
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/products/acrobat/readstep2.html. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/support/products/
acrreader.html. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


QUARTERLY UNIFIED EMPLOYER ASSESSMENT
Municipal Self-Insurers Remittance Form
State of New York - Workers' Compensation Board
GA-4 (2020)
C:\Users\mckennab\Desktop\BoardLogoSmall.jpg
QUARTERLY UNIFIED EMPLOYER ASSESSMENT
Municipal Self-Insurers Remittance Form
Payroll by FEIN Addendum
State of New York - Workers' Compensation Board
GA-4.1 (2020)
A. Municipal Self-Insurer Information:
4. *Mailing address
B. Reporting Period:
Q1
Payroll for period January 1- March 31 
Form & Payment postmarked by April 30
Q2
Payroll for period April 1- June 30 
Form & Payment postmarked by July 31
Q3
Payroll for period July 1-September 30
Form & Payment postmarked by October 31
Q4
Payroll for period October 1- December 31
Form & Payment postmarked by January 31
C. Basis for Assessment:
* Indicates a Required Field
 GA-4 Instructions
* (1) Payroll Class Code
Enter the Payroll Class Code
(2) Description
*(3) Quarterly Payroll Dollars
(4) Loss Cost Per Hundred Dollars of Payroll
(5) Total Loss Cost 
(3) x (4) divided by $100
(6) Subtotal Payroll
(7) Excluded Payroll Not Subject to Assessment (if applicable)
(8) Total Payroll = (6) + (7)
  (9) Total Loss Cost
  (10) Assessment Rate
(11) Total Assessment Due
D. Certification:
By submitting this form via e-mail, the sender certifies that the information presented herein including all applicable addendums, has been examined and is a true, correct and complete report made in good faith. 
Note: Additional employers covered under the same W number shown must be reported on the Quarterly Unified Employer Assessment Municipal Self-Insurers Remittance Form - Payroll by FEIN Addendum (GA-4.1) 
 
* Are additional employers covered under this W Number?
 
Required - Are there additional employers covered under this W Number?
E-mail this form to Assessments@wcb.ny.gov by selecting the E-mail Form button or by saving the form and sending it as an attachment in an e-mail.  Please enter your WCB Identification Number (W#) in the subject line of the email, before "Quarterly Assessment Reporting"
A. Municipal Self-Insurer Information:
B. Reporting Period:
Q1
Payroll for period January 1- March 31 
Form & Payment postmarked by April 30
Q2
Payroll for period April 1- June 30 
Form & Payment postmarked by July 31
Q3
Payroll for period July 1-September 30
Form & Payment postmarked by October 31
Q4
Payroll for period October 1- December 31
Form & Payment postmarked by January 31
C. Municipal Employers Covered Under the W Number Shown Above:
 GA-4.1 Instructions
(1) *FEIN
(123456789)
(2) *Municipal Self-Insured Employer Name
 (3) *Quarterly Payroll
(4) Excluded Payroll (if  applicable)
(5) Subtotal Payroll
(6) Subtotal Excluded Payroll (if Applicable)
(7) Total Payroll = (5) + (6)
E-mail this form to Assessments@wcb.ny.gov by selecting the E-mail Form button or by saving the form and sending it as an attachment in an e-mail. Please enter your WCB Identification Number (W#) in the subject line of the email, before "Quarterly Assessment Reporting"
If you selected to Email Form, you will receive an email from the Workers' Compensation Board confirming receipt of your form. 
 
If you do not receive a confirmation email, then the Board did not receive your form.  Please try to attach a saved version of this form to an email to Assessments@wcb.ny.gov.  If you still do not receive an email confirmation, please contact the Board by sending an email to WCBFinanceOffice@wcb.ny.gov.
 
Checks payable to "Commissioner of Taxation & Finance" as custodian of the fund.
Please e-mail the GA-4 and then print this page and mail with your check to: 
	New York Workers' Compensation Board 	328 State Street 	Finance Unit, Room 331 	Schenectady, NY 12305-2318
Self-Insurer Information:
Reporting Period:
Contact Information: 
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