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Tennessee Bureau of Workers’ Compensation 

220 French Landing Drive, I-B 
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FORM C-42G 

GOVERNMENTAL EMPLOYEE’S CHOICE OF PHYSICIAN 
 

 

FOR USE ONLY BY GOVERNMENTAL ENTITIES ESTABLISHED BY TCA§29-20-401  
OR 

SELF INSURED POOLS ESTABLISHED BY TCA§50-6-405(c)(1). 

State File Number: _______________________________________ Date of Injury: ________________________________________ 

Employer: _________________________________ FEIN: ___________________ Employer Contact: ________________________ 

Address: ____________________________________________________________________________________________________ 

City: _______________________________________ State: ____________________________ Zip: __________________________ 

 

Tennessee Code Annotated §50-6-204 requires a government employer or member of a self-insured pool to offer a panel 

of three physicians to the injured employee.  The injured employee must select a physician from the panel. 

 

TO BE COMPLETED BY THE EMPLOYER: 
 

Physician Name __________________________________________________ Phone ______________________________________ 

Address __________________________________________ City ___________________________ State ____ Zip ______________ 

Physician Name __________________________________________________ Phone ______________________________________ 

Address __________________________________________ City ___________________________ State ____ Zip ______________ 

Physician Name __________________________________________________ Phone ______________________________________ 

Address __________________________________________ City ___________________________ State ____ Zip ______________ 

 

TO BE COMPLETED BY THE EMPLOYEE: 
 

I have selected the following physician from the list provided to me by my employer: 
 

Physician Name ______________________________________________________ Date Selected ____________________________ 

 

Employee Name ______________________________________________________ Phone __________________________________ 

Address _________________________________________ City ___________________________ State ______ Zip _____________ 

Phone _________________________________________ Email _______________________________________________________ 

 

Employee Signature _________________________________________________________ Date _____________________________ 
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