Supplemental Job Displacement

Nontransferable Training Voucher Form
(Form DWC-AD 10133.57 — Mandatory Form)
For injuries occurring on or after 1/1/04

You Nave been determined eligible for this nontransferable. Supplemental 4Bb
Displa ent Voucher. This voucher may be used for the pavment of tuitiondfees.
books. afN\ other expenses required by a state approved or accredited school gt vou
enroll in for\he purpose of education related retraining or skill enhancement. ordfoth.

The state approNd or accredited school will be reimbursed upon receipt ofgf documented
invoice for tuitior\\fees. books and other required expenses required b the school for
retraining or skill qghancement. If vou pav for the eligible expegfes. vou may be
reimbursed for these eMgenses upon submission of documented recefs. No more than 10
percent of the value ofQhis voucher may be used for vocatiggal or return to work
counseling. If vou decidQjo voluntarily withdraw from a pgferam. vou mav not be
entitled to a full refund of theQoucher amount utilized.

Please present this original lettef§o the state approved g accredited school and/or the
Vocational & Return to Work CouMelor of vour choigf. chosen from the list developed
by the Division of Workers’ CompenNgion's Admingfirative Director, in order to initiate
your training and return to work counWgling. A #ft of Vocational & Return to Work
Counselors is available on the DiviNgn g Workers’ Compensation's website
www.dir.ca.gov_or upon request. The scNaffl_and/or counselor should contact me
regarding direct payment from your supplemyl job displacement benefit.

Injured Emplovee Information: Upon coffipleting Mg voucher form the injured employee
must return the form with receiptsgfind documerMgtion to the claims administrator
immediately for reimbursement. (T} claims administgor must complete Nos. 1 — 8 of
this voucher form prior to sendingdft to the injured emplo

1. Injured Emplovee Name

2. Address
City State Kip Code
3. Claim Nump Phone Number
Claims inistrator
4. Nffme

Claims Mailing Address
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6. City State Zip Code

7. Claims Representative Phone Number

8. is available to the injured employee based on % of Permangt
1al Disability Award

The inj¥ged emplovee must complete Nos. 9 — 19 and sign and date this vougffier
form.

(VRTWC) VNational Return to Work Counselor (if any)

9. Name Phone Ngfnber

10. Address

11. City State ip Code

12. Funds used for vocational Myd return to work counsedio S (10% maximum

of voucher value)

Training Provider Details (Attach Ydditional pggfs for each provider if necessary.)

13. Provider Name

v

14, Provider Address A Phone Number

15. City State Zip Code

16. Provider approval number

17. Expiration Date

18. Provider Contact Na#fe

19. Training Cost

Injured Emplogfe Signature Da

Note to Clg#ns Administrator: Upon receipt of voucher, receipts and §gcumentation
from theg/mplovee, reimbursement pavments to the emplovee or directyavments to
VRTWY and training providers must be made within 45 calendar days.
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