
Employee Acknowledgment of Workers’ Compensation Network

I have received information that informs me how to get health care under my employer’s workers’ 
compensation insurance.

Knowingly making a false workers’ compensation claim may lead to a criminal investigation that could 

_____________________________    ____________      ___________________________
Signature               Date                    Printed name

                Street address

               ___________________________________________________________

• I must choose a treating doctor from the list of doctors in the network. Or, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. If I select my HMO 

• I must go to my treating doctor for all health care for my injury. If I need a specialist, my 
treating doctor will refer me to a specialist. If I need emergency care, I may go anywhere.

• Texas Mutual will pay the treating doctor and other network providers for the treatment for 
my compensable injury.

• I may have to pay the bill if I get health care from someone other than a network doctor 
without prior network approval.

To the employer: 

Each employee must sign this form when you begin the program or within 3 days of being hired, 
and at the time an injury occurs. Please indicate at which point this acknowledgement   
was completed. 
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