Electronic Adjudication

Management System Compromise and Release
OCR form sample packet

This packet contains instructions on how to fill in Optical Character Recognition (OCR)
forms, examples of forms and is in the order in which forms / documents should be filed
with the district office.

Use the table below to help identify the forms that you need to complete when filing a
compromise and release. The table also shows the order in which the forms should be
assembled. To help you find the correct document separator sheet, the product delivery
unit, document type and document title are in brackets.

In this packet, you will see examples as filed by the applicant attorney for injured
worker.

Name of form
1 | Document cover sheet

Document separator sheet
2 | [ADJ-LEGAL DOCS-COMPROMISE AND RELEASE]

Compromise and release form
3| -mayinclude addendum

Document separator sheet for QME report
4 | [ADJ-MEDICAL DOCS-QME REPORT]

5 | QME report

Document separator sheet for proof of service
6 | [ADJ-LEGAL DOCS-PROOF OF SERVICE]
7 | Proof of service

Division of Workers’ Compensation
www.dwc.ca.qov
(800) 736-7401



http://www.dwc.ca.gov

STATE OF CALIFORNIA

This packet is an example of DWC DISTRICT OFFICE This example shows documents
how to fill in forms and the submitted by a represented
order in which they should be filed injured worker.

with the district office. DOCUMENT COVER SHEET

Is this anew case? Yes [ | No Companion Cases Exist Walkthrough ~ Yes D No

More than 15 Companion Cases I:l Ay

NUMBER IS NOT

09/10/2008 [ENTER DATE YOU FILL IN DOCUMENT COVER SHEET. ssN:  |REQUIRED.
Date:(MM/DD/YYYY)
[ ] Specific Injury
ADJ123456
Case Number 1 [ ] Cumulative Injury ~(Start Date: MM/DDYYYY) (End Date: MM/DD/YYYY)
(If Specific Injury, use the start date as the specific date of injury)
. NO OTHER INFORMATION .
Body Part 1: IS NEEDED WHEN Body Part 3:
CORRECT CASE NUMBER
IS LISTED.
Body Part 2: Body Part 4:

Other Body Parts:

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

ADJ [ ] DEU [ ] sIF [ ] UEF [ ] INT [ ]RrRsu

Companion Cases

NO OTHER I:l SpeCiﬁC Injury

INFORMATION IS
ADJ67890 NEEDED WHEN

Case Number 2 |CORRECT CASE |:| Cumulative |njury (Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
NUMBER IS LISTED. (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:
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Terry Stevenson
Text Box

This packet is an example of 
how to fill in forms and the 
order in which they should be filed with the district office.


janet tsao
Text Box

This example shows documents submitted by a represented injured worker.



—

[ ] Specific Injury

Case Number 3

Body Part 1:

Body Part 2:

Other Body Parts:

[ ] 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:

|:| Specific Injury

Case Number 4

Body Part 1:

Body Part 2:

Other Body Parts:

[ ] Cumulative Injury (Start Date: MMZBD/YYYY) (End Date: MM/DD/YYYY)

njury, use the start date as the specific date of injury)

Body Part 3:

Body Part 4:

Case Number 5

Body Part 1:

DO NOT PRINT OR
SUBMIT BLANK
PAGES.
pecific 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 2:

Body Part 4:
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District office codes for place of venue

Legend

Abbreviation Office

AHM Anaheim

ANA Santa Ana

BAK Bakersfield

EUR Eureka

FRE Fresno

GOL Goleta

LAO Los Angeles

LBO Long Beach

MDR Marina del Rey
OAK Oakland

OXN Oxnard /
POM Pomona /
RDG Redding y 4
RIV Riverside 4
SAC Sacramento #
SAL Salinas 4

SBR San ?dino
SDO San Diggo

SFO San rancisco
SJO Saf Jose

SLO n Luis Obispo
SRO anta Rosa

STK Stockton

VNO / Van Nuys

Use this document to complete fdrms, bupdo not file this document with your forms.

DO NOT PRINT OR
SUBMIT THIS PAGE.
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100
110
120
121
124
130
140
141
144
145
146
148

149
150
160
198

200
300
310
311
313
315
318

319
320
330
340
398

400
410
411
420
430

440

450
498

Body Part Code List

The body part codes listed below are used to complete forms that require the listing of
the part of the body that is in issue. Please do not file this document with your forms.

Head - not specified 500
Brain 510
Ear - not specified 511
Ear - external 513
Ear - internal including hearing 515
Eye - including optic nerves and vision 518
Face - not specified

Jaw - including chin and mandible 519
Mouth - including lips, tongue, throat and taste 520
Teeth 530
Nose - including nasal passages, sinus and smell 540
Face - multiple parts any combination of 598
above parts

Face - forehead, cheeks, eyelids 700
Scalp

Skull 800
Head - multiple injury any combination of 801
above parts

Neck 80
Upper extremities - not specified
Arm - above wrist not specified
Arm - upper arm humerus

820

Arm - elbow head of radius 830
Arm -forearm radius and ulna

Arm - multiple parts any combination of 840
above parts 841
Arm - not specified 842
Wrist 850
Hand - not wrist or fingers 860
Fingers

Upper extremities - multiple parts
of above parts

Trunk - not specified
Abdomen - including inte
Hernia

Back - including bac
Chest - including ri

Lower extremities - not specified
Legs - above ankles, not specified
Thigh femur

Knee Patella

Lower leg tibia and fibula
Leg - multiple parts any ¢
above parts

bination of

Leg - not specified
Ankle malleolus
Foot not ankle ogffoe

Bgdy system - not specific

irculatory system - heart -other than heart
attack, blood, arteries,veins, etc.

Circulatory system - Heart attack

Digestive system - stomach

Excretory system - kidneys, bladder, intestines,
etc.

Musculo-skeletal system - bones, joints, tendons,
muscles, etc.

Nervous system - not specified

Nervous system - stress

Nervous system - Psychiatric/psych
Respiratory system - lungs, trachea, etc.

Skin dermatitis, etc.

Reproductive systems

Other body systems

Unclassified - insufficient information to
identify body parts

DO NOT PRINT OR
SUBMIT THIS PAGE.

Use this document to complete forms, but do not file this document with your forms.
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DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADJ

Document Type LEGAL DOCS

Document Titte COMPROMISE AND RELEASE

ENTER DATE YOU FILL IN DOCUMENT SEPARATOR SHEET.

Document Date 09/10/2008
MM/DD/YYYY
IF YOU ARE A CLAIMS ADMINISTRATOR,
HEARING REPRESENTATIVE OR LAW FIRM
USE YOUR UNIFORM ASSIGNED NAME.
Author UNIFORM ASSIGNED NAME

Office Use Only

Received Date

MM/DD/YYYY

DWC-CA form 10232.2 Rev. 11/2008 Page 1 I X amp l e



‘ STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION T

WORKERS' COMPENSATION APPEALS BOARD
COMPROMISE AND RELEASE

ENTER ALL EAMS CASE
NUMBERS THAT APPLIES.

ADJ123456

Case Number 1 Case Number 4
ADJ45678

Case Number 2 Case Number 5
Case Number 3 SSN (Numbers Only)

Venue Choice is based upon: (Completion of this section is required)
CHECK THE BOX THAT APPLIES.

|:| 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).)

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

OAK PUT 3 LETTER CODE OF DISTRICT OFFICE OF
WHERE HEARING WILL BE HELD.

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

Employee(Completion of this section is required)

JANE _
First Name MI

DOE
Last Name

345 MAIN ST
Address/PO Box (Please leave blank spaces between numbers, names or words)

OAKLAND CA 94622
City State Zip Code
Employer Information (Completion of this section is required)

Insured [ ] Self-Insured [ ] Legally Uninsured [ ] Uninsured
PREMIUM CRACKERS

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

660 E 7TH ST
Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

OAKLAND 95409
City State Zip Code
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‘ Applicant's Attorney or Authorized Representative: |
Law Firm/Attorney

|:| Non Attorney Representative

JANE

First Name

SMITH

Last Name

568901

Law Firm Number

PUT UAN OF LAW FIRM.

ABLE ATTORNEY ALAMEDA

Law Firm Name

ENTER THE ADDRESS THAT
IS IN EAMS DATABASE.

12345 FIRST ST

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

ALAMEDA CA 94501
City State Zip Code

Defendant's Attorney or Authorized Representative:

Law Firm/Attorney [ ]Non Attorney Representative +

JIM

First Name

JONES

Last Name

577889

Law Firm Number

PUT UAN OF LAW FIRM.

RESPONSIBLE ATTORNEY SAN LEANDRO

Law Firm Name

ENTER THE ADDRESS THAT
IS IN EAMS DATABASE.

45890 EIGHT ST

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

SAN LEANDRO CA 97852
City State Zip Code

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

EXPRESS INSURANCE COMPANY

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

PO BOX 458901

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

SACRAMENTO CA 95800
City
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| Claims Administrator Information (if known and if applicable) \

PUT UAN OF CLAIMS ADMINISTRATOR.

SPRING CLAIMS MODESTO

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

PO BOX 123590

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

MODESTO CA 93489
City State Zip Code

IT IS CLAIMED THAT:

1. The injured employee, born 08/08/1945 , alleges that while employed as a(n) ‘
~(DATE OF BIRTH: MM/DDIYYYY)

STOCKER , sustained injury

(OCCUPATION AT THE TIME 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 settled.)
Specific Injury
ADJ123456 03/09/2002

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: 420 BACK Body Part2: 500 LOWER EXT Body Part 3:

Body Part 4: Other Body Parts:

MAY ENTER "ON JOB SITE OR WORK PLACE" OR ADDRESS.

The injury occurred at 660 EAST 7TH ST

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

OAKLAND , CA 95409
City State Zip Code
Body parts, conditions and systems may not be_incorporated by reference to medical reports.
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| [ ] Specific Injury |

ADJ45678 05/30/2003 01/01/2005

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: 420 BACK Body Part2: 500 LOWER EXT Body Part 3:

Body Part 4: Other Body Parts:

The injury occurred at 660 E 7TH ST

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

OAKLAND CA 94501 _
City > State Zip Code
Body parts, conditions and systems may not be incorporated by reference to medical reports.

|:| Specific Injury

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

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:

The injury occurred at

(Street Address/PO Box - 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.

[ ] Specific Injury

Case Number 4 Cumulative Iniu (Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
D Jury (If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:

The injury occurred at

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

City " " State Zip Code

Body parts, conditions and systems may not be incorporated by reference
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| |:| Specific Injury |

Case Number 5 [ ] Cumulative Injury (Start Date: MM/DDIYYYY) (End Date: MM/DD/YYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:

The injury occurred at

(Street Address/PO Box - 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 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) and the insurance carrier(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' compensation 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 to settlement of the body parts, conditions, or systems and for the dates of injury set forth in
Paragraph No. 1 and further explained in Paragraph No. 9 despite any language to the contrary elsewhere in this document or
any addendum.

4. Unless otherwise expressly stated, approval of this agreement RELEASES ANY AND ALL CLAIMS OF APPLICANT'S
DEPENDENTS TO DEATH BENEFITS RELATING TO THE INJURY OR INJURIES COVERED BY 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 expressly ordered by the Workers' Compensation Appeals Board or a workers' compensation
administrative law judge, approval of this agreement does not release any claim applicant may have for vocational
rehabilitation benefits or supplemental 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.) ENTER DOLLAR AMOUNT WITHOUT COMMAS.
EARNINGS AT TIME OF INJURY $ 2,500.00 IF INFORMATION IS NOT KNOWN, LEAVE BLANK.
2 DO NOT ENTER N/A, NONE, ETC.
TEMPORARY DISABILITY INDEMNITY PAID 1,450.00 Weekly Rate $ 125.00
Period(s) Paid 02/01/2005 01/30/2007
(Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
PERMANENT DISABILITY INDEMNITY PAID Weekly Rate $
Period(s) Paid End date
(Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)
TOTAL MEDICAL BILLS PAID $  5,500.00 Total Unpaid Medical Expense to be Paid By:

Unless otherwise specified herein, the employer will pay no medical expenses incurred
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‘7. The parties agree to settle the above claim(s) on account of the injury(ies) by the payment of the SUM OF |

$ 50,000.00
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.
$ payable to
$ payable to
$ payable to
$ payable to
$ 3,000.00 requested as applicant's attorney's fee.
LEAVING A BALANCE OF $ 45,000.00 , after deducting the amounts set forth above and less

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

8. Liens not mentioned in Paragraph No. 7 are to be disposed of as follows (Attach an addendum if necessary):
NO LIENS
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9. The parties wish to settle these matters to avoid the costs, hazards and delays of further litigation, and agree that a \
satousdigpte exists as to the following issues (initial only those that applyRRONISYHER FEPIRESENTA BYH ARBPPLICANT
AND DEFENDANTS OR THEIR REPRESENTATIVES ARE INCLUDED WITHIN THISETTLEMENT.

Applicant Defendant

Y earnings
Y temporary disability
——  __ jurisdiction
_______ _____ apportionment
o employment

Y injury AOE/COE

serious and willful misconduct

discrimination (Labor Code §132a)

statute of limitations

Y future medical treatment

other

permanent disability

self-procured medical treatment, except as provided in Paragraph 7

vocational rehabilitation benefits/supplemental job displacement benefits

COMMENTS:

ENTER ADDITIONAL INFORMATION
OR CONDITION IN THIS AREA.

Any accrued claims for Labor 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 issue 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 were available as of the date of filing of this
document, and that the workers' compensation administrative law judge may thereafter either approve this Compromise and
Release or disapprove it and issue Findings and Award after hearing has been held and the matter regularly submitted for
decision.
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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 IN
THE FUTURE FROM SOURCES 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.

FILL IN DATE AND LOCATION.

Witness the signature hereof this day of , at

SIGN AND DATE THE FORM.

WHEN DOCUMENT IS NOT
NOTORIZED, TWO DISINTERESTED

Witness WITNESSES TO SIGN AND DATE te) Applicant (Employee) (Date)
THE FORM.

Witness 2 (Date) Attorney for Applicant (Date)

Interpreter (Date) Attorney for Defendant (Date)

Attorney for Defendant (Date)

Attorney for Defendant (Date)

Attorney for Defendant (Date)
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COMPLETE THIS ACKNOWLEDGMENT
SECTION IF NOTORIZED.

State of California
County 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 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 hand and official seal.

Signature (Seal)
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DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADIJ

Document Type MEDICAL DOCS

Document Title QME REPORTS

ENTER DATE OF THE
DOCUMENT FOLLOWING
THE SEPARATOR SHEET.

Document Date 07/10/2007
MM/DD/YYYY Example:
JOHN A SMITH MD
<&<—{JOHN A SMITH PT
Author JOHN PHYSICIAN MD Use only capital letters and no special
characterse.g. /\"'. ", :; () & !

Office Use Only

Received Date

MM/DD/YYYY

DWC-CA form 10232.2 Rev. 11/2008 Page 1 I X amp l e






























DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADJ

Document Type LEGAL DOCS

Document Title PROOF OF SERVICE

ENTER DATE YOU FILL IN DOCUMENT SEPARATOR SHEET.

Document Date 09/10/2008
MM/DD/YYYY
IF YOU ARE A CLAIMS ADMINISTRATOR,
HEARING REPRESENTATIVE OR LAW FIRM
USE YOUR UNIFORM ASSIGNED NAME.
Author UNIFORM ASSIGNED NAME

Office Use Only

Received Date

MM/DD/YYYY
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Case Name:
Case No.:
Our File No.:

PROOF OF SERVICE
I certify and declare as follows:
I am over the age of 18 years, and not a party to the within action.
My business address s B3 Suite

Oakland, California 94621, which is located in the county where the
mailing described below took place. On the date listed below, I served
the following documents: Compromise and Release and
Original Medical Reports (see attached list) by placing a true copy
thereof enclosed in a sealed enveloped and served in the manner and/or
manners described below to each of the parties herein and addressed as

stated below:

United States Postal Service, U.S. Mail, with First Class
postage prepaid and deposited in sealed envelope at Oakland,
California. I am readily familiar with the business practice
at my place of business for collection and processing of
correspondence for mailing with the United States Postal
Service. Correspondence so collected and processed 1is
deposited with the U.S. Postal Service that same day in the
ordinary course of business.

Fheskhoke Umehesokiesksion

Hand-Delivery:

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

Executed on 9/10/08

Example
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