Representing
injured workers
since 1956

FARRELL
FRAULOB

& BROWN

A Professional Law Corporation

2315 Capitol Ave.

Sacramento,
CA 95816-5812

P.O. Box 160467
Sacramento,
CA 95816-0467

Telephone
916-442-5835

FAX
916-442-0834

May 29, 1996

WORKERS' COMPENSATION APPEALS BOARD
31 E Chanel Street
Stockton, CA 95202

RE: Thomas Beard vs. San Joaquin Mosquito and Vector Contro

W.C.A.B. No: Unassigned

Greetings Judge:

Your attention is directed to the enclosed documents:

[ x ] Please file Application(s) for Adjudication of

Claim.

[ ] It is requested that this matter be set for hearing
in accordance with the attached Declaration of
Readiness to Proceed, previously filed on May 16, 1996.

[ ] Please file the medical reports of:

[ ] Please note the new address of the applicant:
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STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS

WORKERS’ COMPENSATION APPEALS BOARD 3 drberons

D
APPLICATION FOR ADJUDICATION OF CLAM CASE No. S lfﬂ«fr@/ (¢
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M r. Thomas Beard 5, e‘$y£937 Toyan Drive
< @, \G}Oﬂ\ﬂ S s NJURED EMPLOYEE'S ADDRESS AND ZIP CODE)
- TS Os
Social Security No: 558-76-6159 Q:?%)&O Sstockton, CA 95203
\L',
(APPLICANT,IF OTHER TVI;I.AN INJURED EMPLOYEE) 7 7 5 9 S - Ai(/ifPLl(cj)AE]"’tS AIﬁRaE.SS AND ZIP CODBE)
san Joaquin Mosgquito and vector Control Stockton,, CA 95206
(EMPLOYER——-STATE |F SELF-INSURED) (EMPLOYERE‘ADDRES%AND ZIP CODE)
. 392 D Conners our
Keenan & Associates chico,, CA 95929

(EMPLOYER'S INSURANCE CARRIER OR, IF SELF-INSURED,ADJUSTING AGENCY) (INSURANCE CARRIER OR ADJUSTING AGENCY'S ADDRESS)

IT IS CLAIMED THAT:

1.

THE SAME,AND FOR ALL OTHER APPROPRIATE BENEFITS PROVIDED BY LAW. / } ]
Dated at Sacramento , California, 05/29/96 :
[Eh)) })[Z't) ] ///) / E
David G.W. Belden gL ,/%zy

The injured employee, born 09/24/49 , while employed as a control tech

(DATE OF BIRTH) (OCCUPATION AT TIME OF INJURY)
on B6/22/95 at Stockton, CA
(DATE OF INJURY) (ADDRESS) [(el19] (STATE) (ZIP CODE)
By the employer sustained injury arising out of and in the course of employment to
left knee

(STATE WHAT PAR"rS OF BODY WERE INJURED) 5 3
inspecting a ditch for mosquitos and fell hurting knee
(EXPLAIN WHAT EMPLOYEE WAS DOING AT TIME OF INJURY AND HOW INJURY WAS RECEIVED)

Actual earnings at time of injury were: $16.69 per hour, maximum for TD
(GIVE WEEKLY OR MONTHLY SALARY OF HOURLY RATE AND NUMBER OF HOURS WORKED PER WEEK)

The injury occurred as follows:

(SEPARATELY STATE VALUE PER WEEK OR MONTH OF TIPS, MEALS, LODGING OR OTHER ADVANTAGES REGULARLY RECEIVED)

The injury caused disability as follows: TD/PD

(SPECIFY LAST DAY OFF WORK DUE TO THIS INJURY AND BEGINNING AND ENDING DATES OF ALL PERIODS OFF DUETO THIS INJURY)

Compensation was paid 4 gunknown
(YES) (NO) (TOTAL PAID) (WEEKLY RATE) (DATE OF LAST PAYMENT)

Unempl(;qyment insurance or unemployment compensation disability benefits have been received since the date of injury

(YES) (NO)

Medical treatment was received ¥ ongoing All treatment was furnished by
(YES) (NO) (DATE OF LAST TREATMENT)

Other treatment was provided or paid for by

Did Medi-Cal pay for any health care

the Employer or Insurance Company %ES) e

(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDICAL CARE)

—— I‘(INO) doctors not provided or paid for by employer or insurance company who treated or examined

related to this claim

for this injury are

(STATE NAMES AND ADDRESSES OF SUCH DOCTORS AND NAMES OF HOSPITALS TO WHICH SUCH DOCTORS ADMITTED INJURED)
Other cases have been filed for industrial injuries by this employee as follows:

left knee, 1989, CT = 1/18/96

(SPECIFY CASE NUMBER AND CITY WHERE FILED)

This application is filed because of a disagreement regarding liability for: Temporary disability indemnity X
Medical treatment —X

Permanent disability indemnity X Reimbursement for medical expense

Compensation at proper rate X Rehabilitation X Other (Spec@lN%C%%ﬁmmmF

e

PPLICANT’S ATTORNEY) PPLICANT/S SIGNATURE)

2315 Capitol Avenue D 'd/é. 3 i
Sacramegto, caVelb816 avi W BéAlden for Applicant

(ADDRESS AN TELEPHONE NUMBER OF ATTO
Farrell, rauio% & ﬁrown 5%%—442-5835
DIA WCAB FORM 1 (REV 7/81) 84 32595
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DNIS}ON OF WORKERS' CONPENSATICON
EMPLOYEE’S CLAIM FOR
WORKERS’ CONPENSATION BENEFITS
ce of your job, you 2i8
en:}med +o workers' compensetion benefiis.

If you zre injured or become il becau

compiete the <mployee™ gection znd cive the form 10 you
“Empicyee's Temporary Feceipt
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: Esiz0o de California
Depzrizmento ce Relaciones Industrizles

DNISION DE COMPENSACION AL TRASAJADOR

RECLAMO DEL EMPLEADO PARA BENEFICIOS
DE COMPENSACION DEL TRABAJADOR

Siud. se ha Jlesionzoo o se ha enlermz0o en/o 2 czlsa oe su
trzbzjo, Ud. tiene gerecho a recibir beneficios Ge compensacion
zltrebejedor. : .

Complete ia secci6én “Emplesdo” Y entregue la forma a sU
empleedot. oQuéoese con ia copia designzca “Recibo Temporal
del Empleado” hzsia que Ud. reciba 12 copia fecheca oe sU
emplezdor. Si Ud. necesiia egyJca pera compleier esia forna 0
pzre obtener sus seneficics, pongese en conizcto con iz Oficina
Esiztzl ce isistencia para Bernelicics Y Ejecucién ce les_Leyes
rertinentes lemanoo zl 1-800-736-7401. 4l Oorso ce esiz forma
se encueniré una ex;:!icacién ce los bereficics ce ccmpensacién
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tejzoor jesiorn.zgoy Ics procedfmienros rera cbienernics.
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Jling out this form of in

of workers' compensa-
ihis form.

15 znd the procedyr

1. Neme. hNombre THOMAS REARD Toczy's Dele. Fecha ce Hoy.57/'> q/q 6
2 Home 2CCress pireccién Fesicenciel 2937 Tayan Drive
3. City. Ciuced. _Stockton. Sizie. £siz00.cp Zip. Cooigo Fosizl95203
2. Dzte of Injury. Fechace iz lz<ién (zccicerte) B L22 /95 Time of injury. Horz en oue ceurrid Fie s
5, hZcress/pizce where injury rzppensd. nireccibn/iuger oonce ocurrib el zccicenie.

Q+rockton = Ch
8. Describe injury end per Do ziecizca left knee
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US Postal Service . ;
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No Insurance Coverage Provided.
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STATEMENT PURSUANT TO
LABOR CODE SECTION 4906(g)

We, the applicant and his/her attorney, declare under penalty of perjury that we
have not violated Labor Code Section 139.3and we have not offered, delivered,
received, or accepted a rebate, refund, commission, preference, patronage
dividend, discount, or other consideration, whether in the form of money oOr
otherwise, as compensation or inducement for any referred examination Or
evaluation. :

L
paTED:. S L/ @/ @ <M
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Applicant Signature: j ﬂ / \ % M)/)/
>
{

/ / / //> . ///
Attorney Signature: \ :\y./‘ /i / /}Z : ——
FARRELL, “& BROWN

2315 Capitol Avenue

Sacramento, CA 95816
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I am a citizen of the United States and employed in
Sacramento County, California; I am over the age of eighteen
(18) years and not a party to the within action; my business
address is 2315 Capitol Avenue, Sacramento, California 95816;
on this date I served the APPLICATION FOR ADJUDICATION OF
CLAIM by placing a true copy thereof, postage prepaid, in the
United States Post Office mail box at Sacramento, California,
addressed as set forth below:

Thomas Beard
2937 Toyan Drive
Stockton, CA 95203
Ginny Fabale
KEENAN & ASSOCIATES
392 D Conners Court
Chico, CA 95929
I declare under penalty of perjury that the foregoing is

true and correct.

Executed on June 3, 1996 at Sacramento, California.
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CHRISTINE DRUBE




