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ICRMA Claim Status Report


[bookmark: _GoBack]Date: ____________________________________			 Initial            Supplemental         Final   

                                                                                                                                                      
Claimant’s Name: ________________________________________Claim Number: __________________________
Member City: ______________________________________________________SIR: $_______________________
Date of Injury: ___________________ Date of Birth: ___________________ Date of Hire: ____________________
Occupation: _______________________________ TD Rate: _________________ PD Rate: ___________________
Accident Description and Injury: ___________________________________________________________________
______________________________________________________________________________________________

Paying TD:	YES 	NO       			AWW: $_______________________________________
Paying PD:	YES 	NO        			Total TD Paid: $_________________________________
Litigated:	YES 	NO         			Total PD Paid: $_________________________________
Subrogation:	YES 	NO        			Percentage of PD Expected: _______________________

Defense Attorney: ____________________________ Applicant Attorney: __________________________________
WCAB Venue: ______________________________ MSC Date: _________________________________________

ITEM			        	     Paid To Date		       Reserves 	         		       Total Incurred
INDEMNITY			     $______________		       $______________	       $______________ 
MEDICAL			     $______________		       $______________	       $______________
REHABILITATION		     $______________		       $______________	       $______________
ALLOCATED    	     	     $______________		       $______________	       $______________
TOTAL			     $______________		       $______________ 	       $______________

Status of Claim: ________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________

Plan of Action: _________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 

Claims Administrator/TPA: _______________________________________________________________________

Claims Examiner: _______________________________________________________________________________

E-Mail: ________________________________________________Phone Number: __________________________
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