
    

 
 

  
 

 
 

  

 
  

  

   
 

 
 

  
 

  
 

   
     

 
   

    
      

     
    

 
 

   
   

  
 

 
 

 

 
 

 

  
 

 

    
    

 

     
  

 
 

 

            

  
 

  
 

 

 
      

 
 

 
 

   
 

 
 
  

Workers’ Compensation 
Claims Suppression Complaint Form 

Investigations 
PO Box 44277 
Olympia WA 98504-4277 

Questions? Case Number (Dept. Use Only) 
Call 1-866-324-3310 or 360-902-9155 
Email: CSIIIDComplaints@Lni.wa.gov 

No employer shall engage in claim suppression by inducing employees to fail to report injuries; including 
employees to treat injuries in the course of employment as off-the-job injuries; or acting otherwise to suppress 
legitimate industrial insurance claims. 

Claim suppression does not include bona fide workplace safety and accident prevention programs or 
employer’s provision at the worksite of first aid as defined by the Department of Labor & Industries. 

If the director determines that an employer has engaged in claim suppression and, as a result, the worker has 
not filed a claim for industrial insurance benefits as prescribed by law, then the director in his or her sole 
discretion may waive the time limits for filing a claim provided in RCW 51.28.050, if the complaint or allegation 
of claim suppression is received within two years of the worker’s accident or exposure. For the director to 
exercise this discretion, the claim must be filed with the department within ninety days of the date the 
determination of claim suppression is issued. 

RCW 51.28.050: No application shall be valid or claim thereunder enforceable unless filed within one year after 
the day upon which the injury occurred or the rights of dependents or beneficiaries accrued, except as 
provided in RCW 51.28.055 and 51.28.025(5). 

Worker Information  (Anyone may  assist the worker in completing this form and in filing a complaint.)  
Worker’s Full Name  Date 

Present Address  Phone Number 

City  State  Zip Code 

Do You Speak English?  
Yes   No  

What is your preferred language for all communications with Labor & Industries? 

Were you injured?  
 Yes  No 

Injury Claim Number (if applicable) Date of Injury (if applicable) 

Did you miss work?  
 Yes   No 

Have you returned to work?  
 Yes   No 

Has employment  been terminated?  
 Yes   No 

Are you still  under medical care?  
 Yes     No 

Name of Medical Provider Date alleged act of claim suppression 
occurred 

Attorney Information  (Complete this section if  you have an attorney or  if  you are an attorney filing this complaint.)  
Do you have an attorney? 

Yes   No 
Attorney’s Name Attorney’s Phone Number 

Attorney’s Address  City  State  Zip Code 

F262-024-000 Claims Suppression Complaint Form 12-2017 

mailto:CSIIIDComplaints@Lni.wa.gov


    

 
 

 
 

 
 

 
 

 
 

 
 

 
   

 
 

 
 

 
 

   
 

 
 
 

     
  

 

 
   

 

 

      
 

 

 
 

 
 
     

     
 
 

   
 

  
  

 
   

 

Employer Information 
Employer Business Name (if different) 

Type of Business Business Phone Number 

Supervisor’s Name Date Hired 

Department Where You Worked Job Title 

Business Address 

Business Address Line 2 City  State  Zip Code 

What did your employer say or do to keep you from filing a workers’ compensation claim? If you need more space, attach additional 
pages. 

If there were any witnesses to the employer’s actions, list their names, address, and phone numbers. 

Have you filed your  complaint  with any other agency?  
Yes  No  

If “Yes”, which agency/agencies have you contacted? 

I certify  under  the penalties of perjury  that the information provided herein is the  truth to the best of  my  
knowledge.  

Print Name Signature Date 

Mail completed forms to: Department of Labor and Industries 
Investigations 
PO Box 44277 
Olympia WA 98504-4277 

Or email to: CSIIIDComplaints@Lni.wa.gov 

F262-024-000 Claims Suppression Complaint Form 12-2017 

mailto:CSIIIDComplaints@Lni.wa.gov




Accessibility Report





		Filename: 

		F262-024-000 Accessible.pdf









		Report created by: 

		Eric Nelson, Forms and Publication Design Manager



		Organization: 

		Washington State Department of Labor & Industries, Public Affairs







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Worker's Full Name: 
	Date of Complaint: 
	Worker's Present Address: 
	Worker's Present Address City: 
	Worker's Present Address State: 
	Worker's Present Address Zip Code: 
	Worker's Phone Number: 
	Do You Speak English?: Off
	What is your preferred language for all communications with Labor & Industries?: 
	Were you injured?: Off
	Injury Claim Number (if applicable): 
	Date of Injury (if applicable): 
	Did you miss work?: Off
	Have you returned to work?: Off
	Has employment been terminated?: Off
	Are you still under medical care?: Off
	Name of Medical Provider: 
	Date alleged act of claim suppression occurred: 
	Do you have an attorney?: Off
	Attorney's Name: 
	Attorney's Phone Number: 
	Attorney's Address: 
	Attorney's Address City: 
	Attorney's Address State: 
	Attorney's Address Zip Code: 
	Employer: 
	Business Name (if different): 
	Type of Business: 
	Business Phone Number: 
	Supervisor's Name: 
	Date Hired: 
	Department Where You Worked: 
	Job Title: 
	Business Address Line 1: 
	Business Address Line 2: 
	Business Address City: 
	Business Address State: 
	Business Address Zip Code: 
	What did your employer say or do to keep you from filing a workers' compensation claim? If you need more space, attach additional pages: 
	If there wer any witnesses to the employer's actions, list their names, address, and phone numbers: 
	Have you filed your complaint with any other agency?: Off
	If "Yes", which agency/agencies have you contacted?: 
	Signature Date: 
	Reset: 
	Print Name: 
	Signature: 


