NOTIFICACION DE CAMBIO EN LA CANTIDAD DEL PAGO DE LOS BENEFICIOS DE INDEMNIZACIÓN

FECHA:

A:
               [NAME OF INJURED EMPLOYEE]


               [ADDRESS]


               [CITY, STATE, ZIP]

ASUNTO:           [DATE OF INJURY]


               [NATURE OF INJURY]


               [PART OF BODY INJURED]


               [EMPLOYEE SSN]  


               [CLAIM #]


               [CARRIER NAME/TPA NAME]

               [CARRIER CLAIM#]


               [EMPLOYER NAME]


               [EMPLOYER ADDRESS]


               [EMPLOYER CITY, STATE, ZIP]
La cantidad de (***type of benefits being paid***) que usted ha estado recibiendo ha (***aumentado(increased)/sido reducida(decreased)***) a partir de (***effective date***) por la siguiente razón:


(***Provide Full and complete statement explaining the action taken________________________

_______________________________________________________________________________

___________________________________________________________________________***)

Cantidad previa de pagos semanales $______________

Nueva cantidad de pagos semanales $______________

Si anticipa que se le pagarán beneficios por un periodo de ocho semanas o más, usted puede solicitar que hagamos sus pagos de beneficios mediante una transferencia electrónica de fondos directamente a su cuenta de banco.  También, puede solicitar que cambiemos sus pagos de beneficios semanales a pagos mensuales.

Si no está de acuerdo con la cantidad de del cambio o con la razón, por favor comuníquese conmigo:


Nombre del ajustador:
                    ______________________________________________________________


Número gratuito de teléfono:              ______________________________________________________________


Número de fax/dirección de e-mail:   ______________________________________________________________

Si por alguna razón no podemos resolver el asunto a su satisfacción, usted puede comunicarse con el Departamento de Seguros de Texas, División de Compensación para Trabajadores para obtener asistencia adicional.  Usted tiene derecho a solicitar una Conferencia para Revisión de Beneficios (Benefit Review Conference, por su nombre en inglés).  Comuníquese con la oficina local de la División que está manejando su reclamación al 1-800-252-7031.

Si desea recibir avisos, tales como este por medio de fax o e-mail, por favor comuníquese conmigo y proporcione su número de fax o dirección de e-mail.

Por favor tenga en cuenta que el presentar reclamaciones de compensación para trabajadores falsas o fraudulentas es un crimen que puede resultar en multas y/o encarcelamiento.

Copias:

INSTRUCTIONS:

Notification of Change in Amount of Benefit Payment (Form PLN8), Rule 124.2(e)(2), and (3), and (f):_(MTC: CA, RE)
This letter will be used when the change in benefit amount is the primary reason for the reporting.  This will include actions that would normally trigger a Change in Benefit Amount (CA) transaction or an Reduced Earnings (RE) transaction.  This notice should be used to report a change in net income benefit payment amount (increase or decrease) to the employee/beneficiary/representative.

EXAMPLES:

· Change/recalculation of Average Weekly Wage

· Change in post-injury earnings

· Refusal of a Bona Fide job offer at less than pre-injury wages

· Return to Work at less than pre-injury wages

· Statutory reduction of benefits from 75% to 70% after 26 weeks of benefit payments

· Recovery of advanced benefits initiated

· Recovery of advanced benefits completed

· Payment of accelerated benefits

· Payment of attorney fees

· Payment of attorney fees completed

· Redistribution of Death Benefits (beneficiary(ies) eligibility change)

· Court Ordered Child Support Lien

· Recovery of overpayment initiated

· Recovery of overpayment completed

· Contribution (weekly payment amount may be adjusted to $0.00 if necessary)

· Subrogation/Third Party Settlement (weekly payment amount may be adjusted to $0.00 if necessary)

· School employee adjustment

· Seasonal employee adjustment

Provide a full and complete statement of the reason(s) the action was taken.
EXAMPLES:

· A Division order for accelerated payment of your IIBs has been received.  Therefore, the remaining 26 weeks of benefits will be paid in 20 weeks at the increased amount of $256.98 after the discount is applied. 

· Accelerating payment of IIBs pursuant to jurisdiction order.  

· We have been notified by your employer, [Name of Employer], that you returned to restricted duty work on April 1, 2002, earning $250.00/week.

· A Division order for an advance of income benefits of $1,500.00 has been received.  Therefore, your weekly benefits will be reduced $25.00 per week for 60 weeks in accordance with the Division order.  
· We have determined you are entitled to SIBs for the 4th quarter.  Your monthly SIBs payments for the 4th quarter have been reduced to (***monthly payment amount***) based on post-injury earnings provided on your application for benefits.  NOTE:  This notice does not relieve the insurance carrier from filing the FORM-52 with the injured employee/representative and Division.

· You were released to return to work with modified duty.  The employer sent you a bona fide offer of employment of 20 hours a week at $7.00 per hour.  Your refusal of the job offer results in the reduction of your benefits by $98.00 per week.

DO NOT SEND THIS LETTER TO THE TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION 
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