
Milwaukee County
Department of Administrative Services

Risk Management

Workers' Compensation

WEEKLY LOST TIME FORM:  Reimbursement for lost time, including work missed for medical appointments

Employees seeking reimbursement for any lost time, including work missed for medical appointments during 
work hours, must complete this form on a weekly basis.  
Directions: Complete all boxes, numbers 1 - 4 above the signature line, sign and date, then email the form 
along with your doctor's work excuse or proof of appointment to claims@milwaukeecountywi.gov. 
Please note: To receive any wage benefit, your time missed must be ordered by a Physician.  No backdated 
physician authorizations will be accepted.  Medical appointments should be scheduled before or after normal 
working hours. If this cannot be accomplished, a determination for reimbursement will be made by the claims 
examiner.  Submittal of this form does not guarantee reimbursement.

2. What is your shift schedule for the day of the lost time?

1. What is the gross wage for the 52 weeks prior to the injury?

2. What is the hourly rate of pay at the time of injury?

3. What is the gross pay for the week of your appointment?

e.g. 7:00 a.m. to 3:30 p.m.

3. If lost time is related to a medical appointment, what is the time, date, and location of your appointment?

4. Provide proof of attendance at the appointment.
Please provide slip noting date, time and location of the appointment

Employee Name:

Department: Date of Injury:

1. Please list lost time hours or days for which you are seeking reimbursement.

STOP!  TO BE COMPLETED BY SEDGWICK CLAIMS EXAMINER:

Type of Reimbursement: Lost Time: Non Appointment
(Restrictions or Taken off work by Physician) Lost Time: Medical Appointment

Date:
Employee Signature

EMAIL COMPLETED FORM AND ATTACHED DOCTORS NOTES TO: CLAIMS@MILWAUKEECOUNTYWI.GOV
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