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GAVILAN JOINT COMMUNITY COLLEGE DISTRICT 

workc S compensation: Pre-Designation of Personal Physician

If you have health insurance and you are injured on the job you have the right to be treated immediately by your personal physician (M.D., D.O), or 
medical group, if you notify your employer, in writing, prior to the injury. Per Labor Code 4600 to qualify as the your predesignated, personal 
physician, the physician must agree, in writing, to treat you for a work related injury, must have previously directed your medical care and 
must retain your medical history and records. Your predesignated physician must be a family practitioner, general practitioner, board certified or 
board eligible internist, obstetrician-gynecologist or pediatrician. Your "personal physician" may be a medical group if it is a single corporation or 
partnership composed of licensed doctors or medicine or osteopathy, which operates an integrated multi-specialty medical group providing 
comprehensive medical services predominantly for non-occupational illnesses and injuries. 

This is an optional form that can be used to notify your employer of your personal physician. You may choose to use another form, as long as you 
notify your employer, in writing, prior to being injured on the job and provide written verification that your personal physician meets the above 
requirements and agrees to be predesignated. Otherwise, you will be treated by one of your employers' designated workers' compensation medical 
providers. 

EMPLOYEE NAME & ADDRESS: 

□ I acknowledge receipt of this form and elect not to predesignate my personal physician at this time. I understand that I will receive
medical treatment from my employers' medical provider. I understand that, at any time in the future, I can change my mind and
provide written notification of my personal physician. I understand that the written notification must be on file prior to an industrial
injury.
Employee Signature: ______________________ Date: _____ _

D If I am injured on the job, I wish to be treated by my personal physician*: 

Name of Physician or Medical Group ______________ _ Phone Number ______ _ 

Address ___________________________ _ 

*This physician is my personal primary care physician who has previously directed my medical care and retains my medical history and
records.

Name of Insurance Company, Plan, or Fund providing health coverage for nonoccupational injuries or illnesses: 

Employee Signature: Date: 

A Personal Physician must be willing to be predesignated and treat you for a workers' compensation injury. 
The remainder of this form is to be completed by your physician and returned to your Employer. 

P E R SON AL PHY SICI AN ACKNOWL E DGE M ENT 

Per Labor Code 4600 to qualify you must meet the criteria outlined above. You are not required to sign this form, however, if you or your designated 
employee, does not sign, other documentation of the physicians' agreement to be predesignated will be required pursuant to Title 8, California Code of 
Regulations, section 9780.1 (a)(3). 

PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: __________________ _ 

□ I agree to treat the above named employee in the event of an industrial accident or injury. I meet the criteria outlined above. I agree to
adhere to the Administrative Director's Rules and Regulations, Section 9785, regarding the duties of the employee-designated physician.

(Physician or Designated Employee of the Physician or Medical Group) Date 

Please return com leted form to: 

Human Resources - Gavilan Joint Community College District - 5055 Santa Teresa Blvd, Gilroy CA 95020 









notice to employees 
If A Work lnjur� Occurs 

California law guarantees certain benefits to employees who are injured or become ill because of their jobs. 

Any job-related injury or illness is covered. Types of injuries and illnesses may include strains, sprains. cuts, cumulative or repetitive 

motion, fractures. mental injuries. illnesses and aggravations Some injuries from voluntary, of
f 
duty, recreational, social or athletic 

activity may not be covered. Check with your supervisor or claims administrator if you have questions. 

All work-related injuries must be reponed to your supervisor or employee representative immediately. If you wait too long. you 

may lose your right to benefits. Your employer is required to provide you a claim form within one working day after learning about 

your injury 

It is illegal for your employer to punish or fire you for having a work injury or illness, for filing a claim, or testifying in another 

person's workers' compensation case. If proven. you may receive lost wages. job reinstatement. increased benefits, and costs and 

expenses up to limits set by the state 

Workers' Compensation Benefits Include 

MEDICAL CARE-All medical treatment - without a deductible or dollar limit. Within one working day after you file a claim forn1, 

treatment must be authorized, consistent with the applicable treating guidelines, for your alleged injury up to ten thousand dollars 

($10.000) until the claim has been accepted or rejected. Costs are paid directly by the claim administrator, so you should never see 

a bill. 

You may be eligible to treat with your personal physician should you become injured on the job. If eligible. you must tell your 

employer. in writing, the name and address of your personal physician or medical group before you are injured. You must obtain 

their agreement to treat you for your work injury If you have questions, please contact your employer who is required to provide 

written information regarding workers' compensation benefits to al I new employees. 

MEDICAL PROVIDER NEnVORKS- Your employer may be using an MPN, which is a selected network of healthcare providers to 

provide treatment to workers injured on the job. If you have predesignated a personal physician prior to your work injury, then you 

may receive treatment from your predesignated doctor or medical group. If you have not predesignated and your employer is using 

an MPN, you are free to choose an appropriate provider from the MPN list which will be you primary treating physician. This is 

the doctor with overall responsibility for treating your injury or illness. If you are treating with a non-MPN doctor for an existing 

injury, you may be required to change to a doctor within the MPN. If you need help locating an MPN physician. call your MPN 

access assistant at __ ____ _ _ _ _  . If you have questions about the MPN or want to file a complaint against the MPN, 

call the MPN contact person at ________ _  _ 

PAYMENT FOR LOST WAGES - If you're temporaril) disabled by a job injury or illness, you'll receive tax-free income, subject to 

state limits. until ) our doctor says you are able to return to work. Payments are two-thirds of your average weekly pay, up to a 

maximum set by state law. Payments aren't made for the first three days unless you're hospitalized as an inpatient or unable to work 

more than 14 days. 

If the injury or illness results in permanent disability. additional payments will be made after recovery 

If the injury results in death, benefits will be paid to surviving dependents. 

SUPPLEMENTAL JOB DISPLACEMENT BENEFIT - You may be entitled to a Supplemental Job Displacement Voucher. if your 

employer is not able to return you to work within 30 days after temporary disability ends. SJDB is a non-transferrable voucher 

payable to a state approved school. 

In The Event Of A \\'ork Injury 

I. Be sure first aid is gi, en

2. If emergency medical treatment is needed call 911. 

3. See that the inJured employee is taken to a doctor or hospital. if necessary. 

4 Repon all injuries immediately to vour supervisor or ______ _______ __ at _________ _ __ 
l·mp1t,,�-r lkpr.:s..."nt:n,,..-

5 Contact your employer representative or claim administrator if you have questions about 11-orkers· compensation. You may 

also contact an lnfom1atio11 and Assistance Officer at the State Division of Workers· Compensation at 

Learn more information about workers· compensation online: www.dwc.ca.gov and access a useful booklet "Workers· 

Compensation in California: A Guidebook for Injured Workers." 

6. Hear recorded inforniation and a list of local offices by calling toll-free 800 736-740 I or visit M\'\\' dir.ca gov 

Claims Administered and MPN Information 
Chums Admnustrator Keenan & Associates 

•\ddrcss Po Box 2101 
C11y. S1a1e. Zip Code _r_•'-"-""'-·_c_•_oo_509 _________ _ 

Phon..: '.\umber _(800_)_3,._.. __ ,. __________ _ 
Carner Self-Insured PIPS oorno,1 

Pol,ci E,pirauon Date -oeoono
--

2
-,

------------

MPN Toll Free Number _( ... _>_•,.__,_,,_ , __________ _ 
�IPN \\'cbs1te www.harborsys.com.lkeenan 

tvlPN Effectl\e Date _o_,,0_1_120_,_, ___________ _ 
MPN ldentificahon # _2_358 _____________ _ 

MPN;s Address Po Bo11 ,,n9, Newport Beac:tt. CA92658 

Erner enn Numbers 
l\mbulance 

Fire Depanmen1 
Police 

I lo::ip11JI 
Phys1c1an 

911 

911 

911 

911 

If 1h1s policy has e,p,red contact 1he labor comm1ss1oner 21::; 6]0 6630 
(ww,, d,r ca go, disc) 

False C'la,111s and false denials Any person who makes or causes to be made any 1-..nowmgly false or fraudulent matenal statement or matenal representation for the 
purpose of obtain mg or denying workers· compensation benefits or payments 1s guilty of a felon) and may be fined and 1mpnsoned (Insurance Code Section 1871 4) 

Your employer may not be liable for the pa) ment of \\Orlers' cornpensat1on benclils for any injury that arises 1f you voluntary pa111c1pate 111 any off-duty. 
rrcrr1Hionnl. socinl. or 11thletir nctivily that ,s not pan of your work-related duties 

August 2018 
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