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Workers’ Compensation
Pennsylvania

Employees’ Rights and Duties under Section 306 (F.1) of the  
Pennsylvania Workers’ Compensation Act

If you are injured while at work and medical treatment is necessary, you are required to visit one 
of the physicians or health care providers on the list designated by your employer for a period of 
90 days from your first visit with the physician or health care provider. 

All reasonable medical treatment and supplies (e.g. medicines, prosthetics) related to the injury  
will be paid for by the employer provided the treatment is by a designated physician or health 
care provider on the list during the 90-day period. Charges for treatment and supplies are  
specified by the ACT. You are not responsible for the payment of any charges in excess of  
those specified by the ACT.

◾◾ During the 90-day period, you may change from one designated physician or health care  
provider on the list to another physician or health care provider on the list, and the  
treatment will be paid for by the employer. 

◾◾ If the designated physician or health care provider refers you to a non-designated provider, 
the employer will pay for the treatment by the non-designated provider. 

◾◾ You have the right to obtain emergency medical treatment from a non-designated  
physician or health care provider; however the subsequent non-emergency treatment 
must be by a designated physician or health care provider for the remainder of the  
90 day period.

◾◾ You may seek treatment or consultation from a non-designated physician or health care  
provider during the 90-day period; however, you are responsible for the charges for this 
treatment during the 90-day period. 

◾◾ If the employer designated physician or health care provider recommends invasive  
surgery, you are permitted to obtain a second opinion from a non-designated physician  
or health care provider. Your employer will pay for the cost for this opinion. If this opinion  
differs from the opinion of the designated physician or health care provider and provides  
a specific and detailed course of treatment, you may elect to undergo this treatment. The 
treatment however must be provided by a designated physician or health care provider  
for 90 days from the date of the visit to the non-designated physician. 

◾◾ You have the right to seek treatment from any physician or health care provider after  
the 90-day period has ended, and your employer will pay for this treatment provided it is  
reasonable and necessary.
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You have the duty to notify your employer of treatment by a non-designated physician or 
health care provider within five days of your first visit to this physician or provider. Your  
employer may not be required to pay for treatment by a non-designated physician or health 
care provider prior to notification. The employer however shall pay for this treatment once 
notified unless the treatment is found to be unreasonable. 

Signing this form is an acknowledgement of your rights and duties. You may not refuse to 
sign this acknowledgement in order to avoid your duties. 

If you have any questions, please feel free to contact the Pennsylvania Bureau of Workers’  
Compensation.    

Pennsylvania Bureau of Workers’ Compensation 
1171 South Cameron Street, Room 324 
Harrisburg, Pennsylvania 71704-2501 

Phone: 717.783.5421 
Toll free inside PA: 800.482.2383

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

_________________________ 	______________________________	 __________________  
Employee Name	 Employee Signature		  Date

_________________________	 ______________________________		  _______________________   
Supervisor Name	 Supervisor Signature		  Date

If the employee is unable or refuses to sign, it is acknowledged that the employee was provided  
a copy of this document. 

_________________________	 ______________________________		  _______________________   
Supervisor Name	 Supervisor Signature		  Date


