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O 00] Hellsman Management Rocklin

PO Box 779008
[l Rocklin, CA 95677
HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
[TTPcA PICA T T]
1. MEDICARE MEDICAID TRICARE CHAMPVA GRO OTHER | 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)

. SEALH pLAN
D (Medicare#) L—_l (Medicaia#) D (ID¥DoD#) D Mombering || (1D#) D (ID#) Xwow | 602-78-7487
2. PATIENT'S NAME (Last Name, First Name, Middle Inftial) 3 PATIENT' BIRTH RATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
| .
Chawdhuary, Aysha Fay 64 ;19& M[:l F Ruan Transportation
5. PATIENT'S ADDRESS (No., Strest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
15428 Morada Foad SeHD SpouseD ChildD Other 666 Grand Avenue
oIy STATE | 8. RESERVED FOR NUCC USE cIry STATE
Victorville CA Des Moines IA
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
92894 C ) 50309 ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
Unknown
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous}) a. 'NSURI\EAD,S DATE OF Bug{H SEX
i
Kves []no 04£ 04 /1994 M ] FIX

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

[:] YES

PLACE (State)

b. OT]HER CLAIM iD (Designated by NUCC)

Y4 | WOB48D17880

N/
NO
¢. OTHER ACCIDENT?

I:I YES NO

c. INSURANCE PLAN NAME OR PROGRAM NAME

Hellsman Management Rocklin

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES NO I yes, complete items 9, 9a, and 9d.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | auth the

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM

to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

of any | or other information necessary

13. INSURED'S OR AUTHORIZED PERSON’'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described betow.

PATIENT AND INSURED INFORMATION ———|<—CARRIER—»

below.
SIGNED oATE 6/30/2022 sienep_Signature On Fle Y
TE OF CURRENT LLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES EATIENT UNABLE 7O WORK IN CURRENT QCCUPATION
= Ob RREL (LMP) AL , MM | DD | Y eV HEYBLETY T A
- i
11 0912021  aua.!439 ' | L FROM | l o 1|
77 NAME OF REFERRING PROVIDER OR GTHER SOURCE 18 HOSPTALIZATION DATES RELATED TO CURRENT SERVICES
! | ! 1 ]
! FROM | ' L
1. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

DYES NO |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E)

T T
22, RESUBMISSION
ICD Ind. | 0 { CODE ORIGINAL REF. NO.
M23.8x2 8. | el D. |

23. PRIOR AUTHORIZATION NUMBER
e F. L el b
I L Jb L S Lo
24.A.  DATE(S)OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, LH. 1. J.

From PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS DAYS F?,‘,’}' D. RENDERING

MM DD YY MM DD YY |SERVICE| EMG | CPT/MCPCS | MODIFIER POINTER $ CHARGES unirs | Pan | QuaL PROVIDER ID. #

T
|

1

N

|
25. FEDERAL TAX I.D. NUMBER SSN EIN

26. PATIENT'S ACCOUNT NO.

?
27 o AR

1
28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCH

t

NU 30 Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE

844744446 [IX | 369705 ves [ [no s 21017 | $ 0.0 |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER |NFC_) &PH# ( 2 265_9500
8 Cortty T e Statoomerts <o the revesss. Intand Metro Medical Group, Inc Inland Metro Medical Group, InC.
apply to this bill and are made a part thereof.) 3602 Inland Empire Boulevard, Ste.B-120 | 1801 W Olympic Blvd File 2148
Yury Furman, MD Ontario, CA 91764 Pasadena, CA 91199-2148
Sigl62 6/30/2022 [+ 1164042024 a 1164042024

CIAN OR SUPPLIER INFORMATION

APPROVED OMB-0038-1197 FORM 1500 (02-12)
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Additional pages attached [
State of California
Division of Workers’ Compensation

PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)

Check the box(es) which indicate why you are submitting a report at this time. If the patient is “Permanent and Stationary” (i.e., has reached maximum
medical improvement), do not use this form. You may use DWC Forms PR-3 or IMC 81556.

Patient:

Last Chawdhuary First Aysha Fay Middle Sex F
Address 15428 Morada Road City Victorville State CA Zip 923%
Date of Injury 11/09/2021 Date of Birth 04/04/1994

Occupation Yard Driver SS# 602-78-7487 Phone

Claims Administrater:

Name Hellsman Management Rocklin Claim Number WC648-D17880
Address. PO Box 779008 City  Rocklin State CA Zip 95677

Phone (916) 564-1792 Fax (603) 334-0231
ﬁmployer: Ruan Transportation Employer Phone:

Subjective Complaints:
Left Knee: On 06/21/2022 the patient rates the pain as 4/10 on a pain scale. The patient complains of pain of the left knee

which is described as intermittent aching pain. The patient reports the medication is providing relief. The patient attended 8
acupuncture therapy sessions and reports the therapy is providing temporary relief. On 05/18/2022 the patient rated the pain a
6/10.

REVIEW OF SYSTEMS:

HEAD: The patient denies headaches. The patient denies history of trauma to the head.

EYES: The patient denies change in vision.

EARS: The patient denies tinnitus. The patient denies hearing loss.

PULMONARY: The patient denies cough. The patient denies asthma. The patient denies shortness of breath.

CARDIAC: The patient denies history of chest pain. The patient denies syncope. The patient denies hypertension. The patient
denies heart attack.

GASTROINTESTINAL: The patient denies gastro esophageal reflux disease. The patient denies abdominal pain. The patient
denies peptic ulcer disease.

GENITOURINARY: The patient denies hesitancy. The patient denies urgency. The patient denies frequency.

SEXUAL DYSFUNCTION: The patient denies sexual dysfunction.

NEUROLOGICAL: The patient denies history of seizures. The patient denies history of transient ischemic attack. The patient
denies history of cerebrovascular accident. Pz
PSYCHIATRIC: The patient denies anxiety. The patient denies depression.

Objective Findings:
Height: 5'6", Weight: 228, B.P.: 128/90, Pulse: 74 bpm, Right hand dominant.

Neurological examination:
Mental status: Patient is alert and oriented to person, place and time.
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Cranial nerves II-XII examination is normal.

Coordination-Fingertip to fingertip and finger to nose testing were normal.

Motor strength testing for the upper and lower extremities is limited by pain.

Deep tendon reflexes are normal and equal bilaterally at 2/2.

Sensory Exam-Sensation is grossly intact to light touch and pin prick for the upper and lower extremities

Left Knee: Crepitus of the left knee. Antalgic gait due to the left knee pain.

MRI of the left knee dated 01/28/2022 revealed bone contusion. There is no tear of ligament or tendon. There is tenderness to
palpation of the anterior knee, lateral knee, medial knee and posterior knee. Varus causes pain. Valgus causes pain. McMurray’s
is positive.

Diagnosis:

e Other internal derangements of left knee (M23.8x2)

I'reatment Plan;

I request previous medical records for my review. Impairment will not be discussed today but when it is discussed, it will be
accurate and reasonable per the Almaraz-Guzman decisions. As always, my conclusions are based on reasonable medical
probability. As always, non-orthopedic complaints, if any, should be discussed with specialists in their appropriate disciplines.

Labor Code 1 section 4600(a) provides: "Medical treatment that is reasonably required to cure or relieve the injured worker from
the effects of his or her injury shall be provided by the employer." The word "shall" denotes a mandatory duty. (Lab. Code, §
15.) Therefore, in Braewood Convalescent Hosp. v. Workers' Comp. Appeals Bd. (Bolton) (1983) 34 Cal.3d 159, 165 [48
Cal.Comp.Cases 566], the Supreme Court stated: "Section 4600 requires more than a passive willingness on the part of the
employer to respond to a demand or request for medical aid. This section requires some degree of active effort to bring to the
irp'ured employee the necessary relief."

Based on my history, examination, and my discussion of her injuries, it is my medical opinion that Ms. Chawdhuary's current
symptoms are related to a specific injury on 11/09/2021 occurring out of and in the course of her employment by Ruan
Transportation. For these reasons it is my opinion, to a degree of reasonable medical probability, that the left knee injury has
arisen out of employment or during the course of employment for Ruan Transportation.

Acupuncture therapy sessions 2x4 to address the left knee discomfort in conjunction with strengthening, endurance,
and aerobic exercises. The patient indicates that she has experienced minimal relief with the previous use of pain medications.

Code 97110: Therapeutic procedure, 1 or more areas, each 15 minutes; therapeutic exercises to develop strength and endurance,
range of motion and flexibility

Recommended Treatment: 2x4 weeks

ACOEM3.2-2527 Limited Evidence (C)

Pain medications as necessary. Diclofenac Gel (Voltaren) 1% SIG: Apply thin layer to affected area twice daily 100mg 1
tube. The patient has been consulted on the use of pain medications. The patient indicates she last worked for Ruan

Transportation on 12/28/2021.

I request authorization for PTP follow up evaluation in 5 weeks.

Date of exam: 06/22/2022

Primary Treating Physician:
Page 2 of 4
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I declare under penalty of perjury that this report is true and correct to the best of my knowledge and that I have not violated Labor Code § 139.3.

Signature: ﬁwf A/ Cal. Lic. #G72162

Executed at: Ontario, CA Date: 06/22/2022
Name: Yury Furman, MD Specialty: Neurology
Address: 3602 Inland Empire Boulevard, Ste. B-120 Phone:  (909) 265-9500
Address: Ontario, CA 91764

Next report due no later than08/06/2022

Page 3 0of 4
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Inland Metro Medical Group, Inc.
3602 Inland Empire Boulevard, Ste. B-120
Ontario, CA 91764
Phone: (909) 265-9500
Fax: (909) 265-9600

WORK STATUS

To Whom It May Concern:

Date: 06/22/2022

Re: Aysha Fay Chawdhuary
DOB: 04/04/1994

SS#: 602-78-7487

Employer: Ruan Transportation

Diagnosis:

!

o Other intenial derangements of left knee (M23.8x2)

The patient is placed on temporary total disability. The patient has been instructed to remain off-work until 08/06/2022.

If you have any questions, please feel free to call upon me.

Yours for better health,
o

Yury Furman, MD
License #: G72162

3602 Inland Empire Boulevard, Ste. B-120
Ontario, CA 91764

Phone: (909) 265-9500

Fax: (909) 265-9600
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Qive Form to the

requester. Do not
sond to the IRS,

following ssven boses.

ucuhucnm.am

'ﬂ—ﬂ-mumnmmi‘um

[ mavicusvacie propristror (] CComortion [l sComoration [ Parterse [ Trusvioetase
single-ember LLC

O ummm Enter the tax clemeifioation (CaC corporation, S=8 corporalion, PePartnarship) &
mmmnmmunumumﬁuw
from the owner Lnises the owner of the LLC is
mu.cm ummummugmumm
diaregarded from the cwner should check the sppropriste boxt for this tex classiioation of its owner.

3 MM&&WUWd“mMmwaul.Mﬂmuh 4 mmmmh

osrtain entilles, not
instructions on page 3:

Exarmpt payes code (f any}

owner, Do not cheok | Exsmption from FATCA reporting
.Wu.cm“""'”

Ppies 15 Sonmenis imisiaiund avisie e US)

Print or type.
s.-wm«-ms.

muww.ooympnm

Fequesier's neme and addrees (optionsl)

§ Chy, siie, and 2P 0008
CA 91199-2148

T LIS 8000UAL ramiberis) here (optionel)

identifioation Number (TIN)

Emwyummmmmmmmmmmmmmmmm
baciap withhoiding. ssourity number (S8N).
resident allen, sole propristor, or disregarded sntity, ses the instructions for Part |, inter. For other
mm it is your smpioyer identification number (EIN). If you do not have a number, 8ee How 10 get &

For individuais, this is ganerally your social

Note: if the account is in more than one name, 808 the instructions for iins 1. Also sse What Name and ‘

Number To Give the Reguester for guidelines on whoss number to enter.

However, for a

"""-“""'- l

Under panaities of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am walting for & number to be issued to me); and

2 lmtﬁtlﬂﬂlb

withholding because: () | am exempt from baciap

withhokding, or (b} | have not been notified by the intemal Revenue

mm‘lmmmeulnﬂtdambMdMum or {c) the IRS has notified me thet | am

no longer subject to baockup w
a nm-uaunmormus.mmmm

4. The FATCA codels) entered on this form (f any} indiosting that | am sxempt from FATCA reporting is correct.

Cortification Instruotions. You must oross out kem 2 above If you have besn notified by the IRS that you are ourrently
ummm«»mwmvwﬂmmmzmmm For morgage interest paid,

you have felled 10

subject to baokup withhokiing because

dmmm dabt, contributions 10 an individual retiremant

acquisition or armangement 0RA}, and mm-rm
other then interest and dividends, you are mnmummwu-mmmanwm Hl, later.
Sign

Here ummdp m’/ Date >

General Instructions

Section references are to the intemal Revenue Code uniess otherwise

Future For the iatest information about developments
related to Form W< and its instructions, such as legisiation enacted
after they were published, go to www.rs.gov/FormWe.

Purpose of Form
An individual or entity (Form W-0 requester) who is required to file an
inforrmation return with the IRS Must obtain your correct taxpayer
identihoation numijer (YIN) which may be your social ssourity number
(BSN), individual tixpayer identifioation number (ITIN), acioption
mmmmammmm
mwmmmmm mntpddbyou.crm
amount reportable:on an information retum. Exampies of information
retums inckude, buit are not imited to, the following.

o Form 1080-INT (interest samed or paid)

» Form 1000-DiV (dividends, inoluding those from stocks or mutusi
» Form 1008-MISC (various types of income, prizes, awards, or groes
proosads)

* Form 1069-B (stook or mutual fund sales and osrtain other
transactions by brokers)
* Form 1000-8 (prooseds from real astate transactions)
» Form 1000-K (merchant card and third party network transections)
* Form 1008 (home mortgage interest), 1008-E (student joan interest),
1008-T (tultion)
* Form 1090-C (osnosled debt)
« Form 1006-A (soquisition or abandonment of ssoured property}

Use Form W-8 only If you are a U.S. person (inoluding & resident
allen), to provide your correct TIN.

H you do not return Form W-8 1o the requester with a TIN, you might
::mmmmmamhmm.

Cat. No. 10231X

Form W=D (Rev. 10-2018)
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Mailing Service

Ste 350

2100 Golf R4

Rolling Meadows, IL 60008
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PROOF OF SERVICE

STATE OF ILLINOIS, COUNTY OF COOK

I am employed in the County of Cook, State of Illinois. I am over the age of 18 and not a party to
the within action. My business address is:

WorkCompEDI Inc., 2100 Golf Rd Ste 350, Rolling Meadows IL 60008.

On July 1, 2022 I served the foregoing document described as DOS: 6/22/2022 HCFA 1500,
PR2, Inland Metro Medical Group and Inc W9 on the interested parties in this action by sending via
U.S. mail the original aforementioned documents, addressed as follows:

[ X] Byplacing [ ] the original [ X ] true copies thereof enclosed in sealed envelope(s) addressed as
follows:

Law Offices Of, Workers Defenders Law Group

LAW OFFICES OF, WORKERS DEFENDERS LAW GR
751 S WEIR CANYON RD STE 157-455

ANAHEIM, CA 92808-1962

[ X] BY MAIL: I deposited such envelope in the mail at Rolling Meadows, State of Illinois with
postage thereon fully prepaid. I am readily familiar with the office's practice of collection and
processing correspondence for mailing. Under that practice it would be deposited with the U.S. postal
service on that same day with postage thereon fully prepaid at Rolling Meadows, State of Illinois in the
ordinary course of business. I am aware that on motion of the party served, service is presumed invalid
if postal cancellation date or postage meter date is more than one day after date of deposit for mailing in
affidavit.

[ X ] STATE: I declare under penalty of perjury under the laws of the State of California that the
above is true and correct.

Executed on July 1, 2022, at Rolling Meadows, Illinois.

(o

Y Carolina Gonzalez

PROOF OF SERVICE
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