Mail to: PARAPET UNDERWRITERS INC., 17 – 826 King Street North, Waterloo, ON N2J 4G8

Tel: (519) 664-2106   Fax: (519) 664-1016 e-mail: insure@parapet.ca

EXCESS WORKERS’ COMPENSATION CLAIMS PAYMENT REQUEST FORM 

1.
EMPLOYER:
Name: __________________________________________________________________




Address: ________________________________________________________________




Policy No.: _______________   Policy Period: _______________ to ________________




Insurer:  ​​​​​​​​​​​​​​​​​​________________________________________________________________

Retention: $______________________ Limit: $_________________________________
2.
EMPLOYEE:
Date of Birth: ____________________________________________________________

Current condition: ________________________________________________________

3.
CLAIM:
Parapet File #: _____________

4.
ACCIDENT:  
Date _________________________  

5.
PAYMENT REQUESTED:
	5.1  Total payments by the Insured to date 
	$
	Attach WSIB statement of benefits paid to date (exclusive of WSIB admin fee) and all WSIB invoices not yet sent to Parapet

	5.2  Total payments made by Insured to date after adding appropriate WSIB admin fee
	$
	Attach written summary of all payments to date (including , on one column, the WSIB admin fee that has been paid and, on a separate column, the WSIB fee payable under the policy)

	5.3   Payments to WSIB not yet included in (5.2 above)
	$
	Ensure to attach last invoices of WSIB which are not covered in WSIB statement of benefits paid to date

	Total payments subject to the policy application
	$
	

	Less: Amount of the applicable retention
	-$
	

	Less: Total payments by the Insurer to date
	-$
	

	*Payment requested (see Important Note below)
	$
	

	Projected future payments
	
	


*Important Note: The Insured Employer must fulfill its policy obligation to pay the Self Insured Retention (SIR) amount in this claim.  Consequently if the Insured’s WSIB account is refunded or credited by the WSIB for claim costs that have been paid by the Insurer in excess of the Insured’s Self Insured Retention amount then the Insured will immediately reimburse all relevant claims payments amounts to the Insurer.  

I/We have read and agree to these terms and conditions.

____________________________
_______________________
_________________
____________________

Signature of Authorized

Name



Title 


E-mail

Representative of Employer
Date: ______________________________
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