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By submitting this form | hereby certify that this request for reimbursement made to the Chair of the Workers' Compensation Board is true and
correct; that no part thereof has been previously paid and the amount stated therein is due and owing.
Insurer ID Number: Name:
Insurer FEIN: Company Name:
Insurer Name: Title:
Telephone Nbr:
Date: E-Mail Address:
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Last Alive & Well

Third Party Action

Comments / Explanation Of Projected Life Indemnity Calculation, Other
Reimbursement, etc.
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