PUBLIC RISK INNOVATION, SOLUTIONS, and MANAGEMENT: PRISM

WORKERS’ COMPENSATION

REIMBURSEMENT REQUEST FORM


Member: __________________________
Claimant:  _________________________
Policy Year: ______________________
Date of Injury:  ____________________
Member/TPA Claim#:  _______________ 
PRISM Claim#:  _____________________

	
	Payments

	Temporary Disability (TD)
	

	4850 TD
	

	4850 Differential (if covered)
	

	Permanent Disability (PD)
	

	Death Benefits
	

	Medical
	

	Expenses
	

	VR/SJDB
	

	Total Paid – Reimbursable
	

	   Less SIR
	

	   Less Previous PRISM Excess Reimbursement(s)
	

	   Less 4850 Differential (if not covered)
	

	   Less TD Salary Continuation
	

	   Less non-covered items (e.g. penalties, 132a, S&W)
	

	Net Excess Reimbursement Due from PRISM
	


Examiner: 
_________________________

Date: __________________________

TPA: _______________________________
Address: ____________________________
Phone number: _______________________
Please submit via email along with a complete payment listing to:
 wcclaims@prismrisk.gov
Updated 02/01/21


