
NOTICE:
MAINE WORKERS COMPENSATION

This business operates under Maine Workers Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY TO THE 
EMPLOYER BY ADVISING THE EMPLOYER PERSONALLY, OR AN 
AGENT, REPRESENTATIVE, BOSS, SUPERVISOR OR FOREMAN OF 
THE EMPLOYER.

Workers Compensation insurance benefits are provided through:

BerkleyNet

To report a claim, contact us at:

Website: berkleynet.com
Email: claims@berkleynet.com
Address: 9301 Innovation Drive, Suite 200, Manassas, VA 20110 
Phone: 877.497.2637
Fax: 866.275.6320

BerkleyNet | 877.497.2637 | service@berkleynet.com | 9301 Innovation Drive, Suite 200, Manassas, VA 20110



EMPLOYER’S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE 
 

1. WCB FILE NUMBER  (if  known): 

 
1a. OSHA 300 CASE NUMBER  (if applicable): 

REASON FOR REPORT (check all that apply) 
2a.  LOST TIME - ONE OR MORE DAYS      2b.     WAS EMPLOYEE PAID FOR İ DAY OR MORE ON DAY OF INJURY?  YES  NO 
3.    LOST EARNINGS BUT NO LOST TIME                     4.       MEDICAL/HEALTH CARE                                                  5.     FATALITY DATE OF DEATH:  _____/_____/_____                                            
                                                                                                                                                                                                                                                                                                 MM     DD    YYYY 
6a.  OCCUPATIONAL DISEASE                                       6b.     DATE OF LAST EXPOSURE:   _____/_____/_____                    6c.  DATE OF DIAGNOSIS AS OCCUPATIONALLY RELATED:  ____/_____/_____             
                                         MM    DD     YYYY                                                                                             MM    DD    YYYY  
7a.  CORRECT PRIOR REPORT                                      7b.     DATE OF CORRECTION:  _____/_____/_____                           7c.  DATE CORRECTION SENT TO WCB:  _____/_____/_____               
                                                          MM      DD    YYYY                                                                                                    MM     DD    YYYY 

EMPLOYER 
8. STATE EMPLOYER UNEMPLOYMENT  
INSURANCE ACCOUNT NUMBER (UIAN): 9. FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN): 10. EMPLOYER NAME: 

11. STREET/P.O BOX MAILING ADDRESS: 12. CITY: 13. STATE: 14. ZIP: 15. TELEPHONE NUMBER: 
 (             ) 

16. PRIMARY BUSINESS PERFORMED BY  
EMPLOYER WHERE INJURY OCCURRED: 

17. EMPLOYER LOCATION IF DIFFERENT FROM 
MAILING ADDRESS: 

18. DID INJURY OR EXPOSURE OCCUR ON EMPLOYERôS PREMISES?  YES   NO 
IF NO, THEN GIVE NAME AND PHYSICAL ADDRESS OF THE EMPLOYER WHERE THE EMPLOYEE WAS 
INJURED OR EXPOSED: 

(check one)    INSURER                              THIRD PARTY ADMINISTRATOR (TPA)              SELF-ADMINISTERED EMPLOYER 
19. INSURANCE / TPA COMPANY NAME: 20. POLICY NUMBER: 21. INSURER FILE NUMBER: 

22. STREET/P.O. BOX MAILING ADDRESS: 23. CITY: 24. STATE: 25. ZIP: 26. TELEPHONE NUMBER: 
 
(                   ) 

EMPLOYEE 
27. LAST NAME: 28. FIRST NAME: 29. MI: 30. TELEPHONE NUMBER: 

 (              ) 
31. SOCIAL SECURITY NUMBER: 
 
        

32. GENDER: 
 MALE    FEMALE 

33. STREET/P.O. BOX MAILING ADDRESS: 34. CITY: 35. STATE: 36. ZIP: 37. DATE OF BIRTH: 
 
_____/_____/_____ 
 MM    DD     YYYY 

38. OCCUPATION/JOB TITLE: 
 

39. DATE OF HIRE: 
 
   _____/_____/_____  
   MM     DD      YYYY 

40. WEEKLY WAGE AT TIME OF INJURY: 
 
$ 

41. DOES EMPLOYEE WORK FOR ANOTHER EMPLOYER? 
YES   NO     IF YES, GIVE NAME AND ADDRESS: 

CLAIM INFORMATION 
42. DATE OF INJURY OR ILLNESS: 
 
_____/_____/_____ 
 MM    DD     YYYY 
 
DATE EMPLOYER NOTIFIED: 
 
_____/_____/_____ 
  MM   DD   YYYY 

43. DATE OF INCAPACITY: 
 
_____/_____/_____ 
 MM     DD    YYYY 
 
DATE EMPLOYER NOTIFIED: 
 
_____/_____/_____  
  MM    DD    YYYY 

44. TIME EMPLOYEE BEGAN WORK 
 (e.g. 7:30 a.m.): 

45. DATE EMPLOYER NOTIFIED INSURER/TPA: 
 
_____/_____/_____ 
 MM     DD    YYYY 

46. TIME OF INJURY (e.g. 1:10 p.m.): 47. HAS EMPLOYEE RETURNED TO WORK?  YES  NO 
 
 IF YES, GIVE DATE:  _____/_____/_____ 
                MM     DD    YYYY 

48. SPECIFIC INJURY OR ILLNESS 
(e.g. second degree burn or toxic hepatitis): 

49. BODY PART(s) AFFECTED (e.g. lower right forearm):  50. ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS  
 USING WHEN THE EVENT OCCURRED (e.g. acetylene torch, metal plate): 

51. SPECIFY ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE EVENT 
OCCURRED (e.g. cutting metal plate for flooring.): 
 
 

 
 
 
WAS ACTIVITY PART OF NORMAL JOB DUTIES?  YES  NO 

52. HOW INJURY OR ILLNESS OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES 
THAT DIRECTLY INJURED OR MADE THE EMPLOYEE ILL. (e.g. worker stepped back to inspect work and  
slipped on some scrap metal. As worker fell, worker brushed against hot metal.): 

53. HOSPITALIZED OVERNIGHT AS INPATIENT? 
 YES  NO 
 

54. WAS THE EMPLOYEE TREATE  
IN AN EMERGENCY ROOM? 
 YES  NO: 

55. HEALTH CARE PROVICER NAME: 56.  MAILING ADDRESS: 57. TELEPHONE NUMBER: 
(              ) 

PREPARER INFORMATION 
58. PREPARER NAME AND TITLE (TYPE OR PRINT): 59. TELEPHONE NUMBER: 

( ) 60. DATE SENT TO WCB: 
                                                _____/_____/_____ 
                                                  MM     DD    YYYY 

THE STATE OF MAINE DOES NOT DISCRIMINATE ON THE BASIS OF DISABILITY IN ADMISSION TO, ACCESS TO, OR OPERATION OF ITS PROGRAMS, SERVICES, OR ACTIVITIES.  
THIS FORM IS AVAILABLE IN ALTERNATIVE FORMAT. FOR FURTHER ASSISTANCE, CONTACT THE MAINE WORKERS’ COMPENSATION BOARD, ADA COORDINATOR, TELEPHONE: 1-888-801-9087  
OR TTY Maine Relay 711. 
WCB-1 (eff. 1/1/13)      



WAGE STATEMENT 
STATE OF MAINE 

WORKERS' COMPENSATION BOARD 
27 STATE HOUSE STATION, AUGUSTA, MAINE 04333-0027 

 
 1. INSURER FILE NUMBER:  6. SOCIAL SECURITY NUMBER (LAST 4 DIGITS):      

    xxx -xx- 
 7. WCB FILE NUMBER: 
 

 2. EMPLOYER NAME:  8. EMPLOYEE LAST NAME:  9. FIRST NAME:  10. M.I.: 

 3. EMPLOYER MAILING ADDRESS AND PHONE NUMBER: 
                
                                  

 11. ADDRESS-NUMBER AND STREET: 

4. INSURER NAME:  12. CITY:  13. STATE:  14. ZIP:  15. HOME PHONE: 

 5. INSURER MAILING ADDRESS:  16. DATE OF INJURY:  17. DESCRIPTION OF INJURY: 

 
18. DOES EMPLOYEE WORK CONCURRENTLY 
      FOR ANOTHER EMPLOYER? 
      IF YES, GIVE NAME(S):____________________________                                            
      NOTE: THE EMPLOYER SHALL SUBMIT A WAGE 
      STATEMENT FOR EACH ADDITIONAL EMPLOYER. 

 
 
YES 
 
NO 

 
19. DOES EMPLOYEE RECEIVE FRINGE BENEFITS THAT MAY STOP 
WHILE ON WORKERS’ COMPENSATION? 
NOTE: THE EMPLOYER SHALL RECALCULATE THE AVERAGE 
WEEKLY WAGE IF/WHEN FRINGE BENEFITS CEASE (SEE RULE 
1.5(2)) 

  
 
YES 
 
NO 

20.  LIST GROSS EARNINGS FOR EACH WEEK:                                                                               
WK 
1 
 

WEEK ENDING GROSS EARNINGS WK 
19 

WEEK ENDING GROSS EARNINGS WK 
37 

WEEK ENDING GROSS EARNINGS 

2 
 

  20   38   

3 
 

  21   39   

4 
 

  22   40   

5 
 

  23   41   

6 
 

  24   42   

7 
 

  25   43   

8 
 

  26   44   

9 
 

  27   45   

10 
 

  28   46   

11 
 

  29   47   

12 
 

  30   48   

13 
 

  31   49   

14 
 

  32   50   

15 
 

  33   51   

16 
 

  34   WK OF 
INJURY 

  

17 
 

  35   21. TOTAL 
      EARNINGS                     $ 

18 
 

  36   22. GROSS AVERAGE 
       WEEKLY WAGE            $ 

23. COMMENTS: 
 
 
 
 
 
 
 
 
 
 
24. PREPARER NAME (TYPE OR PRINT): 
 
 
 
E-MAIL ADDRESS: 

25. TELEPHONE NUMBER: 
(        ) 
 
TOLL-FREE NUMBER: 
( ) 

26. DATE MAILED: 
 
 
_____/_____/_____  
MM    DD     YYYY 

 
The State of Maine provides equal opportunity in employment and programs.  Auxiliary aids and services are available to individuals with disabilities upon request.  For assistance 
with this form, contact the ADA Coordinator at the Maine Workers’ Compensation Board. Telephone: 1-888-801-9087 or TTY Maine Relay 711.  
WCB-2 (eff. 1/1/13) 



WCB-90 (1/13)
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Notice to
Employees:
 State law requires your employer to provide 
workers’compensation insurance for its employ-
ees. Workers’compensation insurance provides 
benefits to employees who are injured at work. 
 If you are injured at work, NOTIFY YOUR 
EMPLOYER AT ONCE. You may lose your right 
to receive benefits unless your employer is notified 
within 30 days of your injury. Your claim is also 
subject to a two year statute of limitations. Worker 
advocates are available at the Workers’ Compen-
sation Board to help injured workers.
 It is against the law for employers to mis-
classify employees as independent contractors 
for the purposes of avoiding workers’ compen-
sation insurance, unemployment coverage, or 
other employer paid taxes and withholdings. 
For more information on laws pertaining to the 
hiring of independent contractors, visit the 
Worker Misclassification Task Force website at 
www.maine.gov/labor/misclass. 
 If you have any questions about your rights, 
please contact one of the regional offices.

A l’intention
desEmployes:
 D’après les lois de l’Etat du Maine, votre employ-
eur est tenu de souscrire à une assurance indemnisant 
ses employés victimes d’un accident du travail.
 Si vous êtes victime d’un accident du travail, 
PREVENEZ VOTRE EMPLOYEUR IMMEDI-
ATEMENT. Passé un délai de 30 jours, vous 
risquez de perdre vos droits à l’indemnisation. 
Au-delà de deux ans, votre déclaration n’est plus 
recevable. Pour aider les victimes d’un accident du 
travail, le Workers’Compensation Board met des 
conseillers juridiques à leur disposition. 
 La loi interdit aux employeurs de classifier 
fallacieusement leurs salariés comme étant des 
contractants privés aux fins d`échapper a 
l`assurance compensatrice-employé, aux 

indemnités de chômage, ou aux autres charges 
et retenues dues par employeur. Pour plus de 
détails sur la législation relative a l`utilisation 
des services privés, visitez le site internet de 
Worker Misclassification Task Force (Unité  
anti-fraude en matière  de classification des 
salariés) : www.maine.gov/labor/misclass.
 Si vous n’êtes pas sûr de vos droits, veuillez 
contacter l’un des bureaux régionaux.

Aviso a los 
Trabajadores:
 La ley del estado de Maine requiere que su 
empresario proporcione el seguro de compensa-
ciones para el trabajador a todos los trabajadores. 
El seguro de compensaciones para el trabajador 
proporciona beneficios a los trabajadores acciden-
tados en el trabajo.
 En caso de sufrir accidente o daño laboral, 
NOTIFÍQUELO INMEDIATAMENTE A SU 
EMPRESARIO. Podría perder el derecho a 
recibir compensación a menos que su empresa-
rio sea notificado de este accidente o daño en el 
plazo de 30 días. Así mismo esta reclamación 
debe hacer referencia a unaccidente o daño que 
no haya ocurrido hace más de dos años. Los 
defensores del trabajador están disponibles para 
proporcionar ayuda a los trabajadores acciden-
tados en el Consejo de Administración de Com-
pensaciones para el Trabajador (Workers’ Com-
pensation Board). 
 El hecho de no clasificar a los empleados como 
contratistas independientes, con el propósito de 
evitar el seguro por compensación al trabajador, 
cobertura para desempleados, ú otros impuestos 
pagados y retenidos por el empleador; está en 
contra de la ley del empleador.  Para mayor infor-
mación acerca de las leyes pertenecientes a la 
contratación de contratistas independientes, visite 
el Worker Misclassification Task Force en la 
página web de www.maine.gov/labor/misclass.
 En caso de tener cualquier pregunta sobre sus 
derechos, favor de dirigirse a una de las oficinas 
regionales de compensaciones para el trabajador.  

WORKERS’ 
COMPENSATION

To the employer: This notice must be posted in a conspicuous place upon your premises accessible to employees. 39-A MRSA §406. The State of Maine does not discriminate on the 
basis of disability in admission to, access to, or operation of its programs, services or activities.
This poster is available in alternative format. For further assistance, contact the Maine Workers’ Compensation Board, ADA Coordinator, telephone:  (888) 801-9087 or TTY (877) 832-5525.

WORKERS’ 
COMPENSATION 

BOARD REGIONAL 
OFFICES

AUGUSTA
24 Stone Street, Suite 102

Augusta, ME 04330
207-287-2308

1-800-400-6854

LEWISTON
36 Mollison Way

Lewiston, ME 04240-5811
207-753-7700

1-800-400-6857

BANGOR
106 Hogan Road, Suite 1

Bangor, ME 04401
207-941-4550

1-800-400-6856

PORTLAND
62 Elm Street

Portland, ME 04101
207-822-0840

1-800-400-6858

CARIBOU
43 Hatch Drive, Suite 110
Caribou, ME 04736-2347

207-498-6428
1-800-400-6855

Visit our website at: 
www.maine.gov/wcb

Statewide TTY: Maine Relay 711

FOR DATES OF INJURY ON AND AFTER JANUARY 1, 2013



CONSENT BETWEEN EMPLOYER AND EMPLOYEE 
STATE OF MAINE 

WORKERS' COMPENSATION BOARD 
STATION 27, AUGUSTA, MAINE 04333-0027 

 
 1. INSURER FILE NUMBER:  6. SOCIAL SECURITY NUMBER

       XXX-XX- 
 7. WCB FILE NUMBER: 
 

 2. EMPLOYER NAME:  8. EMPLOYEE LAST NAME:  9. FIRST NAME:  10. M.I.: 

 3. EMPLOYER MAILING ADDRESS AND PHONE NUMBER: 
                
                                  

 11. ADDRESS-NUMBER AND STREET: 

4. INSURER NAME:  12. CITY:  13. STATE:  14. ZIP:  15. HOME PHONE: 

 5. INSURER MAILING ADDRESS:  16. DATE OF INJURY:  17. DESCRIPTION OF INJURY: 

 
18. TERMS OF CONSENT: 
 
 
 
18A.  DATE OF INCAPACITY:  18B. AVERAGE WEEKLY WAGE: 

 
 

18C. CURRENT WEEKLY COMPENSATION 
          RATE: 
         TOTAL            PARTIAL   

18D. DOES EMPLOYEE WORK FOR ANOTHER  
EMPLOYER? IF YES, GIVE NAME(S): 
           YES                                  NO 

18E. NEW COMPENSATION RATE: 
 
 
 

18F. EFFECTIVE DATE OF REDUCTION: 
 

18G. EFFECTIVE DATE OF DISCONTINUANCE: 
 

18H. AMOUNT PAID: 
 
 

 

NOTICE TO EMPLOYEE (Please read and initial) 
19.  
BEFORE YOU SIGN THIS FORM, YOU SHALL CALL THE WORKERS' COMPENSATION BOARD'S OFFICES TO FIND OUT WHAT RIGHTS YOU HAVE IF 
YOU SIGN THIS FORM.  A LIST OF THE BOARD'S REGIONAL OFFICES IS SHOWN AT THE BOTTOM OF THIS PAGE. 
 

EMPLOYEE INITIALS:  _____________________________________ 
 

 

NOTICE TO EMPLOYER 
THIS FORM SHALL NOT BE USED FOR CASES WHEN AN ORDER, AWARD OF COMPENSATION OR A COMPENSATION SCHEME WAS ENTERED 
UNDER SECTION 205 (9)(B)(2). 
 

 

CONSENT 
20.  
WE AGREE TO THE TERMS LISTED IN BOX 18 ABOVE.  WE UNDERSTAND THAT THIS IS NOT A FINAL SETTLEMENT.  SIGNING THIS CONSENT 
FORM CREATES A PAYMENT WITHOUT PREJUDICE, DOES NOT CREATE A PAYMENT SCHEME, AND DOES NOT PREVENT EITHER PARTY FROM 
REOPENING THE CLAIM WITHIN CERTAIN TIME LIMITS.  THIS FORM MUST BE SIGNED BY THE EMPLOYEE, EMPLOYEE’S ATTORNEY OR WORKER 
ADVOCATE IF ANY, AND THE EMPLOYER/INSURER OR BY A DULY AUTHORIZED REPRESENTATIVE. 
 
 
EMPLOYEE  SIGNATURE                                                                                                                                        DATE 
 
 
EMPLOYEE ‘S AUTHORIZED REPRESENTATIVE SIGNATURE (IF APPLICABLE)                                               DATE 
 
 
EMPLOYER/INSURER OR AUTHORIZED REPRESENTATIVE SIGNATURE                                                         DATE                                             
 
 

ASSISTANCE IS AVAILABLE AT THE MAINE WORKERS’ COMPENSATION BOARD’S REGIONAL OFFICES 
AUGUSTA 

24 STONE ST, STE 102 
AUGUSTA, ME 

04330-5220 
(207) 287-2308 
1-800-400-6854 

BANGOR 
106 HOGAN RD 
BANGOR, ME 
04401-5638 

(207) 941-4550 
1-800-400-6856 

CARIBOU 
ONE VAUGHN PL 

43 HATCH DR, STE 110 
CARIBOU, ME 04736 

(207) 498-6428 
1-800-400-6855 

LEWISTON 
36 MOLLISON WAY 

LEWISTON, ME 
04240-7777 

(207) 753-7700 
1-800-400-6857 

PORTLAND 
62 ELM ST 

PORTLAND, ME 
04101-3061 

(207) 822-0840 
1-800-400-6858 

 
21. PREPARER NAME AND TITLE (TYPE OR PRINT): 22. TELEPHONE NUMBER: 23. DATE MAILED: 

 
 
 

 
The State of Maine provides equal opportunity in employment and programs.  Auxiliary aids and services are available to individuals with 
disabilities upon request.  For assistance with this form, contact the ADA Coordinator at the Maine Workers’ Compensation Board. 
Telephone: 1-888-801-9087 or TTY Maine Relay 711.  
WCB-4A (eff. 1/1/13) 
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