CLARMS-HANDLING SERT 1O DISION DIVISION RECEIVED

EMPLOYEE EARNINGS REPORT ENTHTY RECEIVED DATE DATE DATE

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

FAILURE OR REFUSAL OF EMPLOYEE TO COMPLETE, $IGN, AND RETURN THIS
REPORT WITHIN 23 DAYS AFTER THE DATE OF RECEIPT OF THE REQUEST MAY
CAUSE PAYMENT OF BENEFITS TO STOP UNTIL SUCH TIME AS THE GOMPLEYED
FORM 1S FURNISHED TO THE REQUESTING PARTY.

CAUTION

PLEASE PRINT OR TYPE

{1 IDENTIFICATION OF PARTIES (To he completed by requesting party)
© EMPLOYEE'S SOCIAL SECURITY NUMBER ERMPLOYEE'S NAME (First, Middie, Lasy DATE OF ACCIDENT: it Day-vess)
EMPLOVEE'S ADDRESS ACCIENT EHPLOVER'S NAME & ADDRESS CLAFISTHANDLING ENTITY NAME & ADDRESS

1. HOTICE TO EMPLOYEE

FHE WORKERS COMPENSATION LAY REQUIRES ML PERSONS RECENVING OR CLAMING BENEFITS FOR IEAMPORARY DISABILITY AND/OR PERMANENT TOTAL
DISABILITY TO REPORT ALL EARNINGS OF ANY NATURE TC THE EMPLOYER INSURANCE COMPANY AND/OR DIISION OF WORKERS COMPENSATION, PLEASE
COMPLETE THIS REPORT AND RETURN IT TO THE REQUESTING PARTY WITHIN 21 DAYS AFTER THE DATE OF YOUR RECEIPT.

TitE PERIOD TO BE REPORTED HAYE YOU RECEIVED INCOME FROM ARY SOURGE OTHER THAN WORKERS'
FROM T0 COMPENSATION?
3 ves {F YES, COMPLETE FORM, SIGN, DATE, & RETURN)
0 »o {IF MO, SIGN, DATE AND RETURN)
IF HECESSARY, ATTACH ADDITIONAL EARNINGS DOCUMENTATION

Vil HAVE YOU RECEWVED EARNINGS FROM ANY PERSON, FIRM GR COMPANY 1 ves (if YES, COMPLETE INFORMATION BELOW)

DURING THE TIME PERIOD IN SECTION B? 1 no

PERIOD WORKED TOTAL
PERSONIFIRM COMPANY NAME ADDRESS FROM TG GROSS
CARNINGS

. DURING THE TIME PERIOD IN SECTION 1, BRICFLY DESCRIBE NATURE OF BUSINESS OR SERVICE

HAVE YOU BEEN SELF-EMPLOYED? [ ves i3 wo

DATES SELF-EMPLOYED DATES SELF-EMPLOYED
FROM TO WAGES, INCOME OR BENEFITS RECEIVED FROM 10 VAGES, INCOME OR BENETITS RECEIVED

. DURING THE TIME PERIGD IN SECTION i, HAVE YOU RECEIVED 3 ves {iF YES, STATE AMOQUNTS)

ANY SOCIAL SECURITY BENEFITS?

£] no

TOTAL BMONTHLY SOCIAL SECURITY INCOME AMOUNT PAID FOR YOUR DISABILITY ANOUNT PAID FOR YOUR DEPENDENTS
Vi DURING THE TIME PERIOD IN SECTION 1i, HAVE YOU RECEIVED WAGES, INCOME, OR BENEFITS 1 ves i(IF YES, STATE AMOUNTS)

¥ROM ANY OTHER SOURCE, Le, Unemployment Gompensation Benefits, Workers' Compensation

Bensfits from ancther insurer, etc? Attach additiona! documentation if necessary. {1 o

PERIOD BENEFITS RECEIVED TOTAL AROUNT

SOURCE OF WAGES. INCORME OR BENEFITS FROM TG

Fay emplayer Of eployEs, NSumRAte tomGhny. O sefnsured program. figs & stalamant of claim contgning any falss of
5 B17.234. Sectipn 440 1057} F.5.

- irlent B injure. defrauwd o7 dig
insurance fraud, punshable a3 provi

[ HAVE REVIEWED, UNDERSTAND, AND ACKNOWLEDGE THE ABOVE. THIS INFORMAYION 1S TRUE AHD CORRECT TO THE BEST OF MY KNOWLEDGE.

Vil. RETURN TO {Tu b completed by requesting partyl
REQUESTING PARTY'S NAME REQUESTING PARTY'S SIGNATURE REGUESTING PARTY'S ADDRESS & TELEPHONE
TITLE PATE: itonin-Day-Yeag

Fooes DESF2-DWC-10 (3320091 Rule 883023, F AL




DWC-19 Purpose and Use Statement

The collection of the social security number on this form is imperative
for the Division of Workers' Compensation's performance of its duties
and responsibilities as prescribed by law. The social security number
will be used as a unique identifier in Division of Workers'
Compensation database systems for individuals who have claimed
benefits under Chapter 440, Florida Statutes. 1t will also be used to
identify information and documents in those database systems regarding
individuals who have claimed benefits under Chapter 440, Florida
Statutes, for internal agency tracking purposes and for purposes of
responding to both public records requests and subpoenas that require
production of specified documents. The social security number may also
be used for any other purpose specifically required or authorized by
state or federal law.



