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[Ciale of Calioma

EMPLOVER'S REPORT OF * AIMS WORKERS' COMPENSATION * T
OCCUPATIONAL INJURY OR ILLNESS P.O. Box 28904
Fresno, CA 93729-8904 FATALTY [

Anquonvmonqk'swﬁysﬂ'e?'mmv Caﬁlomiahwrmembmmmmmmdbmmmmm«mmmlnlosllimebeymd&he
mm'g'vh‘“{“ o RE— date of the incident OR requires medical treatment beyond first aid. Hf an employee subsequently dies as a result of a previously reported injury ot
b e s oo gusheriebh """k iness.meemployuuustﬂewithhMaﬁdmmdgeanMedmmemdeam.lnaddﬁuummhm,Wnas.ordeeth

i tvlony. B DI mustbenmmdkmndatdybytebphmemelegaphwlhemwmdmwmmdmmsmmﬂam
1 PR = _ 1a. Policy Number Plaase do not use

San Jooguan Co. Mosauito & Neifor Canlrol ths colum
*E 7 MAILING ADDRESS: (Numbey Street, City, Zip) b 22. Phone Number
M x CASE NUMBER
o _— ?C{ S. Buesrl \Méﬁ S!bgKSQB CA 95306 209 Q%g{-&ﬂ 5
i ¥ different from Malling Address (Number, 3.
o OWNERSHIP
;Imm;thgw.mM.mwm 5. State unemployment INSUTaNCa accLno
R

ssaudn  Contepl

Tﬁb’:&"wﬁ’&gk\ )
f D’"’" D“‘ Dhﬂv E]W Dwm @UGM Mm{: INDUSTRY

7. DATE OF BIJURY | ONSET OF ILLKESS 8. TIME INJURYAL GCCURRED 3. TME EMPLOYEE BEGAN WORK 70, IF EMPLOYEE DIED, DATE OF OEATH (meniddiyy)|

t vy) ;Q-N'OS b o ) - - b O e ey OCCUPATION

11 m%;‘mm 12. DATE LAST WORKED (mavddlyy) 13, DATE RETURNED TO WORK (maniddiyy) 14, IF STILL OFF WORK, CHECK THIS BOX:

16. BERG 17, DATE OF ENPLOYER'S KNOWLEDGE INOTICE OF | 18. DATE EXPLOYEE WAS PROVIDED CLAIM FORM SEX
ﬁ, ﬁm BJURYALLNESS {mowiddiyy) FORM {mmiddtyy)
lo-tt-0f lo~(3~05

19, SPECFIC INJURYALLNESS AND PA BODY WEDICAL DIAGNOSIS ¥ avaliabi, ©.5.. Second togres bums on right arm, lendonitss on left albow, lead poisoning AGE
;‘ RP&SE — \e;s - "Sromo-.&‘,\!\ a.res—
_j {20 LOCATION WHERE EVENT OR EXPOSURE {Number, Street, Clty, Zip) 20a. COUNTY 21. ON EMPLOYER'S PREMISES? DAILY HOURS
u e > es malo
R MC«—DO\'\ 0\,\.& )rs\’\‘\& SAN | 4 cog Lt D"
'Y 2 DEPARTMENT WHERE EVENT OR EXPOSURE £.9.. Shipping department, machine shop. Other Workers injured o il in ? ]

o . No DAYS PER WEEK

ol QUIPMENT, MATERIALS HEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPO. URRED, s.g_ Acetylens, weiding lorch, farm tractor, scanord
R

A\PFQ( Qor %MP\‘.Y\G‘ wafer’
5 SPEGIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Welding seams of metal forms, loading boxes onto truck.

C\’\.Q,Q,\.(.U\ (:\.oo&x_& area. Qov \ AV Uoe \oru-&u'\c( = %L\?‘fud down

WEEKLY HOURS

L wils waalev — 442 Ct deep Dank Aot csod WEEKLY WAGE
L nuwmmm.mmwmmwmmmmymm o.§- Worker stepped back to inspect work
"“Mumwnhumwwmmwwmmmmmmmrm % ctt\ el

Bl X woas o 30 rvule Arive \book B drglvrieX uto.r(L w - ; o
s

= . 4 v G—"‘&
Sk <, mZUI\mc! verllh L‘,& Yy sken. Huagh \ra_slr\ ‘tk;i’ s«tosvi?‘:tk!«‘»&f“:u‘\ ;

27. Name and sddress of ber, siree, city, zip) | 275, Phose Number NATURE OF INJURY

= - 209 UYll-3Lqk
Vameron Mesp XAl 430 w. Gearcwa St Slock Lo

78, Hospitalized s an iy b @r« [ Jves 1 yes then, oame and address of hospital (pumber, street, city, zip) 28, Phone Number e
29. Employee treated in emergency room?
[d= [ 1*
IATTENTION This form i fe i g to employ health and must be used in a manner that protects the fi iafity of employ 1o the extent p SOURCE
white the information is being used for occupational safety and health purposes. See CCR Title 8 14300.29 (b}{6)-{10) & 14300.35(b}2HE)2-
Nate: boxes fidontisl smployes Information as Hsted in CCR Title § 14300.35(bX2KE)Z".
30. EMPLOYEE NAME 31. SOCIAL SECURITY NUMBER 32 DATE OF BIRTH (mm/ddlyy)
ey EVENT
ViGCany R.\éuevsgm_) 549 2.3 S133 %[2,2-}’7 o
E 33. HOME ADDRESS (Number, Street, City, Zip) 33a. PHONE NUMBER SECONDARY SOURCE
M L Teis Dr LeadlCA G5242. 209 333-10371
L | 34.5EX 35, OCCUPATION (Regular job titie, NO initials, abbreviations or numbers) 36. DATE OF HIRE (mmédd/yy)
o|[_Jvee 3] Feme | Mopquida Conlivol Techmieras, & 4l1q Loy
) 376, UNDER WHAT CLASS CODE OF YOUR
E 37, EMPLOYEE USUALLY WORKS ShEll:.:\':‘ENTSTATUS Dpart-ﬁne POLICY WHERE WAGES ASSIGNED
E| _ R noursperday, _iday:w'mk. _’“ngmm g’ " 1
. eiem o e A
lemporary [Cseasonai SAlArLes [ wAqes EXTENT OF INJURY
33, GROSS WAGES/SALARY 5 E 9. OTHER PAVEIENTS NOT REPORTED AS WAGESISALARY (e.g. tips, meais, overtime, honuses, etc.)?
14825 b weatly [ [ T
.mpleted By (type or print} [Signature & Title G Date {mm/ddlyy)
oL s “ - SQQE;S;;.4__ 1olt3/05
Caeol  Asland QOJW'Q,
« Confidential information may be d only to the emp! , former employee, or their p i rep! tiv (ocnmnuoo.as;.um«:mmwi of p g 3 workers' P tion or other |
fc::;:alandtgmucen:"r:ylwusha wwcm«iuuumtmmoamsummwuyumr(ecamnam.mccnmlmom q provision upon reguest to certain state and
Si
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State ot California
Department of Industrial Relations
DIVISION OF WORKERS' COMPENSATION

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

loyee: 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
or fraudulent material statément or material representation for

the purpose of obtaining or denying workers® compensation bene-
fits or payments is guilty of a felony.

Estado de California
Departamento de Relaciones Industriales
. VISION DE COMPENSACION AL TRABAJADOR

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Empleado: Complete la seccion “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 Compensacién al Trabajador al (800) 736-
7401 para oir informacién gravada. En la hoja cubierta de esta
Jorma esta la explicatién de los beneficios de compensacién al trabjador.

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

Toda aquella persona: guea: proposito haga o cause que se produzca
cualquier declaracion o representacion material falsa o fraudulenta con el
fin de obtener o negar beneficios 0 pagos de compensacion a trabajadores
lesionados es culpable de un crimen mayor “felonia®.

Employee—complete this section and see note above

Empleado—complete esta seccién y note la notacién arriba.

Today’s Date. Fecha de Hoy.

1. Name. Nombre. /)T‘Wal/k! OV\A{Q/\W

il Teis L W

2. Home Address. Direccion Residencial.

3. City. Ciudad. \ h(v\i State. Estado. 0 ,6[3\ Zip. Cédigo Postal. Qé;{ D

4, Date of Injury. Fecha de la lesién (accidente). \0 —\\‘ Q .< Time of Injury. Hora en que ocurrié. d a.m. p.m.
5. Address and description of where injury happened. Direccidn/lugar dénde occurié el accidente. T i 5

1 S /
6 Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada. f 4SS [") mf CI&C‘H O B TL

\/\L&(‘L 3@6\‘/ Mn‘/rssé‘\b

Pradsy 01 2a0lines
R g =<
7.  Social Security Number. Niimero de Seguro Social %;“mpleado.
8. Signature of employee. Firma del empleado.

2

Q. 9%-151373

NN

9. Name of employer. Nombre del empleador.

%L ko Bor P

10. Address. Direccion.

X

ATNS 0 5l s B

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesién o accidente.
2. Date claim form was provided to employee. Fecha en que se le entregé al empleado la peticion.

13. Date employer received claim form. Fecha en que el empleado devolvié la peticién al empleador.

Employer—complete this section and see note below. Empleador—complete esta seccién y note la notacién abajo.

[6~ll-08
lo-[3-05
le~ L3 -5

14. Name and address of insurance carrier or adjusting agency. Nombre y direccién de la compa#ia de seguros o agencia adminstradora de seguros.

Nrdane CA N3110

15. Insurance Policy Number. £l nimero de la péliza de Seguro.

&:m@u\

i 17. Title. Titulo.

16. Signature of employer representative. Firma del representante del empleador.

18. Telephone. Teléfono.

OA)\A-Q 4(1*14&&..»—&
09 4AR3u-4 415

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.

: [ING THIS FORM IS NOT AN ADMISSION OF LIABILITY

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su com-
pania de seguros, administrador de reclumos, o dependientelrepresentante de recla-
mos y al empleado que hayan presentado esta peticién dentro 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

%Employer copy/Copia del Empleador a Employee copy/ Copia del Empleado & Claims Administrator/Administrador de Reclamos Temporary Receipt/Recibe del Empleado

7/1/04 Rev.



SAN JOAQUIN COUNTY MOSQUITO AND
VECTOR CONTROL DISTRICT

To Whom It May Concern:

| Acknowledge That | Have Received DWC Form 1. “Employee’s Claim
For Workers' Compensation Benefits”.

Do

X
TN Employee’s signature

ke senen =100 &

dwcfrm.doc 11/12/96



COI;ISENT éND AUTHORIZATION TO RELEAINFORMATION

DOB:  8/22/1970

CONSENT
I hereby aptherize the Dameron Hospital occupational Health Department to:

btain a comolete medical historv and physical examination includina anv required medical tests
Provide medical treatment for a work-related iniury
Obtain a urine specimen and/or breath samole for drua and/or alcoho! tastina

AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION

I hereby authorize the Dameron Hospital Occupational Health Department to fumish to an agent, designee or
representative of SJ Mosquito and Vector Control the results of my medical evaluation andfor treatment including
past or present records pertaining to employment history, medical history, test results, urine drug and/or breath alcohol
testresults, services rendered or treatment provided to me.

US

m

| understand that this medical information will be used for the purpose of determining my ability to perform the essential
functions of my job with SJ Mosquito and Vector Control.

RESTRICTIONS

| understand that SJ Mosquito and Vector Control may use these medica! records only for employment-related
purposes and that they may not further use or disclose the medical information unless another authorization is obtained
from me or unless such use or disclosure is specifically required or permitted by law.

DURATION
This authorization is effective immediately and shall remain in effect for one year from 10/13/2005

ADDITIONAL COPY

I understand that [ have a riéht to receive a copy of this form and that a copy of this document is as valid as the
original.

| would like a copy of this form CJYes E’«o Received: CJ Yes 3 No Initial

SIGNATHRE

Employee signature {, Non-DOT Drug Screens Only
‘ List current meds: O None

Rx:

Witness Signafure

Date:  10/13/200 - OTC:

|

v L ST
g T

NAME: Anderson, Tiffany K DOS:  10/13/2005 Io. 'sos




: 3 Occupational Injury Clinic __’1 o . }.
DOCTOR’ S FIRST REPORT OF @0 W. Acacia Street, STE # 2 Linacia 1st Flo@ T F CALI !

OCCUPATIONAL INJURY OR ILLNESS Stockton, CA 85204-

Within 5 H;ys of your mital examination, for every occupational njury or Nness, send two Copies Of this report (o the employer’s worker's compensation insurance carrier

or Ihe self-insured employer. Failure to file a timely doctor's report may result in assessment of a civil penalty. In case of diagnosed or suspected pesticide pols;oplng senda
._copy of this report to Division of Labor Stalistics and Research, P.0. Box 420603, San Francisco. CA 94142-0603, and nofify your local health officer by telephone within 24-hours.

e e
1. INSURED NAME AND ADDRESS PLEOAS‘;EETDH?SNOT
AIMS - Fresno 8046 PO Box 28100, Fresno, CA 93729 g COLUMN
B 5 T =
2. EMPLOYER NAME 2 Case no

SJ Mosquito ‘and Vecter Control

3. Addrass No. and Street City Zip ; Industry
775% S Alirport Way A Stockton 95206
4. Nature of Business (e.g., food manufacturing, building construction, retailer of women's clolhes) County
5. PATIENT NAME | 6. Sex 7. Date of Mo. Day Year Age
Anderson, Tiffany K [ 1 Male  [X]Female B 083271970
8. Address No. and Street City § Zip 9. Telephone Number Hazard
1416 Iris Dr #7 Lodi 95242 { ( 209y 333-1037
10, Occupation (Specific Job fitle) 11. Saociai Security Number Disease
Tech I % Sa9-A3-5333
12. Injured at: No. and Streel iR — County ey Hospitalization
WORK PLACE : : STOCKTON SAN JOBRQUIN
13. Date and hour of injury Mo. Day Yr. Hour 14_Date Last Worked Mo. Day Yr Occupation |
or onset of illness 10/11/2005 09:00 am i CoEaenE I
15. Date and hour of first Mo. Day Yr. Hour ~ | 76, Have you {or your office) previously Return Date/Code
examinalion or treatment ~ 10/13/2005 ireated patient? | ] Yes [¥] No

Patient please complete this portion, if able to do so. Otherwise, doctor please compiete immediately. inability or failure of a palient to complete this portion shall not affect
his/her rights to workers’ cornpensation under. the California Labor Code. :
17. DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED (Give specific object, machinery or chemical. Use reverse side if more space is required.)

SEE ATTACHED DICTATION

3 18. SUBJECTIVE COMPLAINTS &Descrihe fully. Use the reverse side if more space Is required.)
SEE ATTACHED DICTATION

19. OBJECTIVE FINDINGS (Use reverse side if more space is required.)

A. __ Physical examination
SEE ATTACHED DICTATION

B. X-ray and laboratory results (Slate if none pending)

20. DIAGNOSIS (If occupational itiness, specify etiolagic agent and duration of expasure.) Chemical or toxic compounds involved? [ 1Yes [X]No ICD9
692.9 Dermatitis, Contact.Allergic
21. Are your ﬁhdings and diagnosis consistent with patient's account of injury or onsel of illness? [x]Yes [ INo

i “no” please explain.
22. Is there any other current condition that will impede or delay patient's recovery? [ 1Yes {¥]No
] :

If *ves” please explain.
23. TREATMENT RENDERED (Use reverse side if more space is required.)
SEE ATTACHED DICTATION

i further treatment required, specify treatment. Estimated duration:

24, If Hospilalized as inpatient, give hospital name and location. Date Mo. Day Yr. Estimated stay
admitte
25. WORK STATUS Is patient able to perform usual work? [ ]Yes [X]No
If“na”, patient can return to: Mo. Day Yr.- :
Regular wark
£
Modified work __10/13/2005 Specify restrici s
- R —— - nm T L

1 have not violated Labor Code 139.3 and the contents of the report and bill are true and correct to the bzt of my knowledge. This statement is made under penalty of
perjury. :
Doctor's signature Date: e CA License Number _C35074
Doctor name and degree (Please type)_ Donald Rossman, M.D. = IRS Number
Case# 78225 ! % Telephone Number

_—__—_n-'—_—_—ﬁ‘? T T S———————
8Y PERSON WHO MAKES OR CAUSES TO BE MADE Al / KNOWINGLY FALSE OR FRAUDULENT MATERIAL 5/ - EMENT OR MATERIAL REPRESENTATION FOR PURPOSE
(JF OBTAINING OR DENYING WORKERS' COMPENSATIC | BENEFITS OR PAYMENTS IS GUILTY OF AFELONY




‘. .+ Occupational Ik Gl s ’O ,10 Os
© Injury Worksheet ©

Patient : Employer Guarantor .

Anderson, Tiffany K ' SJ Mosquito and Vector Control AIMS - Fresno 8046

1416 Iris Dr #7 ‘ 7759 S Airport Way PO Box 28100

Lodi, CA 95242- B :

: Stockton, CA 95206- Fresng, CA 93729-
: : CONTACT: :

PHONE: (209) 333-1037 ; PHONE / FAX: (209) 982-4675x /(209) 982-0120 PHONE / FAX: (559) 227-9891 / (559) 227-1579
Sex: F DOB : 08/22/1970 Age : 35 SSN# ; 549-23-5133 Date/Hour of Injury : 10/11/2005at 09:00 am
Occupation : Techl ; Case Number - 18225
Department o : Claim Number :  Pending
Injury Location
Patient History i

Check In Instructions : Date/Time of Visit . 10/13/2005 at 0749 am
**Page OHS staff @ 929-2541 BEFORE proceeding** Chart Up ___am/pm
: ; Patient Back : am/ pm
DRUG AND ALCOHOL TESTING Discharged = am/pm
* None . —
¢ Results in Stolas: Date __ Initials __

OTHER INSTRUCTIONS
* Company may request: DOT UDS & BAT
* Lab: Quest, Test #35304N, Client #76337

TREATMENT AUTHORIZATION
1. John Stroh

2. Carol Aksland

3. Ed Lucchesi

Service Procedures

Ord. Compl. Service Procedures / Service Instructions Charge
84483 * DOT Panel (co req) 13.50

- Atcompany request
84460 Urine Drug Screen Collection - OIC (co req) 20.00

: ‘- At company request
84178 MRO - DOT (co req) 10.00

. - Atcompany request :

84542 Breath Alcohol Test - OIC (co req) : 20.00

2 - Atcompany request
84461 . Urine Drug Screen Collection - ER : 20.00
84543 Breath Alcohol Test - After Hours 20.00

Occupational Injury Clinic, 420 W. Acacia Street » STE# 2 L nhacia 1st Floor, Stockton, CA 95204-
Phone: (209) 461-3196 Fax: (207 461-7529

‘
4

X : - - - e ——— S
T L rasioye TR I — T gy B




6 30531001308

g

DAMERON HOSPITAL ASSOCI ATION
Occupational Injury Cllmc

QAQ‘Q
10/13/2005  7:49 am.

Patient Name: Sex: Male Female Birthdate: EPD' ‘70
Nombre de paciznle’T n / [Zl"l A < /SN Sexo Masculino Femenino Fecha de nacimiéntd

Street Addr Home Telephone No.:

Domicilio Tu \LD J__(‘(n) DF —#-7 Wi Telefono de casa &04 —'% 5_3). 7 3)7

City, State, Zi e Bl e s
s otoze | ocli (1 GS24R oo | sommosocal BHIT M. S1 3R

Employer: Single  T3oh Title: —7 -
Empleador % ‘(( H VC Soltero Ocupacion /(«Cjﬁ I

A

D.xte oflnjul'y : Hour (- 30 CXAM. ] Date last worked: __ | Have you been scen here hefore? CZ'\.’ER(S‘:’
rcha de accidente /(5 /} aS—H.nu [ JPM. | Dia que trabajo wltimo /O ,ﬁ i ) 2 { fia venido aqui antes? d NO
Have you received freatment for this injury elsewhere? £ YES/Si  If yes, where? Date
A recibido tratamiento para este accidente en oiro fugar? NO Si, Cuando? Feche
Describe how the injury occurre -
Como ocurrio el accidente Y @ N { A= k,
= s P
L] 4 p-—
QWO Jq/\l(_? iUn & LJ_JAQE{_ & 0@{{ /I/L{D__Cl__“ (r 10
Aitth Ll acp \Sh raaar. e
SUMMARY OFDIAGNOSIS AND CONDITIONS =71 =
Significant Diagnosis - Major Surgery Medications : Drug Allergies
L DI R Tene= L YaNE L Wod
—
2 2 B 2
3 3 3. 3
4 4. 4 4
Tetanus; : +| Vision: Rt 20/ Lt 20/ Dominant Hand: @ Lt

Subjective: dictated

Objective: q dictated
1 P

WQAO w, W
> \ ‘

Assesment: l;/ dictated ( \ g : <0 U-a\\ = ([\&:F\ ;o

Orders:  X-Ray . Lab lnjectmn
Results:
Treatments: Medications : Dose Quantity
Medications SR Dose Quantity
Medications g & Dosgg . - . Quantity
Physician Signature: é\w\
R

15



Diineron
ospital Occupational Health Services
525 W. Acacia St.,, Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/13/2005
Social Security No.: 549-23-5133 TimelIn: 07:49 am Time Out: 09:49 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS

Work Status: Off balance of shift; return to full w&rom: 10/13/2005 To: 10/14/2005

Work Restrictions:

Estimated return to full duty:

DISPOSITION

Disposition:
Next Scheduled Appointment: 08:40 am 10/14/2005

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

DH-WSR 8714412




‘Occupational Injury Clinic
420 W. Acacia Street , STE # 2 Linacia 1st Floor
Stockton, CA 95204

DATE : 10/13/2005

PATIENT . Anderson, Tiffany K DATE OF INJURY : 10/11/2005

EMPLOYER : SJ Mosquito and Vector Control SOC. SEC.# : 549-23-5133

CASE # 18275 CLAIM # : VE060031
SUBJECTIVE:

The patient continues to complain of primarily malaise at this point. She notes that she
has had similar symptoms in the winters in the past on a rather recurrent basis, although
more generally more marked symptomatology than she is experiencing. She is no longer having
pruritus. She is not having any generalized headaches or sore throat at this time. She has
no chest or respiratory symptoms, however, she is complaining of some nausea.

OBJECTIVE:

The ears, nose and throat are clear. Her neck is supple. There is no adenopathy. Lungs are
clear. Heart: Regular rhythm without murmur. Heart sounds normal. Abdomen is soft,
nontender without organomegaly. Skin: There is a very faint erythematous macular rash over
the upper back.

ASSESSMENT :

Possible contact allergy. Given her persistent symptoms and the character of the rash,
viral exanthem is certainly a possibility. She did have a CBC on her last visit which was
essentially normal white count. I will continue to observe her here, however, she is to see
her private medical doctor hopefully today for evaluation.

DR/bjg

D: 10/13/2005
e 10/27/2005

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 knowledge. This statement is made under penalty of

perjury.




DAMERON HOSPITAL (\O{

/ ' JCCUPATIONAL INURY CLInIC
(9%
WORK STATUS REPORT - WORKSHEET
Employee Name:Anderson, Tiffany K Date of this Examination: 10/13/2005
Employer: SJ Mosquito and Vector Clinic Case Number: 78225
DIAGNOSIS: \/
CLINICAL STATUS: __Q1:Improved, as expected __Q2: Improving slowly __Q3: No significant change __Q4: Worse

PT/OT: __W41: Continue as prescribed __W2: 3x/wk - 2 week__W3:3x/wk — 1 week __W4: One visit __WS5: Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

__E1: MRI __E2: CT Scan __E3: NCS __E4: Work Conditioning __ES5: Epidurals __E6: Ergo Evaluation
REFERRAL / CONSULT:
__R10: Orthopedist __R14: General Surgeon __R18:ENT __R22: Health Club
__R11: Ophthalmologist __R15: Neurologist __R19: Dermatology ___R23: Urology
__R12: Neurosurgeon __R16: Psych __R20: Pain Mgmt ___R24: Acupuncture
__R13: Hand Specialist __R17: Physiatrist __R21: Dentist ___R25: Podiatrist
WORK STATUS: __ Full work duties Off balance of shift, modified work ___No work until next appt.
__Modified work duties |/ Off balance of shift, full work duties _ ___Current WS until Specialist appt.
WORK RESTRICTIONS: \0\\‘\\0\
No lift / carry >: No prolonged: Other Back/Neck
__A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
__A10: 10-15# __A16:Sitting A1 4: Limit twist / bend at neck
__A11: 30# _A1 7: Desk / sedentary only
__A12:5#
Lower Extremity Miscellaneous
__A18: No crawl / kneel / squat __S16: Limited use of injured body part
__A19: No climbing ladders __S17: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __S$19: No operating company vehicles
__A22: Use cane as directed __S20: No exposure to heat
__S21: No exposure to cold
Upper Extremity __S$22: No exposure to chemical, vapors, fumes
__S10: Wear splint/ sling as directed __S23: No welding
__S11: No frequent / repetitive use of wrist / hand __S24: Avoid physical altercations
__S12: No heavy pushing or pulling __S25: Avoid wearing latex gloves
__S13: No use of arm above shoulder __S27: Limit keyboarding: 45 min/hr
__S14: No forceful hand grasp __S28: Limit keyboarding: 4 hr/day

__S15: No use of injured body part

PR STATUS: :
__PR-1: Periodic Report __PR-4: Change in Tx Plan __PR-7: Discharge
__PR-2: Change in Work Status __PR-5: Referral/Consult ___PR-8: Request by Adjuster
__PR-3: Change in Pt. Condition -~ PR-6: Surgery/Hospitalization ___PR-9: Other:

DISPOSITION: __D1: Consult __D2: Final Discharge without residuals, PR-2 to follow

__D5: Referral / Transfer of care __Da: Final Discharge with residuals, PR-3 to follow

__D6: Non-occupational, refer to PMD __D3: First Aid
Next scheduled appointment: \ACMA a Provi}w{rﬂalz CS S {

AUA& e \M.



Dlyweron
ospital  Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/13/2005
Social Security No.: 549-23-5133 TimeIn: 07:49 am Time Out: 09:49 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

/WUWUS

Work Status: off balance of shift; return to full w&om:  10/13/2005 To: 10/14/2005

Work Restrictions:

Estimated return to full duty:

DISPOSITION

Disposition:
Next Scheduled Appointment: 08:40 am 10/14/2005

% 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




DAMERON YTOSPITAL Occupational He ~h Services
420 West Acacia Street, Suite -, Stockton, CA 95203 (209) 461-3196 Fax: (209) 461-3123

Follow Up Appointments

While you are recovering from your injury, we want to make your visits to our
facility as convenient as possible with minimal waiting times. To help us
achieve this goal, we ask that you please follow these basic guidelines:

1. Please arrive to your appointment on time.

2. If possible, please do not bring children or more than one
family member to your appointment.

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

4. 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.

Following these guidelines will avoid unnecessary delays for all of our patients
and keep your waiting time to a minimum. Thank you for helping us to make
your visits as pleasant and convenient as possible.

If you have ANY questions about these ouidelines, please do not hesitate to ask.

Please sign below indicating that these guidelines were explained to you and
that all your questions were answered.

)E 2;'% "~ 10/13/2005
- Patient Signature Date

Name: Anderson, Tiffany K

Case No.: 78225
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D:meron
I'?Zs ital _ Occupational Heaith Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, liffany K Date of Visit: 10/14/2005
Social Security No.: 549-23-5133 Timeln: 09:50 am TimeOut: 10:30 am
Employer: SJ Mosquito and Vector Contro!
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 5225 Claim Number: penging

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS

Work Status: off balance of shift; return to full Wrom: 10,14/200579: 10/17/2005
Work Restrictions:

Estimated return to full duty:

DISPOSITION

Disposition:
Next Scheduled Appointment: 07:40 am 10/17/2005

“f 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
knowiedge. This statement is made under penalty of perjury.”

: Doctor's Phone: (209) 461-3196 opt. 3
Signod. Doctor’s Fax: (209) 4617529
Donald Rossman (Original signature on file) Case Coordinator Phone: (209) 461-3196 opt.1

DH-WSR 8/14/02




DAMERON HOSPITAL

JCCUPATIONAL INURY CLIniC . _,
WORK STATUS REPORT - WORKSHEET g—/
Employee Name:Anderson, Tiffany K Date of this Examination: 10/14/2005
Employer: SJ Mosquito ary{Vector Clinic Case Number: 78225
DIAGNOSIS: //
CLINICAL STATUS: __Q1: Improved, as expected __Q2: Improving slowly __Q3: No significant change __Q4: Worse

PT/OT: __W1: Continue as prescribed __ W2: 3x/wk - 2 week__W3:3x/wk — 1 week __W4: One visit __W5: Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

__E1: MRI __E2: CT Scan >~ E3:NES __E4: Work Conditioning __E5: Epidurals __E6: Ergo Evaluation
REFERRAL / CONSULT:

___R10: Orthopedist __R14: General Surgeon __R18: ENT ___R22: Health Club

__R11: Ophthalmologist ___R15: Neurologist ___R19: Dermatology ___R23: Urology

__ R12: Neurosurgeon __R16: Psych __R20: Pain Mgmt ___R24: Acupuncture

__R13: Hand Specialist __ R17: Physiafrist ___R21: Dentist ___R25: Podiatrist

WORK STATUS: TRV e i e ff balance of shift, modified work ___No work until next appt.
X digties alance of shift, full work duties > __ Current WS until Specialist appt.
T )
WORK RESTRICTIONS: ﬁﬁ\:: s e
No lift / carry >: No prolonged: Other Back/Neck
__A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
__A10: 10-15# __A16:Sitting __A14: Limit twist / bend at neck
__A11: 30# __A17: Desk / sedentary only
__A12: 5#
Lower Extremity Miscellaneous
___A18: No crawl / kneel / squat __S16: Limited use of injured body part
__A19: No climbing ladders __S17: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __S19: No operating company vehicles
__A22: Use cane as directed __S20: No exposure to heat
__S21: No exposure to cold
Upper Extremity __S22: No exposure to chemical, vapors, fumes
__S10: Wear splint/ sling as directed __S23: No welding
__S11: No frequent / repetitive use of wrist / hand __S24: Avoid physical altercations
__S12: No heavy pushing or pulling __S25: Avoid wearing latex gloves
__S13: No use of arm above shoulder __827: Limit keyboarding: 45 min/hr
__S14: No forceful hand grasp __S$28: Limit keyboarding: 4 hr/day
__S15: No use of injured body part
PR STATUS:
___PR-1: Periodic Report __PR-4: Change in Tx Plan ___PR-T7: Discharge
___PR-2: Change in Work Status ___PR-5: Referral/Consult ___PR-8: Request by Adjuster
__PR-3: Change in Pt. Condition ___PR-6: Surgery/Hospitalization ___PR-9: Other:
DISPOSITION: __D1: Consult __D2: Final Discharge without residuals, PR-2 to follow
__D5: Referral / Transfer of care __DA: Final Discharge with residuals, PR-3 to follow
__D6: Non-occupational, refer to PMD __Da3: First Aid ]
Next scheduled appointment: \"W ) Provider Initial: d\\‘

\)\"7 L




Occupational Injury Clinic
420 W. Acacia Street , STE # 2 Linacia 1st Floor
Stockton, CA 95204

DATE : 10/14/2005

PATIENT : Anderson, Tiffany K DATE OF INJURY : 10/11/2005

EMPLOYER : SJ Mosquito and Vector Control SOC. SEC.# . 549-23-5133

CASE # 1. 78225 CLAIM # - VE060031
SUBJECTIVE:

The patient is much better, has no pruritus. Her skin rash is improved. No respiratory
difficulties or chest pain. She was complaining of some drowsiness this morning, actually
missed her appointment as she was quite drowsy secondary to Benadryl.

OBJECTIVE:

On examination, she is alert in no acute distress. Throat is clear. Neck is without
adenopathy. Lungs are clear without wheeze, rales, rhonchi. Breath sounds equal. Heart:
Regular rhythm without murmur. Heart sounds normal.

ASSESSMENT:
Allergic skin reaction, contact.

The patient's symptoms are resolving. She is to continue her Benadryl in the evening and
she will follow up if her symptoms increase, otherwise, she will follow up on Monday
October 17.

DR/bjg

D: 11/01/2005
T: 11/14/2005

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 knowledge. This statement is made under penalty of
perjury.



D:ameron
= I%;pita/ Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/17/2005
Social Security No.: 549-23-5133 Timein: 07:48 am Time Out: 08:32 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 73225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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:  10/17/2005T0: 10/20/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition: R0 AW . [zu [\ < L"»“"Yi— Gue. T
Next Scheduled Appointment:  3:00 pm Wé‘ 5[ PR A Tras ¢ cLu{ mj R

ér.e-«_gtf" : """

“ 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, (Orginal signature on file) Case Coordinator Phone: (209)461-3196 opt.1




i) DAMERONHOSPITAL | D |
"OCCUPATIONAL INURY CLINIs/
iy WORK STATUS REPORT - WORKSHEET _

Employee Name:Anderson, Tiffany X Date of this Examination: 7/2005

Employer: SJ Mosquito ang/Vector Clinic Case Number:

DIAGNOSIS: v ;

CLINICAL STATUS: __Q1:improved, as'expected _-Q2:Improving slowly __Q3: No significant change __Q4: Worse

PT/OT: __WA1: Continue as prescribed __ W2: 3x/wk - 2 week__W3:3x/wk — 1 week __W4: One visit __W5: Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

__E1: MRI _ E2} CT Scan __E3: NCS __E4: Work Conditioning __E5: Epidurals __EG6: Ergo Evaluation
REFERRAL / CONSULT:

___R10: Orthopedist __R14: General Surgeon ___R18: ENT __R22; Health Club

__ R11: Ophthalmalogist ___ R15: Neurologist ___R19: Dermatology ___R23: Urology

__ R12: Neurosurgeon- __R16: Psych __ R20: Pain Mgmt ___R24; Acupuncture

__R13: Hand Spe?a ist __ R1T: Physiatrist __R21: Dentist __R25: Podiatrist
WORK STATUS: « Full work duties __ Off balance of shift, modified work __ No work until next appf

___ Madified work duties __ Off balance of shift, full work duties __ Current WS until Specialist appt.

WORK RESTRICTIONS:

No lift / carry >: No prolonged: Other Back/Neck
__A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
__A10: 10-15# __A16:Sitting __A14: Limit twist / bend at neck
__A11: 30# __A17: Desk / sedentary only
__A12: 5%
Lower Extremity Miscellaneous
__A18: No crawl / kneel / squat __S16: Limited use of injured body part
__A19: No climbing ladders - __817: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __S19: No operating company vehicles
__A22: Use cane as directed __S20: No exposure to heat
__S21: No exposure to cold
Upper Extremity __822: No exposure to chemical, vapors, fumes
__S10: Wear splint/ sling as directed __S23: No welding
__S11: No frequent / repetitive use of wrist / hand __S24: Avoid physical altercations
__S$12: No heavy pushing or pulling __$25: Avoid wearing latex gloves
__S13: No use cf arm above shoulder __S27: Limit keyboarding: 45 min/hr
__S14: No forceful hand grasp __S28: Limit keyboarding: 4 hr/day

__S15: No use of injured body part

PR STATUS: X
__PR-1: Periodic Report __PR-4: Changein Tx Plan __PR-7: Discharge
___PR-2: Change in Work Status __PR-5: Referral/Consuit __PR-8: Request by Adjuster
__PR-3: Change in Pt. Condition __ PR-6: Surgery/Hospitalization ___PR-9: Other:
DISPOSITION: __D1: Consult __D2: Final Discharge without residuals, PR-2 to follow
; __D5: Referral / Transfer of care __D4: Finel Discharge with residuals, PR-3 to follow
___Dé: Non-occupational, refer to PMD __Da3: First Aid

Next scheduled appointment: \ V\O\I‘% - Provicar Initial: é “2

\/ \J s x(}'&*;) o, Hevisegd 22604
5 s \




‘Occupational Injury Clinic
420 W. Acacia Street , STE # 2 Linacia 1st Floor
Stockton, CA 95204

DATE . 10/17/2005

PATIENT . Anderson, Tiffany K DATE OF INJURY : 10/11/2005

EMPLOYER : SJ Mosquito and Vector Control SOC. SEC.# : 549-23-5133

CASE # 1278295 CLAIM # : VE060031
SUBJECTIVE:

The patient's rash is improving. She is no longer having symptoms pruritic. She is having
some "flu symptoms" at this time. She may have had a fever last evening, general malaise,
denies sore throat, no respiratory symptoms, slight nausea.

OBJECTIVE:

She is alert, in no acute distress. She is well hydrated. Ears, nose and throat: There is
mild pharyngeal erythema. Neck: Supple, no adenopathy. Lungs: Clear without wheeze, rales,
rhonchi. Breath sounds equal. Heart: Regular rhythm without murmur. Heart sounds normal.
Abdomen: Soft and nontender without organomegaly or mass. Skin: There are a faint scattered
erythematous small macules at the back. There are no inguinal nodes.

ASSESSMENT :

_ 1. Probable allergic reaction.
2. Rule out viral syndrome.

PLAN:
Followup in three days.

DR/bjg

D: 10/17/2005
T: 10/28/2005

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 knowledge. This statement is made under penalty of
perjury.




D:meron
ospital _QOccupational Health Services

525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/17/2005
Social Security No.: 549-23-5133 TimelIn: 07:48 am Time Out: 08:32 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS -~ Fresno 8046
Clinic Case Number:  7g225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

Since the iast 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:  10/17/2005T6:  10/20/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition: R 20 A - [10 Iy L‘*“"’KL dne 15
Next Scheduled Appointment: _3:00 —pm- 10/2677005  ppA Toss tladita

£ B g\( v j"‘

“ 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, (Orginal signature on file) Case Coordinator Phone: (209) 461-3196 opt.1




Dl.imeron
ospital  Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/17/2005
Social Security No.: 549-23-5133 TimelIn: 07:48 am Time Out: 08:32 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status: rull work duties From: 10/17/2005T9: 10/20/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition:
Next Scheduled Appointment: 3:00 pm 10/20/2005

“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
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

DH-WSR 8714740
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» o . DAMERON HOSPITAL CLINICAL LABORATORY
525 West Acacia Street Stockton California 95203
Laboratory Directors: J.L. Dickerson,M.D. R.D. Lawrence,M.D.

NAME: ANDERSON, TIFFANY K . LOC: OCC Injury Clinic
ID: 08599110015
SEX: F AGE: 35Y' * DOB: 08/22/1970 MR: 626041

DR: HULL, INJURIES,
COPY TO DR: ROSSMAN,DONALD L MD

ACC: M4535 COLLECT: 10/17/2005 -RECEIPT: 10/17/2005 ORD DR: ROSSMAN,DONALD L MD
08:25 11:51 :
ABN LOW NORMAL ABN HIGH
CBC
WBC Count 3 6.2 {4.5-11.0]) 10°3/uL
REC Count 4.62 [3.80-5.30] 10"6/uL
Hemoglobin 2 3.7 f11.7-16.1] g/an
Hematocrit : 40.1 : [387.0-47.0] &
Mcv 87 [73-100) fL
MCH 29.7 : ; [26.0-25.0] pg/Erc
MCHC 34.2 [31.0-36.0] gHb/dL
PLT Count = 231 [150-450] 10°3/uL
RDW-CV : 134 [11.0-16.0] %
Differential
Abs Neutrophil Auto 4.2 [2.2-7.6] 107°3/uL
Abs Lymphocyte Auto 1.4 [1.0-3.8) 10™3 /ul
Abs Monocyte Auto 0.3 [0.1-0.9) 10”3 /uL
Abs Eosinophil Auto 0.1 [0.00-0.40] 10"3/uL
Abs Basophil Auto 0.1 [0.0-0.1] 10"3/uL
Neutrophil Auto 68 [55-75] %
Lymphocyte Auto 23 [20-35] %
Monocyte Auto : 6 [2-8] %
Eosinophil ‘Auto 5 171 [1-4) %
¥

Basophil Auto { 1.44 H [0-1]

\%
END OF REPOR /

NAME: ANDERSON,TIFFANY K
LoC: OCC Injury Clinic * PHYSICIAN / CLIENT 'REPORT

WYTT/2005 12:10 PAGE: 1




™ DAMERON HOSPITAL CLINICAL LABORATORY
' 525 West Acacia Street Stockton California 95203
Laboratory Directors: J.L. Dickerson,M.D. R.D. Lawrence,M.D.

NAME: ANDERSON, TIFFANY K LQC: OCQ Injury Clinic
ID: 08599110015
SEX: F AGE: 35Y DOB: 08/22/1970 MR: 626041

DR: HULL, INJURIES,
COPY TO DR: ROSSMAN,DONALD L MD

ACC: M4535 COLLECT: 10/17/2005 RECEIPT: 10/17/2005 ORD DR: ROSSMAN,DONALD L MD
08:25 21:5%
ABN LOW NORMAL ABN HIGH
CBC
WBC Count- 6.2 [4.5-11.0] 10°3/uL
RBC Count 4.62 [3.80-5.30] 1076/ulL
Hemoglobin 18.7 [11.7-16.1] g/dL
Hematocrit 40.1 [37.0-47.0] %
MCV 87 [73-100] fL
MCH 29.7 [26.0-35.0] pg/Erc
MCHC 34.2 [31.0-36.0] gHb/dL
PLT Count 231 [150-450] 10”3 /ulL
7~ RDW-CV 13.4 [11.0-16.0] %
Differential
Abs Neutrophil Auto 4.2 [2.2-7.6] 1073 /ulL
Abs Lymphocyte Auto 1.4 [1.0=3.8] 1073 /uL
Abs Monocyte Auto 0.3 [0.1-0.9] 1073 /ulL
Abs Eosinophil Auto 0.1 [0.00-0.40] 1073 /uL
Abs Basophil Auto 0.1 [0.0-0.1] 1073 /ulL
Neutrophil Auto 68 [55-75] %
Lymphocyte Auto 23 [20-35] %
Monocyte Auto 6 [2-8] %
Eosinophil Auto T-F1 [1-4] %
Basophil Auto 1.44 H [0-1] %

AV
-

END OF REPORT

NAME: ANDERSON,TIFFANY K
& BOC:  OCC Injury Clinic PHYSICIAN / CLIENT REPORT
10/17/2005 12:10 PAGE: 1




D:meron
- f%;p/ta/ Occupational Health Services
525 W. Acacia St,, Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 10/20/2005
Social Security No.: 549-23-5133 TimeIn: 08:52 am Time Out: 059:54 an
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 73225 Claim Number: Pending

CLINICAL STATUS
Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS

Work Status: 0ff balance of shift; return to full wFrom: 10/20/2005 70X  10/25/2005

Work Restrictions:

Estimated return to full duty:

DISPOSITION

Disposition:
Next Scheduled Appointment: 07:20 am 10/25/2005

‘ 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
tnowledge. This statement is made under penalty of perury.”
Doctor's Phone: (209) 461-3196 opt. 3

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




R0~

: DAMERON HOSPITAL )
T OCCUPATIONAL INURY CLuwiS

WORK STATUS REPORT - WORKSHEET

Employee Name:Anderson, Tiffany K Date of this Examination: -f':mﬂz'-‘()lzoos
Employer: SJ Mosqui to/ﬁnd Vector Clinic Case Number: 78225
DIAGNOSIS: ‘,/
CLINICAL STATUS:  _ Q1: Improved, as expected —_Q2: Improving slowly __Q3: No significant change __Q4: Worse
PT/OT: _W1: Continue as prescribed __W2: 3x/wk - 2 week__W3:3x/wk — 1 week __W4: One visit __WS5: Non-DHA PT
RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:
—ET-MRl - EX CT Sean —E3: NCS __E4: Work Conditioning __ES: Epidurals __ E6: Ergo Evaluation
REFERRAL / CONSULT:
___R10: Orthopedist __ R14: General Surgeon _ R18:ENT __ R22: Health Club
__ R11: Ophthalmologist __ R15: Neurologist __ R19: Dermatology _R23: Urology
__. R12: Neurosurgeon __R16: Psych __ R20: Pain Mgmt ___R24; Acupuncture
__ R13: Hand Specialist —_ R17: Physiatrist __R21: Dentist ___R25: Podiatrist
WORK STATUS:  Full work duties ___ OftS of St TS J\d‘ __ No work until next appt.
__ Modified work duties _@baldhce@ shift, full work duties” 3) __ Current WS until Specialist appt.
WORK RESTRICTIONS: ; \O\QOS
No lift / carry >: No prolonged: Other Back/Neck
_A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
__A10: 10-15% __A16:Sitting __A14: Limit twist / bend at neck
__A11; 30# __A17: Desk / sedentary only
_A12: 5#
Lower Extremity Miscellangous
__A18: No crawl / kneel / squat —_S16: Limited use of injured body part
__A19: No climbing ladders __817: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __$19: No operating company vehicles
__A22: Use cane as directed: __S20: No exposure to heat
: —_S21: No exposure to cold
Upper Extremity __S22: No exposure to chemical, vapors, fumes
__810: Wear splint/ sling as directed _-_S523: No welding
__S11: No frequent / repetitive use of wrist / hand __S524: Avoid physical altercations
__S12: No heavy pushing or pulling __525: Avoid wearing latex gloves
_S13: No use of arm above shoulder _S27: Limit keyboarding: 45 min/hr
—_S14: No forceful hand grasp __S28: Limit keyboarding: 4 hr/day
__815: No use of injured body part
PR STATUS:
__PR-1: Periodic Report - __PR-4: Change in Tx Plan __PR-7: Discharge /B
___PR-2: Change in Work Status __ PR-5: Referral/Consult __PR-8: Request by Adjuster
__ PR-3: Change in Pt. Condition ___PR-6: Surgery/Hospitalization __PR-9: Other: /
DISPOSITION: —D1: Consult

; __D2: Final Discharge without residuéls, PR-2 to follow /
__D5: Referral / Transfer of care __D4: Final Discharge with residuals, PR-3 to follow

__D6&: Non-occupational, refer to PMD D3: First Aid ; :
Next scheduled appointment: M\' } L B, Provider Initial: z\!v /

D YSRE Workahest, P




Dl.c?neron
y ospital Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/20/2005
Social Security No.: 549-23-5133 TimelIn: 08:52 am Time Out: 09:54 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS

Work Status: 0off balance of shift; return to full wfrom: 10/20/20057TO: 10/25/2005

Work Restrictions:

Estimated return to full duty:

DISPOSITION

Disposition:
Next Scheduled Appointment: 07:20 am 10/25/2005

“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
knowledge. This statement is made under penalty of perjury.”

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

DH-WSR 87144




Occupational Injury Clinic

Recheck Worksheet

~Patient Employer Guarantor
.nderson, Tiffany K SJ Mosquito and Vector Control AIMS - Fresno 8046
1416 Iris Dr #7 7759 S Airport Way PO Box 28100
Lodi, CA 95242 Stockton, CA 95206 Fresno, CA 93729

Contact : John Stroh

Phone: (209) 333-1037 Phone : (209) 982-4675 x Phone : (559) 227-9891
Fax * (209) 982-0120 Fax : (659) 227-1579
Sex: Female DOB : 08/22/1970 Age: 35 Date/Hour of Injury  : 10/11/2005 at 09:00 am
Social Security # . 549-23-5133 Last Work Date :
Occupation . Techl Case Number : 78225
Department : Claim Number . Pending

Date/Time of Visit : 10/20/2005 at 08:52 am
Check In Instructions

**Page OHS staff @ 929-2541 BEFORE proceeding*™*

DRUG AND ALCOHOL TESTING
* None

OTHER INSTRUCTIONS
* Company may request: DOT UDS & BAT
* Lab: Quest, Test #35304N, Client #76337

TREATMENT AUTHORIZATION
1. John Stroh

2. Carol Aksland

3. Ed Lucchesi

=
Provider's Notes Zﬁ)ictation Complete

420 W. Acacia Street , STE # 2 Linacia 1st Floor, Stockton, CA 95204
Phone: (209) 461-3196 Fax: (209) 461-7529



i DAMERON HOSPITAL -
OCCUPATIONAL INURY CLuv.c

WORK STATUS REPORT - WORKSHEET

Employee Name: Anderson, Tiffany K Date of this Examination: 10/20/2005

Employer: SJ Mosquito /and Vector Clinic Case Number: 78225

DIAGNOSIS: V/

CLINICAL STATUS: _ Q1:Improved, as expected __Q2: Improving slowly __Q3: No significant change __Q4: Worse

PT/OT: __W1: Continue as prescribed __W2: 3x/wk - 2 week__W3:3x/wk — 1 week __W4: One visit __WS5: Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

_E1: MRI __E2:CT Scan ENES __E4: Work Conditioning __E5: Epidurals __E6: Ergo Evaluation
REFERRAL / CONSULT:

___R10: Orthopedist ___R14: General Surgeon __R18:ENT ___R22: Health Club

__ R11: Ophthalmologist __R15: Neurologist ___R19: Dermatology __R23: Urology

__ R12: Neurosurgeon __R16: Psych __R20: Pain Mgmt __R24: Acupuncture

___R13: Hand Specialist __R17: Physiatrist ___R21: Dentist ___R25: Podiatrist

WORK STATUS: __ Full work duties = OO __No work until next appt.
__ Modified work duties ff balance of shift, full work duties ] ___ Current WS until Specialist appt.
WORK RESTRICTIONS: \B\L'QOS
No lift / carry >: No prolonged: Other Back/Neck
__A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
_ A10: 10-15# __A16:Sitting __A14: Limit twist / bend at neck
_ A11: 30# __A17: Desk / sedentary only
__A12:5#
Lower Extremity Miscellaneous
__A18: No crawl / kneel / squat __S$16: Limited use of injured body part
__A19: No climbing ladders __S17: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __S19: No operating company vehicles
__A22: Use cane as directed __S20: No exposure to heat
__S21: No exposure to cold

Upper Extremity __S22: No exposure to chemical, vapors, fumes
__S10: Wear splint/ sling as directed __S23: No welding
__S11: No frequent / repetitive use of wrist / hand __S24: Avoid physical altercations
__S12: No heavy pushing or pulling __S25: Avoid wearing latex gloves
__S13: No use of arm above shoulder __S27: Limit keyboarding: 45 min/hr
__S14: No forceful hand grasp __S28: Limit keyboarding: 4 hr/day
__S15: No use of injured body part
PR STATUS:

___PR-1: Periodic Report ___PR-4: Change in Tx Plan ___PR-T7: Discharge

___PR-2: Change in Work Status ___PR-5: Referral/Consult ___PR-8: Request by Adjuster

PR-3: Change in Pt. Condition ___PR-6: Surgery/Hospitalization ___PR-9: Other:
DISPOSITION: __D1: Consult __D2: Final Discharge without residuals, PR-2 to follow
__D5: Referral / Transfer of care __D4: Final Discharge with residuals, PR-3 to follow

~ Db Non-occupatlonal refer to PMD D3: First Aid
Next scheduled appointment: ’ L “3 Provider Initial: z\§\/




[x] Periodic Report [x] Change in treatment plan [x ] Discharged
[x] Change in work status [X ] Need for referral or consuitation [X] Requested by:
[x ] Change in patient’ s condition [x ] Need for surgery or hospitalization [x ] Other:

Patient Information:

Anderson, Tiffany K Sex: F SSN: 549-23-5133
1416 Iris Dr #7 Lodi, CA 95242- DOB: 08/22/1970
(209) 333-1037 Occupation: Tech I

Claims Administrator:

AIMS - Fresno 8046 Claim Number: VE060031
Fresno, CA 93729-

(559) 227-9891 FAX: (559) 227-1579

Employer: :

SJ Mosquito and Vector Control
( ) S

Narrative Report: : Date of Visit: 10/20/2005

SUBJECTIVE:

Pt improving. No respiratory complaints.

OBJECTIVE:

Alert, no acute distress. ENT clear. Neck no adenopathy. Lungs clear. Heart
regular rhythm without murmur. Heart sounds normal. Skin clear at this time.
ASSESSMENT:

Probable allergic reaction. R/o viral syndrome.
PLAN:

1. Return 1 wk

DR
D: 04/24/06 gy
T: 04/25/06 A

" 24
Yo

I have not violated Labor Code Section 139.3 and the content$ ,of theerasport and

bill are true and correct to the best of my knowledge. Th&s st%beniéﬁt is made

under penalty of perjury. N 3 ok
Negde
a4 ’\r o
e
Work Status: Off balance of shift; return to From: 10/20/2005 To: 10/25/2005

DH-PR-2 4/25/00



- State of California
Division of Workers’ Compensation

PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)
Page: 2
Patient Name: Anderson, Tiffany K : Date of Visit: 10/20/2005
Primary Treating Physician:

| declare under penaity of perjury that this report is true and correct to the best of my knowledge and that | have not
violated Labor Code § 139.3.

Signature: Date: 10/20/2005

Physician: Donald Rossman, M.D. Executed at: Dameron Hospital

Cal. Lic. # c35074 525 W. Acacia St., Stockton, CA 95203
Specialty: Occupational Medicine (209) 461-3196 Opt.3

Next report due no later than 45 days from date of this report

R
2w
-~ ]
e Y
e A
w2

DH-PR-2 4/25/00



D eron
’%; ital _ Occupational Health Services
525 W. Acacia St.,, Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 10/25/2005
Social Security No.: 549-23-5133 TimelIn: 07:25 am Time Out: 07:55 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS
Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status:  rFull work duties From:  10/25/2005T0: 10/25/2005
Work Restrictions:
Estimated return to fuil duty:
DISPOSITION
Disposition: Final Discharge,P&S, no residuals PR2 to follow

Next Scheduled Appointment: 45

“l 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.!




Occupational Injury Clinic

Recheck Worksheet

—Patient

.nderson, Tiffany K
1416 Iris Dr #7
Lodi, CA 95242

Phone: (209) 333-1037

Employer

SJ Mosquito and Vector Control
7759 S Airport Way
Stockton, CA 95206

Contact : John Stroh
Phone : (209) 982-4675 x
Fax  :(209)982-0120 .

Guarantor

AIMS - Fresno 8046
PO Box 28100
Fresno, CA 93729

Phone : (559) 227-9891
Fax : (659) 227-1579

Social Security #
Occupation
Department

Sex: Female DOB -

08/22/1970 Age: 35
549-23-5133
Tech |

Date/Hour of Injury 10/11/2005 at 09:00 am
Last Work Date
Case Number 118225

Claim Number . Pending

g
A
@

Check In Instructions

**Page OHS staff @ 929-2541 BEFORE proceeding**

DRUG AND ALCOHOL TESTING
* None

OTHER INSTRUCTIONS
* Company may request: DOT UDS & BAT
* Lab: Quest, Test #35304N, Client #76337

TREATMENT AUTHORIZATION
1. John Stroh

2. Carol Aksland

3. Ed Lucchesi

Date/Time of Visit : 10/25/2005 Jt 07:25 am

Provider's Notes

[ZﬁDictation Complete

\\\f

N

420 W. Acacia Street , STE # 2 Linacia 1st Floor, Stockton, CA 95204
Phone: (209) 461-3196 Fax: (209) 461-7529




DAMERON HOSPITAL

JCCUPATIONAL INURY CLi...C \L _,

WORK STATUS REPORT - WORKSHEET

Employee Name: Anderson, Tiffany K Date of this Examination: ~10/25/2005

Employer: SJ Mosquito and Vector Clinic Case Number: 78225

DIAGNOSIS: J

CLINICAL STATUS: __Q1:Improved, as expected __Q2: Improving slowly __Q3: No significant change __Q4: Worse

PT/OT: __WH1: Continue as prescribed __ W2: 3x/wk - 2 week__ W3:3x/wk — 1 week __W4: One visit __WS5: Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

__E1: MRl __E2: |[CT Scan __E3: NCS __E4: Work Conditioning __ES5: Epidurals __E6: Ergo Evaluation
REFERRAL / CONSULT:
__R10: Orthopedist ___R14: General Surgeon __R18:ENT __R22: Health Club
___R11: Ophthalmologist ___ R15: Neurologist __R19: Dermatology __R23: Urology
__ R12: Neurosurgeon __R16: Psych __R20: Pain Mgmt ___R24: Acupuncture
___R13: Hand Specialist ___R17: Physiatrist ___R21: Dentist ___R25: Podiatrist
WORK STATUS: @v_&k—m __ Off balance of shift, modified work __ No work until next appt.
= ified work duties ___ Off balance of shift, full work duties __ Current WS until Specialist appt.
WORK RESTRICTIONS:
No lift / carry >: No prolonged: Other Back/Neck
__A09: 50# __A15:Stand/Walk __A13: No frequent lift, bend, twist, stoop at waist
__A10: 10-15# __A16:Sitting ___A14: Limit twist / bend at neck
__A11:30# __A17: Desk / sedentary only
__A12:5#
Lower Extremity Miscellaneous
__A18: No crawl / kneel / squat __S16: Limited use of injured body part
__A19: No climbing ladders __S17: May advance work activities as tolerated
__A20: Use crutches as directed __S18: Keep dressing clean and dry
__A21: Elevate as directed __S19: No operating company vehicles
__A22: Use cane as directed __S20: No exposure to heat
__S21: No exposure to cold
Upper Extremity __S22: No exposure to chemical, vapors, fumes
__S10: Wear splint/ sling as directed __S23: No welding
__S11: No frequent / repetitive use of wrist / hand __S24: Avoid physical altercations
__S$12: No heavy pushing or pulling __S25: Avoid wearing latex gloves
__S13: No use of arm above shoulder __S27: Limit keyboarding: 45 min/hr
__S14: No forceful hand grasp __S28: Limit keyboarding: 4 hr/day

__S15: No use of injured body part

PR STATUS:
___PR-1: Periodic Report ___PR-4: Change in Tx Plan ___PR-T7: Discharge
___PR-2: Change in Work Status __PR-5: Referral/Consult ___PR-8: Request by Adjuster
___PR-3: Change in Pt. Condition ___PR-6: Surgery/Hospitalization ___PR-9: Other:
DISPOSITION: __D1: Consult - =B2: Fin:l{?@rge without residua!§ PR-2 to follow
__D5: Referral / Transfer of care __D4: Final.Discharge with residuals, PR-3 to follow
__D6: Non-occupational, refer to PMD __Da3: First Aid

Next scheduled appointment: /@/ Provider Initial: g‘g &Y\

e e




State of California
Division of Workers’ Compensation

PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)

In accordance with CCR Title 8, Section 9785, this report is being submitted for the following reason:

[ ] Periodic Report [ ] Change in treatment plan [x ] Discharged
[ ] Change in work status [ ] Need for referral or consultation [ ] Requested by:
[ ] Change in patient’ s condition [ ] Need for surgery or hospitalization [ ] Other:

Patient Information:

Anderson, Tiffany K Sex: F SSN: 549-23-5133
1416 Iris Dr #7 Lodi, CA 95242- DOB: 08/22/1970
(209) 333-1037 Occupation: Tech I

Claims Administrator:

AIMS - Fresno 8046 Claim Number: VE060031
Fresno, CA 93729-

(559) 227-9891 FAX: (559) 227-1579

Employer:

SJ Mosquito and Vector Control
(o) =

Narrative Report: Date of Visit: 10/25/2005

SUBJECTIVE:
Pt asymptomatic. No skin or respiratory symptoms.
OBJECTIVE:

Alert, no acute distress. Lungs clear. Heart regular rhythm without murmur.
Heart sounds normal. Skin clear.

ASSESSMENT :
Probable allergic reaction resolved.
PLAN:

1. Discharge from care without residual.

DR
D: 04/24/06
T: 04/25/06 =

\ J Vl"“
I have not violated Labor Code Section 139.3 and the contents of. EgeJreport and
bill are true and correct to the best of my knowledge. This stdtement \fl i e
under penalty of perjury. : \AN‘ z

S
R

Work Status: Full work duties From: 10/25/2005 To: 10/25/2005

DH-PR-2 4/25/00



D:meron
17; ital  Occupational Health Services
525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 10/25/2005
Social Security No.: 549-23-5133 Timein: 07:25 am Time Out: 07:55 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 78225 Claim Number: pending

CLINICAL STATUS

Diagnosis: Dermatitis, Contact Allergic
Since the last visit, this patient's condition has: Improved as expected

EVALUATION AND TREATMENT PLAN

Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status: Full work duties From: 10/25/2005 79 10/25/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition: Final Discharge,P&S, no residuals PR2 to follow
Next Scheduled Appointment: 55

“ have nof violated Labor Code Section 139.3, and the contents of the report and bill are frue 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

it Y B



B

ACCLAMATION INSURANCE
MANAGEMENT SERVICES

" IRNG

October 14, 2005

Tiffany Anderson
1416 Iris Drive, #7
Lodi, CA 95242

EMPLOYER: San Joaquin County Mosquito/VCD; CLAIM#: VE060031; DATE/INJURY: 10-11-05

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 illness. 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
MILEAGE

If you desire additional forms, please check here

Signature;

P.O. Box 28100
Fresno, CA 93729
{559) 227-9891
FAX {(559) 227-1579
CAL. LIC. 2772984

TOTAL




AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

[« .norize

(Name of physician or health care provider authorized to use or disclose information)

[o furnish to Acclamation Insurance Management Services or
(Name and address of person/organization to which disclosure is made)

Health information described below on:

(Patient name)

For the purpose of:
This information is limited to the following type and amount of information. (Use dates where appropriate.)
Progress Notes Immunization Records
Consultation Reports Any and all Records for the last 2 years
Laboratory, Pathology Reports from to
* Radiology Reports/Imaging Reports from to
Medical Records relating to injury (date)
Other:

DISCLOSURES REQUIRING SPECIAL CONSENT:
My signature below specifically authorizes the release of health care information relating to the testing, diagnosis
or treatment for: (initial appropriate area)
HIV/AIDS virus Mental Health/Psychiatric Disorders
Sexually Transmitted Diseases Drug, Alcohol Abuse/Treatment

. derstand that I have a right to revoke this authorization at any time. I understand that my revocation must be in
writing and presented to the Health Information Management Department. I understand that the revocation will
not apply to information that has already been released in response to this authorization, I understand that the
revocation will not apply to my insurance company when the law provides my insurer with the right to contest a
claim under my policy. Unless otherwise revoked, this authorization will expire on the following date, event or
condition:

If I fail to specify an expiration date, event or condition, this authorization will expire in six months from date of
signature.

Neither treatment, payment, enrollment nor eligibility for benefits will be conditioned on my providing or refusing
to provide this authorization. I understand that I may inspect or copy the information to be used or disclosed, as
provided in CFR 164.524. 1 understand that any disclosure of information carries with it the potential for an
unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have
questions about disclosure of my health information, I can contact the Director of Health Information. I understand
I have a right to receive a copy of this autherization.

A carbon copy, photo static copy or fax copy of this true release shall be as valid as the original.

Signature of Patient, Parent or Legal Guardian : Patient Date of Birth
If signed by other than patient, indicate relationship Patient Address
« utient telephone number Patient Social Security Number

Witness signature Date



INJURED EMPLOYEE INFORMATION FORM

(PLEASE PRINT)
EMPLOYEE NAME: DATE OF BIRTH:
SOCIAL SECURITY NO: INJURY DATE:
NAME OF EMPLOYER:
MARITAL STATUS: # OF DEPENDENTS:
HEIGHT: __ WEIGHT: ____ HAIRCOLOR: _____ EYE COLOR:

Please describe how the injury occurred:

(use back of sheet if more room is needed)

List names & address or phone numbers of any witness:

‘What is your job title and job duties?:

Where were you first taken for treatment of this injury?:

What physicians have you seen for this injury?:

What is the name, phone number and address of your family physician?:

What injuries did you sustain due to this accident?: (i.e.:body part injured?):

Have you ever injured this body part before?:  yes  no. If yes: when:

What type of tests have the doctors done at this time?:

Have you been released by the doctor at this time? yes no
*if yes date of doctor’s release:




PAGE 2
EMPLOYEE INFORMATION FORM NAME:

Please list all sports activities or hobbies you have.:

Where did you work for before this employer?:

Have you ever filed a workers’ comp claim before?:_ NO ___ Yes (date: )
What was the injury for which you filed the claim?:
Did you receive a settlement for that injury?: _~ NO__ YES Amount:
Name of doctor that treated you for that injury.:

Do you have a high school diploma?: __ YES __ NO

Did you completea GED.? _ YES __ NO

Do you have any vocational training? ___ NO ___ YES--Type:
Have you ever been in the military? _ NO___ YES--Which branch:

Please list any medical conditions you may have that not related to this injury
(ie: highblood pressure):

Please list all medications that you are currently taking.:

Besides workers’ comp what other sources of income are you currently receiving?

Are you right or left handed? Right Left Ambidextrous

I have completed and read the above and find it to be true and correct to the best of my
knowledge* :

Signed

Date

Witness

*Any person who knowingly and with intent to defraud any insurance company or other person files a statement of
claim containing any materiaily false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance



ACCLAMATION INSURANCE
MANAGEMENT SERVICES

November 7, 2005

Tiffany Anderson
1416 Iris Drive, #7
Lodi, CA 95242

Employee: Tiffany Anderson

Employer: San Joaquin County Mosquito/VCD
Claim No: VE060031

D/Injury:  10-11-05

Dear Ms. Tiffany Anderson:

Based on a review of your file it appears you have recovered from your injury without any
permanent disability. For this reason, we assume that you are not in need of further medical
treatment and are having no further problems from your injury.

If you feel that you are in need of further medical care or that you are having some residual
disability resulting from the dermatitis, contact allergic, then please contact me in order that we
might make arrangements for necessary medical care. If we do not hear from you within 30 days
from the date of this letter, we will assume that you are in agreement with our decision and will

close our file. You may contact the State Information and Assistance Office 209/948-7980, for
further information.

Be advised that certain statute of limitations apply to the provision of benefits. If it is
necessary to go to the Workers’ Compensation Appeals Board to resolve your claim, you must
file an Application of Adjudication within one year of the date of your injury or one year from
the date of your last medical treatment. Waiting longer could mean losing your right to benefits.
And should you allege your injury has caused you any new and further disability, you must file
an Application of Adjudication with the Worker’s Compensation Appeals Board. You must do

so within five years from the original date of injury. Waiting longer could also mean losing your
right to benefits.

Sincerely,

Theresa Antoyan
Claims Assistant
TA

Employer: San Joaquin County Mosquito/VCD
File

P.O.Box 28100
Fresno, CA 93729
(559) 227-9891
FAX (559) 227-1579
CAL. LIC. 2772984




