
NOTICE 
TO INJURED WORKERS 

 

YOU HAVE THE RIGHT TO CHOOSE YOUR OWN DOCTOR! 

 

 
WHEN YOU ARE INJURED AT WORK OR BECOME SICK BECAUSE OF SOMETHING THAT 

HAPPENED AT WORK, THE LAW GIVES YOU THE RIGHT TO CHOOSE YOUR OWN DOCTOR 

IN ANY FIELD OR SPECIALTY OF MEDICINE FOR MEDICAL TREATMENT. 

 

THE LAW ALSO ALLOWS YOUR EMPLOYER TO HAVE YOU SEE HIS/HER DOCTOR, BUT 

YOU DO NOT HAVE TO AGREE TO CONTINUE TREATMENT WITH YOUR EMPLOYER’S 

DOCTOR UNLESS THAT IS WHAT YOU WANT. 

 

IF YOU WANT YOUR EMPLOYER’S DOCTOR TO CONTINUE TREATING YOU AFTER YOUR 

FIRST VISIT WITH HIM/HER, AND AFTER RECEIVING THIS FORM, YOU MAY CHOOSE 

YOUR EMPLOYER’S DOCTOR AS YOUR TREATING DOCTOR. 

 

ONCE YOU CHOOSE EITHER YOUR EMPLOYER’S DOCTOR OR YOUR OWN DOCTOR AS 

YOUR TREATING DOCTOR, YOU MAY NOT BE PERMITTED TO CHOOSE ANOTHER 

DOCTOR IN THAT SAME FIELD OR SPECIALTY OF MEDICINE TO TREAT YOU FOR YOUR 

INJURY OR ILLNESS LATER ON.  HOWEVER, YOU ARE NOT REQUIRED TO GET YOUR 

EMPLOYER’S APPROVAL TO CHANGE TO A DOCTOR IN ANOTHER FIELD OR SPECIALTY 

OF MEDICINE (La. R.S. 23:1121(B)(1). 

 

IF YOUR EMPLOYER DENIES YOUR RIGHT TO CHOOSE YOUR DOCTOR, YOU HAVE A 

RIGHT TO A SPEEDY HEARING BEFORE A WORKERS’ COMPENSATION JUDGE TO 

RESOLVE THE DENIAL OF YOUR RIGHT (La. R.S. 23 1121 (B)(1) and 1124 (B). 

 

 

I HEREBY CHOOSE MY OWN DOCTOR TO TREAT ME FOR MY INJURY OR ILLNESS:   

DR. _________________________________________________________. 

 
OR 

 

BY SIGNING THIS FORM, I STATE THAT I KNOW ABOUT MY RIGHT TO CHOOSE MY 

OWN TREATING DOCTOR, AND BEING SO ADVISED, I HEREBY ACCEPT AND 

CHOOSE TO CONTINUE TREATING WITH MY EMPLOYER’S DOCTOR: 

DR. _________________________________________________________. 

 

 

____________________     ______________________________________________ 

DATE                                   SIGNATURE OF EMPLOYEE 

 

____________________      ______________________________________________ 

DATE                                   SIGNATURE OF EMPLOYER REPRESENTATIVE 

 
(Note:  If the employee is illiterate or has a language barrier, an authorized representative of the employer/insurer shall attest 

by their signature that this form and right of physician choice has been reasonably explained to that employee prior to 

his/her signature on this form.  Failure to do so can jeopardize the employer’s/insurer’s right to subsequently refuse consent 

to the employee’s request for treatment by a different physician within the same field or specialty.) 

 

(Form LWC – WC 1121) 


