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PENN CAMBRIA SCHOOL DISTRICT 

WORKERS COMPENSATION PACKET 

COVERAGE PROVIDED BY AMTRUST INSURANCE COMPANY INC. 

EFFECTIVE JULY 1, 2026 

 

 

� Accident Investigation/Claim Reporting Form - to be completed by Employee and 
Building Principal/Supervisor with copy provided to Building Principal 

� Physician Panel (July 2026) 
� Panel Acknowledgement Form 
� Pennsylvania Workers’ Compensation Information 

 

 

 

 

 

 

 

 

 

  



 



 
 

 
Penn Cambria School District 

Accident Investigation/Claim Reporting Form 
 

ALL SECTIONS TO BE COMPLETED BY EMPLOYEE AND BUILDING PRINCIPAL AND/OR SUPERVISOR 
 

 
EMPLOYEE  
 
Employee Name: ____________________________________________________________ Date of Birth: ____/____/____ 
Address: ____________________________________________________________________ County: __________________    
Phone Number: ________________________________     Email: ____________________________________________ 
Marital Status: _____________________________   Number of Dependents: _________    
 

EMPLOYMENT 
 
Date of Hire: _____/_____/_________ 
Job Title: _________________________________________    Full-Time     Part-Time     Seasonal     Volunteer   
Building:  _____________________________________________________      
Days Worked Per Week: __________   Hours Worked Per Day: __________   Normal Starting Time: ____:____ AM or PM 
 

INJURY OR ILLNESS 
 
Date of Injury: _____/_____/_________       Time Began Work: _____:_____ AM or PM  
Time of Injury: _____:_____ AM or PM       Date Employer Notified: _____/_____/_________   
Last Day Worked: _____/_____/_________          Date Disability Began:  _____/_____/_________          
Date Returned to Work: _____/_____/_________       
Did Injury Occur on Employer’s Premises:   Yes      No           
Was Safety Equipment Provided:   Yes      No     Was Safety Equipment Used:   Yes      No 
 
Address/Building Where Accident Occurred: _________________________________________________________________ 

Accident Site Narrative (e.g., room #, room identifier, parking lot, etc.): __________________________________________ 

__________________________________________________________________________________________________________ 

Describe How Injury Occurred (be specific – describe the sequence of events): __________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

 



 
 

Cause of Injury (be specific – include any objects or substances directly responsible): ____________________________ 

__________________________________________________________________________________________________________ 

Please list all equipment, materials, or chemicals employee was using when accident occurred: __________________ 

__________________________________________________________________________________________________________

Parts of Body Affected (be specific): _________________________________________________________________________ 

Part Injured Location (L/R/Bilateral): __________________________________   Finger/Toe: ___________________________ 

Injury Description (redness/bruise/swelling/deformity/laceration/etc.): _________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 
 
 
TREATMENT 
 
Initial Treatment:   No Medical Treatment By Employee Clinic/Hospital Panel Physician 
 Emergency Care Hospitalized more than 24 hours                     On Site Medical Care 
 
Physician/Health Care Provider 

Name _______________________________________________ 

Address______________________________________________ City ________________________   Zip Code _______________ 

 
Hospital/Clinic 

Name _______________________________________________ 

Address______________________________________________ City ________________________ Zip Code _______________ 

  
Witness Name _______________________________________________ Phone Number_______________________________ 

Witness Name _______________________________________________ Phone Number_______________________________  

 
Was the Panel of Physicians given to the Injured Employee:   Yes     No 
 
________________________________________________________            _____________________ 
                Signature of Employee                Date 
 
________________________________________________________              _____________________ 
                               Signature of Principal/Supervisor Date 
 
 

Insurance Carrier:  AmTrust Insurance Company, Inc. 
                                                                                                                                   P.O. Box 94405 

                                                                                                                                                 Cleveland, OH  44101 



Attached is a panel of Physicians for this address

SWC1658609 - 4 - Penn Cambria School District
205 6th St

Cresson, PA 16630

Date created: 07/20/2026



Cresson, PA 16630
Workers’ Compensation Program: Designated Health Care Providers

The following procedures must be followed in case of work related injury or illness:

A. Immediately report the injury to your supervisor.
Any injury you sustain at work must be reported immediately to your supervisor. Failure to do so may delay your benefits or cause
you to lose your rights to benefits. Supervisors must promptly report injuries to the appropriate personnel office.

B. Obtain medical care from a provider listed below.

Nason Hospital Occupational Health
Occupational Medicine Clinic

105 Nason Dr
Roaring Spring, PA 16673

814-224-6266

 Workplace Health
Occupational Medicine Clinic

132 Walnut St 2nd Floor
Johnstown, PA 15901

814-361-2307

 Corporate Care Services
Occupational Medicine Clinic

1450 Scalp Ave Ste 106
Johnstown, PA 15904

814-266-8466

†Raymond, Alex G., DO
Advanced Ctr/Ankle & Foot Care

Orthopedic Surgery
927 W High St

Ebensburg, PA 15931
814-472-4303

 †Icare Medical
Family/General Practice

701 Valley View Blvd
Altoona, PA 16602

814-799-0866

 Bailey, Gregory M., DO
University Orthopedics Center LTD

Orthopedic Surgery
3109 Fairway Dr

Altoona, PA 16602
814-414-4434

Latrobe Hospital
Occupational Medicine

1 Mellon Way
Latrobe, PA 15650

724-537-1000

Optum
Available at any major pharmacy

PHARMACY
800-393-1398

 Heads Up
For the nearest location, please call the toll free number.

DENTIST
855-443-9872

 One Call Medical Diagnostics
Requires adjuster approval

DIAGNOSTICS
866-672-3064

One Call Care
Requires adjuster approval

PHYSICAL THERAPY
866-672-3064

 Hospital
For Emergency Services, please go to the nearest hospital.

HOSPITAL
(FOR EMERGENCY SERVICES ONLY)

  

C. Medical Emergency:
If you are faced with a medical emergency, you may secure initial emergency treatment from any of the above mentioned
emergency facilities or any other emergency facility. However, any follow-up care to the emergency treatment must be with a
designated health care provider.

D. If you choose to treat with an out of state provider, you may be subject to balance billing.
E. For medical treatment to be paid by your employer:

1. You must select one of the physicians or physician groups listed above.
2. You must continue to visit one of the physicians listed above or any specialist to which that provider refers you, if you need
treatment, for Ninety (90) days from the date of your first visit. This requirement is in conformance with the Pennsylvania Workers’
Compensation Act, Section 306 (F) (1) (i).
3. After Ninety (90) days, if you still need treatment, you may continue with the same physician or you may choose to go to another
physician or health care provider for treatment. If you decide to go to another provider, you must notify your employer of this action
within five (5) days of your visit.
4. Your bills will be paid if your physician or healthcare provider reports as required (within ten days after your first visit and at least
once a month as long as treatment continues). You must notify the new provider that these reports are to be submitted to the
following address:

AmTrust North America
P O Box 94405

Cleveland, OH 44101
888-239-3909 Toll Free

678-258-8399 Fax
*For medical groups, all providers are eligible to render medical services.



PANEL ACKNOWLEDGEMENT FORM (PA ONLY) 
NOTICE TO ALL EMPLOYEES TRAINING CONFIRMATION 

 
PLEASE READ CAREFULLY 

The information below describes your duties if you are injured at work. 
 
 

IN CASE OF WORK-RELATED INJURY OR DISEASE 
 
1. The employee has the duty to obtain treatment for work-related injuries and illnesses from one or more of the designated 

health care providers for ninety (90) days from the date of the first visit to a designated provider. 
2. The employee has the right to have all reasonable medical/surgical services and supplies, orthopedic appliances, and 

prostheses including required training in their use, related to the injury, paid for by the employer. 
3. The employee has the right, during the ninety (90) day period to switch from one health care provider on the list to another 

provider on the list, and that all of the treatment shall be paid for by the employer. 
4. The employee has the right to seek treatment from a referral provider if the employee is referred to him by a designated 

provider and the employer shall pay for the treatment rendered by the referral provider. 
5. The employee has the right to seek emergency medical treatment from any provider but that subsequent, non-emergency 

treatment shall be by a designated provider for the remainder of the ninety (90) day period. 
6. The employee has the right to seek treatment or medical consultation from a non-designated provider during the ninety (90) 

day period, but that these services shall be at the employee’s expense for the applicable ninety (90) day period. 
7. 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 be followed 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 provides 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. 

8. The employee has the right to seek treatment from any health care provider after the ninety (90) day period has ended, and 
that treatment shall be paid for by the employer if it is reasonable and necessary.  After ninety (90) days from the date of the 
first treatment, the employee shall have the duty to notify the employer of treatment by a non-designated provider within five 
(5) days of the first visit to the provider.  The employer shall not be required to pay for treatment or services rendered by a 
non-designated provider prior to receiving this notification, if such services are determined, through utilization review, to 
have been unreasonable or unnecessary. 

9. Written notice to an employee of the employer’s/employee’s rights and duties will be provided at time of training/hire and 
immediately after the injury or as soon thereafter as possible under the circumstances of the injury. 

10. An employee may not refuse to sign an acknowledgement in order to avoid any duties specified in this notice. 
 
I acknowledge that my employer has developed a list of at least six (6) panel providers.  I understand that following a work-related 
injury or illness, I am required to visit one of the physicians or health care providers designated by my employer for the initial 90 days 
of treatment (Day 1 begins on the day of my first medical appointment).  I understand that if I do not comply with this requirement, 
my employer will not be required to pay for any medical services I receive during this period.  I also understand that after 90 days, I 
can treat with any other physician or provider of my choosing, provided I notify my employer within five (5) days of my first visit.  If 
I fail to do so, my employer may be relieved from paying for these services if they are deemed to be unreasonable or unnecessary.  My 
employer has informed me in writing of my rights and duties pertaining to the Pennsylvania Workers’ Compensation Act.  My 
signature below acknowledges that I have been so informed and that I understand my rights and duties. 
 
 
Employee’s Signature:  ______________________________________________ Date:  ______________________________ 
 
Witness’s Signature:  ________________________________________________ 
 



Pennsylvania Workers’ Compensation Information 

To all employees: 
The workers’ compensation law in Pennsylvania 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 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, PA 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.state.pa.us, PA Keyword: workers comp. 

I, __________________________________________________________________, 

employee of ________________________________________________ (employer), 

certify that I received, read, and understood the information provided above on my date 

of hire ______________ (date).  

If applicable: 
I, __________________________________________________________________,  

employee of ________________________________________________ (employer), 

certify that I received, read, and understood the above information on ___________ (the 

date of work-related injury or disease).  

New 8/07 


	2026-07-01_FINAL WC Packet_AmTrust
	00_Cover Sheet_PENN CAMBRIA SCHOOL DISTRICT
	34
	2026-07-01_FINAL WC Packet_AmTrust
	01_Accident Investigation Form
	2026-07-01_FINAL WC Packet_AmTrust


	Pre-Primary

