




LB-0382 (REV 3/25)  RDA 10183 

FORMULARIO C-42 

AGENCIA DE INDEMNIZACIÓN LABORAL DE 

TENNESSEE 

ELECCIÓN DE MÉDICO 
DEL EMPLEADO 
Panel Médico 

Empleador 
• Indique al menos tres médicos y proporcione este panel al empleado siempre que haya informe de una lesión laboral.

• Mantenga el formulario original completado en sus archivos y envíe una copia al empleado para su constancia.

o No envíe este formulario al Estado, a menos que se lo solicite.

Empleado 
• Llene la parte inferior de este formulario para indicar el médico de su elección.

o Si se niega a aceptar los servicios médicos del doctor elegido, esto podría conllevar a retrasos en sus

derechos a beneficios.

o ¿Tiene que viajar más de 15 millas (ida o vuelta) a (o desde) el tratamiento médico? Los empleados pueden

solicitar reembolso de sus gastos de viaje de la aseguradora.

• Envíe el formulario completado a su empleador.

A SER COMPLETADO POR EL EMPLEADOR: 

Nombre del empleado ____________________________________ Fecha en que se proporcionó el panel ___________________ 

Empleador ___________________________________________________________________ Fecha de la lesión ____________________ 

Contacto del empleador __________________________ Teléfono _________________ Correo electrónico ____________________ 

Médico 1 Nombre ___________________________________________________________________ Teléfono _________________________________ 

Dirección ________________________________________ Ciudad _____________________________ Estado _______ Código postal ___________ 

¿El médico #1 usa Telesalud?  Sí _________ No _____  En caso afirmativo, sitio web _______________________________________________ 

Médico 2 Nombre ___________________________________________________________________ Teléfono _________________________________ 

Dirección ________________________________________ Ciudad _____________________________ Estado _______ Código postal ___________ 

¿El médico #2 usa Telesalud?  Sí _________ No _____  En caso afirmativo, sitio web _______________________________________________ 

Médico 3 Nombre ___________________________________________________________________ Teléfono _________________________________ 

Dirección ________________________________________ Ciudad _____________________________ Estado _______ Código postal ___________ 

¿El médico #3 usa Telesalud?  Sí _________ No _____  En caso afirmativo, sitio web _______________________________________________ 

(Opcional) Telesalud solamente Médico 4 Nombre _______________________________________ Teléfono ___________________________ 

Dirección de correo electrónico del proveedor de Telesalud ________________________Sitio web _________________________________ 

A SER COMPLETADO POR EL EMPLEADO: 

He seleccionado el siguiente médico de la lista que me proporcionó mi empleador: 

Nombre del médico _______________________________________________________ Fecha/Hora de la cita __________________________________ 

Yo selecciono: Tratamiento en persona _____  o  tratamiento por Telesalud _____ 

¿Se le ofreció tratamiento en persona?  Sí ______ No _____ 

Firma del empleado ___________________________________________________________________ Fecha _____________________________________ 
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FORM C-42 

TENNESSEE  

 

 

 
CHOICE OF PHYSICIAN  
Medical Panel 

Employer 
• List at least three physicians and provide this panel to employee upon the report of a workplace injury. 

• Keep the completed, signed version of this form on file and send a copy to the employee for their records. 

o Do not send this form to the State unless requested. 

Employee 
• Fill out the bottom portion of this form to indicate which physician you choose. 

o If you refuse to accept medical services from the chosen physician, your rights to benefits may be delayed. 

o Traveling more than 15 miles (one way) to (or from) medical treatment? Employees may seek 

reimbursement of their travel expenses from the insurance carrier. 

• Send completed form back to your employer. 

TO BE COMPLETED BY THE EMPLOYER: 
 

Employee Name _________________________________________________  Date Panel Provided _____________________________ 

Employer __________________________________________________________________  Date of Injury __________________________ 

Employer Contact ___________________________________ Phone ___________________  Email ______________________________ 

Physician Option 1 Name ______________________________________________________________  Phone _______________________________ 

Address ______________________________________________________  City _____________________________  State _______  Zip _____________ 

Is Telehealth available?  Yes _____ No _____  If yes, web address _________________________________________________________________ 

Physician Option 2 Name ______________________________________________________________  Phone _______________________________ 

Address ______________________________________________________  City _____________________________  State _______  Zip _____________ 

Is Telehealth available?  Yes _____ No _____  If yes, web address _________________________________________________________________ 

Physician Option 3 Name ______________________________________________________________  Phone _______________________________ 

Address ______________________________________________________  City _____________________________  State _______  Zip _____________ 

Is Telehealth available?  Yes _____ No _____  If yes, web address _________________________________________________________________ 

(Optional) Telehealth-Only Physician 4 Name _____________________________________________ Phone _____________________________ 

Telehealth Provider email address ______________________________________  Web address ________________________________________ 

TO BE COMPLETED BY THE EMPLOYEE: 
 

I have selected the following physician from the list provided to me by my employer: 

 

Physician Name ___________________________________________________________      Appt Date/Time ____________________________________ 

 

I select: In-person treatment _____  or Treatment by Telehealth _____     Were you offered in-person treatment?  Yes _____ No _____ 

 

Employee Signature ___________________________________________________________      Date ____________________________________________ 















First Fill Form

Client Name:   Normandy Insurance

1.  Instructions for the :EMPLOYER

Provide this form to your injured worker to have any prescription filled for up to  Days, and please fill out7
the information below:

 Injured Worker Name:  SS#:
 Injured Worker DOB:  Injured Worker Phone:

 Injured Worker Employer:  Date of Injury:
 Injured Worker Address:

 City:  State:  Zip:

 

2.  Instructions for the  / Instrucciones para el :INJURED WORKER TRABAJADOR LESIONADO

You, the injured worker, will need to bring this form and provide it to the pharmacy along with your
prescriptions related to the treatment of your work related injury/illness

Usted, el trabajador lesionado, deberá llevar este formulario y entregarlo en la farmacia junto con sus
recetas relacionadas con el tratamiento de su lesión/enfermedad laboral.

3.  Instructions for the :PHARMACY

Please submit workers’ compensation claims to  using the following information:S1 Medical

BIN PCN Group Id Member Id
610237 123119 NOR001 Injured Worker SS#

Prescription(s) will fill for up to If there is a remaining balance on the script after it is filled, S17 Days. 
Medical will call back if and when the balance has been approved. If you need assistance, please call S1

 at .Medical (888) 356-3332

Representative’s on-call 24 hours/7 days a week.

FOR ALL REJECTIONS OR QUESTIONS CALL: (888) 356-3332
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First Fill Form

Client Name:   Normandy Insurance

1.  Instructions for the :EMPLOYER

Provide this form to your injured worker to have any prescription filled for up to  Days, and please fill out7
the information below:

 Injured Worker Name:  SS#:
 Injured Worker DOB:  Injured Worker Phone:

 Injured Worker Employer:  Date of Injury:
 Injured Worker Address:

 City:  State:  Zip:

 

2.  Instructions for the  / Instrucciones para el :INJURED WORKER TRABAJADOR LESIONADO

You, the injured worker, will need to bring this form and provide it to the pharmacy along with your
prescriptions related to the treatment of your work related injury/illness

Usted, el trabajador lesionado, deberá llevar este formulario y entregarlo en la farmacia junto con sus
recetas relacionadas con el tratamiento de su lesión/enfermedad laboral.

3.  Instructions for the :PHARMACY

Please submit workers’ compensation claims to  using the following information:S1 Medical

BIN PCN Group Id Member Id
610237 123119 NOR001 Injured Worker SS#

Prescription(s) will fill for up to If there is a remaining balance on the script after it is filled, S17 Days. 
Medical will call back if and when the balance has been approved. If you need assistance, please call S1

 at .Medical (888) 356-3332

Representative’s on-call 24 hours/7 days a week.

FOR ALL REJECTIONS OR QUESTIONS CALL: (888) 356-3332
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