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

THU XAC NHAN CUA NHAN VIEN

(Vietnamese)
To6i dd nhan dugc Mau Ghi Daph HCO cua Tiéu Bang va cudn s6 Ghi Danh Chuong Trinh HCO cua
CompPartners va Thong Tin v€ Tinh Trang Hoi Vién.

T6i x4c nhan 13 hing cta toi dd niém yét bang liét ké cac hang cung cip HCO.

T6i x4c nhan 13 néu t6i khong dién vao mAu ghi danh va giri lai cho hing t6i trong vong 30 ngay thi
hang sé& ghi danh t6i vao CompPartners HCO.

T6i xac nhan 14 thu nay chi dé cap dén viéc dén bu cho tai nan nghé nghiép ma théi. Pay khong phai
la chuong trinh stc khoe. Vi¢c nay chi &p dung cho cac thuong tich va bénh hoan c¢6 lién h¢ t61 cong

viéc lam.
Chir ky Ngay
Viét Tén Chir In Tén Hang (Cong Ty)
S An Sinh Xa Hoi
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