	North Carolina Industrial Commission
	

	Notice to Employee of Payment of Compensation Without Prejudice (G.S. §97-18(d)) or Payment of Medical Benefits Only Without Prejudice 

(G.S. §97-2(19) & §97-25)
	
IC File #      


Emp. Code #      


Carrier Code #      


Carrier File #     


Employer FEIN      


	The Use of This Form Is Required Under the Provisions of the Workers' Compensation Act
	


	     
	
	     
(   )    -    

	Employee’s Name
	
	Employer’s Name                                                                               Telephone Number

	     
	
	     
     
  
     

	Address
	
	Employer’s Address
City
State
Zip

	     
	  
     
	
	     
     

	                         City
            
	State                      Zip
	
	Insurance Carrier
Policy Number

	(   )    -    
	(   )    -    
	
	     
     
  
     

	Home Telephone
	Work Telephone 
	
	Carrier’s Address 
City
State
Zip

	   -  -    
 FORMCHECKBOX 
  M   FORMCHECKBOX 
  F
  /  /    
	
	(   )    -    
(   )    -    

	Social Security Number                        Sex                        Date of Birth
	
	Carrier’s Telephone Number
Fax Number

	To Employee (to Dependent(s) or Next of Kin in Cases of Death):

	This is to inform you with regard to your claim for 

	 FORMCHECKBOX 
  injury on   /  /     (date) (Specify body part(s) involved):      

	 FORMCHECKBOX 
  occupational disease as of   /  /     (date) (Specify condition(s) and body part(s) involved):      

	 FORMCHECKBOX 
  death on   /  /     (date)

	To Employer/Carrier: Fill out only the applicable section 1 or 2 below

Note: The following are for informational purposes only and do not constitute an agreement

Section 1: Indemnity Benefits
 FORMCHECKBOX 
  Payments of workers' compensation benefits, both indemnity (money) and medical, will be made without prejudice to later deny your claim or Defendants’ liability. Compensation may be continued during the investigation of your claim.  The investigation may take up to 90 days, with a possible 30 day extension.  During this period, Defendants may admit liability; contest your claim or Defendants’ liability; or by Defendants’ lack of action, waive the right to contest your claim.



	The date on which Defendants first had written or actual notice of this claim was   /  /     (date)

	Disability began on   /  /     (date) and the first payment of compensation is being mailed on  /  /     (date)

	Subject to verification, employee’s average weekly wage was $     , which results in a weekly compensation rate of $     .

	Section 2: Medical Benefits Only (paid without prejudice, NOT subject to 90-day requirement in section 1 above)

	 FORMCHECKBOX 
  Payment of medical compensation is expressly being made without prejudice to Defendants to later deny the compensability of your claim.  In the event you miss more than 7 days of work, you must notify your employer or carrier because you may be entitled to additional benefits. Completion of this section (Section 2) does not constitute an agreement to pay indemnity (money) benefits to you under G.S. §97-18(d). 

	The date on which Defendants first had written or actual notice of this claim was   /  /     (date).

	
     
  /  /    

	signature of employer or carrier/administrator
	title
	date


	Form 63

8/1/08

Page 1 of 1
	
	
	Self-Insured Employer or Carrier Mail to:

NCIC - Claims Administration

4335 Mail Service Center

Raleigh, North Carolina 27699-4335
Main Telephone: (919) 807-2500

Helpline:  (800) 688-8349
Website: http://www.ic.nc.gov/

	
	
	Form 63


	



