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EMPLOYEE'S ACKNOWLEDGEMENT FORM UNDER
SECTION 306(f)(1)(i) OF THE PENNSYLVANIA WORKER'S COMPENSATION ACT

I recognize and agree that my employer has provided a list of at least six (6) designated health care
providers, no more than two (2) of whom are coordinated care organizations and no fewer than three (3)
of whom are physicians. Therefore, I acknowledge that I must treat with one of these health care
providers for ninety (90) days from the date of my first visit. If I fail to treat with one of these designated
health care providers, I understand that my employer will not be liable for the payment for services
rendered during this ninety (90) day period. Subsequent treatment may be provided by any health care
provider of my choice. However, I must advise my employer within five (5) days of my first visit to each
and every non-designated health care provider. Failure to do so may affect whether my employer is liable
for payment for services rendered prior to appropriate notice.

My employer has informed me of my rights and duties, and my signature acknowledges that I have been
so informed and that I understand my rights and duties.

Employee's Signature Date

Employee's Name (Print) Employee Number
Employer Department
Witness' Signature Date

Email this form to guy@rmu.edu or fax to 412-397-2555.
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