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SUBJECT: Welcome and Employee File 

Dear Hawk Mountain Scout Reservation Staff Member: 

Welcome to the Hawk Mountain Scout Reservation 2025 team! We are gearing up for an 
excellent season and we look forward to serving with you this summer. Please check out 
the list below for what paperwork is needed to ensure the completion of your employee file 
prior to our staff training week unless prior arrangements are made. These must be 
received prior to arrival or you risk forfeit of your employment offer. You can use this sheet 
as a checklist to ensure that you have everything ready to go. When ready to submit, we ask 
that you submit everything together. Your options for submission are listed on page 2. 

Required Items 
Required FORMS follow these instructions – fillable forms available by clicking the links 

� Contract: sign and return – these were sent by Morgan Baxter from his email 
address, morgan.baxter@scouting.org. Even if you have already sent it back, we 
would like you to review yours one more time to ensure accuracy. 

� Pennsylvania Background Checks/Clearances (three clearances needed) 
o PA Child Abuse History 
o PA State Police Criminal History 
o FBI Criminal History Clearance (fingerprinting required) 
o PA Background Check FAQs for Employees 
o The cost for all clearances is $59.95. Hawk Mountain Council will reimburse 

the cost of clearances on submission of obtained clearances and receipts. 

� FORM: W-4 Employee’s Withholding Certificate: complete all indicated sections 

� FORM: Residency PA Local EIT Certification: complete all indicated sections 

� FORM: I-9 Employment Eligibility Verification: complete and return the top half of 
the form. Please refer to the back of the I-9 form for required documents that must 
be presented. 

o Original documents must be presented and reviewed in person prior to or on 
the day you report for training. Copies will be taken and securely filed. You 
can schedule an appointment with Cole at the main office. 

https://www.pa.gov/agencies/dhs/resources/keep-kids-safe/child-abuse-clearances/pa-child-abuse-history-clearance.html
https://www.pa.gov/agencies/dhs/resources/keep-kids-safe/child-abuse-clearances/criminal-background-check.html
https://www.pa.gov/agencies/dhs/resources/keep-kids-safe/child-abuse-clearances/fbi-fingerprinting.html
https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/keepkidssafe/clearances/documents/kks-employees-faq_2024-08-23.pdf
https://www.irs.gov/pub/irs-pdf/fw4.pdf
https://dced.pa.gov/download/residency-certification-form-local-earned-income-tax-withholding-pdf/?wpdmdl=57773
https://www.uscis.gov/sites/default/files/document/forms/i-9.pdf
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� FORM: Annual Health and Medical Record: all parts (A, B, & C) required for all staff. 
Part C requires a medical professional physical. Specific professionals that qualify 
are listed on the form. Please keep the original and provide us a copy. We 
understand timing of yearly physicals so this one can be done after May 15th but 
must be done prior to reporting for training. Most doctor offices will sign forms using 
information from an appointment earlier in the year. If you do not have a primary 
care physician, please reach out and we will help you identify a place to get a 
physical. 

� FORM: Worker’s Compensation Acknowledgement: review and sign 

� FORM: Wage Payment Election and Consent: 
o This is where you decide how you will be paid this summer – your options are 

direct deposit, prepaid card, or paper check. 

� FORM: Adult Application (over 18 only): please complete and return 

� FORM: Youth Application (under 18 only): please complete and return 

� Work Permit – under 18 only or if have not yet graduated high school. 
Visit your school’s office for more information on their specific procedure. 

� REQUIRED TRAININGS – these must be obtained prior to staff training week 
o Youth Protection Training 

 To take Youth Protection training, navigate to my.Scouting.org and 
create an account if you do not have one. Once logged in, click 
Menu > My Training > Youth Protection Training. Once completed, 
please submit the training certificate to us. 

o Hazardous Weather Training 
 This training is also through my.Scouting.org. Once logged in, click 

Menu > My Training > Expanded Learning > Program Safety > scroll 
down to Hazardous Weather. You do not need to take any others in the 
Program Safety track. Once completed, please submit the training 
certificate to us. 

o Workplace Harassment Prevention for Employees 
 Click THIS LINK to navigate to a separate system. You will need to 

create an account here as well if you do not have one. 

https://filestore.scouting.org/filestore/HealthSafety/pdf/680-001_ABC.pdf?_gl=1*1ffhcbc*_gcl_au*MTUyMjU4MDAxOC4xNzQ0OTE2NjEw*_ga*MTc4OTMxMjgwLjE3MjkxOTY2MzM.*_ga_20G0JHESG4*MTc0NTMzNDk3Mi41MDMuMS4xNzQ1MzQwOTMxLjYwLjAuMA..*_ga_61ZEHCVHHS*MTc0NTMzNDk3Mi4zMjAuMS4xNzQ1MzQwOTMxLjYwLjAuMA..&_ga=2.192682410.1019232978.1745238156-178931280.1729196633
https://hmc-bsa.org/wp-content/uploads/2025/04/Form-2025-Camp-Staff-Workers-Comp-Acknowledgement-Panel-of-Providers.pdf
https://hmc-bsa.org/wp-content/uploads/2025/04/Form-Wage-Payment-Election-and-Consent.pdf
https://filestore.scouting.org/filestore/pdf/524-501.pdf
https://filestore.scouting.org/filestore/pdf/524-406.pdf
https://my.scouting.org/
https://my.scouting.org/
https://www.skillsoftcompliance.com/Academy/Commonui/login.aspx?ReturnUrl=%2facademy%2fdefault.aspx%3forgid%3d551502&orgid=551502
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Please be sure to return the required paperwork to the Hawk Mountain Council by May 15, 
2025 unless prior arrangements are made. If you have any questions, please call our office 
at 610.926.3406 or email hawk.mountain@scouting.org. 

You have three options for submission (you only need to do one): 

1. Upload your files HERE. Please name your files Last Name_What It Is 
(example: Baxter_W4) 

a. If able to combine your files into one packet, please do so. If not, that is fine – 
just please ensure the file name identifies who it is for. Please note that this 
is a secure, upload only folder so you will not be able to view your files once 
uploaded. 

2. Mail completed forms (in one packet) to 
Attn: Camp Staff Paperwork 
5027 Pottsville Pike 
Reading, PA 19605 

3. Book an appointment HERE to turn them in in person at our office (address above). If 
you do not see a time that you are available, please contact Cole directly at 
610.926.3406 or cole.mitchell@scouting.org. 

Sincerely, 

The 2025 Reservation Leadership Team 

https://boyscouts-my.sharepoint.com/:f:/g/personal/comitche_scouting_org/Ens7znrMu8FHuzBWkAiuPs8BwAIxAreZLvxyzHwoGZ1Xig
https://calendly.com/cole-hmc-scouting












Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 

USCIS A-Number 
OR 

Form I-94 Admission Number 
OR 

Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine

documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 
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LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 

Documents that Establish Both Identity 
and Employment Authorization 

OR 

LIST B 

Documents that Establish Identity 

LIST C 

Documents that Establish Employment
Authorization 

AND 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card

4. Native American tribal document
7. U.S. Coast Guard Merchant Mariner Card

5. U.S. Citizen ID Card (Form I-197)
8. Native American tribal document

6. Identification Card for Use of Resident
Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian

government authority

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section and
Section 1 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 

10. School record or report card
6. Passport from the Federated States of

Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form I-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

Receipt for a replacement of a lost,
stolen, or damaged List A document.

Form I-94 issued to a lawful
permanent resident that contains an

I-551 stamp and a photograph of the
individual.

Form I-94 with �RE� notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.
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Supplement A, 
Preparer and/or Translator Certification for Section 1 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 0 /31/202

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 
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Supplement B, 

Reverification and Rehire (formerly Section 3) 
USCIS 

Form I-9
Supplement B

OMB No. 1615-0047 
Expires 0 /31/202

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 
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WORKERS’ COMPENSATION INFORMATION 

In Pennsylvania, 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 when 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, including, without limitation, areas used for the 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 at:  

Bureau of Workers' Compensation  
1171 South Cameron Street, Room 103  
Harrisburg, Pennsylvania 17104-2501  
Telephone number within Pennsylvania (800) 482-2383  
Telephone number outside of this Commonwealth (717) 772-4447  
TTY (800) 362-4228 (for hearing and speech impaired only) www.dli.pa.gov - PA Keyword: workers 
comp. 
_____________________________________________________________________________________ 

ACKNOWLEDGMENT 

 I, ___________________________________________________________, employee of 
    (PLEASE PRINT NAME) 

 Hawk Mountain Council, BSA hereby certify that I was provided with the above statement on 
____/____/_______ (date).  

____________________________________ 
Employee Signature 



NOTICE TO EMPLOYEES

Your employer has provided for the payment of
Benefits under the Workers' Compensation Act of this State

IN CASE OF WORK-RELATED INJURY

IN THE EVENT OF AN EMERGENCY, PLEASE GO TO THE NEAREST HOSPITAL FOR TREATMENT.
If you suffer a work-related injury, your employer or its insurance company must pay for reasonable surgical and medical services and supplies, orthopedic appliances and prostheses, including
training in their use.
In order to ensure that your medical treatment will be paid for by your employer or the insurance company, you must immediately notify (advise) your supervisor of your injury , and be
treated by one of the licensed physicians or practitioners of the healing arts listed below:

DESIGNATED PHYSICIANS
(including address, telephone number, and area of medical specialty)

GSL Hospital
Hospital

Hospital: General Acute Care
100 Paramount Blvd

Orwigsburg, PA 17961
866-785-8537
Est Dist: 9.6 mi

LVPG Orthopedics and Sports Medicine - Mauch Chunk
Surgery: Orthopedic
316 Mauch Chunk St
Pottsville, PA 17901

570-621-9380
Est Dist: 10.0 mi

†MedExpress Urgent Care - St. Clair
Urgent Care Clinic

4 Clover Dr
Saint Clair, PA 17970

570-429-1012
Est Dist: 13.9 mi

Sears, Carol D., MD
UPMC Primary Care Fredericksburg

Family Practice
120 South Tan Aly Suite 1
Fredericksburg, PA 17026

717-865-6644
Est Dist: 12.7 mi

St. Lukes Care Now - Hamburg
Occupational Medicine Clinic

Urgent Care Clinic
9 Daves Way

Hamburg, PA 19526
610-628-7201

Est Dist: 12.7 mi

†Sherpa, Tshering Wangdi, MD
Myerstown Family Practice Associates PC

Family Practice
431 W Lincoln Ave

Myerstown, PA 17067
717-866-5755

Est Dist: 12.5 mi

Bethesda Physical Therapy LLC
Physical Therapy
219 N Route 183

Schuylkill Haven, PA 17972
570-691-8986, 570-739-0905

Est Dist: 5.3 mi

Patel, Tapan, MD
Eye Consultants of Pennsylvania PC

Ophthalmology
100 Schuylkill Medical Plz Ste 100

Pottsville, PA 17901
570-621-5690

Est Dist: 10.0 mi

Lehigh Valley Healthplex
Hospital

Hospital: General Acute Care
420 S Jackson St

Pottsville, PA 17901
570-621-5000, 570-621-4561, 570-621-5050

Est Dist: 10.1 mi

DARCO, Daniel J., MD
Eastern Pennsylvania Radiation Oncology
Pennsylvania Muscle Bone and Joint LLC

Surgery: Orthopedic
15 Alliance St

New Philadelphia, PA 17959
570-277-6218, 570-628-6858

Est Dist: 13.6 mi

Weaver, Brendon J., OD
Weaver Eye Care Associates

Ophthalmology
7185 Bernville Rd Ste B

Bernville, PA 19506
610-488-5315
Est Dist: 8.6 mi

John, Denny, MD
Neurology

205 E Laurel Blvd
Pottsville, PA 17901

570-624-4742
Est Dist: 10.3 mi

Chawluk, John B., MD
Neurology

700 Schuylkill Manor Rd #3
Pottsville, PA 17901

570-622-7704
Est Dist: 10.7 mi

Hawley, Ryan J., DO
Surgery: General Surgery

82 Tunnel Rd
Pottsville, PA 17901

570-622-5455
Est Dist: 11.5 mi

† = Denotes that the original provider record has been changed or a new record has been added.

You must continue to visit one of these persons listed above, if you need treatment, for ninety (90) day from the date of your first visit. If you do not, your employer may not be required to pay
these services.
After this ninety (90) day period, if you still need treatment and your employer had provided a list as set forth above, you may choose to go to another licensed physician or practitioner of the
healing arts for treatment. You must notify your employer of this action within five (5) days of your visit to the person of your choice, or your employer may not be required to pay for these
services.
Your bills will be paid for IF: your licensed physician or practitioner of the healing arts files reports as required. (These reports must be filed within ten (10) days after your first visit and at least
once a month for as long as treatment continues.)
In the event a posted panel physician recommends invasive surgery, you may seek a second opinion with a physician of your choice. If you choose to undergo the invasive surgery, you must
use a posted physician for the treatment.
If no list is provided as above, you may go to a licensed physician of practitioner of the healing arts of your choice.
If one of the persons listed above refers you to another licensed specialist, your employer or his insurer will pay the bill for these services.

REMEMBER, IT IS IMPORTANT TO TELL YOUR EMPLOYER ABOUT YOUR INJURY

Hawk Mountain Scout Reservation
402 Blue Mountain Rd

Schuylkill Haven, PA 17972

If you need medical attention, you may choose one of the providers listed here. Your Employer and its Insurance Carrier utilize the Genex Services, LLC Network. For a complete listing of providers, or to
verify whether a particular doctor is part of the network, please send an email to: GPPPanelRequests@genexservices.com. If your situation is a medical emergency requiring immediate attention, dial 911
or proceed to the nearest hospital which provides emergency services. Use of network does not confirm or verify compensability under the Workers' Compensation Act, which is determined solely by the
claims administrator.

Above is a listing of physicians and medical facilities for your use in obtaining workers' compensation medical care. The physicians and medical facilities listed above are independent contractors and are
not the agents or employees of Genex Services, LLC. The physician and medical facility information is intended to assist in directing the medical care of employees with workers compensation claims
where allowed by state law. The information contained herein is subject to change without notice and Genex does not warrant the accuracy of the information or the quality of medical care.

GPPPanelRequests@genexservices.com


ADVIERTA A EMPLEADOS

Su empleador ha proporcionado para el pago de
Beneficios bajo el Acto de la Compensación de Trabajadores de este Estado

EN CASO DE HERIDA de TRABAJO-RELACIONO

EN CASO DE UNA EMERGENCIA, VA POR FAVOR AL MAS CERCANO HOSPITAL PARA EL TRATAMIENTO.
Si usted sufre una herida trabajo-relacionado, su empleador o su compañía de seguros deben pagar por servicios y suministros razonables quirúrgicos y médicos, aparatos y prótesis
ortopédicos, inclusive la instrucción en su uso.
Asegurar que su tratamiento médico será pagó por su empleador o la compañía de seguros, usted debe notificar inmediatamente (aconseja) su supervisor de su herida , y es tratado por
uno de los médicos o facultativos licenciados de las artes curativas listó abajo:

MEDICOS DESIGNADOS
(inclusive la dirección, el número de teléfono, y el área de la especialidad médica)

GSL Hospital
Hospital

Hospital: General Acute Care
100 Paramount Blvd

Orwigsburg, PA 17961
866-785-8537
Est Dist: 9.6 mi

LVPG Orthopedics and Sports Medicine - Mauch Chunk
Surgery: Orthopedic
316 Mauch Chunk St
Pottsville, PA 17901

570-621-9380
Est Dist: 10.0 mi

†MedExpress Urgent Care - St. Clair
Urgent Care Clinic

4 Clover Dr
Saint Clair, PA 17970

570-429-1012
Est Dist: 13.9 mi

Sears, Carol D., MD
UPMC Primary Care Fredericksburg

Family Practice
120 South Tan Aly Suite 1
Fredericksburg, PA 17026

717-865-6644
Est Dist: 12.7 mi

St. Lukes Care Now - Hamburg
Occupational Medicine Clinic

Urgent Care Clinic
9 Daves Way

Hamburg, PA 19526
610-628-7201

Est Dist: 12.7 mi

†Sherpa, Tshering Wangdi, MD
Myerstown Family Practice Associates PC

Family Practice
431 W Lincoln Ave

Myerstown, PA 17067
717-866-5755

Est Dist: 12.5 mi

Bethesda Physical Therapy LLC
Physical Therapy
219 N Route 183

Schuylkill Haven, PA 17972
570-691-8986, 570-739-0905

Est Dist: 5.3 mi

Patel, Tapan, MD
Eye Consultants of Pennsylvania PC

Ophthalmology
100 Schuylkill Medical Plz Ste 100

Pottsville, PA 17901
570-621-5690

Est Dist: 10.0 mi

Lehigh Valley Healthplex
Hospital

Hospital: General Acute Care
420 S Jackson St

Pottsville, PA 17901
570-621-5000, 570-621-4561, 570-621-5050

Est Dist: 10.1 mi

DARCO, Daniel J., MD
Eastern Pennsylvania Radiation Oncology
Pennsylvania Muscle Bone and Joint LLC

Surgery: Orthopedic
15 Alliance St

New Philadelphia, PA 17959
570-277-6218, 570-628-6858

Est Dist: 13.6 mi

Weaver, Brendon J., OD
Weaver Eye Care Associates

Ophthalmology
7185 Bernville Rd Ste B

Bernville, PA 19506
610-488-5315
Est Dist: 8.6 mi

John, Denny, MD
Neurology

205 E Laurel Blvd
Pottsville, PA 17901

570-624-4742
Est Dist: 10.3 mi

Chawluk, John B., MD
Neurology

700 Schuylkill Manor Rd #3
Pottsville, PA 17901

570-622-7704
Est Dist: 10.7 mi

Hawley, Ryan J., DO
Surgery: General Surgery

82 Tunnel Rd
Pottsville, PA 17901

570-622-5455
Est Dist: 11.5 mi

Usted debe continuar visitar uno de estas personas listó arriba, si usted necesita el tratamiento, por noventa (90) día de la fecha de su primera visita. Si usted hace no, su empleador no puede
ser requerido a pagar estos servicios.
Después de este noventa (90) período de día, si usted necesita todavía el tratamiento y su empleador había proporcionado una lista como conjunto adelante arriba, usted puede escoger ir a
otro médico o el facultativo licenciados de la artes curativa para el tratamiento. Usted debe notificar a su empleador de esta acción dentro de cinco (5) días de su visita a la persona de su
elección, o de su empleador no puede ser requerido a pagar por estos servicios.
Sus cuentas serán pagó SI: su médico o el facultativo licenciados de los informes curativos de archivos de artes requirieron como. (Estos informes se deben archivar dentro de diez (10) días
después que su primera visita y por lo menos una vez al mes mientras el tratamiento continúa.)
En caso un médico anunciado de entrepaño recomienda la cirugía invasiva, usted puede buscar una segunda opinión con un médico de su elección. Si usted escoge experimentar la cirugía
invasiva, usted debe utilizar a un médico anunciado para el tratamiento.
Si ninguna lista se proporciona como arriba, usted puede ir a un médico licenciado de facultativo de la artes curativa de su elección.
Si uno de las personas listó encima de le se refiere a otro especialista licenciado, su empleador o su asegurador pagarán la cuenta para estos servicios.

RECUERDE, ES IMPORTANTE DECIR A SU EMPLEADOR ACERCA DE SU HERIDA

Hawk Mountain Scout Reservation
402 Blue Mountain Rd

Schuylkill Haven, PA 17972

Si usted necesita atención médica, usted puede escoger uno de los proveedores en esta lista. Su Empleador y el Portador de Seguros utilizan la cadena de Proveedores médicos Genex Services, LLC.
Para una lista completa de proveedores o para verificar si un médico particular forma parte de la cadena, envíe por favor un correo electrónico a: GPPPanelRequests@genexservices.com. Si su
situación es emergencia médica que requiere la atención inmediata, llame al 911 o diríjase al hospital más cercano que proporcione servicios de emergencia. El uso de la cadena de Proveedores no
confirma ni verifica la compensabilidad bajo el Artículo de Compensación al Trabajador, esto es determinado únicamente por el administrador de reclamos.

Esta lista de médicos y facilidades médicas es para obtener tratamiento medico relacionado con su lesión en el trabajo. Los médicos y las clínicas médicas en esta lista son contratistas independientes y
no son agentes ni empleados de Genex Services, LLC. La información de los médicos y clínicas en esta lista es para asistir en el cuidado médico de empleados con reclamos de Compensación al
Trabajador, donde sea permitido por la ley del estado. La información contenida aquí es sujeto ha cambiar sin aviso previo y Genex no garantiza la certeza ni garantiza la calidad del servicio médico.

GPPPanelRequests@genexservices.com


You have the RIGHT to receive reasonable and necessary medical
treatment for your work injury or occupational illness. Your
employer must pay for the treatment, as long as the treatment is by
one of the listed providers.
You have the RIGHT to choose which of the listed providers will
treat you for your work injury or illness.
You have the RIGHT to switch among any of the listed providers
when you receive treatment; and if a listed provider refers you to a
provider not on your employer's list, you have the RIGHT to receive
treatment from the referral provider.
You have the RIGHT to receive emergency medical treatment from
any provider. However, non-emergency treatment must be given by
a listed provider.

If a listed provider prescribes surgery for you, you have the RIGHT
to receive a second opinion from any provider of your choice. If that
opinion is different from the opinion of the listed provider, you have
the RIGHT to choose which course of treatment to follow. If you
choose the treatment prescribed in the second opinion, you must
receive the treatment from a listed provider for a period of 90 days
after the date of your visit to the provider of the second opinion.
You have the DUTY to visit one or more of the listed providers for
the first 90 days of treatment for your work injury or illness if you
expect your employer to pay for the medical treatment you receive.
If you seek treatment for your work injury or illness from a provider
who is not on the list, your employer may not have to pay for this
medical treatment during this 90-day period. Therefore, you should
talk to your employer before seeking treatment from a provider who
is not on the list.

You have the RIGHT to receive treatment from any physician or
other health care provider of your choice, whether or not they are
listed by your employer. Your employer must pay for this treatment,
as long as it is reasonable and necessary for your work injury or
occupational illness and has been properly documented by the
physician or other health care provider.

You have the DUTY to notify your employer if you receive
treatment from a physician or other health care provider who is not
listed by your employer. You must notify your employer within five
days of the first visit to any provider who is not on your employer's
list. The employer may not be required to pay for treatment
received until you have given this notice.

NOTICE: MEDICAL TREATMENT FOR YOUR WORK INJURY OR OCCUPATIONAL ILLNESS
Your employer has selected a list of 6 or more physicians and other health care providers who are available to treat your work-related injuries and illnesses 
during the first 90 days of treatment. This list is posted at Staff Lounge Bulletin Board for you to view. Also, you may get a copy of this list from Morgan 
Baxter or Cole Mitchell.

If you are injured at work or suffer an occupational illness, you have certain legal RIGHTS and DUTIES under section 306(f.1)(1)(i) of the Workers' 
Compensation Act regarding your medical treatment. These rights and duties are summarized below.

MEDICAL TREATMENT: DURING THE FIRST 90 DAYS

IMPORTANT: The requirements your employer must meet to have a valid list of at least 6 providers are shown on the reverse of this form. If the list does not
meet these requirements, it is not a valid list, and you have the right to seek medical treatment for your work injury or occupational illness from any health
care provider of your choice.

MEDICAL TREATMENT: AFTER THE FIRST 90 DAYS

Your signature on this form indicates that you have been informed of and you understand these rights and duties. If you have questions, be sure you have
your rights and duties explained to you before signing this form.

I HAVE BEEN INFORMED OF MY MEDICAL TREATMENT RIGHTS AND DUTIES WITH REGARD TO WORK-RELATED INJURIES AND OCCUPATIONAL
ILLNESSES. THIS NOTICE WAS PRESENTED TO ME AT (check one):

 TIME OF HIRE  WHEN I WAS INJURED  OTHER

EMPLOYEE: DATE:

EMPLOYEE REPRESENTATIVE: DATE:

X

(sign here)



 

REQUIREMENTS FOR EMPLOYER'S LIST OF
HEALTH CARE PROVIDERS

1. There must be at least 6 health care providers on the list, but
there may be more than 6 listed.

2. At least 3 of the health care providers on the list must be
physicians.

3. No more than 4 of the health care providers on the list may be
coordinated care organizations (CCOs).

4. The names, address, phone numbers and areas of medical
specialties of all health care providers must be included on the
list.

5. The health care providers on the list must be geographically
accessible and must have specialties that are appropriate based
on the anticipated work-related medical problems of the
employees.

6. Your employer must specify on the list if any of the health care
providers on the list are employed, owned or controlled by your
employer or its workers' compensation insurance company.

NOTE: Your employer's list of health care providers must
meet all of the above requirements. If the list does not meet
all of these requirements, you do not have to choose a
provider from the list. Instead, you have the right to seek
medical treatment with any health care provider of your
choice.

BUREAU OF WORKERS' COMPENSATION
HELPLINE INFORMATION CENTER

1-800-482-2383 (long-distance calls inside PA)
(717) 772-4447 (long-distance calls outside PA)



RIGHTS AND DUTIES FORM - SIDE 1
NOTIFICATION TO EMPLOYEES OF THEIR RIGHTS AND DUTIES UNDER SECTION 306

(f.1)(1)(i) OF THE PA. WORKERS’ COMPENSATION ACT
The Pennsylvania Workers’ Compensation Act requires that employees be given written notification of their rights and
duties under Sec. 306 (f.1)(1)(i) of the Act if a list of designated health care providers is established by the employer.
Below are your rights and duties under Sec. 306 (f.1)(1)(i) and an acknowledgment signature line. This
acknowledgment, signed by you, is to be returned to your employer.

A brief summary: You have the right to seek emergency medical treatment from any provider; for post-emergency and
other injuries, you must obtain treatment for work-related injuries and illnesses from a designated health care provider
for 90 days. The penalty for not using a designated health care provider is that your employer is not liable for the
medical bills incurred.

As an employee of the Commonwealth working at a location where a list of designated health care providers has been
established and posted, you have:

The duty to obtain treatment for work-related injuries and illnesses from one or more of the designated health
care providers for 90 days from the date of the first visit to a designated provider.
The right to seek emergency medical treatment from any provider, but subsequent non-emergency treatment
shall be by a designated provider for the remainder of the 90-day period.
The right to have all reasonable medical supplies and treatment related to the injury paid for by your employer as
long as treatment is obtained from a designated provider during the 90-day period.
The right, during this 90-day period, to switch from one designated health care provider to another designated
provider.
The right to seek treatment from a provider if you are referred to that provider by a designated provider.
The right to an additional opinion from a provider of your choice when invasive surgery is prescribed by the
designated provider.
The right to seek treatment or medical consultation from a non designated provider during the 90-day period, but
the services shall be at your expense for the applicable 90 days.
The right to seek treatment from any health care provider after the 90-day period has ended.
The duty to notify your employer of treatment by a non designated provider (after the 90 day period)
within 5 days of the first visit to that provider. The employer may not be required to pay for treatment
rendered by a non designated provider prior to receiving this notification.

I acknowledge that I have been informed of my rights and duties under Sec. 306 (f.1)(1)(i) and that I understand them
to the extent that they are explained above.

Print Name Employee Signature Date

See reverse for a complete text of Section 306 (f.1)(1)(i)
If you have any questions, ask your human resources office representative or call

The Bureau of Workers’ Compensation at 1-800-482-2383



RIGHTS AND DUTIES FORM - SIDE 2
PENNSYLVANIA WORKERS’ COMPENSATION ACT SECTION 306 (f.1)(1)(i)

The employer shall provide payment in accordance with this section for reasonable surgical and medical services,
services rendered by physicians or other health care providers, including an additional opinion when invasive surgery
may be necessary, medicines and supplies, as and when needed. Provided an employer establishes a list of at least
six designated health care providers, no more than four of whom may be a coordinated care organization and no fewer
than three of whom shall be physicians, the employee shall be required to visit one of the physicians or other health
care providers so designated and shall continue to visit the same or another designated physician or health care
provider for a period of ninety (90) days from the date of the first visit: provided, however, that the employer shall not
include on the list a physician or other health care provider who is employed, owned or controlled by the employer or
the employer’s insurer unless employment, ownership or control is disclosed on the list. Should invasive surgery for an
employee be prescribed by a physician or other health care provider so designated by the employer, the employee
shall be permitted to receive an additional opinion from any health care provider of the employee’s own choice. If the
additional opinion differs from the opinion provided by the physician or health care provider so designated by the
employer, the employee shall determine which course of treatment to follow: provided, that the second opinion
provides a specific and detailed course of treatment. If the employee chooses 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 visit to the physician or other health
care provider of the employee’s own choice. Should the employee not comply with the foregoing, the employer will be
relieved from liability for the payment for the services rendered during such applicable period. It shall be the duty of the
employer to provide a clearly written notification of the employee’s rights and duties under this section to the
employee. The employer shall further ensure that the employee has been informed and that he understands these
rights and duties. This duty shall be evidenced only by the employee’s written acknowledgment of having been
informed and having understood his rights and duties. Any failure of the employer to provide and evidence such
notification shall relieve the employee from any notification duty owed, notwithstanding any provision of this act to the
contrary, and the employer shall remain liable for all rendered treatment. Subsequent treatment may be provided by
any health care provider of the employee’s own choice. Any employee who, next following termination of the
applicable period, is provided treatment from a nondesignated health care provider shall notify the employer within five
(5) days of the first visit to said health care provider. Failure to so notify the employer will relieve the employer from
liability for the payment for the services rendered prior to appropriate notice if such services are determined pursuant
to paragraph (6) to have been unreasonable or unnecessary.
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