UC Merced Workers' Compensation 
Pre-Designation of Personal Physician Form
You may designate your personal physician (who has treated you in the past and has your medical records) to treat you for work-related injury or illness by filing written notification with the University, prior to the injury or illness.  In addition, before the injury occurs, the physician must agree to treat you for a work related injury or illness. 
EMPLOYEE SECTION (please print)
If I have a work-related injury or illness, I choose to be treated by:
Doctor’s Name: _________________________________________________



Doctor’s Medical Group:________________________________________
(e.g. Allcare, Dignity Health)

Doctor’s Street Address: __________________________________________
      
City, State, Zip:_________________________________________
Phone: (______)__________________    
I understand that this physician must be my regular, primary care physician, must have directed my medical treatment in the past, and must maintain my medical records including my medical history.

Employee Name (please print): ___________________________________

Employee Department: ______________________________ Employee ID Number: ______________ 

Employee Signature: ___________________________________ Date: _____________

(Note to Employee: It is your responsibility to ask the physician to complete and sign the section below)
PHYSICIAN SECTION

I agree to treat the above named individual should s/he have a work injury or illness. I understand that medical services in the California Workers’ Compensation system are subject to pre-authorization of non-emergency services and diagnostic tests, utilization review, reporting requirements, and fees governed by the Official Medical Fee Schedule promulgated by the Division of Workers’ Compensation.

Physician Name (please print): _______________________________________

Physician Signature__________________________ Date:__________________
              (Physician or Designated Employee of the Physician)
The physician is not required to sign this form, however, if the physician or designated employee of the physician does not sign, other documentation of the physician’s agreement to be pre designated will be required pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).

Employee return this form to Risk Services Workers’ Compensation riskservices@ucmerced.edu. Keep a copy for your records and provide a copy to your Supervisor.
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