State of Maine
Workers' Compensation Board
FORMS TRAINING
MINI-MANUAL

The general mission of the Maine Workers' Compensation Board is to serve the employees and
employers of the State fairly and expeditiously by ensuring compliance with the workers'
compensation laws, ensuring the prompt delivery of benefits legally due, promoting the
prevention of disputes, utilizing dispute resolution to reduce litigation and facilitating labor-

management cooperation.

Revised 4-23-25



Disclaimer

This document was prepared as a supplement to the training and outreach efforts and programs
of the Maine Workers' Compensation Board, and for use solely in those training programs. Its
purpose is simply to address some of the more common misunderstandings, errors, and
ambiguities encountered by employers, insurers, claims adjusters, administrators, and
employees of the Board in the course of their duties. It addresses the more common forms and
appendices.

This document is not in any way meant to replace or be a substitute for the Board's Forms
Manual, noris it in any way meant to be a source of legal advice or opinion.

The full Forms and Petitions Manual, as well as Maine WC Law, Rules, blank forms, WC Board
newsletters, Compliance Reports, training modules, and other Board information may be found
online at www.maine.gov/wchb.

My contact information is below. Please feel free to contact me with any comments, questions
or other inquiries.

Amanda DiPietro

Director of Audits

Maine Workers' Compensation Board
27 State House Station

Augusta, Maine 04333

Tel 207-287-6327
Amanda.DiPietro@maine.gov



mailto:Amanda.DiPietro@maine.gov

MAINE WORKERS' COMPENSATION BOARD FORMS REFERENCE GUIDE

BOARD FORM STATUTES RULES FILING REQUIREMENTS
WCB-1 First Report of Injury §303 1.7 Filed electronically within 7 days
3.1 notice/knowledge of incapacity.
3.4
8.13
8.16
WCB-2* Wage Statement §153(4) 1.7 Filed within 30 days
§205(8) notice/knowledge of a claim for
§303 compensation.
WCB-2B Fringe Benefits §303 1.7 Filed within 30 days
Worksheet 8.9 notice/knowledge of a claim for
compensation.
WCB-3* Memorandum of §153(1)(B) 1.1 Filed within 14 days
Payment §205(7) 1.7 notice/knowledge
8.12 of a claim for incapacity or death
benefits.
WCB-4D* Discontinuance of §205(9)(A) 1.7 Filed within 14 days after
Compensation 8.1 benefits are discontinued
8.12 pursuant to 39-A M.R.S.A.
§205(9)(A).
WCB-4M* Modification of §205(9)(A) 1.7 Filed within 14 days after
Compensation 8.11 benefits are reduced pursuant to
8.12 39-AM.R.S.A.
§205(9)(A).
WCB-4A Consent Between 8.18 Filed when the parties have
Employer and agreed to a voluntary payment of
Employee a retroactive closed-end period
of incapacity, or a modification
or discontinuance in
ongoing weekly incapacity
benefits.
WCB-8* Certificate of §205(9)(B)(1) 1.7 Filed via certified mail no later
Discontinuance or 8.15 than 21 days prior to the
Reduction of effective date of the
Compensation discontinuance or reduction of
benefits.
pursuant to 39-A M.R.S.A.
§205(9)(B)(1).
WCB-9 Notice of Controversy | 8313(1) 1.1 Filed electronically within 14
1.7 days of claim for incapacity or
3.4 death benefits.
8.2
8.12
WCB-11* Statement of 1.7 Filed within 195 days from the
Compensation Paid 8.1 date of injury when indemnity
8.12 benefits are paid and annually

on the anniversary date of the
injury subsequent to that. Final
report when no further benefits
are anticipated.

* Forms Revised Effective 4-1-25
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First Report of Injury (FROI) -WCB-1

DUE DATE - file electronically within seven days of notice/knowledge of a work-related injury
which has caused the employee to lose a day's work.

Box 2b - Was employee paid for 2 day on day of injury? - Make sure this is accurate! It affects
the calculation of the waiting period, compensability, and indemnity benefits. (If paid for Y2 day or
more, the date of injury is NOT a compensable day of incapacity).

Box 42 - Date of injury or illness

e Date of injury - date accident occurred (traumatic injury) or date of last exposure
(cumulative injury or occupational disease).

e Date employer notified - the date the employer had notice or knowledge of the injury.

Box 43 - Date of incapacity

e Date of incapacity - first day qualifying as a day of incapacity/disability in the first period
of incapacity/disability.

e Date employer notified - date that the employer had notice or knowledge of the work-
related incapacity/disability in the first period or incapacity/disability. Inthe case of
sporadic incapacity, enter the date that the employer had notice or knowledge of a day or
more collectively lost from work.

Box 45 - Date employer notified insurer/TPA - Earliest date insurer or administrator had notice

of the injury from any source. (For most filing/payment deadlines, the day employer had notice
or knowledge starts the clock ticking regardless of when insurer/administrator was notified).

Box 47 - Has employee returned to work? - Must report "yes" or "no" if Box 2a is checked (there
is lost time). If days lost are less than or equal to 7, the actual RTW date must be reported within
7 days of RTW with FROI 02 transaction. Not required if more than 7 days lost.

General

e Typical TE's— Employer physical address contains P.O. Box, FEIN problem, addresses
don't match.

e The paper copy to the employee must be materially the same as the one filed EDI with the
Board.

e Employers mustreport ALL injuries, including medical only injuries to their insurer.



STATE OF MAINE
WORKERS" COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027

1. REVIEION DATE: 2. WCH FILE NUKEER
Y B WAGE STATEMENT (RECARRED:
B DD YYYY
EMPLOYEE
3. EMPLOYEE LAST NAME: 4. FIRET NAME: 5. ML . S0CIHL EECURITY NUMBER (last £ digis)
HO- -
7. STREETIF.O. B0 MAILING ADDREES: & Y 5. BTATE: 10 ZF: 11. HOME PHOME HUMEER:
1Z DATE OF IJURY: 13, SPECIFIC INJURY OR ILLNEES: 14. BODY PART(E] AFFECTED:
S B B
MM 0D YEYY
EMPLOYERMNSURER
15 INSURER FILE NURBER- 16. EMFLOYER NAME: 17. EMPLOYER MAILING ADDREESS AND FHIONE NUBEBER:
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0. DOES BMPLOYEE WORK CONCURRENTLY? I:l YEE I:I N IF ¥E3, AWAGE ETATERENT MUET BE SUEBBITTED FOR EACH EMPLOYER
NAME[E]) OF EMPLOYERSE: . H
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EXPLAMATION OF THE CALCULATION IN THE COMMENTE BOX.
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s Torm, comad the ADA Coordinalon ot e baine Workers' Compensation Board. Telephone: 1-885-801-2087 or TTY Maine Reay 711.
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Wage Statement - WCB-2

DUE DATE - Within 30 days of notice/knowledge of a claim for compensation. (Box 22 of the
MOP or Box 22 of the NOC).

Box 20 - Concurrent employer - Obtain separate wage statements for each employer. The
employer for whom the employee worked at the time of injury is required to obtain and file the
WCB-2(s) from the other employer(s). A concurrent employer is one who the employee had an

employment relationship with at the time of the injury, whether or not they were actually working
for them.

Box 21 - Fringe benefits - added to AWW only if discontinued during incapacity. Per Rule
1.5(2)(B), the AWW must be recalculated when fringe benefits cease. Form WCB-2B, Fringe
Benefits Worksheet, must also be filed whether "yes" or "no" is checked.

Box 22 - Method of Calculation

e 102(4)(A) - earnings are generally the same each week

e 102(4)(B) - omit week of hire and/or week of injury if either or both reduce AWW. (Include
any omitted weeks in Box 24, just omit from your calculation and note in Box 26.)

e 102(4)(C)-Employer must be a seasonal employer. Must use prior calendar years
earnings.

e 102(4)(D) - Must submit at least two comparables and provide a detailed explanation of
calculation in the comment box.

Box 23 - Gross wages for each week

e Must be actual earnings, estimates are not accepted.

e Ifthe employee is paid on other than a weekly basis, the form may be filled out on that
basis (bi- weekly, monthly, etc.). However, actual earnings should be shown for the week
of hire and week of injury, as well as any weeks with NO earnings.

e Include reported tips for tipped employees.

e Use payroll week ending dates, not check issue dates.

e Must be completed even if worksheet attached.

o Week 52 is the week that includes the injury; work backward to week 1.

e Include all weeks, even if there are no earnings. Do not go back more than 52 weeks.

Box 24-Total earnings -This must be the total of all earnings for the 52 week period, even if not all
are used in calculating the AWW. Please note on Box 26 of the form if you left out any weeks in
the AWW calculation (week of injury, for example).

General

e Please review all wage statements for accuracy.
e Be carefulwhen faxing - if it can't be read, it will be returned to you.
e Include preparer name and email address (Box 27).



STATE OF MAINE
WORKERS® COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027
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PROVIDE THE COST OF THE FRINGE BENEFIT PAID BY THE EMPLOYER AS OF THE EMPLOYEE'S DATE OF
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Fringe Benefits Worksheet - WCB-2B

DUE DATE - Within 30 days of notice/knowledge of a claim for compensation. (Box 22 of MOP or
Box 22 of NOC.)

Box 20 - Fringe benefits - Provide the cost of the fringe benefit paid by the employer as of the
employee's date of injury if the employee was receiving the benefit on their date of injury (see
Rule 1.5.1). NOTE: the amounts reported are subject to verification by the employee and their
representative and documentation must be provided upon request.

General

e The WCB-2B is required to accompany ALL Wage Statements (WCB-2) filed on or after
1/1/2013, regardless of date of injury. AWCB-2B is required to be filed for concurrent
employers, as well as the employer of injury.

e Any benefit checked as "yes" in the "provided" column must also be checked "yes" or "no"
in the "continues" column and have a dollar amount in the "weekly cost" column, or a
percentage in the case of a 401(k).

e Benefits calculated based on AWW including lost fringe benefits are subjectto a
maximum rate of 2/3 the SAWW at the time of injury. If benefits based on AWW without
lost fringes are higher, pay the higher amount.

e Perchange effective 9/1/18 to Rule 1.5.1.A.3, inclusion of 401(k), 403(b) and equivalent
plans ends when the employee returns to work.



STATE OF MAINE
WORKERS' COMPENSATION BOARD
17 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027

1. FEVISION DATE: T WCE FILE NUMEER
— L MEMORANDUM OF PAYMENT RECURED
MM DD YTYY
ENMPLOYEE
3. EMPLOYEE LAST NAME: 4. FIRET HAME: TR £. BOCIAL EECURITY NUMEER (ast 4 dgits):
00X -

7. ETRESTI.C. B0 MALING ADDREES: E o 5. ETATE | 10.3F 1. FONE PHOME RUMEER:
12. DATE OF INJURT: 13. BPECIFIC INJURY OR ILLNESE: 12, BODY PART(S) AFFECTEL.

i

T Bl
EMPLOYERNMNSURER
15, MBLURER FILE NUMBER: 1E. EMFLOYER NAME: T7. EMPLL'YER MAILMG ADDRESS AND FHONE MUMBER:
5. NEUFER HAME. 15 NEURER AILING AODREES AND PHONE NUWEER.
NOTICE TO EMPLOYEE

2. YOUR BEMPLOYER/MEURER |3 REQUIRED TO FILE THIS FORM UPON MAKING THE FIRET PAYMENT OF COMPENEATION FOR INCAPACITY. PAYMENT IE MADE FOR
THE FOLLOWING REASOR:

O ¥OUR CLAIM IS ACCEFTED:

O  THIS I8 AVOLUNTARY PAYMENT (PAYMENT WITHOUT FREJUDICE)

O  THIS 15 A MANDATORY FAYMENT FURSLIANT TO ALLE 1.1 AND §205(7) AMOUNT FAID 5

FAYMENT FROM (DATE CLAR BADE) _.le FAYMENT THROUGH [DATE NOTICE OF CONTROVERSY FILED AND BENEFTTS PAID) 'ITI
L) M

TETT
21. FAYMIENT TYFE: 3. FIRST DAY OF COMPENSABILITY 3. DATE OF INCAPACITY: 24. DATE CHECK MALED:
AFTER WAITHG PERIOD WAS MET:
O WEESLY COMPEMSATION p .
O sPEcifCLOSE WEE=S Wi 0D Y
[ N DATE ENFLOYER NOTIFED OF INGAPACITY:
E BALARY COMTINUATION TR )
OTHER (EXPLAINE p . WM 0D TrrT
WM DO YYYY
25 AVERASE WEEKLY WASE: 5. EENEFIT TYFE: I7. MET CHECE AMOCUNT (AFTER OFFEETSL
O TOTAL INCAPACITY (§212) O rFxeDs
3 O PARTIAL MCARACITY (§213) THIS AMCUNT S EQUAL TO THE EMPLOYEE'S WESKLY COMPENSATION
O rFaTa (§215535E [14) F1 FRATE MINUE OFFSETE REFORTED IN BO0E 2TA
O varvms
2TA. NET CHECK AMDUNT REDUCED FOR (DFFSETSL
O AFFCRTICKMENT (5353) 3 O sociAL SSCURITY RETIREMENT HEZ1{IHAN 1) 5
O DEsABILTY INSURANCE [§52293HANTHIN 5 O THED FARTY LABILITY (§107) 5
O EsssmGS FROM SAME EMFLOYER 5 O UNEMFLOYMENT COMPENEATICN [§220) 5
O EWPLOYER FUMDED PEMSION [§ 221{30AN5I) 5 O WASE CONTINUATION FLAN [§221[34AN2Y 5
O PaiD TIME OFF (5522830ANT)) 5 O omHes: 5
ITEL IF THIS IS AN APPORTIONMENT CLAIM, FLEASE COMFLETE THE FOLLOWING:
OTHER DATE(S) OF BUURY BVOLVED:
CTHER INSURERSS) INVOLVED:
TERMS OF THE APPORTICHMENT:
28, COMMENTE:
AZEIITANCE IS AVAILAELE AT THE MAINE WORFERE' COMPEN FATION BDOARD'S REMONAL DFFICES:
ALGUATA BAMGOR CARIEOU LEWIETON PORTLAND
442 CVIC CTR. DRIVE, STE 235 395 GRIFFM RD, 5TE 405 ONE VALKGHN FL 35 MOLLESON WY 55 NORTHPORT DR, 5TE 2
155 STATE HIOUEE ETATION BANGOR, ME 43 HATCH DR, ETE 110 LEWIETON, ME FORTLAMND, ME
AUGUSTA, ME 143340155 44015538 CAREBOL, ME D4T36 D4240-TTTT D103
(207) 287-2308 {207) 341-8550 {207 4BE-E428 [207) 7537700 [207) B22-D880
1-B00-400-5854 1-E0-A00-EE55 1-B00-400-5855 +B00-400-5857 1-B00-400-E858
6. PREFARER'E FULL NAME (REGUIRED) 3 TELEPHONE MUMBER (REQUIRED) 31. DATE DENT T WCE:
TOLL-FREE MUMBER: '
E-MAL ADDREES (REQUIRED]: MM OO Y

The Eiaie of Maine provides equal opporfunity in empioyment and programs. Aundliary slds and serdoes are avallabie o individuals with disabllBes upon request.  For assisinoe with
s form, confact e ADA Coordinator at the baine ‘Workers® Compensation Boand. Telephone: 1-888-801-3087 or TTY Maine Relay T11.
WCE-3 (effecive 42025
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Memorandum of Payment - WCB-3

DUE DATE - Within 14 days of notice/knowledge of incapacity or 6 days from Box 22 of MOP
(broken period).

Box 20- Reason for payment - Be careful about checking 20A! This creates a "compensation
scheme" (payment with prejudice), meaning that unless the employee returns to work you
cannot reduce or discontinue benefits without an order from the Board.

Box 21-Type of payment

o If“specific loss” is checked, enter the number of weeks payable.

e If“other”is checked, describe the type of payment, e.g. Permanent Impairment (pre-
1993).

Box 22 - First day of compensability

e The date that the employee was incapacitated beyond the waiting period and/or was
entitled to indemnity benefits (sometimes referred to as "day 8").

e Complete if current incapacity is subject to 7 day waiting period or employee is a
firefighter. Need not be completed for subsequent periods of incapacity from the same
injury.

e Forsalary continuation, complete as if the employee has lost the wage thatis being
continued during the time absent, or when the hours missed equals hours in a regular
work week.

e For partial incapacity, waiting period may be determined by lost wages (AWW method) or
lost benefits (WCR method). Other methods may be acceptable.

Box 23

Date of Incapacity - Initial date disability began as reported on the FROI.

Date Employer Notified of Incapacity - Date employer notified of the incapacity, not the injury.
Can not pre-date the date of incapacity above and should match what was reported on the FROI.

Box 24 - Date check mailed - Date check is mailed, not processed. For salary continuation,
date payroll check is mailed/delivered/direct deposited.

Box 27
e Checkthe FIXED box if the employee will be paid at a fixed rate (total or partial).
e Iffixed rate is selected, enter the dollar amount of the current compensation rate (or the
applicable maximum) after offsets.

11



For cases involving salary continuation, enter the compensation rate that would
otherwise be paid (or the applicable maximum) after offsets.
Check the PARTIAL box if the employee will be paid at varying rates.

General

Must be closed with a discontinuance via a WCB-4D, a WCB-4A, or a WCB-8.

If a provisional MOP was filed initially and the actual rate is greater than the provisional
rate, an amended MOP (WCB-3) must be filed to establish the correct average weekly
wage and weekly compensation rate (no MOD required).

Effective 9/1/18- If a provisional MOP was filed initially and the actual rate is less than the
provisional rate, the AWW may be adjusted by filing a MOD ONCE within 90 days from
initial lost time payment to correct an error or miscalculation. If itis beyond 90 days, a
(21-Day) Certificate of Discontinuance or Reduction of Compensation (WCB-8) must be
filed to establish the correct AWW and WCR, and the higher rate paid for the 21 days.

If the maximum rate is used, enter employee's own rate in the comment section (Box 28).

12



STATE OF MAINE
WOREERS" COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0017

1. REVIZION DATE: 1. WCH FLE H.H.EEH.
S - DISCONTINUANCE OF COMPENSATION | ™
_ EMPLOYEE -
3. EMPLOYEE LAST NAME: 4, FIRET HAME: 5. ML 6. BOCIAL BECURITY MUMBER ilast 4 digiisT
JOOCXX-
T. ETREETF.C. BOK MAILING ADDRESE: B8.CImY: 5. ETATE: | 90.ZIF: 11. HOME FHONE MUMBER:

13 SPECIFIC INAURY OR ILLMEEE: 4. BODY FARTCE) AFFECTED:

15. INEURER FILE NUMBER: 16. EMPLOYER NAME: 17. EMPLOYER MAILING ADDRESS ANMD FHONE NUMBER:

18 INEURER NAME: TLNEURER MAILING ADDRESE AND PHOME NUMBER:

NOTICE TO EMPLOYEE

20, YOUR BENEFITS ARE BEING DISCONTINUED FOR THE REASON MARKED BELOW. IF YOU DISAGREE OR HAVE QUESTIONS, PLEASE
CONACT THE BOARD AT ONE OF THE REGIONAL OFFICES LISTED BELOW.

] RETURMED TO WORK FOR SAME EMPLOYER REGULAR ! FULL DUTY
MEDICAL RELEASE [RULES CH. 8, §11(2))

[] RETURNED TOWORK FOR SAME EMPLOYER EARNING AT
1 ABOVE AVERAGE WEEKLY WAGE (5205(0)(A))

O Lume SUM SETTLEMENT

OTHER
O [ExpLamy;

] AGREEMENT OF THE PARTIES f BOARD DECIZION [RULES, CH. B 512)

U WoG FILED WITHIN 45 DAYS PURSUANT TO (§2052)))

21. PERIOD OF INCAPACITY: 22, NET WEEKLY CHECK AMOUNT FROM
MEMORANDUM OF PAYMENT OR MOST RECENT
MODIFICATION:

FROM (DATE); THROUGH (DATE):

[} I I I *
M 0D Y'Yy L oo YTy

23. TOTAL WEEKLY COMPENSATION PAID FOR THE PERIOD OF INCAPACITY IN BOX 21: 24, DATE THE FINAL PAYMENT WAS MAILED:

MM Do Yy

25, COMMENTS:
ASSISTANCE 15 AVAILABLE AT THE MAINE WORKERS" COMPENSATION BOARDS REGIOMAL OFFICES:
AUGUETA BARDOR CAREDOU LEWIETON PORTLAND

482 ChIC CTR DR, 5TE 125 356 GRIFFIN RD, ETE 105 ONE VALSHN PL 35 MOLLEBON 'WAY 56 NORTHPORT DR, ETE 3
156 ETATE HOUSE STATION BANGOR, ME 43 HATCH DR, STE 110 LEMZETON, ME FORTLAND, ME
ALUGUSTA, ME 043331156 D201-5632 CARIEBDU, ME 04736 DD TITT 003

(207) 287-2308 {207} S24-4550 (207) 458-6428 @07} 7537700 {207 B22-0840

+800-400-5854 1-800-400-5856 +B00-400-5855 1-BO0-200-685T 1-800-200-5858

5. PREPARER'E FULL NAME (REQAUNRED

E-MAIL ADDRESE (REQUIREDL:

7. TELEPHONE NUMEER (REGUIRED):

TOLL-FREE NURBER:

25 OATE EENT TOr WCED

[ S
MM DD YYY

The Siate of Maine provides squal opportunity In employment and progams. fudlary alds and senvices ae avalable o indivicuals wih disabllies wpon equest. For
msistsnce with this fem, comac the ADA Coomdinsior af e Maine Workers' Compensaion Boam. Teiephone: 1-228-201-2087 or TTY Main= Relay 711,

WCB-AD (effeciive D4/0H.2025)
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Discontinuance of Compensation - WCB-4D

DUE DATE - Within 14 days after benefits are discontinued under 8205(9)(A) (return to work or an
increase in pay with the employer of injury) or §205(9)(B)(2) (order or award of compensation).

Box 21 - Period of incapacity
e "From" date should be the same as Box 23a of the MOP.
e "Through" date should be up to and including the last day paid.
e Only one period of incapacity should be entered per form.

Box 22 — Net Weekly Check Amount - Should be the same as MOP Box 27 or MOD Box 24.

Box 23 - Amount paid - Total amount paid for this period of incapacity. Do not reduce by any

recoveries, and do not include any interest or penalties.

Box 24 - Date final payment mailed - Date last benefit payment was mailed, not processed.

General - There must be an actual return to work with the employer of injury to discontinue with
a WCB-4D. See change to Rule Chapter 8 Section11(2)(C) regarding what is considered a return
to work effective 9/1/18.

14



ETATE OF MAINE
WOEBREEERS' COMPENSATION BOARD
17 5TATE HOUSE STATION, AUGUSTA, MATNE 043330027

1. REVISION DATE: Z WCH FILE NUREER
. - [REGUIRED
e MODIFICATION OF COMPENSATION
EMPLOYEE
3 EMPLOVEE LAST NAME: & FIRET NAME: 5 M & SOCIAL SECURITY NUMBER (st £ dgisl
XHE-EE-

7. STREETIP.O. BN MAILING ADDRESE: EX= & ETATE: | 1oL 2F 1. HOME FHONE NUMEER:
12 DATE OF ILIURY: 13 BPECIFIC ILLRY OR ILLNESS: 14. BODY PARTIS) AFFECTED:

—

MM DD YYYY

EMPLOYERMNSURER
15, INSURER FILE NUMEER: 15. EMPLOYER NAME: 17. EMPLOYER MAILING ADCRESS AND PHOME NUMBER:
12 INSURER NAME: 12IRSURER MAILING ADDREES AND PHONE NUMEER:
NOTICE TO EMPLOYEE

20 YOUR EMPLOYERMNEURER IS REQUIRED TO FILE THIS FORM UPDON THE MODIFICATION OF YOUR WEEKLY COMPENSATION PAYMENTS.
TOUR WEEKLY COMPENSATION PAYMENTS HAVE BEEM MODIFIED FOR THE FOLLOWING REASOMNISE

O ACREEMEMT OF THE PARTESBOARD DECIEION (RLLES CTHE 1 & O INCREASED EARMNGE WITH SAME EMPLOYER [XHSUEAT H
O ADJUSTED WGSEMRATE (RULES CH.0, §HXICT |} O max RATE MCRESZE [§2311) H
O APPORTIOMMENT 0§354] |} O PAD TIREE OFF (X1 IEAR H
O CHAKNGE N PAYMENT TYPE ] O R WITH SAWE EMPLOYER, MODAED DUTY (E2050 KA1 H
O COelT OF LviNG ADJUSTMENT 5 O SOCiAL BECURITY RETIREMENT (E221(3xAK H
O DECREASED EARNINGS WITH SAME ENPLOYER [S20500KA] [ O THRD PARTY LABILITY %087 %
O DNSABLITY INSURAMGE M Saia-) [ O UKENPLOYMENT COMPERSATION (S %
O EWMFLOYER FUMDED PENSION (5221 [AAXE]) [ O SWAGE SONTIRLATION PLAN [EXRCIAKED %
O FRINGE BEKEFITE {§10343H]| % O GTHER [EXPLAIN} H
I1. PAYMENT TYPE: I BEMEAT THPE

O WEEELY COMPEMSATION O TOTAL E2EH

0 SPECIRG LOSS WEEKSE O PARTIAL 31

O ShLARY CONTINUATION O FATAL [E1SS35514F]|

O OTHER {ExXPLAINE

0. LD WEEHKLY CHECK AMCUNT: 24. NEW WEEKLY CHECH AMCUNT: I5. EFFECTIVE DATE OF MCDIFICATION:
O rxeps O rxeps

O  wasvria O vesvmes [T ; Do J'|l"|"|"|r

= COMMERNTE

ASSPSTANCE |15 AVAILABLE AT THE MAINE WORKERS COMPENSATION BOARD'S REGIONAL OFFICES:

ALFGUETA BANGOR CARIBOU LEWIETON FORTLAND
442 CNIC CTR DR, ETE 2325 356 GRIFFIN RO, ETE 105 ONE VALNGHM FLL 36 MOLLIBON WAY 56 NORTHFORT DR, ETE 21
155 STATE HOUSE STATION BANGOR, ME 431 HATCH DR, ETE 110 LEWISETON, ME PORTLAND, ME
ALWGUETA, ME 43330156 2a01-563= CARIBOU, ME D4735 O4240-T777 fi-gluc]
07 ZE7-2308 (207 ) 521-3550 {307) £55-5438 (Z07) T=3-7T700 {307) HE2-0540
ETO-ANTHESSA 1-800-400-6856 1-S00HAN0HRESS 1-S00H400-RE5E
I7. PREPARER'E FULL NAME [REGUIRED T 8. TELEFHOME NUMBER (REQUIRED]: 29 DATE EENT TO WCEC
. - [ S
E-MALL ADDRESS (REQUIRED]: TOLL-FREE NUMBER: TR

The Eiali= of Malme provides squal opporfunity In smployment amd prograes. Asvillary alds. and senvices are avallable o indivicusls with dsablifes upon request. For
axsisiance with tis form, contact e ADA Coordinator at the ksine Workers” Compensation Board, Telepfone: 1-888-801-3087 or TTY Maine Retay 711.
WWCE-I (emetive AO12025)



Modification of Compensation - WCB-4M

DUE DATE -Within 14 days after benefits are modified under §205(9)(A) (return to work or an
increase in pay with the employer of injury) or 8205(9)(B)(2) (order or award of compensation).

Box 23 - Old weekly check amount - Rate prior to modification. This should match the new rate
on the previously filed modification. If varying, enter "varying."

Box 24 - New weekly check amount - Rate following modification. If varying, enter "varying."

Box 25 - Effective date - Date modification became effective, not the date the check was issued.

General
e A modification must be filed when the benefit is modified due to a max rate increase.
e Wage continuation plan is not salary continuation.
e Discuss other problem areas in Box 20, especially new items like change in payment type.

16



STATE OF MAINE
WORKERS' COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027

1. REWISION DATE: 1. WCE FILE NUMBER
" - CONSENT BETWEEN EMPLOYER AND EMPLOYEE | #imoen:
EMPLOYEE
3. EMFLOYEE LAST NAME: 4. FIRST MAME: ML 5. BOCIAL SECURITY NURIBER (st 4 dgisr
FOR-NK
7. STREETIF.O. BOX MAILING ADDRESS: B CITY: SUETATE: | 10 23F: 11. HOME PHOME NUMBER:
[ 1

12. DATE OF INJURY: 13. BPECIFIC INJURY OR! ILLNEEE: 14. BODY PARTE (E) AFFECTED:
_
MM DD YYYY

EMPLOYERMNSURER
15. INEURER FILE NUMBER: 6. EMPLOYER NAME: 7. EMFLOYER MAILING ADDREES AND PHONE NUMEER:
18. INBURER MAME: 5. NSURER MAILING ADDREES AND PHONE NUMBER-
0. TERMS OF CONEENT:
A DATE OF INCARACITY: B AVERAGE WEEKLY WAGE- Z0C. CURRENT WEEKLY D DOES EMFLOYEE WORK FOR
CORPENSATION RATE: AMOTHER EMPLOYER? IF YE3, GIVE
TOTAL[] PARTIAL[] MARIE[S]

yes[] W]

I0E. NEW COMPENEATION RATE: 2F. EFFECTIVE DATE OF 20G. EFFECTIVE DATE OF 0. AMCUNT PAID:
REDUCTHIOR: DISCONTINUANCE:

NOTICE TO EMPLOYEE (Please read and initial)

Ii. BEFOREYOU SIGN THIS FORM, YOU BHALL CALL THE WORKERE' COMPENEATION BOARD'S OFFICEE TO FIND OUT WHAT RIGHTS YOU HAVE IF 0L iGN
THIE FORM. A LIET OF THE BOARD'E REGIDNAL OFFICES |E BHOWN AT THE BOTTOM OF THIE FAGE.

EMPLOYEE IMITLALE:

NOTICE TO EMPLOYER
THIE FORM SHALL NOT BE USED FOR CASES WHEN AM OROER, AWARD OF COMFENSATION OR A COMPENEATION ECHEME WWE ENTERED UNDER SECTION 205
[SHBNE).

CONSENT
Z2. WE AGREE TO THE TERMS LISTED N BOX 20 ABOVE. WE UNDERETAND THAT THIS IS ROT AFINAL SETTLEMENT. SIGNING THES CONEENT FORM CREATES
APAYMENT WITHOUT PREJUDICE, DOES NOT CREATE A PAYMENT SCHEME, AND DOEE MOT PREVENT EITHER PARTY FROM REQFENING THE CLAIM
WITHIN CERTAIN TIME LIMITS. THIS FORM MUEET BE SIGNED BY THE EMPLOYEE, EMPLOYEE'E ATTORNEY OR WORKER AINVDCATE IF ANY, AND THE
EMPLOYERINSURER OR EY A DULY AUTHORIZED REPRESENTATIVE.

ENPLOYEE SICHATURE OATE
ENPLOYEE B AUTHORIEED REFRESENTATIVE SIGMATURE |F APPLCABLE) DATE
ENPLOYERAKELRER OR ALTHORIEED REMRESENTATIVE SIGHATURE D&ATE

ASSISTANCE |5 AVAILABLE AT THE MAINE WORKERS" COMPENSATION BOARD'S REGIONAL OFFICES

ALMGUBTA BANGOR CARIBOU LEWIZTON PORTLAND
I CNVIC CTR DR, 3TE 225 396 GRIFFIN RD, ETE1DS OME VALIGHN PL 35 MOLLISON WAY & NORTHPORT DR, 5TE 2H
156 ETATE HOUSE ETATION BANGOR, ME 43 HATCH DR, 8TE 110 LEWEETON, ME PORTLAND, ME
AUSUETA, ME H333-0155 (207) 287- Des01-5632 CARIBOU, ME D438 DA220-7TTT 403
238 {207} 341-4550 (207) 4585428 (207} TE3-7700 (207) 5320240
1-BO0HE00-6854 1-800-200-6855 A-800-400-5855 -800-400-6857 i-s00-400-5858
[ 23 PREPARER RANE ARD TITLE (TTPE CF PRART ] T4 TELEPRGRE RUMEER T8 DATE NAILED:

The State of Maine provides equal opporfunity In empioyment and prgrams. Awdiiany alds and senices are availavie io Individuals with disabilties
upon request, For assistance with this fom, contact the ADA Coordingtor at the Malne Workers” Compansation Board. Telephone: 1-885-501-8087
of TTY Maine Rielay 711,

WCE-4A (eff. 9120, rev. 1204/2023)
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Consent Between Employer and Employee - WCB-4A

DUE DATE - No specific due date for the form itself, but payment is due within 10 calendar days

after being signed by all parties.

General

May be used when the parties have agreed to a voluntary payment of a retroactive closed-
end period of incapacity, or a modification, reduction or discontinuance in ongoing
weekly incapacity benefits.

Shall not be used to reduce or discontinue benefits on a date subsequent to the date
signed.

Best practice - don't sign until the employee signs and returns.

The parties may agree to the pre-injury average weekly wage or may agree to pay benefits
based upon a provisional wage and reserve the issue of the pre-injury average weekly
wage for later determination by the Board. In either event, the form shall also indicate
whether the employee is receiving 100% of the benefits at issue for the desighated period,
if the employee is receiving less than 100% of the benefits at issue for the designated
period, the form shall indicate the percentage of benefits that the employee is receiving.
All wage forms are still required to be filed.

Upon request by any of the parties, the Consent Between Employer and Employee, WCB-
4A, shall be reviewed within 14 calendar days by an agent at the Board's regional offices in
order to answer any relevant questions prior to the employer and employee signing this
form.

Shall not be used when an order or award is entered under 205(9)(8)(2).

Signing the WCB-4A does not by itself create a compensation scheme.

18



STATE OF MAINE
WORKERS' COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027

T REVEIoN DATE CERTIFICATE OF DISCONTINUANCE OR REDUCTION OF  [27es Frewinesn
.| COMPENSATION PURSUANT TO 39-A M.R.S.A. 205(9)(B){1)
MM DO YYYY
EMPLOYEE
3. EMPLOYEE LAST NAME: 4 FIRET HAME- o. ML B. BOCIAL SECURITY NUMBER (st 4 digits]:
O -
e T = e T - K TR

1Z DATE OF IRLIURY: 13, SPECIFIC INJURY OR ILLNESS: L. BOOY FARTS (3) AFFECTELD:

S N S

MM DD Y

EMPLOYERMINSURER

15, INSURER FILE NURBER- 16. EMFLOYER NAME: 17. EMPLCYER MAILING ADDRESS AND PHOME HURBER:
15, INSURER MAME: 15NSURER MAILING ADDREES AND PHONE MUMBER:

NOTICE TO EMPLOYEE

YOUR WEEKLY COMPENSATION BENEFITSE WILL BE DISCONTINUED OR REDUCED 21 DAYS FROM THE DATE THIS CERTIFICATE WAS MAILED
BASED ON THE ATTACHED INFORMATION. IF YOU DISAGREE WITH THIS ACTION, ¥OU MAY FILE A PETITION FOR REVIEW AND REQUEST
REINSTATEMENT OF YOUR BENEFITS PEMDING HEARING, UNDER 35-A M.R.5.A. §205(3)C). YOUR PETITION AND REQUEST [ON FORM WCB-121)
MILIST BE MAILED TD THE WORKERS COMPENSATION BOARD ADDRESS ABOVE.

2. REASON FOR DISCONTINUANCE OR REDUCTION (MUST ATTACH SUPPORTING DOCUMENTATION )

DISCONTINUANCE
Z1. PERICD OF INCAPACITY. 22 WEEKLY COMPENSATION 23, COMPENSATION 24, COMPEMNSATION TO BE PAID
RATE: PAID TO DATE OF FOR 21 DAY PERIOD:
FROM [DATE] CERTIFICATE:
THROUGEH (DAY BEFORE EFFECTIVE DATE OF
DISCONTINUAMNCE]
REDUCTION
25, QLD COMPENSATION RATE: 5. HEW COMPENSATION RATE: Z7. EFFECTIVE DATE OF REDUCTION:
ASSISTANCE IS AVAILABLE AT THE MAINE WORKERS' COMPENSATION BOARD™S REGIOMAL OFFCES
AUGLUETA EARDOR CARIEDU LEWIZTON PORTLAND
442 CIIC CTR DR, ETE22E I%8 GRIFFINRD, 3TE 105 OHE VALGHH PL 35 MOLLIEEON WAY 56 HORTHFORT DR, ETE 21
156 ETATE HOURSE ETATION BANGIR, ME 43 HATCH DR, ETE 110 LEWIETON, ME PORTLAND, ME
ALPSUSTA, ME 043330156 D4401-5538 CARBOU, MIE 4735 D280-7777 4103
(207 28T-Z308 (207} 5414550 {207} 458-6428 {207} TE3-T700 (207} EE2-0540
A-E00-400-5854 -800-400-5856 1-800-400-5855 1-800-400-5857 1-E00-400-6258
Z8. TYPE OR PRINT PREPARER MAME (REQUIRED| 25, TELEPHONE NUMBER [REQLNRED) 3. DATE MAILED [MUST
MATCH POSTMARK]
E-MAIL ADDRESS (REQUIRED] TOLL-FREE NUMBER:

! !
MM DD Yy

mmmmmmmlwwnmwmm Auiary aids and Eervices are avalabie to Individuals with dsabillies
upan For assistance with this form, contact the ADA. Coominaior at the Maine Workers' Compensation Board. Telephone: 1-888-801-9047 or
TTY Maine Relay T11.

WCE-B Effective 0401/2025
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(21 DAY) CERTIFICATE OF DISCONTINUANCE OR REDUCTION OF COMPENSATION - WCB-8
Use if benefits are discontinued or reduced for any reason other than those which allow the filing

of a WCB-4D unless indemnity is being paid pursuant to an order or award, or compensation
scheme.

DUE DATE - File by certified mail no later than 21 days prior to the effective date of the
discontinuance or modification.

Box 20 - Reason for discontinuance - Enter reason and attach supporting documentation.

Box 21 - Period of incapacity
e "From" date should be the same as Box 23 of the MOP.
e "Through" date is the day before the effective date of discontinuance (no earlier than 21
days from Box 30).
e Only one period of incapacity should be entered per form.

Box 22- WCR - If more than one rate was used, enter last rate used.

Box 23- Compensation paid - Total amount paid or due to the date the form is mailed for the

current period of incapacity. This should be a dollar amount. Do not reduce by any recoveries.
For salary continuation, do not include amounts paid by the employer.

Box 24 - Compensation paid for the 21 day period - Total amount anticipated to be paid for the
21 day notice period. This should be a dollar amount. Note Boxes 23 and 24 should equal the
total weekly compensation paid for the period listed in Box 21.

Box 25 - Old compensation rate - Rate prior to modification. If varying, enter "varying."

Box 26 - New compensation rate - Rate following modification. If varying, enter "varying."

Box 27 - Effective date of reduction - Date payment for incapacity will be reduced (no earlier
than 21 days from Box 30).

General
e Send certified mail to WCB and employee on date of mailing shown in Box 30.
e Be sure to get post-marked receipts from the post office upon mailing.
e Do not count the day form is mailed in calculating the 21 days. For example, if mailed
May 5 (Box 30), add 21 days and use effective date of May 26 in Box 21 or 27.
e Acover letter should accompany the WCB-8 which includes both certified mail numbers.

e Use form 231-A to take an offset for earnings with a different employer.
20



STATE OF MAINE
WORKERS' COMPENSATION BOARD
27 STATE HOUSE STATION, AUGUSTA, MAINE 043320027

T R NOTICE OF CONTROVERSY 2 WGE FLE NS
T THIS IS A DENIAL OF YOUR BENEFITS
e EMPLOYEE -
2. ENFLOYEE LAST NAME: 4. FIRET MAME: 5. NI E. BOCIAL SECURITY NUKMEER (st 4 digik=s):
SO0
7- STREETIF.O. BN MAILING ADDREES: B CITY: 5. ETATE: . AF: 11. HOME PHOME NUMEER:
1Z OATE OF IRLILIRY: 12, SPECIFIC INJURY OR ILLNESS: 4. BOOY PARTS [8) AFFECTED:
—_
MM DD YYYY

EMPLOYERMNEURER
15, INSURER FILE MUMBER: 1E. EMFLOYER NAME: 17. EMPLOYER MAILING ADDREES AND PHOME MUMBER:
18, INSURER NAME: 12.INSURER MAILING ADDRESS AND PHONE NUMEER:
=1 NOTICE TO EMPLOYEE

TOUR EMFLOYER/INEURER B DENYING YOUR WORNERS' COMPENIATION CLAIM OR PART OF IT. THE REABDN FOR THE DEMIAL 12 CHECKED BELOW.
k I YOU DISAGREE WITH THIS DENIAL, CONTACT A CLAIME REEOLUTION EFECIALIST AT THE NEAREST REGIONAL OFFICE LESTED BELOW.

ia ral:
FULL DEMIAL REASON PARTIAL DEMIAL REASON

22a.
DATE OF INITIAL INCAFPACITY I J

CURRENT DATE OF INCAPACITY I [

FULL DENIAL EFFECTIVE DATE P DATE EMPLOYER NOTIFED C
FNOTE: Reasons identied In boxas 213 or 241b wil not preclude 3 party from raising addtional

Ieses at a kater date.

b3 COMMENTS:

[+ AN EMPLOYER OR INSURER THAT FAILS TO FILE A MOTICE OF CONTROVERSY IN A TIMELT FASHION A5 REQUIRED BY THE WORKERS'
COMPENZATION ACT AND RULES ADCPTED BY THE BOARD MAY BE DBLIGATED TO PAY BENEFITS/PENALTIES. QUESTIONS PERTAINING TD THIS
[DELIGATION MAY BE NRECTED TD A CLAIMS RESOLUTION SPECIALIST AT ONE OF THE REGIDNAL OFFICES LISTED BELOW.

AZSISTANCE |5 AVAILABLE AT THE MAINE WORKERS COMPENSATION BOARD'S REGMNAL OFFICES

ALGUTTA BARGOR CARIBOU LEWIETON PORTLAND
442 ChIC CTR DR, 5TE 225 3596 GRIFFIN RD, 5TE 105 OME WAUGHN PL 36 MOLLISON WAY 5B NORTHPORT DR, STE 201
156 ETATE HOUEE STATION BANGOR, ME 43 HATCH DR, 8TE 110 LEWIETON, ME PORTLAND, ME
ALGLETA, ME 043330156 D2201-563E8 CARIEDU, ME 4736 D4240-7777 D310z
(207} 287-2308 (207 ) 541-4550 (207 458-5428 (207 TE3-TT00 (2107 B22-0820
1-80-300-68 54 1-80-100-6856 1-800-400-E855 -S04 005557 1-E00-400-5858
5. PREPARER MAME [REGUIRED 26 TELEPHONE NUMEER (REQUIRED T - DATE MALED:

[E-MAIL ADORESSE (REQUIREDT [TOLL-FREE NUMBER: i I

The State of Malne provides equal ooportunity In employment and programs. Awdiary aids and senices are avalable o Indhidusis with dsabiifes upon
request For asslstance with this form, contact the ADA Coomdinator at the Maine Workers' Compensation Boamd. Telephone: 1-B56-801-8067 or TTY Maine
Relay 711. WCB-D [efactve 0/1/2020, revisan 1214/2023)
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Notice of Controversy - WCB-9

DUE DATE - File electronically within 14 days of notice/knowledge of a claim for incapacity or
death benefits. For denial of medical benefits only, file within 30 days of notice/knowledge of
claim for medical benefits.

Box 21a - Full denial reason - Code 1 through 5 (see Forms Manual). Also enter denial effective
date.

Box 21b - Partial denial reason - Code A through G (see Forms Manual).

Box 22a
e Date of initial incapacity - first day qualifying as a day of disability.
e Current date of incapacity - first qualifying day of disability in the current period of
disability being denied. If the same as above, leave blank.

Box 22b - Date Employer Notified —is for the current date of incapacity.

Box 23 - Comments - Use for additional information, explanations, or clarifications. If disability

has been intermittent or sporadic, it should be noted here.

General

e NOC revisions cannot be filed electronically. Must be filed via email, fax, mail or in-hand
delivery.

e Original NOCs must be via EDI, paper filings will be discarded, and notice of this action
may not be given.

e A NOC cannot change the injury code type for the claim. To do this, a FROI-02 must be
filed via EDI.

e AWCB-2 and WCB-2B must be filed within 30 days of employer notice or knowledge (Box
22b).

e IfaNOC s filed on a medical only claim and it later becomes a lost time claim, a new
NOC must be filed to dispute indemnity.

e Ifalosttime NOC isfiled, it can NOT be revised to medical only, even if there is no lost
time. The WCB-2 and WCB-2B must be filed.

e [ffiled late, benefits must be paid, with credit for earnings and other statutory offsets,
from the date the claim was made through the date the NOC is filed (and accepted), and
payment made. A mandatory MOP must be filed.

e The copyto the employee must be materially the same as the one filed EDI with the Board
(pdf file now being sent with the AKC report).

22



STATE OF MAINE
WORKERS' COMPENSATION BOARD
2T STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027

1. REVISION DATE: Z. WCE FILE NUMBER
Knowm
I ; STATEMENT OF COMPENSATION PAID ™ ¥
TMM DO YrrT
EMPLOYEE
I EMFLOYEE LAST NAME:- 4. FIRET NAME: 5. M- B. 2OCIAL SECURITY NUMEBER (last 4 digits]:
HOHE- M-

7. STREETIP.O. BIX MAILING ADDREES: B CImY: 9. BETATE: . AR 11. HOME PHORE NUMEER:
1Z DATE OF INJURY: 13, SFECIFIC IKRJURY OR ILLNESS: . BODY FARTS (3) AFFECTELD:

S S S

[FIE] OO Y9y

EMPLOYEFINSURER,
15 INSURER FILE NURBER- 16 EMFLOYER NAME: 17. EMPLOYER MAILING ADDRESS AND PHONE NULBER:
15, INSURER MAME: 19 NSURER BAILING ADDREES AND FHOME MUMBER:
(1. REASOMN FOR REPORT:
] INTERIM REPORT [ONGOING FAYMENTS OF ANY KIND) (] FiNAL REPORT (MO FURTHER PAYMENTS ANTICIPATED)
PAYMENT SUMMARY

H.LUST CUMULATIVE TOTALS (D0 NOT INCLUDE PENALTY AMOUNTS):

DEATH BENEFITIFUNERAL EXPENSE

MEDICAL TREATMENT 5 (NOTTo Exc=ED 57,000 3
WEEKLY COMPEMSATION 5 EMPLOYEE RELATED LEGAL EXPENSE 5
PERMANENT IMPAIRMENT 3 EMPLOYER RELATED LEGAL EXPENSE 3
[FrE 1993 oMLY)
EMPLOYMENT REHABILITATION 3 INTEREST AND OTHER PAYMENTS 3
LUMP 5UM SETTLEMENT 5
TOTAL AMOUNT PAID
[k NOT REDUCE THEEE TOTALE BY THE AMOLUBT OF ANY 5
RECOWERIES, INCLUDING DEDUCTIELES. )
COMMENTS:

ASSISTANCE IS AVAILABLE AT THE MAINE WORKERS COMPENSATION BOARD'S REGIDNAL OFFICES:

AUGUITA BANGDR CAREOU LEWIZTON PORTLAND
442 CIVIC CTR. DRIVE, STE 225 3956 GRIFFM RD, STE 05 OME VAILWGHN PL 36 MOLLIBON WAY 55 NORTHPORT DR, STE 2M
155 ETATE HOUSE STATION BANGOR, ME 43 HATCH DR, STE 110 LEWESTON, ME PORTLAND, ME
ALIGUSTA, ME 04333156 d40-5538 CARIBOL, ME 04736 Da2L0-TT7T 04403
(207} 287-2308 {207) 341-4550 (207} 458-5428 (207} 753-77I0 (207} B22-0840
HED0-400-5854 1-Ei00HE00HEESE HB00-400-E855 HI0-00-5857 HE00-400-5858
2. PREPARER"S FULL NAME (REQINRED] 23. TELEPFHONE NUMEER [REGQUIRED) 24, DATE SENT TO WCE:
E-MAIL ADDRESS [REQUIRED] TOLL-FREE HUMBER: ! !

MM DD YYTY

The State of Maine provides equal opportunity In empioyment and programs. Auxilary alds and senices ane avallabie to INAvidusis with disabilties upon
For assistance with this form, contact the ADA Coorfinator at e Maine Workers' Compensation Boand. Telephone: 1-865-801-8087 or TTY Maine Resay 711,
WCE-11A EMfective D401/2025



Statement of Compensation Paid - WCB-11

DUE DATE -

Initial report due within 195 days of date of injury.

Annual - within 15 days of each anniversary date of the injury if payments of any type were
made since the previous SOC.

Final - no further payments are anticipated.

Not required if no indemnity benefits were ever paid.

Not required if all indemnity paid was salary continuation.

Box 20 - Reason for report - Indicate interim (ongoing payments of any kind) or final (no further
payments anticipated).

Box 21 - Cumulative totals

Do notinclude any penalty amounts, nor reduce any totals by the amount of any
recoveries.

For salary continuation, do not include amounts paid by the employer.

Medical - Does not include expenses related to managed care services such as utilization
review, case management, and bill review, or to exams performed pursuant to §207 and
§312.

Weekly Compensation - Sum of all indemnity benefits, specific loss benefits, and
mandatory indemnity payments. When filing this form as a final, this amount must match
the sum of the Amount Paid on all payment forms.

Permanent Impairment - For injuries prior to 1993 only.

Employment Rehabilitation - Employment rehabilitation expenses paid.

Lump Sum Settlement - This amount must match the approved amount on form WCB-10.
Include the amount of any Medicare Set-Aside.

Death Benefit/Funeral Expense - Cannot exceed $7,000.00.

Legal Expense - the sum of all legal expenses paid for the claim - separated into employee
related and employer related expenses.

Interest and Other Payments - Payments not otherwise reported for this claim, such as
surveillance, mileage, expert witness fees, court reporter fees, private investigator fees,
medical and other travel costs related to managed care services such as utilization
review, case management, and bill review, and exams pursuant to 8207 and §312.

General - When amounts decrease, the comment box can indicate the reason. This will limit

clarification requests from the Board.
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Additional resources from the Maine Workers' Compensation Board

You will find many valuable resources on our website, including all Board forms in fillable PDF
format, EDI information, laws, rules, newsletters, compliance reports, training modules, benefit
tables, fee schedules, and regional office locations.

www.Maine.gov/wcb

For more information on our training and outreach programs contact Amanda DiPietro, 207-287-
6327, or Amanda.DiPietro@Maine.gov
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