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Return-to-Work Notice 

12/17 

Return completed form to: 
BrickStreet Insurance 

P.O. Box 3151 
Charleston, WV 25332-3151 

G
IV

E
 C

L
A

IM
A

N
T
’S

 C
O

M
P

L
E

T
E

 N
A

M
E

 A
N

D
 A

D
D

R
E

S
S

. 
 P

L
E

A
S

E
 T

Y
P

E
 O

R
 P

R
IN

T
 U

S
IN

G
 I

N
K

 P
E

N
 T

O
 I

N
S

U
R

E
 C

L
A

R
IT

Y
. 

Claimant’s Name: 

Claimant’s Address: 

City, State, Zip: 

Claim Number: 

Social Security Number: 

Date of Injury: 

The above named employee began MISSING work on: 

The above named employee RETURNED to work on: 

Signature:  Title:  

Employer:   

Date:  
 

BrickStreet Mutual Insurance      NorthStone Insurance        PinnaclePoint Insurance        SummitPoint Insurance   AlleghenyPoint Insurance 
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