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1 PROOF OF SERVICE

2 STATE OF CALIFORNIA, COUNTY OF SAN DIEGO

3 I am employed in the County of San Diego, State of Cálifornia. I am over the age of 18, and
not a party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE

4 500, San Diego. ÚA 92108.

5 On 0 , I served the foregoing doöüment on the case of Williamsj Kevin-v.
6 Walmart IñcdWCAB ase No. ADJ12524635; ADJ1252 18/Claim No. 8949558; .89495ð7

described as: WALKTHROUGH APPEARANCE: .SHEET; ORDER APPROVING
7. COMPROMISE AND RELEASE AND FULLY EXECUTED COMPROMISE AND

RELEASE.AGREEMENT on the interested parties in this action by placing the original or a true
8 copy thereof enclosed in a sealed envelope addressed as follows:

9 Christine Leonard
York Risk Services Group, Inc.

10 PO Box 14731
Lexington, KY 40512

11 Natalia Foley, Es .
12 Law Offices of Natalia Foley .

8306 Wilshire Blvd., Suite 115
13 Beverly Hills, CA 90211

14 I am "readily familiar" with the finn's practice of collection and processing correspondence
for mailing. Under that practice it.would be deposited with U.S. Postal Service on that same day

15 with postage thereon fully prepaid at San Diego, California in the ordinary course of business. I
am aware that on motion.of party served,:service is presumed invalid if postal cancellation date or

16 postage meter date is more than one day after date ofdeposit for mailing affidavit.
17 . .

I declare under penalty ofperjury under the laws of the State of California that the above is
18 true and correct

19 Executed on , at San Diego, CA

21 ANGELA SS
22

23

24

25

26

27

28
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STATE OF CALIFORNIA -
DTVISION OFjVORKERS' COkIPENSATI.ON .

�042 WORKERS' COMPENSATION APPEALS BOARD

WALK THROUGH APPEARANCE SHEET
. n r - ADJ l'E -T%V13s

Efiler: Yes No

APPEARANCES

Case set for hearing:.Yes* No__
Äpplicant. .Walk hrough doöument:

---- -- C&R ---- - - .äTIPMB.AWABD_.. ____......
5710 DEPOSITIOÑ ATÝDRNEY'S FEES
PETITION TO COMPEL ATTENDANCE AT

MEØlCAL EVALUATION/DEPO - .
. PETITION FOR STAY ORDER-PJ ONLY

Defendants. .

. APPLICANT . �042 OPRESENT CNOT PRESENT

APPLICANT REPRESENTED BY G ATTORNEY OHEARING REP.
DEFFNDANT REPRESENTED B e TTORNEY O HEARING REP.
OTHERSAPPEAPJNG - . Í lATTORNEY OHEARlNGREP.

INTERPRETER CERTIFICATION NO.

blSPOSlil0N: OTóc DORDER SUSPEND G ÅOTION ÒN C&Â/STlPS STlPS APPROVED .

ORDER(s)lCOMMENT( Ô L -

E3 Yl+E �042
PiEilTION APPROVED D 57j0 FEES O PETMON TO COMPEL ATTENDANCE AT MEDiCAL EVALUATION/DEPO

OPETITION FOR STAY ORDER

, 30 DAYS TO SUBMIT REQUESTED D00.. PETITION DjSAPPROVED . SET FOR STATUS CONF.

Date; Time: Judge: / 7 7 Locatl .

. DATE:

. . ORKERS COMPENSATIONJUDGE
NOTICE TO -. rsuant to P.ule 10500 you are designated to ser a sl use dcc rnent(s) on al ir terested parties in uding all
llen claimants.

FOR WCAB USE ONLY;
JUDGE ASSIGNED RECElVED

NOV 1 8 2019
. Dwd

- SAN BERNARDINO
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STATE OF CÀLIFORNIA

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

Case No(s).
4 o y l l o W I f(

cd v 1*m í ny 30

Applicant, San Bernardino District Office

vs. ORDER APPROVING
COMPROMISE AND RELEASE

V\C. i c e

Defendant(s).

The parties to the above-entitled action have filed a -Còmpromise and Release on in the amäunt of
S W oo . For the reasons set forth in the Compromise,and Release; incorporated. herein by reference, and
based upon review of the medical:reports and other relevant documents, which are hereby recei ed into..evidence, this judge now
finds that the settlemerit imiount is adequate is in the best interest of the parties, and should be approved.

The following provisions are applicable only if checked:
Eri)eath Benefits: The parties have considered the release of death benefits in reaching their agreement.
OCarter/Rodhers Finding: The parties have considered and included the release of claims for injuries in. vocational

rehabilitation in their settlement.
Injury AOE/COE is seriously in issue as to 12:all body parts alleged O the following body parts:

based on Æ[ dispute of.law and fact O statute of limitations
O medical opinions of D witness(es)
The järties liave considered and included the release of.uny Labor Code Section 132a claim(s) L.serious & willfu
rnisconduct tillegations (per Labor Code Section 4551and/or4553).
This ägreement includes settlement of any c;aim for a Supplemental Joli Displacement Benefit voucher.

THE COMPROMISE AND RELEASE IS ORDERED APPROVED.
AWARD IS MADE according to the terms of the Compromise and Release, with the following provisions:
15 Ättomey's fees per the Compromise & Release are orderedi

O paid in the amount of $ 215 to L:s o Îbs.wd /13 a la F,-le .
O paid S to and $ . to per fee agr.eement
C The amount of 5 is ordgedjvithheld fronphe settlement by defendant until resolution ór fee dispute between

0 applicant's current & former attorney(s) O applican prior attornej(s) O and further order of the court.
D All liens listed on the OAR as of this date have been resolved, per defendant's affidavir, withdrawn or dismissed by the judge.
E!There remain unresolved liens. O Any party/lien claimani'étay reqüest a conf. by filing a Declaration of.Readiness tò Proceed.
O Defentlant is ordered to comply with 8 CCR .10608(f) Without violating LC 4903.6(d). Specifically, noniphysician¯llen
claimants are not entitled·to·medical information about an injured worker without prior written approval of the appeals board
detailing what info is to be provitled and a finding that such'info is relevant to the proof of the matter for which.it is sought.
O ien-claimants are now a parties per Rule .10205(na)(5) & are required:tó appetïr at all future hearings per Rule 10770.l(e).
(_ ieiège no tiens of record in the Board's system as of this date. O Th lied òf the EDD has een resolve .

2fà ¡Q.0Ô �575aÖLi fc)½ 4t4

Dated at San .Bernardino California
O Filed and served by mail on all pärties òn th Offic ddiess Recordµ MYRLER. PETTY

otii:e (o: A rkers' Compensation
Y.ou are designated and onbed per Rule 10500 tö serve this/these . ministfative Law Judge
documents within five (5) days on all parties as shown on the Official
Address Record. Proof of syc. to be filed only qu ed by WCAB.

Date: j / By:
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. STATE OF:CALIFORNIA
DWC DISTRICT OFFICE

DOCUMENT COVER SHEET

!s this a new case? Yes No Companion Cases Exist Walkthrough Yes No

More than 15 Compan on Cases

1.1/18/2019 SSN:
Date:(MM/DD/YYYY)

Specific Injury

ADJ12524618 09/09/2018 !03/20/2019
Case Number 1 Cúmulative injury. (Start Date: MM/DDNYYY) (End Date: MM/DDNYYY)

(if Specific Injury, use the start date as the specific date or injury)

Body Part 1: Body Part 3::

Body Part 2: Body Part 4:

Other Body Parts:

Please:check unit to be filed on ( check only one boxl

ADJ DEU SIF UEF SAU ' JNT RSU

Companion Cases

Specific injury.

ADJ12524635. 10/01/2018 03/15/2019
Case Number 2 / Cumulative injury (start Date: MM/DDNYYY) (End Date: MM/DDNYYY)

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

Body Part 1: Body.Part 3:

Body Part 2: Body Part 4:

e
Other Body,Parts: .

DWC-CA form 10232;1 Rev. 11/2017- Page 1 of B
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..7 Specific Injury

UNASS16MED 01/22/2019
Case Number 3 Cumulative injury (Start Date: MM/DD/YYYY) ~ (End Date: MM/DDNYYY)

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

Body Part 1: 420 'Body Part 3:

BodyPad2: Body Pad4:

Other Body Parts:

. Specific Injury

Case Number4 Cumulative injury (Start Date: MM/DDNYYY) (End Date: MM/DONYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1:. Body Part 3:

.Body Part 2f Body Part 4:

Other Body Parts:

Specific injury

Case Number 5 Cumulathre injury (Start Date: MM/DDNYYY) (Gnd Datei MM/DDNYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1:: Body Part Si

Body Part 2: Body Part 4:

Other Body Partsf

DWC-CÁ form 10232.1 Rev. 11/2017- Page 2 Èf 8
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DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADJ

Document Type LEGAL DOCS

Document Title COMPROMISE AND RELEASE

Document Date. 11/13/2019
MM/DD/YYYY

Author TESTAN LAW SAN DIEGO

Office Use only

Received Date
MM/DD/YYYY

DWC-CA form 10232.2 Rev 11/2017 Page 1

0
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
COMPRÒMISE AND RELEASE

ADJ12524635
case Number 1 .. Case Number 4

ADJ12524618
Case Number 2 Case Number 6

O J | ). f 3 i )o 551-47-5680
Case. Number 3 - SSN (Numbers Only)

Venue Choice is based upo'n: (Completion of this section is required)

County of residence of employee (Labor Code section 5501.5(a)(1) oi·(d);)

County where injury occ·trred (Labor Code section 5501j5(a)(2) or (d)e)

County of principal place of business of employee's attomey (Labor Code section 5501.5(a)(3) or (d).)

Select 3 Letter Office Code For PlaceNenue öf Hearing (From Document Cover Sheet)

Employee(Completion of this section is required)

KEVIN
First Name Ml

RECE!VED
WILLIAMS
Last Name NOV18 2019

2070 AVENIDA HACIENDA SAN BERNARDINO
Address/PO Box (Please leave blank spaces between numbers, names or words)

CHINO HILLS CA. 51709
Citv' - State· 2ip Code

Employer information (Coriipletion of this section is required)

Irisured Self-Maured flegally Uninsured Uninsured

WALMART INC. '
Employer Name (Please leaye blank spaces between numbers, names or words)

6750 KIMBALL AVE
Employer Street Address/PQ Box (Please legve blank spaces between numbers, narnes or words)

CHINÓ CA 9D08
City State Zip Code

WC-CA form 10214 (c) (Rev. 11/2008) (Page 'j of 9) �042
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Applicant's Attorney or Authorized Representative:

Law Firm/Attorney ] Non Attomey Representative

NATALIA
First Name

FOLEY
Last Name

Law Mrm Number

LAW OFFICES OF NATALIA FOLEY
Law.Firm Name

8018 E SANTA ANA CYN RD STE 100-215
Address/PO Box (Please leave blank späces between numbers:names orwords)

ANAHEIM CA 92808
City State Zip Code

Defendant's Attorney or Authorized Repre'sentatives
Law Firm/Attorney Non Attamey Representative

DANIEL
RrstName

HAWKES
Last Name

4970955
Law Firm Number

TESTANLAW
Law Firm Name

7676 HAZARD CENTER DR STE 500
Address/PG Box (Please leave blank spaces between numoers, names orwards)

SAN DIEGO .CA 92108
City State Zip Code

Insurance Carrier Informati'on (if known and if.applicable - include even if carrier is adjusted by cialms ádministrator)

ACE Al'vlERICAN INSURANCE CO.
Insurance Carrier Name (Pleasp leave blank spaces between numbers, names or words).

o (¼ I y ? 3 [
Insurance Carrier $treet Address/PÖ Box (Please leave blank spaces between numbers, narnes or words)

Lan y Yom
City Stats Zip Code

DWC-cA form 10214 (c) (Rev. 11/2008) (Page 2 of 9)
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Claims Administrator Information (if known and if applicable)

YORK RISK;SERVICES GROUP, INC.
Name (Please leave blank spaces between numbersinames or words) -

PO BOX 14731
Street Address/PO Box (Please leave blank spaces.between numbers, names or words)

LEXINGTON , KY 40512
City State Zip Code

IT IS CLAIMED THAT:

1. The injured employee, bom 02/17/1964- , alleges that while employed as a(n)
(DA|k OF BIR I H: MM/DD/YYYY)

, sustained injury
(OcCUPATION AT.THE TlME OF INJURY)

arising out of and in the course of employment at the locations and during the dates listed below:

(State wNh specificity the date(s) of injury(ies) and.what part(s) of body, conditions or systems are being settled.)
ADJ12524635 Specific injury

Case Number 1 , Cumulative injury (Start Date: MM/DD/YYYY) (End pate; MM/DD/YYYY).
(If5pecific Injury, use the start date as the specific date ofinjury)

Body Part 1 Body Part 2: Body Part 3:

Body Part 4: . Other Body Parts .

The injury occurred at O
(Strect Address/PO Box - Please leave blank spaces between numbers, narnes or words)

City State Zip Code
Body parts, coriditions and systems may not be_Incorporated by reference to medical reports,

DWC-CA form 10214 (c) (Rev. 11/2008) (Page 3 of 9) .

L
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Specific Injury

ÄDÉ2524618 Ø�041/öf 2C/È Ö371C/20/ 4
Case Number 2 Cumu!ative Irijury (Start Date: MM/DDlVYYY) (End Date: MM/DDNYYY)

(lfSpecific injury,useïhéstartääteääthespädficdateafinjury)

Body Part 1: Body Part 2: Body Part 3: 2-0

Body Part 4: _ _ . Other Body Parts: ___

.. Jo1 Sü $+ 3The injury occurred at
(Street Address/PO Box - Please leave blank spaces between numberstnames or.words)

City 1 State Zip Code
Bod�570parts, conditions and systems may hot beincorporated by reference to medical reports.

) J') . Specific Injury

CháSG<�040k-é/ Q//2.¶Êó
Case Number 3 Cumujätive Injury (Start Date: MM/DDNYYY) (End Date; MM/DDNYYY)

(if5péèlficInjury, use the startdate as the spedficdate ofinjury)

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

Body Part 4: . Other Body Parts;.

The injury occurred at -
(Street Address/Po Box - Please leave blank spaces between numbers, names or words)

.Cit State Zip Code

Body parts, con11tions and systems may not be incorporated by reference to medical reports.

Specific injury

Case Number 4 Cumulative injury (Start.Date::MM/DDNYYY) End Date: MM/DDNYYY)
( Specific injury, use thestartdate as the spec tic date ofinjury)

BodyPani: BodyPan2: BodyPan3:

Body Part 4: .Other BodyParts

The injury occürred at
(Street Address/PO Box - Please leave blank spaces between nümbersi riernes or words)

City ' State 2ip Code

Body parts, conifitions and systerrts mav not be incorporated by reference to medical reports.
OWc-cÁ form 102¼ (c) (Rev, 11/2 ,08) (Page 4.of 9)
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Specific Injury

Case Number 5 Curnulative injury. (start Date: MM/DDNWY): (End Date: MM/DDNYYY) -
lif5pëcific injury, use the start date as thespecific date ofinjury)·

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

Body Part 4: Other Body Parts; .

The injury occurred at .
(street Address/PO Box - Please leave blank spaces between numbers; names orwords)

City State Zip Code
Body parts, conditions and systems may not be incorporated by reference to medical reports.

2. Upon approval of this.compromiseeagreerrient by the Workers' Compensation Appeals Boärd or a workers' compensation
administrative law judge and payment in accordance with the provisions hereofithe employee releases and forever
discharges the above-named employer(s) and insurance carrier(s) from all claims and causes of action, whether now knowh
or ascertained or which may hereafter arise or develop as a result of the above-referenced injury(ies), including any and all
liability of the.ëmployer(s) arid the insurance çarrier(s) and each of them to the dependents, heirs, executors,
representatives, administrators or assigns of the employee. Execution of this form has no effect on claims that are not within
the scope of the workers' conpensation law or claims that are not subject to the exclusivity provisions of the workers'
compensation law, unless otherwise expressly stated,
3. This agreement is limited to settlement of.the body parts, conditions, or systems and for the dates of injury set forth in
Paragraph No. 1 and further explained in Paragraph No. 9 despite any language to the contrary elsewhere in this document or
any addendum.
4. Unless otherwise express(y stated, approval of this agreement RELEASES ANY AND ALL CLAIMS OF APPLICANT'S
DEPENDENTS TO DEATH e3ENEFITS RELATING TO THE INJURY OR INJURIES COVERED BY THIS COMPROMISE
AGREEMENT. The parties have considered the release of these benefits in arriving at the sum in Paragraph 7. Any addendum
duplicating this language pursuant to Sumner.v WCAB (1983) 48 CCC 369 is unnecessary and shaH not be attached.

5. Unless otherwise expressty ordered by the Workers' Compensation Appeals Board or a workers' compensation
administrative law judge, approval of this agreement does not release any claim applicant rnay have for vocational
rehabilitation benefits or supolemental job displacement benefits.

6. The parties represent that the following facts are true: (If facts are disputed, state what each party contends under
Paragraph No..9.)

EARNINGS AT TIME OF INJURY $

TEMPORARY DISABILITY !NDEMNIT/ PAlÖ Weekly Rate $

Period(s) Paid
(Start Date: MM/DDlYYYY) (End Date: MM/DD/YYYY)

PERMANENT DISABILITY.lNDEMNITY PAID Weekly Rate $ O.

Period(s) Paid End date
(Start Date(MM/DDlYYYY) (End Date: MM/DD/YYYY)

TOTAL MEDICAL BILLS PAID $ Total Unpaid Medical Expense to be Paid By:

Unless otherwise specified berein the emplover will pay no medical expenses Incurred after approval of this agreement.

DiMC-CA form 10214 (c) (Rev. 11/2008) (Page 5 of 9)
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7. The parties agree to setúe the above claim(s) on account of the injury(les) by the payrnent:of thë SUM OF

GOòy
Settlement Amount

The following amounts are to be deducted from the settlement amount:

$ _ for perrnanent disability advances through

$. for temporary disability indemnity overpayment, if any.

$ payable.to

$ payable to

$ . päyable to

p ble to�042 a

reqùested as applicant's éttorriey¥ fee.

LEAVING A BALANCE OF $ , äfter deducting the arnoùnts set forth above and less
further permanent disabilit)· advances made after the date set forth above. {nterest under Labor Code section 5800 is
included if.the surns set forh.herein are paid within 30.days after the.date of approval of this agreement.

8. Liens not mentioned in Pnragraph No.7 are to be disposed of as follows (Attach an addendum ifnecessary):

De k.da×1 .0 pay ,.,13-+, , or e se- rts-en «rt

VR ½cÌ |\MS of Kcorzl (Ar i CC-ef Óàk ^y ßtM s<q)toyl· oy

sp-sa rurr* Iw4 s s+ nspsh,q
0Ê -}h. oppkcqd,

}\-G,1 ekpv s ¼k ctnad rE S$0r'''.

WC-CA form 10214 (c) (Rei, 11/2008) (Page 6 of 9)
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9.'The parties wish to settle these matters.to avoid the costs, hazards and delay¯s öf furthär litigatiön, ånd agree that a
serious dispute exists as to the following.issues (inillal only those that apply). ONLY ISSUES INITIALED BY THE APPLICANT I
OR HIS/HER REPRESENTATIVE AND.DEFENDANTS;OR THEIR REPRESENTATIVES ARE INCLUDED WITHIN THIS
SETTLEMENT.

Aoplicant Defendant

earnings

temporary disability

jurisdiction

apportionment

emplóyment

injury AGE/COE

sericus and willful misconduct

dischmination (Labör Cods §132a)

statete of limitations

futulä medical treatment

othe' ih.CCI(Cu ïrc/ccuf· of (NoCÍúÅ Ê¥/%RJ

pern anent disability

self-procured medical treatment, except as provided in Paragraph 7

voc lonal rehabiptatiim benefits/supplemental job displacement benefits

COMMENTS

f)a v h (w ¼b purpsc Á b «ppW d
s I. fe r ad iklewrl u^rmi rf Þ¡ u ^^«A

ci O 7r Å CA C)( C as e a detm] i f5 �540ele hw V\c,hu 4

Any accrued claims for La ior Code sectio;i 5814 penalties are included in this settlement unle�541sexpressly excluded.

10. It is agree by áll parties hereto that the filing of this document is the filing of an application, and that the workers'
compénsation á~dministratiÿe lawJtidge may in its discretion set the matter for hearing as a regular application, reserving to the
parties the right to put in isst e any of the facts admitted herein and that if hearing is held with this document used as an
application, the defendants sliall have available tö them all defenses that were available as of the date of filing of this
document/and liiat tlwNtorÑrs' cornpónsétiorì admihistratiVe law judge may therèafter either approve this Compromise and
Release or.disapprovò it anc' issue Findings and Award after hearing hasßeen held and the matter regularly submitted for
decision.

wc-cA form 10214 (c) (Rev. 11/2008) Page 7 of 9)
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11. WARNING TO EiVIPLOYÈË: SETTLÉMEI?T OF YOUR WORKERS' COMPENSATION CLAIM BY COMPROMISE AND
RELEASE MAY AFFECT OTHER BENEFITS YOU. ARE RECEIVING TONilCH YOU BECOME ENTITLED TO RECEIVE INI
THE FUTURE FROM SOURCES OTHER.THAN WORKERS' COMPENSATION, INCLUDING BUT NOT LIMITED TO
SOCIAL SECURITY, MEDIGARE AND LONG-TERM DISABILITY BENEFITS.

THE APPLICANT'S (EMPLOYEE's) SIGNATURE MUST BE ATTESTED TO BY TWO DISINTERESTED.PERSONS
OR ACKNOWLEDGED BEF.ORE A NOTARY PUBLIC

By signing this agreement, applicant (employee) acknowledges that he/she has read and understands this agreement and
has had any questions he/she may.have had about th s agreement answered to his/her satisfaction

Witness the signature hereof this ay of N a

(Date) p t

Witness 2 (Data)

Interpreter (Date) Attomey for Defendant (Dat )

Attomey for Defendant :(Date)

Attorney for Defendant (Date)

Attomey for Defendant (Date)

WC-CA form 10214 (c) (Rev,11/2008) (Page 8 of 9)
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ACKNOWLEDGMENT

State of California
County óf )

On before me,
(insert name and title of the officer)

personally appeared ,
who proved to me on the basis of satisfactory evidence to be the person(s) whose narné(s) is/are
subscribed to the within instrument and acknowledged to me that he/she/they executed the same in
his/her/their authorized capacity(ies), and that by his/her/their signature(s) on the instrument the
person(s), or the entity upon behalf ofwhich the person(s) acted, executed the instrument.

I certify under PENALTY OF PERJURY under the laws of the State of Californiä that the foregoing
paragraph is true and correct.

WITNESS my.hend and official seal.

Signatüre (Seal)

DWC-cA form 10214 (c) (Rev. 11/2008) (Page 9 of 9)
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Williams, Kevin v. Walmart Inc.
WCAB CASE NO. ADJ12524635; ADJ12524618

ADDENDUM TO COMPROMISE AND RELEASE

12. ADDITIONAL SETTLEMENT PROVISíðNS

Applicant warrants and represe-nts, and the patties stiþulate, that Âpþlicant didnot sustáin any compensable injury as
a result..of Applicant's emplöyment by defendant other. than the 211eged injuries listed in this Compromise and
Release, and that as a result of said alleged injuries Applicant did not sustain injury to any body part system or
condition not listed in this Compromise and Release.

Defendant shall be responsible for only unpaid medical expense incurred through the date ofApplicant's execution
ofthis Compromise and Release and only as specified in paragraph 8. Applicant shall be responsible for all medical
expense incurred aftér the date of Applicant's execution ofthis Comproniise and Release.

Applicant warrants and represents that Applicant is:not elié,ible for Social Security or Medicare benefits, has not
applied for Social Security benefits, and does not intend to apply for Social Security benefits at any.time within the
next 30 months.

It is not the intention of Defendant to shift liability for future medical treatment to the Federal Government. The
parties have considered the interests of Medicare; Applicant accepts full and sole liability for dealing with and
satisfying any future claims by Medicare out.of the proceeds of this settlement. Neither Applicant's Attomey nor
Defendant will have any obligation to respond to or reimburse Medicare for any benefit deemed received by
Applicant.

All permanent disability advances, including any not listed in paragraph 7, are to be deducted from the settlement
amount..

Any and all claims a�041idpetitions alleging violãtion ofLabor Code section 132a and/or 4553 by .defendant employer
are herewith dismissed with prejudice. The parties stipulate that defendant employer has.not violated Labor Code
sections 132a or 4553.

This settlement includes all claims for interest pursuant to Labor Code section.5800, penalties pursuant to Labor
Code sections 4650 and 5814, Attorney's fees .pursuant to Labor Code sections ·4607 and 5814.5, and costs,
attorney's fees and sanctions pursuant,to Labor Code seëtion 5813, froiii the:date(s) of injury herein through the 30
day after service of ti7e Order Approving Compromise and Release.

Provided that the defendant employer'inaintains a medical provide network, the following is hereby stipulated to by
the applicant: The defendant has complied with all statutes and regulations regarding the medical provider network;
the défendant has had at all times since the date(s) of injury the right to medicál provider network control; the
defendant provided all required medical provider network notices to the applicant on a timely basis; and, the
applicant received all required medical provider network notices on a timely basis.

The defendánt dispì4ès áll medical bills and lien claims relating to treatment provided by any person or entity not
within the medical provider network.. The defendant reserves the right to litigate the issue of reasonableness and
necessity of all cosis, treatment, and services procured outside the medical provider networki and the defendant
expressly reserves to itself all statutory and regulatory defenses, whether expressly or implicitly set forth in the
Labor Code and all applicable regulatory sections.

DATED:
ijfWillian BPL'íCA

DATEDi
Natalia F y
ATTORNEY FOYAPPLICANT $

ATB000025



RE: Employee: Kevin.Williams
i Employer:: Walmart Inc.
Claim Number: 8949558; 8949567
Date of Injury: 10/01/2018 - 03/15/2019; 09/09/2018 - 03/20/2019

AFFIDÀVIT ÓYTVÃIVER OF QNIE PROCESS

1, Keyin Williams, was advised in writing on that I havö the right tó disagree with my
primary treating physician's findings and conclusions, and be:afforded the opportunity to
request a comprehensive medical evaluafion from a physician selectéd fröm a janel of
Qualified Medical Evaluator's assigned by: the Division of Worker's Compensation
Medical Unit

I have-read-the-report-by-my-Meating-physicimrr-dated-5-and_.agme with the_doctor,
history;-exan·rination-and-description-of-my-condifien. I choose .to settle my case base&-
upeá4he-fmdiiïgs ùf and not exercise my.right to a qualified.mediöal evaluatiön, from a
physician selected from a panel

E ployee nature Date

RECEIVED

NOV 18 2019
DWC

SAN BERNARDINO
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STATE OF CALIFORNIÄ
WO1U�522RS'COMPENSATION APPEALS BOARD

Case No.

Applicant, AFFIDAVIT OFÍ)EFENDANT '
RE: 'RESOLUTION OF LIENS

�042v.

t- Ínc) Ce Mem ca y3

Defendants.

I, i e I ct is 5 , am the attorney or representative

for defendant te ,eø t w I Mu m Vm , in the above-entitled raatter.

I have made the followiùg good fäith efforts to resolve each of the liens in this case.

List LL lien claims below, use slipplemehtal pajies as necessary. __ _ ..

LlEN CLAIMANT NATURE &DATE RESULT
OF LIEN RESOLUTIONEFFORTS

I

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

was executed at San Diego California on. I I / / f

PECElVED

NOV18 2019
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SMe of Califoniii .

. 1)rimr/itmenin de lle
DIVISION OF WORK ER S ('OMPHNNNr[()N 131VISlah I//mtfyp/MgláNÁl- TilA/M1AOOk

ORKERK' l'OMYVNNN1'inN l').MM yù)Gf |DW(' Ø 1%Tl111)i4 Hiu. fiMi').tEANH)PAllA liN(N)MPICNSAciòNJ)st
TIM llA .]A1)()/t (l>wt 1)

Employée: CompMe the "Employec" vedon umt give ilm fonn to
your employer. Keep a copy and umrk h ¶mploye¼ Nmporai-y
Receipt" pnlil you receiw Jhe signe$l apd duled copy hum your qm
ployä ¼11 may din the Di¼sio». of Workers' Conipenm&i 21
heòr racórdèd h1forìïmliuti n! (fiOO) 7364@L An expkmation of work .
ers' compenatioh beefils is inehukd as the cover shcel of this fohu.

You Abbidd adso häv w¶eived a pamplúci fnim yoïrr cuijdoyer de-
scribing workers' compensalkm benefits and the procedùres to ohWn
them.

Kmplendo: t'ompivir la wrriûn "lónplendf y <.giqiu. la ha a w
empfondor, Quhlexe ruir hi rnpla umijuuuhr "Recibt, Temporal del
Einplendit" hasta <pr I (d. recit»i la rapinJirtuadayPelsuda de su eti>pleador.
I id. ¡mede flanuir a la ()ivishiït de ('ompenvariónal Trattajudor al (8f)f)) 73ri.
7.fi)/ para vir infonattrión lymyukt Kn la hoja cubierra de esta
liwnia esta la ratblihitiún de ins heïïeficios de rwnptwku:iún til trabjudar.

I id. tennhión delsería hnher revihida ile su nupli�042adortru R>lleio describit sûjo los
benlïrins de vurnpensurión al trahqindor lesionado y los procedimieñtos para
obtenerlos.

Employec-complete t s . crion and see note above Empleado-connplete esta seteión y note lä a otaciótt arriba.

L Núno:Nornbre. . Totiny s h1c. Fecha le Iky.

2. Horï1o Address. Dirección I esidencial Ó
3. City. Citidad. . . .. r S ale.. Estado 7.,i o Foxta

4. Dalc ofhijury. Fecha de ta lesión (accidente) e

5. Address asid descâption of wher i ja ha ed. Direcciónllugardónde occitrió el accidein yd

Q)&()
�042 Describe iniury and van áf body affected.neser hava tes an parte a cue / oé da ress and stra n due to repet e

mävement over period oftime %dÓ
. Social Sëcurity Humber. Nårnern de Segisto Soctúl defÈ do.

8, Signuturc äl'cïnployce. Firmà del enipleado.

Employ r-complete this section and see notehemw. Etnp t#or oinplete eäta keëc ny note la notación abajo,

p.m.

....-.. H riuo mr..m:;

9. Name ofeniployer. Wonil2re del empleador.
10. Address. Dirección. . .. .'

. 1 1. Date employer first knew of in)m·y. Fecha en que el empleadorsupoporpn=Imera vez de la les'lón o accidente

12. Date clairn form was provided to empkyee, Fecha en que se.le enïregó al·empleädo la lbetición.

13. Date às11ployet �523ceivedcìïúm form. Fecha en que el empleùclo daalvið la petición al empleador.

¼ Name unéaddress öS insurance carrier or udjusl ing agency[Nonnbre31dilecciÖ de la dompañía de séÑuras o agencia.adnièrstradora de segw as.

IL Insurance Policy Number:El odmero de la pólizadeSëguro, '.

16. Signature of ertiplayer representative. Firma dihepri(rentimte del empleador. .
. .37; Title. Títuio: -- -.... .. 18. Telephon'ä. I'el fon .

Éniployci4 Yöinite Nytsired to ddle this ihrm aïld pniviáe.cop Elliplendor: Sáreqqiùe n Udphr ütaf na umoüa 1
your Water or cl uims admisóstrator små w Ihe länphiyee, dependen påñía de seyt roi, adunistimudarde reciatnos, o dependiemelretuvsentdntede rec
or representalive who fikd liëchúm whlün one working duy of mas Yni empleado ¿pie hayan prüentadáeska lwitclón desti�042odel piùm de un daa
receiptof|he form front theemployee fgi d deeliminuentòdëhabèssidorecíl>lda^taformádetemp|ëado.

$1òNiNG THis FORNi is NÖ�040kN hDMISSIÓNbFl.JAÚ|LITY EL }41&fAR È�540TAFØRMA NO SKIN[l Cet AúMISìÖN hkgòPóNsålllWDAÖ

Q umpoyeæpyic;,µ, Jej amtw u pyn cúpy oåint Amtka *"*

7/1/04 Rev. . .
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Swe of Calironti
Depmiment of IñduÃlriaÌ ÍNiWions . . listadr> deäll, a
DIVISION OF WORKMRS' COMIMNMTR)N . . Ik/N'rtamentu de Retar otws /nclustriales

I)IYlSl(JN l)li rûkil ICNSWfûy j
WORÑERS' GM1PENMTION CIAIM IOföl (Im/(' n PK11110N />Isl. t½¡¡�042tyggj pA gy

illAllAMI)()H (DWC ij
Employec: Coinpihe the "Employer" section aM dw %.
your employer. Keep it copy aml umrk if ¶mploy s nmpm p r a .w
Reeëipt" untii you recchy the sìµued»ndRed copy kom ym. PI" desixinidu "Recibo TempiWal del
ph>yer. You nms ädi lhe ñivisioli or \yor|ar.v räupensi H d h istmior thl.rerlinilaiñiriùlirannikty In:ltruiu de nemtaleüdor.
hear tecorded infämluion úl (800) 736?)$L. An ekpúwlinwnf w "utlwawlón al 1ruliaj<ularat (8(|t); 734.
crd compensnilon bene fils is hlcludál as the vowr shem of 1% (m Pd a l'Ir it!I !»ii Ión Kraruela. lùr la ti,,ja ,.®ierta de esta·

lùrtna esta hi e tpiirittiàn de los inslïcios det rutnpenwi·ión al traídadûr.
You should álsö had ceived a p únplilet l'rom ybw äpyä g.
scribing workers coinpennatiän Mnci\h nuïl the proceduns to ob%n . W tennidén d<&tia hakr verilddu ili sti änpleador tiu lbileto describietido los
them, benpans de nmtperuuelón af truhajador le.dunado y los procedinsientos para

obtenerlos.

En o e-compMe th s.section and see note abo e Err ¡ï[èado-complete e.sta sección y note la notación ar 71a.

l . Niúnæ Nornbre. r Todaf s Du c. Ferlus dé (loy.

2. Home Mdress: Dire ción R6sidencl11 i V
3. City. Citulad. .. .. Sía(c. Skido. Zip C4//go Posta O

4, ljule of injury Fechade la lesión(accident Time of uur Hurt ueur*ñii p.m.

.1· Ad and descripuan of w cre hijiïrydutppened. Direcciónlingar d nde occi ó el accidente

6. Describe injury and part of body affecìcd. l)escrlha kr lesión y parte del cuerpo afectada S11esu e o 1 ostile work environment

1, Social Security Number. Número de Seguro Social do.

8. Sigi1ature of ernployee. Finna del empleado. . .. p.,. -

Employer-comph:tc this section und.see note.below, Empleador-complete esta s'ección y note la notación abajo.

9. Name of employete Nombre del empleador.

10. Addrest Ofrección.

1 L Date employer filst knew of injury. Fecha en que el empleador supo porprimèra úèz de la lesión à accidente

12. Datë claim1orm was provided to etuployee. Fecha en que·se le eüti·ègó al empleado la pulclón; .

í3. Date empIòÿer hicciVed claim form. Fècha en qqcel emp[eado devolyió la jiëticlón äl enïpleàdor, --

¼ Naïne und uddress of isisärance currier or udjusting agency. Nininin·é y dirección de la^compatifa è separwöpget ëia adminstradrwa de se ras

�042 1 S. Inkräncé Poi icy Numhet.$numero de là lióti¤ÜI SeAM

16. Signalute óf ciúployer representativà Firmci dei rejdesemante del ëmpleûdo) -- - -
18 Telephont Tel foho17. Title..Título.

Employer: Yoù are jújulmd Io datu this forïn m i prpøle copic o Ediphtador Se r
your insurer or.claiins adminWralonjnd to 15 employee, e emb pan a de muros, I do esta p n d r p nn
or representative who lifed the claim within onc grkWir day of tuosy h/4nfl leado que luWn inY
receipt of the fortn from the en$loyce.. gjl£ desde el inomento d hah r s do red

SIGNïNÖ THl$ ÈORM 1S NO�570AN ADMiSSfo�570DELÙÑSl[lT lit;FlpflAR liS'ik FØRMA NO SíGNINèA AúMis/DN ÑRESPONSAR

Ö empoyeW>Åíá,ptæruplüks Ü %$>µ mpù c la i ibniit

7/1/04 Rev. .

9/24/2019 ATB000029



Success Page 1 of 1

Submission of this eform through EA.MS constitutes service upon any internal DWC unit.

Batch ID: 31759735 Date: 09/09/2019 01:38:04 PM

OK

https://eamsdm.dwc.ca.gov/eamseforms/submit_data 9/9/2019
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STATE OF CALIFORNIA
DWC DISTRICT OFFICE

E-COVER SHEET
REQUIRED FIELDS SHOWN BY "*"

is this a new Case?* Yes (a) No (^) Locat on [ÖÝÏ
Companion Cases Exist Ü Walk Thru Yes (^) No (i)
More than 15 Companion Cases °

Date: ( MM/DD/YYYY) 09/09/2019

Case Number:* SSN(Numbers Only) 551475680

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

_�54172ö72ö:ié¯¯¯¯¯]

(å)Cumu ative njury Ã1T M (ENHERäiüüöd�570ViF

Body Part 1 : 4ZÖ BÃ IN Body Part 2 : |450 SHOULDERS - SCA

Body Part 3 : ÖÖÜPÍ5ËR M �570É Body Part 4 : 200 NECK

Other Body Parts : �540Ö0Ö�570VÉli�540X�570RÉMIL_____-.______.._..._.._.___..._...___.

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

(s) ADJ C) DEU C) SIF (~) UEF (-) SAU C) INT C) RSU

Companion Cases

Case 1:
C)Specific Injury (If Specific Injury, use the start date as the specific date of injury)

Body Part 1 Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts : .

Case 2:

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

C)Cumulative injury - ---g-gg-g-
|
1

(END DATE: MM/DDNYYY)

Body Pad1 : Body Pa t2:

Body Part 3 : Body Part 4 :

Other Body Parts :

9/24/2019 ATB000031



STATE OF CALIFORNIA
DMSION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

Case Number AmendedApplication |¯¯]

SSN 551475880

*Venue Choice is based upon:

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

)County where injury occurred (Labor Code section 5501.5(a)(2) or (d).)

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

* Enter the zipcode for the venue choice designated above, and then tab to -1
Hearing Location Field and choose the corresponding Hearing Location Code 92807 J AHM

Injured Worker

F rst Name* KEV N

Ml

Last Name* WILLIAMS

Street Address 1 /PO Box* 2070 AVENIDA HACIENDA

Street Address 2 /PO Box

International Address a

City* CH NO H LLS

State* CA

Zip Code* (Numbers On y) 91709

9/24/2019 ATB000032



Applicant (If other than injured employee)

(~)lnsurance Carrier Cï Employer C) Lien C aimant

L_Name

Street Address 1 /PO Box

Street Address 2 /PO Box
I
1

City

State

Zip Code (Numbers Only)

Employer Information

Cinsured c; Seif-insured () Legaily uninsured e uninsured

Nammp yer WAL-MART ASSOCIATES INC

Employer Street Address/PO Box* 702 SW8TH STREET

City* BENTONVILLE

State* AR

Zip Code* (Numbers Only) 72716

9/24/2019 ATB000033



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

Insurance
Carrier Name

Street Address/PO Box

State

Z p Code (Numbers On y)

Claims Administrator Information (if known and if applicable)

Name

Street Address/PO Box

C ty

State

Zip Code (Numbers Only)

9/24/2019 ATB000034



IT IS CLAIMED THAT :
1. The injured worker born* |ÖÈ7Ïi7f�541�540Ä (Date of birth : MM/DD/YYYY)

, wh e employed as a(n) (INEÖÖÑÜÏÑÖÖ�540�540�540Ö
suffered a: ( Choose only one ) (Occupation at the time of injury)

Ospecific injury on (DATE OF INJURY: MM/DD/YYYY)

(î) cumulative trauma injury which began on

Í09/09 and ended on 03/20/2019
(START DATE MM/DDNYYY) (END DATE: MM/DDNYYY)

The njury occured at*|6150 KlMBALL AVE
(Street Address/PO Box - Please leave blank spaces between numbers, names or words)

C HINO 91708
(City)* (State)* (Zip Code) "

(State which parts of the body were injured)

Body Part 1 : 420 BACK - INCLUDING BACK Body Part 2 : 450 SHOULDERS - SCAPULA AND

Body Part 3 : (300 UPPER EXTREMITIES - NO Body Part 4 200 NECK

Other Body Parts : 500 LOWER EXTREMITIES - NOT SPECIFIED
2.The injury occurred as follows!
( Explain What The Worker Was Doing At The Time Of Injury And How The Injury Occured )

Field size limited to 325 characters
STRESS AND STRAIN DUE TO REPETlTIVE MOVEMENT OVER PERIOD OF TIME AND DUE
TO LIFTING HEAVY BOXES, INJURED LOWER BACK, NECK, SHOULDERS, LOWER
EXTREM1TIES, REPORTED TO THE SUPERVISOR, SENT TO INDUSTRIAL CLINIC

3. Actual earnings at the time of injury
Rate of Pay $ OMonth y Oweek y OHourly

C)Monthly
State value of Ups, meals, lodging or other advantages regularly
received $ Oweekly

OHourly
Number of hours worked per week.

4. The injury caused disability as follows

Last day off work due to injury :
(MM/DD/YYYY)

F rst Period of Disab ity: Start date End date
(MM/DD/YYYY) (MM/DDNYYY)

Second Period of D sab ity: 5ÏÑZa d d
(MM/DD/YYYY) (MM/DD/YYYY)

9/24/2019 ATB000035



5. Compensation

Compensation was paid : O Yes @No

Total paid:

Weekly rate(s):

Date of fast payment:
1

(MM/DD/YYYY)

& Has the worker received any unemployment insurance benefits and/or any unemployment
compensation disability benefits (state disability) since the date of injunf?
O Yes ®No

7. Medical treatment
Medical treatment was received : O Yes ONo

All treatment was furnished by the Employer or Insurance Carrier : O Yes ONo

Date of last treatment

Other treatment was provided/paid by: (MM/DD/YYYY)
(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDlCAL CARE)

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

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

Name of Doctor/Hosp tal/C in c 1. --
Field size limited to 80 characters

Name of Doctor/Hospital/Clinic2.
Field size limited to 80 characters

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

Case Number 2

Case Number 3

Case Number 4
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9. This application is filed because of a disagreement regarding liability for

p] Temporary disability indemnity y Permanent disability indemnity

Reimbursement for medical expense Rehabilitation

2] Medical treatment GSupplemental Job Displacement/Return to Work

Compensation at proper rate

Other (Specify) ALL OTHER BEVEFITS

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

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

Law Firm or Company Name(If Applicable)
NATALIA FOLEY BEVERLY HILLS

Law F m Number (if App cable) 649

Attorney/Rep F rst Name NATALIA

Attorney/Rep MI
�042

Attorney/Rep Last Name FOLEY

Street Address/PO Box 8306 WILSHIRE BLVD STE 115

City BEVERLY HILLS

State CA

Z p Code (Numbers On y) 90211

Applicant Attorney / Representative S NATALIA FOLEY
Signature

App icant Signature

Dated at BEVERLY HILLS , Cal fornia Date /

city (MM/DD/YYYY)
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Success Page 1 of 1

Submission of this eform through EAMS constitutes service upon any internal DWC unit.

Batch 1D: 31760014 Date: 09/09/2019 02:01:13 PM

OK

https://eamsdm.dwc.ca.gov/eamseforms/submit_data 9/9/2019
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STATE OF CALIFORNIA
DWC DISTRICT OFFICE

E-COVER SHEET
REQUIRED FIELDS SHOWN BY "*"

Is this a new Case?* Yes @ No () Location: ÜN
Companion Cases Exist [_Ì Walk Thru Yes C) No @
More than 15 Companion Cases j-]

Date: ( MM/DD/YYYY) 09/09/2019

Case Number:* SSN(Numbers only) 551475680

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

10/01/2018 (03/15/2018
®Cumu ative injury (START DATE: MM/DDNYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : ÑER Ol S SYSTE Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :

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

@ ADJ C) DEU O SlF C) UEF C) SAU C) NT C) RSU

Companion Cases

Case 1:
( ')Specific Injury (If SPecific Injury, use the start date as the specific date of injury)

OCumu ative njury

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :

Case2: L________...._.__________.__._
C)Specific Injury (if Specific Injury, use the start date as the specific date of injury)

| OCumulative injury --

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
APPUCATION FOR ADJUDICATION OF CLAIM

Case Number · ; AmendedApplication C¯]

SSN ¡551475680

*Venue Choice is based upon:

C)County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)

(') County where injury occurred (Labor Code section 5501.5(a)(2) or (d).)

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

* Enter the zipcode for the venue choice designated above, and then tab to 92807 ÃÑI�570Í
Hearing Location Field and choose the corresponding Hearing Location Code ----- -----

Injured Worker

First Name* KEVIN

MI

Last Name* WILLIAMS

Street Address 1 /PO Box* 2070 AVENIDA HACIENDA

StÅetÀddress 2 /PO Box

International Address

State* CA

Zip Code* (Numbers Only) 91709
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Applicant (If other than injured employee)

C)lnsurance Carrier C) Employer C) Lien Claimant

Name

Street Address 1 /PO Box

Street Address 2 /PO Box

City

State

Zip Code (Numbers Only)

Employer Information

C)lnsured C) Self-Insured C) Legally Uninsured @ Uninsured

Employer WAL-MART ASSOCIATES INCName

Employer Street Address/PO Box* 702 SW 8TH STREET

|City* BENTONVILLE

State* AR

Zip Code* (Numbers Only) 72716

9/24/2019 ATB000041



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

Insurance
Carrier Name ___

S eet Address/PO Box

I

City

State

Zip Code (Numbers Only)

Claims Administrator Information (if known and if applicable)

Name r

I

Street Address/PO Box

City

Sáe

Zip Code (Numbers Only)

I
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IT IS CLAIMED THAT :
f. The injured worker born* Z IZÃ�576ÖÄ¯¯ (̄Date of birth : MM/DDNYYY)

, whi e employed as a(n) fEÖÖÑD PROCE�540SOR
suffered a: ( Choose only one ) (Occupation at the time of injury)

)Specific injury on (DATE OF INJURY MM/DDNYYY)

(i) cumulative trauma injury which began on

10/01/2018 and ended on 03/15/2018
(START DATE: MM/DDNYYY) (END DATE: MM/DDNYYY)

The injury occured at*|6150 KIMBALL AVE
(Street Address/PO Box - Please leave blank spaces between numbers, names or words)

CHINO 91708
(City)* (State) * (Zip Code) *

(State which parts of the body were injured)

Body Part 1 : 841 NERVOUS SYSTEM - STRE Body Part 2 : Í

Body Part 3 : Body Part 4 :

Other Body Parts
2.The injury occurred-ääföllöiã�541f¯¯¯¯~ --¯¯
( Explain What The Worker Was Doing At The Time Of Injury And How The Injury Occured )

Field size limited to 325 characters
STRESS DUE TO HOSTILE WORK ENV RONMENT RACIAL AND SEXUAL HARASSMENT

3. Actual earnings at the time of injury
Rate of Pay $ [________ __ C)Month y ()Weekly )Hourly

State value of tips, meals, lodging or other advantages regularly C)Monthly
received $ )Week y

Hourlyber of hours worked per week.

4. The injury caused disability as follows

Last day off work due to injury :
(MM/DDNYYY)

Frst Period of Disab ity: �540ÍÄriÊÀte nd date
(MM/DDNYYY) (MM/DDNYYY)

Second Period of D sabi ty: art te
(MM/DDNYYY) (MM/DONYYY)

9/24/2019 ATB000043



5. Compensation
Compensation was paid : ( ) Yes (à) No

eek y rate(s):

Date oÑast payment
(MM/DD/YYYY)

6. Has the worker received any unemployment insurance benefits and/or any unemployment
compensation disability benefits (state disability) since the date of injury?
C) Yes (å)No

7. Medical treatment
Medical treatment was received : O Yes ONo

All treatment was furnished by the Employer or insurance Carrier : O Yes C)No

Date of last treatment

Other treatment was provided/paid by: (MM/DD/YYYY)
(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDICAL CARE)

Did Medi-Cal pay for any health care related to this claim ?: O Yes ONo

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

Name of Doctor/Hosp ta /Clin c 1. -
Field size limited to 80 characters

Name of Doctor/Hospital/Clinic 2.
Field size limited to 80 characters

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

Case Number 1

Case Number 3

Case Number 4

9/24/2019 ATB000044



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

] Temporary disability indemnity y Permanent disability indemnity

2) Reimbursement for medical expense [_]Rehabilitation

Medical treatment 2)Supplemental Job Displacement/Return to Work

Compensation at proper rate

Other (Specify) |ALL OT_HER BENEF TS _ __ _______

1s the Applicant Represented?: (a)Yes C)No if "No", applicant is to sign and date below.

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

Law Firm or Company Name(if App cable)
NATALIA FOLEY BEVERLY HILLS

w F N er (If Appi cable) 11964930

Attorney/Rep First Name NATALIA

Attorney/Rep MI

Attorney/Rep Last Name FOLEY

Street Address/PO Box 8306 W LSHIRE BLVD STE 115

City BEVERLY HILLS

State CA
l___

Z p Code (Numbers Only) 90211

Applicant Attorney / Representative S NATALIA FOLEY
Signature

Applicant S gnature

Dated at BEVERLY HILLS , Ca iforn a Date 09/09/2019

City (MM/DD/YYYY)
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ikpwnerdoftwm:nialRelem
wilof OdelÔ omprassin'

FEE DISCI ONUlm gl¼TEMut

U .wu cho�523cto he repiv5eived h3 an anumey, µmr anornen un win 6 gmy g, gg..benclhL The f
u1H be approved by the ¼ w heri (:onípemalan Apped Iw¢d wn eun.,;demunn vi ven m.the:% re-.;pon
assumed by ihe nuorney:12) eare exeiened in wpirsentink you; D) lime mvolved anA (Q res&s uwn

AUómèy's fees normaHy mñge n om 9% 10 IS% of the·búnelIls :nvarded.

There ale cèrtiün círcuñù1añees where your empbyer (of his her msour) mW be DM1/mfv voiir énorticyv fees
for entmple, il the employer disputes a permanem di<iabiluy evahmuon obtained when yon Me y ep
an afforney yòur employer may be Hable for any miomey On ym incur beemne Mike dispme.

If at any time you no longer wish to'be reprennted by the òlawnéy. ya may WHkhaw fmm repreiemation by
notihing 1he aHomey. If30u whbdraw from represenimíon.1he fee amoum Jbond by a wonl:erd compensation
judge to be the fair value of any work the anomey'did in your cøse wiD be deducted frorn your award,

Your case is being GÍcd at the Divisich of Workers' Compensation m the ibHowing locadon:

Anaheim - AHM

The emploveè has been advised of thááistrict offiée !if which his or heccase plH be filed and that he or
she may be required to attend conferences or hearings at this location at his or her own expense,

A n htformation and Assistance Officèr may be able to answeryourijucstions tottrerning youraeorkers'
compensatioh·benefks at no charge to you. The GQiàer may he able to resolveyourproblems wühatu the needfor
litigallön.

1

Caif this toll-fí·ee ïnemben i 80 6-7402

. 9/8/2019
Employee's Sigmiture e

£mployee's Name

1 hereby dechre under pena ty ofperjury (h 1 am the attomey repre eñiing the abounañied employee; or ain an
attomey licensed by the State Bar of lifoinia r ady mployed by the firinly1vhigh the employee wdl be
representéd. and have advised the em lóyee oftheir rights as set. fbrih above and in Labor Coïfe.sech.on 4906(e)
añd (g)(;l)

9/8/2019
Attorney's Signiiiure . . Date

.Attorney's name .

Addrëss . ..

Phone No. ( . ) �042

of0A lOA4Q
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APPl.lCATION VI¢RIFICATION

I, the undersigned, say that I ani the Applicant in this action.

I have read the foregoing Application fbr Adjudication in regard to my

worker conipeñsation case, and i verify that I know the contents thereof, and that

the saine fs true of my own knowledge, except as to the naatters which are therein

stated upon my information or beließ and as to those matters that I believe to be

true.

I declare under penalty ofperjury that the foregoing is true and correct.

9/8/2019
Date: ......

Si ned b Applicant

1
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State of California
Depadmehl of In&ïàrial Rela1ións . /?stacia de C(illforialtf
DIVISlON OF WORKlTRS COMPRNSATK)N . /)rtwrtunénio de Relariones /udustria/a

IllVISil)N 1)KP()MPl?NSACIÓN.AL TRAf)AJAly()lc
WONKENS' COMPENSATlON PIn\lMlm|Mt fliWi* I

TITION 1)Rl. I àlPlzl?tflit) PA fte13); (2)ÿpqquy
TilAllAjhl)(JiqQ)çy(;jj

Employein Complete the "Emphme" wiiois ami gi* 31 .
your einployer. Keep a. ropy el hyk it al.;mpiogg n . " "Unplendo" y enirrøv la fbr/ha a m
R«cipt" sli| you roccive lhe siguc<\ gmd.shnes\ ¢opy flän "ÜÍ" desixHudù "Recibo Tempuruì del
ploypr. You m l y eä|| ihe l )ivision uf Wosew coniµ.n3 Idradù 1%Imyw lJd.nyltruht rijp|<t firnuadit y ]èclutdu ele w è�042tnpleadm-,
hear róëntded in fonuali ou ut t8(l0) 7b6-74�042,y, fn&dunkn· a in Weni diminntuinación al'i'raludwfur at (H()()) 736.
cif compensa|ion pene lì18 it included M the mver .4ev nf ú s P"T" 'Nf E!!I 'HucIún !Frænda. lin la hoja radalerto <te <>na

i r nu esha la c tplicatiàn civ ins betwlicius de> Pinnprindrión al tralijador.
You sholikl also.have decived á piuiiplilet háü you er
scàhing worken' compemalïou heùdits mW the procedures o h n . W. innunyn delirría 14dn r ruihidei de su Hü(drú<lorun JMieto descrihii üdo Jo.s
|hem. [1t') fit 505 År coluptylsuri i sti fralyijtylor it sittilUdû y lux protet}intient S para

nhtencrhis.

Employec-.complete th section and sco note o e Emplèado-Nimplett esta sección y note la notación ar 71a.

1. Nuñic. Wonibre .. Å _Today 3 Dale. Ferba de lloy. . . .. . . .

3. Homò Address Die ción Residenci I . fy__

3. City. Ciudad. e, Estado Zip Cálido Postal

4. Dute of lujury. Fecha d¥lólesión (accidente) Thu 3 < ne nesrió. n.m. p.m.

5, hd d desc1 p6on of wh injuïyhnj>pened Direccióntingar dónde nccio-ió i I a cidènte. d

u Describe injwy and part of body affected. Describa la evión y parte del cuerpo afece da.SJmsLdue to hostile work enviromnei

7. Social Secur||y Number. Número de SeguroSocial . ,n 11 ado.

8. S i giälure of emplayee. Finita del empleado.

Étuployer-complete this section and see note below, Empleador-complete esta dección y note la smiación abajo.

9. Name of employer. Nombre del etnpleddor:

10. Address. /)lrección. .

11.. Date employer ihst 1àiew of injury. Fecha en que el empleador sùpo länr.f>ritinera vez de la lesìôn o <iccidente

3 2. Date dúim fotm was:próviàed to employee. Fecha en <pie se le enträgó al empleado lapetición.

13. Dme employersucei ved clahn form. Pet:lta en ilue el etnpleadö de olvió la ¡Jeticiðis al emjsleador

14.. .Ntúnëund uddress of iiisurasicEcarrier or adjusling agency, Ñoùd rèy dirección dë Ia compajifa de seg ru o agen iä ddminstradora de seguros

15. Inëvrancò Pol icy NumhetAl número de la pöliza le Seguro. -
16. Signature öf eniployèr representuive, Firnia dül )·ef>reúnianle del eiity)letidoh
17. Title; fliulo. . " . : , . �042 ' Telepliose Teléfo o . ...

Employer: Yoù use requimd to dùlc úús foém undprovïde cöpics IÈtnplètidor Se yt eïl?i d i
your insurer or cí!shns adminísvalonínd io I.he.cnìploy,depe eM ' paÄfa ¿NWW(ras dmininra n d a
or represenf.aiive who filed. the claim.Wilhih olïdworte day of . nios y di empledd 14 ffuMH P
receipt of theJornr from thc employce. u d d .

SIÓNING THIS FORM JS NÖYAN ADÍÝllSSIOÑ GP 1 t FinkiA Sp RSABillDAD

(hnphyeniopyläpinyieiúnpiedar D FwÜ®@ ®yl Npi ni 1 e n teti niks

7/1/04 Rev.
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Depwmrui o(\ñdnMrial Relations
DiviSION OF W()RKERS' ( T)MPláSNrl(iN lyls

WOR)�522hK'COMPYKNÀTlON l'1.hül yo)nitnWl' )) .· ps;�040gygògyng,pyppy.;jpg p 3
TilA IMjA130ft (I) C j

lùüployee: Compkie the %nployw" wiiop s øve Ác foñn in ònplendo: (',n e riù "I p d 7 6 Ama a m
yòur eniyhiycr. kup a copy.el ïn2 i| "l%p|opà TempnYnÜy empinidor. Quálex ran la enpla desinnada "Recibu 7entporal del

.Receipi miníll yme aveelyc.ihv siged suíd dmed ropy l¼n yourtm u
ploycr. You utly call the I)ivision of Woikrs (umpaisiWon and
hen Wònfed information al (800) 7WM0L An exphni:ition of work
crd compenmil ion bene|iwis ine|uded as the cover shecroî |his form. 74()] para mr infomutrion grmyukt. En la hoja cubierta de esta

funna esta kreridicatiän de los liew:licios de cohtinwsui:ión at trabjudor.
Ydu should ußu haw receiwd a p;imphiùl fròiii pur dmphiyer G.

riHug workeri compensation berients imd the procedûres to obinin W &ain¥n drhería halser reril idtrde su etupleador inn födelo d scribiendo los
henfirins de compenunión al tralxïjudor lesionado y los promlimielttos (>ara
ahtenerlos.

Eniplöyce-comp|cte t s tion and see note abovo Emplead complete esta sección y note la notación årrihts.

l. Name. Nombré . . Today s D e. Ikha e llo .

1 Home Address..Dirección Pesidencial. . Ô
3. Chy, Ciudad. . -. ¯ ) f r S ute. Estado. _ 7 V o Patu

4. Dale of lujurj. Fecha de la lesión (accidente e y p.m.

5. Address und descriplion of where inimy hap ed Direcci nilugiu dóñue occi ióel accident

6. Describe injury and parhöf body affeõied; Descr /ta la lesión par e d i t:uerpo. crada trCSS all d StTH D UC tO ICpe Ve

ináveitient overperiod oftime %dÓL þ .
7. Social Security Number. Número de Segm'o Social delE do. -
R Signanfre ofemplüyee. Eirma del etupleado.

Empioyer-complete4his section .aüd see notebelow. Emp ÊIor ·omplete estä ec scy nôte la notación abajo

9: Name of employer, Noin/3re ds/ empleador.

. 10. Address.. Dirección.

H . Date employer Erst knew.of inj l»ry. Fecha en tyre el enipleadorsupopórprimerte vez de la lesión o accidente.

12. Dale claim form was provided to emph1yeò, Netha eli què ;se le entrègó al emplëddo la petitión. �042 �042 �042

13. Date emp1òýcr hicei ved daim form. 17echa en tyte el einpleadaïtevobló]a petición itl empleador.
J 4. Name and àddreú�541öf inúutance ciurièr or udjusting agehcy. Ñombrej dirección de 2d èotirpailía de seküroro age la admihstradora de segums.

15. lnsurance Policy Number. IfI número de la pólixà de.Ségwo.

16. Sigñature ofemployer represenfal iveJirma del representante ciel ëtnpléador.

17.. Tille. T/tido.. . . . . :... .... ... Is, Teléphomi Tél forto ... �042 --

Emyloýæ You are required ürdMhis fann und.firoviii cúpici io Emplendor½ Se retrüüïpm !!d ) e esWP Bé prmé<nQas a su anu
your h1turerordaimÀadininisiintorarlalo1he employce,depmàn paMadeseg@ns,ada aistradordereclønhwad pendiemelrepresèntantnieryl
or representalive who (Éd |he dahh within one norking dn�040o( >ïlo y al empleúdo'cline imjaïrpresëinädo.èsia petición deútro ïlti ylds de un dia
receipt of the funn from Iha employee. : . julbff desdéel momenïo de !!aber kido ri�042üihidalajWnia dèi ?mikælo.

·sIGNTNG THIS FoRM Is NÖT ^N ADMìkSlüN OF LlÁl31LVTY El !?)RMAlk ESTA FORÓlA ÑO gicNiylCA At yfSìCN DE RÊSPONS

G rup¼yn>øyicopiaàs»p¼ U 1 ph>yæ myyt copla det tunpint w hÜn iAù a lirr'de laechtúwy ^ 0 % nms

7/1/04 Rev
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VENUE AUTHORIZATION

I HEREäY AUTHORIZE MY WORKE145' CóMPENSÄTION CASE(S) FOR

. INJURY(IES) DATED . . TO BE

FILED AT THE . AHM WORKERS

COMPENSATION APPEALS BOARD

9/8/2019
DATED:

APPLICANT

APPUÖAf4T'S ATTORNEY

ATB000050



DECLARATION PllRSlJAN'I"FOLAIM)RCOhE Skc:1ION 4906(

Fursuant to Labor Code Section 4906(g), I declare urider penalty of perjury that I have

not violated $ection 139.3 and I have not offered, delivered, received, or accepted (my rebate,

refund, commisäion, preference, patronage dividendi discouì1t, är other consideration,

wheëer in-the form of moneÿ or othetwüe, as compei3sation or inducement for any referred

examination ör evaluation.

Dated: 9/8/2019

X
gnature

Dated: 9/8/2019

Before signing this foNn,'you.should bÁ aware that! "Any person who makeä or causes to be

made any knowinNy falso or fraudulent material statement or repretentation for the purpose

of obtaining or denying workert compensation benefits or payments is guilty.of a felon?."

9/24/2019
ATB000051



E-Filer: NATALIA FOLEY, ESQ
UAN . NATALIA FOLEY BEVERLY HILLS

' . EAMS.# 11964930
Addren LAW OFFICES OF NATALIA FOLEY

8306 WILSHIRE BLVD STE 115, BEVERLY HILLS CA 90211
Tel 310 707 8098; Fax 310 626 9632; Email: nfbleylaw@gmail.com

PROOF OF SERVICE

Sktte OfCalifornia
Couniy ofLos Angeles

I am employed in the county of Los Angeles, State of California.
I am over the age of 18 years and not a party to the within action·, my business address is:

8306 WILSHIRE BLVD STE I 15
BEVERLY HILLS CA 90211

I am readily familiar with the firm's business practice of processing correspondence for mailing. In the
ordinary course of business, the correspondence would be deposited with the United States Postal Service
on that same day with postage thereon fully prepaid at my business address above. I am aware that on
motion of the party served, service is presumed invalid if postal cancellation date or postage meter date is
more than one day after the date of deposit for mailing as listed.

On 9/9/2019 I served the foregoing documents described as:

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

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

WCAB (AHM) KEVIN WILLI AMS
1065 N PAClFIC CENTER DR 2070 AVEN1DA HAClENDA
STE 170 CHINO HILLS CA 91709
ANAHEIM CA 92806 .

WAL-MART ASSOCIATES INC WAL-MART ASSOCIATES INC
6150 KIMBALL AVE 702 SW 8TH STREET
CHINO, CA 91708 BENTONVILLE AR 72716-0135

I declare under penalty of perjury under the laws of the State of California that the foregoing is true and
correct.
Executed on: 9/9/2019 at Los Angeles, CA

By IRIN LEES,
Legal As tant to Attorney
Natalia Foley, Esq

9/24/2019 ATB000052



9/9/2019 DIVISION OF WOR KERS' COMPENSATION

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF APPLICATION

DATE OF SERVICE:09/lO/2Ol9

WCAB CASE NBR:ADJ12324618

DATE OF CLAIMED INJURY:09/09/201803/20/2019

EMPLOYEE:KEVIN WILLIAMS

EMPLOYER:WAL-MART ASSOCIATESINC

INSURER:

COMMENT(S)/REMARK(S):

ANAPPLICATION FOR Al).lUDICATION OF CLAIMHAS BEEN117LED WITH 7HE WORKERS
COMPENSATIONAPPEALS BOARJ) FOR THEABOVE CLAIMED INJURY PLEASE REFERENCE
THE ABOVE WCA B JD NUMBER ONALL CORRESPONDENCE TO 7HE WCAB.
7EISNOTICE CONSTITU7'ESA CONFORMED COPY OF THE APPLICA'110N.
DA7'E APPLlCATION F7LED: 09/09/2019

TVC04

file:///C:/Use rs/Life/Downloads/DWCADJWC04 - 2019-09-09T223133,657,html 1/1
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, DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF APPLICATION

DATE OF SERVICE: 09/10/2019

EAMS CASE NBR(s): ADJ12524635

DATE OF CLAIMED INJURY: 10/01/2018

EMPLOYEE: KEVIN WILLIAMS

EMPLOYER: WAL-MART ASSOCIATES INC

INSURER:

VENUE: AHM-ADJ, 1065 N. PACIFICENTER DRIVE, #170, ANAHElM, CA,
92806-2131

COMMENT(S)/REMARK(S):

AN APPLICATION FOR ADJUDICATION OF CLAIM HAS BEEN FILED WITH THE WORKERS
COMPENSATION APPEALS BOARD FOR THE ABOVE CLAIMED INJURY. PLEASE REFERENCE
THE ABOVE EAMS CASE NUMBER ON ALL CORRESPONDENCE TO THE WCAB.
THIS NOTICE CONSTITUTES A CONFORMED COPY OF THE APPLICATION.
DATE APPLICATION FILED: 09/09/2019

NOTICE TO PARTIES: Disability Accommodation is available upon request. Individuals with a disability requiring a
reasonable accommodation (such as auxiliary aid or service or a modification of policies or procedures) to ensure effective
communication and access to the programs of the Division of Workers' Compensation, should contact the Disability
Accommodation Coordinator at the local District Office of the DWC, or the Statewide Disability Accommodation
Coordinator at 1-866-681-1459 (toll free) or through the California Relay Service, by dialing 711 or 1-800-735-2929
(TTY) or 1-800-855-3000 (TTY-Spanish).

Accommodations can include reasonable modifications of procedures or the provision of auxiliary aids or services
including, but not limited to, assistive listening devices (ALD), Computer-Aided Realtime Translation (CART), sign language
interpreters, documents in alternative formats, magnifiers, and audio cassette recordings. Accommodation requests
should be made as soon as possible and at least five (5) days before the hearing, especially for requests for an
ALD, a sign language interpreter, or CART.

WC04
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& 2 AHM-ADJ
1065 N. PACIFICENTER DRIVE
#170
ANAHEIM CA 92806-2131

WAL-MART ASSOCIATES INC
702 SW 8TH STREET
BENTONVILLE AR 72716

09/24/2019 ATB000055



STATE OF CALIFORNIA
DWC DISTRICT OFFICE

E-COVER SHEET

Companion Cases ExistG Location*: CTL
More than 15 Companlon Cases D Walk ThnJ Yes O No @

Date: ( MM/DD/YYYY) 10/11/2019

Case Number*: ADJ12524618 SSN(Numbers Only)

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

OCumulative injury (START DATE: MM/DDNYYY)* (END DATE: MM/DD/YYYY)

Body Part 1 : .Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :

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

@ ADJ .O DEU O SIF C) UEF O .SAU O INT RSU

Companion Cases

Case 1:

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

OCumulative injury (START DATE: MM/DDN.YYY) .(END DATE; MM/pDNYYY)

Body Part 1 Body Part 2:

Body Part 3 : Body Part 4 :

Other Body Parts :

Case 2:
OSpecific Injury (if Specific Injury, use the start date as the specific date of injury)

OCumulative Injury (START DATE: MM/DDNYYY) (END DATE: MM/DDNYYY)

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :

ATB000056



STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION.APPEALS BOARD
ANSWER TO APPLICATION FOR ADJUDICATION OF CLAIM

Case Number: ADJ12524618

(Choose önly òne)

Da specific injury on
(MM/DDNYYY)

a cumulative trauma injury which began on 09/09/2018
(START DATE: MM/DD/YYYY)

and ended on 03/20/2019
(END DATE: MM/DD/YYYY)

Name(s) of Answering Party(ies) WALMART ASSOCIATES INC
(Please leave blank spaces between names, numbers or words)

Injured Worker
First Name* KEVIN

MI

Last Name* WILLIAMS

Employer Information
(ä)lnsured OSeir-Insured OLegajly Uninsured OUninsured

Ernployer Name WALMART INC

Emplóyer Street Address/PO.Böx 6750 KIMBALL AVE

City CHINO

State CA

Zip Code (Numbers Only) 91708

Insurance Carrier Information (if applicable - include even if carrier is adjusted by claims administratör)

a ernceame ACE AMERICAN INSURANCE CO

insurance Carrier Street Addr/PO Böx PO BOX 14731

City LEXINGTON

State in

Zip Code (Numbers Only) 40512

ATB000057



Claims Administrator Information (if applicable)

Claims Admin Name YORK EL DORADO HILLS.

Claims Admin Str.Addr/PO Box PO BOX 14731

City LEXINGTON

State KY

Zip Code (Numbers Only) 40512

ANSWERING DEFENDANTS deny the allegations of the application as indicated below with süch
explanations as expressly set forth and admit all other material allegations.
DENIALS
(Mark X If allegation is denisd) EXPLAIN BELOW

OEmployment

Field size limited.to 129 charactërs

Occupation

Field size limited to 129 characters

Injury NATURE.AND EXTENT

Field size limited to 85 characters
(IF DENlAL IS BASED ON DATE OR PART OF BODY INJURED, EXPLAIN FULLY)

Insurance Coverage -

Field size limited to 84 characters
(STATE IF EMPLOYER HAS BEEN NOTIFIED TO APPEAR AND DEFEND)

ATB000058



X Liability for self-procured
treatmerit

Field size limited to 129 characters

Liability for future medical
treatment

Field size limited to 129 characters

Medical Legal Costs

Field size limited to 129 charaöters

× Earnings ACCORDING TO PROOF

Field size limited to 129 characters

X Periods of Disability MARCH 15 2019

Field size limited to 84 characters

(GIVE LAST DAY WORKED AND CORRECT DATE OF RETURN TO WORK)..

Rehabilitation

Field size limited to 129 characters

Supplemental Job
displacernent / return to
work - -

Fiëld size limited to 129 characters

X Permanent disability APPORTIONMENT

Field size limited to 126 characters
(IF APPORTIONMENT is cLAIMED, SO.sTATE)
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IT IS FURTHER ALLEGED
1i Defendants have paid disability indemnity in the total amount of $ 0

at the rate of $ 466.67

a.week beginning ] | ithrough
MM/DDNYYY MM/DD/YYYY

plus

2 Affirmative defenses and other matters : (Field size limited to 44·8 characters)

ALL DEFENSES UNDER.THE LABOR CODE, INSURANCE CODE, CIVIL CODE AND CODE
OF CIVIL PROCEDURE'S, POST-TERMINATION NOTICE OF INJURY.

The Answer to this Ápplication is being filed on behalf of ( Please check one only )
() Employer (a)lnsurance Óarrier (~) Both

Defendant(s) do(es) not waive the right to raise additional issues in accordance with the provisions
of laviand the Rules of Practice and Procedure if other issues develop.

Dated: 10/11/2019
Date (MM/DDNYYY)

S DAMIEL HAWKES Phone Number 6195439960
Siyïature

Firm Name. TESTAN LAW SAN DIEGO

Address/PO Box 7676 HAZARD CENTER DRIVE SUITE 500

City SAN DIEGO

State CA

Zip Code (Numbers Only) 92108:
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RE: Williams, Kevin * Walmart Inc..
1 WCAB CASE NO.: ADJ12524635; ADJ12524618

2

3 VERIFICATION

4 State ofCalifornia, County ofSan Diego -- ss,

5 I, the undersigned say:

6 I am one of the attorneys for the Petitioner in the above entitled action. I have read the

7 Answer to Application for Adjudication of Claim and know the contents thereof; and I certify

8 that the same is true of my knówledge, except as to thöse matters which are therein stated upon

9 my informätion and belief, and as tö those matters I believe tò be true.

10 .I declare under penalty ofperjury under the law of the State of California that the

11 foregöing is true and correct. Executed on Octöber 11, 2019 at San Diego, California.

12

15 Daniel Hawkes
16 Attorney for Defendants

17

18

19

20

21

22

23

24

25

26

27

28
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1 TESTAN LAW SÄN DIEGO
4970955

2 6195439960
angelolimpin@atblaw.net

3
PROOF OF SERVICE

STATE OF CALIFORNIA, COUNTY OF SAN DIEGO
5

I am employed in the County of San Diego, State ofCalifornia. I am over.the age of 18, and
6 not a party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE
7 500, San Diego, CA 92108.

8 On October 11, 2019, I served the foregoing document(s) orrthe case of Williams, Kevin v.
Walmart InclWCAB Case No. ADJ12524635; ADJ12524618/Claim Nö. 8949558; 8949567

9 described as

10 Answer to Application for Adjudicatiön ofClaim

11 on the interested parties in this action .by placing the original or a true copy thereof enclosed in a
sealed envelope addressed as follows:

12 [X] BY ELECTRONIC TRANSMISSION I transmitted a PDF version of this :document by
13 electronic mail to the WCAB through EAMS.

14 Workers' Compensation Appeals Board
1065 N Pacificenter DR STE 170 & 200

15 Anaheim, CA 92806

16 Christine Leonard
York Risk Services .Group, Inc.

17 PO Box 14731
Lexington,:KY 40512

18 Law Offices ofNatalia Foley
19. 8306 Wilshire BLVD STE 115

Beverly Hills, CA 90211
20

I am."readily familiar" with the firm's practice of collection and processing correspondence
21 for mailing. Under that practice it would.be deposited with U.S. Pöstal Service on that same day

with pòstage thereon fully prepaid at San:Diego, California in the órdinary course of business. I
22 am aware. that on motion of party served, service is presumed invalid if postal cancellation date or
23 postage meter date is more than one day after date of deposit for mailing affidavit.

24 I declare under penälty ofperjury imder.the láws of the State of California that the abovejis
25 true and correct.

26 Executed on Øctober 11, 2019, at San Diego, CA.

27

28 8

- 1
I
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Attachment Page 1 of 1

||

Document Type*: ---select--- V
Document Title*: ---select--- v[
Document Date: (MM/DD/ÝÝÝY)
Authop

File Upload*: L Browse...
Attachment

Uølöaded Documents
Document Type Document Title File Name

LEGAL DOCS 10770.6 VERIFICATION C:\fakepath\Williams VERI_001.pdf Delete
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Done
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Submission of this eform through EAMS constitutes service upon any intemalDWC unit.
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STATE OF CALIFORNIA
DWC DISTRICT OFFICE

E-COVER SHEET

Companion Cases Exist O Location*: CTL
More than 15 Companion Cases D Walk Thru Yes () No ®

Date: ( MM/DDNYYY) 10/11/2019

Case Number*: ADJ12524635 SSN(Numbers Only)

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

QCufnulative Iñjury (START DATEi MM/DDNYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : Body Part:2:

Body Part 3 Body Part 4

Other Body Parts :

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

® ÄDJ O DEU O SIF 0 UEF :O SAU Q INT () RSU

Companion Cases

Case 1f

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

Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE:.MM/DDNYYY)

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4

Other Body Parts :

Case 2:
OSpecific injury. (If:Specific Injuryj use the start date as the specific date of injury)

OCumuiative injury (START DATE: MM/DDNYYY) (END DATE: MM/DDNYYY)

Body Part 1 Body Patt 2 :

Body Part 3 Body Part 4 :

Other Body Parts
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
ANSWER TO APPLICATION FOR ADJUDICATION OF CLAIM

Case Number: ADJ12524635

(Choose only one).

Da specific injury on
(MM/DDNYYY)

a cumulative traüma injury which began on 10/01/2018
(START DATE: MM/DDNYYY)

and ended on 03/15/2019
(END DATE: MM/DDNYYY)

Name(s) of Answering Party(les) WALMART ASSOCIATES INC

(Please leave blank spaces between names, numbem or words)

Injured Worker
First Name* KEVIN

MI

| Last Näme* WILLIAMS

Employer Information
(ä)lnsured (^) Self-Insured C)Legally Uninsured C)Uninsured

Employer Name WALMART INC

Emplöyer Street Addre�541s/POBok 6750 KIMBALL AVE

City CHINO

State CA

Zip Code (Numbers Only) 91708

Insurance Carrier information (if appilcable -include even if carrier is adjusted by claims administrator)

a ernceame ACE AMERICAN INSURANCE CO

Irisurànce Oarrier Street Addr/PO Box PO BOX 14731

City LEXINGTON

State KY

Zip Code (Nümbers Only) 40512
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Claims Administrator Information (if applicable)

Claims Admin Name YORK EL DORADO HILLS

Claims Admin Str Addr/PO Box PO BOX 14731

Citÿ LEXINGTON

State KY

Zip Code (Númberà Only) 40512

ANSWERING DEFENDANTS deny the allegations of the application as indicated below with such
explanatións as expressly set forth and admit all othër mäteriál allegationst
DENIALS
(Mark X if allegation is denied) EXPLAIN BELOW

Employment

Field size limited to 129 characters

Occupatiön

Field size limited to 129 characters

Injury NATURE AND EXTENT

Field size limited to 85 characters
(IF DENIAL IS BASED ON DATE OR PART OF BODY INJURED, EXPLAIN FULLY)

Insurance Coverage -

Field size limited to 84 characters
(STATE lF EMPLOYER HAS BEEN NOTIFIED TO APPEAR AND DEFEND)
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X Liability for self-procured
treatment

Field size limited to 129 characters

Liability for future medical
treatment

Field size limited to 129 characters

Medical Legal Costs

Field size limited to 129 characters

X Earnings. ACCORDING TO PROOF

Field size limited 10.129 characters

@Perióds of Disability MARCH 15, 2019

Field size limited.to 84 characters

(GIVE LAST DAY WORKED AND CORRECT DATF OF RETURN TO WORK).

Rehabilitation

Field size limited to 129 characters

Supplernental Job
displacement1return to
work

Field size limited to 129 characters

× Permanent disability APPORTIONMENT

Field size limited to 126 characters

(IF APPORTIONMENT IS CLAIMED SO STATE)
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IT IS FURTHER ALLEGED
1. Defendants have paid disability indemnity in the total amount of $ 0

at the rate of $ 466.67

a week beginning through.
MM/DD/YYYY MM/DD/YYYY

plus

2. Affirmative defenses and other matters : (Field size lim ted to 448 characters)

ALL DEFENSES UNDER THE LABOR CODE, INSURANCE CODE, CIVIL CODE AND CODE
OF CIVIL PROCEDURE'S, POST-TERMINATION NOTICE OF INJURY.

The Answer to this Application is being filed on behalf of ( Please check one only )
OEmployer ®insurance Carrier OBoth

Defendant(s) do(es) not waive the right to raise additional issues in accordance with the provisions
of law and the Rules of Practice and Procedure if other issues develop.

Dated: 10/11/2019
Date (MM/DD/YYYY)

S DANIEL HAWKES | Phone Number 6195439960
Signature

Firm Name TESTAN LAW SAN DIEGO

Address/PO Box 7676 HAZARD. CENTER DRIVE SUITE 500

City SAN DIEGO

State CA

Zip Code (Numbers Only) 92108.
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RE: Williams, Kevin v. Walmart Inc.
1 WCAB CASE NO.:. ADJ12524635; ADJ12524618

2

3 VERIFICATION

4 State of California, County of San Diego - ss.

5 I, the undersigned say:

6 I am one of the attorneys for the Petitioner in the above entitled action. I have read the

7 Änswer to Application for Adjudication of Claim and know the contents thereof; and I certify

8 that the same is true of my knowledge, except as to those matters which are therein stated upon

9 my information and belief, and as to those matters I believe to be true.

10 I declare under penalty ofperjury under the law of the State of California that the

11 foregoing is true and correct. Execúted on.October 11, 2019 at San Diego, California.

12

15 Daniel Hawkes
16 Attorney for Defendants

17

18

19

20

21

22

23

24

25

26

27

28
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1 TESTAN LAW SAN DIEGO
4970955

2 6195439960
angelólimpin@atblaw.net

3
PROOF OF SERVICE:

4
STATE OF CALIFORNIA, COUNTY OF SAN DIEGO.

5
I.am employed in the County;ofSan Diego, State of California. I am over the age of 18, and

6 not:a party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE
7 500, San Diego, CA 92108.

8 On October 11, 2019, I served the foregóing document(s) on the case ofWilliams, Kevin v.
Walmart Inc./WCAB Cäse No. ADJ12524635; ADJ12524618/Claim No. 8949558; 8949567

9 described as:

10 Answer to Application for Adjudication ofClaim

11 on the interested parties in;this action by placing the original or a true copy thereof enclosed in a
sealed envelope addressed as follows:

12 [X] BY ELECTRONIC TRAN$MISSION I transmitted a PDF version of this document by
13 electronic mail to the WCAB through EAMS.

14 Workers' Compensation.Appeals Board
1065 N Pacificenter DR STE:170 & 200

15 Anaheim, CA 92806

16 Christine Leonard
York Risk Services Group, Inc.

17 PO Bóx 14731
Lexington, KY 40512

18 Law Offices of Natalia Foley
19 8306 Wilshire BLVD STE 115

Beverly Hills, CA 90211
20

I am "readily familiar" with the firm's practice of collection:and processing correspondence
21 for mailing. Under that practice it would be deposited with U.S. Postal Service on that same day

with postage thereon fully prepäid at San Diego, California in the ordináry course of.business. I
22 am aware that on.motion ofparty served, service is presumed invalid if postal cancellation date or
23 postage meter date is more than one day after da¼e of deposit for mailing affidavit.

24 I declare under penalty òfperjury under the laws of the State of California thát the above is
true and correct..

25
26 Executed on Octöber 11, 2019, at San Diego, CA.

27
28 Angel im]fin

-1
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Success Page 1 of 1

Submission.of this eform through ËAMS constitutes service upon ány internal DWC unit

Batch ID: 31927957 Date: 10/11/2019 01:42;45 PM

OK
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I

I
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STATE OF CALIFORNIA
Division of Workers' Compensation

Workers' Compensation Appeals Board

WCAB Case No. ADJ12524618; ADJ12524635

KEVIN WILLIAMS, ANAHEIMDISTRICT OFFICE

Applicant, JOINT ORDER GRANTING
CHANGEOFVENUE-

vs. Labor Code section 5501.5

WAL-MART ASSOCIATES INC;
YORK EL DORADO HILLS;

Defendants.

VENUE TRANSFER:

Pursuant to Defendant's Petition for Change of Venue and objection to venue in
Anaheim was filed within 30 days of service of the Notice of Applications pursuant to Labor
Code section 5501.5 (c),

GOOD CAUSE APPEARING:

IT IS HEREBY ORDERED that the above-entitled cases be transferred to the
Worker's Compensation Appeals Board Office in San Bernardino.

DATE: 11/06/2019
Jamie Spitzer

PRESIDING WORKERS' COMPENSATION JUDGE

SERVICE:

KEVIN WILLIAMS- 2070 AVENIDA HACIENDA, CHINO, CA 91709, US Mail

NATALIA FOLEY BEVERLY HILLS- nfoleylaw@gmail.com, Email

TESTAN LAW SAN DIEGO- SANDIEGO@BTNLAW.NET, Email

ON: 11/06/2019 BY: L. NGO

Document ID: 412419707702870016
ATB000074



STATE OF CALIFORNIA
. DIVISION OF WORKERS' COMPENSATION ,

WORKERS' COMPENSATION APPEAI.S BOÄRD

. L l two b l w c

WALK THPs0UGH APPEARANCE SHEET
- ADJ ] 2 s'1 y øs-·

. . Aór I 2Wt DY 4)f)¶ i
Efiler: Yes · No N'
Case set for hearing::Yes * No

Applicant, Walk through document: .
- --C&R -.-STIP=WITBMAB.D .

5710 DEPÖSITION ATTORNEY'S FEES
PETITION TO COMPEL ATTENDANCE AT

�042 MEÓlCAL EVALUATIOÑ/DEPO .
. . . PETITION FOR STAY ORDER-PJ ONLY

Defendantä.
" APPEARANCES .

. APPLICANT . OPRESENT ONOT PRESENT
APPLICANT REPRESENTED BY ATTÖRNEY GHEARING REP.
DEFENDANT PsEPFlESENTED BY I - TTÖRNEY O HEÁRING REP.
OTHEPsS APPEARING - ATTORNEY OHEARING REP.

INTERPRETER CERTIFICATION NO.

blSPOSITiòN: OTOC. O ORDER SUSPEND] G ACTION ÔN C&R/STlPS STlPS APPROVED ,

ORDE (s)/COMMENT( d

. .. N A PRO 1 ESOPET N O MPEL ATTENDANCEAT MEDICAL EVALUATJ /DEPO
OPETITION,FOR STAY ORDER

30 DAYS TO SUBMIT REQUESTED DOC.. OPETITION DJSÄPPRÖVED . O. SET FOR STATUS CONF.

. Date: Time Judge: 7 Locati n1 7 .

. DATE .

. WORKERS' COMPENSATION JUDGE
- NOTICE TO t to Rule 10500 you are designated to s e I s/ ese dccument(s) on nterested parties in luding all .

lien claimants. . ..

FOR WCAB USE ONLY: . . - .
JUDGE ASSIGNED RECElVED

. . DWC
SAN BERNARDINO
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATIONAPPEALS BOARD

Case No(s). 0 1-f " 3
2.O y a f

c(f tyv M Ül4 m 99 3a

Applicant, San Bernardino District Office

vs. ORDERAPPROVING
COMPROMISE AND RELEASE

W\avt ÍVLC i , e_. 1*

1CL (o Defendant(s).

The parties to the above-entitled action have filèd .a Cómbfomise and Release on in thà amount of
S. 15 coa . For the reasons set förtlî iii thè Cömpromise and Release, incorporated herein by reference, ánd
based upori review"of the medical reports arid áther relevant doï:unients which are hereby received nto evidence, this judge now
finds that.the settlement amount is adequate/is in the best.interë�541tof the pärties, and should be approved.

The following provisions are applicable only if checked;
9.1)eath Benefits: The parties have considered the.release of death benefits in reaching their agreement.
O Carter/Rodgers Finding: The parties have considered and included the release of claims for injuries in vocational

rehabilitation in.their settlement.
Injury AOE/COE is seriously in issue as to j»all body parts alleged O the following body partsf .

based on Æ[ dispute of law and fact O statute of limitations
O medical opinions of Chvitness(es)

e partiés have considered and included the release.of any -J.abor Cdde Section 132a claim(s) serious & willful
mi�541conductallegations (per Labor Code SectionA551 and/or 4553).
This agreement includés settlement of any claim for a Supplemental.Tob Displacemen[Benefit voucher.

THE COMPROMISE AND RELEASE IS ORDERED APPROVED.

AWARD IS MADE according to the terms of the Compromise and.Release, with the following provisions:
¶Attornéÿ's fées per the Compromise Release are ordered;

O paid in the amount of$ hÑ to ¼w/ Ö Nm.. ha y .
O paid $' to and $ to per fee:agreement.

The amount of $ is ordered withheld from the settlement by defendant until resolution.of fee dispute between
0 applicant's current&former attorney(s) O applicant & prior attorney(s) Öand further order of the court.

O All liens listed on the OAR as of this date have been resolved, per defendant's affidavit,5vithdrawn or dismissed bý the judge.
D.There remain unresolved liensf D Âny party/lien claimant may request a cpnft by filing a Declaration Öf Readiness to Proceed.
O Defendant is ordered to:coniply with 8 CCR110608(f) without violating LC 49034(d). �540pepifically,:non÷physicianlien
claimants are not entitled to medical information about an injured worker without prior written approval ofithe appeals board
detailing.what info is to be provided and a finding that such info is relevant to;the proof of the matter for which it is sought.
O en claimants are now a parties per Rule 10205(aa)(5) &are required to appear at all future hearings per Rule 10770.1(e).

ere:are no liens of record in thë Board's system as of this date. 0: The lien of the EDD has been resolve .

Dated at San Bernardino, California:
Filed arui served by mail on all parties on.th Offic ddre�541sRecord. MYRLE R. PETTY

otice to: orkers' Compensation
Yòu are de�541ignatedand ordered per R.ule 10500 to serve this/these dministrative Law Judge
documents within five (5) days on all parties as shown on the Official
Address Record. 'Proof of svc. to be filed only ed by WCAB.

Date: By:
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STATE OF CALIFORNIA
DWC DISTRICT OFFICE

DOCUMENT COVER SHEET

is this a new case? Yes No / Companion Cases Exist Walkthrough Yes / No

More than 15 Companion Cases

11/18/2019 SSN:
Date:(MM/DDNYYY)

Specific Injury

ADJ12524618 09/09/2018 03/20/2019
. Case Number 1 / Curnulative injury (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 1 Body Part 3:

Body Part 2: Body Part 4:

Other Body Parts:

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

ADJ DEU SIF UEF SAU INT RSU

Companion Cases

Specific injury

ADJ12524635 10/01/2018 03/15/2019
Case Number 2 Cumulative injury (Start Date: MM/DDNYYY) (End Date: MM/DD/YYYY)

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

Body Part 1f Body Part 3:

Pi

Body Part 2: . Body Part 4:

C·

Other Body,Parts:

1 DWC-CA form 10232.1 Rev. 11/2017- Page 1 of 8
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Specific injury

UNASSI6MED 01/22/2019
Case.Number 3 Cumulative Injury (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 1: 420 Body Part 3;

Body Part 2: Body Part 4:

Other Body Parts;

Specific Injury

case Number 4 . ' Cumulative injury (Start Date: MM/DDlYYYY) (End Date: MM/DDNYYY)
(If Specific injury, use the start date as the specific date of injury)

Body.Part 1: Body Part 3:

Body Part 2: Body Part 4: .

Other Body Parts;

. Specific Injury

Case Number 5 Cumulative injury (Start Date: MM/DDNYYY) (End Date: MM/DD/YYYY)
(if Specific Injury, use the start date as the specific date of injury)

Body.Part 1:. .Body Part 3:

Body Part 2: Body Part 4:

i ~Other Body Parts

DWC-CA form 10232.1 Rev. 11/2017- Page 2 of 8
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DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADI

Document Type LEGAL DOCS

Document Title COMPROMISE AND RELEASE

Document Date 11/13/2019
MM/DD/YYYY

Author TESTAN LAW SANDIEGO

Office Use Only

Received Date
MM/DDNYYY

DWC-CA form 10232.2 Rev. 11/2017 Page 1

9
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
COMPROMISE AND RELEASE

ADJ12524635
Case Number 1 Case Number 4

ADJ12524618
Case Number 2 -Case Number 5

3 Y30 551-47-5680
Case Number 3 SSN (Numbers Only)

Venuè Choicè is based upon: (Completion of this section is required)

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

County where injury.occ·.irred (Labor Code section 5501.5(a)(2) or (d).)

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

5 s il
Select 3 Letter Office Code For PlaceNenue of Hearing (From Document Cover Sheet)

Employee(Completion of this section is required)

KEVIN
First Ñame MI

RECE!VED
WILLIAMS
Last Name Ü�570I O 20l9

DWC
2070 AVENIDA HACIENDA SAN BÈRNARDINO
Address/PO Box (Please leave blank spaces between numbers, names or words)

CHINO HILLS CA. 91709
City . State /Jp Gode
Employer information (Corùpletion of this section is required)

.Insured Self-insured Legally Uninsured Uninsured

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

6750 KIMBALL ÃVE ^
Employer Street Address/PO Box.(Please.leave blank spaces between numbers, names or words)

CHINO CA 91708
City State Zip Code

DyVC¼CA form 10214 (c) (Rev. 11/2008) (Page 1 of 9)
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Applicant's Attorney or Au.thorized Representative:,

Law Firm/Attorney Non Attorney Representative

NATALIA
First Name

FOLEY
.Last Name

Law Arm Number

LAW OFFICES OF NATALIA FOLEY
Law Firm Name

8018 E SANTA ANA CYN RD STE 100-215
Address/PO Box (Please leave blank spaces between numbers, r ames or words)

ANAHEIM CA 92808
City State Zip Code

Defendant's Attorney or Aythorized Representative:
Law Firm/Attorney Non Attorney Representative

DANIEL
First Name

HAWKES
Last Name

4970955
Law Firm Number

TESTANLAW
Law Firm Name

7676 HAZARD CENTER DR STE 500
Address/PÖ Box (Please leave blank spaces between numbers, names or words)

SAN DIEGO CA 92108
City State Zip Code

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

ACE AMERICAN INSURANCE CO.
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 Stats Zip Code

DWC-cA farm 10214 (c) (Rev, 11/2008) (Page'2 of 9)
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Claims Administrator Information (if known and if applicable)

YORK RISK SERVICES GROUP, INC.
Name (Please leave blank spaces between numbers; names.or words)

PO BOX 14731
Street Address/PO.Box (Please leave blank spaces between numbers, names or words)-

LEXINGTON KY 40512
City State Zip Code

IT IS CLAIMED THAT:

The injured employee, bom 02/17/1964 , alleges that while employed as a(n)
(DATE OF BIRTH: MM/DD/YYYY).

, sustained injury
(OCCUPATION AT THE TIME OF INJURY)

arising out of and in the course of employment at the locations and during the dates listed below:

(State with specificity the date(s) of injury(ies) and what part(s) of body, conditions or systems are being settled.)
ADJ12524635 specific Injury

Case Number 1 , Cumulative injury .(Start Date: MM/DD/YYYY). (End Date: MM/DD/YYYY)
(if5pecific injury, use the start date as the specific date ofinjury)

Body Part 1: Body Part 2t Body;Part 3:

Body Part 4: Other Body Parts:

The injury occurred at O
(Street Address/PO Box - Please leave blank spaces between numbers, names or,words)

Ô·evihvmlie JC 7FJ/6
City State :2ip Code

Body parts,.corWitions and systems may not be incorporated by reference to medical reports.

DWC-CA form 10214 (c) (Rev. 11/2068) (Page 3 of 9) .

L
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Specific Injury

ADJ12524618 G�041/Of2Off O3/10/.'2.
Case Number 2. Curnulative injùry (Start Date: MM/DD/YYYY) · (End DatG: MM/DD/YYYY)

(ifSpëcifié lhjtäy, use thestart date as the specific date afinjurÿ)

Body Part 1: . Body Part 2: Body Part 3: . 2-Ô

Body Part 4: . Other Body Parts:

The njury occurred at
(Street Address/PO Box - Please leave blank spaces between numbers, narnes or words)

City State Zip Code
Body parts conditions and systems may not be incorporated by reference to medical reports.

o Specific Injury

usw/ o//a/2
Case Number 3 Cumulative Injury (Start Date: MM/DD/YYYY) .(End Date: MM/DD/YYYY)

(IfSpecific Injury, use the startdate as the specific date ofinjury)

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

Body Part 4: Othèr Body Parts:

The injury occurred at 7ol 5 tv 9" 5+
(Street Address/PO Box - Please leave blank spaces between numbers, names or words)

City ' State Zip Code

Body parts, coniitions and systemä maVriöt bë incorpörated by referencë tá medical reports.

Specific injury

Case Number 4 Cumulative injúry (start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
(ifSpecific injurg use the start date as the specific date ofinjury)

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

Body Part 4: Other Bödy Parts;

The injury occurred at
(Street Address/PO.Box - Please leave blank spaces between numbers names or words)

City ' State Zip.Code

Body parts, corditions and systems rnäy rïot be incorpörated by referénce to medical reports.
DWC-CA form 10214 (c) (Rev. 11/2 s08) (Page 4 of 9)
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Specific Injury

Case Number 5 Cumulative injury .(start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
(ifSpecific Injury¿uèthestart date as the specific date ofinjury)

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

Body Part 4: Other Body Parts:

The injury occurred at
(Street Address/PO Box2 Please leave blank spaces between numbers, names or words)

City - ' State Zip Code
Body parts, conditions and systems may not be incorporated by reference to medical reports.

2. Upon approval of this compromise.agreement by.the Workers' Cornpensation Appeals Board or a workers' compensation
administrative law judge and payment in accordance with the provisions hereof, the employee releases and forever
discharges the above-named employer(s) and insurance carrier(s) from all claims and causes of action, whether now known
or ascertained or which may hereafter arise or develop as a result of the above-referenced injury(ies), including any and all
liability of the employer(s) arid the insurance carrier(s) and each of them to the dependents, heirs, executors,
representatives, administrators or assigns of the employee. Execution of this form has no effect on claims that are not within
the scope of the workers' compensation law or claims that are not subject to the exclusivity provisions of the workers'
compensation law, unless othéwise expressly stated.
3. This agreement is limited to settlement of the body parts, conditions, or systems and for the dates of injury set forth in
Paragraph No. 1 and further explained in Paragraph No. 9 despite any language to the contrary elsewhere in this document or
any addendum.
4. Unless otherwise expressiy stated, approval.of this agreement RELEASES ANY AND ALL CLAIMS OF APPLICANT'S
DEPENDENTS TO DEATH GENEFITS RELATING TO THE INJURY OR INJURIES COVERED BY THIS COMPROMISE
AGREEMENT. The parties have considered the release of these benefits in arriving at the sum in Paragraph 7. Any addendum
duplicating this language pursuant to Sumner v WCAB (1983) 48 CCC 369 is unnecessary and shall not be attached.

5. Unless otherwise expressiy ordered by the Workers' Compensation Appeals Board or a workers' compensation
administrative law judge, approval of this agreement does not release any claim applicant may have for vocational
rehabilitation benefits or supolemental job:displacement benefits.

6. The parties represent that the following facts are true: (If facts are disputedistate what each party contends under
Paragraph No. 9.)

EARNINGS AT TIME OF INJURY $

TEMPORARY DISABILITYlNDEMNITY PAID Weekly Rate.$

Period(s) Paid
(Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)

PERMANENT DISABILITY INDEMNITY PAiD Weekly Rate $

Period(s) Paid End.date
(Stari Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)

TOTAL MEDICAL BILLS PAID $ Totai Unpaid Medical Expense to be Paid By: L

Uniess otherwise specified berein, the employer.will pay no medical expenses incurred after approval of this agreement.

DWC-CA form 10214 (c) (Rev. 11/2008) (Page 5 of 9)
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7. The parties agree to settle the above claim(s) on account of the injury(ies) by the payment of the SÜM OF

,.Goo
Settlement Amount

The following amounts are to be deducted frorn the settlernent amount:

$ for permanent disability advances through

for temporary disability indemnity overpayment, if anys

$ payable to

$ payabie to

$ payable to

p ble to
. . a

requested as applicant's attomey s fee.

LEAVING A BALANCE OF $ , after deducting the amounts set forth above and less
further permanent disability advances made ifter the date set forth above. Interest under Labor Code section 5800 is
included if the sums set for h herein are paid within 30 days after the date of approval of this.agreement.

8. Liens not mentioned in Paragraph No. 7 are to be disposed of as follows (Attach an addendum if necessary):

D<- k»he J pay , +t, I ¾«+ × chwac usen. et
Vn lirl (tenf of Rcorr/ (A C(.cfÓoh. 4l^7 C 4 yfevF a

spus rurpò huç ruo lo o«« ¼ s.ic vtspas.b,i,y

WC-CA form 10214 (c) (Rev. 11/2008) (Page 6 of 9)
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9.%e parties wish to s'ettle thess mattërs tò avoid thè costs, hazards and delàys.äf further iltigatiön, and agree that a
serious dispute exists as to the follöwing issues (initial onlÿ those that apply). ONilY iSSUES INITIALED BY THE APPLICANT|
OR HiS/HER REPRESENTATIVE AND DEFENDANTS OR THEIR REPRESENTATIVES ARE INCLUDED WITHiN THIS
SETTLEMENT.

Appilcant Defendant

earmngs

. temporary disability

jurisdiction

apportionment

Kew N empsymni

injur.y AOE/COE

seriòus and willful misconduct

disciimination (Labor Code §132a)

statute of limitations

futui a medical treatmenf

othe (hCCI(cc) I ad p[ (loC.�570eÅW/½$($

. pern anent disability

self-procured medical treatment, exöept as provided in Paragraph.7

vóc iònal rehabilitation benefits/supplemental job displacernent benefits

COMMENTS:

5 uùl. fe41 /m cid i k k1«rl tsd if Þ�040^cdu ^^ « A

pr% 3à o½r 4 ØÁctl , C ase a oewd 1 Pd ¼+ha, v\oin f

$ce achtsc}sÌ Å q-J

Any accrued claims for Laior Code section 581 penalties are included in this settlement unless expressly excluded.

10. It is agreed by all parties hereto that the filing of this document is the filing of an.application; and that the workers'
compensation administrative law judge may in its discretion set the matter for hearing as a regular äpplicatiòn, reserving to the
parties thë right to put in isste any of the facts admitted herein and that if hearing is held with this document used as an
applicatión, the defendànts¥hall have asiallable to them all defenses that weresaVailable as òf.the date ôf filing}öf this.
document, and!that the Woriters' compensation administrative law judge may thereafter either approve this Comþromise and
Release or disapprove it anc issue Findings and Award after hearing has been held and the matter regularly submitted for
decision.

WC-CA form 10214 (c) (Rev. 11/2008) (Page 7 of 9)
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11. WÂRNING TO EMPLOYEE: SETTLEMENT OF YOUR WORKERS' COMPENSATION CLAlÑI BY COMPROMISE ÃND
RELEASE MAY AFFECT QTHER BENEFITS YOU ARE RECEIVING TO WHICH YOU BECOME ENTITLED TO RECEIVE IN
THE FUTURE FROM SOURCES OTHER THAN WORKERS' COMPENSATION, INCLUDING BUT NOT LIMITED TO
SOCIAL SECURITY, MEDICARE AND LONG-TERM DISABILITY BENEFITS.

THE APPLICANT'S (EMPLOYEE'S) SIGNATURE MUST BE ATTESTED TO BY TWO DISINTERESTED PERSONS
OR ACKNOWLEDGED BEFORE A NOTARY PUBLIC

By signing this agreement, applicant (employee) acknowledges that he/she has read and understands this agreement and
has had any questions he/she may.have had about this agreernent answered to his/her satisfaction

Witness the signature hereof this day of 1ittl

(Date) KEV1

Witness 2 (Date) NAT -

Interpreter (Date) Attorney for Defendant (Date)

Attorney for Defendant (Date)

Attorney for Defendant (Date)

Attorney for Defendant (Date)

DWC-CA forrn 10214 (c) (Rev.11/2008) (Page 8 of 9

ATB000087



ACKNOWLEDGMENT

State of California
County of )

On before me,
(insert name and title of the officer)

personally appeared ,
who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are
subscribed to the within instrument:and acknowledged to me that he/she/they executed the same in
his/her/their authorized capacity(ies), and that by his/her/their signature(s) on the instrument the
person(s), or the entity upon behalf of which the person(s) acted, executed the instrument.

I certify under PENALTY OF PERJURY under the.laws of the State of California that the foregoing
paragraph is true and correct.

WITNESS my herïd and officiál.seal.

Signature (Seal)

DWC-CA form 10214 (c) (Rev. 11/2008) (Page 9 of 9)
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Williams, Kevin v. Walmart Inc.
WCAB CASE NO. ADJ12524635; ADJ12524618

ADDENDUM TO COMPROMISE AND RELEASE

12. ÃDDITIONAL SETTLEMEÑT PlíOVISIONS

Applicant warrants and represents, and the parties stipulate, that Applicant did not sustain any compensable injury as
. a result of Applicant's employment by defendant other than the alleged injuries listed in this Compromise and

Release, and that as a result of said alleged injuries Applicant did not sustain injury to any body part, system, or
condition not listed in this Compromise and Release.

Defendant shalFbe responsible for only unpaid medical expense incurred through the date:of Applicant's execution
ofthis Compromise and Release and only as specified in paragraph 8. Applicant shall be responsible for all medical
expense incurred after the date ofApplicant's execution of this Compromise and Release.

Applicant warrants and represents that Applicant is not eligible for Social Security or Medicare benefits, has not
applied for Social Security benefits, and.does not intend to apply for Social.Security benefits at any time within the
next 30 months.

It is not the intention of Defendant to shift liability for future medical:treatment to the Federal Government. The
parties have considered the interests .of Medicare; Applicant accepts full and sole liability for dealing .with and
satisfying any future claims by Medicare out of the proceeds of this settlement. Neither Applicant's Attorney nor
Defendant will have any obligation to respond to or reimburse Medicare for any benefit deemed received by
Applicant.

All permanent disability advances,·including any not listed in paragraph 7, are to be deducted from the settlement
amount.

Any and all claims and petitions alleging violation of Labor Code section 132a and/or 4553 by defendant employer
are herewith dismissed with prejudice.. The parties stipulate that defendant employer has not violated Labor Code
sections 132a or 4553.

This.settlement includes all claims for interest pursuant to Labor Code section 5800, penalties pursuant to Labor
Code sections 4650 and 5814, Attorney's fees pursuant to Labor Code sections 4607 and 5814.5, and costs,
attorney's fees and sanctions pursuant to Labor Code section 5813, from the date(s) of injury herein through the 30*
day after service of the Order Approving Compromise and Release.

Provided that the defendant employer maintains a medical provide network, the following is.hereby stipulated to by
the applicant: The defendant has complied with all statutes and regulations regarding the medical provider network;
the defendant has had at all times since the date(s) of injury the.right to medical provider network control; the
defendant provided all required medical provider network notices to the applicant on a timely basis; and, the
applicant received all required medical provider network notices on a timely basis.

The defendant disp¼es all medical bills and:lien claims relating to treatment:provided by any person or entity not
within the medical provider network. The defendant reserves the right to litigate the issue of reasonableness and
necessity of all. costs, treatment, and services procured outside the medical provider netwoi-k, and the defendant
expressly reserves to itself all statutory and regulatory defenses, whether expressly or implicitly set forth in the
Labor Code and all applicable regulatory sections.

DATED:
Williams, A PLTC

DATED: D
Natalia Fo ey
ÁTTORNEY R APPLICANT OV
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RE: . . Employee; Kevin Williams
Employer: Walmart Inc.
Claim Number: 8949558; 8949567
Date ofInjury: 10/01/2018 - 03/15/2019; 09/09/2018 - 03/20/2019

AFFIDAVIT ÖF WÄIVER.ÖËÖME PROCESS

I, Kevin Williams, was advised in writing on that I have the right to disagree with my'
primary treating physician's findings and conclusions, and be afforded the opportunity to
request a comprehensive medical evaluation from a physician selected from a panel of
Qualified Medical Evaluator's assigned by the Division of Worker's Compensation
Medical Unit

I have-read-the-repert4y-n2y-treating-physician,--dated-,-anr1 agree with the rionf9r,
historyrexamination-and-description-of,ny-eendition. I choose to settle my case based--
upén4hë-findiëgs-ef-and.not exercise my right to a qualified medical evaluation, from a
physician selected from a panel.

q310ýee ignätufe Date

RECE!VED

NOV 1 8 2019
DWo

SAN BERNARDINO
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STATE OF CALIFORNIA
WORKERS' COl\'iPENSATION APPEALS BOARD

Case No.

Applicant, ÁFFIDÀÝIT OF DEFENDANT
RE:1RESOLTJTION OFLIENS

v.

almak ]Vic ce f}megcag ..

Defendants.

L Ûcmi ef w s 3 am the attorney or representative

for defend at Ace Inewn á l wr o m w ce �042-, inÊe above-entitled matter.

I have made the followiñg good faith efforts to resolve each of.the liens in this case.

List ALL lien claims below, use supplemental pages as necessary. ____ .. . . .

.. . .. NATURE'àc DATE REsDLT
OFLIEN RESOLUTION EFFORTS

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

was executed at San Diego California on I / / 24

RECEIVED

NOV 1 8 2019
3wo

SONIONV
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STATE OF CALIFORNIA .Received by
DIVISION OF WORKER'S COMPENSATION ' '

WORKER'S COMPENSATION APPEALS BOARD MÁY I 8 2020
NOTICE AND REQUEST FOR ALLOWANCE OF LIEN

Date of Original Lien: 05/11/2020

ADJ Case Number: ADJ12524635

(- A specific injury on (date):

2 A cumulative trauma injury beginning on (date): 10/01/2018 ending (date): 03/15/2019

Social Security Number:

Date of Birth:

Injured Worker
First Name: KEVIN

Middle Initial:
Last Name: WILLIAMS

Address / PO Box: PROTECTED PER DWC POLICY

City: CHINO

State: CA

Zip Code: 91709

injured Worker's Attorney or Representative
Name: NATALIA FOLEY ANAHEIM

Address / PO Box: 5753 E SANTA ANA CANYON RD STE G 616

City: ANAHEIM

State: CA
Zip Code: 92807

Lien Claimant
Organization Name: PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

First Name:

C Last Name:
Address / PO Box: PO BOX 6299

City: LAGUNA NIGUEL

State: CA

Zip Code: 92607

Phone Number: 7149720040

ATB000092



Page 1 of 1

EÒEX INFORMATION SYSTEMS JACKSON Filed On Behalf of:
JULIA BURNS PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL
1-209-223-3461 ext. 100 Contact Person:
SUPPORT@EDEXIS.COM Nina Lofton 7149720040

EDEXIS Proof of Service and Delivery Declaration
Employee: Williams, Kevin Case Number(s): ADJ12524635
List of Documents Served, as Provided:

1/4: Original Bill ( Psychological Assessment Laguna Niguel, 05/11/2020, Id#:7516453 )
2/4: Notice And Request For Allowance Of Lien ( Id#:7516454 )
3/4: 10770.5 Verification ( Id#:7516455 )
4/4: 4903.8 (d) Declaration ( Id#:7516456 )

I hereby certify, I am at least 18 years of age and not a party to this action. I am a resident of, or employed in the county where the
mailing took place. On the signature date below, a true co of the document(s) listed above was served either by enclosing them in a
sealed envelope addressed to each party named at the a ress(es) shown below, each envelope was placed for collection and mailing
at the business address below with postage fully prepaid following established business practices; or served by other previously agreed
upon method of electronic delivery, and there was no report of delay in the electronic transmission or physical mailing of the documents.

I declare under penalty ofperjury under the laws of the State of Calfomia that the foregoing is true and correct.
Business address for collection & mailing: 255 NEW YORK RANCH RD, JACKSON CA 95642

Signature and Date: S CHARLES BOWEN 05/13/2020

TESTAN LAW SAN DIEGO % TESTAN LAW USPS 1 of 2
31330 Oak Crest Dr Westlake Village CA 91361-4632 3569694471-0000077560

YORK EL DORADO HILLS % YORK RISK SERVICES USPS 2 of 2
PO Box 14731 Lexington KY 40512-4731 0971819207-0000000840

POD C BLUE

20200511162344 001365154 Generated: 05/11/2020 16:27:05
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PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL El
PO BOX 6299 LAGUNA NIGUEL CA 92607
NINA LOFTON (714) 972-0040

Testan Law San Diego
Testan Law
31330 Oak Crest Dr
Westlake Village Ca 91361-4632

For questions in regards to this mailing, please contact the sender at the top of this page.

Did you receive extra documents? Missing pages? Unreadable forms? Call Edexis at (866) 438-3339 to receive a fresh copy.

Mailing ID 919205-1817726

Edexis Order ID 1365154

DWC Case # ADJ12524635

Pages 10

Packet Type LIEN form and attachments

pmcover.frx
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Lien Claimant's Attorney or Representative
E Law Firm or Atton1ey E Non-Attomey Representative E Not Represented
Organization Name.

First Name:

Last Name:

Address / PO Box:

City:

State:

Zip Code:

Phone Number:

Employer
Name: WALMART INC

Address / PO Box: 6750 KIMBALL AVE

City: CHINO

State: CA

Zip Code: 91708

Insurance Carrier or Claims Administrator
Name: YORK EL DORADO HILLS

Address / PO Box: PO BOX 14731

City: LEXINGTON

State: KY

Zip Code: 40512

Employer, Insurance Carrier or Claims Administrator's Attorney or Representative
Name: TESTAN LAW SAN DIEGO

Address / PO Box: 31330 OAK CREST DR

City: WESTLAKE VILLAGE

State: CA
Zip Code: 91361

The lien claimant hereby requests the Workers' Compensation Appeals Board to determine and allow as

a lien the sum of 1087.41 (Total Lien Amount) against any amount now due or which may hereafter

become payable as compensation to the above-named employee on account of the above-claimed injury.

ATB000096



This request and claim for lien is for:
F A reasonable attorney's fee for legal services pertaining to any claim for compens'ation either before

the appeals board or before any of the appellate courts, and the reasonable disbursements in
connection therewith. (Labor Code § 4903 (a).)

17 The reasonable expense incurred by or on behalf of the injured employee, as provided by Labor
Code § 4600. (Labor Code § 4903 (b).) (Provider Information section and Declaration pursuant to
Labor Code § 4903.05(c) must be completed.)

F Claims of costs. (Labor Code § 4903.05) Specify nature and statutory basis in the box below.

F The reasonable value of the living expenses of an injured employee or of his or her dependents,
subsequent to the injury. (Labor Code § 4903 (c).)

F The reasonable burial expenses of the deceased employee. (Labor Code § 4903 (d).)

F The reasonable living expenses of the spouse or minor children of the injured employee, or both,
subsequent to the date of the injury, where the employee has deserted or is neglecting his or her
family. (Labor Code § 4903 (e).)

F The amount of indemnification granted by the Califomia Victims of Crime Program.
(Labor Code § 4903 (i).)

F Other Lien(s): Specify nature and statutory basis.

If a filing fee is not required, indicate the reason below:
O This is not a lien filed under Labor Code section 4903 (b) and is not a claim of costs filed as a lien.

O This lien is exempt from the filing fee under Labor Code section 4903.05 (d) (7).

NOTE: ORIGINAL BILL AND ITEMlZED STATEMENT JUSTIFYING THE LIEN MUST BE ATTACHED

Provider Information (Completion is required if filing a lien under Labor Code section 4903 (b).)

Rendering Type: DWCPDT0013 PHYSICIAN - MEDICAL TREATMENT

Provider 1 Other Type:

Name: PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

NPI: 1982895421 | License or Cert Number:PSY12317

Billing Name: PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

Provider 1 NPl: 1982895421 | Initial Date of Service: 11/11/2019
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Rendering Type:

Provider 2 Other Type:

Name:

NPl: License or Cert Number:

Billing Name:
Provider 2 NPI: Initial Date of Service:

Rendering Type:
Provider 3 Other Type:

Name:

NPI: License or Cert Number:

Billing Name:
Provider 3

NPl: Initial Date of Service:

Declaration pursuant to Labor Code section 4903.05(c).
(Completion is required if filing a lien under Labor Code section 4903 (b).)

I declare under penalty of perjury under the laws of the State of California that the Lien Claimant is a
provider or proper assignee of the provider and the following is true and correct:

The dispute that is the subject of this lien is not subject to independent medical review and independent
bill review; and

HAS DOCUMENTATION THAT MEDICAL TREATMENT HAS BEEN NEGLECTED OR
the UNREASONABLY REFUSED TO THE EMPLOYEE AS PROVIDED IN LC 4600.

Provider:

S ELIZABETH FLORES 05/11/2020
( Signature ofLien Claimant) ( Date of Signature )

|-~ A copy of the lien claim and supporting documents was served by mail or delivered to each of the above-named parties.

( Signature ofAttomey/Representative for Lien Claimant)

S LESLEE iBARRA 05/11/2020
( Signature ofLien Cialment) ( Date of Signature )

ATB000098



10770_5_A 05/11/2020 16:26:45

CONTACT PERSON:
CASE INFORMATION: ADJ12524635 / KEVIN WILLIAMS

NINA LOFTON / 7149720040

EDEX INFORMATION SYSTEMS JACKSON FORM ID: 20200511162344 001365154
JULIA BURNS The party filing this form automatically generated

these documents using the EDEXIS online EAMS service.
1-209-223-3461 EXT 100 EDEXIS is a DWC-approved Third-Party EAMS Filer.
SUPPORT@EDEXIS.COM Learn more at EDEXIS.CoM or call1-209-223-3461

10770.5 LIEN FILING VERIFICATION

I declare under penalty ofperjury:

Under the laws ofthe State ofCalifornia that one ofthe time periods set forth
in Rule 10770.5(a) has elapsed, that the section 4903(b) lien, the lien for medical-legal
costs, or the application is not being filed solely because ofa dispute subject to the
independent medical review and/or mdependent bill review process; and

If an application for adjudication is being filed:

That venue is proper as set forth in Rule 10770.5 ) and that I have made a
diligent search and have determined that no adju 'cation case number exists for
the same injured worker and the same date of injury. In determining that no
adjudication case number exists for the same injured worker and the same date of
injury, I have made a diligent search consisting of the following efforts listed below:

The following statement provided by the lien claimant or its representative specifies in
detail the facts establishing that one of the events in 10770.5(a) has occurred:

CARRIER BILLED AND NO PAYMENT RECEIVED

OFFICIAL SIGNATURE

S LESLEE IBARRA

LESLEE IBARRA 05/11/2020
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4903_8D_A 05/11/2020 16:26:46

CONTACT PERSON: NINA LOFTON / 7149720040
CASE INFORMATION: ADJ12524635 / KEVIN WILLIAMS

EDEX INFORMATION SYSTEMS JACKSON FORM ID: 20200511162344 001365154
JULIA BURNS The party filing this form automatically generated

these documents using the EDEXIS online EAMS service.
1-209-223-3461 EXT 100 EDEXIS is a DWC-approved Third-Party EAMS Filer.
SUPPORT@EDEXIS.COM Learn more at EDEXIS.COM or call 1-209-223-3461

4903.8(d) DECLARATION

I declare under penalty ofperjury pursuant to the laws of the State ofCalifornia the foregoing is true and correct:

(1) The services or products described in the bill for services or products were actually provided to the

Thde tement attached to the lien truly and accurately describes the services or products that
were provide to the injured employee.

OFFICIAL SIGNATURE S ELIZABETH FLORES

ELIZABETH FLORES 05/11/2020
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, um,,a,e unaei penany of perjury
that this bill is true and correct to YORKWALMARTS

the b t of my knowledge. PO BOX 14731
C 5703 (a)(1) LEXINGTON KY

HEALTH INSURANCE CLAIM FORM -
= PAPPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 (8 0 0 ) 339-1109

PICA ÑelSon J. Flåres, Ph.D., O.M.E.
MPVA GROUP FECA OTHER 1a. INSURED'S 1.D. NUMBER (For Program in |tem 1)

1. MEDICARE MEDiCAID TRICARE CHA HEALTH PLAN BLX LUNG
(MedicareM) (Medicalda) QDM/DoDM) (Mer1MDM) QDR) QDS) QDf) 551-47-5680

3 P E RTH DATE SEX 4. INSURED*S NAME (Last Name. First Name. Middle Initial)
^ 2. PATIENTS NAME (Last Name, First Name, Middle initial) yy

7ILLIAMS KEVIN 07 h 7 1%4 F WALMART
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)

070 AVENIDA HACIENDA Ome 702 S W 8TH STREET STATE
Z STATE 8. RESERVED FOR NUCC USE CITY

CITY BENTOVILLE AR
ZIP E TELEPHONE (Include Area Code)A ZIP CODE TELEPHONE (include Area Code)

31709 (909 )3428277 72716 ( )
9. OTHER INSURED'S NAME (Last Name, Ftrat Name, Middle initial) 10. IS PATIENTS CONDITION RElATED TO: 11. INSURED*S POUCY GROUP OR FECA NUMBER

C ADJ1252463512524618
ILLIAMS, KEVIN

a. OTHER INSURED'S POLICY OR GROUP NUMBER

:LS:8949558
b. RESERVED FOR NUCC USE

02 17 1964 X
c. RESERVED FOR NUCC USE

iJALMART
d. INSURANCE PLAN NAME OR PROGRAM NAME

a. EMPLOYMENT7 (Current or Previous)

YES No

b. AUTO ACC1DENT7 PLACE (State)

YES NO

c. OTHER ACCIDENT7

YES NO

10d. CLAIM CODES (Designated by NUCC)

- ¡EDGWICK
READ BACK OF FORM BEFORE COMPLETINC & SIGNING THIS FORM.

12. PATIENTS OR AUTHORIZED PERSON'S SIGNATURE I authorize the selease of any medlcal or other information necessary

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

a. INSURED'S DATE OF BIRTH SEX
MMr DD l YY F

07 !17 h 964
b. OTHER Cl.AIM ID (Designated by NUCC)

WALMART
c. INSURANCE PLAN NAME OR PROGRAM NAME

YORKWALMARTSAMS
d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO If yes, complete items 9. 9a, and 9d.

13. INSURED'S OR AtJTHORIZED PERSON'S SIGNATURE 1 authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

below.

SIGNED ___ SIGNED$ TJJR,E_f)N__
14. DATE RENT ILLNESS I Y, or PREGNANCY (LMP) 15. OTHER DATE MM DD YY 16. DATES TtENT UNABLE WORK IN CURRENT OCDCUPATI

MM YY OUAL. FROM i l TO

18. HOSPITALIZATION DATES RELATEU 1O t.;UHH I SERVlCES
17 NAME OF REFERRING PROVIDER OR OTHER SOURCC 1 . __ __ MM DD YY MM DD YY

NE SON J FLORES PHDQME 17b. NPI q 20. ROM T HARGES
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

YES NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) ICD Ind.. 22. BMISSION ORIGINAL REF. NO.

C. I D- 23. PRIOR AUTHORIZATION NUMBER
! E. I F. 1 G. | H.

K. | L

A. DATE(S) OF SERVICE B. C D. PROCEDURES, SERVICES. OR SUPPL ES DIAGNOSIS F. RENDERINGMM From YY MM DD YY SIMCE EMG CP plain Unusual Circums ancODIF R POINTER $ CHARGES ou OV ID.

11 11 9 11 11 19 11 96130 59 1 160.49 1 P --¯~1831237 Y
On PSY12317

2 11 11 9 11 11 19 11 96131 59 732.78 6 p- ----1931237DF
0 PSY12317

11 11 19 11 11 19 11 96136 59 67 80 1 p - -183123%Íf
0 PSY12317

4 11 |11 9 11 11 19 11 96137 59 126. 34 2 p - -1831237W

5

25, FEDERAL TAX 1.D. NUMBER SSN EIN

330089238
31. SIGNATURE OF PHYSIC1AN OR SUPPLIER

INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part ibereof.)

26. PATIENT'S ACCOUNT NO. 27 CEPT SSIGN

MLKE001 226537 YES NO
32. SERVICE FACILITY LOCATION INFORMATION
PSYCHOLOGICAL ASSESSMENT SERV
4344 LATHAM ST STE 120

NPI
28. TOTAL CHARGE 29. AMOUNT PAID 30. Asyd for NUCC Us

8 10R7 !41 $ 1087.:41
33. BILLING PROVIDER INFO & PH # (7 14 )972 0 0 4 0

PSYCHOLOGICAL ASSESSMENT SERV
PO BOX 6299

dELSON J. FLORES PH.D. RIVERSIDE CA 92501 LAGUNA NTGUET9 CA 97607-6799

SIGNED DATE a. b
NUCC InStruCtion Manual available at: www.nuCC.Org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-1

PENALTIES AND INTEREST APPLY AFTER 60 DAYS
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PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL E
PO BOX 6299 LAGUNA NIGUEL CA 92607
CLARIBEL.VALADEZ (714) 972-0040

ReCeived sy;

JUL 2 7 2020

Testan Law San Diego
Testan Law
31330 Oak Crest Dr
Westlake Village, Ca 91361-4632

For questions in regards to this mailing, please contact the sender at the top of this page.

Did you receive extra documents? Missing pages? Unreadable forms? Call Edexis at (866) 438-3339 to receive a fresh copy.

Mailing ID 939484-1845387

Edexis Order ID 1374950

DWC Case # ADJ12524635

Pages 6

Packet Type DOR form and attachments

pmcover.frx
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�042 �042 Page1 of1

EDEX INFORMATION SYSTEMS JACKSON Filed On Behalf of:
JULIA BURNS PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

. . 1-209-223-3461 ext. 100 Contact Person:
SUPPORT@EDEXIS.COM Claribel Valadez 7149720040

EDEXIS Proof of Service and Delivery Declaration
Employee: Williams, Kevin Case Number(s): ADJ12524635
List of Documents Served, as Provided:

1/2: Declaration Of Readiness To Proceed ( Id#:7Q64412 )
2/2: 10770.6 Verification ( Id#:7564414 )

I hereby certify, I am at least 18 years of age and not a party to this action. I am a resident of, or employed in the county where the
mailing took place. On the signature date below, a true co of the document(s) listed above was served either by enclosing them in a
sealed envelope addressed to each party named at the a ress(es) shown below, each envelope was placed for collection and mailing
at the business address below with postage fully prepaid following established business practices; or served by other previously agreed
upon method of electronic delivery, and there was no report of delay in the electronic transmission or physical mailing of the documents.

I declare underpenalty ofpetjury under the laws of the State of Calfornia that the foregoing is true and correct.
Business address for collection & mailing: 255 NEW YORK RANCH RD, JACKSON CA 95642

Signature and Date: S CHARLES BOWEN 07/24/2020

TESTAN LAW SAN DIEGO % TESTAN LAW USPS 1 of 2
31330 Oak Crest Dr Westlake Village CA 91361-4632 3569694471-0000077560

YORK EL DÖRADO HILLS % YORK RISK SERVICES USPS 2 of 2
PO Box 14731 Lexington KY 40512-4731 0971819207-0000000840

POD C BLUE

20200722091358 001374950 Generated: 07/22/2020 09:16:23
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STATE OF CALIFORNIA . �042
DWC DISTRICT OFFICE

DOCUMENT COVER SHEET

Is this a new case? Yes No v Companion Cases Exist V Walkthrough Yes No

More than 15 Companion Cases

07/22/20 SSN:
Date:(MM/DDNYYY)

Specific Injury
ADJ12524635

Case Number 1 Cumulative injury (Start Date: MM/DD/YYYY) (End Date: MM/DDNYYY)
(If Specific Injury, use the start date as the specific date of injury)

BodyPad1: BodyPad3:

BodyPad2: BodyPad4:

Other Body Parts:

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

ADJ DEU SIF UEF INT RSU

Companion Cases

Specific injury
ADJ12524618

Case Number 2 Cumulative injury (Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
(if Specific injury, use the start date as the specific date of injury)

BodyPad1: BodyPad3:

BodyPad2: BodyPad4:

Other Body Parts:
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. . Specific Injury
ADJ12743430

Case Number 3 Cumulative Injury (Start Date: MM/DDNYYY) (End Date: MM/DD/YYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 3:

Body Pad2: Body Pad4:

Other Body Parts:

Specific Injury

Case Number 4 Cumulative Injury (Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)

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

BodyPad1: Body Pad3:

Body Pad2: BodyPad4:

Other Body Parts:

Specific Injury

Case Number 5 Cumulative Injury (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 1: Body Part 3:

Body Pad2: Body Pad4:

Other Body Parts:
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
DECLARATION OF READINESS TO PROCEED

NOTICE: Any objection to the proceedings requested by a Declaration of Readiness to proceed shall
be filed and served within ten (10) days after service of the Declaration.

Case No : ADJ12524635

Applicant
First Name KEVIN

i M

!Last Name WILLIAMS

VS
Employer Information
Employer Name | WALMART INC

Employer Street Address / PO Box 6750 KIMBALL AVE

City CHINO

State CA

Zip Code (Numbers Only) | 91708

Declarants: Please designate your role (Please Select Only One)*

O Employee
O Applicant
O Defendant
O Lien Claimant

Declarant requests: (Please Select Only One)*

O Mandatory Settlement Conference O Status Conference
O Rating MSC* O Priority Conference
O Lien Conference

At the present time the principal issues are: (Check all that apply)
Compensation Rate ° Rehabilitation / SJDB
Temporary Disability O Self-procured Medical Treatment
Permanent Disability O Future Medical Treatment
AOE/COE 9 Discovery

O Employment
Other OUTSTANDING LIEN
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Declarant relies on'the report(s) of:
Doctor(s)

Dated (MM/DD/YYYY

Declarant states under penalty of perjury that (1) he or she is presently ready to proceed to
hearing on the issues below and has made the following specific, genuine, good faith efforts
to resolve the dispute(s) listed below,
ATTEMPTS HAVE BEEN MADE TO SETTLE LIEN TO NO AVAIL. LIEN CLAIMANT SEEKS
WCAB ASSISTANCE IN RESOLUTION OF LIEN INCLUDING PENALTIES AND INTEREST,
DISCOVERY PENDING. LIEN CLAIMANT HAS A PERSON WITH FULL SETTLEMENT
AUTHORITY IMMEDIATELY AVAILABLE BY TELEPHONE, 714-972-0040, MONDAY - FRIDAY
8:00 AM - 5:00 PM.

And (2) unless a status or priority conference is requested, I have completed discovery on the issues
listed above, and that all medical reports in my possession or control have been filed and served as
required by applicable rules.
Ifyou are a lien claimant filing for a lien conference, you must complete this section:
The lien filing fee or activation fee has been paid. ! Confirmation No: | D8Q9YHL6XXXXX
A filing fee or activation fee is not required because the lien is exempt or because either the lien |--i
was not filed under Labor Code section 4903(b) or the lien is not a claim of costs.
A filing fee was previously paid under the law in effect from 2004 to 2006 and proof of that
payment is attached.

Copies of this Declaration have been served this date as shown on the attached proof of service.
Declarant's Signature | S LESLEE IBARRA

Name and Law Firm ! PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

Address ! PO BOX 6299 LAGUNA NIGUEL CA 92607

Phone Number ! 7149720040

Date (MM/DD/YYYY) | 07/22/2020
*For a Rating MSC, all ratable medical reports, including treating physician, QME and AME reports, must be filed with this Declaration of
Readiness, unless they have been previously filed. A Rating MSc will be set only where the issues are limited to permanent disability
and the need for future medical treatment.
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10770 6 A 07/22/2020 09:15:39

CONTACT PERSON: CLARIBEL VALADEZ /7149720040
CASE INFORMATION: ADJ12524635 / KEVIN WILLIAMS

EDEX 1NFORMATION SYSTEMS JACKSON FORM ID: 20200722091358_001374950
JULIA BURNS The party filing this form automatically generated

these documents using the EDEXIS online EAMS service.
1-209-223-3461 EXT 100 EDEXIS is a DWC-approved Third-Party EAMS Filer.
SUPPORT@EDEXIS.COM Learn more at EDEXIS.COM or call 1-209-223-3461

10770.6 VERIFICATION

I declare under penalty ofperjury under the laws of the State of California that:

[X] The Declaration of Readiness is not being filed because of a dispute subject to the
Independent Medical Review and/or Independent Bill Review process.

[ ] A timely petition appealing the Administrative Director's determination regarding
Independent Medical Review and/or Independent Bill Review has been filed.

AND

[X] The underlying case has been resolved.

[ ] At least six months has elapsed from the date of injury and the injured worker has chosen
not to proceed with his or her case. In determining that the injured worker has chosen not to
proceed with his or her case, I have made a diligent search consisting of the following efforts:

OFFICIAL SIGNATURE

S LESLEE IBARRA

LESLEE IBARRA 07/22/2020
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ARST·CLASSMAll.
LEGAL DOCUMENT DEllVERY
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LEGAL DOCNNTS ENCLOSED

OPENIMMEDIATEl.Y
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II. ANY 00(ÜMENI

D o a
Proof of Service

& Proof of Mailing included,

n 0 [Tlc On SVS efflS 438'
oredexis.com
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DIVISION OF WORKERS' COMPENSATION Page 1 of 1

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF HEARING

DATE OF SERVICE:07/23/2020

WCAB CASE NBR(s):ADJ12524635, ADJ12743430, ADJ12524618

EMPLOYEE: KEVIN WILLIAMS

EMPLOYER:WALMAR T INC

INSURER:YORK EL DORADO HILLS

TYPE OF HEARING:Lien Conference

DATE OF HEARING:09/21/2020 MONDA Y

TIME OF HEARING:01:30 P.M.

LENGTH OF HEARING:

LOCATION:SBR-ADJ
464 W 4TH ST STE 239
SAN BERNARDINO/CA/92401

Map available at: http://www.dir.ca.gov/dwc/dir2.htm

JUDGE:Jody Eaton
909 3834522

You are hereby notified that the above entitled case is set for hearing before the Division of Workers' Compensation of the
State of California. Continuances are not favored and will be granted only upon clear showing of good cause. Please arrive
before scheduled appearance time.

NOTICE TO PARTIES: Disability Accommodation is avaliable upon request. Any person with a disability requiring
accommodation at the Hearing should contact the Disability Accommodation Coordinator at the District Office of the
WCAB, or the state-wide Disability Accommodation Coordinator at 1-866-681-1459 (toll free) as soon as possible.

Deaf/hard of Hearing/Speech Impaired: Any person who requires an assistive listening system or computer aided
transcription system, should contact the Disability Accommodation Coordinator at the District Office or the WCAB, or the
state-wide Disability Accommodation Coordinator, through the California Relay Service, by dialing 711 or 1-800-735-
2929 (TTY) or 1-800-855-3000 (TYY-Spanish), as soon as possible, or no later than five (5) days before the hearing. The
Division will provide a sign language interpreter upon request.

Vision impairment (Alternate Formats): This notice can be made available in Braille, large print, computer disk, and tape
cassette as a reasonable accommodation for an individual with a disability. Please contact the Disability Accommodation
Coordinator.

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

SPECIAL COMMENTS/INSTRUCTIONS:
APPLICANTNEED NOTAPPEAR; ALL LIEN CLAIMS OF RECORD STILL INDISPUTE SHALL APPEAR; EL TRABAJADOR
LESIONADO NO TIENE QUE PRESENTARSE EN ESTA AUDIENCIA

WC01

file:///C:/Users/jminervini/AppData/local/microsoft/windows/Temporary%20Internet%20F... 7/23/2020
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1 DANIEL HAWKES, ESQ.
SBN: 251577

2 TESTAN LAW
7676 Hazard Center DR STE 500

3 San Diego, CA 92108
Telephone: 619-543-9960

4 Facsimile: 619-543-9760

5 Attorneys for Defendant

6

7

8 WORKERS' COMPENSATION APPEALS BOARD

9 FOR THE STATE OF CALIFORNIA

10
)

11 KEVIN WILLIAMS,
)

12 Applicant,
)

13 vs.
14 WALMART INC./ACE AMERICAN

INSURANCE CO. as administered by YORK
15 RISK SERVICES GROUP, INC.,

16 Defendant.

)
17

CASE NO: ADJ12524618; ADJ12524635

OBJECTION TO AND PETITION FOR
CHANGE OF VENUE

Cal. Lab. Code §5501.5 (c)

Cal. Code of Regs., Title 8 §10410

18 COMES NOW, defendant(s) ACE AMERICAN INSURANCE as administered by YORK

19 RISK SERVICES GROUP, INC., by and through their attorney's of record Testan Law with their

20 Objection to Venue and Petition For Change of Venue.

21 INTRODUCTION AND CONTENTONS

22 Pursuant to the provisions of Labor Code Section 5501.5(c) and Title 8, Code of Regulations,

23 Section 10410, defendant ACE American Insurance Company as administered by York Risk Services

24 Group, Inc. (YORK) hereby exercises its right to object to the designated venue site. The designated

25 venue site does not appear to be based on any of the options found under Labor Code section

26 5501.5(a)(3). Defendant requests transfer to a district office which is in the California County where

27 the alleged injury occurred within the meaning of Labor Code Section 5501.5(a)(2) and where the

28 applicant resides per Labor Code Section 5501.5(a)(1).

- 1 -
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1 In this case, there appears to be no basis to file the application at an Orange County district

2 office. Defendant objects to any county other than San Bernardino County, as there is no basis for

3 venue at all in Orange County and defendant does hereby object to the designation of Anaheim, an

4 Orange County district office, as the venue for this claim.

5 This Objection to and Petition for Change of Venue is timely made pursuant to Labor Code

6 Section 5501.5 and WCAB rule 10410 within 30 days of Notice of the Designation of Venue and

7 Notice of Adjudication case number. (See Statement Under Penalty of Perjury, infra.) Upon this timely

8 objection to venue, the Legislature requires that venue be transferred either (1) to the California

9 County where the injured employee resides on the date of the filing of the application or (2) to the

10 county where the injury allegedly occurred. This is not discretionary and no showing of good cause is

11 required. No evidentiary proceeding or hearing is needed. (Labor Code section 5501.5(c) and Code of

12 Regulations, Title 8, Section 10410.)

13 In this case, the employee resides in San Bernardino County (Chino Hills, Zip code 91709) and

14 alleges injury arising out of and during the course of his employment at the Walmart Fulfillment

15 Center in Chino (San Bernardino County, Zip Code 91708). The only possible logical choice for

16 proper venue site is therefore in the California County where both the alleged injury occurred and

17 applicant's residence, San Bernardino.

18 LEGAL DISCUSSION

19 A.

20 There Is No Legal Basis For Venue Based Upon The Location Of The Employee's Attorney

21 California Labor Code Section 5501.5 subdivision (a) provides that an Application for Adjudication

22 of Claim "shall" be filed either:

23 (1) In the county where the injured employee or dependent of the deceased employee resides on

24 the date of filing.

25 (2) In the county where the injury allegedly occurred, or, in cumulative trauma and industrial

26 disease claims, where the last alleged injurious exposure occurred.

27 (3) In the county where the employee's attorney maintains his or her principal place of business, if

28 the employee is represented by an attorney.

- 2 -
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1 Labor Code section 5501.5, subdivision (c) further provides:

2 If the venue site where the application is to be filed is the county where the employees attorney

3 maintains his or her principal place of business, the attorney for the employee shall indicate the

4 venue site when forwarding the information request form required by section 5401.5. The

5 employer shall have 30 days from receipt of the information request form to object to the selected

6 venue site. Where there is an employee or objection to a venue site under paragraph (3) of

7 subdivision (a), then the application shall be filed pursuant to either paragraph (1) or (2) of

8 subdivision (a). [Emphasis added.]

9 B.

10 Venue Must Be Transferred To The County Of Alleged Injury

11 Upon defendant's timely and proper venue objection, the Appeals Board does not have

12 discretion on where the application must be filed. (Anaya v. McDonnell Douglas (2011) 2001 Cal.

13 Wrk. Cmp. P.D. LEXIS 57) ["if the defendant objects within 30 days of receipt of the adjudication

14 case number and venue, the case venue must be changed to another venue site as provided in Labor

15 Code section 5501.5"]; Benavidis v. County of San Bernardino (2010) 2010 Cal. Wrk. Cmp. P.D.

16 LEXIS 337 ["if the defendant files a timely objection to the venue selection, then Labor Code section

17 5501.5(c) requires that venue be changed"]; Aguilar v. Petaluma Valley Hospital (2010) 2010 Cal.

18 Wrk. Comp. P.D. LEXIS 212 ["objection is timely under section 5501.5(c) and WCAB Rule 10410...

19 [t]herefore, venue must be transferred"].) Thus, section 5501.5 (c) mandates that in this matter venue

20 "shall" be either in the county where the injured employee resided on the date of filing or the county

21 where the alleged injury occurred.

22 The venue rules were intended first by the Appeals Board in 1981 and then by the Legislature

23 in 1990 to establish some "rational relationship" between the place of filing and either the place of

24 employee's residence at time of filing or the place of alleged injury. Prior to enactment of Labor Code

25 Section 5501.5 in 1990, venue at the WCAB was first governed by former WCAB Rule 10403

26 effective July 1, 1981. The WCAB Rule 10403 Venue states:

27

28 The Application for Adjudication of Claim shall be filed in the county:

- 3 -
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1

2 (a) Where the injured employee or dependent of a deceased employee resides on the date of filing.

3 or

4

5 (b) Where injury allegedly occurred, or intuitive, and industrial disease claims, where the last

6 alleged injurious exposure occurred.

7

8 If the county selected for filing has more than one office of the Worker's Compensation Appeals

9 Board, the application shall be filed in the Worker's Compensation Appeals Board office serving

10 the geographic area of (a) or (b) above. These geographic areas shall be defined in the Policy and

11 Procedural Manual.

12

13 If there is no Workers' Compensation Appeals Board office in the County of (a) or (b) above, the

14 Application for Adjudication may be filed at any office of the Workers' Compensation Appeals

15 Board. This section shall apply to Applications for Adjudication filed on or after July 1, 1981.

16

17 By way of an en banc decision, the Appeals Board addressed the new venue rules in Noble v.

18 City ofOakland Police Department (1982) 47 Cal. Comp. Cases 1 (Appeals Board en banc):

19

20 The new [Appeals Board venue] rules were promulgated to clarify the place of proper venue

21 and, in our view, clearly call for venue in the disjunctive, either in the place of applicant's

22 residence or the place of injury with the final alternative that if there is no Board office in either

23 place, venue lies in any Board office. As stated by the panel in Burton, supra, the rules were

24 intended to establish a rational relationship between the place of filing and either the place of

25 applicant's residence or the place of injury, consistent with prior case law on the subject. City of

26 Anaheim v. WCAB (Beteag) (1981) 116 Cal. App. 3d 248, 46 Cal. Comp. Cases 318. In the event

27 that both the place of residence and place of injury qualify for venue and there is no Board office in

28 one of them, or only one of the places qualifies, venue properly lies in the qualifying place with the

- 4 -
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1 Board office before the alternative to file in any Board office emerges. In other words, only where

2 there is no Board office in either the place of applicant's residence and the place of injury, is there a

3 resort to general statewide venue in any Board office. Any other interpretation would distort the

4 clear meaning of the language and frustrate the intent of the new rules. (Noble v. City of Oakland

5 Police Department, supra, 47 Cal. Comp. Cases 1, 3.)

6

7 The Appeals Board's requirement for a "rational relationship" remains the same today after the

8 Legislature subsequently added Labor Code Section 5501.5 in 1990. (Stats 1990 ch 1550 § 59 (AB

9 2910)). The plain language of Section 5501.5 only allows for venue to be based upon the location of

10 the principal place of business of the employee's attorney unless a defendant timely objects. However,

11 once there has been a timely objection, venue can only be based upon some rational relationship with

12 the employee's residence at the time of filing or the place of alleged injury.

13 In this case, there is no rational relationship between Orange County and either the place of

14 applicant's residence or the place of alleged injury.

15 C.

16 This Case Was Wrongfully Filed In Orange County

17 There is no good faith basis for this case to have been filed in an Orange County district office

18 other than that it might be the preference of applicant's attorney.

19 CONCLUSION

20 By reason of the foregoing, venue must be immediately transferred to the San Bernardino district

21 office.

22 Respectfully submitted
Testan Law

23

24

25 Dated: October 7, 2019
Daniel Hawkes

26 Attorney for Defendants

27

28

-5 -
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1 DANIEL HAWKES, ESQ.
SBN: 251577

2 TESTAN LAW
7676 Hazard Center DR STE 500

3 San Diego, CA 92108
Telèphone: 619-543-9960

4 Facsimileí 619-543-9760

5 Attorneys for Defendant

6

7

8 WORKERS' COMPENSATION APPEALS BOARD

9 FOR THE STATE OF CALIFORNIA

10
) CASE NO: ADJ12524618; ADJ12524635

11 KEVIN WILLIAMS,

12 Applicant, OBJECTION TO AND PETITION FOR
13 vs. CHANGE OF VENUE

WALMART.INC./ÄCE AMERICAN ) Cal. Lab. Code §550L5 (c)
14 INSURANCE CO. as administered by YORK Cat Code of Regs., Title 8 §10410
15 RISK SERVICES GROUP, INC.,

16 Defendant.

17

18 COMES NOW, defendant(s) ACE. AMERICAN INSURANCE as administered by YORK

19 RISK SERVICES GROUP, INCs by and through their attorney's .of record Testan Law with their

20 Objection to Venue and Petition For Change ofVenue.

21 INTRODUCTION AND CONTENTONS

22 Pursuant to the provisions of Labor Code Section 5501.5(c) and Title.8, Code of Regulations,

23 Section 10410, defendant ACE American Insurance Company as.administered by York Risk Services

24 Group, Inc. (YORK) hereby exercises its right to object to the designated venue site. The designated

25 venue site does not appear to be based on any of the options found under Labor Códe section

26 5501.5(a)(3). Defendant requests transfer to a district office which;is in the California County where

27 the alleged injury occurred within the meaning of Labor Code. Section 5501.5(a)(2) and where the

28 applicant resides per Labor Code Section 5501.5(a)(1).

- 1 -
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1 In this case, there appears to be no basis to file the application at an Orange County district

2 'office. Defendant objects to any county other than San Bernardino County, as there is no basis for

3 venue at all in Orange County and defendant does hereby object to the designation of Anaheim, an

4 Orange County district office, as the venue for this claim.

5 This Objection to and Petition fór Change of Venüe is timely.made pursuant to 13abor Code

6 Section 5501.5 and WCAB rule 10410 within 30 days .of Notice of the Designation of Venue and

7 Notice of Adjudication case number. (See Statement Under Penalty ofPerjury, infra.) Upon this timely

8 objection to venue, the Legislature requires that venue be transferred either (1) to the California

9 County where the injured employee resides on the .date of the filing of the application or (2) to the

10 county where the injury allegedly occurred. This is not discretionary and no showing of good cause is

11 required. No evidentiary.proceeding or hearing is needed. (Labor Code section 5501.5(c) and Code of

12 Regulations, Title 8, Section 10410.)

13 In this case, the employee resides in San Bernardino County (Chino Hills, Zip code 91'709) and

14 alleges injury arising out of and. during the öoùrse of his employment at the Walmart Fulfillment

15 Center in Chinö (San Bernardino County, Zip Code 91708). The ónly possible logical choide for

16 proper venue site is therefore in the California County where both the alleged injury occurred. and

17 applicant's residence, San Bernardino.

18 LEGAL DISCUSSION

19 A.

20 There Is No Legal Basis For Venue Based Upon The Location Of The Employee's Attorney

21 California Labor Code Section 5501.5 subdivision (a) provides that an Application for Adjudication

22 of Claim "shall" be filed either:

23 (1) In the county where the injured employee or dependent of the deceåsed employee resides on

24 the date of filing.

25 (2)ln the county where. the injury allegedly occurred, ör, in. cumulative trauma and industrial

.26 disease claims,'where the last alleged injurious exposure occurred.

27 (3) In the county where the employee's attorney maintains his or her principal place of business, if

28 the employee is represented by an attorney.

-2

ATB000118



1 Labor Code section 550L5, subdivision (c) further provides:

2 If the venue site where the application is to be filed is the county where the employees attorney

3 maintains his or her principal place of business, the attorney for the employee shall indicate the

4 venue site when forwarding the infórmation request form required by section 5401.5. The

5 employer shall have 30 days from receiptiof the infonnatión request form to object to the selected

6 venue site. Where there is án employee är objection to ä venue site under paraaraph (3) of

7 subdivisión (a), then the application shall be filed pursuant to either paraaraph (11 or (2) öf

8 subdivision (a), [Emphasis added.]

9 B.

10 Venue Must Be Transferred To The County Of Alleged Injury

11 Upon defendant's timely and proper venue objection, the Appeals Board does not have

12 discretion on where the application must be filed. (Anaya v. McDonnell Douglas (2011) 2001 Cal.

13 Wrk. Cmp. P.D. LEXIS 57).["if the defendant objects within 30 days of receipt of the adjudication

14 case:number and venue, the case venue must be chänged to another venue site as provided in Labor

15 Code section 5501.5"]; Benavidit v. County of San Bernardino (2010) 2010 Cal. Wrk. Cmp. P.D.

16 LEXIS 337 ["if the defendant files a timely objection to the venue selectiòn; then Labor Code section

17 5501.5(c) requires that venue be changed"]; Aguilar v. Petaluma Valley Hospital (2010) 2010 Cal

18 Wrk. Comp. P.D. LEXIS 212 ["objection is timely under section 5501.5(c) and WCÃB Rule.10410...

19 [t]herefore, venue must be transferred"].) Thus, section 5501.5 (c) mandates that;in this matter venue

20 "shall" be either in the county where the injured employee resided on the date of filing or the county

21 where the alleged injury occurred.

22 The venue rules were intended first by the Appeals Board in 1981 and then by the Legislature

23 in 1990 to establish some "ratiònal relationship" between the place of filing and either the place of

24 employee's residence at time of filing or the place of alleged injury. Prior to enactment of Labór Code

25 Section 5501.5 in 1990, venue at the WCAB was first governed by former WCAB Rule 10403

26 effective July 1, 1981. The WCAB Rule 10403 Venue states:

27

28 The Application for Ädjudication of Claim shall be filed in the county:
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1

2 (a) Where theiinjured employee or dependent of a deceased employee resides on the date of filing.

3 or

4

5 (b) Where injury ållegedly öccurred, ör intuitive, and industrial diseáse ¿laims, where the last

6 álleged injurious exposure occurred.

7

8 If.the county selected for filing has more than one office of the Worker's Compensation Appeals

9 Board, the application. shall be filed in the Worker's Compensation Appeals Board office serving

10 the geographic area of (a) or (b) above. These geographic areas shall be defined in the Policy and

11 Procedural Manual.

12

13 If there is no Workers' Compensatiön Appeals Board office in the County of (a).or (b) above, the

14 Application for Adjudication may be filed at any office öf the Wörkeirs'.Cömpensation Appeals

15 Board. This section shall ápply to Applications for Adjudicátion filed.ön or after July 1,.1981.

16

17 By way of.an en banc decision, the Appeals Board addressed the new venue rules in Noble v.

18 City ofOakland Police Department (1982) 47 Cal. Comp. Cases 1 (Appeals Board en banc):

19

20 The new [Appeals Board venue] rules were promulgated tò clarify the place of proper venue

21 and, in our view, clearly call for venue in the disjunctive, either in the place of applicant's

22 residence är the pläce öf injury with the final altërnative that if there is no Board office in either

23 place, venue lies in any Board :office. As stated by the panel in Butön, suprà, the rules were

24 intended tö establish ·á rational relationship between the pláce .of filing and either the pláce of

25 applicant's residence or the place of injury, consistent with prior!case law on the subject.. City of

26 .Anaheim v. WCAB (Beteag) (1981) 116 Cal. App. 3d 248, 46 Cal. Comp. Cases 318. In the event

27 that both the place of residence and place of injury qualify:for venue and there is no Board office in

28 one of them, or only one of the places qualifies, venue properly lies in the qualifying place with the

-4
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1 Board office before the alternative to file in any Board office emerges. In other words,.only where

2 there is no Board office in.either the placè öf applicant's residence and the place of injury, is there a

3 resort to general statewide venue in any Board öfficë. Any other interpretation would distort the

4 clear meaning of the!1anguagë and frustrate the intent of the new rules. fNoble ü Citÿ ofOakland

5 Police Department, supra, 47 Cal. Comp. Cases 1, 3.)

6

7 The Äppeals Board's requirement for a "rational relationship" remains the same today after the

8 Legislature subsequently added Labor Code. Section 5501.5 in 1990. (Stats 1990 ch 1550 § 59 (AB

9 2910)). The plain language of Section 5501.5 only allows for venue to be based upon the location of

10 the principal place of business ofthe employee's attorney unless a defendant timely objects. However,

11 once there has been a timely objection, venue can only be based upon some rational relationship with

12 the employee's residence át thè timè of filing or thé pläce of allegëd injury.

13. In this case, there is nö rational relatiönship between Orange Cöunty and either the place óf

14 applicant's residence or the place öf alleged injury.

15 C.

16 This Case Was Wrongfully Filed In Orange County

17 There is no good faith basis for this case to have been filed in an Orange County district office

18 other than that it might be the preference of applicant's attorney.

19 CONCLUSION

20 By reason of the foregoing, venue must.be immediátely transferred to the San Bernardino district

21 öffice.

22 Respectfullysubmitted
23 Testan Law

24 .

25 Dated: October 7, 2019
Daniel Hawkes

26 Attorney for Defendants

27

28
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RE: Williams, Kevin v. Walmart Inc.
WCÁB CÄSE NO.: ADJ12524618; ADJ12524635

2

3 VERIFICATION

4 State of Califórnia, Cöunty öf San Diego

5 I declare under penälty .of perjury that the föregoing is true and correct and thai

6 the same was signed by me on this Statement under penalty of perjury pursuant tó WCAB rule

7 11.0410

8 I, Daniel Hawkes, declare under penalty of perjury that I am the attórney for the

9 defendant ACE American Insurance Company (ACE) as administered by York Risk Services

10 Group. Inc. (YORK) and make this statement pursuant to WCAB Rule 10410. I am informed

11 and believe that YORK has received only the Nötice of Representation from applicant's counsel

12 dated 09/10/2019 (attached as Exhibit. #A) but.:has not yet received the Application for

13 Adjudicatión öf claim.

14 The defendant is aware that the applicant has filed twö Applicatiöns at the Anaheim

15 Wórkers' Compensation Appeals Board:and the assignment of the ADJ case number by receipt

16 öf the Notices öf Application dated.each 9-10-19.

17 Defendant's first knowledge and possession of both the Application, and Notice of

18 Ápplication has not yet occurred;

19 I am therefore informed and believe that this petition is therefore filed within 30 days of

20 Notice of Venue Selection and the Application. I declare under penalty of perjury that the

21 foregoing is true and correct and that the same was signed by me on this date.

22 Executed on Octöber 7, 2019 at San Diegö, California.

23

Daniel Hawkes
26 Attorney for Defendants

27

28

-.1 -
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Napiliji Foley, Esq EIN: 47-4713032
Managing Auorney. . EAMS: 11964930
Tcl (310) 707 8098;
Fa.«(110) 626 9632
nfoleylajy@gmail.com

LAW OFFICES OF NATAL1A FOLEY
8306 Wilshire Blvd # 115 Beverly Hills, CA 9021 I

www.nataliafolcylaw.com

TO:: WAL-MART 9/10/2019
6150 KIMBALL AVE
CHfNO, CA 91708

RE: KEVIN WILLIAMS VS WÁL-MART ASSOCIATES INC
DOB: 02/17/1964

WCAB #: ADJ12524618 (DOIt 09/09/2018 - 03/20/201.9)
ADJ12524635 (DOIi 10/0 1/2018 - 03/15/2019)

CLAIM·. UNASSIGNED

�042NOTICE OF REPRESENTATION
�042NOTICE OF WORKERS COMPENSATION CLAIM
�042DEMAND FOR EMPLOYER PERSONNEL FILE (L.C. L198.5)
�042REQUEST FOR MEDICáL TREATMENT.IN THE MPN (REG. 9767.5(G)
�042REQÙEST FOR COMPLETE lÑSDRANCE FILE
�042DESIGNATION. OF TREATING DOCTOR UNDER LC:§ 4600

NOTICE OF REPRESENTATION

Tá Wifòm It May Concern:

Please be advised that this office; The Law Offices ofNatalia Foley, has been retained by
the above individual to represent the above individual in regards to all workers compensation
claims against the above named employer.

Please direct all communication.to this office and do not contact the client directly.
Failure to abide by this demand shall result in penalties and/or sanctions ordered by the

Workers Compensation Appeals Boards and/or the Superior Court of CA.

NOTICE OF WORKERS COMPENSÄTION CLAIM

Please allow this correspondencë to serve as notice of the above captióned employee's
workers compensation claim.

Enclosed is the following

Page 1 of5
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1. DWC-1 Claim Form
2. Notice ofRepresentation
3. Demänd for Employer Personnel File
4. Demand for Treatment:within MPN
5. Demand for Insurance File

Please respond via Fax or USPS with.the completed DWC-1 claim form and other
requested information to my attention. Our fax number is 310 626 9632.

Please also submit this claim to yoür workers compensation msuránce carrier.
I ask that you do not contact the injured worker directly and direct all

communication to your workers compensation insurance carrier.
Please note the following statutes, their requirements and the consequences of violating

them:

1 If you fail to satisfy the requirements ofLabor Code Section 5401, you may be subject
to penalties;

2 Pursuant to Labor Code Section 132(a), it is unlawful to discriminate against an
employee for claiming an industrial injury.

3 Pursuant to Labor Code Section 1871.4(a)(4), makes it a felony to "make or cause to. be
made any knowingly false or fraudulent statements regarding entitlement.to benefits
with the intent to discourage an injured:worker from claiming benefits or pursuing a
claimt and Labor Code Section 3820 makes one erigáging li3 such conduct subject tö
severe monetary penalties.

4 If you fail to provide benefits pursuant to Laboi- Code Sectiòns 4600 and 4650, we will
seek penalties.

.DEMAND FOR EMPLOYER PERSONNEL FILE (L.C L198.5)

Dear Human Resources Dept:

Demand is hereby made that you, The Employer.deliver to The Law Offices ofNatalia
Foley the complete and not-redacted employer personnel file in regards the above named
employee.

Failure to abide by this demand, pursuant to CA Labor Code 1198.5 et seq., may result,
in penalties per CA Labor God.e 5813.

REQUEST FOR!MEDICAL TREATMENT IN THE MPN (REG. 9767.5(G)

ÒearËmployer and/or Workers Compensation Insurance Claims Ad[uster.

Demand.is hereby made that the above named injured worker treat for the industrial
injuries alleged in the DWC41 Claim Form, within your workers compensation insurancé MPN.

Please schedule an appointment with a treating (not just evaluating) mental health or ,

Page 2 of5
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orthopedic specialist as soon as possible
Please provide a list of medical providers to the applicant (cc: to applicant's attorney)

such that applicant may find a doctor within your MPN

Be advised that failure to authorize treatment within the MPN wilf result in the loss of
medical control for the dùration of the case. If no treatment within the MPN is authörized within
10 days of this mailing, applicant will self procure out of the MPN according to Regg9767,5(g)

[f more than 30 days have passed since the date of injury applicant is electing to exercise
his/her right of free choice of treating physician in accordance with Labor Code Section 4600
and;herebý designates Dr Jonathan Nissanoff, MD as the primary treating physician or facility;
or if fewer than thirty days have passed since the date of injury, applicant hereby requests a
chángé óf pliysiciañ in accördance with Labor Code Section 4601 and will designate the same
doctor or facility as primary treating physician or facility if there is non comóliance with said
section.

Should oui'client be unable to return to our client's usual and customary job, this letter
shall be deemed by our client to be a demand for rehabilitation services. Labor Code Section
4636 requires that the employer assign a qualified rehabilitation:representative to meet with
applicant when aggregate total disability continues for 90 days. In such event, we demand that
such meeting be hekl in out office. Do not contact our client directly to set up such meëting.

If rehabilitation benefits are provided, consistent with Röcha, the enclosed Disclosure
Státement and.this letter shall constitute a lien for attorney's fees and otir demand:that 15%.of all
rehabilitation benefits be withheld for reasonable attorney's fees. Applicant's signature on the
enclösed Disclosure Statement form constitutes consent-to the above·reqùest for attorney's fees.

REQUEST FOR COMPLETE INSURANCE FILE

Dear Claims Adjuster,

As you have been made aware, this office has been retained by the above-named
emplóyee for the work-related injury sustained on or about;the:daté set forth. You have been
previously sent all of the documents (Application for Adjudication, Disclosure Statement, and
other documents signed by the applicant and.the undersigned)öoncurrently filed with the
Workers'Compensation Appeals Board.

We hereby demand production of the following with respect to applicant which are
m your possession of;your insurance carrier, or your agents or their agents:

1 All medical reports,
2 Wage Statements;
3 All investigation reports;
4 Any motion picture films, television tapes or pictures which may have been or will be

taken of our client;
5 Any statements prepared by any Qualified Rehabilitation Representative[
6 Any statement made by our client with reference to our client's injury;
7 A history (print-out) ofall benefits paid, including the dates and amounts;

Page 3 of 5
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8 Statements by áoãorkers; and
9 Employment records and personnel file.

Further please advise if you have any sub-rosa on this matter whether you intend to use
the same òr not. If ýou häve sub-rösa, send ine what ýou have and let me know if you are going
to use it. If you have no sub-rosa confirm in writing and consider this a continuing demand
thróugh the conclusion öf this file.

Pursuant to L.C. §S3019, demand is hereby rnade for any and all records in your
possession and further, all records transmitted should contain a declaration under penaky of
perjury executed by the custodian of records. Any and all prior authorizations signed by my
client are hereby fully revoked and rescinded.

I call your attention to L.C..§ 5813 which allows for attorney fees to enforce the above
referenced Rules of Practice and Procedure, I hope it will not become necessary to exercise this
Labor Cöde Section but If there is not foil and complete compliance within 30 days of the date of
this letter, I will request that an order issue at the next court date ordering compliance with my
requests to the extent appropriate and attorney fees per L.C: § 5813,1 think yòu for your prompt
attention to this matter

DESIGNATION OF TREATING DOCTOR UNDERLC § 4600

To:v)honi it niãv õorïcêrh

Please be advised thát pursuant and in accordance with Lábor Code § 4600 applicant
elects as his/her Primary Treating Physician and hereby wishes and appoints to have his/her
nïedicál treatment by DL Jonathan Nissanoff, MD as the þrimary treating physician or facility.

You are hereby placed on notice of this change of treating doctor, A copy of this letter to
the office of the doctör will servë as notification of the responsibility to.send reports and bills
directly to you and as notice of the requirements ofRules and Regulations § 9785 öf the
Administrative Director of the Division of Industrial Ãccidents that the initial report must be
filed within five working days añer the initial examination.

Respectfully,

THE LAW OFF1CES OF NÁTALIA Y

By Natalia Foley, Esq . . .
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PROOF OF SERVICE
Stafe VfCalyornia
Coünty ofLos Angele.s

I alii cmployed in the county of Lös Angeles, State of California.
I am over the age of 18 years and not a party to the withii1 actiöit;!my business address is!

8306 WILSHIRE BLVD STE 115
BEVERLY HILLS CA 90211

I am readily familiar with the fli·m's business practice ofprocessing correspondence for nialling. In the
òrdiilary course of búsiness, the correspondence woùld be deposited with the United States Postal Service
on.that same.day with postage thereon fully prepaid át my busiiless äddress abovet I am aware that on
motion of the party served, seniice is presumed invalid ifpostal cancellation.date or postage meter date is
more than one day after the date of deposit for:mailing as listed..
On 9/10/2019 . . [ served the foregoing documents described as:

NOTICE OF REPRESENTATION
NOTICE OF WORKERS COMPENSATION CLAIM
DEMAND FOR EMPLOYER PERSONNEL FILE (L.C. I 198.5)
REQUEST FOR MEDICAL TREATMENT IN THE MPN (REG 9767.5(O)
REQUEST FOR COMPLETE INSURANCE FILE
DESIGNATION OF TREATING DOCTOR UNDER LC [4600

on the ititcrested parties:iïl this action, by placiiig a true.copy thereofin a sealed enVelope with postage
thereon fully prepaid; in the United States Mail at my address stated above, addressed as follows:

WC AB (AHM) KEV1N WILLIAMS
1065:N PACIFIC CENTER. DR STE 170 2070 AVENIDA HACIENDA
ANAHEIM CA 92806 CHINO HILLS CA 91709

WAL-MART.ASSOCIATES INC
6150 KIMBALL.AVE
CHINO, CA 91708

I deicIare under penalty ofperjury under the laws of the State ofCalifornia that the foregoing is true:and ,
correct.
Executed on: 9/10/2019 at:Los Angeles,.CA

By IRINA EES,
Legal Äss s lift to Attorney
Natalia F cy, Esq

Page50f5

Exhibit A
9/24/2019

ATB000127



1 TESTAN LAW SAN DIEGO
4970955

2 6195439960
angelolimpin@atblaw.net

3
PROOF OF SERVICE

4
STATE OF CALIFORNIA, COUNTY OF SAN DIEGO

5
I am.employed in the County of San Diego, State of California I am over the age of 18, and

6 not a party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE
7 500iSan Diego, CA 92108.

8 On October 7, 2019, I served the foregòing .dócument(s) on the case of Williams, Kevin v.
Walmart Inci/WCAB Case No. ADJ12524618; ADJ12524635/Claim No. 8949558; 8949567 |

9 described as:

10 Objection to and Petition for Change ofVenue

11 on the interested parties in this action by placing the original or a true copy thereof enclosed in a
sealed envelope addressed as follows:

12 [X] BY ELECTR.ONIC TRANSMISSION I transmitted a PDF version. of this document by
13 electronic mail to the WCAB through EAMS.

Workers' Compensation Appeals Board
1065 N Pacificenter DR STE 170 & 200

15 Anaheim, CA 92806

16 Christine Leonard
York Risk Services Group, Inc..

7 PO Box 14731
Lexington, KY 40512

18 Natalia Foley, Esq.
19 Law Offices of Natalia Foley

8306 Wilshire BLVD STE 115
20 Beverly Hills, CA. 90211

21 I am "readily familiar" with:the firm's practice of collection and.processing correspondence
for mailing. Under that practice it would be deposited with U.S. Postal Service on that same day

22 witlipostage thereon fully prepaid at San Diego, California in the ordinary course of business. I
am aware that on motion of party served, service is presumed invalid if postal. cancellation date or

23 postage meter date is more than one day after date ofdeposit for mailing affidavit.

24 .

I declare under penalty of perjury ui1der the laws òf the Státe ofCaliforniä that the above is
25 true and correct.

26 Executed on October 7, 2019, at San Diego, CA.

27

28 Ang mpin
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Unstructured Eform Page 1. of 1

Master Case Number*:

Enter Companion Case N imber: ADD
Companion Case Number

Companion Case Number:
DELETE

Case Type*: -select- v

Document Type*:

Document Title*:

Lien Reservation Number:

Author:

Document Date:
File Upload*ï

Attachment

-select- V
(You must select Case Type before selecting Doc Type)
---select- v|
(You must select Doc Type before selecting Doc Title)

(mm/ddlyyyy)
Browse...

Uplönded Dócuments

Master Case Case ID Casë Docùment Document Title File NameReference Type Type
ADJ12524618 .ADJ12524635 ADJ LEGAL 10770.6 C:\fakepath\Williams .Delete

DOCS VERIFICATION VERI_001.pdf
ADJ12524618 ADJ12524635 ADJ IsEGAL PROOF.OF C:\fakepath\Williams Delete

DOCS SERVICE POS_001.pdf
ADJ12524618 ADJ12524635 ADJ LEGAL OBJECTION C:\fakepath\Williams De[ete

DOCS TO VENUE Objechont001.pdf
submit

https://eamsdm.dwc.ca.gov/eamseforms/attachData 10/7/2019
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Success Page .1 of 1

Submission of this eform through EAMS constitutes service upon ány internal DWC unit.

Batch ID: 31902193 Date: 10/07/2019 05i31:00 PM

:og

https://eamsdm.dwc.ca.gov/eamseforms/submit_dáta 10/7/2019
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