
Workers Compensation 

Non-Subscriber Form 

   

Texas is unique in one very important respect: It’s the only state in which employers have the 
choice to carry workers’ compensation insurance or not. There are two ways an employer 
chooses not to purchase workers’ comp or “opt out” of the worker’s compensation system. 

By “choice” – chooses to carry alternative coverage 

By “default” – does not carry any coverage 

If an employer does not purchase workers’ comp either by choice or default, they must file 
state mandated forms and post required notices to avoid fines and penalties. Below is a list of 
required forms/postings.  For your convenience, these forms are available on the GHRA 
Website under Members in members’ resources section 
http://www.ghraonline.com/Members.php.  

DWC Form-5: must file annually. This form tells the state that the employer is not 

carrying workers' compensation insurance. 

DWC Form-7: must file for every fatality or occupational disease, and every work-

related injury that results in more than one day of lost time. Applies to employers with at least 
5 employees 

Post the required notices: notify employees of the decision to “opt out” with the TDI’s 
prescribed posters, which should be placed in at least one prominent area such as a break-
room wall or bulletin board. 

Administrative penalties assessed by the Texas Department of Insurance for not filing the 
required forms can be as much as $25,000 per day. 

http://www.ghraonline.com/Members.php


 

 

 

 

 

 

DWC Form-5  
 

The Division of Workers’ Compensation at the Texas 

Department of Insurance (TDI‐DWC) has revised the DWC 

Form‐5 and the DWC Form‐205, the nonsubscriber filing forms 

associated with notifying the state of the employers’ status as 

a Texas nonsubscriber.  Nonsubscribers are required to begin 

utilizing the new forms on February 1, 2011. 

 

This form can be filled out Online instead of mailing in the 

attached form.  Please go to: 

https://txcomp.tdi.state.tx.us/TXCOMPWeb/common/home.jsp 

Choose “Employer Online Filings”. 

 

 











NOTICE TO EMPLOYEES CONCERNING 
WORKERS' COMPENSATION IN TEXAS 

 
COVERAGE:   (_______________________________) has elected not to 
                                                                                                                                             Name of Employer 

obtain workers’ compensation insurance coverage.  As an employee of a non-
covered employer, you are not eligible to receive workers’ compensation benefits 
under the Texas Workers’ Compensation Act.  However, a non-covered 
employer can and may provide other benefits to injured employees.  You should 
contact your employer regarding the availability of other benefits or 
compensation for a work-related injury or illness. In addition, you may have rights 
under the common law of Texas should you suffer an on the job injury or illness.  
Your employer is required to provide you with coverage information, in writing, 
when you are hired or whenever the employer becomes, or ceases to be, 
covered by workers' compensation insurance. 
 
SAFETY HOTLINE:  The Division has established a 24 hour toll-free telephone 
number for reporting unsafe conditions in the workplace that may violate 
occupational health and safety laws. Employers are prohibited by law from 
suspending, terminating, or discriminating against any employee because he or 
she in good faith reports an alleged occupational health or safety violation. 
Contact Workers' Health & Safety at 1-800-452-9595. 

Notice 5 (Rev. 10/05)                                                                           TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS' COMPENSATION                                                     Rule 110.101 



Aviso 5S (Rev. 2/06)                                                               DEPARTAMENTO DE SEGUROS DE TEXAS, DIVISIÓN DE COMPENSACIÓN PARA TRABAJADORES                                                            Reglamento 110.101 

AVISO A EMPLEADOS SOBRE COMPENSACIÓN 
PARA TRABAJADORES EN TEXAS 

COBERTURA: [   ________________                _______             ] ha elegido no                                                                    Nombre del Empleador   
obtener cobertura de compensación para trabajadores. Como empleado de un 
empleador que ha elegido no obtener seguro de compensación para trabajadores 
usted no es elegible para recibir beneficios de compensación bajo la Ley de 
Compensación para Trabajadores de Texas.  Sin embargo, un empleador sin 
cobertura puede y debe proporcionar otros beneficios a los empleados lesionados. 
Usted debe comunicarse con su empleador para obtener información acerca de la 
disponibilidad de otros beneficios o compensación por una lesión o enfermedad 
relacionada con el trabajo.  Además, usted puede tener derechos bajo la ley de 
“Derecho Común” de Texas, si usted ha sufrido una lesión o enfermedad relacionada 
con su trabajo.  Es requerido que su empleador le proporcione información acerca de 
la cobertura, por escrito, cuando es contratado o cuando su empleador obtiene o 
deja de tener cobertura de seguros de compensación para trabajadores.   
 
LÍNEA DIRECTA PARA REPORTAR CONDICIONES INSEGURAS:  La División ha 
establecido una línea telefónica gratuita las 24 horas, para reportar condiciones 
inseguras en el lugar de trabajo que pudiesen violar las leyes ocupacionales de salud 
y seguridad.  La ley prohíbe que los empleadores suspendan, despidan o discriminen 
contra un empleado o empleada porque él o ella, de buena fe, reporta una presunta 
violación ocupacional de salud o seguridad.  Comuníquese con la Sección de 
Seguridad y Salud al teléfono 1-800-452-9595. 





 

 

 

 

 

 

 

 

 

DWC Form-7  
 

This form needs to be filed for all on‐the‐job injuries resulting in more than one day lost time, all 

occupational diseases of which the employer has knowledge (regardless of lost time), and all 

fatalites occurring during the calendar month must be reported.  This form must be delivered or 

mailed no later than the 7th day of the following month. 

 

 
For more information regarding these forms please go to the Texas 

Department of Insurance website 
http://www.tdi.state.tx.us/forms/form20employer.html 
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