
10  Customized Fill-in Form

DISTRICT OF COLUMBIA GOVERNMENT - DEPARTMENT OF EMPLOYMENT SERVICES

OFFICE OF WORKERS’ COMPENSATION
PO BOX 56098 • WASHINGTON, DC 20011 • (202) 671-1000 • (202) 671-1929 (fax)

Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or 
any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false 
information materially related to a claim was provided by the applicant. 

WORKERS’ COMPENSATION

NAME OF INSURANCE COMPANY NAME OF EMPLOYER

BY

Employer ID Number
(if number unknown, employer to request from IRS)

Regular Paydays for Employees of

_________________________________________________________________________________
(Company Name)

Shall be as follows:

By: ______________________________________________   Title: ________________________________________________

Weekly Bi-Weekly Monthly Other _____________________

DISTRICT OF COLUMBIA (DC)


	NAME OF INSURANCE COMPANY: Liberty Mutual InsuranceWC Policy # WCCZ91472576011Phone Number - 800-362-0000
	BY: Kikiktagruk Inupiat Corporation
	Employer ID Number: 92-0045476
	Company Name_6: Kikiktagruk Inupiat Corporation and its subsidiary companies 
	Weekly_6: On
	BiWeekly_6: On
	Monthly_6: On
	Other_7: Off
	undefined_7: 
	By_6: Elsa Hasa
	Title_7: HR Assistant
	Print: 


