CONTACT VERIFICATION FORM
Please complete the following and return to ensure that our files are current.

Please notify this office of any future changes in this information.
Employer:
____________________________________________   Policy # _________________________
Address:
______________________________________________________________________________

______________________________________________________________________________
Do you insure your catastrophic risk through a policy of excess insurance? __________
Do you participate in any workers’ compensation medical provider network? ________ If so, what is the
name of the network? _________________________________________ Is this network provided by your

TPA?__________

Payroll & Guaranty Risk Pool Invoices:
Employer contact: ________________________________________

Address: _______________________________________           ___________________________________
Telephone: ______________________________________________
Email: _________________________________________________

EDI Issues:
Employer contact: ___________________________
TPA contact: ________________________________
Address: ___________________________________
Address: ___________________________________
__________________________________________
___________________________________________
Telephone: ________________________________
Telephone: _________________________________
Email: ____________________________________
Email: _____________________________________
Financial/Surety Issues:
Employer contact: ___________________________
TPA contact: ________________________________

Address: ___________________________________
Address: ___________________________________

__________________________________________
___________________________________________

Telephone: ________________________________
Telephone: _________________________________

Email: ____________________________________
Email: _____________________________________

Claims Issues:
Employer contact: ___________________________
TPA contact: ________________________________

Address: ___________________________________
Address: ___________________________________

__________________________________________
___________________________________________

Telephone: ________________________________
Telephone: _________________________________

Email: ____________________________________
Email: _____________________________________

Return to:
Carolyn.Brown@wvinsurance.gov
Or Adam.Mann@wvinsurance.gov
Rev. 3/2014

