR COMPENSATION FOR DISABILITY OR
PERMANENT INJURY AND SENT TO THE BUREAU. A COPY MUST BE SENT TO THE INJURED EMPLOYEE.

On this form, you must use the calculation method appropriate to which the employee is paid.

For all calculation methods, room and board received from the employer and gratuities reported for federal
tax purposes are included in determining the average weekly wage. Bonus, incentive or vacation
payments earned on an annual basis are divided by 52, and the amount is included in the average weekly
wage as if earned from the employer liable for workers’ compensation.

In calculating the average weekly wage, do not include amounts deducted by the employer under the
contract of hiring for labor furnished or paid for by the employer and necessary for the performance of
such contract by the employee, deductions from wages due the employer for rent and supplies necessary
for the employee’s use in the performance of their work, and employer-paid fringe benefits, including, but
not limited to, contributions to a retirement pension, health and welfare, life insurance, social security or
any other plan to an employee or their dependents.

If using #4 and less than three completed periods, average the total period weekly wages and use #5 to list
the average weekly wage. Also, if any periods are not complete, do not list any information for the period.

The resulting “average weekly wage” is used to determine the amount of weekly compensation wage-loss
benefits payable under Section 306 of the Workers’ Compensation Act. A chart is available from the
Bureau of Workers’ Compensation to aid in determining the weekly compensation rate. To receive a copy,
please call (717) 772-0618 or go online at www.state.pa.us: PA Keyword: “workers comp”.

CONCURRENT EMPLOYMENT

If the employee had more than one employer at the time of injury, a separate Statement of Wages Form
must be completed for each employer. Submit these forms together. Using #8 on the Primary Employer’s
form only (employer with whom the injury occurred): show the addition of the average weekly wages from
all employers, show the combined average weekly wage to the right of the equal sign, and show the
appropriate workers’ compensation rate. Check the Primary Employer box. Check the Concurrent Employer
box for all other employers.

NOTE: Insurers and self-insured employers will use the information on non-affected continuing
employments in determining an adjustment of the weekly workers’ compensation rate and report it on the
Supplemental Agreement For Compensation For Disability or Permanent Injury Form.

Any individual filing misleading or incomplete information knowingly and with intent to defraud is in violation of Section 1102 of
the Pennsylvania Workers’ Compensation Act and may also be subject to criminal and civil penalties through Pennsylvania Act
165.

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program

LIBC-494C REV 4-04 (Page 2)






_1238940474.pdf
NOTICE: MEDICAL TREATMENT FOR YOUR WORK INJURY OR OCCUPATIONAL ILLNESS

Your employer has selected a list of 6 or more physicians and other health care providers who are available to treat your work-
related injuries and illnesses during the first 90 days of treatment. This list is posted at
for you to view. Also, you may get a copy of this list from

If you are injured at work or suffer an occupational illness, you have certain legal RIGHTS and DUTIES under Section 306(f.1)(1)(i)
of the Workers” Compensation Act regarding your medical treatment. These rights and duties are summarized below.

MEDICAL TREATMENT: DURING THE FIRST 90 DAYS

You have the RIGHT to receive reasonable and necessary of your choice. If that opinion is different from the

medical treatment for your work injury or occupational
illness. Your employer must pay for the treatment, as long
as the treatment is by one of the listed providers.

You have the RIGHT to choose which of the listed
providers will treat you for your work injury or illness.

You have the RIGHT to switch among any of the listed
providers when you receive treatment; and if a listed
provider refers you to a provider not on your employer’s
list, you have the RIGHT to receive treatment from the
referral provider.

You have the RIGHT to receive emergency medical
treatment from any provider. However, non-emergency
treatment must be given by a listed provider.

If a listed provider prescribes surgery for you, you have
the RIGHT to receive a second opinion from any provider

opinion of the listed provider, you have the RIGHT to
choose which course of treatment to follow. If you choose
the treatment prescribed in the second opinion, you must
receive the treatment from a listed provider for a period of
90 days after the date of your visit to the provider of the
second opinion.

You have the DUTY to visit one or more of the listed
providers for the first 90 days of treatment for your work
injury or illness if you expect your employer to pay for the
medical treatment you receive.

If you seek treatment for your work injury or illness from
a provider who is not on the list, your employer may not .
have to pay for this medical treatment during this 90-day
period. Therefore, you should talk to your employer
before seeking treatment from a provider who is not on the
list.

IMPORTANT: The requirements your employer must meet to have a valid list of at least 6 providers are shown on the reverse side
of this form. If the list does not meet these requirements, it is not a valid list, and you have the right to seek medical treatment for
your work injury or occupational illness from any health care provider of your choice.

MEDICAL TREATMENT: AFTER THE FIRST 90 DAYS

You have the RIGHT to receive treatment from any @  You have the DUTY to notify your employer if you

physician or other health care provider of your choice,
whether or not they are listed by your employer. Your
employer must pay for this treatment, as long as it is
reasonable . and necessary for your work injury or
occupational illness and has been properly documented by
the physician or other health care provider.

receive treatment from a physician or other health care
provider who is not listed by your employer. You must
notify your employer within five days of the first visit to
any provider who is not on your employer’s list. The
employer may not be required to pay for treatment
received until you have given this notice.

Your signature on this form indicates that you have been informed of and you understand these rights and duties. If you have
questions, be sure you have your rights and duties explained to you before signing this form.

I HAVE BEEN INFORMED OF MY MEDICAL TREATMENT RIGHTS AND DUTIES WITH REGARD TO WORK-RELATED
INJURIES AND OCCUPATIONAL ILLNESSES. THIS NOTICE WAS PRESENTED TO ME AT (check one):
0 TIME OF HIRE (J WHEN I WAS INJURED {J OTHER

EMPLOYEE:

EMPLOYER REPRESENTATIVE:






REQUIREMENTS FOR EMPLOYER’S LIST OF
HEALTH CARE PROVIDERS

~ There must be at least 6 health care providers on
the list, but there may be more than 6 listed.

At least 3 of the health care providers on the list
must be physicians.

No more than 4 of the health care providers on

the list may be coordinated care organizations
(CCOs).

The names, addresses, phone numbers and areas
of medical specialties of all health care providers
must be included on the list.

The health care providers on the list must be
geographically accessible and must have
specialties that are appropriate based on the
anticipated work-related medical problems of the
employees.

Your employer must specify on the list if any of
the health care providers on the list are employed,
owned or controlled by your employer or its
workers’ compensation insurance company.

NOTE: Your employer’s list of health care providers must meet all
of the above requirements. If the list does not meet all of these
requirements, you do not have to choose a provider from the list.
Instead, you have the right to seek medical treatment with any health
care provider of your choice. |

BUREAU OF WORKERS’ COMPENSATION
HELPLINE INFORMATION CENTER
1-800-482-2383 (long-distance calls inside PA)
(717) 772-4447 (local and calls outside PA)







_1254812853.doc
		Format: This notice must be printed on paper no smaller than 8 1/2 × 11 inches and in font no smaller than 11 point.


Delivery: This notice must be provided to every employee at the time of hire and immediately after the injury, or as soon thereafter as possible under the circumstances of the injury. If the employee's injuries are so severe that emergency care is required, the information must be given as soon after the occurrence of the injury as is practicable.








[Insert employer letterhead]


Workers' Compensation Information


In Pennsylvania, the workers' compensation law provides wage loss and medical benefits to employees who cannot work, or who need medical care, because of a work-related injury.


Benefits are required to be paid by your employer when self-insured, or through insurance provided by your employer. Your employer is required to post the name of the company responsible for paying workers' compensation benefits at its primary place of business and at its sites of employment in a prominent and easily accessible place, including, without limitation, areas used for the treatment of injured employees or for the administration of first aid.


You should report immediately any injury or work-related illness to your employer.


Your benefits could be delayed or denied if you do not notify your employer immediately.


If your claim is denied by your employer, you have the right to request a hearing before a workers' compensation judge.


The Bureau of Workers' Compensation cannot provide legal advice. However, you may contact the Bureau of Workers' Compensation for additional general information at: 


Bureau of Workers' Compensation


1171 South Cameron Street, Room 103


Harrisburg, Pennsylvania 17104-2501


Telephone number within Pennsylvania (800) 482-2383


Telephone number outside of this Commonwealth (717) 772-4447


TTY (800) 362-4228 (for hearing and speech impaired only)


www.state.pa.us - PA Keyword: workers comp.


ACKNOWLEDGMENT


I, ___________________________________________________________, 


employee of ________________________________________________________________, hereby certify that I was provided with the above statement on ____/____/_______ (date).


_____________________________________________


Employee signature
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COMMONWEALTH OF PENNSYLVANIA EMPLOYEE SOCIAL SECURITY NUMBER

DEPARTMENT OF LABOR AND INDUSTRY
BUREAU OF WORKERS’ COMPENSATION
1171 S. CAMERON STREET, ROOM 103
HARRISBURG, PA 17104-2501
(TOLL FREE) 800-482-2383
TTY (TOLL FREE) 800-362-4228

EMPLOYER’S REPORT
OF OCCUPATIONAL
INJURY OR DISEASE

DATE OF INJURY

MONTH DAY YEAR
EMPLOYEE FIRST NAME
EMPLOYEE LAST NAME
STREET ADDRESS
CITY STATE ZIP CODE
COUNTY PHONE NUMBER
EMPLOYEE: NUMBER OF DEPENDENTS DATE OF BIRTH
MALE MARRIED
FEMALE SINGLE
MONTH DAY YEAR
OCCUPATION OR JOB TITLE
NCCI CLASS CODE (IF KNOWN) EMPLOYMENT STATUS FT = Full-time SL = Seasonal
PT = Part-time VO = Volunteer
ZZ = Other
EMPLOYER
STREET ADDRESS
CITY STATE ZIP CODE
SIC CODE EMPLOYER FEIN PHONE NUMBER
COUNTY NAICS CODE
FULL PAY FOR DAY OF INJURY? TIME EMPLOYEE BEGAN WORK TIME OF OCCURRENCE
YES AM AM
NO PM PM
LAST DAY WORKED DATE DISABILITY BEGAN 344 1197-1
MONTH DAY YEAR MONTH DAY YEAR
DATE EMPLOYER NOTIFIED DATE RETURNED TO WORK DATE OF HIRE
MONTH DAY YEAR MONTH DAY YEAR MONTH DAY YEAR

CONTACT FIRST NAME

CONTACT LAST NAME

NOTICE: Report should be clearly completed, (preferably typed)
and original mailed to the Bureau at the address in the upper left

corner and a copy to employee and insurer.

LIBC-344 REV 1-01

(OVER)

CONTACT PHONE NUMBER





LIBC 344

TYPE OF INJURY CODE PART OF BODY AFFECTED CODE CAUSE OF INJURY CODE (ENTER CODES, IF KNOWN)

TYPE OF INJURY OR ILLNESS

PARTS OF BODY AFFECTED

CAUSE OF INJURY

DID INJURY OR ILLNESS OCCUR IF OUT OF STATE, SPECIFY WERE SAFEGUARDS OR SAFETY WERE SAFEGUARDS OR SAFETY
ON EMPLOYER'S PREMISES? STATE OF INJURY EQUIPMENT PROVIDED? EQUIPMENT USED?

YES YES YES

NO NO NO

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES DIRECTLY RESPONSIBLE.

IF FATAL, GIVE DATE OF DEATH INITIAL TREATMENT:
NO MEDICAL TREATMENT

MONTH DAY YEAR MINOR BY EMPLOYEE

CLINIC / HOSPITAL
PHYSICIAN/HEALTH CARE PROVIDER

PANEL PHYSICIAN
FIRST NAME: LAST NAME:
EMPLOYEE PHYSICIAN
STREET EMERGENCY CARE
CITY STATE ZIP HOSPITALIZED MORE THAN 24 HOURS
POLICY PERIOD FROM:

HOSPITAL NAME:

STREET MONTH DAY YEAR

CITY STATE ZIP POLICY PERIOD TO:
POLICY/SELF INSURED NUMBER: MONTH DAY YEAR
WITNESS FIRST NAME WITNESS PHONE NUMBER

WITNESS LAST NAME

PERSON COMPLETING THIS FORM: INSURANCE GARRIER OR THIRD PARTY ADMINISTRATOR (IF SELF-INSURED)

NAME: NAME:

TITLE: STREET

PHONE: cIry STATE zIP
BUREAU CODE: FEIN:

DATE PREPARED

MONTH DAY YEAR Hm H“H‘”HH

Any individual filing misleading or incomplete information knowingly and with intent to
defraud is in violation of Section 1102 of the Pennsylvania Workers’ Compensation Act
and may also be subject to criminal and civil penalties through Pennsylvania Act 165.

1

344 1197-2







