
 

Minnesota Workers’ Compensation 
Insurers Association, Inc. 
7701 France Avenue South ▪ Suite 450 
Minneapolis, MN  55435-3200 
  

 
 
 
 

August 5, 2009 
 
 

ALL ASSOCIATION MEMBERS 
 
 

Circular Letter No. 09-1561 
 
 

RE: Revised Minnesota ERM-6 Form 
 
The Minnesota Department of Commerce has approved the above filing to become effective 
12:01 a.m., September 1, 2009, for new and renewal business.  The purpose of this filing is to 
revise the Minnesota ERM-6 form which is located in the Minnesota Experience Rating Plan 
Manual.  
 
The revisions made to the Minnesota ERM-6 form include adding two new columns to the form: 
Column (1) for Update Type and Column (12) Part, Nature and Cause.  Also, there were some 
minor reformatting and other miscellaneous revisions made to help clarify the data needed when 
submitting the form to MWCIA.  
 
Attached are copies of the Minnesota ERM-6 form showing strikethrough and underlined text.  
The strikethroughs indicate deleted text, while the underlining indicates new text.  A copy of the 
final version of the form has also been included.  
 
If you have any questions regarding this item, please contact Ora Lowery at 952.897.6423 or by 
emailing ora.lowery@mwcia.org.    
 
 

 
 
 

952.897.1737 PH     ▪     952.897.6495 FX      ▪    www.mwcia.org 
 

mailto:ora.lowery@mwcia.org
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The person signing this agreem
ent certifies that they have the authority to execute this agreem
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eported as open on the previous report

B
. 

P
reviously reported as closed but are now

 open
C

. 
P

reviously unreported
D

. 
P

reviously reported and the current valuation differs in any m
anner from

 the previously subm
itted data
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The experience rating w
ill be com

pleted in accordance w
ith the M

innesota Experience R
ating Plan M

anual. H
ow

ever, because w
e do not verify the 

accuracy of the data subm
itted, the m

odifi cation factor w
ill be issued w

ith a disclaim
er.

N
am

e of the em
ployer requesting the rating  ___________________________________________________________________________________

N
am

e of the party subm
itting the data (if different)  ______________________________________________________________________________

A
ddress  _______________________________________________________________________________________________________________

C
ity  __________________________________________________________________

S
tate  ______________

Zip  _________________________

P
hone  _______________________________

 Fax  ____________________________
E

m
ail  ___________________________________________

A
G

R
EEM

EN
T

W
e hereby certify that the inform

ation given in this report is correct to the best of our know
ledge and belief. B

Y S
U

B
M

IS
S

IO
N

 O
F TH

IS
 IN

FO
R

M
ATIO

N
, 

W
E

 R
E

Q
U

E
S

T TH
AT M

W
C

IA P
R

O
D

U
C

E
 E

X
P

E
R

IE
N

C
E

 M
O

D
IFIC

ATIO
N

 FA
C

TO
R

S
 FO

R
 TH

E
 E

M
P

LO
Y

E
R

 LIS
TE

D
 A

N
D

 A
G

R
E

E
 TO

 PAY A
N

Y FE
E

S
 

A
S

S
O

C
IATE

D
 W

ITH
 TH

IS
 S

E
R

V
IC

E
. In consideration of M

W
C

IA’s agreem
ent to produce the requested experience m

odifi cation(s), w
e release and 

discharge M
W

C
IA

, its offi cers, directors, em
ployees and agents from

 all liability in connection w
ith the production or application of the sam

e.

The person signing this agreem
ent certifi es that they have the authority to execute this agreem

ent on behalf of the em
ployer requesting the rating. 

A
uthorized signers include the em

ployer, the carrier, and the TPA O
N

LY
.

�
 

Em
ployer   

�
 

C
arrier  

 
�
 

TPA (Please check applicable box of person signing below
)

S
igned: ________________________________________

D
ate:  ________________________________________

P
rinted N

am
e of S

igner:  ______________________
Title:  _____________________________________
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