Termination of Benefits

RI Department of Labor and Training, Division of Workers' Compensation
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Claim Administrator Claim Number

Employee Information
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Claim Administrator Phone
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Date Disability Began
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Notice to Employees Receiving Workers' Compensation Benefits:

Weekly compensation payments have ended. The employer and insurer have not
accepted liability for this claim. To protect any rights you may have to future weekly
compensation payments and payment for medical expenses, a petition must be filed
with the Workers' Compensation Court within two (2) years of the first date of

incapacity.
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