

	Hartnell Community College District
	compensation: Pre-Designation of Personal Physician
	This is an optional form that can be used to notify your employer of your personal physician.  You may choose to use another form, as long as you notify your employer in writing, prior to being injured on the job, and provide written verification that...
	EMPLOYEE NAME:        _____________________________________________ EMPLOYEE ADDRESS: ______________________________________________________________________________

	*A Personal Physician must be willing to be pre-designated to treat you for a workers’ compensation injury.
	- - The remainder of this form is to be completed by your pre-designated physician and returned to your Employer - -
	Completed form must be returned to:  HCCD Human Resources Department
	Fax:  831.755.6937
	411 Central Avenue, Salinas, CA  93901 Tele: 831.755.6706
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	PERSONAL PHYSICIAN OR MEDICAL GROUP NAME: 
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