[image: icrma_logo_color]	8201 Von Karman, Suite 200
Irvine, CA  92612				             				ICRMA
Attn: Workers’ Compensation Program Manager			           Settlement Request
PH: (909) 718-1084								    	 Form
ICRMAwcprogram@adminsure.com

[bookmark: _GoBack]Date: ___________________     						 C&R            STIP       Trial   

                                                                                                                                                      

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: ___________________________________________________________________
______________________________________________________________________________________________

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


Defense Medical:  Date P&S: ________________Doctor’s Name: ________________________________________
Factors of PD, Future Medical, and Rating: ___________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Applicant Medical:  Date P&S: ______________Doctor’s Name: _________________________________________
Factors of PD, Future Medical, and Rating: ___________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Settlement Analysis: _____________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Authority Requested: $_________________________Total PD Advanced: $________________________________

Defense Attorney: ____________________________Applicant Attorney: __________________________________
WCAB Venue: ______________________________MSC Date: _________________________________________
Subrogation: ___________________________________________________________________________________
Claims Administrator/TPA: ________________________________Examiner: ______________________________

E-Mail: ________________________________________________Phone Number: __________________________
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