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District of Columbia 
Workers’ Compensation Claims 

Key Forms and Dates 

1. Employee’s Notice of Accidental Injury or Occupational Disease (DCWC No. 7) (Exhibit
No. 1)

• Filed by Claimant with the OWC and with Employer
• Identifies Employer, specifies injury and average weekly wage (“AWW”)

claimed, etc.
• Should be filed with OWC within 30 days of injury.
• This form is available in Spanish and is entitled “Notificación del Empleado

Sobre un Daño Accidental o Una Enfermedad por Razones Laborales.”

2. Employee’s Claim Application (DCWC No. 7A) (Exhibit No. 2)
• Sent by Claimant along with Form 7 to both OWC and Employer.
• Must be filed within 1 year of injury or death, but 1 year clock is forgiven if

Employer has not filed Form No. 8.
• Employer must then either pay benefits and file Memo of Payment, DCWC No. 9,

or file Notice of Controversion, DCWC No. 11, within 14 calendar days.
• This form is available in Spanish and is entitled “Solicitud de Reclamación del

Empleado.”

3. Employer’s First Report (DCWC No. 8) (Exhibit No. 3)
• Filed by employer upon notice of alleged work related injury.
• Does not constitute filing a claim nor is it evidence of truth of Claimant’s

allegations.
• Starts limitations running for indemnity benefits
• Will not trigger a hearing or Award

4. Memo of Payment (DCWC No. 9) (Exhibit No. 4)
• Filed with initial payment of compensation, following the issuance of a

Compensation Order or when any new period of compensation begins.
• Can file with a provisional payment if the Claimant’s alleged Average Weekly

Wage is incorrect.

5. Wage Schedule (DCWC No. 10) (Exhibit No. 5)
• District of Columbia law requires 26 weeks to be used in calculating

compensation.
• Should be filed with Memo of Payment or Notice of Controversion.  If filed later,

new Memo of Payment or Notice of Controversion should be filed with the Wage
Statement.

6. Notice of Controversion/Memo of Denial of Workers’ Compensation Benefits (DCWC
No. 11) (Exhibit No. 6)

• Used for both initial denial of claim and for subsequent termination of benefits.



  

7. Memo of Payment (Exhibit No.7) 
• Filed to notify that TTD has been initiated.   

 
 
8. Notice of Final Payment (DCWC No. 15) (Exhibit No. 8) 

• Filed when terminating payments for any reason. 
• If terminating payments for a contested reason, must also file Notice of 

Controversion. 
 

9. Application for Informal/Mediation Conference (Exhibit No. 9) 
• Informal Conference Notice will be generated in 2 to 3 weeks. 
 

10. Memorandum of Informal Conference (Exhibit No. 10) 
• Findings of fact and recommendations issued by Claims Examiner following 

Informal Conference.  
• Either party may notify the Claims Examiner in writing within 14 business days 

that it is accepting or rejecting the recommendation.  If no party takes any action, 
the Claims Examiner will convert the recommendation into a Final Order.  If a 
party rejects the recommendation, it must file a Request for Formal Hearing 
within 34 business days.  The recommendation is then null and void.  

 
11. Stipulation (Exhibit No. 11) 

• Avoids hearing, but does not automatically close any aspect of claim 
• OWC will issue Final Order approving Stipulation.  
• Claimant’s attorney’s fees are deducted from Final Order and are specified in the 

body of the Stipulation. 
 
12. Petition for Lump Sum Settlement (Exhibit No. 12) 

• Can have a “full and final” settlement, with or without “closed medicals”, but 
must be approved by OWC (form Order approving) 

• Claimant’s attorney’s fee is deducted from total settlement amount and specified 
in the Petition.  

• Unlike Stipulation, forever closes all aspects of claim once approved by OWC, 
unless medicals are left open. 

 
13. Application for Formal Hearing (OWC-20) (Exhibit No. 13) 
 
14. Employee’s Rights and Obligations Information Sheet (Exhibit No. 14) 
 
15. Workers’ Compensation Notice of Compliance, Employer Form (No. 1 DCWC) (Exhibit 

No. 15)  



 

 

 

 

  
 Exhibit 1 

 



DISTRICT OF COLUMBIA GOVERNMENT�
OFFICE OF WORKERS' COMPENSATION�
4058 MINNESOTA AVENUE, N.E.�
WASHINGTON, D.C. 20019�

(202) 671-1000

Warning:  It is a crime to provide false or�
misleading information to an insurer for�
the purpose of defrauding the insurer or�
any other person.  Penalties include�
imprisonment and/or fines.  In addition, an�
insurer may deny insurance benefits if�
false information materially related to a�
claim was provided by the applicant.�

_______________________________�
Date of This Report�

_______________________________�
Employee Social Security No.�

_______________________________�
Employer Identification No.�

_______________________________�
Insurer No.�

EMPLOYEE’S�
NOTICE OF ACCIDENTAL INJURY OR OCCUPATIONAL DISEASE�

NOTICE TO EMPLOYEE�

YOU MUST FILE THIS REPORT WITHIN 30 DAYS AFTER YOU BECOME AWARE OF AN ACCIDENTAL INJURY�
OR OCCUPATIONAL DISEASE AND ITS RELATIONSHIP TO YOUR JOB.  PART 1 SHOULD BE MAILED TO THE�
D.C. GOVERNMENT, OFFICE OF WORKERS’ COMPENSATION AT THE ABOVE ADDRESS.  PART 2 SHOULD BE�
MAILED OR DELIVERED TO YOUR EMPLOYER, AND PART 3 RETAINED FOR YOUR RECORDS.  IN ORDER TO�
PRESERVE YOUR RIGHTS UNDER THE LAW, YOU MUST FILE A CLAIM FORM NO. 7a DCWC, A COPY OF�
WHICH CAN BE OBTAINED FROM YOUR EMPLOYER OR THE OFFICE OF WORKERS’ COMPENSATION.�

Date and Time of Injury:� ____________________________________________________________________�am/pm?�

Place where injury occurred:� ______________________________________________________________________�

Description of Injury:�___________________________________________________________________________�

_________________________________________________________________________________________�

THIS IS TO NOTIFY YOU� _______________________________________________________________________�

THAT I� ____________________________________________________________________________�while in your�

employ, sustained an injury   or contracted an occupational disease   as described above, caused by:�

_________________________________________________________________________________________�

Treating Physician’s Name and Address:�_______________________________________________________________�

_________________________________________________________________________________________�

Employee Name�
and Address:�

Employer Name�
and Address:�

Insurer Name�
and Address:�

(Employer)�

(Employee’s Signature)�
FORM NO. 7 DCWC�





 

 

  
 Exhibit 2 

 



DISTRICT OF COLUMBIA GOVERNMENT�
OFFICE OF WORKERS' COMPENSATION�
4058 MINNESOTA AVENUE, N.E.�
WASHINGTON, D.C. 20019�

(202) 671-1000�

Warning:  It is a crime to provide false or�
misleading information to an insurer for�
the purpose of defrauding the insurer or�
any other person.  Penalties include�
imprisonment and/or fines.  In addition, an�
insurer may deny insurance benefits if�
false information materially related to a�
claim was provided by the applicant.�

_______________________________�
Date of This Report�

_______________________________�
Employee Social Security No.�

_______________________________�
Employer Identification No.�

_______________________________�
Insurer No.�

EMPLOYEE’S CLAIM APPLICATION�

NOTICE TO EMPLOYEE�

A CLAIM FOR WORKERS’ COMPENSATION BENEFITS HAS BEEN FILED WITH THIS OFFICE.  YOU HAVE 14 DAYS FROM�
THE RECEIPT OF THIS NOTICE IF YOU HAVE NO PREVIOUS KNOWLEDGE OF INJURY OR ITS RELATIONSHIP TO EM-�
PLOYMENT, TO BEGIN VOLUNTARY PAYMENTS OF WORKERS’ COMPENSATION BENEFITS TO THE ABOVE NAMED EM-�
PLOYEE, OR YOU MUST FILE A NOTICE OF CONTROVERSION, MEMO OF DENIAL OF BENEFITS, FORM NO. 11 DCWC�
WITH THIS OFFICE.  FAILURE TO PAY BENEFITS, UNLESS YOU CONTROVERT THE EMPLOYEE’S RIGHT TO BENEFITS,�
WILL SUBJECT YOU TO PENALTIES UNDER THE ACT. YOU SHOULD CONTACT YOU INSURER IMMEDIATELY.�

Date and Time of Injury:� _________________________________________am/pm?  Office Representative __________________________________�

Place where injury occurred:� _________________________________________________________________________________________________�

Description of Injury:�___________________________________________________________________________�

_________________________________________________________________________________________�

THIS IS TO NOTIFY YOU� _______________________________________________________________________�

That�while in the employ of the above named employer I sustained a disabling injury       or contracted an occupational disease      as described�

above.  The disability was caused by: ________________________________________________________________________________________�

Treating Physician’s Name and Address:�_______________________________________________________________�

_________________________________________________________________________________________�

Employee Name�
and Address:�

Employer Name�
and Address:�

Insurer Name�
and Address:�

(Employee’s Signature)�
FORM NO. 7A DCWC�

YOU SHOULD HAVE ALREADY FILED OR SHOULD�
FILE EMPLOYEE’S NOTICE OF ACCIDENTIAL INJURY�
OR OCCUPATIONAL DISEASE, FORM NO. 7 DCWC.�

I HAVE FILED THE CLAIM WITH THE OFFICE OF�
WORKERS’ COMPENSATION.�





 

 

 

  
 Exhibit 3 

 



 
 
District of Columbia Government   
Office of Workers’ Compensation 
4058 Minnesota Avenue, N.E. 
Washington, DC 20019 
(202) 671-1000 

	  

	  

	  	  	  	  	  	  	  	  	  
EMPLOYER’S	  FIRST	  REPORT	  OF	  INJURY	  OR	  OCCUPATIONAL	  DISEASE	  

Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  
	  
	  
	  

	   	  

 
IMPORTANT: Every employer shall file this report as soon as possible after knowledge of an occupational injury or disease to one of 
its employees, but no later than ten (10) days thereafter.  Failure to file this form shall be subject to civil penalty not to exceed $1,000. 
 
Date and time of Injury: _________________________________________am/pm?  Day of the week?_________________________________ 
Normal starting time: ____________am/pm?  If employee back to work, give date and time: ___________________________________am/pm? 
At what wage? ___________________________  If fatal, give date of death ___________________________________(file supplement report) 
Date/time disability began? _______________________________ am/pm?  Was the injured paid  in full for this day? _____________________ 
Was the injured given Form No. 7 DCWC?  � Yes  � No Foreman/Supervisor____________________________________________________ 
When did you or the foreman first learn of the injury? ________________________________________________________________________ 
� Male  � Female   DOB: __________  Employee’s Telephone No.: ____________________________________________________________ 
Occupation when injured? _______________________________  Was this his/her regular occupation?________________________________ 
(Department or branch regularly employed): _______________________________________________________________________________ 
Was the injured hired in DC? ________________ How long employed by you? ___________________________________________________ 
Piece or time worker? ________________________________ Hourly wage? _____________ Hours worked/day? _______________________ 
Daily wages: _________________ Days worked per week:  _______________________________ Average weekly earnings:______________ 
If board and lodging were furnished or gratuities reported in addition to wages, give estimated value per day, week, or month:_______________ 
Employer’s principal business function in DC:______________________________________________________________________________ 
Employer’s Telephone No.: ______________________________________ Insurance Policy No.:____________________________________ 
Location of plant or place where accident occurred: _________________________________________________________________________ 
On employer’s premises? _____________________________________________________________________________________________ 
Describe fully the events which resulted in injury or disease, what the employee was doing when injured and type of injury including parts of the 
body affected: ______________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________ 
Name of Witnesses: _________________________________________________________________________________________________ 
Nature and location of injury (Describe fully): ______________________________________________________________________________ 
__________________________________________________________________________________________________________________
Attending Physician and Address (If Hospital Involved – Indicate):______________________________________________________________ 
__________________________________________________________________________________________________________________ 
 

                                                                                                     ________________________________________________________ 
                                                                                                                                Name (Please Print or Type) 
_______________________________________________  ________________________________________________________ 
 Name of Person Completing Form                 Signature 
        ________________________________________________________ 
                  Official Position 
Form No. 8 DCWC   9-2491 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 
	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 



 

 

 

 

 

 
 

 Exhibit 4 
 



 
 
District of Columbia Government   
Office of Workers’ Compensation 
4058 Minnesota Avenue, N.E.  
Washington, DC 20019 
(202) 671-1000 

	  

	  

	  
Memo	  of	  Payment	  of	  Workers’	  Compensation	  

Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  
	  
	  
	  

	   	  

 
The employer is required to pay disability compensation and to file with the Office of Workers’ Compensation (OWC), copy to 
employee, memorandum of payment in accordance with Section 16, as soon as possible after date of knowledge of injury, but by the 
fourteenth day thereafter.  Filling shall also be made upon making provisional payment, adjusting such payment, and upon making 
payment resulting from an OWC award.   Failure to pay and to file memoranda promptly, in the absence of a legitimate denial of 
benefit, shall subject the employer to an added ten percent (10%) of payment. 
 
Date and time of Injury: _________________________________________ 
 
Description of Injury: _________________________________________________________________________________________________ 
 
 Disability/Recurrence First Supplemental 

Report- Received Date 
1st Payment 2nd Payment 

Date  
 

   

   
                   Compensation at the rate of $ ________________per week. Average weekly wage of $ ____________________. 
           
        
Beginning _____________________________               
 
Compensation payment voluntary   � Yes � No 
Compensation payment results from OWC hearing award � Yes � No 
Memo indicating provisional payment already filed � Yes � No 
Memo indicating adjustment in total disability � Yes � No 
 
See attached wage schedule, except if maximum compensation or disability is less than seven (7) days. 
 
Missing wage schedule � Yes � No 
 
When expected?  ______________________  Provisional Payment of $ ________________________, subject to later adjustment. 
 
 
        ________________________________________________________ 
          Name (Please Print or Type) 
 
_______________________________________________  ________________________________________________________ 
 Office Approval & Date                                  Signature 
 
        ________________________________________________________ 
                  Telephone Number 
 
 
 
 
 
 
 
 
Form No. 9 DCWC   9-2492 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 
	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 



 

 

 
 

 

 

 Exhibit 5 
 



 
 
District of Columbia Government   
Office of Workers’ Compensation 
4058 Minnesota Avenue, N.E.  
Washington, DC 20019 
(202) 671-1000 

	  

	  

Wage	  Schedule	  
Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  

	  
	  
	  

	   	  

 
Employer must forward to insurer copies of this schedule no later than employee’s tenth (10th) day of loss of wages. 
 
This wage schedule is for 26 weeks prior to date of injury, for wages fixed by week, month, or year, and must be filed with Office of 
Workers’ Compensation by insurer, together with Form No. 9 DCWC, except when maximum compensation is paid.  (Wages: In 
addition to money payments, wages mean reasonable value of board, rent, and housing that were received from employer as well as 
gratuities declared for tax purposes.)  
 
Date of Hire: __________________     Date of Injury: __________________ 
 
Hourly Wages: ________________      Average Weekly Earnings: _________________ 
 

 1 2  3 4 
Week Ending Gross 

Earnings 
Other 

Advantages  
(see wages definition 

above) 

Week Ending Gross 
Earnings 

Other 
Advantages  

(see wages definition 
above) 

1   14   
2   15   
3   16   
4   17   
5   18   
6   19   
7   20   
8   21   
9   22   
10   23   
11   24   
12   25   
13   26   
   
Total of columns 1,2,3 and 4 _____________________________ 
 
If wages fixed by week, month, or year, state amount ____________________ per __________________________ 
 
 
        
_______________________________________________  ________________________________________________________ 
              Representatives Name                    Signature 
 
        
 
 
 
 
 
 
 
 
Form No. 10 DCWC   9-222173 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 
	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 



  

 Exhibit 6 
 



 
 
District of Columbia Government   
Office of Workers' Compensation 
4058 Minnesota Avenue, N.E.  
Washington, DC 20019 
(202) 671-1000 

	  

	  

	  
	  Notice	  of	  Controversion	  

	  Memo	  of	  Denial	  of	  Workers’	  Compensation	  
Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  

	  
	  
	  

	   	  

 
 
Date of Accident: ________________________ 
 
Date First Report Received:____________________ 
 
 

YOUR WORKERS’ COMPENSATION BENEFITS ARE HEREBY DENIED BY EMPLOYER OR INSURER FOR REASON(S) 
INDICATED BELOW. IF YOU DISAGREE, YOU MAY APPPLY FOR A HEARING BY COMPLETING FORM NO. 20 (ON THE 
REVERSE).THE HEARING WILL BE SCHEDULED WITHIN 20 WORKING DAYS AFTER RECEIPT OF THIS NOTICE. IN THE 
INTERIM, IF YOU WISH TO PARTICIPATE IN AN INFORMAL CONFERENCE, YOU MAY CALL 202-671-1000 OR WRITE THE 
DIRECTOR AT THE ADDRESS ABOVE. YOU MAY BE REPRESENTED AT SUCH PROCEEDINGS IF YOU SO DESIRE, AND 
YOU WILL BE ADVISED IN WRITING OF THE PLACE, DATE AND TIME. IF YOU HAVE NOT ALREADY FILED AN 
EMPLOYEE’S CLAIM APPLICATION, FORM NO.7a DCWC, YOU MUST DO SO WITHIN ONE (1) YEAR OF THE DATE OF 
INJURY OR ONE (1) YEAR AGTER THE LAST PAYMENT OF COMPENSATION BENEFITS BY YOUR EMPLOYER. 

 
 

REASONS 
 

1. q  No Employer- Employee Relations 
2. q  No Casual Relationship to Employment 
3. q  Improper Notice of Injury by Employee 
4. qContinuing Disability Contested  
5. q  No Jurisdiction Under D.C. Law 
6. q  Other 

 
 
Explanation:_______________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
 
Authorized Representative ____________________________________________ 
 q INITIAL DENIAL                               q  SUBSEQUENT DENIAL 
 
 
Form No. 11 DCWC   9-2492 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 
	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 



THE DISTRICT OF COLUMBIA GOVERNMENT 

DEPARTMENT OF EMPLOYMENT SERVICES 

OFFICE OF WORKERS’ COMPENSATION 

4058 MINNESOTA AVENUE, N.E. • WASHINGTON, D.C. 20019 (202) 671-1000 

 

 

APPLICATION FOR FORMAL HEARING 

 

CLAIMANT: ____________________________________________________ 

EMPLOYER: ____________________________________________________ 

INSURANCE COMPANY: __________________________________________ 

DATE OF INJURY: ______________________________________________ 

 

THIS IS TO ADVISE YOU A HEARING IS REQUESTED PURSUANT TO SECTION 26, 
D.C. LAW 3-177. 

PLEASE NOTIFY ME OF THE SCHEDULED DATE AT THE FOLLOWING ADDRESS. 

_______________________________________ 

NAME OF REQUESTER 

_______________________________________ 

NAME OF FIRM, COMPANY OR ORGANIZATION, IF ANY 

____________________________________________________ 

ADDRESS                                            ZIP CODE 

____________________________________________________ 

DATE 

 

IF REQUESTER IS REPRESENTING CLAIMANT OR ANOTHER PARTY, SO INDICATE 
HERE: ________________________________________________ 

	  

FORM	  NO.20	  DCWC	  

	  



 

 
 

 

 

 

Exhibit 7 
 



 
 
District of Columbia Government   
Office of Workers’ Compensation 
4058 Minnesota Avenue, N.E.  
Washington, DC 20019 
(202) 671-1000 

	  

	  

	  
Memo	  of	  Payment	  of	  Workers’	  Compensation	  

Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  
	  
	  
	  

	   	  

 
The employer is required to pay disability compensation and to file with the Office of Workers’ Compensation (OWC), copy to 
employee, memorandum of payment in accordance with Section 16, as soon as possible after date of knowledge of injury, but by the 
fourteenth day thereafter.  Filling shall also be made upon making provisional payment, adjusting such payment, and upon making 
payment resulting from an OWC award.   Failure to pay and to file memoranda promptly, in the absence of a legitimate denial of 
benefit, shall subject the employer to an added ten percent (10%) of payment. 
 
Date and time of Injury: _________________________________________ 
 
Description of Injury: _________________________________________________________________________________________________ 
 
 Disability/Recurrence First Supplemental 

Report- Received Date 
1st Payment 2nd Payment 

Date  
 

   

   
                   Compensation at the rate of $ ________________per week. Average weekly wage of $ ____________________. 
           
        
Beginning _____________________________               
 
Compensation payment voluntary   � Yes � No 
Compensation payment results from OWC hearing award � Yes � No 
Memo indicating provisional payment already filed � Yes � No 
Memo indicating adjustment in total disability � Yes � No 
 
See attached wage schedule, except if maximum compensation or disability is less than seven (7) days. 
 
Missing wage schedule � Yes � No 
 
When expected?  ______________________  Provisional Payment of $ ________________________, subject to later adjustment. 
 
 
        ________________________________________________________ 
          Name (Please Print or Type) 
 
_______________________________________________  ________________________________________________________ 
 Office Approval & Date                                  Signature 
 
        ________________________________________________________ 
                  Telephone Number 
 
 
 
 
 
 
 
 
Form No. 9 DCWC   9-2492 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 
	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 



 

 

 

 
 

 

 Exhibit 8 
 



 
 
District of Columbia Government   
Office of Workers’ Compensation 
4058 Minnesota Avenue, N.E. 
Washington, DC 20019 
(202) 671-1000 

	  

	  

	  
NOTICE	  OF	  FINAL	  PAYMENT	  OF	  COMPENSATION	  PAYMENTS	  

Employee Name and Address: Employer Name and Address:	   Insurer Name and Address:	  
	  
	  
	  

	   	  

 
INSTRUCTIONS:  This notice must be filed with the Office of Workers’ Compensation, P.O. Box 56098, Washington, D.C. 20011, within 
16 days after compensation has ended, subject to civil penalty. 
 
Date and time of Injury: ________________________________  Date of Last Payment: ____________________________________________ 
Date employee returned to work: _________________________ Date employee lost pay because of injury: ____________________________ 
Date employee able to return to work, per physician’s report of work ability: ______________________________________________________    
Was compensation paid at the maximum rate?  q Yes     q   NO 
 

 
Average weekly wage $______________ multiplied by 2/3 = Compensation rate $___________________ 
 
State reasons for ending of payments: 

Enter All Disability Payments 
 

TYPE OF DISABILITY FROM 
(mo-day-yr) 

To 
(mo-day-yr 

AMT. PAID 
PER WEEK 

NO. OF 
WEEKS 

PAID 

TOTAL 
 

Temporary total      
Temporary partial 

Permanent Partial (non- 
schedule) 

     

Permanent Partial 
(Schedule loss, facial or other 

disfigurement) 

Percent Part of Body    

  

    Total $ 
ENTER OTHER PAYMENTS 

a. Attorney fees ________________ 
b. Penalty for late payment ______ 

c. Interest ________________ 
 

TOTAL:  

Name of insurance carrier or self- insured employer 
Signature of person authorized to sign for carrier TITLE 
EMPLOYEE 
PLEASE READ 
CARFULLY 

If you have any permanent impairment of the body or other disability from the injury for 
which you have not received compensation, you should inform the Director at the above 
address of same, and request Form No. 7a DCWC in order to preserve your claim and 
rights under the law. 

 
 
 
 
Form No. 15  DCWC   9-2492 

Date of This Report 
 
 
Employee Social Security No. 
 
 
Employer Identification No. 
 
 
Insurer No. 
 

	  

Warning: It is a crime to provide false or misleading 
information to an insurer for the purpose of defrauding 
the insurer or any other person.  Penalties include 
imprisonment and/or fines. In addition, an insurer may 
deny insurance benefits if false information materially 
related to a claim was provided by the applicant. 
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Government of the District of Columbia�
Department of Employment Services�

Office of Workers’ Compensation         4058 Minnesota Avenue, N.E.             Washington, D.C. 20019�

APPLICATION FOR INFORMAL / MEDIATION CONFERENCE�

Name of party on whose behalf this application is submitted:  _____________________________________________________________________�

OWC No.: ______________________________________________________________________________________________________________�

Date of Injury: __________________________________________________________________________________________________________�

IF THE PARTY APPLYING FOR INFORMAL CONFERENCE IS REPRESENTED AND THE REPRESENTATIVE�
HAS NOT ENTERED HIS / HER APPEARANCE, A COPY OF THE REPRESENTATIVE’S AUTHORIZATION�
MUST BE ATTACHED TO THIS APPLICATION.�

Claimant name, address, and phone number:  ________________________________________________________________________________�

 ______________________________________________________________________________________________________________________�

Claimant representative’s name, address, and phone number: ____________________________________________________________________�

 ______________________________________________________________________________________________________________________�

Employer name, address, and phone number: ________________________________________________________________________________�

_______________________________________________________________________________________________________________________�

Carrier name, address, and phone number: ___________________________________________________________________________________�

_______________________________________________________________________________________________________________________�

Employer/Carrier representative’s name, address, and phone number: ___________________________________________________________�

_______________________________________________________________________________________________________________________�

ISSUES TO BE DISCUSSED:� ___________________________________________________________________________________�
___________________________________________________________________________________________________________�
___________________________________________________________________________________________________________�
___________________________________________________________________________________________________________�

Employer/Carrier Position:� ______________________________________________________________________________________________�
_______________________________________________________________________________________________________________________�
_______________________________________________________________________________________________________________________�

_________________________________________________�
Signature of Party Requesting Conference�

Informal procedures may include informal conferences and mediation conferences provided that participation by interested�
parties in these conferences is voluntary.  Informal conferences shall be held at the Office or by telephone.  A statement sup-�
porting good cause must be attached to the Application.  The Associate Director and/or Supervisor will make the final decision.�

One major purpose of the informal conference is to amicably dispose of controversies, whenever possible.  It is a requirement�
that: all pertinent written / documentation (i.e.) (factual, medical, etc.) shall be provided to the office and exchanged among all�
parties at the earliest possible date, or at least 48 hours prior to the commencement of the conference. [This process serves to�
assist in ensuring an expeditious resolution of controversies.]�

•�
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 Exhibit 12 
 











best interest of the claimant, dischatgmg the Jiability of the empfoyer AA<l insurance catrier for 

such <:ompensation consistent with the terms ofthe agreed settlement 

Da:te 

Date 

Date 

Flash Gordon 
1 CLAIMANT 

GlailXlant' s Counsel, Esq, 
Dewey, Cheatham & :Howe, LLP 
2011 XYZSti:eet, NW 
Washington; D.C, 20036 
ATTORNEY FORCLA!MA:NT 

Em:i:11oyer's Cotu1se], Esg_'t:!ire 
FRANKLIN &PROKOPU� 
Two North Chat'il;)$ 81:re.et, Suite 60{) 
Baltimore, MD 21201 
COUNSEL FOR EMPLOYER/CARRIER 
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 Exhibit 13 
 



DISTRICT OF COLUMBIA DEPARTMENT OF EMPLOYMENT SERVICES 
Administrative Hearings Divisions 

Office of Hearings and Adjudication 
4058 Minnesota Avenue, N.E., 4th Floor, Washington, DC 20019 

 (202) 671-2233 
 

APPLICATION FOR FORMAL HEARING 
OWC File No.  690833 

 
Name of party on whose behalf this Application is submitted: _______________________ 
 
IF THE PARTY APPLYING FOR A FORMAL HEARING IS REPRESENTED, A COPY 
OF THE REPRESENTATIVE'S AUTHORIZATION MUST BE ATTACHED TO THIS 
APPLICATION. 
 
Name, address, and phone number of the employee:           ____________________. 
  
Name, address, and phone number of the employee's representative:    
__________________________________________________________________________. 
 
Name, address, and phone number of employer:      .                                                                                                       
 
Name, address, and phone number of carrier:  _____________________________________.                                                          
 
Name, address, and phone number of the employer/carrier’s representative:  
___________________________________________________________________________. 

Have the parties attended an informal conference held by the Office of Workers' 
Compensation? 
(   ) yes (  ) no. Has the employee filed a claim (Employee's Claim Application, Form No. 7A 
DCWC)? (  ) yes (  ) no. If yes, attach a copy of the employee’s claim.  HEARINGS WILL 
NOT BE PLACED ON THE DOCKET UNTIL A CLAIM (EMPLOYEE'S CLAIM 
APPLICATION, FORM 7A DCWC) HAS BEEN FILED. 
    



-2- 
 
State the facts of the claim:   ____________________________________________________. 

 

State the issues you will present for resolution at the hearing:    ____   . 

                                                                                                                                                                                                                                                                                                                               
Does the employee have other claims pending with the OWC? (  ) yes (   ) no. If yes, state OWC 
No(s).: 

 

Type or Print the name of the person submitting this Application:  
____________________________________________________________________________.           

 

Signature:                                                                         
Date:      
 
 
 I HEREBY CERTIFY that a duplicate of the Application for Formal Hearing was (check 

applicable method) (  ) duly served in person, or () sent by certified mail on this ______ day of 

August, 2012 to: (NAME), Associate Director, Office of Workers’ Compensation, 4058 

Minnesota Avenue, N.E., 4th Floor, Washington, DC 20019 and (NAME), Esquire, Attorney for 

Claimant. 

                                                                         

       _______________________________ 
       Defense Attorney, Esquire 
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Employee’s Rights and Obligations�
District of Columbia Workers Compensation Law�

·� You are required by law to promptly report your injury by filing DCWC Form 7, employee’s Notice of�
Accidental Injury or Occupational Disease, with your employer and the Office of Workers’ Compensa-�
tion within 30 days of the date of injury or the date you have knowledge that the injury is related to your�
job.�

·� In order to preserve your right to workers’ compensation benefits under the law, you must file a written�
claim on DCWC Form 7a, Employee’s Claim Application, within 1 year after your injury, or within 1�
year after the last payment of benefits.  Benefits include indemnity payments for lost wages, medical�
services and treatment, and vocational rehabilitation.�

·� Failure to properly file the Notice of Accidental Injury or Occupational Disease, DCWC Form 7 or the�
Employee’s Claim Application DCWC, Form 7a, may bar your right to future compensation.  Copies of�
these forms and other pertinent information are available on the Department of Employment Services,�
Office of Workers’ Compensation’s web site.  The web site address is listed below.�

·� You may not sue your employer as a result of a work-related injury or disease, the Workers’ Compensa-�
tion law is your exclusive remedy.�

·� You have the right to choose a treating physician.  Once you choose a treating physician you may not�
change physicians unless you get approval from your employer’s insurance company or the Office of�
Worker’s Compensation.  The medical treatment includes medical services, supplies, prosthetic devices,�
and prescriptions.  The medical services include treatment by a dentist, osteopath, podiatrist and chiro-�
practor.�

·� Compensation is not paid for the first 3 days of disability unless the disability exceeds 14 days. Com-�
pensation is paid at the rate of 66�2/3�% of your average weekly wage.  Unless your employer controverts�
your right to compensation within 14 days after he has knowledge of the injury, the 1st installment of�
compensation becomes�due� on the 14�th� day and must be paid within 14 days after it is due.�

·� You have the right to request an informal conference or a formal hearing on disputes arising on matters�
regarding your claim and you have the right to be represented by an attorney or other representative if�
you so desire.�

·� You may be entitled to vocational rehabilitation services if you are unable to return to the job you had�
prior to the injury.�

·� For injuries occurring on or after 4/16/99, temporary partial or permanent partial or permanent partial�
disability benefits will be limited to�500� weeks.  Within 60 days of the expiration date, the claimant may�
petition for an extension of benefits up to�167� weeks beyond the 500-week cap.�

·� Your employer is required to advise you of your rights and obligations under the Workers’ Compensa-�
tion law and if you need further information, you may call the Office of Workers’ Compensation on�
(202) 671-1000 or fax (202) 671-1929.  The web address is�http//does.dc.gov�

http://does.dc.gov
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DISTRICT OF COLUMBIA GOVERNMENT
DEPARTMENT OF EMPLOYMENT SERVICES

OFFICE OF WORKERS’ COMPENSATION

4058 MINNESOTA AVENUE, N.E.   • WASHINGTON, DC 20019 • (202) 671-1000 • (202) 671-1929 (fax)

Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other
person.  Penalities include imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information
materially related to a claim was provided by the applicant.

NOTICE OF COMPLIANCE
TO EMPLOYEES

TO EMPLOYERS

1. You are required by law to report promptly to your employer and the Office of Workers’ Compensation an occupational injury or
disease, even if you deem it to be minor.  Form No. 7 DCWC, Notice of Accidental Injury or Occupational Disease, to be obtained
from the employer or the Office of Workers’ Compensation, must be used for that purpose.  After you have completed and signed it,
you should mail it to the Office of Workers’ Compensation at the above address, and to your employer.

2. You are entitled, if required, to the services of a physician or hospital of your choice and lost wages.  Call (202) 671-1000 for
information.

3. You may not sue your employer as a result of a work-connected injury or disease by reason of your exclusive remedy under the
Workers’ Compensation Law.

4. In order to preserve your right to benefits under the DC Workers’ Compensation Law, you must file a written claim on Form No. 7A
DCWC, Employee’s Claim Application, within one (1) year after your injury, or within (1) year after the last payment of benefits.

5. If you desire information regarding your rights and obligations prescribed by law, you may call your employer first.  If you need
further information you may call the Office of Workers’ Compensation at (202) 671-1000.

6. The law gives you the right to be represented if you so desire.

1. You are required to have Workers’ Compensation insurance coverage if you have 1 or more employees.

2. You are required to display this poster at each worksite so that it will be of the greatest possible benefit to your employees.

3. You must file an Employer’s First Report of Injury or Occupational Disease, Form No. 8 DCWC, with the Office of Workers’
Compensation, copy to the nearest claim office of your insurer, on all occupational injuries or disease, as soon as possible, but no later
than 10 days after the date of knowledge thereof.

4. Your employee must file Form No. 7 DCWC, Employee’s Notice of Accidental Injury or Occupational Disease.  Please provide your
employee with Form No. 7 DCWC and direct them to complete it and return it to you and the Office of Workers’ Compensation.  Once
you have received notice from the employee, you are required to send the employee a notice of his/her rights and obligations by
certified mail, return receipt requested.

5. You are required to report to the Office of Workers’ Compensation, and your insurer, and disability of more than 3 days which was
not previously reported, as soon as possible, but no later than 10 days after the date of knowledge thereof.

6. You are required to furnish, or cause to be furnished, reasonable medical and hospital services, other remedial care or vocational
rehabilitation, and various types of disability compensation, to an injured or disabled employee.

7. You are required to obtain from the insurer identified below a supply of all required Workers’ Compensation Forms, or you may
download the forms and notice mentioned above at our website http://does.dc.gov

NOTICE: Violation of the various provisions of the Workers’ Compensation law provides for civil penalties.

The undersigned employer hereby gives notice of compliance with all provisions of the Workers’ Compensation Law and Administrative Regulations

NAME OF INSURANCE COMPANY NAME OF EMPLOYER

BY ________________________________________

____________________________________________
Employer ID Number

(if number unknown, employer to request from IRS)

THIS NOTICE IS TO BE POSTED CONSPICUOUSLY IN AND ABOUT EMPLOYER’S PLACE(S) OF BUSINESS

FORM NO. 1 DCWC Revised June, 2002





2325 Dulles Corner Boulevard 
Suite 1150

Herndon, Virginia 20171
703.793.1800

703.793.0298 Fax 

____________

____________

____________

____________

____________ ____________

1101 Opal Court
Hub Plaza, Suite 210

Hagerstown, Maryland 21740
301.745.3900

301.766.4676 Fax

8603 Commerce Drive
Suite 7A

Easton, Maryland 21601
410.820.0600

410.820.0300 Fax

100 S. Queen Street
 Suite 200

Martinsburg, West Virginia 25401
304.596.2277

304.596.2111 Fax

The B & O Building
2 N. Charles Street, Suite 600

Baltimore, Maryland 21201
410.752.8700

410.752.6868 Fax

5516 Falmouth Street
Suite 203

Richmond, VA 23230
804.932.1996 

804.403.6007 Fax

 500 Creek View Road
 Suite 502

 Newark, DE 19711
 302.594.9780

 302.594.9785 Fax
Please note our new location
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