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CERTIFICATION
The following request(s) require certification:

1. Insurer requests apportionment finding for medical treatment
2. Additional Proposed Findings: Establish case (ANCR/ODNCR)

I certify that I have attempted to contact the opposing party(ies) or its representative(s) to discuss the reason(s) selected, 
and have waited at least 24 hours for a response, but that no discussion was forthcoming.

First Name Last Name Name 
Unknown

Organization/Individual 
Name

Date Phone 
Number

Email

Jane Tester Claimant/Beneficiary 01/29/2026 5555555555 test@test.com

ATTESTATION
I affirm that:

(1) my statements are true and correct, and
(2) I am authorized to submit this request, and
(3) this request for Board action is based upon reasonable grounds and that this form with attachment(s) has been provided to the 
opposing party(ies), and
(4) I accept that the electronic submission of this form to the Workers’ Compensation Board is equivalent to placing my signature on 
the request.

Submitter Name: Joe Tester Date: 01/30/2026
Email: test@test.com Phone Number: 5555555555 Ext.: 

Form ID Medical Service Date Document ID Received Date
 O1K-L1




