WORKERS’ COMPENSATION ACKNOWLEDEGEMENT FORM

I acknowledge that I have received a copy of the Georgia State Board of Workers’ Compensation Bill of Rights for the Injured Worker during New Hire Orientation. I acknowledge that any injuries I receive that arise out of and in the course of my employment with Cobb County Government will be reported to my department immediately. I have been notified that if injured, I must choose from the panel of physicians posted in my work location.

___________________________                                      _____________________________

Signature                                                                                  Date

___________________________                                      _____________________________

Print Name                                                                              Department 

