
GENERAL INSTRUCTIONS

EMPLOYEE 

1. Notify employer immediately of injury, as required by SDCL 62-7-10.
2. Complete all questions in the EMPLOYEE and INJURY/TREATMENT sections.
3. Sign the form.
4. Submit this form to your employer within three (3) business days after the injury.

1. Complete all questions in the EMPLOYER/EMPLOYMENT sections.
2. Sign the form.
3. Submit this form to your workers’ compensation insurance carrier within seven (7) days of knowledge of the occurrence of the injury, as

required by SDCL 62-6-2.
 4. Give a copy of the form to the injured employee.

5. Keep the copy of the First Report of Injury for at least four (4) years from the date of injury, as required by SDCL 62-6-1.

BODY PART CODES
02 Blindness one eye 44 Chest, including ribs sternum, soft ribs 78 Ring finger at metacarpal bone 
03 Blindness both eyes 48 Internal organs-other than heart, lungs 79 Ring finger at proximal joint 
04 Deafness both ears 49 Heart 80 Ring finger at middle joint 
05 Deafness one ear 51 Hip 81 Ring finger at distal joint 
10 Multiple head injury 52 Upper leg 82 Little finger at metacarpal bone 
11 Skull 53 Knee 83 Little finger at proximal joint 
12 Brain 54 Lower leg 84 Little finger at middle joint 
13 Ear(s) 55 Ankle 85 Little finger at distal joint 
14 Eye(s) 56 Foot 86 Great toe metatarsal bone 
17 Mouth 57 Toe (other than greater) 87 Great toe at proximal joint 
19 Face (facial bones) 58 Toe (greater) 88 Great toe at distal joint 
20 Multiple neck injury 60 Lungs 90 Multiple injury 
21 Vertebrae 61 Groin 92 Other toe metatarsal bone 
22 Disc 67 Thumb metacarpal bone 93 Other toe at proximal joint 
24 Other 68 Thumb at proximal joint 94 Other toe at middle joint 
31 Upper arm 69 Thumb at distal joint 95 Other toe at distal joint 
32 Elbow 70 Index finger at metacarpal bone 96 Little toe metatarsal bone 
33 Lower Arm-forearm 71 Index finger at proximal joint 97 Little toe at distal joint 
34 Wrist 72 Index finger at middle joint 
35 Hand 73 Index finger at distal joint 
37 Thumb 74 Middle finger at metacarpal bone 
38 Shoulder 75 Middle finger at proximal joint 
41 Upper Back 76 Middle finger at middle joint 
42 Lower Back 77 Middle finger at distal joint 

Cause of Injury Codes Nature of injury codes 
01 Body reaction/over reaction 

(includes chemicals) 
70 Striking against or stepping on 

00 
01 

Not applicable 
Allergy 

03 Temperature extremes 78 Struck or injured by moving parts of machine 02 Disfigurement 
13 Caught in/under/between 81 Struck or injured, includes knife or sharp object, 

kicked, bit, etc. – struck by object, worker, 
patient, etc. 

71 
72 

Occupational disease 
Hearing loss 

25 Fall from elevation 89 Hostile attack-person in act of crime 
29 Fall from same level 90 Other than physical cause of injury 
50 Motor vehicle 94 Repetitive motion – callous, blister, etc. 
56 Bending/Lifting 97 Repetitive motion-carpal tunnel syndrome, etc. 
65 Machinery/Equipment 99 Other 

EMPLOYER

SOUTH DAKOTA DEPARTMENT OF LABOR AND REGULATION

DIVISION OF LABOR AND MANAGEMENT
Tel: 605.773.3681       dlr.sd.gov  

FIRST REPORT OF INJURY
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South Dakota Employer’s First Report of Injury 

E
M
P
L
O
Y
E
E 

SSN:  Date of Birth:            Gender:  M F  Dependents:  

Name: (Last)        (First)            ( Middle initial) 
Mailing Address:  

City:               State:   Zip:       Telephone No.:  

Employee signature:  (X) _______________________________________________________Date_________________

Education: 

Less than High School 

GED or High School 

Beyond High School 

Date of Injury:         Time of Injury:          a.m.       p.m.      Fatality Date (if applicable): 

County Where Injury Occurred:           Was Safety Equipment Provided? Yes    or No  

Time Work Day Began on Date of Injury:          a.m. p.m.       Was Safety Equipment Used? Yes   or No  

Date Returned to Work (if applicable):                Did Injury Occur on Employer Premises? Yes    or No  

Address or Location of Injury:  

Description of Injury:  

Date Employer Notified of Injury:  

Injury Reported to:     W itness:  

(See Codes on Second Page)
 Body Part Injured 

(If code 90, Multiple Injury, please specify 
body part codes for each body part injured.) 

Nature of Injury 

Cause of Injury 

I 
N 
J 
U 
R 
Y 
/ 
T 
R 
E 
A 
T 
M 
E 
N 
T Type of Treatment (please check one) 

 No Treatment 

  On-Site Treatment 

  Clinic 

   Emergency Room 

   Hospitalization 

    Zip  

If treatment sought, please specify provider of treatment: 

Medical Practitioner,  Clinic or Hospital Name:   

Mailing Address:  

City:             State     

Telephone No. :  

EMPLOYER/EMPLOYMENT INFORMATION: 

Federal ID No.:  # Employees:  

Employer Name (DBA):  

Mailing Address:  

City:                                                      State:                                     Zip:  

Telephone No. :                                                          County Where Employer Located:  

Employer signature: ______________________________________________________Date____________________ 

Employment Type:         Regular  or     Temporary 

Emp. Status:       FT      PT    Seasonal      Volunteer 

Date Employee Hired:   

Employee’s Position:  

Employee’s Time in Current Position:  

Employee’s Hours Per Week:  

Employee’s Current Wage: 

$               per  

Check if Claim Office is same as Insurance Provider 
If not, you must complete the following 

CLAIM OFFICE INFORMATION 

NAICS for Employer Being Insured (Nature of Business): UNDERLYING INSURANCE PROVIDER INFORMATION 

Carrier Code          FEIN (Claim Office) Carrier Code (If applicable)          FEIN (Insurance Provider)        

Claim Office

Claim Office Address

City   State      ZipCode  

Telephone      State      Zip Code 

Email Address      T

Claim Office Claim #

Date Notified  Date to DOL 

Represented Entity Name 

Address 

City 

For information regarding the Workers’ Compensation System please visit www.sdjobs.org 

Adjuster/Contact Person 

Adjuster/Contact Person 

 Policy Number

Telephone Number

Effective Dates 
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STATEMENT OF WEEKLY EARNINGS 
 

If the actual payroll records reflect the format below, a printout of the records can be attached. If not, 
please complete this form. 

 
INSTRUCTIONS: 

1. Give employee’s regular weekly earnings and overtime hours in separate columns for the 52 
weeks prior to the date of injury.  Do not include any sums paid the employee for expenses 
due to the special nature of his/her employment.  Whatever allowances specified as a part of 
the wage contract in lieu of wages shall be deemed a part of the employee’s earnings. 

2. If the above information cannot be given, show: 
 Weekly earnings of employee for the length of time he/she has been in your employ. 
 Weekly earnings of a similar worker in the same class of work either in your employ or in 

the same locality for same period as checked in item (1) above. 
3. If above information cannot be given show weekly earnings for any employee who has 

worked during the same period checked above. 
4. How many days constitute your normal work week?___________ How many 

hours?________ 
5. Give hourly rate ________________ Weekly rate ___________________ 
6. If the employee was not paid on a weekly basis, explain fully give his/her earnings for the 

period checked above. 
__________________________________________________________________________
__________________________________________________________________________ 

Week 
No. 

Week 
 
From 

 
 
To 

Number 
of days 
worked 

Amount paid 
exclusive of 
overtime 

Overtime hours 
worked or OT 
earnings 

 Date Date    
1 
 

     

2 
 

     

3 
 

     

4 
 

     

5 
 

     

6 
 

     

7 
 

     

8 
 

     

9 
 

     

10 
 

     

11 
 

     

12 
 

     

13 
 

     

14 
 

     

15 
 

     

16 
 

     

17 
 

     

18 
 

     

19 
 

     

20 
 

     

21 
 

     

22 
 

     

23 
 

     

24 
 

     

25 
 

     

26 
 

     

. Totals Carried forward     

 

Week 
No. 

Week 
 
From 

 
 
To 

Number 
of days 
worked 

Amount paid 
exclusive of 
overtime 

Overtime hours 
worked or OT 
earnings 

 Date Date    
  Brought forward    
27 
 

     

28 
 

     

29 
 

     

30 
 

     

31 
 

     

32 
 

     

33 
 

     

34 
 

     

35 
 

     

36 
 

     

37 
 

     

38 
 

     

39 
 

     

40 
 

     

41 
 

     

42 
 

     

43 
 

     

44 
 

     

45 
 

     

46 
 

     

47 
 

     

48 
 

     

49 
 

     

50 
 

     

51 
 

     

52 
 

     

  Totals    
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SOUTH DAKOTA 
WORKERS’ COMPENSATION SYSTEM

An Employee’s Guide to the

Division of Labor and Management
123 W. Missouri Ave. 

Pierre, SD 57501
Tel: 605.773.3681     

sdjobs.org

IMPORTANT INFORMATION

 You may want to list names and telephone numbers here and 
keep this booklet in a handy place.

 Date of injury_____________________________________

 Type of injury_____________________________________

 Your supervisor at work____________________________

 Employer’s telephone number (_____) _________________

 Insurance company name___________________________

 Claim adjuster’s name______________________________

 Claim adjuster’s phone number (____) _________________

 Your insurance claim number________________________

 Medical practitioner’s name___________________________

 Medical practitioner’s phone number (____) ______________

 Other names and phone numbers_____________________

 ________________________________________________

This booklet briefly outlines South Dakota Workers’ Compensation Law and how it applies to work-related injuries or 
illnesses.  This is not a complete description of the workers’ compensation system.
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HELPFUL HINTS FOR INJURED WORKERS
• Read and save this  packet.
• Save copies of all letters, forms, compensation checks and medical bills.
• Save notes of phone conversations.
• Put your social security number and date of injury or state file number on all papers and forms sent to the 

Division of Labor and Management.
• Stay in touch with your employer about your progress and plans to return to work.

WORKERS’ COMPENSATION
Workers’ compensation provides benefits if you become injured or ill from your job.  Workers’ compensation covers injuries or 
illnesses caused or made worse by work or the workplace.

Workers’ compensation insurance coverage provided by your employer is intended to:

• Pay medical and disability benefits for work-related injuries and diseases.

• Help you return to work as soon as possible.

Many employers in South Dakota purchase workers’ compensation insurance policies from commercial insurance companies.  
Some employers are self-insured and pay all the benefits themselves.  The insurance company or self-insured employer pays 
the medical costs to the health care providers who treat the injured worker.  It is not required by state law that employers have 
workers’ compensation insurance, but if they do not, the employer can be sued civilly.  

State law sets the benefit amounts.  The Division of Labor and Management checks the benefits paid by the insurance company 
or self-insured employer to make sure the injured worker is receiving all benefits to which that worker is entitled.

COVERAGE
If your employer carries workers’ compensation insurance, you would be covered for qualifying injuries.

The South Dakota Workers’ Compensation Law does not apply to farm or agricultural laborers, or domestic servants unless 
they are working more than 20 hours in a calendar week and for more than six weeks in any 13 week period; or to independent 
contractors who are certified as exempt by the department and workfare participants.

Benefits are not allowed when injury is due to willful misconduct, intoxication, illegal drug use or failure to use a furnished 
safety appliance.  Also, a false representation as to health at the time of obtaining employment may result in a denial of 
benefits.

Any injury arising out of and in the course of employment, everything from first aid type injuries to serious accidents and death.  
Also, the Workers’ Compensation Law provides coverage for occupational diseases.  The key is whether or not the injury or 
illness is caused by your job.  Medical evidence of causation is usually necessary.

You are protected from the first minute you are on the job, and that protection continues anytime you are working.  State law 
requires a worker receive workers’ compensation benefits for a work-related injury or illness.

YOUR EMPLOYER CANNOT

• Take the cost of workers’ compensation insurance from your wages.

• Prevent you from filing for workers’ compensation benefits.

• Threaten you or take action against you for filing for benefits.

INJURY REPORTING
Do not wait.  To protect your rights, report your injury to your supervisor as soon as possible and in writing if possible.

• Make sure you tell your supervisor you were injured. Remember: what, where, when and how.  Also inform your supervisor 
of any witnesses.
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• Get prompt medical attention from a health care provider.

• Inform your employer about your medical condition and when you can return to work.

• Call the Division of Labor and Management if you have any questions or concerns.

• If the employer will not fill out a First Report of Injury form, please contact the Division of Labor and Management.

Prompt reporting is the key.  Nothing can happen until your employer is informed about the injury.  Ensure your right to 
benefits by written notice of every injury, no matter how slight.

ROLES OF OTHERS
MEDICAL CARE

You may make the initial selection of your medical practitioner from all licensed health care providers in the state.

• Prior to treatment, or as soon as reasonably possible after treatment has been provided, notify the employer of your 
choice of medical practitioner.  The medical practitioner selected may arrange for a consultation, referral or other 
specialized medical services as the nature of the injury requires.

• If you decide to change your choice of medical practitioner, you should obtain approval in writing from your 
employer.

• You may seek a second opinion at your own expense without the employer’s approval. 

EMPLOYERS

• Your employer should make sure you receive immediate medical attention to treat your injury.

• Your employer reports the injury to the insurance company, or the administrator if self-insured, within seven days of 
the date of the injury or knowledge of injury.

INSURANCE COMPANY

Insurance companies or self-insured employers report the injuries electronically to the Division of Labor and Management 
via the division’s web application.  Also, the insurance company or self-insured employer pays for medical costs incurred 
from the injury and makes temporary total payments if seven consecutive days of work are missed due to an injury.

PROBLEMS AND DISPUTES
Most injuries are handled routinely.  If you think you have not received all the benefits due you, or you have not received any 
benefits, follow these steps:

• Call the claim’s adjuster at the insurance company or the administrator of self-insured employer.  Write down the date, 
time and adjuster’s name for your records. Explain the problem and try to work it out.  Many problems are resolved with a 
telephone call.

• Call 605.773.3681 to discuss your problem with the Division of Labor and Management specialist.

If a problem cannot be resolved, you may wish to take advantage of the mediation process provided by the Division of Labor 
and Management.  The mediation is held by telephone with the Division representative, the employee or their representative, 
and a representative of the employer or insurance company.

 If a dispute remains unresolved after the mediation process or the employee chooses to forgo the mediation process, the 
employee may file a petition for hearing.  The petition must be filed within two years of the date of denial of benefits.  The 
Division of Labor and Management may provide information, answer questions and assist persons on a limited basis.  However, 
because the Division is the administrative agency that decide disputed cases, the office must remain impartial and cannot 
represent any party.

Your employer or its insurance company can answer most questions about your injury.  For additional information, contact the 
Division of Labor and Management at the following number: 

Tel: 605.773.3681.
Fax: 605.773.4211
Email: tom.hart@state.sd.us
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BENEFIT TYPES
South Dakota law provides several kinds of workers’ compensation benefits:

Medical care to treat the injury

All reasonable and necessary treatment is covered.  The employer/insurer has the right to contest the reasonableness and 
necessity of any medical treatment.  Failure or refusal to follow a medical practitioner’s advice, without a valid second 
opinion, may result in denial of your claim for benefits.

Temporary Total Disability

After an injured employee has missed seven consecutive days, the insurer is required to pay a weekly benefit equal 
to 62  2/3 of the employee’s earnings.  Payments are subject to maximum and minimum amounts set by statute and 
administrative rules.  

Temporary Partial Disability

An injured worker who is able to return to work but cannot work the same number of pre-injury hours may be entitled 
to addition benefits.  The payment is based on a percentage of the difference between pre-injury wages and post-injury 
wages.

Example: If an employee worked 35 hours a week and is only able to work 15 hours a week after an injury, an insurer may 
be required to compensate that employee for part of the difference.

Permanent Partial Disability

South Dakota law provides for a set amount to be paid for impairment of certain body parts.  A medical practitioner must 
determine a percentage of impairment.

Permanent Total Disability

In the case of total disability, the injured worker is entitled to receive his/her weekly benefits for life.

Death Benefits

South Dakota law provides compensation for any spouse, child or children, parents, grandparents, or other lineal heirs of 
any employee whose death occurs as a result of an injury.

Rehab/Retraining

Injured employees may be eligible for rehabilitation or retraining benefits.  Five criteria must be met to qualify:

1. The employee must be unable to return to his usual and customary line of employment.

2. Rehabilitation must be necessary to restore the employee to suitable, substantial and gainful employment.

3. The program of rehabilitation must be a reasonable means of restoring the employee to employment.

4. The employee must file a claim with his employer requesting the benefits.

5. The employee must actually pursue the reasonable program of rehabilitation.

PAYMENT OF BENEFITS
Generally benefits are paid in the same time frame as you received your paychecks from employer.  If this is not feasible, then 
benefits shall be paid on a weekly basis.

There is a 10 percent penalty if benefits are not paid within 10 days of the date they were due and the delay was unreasonable.

SAFETY
Each insurance company is required by law to provide, upon request of the employer, safety engineering services to that 
employer.  Most employers who take advantage of this program’s services see a reduction in workplace injuries, and for many of 
them, the reduction is significant.

Providing a safe workplace for employees requires sincere commitment from management.  It also requires a strong 
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commitment from employees.  Understand the safety controls, requirements and policies of your employer.  It is not only the 
employer’s responsibility to maintain a safe workplace but also yours.

FRAUD WARNING
It is a crime for any person, including employers, employees, medical providers, insurance companies, insurance agents, 
lawyers or any other person, to lie or give false or fraudulent information in order to receive any benefit, payment or financial 
advantage that the person is not entitled to under the South Dakota Workers’ Compensation Law.  An Insurance Fraud Unit 
has been established within the Division of Insurance to prosecute fraudulent insurance acts through either civil or criminal 
action.

To report any fraudulent activity concerning the collection of workers’ compensation benefits, contact the Insurance Fraud 
Unit at 605.773.3331 .

CASE MANAGEMENT Q & A
All workers’ compensation insurers have been required to provide managed care services in their policies since January 1, 
1995.  Self-insured employers were required to have such services as of January 1, 1996.  The South Dakota Department of 
Labor and Regulation adopted rules in 1993 to carry out this law.  This section is intended to answer the most commonly asked 
questions about case management. 

Q: How Do I Choose A Plan?

A: Workers’ compensation insurance companies are required to contract with one or more case management plans.  
The Department must certify the plans.  A self-insured employer may also have its plan certified by the Department.

Q: How Do I Find Out How A Plan Works?

A: Case management companies are required to have a system of communicating with employees, employers and 
medical providers.  They must establish a place of business in South Dakota where records are kept and the plan is 
administered.  A plan must have a 24-hour toll-free telephone number for individuals to receive information and advice 
about medical services.  It must also provide employers a monthly report on the employees it is involved with. 

Q: Can Injured Workers Still Choose Their Medical Practitioner?

A: Workers have the right to choose the first medical practitioner they see.  (Seeking emergency room treatment does 
not count as their choice.)  All medical practitioners must follow the rules of the plan, as well as the state’s Optimal 
Recovery Guidelines (ORGs) in providing treatment. The plan also has control over subsequent consultations or referrals.

Q: Can I Use More Than One Plan?

A: An insurer of self-insurer can contract with as many certified plans as it chooses.

Q: Who Is Supposed To Tell The Medical Practitioner That A Claim Is Under Case Management?

A: Employees are required to tell the treating medical practitioner which plan covers them before treatment is provided.  
Employers must also report the injury to the plan within 24 hours after it is reported to them.  The plan then has to 
contract the medical practitioner and inform them of its rules.

Q: Does Every Injury Have To Be Under Case Management?

A: Every injury has to be reported to the employer’s case management plan.  However, the insurer may consider some 
claims to be so minor that management of the treatment is unnecessary, and may elect not to have the claim managed.  
Employees retain the right, in any case, to have access to medical services within 48 hours after they request them.

SMALL CLAIMS PROCEDURE
If you have a disputed medical claim of $8,000 or less and DLR signed an order or approved an agreement establishing your 
right to benefits, you can file a petition for a small claims hearing to resolve the dispute. There is no filing fee required, the 
hearings are on the telephone, are fairly informal, and your case can be heard quickly.

Rev. 11/2018
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