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ZENITH HEALTH CARE NETWORK WORKERS’ COMPENSATION NETWORK 
ACKNOWLEDGEMENT 
 
I have received the “Employee Notice of Network Re quirements” that explains how to get health 
care under workers’ compensation insurance. 
 
If I am hurt on the job and live in the Service Area, I understand that: 
 
1. I must choose a treating doctor from the Zenith Health Care Network. 
2. I may select as my treating doctor a doctor , whom I selected as my pr imary care physician or 

provider through my PPO Plan. 
3. I must go to my treati ng doctor for all treatment for my work injury.  If I need a specia list, my 

treating doctor will refer me. 
4. If I need emergency care, I may go anywhere. 
5. The insurance carrier will pay t he network providers all mandat ed amounts if my inj ury is 

caused by my job. 
6. I may have to pay for my medical treatment i f I get health care from someone not in the Z enith 

Health Care Network.  
 
The “Employee Notice of Network Requirements” explains all of the above issues in detail. A map 
of the Service Area is attached to the “Employee Notice of Network Requirements”. 
 
Signature: __________________________ 

Date: _______________________________ 

Printed Name:________________________ 

 
The address where I live:_________________________________ 
 
Name of Employer: ______________________ 
  

Laura.Crapps
Typewritten Text
Concordia University Texas
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