EMPLOYEE CONFIRMATION LETTER

I have received the HCO State Enrollment Form and the CompPartners HCO Plan Enrollment and
Membership Information brochure.

I acknowledge that my employer has posted the provider listings for the HCO.

I acknowledge that if I do not complete the enrollment forms and return it to my employer within 30
days my employer will enroll me in the CompPartners HCO.

I acknowledge that this letter pertains to worker’s compensation only. This is not a health plan. This
applies only to work related injuries or work related illnesses.

Signature Date

Print Name Name of Employer (Company)

Social Security Number
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CORPORATE OFFICE
18881 VON KARMAN AVENUE, SUITE 390, IRVINE, CA 92612
TELEPHONE: 949 253-3111 FACSIMILE: 949 253-3115



