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Glendale, CA
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Date of
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Excer pt

08/09/07

135, 209

Dreamwcaver Med
Grp

Progress Note - Adult

Hx of injury: Patient states, “‘ Slipped on a piece of cucumber
and felt onto concrete ground/pavement. Patient states that
this afternoon she slipped and fell onto her left hip from
ground level. Patient now states that she has pain in her |eft
hip, left knee, and left ankle. The ankle being the most
painful area. She has pain in. BP: 116/78. Wt: 210 Ibs. Exam:
Extremity: Patient was positive for tenderness at the left hip,
left knee, left ankle (medial lateral malleolus). ROM: Active
and passive of movement at all limits due to pain. Dx: Left
hip, knee, ankle pain. Findings and diagnosis consistent with
patient's account of injury or onset of illness. Plan: Naprosyn
500 mg BID PRN pain. Ice packs. X-ray. RTC in 3 daysfor
f/u. Off work until 08/15/07. F/u on 08/14/07.

08/09/07

163

La, Dan, D.O.

Dr's 1st Rept of Occupational Injury/lliness

DOI: 08/09/07. Hx of injury: Patient states, “* Slipped on a
piece of cucumber and felt onto concrete ground/pavement.
Patient states that this afternoon she slipped and fell onto her
left hip from ground level. Patient now states that she has
pain in her left hip, left knee, and left ankle. The ankle being
the most painful area. She has pain in. BP: 116/78. Wt: 210
Ibs. Exam: Extremity: Patient was positive for tenderness at
the left hip, left knee, left ankle (medial lateral malleolus).
ROM: Active and passive of movement at al limits dueto

pain. Dx: Left hip, knee, ankle pain. Findings and diagnosis




consistent with patient's account of injury or onset of illness.
Plan: Naprosyn 500 mg BID PRN pain. Ice packs. RTCin 3
days for f/Ju. RTW/modified duty from 08/08/07.

08/10/07

194- 199

Pacific Med Imaging
and Oncology Ctr

Radiology/Diagnostics

X-rays of Left Knee, Ankle, Hip and Pelvis. X-ray of Left
Knee. Impression: 1) Generalized demineralization. 2)
Suspect small 1oose body within the central joint. 3) No acute
fracture or subluxation is demonstrated. X-ray of Left Ankle.
Impression: 1) Old post-traumatic changes of the malleoli s/p
prior ORIF. 2) Thereis secondary deformity and secondary
osteoarthritic changes at the distal tibia and talus. X-ray of
Left Hip and Pelvis. Impression: Negative study.

08/14/07

134, 165,
208

Dreamwcaver Med
Grp

Progress Note - Adult

Patient presents for f/u. Patient states she isfeeling
moderately better. Still swollen left ankle. Patient states she
isjust lying in bed for 4 days. Naproxen showed relief.
Shoulder is better. BP: 130/80. Wt: 210 Ibs. Exam: Left
ankle, left knee and left hip and gait with cane. Tenderness
noted while walking. OA of left knee and left ankle. STS of
left ankle. S/p fracture and fixation of left ankle. Assessment
and Plan: Left ankle sprain. Ultram 25 mg. PT because of old
fracture. Left knee pain. Left hip pain. Naprosyn. Ultram. PT
for 2 weeks and MRI of left knee. Wear splint and use cane.
RTC in 2 weeks. RTW/modified duty. Restrictions. Sitting
mostly. Limited driving to and from work. No continuous
walking or prolonged standing. Must be sitting the majority
of the shift. F/u on 08/27/07.

08/27/07

133, 164,
180, 207

Dreamwcaver Med
Grp

Progress Note - Adult

Patient presents for f/u. Patient presents with | eft
knee/ankle/hip injury. Patient has taken only 2 Naproxen and
patient has relief. Patient was bedridden for 2 days. X-rays
show small loose body with the central joint line, left knee.
Still has pain and swelling in left knee. Right knee also weird
feeling for 1-1/2 weeks. BP: 140/80. Wt: 214 |bs. Exam:
General: Overweight. Mildly edematous left knee and ankle.
Assessment and Plan: Left knee sprain with swelling. MRI of
left knee to r/o meniscal tear. PT of right knee/ankle. RTC 1
week for f/u. PT for 1 week and MRI of |eft knee. RTCin 2
weeks. Off work until 09/04/07. F/u on 09/04/07.

08/30/07

23

\WC Claim Form (DWC 1)
DOI: 08/09/07. Hx of injury: Employee slipped on a piece of
cucumber and fell into concrete pavement.

09/04/07

147- 151,
175- 178,
181

Jung, Kenneth,
M.D.-Kerlan — Jobe
Ortho Clinic

Initial Orthopedic Consultation
DOI: 08/09/07. CC: Condition in left ankle. HPI: Patient
presents for evaluation of left ankle injury sustained on

08/09/07. Patient reports slipping on a piece of cucumber and




falling. She injured her knee and ankle. She was initially seen
and given a cane and a prescription for Naprosyn. She has
been using an elastic ankle brace and taking anti-
inflammatories as needed. She reports sharp, achy, cramping,
incapacitating pain. It bothers her all day. It hurts her most of
the day. Thereis swelling, tenderness, and giving way. It
hurts her when she does exercises such as driving and
walking. Her history is significant for aleft ankle fracture
sustained about 14 years ago. She underwent an open
reduction and internal fixation. Thisinjury did not occur at
work. It occurred after she fell down some stairs. Exam:
Examination of the left ankle and foot reveals well-healed
incision. She has limited ankle dorsiflexion and plantar
flexion. Sheis hesitant due to pain. She also is hesitant to
inversion and eversion on examination. She also reports pain
to palpation over the midfoot and forefoot. Patient has
brought in outside films obtained on 08/10/07. Radiographs
show hardware in the ankle. There appears to be extensive
degenerative changes including anterior osteophytes of the
tibia and talus. At KJOC Pasadena | ordered and interpreted
AP, lateral, and obligque views of the left foot aswell asa
mortise ankle view. Radiographs show extensive
degenerative changes in the ankle joint Intact hardware.
There is extensive anterior spurring. No fractures are seen in
the foot or midfoot. Physician's review of medical records.
Dx: 1) Left ankle posttraumatic arthritis, s/p open reduction
and internal fixation ankle fracture. 2) Industrial injury
secondary to fall. 3) Ankle pain after industrial fall. Plan:
This patient does not appear to have any acute injuries after
her most recent fall. She most likely exacerbated a pre-
existing condition, posttraumatic arthritis. Sheis currently
wearing an elastic ankle sleeve. | would recommend the use
of alace-up ankle brace that provides further support. She
has been provided with one today. She can be weightbearing
as tolerated. She reports she is scheduled to see Dr. Ralph
Gambardella with regardsto her left knee on 09/10/07. Work
Status: | would keep this patient temporarily totally disabled
until her office visit with Dr. Ralph Gambardella on
09/10/07. After that point patient is cleared for sedentary
work.

09/10/07

152- 162,
166- 174,
19

Gambardella, Ralph,
M.D.

Comprehensive Orthopedic Evaluation

Patient presents here today for comprehensive orthopedic
evaluation or treatment regarding an injury to her left knee
that she sustained on 08/09/07. History is obtained today
from direct interview of patient as well as review of records

that are available. These are records from Dr. Jung. Patient




was employed by D'Veal Family and Y outh Svcs and states
that she slipped on a piece of a cucumber, falling. Patient at
the time felt that she fell on her entire Left side, the ankle
being the most painful. When asked today, thereisno h/o
direct blow. Patient again is unsure, but she thinks she just
landed on her |eft side. Patient, however, has persisted with
some discomfort in the left knee, some overall irritability and
had onset of swelling. She c/o the swelling with activities
and the pain pattern which is diffuse as tenderness more on
the medial side than on the lateral side. ROM: Flexion: Left:
125 degrees. Inspection/Palpation: Left knee: Distal
quadriceps tenderness. Media and lateral patellar facet
tenderness. Patellar tendon tenderness. Medial epicondylar
tenderness. Medial joint line tenderness. Medial tibia
tenderness. Lateral joint line tenderness. Effusion. Patellar
crepitusin right and left. X-rays: We have outside x-rays
available for review, AP and lateral. It isunclear if thisisa
weightbearing view, which shows no specific joint space
non-owing with very minimal osteophyte formation in the
medial compartment. An AP of right and left knees and a
sunrise of right and left knee is ordered, seen and interpreted
here today by me at the Kerlan-Jobe Clinic in Pasadena,
show first of al in the sunrise view there is some increased
patellar tilt bilaterally with narrowing of the lateral facet
space consistent with early chondromal acia patellofemoral
joint right and left knees. Then on the AP standing views,
there is some early osteophyte formation of both left and
right knees. The left knee shows 1-mm joint space narrowing
with also some intercondylar notch spur formation and also
mild lateral compartment spur formation consistent with
early degenerative osteoarthritis of left and right knee, left
worse than right. Impression: 1) Synovitis of the left knee
with underlying early degenerative osteoarthritis of left knee
including patellofemoral early arthrosis with mild
patellofemoral malalignment, left and right knees. 2) Pes
bursitis, left knee. Recommendations and discussion: This
patient at this time has evidence of underlying pre-existing
early degenerative osteoarthritis on the left knee and has then
had a work-related injury that has resulted in aflare-up of her
arthritic condition. Patient has outlined to me that she had not
had any symptoms prior to the work injury from aclinical
standpoint. However, clearly with the x-ray evidence there
was pie-existing disease present. At thistimethereisnot a
good h/o atwist injury and with patient's mild
hypersensitivity and diffuse tenderness | would not
recommend any diagnostic testing which most likely would




be positive. However, | would recommend a comprehensive
PT program on atwice-a-week basisfor 6 weeks and to f/u in
6 weeks for repeat evaluation. In addition, patient appears to
be not seeing any symptomatic improvement with the
Naprosyn. We therefore will switch her to Voltaren XR.
Drug warning given relative to the medication. Patient did
note that prior to the work injury she was using 2-3 Advil in
the morning for her ankle. | would defer relative to her ankle
to Dr. Jung. We have recommended that she should however
maintain some ankle exercise program and also some
intermittent elevation to help decrease the chance of blood
clot in the LLE. On today's examination, there is no evidence
to suggest a clot or dye. Work restrictions. At thistime |
would also recommend that patient should have work
restrictions relative to the left knee. These work restrictions
would consist of sedentary type of work activities, no
climbing, alifting restriction of 10 |bs, no squatting or
kneeling activities, and standing and walking limited to no
more than 15 minutes per hour. If these restrictions are not
available, patient will remain temporarily totally disabled
pending f/u evaluation in 6 weeks. Authorization requested
for Transfer of care to Dr Kenneth Jung.

11/20/07

139-140

Hadley. Michadl,
M.D.

Dr's 1st Rept of Occupational Injury/lliness

DOI: 11/20/17. Hx of injury: Patient fell on the ground and
fractured right foot her left ankle and also her right foot.
Because of these injuries, patient developed pain mostly in
her right foot. As aresult, she went to the Kaiser ER for
evaluation and treatment. CC: While at Kaiser ER she was
told that she had a fracture of the right foot, sprain to the left
ankle and a bruise to the left knee, She was given an ortho
shoe and was told to report thisto her employer asajob-
related injury. Patient did so and she was referred here by her
\Workers Compensation insurance carrier for evaluation and
treatment. Today is her initial visit at thisfacility. Patient
does complain of mild discomfort in her left ankle and her
left knee. However, she does complain of significant
discomfort in her right foot. BP: 156/98. PMH: Patient states
that she has a heart valve problem for many years and does
use prophylactic antibiotics for dental work. She has had a
fracture of her left ankle in 1992 that was treated operatively.
Allergies: Sheisallergic to Penicillin. She denies any h/o
diabetes, HTN, ulcer disease or asthma. Social habits: Patient
occasionally smokes. Exam: Ecchymosis. Patient does have
impaired weightbearing secondary to pain and altered gait
secondary to pain. Patient is ambulating with the aid of a

cane. Examination of the left ankle reveals that thereisa




healed surgical scar. Thereistrace tenderness and edema.
Examination of the left knee reveal s vague tenderness
present anteriorly, trace edema. Thereisfull flexion with
pain. Preliminary reading of the right foot reveals that there
is afracture involving the fourth and fifth metatarsals with
angulation present in the fourth metatarsal head. Final report
is pending. X-ray exam of the left ankle reveal s the presence
of hardware, no acute finding seen. X-ray of the left kneeis
unremarkable except for degenerative changes. Final report
is pending. Dx: Contusion of |eft knee. Fracture of right foot.
Sprain, left ankle. Findings and diagnosis consistent with
patient's account of injury or onset of illness. Plan: Tylenol.
X-ray. Dispensed walker boot/cam walker. Referral to
orthopedic surgeon for evaluation and treatment.
RTW/modified duty. Restrictions: No driving vehicle during
working hours, no walking or standing for more than one
hour, sitting work only.

11/26/07

141- 143,
182- 185

Gambardella, Ralph
A., M.D.

P and S Rept

DOI: 08/09/07. Patient was initially seen by me on 09/10/07,
relative to awork injury. At the time, patient was 58 years of
age and had sustained an injury to her left knee on 08/09/07.
This had occurred when she had slipped on a piece of
cucumber and falling. Patient had injured her left knee as
well as her ankle for which she had been under the care of
Dr. Jung. Dr. Jung had referred patient here for an evaluation
regarding her left knee. At the time of her evaluation, she
was found to have a synovitis of the left knee with amild pes
bursitis with underlying early degenerative osteoarthritis and
patellofemoral arthrosis with mild patellofemoral
malalignment. We recommended a comprehensive PT
program. Patient is here today. She has returned and states
that she did undergo her PT program and with PT did see
improvement of her knee condition. Patient states that sheis
no longer having any type of significant discomfort with the
knee. She still gets some aches and minimal irritability.
There has not been any recurrent swelling but has been still
occasional swelling. Patient feels that her knee condition is
improved to the point that she is capable of returning back to
her regular employment. Patient, however, in the interim has
also had a new work injury which occurred to her RLE
resulting in afracture in her right foot and today is
ambulatory with the assistance of a cane and in a Moon boot.
Patient is aware of the fact that she is being seen separately
for her RLE injury. We have asked patient again and she has
agreed and is comfortable with the fact that in the absence of

her present right foot condition, that she would be able to




return back to regular work relative to her left knee and her
left knee has overall been significantly improved with only
the occasiona remaining symptomatology as outlined above.
Exam: Physical examination today of the left knee, thereis
mild crepitance with ranging patellofemoral joint. ROM is O-
130 degrees. Dx: Underlying degenerative osteoarthritis
including patellofemoral arthrosis and mild patellofemoral
mal-alignment, left knee s/p posttraumatic synovitis and pes
bursitis, left knee. Recommendations. This patient isin aP
and S position for rating. Subjective factors: The permanent
subjective factors to be considered are the occasional

minimal pain with ADLs increasing to occasional to
intermittent, minimal-to-dight pain with heavier squatting,
kneeling, or lifting activities. Objective factors: The objective
factorsto be considered are the radiographic evidence of the
patellofemoral joint space narrowing and degenerative
osteoarthritis joint space narrowing noted radiographically.
There are no other objective factors to be considered.
Permanent work restrictions. None indicated. This patient
can be released to her regular work activities effective
11/26/07. Future Medical Care requirements: In the future,
this patient may have aflare-up of her condition that may
require the use of oral anti-inflammatory medications, PT,
and/or cortisone injection and/or arthroscopic surgical
intervention. Causation: Based upon the history, this patient's
condition is directly attributed to the work injury.
Apportionment: There is no apportionment indicated as there
isno residual disability. There was definite evidence of a pre-
existing osteoarthritis as was outlined from my original
report. However, at thistime, thereis no residual disability
and therefore there does not appear to be a need for
apportionment. Impairment rating: Using the AMA
Guidelines to the Evaluation of Permanent Impairment,
chapter 17, this patient using the radiographic table 17-31
had 1-mm joint space narrowing of the knee whichisa 7%
lower extremity impairment rating to that which would be
added a 10% lower extremity impairment razing for the
patellofemoral joint. Thiswould combine to a 17% lower
extremity impairment rating which then using table 17-3
tranglates into a 7% whole person impairment rating.

11/29/07

144- 146

Saucedo, Thomas,
M.D.

Consultation

DOI: 11/10/07. Patient sustained an injury to her right foot
on the above-mentioned date. At that time, she indicates that
while working, she apparently parked on a gravel road and
when the car apparently started rolling without her in it, she

ran towards the oar, got into the oar to put the emergency




parking brake on and in that process twisted her right foot,
fractured the fourth and fifth metatarsal, injured her left knee
as well as her left ankle. She was seen at Kaiser initially and
subsequently by Dr. Hadley. She has been treated with a
Cam walker for the right foot and indicates that the pain has
improved significantly however, she continuesto have
discomfort especially of the left ankleto a lesser extent the
left knee. She has been on medication. She hasbeenin a
Cam walker and has been off of work. PMH: Hypertension.
Past surgeries: Include left ankle surgery 14 years ago still
has the plate and screwsin place), left knee injury as well.
Meds: Include Tylenol aswell as Motrin. Allergies:
Penicillin - develops arash. Exam: Right foot pain. Right
foot: Exam reveals of notable tenderness over the fourth and
fifth metatarsal area. There is notable swelling. Left ankle:
Exam reveals evidence of diffuse tenderness over the anterior
as well asthe lateral and anterior aspect of the ankle, She
dorsiflexesto 5 degrees, plantar flexesto 15 degrees. L eft
knee: Exam reveals evidence of mild tenderness, mild
swelling. X-rays of the right foot reveal evidence of a
fracture of the fourth and fifth metatarsals overall well
aligned. X-rays of the left knee reveal evidence of an old
avulsion fracture with no acute fractures noted. X-rays of the
left ankle reveal evidence of ahealed medial and lateral
malleolus fracture with retained plate and screws; however,
there is evidence of extensive degenerative osteoarthritis of
the tibiotalar articulation. Impression: Right foot fourth and
fifth metatarsal fracture. Left ankle posttraumatic
degenerative osteoarthritis. Left knee sprain. Discussion: |
will recommend that patient continue the use of a Cam
walker for her right foot. | will also recommend she continue
off of work until further progressis made. She will continue
the use of Motrin for pain and inflammation and | would like
to reexamine her in three weeks time, at which time x-rays
will be taken to assess the healing process or the fractures of
the right foot.

12/20/07

186- 187

Saucedo, Thomas,
M.D.

Orthopedic Supplemental Rept (PR-2)

Patient has been under our care with a diagnosis of a fracture
of her right fourth and fifth metatarsal. She has been using a
Cars walker and indicates that her pain has steadily
improved. Patient has also complained of pain and
discomfort of her left knee and her left ankle, which she
indicates has been improving subjectively since her last visit.
Exam: Right foot: There is evidence of mild tenderness.
Thereis mild swelling. Left knee: Reveals evidence of mild

tenderness. Left ankle: Reveal s evidence of mild tenderness




in the anterolateral aspect of the ankle. X-rays of the right
foot reveal evidence of a healing fourth and fifth metatarsal
fracture, overall good position. Dx: Healing right fourth and
fifth metatarsal fracture. Left knee sprain. Left ankle sprain.
Discussion: | will recommend that patient at this time
continue off of work. | will encourage her to continue the use
of a Cam walker to alow the fracturesto heal. A knee
immobilizer will be provided for her left knee and | will
recommend that she weight bear as tolerated with the
assistive devices. | will maintain her off of work and | would
like to see her back for fallow-up in four weeks time, at
which time x-rays will be taken to assess the healing
fractures.

03/19/08

190- 193

HedthCare Partners

Radiology/Diagnostics

MRI of Left Knee. Clinical indications: Rule out internal
derangement. No known surgery. Impression: 1) Tear,
posterior born, medial meniscus (Grade l11). 2) Early
osteoarthritic changes of the medial compartment of the knee
joint. 3) Kneejoint effusion.

05/09/08

206

Associated Sports
Therapy

Dx: Left kneeinternal derangement. Plan: PT, 3 x/week x 4
weeks.

07/18/08

201, 204-
206

Associated Sports
Therapy

Patient participated in PT sessions from 05/09/18 to 07/18/08
in an effort to decrease pain and tenderness and to increase
ROM and strength.

01/26/11

136-138

Orthopedic Supplemental Rept

Patient has been under our care having previously undergone
arthroscopic surgery of her knee. Surgery was performed on
04/24/08. She indicates that she did well, however, she did
have some residual soreness, this soreness has steadily
become more pronounced. She denies any new injuriesto her
left knee. She denies any other problem to her left knee and
indicates that she has continued to work with D'Vea Family
Y outh Svcs performing her work related activities. However,
she does complain of increased pain of her left knee
especially over the last few months. BP: 206/100. Exam:
Lower extremities: On physical examination of the left knee
there is evidence of notable medial joint line tenderness,
there is notable swelling. There is an effusion. She hasa
positive McMurray sign and positive grind sign. Thereis
notable pain and discomfort especially of the medial
compartment of the knee. No gross laxity is noted. Motor and
sensory function isintact distally. Diagnostic studies. X-rays
of the left knee reveals evidence of Grade 111 medial
compartment narrowing of the left knee with osteophyte
formation noted primarily in the medial compartment.

Impression: Left knee evidence of medial compartment




degenerative osteoarthritis. Discussion: Given patient's
clinical findings as well as the results of her x-rays it appears
that she has extensive degenerative changes of the medial
compartment of her left knee. This has progressively gotten
worse since she had surgery three years ago and at this point
in time it appears that the pain is quite unrelenting. | will
recommend that she be treated conservatively at this point in
time with the use of an anti-inflammatory medication as well
as an intra-articular cortisone injection to minimize her pain
and discomfort, this was provided. Patient noted immediate
improvement of the pain and discomfort of the left knee. |
will see her back for f/u in four weeks time. Should this
patient's symptoms not improve or resolve significantly, she
may require further intervention. Thiswould entail a knee
arthroplasty of her left knee. At thispoint intime | have
discussed thisin detail with patient and | will see her back
for f/u to assess her progressin four weeks time. She will
continue to work with no restrictions. | will keep you
informed as noted.
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STATE OF CALIFIRMIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS™ COMPEMEATION

WORKERS' COMPENSATION APPEALS BOARD

Floreen Rooks Case Mo, SIF7024643, SIF 10825285 SIF 7024645
DOB: 06/20/49 {IF APPLICATION HAS BEEN FILED, CASE NUMBER
AK A MUST BE INDICATED REGARDLESS OF DATE OF INJURY)

File: CLA: 051241 68; DOL: 08/09/2007
SUBPOENA DUCES TECUM

Claimant/ Applicant,
{When records are mailed, wentify them by using above case
Vg number or attaching a copy of subpoena)
Where no application has been filed for injuries on or afler
January 1, 1990 and before January 1, 1994, subpoena will
b valul without a case number, but subpoena must be served
on claimant and emplover and/or insurance carrier.

Dwveal Family & Youth Services

Employer/Insurance Camrier/Defendant.
Se instructions below.®

The People of the State of California Send Greetings to: State Compensation Insurance Fund
WE COMMAND YOU to appear before A Deposition Officer — Med-Legal, LLC

at 955 Overland CrL Suite 200, San Dimas, CA 91773 Phone 5(W-244-3493

on the 0% 14,20 day of ,at 10:00 o'clock AM., to testify in the above-
entitled matter and to bring with you and produce the following described documents, papers, books and records.
See Attachment for a list of records to be produced subject to this subpoena, to make available for

inspection and copying or transmit/transfer electronically.
{Do not produce X-rays unless specifically mentioned abowve.)
For failure to attend as required, you may be deemed guilty of a contempt and liable to pay to the parties aggrieved all
losses and damages sustained thereby and forfeit one hundred dollars in addition thereto.

This subpoena is issued at the request of the person making the declaration on the reverse hereof, or on the copy which is
served herewith.

WORKERS COMPENSATION APPEALS BOARD
Date gsi2520 (F THE STATE OF CALIFORNIA

Secrotary, Assistant Secretary, Workers” Compensation Judge

*FOR INJURIES OCCURING ON OR AFTER JANUARY 1, 1994,
AND BEFORE JANUARY 1,199
If no Application for Adjudication of Claim has been filed. a declaration under
penalty of perjury that the Employee’s Claim for Workers” Compensation Benefits
{Form DWC-1) has been filed pursuant to Labor Code Section 5401 must be
executed properly.

SEE REVERSE SIDE
|SUBPOENA INVALID WITHOUT DECLARATION)|

You may fully comply with this subpeena by mailing the records described (or authenticated copies. Evid. Code 1561 to the persen and place
stated above within ten (10} davs of the date of service of this subpoena.

This subpoena does not apply to any member of the Highway Patrol, Sheriffs Office or city Police Department unless accompanied by notice
fromn this Board that deposit of the witness fee has been made in accordance with Government Code 68097 2, et seq.

DWW WOCAB 32 (Side 1) {REV. O6/18)

HIPAA Compliant Request Control #: 21-21912-5
Do not appear! Simply call (800) 244-3495 and somebody will copy the records for yvou at your office.

SCI000002



DECLARATION FOR SUBPOENA DUCES TECUM

Case Mo, SIFT024643, SIF10825285 SIFT7024645
STATE OF CALIFORNIA, County of Los Anpeles

The undersigmed states: That Med-Legal, LLC has been authorized to obtain records by

MNatalia Foley, Esq Workers Defenders Law Group
That he /she is (one of) the attomey(s) of record / representativels) for the applicant/defendant in the action captioned
on the reverse hereof. That State Compensation Insurance Fund
has in his‘her possession or under his'her control the documents deseribed on the reverse hereof. That said documents are
material to the issues involved in the case for the following reasons:
Based on the information and belief to resolve any dispute in the above referenced case.

Declaration for Injuries on or After January 1, 1990 and Before January 1, 1994

ﬁ That an Employee's Clamm for Workers' Compensation Benefits (DWC Form 1) has been filed in accordance with Labor Code Section
301 by the alleged injured worker whose records are sought, or if the worker 15 deceased, by the dependent(s) of the decedent, and
that a true copy of the form filed is attached hereto. (Check box if applicable and part of declaration below. See instructions on front of
subpoena.)

I declare under penalty of perjury that the foregoing is true and correct

Execufed on 082520 . at San Dimas, Califomia.

955 Orverland Court, Suite 200, San Dimas, CA 91773 (626) H53-5160

Smalun: Addres Telephaome

Victor Landero, Operations

DECLARATION OF SERVICE

STATE OF CALIFORNIA, County of Los Angeles
I, the undersigned, state that | served the foregoing subpoena by showing the onginal and delivering a true copy thereof,
together with a copy of the Declaration in support thereof, to each of the following named persons, personally, at the

date and place set forth opposite each name.

Mame of Person Served Date Place

I declare under penalty of perjury that the foregoing is true and correct

Executed on , at . Califomia.

Signature
Control #: 21-21912-5
DWC WCAB 32 (Side 2) (REV. U6/18)
SCI000003



Attachment

Re:
Patient’ Applicant: Floreen Rooks Social Security #: 000-00-0000
AKA: D.O.B.: 06/20/49

Ordered By:

Matalia Foley, Esq

Workers Defenders Law Group

5753 E Santa Ana Cyn Rd Ste G #1616

Anaheim, CA 92807

Records to produce:

Deponent’s file #: CLA: 05124 168; DOL : 0R/09/2007
Exclusions (if any):

Date Range (if any):

For each injury alleged by the Applicant named on the Subpoena, produce the following:

A signed "Declaration of Custodian of Records” must accompany the records.

This notice of deposition includes a demand for all documents under your custody and control regarding the
above claim number as described below for the applicant, herein claimant, listed on the notice of deposition.

This demand does not include privileged documents defined as:

1 Any documentation or correspondence between an attorney representing the deponent and any
employee of the deponent

2. Any documentation or correspondence between the designated spokesperson representing the
employer and an attormey who represents that employer unless that documentation has been disclosed
to a third party or an insurance company.

3. Any documents prepared by any attomey that are the attormey's impressions, conclusions, opinions or
legal research or theories.

4, That portion of a report prepared by an investigator at the request of an attorney that contains the
investigator's impressions, conclusions, opinions or theories.

5 Any surveillance video of claimant where the claimant's deposition has not been taken and the
deponent intends to take the deposition of the claimant and that surveillance video has not been disclose
to a third party or physician.

This demand includes:

1. The Employee's Claim for Workers' Compensation Benefits, DWC Form 1, showing the employer's date of
knowledge of injury, the date the employer provided the form to the employee and the date the employer received
the completed form from the employee.

2. All documentation of the date the employer provided a claim form to the employee or that the administrator has

provided the claim form to the employee.

All Employer's Report of Occupational Injury or lliness, DLSR Forma 5020, or documentation of reasonable

attempts to obtain it.

Lad

Notice: For Subpoenas of claim files, you are to send the claim file directly to Med-Legal only. Sending
the claim file to other than Med-Legal will be considered to be in non-compliance of the subpoena.

If any of the documents described above that are in your possession or control are not being produced then a detailed list of each
withheld document must be included with the records production or listed on vour declaration.

Where used, the terms "writing", "record”, "document” and other words of similar meaning include (but are not imited to)
electronically mamtained image files, documents, notes, faxes, emails and other similar types of electronically held information. If the

subpoenaed records exist in paper they are to be provided for mspection and copying, It the subpoenaed records exist electronically

then they are to be provided either electronically through our Internet portal at upload. setrecords.com or on CD.

Form M2 (9/3/98) Attachment Control #: 21-21912-5

SCI000004



4. All Doctor's First Report of Occupational Injury or lliness, DLSR From 5021, or documentation of reasonable
atternpts to obtain them.

5. All medical reports pertaining to the claim, or documentation of reasonable attempts to obtain them.

6. All orders or awards of the Workers' Compensation Appeals Board or the Rehabilitation Unit pertaining to the

claim.

The application(s) for adjudication of claim filed with the Workers' Compensation Appeals Board.

8. All notices and correspondence related to the Qualified Medical Evaluation process required by Labor Code
Section 4061 and 4062.

9. All documentation regarding the injured workers earnings and of reasonable attempts to obtain this information.

10, All documentation regarding the claimant's eaming capacity, including documentation of any increase in earnings
likely to have occurred but for the injury (such as periodic salary increases or increased eamings upon completion
of training status) and of reasonable attempts to determine this information.

11. All notes (including email and computer notes) describing telephone conversations relating to the claim including
the dates of calls, substance of calls, and identification of parties to the calls.

12. All correspondence (including Email) to and from all medical providers and medical examiners regarding all
injuries or illnesses affecting this claim.

13. A copy of any and all records regarding applicant. All summaries or analysis of medical records prepared by any
person other than attomeys.

14. All employment records, including personnel records, in all files wherever located, including supervisor files,
accident or injury investigation files, personnel files, disciplinary files, and all employment records as defined by
Labor Code section [198.5 in your possession or under your control.

15. All documents evidencing that claimant has chosen a pre-designated treating physician(s) before the occurrence
of the injuries alleged in this matter.

16. All documents showing the employer has contracted with health care organizations to provide services and
medical treatment to injured employees that include claimant.

17. All statements by any person whether a percipient witness to any alleged injuries or with any knowledge regarding
any accidents or injuries to claimant whether written recorded or notes of the conversation.

18. All investigation reports involving any known, alleged or reported injuries by claimant.

19. All photographs or images of any scenes or locations or of any objects or equipment regarding any accident or
know. alleged and reported injury to claimant.

20. All ergonomic studies of claimant's work area during the period of the alleged injury to claimant.

21. All photographs or images of claimant, including, but not limited to, those depicting any possible visible signs of
injuries or disabilities or the lack thereof.

22 All films, movies, motion pictures, video tapes in any format or form purporting to depict claimant in any manner or
activity whether depicting disability or lack of disability taken at anytime in the possession of deponent or under
the control of deponent including any agent or investigators hired by deponent.

23. All documents including billing statements and reports regarding any surveillance of claimant by any agent or
investigator hired by deponent, employer, insurance company or any agent of deponent, employer or insurance
company. The documents are to show the name of the person conducting the surveillance, his or her employer,
address of his or her employer, date, starting time of surveillance, and ending time of surveillance, minutes of
filming or video taping, and any written notes or reports regarding the surveillance.

24. Any documents or records from any index, EDEX, or database of accidents, injuries, or workers' compensation
claims attributed to or claimed by claimant, at any time.

25. All vocational rehabilitation documents or reports including job descriptions and job analysis prepared by any
Qualified Rehabilitation Representative or vocational rehabilitation expert or nurse.

26. All documents, notes and reports by medical case managers involving this claim.

27. All documents showing proof of compliance with Title 8, California Code of Regulations section 9792.6 for any
Litilization Review of any medical request by a physician in this matter.

2&. If liability for the claim has not been accepted a copy of all investigation and medical evidence considered or
relied upon as the basis for not accepting liability.

29. All documents showing all efforts by the employer to find modified or alternative work for the claimant.

Notice: For Subpoenas of claim files, you are to send the claim file directly to Med-Legal only. Sending
the claim file to other than Med-Legal will be considered to be in non-compliance of the subpoena.

If any of the documents described above that are in your possession or control are not being produced then a detailed list of each
withheld document must be included with the records production or listed on vour declaration.

Where used, the terms "writing", "record”, "document” and other words of similar meaning include (but are not imited to)
electronically mamtained image files, documents, notes, faxes, emails and other similar types of electronically held information. If the

subpoenaed records exist in paper they are to be provided for mspection and copying, It the subpoenaed records exist electronically

then they are to be provided either electronically through our Internet portal at upload. setrecords.com or on CD.

Form M2 (9/3/98) Attachment Control #: 21-21912-5
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30. All documents showing all efforts by the employer to make reasonable accommodation for claimant's physical or
mental disability.

Notice: For Subpoenas of claim files, you are to send the claim file directly to Med-Legal only. Sending
the claim file to other than Med-Legal will be considered to be in non-compliance of the subpoena.

If any of the documents described above that are in your possession or control are not being produced then a detailed list of each
withheld document must be included with the records production or listed on vour declaration.

Where used, the terms "writing", "record”, "document” and other words of similar meaning include (but are not imited to)
electronically mamtained image files, documents, notes, faxes, emails and other similar types of electronically held information. If the
subpoenaed records exist in paper they are to be provided for inspection and copying. If the subpoenaed records exist electronicall

then they are to be provided either electronically through our Internet portal at upload. setrecords.com or on CD.
Form M2 (9/3/98) Attachment Control #: 21-21912-5

SCI000006



Case Name: Floreen Rooks v. Dveal Family & Youth Services

Case Number: SIF7024643, SIF10825285,5IF7024645

PROOF OF SERVICE BY MAIL

Notice of Copying, Deposition Notice

| declare that | am employed in the County of Los Angeles, over the age of 18 years and not a party to
this action. My business address is: 955 Overland Court, Ste. 200 San Dimas, California 91773.

On 8/26/2020 | caused to be served, at my direction and following ordinary business practices, true
copies of the document(s) referenced above for collection and mailing in a sealed envelope and
addressed to the parties listed below. | am readily familiar with the business practices of Med-Legal, LLC
for collection and processing of correspondence for mailing. The document was set for same day mail
processing and collection, with postage fully paid, for delivery by the United States Postal Service or
private delivery service following ordinary business practices.

SIBTF SACRAMENTO
160 PROMENADE CIRCLE, SUITE 350
SACRAMENTO CA 95834

| declare under penalty under the penalty of perjury under the laws of the State of California, the
foregoing is a true and correct statement. Executed on 8/26/2020 at San Dimas, California.

/s/ Roderic B. Davis

Business Document Manager
Med-Legal, LLC

21-21912-5
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CASE NUMBER:

APPLICANT/PLAINTIFF/PETITIONER: Floreen Rooks
SIF7024643, SIF10825285,S1F7024645

DEFENDANT/RESPONDENT: Dveal Family & Youth Services

PROOF OF SERVICE OF DEPOSITION SUBPOENA FOR
PRODUCTION OF BUSINESS RECORDS

1. 1served this Deposition Subpoena for Production of Business Records by delivering a copy to the person served
as follows:
____Personal Delivery ____Certified Mail ____Regular Mail _XVia Facsimile

State Compensation Insurance Fund
a. Person served (name): __EMail to CentralizedSDT@scif.com

b. Address where served: 655 N Central Ave, 4th floor Glendale, CA 91203

4:19pm

c¢. Date of delivery: 09/09/20 Time of delivery: p
d. Deposition date is: [__]___ EX-_] 09/14/20
e. (1) I:] Witness fees were paid.

Amount: $ Check Number : 0

(2) [:] Copying fees were paid.

Amount: _ $

f. Fee forservice: _ $
09/09/20

I received this subpoena for service on (date):

Person serving:

a. I:] Not a registered California process server.
b. E] California sheriff or marshal

c. Registered California process server.

Employee or independent contractor of a registered California process server.

e. :1 Exempt from registration under Business and Professions Code Section 22350(b).
l: Registered professional photocopier.

g. Exempt from registration under Business and Professions Code section 22451.

4. Name, address, telephone number, and, if applicable, county of registration and number:
Vanessa Lopez
953 Overland Ct, Suite 200, San Dimas, CA 91773 Phone 800-244-3495

| declare under penalty of perjury under the laws of the State of (For California sheriff or marshal use only)
California that the foregoing is true and correct. t certify that the foregoing is true and correct.
Date: 09/09/20 Date:
NVesr &opes
> < LACO#7235 >
(SIGNATURE) (SIGNATURE)
NS o Senary 200 N SUBPOZNA FOR P T —
DEPOSITION SUBPOENA FOR PRODUCTION

OF BUSINESS RECORDS
Controf Number: :21-21912-3

00O R A0 R R
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Records Order Form

08/25/20

Notice of Copying to: Case Information
Applicant: Floreen Rooks

SIBTF SACRAMENTO

160 PROMENADE CIRCLE, SUITE Emph}}'El': Dwveal Family & Youth Services

350 Case #: SIF7024643, SIF 10825285 SIF7024645
DOI: 1171007 SS#: 000-00-0000

SACRAMENTO, CA 95834
Claim #: Not Supplied by Carrier

Ordering party: Natalia Foley. Esq

State Compensation Insurance Fund

Record Location:

Records of the Injured Worker are being produced at the above record location and delivered to the opposing
party. You may receive copies of the records by selecting one of the following:

Title 8, CCR & 9982 Allowable Services. [A)... services for records relevant to an injured worker's claim, except services under a
contract between the employer and the copy service provider.

Send records:

L1 Electronic Set per Billing Codes WC026 or WC027
Fees set by § 9983 Fees for Copy and Related Services (f}f2) ; -
Number of Sets 0O Same as above

L1 CD Set per Billing Codes WC026 or WC027
Fees set by § 9983 Fees for Copy and Refated Services (f}i2)
Number of Sets

E-mail add resses required for the electronic sets:

i

@

O Bill to My Office (Invoice will be sent to the address on this notice.)

[ Bill to the Insurance Carrier

(Print your name)

(Sign your name)  Control #: 21-21912-5

(Signature required)
Med-Legal, LLC

Photocopy Reg #'County x-42 3 Los Angeles
Tax I # 454424177

955 Overland Court, Suite 200, San Dimas, CA 91773, (800) 244-3495  FAX (800) 9624896

There was no violation of Califomia Labor Code Section 139.32 with respect o the services described herem.
SCI000009



Start of Records
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Claims

SCI000011



October 30, 2020

Med Legal, Llc Claim Number: 05124168
955 Overland Ct Employee: Floreen Rooks
Ste 200 Date of Injury: 08/09/2007

San Dimas CA 91773 1747

Subpoena Reference Number : 21 21912 5
Enclosed please find the documents subject to your subpoena.

State Compensation Insurance Fund.

8083
SCI000012

02 318168 000000001 001 195 05124168



INJURED NAME: Floreen Rooks CLAIM NUMBER: 05124168

DECLARATION

I hereby declare under penalty of perjury that the following statements are true, to the best
of my knowledge and belief.

| am the custodian of records for State Compensation Insurance Fund. The records made
available are all records called for in the attached Subpoena which State Compensation
Insurance Fund is legally obligated to produce. All other records in State Compensation
Insurance Fund's possession are privileged information.

SA Admin Support

Signature

October 30, 2020

Date

8083
SCI000013
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IF RECD DTE 09/21,/2007 BKSCAN 5 09/21/2007 09:04 AM 023037 9 6

MCKESSON

R

FSirriinle Performance)

Limited Warranty

16-7710
167712

16-7531
16-7533

16-7801
16-7807
16-7808
16-7809
16-7810

Laim§-06 | 24168

SCI000014

CANES

16714 167727 167730
16-7726 16-7728 16-7735
WALKERS
16-7534 16-7535 16-7536
BATH AIDS
16-7811 16-7B18  16-7841
16-7812 16-7823 16-7842
16-7815 16-7824 16-7843
16-7816 16-7831 16-7844
165-7817 16-7832 16-7845
Marketed By
Niciesson Cosporation
McKesson Medical-Surglcal

Richmond, YA 23228

16-7742
16-7745

16-7539

16-7846
16-7847
16-7848
16-7849

LW-379-1003
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SCIF RECD DTE 09/10/2007 BKSCAN 6 09/10/2007 03:01 PM 023725 24 9

STATE COMPENSATION INSURANCE FUND
o 129/ 6§

Case No.

REPORT OF EMPLOYEE'S PRESENT WORK STATUS

IMPORTANT: tramediate completion and retur of this fonm will
assure prompt payment of compensation due you.

STATVEMENT OF INJURED

1 returned w work on

I

Name of present employer

Wages now received per for duys per weak
(Day weeH or moniy

— OR—
L will be unable 1o work until 'fu{yf/FU&Wé'ﬁ- AOTIC &
A< of Shelon T whs emaild a diechiy of SHate Crmgo

1~
2
L

Vi ohreclares , end s'c&ML ar prm 2. f Gpom bar debts. &

For your protection California faw sequires the following to appear on this fon. Any person who knowingly prese nts ﬂ ¢ OF

fraudulant clatm for the y ment of a logs is goilly of a grime and may be subject to fines and confnemem in }s
7! Date -3 o

Injured's Signatre
Address 5 5‘ Wl( S&/ﬂ 6);'/9}’7& Q} Zip ?/7 7 {p

IF YOU HAVE NQT RETURNED TO WORK
HAVE YOUR ATTENDING DOCTOR COMPLETE THE LOWER PORTION

STATEMENT OF ATTENDING DOGTOR

injured abla to return to work on

Huve you discharged injured? _____________1f sq, give date

Probable duration ol further disability

Remarks

For your protection California law requires the following 10 appear on this form. Any person who knowingly presents false ar
fraudulent claim for the puyment of a 1038 is guilty of a crime and may be subject to fines and confinement in state prison,

Stznuture of Attending Doctor Dute

SCIF 3080HREV. 509 303

1211

SCI000015

05124168
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?
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SCIF RECD DTE 08/29/2007 BKSCAN 10 08/729/2007 05:21 PM 021709 8 7
1118—28-'@?_ P3:45 FROM-DREAMWEAVER MED GRP 6262898526 T-295 PR@1/0@7 F-604

S R

DREAMWEAVER ™

MEDICALGROUP

FAX TRANSM |TYAL

Ta: M fhois
Company: “Azdwr Fiisnd i

Phone Number:

Fax Number: (B18 002 <l

From: \Leaie.
Phone Number: {626} 289-8493
Fax Number: (G260} 289-B526

Date: 8 -2, 121

Pages Including
Cover Page: ( ]
W

Comments:

i PR,

Flusse call, (626) 289-8493 should you have any problems receiving this Eacsimile,

Thiz rwessage »» inknded only for the wsa of the individ] or entity 1 which it is addresssd, and may contain informarion thet is
privileged, vonfidentisl and sxempt ffom disclosuce under sppBceble bew, IE the reader of this atessagn 19 5t thp manded
reciplem, or the employe o sgent respoasible fr delivering this Mmessage o the intended recipient, you arc herelry notified that
wy disseminotion distibudon or copying of this cowmnticalion s stristly prohlblied. ITyou hieve reccived this commuaicatian in
o Srxoe, please motify 1 immediately by telephone and remrn the orlgingl messags to vy 3t the below addruts via the US. Ponl

servico. Taank you (g{
420 West Las Tunas Drive, San Gabriel, CA 91776 ~y w ‘

8083
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SCIF RECD DTE D8/25/2007 BKSCAN 6 08/29/2007 05:25 PM 023455 11 4
BR-28-'@7 13:45 FROM-DREAMWEAYER MEL GRP 6262858526 T-298 P201/684 F-514

DREAMWEAVER

MEDICALGROUP

FAX TRANSMITTAL

To: ﬂlﬂvhﬂj e
Company: “2Azeky Fiiud

Phone Number.

¥Fax Number: (& 16 {’2@2*‘&{}3?1{-]

From: \fole i€,
Phane Number: {626) 289-8493
Fax Number: __1626) 285.85)6
Date: #2670
T Cavor tage: A
Comments:

Please call, (526} 289-8493 yhould you have any problems receiving this facsimile.

This message it intended only for the use of the individual or ety 10 whinh s addressed, and may Sontal information that is
mrivilepad, confidentish and exempt from discloanre under sppllcable W If the nader of thig as4aga is nol the iniended
retipient or the empl oragent weponsibie far delivering this message to the intended recipient, you ss¢ heoshy wotified that
any dissomination diswibution or capying of this communitation is steictly prokibited, If you kave reczived this esmmmbeation in
i et plesss otify 08 immediately by talephont and retum the original messape o 13 ot the brlow address = ihx: [1.5. Postal
1ervine. Thank you.

42 West Las Tunas Drive, San Gabriel, CA 91776

SCI000017
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SCIF RECD DTE 08/29/2007 BKSCAN 6 08/29/2007 05:26 PM 023459 14 4
B8-28-'@7 13:45 FROM-DREAMWEAVER MED GRP 6262898526 T-298 Panl/ppd F-614

DREAMWEAVER

MEDICALGROUP

To: ﬁuua.ﬂnm

Company: “Frarke Viured

Phane Number:

Fax Number: (8160 (ple 2 (g7}

From: \[QAesi-e
Phone Number: {626) 289-8493

Fax Namber: (626) 280-8326
Date: $>¥26¥7041

FAX TRANSMITTAL

Pages Including
Cover Page: A

Commenta:

Ah__'&mahr{fmﬁbﬁ(_ﬁamﬂms__

Please cail, (626) 289-5493 should yon have any problems receiving this facsimile.

This mexsage ia intonded only Jor the wse of the individuat or ontily to-which it lu addris sert, and may comtain informatlon tha i
privileged, confidenticl and ssempt feoem disclomire wnder appl icablc law. If the rader of this message i oot the Intsnded
recipient, of the smployes or agent reoponsible for Galivicing tris msssnge S0 the intended recipient. you are hensby notified that
any dissemination dirwiburan tr copying afthis communitation it stsictly prohibiwd, Lf yor havy monived this somerusication in
in corpr, plose Jotify of | diately by teleph o retum dhe oelginal MEEIARE t LK e the below address s the L5, Postal
iervioe. Thank you. ’

421 West Las Tunas Drive, San Gabricl, CA 91776

SHERIE CHOU
AUG 2 8 2007
1 GLENDALE LOC.

8083
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SCIF RECD DTE 10/07/2010 BKSCAN 4 10/07/2010 03:18 PM 040327 18 1

- . -

State of California
DIVISION OF WORKERS' COMPENSATION - MEDICAY, UNIT
REQUEST FOR QME PANEL UNDER LABOR CODE § 4062.1
UNREPRESENTED
(Please print or type) OS5 IZM L §

Request date (Required): '5! | F@!Q Date of Injury (Required): & 24 @_.’] Chait Number (Required): 05 ] TO3L O
Spedialty Bequested (Raguired): N I jo };opf] mg party (Check one box oniy?

nos senbed Injured Employec
(usa 3 letter code only) [ Claitns Administrator, i none, Employer
Reagon OME panel is being vequested (Check are bax ondy)? (7] Defense Attomey
[Z] /% 4060 {compensability exam)
i{g 40%) {permanent impairment or disability dispute)

[} §4062 Injured employee only (medical treatment determination, UR dispute or other 4062 Tenson )
(71 §4062 Clairns adeiwilsemter culy (non treatment medicel deteroination or non-UR renson wider 4062)
[7] §8 4061 apd 4062 dispute (medical rsamment and penmanent impairment or digability dispute)

If the Claims administrator is requasting » 4062 panal explain the renson for the request:

Answar gach guestion below: -
Has this elxim been denied? [] Yeo F,/;Io Hus oy body part in ths claim bean accepted? ‘?é’es [INe
If yes, indicate the date of the denial

Didt netice to injured employes state employer requests an evaluation i determin compensability? (diach copyofnec) [ | Yea M
Dueg dispute involve an MPN : "] Contimuity or Trensfar of Caro [ Permnanent Disthility, Putuns Modical, UR desision ] DisgnotiarTrntewnt 2

Empioyee Information
Firet Neme:_/FZ OS2 g/ A Middle Initial: _~3 - LastNeme: __ JBODALS
sweetaddress: (/4 S Eladyc  Ave vl
City: San éﬂﬁﬁ'&i’— State: E4F Zip Code; 7 DuyﬂmethNoZ W)Wﬂ)

I you now live ot of state, Jist the Criifomda eity and xip code of your residence when injurad: A / #

if you never residod in California, list the California zip code in which you wanld liks te e evalunted: ‘d//ﬁ

Employer and Claims Administrater Information

s DIVEAL  EAMiLs] ¢ Yovar  SERVICES
Claims Adminigtrator Name: 5‘[?‘)5‘?, ‘E? l‘JD‘1 ,

Adjustor neme; \! A L- M‘r&g Sean

Streot Address ar .6 Box: 120" %0}0 Qrlz 2

City: L-og’,‘ ﬂNSKPJM state: (A Zip Code: 90003 PhoneNo.‘iﬁEf}%"?élL

QME Farmt 104 Crev. Febroary 2009) Page 1 of 3

(Conclimie form an next page)

8083
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- . -

WAl E e
Claim Number: ( )1 ]:macg a

Prior QME Panel Information rinswer all that apply

Has the employee ever received a QME panel before? [C]wes M [] unknown

If yes, did the employec ever see any QME from that penel? Cl¥es [INe [ unknown

If yes, hus that claim besn ssttled or resolved? JYyes [ Ne [J] Unknown

If yes, name of QME seen: Speciity:

Date of jury: Body purts Datz of Exam:
Pane] Nutnber (1fknown): [s that QME available now: [JYes [Ne [JUnknown

The completed form must be mailed i
Division of Workers' Compensation-Medical Unit
P.0. Box 71010, Qakland, Ca 94612

{510) 286-3700 ox (300) 794-69D0
um;M £, 2070 M
[FeroReEN 5. PooKs M /V/Jz@-’
- /

Print Name of Requestor Signature of Injured Bmployes

Note: Each employer or claims adwinistrator submitting this form to request a OME panel must aach a copy
of the correspondence and required notices sent to the injured amployee with the panel request forn

QME Form 105 (rav, Fobruary 2009} Page 1 of 3

8083
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State of California
DIVISION OF WORKERS' COMPENSATION - MEDICAL, UNIT
REQUEST FOR QME PANEL UNDER LABOR CODE § 4062.1

Plotse primon oy 05124165
Request date (Required): 3 Lo LD_ Date of Injury (Required): 3 q _ Q Claim Number (Required): 05 I 703 L ]
Specialty Requested (Reguired): N ! ) Dk,anﬂ Requesting party (Check one box only):
M 0 6 nrepresented Injured Bmployee
(use 3 letrer code only) [7 Claitng Administrator, if none, Employer
Reason QME panel is being requested (Creci one box oniy): "] Defense Attorney
[ /5 4060 (compensability exam)
ﬁ 4061 {permanent impairment or disability dispute)
[] §4062 mjured employee only (modical treatment determination, UR dispuic or other 4062 reason )
[ 84062 Claims administrator orly (non treatment medicel determination or non-UR, reason vnder 4062)
[ 5§ 4061 and 4062 dispute (medical treatment and permanent impairment or disability dispute)
If the Claims administrator is requesting = 4062 panel explain the reason for the Tequest:
Arnswer each question below: -
Has this claim been denied? [ ] Yes F/ND Has any body part in this claim been accepted? wes [ INo

If yes, indicate the date of the denial

Did notice to injured employee state erployer requests an evaiuation tg determine compensebility?(drach copy of notice) [7] Yes Rﬁu
Droes dispute invalve an MPN : [ ] Contingity or Transfer of Care Permanent Dissbility, Future Medical, UR decision. [_| Diagnosis/Trentment ?

Employee Information
First Neme: /2o P eg=nr/ B Middle Initiel: <) - LastName: 2ODAZS
sweet Address: (/S S Glagyc  AHve rvuve
o

City: San é)‘héﬂéj— state: A Zip Code: f/ 7. Deytime PhcmeNo(_ ézf)55§“#00

If you now live out of atate, list the California city and zip code of your residence when injured: A / A

if you never resided in California, list the California zip code in which you would like to be evaluated: s / /) ’

Employer and Claims Administrator Information

ey DIVEAL.  EEAMILY ¢ Yougth  SEXVICES

Claims Administrator Name: 'S‘f?jjf?_, ‘E; N le '

Adjustor name: \/a@amd-ﬂ' L. N(C,e SeAN

Street Address or P.C{. Box: ?0' P) e 9 2422, )

City: Lo < ﬂ‘l\'c(se,ai/).—/ state: CAY Zip Code: EZDG 09 Phose No. @[ f) 29702,

QME Forftn 105 (rov, February 2009) Page 1 of 3

(Contimee form on next page)
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Claim Number: ( LS ]:mac'; a

Prior QME Panel Information (dnswer afl that appiy)

Has the employee ever received a QME panc] before?

If yes, did the employee ever see any QME from that pane]?
If yes, has that ¢laim been settled or resolved?

If yes, neme of QME seem:

[(]Yes B{u‘ [ Unknawn

[IYes [[[No [] Usknown
[]¥es [ No [] Unknown

Specialty:

Date of Injury: Body parts

Date of Exarn:

Panel Number (If knawn):

Is that QME available now: [Jves [No [TJUnknown

The completed form must be mailed to;
Division of Workers' Compensation-Medical Unit
P.O. Box 71010, Qakland, Ca 94612

Date:’M /'/ 20/0
FroeEnN 5. Rookg

Print Name of Requestor

Note: Each employer or claims administrator submitting
of the correspondence and required notices sent to the

QME Form 105 (rev. February 2008) Page 2 of 3
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(510) 286-3700 or (800) 794-6900

Signature of Injured Employee

this form to request a QME parel must artach a copy
injured employee with the panel request form

SCI000022
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Stale of Calfornia
Deparimeni of indusirial FRelations
DIVISHON OF WORKERS' GOMPENSATION

WORKERS' COMPENSATION CLAIN FORM (DWE 1)

Employee: Complete the "Employes® section and give tha form to
your employer. Keep a copy and mark it "Employee’s Temparary
Receipt” until you receive the signed and dated capy from your
employer. You may call the Dwision of Workers' Compensation and
hear recorded intarmation at (800} 736-7401. An explanation of
wolkers’ compensation benefits is included as the caver sheet of this
form.

You should also have raceived a pamphlat from your employer
describing workers' compensation benelils and Ihe procedures to
obtain them.

SCIF RECD DTE 09/10/2007 BKSCAN 6 09/10/2007 03:00 PM 023726 24 3

Eslado de Califorria
Depanamenta de Aelacionas Indusiriales
DIVISION DE COMPENSACION AL TEABAJADOR

TITION DEL EMPLEADO PARA
DE OOMPENSACION DEL TRABAJADOR (DWC 1)

Empleadia: Complefe ja seccion "Empleado”y sniregue fa forma
asuampleador. Quédese con lacopia designada *Recibe Tempe-
ral det Empleado " hasta gue Ud. reviba fa copia firmada y fechada

de suempleados. Ud. puede flamar a Iz Division da Compensacion .

al Trabafadoral (§06) 736-7401 para oir infarmacidn gravada, En
la hoja cubiertz de esta forma esta la explication de los benelicios
de compensacion al irabajador.

U tamprion deperfa haber recibide de su empleador un folleio
describlendo ios benshcios de compenseoion alirabajadoriesionada
y ios procedimientos para obtenerios.

1, Mame, Nombre, £ ¥ B )65‘[”[,’5-

Employee - complete this section and see nole above.  Empleado - complete esta seccion y nole fa n

olacio y
Today's Date. Facha de Hoy: %_

2. Home Addres:  Direacidn Resider _iaf. i‘?‘r( 5. éf‘d\éfs

e

3. City, Cuded, __ Siert_ (st e,

-
State, Estoco. __(3A_ Zio. Codigo postat_ T/ 2 7

Ay r
Tirne of injury. Hora en gue u[:umii__a.m(az i jrj’l. .

CA (eormm Acid Figc) ,

<. Date ol Iiury. Fecta ge b fesiu (accidonfe), Ai? wst 4, 220 ?
5. Addre. . .nd de: wriptio of when. injury happaned. DiroccidrAugar ddedo oocudd of

I330 N tonceiny MG Ll tistera]

8 pumbey 4 ok ommperdly

B. Der ibe injury and part of bedy aMactod. Doccaba fa kesidn y parie dal cusmo aferta

fvemenT

SufeD o A Pece of

B. Signatut.. ol emploves. Firma dof empleado.

7. Bocial Socurty Number. Nﬁmmde&epwoSﬁlEnweadu. (30 3§-§5/0

fnb

Employer - complete thig sectlan and goeg note below.,

€. Name of employer  Momébra def emph

Empleador - vomplate esta saccién y note fa notackin abajoe.

10, Agdire Duecd o

13. Date amployey
14, Name andd addres: of ¢

desegu , State Compensetion Insurance Fund

11. Date employer first knew of injury. Fecha enqui el empigadir wpo por primel  ver g I lesion
12, Date claim form was provided 10 employar, Facha 7 ue 58 5 nirego af ampieade Is pedeldn,
‘o claim fonm. Fecha en que of empleacic devokis i pelici

cideme.

i empi

B LA T or adjustng agancy. Nombre y direceidn de fa compatia de segurus o agenca adimvnistadons

15. Ins. & Palicy Numher, £ ndmaro de la péira de Segue -

17. Title. Truro.

1, Signature ol employe repre italive. Finma gl reprssersants del empleador,
_ 18_ Telephona. Teléds

Employer: Yo are 1aguired lo dale this *ornand provide copies b your incurer

Empleador. Sz requiece que Ud. leche a3ta forina y que provea

copias
o1 clalms acniiristralar andi o the emplayes, dependent of representatve whe | a su compadia de Segquros, adrminisirador ag rédlamos, o dependiemal

filed tha claim within one working gay o raceipl of the lerm from the employee.

SIGNENG THIS FORM §3 MOT AN ADWIZSION OF LIABILITY

reprasentante go /eciamos y al empleado que hapan precantado esia
pelicion dentro del plaxo te i gia hahil desde o momenio de haber sido
recitici la forma def empieacio.

Et ARMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSAS W ICAD
] €wvtoyer opyopie gl Empleader ] Erplaree cops/Copia doi Empisade [ ]Claima Adroinatimee Adminisimaioe de Raclamos ] Tempoeary Feosip¥ Rebo ds? Empliace

STATE

ComrEIRLIo N
THEURANCE

SOIF 33 (REV. 7-04) - DWE Form 1{REV. 7-04)

1237
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STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS' COMPENSATION

MINUTES OF HEARING

Date 0: Hear'l;g {(MM/DD/YY YY)

Hearing information

[] Before [ AT DTrial [Jcont  [Xmsc  [T] EXP. HEARING [ |Lien

Reguest Date (MMDDIYYYY)

Applicant

CLORLEEN
First Name Mi

ROoES

Last Name

VS8

Defendants

U ] 7 ] j
Emp over Name i[l;l]easg izave ElanE spaceé bafween numbers, names or words)

Appearances

Applicant D Present Not Present Attorey Hearing Rep

Applicant Reprasenied By ] 1
Defandant Represented By | DA “Tou)  Fade STATE EorUN IE j

Others Appearing : . [] j

tnterpreter : . Cert. No.

Party Making Request

[ JJoint i | Applicant [ Defendant [ ] Other

Request For: | Continuance [] oroc Request By: [ ]Letter [[] Telephore

Position of Opposing Party

DAQ'EE [] Oppose [ Junreachable [ ] Unknown . ’

DWC-CA form 10245 (11/2008) { Pagd 1)
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SCIF RECD DTE 04/11/2012 VLSCAN 42 04/12/2012 10:12 AM 038861 10 2~

Réaso_n For Request

]

[::I Applicant. liiness D Applicant Now Representad _ |:| Applicant Reguests Representation _E—
[ ] Apptizant: Vacation [_| Calendar Conflict: Apnlicant [} Calengar Conflict: Defense
(] Gelender Conflict Lien Claimant [ | Change of Circumstances || Conscfidation [] pefense: liness

[ ] befense: vacation [ ] Dispute Resalved by Agresment [ ] Further Discovery: Aop Med
— ] Further Discovery: Def Med [ ] Further Discovery: AME [ ] Furtner Discovery: Depo

D Inwroper!lné.ufﬁc‘rant Ndtice by-Party j Jainger D New &ppiication D No Issues Pending
D Non Appearance: Applicant D Nan Appearance: Defense D Non Appearance: Lien Cleimant

[ ] Mon Appearance: Witness D Ssttlsment Pendling [ ] Unavaliablity ot Witnesses: Applicant
[_] Unavailabilfty of Wimesses: Defense || Venue

Board Reason

[} Aritration [ ] Bankruptoy Pending [ | Defactive Notice [ Insufficient Time to Start

[ ] insufficient Time to Finish [Jinteroreter Not Avaiiable [JRecusat [ ] Reporer Not Available
D Service Defective D UEF issues D WCJ Mot Avaitebla

E Other/ Comments

T <& Coneuwdhed u_}’{ a/f;(r/’(,(:,tc‘r-#

Good Cause Appearing, It is Ortiered That the Reguest For
[ ] centinuance Granted [ Continuance Denied B/DTOC Granted [ | OTOC Denisd

+

DWC-CA farm 10245 (1 112008) { Page 2 )

DaysFor [ | CaR _ [ ] sTiPs []oToc

8083
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SCIF RECD DTE 04/11/2012 VISCAN 42 04/12/2012 10:12 AM 038861710 3

Declsion

D LIEN STIPS and ORDER

) -
d oTOC [ ] car/sTIPS Submitted for Approval @/C&R / STIPS Approved ‘

1 N.O.L to AllowDisallow Issued

Approved
[Imsc [ Jcowr []TRIAL [7] LENTRIAL [ ] CONTD TESTIMONY
Set On At
MM/D
L.acation
Befare Judge

[] supplemental Pages Attached

MAR 1 2 2032

Date - MM/IDAYYY

Notice To S/C/L F

Pages

A,

Ny,
WORKERS' COMPENS O_N ADMINSTRATIVE LAW JUDGE
JUDGE LYXNN A. DEVINE

Pursuent to Rule 10500 you are designated tc serve thisthege

DWC-CA form 10245 (11/2008) { Page 3)

8083

documeni(s) on all pariies.

gnd lien claimants present

SCI000026
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12 AaM 038851 10 4

REQUEST FOR ASSISTANCE

b e Lot vy e T S T e T AR, e

-NATURE OF CALLER: . 2
. EMPLOYEE (f
. EMPLOYER
INS. CARRIER
PHYSIGIAN
APP. ATTORNEY

Tw:, SCIF RECD DTE 04/11/2012 'VLSCAr_42 04/12/2012 g

NAME CF CALLER:

18A #:

DEF. ATTORNEY
. UNION REF,
+ LIEN CLATMANT

REPRESENTING

| DEB #:

HASWCABE
. LEGISLATOR
QOTHER

B e

() TEL&HDHEﬁ { ) PLEASE CALL () WASIH
( ) RETURNED CALL { ) WILL CALL MSAIN ( } WANTS TO SEE YOU

ﬁ?mgm Eng N

raszoanmuamp
e .
L

WOAB & (S},

.' _i. , e
TEI.EPHDNE .
OTHER
{}B{ CLAI #:
EMPLOYER:
, . S Y ATTORNEY:
ApDRESS: ' TELEPHONE
DY
INSURANCE _
CARRIER: k] Y
- ¢ : DOCTOR:
ApoREss . TELEPHONE

L ek o by gl Ov)

Saz/m/,, olAsaens o bk 222 AN
- dib het Doy _Le sermfl Maﬁﬂ/@

Aot Fh " Wosind S.f g dfh

Chas IN _ fowor Do s SCH Estank

IV s

MAR 12 ZGTL dm & o\ﬂmﬂ(o&

PIA Eogy |AB-4 . RESOLUTION P
RESOLVED {1 /

DEPARTMENT OF INDUSTRIAL RELATIONS l@;enun{ﬁ:u % REEISTANCE GEFICER
NOT RESOLVED ( )
DIYISION CF INDUSTRIAL ACCIDENTS
INFORMATION AND ASSISTANGE BUREAU DEFERRED U )\ TaKRURERL (LBEATIONS

8083
SCl000027
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SCIF INSURED GLENDALE UNIT A
SALLY JACQUELINE G. SMITH
§18-291-7270
SJGSMITH@SCIF.COM

PROOF OF SERVICE BY MAIL - CCP 1013a, 2015.5

SCAN AS ONE DOCUMENT

I declare that I am employed in the County of Los Angeles, State of California. I
am over the age of eighteen vears and not a party to the within entitled cause. My
business address is: 655 North Central Avenue, Suite 400, Glepdale, California 91203-
1400. On April 11, 2012, 1 served the attached ORDER APPROVING
COMPROMISE & RELEASE WITH C&R PAPERS; MINUTES OF HEARING
on the interested parties in said cause, by placing @ true copy thereof, enclosed in an

envelope addressed as follows;

Floreen Rooks
2374 Qlive Avenue
Altadena, CA 91001

I am readily familiar with the firm’s practice of collection and processing
correspondence for mailing. Under that practice such envelope would be sealed and
deposited with U.S. postal service on that same day with postage thereon fully rrepaid at
Glendale, California in the ordinary course of business. Iar aware that on motion of the
party sewed,r service is presumed invalid if postal cancellation date or posfage meter date
is more than one day afier the date of deposit for mailing in this affidavit.

I declare under penalty of perjury under the laws of the State of C‘-allifomia that the
foregoing is true and correct. Executed on April 11, 2012, at Glendale, California.

O,

Pauline Cisneros

Floreen Rooks
' 03170360
ADJ7024643

SCI000028
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SCIF Rec 01/11/2012 FRSCAN 25 01/11/2012 0D8:34 AM 040002 3 1~

DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF HEARING

DATE OF SERVICE: 01/09/2012

EAMS CASE NBR(s): ADJ7024645

EMPLOYEE: FLOREEN ROOKS

EMPLOYER:. D'VEAL FAMILY & YOUTH SERVICES

INSURER:  SCIF INSURED GLENDALE

TYPE OF HEARING: Status Conference

DATE OF HEARING: 02/09/2012 THURSDAY
TIME OF HEARING: 08:30 A.M.

HEARING LENGTH (HOURS):

LOCATION: 320 W. 4TH ST.
#900
LOS ANGELES CA 90013

Map available at: http://www. dir.ca. govidwe/dir2. hitm

JUDGE: Lynn Devine
213 576-7335

SPECIAL COMNENTS/INSTRUCTIONS:
RE: OSA

You are hereby nolified that the above entitled ¢ase Is set for hearing befora tha DiMision of Workers' Compensalion of the State: of Califomia.
Continuances are not favored snd will be granted only upon clear showing of good causa.  Please anive before scheduled appearahce time.

NOTICE TO PARTIES: Disabllity Accornmodation is avallabla upon request. Individuals with a disability requirng a reasonable
eccommodation (such as an auiliary aid or service or a maodification of policies or procedunes) to ensure eflective cormmunication and acosss to
the programs «f the Division of Workers' Compensation, should contact tha Disablilty Accommodation Coordinator at the local District Office
of tha DWC, or the Statewide Disabliity Accommodation Goordinator at 1-866-681-1459 (toll free) or through tha California Relay
Service, by dialing 711 or 1-800-735-2929 (TTY) or 1-800-855.3000 (TTY-Spanish).

Accommadations can nclude reasonable modifications of procedures or the provision of audliary alds or sarices Including, but not limited to,
assistive fistening devices (ALD), Gomputer-Aided Realime Translation (CART), sign language interpreters, documents in alternative formats,
magnifiess, and audio cassette recordings.  Accommodation reguests should be made as soon as possible and at least five (5) days
before the hearing, sspecially for requests for an ALD, a slgn language Interpreter, or CART,

NOTICE TO INSURER  : The employer will not receive Notk:a of Hearing.

WCo1

SCI000029
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LAO-ADJ

320 W, 4TH ST.

#900

LOS ANGELES CA 90013

SCIF INSURED GLENDALE
PO BOX 65005
PINEDALE CA 93650

SCI000030
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SCIF Ree 01/11/2012 FRSCAN 25 01/11/2012 08:35 AM 040002 4 1

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF HEARING

DATE OF SERVICE: 01/09/2012

EAMS CASE NBR(s): ADJ7024643

EMPLOYEE: FLOREEN ROOKS

EMPLOYER: D'VEAL FAMILY & YOUTH SERVICES

INSURER: SCIF INSURED GLENDALE

TYPE OF HEARING: Status Conference
DATE OF HEARING: 02/09/2012 THURSDAY
TIME OF HEARING: 08:30 AM.

HEARING LENGTH {HOURS):

LOCATION: 320 W.4TH ST.
#900
LOS ANGELES CA 90013

Map available at: hitp://www.dir.ca. gov/dwe/dir2 hitm

JUDGE: Lynn Devine
213 576-7335

SPECIAL COMMENTS/INSTRUCTIONS:
RE. OSA

You are hereby notified that the above entitied case Is set for hearing befora the Division of Workers' Compensation of the State of Califorria.
Continuances are not favored and wil be granted only upon clear showing of guod cause. Please anive before scheduled appearance time.

NOTICE TO PARTIES: Disabllity Accommodation is avallable upon request. Individuals with a disability requiing a reascnable
accommeodaltion (such as an auxliiary aid or service or a modification of pdicies or procedures) to ensure effective commurication and accesa to
the programs of the Division of Workers' Compensation, should contact tha Disabllity Accommodation Coordinator at the local District Offica
of the DWC, or tha Statewide Disabllity Accommodation Goordinator st 1-B66-681-1459 (toll free) or through the Califarnla Relay
Service, by dialing 711 or 1-800-735-2929 (TTY) or 1-800-855-3000 {TTY.Spanish).

Accommodations can include ressonable medifications of procedures or The provision of auxiliary aids or services Including, but nat imited to,
assistive lislening devices (ALD), Computer-Aided Redltime Translation (CART), sign languaga interpreters, documents in alterrative fomats,
magnifiers, and audlo cassette recordings.  Accommodation requests should be made as soon as possible and at least fiva (5} days
before the hearing, espacially for requests for an ALD, a algn language Intesprater, or CART.

NOTICE TO INSURER  : The employer will not receive Noltice of Hearing.

WCD1

8083
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LAQ-AD

320 W. 4TH ST.

#9200

LOS ANGELES CA 8D013

SCIF INSURED GLENDALE
PO BOX 62005
PINEDALE CA 93650

SCI000032
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L morcaumomine Of/gf‘/@g

© ' ... WORKERS' COMPENSATION APPEALS BOARD

ABY 7024
Case No(s): AT 70pH LbHS”

nggEN RookE-S

- Applicant,
L ' ORDER APPROVING
VE, o : - COMPROMISE AND RELEASE
. . ’ : . And
b‘VE-'EL— Wlt’-}f ﬂ' \(MH 6&2“"5‘5&'; ' AWARD
SHD COMPIOSATION INIBANLE Fupply | .
Defendants. ' j{ ~JOINT ORDER APPROVING Ca&R

bove-arditiad ection logether with the entire medical record,
Laber Coge § 5313 For the reasons set forth ii the

Compramise and Release and based upon an evaluabon of the entire record, the settlement appears edequate and

should be approved, oo

The paries have filed a Compromise and Relaase in the
which is admilted into evidenca and have waived the provisions of

:}d\ The coiurt-has considered the ralease of applicant's dependenis’ rights t death bensfits in
: determining the adeguacy of the Compromise and Release. Sumner V. WCAB, 48 CCC 388,

Db The court has considered the applicant's release of Supplements Jab Displacemant Benefits in
" the Compromise and Release. , ' '

D " In view of the cénlestad Issues as set forth in the offer of praot, there are good faith Issues, which, if
resolved against the employee, would defeat the employes's right fo compensation. s

s The parties have fled a Medicare Set Aside as part of the Comprorﬁise and Release,

‘Now therefore, IT IS ORDERED that sald Gompromise and Release is approved. n( Addendums aiiachéd
are side agreernents that do nol require judicial approval or excesd jurisdiction,

AWARD is made in favor of ELOLEZAS PookeS | and against

Gt COMPEARATIN IABAIIE Pl _inthesumof  $ (oel,000
P lgssthesu_mof$. &

bayab!e o N/ £ as reasonable atiomey's faes,
(¥~ and less permanent cﬁsaﬁﬁ#ty advances, according o prool, of $ 1 H 5§ A
0 and less i 2 of $ .
'S leaving a tlance payable lo appicant of - 8 B ‘“fS"SI:H' Ko

The Board retains jurisdiction over liens filed to date and penalfies and interest thereor.

MR 12 LSS ume_

Dated.
LYNN A/DEVINE |
. | ' Workers' Compensation Judge
l;(ﬁeiendant} applicant Ordered fo serve |
0 Sarvice on Ofiicial Address Record: By! Date:,

8083
SCI000033
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SCIF RECD DTE 03/13/2012 VLSCAN 45 03/14/2012 O8:03 AM 040114 11 2

IR |

r' STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
Il WORKERS' COMPENSATION APPEALS BOARD

1

il COMPRDMISE AND RELEASE
CADIT024643 ]
"'_::ase Kumber 1 ‘ : l_:'as_e Number 4
ADI7024645 N :
Case Number 2 ) L ase Number 5
o N B 130-38-8570
Case Numbar 3 ) o ; SSN'(Nunbels Qnly}

| Yenue cholee Is basad tIpon tcomplelion 01‘ this aacﬁnn i requir'od]
‘ Etjcoum;- of residence ofemplayee {Labor Code sactbn 5501, 5[5)(1} or [d)).
'[:jcwnay where Injury ocourad (Labdr Code section 5501, S(a)2) or(dj y
DCounly ofpﬁrclpa! placa of Business of employee's attomey {abor Code seclion 5501, 5(a)(3] or (d) ] '
LAC : ‘ |
Salect 3'Letter Cfice Coda Fur PlaceNenua ofl-leermg (From Docurmnent Cower Shaet)

Em ployee{cnmpleﬂ oh of this section is rwqulrsﬂ}

“Firsl Name M

ROOKS }
Last Name .

23M OLIVE AVE - : }
Adcress/FO Box {Flease lzave blank spaces between numbers, names or words)

ALTADENA , . ‘CA 91001
Tty . . ) e Siale ap Code
Employer information (Cumplaﬁon of this section Is requirad) '

{¥] msured _ DSeIF-hsu'ed "] Legally Uninacrea [ uninsured

D'VEAL FAMILY & YOUTH SERVICES
Emplayer Name [Plaase leave blark spaces betwoen NUMDES, names ar words)

‘PO BOX 40235 .
Employer Street Address/PC Box (Plaase |aa\e blank spaces between numbers, names or woids)

PASADENA . CA 91114

Cry - T Titae Zp Code

EMHC-CA formy 10214 {c) (Rev. 112008} (Poge 1 of 9) ___f .
ADIUSTER: YOLANDA NELSBN GLENGALE (SA) ' Tracking ld- 12369162 '
8083
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SCIF RECD DTE 03/13/2012 VLSCAN 45 03/14/2012 08:03 AM 040114 11 3

lAppliunfa Atiorhey of Authorized Represaritative: )
[-Juiow Fimatiomey E| Non Attomey Reprasenistive >0

Flret Rarna

Last Name

L5W T Namber

Law Firm Kame ,
y

Address/PO Box (Pleass leawe lﬂﬁnk spaces batwean numbere, names or woids)

& s — ' ' — Sk ZpCom

Defendant's Atiorney or AuHaorlzed Repressntative: ]
[X]Law Firiatiomey [ JNon Attomey Reprssantative

’ : |
. LENA
First Name

TSUE _ |
- Last Name

5225007 |
Law Fimmn Number :

SCIF INSURED GLENDALE UNIT A )

Law Firm Name |

PO BOX 65005

Address/PO Box (Pleuse leave bank spaces between nurnbers, Names or woitls)

PINEDALE _ CA 93650
“City _ - e Stats dip Gode

Insurance Carrier lnformaﬂon (l{ known and Ir appliuabla Include even if canver is zd]uslad hy claime adm{nlslrator:}

STA'I‘E COWEN‘SATION NSURANCE FUND
Insurance Canier Narire (P!aasa_tea\e blank spaces between numbers, names or words)

PO BOX 65005

Insurance Camer Street Address/PO Box, (Fledse l6ave ank $paces between numbers, names ar words)

PINEDALE CA 83650
City ' State © Jip Code

I DWC-CA form 10244 (c) (Rev. 11/2008) (Page 2 of )
' Tracking & 12365162
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SCI000035

|

-

02 318168 000000001 099 195 05124168
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Ctalms Adminietrator Information (if known and If applicable) - D . I

' SCIF INSURED GLENDALE
Name (Plea le&ve Blank spaces beﬁié'e‘n‘numbers names crwords]

PO BOX 65005 )
.Sireet Address/PO Box {Plense leswe blank spaces betwesn numcers, hames or words)

) PI'NEDA.LE ) - o N CA 93650
City . S ) State ~  ° Zip Code
iT IS CLAIMED THAT: _ , )
4. Tha hjutad'emploven. bom 0672011949 . -, ﬂlie# that while employed as afr) ) !
_’IHEIRAPIST | . sustained injury
' (OCCUPRTION AT THE TVE OF INILIRY'} :

arising out ofand inthecnurse nrfenphymam at the locations end dwing the rhtm listed beluvr

(Slals with sper.'lﬂclty the data(y) of Injury(ies) end what partis) of bady, canditions or systems are baing se!llad,]
E] Speific iopury
ADFT024643 T ST 111072007

Case Namber 1 0 cumuiative mjury (it D WAL Y oYy o Caier DIV YT
’ (f&pmrpy A the start déts as the spacific date of hyury)

‘BodyPatt. SHFOOT BT  Bogyratz _mrmm LEFT - Boty Pt 720 PAGHT

Body Part 4, ' Gther Body Parts;

The injury occured 2t JOBSITE |
{Straet Address/PO Box - FaEED keave DIark Spaced Delw sen nOmbers, namss or w orgs}

ALTADENA : : , CA 91001
City State Ap Code
Body parts, canditions and systems may not be Incorporated by reference to medical reports,

IM form 10214 (o} (Rav. 11/2008) (Faga 3 of §) : . ' ___|

Tracking K 12369162
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I__ - [X] spectic juy - o _I
LADJ 7024645 : ' : .

DI 7024645 o 08R09/2007 C
_ ‘Case Numbar 2 - [J cumutative Injury ‘gﬂmm TAADOrY VoY) JEnd Dte; MIWTEIVY P
- - - o vhay. mﬂnsﬁmdate:;ﬂnmlfbﬂmmtﬂ:y)

Ao

BodyPan 1 SI3KNEE ) gy EodrPanz 520ANKLE LBFT BudyParts 4o the w;:'r

Hody Parl 4 . ‘Other Body Parfs

The Ijury occumed at - COMPANY OUTING :
{Strect, Addreas/FO Bm: - th leave blark spaces Detw 6en NUATRETS, NaMeE or wards)

LOS ANGELES CA . 91001
Clty ‘ ' T Siale EP Doch ] ‘ . .
Body paris, conditions and systems may not he incorporated by reference to medical reports.

[, specitic inkary
Cose Numbar 3 : fury o [Stard et MWREGAY YT End Delo: MWV Y7y
’ o . D Cumuiative injury (!Spucﬁ:kwy useﬁ'ﬁ;t)act dahaﬂhspacﬁc(daanfmy) ,_)
l.iadyP.ar_t 1: - - Body Pan 2. : L Body Part 3.
" Body Part 4. "Other Body Parts:

The Injury occwred at - ) ‘ : ) )
. (Streat Address/FQ Box - Pease leeve biank spaces beiw een nuImBes, NAMRS oF w ordg)

City ' Siala Ip Code
Body pans, conditions and syslems may _nat ba incomporated by m.-fere_nce to medical reports.
{:1 Specific Injury : .
i
‘Tase Number 4 . i aftve Stat Haer MDD Y YV Eixd Date: MWLD'Y
[ cumu jury "t Specifc Iy, use the s)tandm 85 Ihe epociic dote oo n_u:rj oYY
Body Part 1: . ) . Body Pat 2. Body Part 3 .

Body Pad 4; Cither Body Parts:

The infury occumed st

{Sirest Addres /RO Bax - FleBs kEave LIarK SPACGS Dok amn MATDERS, NANES Of W ands)

Cty ' “Siale ™ Zp Code

_ Body parts, condtions and systems may ol be incorporated by refarence fo medical reports. ' I
DWGC-CA, Torm 10214 (c) (Rev. 11/2008) (Paga 4 of 5}

Tracking it 12369162
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.

i

CaseMnberS. ] D - ary {lwmy,mm&imn the & n%%ﬂ :

‘Body Past 1 :  Body Pan 2; | Body Part

* Body Part 4 7 -, DiterBody Parts:

* The infury ocoued at

{Seet Address iR Boz - Fleage loave blank spaces: bedween TRITOREE, NATES or wonds]
Oy T 7ip Code
Bordy-parts, condidions and sysiems may not be ncofpansted by reierence to medical Feposts.

‘ 2- Upon approsal of this compromése agreernent by the Worieers’ Compencelion Appeals Board ar & workers' compensation
£ adminieiratie kv Judge and peyment it accordands With the provisions hared, the employee relvages Bnd forver
: discharges the above-named smployar(s) and insusnce carien(s) fom 2k claims and couses of aclion, whelher now known
or ascertained of wikch mey hereaftar nrigs of dovelop 2k & fesull of the abovarefermnced InpryGec), Inctading ary and all
, Batiity of the employeris} and the Insurence earrier(s) and sactr of them fo the dapendenta, heirs, exscuiors,

representathes, administratoes or ssaigrs of the employea. Exscution of this Iom hes no efiect on ciaims that are not within
the scope of the workers' compansation law or claims that are not subject Lo the exclusnity provsions of the workers'
compensation law, unless otherwise expressiy sizted. ) . . . . .
3. This agraerdent is limied to settiement of the body pants, conditions, of syetems and fior e dates of injury set forth In
Paragmph Na. 1 and futhet explained in Peragraph No. ¢ despite any language to the contrary eisewhert in this docurnest or

addenidm, : E -
:."{Jmesa otherwise expressly stated, approval of this egreement RELEASE S ANY AND ALL CLAINMS DOF APPLICANTS
DEPENDENTS TO DEATH BENEFITS RELATING TO THE INJURY OR INURES COVERED EY THIS COMP ROMISE
AGREEMENT. The parties have considared the relasse of thes s benefis in aniing gt 1ha sum In Preragraph 7. Any addendum
depiicating this language pirsusnt to Sumner v WCAR (1983} 48 COC 380 Is unnecessary and shall nat be attachee.

s Unless otherwise axpressly ondered by the Wbuﬁ:rs' Compansation Appeals Board or 2 workers' compentation
adeinistrative lw judge, aporovak of this agreement does not releas s any claim appiicant may have for weational
* rehabiltation benedi: or supplemantal job dspiacemont benafis., : : )

6. The parties represert thal the following Bcts are trus: (F tacts ame disputed, state whal gach party contends undes
Paragraph Np. 9.} : .

EARNINGS AT TRAZE OF INJURY § 97115

. TEMPORARY OISABILITY INDEMNITY PAID  30BB5.53 Weekly Rale 8 $47.44
' |

: |
Peroots) Peig  0B2272007 09/1412008
(Start Date: MWDDYY YY) {End e NINDOY YT

/b 23514

PERMANENT DISABLITY NDEMNTY PAD 149864 ST b Weekly Rete s 230,00 4 W4 .S

Pariods) Paid  U9/19/2008 Eddme WAIT _bifortapre - 2872

{Start Cate: MADCITY YY) {End Dete: MWDDYYYY)

TOTAL MEDICAL BKLS PAD § 2083663 | Total Unpaid Medica Expense to be Paid By. DEFENDANTS

Unless otherwise spscified herein, the employer wit pay no modcal expenses Incummed after 2pproval of this agreement, '
OWICCA forrii ThEtH (c) (Rev, 11/2003) {Page 5of 5 : e ] ‘

Trcking i 12369162
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f
82/05/2012 11:16 6254858973 DVEAL o PRGE  85/85
FROM:state fund TON16254008072 13/01/2012 14:25: 18 #4400 C.006 16 '

|

. mmmmhmmmamsmumnnfhhmwmhpqnmwthcswaf-' ' : _'l
4 bl 0. el _ _ '
suuemmm« . '.23’”-..

‘nniﬂmn& mmmwmm . A;jp..' _C__;,;J_T‘g,.,l;a“&;,
:M WMMMW 2 - :

9 mmmmmwmmuwmmww
H - poyaDie o

5 payzie Yo

s ' .wﬂuh —.

* 7 payeble o ,

I ' :muwmlm'lh

Lﬂvmngan %Eﬁz@%. Eg (:B .mmhmmmmmm-
Arther pormanant dasbitny AT T nale mnmmwmmmu
mtwmummnmmmnmmudmelwwmm - :

B Lhows ol mentkened 1l Pangrash No, 7 e 10 b disprsad of a folowr: (Atiach m accencum K neesssisy).

LIS COMPROMISE & RELEASE (CAR) TNCLUDES RESOLUTION OF ALL ISRUES, AFL MATES 07 :
INIURIES, ALL BODY PARTS INDIGATSID N THE CLAIM FORM INCLUDING RIGIIT POOT, LERT ANKLE, BT AVELE
LEFT KRG, AND DTHER BODY PARYS MENTIONHD Y ANY MEDICAL RFORAY). : :

TISECRR INCIUDES ALL'IWORARYDJS&EMTY (12 RETRO TH, FWIANMDMBILHT o),

- [RETHO PD. YOCATIORAL REFAITLITATION MATNTENANCE ALLOWANCE (VRMA)L RITTRO VIMA,
SUPFLEMENTAL KU PISP)LACEM RN BEWEFIT (SIDR), RETRO MEDIE-AL BENEVTIS, PUTURE MEDICAL,
BUNINES, MILEAGE, OUT OF P‘OC.‘KE.T MEDICAL BEXPEKSES, FENALTIRS, AND INTEREYLY (P

I - . .
PENALITES AND INTRREST WILL I WAINVTD WHEN CRR AWARD 19 PAID WITHIN 30 DAYS FROM
IATE OF RUCHET OF STATE FUND.

|

ALL MED LEGAL FEES WiLL BY PAID BY STATE FUND.

STAIE FUND WILL ADDRESE ALY LIENS,

EAYE-GA, formn HIR 18 L dPrte, 4 WRODUY (Ewgs & of B . —l
- Trnoking ¥ 12369162
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o B3/P3r2B13 15:24  B264B58973 ' DVEAL PAGE .az.:rm
FrroNkseats fund TOD162B4068078 03/00/2012 1428:17 4776 P.001/061

) ) | |
oxaezh o o of ki g, ord s e - 1
) hhmmmm”nmwmb.mmm it _
':'u?nm:‘:xlm as 1ot offcuing ivgune Tkt only thowe i torth m-'rL E?fé INIIALED mw‘
O HIBHER REPREBENTATIVE AMD DEFENDANTE OR THER REPREBENTATVES IELLDED WiTre .
SETTLEMENT. .

" oo |
-—Ti- by ACEZOOR.
ﬁ mwn.m-@nm

' -"F-/— cner A4 1REUED

pemamen! cmanthly  24% LT ANKLE/LT KNEE .
, saocired madkal iogmont, sxcent ws prodded i Pormgreph 7

'v .
| E/ : woolion rehaiAidicn benibia scppiemanal job disthechahert BT
émgm

Rk

| ‘
JURED ' {EFTTS AT THIR TIMG AND IS CURREN [LY
WORKER I§ NOT RECEIVING MEDICARE BENEFTTS AT o
ALY WORKING PULL TiMS WITH D'VFAL FAMILY & YOUTH SERVICES SO THERE (3 N

: : ABIDE. ALLOCATION REPORT AT THIS TIME, i
’;:?f?:r:ﬁmw ?ﬂmﬁy&paﬁs PLAORT OF o THOMAS FELL, MT%}'”‘N

D 1T ABDEAYE A &7

incluosd in this selligrsend LRSF exprrsly el

aqrosd by af parias R : ot wedbien

v by areunont s (e fing of an dspBomenn, and e .
oo ﬁmmmwmym:mamwumwhmnn-wammnmmwm
m": ;g to pu b Isguia aery of i igea semitad futemin, o AL heano) b huid Wit h mnfmm«ﬂru
'mmma The dakncan uhmnmeuw-wmaimmmmnm".mmmm'm-“
dooumnent,-and mnmwmm-mwmmmmmwmgemnm althar appeol oy phainfiorf
'Rmémlmmmwnm-mmﬂngwmmwwmmmm '

=

. MW“”H—H‘I&‘. T1me0n) Pepa? of Iy
Treking I0: 12367162
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63/85/2012 11:16 264953973 . DvEa ' PAGE  Pa/BES
- FROM sturte lund TO.016254000673 03701 /2012 14:26:84 R4460 F,0087016 e

|

‘11. WAHING TO EMPLOYES: SETTLEMENT OF YOUR WOSREjS" G}HP&BAWMM BY COMPROWMISE AND
. RE,B&SEMAYAFFE;TummnvmnumwmmwnmmmmnmmHEGENEIR
THE FUTURE PROM SOURCED OTHER THAN WORNERS" COMPENSATION, INCLUONG BUT KOT LIMTED TO
- socl.'.'.smum MEDICARE AND LONG-TERM (EARISTY BEMEFITS,

mwmmm}mmmumruammmmmmvmmm . .
: . mmmammmm _ ’

4 -~

mmmmm,wm anl:rmmgasmrmluehn mmmwmm“
mmmmmmmmmmmmh sgresrnent sroumiad i hiwer sailsiaction,

Witneaa the dignemus bavaet'this é - ey “_,_M“.—m—% I

| | | 3/5'/'.90;;-
_ Witihs 1 ) b
- ] N IR L
. Vi £ o
» I )" lfmp‘ /.A(fl.\‘@mj C-.:/ﬁ\m‘f ,A;p;rpg,q,u
[ eoeren (Dol N arvwp for Delervinel
‘ | | v 3/ a’a@- :
WreE (‘f’C}'WLc:M A—SSmeM' coanms
Ay lov Dalando i f i f = }1!H41~10(2;€n__,4
Aloeney | Lejandant im
DR i 1021 1) 1R, 1172900 (o § of e __I
Tracking d: 12165143 ’
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Stete of D‘alrbrma
Couxnty of ) P
on : : _bafors me, .
: (insert name and titke of the offcar)
personally appasred: .

who prowed Lo me on the basis oraaﬂ:ﬁctory evidence to be the persm{s) whosa rama[s) lslare
subscribed to the wkhin instrument mdacanedgudtomm he/shethey executed the same
“hisherfthalr aothori: ed capacitydes), and that ty hisfherfibelr signature(s) on the nstnament the
persori(s], o b endity upon hehalf of which: fhe persanfs) acted, axacutad fha Instrumant.

| certify under PENALTY OF PERJURY mderthe Iuwa of the Siale of L‘.aiibrnla {iat the fnragdng
paragraph Is true and ::oned

B

WITNESS my hand ahd oficial seal,

Signature o ' (Bealy

DMVC-CA form 10214 (<} {Rev. 1172008, [Fage.9 of 3

Tracking k12369162
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.a?;raswzmg 11:16° 5264958973 . L DveA. _P’Am a2/06

|

 CALIFORNIA ALL-PURPOSE AGKMOWLEDGMENT S

State of Catrfo_rnlu
Laos Angeles

Caunty ..

_ Gﬁstavo R. Salgado, Notary . Public
pem:naly appgamd ,Z:Zﬂléffl\{ @012':‘,‘""‘""“ : = ". )

-

a : whuptwadhmoonﬂnbanhdsqﬁmwm:ienwm
3 <v  ba'the pamonly) whosa nameds) siafs subscribed to the ©
within  Instrumant dard avknowieagatd to me that
ahaEy exacuiad the same In r authorized
mmqi mumwhﬁmﬁm%m(qmm
instrument tThe pereonds), o the entity upon behall of
whid'aimparsnn(qzimtad mmﬁaﬂtmlmtrunent

I cortity under PENALTY OF PERJURY undar- the fawa .
of the State of Califormia that the fnragoing pamgraph ta

true and coms::t.
WITNESS my hangl gn
i e St e Sighatuce
- OPTIONAL
Trough the: knboerravon below is not revuinee! valuniie D persoe srhing dﬂf-‘ﬂmﬂ'ﬂ‘
. mewhhwm b’mm mmmmﬁm
Desoription of Attached Document
o orwo ot cocsmme____ (1O PROMBYSE 1+ LELEAGE
Doousrent Date: i _f"‘g_"/ﬂ]" Numbar of Pages:
Slgmuts O&wr Than Named Above: -
Capacityltnel Claimed by Signets)
Signer's Natte: Sigrer's Nami: _
. O individus . - U Inchvickl -

[J Carporate Officer — Tile(s):
Parter — T Limfted [J Gmeral

O Corporaie Offioar — THs(s):
T Partner — (1 Limited 7} Gianaml

[ RIS

O Atinenay in Fact O SiG 1 IEE
1 Trustae . i

I Guardian of Conservator | setvator

11 Cher:, : ™

Signar is Repreaanting: Sigrier I Representing: =

SCI000043
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.

APPLICANT: FIDREI-N ROOKS

. WCAB CASE NUMBSR(S): ADN7024643, ADI'ID"464

SCIF CLAIM NUMBERE}05170360  Api? 654 & .?'[Bf
| LIEN ADDENDUIM -

LI'ENS OFRECORD AND AFFIDAVIT
RE. GOOD FAITH EFFORTS TO RESOLVE LEENS

The Bllowing are the fers of reoond as of the date of this Gmmmmandknhm Dehldam wil
pey, ad_mst, mmmﬁmmmmﬁhmmmmbm

Furisdition i ressrved with fhe Workers” ComMnAppeakBoudaswalksuesﬂmmym '

VLSCAN 45 03/14/2012 08:04 AM 0401714 11 17

02 318168 000000001 108 195 05124168

reganding dispositon of these Sers.
Liep Chilmnt Name & Mdnss 7 “Amount Dmription, Date & Resulf of
L Lien Besolutivn Efforts
There ez oo fems onregord for ctls .
chim

SCI000044
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FREEFORM PARAGRAPH

. Tdechre e péuhy of perjury as folows:

1 am the represergative for defndart State Ccrnmnﬁtbn Insurance Fund. T have mads the above-
referenced good fith ¢forts o resohve each pfthe fsved Bons.

Y et | (=512
State Fund @mmﬁse ' . Dz
N 'yo Lol K gL .
Copuns ATV

8083
SCI1000045
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. APPLICANT Floreen Rooks _
wCABNO: ADJ 7024643 & A.DJ 7024645
STATEFUND CLAIMNO: 05170360 & 05124168
7 - SJ.ZDBIR'nc:Igers & (_Z.arterfAc;:rued Benefits Aﬂﬂ__c.éndnm,. f’\' _
L. SETTLEMENT OF ACCRUED BENEFITS .
The sett]ement mcludes any claims far rau-oacnvc benefits and mmbursemem mcludmg, but not
lnrmted 10, hemporary dzsab:hty mdemmty, mlieage rexmbursemmt, out-cf-poakrst redical expense, and
- any mterest or penafties, including, but oot [nn:laed o, sancttans and seh“ Imposed penaltm, c:]almed up

to the date of the Order Appmvmg Compmmlse and Releasc.

|

2. SUPPLEMENTAL. OB DISPLACEMENT BENEFITS [SELECT ONE]

[¥] Apphcant is not prwented from returning or has rcturnc:t to work for the emp}oyer, therefnrc

apphcam is not mntl:d to the supplemental Jjob disp [ac:ment bencﬁt.

. E] The employer hB.s offared modified or alternative work; therefore, epplicant is not entitled to.

the supplemental job dispiacement benefit.

7] As a result of the i mfury settled hermn, applicant is entitled 10 a STDB voucher in an amount
(select one of the followmg amounts lf entitled to STDB voucher)
[ up to $4,000 (PD less than 15%) ] up 1o 36 000 (PD: '15% to 25%)
Duptoss 000.(PD: 26% to 49% Ouptesio 00 (PD: 0% to 99%)

|

1The seftlement amount indicated in paragraph 7 includes consideration to settle the poterstal
eligibility for the STDR voucher. Therefore, no supplemental Jjob displacement benefit is

awed to applicant. [8 CCR 10133.52]

C&R Addendum — {mv. 07/08/2009) Page 1of2
DOl on or after 1/1/2004

8083
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. +

Bales/2012 11116 52545539?3 L DvEAL ; - PAGE 85/86
' Faoumafundmaismmmua/ammzmus#uaopmyma T )

3 RODGER&'CARTM RELEASE Snpplemuw Ik Di:pbm: Beml!t:
Iu ehe evcm applmnt has panicipated], is mnlpminn. o hwparﬁnipuu ln an ldnminn related re-
trl!nill: or gkifl -enhantement gt o7 plm, et o Lnl:or Cadl u:ﬂnn 46345, mn‘fn-illnwlng
. miem appliw Appiiml has beent udmed, Flily urelerstands, | md spa:iﬂcnlly agreas ﬂns sotdoment -
" agrecment ralum atl Illbmty of the defendanas for zy wuﬂwﬂ. compansation bmcﬁs krcluking, tase
" pot Iumilnd m. vmmlal dintdmy hemﬂm =hd mndia:t banafltz, to whish nppﬂmut mny be entited for -
oy injory or Injuriu © lppiluanl 'thtmy Deour OF m:g!'u hmm onmmd durmg, wlucgtion related -
traicdng or $kélf enbapeement pmn which as & direct nd ndnrlf eonmquence of the nngiml iujury
o infuried resiled fn this Cumpromim sad Relesse. Thu:plimt hcrewnm lo wlve such potanﬁ-l _
. claime-or ahalms for workm aompanmksn benefits pu[mlﬂ‘ ) Rw@m 1 Wanlm- (‘mn Amm 2d
" atal (1985) )68 Cat App.;\d 367, 50 Cal. Corop. Cases 29, nnd Cm-mrr.; ., % Covnty oﬂa«,t»grfmﬂ :
ef. {i986) 5] ['ll (‘omp.r‘m 215 {en bmln} N

. %M Aﬁu T !;‘,;5

APPLICANT'S ' { ;

- ATTORNEY L : BATE_
DEFENDANT'S ) P ' 2
ATTORNEY u L DATE__ 27512

Yo L‘i\wm A s,
Cimins  AO7VEro

CERA Addondom -{ v, nmmoun Page Tal3
0 on or alier 12004

IIBEEOTOZ0 WO TIHDIINA ISAISS UG [S1ULL PINPURIS SLISRH] AW LFSEILL TELOZ/DIE U0 Poaisses g 30 © eBi
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+ .
1

APPLICANT Fk)reen Rocks

SOCIAL SECURITY NUMBER 130-38-8570

WCAB NUMBER ADJ7024643 & ADJT024645

.CLAIMNUMBER 05170360 & 051241 68

ADDENDUMI E: :
MEDICARE ELIG TIG

} F!breen Rooks R N anwt that [ am not currently recelvmg. nor have I ever

received Medlcare beneﬁts at the time of the approval of the Compromlsc and’ Relcasc in this

1.1 do understand that this Medlcare Ehgibl[lry Vmﬁcatlcm is an :ssentlal part of the sertlemtmt-

on my workers compensatmn case by wey ofa Cmnpmms: and Releass, 1 do unde:rstand that I
\ 7 .
have a right to seek the advice of an a.m}me'y ifI have any questions, [ do u.n'de'rstand that, under
: Fede,ral Law: 1, as heneﬁcxary am “ mponsmlc for lﬁkmg whatever action is necessary to

‘ .
obtain any payment tha.t can reasonably be expected under worlcers compensation™; and thai ‘

Medicare will not pay benefits until my remedies unda’ workers compensation arg exhausted.

(Title 42CFR 411.43)

2. 1 do understand that, in the event tﬁat | have ever received, are cunenﬂy receiving, or have
ever applied for Medicare béneﬁ’rs, my fau'iqre io advise Medicare of my receipt of benefils under
the Workers Compcﬁsation Systcm. in the State of Califo;nia may result in Medicare’s refussl-_tn
pay for any medical services until such time as my mcdicsl expenditures I;ﬁve exhausted the
amount of this Compromise ‘and. Release or the portion of the Compiomisc and refease which

clearly relates to medical care.
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8083

.

* this Cumprumlse & Rdeasc includes §

d 1

'Z'A. ‘For Mcdic#dpurposes, this Compro#\isé & Release inclodes a aflcmtibn of
: 521 965.00 ; mconsxdm‘atxon forthcapplmnts Pcnnanclesablhty esumatedmbe rated

at 24 ET %, with regard o the mdustnal injury. The settdement amount also 'EEICBS mtu

cms:dmtucn ofher dJsputad bmef ts, such as umporary d:sablllty'bcncf its, past and ﬁmlra, noa-

Msdlcam covemed a:pemcs such 2s nummg home fccs, aE] oF u purtlon of sums which are

. chimed as rogular non-meadmal heneﬁts The - balanc.: of settlement pmcseads ie pald n

mn.sxderatlon of potential medical benefi its, mcludmg pharmacy costs, which it valuved at the sum

as 27, 620 }_fé’_ﬂ«- HSE 2702,

DB The Appiicant and Defendant agrcr, that the settlement sum mdlcamd in Paragraph #7 of

(tard MS'A recommenclad ammmt_) in

consideration for the Apphcant'sestnmamd Medicare-covered future medical exp&nses due to the

' industrial iﬁjury. A third-party vendor specializing i.n Medicare aliocation ém! set-aside fssues

report from

has reviewed the Appi:canf‘s history af madmal cxpnnscs and tn:a.uncnt r:su]t:ng from the

subutct mdusma! injury and made 2 recommendation for the Medicars Set-Aside. See attached

(rame of hird-party vendor), which is incorporated herein by reference. The Medicars Set-
Aside allocation has been compleled but noi submitted to the Centers for Medicare and Medicaid
Services for approval, A copy of the Medicare Set-Aside allocation has been provided to the

Appli{:am.
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Bases/ze12 12:49 E254858373 - DVEAL
FHOH:atate fmﬁ TO:1 6254058073 03!01 radizi 1.2'}27 #M-Bﬁ 1 Glslm B

: 28, Agpliownt mloam D:fmdm arnd Sl mem;m Inmrm:u F’und Fram Barther- Ilab:lhy
1br an;r einim that lppllcm.r my hsve lglim Ddhndm md Stmte Conpansition Immrsx_ _
I-undfuf.ars uamnai;uy wd a.ucwms ngmn Apphicast mdabyCMﬂng-iast thm..

. semammrm andbrmmwhicﬂmhepald byMedmmﬂunpplcm: in the ﬁmn-
for this industrial Imwy Applm rebesons Mndmnm Hm{.mpemmmmm Furd

I!-ummyil:billw furunyehimmdnbyurqdmnpplbmtdublmemummmm
- the mmrn. orf‘edunl J'rﬁmm humﬂis. inchxhng but not Ilmlt:d ®t Svcks &mm the

] ahmunuamd Mecucm bepelity imluding pr:wipumn, snd pussihly o:her rolief wnd
. mtlllnmnt banctis gmmd by Pad:nl Stehure, \» the ctant lhe: Appllcm: woulil have besn
: emmcﬁ_t_o_mn_: in the abssnce of this sectiement. Ag:plll::lqt acknawiedges and vnnfu_hd;he

has rebd for by had rodd 1o Mimher) the entire Comprsmise sad Release, eluding this

Addutdim. Hwfhe underpords #nd acoents the provishms of thess documents. Applivant

acknpwledyes hefeha By the right to i thes documents wilh sl cownsal, émd M

reprioented, hafvhe l'las had 1o opportuaily eonudmmnn; disgss wene wi\h fegal cmmml -

86 to Rilly undurciand the signl founce of thaye dncummu

Signcd (hs._ 5 I____dm-nf ﬂﬂﬂf{ Aeld— o 't“‘ " Counw,

Caiffornia, ;
APPI.ICA.NTM“’ R

APPLICANIE ATTORNEY.
[N_'!‘ERI’RE‘H:R
CERTIFICATION NUMBER_

TR
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| SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:28 PM 034601 8 12

+

' STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD
STIPULATIONS WITH REQUEST FOR AWARD
05170360 Date of Injury ~ 11/10/2007
Case No. MMIDDIY Y Y Y

130-38-8570 —|-
38N {Numbers Crly)

Venue Cholce Is based upon: ([Completion of thia section Is required)

ECounty of residence of employee (Labor Code section 5501.5(8)(1) or (d).)

DCounty where injury occumed (Labor Code section 5501.5(a){2) ar (d}.)

DCourty of principal place of busineas of employee’s attomey (Labor Code section 5501.5(8)(3) or (d).)

LAO
Select 3 Letter Office Code For Place/Venue of Hearing-(From the Document Cover Sheet)

Appllcant (Completion of this section Is required)

FLOREEN
First Name M

ROOKS
Last Name

1315 § GLADYS AVE

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

SAN GARBRIEL CA 91776
City ) State Zip Code
Employer #1 Information (Completion of this section is required)

Insured [_Jsettinsured [7] Legaly Uninsured [ ] uninsured
D'VEAL FAMILY & YOUTH SERVICES

Employar Name (Please leave blank spaces betwean numbers, names or woids)
~__PO BOX 40255

Employer Strzel Addness/PO Box (Please leave blank spaces between numbers, names or words)

PASADENA CA 51114
City State aip Code

+

DWC-CA form 10214 (a) Page 1 {Rev 11/2008)
ADISTER YOLANDA NELSEN (3LENDALE (SA)

8083
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_SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 (3_2:28 PM 034601 8 13
|Insurance Carrer information {if known and if appilcable - include gven if carrier is adiusted by claims administrator)

STATE COMPENSATION INSURANCE FUND
insurance Camer Name (Please leave blank spaces befwesn numbers, nameas or words) !

PO BOX 92622
Insurance Can‘ie_rSIreet Address/PQ Box (Please leave blank spaces between numbers, names or words)

LOS ANGELES CA 90009
City State Zp Code
Claims Administrator Information (if known and if applicable) —l"‘

_SCIF INSURED GLENDALE

Name (Please leave blank spaces bebween numbers, harmes or words)

PO BOX 92622
Slreet Address/FO Box (Please leave blank spaces between numbers, names or words)

LOS ANGELES CA 90009

02 318168 000000001 116 195 05124168

Clly Slate Zip Code

Employer #2 Information (Compietion of this section is required)
(] nsured [:l Seltinsured [] Legally Uninsured [ Juninsured

Employer Nams (Please leawe blank spaces between numbars, names or words)

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

“City Stale Zip Code

tinsurance Carrler Information
(if known and If applicable - include even If carrier Is adjusied by claims administrator)

insurance Carier Name {Please leawe blark spaces hatween numbers, names or words)

Insurance Camer Street Address/PO Box (Please Iea\é blank spaces between pumbers, names or words)

‘ City Slate Zip Code

‘DWC-CA form 10214 (a) Page 2 (Rev 11/2008) ’

8083
SCI000052



|Clairr|s Administrator Information (if known and ifaﬁplicable)

Name (Please leaue blank spaces between nurnbers, names or words)

Street Address/PO Box (Fleaae leave blank spaces between numbers, names o words)

SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:28. PM 034601 8 14

_+,

City State Zip Code

Employer #3 information (Completion of thie section is required)

D Insured D SetHnsured D Legally Uninsured D Uninsured

Employer Nama (Please leave blarik spaces betwean numbens, .nameas or words)

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

City State Zip Code

Insurance Carmrier Informetion
(if known end If applicable - include even if carrer is adjuste d by claims admimstrator)

Insurance Carrer Neme [Please leave blank Spaces between numbers, names or words)

Insurance Carrier Stleet_Address.'PO Box (Plaase leaw DIank spaces batween numbers, names or words)

City State Zip Code

Cleims Administrator Information (if known end If applicable)

Name (Please leave blank spaces between numbers, names or words}

Street Address/PO Box [Please leaws blank spaées between numbers, names or words)

City ‘ Slate Zip Code

DWC-CA form 10214 {a) Page 3 (Rev 11/2008)

8083
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" SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:29 PM 034601 8 1S

Employer #4 Information (Completion of this section is required)

[] nsured [[] settinsured [[] cegally unmsurea [ ] uninsured —I—

Employer Name (Please leave blank spaces between numbers, names or words)

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

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

Insurance Cander Name [Please leawve blank spaces between numbers, names or words)

Insurance Caitier $ireet Address/P O Box (Please leave blark spaces between numbers, names of words)

Clty State Jp Code
Claims Administrator Information (If known and if a pplicable)

Name (Please leave blark spaces between numbers, names or words)

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

City State Zip Code

The parties hereto stipulate to the issuence of en Award andior Order, based upon the following facls, and waive the

requirements of Lebor Code section 5313: l

1. FLOREEN
Emgplayees First Name
ROOKS
Employess Lest Name
hirth date 06/20/1949
MM/DO/Y YV Y '
while empioyed at  TASADENA CA

Stete
as a[n) . THERAPIST

Gceoupation Group

DWC-CA form 10214 {a) Page 4 {Rev 11/2008) "_

8083
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[:l hinre than 4 Companion Cases

Specihic Injury +
65170360 11/102007

Case Number 1 D Cumulative Injury {Start Date: MM/DD/YYYY) (End Date: MMW/DD/YYYY)
) (¥ Specilic Ijury, use the slart dale as the specfic date of injury)

Body Part 1: 513 KNEE Body Parl 2: Body Part 3:

Body Part 4; Cther Body Pards: LEFT KNEE

[ specific nury

Case Number 2 [C] cumutative Injury {Stant Date: MM/DDIYYYY) {End Date: MMWDDIY YY)
(F Specilic imury. use the start date as the specific date of nury)

Body Part 1: Body Part 2: Body Part 3
Body Part 4: Cther Body Parts:
I:] Specific Injury
Case Number 2 D Cumulative Injury _I_ (Start Date: MMIDD/YYYY) {End Date: MM/DD/YYYY}
(¥ Specilic injury, use the slart date as the specific date of npry)
Body Part 1: Body Part 2: Body Part 2:
Body Part 4 Other Body Parts:

I:I Specific Inury

Case Number 4 "~ [] cumutative Injury {Start Date: MM/DDIYYY'Y) {End Date: MM/DDIYYvY)
{F Specific Iwry, use the start date as the specdic dale of nury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Paits:

by the employer(s) and their insurer(s} listed above and who sustained injury(ies) arising out of and in the course of employment to
INJURED BODY PART IS THE LEFT KNEE.

(Please list all body parts injured) |

| DWC-CA form 10214 (a) Page 5 (Rev 11/2008)
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" SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:29 PM 034601 8 17

[ 2. The injury {ies) caused temporary chsability for the penod 11/15/2007 through
MMIDDAYYYY
09142008 for which indemnity has been paid at § 647.44 per week. +
MM/DDYYYYY Indemnity Paid
2(a). The injury ()es} cauzed additional temporary disability for the period
MM/DDIYYYY
through at the rate of § In the amount of $
MWDDIYYYY Rate Indemnily Paid
3. The injury {les) caused permanent disabllity of 1 % for which indemnity is payable at $ 230.00
‘ Indermnity Rate
per week beginning 09/15/2008 inthesumeof 3 690.00 , less credtt for such payments
i MM/DDIYYYY
prevously made. | | And alife pension of $ per week thereafter.
’ Life Penslon
Laber Code §46858(d) adjustment:
D‘ Increaserate io $ as of
MMIDDYYYYY
D' Decrease rate to §
as of

MMIDDAY Y YY
(] Net Applicable __’_

An informal rating | |has/ [X]has not (Select one)been previously Issued in case nofs)

4. There m is D is Not a need for medical treatment to cure or refieve fom the effects of said injury (&s)
5. Medicaldegal expanses and/or liens are payable by defandant as follows.

6. Applicant's attomey requests a fee of 3

[ JFees to be commuted as follows.

7. Liens Against compensation are payable as follows:

l DWC-CA form 10214 (a) Page 6 (Rev 11/2008)
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" TSCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:29 PM 034601 8 18

8.Anv accrued claims for Labor Caode section 5814 penallies are included in this settlement unless expressly excluded.

9,0ther stipulations:

INJURED BODY PARTIS THE LEFT KNEE.

_THIS STIPULATION IS BASED UPON THE PERMANENT AND STATIONARY REPORT OF
'DR. TOMAS SAUCEDO DATED 12/5/2008 AND THE SUPPLEMENTAL REPORT DATED
1723409,

PENALTIES AND INTERESTS WILL BE WAIVED [F THE AWARD 1S PAID WITHIN 30
DAYS FROM THE DATE OF RECEIPT CF THE AWARD BY STATEFUND.

Dj: 0 XA 00

MM/DENYY Y'Y plicant

Appllicant's Amorney or Authorized Represantative:

[) Law Finvattomey [X ]Mon Attomey Representative +

First Name

Last Name

Fimm Number

Law Fim name

Address/PO Bux (Please leave blank spaces between numbers, names or words)

City State Zp Code
Dated
0 MMIDD.'_Y _YYY Applicant Attomey Signature
| DWC-CA form 10214 (a) Page 7 {Rev 11/2008) +
8083
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"7 SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2000 02:29 PM 034601 8 19

| Defendant's Attormey or Authorizad Representalive:
D Law Firm/Attomey DNon Altomey Representalive

+

First Name

Last Name

Firm Number

Law Firm Name

Address/PO Box (Please leave blank spaces belween numbers, names or words)

City State Zip Coda

Dated

MM/DLYYYY

Defensa Atlomey Signature

02 318168 000000001 122 195 05124168

Defendant's Attorney or Authorizad Representative:
[_—__l Law Firm/Attomey DNnn Aftomey Rapresentative

First Name

Last Name

Fimm Number

[aw Firm Name

Address/PC Box {Please leswe blank spaces between numbers, names or words)

Ciy State ap Gode

Dated

MMIDDFYYYY

| Defense Attomey Signature

DWC-CA form 10214 () Page 8 (Rev 11/2008)

8083
SCI000058



Defendant's Attorney or Authorized Represenlative:
D Law Firm/Attomey D Non Atlomey Representalive

First Name

Last Name

Finm Number

Law Fimm Name

Address/PO Box (Piease leave blank spaces batween numbers, names or words)

+

City State Zp Code

Dated

MMDDAYYYY Defense Attomey Signature

Interpreter Licence Number:

Interpreter Name interpreter License Number

_l_

DWC-CA form 10214 {a) Page 9 (Rev 11/2008)
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SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:29 PM 034601 8 21

Dear Floreen Rooks

THFS PAGE MUST BE PLACED ON TOP OF THE DOCUMENT/FORM
YOU ARE RETURNING TO STATE COMPENSATION INSURANCE FUND.

CLAIM NUMBER: 05170360
INJURED’S NAME: FLOREEN ROOKS
ADJUSTER'S NAME: YOLANDA NIELSEN
ADJUSTER'S RETURN ADDRESS:

PO BOX 92622
LOS ANGELES CA 90009

SCI000060

02 318168 000000001 124 195 05124168



SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:29 PM 034601 8 22

STATE

COMPENSATION
INSWURANCE

FUND

SCIF 19180

8083

July 21, 2009

Floreen Rooks Claim Number: 05170360
1215 § Gladys Ave Employee: Floreen Rooks
San Gabriel CA 91776-3623 Date of Injury: 1111072007
Dear Ms. Rooks:

Enclosed are Stipulations with Request for Award in the above-entitled matter. We ask that you sign
the form. Please also sign and date the enclosed Addendum(s) to the form. i you have any.
questions, you may contact me or a State Information and Assistance Office at 1-800-736-7401 or
call your local iInformation and Assistance Officer at (213)576-7389.

_Please complete the form(s) using all CAPITAL lettars and in BLACK ink only. Do not fold, staple or

bend any of the pages of the forms and return the form(s) in the enclosed envelope.

Flease return the executed Stipulations with Request for Award 1o this office. | will then complets
and submit it to the assigned Workers’ Compensation Appeals Board for approval and will return an
executed copy to you.

Sincerely
Yolanda L. Nielsen
Yolanda L. Nielsen

Adjuster
(818)291-7626

Enc: Business Reply Envelope (SCIF 19619)
Stiputation with Request for Awards (DWC-CA Form 10214(a)

Mailing Address: P.O. Box 92622 » Los Angeles, CA 90009-2622

1%
=i

SCI000061
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T SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:27 PM 034601 8 1

STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

STIPULATIONS WITH REQUEST FOR AWARD

+

Case No. MM/DDIYYY'Y

130-38-8510 -1—-
SSN (Numbers Only)

Venue Cholce is based upon: (Completion of this section ls requlred)

IECounty of rasidence of employee (Lébor Code s-_eciion 5501.5(a)(1) or (d).)

[Jounty where: injury occurred {Labor Code section 5501.5(a)@) or (d) )

DCoumy of principal piace of business of employee’s attomey (Labor Code section 5601.5(a)(3) or (d).)

LAO
Select 3 Letter Office Gode For Place/Vanue of Hearing (From the Document Gover Sheat)

Applicant (Completion of this section Is réqulred]

FLOREEN
First Name Mi

ROOKS
Last Name

1315 § GLADYS AVE

Address/PO Box (Please leawe blank spaces betwaen numbers, names or words)

SAN GABRIEL ‘ CA 91776
City ) State Zip Code
Emplover #1 Infon‘nétion {Completion of thia aection is required)

Insured D Selfinsured D Legally Uninsured D Uninsured
D'VEAL FAMILY & YOUTH SERVICES |

Employer Name (Please leave blank spaces between numbers, names or words)

PO BOX 40255

Employer Streel Address/PO Bex (Please leave blank spaces between numbers, names or words)

PASADENA CA 91114
City ‘ State Zp Code

+

DWC-CA form 10214 (a) Fage 1 (Rev 11/2008)
ADIUSTER  YOLANDA NES.SEN GLENDALE (SA)
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SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:27 PM 034601 8 2
|Ins.|ra'l'|'ca Carrier information {if known and If anolicable - inciude even if carrier is adiusted by ¢laims administrator)

STATE COMPENSATION INSURANCE FUND
insurance Carmier Name (Please leave blank spaces between numbers, names or words) |

PO BOX 92622
Insurance Camier Street Address/PO Box (Please leave blank spaces between numbers, names cr words)

02 318168 000000001 127 195 05124168

105 ANGELES CA 20009
City State Zip Code
Claims Administrator Information {if known and if applicable) —I_

SCIF INSURED GLENDALE

Name (Please leave btank spaces between numbers, names or words)

PO BOX 92622
Street Address/FPO Box (Please leave blank spaces between numbers, names of words)

LOS ANGELES CA 90009

City State Zip Code

Emptoyer #2 Information (Completion of this section Is required)

D Insurad D:Self—hsured D Legally Uninsured D Uninsured

Employer Name (Please leawe blank spaces between numbers, names or words)

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

Ty Stale Zip Code

Insurance Carrler Information
(if known and if applicable - inciude even if carrier is adjusted by cdaims administrator)

Insurance Carrier Name {Please leave blark spaces balween numbers, names or words}

Insurance Camier Street Addness/PO Box (Please leave blank spaces Detween numbers, names or words)

‘ City ‘ ' State - Zp Code

DWC-CA form 10214 (a) Page 2 (Rev #1/2008) ’

8083
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| SCIF RECD DTE 10/26/2009 BKSCAN 3 10/26/2009 02:28 PM 034601 3 3

lClaims Admsinigtrator Information (if known and If applicabie)

Name (Please leave blank spaces between numbers, names or words)

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

+

City State Zip Code

Employer #3 Information {Completion of this section is required)

[] nsured [] setHnsured [] Legally Uninsured [] uninsured

Employer Name (Please leave blank spaces betwaen numbers, names of words)

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

City State Zip Code

Insurance Carrier Information
(If known and If applicable - Include even If carrier Is adjusted by claims adminigtrator)

Insurance Carrier Hame [Piease leawe blark spaces belween numbers, names or words)

Insurance Camer Street Address/PO Box (Please leawe blank spaces between numbers, names or words)

City Stale Tip Cods

Claims Administrator Irformation {if known and If applicable}

Name (Please leave blank spaces between numbers, names or words)

Street Address/PO Box {Please leae blark spaces between numbers, names or words)

City State Zip Cade

+

DWC-CA form 10214 (2) Page 3 (Rev 1172008)
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Employer # Information (Completion of this section is required)

|:| Insured D Selfinsued |:| Legally Uninsured D Uninsured

Employer Name (Please lzave blank spaces between numbers, names of words)

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

_]_

City State Zp Code
Insurance Carrer Information
(if known and if applicable - include even if carrier is adjusted by claims administrator)

Insurance Camer Name (Please leawe blank spaces between numbers, names or words)

Insurance Cagrer Street Address/PU Box (Please leave blank spaces betwaen numbers, names ot words)

City Stale Zip Code
Claims Administrator Information {if known and if applicable)

Name (Plaase leawe blank spaces between numbers, mames or words)

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

City ) i State Zp Code

The paties hereto stipulate to the issuance of an Awand and/or Order, based upon the following facts, and waive the:
saquirements of Labor Code section 5313

1. FLOREEN
Employees First Name

ROOKS
Employees Last Name

birth' date 06/20/1949
) MMODIYYYY

while employed at  PADADENA

as a(n) THERAPIST

CA

State

Occupation Group

[DWC_—CA form 10214 (a) Page 4 (Rev 11/2008)

8083
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[ “dore than 4 Gompanion Cases

Specific Injury +
05124168 08/08/2007

Case Nurnber 1 [ Cumutative Inpury (Start Date: MM/DD/YYYY) (End Date: MM/DGIT Y YY)

(K Specific nury, use the start date as the specific date of mury)

Body Part 1: _ 320 ANKLE Body Part2z 313 KNEE Body Part 3:

Body Part 4: Cther Body Pants:  LEFT KNEE AND ANKLE

|:| Specific Injury

Case Number 2 E:I Cumulative Injury (Start Data: MM/DDAYYYY) {End Date: MM/DDIYYYY)

(¥ Specric Inpiry, use the start date as the spacic date of nury)

Body Part 1: Body Part 2. Body Par 3:

Body Part 4: Other Body Parls:

[ specific kjury

Case Number 3 [ ] Cumulative Injury _I_ (Start Date: MM/DIVYYYY) {Enat Date: MM/DDIYY YY)
(¥ Specific ury, use the start date a5 the specific date of npry)
Body Part 1: Body Part 2. Body Part 3:
Body Part 4: COther Body Pars:
[[] specific inury
Case Number 4 [J cumutative Injury (Start Date: MM/DD/YYYY) (End Date: MMWDD/YY YY)

{¥ Specifc Inpry, use the start dale as the speckfic date of njury)

Body Part 1: Body Par 2: Body Part 3:

Bady Part 4: Other Body Parts:

by the employer(s) and thelr inswex(s) listed above and who sustained injury(ies} arising out of and in the course of employment to

INJURED BODY PARTS ARE LEFT KNEE AND LEFT ANKLE.

{Please list all body parls injured)

DWC-CA form 10214 (3) Page 5 (Rev 11/2008)
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2 The injury (1es) caused temporary disability for the period 08/22/2007 through

MM/DDIYYYY
09162007 for which indemnily has been paid al § 643.66 per week. _[.'
MMIDDYYYYY Indemnity Paid
2{a). The injury {ies) caused additional temporary disability for the pesiod
MMW/DDINYYY
through at the rate 0l $ in the amount of $
MMW/DDIYYYY Rate Indemnity Paid
3. The injury(ies) caused permanent disabilily of 6% % for which indemnity is payable at § 230.00
Indemnity Rate
per week heginning 09/172007 in the sum of $ 4,14000 less credit for such payments
MMW/DDIYYYY
praviously made D And a tife pension of § per week thereafter.
Life Pension
Labor Code §4658(d) adjustment:
I:I ncrease rate to $ as of
MM/BDY Y Y'Y
D Decrease rate to §
e . asof
. MM/DDYYYY

[] Not applicable +

An informal rating Dhas ! Izl has not (Select ong)been previously issued in case no(s)
aThere [X]is [ ] is Not aneed for medical treatment to cure o relieve ¥om the efiscts of said injury (ies).
5. Medical-legal expenses andfor Rens are payable by defendant as follows:
6. Applicant's attomey requesis a fee of
D Fees to be commuted as follows:
7. Lieng Agalnst compensation are payable as follows.

‘DWC-CA form 10214 (8) Page 6 (Rev 11/2068) ’
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8 Anv accrued claims tor Labor Code sechon 5214 penaltias are innlided in this settlement unless expressiv excluded

9.0ther stipulations:

INJURED BODY PARTS ARE LEFT KNEE AND LEFT ANKLE.

THIS STIPULATION IS BASED UPON THE PERMANENT AND STATIONARY REPORT OF
‘DR, RALPH GAMBARDELLA DATED 11/26/07.

PENALTIES AND INTERESTS ARE WAIVED IF AWARD IS PAID WITHIN 30 DAYS FROM
DATE OF RECEIPT BY STATE FUND.

Applicant

B ottt (22,2007

Applicant's Attomey or Authorired Reprasantative:

|:] Law Fim/Attomey Non Altomey Representative +

Firsi Narne

Last Name

‘Firm Number

taw Fiem name

Addrass/PO Box (Please leave blank spaces between numbers, names or words)

City State Zip Code
Dated
MM/DDIYYYY Applicant Attomey Signature
l DWC-CA form 10214 {a) Page 7 (Rev 11/2008)
8083
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| Defendant's Attomey or Authorized Representative:
I___| Law Firn/Aftomey DNm Atlomey Representative

First Name

Last Name

Fimn Number

Law Firn Name

Address/PO Box (Pleasg leave blank spaces between numbers, names or words)

+

City State Zip Code

Dated’

MMADYYYY Defense Attomey Signature

Defendant's Attorney or Authorized Representative:
D Law FinmvAttomey DNon Attomey Representative

First Name

Last Name

Fimn Number

Law Firm Name

Address/PC Box {Please leave blank spaces between numbers, names or words)

City Stale Zip Code
Dated
MM/DDIYYYY
| . Defense Attomey Signature

DWC-CA form 10214 (a) Page 8 (Rev 11/2008)
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Defendant's Attarney or Authorized Representative:
[ ] Law FimvaAtiomey []Non Attomey Representative

First Name

Last Name

Firm Number

Law Firm Name

Address/PO Box (Pleass teawe blank spaces batween numbears, names or words)

_}_

Qity Siale Zip Code

Dated

MM/DDAYYYY Defense Attorney Signature

Interpreter Licence Number:

Intempreter Name interpreter License Number

_}.

OWC-CA form 10214 (a} Fage 9 (Rev 11/2008)
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SCIF RECD DTE 10/26/2009 BKSCAN 3 10/28/2009 02:28 PM 034601 8 10

Dear Floreen Rooks

THIS PAGE MUST BE PLACED ON TOP OF THE DOCUMENT/FORM
YOU ARE RETURNING TO STATE COMPENSATION INSURANCE FUND.

CLAIM NUMBER: 05124168

INJURED'S NAME: FLOREEN ROOKS
ADJUSTER'S NAME: YOLANDA NELSEN
ADJUSTER'S RETURN ADDRESS:

PO BOX 92622
LOS ANGELES CA 90009

SCI000071
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STATE

COMPENSATION
INSURANCE

FUND

SCIF 19180

8083

July 21, 2009

Floreen Rooks Claim Number: 05124168
1315 8 Gladys Ave Emplayee: Floreen Rooks
San Gabriel CA 91776-3623 Date of Injury: 08/0%/2007
Dear Ms. Rooks:

Enclosed are Stipulations with Request for Award in the above-entifled matter. We ask that you sign
the form. Please also sign and dale the enclosed Addendum(s) to-the form, f you have any
guestions, you mey conlact me or &1 State Information and Assistance Office at 1-800-736-7401 or.
call your local Information and Assistance Officer at (213)576-7389.

Please complete the form(s) using all CAPITAL Istters and in BLACK ink only, Do not fold, staple or
bend any of the pages of the forms and returnthe form(s) in the enclosed envelope.

Please retum the execuled Stiputations with Request for Award to this office, | will then complste
and submit it to the assigned Workers' Compensation Appeals Board for approval and will return an
exacute’d copy to you.

Sincerely
Yolanda L. Nielsen
Yolanda L. Nielsen

Adjuster
{818)291-7626

Enc: Business Reply Envelope (SCIF 19619)
Stipulation with Request for Awards (DWC-CA Form 10214(a)

Mailing Address; P.0. Box 92622 « Los Angeles, CA 90009-2622

mak)
ey
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SCIF RECD DTE 11/17/2009 BKSCAN 6 11/18/2009 10:36 AM 042792 14 1

STATE

COMPENSATION
INSURANCE

F U N D COPYTO CLAIMS IN FEPLY REFER TO;

Navember 6, 2009 NOV 06 2009 05124168

Ms, Floreen Rooks
1315 South Gladys Avenue
San Gabriel, CA 91776-3623

Re:  Floreen Rooks v, D'Veal Family & Youth Services
WCAB Case No. Unassigned

Dear Ms. Rooks:

The Glendale - A Legal Departiment and the undersigned have been assigned the legal defense of
the above-captioned case.

Please send all notices, pleadings and correspondence addressed to State Compensation
Insurance Fund, Legal Department, at the address shown below. Be further advised that notices
of hearings or depositions served on any other address may not be legally effective under the
doctrine stated in Hartford Accident and Indemnity Co. v. WCAB (Phillips), 86 Cal. App. 3d 1,
43 CCC 1193 (1978). Also, please serve a separate copy of any application(s). medical report(s)
and any other pleading(s) or document(s) on this office, Pursuant to Labor Code § 4906, please
forward the attorney disclosure form to my office.

State Compensation Insurance Fund requests that you comply with Title 8, Section 10418, which
requires notice of medical-legal examinations. We will object to any billings and entry into
evidence of reports that do not comply with this section.

Please serve any medical reports in your possession or control as prescribed by the Rules of
Practice and Procedure.

Defendant State Compensation Insurance Fund will not accept service by facsimile,

Very truly yours,

. v
LW A
Attorney
(81R) 662-6736
adr

ce: D'Veal Family & Youth Services, Post Office Box 40255, Pasadena, CA 91114
Yolanda I.. Nielsen, Glendale Unit 5 (SA) Claims Departrnent

LEGAL DEPARTMENT
8556 Norlh Central Avenue « Glendale, CA 91203-1400
{818) 291-7100
Mailing Address: P.O. Box 92622 » Los Angeles, CA 900082622
A
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August 29, 2007

Floreen Rooks Claim Number: 05124168

1317 1/2 South Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776 Date of Injury: 08/08/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING TEMPORARY DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of temporary disability payments for your workers' compensation injury of August 9,
2007.

Although liability for your workers’ compensation injury has been accepted, | cannot pay
you temporary disability benefits at this time because we need to obtain all the medical
records from your primary treating physician.

In order to reach a decision, | need medical records for your appointment on 9/4/07. | will
contact you by September 28, 2007 to advise you of our decision.

We will pay for appropriate medical care and will reimburse you for necessary
transportation expenses at the rate of 48.5 cents a mile. If you receive any medical bills,
please send them to me.

Please review the enclosed pamphlet for a full explanation of workers’ compensation
benefits. You may also receive recorded information by calling the State Information and
Assistance Officer at 1-800-736-7401 or call your local Information and Assistance Officer
at 1-213-576-7384.

If you have any questions, please feel free to call me at the number listed below. However,
if you are represented by an attorney, this phone call should be made through your
attorney.

Sincerely

Sherie Chou

Sherie Chou
For Yolanda Nielsen, Adjuster of this claim
Adjuster

SCI000074
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(818)291-7626
Fax: (707)646-2609

Enc: Your Guide to Workers Compensation (SCIF Form e13699)

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114

SCI000075
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August 29, 2007

Floreen Rooks Claim Number: 05124168

1317 1/2 South Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776 Date of Injury: 08/08/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING TEMPORARY DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of temporary disability payments for your workers' compensation injury of August 9,
2007.

Although liability for your workers’ compensation injury has been accepted, | cannot pay
you temporary disability benefits at this time because we need to obtain all the necessary
medical records from your primary treating physician.

In order to reach a decision, | need Medical information from your re-directed MPN Dr. for
date of services on 9/4/07 and 9/10/07. | will contact you by September 28, 2007 to advise
you of our decision.

We will pay for appropriate medical care and will reimburse you for necessary
transportation expenses at the rate of 48.5 cents a mile. If you receive any medical bills,
please send them to me.,

Please review the enclosed pamphlet for a full explanation of workers’ compensation
benefits. You may also receive recorded information by calling the State Information and
Assistance Officer at 1-800-736-7401 or call your local Information and Assistance Officer
at 1-213-576-7389.

If you have any questions, please feel free to call me at the number listed below. However,
if you are represented by an attorney, this phone call should be made through your
attorney.

Sincerely

Sherie Chou

Sherie Chou
For Yolanda Nielsen, Adjuster of this claim

SCI000077
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Adjuster
(818)291-7626

Enc: Your Guide to Workers Compensation (SCIF Form e13699)

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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January 3, 2008

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rocks

San Gabriel CA §1776-3623 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING PERMANENT DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of permanent disability payments for your workers' compensation injury of August 9,
2007.

Your treating physician, Dr. Ralph Gambardella, has determined that your injury is
permanent and stationary. We do not know if your doctor has determined if your injury has
resulted in permanent disability. We expect to have this information by February 26, 2008
and we will notity you of the status of permanent disability at that time.

Dr. Gambardella has determined a permanent disability rating but you are currently
receiving Temporary Disability benefits regarding claim number 05170360.As soon as we
have received your disability status regarding claim number 05170360, we will start your
permanent disability benefits regarding this claim.

The State of Califarnia requires this notice to include the following language:

Please call me if you have questions. If you want further information, you may contact
the local State Information and Assistance Office by calling 1-213-576-7384 ar you
may receive recorded infarmation by calling 1-800-736-7401.

You may also consult an attorney of your choice. Should you decide to be represented
by an attarney, you may or may not receive a larger award, but, unless you are
determined to be ineligible for an award, the attomey’s fee will be deducted from any
award you might receive for disability benefits. The decision to be represented by an
attorney is yours to make, but it is voluntary and may not be necessary for you ta
receive your benefits.

Sincerely

Yolanda L. Nielsen

SCI000080
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Yolanda L. Nielsen
Adjuster
{818)291-7626

Enc: DWC fact sheet D- Answers to your questions about permanent disability benefits

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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September 7, 2007

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776-3623 Date of Injury: 08/08/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING TEMPORARY DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of temporary disability payments for your workers' compensation injury of August 9,
2007.

Payments are beginning far temparary disability for the period from August 22, 2007
through September 7, 2007.

The payment in the amount of $1568.03 is enclosed. Your temporary total disability
payment is based on two-thirds of your average weekly wage at the time of injury and is
subject to maximum and minimum rates which are set by state law depending on the date
of injury. Na payments will be paid to you far the first three days of disability unless you
were hospitalized or are disabled for more than 14 days. For injuries occurring on or after
Apnil 19, 2004, it is also subject to a maximum of 104 compensable weeks within two years
from the date of initial payment; or if the injury invalves pulmonary fibrosis, chronic lung
disease, chemical burns to the eyes, human immunodeficiency virus (HIV), severe burns,
amputations, ar high velocity eye injuries — a maximum of 240 compensable weeks within
five years from the date of injury. Your weekly compensation rate is $645.66 based on your
earnings of $968.49 per week.

Payments will be sent every two weeks on Friday until you are able to return to work, your
medical condition becomes permanent and stationary, or you have been paid the maximum
number of benefit weeks allowed by law, whichever occurs first.

If you believe your average weekly wages noted above are inaccurate, please provide us
with additional eamings documentation from any employment so that we may make the
appropriate adjustment to your temporary disability rate. The rate noted above may change
pending additional eamings information.

We will also pay for appropriate medical care and will reimburse you far necessary
transportation expenses at the rate of 48.5 cents a mile. If yau receive any medical bills,
please send them to me.

SCI000083

02 318168 000000001 147 195 05124168



8083

You may also receive recorded information by calling the state Information and Assistance
Officer at 1-800-736-7401 or you may call your local Information and Assistance Officer at
1-213-576-7389.

If you have moved, or are moving soon, or want to know the status of your benefit check,
please call our toll free number 1-888-222-3211, Monday through Friday, between 7:00
a.m. and 5:00 p.m. PST.

If you have any questions, please feel free to call me at the number listed below. However,
if you are represented by an attorney, this phone call should be made through your
attorney.

Sincerely

Peter (1055

Peter Cross

For Yolanda Nielsen, Adjuster of this claim
Adjuster

(818)291-7626

Enc; Check

cc. D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
Kenneth Jung, Kerlan Jobe Orthopaedic Clinic, 301 N Lake Ave Ste 201 Pasadena,
CA 91101-5120
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September 18, 2007

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rooks

San Gabriel CA 21776-3623 Date of Injury: 08/08/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING TEMPORARY DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of temporary disability payments for your workers' compensation injury of August 9,
2007.

Your final payment of temporary disability was sent separately. Payments are ending
because you have returned to modified work on September 17, 2007.

Temporary disability benefits paid to you total $2398.16. This amount covers the following
period(s) at the following rate(s) per week: from August 22, 2007 through September 16,
2007 at $645.66 per week.

While temporary disability benefits are ending, you may be entitied to other workers'
compensation benefits. We will advise you if additional benefits are due.

We will continue to pay for appropriate medical care and will reimburse you for necessary
transportation expenses at the rate of 48.5 cents a mile. If you receive any medical bills,
please send them to me.

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

If you disagree with the decision, you may consult with a state Information and
Assistance Officer at 1-800-736-7401 or call your local Information and Assistance
Officer at 1-213-576-7389. You may also consult with and be represented by an
attorney, and/or apply to have your case heard by the Workers' Compensation
Appeals Board.

The law limits the time period within which you may collect benefits. Should you disagree
with any action taken by State Fund, in order to protect your rights, you must commence
proceedings before the Workers' Compensation Appeals Board by filing an Application for
Adjudication of Claim within one year of the date of your injury, or one year from the last
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furnishing of indemnity or medical treatment benefits by your employer or State Fund. If you
do not do so, your right to benefits may be lost.

If you have moved, or are moving soon, or want to know the status of your benefit check,
please call our toll free number 1-888-222-3211, Monday through Friday, between 7:00
a.m. and 5:00 p.m. PST.

If you have any questions, please feel free to call me at the number listed below. However,
if you are represented by an attorney, this phone call should be made through your
attorney.

Sincerely

Peter (71085

Peter Cross

For Yolanda Nielsen, Adjuster of this claim
Adjuster

{818)291-7626

Enc:

cc. D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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August 29, 2007

Floreen Rooks Claim Number: 05124168

1317 1/2 South Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING SALARY CONTINUATION BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of salary continuation in lieu of temporary disability payments for your workers'
compensation injury of August 9, 2007.

Salary continuation benefits being paid by your employer in the amount of $645.66 include
temporary disability benefits from August 9, 2007 through August 15, 2007 at $645.66 per
week.

Your employer's salary continuation plan was provided by your employer.

Salary continuation is ending because you were released to return to modified work by
Dreamweaver Medical Group and modified work was available with your employer starting
on August 16, 2007. If you have not yet returned to work, contact your employer.

While salary continuation benefits are ending, you may be entitled to other workers'
compensation benefits. We will advise you if additional benefits are due.

We will continue to pay for appropriate medical care and will reimburse you for necessary
transportation expenses at the rate of 48.5 cents a mile. If you receive any medical bills,
please send them to me.

The California State Legislature has issued this warning:

Warning: Acceptance of employment with a different employer that requires
performance of activities that you have stated that you cannot perform because of the
injury for which you are receiving temporary disability benefits could constitute fraud
and could result in criminal prosecution. If convicted, you could lose your rights to
workers' compensation benefits and face imprisonment for up to 5 years and a fine of
up to fifty thousand dollars ($50,000}, or double the amount of the fraud, whichever is
greater.
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This warning notice is sent by State Fund to all injured workers who are receiving salary
continuation in lieu of temporary disability. Your employer is paying you salary continuation
benefits because the doctor reports you are unable to work full time due to the injury or injuries
you sustained on the job. If you bacome employed by anyone or become self employed or your
garnings change in any way while you are still receiving salary continuation payments, State
Fund should be notified immediately as salary continuation payments may need to be changed
or stopped. Failure to notify State Compensation Insurance Fund about your earnings, your
employment status or your self-employment while you are receiving salary continuation
payments, could be a crime.

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

If you disagree with the decision, you may consult with a state Information and
Assistance Officer at 1-800-736-7401 or call your local Information and Assistance
Officer at 1-213-576-7389. You may also consult with and be represented by an
attorney, and/or apply to have your case heard by the Workers’ Compensation
Appeals Board.

The law limits the time period within which you may collect benefits. Should you disagree with
any action taken by State Fund, in order to protect your rights, you must commence
proceedings before the Workers’ Compensation Appeals Board by filing an Application for
Adjudication of Claim within one year of the date of your injury, or one year from the last
furnishing of indemnity or medical treatment benefits by your employer or State Fund. If you do
not do so, your right to benefits may be lost.

If you have any questions, please feel free to call me at the number listed below. However, if
you are represented by an attorney, this phone call should be made through your attarney.

Sincerely

Sherie Chou

Sherie Chou

For Yolanda Nielsen, Adjuster of this claim
Adjuster

(818)291-7626

Fax: (707)646—-2609

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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September 18, 2007

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rooks

San Gabriel CA 21776-3623 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING PERMANENT DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of permanent disability payments for your workers' compensation claim for your
injury of August 9, 2007.

It is too soon to tell if you will have any permanent disability from your injury. We will
monitor your medical condition until it is permanent and stationary. At that time, a medical
evaluation will be performed to determine the existence and extent of permanent disability
and the need for continuing medical care. We expect to have this information by December
15, 2007 and we will notify you of the status of permanent disability at that time.

The State of California requires this notice to include the following language:

Please call me if you have questions. |f you want further information, you may contact
the local State Information and Assistance Office by calling 1-213-576-7389 or you
may receive recorded information by calling 1-800-736-7401.

You may also consult an attorney of your choice. Should you decide to be represented
by an attorney, you may or may not receive a larger award, but, unless you are
determined to be ineligible for an award, the attomey’s fee will be deducted from any
award you might receive for disability benefits. The degision to be represented by an
attorney is yours to make, but it is voluntary and may not be necessary for you to
receive your benefits.

Sincerely

Peter (ross

Peter Cross

For Yolanda Nielsen, Adjuster of this claim
Adjuster

(818)291-7626
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Enc: DWC fact sheet D- Answers to your questions about permanent disability benefits

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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**You may lose important rights if you do not take certain actions within 10 days.
Read this letter and any enclosed fact sheets very carefully.**

February 23, 2010

Floreen Rooks Claim Number: 05124168

1315 8 Gladys Ave Employee: Floreen Rooks

San Gabriel CA 81776-3623 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING PERMANENT DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of permanent disability payments for your workers’ compensation injury of August 9,
2007.

Your treating physician, Dr. Ralph A Gambardella, has determined that your injury is
permanent and stationary. Your doctor indicates that your injury has resulted in permanent
disahility, which we estimate is 6%. This rating is equivalent to $4,140.00. Your doctor
indicates that you are in need of continuing medical care.

For dates of injury on or after January 1, 2005, the law provides that if your employer has
50 or more employees and, within 60 days of your disability becoming permanent and
stationary, offers you regular, altemative, or modified work for a period of at least 12
months, each of your remaining permanent disability payments shall be reduced by 15%
from the date of such offer. If your employer does not make an offer meeting these
requirements, each of your remaining permanent disability payments shall be increased by
15% from the date of the end of the 60-day period.

The payment in the amount of $4,554.00 was sent separately. Your weekly compensation
rate is $230.00 based on your eamnings of $368.49 per week. Additionally, this check
includes a 10% self-imposed increase in the amount of $414.00,

We have paid you a total amount of $4,140.00 in permanent disability benefits. We have
determined the total amount of permanent disability payable based on permanent and
stationary report of Dr. Ralph Gambardella dated 11/26/07. These henefits are ending
because your permanent disability benefit has been paid in full.

Benefits were paid to you from September 17, 2007 through January 20, 2008. This amount
will be deducted from any award you may receive.
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You have the right to disagree with our decision(s).

Our records indicate that you have not participated in a comprehensive medical evaluation.
Please be advised that both you and State Compensation Insurance Fund have the right to
disagree with the treating doctor's findings regarding your permanent disability status. The
Workers' Compensation Laws of California under Labor Codes §§ 4062 and 4062.1 provide
a process to follow when such a disagreement arises. Either you or State Fund may request
and obtain {at no cost to you) a comprehensive medical evaluation prepared by a physician
selected from a panel of Qualified Medical Evaluators to help resolve the dispute. These
medical evaluators are physicians certified by the Administrative Director of the Division of
Workers' Compensation gpecifically for these purposes.

Enclosed is a "Request for Qualified Medical Evaluator,” the form prescribed by the DWC
Medical Unit to request assignment of a panel of Qualified Medical Evaluators. If you
disagree with State Fund's decision or the findings of the treating physician, you may
request assignment of a panel of Qualified Medical Evaluators by submitting this form to the
DWC Medical Unit. If State Fund disagrees with the findings of the treating physician, you
have 10 days to submit the form to the DWC Medical Unit otherwise, Labor Code 4062.1
allows State Fund to submit the panel request.

We agree with the findings of your treating physician.

When the Administrative Director sends you the panel, you are responsible for selecting
one of the physicians on the panel, making the appointment and providing us this
information. You have up to 10 days from receipt of the panel to do this. Please complete
the attached form (Panel QME Appointment Notice SCIF Form 3051} to notify us of the
name of the doctor you have chosen and the date of the appointment. We are required to
send you money for mileage and any other allowed expenses. When scheduling an
appointment, please allow at least 20 days for State Fund to send your medical file to the
physician before the examination date. If you do not select the physician from the panel
within 10 days, Labor Code § 4062.1 allows State Fund to select the physician.

We will not request a rating of the physician's report from the State of California Disability
Evaluation Unit. However, you may contact an Information and Assistance Officer to have
the report reviewed and rated by the Disability Evaluation Unit.

The State of California, Division of Workers’ Compensation requires that you be provided
with the following:

You have a right fo disagree with decisions affecting your claim. If you have any
questions regarding the information provided to you in this notice, please call Yolanda
Nielsen at (818)291-7626. However, if you are represented by an attorney, you should
call your attorney, not the claims adjuster. If you want further information on your rights
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to benefits or disagree with our decision, you may contact your local state Information
& Assistance Office of the Division of Workers' Compensation by calling
(213)576-7389.

For recorded information and a list of offices, call (B00)736-7401. You may also visit
the DWC website at:

http://iwww.dir.ca.govw/DWC/dwc_home_page.htm

You also have a right to consult with an attorney of your choice. Should you decide to
be represented by an attorney, you may or may not receive a larger award, but, unless
you are determined to be ineligible for an award, the attorney's fee will be deducted
from any award you might receive for disability benefits. The decision to be
represented by an attorney is yours to make, but it is voluntary and may not be
necessary for you to receive your benefits,

To resolve a dispute, you may apply to the Workers' Compensation Appeals Board or the
Administrative Director.

The law limits the time period within which you may collect benefits. Should you disagree
with any action taken by State Fund, in order to protect your rights, you must commence
proceedings before the Workers' Compensation Appeals Board by filing an Application for
Adjudication of Claim within one year of the date of your injury, or one year from the last
furnishing of indemnity or medical treatment benefits by your employer or State Fund. If you
do not do so, your right to benefits may be lost.

If you have moved, or are moving soon, or want to know the status of your benefit check,
please call our toll free number (888) 222-3211, Monday through Friday, between 7:00
a.m. and 5:00 p.m. PST.

Sincerely

Yolanda L. Nielsen
Yolanda L. Nielsen
Adjuster
(818)291-7626

Enc: How to Request a Qualified Medical Evaluator (Rev 02/09) (SCIF e3475)
QME Form 105 (Rev. 02/09) (SCIF €3131-Unrepresented)
QME Panel Appointment Notice (SCIF 3051)
Business Reply Envelope
DWC Fact Sheet C (Rev. 2/08)
DWC Fact Sheet E (Rev. 12/05)
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cc:. D'Veal Family & Youth Services, PO Box 40255, Pasadena, CA 91114
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PLEASE RETURN IN THE ENCLOSED ENVELOPE

Clam# 05124168
Claimant. Floreen Rooks

Adjuster:

| have made an appointment with the following Qualified Medical Evaluator:

DOCTOR:

ADDRESS:

CITY/ZIP: PHONE: ( )
DATE OF APPT: TIME OF APPT:

Signature

QME Panel Appointment Notice (SCIF 3051)
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*You may lose important rights if you do not take certain actions within 10 days.
Read this letter and any enclosed fact sheets very carefully.

September 22, 2008

Floreen Rooks Claim Number: 05124168

1315 8 Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776-3623 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE REGARDING PERMANENT DISABILITY BENEFITS

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim. This notice is to advise you of the
status of permanent disability payments for your workers' compensation injury of August 9,
2007.

Your treating physician, Dr. Ralph A Gambardella, has determined that your injury is
permanent and stationary. Your doctor indicates that your injury has resulted in permanent
disability, which we estimate is 6%. This rating is equivalent to $4,140.00. Your doctor
indicates that you are in need of continuing medical care.

For dates of injury on or after January 1, 2005, the law provides that if your employer has
50 or more employees and, within 60 days of your disability becoming permanent and
stationary, offers you regular, altemative, or modified work for a period of at least 12
months, each of your remaining permanent disability payments shall be reduced by 15%
from the date of such offer. If your employer does not make an offer meeting these
requirements, each of your remaining permanent disability payments shall be increased by
15% from the date of the end of the 60-day period.

The payment in the amount of $4,554.00 was sent separately. Your weekly compensation
rate is $230.00 based on your eamnings of $368.49 per week. Additionally, this check
includes a 10% self-imposed increase in the amount of $414.00,

We have paid you a total amount of $4,140.00 in permanent disability benefits. We have
determined the total amount of permanent disability payable based on permanent and
stationary report of Dr. Ralph Gambardella dated 11/26/07. These henefits are ending
because your permanent disability benefit has been paid in full.

Benefits were paid to you from September 17, 2007 through January 20, 2008. This amount
will be deducted from any award you may receive.
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You have the right to disagree with our decision(s).

Our records indicate you have had a prior comprehensive medical evaluation. Both you and
State Compensation Insurance Fund have the right to dispute the comprehensive medical
evaluation doctor's findings. You may be requested to retumn to that physician for a new
evaluation to resolve the dispute. We accept the findings of your treating physician.

Since you have not filed a Workers' Compensation Claim Form (DWC-1), you are not
entitled to participate in the panel Qualified Medical Evaluation process. If you wish
to be evaluated by a Qualified Medical Evaluator, you must first submit a properly
completed claim form. For your convenience, we have enclosed a Workers’
Compensation Claim Form (DWC-1) for you to complete. Please complete the
employee’s section of the form and then forward the form to your employer so they
can complete their section of the form. Once we receive the completed DWC-1 form,
you may proceed with requesting a panel from the DWC Medical Unit.

We will not request a rating of the physician's report from the State of California Disability
Evaluation Unit. However, you may contact an Information and Assistance Officer to have
the report reviewed and rated by the Disability Evaluation Unit.

The State of California, Division of Workers’ Compensation requires that you be provided
with the following:

You have a right to disagree with decisions affecting your claim. Iif you have any
questions regarding the information provided to you in this notice, please call Yolanda
Nielsen at (818)291-7626. However, if you are represented by an attorney, you should
call your attorney, not the claims adjuster. If you want further information on your rights
to benefits or disagree with our decision, you may contact your local state Information
& Assistance Office of the Division of Workers' Compensation by calling
(213)576-7389.

For recorded information and a list of offices, call (800)736—7401. You may also visit
the DWC website at:

http./Awww.dir.ca.gov/DWC/dwc_home_page.htm

You also have a right to consult with an attorney of your choice. Should you decide to
be represented by an attorney, you may or may not receive a larger award, but, unless
you are determined to be ineligible for an award, the attorney's fee will be deducted
from any award you might receive far disability benefits. The decision to be
represented by an attorney is yours to make, but it is voluntary and may not be
necessary for you to receive your benefits.
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To resolve a dispute, you may apply to the Workers' Compensation Appeals Board or the
Administrative Director.

The law limits the time period within which you may collect benefits. Should you disagree
with any action taken by State Fund, in order to protect your rights, you must commence
proceedings before the Workers' Compensation Appeals Board by filing an Application for
Adjudication of Claim within one year of the date of your injury, or one year from the last
furnishing of indemnity or medical treatment benefits by your employer or State Fund. If you
do not do so, your right to benefits may be lost.

If you have moved, or are moving soon, or want to know the status of your benefit check,
please call our toll free number (888) 222-3211, Monday through Friday, between 7:00
a.m. and 5:00 p.m. PST.

Sincerely

Yolanda L. Nielsen

Yolanda L. Nielsen
Adjuster
(818)291-7626

Enc: Workers' Compensation Claim Form (SCIF e3301) (Rev. 7/04) [DWC-1 (Rev. 7/04)]
Business Reply Envelope
DWC Fact Sheet C (Rev. 2/08)
DWC Fact Sheet E (Rev. 12/05)

cc: D'Veal Family & Youth Services, PO Box 40255, Pasadena, CA 91114
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CERTIFIED MAIL

September 18, 2007

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776-3623 Date of Injury: 08/09/2007
Employer: D'Veal Family & Youth
Services

NOTICE OF POTENTIAL RIGHT TO SUPPLEMENTAL JOB DISPLACEMENT BENEFIT
FORM

If your injury causes permanent partial disability, which prevented you from returning to
work within 60 days of the last payment of temporary disability, and the claims administrator
has not provided you with a Form DWC-AD 10133.53 "Notice of Offer of Modified or
Alternative Work,"” you may be eligible for a supplemental job displacement benefit in the
form of a nontransferable voucher for education—related retraining or skill enhancement, or
both, at state approved or accredited schools.

The amount of the voucher for the supplemental job displacement benefit will be as follows:

Up to four thousand dollars ($4,000) for a permanent partial disability award of less than
15%.

Up to six thousand dollars {$6,000) for a permanent partial disability award between
15 and 25 %.

Up to eight thousand dollars ($8,000) for a permanent partial disability award between
26 and 49 %.

Up to ten thousand dollars ($10,000) for a permanent partial disability award between
50 and 99 %.

A permanent partial disability award is issuad by a Workers' Compensation Administrative
Law Judge or the Workers' Compensation Appeals Board. You may also settle your
potential eligibility for a voucher as part of a compromise and release settlement for a lump
sum payment. Any settlement must be reviewed and approved by a Workers'
Compensation Administrative Law Judge.

The voucher may be used for payment of tuition, fees, books, and other expenses required
by the school for retraining or skill enhancement. Not more than 10 percent of the voucher
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maneys may be used for vocational or retum to work counseling. A list of vocational retum
to work counselors is available on the Division of Workers’ Compensation’s website
www.dir.ca.gov or upon request.

If you are eligible, and you have not already settled the benefit, you will receive the voucher
from the claims administratar within 25 calendar days from the date the permanent partial
disability award is issued by the Workers' Compensation Administrative Law Judge or the
Workers' Compensation Appeals Board,

If modified or alternative work is available, you will receive a Farm DWC-AD 10133.53
"Natice of Offer of Maodified or Alternative Work” from the claims administrator within 30
days of the termination of temporary disability indemnity payments. The claims
administrator will not be required to pay for supplemental job displacement benefits if the
offer for modified or alternative work meets the fallowing conditions:

{1) You have the ability to perform the essential functions of the job provided;

{2) The job provided is in a regular position lasting at least 12 months;

{3) The job provided offers wages and compensation that are at least 85 percent
of those paid to you at the time of the injury; and

{4) The job is located within reasonable commuting distance of your residence at
the time of injury.

If there is a dispute regarding the Supplemental Job Displacement Benefit, the employee or
claims administrator may file Form DWC-AD 10133.55 "Request for Dispute Resolution
before the Administrative Director."

If you have a question or need more information, you can contact your employer or the
claims administrator listed below. You can also contact a State Division of Workers’
Compensation Information and Assistance Officer.

Sincerely

(Peter (7055

Peter Cross

For Yolanda Nielsen, Adjuster of this claim
Adjuster

{818)291-7626

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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August 29, 2007

Floreen Rooks Claim Number: 05124168
1317 1/2 South Gladys Ave Employee: Floreen Rooks
San Gabriel CA 81776 Date of Injury: 08/09/2007

Dear Floreen Rooks

There is additional information that we need from you regarding your workers'
compensation claim. The enclosed material will help us to provide accurate and timely
benefits.

Enclosed is an EMPLOYEE'S CLAIM FOR WORKERS' COMPENSATION BENEFITS
(SCIF 3301-DWC 1). If you have not already completed one of these, please complete the
top section and return this form to your employer. Do not send it to State Compensation
Insurance Fund. Your employer must complete the bottom section and provide you with a
copy. It is your employer’s responsibility to return the form to our office. If you do not give
your employer the completed claim form, it may result in your loss of some benefits or
rights.

Enclosed is an EMPLOYEE'S REPORT OF INJURY (SCIF 3048). The information on this
form is important in the adjustment of your claim. Please complete and sign the form and
return it in the enclosed business reply envelope.

Enclosed is a MEDICAL MILEAGE FORM (SCIF 3065) to be used for the reimbursement of
travel expense. Please complete and return the form in the enclosed business reply
envelope and keep a copy for your record. Contact me if you need more mileage forms.

Enclosed is an EMPLOYEE'S STATEMENT OF EARNINGS (SCIF 3282) to be completed
with your total earnings for one full year prior to your date of injury. Attach copies of
W-2(s) or check stubs showing year—-to—date earnings. You may be entitied to more
benefits, but without this information we are unable to revise your compensation rate.

Enclosed is an EMPLOYEE'S WORK STATUS (SCIF 3069) form. Please complete the top
section and return it in the enclosed business reply envelope if you have returned to work. If
you have not returned to work, please have your primary treating physician complete the
hottom section and return it to us.

If you have any questions regarding the completion of these forms or questions regarding
your benéfits, please call me.
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It is a felony for any person to knowingly misrepresent any fact in order to obtain workers'
compensation benefits.

PLEASE NOTE THE ABOVE CLAIM NUMBER ON ALL CORRESPONDENCE.

Sincerely

Sherie Chou

Sherie Chou

For Yolanda Nielsen, Adjuster of this claim
Adjuster

{818)291-7626

Enc: Employees Claim for Workers Compensation Benefits (SCIF Form 3301) [DWC Form
1]
Employees Report of Injury (SCIF Form 3048)
Medical Mileage Expense Form (SCIF e3065 Form)
Employees Statement of Earnings (SCIF Form 3282)
Employees Work Status (SCIF Form 3069)
Business Reply Envelope
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STATE
FUND

Floreen Rooks
Injured's Name / Nombre de la Perscna Lesionada

05124168

Claim Number / Numero de Reclamo

Medical Mileage Expense Form

Forma de Gastos por Distancia Recorrida por Visitas Medica

You are entitled to reimbursement of medical travel expense incurred because of your industrial injury
at the rate of 48.5 ¢ per mile. Mileage for reasonable travel to the pharmacy, parking, bridge tolls,
public transportation costs are also included. Complete this form, attach receipts and send the original
to State Compensation Insurance Fund. Keep a copy for your records.

Usted tiene derecho a recibir reembolso de 48.5 ¢ por milla por gastos de viaje por visitas medicas
incurridos debido a |a lesion sufrida en el trabajo. Millas por un viaje de distancia razonable a la
farmacia, estacionamiento, pago de peaje, transporte publico tambien son incluides. Complete esta
forma vy adjunte los recibos y envie la forma original a State Compensation Insurance Fund. Conserve

la copia para su archivo.

Traveled from l’fraveled to {include name and address Fnﬁueggé;lp arking TolliPublic
E:éﬁa \:’?:’E?!Z :(;!gress) Hoctor, hospital, therapist, ste.) Millaje stacion? ;?r]:ﬁ:::; e
inc!lu direccion) Viaje a (incluya nombre y direccion del  |vigje miento Pugjlico.'Otro?so
ya medicc, hospital, terapeuta, etc.) fedondto
[Sample: [Sample: 1515 Maple, [Sample: Dr. Sherman, 190 [Sample: [Sample: Sample:
[711/05 _ |San Francisco [Oak, San Francisco 14rmi $2.50 $10.00

[California law requires the following to
appear en this from: Any person who
knowingly presents a false or fraudulent
claim for the payment of a loss is guilty of a
lerime and my be subject to fines and
lcanfinement in state prison.

Tetal miles

ADJUSTER'S STAMP

[Total tolls

Ik $ 0485/ mile=__ I$ |
[Total parking £
3

[[ntal reimburement requeste & |

Las Leyes de California establecen que la
lsiguiente redaracion aparezca en este
formularic: Cualquier persena que a
lsabiendas presente reclames falses o
fraudulentos para el pago de una perdida,
sera culpabli de un delito y se le podria
multar y encarceiar en la "Penitenciaria
lestatal.

Signature / Firma

Printed name & Date

Imprima su nombre & Fecha

SCIF e3065 (REV 1-07)
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So that we can compute your compensation rate, we need your help.

Please answer the questions as completely as possible.

Please list your past earnings from August 9. 2006 to August 9, 2007

INSTRUCTIONS:

— 05124168
CLAIM NUMBER

PLEASE COMPLETE AND
RETURN THIS FORM TODAY

1. List all periods of unemployment and state why you were not working. If due fo illness or disability, please

state the nature of the illnass.
2. List gross wages before deductions under "total amount earned”.

3. List all benefits received in addition to wages. State what they were (such as room, board, tips) and show

their weekly value.

EMPLOYERS

DATES
STARTED

WORK

DATES
LEFT

WORK

TOTAL
AMOUNT

EARNED

Additional
Benefits

COMMENTS

(Reason unemployed ... why left work)

NAME
ADDRESS

CITY

NAME
ADDRESS

CITY

NAME
ADDRESS

CITY

NAME
ADDRESS

CITY

NAME
ADDRESS

CITY

NAME
ADDRESS

CITY

For your protection California law requires the following to appear on this form. Any person who knowingly presents false
or fraudulent claim for the payment of a loss is guilty of a erime and maybe subjected 1o fines and confinement in state

prison.

Signature

Date

SCIF 3282 (REV. 5-96)
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August 29, 2007

Floreen Rooks Claim Number: 05124168
1317 1/2 South Gladys Ave Employee: Floreen Rooks
San Gabriel CA 91776 Date of Injury: 08/08/2007

Dear Floreen Rooks

Pursuant to Labor Code section 4663(d), we hereby request disclosure of ALL permanent
disabilities or physical impairments that existed prior to the injury.

As provided in Labor Code section 4664, the employer is only liable for the portion of
permanent disability directly caused by the work related injury. If applicable, an
apportionment determination will be made by determining what approximate percentage of
the permanent disability was caused by the work related injury, and what portion was
caused by other factors, including prior industrial injuries.

Please list all previous permanent disabilities or physical impairments. If there are none,
please advise. You may use the attached form and return using the enclosed business
reply envelope.

Sincerely

Sheriz Chou

Sherie Chou

For Yolanda Nielsen, Adjuster of this claim
Adjuster

(818)291-7626

Fax: (707)646-2609

Enc: Business Reply Envelope

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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Disclosure of Previous Permanent Disabhilities or Physical
Impairments pursuant to Labor Code Section 4663(d)

Pursuant to the requirements of Labor Code section 4663(d}, | represent and disclose that
the following is a complete list of permanent disabilities, physical impairments and awards
for permanent disability that existed before the presently pending industrial injury.

Nature of permanent disability, physical impairment or disahility award.

Add additional pages if necessary.

If applicable, please check the following box:
No prior permanent disabilities or physical impairments.

Dated:

Signed:
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August 29, 2007

Floreen Rooks Claim Number: 05124168
1317 1/2 South Gladys Ave Employee: Floreen Rooks
San Gabriel CA 91776 Date of Injury: 08/08/2007

Dear Floreen Rooks

State Compensation Insurance Fund, the claims administrator for D'Veal Family & Youth
Services, is handling your workers' compensation claim.

Effective April 18, 2004, California law requires your employer to authorize medical
treatment for workers' compensation injuries or illnesses within one working day after you
have filed a claim form {DWC-1). Medical treatment will be provided for your injury or
illness until your claim is accepted or rejected up to a limit of $10,000 in total as required by
law {L.C. §5402). You will also be reimbursed for reasonable transportation expenses
based on current law. If you receive any medical bills for your warkers’ compensation injury
or lliness, please send them to me. Any treatment provided while your claim is on delay
does not mean that your employer is accepting your claim. Any request for medical
treatment authorization is subject to the medical treatment utilization schedule established
by California law (L.C. §5307.27), the American College of Occupational and Enviranmental
Medicine’s (ACOEM) Occupational Medicine Practice Guidelines, or other evidence—based
medical treatment guidelines, as appropriate.

The State Fund Medical Provider Network (MPN) will provide authorized medical treatment.
Enclosed is a brochure outlining your rights and responsibilities as a covered employee in
the State Fund MPN. The brochure explains how to obtain medical treatment for your injury
or iliness, how to select a primary treating physician, how to obtain a referral to a specialist,
steps to take if you disagree with your physician's diagnosis or treatment, transfer of care,
and continuity of care. If you have predesignated a personal physician prior to your injury or
iliness, you may obtain medical treatment from your personal physician.

We have not received a workers' compensation claim form (DWC-1) for your injury on
August 9, 2007. If you have not already completed a claim form, please complete the top
section of the enclosed claim form and return it to your employer. Do not send it to State
Compensation Insurance Fund. Your employer must complete the bottom section and
provide you with a copy. It is your employer's responsibility to return the form to our office.
Once we have received your claim form, medical treatment will be provided for your injury
or illness until your claim is accepted or rejected up to a limit of $10,000. Failure to file the
claim form with your employer may preclude your entitlement to some benefits or rights.
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If you have any questions regarding the information above or the enclosed brochures,
please feel free to contact me at the phone number listed below. However, if you are
represented by an attorney, this phone call should be made through your attorney.

PLEASE NOTE THE ABOVE CLAIM NUMBER ON ALL CORRESPONDENCE.

Sincerely

Sherie Chou

Sherie Chou

For Yolanda Nielsen, Adjuster of this claim
Adjuster

{818)291-7626

Enc: Your Guide to Workers Compensation (SCIF Form e13699)
Employees Claim for Workers Compensation Benefits (SCIF Form 3301) [DWC Form
1]
Employee's Guide to the State Fund Medical Provider Network (SCIF Form 13176)

cc: D'Veal Family & Youth Services, PO Box 40255 Pasadena, CA 91114
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FLOREEN ROOKS
1315 S GLADYS AVE
SAN GABRIEL CA 91776-3623
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July 21, 2009

Floreen Rooks Claim Number: 05124168
1315 S Gladys Ave Employee: Floreen Rooks
San Gabriel CA 91776-3623 Date of Injury: 08/09/2007
Dear Ms. Rooks:

Enclosed are Stipulations with Request for Award in the above-entitied matter. We ask that you sign
the form. Please also sign and date the enclosed Addendum(s) to the form. If you have any
questions, you may contact me or a State Information and Assistance Office at 1-800-736-7401 or
call your local Information and Assistance Officer at (213)576-7389.

Please complete the form({s) using all CAPITAL letters and in BLACK ink only. Do not fold, staple or
bend any of the pages of the forms and retum the form(s) in the enclosed envelope.

Please return the executed Stipulations with Request for Award to this office. | will then complete
and submit it to the assigned Workers' Compens ation Appeals Board for approval and will return an
executed copy o you.

Sincerely
Yolanda L. Nielsen
Yolanda L. Nielsen

Adjuster
(818)291-7626

Enc: Business Reply Envelope (SCIF 19619)
Stipulation with Request for Awards (DWC-CA Form 10214(a)
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Dear Floreen Rooks

THIS PAGE MUST BE PLACED ON TOP OF THE DOCUMENT/FORM

YOU ARE RETURNING TO STATE COMPENSATION INSURANCE FUND.

CLAIMNUMEBER: 05124168

INJURED'S NAME: FLOREEN ROOKS
ADJUSTER'S NAME: YOLANDA NIELSEN
ADJUSTER'S RETURN ADDRESS:

PO BOX 92622
LOS ANGELES CA 90009
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+

STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD
STIPULATIONS WITH REQUEST FOR AWARD
05124168 Date of Injury ~ 08/09/2007
o568 No. MM/DD/YYYY

130-38-8510 +
SSN (Numbers Only)

Venue Choice is based upon: (Completion of this section is required)

ECounty of residence of employee (Labor Code section 5501.5(a)(1) or (d).)

Dcounty where injury occurrad (Labor Code section 5501.5(a)2) or (d).}

DCounty of principal place of business of employee’s attomey (Labor Code section 5501.5(a)(3) or (d).)

LAG

Select 3 Letter Office Code For Place/Venue of Hearing (From the Document Gover Sheet)

Applicant (Completion of this section is required)

FLOREEN
First Name Ml

ROOKS
Last Name

1315 S GLADYS AVE

Address/PO Box (Please leawe blank spaces between numbers, names or words)

SAN GABRIEL CA 91776
City State Zip Code
Employer #1 Information (Completion of this section is required)

[E Insured D Self-Insured D Legally Uninsured |:| Uninsured
D'VEAL FAMILY & YOUTH SERVICES

Employer Name (Please leawe blank spaces between numbers, names or words)

PO BOX 40255

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

PASADENA CA 1114
City State Zip Code

+

DWC-CA form 10214 {a) Page 1 (Rev 11/2008)
ADJISTER: YOLANDA NELSEN GLENDALE (SA)
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‘Insurance Carrier Information (if known and if applicable - include even if carrier is adjusted by claims administrator)

STATE COMPENSATION INSURANCE FUND
Insurance Carrier Name (Please leawe blank spaces between numbers, names or words)

PO BOX 92622
Insurance Carrier Street Address/PO Box (Please leawe blank spaces between numbers, names or words)

LOS ANGELES CA 90009

City Stale Zip Code

Claims Administrator Information (if knewn and if applicable) *i-

SCIF INSURED GLENDALE
Name (Please leawe blank spaces between numbers, names or words)

PO BOX 92622
Street Address/PO Box (Please leawe blank spaces between numbers, names or words)

LOS ANGELES CA 90009

City State Zip Code

Employer #2 Information (Completion of this section is required)

[] tnsured [] seff-nsured [ ] Legally Uninsured [ ] Uninsured

Employer Name (Please leaw blank spaces between numbers, names or words)

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

City State Zip Code

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

Insurance Carrier Name (Please leave blank spaces between numbers, names or words)

Insurance Canrier Street Address/PO Box (Please leawe blank spaces between numbers, names or words)

City State Zip Code

DWC-CA form 10214 {a) Page 2 (Rev 11/2008)
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|Claims Administrator Information (if known and if applicable)

Name (Please leave blank spaces between numbers, names or words)

Street Address/PO Box {Please leawe blank spaces between numbers, names or words)

City State

Zip Code

Employer #3 Information (Completion of this section is required)

[] nsured [ ] selfnsured [ ] Legally Uninsured [ ] Uninsured

Employer Name {Please leave blank spaces between numbers, names or words)

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

City State

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

Zip Code

Insurance Carrier Name (Please leave blank spaces between numbers, names or words)

Insurance Carrier Street Address/PO Box (Please leawe blank spaces between numbers, names or words)

City Stale

Claims Administrator Information (if known and if applicable)

Zip Code

Name (Please leawe blank spaces between numbers, names or words)

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

City Stale

+

DWC-GA form 10214 (a) Page 3 (Rev 11/2008)
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Employer #4 Information (Completion of this section is required)

D Insured D SelfInsured D Legally Uninsured D Uninsured

Employer Name (Please leave blank spaces between numbers, names or words)

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

_‘,

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

Insurance Carrier Name (Please leave blank spaces between numbers, names or words)

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

City State Zip Code

Claims Administrator Information (if known and if applicable)

Name (Please leave blank spaces between numbers, names or words)

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

City State Zip Code

The parties hereto stipulate to the issuance of an Award and/or Crder, based upon the following facts, and waive the
requirements of Labor Code section 5313:

1. FLOREEN
Employees First Name

ROOKS

Employees Last Name

birth date 06/20/1949
MM/DD/YYYY

while employed at  PADADENA

asan) THERAPIST

+

CA

Occupation ’ Group

DWC-CA form 10214 (a) Page 4 (Rev 11/2008)
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D More than 4 Companion Cases
[X] Specific Injury

08/09/2007 |

(Start Date: MM/DD/YYY'Y) {End Date: MM/DD/YYYY)
{if Specific Injury, use the start date as the specific date of injury)

513 KNEE Body Part 3:

Other Body Parts: LEFT KNEE AND ANKLE

(Start Date: MM/DD/YYYY) {End Date: MM/DD/YYYY)
{if Specific Injury, use the start date as the specific date of injury)

Body Part 3:

[ ] cumulative Injury (Start Date: MM/DDIYYYY)

{End Date: MM/DD/YYYY)
{ff Specific Injury, use the star date as the specific date of injury)

Body Part 3:

(Start Date: MM/DD/YYYY) {End Date: MM/DD/YYYY)
{if Specific Injury, use the start date as the specific date of injury)

Body Part 3

05124168
Case Number 1 |:| Cumulative Injury
Body Part 1: 520 ANKLE Body Part 2:
Body Part 4:
[ ] Seecific Injury
Case Number 2 [ ] Cumulative Injury
Body Part 1: Body Part 2:
Body Part 4: Cther Body Parts:
|:| Specific Injury
Case Number 3
Body Part 1: Body Part 2:
Body Part 4: Gther Body Parts:
|:| Specific Injury
Case Number 4 D Cumulative Injury
Body Part 1: Body Part 2:
Body Part 4: Other Body Parts:

by the employer(s) and their insurer(s) listed above and who sustained injury{ies) arising out of and in the course of employment to

{Please list all body parts injured)

INJURED BODY PARTS ARE LEFT KNEE AND LEFT ANKLE.

DWC-CA form 10214 {a) Page 5 (Rev 11/2008)
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‘ 2. The injury (ies) caused temporary disability for the period 08/22/2007 through
MM/DDVYYYY
09162007 for which indemnity has been paid at $ 645.66 per week.
MM/DD/YYYY Indemnity Paid
2(a).The injury(ies) caused additional temparary disability for the period
MM/DDYYYYY
through at the rate of § in the amount of §
MM/DDYYYYY Rate Indemnity Paid
3. The injury(ies) caused permanent disability of 6% % for which indemnity is payable at § 230.00
Indemnity Rate
per week beginning 05/17/2007 in the sum of $ 4,140.00 | jess credit for such payments
MM/BD/YYYY
prevously made. D And a life pension of § per week thereafter.
Life Pension
Labor Code §4658(d) adjustment:
D Increase rate to § as of
MM/DD/YYYY
|:| Decrease rate to §
as of
MM/DD/YYYY

|:| Not Applicable +

An informal rating D has / [Z] has not (Select onejbeen prevously issued in case no(s)

4. There [Zl is D is Not a need for medical treatment to cure or relieve from the effects of said injury (ies).

5. MedicalHegal expenses andfor liens are payable by defendant as follows:

6. Applicant’s attomey requests a fee of §

|:| Fees to be commuted as follows:

7. Liens Against compensation are payable as follows:

DWC-CA form 10214 {a) Page 6 (Rev 11/2008)
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8.Any accrued claims for Labor Code section 5814 penalties are included in this settlement unless expressly excluded.

9.Other stipulations:

INJURED BODY PARTS ARE LEFT KNEE AND LEFT ANKLE.

THIS STIPULATION IS BASED UPON THE PERMANENT AND STATIONARY REPORT OF
DR. RALPH GAMBARDELLA DATED 11/26/07.

PENALTIES AND INTERESTS ARE WAIVED IF AWARD IS PAID WITHIN 30 DAYS FROM
DATE OF RECEIPT BY STATE FUND.

_{»

Dated

MM/DDFYYYY Applicant

Applicant's Attorney or Authorized Representative:

|:| Law Fimm/Attomey ENon Attorney Representative

First Name

Last Name

Firm Number

Law Firm name

Address/PO Box (Please leawe blank spaces between numbers, names or words)

City State Zip Code

Dated

MM/DDIYYYY Applicant Attomey Signature

DWC-CA form 10214 (a) Page 7 (Rev 11/2008)

8083
SCl000118

2 1386443 000000001 010 012 05124168 3501

02 318168 000000001 182 195 05124168



| Defendant's Attorney or Authorized Represantative:
[:l Law Firm/Attomey D Non Attomey Representative

First Name

Last Name

Firm Number

Law Firm Name

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

City State Zip Code

Dated

MM/DD/YYY'Y

Defense Attomey Signature

+

051241668 3501
02 318168 000000001 183 195 05124168

Defendant's Attorney or Authorized Representative:

[:l Law Firm/Attomey D Non Attomey Representative

First Name

Last Name

Firm Number

Law Firm Name

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

City State Zip Code

Dated

MM/DD/YYYY

DCefense Attomey Signature

DWC-CA form 10214 {a) Page 8 (Rev 11/2008)
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Defendant’s Attorney or Authorized Representative:
D Law Fim/Attomey |:| Non Attomey Representative

+

02 318168 000000001 184 195 05124168

First Name

Lasl Name

Firm Number

Law Firm Name

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

City Slale ZJp Code

Dated

MM/DDIYYYY Defense Atiomey Signature

Interpreter Licence Number:

Interpreter Name Interpreter License Number

- -

DWC-CA form 10214 (a) Page 9 (Rev 11/2008)

8083
SCI000120

051241668 3501

2 1386443 000000001 012 012



8083

September 19, 2011

Nuguest / Bridge Pointe Claim Number: 05124168

PO Box 915618 Employee: Floreen Rooks

Longwood FL 32791-5619 Date of Injury: 08/08/2007
Employer: D'Veal Family & Youth
Services

Dear Gentlepersons

In response to your written request, dated September 19, 2011, enclosed are copies of the
medical records we have on file for Floreen Rooks.

Sincerely
Yolanda L. Nielsen
Yolanda L. Nielsen

Adjuster
(818)291-7626

Enc: Medical File

SCI000121
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8083

List of Medical Reports

ATTENTION : STATE FUND

if records are returned, do not reimage.

Name Date

Dr. Saucedo 01/26/2011
Associated Sports Therapy 05/22/2008
Associated Sports Therapy 05/09/2008
Anthony Bledin Md 03/19/2008
Anthony Bledin, Md 03/19/2008
Thomas Saucedo,Md 12/20/2007
Thomas Saucedo, Md 11/29/2007
Dr. Gambardella 11/26/2007
Ralph A. Gambardella, Md 11/26/2007
Michael Hadley, Md 11/10/2007
*State Fund 10/01/2007
Cal Osha 09/21/2007
Kerlan Jobe 08/10/2007
Ralph A. Gambardella, Md 08/10/2007
Ralph A. Gambardella, Md 08/10/2007
Ralph Gambardela, Md 09/10/2007
Ralph Gambardella, Md 09/10/2007
Kenneth Jung, Md 08/04/2007
Kenneth Jung, Md 09/04/2007
Kerlan Jobe 08/04/2007
Kerlan Jobe Ortho Clinic 08/04/2007
Dreamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/27/2007
Drewamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/14/2007
Richard Chao, Md 08/10/2007
Richard Chao, Md 08/10/2007
Kenneth Jung, Md 08/09/2007

SCI000122
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Naovember 23, 2010

Thaomas Fell, Jr., M.D. Claim Number: 05124168

4940 Van Nuys Blvd Ste 302 Employee: Floreen Rooks

Sherman Oaks CA 91403 Date of Injury: 08/09/2007
Employer: D"Veal Family & Youth
Services

Dear Gentlepersons

In response to your written request, dated November 23, 2010, enclosed are copies of the
medical records we have on file for Floreen Rooks.

These records are pertaining to the PQME appointment on 1/06/11.
Sincerely

Yolanda L. Nielsen

Yolanda L. Nielsen

Adjuster
(818)201-7626

Enc: Employee Claim Form of 08/30/2007
Medical File

cc: Floreen Rooks, 1315 S Gladys Ave, San Gabriel, CA 91776-3623
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8083

List of Medical Reports

ATTENTION : STATE FUND

if records are returned, do not reimage.

Name Date

Associated Sports Therapy 05/22/2008
Associated Sports Therapy 05/09/2008
Anthony Bledin Md 03/19/2008
Anthony Bledin, Md 03/19/2008
Thomas Saucedo,Md 12/20/2007
Thomas Saucedo, Md 11/29/2007
Dr. Gambardella 11/26/2007
Ralph A. Gambardella, Md 11/26/2007
Michael Hadley, Md 11/10/2007
*State Fund 10/01/2007
Cal Osha 09/21/2007
Kerlan Jobe 09/10/2007
Ralph A. Gambardella, Md 09/10/2007
Ralph A. Gambardella, Md 08/10/2007
Ralph Gambardela, Md 09/10/2007
Ralph Gambardella, Md 09/10/2007
Kenneth Jung, Md 09/04/2007
Kenneth Jung, Md 09/04/2007
Kerlan Jobe 09/04/2007
Kerlan Jobe Ortho Clinic 09/04/2007
Dreamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/27/2007
Drewamweaver Medical Group 08/27/2007
Dreamweaver Medical Group 08/14/2007
Richard Chao, Md 08/10/2007
Richard Chao, Md 08/10/2007
Kenneth Jung, Md 08/09/2007

SCI000124
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January 31, 2010

Floreen Rooks Claim Number: 05124168

1315 S Gladys Ave Employee: Floreen Rooks

San Gabriel CA 91776-3623 Date of Injury: 08/08/2007
Employer: D"Veal Family & Youth
Services

MEDICARE QUESTIONNAIRE

We are writing to inform you of a new Federal law that requires insurers such as State Fund to obtain Medicare
Beneficiary Status information from claimants.

As of January 1, 2009, a Federal law (Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007)
mandates that insurers such as State Fund collect CMS Medicare Beneficiary Status information from their claimants
for Medicare Quarterly Reperting (MQR). The Centers for Medicare and Medicaid Services (CMS) oversees the
Medicare program and coordinates benefit payments to ensure that proper and timely payment is made.

Enclosed is a two-page Medicare Questionnaire along with a self-addressed stamped envelope. We ask that you
complete and return the questionnaire within 10 days of receipt of this letter.

Please be advised that all infarmation collected in this questionnaire will be used by CMS to accurately coordinate
benefits with Medicare. State Fund recognizes the importance of respecting the privacy of our customers and is
committed to providing the highest level of security and privacy regarding the collection and use of personal
information.

This letter is being sent to you to meet federal reporting requirements and does not constitute acceptance of liability for
your workers' compensation claim.

If you have any questions, please feel free to call me at the number listed below. However, if an attorney represents
you, this phone call should be made through your attorney.

Sincerely
Yofanda L. Nielsen
Yolanda L. Nielsen

Adjuster
(818)291-7626

Enc: Medicare Questionnaire Form
Business Reply Envelope
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For Intemal Use: CPC Indexers—Please index this document to document type " Madicare Form"
Employee: Floreen Rooks Claim #: 05124168
MEDICARE QUESTIONNAIRE FORM

MEDICARE @ HEALTH INSURANCE
1-B00-MEDICARE (1-800-633-4227)
Please review this picture of the Medicare card "JANE DOE
- - MDY CAHLE ULAIK MUAREL HEX
to determine if you have, or have ever had a n_nn-_u_n-nun-f FEMALE
similar Medicare card and answer the following “HOSPITAL ot B 7011986
questions MEDICAL  {PART B 07-01-1608
e
0O NOT SEND CLAIMS FOR PAYMENT OF
MEDCARE BENEFITS TO THIS (4} ADDRESS
SECTION |
Are you presently, or have you ever been, enrclled in Medicare Part A or Part B? |[ ] YES |[ ] NO

kit yes, please complele the following. !f no, proceed lo Secfion Il

|Fun Name: (Piease prirtt the name exactly as it appears on your SSN or Medicare card if available.)

Date of Birth
{MolDayl Year) - -

IMedicare Claim Number:

ocial Security Number:

1 Modicare Claim Number is Unavaitable) — — Sex | [ JFemale| [ ] Male

SECTION Il

I understand that the information requested is to assist the requesting insurance
arrangement to accurately coordinate benefits with Medicare and to meet its mandatory
reporting obligations under Medicare law.

Employee Name (Please print)

Name of Person Completing This Form If Employee is Unable (Please print)

Signature of Person Completing this Form Date

Medicate Questionnaire Form - January 31, 2010 Page 1
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8083

For Intemal Use: CPC Indexers—Plaase index this document te document type " Madicare Form”
Employee: Floreen Rooks Claim #: 05124168

If you have completed Sections | and Il above, stop here. If you are refusing to provide
the information requested in Sections | and I, proceed to Section Il

SECTION i

For the reason(s) listed below, | have not provided the information requested. | understand
that if | am a Medicare beneficiary and | do not provide the requested information, | may be
violating obligations as a heneficiary to assist Medicare in coordinating benefits to pay my
claims correctly and promptly.

Reason(s) for Refusal to Provide Requested Information:

Employee Name (Pflease print)

Name of Person Completing This Form If Employee is Unable (Please print)

Signature of Person Completing this Form

Date

Medicate Questionnaire Form - January 31, 2010 Page 2
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PD Rating Report

Date Requested: 09/10/2020 Page 1 of 1
Claim 05124168 Claimant FLOREEN ROOKS

Trans Date of Final PD Formula String

Num Rating Yo

2 03/21/2012 8 APP FRAC FAC DISNUM RTG OCC DIS MOD AGE
SUBJECT FINAL
C&R PD for this claim.

1 02/04/2008 8 APP FRAC FAC DISNUM RTG OCC DIS MOD AGE

8083

SUBJECT FINAL

Per PTP Dr. Gambardella 11/26/07:
[17.05-7(2)8-110D-6-8]

W is receiving TD benefits under 05170360

-- End of Report --
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Wage Calculation Report

Claim Num: 05124188

Claimant

FLOREEN ROOKS

Date of Calculation

AWW

TD Rate Selected

Flag

8127407, 3.07 PM

$o68.49

$ 845.66

YES

Wage Component

Wage Type

Rate Wage

Start Date

End Date

Period

7

Gross Wages

Hours a Day

Days a Week

$ 968.49

Seasonal Amount

0.0

Description

Date Requested: September 10, 2020

8083
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Room and Board
Start Date End Date
Weekly Rent Value Weekly Board
0.0 0.0
Weekly Ulility Weekly Other Value
0.0 0.0
Description
Wage Summary
Date Requested: September 10, 2020 Page 2 of 3

8083
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SCI000131

Claim Num: 05124168 Claimant FLOREEMN ROOKS
Wage Summary
Wages Earned from to (calculated date) Weeks and || Days
(calculated date}
null null = null null
Gross Wages from all divided by (weeks) Result
Employment
0 1) = null
Room and Board Weekly Bonus if any Average Weekly Multiplied TD Rate
Amount if any Wage by
0.0 0.0 $00 .BBBEY $0.0
Date Requested: September 10, 2020 Page 3 of 3
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SCIF RECD DTE 08/29/2007 BKSCAN 10 08/39/2007 05:21 PM 021709 8 1 -

@8-28-"@7 @8:45 FROM DREAMWEAVER MED GRP 6262898526 T-295 PE@2/287 F-664
- WORK STATUS REPORT
Date of Injury: @ 275 | Today's Date: -2 1=
Employer: TA frad Tumnily Moas Eioagy v,
Diagnhosis: 7

WORK STATUS

n Return to usual and customsry work with rig limitations.

0 Off work balance of current work shift and refurn to work an
O with NO imitations
O with the limitations listed baitw,

() Retum 1o fempoerary aliernate work with the following limitations:

no continuous waking or prolonged standing

no lifting, Igushing. or pulling aver pounds.

no repetitiva banding or & 0.

limitac use ofthe [1 RIGHT O LEFY 0 HAND O ARM
no ysa of-the O RIGHT O LEFT 0 HAND 0O ARM

no repatitive knasling or squaiting.

no m a!:tvtove ?.t'mu ar Iav:}, Hitt,
my sitting ths major wrk shi
aitting work orglly. W

mustkaspthe [ RIGHT O LEFT 0 FOOT [0 LEG elevated major of work shifi.
no ¢;|rw|rr:|’gg| commsrcial vahlcle.

no aperalion of machinery.

Cthar: P

rad
K Of work frrg; urtti .
Qff wark (TTD) because ndfa altemaiive work Is availabls until
= Return to work on with NO LIMITATIONS. -

Listed limitations spply to all non-work refatad activities {heme. sports, hobbies, sic.)

INSTRUCTIONS TO EMPLOYEE:

O Keep waund band ?ﬁr clean and dry,
E

0 Wesr [0 SPL [1  ARM SLING O SUPPORT  during working shift.
£l Use 0O CAN O CRUTCHES during working hours.
Dlspli'nsed madicalions that can be taken curing warking shif:

2

Dispansed medications that MUST NOT be teken during work shift
t

ao00fooocooono

2

0O Em hYﬁ advised 1o sea hia/har ate iclan because hig/Mer medical condidion - :
RELATED {nomindusina o Prat® physician becauses ical condtion 15 NOT WORK

(1 _ Employas reforred for speciaity avahuation, Type: ¢ &
Estimated Langth of Treatment [ weeks.
Entimated Lengg‘-n af Disabili? d:yf ; waalks.
0  Thare is no parmanant dissbility expactad. =

0 Employee’s madical condilion is permanent and stationary.
0 Empme Is releaged from further medical care. i

RETURN APPOINTMENT; Date ., (-*4-0)7 Time; I0:30 (AM) PM

Date: 22107
ient Namc_::

A MEDICA
120 Las fomws T
{626) 28'3%8;

WOHAL S5TATJS REPCRT

8083
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SCIF RECD DTE 08/29/2007 BKSCAN 10 08/26/2007 05:21 PM 021709 & 2

@8-28--87 08:45 FROM-DEEAMWEAVER MED GRP 6262898526

T-295 P@@3/087 F-684

WORK STATUS REPORT
Data of Injury: & q- | Today's Date: & .124., 9
Employar: i Terviaes
Diagnosgis; _— PN
(W RwWe  Jowan & by po
6—‘)@ ket Bas i
WORK STATUS

a Return to ueual and customary work with no limilations.
(W] Off wark balance of current wark shift and refurn 1o work on
O with NO limitations

O with the limitations listed below.
}ﬁ Return to temporary alternate wark with the following limtations: = M. £] [ & / L
no continuous walking or prolonged a}audlrjg )
no lifling, pughing, or pulling over 19 s paunds. & OO deic ey
no repetitive bending or sicoping. —
. ﬂvﬂ’ O limited use ofthe [0 RIGHT O LEFT O HAND ™3O ARM
SR da la O nousaqfthe O RIGHT O LEFT O HAND 0O ARM
nd repetitive kneeling or squatling.
ro wark abave shoulder level.
must be siiting the majority of work shift.
: sitling wark only.

d — %2 no divin cornmercial vehicl

., mustkespthe (1 RIGHT PU_EFT /31’ FOOT 0O LEG

alavated major of wark shift,

w !
e N ST Kol e el 2
b [}

| Off work (TI'D; until
0 Offwork (TTD
a

bacause no temporary alternative work i available until
Retum to work on with NO LIMITATIONS.

Usted Emitations apply to all non-work related activities {home, sports, habbies. efe.)

INSTRUCTIONS TO EMPLOYEE:
Keep wound bandege clean ang dRu.
Weaar ﬁ SPLINT (] RM SLING O SUPPORT  during working shift.
gse \gﬂ ggﬂE that (§] CRE;?HES o during working hours.
; i H : . iR
ISPB:!EB M ons %" %m I : th [A2T
Lrudt/ Negwam-syy wp PO D,

Dispansed medications that MUST be taken during work shift:

1.

2.
Employee advised to ses his/her private physician because hisher medical

RELATED (non-industrial),

conelition is NOT WORK

a
A Emplayes reforrad for specialty evaluetion, Type: F E“fe]cgi “_J Ee 2t & L

Estimated Length of Treatment days

Estimated Length of Disabili‘tg__, :
1 Thereis no permanent disability expected.

—

Q.. waeks, ’l“"f- I
waeks,

£ Employse's medical condition s perrmnanent and stationary. (A
[ Employee is released from further medical cars, i G Cteg
RETURN APPOINTMENT: Date Barnn Tima: I . AM ] PM
' Provider i : m T ] T e
or signatwre: (o o2 ~Date: Bt 77

OR MEDICAL GROUP Patient Name;

4 . Las Tunas D
San I:lrlal. CA 91776

0727

B

8083
SCI000134

02 318168 000000001 004 195 05124168



SCIF RECD DTE 08/295/2007 BKSCAN 10 08/29/2007 05:21 FM 0217098 3 - -

08—28-’37'8:45 EROM-DREAMWEAYER MED GRP 6262898526 T-285 PO@4/887 F-664
" WU NRFIWS WF IFS | lur el WIN
Date of Injury: §.4,777 | Todays Date: @.4-5 |
Employer: ﬂlﬂﬂl ﬁml—h‘a }me E[:i: ﬁcﬂ (ot
Diagnosls: .
Lg aon : 2. !

kiﬁ";"‘

WORK STATUS

0 Retum to usual and customary work with no limitations.
O  Offwark balance of currant work shilt and retum to work on
{0 with NO imilations
1 with the Iimhations Ixtad balow.
0 Return to temporary atterniate work with the following limitations:
no continuous welking or pralonged standing
no Hﬂlﬂ%ﬁ’ pushing. orpullingover_ __ _ pounds.

na rapatitive banding or ahoen_ng. LEET O HAND O ARM
RM

limited use of the (3 0

ne usa of the 00 RIGHT [3 LEFT O HAND a A
ne repetitve kneelm%nr & uatting.

no work above shoulder level.

must ba &ifling the majority of work ahifi.

sitting work only.

mustkeep the O RIGHT 0O LEFT O FOOT [0 LEG  welavated major of work shift.
mdrmgmmm vehicle.
nuoper on of machinary.

B Gk {rr D} uri _ﬁJiL_W.
Off work (TT heeauaa no lemporary alternative I§ availeble untll
O

Retum torwork with NO LIMITATIDNS
Listed limitations epply to all non-wnrk related adlivities (home, sports, hobbles, eto.)

INSTRUCTIONS TO EMPLOYEE:
a Keep woundg ban e clean and dry

O ARM SLING {1 SUPPORT  during working shift
Use C.ANE 0 CRUTCGHES during working hours.

medicsetions ﬁj‘;‘efeb& {aken during shift:

Dlspensed medications that MUST NOT ba Iallen during work shifl:
1

0O00qoo0oooaGoo

a nﬁy iead to eee hikther priveta physician becausa Ne/har medical condition is NOT WORK
RELATED (non-indusirial),

¥, Employes refarrad for apacialty evaluation. Typer, __ Yt ZUA -

7
Estimated Length of Treatment dayg waoaks,
Estimated Longth of Disabll days weesks,

here ia o permanent disability expacted,
J Employee's medical condftion is parmanant and stafionary. ﬂr refe
O Employee ia released from further medics! care, '
RETURN APPOINYMENT: Date &-14.07 Time: 30 AM@

C ot

Provider signature: /< =T Date: % A 07

DREAM(N%\IER‘“EDI L GRO
420 W_Las Tunn%nve up
San Gabrigl, CA 81778

(628) 28

WORK STATUS REPORT
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Eastside Orthopedic Medical Associates

I Joints | . . , Associated Physicians
Tota _J‘?”m “’"?'T.m" asty Diplomates of the American Board of Qrthopedie Surgeons Physician
tndusirial Medicine Fellows of the American Academy of Orthopedic S Luigi Gallioni, M.0,, Lnc
Sports Medicine cllows of the Amencan Academy of Orthopedic Surgeons £ - MLLA, Inc.

Qualified Medical Examiners

Richard Zapanta, M.D., Inc.
Tomas Saucedo, M.D., Inc.
Dapa I. Primo, PA.C.

8083

ORTHOPEDIC SUPPLEMENTAL REPORT

January 26, 2011

State Compensation Insurance
P.O. Box 92622

Los Angeles, CA 90009-2622

Artention: Worker’s Compensation Claims

RE: FLOREEN ROOKS

EMP: D*Veal Family Youth Services
DATE OF INJURY: 11/10/07

DATE OF EXAMINATION: 01/26/11

Genteman:

As you are well aware, this patent has been under our care having previously
undergone arthroscopic surgery of her knee. Surgerv was performed on 04/24/08.
She indicates that she did well, however, she did have some residual soreness, this
soreness has steadily become more pronounced. She denies any new injuries to her
left knee. She denies any other problem to ber left knee and indicates that she has
continued to work with D’Veal Family Youth Services performing her work telated
activities. However, she does complain of increased pain of her left knce especially
over the last few months.

PHYSICAL EXAMINATION

GENERAL
Vital signs — blood pressure 206/100, pulse is 88, respiradons 16,

LOWER EXTREMITIES
On physical examination of the left knee there is evidence of notable medial joint line
tenderness, there is notable swelling, There is an effusion. She has a positive

880 South Atlantic Boulevard, Suite 203, Monterey Park. California 91754 « (626) 289-0178 » FAX (626) 308-2083
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RE: Floreen Rooks
January 26, 2011
Page 2

McMurray sign and positive grind sign. There is notable pain and discomfort
especially of the medial compartment of the knee. No gross laxity is noted. Motor
and sensory function is intact distally,

DIAGNOSTIC STUDIES

X-rays of the left knee reveals evidence of Grade III medial compartment narrowing
of the left knee with osteophyte fotmation noted primarly in the medial
compattment.

MPRESSION

LEFT EKNEE EVIDENCE OF MEDIAL COMPARTMENT
DEGENERATIVE OSTEOARTHRITIS

DISCUSSION

Given Ms. Rooks clinical findings as well as the results of her x-rays it appears that
she has extensive degenerative changes of the medial compartment of her left knee.
This has progressively gotten worse since she had surgery three years ago and at this
point in time it appears that the pain is quite unrelenting, I will recommend that she
be treated conservatively at this point in time with the use of an anti-inflammatory
medication as well as an intra-articular cortisone injection to minitnize her pain and
discomfort, this was provided. The patient noted immediate improvement of the
pain and discomfort of the left knee. I will see her back for follow-up in four weeks
time. Should this patient’s symptoms not improve or resolve significantly, she may
require further intervention. This would entail a knee arthroplasty of her left knee.
At this point in time [ have discussed this in detail with the patient and I will see her
back for follow-up to assess her progress in four weeks time. She will continue to
work with no testrictions. I will keep you informed as noted.

Should you have any further questions or concetns, please do not hesitate 1o
contact me,

DISCLOSURE
I declare under penalty of perjury that 1, the signing physician, have actually

performed this examination, and the time spent in performing this evaluation is in
compliance with the IMC Guidelines (Section 5307.1 and 5307.6).
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RE: Floreen Rooks
January 26, 2011
Page 3

I declare under penalty of perjury that T have devoted at least one-third of my total
practice time to providing medical treatment.

I have not violated Labor Code Section 139.3, and the contents of the repott and
bill are true and correct to the best of my knowledge. This statement is made
under the penalty of perjury,

I declare undet penalty of perjury that the information contained in this repott and
its attachments, if any, is true and correct to the best of my knowledge and belief,
except as 1o information that 1 have indicated I received from others. As to that
information, I declare under penalty of perjury that the information accurately
describes the information provided to me and, except as noted herein, thar I
believe it to be true.

There may or may not be other medical information that is protected by special
state and federal laws and cannot be released without the subject’s specific written
anthorization, or pursuant to other procedures established by law.

This report was done in the State of California in the County of Los Angeles, in the
City of Monterey Park, on the 26%, of January, 2011,

Diplomate, American Board of
Otrthopedic Surgery

TS/ mc
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‘DOCTOR'S FIRST REPORT OF HealthCare F’artne.rs 85-4526112 .

OCCUPATION Y OR ILLNE 3144 Santa Anita Avenue
CUPATIONAL INJURY © S§ El Monte, CA 81733
mnn S QF YOUur Il exa rminalion, every ocoupatr Iryury o S = Jj=] PICYE1™3 v 3 COMPERSalion INs uanee camear
rine ef-insured emplioyer. Failie to file 3 imel doclor  wpodt may re _ul il assessment of 3 ol penalty. K cas: of dlagn csed of susped &t pest lcidea polstning send &
v af this repord o Division of St ol stice ch P 420502 San Francisco, A 541420605 and qolify vour locd health officer by telephepe within 24-hou s
1. INSURER 2. EMPLCYER NAME PLEL?SSEETDIEENOT
State Comp 92622 D'Veal Family & Yourh Services COLUMN
P.O. Box 92622 P.O., Box 40255 Care Mo
Los Angeles, CA 90008-2622 Pasadena, CA 91114
Industry
4. Nature o Busingsg (e g., lopd manufacturing, palding consirucd jom, retailer of w omen'’s cloihas) Caimty
5. PATIENT NAME §. Sex 7. Dae of Mo, Day Year Age
ROCKS, FLOREEN [ ] Mae [X)] Femde Birth 08/20/1949
8. Address City Zip 9. Telephone Number Hazard
1315 8. GLADYS AVE. SAN GARRIETL 9778 [ E26) 573-1006
10. Qccupation {Speclfic Jab title) 11. Socid Security Number Diga=es
MARRIAGE FAMILY THERAPIST 130-38-8510
12, Injured at: City County Hospitalizafion
WORK PLACE
14, Uale and hour of injury Mo, Llay Year Heur T4, Date Last Worked Mo, Day Year Uccupation
or pnget of Hiness, 11710872007 10. 30 am 11/.0/2007
15, Date and hour of first Mo. Day Year Heur 16. Hava you (o your cffice) previously Rty 1 DaledCode
exeminstion or testment 11/z0/2007 11:04 am reated paient | | Yes [X]No

Patent peare complels his portion, {able todo so. attwrwsn, dootor pleasr complete immediately. Ingbiliy or @il of a palient Lo -~ompleie this petic snaill not aTec
nisher righl s 1o workens' com pernis S, un e the Calliomia Labor Codg:

17. ZESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPEMED (Give specilic chjesl, machinery 0 chemica. Ust  eree sidaif moiespace  equlied.)

"Fzll o. . gre.wi gr el and fr =ote ed ight fen ts pr  ant from ralllne anzordng Ifi

In, ed :Ight fo ' "

18, SUBJECTIVEE COMPLAINTS [De: nbe fully. Usethe reverse sds if mo e spa Bguiad)
The pa nt . ate at she .. employed ma .age and family the.ap’st. On 11/108/2007 whi

: nte * .. rle that wa- me “hough ° parked zhe ipped on the ground nd
S . e : g twisted (Zontipaedt)

s€ overss otle 1 rmre space s mauired’)

A Physncal exarmnation
GEDRrA. ARRE .. #ANC. No oo il Trs. .. Vilal ilgn BP 156/98, puls. 78, soi e 16,
Examl atien of thse ‘gnt fo vaals thut the.. meds ate edemz with mederat marked tendernes
er ) o ' v, The no (o otinued)

B. X.ray and beratory results (State if nane pending) ¥-rays were performed and {(continued)

209 E%AGIJ]L-)SIS if accupalonal ilness, spetiic aldoglcEagsnI and duralion of Bpa 15 Chemé:'ezlf Dl‘éDOXIG campounds invoved? ] Yes [X]HNo

CONTUSION, LEFT KN FRACTURE, RIGHT FO(;T

21. Arevouwrfindngs and diagnosis cansistent with patient's account of injury or chset
it" "pled  explai

[E]l Yes [ ]Ne

22, |s there any other current condition that will impede or delay patient's recovery?
if “yes" please axplain Patient does have {continued)

[X] Yes | ]No

23. TREATMENT RENDERED (Use ey snde(lf muespaf.= v equired.

i1 Examlnatinam, ey flspe.ded walse boot/Can walks {d4) Dispens Motzrin BOU ma x #30 tablets

[ Diaspe ed at]:@ﬂgth Tyle ol x %20 table’ {E) Ra’ ' o orhbhepedi~ surgesen aluaticn and
- hweer
il further wealment iv /equiied, specify treatment Yes, in the Form of treatment (continued) Estimated duratio.. 1 month.
24, f Hospitalized = inpatent, give haspltal name and location Dats Mo. Day Year Estimated Slay
adrnitted
( cont inyadi
. WORK STATUS [s patient 2ble 1o perform usual work [ TYes [FTNo
H "no”, patient can return t
Regular work
Medified werk Specify Patient placed on modified duty

parjury.
Dotlor's signature Dale

CA License Number &36632

Doctor narre and degree (Please pint) Michasl Hadley, M.D.

IRS Murmber 95-4526112

Casef#  B0283 Telephone Number (626) 5&2-7989

ANY FERSON WHO MAKES UR CAUSES TO BE MADE ANY KNDWINGLY FALSE OR FRAUDULENT MATERIAL STATEMENT OR MATERIAL REFRES ENTATION FOR PURPOSE
OF DETAINING OR DEMYING WCRKERS' COMFEMSATION BENEFITS QR PAYMENTS |5 GUILTY OF A FELONY

8083
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FIRST REPCRT - RODITIONAL INFORMATION

FLOREEN ROOKS
DOI: 11/10/2007 $SMN: 130-38-8510 MR: 22-2085496
Page 2

#18.

her left ankle aad also her right foot. BRecause of these injuries, the patient developed
pair mestly in her right foot. As a result, she went to the Kaiser ER for evaluation and
treatment.

While at Haiser ZR she was told that she had a fracture of the right foot, sprain to the
left ankle and a bruise to the left knee, She was given an ortho shoe and was told to
report this to her employer as a jeckh-related injury. The patient did sc and she was
referred here by her Workers Compensation insurance carrier for evaluatier and treatment.
Teday 1s her initial wvisit at this facility.

The patient deoes complain of mild discomfort in her left ankle and her left knese. However,
she does complain of significant discomfort in her right foot.

Pertinent past medical history! The patient states that she has a heart valve problem for
rany years and does use prophylactice antibiotics fcr dental werk. BShe haz had a fracture
of her left anxkle i1n 1992 that was treated operatively. SHE IS ALLERGIC TG PENICILLIN.
She denies any history of diabetes, high blood pressure, ulcer disease or asthma.

Sccial history: The patient cccasicnally smokes. She does play chess and write poetry.

Review of systems: Denies any chest pain or shortness of breath. Patlent denies any
akdominal pain, nausea, vemiting, diarrhea or constipation.

#13A.
ecchymosis. The patient does have impaired weight bearing secondary to pain and altered
galt secondary to pain. The patient is ambulating with the aid of a cane.

Examination of the left ankle reveals that there is a healed surgical scar. There is trace
tenderness and edema.

Examination of the left knee reveals vague tenderness present anteriorly, trace edema.
There is full flexion with pain.

#19B.

preliminary reading of the right feoeot reveals that there is a fracture invelving the fourth
and fifth metatarsals with angulation present in the fourth metatarsal head. Final report
is pernding. X-ray exam of the left ankle rsveals the presence of hardware, no acute
finding seen. X-ray of the left knee is unremarkable except for degenerative changes.
Final report is pending.

#20.

1. FRACTURE, RIGHT FDOT.
Z, 5SPFRAIN, LEFT ANKLE.
3., CONTUSION, LEFT KNEE.

#22.
hardware in her left ankle and this may impact upon her rate of recovery.

#23.
Further treatment: Dby the orthopedic surgeomn.

#24.
To he cetermined hy the ortheopedic surgeon.

#25.
the fellowing restrictions: No driving vehicle during working hours, no walking or
standing for more Than cone hour, sitting work only.
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Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: 5By

Date of Service: 11/26/2007 Doctor: RALPH GAMBARDELLA MD

PERMANENT AND STATIONARY REPORT
CASE SUMMARY:

The patient was initially seen by me on September 10, 2007, relative to a work injury. At
the time, the patient was 58 years of age and had sustained an injury to her left knee on
August 9, 2007, This had occurred when she had slipped on a piece of cucumber and
falling. The patient had injured her left knee as well as her ankle for which she had been
under the care of Dr, Jung, Dr. Jung had referred the patient here for an evaluation
regarding her left knee. At the time of her evaluation, she was found to have a synovitis
of the left knee with a mild pes bursitis with underlying early degenerative osteoarthritis
and patellofemoral arthrosis with mild patellofemoral malalignment. We recommended a
comprehensive physical therapy program, The patient is here today. She has returned
and states that she did undergo ber physical therapy program and with pbysical therapy
did see improvement of her knee condition. The patient states that she is no longer
having any type of significant discomfort with the knee. She still gets some aches and
minimal irritability. There has not been any recurrent swelling but bas been still
occasional swelling. The patient feels that her knee condition is improved to the point
that she is capable of returning back to her regular employment.

The patient, however, in the interim has also had a new work injury which occurred to her
right lower extremity resulting in a fracture in her right foot and today is ambulatory with
the assistance of a cane and in a Moon boot. The patient is aware of the fact thar she is
being seen separately for her right lower extremity injury. We have asked the patient
again and she has agreed and is comfortable with the fact that in the absence of her
present right foot condition, that she would be ahle to renin back to regular work relative
to her left knee and her left knee has overall been significantly improved with onlv the
occasional remaining symptomatology as outlined above.

PHYSICAL EXAMINATION:

Physical examination today of the left knee, there is mild crepitance with ranging
patellofemoral joint. There is no effusion. There is no longer any joint line tenderness,
retinacular tenderness, no tenderness over the pes bursal area. Range of motion is 0-130
degrees.

FINAL IMPRESSION:

Page 1 of 3
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Patient: FLOREEN RQOQKS

DOB: 06/20/1949 Chart: WC02242154A

Age: 5By

Date of Service: 11/26/2007 Doctor: RALPH GAMBARDELLA MD

Underlying degenerative osteoarthritis including patellofemoral arthrosis and mild
patellofemoral mal-alignment, left knee status post posttraumatic synovitis and pes
bursitis, left knee,

RECOMMENDATIONS:

This patient is in a permanent and stationary position for rating,

SUBJECTIVE FACTORS:

The permanent subjective factors to be considered are the occasional mimimal pain with
activities of daily living increasing to occasional to intermittent, minimal-to-slight pain
with heavier squatting, kneeling, or lifling activities.

OBJECTIVE FACTORS:

The objective factors to be considered are the radiographic evidence of the patellofemoral
joint space narrowing and degenerative osteoarthritis joint space narrowing noted
radiographically. There are no other abjective factors 10 be considered.

PERMANENT WORK RESTRICTIONS:

None indicated. This patient can be released to her regular work activities effective
November 26, 2007,

LOSS OF PRE-INJURY CAPACITY:

None.

FUTURE MEDICAIL CARE REQUIREMENTS:

In the future, this patient may have a flare-up of her condition that may require the use of
oral anti-inflammatory medications, physical therapy, and/or cortisone injection and/or
arthroscopic surgical intervention.

CAUSATION:

Based upon the history, this patient’s condition is directly attributed to the work injury.

APPORTIONMENT:

Page 2 of 3
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Patient: FLOREEN ROQKS

DOB: 06/120/1949 Chart: WC0224215A

Age: 58y

Date of Service: 11/26/2007 Doctor: RALPH GAMBARDELLA MD

There is no apportionment indicated as there is no residual disabitity. There was definite
evidence of a preexisting osteoarthritis as was outlined from my original report .
However, at this time, there 1s no residual disability and therefore there does not appear to
be a need for apportionment.

IMPAIRMENT RATING:

Using the AMA Guidelines to the Evaluation of Permanent Impairment, chapter 17, this
patient using the radiographic table 17-31 had 1-mun joint space narrowing of the knee
which is a 7% lower extremity impairment rating to that which would be added a 10%
lower extremity impairment rating for the patellofemoral joint. This would combine to a
17% lower extremity impairment rating which then using table 17-3 translates into a 7%
whole person impairment rating.

DISCLOSURE:

I declare under penalty of perjury that I have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct to the best of my knowledge.

Ralph A. Gambardella, M.D.

RAG/ Orig Job #: 0001 AT-00000LND
D: 11/26/2007 5:14:11PM

T: 11272007 6:56.17AM

ROOKS, FLOREEN |

Page 3 of 3
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Snecialists

3144 3anta Anita Avenue. Module A
El Monte, CA 91733

Phone: (626) 582-7988 Fax: (626) 582-7953

DATE 11/28/2007

FATIENT RDOKS, FLOREEN DATE OF INJURY: 11/10/2007

EMPLOYER D'Veal Family & Youth Services S0C. SEC# 130-28-8510

CASE# 80283 CLAIM # 05170360/Yolanda Nielsen

11/29/2007

State Comp 52622
B.O. Box 828Z2
Los Rngeles, CA 8000%-2822

ATTN: Worker's Compensation Claims

RE: RDOKS, FLOREEN

Age Sex: he & F

Oceupation: MARRIAGE FAMILY THERAFIST
Employer: D'WEAL FAMILY & YOUTH SERVICES
Date of Injury: 11/10/2007

Date of Exam: 11/258/2007

JRTHQPEDIC COCNSULTATION

Gentlemen:

Today I had the oppeortuniti o examine the above-named patient, who sustained an injury to
her right feocot en the above-mentioned date. At that time, she indicates that while
#orking, she apparently parked on a gravel road and when the car apparently started rolling
without her in it, she ran towards the car, get into the car to pub the emergenzy sarking
brake on and in that process twisted her right foot, fractured the fourth and fifth
metatarsal, injured her left knee as well as her left ankle. 8She was seen at Kaiser
initially and eubseguently oy Dr. Hadley. She has been treated with a Cam walker for the
right foot and indicates that the pain has improved significartly; however, she contirussz
to havz discomfort especlally of the left ankle to a lesser extent the left knee. She has
been on medicaticn. the has been in a Cam walker and has been off of work.

PAST MEDICAL HISTORY:

SURGERIES: Include left ankle surgery 14 years age (still has the plate and screws in
placzs), lefr knee injury as well.

MEDTCAL TLLNESSES: Include a history of hypertension.

MEDICATIONS: Include TYLENCL as well as MOTRIN.

ALLERGIES: PENICILLIN - DEVELOPS A RASH,

PRIGR WORH~RELATED INJURIES: Ieft ankle fracture in 2007. Wasz off of work for five weecks.
PRICE MOTOR VEHICLE ACCIDOENTS: Hone.

PRIOR SPORTS INJJRIES: HNone.

SOCIAL HISTORY: She is single. She has one child. She has a Master'sz degree. She smokes
one pagck of cigarettes a week and uses alcohol only socially.

8083
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Specialists

3144 Santa Anita Avenue. Madule A
El Monte, CA B1733

Phone: (626) 582-7989 Fax: (626) 582-79853

DATE 11/28/2007

PATIENT ROOKS,FLOREEN DATE OF INJURY: 11/10/2007

EMPLOYER D'veal Family & Youth Services 80C. S8ECH 130-38-8510

CASE # 80283 CLAIM # 05170380/ Yolanda Nielsen

FHYS3ICAL EXAMINATIQN:
GENERAL: This is a well-developed, well-nourished woman complaining of right ankle and
right foot pain.

VITAL SIGNS3 She =tards 5'6" tall, and weighs 213 pounds. 5She is right hand dominant.

RIGHT FOQT: Exam reveals ¢f rotable tenderness over the fourth and fifth metatar=sal area.
There iz notable swelling. There is notable ecchvmosis. Motor and sensory function is
intact distally.

LEFT ANKLE: Exam reveals evidence of diffuse tenderness over the arterior as well as Lthe
lateral and antericr aspect of the ankle. She dorsiflexes to % degrees, plantar flexes to
15 degrees. Moter and sensory functicn is intact distally.

LEFT KEREE: Exam reveals evidence of mild tenderness, mild swelling. Mo effusiecn. Ho
gross laxity s noted. Motcr and sensery function 1s intact distally.

RADIOGRAPHIC FINDINGE:

A-rays of the right foot reveal evidence of a fracture of the fourth and fifth metatarsals
overall well aligned. X-rays of the left knee reveal evidence of an old avulsion fracture
with no acute fractures noted. X-rays cof the left ankle reveal evidence ¢f a healed medial
and lateral ma:leclus fractures with retained plate and screws; however, there i: evidence
of extensive degenerative cstecarthritis of the tibiotalar articulation.

IMPRESSTON:

1 RIGHT FOOT FOURTH AND FIZPFTH METATARSAL FRACTURE.

Z. LEFT ANKLE PCSTTRAUMATIC DEGENERATIVE CSTEOARTHRITIS.
3 LEFT KNEE SPRAIN.

DISCUSSION:

I will recommend that Ms. Rooks continue the use of a Cam walker for her right foot., I
will also recommend she continue off of work until further progress is made. 3he will
continue tiae use of MOTRIM for pain and inflammation and I would like to reexamine her in
three weeks time, at which time x-rays will be taken to assess the healing process of the
fractures of the right fcot.

If you have any gquestions or concerns please do not hesitate to contact me.

"I have not viclated Labor Code Section 135.3 and the contents of the report and bhill are
true and correct te the best of my knowledge.™

"I declare under penalty of perjury that the informatien contained in this report and its
attachments if any, 1s true and correct to the best of my knowledge and belief, except as
to information that I have indicated I received from others. As to that iaformation, I
declare under penalty of perjury that the infermation accurately describeg the information
previded to me and, except as noted herein, that I believe it to be true.”

8083
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Snecialists

3144 Santa Anita Avenue. Madule A

El Monte, CA 91733

Phone: (626) 582-7989 Fax: (626) 582-7953

DATE 11/29/2007

PATIENT ROCKS, FLOREEN
EMFPLOYER Deal Family & Yauth Services
CASE # 80283

Sincerely Yours,

Thomas Sauceds, M.D.

DATE

Executed in the Ccunty of Los Angeles an 11/28/2007,

TS:piit]

8083
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Patient: FLOREEN ROQOKS

DOB: 06/20/1549 Chart: WC0224215A

Age, S8y

Dhate of Service: 09/04/2007 Doctor: KENNETH JUNG MD

MEDICAL RECORD REVIEW

The following is a review of medical records provided for this patient's case. Please note
15 minutes were spent organizing and reviewing these records.

1. Doctor's first report of occupational injury or illness. Date of injury August 9, 2007.
The patient slipped on a piece of cucumber and fell onto the eoncrete ground/pavement,
She was seen for left hip, knee, and ankle pain. She had tenderness at the left ankle,
medial and lateral malleolus. She was given Naprosyn and ice packs.

2. August 9, 2007. Work injury intake form for the patient's initial office visit. The
patient had x-rays. She was given Naprosyn. She was held out of work.

3. Aungust 10, 2007, X-ray report ot the left ankle shows posttraumatic changes of the
malleoli status post ORIF. Secondary deformity and osteophytic changes of the distal
tibia and talus,

4. August 10, 2007. Left knee x-rays. Generalized demineralization, suspect a small
loose body in the central joint. No acute fracture or subluxation.

5. Angust 10, 2007. X-rays of the pelvis and left hip. Negative study.

6. August 14, 2007. Work status report and progress note. The patient referred for
physical therapy. She was given Ultram for her ankle sprain.

7. August 14, 2007. Physical therapy prescription.

8. August 27, 2007. Followup visit, The patient recommended to continue on physical
therapy and have an MRI of her left knee.

That completes review of medical records.
DISCLOSURE:

I declare under penalty of perjury that I have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct to the best of my knowledge.
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Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/04/2007 Doctor: KENNETH JUNG MD

Kenneth Jung, M.D.

/ Orig Job #: 000ZH9-000003YR
D: 9/04/2007 1:01:29PM

T: 9052007 3:13:36AM
ROOKS, SLOREEN
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Patient: FLOREEN ROOQKS

DOB: 06/20/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/04/2007 Doctor: KENNETH JUNG MD

INITIAL ORTHOPAEDIC CONSULTATION

DATE OF INJURY:

August 9, 2007,

CONDITION:

Left ankle.

HISTORY OF PRESENT ILLNESS:

A 58-year-old femnale marriage and family therapist presents for evaluation of left ankle
injury sustained on August 9, 2007. The patient reports slipping on a piece of cucumber
and falling. She injured her knee and ankle. She was initially seen and given a cane and
a prescription for Naprosyn. She has been using an elastic ankle brace and taking
antiinflammatories as needed. She reports sharp, achy, cramping, incapacitating pain. It
bothers her all day. It hurts her most of the day. There is swelling, tenderness, and giving
way. It hurts her when she does exercises such as driving and walking,

Her history is significant for a left ankle fracture sustained about 14 years ago. She
underwent an open reduction and internal fixation. This injury did not oceur at work, it

occurred after she fell down some stairs.

Past surgical, medical, family, social histories and review of systems, please refer to the
patient questionnaire.

PHYSICAL EXAMINATION:
A pleasant female. In no acute distress. Alert and oriented x3.

Examination of the left ankle and foot reveals well-healed incision. No eryvthema or signs
of infection,

She has limited ankle dorsiflexion and plantar flexion. She is hesitant due to pain. She
also 1s hesitant to inversion and eversion on examination.

Anterior drawer is negative.

Page 1 of 3
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Patient: FLOREEN ROOKS

DOB: 06/20/194% Chart: WC0224215A

Age: SRy

Date of Service: 09/04/2007 Doctor: KENNETH JUNG MD

Motor is intact. Capillary refill is brisk. Sensation is grossly intact to light touch.

She also reports pain to palpation over the midfoot and forefoot. No subluxation or
crepitus is noted. There is no tenting of the skin. No erythema.

RADIOGRAPHS:

The patient has brought in outside films obtained on August 10, 2007, Radiographs show
hardware in the ankle. There appears to be extensive degenerative changes including
anterior osteophytes of the tibia and talus,

At KJOC Pasadena 1 ordered and interpreted AP, lateral, and oblique views of the left
foot as well as a mortise ankle view. Radiographs show extensive degenerative changes
in the ankle joint. Intact hardware. There is extensive anterior spurring. No fractures are
scen in the foot or midfoat.

IMPRESSION:

1. Left ankle posttraumatic arthritis, status post open reduction and internal fixation
ankle fracture,

2. Industdal injury secondary to £all.

3. Ankle pain after industrial fall.

PLAN:;

This patient does not appear to have any acute injuries after her most recent fall. She
most likely exacerbated a pre-existing condition, posttraumatic arthritis. She is currently
wearing an elastic anlkle sleeve. 1 would recommend the use of a lace-up ankle brace that
provides further support. She has been provided with one today. She can be
weightbearing as tolerated.

She reports she is scheduled to see Dr. Ralph Gambardelia with regards to her left knee
on Septernber 10, 2007,

WORK STATUS:
I would keep this patient temporarily totally disabled until her office visit with Dr. Ralph

Gambardella on September 10, 2007. After that point the patient is cleared for sedentary
work.

Page 2 of 3
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" 'SCIF RECD DTE 10/02/2007 BKSCAN 9 10/02/2007 09:05 AM 024016 9 6

Patient; FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/04/2007 Doctor: KENNETH JUNG MD

[ would like to see this patient in about 4 weeks’ time. If she is doing better, I would plan
to clear her for a full duty with regards to her left ankle.

DISCLOSURE:

I declare under penalty of perjury that 1 have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct 10 the best of my knowledge.

Kenneth Jung, M.D.

/ Orig Job #: 0002HS-000003YN
D: 9/04/2007 1:01:00PM

T: 9/04/2007 5:44:01FM
ROOKS, SLOREEN .
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SCIF RECD DTE 10/01/2007 BKSCAN 12 10/01/2007 09:39 AM 021773 8 2

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age S8y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

COMPREHENSIVE ORTHOPAEDIC EVALUATION
HISTORY:

A 58-year-old femate here today for comprehensive orthopaedic evaluation or treatment
regarding ar injury to her lefl knee that she sustained on August 9, 2007. History is
obtained today from direct interview of the patient as well as review of records that are
available. These are records from Dr. Jung. The patient was employed by D'Veal Family
and Youth Services and states that she slipped on a piece of a cucumber, falling. The
patient at the time felt that she fell on her entire lefi side, the ankle being the most painful.
When asked today, there is no history of direct blow. The patient again is unsure, but she
thinks she just landed on her left side. The patient, however, has persisted with some
discomfort in the left knee, some overall irritability and had onset of swelling, She
vomplains of the swelling with activities and the pain pattern which is diffuse as
tenderness more on the medial side than on the lateral side.

There is no previous history of injury to the left knee as outlined in Dr. Jung's note.
There is previous injury to the left ankle.

PHYSICAL EXAMINATION:
KNEE PHYSICAL EXAMINATION:

GENERAIL APPEARANCE OF THE PATIENT:
Normal appearance, well nourished.

MOOD AND AFFECT:
Normal mood and affect, cooperative, no apparent distress, in good spirits.
RANGE CF MOTICN
Right Left Normal
Flexion 120 125 135 degrees
Extension 180 180 180 degrees
INSPECTION/PALPATION:
Right Left
Distal quadriceps tenderness no YES
Distal gquadriceps defect no no
Medial patellar facet tendermness no YES
Lateral patellar facet tenderness no YES
Page 1 of 5
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Patient: FLOREEN ROOKS
DOB: 06/20/1949
Age: 58y

Chart: WC0224215A

SCIF RECD DTE 10/01/2007 BKSCAN 12 10/01/2007 09:39 AM 021773 8 3

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

Patellar tendon tenderness
Patellar tendon defect

Medial epicondylar tendemess
Medial joint line tenderness
Medial tibia tendemess
Lateral epicondylar tenderness
Lateral joint line tendemness
Lateral fibula head tenderness
Effusion

Alignment abnormal
Ecchymosis

Scars

Spasm

Medial crepitus

Lateral crepitus

Patellar crepitus

Atropby

STABILITY:

Patellar apprehension
Patellar Subluxation
Patellar tilt

Lateral McMurray's sign
Medial McMurray's sign
MCL (Valgus)

LCL (Varus)
PCL(Posterior drawer)
Posterolateral rotation
ACIL. (Anterior drawer)
Lachman's test present
Pivot shift

General ligamentous laxity

MUSCLE STRENGTH AND TONE:

Thigh Atrophy

Calf Atrophy

Quadriceps muscle strength
Hamstring muscle strength

SCI000153

no
no
no
no
no
no
no
no
YES
no
no
no
no
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YES
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Right

YES
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no
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no
no
YES
no

Lefi

no
no
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no
no
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no
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no
o
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o
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5
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SCIF RECD DTE 10/01/2007 BKSCAN 12 10/01/2007 09:39 AM 021773 8 4

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: 58y

Date of Service: 09/10/2007 Deoctor: RALPH GAMBARDELLA MD

SENSATION/NEUROLOGIC FUNCTION:

Right Left

Distal sensation normal NO hypersensitive
pes
REFLEXES
Patellar reflex 2+ 24+
Achilles reflex 2+ 2+

VASCULAR: Right Left
Femoral pulse 1 1
Posterior tibialis pulse 1 1
Dorsalis pedis pulse 1 1
Cyanosis no no
Calf tenderness no no
Edema no YES trace pretibial
Homans' sign no no
X-RAYS:

We have outside x-rays available for review, AP and lateral. It is unclear if this is a
weightbearing view, which shows no specific joint space narrowing with very minimal
osteophyte formation in the medial compartment.

An AP of right and left knees and a sunrise of right and left knee is ordered, seen and
interpreted here today by me at the Kerlan-Jobe Clinic in Pasadena, show first of all in the
sunrise view there is some increased pateilar tilt bilaterally with narrowing of the lateral
facet space consistent with early chondromalacia patellofemoral joint right and left knees.
Then on the AP standing views, there {s some early osteophyte formation of both left and
right knees. The left knee shows 1-mm joint space narrowing with also some
intercondylar notch spur formation and also mild lateral compartment spur formation
consistent with early degenerative osteoarthritis of left and right knee, left worse than

rght.

IMPRESSION:

1. Synovitis of the Ieft knee with underlying early degenerative osteoarthritis of left knee
including patellofemoral early arthrosis with mild patellofemoral malalignment, left and

right knees.
2. Pes bursitis, left knee.

Page 3 of §
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Patient: FLOREEN ROOKS

DORB: 06/20/1949 Chart: WC0224215A

Age: 38y

Date of Service: 09/10/2007 Doctorr RALPH GAMBARDELLA MD

RECOMMENDATIONS AND DISCUSSION:

This patient at this time has evidence of underlying pre-existing early degenerative
osteoarthritis on the left knee and has then had a work-related injury that has resulted in a
flareup of her arthritic condition. The patient has outlined to me that she had not had any
symptoms prior to the work injury from a clinieal standpoint. However, clearly with the
x-ray evidence there was pre-existing disease present.

At this time there is not a goed history of a twist injury and with the patient's mild
hypersensitivity and diffuse tendemess [ would not recommend any diagnostic testing
which most likely would be positive. However, I would recommend a comprehensive
physical therapy program on a twice-a-week basis for 6 weeks and to follow up in 6
weeks for repeat evaluation. In addition, the patient appears to be not seeing any
symptomatic improvement with the Naprosyn. We therefore will switch her to Voltaren
XR. Drug waming given relative to the medication. The patient did note that prier to the
work injury she was using 2-3 Advil in the moming for her ankle.

I'would defer relative to her ankle to Dr. Jung. We have recommended that she should
however maintain some ankle exercise program and also some intermittent elevation to
help decrease the chance of blood clot in the left lower extremity. On today's
examination, there is no evidence to suggest a clot or DVT.,

WORK RESTRICTIONS:

At this time 1 would also recommend that the patient should have work restrictions
relative to the left knee. These work restrictions would consist of sedentary type of work
activities, no climbing, a lifting restriction of 10 pounds, no squatting or kneeling
activities, and standing and walking limited to no more than 135 minutes per hour. If these
restrictions are not available, the patient will remain temporarily totally disabled pending
follow up evaluation in 6 weeks.

Page 4 of 5
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SCIF RECD DTE 10/01/2007 BKSCAN 12 10/01/2007 09:40 AM Q21773 8 6

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: 58y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

DISCLOSURE:

I declare under penalty of perjury that [ have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct to the best of my knowledge.

Ralph A. Gambardella, M.D.

RAG/ Orig Job #: 0001 AT-00000KU4
D: 9/10/2007 1:32:53PM

T: 9/10/2007 2:49:04PM

ROOKS, FLOREEN .

fete
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SCIF RECD DTE 10/01/2007 BKSCAN 12 10/01/2007 09:39 AM 021773 4 2

Patient: FLOREEN ROOKS

DOB: 06/10/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

COMPREHENSIVE ORTHOPAEDIC EVALUATION
HISTORY:

A 58-year-old female here today for comprehensive orthopaedic evaluation or treatment
regarding an injury to her left knee that she sustained on Angust 9, 2007. History is
obtained today from direct interview of the patient as well as review of records that are
available. These are records from Dr. Jung. The patient was employed by D'Veal Family
and Youth Services and states that she slipped on a piece of a cucumber, falling. The
patient at the time felt that she fell on her entire left side, the ankle being the most painful.
When asked today, there is no history of direct blow. The patient again is unsure, but she
thinks she just landed on her left side. The patient, however, has persisted with some
discomfort in the left knee, some overall ixritability and had onset of swelling. She
complains of the swelling with activities and the pain pattern which is diffuse as
tenderness more on the medial side than on the lateral side.

There is no previous history of injury to the left knee as outlined in Dr. Jung's note.
There is previous injury to the left ankle.

PHYSICAL EXAMINATION:
KNEE PHYSICAL EXAMINATION:
GENERAL APPEARANCE OF THE PATIENT:
Normal appearance, well nourished.
MOOD AND AFFECT:
Normal mood and affect, cooperative, no apparent distress, in good spirits.
RANGE OF MOTION
Right Left Normal
Flexion 130 125 135 degrees
Extension 180 180 180 degrees
INSPECTION/PALPATION:
Right Left
Distal quadriceps tenderness no YES
Distal quadriceps defect o no
Medial patellar facet tendermess no YES
Lateral patellar facet tendemess no YES
Page 1 of 5
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8083

Patient: FLOREEN ROOKS
DOB: 06/20/1949
Ager S8y

Chart: WC0224215A

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

Patellar tendon tenderness
Patellar tendon defect

Medial epicondylar tenderness
Medial joint line tendemess
Medial tibia tenderness
Lateral epicondylar tenderness
Lateral joint line tenderness
Lateral fibula head tenderness
Effusion

Alignment abnormal
Ecchymosis

Scars

Spasm

Mexdial crepitus

Lateral crepitas

Patellar crepitus

Aitrophy

STABILITY:

Patellar apprehension
Patellar Subluxation
Patellar tilt

Lateral McMurray's sign
Medial McMurray's sign
MCL {Valgus)

LCL (Varus)
PCL{Posterior drawer)
Posterolateral rotation
ACL (Anterior drawer)
Lachman's test present
Pivot shift

General ligamentous laxity

MUSBCLE STRENGTH AND TONE:

Thigh Atrophy

Calf Atrophy

Quadriceps muscle strength
Hamstring muscle strength

SCI000159

no
non
no
no
no

no
no
no
YES
no
no
no
no
no
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Right

YES
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no
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no
no
no
no
YES
no

Left

no
no
no
no
no
no
no
no
no
no
no
no
1no

Left
no
no
5
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Patient: FLOREEN ROOKS

DOR: 06/20/1949 Chart: WC0224215A

Age: 58y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

SENSATION/NEUROLOGIC FUNCTION:

Right Left

Distal sensation normal NO hypersensitive
pes
REFLEXES
Patellar reflex 2+ 2+
Achilles reflex 2+ 24

VASBCULAR: Right Left
Femoral pulse 1 1
Posterior tibialis pulse 1 1
Dorsalis pedis pulse 1 1
Cyvanosis no no
Calf tenderness no no
Edema no YES trace pretibial
Homans' sign ng no
X-RAYS:

We have outside x-rays available for review, AP and lateral. It is unclear if thisis a
weightbearing view, which shows no specific joint space narrowing with very minimal
osteophyte formation in the medial compartment.

An AP ofright and left knees and a sunrise of right and left knee is orderexd, seen and
interpreted here today by me at the Kerlan-Jobe Clinic in Pasadena, show first of all in the
sunrise view there is some increased patellar tilt bilaterally with narrowing of the lateral
facet space consistent with early chondromalacia patellofemoral joint right and left knees.
Then on the AP standing views, there is some early osteophyie formation of both left and
right knees. The left knee shows 1-mm joint space narrowing with also some
intercondylar notch spur formation and also mild lateral compartment spur formation
consistent with early degenerative osteoarthritis of left and right knee, left worse than

right.
IMPRESSION:

1. Synovitis of the left knee with underlying early degenerative osteoarthritis of left knee
including patellofemoral early arthrosis with mild patellofemoral malalignment, left and

right knees.
2. Pes bursitis, left knee.
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Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: 3By

Date of Service: 08/10/2007 Doctor: RALPH GAMBARDELLA MD

RECOMMENDATIONS AND DISCUSSION:

This patient at this time has evidence of undetlying pre-existing early degenerative
osteoarthritis on the left knee and has then had a work-related injury that has resulted in a
flareup of her arthritic condition. The patient has outlined to me that she had not had any
symptoms prior to the work injury from a clinical standpeint. However, clearly with the
x-ray evidence there was pre-existing disease present.

At this time there is not a good history of a twist injury and with the patient's mild
hypersensitivity and diffuse tenderness [ would not recommend any diagnostic testing
which most likely would be positive. However, I would recommend a comprehensive
physical therapy program on a twice-a-week basis for 6 weeks and to follow up in 6
weeks for repeat evaluation. [n addition, the patient appears to be not seeing any
symptomatic improvement with the Naprosyn. We therefore will switch her to Voltaren
XR. Drug warning given relative to the medication. The patient did note that prior to the
work injury she was using 2-3 Advil in the moming for her ankle,

I would defer relative to her ankle to Dr. Jung. We have recommended that she should
however maintain some ankle exercise program and also some intermittent elevation to
help decrease the chance of blood clot in the left lower extremity. On today's
examination, there is no evidence to suggest a clot or DVT.

WORK. RESTRICTIONS:

At this time 1 would also recommend that the patieni should have work restrictions
relative to the left knee. These work restrictions would consist of sedentary type of work
activities, no climbing, a lifting restriction of 10 pounds, no squatting or kneeling
activities, and standing and walking limited to no more than 15 minutes per hour. 1f these
restrictions are not available, the patient will remain temporarily totally disabled pending
follow up evaluation in 6 weeks,
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Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC(224213A

Age: 58y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

DISCLOSURE:

I declare under penalty of perjury that [ have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct to the best of my knowledge.

Ralph A. Gambardells, M.D.

RAG/ Orig Job #: 0001 AT-00000K U4
D: 91072007 1:52:33FM

T: 9/10/2007 2:49:04PM

ROOKS, FLOREEN .

lgte
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QW™ gt e e e e e peaTION AL INJURY OR ILLNESS

E Within 5 days ol vour initial examination, for evary accupahonal injury ar illness. send two copees of this epert to the employer's workers' eompensation naurence
sarrier or the Insured employer  Fallura o fila a bmety aoctors repon mav rasull in assessment of @ cril penalty. In the case of diagnosed or suspeched pesticide
posaning. send a copy of #he repart to Olvision ol Labor Statistics and Research, P.O. Box 420803, San Francisco. CA 94142-0603, and malify your local health
afficer by tclephone within 24 hours.

. INSURER NAME AND ADDRESS
D'Veal Family & Youth Services, 855 No. Orange Gaove Blvd., Pasadena, CA 81103

. EMPLOYER NAME
D'veal FamBy & Youth Services
3. Address Mo, end Btreet GCity zp inouswry
855 No. Orange Bivd. Pasadena a1103
2. Matura of buslwass {e.g., tnod manufaciuring, iding constacion. weialer of women's chihes. County
Merital Heakh Servicea
5. PATIENT NAME {first name:_ midkdle inilial, [as! name 5. Sar [ Make 7. Daw ol Birth A
Floreen S. Rools M Femae | pata; Mo D6 Day 20 v 4B
3. Address Mo. and Stroet City Zip 9. Telephone mumber Huzand
1317172 So. Gladys Ave. San Gabnel Nn7T76 ( 626 ) E73-1906
10, Occupation (Spedi job tile) 11. Social Becurity Number Disaase
Marrdage Family & Theraplst Intern 130 . a8 - 8570
12, injured ot Na. and Street City Caunly Hospilalzation
Svcamores Altadena Los Angsles
13, Dave and hour of Injury or onset of Anass Ham. | 14 Dote lesl worked Oocupation
Date: Mo. OB Tay08 v 07 Hon. 1218 Bom | pete: Mo 0B Doy 08 v 07
15. Diate: and hour of firsl akamination or treatrman am. | 76 Have you |or your office) Ratun DeefCoce
oate: Mo, 08 Oay g v OF Hos . 330 Epm. previ L] d potient? B::s

Fabenr please compleie tis portion, § able 10 dosn. (Hhenise. doctor please romplele immedialely; inebiity or failure of a patient to complete this porian sivall not akec
hister fights to-workers' compensatio= -inder the Calilor~a Labnr Code.
17. DESCRIBE NOW THE ACGCIDENT OR EXPOUSLIRE HAPFENED. (Giv spacific object, r inery, or | 3 lse side il one space i required, )

*Slipped on e piece of cucumber and fall onto poncrete groundpavement.”

8. SUBJECTIVE COMPLAINTS {Describa fully. Uee revarse sida il mone %15 requ
The palient siates that this eltemoon she skipped and Isffhlptrom pround leval. No pop or crack was noted by the patient.

The paliont now statea that ahe has pain in her Jott hip, left knea, and left ankia. The ankde baing tha most painful area. She has painin
18, OBJECTIVE FINDINGS [Lae reverse side if mor~ spare = requared.)
A Physi el ¢ :aminalion
vital Signs: Stable E/P: 116/78 Pulce. B3 Fesp: 16 Temp. 88.0 Weight: 210 bhs. Extremity Examinalion: Patient was positive for
tendemness at the left, hip, left knee, loft ankle {medial lateral malleclus) ROME Active and passive of movement of all imis due (o pain.

B. X-ray and | aboratory results (Skie if non 1 pending.)

=

Ordeved
29, DIAGNOSIS (il occupational illness specify eticlagic anent and duralion of expoaurs. 1 Ghamical oF taxie compounds mvolved? n\'os ENG

1) Laft hip, knee, ankle pain. ICR8Code __ -
24, Are pour findings and diagoosis consistent with pati=nt’s acocount ol injury or onsat of {nece? Wves LClnve ¥ no™ pivase explain.

22, Is thara any athwr cvrant condlilon 1hal will mpedo or delay patieat’s recovery? Clves HEINo 1 "yos". please explain

27, TREATWENT RENDERED (Use reverse sidi ¥ mons space = reguared

1. Nyprosyn 500ng bid prn pain
2. lce Packs

494, 1| further troadment, raqulred. spocify treatmem Hasfosmaiad dusation.
Relum 1o clinic: in three days for follow-p.

25, 1l hospliaized as inpaWent, give hospilal naoe and focalion.
NVA Dane admitted: Mo. Day Ye Esli d stay:

6, WORK STATUS — I pafient nbia to perlorm vsnal wock?  LIves B
1l “ma”, ciate when patient cai rotum i Regular wark :

Maodibed work 08 £ '_J!!_'_r_ o7 Soecify restrichons
Docior's Signaty - v/,—-'— CA License Nimbor
DanLe, D.0.
Dorler Name and Degree (pl iype} RS Mumber
Tunas Dii Gabriel, CA RO
Addreas 420 Wost Las Tul ve, San nre : Number { B ) 2960500

Lses bz e made ary ey feoce o Tandlnent

Any parsos who maxes o° Za

far the narcosy 7o dair ing crdanying workars! enmpensstizn Benaf 2 o7 pay

FORM 5021 (Raw 4)
1992

02 318168 000000001 039 195 05124168
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SCIF RECD DTE 09/21/2007 BKSCAN 5 09/21/2007 09:04 AM 023037 9 8

WORK STATUS REPORT

Date of Injury: g .1-p 9 | Todays Date: @-277y .
Employer: A £ 71| 1VAY Atics S

Diagnosis:
AP \%)!‘m;\n

WORK STATUS )
(m] Retum to usual and customary work with no limitations.
(| Off work balance of current work shift and return to work on
[1 with NO limRations
O with tha limitations listed below.
a Return to {emporary alternate work with the following limitations:
no continuous walking or prolonged standing
no lifting, pusllnu or pulling over pounds.
no repetitive bending or slocping.
limiad use of the [0 RIGHT O LEFT O HAND O
no use of the 0 RIGHT O LEFT O HAND 0
no repetitive kneeling or squalting.
no work above shoulder level.
must be sitting the majority of work shift.
sitling work anly,
musi keapthe ([ RIGHT [0 LEFT [1 FOOT D LEG elevated major of work shift.
no driving commercial vehicle.
no oparation of machinery.
Other:

77
lgf Off work (TTD) unti )
Off work (TTD) becausa no orafy altemative work is available urstil
O Retumn to work an with NO LIMITATIONS. -
Listed imitations apply to all non-work related activities (home, sports, hobbies, etc.)

TS

ARM
ARM

O00gooooooaoona

INSTRUCTIONS TO EMPLOYEE:
|:| Keep wound bandape clean and dry.
Wear [ SPL O ARMSLING 0O SUPPORT  during working shift
E] Use O CANE O CRUTCHES during working hours.

Dlspg‘nsed medications: that can be taken during warking shift:

2
Diapensad medications that MUST NOT be taken during work shift:

1.

2 .
0O Empioyea advised to ses histher private physician because hisher medical condition is NOT WORK

RELATED (non-induskial).
O Employea refemed for specially evaluation. Type: _QMML@I_%@L&

Esiimated Length of Treatment days an)

Estimated Length of Disab days é é ; weeks,
1 Thereis no permanent bilty

O Employea’s medical condition is panmnerl and stationary.

B Employee is roleased from further medical care.

RETURN APPOINTMENT: Date __ , 4-407 Time: 10:30 @ PM

Date: B-2107

WORK 5Ta~US REPO=T

MLaim#F—05124 169
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PU.EFT p <
no driving commercial vehicle’.

WORK STATUS REPORT
Date of Injury: . (-5 | Today's Date: & 1441 N
Employer: “T5' /e | Eanily Youth Servies
Diagnasis: _»~— . . _ f L
(GG G bp e
6)@9’ te  poai-
WORK STATUS
‘ ] Return to usual and customary work with no limitations.
0O  Off work balance of current work shift and return to work on
0 with NO lenitations
O with he Emitations lsted below.
}E Return to te akternats work with the following limitations:
g- no continuous walking or prolonged atarding
no lifting, pushing, or pulling over pounds.
O no repetitive bending or stooping.
O limileduseofthe [0 RIGHT O LEFT O HAND O ARM
O nmr]::e%mkneel O Im O LEFT O HAND 0 ARM
0O no ive ing or .
no work above sho:ﬂlar level. "
must be sitting tha majorsity of work shift.
! ai:tingkwurk only.
must kesptha [J RIGHT FOOT [J] LEG alevated major of work shift.

~Rochago

O  Off work ] uril

[ Off work
O Raturn ta work on

] bemme no temporary altemative work is available unti

with NO LIMITATIONS.

, Listed limitations apply to all non-work relaled aclivities (home, sports, hobbies, elc.)

INSTRUCTIONS TO EMPLOYEE:

Keap wound bandege ¢lean and dry.
Wear SPLINT O ARMSLING
3 CRUTCHES

Use SE CANE O
Dispen ications that 8’!#9 takan during working shift:
1. R

O SUPPORT - during working shifl.
during working hours.

2

Dispensad medications that MUST NOT be taken during work shift-

1

2, _
O EmE Dadvid 1o see hisfer private physician bacause his/her medical condition is NOT WORK

(non-industrial).

| Employee referred for apecialty evaluation. Type: YI:

Estimated Length of Trealment

Estimated Length of Disability ____

O Thereis no permanent disability expected.

O Employaa's medical condition is permanent and stationery.

0J__Empioyee |a released from further medical care.

RETURN APPOINTMENT: Data R-271077

_Provider aignature: (%

[ -6) 51

(=D - 725 e b
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SCIF RECD DTE 09/17/2007 BKSCAN 3 09/17/2007 04:-50 PM 014880 21 1

From; FAXmaker To: 18186626348 Page: 2/4 Date: 8/13/2007 &:58:34 AM

0512444 3
Patient: FLOREEN ROOKS
DOB: 06/20/1945 Chart: WC0224215A
Age: 58y
Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

INSERT FORMS
COMPREHENSIVE ORTHOPAEDIC EVALUATION
HISTORY:

A 58-year-old female here today for comprehensive orthopaedic evaluation ar treatment
regarding an injury to her left knee that she sustained on August 9, 2007. History is
obtained today from direct interview of the patient as well as review of records that are
available. These are records from Dr. Jung. The patient was employed by D'Veal
Family and Youth Services and states that she slipped on a piece of a cucumber, falling.
The patient at the time felt that she fell on her entire left side, the ankle being the most
painful. Whean asked today, there is no history of direct blow. The patient again is
unsure, but she thinks she just landed on her left side. The patient, however, has
persisted with some discomfort in the left knee, some overall irritability and had onset of
swelling. She complains of the swelling with activities and the pain patiern which is
diffuse as tenderness more on the medial side than on the lateral side,

There is no previous history of injury to the left knez as owtlined in Dr. Junp's note.
There is previous injury to the left ankle.

PHYSICAL EXAMINATION:
INSERT PHYSICAL EXAMINATION FORM
X-RAYS:

We have outside x-rays available for review, AP and lateral, It is unclear if thisis
weightbearing view, which shows no specific joint space narrowing with very minimal
osteophyte formation in the medial compartment.

An AP of right and left knees and a sunrise of right and left knee is ordered, seen and
interpreted here today by me at the Kerlan-Jobe Clinic in Pasadena, show first of all in
the sunrise view there is some increased patellar tilt bilaterally with narrowing of the
lateral facet space consistent with early chondromalacia patellofemoral joint right and
left knees. Then on the AP standing views, there is some early osteophyte formation of
both left and right knees. The left knee sliows 1-mm joint space narrowing with also
scme intercondylar notch spur formation and also mild lateral compartment spur

Page 1 of 3
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SCIF RECD DTE D9/17/2007 BKSCAN 3 09/17/2007 04:50 PM 014880 21 2

From: FAXmaker To: 181856268348 Page. 3/4 Date: 91132007 &:58:34 AM

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart; WC0224215A

Age: 58y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELL A MD

formation consistent with early degenerative ostecarthritis of 1eft and right knee, left
worse than right.

IMPRESSION:

1. Synovitis of the left knee with underlying early degenerative osteoarthritis of left
knes including patellofsmoral early arthrosis with mild patellofemoral malalignment,
left and right knees,

2. Pes bursitis, left knee.

RECOMMENDATIONS AND DISCUSSION:

This paticnt at this time has evidence of underlying pre-existing early degenerative
osteoarthritis on the left knee and has then had a work-related injury that has resulted in
a flareup of her arthritic condition. The patient has outlined to me that she had not had
any symptoms prior to the work injury from a clinical standpoint. However, clearly
with the x-ray evidence there was pre-existing disease present.

At this time there is not a good history of a twist injury and with the patient's mild
hypersensitivity and diffuse tenderness I would not recommend any diagnostic testing
which most likely would be positive. However, I would recommend a comprehensive
physical therapy program on a twice-a~week basis for 6 weeks and to follow up in 6
weeks for repeat evaluation. In addition, the patient appears to be not seeing any
symptomatic improvement with the Naprosyn. We therefore will switch her to Voltaren
XR. Drug weming given relative to the medication. The patient did note that prior to
the work injury she was using 2-3 Advil in the morning for her ankle.

I would defer relative to her ankle to Dr. Jung. We have recommended that she shonld
however maintain some ankle exercise program and also some intemmittent elevation to
help decrease the chance of blood clot in the left lower extremity. On today's
examination, there is no evidence to suggest a clot or DVT.

WORK RESTRICTIONS:

At this time I would also recommend that the patient should have work restrictions
relative to the left knee. These work restrictions would consist of sedentary type of
work activities, no climbing, a lifting restriction of 10 pounds, no squatting or kneeling
activifies, and standing and walking limited to no more than 15 minutes per hour, If
these reatrietions are not available, the patient will remain temporarily totally disabled
pending followup evaluation in 6 weeks.

Page 2 0f 3
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SCIF RECD DTE D9/17/2007 BKSCAN 3 09/17/2007 04:50 PM 014880 21 3
From: FAXmaker To: 18136626348 Page: 4/4 Date: €13/2007 8:58:34 AM

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC02242154A

Age: 58y

Date of Servies: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

DISCLOSURE:

I declare under penalty of perjury that I have not viclated Labor Code Section 1393 and
that the contents of this report and bill are true and correct to the best of my knowledge.

Ralph A. Gambardella, M.D.

RAG/ Orig Job #: 0001 AT-00000KU4
D: 9/10/2007 1:52:53PM

T: 9/10/2007 2:49:.04PM

ROOKS, FLOREEN .

Page 3 of 3
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SCIF RECD DTE 09/15/2007 BKSCAN 8 0971772007 07:18 AM 023022 7 1

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC02242135A

Age: 358y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

COMPREHENSIVE ORTHOPAEDIC EVALUATION
HISTORY:

A 58-year-old female here today for comprehensive orthopaedic evaluation or treatment
regarding an injury to her left knee that she sustained on August 9, 2007. Historyis
obtained today from direct interview of the patient as well as review of records that are
available. These are records from Dr. Jung. The patient was cmployed by D'Veal Family
and Youth Services and states that she slipped on a piece of a cucumber, falling. The

patient at the time felt that she fell on her entire left side, the ankle being the most painful.

When asked today, there is no history of direct blow. The patient again is unsure, but she
thinks she just landed on her left side. The patient, however, has persisted with some
discomfort in the left knee, some overal! irritability and had onset of swelling, She
complains of the swelling with activities and the pain pattern which is diffuse as
tenderness more on the medial side than on the lateral side.

There is no previous history of injury to the left knee as outlined in Dr. Jung's note.
There is previous injury to the left ankle.

PHYSICAL EXAMINATION:
KNEE PHYSICAL EXAMINATION:

GENERAL APPEARANCE OF THE PATIENT:
Normal appearance, well nourished.

MOOD AND AFFECT:
Normal mood and affect, cooperative, no apparent distress, in good spirits.
RANGE OF MOTION
Right Left Normal
Flexion 130 125 135 degrees
kixtension 180 180 180 degrees
INSPECTION/PALPATION:
Right Left
Distal quadriceps tenderness no YES
Distal quadriceps defect no no
Medial patellar facet tenderness no YES
Lateral patellar facet tenderness no YES
Page | of 5
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Patient: FLOREEN ROCKS
DOB: 06/20/194%
Age: 58y

Chart: WCD224215A

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

SCIF RECD DTE 09/15/2007 BKSCAN 8 09/17/2007 07:18 AM 023032 7 2

Patellar tendon tenderness
Patellar tendon defect

Medial epicondylar tenderness
Medial joint line tenderness
Medial tibia tenderness
Lateral epicondylar tenderness
Lateral joint line tenderness
Lateral fibula head tenderness
Effusion

Alignment abnormal
Ecchymosis

Scars

Spasm

Medial crepitus

Lateral crepitus

Patellar crepitus

Atrophy

STABILITY:

Patellar apprehension
Patellar Subluxation
Patellar tilt

Lateral McMurray's sign
Medial McMurray's sign
MCL (Valgus)

LCL (Varus)
PCL{Posterior drawer)
Posterolateral rotation
ACL (Anterior drawer)
Lachman's test present
Pivot shift

General ligamentous laxity

MUSCLE STRENGTH AND TONE:

Thigh Atrophy

Calf Atrophy

Quadriceps muscle strength
Hamstring muscle strength

no
no
no
no
no
no
no
no
YES
no
no
no
no
no
no
YES
no

Right

no
no
no
no
no
no
no
no
ng
no
no
no
no

Right

SCI000170

YES
no
YES
YES
YES
no
YES
no
YES
no
no
no
no
no
no
YES
no

Left

no
no
no
no
no
no
no
ne
no
no
ng
no
no

Left
no
Do
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SCIF RECD DTE 09/15/2007 BKSCAN 8 09/17/2007 07:18 AM 023022 7 3

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/10/2007 Doctor;: RALPH GAMBARDELLA MD

SENSATION/NEUROLOGIC FUNCTION;

Right Left

Distal sensation normal NO hypersensitive
pes
REFLEXES
Patellar reflex 2+ 2+
Achilles reflex 2+ 2+

YASCULAR: Right Left
Femoral pulse 1 1
Posterior tibialis pulse 1 1
Daorsalis pedis pulse 1 1
Cyanosis no no
Calf tenderness no no
Edema no YES trace pretibial
Homans' sign no ho
X-RAYS:

We have outside x-rays available for review, AP and lateral. 1t is unclear if thisis a
weightbearing view, which shows no speeific joint space narrowing with very minimal
osteophyte formation in the medial compartment.

An AP of right and left knees and a sunrise of right and left knee is ordered, seen and
interpreted here today by me at the Kerlan-Jobe Clinic in Pasadena, show first of all in the
sunrise view there is some increased patellar 1ilt bilaterally with narrowing of the lateral
facet space consistent with early chondromalacia patellofemoral joint right and left knees.
‘Then on the AP standing views, there is some early osteophyte formation of both left and
right knees. The left knee shows 1-mm joint space narrowing with also some
intercondylar notch spur formation and also mild lateral compartment spur formation
consistent with early degenerative ostecarthritis of left and right knee, left worse than
right.

IMPRESSION:
1. Synovitis of the left knee with underlying early degenerative osteoarthritis of left knee
including patellofemoral early arthrosis with mild patellofemoral malalignment, left and

right knees.
2. Pes bursitis, left knee.

Page 3 of §
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SCIF RECD DTE 09/15/2007 BKSCAN 8 09/17/2007 07:18 AM 023022 7 4

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Age: S8y

Date of Service: 09/10/2007 Doctor: RALPH GAMBARDELLA MD

RECOMMENDATIONS AND DISCUSSION:

This patient at this time has evidence of underlying pre-existing early degenerative
osteoarthritis on the left knee and has then had a work-related injury that has resulted in a
flareup of her arthritic condition. The patient has outlined to me that she had not had any
symptoms prior to the work injury from a elinical standpoint. However, clearly with the
x-ray evidence there was pre-existing disease present.

At this time there is not a good history of a twist injury and with the patient's mild
hypersensitivity and diffuse tenderness I would not recommend any diagnostic testing
which most likely would be positive. However, 1 would recommend a comprehensive
physical therapy program on a twiee-a-week basis for 6 weeks and to follow up in 6
weeks for repeat evaluation. In addition, the patient appears to be not se¢ing any
symptomatic improvement with the Naprosyn. We therefore will switch her to Voltaren
XR. Drug warning given relative to the medication. The patient did note that prior to the
work injury she was using 2-3 Advil in the morning for her ankle.

1 would defer relative to her ankle to Dr, Jung. We have recommended that she should
however maintain some ankle exercise program and also some intermittent elevation to
help decrease the ehanee of blood clot in the left lower extremity. On today's
examination, there is no evidence to suggest a ¢lot or DVT,

WORK RESTRICTIONS:

At this time I would also recommend that the patient should have work restrictions
relative to the left knee. These work restrictions would consist of sedentary type of work
activities, no climbing, a lifting restriction of 10 pounds, no squatting or kneeling
activities, and standing and walking limited to no more than [5 minutes per hour. If these
restrictions are not available, the patient will remain temporarily totally disabled pending
follow up evaluation in 6 weeks.

Page 4 of §

SCI000172

02 318168 000000001 049 195 05124168



8083

Patient: FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224213A

Age. 58y

Date of Service: 08/10/2007 Doctor: RALPH GAMBARDELLA MD

DISCLOSURE:

1 declare under penalty of perjury that I have not violated Labor Code Section 139.3 and
that the contents of this report and bill are true and correct to the best of my knowledge.

Raiph A. Gambardella, M.D.

RAG/ Orig Job #: 0001AT-00000K U4
D: %/10/2007 1:52:53PM

T: 9/10/2007 2:49:04PM

ROOKS, FLCREEN

Jgte
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Kerlan - Jobe
Crthepaedic Clinic

At

Centinela Freeman
Regional Medical Center

Whete the : riehs of medie
cohzn s the an of hife.

Robert K. Kerfan, MD
1922-1996

3pors Mediclne Aargery
Frank W. Jobe, MD
Clarence L. Shields, Jr., MD
Stephen J. Lambarda, MO
Lewis A. Yacum, MD
James E, Tibane, MD

Relph A. Gambarde e, MO
Rorald £. Glousman, MO
Rorald §. Kvitns, MD

Neal $. ElAtiraghe, MD
Danlel Kharreat, MD

On Limplsyestl, M3

Spine Sargesy
W lhiam H_ Dillln, MD
JaeH Chon, MD

Trasrwa Surgary
Rodert W, Ghandier, MO

Arthritis / Joint
Raplacement
Andrew |. Spitzer, MD

Foot / Ankle Sumgery
Phillip K. Kwong, MD
Kenneth 8. Jung, MD

Hand Surgery
Narrean P Zemel, WD
Staven §. Shin, MD

Neurology/Pale Managemanl
Vemon 8. Willams, MD

Physical 8 3ports Medicing
Luga Podesta, MD

Lus Angeles

Maln Dilee

5801 Park Tarrace

Lag Aingeles, CA 90045
Tal: (310) G65-7200

Orange County

2400 East Katalla Ave.
SLita 400

Aranelm, CA 32806
Tel: (714) 937-1336
Fax {714) 9371814

Beverly Hills

120 5. Spalding Drive
Suita 400

Beveriy Hills, CA 90212
Tel: {310) BG0-3426
Fax: (310) 273-4721

Pagadana

307 North Laka Ave.
Suits 201

Pagzdena, A 1104
Tel: (626) 566-9030
Fax: (626) 563-8507

Adminisiration Office
€301 Park Tarrace
Sufte 500

Log Anpeles, CA 90045
Tal {318) 665-7200

KJ-1972 {106)

8083

September 10, 2007

State Comp
P.O Box 92622
Los Angeles, CA 90009

RE: ROQOKS, FLOREEN

EMP:  D'veal Family & Youth Services
D/l 08-09-07

CL# 05124168

Dear Sir/Madam:

Please see the attached report on Floreen Rooks for the outpatient Worker's
Compensation appeintment on September 10, 2007,

DECLARATION.

"I declare under penalty of perjury that I have not violated Labor Code Seetion 139.3
and that the information contained in this report and its attachments, if any, is true
and correet to the best of my knowledge and belief, except as ta the information that 1
have indicated I received from others. As to that information, I declare under penalty
of perjury that the information provided 10 me and, execept as noted herein, that [
believe it to be rue.'

Sincerely,

Ralph A/Gambardella, M.D.

RAG/gtc
WC0224215A

Physi ians to the Dodgess, Angels, Lakers, Kings, Ducks, Avenger s, Sparks, Galaxy, PGA Towr, Semior PGA Tovy, Loyola nd USC Sports.
Warld renowned care since 1955 « Consuliation e Surgery «+ Research » Egucalion » Dlagnostics
www.kerlanjabe.som
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o pdcazz,u&fu&":‘\k

TREATMENT AND DISABILITY INFORMATION
Kerlan - Jobe pare_ @ —<f D WORK STATUS: " CCOUNT#

Orthopaedic Clinig,
Centirela Freeman TIME IN; 5 O O

05124168

195

Ubz

CONTINUE WORKING f UNRESTRICTED
Meath Systern zs
y patrent, ) Flovs o ,_H —_ PERMANENT AND §TATIONARY

BFPECTIVE

Robert K. Keran, M2 DATE INJURED: ..-/C? E -)

1320 1996 . e o 2. RELEASED TO REGULAR WORK

ot Wit DIAGNOSIS: iU W [// "

Ciarenca L S¥ds, Jr,, MD N TEMPORARILY Tmr. DISARLED

e o UNTIL

Jaes E Tibane, MO

Ralph A Gamasrdaile, ND
Fanatd &, Blousman, KD

"CONSULT ONLY" (sm: disabllicy

Froneic' 3, Kvitng, MBI tecomunendations
Hul S B, b Modteation
n |
; . . QUALLFIED INJURED WORKER

Orr Linpisyasd. Mo — Be-cvalustion Infectian

Syine 3

lei“E;' ﬁ& o L RESEISZED [:IU'I"£.Ir '?(SEE BELOW)

et dh. —____ AUTHORIZATION REQUESTED -1 4=

Robmt W. Cizntber, MD RECOMMENDATIONS ONLY WORK RESTHICTIONS:

Arfriti Juim * I¥ RESTRICTED DUTY IS NOT AVAILABLE,
Replaceiion TRA it
Aodtan |, Spitr. W —v mavsem CARE TO KJOC Pa IS TEMPORARILY TOTALLY DISABLED

[rcquesied by patient)

;mwm% _ 4 SEDENTARY WORK ONLY
Kennalt 5. Jung. MD — MRL ____GAD ____ BONESCAN . NO USE OF INJURED EXTREMITY

EMG I NGV NEURO CONSULT NQ OVERHEAD WITH INIURED EXTREMITY
Nommas P Zare, Mo —— MYELOGRAM ____ C.T.sCAN —__ NO CLIMBING / BENDING
Bhavgn §, Shin, WD — ARTHROGRAM ____ DISCOGRAM . LIFTING LIMITED TO

NemolonwPaln Mampesnent

Vernan 3. Willkame, MO

Phyciaal & Bpordy Madicin

. OTHER (specify below) FCE_

— . POUNDS

e NC SQUATTING ) RNEELING

——mn. STANDING / WALKING MEN / HR
ADDITIONAL RESTRICTIONS AS FOLLOWS:

L¥ga Pageats, MD
PT4 0TS X WK/ WEKS

Main OMice

6311 Pyrk Tarmce RETURN TO CLINIC: KQ K,

Lox Angalos, A S094% RGE ,

Ted: {aTH) 8837200

440D Eagt Kateda Ave.
Soite A

Anakelm, CA 9284
Tal: {(T14) 8371333
Fax [714) 37114

Boverly thills

1208, Bpaiding Cxive
Suite 400

Bevery His, CA DG 2
Tek (310} B50-2426

!

about:

kA ETTTRT R AR ER AT RNAR RN EREL AL L E e t*'lr!r************t**t“l****!‘*i

NFORMATION

Texpect 10 releass the patient to return to pre- injury occupation on or

Fax (£10} 2734721 Fatient is a Qualified Injured Worker
Physically able to participate in Viscational Relabilitation
301 Newtt Lake Ave. ——— Not physically able to participate in Vocational Rehabilitation

Sulte 201

Pasarens, C4 @101
Tel: (B26) 368-0030
Fae: (M258) S00-B50T

Adminisirsiion Ofce
B30 Patk Termme
Staite 300

Las Anpeies, CA 90045
T#; (310) GES-T20

Kd=1006 [06)

8083

If not. X cxpect tg be able to give

At this time, T am unablé to g:v
ability to return to work. 1 ﬁ
about:

this information:

ion concerning the patiend's
blc to provide an upinion on or

Sigmature of Doctor:

Acknowledgment of receipt by Patient: M%/@ IK~—-
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SCIF RECD DTE 09/13/2007 BKSCAN 12 09/13/2007 06:05 PM 021333 183

Patient; FLOREEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Ager 58y

Date of Sarvice: 09/04/2007 Doctor: KENNETH JUNG MD

INITIAL ORTHOPAEDIC CONSULTATION
DATE OF INJURY:

Aungust 9, 2007,

CONDITION;

Left ankle.

HISTORY OF PRESENT ILLNESS:

A 58-year-old female marriage and family therupist presents for evaluation of left ankic
injury sustained on August 9, 2007. The paiient reports slipping on 2 piece of cucumber
and falling. She injured hor knec and ankle, $he was initially seen and given a canc and
a prescription for Naprosyn. She has been using an elastic ankle brace and taking
antiinflammatoties as needed, She roports sharp, achy, cramping, incapacitating pain. It
bothers her all day. It hurts her most of the day, There is swelling, tenderness, and giving
way, It hurts her when she does exercises such 2s driving and walking,

Hex history is significant for a left ankle fracture sustained about 14 years ago, She
underwent an open reduetion and intemal fixation. This injury did not occur at wark, Tt
occuyrred after she fell down some stairs.

Past surgical, medical, family, social histories and review of systems, pleaze refar to the
patient questionnzire.

PHYSICAL EXAMINATION:
A pleasant female. In 10 acute distress, Alert and crisnred x3.

Examination of the lofi ankle and foot reveals well-healed incisien. No erythems or signs
of infection.

She has limited ankle dorsiflexion and plantar flexion. She is hesitant due to pain. She
also is hesitant to inversion and eversion on examination.

Anterior deawer is negative.

Page 1 0f 3
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SCIF RECD DTE 09/13/2007 BKSCAN 12 09/13/2007 06:05 PM 021333 18 4

Patient: FLORBEN ROOKS

DOB: 06/20/1949 Chart: WC0224215A

Ager 38y

Date of Service; 09/04/2007 Doctor: KENNETH JUNG MD

Motor is intact. Capillary refill is brisk. Sensation is groszly intact 1o light touch.

She slso reparts pain to palpation over the midfoot and forefoot. No subluxation or
crepitus is noted. There is no tenting of the skin. No erythema.

RADIOGRAPHS:

The patient has brought in outside films obtained on August 10, 2007, Radiogmphs show
hardware in the ankle, There appears to be extensive degenerative changes including
anterior osteophytes of the tibia and talus,

At KJOC Pasadena I otdered rnd interpreted AP, lateral, and oblique views of the left
oot as well as a mortise ankle view. Radiographs show extensive degencrative changes

in the ankle joint. Intact hardware. There is extensive anterior spurting. No frachures are
seen in the foot or midfoot.

MPRESSION:

1. Left ankle posttrawnatic arthritis, status post open reduction and internnl fixation
attkle fracture.

2. Industrial injury secondary to fall,
3. Ankle pain after industrial fai].

PLAN;

This patient does not appear to have any acute injuries after her most recent fall. She
most likely exacerbated a pre-existing condition, postraumatic arthritis. She is currently
wearing an elastic ankle sleeve. Iwould recommend the use of a lace-up ankle brace that
provides further support. She has been provided with one inday. She can be
weightbeating us tolerated,

She reports she is scheduled 10 see Dr. Ralph Gambardells with regards to her left knes
on September 10, 2607

WORK STATUS:

1 would keep this patient temporarily totally disabled unti] her office visit with Ds. Ralph
Gambardella on Septernber 10, 2007, After that point the patient is cleared for sedentary
work,

Page 2 of 3
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SCIF RECD DTE 09/13/2007 BKSCAN 12 09/13/2007 06:05 PM Q21333 18 5

L3

Patient: FLOREEN ROQKS

DORB: 06/20/154% Chart: WC0224215A

Age: 38y

Dats of Servics: 09/04/2307 Doctor: KENNETH JUNG MD

I'would like to see this patient in about 4 weeks' time. If she is doing better, I would plan
to clear her for a fill duty with regards to her left ankle.

DISCLOSURE:

1 declare under penaity of perjury that 1 have not viclated Labor Code Section 139.3 and
that the contents of this repart and bill are true and correct to the best of my knowledge.

Kenneth Jung, M.D.

{ Orig Job #: DOOZHY-000003 YN
D: 9/04/2007 1:01:00PM

T: 9/04/2007 5.44:01PM
ROOKS, SLOREEN .

Page 3 of 3
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grEHREILArL ’IEL\ﬂlg

6801 Park Terrace #3500
Los Angeles, CA 90045
Email:ghirley amith @lerlsnjobe.com

REQUEST FOR AUTHORIZATION
*PLEASE FAX AUTHORIZATIONS TO THE BELOW FAX NUMBER AND MAIL
HARD COPY TO THE ABOVE ADDRESS*

|
UZ 3181lb8 ULULLLLLLUL Ubb 1Y5 UHL24168

DATE: 05-10-07

FROM: SHIRLEY SMITH , WORKER COMPENSATION SPECIALIST

WORK, COMP DEPARTMENT
PHONE#: 310-665-7200 ext T638 PAGESEY inciudg cover

FAX#: 310-337-9303 or 310-549-0177

TO: SRERRIBCHOW Yoo, N7

Fl:;:;n WORKER: FLOREEN ROOKS 9, 5\ }LH Ly + é?

DATE OF INJURY: 08-09-07
CLAIM# 05124168

REQUESTING M.D: KENNETH H JUNG SHERJE cHOU
SPECIALTY: QRTHOPAEDIC SURGEON
SEPIZ 07 _pp,

» Requesting authorization for the following: s GLENDAL E Lﬂc.ﬂ/‘“‘él
» TRANSFER QF CARE TQO DR KENNETH JUNG :

wwww +Above authorized: Yes  No: ahiabb bbb bl

Authorized By: Date:

Per Labor Code 4610 () (1) “Prospecrive or concurrent decisions shall be made in a tnely fashion tat it
appropricte for the nature of the employer's condition, not o exceed five {5 working days from the recelpe of the
Infarmotion ragsonably Aeceisery (o pake e determination, butdn wo exent mgre than 14 days from ke daie of th
madical trag il et datipn by ok DA ., A .

**1F THIZ REQUEST WILL BE FORWARDED FOR PEER REVIEW, PLEASE FORWARD
THIS COVER LETTER AND ALL DOCUMENTATION ATTACHED IN ORDER TO EXPEDITE
REVIEW. PEER REVIEW PHYSICTIAN MUST BE THE $AME SPRCIALTY AS REQUESTING
PHYSICLAN

COMETDENT [A LITY MOTE: The informatlon ined in tHi focaitnl age by b kegally pri rllagid end cotficential Infrmatia. inkended vaty
far the use 6F the individual av entity named nigve. 1 the reader of'this message [s nee tm -ntended meripfent you e hematy netified ot anz ues,
disaemination, distributio- <~ aopying of this Iafensatlen is strictly pranibitsd and iay renlt ie violatloes af federal ar state bsw. 1F eiu e reef e
Thik leiveepy in eror, ples 1 immedintely 2wtIfy urby calling the telephor= tumber abowe s ebllet 1nd desizoy the ~riginel sressags, Thenk o

8083
SCI000179
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FFT TP HMEN /70 SIATE @mp %ﬂﬁ:smwsmﬁ%

Dateofnjury: g {97 | Today's Date: &-2-777
Employer: TA f7a) i CPALicES
' Diagnosis: ,
| (LY - Sen
_ X
(i S fal
WORK STATUS b

(] Reatumn o usual and customary wark with no limitations.

0 Off work balance of current work shilft and retum to work on
0 with NO limitations
L1  with the imitations listed balow.

0 Retum to temporary altemate work with the following limitations:

no continuoua walking or prolonged standing

na liting, puahing, or pulfing over pounds.

Iy repe bending or stooping.

limited use ofthe [ RIGHT 3 LEFT 0 HAND 1 ARM

ro use of the 0 RIGHTY 0 LEFT 0 HAND 0O ARM

nw repetitive kneeling or squatling,

T e e ot ek i,

must be sitting

sitting work only,

mustkespthe [ RIGHT ) LEFT [ FOOT [ LEG elevated major of work shift.

no dﬁvmwgfmch? vehicia.

no operation of machinery.

Dther: .

D; urti

K o&mg_'}:n i .
Off work because alternative work is available untii
0 Return to work on with NO LIMITATIONS. -

Listed iimitations apply to all non-work refated activities (home, sports, hobbies, etc.)

INSTRUCTIONS TG EMPLOYEE:

) Kesap wourki bandage clsan and dry.

01 Wear [ SPLINT 1 ARM SLING 0 SUPPORT  during working shift.

0 Use 1 CANE 0 CRUTCHES during warking hours.
Dispa'nsad medications that can be {aken during working shift:

minininininininisinin]nln

2,
Diapensed medications that MUST NOT be taken during work shift

1

2.
Q Ergma advised to see his/her private physician bacausa his/her madical condition is NOT WORK

D {non-ndustrial),
[1 _Employee referred for apeciaity evaiuation. Typer _%QMLM%@L@‘
Estimated Length of Treatment days 2% woeks.

Estimated Length of Disabll
O Therais no permanant disability days

; weeks.
K X 3 expected. ] , @ Aake M
O E adica! condition Is nt and stat 3 . .
mployea's m jon s permsnent a 'ona'i,. Iy W/ﬂ %uﬂﬁ

1 _Emplovee ia released from further medical care.

RETURN APPOINTMENT: Date - _C_I:‘;}:ﬁ( Time: 10:30 (AM) PM

Provider aignature: Date: £-2:7 071
DREAM GROUP Patient Name: Pyt |
San Gabriel, CA 91776 % “T=n . !

WOAORK STATUS REPORT

8083
SCl1000180
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Kerlan - Jobe

Orthepaedic Ghinic,
Centineiz Freeman

Hea'lth Systam

Robert K. Kerdan, WD
1022 1098

Sporkh Madllcina $nrgery
Frank W, Joks, MD
Claremee L Shislds, dr., MD
Sinphen J, Lombards, MO
1awis A, Yoroum, MG
James E. Tihona, W0

Reiih A Sarnbertielia, MO
Ronald £, Bicusman, MO
Ronad 2. Kulime, MO

Neok 5, ElAttracha, MD
Danis Khartas, MG

O Limplsvast, MD

S50 Surpery
Witlam H, D, WD
Jas _Chon, MD

Trawmn Furgiry
Robert W, Chandisr, WD

Retnihaf Jolm
Aapiacurner]
Andrew L SpRoer, MD

Foaat/AtK s Surgery
Philllp ¥_Kwany, M0
Kannath 5, Jurg, MD

Hind Surgery
Narman P, Zamel, MO
Staven 8, Shin, MD

Heuratagy/Paln Mukapamsal
“ernon B, Wikiams, MO

Propical & Sports Madicine
Luga Podezia, MD

Wain Mk
S8l turh ToTRce

|un Ao, A BODS
Tal: [319) BOS-7200

7400 East Kata'lla Ave,
Suip 400

Ananeim, GA 07800
Tal (TH] BT 1338
Far (11N 171014

120 B Seaiding Orlve
Sullte %0

Bevarly Hills, CA %0212
Tl CA1R] G0-3428
Fax: (310) 2734721

2071 Mowth Lakn Aus.
Site 201

Parsdina, CA 91100
Tal: {526} 564-9030
Fa: (B2} GON-ENT

Adpvinistraticn ffica
&M Park Tarrace
Sube 500

Los Angeles, CA SU45
Tali (Y1) #45-TIN

1l 1008 {S/06)

8083

Lo otz l SR

TREATM)
pate___H— S O

TMEN: 7 O oyT:
[<ad 2«3 gﬁb‘fe ey

DATE INFURED: £ -/ F )

e

__ Pe-evaluallon . Injection

..--.--q--qn------n--n---i--

PATIENT:

AUTHORIZATION REQUESTED

— RECOMMENDATIONS ONLY

J TRANSFER CARE TC KIOGC
(requested by patient)

MR GAD BONE SCAN
EMG f HCY NEUROG CONSULT
MYELOGRAM C.7. SCAN
ARTHROGRAM DISCOGRAM
OTHER {specify below) FCE____.

—

ACCOUNT #

WORK STATUS:
____ CONTINUE WORKING/ UNRESTRICTED

PERMANENT AND STATIINARY
EFFECTIVE

_ . RELEASED TG REGULAR WORK
EFFECTIVE

UNTIL

'/TEMPORARH.Y TO N DISABLED
— &l

" COMNSULT ONLY™ (e dlsability
recommendations)

QUALIFIED INIURED WORKER
_ ¥4 RESTRICTED DUTY ONLY)(SEE BELOW)
EFFECTIVE . [N xﬂ' .

q---a--a------.q-..--.--..l---

%

+ IF RESTRICTED DUTY 15 NOT AVAILABLE,
PAT 15 TEMPORARILY TOTALLY DISARLED

__ 4/ SEDENTARY WORK ONLY
N USEQF INJURED EXTREMITY
NQ OVERHEAD WITH INTURED EXTREMITY

NO CLIMBING / BENDING
__ LIFTINGLIMITEDTO — POUNDS
__ NOSQUATTING!/ KNEELING
STANDING / WALKING ___ MIN/HR

BN ALE

BT/ o/ AWK/ ____ WKS

.--.---n---.---o-------ln---

SIRGERY, CONSISTING OF;

ADDITIONAL RESTRICTIONS AS FOLLOWS:

RETURN TO CLINIC: (2 Lo

about:

*****‘k****t*************‘l***t* e e Rt L R AEERNERERRERAR K AKX

1 axpect to release the patient 1o retorn 10 pre-injury eccupatian on or

Al this time. § am unable to give
akility to return to work, I cx
about:

Patient i5 a Qualified Injured Worker
Physically able to participate in Vocational Rehabilitation

Mot physically ablc to participate in ‘Yocational Rehabilitation
If not, I expect to be able to give this information:

ipion concerting the patient's

Ie to provide an opinion on or

Signature of Doctor:

I

P

SCI000181

i
Acknowledgment of recelpt by Patient: | L'JLU—+7 A—‘

05124168



SCIF RECD DTE 12/06/2007 BKSCAN 12 12/06/2007 08:18 AM D23410 25 1

~

Kerlan - Jobe
Crthopaedic Clinic
At
Centinela Freeman

Regional Medical Center

Wheru che rciencs of medic
enhances e art of Jifc.

Rabert K. Karlan, ND
19221998

Sporta Medicive Surgery
Frank W. Jobe, MD
GClarencg L. Shields, Jr., MD
Staphan J, Lomibardo, MD
Lawls A Yocum, MO
James E. Tibgne, MD

Ralph A, Bambardalla, WD
Rorald E. Glousrnan, MO
Raonzld 5. Kvime, MD

Neal 3. ElAttrache, MD
Dariel Khairaz, MD

Drs Limpigvast, MD

Spine Surnary
Willam H. Dillin, MD
Jan H. Chon, MD

Trawrma Surgery
Rohert W. Chandler, MD

Arthritis / Jaint
Replacemanl
Androw |, Spitzer, MD

Fupt / Rukiy Surgery
Phllp K. Kwang, MD
Kanneth 5. Jung, MD

Hand Burgory
Narman P. Zemed, MD
Steven 5. Shin, MD

Neurtlapy/#21n Managemani
Vemon B Wiliams, MD

Physical & Sporis Medicine
Luga Podesia, MO

Los Angetes

Main Offica

6841 Park Tarrath

Los Angales, CA SAD45
Tel: (310) 665-7200

Diange County

2400 East Katella Ave.
Sults 400

Anabelm, CA 12806
Tok: (714) $37-1338
Fax: (M) $37-1814

Beverly Hills

120 $. Spaling Drive
Sulte 400

Beverly Hills, CA 80212
Tal: {310) B60-3426
Fax: (310) 273-4721

Pasaduna

307 North Lake Ave.
Suke 201

Pagadena, CA 81101
Tel: (626) H64-3030
Fuux: (626) 568-8507

Administralion Offles
6301 Perk Terrace

Suite 500

Los Angeles, CA 90045
Tel. (310) 655-7200

K- 1072 {1108}
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November 26, 2007

State Comp
PO Box 92622
Los Angeles, CA 20009

RE: ROOKS, FLOREEN

EMP:  D'veal Family & Y outh Services
DAL 08-09-07

CL#: 05124168

PERMANENT AND STATIONARY REPORT
Dear Sir/Madam:
CASE SUMMARY:

The patient was initially seen by me on September 10, 2007, relative to a work injury.
At the time, the patient was 58 years of age and had sustained an injury to her left
knee on August 9, 2007. This had occurred when she had slipped on a piece of
cucumber and falling. The patient had injured her left knee as well as her ankle for
which she had been under the care of Dr. Jung. Dr. Jung had referred the patient here
for an evaluation regarding her left knee. At the time of her evaluation, she was
found to have a synovitis of the left knee with a mild pes bursitis with underlying
early degenerative osteoarthritis and patellofemoral arthrosts with mild patellofemoral
malalignment. We recommended a comprehensive physical therapy program.

The patient is here today. She has returned and states that she did undergo her
physical therapy program and with physical therapy did see improvement of her knee
condition. The patient states that she is no longer having any type of significant
discomfort with the knee. She still gets some aches and minimal irritability, There
has not been any recurrent swelling but has been still occasional swelling. The
patient feels that her knee condition is improved to the point that she is capable of
returning back to her regular employment.

Physicians to the Dodgers, Angels, Lakers, Kings, Ducky, Avengers, Sparks, Galaxy., PGA Towy, Senior PGA Tow;, Loyola and USC Sports,

World renowned care sinee 1955 + Consuitation = Surgery » Research » Education - Diegnostics
www. kerlanjobs.com

SCl1000182
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ROOKS, FLOREEN Page2
WC0224215A

The patient, however, in the interim has also had a new work injury which occurred
to her right lower extremity resulting in a fracture in her right foot and today is
ambulatory with the assistance of a cane and in a Moon boot. The patient is aware of
the fact that she is being seen separately for her right lower extremity injury. We
have asked the patient again and she has agreed and is comfortable with the fact that
in the absence of her present right foot condition, that she would be ghle to return
back to regular work relative to her left knee and her left knee has overall been
significantly improved with only the occasional remaining symptomatology as
outlined above.

PHYSICAL EXAMINATION:

Physical examination today of the left knee, there is mild crepitance with ranging
patellofemoral joint. There is no effusion. There is no longer any joint line
tenderness, retinacular tenderness, no tenderness over the pes bursal area. Range of
motion ig 0-130 degrees.

FINAL IMPRESSION:

Underlying degenerative ostecarthritis including patellofemoral arthrosis and mild
patellofemoral mal-alignment, left knee status post posttraumatic synovitis and pes
bursitis, left knee,

RECOMMENDATIONS:

This patient is in a permanent and stationary position for rating.

SUBJECTIVE FACTORS:

The permanent subjective factors to be considered are the occasional minimal pain

with activities of daily living increasing to occasional to intermittent, minimal-to-
slight pain with heavier squatting, kneeling, or lifting activities.

SCI000183
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ROOKS, FLOREEN Page 3
WC0224215A

OBJECTIVE FACTORS:

The objective factors to be considered are the radiographic evidence of the
patellofemoral joint space narrowing and degenerative osteoarthritis joint space
narrowing noted radiographically. There are no other objective factors to be
considered.

PERMANENT WORK RESTRICTIONS:

None indicated. This patient can be released to her regular work activities effective
November 26, 2007.

LOSS OF PRE-INJURY CAPACITY:
None.
FUTURE MEDICAL CARE REQUIREMENTS:

In the future, this patient may have a flare-up of her condition that may require the
use of oral anti-inflammatory medications, physical therapy, and/or cortisone
injection and/or arthroscopic surgical intervention.

CAUSATION:

Based upon the history, this patient's condition is directly attributed to the work
injury.

APPORTIONMENT:

There is no apportionment indicated as there is no residual disability. There was
definite evidence of a preexisting osteoarthritis as was outhned from my original
report . However, at this time, there is no residual disability and therefore there does
not appenr to be a need for apportionment.

SCl000184
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8083

ROOKS, FLOREEN Page 4
WO0224215A

IMPAIRMENT RATING:

Using the AMA Guidelines to the Evaluation of Permanent Impairment, chapter 17,
this patient using the radicgraphic table 17-31 had 1-mm joint space narrowing of the
knee which is a 7% lower extremity impairment rating to that which would be added
a 10% lower extremity impairment rating for the patellofemoral joint. This would
combine to a 17% lower extremity impairment rating which then using table 17-3
translates into a 7% whole person impairment rating.

DECLARATION:

"[ declare under penalty of perjury that I have not violated Labor Code Section 139.3
and that the information contained in this report and its attachments, if any, is true
and correct o the best of my knowledge and belief, except as to the information that
have indicated | received from others. As to that information, 1 declare under penalty
of perjury that the information provided to me and, except as noted herein, that [
beligve it to be true.'

Sincerely,

Ralplf A, Gambardella, M.D,

RAG/gtc
WC0224215A

SCI000185
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Sneclalists
3144 Santa Anita Avenue, Module A
El Monte, CA 91733

Phone: (626) 582-7989 Fax: (626) 582-7953

DATE 12720/2007

PATIENT ROOKS.FLOREEN DATE OF INJURY : 11102007

EMPLOYER C'veal Family & Youth Sarvicas SOC. SEC.# 130-38-8510

CASE # goz2e3 CLAIM # 05170380/ Volanda Mielsen
12/20/2001

State Comp 92622
P.0O. Pox 92622
Los Angeles, CA 90009-2622

ATTN: Worker's Compensation Claims

RE: ROOKS, FLOREEN

Aga & Sex: SB & F

Qccupations MARRIAGE FAMILY THERAPIST
Employer: D'VEAL FAMILY & YOUTH SERVICES

Data of Injury: 11/10/2007
Date of Exam: 12/20/2007

ORTHOPEDIC SUPPLEMERTAL REPORT (PR-2}

D AN o e s e ok k] B e ki e e AN e e e e e e = Y

Gentlemsan:

As you are well aware, this patient has been under our care with a diagnosis of a fracture
of her right fourth and fifth metatarsal. She has been using a Cam walker and indicates
that her pain has steadily improved.

Patient has also complained of pain and discomfort oF her left knee and her left ankle,
which she indicates has been improving subjectively since her last wvisit,

PHYSICAL EXBMIRATION:

RIGHT FOOT: There is evidence of mild tenderness. There is mild swelling., Mobor and
sensory functicn is intact distally.

LEFT KNEE: Reveals evidence of mild tenderness., There is no swelling. There is no spasm.
No gross effusion is noted. No laxity is noted.

LEFT ANKLE: Reveals evidence of mild tenderness in the anterolateral aspect of the ankle.
No swelling or spasm is noted. Motor and sensory function is intact distally.

RADTOGRAPHIC FINDINGS:
X-rays of the right foot reveal evidence of a healing fourth and fifth metatarsal fracture,
overall good peosition.

IMPRESSION:

l. HEALING RIGHT FOURTH AND FIFTH METATARSAL FRACTURE,
2. LEFT ENEE SPRAIN.

3. 1EFT ANKLE SPRAIN.

DISCDSSION:

I will recommend that Ms. Rooks at this time continue off of work. I will encourage her to
continue the use of a Cam walker to allow the fractures to heal. & knee immobilizer will
be provided for her left knee and I will recommend that she weightbear as tolerated with
the assistive devices. I will maintain her off of work and I would like to see her back

8083
SCl000186
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Specialists
3144 Santa Anita Avenue. Module A
El Monte, CA 81733

Phane: (626) 582-7989 Fax: (626) 582-7953

DATE 122012007

PATIENT ROOKS,FLOREEN DATE OF INJURY :  11/10/2007

EMPLOYER DVeal Famlly & Youth Services SOC. SEC# 130-38-8510

CASE # 80283 CLAIM # 051703807Yclanda Nielsen

for fellow=up in four weeks'® time, at which time x-rays will be taken to assess the haaling
fractures.

Should there be any questions or concerns, please do not hesitate toe contact me.

"I have not violated Labor Code Section 135.3 and the contents of the report and bill are
true and correct to the best of my knowledge.”

"I declare under penalty of perjury that the information contained in this report and its
attachmants, if any, is true and correct to the best of my knowledge and belief, except as
to information that I have indicated I received from others. As te that information, I
declare under penalty of perjury that the information accurately describes the information
provided to me and, except as noted herein, that I believe it te ke true.”

Sincerely Yours,

Thomas Saucedo, M.D.

DATE
Executed in the County of Los Angeles on 12/20/2007.

TS:pf/ft]

8083
SCl000187

02 318168 000000001 069 195 05124168



Kerlan - Jobe
QOrthopaedic Clinic

At

Cenlinela Freeman
Regional Medical Center

‘Where the science of medicine

cnhances the arl of liks.

Rogert K. Keran, MD
1922- 1996

Sporis Medice Surgery
Frank W. Jubg, MD
Clarence L. Shiekls, Jr, MD
Stephen J. Lombardo, MO
Lewis A Yazum, N
James E._ Tibonz, MD
FRatgh A Gambardalla, MD
Rorald E. Glawsman, MD
Ronakd 8. ¥erilne, WD

Meal S. ElARtrache, D
Danlal Kharral, MD

O Limpisvasti, MD

Spine Surgary
Wiliam H Cillin, b
Jae H. Chon, MD

Trauma Sarpory
Robert W. Chandler, M

Nthillis [ Jalat
Repincamnent
Andrew |. Spitzor, MD

Fuol { Ankie Surgery
Ehillip K. Kwang, MD
Kenneth & Jung, MO

Hend Surgary
Aprman P. Zarnel, MD
Steven 5. Ghin, WD

Nowraiipy/Pain Nonagemant
Vemon B. Willlams, MD

Pwskal & Spons Nedicine
Luga Podesta, MO

Los Angeles

Maln Office

9801 Park Terrace

Les Angalez, CA 00045
Tol: (3100 565-7200

Orunge Caunty

2400 Easl Katella Ave.
Suite 400

Anahelm, CA 92808
Tel: (T14) 431-1338
Fax [T14) 937-1814

Bawarly Hills

1205 Spaiding Drive
Suite 400

Baverly Hills, CA 30212
Tol: (310) ¥60-3326
Faic (310) 2734T2H

Pasadenn

301 Nerth Laka Ave.
Sufta 201

Pasadiana, CA 91101
Tal: (628) 568-9038
Fax: (626) 563-8507

Adminisirative Oifice
8801 Park Terrace
Suite 500

Los Angeles, CA 80045
Thl: (310) §65- 7280
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November 5, 2007

State Comp
PO Box 92622
Los Angeles, CA 90009

RE: ROOKS, FLOREEN

EMP:  D'veal Family & Youth Services
D/ 08-09-07

CL#. 05124168

NQO SHOW

Dear Sir/Madam:

This patient had a scheduled appointment today and did not show up.
DECLARATION:

"I declare under penalty of perjury that I have not violated Labor Code Section 139.3
and that the information contained in this report and its attachments, if any, is true
and correct to the best of my knowledge and belief, except as to the information that 1
have indicated 1 received from others. As to that information, I deciare vmder penalty
of perjury that the information provided to me and, except as noted herein, that T
believe it to be true.'

Sincerely,

ph A. Gambardélla, M.D.

RAG/axy
WC0224215A

Physicians to the Dodgers, Angels, Lokers, Kings, Ducks, Avengei s, Sparks, Galaxy, PGA Towr, Senior PGA Tour, Loyola ond USC Spores.
Woild renowned carz singe 1955 = Consuitation = Surgery = Research » Education « Diagrostics
v ianjol com
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-

HealthCare

PARTNERS

3/44 Santa Anita dvenue, Bl Monte, CA 91733
(626) 444-0333 FAX (626} 582-7990

*Radiology Services Provided by Anthony Bledin, M.D., Inc.
Granada Hills {818) 332-3300 Oxnard (305)988-1111]

PATIENT: ROOKS, FLOREEN
DOB: 06-20-49
CHARTNUMBER:  32-295496

REFERRED BY: DR. MICHAEL HADLEY
DATE: 03-19-08

MAGNETIC RESONANCE IMAGING OF THE LEFT KNEE

HISTORY
Rule out internal derangement. No known surgery.
TECHNIQUE

The following imaging sequences were acquired on a General Electric Signa Horizon MRI scanner:
Sagittal T1 localizer images. Axial T2 FSE images. Coronal proton density fat saturated and T1
images. Sagittal proton density fat saturated and proton density images. Oblique Coronal T2 FSE
images parallel to the anterior cruciate ligament,

FINDINGS

Minimal osteoarthritic changes are present in the knes joint, predominantly involving the medial
compartment. The osteoarthritic charges are manifest by joint space narrowing, denudation of the
articular cartilage and small 1 to 2 mm anterior femoral condylar articular surface osteophytes.

There is fraying and irregularity of the apex of the posterior hom of the medial meniscus. This
abnormality is associated with an oblique signal abnormality in the peripheral capsular half of the
posterior horn of the medial meniscus. This oblique signal abnomality freely commumicates with
the mferior meniscal surface and is compatible with a tear of the posterior hom of the medial
meniscus. The body and anterior horn of the medial meniscus appear normal and the lateral
meniscus demonstrates no significant abnormality.

A knee joint effusion is present with fluid in the suprapatellar bursa. The volume of this effusion is
less than 5 cc. There is no significant popliteal cyst.

The cruciate ligaments, the collateral ligaments, the patellar tendon, quadriceps tendon appear
normal.

{Continued On Page Two)
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= PATIENT:  ROOKS, FLOREEN
o EXAM: MRI - LEFT KNEE
o DATE: 03-19-08
PAGE: 2
g 1. Tear, posterior horm, medial meniscus (Grade ITH).
2. Early osteoarthritic changes of the medial compartment of the knee joint.
i 3. Kuee jolat effusion.
Anthony Bledin, M. D.
— Dipl Amenican Boand of Radialogy
Aganj
o Dz 0319108
o T. 032008
= fear posterior homn medial meniscus (sagittal)
8083
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HealthCare

PARTNERS

3144 Santa Anita Avenue, El Monte, CA 91733
(626} 444-0333 FAX (626) 5827990

*Radiology Services Pravided by Anthony Bledin, M.D., Inc.
Granada Hills (818) $32-3300 Oxnard (305} 988-1111

PATIENT: ROOKS, FLOREEN
DOE: 06-20-49

CHART NUMBER:  32-295496

REFERRED BY: DR. MICHAEL HADLEY
DATE: 03-19-08

MAGNETIC RESONANCE IMAGING OF THE LEFT KNEE

HISTORY
Rule out internal derangement. No known surgery.
TECENIQUE

The following imaging sequences were acquired on a General Electric Signa Horizon MRI scanner:
Sagitial T1 localizer images. Axial T2 FSE images. Coronal profon density fat saturated and T1
images. Sagittal proton density fat saturated and proton density images. Ohlique Coronal 12 FSE
images parallel 1o the anterior cruciate ligament.

FINDINGS

Minimal osteoarthritic changes are present in the knee joint, predominantly mvolving the medial
compartment. The osteoarthritic changes are manifest by joint space nammowing, denudation of the
articular cartilage and smail 1 to 2 mm anterior femoral condylar articular surface ostcophytes.

There is fraying and irregularity of the apex of the posterior horn of the medial meniscus. This
abnormality is associated with an oblique signal abnormality in the peripheral capsular half of the
posterior hom of the medial meniscus. This obligue signal abnormality freely communicates with
the inferior meniscal surface and is compatible with a tear of the posterior horn of the medial
memiscus, The body and anterior horn of the medial meniscus appear notmal and the lateral
meniscus demonstrates no sipnificant abnormality,

A knee joint effusion is present with fluid in the suprapatellar bursa. The volume of this effusion is
less than 5 ce. There is no significant poplites] cyst.

The cruciate ligaments, the collateral ligaments, the patellar tendon, quadriceps tendon appear
normal.

(Continued On Page Two)
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PATIENT: ROOKS, FLOREEN
EXAM: MRI - LEFT KNEE
DATE: 03-£9-08

PAGE: 2

IMPRESSION

1. Tear, posterior horn, medial meniscas {Grade IIT).
2. Early osieoarthritic changes of the medial compartment of the knee joint.

3. Kbnee joint effusion.

Anthony Bledin, M. D.

Dipl American Board of Radiol

M BY

AGBAj
D: 03/19/08
T: 03420108

Arfow = teartrlur hom medial meniscus (sagittal)
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SCIF RECD DTE 08/29/2007 BKSCAN 6 08/29/2007 05:25 PM 023459 11 1
T-2358 Pe@z/ped F-614

BB-Z8-'07 13:45 FROM-DREAMWEAVER MED GRP 6262893526

ey F07 S Garfield Ave
T Suire 001
% PACIFIC MEDICAL Alkambra, CA 91801
... Imaging & Oncology Center ';;;?;&22‘;22?;,

Sharon Nerris, MD

420 'W Las Tunas Dr

San Gabriel, CA 91776

RE: Floreen Rooks Date of birth: 06/20/1649
PT Na. 9067 Accession #: 17470
LEFT KNEE SERIES, 3 VIEWS Exuam Date: 08/10/07
IMPRESSION:

1. Generalized demineralization.

2 Suspect small loose body within the central joint,

3 No acute fracture nor subluxation is demonstrated.

FINDINGS:

There is generalized demineralization. No acurte fracture nor subluxation is demonstrated. There is mild
Joint space narrowing with hypettrophic bony changes noted at the medial compartment, Finding is
compatible with mild osteoarthritis. The AP view shows apparent small ossified body at the mist joint, which

may represent a synovial osteochondroma or loose body. No joint effusion is identified.
Thank you for referring Floreen Rooks to Pacific Medical Imaging and Oncology Center,

RICHARD P. CHAQ, M.D.

D: 08/10/07
T: O8/14/07
RPCiigy
, . |, ==
Document approved by: Richard P, Chao, MDY Diate: 08/15/2007 (19:43 W'& _ e
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B8-28-'07 13:46 FROM-DREAMWEAVER MED GRP 6262898526 T-292 PAA3/2p4 F-£14

787 § Goarfield Ave

% PACIFIC MEDICAL e, CA 51803

Tel: 6262272727

\ﬂ;ﬁf;;i?'ﬂ Imaging & Ouacology Center Fax: 626.227-2799

Sharon Norris, MD
420 W Las Tunas Dr
San Gabriel, CA 91776

RE; Floresn Rooks Date of birth: 06/20/1949
PY No. 9067 Accession #: 17468

LEFT ANKLE SERIES Exam Date: 08/10/07

IMPRESSION:

1. Old post-traumatic changes of the malleoli, status post prior ORIF.

2 There is secondary deformity and secondary osteoarthritic changes at the distal tibia and
talus,

FINDINGS:

The patient is status post open reduction and intemal fixation of bi-malleckar fractures. Orthopedic plate and
multiple sorews are in place at the distal fibula with two screws transfixing the medial malleoius. There is
mild deformity of the talus, Significant hypertrophic bony changes are seen at the distal tibia as well as the
talus, compatible with old post-draumatic changes with secondary osteoarthritis. No acute fracrure nor
subluxation is demonstrated. There is mild diffuse soft tissue swelling,

Thank you for referring Floreen Rooks to Pacific Medical Imaging and Oncology Center.

RICHARD P. CHAQ, M.D.
D: 08/10/07

T: DR114/07

RPCljgy

Dogurnent approved by: Richard P. Chao, MD  Datz: 08/15/2007 09:43
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SCIF RECD DTE D8/29/2007 BKSCAN 6 08/29/2007 05:25 PM 023459 11 23
@8-28-"B7 13:46 FROM-DREAMWEAVER MED GRP 6262898526 T-298 PoR4/ep4 F-514

™% PACIFIC MEDICAL e, ca 10

Tek: 626-227-2727

}?' .
~....- Imaging & Oncology Center Far: §26.237.970

Sharon Nerris, MD
420 W Las Tunas Dr
San Gabriel, CA 91776

RE: Floreen Rooks Daie of birth: 06/20/1949
PT No. 50467 Accession #: 17469

AP PELVIS, AP AND LATERAL LEFT HIP Exam Date: 08/10/07
IMPRESSION;:

Negative study.

FINDINGS:

No acute fracture nor hip dislocation is demonstrated. The joint spaces appear preserved. No pelvic fracture
iz identified.

Thenk you for referring Floreen Rooks to Pacific Medical Imaging and Oncology Center.

RICHARD P. CHAO, M.D).
D: 08/10/07
T: 08/14/07

Daocument approved by: Richard I, Chao, MD  Date: 08/15/2007 09:43
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SCLF RECD DTE 08/29/2007 BKSCAN 6 08/29/2007 05:26 PM 023459 14 1
@B8-28-'07 13:45 TFRO-DREAMWEAVER MED GRP 6202898526 T-298 PA@Z/EB1 F-614

707 & Garhield Ave
Suite 001

Alambra, CA 91801
Tel; 626-227-2727
Fax: 626-227-219%

R
u{
AT

PACIFIC MEDICAL
Imaging & Oncology Center

|"'i

\«}q B ‘5\..“

Sharon Norris, MD
420 W Las Tanas Dr
San Gabriel, CA 91776

RE: Floreen Rooks
PT No. 9067

Date of birth: 06/20/1949
Accession #: 17470

LEFT KNEE SERIES, 3 VIEWS Exam Date: 08/10/07

IMPRESSION:

1. Generalized demineralization,
z Suspect small loose body within the central joint,
3. No acute fractire nor subluxation is demonstrated.

FINDINGS:

There is generalized demineralization. No acute fracture nor subluxation is demonstrated. There is mild
Joint space narrowing with hypettrophic bony changes noted st the medial compartment. Findin 2 is
compatible with mild osteoarthritis. The AP view shows apparent small ossified body at the mid joint, which
may represent a synovial osteochondroma or loose body. No joint effusion is identified.

Thank you for referring Floreen Rooks ta Pacific Medical [maging anc Oncology Center.,

RICHARD P. CHAQ, M.D,
D: 08/10/07

T: 08/14/07

RPC/jgy
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SCIF RECD DTE 08/29/2007 BKSCAN 6 08/29/2007 05:26 PM 023458 14 2
BE-Z8-'@7 13:46 FROM-DREAMWEAVER MED GRP 6262898526 . T-298 PAB3/P@4 F-H14

707 § Garfield Ave

gﬁ PACIFIC MEDICAL i, ca i

‘oo Imaging & Oncology Center Pare €26.237.3169

Sharon Norris, MD
420 W Las Tanas Dr
San Gabriel, CA 91776

RE: Floreen Rooks Date of birth: 06/20/1949
P No. 9067 Accession & 17468
LEFT ANKLE SERIES Exam Date: 08/10/07
IMPRESSION:

1. Old post-traumatic changes of the malleoli, status post prior ORIF.

Z There is secondary deformity and secondary ostenarthritic changes at the distal tibia and
talus,

FINDINGS:

The patient is status post open reduction and internal fixation of bismalleotar fractures, Orthopedic plate and
multipla screws are in place at the distal fibula with two screws transfixing the medial malleolus. There is
mild deformity of the talus. Significant hypertrophic bony changes ate ssen at the distal tibia as well as the
talus, comparible with old positraumatic changes with secondary osteoarthritis. No acuts fracture nor
subluxation is demonstrated. There is mild diffuse soft tissue swelling.

Thank you for referring Flaraen Books to Pacific Medical Imaging and Oncology Center.

RICHARD P, CHAQ, M.D.
D: 08/10/07

T: 08/14/07

RPCligy

Document approved by: Richard P. Chao, MD  Date: 08/15/2007 09:43
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08-28-'07 13:46 FROM-DAEAMWEAVER MED GRP 6262898526 T-298 Par4/004 F-614

707 8 Garfield Ave
Suite 001

"% PACIFIC MEDICAL b

a5 . - i TFel: 626-227-2727
2 Imaging & Oncology Center Fan: 626 277.2790

Sharon Norris, MD
420 W Las Tunas Dr
San Gabriel, CA 91776

RE: Floreen Rooks Date of birth: 06/20/1949
PT No. 9067 Accession #: 17469

AP PELVIS, AP AND LATERAL LEFT HIP Exam Date: 08/10/07
IMPRESSION:

Negative study.

FINDINGS:

Ne acute fracture nor hip dislocation is demonstrated. The joint spaces appear preserved. No pelvic fracture
18 identified.

Thank you for referring Floreen Rooks to Pacific Madical Imaging and Oncology Center.

RICHARD P. CHAO, M.D.
D 08/10/07

T: 08/14/07

RPC/igy

Document approved by: Richard P, Chao, MD  Date: 08/15/2007 09:43
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Associated Sports Tharapy (AST)
880 South Atlantic Blvd, Suite 203, Monterey Park, CA 81754

Phone: (626) 282-3577 Fax: (626) 284-4276
§ — :
DIAGNOSIS: (i fiay 7 T4H D
g S
03
§/ d &5 &
NP JAIRS
S/ ¥/F/$
DATE & A
Initial Evaluation Dale:w

Re-Eval/Progress Report

Treatment Modalities:
Hot Packs '

Cold Packs

Ultrasound

Whirlpool

Paraffin

Massage I 5TM I DTM [ MERD

[E-Stim / TENS 7 IF / NMES

Neuromusgular Re-ad

Therapeutic Activities

Gait Training

 Joint Mabllization Techniques

 Posiure Education

Body Mechanics

Work Simulation

Home Exercise Program (HEP)

Qther:

Therapeutic Procedures;

Stationary Bike

| Squats (by the wall)

Heel Raisas

Progressive Resisiive Ex's (PRE's)

| -Theraband/Theratule

-Ankle Weight

~-Swiss Ball

-Step vps

-SARSLAQSSLR'S

Streiching Exercises

-Q8/HS/GS

' -Healzord Stretch

| -Manual Stretch

Othar

Therapist Initials

Patient Account #:

Therapist Name/ Title Initials
Albert Q. Escobar, RPT
PT18085

Physician's Mame:

8083

Treatment Flow Chart
{Hip and/or Knee)

SCI000201
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Aszgociated Sports Therapy (ASYT)
880 South Atlantic Blvd, Suite 203, Montexey Park, CA 91754
Phonea: (626) 282-3377 Fax: (626) Z284-427§

DIAGNQOSIS:

DATE

Initiat Evaluation
Re-Evail/Progress Report
Treatment Modaiitles:

A/ 7

Hot Packs L4040 (K 4
Cold Packs 2 — ﬁ /
Ultrasound T
Whirlpool

Paraffin e

Massage / STM / DTMAMFR

E-Stim / TENS / IF / NWES
Neuromuscular Re-ed
Therapeulic Activities

Gait Training

Joint Mobilization Technigues
Posture Education

Body Mechanics

Work Simulation

Home Exercise Program (HEP)
Other:

Therapeutic Procedures:

Stationary Bike

Squats (by the wall)

Heel Raiges

Pregressive Resistive Ex's (PRE's)

-Tharaband/Theratube

-Ankle Weight

-Swiss Ball

-Siep ups

| -SAQELAQESLRS

Stretching Exercises Datey .

| -QMSGS 0K/ M) T XEISs ' ;
~Heefcard Stretch e 1

| -Manual Strelch

Other: 7

[Therapist Initiais /M, o=V /AR W =3 7
Trerapist Name/ Tille initials ’ Petient Name: Zg £ ﬁ@ﬁg})&é
_f@gcaﬂm ﬁ" AE" i Patient Account #: 7&7‘?
— Q;Pf:;gg:r, . Physician's Name: D 7: W @%

Treatment Flow Chart
{Hip and/or Knee)

£

8083
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Associated Sports Therapy (AST}
880 South Atlantic Blvd, Suita 203, Montarey Park, CA 91754

{626) 282-3577

Fax:

(626) 284-4276

Phane
DIAGNOSIS: (&) kze

raa—

8P

DATE

§

Cuog
Qg
Nv

Initial Evaluation

Ra-EvaliProgress Report

I
!

Treatment Modalities:

Hot Packs

=
%}
'
Vv

Date: yyn 1 R 2008

Cont o o

Coid Packs

Hirasound

Whirlpool

T ) . ot
PT. . Ré\ % EZ;TT'J

. . 4 z g
f{ﬁg‘% (%%

Paraffin

frate:

‘-_._-_.—“

Massage / STM/DTM / MFR

s

E-Stim / TENS 7 IF / NMES

Neuromuscular Re-ed

Hr/
W

Therapeutic Activities

Gail Training

Joint Mohilization Technigues

("4

Posture Education

|Bady Machanics

Dale:

| Work Simulation

Home Exercise Frogram (HEP)

Other

Therapeutic Procedures:

Stationary Bike

Squats (by the wall)

[O0X2>

Date;

Heel Raises

[T#R

Prograssive Reslstive Ex's (PRE's)

~Theraband/Theraiube

-Ankie Weight

Joya—

~Swiss Ball

03

-Stap ups

foxz2-

~-SAQ'SLAQS/SLR'S

Oy 2

Streiching Exercises

~QSHEAES

Date:

-Heelcord Strelch

~Manual Strefch

Other:

[Therapst Initals

=

o

Therapist Name/ Title

Initials

A5 cubom, (P

Adbert Q. Escobar, RET

e

PT19086

8083

Patient Account #;

Physician's Name:

Patient Namae: ﬂWKS“. F’LNEM =3

767
PR . SAUEDO

Treatment Flow Chart

{Mip and/or Kneg}
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r"\

Agcount Numnar DOB: f_n;.D w4
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) Dariear Name
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380 3.5 TANTICBLVD, 3TNTE 203
MONIEREY PARK, CA. 91754
PHONE (526) 282-3577 FAX (626) 284-4276

Physical Therapy Progress Report

Parient Nsme: Q’%b ﬂuf(h[f Date: JUN 1 82008
Refarring Physigi Yisits: i
Diagnosis: @% 5 7?- “¥ ] % Account ¥ Jlgl¥

Claim Number: ___ T2 A S . D.OL. _\\-\G O]

Chiaf Complain(s): 0-10 pain scale
CiS PAIN
T/S PAIN
LiS PAIN
Radicular Symptoms___ ¢/

Extenty Pamn W =5,
Other s

Improvemeni(s) Nm:e -2 =change f=in¢reased = decraased
{no 214} ROM - dee AL 22N % 6? [[5“ . n
(no *--#)Smengt Z 7A AR > (el

(no >-*-4Functon_ 77! b for Oy “u AR Konte cl. JBrCe_

(no 2t-)) Raduulopa%‘ A =
(no *4-})Pain__ L) ko n_p’ TRRE T -~

{no %t)Other ;&Eﬁ VI A CLomnalEr o g o7, c.f__.‘g F vy, ﬁgﬂ {_—_{W?

Gene | Assessment: # AQ,- 57\.4%@(;(.7 WNM

P i % /
Treatment Plan/Recommendations: M ) ﬁ‘ Z(ﬂ’( ! 3 b &»wacm\_,

A& Cannne with same meatment plan JAdd

GOAL:sy /) PR A O,é‘m @ 2 /o .9ﬁ

PHYSICAL TEERAPIST. C&' JUN 1 8 2003
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ASSOCIATED SPORTS THERAPY
8EQ S. ATLANTIC BOULEVARD, #203
MONTEREY PARK, CALIFORNIA 91754

Frecuency: .-.2) x waakly for 4f.

(J EVALUATE & TREAT
£ SPECIFIC TREATMENT DRDER: Please v

HEAY fCOLD PATIENT TEACHING
Hot Packs 3 Home Program
O Ultragoungd ““35“95_
i Packs 3 Thaerapeulic Massage
{0 Myolascial Aelease
ELECTROTHERAPY EXERCISES
T Electrical Stimulation ‘,ZfP <ivelActive ROM
21 lonphorasis )a}m
[ TENS RE's
HYDAQTHERAPY herapeutic Ex
1 Whirposi ‘B'ﬁnhiiizaﬁnn
omowics
£
Dmc::z:wsam AEHAB PROGRAM
) £ General Ovthapeadic
1 Cerneal [1Whipiash Syntrome
B Pebic E] Back Program

[a] lm% ] Shoukier Probiems
Oes <A
SIGNATLIRE ' é/ M.D.
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08-28-" 87 B8:47 FROM-DREAMJEAVER MED GRP §262858526

T-235 PBB5/087 F-6@d

PRUGRESS NOTE: ADULT (070
Date: gﬁ_—p-;.-!mpltm P: K T We 9 eSS Z;:; TMP: éﬁ
Allerpios: A-(_A P - ) ad

Last TB Tust:

Madicationa:

Chief Complaintt.- | | :P Problem — from last visic
| L

Nurse: b ORGT,

N

Previoua vigit follaw-up by provider? O Yes [ No

Lab Results Discusced

with parient?

O Yes O No

'5 P

O N/A

02 318168 000000001 060 195 05124168

Ol ok

P & e,

f, sl m; [f\{'.f.t.

Patient Education
Discussad
Ya O ©Q No

'-r‘rm:ﬁ., \V\W“'}-
J

LT :
fé/t r Qogz;rvgf.'.ﬂ'\

Topics Discussed
Q Advanced directive
O Asthmg

hin’ A
hv 4

O Breust sdf cxnm

O Cholesterol

O Dental

O Diahetes

O DietMulrition
0O Bxocise

0 anlly plmmng
ypﬂ'l:ensl
p.\wnnlmn
ongE

CC & significant history:

O Obcsity
Q
Q STD:
8]

m“moztté Wf% = SL—J&;

Plan.j/u -ﬁ,;{; //Slgnanme"b//

Instructed to call if
problem persists (O

"~ Followup Vint

5&@—

Months:

Dreamweaver Medical Group
420 West Las Tunas Drive

: San Gabricl, CA 91776

(626) 206-9500

PLIOGRESS NOTE:

AIDLLE:

8083
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HS*ZB—‘E?_S:‘I? FROM-DREAMMERVER MED GRP 6262393526

i i 2t
Date; - B/P:) P; R | E

PRUGRESS NOTE: ADULT (07/0
We A\ Hia' b IMP Age:!

T-255 FBO6/087 F-684

Allagine: V7 Tast T8 Teat.

Medications: A/ JTQ“F‘CV\ XD Ll

Chief Cao int:

Problem 1&/
Nurse: A
o e
’ %In Dhscuzses

Frevious visit follow-up by provider? OYes O No vith patient?
& Moy Latin,. Mb—bn.l.-l? hefle- _&BY O Yes 0 Ne
| St Al (E) oLl P ke Getl logie Do A
. v [ Patient Education
il M b ft&ag . A !:ﬂg? ﬁy_.,gt_.l g mﬂ% Dik¢nised
S SN} W Topics Dinyamms
. VS‘ Q:d;hw;:eddiru:liw
Bal @kl a6 (D m ()LQ_Q_,Q_A}P_ g doa
(4 gl (7 2 o bl Bu abe  |2Dmn
Coed b, l‘-aw-.m z ‘--tmaf, Loy ""f A‘@‘f 8mmuing

L
T

. d iy a O b
' 8 d N L ol
T

Qb

?ng;

O Obcity
Q Prenatal carn
O ST¥s

, =
s eaticu Bxam
( L) o o =) J“!—SL U! ke ! { 8 }-ubm:ulom
‘h‘_‘ O Gther
1 -
Rt — e
'] Provider H - s [
T’) O [ ,. L l’l‘vw S% ?u\;;ﬁmal materials
CC & significant history: ) O Yes ONo
(DY pa = Ula ot
Assessment: 7 14 zonlr )
P’TC— E,uk,
Plan: i .
- L»“‘LA Jx)_wk Signanwse: lnsrucied o eall if
4F'-6T']uw-up Visit
Wocks:
Monthy;
Dreamweaver Mestical Group Patient Name:
420 West Las Tunas Drive B Floveesn oS
3an Gabriel, CA 91776 e g ) ;
(626) 206-9500 o:20-4

PROGRLESS NOYTE:

ADEL L

8083
SC1000208

02 318168 000000001 061 195 05124168



SCIF RECD DTE 08/29/2007 BKSCAN 10 08/25/2007 05:21 PM 021709 8 & -

BE-'ZS-“E?‘ @8:48 FROM-DREAMWERVER MED GRP (262898526 T-295 P@B7/007 F-6@4

PR.. JRESS

Medications:

Previcus vigit follow-up by provider? O Yes [] No

Chief Complaint } Probiem visi
WOy pnes, WL Py

e

Lab*Rae1ts Discussed

8 il S?-Jor lLJ- 25 -ﬁ;..sa.n. flipperd l‘ ey

with patient?
O Yes O Ne

D"\-'-L-. @ h.‘é—. -F/s:-. M [wpf qﬁ FDf o er.é_

O NA

Adow = ot s @"Lp p)hm 1 /\)ﬂ*%

Paticnt BEducation
Discusses

A“'L'-‘:&J l"""‘i Jﬂt« haatd er-hj\.f /‘f.ld & ly.z,.u ila

Ye QO O No

(\)21‘-"-]\:&- GH'U'DEI (‘whﬂf p(bf(,.ﬁg_hle!‘vh— {

Topits Discussed
O Advanced directive
0 Asthma

O Pty ovignid . ¢ wed hoen on ©Ltond

© Dreast self exatn

Pl -+ (Daull ¢ (7 )

) Dental
© Diabetes
O Diet/Nutrition

. yis

O Examise

bl Elage £ f)‘w (D) Fass D el eatedl) o

O Family planning
& Hyperiension
& ljwy proventian

V‘M-l'.ul.,‘ \’

© Medications
Q Cherity
Q

) Meom t s (o Gwb) e [ pain

O Testiouler xIf exam
O Tobacco cessaiion

d,smol&mL J-gnlw'-cﬂ(. #’ a0l dl;&_}w

© Tuberculonis
Q Orher

Pationt verbalizes

e ol
RS
- [
Name: _j)f‘&" Js

understanding?
{dYes 0O No
Edwadoml materials

€C & slgnificant history: ‘%?’ ,.D Yai C1No
N : Describe

Asscasment; [) @ t"‘:i’ 1 e actly pee rd

Plan:

Sipnature;

Instruciod to calk if

“'} M*;hLM S'DR:;‘ 814 pra_ fi~~ ‘!;lc-u.-..."va-‘kr

M.l Y ‘l'\ I"]’\ ﬂ}c

poblem pexsists [

i M -i tonk  x ‘340«—4 ard Buloys E’ ¢ ':Pp-zu Dml"ﬂllow-up\'hit —
N 2 A Woel:
e albere iy g 11vuves Monih:
Dreamweaver Medical Group Patient Name:.
420 West Las Tunas Drive S Flovvrer T nnolhs
San Gabriel, CA 91776 " - .
(626) 296-9500 b 20414

PROVGRESS NOUE: ADULT:

8083
SC1000209

02 318168 000000001 062 195 05124168



	Records
	Excerpt
	Table of Contents
	Copy Service Paperwork
	Start of Records
	Claims
	Doctor's Notes
	Radiology/Diagnostics
	General/Med


	cs2___Mrk_0: i/RC=2233099
	cs2___Mrk_1: ii/RV:P
	cs2___Mrk_2: iii/RV:P
	cs2___Mrk_3: iv/RV:P
	cs2___Mrk_4: v/RV:P
	cs2___Mrk_5: vi/RV:P
	cs2___Mrk_6: vii/RV:P
	cs2___Mrk_7: viii/RV:P
	cs2___Mrk_8: ix/RV:P
	cs2___Mrk_9: x/RV:P
	cs2___Mrk_10: xi/RV:P
	cs2___Mrk_11: xii/RV:P
	cs2___Mrk_12: xiii/TOC=
	cs2___Mrk_13: 1/C=Copy Service Paperwork
	cs2___Mrk_14: 2/P=197
	cs2___Mrk_15: 3/P=198
	cs2___Mrk_16: 4/P=199
	cs2___Mrk_17: 5/P=200
	cs2___Mrk_18: 6/P=201
	cs2___Mrk_19: 7/P=202
	cs2___Mrk_20: 8/P=203
	cs2___Mrk_21: 9/P=204
	cs2___Mrk_22: 10/C=Start of Records
	cs2___Mrk_23: 11/C=Claims
	cs2___Mrk_24: 12/P=2
	cs2___Mrk_25: 13/P=3
	cs2___Mrk_26: 14/P=41
	cs2___Mrk_27: 15/P=59
	cs2___Mrk_28: 16/P=64
	cs2___Mrk_29: 17/P=78
	cs2___Mrk_30: 18/P=82
	cs2___Mrk_31: 19/P=83
	cs2___Mrk_32: 20/P=84
	cs2___Mrk_33: 21/P=85
	cs2___Mrk_34: 22/P=86
	cs2___Mrk_35: 23/P=87
	cs2___Mrk_36: 24/P=89
	cs2___Mrk_37: 25/P=90
	cs2___Mrk_38: 26/P=91
	cs2___Mrk_39: 27/P=92
	cs2___Mrk_40: 28/P=93
	cs2___Mrk_41: 29/P=94
	cs2___Mrk_42: 30/P=95
	cs2___Mrk_43: 31/P=96
	cs2___Mrk_44: 32/P=97
	cs2___Mrk_45: 33/P=98
	cs2___Mrk_46: 34/P=99
	cs2___Mrk_47: 35/P=100
	cs2___Mrk_48: 36/P=101
	cs2___Mrk_49: 37/P=102
	cs2___Mrk_50: 38/P=103
	cs2___Mrk_51: 39/P=104
	cs2___Mrk_52: 40/P=105
	cs2___Mrk_53: 41/P=106
	cs2___Mrk_54: 42/P=107
	cs2___Mrk_55: 43/P=108
	cs2___Mrk_56: 44/P=109
	cs2___Mrk_57: 45/P=110
	cs2___Mrk_58: 46/P=111
	cs2___Mrk_59: 47/P=112
	cs2___Mrk_60: 48/P=113
	cs2___Mrk_61: 49/P=114
	cs2___Mrk_62: 50/P=115
	cs2___Mrk_63: 51/P=116
	cs2___Mrk_64: 52/P=117
	cs2___Mrk_65: 53/P=118
	cs2___Mrk_66: 54/P=119
	cs2___Mrk_67: 55/P=120
	cs2___Mrk_68: 56/P=121
	cs2___Mrk_69: 57/P=122
	cs2___Mrk_70: 58/P=123
	cs2___Mrk_71: 59/P=124
	cs2___Mrk_72: 60/P=125
	cs2___Mrk_73: 61/P=126
	cs2___Mrk_74: 62/P=127
	cs2___Mrk_75: 63/P=128
	cs2___Mrk_76: 64/P=129
	cs2___Mrk_77: 65/P=130
	cs2___Mrk_78: 66/P=131
	cs2___Mrk_79: 67/P=132
	cs2___Mrk_80: 68/P=133
	cs2___Mrk_81: 69/P=134
	cs2___Mrk_82: 70/P=135
	cs2___Mrk_83: 71/P=136
	cs2___Mrk_84: 72/P=137
	cs2___Mrk_85: 73/P=138
	cs2___Mrk_86: 74/P=139
	cs2___Mrk_87: 75/P=140
	cs2___Mrk_88: 76/P=141
	cs2___Mrk_89: 77/P=142
	cs2___Mrk_90: 78/P=143
	cs2___Mrk_91: 79/P=144
	cs2___Mrk_92: 80/P=145
	cs2___Mrk_93: 81/P=146
	cs2___Mrk_94: 82/P=147
	cs2___Mrk_95: 83/P=148
	cs2___Mrk_96: 84/P=149
	cs2___Mrk_97: 85/P=150
	cs2___Mrk_98: 86/P=151
	cs2___Mrk_99: 87/P=152
	cs2___Mrk_100: 88/P=153
	cs2___Mrk_101: 89/P=154
	cs2___Mrk_102: 90/P=155
	cs2___Mrk_103: 91/P=156
	cs2___Mrk_104: 92/P=157
	cs2___Mrk_105: 93/P=158
	cs2___Mrk_106: 94/P=159
	cs2___Mrk_107: 95/P=160
	cs2___Mrk_108: 96/P=161
	cs2___Mrk_109: 97/P=162
	cs2___Mrk_110: 98/P=163
	cs2___Mrk_111: 99/P=164
	cs2___Mrk_112: 100/P=165
	cs2___Mrk_113: 101/P=166
	cs2___Mrk_114: 102/P=167
	cs2___Mrk_115: 103/P=168
	cs2___Mrk_116: 104/P=169
	cs2___Mrk_117: 105/P=170
	cs2___Mrk_118: 106/P=171
	cs2___Mrk_119: 107/P=172
	cs2___Mrk_120: 108/P=173
	cs2___Mrk_121: 109/P=174
	cs2___Mrk_122: 110/P=175
	cs2___Mrk_123: 111/P=176
	cs2___Mrk_124: 112/P=177
	cs2___Mrk_125: 113/P=178
	cs2___Mrk_126: 114/P=179
	cs2___Mrk_127: 115/P=180
	cs2___Mrk_128: 116/P=181
	cs2___Mrk_129: 117/P=182
	cs2___Mrk_130: 118/P=183
	cs2___Mrk_131: 119/P=184
	cs2___Mrk_132: 120/P=185
	cs2___Mrk_133: 121/P=186
	cs2___Mrk_134: 122/P=187
	cs2___Mrk_135: 123/P=188
	cs2___Mrk_136: 124/P=189
	cs2___Mrk_137: 125/P=190
	cs2___Mrk_138: 126/P=191
	cs2___Mrk_139: 127/P=192
	cs2___Mrk_140: 128/P=193
	cs2___Mrk_141: 129/P=194
	cs2___Mrk_142: 130/P=195
	cs2___Mrk_143: 131/P=196
	cs2___Mrk_144: 132/C=Doctor's Notes
	cs2___Mrk_145: 133/P=4
	cs2___Mrk_146: 134/P=5
	cs2___Mrk_147: 135/P=6
	cs2___Mrk_148: 136/P=7
	cs2___Mrk_149: 137/P=8
	cs2___Mrk_150: 138/P=9
	cs2___Mrk_151: 139/P=16
	cs2___Mrk_152: 140/P=17
	cs2___Mrk_153: 141/P=18
	cs2___Mrk_154: 142/P=19
	cs2___Mrk_155: 143/P=20
	cs2___Mrk_156: 144/P=21
	cs2___Mrk_157: 145/P=22
	cs2___Mrk_158: 146/P=23
	cs2___Mrk_159: 147/P=24
	cs2___Mrk_160: 148/P=25
	cs2___Mrk_161: 149/P=26
	cs2___Mrk_162: 150/P=27
	cs2___Mrk_163: 151/P=28
	cs2___Mrk_164: 152/P=29
	cs2___Mrk_165: 153/P=30
	cs2___Mrk_166: 154/P=31
	cs2___Mrk_167: 155/P=32
	cs2___Mrk_168: 156/P=33
	cs2___Mrk_169: 157/P=34
	cs2___Mrk_170: 158/P=35
	cs2___Mrk_171: 159/P=36
	cs2___Mrk_172: 160/P=37
	cs2___Mrk_173: 161/P=38
	cs2___Mrk_174: 162/P=39
	cs2___Mrk_175: 163/P=40
	cs2___Mrk_176: 164/P=42
	cs2___Mrk_177: 165/P=43
	cs2___Mrk_178: 166/P=44
	cs2___Mrk_179: 167/P=45
	cs2___Mrk_180: 168/P=46
	cs2___Mrk_181: 169/P=47
	cs2___Mrk_182: 170/P=48
	cs2___Mrk_183: 171/P=49
	cs2___Mrk_184: 172/P=50
	cs2___Mrk_185: 173/P=51
	cs2___Mrk_186: 174/P=52
	cs2___Mrk_187: 175/P=53
	cs2___Mrk_188: 176/P=54
	cs2___Mrk_189: 177/P=55
	cs2___Mrk_190: 178/P=56
	cs2___Mrk_191: 179/P=57
	cs2___Mrk_192: 180/P=58
	cs2___Mrk_193: 181/P=60
	cs2___Mrk_194: 182/P=65
	cs2___Mrk_195: 183/P=66
	cs2___Mrk_196: 184/P=67
	cs2___Mrk_197: 185/P=68
	cs2___Mrk_198: 186/P=69
	cs2___Mrk_199: 187/P=70
	cs2___Mrk_200: 188/P=88
	cs2___Mrk_201: 189/C=Radiology/Diagnostics
	cs2___Mrk_202: 190/P=71
	cs2___Mrk_203: 191/P=72
	cs2___Mrk_204: 192/P=73
	cs2___Mrk_205: 193/P=74
	cs2___Mrk_206: 194/P=75
	cs2___Mrk_207: 195/P=76
	cs2___Mrk_208: 196/P=77
	cs2___Mrk_209: 197/P=79
	cs2___Mrk_210: 198/P=80
	cs2___Mrk_211: 199/P=81
	cs2___Mrk_212: 200/C=General/Med
	cs2___Mrk_213: 201/P=10
	cs2___Mrk_214: 202/P=11
	cs2___Mrk_215: 203/P=12
	cs2___Mrk_216: 204/P=13
	cs2___Mrk_217: 205/P=14
	cs2___Mrk_218: 206/P=15
	cs2___Mrk_219: 207/P=61
	cs2___Mrk_220: 208/P=62
	cs2___Mrk_221: 209/P=63


