
 State of New York 
 WORKERS’ COMPENSATION BOARD 
 
 DISABILITY BENEFITS LAW 
 
 SELF-INSURER’S ANNUAL REPORT 
 FOR CALENDAR YEAR ________ 
 (Important: Read instructions on reverse side.) 
 

 
TO: SELF-INSURANCE OFFICE 

WORKERS’ COMPENSATION BOARD 
SELF-INSURANCE OFFICE 
328 STATE STREET, 3RD FLOOR 
SCHENECTADY, NY 12305 

 
FROM: (Name and Address of Self-Insured Employer) 
 
 
 
 
Carrier ID No. (Required)  B 

  
ALL CLAIMS AND COVERAGE (Including Pregnancy Related Disabilities) 

 
1. BENEFITS AND CLAIMS (TOTAL) 

 
STATUTORY COV. 

 
PLAN COVERAGE 

 
TOTAL 

 
a. Number of initial indemnity claims allowed 

 
 

 
 

 
 

 
b. Number of weeks for which indemnity benefits were paid 

 
 

 
 

 
 

 
c. Amount of indemnity paid 

 
$ 

 
$ 

 
$ 

 
d. Amount of Hospital, Surgical and Medical care plan benefits paid 

 
 

 
$ 

 
$ 

 
e. Total Benefits Paid (c plus d) 

 
$ 

 
$ 

 
$ 

 
 

2. EMPLOYEES AND COVERED PAYROLLS (TOTAL) 
 
STATUTORY COV. 

 
PLAN COVERAGE 

 
TOTAL 

 
a. Amount of employees’ contributions collected 

 
 

 
 

 
 

 
b. Number of employees from whom contributions were deducted 

 
 

 
 

 
 

 
c. Numbers of employees from whom contributions were not deducted 

 
 

 
 

 
 

 
d. Number of employees covered (b plus c) 

 
 

 
 

 
 

 
e. Covered payrolls (Report to the nearest hundred dollars) 

 
$ 

 
$ 

 
$ 

 
f. Number of employers covered (All locations in New York State) 

 
 

 
 

 
 

 
 

DISABILITIES CAUSED BY OR IN CONNECTION WITH PREGNANCY ONLY 
 

3. BENEFITS AND CLAIMS (PREG. RELATED ONLY) 
 
STATUTORY COV. 

 
PLAN COVERAGE 

 
TOTAL 

 
a. Number of initial indemnity claims allowed 

 
 

 
 

 
 

 
b. Number of weeks for which indemnity benefits were paid 

 
 

 
 

 
 

 
c. Amount of indemnity paid 

 
$ 

 
$ 

 
$ 

 
d. Amount of Hospital, Surgical and Medical care plan benefits paid 

 
 

 
$ 

 
$ 

 
e. Total Benefits Paid (c plus d) 

 
$ 

 
$ 

 
$ 

 
 
4. Have any changes in legal status or ownership of the self-insurer taken place since filing of the last report, including mergers and/or changes in         
     name or state of domicile?                             Yes                      No 
    
If  Yes, attach explanation and copies of relevant papers. 

I certify that the information contained in this report is true and correct. 
 
__________________   __________________________________________________   ___________________________________________________ 
             Date                                                         Signature                                                                                     Print or Type Name 
                                                                                     _____________________________   _________________________________________________ 
DB-681 (11-12)                                                                              Telephone No.                                                             Title 
 



 
FOR BOARD USE ONLY - DEPOSIT CALCULATIONS 

 
                                                                       Statutory Benefits                                               Plan Benefits 
 
Number of Employees (Item 
2d) 

 
One-Half  of Contributions 
 (Item 2a) 
 

 
Minimum Exposure 

 
Additional Exposure 

 
Additional for Other Factors 

 
Total Required Deposit 
$ 

 
Present Deposit 
$ 

 
Excess Deposit 
$ 

 
Additional Deposit 
$ 

 
                                           Examined By                                                                                 Date 
 
 

 
 
GENERAL INSTRUCTIONS 
1.  This report is to be filed in DUPLICATE not later than January 31 of the following year with: 
 

SELF-INSURANCE OFFICE 
WORKERS’  COMPENSATION BOARD 
SELF-INSURANCE OFFICE 
328 STATE STREET, 3RD FLOOR 
SCHENECTADY, NY 12305 

 
2. Only claims and benefit data with respect to employees covered by self-insurance under the New York Disability Benefits Law are to be 

included; and are to be reported separately for: 
a.  Statutory Coverage, i.e., coverage limited to statutory benefits and statutory provisions. 
b. Plan Coverage, i.e., coverage limited to the payment of indemnity (weekly cash benefits) and other benefits (hospital, surgical and 

medical care) provided for disabled workers as described in approved plan on Form DB-800 or Form DB-801. 
c. Total, i.e., Statutory Coverage plus Plan Coverage for each item. 

 
INSTRUCTIONS FOR ITEMS 1 AND 2 - ALL CLAIMS AND COVERAGE 
1. In item 1, report all benefits and claims data, INCLUDING PREGNANCY RELATED CLAIMS, for all employees covered by self-

insurance. 
2. Where benefit payments may still be continued on an initial claim beyond December 31, include in items 1b, 1c and 1d only the number 

of weeks for which benefits were paid and the amount of benefits paid during the period covered by the report; include in item 1a the 
initial claim allowed.  The report for the following year should include data on the remainder of the amount of benefits paid on such 
claim but should NOT include such claim as an “initial claim allowed” in item 1a. 

3. If contributions are reported in item 2a, prescribed Form DB-681.1 must be attached. 
4. Report in items 2b and 2c the average number of employees for the calendar year.  The average shall be the sum of covered employees on 

the payroll, for each payroll period which includes February 12, May 12, August 12 and November 12, divided by four.  Report only 
those employees who are employed in New York State.  If the number of employees has been computed in any other manner, please 
explain. 

5. If employees reported in 2d are employed at more than one location, a list must be attached showing: 
a. The number of employees at, and the address of, the main office in NEW YORK STATE. 
b. The number of employees at, and the address of, each additional location in NEW YORK STATE indicating by asterisk those 

locations where disability benefits claims and/or payment records are maintained. 
c. List also addresses of any locations OUTSIDE New York State where New York records are maintained. 

6. Amount of covered payrolls for each calendar year under item 2e should include only the first $7,000 of earnings of each employee 
which was paid by the employer as a self-insurer during the calendar year.  WE EMPHASIZE THE IMPORTANCE OF ACCURATE 
REPORTING AS THIS DATA MAY BE USED IN DETERMINING ASSESSMENTS UNDER SECTIONS 214 AND 228 OF THE 
DISABILITY BENEFITS LAW. 

7. The number of covered employers (item 2f) should be reported as of the close of the calendar year. 
 
INSTRUCTIONS FOR ITEM 3 - PREGNANCY RELATED DISABILITIES 
1. In item 3, report benefits and claims data for PREGNANCY RELATED DISABILITIES ONLY. 
2. Where benefit payments may still be continued on an initial pregnancy related claim beyond December 31, include in items 3b, 3c and 3d 

only the number of weeks for which benefits were paid and the amount of benefits paid during the period covered by the report; include 
in item 3a the initial claim allowed.  The report for the following year should include data on the remainder of the amount of benefits paid 
on such claim but should NOT include such claim as an “initial claim allowed” in item 3a. 

 
 THE WORKERS’ COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION. 
 
 
 
 
DB-681 (11-12) REVERSE 
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