EMPLOYEE EARNINGS REPORT

CLAIMS-HANDLUING
ENTITY RECEIVED DATE

DIVISION RECEIVED
DATE

SENT TO CIVISION
DATE

FLORIDA DEPARTMEMT OF FIMANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

CAUTION
FAILURE OR REFUSAL OF EMPLOYEE TO COMPLETE, SIGN, AND RETURNM THIS
REPORT WITHIN 31 DAY¥S AFTER THE DATE OF RECEIPT OF THE REQUEST MAY
CAUSE PAYMENT OF BENEFITS TO STOP UNTIL SUCH TIME AS THE COMPLETED
FORM IS FURNISHED TO THE REGUESTING PARTY.

PLEASE PRINT OR TYPE

[ 1. IDENTIFICATION OF PARTIES (Ta be camphe

ed by requesting party)

EMPLOYEE'S SOCIAL SECURITY MUMBER T

EMFLOYEE™S MAME [Firsl, Middie, Last)

DATE OF ACCIDENT: |MonthrDay- oar)

EMPLOYEE'S ADDRESS

ACCIDENT EMPLOYER'S MAME & ADDRESS

CLAIMS-HAMDLING ENTITY NAME & ADDRESS

I._HOTICE TO EMPLOYEE

THE WORKERS COMPENSATION LAW REQUIRES ALL PERSONS RECEIVIRG OR CLAIMING BEMEFITS FOR TEMPORARY DISABILITY ANDYOR PERMANENT TOTAL

DISABILITY TO REPOAT ALL EARMINGS OF ANY NATURE TO THE EMPLOYER. INSURANCE COMPANY ANDVOR DIVISION OF WORKERS COMPENSATION. PLEASE
COMPLETE THIS REPORT AND RETLIRN IT TO THE REQUESTING PARTY WITHIN 21 DAYS AFTER THE DATE OF ¥OLIR RECEIPT

TIME PERIOD TO BE REPORTED

FROM TO

HAVE YA RECEIVED INCOME FROM ANY SOLURCE OTHER THAN WORKERS'

COMPEMNSATION?
O ves
O mo

({IF ¥ES, COMPLETE FORM, 51GN, DATE, & RETLRM)
{IF MG, SIGH, DATE AND RETURN)

IF HECESSARY, ATTACH ADDITIONAL EARNINGS DOCUMENTATION

lll. HAVE YOU RECEIVED EARNINGS FROM ANY PERSON, FIRM OR COMPANY O ves {IF YES, COMPLETE INFORMATRON BELOW|
DURING THE TIME PERIOD IN SECTION I O mo
FERIQD WORKED TOTAL
PERSON/FIRMCOMPANY NAME ADDRESS FROM TO GROSS
EARNINGS

I¥. DURING THE TIME PERIOD IN SECTION II,

HAVE ¥OU BEEN SELF-EMPLOYED? O ves 0O wo

ERIEFLY DESCRIEE NATLURE OF BUSINESS OR SERVICE

DATES SELF-EMPLOYED

FROM T2 WAGES, INCOME OR BENEFITS RECEIVED

DATES SELF-EMPLOYED

FROM T WAGES, INCOME OR BENEFITS RECEIVED

V. DURING THE TIME PERIOD IN SECTION Il, HAVE YOU RECEIVED
ANY SOCIAL SECURITY BENEFITS?

O ves

O we

{IF YES, STATE AMOUNTS)

TOTAL MONTHLY SOCIAL SEGURITY INCOME

AMOUNT PAID FOR YOUR DISABILITY

AMOUNT PAID FOR YOUR DEFENDENTS

VL DURING THE TIME PERIOD IN SECTION Il, HAVE YOU RECEIVED WAGES, INCOME, OR BENEFITS O ves {IF YES, STATE AMOUNTS)
FROM ANY OTHER SOURCE, l.e. Unemployment Compensation Benelits, Workers' Compensation
Benefits fram anather Inswrer, elc? Atlach additional documentation Il necessary. 0O wo
PERIOD BENEFITS RECEIVED TOTAL AMOUNT
SOURCE OF WAGES, INCOME OR BENEFITS FROM O

Any persan who, Knowingly and wih Ivtant to injure, defraud, of decaive ary amployer of amployes, INsurance company, of sell-insured program, fes a salemant of daim comaining any false or
miskgadng mlormaticn commils ingurance fraud, punishable as provided im 3. 817,234, Secton 440.105{7) F.5

| HAVE REVIEWED, UNDERSTAND, AND ACKNOWLEDGE THE ABOVE. THIS INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.

EMPLOYEE'S SIGNATURE

DATE

Wil RETURM TO (To be completed by requesting party):

RECUESTING PARTY'S NAME

REQLESTING PARTY'S SIGNATLIRE

REQUESTING PARTY'S ADDRESS & TELEPHONE

TITLE DATE: iMarth-Day-visar)

Foarm DFS-F2-DWC. 19 (0272008 Ruls 8502038 FAC,




