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STATE OF CALIFORNIA

DWC DISTRICT OFFICE
E-COVER SHEET
REQUIRED FIELDS SHOWN BY "*
Is this a new Case?” Yes (o) No Location: |CTL |
' Companion Cases Exist{ | Walk Thru Ves o

More than 15 Companion Cases | |

Date: ( MWDD/YYYY)  07/06/2017

| Case Number:* | o 7 SSN(Numbers Only) ‘623681468 -
| (’E‘_}Specific Injury (If Specific Injury, use the start date as the specific date of injury) |
{yCumuiative Injury !06”26[2017 ’! ‘ |
(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part1  : 1410 ABDOMEN - INCLU'I':_)'_ Body Part2: 500 LOWER EXTREMITI |
Body Part 3 © 141 JAW- INCLUDING C | Body Part4: 420 BACK - INCLUDING |

!

|

QOther Body Parts : 145 TEETH

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

@ ADJ () DEU ) SIF (" UEF () VOC 3 INT () RSU

Companion Cases

Case 1: ' }

{ ) Specific Injury

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

e ;
; B |
L | !

((yCumulative Injury (START DATE: MMIDDNYYY) {(END DATE: MM/DD/YYYY) |

Body Part 1 ; Body Part 2 : f -

Body Pari 3 | Body Part4: |

Other Body Parts : o |

Case 2: , n 77—;

{ 1Specific Injury (If Specific injury, use the start date as the specific date of injury)
5 - ? i |

oy ; ; [ n o

(_sCumulative Injury (START DATE: MMIDDIYYYY) (END DATE: MM/DD/YYYY)

Body Part 1 | . Body Part2:

Body Part 3 : — o | BodyPart4:

Cther Body Parts : i




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

APPLICATION FOR ADJUDICATION OF CLAIM

Case Number - Amended Application
SSN . 623681468 D
*Venue Choice is based upon:

. (:County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)
{1County where injury occurred (Labor Code section 5501.5(a)(2) or (d).)
(»:County of principal place of business of employee’s attorney (Labor Code section 5501.5(a)(3) or (d).)

* Enter the zipcode for the venue choice designated above, and then tab to M_—' 3 MDR
Hearing Location Field and choose the corresponding Hearing Location Code 2. i

1
i

Injured Worker

' First Name™ 'SEMEN |
M
Last Name* LEV

Street Address 1 /PO Box* 17547 WILLARD ST

Street Address 2 !F’O Box_- I

International Address ;

| Zip Code* (Numbers Only) 91325




Applicant (If other than injured employee)

{ ylnsurance Carrier (" Employer ¢} Lien Claimant

Name

Street Addreés 1 /PO Box

|

Street Address 2 /PO Box

Eity “

State

Zip Code (Numbers Only)

Employer information

(e Insured (" Self-Insured  ( Legally Uninsured {7y Uninsured

Employer | S
Name* HVACONTROL INC

]
|
b

Employer Street Address/PO Box® 17735 SAN FERNANDO MISSION BLVD

| City* " 'GRANADA HILLS

|State* - CcA

' Zip Code* {(Numbers Only) 91344
i




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

fInsurance .., . '

Cortior Name |SECURITY NATIONAL INSURANCE COMPANY

Street Address/PO Box 2710 GATEWAY OAKS DRIVE SUITE 150N
City | SACRAMENTO

' Stat | CA

| Zip Code (Numbers Only) 95833

Claims Administrator Information (if known and if applicable)

Name

Streét Address/PO Box

City

State

Zip Code (Numbers Only)




1T IS CLAIMED THAT :
1. The injured worker bom* '0911 1/1960 | (Date of birth : MM/DD/YYYY)

, while employed as a(n) AIR-CONDITIONER TECHNICIAN

Cccupation at the time of inju
' suffered a: ( Choose onIy one ) I - u)

‘e specific injury on ioefzemoﬂ

I (DATE OF INJURY: MM/DDAYYYY)

cumulatwe trauma injury which began en
and ended on

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

The injury occured at* | 7831 TEXHOMA AVE

NORTHRIDGE T CA | 191325 |

(City)* (State)* (Zip Code)*
(State which parts of the body were m;ured)

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

Body Part 1 : .410 ABDOMEN INCLUDING IN Body Part 2 : 500 LOWER EXTREMITIES - NOT S
Body Part 3 : 3141 JAW - INCLUDING CHIN AN {Body Part 4 : 3420 BACK - INCLUDING BACK MUS
i L .

Other Body Parts : ’r‘l_45 TEETH

2.The injury occurred as Tollows:

( Explain What The Worker Was Doing At The Time Of Injury And How The Injury Occured )
Field size limited to 325 characters

APPLICANT SLEPT WHILE TRANSFERRING AIR-CONDITIONING UNIT TO THE

CO—WORKER FELT THROUGH A HOLE IN THE CEILING, INJURING THE ENTIRE AREA
BETWEEN THE LEGS, INCLUDING CROTCH, REPROBUCTIVE ORGANS, THE WHOLE
FRONT PART OF THE BODY , STOMACH, CHEST, RIBS, JAW, HEAD, KNOCKING OUT

MOST OF THE FRONT TEETH -

3. Actual eamings at the time of injury

{(MM/DDYYYY) {MM/DDIYYYY)

Rate of Pay $ [10.00 1 OMonthly  (7)Weekly (¢ Hourly
. [State value of tips, meals, lodging or other advantages regularly N I (i Monthly
received $ i {IWeekly
Number of hours worked per week. S0 h . Hourly
4. The injury caused disability as follows
"Last day off work due to injury :  |06/26/2017 I
] ‘ (MM/DD/YYYY)
' First Period of Disability: Start date - |Enddate
| (MM/DD/YYYY) (MM/DDIYYYY)
Second Period of Disability: Start date " | [End date O




5. Compensation

Compensation was paid : () Yes (»)No

Total paid:

7Week'!§ rate(s):

7Ijate' of last payment:

(MMDDIYYYY)

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

{2 Yes O]
7. Medical treatment
Medical treatment was received () Yes (No
All treatment was fumished by the Employer or Insurance Carrier . {) Yes {JNo

Date of last treatment
' -~ (MM/DDIYYYY) .

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

—
i

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

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

Name of Doctor/Hospital/Clinic 1. hm e

Field size limited to 80 characters

L

| 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:

i Case Number 1

, Case Number 2 |

Case Number 3

Case Numbér 4

—




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

"7]Compensation at proper rate

[/] Other (Specify) |ALL OTHER BENEFITS

-./| Temporary disability indemnity /] Permanent disability indemnity
-] Reimbursement for medical expense | _|Rehabilitation
/] Medical treatment /|Supplemental Job Displacement/Return to Work

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

Is the Applicant Represented?. ()Yes  (3No if "No", applicant is to sign and date below.

"Law Firm or Company Name(!f Applicable)
NATALIA FOLEY BEVERLY HILLS

Law Firm Number (I Applicable) 1194930

Attorney/Rep First Name NATALIA

Aﬁomeleep Mi

Attorney/Rep Last Name FOLEY

Street Address/PO Box

City " 18306 WILSHIRE BLVD STE 11
lstate o CA
Zip Code (Numbers Only) | 90211

Applicant Attomey / Representative g \ ATA| |A FOLEY
Signature y :

Applicant Signature S SEMEN LEV

Dated at ' | ” “ _ , California Date

City (MM/DDAYYYY)




VENUE AUTHORIZATION

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

INJURY(ES) DATED _ June 26, 2017 TOBE
FILED AT THE _ MDE _ WORKERS'
COMPENSATION APPEALS BOARD.
Lo
DATED: 7{5/2017 ' ]
v APPLICANT

APPLICANT'S ATTORNEY: NATALIA FOLEY BEVERLY HILLS

8306 WILSHIRE BLVD STE 115

BEVERLY HILLS CA 90211

TEL 310 707 8098

FAX 310 626 9632

NFOLEYLAW@GMAIL.COM

WO-10%




State of Californta

Department of dustrial Relations

Division of Warkers' Compensation

FEE DISCLOSURE STATEMENT

I you choose to-be represerted by an attorney, your attorney's fees will be deducted from your benefits. The fee
will be approved by the Workers' Compensation Appeals Board with eonsideration given to the: (1) responsibility
assumed by the aomey, {2} care exercised in representing your, (3) titne imrotved; and, (4} resulis obtainad

Attomey's fecs nomnally smge from 9% to 15% of the benefits awarded.
There are certain circumstances where your employer (or histher insuwer) may be hable to pay your attorney’s fees.
For example, if the employer disputes a permanent diaability evalustion obtained when you were not represented by
an attomey, vour employer may be liable for any attomey fees you incur beesuse of the dispute.
If at any time you no Jonger wish to be represented by the attorney, you may withdraw from representation by
notifying the attorney. If you withdraw from representation, the fee amount found by a workers' compensation
jidge to be the fair value of any work the attorney did in your case will be dedncted from your award.
Your case is being filed at the Division of Workers” Compensation at the following location:

Marina del Rey - MDE

The employee has been advised of the district office at which his or her case will be filed and that ke or
she may be required to attend conferences or hearings at this location at his or her own expense.

An Information and Assistonee Qfficer may be able to answer your questiony concerning your workere'
compensation benefits at no charge to you. The Officer may be abie to resolve your problems without the need jor
Itigation.

Call this toll-frce number: 1-800-736-7401

Employee's Signabume Date 07/05/2017

[GIRREIIEN

dens i s

I heveby declare under penally of perjury that I am the attorney representing the above-named employee, or am an
attorney Heensed by the St Bar of California regulady employed by the firm by which the employee will be
represented, and have advised the employee of their rights as set forth above and in Labor Code section 4906(e)

and (21

Attoruey's Sigauiure pae  07/05/2017
Attorney's name NATALIA FOLEY BEVERLY HILLS
' 8306 WILSHIRE BLVD STE 115
Address__ _ o BEVERLY HILLS CA 90211
PhoneNo. () TEL 310 707 8098
’ FAX 310 626 9632
NFOLEYLAW@GMAIL.COM

DWC Form. 3 (Rev. 11T




State of Calhfurnia
Department of Industrial Relations
DIVISION OF WORKERS™ COMPENSATION

WORKERS' COMPENSATION CLAIM FORM(DWC 1)

Employee: Complete the “Employee” section snd give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt” umti} you receive the signed and dated copy from your em-
ployer. You may call the Division of Workers’ Compensation  and
hear recorded information al (808) 736-7401. An explanation of work-
ers’ compensation benefits is included as the cover sheet of this form.

Fstacdo de California
Departamento de Relaciones Industriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccion “Empleads™ y entregue la forma o su
empleador. Quédese con la eopia designada “Recibo  Tempural del
Empleado™ hasta que Ud. reciba lu capia firmada y fechada de su empleudor.
Ud. puede Hamar a la Division de Compensacisn al Trabajador ol (800} 736-
7401 para oir informacion gravada. En la hofa cubierta de esta

forma esta la explication de los hencficios de compensacion o trabjador.

You shoutd also have received a pamphlet from your employer de- .. . " . -
scribing workers” compensation benefits and the procedures to oblain Ud. también deberia haber recibido de su empieador un folletu describienda los

1 benficios de compensacién ol trabajador lesionado y los procedimientos para
' obtenerios.

Toda aquelta persomt gue @ propsito b 0 cause gue se produsc
caalguior dectaracion o vepresentacion muterial falsa o fraudulenra con el

i de ohitener o nogar beneticlos o pagos de compensacion a trahajaderes
Lesiomados s culpabie de un erimen mavor Sfelunia™,

Empleado—complete esta seccidn y note la notaciin arriba.
07/05/2017

Employee—complete this section and see note above

Name. Nombre. SEMEN LEV
Home Address. Direccidn Residencial, 17547 WILLARD ST .

City, Cladud. NORTHRIDGE State. Estado. CA Zip. Cédigo Postal. 91325

Dte of Injury, Fechi de Ia (esidn {accidente). 06/26/2017 Time of Injury. Hora en que ocurrio. amm. 5 pm
Address and description of where injury happened. Direccidnilugar dénde occurid el accidente. LQMMWLCIH_

7831 Texhoma Ave, Northrldg,e CA 91325 _ _ o B
Tstept while transferming @t~ cofditioning

Describg la lesigin v parte del cu afectada.
umt tﬂe cﬁﬂ&lﬂé %eftbﬁ?lyou 0 <in the cel mg,!’?rrl_]urmg 'goe tll'€ arca belwg
or gans—&;e—whele-ﬁanlpa he body ad_knocki

7. Social Security Number. Nidmero de Seguro ’S'nnal del Empi’eada -
W/

Employer—complete this section and see note betow. Empleador—complete esta seccion y note la notacién abajo.

Today's Dale. Fecha de Hoy,

S

en Ihe Iegs, moiu ll'lg croich, reproauctive

623 68 1468

&. Signature of employee. Firma del empleado.

9. Name of employer. Nombre del empleador.
10. Address. Direccion.

1. Date employer finst knew of injury. Fecha en que el empleador supo por primerit vez de la lexién v accidente,

12, Date cluim form was provided to employee, Fecha en que se le entregs al empleade la peticion,

13. Date employer rweceived claim form. Fecha en que el empleado devolvic lu peticion of empleador.

14. Namc md address of msurance carier or adjusting agency. Nombre y direccion de la compania de seguros o agencia adminsiradora de seguros.

15. Insurance Policy Number. £ mimera de lu poliza de Seguro.

16. Signatwe of employer representative, Firma del representante del empleador.
17. Tide, Titrde. 18. Telephonc. Teléforo.

Employer: You are required to dale this form and provide copies to
your insurer or claims administrator and to the employee, dependent
of representutive who filed the claim within one working day of
receipt of the form from the employee.

Empleador. Se requiere que Ud. feche esta forma v gue provéa copias a su com-
paftia de seguros, administrador de reclamos, o dependientelvepresentante de recla-
wmos y ol empleado que hayan presentadp esta peticion dentro del plazo de un dia
bl desde el momenta de haber sido recibida la forma del empleado.

SIGNING THIS FORM 1S NOT AN ADMISSION OF LIABILITY

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

i Employer copy/Copia del Empleador | Camployes copy/ Copia del Empieado L Ciaims AdministralogAdmmiadserador de Reclamas 1 ‘Feinporary ReociptRecibe del Empleado

7/1/04 Rev.




DECLARATION PURSUANT TO LABOR CODE SECTION 4906(g)

Pursuant to Labor Code Section 4906{g), I declare under penalty of perjury that [ have
not violated Section 139.3 and 1 have not offered, delivered, received, or accepted any rebate,
refund, commission, preference, patronage dividend, discount, or other consideration,

whether in the form of money or otherwise, as compensation or inducement for any referred

examination or evaluation.
07/14/2017
Dated
Applicant:
Dated: 0711472017
Applicant’ Attorney %

~ Signature

Before signing this form, you should be aware that: “Any person who makes or causes to be
made any knowingly fals¢ or fraudulent material siatement or representation for the purpose

of obtaming or denying workess’ compensation benefits or payments is guilty of a felony.”




APPLICATION VERIFICATION

1, the undersigned, say that [ am the Applicant in this action.

1 have read the foregoing Application for Adjudication in regard to my
worker compensation case, and I verify that I know the contents thereof, and that
the same is true of my own knowledge, except as to the matters which are therein

stated upon my information or belief, and as to those matters that 1 believe to be

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

Date: 7/14/2017

) Vil

Signeé[{:y Applicant




Applicant Attorney:  NATALIA FOLEY BEVERLY HILLS/ UAN 1194930
LAW OFFICES O NATALIA FOLEY,
8306 WILSHIRE BLVD STE 115 BEVERLY HILLS CA 90211
TEL 310 707 8098/ FAX 310 626 9632/ NFOLEYLAWGGMAIL. COM

Case Title:  SEMEN LEV vs. HVACONTROL INC
WCAB # UNASSIGNED

PROOF OF SERVICE BY MAIL
(CCP §1013(a) and 2015.5)
STATE OF CALIFORNIA, COUNTY OF LOS ANGELES

I am employed in the county aforesaid; 1 am over the age of eighteen years and not a party to the within
enlitled action; my business address is 8306 WILSHIRE BL.VD STE 115 BEVERLY HILLS CA 90211

1 am readily [amiliar with the business’ practice for collection and processing of correspondence for mailing
with the United States Postal Service, and the fact that the correspondence would be deposited with the United
States Postal Service that sumc day in the ordinary course of business.

On 771472017 I served the forcgoing docurnent(s) described as:

APPLICATION OF ADIUDICATION OF CLAIM,
4906(Ch, FEE DISCLOSURE STATEMENT AND VENUE AUTHORIZATION

On all interested party(ies) in (s uction, by placing the true and correct copy(ies) thereol enclosed in a sealed
envelope(s) with postage therson fully prepatd, in the United States mail at Santa Ana, California, addressed as

follows:

Board; Applicant Emplover

WCAB MDR SEMEN LEV HVACONTROL INC

4720 LINCOLN BOULEVARD, 17547 WILLARD ST 17735 SAN FERNANDO
2ND FLOOR NORTHRIDGE CA 91325 MISSION BLV GRANADA
MARINA DEL REY, HILLS, CA 91344

CA 90292-6902

Insurance Adjuster Defense Attorney

I declare under penalty of perjurv under the laws of the State of California that the
foregoing is true and correct.

Executed on  7/14/2017 in the City of Newport Beach, County of Orange,
State of California. -
7 (ﬁj/j

Declared by: Tigran Tosunyan




762017 Success

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

Batch ID: 27569182 Date: 07/06/2017 12:35:41 PM

https:/feamsdm.dwe.ca govieamseforms/submit_data

1M




STATE OF CALIFORNIA

DWC DISTRICT OFFICE
E-COVER SHEET
REQUIRED FIELDS SHOWN BY ™
s this a new Case?* Yes (s No () Location: | Mi
Companion Cases Exist| | Walk Thru  Yes ( No (&}

More than 15 Companion Cases | |

Date: ( MMWDD/YYYY)  [07/06/2017

. Gase Number:” | | SSN(Numbers only) 623681468

(= Specific Injury (If Specific Injury, use the start date as the specific date of injury)
106/17/2017

! ! L !
{START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

{3Cumuilative Injury

Body Part1  :  |519LEG-NOT SPECIFI | Body Part2:

Body Part 3 : 1842 NERVOUS SYSTEM | Body Part 4 : |
Other Bady Parts : _ B __‘
Please check unit to be filed on ( check only one box )*
&y ADJ > DEU » SIF 3 UEF (3 VOC (o INT 3 RSU
Companion Cases
Case 1: |
{ “1Specific Injury (If Specific Injury, use the start date as the specific date of injury)
(o Cumulative INUNY e, a7 oate: mmibpvy) (END DATE MWBDNVYY)
Body Part 1 : | BodyPart2: | B
Body Part 3 : f ' 7 i Body Part 4 : f ) " _ | '
OtherBodyParts: |
Case 2: |
{:j;Speciﬁc Injury (If Specific injury, use the start date as the specific date of injury)
(> Cumuiative Injury ~(START DATE: MM/DDIYYYY) (END DATE: MWDD/YYYY)
Body Part 1 : Body Part 2 :
Body Part 3 i Body Part 4 : - ) ]

Other Body Parts : N




STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD

APPLICATION FOR ADJUDICATION OF CLAIM

Case Number

SSN 623681468

Amended Application z

*Venue Choice is based upon:
{ County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)
{ " County where injury occurred (Labor Code section 5501.5(a)(2} or (d).}

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

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

20211

| MDR

. Injured Worker

| [FirstName* SEMEN
M
- ILastName* LEV

' Street Address 1 /PO Box* 117547 WILLARD ST

Street Address 2 /PO Box

International Address

City* NORTHRIDGE

State* CA

i

' Zip Code* (Numbers Only) 91325




Applicant (If other than injured employee})

(Insurance Carrier { "y Employer {7y Lien Claimant

. Name |

Street Address 1 /PO Box

Street Address 2 /PO Box

[

City

i—State

Zip Code {(Numbers Only)

Employer Information

!

(e}Insured (s Self-insured (O Legally Uninsured ( » Uninsured

Employer /A CONTROL INC
Name 7

Employer Street Address/PO Box* [17735 SAN FERNANDO MISSION BLVD

City* i ' GRANADA HILLS

?étate* CA

?Zip Code* (Nufnbers Only) 91344




Insurance Carrier Information (if known and if applicable - include even if canier is adjusted by

claims administrator)

Carrier Name |

Insurance e jpiTy NATIONAL INSURANCE COMPANY

;Street Address/PQO Box

2710 GATEWAY OAKS DRIVE SUITE 150N

City SACRAMENTO
State CA
95833

Ep Code (Nurhbers Only)

| Claims Administrator information (if known and if applicable)

' Name

TStrfeef Address/PO Box

]

City

State

_.Zip Code (Numt;ers Only)




[T 1S CLAIMED THAT :
1. The injured worker bom* 09/11/1960 (Date of birth - MM/DD/YYYY)

. while employed as a(n) AiR-CONDITIONING TECHNICIAN
(Occupahon at the time of injury)

suffered a. ( Choose only one )
{e1specific injury on  |06/17/2017

(5 cumulatwe trauma injury which began on

{DATE OF INJURY: MM/DD/YYYY)

and ended on
{START DATE. MMIDD!YYYY) (END DATE: MM/DD/YYYY)

The injury occured at* | | i
(Street AddresslPO Box - Please leave blank spaces between numbers, names or words)

/NORTHRIDGE " ICA | 191325
{City)* (State)* (Zip Code)*
(State which parts of the body were injured)
Body Part 1 : 519 LEG - NOT SPECIFIED Body Part 2 :

Body Part 3 : [842 NERVOUS SYSTEM - PSYC [Body Part 4 :

Other Body Parts - | |
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
APPLECANT WAS !NSTALLING AIR~CONDiT!ONING UNIT AT THE PREMISES OF THE
CLIENT AND CLIENT' S DOG BIT APPLICANT'S LEFT LEG. DOG BITE AND STRESS

3. Actual eamings at the time of i mjury

Rate of Pay $ {10.00 1 Monthly () Weekly (*Hourly n
| State value of tips, meals, lodging or other advantages regularly o o Monthly
' Ireceived § | ) Weekly
! y . ' I ‘ {_yHourly

i Number of hours worked per week. | :

4. The injury caused disability as follows
| Last day off work due to injury : '
- o (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/DD/YYYY) i (MMIDDIYYYY)




5. Compensation

Compensation was paid : "y Yes (e;NO

Total paid: | | | O

W\ieekly rate(s):

E

5
3

i Date of Ié'st payment:

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

) Yes {o:No
7. Medical treatment
Medical treatment was received : ) Yes {3 No
All treatment was fumished by the Employer or Insurance Carrier : {J Yes {JNo

'Date of last treatment |

(MM/DD/YYYY)

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 to this claim 7 : {1 Yes (3No

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

Name of Doctor/HospitalfClinic 1.
Field size limited to 80 characters : . o

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:

Eése Number 1

E:ase Number 2

| ?Case Number 3 |

@ée Number 4

-




I.’|Compensation at proper rate

9. 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

:] Other (Specify) ZAL—LO:]ER BENEFITS

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

if "Yes”, applicant's representative is to complete the following and is to sign and date below
(o3l aw Firm/Attorney { YNon Attomey Representative

Law Firm or Company Name(lf Applicable)

NATALIA FOLEY BEVERLY HILLS

Law Firm Number (If Applicable) 1194930

;\Eomeleep First Name | -NATALIA
:ﬁﬂtomeleep Ml
TMtorﬁeleep Last Name QFOLEY

Street Address/PO Box {8308 WILSHIRE BLVD STE 115

City |  BEVERLY HILLS
:j"gtate CA 7
Zip Code (Numbers Only) 90211 B

 Appiicant Attomey / Representative S NATALIA FOLEY

L

Signature
‘ Applicant Signature 'S SEMEN LEV
i { 7
Dated at [LOS ANGELES ", California Date |07/06/2017
City  (MM/DDAYYYY)




APPLICATION VERIFICATION

1, the undersigned, say that | am the Applicant in this action.

I have read the foregoing Application for Adjudication in regard to my
worker compensation case, and I verify that | know the contents thereof, and that
the same is true of my own knowledge, except as to the matters which are therein
stated upon my information or belief and as to those matters that I believe to be

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

Date: 7/6/2017

Y Viadill

Si gne%y Applicant




DECLARATION PURSUANT TO LABOR CODE SECTION 4906(g)

Pursnant to Labor Code Section 4906(g), 1 declare under penalty of petjury that I have
aot violated Section 139.3 and ! have not offered, delivered, received, or accepted any rebate,
refund, commission, preference, patronage dividend, discount, or other consideration,
whether in the form of money or otherwise, as compensation or inducement for any referred

examination or evaluation.

a7/05/2017
Dated

Applicant:

Dated: 07/05/2017

Applicant’ Attorney

* Signature

Before signing this form, you should be aware that: “Any person who makes or causes to be
made any knowingly false or fraudulent material statement or representation for the purposc

of obtaining or denying workers’ compensation benefits or payments is. guilty of a felony.”




State of California
Department of Industrial Relations
DIVISION OF WORKERS' COMPENSATION

WORKERS COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt” wniil you receive the signed and dated copy from your cm-
plover. You may call the Division of Workers” Compensation  and
hear recorded information at (80K) 736-7401. An cxplanation of work-
ers' compensation benefits i included as the cover sheet of this form.

You should also have wecived a panphiet from your employer de-
scribing workers” compensation benefits and the procedures o obtain
therm.

Rrerial wrateniom or mdarerial representarion for
hrataite or detiving workers” compensation bene-
r1ili

Asup 3 s Ly

Les or cilists T e made any knowingly false

Fstado de California
Departamento de Reluciones ndustriates
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)}

Empleado: Complete la seccion “Empleado™ y entregue la forma a su
empleador. Quédese con la copia designada “Recibo  Temporal del
Empleado” fasta que Ud. recibe la copia firmada y fechada de su empleador.
L/d. puede Hamar a la Division de Compensacian al Trahajador af (800) 736-
7401 para oir informacion gravada. Er la hoja cubierta de esta
forma estat fa explication de los bereficios de compensacion al trabjador.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacion ol trabajador lesionado y los procedimientos para
obtenerlos.

Toda aquulla posona que 8 proppsito haga o catlse que se produsca
cualguicr declaracion v reprisentacion mraterial falsa o fraudutenta con ol

fin de obtenter o negar hencficios o pagos de compuinacion a trabajadores
festonados es culpable de un crimen mavor “felonia™

SEMEN LEV

Employce—complete this section and see note above  Empleado—complete esta seccion y note la notacign arriba.

Today's Date, Fecha de Hoy. 07/05/2017

1. Name. Nomibre.

2.  Home Address. Direccién Restdencial, 17547 WILLARD 8T

3. City, ciudad. NORTHRIDGE State, Estado, __CA Zip. Ciidigo Postal. 91325

4, Date of mjury. Fecha de la lesion {accidente}. June 17, 2017 Time of Injury. Hora en que ocurrio, am _ 2,30 pm
5, Address and description of where imjury happened. Direccidnitugar dinde occurid el accidente.

HOUSE OF COMPANY' CLIENT, NORTHRIDGE CA

6. Describe injury and part of body affected. Describa la lesidn y parte del cuerpo afectada.
installing air-conditioning at the property of company's client y

Dog bite and stress when

7. Social Security Number. Ndmero de Segure Sacial del Emplead.

8.  Signature of cmployee. Firma del empleado.

623 68 1468 WA

P

9, Nume of employer. Nowmbre del empleador.

Employer—complete this section and sce note below. Empleador—complete esta seccion y hote la notacidn abajo.

10.  Achkiress, Direccidn,

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesidn o accidente.
12. Datc claim form was provided to employce. Fecha en gue se le entregé al empleade a peticidn.
13. Date employer eoeived claim form, Fecha en que el empleadn devolvie la peticién al empleador,

14. Name and address of insurance carrier or adjusting agency, Nombre ¥ direccion de la compania de seguros o agencia adminstradora de seguros.

15, Tnsurance Policy Number. £l niimern de la poliza de Seguro.

17. Title. Tirdo, 13.

16. Signature of employer representative, Firma del representante del empleador,

Telephone. Teléfono,

Employer: You are requited to date this form and provide copies to
your insurer of claims administrator and to the emplayee, dependent
or represemiative who fifed the claim within pnc working day of
receipt of the fonn from the employee.

SIGNENG THIS FORM IS NOT AN ADMISSION OF LIABILITY

LY Employer copy/Copia del Empleador L Emplovee copy/ Copin del Empleadn

7/1/04 Rev.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su cont-
pafiu de seguros, administrador de reclamos, o dependientelrepresentante de recla-
mos y al empleado que hayan presentada esta petician dentro del plazo de un dig

haibil desde el momento de haber sido recibida la forma del empleado.
EI. FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

{1 Cluins AdmiristeataAdministrador de Reclamas d Temporary Receipt/Recifo del Empleado




State of Californis

Diepartment of Indusirial Relations

Divisiou of Workics' Compensation

FEE DISCLOSURE STATEMENT

f you choose to be represented by an attorney, your attorney's fees will be deducted from your benetits, 1he tee

will he approved by the Workers' Compensation Appeals Board with consideration given to the: (1) responsibility
assumed by the atiorney; (2) care exercised in representing you, (3) time im_roived; ard, (4) resulta obtained.

Attorney's fees nomally range from 9% 1o 15% of the henefits awarded.
There ate certain circumstances where your emplover (or hisher insurer) may be Kable to pay your attorney's fees.
Tor example, if the employer disputes a permanent disability evaluation cbtzined when you were not represented by
an atlotney, your employer may be liable for any attorney fees you incur hecause of the dispute.
If at any lime you no longer wish to be represented by the atiorney, you may withdraw from representation by
notifying the atiomcy. 1f you withdraw from representation, the fee amont fourid by a workers' compensation
judge to be the fair value of any work the attorney did in your case will be dedneted from your award,
Your case is being filed at the Division of Workers® Compensation at the following Jocation:

Marina del Rey - MDRE

The emplovee has been advised of the district office at which his or her case will be filed und that he or
she may be required to attend conferences or hearings at this location at his or her own Bse.

An Information and Assistance Officer may be able to answer your questions concerning your workers’
compensation benefiis at no charge fo you. The Officer may be able 1o resolve your problems without the need, for
kitigation.

Call this toll-free number: 1-800-736-7401

07/05/2017

Employee’s Signature Trate
Fmployee's Name SEMEN LEV

7

I hereby declare under penally of pezjury thai | am the attorney represeniing the above-named empioyee, of A an
attomney licensed by the State Bar of California regularly employed by the firm by which the employee will be
represented, and have advised the emplayee of their rights as set forth above and in Labor Code section 4906(¢}
and (gX1).

Attorney's Signature Dae 07/05/2017

Atoroey's e V4 NATALIA FOLEY BEVERLY HILLS
8306 WILSHIRE BLVD STE 115
Address | ) BEVERLY HILLS CA 90211
oo ¢ 1 TEL 310 707 8098
: FAX 310 626 9632
NFOLEYLAW@GMAIL.COM

DWW Forme 3 (Rew. 147)




VENUE AUTHORIZATION

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

INJURY(ES) DATED _ June 17,2017 TO BE
FILED AT THE _ MDR WORKERS'
COMPENSATION APPEALS BOARD.
Lo
DATED: 71512017 _‘ ]
APPLICANT

APPLICANTS ATTORNEY: NATALIA FOLEY BEVERLY HILLS

8306 WILSHIRE BLVD STE 115

BEVERLY HILLS CA 90211

TEL 310 707 8098

FAX 310 626 9632

NFOLEYLAW@GMAIL.COM

W-1a5s



Applicant Atlormey:  NATALTIAFOLEY BEVERLY HILLL3/ UAN 1194930
LAW OFFICES OF NATALIA FOLEY,
8306 WILSHIRE BLVD STE 115 BEVERLY HILLS CA 90211
TEL 310 707 8098/FAX 310 626 9632/ NFOLEYLAW@GMAIL.COM

Case Title: SEMEN LEV vs, HBYACONTROL INC
WCAB #:. UNASSIGNED

PROOF OF SERVICE BY MAIL
(CCP §1013(a) and 2015.5)
STATE OF CALIFORNIA, COUNTY OF LOS ANGELES

I amn emploved in the county aforesaid; 1 am over the age of eighteen years and not a party to the within
entitled action; my business address is 8306 WILSHIRE BL.VD STE 115 BEVERLY HILLS CA 90211,

[ am readily Lamiliar with the business' practice for collection and processing of correspondence for mailing
with the United States Postal Service, and the fact that the correspondence would be deposited with the United
Siates Postal Service thal same day in the ordmary course of business.

On 77142017 I served the foregoing document(s) described us:

APPLICATION OF ADJUDICATION OF CLAIM,
4906(G), FEE DISCLOSURE STATEMENT AND VENUE AUTHORIZATION

On all intercsted party(ies) in this action, by placing the true and correct copy(ics) thereof enclosed in a sealed
envelope(s) with postage thereon fully prepaid, in the United Slates mail at Santa Ana, California, addressed as
follows:

Board: Applicant Employer

WCAB MDR SEMEN LEV HVACONTROL INC

4720 LINCOLN BOULEVARD, 17347 WILLARD ST 17735 SAN FERNANDO
2ND FLOOR NORTHRIDGE CA 91325 MISSION BLV GRANADA
MARINA DEL REY. HILLS, CA 91344

CA 90292-6902

Insurance Adjuster Defense Atiormey

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

Executed on ~ 7/142017 in the City of Newport Beach, County of Orange,

State of California. >
FO
Wi

Declared by: Tigran Tosunyan






