






         
WC CLAIM KIT – Rhode Island
Who will handle your claims?

The New Jersey Regional Claim Office will handle your Rhode Island claims, located at:
305 Madison Ave.

P.O. Box 1960

Morristown, NJ 07962

Phone: (888)-890-1500
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: 


1-877-622-6197 (for New Jersey)  

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?

Notice of Injured Worker Rights and Responsibilities:

Review the instructions and prominently display this form where each employee is likely to see the notice on a regular basis.  
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Employer's First report of injury form:

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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Employer’s Wage Statement:  
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Waiting Period For Lost Wages in Rhode Island.
The waiting period is 3 days total disability only.  There is no retroactive in Rhode Island payment begins on the fourth day.

Choice of Physician Rules in Rhode Island.

The employee is entitled to the initial choice of physician.

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:

Rhode Island Division of WC: http://www.dlt.ri.gov/wc/
Multi-State Information: http://www.workerscompensation.com/
_1238937683.pdf


DEPARTAMENTO DE TRABAJO Y ENTRENAMIENTO 
DEL ESTADO DE RHODE ISLAND  


 


Esta empresa esta sujeta a las estipulaciones del 


ACTA DE COMPENSACION DE 
TRABAJADORES 


 


del Estado de Rhode Island 
 
 


   
Seguro de Compensación de Trabajo   
 
Compañía Ajustadora:   
 


Teléfono:  Fecha Efectiva de Póliza:   
 


 
De acuerdo con las Leyes Generales de Rhode Island §28-32-1, las empresas tienen que 
reportarle al Director de Trabajo y Entrenamiento cada lesión personal reportada por 
un empleado si la lesión incapacita al empleado de ganar un sueldo completo por un 
mínimo de tres (3) días, o requiere tratamiento médico, sin importar el período de 
incapacidad.  Si la lesión es fatal, el incidente debe ser reportado dentro de cuarenta y 
ocho (48) horas.  Si no es fatal, el incidente será reportado dentro de diez (10) días de la 
lesión. 
 
Un empleado lesionado tiene la libertad de escoger al primer proveedor médico.  La 
primera visita del empleado a cualquier centro de atención  médico contratado por la 
empresa o la aseguradora, con la intención de facilitar atencíon inmediata, no será 
considerado el primer proveedor médico. 
 
Para más información referente a la compensación para trabajadores a causa de 
accidentes de trabajo, procedimientos y beneficios, llame a la Unidad Educacional al 
(401) 462-8100 y apriete la opción #1 o TDD (401) 462-8006.  Si usted sospecha de 
fraude, póngase en contacto con la Unidad de Prevención de Fraude al (401) 462-8100 y 
apriete la opción #7. 
 


De acuerdo con las Leyes Generales de Rhode Island §28-29-13, este aviso debe ser 
colocado y mantenido en lugares visibles para los trabajadores.  Las empresas que no 


cumplan con este requerimiento pueden ser sujetas a multas. 
DWC-8 S (5/2004)  
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State of Rhode Island
REPORT OF EARNINGS


Phone (401) 462-8100  TDD (401) 462-8006       Insurer File No.


1. EMPLOYEE INFORMATION: 2. CLAIM ADMINISTRATOR:
SSN FEIN
Name Name
Address Address
City, State, Zip City, State, Zip
Phone Phone Ext.


This report covers the time period from: to: PRESENT


You are NOT entitled to workers’ compensation benefits for any time you are imprisoned as a result of a criminal conviction.


4. Employee Complete:


1. Did you receive earnings or payments during the above period?      State YES or NO:
2. Did you perform non-paid work activities during the above period?   State YES or NO:


If you answered NO to BOTH questions, sign, date and return the form to the CLAIM ADMINISTRATOR above.
If you answered YES to EITHER question, complete the following:


Employer Name Self-Employed?        Yes No


Address Nature of business


City State Zip Code Phone


5. Earnings Received:


Date Earned: Amount: Date Earned: Amount: Date Earned: Amount: Date Earned: Amount:


Employee Signature: Date:


Witness Signature: Date:
DWC-25 (01/03) For instructions visit our web site:        www.dlt.ri.gov/wc


Report pre-tax earnings.  Include any cash, bonus, commission, and the cash value of any payment 
received in any form other than cash.  Attach additional pages if necessary.


Failure to report earnings as defined will subject you to criminal prosecution and civil liability including the suspension or forfeiture of your 
benefits.  This form MUST BE SIGNED, DATED and returned to the Claim Administrator -- EVEN IF  YOU HAVE NO EARNINGS.


Department of Labor and Training, Division of Workers' Compensation                             


3. NOTICE TO EMPLOYEES RECEIVING WORKERS' COMPENSATION:
If you are receiving weekly workers’ compensation benefits, YOU MUST REPORT ANY EARNINGS YOU RECEIVE TO THE CLAIM ADMINISTRATOR
THAT IS PAYING YOUR BENEFITS. “Earnings” include any cash, wages, or salary received from self-employment or from any employer other than the
employer where you were injured. Earnings also include commissions, bonuses, and the cash value for all payments received in any form other than
cash (for example: a building custodian receiving a rent-free apartment).


Your endorsement on a benefit check or deposit of the check into an account is your statement that you are entitled to receive workers’ compensation
benefits. Your signature on a benefit check is a further affirmation that you have made no false claims or statements or concealed any material fact
regarding your workers’ compensation claim.


You must report any work for any business or person, even if the business or person lost money or if profits or income were reinvested or paid to others.
If you performed any duties for any business or person for which you were not paid, you must show a rate of pay of what it would have cost the employer
to hire someone to perform the work you did, even if your work was for yourself, a relative, or friend.










_1238937837.pdf


State of Rhode Island      PLEASE CHECK IF CORRECTION OF PRIOR REPORT
FULL-TIME WAGE STATEMENT   (Hired for 20 hours or more per week)


DWC No.
PO Box 20190, Cranston, RI  02920-0942     Phone (401) 462-8100   TDD (401) 462-8006     


1. EMPLOYEE INFORMATION:                                                  2. CLAIM INFORMATION:
SSN Employer
Name Insurance Co.
Hired for________ hours each week (      Approximate) Claim Administrator
Are these supplemental wages?        Yes        No Injury date
If yes, supplemental employer name: Incapacity date
Maximum no. of exemptions_______        Single        Married Hire date


If Yes: OR:


2.  Number of hrs. per week for full-time employees Give average weekly for same or similar employment:
3.  Multiply #1 by #2 for average weekly wage


Week Number Week Ending 
Date


No. of standard 
hrs. worked


Gross Wages    
(No Overtime)  Number of weeks employed (up to 52)


1  Total BONUS amount paid in past 52 weeks


2  Divide Block 2 by Block 1 for average bonus


3


4  Total OVERTIME amount paid in past 52 weeks


5  Divide Block 4 by Block 1 for average overtime


6


7


8  1.  Total earnings from 13 weeks


9  2.  Total number usable weeks


10  3.  Divide total earnings by number of usable weeks


11  4.  Average bonus (Block 3 in BONUS AND OT) 


12  5.  Add 3 and 4 for AWW excluding Overtime $


13  6.  Average overtime (Block 5 in BONUS AND OT)
Total number 
usable weeks: Total earnings:  7.  Add 5 and 6 for Total Average Weekly Wage $


Print Preparer Name: Date: Print Adjuster Name: Date:


DWC-03F (01/03) For instructions visit our web site:        www.dlt.ri.gov/wc


Department of Labor and Training, Division of Workers' Compensation                           


1.  List agreed upon hourly wage


Insurer File No.


3. EMPLOYED LESS THAN 2 WEEKS:


 CALCULATION OF AVERAGE WEEKLY WAGE (AWW):


LIST 13 CONSECUTIVE WEEKS: BONUS AND OVERTIME CALCULATION:


4. EMPLOYED MORE THAN 2 WEEKS:
On the left side of the form, list gross wages prior to employee's first full day out of work.  DO NOT include their week of hire or week of injury unless  a 


full week was paid.  DO NOT SKIP WEEKS.  Please calculate any overtime and/or bonus paid SEPARATELY on the right side of the form below.  


Block 1


Block 3


Block 2


Block 4


Block 5










_1238937714.pdf


State of Rhode Island      PLEASE CHECK IF CORRECTION OF PRIOR REPORT
EMPLOYER'S FIRST REPORT OF ALLEGED OCCUPATIONAL INJURY OR DISEASE


DWC No.
PO Box 20190, Cranston, RI  02920-0942     
Phone (401) 462-8100    TDD (401) 462-8084    FAX  (401) 462-8105  
1. EMPLOYER LOCATION: 2. EMPLOYER NAMED ON WC INSURANCE POLICY:            SAME AS BLOCK 1


FEIN FEIN


Name Name


Address Address


City, State, Zip City, State, Zip


Phone Ext. Type of Business Phone Ext.


RI Unemployment Ins. No. NAICS WC Policy Number
3. INSURANCE COMPANY NAMED ON WC POLICY: 4. CLAIM ADMINISTRATOR:  SAME AS BLOCK 3


FEIN FEIN


Name Name


Address Address


Address Address


City, State, Zip City, State, Zip


Phone Ext. Phone Ext.
5. EMPLOYEE INFORMATION: 6. MEDICAL INFORMATION:


SSN                   Male     Female Treatment Facility


Name Address


Address City, State, Zip


City, State, Zip Phone Ext.


Phone Date of Birth 7. WITNESS INFORMATION:


Occupation Date Hired Name              Phone


State of Hire                                    


8. INJURY INFORMATION:


Injury Date


Time injury occurred              AM       PM


Time employee began work              AM       PM


      1. First full day lost from work           NONE LOST


      2. Date returned to work (if appropriate)
List injured body parts and nature of injury:(ex: Broken left finger, lower back strain)


      3. Date employer notified of injury


If fatal - REPORT WITHIN 48 HOURS - Date of death


Place where injury/illness occurred: At employer location listed in Block 1 OR
Complete address where accident occurred:


Was this injury previously an incident-only with no medical treatment and no time lost? Yes No


If Yes, date employer first notified of medical treatment or time lost 


Category(ies) of injury or illness:     O Injury      O Illness      O Occupational Disease      O Repetitive Trauma       O Occupational Hearing Loss      O Unknown      


Print Name of Report Preparer Date Prepared Phone & Extension


Print Name of Employer Contact Person OR        Same as above Phone & Extension


DW
C: County Time A Time W OCC Nature Part Source Type


DWC-01 (01/03) For instructions visit our web site:        www.dlt.state.ri.us/wc


What was person doing when injured?
Preferred Language of Employee:  O English  O Spanish  O Portuguese  O Other: 


Department of Labor and Training, Division of Workers' Compensation                         


Insurer File No.





		Untitled
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STATE OF RHODE ISLAND  
DEPARTMENT OF LABOR & TRAINING 


 
 


This employer is subject to the provisions of the 


WORKERS’ COMPENSATION ACT 


 


of the State of Rhode Island 


 
 


   
Workers’ Compensation Insurance Company:    
 
Adjusting Company:   
 


Telephone:  Policy Effective Date:   
 


 
In accordance with Rhode Island General Law §28-32-1, the employer must report to 
the Director of Labor and Training every personal injury sustained by an employee if 
the injury incapacitates the employee from earning full wages for at least three (3) 
days or requires medical treatment, regardless of the period of incapacity.   If the 
injury proves fatal, the report must be filed within forty-eight (48) hours.  If not fatal, the 
report shall be made within ten (10) days of the injury. 
 
An injured employee shall have the freedom to choose medical treatment initially.  
The employee’s first visit to any facility under contract or agreement with the employer 
or insurer to provide priority care shall not be considered the employee’s initial choice.   
 
For more information about Workers’ Compensation procedures and benefits, call the 
Education Unit at (401) 462-8100 and press option #1 or TDD (401) 462-8006.  If you 
suspect fraud, contact the Fraud Prevention Unit at (401) 462-8100 and press option #7. 
 


In accordance with Rhode Island General Law §28-29-13, this notice must be posted  
and maintained in conspicuous places where workers are employed.   


Fines may be imposed for noncompliance. 
 
DWC-8 (5/2004)  










