
Employee Claim 
State of New York - Workers' Compensation Board 

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE 
WITH DISABILITIES WITHOUT DISCRIMINATION

C-3

Number and Street                                                           City                                                                                            State                        Zip Code

B.  YOUR EMPLOYER(S)
1. Employer when injured:

3. Your work address:

6. List names/addresses of any other employer(s) at the time of your injury/illness:

7. Did you lose time from work at the other employment(s) as a result of your injury/illness? NoYes

Female

A.  YOUR INFORMATION (Employee)
1. Name:

3. Mailing address:

4. Social Security Number: 6. Gender: Male

C.  YOUR JOB on the date of the injury or illness
1. What was your job title or description?

 2. What types of activities did you normally perform at work?_________________________________________________________________ 

 3. Was your job? (check one) Full Time Part Time Seasonal Volunteer   Other:____________________

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

Yes 6. Did you receive lodging or tips in addition to your pay?  If yes, describe:No

D.  YOUR INJURY OR ILLNESS

3. Where did the injury/illness happen? (e.g., 1 Main Street, Pottersville, at the front door)

 If no, why were you at this location? NoYes 4. Was this your usual work location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report) _______________________________

WCB Case Number (if you know it):

Fill out this form to apply for workers' compensation benefits because of a work injury or work-related illness.  Type or 
print neatly.  This form may also be filled out on-line at www.wcb.state.ny.us.

Number and Street/PO Box                                                           City                                                                                            State                        Zip Code

7. Will you need a translator if you have to attend a Board hearing? Yes No If yes, for what language?

6. How did the injury/illness happen? (e.g., I tripped over a pipe and fell on the floor) 

 7. Explain fully the nature of your injury/illness; list body parts affected (e.g., twisted left ankle and cut to forehead):______________________

        First                                                   MI                                                             Last

5. Your supervisor's name:

2. Date of Birth: ______/______/______

5. Phone Number: (_____)_______________

2. Phone Number: (_____)_______________

4. Date you were hired: _____/_____/_____

1. Date of injury or date of onset of illness: ______/______/______ AM PM2. Time of injury: 
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No

No

D.  YOUR INJURY OR ILLNESS continued
If yes, what? NoYes 8. Was an object (e.g., forklift, hammer, acid) involved in the injury/illness?

 9. Was the injury the result of the use or operation of a licensed motor vehicle?
 If yes, your vehicle employer's vehicle other vehicle License plate number (if known):

 If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

 10. Have you given your employer (or supervisor) notice of injury/illness?

in writingorally   If yes, notice was given to: ____________________________________

11. Did anyone see your injury happen? If yes, list names:________________________________________

F.  MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
  None received (skip to question F-5)

3. Where did you receive your first off site medical treatment for your injury/illness?  none received 
Doctor's office

Emergency Room
Clinic/Hospital/Urgent Care Hospital Stay over 24 hours 

 Name and address where you were first treated:

4. Are you still being treated for this injury/illness? 
Give the name and address of the doctor(s) treating you for this injury/illness:

5. Do you remember having another injury to the same body part or a similar illness? 

6. Was the previous injury/illness work related?
 If yes, were you working for the same employer that you work for now?

NoYes

NoYes

Yes

NoYes

No Yes

NoYes
Yes

An individual may sign on behalf of the employee only if he or she is legally authorized to do so and the employee is a minor, mentally incompetent or incapacitated. 

I am hereby making a claim for benefits under the Workers' Compensation Law.  My signature affirms that the information I am providing is true 
and accurate to the best of my knowledge and belief. 

Employee's Signature: Print Name:
On behalf of Employee: Print Name:

If yes, were you treated by a doctor? NoYes    If yes, provide the names and addresses of the doctor(s) who treated 
 you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

Any person who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, or prepares with knowledge or belief that it 
will be presented to, or by an insurer, or self-insurer, any information containing any FALSE MATERIAL STATEMENT or conceals any 
material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.

YOUR NAME:________________________________________________ DATE OF INJURY/ILLNESS: ______/______/______

Date notice given: _____/_____/_____

limited duty

E.  RETURN TO WORK
1. Did you stop work because of your injury/illness?

2. Have you returned to work? regular duty

3. If you have returned to work, who are you working for now? Same employer New employer Self employed

4. What is your gross pay (before taxes) per pay period? How often are you paid?

NoYes

NoYes

, on what date? _____/_____/_____                     , skip to Section F.

If yes, on what date? _____/_____/_____

Date: _____/_____/_____

Date: _____/_____/_____

1. What was the date of your first treatment? ______/______/______
2. Were you treated on site? Yes No

Phone Number: (_____)_______________

Phone Number: (_____)_______________

Unknown

First                                           MI                                                    Last
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I certify to the best of my knowledge, information and belief, formed after an inquiry reasonable under the circumstances, that the allegations and other factual 
matters asserted above have evidentiary support, or are likely to have evidentiary support after a reasonable opportunity for further investigations or discovery.

Signature of Attorney/Representative (if any):

Print Name: Title: 

ID No., if any:  R

Date: _______/_______/_______

If Licensed Representative, License No.: Expiration Date: _______/_______/_______
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Instructions for Completing Form C-3, “Employee Claim” 
  

Please complete this form and send it to your local Workers' Compensation Board district office (DO) to apply for workers' 
compensation benefits. The addresses are listed at the bottom of these instructions. If you need additional help in completing 
this form, contact the Workers' Compensation Board at 1-877-632-4996. You may also fill this form out online at: http://
www.wcb.state.ny.us/ 
  

If you do not have or know your Workers' Compensation Board Case Number, please leave this field blank. It is not 
required to process your claim. Remember to enter your name and the date of your injury/illness on the top of page 
two.  

Section A  - Your Information (Employee): 
Item 1: Enter your full name, including first name, middle initial, and last name. 
Item 2: Enter your date of birth in month/day/year format. Include the four digit year. 
Item 3: Enter your mailing address, including P.O. Box, if applicable, city or town, state, and Zip code. 
Item 4: Enter your Social Security Number. This is very important to help service your claim faster. 
Item 5: Indicate the primary contact phone number, including area code. This may include a cell phone number. 
Item 6: Indicate your gender (Male or Female). 
Item 7: Board hearings are conducted in English.  If you will need a translator to understand the proceeding, the Board will  
             provide one.  Check Yes and indicate the language needed. 
  

Section B  - Your Employer(s): 
Item 1: Indicate the employer you were working for at the time you were injured or became ill. 
Item 2: Enter the phone number for this employer, either a primary contact number or the number for your supervisor. 
Item 3: Enter the employer's address, including P.O. Box, if applicable, city or town, state, and Zip code. 
Item 4: Indicate the date you were hired by this employer. 
Item 5: Enter your direct supervisor's name, whom you report to on a regular basis. 
Item 6: If you have more than one job, please indicate the names and addresses of all other employers you work for besides 

the one you were injured at. Please attach a separate sheet if you need more room. 
Item 7: Check Yes if you lost time from any of your other jobs as a result of your injury or illness; otherwise, check No. 
  

Section C  - Your Job on the Date of the Injury or Illness: 
Item 1: Indicate your current job title or job description (e.g., warehouse worker). 
Item 2: Indicate your typical work activities for this job (e.g., keeping inventory, unloading trucks, etc.). 
Item 3: Check the type of job you had. 
Item 4: Enter your gross pay (before taxes) per pay period. 
Item 5: Indicate how often you received a paycheck (weekly, bi-weekly, etc.). 
Item 6: Indicate if you received any tips or lodging in addition to your regular pay. If you did, describe them. 
  

Section D  - Your Injury or Illness: 
Item 1: Enter the date when you were injured or the first date you noticed you became ill. Enter the date in month/day/year 
 format. Include the four digit year. If this is an illness or occupational disease, then skip item 2. 
Item 2: Enter the time when the injury occurred. Check whether it was AM or PM. 
Item 3: Indicate the location where the injury/illness occurred, including the address of the building and the physical 

location in the building where the injury/illness happened. 
Item 4: Check whether this was your normal work location. If it was not, explain why you were at this location. 
Item 5: Describe in detail what you were doing at the time of the injury/illness (e.g., unloading boxes from a truck by hand). 

This explains the events leading up to the injury. 
Item 6: Describe in detail how the injury/illness occurred (e.g., I was lifting a heavy box off a truck). This should include all 

people and events involved in the injury/illness. 
Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible. 

(e.g., I strained my back trying to lift a heavy box. It hurts to bend over or hold even lighter objects now.) 
Item 8: Indicate if some object was involved in the accident OTHER THAN a licensed motor vehicle. Other objects may 

include a tool (e.g., hammer), a chemical (e.g., acid), machinery (e.g., forklift or drill press), etc. 
Item 9: Indicate if a licensed motor vehicle was involved in the accident. If so, check if the motor vehicle involved was 
  yours, your employer's, or a third party's. Include the license plate number (if known). If your vehicle was involved,  
 fill out the name and address of your automobile liability insurance carrier. 
Item 10: Check if you gave your employer or supervisor notice of your injury or illness. If so, indicate who you gave notice  
    to as well as if it was orally or in writing. Include the date you gave notice. 
Item 11: Check if anyone else saw the injury happen. If anyone did see it, include their name(s). 
  

Section E  - Return to Work: 
Item 1: If you stopped working as a result of your work-related injury/illness, check Yes and indicate on what date you 

stopped working. If you have not stopped working, check No and skip to the next section.



Section E  - Return to Work (cont): 
Item 2: If you have since returned to work, check Yes. Also indicate on what date you started working again, as well as if you 

have returned to your Normal Duties or if you are on Limited or Restricted Duty. (If you have not returned to your full 
pre-injury or illness work duties, then you are on Limited Duty.) 

Item 3: If you have returned to work, indicate who you are working for now. 
Item 4: Enter your gross pay (before tax pay) per pay period for the job you are working at now. Indicate how often you are 

receiving a paycheck (weekly, bi-weekly, etc.). 
  

Section F  - Medical Treatment for This Injury or Illness: 
Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item 5. Otherwise, 

enter the date you first received treatment for this injury/illness and complete the rest of this section. 
Item 2: Check if you were first treated on the job for this injury or illness. 
Item 3: Check the location where you first received off site medical treatment for your injury or illness. Include the name and  

address of the facility as well as the phone number (including area code). 
Item 4: If you are still receiving ongoing treatment for the same injury or illness, check Yes and indicate the name and 

address of the doctor(s) providing treatment as well as the phone number (including area code); otherwise check No.  
Item 5: If you believe you already had an injury to the same body part or a similar illness, check Yes and indicate if you were 

treated by a doctor for this injury or illness. If you were treated by a doctor, indicate the name(s) and address(es) of the 
doctor(s) whom provided care and complete and file Form C-3.3 together with this form. 

Item 6: If you had a previous injury or illness, check if your previous injury or illness was work-related. If Yes, check if 
the injury or illness happened while working for your current employer. 
  

 Sign Form C-3 in the place provided for "Employee's Signature on page 2, print your name, and enter the date you signed the 
form. If a third-party is signing on behalf of the employee, that person should sign on the second signature line.  If you have 
legal representation, your representative must complete and sign the attorney/representative's certification section on the 
bottom of page 2. 
  

What Every Worker Should Do in Case of On-The-Job Injury or Occupational Disease: 
  

1. Immediately tell your employer or supervisor when, where and how you were injured. 
2. Secure medical care immediately. 
3. Tell your doctor to file medical reports with the Board and with your employer or its insurance carrier. 
4. Make out this claim for compensation and send it to the nearest Workers' Compensation Board Office.  (See below.)  Failure to file 

within two years after the date of injury may result in your claim being denied. If you need help in completing this form, telephone or 
visit the nearest Workers' Compensation Board Office listed below. 

5. Go to all hearings when notified to appear. 
6. Go back to work as soon as you are able; compensation is never as high as your wage. 
  

Your Rights: 
  

1. Generally, you are entitled to be treated by a doctor of your choice, provided he/she is authorized by the Board. If your employer is 
involved in a preferred provider organization (PPO) arrangement, you must obtain initial treatment from the preferred provider 
organization which has been designated to provide health care services for workers' compensation injuries. 

2. DO NOT pay your doctor or hospital. Their bills will be paid by the insurance carrier if your case is not disputed. If your case is 
disputed,  
the doctor or hospital must wait for payment until the Board decides your case. In the event you fail to prosecute your case or the 
Board decides against you, you will have to pay the doctor or hospital. 

3. You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly prescribed by your doctor and for carfares or other 
necessary expenses going to and from your doctor's office or the hospital. (Get receipts for such expenses.) 

4. You are entitled to compensation if your injury keeps you from work for more than seven days, compels you to work at lower wages, 
or results in permanent disability to any part of your body. 

5. Compensation is payable directly and without waiting for an award, except when the claim is disputed. 
6. Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an attorney or 

licensed representative to represent them. If an attorney or licensed representative is retained, his/her fee for legal services will be 
reviewed by the Board and if approved will be paid by the employer or insurance company out of any compensation benefits due. 
Injured workers or dependents of deceased workers should not directly pay anything to the attorney or licensed representative 
representing them in a compensation case. 

7. If you need help returning to work, or with family or financial problems because of your injury, contact the Workers' Compensation 
Board office nearest you and ask for a rehabilitation counselor or social worker. 

  
This form should be filed by sending directly to the appropriate WCB district office (DO) at the address listed below: 

  

Albany DO - 100 Broadway-Menands, Albany NY 12241 (866) 750-5157 (for accidents in the following counties: Albany, Clinton, Columbia, 
Dutchess, Essex, Franklin, Fulton,Greene, Hamilton, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Ulster, Warren, Washington) 
Binghamton DO - State Office Building, 44 Hawley Street, Binghamton NY13901 (866) 802-3604 (for accidents in the following counties: Broome, 
Chemung, Chenango, Cortland,Delaware, Otsego, Schuyler, Sullivan, Tioga, Tompkins) 
Buffalo DO - 295 Main Street, Suite 400, Buffalo NY 14203 (866) 211-0645 (for accidents in the following counties: Cattaraugus, 
Chautauqua, Erie, Niagara) 
Rochester DO - 130 Main Street West, Rochester NY 14614 (866) 211-0644 (for accidents in the following counties: Allegany, Genesee, Livingston, 
Monroe, Ontario, Orleans,Seneca, Steuben, Wayne, Wyoming, Yates) 
Syracuse DO - 935 James Street, Syracuse NY 13203 (866) 802-3730 (for accidents in the following counties: Cayuga, Herkimer, Jefferson, Lewis, 
Madison, Oneida, Onondaga,Oswego,St. Lawrence) 
Downstate Centralized Mailing - PO Box 5205, Binghamton NY, 13902-5205 for all DO's in NYC (800) 877-1373; in Hempstead (866) 805-3630; in 
Hauppauge (866) 681-5354; in Peekskill (866) 746-0552 (for accidents in the following counties: Bronx, Kings, Nassau, New York, Orange, Putnam, 
Queens, Richmond, Rockland, Suffolk, Westchester) 
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	topmostSubform[0]: 
	Page3[0]: 
	WCB_Case_Number_if_you_know_it[0]: 
	_1_Name[0]: 
	_2_Date_of_Birth[0]: 
	undefined[0]: 
	undefined_2[0]: 
	_3_Mailing_address[0]: 
	Text1[0]: 
	_5_Phone_Number[0]: 
	undefined_3[0]: 
	Check_Box2[0]: Off
	Check_Box3[0]: Off
	Check_Box4[0]: Off
	Check_Box5[0]: Off
	If_yes_for_what_language[0]: 
	_1_Employer_when_injured[0]: 
	_2_Phone_Number[0]: 
	undefined_4[0]: 
	_3_Your_work_address[0]: 
	_4_Date_you_were_hired[0]: 
	undefined_5[0]: 
	undefined_6[0]: 
	_5_Your_supervisors_name[0]: 
	_6_List_namesaddresses_of_any_other_employers_at_the_time_of_your_injuryillness[0]: 
	_1[0]: 
	_2[0]: 
	Check_Box6[0]: Off
	Check_Box7[0]: Off
	_1_What_was_your_job_title_or_description[0]: 
	_2_What_types_of_activities_did_you_normally_perform_at_work[0]: 
	Text8[0]: 
	Full_Time[0]: Off
	Part_Time[0]: Off
	Seasonal[0]: Off
	Volunteer[0]: Off
	Other[0]: Off
	undefined_7[0]: 
	_4_What_was_your_gross_pay_before_taxes_per_pay_period[0]: 
	_5_How_often_were_you_paid[0]: 
	Check_Box9[0]: Off
	Check_Box10[0]: Off
	If_yes_describe[0]: 
	D__YOUR_INJURY_OR_ILLNESS[0]: 
	_1_Date_of_injury_or_date_of_onset_of_illness[0]: 
	undefined_8[0]: 
	undefined_9[0]: 
	_2_Time_of_injury[0]: 
	AM[0]: Off
	PM[0]: Off
	_3_Where_did_the_injuryillness_happen_eg_1_Main_Street_Pottersville_at_the_front_door[0]: 
	Text11[0]: 
	Check_Box12[0]: Off
	Check_Box13[0]: Off
	If_no_why_were_you_at_this_location[0]: 
	_4_Was_this_your_usual_work_location[0]: 
	_5_What_were_you_doing_when_you_were_injured_or_became_ill_eg_unloading_a_truck_typing_a_report[0]: 
	Text14[0]: 
	_6_How_did_the_injuryillness_happen_eg_I_tripped_over_a_pipe_and_fell_on_the_floor[0]: 
	_1_2[0]: 
	_2_2[0]: 
	_7_Explain_fully_the_nature_of_your_injuryillness_list_body_parts_affected_eg_twisted_left_ankle_and_cut_to_forehead[0]: 
	_1_3[0]: 
	_2_3[0]: 

	Page4[0]: 
	YOUR_NAME[0]: 
	DATE_OF_INJURYILLNESS[0]: 
	undefined_11[0]: 
	undefined_12[0]: 
	Check_Box15[0]: Off
	If_yes_what[0]: 
	Check_Box16[0]: Off
	Check_Box17[0]: Off
	Check_Box18[0]: Off
	your_vehicle[0]: Off
	employers_vehicle[0]: Off
	other_vehicle[0]: Off
	License_plate_number_if_known[0]: 
	If_your_vehicle_was_involved_give_name_and_address_of_your_motor_vehicle_insurance_carrier_1[0]: 
	If_your_vehicle_was_involved_give_name_and_address_of_your_motor_vehicle_insurance_carrier_2[0]: 
	Check_Box19[0]: Off
	Check_Box20[0]: Off
	If_yes_notice_was_given_to[0]: 
	orally[0]: Off
	in_writing[0]: Off
	Date_notice_given[0]: 
	undefined_13[0]: 
	undefined_14[0]: 
	Check_Box21[0]: Off
	Check_Box22[0]: Off
	Check_Box23[0]: Off
	If_yes_list_names[0]: 
	E__RETURN_TO_WORK[0]: 
	Check_Box24[0]: Off
	on_what_date[0]: 
	undefined_15[0]: 
	undefined_16[0]: 
	Check_Box25[0]: Off
	If_yes_on_what_date[0]: 
	undefined_17[0]: 
	undefined_18[0]: 
	Yes_10[0]: Off
	No_10[0]: Off
	regular_duty[0]: Off
	limited_duty[0]: Off
	Same_employer[0]: Off
	New_employer[0]: Off
	Self_employed[0]: Off
	_4_What_is_your_gross_pay_before_taxes_per_pay_period[0]: 
	How_often_are_you_paid[0]: 
	_1_What_was_the_date_of_your_first_treatment[0]: 
	undefined_19[0]: 
	undefined_20[0]: 
	None_received_skip_to_question_F5[0]: Off
	Check_Box37[0]: Off
	Check_Box38[0]: Off
	none_received[0]: Off
	Emergency_Room[0]: Off
	Doctors_office[0]: Off
	ClinicHospitalUrgent_Care[0]: Off
	Hospital_Stay_over_24_hours[0]: Off
	Name_and_address_where_you_were_first_treated_1[0]: 
	Name_and_address_where_you_were_first_treated_2[0]: 
	Phone_Number[0]: 
	undefined_21[0]: 
	Check_Box26[0]: Off
	Check_Box27[0]: Off
	Give_the_name_and_address_of_the_doctors_treating_you_for_this_injuryillness_1[0]: 
	Give_the_name_and_address_of_the_doctors_treating_you_for_this_injuryillness_2[0]: 
	Phone_Number_2[0]: 
	undefined_22[0]: 
	Check_Box28[0]: Off
	Check_Box29[0]: Off
	Check_Box30[0]: Off
	Check_Box31[0]: Off
	you_and_COMPLETE_AND_FILE_FORM_C33_TOGETHER_WITH_THIS_FORM_1[0]: 
	you_and_COMPLETE_AND_FILE_FORM_C33_TOGETHER_WITH_THIS_FORM_2[0]: 
	you_and_COMPLETE_AND_FILE_FORM_C33_TOGETHER_WITH_THIS_FORM_3[0]: 
	Check_Box32[0]: Off
	Check_Box33[0]: Off
	Check_Box34[0]: Off
	Check_Box35[0]: Off
	Print_Name[0]: 
	Date[0]: 
	undefined_23[0]: 
	undefined_24[0]: 
	On_behalf_of_Employee[0]: 
	Print_Name_2[0]: 
	Date_2[0]: 
	undefined_25[0]: 
	undefined_26[0]: 
	Date_3[0]: 
	undefined_27[0]: 
	undefined_28[0]: 
	Print_Name_3[0]: 
	Title[0]: 
	ID_No_if_any__R[0]: 
	If_Licensed_Representative_License_No[0]: 
	Expiration_Date[0]: 
	undefined_29[0]: 
	undefined_30[0]: 
	Employee_Signature[0]: 
	Employee_Signature[1]: 




