WC-6 GEORGIA STATE BOARD OF WORKERS' COMPENSATION

(7/90) WAGE STATEMENT
( )

Employee's Name (First) (Middle) (Last) Employee's Phone Number

Social Security Number
[/

Employee's Street Address City State ZIP Date of Injury

Employer Insurer

Address Address

( ) ( ) City

State ZIP Phone City State ZIP Phone

If the weekly benefit is less than the maximum, complete the schedule below for 13 weeks
immediately preceding the accident. If the employee has not been in your employ for 13
weeks, complete this schedule showing weekly earnings of a similar employee in the same
employment, and write the name of the similar employee here: . Also
use to establish wage loss for temporary partial disability payments.

SCHEDULE OF WEEKLY EARNINGS
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Average Weekly Earnings

REMARKS:
By ()
(Type or Print and Sign) (Date) Phone



