	Georgia State Board of Workers’ Compensation
Enforcement Division

	This form is to be used to report workers’ compensation non-compliance of employers who fail to carry the required workers’ compensation insurance.

DIRECTIONS: Please enter the requested information and complete all required fields. Provide as much information as possible to determine non-compliance under the Georgia Workers’ Compensation Act for failure to have insurance coverage.  Once completed, this form can be emailed, mailed, or faxed to:

State Board of Workers’ Compensation
Enforcement Division
270 Peachtree Street, N.W.
Atlanta, Georgia  30303-1299
Fax:  (404) 651-7390
Email:  compresolutions@sbwc.ga.gov

If you need additional information, please call (404) 657-1391.


	Reporting Individual Information (Optional)

	[bookmark: Check19][bookmark: Check20][bookmark: Check21][bookmark: Check22]|_|I wish to remain Anonymous		|_|Citizen	|_|SIU		|_|Adjuster
[bookmark: Check23][bookmark: Check24][bookmark: Check25]|_|Law Enforcement	|_|Government Agency		|_|Attorney

	Last Name:
	[bookmark: Text5]     

	First Name:
	[bookmark: Text6]     

	Middle Name:
	[bookmark: Text7]     

	
	

	
	
	

	Business Name:
	[bookmark: Text8]     

	Office Telephone:
	[bookmark: Text9]     

	Fax Telephone:
	     

	E-Mail Address:
	[bookmark: Text12]     

	
	

	
	
	

	Mailing Address:
	[bookmark: Text13]     

	City:
	[bookmark: Text14]     

	State:
	[bookmark: Text15]     

	ZIP Code:
	[bookmark: Text16]     

	
	


	[image: state seal.gif]
	Report Workers’ Compensation Non-Compliance 

	
	 If information is unknown, leave that block blank and skip to the next block.
Required fields are noted by the white arrow in the red circle next to the field.[image: https://secure.fldfs.com/fraud/req3.gif]





	Non-compliance – Business/Individual

	Business Name:
	[bookmark: Text23]     

	Owner’s Last Name or Unknown:
	     

	Owner’s First Name or Unknown:
	     

	Address:
	     

	City, State:
	[bookmark: Text25]     

	Zip:
	[bookmark: Text26]     

	County:
	[bookmark: Text27]     

	Business Phone Number:
	[bookmark: Text28]     

	Job Site Address:
	[bookmark: Text29]     

	City, State:
	[bookmark: Text30]     

	Zip:
	[bookmark: Text31]     

	County:
	[bookmark: Text32]     

	Violation Type(s):[image: https://secure.fldfs.com/fraud/req3.gif]

	
	[bookmark: Check28]|_|No Workers' Compensation Coverage

	
	[bookmark: Check27]|_|Misclassification, underreporting, misrepresenting

	
	
	

	Description of Alleged Violation(s):
	     

	
	     

	
	     

	
	     

	
	


[image: https://secure.fldfs.com/fraud/req3.gif][image: https://secure.fldfs.com/fraud/req3.gif][image: https://secure.fldfs.com/fraud/req3.gif][image: https://secure.fldfs.com/fraud/req3.gif][image: https://secure.fldfs.com/fraud/req3.gif][image: https://secure.fldfs.com/fraud/req3.gif]
	
Workers’ Compensation Policy Information


	Employer Workers’ Compensation Policy:
	[bookmark: Check29][bookmark: Check30]|_|Yes	|_|No

	Policy Number:
	[bookmark: Text20]     

	Name of the carrier:
	     

	Number of employees employed in the business:
	     

	Death or Injury occurred at this business:
	     

	Injured Employee’s First & Last Name:
	     

	Date of Injury:
	     

	
	

	
	
	

	Contact Information (Optional) First and Last Name:
	     

	Telephone Number:
	     

	E-Mail Address:
	[bookmark: Text24]     

	
	

	
	
	

	Mailing Address:
	     

	City:
	     

	State:
	     

	ZIP Code:
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