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Death on Open Claim Coversheet 
 

Claim Number: ______________________ Worker’s Name: ____________________________ 
 

Request submitted by:__________________________ Phone Number: _____________Ext.____ 

 
Death Related to the Conditions Accepted on the Claim 

(pick one option) 
☐ Yes 
☐ No 

 
Medical Fixity 

☐   I have attached documentation of medical fixity or a providers indication of when this 
would have been reached if not for the workers death. 
 

Permanent Partial Disability (PPD) Rating 
☐   I have attached PPD ratings for all accepted conditions. 
 

Vocational Fixity (complete if the worker was not working at the time of death) 
    (pick one option)  

☐   I have attached documentation that the worker was expected to be able to return to work at 
the job of injury.  If there are work restrictions, the employer would be able to accommodate 
those restrictions. 
☐   I have attached a Self-Insurance Vocational Reporting Form (SIVRF) and appropriate 
report. 

 
Claim Closure 
 ☐  I am submitting a Claim Closure form. 
 
Please Note: 
If the deceased has a qualified beneficiary (RCW 51.08.020: "Beneficiary.") please educate and 
provide them the opportunity to file for further benefits with form: Beneficiary Application for Claim 
Benefits.  This must be done within a year of the death. 

NOTE: An application does not necessarily indicate a qualification for benefits.  The Department 
will make this determination.  

 
If you have any questions and don’t know the pension adjudicator’s name and contact information, 
call the receptionist at 360-902-6901. 

https://lni.wa.gov/forms-publications/f207-190-000.pdf
https://www.lni.wa.gov/forms-publications/F207-216-000.pdf
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fapp.leg.wa.gov%2FRCW%2Fdefault.aspx%3Fcite%3D51.08.020&data=05%7C02%7CTREZ235%40LNI.WA.GOV%7Cb140b648b29d4e580b7308dcfdedd723%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C638664445154599550%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=ob%2Bk%2BqRYrLfFAVKC%2FR5B2fvOXt888EnubnrCWRD8bbM%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.lni.wa.gov%2Fforms-publications%2Ff242-056-000.pdf&data=05%7C02%7CTREZ235%40LNI.WA.GOV%7Cb140b648b29d4e580b7308dcfdedd723%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C638664445154627014%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=smWPZZXrlv0OmIBYpcMfOP2wrvNLitLiTVaMZFQNBRQ%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.lni.wa.gov%2Fforms-publications%2Ff242-056-000.pdf&data=05%7C02%7CTREZ235%40LNI.WA.GOV%7Cb140b648b29d4e580b7308dcfdedd723%7C11d0e217264e400a8ba057dcc127d72d%7C0%7C0%7C638664445154627014%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=smWPZZXrlv0OmIBYpcMfOP2wrvNLitLiTVaMZFQNBRQ%3D&reserved=0
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