
 

 
 

WORKERSô COMPENSATION 

EMPLOYEE NOTIFICATION 

 
I understand that the University is required to pay for all my reasonable and necessary medical services required as 

a result of a work-related injury.  If I am involved in a work-related injury, I am to inform my department head or 

supervisor without delay.  I understand that I am required to treat with a health care provider identified as a panel 
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