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How  to file  a  lien 
 

Filing a not ice and request  for allowance of lien is how you m ake a claim  for 

paym ent  of m oney you’re owed in a workers' com pensat ion case. 

 

At tached is a lien form . Com plete the form . Be sure to sign and date it .   This form  

can also be com pleted at   

ht tp: / / www.dir.ca.gov/ dwc/ FORMS/ EAMS% 20Form s/ ADJ/ DWCForm 6.pdf.  

  

At tach a full statem ent  or item ized bill support ing the lien. 

 

A Workers’ Com pensat ion Appeals Board (WCAB)  case num ber m ust  be entered in 

the top r ight  hand corner of the lien. I f there is no WCAB case num ber, contact  the 

local I nform at ion & Assistance ( I &A)  office. 

 

Send copies to your local WCAB office and to all the part ies. 

 

Subm it  the following docum ents with your form  filing in the order shown:  

 

 

 Docum ent  Cover Sheet  

 Docum ent  Separator Sheet  ( for Not ice and Request  for Allowance Of 

Lien)  

 Not ice and Request  for Allowance Of Lien 

 Docum ent  Separator Sheet  ( for Proof of Service By Mail)  

 Proof of Service By Mail 

 

There are also t im e lim itat ions for m edical providers and m edical- legal lien 

claim ants to file liens. Such liens m ust  be filed:  

 

1. Within six m onths of a final decision, findings, award or order, including 

an order approving a com prom ise and release 

 

2. Within five years of the date of injury 

 

3. Or within one year of the date the services were provided, whichever is 

later. The em ployee's consent  to allowance of lien and signature are not  

required. 

 

Keep originals for your record. 

 

All docum ents filed with the WCAB m ust  include a docum ent  cover sheet  and 

docum ent  separator sheet .   Please see I &A guides 17 and 18 to learn how to 

com plete these form s.   I n addit ion all form s m ust  be typed or handwrit ten in 
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block let ters to insure legibilit y.  Addit ional form  inst ruct ions can be found on the 

EAMS OCR handbook at   

ht tp: / / www.dir.ca.gov/ dwc/ eam s/ Sam pleFiles/ EAMS_OCR% 20handbook.pdf.  

 

I f you need help, call an I nform at ion and Assistance ( I &A)  office, or at tend a 

workshop for injured workers. The local I &A phone num bers are at tached to this 

guide. You can get  inform at ion on a local workshop from  the I &A office or on the 

Web at  www.dwc.ca.gov.   

 

I f you do not  have the nam e and address of your insurance com pany to 

com plete a form , please link to ht tp: / / www.dir .ca.gov/ DWC/ EAMS/ EAMS-

LC/ EAMSClaim sAdm ins.asp.   
 

 

The informat ion contained in this guide is general in nature and is not  intended as a subst itute for 

legal advice.  Changes in the law or the specific facts of your case may result  in legal 

interpretat ions different  than those present  here. 

 

When sending docum ents to a dist r ict  office, please m ake sure they are not  folded or stapled.  

Send them in a large manila envelope. Please see the EAMS OCR forms handbook for further 

inst ruct ions.  

  



W ORKERS’ COMPENSATI ON APPEALS BOARD 

DI STRI CT OFFI CES 
 

October  2010 

ANAHEI M, 9 2 8 0 6 - 2 1 3 1    

1065 N. PacifiCenter Drive, Suite 202 

I nform at ion & Assistance Unit  (7 1 4 )  4 1 4 - 7 4 0 1  

  

RI VERSI DE, 9 2 5 0 1 - 3 3 3 7  

3737 Main Street , Suite 300  

I nform at ion & Assistance Unit  (9 5 1 )  7 8 2 - 4 3 4 7  

 

BAKERSFI ELD, 9 3 3 0 1 - 1 9 2 9     

1800 30 th St reet , Suite 100    

I nform at ion & Assistance Unit  (6 6 1 )  3 9 5 - 2 5 1 4

  

SACRAMENTO, 9 5 8 3 4 - 2 9 6 2  

160 Prom enade Circle Suite 300  

I nform at ion & Assistance Unit  (9 1 6 )  9 2 8 - 3 1 5 8  

 

EUREKA, 9 5 5 0 1 - 0 4 8 1    

100 “H”  St reet , Suite 202  

I nform at ion & Assistance Unit  ( 7 0 7 )  4 4 1 - 5 7 2 3

  

 

SALI NAS, 9 3 9 0 6 - 2 2 0 4  

1880 North Main St reet , Suites 100 & 200  

I nform at ion & Assistance ( 8 3 1 )  4 4 3 - 3 0 5 8  

FRESNO, 9 3 7 2 1 - 2 2 1 9    

2550 Mariposa Mall,  Suite 4078  

I nform at ion & Assistance Unit  ( 5 5 9 )  4 4 5 - 5 3 5 5

  

 

SAN BERNARDI NO, 9 2 4 0 1 - 1 4 1 1  

464 West  Fourth St reet , Suite 239  

I nform at ion & Assistance Unit  ( 9 0 9 )  3 8 3 - 4 5 2 2  

GOLETA, 9 3 1 1 7 - 5 5 5 1    

6755 Hollister Avenue, Suite 100   

I nform at ion & Assistance Unit  (8 0 5 )  9 6 8 - 4 1 5 8

  

 

SAN DI EGO, 9 2 1 0 8 - 4 4 2 4  

7575 Metropolitan Drive, Suite 202  

I nform at ion & Assistance Unit  ( 6 1 9 )  7 6 7 - 2 0 8 2  

 

LONG BEACH, 9 0 8 0 2 - 4 3 0 4     

300 Oceangate St reet , Suite 200  

I nform at ion & Assistance Unit  ( 5 6 2 )  5 9 0 - 5 2 4 0

  

 

SAN FRANCI SCO, 9 4 1 0 2 - 7 0 0 2  

455 Golden Gate Avenue, 2nd Floor  

I nform at ion & Assistance Unit  ( 4 1 5 )  7 0 3 - 5 0 2 0  

LOS ANGELES, 9 0 0 1 3 - 1 1 0 5     

320 West  4 th St reet , 9 th Floor    

I nform at ion & Assistance Unit  ( 2 1 3 )  5 7 6 - 7 3 8 9

  

 

SAN JOSE, 9 5 1 1 3 - 1 4 0 2  

100 Paseo de San Antonio, Suite 241  

I nform at ion & Assistance Unit  ( 4 0 8 )  2 7 7 - 1 2 9 2  

MARI NA DEL REY, CA 9 0 2 9 2 - 6 9 0 2    

4720 Lincoln Boulevard, 2nd and 3 rd f loors 

I nform at ion & Assistance Unit  ( 3 1 0 )  4 8 2 - 3 8 5 8

  

 

SAN LUI S OBI SPO, 9 3 4 0 1 - 8 7 3 6  

4740 Allene Way, Suite 100    

I nform at ion & Assistance Unit  ( 8 0 5 )  5 9 6 - 4 1 5 9  

OAKLAND, 9 4 6 1 2 - 1 4 9 9    

1515 Clay Street , 6 th Floor    

I nform at ion & Assistance Unit  ( 5 1 0 )  6 2 2 - 2 8 6 1

  

 

SANTA ANA, 9 2 7 0 1 - 4 0 7 0  

605 W Santa Ana Boulevard, Bldg 28, Suite 451  

I nform at ion & Assistance Unit  ( 7 1 4 )  5 5 8 - 4 5 9 7  

OXNARD, 9 3 0 3 0 - 7 9 1 2     

1901 N. Rice Avenue, Suite 100   

I nform at ion & Assistance Unit  ( 8 0 5 )  4 8 5 - 3 5 2 8

  

 

SANTA ROSA, 9 5 4 0 4 - 4 7 7 1  

50 “D”  St reet , Suite 420  

I nform at ion & Assistance Unit  (7 0 7 )  5 7 6 - 2 4 5 2  

POMONA, 9 1 7 6 8 - 2 6 5 3    

732 Corporate Center Drive   

I nform at ion & Assistance Unit  ( 9 0 9 )  6 2 3 - 8 5 6 8

  

 

STOCKTON, 9 5 2 0 2 - 2 3 1 4  

31 East  Channel St reet , Suite 344  

I nform at ion & Assistance Unit  (2 0 9 )  9 4 8 - 7 9 8 0  

REDDI NG, 9 6 0 0 1 - 2 7 4 0   

2115 Civic Center Drive, Suite 15  

I nform at ion & Assistance Unit  ( 5 3 0 )  2 2 5 - 2 0 4 7  

VAN NUYS, 9 1 4 0 1 - 3 3 7 0  

6150 Van Nuys Boulevard, Suite 105  

I nform at ion & Assistance Unit    ( 8 1 8 )  9 0 1 - 5 3 7 4  
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Document Title
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LIENS AND BILLS

NOTICE AND REQUEST FOR ALLOWANCE OF LIEN

DATE YOU FILLED OUT THE FORM

YOUR NAME



STATE OF CALIFORNIA 

DIVISION OF WORKERS' COMPENSATION 

WORKERS' COMPENSATION APPEALS BOARD 

NOTICE AND REQUEST FOR ALLOWANCE OF LIEN

Injured Worker:

Attorney/Representative for Injured Worker:

DWC/ WCAB Form 6 (Page 1) Rev(11/2008)

Lien Claimant (Completion of this section is required):

(Choose only one)

(DATE OF INJURY: MM/DD/YYYY)

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

MM/DD/YYYY

Case No.

Original Lien Amended Lien

and ended onwhich began on

on

(DATE OF BIRTH:  MM/DD/YYYY)

MI

Zip CodeCity 

Address/PO Box ( Please leave blank spaces between numbers, names or words)

Last Name

First Name

Zip CodeCity

Address/PO Box ( Please leave blank spaces between numbers , names or words)

Name

Name of Organization filing lien (for individual lien claimants, leave blank)

First Name of Individual filing lien(organizational lien claimants, leave blank)

Last Name of Individual filing lien(organizational lien claimants, leave blank)

Address/PO Box ( Please leave blank spaces between numbers, names or words)

City Zip Code

Phone

SSN (Numbers Only)

a specific injury

a cumulative injury

Date Of Original Lien:

State

State

State

EAMS CASE NUMBER

INJURED WORKER'S SSN

INJURED WORKER'S FIRST NAME

INJURED WORKER'S LAST NAME

INJURED WORKER'S ADDRESS

INJURED WORKER'S CITY

NAME OF INJURED WORKER'S ATTORNEY

ATTORNEY ADDRESS

ATTORNEY CITY

NAME OF ORGANIZATION FILING LIEN

FIRST NAME OF CONTACT

LAST NAME OF CONTACT

ORGANIZATION ADDRESS

ORGANIZATION CITY



Employer or Claims Administrator Attorney/Representative (if known)

Insurance Carrier or Claims Administrator

Employer

Lien Claimant's Attorney/Representative, if any 

DWC/ WCAB Form 6 (Page 2) Rev(11/2008)

Lien Claimant Law Firm/Representative

First Name

Last Name

Address/PO Box ( Please leave blank spaces between numbers, names or words)

City Zip Code

Phone

Zip CodeCity

Address/PO Box ( Please leave blank spaces between numbers, names or words)

Name

Zip CodeCity

Address/PO Box ( Please leave blank spaces between numbers, names or words)

Name

Name

Address/PO Box ( Please leave blank spaces between numbers, names or words)

City Zip Code

Law Firm/Attorney Non-Attorney Representative Lien Claimant not represented

State

State

State

State

LIEN CLAIMANT LAW FIRM OR REPRESENTATIVE - USE UNIFORM ASSIGNED NAME

REPRESENTATIVE FIRST NAME

REPRESENTATIVE LAST NAME

LAW FIRM OR REPRESENTATIVE ADDRESS

LAW FIRM OR REPRESENTATIVE CITY

LAW FIRM OR REPRESENTATIVE PHONE

NAME OF COMPANY INJURED WORKER WAS WORKING FOR

COMPANY ADDRESS

COMPANY CITY

CLAIMS ADMINISTRATOR - USE UNIFORM ASSIGNED NAME

ADMINISTRATOR ADDRESS

ADMINISTRATOR CITY

ADMINISTRATOR LAW FIRM - USE UNIFORM ASSIGNED NAME

ADMINISTRATOR LAW FIRM ADDRESS

ADMINISTRATOR LAW FIRM CITY



This request and claim for lien is for (mark appropriate box): 

The lien claimant hereby requests the Workers' Compensation Appeals Board to determine and allow as a lien the sum 

 of $ 
 

against any amount now due or which may hereafter become payable as

compensation to the above-named employee on account of the above-claimed injury.

 NOTE: ITEMIZED STATEMENT JUSTIFYING THE LIEN MUST BE ATTACHED

(Signature of Attorney/Representative for Lien Claimant) (Signature of Lien Claimant) Date (MM/DD/YYYY) 

DWC/ WCAB Form 6 (Page 3) Rev(11/2008)

Total Lien Amount

A reasonable attorney's fee for legal services pertaining to any claim for compensation either before the appeals board or 
before any of the appellate courts, and the reasonable disbursements in connection therewith. (Labor Code § 4903 (a).)

The reasonable expense incurred by or on behalf of the injured employee, as provided by Labor Code § 
4600. (Labor Code § 4903 (b).)

Reasonable expense incurred by or on behalf of the injured employee for medical-legal expenses. (Labor 
Code § 4903 (b).)

The reasonable value of the living expenses of an injured employee or of his or her dependents, subsequent to the 
injury. (Labor Code § 4903 (c).)

The reasonable burial expenses of the deceased employee. (Labor Code § 4903 (d).)

The reasonable living expenses of the spouse or minor children of the injured employee, or both, subsequent to the date of 
the injury, where the employee has deserted or is neglecting his or her family.  (Labor Code § 4903 (e).)

The reasonable fee for interpreter's services performed on

The amount of indemnification granted by the California Victims of Crime Program. (Labor Code § 4903 (i).)

The amount of compensation, including expenses of medical treatment, and recoverable costs that have been paid by the 
Asbestos Workers' Account. (Labor Code § 4903 (j).)

Other Lien(s): Specify nature and statutory basis.

20 . (Labor Code § 4600 (f).)

A copy of the lien claim and supporting documents was served by mail or delivered to each of the above-named parties.

SELECT ONE OR
MORE REASONS

TODAY'S DATE



Proof Of Service By Mail

I declare that:

I am (resident of/employed in) the county of _______________ California.  I am

over the age of eighteen years, my (business/residence) address is:                   

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

On ____________, I  served the attached _______________________ on the

________________ in said case, by placing a true copy thereof enclosed in a

sealed envelope with postage thereon fully paid, in the United State mail at

_______________________________ addressed as  fo l lows  ____________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I declare under penalty of perjury under the laws of the State of California that the

foregoing is true and correct, and that this declaration was executed on

(date)  ___________________,  at  ________________ Cali fornia.

Type  or  pr int  name _____________________________________

S i g n a t u r e  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

YOUR COUNTY

PUT YOUR HOME ADDRESS HERE

TODAY'S DATE

CITY WHERE YOU MAILED THIS

TODAY'S DATE CITY

PRINT YOUR NAME

SIGN YOUR NAME

NAME OF DOCUMENT

INSURANCE COMPANY



Proof Of Service By Mail

I declare that:

I am (resident of/employed in) the county of _______________ California.  I am

over the age of eighteen years, my (business/residence) address is:                   

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

On ____________, I  served the attached _______________________ on the

________________ in said case, by placing a true copy thereof enclosed in a

sealed envelope with postage thereon fully paid, in the United State mail at

_______________________________ addressed as  fo l lows  ____________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I declare under penalty of perjury under the laws of the State of California that the

foregoing is true and correct, and that this declaration was executed on

(date)  ___________________,  at  ________________ Cali fornia.

Type  or  pr int  name _____________________________________

S i g n a t u r e  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _


