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—re

AN Vel ©
\-\)
Z"j..,

DEPARTMENT QF INDUSTKIAL RELATIONS {V
DIVISION OF WORKERS' COMPENSATION - MEDICAI, IMIT

MAILING ADDRESS:

P\ Box 71010

Oakland, Cd 91612

Tel: (510) 286-3700 or (800) 7946900 Fax: (510) 622-34(7

QME APPOINTMENT NOTIFICATION FORM

To the Quallfied Medical Evaluator: You are required by law (0 give motice on this form when an appolmiment has baan made with you 1o parform a QME
comprehensive medical avaluation. Please complula this form in its entirety You are lagally required to include. the name and oddysss of tha amployee, the name
«f the employer and claims adminlstrator, and e appoiniment lime and dila. The Administrativ: Director also reguires thal you sarve this appointment
notifiation form on the cinpluyse and the claims administrator, or, If none the smployer, and their ottarioys In a represented case, if kuown, within five (5)
husiness days ufier having schadulsd the inyured worker to be seun for a QME comprehcusive medical evaluation. You alsy must usg this form if you refer the
injured \vorker for a consultation lo advise the partiss of the date and time of the appointment with tha consulting physician (Seq, 8 Cal. Code Kegs. § 32). You
may wot cancdl the appointment less than $ix (6) calendnr days privr lo the appointment duts, excep! for goed cavse (Sse, § Cal. Code Regy, §34). [f you
rescheduls an.appamument, reviow regulation 34 and the gthical vules in regulation 4] (See, 8§ Col Code Regs. §§ 34 and 4] (a)(7) and (a)(8))

EMPLOYEE INFOKMATION

NAME Tiffany Andeison

ADDRESS: 2N Avena Ave, Lodi, CA 95240

PHONE:  (209)263-)348

SOCIAL SECURITY No.: _549-23-5133 o ..
(Social Security Number is fir recapd-kuaping purpusas anly,)

___PANELNo.: 11)4339  CLAIM/CASENo. VEQ700i84

EMPLOYER INFORMA LION

DATE OF INJURY  6/29/201]

NAME San Juaquin County Mosquito
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ADDRESS: 7759 S Airpart, Stockton, CA 95206
PHONL: (209) 9824675
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CLAIMS ADMINISTRATOR INFORMATION
NAME McKenzie Dawson
COMPANY  AIMS ACCLAMATION INSURANCE MANAGEMENT SERVICES
ADDRESS P.O. Box 269120, Sacramento, C'A 95826-9120

PHONE: ~ (916) 563-1900
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APPQINTMENT INFORMATION
DATE OF APPOINTMENT DATE OF TIME OF
CALL: 9/12/20.1} e AFPOINTMENT 117172011 APPQINTMENT  9:30 AM

AR T e

LOCATION OF APPOINTMENT 333 Sau Carlos Way, Ste. B, Stoekton, 95207
CERTIFIED INTERPRETER REQUIRED: (LANGUAGE) Nl SR

COPY 10: EMPLOYEE
) CLAIMS AUMINISTKATOR (IF NONE, EMPLOYEK)

SIGNATURE OF QME: W .

QME NAME (print/type):  Khosrow Tabaddor, MD

ADDRBSS AND PHONE: 8221 N. Fresno S¢, Fresno, CA 93720 (559) 2222294

ata to Claims AdminigteatorThe Admnsisteativa Diractor s regulation 101 i i - . ) ' e
N ¢ 5 A oot 7 . glation A0 requires you to forward a completed, DWC-AL) jorm 104(DEU)R
.S'm;;nnlry Rollng L'i..glcrmmdllol:_ o{ l?ujbl(ﬁed Madical Evaluotor's Report) (520, 8 Col, Coda Rags, § 10160 gfd 10161) lggg[hg{’ with a]/f,,,qd,'i,(gl ::;:i’g-ﬂ;:,d
ge cal records prior (o the ex on with the QME, You must also provids the emplayee with a DWC. AL form 100 (DEVi(Employee s Disabillry
Quastionnaira)(San, & Cal. Code Regs. §§ 10160 and 10161) pricw 13 the wxamination, : k i '
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