	REQUEST FOR WAMO SETTLEMENT

I. CLAIM(S) IDENTIFICATION INFORMATION

[bookmark: Text1]CLAIMANT FULL NAME:      
[bookmark: Text2][bookmark: Text3]WCB#:      					CLAIM #:      
[bookmark: Text4][bookmark: _GoBack]CLAIMANT’S DOB:                 		GENDER:  |_|  M |_|  F         
MEDICARE BENEFICIARY/ELIGIBLE WITHIN 30 MONTHS? |_|  YES |_|  NO 

II. GENERAL CLAIM INFORMATION

[bookmark: Text5]DATE OF INJURY/DISABLEMENT:      
[bookmark: Check2][bookmark: Check3][bookmark: Text6]|_|ANCR  |_|ODNCR SITE(S):      

[bookmark: Text7][bookmark: Text8][bookmark: Text9]AWW: $      				If WCL §14(6): Primary AWW $      Concurrent AWW $                            
 	
[bookmark: Text10]CCP RATE: $     				TYPE: |_| PPD   |_| RE   |_| TR 

[bookmark: Text11]CLASSIFICATION DATE:          		CAPPED CASE:   |_| YES     |_| NO  

APPORTIONED:  |_| YES    |_| NO   
[bookmark: Text12]FOR:  |_| Indemnity   |_|  Medical (body part(s)):       
[bookmark: Text13][bookmark: Text14][bookmark: Text15]WCB Case Number(s):	     		     		     	
[bookmark: Text16][bookmark: Text17][bookmark: Text18]% of Apportionment:		     		     		     
                            		
[bookmark: Text19][bookmark: Text20]DATE §15(8) ESTABLISHED:      	Reimbursement %:      

	Retention Period Satisfied:	 |_|  104 Week		|_|  260 Week 

[bookmark: Text21][bookmark: Text22]DATE OF LAST “Alive & Well”/ Activity Check:      	Date of Last Medical Treatment:       
	
[bookmark: Text23]Overview of Current Causally Related Medical Treatment:      
[bookmark: Text24]List Current Causally Related Prescriptions:      

[bookmark: Text25]LIST ICD-9 / ICD-10 CODES for CAUSALLY RELATED TREATMENT:      
[bookmark: Text26]LIFETIME CAUSALLY RELATED MEDICAL AND PRESCRIPTION COSTS: $     

TOTAL LAST 3 YEARS OF MEDICAL AND PRESCRIPTION PAYMENTS BY YEAR: 
[bookmark: Text28][bookmark: Text30][bookmark: Text32]	20_ _:  $     	20_ _:  $     	20_ _:  $     	
	
MSA REQUIRED: |_|  YES   |_|  NO  
[bookmark: Text33][bookmark: Text34]|_|  MSA Amount (if completed):		$     	Dated:      			
[bookmark: Text35][bookmark: Text36]|_|  CMS Approval Amount (if completed):	$      	Dated:      

[bookmark: Text37]List Potential Issues Related To MSA:      

SYNOPSIS OF PRIOR SETTLEMENT ATTEMPTS: 
[bookmark: Text38][bookmark: Text39]Demand (Amount/Date) $     	Offer (Amount/Date) $      
[bookmark: Text40]Reason Unsuccessful:      



III. INCOME INFORMATION AND SETTLEMENT CONSIDERATIONS 
[bookmark: Text41]OTHER INCOME SOURCE: |_| YES  	|_| NO 		SOURCE:      
[bookmark: Text42]AMOUNT:  $      (if known)

[bookmark: Text43]UNRELATED HEALTH ISSUES THAT MAY IMPACT LIFE EXPECTANCY:      
[bookmark: Text44]LIFE EXPECTANCY (Based on Current Age):       
[bookmark: Text45]RATED AGE (if significant unrelated health issues):      

IV. MISCELLANEOUS INFORMATION
POTENTIAL ISSUES:
[bookmark: Check4]PENDING THIRD PARTY ACTION: 		|_| PENDING		|_| SETTLED		|_|N/A
	CHILD SUPPORT LIEN:			|_| YES   		|_| NO 
[bookmark: Check1]	OVERPAYMENT EXISTS: 			|_| YES		|_| NO  
	    If yes, Carrier willing to waive if settled? 	|_| YES  		|_| NO
	OUSTANDING C-8.1’S:			|_| YES  		|_| NO
	OUTSTANDING APPEAL:			|_| YES  		|_| NO
[bookmark: Text46]	UNRESOLVED ADJUDICATION ISSUES:      

CLAIMANT’S ADDITIONAL CASE INFORMATION:
[bookmark: Text47][bookmark: Text48][bookmark: Text49][bookmark: Text50]WCB#’S:			       	        	         	     
[bookmark: Text51][bookmark: Text56][bookmark: Text57][bookmark: Text58]EMPLOYER(S): 		       	        	         	     
[bookmark: Text52][bookmark: Text59][bookmark: Text60][bookmark: Text61]CARRIER(S): 			      		        	         	     
[bookmark: Text53][bookmark: Text62][bookmark: Text63][bookmark: Text64]DATE(S) OF LOSS: 		       	        	        	     
[bookmark: Text54][bookmark: Text65][bookmark: Text66][bookmark: Text67]ANCR SITE(S): 		      		        	        	     
[bookmark: Text55][bookmark: Text68][bookmark: Text69][bookmark: Text70]CCP RATE: 		          $                 $     	           $               $     
§15(8) LIABILITY: 		|_| YES	|_| YES	|_| YES 	|_| YES
[bookmark: Text84][bookmark: Text85][bookmark: Text86][bookmark: Text87]§15(8) REIMBURSMENT %:      %	     %	     %	     %
	INCLUDE IN AGREEMENT:	|_|  YES    	|_| YES	|_| YES           |_| YES
	__________________________________________________________________________

V. SUBMITTAL INFORMATION
CHECKLIST SUBMITTED BY:     |_|  Carrier/Carrier Rep   |_|  Claimant/Claimant Rep 
[bookmark: Text75]DATE SUBMITTED:	     
[bookmark: Text76]Name of Submitter:      
[bookmark: Text77]Address of Submitter:      
[bookmark: Text78]Contact Information: Email:      
[bookmark: Text79]                                                    Phone:           
            
NON-SUBMITTING PARTY INFORMATION: |_|  Carrier/Carrier Rep   |_|  Claimant/Claimant Rep 
[bookmark: Text80]Name:      
[bookmark: Text81]Address:      
[bookmark: Text82]Contact Information: Email:      
[bookmark: Text83]                                       	           Phone:            

VI.  ATTACHMENTS SUBMITTED WITH  REQUEST FOR SETTLEMENT: 
(Check all that apply)
|_|  Copy of Medicare Card 				|_|  Medical Treatment Reports Not in eCase 
|_|  Medical Expense Payment Log	 		|_|  Alive & Well/Activity Check Report
|_|  MSA 						|_|  CMS Approval
|_|  Prior/Current Settlement Demand(s)		|_|  Prior Settlement Offer(s)
|_|  Rated Age Report
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