

	Date of Accident: 
	Return Form to Requesters Address: 
	Title: 
	5 Total benefits payable as of date in item 4 but before redetermination 1: 
	Employers Name: 
	Worker's Name: 
	Worker's Social Security Number: 
	Date: 
	A: 
	 Partial Offset Involved: Off

	B: 
	 Offset does not apply effective with the date show: Off

	Worker age 62/65: 
	Disability terminated: 
	C: 
	 We have no record of any Social Security benefits being paid: Off

	D: 
	 Worjker is receiving Socia lSecurity payments othD: 
	 Worker is receiving Social Security payments other than disability or disability claim denieder thna disability or disability claim denied: Off


	E: 
	 if A, B, C, or D do not apply, complete the following: Off

	1 Total Family Benefits (as of first month of offset): 
	2 80% Average Current Earnings (ACE): 
	3 Redetermined ACE (only if applicable): 
	4 Redetermined ACE Effecrive Date (month/year): 
	F Supplemental Security Income: 
	Date 2: 
	F: 
	 Supplemental Security Income: Off



