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Date:      
Name:      
Re: Claim No.:      
     
Date of Injury:       
     
Employer:   UW-     
This form is needed to properly compute the wage for your Worker’s Compensation benefits. 
Please answer the following questions, sign, date and return to us.

1. 
At the time of your injury, but not because of the injury, did you limit your availability in the labor market to part-time work or to work only with the employer where you were injured? 

  FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No 


If yes, explain your limitation:

2.  
At the time of your injury, were you also employed by another employer or self-employed?

 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No

If yes, please provide us with the name and address of your other employer below: 


Employer name: ________________________________________________________

Employer address: _______________________________________________________
Signed ___________________________________________
Date __________________
Sincerely,

Claims Examiner's Name
Worker’s Compensation

Claims Examiner
cc: UW-     
Office of Risk Management 





780 Regent Street


Madison, Wisconsin 53715-2635                                                   


(608) 890-4792     Risk Management/Worker’s Compensation


(608) 262-4792     Occupational Safety and Health


(608) 263-4419     Environmental Affairs     


(608) 263-7330     Fax





website: http://www.wisconsin.edu/wc
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Universities:  Madison, Milwaukee, Eau Claire, Green Bay, La Crosse, Oshkosh, Parkside, Platteville, River Falls, Stevens Point, Stout, Superior, Whitewater.  Colleges:  Baraboo/Sauk County, Barron County, Fond du Lac County, Fox Valley, Manitowoc, Marathon County, Marinette, Marshfield/Wood County, Richland, Rock County, Sheboygan, Washington County, Waukesha.  Extension:  Statewide.


