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Wage Statement

	Employer:
	     
	
	Date of Injury:
	     

	The following table shows the wages earned by:
	     

	employed as a:
	     


	
	Date
	# of days Worked
	Gross

Wages
	
	Date
	# of days

Worked
	Gross

Wages

	1. 
	     
	     
	     
	27. 
	     
	     
	     

	2. 
	     
	     
	     
	28. 
	     
	     
	     

	3. 
	     
	     
	     
	29. 
	     
	     
	     

	4. 
	     
	     
	     
	30. 
	     
	     
	     

	5. 
	     
	     
	     
	31. 
	     
	     
	     

	6. 
	     
	     
	     
	32. 
	     
	     
	     

	7. 
	     
	     
	     
	33. 
	     
	     
	     

	8. 
	     
	     
	     
	34. 
	     
	     
	     

	9. 
	     
	     
	     
	35. 
	     
	     
	     

	10. 
	     
	     
	     
	36. 
	     
	     
	     

	11. 
	     
	     
	     
	37. 
	     
	     
	     

	12. 
	     
	     
	     
	38. 
	     
	     
	     

	13. 
	     
	     
	     
	39. 
	     
	     
	     

	14. 
	     
	     
	     
	40. 
	     
	     
	     

	15. 
	     
	     
	     
	41. 
	     
	     
	     

	16. 
	     
	     
	     
	42. 
	     
	     
	     

	17. 
	     
	     
	     
	43. 
	     
	     
	     

	18. 
	     
	     
	     
	44. 
	     
	     
	     

	19. 
	     
	     
	     
	45. 
	     
	     
	     

	20. 
	     
	     
	     
	46. 
	     
	     
	     

	21. 
	     
	     
	     
	47. 
	     
	     
	     

	22. 
	     
	     
	     
	48. 
	     
	     
	     

	23. 
	     
	     
	     
	49. 
	     
	     
	     

	24. 
	     
	     
	     
	50. 
	     
	     
	     

	25. 
	     
	     
	     
	51. 
	     
	     
	     

	26. 
	     
	     
	     
	52. 
	     
	     
	     

	Total (1-26)
	     
	Total (27-52)
	     

	***List the amount of the employer's portion of health, life or disability insurance premiums paid for this employee:      
	Total (1-26)
	     

	
	Grand Total 
	     

	     
	Wages

Issued
	 FORMCHECKBOX 
 Weekly

	     
	
	 FORMCHECKBOX 
 Bi-Weekly

	Benefits will be continued: Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 Semi-Monthly

	
	
	 FORMCHECKBOX 
 Monthly


	Signed:
	
	Title:
	
	Date:
	


[image: image1.png]



Please return this form to:

Meadowbrook Insurance Group

Attn: _________________________

PO Box 11047

Montgomery, AL 36111

(334) 954-7200

(334) 957-7338

In order to calculate this employee’s workers’ compensation benefits, we must have his/her gross wages on a week-by-week basis  immediately preceding his/her accident.  “Wages” are defined as “those earnings subject to federal income taxation and reportable on the Federal W-2 tax form which shall include voluntary contributions made by the employee to a tax qualified retirement program, voluntary contributions to a Section 125 cafeteria program, and fringe benefits as defined herein.  Average weekly earnings shall not include fringe benefits if and only if the employer continues the benefits during the period of time for which compensation is paid. ‘Fringe benefits’ shall mean only the employer’s portion of health, life, and disability insurance premiums.”

Please complete the form on the reverse side of this letter.  List separately the amount of the employer’s portion of health, life or disability insurance premiums paid for this employee.  If at some point you discontinue paying these benefits on behalf of the employee, please notify us immediately.

If this employee has been in your employment for less than two months, submit the wages of a person in the same grade, employed at the same work by you.

Your immediate response will speed the processing of this claim.  If you have any questions, please contact us at the number listed below
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