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Workpartners Claims Management Services  PO Box 2971  Pittsburgh  PA 15230

WORKERS' COMPENSATION INFORMATION

To All Employees:

The workers' compensation law provides wage loss and medical benefits to employees who cannot 
work, or who need medical care, because of a work-related injury.

Benefits are required to be paid by your employer if self-insured, or through insurance provided by 
your employer. Your employer is required to post the name of the company responsible for paying 
workers' compensation benefits at its primary place of business and at its sites of employment in a 
prominent and easily accessible place. It is also required to be posted in any areas used for 
treatment of injured employees or for the administration of first aid.

You should report immediately any injury or work-related illness to your employer. Your benefits 
could be delayed or denied if you do not notify your employer immediately.

If your claim is denied by your employer, you have the right to request a hearing before a 
Workers' Compensation Judge.

The Bureau of Workers' Compensation cannot provide legal advice. However, you may contact the
Bureau of Workers' Compensation for additional general information:

Bureau of Workers' Compensation
1171 South Cameron Street, Room 103
Harrisburg, Pennsylvania 17104-2501
Telephone No. within Pennsylvania: 1-800-482-2383
Telephone No. outside of this Commonwealth: 717-772-4447
TTY: 1-800-362-4228 (for hearing and speech impaired only)
www. state. pa. us, PA keyword: workers' comp

For a complete list of panel physicians, please contact your employer. Please call 1-800-633-
1197 with any additional questions.

I, , employee of , 
  (employer)

certify that I have been provided with, read, and understood the information set forth above 
consistent with the requirements of the Pennsylvania Workers' Compensation Act.

Date: 

Fax this form to Workpartners (412-454-8717) if it is being completed as a result of a work 
injury; then place the original in the employee file. If this form is being completed for any 
reason other than in conjunction with an injury please do not fax to Workpartners, only 
place in the employee file.

http://www.state.pa.us/
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EMPLOYEE'S ACKNOWLEDGEMENT FORM UNDER
SECTION 306(f)(1)(i) OF THE PENNSYLVANIA WORKER'S COMPENSATION ACT

I recognize and agree that my employer has provided a list of at least six (6) designated health care 
providers, no more than two (2) of whom are coordinated care organizations and no fewer than 
three (3) of whom are physicians. Therefore, I acknowledge that I must treat with one of these 
health care providers for ninety (90) days from the date of my first visit. If I fail to treat with one of 
these designated health care providers, I understand that my employer will not be liable for the 
payment for services rendered during this ninety (90) day period. Subsequent treatment may be 
provided by any health care provider of my choice. However, I must advise my employer within five 
(5) days of my first visit to each and every non-designated health care provider. Failure to do so
may affect whether my employer is liable for payment for services rendered prior to appropriate
notice.

My employer has informed me of my rights and duties, and my signature acknowledges that I have 
been so informed and that I understand my rights and duties.

Employee' s Signature Date

Employee' s Name (Print) Employee Number

Employer Department

Witness' Signature Date

Fax this form to Workpartners (412-454-8717) if it is being completed as a result of a work 
injury; then place the original in the employee file. If this form is being completed for any 
reason other than in conjunction with an injury please do not fax to Workpartners, only place 
in the employee file.



Report of Injury 

Employer’s Name and Address Date 

City, State, ZIP, County Emp. Phone 

Injured Worker’s Last Name, First Name, Middle Initial Recur/New Injury Date 

Home Street Address Home Phone No. 

City, State, ZIP, County Marital Status Time Work Began 
□ a.m. □ p.m.

Email Address 

Social Security Number Date of Birth Date of Hire 

Occupation 

□ Full-time

□ Part-time

If Part-Time, Days Worked 

□ Mon □ Tues  □ Wed  □ Thur  □ Fri  □ Sat □ Sun

Name of Other Employer 

Hourly Rate Supervisor Supervisor Number 

Date of Incident Time □ a.m. □ p.m. Date Reported Time □ a.m. □ p.m.

Did incident occur on employer’s premises? □ Yes  □ No Where: 

Performing regular job at the time of incident? □ Yes □ No

Losing time? □ Yes  □ No  Last day worked:

Description of incident (who, what, when, where, how, and why): 

List of body parts injured: 

Prior injuries and with what employer: 

Treatment sought and with whom: 

Name and phone number of witnesses: 

Remarks: 

Reported by: Date: Time: 

Fraud Statement: Any person who knowingly and with intent to defraud any insurance company, or files an application for insurance 
or statement of claim containing any material, false information, or conceals for the purpose of misleading information concerning 
any fact material thereto, commits a fraudulent act, which is a crime and subjects the person to criminal and civil penalties. 

U.S. Steel Tower, 600 Grant Street, 8th Floor, Pittsburgh, PA 15219 •workpartners.com 

Copyright 2017 WorkPartners. All rights reserved. 
UPMCHP WC COMM IMJURY RPRT 17WP2017 (MJA) 10/9/17 PDF 



WORKERS’ COMPENSATION AUTHORIZATION  
FOR RELEASE OF PROTECTED HEALTH INFORMATION 

Employee’s Full Name Claim Number 

Address Date of Birth 

City, State Zip Code Telephone Number 

Employer 

I hereby authorize the release of my protected health information (PHI) or other information relevant or 
potentially related to the injury or condition indicated below to WorkPartners, on behalf of UPMC 
Benefit Management Services, Inc. or UPMC Health Benefits, Inc., as applicable, its successors, or any of 
its authorized representatives (including attorneys working on its behalf) by all applicable medical 
practitioners, hospitals, other medical or medically related facilities, pharmacies, claims administrators, 
and insurers, including, but not limited to, those who administer Group Health, Short-Term Disability, 
Long-Term Disability, Workers’ Compensation, Health and Wellness, Family Medical Leave, Disease 
Management, and rights under the Americans with Disabilities Act pursuant to my application for 
Workers’ Compensation benefits.  

Description of Injury or Condition: ________________________________________________________ 

Date of Injury or Condition: _____________________ 

Such disclosure may contain PHI or other information related to my Workers’ Compensation medical 
condition or other condition(s) noted above, including, but not limited to, medical records, patient files, 
diagnosis, prognosis, progress notes, diagnostic and laboratory tests, treatment plan, prescriptions, 
wages, or earnings, provided all requests for this information are in writing.  

I understand information received pursuant to this authorization may be used by WorkPartners for the 
investigation and determination of any applicable Workers’ Compensation benefits to which I may be 
entitled. I understand that payment for treatment and benefits may be conditioned upon this 
authorization; I also understand that my healthcare provider will not condition my treatment based on 
this authorization. I understand this authorization is valid for the duration of my claim for Workers’ 
Compensation, provided that such duration shall not exceed two years from the date of the signature on 
the following page. 

I understand that WorkPartners may be required to disclose any and all facts related to my injury, 
illness, or disability to my employer-contracted benefit administrators or insurers (including health 
benefits provider(s); claims processors; case, disease, or health management companies, and insurers) 
to determine eligibility for health or disease management programs and for administration and 
operations of employer benefit plans (including but not limited to Short-Term Disability, Long-Term 
Disability, Workers’ Compensation, coordination of care and quality assurance, health improvement, 
and utilization review programs).  

I certify that all of the information that I have provided is, to the best of my knowledge, true, correct, 
and complete. 



IMPORTANT INFORMATION ABOUT YOUR RIGHTS 
• I have a right to receive a copy of this authorization.
• I may revoke this authorization at any time before its expiration date by notifying WorkPartners in writing (see

#2 on the next page), but the revocation will not have any effect on any actions taken before the revocation was
received by WorkPartners.

• I understand that any of my PHI received by WorkPartners may be released to others in accordance with the
terms of this authorization. Re-disclosure of my PHI by WorkPartners or any other party is not protected by the
Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Please return this completed and signed form by fax to 412-454-8717 or by mail to WorkPartners, PO Box 2971 
Pittsburgh, PA 15230.  

1. Type of records to be released (check all that apply):
 Inpatient  Emergency department
 Outpatient  Physician/Office
 Diagnostic testing  Physical therapy
 Other: ____________________________________________________________________

Unless you check the box(es) immediately below, no information about alcohol/substance abuse, HIV/AIDS or 
behavioral health will be disclosed: 

 YES, disclose information related to alcohol/substance abuse
 YES, disclose Information Related To HIV/AIDS
 YES, disclose Behavioral Health Information

2. I may revoke this authorization by notifying:

UPMC Insurance Services Division
Attn: Chief Privacy Officer
600 Grant Street
Pittsburgh, PA 15219
HealthPlanCPO@upmc.edu

THIS FORM MUST BE FULLY COMPLETED BEFORE SIGNING. 

Signature of Employee Date of Employee’s Signature Employee’s Date of Birth or Claim 
Number 

OR, if applicable – 

Signature of Parent, Legal Guardian 
or Authorized Representative 

Date of Parent, Legal Guardian or 
Authorized Representative’s 
Signature 

Description of Authority to Act for 
the Employee (i.e., Parent, Legal 
Guardian or Authorized 
Representative) 

A copy of this completed, signed and dated form must be given to the member or other signator. 

Official Use Only 

Received Processed By Log # 



Provider Information: please use additional sheets of paper as needed

Primary Care Physician Name: _________________________________________________________ 

Address:   _________________________________________________________ 

_________________________________________________________ 

Telephone Number:   _________________________________________________________ 

Treating Provider Name: _________________________________________________________ 

Address: _________________________________________________________ 

_________________________________________________________ 

Telephone Number: _________________________________________________________ 

Treating Provider Name: _________________________________________________________ 

Address: _________________________________________________________ 

_________________________________________________________ 

Telephone Number: _________________________________________________________ 

Diagnostic Testing Provider: _________________________________________________________ 

Address: _________________________________________________________ 

_________________________________________________________ 

Telephone Number: _________________________________________________________ 

Patient Name (print): _________________________________________________________ 

Patient Signature:  _________________________________________________________ 

Date of Signature:  _________________________________________________________ 



© 2025 MyMatrixx Healthcare Services, Inc. |
An Evernorth Company. All Rights Reserved. 

Pennsylvania - Commercial

To the Injured Worker:
On your first visit, please give this form to any
pharmacy listed on the back side to speed pro-
cessing of your approved work-related injury 
prescriptions (based on the guidelines established 
by your employer).

Questions or need assistance locating a partici-
pating retail network pharmacy? Call the 
MyMatrixx Patient Care Contact Center at 
800.945.5951.

Atencion Trabajador Lesionado:
En su primera visita, entregue este formulario a 
cualquier farmacia que se encuentre en el reverso 
del boleto para acelerar el procesamiento de sus 
recetas aprobadas para lesiones relacionadas con 
el trabajo (según las reglas establecidas por su 
empleador). 

¿Tiene preguntas o necesita ayuda para localizar 
una farmacia participante? Llame al centro de 
contacto para pacientes de MyMatrixx al 
800.945.5951.

Employee Information

_____________________________________________
Full Name

_____________________________________________
Street Address or PO Box

_____________________________________________
City                                    State               ZIP 

_______________________ 
Date of Birth

____________________________________________ 
Employer Name

ID#: _____________________________________
Your SSN is your temporary ID.

RxBIN#: 003858
PCN: WC

RxGroup #: KYHA
Date of Injury: ________________________

  MM/DD/YYYY

Temporary Prescription Card

  To the Pharmacist:
MyMatrixx administers this W Compensa-
tion prescription program. Please follow the 
steps below to submit a claim. Standard first fill 
shall not exceed a 14-day supply or a cost of 
$150. This form is valid for up to 30 days from 
date of injury (DOI). Limitations may vary. 

For assistance, please call MyMatrixx at 
888.786.9640.

Processing Steps:

1. Enter RxBin 003858
2. Enter PCN WC
3. Enter Rx Group Number KYHA
4. Enter 9-digit member ID (Patient SSN)
5. Enter Date of Injury 

Visit www.MyMatrixx.com to locate a participating pharmacy near you!
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Participating Pharmacy List

AHF PHARMACY
AHOLD CORPORATION
ALBERTSONS
ALIGNRX LLC
AMERITA INC
AURORA PHARMACY INC
BIG Y FOODS INC
BI-LO HOLDINGS LLC
BROOKS/MAXI DRUG
BROOKSHIRE BROTHERS LTD
BROOKSHIRE GROCERY CO
CARDINAL HEALTH
CHEN NEIGHBORHOOD MEDI-
CAL CENT
COBORN'S INC.
COSTCO WHOLESALE, INC
CVS CORP
DEDICATED US HOLDINGS LLC
DISCOUNT DRUG MART
ECKERD
EPIC PHARMACY NETWORK
ESSENTIA HEALTH
EXPRESS RX
FAIRVIEW PHARMACY SVCS 
FAMILY FARE, LLC

FOOD LION PHARMACY
FRUTH PHARMACY
GENOA HEALTHCARE LLC
GIANT EAGLE PHARMACY
GUARDIAN PHARMACY LLC
HAC INC
HANNAFORD BROS. CO.
HARPS FOOD STORES INC
HARTIG DRUG
HEALTH MART ATLAS LLC
H-E-B LP
HENRY FORD HEALTH SYSTEM
HOMETOWN PHARMCY INC
HY-VEE FOOD STORES INC
INGLES MARKETS
INSTYMEDS CORP
KPH HEALTHCARE SERVICES
KROGER
KS PHARM LLC
K-VA-T FOOD STORES INC
LEWIS DRUGS INC
LONGS DRUG STORE
MARC GLASSMAN INC
MEDICAP PHARMACY, INC.
MEDICINE SHOPPE
MEIJER PHARMACY

MERCY PHARMACY SERVICES 
NCS HEALTHCARE
NEIGHBORCARE PHARMACY 
OSBORN DRUGS INC
PATIENT FIRST
PHARMEDQUEST PHARMACY 
PHARMERICA, INC
PMR US HOLDINGS
PRESBYTERIAN MEDICAL 
PRESCRIBEIT RX
PRICE CHOPPER PHARMACY
PUBLIX SUPER MARKETS, INC
RALEY'S
RECEPT PHARMACY LP
RITE AID CORPORATION
SAFEWAY, INC.
SAM'S CLUB
SUPERVALU PHARMACIES, INC.
TARGET
THRIFTY WHITE STORES
TOPS MARKETS LLC
UNITED SUPERMARKETS INC
WALGREENS
WAL-MART
WEGMANS FOOD MARKETS, 
WEIS MARKETS INC

Visit www.MyMatrixx.com to locate a participating pharmacy near you!



•	 Report of Injury: This form captures the data needed 
when reporting a claim. If not reporting a claim through 
our online portal, attach the form via email. The injured 
employee’s supervisor or manager should complete this 
form thoroughly (including when reporting online), with 
the injury description and work location. A comments 
section is available to convey additional information. 

•	 Panel with Employee’s Rights and Duties: Provide 
the Panel and Employee’s Rights and Duties 
(Workers’ Compensation Information and Employee’s 
Acknowledgement forms) together to an employee 
anytime a change is made to the panel, at time of hire, 
and at the time of an injury. By signing the Employee’s 
Rights and Duties, the employee acknowledges they 
have been made aware of their rights and duties, the 
provider panel, and must seek treatment for the work 
injury or illness with one of the designated providers on 
the panel for 90 days from the date of the first visit.   

•	 Medical Authorization: Provide this document to the 
injured employee at the time of the injury. 

•	 Pharmacy First Fill Form—Participating Pharmacies: 
Provide this to the injured employee at the time 
of injury. They can present it to the pharmacy at 
the time they are having their first prescription 
filled. The pharmacy will direct bill Workpartners 
for the prescription. The injured employee will then 
receive a prescription card in the mail to use for                        
future prescriptions.  

•	 Privacy Notice: Available on Workpartners         
website: workpartners.com

Copyright 2025 Workpartners. All rights reserved.
PA CLAIMS REPORTING FORM 24WP4779251 (AS) 3/5/25 PDF

Claim Reporting for                       
Pennsylvania Employers
The forms below must be provided and reviewed with the employee at time of injury and claim submission. It is important to re-
view and complete all forms (including the employee’s right and duties) and return the employee’s signed documents to Work-
partners to properly set up a claim and avoid any potential risk to the employee or employer during the life of a claim.

Claim Reporting Methods 

Online Portal:                              
wc.workpartners.com/upmc    
Email: 
commercialwcclaims@upmc.edu  
Phone: 1-800-633-1197 
Address: 
Workpartners 
PO Box 2971 
Pittsburgh, PA 15230  

Depending on the access level, 
the Workpartners online portal 
allows policyholders to view 
their policy dashboard, claims, 
and reports and have access to 
state-specific forms and a library 
of claims and safety resources, 
including educational posters 
and user guides.
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