
Workers’ Compensation 

 

I acknowledge that I have received a copy of the Cobb County Workers’ Compensation 

Panel of Physicians and a copy of the Bill of Rights for the Injured Worker during new 

hire orientation.  I also acknowledge that any injuries that I receive that arise out of and 

in the course of my employment with Cobb County Government will be reported to my 

department.   

 

__________________________________________    _________________________ 
Name          Date 
 
 
 
__________________________________________   __________________________ 
Print name        Dept 


