Claim Previously Continued Transmittal Form
VWC:        
Claim Number:      

Victim:      



Claimant:       


Incident County:      
Crime:      
Incident Date:      

Date Reported:      

Date Continued by Board:          Reason for Continuance:       
Answer(s) to Board Question(s):       
Expenses Claimed
 FORMCHECKBOX 
  Medical 

$     
 FORMCHECKBOX 
  Work loss 
 
$     
 FORMCHECKBOX 
  Counseling 

$     
 FORMCHECKBOX 
  Funeral 

$     
 FORMCHECKBOX 
  Grief Counseling 
$     
 FORMCHECKBOX 
  Loss of Support 
$     
 FORMCHECKBOX 
  Future Expenses 
$     
 FORMCHECKBOX 
  Other 


$     
Description of Other

     
Total Claimed 

$     
Compensable Loss
 FORMCHECKBOX 
  Medical 
$     
 FORMCHECKBOX 
  Work loss
$     
 FORMCHECKBOX 
  Counseling 
$     
 FORMCHECKBOX 
  Funeral
$     
 FORMCHECKBOX 
  Grief Counseling 
$     
 FORMCHECKBOX 
  Loss of Support 
$     
 FORMCHECKBOX 
  Future Expenses
$     
 FORMCHECKBOX 
  Other
$     
Description of Other

     
Total Compensable 
$     

Additional Comments:      

VWC or VWA Initials:  _____________

For Board Staff Use Only:

Amount payable to claimant  


$     
Amount payable to service provider(s) 
$     
Total Compensable



$     
Previous Awards (if any)  $     
If previously reduced, by what percentage?       %







 Staff Initials:  








Revised 05/2005

