i
PHYSICIAN AUTHORIZATION FORM
FOR MEDICAL TREATMENT

Injured Employee’s Name: Date:
Company Name & Address: Supervisor:
Haywood County Schools

1233 North Main St

Waynesville, NC 28786

Do Not Use Your Group Health Membership Card if this injury/illness
was sustained while working or acting in an official capacity for this company.

The following facitity is the designated workers’ compensation treatment center. Taking this Physician’s Authorization
Form with you will assist the staff in your care and in processing your medical bills correctly. You should call or have
someone call for you to let the physician or clinic know you are on yo:ur way for medical treatment and the nature of the
injury or illness. .

Occupational Health Services
Haywood Regional Medical Center
55 Buckeye Cove Rd
Canton, NC 28716
P: 828.648.0282;

EMERGENCY CARE: For a SERIQUS INJURY OR ILLNESS (or anly treatment that should nof wait until clinic hours the
next day) seek immediate treatment at the nearest emergency facility.

) Send all EMC work comip médical bilis diréctly to:
EMC Insurance Companies, P.O. Box 621210, Charlotte, NC 28262-0120; P: 800.333.3622; F: 888.992.0213
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PLEASE MOTEi

If you choose to be treated by any other medical facility andfor physician, you may not qualify for any workers’
compensation insurance benefits and you may be responsible for all medical costs related to this incident. This is in
accordance with your state’'s Workers' Compensation statute,

If you have any questions, please call Angie Ballance in Human Resources at 828.456.2400.

Supervisor's Signature | Date

{
Injured employee should take completed fonm o initial physician’s visit [ ' ' E Mc
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Occupational Injury Temporary Prescription ID Card & EM.c

To the Injured Worker:

On your first visit, please give this notice to any
pharmacy listed on the back side to speed processing your
approved work-related injury prescriptions.

Questions or need assistance locating a participating retail
network pharmacy? Call the myMatrixx Patient Care Contact
Center at 800-945-5951.

Atencién Trabajador Lesionado:

Este formulario de identificacion para servicios temporales
de prescripcion de recetas por compensacion del trabajador
DEBERA SER PRESENTADO a su farmacéutico al surtir su(s)
receta(s) inicial(es).

Si tiene cualquier duda o necesita localizar una farmacia
participante, por favor contacte al area de Atencion a
Clientes de Express Scripts, en el teléfono 800-945-5951.

To the Pharmacist:

myMatrixx, an Express Scripts company administers this
workers’ compensation prescription program. Please follow
the steps below to submit a claim. Standard first fill shall not
exceed a 15-day supply or a cost of $150. This form is valid
for up to 30 days from date of injury (DOI). Limitations may
vary. For assistance, call myMatrixx at 888-786-9640.

Pharm P i

Step 1: Enter bin number 003858

Step 2: Enter processor control WC

Step 3: Enter the group number as it appears above
Step 4: Enter the injured worker’s nine-digit ID number
Step 5: Enter the injured worker’s first and last name
Step 6: Enter the injured worker’s date of injury

‘e .
myMatrixx

An Express Scripts Company

count on

myMatrixx, an Express Scripts Company
ID#:

Your SSN is your temporary ID number; present to the pharmacy at the time
prescription is filled. You will receive a new ID number shortly.

Date of Injury: / 7
MM/DD/YYYY

Group #: W9BA

Employee Date of Birth: / /

Thank you for using a participating retail network
pharmacy. Even though there is no direct cost to
you, it's important that we all do our part to help
control the rising cost of healthcare.

Please see other side for a list of participating retail
network pharmacies.

To the Supervisor:

Please fill in the information requested for the
injured worker.

Employee Information

First M Last

Street Address or PO Box

City State ZiP

Employer Name

© 2021 Matrix Healthcare Services, Inc. | An Express Scripts Company. | All Rights Reserved.
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