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ARCH INSURANCE COMPANY
EXCESS WORKERS COMPENSATION LOSS REPORT
 FORMCHECKBOX 
 INITIAL REPORT
DATE SUBMITTED:       

 FORMCHECKBOX 
 SUPPLEMENTAL REPORT 
     
PLEASE SUBMIT THIS REPORT AND SUPPORTING DOCUMENTATION TO: CLAIMS@ARCHINSURANCE.COM

INSURED INFORMATION

	INSURED NAME:
	     
	DATE OF LOSS:
	     

	EMPLOYER NAME:
	     
	NO. OF CLAIMANTS:
	     

	STREET ADDRESS:
	     
	P.O. BOX (IF APPLICABLE):
	     

	CITY, STATE, ZIP:
	     
	CITY, STATE, ZIP:
	     

	ACCIDENT STATE:
	     
	BENEFIT STATE (JURISDICTION):
	     

	SELF-INSURED RETENTION:
	$     
	
	

	
CLAIMANT INFORMATION


	CLAIMANT NAME:
	     
	CLAIM NUMBER:
	     

	STREET ADDRESS:
	     
	DATE OF BIRTH:
	     

	CITY, STATE, ZIP:
	     
	MARITAL STATUS:
	Click Arrow

	OCCUPATION:
	     
	DATE REPORTED:
	     

	AWW:
	$     
	TTD RATE:
	$     

	
	
	PERM. DISABILITY RATE:
	$     



DESCRIPTION OF LOSS

     

MEDICAL DIAGNOSIS / STATUS / PROGNOSIS

     

COMPENSABILITY EXPLANATION

     
 SHAPE  \* MERGEFORMAT 



     

     

     

     

INCURRED
PAID
OUTSTANDING
	TEMPORARY DISABILITY PERMANENT DISABILITY VOCATIONAL REHAB.
	$     
	$     
	$     

	
	$     
	$     
	$     

	
	$     
	$     
	$     

	TOTAL INDEMNITY
	$     
	$     
	$     

	TOTAL MEDICAL TOTAL EXPENSE / LEGAL
	$     
	$     
	$     

	
	$     
	$     
	$     

	TOTAL
	$
	$     
	$     


ATTACHMENTS:  FORMCHECKBOX 
 MEDICAL REPORT
 FORMCHECKBOX 
 LEGAL CORRESPONDENCE
 FORMCHECKBOX 
 INVESTIGATION REPORT
 FORMCHECKBOX 
 POLICE REPORT

ADMINISTRATOR INFORMATION

CLAIMS ADMINISTRATOR:
     
MAILING ADDRESS:
     
CITY, STATE, ZIP:
     
CLAIMS CONTACT:
	NAME:
TITLE:
	     
     
	PHONE NUMBER:
E-MAIL:
	     
     

	FORM COMPLETED BY:
NAME:
	     
	PHONE NUMBER::
	     

	TITLE:
	     
	E-MAIL:
	     


SUBROGATION / SECOND INJURY FUND





LITIGATION STATUS





CURRENT CLAIMS STATUS / RETURN TO WORK





DETAILED RESERVE EXPLANATION





CURRENT FINANCIAL SUMMARY










