
 

       
 STATE OF MINNESOTA      
 OFFICE OF ADMINISTRATIVE HEARINGS 
 WORKERS’ COMPENSATION DIVISION 
 (651) 361-7900 
  
 
Mailing Address: Office Address: 
P.O. Box 64620 600 North Robert Street 
St. Paul, MN 55164-0620 St. Paul, Minnesota 55101 
 
File No.  SSN 
DOI  00/00/00 
 
     , 
 Employee, 
 
 Attorney, 
vs. OAH MEDIATION REQUEST 
     , 
 Employer, 
 
 Attorney 
and 
     , 
 Insurer 
 
 Attorney,  
 
 
 Intervenor/Representative. 
 

DO NOT ATTACH ANY CONFIDENTIAL INFORMATION TO THIS REQUEST. 

REQUEST MAY BE FILED BY E-MAIL, FACSIMILE OR MAIL TO ABOVE ADDRESS. 

 

DO NOT SEND TO DEPT. OF LABOR AND INDUSTRY 
 
 
 
Party requesting Mediation:  name, address, telephone number, e-mail address 
All parties agree to participate in mediation:          Yes          *No            *Do not know 
*Explain 
 
I have received and read the information on OAH’s Mediation Program and agree to the 
terms.            Yes            No 
 
I have reviewed and signed the OAH Mediation Agreement and agree to abide by this 
agreement.               Yes                 No 
 
 



Case Information 
1.  Pleadings pending: 
Claim Petition:    Date filed:    Settlement Conf Date  

PT Date  Hearing Date 
    Continued  Stricken 
 
Petition for Contribution/Reimbursement 

Date filed:    Settlement Conf Date  
PT Date  Hearing Date 

    Continued  Stricken 
 
Medical Request:    Date filed:    Settlement Conf Date  

PT Date  Hearing Date 
    Continued  Stricken 
 
 
Rehabilitation Request:   Date filed:    Settlement Conf Date  

PT Date  Hearing Date 
    Continued  Stricken 
 
2.  Discovery 
All discovery is completed,  
including all expert evaluation reports.                     Yes  No 
 
Discovery is not completed and the following discovery will be completed by: 
Description       Date of completion 
 
 
 
3.  Claims 
Employee Claims 
A. Temporary total disability: specific dates and amounts* 
 
B. Temporary partial disability: specific dates and amounts* 
 
C. Permanent total disability: specific dates and amounts* 
 
D. Permanent partial disability: specific percentages, and amounts* 

*attach schedule if necessary. 
E. Medical Care: 

1. Medical bills or out of pocket expenses: 
2. Intervenors  

  a. Notified 
  b. Intervened 
  c. Balance claimed   

Full Balance  Fee Schedule amount  Spaeth 
 
F. Rehabilitation services 
 1. Consultation 
 2. Services 
 3. Retraining 



 
G. Death/Dependency benefits 
 1. Funeral Expenses 
 
 2. Spousal benefits 
  
 3. Dependent benefits 
 
Employer/Insurer Claims and Defenses 
 
A. Primary Liability Denial 
 
B. Denial of wage loss benefits 
 
 Defenses 
 
C. Denial PPD 
 
D. Denial Medical care 
 
 1. Causal relationship 
 
 2. Reasonableness and Necessity 
 
 
E. Rehabilitation services 
 
 1.  Qualified employee 
 
 2. cooperation with rehabilitation 
 
 3. Retraining 
 
F. Apportionment 
 
G. Contribution Reimbursement 
 
 
Special Compensation Fund Claims and Defenses 
 
A. Employer/Independent Contractor 
 
B. Reimbursement & Penalty from Uninsured Employer 
 
C. Contribution 
 
 
 
Intervenor Claims 
 
 



 
4. Statement of Case 
This party’s brief statement of the case: 
Factual Summary 
 
 
 
Legal Issues 
 
 
 
Other relevant factors 
 
 
 
 
 
5. Settlement Proceedings 
 
The parties have discussed settlement at    Date  
DLI/Mediation    
OAH/ADR Settlement Conference 
Informally    
Other mediation 
 
 
6. Scheduling 
 
Amount of time you request                ½ day                 full day                      other 
 
Location of mediation 
 
Available dates:  attach calendar if convenient 
 
 
 
 



I certify that the above information is true, complete and accurate.   
 
 
 
 
 
_________________________________  _________________________________ 
     Date       Date 
Employee/Employer/Insurer    Attorney for Employee/Employer/Insurer  
 
 
 
 
 
 
_________________________________  _________________________________ 
     Date       Date 
Intervenor      Special Compensation Fund 
 
 
 
 
Revised 5/20/08 cae 


