ADJ118154

!

STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
WORKERS® COMPENSATION APPEAL S BOARD
STIPULATIONS WITH REQUEST FOR AWARD

Date of Injury 0172471994 to 12/06/2021

i

+

Case No.

MMDDIYYYY

562-78-440

2 7 -—*—
SSN (Numbeks Only)

Venue C

is based upon: {Completion of this section is required)

Caumy residence of employee {Labor Code section 5501.5(a)1) or {d).)

[ Jcounty
[Icounty
AHM

injury accurred {Laber Code section 5507 5(@)2) or {d).)
prancipal place of business of employee's attomey {Labor Code section 5501.5{a)X3) or {d).)

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

Applicant {Cpmpletion of this section is required)

GEORGE

First Name M

SOOHOO

Last Hame

18 SURFS. Y BLE

Address/PO Box {Please feave blank spaces between numbers, names or words)

NEWPORT COAST _ CA 92637
City | State Zip Code
Employer #1 information {Completion of this section is required)

D tnsured D Selfinsured [):(] Legally Uninsured D Uninsured

CDRCR, CALFORNIA INSTITUTION FOR MEN

Employer {{dme {Please icave blank spaces between numbers, names or words)

POBOX 128

Employer Stfeet Address/P0O Box {Please leave blank spaces between numbers, names or words)

CHINO _CA . 91708
City State Zip Code
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|¥mumm:e Catrier Information {if known and if applicable - include even if carrier is adjusted by claims administraior)

insarance Cashier Name {Please leave blank spaces between numbers, names or words)

+

Insurance Catkier Street Address/PO Bax (Please leave blank spaces between numbers, names or wards)

City
Claims Admigistrator Information {if known and if applicable} ‘}" '

SCIF STATE EMPLOYEES RIVERSIDE

Smte ZipCode

Mame (P’ieasé leave blank spaces between numbers, names or words)

PO BOX 65p05

Street Address/PC Box (Please leave blank spaces between numbess, names or words)

FRESNO

CA 93650

City

State  ZpCode

Employer #2 Information {Completion of this section is required}
["] insured [ ] settinsured [7] Legally Uninsured

Employer Name (Please feave biank spaces between numbers, names or words)

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

City

insurance fer Information
{if known andl if applicable - include even if carrier is adjusted by claims administrator)

State  Zip Code

nsurance Cagner Name {P%easa leave blank spaces between numbets, names of words}

‘Tnsurance Calrier Street Address/iP0 Dox (Dlease leave Dlank spaces belween numbers, Names of words)

~

DWC-WCAB anm 10214{a}-1 Page 2 {Rev 4/2014)
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IClaims Mmil#im information {if known and if applicable}

Name {Pleasd leave blank spaces between numbers, names or words}
Strest Addre: Box {Please leave blank spaces between numbers, names of words)
City State  Zip Code
Employer #3 {nformation {Completion of this section is required)
[] tnsured [ ] settinsured [] tegatty Uninsured ] uninsured
Empioyer N {Piease leave blank spaces between numbers, names or words)
Employer Address/PO Box {Please leave blank spaces between numbers, names or words)
City _. State  Zip Code
insurance Carrier Information
{if known an?! if applicable - include even if carrier is adjusted by claims administrator)
‘insurance Name {Please feave blank spaces between numbers, names or words)
insurance Street Address/PO Box {Please feave blank spaces between numbers, names or words)
City State Zip Code
Claims Admjnistrator Information {if known and if applicable)
Mame {Pleage leave blank spaces between numbers, names or words)
Street AddrdssAO Box {Please lsave blank spaces between numbers, names or words)
City State ap Code
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Employer #4 thformation {Completion of this section Is required)
] insured [ ] settinsured [] Legaty Uninsured

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

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

City " State Zip Code
insurance C information

{if known and Iif applicable - include even if camrier Is adjusted by claims administrator}

insurance Cafrier Name {Pfease leave blank spaces between numbers, names or words)

insurance jer Street Address/PO Box {Flease leave blank spaces betweon numbers, names or words)

City “Stse Zip Code
Claims Admihistrator Information {if known and if appiicable)}

Name {Pleask leave blank spaces between mumbers, names or words)

Street Addreks/PO Bex {Pieass leave blank spaces between numbers, names or words)

City Stae  Zip Code

The parties hpreto stipalate to the issuance of an Award and/or Order, based upon the following facts, and waive the

requirements of Labor Code section 5313:

, GEORGE

Employeqs First Name
SOOH!

Employeqs Last Name

birth date 11/28/1953
MMDDIYYYY

while emplgyed at CHINO

asaln) SUPERVISING DENTIST, CF

Occupation
‘ DWC-WCAH form 10214{a)-1 Page 4 (Rev 4/2014)
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D More mﬁ: 4 Companion Cases
[ Specitc njury _AI_
ADJ11813610 01/24/1994 12/06/2021
Case Number{ 1 mudative in Start Date; MMADDIYYYY) MMADDIYYYY
ase’ [ cur Injury ( Sg:aacmy mummmum%&afm; )
Body Part 1: 100 HEAD BodyPan2  120EAR BodyPat 3 330HAND
Body Part 4: | 420 BACK Other Body Parts: 440 HIPS; 801 - CIRCULATORY SYSTEM ; 842 NERVOUS SYSTEM
[] specific tnjury
ADJ14761989 01/012015 06/10/2021
Case Numbeg 2 Cumuiative Inj Start Date: MMODIYYYY) MMWDDYYYYY)
bl [x] cu my { stsm:"acm mmmmaum%éuwmy)
Body Part 1:| 100 HEAD Body Part 2: ‘IIQBRAIN Body Pan 3: 800 BODY 5YS
Body Part 4:| 841 STRESS Other Body Parts:
4} [ Specilic Injury
ADJ14761987 ' 06/11/2020 06/11/2021
Case Numbef 3 Cumulathe Injury art Date. MM/DDIYYYY)
bef [X] | i {#Swedﬁcmy use the start date as mmgzmy
Body Part 1:| 145 TEETH Body Pat 2. 810 DIGESTIVE Body Pan 3: 820 EXCRETORY
Body Part 4:| 842 PSYCH  Other Body Parts:  850: RESPIRATORY SYS
Specifc Injury
ADJ15069801 08/16/2021
Case Nu 4 Cumulative inj
ase Numbef [] cumulative injury (Start Date: MMVODIYYYY) ¢t as e S 020E, MMIDDIYYYY)
Body Part 1:| 420 BACK Body Part 2. 841 STRESS Body Part 3: 880 BODY SMS
Body Part 4| 999 UNCLASS Other Body Parts:

by the s} and their insurer(s) listed above and who sustained injury(ies) asising out of and in the cowrse of smployment to

: AGREE THAT ONLY THE FOLLOWING BODY PARTS ARE INDUSTRIAL
J11815610 ONLY: BODY PART 801- HIN, BODY PART 420 — BACK, BODY PART

{Please list all body pasdts injursd)

} DWC—WCAB&fmm 10214(a}-1 Page & (Rev 4/2014)
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| 2. The injury (?s) caused temporary disability for the pedod _ through

MWDDIYYYY
for which indemnity has been paidat § . per week. _l__
TW Y Indemnity Paid
2{a).The injuryfies) caused additional temporary disability for the perod
MMDDYYYY
through at the rate of $ - in the amount of §
MMIDDIYYYY Rate indemnity Paid
3. The injury(iés) caused permanent disability of 41 % for which indemaity is payable at § 290.00
indemnity Rate
perweekbeghning 07072002 = inthesumot $ _ 6032000 . iess credit for such payments
MMDDIYYYY
previously . D And a life pension of § per week thereafter.
© Life Pension
An informal fating [X Jhas / [ | has not (Select onejbeen previously issued in case nofs) ADJ14761987

5. Medicald

expenses and/or iens are payable bydefendmt as follows:

4 There @e; [_] is Not a need for medical treatment to cuse or relieve from the effects of said injury {ies).

D
RESERN

ANT TO PAY ADJUST OR LITIGATE LIENS OF RECORD WITH JURISDICTION
[ED BY THE WCAB. LIEN ADDENDUM TO BE INCORPORATED BY REFERENCE.

& Applicant's

attwmyrem afee of $ 9,048.00

E Fees to b commuted as follows:

FROM 1

'HE FAR END OF THE AWARD IF APPLICABLE

7. Liens Agaigist compensation are payable as follows:

NONE

‘ DWC-WCAB ?;m 10214 {a) -1 Page 6 (Rav 4/2014)
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8.Any accrued ciaims for Labor Code section 5814 penalties are inciuded in this setliement unless expressly excluded.

9 Cther stipulations:

A. CASE NUMBER 5 NOT LISTED IN PAGE 5: ADJ15510614 SPEC INJURY GN 12/06/2021
BODY PART NUMBER 1-300: UPPER EXT BODY PART NUMBER 2- 450: SHOULDERS
B. PARTIES AGREE THAT THIS STIPULATION RESOLVES ALL ISSUES

RE ING COMPENSATION OF MEDICAL TEMP DIS, TEMP PART DIS AND PERM
DiS QUGH THE DATE OF APPROVAL OF AWARD.

CCL HAS NOT LOST ANY TIME FROM WORK AND THEREFORE NOT
ELIGIBLE FOR THE 8JDB VOUCHER.

D. FORJADJADI11815610 APPLICANT AGREES TO DISMISS CLAIM FOR: EAR BODY
PART 120, HIPS BODY PART 440, NERVOUS SYSTEM BODY PART 842 AND HEAD
BODY PART 100 WITH PREJUDICE.

E. APPLICANT AGREES NO RETRO IDL OR TD IS DUE.

F. APPLHICANT AGREES TO DISMISS ADJ14761989 — 01/10/2015-06/10/2021 DOL,
ADJ14751987 — 06/11/2020-06/11/2021 DOL ADJ15069801 — 08/16/2021 DOI AND

+

pmed | OT-27-2023 §w"")k AL/M_,C( "‘f{"
MMWDDAYYYY ' i [ ( Applicant

Applicants ney or Authorized Representative:

E(j Law Fi ey D?@m Attomey Representative

NATALIA

First Mame

FOLEY

Last Name

13792552

Firm Number

WORKERS [DEFENDERS ANAHEIM

Law Firm

7518 CANYONRD, STE 157-455
Address/PO Hox {Please leave blank spaces between numbers, names or words)

ANAHEIM CA 92808

=7

City State = Z4p Code

s |72/ 207,
' MMDD/YYYY

’ DWC-WCAB ferm 10214{a)-1 Page 7 {Rev 4/2014}
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Defendant's

[X] Law Fi

MIKE

or Autherized Repremm
Attormey Dﬁw Attorney Representative

First Name

VOLLMER

Last Name

4956144

Firm Number

SCIF INSURED ANAHEIM

Law Firm Na;ﬁe

PO BOX 65

FRESNO

« {Please leave bank spaces between numbers, names ot words)

93650

City

(@)

Dated

B8/18/2023

AR

‘ ' Defense Altomey W

Defendant’s rsomey or Authorized Represemative:

[ Jiawr

omey D Non Attomney Representative

Fist Name

Last Name

Fum Number

Taw Firm N:

' AddressiPO F {Please leave blank spaces hetween numbers, names or words)

City

Dated

State  ZipCode

‘JF_

DWC-WCAB va 102144a)-1 Page 8 (Rev 4/2014)
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Defendant's ney or Authorized Representative:

DLawa

[Attorney D Non Aftorney Representative

First Name

Last Name

Fitm Numbet

Law Firm Name

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

City " State 7ip Code
Dated

- 'Y Defense Altomey Sigaature
interpreter Licence Number:

DWC-WCAB 'Frm 10214{a}-1 Page 9 (Rev 4/2014)
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101/3015:07/0672018 TO

DATE_ Q8/1 8/2023
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