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CERTIFICATION
The following request(s) require certification:

1. Payments directed by the Board should be reduced pursuant to §300.23(b)
2. Additional Proposed Findings: Establish average weekly wage (AWW)

I certify that I have discussed the reason(s) selected with the opposing party(ies) or its representative(s) and no settlement 
could be reached.

First Name Last Name Organization/Individual Name Date
Joe Tester Claimant/Beneficiary 01/29/2026

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

ADDITIONAL PROPOSED FINDINGS

Concurrent Employer 
Name

AWW for
Concurrent Employer

AWW Calculation Method Other Method

ABC Corp $2000.00 Per similar worker payroll 
using 260 multiple

SUPPORTING DOCUMENTATION
Referenced Document(s):

Form ID Medical Service Date Document ID Received Date
 EC-16.1




