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State of California Additional pages attached []
Division of Workers’ Compensation

PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)
AMENDED TO CORRECT INSURANCE AND DOI

Check the boxes which indicate why you are submitting a report at this time. If the patient is “Permanent and Statiopary”
(i.e., has reached maximum medical improvement), do not use this form. You may use DWC Forms PR-3 or PR4.

Patient;

Last:__Johnson (8) First: ___Marvelta ML Sex: __Female
Address: ___1022 W 138" St City:__Compton State:_ CA __Zip:_ 90222
Date of Injury: __1.01/25/19 2. 03/14/19 3. 07/29/2019 4. 08/18/2019 Date of Birth: 2/11/1967

Occupation: Detention Service Officer SS #: 546-19-7076 Phone:_ 562-361-3048
Claims Administrator;

Name: Sedgwick Claim Nomber: 1.419-01553-D 2, 419-02165-D 3, 420-00350-D 4. 20-00878-D
Address: _P.O. Box 51350 City: _Ontario _ State: CA_ Zip: _91761
Phone;___909,942.89386 FAX:___909.942 8918

Employer name:__{0s Angsles County Probation Dept. Employer Phone: (809 ) 361-3048

Subjective complaints:

(Lt.) Hip- Constant/Frequent, severe to moderate pain, soreness and stiffness — Increased pain
(L) Thigh - Intermittent, moderate pain — Ongoing

Lower Back ~ Constant/Frequent, severe to moderate, radiating pain — Slight increase in pain
{Lt.) Knee — Frequent/Intermittent, moderate pain — Ongoing

Obijective findings: (Include significant physical examination, laboratory, imaging, or other diagnostic findings.)

(Lt.) Hip- Severe palpable tenderness, slight swelling, ROM- Flex- 75/1 20, Ext- 8/30, Int. Rot.- 15735, Ext. Rot-15/45,
Abd.-20/45, Add.- 10/20, +3/+5 Hip Flex, Add., Hip Ext., +Patricks, (Lt.) Thigh- Mild palpable tenderness, (Lt.) Knee- Mild
palpable tenderness, ROM- Ext- 130/180, Flex- 110/135, +Mobility, + Valgus, + Varus Lumbar Spine- Severe to moderate
palpable tenderness, ROM- 25/60, Ext- 5/25, R Lat Flex-10/25, L Lat Flex- 10/25, R Rot- 10/25, L Rot- 10/25, +Kemps,
+SLR, + (L1) Braggards, +Ely’s, +Milgrams, +Valsalva, +3/+35 Heel/Toe Walking, Knee Ext.,Hip Flex.,

Diagnoges: ICD Codes
(L£.) Hip - Enthesopathy, Contusion M70.70, S70.00XA
bar — Discitis, wi dicu Rul - Di M46.47, M54.16 Rule Qut M51.26
{Lt.) Thigh (Quads) ~ Strain 876.112D
(Lt.) Knee - Tendonitis _M76.51
Subluxations of the L/S (Subsequent Encoynter) $33.100D
DWC Form PR-2 Pege 10f 2

(Rev. 06-05) Forms in Ward Version Copyright 2010 (waw.formsinward.com). For individuel or single-branch use only.
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ARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)

Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of plannied treatmeni(s). Specify
consultation/referral, surgety, and hospialization. Identify cach physician and non-physician provider. Specify type, frequency and duration of

physical medicine services {e.g., physical therapy, manipufation, acupuncture). Use of CPT codes is encouraged. Have there been any changes
in treatinent plan? If so, why?

Ms. Johnson’s response to Chiropractic treatment, Physiotherapy and Therapeutic Exercises, has been

satisfactory. However, due to the Covid-19 pandemic, our offic has not been open for tr. nt and
he has nced a Flare-up of her condition. Therefore, I am ' authoerizatio r
itional Chi ¢ care and physio , 2 times per week, for 3 weeks, totaling 6 visits, for

the next 30 days. A re-evaluation will follow, at the end of 30 days.

She underwent an AME evaluation, last week. We are awaiting the report.

I am also requesting authorization for MRI scans of her Lumbar Spine and (Lt.) Hip.

I am also requesting authorization for an NCV/EMG study of her lower extremities.

Primary Treating Physiclan: (original signature, do not stamp) Date of exam: __ 6/17/2020

1 declare under penalty of perjury that this report is true and correct to the best of my knowledge and that I have not violated
Labor Code § 139.3.

Signature: M{J“M D¢ Cal. Lic. # : DC 26997

Executed at: Los Angeles, California Date: ed 11/12/2

Name (Printed): Kenneth A. Webb, D.C. Specialty: Chiropractor

Address: 11915 Washington Bivd, Los Angeles, California 90066 Phone: (310) $72 - 1515 Fax (310572 - 1522
DWC Form PR-2 Page 2072

(Rev. 06-05) Farms in Word Version Copyright 2010 (www.formsinworg.com). For individual or single-branch use oniy.
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State of California, Division of Workers' Compensation
REQUEST FOR AUTHORIZATION
DWC Form RFA

Attach the Doctor’s First Report of Occupational Injury or lliness, Form DLSR 5021, a Treating Physiclan’s
Progress Report, DWC Form PR-2, or equivalent narrative raport substantiating the requested treatment.

[] New Request [ Resubmission — Change in Material Facts
] Expedited Review: Check box if employee faces an imminent and serious threat 1o his or her health
[] Check box if request is a writien confirmation of a prior oral request

Name: Johnson, Marvetta

Date of Injury: 1. 01/25/2018 2. 03/14/2019 Date of Birth: 12/11/1967
3. 07/29/2018 4. 08/18/2019
Claim Number: 1, 419-01553-0 2. 419-02165-D Employer: Los Angeles County Probation Department

3. 420-00359-D 3. 20-00878-D

 Requesting P

Name: Kenneth A. Webb OC

Practice Name: Westside Health-Chiropractic , Contact Name: Beatriz

Address: 11915 Washington Bivd. City: Los Angaiss | State: CA
Zip Code: 20066 Phone: 310-572-151% Fax Number: 310-572-1522

Specialty: Chiropractic NPI Number: 1225320617

E-mail Address: doctors@westsidehealthandchiro.com

“Clatm In

Company Name: Sedgwick

Contact Name:
Address: P.O. Box 51350 City: Ontario State: CA
Zip Code: 91761 l Phone: (802)842-8836 Fax Number: (909) 942-8918

E-mail Addraess:

'L‘ist each specific requested n;edml‘sefvicés. goods, or items in the below space or indicate the specific page number(s)
of the attached medical report on which the requested treatment can be found. Up to five (5) procedures may be entered:
list additional requests on a separate sheet if the space below is insufficient.

Diagnosis ICD-Code Service/Good Requested CPT/HCPCS (ggﬁ'e'n":;"gﬁf:gén

(Required) (Required) (Required) Code (If known) Qu ,antits; otc.)
Lumbar Spine Discifis with | M46.47, M54.16, Authorization for additional 6 visits
radiculopathy to Rule out Rule Out M51.26. | Chiropractic Care and Physlotherapy

Disc Buiges 2X3

Authorization for MRI scans of the
Lumbar Spine, and (Lt.) Hip
Authortzation for an NCV/EMG study
of har lower extramities

Subluxations of the 833.100D

L/S (Subsequent
Encounter)
(L1.) Hip- Enthesopathy, MT0.70.
Contusion $70.00XA
(Lt) Thigh (Quads)- Strain | 876.112D
{LL) Knee- Tendonitis M76.51
Requesting Physician Signature: C | Date: 06/17/20201 Amended 1118120

t

‘Claims A

. Page 1
DWC Form RFA (Effactive 2/2014) Forme in o Viersioa, @201 (st INTmsoni aatn). For incbechoe ot siogle-branch use. sy
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Requested treatment has been previously: demed (7 Liabit

] benied or Modified (See separate declslon Jettor) EI De!ay

ty for treatment is dlspuwd {See separats letter)

(See separate notification of delay)

Authonzation Number (if asstgned) Date:

Authorized Agent Name: Signature:

Phone: [ Fax Number: _E-mail Address:

Comments: ' ' '

DWG Form RFA (Efective: 2/2014) i it e 3015 e bt Page2
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RE: Marvetta Johnson vs. Los Angeles County Probation Dept,
Claim NO: 1. 419-01553-D 2. 419-02165-D 3. 420-00359-D
4. 20-00878-D
WCAB NO: 1. ADJ12198746 2, ADJ12198788 3. ADJ12430393
4.ADJI12566243 | |
DOL: 1. 01/25/2019 2..03/14/2019 3.07/29/2019 4. 08/18/2019

STATE OF CALIFORNIA, COUNTY OF LOS ANGELES

Iam aresident of the county aforesaid, I am over the age of eighteen years, and not a
party to the within entitled action; my business address is: 11915 Washington Blvd. Los
Angeles, CA. 90066, November 18, 2020, 1 served the within, '

Physicians Progress Report |
Request for Authorization for Treatment (RFA)

On the interested parties in said action, by placing a true copy thereof enclosed in a
sealed envelope with postage thereon fully prepaid, in United States Mail at Los Angeles,
California, addressed as follows:

Applicant Attorney:
David H. Black:

3201 Pico Blvd

Santa Monica, CA 90405
Fax: 310.315.7353

Sedgwick

P.O. Box 51350
Ontario, CA 90222
Fax: 909-942-8918

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

Executed on November 18, 2020 at Los Angeles, California.

,_Afm; i

p.6
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FAX COVER SHEET

From: doctors doctors
<doctors@westsidehealthandchiro.com>

To: 13103157353
Company: .Date: 11/18/2020 12:36
Fax Number: 13103157353 Pages (including cover): 6

Re: Marvetta Johnson Amended PR2 06-17-2020

Notes:

\--
Westside Health and Chiro
11915 Washington Bivd
Los Angeles, CA 90066

Tel: 310-572-1515 Fax: 310-572-1522
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