	STATE OF MICHIGAN
WORKERS’ COMPENSATION AND 

LONG TERM DISABILITY CLAIM FORM
Is this a Workers’ Compensation Claim  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Send to: 

Citizens Management Inc.
P.O. Box 740
Howell, Michigan 48844-0740
Phone: 800- 324-9901   Fax: 517- 540-3100
Email: SOMCLAIM@HANOVER.COM
*CMI is the State’s Third Party Administrator (TPA)

Please Notify and Send Your Human Resource Office a Copy


	Claimant Information
	Employee Name:  Last:       
First:       
Middle:       
Employee I.D. Number:       
Date of Birth:          /          /        
Gender:       
Address:       
City:       
State:      
Zip:      
Best Telephone # to reach you: (           )           -            Ext.       
Alternate Telephone #: (           )            -            Ext.       
Department/Agency:       
Location/Work Site:       
Occupation Title:       
Date Hired:          /          /        
Supervisor's Name:      
Phone: (           )           -            Ext:      
Tax Filing Status (check one):   FORMCHECKBOX 
 Single              FORMCHECKBOX 
 Married filing Separately                  FORMCHECKBOX 
 Single Head of Household                      FORMCHECKBOX 
 Married filing Jointly

Are you paying support through Friend of Court?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, which County?      

	
	Dependents:

(First, Middle Initial, Last names)

Date of

Birth

Relationship

To employee

Address

     
    /      /      
     
     
     
    /      /      
     
     
     
    /      /      
     
     
     
    /      /      
     
     
(Use additional sheet if necessary)


	Other Income 
	Were you working a second job or were you self employed when you were injured or became ill?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Name and phone of second employer/business:       
Earnings per month?
$      
Do you receive any type of Social Security, Pension, Unemployment, wage continuance No-Fault Benefit, or reimbursement by a Self-insured plan?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, who pays the benefit:       
How much per month?
$      
Does your spouse receive any type of Employment Wages, Social Security, Pension, Unemployment, wage continuance No Fault Benefit, or reimbursement from a Self‑insured plan?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, who pays the benefit:       
How much per month?
$      



	Medical Information
	Did you receive medical treatment for this injury/illness?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
If yes - name, address, telephone number of medical provider:       
Were you hospitalized for this injury/illness?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   How many days?        If yes, where?       
Diagnosis from your physician:       
Did you take time from work?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      If yes, what is your actual or anticipated return to work date?          /          /        
Date of next doctor’s appointment?              /            /         


	Incident Information


	Date of Injury/illness:      /        /       
Time Work Day Started:       
Time of Injury/illness:       
Last Day Worked:         /          /        
Employee Reported Claim To (Name):       
Date of Knowledge:          /          /        
Reported To TPA* by (Name):       
Reported by - Title:       
Reported by - Phone: (         )         -       
Employer Report to TPA* Date:      /      /      
Injured on Employer Premises:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If no, where?       
Accident City:       
What were you doing just before the incident occurred?       
What Happened?      


	
	Name of witness(es) to injury:      
Was this injury the result of an automobile accident?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Cause:       
Source/Object:       
Select from list: (Burn, scald, heat or cold; Contact with; Exposure to bodily fluids; Slip, trip or fall; Cut, puncture or scrape; Caught in, under or in between; Motor vehicle; Strain or injury by; Struck by; Strike against or stepping on; Absorption, inhalation or ingestion; Rubbed or abraded by; No physical cause of injury, Foreign body in eye)

(e.g., Bodily fluids; Door; Chair; Computer; Office work; Noise; Dust; Fumes; Ice or snow; Water; Grease; Chemicals; Steam; Fire; Power or hand tools; Ladder; Patient; Inmate; Public; Co-worker; Improper storage; Needle or sharps; Animal; Insect; Knife; Forklift; Boxes; Poor housekeeping; Ventilation; Electricity; Firearm; Food, etc.)

Site:       
Injured Body Parts in order of severity: 

(1)      
(e.g., Office/workstation; Hallway; Steps or stairwell; Loading dock; Grounds; Building X; Classroom; Residence; Cell; Patient room; Health Care; Fitness Center; Cafeteria; Mailroom; Laundry; Pool; Food service area; Traffic work zone; Highway or Interstate; Biological, Toxicological, etc. Lab; Park; Farm; Forest; Firing range; Armory; Roof; Parking lot; Sidewalk; Maintenance or boiler room; Garage; Tunnel; Pit; Confined Space; Warehouse or storeroom; Elevator; Dumpster; etc.)

(2)      
(3)      



	Appropriate section below to be signed by person reporting information:

	

	In consideration of the payment to me of disability benefits in advance of my having complied with all requirements concerning proof of other income (including amounts of other income) and understanding that such payment may later be determined to be in excess of benefits which should have been paid under a State of Michigan Disability Benefit Program (the Program), I hereby assign, transfer and agree to reimburse the State of Michigan or its Third Party Administrator to the extent of any such benefits paid under the Program for which I am ineligible by reason of benefits being paid to me or on my behalf (1) under any pension plan or retirement program to which the State of Michigan contributed, (2) through or under any Social Security law, Long Term Disability Plan or Worker’s Compensation law, or (3) from any other sources which by the terms of the Program are to be taken into account in determining the amount of the disability benefits.

______________________________________________________________

______________________________________________

Employee Signature 






Date

	

	To the best of my knowledge this information is accurate and complete.

_____________________________________________________

________________________________________

Employer Signature






Date
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