PLEASE NOTE:

NOTICE OF ELECTION/PREMIUM REDUCTION AGREEMENT FOR MANAGED CARE

MUST BE COMPLETED AND RETURNED 

TO YOUR PROGRAM UNDERWRITER. 

FAILURE TO DO SO MAY RESULT IN REMOVAL OF THE MANAGED CARE CREDIT.

WHEN YOU SELECT TO PARTICIPATE IN THE MANAGED CARE AGREEMENT, QUALCARE HAS A PROVIDER SEARCH.  PLEASE USE THE FOLLOOWING TO ACCESS THE WEBSITE:

https://www.qualcareinc.com/workersCompCC/wclogin.aspx
User Name:  meadow

Password:  brook
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NOTICE OF ELECTION / PREMIUM REDUCTION AGREEMENT

Name of Employer:

Address:

Phone Number:

Palicy Number:

Policy Effect Date:

| do not wish to participate in the Managed Care Arrangement offered by or affiliated
companies.

| wish to participate in the Managed Care Agreement offered by or affiliated
companies.

Date participation to be implemented:

| understand that as a participant in the Manage care Arrangement offered by or its
affiliated companies, | will be requested to do the following:

= Notify my employees of the necessity to use the Managed Care Organization. (Materials will be
supplied by us to you for this purpose.)

e Send injured employees only to the heaith care providers contracted for the above-mentioned
Managed Care Organization. (List of providers will be provided to you.)

o Upon notification of any employee’s maximum physical limitation, be willing to make work available
in consideration of the employee's physical limitations.

| agree to abide by the above-listed arrangements for the company to be a participant in my insurer's
arrangement with their Managed Care Organization and to receive premium credit on my company’s
workers' compensation premium insurance. | understand that | will need to reapply annually. Furthermore, |
understand that | am responsible for implementing the Managed Care Program at my company and
acknowledge that the use of the Managed Care Organization is an exercise of my rights of choice of medical
provider under New Jersey's Workers' Compensation Law.

Failure to submit this form by the effective date of this policy will be construed as an election by you not to
participate in the Managed Care Arrangement offered by or affifiated companies.

Signature of Officer/Owner Title Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement or
claim or an application containing any false, incomplete, or misleading information is guilty of felony of third
degree.





