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Privac y State me nt 

All documents the Workers’ Compensation Board has about your case are private. Under workers’ 
compensation law, only the parties to your claim may receive information from your case file. 
Beyond you and your attorney or representative, the parties who may see information include 

•  your employer and your employer’s attorney 
•  your employer’s workers’ compensation insurance carrier and its attorney 

That insurance carrier may share information with health care providers it hires to examine you. 
Your health care providers will have to share your health information with that insurer when they 
bill for their services. 

Anyone who obtains a court order authorizing access to your claim information is also included. 
Your information may also be shared with government entities if they are processing a claim for 
benefits or investigating fraud. 
No one may disclose your information to anyone who is not authorized to see it. 

You may give written permission to anyone you choose to access your claim information, in two 
ways. 

1. File an original Form OC-110A, Claimant’s Authorization to Disclose Workers’ Compensation 
Records. This is available from www.wcb.state.ny.us/content/main/forms/Forms_CLAIMANT.jsp, or by 
calling 1.866.750.5157. 

2. File an original notarized letter or form where you authorize a particular person or entity to see 
your claim information. 

You may submit an authorization at any time.  It’s always helpful to share a copy of that document 
with the person you authorize to see your records.  Some people authorize their spouse or child to 
access their records when they initially file for benefits. 

Pro spe c tive  e mplo ye rs may no t ask 

yo u to  g ive  the m info rmatio n abo ut 

yo ur wo rke rs’  c o mpe nsatio n c la ims 

be fo re  hiring  yo u. 
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This pa mphle t is a  g e ne ra l, simplifie d  pre se nta tio n o f 

wo rke rs’  c o mpe nsa tio n pro visio ns a nd  pro c e dure s. 

It is no t a  sub stitute  fo r the  la w o r le g a l a dvic e . 

The  Wo rke rs’  Co mpe nsa tio n Bo a rd  do e s no t d isc rimina te  o n the  

b a sis o f ra c e , c o lo r, na tio na l  o rig in, se x, re lig io n, a g e , d isa b ility o r 

se xua l pre fe re nc e  whe n pro vid ing  se rvic e s o r in e mplo yme nt. 

Wo rke rs’  c o mpe nsa tio n fra ud  is a  fe lo ny, 

punisha b le  b y fine s a nd  up  to  se ve n ye a rs impriso nme nt. 

To  re po rt fra ud , c a ll 1-888-363-6001. 
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HOW TO FILE A CLAIM 

Yo u must re po rt the  injury, in 

writing , to  yo ur e mplo ye r within 

30 days o f the  ac c ide nt. The  

Board must be  notifie d of your 

c ase  within two ye ars of the  

a c c ide nt. Yo u must also  file  a  

c laim fo r c o mpe nsatio n as so o n 

as po ssible . 

Yo u may file  Fo rm C-3, 

Emplo ye e ’ s Claim fo r 

Co mpe nsatio n, o ne  o f thre e  

ways. 

1. Online , go  to  

www.wc b .sta te .ny.us/ c o nte nt/  

ma in/ o nthe jo b / ho wto .jsp  to  

c o mple te  the  fo rm. 

2. Co mple te  a pape r C-3 and 

mail it to  the  ne are st Bo ard 

o ffic e . A C-3 is in the  c e nte r o f 

this pamphle t, and Bo ard 

addre sse s are  o n the  bac k. 

3. Call 1-866-396-8314. A Bo ard 

re pre se ntative  will c o mple te  it 

with yo u. 

Yo u will be  no tifie d by mail if a  

he aring  is ne c e ssary. 
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What is 

Worke rs’ Compe nsation?  
Workers’ compensation is a form of 
insurance. Most employers must carry this 
insurance for workers who are injured or 
become ill because of their jobs. It provides 
for medical care, and wages you lose 
because your ability to work is affected. 
Employers pay for this insurance and may 
not ask you to pay anything toward the cost. 
The benefits are paid by an insurance 
carrier, or by the employer if it insures itself. 
Benefits are paid according to the law, and 
the Workers’ Compensation Board ensures 
they are correctly provided. 

The Workers’ Compensation Board is a state 
agency that oversees how employers and 
insurers handle the claims of injured 
workers. A claim is paid if the insurer agrees 
the incident is work-related, or if the Board 
orders it. An employer or its insurer can 
dispute the claim. If that happens, the Board 
will try to resolve the dispute within 90 
days. For example, the insurer may believe 
the incident didn’t occur at work. It may not 
even agree that it covered your employer 
when you were hurt. Other issues may also 
arise. Whatever the reason, the Board will 
try to resolve it as quickly as possible. 

You don’t need to lose time from work to 
file a claim. No one needs to be found at 
fault for you to receive benefits. Claimants 
don’t receive less if they were careless, nor 
do they receive more if the employer is at 
fault. However, a worker loses the right to 
benefits if the injury results solely from 
using drugs or alcohol, or from trying to 
injure herself or someone else. 



A Worker’s Responsibilities 

1. Try to  re turn to  wo rk a s so o n a s yo u’ re  physic a lly c a pa b le . Yo ur e mplo ye r 

ma y ha ve  tra nsitio na l o r lig ht duty wo rk fo r yo u. 

2. Yo u’ re  re spo nsib le  fo r lo o king  fo r wo rk within yo ur physic a l a b ilitie s. This ma y 

me a n wo rking  o utside  yo ur pre vio us o c c upa tio n. 

3. Re spo nd  to  a ll inq uirie s a nd  do c ume nts fro m the  Bo a rd  a nd  the  insure r in a  

time ly manne r. 

4. Advise  the  Bo a rd  a nd  o the r pa rtie s o f a ddre ss c ha ng e s. 

5. Atte nd  a ll he a ring s a nd  a ppo intme nts. Arrive  o n time . 

6. Answe r q ue stio ns tho ro ug hly a nd  ho ne stly. 

7. Pa rtic ipa te  a c tive ly in yo ur c a se . Do n’ t le t e ve nts ha ppe n a ro und  yo u. 

8. Unde rsta nd  a ny a g re e me nts yo u ma ke . 

9. Ask q ue stio ns o f yo ur re pre se nta tive  a nd  the  Bo a rd . 
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Who Is Cove re d?  
� 

 

 

 

 

 

 

Workers in all for-profit businesses. 
� County and municipal employees. 
� Public school aides, including New York 

City aides. New York City shop teachers are 
covered;  other New York City teachers are 
covered in another system. 

� Employees of the state of New York, 
including some volunteer workers. 

� Domestic workers employed 40 or more 
hours per week by the same employer. This 
includes full-time sitters, companions, and live- 
in maids. 

� Farm workers whose employer paid $1200 
or more for farm labor in the previous 
calendar year. 

� Anyone else the Board determines is an 
employee. 

Nonprofit entities, members of religious 
orders, employers of clergy and teachers, and 
domestic workers employed fewer than 40 
hours a week may voluntarily carry coverage. 
It isn’t mandatory. 

Who Isn’t Cove re d?  
� 

 

 

 

 

 

 

People working at educational, religious or 
charitable institutions who don’t teach or do 
manual labor. 

� People covered by federal workers’ 
compensation laws. This includes postal 
workers, certain maritime trades, interstate 
railroad, and federal employees. 

� Anyone doing yard work or casual chores at 
a one-family, owner-occupied home. (A 
minor handling power-driven machinery, 
including a power lawn mower, is covered.) 
There may be coverage under a 
homeowner’s policy. 

� Certain foreign government employees. 
� New York City police officers, firefighters, 

teachers and sanitation workers are covered 
by another system. Other uniformed police 
and firefighters may also be excluded. 

� Real estate salespeople and media sales 
representatives who sign contracts stating 
that they are independent contractors. 

� Sole proprietors, partners, and one/two 
person corporations with no employees may 
be covered but do not need it under the law. 



Me dic a l Ca re  
A worker who is injured on the job or becomes ill from his work will have 
his health care for that condition paid under a workers’ compensation 
claim. This care is covered whether or not you lose time from work. It is 
also paid in addition to any benefits you get for missed wages. 

Health care providers must be authorized by the Board to see workers’ 
compensation patients. The Board has lists of providers who are autho-
rized to treat you. You can find a doctor on www.wcb.state.ny.us/hps/ 
HPSearch.jsp, or by calling 1-800-781-2362. You can receive care from any 
of these providers, or from your own doctor, if he or she is registered. 
The providers will send the bills directly to the insurer and the Board. Do 
not pay any bills unless the Board disallows your case. You may also 
receive reimbursement for travel to and from a health care provider’s 
office. 

If specific medical services are disputed, the insurer must pay any 
undisputed portion. It must also explain in writing why the services were 
not paid, and request any information needed to pay them. Your doctors 
may ask you to sign Form A-9. This states you’ll pay the bills if the Board 
does not allow your claim, or if you drop your case before it’s accepted. 

Pre fe rre d Provide r Organizations 
If the insurer has a network of providers to care for injured workers, you 
must use those providers. This is called a Preferred Provider Organization 
(PPO). The insurer must notify you of this. If you aren’t satisfied with the 
care you receive from the PPO, you may select an authorized provider 
outside the PPO after 30 days of treatment. 

Diagnostic  Networks 
Insurers may also require you to use its network of facilities for diagnostic 
tests. Make sure to tell your doctors and other providers if the insurance 
carrier requires you to use its network for diagnostic test. 

Pharmac y Charge s 
You can go to any pharmacy, unless the insurer uses a network. Make sure the pharmacist knows you have a workers’ 
compensation case, because many will bill the carrier directly, rather than you. However, the pharmacy can ask you to pay 
for the prescription up front. The insurer must reimburse you within 45 days. The pharmacy can only charge you the 
amount specified by law, so even if you pay in advance, you will be fully reimbursed. You’re not responsible for a 
copayment. 

If you must use an insurer’s network pharmacy, the insurer must tell you how you should use it. Those pharmacies are 
paid directly. You will not be responsible for any charges. 

Exceptions 
1. Testing: The insurer may not demand you use a network provider for a diagnostic test in a medical 
emergency. It may not demand you use a network that does not have a provider or facility within a reason-
able distance, which is one mile from your home or employment in an urban setting, and ten miles in a suburban 
or rural setting. 

2. Pharmacy: The insurer may not demand you use network pharmacies if it is not reasonably possible in a 
medical emergency. You don’t need to use network pharmacies if they don’t offer mail order or aren’t located a 
reasonable distance from you, either. 

TYPES OF 

SERVICES COVERED 

Medic al 

Oste o pathic  

De ntal 

Po diatric  

Psyc ho lo g ic a l 

(b y re fe rra l) 

Chiro pra c tic  Tre a tme nt 

Surg e ry 

Ho spita l Care  

La b o ra to ry Te sts 

Pre sc rib e d  Drug s 

Nursing  Se rvic e s 

Surg ic a l Applia nc e s 

Pro sthe tic  De vic e s 

Pre a utho riza tio n is 

so me time s re quire d . 
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Re ha bilita tion a nd Soc ia l Work 
Rehabilitation services help people return to work, and to lead full and active lives. Specific services 
are explained below. 

Medical rehabilitation helps people reach maximum independence and functioning. It provides 
workers with information and helps them obtain medical care, physical accommodation or other 
special needs. Only a physician may recommend medical rehabilitation, so talk to your doctor. 
This service is arranged outside the Board. 

Vocational rehabilitation helps people whose disability prevents them from returning to their usual 
job. Counselors help injured workers find employment that fits their abilities. They also help 
develop a plan to return to work. This may include vocational counseling and referrals for training 
and selective job placement. 

Social workers assist people when family or financial problems interfere with their returning to 
work. Social workers help people cope with their  disability and discuss their concerns about 
rehabilitation. They can also help workers prepare to return to work. 

The Board has counselors, social workers and claims examiners who coordinate and monitor other 
services. If you could benefit from these services, contact the Board. The office telephone numbers 
are on the back cover of this pamphlet. 

Oc c upa tiona l Dise a se  
An occupational disease is contracted as the result of your work. It arises from a specific aspect of the 
work that you perform. For example, people who remove asbestos may contract asbestosis. People 
who work on computers may suffer carpal tunnel syndrome. 

You may be disabled by an occupational disease even if you don’t lose time from work. 

The rules governing the time limits for filing an occupational disease claim are complex. You should 
file as soon as you know you’re ill, or suspect that you have an occupational disease. 

People disabled by occupational diseases receive the same benefits they would for an on-the-job 
accident. In the case of death, the dependents must file within two years of the date of death. 

Oc c upational He aring  Loss 
The law states a different time period to file a claim for occupational hearing loss than from other 
disabilities. A waiting period must pass before you file a claim. That period is your choice of 

� 
 

Three months after leaving the employment where you were exposed to the harmful noise, or 
� Three months from the date you’re removed from the harmful noise in the workplace. Removal 

can include wearing protective gear, so ask for it at work. You can contact  OSHA at 1-800-321- 
OSHA for help if necessary. 

The Board will consider the last day of whichever period you choose as the date of disability in 
determining when your benefits begin. 

Occupational hearing loss claims have different time limits. You may file beyond the typical two- 
year limit if you do it within 90 days of learning the hearing loss is job-related. 
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Re duc e d Earnings Be ne fits 
If you can return to work but your injury keeps you from earning the same wages you once did, you 
may be entitled to a benefit that will make up two-thirds of the difference. These are reduced 
earnings benefits. 

Wage  Re plac e me nt (Cash) Be ne fits 
Claimants who are totally or partially disabled for more than seven days receive benefits for lost 
wages. The amount you receive is based on your average weekly wage for the 52 weeks prior to the 
date of injury, including overtime. It’s based on your gross earnings, not your take-home pay. The 
Board will use two-thirds of your average weekly wage, and then adjust it by the extent of your 
disability: 

2/ 3 x a ve ra g e  we e kly wa g e  x %  of disa bility = we e kly be ne fit 

The weekly maximum benefit is two-thirds your average weekly wage. If you suffer a total 
disability, you get two-thirds your weekly wage, up to the maximum (see below). For example, if 
you earn $750 per week and are totally (100%) disabled as of today, you receive two-thirds of $750, 
or $500 per week. You’re 100% disabled, so you receive all of the benefit. 

If you’re 50% disabled and earned $750 per week, your benefit is $250. To calculate it: two-thirds 
your $750 average weekly wage equals $500. Then, because you are 50% disabled, your benefit is 
half of $500, or $250. 

The benefit rate is computed the same way, whether you are temporarily or permanently disabled. 
The maximum weekly wage benefit is based on accident date. It does not increase as maximum 
benefits increase. 

 Date  of Ac c ide nt We e kly Maximum Wage  Be ne fit 

July 1, 1992 - June 30, 2007 $400 
July 1, 2007 - June 30, 2008 $500 
July 1, 2008 - June 30, 2009 $550 
July 1, 2009 - June 30, 2010 $600 
July 1 each succeeding year 2/3 of NYSAWW* 

* The New York State Average Weekly Wage is calculated on March 31 for the previous calendar 
year. 

If you’re disabled more than 14 days, you may get wage benefits from the first day. Otherwise, the 
first 7 calendar days of the disability are not covered. Medical care for your injury is provided as 
long as it’s needed, as determined by the Board. 

Note : If the  insure r dispute s your c a se , it ma y withhold your wa g e  re pla c e me nt be ne fit until the  

Board dire c ts it to pay you. 
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Your doctor will state how much your injury disables you. The insurer may disagree 
with that judgment. That insurer can require you to see a doctor it chooses for  an 
independent medical exam. The Board will decide how disabled you are (the degree of 
disability) from among those opinions. Your lost wage benefit is based on degree of 
disability. There are four classes. 

Te mporary Tota l Disability You cannot work and earn wages, but only on a tempo-
rary basis. You’re entitled to the full allowable wage benefit. 

Te mporary Partia l Disability You’ve temporarily lost some ability to work and earn 
full wages. You’ll receive a percentage of your salary equal to the percentage of dis-
ability. For example, if you’re 25% disabled, you’ll get 25% of your award, for the 
time you’re disabled. 

Note: All injuries, even those later found permanent, are first temporary. All benefits 
are also subject to the maximum weekly amount. 

Pe rmane nt Tota l Disability You completely lost the ability to work and earn wages. 
There’s no limit on the number of weeks of benefits. 

Pe rmane nt Partia l Disability, Nonsc he dule  Loss 

You lost some part of your ability to work. If you were injured before March 13, 
2007, you can get benefits as long as the disability results in wage loss. Injuries after 
then may receive up to 10 years of benefits, as shown below. (You can apply for 
reclassification, and additional benefits, after that period.) Even if the disability 
doesn’t impact wages, medical care is always paid. 

Pe rmane nt Partia l Disability, Sc he dule  Loss 

This category involves loss of arm, hand, finger, leg, foot and toe or their use, and 
loss of eyesight or hearing.  The law specifies the number of weeks in benefits you 
receive for this loss. 

Disfigure me nt 

People whose faces, head or neck are permanently disfigured may get up to $20,000, 
depending upon the extent of injury and date of accident. 

Disa bility Cla ssific a tions 
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Insurers will often accept a claim and promptly begin paying benefits. However, an insurer can 
dispute a claim, for various reasons. It may not agree you were injured, it may not believe the injury 
occurred while it provided insurance, or any number of other situations. Board claims examiners 
and conciliators first attempt to resolve issues. If they can’t, the Board will hold hearings in front of a 
workers’ compensation law judge. The judge takes testimony, reviews your medical records and 
wages. Then, the judge decides the issue, and sets the amount of any award. 

Either side may appeal that decision. This must be done in writing within 30 days of the decision. 
Three Board commissioners review appealed cases. They may agree, change part of a decision, or 
reject it. They may also return the case for more hearings. Insurers don’t have to pay lost wage ben-
efits while the case is being reviewed by the three commissioners. An insurer can accept part of a 
case and appeal another. In that instance, it must pay the accepted part of the award while the case is 
reviewed. The insurer must pay your wages and medical bills if your award is upheld by those 
commissioners, even if it appeals further. 

Either side may appeal that decision, to the full Board of workers’ compensation commissioners. If 
the full Board takes the case, it will either agree, change or overturn the decision. 

Appeals from Board decisions may be taken within 30 days to the Appellate Division, Third Depart-
ment, Supreme Court of the State of New York. That decision may be appealed in the Court of Ap-
peals. 

Disa bility Be ne fits During  a  Dispute  
If you aren’t receiving benefits because your claim was disputed, you may get disability benefits in 
the meantime. You can file a DB-450 form, available from www.wcb.state.ny.us/content/main/forms/ 
db450.pdf or by calling 1-800-353-3092. You pay back any disability payments from your lost wage 
benefits. 

Re solving  Dispute d Cla ims 

Yo u a lwa ys ha ve  the  rig ht to  a n a tto rne y o r 

lic e nse d  re pre se nta tive . Tha t pe rso n ma y no t a sk 

fo r o r ta ke  a  fe e  fro m yo u. The  Bo a rd  de te rmine s 

the  fe e  fo r le g a l se rvic e s. 

Tha t fe e  is de duc te d from the  lost wa g e s a wa rd. 

5 
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De ath Be ne fits 
There is a benefit for the family of workers who die from an injury or illness suffered on the job. The 
benefit is payable whether the worker dies right after an injury or later. 

The worker’s spouse and children will receive two-thirds of  the employee’s average weekly wage, 
up to the weekly maximum amount. The spouse and children share that weekly benefit; they do not 
each receive the full benefit. Children receive the benefit until age 18,  or until 23 if they attend 
college. If a child is blind or physically disabled, he or she will receive the benefit for life. The 
spouse receives the benefit until remarriage. If the spouse remarries, he or she gets a final payment 
equal to two years of benefits. 

The benefit is payable first to a spouse and minor children or dependent grandchildren. If there are 
no other dependents, then a different benefit is paid. The surviving parents or the deceased worker’s 
estate may be entitled to $50,000. Funeral expenses may also be paid. That benefit is up to $6,000 in 
metropolitan New York counties, and up to $5,000 in all others. 

Soc ia l Se c urity Be ne fits 
Your injury or illness may entitle you to Social Security Disability benefits, as well as workers’ 
compensation. People with a permanent disability or a disability that lasts at least 12 months may 
qualify. Contact a Social Security Office to learn more. 

Disc rimination 
An employer may not fire you or hold it against you if you file a workers’ compensation claim. 
You’re also protected from retaliation for testifying in a workers’ compensation case. Employers 
may not discriminate against you in hiring, too. You have two years to make a discrimination com-
plaint. File Form DC-120 with the Board. You can call a Board office for the form, or find it at 
www.wcb.state.ny.us/content/main/forms/dc120.pdf. 

If the Board finds that a worker was improperly fired, it will order the employee restored. The em-
ployee will also receive back pay lost by that discrimination. 

The  1990 Ame ric a ns with Disa b ilitie s Ac t pro hib its 

d isc rimina tio n a g a inst pe o p le  with d isa b ilitie s in 

e mplo yme nt. It e nsure s e q ua l a c c e ss to  g o ve rnme nt 

se rvic e s, pub lic  a c c o mmo da tio ns, tra nspo rta tio n, a nd  

te le c o mmunic a tio ns. This la w c a n he lp  injure d  e mplo ye e s 

who  wa nt to  re turn to  wo rk. Ca ll the  NYS Co mmissio n o n 

Qua lity o f Ca re  a nd  Advo c a c y fo r Pe rso ns with Disa b ilitie s 

a t 1-800-949-4232 fo r mo re  info rma tio n. 

AMERICANS WITH DISABILITIES ACT 
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A Time line  for Your Ca se  

Q. What is covered under Workers’ Compensation Law? 
A. Injuries on the job and work-related illnesses,as well  as occupational diseases. 

Q. What if I don’t file a claim for workers’ compensation? 
A. You may lose the right to benefits for lost wages and medical care. You should file a C-3 
reporting your own injury or illness, even though your employer’s insurer must notify this Board 
when it accepts or disputes your case. 

Q. How is the cash benefit for temporary total disability determined? 
A. The temporary total disability benefit is two-thirds of the average weekly wage you earned in 
the year before the accident. There is a maximum amount you can receive per week (see page 6). 
Your maximum benefit is set by what is in effect on the date of the injury. 

Q. Is medical care provided even if no time is lost from work? 
A. Yes. Medical care is provided for your condition even if no time is lost from work. 

Q. Must I wait for medical care? 
A. No, but physicians must request authorization to perform procedures that cost more than $1,000 
each. This $1,000 threshold pertains to each procedure, not the total cost of care. Insurers must 
respond to the request within  30 days. Authorization is not necessary in case of an emergency. 

Immediately: Get medical treatment. Tell your supervisor about the accident and how it occurred. 
You must also notify your employer of the accident, in writing, within 30 days. You should file a C- 
3 form with the Board, too. 

Within 48 hours of treatment: Your doctor files a medical report with the Board. Copies must also 
be sent to you and your representative, and to the employer or its insurance carrier. 

Within 10 days of accident notification: The employer reports the injury to the Board and the 
insurer on Form C-2. 

Within 14 days of receiving Form C-2: The insurer gives you a written statement of your legal rights 
within 14 days of learning of the accident or with the first check, whichever is earlier. If you must 
use its provider network, the insurer must also give you that contact information. 
Within 18 days of receiving Form C-2: The insurer must accept your claim or explain why it 
disputes it. It must inform you, any representative and the Workers’ Compensation Board. If you 
didn’t notify the employer promptly, it must act within 10 days of learning of the accident. If  the 
case is disputed and you’re losing time from work, file for disability benefits. 

Every 2 weeks: The insurer pays lost wage benefits to you (if the case is accepted). It will pay your 
healthcare providers directly. The insurer must notify the Board if it stops or modifies your benefits. 

Periodically: See your doctor and get treatment as recommended. The doctor will submit progress 
reports to the Board and insurer. 

Common Que stions a bout the  La w 
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 Q. May a doctor treat me if the insurer does not answer a request for approval? 
A. Yes. Insurers have 30 days to reply to an authorization request. If the insurer does not reply in 30 
days, the provider may perform the services. If the service is a diagnostic test and the carrier 
requires claimants to use its network, the test must still be obtained from a network provider. 

Q. Are prescription medications covered under the law? 
A. Yes. Once your claim is established, pharmacies may bill the insurer directly. You may receive a 
card or document you can show a pharmacy stating you have coverage. If the carrier has a pharmacy 
network, it will tell you, and you must use those pharmacies. The only exceptions are in a medical 
emergency, or if the pharmacies don’t offer mail order and there isn’t a location reasonably close to 
you. You may have to pay the pharmacy for service before your claim is established. The carrier 
must then pay you when the case is established. There is no copayment. 

Q. What happens when an insurance carrier contests a claim? 
A. To contest a claim, a carrier must notify the Board within 18 days of the disability, or within 10 
days of learning of the accident, whichever is later. The carrier must explain why it disputes the 
claim. You are then entitled to present your case to the Board. You will be notified of a pre-hearing 
conference. The Board seeks to resolve most cases within 90 days. 

Q. Must I have a medical examination when the employer or insurer requests it? 
A. Yes. The insurer may have you examined by a qualified provider who is authorized by this 
Board, within a reasonable distance for you to travel. Refusing this exam may affect your claim. 

Q. May an insurer suspend or change the cash benefits? 
A. Yes, but you are then entitled to a hearing. A carrier must submit evidence for the change to the 
Board, and the Board decides. A carrier may not change your benefit after the Board decides it 
without the Board’s approval. 

Q. Do I have to use an attorney? 
A. No, but an attorney can be helpful in disputed and complex cases. You may represent yourself, 
or use an attorney or a licensed  representative ( list of licensed representatives is found at 
www.wcb.state.ny.us/content/main/Reps/LisRepListing-Sec24a.pdf ). Any fees are approved by the Board, 
and deducted from your award. Do not pay your counsel directly. 

Q. What can I do if I disagree with the Board’s decision? 
A. You may appeal in writing within 30 days of the filing date of the decision. You must explain 
why you disagree with the decision. Three Board commissioners will review your case. If you 
disagree with that review, you can appeal to the full Workers’ Compensation Board of 
Commissioners. They may or may not consider it. 

Q. What can I do if I’m not satisfied with the outcome of the appeal? 
A. You may appeal to the Appellate Division, Third Department, within 30 days after the decision is 
served. 

Q. Are there penalties for falsehoods in claims? 
A.  It’s a felony to willfully misrepresent a case to obtain benefits. Penalties include up to seven 
years imprisonment and fines. A claimant may also lose the right to benefits. It’s also a felony for an 
insurer to raise a false issue  in an attempt to deny a worker benefits it knows the worker is entitled 
to receive. 

Common Que stions a bout the  La w (c ontinue d) 
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Dire c tory of WCB Se rvic e s a nd Boa rd Offic e s 

Albany District Office 
100 Broadway - Menands 
Albany, NY 12241 
1.866.750.5157 

Binghamton District Office 
State Office Bldg., 44 Hawley Street 
Binghamton, NY 13901 
1.866.802.3604 

Buffalo District Office 
Statler Towers, 3rd Floor 
107 Delaware Avenue 
Buffalo, NY 14202 
1.866.211.0645 

Rochester District Office 
130 Main Street West 
Rochester, NY 14614 
1.866.211.0644 

Syracuse District Office 
935 James Street 
Syracuse, NY 13203 
1.866.802.3730 

Send mail for these upstate districts 
directly to these addresses. 

Customer Service 
1.866.750.5157 

Advocate for Injured 
Workers 
1.800.580.6665 

Health Care Provider 
1.800.781.2362 

Administrative Review 
Division 
1.877.258.3441 

Fraud Referral Hotline 
1.888.363.6001 

Disability Benefits 
1.800.353.3092 

Board Se rvice s 

Board Offic e s 

Brooklyn District Office 
111 Livingston Street 
Brooklyn, NY 11201 
1.800.877.1373 

Hauppauge District Office 

220 Rabro Drive, Suite 100 
Hauppauge, NY 11788-4230 
1.866.681.5354 

Hempstead District Office 
175 Fulton Avenue 
Hempstead, NY 11550 
1.866.805.3630 

Manhattan District Office 
215 W. 125th Street 
New York, NY 10027 
1.800.877.1373 

Peekskill District Office 
41 North Division Street 
Peekskill, NY 10566 
1.866.746.0552 

Queens District Office 
168-46 91st Avenue 
Jamaica, NY 11432 
1.800.877.1373 

Claims-related mail for these 
districts should go to the downstate 

centralized mailing address: 

PO Box 5205 � Binghamton, NY � 
13902-5205 
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Employee Claim
State of New York - Workers' Compensation Board

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE
WITH DISABILITIES WITHOUT DISCRIMINATION

C-3

Number and Street                                                           City                                                                                            State                        Zip Code

B.  YOUR EMPLOYER(S)
1. Employer when injured:

3. Your work address:

6. List names/addresses of any other employer(s) at the time of your injury/illness:

7. Did you lose time from work at the other employment(s) as a result of your injury/illness? NoYes

Female

A.  YOUR INFORMATION (Employee)
1. Name:

3. Mailing address:

4. Social Security Number: 6. Gender: Male

C.  YOUR JOB on the date of the injury or illness
1. What was your job title or description?

 2. What types of activities did you normally perform at work?_________________________________________________________________

 3. Was your job? (check one) Full Time Part Time Seasonal Volunteer   Other:____________________

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

Yes 6. Did you receive lodging or tips in addition to your pay?  If yes, describe:No

D.  YOUR INJURY OR ILLNESS

3. Where did the injury/illness happen? (e.g., 1 Main Street, Pottersville, at the front door)

 If no, why were you at this location?NoYes 4. Was this your usual work location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report) _______________________________

WCB Case Number (if you know it):

Fill out this form to apply for workers' compensation benefits because of a work injury or work-related illness. Type or
print neatly.  This form may also be filled out on-line at www.wcb.state.ny.us.

Page 1 of 2

Number and Street/PO Box                                                           City                                                                                            State                        Zip Code

7. Do you speak English? Yes No If no, what language do you speak?

6. How did the injury/illness happen? (e.g., I tripped over a pipe and fell on the floor)

 7. Explain fully the nature of your injury/illness; list body parts affected (e.g., twisted left ankle and cut to forehead):______________________

        First                                                   MI                                                             Last

5. Your supervisor's name:

2. Date of Birth: ______/______/______

5. Phone Number: (_____)_______________

2. Phone Number: (_____)_______________

4. Date you were hired: _____/_____/_____

1. Date of injury or date of onset of illness: ______/______/______ AM PM2. Time of injury:

www.wcb.state.ny.usC-3.0 (9-08)
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No

No

D.  YOUR INJURY OR ILLNESS continued
If yes, what?NoYes 8. Was an object (e.g., forklift, hammer, acid) involved in the injury/illness?

 9. Was the injury the result of the use or operation of a licensed motor vehicle?

 If yes, your vehicle employer's vehicle other vehicle License plate number (if known):

 If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

 10. Have you given your employer (or supervisor) notice of injury/illness?

in writingorally  If yes, notice was given to: ____________________________________

11. Did anyone see your injury happen? If yes, list names:________________________________________

F.  MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
  None received (skip to question F-5)

3. Where did you receive your first off site medical treatment for your injury/illness?  none received

Doctor's office

Emergency Room

Clinic/Hospital/Urgent Care Hospital Stay over 24 hours

 Name and address where you were first treated:

4. Are you still being treated for this injury/illness?

Give the name and address of the doctor(s) treating you for this injury/illness:

5. Do you remember having another injury to the same body part or a similar illness?

6. Was the previous injury/illness work related?

 If yes, were you working for the same employer that you work for now?

NoYes

NoYes

Yes

NoYes

NoYes

NoYes

Yes

An individual may sign on behalf of the employee only if he or she is legally authorized to do so and the employee is a minor, mentally incompetent or
incapacitated.

I am hereby making a claim for benefits under the Workers' Compensation Law. My signature affirms that the information I am
providing is true and accurate to the best of my knowledge and belief.

Employee's Signature: Print Name:

On behalf of Employee: Print Name:

Page 2 of 2

If yes, were you treated by a doctor? NoYes    If yes, provide the names and addresses of the doctor(s) who treated

 you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

Any person who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, or prepares with knowledge or
belief that it will be presented to, or by an insurer, or self-insurer, any information containing any FALSE MATERIAL
STATEMENT or conceals any material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND
IMPRISONMENT.

YOUR NAME:________________________________________________ DATE OF INJURY/ILLNESS: ______/______/______

Date notice given: _____/_____/_____

limited duty

E.  RETURN TO WORK
1. Did you stop work because of your injury/illness?

2. Have you returned to work? regular duty

3. If you have returned to work, who are you working for now? Same employer New employer Self employed

4. What is your gross pay (before taxes) per pay period? How often are you paid?

NoYes

NoYes

, on what date? _____/_____/_____                     , skip to Section F.

If yes, on what date? _____/_____/_____

Date: _____/_____/_____

Date: _____/_____/_____

1. What was the date of your first treatment? ______/______/______

2. Were you treated on site? Yes No

Phone Number: (_____)_______________

Phone Number: (_____)_______________

Unknown

First                                           MI                                                    Last

www.wcb.state.ny.usC-3.0 (9-08)
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 Limited Release of Health Information
(HIPAA)

State of New York - Workers' Compensation Board

C-3.3

WCB Case No. (if you know it):___________________________

To Claimant: If you received treatment for a previous injury to the same body part or for an illness similar to the one described in your current
Claim, fill out this form. This form allows the health care providers you list below to release health care information about your previous injury/
illness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Portability and Accountability Act of 1996)
says you have a right to get a copy of this form. If you do not understand this form, talk to your legal representative. If you do not have a legal
representative, the Advocate for Injured Workers at the Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation insurer in response to this release, also mail copies to the Claimant's legal representative. (If no legal
representative is listed below, send copies to the Claimant.) Health care providers who release records must follow New York state law and
HIPAA.

This release is:
Voluntary. Your health care provider(s) must give you the same care,
payment terms, and benefits, whether you sign this form or not.
Limited. It gives your health care provider(s) permission to release only
those health records that are related to the previous illness/condition you
describe below.
Temporary. It ends when your current claim for compensation is established
or disallowed and all appeals are exhausted.
Revocable. You can cancel this release at any time. To cancel, send a letter
to the health care provider(s) listed on this form. Also, send a copy of your
letter to your employer's workers' compensation insurer and the Workers'
Compensation Board. Note: You may not cancel this release with respect to

medical records already provided.

For records only. It gives your health care provider(s) listed on this form
permission to send copies of your health care records to your employer's
workers' compensation insurer.

This form does NOT allow your health care provider(s)
to release the following types of information:

HIV-related information

Psychotherapy notes

Alcohol/Drug treatment

Mental Health treatment (unless you check below)

Verbal information (your health care providers may
not discuss your health care information with anyone)

 Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.

A.  YOUR INFORMATION (Claimant)

1. Name:__________________________________________________________________ 2. Social Security Number:______-_____-______

      3. Mailing Address: _________________________________________________________________________________________________

      4. Date of Birth: ______/______/______    5. Date of the current injury/illness: ______/_______/_______

      6. Current injury/illness, including all body parts injured:_____________________________________________________________________

           ______________________________________________________________________________________________________________

      7.  Your legal representative's name and address (if any):___________________________________________________________________

            ______________________________________________________________________________________________________________

Check here if you allow your health care provider(s) to release mental health care information.

B. YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
illness.  If more than 2 providers attach their contact information to this form.)

 1.  Provider:__________________________________________________________________ 2. Phone Number: (______)_______________

      3.  Mailing Address: _________________________________________________________________________________________________

      4.  Other provider (if any):_______________________________________________________ 5. Phone Number: (______)_______________

      6.  Mailing Address:_________________________________________________________________________________________________

C. READ AND SIGN BELOW. I hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer copies of all health records related to any previous injury/illness, to all body parts, described above.

           ____________________________________________________________________________________________________________

If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:

           ______________________________________________________________________________________________________________

Claimant's signature                                                                                                                             Date

Your name                                                 Relationship to Claimant                               Signature                                                    Date

Versión en español al reverso de la forma.
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WCB Case No. (if you know it) (Número de caso WCB [si lo sabe])

 Divulgación limitada de información sobre la salud
(HIPAA)

Estado de NuevaYork - Junta de Compensación Obrera (WCB)
C-3.3

Al reclamante: Si usted recibió tratamiento por una lesión anterior en la misma parte del cuerpo o por una enfermedad similar a la que motiva
ahora su reclamación, complete este formulario. Este formulario les permite a los proveedores de salud que usted señala a continuación divulgar
a la compañía de seguros de compensación obrera de su empleador la información sobre su salud relacionada con su lesión/enfermedad
anterior. La Ley federal HIPAA (Ley de portabilidad y responsabilidad del seguro de salud de 1996) establece que usted tiene derecho a recibir
una copia de este formulario. Si no comprende este formulario, hable con su representante legal. Si no tiene un representante legal, el
Representante de los obreros lesionados de la Junta de Compensación Obrera puede ayudarlo. Llame al 800-580-6665.
Al proveedor de salud: Una copia de esta divulgación, redactada según lo que establece la ley HIPAA, le permite divulgar información sobre la
salud. Si envía los registros al asegurador de compensación obrera del empleador en respuesta a la presente divulgación, también debe enviar
por correo copias al representante legal del reclamante. (Si a continuación no se especifica un representante legal, envíe las copias al
reclamante). Los proveedores de salud que divulgan los registros deben cumplir con las leyes del estado de Nueva York y la HIPAA.

Esta divulgación es:
Voluntaria. Su(s) proveedor(es) de salud deben otorgarle la misma
atención, condiciones de pago y beneficios, independientemente de que
usted firme este formulario o no.
Limitada. Le otorga a su(s) proveedor(es) de salud permiso para divulgar
únicamente los registros médicos que se relacionen con la enfermedad/
afección anterior que usted describe a continuación.
Temporal. Termina cuando se otorgue o desestime su actual reclamación
de compensación y se hayan agotado todas las apelaciones.
Revocable. Usted puede cancelar esta divulgación en cualquier momento.
Para hacerlo, envíe una carta al (a los) proveedor(es) de salud que se
indican en este formulario. Además, envíe una copia de su carta a la
compañía de seguros de compensación obrera de su empleador y a la Junta
de Compensación Obrera. Nota: No podrá cancelar esta divulgación en lo
que se refiere a registros médicos que ya se hayan provisto.

Solamente para registros. Le otorga a su(s) proveedor(es) de salud que se
indica(n) en este formulario permiso para enviar copias de sus registros de
salud a la compañía de seguros de compensación obrera de su empleador.

Este formulario NO autoriza a su(s) proveedor(es) de
salud a divulgar los siguientes tipos de información:

Información relacionada con el VIH

Notas de terapia psicológica

Tratamientos por abuso de alcohol o drogas

Tratamiento de salud mental (a menos que usted lo
indique a continuación)

Información verbal (sus doctores no pueden hablar
con nadie sobre su información de salud)

Los registros médicos divulgados se incorporarán a su expediente de compensación obrera y son confidenciales conforme a la
Ley de compensación obrera.

A.  YOUR INFORMATION (Claimant)   INFORMACIÓN PERSONAL (Reclamante)
1. Name (Nombre)                                                           2. Social Security Number (Número de seguro social)

      3. Mailing Address (Dirección postal)
      4. Date of Birth (Fecha de nacimiento)                            5. Date of the current injury/illness (Fecha de la lesión/enfermedad actual)
      6. Current injury/illness, including all body parts injured (Descripción de la lesión/enfermedad actual, incluyendo todas las partes del
          cuerpo lesionadas)
      7.  Your legal representative's name and address (if any)  (Nombre y dirección de su representante legal [si corresponde])

Check here if you allow your health provider(s) to release mental health care information.  (Marque aquí si autoriza a su(s) proveedor(es) de

          salud a divulgar información sobre tratamientos de salud mental.)

B. YOUR HEALTH CARE PROVIDERS (List all health care providers who treated you for a previous injury to the same body part or similar
illness.  If more than 2 providers, attach their contact information to this form.

       SU(S) PROVEEDOR(ES) DE SALUD (Enumere todos los proveedores de salud que le han tratado por lesiones previas a las mismas
areas del cuerpo ó por enfermedades semejantes.Si son más de 2 proveedores, adjunte su información de contacto a este formulario.)

      1.  Provider (Proveedor de salud)                      2. Phone Number (No de teléfono)
      3.  Mailing Address (Dirección postal)
      4.  Other provider (if any) (Otro proveedor [si corresponde])          5. Phone Number (No de teléfono)
      6.  Mailing Adress (Dirección postal)

C. READ AND SIGN BELOW I hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer copies of all health records related to any previous injury/illness, to all body parts, described above.  LEA Y FIRME A
CONTINUACIÓN. Por la presente solicito que los proveedores de salud aquí enumerados le provean al asegurador de compensación
obrera de mi patrono copias de todos los records médicos relacionados a cualquier lesión/enfermedad aquí enumeradas.

If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:  (Si el reclamante no puede firmar, la
persona que firme el formulario en su nombre y representación debe llenar y firmar a continuación)

Claimant's signature (Firma del reclamante)                                                                                      Date (Fecha)

Your name (Su nombre)        Relationship to Claimant (Relación con el reclamante)                   Signature(Firma)                   Date(Fecha)

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLÉS SI ES POSIBLE, EN LOS ESPACIOS PROVISTOS Y FIRMA
AL FRENTE DE LA FORMA.

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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Instructions for Completing Form C-3, “Employee Claim for Compensation”

Please complete this form and send it to your local Workers' Compensation Board district office (DO) to apply for workers'
compensation benefits. The addresses are listed at the bottom of these instructions. If you need additional help in completing
this form, contact the Workers' Compensation Board at 1-877-632-4996. You may also fill this form out online at: http://
www.wcb.state.ny.us/

If you do not have or know your Workers' Compensation Board Case Number, please leave this field blank. It is not
required to process your claim. Remember to enter your name and the date of your injury/illness on the top of page
two.

Section A  - Your Information (Employee):
Item 1: Enter your full name, including first name, middle initial, and last name.
Item 2: Enter your date of birth in month/day/year format. Include the four digit year.
Item 3: Enter your mailing address, including P.O. Box, if applicable, city or town, state, and Zip code.
Item 4: Enter your Social Security Number. This is very important to help service your claim faster.
Item 5: Indicate the primary contact phone number, including area code. This may include a cell phone number.
Item 6: Indicate your gender (Male or Female).
Item 7: Check Yes if you can speak and understand English. If not, then check No and indicate which language you speak.

Section B  - Your Employer(s):
Item 1: Indicate the employer you were working for at the time you were injured or became ill.
Item 2: Enter the phone number for this employer, either a primary contact number or the number for your supervisor.
Item 3: Enter the employer's address, including P.O. Box, if applicable, city or town, state, and Zip code.
Item 4: Indicate the date you were hired by this employer.
Item 5: Enter your direct supervisor's name, whom you report to on a regular basis.
Item 6: If you have more than one job, please indicate the names and addresses of all other employers you work for besides

the one you were injured at. Please attach a separate sheet if you need more room.
Item 7: Check Yes if you lost time from any of your other jobs as a result of your injury or illness; otherwise, check No.

Section C  - Your Job on the Date of the Injury or Illness:
Item 1: Indicate your current job title or job description (e.g., warehouse worker).
Item 2: Indicate your typical work activities for this job (e.g., keeping inventory, unloading trucks, etc.).
Item 3: Check the type of job you had.
Item 4: Enter your gross pay (before taxes) per pay period.
Item 5: Indicate how often you received a paycheck (weekly, bi-weekly, etc.).
Item 6: Indicate if you received any tips or lodging in addition to your regular pay. If you did, describe them.

Section D  - Your Injury or Illness:
Item 1: Enter the date when you were injured or the first date you noticed you became ill. Enter the date in month/day/year

format. Include the four digit year. If this is an illness or occupational disease, then skip item 2.
Item 2: Enter the time when the injury occurred. Check whether it was AM or PM.
Item 3: Indicate the location where the injury/illness occurred, including the address of the building and the physical

location in the building where the injury/illness happened.
Item 4: Check whether this was your normal work location. If it was not, explain why you were at this location.
Item 5: Describe in detail what you were doing at the time of the injury/illness (e.g., unloading boxes from a truck by hand).

This explains the events leading up to the injury.
Item 6: Describe in detail how the injury/illness occurred (e.g., I was lifting a heavy box off a truck). This should include all

people and events involved in the injury/illness.
Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible.

(e.g., I strained my back trying to lift a heavy box. It hurts to bend over or hold even lighter objects now.)
Item 8: Indicate if some object was involved in the accident OTHER THAN a licensed motor vehicle. Other objects may

include a tool (e.g., hammer), a chemical (e.g., acid), machinery (e.g., forklift or drill press), etc.
Item 9: Indicate if a licensed motor vehicle was involved in the accident. If so, check if the motor vehicle involved was

yours, your employer's, or a third party's. Include the license plate number (if known). If your vehicle was involved,
fill out the name and address of your automobile liability insurance carrier.

Item 10: Check if you gave your employer or supervisor notice of your injury or illness. If so, indicate who you gave notice
   to as well as if it was orally or in writing. Include the date you gave notice.

Item 11: Check if anyone else saw the injury happen. If anyone did see it, include their name(s).

Section E  - Return to Work:
Item 1: If you stopped working as a result of your work-related injury/illness, check Yes and indicate on what date you

stopped working. If you have not stopped working, check No and skip to the next section.



Section E  - Return to Work (cont):
Item 2: If you have since returned to work, check Yes. Also indicate on what date you started working again, as well as if you

have returned to your Normal Duties or if you are on Limited or Restricted Duty. (If you have not returned to your full
pre-injury or illness work duties, then you are on Limited Duty.)

Item 3: If you have returned to work, indicate who you are working for now.
Item 4: Enter your gross pay (before tax pay) per pay period for the job you are working at now. Indicate how often you are

receiving a paycheck (weekly, bi-weekly, etc.).

Section F  - Medical Treatment for This Injury or Illness:
Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item 5. Otherwise,

enter the date you first received treatment for this injury/illness and complete the rest of this section.
Item 2: Check if you were first treated on the job for this injury or illness.
Item 3: Check the location where you first received off site medical treatment for your injury or illness. Include the name and

address of the facility as well as the phone number (including area code).
Item 4: If you are still receiving ongoing treatment for the same injury or illness, check Yes and indicate the name and

address of the doctor(s) providing treatment as well as the phone number (including area code); otherwise check No.
Item 5: If you believe you already had an injury to the same body part or a similar illness, check Yes and indicate if you were

treated by a doctor for this injury or illness. If you were treated by a doctor, indicate the name(s) and address(es) of the
doctor(s) whom provided care and complete and file Form C-3.3 together with this form.

Item 6: If you had a previous injury or illness, check if your previous injury or illness was work-related. If Yes, check if
the injury or illness happened while working for your current employer.

Sign Form C-3 on the bottom of the second page, print your name, and enter the date you signed the form. If a third-party is
signing on behalf of the employee, that person should sign on the second signature line.

What Every Worker Should Do in Case of On-The-Job Injury or Occupational Disease:

1. Immediately tell your employer or supervisor when, where and how you were injured.
2. Secure medical care immediately.
3. Tell your doctor to file medical reports with the Board and with your employer or its insurance carrier.
4. Make out this claim for compensation and send it to the nearest Workers' Compensation Board Office.  (See below.)  Failure to file

within two years after the date of injury may result in your claim being denied. If you need help in completing this form, telephone or
visit the nearest Workers' Compensation Board Office listed below.

5. Go to all hearings when notified to appear.
6. Go back to work as soon as you are able; compensation is never as high as your wage.

Your Rights:

1. Generally, you are entitled to be treated by a doctor of your choice, provided he/she is authorized by the Board. If your employer is
involved in a preferred provider organization (PPO) arrangement, you must obtain initial treatment from the preferred provider
organization which has been designated to provide health care services for workers' compensation injuries.

2. DO NOT pay your doctor or hospital. Their bills will be paid by the insurance carrier if your case is not disputed. If your case is
disputed,
the doctor or hospital must wait for payment until the Board decides your case. In the event you fail to prosecute your case or the
Board decides against you, you will have to pay the doctor or hospital.

3. You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly prescribed by your doctor and for carfares or other
necessary expenses going to and from your doctor's office or the hospital. (Get receipts for such expenses.)

4. You are entitled to compensation if your injury keeps you from work for more than seven days, compels you to work at lower wages,
or results in permanent disability to any part of your body.

5. Compensation is payable directly and without waiting for an award, except when the claim is disputed.
6. Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an attorney or

licensed representative to represent them. If an attorney or licensed representative is retained, his/her fee for legal services will be
reviewed by the Board and if approved will be paid by the employer or insurance company out of any compensation benefits due.
Injured workers or dependents of deceased workers should not directly pay anything to the attorney or licensed representative
representing them in a compensation case.

7. If you need help returning to work, or with family or financial problems because of your injury, contact the Workers' Compensation
Board office nearest you and ask for a rehabilitation counselor or social worker.

This form should be filed by sending directly to the appropriate WCB district office (DO) at the address listed below:

Albany DO - 100 Broadway-Menands, Albany NY 12241 (866) 750-5157 (for accidents in the following counties: Albany, Clinton, Columbia,
Dutchess, Essex, Franklin, Fulton,Greene, Hamilton, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Ulster, Warren, Washington)
Binghamton DO - State Office Building, 44 Hawley Street, Binghamton NY13901 (866) 802-3604 (for accidents in the following counties: Broome,
Chemung, Chenango, Cortland,Delaware, Otsego, Schuyler, Sullivan, Tioga, Tompkins)
Buffalo DO - Statler Towers, 107 Delaware Avenue, Buffalo NY 14202 (866) 211-0645 (for accidents in the following counties: Cattaraugus,
Chautauqua, Erie, Niagara)
Rochester DO - 130 Main Street West, Rochester NY 14614 (866) 211-0644 (for accidents in the following counties: Allegany, Genesee, Livingston,
Monroe, Ontario, Orleans,Seneca, Steuben, Wayne, Wyoming, Yates)
Syracuse DO - 935 James Street, Syracuse NY 13203 (866) 802-3730 (for accidents in the following counties: Cayuga, Herkimer, Jefferson, Lewis,
Madison, Oneida, Onondaga,Oswego,St. Lawrence)
Downstate Centralized Mailing - PO Box 5205, Binghamton NY, 13902-5205 for all DO's in NYC (800) 877-1373; in Hempstead (866) 805-3630; in
Hauppauge (866) 681-5354; in Peekskill (866) 746-0552 (for accidents in the following counties: Bronx, Kings, Nassau, New York, Orange, Putnam,
Queens, Richmond, Rockland, Suffolk, Westchester)
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