
 

 
 
DATE 
 
 
EMPLOYEE NAME 
EMPLOYEE ADDRESS 
 

Employee:  NAME 
Employer:  Palm Beach County School District 
D/A:  Date of Accident 
Our File: File number 
 

Dear Ms. Employee Name:  
 
This letter will acknowledge the receipt of the Notice of Injury submitted on your 
behalf by the above employer.  So that we may give early consideration to your 
case, please sign the enclosed Medical Authorization, the No Concurrent 
Earnings Statement, and the Fraud Statement, and return to us in the enclosed 
envelope. Additional investigation will be done to assure proper handling of your 
claim. 
 
After investigation, determination of eligibility will be made and compensation for 
lost wages will be based upon 66-2/3 percent of your average weekly wage for 
the 13 calendar weeks prior to your date of accident. The maximum weekly 
compensation rate that you are entitled to cannot exceed the Florida maximum 
rate. There is a seven-day waiting period. If your disability exceeds twenty-one 
days, you are paid from the first date of disability.  Any additional compensation 
is paid on a biweekly basis until your physician releases you to return to work.  If 
an overpayment is made, you are liable for repayment or we may reduce the 
amount of future benefits by 20% until the overpayment is recouped. 
 
Following an injury arising out of and in the course of your employment, the 
employer is required to pay all reasonable, necessary and AUTHORIZED 
medical expenses.  You may charge AUTHORIZED prescriptions or send the 
paid receipt to us for reimbursement.  Each receipt or bill must include the name 
of the doctor, prescription number and the name of the drug.  Should you receive 
any bills for AUTHORIZED medical treatment, you may forward same to us for 
payment.   
 
After you have reached maximum medical improvement, you will be obligated to 
pay $10.00 per visit for AUTHORIZED medical services. 
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To ensure uninterrupted payment of indemnity benefits, it is important that you 
remain under the care of an authorized physician at all times and that 
appointments be kept. No LOD (Line of Duty days) will be paid by your employer 
for any days not ordered by an authorized treating physician. If you earn any 
wages during the period when you are receiving Temporary Total Disability 
benefits, you must report the income to us immediately. 
Please be aware that your eligibility for benefits from this claim may be 
eliminated under the Statute of Limitations; should you go two years from 
your date of accident, or after the initial two years, within one year of the 
last payment of compensation or approved medical treatment. 
You will receive a booklet titled; Important Workers’ Compensation Information 
For Florida’s Workers.  This booklet will provide you with useful information 
regarding your rights under the workers compensation law.  You may also 
contact the Employee Assistance Office directly at 1-800-342-1741, or online at:  
www.fldfs.com/wc 
 
Please note under Florida Statute, the provision that once medical care is 
authorized and rendered, should evidence come to light that the work related 
injury is not the major contributing cause of your disability or need for additional 
medical care, future benefits may be denied based on “Major Contributing 
Cause”.  Also under this statute is a provision allowing the Carrier to reserve its 
right to deny benefits or compensation under a “120 day rule”.   
If you have any questions regarding your claim, you may contact my office at             
1-800-482-3272. 
 
Sincerely, 

Lucy Henao  
 
Lucy Henao 
Claims Adjuster 
 
Enclosures:   Medical Authorization 
         Mileage Form 
    No-Concurrent Earnings Statement 
    Workers Compensation Information Pamphlet 
    Fraud Statement (2) 

cc: File 

http://www.fldfs.com/wc


 

 
 

RELEASE OF MEDICAL INFORMATION 
 
Employee:_____________________________________________________________ 
 
Employer:_____________________________________________________________  
 
D/A:__________________________________________________________________ 
  
 File#:_________________________________________________________________ 
 
Social Security #: ______________________________________________________ 
 
Adjuster:______________________________________________________________ 

 
 

GENERAL RELEASE OF MEDICAL RECORDS AND INFORMATION 
 
TO WHOM IT MAY CONCERN: 
 
This release whether in original form or fax copy grants authorization to any and 
all of my treating physicians to release and provide all my medical records/reports 
to FARA.  Treating physicians is described as any doctor or hospital, which 
provided care including but not limited to emergency care, remedial care, 
palliative care, diagnostic testing, studies and findings.  This release also applies 
to any group health insurance carrier, insurance company and its affiliates.  
 
 
     (Signed) 
 
 
     (Witness) 
 
 
     (Date) 
 
Family Physician/s that are not affiliated with this claim  
   Name:     ___________________________________________ 
              Address: _________________________________________ 
                   _________________________________________ 
              Phone:    _________________________________________  
 
**Please list additional physicians on the back of this form, not on a separate sheet. 

  



 

 
MILEAGE LOG 

NAME:_____________________     CLAIM #:___________ 
 

DATE From 
(Home/Work) 

Destination/ 
Purpose

To (Home/Work) Total 
Miles 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
 
        TOTAL MILEAGE ______                         
                                                                                             
 
               Claimant Signature_________________________________Date________   
                                                                                                                                                                 
 
Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance 
company, or self-insured program, files a statement of claim containing any false or misleading information is 
guilty of a felony of the third 
degree. 

 



 

 
 
NO CONCURRENT EARNINGS STATEMENT 

 
 School / Department:__________________________________ 
 
 Date of Accident:______________________________________ 
 
 

I, ____________________________________, SS #: _____-____-____, 
attest to the fact that I have no concurrent earnings, (second job), for 
thirteen weeks prior to the above mentioned injury.  The dates that are 
effective by this are from: 
 
   ____________________  to  ____________________ 
 
 
    Signature 
 
 
    Witness 
 
 
 
 
State of Florida 
 
County of ________________________________ 
 
Dated and signed this _________________________ day of  _____________ 
 
Sworn to and subscribed before me. 
 
    Notary Public 
 
My Commission Expires:_________________________ 
 
This person is personally known by me _____________________________ 
or has shown _____________________________________ as identification 
(choose one). 
 
 
 
 
 
 
 
 
 

 

 



 

 
 
 
Dear Employee; 
 
We have received your Notice of Injury that was filed by you or on your behalf regarding an 
accident/injury you sustained while employed by the Palm Beach County School District.  In order 
for us to properly process any and all benefits you may be entitled to, it is imperative that you 
treat with doctors authorized for you by FARA.  If you treat with an unauthorized doctor, you may 
be responsible for the payment of their bills.  In addition, any recommendations given by the 
unauthorized physician may be disregarded by FARA and your employer.   No “Line of Duty” can 
be given in connection with an unauthorized doctor.   
 
Please be aware that your eligibility for benefits from this claim may be eliminated under the 
Statute of Limitations; should you go two years from your date of accident, or after the initial two 
years, within one year of the last payment of compensation or approved medical treatment. 

It is imperative that you provide us with the signed medical release, the signed fraud statement, 
and the signed concurrent earnings statement in order to process your benefits promptly and 
effectively.   
 
We are providing you with 2 copies of this letter, one for you to keep and another for you to sign 
and return along with the signed medical release and non-concurrent earning statement.   
 
The School District has an aggressive Light Duty program for all employees (excluding temporary 
employees).  You should report to your school/department as usual unless your doctor assigns 
you a “no work status” via the DWC-25 form.  No other notes for “no work” will be accepted.  
Exceptions to the Light Duty program must be approved by Risk Management, 561 434 7440.   
 
Should you have any questions and/or comments regarding the foregoing, you may contact us at 
the number listed below.  
________________________________________________________________________ 
 
WORKERS COMPENSATION FRAUD STATEMENT: 
 
“Any person who, knowingly and with intent to injure, defraud, or deceive any employer 
or employee, insurance company, or self-insured program, files a statement of claim 
containing any false or misleading information commits insurance fraud, punishable as 
provided in s.817.234.” 
 
“If an injured employee or other party refuses to sign the document attesting that he or 
she has reviewed, understands, and acknowledges the statement, benefits or payments 
under this chapter shall be suspended until such signature is obtained.” 
 
Please sign below that you have reviewed, understand, and acknowledged the Fraud 
Statement cited above; 
 
_____________________     
Signature  
_____________________    
Print Name  
_____________________  
Date 

  



 

 
 
Dear Employee; 
 
We have received your Notice of Injury that was filed by you or on your behalf regarding an 
accident/injury you sustained while employed by the Palm Beach County School District.  In order 
for us to properly process any and all benefits you may be entitled to, it is imperative that you 
treat with doctors authorized for you by FARA.  If you treat with an unauthorized doctor, you may 
be responsible for the payment of their bills.  In addition, any recommendations given by the 
unauthorized physician may be disregarded by FARA and your employer.   No “Line of Duty” can 
be given in connection with an unauthorized doctor.   
 
Please be aware that your eligibility for benefits from this claim may be eliminated under the 
Statute of Limitations; should you go two years from your date of accident, or after the initial two 
years, within one year of the last payment of compensation or approved medical treatment. 

It is imperative that you provide us with the signed medical release, the signed fraud statement, 
and the signed concurrent earnings statement in order to process your benefits promptly and 
effectively.   
 
We are providing you with 2 copies of this letter, one for you to keep and another for you to sign 
and return along with the signed medical release and non-concurrent earning statement.   
 
The School District has an aggressive Light Duty program for all employees (excluding temporary 
employees).  You should report to your school/department as usual unless your doctor assigns 
you a “no work status” via the DWC-25 form.  No other notes for “no work” will be accepted.  
Exceptions to the Light Duty program must be approved by Risk Management, 561 434 7440.   
 
Should you have any questions and/or comments regarding the foregoing, you may contact us at 
the number listed below.  
________________________________________________________________________ 
 
WORKERS COMPENSATION FRAUD STATEMENT: 
 
“Any person who, knowingly and with intent to injure, defraud, or deceive any employer 
or employee, insurance company, or self-insured program, files a statement of claim 
containing any false or misleading information commits insurance fraud, punishable as 
provided in s.817.234.” 
 
“If an injured employee or other party refuses to sign the document attesting that he or 
she has reviewed, understands, and acknowledges the statement, benefits or payments 
under this chapter shall be suspended until such signature is obtained.” 
 
Please sign below that you have reviewed, understand, and acknowledged the Fraud 
Statement cited above; 
 
_____________________     
Signature  
_____________________    
Print Name  
_____________________  
Date  
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