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	WCD use only
	

	
	Employer-at-Injury Program (EAIP)

Reimbursement Request Form (Effective Jan. 1, 2010) 
	
	
	

	Workers’ Compensation Division
	
	
	
	

	
	
	

	 FORMCHECKBOX 
 Unless you check this box, reimbursement will be paid in accordance with OAR 436-105 effective Jan. 1, 2010.  See 


OAR 436-105-0003(1).

	(1)
	Worker name:
	     
	
	(5)
	Insurer claim no.:
	     

	(2)
	SSN:
	     
	
	(6)
	Accepted:
	 FORMCHECKBOX 
 Disabling    FORMCHECKBOX 
 Nondisabling 

 FORMCHECKBOX 
 Deferred

	(3)
	DOI:
	     
	WCD no.:
	     
	
	(7)
	 FORMCHECKBOX 
 Denied, but accepted or deferred during EAIP

	(4)
	Address:
	     
	
	(8)
	Employer:
	     

	
	City/state:
	     
	ZIP:
	     
	
	(9)
	Employer WCD reg. no.
or policy no.:*
	     

	
	
	*Call WCD, 503-947-7814, or send e-mail to: wcd.employerinfo@state.or.us, if you cannot locate the employer or policy number.

	EAIP information
	

	
	

	1)
	EAIP eligibility start date:
	     
	
	 FORMCHECKBOX 

	Initial request
	

	2)
	EAIP eligibility end date:
	     
	
	 FORMCHECKBOX 

	Additional request
	

	3)
	Wage subsidy
	
	
	(check one)
	

	
	          Start date:
	     
	End date:
	     
	

	
	          Reimbursement requested for 
	     
	transitional work days. (Not to exceed 66 work days, unless the insurer 

	
	
requests reimbursement under rules in effect for an EAIP that began prior to July 1, 2005.)

	
	Total wages paid:
	$
	     
	
	$
	     

	4)
	EAIP purchases (complete below)
Total reimbursement:
	$
	     

	5)
	Worksite modification (complete below)
Total reimbursement:
	$
	     

	6)
	Administrative cost (flat rate of $120) reimbursed on initial request only:

	$   
	     

	
	Total reimbursement requested:
	$
	     

	Purchase information
	

	
	

	(a) Worksite modification           or        (b) EAIP purchase (tuition, books and fees, tools, equipment, and clothing)

	Type (a) or (b)
	Purchase date
	Itemized list of purchases
	Item cost

	 
	     
	     
	     

	 
	     
	     
	     

	 
	     
	     
	     

	Attach a separate list in same format, if necessary.
	Total request  
	$
	     

	Reimbursement information
	

	
	


I certify that the employer and worker qualify for the Employer-at-Injury Program and that all information cited on this form is in accordance with OAR 436-105.

	Insurance company/self-insured employer:
	     
	Phone:
	     

	Service company/TPA (if applicable):
	     
	Phone:
	     

	Send reimbursement 
	     
	City/state:
	     
	ZIP:
	     

	to this address:
	
	
	
	
	
	

	Insurer representative name (please print or type):
	     
	Phone:
	     

	Insurer representative signature:
	
	Date:
	

	Send to:
	Workers’ Compensation Division, Compliance Section, 350 Winter St. NE, P.O. Box 14480, Salem, OR 97309-0405 Reimbursement questions: 503-947-7562, Program questions: 800-445-3948

	
	440-2360 (1/10/DCBS/WCD/WEB)


