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State Farm Logo
Wage and Salary Verification
Employer's Name and Address
The above named person has applied for benefits following injuries received in an accident on the date indicated. We understand this individual is or was your employee. To determine wage benefits due, we ask that this form be completed and returned to us in the attached postage paid envelope. A signed
authorization for the release of this information is enclosed.
Thank you for your cooperation,
Claim Representative
Employee's Name and Address
State Farm Insurance Claim Office
Claim Office
1.
Dates of employment
,
2.
Dates absent following accident
,
3.
Employee's job title
4.
Employee's job duties
5.
Was employee paid during this absence?
6.
Is employee entitled to benefits under a wage
or salary continuation plan?
7.
Name of your worker's compensation insurer
8.
Has or will a claim be filed under any workers'
compensation law for this accident?
9.
Schedule of weekly earnings - for 13 weeks prior to date of accident or annual salary amount $
Weeks    
Amount Earned
Dates  
Number of
Wage Paid
Number of
Including Overtime
Gratuities
Gross
Days Worked
Per Hour
Hours Worked
or Extra Work
Tips -Etc.
Earnings
No.
From
To
Signature
(Person Completing Form)
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State Farm Forms
Determine wage and salary information for possible lost time at work
P&C Claims
Wage and Salary Verification
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