Sedgwick Claims Management Services, Inc. .
P O Box 14450

Lexington, KY 40512-4450 .
sedgwick.

Phone: (562)981-1700
Fax: (562)981-1760
10/30/2023

Alberto Hernandez
11673 Hummingbird Pl
Moreno Valley, CA 92557-6161

RE: Employee: Alberto Hernandez
Employer: Reyes Coca-Cola Bottling, LLC ADJ18320937
Claim Number: 23RH008790
Date of Injury: 10/07/2023

NOTICE OF DENIAL OF CLAIM FOR
WORKERS’ COMPENSATION BENEFITS

Sedgwick is handling your workers’ compensation claim on behalf of Reyes Coca-Cola Bottling, LLC. This
notice is to advise you of the status of disability benefits for your workers’ compensation injury on the date
shown above.

E After careful consideration of all available information, we are denying liability for your claim of injury.
Workers’ Compensation benefits are being denied because there is no substantial medical evidence to
support your allegations of Cumulative 12/01/2022 - 10/07/2023 alleging stress & strain due to
repetitive motion; circulatory system, digestive, excretory & musculo skeletal system as a result of your
employment with Reyes. There is no substantial evidence to support aoe/coe.

D A copy of the report is attached to this notice.

EI After careful consideration of all available information, we are accepting liability only for your claim of
injury to . Liability is being denied for because .
D A copy of the report is attached to this notice.

For claims reported on or after April 19, 2004, regardless of the date of injury, if you submitted a claim form
to your employer or claim administrator, Labor Code section 5402 {c) provides that within one working day
after you file the claim form, the employer shall authorized the provision of all treatment, consistent with the
applicable treating guidelines, for the alleged injury and shall continue to provide such medical treatment
until the claims administrative accepts or denies liability for the claim. Until the date the claim is accepted or
rejected, liability for medical treatment under this Labor Code section shall be limited to a maximum of ten
thousand dollars ($10,000).

Unless you have done so already, you should immediately send me all medical treatment bills for
consideration of payment for medical services provided between the date the completed claim form was
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given to the employer and the date that liability for the claim is rejected.

D If you disagree with the decision to deny your claim and wish to obtain a comprehensive medical
evaluation, enclosed is a form that you must submit to the state Division of Workers’ Compensation (DWC)
within 10 days to request a panel of three Qualified Medical Evaluators (QMEs). If you do not submit the
form within 10 days we will have the right to submit the form. In addition, within 10 days after the DWC
sends you a panel, you must choose a QME from the panel, make an appointment to be examined by the
QME, and inform me of your choice and appointment time. If you inform us of your choice but you do not
arrange the appointment, we will arrange the appointment. If you do not inform us of your choice, we may
choose the QME who will examine you and arrange the appointment.

E] We the comprehensive medical evaluation of and . If you choose to dispute this decision you
may file an Application for Adjudication of Claim with the Workers’ Compensation Appeals Board (WCAB).

D Since you have already received a comprehensive medical evaluation, if you disagree with the decision to
deny your claim, please contact me Judith Kershner (602)906-3667 to arrange to return to the same medical
evaluator for a new evaluation.

B4 1f you are represented, you may contact your attorney with any questions.

Additional information may be found in the publication Workers’ Compensation in California: A Guidebook
for Injured Workers. A complete copy of the Guidebook may be obtained at the website of the Division of
Workers’ Compensation (see URL below) or by contacting an Information and Assistance (1&A) Officer of the
Division of Workers’ Compensation. Chapters 2, 4 and 9 of the Guidebook contain information addressing the
determination of liability for a workers’ compensation claim and the QME process.

Guidebook for Injured Workers:
http://www.dir.ca.gov/injured WorkerGuidebook/InjuredWorkerGuidebook.htmi

Chapter 2: After You Get Hurt on the Job
htip:/fwww.dir.ca.gov/injuredWorkerGuidebook/Chapterl pdf

Chapter 4: Resolving Problems with Medical Care and Medical Reports:
htip-//www.gir ca.gov/injuredWorkerGuidebook/Chapterd.pdf

Chapter 9: For More Information and Help
hitp:/Awww. dir.ca.gov/injured WorkerGuidebook/ ChapterS.pdf

The State of California requires that you be given the following information:

You have a right to disagree with decisions affecting your claim. If you have any questions about the
information provided to you in this notice, please call me Judith Kershner (602)906-3667. You also have the
right to be represented by an attorney of your choice. However, if you are represented by an attorney, you
should call your attorney, not me Judith Kershner (602)906-3667.

For information about the workers’ compensation claims process and your rights and obligations, go to
voww.dir.ca.gov or contact an Information and Assistance (1&A) Officer of the State Division of Workers'’

Compensation. For recorded information and a list of offices, call (800)736-7401.

Keep this notice. It contains important information about your workers’ compensation benefits.
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Sedgwick cannot agree at this time to provide notices electronically via email.

Sedgwick manages claims for Indemnity Insurance Company of N America on behalf of Reyes Coca-Cola
Bottling, LLC.

We value your privacy. For more on what personal information we may collect, how we may use this
information and other important areas relating to your privacy and data protection, please read our privacy
notice www.sedgwick.com.

Sincerely,
Judith Kershner
Claims Examiner

Enclosures

(I:] ) Medical Reports(s) {if applicable)
(X ) QME Panel request form {QME Form 105 and attachment) {to unrepresented employees)

cc: File
Reyes

Shruti Baweja
Natalia Foley
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State of California, Division of Workers® Compensation
REQUEST FOR QUALIFIED MEDICAL EVALUATOR
PANEL
{Unrepressnted Employeas)

TC REQUEST A QUALIFIED MEDICAL EVALUATOR {QME) PANEL FOR AN UNREPRESENTED EMPLOYEE:

4. Complete this form {print or type the information}. Sign and date at bottom.

2. If the request is made to determine if the injury is work-related, include a copy of the claims
administrator's notice that the ciaim was denied, or 2 copy of the claims administrator's request for an
avaluation.

3. Compiste the attached Proof of Service.

4. For Employee: Mail the completed signed form and Proof of

Service to: Division of Workers' Compensation - Medical Unit
P.O. Box 71010, Oakland, CA 9482
{510} 286-3700 or (800} 784-6300

5. For Empioyee: Mail or deliver a signed copy of the form and Proof of Service to your Claims Administrator.

6. For Claims AdministratorDefense Aitorney: Mail the compileted signed form, attach a copy of the written
objection te an opinion of a treating physician, and Proof of Service, to the Medical Unit with a copy
served to the Employee. .

Ranusaih T
Oate of Injury: Claim Number: Specialy Requested:

Reguesting Paity: E}Emyio‘yee Claims Administrator Bmuse Aftorney

St pindy ONE it rg}

To detaning if the injury is wark-related (aitach claims admisistrator’s notics that claim was denied or 3 copy of the
claims administrator's reguest for an evaluation).
biection (o Primary Traating Physician’s detarmination regacding teamporary disabilily, permanant disabilty, or the

sad for future medical care,
t ork injury ciaim is accepted for one or mare body parts, thees is a dispute over additional body parts.
iher {specify nom-madics! rosiment dispele):

First Name: Migdle initiah Laat Narme;
Sirpet Address or PO, Box
City: Sate . Jip Code:

it currently not living in state, anter the California zip code on date of injury:

If nevar resided in simte, anier the California Zip code agread on for the evaleation:

Bl iR Aduiiat ok i
Employer: _ Zip Code of Employes:

Cigimes Adminisirator Cornpany Name: Adjuster’Conlact Name {if known)

Street Address or P.Q, Rox s
Gty Simte: Zig Cade: Phane No.:
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PROOF OF SERVICE

Instructions:
1.Compiete the Proof of Service.
2. For Employee: Mail the completed signed farm and Proof of Ssrvice to:
Division of Workers' Compensation - Madical Unit
P.O. Box 71010, Oakland, CA 94612
{510) 286-3700 or {800} 784-6900
3. For Empioyes: Mail or deliver 2 signed copy of the form and Proof of Service to your Claims Administrator.
4. For Claims Administrator/Defense Attornay: Mali the completed signed form attach a copy of the written
objection to an opinion of a treating physician, and Proof of Service, fo the Medical Unit with a copy served to
the Empioyes. '

| deciare that | am a resident of or employed in the county of . California; | am over the
age of eighieen years.

On .1 served the aftached completed Foan 105 on the fcliowing parties:

hy mail {o:

Name of Empioyee or Clairns Administeator

Stee! Address

City, State, Zip code

by hand-delivery to:

Name

Stest Address

City, State, Zip code

&

| deciare, under penalty of perjury under the jaws of the State of California, that the foregoing is true
and correct.

Exectited on_ . at . California

Type or Print Name:

Cicavn mbserm
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MD:DO SPECEALTY CODES
MAA Aneaxmhesiology

MAI  Allergy & Immunology

MPA Pais Madicine

MDE Degmatology

AMAl  Dermatoiogy - Allergy & Immunolegy
MEM Emergency Madizine

MTT Emergency Medicme - Toxicalogy

MFP  Famtly Practice

MPM Generzl Preventive Medicine

MTT General Preventive Medicine - Toxicology
MMM Taternal Medicine

MAT  Infernat Medicice- Allergy & tmmusology
MME Tnternal Madicina - Endoctinology Diabetas & Metaboliam
MMG Internal Medicine - Gastroetierslogy
AIMHE Internal Madicine - Hematology

MMI Infernal Medicige - Infectious Disease
MMOQ Internal Medicine - Medical Oncolegy
MMN internaf Medicine - Nephrology

MMP Internal :\iedi::inejﬁ;ﬁltsz&uj' Digrase
MMR Intersal Medicine - Rheumatology

MPN Waurelogy

MPA Newsolegy - Pain Medicius

MNS Neurologieal Surgery {other than Spined
MNB Neurological Surgery- Spine

MOG Obstewics & Gyvaccology

MOQ Medicine Otherwise Qualifred

MPO Occupationsl Medicine

MTT Oocspations) Medicine - Towucclegy

MOP Ophthaimclogy

MOS Onthopedic Surgery (oiher than Spine or Hand}

KENB Orthopedic Surgery - Spine

MHEH Dcthopedic Surgery - Hand

;\-‘:"E‘C‘f QOiolaryngalogy

JiiA Psthology

MPR  Physicsl Medicine & Rehatelntation

MPA Physical Xedicine & Kehabilitanion - Pair Medicine

MPS  Plastic Smgery {ather thae Hand}
MHH Plastic 3wrgery- Hand

MPD  Psychiatry {ather than Pain Medicmme}
MPA  Povchiatry - Pain Medicine

AMSY  Surgery {other than Spine or Hand)
MHH  Surgery - Hand

MSG Surgery- Genaral Vaseular

MTS Thoracio Susgery

MUY Urology

NON-MD:DO SPECILLTIES CODES
ACA  Acupunctare
DCH  Cheroprastic
DEN Dentistey

OPFT Optometry
POD Podiatey

PSY Psychology

Danot file this page with your form!
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HOW TO REQUEST A QUALIFIED MEDICAL EVALUATOR
IF YOU DO NOT HAVE AN ATTORNEY
{Attachment fo Form 185
The porpose of a Qualified Medinat Eveloator (QME) exanuaation is 1o obtai 2 second medical opinion fo help resolve disputed
wedical 1ssues m your workers' campensation claum(s). I you are an injured worker who s not represented by an atlorney, use
QME Formw 103 10 obtamn a pasel of three QMESs, one of which will examine you in the event there 15 » dizagrazment over some
of the opintvas of your steating pliysician or there 15 8 need to detevpume if the clalmed impusy is work related. The QME repent
must discuss all of the dispised and voresoived issues in vowr claim that need a medical opinton An inpwred worker has the fiost
oppovtuaily to choose the type of physician so perforn she exam. If you are an injured wonker requesiing 3 QME panel, write the
wedical specialty you prefer for the QME whece indicated, complate the rest of the form. date and siga it, and reruanat to the
DWC Medical Fnit. You are reqgired to send s copy of vour compieted Forn: 17 te the employer/msurer as well. 1 you do net
reqguest 3 panel within ten (18) davs of being asked te do sa by the employerinsurer, then the employerinsurer has the
right to request the panel and chovse the medical specinity. The employer/meuser gaay not submst Form 105 vetdd ten (10}
days have passed after the form was given to the injuwred warker with the insnuction 10 send the rompleted form to the DWC
Medical Uit

After vou recerve the panel list nf three QME names. you must select & doctor frony the hist snd make on sppomtnent with the
chiosen physician. If yor do not select a QME frora the panel, schedule an appeintaent with the QME ane inform the erployes’
insurer of the choice within 19 days of the date the Medical Unit ixsned the panel, vou may lose the right o choose the QME
and the examn date. Afer the examination is scheduied, vou must tell the smploverinsurer the jime and date of yous appoinhnent.

In oo wwepresented cass, the Medizal Lt maust tssue a panel within twenty working duys of its reczipt of a ragquest 3o issuE R
QME panel, or you may select say QME of vour chodce ta do the sraluxtion withn a reasanable geographic distance from your
hoe. Isstructtons for completing she form are discassed m the tabie below.

Fedd dpsmuctian Reguined or Not
Drate of Bopory Insert the dase the mjury occurred. If this is cumulative trauma injury, insers the ast date of|  Peguired

expasure of or the last date of work. Use MMDDYYYY for the date.

Claun nuaber Thus 1s the sunsher assignad to the clrum dy the claims admmntstrator. Requured
Speciaity requesied Insert the specislty of the {JME requasted w perfarm the exammation. Usze the three Iester Fegutred

code from the st attached to form 103,

Requesting party Chesk the sppropriate box to indirase who is requesting the evaluation. Reguired

Reason e QME pane] |Indicate why the sxasamation 1s bring reguested. The boxes in this secticn mdicate the part|  Required
s beanyg requested of the Labor Code that describes the 1ypes of examinations. An exam to determine whether
the wjury s work refated is a comapensabihiy examination uader section 4068 An
sxamnnation to datermine the exteat of permancat disability is & promanent dsabifiey
dispute ander 3081 Any other type of dispuic 1s nnder section 40482,

Employes mfonnation |This section asks for the name sad address of the mjured wagker. This ¢s important because eguired
Secton panels are created 1w part based on the locatton of the mpazd worker If she injured worker

o longer lives in Californis of aever jived m Caklifornua there i5 & section 10 state the zp

mode for the pagel.
Employes and clans | This section asks for the name of the ernplover and the name and address of the claims Regutred
dmanistraior administrator {insusance company or third-pary admimstrator, for example) and the aame
wfavation of the person handling
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Signatnre and date The regeustor must sign e fonm where indicated. fnsert the date tae foam 15 Requured
completed. (g2 the MMDDYYYY format.

Proof of Service Anached 1o the form is a proof of service which must be served along with the form. The squired
purpose of the declaration of service is to show the people served with the form Fill omt
thie proof of service, sign where indicated. and mail 1o the partizs along with the form.

f theve is a need to deteomine if the infuey is caused by woek. thea you must aftech the noice sent 10 the other side requesing an
exaninstion to determine whether the injury is the responsibility of worbers' compensation or attach & copy of the claim’s
adnyinistrator's notice that the claim was danied. I vou are the clains adnunistrator sequesting a QME panel 10 resolve a dispute
under Labos Code section 4061 or 4042, vou muss atiach a written objection indicating the 1dentny of the promary treating
phiysician, the date of the primary treating physician's repnrt that is the subject of tha absecton and 2 description of the medical
dispute detenminntion that requires 8 comprehensive medicaldlegal report to sewolve. Examples of what should be attached to the
form include an objection of ihe claims examines to a determination of ihe sreating phys - and requesting e njured worker
to raquest a QME panel.

After you recesve the medical evalustion Fom the QME. you will have the opporiumuty o ask the evahuator fo correct factual
asvors or omdssions in the report sader section 37 of the QME nules. Under seetion 37, you or the claims adaunistratoy, o their
reprassniative, may wse this procediae to have the exarunes review facts contained in medical records that were o the
exaniner's possession at the time of the svaluanons thar are “capable of verification from written zecords submitted 1o a panel
QME " To request a factiua] correction, you can obrain the fonn at www dir.on sovidwe/forn or goptnot vory fvesl

any quesitons abouf completing s foru:. please oo cithe Infesmation asd Assisiaase Oicsrs

Comnpensatgnaifice

Do not file these instructions with your form!
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Explanation About Statute of Limitations as it may Affect Your Entitiement to
Workers’ Compensation Benefits

You should know that there are time limits on collecting workers' compensation benefits known as the
“Statute of Limitations.” Your claim has been denied after careful consideration of all available
information. The statute of limitations will affect your entitlement to all workers compensation benefits
if claimed more than one year from the date of the denial of your claim.

If you contest this determination, an “Application for Adjudication of Claim” form must be filed with
the Workers’ Compensation Appeals Board within one (1) year from the date of the attached “Notice
Regarding Denial of Workers’ Compensation Benefits” pursuant to Labor Code Section §5405 (a).

Failure to file an Application for Adjudication of Claim within this timeframe could result in the loss of
any further legal remedies available to you.

If you need assistance, you have a right to contact the local Information and Assistance office of the
Division of Workers’ Compensation. For recorded information and a list of offices, call (800)736-7401.

You may also visit the DWC website at: http://www.dir.ca.gov/DWC/dwc_home page.htm or consult an

attorney of your choice.
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