8/12/2020 DIVISION OF WORKERS' COMPENSATION

DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

NOTICE OF APPLICATION

DATE OF SERVICE:08/13/2020
WCAB CASE NBR:4DJ13487196

DATE OF CLAIMED INJURY:01/01/201003/15/2020

EMPLOYEE:SZYMON JERMAKOW
EMPLOYER:PACIFIC PLASTICS

INSURER:PACIFIC COMP CLAIM THOU OAKS

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 WCAB ID NUMBER ON ALL CORRESPONDENCE TO THE WCAB.

THIS NOTICE CONSTITUTES A CONFORMED COPY OF THE APPLICATION.

DATE APPLICATION FILED: 08/12/2020

WC04

file:///C:/Users/natab/Downloads/DWCADJWC04 - 2020-08-12T214738.680.html
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Submission of this eform through EAMS constitutes service upon any internal DWC unit.
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Attachment Page 1 of 1
Document Type*: |-—-select-— V|
Document Title™*:
Document Date: | | (MM/DD/YYYY)
Author: | |
File Upload*: Browse...
Uploaded Documents
Document Document Title File Name
Type
Iﬁ%%gL 4906(g) DECLARATION C:\fakepath\04 - declaration.pdf | Delete |
LEGAL FEE DISCLOSURE ]
DOCS STATEMENT C:\fakepath\02 - fee.pdf | Delete |
pEoak DWC-1 CLAIMFORM  |C:\fakepath\05 - DWC ORTHO.pdf || Delete |
Iﬁ%(é[gL VENUE VERIFICATION C:\fakepath\03 - venue.pdf | Delete |
LEGAL C:\fakepath\06 - E-FILER PROOF OF
DOCS PROOF OF SERVICE SERVICE.pdf | Delete |
TYPED OR WRITTEN C:\fakepath\01 - application
MISC LETTER verification.pdf | Delete |
Done
https://eamsdm.dwc.ca.gov/eamseforms/attachData 8/12/2020



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  Yes O No (o)
More than 15 Companion Cases | |

Date: ( MM/DD/YYYY)  08/12/2020

Case Number:* SSN(Numbers Only) 345689822
Q Specific Injury (If Specific Injury, use the start date as the specific date of injury)
_ _ 01/01/2010 03/15/2020
@ Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part 1 : 420 BACK - INCLUDING Body Part2: 450 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 )

(¢ ADJ () DEU () SIF () UEF () SAU () INT () RSU

Companion Cases

Case 1:
O Specific Injury (If Specific Injury, use the start date as the specific date of injury)
(O Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part 1 : Body Part 2 :
Body Part 3 : Body Part 4 :
Other Body Parts :
Case 2:
Q Specific Injury (If Specific Injury, use the start date as the specific date of injury)
() Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)
Body Part 1 : Body Part 2 :
Body Part 3 : Body Part 4 :
Other Body Parts :




Case 3:

() Specific Injury
() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 4:

() Specific Injury
() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 5:
() Specific Injury

() Cumulative Injury

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 1 Body Part 2 :
Body Part 3 Body Part 4 :
Other Body Parts :

Case 6:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(START DATE: MM/DD/YYYY)

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

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :




Case 7:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 8:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 9:

() Specific Injury
() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

(START DATE: MM/DD/YYYY)

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

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :

Case 10:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

(START DATE: MM/DD/YYYY)

(END DATE: MM/DD/YYYY)

Body Part 2 :

Body Part 4 :




Case 11:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

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

Body Part 2 :

Body Part 4 :

Case 12:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

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

Body Part 2 :

Body Part 4 :

Case 13:

() Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

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

Body Part 2 :

Body Part 4 :

Case 14:

(O Specific Injury

() Cumulative Injury
Body Part 1

Body Part 3

Other Body Parts :

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

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

Body Part 2 :

Body Part 4 :




Case 15:

Q Specific Injury (If Specific Injury, use the start date as the specific date of injury)
(O Cumulative Injury (START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

Body Part 1 : Body Part 2 :

Body Part 3 : Body Part 4 :

Other Body Parts :




STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION

WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

Case Number Amended Application

SSN 345689822

*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).)

(o) 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 92808 AHM

Injured Worker

First Name* SZYMON
Ml
Last Name* JERMAKOW

Street Address 1 /PO Box*|3744 LAKE CREST DR UNIT 62

Street Address 2 /PO Box

International Address

City* YORBA LINDA

State* CA

Zip Code* (Numbers Only) 92886




Applicant (If other than injured employee)

(D lnsurance Carrier

() Employer

() Lien Claimant

Name

Street Address 1 /PO Box

Street Address 2 /PO Box

City

State

Zip Code (Numbers Only)

Employer Information

(e)Insured () Self-Insured () Legally Uninsured

() Uninsured

Employer

. PACIFIC PLASTICS
Name

Employer Street Address/PO Box*

111 S BERRY ST

City* BREA
State* CA
Zip Code* (Numbers Only) 92821




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

Insurance

. PACIFIC COMP CLAIM THOU OAKS
Carrier Name

Street Address/PO Box PO BOX 5042

City THOUSAND OAKS
State CA

Zip Code (Numbers Only) 91359

Claims Administrator Information (if known and if applicable)

Name

Street Address/PO Box

City

State

Zip Code (Numbers Only)




IT IS CLAIMED THAT :

1. The injured worker born*

05/04/1940 (Date of birth : MM/DD/YYYY)

, while employed as a(n) |[MECHANIC

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

Qspecific injury on (DATE OF INJURY: MM/DD/YYYY)
(e) cumulative trauma injury which began on
01/01/2010 and ended on |03/15/2020
(START DATE: MM/DD/YYYY) (END DATE: MM/DD/YYYY)

The injury occured at* |[111 S BERRY ST
(Street Address/PO Box - Please leave blank spaces between numbers, names or words)
BREA " ICA 92821
(City)* (State)* (Zip Code)*
(State which parts of the body were injured)
Body Part 1 : (420 BACK - INCLUDING BACK | Body Part 2 : 450 SHOULDERS - SCAPULA AND

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

Other Body Parts : 500 LOWER EXTREMITIES - NOT SPECIFIED

2.The injury occurred as follows:

( Explain What The Worker Was Doing At The Time Of Injury And How The Injury Occured )

Field size limited to 325 characters

STRESS AND STRAIN DUE TO REPETITIVE MOVEMENT OVER PERIOD OF TIME, INJURED
LOWER BACK, SHOULDERS, LEGS, RIGHT ARM, KNEE, HIP, WRISTS, ELBOW

3. Actual earnings at the time of injury

Rate of Pay $ \ (OMonthly () Weekly (O Hourly
. . () Monthly
State value of tips, meals, lodging or other advantages regularly
received $ ()Weekly
Hourl

Number of hours worked per week. (JHourly
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/DD/YYYY) (MM/DD/YYYY)

Second Period of Disability: Start date End date

(MM/DD/YYYY) (MM/DD/YYYY)




5. Compensation

Compensation was paid : () Yes (e)No

Total paid:

Weekly rate(s):

Date of last 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 (e)No
7. Medical treatment
Medical treatment was received : () Yes (ONo

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

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 ? : () 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.
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. This application is filed because of a disagreement regarding liability for:
Temporary disability indemnity Permanent disability indemnity
Reimbursement for medical expense [ |Rehabilitation

Medical treatment [/]Supplemental Job Displacement/Return to Work
/|Compensation at proper rate

Other (Specify) |ALL OTHER BENEFITS

Is the Applicant Represented?: (e)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
(e)Law Firm/Attorney () Non Attorney Representative

Law Firm or Company Name(If Applicable)

WORKERS DEFENDERS ANAHEIM

Law Firm Number (If Applicable) 13792552

Attorney/Rep First Name NATALIA

Attorney/Rep MI

Attorney/Rep Last Name FOLEY

Street Address/PO Box 8018 E SANTA ANA CANYON RD STE 100 215

City ANAHEIM
State CA
Zip Code (Numbers Only) 92808

Applicant Attorney / Representative

. S NATALIA FOLEY
Signature

Applicant Signature

Dated at |/ANAHEIM , California Date 108/12/2020

City (MM/DD/YYYY)



E-FILER: NATALIA FOLEY, ESQ
UAN: WORKERS DEFENDERS ANAHEIM
ERN: 13792552
ADDRESS: WORKERS DEFENDERS LAW GROUP
8018 E SANTA ANA CANYON RD STE 100 215
ANAHEIM CA 92808
TEL 714 948 5054/; FAX 310 626 9632/ EMAIL: WORKERLEGALINFO@GMAIL.COM

PROOF OF SERVICE

State Of California
County of Los Angeles

I am employed in the county of Los Angeles, State of California.

I am over the age of 18 years and not a party to the within action; my business address is:
8018 E SANTA ANA CANYON RD STE 100 215
ANAHEIM CA 92808

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

On 8/12/2020 I served the foregoing documents described as:

APPLICATION FOR ADJUDICATION; DECLARATION 4906; VENUE
AUTHORIZATION; FEE DISCLOSURE; APPLICATION VERIFICATION ;
FORM DWC(CI

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

WCAB (AHM) PACIFIC PLASTICS
1065 N PACIFIC CENTER DR STE 170 111 S BERRY ST
ANAHEIM CA 92806 BREA, CA 92821

PACIFIC COMP CLAIM THOU OAKS
PO BOX 5042
THOUSAND OAKS CA 91359

I declare under penalty of perjury under the laws of the State of California that the foregoing is true and
correct.
Executed on: 8/12/2020 at Los Angeles, CA

By IRINA PALEES,
Legal Assistant to Attorney
Natalia Foley, Esq



SZYMON JERMAKOW 08/08/2020
3744 LAKE CREST DR UNIT 62
YORBA LINDA CA 92886
01/01/2010 - 03/15/2020
JOB SITE
111 S BERRY ST BREA, CA 92821

injured lower back, shoulder, legs, right arm, knee, hip, hand, wrists, elbow
345 68 9822



08/08/2020

08/08/2020



08/08/2020

08/08/2020



08/08/2020

08/08/2020



08/08/2020








