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HARTNELL COMMUNITY COLLEGE DISTRICT

Human Resources & Equal Employment Opportunity


PHYSICIAN DESIGNATION FORM

INDUSTRIAL ILLNESS/INJURY TREATMENT OPTIONS

In the State of California, Workers’ Compensation law specifies that if you suffer an illness or injury on the job, you may seek treatment from your pre-designated doctor whom you have pre-designated prior to the date of injury (It must be a doctor who has previously directed your medical treatment and who retains your medical history).

For the first thirty days from the time the injury is reported, an employee has one of two treatment options:  A pre-designated physician, or one of the approved Medical Panels below.  After the thirty days, an employee may choose treatment from a different physician or facility within a reasonable geographic area.

The following are designated Medical Panel providers for Hartnell Community College District employees seeking treatment for a work-related injury or illness:

Doctors on Duty Medical Group
Doctors on Duty Medical Group
Harden Medical Care Center  

1212 South Main Street
1137 North Main Street  
1756 North Main Street

Salinas, CA  93901
Salinas, CA  39906
Salinas, CA  93906

(831) 422-7777 
(831) 757-1110
(831) 759-1900
Salinas Urgent Care Center
Salinas Valley Memorial Hospital
Natividad Medical Center
WorkWell Health Services

558A Abbott Street
450 Romie Lane
1330 Natividad Road 
680 East Romie Lane

Salinas, CA  93901
Salinas, CA  93901
Salinas, CA  93906
Salinas, CA  93901

(831) 755-7880
(831) 757-4343
(831) 757-0200
(831) 422-3701 




(Mon – Fri only)
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PHYSICIAN DESIGNATION 

When seeking treatment for an industrial illness or injury, you have the option of selecting below your designated treating physician who has previously directed your medical treatment and who retains your medical history. 

If you wish to pre-designate a physician, please provide the information below, keeping in mind that he/she must meet the requirements mentioned above.


Employee Name (Please Print):
     


Employee Social Security #:
   
-
  
-
    


Physician’s Name:





Physician’s Address:



Physician’s Telephone #:


/

-


Employee’s Signature:


Date:







= = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = = 

EMERGENCY INFORMATION (required) – Name/Address/phone number of person to contact in case of emergency:

Name:  


Relationship to Employee:




Telephone #:


/

-
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