State of Nevada
Department of Business and Industry
Division of Industrial Relations
Workers’ Compensation Section                   

PERMANENT TOTAL DISABILITY CLAIMS – NRS 616C.453

RESPONSE DUE BY:  AUGUST 7, 2015
 (
        E-MAIL:
  
wcsra@business.nv.gov
              
FAX:  (702) 990-0364
            MA
IL:  
State of 
Nevada
Division of Industrial Relations/Workers’ Compensation Section
Education, Research and Analysis Unit
1301 N. Green Valley Parkway, Suite 200
Henderson
, 
NV
  
89074
)

1.	INSURER IDENTIFICATION:

	  Insurer Name:  
	[bookmark: Text27][bookmark: _GoBack]     

	  Nevada Certificate of Authority Number:
	[bookmark: Text28]     


                                                                                                                               
2. Is this insurer responsible for any PERMANENT TOTAL (PT) disability claim for which the injured employee was receiving PT benefits as of July 1, 2015 and does not qualify for the annual increase in PT benefits pursuant to NRS 616C.473?

[bookmark: Check3] NO |_|    IF NO, complete Section #4 at the bottom of this page and submit to the Division of Industrial Relations at the address, fax number or e-mail address above.

[bookmark: Check2]YES |_|    IF YES, provide the information listed in #3 below for EACH PT CLAIM 
(use a separate form for each claim) that meets the criteria above.

3. REQUIRED CLAIM INFORMATION:
(Supply current information for EACH PT claim meeting criteria in #2 above):

	A.
	Injured Employee Name:
	[bookmark: Text1]     

	B.
	Injured Employee SSN:
	[bookmark: Text2]     

	C.
	Injured Employee Street Address:
	[bookmark: Text9]     

	D.
	Injured Employee City, State, Zip:
	[bookmark: Text11]     
	[bookmark: Text12]  
	[bookmark: Text13]     

	E.
	Claim Number:
	[bookmark: Text3]     

	F.
	Date of Injury:
	[bookmark: Text4]     

	G.
	Date Permanent Total Status Determined:
	[bookmark: Text6]     

	H.
	Monthly PT Rate (same as TTD rate) prior to deductions/offsets:
	[bookmark: Text7]$     

	I.
	Is the injured employee currently receiving PT benefits?  (Y or N)
	[bookmark: Text18]       

	J.
	If No, provide explanation and pertinent dates (i.e. incarcerated, deceased, etc.):
	[bookmark: Text14]     



4.  	COMPLETED BY: 		
	[bookmark: Text25]Name:
	[bookmark: Text24]           
	Title:
	[bookmark: Text26]     

	Company: 
	[bookmark: Text21]     

	Telephone: 
	[bookmark: Text19]       
	E-mail:
	[bookmark: Text20]     

	Signature*:    
	
	Date:
	[bookmark: Text16]     


(*Signature not required if sent by e-mail)						                   (2015)
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