Change in Claim Status Form
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	Claim Information:

	Claimant
	Inservco Claim Number
	Adjuster
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	Agency Name
	Date of Injury

	     
	     

	Medical Only to Lost Time:

	Last Day Worked  
	First Day of Absence 

	     
	     

	Special Benefit Changes: 

	Effective Date: 
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	Recurrence:

	Date employee reported need for additional treatment  
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	Describe the event which caused the recurrence  
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	Date of Absence (Lost Time Only)

	     

	Other Comments
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	Transferred to LT 
	Date
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