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	[NAME],
Deceased Employee, by

[NAME],
Petitioner 
vs. 

[NAME],
Employer(s)

and

[NAME],
Insurer(s)

	


Claim Petition for Dependency Benefits or Payment to Estate



The petitioner named above alleges the following facts: 
1. The petitioner’s address is:
2. The employer’s address is:
3. The deceased employee named above sustained an injury or disease on [DATE]. As a result of this injury or disease, employee died on [DATE].
4. The deceased employee was employed by the  above-named employer as a:
5. The deceased employee’s weekly wage at the time of the alleged injury or disease was:
6. The injury or disease arose out of and in the course of the deceased employee’s employment.
7. The nature of the injury or disease was as follows:
8. The employer had knowledge or notice of the injury, disease and/or death alleged in paragraph 3.
9. On the date of injury, the employer was insured against compensation liability by the insurer or insurers indicated above.
10. Hospital and medical expenses necessitated by the injury or disease and the cost of the funeral and burial was totaled approximately:
11. The name and address of any third party who has paid benefits or hospital, medical or burial expenses related to this claim are as follows: 
12. The petitioner is related to the deceased employee or dependents as follows:  
13. Review Minn. Stat. § 176.111, subd. 1, before completing this information. If the child is over 18 years old, indicate the reasons he/she qualified as a dependent. Following are all of the deceased employee’s living dependent children known to petitioner:
	Dependent Information
	Government survivor benefits for which dependent is eligible:

	Name
	Address
	Birth Date
	Type
	Amount

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



14. Other persons dependent on the deceased employee, including his or her spouse  are (* indicates only partially dependent):
	Dependent Information
	Government survivor benefits for which dependent is eligible:

	Name
	Address
	Birth Date
	Type
	Amount

	
	
	
	
	

	
	
	
	
	



15. Based on the facts alleged above, Petitioner asks for an award for the following  benefits:

☐	Unpaid benefits payable to the deceased employee now being claimed by the following dependents:
☐	Dependency benefits from [DATE] to [DATE].
☐	Rehabilitation benefits for dependent surviving spouse.
☐	Payment to deceased employee’s estate.
16. Medical support for this claim is attached, including copies of unpaid hospital/medical and funeral/burial bills.

Dated:
______________________________________
Petitioner’s Signature 

Dated:
______________________________________
Petitioner’s 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 (2018).

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 Office 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 

1. This Claim Petition must be filed with the Office of Administrative Hearings via eFiling or by mail to PO Box 64620, Saint Paul, Minnesota, 55164-0620. eFiling instructions are available at https://mn.gov/oah/forms-and-filing/efiling/wc-efiling.jsp. If the claim for benefits involves medical or rehabilitation benefits only, this Claim Petition must instead be filed with the Department of Labor and Industry.

2. This Claim Petition must be served on all parties (employer(s), insurer(s), and the Special Compensation Fund (if applicable)). If this Claim Petition is eFiled, the Office of Administrative Hearings will notify the filer which parties are eServed and which parties the filer must serve via conventional service.

3. This Claim Petition, with a Notice of Right to Intervene, must also be served on any medical providers or third-party payors identified in #10 or 11. 


