OFFICE OF JUDGES
REQUEST FOR ORDER COMPELLING EMPLOYER’S INSURANCE CARRIER TO ACT UPON CLAIM
CLAIMANT’S NAME:
__________________
SSN:
___-__-____









DOI:
__________

SUBMITTED BY:

__________________
Cl.#
______________

CLAIMANT’S ADDRESS:
_________________________





_________________________

CLAIMANT’S PHONE:
_________________________

EMPLOYER:


_________________________

EMPLOYER ADDRESS:
_________________________





_________________________

EMPLOYER’S CARRIER:
_________________________

WHAT HAVE YOU ASKED EMPLOYER TO DO?
· Initial Ruling on New Claim Filed

· Rule on Reopening Request

· Arrange for Permanent Partial Disability Evaluation

· Authorize Treatment

· Supply Copy of Claim Records

· Enter Award Based upon Doctor’s Report

· Reimburse for Travel Expenses

· Other (briefly state what you asked for) ___________________________


___________________________________________________________


___________________________________________________________

DATE YOU MADE REQUEST TO,

OR FILED CLAIM WITH, EMPLOYER:
___________________

NAME AND ADDRESS TO WHOM YOU

SENT OR SUBMITTED REQUEST:
________________________________







________________________________

CC:
___________________________
________________________________
_______________________

