PE0003
STATE OF MINNESOTA
COURT OF ADMINISTRATIVE HEARINGS

	
WID: [WID]	
DOI: [DOI]	
	


	[NAME],
Employee

vs. 

[NAME],
Employer(s)

[NAME],
Insurer(s)


	PETITION FOR CONTRIBUTION/REIMBURSEMENT




1. The above-named employer and insurer, as and for their Petition for Contribution and/or Reimbursement, allege as follows: 
2. On or about [DATE], the employee was employed by the Employer, at an average weekly wage of [$WAGE], and the employer was insured for purposes of workers’ compensation liability by the Insurer.
3. On that date, the employee sustained a personal injury in the nature of __________________________________, which arose out of and in the course and scope of his/her employment, and as a result of the injury the employer/insurer paid benefits and medical expenses as follows (attach supporting documentation): 
4. On or about [DATE], the employee was employed by [EMPLOYER] at an average weekly wage of [WAGE], and the employer was insured for purposes of workers’ compensation liability by [INSURER].
5. On that date, the employee sustained a new injury or re-injury in the nature of ____________________________, which arose out of and in the course and scope of his/her employment, and that as a result he/she received the following benefits and medical expenses: 
6. Based upon the medical report(s) of [NAME] attached hereto as Exhibit [#], the disability and medical expenses since [DATE]  are in part or in whole the result of the injury of [EMPLOYEE].
7. Hearing data:
a. Requested hearing location: 
b. Names/addresses of witnesses:
c. If an interpreter is needed, specify the language:
d. If a reasonable accommodation is needed, describe:
WHEREFORE, the employer/insurer request an Order of the Court directing [NAME] to reimburse [NAME] for all or such proportionate share of the benefits paid to or on behalf of the employee. 
Dated:
____________________________________
Attorney’s Signature
Attorney’s phone number: 
Attorney’s bar ID: 
Attorney’s email address: 
Attorney’s mailing address:
Any person who, with intent to defraud, receives workers’ compensation benefits to which the person is not entitled by knowingly misrepresenting, misstating, or failing to disclose any material fact is guilty of theft and shall be sentenced pursuant to Minn. Stat. § 609.52, subd. 3 (2022).

Private or confidential data you supply on this form, and in communications or proceedings that occur because you file this form, will be used to process and resolve your workers’ compensation dispute. The data will be used by the Court of Administrative Hearings staff who have authorized access to the data, and may be used for state investigations and statistics. You may refuse to supply the data, but if you refuse your claim may be delayed or denied, or the form may be returned to you. The data will be made part of the office’s file for your claim and may be supplied to: anyone who has access to the file or the data by authorization or court order; the employer and insurer for your claim; the Department of Labor and Industry; the Workers’ Compensation Court of Appeals; the Departments of Revenue and Health; and the workers’ compensation reinsurance association.


INSTRUCTIONS
[bookmark: _Hlk8035090]
1. File this Petition for Contribution/Reimbursement with the Court of Administrative Hearings using C-Track eFiling. eFiling instructions are available at https://mn.gov/oah/forms-and-filing/efiling/wc-efiling.jsp. Injured workers who are not represented by an attorney may also file by mailing this Petition for Contribution/Reimbursement to PO Box 64620, Saint Paul, Minnesota, 55164-0620, or by personal delivery to the Court of Administrative Hearings, 600 North Robert Street, Saint Paul, MN 55101. 
2. You must serve this Petition for Contribution/Reimbursement on all parties. This includes employer(s), insurer(s), and the Special Compensation Fund (if applicable). If this Petition for Contribution/Reimbursement is eFiled, you will select which parties are being eServed and which parties you must serve by mail.
