






Borough, Township or City of address entered above  

House Number & Street                                                   City                                                          State               Zip Code  

Last                   First                           MI  

Abel Personnel 23-1658495 

Complete and return to Abel Personnel 
Fax 561-0134 

Our local taxing. authority mandates that all local tax for employees be originally sent to the collecting agent where the em-
ployer resides, not the employee. Abel Personnel employee local tax will be sent to Capital Tax Collection Bureau and they 
will then distribute your tax to your local taxing authority. The form below will give them the necessary information on 
your permanent residence. 
Abel Personnel makes every effort to withhold the correct percentage of local tax based on the information you give us. If 
you move, you will need to complete a new Certificate of Residence form. If you do not feel the correct local tax amount is 
being deducted from your Abel Personnel paycheck, please call 561-2222. 

 

Capital Tax Collection Bureau  
www.captax.com  

 

CERTIFICATE OF RESIDENCE (FORM 505)  
(Please type or print and complete all appropriate information)  

EMPLOYER NAME ___________________________________________ EIN ______________________  

EMPLOYEE SOC. SEC. NO.___________________ NAME _____________________________________  

Note: The address information listed below should be the taxpayer’s legal residence (“domicile”) 

ADDRESS: ____________________________________________________________________________  

MUNICIPALITY ______________________________________ DATE OF BIRTH ____________________  

SCHOOL DISTRICT ___________________________________  

COUNTY ____________________________________________  

Answer the following about your spouse only if you file a local income tax return with Capital Tax Collection Bureau:  
DOES YOUR SPOUSE LIVE AT YOUR ADDRESS?        YES  NO  NOT MARRIED  
IF YES, ENTER SPOUSE’S NAME & SS# ___________________________________________________  

INDICATE TYPE OF CHANGE:  
IF NEW EMPLOYEE PROVIDE DATE OF HIRE _______________________  
IF ADDRESS CHANGE ENTER DATE OF CHANGE ___________________  
IF NAME CHANGE ENTER DATE OF CHANGE _______________________  

EMPLOYEE’S SIGNATURE_______________________________________ DATE__________________ 

Central Dauphin Division  
425 PRINCE ST  
HARRISBURG PA 17109-1734  
(717) 545-2791 Phone  
(717) 545-3028 Fax  

Harrisburg Division  
2301 N 3RD ST  
HARRISBURG PA 17110-1893  
(717) 234-3217 Phone  
(717) 234-2962 Fax  

Carlisle Division 
19 S HANOVER ST STE 102  
CARLISLE PA 17013-3336  
Phone (717) 243-3725  
Fax (717) 243-9224  

Central Dauphin Division  
425 PRINCE ST  
HARRISBURG PA 17109-1734  
(717) 545-2791 Phone  
(717) 545-3028 Fax  

Harrisburg Division  
2301 N 3RD ST  
HARRISBURG PA 17110-1893  
(717) 234-3217 Phone  
(717) 234-2962 Fax  

Carlisle Division 
19 S HANOVER ST STE 102  
CARLISLE PA 17013-3336  
Phone (717) 243-3725  
Fax (717) 243-9224  



 
 

EMPLOYEE’S ACKNOWLEDGMENT OF PHYSICIAN PANEL 
NOTICE: MEDICAL TREATMENT FOR YOUR WORK INJURY OR OCCUPATIONAL ILLNESS 

 
Your employer has selected a list of 6 or more physicians and other health care providers who are available to treat your work-related 
injuries and illnesses during the first 90 days of treatment. This list is posted at Scottsdale Plaza, 3356 Paxton St., PO Box 4038, 
HBG. PA 17111 or 1300 Market St., Lemoyne PA 17043 for you to view. Also, you may get a copy of this list from Ph: 1-888-
AbelJob. 
If you are injured at work or suffer an occupational illness, you have certain legal RIGHTS and DUTIES under Section 306(f.1)(1)(i) 
of the Workers’ Compensation Act regarding your medical treatment. These rights and duties are summarized below. 
 

MEDICAL TREATMENT: DURING THE FIRST 90 DAYS 
 

• You have the RIGHT to receive reasonable and necessary 
medical treatment for your work injury or occupational 
illness. Your employer must pay for the treatment, as long 
as the treatment is by one of the listed providers. 

 
• You have the RIGHT to choose which of the listed 

providers will treat you for your work injury or illness. 
 
• You have the RIGHT to switch among any of the listed 

providers when you receive treatment; and if a listed 
provider refers you to a provider not on your employer’s 
list, you have the RIGHT to receive treatment from the 
referral provider. 

 
• You have the RIGHT to receive emergency medical 

treatment from any provider. However, non-emergency 
treatment must be given by a listed provider. 

 
• If a listed provider prescribes surgery for you, you have 

the RIGHT to receive a second opinion from any provider 
of your choice. If that opinion is different from the  

• opinion of the listed provider, you have the RIGHT to 
choose which course of treatment to follow. If you 
choose the treatment prescribed in the second opinion, 
you must receive the treatment from a listed provider 
for a period of 90 days after the date of your visit to the 
provider of the second opinion. 

 
• You have the DUTY to visit one or more of the listed 

providers for the first 90 days of treatment for your 
work injury or illness if you expect your employer to 
pay for the medical treatment you receive. 

 
• If you seek treatment for your work injury or illness 

from a provider who is not on the list, your employer 
may not have to pay for this medical treatment during 
this 90-day period. Therefore, you should talk to your 
employer before seeking treatment from a provider who 
is not on the list.

.
 

Important: The requirements your employer must meet to have a valid list of at least 6 providers are shown on the 
reverse side of this form. If the list does not meet these requirements, it is not a valid list, and you have the right to 
seek medical treatment for your work injury or occupational illness from any health care provider of your choice. 

 
MEDICAL TREATMENT: AFTER THE FIRST 90 DAYS 

 
• You have the RIGHT to receive treatment from 

any physician or other health care provider of your 
choice, whether or not they are listed by your 
employer. Your employer must pay for this 
treatment, as long as it is reasonable and necessary 
for your work injury or occupational illness and 
has been properly documented by the physician or 
other health care provider. 

• You have the DUTY to notify your employer if 
you receive treatment from a physician or other 
health care provider who is not listed by your 
employer. You must notify your employer within 
five days of the first visit to any provider who is 
not on your employer’s list. The employer may 
not be required to pay for treatment received 
until you have given this notice. 

 
Your signature on this form indicates that you have been informed of and you understand these rights and duties. If you 
have questions, be sure you have your rights and duties explained to you before signing this form. 
 
I, __________________________________, HAVE BEEN INFORMED OF MY MEDICAL TREATMENT RIGHTS 
AND DUTIES WITH REGARD TO WORK-RELATED INJURIES AND OCCUPATIONAL ILLNESSES. THIS 
NOTICE WAS PRESENTED TO ME AT (check one): 

❒ TIME OF HIRE  ❒ WHEN I WAS INJURED  ❒ OTHER 
 

EMPLOYEE: ______________________________________________________ DATE: __________________ 
 
EMPLOYEE REPRESENTATIVE: ____________________________________ DATE: ___________________ 

 
__________ EMPLOYEE REFUSES TO SIGN BUT WAS PROVIDED A COPY OF THIS DOCUMENT. 
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