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Arch Insurance Company
Excess Workers Compensation Loss Report

 FORMCHECKBOX 
 Initial Report 
Date Submitted:      
 FORMCHECKBOX 
 Supplemental Report
Date Submitted:      
Please Submit This Report and Supporting Documentation to: claims@archinsurance.com 
Insured Information

Insured Name: 
     
Date of Loss: 
     
Employer Name:
     
No. of Claimants: 
     
Street Address:
     
P.O. Box (If Applicable):
     
City, State, Zip: 
     
City, State, Zip: 
     
Accident State: 
     
Benefit State (Jurisdiction): 
     
Self-Insured Retention: 
$     
Claimant Information

Claimant Name: 
     
Claim Number: 
     
Street Address: 
     
Date of Birth: 
     
City, State, Zip: 
     
Marital Status: 
 FORMDROPDOWN 

Occupation: 
     
Date Reported: 
     
AWW: 
$     
TTD Rate:
$     

Perm. Disability Rate: 
$     
Description of Loss

     
Medical Diagnosis / Status / Prognosis

     
Compensability Explanation

     
Subrogation / Second Injury Fund

     
Litigation Status

     
Current Claims Status / Return to Work

     
Detailed Reserve Explanation
     
Current Financial Summary

	
	Incurred
	Paid
	Outstanding

	Temporary Disability
	$     
	$     
	$     

	Permanent Disability
	$     
	$     
	$     

	Vocational Rehab.
	$     
	$     
	$     

	Total Indemnity
	$     
	$     
	$     

	Total Medical
	$     
	$     
	$     

	Total Expense / Legal
	$     
	$     
	$     

	Total 
	$     
	$     
	$     


Attachments:
 FORMCHECKBOX 
 Medical Report
 FORMCHECKBOX 
 Legal Correspondence
 FORMCHECKBOX 
 Investigation Report
 FORMCHECKBOX 
 Police Report

Administrator Information

Claims Administrator:
     
Mailing Address:
     

     
City, State, Zip:
     
Claims Contact:

Name:
     
Phone Number: 
     
Title:
     
E-Mail:
     
Form Completed By:
Name:
     
Phone Number::
      
Title:
     
E-Mail:
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