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IMPORTANT NOTICE

This Notice shall service to advise you of your rights and responsibilities under the Pennsylvania Workers’
Compensation Act.

lf you sustain a work-related injury requiring medical treatment, you are required to first treat with a doctor who is
on a list of six (6) providers identified below. You are required to treat with that provider for ninety (90) days from
the first visit. However, if invasive surgery is recommended by the designated physician, then you are allowed a
second opinion by a physician of your choice. If the second opinion differs from the first, you have the right to
determine which course of treatment to follow, provided that the second opinion provides a specific and detailed
course of treatment. lf you choose to follow the procedures designated in the second opinion, such procedures
shall be performed by one of the physicians or other health care providers so designated by the employer for a
period of ninety (90) days from the date of the second opinion visit. Treatment with your own medical provider in
violation of the above may result in your medical bills being unpaid for the prescribed period. Upon expiration of
the prescribed period, if you select a medical provider not on the panel below, you must notify your employer of
your choice of providers within five (5) days of the first visit or risk non-payment of those medical bills until
proper notice is given. Your employer’s approved providers are:

1. 4.

2. 5.

3. 6.

The name of your employer‘s insurance carner is:

The Hartford
P.O. Box 4771
Syracuse, NY13221
1-877-469-9222

Please sign where indicated to verify that you understand the rights and responsibility outlined in this Notice.

have read the above and understand the rights
and responsibilities explained to me therein.

Signature of Employee/Date Witness/Date
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pennsylvania . RE""E""BER‘

% DEPARTMENT oF LABOR & INDUSTRY
It Is Important to Tell Your

Employer about Your Injury
BUREAU OF WORKERS’COMPENSATION

The name, address and telephone number of your empIoyer’s workers’ compensation insurance company, third-
party administrator (TPA), or person handling workers’ compensation claims for your company, are shown below.

Employer Name:
SOLUTION EXCHANGE LLC

IF INSURED:
(Complete all applicable spaces)

Name of Insurance Company:
TWIN CITY FIRE INSURAN
CE COMPANY

Address:
8711 UNIVERSITY EAST DRIVE

CHARLOTTE
282 13
Telephone Number:

Insurer’s BureauCode: 0 07O

Date Posted: 3 \L

IFSOMEONE OTHER THAN INSURER IS HANDLING
CLAIMS:
(Complete all applicable spaces)

Name of TPA (Claims administrator):

Address:
ONE PARK PLACE, 300 S. STATE ST. ,
7TH FLOOR
SYRACUSE, NY
13202

Telephone Number: 80 0-327-363 6

IFSELF-INSURED:
(Complete all applicable spaces)

IFSOMEONE OTHER THAN SELF-INSURER IS
HANDLING CLAIMS:
(Complete all applicable spaces)

Name of person handling claims at the self-insured: Name of TPA (Claims administrator):

Address:

Telephone Number:

Self-Insured Bureau Code:

Address:

Telephone Number:

Department of Labor & lndustry | Bureau of Workers’ Compensation | 1171 S. Cameron Street, Room 103 | Harrisburg, PA 17104-2501
717.772.0621 |www.dIi.state.pa.us

Auxiliary aids and services are available upon request to individuals with disabilities.
EqualOpportunity Employer/Program
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