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TEXAS WORKERS' COMPENSATION COMMISSION
7551 Metro Center Drive, Suite 100

Austin, Texas 78744

WORKER’S OR BENEFICIARY’S NOTICE OF INJURY OR
OCCUPATIONAL DISEASE AND CLAIM FOR COMPENSATION
THIS CLAIM MUST BE FILED BY THE INJURED WORKER, OR A PERSON ACTING ON THE WORKER’S BEHALF, WITHIN ONE YEAR OF THE INJURY OR
WITHIN ONE YEAR FROM THE DATE HE/SHE KNEW OR SHOULD HAVE KNOWN THE DISEASE MAY BE RELATED TO WORK.

NOTE: With few exceptions, you are entitled by law to know, review, and correct information that TWCC collects on its forms about you. For more
information, call our Open Records section at 512-804-4437.
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If you are a beneficiary of a worker who died from an on-the-job inj sease, you of your representative must file this
form, including TWCC-41 Supplement A, Claim for Death Benefits, with the Texas Workers’ Compensation Commission no later than one
year after the worker’s death to protect your claim for entitlement to death benefits.
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Section VI. Claim Employer Information
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1f the answer to question 50 is Yes, you must complete the following section.
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f you are acting on behalf of the injured worker, complete the section below.

68_Name of Person

TWCC-41 (Rev 12/04) Page 3 of 3 ‘ ||||‘|| ”” ||I|| “l‘ll‘ ‘ll HH |||||| |‘||| “I“ |||‘| |‘|| |||| TEXAS WORKERS' COMPENSATION COMMISSION




