Wage and Salary Verification
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Sir or Madam:

The above named person has applied for benefits under the

Employes’s Name

Employ:e’s Address

Florida Motor Vehicie No-Fault as a result

of injuries in an accident on the date indicated. We understand this person is your employee or former employee. To
determine benefits that may be due to the applicant, this law requires you to provide us with the answers to the following
seven questions, and to return this form promptly. Thank you for your cooperation.

Claim’s Department

Address
1. Dates of Employment: From: Through:
2. Dates absent following accident From: Through:
3. Was employee paid during this absence?  Yes No If “Yes”, Amount Paid §
4. s employee entitled to benefits under a wage or salary continuation plan? Yes No
5. Name of your Workmen’s Compensation Insurer:
6. Has or will a claim be filed under any Workmen’s Compensation Law for this accident? Yes No
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Any person who Knowingly and with interit 1o injure, defraud, or deceive any Insurance Company filzs & statement of clarm
containing any faise, incomplete, or misleading informaticn is guilty of a felony of the third degree.
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