	Submit this coversheet and all  supporting documentation to:

L&I Self Insurance



P.O. Box 44892
Olympia, WA  98504-4892
Fax:  (360) 902-6900
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	OVERPAYMENT REIMBURSEMENT FUND REQUEST COVERSHEET

	
	Use this form to request reimbursement for overpayment that occurred while the claim was at the Board of Industrial Insurance Appeals.
	

	
	
	


	Claim Number:
	     
	Worker’s Name:
	     

	Employer Name:
	     
	Account ID:
	     


Requirements:

· 1.  The overpayment is a result of the order awarding benefits dated      __________, which has now been overturned or reversed by the BIIA or court.  (Remember, the initial department order must be dated June 12, 2008 or later.)

· 2.  The department issued a “pay during appeal” overpayment order on      _______, which is now final and binding, in the amount of $     __________.

· 3a. 24 months have passed since the first attempt was made – in writing - to recover the overpayment from each recipient (e.g. worker, private health insurance). Attach a copy of all written attempt(s) to recover the overpayment, including any notations, diary entries or logs made at the time of contact, to demonstrate the employer’s collection process.

OR

· 3b. The overpayment has been waived due to the Director exercising their discretion to waive an overpayment.  Attach a copy of the notice from the Director.

OR

· 3c. Recovery is impossible due to worker’s death or discharge of debt by a bankruptcy court.  Attach a copy of proof of death and estate collection attempts, or notice of discharge.

Attempts to recover the overpayment:

· A portion of the indemnity overpayment has been recovered in the amount of $     _______.  Attach a copy of any documentation of recovered amounts,  including but not limited to

· Amounts withheld from worker’s wages or benefits on workers’ compensation claims.

· Payments received from the worker or other recipient.

· Any Supplemental Pension Fund reimbursements received, or payments deducted on the employer’s Quarterly Report (Box 24).

· A portion of the medical overpayment has been recovered in the amount of $
· Payments received from the worker’s private health insurance carrier.

· Attach a copy of any denial of coverage from the worker’s health insurance carrier.   NOTE:  No collection allowed from workers’ compensation medical provider. 

· None of the overpayment, either in full or in part, has been recovered.
Amount of Reimbursement:  I am requesting reimbursement in the amount of $
I am reporting complete and accurate information on this form.  I swear under penalty of perjury that the amount requested is true and accurate.  All available documentation has been attached.
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