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Annual Report of Permanent Total

Disability Payments Made


Provision of your Social Security Number (SSN) is voluntary. Failure to provide it may result in an information processing delay.

Personal information you provide may be used for secondary purposes [Privacy Law, s. 15.04 (1)(m), Wisconsin Statutes].
To: Department of Workforce Development, Worker’s Compensation Division

This information is required per s. DWD 80.02 (2) (k), Wisconsin Administrative Code and is due by June 30th of the current year.
	Claimant Name

     

	WC Claim Number
     
	Employee Social Security Number
     
	Injury Date (mm/dd/yyyy)
     

	Insurance Company Name
     


	Type

of

Payment
	Begin

Date

(mm/dd/yyyy)
	End

Date

(mm/dd/yyyy)
	Rate
	Total
Amount
Paid

	 FORMCHECKBOX 
 PTD
 FORMCHECKBOX 
 Annuity
	     
	     
	     
	$     

	Supplemental

Benefits

(if applicable)
	     
	     
	     
	$     

	Attorney Fees
	     
	     
	     
	$     

	
Total:
$     


	Report Prepared By
     


	Work Telephone Number

(      
)      -     
	Date Signed  (mm/dd/yyyy)
     


WKC-17876-E (R. 06/2016)
WKC-17876-E (N. 11/2015)









