Concurrent Employment






         State of Connecticut

Third Party Liability Form



        Department of Administrative Services
Form PER WC-211







         Human Resources Business Center
Employee to Complete

	Employee Name (Last)                                                                                           (First)                                                        (Middle)
	Social Security Number



	Address (No. and Street
	Telephone Number



	City or Town
	Date of Injury



	Employing State Agency                                                   Location (Facility)

Department of Correction                        
	Date of Birth



	Address of Facility
	Date First Employed by State




Employee Instructions:

The information requested on concurrent employment below is necessary to determine your Workers’ Compensation benefit rate

1. You must complete this form for every Workers’ Compensation claim you file

2. You must keep the information contained in this form current while you are receiving Workers’ Compensation benefits.

3. You must return this form to your personnel office within three days
Note:  If your claim is for Temporary Total or Temporary Partial disability benefits, you must advise you employer of any other earnings while receiving these benefits.  Failure to do so may result in civil and/or criminal liability.

Concurrent Employment:    Check if any of the following apply:        (  None  

(  Employed by another State Agency

(  Employed outside State Government
	Name of Other Employer
	Supervisor’s Name
	Telephone Number of Employer




	Address of Employer (no & Street)
	City or Town
	State
	Zip Code




Third Party Liability Information:

1.  Was the cause of you accident/injury the result of the actions of a party other than you or your employer?


(  Yes   

(  No  

If you checked yes, please describe the facts.
_______________________________________________________________________________________________________________

Name of Third Party______________________________________________________________________________________________

Address _______________________________________________________________________________________________________

Insurance carrier of Third Party_____________________________________________________________________________________

2.  Were there any witnesses:
(  Yes

(  No

Name of witnesses_______________________________________________________________________________________________

3.  Have you initiated a claim against this responsible Third Party?
(  Yes       (  No           Date:_____________________________

I declare that the above statements are true and correct to the best of my knowledge and I am aware that providing false information may result in civil, or criminal liability.
_____________________________________________


______________________________

Employee’s Signature






Date

=================================================================================
