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STATE OF NEW MEXICO 
WORKERS’ COMPENSATION ADMINISTRATION 

_____________________________________________,  WCA No.:____________________ 
Worker, 

v. 
_____________________________________________, and 

_____________________________________________, 
Employer/Insurer. 

NOTICE OF DISQUALIFICATION 

The  ____  Worker  ____  Employer, ______________________________________________________ 
    (Name of filing party) 

gives notice that Judge_______________________________________________________ is disqualified 

from adjudicating this cause. 

     _____________________________________ 
     Name 
     _____________________________________ 
     Address 
     _____________________________________ 
     City/State/Zip 

     _____________________________________ 
     Telephone  
     _____________________________________ 

E-mail address for service


	NOTICE OF DISQUALIFICATION

	Worker: 
	WCA No: 
	Employer/ Insurer: 
	Employer/ Insurer cont: 
	Check Box1: Off
	Name of filing party: 
	Judges name: 
	Name: 
	Address: 
	CityStateZip: 
	Telephone: 
	Email address for service: 


