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EMPLOYEE’S ACKNOWLEDGEMENT UNDER SECTION 309(f.1)(1)(i) OF THE PENNSYLVANIA 

WORKERS’ COMPENSATION ACT 
 
I,     , recognize and agree that my employer has posted a list of six (6) health care 
providers, at least three 3) of which are physicians and no more than four (4) of which are coordinated care 
organization (CCO).  I further agree that my employer has provided the name, address, telephone number and area of 
medical specialty of each designated provider on the list.  I also acknowledge that I have been presented with this 
written notice setting forth my rights and duties under Section 306 (f.1)(1)(i) of the Pennsylvania Workers’ 
Compensation Act.  My rights and duties include the following: 
 
I have the duty to obtain treatment for work-related illnesses from one or more of the designated health care 
providers for ninety (90) days from the date of first visit to a designated provider; 
 
As long as treatment is obtained from a designated provider during the ninety (90) day period, all reasonable medical 
supplies and treatment related to the injury will be paid by my employer; 
 
I have the right to switch from one designated health care provider on the list to another during the ninety (90) day 
period and my employer must pay for this treatment; 
 
If I am referred by a designated provider to a non-designated provider, my employer shall provide for treatment 
rendered by the referral provider; 
 
I have the right to seek emergency medical treatment from any provider, but I understand the subsequent non-
emergency treatment must be rendered by a designated provider for the remainder of the ninety (90) day period; 
 
I have the right during the ninety (90 day period to seek medical treatment from a non-designated provider, but I 
understand my employer is not responsible to pay for these services;  
 
After the expiration for the ninety (90) day period, I have the right to seek treatment for any health care provider, and 
my employer must pay for such treatment if it is reasonable and necessary; 
 
If I treat with a non-designated health care provider after the expiration of the ninety (90) day period, I understand 
that I must provide my employer notice within five (5) days of my first treatment with the non-designated provider; 
 
If I fail to do so, my employer may not be responsible to pay for the treatment rendered by the non-designated 
provider prior to notification; and 
 
If the designated provider recommends invasive surgery, I am entitled to receive an additional opinion from any 
health care provider of my choice.  If the additional opinion differs from that of the designated provider, I am entitled 
to select which course of treatment to follow.  However, if I choose to follow the recommendation of my health care 
provider (the additional opinion), the procedures shall be performed by one or more of the designated health care 
providers for a period of ninety (90) days from the date of the visit to my health care provider (date of examinat9ion 
of the additional opinion). 
 
My employer has informed me of my rights and duties, and my signature acknowledges that I have been so informed 
and understand my right and duties. 
 
                
Date       Employee’s Signature 
 



TOWNSHIP OF LOWER MERION 
Human Resources Department 

 
 
MEMORANDUM 
 
 
TO:   ALL NEW TOWNSHIP EMPLOYEES 
 
SUBJECT: Workers’ Compensation Information Sheet 
  Employee’s Acknowledge Under Section 309(f.1)(1)(i) of the Pennsylvania  
       Workers’ Compensation Act 
  Panel Physician List 
 
 
 In accordance with the Workers’ Compensation Act the employer must provide notice to all 
employees of their rights and duties under the Act.  Therefore, attached are two forms, “Workers’ 
Compensation Information and “Employee’s Acknowledgement Under Section 306(f.1)(1)(i) of the 
Pennsylvania Workers’ Compensation Act”.   
 
 These forms basically explain that if you are injured and feel that medical treatment is necessary 
for your injury, you are required to see a doctor listed on the “Designated Physician’s List: within 14 
days from when you first seek medical treatment.  You are required to treat with the designated physician 
for the first 90 days of medical treatment for that injury.   
 
 Please read both forms and contact your Supervisor or Mark Santorleri, Risk Control Manager, if 
you have any questions.  If there are no questions it is requested that you sign, date and return the 
“Employee’s Acknowledgement Under Section 306(f.1)(1)(i) of the Pennsylvania Workers’ 
Compensation Act”  form in the enclosed envelope. 
 
 Once again, if you have any questions at all please contact your immediate Supervisor for 
clarification or contact the Insurance Office directly. 
 
 
I acknowledge receipt of the Workers’ Compensation Information Sheet, Employee’s Acknowledgement 
under Section 309(f.1)(1)(i) of the Pennsylvania Workers’ Compensation Act and the Panel Physician 
List.   
 
 
             
Employee Name (Please Print)      Date 
 
       
Employee Signature 
        
 



Digital Signature Instructions 

Require Adobe Acrobat Reader DC – Download Link https://acrobat.adobe.com/us/en/acrobat/pdf-reader.html  

Clicking on the signature box will prompt to create a new digital signature or use existing digital signature. 

 

Select “Create a new digital ID” and Continue 

 

Select either option to protect your self-signed digital ID.  

https://acrobat.adobe.com/us/en/acrobat/pdf-reader.html


The first option will require your password every time you sign a document with your digital signature. The second 

option saves the digital signature to your computer. 

For this example, the first option to “Save to File” was selected and continue. 

 

Complete the required fields.  

 

  



You will be prompt to create a strong password for the signature and click on Save 

 

For this example, the second option of “Save to Windows Certificate Store” was selected. 

 

Complete the required fields and click Save 



 

 

Signing with a digital signature 

Click on the signature box to digitally sign your document. 

 

  



If you create your digital signature with a password (Digital ID file), you will be prompt for a password before you can 

sign the document. 

 

 

The document will then require you to save the document to complete the signature process.  

 

  



Signature using Windows Digital ID will just be signed after clicking on the digital signature, continue sign and saving the 

document. 
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