UC Davis Health System 

DESIGNATION OF PHYSICIAN FORM
If you become injured at work, NOTIFY YOUR SUPERVISOR IMMEDIATELY. Your supervisor will direct you to Employee Health Services if care is needed, located in the Cypress Building. Immediate medical care and medical follow-up can often mean the difference between complete recovery and lasting physical disability.  

If you require further medical care, the on-site medical facility will make arrangements for your continuing treatment.  If you have a special medical problem, you will be referred to an appropriate medical specialist.  Should you desire to change your medical specialist, contact Sedgwick CMS, the University’s third party administrator for Workers’ Compensation, at (916) 771-2900. Designation of a medical specialist does not preclude you from seeking treatment at Employee Health Services.

Thirty (30) days after you report your injury or illness to the University, you may choose your own treating physician.  You should report any change in your treating physician to Sedgwick CMS. as soon as possible so that your medical bills can be properly considered for payment.

You may also designate your personal physician (who has treated you in the past and has your medical records) to treat you for the entire period of an injury or illness (including the 30 day period) after the injury or illness is reported by filing written notification with the University, prior to the injury or illness.  If you do not file a designation, the University will arrange for your medical care as explained above.  The following form is provided for your use in designating your personal physician.

The Workers’ Compensation Unit can be reached at (916) 734-6180.
ALL SECTIONS MUST BE FILLED OUT FOR YOUR DESIGNATION TO BE PROCESSED

If I have a work related injury or illness, I choose to be treated by:
	  Physician’s Name: (Last/First) 

	  Physician’s Medical Group:

	  Physician’s Address: 

	
          City 


               State

               Zip




	          Phone  (        )


Pursuant to the Federal Privacy Act of 1974, you are hereby notified that disclosure of your social security number is voluntary. This record keeping system was established pursuant to the authority of The Regents of the University of California under Art. IX, Sec. 9 

of the California Constitution. The social security number is used to verify your identity.

Employee’s Name:  _____________________________________________________________
Department: ______________________________________ Phone: (___)_________________

Social Security Number:  _________________________________________________________
Employee’s Signature: ___________________________________ Date: ___________________

I agree to this Pre designation:

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 require pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).

Return this form to the Workers’ Compensation Unit by fax to (916) 734-2484. Keep a copy for your records and provide a copy to your Supervisor.


