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STATE OF CALIFORNIA
DWC DISTRICT OFFICE

E-COVER SHEET
REQUIRED FIELDS SHOWN BY "

Is this a new Case?* Yes (o) No () Location: |CTL

Companion Cases Exist|_| Walk Thru  Yes () No (o)
More than 15 Companion Cases | |

Date: ( MM/DD/YYYY)  01/16/2023

Case Number:* SSN(Numbers Only) 611493637
(o) Specific Injury (If Specific Injury, use the start date as the specific date of injury)
] _ 03/12/2022
() Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part 1 : 340 FINGERS Body Part2: 300 UPPER EXTREMITIE
Body Part 3 : Body Part 4 :
Other Body Parts :

Please check unit to be filed on ( check only one box )*

(& ADJ () DEU () SIF () UEF () SAU () INT () RSU

Companion Cases

Case 1:

O Specific Injury (If Specific Injury, use the start date as the specific date of injury)
() Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : Body Part 2 :

Body Part 3 ; Body Part 4 :

Other Body Parts :

Case 2:

Q Specific Injury (If Specific Injury, use the start date as the specific date of injury)
(O Cumulative Injury

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :




Case 3:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 4:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 5:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 6:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(START DATE: MM/DD/YYYY)

(If Specific Injury, use the start date as the specific date of injury)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :




Case 7:
() Specific Injury
() Cumulative Injury
Body Part 1
Body Part 3
Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 8:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 9:
() Specific Injury
() Cumulative Injury
Body Part 1
Body Part 3
Other Body Parts :

(START DATE: MM/DD/YYYY)

(If Specific Injury, use the start date as the specific date of injury)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 10:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :




Case 11:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 12:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 13:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 14:

(O Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(If Specific Injury, use the start date as the specific date of injury)

(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :




Case 15:

O Specific Injury (If Specific Injury, use the start date as the specific date of injury)
(O Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :




STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

Case Number

SSN 611493637

Amended Application

*Venue Choice is based upon:
() County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)
(") County where injury occurred (Labor Code section 5501.5(a)(2) or (d).)

(o) County of principal place of business of employee’s attorney (Labor Code section 5501.5(a)(3) or (d).)

* Enter the zipcode for the venue choice designated above, and then tab to
Hearing Location Field and choose the corresponding Hearing Location Code

92808

AHM

Injured Worker

First Name* ARTHUR
Ml
Last Name* ISRAYELYAN

Street Address 1 /PO Box*|11515 ROCHESTER AVE 204

Street Address 2 /PO Box

International Address

City* LOS ANGELES

State* CA

Zip Code* (Numbers Only) 90025




Applicant (If other than injured employee)

(O lnsurance Carrier

() Employer

() Lien Claimant

Name

Street Address 1 /PO Box

Street Address 2 /PO Box

City

State

Zip Code (Numbers Only)

Employer Information

(e)Insured () Self-Insured () Legally Uninsured

() Uninsured

Employer
Name*

DOOR TO DOOR VALET CLEANERS

Employer Street Address/PO Box*

9843 S SANTA MONICA BLVD

City* BEVERLY HILLS
State* CA
Zip Code* (Numbers Only) 90212




Insurance Carrier Information (if known and if applicable - include even if carrier is adjusted by
claims administrator)

Insurance

Carrier Name AMTRUST CONCORD

Street Address/PO Box PO BOX 89404
City CLEVELAND
State OH

Zip Code (Numbers Only) 44101

Claims Administrator Information (if known and if applicable)

Name

Street Address/PO Box

City

State

Zip Code (Numbers Only)




IT IS CLAIMED THAT :
1. The injured worker born* \08/06/1958 (Date of birth : MM/DD/YYYY)

, while employed as a(n) |TAILOR

Occupation at the time of inju
suffered a: ( Choose only one ) ( P jury)

(e)specific injury on |03/12/2022 (DATE OF INJURY: MM/DD/YYYY)

() cumulative trauma injury which began on

and ended on
(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

The injury occured at* 9843 S SANTA MONICA BLVD

(Street Address/PO Box - Please leave blank spaces between numbers, names or words)

BEVERLY HILLS " |CA 90212
(City)* (State)* (Zip Code)*
(State which parts of the body were injured)
Body Part 1 : 340 FINGERS Body Part 2 : |300 UPPER EXTREMITIES - NOT SP
Body Part 3 : Body Part 4 :

Other Body Parts :
2.The injury occurred as follows:

( Explain What The Worker Was Doing At The Time Of Injury And How The Injury Occured )
Field size limited to 325 characters

APPLICANT SERIOUSLY INJURED MIDDLE FINGER OF THE RIGHT HAND WITH THE
NEEDLE, HE WAS BLEEDING, COULD NOT CONTINUE HIS WORK AND WAS RELEASE
FORM WORK TO HOME BY THE MANAGER. THE INFLAMMATION WAS DEVELOPED AND
PAIN WAS AFFECTING THE ENTIRE UPPER EXTREMITIES

3. Actual earnings at the time of injury

Rate of Pay $ \ \ (OMonthly () Weekly (O Hourly
. . () Monthly
State value of tips, meals, lodging or other advantages regularly
received $ ()Weekly
Hourl

Number of hours worked per week. (JHourly
4. The injury caused disability as follows

Last day off work due to injury :

(MM/DD/YYYY)
First Period of Disability: Start date End date
(MM/DD/YYYY) (MM/DD/YYYY)

Second Period of Disability: Start date End date

(MM/DD/YYYY) (MM/DD/YYYY)




5. Compensation

Compensation was paid : () Yes (e)No

Total paid:

Weekly rate(s):

Date of last payment:

(MM/DD/YYYY)

6. Has the worker received any unemployment insurance benefits and/or any unemployment
compensation disability benefits (state disability) since the date of injury?

() Yes (O)No
7. Medical treatment
Medical treatment was received : () Yes (ONo

All treatment was furnished by the Employer or Insurance Carrier : () Yes ()No

Date of last treatment

. . (MM/DD/YYYY)
Other treatment was provided/paid by:

(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDICAL CARE)

Did Medi-Cal pay for any health care related to this claim ? : () Yes ()No

Names and addresses of doctor(s)/hospital(s)/clinic(s) that treated or examined for this injury,
but that were not provided or paid for by the employer or insurance carrier:

Name of Doctor/Hospital/Clinic 1.
Field size limited to 80 characters

Name of Doctor/Hospital/Clinic 2.

Field size limited to 80 characters

8. Other cases have been filed for industrial injuries by this employee as follows:

Case Number 1

Case Number 2

Case Number 3

Case Number 4




9. This application is filed because of a disagreement regarding liability for:

Temporary disability indemnity Permanent disability indemnity
Reimbursement for medical expense [/|Rehabilitation

Medical treatment [/]Supplemental Job Displacement/Return to Work
/|Compensation at proper rate

Other (Specify) |ALL OTHER BENEFITS

Is the Applicant Represented?:  (e)Yes  ()No if "No", applicant is to sign and date below.

if "Yes", applicant’s representative is to complete the following and is to sign and date below
(e)Law Firm/Attorney () Non Attorney Representative

Law Firm or Company Name(If Applicable)

WORKERS DEFENDERS ANAHEIM

Law Firm Number (If Applicable) 13792552

Attorney/Rep First Name NATALIA

Attorney/Rep MI

Attorney/Rep Last Name FOLEY

Street Address/PO Box 751 S WEIR CANYON RD STE 157-455

City ANAHEIM
State CA
Zip Code (Numbers Only) 92808

Applicant Attorney / Representative

. S NATALIA FOLEY
Signature

Applicant Signature

Dated at |/ANAHEIM , California Date 101/16/2023

City (MM/DD/YYYY)



INSTRUCTIONS

FILING AND SERVICE OF A DECLARATION OF READINESS IS A PREREQUISITE TO THE SETTING OF A CASE
FOR HEARING.

Effect of Filing Application

Filing of this application begins formal proceedings against the defendant(s) named in your application.
Assistance in Filling Out Application

You may request the assistance of an information and assistance officer of the Division of Workers'
Compensation.

Right to Attorney

You may be represented by an attorney or agent, or you may represent yourself. The attorney's fee will be set by
the Workers' Compensation Appeals Board at the time the case is decided and is ordinarily payable out of your
award.

Filling Out Application

For "amended" applications, the venue choice must be the same as that specified on the original application,
unless an order changing venue has issued. A street or P.O. Box address within the United States must be entered
for the place where the injury occurred. Therefore, if the injury did not occur at a fixed or identifiable location

(such as a field, a highway, or on water), or if the injury occurred outside of the United States, the employer's
business address or another appropriate address must be specified; however, a short explanation regarding the
place of injury may be appended to the application. If medical treatment has been paid for by Medi-Cal,

Medicare, group health insurance, or a private carrier, please specify.

Service of Documents
Your attorney or agent will serve all documents in accordance with Labor Code section 5501 and the Workers'

Compensation Appeals Board's Rules of Practice and Procedure.

If you have no attorney or agent, copies of this application will be served by the Workers' Compensation Appeals
Board on all parties. If you file any other document, you must mail or deliver a copy of the document to all parties
in the case.

IMPORTANT!

If any applicant is under 18 years of age, it will be necessary to file a Petition for Appointment of Guardian ad
Litem. Forms for this purpose may be obtained at the district office of the Workers' Compensation Appeals Board,
or by calling the district office and requesting this form.


















E-FILER: NATALIAFOLEY, ESQ
UAN: WORKERS DEFENDERS ANAHEIM
ERN: 13792552
ADDRES: WORKERS DEFENDERS LAW GROUP
751 S Weir Canyon Rd Ste 157-455 Anaheim CA 92808
TEL 714 948 5054/; FAX 310 626 9632/ EMAIL: NFOLEYLAW@GMAIL.COM

PROOF OF SERVICE
State Of California
County of Los Angeles

I am employed in the county of Los Angeles, State of California.

I am over the age of 18 years and not a party to the within action; my business address is:
751 S Weir Canyon Rd Ste 157-455
Anaheim CA 92808

I am readily familiar with the firm's business practice of processing correspondence for mailing. In the
ordinary course of business, the correspondence would be deposited with the United States Postal Service
on that same day with postage thereon fully prepaid at my business address above. | 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 the date of deposit for mailing as listed.

On 1/16/2023 | served the foregoing documents described as:

APPLICATION FOR ADJUDICATION; DECLARATION 4906
VENUE AUTHORIZATION; FEE DISCLOSURE
APPLICATION VERIFICATION ; FORM DWC1

on the interested parties in this action, by placing a true copy thereof in a sealed envelope with postage
thereon fully prepaid, in the United States Mail at my address stated above, addressed as follows:

PARTIES SERVED:

WCAB (AHM) Door to Door Valet Cleaners
1065 N PACIFIC CENTER DR STE 170 9843 S Santa Monica Blvd
ANAHEIM CA 92806 Beverly Hills CA 90212
Joseph A. Wazir, Esq. IONA COLLIER

Llarena, Murdock, Lopez & Azizad, APC AMTRUST CONCORD
505 East Colorado Boulevard Suite 200 PO BOX 89404
Pasadena,CA 91101 CLEVELAND OH 44101

I declare under penalty of perjury under the laws of the State of California that the foregoing is true and
correct.
Executed on: 1/16/2023 at Los Angeles, CA

By IRINA PALEES,
Legal Assistant to Attorney
Natalia Foley, Esq



State of California
Department of Industrial Relations
DIVISION OF WORKERS™ COMPENSATION

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

Estado de California
Departamenio de Relaciones Indusiriales
BIVISION DE COMPENSACION 41 TRABAJ4DOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL

TRABAJADOR (DBC 1)

Employee: Complete the “Employee™ section and give the form o your
emplover. Keep a copy and mark it “Employee’s Temporary Reeeipt” untit
vou receive the signed and dated copy from your emplover. You may call the
Division of Workers™ Compensation and hear recorded information at (300)

Empleado: Complere la seccion “Empleado™ y entregue la forma a su
empleador. Quédese con la copia designada  “Recibo  Temporal del
Empleade” hasta que Ud. reciba la copia firmada v fechada de su empleador.
Ud. puede liamar a la Division: de Compensacion al Trabajador al (806) 736-
7401 para oir informacién gravada. Una explicacion de los beweficios de
compensacion de trabajadores estd incluido en la Notificacion de Posible
Elegibilidad, que es la hoja de portada dz esta forma. Separe v giarde esta
notificacion como referencia para el futiro.

736-7401. An explanation of workers' compensation benefits is included in

the Notice of Potential Eligibility. which is the cover sheet of this form.
Detach and save this notice for future reference,

You should also have received a pamphlet from vour employer describing
workers” compensation henefits and the procedures to obtain them. You may
receive written notices from your employer or its claims administrator about
your laim. I vour claims administrator offers to send vou notices

iid. tambien deberia haber recibido de su empleador wn folleto describiendo
los benficios de compensacion al irabajador lesionado v los procediniestos
para oblenerios. Es posthle que reciba notificaciones escriras de su
empleador o de su admiistrador de reclamos sobre su reclamo. Si su
adminisirador de reclomos ofrece eiviarle notificaciones elecirsnicamente, y
usted acepta recibir estas notificacionzs solo por corveo ¢lecirénico, por
Jevor proporcione su direccion de correo elecirdnico abajo v marque la caja
apropada. Si usied decide después que quiere recibiv las notificaciones por
correo, usted debe de informar a su empleaclor por escriio.

electronically, and you agree to receive these notices only by email, please
provide vour email address below and check the appropriate box. If vou later
decide vou want to receive the notices by mail. vou mwst inform your
employer in writing.

Ay person who mokes or catses o be made any knowingh fulse or
frawdulent auteriag statement or material representation for the

Foda agirela persona gque a propositu haga o cause gue se produrea
cuatquice declaracion o representacion material falsa o traadulenta con

purpose of obtainitg or denving workers” compensation benetits or
payments is guilty ot a telony,

et fin de abtener o negar beneficios o pagos de compensacion a
trabagadores lesiomados ey culpable de un erimen mavor “felonia™,

Employee—complete this section and see notc above

{. Name. Nombre. ARTHUR ISRAYELYAN
2 Home Address. Direccion Residencial 11515 Rochester Ave #204
3. City. Ciudad _10s Angeles State. Estado CA 90025
4. Date of Injury. Fecha de la lesion (accidente). 03/ 12/ 2022 Time of Injury. Hora en gue ocurrio. am. 2 pm pm
5. Address and description of where injury happened. Direcciéiiugar donde occurio el accidente. b843 S Santa Monica Blvd

Beverly Hills CA 90212
6. Describe injury and part of body affected. Describa la lesion y parte del crerpo afectada. __Applicant seriously injured middle finger of the

right hand with the needle, he was bleeding, could not continue his work and was release form work to home by the manager. -
7. Social Security Number. Ntimero de Seguro Social del Empleado. __611-49-3637

Empleado—complete esta seccion y note la notacién arriba.
Today’s Date. Fecha de /lov. 01/16/2023

Zip. Cédigo Postal.

8. L Cheek if vou agree to receive notices about vour claim by email only. i larque si usted acepta recibir notificaciones sobre su reclumo solo por correo

elecrénico. Ymployee’s e-mail. Copreo electronico del empleado.
. . - . . g .

You will receive benefit notices by regular mail if you do not choose, or

;{g{ claims administrator does not offer. an clectronic service option.  Usted recibira
notificaciones dz beneficios por correo ordinario si usted no escoge. o s wfistrador de reclamos no le ofrece, una opcion de seivicio electrisico.

9. Signature of employee. Firma del enpleads.

—

Employer—coniplete this seetion and see note below. Empleador—complete esta seccion v note la notacion abajo.

10. Name of employer. Nombre del empleador.

11. Address. Direccion.

12. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesion o accidente.

13. Date claim form was provided to employee. Fecha en que se le eniregd al empleado ta peticion.

14. Date employer recetved claim form. Fecha en que el empieadn devolvié la peticion al empleador.

15. Name and address of insurance carrier ov adjusting agency. Nombre y direccicn de la compaiio de seguros o agencia adminstradora de seguros.

16. Insurance Policy Number. EI mimero de la péiiza de Seguro.

17. Signature of employer representative. Firma del representante del empleador.
18. Title. Titulo.

19. Tetephone. Teléfono.

Empleador: Se requicre que Ud. feche esia forma y que provéa copias a su
compuafiia de seguros, administrador de reclamos, o dependienterepresentante de
reclamos v al empleado que hayan presentado esta peticion denwro del plazo de
un dia hdbil desde 2} momento de haber sido recibida la forma del empleado.

El FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSARILIDAD

Employer: You are required to date this form and provide copies to your insurer
or claims administrator and to the employee. dependent or representative who
filed the clain within one working day of receipt of the form from the employec.

SIGNING THIS FORM [S NOT AN ADMISSION OF LIABILITY
Dlimpln_ver copyCopsa del Empleador D‘:Tmplﬂyee copy/Copma del Empleado DCInims Admunistrator/ddmmistrador de Reclamos D'l‘emporary Receipt:Reciho dot Lmpleads

Rev. /172016




