
DIVISION OF WORKERS’ COMPENSATION – BUREAU OF COMPLIANCE
MONTHLY PAYMENT INSTALLMENT INVOICE
Payment  [___]  of [___]



Reference #: [SWO/OPA#]

                       Invoice #: [INVOICE #]
Business:
[EMPLOYER NAME]_______________________________________________________________________  
 Email Address:
________________________________  Amount Due:  [PPA Monthly Amt Due]
Payment Due Date: [Due Date]
The monthly payment installment shall be made online at MyFloridaCFO.com/WC, or shall be in the form of a cashier’s check or money order made payable to the Workers’ Compensation Administration Trust Fund.  Mail the monthly payment with this coupon to the following address:

Department of Financial Services, Revenue Processing Section

Division of Workers’ Compensation

PO Box 7900

Tallahassee FL  32314-7900

It is the employer’s responsibility to notify the Division of any change in address.  Contact the Financial Accountability Section at           1 866 738-6297 should you need assistance.
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