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Your Workers’ Compensation 
Benefits - California 
This form should be given to all newly hired employees in the State of California. 
 
Any person who makes or causes to be made any knowingly false or fraudulent material 
statement or material representation for the purpose of obtaining or denying workers' 
compensation benefits or payments is guilty of a felony. 
 
You may be entitled to workers' compensation benefits if you are injured or become ill because of 
your job, or are a victim of a workplace crime. Workers' compensation covers most work-related 
physical or mental injuries and illnesses. An injury or illness can be caused by one event (such as 
hurting your back in a fall) or by repeated exposures (such as hurting your wrist from doing the 
same motion over and over).  
 
Workers' compensation benefits include: 
 
Medical Care: Doctor visits, hospital services, physical therapy, lab tests, x-rays, and medicines 
that are reasonably necessary to treat your injury. You should never see a bill.  Physical therapy, 
occupational therapy and chiropractic visits are limited to 24 each. 
 
Temporary Disability Benefits:  Payments if you lose wages while recovering.  For most injuries 
after April 18, 2004, temporary disability benefits are limited to two years.  Filing a timely 
Employment Development Department claim may result in additional state disability benefits 
when TTD benefits are terminated, delayed or denied. 
 
Permanent Disability Benefits: Payments if your injury causes a permanent disability.  Once 
your injury stabilizes, you treating physician may find permanent disability, depending upon your 
level of recovery. The amount of permanent disability found by your doctor will be rated by your 
claims administrator according to your age, occupation, and diminished future earning capacity in 
order to determine the percentage and corresponding dollar amount of permanent disability due.  
These amounts are set by state law.  You have the right to obtain a state disability rating or 
appeal a rating.  Contact your claims administrator for more information.  
 
Supplemental Job Displacement Vouchers: If your injury occurs on or after January 1, 2004, 
you may receive a supplemental job displacement voucher if your injury results in permanent 
disability and your employer is unable to accommodate your new restrictions.  The voucher is for 
education-related costs and the amount is dependent upon your level of permanent disability, 
payable per a state approved schedule.  If your injury occurred prior to January 1, 2004, you may 
be eligible for vocational rehabilitation benefits.  If you qualify, you may be entitled for training, 
educational, and placement costs, as well as counselor fees and vocational rehabilitation 
maintenance allowance to help offset your wage loss.  
 
Death Benefits: Paid to dependents of a worker who dies from a work-related injury or illness. 
 
Temporary disability, permanent disability, vocational rehabilitation maintenance allowance, and 
death benefits are all payable at a rate based on 2/3 of your average weekly wage, and subject to 
state minimum and maximum amounts in effect on your date of injury.  These benefits are paid 
every two weeks while you are eligible.   
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If You Get Hurt: 
 
Get Medical Care. If you need first aid, contact your employer. If you need emergency care, call 
for help immediately.    
 
Report Your Injury. Report the injury immediately to your supervisor.  Don't delay. There are 
time limits. If you wait too long, you may lose your right to benefits. Your employer is required to 
provide you a claim form within one working day after learning about your injury, and must also 
authorize treatment within one working day after you have returned a signed and completed copy 
of the form.  The statute of limitations for filing a workers’ compensation claim is one year from 
the date of injury or, if resulting from repeated exposures, one year from when you realized or 
should have realized that your job caused it. 
 
See Your Treating Physician. Your primary treating physician is the doctor with overall 
responsibility for treating your injury or illness.  He or she is charged with maintaining the 
continuity of your care, as well as initiating referrals to specialists.  If your employer has an 
approved Medical Provider Network (MPN) or Health Care Organization (HCO), they may be able 
to limit your choices of treating physicians and retain medical control.  (See your employer for 
more information on your MPN or HCO.)  Otherwise, your employer has the right to select the 
physician who will treat you for the first 30 days.  If your employer does not have an approved 
MPN or HCO and you wish to change doctors in the first 30 days after reporting your claim, your 
claims administrator must select a new physician within five days of your request. 
 
If you named your personal physician before your injury, you may see him or her for treatment.  
Your personal physician must be a general practitioner or a board-certified or board-eligible 
internist, pediatrician, obstetrician-gynecologist, family practitioner, or multi-specialty medical 
group of doctors of medicine or osteopathy, and must have treated you and maintained your 
medical history and records before your work injury and must also agree to treat you for a work-
related injury or illness.  If your employer does not have an approved MPN or HCO and you gave 
your employer the name of your personal chiropractor or acupuncturist in writing before you were 
injured, you may switch to the chiropractor or acupuncturist upon request). If you still need 
medical care after 30 days, you may be able to switch to a doctor of your own choice. 
 
For your convenience, optional forms that you can use to predesignate your personal physician, 
multi-specialty medical group of doctors of medicine or osteopathy or, if applicable, acupuncturist 
or chiropractor, and give to your employer, are attached to this document. 
 
Discrimination: It is illegal for your employer to punish or fire you for having a work injury or 
illness, for filing a claim, or testifying in another person's workers' compensation case.  You may 
also have additional rights under the Americans with Disabilities Act (ADA) or the Fair 
Employment and Housing Act (FEHA).  For additional information, contact FEHA at (800) 884-
1684 or the Equal Employment Opportunity Commission (EEOC) at (800) 669-3362.  You can get 
free information from a state Division of Workers' Compensation Information & Assistance Officer.  
Hear recorded information and a list of  local offices by calling toll-free (800) 736-7401 or learn 
more online at: http://www.dir.ca.gov .  
 
If medical care is not being provided by your employer you have several options. First, contact 
your claims administrator to find out the status of your claim.  If you have given your employer a 
completed and signed claim form but your claim has been delayed for investigation, your 
employer is still required to authorize treatment, up to $10,000.00, during the delay.  If the claim 
has not been accepted yet and your medical costs have exceeded the statutory $10,000.00 cap, 
you can go to your group health plan for care, find a doctor, clinic or hospital that will bill the 
claims administrator directly, or use public health services. 
 

http://www.dir.ca.gov/
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You have the right to disagree with decisions affecting your claim. If you have a disagreement, 
contact your claims administrator first to see if you can resolve it.  
 
You can obtain free information from an Information and Assistance Officer of the state Division 
of Workers' Compensation, or you can hear recorded information and a list of local offices by 
calling (800) 736-7401. You may also go to the DWC web site at: http://www.dir.ca.gov. 
 
You can consult with an attorney. Most attorneys offer one free consultation. If you decide to hire 
an attorney, his or her fee may be taken out of some of your benefits. For names of workers' 
compensation attorneys, call the State Bar of California at (415) 538-2120 or go to their web site 
at: http://www.californiaspecialist.org.  You may get a list of attorneys from your local 
information and assistance officer or look in your yellow pages. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.dir.ca.gov/
http://www.californiaspecialist.org/
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PREDESIGNATION OF PERSONAL PHYSICIAN 
 

In the event you sustain an injury or illness related to your employment,  you may be treated for such injury 
or illness by your personal medical doctor (M.D.) or doctor of osteopathic medicine (D.O.) if: 

• your employer offers group health coverage;  
• the doctor is your regular physician, who shall be either a physician who has limited his or her 

practice of medicine to general practice or who is a board-certified or board-eligible internist, 
pediatrician, obstetrician-gynecologist,  family practitioner, or multi-specialty medical group of 
doctors of medicine or osteopathy, and has previously directed your medical treatment, and retains 
your medical records;  

• prior to the injury your doctor agrees to treat you for work injuries or illnesses; 
• prior to the injury you provided your employer the following in writing: (1) notice that you want 

your personal doctor to treat you for a work-related injury or illness, and (2) your personal 
doctor’s name and business address. 

You may use this form to notify your employer if you wish to have your personal medical doctor, doctor of 
osteopathic medicine, or multi-specialty medical group of doctors of medicine or osteopathy, treat you for a 
work- related injury or illness and the above requirements are met. 
 
   

NOTICE OF PREDESIGNATION OF PERSONAL PHYSICIAN 
 
Employee:  Complete this section.    
 
To:  ____________________________ (name of employer)   If I have a work-related injury or illness,  
 
I choose to be treated by:  _____________________________________________________________              
                                           (Name of Doctor)(M.D., D.O.) 
 
__________________________________________________________________________________   
(Street Address, City, State, Zip Code) 
 
__________________________________________________________________________________  
(Telephone Number) 
 
Employee Name (please print): ________________________________________________________ 
 
Employee’s Address:_________________________________________________________________ 
 
Employee’s Signature_______________________________________________Date:_____________ 
 
Physician:  I agree to this Predesignation: 
 
Signature:____________________________________________________Date:_________ ________ 
(Physician or Designated Employee of the Physician) 
 
The physician is not required to sign this form, however, if the physician or designated employee of the 
physician does not sign, other documentation of the physician’s agreement to be predesignated will be 
required pursuant to Title 8, California Code of Regulations, section 9780.1(a)(3).   
 
 
 
Title 8, California Code of Regulations, section 9783.   
(Optional DWC Form 9783-Effective date March 2006)  
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NOTICE OF PERSONAL CHIROPRACTOR OR PERSONAL ACUPUNCTURIST 
 
If your employer or your employer’s insurer does not have a Medical Provider Network, you may be able 
to change your treating physician to your personal chiropractor or acupuncturist following a work-related 
injury or illness.  In order to be eligible to make this change, you must give your employer the name and 
business address of a personal chiropractor or acupuncturist in writing prior to the injury or illness.  Your 
claims administrator generally has the right to select your treating physician within the first 30 days after 
your employer knows of your injury or illness.  After your claims administrator has initiated your treatment 
with another doctor during this period, you may then, upon request, have your treatment transferred to your 
personal chiropractor or acupuncturist. 
 
You may use this form to notify your employer of your personal chiropractor or acupuncturist. 
 
 
 
Your Chiropractor or Acupuncturist’s Information: 
 
 
(Name of Chiropractor or Acupuncturist) 
 
 
(Street Address, City, State, Zip Code) 
 
 
(Telephone Number)  
 
 
Employee Name (please print): 
 
 
Employee Address 
 
 
Employee’s Signature_______________________________________________Date:_____________ 
 
 
 
 
Title 8, California Code of Regulations, section 9783.1. 
(DWC Form 9783.1-Effective date March 2006)  
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