Department of Labor and Industries

Qlaims Section
PO Box 44291
Olympia WA 98504-4291

TIME-LOSS NOTIFICATION

| Unit Work Position

Claim Nurmber

Date of Request

Date of Injury

! Worker instructions: This is your.recuest for time-ioss
compensation, which-must be completed by you ANI your
doctor before we can consider you for benefits. Ifyou are unable
“to work due to your workplace injury AND your employer isnot
paying your full wages: o
1 Fill in your section of the form, sign and date.
2) Take it to your doctor ta complete. ’
Doctor instructions: After completing this form, please sign and’

) mail to the above ad

to

If-employment, COPES or CHORE Services. Did you
If so, please describe:

I did not perform any work, paid or unpaid,
: . This includes, buf is not limited to, se

engage in other work type activifies such as volunteer work? (1 Yes 0 No

due to a work-related injury/illness from

per '

I will/did returg to work T am now working I am now working My cumrent-wage is: §_
on___ - Hours/Day |{_____Days/Week | [JHour (O3 Day (JWeek [J Month
I have applied for the ONone =~ - {1 Food stamps only (1 Social Security benefits”
following benefits: (J Unemployment (1 Other public assistance programs ‘
ur employer paying any part of your and/or your family’s medical, dental and/or vision

On the date of your injuiy, was yo
insorance benefits, or providing housin
Are you still receiving these benefits? _
By :sr'gning below, I amt certifying the following:
physical condition, I will be required to refund my benefits and I

_must immediately contact my claim manager if I perform any work (paid or unpaid),
nce, or if the custody of my children changes. .

E,boa.rd and/or fuel (utilitics)? (I Yes [INo
Yes (J No Date coverage ended

¥ undesstand that if X make a false statement about my activities or
may face civil or criminal penalties. I understandI
if my doctor releases me for

work, if I am incarcerated 2nd under sente
Phope # ' .Date Worker’s signature

Diagnasis due to workplace inj ury or-illness:

I ceriify, ihis patient, because of the above condition, hias been ungbie to perform any type of work activity — paid or unpaid —
from to _ : S .. _ i

WOR-  Iexpect to release this patieﬂt to return to work ori:
work because of this worlk-related condition:

“This patient is released for waorl on:
_ List the objective medical ﬁndingé that show this patientis unable to

Please list your specific restrictions. for this patient, due to this injury:

Are these restrictions: (J Temporary (I Permanent Has the patient’s condition(s) due to this injury reachéd maximum
' ' medical injprovement? (1 ves [JNo [3 Undetermined

[ Undetermined )
Will permanent impairment zesult from this injury? (1 Ves {7 No (1 Undetermined .
Remarks o - -
Physician’s name (print or -type-) : o Provider account # Phone #
~Address ' City : “State “Zip+4

Daie Physician’s signafure




