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Employer’s HCO Kit

Enrollment Instructions

The CompPartners HCO program is assisting your workers’ compensation insurance carrier with conducting the mandatory enrollment of your employees. All materials are included and are labeled at the top of each page. These materials are available in several languages. Contact your enrollment coordinator if you need more materials, or if you have questions. To successfully enroll there are four easy steps to follow:

1.
Employer Census Form: Complete and e-mail it to your enrollment coordinator or fax it to (949) 253-8038 ASAP (this is the only form that you have to fill out).  You may also fax us a copy of your payroll sheet in place of the Census Form.

2. 
Pass out 3 documents:
a. Employee Confirmation Letter: This is used to certify that each employee has received the enrollment materials. The Employee Confirmation Letter must be signed by every employee and returned to CompPartners. (You may want to distribute the State Enrollment Forms and Enrollment Brochures with the employees’ paychecks and have them sign the Employee Confirmation Letters at the same time.) Return all signed Employee Confirmation Letters to CompPartners immediately. This is our notice that you have begun the 30-day enrollment process.


b. State Enrollment Form: Your employees have 30 days to return this form to you. It is optional for employees to return this form. The law specifies that if an employee chooses not to return the State Enrollment Form, the employer may select an HCO for the employee.

c. Enrollment Brochure: Includes enrollment and membership information. 
3. Post the medical provider listing in an area accessible to all employees. If you do not have Provider Listings, please go to www.comppartners.com and click on “Network Provider Listings” then “HCO Directory Listings”. This will allow you to search for and print listings of HCO providers in your area.

4. At the end of your 30-day enrollment period, mail the white copy of all State Enrollment Forms returned by your employees to:


CompPartners Enrollment Department

4 Park Plaza, Suite 750
Irvine, CA  92614
You are now finished with the enrollment process!

Fax the HCO Change Form monthly to update any employee changes that you have.

EMPLOYER CENSUS FORM

Complete Employer Profile











File ID:




	Employer Name:
	
	
	Phone:
	
	

	Contact:
	
	Title:
	
	
	Fax:
	
	

	Date State Enrollment Forms were distributed to employees:___________________________________

	The employer may chose the HCO for any employee that does not return their State Enrollment From
	
	
	
	

	


Complete profile for each employee

	
	First Name
	Last Name
	MI
	Sex
	Birth Date
	Social Security Number
	Work Zip
	Benefited*

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	


*Benefited: Please mark yes in this box for all employees that are eligible for participation in group health benefits for which

 the employer pays more than 50 % of the cost.

PLEASE FAX OR E-MAIL THIS FORM TO US TODAY.

STATE ENROLLMENT FORM

THIS IS AN IMPORTANT LEGAL DOCUMENT THAT AFFECTS YOUR RIGHTS IF YOU HAVE A WORK INJURY.

· I want to enroll in the HCO for my medical care for any work-related injury or illness. I have received information about the Health Care Organization offered by my employer and want to enroll in the CompPartners HCO
· I do NOT want to enroll in the HCO. I want my personal physician, personal chiropractor or personal acupuncturist to treat me for any work related injury or illness. My personal physician, personal chiropractor or personal acupuncturist is:

Doctor’s Name





Phone Number





Address













City




State


Zip Code




(Write name and address of your personal physician, personal chiropractor or personal acupuncturist.)

· I do not want to enroll in the HCO or designate a personal physician, personal chiropractor or personal acupuncturist to treat me for any work-related injury or illness. I understand that my employer will enroll me in the HCO for treatment of any work-related injury or illness.

(Print) Name of Employee




    Signature

Name of Employer





  Date of Birth



Social Security Number




       Date

CompPartners’ 
HCO Plan

Enrollment and 
Membership Information

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

	


CARTA DE CONFIRMATION DEL EMPLEADO
(Spanish)
He recibido la forma del estado de inscripción de HCO y el panfleto de información de CompPartners para la inscripción y membresía.

Yo entiendo que mi empleador me ha próvido una lista para el programa de HCO.

Yo entiendo que si no completo la forma y la regreso en 30 días, a mi empleador, el seleccionara un medico de HCO de CompPartners para mi.

Yo entiendo que esta forma es para worker’s compensation solamente. Esta forma no es para un plan medico. Este aplica solamente a los accidents o enfermedades relacionados con el trabajo solamente.




Firma







Fecha




Escribe Su Nombre (con letras de molde)

        Escribe el Nombre de su empleador


  El numero de seguridad social

  Provider Nomination Request

 Date:

/

/


 Provider’s Name:












Tax Identification Number:











Specialty:














Address:














Phone Number:







Fax Number:







Office Contact:







Nominated By (Please include complete name and phone number):





Foundation (To be used by CP):











Notes:















	COMPPARTNERS HCO CHANGE FORM

	Fax or mail monthly to Enrollment Department.  Please make copies of this form.  Use for any employee changes

	EMPLOYER INFORMATION

	Employer Name:
	File#:
	FEIN: 

	DBA:
	Phone#:
	Fax#: 

	

	NEW HIRES 

	 Please return a signed Confirmation Letter and State Enrollment Form for each new hire.

	If you need additional enrollment materials, please contact your Enrollment Coordinator or call 1-877-YOUR-HCO.

	Last Name
	First Name
	M.I.
	SS#
	Work Zip
	Hire Date
	D.O.B.
	CompPartners HCO 
	Personal

Physician
	*Benefited

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	

	*Benefited = Enter "Yes" in this box for each employee that is eligible for participation in a company sponsored group health plan in which you, the employer, pays more than 50% of the cost.

	

	EMPLOYEE NAME AND CHANGE OF STATUS

	Please only enter information that has changed.

	Previous Last Name
	First Name
	M.I.
	Previous Status

	
	
	
	 Part Time
	 Full Time 
	  Other 

	New Last Name
	First Name
	M.I.
	New Status

	
	
	
	 Part Time
	 Full Time 
	  Other

	

	TERMINATIONS

	Last Name
	First Name
	M.I.
	SS#
	Work Zip
	Termination Date

	
	
	
	
	
	

	
	
	
	
	
	

	

	Authorized Contact: 
	Authorized Signature: 
	Date: 















































Corporate Office

18881 Von Karman Avenue, Suite 390, Irvine, CA 92612

Telephone:  949 253-3111         Facsimile:  949 253-3115
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