EXAM!NAT!ON AND/OR TREATMENT AUTHORIZATION
Employer SAN JOAQUIN CO. MSGQUITO & VECTOP CONTROL
llis_s_Aix:pgrL_me
' ' STOAYTOM  CA 95206
TO DOCTOR DAMERON. OCCUPATIONAL HF‘AL’TH TR CamnT

420 W. Acecia St #19 EMPLOYEE__TIFFANY AND‘BRSDN

STOCKTON CA 95203 DATE OF INJURY%

Ouremployee,  Tiffany Anderson is reported to have been lnjured on the above date. This person -
is being referred to you pursuant and subject to applicable workers' compensation Iaws Please complete this entire form :
and return it to the injured worker.

autHorizep siaNaTURE. Cexal, Qe o 8 DEPT . OFFICE

* TOTHE TREATING PHYSICIAN: - The Employer provldes whenever possible, modified work (light duty), for employees who are unabie to perfomm
their. regular duties due 1o iliness or injury. Because of vaned activities, work can usually be found within the empioyee's limitations while helshe I8

o recuperatmg

THE FOLLOWING PORTION TO BE COMPLETED BY THE PHYSICIAN)

A. D Patient may retum to work with no work resmctions : LA Ly

Date of next doctor's appointment

B. [___l Patient may be capable of performing a light duty work assignment.. The folloWing work restrictions

apply untif s /

ok @ Panent is not capable of returning to regular work or modified work because i \?‘ <j\§l’. Yo m; L

Expected period of disability (use specific dates)_

Date of next doctor's appointment \ m (W
: : Sy MR :
SIGNATURE };} et F GV / ko :
TREATING PHYSICIAN

~ THIS FORM MUST BE COMPLETED AND RETUHNED lMMED!ATELY BY THE EMPLOYEE 10 THE PERSONNEL
: DEPARTMENT FOFI VALIDATlON

PLEASE FORWARD YOUR DOCTOR 'S'FIRST REPORT OF INJURY ORILLNESS TO OUR ADMINISTRATOR
ACCLAMATION INSURANCE MANAGEMENT SEHV!CES

' P.O.Box 28100
- ﬁ@ﬁo;’@ﬂt@s‘i’zg\

: SIGNATURE &TITLE : e
i ISTR!BUTION AFTER COMPLETION: Write - AIMS, Yelow - Personnel Office, Pirk -Doctor e O AB012(094)



