
 
  

Neuman Claim Administrators, Inc. 
 

14 Lafayette Square. Suite 700.  
Buffalo, New York 14203 

Ph 716-842-0045 – toll-free 888-806-1109 
    

 

 
 
 
Date: ___________________ 
 
 
To: Workers’ Compensation Board 
 
Claimant: ___________________ 
Claim Number: ___________________ 
WCB #:  ___________________ 
Injury Date: ___________________ 
 
 
The above captioned employee received his / her full wages: 
  
                   For ________ weeks and ______days for the following period(s): 

 
1. From______________through ______________,  
2. From______________through______________, 
3. From______________through ______________ 

 
 

TOTAL GROSS AMOUNT RECEIVED: $ __________________ 
 
The employer requests reimbursement pursuant to Section 25(4) of the Workers’ 
Compensation Law at: 
                                         _______: full wages paid 

 
Upon receipt of the requested reimbursement any sick and / or personal time used will be 
restored on a pro rata basis. 
 
 
___________________________________ 
Name of Employer 
 

 
___________________________________ 
Signature 
 
___________________________________ 
Title  
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