
Emblovee's Acknowledmrent of Phvsician Panel

Notice: Medical teaftnent for your rqiury or occupafional illness

Your employer has selected a list of 6 or more ph),sicians and other heaittr care providers rvho are available to feat your worlr-
rerated iqiuriry:':'** the nrst e0 t*ilt:"ffi::,H:i:T:lr:ff; 

copy ortrris ristrrom

If you are iqiured atwork or suffer an occupuional illness, you have certain legal NGHTS and DUTIES under Section
306(f.lxlxi) of the worliers' Compensuion Act regarding your rnedical feaunenl These rights and duties are summarized below.

Medical heahenE duringthe fint90 days

e You have dre RIGHT to receive reasonable medical treatrnent for your work injury or occupational illness. Your employer
must pay for fhe treabnen! as long as the Eeatrrenl is by one of the listed providers,

r You have the RIGHT to choose which of the listed providers will feat your injury or iilness.
. You have the RIGHT to sq'irch among any of the listed providers when you receive teat:renq and if a listcd provider refers

you to a provider no on yor:r employer's list, you have the RIGHT to receive treatnent from the referral provider.
. You have the RIGHT to receive emergency medical treatment from any provider. However, non-emergency treabnent must

be given by a liste.d provider.
. If a listed provider prescribes surgery for you, you have the NGHT to receive a second opinion from any provider of your

choice. If tlat opinion is different from the opinion of the listed provider, yoir have the RIGHT to choose which course of
FeaEnent to follow. If you choose the treatnentprescribed in the second opinion, you must receive the treatrnent from a listcd
provider for a period of 90 days after the date of your visit to the provider of the second opinion.

o You have the DUTY to visit one or more of the listed providers for the first 90 days of your work injuries or illness if you
erpectyour employer to paJ'for the medical treafnent you receive.

. If you seek trearnent for your work inj,rry or illness from a provideru'ho is not on the lis! your employer rnay not have rc pay
for.this medicai treatrnent during this gGday period. Therefore, you should talk yor:r employer before seelcing treatnent from
a provider who is not listed on the list

Imporene The requirernents yor:r employer must meetto have aralid list of at least 6 providers shoqn on the reverse side of this
form. If the list does not meet these requirements, it is not a valid lisg and you have the right to seek medical featnentfor your
work injury or occupational illness from any health care provider of 5'our choice.

Medical treahent after the firstg0 day'g
. You have the RIGHT to receive treatrnent from any physician or health care provider of your choice, whether or not they

are listed by yor.u employer. Your employer musl pay for this treatrnent, as long as it is reasonable *i n"".rr"ry for yeu
work injury or occupational illness and has been properly documented by' the physician or other healdr care provider.

t You have the DUTY to notifr your employer if you receive featrnent from a physician or health care provider nho is not
listed by your ernployer. You must notify your emplol,er u'ithin 5 days of the first visit to any provider who is not on your
employer's list The employer may not be required to pay for treatrnent until you have given rhis notice.

Your signahrre on this form indicated that you have been informed of an you understand these rights and duties. If you have
questioru, be sure you have your rigbts and duties erylained to you before signing this form.

f, , have been informed of mymedical beatnentrighs and duties with regard to work-
related injruies and occupatioual illnesses. This notice was presented to me ar
D Time of Hire

Employee:___-___

0Wben I was iniured E Other

Employer Repres entatirre :
Date:
Date:

D Employee Refuses to sign but \4'as pro\dded a copy of this document


