
General Services Department

Risk Management Division 

Workers’ Compensation Bureau 

Workers’ compensation insurance for all state
agencies, the larger Universities and some local 
public bodies.
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1990 Workers’ Compensation Statutes

-“New Law”-

◊ W.C Information posters must be posted at all 

work sites. 

◊ Employers should provide training to all employees. 

◊ First choice of medical provider – first [60] days. 

◊ Future reasonable and necessary medical treatment 

for that injury remains open. 

◊ Medical impairments to the injured body part(s)

are set by statute. 
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Filing a comp claim…
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The employee completes the N.O.A
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H/R or Supervisor complete the “E-1”

RMD-WCB



Employee reads and signs HIPAA release 
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EXPIRATION and 

CONDITIONS 

 
NEW MEXICO WORKERS’ COMPENSATION ADMINISTRATION 

WORKER’S AUTHORIZATION FOR USE AND DISCLOSURE OF HEALTH RECORDS 
 

Worker/Patient FULL NAME: _____________________________________________     DOB: ______________  SSN: XXX-XX-_______ 

FOR WCA REFERENCE ONLY:   Date/s of Injury:  ___________________  WCA Case File Number: _____________ 
 
INSTRUCTIONS FOR USE:  In accordance with NMSA 1978, § 52-10-1, a workers’ compensation health care provider shall not require a signed 

medical authorization, in any form, for records that are directly related to any work place injuries or disabilities claimed by an injured worker.  

Costs for copying records are subject to non-clinical services fees set by the Administration, and shall not exceed $1.00 per page for the first ten 

(10) pages or up to twenty-cents ($0.20) for each page thereafter.  A copy of this authorization may be used as an original.   
 

RELEASE OF HEALTH CARE RECORDS  
I, (Print Worker’s Name) _________________________________________________, hereby authorize the following health care provider (HCP) or 

named facility  to release my health care records for the PURPOSE OF facilitating and evaluating my Worker’s Compensation Claim that arises from 

alleged workplace injuries or illnesses that occurred on the above date/s of injury. 

Provider or Facility:   

Address:   

   

   

I authorize the following records released (check box, as appropriate):   ALL RECORDS  /  SPECIFIC DATES (provide a date range for records 
authorized to be released (___________________________________________________) 
 
 

RELEASE OF SPECIFIC HEALTH RECORDS 
 

I FURTHER AUTHORIZE THE RELEASE OF RECORDS THAT MAY CONTAIN INFORMATION ABOUT THE FOLLOWING:  (initial any that may apply).   
 
____Treatment for alcohol and/or substance abuse           ____Sexually transmitted diseases                    ______ HIV or AIDS      

____Behavioral or Mental Health, including Psychiatric or Psychological  

____Records of the Department of Health Medical Cannabis Program 

 
_________________________________________________                                                     _____________________ 
Signature of Worker/Patient/Personal Representative     Date 
 
 

PERSON/ENTITY AUTHORIZED TO RECEIVE RECORDS 
 
I authorize records be released to my employer, my employer’s insurer, my attorney or representative, my employer/insurer’s attorney or 
representative, and IME providers.    

(To be completed by authorized recipient/s):   Records to be  Picked Up  Mailed   Emailed   Faxed   Other (specify)  ___________________ 

Authorized Recipient/s:   

Address:   

   

   

Fax/Email:   
 

I UNDERSTAND THAT THIS AUTHORIZATION IS VOLUNTARY AND THAT I MAY REFUSE TO SIGN IT AND SUCH A REFUSAL TO SIGN MAY NOT 
AFFECT MY TREATMENT OR SERVICES, EXCEPT AS PERMITTED BY LAW.  THIS AUTHORIZATION IS LIMITED TO USE AND DISCLOSURE OF 
MEDICAL RECORDS AND DOES NOT WAIVE ANY PATIENT DOCTOR PRIVILEGE WITHOUT MY SEPARATE AUTHORIZATION AND CONSENT. THIS 
AUTHORIZATION IS TO BE VALID FOR TWO (2) YEARS FROM THE DATE OF MY SIGNATURE.  I UNDERSTAND INFORMATION DISCLOSED 

PURSUANT TO THIS AUTHORIZATION MAY BE REDISCLOSED BY THE RECIPIENT/S.  I MAY REVOKE THIS AUTHORIZATION AT ANY TIME BY NOTIFIYING THE HEALTH CARE 
PROVIDER OR FACILITY IN WRITING; A COPY OF ANY REVOCATION SHOULD BE PROVIDED TO THE RECIPIENT/S.  UPON MY REQUEST, I AM ENTITLED TO A COPY OF THE 
SIGNED AUTHORIZATION. 

 

____________________________________________________  ______________     
Signature of Worker/Patient Date  
 
____________________________________________________                 ______________ 
Signature of Personal Representative (if any)    Date 
 
____________________________________________________  ___________________________________ 
Printed Name of Personal Representative      Relationship to Worker/Patient 

Leave Blank



Employee reads, initials & signs WC 

Benefits Explanation Form
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Employee reads & signs WC Claims 

Explanation form
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https://www.generalservices.state.nm.us/riskmanagement/Employers_First_Report.aspx
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Now What? 
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Claim Investigation 
◊ Assigned Adjuster will determine if claim is 

compensable based upon all information provided 

and discovered, medical evidence, statutes and case law.

◊ If Adjuster denies the claim, the injured worker has 

the right to file a complaint with the WCA*.  

◊ Complaints initially go to mediation, if no agreement is 

reached it can proceed to trial.    

*WCA: Workers’ Compensation Administration 
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If the claim is accepted
◊ Reasonable and necessary medical is paid until 

injury is resolved. 

◊ This includes reasonable and necessary medical 

visits, physical therapy, occupational therapy, MRIs,

X-Rays’,  second opinions,  independent medical 

evaluations, etc.  

◊ If out of work on Doctors orders’, temporary total 

disability (TTD) is calculated after the (7) day waiting 

period and paid as a workers’ compensation benefit. 

◊ Temporary partial disability (TPD). 
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Medical Care

◊ In an EMERGENCY, the injured worker should be 

directed to the nearest hospital Emergency Room. 

◊ If NOT an emergency, the Employer may direct the 

worker to a medical provider or allow the worker

select their choice of provider for the first [60] 

days. 

◊ Emergency care in the emergency room is not

considered anyone's selection of healthcare 

provider. 

◊ We do not have any contracted providers anywhere 

in the state. 
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Medical care continued…

◊ If the Doctor the injured worker selects does not 

accept workers’ comp insurance let them know 

they can find another Doctor who will accept WC 

insurance.  Direct them to the WCA for 

information regarding what Doctors will accept

workers’ compensation insurance: 

WCA:  505-841-6000

LOCATIONS:      Santa Fe, Albuquerque, Las Vegas, 

Farmington, Roswell, Lovington,

and Las Cruces.
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Doctor Query/Modified Duty 

Form 

◊ This form should be sent with injured worker to 

Doctor for every medical appointment. 

◊ Can they work ? 

◊ Can they work with restrictions or part-time? 

◊ Is the employer able to accommodate restrictions?  

◊ Is the employer able to provide temporary 

modified duty, if needed? 

◊ If yes, create modified duty terms on back of Dr. Q

form.
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Indemnity benefit payment
◊ If the Doctor orders no work, comp will start 

benefits on the 8th day of lost time. 

◊ Temporary total disability (TTD) is paid at 66 2/3%

of the injured workers Average Weekly Wage:

This is calculated by the gross income for the 26 

weeks prior to the date of injury.  There is a 

maximum compensation rate which changes 

every January. 

◊ For 2019 the Maximum rate is: $814.64

Minimum  rate is  $  36.00  
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Average weekly wage form (AWW)
◊ We ask that you complete this form with help from your HR.  

We need to have an average weekly wage according to NM Workers

Comp Statues 52-1-20.  Attach copies of checks to worksheet. 

◊ Includes all gross income, overtime, shift differential,

as well as any other part time as well. 

◊ Impairments are also calculated according to the COMP 

rate as well.  (66 2/3% of AWW, taken from the average weekly wage form)

√ EXAMPLE:  Average Weekly Wage is (500.00) the Comp rate is 

$333.33 x 10% = 33.33 per week for the ‘whole person’. 

◊ Scheduled injury; knee, arm, leg is set number of weeks per the 

Workers’ Compensation Act. 
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Insurance premiums 
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Insurance premiums 
◊ Insurance premiums are based on a 5 year history.

◊ Medical, indemnity and additional 

expenses will make up your loss history.  

◊ Early Return to Work and Modified Duty programs 

save money on premiums. 

◊ Premiums are calculated based on your agencies  

experience and exposure for a trailing 5 year history.

Employers have the greatest impact on premiums by 
preventing injures, providing early return to work and modified 

duty programs when injuries do happen.  
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Workers’ Compensation Bureau Contacts 
Bureau Chief

Cindy Carrillo, Bureau Chief 505-476-3871

Adjusters

Andrea Armenta 505-476-3762

Charlene Urban 505-827-0338

Margaret Carrillo 505-476-2174

Grace Chavez 505-476-3787

Amie Martinez 505-827-0445

Theresa Griego 505-827-0432

Ray Silva 575-521-5919

Administrative Support

Pamela Gonzales 505-827-0253

Denise Leyba 505-827-0451

Adriana Garcia 505-827-2036

Bernadette Flores 505-827-0270
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To summarize…

◊ EMPLOYER must ensure posters and “Notice of 

Accident” are posted at all work sites. 

◊ EMPLOYER completes the “First Report of

Accident”.

◊ EMPLOYER submits entire claim package to RMD.

◊ EMPLOYER decides who will pick HCP 

(first 60 days)

◊ EMPLOYER communicate with RMD/WCB if  

modified duty is or is not accepted. 

◊Call RMD/WCB with questions: 1-800-510-5093
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No question is a silly question!
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