WORKERS COMPENSATION SETTLEMENT DEMAND LETTER

[NAME OF SENDER/ATTORNEY]

[LAW FIRM NAME, IF APPLICABLE]
[STREET ADDRESS]

[CITY, STATE, ZIP CODE]
[PHONE NUMBER]

[EMAIL ADDRESS]

[DATE]

[NAME OF ADJUSTER OR CLAIMS REPRESENTATIVE]
[INSURANCE COMPANY NAME]

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

RE: WORKERS COMPENSATION CLAIM OF [CLAIMANT NAME]
CLAIM NUMBER: [CLAIM NUMBER]
DATE OF INJURY: [DATE OF INJURY]
EMPLOYER: [EMPLOYER NAME]

Dear [ADJUSTER NAME],

This letter constitutes a formal demand for settlement of the workers compensation claim of [CLAIMANT NAME] arising from a work-related injury sustained on [DATE OF INJURY], while employed by [EMPLOYER NAME]. This demand is made pursuant to [STATUTORY CITATION, IF APPLICABLE] and is intended to resolve all claims for benefits, including but not limited to indemnity, medical, vocational, and any other benefits to which the claimant may be entitled.

1. CLAIMANT INFORMATION
1.1 Claimant Name: [CLAIMANT FULL NAME]
1.2 Claimant Address: [STREET ADDRESS]
1.3 City, State, ZIP Code: [CITY, STATE, ZIP CODE]
1.4 Date of Birth: [DATE OF BIRTH]
1.5 Social Security Number: [SOCIAL SECURITY NUMBER]
1.6 Marital Status: [MARITAL STATUS]
1.7 Number of Dependents: [NUMBER OF DEPENDENTS]
1.8 Occupation at Time of Injury: [OCCUPATION]
1.9 Date of Hire: [DATE OF HIRE]
1.10 Average Weekly Wage: [AVERAGE WEEKLY WAGE]
1.11 Compensation Rate: [COMPENSATION RATE]

2. EMPLOYER INFORMATION
2.1 Employer Name: [EMPLOYER NAME]
2.2 Employer Address: [STREET ADDRESS]
2.3 City, State, ZIP Code: [CITY, STATE, ZIP CODE]
2.4 Employer Contact Person: [CONTACT PERSON]
2.5 Employer Phone Number: [PHONE NUMBER]
2.6 Employer FEIN: [FEIN]
2.7 Workers Compensation Insurance Carrier: [INSURANCE CARRIER NAME]
2.8 Policy Number: [POLICY NUMBER]
2.9 Claims Administrator: [CLAIMS ADMINISTRATOR NAME]
2.10 Adjuster Name: [ADJUSTER NAME]
2.11 Adjuster Phone Number: [ADJUSTER PHONE NUMBER]
2.12 Adjuster Email: [ADJUSTER EMAIL]

3. INJURY INFORMATION
3.1 Date of Injury: [DATE OF INJURY]
3.2 Time of Injury: [TIME OF INJURY]
3.3 Location of Injury: [LOCATION OF INJURY]
3.4 Description of Injury: [DESCRIPTION OF INJURY]
3.5 Body Parts Injured: [BODY PARTS INJURED]
3.6 Cause of Injury: [CAUSE OF INJURY]
3.7 Whether Claim Was Accepted or Denied: [ACCEPTED OR DENIED]
3.8 Date of Acceptance or Denial: [DATE OF ACCEPTANCE OR DENIAL]
3.9 OSHA Report Number, if any: [OSHA REPORT NUMBER]
3.10 Witnesses: [WITNESS NAMES AND CONTACT INFORMATION]

4. MEDICAL TREATMENT HISTORY
4.1 Treating Physician Name: [TREATING PHYSICIAN NAME]
4.2 Treating Physician Address: [TREATING PHYSICIAN ADDRESS]
4.3 Date of First Treatment: [DATE OF FIRST TREATMENT]
4.4 Date of Last Treatment: [DATE OF LAST TREATMENT]
4.5 Diagnoses: [DIAGNOSES]
4.6 Diagnostic Tests Performed: [DIAGNOSTIC TESTS]
4.7 Surgeries Performed: [SURGERIES]
4.8 Date of Surgery: [DATE OF SURGERY]
4.9 Surgeon Name: [SURGEON NAME]
4.10 Current Medical Status: [CURRENT MEDICAL STATUS]
4.11 Maximum Medical Improvement Date: [MMI DATE]
4.12 Permanent Impairment Rating: [PERMANENT IMPAIRMENT RATING]
4.13 Future Medical Care Recommended: [FUTURE MEDICAL CARE]
4.14 Estimated Future Medical Costs: [ESTIMATED FUTURE MEDICAL COSTS]

5. DISABILITY AND LOST WAGES
5.1 Date of Disability Onset: [DATE OF DISABILITY ONSET]
5.2 Total Temporary Disability Period: [START DATE] to [END DATE]
5.3 Temporary Partial Disability Period: [START DATE] to [END DATE]
5.4 Permanent Partial Disability: [PERMANENT PARTIAL DISABILITY]
5.5 Permanent Total Disability: [PERMANENT TOTAL DISABILITY]
5.6 Total Lost Wages: [TOTAL LOST WAGES]
5.7 Temporary Total Disability Benefits Paid: [AMOUNT PAID]
5.8 Temporary Partial Disability Benefits Paid: [AMOUNT PAID]
5.9 Permanent Partial Disability Benefits Paid: [AMOUNT PAID]
5.10 Total Benefits Paid to Date: [TOTAL BENEFITS PAID]
5.11 Unpaid Benefits Owed: [UNPAID BENEFITS OWED]

6. VOCATIONAL REHABILITATION
6.1 Vocational Rehabilitation Provider: [VOCATIONAL REHABILITATION PROVIDER]
6.2 Date of Vocational Assessment: [DATE OF VOCATIONAL ASSESSMENT]
6.3 Vocational Recommendations: [VOCATIONAL RECOMMENDATIONS]
6.4 Transferable Skills Analysis: [TRANSFERABLE SKILLS ANALYSIS]
6.5 Loss of Earning Capacity: [LOSS OF EARNING CAPACITY]
6.6 Estimated Future Loss of Earnings: [ESTIMATED FUTURE LOSS OF EARNINGS]

7. MEDICAL EXPENSES INCURRED
7.1 Total Medical Expenses Incurred: [TOTAL MEDICAL EXPENSES]
7.2 Medical Expenses Paid by Insurance: [AMOUNT PAID BY INSURANCE]
7.3 Medical Expenses Paid by Claimant: [AMOUNT PAID BY CLAIMANT]
7.4 Medical Expenses Outstanding: [AMOUNT OUTSTANDING]
7.5 Medical Liens: [LIEN HOLDERS AND AMOUNTS]
7.6 Pharmacy Expenses: [PHARMACY EXPENSES]
7.7 Mileage Reimbursement Owed: [MILEAGE REIMBURSEMENT]

8. LEGAL AND FACTUAL BASIS FOR DEMAND
8.1 Claimant contends that the injury arose out of and in the course of employment with [EMPLOYER NAME].
8.2 Claimant contends that all statutory prerequisites for benefits have been met.
8.3 Claimant contends that the employer and insurer have failed to pay benefits as required by law.
8.4 Claimant contends that the claim is compensable and that all benefits sought are reasonable, necessary, and causally related to the work injury.
8.5 Claimant reserves the right to amend this demand as additional facts and evidence become available.

9. SETTLEMENT DEMAND
9.1 Claimant hereby demands the total sum of [TOTAL SETTLEMENT AMOUNT] to settle all claims for workers compensation benefits.
9.2 This demand includes compensation for:

9.2.1 Past and future medical expenses: [AMOUNT]

9.2.2 Past and future indemnity benefits: [AMOUNT]

9.2.3 Permanent disability: [AMOUNT]

9.2.4 Vocational rehabilitation: [AMOUNT]

9.2.5 Loss of earning capacity: [AMOUNT]

9.2.6 Pain and suffering, if applicable: [AMOUNT]

9.2.7 Attorney fees and costs: [AMOUNT]

9.2.8 Any other benefits: [AMOUNT]
9.3 This demand is made in exchange for a full and final release of all claims related to the [DATE OF INJURY] injury.
9.4 Claimant is willing to negotiate in good faith to resolve this matter without further litigation.
9.5 This demand shall remain open for [NUMBER] days from the date of this letter, after which it may be withdrawn or modified.

10. SUPPORTING DOCUMENTATION
10.1 Medical records from [PROVIDER NAME] dated [DATE RANGE]
10.2 Medical bills and explanations of benefits
10.3 Wage records and tax returns
10.4 Vocational reports
10.5 Deposition transcripts, if any
10.6 Independent medical examination reports
10.7 Other: [LIST ADDITIONAL DOCUMENTS]

11. CONFIDENTIALITY AND RESERVATION OF RIGHTS
11.1 This demand is made without prejudice to any rights or defenses of the claimant.
11.2 This demand is confidential and shall not be disclosed to any third party without the claimant's consent, except as required by law.
11.3 Claimant reserves the right to pursue all available legal remedies if this demand is not accepted.
11.4 Nothing in this letter shall be construed as a waiver of any rights or benefits to which the claimant is entitled.

12. RESPONSE AND CONTACT INFORMATION
12.1 Please direct all responses and correspondence to:

[NAME OF SENDER/ATTORNEY]

[LAW FIRM NAME, IF APPLICABLE]
[STREET ADDRESS]

[CITY, STATE, ZIP CODE]
[PHONE NUMBER]

[EMAIL ADDRESS]
12.2 If you have any questions or require additional information, please contact [CONTACT PERSON] at [PHONE NUMBER] or [EMAIL ADDRESS].
12.3 Please provide a written response to this demand within [NUMBER] days of receipt.

13. SIGNATURE
13.1 Respectfully submitted,

[NAME OF SENDER/ATTORNEY]

[LAW FIRM NAME, IF APPLICABLE]
[STREET ADDRESS]

[CITY, STATE, ZIP CODE]
[PHONE NUMBER]

[EMAIL ADDRESS]
13.2 Date: [DATE]
13.3 Enclosures: [LIST ENCLOSURES]
13.4 CC: [NAME AND ADDRESS OF ANY CC RECIPIENTS]
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