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STATE OF CALIFORNIA  
DWC DISTRICT OFFICE

DOCUMENT COVER SHEET

       

More than 15 Companion Cases

✓

09/10/2008 

Date:(MM/DD/YYYY)
SSN:

ADJ12345

Case Number 1 

Specific Injury

Cumulative Injury 

02/02/2004

(Start Date: m m / d d / y y y y )  (End Date: m m / d d / y y y y )

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

Body Part 1: 420

Body Part 2: 100

Body Part 3:

Body Part 4:

Other Body Parts:

Please check u n it to  be file d  on ( check o n ly  one box )

✓ ADJ Q  DEU Q  SIF □ UEF Q  VOC Q INT Q  RSU

C om panion Cases

Case Number 2

| | Specific Injury

| | Cumulative Injury (Start Date: m m / d d / y y y y )  (End Date: MM/DD/YYYY )
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1:

Body Part 2: __________________

Bo dy P art 3:

Body P art 4:

Other Body Parts: ___________________________________________________
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STATE OF CALIFORNIA  
DIVISION 0F  WORKERS’ COMPENSATION  

WORKERS' COMPENSATION APPEALS BOARD  
PETITION T 0  TERMINATE LIABILITY FOR TEMPORARY DISABILITY

n
Case Number 1 

Case Number 2 

Casē"Number3

Case Number 4

Case Num ber5

lnjured Worker (Completion of this section is required)

First Name  

Last Name
VS

Employer lnformation

[ | lnsured Q  SeM nsured Q  Legally Uninsured Q ] Uninsured

Employer Name (Please leave biank spaces between numbers, names or words)

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

City State Zip Code

lnsurance Carrier lnformation (if known and if applieahle - include even if carrier is adjusted by claims administrator)  

insurance Carrier Name (Piease leave biank spaces between numbers, names or words)

lnsurance Carrier Street Addres3/PO Sox (Ptease leave blank spaces between numbers, names orwords)

CrEy ~ State ZipCode

DWC/WCAB FORM4C fPage 1) (FffiVM -08) WCAB46



CEaims Admimstrator lnformation (if known and if appEicable)

Nam e (Piease Ieave blank spaces between numbers, names or words)

Street Address(PO Box (Pleaee leave Wank spaces Uelween numbers, names or words)

City State Zip Code

DEFENDANTS ALLEGE that temporary disability was heretofore fbund by decision o f a WCJ dated ________________ that

temp orary disability has been paid in the tcrta! sum o f $ ____________ fbr the p e rio d _________________t o _____________

that temporary disability terminated on _____________________

[ j (1) Applicant returned to work on said date.

| | (2) Applicant was dec!ared abie to retum to work on said date per report o f Dr. ________________________________

Dated __________________________

) | (3) Applicanfs condition is permanent and stationary as shown by the attached medicai report(s). 

j | (4) Applicanfs condition has reached maximum medicai improvement as shown by the attadied medicai report(s).

□ (5) Other

Defendants are informed and believe that applicant D is Present|y working

is not presently working 

Advances O are
[ ] Q  are not

being made on peimanenl disability indemmty at the rate o f $ per week and w ili continue until

approxim ately____________________.

Defendants request that the workers compensation administrative law judge make an onder terminating liability fo r temporary 
disability indemnity unless the employee objects, and if the employee does objecLthat this petition be se tfo r hearing.

A li medical reports in petītioner's possession not prevtously served and filed herein, are attached hereto, served herewith.

( lnsurer /  Em ployer)

By_________________________________________________________________________________________________________

NOTE: Sectk>n 10466 of tltle 8 of the CaIifomia Code of Regulation provides as foilows: "IF WRITTEN OBJECTION 1S  
NOT RECEIVED TO THE P E n n O N  WITHIN FOURTEEN DAYS OF ITS PR O PER  FILING ANO SERVICE THE W CJ 
MAY ORDER TEMPORARY DISABILiTY COMPENSATION TERMINATED", in accordance with the facts as stated  
in the petition or in such other manner as may appear appropriate on the record.

DWC/WCAB raRM 46 (Paa» 2) (RFV 04«S) WCAB46
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EAST BAY SPORTS MEDICINE AND ORTHOPAEDIC ASSOClATES
A MEDICAL CORPORAT!ON

Sports Meāieine • Arthroscopy • General Orthopaedics  
Trauma • Joint Replacement • Hand  Surgery

January 24, 2006

 
 

RE:

EMP: 
CLAJM #:

Dear SCĪF:

I had the opportunityr, at the request ofj 
Medidne, to reevaluate® ^^B H §\ the office today.

HISTORY:
He was last āeen on 3/1/05. At that time, I had recommended a corticosteroid injection, 
however, apparently he did quite well on anti-inflammatories. Symptoms began to retum 
and therefore he retumed His pain is intermittent without clear
precipitating factors. When he was last seen he was authorized for consultation only.

FHYSICAL EXAMINATION:
Examination shows 175 degrees of forward elevation of the shoulders bilaterally. Extemal 
rotation is also symmetric at 60 degrees. Intemal rotation on the left is to T8 and on the 
right T7. Secondarv impingement signs are positive.

MRI SCAN:
He has had MRI evidence of partial thickness tearing of the rotator cuff with a bursal 
effusion.

X-RAYS:
He also had x-ray evidence of a type ĪI to īīī acromion.



J anuary24^006 
RE:
Page 2

PLAN:
Today71 have discussed options with him, I have again recommended and performed an 
injection of loeal anesthetic and steroid into the subacromial space. If he does not have 
significant improvement with this, I would like to see him again.

Thank you for the opportunity to continue to participate in his care.

I declare gnder penalty of pērjury that the information contained in this regard and its attachments, if any, 
is true and correct to the best of my knowledge and belief, except as to information that 1 have indicated I 
received from otJriers. As to that inīonmahon, I declare imder penalty of perjury that the information 
accurately describes the information provided to me and, except as noted herein, ī believe it to be true.

ī have not violated Califomia Labor Code Section 139.3 and the contents of the report and bill are true and 
correct to the best pf my knowledge, This statemenī is made under penalty of pei}ury.

Signed this 24* day of January, 2006 at Contra Costa County, Califomia.

i
I
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Medical Reports


	PETITION TO TERMINATE LIABILITY FOR TEMPORARY DISABILITY INDEMNITY 
	DOCUMENT SEPARATOR SHEET
	EAST BAY SPORTS MEDICINE AND ORTHOPAEDIC ASSOClATES
	HISTORY:
	FHYSICAL EXAMINATION:
	MRI SCAN:
	X-RAYS:
	PLAN:

	DOCUMENT SEPARATOR SHEET




