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ACKNOWLEDGEMENT OF 
RECEIPT OF EMPLOYEE 

CLAIM FORM 
 

I acknowledge receipt of an Employee’s Claim for Workers’ Compensation  
 
Benefits (Form DWC-1) from _________________________________________ 
      (Manager, Supervisor, or Lead Person) 
 
on __________________________ at __________________________________ 
  (Date)      (Time) 
 
 
_____________________________   ___________________________________ 
  (Employer)     (Signature of Employee) 
 
 
 
 
 
 
 


	Manager: 
	Date: 
	Time: 
	Employer: 


