






         
WC CLAIM KIT – Vermont
Who will handle your claims?

The New Jersey Regional Claim Office will handle your Vermont 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.  


[image: image1.wmf]"VT - Posting 

Notice.pdf"


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:  

File this form with the carrier, claimant, and claimant’s representative when the claimant is losing time from work.
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Waiting Period For Lost Wages in Vermont.

The waiting period is 3 days total disability only.  The disability must continue for 7 days for retroactive payment.

Choice of Physician Rules in Vermont.
After specified period of time employee has free choice.

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:

Vermont:

http://labor.vermont.gov/FormsPublications/WCFormsandPublications/tabid/133/Default.aspx
Multi-State Information: http://www.workerscompensation.com/
_1238938669.pdf


   
DOL FORM 25 


 
(Rev. 5/05) 


   
State File No. 


 
      


  Ins. Co. File No.       


  Date of Injury       


   Fed. ID No.       


DEPARTMENT OF LABOR  
WORKERS’ COMPENSATION DIVISION 


 
 WAGE STATEMENT 


(Report of Employee’s Wages) 
 
EMPLOYEE: 


 
      


 
SOCIAL SECURITY NO.: 


 
      


 
EMPLOYER: 


 
      


 
 


 
INSTRUCTIONS 


(Read Carefully) 
 
1.  Enter GROSS wages of employee for 12 weeks before date of accident (NOT take home pay). 
2.  Do not include the week of the accident. 
3.  Leave blank those weeks where the employee had excused absences for which he/she was not paid for more than ½ of a work week (include if 
     paid out of  leave time). 
4.  Leave blank those weeks where you had reduced operations or a shutdown of the plant for which he/she was not paid for more than ½ of a       
    work week. 
5.  Do not enter those weeks where an employee was on vacation for more than ½ of a work week. 
6.  If the employee earned tips, include the tips with Gross Wages earned or write them in the column marked “TIPS.” 
7.  If room, board, lodging or other “extras” (electricity, fuel, etc.) are provided in addition to monetary wages, break it down into a weekly value, 
     include and describe this income in column marked “EXTRAS.” 
8.  Include any bonuses and commissions paid to the employee in addition to wages in the column marked “EXTRAS.” 
9.  Enter the dates when your normal work week ends (not the date a check is given to the employee) and the number of hours or days worked. 
 
 
 


 
 


Week Ending 


 
 


 
 


 
 


 
Month 


 
Day 


 
Year 


Number of  
Hours or Days 
Worked 


 
Gross Wages 


Tips 
(if not included 
with wages) 


 
Extras 
(as in 7 or 8 
above) 


 
Rate of Wage 


 
 


 
1 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
$ 


 
      


 
 


 
 


 
2 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


 
 


 
3 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
Number of Days 


 
 


 
4 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
Hired to Work: 


 
 


 
5 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


       
 


 
 


 
6 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


 
 


 
7 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
Number of Hours 


 
 


 
8 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
Hired to Work: 


 
 


 
9 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


 
      


 
 


 
 


 
10 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


 
 


 
11 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
 


 
 


 
12 


 
      


 
      


 
      


 
      


 
      


 
      


 
      


 
When did the employee begin losing time? 


 
      


 
 


 
Was the employee paid in full for the day of the accident? 


 
      


 
 


 
This is a correct statement of the employee’s earnings as taken from the employer’s payroll records. 
 
 


 
By: 


 
 


 
Date
: 


 
      


 
 


 
Position Title: 
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Form 1                (Rev. 6/05) 
(Approved for use as OSHA 101 and 301) 


 
 


                                                                                 
                                                                       DEPARTMENT OF LABOR  
                                                                        Drawer 20 
                                                                           Montpelier, VT 05620-3401 
 


                                                                   EMPLOYEE’S CLAIM AND EMPLOYER FIRST REPORT OF INJURY 


 
 
State File No. 


 


Complete form in ink or typewriter and send original to the Commissioner of Labor and Industry within 72 hours of accident. Send duplicate to your workers’ compensation insurance 
company, give Employee’s copy to employee and retain Employer’s copy for your files. Answer every question fully and report promptly to avoid a penalty. Employer’s Federal ID Number and 
Employee’s Social Security Number MUST be provided. 


E 
M 


1.Legal Name: 
      


2.Business Name:  
      


P 
L 


3. Mail Address: No. and Street 
      


 City 
      


State 
      


Zip 
      


O 
Y 


4. Location (if different from Mail Address): 
 
      


Federal ID No. 
      


E 
R 


5. Nature of Business (list principal products or service of concern): 
 
      


Do you regularly employ 10 or more 
employees? 
                       Yes         No 


Telephone No. 
 
      


E 
M 


6. Name:  First Name 
      


Middle Initial 
      


Last Name 
      


8. Social Security No. 
      


9. Date of birth: 
 
      


P 


L 


7. Home Address: No. and Street 
 
      


Telephone No. 
      


10. Job Title:  
 
       


9A. Age 
      


O 
Y 


City or Town 
      


State 
      


Zip 
      


12. Dept. assigned to:   
        


11. Sex 
       M         F 


E 
E 


13. Wages  $        
      Per                 


Hours Per Day         
Days Per Week        


14. If board, lodging, etc. were furnished in addition 
to wages, state estimated value:   
       $       


15. Was employee hired in 
VT? 
          No         Yes 


16. Date of Hire 
      


A 17. Date of Accident:   
        


Accident Time 
      a.m.          p.m. 


Began Shift  
      a.m.          p.m. 


20.Machine or tool involved in the accident:          


 C   18. Location of Accident: Town or City 
      


State  
      


21. Was it defective?    No        Yes     If yes, describe how.       


 C  19.On employer’s premises?       No       Yes      
       If yes, name of dept.:          


22.Object or substance directly causing injury:          


 I 
 


23. Describe what employee was doing:          Was this the employee’s regular 
occupation?         No         Yes 


D 24.How did accident occur? Describe events leading up to the accident.            


 E 
 


 25.Can the employer prevent this type of accident?       No       Yes     If yes, describe how.          


N 26. Was safety equipment, such as goggles or guards, etc. provided?         No         Yes 
 


T 
 


27. Could the injured have prevented this type of accident?       No       Yes    If yes, describe how (do not say, “By being more careful.”).          


 28. If safety equipment was provided, was it being used?       No         Yes 
 


 I 
N 


29. Describe the injury and the part of body injured.          


  J 
  U 


  30. Any Lost Time? 
          No         Yes 


If yes, date disability 
began. 
            


Last date paid in full: 
           


31. Employee returned to 
work? 
          No         Yes 


  If yes, date returned. 
              


At what weekly 
wage: 
      $       


 R 
 Y 


 32.Did injury result in 
death? 
         No         Yes 


If yes, date of death. 
           


33. If death, name and address of nearest relative.          Relationship 
      


 
 


34. Name and Address of Physician         


 
 


35. Name and Address of Hospital         Remained overnight?  Yes            No  


 I 
N 


36.Workers’ Compensation Insurance Carrier.  Do NOT give your insurance agent’s name. 
      


S 
 


Name in full:    
               


Policy No.    
          


 Signed by: 
 


             


  Employer or Representative Title   Date 


  
 


____Provided Form 8  ____ Dept. of Labor  ____ Ins. Co. ____Employer ____Employee 
 


Equal Opportunity is the Law 






_1238938612.pdf


Rev. 06/05 
 
Equal Opportunity is the Law.  The State of Vermont is an Equal Opportunity/Affirmative Action Employer.  Applications from women, 
individuals with disabilities, and people from diverse cultural backgrounds are encouraged.  Auxiliary aids and services are available upon 
request to individuals with disabilities.  711(TTY/Relay Service) or 802-828-4203 TDD (Vermont Department of Labor). 


 
 
 


Employer’s Liability 
And 


Workers’ Compensation 
                 
 


NOTICE TO EMPLOYEES 
 
THIS EMPLOYER,              , 
HAS COMPLIED WITH THE PROVISIONS OF TITLE 21 OF THE VERMONT STATUTES, ANNOTATED 
§687, BY OBTAINING WORKERS’ COMPENSATION INSURANCE COVERAGE THROUGH: 
 
 


(INSURANCE CARRIER) 
 


WORKERS’ COMPENSATION BENEFITS FOR LOST TIME, MEDICAL EXPENSES, DISABILITY OR 
DEATH BECAUSE OF A WORK-RELATED INJURY ARE AVAILABLE THROUGH THIS COMPANY. 
 
! AN INJURED EMPLOYEE MUST IMMEDIATELY NOTIFY HIS/HER EMPLOYER OF AN 


INJURY. 
 
! THE EMPLOYER MUST FILE AN EMPLOYEE CLAIM AND EMPLOYER’S FIRST REPORT OF 


INJURY (FORM 1) WITH THE DEPARTMENT OF LABOR WITHIN 72 HOURS OF THE NOTICE 
OF AN INJURY THAT REQUIRES MEDICAL ATTENTION OR RESULTS IN TIME LOST FROM 
WORK.  THE EMPLOYER MUST ALSO PROVIDE A COPY OF THE FORM 1 TO THE INJURED 
WORKER AND TO THE INSURANCE CARRIER. 


 
! IF THE EMPLOYER FAILS TO FILE A FIRST REPORT, AN EMPLOYEE MAY FILE A NOTICE 


OF INJURY AND CLAIM FOR COMPENSATION (FORM 5) WITH THE DEPARTMENT OF 
LABOR WITHIN SIX MONTHS OF THE DATE OF INJURY. 


 
! INFORMATION CONCERNING INJURED WORKER RIGHTS AND BENEFITS IS AVAILABLE 


ON THE WORKERS’ COMPENSATION WEBSITE AT http://www.labor.vermont.gov OR BY 
CALLING (802) 828-2286. 


 






