Personal Physician Designation Form
To be completed by employee:

I, __(Employee Name)__, in the event of an industrial injury or illness, request to receive medical treatment from my personal physician named below.

I certify my personal physician, named below, is defined as my regular physician or surgeon who has previously directed my medical treatment and who retains my medical records, including my medical history.

I understand that if necessitated by the nature of my injury or illness, my employer may arrange appropriate first aid or emergency treatment before referring me to my personal physician.

Personal Physician’s Name: _____________________________________

Address: ____________________________________________________

Telephone Number:___________________________________________

__________________________________________
____________

Employee Signature





Date

Department: _________________________________________________

To be completed by employer:

Received by: _________________________________________________

Date: _______________________________________________________

Date Superceded by Another Designation: _________________________

This form provided to members of EverythingHR

