
	[bookmark: OLE_LINK1]REQUEST FOR SETTLEMENT  

	
	
	


Submit this form to WAMO@WCB.NY.GOV to request a settlement or authorization from the Waiver Agreement Management Office (WAMO). Please contact the insurer for any requested information that is not available to you.
Failure to submit a fully completed form will result in the delay or rejection of your request.

[bookmark: Text12]Claimant:      
[bookmark: Text13]WCB Number:      
[bookmark: Text18]D/A:      
[bookmark: Text16]AWW: $	 
[bookmark: Text15]ANCR/ODNCR:         
[bookmark: Text14]DOB:              

Claimant interested in settlement: |_| Yes  |_| No	Amount: $       

1. INDEMNITY INFORMATION: 

a. [bookmark: Text2]CCP Rate (Overall): 	$         				   
b. Claimant is working:	|_| Yes    |_| No    	
c. [bookmark: Text8]PPD classification:	|_| Yes    |_| No	Decision Date:      
d. Apportionment finding:  	|_| Yes    |_| No	Decision Date:       

e. §15(8) liability:         	|_| Yes    |_| No	Decision Date:      
· Percent of liability:	     %                 	
· 104/260-week retention period met:	|_| Yes    |_| No	Date:      

f. §14(6) liability:		|_| Yes    |_| No 	Decision Date:      
· primary AWW:	$     
· concurrent AWW:	$     
       
2. MEDICAL INFORMATION:

a. Claimant receiving Medicare:		|_| Yes    |_| No  
b. Medicare eligible within 30 months:	|_| Yes    |_| No  	   
c. [bookmark: Check1][bookmark: Check2]Medicare Set-Aside (MSA): 		|_| Yes    |_| No 	Amount: $      
d. CMS approval attached:			|_| Yes    |_| No	Amount: $     
e. Proposed medical allocation: 		$     	
f. Total medical payments (provide past 3 years):

Treatment		Year:       Amount: $     
Year:       Amount: $     	
Year:       Amount: $     
Prescriptions	Year:       Amount: $     
Year:       Amount: $     	
Year:       Amount: $     

g. List all Diagnostic Codes for Medicare Second Payer Reporting:       
h. Summarize medical history (past 12 months). Include most recent treatment date and medication list for all causally related and unrelated medical conditions:      

3. SETTLEMENT INFORMATION:

a. Prior settlement offers:		|_| Yes    |_| No    Date:         Amount: $     
b. Prior settlement demands:	|_| Yes    |_| No    Date:         Amount: $     
c. Prior settlement unsuccessful because:	             

4. CLAIM INFORMATION:

a. Claimant other income source(s):	|_| Yes    |_| No	List:      
b. WCL § 114-a has been raised:		|_| Yes    |_| No	Status:      
c. There is a pending third-party action: 	|_| Yes    |_| No	Status:      
d. There is an overpayment: 		|_| Yes    |_| No	Amount: $       
· Overpayment can be waived:	|_| Yes    |_| No
e. Other outstanding issues:		|_| Yes    |_| No
· [bookmark: _GoBack]List issues and state whether to be resolved within or prior to settlement:      

f. Claimant has other Workers’ Compensation claims:	|_| Yes    |_| No
· Other claims included in this settlement:			|_| Yes    |_| No   	
· WCB Number(s):      
	
5. OTHER ISSUES:

a. Claimant has a child support lien:	|_| Yes    |_| No	Amount: $     
b. Specify last contact with claimant (e.g., alive and well check, hearing attendance, receipt of letter, medical treatment, etc.): 	     		Date:       
     

[bookmark: Text20]Completed by:        				Date:      
     	
Email:       					Direct Phone #:       
     	
Workers’ Compensation Board - Waiver Agreement Management Office		
Revised 10.4.18
