






         
WC CLAIM KIT – South Dakota
Who will handle your claims?

The Milwaukee Regional Claim Office will handle your South Dakota claims, located at:


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 South Dakota)  

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?

Employer’s First Report of Injury (The report is to be filed with the workers’ compensation commissioner within four days of notice or knowledge of such alleged injury):
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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Form 107:
This form needs to be filed monthly for all payments made, including expenses.
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What is the Waiting Period For Lost Wages in South Dakota?
The waiting period is 7 days and includes Saturday and Sunday.  No overtime and no retroactive period.
What are the Choice of Physician Rules in South Dakota?

The employer/insurance company directs medical treatment.

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:

South Dakota Workers’ Compensation Website – 

http://www.sdjobs.org/dlm/dlm-home.htm
South Dakota WC Forms - http://www.sdjobs.org/dlm/dlm-home.htm
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South Dakota Employer’s First Report of Injury 
(See Instructions on Back of Form) 
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SSN: _________________________ Date of Birth:__________________  Gender:  M   F   # Dependents: ___________ 
 
Name: _______________________________________________________________________________________________________ 
                                            (Last)                                                   (First)                                                                        ( Middle initial) 
Mailing Address: ______________________________________________________________________________________________ 


City: ____________________________________________ State: ________  Zip:_________ Telephone No.: (____)____________  


Employee signature:  (X) ____________________________________________________________Date_______________________ 


 
Education: 
 


 Less than High School 
 GED or High School 
 Beyond High School 


 
Date of Injury:  Time of Injury:  a.m./p.m.    Fatality Date (if applicable):  
 


County Where Injury Occurred:                                                                       Was Safety Equipment Provided?  Yes  or   No  
 


Time Work Day Began on Date of Injury: __________________ a.m./p.m. Was Safety Equipment Used?         Yes  or   No  
 


Date Returned to Work (if applicable): _____________________    Did Injury Occur on Employer Premises?  Yes  or No  
 


Address or Location of Injury: ___________________________________________________________________________________ 
 


Description of Injury: __________________________________________________________________________________________ 
 


_____________________________________________________________________________________________________________ 
 


Date Employer Notified of Injury: ___________________________________________________ 


Injury Reported to:  Witness:  


(See Codes on Reverse) 
 


                    Body Part Injured 
 


(If code 90, Multiple Injury, 
please specify body part codes for 
each body part injured.) 
 


 
 


 
 


 
 


 Nature of Injury 
 


 Cause of Injury 
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Type of Treatment (please check one) 


 No Treatment 
 On-Site Treatment 
 Clinic 
 Emergency Room 
 Hospitalization 


 


 


If treatment sought, please specify provider of treatment: 
 
Doctor, Clinic or Hospital Name:  
 
Mailing Address: ____________________________________________________________________________________ 
 
City: ___________________________State ____________ Zip _____________  
 
Telephone No. : (______)_________________ 


 
EMPLOYER/EMPLOYMENT INFORMATION: 
 
 


Federal ID No.:  # Employees:  
 
Employer Name (DBA):  
 
Mailing Address: ________________________________________________________________________________ 
 
City: _____________________________________________ State: __________________ Zip: ______________ 
 
Telephone No. : (_______)______________________ County Where Employer Located: _____________________ 
 
Employer signature: ______________________________________________________Date____________________ 
 


 


Employment Type:   Regular  or     Temporary 
 


Emp. Status: FT PT Seasonal  Volunteer 
 


Date Employee Hired:   
 


Employee’s Position: __________________________ 
 


Employee’s Time in Current Position: ___________ 
 


Employee’s Hours Per Week: ___________________ 
 


Employee’s Current Wage:  
 


$               per   
 


 


Revised 04/01/2004 


CLAIM OFFICE INFORMATION      Check if Claim Office is same as Insurance Provider 
   If not, you must complete the following 


NAICS for Employer Being Insured (Nature of Business):   UNDERLYING INSURANCE PROVIDER INFORMATION 
 


Carrier Code                                               FEIN (Claim Office)   Carrier Code (If applicable)            FEIN (Insurance Provider)            
 


Claim Office         
 
Claim Office Address       Represented Entity Name 
        
City               State            ZipCode   Address 
 
Telephone        City       State                     Zip Code 
    
Email Address       Telephone Number 


 
Claim Office Claim #       Policy Number 
 


     Effective Dates 
Date Notified   Date to DOL 


    Adjuster / Contact Person
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  South Dakota Department of Labor 
  Division of Labor and Management  MONTHLY PAYMENT REPORT 
 
  Workers’ Compensation Expenditure Report for      _______________    ____________  
 (month) (year) 


Claim Administrator Information: 
 
Claim Administrator Federal ID No  _____________________     Carrier Code  ______________    Claim # ______________________ 
   
Name (DBA) _____________________________________________________ 
 
Address   __________________________________________   City _____________________________  State _________  Zip_______________ 
 
Telephone Number ___________________________________    Form Completed By  ______________________________________________ 
 
Employer Information: 
 
Employer Federal ID No _______________________________ Employer Name (DBA) _________________________________________ 


Employee/Injury Information: 
 
Employee/Claimant SSN ________________________ Date of Injury ___________________ 
 
Body Part(s) Injured _______________   _______________   ______________   ______________ 
 
Employee/Claimant Name   _____________________________________  ____________________________   _____________    
                                   (LAST) (FIRST)                                                                       (MI) 
 
Payment Information: 
 
DISABILITY Date of Disability No. of Weeks Paid Amount Paid 
210 - Temporary Partial  _______________ ________________ ____________ 
220 - Temporary Total  _______________ ________________ ____________ 
230 - Permanent Partial  _______________ ________________ ____________ 
240 - Permanent Total _______________ ________________ ____________ 
250 - Rehabilitation  _______________ ________________ ____________ 
260 - Disability Settlement/Lump Sum _______________ ________________ ____________ 
 


FATALITY Date of Fatality: _______________ No. of Weeks Paid Amount Paid 
312 - Fatality Payments  ________________ ____________ 
311 - Fatality Settlement/Lump Sum  ________________ ____________ 
 
MEDICAL EXPENSES: 
102 – Chiropractor 
113 - Counseling Services 
103 – Dentist 
104 - Doctor 
105 - Equipment 
115 - Home Health Care 
101 - Hospital 
106 - Pharmacy 


110 - Physical Therapy Fees 
109 - Radiology 
107 - Transportation 
108 - Other Medical Expenses 
please 
specify)________________________________ 


 


Amount Paid 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 
_______________ 


 


MISCELLANEOUS EXPENSES: 
402- Interest to Claimant 
404 – Deductible Reimbursement 
112 - Investigative Fees 
111 - Legal Fees 
403 - Penalty Charged to Employer 
114 - Rehabilitation Consultant 
401 - Subrogation 
116 - Miscellaneous Expenses 
(please specify)______________________________________ 
 


Amount Paid
____________
____________
____________
____________
____________
____________
____________
____________


 


Submit form to:  South Dakota Department of Labor 
Division of Labor and Management  


700 Governors Drive 
Pierre, SD 57501-2291 


DOL-LM-107 Revised 03/31/2004  Telephone (605) 773-3681 






