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REQUEST FOR SUMMARY RATING DETERMINATION
of Qualified Medical Evaluator's Report

State of California P Xﬁ! - .
Onl
Division o- Workers’ Compensation se oy

Disabilityl Evaluation Unit

INSTRUCTIONS TO THE CLAIMS ADMINISTRATOR;

1 Use this form Hemployee is unrepresented and has no! tiled an application for aajudcation,

2. Complete this form and forward i along with a complete copy of aH medical reports and medical

records concerning this case tc the physician scheduled to evaluate tne existence and extent of

permanent impairmenl or disability,

3. Send the EMPLOYEE'S DISABILITY QUESTIONNAIRE, DEU FORM 100 to the employee in time for

the medica' evaluation,

4. This form musi oe served on the employee pnprto the evaluation, Be sure to complete the propf of service
INSTRUCTIONS TO THE PHYSICIAN:

1. K the employee is unrepresented, review and comment upon the Employee's Disability Questionnaire*

(DEU Form 100), in your report, (tl the employee does not nave a completed Form 100 at the time

of the appointment, please provide the form to the employee.)

2. Submit your completed medical evaluation and, if the employee is unreoresented.the DEU Form 100.

to the Disability Evaiuaton Unit district office listed below PLEASE USE THIS FORM

AS A COVER SHEET FOR SUBMISSION TO THE DISABILITY EVALUATION UNIT.

3 Serve a copy ot your report and the Form 100 upon the claims administrator and the employee. J
Date of fi rst medical repar. indealing the existence ot permanent impairment or disability:
Last date for which temporary disability indemnity was paid:

SUBMIT TO - Mailing Address:
Disability Evaluation Unit - Sacramento Suite 295 2424 Arden Way, Suite 230 Sacramento CA 95325-2403

PHYSICIAN:
EXAM DATE: ApnME, 2003
EMPLOYEE*

CLAIMS ADMINISTRATOR
Company: SCIF Mailing
Mailing Address: PO Box 31 City, State. Ze>:
(tty,, State. Zip~ uisur”iy CA 94585-6171 Date Ot injury: Novemoe- 24, 2006
Claim No Date ol Birth: Deoemoer 18.1964 _
Phone Social Security#"HtfM M tfH """ _
Adjustor: WCAB Case

EMPLOYERTcg"BHMIHMA~

OCCUPATION: SERVICE TECHNICIAN
(Please attach job description or pb analysis, if available)

WEEKLY GROSS EARNINGS: S&40.00 <Attacr. a wage statement-DLSR 5020 Hearnings are less than
maximum, include the vaue ol additional advantages provided such as mea$. lodging, etc. Hearnings are irregular
0 ffor less than 30 hours per week, iresude a detailec description of all earnings ol the employee from all sources.
Including otheremployers. for one year prior to the date of injury Benefits well oe calculated at MAXIMUM RATE

unless a complete and detailed slatement ol earnings * attached.:
RECEIVED -

11- >
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PROOF QF SERVICE BY MAIL

On 3 -27-r ™ Iserved a copy of this Request tor Summary Rating Determination or

placing

a true 0ooy enctoseti ir a scaled envelope with postage fully
under penalty o<perjury under the taws of the State ot CaliionwBjbaUhe foregoing

wgn_& 101 (/1) ]// A /T /\U(]
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STATE OF CALIFORNIA

Division ot Workers’ Compensation
Disability Evaluation Unn

DEU Form 100 (Rev 4/05)

EMPLOYEE'’S DISABILITY QUESTIONNAIRE

This form will aio the doctor in determining you' permanent Usability, Please complete tnis torn and give *t to the
ohysoan who will oe performing the ©valuation The cooler wil indixdo this form with his or her report and suorral i*
to the Disability Evaluation U jui , wirtha copy to you and you'" claims administrator. 1

Employeei*”*"m*"

Social SecurityNo: * jH H ~ Nature of Employers Business:
Street Number:

City. State Zip Code: (laim Number:

Date o: Injury: November 24. 2006 Date ot Birth: December 18, 1964

PLEASE ANSWER THE FOLLOWING QUESTIONS FULLY, using reverse side If needed:
How was your evaluating doctor selected? (Check one)
|Z  From a list ol doctors provided by*the Stale ol California, Division of Workers' Compensation.
Other (explain)

What cs the name of the doctor who will be doing the evaluation7

m j

‘When 1 $ your examination scheduled? k-PL\/[ \(¢c .u>nsS
What were your job (Julies at the time ol your injury? . \ , -i rf-. / v
Ar CoyldJ. fccrn\caj c !'j~»_ . S$ud

w . a
What is the disability resulting from youc injury? /> N j |
Ga/rv mot uftkAAMis Imjwa -, U m 'L

GxJi iZ Z 4 -
How dpes this disability affect vou 1 your worfc'J ft !y « /i n p fk
CwSfc yIZip ™ o JL . hvZ % A CknuJL
Ixjyu- W tU IU azv A utu>M
Rave you ever hac a permanent disability as a resuit of another injury orlillness?
Please describe the disability? W4 * H/A
here ijib io z
SAF e3132(REV. 7-06) i /
J
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Product Delivery Unit DEU

Document Type MEDICAL REPORTS

Document Title PANEL QME (NON-REPRESENTED ALL DPI)

Document Date 04/16/2008

MWDOAFYYY

Office Use Only

Received Date

MM/DD/  YYYY
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Comprehensive Medicolegal Examination on

April 16, 2008

DOI: November 24, 2006
EMP:
CL#:

Introduction

This 43 year old man is seen for the evaluation of disability in his right upper extremity.
He has selected this office from a list of Qualified Medical Examiners. We have received
the medical file from All of tnc
reports have been reviewed.

This evaluation is carried out according to the AMA Guides to the Evaluation of
Permanent Impairment, fifth edition, chapter 16, the Upper Extremity'. 'Hie Guides are
based on anatomic impairment rather titan subjective factors that are difficult to control,
(Section 16.8)

Work History

The applicant worked for intil
lle was terminated following his injury. He has not worked again

since then.

Work Description

The applicant was a service technician. He drove a sendee van. He repaired air
conditioners and furnaces. He worked 50 to 60 hours a week.

Medical History

The applicant denies ever having any significant injuries or symptoms involving the right
upper extremity prior to the onset of the difficulty that is the subject of this report.



History of Injury

The date of injury is November 24, 2006. The applicant was removing a gas valve from
a furnace. He had a pair of channel locks which means a big pair of pliers. He felt
something give out ir. his right hand. That mght his hand swelled up. When he went
back to work, they sent him to Rapid Care. He worked only about one or two days after
the injury.

Review of Medical Records

November 28, 2006: Rapid Care Cameron Park.
Taking a gas valve apart - felt R wrist pain. Examination: R wrist tender over
dorsal ulna. Diagnosis: Strain R wrist. Treatment: Velcro splint. Naprosyn, start
2x day.

December 30, 2006:
Rieht hand: Three views. Normal hanti.

Januarv 29,2007: Orthopedics. Placcrville.
He complains of pain that is 10/10 on the ulnar aspect of his liand and wrist He
has little active motion of the fifth digit. Phalen’s test is very positive. Mr. Stiles
does present with a bit ofa diagnostic dilemma.

February 13, 2007:
The patient’s clinical presentation is confusion. I will recommend modified work.

March 24, 2007:
R MRI1 hand and wtisl Severe tenosynovitis involving the flexor digitorum
tendons and the flexor pollicis longus. Nondisplaccd fracture proximal phalanx,
little finger. Defect in the scapholunate ligament and triangular fibrocartilagc.

April 4, 2007: Physical Medicine & Rehabilitation.
Electrical studies. Evidence of median and ulnar nerve dysfunction across the right
wrist.

April 4,2007:
Same address and suite, 410, as Tliank you for this interesting referral.



April 12.2007:
The patient’s hand is getting worse. X-rays of the right hand - possibly healed
fracture ofthe small Finger. At this time it is really impossible to make a diagnosis.

April 27. 2007:
RA titer. Result-5

April 27, 2007:
At this time it is really possible (sic) to make a diagnosis.

June 21,2007:
At this time it is really possible (sic) to make a diagnosis.

July 31,2007: [Rheumatology
The current findings implicate some type of chronic inflammatory
arthropathy/tendinopalhy. Rheumatoid testing might include repeat rheumatoid
factor. I cannot provide a definitive diagnosis or recommendations. Rheumatologic
surveillance would be somcwhai difficult until worker's compensation issues are
resolved.

August 2. 2007:
X-rays: Four views ofthe right small finger Normal appearance of the phalanges.
At this time it is really possible (sic) to make a diagnosis. I recommend that we
proceed with surgery.

September 13, 2007:
At this time it is really possible (sic) to make a diagnosis. He is scheduled For
surgery.

September 17,2007:
Surgery under Bier block. Release ofright carpal tunnel.

September 17,2007;
Pathology report.  Right wrist synovium. This suggests the possibility of
rheumatoid arthritis.

October 7,2007:
Slight opening of his wrist wound.



Page Four

2007

He Has an opetMvouwRvenn”urgBal site Vi’ long by W’ wide.

the wound.

ijndaaflm um um *
mK ill has an opeiHvound over the surgical site.

October 26, 2007:
The wound in the palm is closing.

December 4, 2007:
He still needs tc do therapy,

January 10,2008:
He needs to conunu”nerapj***"®

2008 B H H H I
Request for physical therapy was DHNIED.

Interval Status

We will monitor

The applicant sa u |* ~ |H |a t the end of March. He just looked a* everything. He said
to come back in six weeks. The applicant has another appointment in a week and a half,
Thus far the applicant has had 27 sessions of physical therapy. He took it until a month
ago. In terms of medication, the applicant takes Celebrex 200 mg twice a day.

Present Problems

The fingers do not bend at the end indicating the distal finger joints. That is as far as the
pinkie can go down indicating limited flexion in the little finger. He has no grip on small
objects. If he makes a fist and tries to flex the pinkie, his other fingers come up. If he
rotates his hand to break bolts, he doesn’t have much strength. When he tries to twist a

nut, he doesn’t have much strength. It makes his wist swell up.

After the injur)', he had numbness in the fingers but all the numbness has gone away.

The numbness involved the long, ring and little fingers.

He hasn’t had any night symptoms for five or six months.



Paee

AprSntooit”

General Appearance

The applicant gives his height as 5° 11”. On our office scale today including all his
clothing, he weighs 177 pounds.

The applicant is right handed.

Examination of the Right tipper Extremity

There is no limitation o f motion at the shoulder or elbow.

Compression of the ulnar nerve at the elbow causes tingling in the little finger.
Forearm circumference is 10 7/8” on each side at the same level.

It can be demonstrated that there is decreased muscular tonus in the area of the right
forearm that is supplied with the ulnar nerve compared with the opposite forearm.

There is limitation of motion at the wrist as noted on Figure 16-la.

There is a vertical scar over the proximal palm extending into the forearm. The forearm
component o f the scar is 1” in length. The component of the scar in the palm is also 1”.

The tests for carpal tunnel syndrome were carried out. Maximum comfortable flexion of
the wrist does not cause any sensory alteration in the digits. Tapping over the median
nerve at the wrist docs not cause a shock.

On lightly stroking the lips of the digits of the right hard and comparing with the left
hand, *here is no sensory impairment in any o f the digits.

On flexion of the fingers, there is considerable impairment of flexion in the little finger.
There is impairment of flexion in the other fingers to a icsser degree. This is documented
on Figure 16-1b. There is considerable atrophy of the hyoothenar eminence which is the
muscular area at the ulnar side of the palm. There is considerable weakness of adduction
in tlie little finger.

His grips with the Jamar dynamometer are:

Right - 75, 68, 50
Left - 135, 140. 132



X-ravs
We have obtained views of both hands and wrists. In comparing the minialization in the

bones of the right forearm, wrist and hand, there is no significant difference from the left
hand.

Diagnosis

Right cubital tunnel syndrome.

Future Medical

The appropriate form of treatment in this situation is release of the right cubital tunnel.
However, it was explained to the applicant that the condition has existed for so long that
the possibility of regaining muscularity in the involved muscles is slight. In other words,
die prognosis for recovery of function is not particularly good. It should be clear by now
that physical therapy has nothing to offer in this situation.

Work Restrictions

The applicant is disabled from returning to his former employment which was working in
heating and air conditioning.

Vocational Rehabilitation

The applicant is a qualified injured worker and snould be offered vocational
rehabilitation.

Apportionment

There are no factors of apportionment to preexisting or nonindustrial causes.

Industrial Causation

The cubital tunnel syndrome was not caused by the injury that is described as the date of



Anri! 16. 2008

the industrial injury. The nerve compression had a gradual onset but apparently remained
silent as it often does for some period of time. The event with the channel locks focused
attention on the difficulty in the extremity. This remained undiagnosed through a long
series of medical visits.

Jti? interesting to note that the nerve compression was touched upon by the report of Dr.
Dcngler dated April 4, 2007. Electrical studies were reported as showing evidence of
median and ulnar nerve dysfunction across the right wrist.

The fact that there was ulnar nerve dysfunction was accurate but the level of the lesion
was not correct. It was actually at the elbow.

All this was explained to the applicant. Then 1showed hirr a picture from the Journal of

the American Medical Association entitled Cubital Tunnel Syndrome
showing impairment of flexion in the little finger was virtually identical to the condition

of this individual's hand.

In summary, the cubital tunnel syndrome was caused by the stresses of his employment.

The causation is industrial.

Factors of Impairment

These are noted on Figures )6-la and 16-1b. The whole person impairment is 10%.

Disability Status

The applicant has reached maximum medical improvement

Declaration

There has not been a violation of Section 139.3 and the contents o f the report are true and
correct to the best of my knowledge. This statement is made under the penalty of perjury.

Furthermore. I certify that this report lias been prepared in accord with the
Code ofRegulations . Title 8. Section 10606. Physicians’ Reports as Evidence.

This declaration was signed on April 18.2008 at Placer County, California.
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____ D epartment of Industrial Rotations, Industrial Medical Council, PO Box &&S6 San Francisco, CA £4126' (650) 737-2767
State ¢

caifOTia Quali  fied or Agreed Medical Evaluator*s Findings Summary Form
* Employee Name (First. Middle, Last) 2. Soc-ai Sec NoTOpti onaij- Date of Injury (MV Dy /YY)
Ctaims 6. Name:
Administrator/ State Cotrp. Itta. Fund
Employer 7. Street Address Gty 2ip 8. Telephone
P.O. Box 3171, Suisim City, CA M5M-C171 »16. 924-5100
Exam & Date of Appointment Cal? 1D Date or Initial Examination “1  Dote of Referral for Medicar Testin(YConsul
Referral 3,11.2008 4.16.2006
Schedule

1 2. Date AME/QME's Resort Served on all Parties 4 19.2Q05
Disputed 13. The following medical issues will be used to determune the patent's oligiDility for workers' compensation. Cheer.

Medical tne appropnate oox and reference the corresponding pBge(e) or section of the mad-legal report for details.
Issues
And Conclusion Report page(s)
section Pending or
Yes No Info Not Sent
a s there permanent disab*iiy? 2 0 ] i
b is the medical cond 2 ition stabld 4fill notdikely Q
to improve with active medical or surgical treatment
(i.e, is The condition permanent and stationary)'?
¢. Did work cause or contribute to the Injury or iimess? ® 0 o
d . ¥ permanent disability exdsts, is o E3
apportionment warranted?
e Isthere a need for current or future medictl care? 0 O O
f. Can this employee now return Qfes [3 No id hlaftier usual jol
ifyes
L Without restrictions d Yes D no JKYES, Date
i VWi restrictions QYes Q no , KYES, Date:
Frestricted work is recommended, reference page”“aji'secbon in reoort for details:
Basis tor Check box and refer to page(&) or section Report page(s) Pending or m  rep(
Conclus ions or seclion Yes No Info. Not Sent
14. Are there s ubjective complaints? i_ E3 O ]
15. Are there any abnormal physical or psychological + 0 CH D
examination findings'?
16. Arc them any relevant diagnostic test results |x-fay/taboraldiy)? m a n
17 VWiat are the di agnoses? dla) Rtgnt cubitsi tWMW syndrnme.
16. Were treatin g physician's reports reviewed? E D (0)
15. Were other phyakaans consulted'? QfeS ONO
Street _Zip "
T elephone __C alL #1»*
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