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Public Risk Innovation, Solutions, and Management: PRISM

Excess Workers’ Compensation

First Report


All cases which meet the established reporting criteria are to be reported 
within five (5) working days of the day on which it is known the criterion is met.

	Member
	

	If JPA, List Entity
	

	Employee
	

	Claim Number
	

	Date Of Injury
	

	Social Security Number
	

	Birth Date
	

	Hire Date
	

	Average Weekly Wage
	

	Td Rate
	

	Occupation
	

	Division
	

	Department
	

	Dependents (Death Claim)
	

	Marital Status (Death Claim)
	


	Reserves
	Paid To Date
	Future Reserves
	Total Incurred

	TD
	
	
	

	4850 TD
	
	
	

	TD Salary Continuation*
	
	
	

	4850 Differential*
	
	
	

	PD
	
	
	

	Death Benefits
	
	
	

	Medical
	
	
	

	Expense
	
	
	

	VR/SJDB 
	
	
	

	TOTAL
	
	
	


*Difference between TD rate and wages
Please Address Each Of The Following Topics 
As Concisely And Completely As Possible
Is This A Ct Claim?  

_____YES
_____NO
Has This Claim Been Settled?
_____YES
_____NO
If yes, please include a copy of the Award

List Any Companion Files (Date of Injury and Body Part):
1.  Description Of Loss
How did injury occur?  Indicate specific injury or illness and body parts alleged.  
Has all or part of the claim been accepted?   ___Yes ____No
· Date claim accepted?

· What body parts have been accepted?  Please specify:  

Has all or part of the claim been denied?  _____Yes _____No
· Date claim denied?

· What body parts have been denied?   Please specify:
2.  Liability Analysis/Investigative Findings, If Any
Include compensability assessment – AOE/COE, if denied/delayed/paid with prejudice, explain.

3.  Medical
Indicate specific injury or illness, and body part/s.  
Include medical diagnosis, prognosis, anticipated future treatment and estimated PD.  
If NCM assigned, please provide summary of NCM reports.

4.  Work / Employment Status
5.  Reserve Analysis
Outline data providing basis for reserve rationale.

6. Prior Medical Conditions, Injuries, Apportionment, Allocation, Contribution
Comment on relation to current injury; claim index/re-indexed and results.  
Comment on any prior injuries to the same body part and any allocation to or contribution from those injuries.
7.  Subrogation
Explain reasoning for potential/no potential; if potential, identify adverse third party and carrier; status of investigation & expected completion date.

8.  Legal / Applications Filed
List all Applications filed at the WCAB by this injured worker.

9.  Estimated Settlement Value If Applicable
List factors included in evaluation.

10.  Plan Of Action To Conclude Claim
Completed By: ____________________________

Date:
____________________________________
Claims Administrator Name: _________________

Address: __________________________________  
Telephone #: _______________________________
Email: ______________________________________
Please submit via email in a Word or PDF formatted document to:
 wcclaims@prismrisk.gov
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