NOTIFICATION TO EMPLOYEES OF THEIR RIGHTS AND DUTIES UNDER SECTION
306 (£1)(1)(i) OF THE PA. WORKERS’ COMPENSATION ACT

The Pennsylvania Workers” Compensation Act requires that employees be given written notification of their rights and
duties under Sec. 306 (f.1)(1)(i) of the Act if a list of designated health care providers is established by the employer.
Below are your rights and duties under Sec. 306 (f.1)(1)(i) and an acknowledgment signature line. This
acknowledgment, signed by you, is to be returned to your employer.

A brief summary: You have the right to seek emergency medical treatment from any provider; for post-emergency and
other injuries, you must obtain treatment for work-related injuries and illnesses from a designated health care provider
for 90 days. The penalty for not using a designated health care provider is that your employer is not liable for the
medical bills incurred.

As an employee of the Commonwealth working at a location where a list of designated health care
providers has been established and posted, you have:

e  The duty to obtain treatment for work-related injuries and illnesses from one or more of the designated
health care providers for 90 days from the date of the first visit to a designated provider.

e The right to seek emergency medical treatment from any provider, but subsequent non-emergency
treatment shall be by a designated provider for the remainder of the 90-day period.

e  The right to have all reasonable medical supplies and treatment related to the injury paid for by your
employer as long as treatment is obtained from a designated provider during the 90-day period.

e  The right, during this 90-day period, to switch from one designated health care provider to another
designated provider.

e The right to seek treatment from a provider if you are referred to that provider by a designated
provider.

e  The right to an additional opinion from a provider of your choice when invasive surgery is prescribed
by the designated provider.

e The right to seek treatment or medical consultation from a non designated provider during the 90-day
period, but the services shall be at your expense for the applicable 90 days.

e The right to seek treatment from any health care provider after the 90-day period has ended.

e The duty to notify your employer of treatment by a non designated provider (after the 90 day
period) within 5 days of the first visit to that provider. The employer may not be required to pay
for treatment rendered by a non designated provider prior to receiving this notification.

I acknowledge that | have been informed of my rights and duties
under Sec. 306 (f.1)(1)(i) and that [ understand them
to the extent that they are explained above.

Print Name Employee Signature Date

See reverse for a complete text of Section 306 (f.1)(1)(i)
If you have any questions, ask your human resources office representative or call
The Bureau of Workers’ Compensation at 1-800-482-2383



COMMONWEALTH OF PENNSYLVANIA EMPLOYEE SOCIAL SECURITY NUMBER

DEPARTMENT OF LABOR AND INDUSTRY
BUREAU OF WORKERS' COMPENSATION
1171 S. CAMERON STREET, ROOM 103
HARRISBURG, PA 17104-2501
(TOLL FREE) 800-482-2383
TTY (TOLL FREE) 800-362-4228

EMPLOYER’S REPORT
OF OCCUPATIONAL
INJURY OR DISEASE

DATE OF INJURY

MONTH DAY YEAR
EMPLOYEE FIRST NAME
EMPLOYEE LAST NAME
STREET ADDRESS
cITY STATE ZIP CODE
COUNTY PHONE NUMBER
EMPLOYEE: NUMBER OF DEPENDENTS DATE OF BIRTH
mae [ mamrmieo [J
FemMale [ siNGLE
O MONTH DAY YEAR
OCGUPATION OR JOB TITLE
NCC| CLASS CODE (IF KNOWN) EMPLOYMENT STATUS ET<Fultime  SL < Seasonal
PT = Part-time VO = Volunteer
ZZ = Other
EMPLOYER
STREET ADDRESS
cITY STATE ZIP CODE
SIC CODE EMPLOYER FEIN PHONE NUMBER
COUNTY NAICS CODE
FULL PAY FOR DAY OF INJURY? TIME EMPLOYEE BEGAN WORK TIME OF OCCURRENCE
ves [J | m|
no [] | evOd
LAST DAY WORKED DATE DISABILITY BEGAN 344 1197
MONTH DAY YEAR MONTH DAY YEAR
DATE EMPLOYER NOTIFIED DATE RETURNED TO WORK DATE OF HIRE
MONTH DAY YEAR MONTH DAY YEAR MONTH DAY YEAR

CONTACT FIRST NAME

CONTACT LAST NAME

CONTACT PHONE NUMEBER

NOTICE: Report should be clearly completed, (preferably typed)
and original mailed to the Bureau at the address in the upper left
corner and a copy to employee and insurer.

LIBC-344 REV 1-01 (OVER)




LIBC 344

TYPE OF INJURY CODE PART OF BODY AFFECTED CODE CAUSE OF INJURY CODE (ENTER CODES, IF KNOWN)

TYPE OF INJURY CR ILLNESS

PARTS OF BODY AFFECTED

CAUSE OF INJURY

DID INJURY OR ILLNESS OCCUR IF OUT OF STATE, SPECIFY WERE SAFEGUARDS OR SAFETY WERE SAFEGUARDS OR SAFETY
ON EMPLOYER'S PREMISES? STATE OF INJURY EQUIPMENT PROVIDED? EQUIPMENT USED?

ves[] ves [] ves[]

no [ no [ no [

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OEJECTS OR SUBSTANCES DIRECTLY RESPONSIBLE.

IF FATAL, GIVE DATE OF DEATH INITIAL TREATMENT.
D NO MEDICAL TREATMENT
MONTH DAY YEAR [] MINCR BY EMPLOYEE
[] CLINIC / HOSPITAL
T:T:SS_:_C;z::EALTH CARE PROVIDER o D] PANEL PHYSICIAN
' ' [J] EMPLOYEE PHYSICIAN
STREET [] EMERGENCY CARE
CITY STATE ZIP [0 HOSPITALIZED MORE THAN 24 HOURS

POLICY PERIOD FROM:
HOSPITAL NAME:

STREET MONTH DAY YEAR
CITY STATE ZIP POLICY PERIOD TO:

POLICY/SELF INSURED NUMBER: MONTH DAY YEAR

WITNESS FIRST NAME WITNESS PHONE NUMBER

WITNESS LAST NAME

PERSON COMPLETING THIS FORM: INSURANCE CARRIER OR THIRD PARTY ADMINISTRATOR (IF SELF-INSURED)

NAME: NAME:

TITLE: STREET

FEGHE: cITY STATE zP
BUREAU CODE: FEIN;

DATE PREPARED

344 1197-2

Any individual filing misleading or incomplete information knowingly and with intent to
defraud is in violation of Section 1102 of the Pennsylvania Workers' Compensation Act
and may also be subject to criminal and civil penalties through Pennsylvania Act 165.




Middletown, PA 17057

Workers’ Compensation Program: Designated Health Care Providers

The following procedures must be followed in case of work related injury or iliness:

A. Immediately report the injury to your supervisor.
Any injury you sustain at work must be reported immediately to your supervisor. Failure to do so may delay your benefits or cause
you to lose your rights to benefits. Supervisors must promptly report injuries to the appropriate personnel office.

B. Obtain medical care from a provider listed below.

Lancaster General Medical Group
Urgent Care Clinic
99 Masonic Dr
Elizabethtown, PA 17022
717-689-4243

Orthopedic Institute of Pennsylvania
Occupational Medicine
Orthopedic Surgery
112 Sipe Ave FI 3
Hummelstown, PA 17036
717-483-2311

\ Pennsylvania Retina Specialists
Ophthalmology
1249 Cocoa Ave Ste 104
Hershey, PA 17033
717-533-3937

Medexpress Urgent Care
Urgent Care
Urgent Care Clinic
565 E Chocolate Ave
Hershey, PA 17033
717-533-4935

TUPMC Orthopedic Care
Located in: RedCedar Professional Plaza
Orthopedic Surgery
689 Yorktown Rd
Lewisberry, PA 17339
717-956-2454

Advantage Chiropractic
Chiropractic
36 South Market Street, Suite 101
Elizabethtown, PA 17022
717-367-3100

tConcentra Medical Center
Occupational Medicine
6301 Grayson Road
Harrisburg, PA 17111
717-920-5910

Arlington Orthopedics
UPMC
Orthopedic Surgery
820 Sir Thomas CT
Harrisburg, PA 17109
717-652-9555

UPMC Surgical Associates
Surgery: General
875 S Arlington Ave
Harrisburg, PA 17109
717-652-1107

1 PinnacleHealth FamilyCare
General Medicine
1025 W Harrisburg Pike
Middletown, PA 17057
717-944-0491 or 717-902-6241

Optum Heads Up One Call Medical Diagnostics

Available at any major pharmacy For the nearest location, please call the toll free number. Requires adjuster approval
PHARMACY DENTIST DIAGNOSTICS
800-393-1398 855-443-9872 866-672-3064
One Call Care Hospital
Requires adjuster approval For Emergency Services, please go to the nearest hospital.
PHYSICAL THERAPY HOSPITAL

866-672-3064 (FOR EMERGENCY SERVICES ONLY)

C. Medical Emergency:
If you are faced with a medical emergency, you may secure initial emergency treatment from any of the above mentioned
emergency facilities or any other emergency facility. However, any follow-up care to the emergency treatment must be with a
designated health care provider.

D. If you choose to treat with an out of state provider, you may be subject to balance billing.

E. For medical treatment to be paid by your employer:
1. You must select one of the physicians or physician groups listed above.
2. You must continue to visit one of the physicians listed above or any specialist to which that provider refers you, if you need
treatment, for Ninety (90) days from the date of your first visit. This requirement is in conformance with the Pennsylvania Workers’
Compensation Act, Section 306 (F) (1) (i).
3. After Ninety (90) days, if you still need treatment, you may continue with the same physician or you may choose to go to another
physician or health care provider for treatment. If you decide to go to another provider, you must notify your employer of this action
within five (5) days of your visit.
4. Your bills will be paid if your physician or healthcare provider reports as required (within ten days after your first visit and at least
once a month as long as treatment continues). You must notify the new provider that these reports are to be submitted to the
following address:

AmTrust North America
P O Box 94405
Cleveland, OH 44101
888-239-3909 Toll Free
678-258-8399 Fax
*For medical groups, all providers are eligible to render medical services.
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