
CENTRAL PA CONFERENCE OF THE UNITED METHODIST CHURCH

EFFECTIVE AUGUST f .  2OO9

PLEASE NOTE CHANGE

WORKERS'  COMPENSATION CLAIM REPORTING NOTICE

1. POST the Workers' Compensation Claim (LIBC 500) NOTICE.

The Department of Labor and Industry requires the Workers' Compensation Claim
Notice be displayed in the work area of each Conference and Church location that is
included in the Group Workers' Compensation Self- lnsurance Program. l t  needs to be
posted where other employee-related information may be posted.

Print off the new LIBC 500 Notice, which is also found on this website, and
post effective 8-1 -2009.

2.  TO REPORT A WORKERS COMPENSATION CLAIM -

Complete the attached form with as much information as available

FAX COMPLETED FORM TO GARY SMITH, CONFERENCE TREASURER

FAX # 717-766-7696

oFFtcE #717-766-5275
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