WORKERS’ COMPENSATION CLAIM SETTLEMENT AGREEMENT

[EMPLOYEE FULL NAME]

[EMPLOYEE STREET ADDRESS]
[EMPLOYEE CITY, STATE, ZIP CODE]

[EMPLOYER LEGAL NAME]
[EMPLOYER STREET ADDRESS]

[EMPLOYER CITY, STATE, ZIP CODE]

[INSURANCE CARRIER LEGAL NAME]

[INSURANCE CARRIER STREET ADDRESS]
[INSURANCE CARRIER CITY, STATE, ZIP CODE]

[CLAIMS ADMINISTRATOR NAME, IF ANY]
[CLAIMS ADMINISTRATOR STREET ADDRESS]

[CLAIMS ADMINISTRATOR CITY, STATE, ZIP CODE]

Date of Agreement: [DATE OF AGREEMENT]

RE: Settlement of Workers’ Compensation Claim Number [CLAIM NUMBER] for injuries sustained on [DATE OF INJURY]

This Workers’ Compensation Claim Settlement Agreement (“Agreement”) is entered into by and between the Employee, the Employer, and the Insurance Carrier (collectively, the “Parties”) and is submitted for approval to the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].

1. PARTIES AND IDENTIFICATION
1.1 Employee: The Employee is [EMPLOYEE FULL NAME], residing at [EMPLOYEE STREET ADDRESS], [EMPLOYEE CITY, STATE, ZIP CODE], Social Security Number ending in [LAST FOUR DIGITS OF SSN], Date of Birth [EMPLOYEE DATE OF BIRTH].
1.2 Employer: The Employer is [EMPLOYER LEGAL NAME], located at [EMPLOYER STREET ADDRESS], [EMPLOYER CITY, STATE, ZIP CODE].
1.3 Insurance Carrier: The Insurance Carrier is [INSURANCE CARRIER LEGAL NAME], located at [INSURANCE CARRIER STREET ADDRESS], [INSURANCE CARRIER CITY, STATE, ZIP CODE], Policy Number [POLICY NUMBER].
1.4 Claims Administrator: The Claims Administrator, if any, is [CLAIMS ADMINISTRATOR NAME], located at [CLAIMS ADMINISTRATOR STREET ADDRESS], [CLAIMS ADMINISTRATOR CITY, STATE, ZIP CODE].

2. RECITALS
2.1 The Employee alleges that on or about [DATE OF INJURY], while employed by the Employer at [WORK LOCATION OR JOBSITE ADDRESS], the Employee sustained injuries described as [DESCRIPTION OF INJURIES] arising out of and in the course of employment.
2.2 The Employee filed a claim for workers’ compensation benefits, which has been assigned Claim Number [CLAIM NUMBER] by the Insurance Carrier and/or the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].
2.3 The Parties dispute certain issues regarding compensability, the nature and extent of the injuries, the Employee’s entitlement to benefits, and/or the amount of benefits payable.
2.4 The Parties desire to fully and finally resolve all claims and disputes arising from or related to the injury described in this Agreement, without admission of liability by any Party, subject to approval by the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].

3. JURISDICTION AND APPLICABLE LAW
3.1 This Agreement is made pursuant to the workers’ compensation laws of the State of [STATE], including [STATUTORY CITATION], and is subject to the approval of the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].
3.2 The Parties agree that jurisdiction over this claim lies with the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT] in [COUNTY OR DISTRICT], State of [STATE].

4. DESCRIPTION OF INJURY AND MEDICAL TREATMENT
4.1 Date of Injury: [DATE OF INJURY].
4.2 Body Parts Injured: [BODY PARTS INJURED].
4.3 Nature of Injury: [NATURE OF INJURY].
4.4 Treating Physician(s): [TREATING PHYSICIAN NAME(S) AND ADDRESS(ES)].
4.5 Current Medical Status: [DESCRIPTION OF CURRENT MEDICAL STATUS, INCLUDING MAXIMUM MEDICAL IMPROVEMENT STATUS AND PERMANENT IMPAIRMENT RATING, IF ANY].
4.6 The Employee has undergone the following medical treatment: [SUMMARY OF MEDICAL TREATMENT].

5. DISPUTED ISSUES
5.1 The Parties dispute the following issues: [DESCRIPTION OF DISPUTED ISSUES, INCLUDING COMPENSABILITY, CAUSATION, EXTENT OF DISABILITY, PERMANENT IMPAIRMENT, AND/OR NEED FOR FUTURE MEDICAL TREATMENT].
5.2 The Parties acknowledge that this Agreement resolves all such disputed issues and any and all other claims arising from the injury described in this Agreement.

6. SETTLEMENT AMOUNT AND PAYMENT TERMS
6.1 Settlement Amount: The Insurance Carrier and/or Employer agrees to pay the Employee the total gross sum of $[SETTLEMENT AMOUNT] ([SETTLEMENT AMOUNT IN WORDS]) in full and final settlement of all claims.
6.2 Allocation of Settlement Proceeds: The settlement amount is allocated as follows: [ALLOCATION OF SETTLEMENT PROCEEDS, INCLUDING INDEMNITY, PERMANENT IMPAIRMENT, FUTURE MEDICAL, AND VOCATIONAL REHABILITATION COMPONENTS].
6.3 Payment Method: Payment shall be made by [PAYMENT METHOD, E.G., LUMP SUM, STRUCTURED ANNUITY, OR INSTALLMENTS] as follows: [PAYMENT SCHEDULE].
6.4 Payment Timing: Payment shall be made within [NUMBER] days after the date this Agreement is approved by the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].
6.5 Payee: Payment shall be made payable to [PAYEE NAME AND ADDRESS] and delivered to [DELIVERY ADDRESS].
6.6 Attorney Fees and Costs: Attorney fees and costs shall be paid as follows: [ATTORNEY FEE AMOUNT OR PERCENTAGE AND PAYMENT INSTRUCTIONS].
6.7 Lien Resolution: The following liens, if any, shall be resolved from the settlement proceeds: [LIST OF LIENS AND RESOLUTION AMOUNTS].

7. MEDICAL BENEFITS
7.1 Future Medical Care: The settlement [INCLUDES / DOES NOT INCLUDE] payment for future medical care related to the injury described in this Agreement.
7.2 If future medical care is included, the amount allocated for future medical care is $[FUTURE MEDICAL ALLOCATION AMOUNT], and the terms governing such care are: [TERMS OF FUTURE MEDICAL CARE].
7.3 If future medical care is not included, the Employee acknowledges that the Employee is responsible for all future medical expenses related to the injury, except as otherwise provided by law or by the terms of this Agreement.
7.4 Medical Bills: All outstanding medical bills related to the injury shall be paid as follows: [TERMS FOR PAYMENT OF OUTSTANDING MEDICAL BILLS].

8. INDEMNITY AND DISABILITY BENEFITS
8.1 Temporary Total Disability Benefits: The Employee has received temporary total disability benefits in the total amount of $[AMOUNT] for the period from [START DATE] through [END DATE].
8.2 Temporary Partial Disability Benefits: The Employee has received temporary partial disability benefits in the total amount of $[AMOUNT] for the period from [START DATE] through [END DATE].
8.3 Permanent Partial Disability Benefits: The Employee has received permanent partial disability benefits in the total amount of $[AMOUNT] for [NUMBER] weeks at a rate of $[WEEKLY RATE].
8.4 Permanent Total Disability Benefits: [IF APPLICABLE, STATE WHETHER PERMANENT TOTAL DISABILITY BENEFITS ARE CLAIMED OR RESOLVED AND THE TERMS].
8.5 The settlement amount described in Section 6 includes all indemnity benefits to which the Employee may be entitled, except as otherwise expressly provided in this Agreement.

9. VOCATIONAL REHABILITATION
9.1 The Employee [HAS / HAS NOT] requested vocational rehabilitation services.
9.2 Vocational rehabilitation services shall be provided or terminated as follows: [TERMS OF VOCATIONAL REHABILITATION].
9.3 The settlement amount [INCLUDES / DOES NOT INCLUDE] compensation for loss of earning capacity or vocational rehabilitation benefits.

10. RELEASE AND WAIVER OF CLAIMS
10.1 In consideration of the payment described in this Agreement, the Employee, on behalf of the Employee and the Employee’s heirs, executors, administrators, successors, and assigns, fully and forever releases and discharges the Employer, the Insurance Carrier, the Claims Administrator, and their respective officers, directors, employees, agents, insurers, and successors from any and all claims, demands, actions, causes of action, and liabilities arising out of or related to the injury described in this Agreement, including all claims for workers’ compensation benefits, to the fullest extent permitted by law.
10.2 This release does not extend to any claim that cannot be waived or released under the workers’ compensation laws of the State of [STATE], including [LIST ANY NON-WAIVABLE CLAIMS].
10.3 The Employee acknowledges that this Agreement resolves all claims for benefits under the workers’ compensation laws of the State of [STATE] arising from the injury described in this Agreement, except as expressly provided in this Agreement.

11. EMPLOYMENT STATUS
11.1 The Employee’s employment with the Employer [HAS TERMINATED / REMAINS ACTIVE / IS RESIGNED EFFECTIVE [DATE]].
11.2 The Employee [HAS / HAS NOT] been offered modified or alternative employment.
11.3 This Agreement does not constitute an admission by the Employer of any liability or wrongdoing, and the Employer does not admit that the Employee is disabled or entitled to benefits beyond those expressly provided in this Agreement.

12. NO ADMISSION OF LIABILITY
12.1 This Agreement is a compromise settlement of disputed claims. Neither the payment of any sum nor the execution of this Agreement shall be construed as an admission of liability by the Employer, the Insurance Carrier, or the Claims Administrator.
12.2 The Parties enter into this Agreement solely to avoid the expense, delay, and uncertainty of litigation.

13. EMPLOYEE ACKNOWLEDGMENTS AND REPRESENTATIONS
13.1 The Employee acknowledges that the Employee has read this Agreement, understands its terms, and voluntarily enters into it.
13.2 The Employee acknowledges that the Employee has been advised of the right to consult with an attorney of the Employee’s choosing and [HAS / HAS NOT] done so.
13.3 The Employee represents that no other person or entity has any interest in the claims released by this Agreement, except as disclosed in this Agreement.
13.4 The Employee represents that all information provided in this Agreement is true and accurate to the best of the Employee’s knowledge.
13.5 The Employee acknowledges that the settlement amount is a negotiated compromise and may be less than the value of benefits the Employee might have received if the Employee prevailed on all disputed issues.

14. EMPLOYER AND INSURANCE CARRIER REPRESENTATIONS
14.1 The Employer and Insurance Carrier represent that they have the authority to enter into this Agreement and to make the payments described in this Agreement.
14.2 The Employer and Insurance Carrier represent that all benefits due and owing to the Employee as of the date of this Agreement, other than those resolved by this Agreement, have been paid or will be paid in accordance with this Agreement.

15. CONFIDENTIALITY
15.1 The Parties agree that the terms of this Agreement [SHALL / SHALL NOT] be kept confidential, except as required by law, by the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT], or as necessary to enforce this Agreement.
15.2 Any breach of confidentiality shall be subject to the following remedies: [REMEDIES FOR BREACH OF CONFIDENTIALITY].

16. TAX TREATMENT
16.1 The Parties acknowledge that the tax treatment of the settlement amount is not the responsibility of the Employer, Insurance Carrier, or Claims Administrator, and that the Employee is solely responsible for any tax liability arising from this Agreement.
16.2 The Parties agree that the settlement amount shall be reported to tax authorities as required by law, including on Form [TAX FORM NUMBER, E.G., 1099-MISC OR W-2].

17. MEDICARE AND MEDICAID COMPLIANCE
17.1 The Employee represents that the Employee [IS / IS NOT] a Medicare beneficiary and [IS / IS NOT] a Medicaid beneficiary.
17.2 If the Employee is a Medicare beneficiary, the Parties shall comply with the Medicare Secondary Payer Act and any applicable Medicare Set-Aside requirements as follows: [MEDICARE SET-ASIDE TERMS].
17.3 The Parties shall cooperate to resolve any Medicaid lien or reimbursement claim as follows: [MEDICAID LIEN TERMS].

18. MODIFICATION AND ENTIRE AGREEMENT
18.1 This Agreement constitutes the entire agreement among the Parties concerning the subject matter of this Agreement and supersedes all prior negotiations, representations, and agreements, whether written or oral.
18.2 This Agreement may not be modified or amended except by a written instrument signed by all Parties and approved by the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT], if required.

19. SEVERABILITY
19.1 If any provision of this Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and effect to the extent permitted by law.

20. GOVERNING LAW
20.1 This Agreement shall be governed by and construed in accordance with the laws of the State of [STATE] and the rules of the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].

21. APPROVAL BY THE BOARD, COMMISSION, OR COURT
21.1 This Agreement is subject to approval by the [NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT].
21.2 If this Agreement is not approved, it shall be void and of no effect, and the Parties shall be restored to their respective positions as of the date before this Agreement was executed.
21.3 The Parties agree to cooperate in submitting this Agreement for approval and to execute any additional documents required to effectuate its terms.

22. NOTICES
22.1 All notices under this Agreement shall be in writing and delivered to the following addresses:

Employee: [EMPLOYEE NOTICE ADDRESS]

Employer: [EMPLOYER NOTICE ADDRESS]

Insurance Carrier: [INSURANCE CARRIER NOTICE ADDRESS]

Claims Administrator: [CLAIMS ADMINISTRATOR NOTICE ADDRESS]
22.2 Notices shall be deemed given upon [DELIVERY METHOD AND TIMING].

23. SIGNATURES
23.1 By signing below, the Parties acknowledge that they have read, understood, and voluntarily agree to all terms of this Agreement.

EMPLOYEE:

Signature: ______________________________

Printed Name: [EMPLOYEE FULL NAME]

Date: [DATE SIGNED BY EMPLOYEE]

EMPLOYER:

Signature: ______________________________

Printed Name: [EMPLOYER REPRESENTATIVE NAME]

Title: [EMPLOYER REPRESENTATIVE TITLE]

Date: [DATE SIGNED BY EMPLOYER]

INSURANCE CARRIER:

Signature: ______________________________

Printed Name: [INSURANCE CARRIER REPRESENTATIVE NAME]

Title: [INSURANCE CARRIER REPRESENTATIVE TITLE]

Date: [DATE SIGNED BY INSURANCE CARRIER]

CLAIMS ADMINISTRATOR:

Signature: ______________________________

Printed Name: [CLAIMS ADMINISTRATOR REPRESENTATIVE NAME]

Title: [CLAIMS ADMINISTRATOR REPRESENTATIVE TITLE]

Date: [DATE SIGNED BY CLAIMS ADMINISTRATOR]

24. ATTORNEY ACKNOWLEDGMENTS
24.1 Employee’s Attorney:

Signature: ______________________________

Printed Name: [EMPLOYEE ATTORNEY NAME]

Firm: [EMPLOYEE ATTORNEY FIRM NAME]

Address: [EMPLOYEE ATTORNEY ADDRESS]

Date: [DATE SIGNED BY EMPLOYEE ATTORNEY]
24.2 Employer and Insurance Carrier Attorney:

Signature: ______________________________

Printed Name: [DEFENSE ATTORNEY NAME]

Firm: [DEFENSE ATTORNEY FIRM NAME]

Address: [DEFENSE ATTORNEY ADDRESS]

Date: [DATE SIGNED BY DEFENSE ATTORNEY]

25. BOARD, COMMISSION, OR COURT APPROVAL
25.1 Approved and ordered this [DAY] day of [MONTH], [YEAR].

Signature: ______________________________

Printed Name: [JUDGE OR COMMISSIONER NAME]

Title: [JUDGE OR COMMISSIONER TITLE]

[NAME OF WORKERS’ COMPENSATION BOARD, COMMISSION, OR COURT]

[ADDRESS OF BOARD, COMMISSION, OR COURT]
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