RECORDS

Applicant/Plaintiff  Kevin Williams

Case No. SIF12524618

Defendant Wal-Mart Distribution

Date of Injury 09/09/2018 to 03/20/2019

File/Claim Num Date Published 3/24/2021
Records of Adelson, Testan and Brundo

Location Copied 31330 Oak Crest Drive
Westlake Village, CA 91361

Type of Records  Insurance Claims

Records delivered to: Control Num 22-5414-3 (128) C1

1 Customer Natalia Foley, Esq
Workers Defenders Law Group
5753 E Santa Ana Cyn Rd Ste G #616
Anaheim, CA 92807
Attn: Natalia Foley, Esq.

Med-Legdl, LLC

955 Overland Ct, Suite 200, San Dimas, CA 91773 (800) 244-3495

These records were produced under U.S. Patent No. 8,301,611
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STATE OF CALIFIRMIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS™ COMPEMEATION

WORKERS' COMPENSATION APPEALS BOARD

Kevin 'Wi."iﬂ:m.‘: Case Mo, SIF1252461 8

DOB: 02/17/64 {IF APPLICATION HAS BEEN FILED, CASE NUMBER

AK A MUST BE INDICATED REGARDLESS OF DATE OF INJURY)
File:

SUBPOENA DUCES TECUM

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

Wal-Mart Distribution

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

The People of the State of California Send Greetings to: Adelson, Testan and Brundo
WE COMMAND YOU to appear before A Deposition Officer — Med-Legal, LLC

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

on the 03/29/21 day of ,at 10:00 o'clock AM., to testify in the above-
entitled matter and to bring with you and produce the following described documents, papers, books and records.
See Attachment for a list of records to be produced subject to this subpoena, to make available for

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

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

WORKERS COMPENSATION APPEALS BOARD
Date o821 (F THE STATE OF CALIFORNIA

Secrotary, Assistant Secretary, Workers” Compensation Judge

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

SEE REVERSE SIDE
|SUBPOENA INVALID WITHOUT DECLARATION)|

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

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

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

HIPAA Compliant Request Control #: 22-5414-3
Do not appear! Simply call (800) 244-3495 and somebody will copy the records for yvou at your office.
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DECLARATION FOR SUBPOENA DUCES TECUM

Case Mo, SIF12524618
STATE OF CALIFORNIA, County of Los Anpeles

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

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

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

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

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

Execufed on 030821, at San Dimas, Califomia.

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

Smalun: Addres Telephaome

Victor Landero, Operations

DECLARATION OF SERVICE

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

date and place set forth opposite each name.

Mame of Person Served Date Place

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

Executed on , at . Califomia.

Signature
Control #: 22-5414-3
DWC WCAB 32 (Side 2) (REV. U6/18)
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Re:
Patient’Applicant: Kevin Williams
AKA:

Ordered By:

Matalia Foley, Esq
Workers Defenders Law Group

5753 E Santa Ana Cyn Rd Ste G #1616

Anaheim, CA 92807
Records to produce:
Deponent’s file #:
Exclusions (if any):

Date Range (if any):

Attachment

D.OB.: 0241764

Social Security #: 000-00-0000

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

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

Any and all non-privileged records, pertaining to Kevin Williams, in your possession and/or under your

control.

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

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

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

subpoenaed records exist in paper th

are to be provided for inspection and co

ing. If the su

oenaed reconds exist electronicall

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

Form M2 (9/3/98)

Attachment

ATB000004
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Case Name: Kevin Williams v. Wal-Mart Distribution

Case Number: SIF12524618

PROOF OF SERVICE BY MAIL

Notice of Copying, Deposition Notice

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

On 3/9/2021 | caused to be served, at my direction and following ordinary business practices, true
copies of the document(s) referenced above for collection and mailing in a sealed envelope and
addressed to the parties listed below. | am readily familiar with the business practices of Med-Legal, LLC
for collection and processing of correspondence for mailing. The document was set for same day mail
processing and collection, with postage fully paid, for delivery by the United States Postal Service or
private delivery service following ordinary business practices.

SIBTF SACRAMENTO
1750 HOWE AVENUE STE 370
SACRAMENTO CA 95825

OD LEGAL LOS ANGELES
355 S GRAND AVE STE 1800
LOS ANGELES CA 90071

| declare under penalty under the penalty of perjury under the laws of the State of California, the
foregoing is a true and correct statement. Executed on 3/9/2021 at San Dimas, California.

/s/ Roderic B. Davis

Business Document Manager
Med-Legal, LLC

22-5414-3
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APPLICANT/PLAINTIFF/PETITIONER: Kevin Williams CASE NUMBER:

DEFENDANT/RESPONDENT: \n/51-Mart Distribution SIF12524618

PROOF OF SERVICE

1. Iserved this _Subpoena Duces Tecum by delivering a copy to the person served as follows:

ersanal Delivery Etertiﬁed Mail DQegular Mail ]:I«'ia Facsimile

a. Person served (name): __ Stacy Carr
b. Address where served: 31330 Oak Crest Drive, Westlake Village,CA, 91361

c. Date of delivery: 03/09/2021 Time of delivery- 02:37 PM

d. Deposition date is: 03/29/2021

e. (1) Witness fees were paid.

Amount: ik Check Number: 3313279
(2) |:| Copying fees were paid.
Amount. 3
f. Fee for service: 5

| received this subpoena for service on (date): 03/09/2021

Ferson serving:
a. |:| Not a registered California process server.
b. California sheriff or marshal
C. Registered California process server.
Employee or independent contractor of a registered California process server.
Exempt from registration under Business and Professions Code Section 22350(b).

F Registered professional photocopier.

O00R0D

a. Exempt from registration under Business and Professions Code section 22451,
4. Name, address, telephone number, and, if applicable, county of registration and number:

Richard Woodard , LA - 7235

955 Overland Ct, Suite 200, San Dimas, CA, 91773

| declare under penalty of perjury under the laws of the State of (For California sheriff or marshal use only)
California that the foregoing is true and correct. | certify that the foregoing is true and correct.
Date: 03/09/2021 Date:
/S/ Richard Woodard
> B
(SIGNATURE) (SIGNATURE)
982(a)(15.2) [Rev. January 2000] PROOF OF SERVICE CS1827

Control Number; 22-5414-3
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Records Order Form

03/08/21
Notice of Copying to: Case Information

OD LEGAL LOS ANGELES .&ppiitﬂl’lt Kevim Williams
3155 S Grand Ave Ste 1200 Emph}}'El': Wal-Mart Distribution

LOS ANGELES, CA 90071 Case #: SIF12524618
DOI: 090918 TO 03/20/19 SS#: 000-00-0000

Claim #: Not Supplied by Carrier
Ordering party: Natalia Foley. Esq

Adelson, Testan and Brundo

Record Location:

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

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

Send records:

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

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

E-mail add resses required for the electronic sets:

i

@

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

[ Bill to the Insurance Carrier

(Print your name)

(Sign your name)  Control #: 22-5414-3

(Signature required)
Med-Legal, LLC

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

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

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

03/08/21
Notice of Copying to: Case Information
SIBTF SACRAMENTO .&ppiitﬂl’lt Kevim Williams
1750 Howe Avenue Ste 370 Emph}}'El': Wal-MMart Distribution
Sacramento, CA 95825 Case #: SIF12524618
DOI: 090918 TO03/20/19 S5#: 000-00-0000

Claim #: Not Supplied by Carrier
Ordering party: Natalia Foley. Esq

Adelson, Testan and Brundo

Record Location:

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

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

Send records:

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

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

E-mail add resses required for the electronic sets:

i

@

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

[ Bill to the Insurance Carrier

(Print your name)

(Sign your name)  Control #: 22-5414-3

(Signature required)
Med-Legal, LLC

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

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

There was no violation of Califomia Labor Code Section 139.32 with respect o the services described herem.
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PROOF OF SERVICE
STATE OF CALIFORNIA, COUNTY OF SAN DIEGO

I am employed in .the‘C;:unty of San Diego, State of California. 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
500, San Diego, CA 92108.

On l L‘f ZU(/f 1 served the forégoing dociiment(s) on the.case of Williams; Kevin-v.
Walmart Inc/WCAB Case No. ADI12524635; .ADJ12524618/Claim. No. 8949558: 8949567 -

described as: ' WALKTHROUGH APPEARANCE SHEET; ORDER APPROVING

COMPROMISE AND RELEASE AND FULLY EXECUTDD COMPROMISE AND
RELEASE AGREEMENT on the interested parties in this-action by placing the original or a true |
copy thereof enclosed in a sealed envelope addressed as follows:

Christine Leonard

York Risk Services Group, Inc.
PO Box 14731

Lexington, KY 40512

Natalia Foley, Esq.
Law Offices of Natalia Foley \

8306 Wilshire Blvd., Suite 115 !

Beverly Hills, CA. 90211

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
with postage thereon fully pregaid at San Dlego, 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

postage meter date is more than one day after date of deposit for mailing affidavit.

I declare under penalty of perjury under the laws of the State of California that the above is
true and correct.,

Executed on | 1/15[ }@3/7 at San Diego, CA..

S

ANGELA 1{933 4

-1
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- STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
‘WORKERS' COMPENSATION APPEALS BOARD.

s , -7 |WALKTHROUGH APPEARANCE SHEET
Al SRR IV ADJ_ 12 52 4¢35 .
fewnm . otliame . |AoT IRy as  ANT /}’Z‘fﬁ)’%jﬁ
: Efiler: Yes_* _ No. AT _

. Case set for hearing:. Yes % No__ ‘
Applicant,| Walk through document:

s — A C8R.—— . .8 ngrrﬂ;%-_m_._._
P o * 5710 DEPOSITION'ATTORNEY'S
Walmavk line . - PETITION TO COMPEL ATTENDANCE AT
: MEDICAL EVALUATION/DEFO -
. PETITION FOR STAY ORDER- PJONLY:
Defendants. |

APPEARANCES. .
APPLICANT . [JPRESENT  [INOT PRESENT
APPLICANT REPRESENTED BY . B E]ATTORNEY [IHEARING REP.

'DEFENDANT REPRESENTED BY 165’»\ 'L«w }Qem/ < “EIATTORNEY [ HEARING REP.

OTHERS APPEARING 4 : - __[JATTORNEY [THEARNGREP,
INTERPRETER - . CERTIFIGATIONNO. -~

DISPOSITION: @oroo L] ORDER SUSPENDING AGTION G CARISTIPS @STIPSAPPROVCD @

'QRDER(s /commem(s) 1909)[ 7[’ L céz%/ 56/ ﬂéﬂ&/%ﬁﬁ Jd/%/

EFET ITION AP DF'OVED D 57 10 EEs [ ] PETITION T0 COMPEL ATTENDANCE AT MEDICAL EVALUATION/DEPO

- [CJPETITION FOR STAY ORDER’

[1 30DAYS 'To SUBMIT REQUESTED DOC; ' CIPETITION DISAPPROVED, l‘_‘l ‘SET FOR STATUS CONF.

et ~Timet___ wiger_/ A7 Locatl __/
DATE: ////%/4 - (\//////é///@ (// /

A //l i /| WORKERS' COMPENSATION JUDGE
NOTICE T r L ¢l aese decurent(s) on al Interested parties lr‘....d"'ng all
llen claimants. . i

wrsudntto Pule 10500, you are desisnated lo serva |

[} Served on pariles and llen ciclmanls present }ﬂ Z
~.Dale //// 5’//? By
FORWCAB‘USE,ONLY -‘ S T
JUDGE ASSIGNED. __:° _/’é-'7”77v 7 RECEIVED
NOV 182019
DWC.
- SAN BERNARDINO
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STATE OF CALIFORNIA
, DIVISION OF WORKERS’ COMPENSATION
WORKERS’ COMPENSATION APPEALS BOARD

- ] CaseNo(s), AT Axs24 63T

' . Y ] LMY
Ktc/'\vx‘ Wolliam ¢ /ng ]ll_) vy 3o
Applicant, San Bernardino District Office
vs. ‘ ORDER APPROVING
‘ COMPROMISE AND RELEASE

W“*_I,W\ay* ‘V\C.‘,‘L Atc A‘W\?ém"‘.’k

surance (o ,Dej_’enddtzt(s),.

-

The pnrm.x‘lo the above-entitled: action have filed n Compromise and Release on /718 Yars 40 ihe amount of
$ S, 0087 .For the: reasons:set forth in- ilie Compromise and Release, incorporated herein by reference, and,
based upan review of the: medlcal Teports’and olh«.r relevant documents, which are hiereby récéived into evidence, this judze now
finds. that the setilement aniount is Adcqmtc, isin the-best interest of the parties, and should be approved.

The following provisions are applicab]e only if checked:

&Death Benefits: The parties have considered the release of death benefits in reaching their agreement.

OCarter/Rodgers Finding: The parlies have considered and -included the release. of claims for- injurics -in_vocational
-rehabilitation in their séttlement.

M Injury AOE/COE is seriously in issue as to [¥all body parts alleged O the following body parts: - .

based on & dispute of law andfact [ statute of limitations
O wmiedical opinions of _ O witness(es)

i¢ panties:have considered and included the release of ‘any aboi Code. Section 1323 claim(s) M—scnous & wnllful

nuswnducl allegations (pur Lnbor Code Section 4551 and/or 4533).

AfThis agreement, includes scukmuxl of any c:aim for a Supplemental ob 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:
1 Attorney's fees per the Compromise 3‘9 Releaseare. orderud’ -

'O 'paid in theamounl of § 22579, to__Liw Offu, F Madabn Feles :
O paid 3 o _and$_ to per fec 1"n,cm<.nt.
(Z The amoant of §. _ is ardsred withheld fromthe sullcmenl by defendant'uniil resoldtion'of fec’ dnspule between

'3 applicant’s current & former attorney(s) 0 upplu:anl & prioraltorney(s) O and further order of the court:
‘T3 All liens listed on the OAR as:of this date have been rcsolved, per defendant’s afTidavit, withdrawn or dlSlnlSSt.d by the judge.
I 'There remain unresolved liens. O Any party/lien claimani'may seqest a conf, by fi hng a Declaration of Readiness 1o Pioceed. .
3 Delendant is. ordcred to comply with § CCR 10608(f) Without vielating LC 4903, 6(d). 9pcc1ﬁcally, non:physician” lien
claimants are not entitled. to-medical information dbiout an’ mjun.d worker without prior- written approval of the appeals board
:dckmlmg what'info is 1o be provided and u finding that such'inlo is rclevant to-the proof of the maiter for which'it is sought.
T3 Lienclaimants are now a pnrm.s per Rule: JO"O:(m)(:) & are required:to.appear at all future héarings per Rule-10770. 1(c).
L mre ‘are no liens of record in thc Bonrd s-system as.of lhls dme D The hcn‘of the EDD has l()ccn resolv cg

¥ e o 00 Wil by K
‘Dated at'San ‘Bernardino, Californiai; ////‘K//¢ W : 5/@ (/g '

0 Filed and served by miail'on all parties on thé Offi el Address Rcmrd :MYRLE R. PET’I‘Y -
Workers’ Compensation.

g\ﬂgncc to: AR :Z{,f“ /Eézen{ﬁ_[)' N
ou are designated and ordered per‘Kule 10500 to serve this/these Xdministrative Law Judge

.documents within five (5) days on all parties as shown on the Official
.Address Record. Prool of sve. to be filed only il qu ed by WCAB:.

Dale: H//g//c( By'
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STATE OF CALIFORNIA

. DWC DISTRICT OFFICE — ' _
DOCUMENT COVER SHEET |
Is this a new case? 'Yes No Companion Cases Exist. D Walkthrough  Yes' . ‘No
More than 15 Companion Cases [ _|
11/18/2019 SSN:
Date:(MM/DD/YYYY)
D Specific Injury
ADJ12524618 o 09/09/2018 103/20/2019
‘Case Number 1 ': ‘Climulative Injury: ~ (Start Date: MMIDDIYYYY) (End Date; MMIDD/YYYY).

(If Speclfic Injury, use the stari date as the specific date of Injury)

Body Part 1:: _ _ l Body Part 3::

Body Part 2: Body Part 4; _

Other Body Parts:

Please:check unit to be filed on ( check only one box"‘).

[] apy [:’”DEU ljsu:r [] wer [] sau [ Nt ﬁ Dgsu

~Companion Cases
[] specific Injury
ADJ12524635 10/01/2018 103/15/2019

Case Number 2 i . Cumulatlve Injury. ~(Start Date: MMIDDIYYYY) (End Date: MNIDDIYYYY)
(i Specific Infury, use the start date as the speclfic date of injury)

Body Part1; Body Part 3:

Body Part 2; ) Body Part 4: , _

Other Body.Parts: L= — 7 ‘ !

'DWC-CA form 10232:1 Rev. 11/2017- Page 1 of 8
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| A Dj' L7 \,;3 Y1a ‘Specific Injury

]

, - 01/22/2019 _

Case Number 3 [] Cumulative Injury " (Start Date: MMDDIYYYY) - (End Date: MM/DD/YYYY)

(If Specific Injury, use the start date as the speclfic date of Injory)
i -
! Body Part 1: 420 ‘Body Part 3:
Body Part 2: Body Part 4

]" Other Body Parts:: '
| [ spesific Injury

Case Number.4- [[] cumulative Injury (Start Date: MWDDIYYYY) (End Date: MMDD/YYYY)

P Body Part1: I Body Part 3:
Body Pait2: Body Part 4:

!

' Ottier Bady Parts:

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

[] specific Injury

Case Number 5 [} ‘cumulative injury

Body Part 1::

[P

Body Part 2:

+* Other Body.Parts:

(Start Date: MM/DD/YYYY) ' .(End Date: MM/DD/YYYY) -
(If Speciic Injury, use the start date as the specific date of injury)

Body Part 3

Body Part 4;

I
DWC-CA form 10232.1 Rev: 11/2017- Page 2 of 8:

ATB000014



‘ DOCUMENT SEPARATOR SHEET

'7‘1 ™ F ™ \-,. T e -y o " alx m -.. 1 T T -
f 1 ‘ ' 3 | ‘ i ) ! !
# AETE U ‘ : ' il '
i I i ‘ 1"l !
i : I ‘\ ‘ . : \;
1 1k ¥ - a i . “ *
“: H “ | X ,'_ | l ‘
] L ot '-] .Ia. — E‘ -t ol - ] .3 1.] ol = | - L L L
Praduct Delivery Unit. ADJ
Document Type LEGAL DOCS .

Docurent Title COMPROMISE AND RELEASE

Document Date. 11/13/2019
MM/DDIYYYY
Author TESTAN LAW SAN DIEGO
- -Office Use Only
Recelved Date
MM/DD/YYYY.

1

.
DWC-CA form 10232.2 Rev. 11/2017 Page 1
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WORKERS' COMPENSATION APPEALS BOARD
COMPROMISE AND RELEASE

‘ ’ T ~ STATE OF CALIFORNIA 1
‘ DIVISION OF WORKERS' COMPENSATION |

ADJ12524635 _ ,

Case Number 1. . :Gase Number. 4

ADJ12524618 -

Case Number 2 ’ ‘Case Number 5.
bassereed ADT 1179330 551-47-5680

"Case Number 3~

'SSN (Numbers Only)

Veﬁ'dé ‘Choice is based upon: (Completion of this section is required)
D_Coumyof residence of employee (Labor Code section 5501.5(a)(1) or (d).)
[ County where injury occired (Labor Code section 5501:5(a)(2) or (d))
‘DlCourit'y of principal place of business of employee’s attorney. (Labor Code section 5501.5(a)(3) or (d).)

]5 blt
Select 3 Letter Office Code For Place/Venue 6f Hearing (From Document Cover Sheet)

Employee(Completion of this section’Is required).

First Name: i ' W

o RECEIVED
WILLIAMS' : _ »
Last Name ’ ‘ NOV 1.8 2019

2070 AVENIDAHACIENDA | SAN BERNARDING
.Address/PO Box (Please leave blank spaces between numbers, hames or words)

CHINO HILLS » 7 ) , , CA. 91709

Oy : — — ' ' Shle  7ip Code.
Employer Information (Coraipletion of this section is required)

[] Irisured [[] seltisured [] ‘Legally'Uninstred [] Uninsured

WALMART INC. ‘

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

‘ 6750’KIMBALL A\VE'V ) _ i
Employer Street'Address/PD Box‘(Please’le_&ye’blank spaces belween numbers, names. or words)

CHNO . , L ~CA 91708
Cily: ' " State  4ip Code,
DWC-CA form 10214 (c) (Rev..11/2008) (Page 1 0f9) -« L ’
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4|'

[[] Law Firm/Attorney
NATALIA

Applicant's Attorney or Authorized Representative:

[ ] Non Attomey Representative

First Name.

FOLEY

Last Name

-Law Ftirm 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, names or words)

ANAHEIM

CA 92808

-City:

State.  Zip Code

Defendant's Attorney or Authorized Representative;

[[] Law Firm/Attarney

DANIEL

[_]Non Attarney Representative:

First Name:

HAWKES

Last Name

4970955

Law Firm Number

TESTANLAW

+

Law Firm Name

7676 HAZARD CENTER DR STE 500

Address/PO Box (Please leave blank spaces between numbers, names orwords] -

CA 92108

SAN DIEGO
Thy -

State = Zip Code

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

ACE AMERICAN INSURANCE CO.

Insurance Canier Name (Pleasg leave blank spaces between numbers, names or words),

Po Dax 1473

Insurance Carrier Street Address/PO Box (Please ieave blank spaces between numbers, names or wou{dg)

Lexiwglon

Ky Yosn

City

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

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

te

PO BOX 14731 - B

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

LEXINGTON , KY 40512

:City o B - State -Zip Code
IT'IS:CLAIMED THAT: '
1, The injured emplayee, bom 02/ 17/1964.. , alleges that while employed as a(n) I

(Dlﬂ EOF BIRTH MMIDDIYYYY)

- , stistained injury
(OCCUPATION AT THE TIME CF 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.)
[] Specific Injury

ADJ12524635' ‘ oo /o1] 201 § 637152019
‘Case.Number 1 . E’C‘umulﬂative [nju,-y (Start Date: MM/DD/YYYY)  {End Date: MM/DD/YYYY)
— ' ' {If Specific Injury, use the start date as the specific date ofinjwy)
S 7 e -
‘Body Part.1: 8 / / - Body Part 2: 7 Body Part 3:
Body Part 4: .. OtherBodyParts: _ _ . _ _ _

The injury occurred: at ?01 SW f ™ S‘}'

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

Bentumuile : AR 717‘/_,.5

“City: ] " State Zip Code _ .
Body parts, concitions and systeins may not be_incorporated by reference to medical reports,

|DWC-CA form 10214 (c) (Rev. 11/2008) (Page 3of8) . —I

ATB000018



I [] Specific Injury
! AD12524618 ©Q/09 ) 28 037k0/20(4
Case Number 2 (/& Cumutative Ijury. Start Dale; MM/DDIYYYY) (End Daie: KADDIVYYY)
(if Specific Injury, use rhasfart date ds the speclf“c date of injury)

BodyPart1: 200 Body Partz: 2 O BodyPart3: 7 20

‘

Body Part 43 VS—O o OtherBody Parts:; Seo R ,,

L%
7 o JL sw & St
’ (Street Address/PQ Box - Please leave blank spacaes between numbers, names or words)
ﬁ‘.e‘ﬁ}w\uuﬂc AR 72746
City * ~State Zip Code: -
Body parts, conditions and systems may hot be incorporated by reference to'medical reports..

The injury occurred at

ADT 1LY 3430 [P Specific Injury B
e o//12/ 2019 |
Case Rumber3 ) lative Inj Start Dats; MM/DDIYYYY) {End Date: MMIDDIYYYY)
[ Gumeietive nkary (If Specific Injury, use the start date as the specific date of injury)

Body Part 1:: \/ 20 v Body Part2: ~ BodyPart 3:.

.

Body Part4: . _ Other Body Parts;. _ , , ,

The injury occurred‘at 20 l Sw g f S’}'
" (Street Address/PO Box - Flease leave blank spaces between numbers, names or words) ™
B entomnlle AN DR

City! ' State  ~ ZipCode

Body parts, coniitions and systems_may not be incorporated by reference to medical reports,
[] Specific injury

Tase Number 4 [ cumulative Iniu (Slart Date; MWDOD/YYYY) End Date: MMDDIYYYY)
o D umulative Injury {/fSPECIf'ClnjU!y, usethastartdateasthespec$f'cdateoflnjury)

‘Body Part1: ‘Body Part 2: Body Part 3:

‘Body Part 4: e . Other Bady Parts;,_

The injury occurred at’ _

[(Street Address/PO Box - Please leave hlank spaces between numbers; names or words}

Cliy "' “Swte .~ ZpCode
Body parts,.cbn'dilfio_ns and systems inav not be incorporated by reference to medical reports.. I

| DWC-CA form 10214 (c) (Rev. 11/2 .08) (Page 4.of 8)
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l—— D Speciﬂ'c Injury ——I

Case Number 5, - [:] Cumulative Injury. "~ (Starl Dale: MM/ODIYYYY): {End Dato: MM/DDIYYYY)
‘ S (If Specific Injury, use the start date as the specific date of injury)-

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

Body Part 4: Otner Body Parts; ] o o

S
‘The Injury occurred at

(Street Ad&rasslPO Box - Please leave blank spaces between numbers, names or werds).

City- " “Swte ~ZpCode
Body parts, conditions and systems may not be incorporated by reference to medical repors..

2. Upon approval of this compromise:agreerment by the Workers' Compensation Appeals Board or a workers' compensation
administrative law judge and payment in accordance with the provisions hereof; the emplayee releases and forever
discharges the above-named employer(s) and insurance carner(s) fromall 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) ard the insurance garrier(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' cot 1pensation law or claims that-are not subject to the exc!usmty provisicns 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 explamed 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 3ENEFITS RELATING TO THE.INJURY:OR INJURIES.COVERED BY THIS COMPROMISE
AGREEMENT. The parties h:ave considered fhe release of these benefits in arriving at the stim 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 express!y ordered by the Workers' Compensation Appeals Board or a workers' compensation
administrative law Judge, apfrroval of this agreement does not release any claim appllcant may have for vocational
rehabllltatlcm benefits or supnlemental jOb displacement benefits.

6. The'parties represent that the followmg facts are true: (If facts are dlsputed state what each party.contends under’
Paragraph No. 9. )

EARNINGS AT TIME OF INJURY § 7 0o
N 7y
TEMPORARY DISABILITY INDEMNITY PAID =z Weekly Rate $ 7 6C, ¢
Period(s) Paid ,
(Start Date: MM/DD/YYYY) ~ N (End Date: MM/DD/YYYY)
PERMANENT DISABILITY INDEMNITY PAID /@/ Weekly Rate§  2-70.69
)
Period(s) Paid End date
o (Start Date: MM/DDIYYYY). ‘(End Date: MMIDDIYYYY)

TOTAL MEDICAL BILLSPAID § 1§43 Y2 1o Unpaid Medical Expense to be Paid By: . D-eftma’q u _

Unless otherwise specified berein, the emplover will pay no medical expehses,fnc‘urre'd after approval of this'agreement.

|DWC-CA form 10214 (c) (Rev. 11/2908) (Page 5 of 9). __|
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IIT.,T‘he‘ parties agree to sellle the above claim(s) on account of the injury(les) by the payment.of the SUM OF I

1S 000, &
o Settlement Amount ‘ _ , _
The following amounts are to be deducted from the settlement amount:

_ for permanent disability advances through

_ for temporary disability indemnity overpayment, if any.

payableto . o

_ payable to

-

_ p‘/yab'l”e to: _ _

$

$

$

$ i payable to,_

$

$

$ ,'-K[i; Q,CT / ;/': requested as applicant's attorney's fee.

LEAVING A BALANCE OF § )7, 350 ~ / , after deducting the amounts set forth above and less
further permanent disability- advances madw: aﬂer \he date sel forth above: Interest under Labor Code ‘section 5800 is
Included if the sums set forh herein are pald within 30 days after the date of approval of this agreement

A

8. Llens not mentioned in P.aragraph No. 7 are to be disposed of as follows (Attach an addendum if necessary)

De Fana.d‘ el y)n7 ; qu.M— [+ f\sm‘r v obber wise r(_Sa’uL afl
V"-,Uf/' lens of wcord wif He Lxcephim. of any Clhd Sepptorf o
Spovssal Soppack llens, syed icur tiam He Sole responsbii
of e oppltcant, ‘

De;ctm/m\”{ wall Pay ‘a(;/';’haq"{ qﬁ-uv\{?j LEC Sy HL/@ ,[Q /w 7“:
D e e awad o6 3T

LWC-CA form 10214 (c) (Rev. 11/2008) (Page € of 9) I
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9, The parties wish:lo seltle these malters to:avold the costs, hazards and delays of further litigation, and agree that a; |
serious dnspu{e exists as'lo lne following Issues (initial only those that apply). ONLY. ISSUES INITIALED BY THE APPLICANT
OR HIS/HER REPRESENTATIVE: AND DEFENDANTS OR THEIR REPRESENTATIVES ARE INCLUDED WITHIN THIS
SETTLEMENT.

Applicant ‘Defendant
‘ i O_H' earnings .

Kf\d AN temporary disability

Mf o jurisdiction.

KE-VQ} : PH apportionment

. KEW - pH ‘employment
KeW O wuyaceicoe |
kE\IQ DH seri¢us and willful misconduct
Ka/\) Pl discimination (Labpr,éode §132a)

OV stawte of imitations
J@U ')Q . fut medical freatment:
VE‘;\J\) ol othe* 1MQC}(CL5I Mllt%c‘/:'c.y“ of fiecled Qypeng
\éiw PN pern anent disabillty

KE.\\) O H self-nrocured medicaI%Ueatment. exbept as provided in Paragraph 7-

K’[ﬂ\ } oH ~ vot: tional rehabilitaticn benefits/supplemental Job displacement benefits:

COMMENTS:
E e pavrh ww/ qﬂﬂ(’ﬂ,’ Q)( paw’: ﬁrv HLe /MI)’/'a{c f oblmenng apprivt of
g Setllpmad,  Pone | hey e [Wheies! wared nc Permeat 1y Mok
U/!{“"“‘ 3o f)“ﬁ‘ of Ozﬁﬂ, Case 13 dew:) /:/)“‘J” kvmw\«ﬁa«- Nohe of
Novy. |
See adeadpmi A av B,

Any accrued claims for La dor Code section 5814 penalties are included in this seltlement unless expressly excluded.

10; It Is.agreed by allparties hereto that the: ﬂling of this document Is the filing of an applicatlon .and that the workers'
compensation admlnlstralive law judge may in‘its digcretion 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 <hall have available to them all defenses that were available as of the date of filing of this
document; and that the work:rs"compensation administrative law judge may therealter either approve this Compromise and
Release or disapprove it anc issue Findings and Award after hearing has been held and the matler regularly submitted for
decision.

lgWi:-cA form 10214 (c) (Rev. 11/2108) (Pags 7 of 9), I
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11 WARNING T0 EMPLOYSE: SETTLEMENT OF YOUR WORKERS' COMPENSATION CLAIM BY COMPROMISE AND |

-RELEASE MAY AFFECT OTHER 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, MEDIGARE AND LONu-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 (emplcyee) acknowledges that he/she has read and.understands this agreement and
has had.any questions he/she| may. have had about this agreement answered to his/her satisfaction.
Al zz/ﬁ A

Witness the signature hereof this / 5 day of /r[’VC(’/éZ/’ 7//5/ /ﬁ /ef.’

«
’

‘IKEVH\A{Q{%T (?\FILISy N
Z / // a4

“Witness 2 o 7 S ) (@ate) .NA'IAAIS?Z ﬂg Pﬁ%@ //v/ga;te)/ |
Interpreter: " (Date) Atmmgy_ for,Defendant {Datg)
M Attoﬁe_y for Def;ndant v — :(Date)
‘Attorney for Defendant 7 (Date)_
Attorney for Defendant (Date)

l_qwc;CA form 10214 (c) (Rev.11/2008) (Page 8 of 9) I
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ACKNOWLEDGMENT

State of California : :
Caunty 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 samein
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.

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

WITNESS my hend and official seal.

Signature ______- . - . (Seal)}

DWC-CA form 10214 (c) (Rev. 11/2108) (Page 9 of 9) _,
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‘Williams, Kevin'v, Walmart Inc.
WCAB CASE NO. ADJ12524635; ADJ1251.4b18 oA

12,

A
ADDENDUM TO COMPROMISE AND RELEASE 74 i

ADDITIONAL SETTLEMENT PROVISIONS;

Apphcant warrants:and represents, and the parties stxpulatc that' Applicant did not sustam any compensable m_|ury as
a result:of Applicant’s- employment. by defendant other. than the alleged i lIl_]lIl’lCS listed in-this Compromise and
Release, and that as a result.of said alleged injuries Apphcant 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 of Applicant’s execution
.of this Compromise and Release and only as specified in paragraph 8. .Applicant shall be responsible for all medical
.expense incurred after the date of Applicant’s exécution of this,'COmprom’isef and Rclease:

‘Applicant warrants: and: represents that Applicant is not. elxglble for Social Security or' Medicare benefits, has not
applied for Social Security. benefits, and does not mtend to apply for Social Secufity benefits at any, time within the
next 30 months.

It is not. the mtentlon of Defendant to shift hablllty for future medical treatment to the Federal Govermnment, The
parties have considered the interests of Medicare; Applicant accepts full and sole 11ab111ty for dealmg with and
satisfying any future claims by Medicare out of the proceeds of this settlement. Neither Applicant’s: Attorney nor
Defendant; will havs :any obligation to respond to or reimburse Medicare for any benefit deemed received by
Applicant.:

All'permanent disability advances, 'méludmg_ any not listed in paragraph 7, .are to be deducted from the settlement
‘amount,. ) ) ‘ ’

Any and all claims alld petitions alleging violation of Labor Code section 132a and/or 4553 by defendant cmployer
are hercthh ‘dismissed with prejudice. The parties stipulatc: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,.
altorney’s fces and sanctions pursuantto Labor Code seétion 5813, from the:date(s) of injury herein through the 30“‘-
day after service of e Order Approving Compromise and Release.,

Provided that the derendant employer 'inaintains a medical provide network, the following is hereby stipulated to by
the applicant; The defendant has comphed 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, provxded all required medical provider network notices to the applicant on a nmely basis; and, the
applicant 1 recelved ail required medical provider network notices on a timely basis.

The defendént,dispj.-tés' all medical bills and lien claims relating to treatient provided by any person or ‘entity not:
within the medical provider network. The defendant réserves thie right to litigate the issue of reasonableness and
necessity. of all cosis, treatment, and services procured outside the medical prov1der network, and the defendant
expressly reserves 1o itself all statutory and regulatory, defenses, whether expressly or implicitly :set forth in the
Labor Code and all applicable regulatory sections. /.

DATED:J//L%? | . r7w'n' ‘ \epzé%rd
; 129/.; mmb/.‘ f>'

DATED: \iiia 2 5‘7 e BECE!"I!'E}'{)

. Natalia Foley, T NOV 1 o
ATTORNEYIORAPPLICANT 0V1g o 19
o Dy,
. S ¢
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A JQQ'-A /dm _/;)

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

AFFIDAVIT OF WAIVER OF QME PROCESS

1, Kevin Williams, was advised in writing on that T have the nght to disagree with- my
primary treating physician’s findings and conclusions, and be:afforded the: opportunity to-
request a coraprehensive medical evaluafion from.a physman ‘selected . from: a ‘panel of
Qualified Medical Evaluator’s assigned by: the Division of Worker’s Compensation
Medical Unit:

I haw-rcad—zhe—rcpert—brmy—treatme—ph) smzurdated——‘md_agmc_\uﬂ:_the_doctos-a
h&ster—y—e\amm'mon-and-descnptron*oﬁny—c.enéi{}en 1 ¢hoose to settle'my case based-
upon-the-findhgs-of—mmd not.exercise my right to a qualified medical evaluation, from a
physician : selected from a panel.

o~ ’/{?/s

. “'/I- i /. _
“Ediployee Signature . Date

RECEIVEE

NOV-1 82019

, DWG
SAN BERNARDINO.

STineM:+3|T p5e  pdRE,TId-djiduw-Si |
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STATE OF CALIFORNLY
WORKERS' COMPENSATION APPEALS BOARD

i , Case No.
ke.u'm W) l ,\Jo\’MS
Applicant, AFFIDAVIT OF DEFENDANT *
RE: ‘RESOLUTION OF LIENS
‘v,

Walmaet Inej Ace /—}Memca W
l NSut P’D\V\(Q ( O

Defendants.

L pqm vel H'awkas 7 _,am the attommey or representative
fo.'r defendant. : A-Ce A fevtan l\\ Umne Co 7 ,in the qbdve-entitlEd'me,tter.

Ihave made the following good fanh efforts ta. resoIVe ench of the liens in t.'ms case,

List A.LL hen clmms below, use supplemental pacres as necessary

P

Dty e - e T
cermsn =, (s -
i i e s e e

'LIEN CLATMANT " NATURE&DATE RESULT
= OF LIEN RESOLUTION EFFORTS T

No  Kwpwn “\'ev\ Clol“”\ﬂ"\h'

[ declare under penalty of ‘peﬁp:yfthat‘the foregoing is true and correct and that this affidavit

was executzd at San Diego Califormaon__ [l j 15/ 201 2

RECEIVED
nOY 1 8 2019

WG
< D’nam;{.alwﬁln :bo 3
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Stute of Calilornini
Deparment of hdustrid Rel: muu\
DIVISION OF WORKERS COMPINSATION

WORKERS COMPENSATION CLAIM FORM (DWE B

Fouployee: Complete the *Employee™ section amd give Uw form to
your unp!mu Keep a vopy andd sk §1 *Tnployen's “Femporniy
Rcu-m( vitid you receive thie sigres] apd-diited capy Trom your e
plover. Yot o calt the Division of Workers™ Coniponsalion and
henr reconded infosation af (Mm) 736-7404. An n.xpl.m.:lmu ol work .
ers’ compensation benefits is inclieded as the vover sheet of this foi.

You should alse have seceived o pamphlet fiom yoitr erisjployer de-
seribing workers” compensation benefits and the procedires o obiain

them,

» y o 5 Sstacke de Collfornio
, peiricmento de Weluciones Indsiviates
DIVISION DE COMPENSACION AL TRABA, JADOR

PETTIION DEL EMPLEAIO PARA D1 COMPENSACION DEL
TRABAJALION (DWC 1) '

Empleado: Compilete du secvion “Bmpleado” s et sgne fu forwma o s
epipleador, uiddese v fa o eoprda desimadi "I(('(llm /é’ll!jmm! del
Ipeada™ hasig gne Ui, yecitid o copin Sienedss g focharde de sa onpleador,
Lid. puredo Hamar o ba Division de ¢ pesanion ol Trahajutor ol (808) 736-
2400 para oir inforneiin qlmmlu En da hoja cubierta de esta
foama osiee e explicatiens b ds Tieiteficlos de compensiciion dl treehfudar, ‘

V. teamhivn delsirivs holer reciliis de su ewpleaduor wn filleio deseribieniy luis
heafivios de compensaciion af trabujatlor lesionado ¥ loy procedimicites para

obteiertis.

Employce-~complefe ¢

wlyll

(\chon and sce note above

ain - Wl

]

—

Empleado—complete ésta seceion y nofe li notacian arribi.

{40

Aoz 2049

Today's Date, Fi m‘lm ile Heay,

Neime. Nowdre,
2. Home Address. Direccion Residencial. ‘9\@’“ \A"\“ Mo‘dﬂv
3. City. Cinclad, ___. p }Ma Chr o Swie. Estado. _c% Zip. Cddi
4,  Date of Wijury. Fecha de lalesitn (acctdenw)wxu\q Wlb&i(’pm Qury! Hora en f,fu;u L3
5. Address dnd desctiption oi wherc nyﬂry happened. Direccidnllugar donde occttvié dl arcideini, L_om Z\ 11 Eﬁ l ﬁdfw
VIINY, Y Sl
I Describe injury and pat of body 'lff‘ecled Deser, Im {a {emin parte del cueipo gfectads, Stle 5s and straift due to lepeﬁtlve
movement over period of tile- ' mu— Al by
7. Social Security Number. Nitmera de Segiwo Socidl del'Emnﬁo{ L%t I-‘FI - k(ﬂ@
8.  Signature of employee. Firnii del emipleado. B o, . e
. I ~ L

Employer—complete this section and see note helow. Emplw)r—)

oinplete esta seccidn y note.la notacion abajo.

9. Nume of employer. Nonibre del einpleador.

10. Address. Direicion,

H. Date employer first knew of injury, Fecha en que of empleadon supo po) /n iniera vez de ta lesion o-ace :r{enre 3

12, Date ¢laisn form was provided to employee, Fecha en que se.le eitly ego al e/npleada la pelluall

13. Date employes 1eceived clzim fonn. Fecha en que & mmlma’o devalwé la pemmn al empleadm
QHres.

14 Namne and-address of insurance carrier or adfusting agency Nmnhre ¥ dir et'rmﬁ de la compuiia de sé qw ‘o5 0 rlgvenc m adnminstradora e s

15, _Insurance Policy Number. fil ddmero de la pbliza dé Sé‘gu.'m.

16. Sighature 6f employer represendative, Firma z[el mprc* sentimnte del emph’ado;
w18 Tcleph(mc, Telifonio. .

17, “Fitbe. Ttedor:

(/m Prov dar Caprias vl X coni-

Fmiployer: You dre réquired todate this fonnt ahd provide copici to
your hisurer or chaims admimstrator and 10 the tinployee, depuidx.nl :
o repxw,nmtw(, who filed the-chaim within one working duy of - ™

receipt of the form from the employee,

SIGNING THIS FORM is NGT AN ADMISSION OF LIARILITY

i v ad ergleddn duie havan prosentade este peticion dentio del plizo de

F mpleadar. .S'('n’qu.'cw que v, jw he eiid  forina y

panfa dle segriros, acliniteador dem'lumm, o dependiemelrepresentatite de rec fit-

un dia

[lalnt clf’.ulf‘ el rmmwnlu de habei .wdo [ ml)lu‘a In jnrmﬂ dz’l empl: ailp.

al. I‘IRMAR l" STA Fi ()RMA N() SIGNH‘ I(A AI)MISIC)N D R}'SPON‘SAHHJD*U)
A D T empm.n} thulpllft' 'dc/ Euphead

LJ {laims Adminlvlrnm/r\dw.'mahlnnlm dg' Rcdmm)\

0 Employer L‘(ipylc'.:))h'u det Emploodeir id Ernplyee cinpy/ Cophi'del l::mplc':ule')'

771104 Rev,

9/24/2019 ATB000028




State of Calilornia
Departatent of Tidustriad Rekions .
DIVISION (OF WORKTERS " COMPINSATION

| "é

¥

WORKERS' COMPENSATION CLAIM FORM (0 1y

Eaployee: Complene the “Fmployee™ secton aiod give e St 1o
your cnployer. Keep st copy aund wark i "I-Iln|1lm-1:v‘.~.= Tenspurary
Rectipt™ untif you receive the sipried. il diedd 1‘1;’3\' tmm. VE o -
ployer. You may el the Division of Warkers” Compensalion mu
hear recorded Infdimation it (RO 73’(;-740!.‘.A\n’uxj.ﬂ'uimlimrnr worh,.
ors' compensation benefis is includid as the cover sheet of this Tors,

Yo shouhl idso havé weeived: o pasphlet fromy visur cmpliyir do

seribing workers” comnpensation benefits andd the procethines 1o ohtin .

them,

) : Estado de Catiforpiir
. X Ctliforaia
Deptertaments de Relaciones Industitafes

»

DIVISIN DI COMPENSACY ON AL TRABAIADOR

PIEEVION T AT EATIC) PARA DI COMPENS, ACION 135
TRABAADOR (DG 1y o PRl
Fuyleiliv: Compiede 1y seviiin “mplendn™ v entegme b for
«'lmvlr'mhux_()m"i‘/f'n' o g copta desiginab ‘}I(('f:il)r; 'l'c"mﬁ }j"‘mtl ‘ ;!1
Ewpileado® hastiegoe U, ppeltus b copids flinmde y /i‘;!.‘hﬂd{l e vu{:/l:rr I; It !‘1
LAl picccde Hanar o b Divisio ode Comjpesiacion ol 1 Yethetjeddeor (}I— (SIJZ “;‘;’(’
74(11 v il iforuwicion  gravada.  En fu Im}‘u rulieria Jp ;'v:"
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STATE OF CALIFORNIA

DWC DISTRICT OFFICE
E-COVER SHEET
REQUIRED FIELDS SHOWN BY "

Is this a new Case?* Yes () No (O Location: |CTL
Companion Cases Exist [} Walk Thru Yes () No (s)
More than 15 Companion Cases [_|

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

Case Number:* SSN(Numbers Only) [551475680

{ Y8pecific Injury (If Specific Injury, use the start date as the specific date of injury)

S Cumulative In 09/09/2018 03/20/2019 |

tesi-umuiative fnjury (START DATE: MM/DDAYYYY) (END DATE: MM/DD/YYYY)

Body Part 1 ; 420 BACK - INCLUDING Body Part 2. 1450 SHOULDERS - SCA

Body Part 3 : 300 UPPER EXTREMITIE| Body Part4: (200 NECK

Other Body Parts : {500 LOWER EXTREMITI

Please check unit to be filed on ( check only one box )*
(e) ADJ () DEU () SIF () UEF () SAU () INT () RSU
fCompanion Cases

Case 1.

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

! i |

o ; ; E |

(. Cumulative injury (START DATE: MM/DDIYYYY) (END DATE: MIMDDIYYY)

Body Part 1 : Body Part 2 : f

Body Part 3 X Body Part 4 :

Other Body Parts :

Case 2:

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

(HCumulative Injury [ \ \

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

Body Part 1 X Body Part 2 :

Body Part 3 : Body Part4: |

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

WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

Case Number

|\ Amended Application

SSN 551475680

*Venue Choice is based upon:
(")County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)
{ yCounty where injury occurred (L.abor 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
Hearing Location Field and choose the corresponding Hearing Location Code

92807 | AHM |

Injured Worker

First Name* KEVIN
MI
Last Name* WILLIAMS

Street Address 1 /PO Box* 2070 AVENIDA HACIENDA

Street Address 2 /PO Box

International Address

City* CHINO HILLS
e CA o
Zip Code* (Numbers Only) 91709

9/24/2019 ATBO000032




Applicant (If other than injured employee)

(Insurance Carrier () Employer () Lien Claimant

! Street Address 1 /PO Box

f

| Street Address 2 /PO Box

City

éState

Zip Code (Numbers Only)

Employer Information

(lnsured () Self-Insured () Legally Uninsured (ey Uninsured
Employer

Narne* WAL-MART ASSOCIATES INC

‘Employer Street Address/PO Box* |702 SW 8TH8TREET

City* BENTONVILLE
State* AR

Zip Code* (Numbers Only) 72716

9/24/2019 ATBO000033



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

Insurance
Carrier Name

Street Address/PO Box

City

| State

E'Eﬁi-b“Code (Numbers Only)

Claims Administrator Information (if known and if applicable)

! Name

Street Address/PO Box

State

Zip Code (Numbers Only)
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ITIS CLAIMED THAT :
1. The injured worker born* ]()_2/17/1964~ (Date of birth : MM/DD/YYYY)

, while employed as a(n) |RECORD PROCESSOR

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

yspecific injury on (DATE OF INJURY: MM/DD/YYYY)
(e) cumulative trauma injury which began on
09/09/2018 and ended on  |03/20/2019
(START DATE: MM/DD/YYYY) T (END DATE: MMIDDYYYY)

The injury occured at® ;6150 KIMBALL AVE

(Street Address/PO Box - Please leave blank spaces between numbers, names or words)
CHINO | " ea 191708

(City)* (State)* (Zip Code)*

(State which parts of the body were injured)

Body Part 1 : |420 BACK - INCLUDING BACK {Body Part 2 : 450 SHOULDERS - SCAFULA 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 REPETITIVE MOVEMENT QOVER PERIOD OF TIME AND DUE
TO LIFTING HEAVY BOXES, INJURED LOWER BACK, NECK, SHOULDERS, LOWER
EXTREMITIES, REPORTED TO THE SUPERVISOR, SENT TO INDUSTRIAL CLINIC

3. Actual eamings at the time of injury

Rate of Pay $ | .. | OMonthly  ()Weekly (yHourly
. . ( )Monthly
State value of tips, meals, lodging or other advantages regularly -
received $ | (OWeekly
e S ChitHourdy
Number of hours worked per week. ! | -
4, The injury caused disability as follows
Last day off work due {o injury : :
(MM/DDIYYYY) o
First Period of Disability: Start date End date :
(MM/DDIYYYY) (MM/DDAYYYY)
Second Period of Disability: Start date End date
(MMIDDIYYYY) (MM/DDIYYYY)
ATB000035
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5. Compensation

Compensation was paid : (> Yes (&) No

Total paid:

FWeekly réte(s):

Date offast payment:

(MM/DD/YYYY)

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

() Yes (&)No

7. Medical treatment
Medical treatment was received : () Yes {ONo

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

Date of last treatment

. _ (MMIDDAYYYY
Other treatment was provided/paid by:

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

Did Medi-Cal pay for any health care related fo this claim 7 : () Yes {ONo

Ay

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:

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

Casé Number 2

Eése Number 3

Ease Number 4

9/24/2019 ATBO000036



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

/| Temporary disability indemnity Permanent disability indemnity

Reimbursement for medical expense [ JRehabilitation

/| Medical treatment [/]Supplemental Job Displacement/Return to Work

[/]Compensation at proper rate

| Other (Speoiy) [ALL OTHER BEVEFITS

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

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

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

‘Law Firm Number (I Applicable) 11964930

Attorney/Rep First Name NATALIA

Attorney/Rep Mi

Attorney/Rep Last Name FOLEY

Street Address/PO Box {8306 WILSHIRE BLVD STE 115

City o %BEVERLY HILLS
State CA
Zip Code (Numbers Only) 90211

[Applicant Attorney / Representative
Signature S NATALIA FOLEY

Applicant Signature

Dated at |BEVERLY HILLS , California Date  ]09/09/2019

City (MM/DD/YYYY)
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Success Page | of |

Submission of this eform through EAMS constifules service upon any internal DWC unit,

Batch 1D: 31760014 Date: (19/09/2019 02:01:13 PM
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STATE OF CALIFORNIA

DWC DISTRICT OFFICE
E-COVER SHEET
REQUIRED FIELDS SHOWN BY "
Is this a new Case?* Yes (e} No O Location: |CTL :
Companion Cases Exist| | Walk Thru  Yes () No (o3

-

More than 15 Companion Cases ||

Date: ( MM/DD/YYYY) 109/09/2019

Case Number:* SSN(Numbers Only) 551475680

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

o cumulative injury 110012018 ] [03/15/2018 |

(@ Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DDIVYYY)

Body Part1  :  |841 NERVOUS SYSTEM | Body Part2:

Body Part 3 . Body Part 4 : B

Other Body Parts ;

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

—

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

Companion Cases

Case 1.
(Spedific Injury (If Specific Injury, use the start date as the specific date of injury)
O Cumative ] |
(oLumuiative Injury (START DATE: MIMDDAYYY) (END DATE: MMIDDIYYYY)
Body Part 1 : Body Part 2 :
Body Part 3 : Body Part 4 : -
Other Body Parts : B
Case 2:
C_}Speciﬁc Injury (If Specific Injury, use the start date as the specific date of injury)
! f '
OyCumuilative Injury b o e ! |
- (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part 1 : Body Part 2 :
Body Part 3 X Body Part4: | -
Other Body Paris : o
ATB000039
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

Case Number . Amended Application

*Wenue Choice is based upor.

{ yCounty 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).)

..... v

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

* Enter the zipcode for the venue choice designated above, and then tab to

Hearing Location Field and choose the corresponding Hearing Location Code 92807 L. AHM

—

Injured Worker

First Name* KEVIN
M1
Last Name* WILLIAMS

Street Address 1 /PO Box*|2070 AVENIDA HACIENDA

International Addres s

City” CHINO HILLS
State* oA e v
Zip Code* (Numbers Only) 91709

9/24/2019 ATB000040




Applicant (If other than injured employee)

(Insurance Carrier () Employer ) Lien Claimant

{

Name

Street Address 1 /PO Box

Street Address 2 /PO Box

City

State

Zip Code (Numbers Only)

Employer Information
(Olnsured () Self-insured () Legally Uninsured {(s) Uninsured
Employer )
ool & IWAL-MART ASSOCIATES INC
 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 |

Street Address/PO Box

City..., : : —

State

Zip Code (Numbers Only)

Claims Administrator Information (if known and if applicable)

Name

Street Address/PO Box

City

State

e
i
|

| Zip Code (Numbers Only)

9/24/2019 " ATB000042




IT IS CLAIMED THAT :
1. The injured worker born* §02/17/1 964 3' (Date of birth : MM/DD/YYYY)

, while employed as a(n) [RECORD PROCESSOR
{Cccupation at the time of injury)

suffered a: { Choose only one )

(specific injury on (DATE OF INJURY: MM/DD/YYYY)
() cumulative trauma injury which began on
10/01/2018 and ended on  [03/15/2018
(START DATE: MM/DDAYYYY) (END DATE: MM/DDIYYYY)

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

CHINO " |CA 91708
(City)* (State)* (Zip Code)*
(State which parts of the body were injured)
Body Part 1: 1841 NERVOUS SYSTEM - STRE {Body Part 2 :

Body Part 3 :  |Body Part 4

Other Body Parts : i

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 DUE TO HOSTILE WORK ENVIRONMENT RACIAL AND SEXUAL HARASSMENT

3. Actual earnings at the time of injury

Rate of Pay $ | | OMonthly  ()Weekly (O Hourly
State value of tips, meals, lodging or other advantages regutarly (O Monthly
received $ () Weekly
: {yHourl
‘{ Number of hours worked per week. } y
4. The injury caused disability as follows
Last day off work due to injury :
(MM/DD/YYYY)
First Period of Disability: Start date End date
(MM/DDIYYYY) (MM/DD/YYYY)
Second Period of Disability: Start date [End date
(MM/DDAYYYY) (MM/DDIYYYY)
ATB000043
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5. Compensation

Compensation was paid : (O Yes (e)No

Total pa*id:

Weekly rate(s):

Date of last payment:

(MM/DD/YYYY)

compensation disability benefits (state disability) since the date of injury?
() Yes (e)No

7. Medieal treatment

6. Has the worker received any unemployment insurance benefits and/or any unemployment

but that were not provided or paid for by the employer or insurance catrrier:

Medical treatment was received : (> Yes {3No
All treatment was furnished by the Employer or Insurance Carrier : {tYes {JNo

Date of last treatment :

: : e

Other treatment was provided/paid by:
(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDICAL CARE)
| ]
I . SR
Did Medi-Cal pay for any health care related to this claim 7 : () Yes {>No

Names and addresses of doctor(s)/hospital(s)/clinic(s) that treated or examined for this injury,

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

Name of Doctor/Hospital/Clinic 2.

Field size limited to 80 characters

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

Case Number 1

Case Number 2

Case Number 3

Case Number 4

9/24/2019 ATB000044




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

[/] Temporary disability indemnity [/] Permanent disability indemnity

{./] Reimbursement for medical expense [ JRehabilitation

/] Medical treatment [/1Supplemental Job Displacement/Return to Work

[/]1Compensation at proper rate

[/] Other (Specify) [ALL OTHER BENEFITS ) — |

Is the Applicant Represented?.  (9)Yes  (ONo if "No", applicant is to sign and date below.

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

L.aw Firm or Company Name(lf Applicable)
NATALIA FOLEY BEVERLY HILLS

Law Firm Number (If Applicable) 11964936
“A{{;.rnﬁey/Rep First Name. NATALIA |
_;Xttorh‘éushflRep Ml
Attorney/Rep Last Name FOLEY

Street Address/PO Box (8306 WILSHIRE BLVD STE 115

City o BEVERLY HILLS
State CA
Zip Code (Numbers Only) 190211

Applicant Attorney / Representative
Signature S NATALIA FOLEY

Applicant Signature

Dated at |BEVERLY HILLS , California Date |09/09/2019
City (MM/DD/YYYY)

9/24/2019 ATB000045



Seate of Caliloniie
Plepentmeed o fadusisial Relidios
Divivonaf Wanken'e SRl

FEE DISCLONUGRE STATEMENT

W you chioose e he represeited by an stiotaey ey foen will § '
) AR SO 3t aey, yobir 0RaoTue v foes will e deduetyd § PR S Tl 1
will be approved by shie W otkers' Cottinerisatio ey s s il be deducted frow yourhenefits. e fec
} e Avorkeis Conipensation Appeals Betrd with conidesinon siven e ther {1y responsinility
assuned by the attoeney: { 2 cive exeteased in fepasenting you; (3 fime imvolsed: and (43 resihis -l:hl‘lin'(rl ity
r L7 Lol a ) ¢ N

Amorney's Tees sormally range fiom 995 10 15% of the-bene i avarrded,

‘l?l_:‘cn: are eettain eircniMiees wWhere vouy ¢ mplover tor s her msurert niay b ltalile 147 pay yoiir alioriey's Joes
For example, it the employer disputes a peranen disabilty evatuntion ayained when yeny were ot Feptesented i';y

an atturney’, yonr cimployer may be table for any atiorney fees your ineur becmese af the disprite

I a1 any time you no longer wish (0 be vepresénted by the aftrney, yoit may withdraw from :'c)‘n'ct;‘cnlal.i'rm by
notfving the aomey. 11y ou withdréw from representasion. the fee amoun) fuund by a workers' compensation

Judgge ta be ihe fair value of any work the attorhey did in your case willbe dedneted from vour award,

Your case is being filed at the Division of Warkeis® Compensation at the following locaion:

Anahicim - ABM

The emplovee has béen aitvised of the district office af which his or her tase will be filed and that he or .
she may be requived.to attend conferences or hearings at this location at his or hér own éxpense, ' , '

An Informiation end Assisiance Qfficér may be able io answer your' guestions converaing your workers'
compensatton -benefits at no charge to yoir. The Officer may be able to resolve your problens withow the need for

litigution.
Call this toll-free mumbey: 1-8094776.7401 [-

pare 91812019

Employee‘s ‘Signiiture 7 3

Employee's Name

1 hiereby declare under penalty. of perjury ihar ] sm the attorney represeiting the;ghi»_irc;;fngi‘ued 'ex';{ploy,iee.‘ of am an
atiomey Jicensed by the State Bar of California regulsrly employed by, the ﬁrin(b}'f_ :\Vhl(,‘_f_l. the gmproy.uc \'.:“ be‘
representéd, and have advised the em[ilby_t_':/,gbf thefrrights as set-forih above and in La'b('ir Cotle section 4906}

- and (g)(1). S

 paie 91812019

Attorney's Signafuré

Atiomey'sname__L___ ol T e

Addigss ..

Phone No. (____)..

ATB000046
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APPLICATION VERIFICATION

I, the undersigned, say that I &m the Applicant in this action.

I have read the foregoing Application for Adjudication i regard to my
~worker compeisation case, and I verify that [ know the contents thereof, and that
flle"sain'e is true of my own knowledge, except as to the matters which are thereéin
stated nupon my information or belief, and as to those matters that I believe to be
frue,

I declare under penalty of perjui’y that the foregoing is true and cotrect,

N 9/8/2019
Date:

'Sié{ed-_b Applicant =

ATB000047
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State of Calitornin
Depurtment of ndustrial Relations
DIVISION OF WORKERS COMPINSATION
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Illl. l'l'l'lll!‘”! 1 ele livriv ,l,l ‘l)l"" reci ’I‘HIII- e sn ¢ 'H‘I[‘Jf!"(f’lj(ll' 11 ]/I”l’ 1y descr I})Tf’liUIl I(I‘.
H Hflf'HJ.\ e COuWRSaeion sl l'(lh//’(f{l“l s 7 Vfax s . H 'I
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1. Name. Nonthre:,

§ Touay's Date, Fech de oy, m . C& /6} . .
o ! ¥ _ S
JEE Ao !
<&

STAVNIY

2, Homé Addess: Direccion Residencial, _ & .
3. City, Cidad. CQ IN O Lg\_l:) State, Estado, s AP, (.‘ﬁ‘llitjﬁ Pz:.vlr;l.i‘lﬂoq
4, Duate of Injury, Fecha deldlesion (accidente). {2 ! - L& Time of Injury, Hr)ra“ucn‘ qite m:u‘r’i:ii). e u.m.' P,
5. Addigss and description of where injury happeined. Direccidnliugar ddnde veeuric ol iceidénte. (_Dpl ét) KLﬁl\m\\ ﬁ\l&‘.’
(dinn G o . - __
Describe injury and part of body affected. Describa la levion y parte del enerpo gfeciada. Stress due to hostile work enviromment

7. Social Security Number. Nimero de Segtiro Social

Employer—complete this seefion and see note below, Empleador—complete esta seccidn y note lq wotacidn abajo.

8. Sigiuture of employee. Firma del empleado. XL Y

9. Numec of employer. Nonthre del empleddor.

10. Address. Direccian. . . : .
Dute employer first -kiiew of injury. Fecha en que el empleador sipo por.primera vez de la lesidn o dctidente..

il
12. Date cliim form was:provided 1o employee, Fecha en que se le entregd ol empleado It peticion, .
'13. Date employet received claim form. Fecha en que el enmpleado dé)fd[;)fd fa peticion al-empleador. : .
, cict achninstradora de Segiros,

A 4. . Nuing dnd address of isurarice

carrier or adjuéting agency, Noinbre y direccion dé la compaiia de segiiros o'agen

15, Insurance Poficy Number. il nimern de fa piotiza ;{é_ﬁ?gum,

_dki{ Fepreventante del émp[e‘a&o{:
R 18.- 'Telepﬁolie;Ték_’faigo, .

16, Signature 6f epiployer, representativie, Firma

17. ‘Title; Thudo,

Fwinle o ‘ | ) l.: ol stit N i proves coplis i sievons

Fomplegdor: Se tequizre que Ud. fe he et fornia ¥ que prove i Cpists i sie COlL

: paﬁ% He seguivos, adminisirador dé re¢lanws. o dcpvud'lgn‘tcl('cprm:'.rmmrc dv-ut.lu-
wios 3 al ewpleddd que fayan preventaito esiar pivticidn deiitio i?gl plazo de un dia
hihil esde ¢ prniento de hiibiei st vevibide fir fora del empleade.

SIGNING THIS FORM 1S NOT AN ADMISSION OF LIABILITY. * 1 " £f, FIRMAR.ESTA FORMA NO SIGNIFICA ﬂu;vu.s_zowp RESPONSABIL

‘Employer: You are retguised to date this form and provide capics to
youy insurer of clibis administrafor ditd io l_hc-c;ﬁpls_;y;’-t_:,‘ ‘dependeit
or representative who filed the claim-within gie workin pduyof -
receipt of the formr from the émployce, ’ T

_ LT Tooporniy R'E-LSEPW"“""N’ itef Emploaite

:l;jilf.'rlflil © L) Gl At!}[{jiﬂ'ﬂruzurMilﬂli_:’ul.unui}:r de Reclamps™

3 ranpliyee eopyl €oipla del E

¥ inployer vapys Copiordel Binpleaior

7/1/04 Rev.

9/24/2019 ATB000048



State of California
Department of hidustrist Relaons
DIVISION OF WORKERS™ COMPENSATION

WORKERS COMPENSATION ULAIN FORM (WU 13

sttt it give fhe B to

Faitployeer Complene the “BEinployie™
: Tempoiary

your cnu\!nn‘l Keep a copy, and inaik il “l-mplnwv
Ru_vipl tinfil yoit weeive i sipned and dated copy ronr your -
player, Yo sy call the Divishn of Workers® Canposisation it
heeae vecbrded infurmationan (860) 767401, An exphingsition of work
ers’ compensdtion berefitsis inclirded as the cover sheet-of his fonn,

You should also hiave weetved a puiphldl oiii your employer de-
seribing workers” compensation benchits ant the procediines 1o obiain
thent,

A " FEstaclo rl('(ahﬁn it
cprtditento de Relaciones fuchustriate
DIVISION DE COMPENSACIGN AL, TRABA. ml)()(l;

PETITION D) EMPLEAIND PARA DF COMPENSACION DEL
TRABAJADOR (W 1}

Emplewdor Congitete 1o seevicn “Smpleade” s enrepiie
coydeandor. (uddese con li ropie (h'lx'iwimlu ‘:I(:'t‘:lll::/’”('I,(;Ié:l;:z;’l ”(IZ'"
Fnprleddo® bast quetid, secitus hi copin firnyiily Y freheaka de su emipleador.
LI, puerde thunine o i Division de Compeiraivion ol T rahagedor af (X0 736-
A0 para div informecidn gravada. En la hojs eubierta de ot
Jorma estet feveplication de los leneficios de compessaiion af trabjndor.

Ud. tondicn deleris lnber vecibisiu-de sie enipleador in follein describiendo los
henficios de vompensacion il tradxifador lesiinady v los procedimieitos para

" ohteneries.

Lniployee—complete 17 (ﬁhon and see note above

INEER TN L AS

Empleado—complete exty seceion y nwotela notacicn driiba.

Al oz 209

T

Today's Date. Fechade oy,

1. Nume. Nowibre. .

AT

NG

Nida  Lbeeestda.

moveinent over period of time

2. Home Address. Direccidn Residencial, . .
3. City. Cindad. _._. JJ M‘) C()f .. Stute, Estado. _C_jk g7 Zp Gdlien Pustal, %5152 i
4. Date of Injury. F. rr!m de fa lesion {acudente}W‘u\q k"w{@mu WE;‘:‘ 29 (it eV abh’{
5. Address and deseriplion of v.hufc lﬂjlll’)’ happened, Direcciénllugar déjide oceivid of aceidents. Q)j 522 k:;m 22 l ﬁgéf
Caw@g b &n
et ‘Stless and strain due to repetitive

6. Describe injury and part:of body dffcctcd Demtif la fesidiny parte j[ cHerpo. 4

N ML\-@H(@

5514~ 568D
[ 5.7

8. Siguature of cmpluyLe Firtna del empleado,

7. Social Secarity Number. NMimera de Seguro Social del Fmﬁr{ -
XK

C———

Emplovcr—wmplctc this section -aind we note-Below, Fmpjyﬁoﬁ

somplete esta seccidn y note la notacion abujo,

9, Name of employer, Nombre del empleador.,

. 10, Address. Direccion,
1.
12,

13.
14,

Date employer first knew.of injury. Fecha en gue ¢f enipleador sHpo pm p: imeru vez de Ja lesion o dce :denfe

Daite claim form was provided to employee, Facha vir giue se I(' et ego aI emple(ldo I pem ion,

Date employer jeeeived:claim form. Fecha et yue el unpleado r[evoh'lé ta pmudn i empleador,
Natne und drldress of insurance carrier or adjusting agency. Nom_lnc y direceion (Ie {d compaiia de xeg-m 050 aqcnc m admumr wiloric e se,

SHVOS.

i5. Insurance Policy Number. Ef ndmern de la /;a!:za dﬂ.‘:agm o oo

11.. Title, Titido,

16, Signature of cmployer ropreseniutive. Firma df'.’ iy ep/ rvc'nfan!e del amplrfudm.
SR e B 18, .'I'cleplmnb Telﬁﬁmo

I"mplow.r' You dre required b date (his Jorm and. prode anae» io:
your Hsurer o chaims adminisirator and 1o the employée, dtpwduu

or rcpmc,nwhw., who fied tie elai within one wer king dan; of
receipt of the fonm fram the employee,

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY -

Y Binployer copyftopia del Empleade (3 tanphoyée vopy! Capla det Empleahs

1104 Rey,

9/24/2019

ore ite Ud )‘c'rlu’ esti  FOXNE Y GRE Proved copias u s cont-
reclamos, o dependientelrepresentante Je recla-

B mp[eador. Sereiit
o de india

poiify de seguios, adinistrador du
sy ol empleddo gie hayairm exeitdilo ésta potic: i dewtro del pliz
[_qﬂ{ dey rlz‘ el tiomento de haber yido m*rbida 7 fm i zM emple aclo.

£l [‘ IRMAR E STA !f()l\’MA NO bl(JN[(' ICA ADMIS‘I()N DF RF‘SPON.SABIUDM)

] Hmmq Allmmm|murf/tdmiulwnnlm d'c‘ Ilerhmmt C.] lempm u)‘ Ruxlpwdm!' ddlurplm.ln
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aMAINOAO

VENUE AUTHORIZATION

| HEREBY AUTHORIZE MY WORKERS' COMPENSATION CASE(S) FOR

. INJURY(IES) DATED , . TOBE

FILED AT THE __AHM - \WORKERS'
COMPENSATION APPEALS BOARD.

' 2019 )4
patep: 8 ' X

APPLICANT'S ATTORNEY:

weslos

ATB000050




DECLARATION PURSUANT TO | ABOR CODY, SECTION 4906(g)

Pursiiant to Labor Code Section 4906(g), | declare urider penalty of perjury I

not violatéd Section 139.3 and 1 have rot offered, delivéred, reeeived, or aceepted any sebate,

_‘refund, commission, ‘préference, patronage dividend, discount, or other consideration,
whether ini-the form of money ot otherivise, as compensation or inducement for any referred
examination or evaluation.

9/8/2019

Dated:

Before sxgmng thxs form you should be aware that: “Any person who makes or causes o bé

ulent matenai statcment or rcprebenlatmn for th(, purposc

made any knowmgly falw or fraud
ty. of a fclony

of obtammg or dcnymg workcrs’ compensauon bencfits or payments is guil

ATB000051
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: .- E-Filer: - NATALIA FOLEY, BSQ
.- 7i.7 UAN: NATALIA FOLEY BEVERLY HILLS
EAMS#:- 11964930
- Address: ; LAW OFFICES OF NATALIA FOLEY
3 Cr. 8306 WILSHIRE BLVD STE 115, BEVERLY HILLS CA 90211
T Tel 310 707 8098; Fax 310 626 9632; Email: nfoleylaw@gmail.com

PROOYT OF SERVICE

State Of California
County of Los Angeles

I am employed in the county of L.os Angeles, Statc of California.

I am over the age of 18 vears and not a party to the within action; my business address is:
8306 WILSHIRE BLVD STE 115
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 correspoundence 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 i postal cancellation date or postage meter dale is
more than one day after the date of deposit for mailing as listed.

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

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

on {he 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 WILLIAMS

1065 N PACIFIC CENTER DR 2070 AVENIDA HACIENDA
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

1 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 /dw

By IRINA/FALEES,
Legal Assistant to Attorney
Natalia Foley, Esq
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9/9/2019 DIVISION OF WORKERS' COMPENSATION

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF APPLICATION

DATE OF SERVICE:09/10/2019
WCAB CASE NBR:4DJ12524618

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

EMPLOYEE:KXEVIN WILLIAMS
EMPLOYER: WAL-MART ASSOCIATES INC

INSURER:

COMMENT(S)YREMARIK(S):

AN APPLICATION FOR ADJUDICATION OF CLAIM HAS BEEN FILICD WITH THIZ WORKERS
COMPENSATION APPEALS BOARD FOR THE ABOVE CLAIMED INJURY. PLEASE REFIERENCE
THE ABOVE WCAB ID NUMBER ON ALL CORRESPONDENCLE TO THE WCAB.

THIS NOTICE CONSTITUTES A CONFORMED COPY OF THE APPLICATION.

DATE APPLICATION FILED: 09/09/2019

WC04

file:NIC:IUsers/Life/Downloads/DWCADJWCO4 - 2019-08-09T223133,657 . html

9/24/2019 ATBO000053
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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, ANAHEIM, 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: 09/09/2018

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 Accommadation
Coordinator at 1-866-681-1459 (tol! 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 ailternative 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,

wWC04
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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 ATBO000055



STATE OF CALIFORNIA
DWC DISTRICT OFFICE
E-COVER SHEET

Companion Cases Exis

tl]

More than 15 Companion Cases [_]

Date: ( MM/DD/YYYY)

110/11/2019.

Case Number*:

[ADJ12524618

O Specific Injury

O Cumulative Injury

“(START DATE: MM/DDYYYY) *

Body Part 1

Body Part 3

Other Body Parts

SSN(Numbers Only)

"(END DATE: MM/DD/YYYY)

Location™:
Walk Thru

CTL

Yes O

No.(®

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

Body Part 21

Body Part 4 :

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

® ADJ (O DEU

O SIF

() UEF

O SsAU

O,

INT

O

RSU

Companion Cases

Case 1:

‘O'Speciﬁc Injury (If Specific Injury, use the start date as'the specific date of injiiry)

(O Cumutative Injury

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part:1 Body Part 2 ;

Body Part 3 Body Part4 : *
Other Body Parts :

‘Case 2

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

| OCumulative Injury

(START DATE: MM/DD/YYYY)

Body Part 1

Body Part 3

Other Body Parts :

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

ATB000056




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

ANSWER TO APPLICATION FOR"ADJUDICATION‘OF'CLAIM

Case Number: ADJ12524618
(Choose only one)
[]a'specific injury on

(MM/DD/YYYY) )
[Z)a cumulative trauma injury which beganon ~ |09/09/2018

(START DATE: MM/DD/YYYY).
and ended on  |03/20/2019° o .
- | ' , (END DATE: MM/DDIYYYY)

Name(s) of Answering Party(ies) |WALMART ASSOCIATES INC

»(Pil;asaleave blank #paoes bet;ueén names; numbers or words)

[ Injured Worker

First Name* KEVIN )
La'st.Narﬁe*‘ WILLIAMS
Employer Information ) B
® Insured O Self-Insured OLegally Uninsured QO Uninsured
Employer Name |WALMART INC "

| [Employer Street Address/PO Box 6750 KIMBALL AVE B

|leity - ;CHINO'

| State CA ’

|Zip Code (Ntimbers Orily) 91;03 B

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

finsurance
Carrier Name

ACE AMERICAN INSURANCE CO!

Insurance Carrier Street Addr/PO Box.  |PO BOX 14731

[City LEXINGTON
State - ] ,KY | -
Zip Code (N_um‘-bersgomy) 40512

ATB000057




Claims Admin Name:

YORKEL DORADO HILLS

[Claims Admin Str Addr/PO Box _|PO BOX 14731 _ i
City LEXINGTON

[State KY

,ZiPLCo'de (Numbers Only) 40512

ANSWERING DEFENDANTS deny the allegations'of the application as indicated below with stich
explanations as-expressly set forth and admit all other material allegations.

| DENIALS
(Mark X if allegation is denied)

[CJEmployment:

["]Occupation

Xinjury

Insurance Coverage

EXPLAIN BELOW

Field size limited.to 129 characters

Field size imited to 129 characters

[NATURE.AND EXTENT

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

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

ATB000058




Liability for self-procured
treatment: '

DLiabiIity for future medical
‘treatment

[ JMedical Legal Costs

[X]Eamings

[X]Petiods of Disability

[|Rehabilitation

Supplemental Job
["]displacement /. return to:
-~ ‘work

[X]Permanent disability

Field size limited to'129 characters

Field size:limited to 129.characters’

Field size limited o 129 characters

[ACCORDING TO PROOF

Field size limited to 129 characters

MARCH 15,2019

Field size limited to'84 characters:

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

Field size limited to 129 characters.

Field size limited to'129 characters

APPORTIONMENT

Field size limited to*126 characters
{IF APPORTIONMENT IS CL‘AIMED,'SO_STATE‘)_

ATB000059 v



| IT 1S FURTHER ALLEGED

1. Defendants have paid disability indemnity in the total amount.of § |0

atthe rate of § [466.67 |

a week beginning | | ‘through |
| ' MM/DDYYYY T MMIDDIYYYY
plus }

!
2: Affirmative defenses and other matters : (Field size limited to 448 characters)

ALL DEFENSES UNDER THE LABOR CODE, INSURANCE CODE. CIVIL CODE AND CODE

OF CIVIL PROCEDURE'S, POST-TERMINATION NOTICE OF INJURY.

(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

Sighature

Firm Name. [TESTAN LAW SAN.DIEGO

Address/PO Box ~ |7676 HAZARD CENTER DRIVE SUITE. 500
City. SAN:DIEGO

:Stafef - - leAa —

|Zip-Code (Numbers Only) 92108

ATB000060




RE: Williams, Kevin'v. Walmart Inc..
WCAB CASENO.: ADJ12524635; ADJ12524618

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

L, the'undersigned say:

1 am one of the attorneys for the Petitioner in the above entitled action. I have read the
Answer to Application for Adjudication of Claim and know the contents thereof;, and I certify
that the same is true.of my knowledge, except as to those matters which are therein stated upon
my information and belief, arid as to those matters I believe to be true.

1 declare urider penalty of perjury under the law of the State of California that the

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

Daniel Hawkes
Attorney for Defendants

-1-
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TESTAN LAW SAN DIEGO
4970955

6195439960
angelohmpm@atblaw net

PROOF OF SERVICE
STATE.OF CALIFORNIA, COUNTY OF SAN DIEGO

~ Iamemployed in the County of San Diego, State of California. Iam over the age of 18, and
not a party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE
500, San Diego, CA 92108. ’

On October 11, 2019, T served the foregoing document(s) on the case of Williams, Kevin v.
Walmart Inc. /WCAB' Case No. ADJ 12524635; ADJ12524618/Claim No. 8949558; 8949567
described as:

Answer to Application for Adjudication of Claim

on the interested parties in this action by placmg the onglnal or a.true copy thereof enclosed in-a
sealed envelope addressed as follows:

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

Workers Compensation Appeals Board
1065 N Pacificenter DR STE 170 & 200
Anaheim, CA 92806

Christine Leonard

York Risk Services Group, Inc.
PO Box 14731

Lexington, KY 40512

Law Offices of Natalia Foley
8306 Wilshire BLVD STE 115
Beverly Hills, CA 90211

I am “readily famﬂlar W1th the firm’s practlce of collectlon and processmg correspondence

‘w1th postage thereon fully ‘prepaid at San Dlego California in the ordlnary course of business. 1
am aware that on motion of party:served, service is presumed invalid if postal cancellation date or
postage meter date is more than one day after date‘of dep051t for mailing affidavit,

I declare under penalty of perjury under the laws of the:State of California that the above is:
true and correct.

Executed on October 11,2019, at San Diego, ,CA.,

Angel%/ mﬁn

-1
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Attachment’ ‘Page 1 of'1
]
-
|
— I e _ ]
Document Type*: |-—-select--—-
Document Title*: [—select— V]
Docuinent Date; | | (MM/DD/YYYY)
Author: ,| |
File Upload*: | Browse... |
Uploaded Documents
| Document Type || Document Title ( File Name |
LEGAL DOCS  [10770.6 VERIFICATION C:\fakepath\Williams: VERI_001.pdf | Delete,
LEGAL DOCS |[PROOF OF SERVICE C:\fakepath\Williams POS_001.pdf Delete,
_ Done .
https://eamsdm.dwc.ca.gov/eamseforms/attachData 10/11/2019
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Success Page 1 of1

Submission of this eform through EAMS constitutes service upon any internal DWC unit.
Batch ID: 31928008 Date: 10/11/2019 01:46:10 PM

‘https://eamsdm.dwe:ca.gov/eamseforms/submit data 10/11/2019
ATB000064



STATE OF CALIFORNIA
DWC DISTRICT OFFICE
E-COVER SHEET

Companion Cases Exist ]
More than 15 Companion Cases <[:|_‘

Date: ( MM/DD/YYYY)
Case Number™:

‘(O Specific Injury

©Cumulative INjury “srary pate: MwoDYYY) *

Body Paft 1
Body Part 3
Other Body-Parts :

(If '_Speciﬁc Injury, use the start date as the specific date of inj‘ury)-

10/11/2019.

ADJ12524635

Location*;

‘Walk: Thru

SSN(Numbers Only).

(END DATE: MM/DD/YYYY)

Yes O

CTL

No@

Body Part 2:;

Body Part 4

|Please check unit ‘togge filed on (.check only one box )*

® ADJ

O DEU

O SIF

O UEF

O sAu

O INT O RsU

Companion Cases
Case 1:

| O Specific Injury
O Cumulative Injury

‘ Body Pait 1.

Body Part 3

| Other Body Parts :

(

[ ]

(START DATE: MM/DD/YYYY)

Body Part2::

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

(END DATE: MM/DD/YYYY) ~

Body Part 4 ;

Case 2:

O Specific Injury.
(O Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(START DATE: MMIDDIYYYY)

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

‘(END DATE: MM/DD/YYYY)

Body Part 4 :

Body Paft 2 :
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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).

| [Ja specific injury on
' ' ‘ (MM/DD/YYYY)

[/]a cumulative trauma injury which beganon  |10/01/2018

(START DATE: MW/DD/YYYY),

and ended on’ |03/15/2019"

(END DATE: MM/DD/YYYY)

| Name(s) of Answering Party(ies) WALMART ASSOCIATES INC

(P[ease_leave blank spaces between names, mrlmbersor words).

| Injured Worker

First Name* _7 KEVIN — -

M — i
Last Name* WILLIAMS
: Employer Information “

(®Insured (O Self-Insured OlLegally Uninsured " Uninsured
Employer Name |WALMART INC :

Employer Street Address/PO Box: '“ 6750 KIMBALL AVE B
City CHINO

.State' CA

[zio Code (NumbersOnly) _____Jotros.

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

Insurance RE AMEBIGAN ThE NOE 6O,
Carrier Name. |ACE AMERICAN INSURANCE CO

Inisurance Carrier Street Addr/PO Box PO BOX 14731

City ) - [LEXINGTON
V‘Sta’te o 7 7' KY

Zip Code (Numbers Only) 40512

ATB000066




‘Claims Admlni_stratdr Infqnna}ion (if applicable)

Claims':Admin Name [YORK EL DORADO HILLS

jCirlaimSiAdmi'h Str Add.r/PE) Box PO éOX 1 4731 |

| City LEXINGTON

State |k B 7 )
Zip Code (Numbers Only) 40512

ANSWERING DEFENDANTS deny the allegations of the application as indicated below with such.
explanations as expressly set forth and admit all other material allegations:

DENIALS L
(Mark X if allegation is denied)

[JEmployment:

[ ]Occupation

Xinjury

XlInsurance Coverage:

EXPLAIN BELOW

rFieId,"si;_‘e limited.to.129 characters

NATURE AND EXTENT

Lo
Field-size limited to:85 characters:

{IF DENIAL IS BASED ON DATE OR PART OF BODY INJURED, EXPLAIN FULLY)'

Field size limited to 84 characters |

(STATE IF EMPLOYER HAS BEEN NOTIFIED TO APPEAR AND DEFEND):

Field size limited to 129 characters |

ATB000067




Liability for self-procured
treatment N

D'L'iability for future medical
—treatment

["Medical Legal Costs

[X|Earnings.

[X|Peridds of Disability

{_Rehabilitation

, Supplemental Job
[Jdisplacement / return to
work’

[XiPermanent disability

Field size limited to-129 characters

Field size limited to 129 characters

‘ACCORDINGVT.O PROOF

Field size limited to 129 characters

MARCH 15, 2019

"~ Field size:limited to 84 characters’

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

Field size limited to:129 characters

Field size limited fo 129 characters

APPORTIONMENT

{IF APPORTIONMENT IS CLAIMED, SO STATE)

ATB000068
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IT IS FURTHER ALLEGED

1. Defendants have paid disability indemnity in the total amountof § [0

attherate of § |[466.67 |

a week beginning | | through | |
‘ MM/DD/YYYY ' y MM/DDIYYYY '

plus

2. Affirmative defenses and other matters:;: (Field size limited to 448 characters)

ALL DEFENSES UNDER TlllE 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 otherissues-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

.Sta’te'» 7 - CA -
‘ >Zip Code (Numbers Only) 92108,
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RE: Williams; Kevin v. Walmart Inc.
WCAB CASENO.: ADJ12524635; AD)12524618

VERIFICATION
State of California, County of San Diego -- ss:

I, the undersigned say:

1 am one of the attorneys for the Petitioner in the above entitled action. I have read the
Answer to,Appli'cation for Adjudication of Claim and know the contents thereof; and I certify: |
that the same is true of my knowledge, except as to those matters which are therein stated upon
my information and belief, and as to those matters I believe to:be true.

I declare underpenalty of perjury under the law of the State of California that the

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

NN RN RN NN e e G ks e e s i
0 Y N W R W N = O W e N Y W A WN

Daniel'Hawke's' 7
Attorney for Defendants
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TESTAN LAW SAN DIEGO
4970955
6195439960

”ange]OIimpin@atbl'aw.net

"PROOF OF SERVICE
'STATE OF CALIFORNIA, COUNTY OF SAN DIEGO.

I am employed inthe County'of San Diego, State of California. Tam over the age of 18; and
not a'party to the within action. My business address: Testan Law, 7676 Hazard Center DR STE
500, San Diego, CA 92108.

On October 11, 2019, I 'served the foregoing document(s) on the case of Williams, Kevin v.
‘Walmart Inc /WCAB' Case’ No. ADJ12524635; ADJ12524618/Claim No. 8949558; 8949567

Answer to Applicatibn for Adjudication of Claim

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

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

Workers' Compensation Appeals Board.
1065 N Pacificenter DR:STE 170 & 200
Anahelm, CA 92806

Christine Leonard

York Risk Services Group, Inc.
PO Box 14731

Lexington, KY 40512

Law Offices of Natalia Foley
8306 Wilshire BLVD STE 115
Beverly Hills, CA 90211

1 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
with postage thereon fully prepaid at San Dlego 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
postage meter date is:more than one day after date of deposit for mailing affidavit.

I declare under penalty of perjury under the laws of the State of California that the above is
true and correct..

Executed on October 11, 2019, at San Diego, CA.
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Attachment Page 1of 1
B . — — -

Document Type*: |-—-select--- V]

Document Title*:

Document Date: | | (MM/DD/YYYY)

Author: | 1

File Upload*: x | Browse.. |

Ubloaded Documents: )

Document Type || Document Title [ File Name !

LEGAL DOCS  |[10770.6 VERIFICATION ||C:\fakepath\Williams VERL_001.pdf || Delete

LEGAL DOCS [PROOF OF SERVICE C:\fakepath\Williams POS._001.pdf Delete

| Done | ' - -

https://eamsdm.dwc.ca. g’ov/eamseforms/a’ttach;&)‘af'_;;ia)oo072 10/11/2019



Success: Page'1of 1

Submission of this eform through EAMS constitutes service tipon any internal DWC unit.
Batch ID: 31927957 Date; 10/11/2019 01:42:45 PM

[ox]

h‘ttps:_//eamsdm,’dwc,_ca;gov/eamseforms/submg#g%t&) 073 10/11/2019



STATE OF CALIFORNIA
Division of Workers’ Compensation
Workers’ Compensation Appeals Board

WCAB Case No. ADJ12524618; ADJ12524635

KEVIN WILLIAMS, ANAHEIM DISTRICT OFFICE

Applicant, JOINT ORDER GRANTING
CHANGE OF VENUE -
Labor Code section 5501.5

VS.

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 (¢),

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 W

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

ATBOOOO74 Document ID: 412419707702870016



STATE OF CALIFORNIA
DIVISION OF WORKERS’ COMPENSATION
WORKERS* COMPENSATION APPEALS BOARD

. ) - WALK THROUGH APPEARANCE SHEET
e e Wikl - ADJ 12 524 ¢35
Kcul_."\ . i amr‘ . 4o Tita s AAT/)’Z&ﬁ%ﬁ(’
Efiler; Yes_ - No_2C
Case set for hearing:: Yes * No.__
Applicant, | Walk through document

" ORDER(S)/COMMENT(s), 1909)[ WLM%/ MW M%A/ 2

: — s _ X CoR.— . STIRWITHAWARD .
"Wl mank lme _____ 5710DEPOSITION ATTORNEY'S FEES
Wal baavs e PETITION TO COMPEL ATTENDANCE AT
| MEDICAL EVALUATION/DEPO -
©__. PETITION FOR STAY ORDER-P) ONLY

;Defer_’zdan't?
APPEARANCES - E
APPLICANT .o . [IPRESENT ~ [INOT PRESENT
APPLICANT REPRESENTED BY _© []ATTORNEY [IHEARINGREP.
DEFENDANT REPRESENTED BY_T& 5k~ ‘-L,. 5 Dem\c/ (< “BATTORNEY [ HEARING REP.
OTHERS APPEARING . L _CIATTORNEY [JHEARING REP.
INTERPRETER S _____CERTIFIGATION NO..

DISPOSITION: @omo ] ORDER SUSPENDING AGTION N GARISTIPS [EaR) TIPS APPROVED

‘//fé) ///14145 MJ /\

EPE']TION APPROVED : D 571 O %:S [ PETITION TO COMPE' ATTENDANCE AT MEDICAL EVALUATION/DEPO

g 'NOTICE T0: A //W Myﬁt to Rula 1 0a00 you arz desngnated to sewe i

. [}Sevedon parﬁes and lien claimanl:w
/i i ﬁ%

[:]PEI ITION.FOR STAY ORDER ™

[J'30DAYS TO SUBMIT REQUESTEDDOC.. ' [IPETITION DJSAPPRO\]_ED.. | jSET FO.R‘S_TATUS‘CON'E;

Date; - Time: Judge_: [ /. 7. Locatio
DATE: ////7;/? ' y u////&//{/&

lien claimants, ~

FORWCABUSEONLY: -/, .- T T
JUDGE ASSIGNED:. " /7//%‘- . __RECEWED

* NOV.1 8 2019

. . bwg
* SAN BERNARDING
ATB000075 '



| STATE OF CALIFORNIA
DIVISION OF WORKERS’ COMPENSATION
WORKERS’ COMPENSATION APPEALS BOARD

CaseNo(s) AOT Ls2463 1

v AT 1282 g
‘V\'C'U\,V'\ W.”\MW\$‘ AO:\) ,17\{31/ 30
Applicant, San Bernardino District Office
VS.. : ~ ORDER APPROVING
COMPROMISE AND RELEASE

:WQIVV\c\y* lV\C ) Atc AW\UM”

Insdvnee Co Defendant(s).

The. parnes‘tJo the above-entitled action have filed a Comipromise and Release on _ 1-1% vory i e amount of
S (S 0ca7 . For the reasons set forth ini the Comipromise and Release, incorporated herein by reference,.and
‘based upon review 'of the: medical rcports and other rélevant docuiments, - which are hcreby received into evidence, this judge now
‘finds that the settlement amount is adequate,is in'the best interést of the parties, and should be’ approved

The following provisions are applicabl'e;only if checked:

KDeath Benefits: The parties have considered the release of death benefits in reaching their agreement.

DCarter/Rodgers Finding:* The parties have considered and included the release of claims for injuries in vocational
rehabilitation in their settlement.

-RInjury AOE/COE is seriously in issue as to [*all body partsalleged O the following body parts:’ .

‘based on & dispute of lawand fact O statute of limitations'
0 medical'opinionsof . _ D witness(es) .

e pariies have considered and mcluded the:release of any bor Code Sechon 132a claim(s) ﬂ.senous & wxllful'
i nusconduct allegations (per Labor Code Section 4551 and/or 4553).
AfThis agreement includes settlement of any claim for a Supplemental Job Displacement Benefit voucher.

THE COMPROMISE AND RELEASE IS ORDERED APPROVED.

AWARD IS MADE according to the terms of the Compromise and Release; with the: followmg provisions:.
“F Attorney’s fées per the Comproinise &Release are. ordered

0 paidiin. the'amountof § 1259, to. Law OFfe;. F Madala th,
0 paid $' to and $ to per fee: agrccmcnt
E “The amount of § is ordered withheld from the settlement by defendant until resolution of fee dispute between

o applicant’s current & former attorney(s) O applicant'& ‘prior- attomey(s) ‘0 and further order of the:court:

T All liens listed on the OAR as of this date have been resolved, per defendant’s affi davit, withdrawn or dismiissed by the Judae
O'There remain unresolved liens. O -Any’ party/hen claimant may request a conf. by filing:a Declaration of Readiness to Proceed.
O Defendant ‘is ordered :to: camiply with"8 CCR: 10608(f) without' violating LC 4903, 6(d) Spcmﬁcally, ‘non-physician lien
claimants are not entitled to’ medical information about an m_]ured worker without prior written approval of ‘the appeals: board
dctmlmg what info is to be provided and'a ﬁndlng that such infois relevant to. the proof of the matter.for whlch it is sought.
Eé(:]en claimants are now 4 parties'per Rule 10205(3&)(5) &are rcquxred to ‘appear at all futurc hcarmgs per . Rule 10770.1(¢).

ere-are no liens of record in the Board’s system as of thls date '

Repo et g] §$00-00 W beerd by L p A
Dated at San Bernardino, California: // / [ g/ /7

U Filed and served by mail on all partlcs on thé. Offi chl Address Record..

MYRLER PETTY
orkers” Compensation.
‘dministrative Law Judge

fg\ﬂonce to: .

ou are designatéd and ordered per Rule 10500 to serve th:s/these
documents within five (5) days on all parties as shown on the Official
Address Record. 'Proof of svc. to be filed onl%que cd by WCAB.

one_yuJL 81 U s Y,

ATB000076



p STATE OF CALIFORNIA

’ DWC DISTRICT OFFICE +

DOCUMENT COVER SHEET

Is this a new case? Yes ' No Companion Cases: Exist D Walkthrough  Yes: . No D
More than'15 Companion Cases D
11/18/2019 SSN:
Date:(MM/DD/YYYY)

[ Sspecific Injury
ADJ12524618 7 o A 09/09/2018 03/20/2019
Case Number 1 Cumulative Injury ~(Start Date: MMDDIYYYY) (End Date: MMIDDIYYYY)

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

Body Part 1: I Body Part 3:

Body Part 2 Body Part 4:

Other Body Parts: . L

" Please check unit to be filed on { check only one box)

[]abe  [] osu [] siF [] ver []sau [T [Jrsu

Companion Cases

[ Specific Injury

ADJ12524635 ‘ 10/01/2018 '03/15/2019

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)

Body Part 1% . Body Part3: _  _
Body Part 2: . Body Part 4:
s

Other Body Parts: , ] 7 . ‘ ‘

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

ATB000077



e
Hd
Sr=

| AO0T 129y 34, ‘Specific Injury ‘
- | UNASSIGNED - 01/22/2019
* Case Number 3 [] cumulative Injury, ~(Start Date: MM/DDIYYYY)
.r *

Body Part1: 420

(End Date: MMIDDNYYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 3;
Body Part 2:

.-

l'Other Body Parts:

Body Part 4:

! |:| Specific Injury
i

Case Number. r

[:] ‘Cumulative Injury

(Start Date: MM/DD/YYYY)

(End Date: MM/IDD/YYYY) ~
(If Specific Injury, use the start date as the specific date of injury).
Body Part 1:

,‘ Body Part 3: :
Body Part 2:

. Other Body Parts:

‘Body Part 4:

.
MxH

D Specific Injury

T ‘Case Number &'

|:| Cumulative Injury (Start Date: MM/DD/YYYY) ’ (End Date: Mwopnm) |
: - {If Specific Injury, use the start date as the specific date of Injury)
% Body Part 1:. '‘Body Part 3;
Body Part2: Body Part 4:;
i :iother Body Parts:

' »

3

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

—1 o1

JUANLHE B AL L il L L
Product Delivery Unit ADJ
Document Type LEGAL DOCS
Document Titte COMPROMISE AND RELEASE o

Document Date: 11/13/2019

: - MM/DD/YYYY
Althor “TESTAN LAW SAN DIEGO

Office Use Only
Recelved Date
MM/DD/YYYY

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

ATB000079




‘ 'STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
'WORKERS' COMPENSATION APPEALS BOARD
R R ‘COMPROMISE AND RELEASE
ADJ12524635 7
Case Number 1 “Case Number 4.
ADJ12524618

Case Number 2 ‘Case Numberb

dasseed AT 1174 3v30 551-47-5680

‘Case Number 3 SSN (Numbers Only)

Venue Choice is based upon:: (Completion of this section is required)
D.County of residence of employee (Labor Code section. 5501.5(a)(1) or (d).)
ECounty where injury occ:irred (Labor Code section 5501.5(a)(2) or (d).)

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

Sy

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

Employee(Completion of this section is required).

KEVIN 7
First Name - ™I o
| RECEIVED
‘WILLIAMS
Last Name: NOV 18 2019
—_— S DWG
2070 AVENIDA HACIES\]DA - B 7 'SAN BERNARDING
Address/PO Box (Please leave blank spaces betweén numbers, names or words)
CHINO HILLS ‘CA. 91709
City _ o _ State Zip Code
Employer Information (Corapletion of this'section is required)
[7] Insured [] self-Insured [] Legally Uninsured [ ] Uninsured
"WALMART INC.
Employer Name (Please leave blank spaces between numbers, names or words)
6750 KIMBALL AVE 7 , -
Employer Street Address/P2 Box (Please.leave blank spaces between numbers, names or words)
CHINO ) o . 7 CA 91708
City T - ~State =~ Zip.Code

DWC:CA form 10214 (c) (Rev. 11/2108) (Page 1 0f 9)

ATB000080




"Appllcant's,'Attorney or Authorized Representative:: ~ I !

|:| Law’ FirmlAttornéy' D Non-Attorney Representative

NATALIA

‘First Name:

FOLEY

‘Last Name

Taw Firm Number g

LAW OFEIC}ES OF NATALIA FOLEY

‘Law Flrm Name

8018 E SANTA ANA CYN RD STE 100-215

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

ANAHEIM ' CA '92808.
Tity - " State  ZipCode

Defendant's Kttorney or Authorized Representative:
D Law Firm/Attarney [ ]Non Attorney Representative ) +

DANIEL

First Namie

HAWKES

TastName ' ' — -

4970955

Law Firm Number

TESTANLAW

Law Firm Name

7676 HAZARD CENTER DR STE 500

Address/PO Box ('Ple_‘ase leave bfank épaéés,betweén numbers, Tiames of woirdsi)' - i - - -

SAN DIEGO CA 92108
City ) State "Zip Code

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

'ACE AMERICAN INSURANCE CO.

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

20 | )Y
o Dux 1M73]
JInsurance Carrier Streét;Address[PO Box (Please leave blank spaces between numbers; names or words)
Lexingon Ky YosiL
City — Staté Zip Code:
l DWC-CA form 10214 (c) {Rev. 11/2208) (Page 2 of 9) ) , |

ATB000081



I Claims Administrator Inforination (if known and if applicable)

YORK RISK SERVICES GROUP, INC.

Nafme (Please leave blank spaces between NUMBErs; hames of Words)

POBOX14731 o ‘ o S

‘Street Address/PO, Box’(F’lease leave blank s_paces,between numbers, names-or words)_— - —

LEXINGTON ) _ ~ KY 40512

-City State: Zip Code
ITIS'CLAIMED THAT:

1. The injured employes, bom 02/17/1964 , alleges that while employed as a(h) ‘ —

~(DATE OF BIRTH, MM/DDIYYYY)

; sustained injury

- ~ (OCCUPATION AT THETIME 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 séttled.)
' D Specific Injury

ADJ12524635 _ lolol] 215 | 63/15 /2019

Case Number 1 , ‘ E’ Cumulative lnjury = (Start Date: MM/DD/YYYY) "~ (End Date: MM/DDNYYY)
. ' o (If Specific Injury, use the start date as the specific date of injury)

Body Part 1: 8 ’ / / Body Part 2: Body-Part 3:

Body Part 4: _ ‘Other Body Patts:

The injury eccuriedat  ZOX  SW 5 s+ ,

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

Benknuiic AR 72716
Cty. ' T State. ~ Zip Code
Body parts, conicitions and systems may-not be incorporated by reference to-medical reports:

IDWc-'CA’f'orm 10214 (c) (Rev. 11/200:8) (Page 3 of 9) __I
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l_ D Specific Injury’ | _|
! ADn2524618 69/09/ 2015 037102614

‘Case Number 2. B'fCu'rhUlatiVe Injury (Start Date: MM/DD/YYYY (End Date: MM/DD/YYYY)
(If Specific lnjury, use thestart date as the specific date of injury)

Body Part 1; 200 _ BodyPatz: 200 Body Parts; Y20

Body Part 4: Ys$—o _ Other Body Parts: S @o

709 sw &™ Sk

The injury occurred at:

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

Ben*gv\ ulle ) A R 71776

City — " State Zip Code:
Body parts,’ condltnons and systems may not be incorporated by reference to medical reports.

ADT 1274330 [P Specific njury o
(LheSesia/ ol/Lr/ Qo1

Case Number 3 1 Cumuiative Injury: (Start Dats: MMIDDIYYYY) ~{End Date; MM/DDIYYYY)
D -Himeaive Siury (If Specific Injury, usethestartdateasthespec:ﬁcdateoflnjury)

Body Part1: Y 2—0 Body Part 2:: . Body-Part3:

Body Part 4; 7 Other Body Parts::

Theinjury ocouredat 202 Sk g G}

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

Bentomulle 7 A (L 2 7/5

City ' State Zip Code

Body parts, conditions and systéms may riot b incorporated by refererice to medical reports,
[ ] Specific injury

Case Number4 - Cumulative Tniu (Start Date: MMIDD/YYYY) (End Date: MM/DD/YYYY)
D mutiative Injury {IfSpecrﬁc lnjury, use the start date as the specific date of injury)

Body Part:1: Body Part 2: ~ Body Part3:

Bc’idy' Part'4; , Other dey'Pa'rts;

‘Theinjury occurred at ) B o

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

'City‘” Stale. - Zl_b.Code-
‘Body parts, contiitions and systems may:not be incorporated by reference to medical reports. I

| DWC-CA form 10214 (c) (Rev. 11/2 .08) (Page 4 of 9)
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r— [ ] Specific Injury __I

Case Number 5 [] Cumulative Injury (SR Date; MWBDIYYYY) —(End Dats; MMIDDIVYYY)
) (If Specific Injury, use the start date as the specific date of. injury)

Body Part1: Body Part-2: Body.Part 3

‘Body Part 4: ‘Other Body Parts::

The Injury occurred at _

(Street Address/PO Boi’; 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' Compensation-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 knowh
or ascertained or which may hereafter arise or develop as a result of the above-referenced m;ury(nes), mcludmg any and all
liability of the employer(s) ar:d the insurance carrier(s) and each of them to the dependents, heirs, executors,
répresentatives, administratcrs or assigns of the employee. Execution of this form has no.effect on claims that are not within
the scope of the workers' carnpensation 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 io settlement of the body parts, conditions, or systems and for the dates of injury set forth in
Paragraph No. 1.and further.2xplained 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 3ENEFITS RELATING TO THE INJURY OR INJURIES COVEREDBY 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 expressty ordered by the Workers" Compensation Appeals Board or a workers' compensation
administrative law judge, apfroval of this agreement does not release any claim applicant. may have for vocational
rehabilitation benefits or supnlemental 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 § 70 o

. 7 7 (v Ger /
TEMPORARY DISABILITY INDEMNITY PAID, /@/ Weekly Rate $ / (. ¢»
Period(s) Paid _ .

(Start Date: MMDDNYYYY) (End Date: MM/DD/YYYY)
PERMANENT DISABILITY INDEMNITYPAID , Weekly Rate $ . a4
Period(s) Paid’ End date ,
(Stari Date: MM/DD/YYYY} ' ‘(End Date: MM/DD/YYYY)

TOTAL MEDICAL BILLS PAID'§ ’ 3’ i 3. %2 Total Unpaid Medical Expense to be'Paid By: De/cuﬂ.,ﬁ’fh'/ Y

‘Unless otherwise specified herein, the employer will pay no medical expenses incurred after approval of this agreement.

IDWC-CA form 10214 (c) (Rev.11/2008) (Page 5 of 8) I
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I?. The parties agree to settle the above claim(s) on account of the injury(ies) by the payment of the SUM OF l

[S 000, 2
Settlement Amount
“The following amounts are to be deducted from the settlement amount:

3 _ for permanent disability advances through
$ for temporary. disability indemnity overpayment, if any;

$ payable to
$ payable'to.
$ _ _ payable to.
$ ayable to _
——
$ 7 ] 7.6°¢ requested as applicant's-attorney's fee.

- (97
LEAVING A BALANCE OF $ / Z ? CO ‘/ , after deducting the amounts 'set forth above and less:

further permanent disability- advances made: éfter lhe date set forth above Interest under Labor Code section 5800 is
included if the sums set forh herein are paid within 30 days after the date of approval of this agreement.

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

De .FC“J;.\V-FW@'H Pag adjint, [thsat o otberrwmne jrsele all
valid lews of weod wit He Cxcephm of awny chdd sypar o
Spovisal Soupflork [tens, cuek lens rtiman Lo Sole }zs/m‘s,b,/:é
of He opplicant,

Defendand wnll Py appliad  athme,, LC S0 depo fee for Fh

LWC—CA form 10214 (c) (Rev. 11/2008) (Page 6 of 9) L l
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Q. The partles wish to settle these matters to avoid the costs, hazards and delays of further litigation, and agree'that a

‘serious dispute ¢ exists as to the, followmg issues'(initial only those that apply). ONLY ISSUES INITIALED BY THE APPLICANTI

‘OR HIS/HER REPRESENTATIVE AND DEFENDANTS OR THEIR REPRESENTATIVES ARE INCLUDED WITHIN THIS
SETTLEMENT.

Applicant’ Defendant

0 H’, earnings

0 H" temporary disability

e

- jurisdiction

14 H' apportionment

ot ~ employment
DN injury AOEICOE

P20
KEW
ke
el
Kew
kENQ P# serieus and williul misconduct
£
,\\A
Kew
Kew
ew
Kew

7 A2(}  discimination (Labor Code §132a)

DV statte of limitations
yo) //' © futw 2 medical treatment

O// M othe * Meckca l W\\I‘i@%ﬁ/cu“ of /’UC‘QI Rxfengr —-

‘O /‘/ . pern:anent disability

0 H self-arocured medical treatment, except as provided in Paragraph 7

Kﬂ’d ‘p/f’ . voce tional rehabilitation benefits/supplemental job displacement benefits,

COMMENTS: _
F— -va (pc’k& May ﬂﬂﬂ('qy 2x {)av/c [yv —}-L« pw/wsc ab‘}um‘wj q/’}’i}ﬂiz/,"' ol
ths  sedllomed Poralhes qu/ iulies) warwd if Pomeat is mack
wrthiv 3o dazr of OAcr, Case 13 denid , Pos+ fevmins ha Nehe of
[Novy.,

See abeadomi A av B

Any accrued claims for LaJor Code section 5814 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 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 shall have available to them all defenses that.wereavailable as of the date of filing'of this.
document, and:thatithie Worksrs' compensation admiinistrative.law judge may thereafter either approve this Compromise and
Release or disapprove it anc issue Findings and Award after hearing has been held'and the matter regularly submitted for
decision.

LWC‘-CA‘form 10214 (c) (Rev.-11/2008) (Page 7 of 9) I
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11; WARNING TO EMPLOYEE: SETTLEMENT OF YOUR WORKERS' COMPENSATION. CLAIM BY COMPROMISE AND |
RELEASE MAY’ AFFECT 'OTHER BENEFITS YOU ARE RECEIVING TO WHICH YOU BECOME ENTITLED TO RECEIVE lN
THE FUTURE FROM SOURGCES 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 agreement answered to his/her satisfaction. 5,
Witness the signature hereof this / i day of %z Vﬂdﬂ{'{&fr. Zﬁ/ 9 ﬂ f/ %Z'QJ% K

/M/W (I /i3/20/5 ///3/ c,

{Date) " (Bate)
| 70 - A
A — . 4 4 B
Witness 2 u (Date) Attomg/Tor 7 (Date)’
; NATAL{ZA(eFO 1 w S~ ¢72
Interpreter (Date) ' Anorney for Defendant (Daté)
Attorney for Defendant’ (Date)
Attorney for Defendant (Date)
Attorney for Defendant (Date).

IDWC-CA. form 10214 (c) (Rev.11/2¢:08) (Page 8 of 9)' _,
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ACKNOWLEDGMENT

State of California
Caunty of )

On_ S . beforefme_;

(insert.name:and title of the officer)

personally appeared o
who proved to me on'the basis of satisfactory evidence to be the person(s) whose name(s) is/are
subscribed to the'within instruiment.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.

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

WITNESS my henid and official seal.

Signature = (Seal)

DWC-CA form 10214 {c) (Rev. 11/2108) (Page 9 of 9).
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'Willmms, Kevin v. Walmart Inc.

‘'WCAB CASE NO. ADJ12524635; ADJ12524618

.
ADDENDUM TO COMPROMISE AND RELEASE 74 '
12.  ADDITIONAL SETTLEMENT PROVISIONS

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 i m_]unes 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:of ‘Applicant’s: execution
of this Compromlse and Release and only as specified in paragraph 8. Applicant shall be responsible for all medical
expense incurred after the date of Applicant’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,.

Anyand all claims and petitions alleging violation of Labor Code section 132a and/or 4553 by defendant employer-
are herewith dismissed with prejudice.. -The parties. stlpulate 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 465¢ and 5814, Attomey s fees pursnant 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 tie Order Approving Compromise and Release.

Provided that the deiendant employer maintains a medical provide network, the following is hereby stipulated to by
the applicant: The defendant has comphed 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 ona timely basis; and, the
applicant received ail required medical provider network notices on'a timely basis.

il
The defendant dispttes 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 cosis, treatment, and services procured outside’ the medical provider network, 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 sectlons .

DATED; 7 /? 77

DATED: (/1 3/69 | Iﬁlmmy j% \EECEE‘EIF[W
# 7 . ,c/’” | /D

Natalia Foley,:

SAN g DWc
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LPew s

RE: .. Employee: Kevin Williams
+ Employer:: Walmart Inc.
*Claim Number: 8949558, 8949567
Date of Injury: f10/01/201 8- 03/15/2019; 09/09/2018:- 03/20/2019

AFFIDAVIT OF WAIVER OF QME 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’
Quahﬁed Medical Evaluator’s assigned by the Division of Worker’s Compensation
Medical Unit

I have-read-the-report-by-my-treating-physician;—dated—-and ith_the :

has%ery—e*ammaﬂomnd—descnphon—ofmy—eendmeﬂ I choose to. sett]e my case based—-
upe ‘not exercise my right to a qualified medical evaluation, from a

physwlan selected from a panel.

’//5/3

)/ ’ i A
Erﬁployee\S’/ ature Date

RECEIVED
. NOV 1.8 2019

DWG
SAN BERNARDINO

' STineM:+3|T 66 pMIRE.ead-dijjw-Sif
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 STATE OF CALIFORNIY
WORKERS? CO'I\.'[PENSATI_ON' APPEALS BOARD

| ‘ ) ‘Case No.
keuvin  Wilhams

Applicant, _ —XFF.[DA.VIT OF DEFENDANT
RE: RESOLU’I'ION OF LIE'NS

v,
Walwwd— IV\C/ ACc AMemcay\
|V\Sumy\ca Co - "
Defendants.
1, qu“ejlf i tees - ‘ . . ,amthe attorney or repfesemative" '
fc;r»defend'ziﬁt__ A‘Cc Amm‘/ycm{ Incurane: 'Cc;’i . -, in'the :}jbove‘-enﬁtledr_na,t‘ter.

I have made; the followmg cood falth efforts to resolve ench of the liens i in thls case,

- L1st ALL hen clmms below use supplemental paaes as necessary

e crve mvw b8 mm——mar

L]ZENCLAIMANT-”‘: T MATURE@DATE - ' RESULT
o ' i OF LIEN RESOLUTIONEFFORTS ~

o T\o Ko ‘\erf\ C[‘l“’"\ﬂ"\ﬁ

I declare under penalty of perjury that the forevcnnrr is true and correct :Lnd that’ tlns affidavit.

+vas execuizd at San‘Dlego Californiaon ! /. te / l@l;?

RECEIVED | . P
NOV 1 8 2018 ﬂ -

WG —
¢ sanprshelln :0er3
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STATE OF CALIFORNIA Received by
DIVISION OF WORKER'S COMPENSATION ' ’
WORKER'S COMPENSATION APPEALS BOARD STXOR N
NOTICE AND REQUEST FOR ALLOWANCE OF LIEN

Date of Original Lien: 105/11/2020 |

ADJ Case Number: |ADJ12524635 |

[ Aspecificinjury on (date): | ]

v Ac‘:umuvl‘ative» trauma injury begihning on (d,akt;el); |10/01/2018 l ending (date): ]03/15/2019

Social Security Number: l ]

Date of Birth: [ |

Injured Worker

First Name: IKEVIN ]
Middle Initial: | |
Last Name: [WILLIAMS ;
Address / PO Box: |[PROTECTED PER DWC POLICY |
City: |CHINO |
State: IcA |
Zip Code: 191709 |
injured Worker's Attorney or Representative

Name: [NATALIA FOLEY ANAHEIM |
Address / PO Box: [5753 E SANTA ANA CANYON RD STE G 616 l
city: [ANAHEIM |
State: lca |
Zip Code: 92807 |

Lien Claimant

Organization Name: [PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL }
First Name: I |
Last Name: [ |
Address / PO Box: [PO BOX 6299 |
City: ILAGUNA NIGUEL [
State: lca ]
Zip Code: 92607 |
Phone Number: 7149720040 ]

ATB000092



Page 1 of 1

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 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#:751 64553

4/4: 4903.8 (d) Declaration ( Id#:7516456 )

| hereby wrtifY, | am at least 18 years of age and not a party to this action. | am a resident of, or employed in the county where the
mailing took place. On the sitgna ure date below, a true cocﬁr of the document(s) listed above was served either by enclosing them in a
sealed envelope addressed to each party named at the address(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 of perjury 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 05/13/2020

TESTAN LAW SAN DIEGO % TESTAN LAW USPS 1of2
31330 Oak Crest Dr Westlake Village CA 91361-4632 3569694471-0000077560
YORK EL DORADO HILLS % YORK RISK SERVICES USPS 2of2
PO Box 14731 Lexington KY 40512-4731 0971819207-0000000840

POD_C BLUE
20200511162344_001365154 Generated: 05/11/2020 16:27:05 ’

ATB000093
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PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL [=} [=]
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 Aftdrney or Representatyive

[ Law Firm or Attorney [ Non-Attorney Representative  [v: Not Represented

Organization Name: | |
Firs:tt_Néme:’ B I |
LastName: | |
Address/POBox: | |
City: I |
State: [ |
Zip Code: [ |
Phone Number: | |
Employer

Name: | [WALMART INC |
Address /POBox:  [6750 KIMBALL AVE [
City: ~ [camo |
State: lca ]
Zip Code: ,, [o1708 |
Insurahce Carrier or Claims Administrator

Name: | |YORK EL DORADO HILLS |
Address/POBox:  [POBOX 14731 |
City: ~ [LExiNGTON |
State: ; KY ]
ZipCode:  [40s12 |
Em‘pluoyer, 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: lca |
Zip Code: 91361 |

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

a lien the sum of I 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:

[~ Areasonable attorney's fee for legal services pertaining to any claim for compensation either before
the appeals board or before any of the appellate courts, and the reasonable disbursements in
connection therewith. (Labor Code § 4903 (a).)

v 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.)

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

[~ 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).)

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

[T 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).)

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

[ 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 Thislien is exempt from the filing fee under Labor Code section 4903.05 (d) (7).

| NOTE: ORIGINAL BILL AND ITEMIZED STATEMENT JUSTIFYING THE LIEN MUST BE ATTACHED I

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: I I
Name:  |PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL |
NPI: 11982895421 | License or Cert Number|PSY12317 |
Billing Name:  [PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL |
Provider 1 \py. (1982895421 | Initial Date of Service: [11/11/2019 ]
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Rendering
Provider 2

Billing
Provider 2

Rendering

Provider 3

Billing
Provider 3

l
|
I
|
Name: [
I

Type:

Other Type

Name:

NPI: | License or Cert Number]

NN ) S VNN [ OGS SN § Wo—

l_lnitial Date of Service: |

Type:

Other Type

Name:

ORI B WO [ O [ RS—

| License or Cert Number]

l

|

I

NP |
I

|

I Initial Date of Service: |

Declarafion pursu‘alhit to Labor/ébde sectionﬁ4903.0'5(c).
(Completion is required if filing a lien under Labor Cade section 4903 (b).)

| 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 pravider 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

S| -

Provider:

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

S ELIZABETH FLORES |

05/11/2020

( Signature of Lien 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 of Attorney/Representative for Lien Claimant )

L

S LESLEE IBARRA |

05/11/2020

( Signature of Lien Claimant )

ATB000098
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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 call 1-209-223-3461

10770.5 LIEN FILING VERIFICATION

I declare under penalty of perjury:

Under the laws of the State of California that one of the time periods set forth

in Rule 10770.5(2) has elapsed, that the section 4903(b) lien, the lien for medical-legal
costs, or the application is not being filed solely because of a dispute subject to the
independent medical review and/or independent bill review process; and

If an application for adjudication is being filed:

That venue is proper as set forth in Rule 10770.5(b) and that I have made a

diligent search and have determined that no adjudication case number exists for

the same injured worker and the same date of mjury. 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 of perjury pursuant to the laws of the State of California the foregoing is true and correct:

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

(2) The bil ing statement attached to the lien truly and accurately describes the services or products that
were provided to the injured employee.

OFFICIAL SIGNATURE S ELIZABETH FLORES

ELIZABETH FLORES 05/11/2020
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| usulale uliugl peliaiy ot perjury

that this bill is true and correct to YORKWALMARTSAM
PO BOX 14731
LEXINGTON KY ”

ElyRE
HEALTH INSURANCE CLAIM FORM

RPPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 82712

C 5703 (a)(1)

t of my knowledge.

(800)339-1108

-,

CTTPeA elson J. Flores, Ph.D., Q.M.E.
0 'S 1D, \
1. MEDICARE  MEDICAID TRICARE CRAMPVA souR | EECA g OTHER Ta, INSURED'S 1.D. NUMBER {For Peogram In flem 1)
D(Medcarel) D (Medicald#) D (IDWDDK) L—_] amberion | | (1D8) D (1D%) ['_—_] (109 551-47-5680
2. PATIENT'S NAME (Last Narme, Firsl Name, Middie Initial) 3. PATIENT BIRTH QATE SEX 2 INSURED'S NAME (Last Name, First Name, Middle Initial)
] ¢ Yy
WILLIAMS KEVIN 0> b7 1gea Mgl F[] | wALMART
7. INSURED'S ADDRESS (No., Street)

5. PATIENT'S ADDRESS (No., Streat)
p070 AVENIDA HACIENDA

6. PATIENT RELATIONSHIP TO INSURED

SeuD SpouseD cnnaD ozhe«g

702 S W 8TH STREET

oIy STATE | 8. AESERVED FOR NUCC USE cITy STATE
CHINO HILLS Ch BENTOVILLE AR
ZIP CODE TELEPHONE {Include Area Code) 2P CODE TELEPHONE {Inciuds Area Code)
D1709 009 p428277 72716 ( )

9. OTHER INSURED'S NAME (Last Name, First Nama, Middle Inftiat) 10. 1S PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER

ILLIAMS, KEVIN ADJ1252463512524618

a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current of Previous) a. INSURED’S DATE OF BIRTH SEX

MM ; DD YY

CL#:8949558 ves [ Jno 02117 1964 M 0
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State) | D- OTHER CLAIM iD (Designated by NUCC)

02 17 1964 X [Jves L v WALMART

¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE FLAN NAME OR PROGRAM NAME

ALMART [Qves & Jro YORKWALMARTSAMS

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

EEDGWICK E YES D NO Hf yes, complete iterns 9, 9a, and 8d.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza

READ BACK OF FORM BEFORE
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
fo process this claim 1 also request payment of government benel
below.

COMPLETING & SIGNING THIS FORM.
| authorize the release of any medical or other informalion necessary

fits either 1o myseit or to the party who accepts assignment

payment of medical beneflts to the undersigned physician or supplier for
services described below.

siGNeD__ SIGNATURE _ON_FILE DATE SIGNED _S ]
14, 3&1’5 OF SURRENT ILLNESS, |N§$UHY, or PREGNANCY (LMP) :.ﬂc::rsn OATE MM | DD 1YY 16. DATES mn'sm DBNJ:BLE Jo WORKIN CUW'{T %%CK‘JPATIW
03 {5 Joig  QUAL. INJIRY : b 30-B1 18 FROM | l 4
17 NA'ME OF REFERRING PROVIDER OR OTHER SOURCLC N 18. HOSPITALIZATION DIATEs 3 RELATEL 10 LL‘;‘MH’:‘:V r ggaiwcssw
NEL.SON J FLORES PHDQME 17b.|NPhin 31937081 FROM ' ; T0 ! !
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. CUTSIDE LAB? $ CHARGES
[:] YES )D NO l
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 1o service line balaw (24E) iy 1y T 22. RESUBMISSION
bl CODE ORIGINAL REF. NO.
ARES el c L o. |
el . ol W 23. PRIOR AUTHORIZATION NUMBER
1L Jo 1 K | [y
23 A, DATE(S) OF SERVICE B. €| D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. "] L J.
From To PLACE O} (Explain Unusual Circumstances) DIAGNOSIS Dé‘és | RENDERING
MM DD YY MM DD YY |SEWCE|EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | QUAL PROVIDER ID. #
1 ) : 0B psyl12 317 -
11 ill ?.9 |11i11 11.9 | 111 I 96130 | 59% s l 11 I 160;.491 1 l Cwer 1 T18312373%
2 . ) i 0 _E:S_Y12317_
11 Ell ;19 lll ;11 '19 l 11| l 896131 ] 59; : E ]1 [ 732§.78| 6 1 N ] 18312373%%°
3 o (0% _psyiz3ll
11 ;11 ?.9 lll }Lll ]'.9 l 11! l 96136 l 59; i ! |1 j 67;.80] 1 l NP1 183123798
4 , o | OB psY12317
11 ill ?.9 ill :11 }9 t 11! l 96137 | 59; ' { ll l 126;.34] 2 l NP! 18312379%%°
k] 1 i 1 [ | 1 S U
S T N T S N [ A L ol T
S S N N B N I A L (il
25. FEDERAL TAX 1.D. NUMBER SSN EIN 27. ACCEPT ASSIGNMENT® 128. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Us
i 1

30889238 k]

ILKEQQL

L:s. PATIENT'S ACCOUNT NO.

226537 YES

NO

S 1087411°% ‘ 1087.41

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the revorse
apply to this bill and are made a pad thareot.)

JELSON J. FLORES PH.D.

32. SERVICE FACILITY LOCATION INFORMATION
PSYCHOLOGICAL ASSESSMENT SERV

4344 LATHAM ST
RIVERSIDE CA 92501

STE 120

33. BILLING PROVIDER INFO & PH # (7 12 )97 2 0040
PSYCHOLOGICAL ASSESSMENT SERV
PO BOX 6299

LAGUNA _NIGUEL, CA 92607-6299

a.

SIGNED DATE

[n

* 1931237981

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE
PENALTIES AND INTEREST APPLY AFTER 60 DAYS
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PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL

PO BOX 6299 LAGUNA NIGUEL CA 92607
CLARIBELVALADEZ (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.

Received By:

JUL 27 2020

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

Mailing ID
Edexis Order ID
DWC Case #

Pages

Packet Type

pmcover.frx

939484-1845387
1374950
ADJ12524635

6

DOR form and attachments
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Page 1 of 1

EDEX INFORMATION SYSTEMS JACKSON  Filed On Behalf of:

B® | JULIABBURNS PSYCHOLOGICAL ASSESSMENT LAGUNA NIGUEL
. USE.. | 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#:7564412 )
2/2; 10770.6 Verification ( 1d#:7564414 )

| hereby certify, | am at least 18 years of age and not a party to this action. | am a resident of, or employed in the county where the
mailiné; took place. On the signature date below, a true cocfgl of the document(s) listed above was served either by enclosing them in a
sealed envelope addressed to each party named at the address(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 of perjury 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 1of2
31330 Oak Crest Dr Westlake Village CA 91361-4632 3569694471-0000077560
YORK EL DORADO HILLS % YORK RISK SERVICES USPS 2of2
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 . .
‘ ' DWC DISTRICT OFFICE I

DOCUMENT COVER SHEET

Is this a new case?

Yes No [v] Companion Cases Exist Walkthrough ~ Yes [ ] No
More than 15 Companion Cases |:|
07/22/20 SSN:
Date:(MM/DD/YYYY)
[ ] Specific Injury
ADJ12524635

Case Number 1

[ ] 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 Part 2: Body Part 4.
Other Body Parts:

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

ADJ [] beu []siF [] uer ER

Companion Cases

[ JRsu

[ ] Specific Injury
ADJ12524618

Case Number 2

[ ] Cumulative Injury ~(Start Date: MWDD/YYYY) (End Date: MM/DDIYYYY)
(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:

B T
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‘ ADJ12743430

Case Number 3

Body Part 1:

Body Part 2:

Other Body Parts:

D Specific Injury |

I___| 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)

Case Number 4

Body Part 1:

Body Part 2:

Other Body Parts:

Body Part 3:
Body Part 4:
[ ] Specific Injury
|:| 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 3:

Body Part 4:

Case Number 5

Body Part 1:

Body Part 2:

Other Body Parts:

L

[ ] Specific Injury

[ ] 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 3:

Body Part 4:

ATB000105
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STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD
DECLARATION OF READINESS TO PROCEED

NOTICE: A_ny 6bjection to the prbceedings requested by éiDeiéiél';’tiicTr\ of Reédiness to proceed shall
be filed and served within ten (10) days after service of the Declaration.
Case No ADIJ12524635
Applicant *
Flrst Name ~ KEVIN e 77
i o ) - ]
lestNeme  Wmiaws
VS
Employer Information o
' Employer Name WALMART INC
éEmployer Street Address / PO Box g 6750 KIMBALLAVE j - ”:7*‘ B
City CHINO - o
State CA
7Zip Code (Numbers Only) 91708 - -

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

O Applicant

O Defendant

® Lien Claimant

Declarant requests: (Please Select Only One)*
(O Mandatory Settlement Conference O Status Conference

O Rating MSC* QO Priority Conference
(® Lien Conference

At the present time the principal issues are: (Check all that apply)

[[J] Compensation Rate [C] Rehabilitation / SIDB

[] Temporary Disability [] Self-procured Medical Treatment
[] Permanent Disability [] Future Medical Treatment

[] AOE/COE Discovery

[] Employment
Other | OUTSTANDING LIEN

ATB000106



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, | 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.

If you 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: | D8QIYHLEXXXXX

Afiling fee or activation fee is not required because the lien is exempt or because either the lien [ |
was not filed under Labor Code section 4903(b) or the lien is not a claim of costs.

Afiling 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.

éD_eclarant'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 physman 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
[EAMS) EDEX INFORMATION SYSTEMS JACKSON FORM Ib: 20200722091358_001374950

1@ | JULIA BURNS
1-209-223-3461 EXT 100
SUPPORT@EDEXIS.COM

The party filing this form automatically generated

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

10770.6 VERIFICATION

I declare under penalty of perjury 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.

[ 1A 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.

[ 1At 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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FIRST-CLASS MAIL

\0 ﬂ LEGAL DOCUMENT DELIVERY
15, FOSTAGEPAID

| IAKSON, CAS5642
‘ \ .+ PostOffice Box 579
' PERMITNO, 18

information systems ~ + Jeckson CA3564

LEGAL DOCUMENTS ENCLOSED

lllllllllllllllllllllllllllllllllllllllllllllllllllllll

OPEN IMMEDIATELY
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WE MAIL ANY DOCUMENT

EVEN YOURS!

- Proof of Service
1| L’ & Proof of Maling included.

mformahon SYS ome 8 866:GET-EDEX (438-3339)

Or edexis.com

K T .
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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(5):4DJ12524635, ADJ12743430, ADJ12524618
EMPLOYEE: KEVIN WILLIAMS

EMPLOYER:WALMART INC

INSURER:YORK EL DORADO HILLS

TYPE OF HEARING:Lien Conference

DATE OF HEARING:09/21/2020 MONDAY

TIME OF HEARING:01:30 P.M.

LENGTH OF HEARING:

LOCATION:SBR-4DJ

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 available 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:
APPLICANT NEED NOT APPEAR; ALL LIEN CLAIMS OF RECORD STILL IN DISPUTE SHALL APPEAR; EL TRABAJADOR
LESIONADO NO TIENE QUE PRESENTARSE EN ESTA AUDIENCIA

wCo1

ﬁle:///C:/Users/jminervini/AppData/local/microAsT(-)?t(}g&%%lld%)ws/Temporary%2OIntemet%ZOF... 7/23/2020
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DANIEL HAWKES, ESQ.

SBN: 251577

TESTAN LAW

7676 Hazard Center DR STE 500
San Diego, CA 92108
Telephone:  619-543-9960
Facsimile: 619-543-9760

Attorneys for Defendant

WORKERS' COMPENSATION APPEALS BOARD
FOR THE STATE OF CALIFORNIA

) CASE NO: ADJ12524618; ADJ12524635
KEVIN WILLIAMS, )
. )
Applicant, ) OBJECTION TO AND PETITION FOR
) CHANGE OF VENUE
VS. )
WALMART INC./ACE AMERICAN % Cal. Lab. Code §5501.5 (c)
INSURANCE CO as admlnlstered by YORK ) Cal. COde Of Regs., Title 8 §10410
RISK SERVICES GROUP, INC., )
Defendant. %
)
)

COMES NOW, defendant(s) ACE AMERICAN INSURANCE as administered by YORK
RISK SERVICES GROUP, INC., by and through their attorney’s of record Testan Law with their

Objection to Venue and Petition For Change of Venue.

INTRODUCTION AND CONTENTONS

Pursuant to the provisions of Labor Code Section 5501.5(c) and Title 8, Code of Regulations,
Section 10410, defendant ACE American Insurance Company as administered by York Risk Services
Group, Inc. (YORK) hereby exercises its right to object to the designated venue site. The designated
venue site does not appear to be based on any of the options found under Labor Code section
5501.5(a)(3). Defendant requests transfer to a district office which is in the California County where
the alleged injury occurred within the meaning of Labor Code Section 5501.5(a)(2) and where the
applicant resides per Labor Code Section 5501.5(a)(1).

-1-
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In this case, there appears to be no basis to file the application at an Orange County district
office. Defendant objects to any county other than San Bernardino County, as there is no basis for
venue at all in Orange County and defendant does hereby object to the designation of Anaheim, an
Orange County district office, as the venue for this claim.

This Objection to and Petition for Change of Venue is timely made pursuant to Labor Code
Section 5501.5 and WCAB rule 10410 within 30 days of Notice of the Designation of Venue and
Notice of Adjudication case number. (See Statement Under Penalty of Perjury, infra.) Upon this timely
objection to venue, the Legislature requires that venue be transferred either (1) to the California
County where the injured employee resides on the date of the filing of the application or (2) to the
county where the injury allegedly occurred. This is not discretionary and no showing of good cause is
required. No evidentiary proceeding or hearing is needed. (Labor Code section 5501.5(c) and Code of
Regulations, Title 8, Section 10410.)

In this case, the employee resides in San Bernardino County (Chino Hills, Zip code 91709) and
alleges injury arising out of and during the course of his employment at the Walmart Fulfillment
Center in Chino (San Bernardino County, Zip Code 91708). The only possible logical choice for
proper venue site is therefore in the California County where both the alleged injury occurred and
applicant’s residence, San Bernardino.

LEGAL DISCUSSION
A.

There Is No Legal Basis For Venue Based Upon The Location Of The Employee’s Attorney
California Labor Code Section 5501.5 subdivision (a) provides that an Application for Adjudication
of Claim "shall" be filed either:
(1) In the county where the injured employee or dependent of the deceased employee resides on
the date of filing.
(2) In the county where the injury allegedly occurred, or, in cumulative trauma and industrial
disease claims, where the last alleged injurious exposure occurred.
(3) In the county where the employee’s attorney maintains his or her principal place of business, if

the employee is represented by an attorney.

-2
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Labor Code section 5501.5, subdivision (c) further provides:
If the venue site where the application is to be filed is the county where the employees attorney
maintains his or her principal place of business, the attorney for the employee shall indicate the
venue site when forwarding the information request form required by section 5401.5. The
employer shall have 30 days from receipt of the information request form to object to the selected

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

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

subdivision (a). [Emphasis added.]

B.
Venue Must Be Transferred To The County Of Alleged Injury

Upon defendant’s timely and proper venue objection, the Appeals Board does not have
discretion on where the application must be filed. (Anaya v. McDonnell Douglas (2011) 2001 Cal.
Wrk. Cmp. P.D. LEXIS 57) [“if the defendant objects within 30 days of receipt of the adjudication
case number and venue, the case venue must be changed to another venue site as provided in Labor
Code section 5501.5”]; Benavidis v. County of San Bernardino (2010) 2010 Cal. Wrk. Cmp. P.D.
LEXIS 337 [“if the defendant files a timely objection to the venue selection, then Labor Code section
5501.5(c) requires that venue be changed”]; Aguilar v. Petaluma Valley Hospital (2010) 2010 Cal.
Wrk. Comp. P.D. LEXIS 212 [“objection is timely under section 5501.5(c) and WCAB Rule 10410...
[t]herefore, venue must be transferred”].) Thus, section 5501.5 (c) mandates that in this matter venue
“shall” be either in the county where the injured employee resided on the date of filing or the county
where the alleged injury occurred.

The venue rules were intended first by the Appeals Board in 1981 and then by the Legislature
in 1990 to establish some “rational relationship” between the place of filing and either the place of
employee's residence at time of filing or the place of alleged injury. Prior to enactment of Labor Code
Section 5501.5 in 1990, venue at the WCAB was first governed by former WCAB Rule 10403
effective July 1, 1981. The WCAB Rule 10403 Venue states:

The Application for Adjudication of Claim shall be filed in the county:

-3-
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(a) Where the injured employee or dependent of a deceased employee resides on the date of filing.

or

(b) Where injury allegedly occurred, or intuitive, and industrial disease claims, where the last

alleged injurious exposure occurred.

If the county selected for filing has more than one office of the Worker's Compensation Appeals
Board, the application shall be filed in the Worker's Compensation Appeals Board office serving
the geographic area of (a) or (b) above. These geographic areas shall be defined in the Policy and

Procedural Manual.
If there is no Workers’ Compensation Appeals Board office in the County of (a) or (b) above, the
Application for Adjudication may be filed at any office of the Workers’ Compensation Appeals

Board. This section shall apply to Applications for Adjudication filed on or after July 1, 1981.

By way of an en banc decision, the Appeals Board addressed the new venue rules in Noble v.

City of Oakland Police Department (1982) 47 Cal. Comp. Cases 1 (Appeals Board en banc):

The new [Appeals Board venue] rules were promulgated to clarify the place of proper venue
and, in our view, clearly call for venue in the disjunctive, either in the place of applicant's
residence or the place of injury with the final alternative that if there is no Board office in either
place, venue lies in any Board office. As stated by the panel in Burton, supra, the rules were
intended to establish a rational relationship between the place of filing and either the place of
applicant's residence or the place of injury, consistent with prior case law on the subject. City of
Anaheim v. WCAB (Beteag) (1981) 116 Cal. App. 3d 248, 46 Cal. Comp. Cases 318. In the event
that both the place of residence and place of injury qualify for venue and there is no Board office in

one of them, or only one of the places qualifies, venue properly lies in the qualifying place with the

_4-
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Board office before the alternative to file in any Board office emerges. In other words, only where
there is no Board office in either the place of applicant's residence and the place of injury, is there a
resort to general statewide venue in any Board office. Any other interpretation would distort the
clear meaning of the language and frustrate the intent of the new rules. (Noble v. City of Oakland

Police Department, supra, 47 Cal. Comp. Cases 1, 3.)

The Appeals Board's requirement for a “rational relationship” remains the same today after the
Legislature subsequently added Labor Code Section 5501.5 in 1990. (Stats 1990 ch 1550 § 59 (AB
2910)). The plain language of Section 5501.5 only allows for venue to be based upon the location of
the principal place of business of the employee’s attorney unless a defendant timely objects. However,
once there has been a timely objection, venue can only be based upon some rational relationship with
the employee's residence at the time of filing or the place of alleged injury.

In this case, there is no rational relationship between Orange County and either the place of
applicant's residence or the place of alleged injury.

C.
This Case Was Wrongfully Filed In Orange County

There is no good faith basis for this case to have been filed in an Orange County district office
other than that it might be the preference of applicant's attorney.

CONCLUSION

By reason of the foregoing, venue must be immediately transferred to the San Bernardino district
office.

Respectfully submitted
Testan Law

Daniel Hawkes
Attorney for Defendants

Dated: October 7, 2019

-5-
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DANIEL HAWKES, ESQ.

SBN: 251577

TESTAN LAW .
7676 Hazard Center DR STE 500
San Diego, CA'92108
Telephone:  619-543-9960
Facsimile;  619-543-9760

Attotneys for Defendant’

WORKERS' COMPENSATION APPEALS BOARD
FOR THE STATE OF CALIFORNIA

. CASENO: ADJ12524618; ADJ12524635
KEVIN WILLIAMS;. % h
Applicant, ; OBJECTION TO AND PETITION FOR
) CHANGE OF VENUE
V.. ) o S
WALMART INC./ACE AMERICAN _)' Cal. Lab. Code §5501.5 (c)
INSURANCE CO. as administered by YORK. 3 Cal. Code of Regs., Title 8 §10410
RISK SERVICES GROUP, INC,, § Al Codo of Regs., Ttle 83
‘Defendant. %
)

COMES NOW, defendant(s) ACE AMERICAN INSURANCE as administered by YORK
RISK SERVICES GROUP, INC,, by -and through their attorney’s .of record Testan Law with their
Objection to Venue and Petition For Change of Venue:

INTRODUCTION AND CONTENTONS

Pursuant to the:-provisions of Labor Code Section 5501.5(c) and Title 8, Code of Regulations,
Section 10410, defendant ACE American Insurance Company as.administered by York Risk Services
Group, Inc. (YORK) hereby exércises its right to object to the designated venue site. The designated
venue site does not appear: to be based on any of ‘the options found under Labor Code section
5501.5(a)(3). Defendant requests transfer to a district office which'is in the California County where
the alleged 7inj‘ury‘ occurred within the meaning of Labor Code Section ,5‘5_0‘1,5(@)(_2) and ‘where the
applicant resides per Labor Code Section 5501:5(a)(1).

-1-
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In this case, there appears to be no basis to file the. appl_ication atan Orange: County district
office. Defendant objects to any county- other than San Bernardino County, as there is no basis for
venue at all in Orange: County and defendant does hereby object to the designation of Anaheim, an
Orange: County district office, as the:venue for this claim.

‘This Objection to and Petition for Change of Ventie is timely made pursuant to Labor Code
Section 5501.5 and WCAB rule 10410 within 30 days of Notice of the Designation of Venué and
Notice of Adjudication case number. (See Statement Under Penalty:of Petjury, infia.) Upon this timely
objection to venue, the Legislature requires that venue be transferred either (1) to the California
County' where: the injured employee resides on the date of the filing of the application or (2) to the
county where 'thefinjury allegedly occurred. This is ndt‘discrctionary and no.showing of good cause is
required. No evidentiary proceeding or hearing is needed. (Labor Code section 5501.5(¢) and Code of
Regulations; Title 8,:Section:10410.)

In this case, the employee resides in-San Bernardino County (Chino Hills, Zip code 91709) and
alleges injury arising out of and during ‘the ‘course of his employment at the Walmart Fulfillment
Center in Chino (San Bernardino County, Zip Code 91708). The only possible logical choice for
proper ‘veriue site is therefore in the California County where both the alleged injuty occurred and
applicant’s residence, San Berniardino.

LEGAL DISCUSSION
A.

There Is No Legal Basis For Venue Based Upon The Location Of The Employee’s Attorney
California Labor Code Section 5501.5 subdivision (a) provides that an Application for Adjudication
of Claim "shall" be-filed either:
(1) In the county where the injured employee or dependent of the deceased employee residés on
the date of filing,
(2) In theé county where the injury allegedly occurred, or; in cumulative trauma and industrial
disease claims, where the last alleged injurious exposure occurred.
) In the county where ’the»_emplo‘yee’s aftomey maintains his or her principal place of business, if

the employee is represented by an attorney.

-2-
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- || where the alleged injury occurred.

Labor Code section 5501.5, subdivision (c) further provides:
1f the venue. site where the application is to be filed is-the county where: the employees. attorney
‘maintains his or her principal place of business, the attorney for the employee shall indicate the
venue site when forwarding the information request form required. by section 5401.5.. The
employer shall have 30 days from receipt of the information request form to object to the selected

‘veniie' site. Where there is an employee or objection to 4 venue site under paragraph (3):of

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

subdivision (a). [Emphasis added.]

B.
Venue Must Be Transferred To The County Of Alleged Injury

Upon defendant’s ftimely. and proper venue objé_ction, the' Appeals Board does not have
discretion on where the application must be filed. (dnaya v. McDonnell Douglas (2011) 2001 Cal.
Wrk. Cmp. P.D. LEXIS ‘57) [“if the defendant objects within 30 days of receipt of the adjudication
case number and venue, the case venue:must be changed to another venue site as provided in Labor
Code section 5501.5”]; Benavidis v: County of San Bernardino (2010) 2010 Cal. Wrk. Cmp. P.D.
LEXIS 337 [“if the defendant files a timely. objection to the venue selection; then Labor Code section
5501.5(c) requires that venue be changed”]; Aguilar v. Petaluma Valley Hospital (2010) 2010. Cal.
Wrk..Comp. P.D. LEXIS 212 [“objection is timely under section 5501.5(c) and WCAB Rule 10410...
[t]herefore, venue must be transferred”].) Thus, section 5501.5 (c) mandates that in this matter venue

“shall™ be either in'the county where:the injured employee resided on the date of filing or the county

‘The venue rules were intended first by the Appeals Board in 1981 and then by the Legislature
in' 1990 to ‘establish some “rational relationship” between the place of filing and either the place of
employee's residence at time of filing or the place of alleged injury. Prior to enactment of Labor Code
Section .5501.5 ini 1990, venue at the WCAB ‘was first govémmed by former WCAB Rule 10403
effective July 1, 1981. The WCAB Rule 10403 Venue states:

!

The Application for Adjudication of Claim shall be filed in the'county:

-3
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(a) Where the:injured-employee or dependent of a deceased employee resides on. the date of filing.

or

(b) Whete injury .allegedly occurred, or intuitive, and industrial disease claims, whete thé last

alleged injurious exposure occurred.

If the county selected for filing has more than one office. of the Worker's Compensation Appeals
Board, the application shall be filed in the Worker's Compensation Appeals Board. office' serving
'thve‘geog_raphi,c area of (a) or (b):above. These ngq_grap’hic‘ areas shall be defined in‘the Policy and

Procedural Manual,
If there is rio Workers’ Compensation Appeals Board office in the: County of (a) or (b) above, the
Application for Adjudication tay be filed at any office of the Workers’ Compensation Appeals

Board. This section shall apply to Applications for-Adjudication filed on of after July 1, 1981.

By way of an en banc decision, the Appeals Board addressed the new venue rules in Noble v.

City-of Oakland Police Department (1982) 47 Cal. Comp: Cases 1 (Appeals Board en banc):

The new [Appeals Board venue] rules were promulgated-to clarify the place of proper venue
and, in our view, clearly call for venue in the disjunctive; either in the place of applicant's
résidence or the place of injury with the final alternativé that if there is no Board office in either
place, venue lies in any Board .office. As stated by the panel in Burton, supra, the rules were
intended. to establish -a rational relationship between. the place of filing and either the place of

applicant's residence or the place of injury, consistent with prior:case law on the subject.. City of

Anaheim v. WCAB. (Beteag) (1981) 116 Cal. App. 3d 248, 46 Cal. Comp. Cases 318. In the event '

‘that both the place of residence and place.of injury qualify;for. venue and there is no Board office in.

one of them, or-only one of the places qualifies, venue properly lies in the qualifying place with the

-4-.
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Board office before the alternative to file in any Board office emerges. In other words, only where
there is no Board office in eithér the place of applicant's residence and the place of injury, is there-a. |
resort to general statewide venue in any Board office. Any other intetpretation would distoit the
cléar meaning of the'languagé and frustrate the intent of the new rules. (Noble v. City of Oakland

Police Department, supra, 47 Cal. Comp. Cases I, 3.)

The Appeals Board's requirement for a “rational relationship™ remains the same today after the
Legislature subsequently added Labor Code Section 5501.5 in 1990. (Stats 1990 ch 1550 § 59. (AB
2910)). The plain language of Section 5501.5 only allows for venue-to be based upon the locationof
the principal place of business of the employee’s attorney unless:a defendant timely objects. -However;
once there has'been a timely objection, venue can only be based upon some: rational relationship with |
the employee's résiderice at the time of filing or the place of alleged injury.

In this case, there.is no ‘rational relationship between Orange County. and either the place of
applicant's residence or the place of alleged injury.

C.
This Case Was Wrongfully Filed In Orange County

There is no good faith basis for this case to have been filed in.an Orange County district office
other than that itmight be-the preference of applicant's attorney..

CONCLUSION

By reason of the foregoing, venue must:be:immediately transferred to the San Bernardino district

office.
Respectfully submitted.
Testan Law
Dated: Octobet 7, 2019 L
Daniel Hawkes
Attorney for Defendants
=5
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RE: Williams, Kevin v. Walmart Inc: -
WCAB CASE NO.: ADJ12524618; ADJ12524635

VERIFICATION
State of California, County of San Diego
I declare tnder penalty of perjury that the foregoing is true and correct and thal
the 'saitie was signed by me on this Statement under penalty of perjury. pursuant to WCAB tulg
110410
1, Daniel Hawkes, declare under penalty of petjury that I am the ‘attorney for the
defendant ACE American Insurance Company (ACE) as-administered by York Risk Services
Group. Inc. (YORK) and make this statement pursuant to WCAB Rule 10410. I'am informed
and believe that YORK has received only the Notice of Representation from applicant"s counsel
dated 09/10/2019 (attached as Exhibit. #A) but. has: not yet received the Application fof
Adjudication of claim.
The defendant is. aware ‘that the applicant has filed two Applications at the Anaheim|
Workers” Compensation: Appeals Board ‘and the assignment of the ADJ casé number by receipi
of the Notices of Application dated each 9-10-19.
Defendant’s first knowledge and possession of both the Application. and Notice of
Application has'not yet occurred.
I am therefore informed and believe that this petition is therefore filed within 30 days of
Notice of Venue: Selection and the Application. I declare under penalty -of perjury that th,é
foregoing is true and correct and that the same was signed by me on this date.

Executed on October 7, 2019 at San Diego, California.

Daniel Hawkes |
Attorney for Defendants

-1.-
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Natalia Foley, Bsqg EIN: 47-—17!3(}32

Managi nro' Altor ey
Tel (310) ) 707.8098:
Fax'(310) 626 9632

‘nfoleylaw@gimail.com

LAW OFFICES OF NATALIA FOLEY
8306 Wilshire Bivd # 115 Beverly Hills, CA 90211
www nataliafolcylaw.com

EAMS: 11964930

9/24/2019

TO: WAL-MART 9/10/2019-
6150 KIMBALL AVE
CHINO, CA 91708

RE: KEVIN WILLIAMS VS WAL-MART ASSOCIATES INC
DOB: 02/17/1964 , _
WCAB #. ADJ12524618 (DOI:09/09/2018:- 03/20/2019):
ADJ12524635 (DOI: 10/01/2018 - 03/15/2019):
CLAIM: 'UNASSIGNED

NOTICE OF REPRESENTATION

NOTICE OF WORKERS COMPENSATION CLATM

DEMAND FOR EMPLOYER PERSONNEL FILE (L.C. 1.198.5)
REQUEST FOR MEDICAL TREATMENT IN THE MPN (REG. 9767.5(G)
REQULEST FOR COMPLETE INSURANCE FILE:

DESIGNATION-OF TREATING DOCTOR UNDER LC.§ 4600

e 0 © o ©° o

NOTICE OF REPRESENTATION

To Whom 1t May Concern:’

Please be advised that this office, The Law Offices of Natalia Foley, has been retained by
the above individual to represent the-above individual in regards to all workers-compensation
claims agatnst the above hamed employer.

Please direct all communication to this office and do not contact the client dicectly.

Failure to abide by this demand shall result in penalties and/or sanctions ordered by the
Worlers Compensation Appeals Boards and/or the Superior Court of CA,

NOTICE OF WORKERS COMPENSATION CLAIM

Please allow this correspondence to serve as notice of the above captioiied employee's
workers compensation claim.

Enclosed is the following:

Page1 of §
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DWC-1 Claim Form

‘Notice of Representation

. Demand for Employer Personnel File
‘Demand for Treatment: within MPN

_ ‘Deéivand for Insurance File

[P R

Please respond via Fax or GSPS with the completed DWC-1 ¢laim form and other-
requested information to my attention. Our fax numberis 310 626 9632.

Please dlso submit this claimi to your wot kers compensation insurance carrier,

1 ask that you do net 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 of Labor Code Section 5401, you may besubject
to penalties;

2 Pursuant to Labor Code Section 132(a) it is:.unlawful to:discriminate against an
employee for. c]almmg 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’ knowmgly false or fraudulent statements regarding entitlement to benefits
with the'intent to discourage an injured:worker from- claumng benefits or pursuing a
clalm and Labor Code Section 3820 makes one engaging in such.coniduct subject to
severe monetary penalties.

4 Ifyou fail to provide benefits pursuant to Labor Code Sectiois 4600 arid 4650, we will
seek penalties.

DEMAND FOR EMPLOYER PERSONNCLL FILE (L.C. 1.198.5)

Dear Human Resources Dept:.

Demand is hereby made that you, The Employer, deliver to The Law Offices of Natalia
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 ¢t seq., may. result,
in penaliies per CA Labor Code 5813,

REQUEST FOR MEDICAL TREATMENT IN THE MPN (REG. 9767.5(G)

“Dear Emplover:and/or Workers Compensation:Insurance Claims Adjuster:

_ Demand is hereby made that the above named injured worlcer treat for the industrial
injuries alleged in'the DWC-1 Claim Form, within your wotkers compensation insurance MPN,
Please schedule an appointment with a treating (not just evaluating) mental health or

legc_ 2.0fS
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-orthopedic specialist as soon .as possible
Please providea list of medical providers to the applicant (cc (o, appllcam s altorney)
.such that applicant may find a doctor within your MPN.

Be advised that failure-to authorize treatment within the MPN-will result in'the loss of

medical contral for the duration of the case. If no treatment within the MPN is atharized within
10 days of:this mailing, applicant will self-procure out of the MPN according to Reg, 9767, S(g)

[Fmore than 30. days have passed since the date of in jury, applicant is electing to exercise
his/her right of free choice of treating physician in accordance with Labor.Code Section 4600
and.hereby designates Dr: Jonathan Nissanoff, MD s the pumaly treating physician or facility;
or if fewer than thirty days have passed.since the date of injury, applicant hereby requests a
change of pliysician in accordance with Labor Code Section 4601 and. will designate the:same:
doctor or facility as primary treating physician or facility if there is'non-compliance with said
section, 7 N 7

Should our 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
ssuch meeting be held in our office. Do not contact our cli¢nt dir ectly to setip. such meeting.

If rehabilitation benefits are provided, consistent with Rocha, the enclosed Disclosure
‘Statement and this letter shall constituté a lien for attorrey’s fees and otir dernand that-15% of all
rehabilitation benefits be withheld for reasonable attorney’s fees. Applicant’s signature on the
enclosed Disclosure Statement form constitutes consent to the ‘above request 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
‘employeée for the work-related injury sustained on or about the.date set fortli. You have been.
‘previously sent all'of the documents (Application for Adjudication, Disclosure Statement, and
other documents signed. by the applicant and the undersi igned) concurrently filed with the
Workers' Compensation Appeals Board.

We her eby demand py oduction of the following with vespect toapplicant which are
in your possession of your insurance carrier, or _your agents,or their agents:

1 All medical reports,
2 Wage Statements;
3 Allinvestigation reports;
4 Any miotion picture films, television tapes or pictures which may have been or will be
taken of our client;
5 Any statements: plepaled by any Qualified Rehabilitation Repr esentatlve
6 Anystatement made by our client: with reference to our client’s injury;
7 A h,;stoly (prmt -out) of all benefits paid, including the dates-and amounts;
Page 3 of 5
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8 ‘Statements by co-workers; 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 or.not. [f you have sub-rosa, send-me what you 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
through the-conclusion of this file.

Pursuant to L.C: §5307.9, demand is hereby made for any and all records in your
possessuon and further, all records:transmitted should contain a declaration under penalty of
perjury executed by the custodian of records. Any and. all prior authorizations signed by my
client are hereby fully revoked and rescinded. 7 7

1 call your attention to L.C. § 5813 which aliows for attorney fees 1o enforce the above.
referenced Rules of Practice and Procedure I hope it will not become necessary to exercise this
Labor Code Section but If there is not foil and complete comphance 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 appropr iate and attorney. fees per L.C: § 5813,1 think you for.your prompt
.attention to this matter

DESIGNATION OF TREATING DOCTOR UNDER LC § 4600

To 'whoni'it nidy éoncérn_

Please be advised that pursuant and in accordance with Labor Code § 4600 applicant
elects as his/her Primary Treating Physician and hereby wishes and appomts to have his/her:
-medical treatment by Dr. Jonathan lesanoff MD as the primary 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 doctor-will:serve as notification of the responsibility to send reports and bills
directly to you and as notice of the requirements of Rules and Regulatiotis § 9785 of the
Administrative Director of the Division of Industrial Accidents that the initial reportmust be
filed within five working days after the initial examination.

Respecifully,

‘THE LAW- OFFICES OF NATALIA F

By Natalia Foley, Esq

Paged of 5°
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PROOF OF SERVICE
State Of California
County'of Los Angeles

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

[ am over the age of 18 ycars and not a party to the within action;:my biisiness address is:
$306 WILSHIRE BLVD STE 115
BEVERLY HILLS CA 90211

I am lcadlly famlhal w1th the ﬂlm s busmess plactlce of plocessmg couespondcucc, for mzulmg In thc
ot that same. chy with postagc thercon fully plcpald at my business address above. 1 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 Tisted..

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. 1.198.5)
REQUEST FOR MEDICAL TREATMENT IN THE MPN (REG. 9767.5(G)
REQUEST FOR COMPLETE INSURANCE FILE

DESIGNATION OF TREATING DOCTOR UNDER LC § 4600

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

WCAB (AHM) KEVIN WILLIAMS
[065'N PACIFIC.CENTER.DR STE 170 2070 AVENIDA HACIEND A
ANAHEIM. CA 92806 CHINO HILLS CA 91709
WALMART ASSOCIATESINC
6150 KIMBALL AVE
CHINO, CA 91708
1 declare under penalty of perjury under the laws of the State of California that the foregoing is triie and,
cotrect, o ‘ :
Executed on: .9/10/2019 at.Los Angeless CA /s
" - / v"V/&\\
By IRINA PALEES;
Legal Assisintto Artomcy
Natalia F ey, Esq
‘Page S of 5
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TESTAN LAW SAN DIEGO
4970955

6195439960
angelolimpin@atblaw.net

i "PROOF OF SERVICE
| STATE OF CALIFORNIA, COUNTY OF SAN DIEGO:

\ T am employed in the County of San Diego, State of California. 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
500 “San Diego, CA 92108.

‘On October 7, 2019, I'served the foregoing documerit(s) on the case of Williams, Kevin v.
g\/almgrtd Inc./WCAB: Case No. ADIJ 12524618; ADJ12524635/Claim No. 8949558; 8949567 \
escribed as:

Objection to and Petition for Change of Venue:

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

[X] BY ELECTRONIC TRANSMISSION 1 transmitted a PDFE version, of this document by
electronic mail to the WCAB through EAMS.

Workers' Compensation Appeals Board
1065.N Pacificenter DR STE 170.& 200
Anaheim, CA 92806

Christine Leonard

York Risk Services Group, Inc.
PO Box 14731

Lexmgton, KY 40512

Natalla Foley, Esq.

Law Offices of Natalia Foley ‘
8306 Wilshire BLVD STE 115 |
Beverly Hills, CA_ 90211

I am “readily familiar” with the firm’s practice of collection-and processing correspondence
for mailing, Under that practice’it would be dep051ted with U S. Postal Service on that same day
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
postage meter date is more than one day after date of deposit for mailing affidavit.

I declare under pénalty of perjury under the laws of the State of California that the above is
true and correct.

Executed on October 7, 2019, at San Diego, CA.

AngefoEimpin:

-1
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