
EMPLOTfiEFS SIGHTS & DUTES UNDER SECTION 306 tfi)
OF THE PENNSYLVANIA WORKERS’ COMPENSATION ACT

If you are injured while at work and medical treafaim* ________________ . .
Physicians cjt Iiealth care providers on die list designated by your enxployefibr a Si 006 °f the

visit with the physi3an<a:healifa care pibvidet. eaxp yer penod of 90 days from, your

Durmg the SO day period, you may change from one designated physician or Leaitii can-
ar>otfaer physician or health care provider on the list and the treatarat1^! fee

provider for the remainder o£dje. 90 daypST^ . ^ ^ ^ a deS8J^Phy®^ or health care.

ireStzneat ^ cansultafio11 ^ a ^-designated physician or health care provider the 90
day penod however, you are responsible far the charges for this treatment during the SO dayp^^^. mnsfee9°

You have the right to seek treatment from any physician or health care provider after the 90 day oeriod has 
ended, and your employer will pay for this treataMErt provided it is reasonable and necessary. 7?

Ycuhave the duty to notify your employer of .treatment by a nm-designated physician or health'ore provider 
wriiun 5 cteys of your tafois physician or provider You employer^yiS be required to^for
treatment fay a non-designated physician or health care provider prior to notification. The empkyer hov^ver
shall pay for tins treatment once notified unless the treatmentis found to be unreasonable. ? ^

Signing tins form is an acknowledgement of your rights and duties. You may not refuse to sien this 
acknowledgement m order to avoid your duties. • S11

If you have any questions, please fed free to contact the Bureau of Wru-Wn* 
(717) 783-5421. Compensation at 1-800-482-2383 or

I acknowledge that Ibave been informed of and understand the above rights and duties.

^cu/n
E&plcployee Signature 

(Jf\JiUjocsj tZuJxAauuL

Employer's Representative Signature.
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