PLAINTIFF'S EXHIBIT 17-C
DATE OF INJURY: 01/21/05

I h 1 8 i
/| Tiffany Anderson:
DOI: /1 INCIDENT OCCURRED AT WHITE SLOUGH, BUT EMPLOYER
/ | FALSIFIED STATING THE INJURY OCCURRED AT 7759
01/21/05 /| AIRPORT WAY, WHICH (S THE EMPLOYERS MAIN BUSINESS
7] ADDRESS; EMPLOYEE WAS SPRAYING AT WHITE SLOUGH
WITH UNKNOWN CHEMICALS y=Yes, we have
i 1
/ 3 acopy N=No
Ri‘uiv.d ¢ ALSO SEEN AT KAISER ON 1/26/05 AS we do not have - o
Required Forms Forms? 1 AUTHORIZED BY JOHN STROH. HE a copy WC CLAIM #:VEO50054
1 / E ALSO INSTRUCTED ME TO FALSIFY MY
, TIMESHEET FOR THE KAISER VISIT, Tiffany Anderson:
lMI Y 1 WHICH WAS AT 11:50 AM. L] work status report
DWC-1 ACK FORM N ¥ /| notes *discharged
- , |PrROVIDER'S NAME AND
DATEOF ' ~ |ucensE #: DR.DONALD
: 1/26/05| 1/27/05| 1/31/ 2/2/05| 2/3/05| 2[1/05 2/28/05|ROSSMAN, CAHC35074
Required Forms PROVIDER CASE #:66402
|
EMPLOYER'S FIRST REPORT OF INJURY Y N/A N/A N/A N/A N/A N/A
PATIENT'S INITIAL VISIT FORM N N N N N N N
AND AUTHORIZATION TO
RELEASE INFORMATION-PROVIDER'S
FORM N N N/A N N/A N N
[CONSENT TO TREAT AND AUTH TO
RELEASE INFO TO EMPLOYER
Y| N/A N/A N/A N/A N/A N/A
N N N N N N N
NOTES (TYPED) _ N N N N/A N/A N N
N N N N/Al N/A N N
STATUS REPORT WORKSHEET N N N N/A N/A N N
K STATUS REPORT Y Y ¥ N/A N/A Y Y
DOCTOR'’S FIRST REPORT OF INJURY N N/A N/A N/A N/A NAl WA Thiag/ Anfiescs
o OHS biood test noted on TA's
PR-2 N N N N N N N time card, but no record of labs
+— received
[FOLLOW UP APPOINTMENT INFORMATIS Y Y yf _—N/A N/A| Y N/A
LAB RESULTS (iF w N/A] N/A N N/A N/A N/A N/A
|AIMS MILEAGE REIMBURSEMENT FORM Y| Y ¥ Y X Y| Y
ICLAIM SUMMARY-PAYMENTS N/A N/A N/A N/A N/A! N/A Y
AIMS FULLY RECOVERED LETTER N/A N/A N/A N/A N/A N/A

TIFFANY ANDERSON

\ - -\




State of California
Department of Industrial Relations
DIVISION OF WORKERS’ COMPENSATION

‘WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

Employee: Complete the “Employee” section and give the form to
your employer. Keep a copy and mark it “Employee’s Temporary
Receipt” until you receive the signed and dated copy from your em-
ployer. You may call the Division of Workers’ Compensation and
hear recorded information at (800) 736-7401. An explanation of work-
ers' compensation benefits is included as the cover sheet of this form.

You should also have received a pamphlet from your employer de-
scribing workers’ compensation benefits and the procedures to obtain
them.

| Any person who makes or causes to be made any knowingly false
f o fraudulent material statement or material representation for
aining or denying workers'’ compensation bene-
uittyv of a felony. :

f the purpose of obt
£ fits or paymentsis g

[ Estado de California
Departamento de Relaciones I ndustriales
DIVISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACI ON DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccién “Empleado” y entregue la forma a su
empleador. Quédese con la copia designada “Recibo Temporal del
Empleado” hasta que Ud. reciba la copia firmada y fechada de su empleador.
Ud. puede llamar a la Division de Compensacion al Trabajador al (800) 736-
7401 para oir informacién gravada. En la hoja cubierta de esta
forma esta la explicatién de los beneficios de compensacién al trabjador.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacién al trabajador lesionado y los procedimientos para
obtenerlos.

Toda aquella persona gue a proposito haga o cause quc s¢ produzca
mmqnier doclaracion o representacion material falsa o fraudulenta con el
fin de obfener o negar beneficivs 0 pagos de compensacion a trabajadores
| lesionados es culpable dein crimen mayor felonia’:

Employee—complete this section and see note above  Empleado—complete esta seccién y note la notacion arriba.
M. : 3 | ’! I 1_ -;;"/' ,,f"‘.vég’
1. Name. Nombre. [iirny ANGaSon ; Today's Date. Fecha de Hoy. i AT LLS.
3 ¥ B :1' ,’;.- 5. . ,.Q’t §
2. Home Address. Qireccién Residencial. 118 St O Hodimns B f?“é S
i Lodd CH T Y240
o Gy Ciudad - == ~v b . — LState. Estado. Lot Zip. Cédigo Postal. ik ok
{- L3 & 1) & 3 A ‘e
4. Date of Injury. Fecha de la lesién (accidente). __* bl e Time of Injury. Hora en que ocurrid. am. _{nd p.m.
5. Address apd description of where injury happened. Direccién/lugar dénde occurié el accidente. __
— L'-\xi.« D Id e e it ’ i i )-’- S1ols ey \s,v'\”/ < \
[ R \\ s R R Gl Ui aBican il BN e R A LA DS S ;
2 et BT R e, oy o s
6. Describe injury and part of body affected. Describa la lesién y parte del cuerpo afectada. \{ N ek SN b Ly b rd X\
Y e N D
: : O TSR e TR T X
7. Social Security Number. Niimero de Seguro Sociy] del Empleado. :}“i [-d DOt
B ~Y = Y ___,‘a"w
Signature of employee. Firma del empleado. s > \‘\‘ -’~'§x§f~f‘"
Employer—complete this section and see note below. Empleador—complete esta seccién y note la notacién abajo.
. . ]
“’: “’\» R ". NNY [ i """-‘ -'“'::‘ ‘-:\-'~ - e P -~
9. Name of employer. Nombre del empleador. Seat ‘-'-‘\W“’\,t : ‘\\-S’Q WU ANG TR C A i f & {
CEEF R RS i . 21 T Aoh Yoot ARER. i
10. Address. Direccion. 2ahd (R e Lardmy 0 SRS . =
i 5 ¢ o : 's_ )L\’{\;Qm L Y
11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente. il r;« s SRS e
Lilmy pre
12. Date claim form was provided to employee. Fecha en que se le entregd al empleado la peticidn. |- g L0
13. Date employer received claim form. Fecha en que el empleado devolvié la petidiér: al empleador. e g~ O 8
14. Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compafiia de seguros o agencia adminstradora de Seguros.
Q SRR R Y eyt 8 LBy doy DEioH LA IERNEERLI B By
15. Insurance Policy Number. El mimero de la péliza de Seguro.
16. Signature of employer representative, Firma del representante del empleador. R A v Gl
17. Tide. Titulo. _ SN 18. Telebhone. Teléfono. _: (> N

Employer: You are required to date this form and provide copies to
your insurer or claims administrator and to the employee, dependent
or representative who filed the claim within one working day of
receipt of the form from the employee.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su coni-
pania de seguros, administrador de reclamos, o dependiente/representante de recla-
mos y al empleado que hayan presentado esta peficion deniro del plazo de un dia
hdbil desde el momento de haber sido recibida la forma del empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

{J Employer copy/Copia del Empleador {3 Employee copy/ Copia del Empleado

7/1/04 Rev.

\Fﬂaims Administrator/Administrador de Reclamos {3 Temporary Receipt/Recibo del Empleado

3 e o




FStals of Camiarmis T YT
e ¥ 5 CTASE 1
. IEMPLOYER'S REPORT OF ACCEAMATION IRSURANGE MATVA GEMENT SERVICES [ OMAEHE NG,
CCCUPATIONAL IRJURY OR ILLNESS PO Ria 81
FRESNO €A 93720 eavaury  [J
Any persan who makes of Causes o be made any T aioria iaw requsies employers o report within five Cays ol knowiedge every oCrupRions! iajury of Rhess which fesits in lost me beyond the {
kw ingly taise or traudutent materl .a::.w!: = date o e inciden! DR requires medical reatment teyond fist 2id i an employee subsaguently Ges as @ resull of 2 previously reponac infury ot }
. pre for the vabipstars e i |Wness. ihe empicyer must fie within five days of inowledge an amended report ingicating death. In poditon, every SCrouS injury, ibnese. or death
,.,.,,' Sfahtany - 4 must be reported immediately by telephone or ielegraph (o he nearest office of the California Division of Occupalional Safety and Heaih.
e canse e
'—1 T. FIRM NAME fa. Policy Numbwr Pleane do not use
WQNTTTD £ YECTOR CONTROL DI STRICT this cobumn
£ |1 MAILING S TRumber, Swest. City, 2ip) ‘5 2. Phone humber
i UTH AIRPORT WA ) CASE NUMBER
P 7759 SOUTH RPORT WAY amncgmoN CA. 95206 A09 _982-4675
1T Y eront Smbar, SUresl, City and 2p) Ja. Location Code ]
] OWNERSHI®
Y
E Wﬁﬁmssnmg Zonlractar, Wholasaie Qrocer, SAwWml, oM, 1% 7 Siate UnempioyIment MsuIINCe SCCLAD
R -
i MOSQUITO CONTROTL
% TYPE OF EMPLOYER: ] "t P .
[ Jpone [ Jsme [k [ o [ Jsowaniva @“M o WoUsTRY
Y DATE OF INJURY  ONSET OF ILINESS 3, TIME INJURYALLNESS OCCURRED 4. TME EMPLOYEE SEGAN WCRK 0. 1F EMPLOYEE DIED, DATE OF DEATH Immiadiy)
o = w_12e g bV e, PR GCCUPATION
;‘}umau:'l.i = 1 42. DATE LAST WORKED (mmiddiyy) 3. DATE RETURNED TO WORK (mmiddyy) ' e STHL OFF WORK, CHECK THIS BOX:
B L 1/25/05 ‘
: SEs F 1® RENG CONTINUED? 5 DATE OF EMPLOYER'S KNOWLEDGE MOTICE OF | 8 JATE EMPLOYEEW AN FORE BEX
Ve Mo WAURYALRESS [mmidlyy) |FORM {mmidddyy|
= A 1/26/05
ART OF BODY AFF . MEDICAL DIAGNOS'S ¥ avaliabie. 0.§.. Gegres bums on nghl antt, Bow, ad polseing. . -7 1 T AGE
t
N hodsy
H A City, o} 208, COUNTY 121. ON EMPLOYER'S PREMISES? DAILY HOURS
u : { as DNu
E District yard San Joaquin ool
nmmvmwmmm&m.u.mwmm B3 Other Workers injursd o( 8 in 7
i Du No DAYS PER WEEK
2 B4 EQuiP W.‘m‘% AND cn%vﬁ EWPLOVEE WAS USING WHEN EVENT OR EXPOSURE DCGURRED, w9, Acutylens, weiding forch, farm tracter, scaffold
R
5 weeds WEEKLY HOURS
75 SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, ¢.5.. Welding seams of metal forms, isading bexss onto truck.
' WMEXMEXANEXHYX Standing and jumping on the weeds to pack !
‘| them down in garbage dumpster. | WEEKLY WAGE
- L. 5 AOW i JURYVALLNESS OCCURRED. %ﬁﬁ'ﬁ%ﬁ OF EVENTS. S7FCHY GBJECT OR EAPOSURE WHICH DIRECTLY PRODUCED THE WIURYULLNESS, € ¢.. Wodker $iepped DacK o nspect work |
IN mm‘mmwmn-ﬂmmwvmmﬂ,—nwunm.mwwrtmruucsmv }
£ {
S COUNTY
s same as above
27, Naams and address of physicion (sampet roe, iy, 70} g{ _RoS im g H : 1 275, Phone Number "7l NATURE OF INJURY
Dameron Occupation Health Services
| 525 ¥ Acacia St _Stockto CA 95203 £ 209 461-3196 #3 |
28. Haspitalized us an inpalient overaight? Ne Yes I yes ihen, name snd sgdreds of hospial (number, steees, city, Tip} f 28e. Phone Number ;_.._.___._._._--
[ PARY OF BODY
| 29. Employre (mated In emergency room? i
i
S {1 5 el O
(ATTENTION This form contains intormation rsiating to employee heaith and must be used i4 a manaer that protects the i tiality of empioy To the extant passibl S BURCE
wilie the information (s being used for cccupationai safety and heaith purposes. See CCR Title £ 14300.28 (n)f6)-{16} & 14300.35(03{2HE)2.
Note: Snades bocas ndicaas .t Y s fistad in CCR Titte # 16300.38HER".
30, EMPLOYEE NAME. e e ey U SECUNITY NUMBER | 32 PATE OF SIKTH (mmidalyys !
% i EVENT
i | Tiffany Anderson 549-23-5133 '08/22/7170 |
i {33 HOME ADDRESS (Nutnber, Steeet, City, Zip} | 33, PRONE NUMBER ey vrvay vy
& : : ! I ~ | SECONDARY SOURCE
1830 S Hutchins #304 Lodi CA 95240 209 333-1037 s :
L | 3a.56X 3L DCCUPATION (Reguitt |ob ULe, NO inials, abbreviations or numbers} 15 DATE OF HIRE (owddiyy) i
b [Jwwe  Egl e Mosqnito Technician 1 4/ 05 cxonwij
& |37 EMPLOYEE USUALLY WORKS 3s. E"Pf"'“i"‘;:’”“s [ santme DLy WhERE WAGES ASSIGNED
£l 8 hoursper tay. 5 daysperwesk, G ()  toisl weekly nours D"‘“ £5 o 3
i pmporary seasonal P’ . t_————.—JEXTEN’T OF INJURY
{ dalaries/wages |
18 GROSS WAGESISALARY BTy : 5 T OTHER PAYMENTS NOT REPORTED AS WAGESISALARY (8.¢.tios, meais, Gverime, bonuses, #1617
s 1421 .rcpi-weekly Dm EC"“
e C ampisted By itype ar orint) Signature & Titie | ate (mmiddiyy}
1
T 7N ¢ (\ H
Carol Aksland QO)\A, Qe an— &2 |=2-05 !
A fidenta int N i X ’ ihyes, fore y tiveir v talive (CCR Titie § 14300 35] 10 athers fof the purpose of 2 '3 o workers’ compensation or other
:l';im; ng un:;::m wm:: ks m?f,&'ﬁﬁ“&{,’; l;'l':c;::f\m:'ng of m"-’%ﬁn’z’a‘?’?@'&%{&.\mm« {CCR nu; § 1430030} COR Titie § 14260 48 nw!,ns provision upon raquest 1o tartain sials and
| federal workplace safely agencias.
FORM 5020 {Rev7) June 2002 FILING OF THIS FORM 18 NOT AN ADMISSION OF LIABILITY

DISTRIBUTION: WHITE=WORKERS' COMPENSATION CANARY=WORKERS' COMPENSATION * PINK=PERSONNEL DEPT

y o




EXAMINATION AND/OR TREATMENT AUTHORIZATION
Employer: SAN JOAQUIN CO. MSEQUITO & VECTOR CONTROL

7759 & Airporit Way

CTOAXTOM CA 85206
7O DOCTOR: _ pameman OCCUPATIONAL HEALTH :

420 W. Acacia St 18 EMPLOYEE___TIFFANY YAND‘ERSON

STOCKTON CR 95203 DATE OF INJURY LEI/28/

Our employee, _Tiffany Anderson is reported to have been injured on the above date. This person
is being referred to you pursuant and subject to applicable workers' compensation laws. Please complete this entire form
and return it to the injured worker.

AUTHORIZED SIGNATURE____Q&-_’Q&/ muﬁn Outn 9.« DEPT OFFICE

s TO THE TREATING PHYSICIAN: The Employer provides, whenever possib'e, modified work {light duty), for employees who are unabie to perform
their reguiar duties due o iliness or injury. Because of varied activities, work can usually be found within the employee's limitations while he/she is
recuperating.

THE FOLLOWING PORTION TO BE COMPLETED BY THE PHYSICIA!‘;;

A D Patient may return to work with no work restrictions

Date of next doctor's appointment

B. L__] Patient may be capable of performing a light duty work assignment. The following work restrictions

apply untii / /

Atk ]
AN ot Y
c @ Patient is not capable of returning to regular work or modified work because___% WENAG Te L)

[
/

Expected period of disability (use specific dates)

{ouiliv
Date of next doctor's appointment | 15 ‘\ W

Y pcd ol R e A [ i,
SIGNATURE gf LE Mg ALY Lo e e v i I %
TREATING PHYSICIAN

THIS FORM MUST BE COMPLETED AND RETURNED IMMEDIATELY BY THE EMPLOYEE TO THE PERSONNEL
DEPARTMENT FOR VALIDATION.

PLEASE FORWARD YOUR DOCTOR'S FIRST REPORT OF INJURY OR [LLNESS TO OUR ADMINISTRATOR:
ACCLAMATION INSURANCE MANAGEMENT SERVICES

P.0. Box 28100
v AefoAEA 98729

SIGNATURE & TITLE

DISTRIBUTION AFTER COMPLETION: White - AIMS, Yeliow - Personnel Office, Pink - Doclor A 3012 (2-24)

\1-¢c-4




[%}/ﬁeron
ospital Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name:
Social Security No.:

Anderson, Tiffany
549-23-5133

Date of Visit: 01/26/2005
Timein: 08:25 am Time Out: 09:57 am

Employer: SJ Mosquito and Vector Control
Date of Injury: 01/21/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 66402 Claim Number: pending

CLINICAL STATUS
Diagnosis: Allergic Reaction
Since the last visit, this patient's condition has:

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:
Recommended Evaluation / Diagnostic Studies:

)A’DRK STATUS
Work Status: off balance of shift; return to full wgom: 01/26/2005 101  01/27/2005

Work Restrictions:

Estimated return to full duty:

PN -
HE e

105

DISPOSITION

Disposition:

Next Scheduled Appointment: 08:00 am

1427 /2005

4 have not violated Labor Code Section 139.3, and the contents
knowledge. This statement is made under penalty of perjury.”

Signed,
Donald Rossman, (Original signature on file)

of the report and bill are true and correct to the best of my

Doctor's Phone: (209) 461-3196 opt. 3

Doctor's Fax: (209) 461-7529
Case Coordinator Phone: (209)461-3196 opt.1




' Dameron Hospital Association
Occupational Health Department

* Next Appointment Information *
(Informacion para su siguiente cita)

For:  Anderson, Tiffany ‘Today’s Date:  1/26/2005

Next Appointment Date: Case Number: 66402 ‘

Location: (] Suite 2 (1* Floor) (] Suite 19 (2™ Floor)
(209) 461-3196 x3 (209) 461-3196 x2

Linacia Building
420 W. Acacia

S.E. comner of Lincoln & Acacia
(En la esquina Sureste de la calle Lincoln y Acacia}

Your appointment

e Please arrive to your appointment on time.

e Please do not bring children or more than one family member to your
appointment.

e If you need to change your appointment, please call us as soon as possible.

e If you do not keep your appointment, we must assume that you have recovered
from your injury and you will be returned to full work duties until you return for a

‘ follow up visit.

Parking
e Parking is available street side, or in our above ground or underground parking lot. There
is no charge for parking.

Please bring all medications you are currently taking to your next visit.

Su cita
¢ Por favor llegue a su cita a tiempo.
e Por favor que no le acompafien nifios ni mas de un miembro de su familia a su cita,
e Sinecesita cambiar su cita, llamenos cuanto antes.
e Si falta a su cita, asumiremos que se a recuperado de su lesion y sera puesto de nuevo en
trabajo regular y sin resctricciones hasta que s¢ ponga en contacto con esta oficina para
hacer una cita nueva.

Estacionamiento
e Hay estacionamiento disponible en la calle, al lado de la clinica y tambien en la parte baja

del edificio. No tendra que pagar por estacionamiento.

Favor de traer toda la medicina que esta tomandeo a su siguiente cita.

==




%ﬂeron
ospital _Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany Date of Visit: 01/27/2005
Social Security No.: 549-23-5133 Time In: 07:46 am Time Out: 08:27 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 01/21/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 66402 Claim Number: pending

CLINICAL STATUS

Diagnosis: Allergic Reaction

Since the last visit, this patient’s condition has:

EVALUATION AND TREATMENT PLAN
Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status:  Full work duties From: (1/27/2005 VO 01/31/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition:
Next Scheduled Appointment: 08:00 am 1/31/2005

“ have not violated Labor Code Section 139.3, and the contents of the report and bill are true and correct to the best of my
knowledge. This statement is made under penalty of perjury.” .
Doctor's Phone: (209) 461-3196 opt. 3

Signed, Doctor's Fax: (209) 461-7529
Donald Rossman,(Original signature on file) Case Coordinator Phone: (209) 461-3196 opt.1

1N-C-Q




AN JOAQUIN COUNT
MOSQUITO AND VECTOR CONTROL DISTRICT
Daily Tlmesheet

‘ Name: 'Lﬁgm‘_gmwh Veh 4 DA Veh. #
Employee No.: __ 30D 0 S In ‘BHLLEY
Date: \67\\ 08 s Out &%\3‘-«[_ Ot - s

Locat10n/Act1v1

10 8 ::{% =\5

o0 | e b b ‘Damc”\ OB S. bleed fest
@aans | - YD N5 e Doncdd_Ts\

Q20 q:4s ‘5_, bleoy. MEDonadd Ts)
CENE \\: 05 = 00naAd Tl

200 2 2N N~ Yot €A

\A 30 \ {5 NS SN A

S 220 =S
220 ANS NS orea Va8 B
B T a:tD o = NaAd,

Hours Worked | Hours taken off

Regular | O.V.T. | Vacation Sick Family | Over- | Without Workers | Grand

Time Hrs. Time Time Time Time Pay Comp. Total
Worked | Worked Hours




. l;imeran
ospital Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 01/31/2005

Social Security No.: 549-23-5133 Time In: 08:00 am Time Out: 08:47 am
Employer: SJ Mosquito and Vector Control

Date of Injury: 01/21/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 66402 Claim Number: pending

CLINICAL STATUS

Diagnosis: Allergic Reaction

Since the last visit, this patient’s condition has:

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status: Full work duties From: 01/31/2005 19 02/03/2005
Work Restrictions:
Estimated return to full duty:
- T sRemN L T
Disposition: / \
Next Scheduled Appoiv€ment: 08:00 am 2/ 7/2005 |

knowledge. This statement is mage under penalty of perjury.”

: Doctor's ::y e:
Signed, : Doctor's Fax:

Donald Rossman,(Original signature o

“ have not violated Labor Code Section 139.3, and the contents of the report and bill are true 70”90! to the best of my

Coordinator Phone: (209)461-3196 opt.1

(209) 461-3196 opt. 3
(209) 461-7529

Q-

SR




~-AN JOAQUIN COUNTY

MOSQUITO AND VECTOR CONTROL DISTRICT
Daily Timesheet

Name: i Z é}g% f% Veh. # Veh. #
Employee No.: " In i In Lok

Date: - a. O S Out our @ - ot
?'05 ' 0:05 J_QS__= Dmgm_i\&p WEZ I
10:S 10:20 9 | QG
10:20 025 S reak
(D8R I3 S5 20
11:50 | 00 130 LT;N?E\?UJB
200 X230 20 | Junch  Gne K.
D AP0 20D [CnaNRe Y005
‘o 280 ) 2 (RN
20 EEE 15 [ O CE (SO0
34S H:00 1S \Tgu‘d!
Hours Worked Hours taken off
Regular | O.V.T. | Vacation Sick Family | Over- | Without | Workers Grand
Time Hrs. Time Time Time Time Pay Comp. Total
Worked | Worked Hours

| 71-C-10




. AN JOAQUIN COUNT"
MOSQUITO AND VECTOR CONTROL DISTRICT

Daily Timesheet
[ ;
Name: wwn Veh. # .3 Veh SRR
Employee No.: __ 3Dl o In L
Date: 2 5 b -08 i h, N:), e Out e

__%\L,h A:3D A oD \m\m O(U.O
N Q ux‘\ :\9 oo \\Q&‘A
A: “lﬁ \D_(X) S \\.()Jd
D25 200 29 had\aae ﬂg ,?%[ bC!AéL O X
\’;@D \NZD O oW s\suap [ lovnen
__Ag,t‘:_ﬂ) 2: 10 2\D N SVACKE i s i ' {
385 | 00 S Rond Janls oo
;
Hours Worked | Hours taken off
Regular | O.V.T. | Vacation Sick Family | Over- | Without | Workers Grand
Time Hrs. Time Time Time Time Pay Comp. Total
Worked | Worked Hours

e




D:ameron L
Ii;g/ta/ Occupational Health Services :
525 W, Acacia St., Stockton, CA 95203 '

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 02/07/2005 :
Social Security No.: 549-23-5133 Time In: 09:04 am Time Out: 09:32 am
Employer: SJ Mosquito and Vector Control '
Date of Injury: 01/21/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 66402 Claim Number: pending

CLINICAL STATUS

Diagnosis: Allergic Reaction

Since the last visit, this patient’s condition has:

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status: rFull work duties From: 02/07/2005T0: 02/14/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition:
Next Scheduled Appointment: 09:40 am 2/28/2005

4 have not violated Labor Code Section 139.3, and the contents of the report and bill are true and correct to the bestof my =~
knowledge. This statement is made under penalty of perjury.”

: Doctor's Phone: (209) 461-3196 opt. 3
Signed, Doctor's Fax: (209) 461-7529
Donald Rossman, (©riginal signature on file) Case Coordinator Phone: (209) 461-3196 opt.1

e T




From: Dameron Hospital To: John Stroh Date: 2/28/2005 Time: 5:10: A Page 2 of 2
Qa/nemn
ospital _Occupational Health Services
525 W. Acacia St, Stockton, CA 95203
WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 02/28/2005
Social Security No.: 549-23-5133 Timeln: 09:40 am TimeOut: 10:17 am
Employer: 8J Mosquito and Vector Contro!
Date of Injury: 01/21/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 66402 Claim Number: pending
CLINICAL STATUS

Diagnosis: Allergic Reaction

Since the last visit, this patient's condition has:

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS

Work Status:  Full work duties

(.

Work Restrictions:

Estimated return to full duty:

2kde

From: (2/28/2005 79 02/28/2005

= DISPOSITION

Disposition:
Next Scheduled Appointment:

Final Discharge,P&S, no residuals PR2 to follow

knowledge. This statement is made under penalty of perfury.”
Signed,

Donal d Rossman I(Ongmal signature on ﬁle)

«I have not violated Labor Code Section 139.3, and the contents of the report and bill are true and correct to the best of my

Doctor's Phone: (209) 461-3196 opt. 3
Doctor's Fax: (209) 461-7529
Case Coordinator Phone: (209) 461-3196 opt 1

DH-WSR 8/14/02
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ACCLAMATION INSURANCE
MANAGEMENT SERVICES

Tiffany Anderson
1830 S. Hutchins, #304
Lodi, CA 95240

Employee: Tiffany Anderson
Employer: San Joaquin Co. Mosquito/Vector Control District
‘Dfinjury: 01-21-05

Claim No. VE050054

Dear Ms. Tiffany Anderson:

Acclamation Insurance Management Services is the Workers' Compensation administrator for
your Employer, San Joaquin Co. Mosquito/Vector Control District.

We are sorty to learn of your recent injury at work. Wehave enclosed a pamphlet, "Facts for
Injured Workers", which explains your workers' compensation benefits.

Since this has been accepted as a work related injury, you are entitled to reimbursement for
transportation expenses to obtain medical treatment at .34 cents per mile, pursuant to California
Labor Code Section 4600. To have this expense reimbursed to you, please complete and return
the enclosed form to us. We will then review it for payment. Please make sure the
reimbursement request is clearly and accurately itemized and is signed and dated by you.

We wish you a speedy recovery.

If you have any questions or wish additional information, please contact our office by calling
(800) 559-9891.

Sincerely,
Theresa Antoyan
Claims Assistant

TA

cc: Employer: San Joaguin Co. Mosquito/Vector Control District
File

P.O.Box 28100
Fresno, CA 93729
(559) 227-9891
FAX {5591 227-1579
CAL. LIC. 2772084
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January 28, 2004 *

Tiffany Anderson
1830 S. Hutchins #304
Lodi, CA 95240

ACCLAMATION IMNSURANCE
PAAMAGEMENT SERVICES

. h ". / \ \
EMPLOYER: San Joaquin Co. Mosquito/Vector Control Dist. CLAIM#: D/INJURY: 01-21-05
Under the California Workers' Compensation Law, you are entitled to reimbursement of reasonable mileage to and

from medical appointments or treatment for your industrial injury or {llness. Mileage will be reimbursed at the rate
of 34¢ per mile.

Please use this form to keep track of your trips and submit it to the address below.

DATE | FROM | TO (DOCTOR'S NAME) ROUND TRIP
1l MILEAGE

if you desire additional forms, please check here TOTAL

Signature:

HEL D HARERIT 2
P.O. Box 28100
Fresno, CA 93729
{559) 227-9891

FAX (559) 227-1579
Al 11C 2772984
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