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State of Rhode Island 

Providence, Sc. Workers’ Compensation Court 

vs. W.C.C. No.

Attorney Worksheet for Lump Sum or Structured-Type Settlements 

1. NAME OF PETITIONER 2. SOCIAL SECURITY NO. last 4 digits only 

XXX-XX-

3. DATE OF INJURY 4. WORKERS’ COMPENSATION RATE

5. TOTAL SETTLEMENT 6. MSA AMOUNT 

7. IF THERE IS AN MSA, IS IT MANDATORY OR VOLUNTARY

MANDATORY                                      VOLUNTARY

 8.  COUNSEL FEE 

9. HAS THE EMPLOYEE, NOW IN THE PAST, EVER BEEN A MEDICARE
BENEFICIARY OR APPLIED FOR MEDICARE BENEFITS?

YES                                                  NO

10. HAS THE EMPLOYEE EVER APPLIED FOR, COLLECTED, OR
BEEN QUALIFIED TO RECEIVE EITHER AGE RELATED OR
DISABILITY RELATED SOCIAL SECURITY BENEFITS? 

YES  NO 

11. STATE THE EMPLOYEE’S INJURY AS SET FORTH IN THE DOCUMENT(S) ESTABLISHING THE EMPLOYER’S LIABILITY.

12. STATE THE SPECIFIC PERIODS FOR WHICH THE EMPLOYEE HAS RECEIVED WEEKLY WORKERS’ COMPENSATION BENEFITS.

The undersigned certifies that the following documents are included in this filing: 

1. A stipulation assigning this Petition for Settlement and a duly executed Petition for Settlement.

2. Legible copies of ALL agreements, orders and decrees establishing liability and periods of disability as well as

any and all agreements, orders and decrees for specific compensation.

a.)  If weekly or medical benefits have been paid for any “flow from” injuries, any and all agreements 

reflecting these conditions must be filed. 

W.C.C.  # of  pending cases:

__________________________

__________________________
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3. An affidavit from the employer’s attorney or a statement from the employer regarding the proposed settlement.

a.) Attach a copy of the letter from the attorney and/or insurer advising employer of details of the 

      proposed settlement and their right to be heard. 

b.) Attach a copy of the letter from the attorney and/or insurer advising the employer of the potential effect 

of the proposed settlement on their workers’ compensation premiums. If the employer is self-insured, an 

affidavit signed by employer’s counsel attesting that the employer has been fully advised of the details of 

the settlement and has no objection to same.      

4. A copy of the most recent court impartial medical examination.

5. A statement from the treating physician.

If the employee is still treating: 

 The statement must be dated within 30 days of the date of the filing of the petition. 

    If the employee has stopped treating: 

 The medical report from the physician with whom the employee last treated together with an affidavit 

signed by the employee or her/ his attorney that she/he is no longer treating. 

6. A Life Expectancy Table.

7. An affidavit of the employee regarding CMS: Medicare and Social Security if applicable.

8. A list of all treating medical providers including any and all outstanding balances due and owing.

9. A copy of any and all notices of liens.

10. A copy of the Structured Settlement Agreement, if applicable.

11. A copy of the Medicare Set-Aside Agreement, if applicable.

Signature of Employee’s Attorney Signature of Employer’s Attorney

Address of Employee’s Attorney Address of Employer’s Attorney

Phone Number of Employee’s Attorney Phone Number of Employee’s Attorney 

Bar Number of Employee’s Attorney Bar Number of Employer’s Attorney
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