
 
 
 

NonSubscriber – Compliance Package 
 
 
We have enclosed the forms that are so vital in maintaining your status as a 
Non-Subscriber in the state of Texas.  They include: 
 
 

1. The DWC Form-005 (Rev. 02/18) that you must complete 
annually between February 1st and April 30th.   
Complete and send into the state by Certified Mail, return 
receipt requested.  You can now file your DWC Form 5 on-line: 
Employer Online Filings (texas.gov).  Texas Department of 
Insurance is now requiring effective dates be listed in Section I; 
Question 1.  Effective date must be May 1st of current year and 
expiration date April 30th of next year. 
 

2. The DWC Form-7 (Rev 2/22) that you need to complete to 
report any claims.  Send in monthly, only if there were injuries 
that resulted in lost time in excess of the date of the injury. 

 
3. The “Notice to Employees” that you must have all current 

employees’ sign.  All employees must sign this form when they 
are hired and then placed in their personnel file. 

 
4. The posters that are required to be posted “in an area frequented 

by the employees”.  The “Notice to Employees concerning 
Workers’ Compensation in Texas” must be posted in both 
English and Spanish and any other appropriate language. 

 

https://appscenter.tdi.texas.gov/TXCOMPWeb/nonsubscriber/SelectDWCForm.jsp?clearBackCache=Y
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1. SELECT ONE

The employer named below DOES NOT HAVE workers' compensation insurance coverage, pursuant to the Texas Workers' Compensation Act, 
Texas Labor Code, Section 406.004. 

OR 
The employer named below HAS TERMINATED workers' compensation insurance coverage, pursuant to the Texas Workers' Compensation Act, 
Texas Labor Code, Section 406.007. (Provide the following information.) 

Policy terminated effective (mm/dd/yyyy): 

Policy number: 

Insurance company: 

Insurer informed of termination on (mm/dd/yyyy): 

Employees were (or will be) notified on (mm/dd/yyyy): 

The election selected below is effective from (mm/dd/yyyy) to (mm/dd/yyyy). 

8. Name 9. Telephone Number (area code, number, extension) For TDI-DWC Use Only 

10. Title 11. E-mail Address 

12. Signature 13. Date of Signature (mm/dd/yyyy) 

2. Did you have any death, injury that resulted in the injured employee's absence from work for more than one day, or knowledge
of an occupational disease since your last Employer Notice of No Coverage or Termination of Coverage? Yes        No
If your response is “Yes”, you may be required to file a DWC Form-007, Non-covered Employer's Report of Occupational Injury or Illness.
(See the Frequently Asked Questions section of this form.)

 

DWC005 

Employer Notice of No Coverage or Termination of Coverage 
La versión en español está disponible en http://www.tdi.texas.gov/forms/dwc/dwc005snocov.pdf 

I. EFFECTIVE DATES (The effective dates cannot exceed a one-year period)

II. STATEMENT OF NO COVERAGE

 

III. STATEMENT OF REPORTABLE INJURIES OR DISEASES

IV. PRIMARY EMPLOYER INFORMATION
3. Employer Business Name 4. Federal Employer ID Number

5. Employer Business Mailing Address (Street or PO Box, City State Zip)

6. Employer Business Type 7. Six-Digit NAICS Code

NOTE: You must provide name, Federal Employer ID number and address of each Texas business location, subsidiary, or separate entity of the 
primary employer covered by this report. 

Name Federal Employer ID 
Number Address 

Street or PO Box 

City State Zip Code 

V. PERSON PROVIDING INFORMATION
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DWC005 

Frequently Asked Questions 
Employer Notice of No Coverage or Termination of Coverage 

Who must file the DWC Form-005? 
You must file the DWC Form-005 if you: 

• do not have workers' compensation insurance, or
• you have terminated your workers' compensation insurance coverage

However, if your only employees are exempt from coverage under the Texas Workers' Compensation Act (for example, certain domestic workers, and certain 
farm and ranch workers) you do not have to file. 

Failure to file the form when required may subject the employer to administrative penalties. 

How do I file the DWC Form-005? 
Employers can submit the DWC Form-005 to the TDI-DWC by: 

• filing electronically on the TDI website at:
https://www.tdi.texas.gov/forms/form20numeric.html

• faxing the form to (512) 804-4146; or
• mailing the form to the address listed at the top of the form.

When do I file the DWC Form-005? 
You must file a separate DWC Form-005 each time one of the following conditions exists: 

• Annually between February 1st and April 30th of each calendar year;
• Within 30 Days of hiring your first employee, unless this due date falls between February 1st and April 30th and you submit the form within this

time period;
• Within 10 Days of receiving a request (to file the DWC Form-005) from DWC;
• Within 10 Days after notifying your workers' compensation insurance carrier that you are terminating coverage unless you purchase a new

policy or become a certified self-insurer;

How do I determine my filing start date? 
Use May 1, unless: 

1. You have never filed a DWC Form-005, then the start date is the first day you did not have coverage (see either #2 or #3 to determine the specific
date).

2. You terminated workers' compensation insurance coverage, then the start date is the first date you did not have coverage.
3. You hired your first employee, then the start date is the first day the employee started working.

How do I determine my filing period end date? 
Use April 30, unless: 

• You purchased, or plan to purchase a workers' compensation insurance policy, then the End Date is the last date you did not, or will not, have
coverage.

What is a NAICS code? 
NAICS (pronounced "nakes") is the six-digit North American Industry Classification System code that identifies the classification of your business. You may be 
able to locate the code in either: 

1. Block 5 of your Unemployment Quarterly Report (Form C-3) from the Texas Workforce Commission; and/or;
2. If you have multiple NAICS codes, they may appear in the left margin of the Multiple Worksite Report - BLS 3020 from the U.S. Bureau of Labor

Statistics; or
3. For more help with NAICS codes, visit the NAICS web page at:

www.naics.com

Select "Find Your NAICS Code" from the top menu and use the "NAICS Keyword Search" to enter one or more words that generally describe your business. For 
example, if you are in the restaurant business, enter "restaurant" and get a complete listing of NAICS codes for the restaurant industry. 
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Are any fields on the DWC Form-005 optional? 
All applicable fields must be completed each time the DWC Form-005 is filed. 

 
Section I 

• The effective dates are always required. 

DWC005 

 

Section II 
• When reporting cancellation or termination of workers' compensation insurance in Statement of No Coverage, the policy and insurer information, 

and the notification dates must be provided. 
 

Section III 
• A selection from Statement of Reportable Injuries or Diseases is always required. 

 
Section IV 

• All primary employer fields (boxes 3 through 7) are required. 
• Additional business location information is required when applicable. 

 
Section V 

• The signature field is not required when filing online. 
 
 

How/when must a non-subscriber notify employees that workers' compensation coverage is not provided? 
You must post the Notice to Employees Concerning Workers' Compensation in Texas in the workplace in English, Spanish and any other language common 
to the employer's employee population in the print type specified by DWC rules whenever you: 

 
1. elect to not have workers' compensation insurance; 
2. cancel or terminate workers' compensation insurance; 
3. withdraw from certified self-insurance; or 
4. have workers' compensation coverage cancelled by the insurance company. 

 
You must also provide this notice to each employee: 

 
1. at the time of hire; 
2. when the employer elects to not have workers' compensation insurance; 
3.  within 15 days of notification to the insurance carrier that the employer is terminating coverage unless the employer maintains continuous 

coverage under a new policy or becomes a certified self-insurer; or 
4. within 15 days of cancellation by the insurance company. 

 

The required notice may be found on the TDI website at: 
http://www.tdi.texas.gov/forms/dwc/notice5.pdf (English) and 
http://www.tdi.texas.gov/forms/dwc/notice5s.pdf (Spanish) 

 
Are non-covered employers required to file other forms with TDI-DWC? 
You must report work-related injuries and diseases using the DWC Form-007, Employer's Report of Non-covered Employee's Occupational Injury or Diseases if: 

 
1. You have five or more employees and do not have workers' compensation insurance; or 
2.  you have employee(s) that have waived workers' compensation insurance coverage, whether or not you have workers' compensation 

insurance. 
 

You must file the form not later than the 7th day of the month following any month in which: 
 

• a work-related death occurred; 
• an employee was absent from work for more than one day* as a result of a work-related injury; 
• you acquired knowledge of an occupational disease. 

 
*Do not count the day of the injury or the day the injured employee returned to work when calculating the number of days absent from work. 

 

The DWC Form-007 can be obtained from the TDI website at http://www.tdi.texas.gov//forms/dwc/dwc007injnc.pdf. 
 
 
 
 
 
Note: With few exceptions, on your request, you are entitled to: 

• be informed about the information DWC collects about you. 
• receive and review the information (Government Code Sections 552.021 and 552.023); and 
• have DWC correct information that is incorrect (Government Code Section 559.004).   

 
For more information, contact DWCLegalServices@tdi.texas.gov or refer to the Corrections Procedure section at 
www.tdi.texas.gov/commissioner/legal/lccorprc.html 
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Employer’s report of noncovered employee’s 
work-related injury or illness  

Choose one: 
 Nonsubscribing employer (an employer that does not provide workers’ compensation coverage) 

 Subscribing employer (employee declined workers’ compensation insurance coverage) 

Part 1. Employer information 
1. Business name 2. Reporting period (month and year)

3. Number of injured employees included in

this report

4. Business mailing address (street or PO box, city, state, ZIP

code)

5. Employer North American Industry Classification System (NAICS) codes

Code 1 Code 2 Code 3 Code 4 Code 5

Six-digit NAICS code 

Highest number of employees 
in month of report* 
*Include full-time, part-time, temporary, and permanent employees.

6. Business physical address (street or PO box, city, state, ZIP code) 7. Business employer phone number

8. Federal Employer Identification Number (FEIN) 9. Name of person completing form

10. Phone number of person completing form 11. Title of person completing form

12. Signature of person completing form 13. Date of signature (mm-dd-yyyy)



DWC007 

DWC007 Rev. 02/22 Page 2 of 4

Part 2. Injured employee information 
14. Employee name (first, middle, last) 15. Social Security number 16. Date of birth (mm-dd-yyyy)

17. Date of hire (mm-dd-yyyy) 18. Sex

Male  Female  

19. Occupation

20. Hourly wage 21. Six-digit NAICS code of employee's work at the time of the injury or
illness as listed in Box 5.

22. Race and ethnic identification
 White   Black  Hispanic   Asian or Pacific Islander    American Indian or Alaskan Native 

  Other (specify) 
23. Address where work-related injury or illness happened (street or PO box, city, state, ZIP code)

24. Location where injury or illness happened

  Primary business location       On-site job location       Traveling between job locations 
25. Date of injury or illness (mm-dd-yyyy) 26. Date reported by employee (mm-dd-yyyy)

27. Return-to-work date (mm-dd-yyyy)  Actual date or  Expected date 
28. Reported cause of injury (Examples: overexertion due to lifting or pushing, caught between, slip, trip, fall.)

29. Nature of injury or illness (Examples: cut, burn, bruise, fracture, sprain, strain, chemical burn, dermatitis, asbestosis, or
silicosis. For multiple injuries, list the most serious injury.)

30. Equipment involved in the injury, if any

31. Body parts affected

32. Number of days absent from work, not including the day of injury or the day of return to work
1 day or less (work-related illness only)      2–7 days      8 days or more

33. Date of first day absent from work 34. Work-related illness?

Yes      No

35.Death?    Yes  No 
If yes, provide date of death.

36. Describe what happened(Example: "Fell off ladder and broke arm while painting house.")
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Information for other injured employees 
(Use extra pages if necessary) 

Business name Reporting period (month and 
year)     

Federal Employer Identification 
Number      

14. Employee name (first, middle, last) 15. Social Security number 16. Date of birth (mm-dd-yyyy)

17. Date of hire (mm-dd-yyyy) 18. Sex

Male  Female  

19. Occupation

20. Hourly wage 21. Six-digit NAICS code of employee's work at the time of the injury or illness
as listed in Box 5.

22. Race and ethnic identification
 White   Black  Hispanic   Asian or Pacific Islander    American Indian or Alaskan Native 

  Other (specify) 
23. Address where work-related injury or illness happened (street or PO box, city, state, ZIP code)

24. Location where injury or illness happened
  Primary business location       On-site job location       Traveling between job locations 

25. Date of injury or illness (mm-dd-yyyy) 26. Date reported by employee (mm-dd-yyyy)

27. Return-to-work date (mm-dd-yyyy)  Actual date or  Expected date 
28. Reported cause of injury (Examples: overexertion due to lifting or pushing, caught between, slip, trip, fall.)

29. Nature of injury or illness (Examples: cut, burn, bruise, fracture, sprain, strain, chemical burn, dermatitis,
asbestosis, or silicosis. For more than one injury, list the most serious injury.)

30. Equipment involved in the injury, if any

31. Body parts affected

32. Number of days absent from work, not including the day of injury or the day of return to work
1 day or less (work-related illnesses only)        2–7 days      8 days or more

33. Date of first day absent from work 34. Work-related illness?
Yes      No

35. Death?    Yes  No 
If yes, provide date of death. 

36. Describe what happened(Example: "Fell off ladder and broke arm while painting house.")
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FAQ 
 Employer’s report of noncovered employee’s work-related injury or illness 

Who must use this form? 
Employers that do not have workers’ compensation insurance coverage (nonsubscribers) and employ five or more 
employees who are not exempt from workers’ compensation insurance coverage must file the DWC Form-007. 
Examples of exempt employees include certain domestic workers, and certain farm and ranch workers. 

Employers that have workers’ compensation insurance coverage must file the DWC Form-007 to report an on-the-job 
injury or illness for an employee who has waived workers’ compensation insurance coverage. See Texas Labor Code 
Section 406.034 for more information. 

What do I do if I need to report more than two injured employees? 
Copy page three of the form as many times as you need to report more injured employees. 

When do I file the DWC Form-007? 
You must file the form no later than the 7th day of the month after the month: 

• a work-related death happened;
• an employee was absent from work for more than one day because of an on-the-job injury; or
• the employer knew about a work-related illness.

You do not have to report months with no deaths, injuries, or illnesses.  

Are any fields on the DWC Form-007 optional? 
No, you must answer all fields by checking the box or filling in the blank. 

Where can I find more information about NAICS codes? 
Find more information at the United States Census Bureau at www.census.gov/naics or the National Technical 
Information Service at www.nits.gov. 

Where do I send this form? 
• Fax:    512-804-4146
• Mail:  Texas Department of Insurance

 Division of Workers’ Compensation
 Business Process Operations, MC BP-OPS
 PO Box 12050
 Austin, TX 78711-2050

Questions?  
Call 1-800-252-7031, Monday to Friday, 8 a.m. to 5 p.m., Central time. Go to www.tdi.texas.gov/wc to learn more about 
workers’ compensation.  

Note: With few exceptions, on your request, you are entitled to: 
• be informed about the information DWC collects about you;
• receive and review the information (Government Code Sections 552.021 and 552.023); and
• have DWC correct information that is incorrect (Government Code Section 559.004).

For more information, contact DWCLegalServices@tdi.texas.gov or go to the Corrections Procedure section at 
www.tdi.texas.gov/commissioner/legal/lccorprc.html. 














