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N.C. Department of Health and Human Services
SETTLEMENT APPROVAL REQUEST FORM
Division/Institution      
Requested by:        

Date:

Employee Name:      
Age:      
Official Job Title:       

Date of Accident:      
Description of Accident:      

     

     
 
Years of Service     

Medical Summary      

     

     

Current Medical Diagnosis      
Surgery: Yes  FORMCHECKBOX 
 
 No  FORMCHECKBOX 


Permanent Restrictions: Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 

 If Yes, list type of restriction:      

     

PPD: Part of Body:             
   % 
Rating $      

Average Weekly Wage:      
Average Comp. Wage:      

Has employee returned to previous job? Yes  FORMCHECKBOX 
 
 No  FORMCHECKBOX 

 If No, explain      

     

Has employee returned to previous salary? Yes  FORMCHECKBOX 
 
 No  FORMCHECKBOX 
 
 If No, explain      

     

Is employee still employed by DHHS? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

 If No, explain      

     

Has employee applied for Long-Term/Short-Term Disability?
   LT: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                ST: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If No, Explain:      

Has employee been approved for Long-Term/Short-Term Disability?
 LT: Yes
 FORMCHECKBOX 
   No  FORMCHECKBOX 
     ST: Yes  FORMCHECKBOX 

  No  FORMCHECKBOX 

If applicable, what efforts have taken place to identify a job? 
     

Reason for settlement:      

Was there an IC hearing or mediation? Yes   FORMCHECKBOX 
  No FORMCHECKBOX 

 If yes, what was awarded?      

Top negotiating sum:      
 Are funds available? Yes     FORMCHECKBOX 
 
No  FORMCHECKBOX 


WC representative approval:  Signature 




Date      

Director's approval:  Signature 





Date      
DHR-ESB3213


10/09








Fax This Form and CorVel Justification Documents to DHHS Safety and Benefits Office (919) 715-0991


