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AA ]QT C50913-K
DEC TION FOR SUBPOENA DUCES T M

Case No. ADJ7004221
. STATE OF CALIFORNIA, County of SAN JOAQUIN

The undersigned states:
That he/she is (one of) the attomey(s) of record/representative(s) for the applicant/defendant in the action captioned on the subpoena

duces tecum. That DAMERON OCCUPATIONAL HEALTH SERVICES
- has in his/her possession or under his/her control the documents described on the subpoena.
That said documents are material to the issues involved in the case for the following reasons:
These records may contain information that will help in the resolution of this claim.

Declaration for Injuries on or After January 1, 1990 and Before January 1, 1994

That an Employee's Claim for Workers' Compensation Benefits (DWC Form 1) has been filed in accordance with Labor Code
Section 5401 by the alleged injured worker whose records are sought, or if the worker is deceased, by dependent(s) of the
decedent. (Check box if applicable and part of the declaration below. See instruction on Subpoena.)

I declare under penalty of perjury that the foregoing is true and correct.

Executed on  October 5, 2011, at Torrance, CA 90503

STOCKWELL, HARRIS, 1545 RIVER PARK DR, SUITE 330
ISl WOOIL VERTON & SACRAMENTO, CA 95815 916-924-1862
SighdtldEHL Address Telephone
DECLARATION OF SERVICE

* STATE OF CALIFORNIA, County of SAN JOAQUIN

I, the undersigned, state that: I served the foregoing subpoena by delivering a true copy thereof, together with a copy
of the Declaration in support thereof, to each of the following named persons, personally, at the date and place set
forth opposite each name. ‘

Name of person served Date of service Place Phone
PATRICIA (RLN) 10/14/2011 DAMERON OCCUPATIONAL 209-461-3124

HEALTH SERVICES

I declare under penalty of perjury that the foregoing is true and correct.

Executed on  October 14, 2011, at Torrance, CA 90503

Compex Legal Services

Signature




INPATIENT/OUTPATIENT REGISTRATION RECORD

ACCT NUM:
105715551

ADMIT DATE/TIME:
06/20/2008 08 38

PATIENT INFORMATION:

DIS DATE/TIME:
06/20/2008 08 38

MRN:
626041

NAME: ANDERSON, TIFFANY K
ADDRESS: 1416 IRIS DR #7
CITY: LODI

STAINE/ZIP: CA 95242

PHONE. (209)333-1037

BIRTHDATE: 08/22/1970
AGE: 37

GENDER: 'EMALE
MARITAL STATUS: SINGLE
RELIGION: NON

S.5.#: 549-23-5113 ALIAS:
ACCOUNT INFORMATION:
PAT CLASS: O ' ADMIT CLERK:

HOSP SERV: XRO
RAISER MED REC/INS ID:
FINANCIAL CLASS: 9399.STOLAS-OCC HEALTH EX

PHYSICIAN INFORMATION:

ADMIT DX: GENERAL MEDICAL EXAM NOS

GENERAL MEDICAL EXAM NOS
AMS

ADMITTING: INJURIES HULL

ATTENDING: DONALD L ROSSMAN

PRIMARY:

NEXT OF KIN: EMERGENCY CONTACT:
NAME: NAME:

RELATION: RELATION:

HOME PHONE: HOME PHONE:

BUSINESS PHONE: BUSINESS PHONE:

GUARANTOR INFORMATION:

NAME. ANDERSON, TIFFANY K
ADDRESS: 1416 IRIS DR #7
CITY: LOD!

STATE/ZIP. .CA

PHONE" (209)333-1037

RELATIONSHIP: SELF
EMPLOYER NAME: S COUNTY MOSQUITO-8046
JOB TITLE: TECH

INSURANCE:

PRIMARY: SECONDARY: TERTIARY:
INS PLAN: S10LASN-OCC HEALHI LXAMS INS PLAN: INS. PLAN:
ADDR: ADDR: ADDR:
CITY. CITY: CITY:
STATE/ZIP, STATE/ZIP; STATE/ZIP:
POL#, POL#: POL#:
GRP#: GRP#: GRP#:
SUBS. ANDI RSON 11l FANY & SUBS:; SUBS:

REL T1OPT: A REL TO PT: REL TO PT:
COMMENTS:

ADVANCE DIRECTIVE:

DAMERON HOSPH AL ASSOCIATION

MRN 626041, ACCT 105
Patient information - Page 1/1

7158651, Printed by psolorio - CONFIDENTIAL
Job 21782 (10/27/2011 12 54) - Page 1 Doc# 1
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RADIOLOGY

CC: HULL, INJURIES MD

Procedure: RIGCHT KNEE

Three views of the right knee demonstrate the soft tissues and osseous
structures intact without any obvious fracture or dislocation seen.
Joint space is maintained without any narrowing.

Electronically Signed 06/20/2008 16:32:25
DAVID WONG, MD

D:  /T: 06/20/2008 15:01:51/DI: 00004774/DN: 00004774

ANDERSON, TIFFANY

626041
L] wra o
: .$.. ".  DAMERON HOSPITAL
* S STOCKTON, CALIFORNIA 95203
RADIOLOGY

MRN 826041, ACCT 105715551, Printed by psolorio - CONFIDENTIAL

Radiciogy Report - Page 1/1 Job 21782 (10/27/2014 12°64) - Page2 Doc#2
A
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% DAMERON HOSPITAL -
Occupational Health Services

AUTHORIZATION FOR MEDICAL SERVICES

Dalte ' Employee/Applicant Name
4 -
(,[’zo/"u TIFEA N ANDEZS s 4
Com_bany Name Telephone #

53 MDISRAITO ABATEMAUT

Company Authorization By

ED (Ul HES/

SERVICES REQUESTED

“Eﬁr ment of work- i

If working for a temporary agency

Agency Name

Telephone Number

0 g inatt
O Pre-employment {1 DOT-ininal [J DOT -Recertification
3 Other

O Drug Screen O pot O Non-DOT

[J Breath Aicohot 0 boT 3 Non-DOT
0 Pre-employment ] Random [0 Reasonable Suspicion
[J Post Accident ] Other

Special Instructions ‘LN 7‘—%/ Fé

Appomtment: Date: / /.

Time ___________ __ _AM/PW
000003
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Damejon Hospital Occupational Health Services
420 W. Acacia smﬁ Stackton, CA 95203 209-461-3196 % 208-461-3123
A\

| WORK STATUS REPORT |

Employee: Tiffany Anderson Exam Date: 08/12/2008
Employee ID: 549.23-5133 Time In: 10:30 AM Time Out: 11:19 AM
Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury:  6/19/2008 Claim No:  VE0700184
Work Status: MODIFIED WORK DUTIES
Effective 08/12/2008
Work Restrictions: WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.
Diagnosis: Knee effusion, Right ‘

Spram/strain knee, crucidte ligament

/- .

Evaluating Clinician: Mike Dixon PA-C
Donald Rossman M.D.-- W @7&)\)

*Reqguest for Treatment Authorization

Date of Request  Treajment Statug
08/12/2008 Referral - Orthopedist Obtain Authorizatton

* A separate "Request for Treatment Authorizatton” with supporting documentation will be submutted to the Claims Examuner
Final Disposition: . Referred out -

s

Printed 8/12/2008

Employer Copy
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Dame ' ccupati al Hoalth Seriices
420 W. Acacia Strel\ tockton, CA 95203 200-484-3156 200-481-3123

|__WORK STATUS REPORT |

Employes: Tiffany Anderson Exam Date: 08/05/2008
Employee ID: 549-23-5133 Time In- 10:30 AM Time Out: 11:47 AM
Employer: 8J Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury:  6/19/2008 Claim No:  VEQ700184
Work Status: MODIFIED WORK DUTIES
Effective 08/05/2008 to 08/12/2008
Work Restrictions: WORK RESTRICTIONS. No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.
Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate llgament
Evaluating Cliniclan: Mike Dixon PA-C
Donald Rossman M.D.- ., /\'\fm ®#‘Q
Next Scheduled Appointment:
Date Jims Provider Specialty
8/12/2008 1:20 PM Dixon, Mike Occupational Health Services

OE‘FC&:M CeAe_ ) T:@;\ é‘Hcc(m\Em :

a4

8. 2.o%
L\»Q\QW
_ Tonsler cue o D Nrmse

Printed 8/5/2008

Employer Copy
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Damepan Hospltal Occupational Health S ices
420 W. Acacla SR, Stockion, GA 95203  209-361-3156 208-461:3123

{_ WORK STATUS REPORY |

Employee: Tiffany Anderson Exam Dato: 07/29/2008

Employee ID: 549-23-5133 , Time in: 2.00PM Time Qut: 3:32 PM

Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049

Date of Injury: 6/19/2008 Claim NO/VED?QQLI 84

Work Status: MODIFIED WORK DUTIES é&
Effective 07/29/2008 to 08/05/2008

Work Restrictions: WORK RESTRICTIONS: No squatting, ki or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.

Diagnosis: Knee effusion, Right

» ‘ Sprain/strain knee, cniciate ligament
Evaluating Clinician: Mike Dixon PA-C
, Donald Rossman M.D, , .
*Medical Services: Propoxyphene/Aceta 100-650rhg W ®7‘{3\)

*This 15 a genera! overview of the visit, 1t 15 pe rvices
*Request for Treatmant Authorizatia

Date of Request  Treatment Statug
07/29/2008 Consult - Orthopedist Obtain Authonzation

* A separate “Request for Treatment Authornzativ
Next Sgtieduled-Appdintment:

yith supporting documefitation will be submutted to the Claims Examiner

Date Dime Pragvider ' Speciaity
8/5/2008 10:20 AM Dixon, Mike " Occupational Health Services

/—— , e 2Lt Cade w)'_TTS:Q ~~ 9 —\-Sz-»\‘( &
P_\,@ \N»\ %Q%Tw Noltfeed & Moo

%‘ Fo  orMas C.AWS\A}\A @

4
i

= s QK/Q?@ WC3\Q@D

Printed 7/20/2008

Employer Copy
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420 W. Acacla S .

| WORK STATUS REPORT |

Employee: Tiffany Anderson ' Exam Date: 07/22/2008
Employee (D: 549-23-5133 Time In: 1:35PM  Time Out: 2:33 PM
Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury: 6/19/2008 Claim No:
Work Status: MODIFIED WORK DUTIES
Effective 07/22/2008 to 07/29/2008
Work Restrictions: WORK RESTRICTIONS: No squatting, kneeling or crawling, No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking,
Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Clinlclan; Mlke Dlxon PA-C

*Medical Services: Ibuprofen - 800 mg

*This 15 a gencral overview of Ih S TIOT & complete list of billable services

*Requast for Treatmant Authorization

Date of Request  Treatment Status
07/22/2008 MRI - Knee . Obtain Authorization

* A separate "Request for Treatment Authorization” with supportmg documentation wall be submutted to the Clauzms Examiner
Next Scheduled Appolntment:

Date Time Provider Speclalty
7/29/2008 2:00 PM Dixon, Mike Occupational Health Services

_ \asze éi—« ét\u%%- [aoo

Prninted 7/22/2008

Employer Copy

000007



Damernn Hospital Occupational Heslth Services S
420 W, Acacla Str ', Stockton, CA 85203 208-461-3186 . \X 209-461-3123

"

[ WORK STATUS REPORT |

Employee: Tiffany Anderson Exam Date: 07/15/2008

Employee 1D: 549-23-5133 Time in: 11:26 AM Time Cut: 12:16 PM
Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049

Date of injury: 6/19/2008 Clalm "%

Work Status: MODIFIED WORK DUTIES &
Effective 07/15/2008 to 07/22/2008

Work Restrictions: WORK RESTRICTIONS" No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.
Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Cliniclan: Mike Dixon PA-C
Donald Rossman M.D.
*Medicat Services: Propoxyphene/Aceta 100-650mg

*This 13 a general overview of the visit, 1t 15 not a complete hist of billable services ™ -\\;.:Q‘,Q" ;
*Raquest for Treatment Authorization
Date of Request  Treatment Status

07/15/2008 PT/OT OFFSITE Finwshed

* A separate "Request for Treatment Authonzation” with suppoxtmé documentation will be submutted to the Claims Examiner
Next Scheduled Appointment:

Date Iime Erovider Speclalty
772212008 2:00 PM Dixon, Mike QOccupational Health Services

E X @ b — b
— S P CHeSD)
— R\ ok

_ M&%:E«w

Panted  7/15/2008

..-———ﬂ/)@

'y n

Employer Copy
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Dam ospital Occupational Heal Ices '
420 W. Acacla S » Stockton, CA 85203 209-461-3198 209-461-3123
| WORK STATUS REPORT !
Employee: Tiffany Anderson * Exam Date: 07/08/2008
Employee ID: 549-23-5133 Time In: 10:10 AM  Time Out: 10:50 AM
Employer: squito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury;” 6/19/2008 Claim No:
Work SQatus:WDE‘IED WORK DUTIES
Effective 07/08/2008 to 07/15/2008
Work Restrictions: WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.
Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Clinician: Mike Dixon PA-C
Donald Rossman M.D.

*Medical Services: - TENS Unit - Application w .
*This 15 a general overview of the visit, it is not a complete hst of billable services * ’
Next Scheduled Appointment:

Date Yime Provider Specialty
7/15/2008 11:20 AM Dixon, Mike Occupational Health Services

1t

e @ doie R,

Printed: 7/8/2008

Employer Copy

Ay,
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Dameron Hospital Occupational Health Services
420 W. Acacla St |, Stockton, CA 985203 200-481-3198 AX 208-481-3123

| WORK STATUS REPORT |

Employee: Tiffany Anderson Exam Date: 06/30/2008
Employee ID: 549-23-5133 Time In: 09:55 AM Time Out: 10:51 AM
Employer: SJY Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury: 6/19/2008 Cialm No:
Work Status: MODIFIED WORK DUTIES
Effective 06/30/2008 to 07/08/2008
Work Restrictions: WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking,
Dlagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Cliniclan: Dan Stringari PA-C
Corky Hull M.D.
ky ,’°I
Next Scheduled Appointment:
Oate Time Erovider Specialty
7/8/2008 10:20 AM Dixon, Mike Occupational Health Services

% /\D\JS U S

,._\pstvu&_

’n

Ponted. 6/30/2008

Employer Copy -
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Damc--n cupational Health ‘ces
420 W Acacia St , Stockton, CA 95203 208-461-3198 209-481-3123

[ WORK STATUS REPORT |

I

Employee: Tiffany Anderson Exam Date: 06/23/2008
Employee 1D: 549-23-5133 Time In: 07:06 AM
Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury: 6/19/2008 Clalm No:
Work Status: MODIFIED WORK DUTIES
Effective 06/23/2008 to 06/30/2008
Work Restrictions: WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing
ladders. Wear splint/brace as directed. No prolonged standing or walking.
Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Cliniclan: Mike Dixon PA-C
Donald Rossman M.D.

*Request for Treatment Authorization

Date of Request  Treatment Status
06/23/2008 PT/OT OFFSITE Finished

* A separate "Request for Treatment Authonzation” with supporting documentation will be submitted to the Claims Examiner
Next Scheduled Appointment:

Date Time Provider ‘ Soeclalty
6/30/2008 10:00 AM Dixon, Mike Occupational Health Services

Prnted 6/23/2008

Employer Copy
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Dameron Hospital Occupational Health Sorvices
420 W. Acacia St&' Stockton, CA 95203  200-461-3188°  AX 200-481-3123

|__WORK STATUS REPORT |

Erhployoe: Tiffany Anderson Exam Date: 06/20/2008
Employee ID: 549-23-5133 Time In: 07:58 AM Time Out: 09:41 AM
Employer: SJ Mosquito & Vector Control Guarantor: AIMS-SACTO 8049
Date of Injury: 6/19/2008 Claim No:
Work Status: MODIFIED WORK DUTIES O’(Q

Effective 06/20/2008 to 06/23/2008 (b V—s.q’@
Work Restrictions: WORK RESTRICTIONS: No squatting, knecling or crawling. No climbing

ladders. Wear splint/brace as directed. No prolonged standing or walking.

Patient Injury Description: CHIEF COMPLAINT: Tiffany states that on June 19, 2008, while working for
SJ Mosquito & Vector Control, she injured the right leg while she was
climbing up and down the bed of the truck for two days.

Diagnosis: Knee effusion, Right
Sprain/strain knee, cruciate ligament
Evaluating Clinician: Mike Dixon PA~C

———

Donald Rossman M.D. - ( 2 w .
*Medical Services: Propoxyphene/Aceta 100-650mg T ~

X-ray - Knee, Complete RIGHT
Knee - Brace (Vega)

~ *Thus 15 a general overview of the vigit, 1t 1s not a complete Iist of billable services

Treatment Level: Consistent with California Labor Code definition of MEDICAL TREATMENT
Causation:

Next Scheduled Appointment: .
Date Jime Erovider Specialty

6/23/2008 07:00 AM Dixon, Mike Occupational Health Services

P QT By - QW/O—T)

SN 0 ¥ G (P 2
_a\d—'gs/f/bw

Printed 6/20/2008

Employer Copy ‘

baow A T
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Dameron Hospltal Occupational Health Servic ~

Flow Sheet

Patient Andeison, Tiffany
Patient ID 549-23-5133

Med Rec #

Phone 209-333-1037
Address 1416 Iris Dr #7

Lodi CA 95242

Patient Notes

Insurance
Ins Plan
Adjuster

AIMS-SACTO

ICD9 Code(s)

Diagnosis

Accident Description
Physician ID

Inyury Date  6/19/2008
Physician Assigned Wk Status

Job.

Company ID SIMOSQUI

DOB  8/22/1970
Age. 37

Appt Date & ™ et 6/20/2008

Appt Tune: 08:10

Armival Time: 07:58

Time Called:

ST ID. WALK-IN
Company' SJ Mosquito & Vector Control
Contact*  John Stroh
Phone* 209-982-4675
Address: 7759 S Awrport Way

Stockton, CA 95206

AUTH GIVEN BY ED LUCHESSI 6/20/2008 07:57 AM - FROJAS

8049

HULL
InjuryiD 1
Unknown

Treatment ID

Work Comp - New Injury
Notes

Compteted By Qrders
WC New Injury
Breath Alcohol Test - Co Req
Invoice To CO SIMOSQUI
UDS Collection - Co Req
Invoice To Cco SIMOSQUI
UDS Collection - ER
Invoice To (o]0 SIMOSQUI
Drug Screen - DOT 5 Panel - Co Req
Invoice To co SJIMOSQUI
Obtain copy of DWC-1
Interpreter Fee
Work Status Report
Patient Aftercare Instructions
Employer Instructions - Work Comp
oo e e o e o o ofe o bt ok o e ol ol sl ol o o ol
CHECK IN
Treatment Authorization 982-4675
1 John Stroh
2 Carol Aksland
3 Eddie Lucchesi
Discharged By Time Out.

Appointment 1D 74037

Address

O \REPORTS\ORDERS\'low Sheet and Forms_v7 2340397

000013

WCN
Walk In

Fax. 209-982-0120

WN¢
(SIMOSOQUN

Billed By

]

PO BOX 269120, Sacramento, CA 95826
Phone 916-563-1900 Fax, 916-563-1919
Locaton ID: DHA
i Length of Care. 0 days Target O days
Qty FeeCodae  Discount Price
1.00 000
100 BAT 2000
100 DSCOLL 2000
100 DSCOLLER 20.00
100 DSDOTS 13 50
100 000
1.00 INTERPRE 0.00
100 000
100 000
100 0.00
{nvoice #. Net Total Batch #,
invoice #. Net Total, Batch #°



AT
Dameron Hospital Occupational Haalth Servic ~ | Appt Date & ™e:  6/20/2008° 7 WON¥ R g
- Appt Time: . 08:10 WalkIn *"
Flow Sheet Arrival Time: 07:58
Time Called"
Patiem Anderson, TifTany Job Stafl 1D WALK-IN
Patent JD  549-23-5133 Company ID SIMOSQUI Company. SJMosquito & Vector Cantrol
Med Rec # Contact,  John Stroh :
Phone 209-333-1037 DOB*  8/22/1970 Phone. 209-982-4675 Fax: 209-982-0120
. Address, 7759 8 Auport Way
Addre 416 D .-
ddress 1416 Lo b Age: 37 Stockton, CA 95206
DRUG & ALCOHOL TESTING
* None
* Company may request, DOT UDS & BAT
* Lab Quest, Test #35304N, Client #76337
OTHER EMPLOYER-SPECIFIC INSTRUCTIONS
* None
CHECK OUT
WORK STATUS
* Fax work status to Eddie Lucchest, 982-0120
OTHER EMPLOYER-SPECIFIC INSTRUCTIONS
* Verbal positive results to Anyone 1n the treatment
authorization
b AT REE [ 27
EMERGENCY ROOM INSTRUCTIONS
I Page OHS staff @ 461-1302 BEFORE patient 1s seen
2 Obtmn Treatment Authortzation
3 Complete UDS and/or BAT per Check-In mstructions
4 Discharge Give copy of work status, COC & BAT 1o
pauent
NOTE a " next to a pnce indicales the pnce shown is different than the slandard price $73.50
Discharged By Time Out. Invoice #' Net Total: Batch #
Agpointment 1D 74037 Invoice #: Net Total: Batch #

O \REPORTSVORDERS\ low Sheet and Forms_v7 23#0397
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CONSENT AND AUTHORIZATION TO RELEASE INFORMATION
Name Anderson, Tiffany bate: 06/20/2008

pos 08/22/1970

CONSENT
| hereby aathonze the Dameron Hospital Occupational Health Department to:
./Xtﬁm a complete medical history and physical examination including any required medical tests
Provide medical ireatment for a work-related injury
0 Obtain a urine specimen and/or breath sanipie for drug and/or alcohol testing

AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION

| hereby authornize the Dameron Hospital Occupational Health Department to fumish to an agent, designee or
representative of  8J Mosquito & Vector Control  the resulis of my medical evaluation and/or treatment
including past or present records pertaining to employment history, medical history, test results, urine drug
and/or breath alcohol test results, services rendered or treatment provided to me

USE

| 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 Mosquite & Vector Controt '

RESTRICTIONS

| understand that v Mosquito & Vector Conna may use these medical 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 1s specifically required or permitted by law.
DURATION
This authonzation is effective immediately and shall remain in effect for one year from* 06/20/2008

ADDITIONAL COPY

| understand that | have a night 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. D Yes 01 No Recewved: 1Yes ONo Inal
Pate  06/20/2008

>< Non-DOT Drug Screens Only
"] Employes sgnture List current meds: O None
| Rx'

ass Signature
oT1C

000015



DAMERON ™)SPITAL Occupational He( "1 Services

420 West Acacia Street, Suite .., Stockton, CA 95203 (209) 461-315v 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 guidelines, please do not hesitate to ask.

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

\

Name.

Case No

000016
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Dameron Hospital Occupational Health Services (209) 481-3196
PATIENT NAME 88N BIRTH DATE INSURY DATE VISIT DATE
Tiffany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 | 811 22008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 18, 2008, while working for SJ Mosquito & Vector Control, she
Injured the right leg while she was climbing up and down the bed of the truck for two days

HISTORY OF PRESENT ILLNESS: Thisis a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary complaint is pain, stifiness and swelling located in the right leg. She describes it as
“throbbing” pain and "burning” pain. She considers it to be unbsearabls. Tiffany says that It seems to be present
on a constant basis and varlas with her activity levals. She has noticed that it Is made worse by walking. it is
improved with PT Her paln lavel Is 3/10. Patient is here for a recheck. She states her pain levsl today is a 6/10.
Her knee is bothered most with prolonged standing. She states that she Iis Improved with (ce and PT. She
states that she takes her medications as prescribed.

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negative for fever, malalse. Eyes: Negative for
recent change In vision. Cardiovascular: Negative for chest pam, heart trouble Respiratory: Negative for
cough, shortness of braath, wheezing Gastrointestinal: Negative for abdominal pain, dlarrhea, heartburn,

PAST, FAMILY AND SOCIAL HISTORY: Major Surgery None Manital Status: She is currently not married.
Employment Status* She is currently employed in a full ime position Other Employment, None.

CURRENT MEDICATIONS- lbuprofen and Birth Coptrol Pills
ALLERGIES None Known o
PHYSICAL EXAMINATION:

General She appears to be in good general health. Gait is shghtly antalgic due to Intermittent right knee joint
swelling There 1s no sign of pam while at rest. She appears to have pain with movement of the right knee
Right Knee Bruising is absent Deformity of the knee Is not present lliohbial band paipation causes no pain.
Joint crepitus 1s absent Joint effusion 1s present. Movement'of the knee causes pain with full flexion and
extension, she is unable to knee! or squat due to pain and swelling nght knee Joint Patellar tendon 1s tender.
Prepatellar bursa is tender Quadrniceps appears weaker on the night when compared to the left, Range of
motion 1s limited, unable to fully extend or flex Scarring is not present The knee is stable. Tenderness to

palpation 1s present in the popliteal space. Now that the joint effusion has decreased, she has developed a
shghtly positive Mc Murray’s consistent with a possible meniscal tear.

DIAGNOSIS. 1 Knee effusion, Right (719 06) 2. Anterior Cruciate Ligament Sprain, Right (844.2).
MEDICAL DECISION MAKING. Transfer care to Dr Murata IOT proceed with surgery to the right knee,
MEDICAL CAUSATION: Based on the available information, this appears to be a work-related condition.
WORK STATUS: MODIFIED work duties.
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WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing ladders. Wear splint/brace as
directed. No prolonged standing or walking.
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Dameron Hospital Occupational Health Services (209) 461-3188
PATIENT NAME 33N BIRTH DATE INJURY DATE VISIT DATE
Tfany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 8/5/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 19, 2008, while working for SJ Mosquito & Vector Control, she
injured the right leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS: This Is a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary comptaint is pain, stiffness and sweliling located In the right leg. She describes it as
"throbbing” pain and "burning” pain. She considers it to be unbearable. Tiffany says that it seems to be present
on a constant basis and varies with her activity levels. She has noticed that it is made worse by walking. itis
improved with PT. Her pain level is 3/10. Patient states that when she attempts to exercise her leg it swells up.
She states har pain level Is a 3/10 and she takes her medications as prescribed and they help her a lot.

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negative for fever, malaise. Eyes: Negative for
recent change In vision. Cardiovascular: Negative for chest pain, heart trouble. Respiratory: Negative for
cough, shortness of breath, wheezing. Gastrointestinal: Negative for abdominal pain, diarrhea, heartburn,
nausea. Genitourinary: Negative for kidney disease. Musculdskeletal: Negative for joint pain, Joint stiffness,
joint swelling Neurological: Negative for headache. Psychiatric: Negative for anxiety, depression, difficulty
sleeping. Hematologic: Negative for blood disorder, anemia.

PAST, FAMILY AND SOCIAL HISTORY: Major Surgery’ None Mantal Status: She is currently not married.
Employment Status: She Is currently employed In a full time position. Other Employment: None

CURRENT MEDICATIONS Ibuprofen and Birth Control Pills
ALLERGIES: None Known ‘e
PHYSICAL EXAMINATION®

General She appears to be in good general health.'Gait 1s slightly antaigic due to intermittent right knee joint
swelling. There is no sign of pain while at rest. She appears to have pain with movement of the nght knee.

Right Knee. Bruising I1s absent. Deformity of the knee 15 not present. lliotibiai band palpation causes no pain.
Joint crepitus I1s absent Joint effusion is present. Movement of the knee causes pain with full flexion and
extension, she Is unable to kneel or squat due to pain and swelling right knee Joint Patellar tendon s tender.
Prepatellar bursa is tender Quadriceps appears weaker on the right when compared to the left. Range of
motion 1s limited, unable to fully extend or flex. Scarring 1s not present The knee is stable Tenderness to
palpation i1s present in the poplhiteal space. Now that the joint effusion has decreased, she has developed a
slightly positive Mc Murray's consistent with a possible meniscal tear.

DIAGNOSIS. 1 Knee effusion, Right (719 06). 2 Anterlor Cruciate Ligament Sprain, Right (844 2)

MEDICAL DECISION MAKING. NSC. We will review her case with the carrier today. RTC 1 week. CCTxP, she
will see Dr Murata on 08-06-08 for ortho consult.

MEDICAL CAUSATION: Based on the available information, this appears to be a work-related condition,
WORK STATUS: MODIFIED work duties.
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WORK RESTRICTIONS: No squatting, kneeling or crawllng No climbing ladders. Wear splint/brace as
directed. No prolonged standing or walking.
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Dameron Hospital Occupational Health Services (209) 461-3188
PATIENT NAME 38N BIRTH DATR INJURY DATE VISIT DATE
Tiffany Anderson 540-23-5133| 08/22/1970 | 06/19/2008 | 7/29/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 19, 2008, white working for SJ Mosquito & Vector Control, she
injured the right leg while she was climbing up and down tha bed of the truck for two days. v

HISTORY OF PRESENT ILLNESS: This is a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary complalnt is pain, stiffness and sweiling located In the right leg. She describes it as
*throbbing" pain and “burning” pain. She considers it to be unbearabie, Tiffany says that it seems to be present
on a constant basis and varies with her activity levels. She has noticed that it is made worse by walking. itis
improved with PT. Her pain level s 10/10. Patient states she has noticed no improvement since fast visit
Current Treatment: Medication (Prescription). She is taking lbuprofen and Is unsure if its helping reduce her
symptoms. Patient denles numbness/tingling sensations She states she is currently not working because her
employer cannot accommodate her work restrictions. Physical Therapy. She states the physical tharapy has
helped to improve her symptoms. . '

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negatve for fever, malaise. Eyes: Negative for
recent change in vision. Cardiovascular: Negative for chestpain, heart trouble. Respiratory: Negative for
cough, shortness of breath, wheezing. Gastrointestinal: Negative for abdominal pain, diarrhea, heartburn,
nausea. Genltourinary: Negative for kidney disease. Musculoskeletal: Negative for joint pain, joint stiffness,
joint swelling. Neurological: Negative for headache. Psychiatric: Negative for anxiety, depression, difficulty
sleeping Hematologic: Negative for biood disorder, anemia.

PAST. FAMILY AND SOCIAL HISTORY: Major Surgery: None. Marital Status: She is currently not marmed
Employment Status: She is currently empioyed in a fl:lﬂ' time position. Other Employmant: Nonae,

CURRENT MEDICATIONS: lbuprofen and Birth Control Pills
ALLERGIES: None Known
PHYSICAL EXAMINATION:

General: She appears to be In good general health. Gait Is slightly antalgic due to intermittent nght knee joint
swelling. There Is no sign of pain while at rest. She appears to have pain with movement of the nght knee

Right Knee* Brulsing is absent. Deformity of the knee s not present. {hotibial band palpation causes no pain
Joint crepitus is absent Joint effusion s present Movement of the knee causes pain with full flexion and
extension; she is unable to kneel or squat due to paih and $welling nght knee joint Patellar tendon Is tender
Prepatellar bursa 1s tender. Quadriceps appears weaker on the right when compared to the left Range of
motion 1s limited; unable to fully extend or flex. Scarring Is nof present The knee 1s stable Tendemess to
palpation Is present In the popliteal space. Now that the joint effusion has decreased, she has developed a
shghtly poslitive Mc Murray's consistent with a posstble» meniscal tear.

¥ N
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DIAGNOSIS. 1. Knee effusion, Right (719.06). 2. Anterior Cruclate Ligament Sprain, Right (844.2)

MEDICAL DECISION MAKING: Request orthopedic surgeon consuit due to positive MR of the right knee for
medial meniscal tear. CCTxP, refllled meds, completed paperwork for disability RTC 7-10 days.
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PRESCRIPTIONS: Tiffany has been prescribed the following: (RX1) Propoxyphene/APAP Dosage: 100
mg./650 mg. Dispensa: 20 Instructions: One tablet every four hours as needed for pain. Refills: None. She
has been Instructed in medication use and side effects. She has been instructed of the impact medication
(Propoxyphene/APAP) has on driving and machine operation.

MEDICAL CAUSATION: Based on the available lnformatioh. this appears to be a work-related condition.

WORK STATUS: MODIFIED work duties,

WORK RESTRICTDONS: No squatting, kneeling or crawllné. No climbing ladders. Wear splint/brace as
directed. No prolonged standing or walking.
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Dameron Hospital Qccupational Health Services (209} 461-3108
PATIENT NAME 38N BIRTH DATE INJURY DATE VISIT DATE
Tiffany Anderson 549-23-5133] 08/22/1970 | 06/19/2008 | 7/22/2008
PRACTITIONER NAME
Mike Dixcn, PA-C Donald Rossman, M D

CHIEF COMPLAINT: Tiffany states that on June 19, 2008, while working for SJ Mosquito & Vector Cantrol, she
Injured the right leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS: This Is a follow-up visit for Tiffany Anderson, a 37 year-oid Paesticide
Applicator, whase primary complaint is pain, stiffness and swelling located in the right leg. She describes it as
"throbbing" pain and "burning” pain She considers it to be unbearable Tiffany says that it seems to be present
on a constant basis and varies with her activity levels. She has noticed that it Is mada worse by walking. Itis
improved with PT. Her pain level Is 10/10. Patient states she has noticed no Improvement since last visit
Current Treatment: Medication (Prescription) She is taking Ibuprofen and Is unsure if its helping reduce her
symptoms. Patient denles numbness/tingling sensations She slates she i1s currently not working hecause her
employer cannot accommodate her work restrictions. Physical Therapy. She states the physical therapy has
helped to improve her symptoms.

REVIEW OF SYSTEMS: General Health. Good. Constitutional. Negative for fever, malalse. Eyes: Negative for
recent change in vision. Cardiovascular; Nagative for chest pain, heart trouble Respiratory. Negative for
cough, shortness of breath, wheezing. Gastrointestinal: Negative for abdominal pain, diarrhea, heartburn,
nausea. Genilounnary: Negative for kidney diseass. Musculoskeletal: Negative for joint pain, joint stiffness,
Jjoint sweliing. Neuroclogical: Negative for headache, Psychiatric: Negative for anxlety, depression, difficulty
sleeping Hematologic: Negative for blood disorder, anemia

PAST, FAMILY AND SOCIAL HISTORY Major Surgery. None Mantal Status: She s currently not married
Empioyment Status. She is currently employed in a full time position Other Employment None

CURRENT MEDICATIONS: Ibuprofen and Birth Contro! Pills
ALLERGIES: None Known
PHYSICAL EXAMINATION

General She appears to be in good general health Gait 1s slightly antalgic due to interrmittent right knee joint
swelling There Is no sign of pain while at rest, She appears to have pain with movement of the night knee

. RightKnee Bruising Is absent. Deformity of the knee s not present. lliotibial band palpation causes no pain
" Jomnt crepitus 1s absent Joint effusion 1s present. Movement of the knee causes pain with full flexion and
extension, she is unable to kneel or squat due to pain and swelling right knee joint Patellar tendon Is tender
Prepatellar bursa Is tender Quadrniceps appears weaker on the right when compared to the left Range of
motion is imited, unable to fully extend or flex. Scarring is not present. The knee 1s stable. Tendsrness to
palpation s present in the popiiteal space. Now that the joint effusion has decreased, she has developed a
shightly positive Mc Murray's consistent with a possible meniscal tear

DIAGNOSIS® 1 Knee effusion, Right (719.06). 2. Anterior Cruclate Ligament Sprain, Right (844.2).
MEDICAL DECISION MAKING: Request MRI of the fight knee to R/O tear. RTC 1 week CCTxP Finlsh PT,

PRESCRIPTIONS: Tiffany has been prescribed the following: (RX1) Ibuprofen Dosage' 800 mg Dispense:
90 Instructions* 4 tab PO tid pm Refills: None. She has been instructed in medication use and side effects.

MEDICAL CAUSATION: Based on the avallable Information, this appears to be a work-related condition.
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WORK STATUS: MODIFIED work dutles,

o

WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing ladders Wear splint/brace as
directed. No prolonged standing or walking.
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Dameron Hospital Occupational Health Services (200) 461-3198
PATIENT NAME 83N BIRTH DATE INJURY DATE VISIT DATE
Tiffany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 | 7/15/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 19, 2008, while working for SJ Mosquito & Vector Control, she
injured the right leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS: This Is a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary complaint Is pain, stifiness and swelling located In the right leg. She describes it as
"throbbing" pain and “burning" paln. She considers it to be unbearable. Tlffany says that it seems to be present
on a constant basis and varies with her activity levels She has noticed that it is made worse by walking. Itis
improved with PT. Her pain level is 10/10. Patient states she has noticed no improvement since last visit.
Current Treatment: Medication (Prescription). She Is taking lbuprofen and is unsure if its helping reduce her
symptoms. Patient denies numbnessfingling sensations She states she Is currently not working because her
employer cannot accommodate her work restrictions. Physical Therapy. She states the physical therapy has
helped to Improve her symptoms.

REVIEW OF SYSTEMS: General Health. Good Constitutional' Negative for fever, malaise Eyes' Negative for
racent change in vision. Cardiovascular: Negative for chest pain, heart trouble. Respiratory Negatwve for
cough, shortness of breath, wheezing. Gastrointestinal. Negative for abdominal pain, diarrhea, heartburn,
nausea, Genitourinary: Negative for kidney disease. Musculoskeletal: Negative for joint pain, joint stiffness,
Jjoint swelling. Neurological* Negative for headache, Psychiatric Negative for anxiety, depression, difficulty
sleeping. Hematologic: Negative for blood disorder, anemta

PAST, FAMILY AND SOCIAL HISTORY. Major Surgery. None Marital Status She Is currently not married
Employment Status* She i1s currenily employed in a full time position. Other Employment None

CURRENT MEDICATIONS |buprofen and 8irth Control Pnl!s
ALLERGIES: None Known | '
PHYSICAL EXAMINATION:®

General' She appears to be in good general health. Gait 1s slightly antalgic due to intermittent right knee joint
swelling. There is no sign of pain while at rest She appears to have pain with movement of the right knee

/
Right Knee Bruising is absent. Deformity of the knee Is not'present lliotibial band palpation causes no pain
Joint crepitus Is absent. Joint effusion Is present. Movement of the knee causes pawmn with full flexian and
extension, she is unable to kneel or squat due to pain and swelling right knee Joint. Patellar tendon Is tender.
Prepatellar bursa i1s tender Quadriceps appears weaker on the right when compared to the left. Range of
motion is Iimited with full extension and flexion. Scarring 1s not present The knes Is stable Tenderness to
palpation I1s present in the popliteal space. Mc Murray's test is negative,

DIAGNQOSIS. 1 Knee effusion, Right (719.08) 2. Anterior Cruciate Ligament Sprain, Right (844.2).

MEDICAL DECISION MAKING This is a follow up visit for this medical condition. Overall, the patient's medical
condition appears to be worsening. Current treatment includes medications, physical therapy and a home
exercise program. I've directed Tiffany to continue physical therapy. | have prescribed the therapist to provide
evaluation and treatment. | expect the duration of this therapy ta be two weeks. The frequancy of therapy

treatments should be three times a week. Patient will be taking PT script off-site In Lodl. Knee brace prn. RTC 1
week,
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PRESCRIPTIONS: Tiffany has been prescribed the following: (RX1) Propoxyphene/APAP Dosage. 100

mg /650 mg Dispense: 10 Instructions: One tablet every four hours as needed for pain. Refills: None She
has been Instructed In medication use and side effects She has been instructed of the impact medication
(Propoxyphene/APAP) has on driving and machine operation.

MEDICAL CAUSATION: Based on the available information, this appears to be a work-related condition
WORK STATUS' MODIFIED work duties.

WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing ladders. Wear splint/brace as
directed No prolonged standing or walking. .
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Dameron Hosplital Occupationat Heaith Services (208) 484-3196
PATIENT NAME 88N BIRTH DATE INJURY DATE VISIT DATE
Titfany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 { 7/3/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rassman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 18, 2008, while working for SJ Mosquito & Vector Control, she
Injured the right leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS: Thisis a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary complaint is pain, stiffness and swelling located in the right leg. She describes it as
“throbbing” pain. She considers it to be mild. Tiffany says that It ssems 10 be prasenton a occasional basls and
varies with her activity levels. She has noticed that it is made worse by walking. It is Improved with PT. Her pain

her symptoms,

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negative for fevar, malaise. Eyes: Negative for
recent change In vision. Cardiovascular: Negative for chest pain, heart trouble. Resplratory: Negative for
cough, shortnass of breath, wheezing. Gastrointestinal Negative for abdominal pain, diarrhea, heartburn,

PAST, FAMILY AND SOCIAL HISTORY: Major Surgery: None, Marital Status: She is currently not married,
Employment Status: She is currently employed in a full ttme position. Other Employment; None.

CURRENT MEDICATIONS: Ibuprofen and Birth Control Pills
ALLERGIES: None Known
PHYSICAL EXAMINATION®

General. She appears to be in good general health Gait s shightly antalgic due to ntermittent nght knee joint
swelling There Is no sign of pain while at rest She appears to have pain with movement of the nght knee

Right Knee* Bruising 1s absent. Deformity of the knee is not present. {liotibial band palpation causes no pamn
Joint crepitus 1s absent. Joint effusion 1 present Movement of the knee causes pain with full flexion and

DIAGNOSIS' 1 Knee effusion, Right (719.06) 2. Anterior Cruciate Ligament Sprain, Right (844 2)

MEDICAL DECISION MAKING: Add TENS unit to help decrease pain and swelling and increase muscle
strength and flexibility. RTC 1 week Finish PT (2 left) She has ibp 800mg at home. Knee brace as directed.
She 1s off work due to no modified duty at work :

MEDICAL CAUSATION: Based on the availabie infarmation, this appears to be a.work-related condition.
WORK STATUS: MODIFIED work duties
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WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing ladders. Wear splintbrace as
directed. No prolonged standing or walking.

AFTERCARE INSTRUCTIONS: Finish physical therapy.
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Dameron Hospital Occupational Health Services

PATIENT NAME 83N BIRTH DATE INJURY DATE visiT DATE
Tffany Anderson 549-23-5133] 08/22/1970 | 06/19/2008 | 6/30/2008
PRACTITIONER NAME

Dan Stringant PA-C, PA11862. Donald Rossman, M.D.

CHIEF COMPLAINT: Tiffany states that on June 19, 2008, while working for SJ Mosquito & Vector Control, she
injured the right leg while she was ¢limbing up and down the bed of the truck for two days.

HISTORY COF PRESENT ILLNESS: This is a follow-up visit for Tiffany Anderson, a 37 year-old Pesticide
Applicator, whose primary complaint is pain, stiffness and swelling located In the right leg. She describes It as
"throbbing" pain She consliders it to be mild. Tiffany says that it seems to be present on a occasional basis and
varies with her activity levels. She has noticed that it is made worse by walking It is improved with PT. Her pain
level 1s 3/10, Pationt states she has noticed an improvement sinc¢e last visit. Current Treatment: Medication
(Prescription) She is taking Ibuprofen and is unsure if its helping reduce her symptoms. Patiant denles
numbness/tingling sensations She states she Is currently not working because her employer cannot
accommodate her work restrictions. Physical Therapy She states the physical therapy has helped to improve

" her symptoms.

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negative for fever, malaise. Eyes: Negative for
recent change in vision. Cardiovascular: Negative for chest pain, heart trouble. Respiratory: Negative for
cough, shortness of breath, wheezing. Gastrointestinal. Negative for abdominal pain, diarrhea, heartbum,
nausea Genitourinary: Negative for kidney diseasae. Musculoskeletal: Negative for joint pain, joint stiffness,
joint swelling Neurological' Negativae for headache Psychlatric: Negative for anxiety, depression, difficulty
sieeping Hematologic: Negative for blood disorder, anemia.

PAST, FAMILY AND SOCIAL HISTORY: Major Surgery: None. Marital Status She is currently not married.
Employment Status: She Is currently employed in a full time position. Other Employment: None.

CURRENT MEDICATIONS. Ibuprofen and Birth Control Pills
ALLERGIES None Known
PHYSICAL EXAMINATION:

General' She appears to be in good general health Gat is fiuid without sign of pain. There 1s no sign of pain
while at rest. She does not appear to have any pain with movement

Right Knee Bruising is absent, Deformity of the knee I1s not present. liiotibial band palpation causes no pain,
Joint crepitus is absent. Joint effusion is not present. Movement of the knee does not cause pain. Patellar
tendon is tender, Prepatellar bursa is tender. Quadriceps appears normal. Range of motion is normal. Scarring
15 not present The knae I1s stabla. Tendarness to palpation Is not present. Mc Murray's test i1s negative,
DIAGNOSIS: 1 Knee effusion, Right (719.06) 2 Anterior Cruciate Ligament Sprain, Right (844.2).

MEDICAL DECISION MAKING: This is a follow up visit for this medical condition. Overall, the patient's
condition |s improving as expected. Treatment Plan - Complete current course of physical therapy; discontinue
knee support, continue other treatment measures. Disposition -~ Patient is Improving with the current treatment
plan, anticipate return to full work dutles at the next visit.

MEDICAL CAUSATION. Based on the avallable information, this appears to be a work-related condition.

WORK STATUS: MODIFIED work duties.

o
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WORK RESTRICTIONS: Na squatting, knesling or crawling, No climbing ladders, Wear splint/brace as
directed. No profonged standing or walking.

AFTERCARE INSTRUCTIONS: Start physical therapy.  *

il
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Dameron Hospita! Occupational Health Services (208) 461-3186
PATIENT NAME 88N BIRTH PATE INJURY DATE VISIT DATE
Tiffany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 | 6/23/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D,

CHIEF COMPLAINT: Tiffany states that on Juna 19, 2008, while working for SJ Mosquito & Vector Control, she
injured the right leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS: This s a follow-up visit for Tiffany Anderson, a 37 year-old Pestlcide
Applicator, whose primary complaint is paln, stiffness and swelling located in the right leg. She describes it as a
"shooling" pain and "pressure”. She considers It to be moderate. Tiffany says that it seems to be presenton a
constant basls and varies with her activity levels She has noticed that it is made worse by walking. itis
tmproved with nothing. She feels it is Rest 5/10 with activity 7/10. Her pain level is 5-7/10.,

REVIEW OF SYSTEMS* General Health. Good Constitutional: Negative for fever, malaise Eyes: Negative for
recent change in vislon. Cardiovascular: Negative for chest pain, heart trouble. Respiratory. Negative for
cough, shoriness of breath, wheezing Gastrointestinal. Negative for abdominal pain, diarrhea, heartburn,
nausea Genitourinary. Negative for kidney disease. Musculoskeletal: Negative for Joint pain, joint stiffness,
jont swelling, Neurological: Negative for headache. Psychiatric: Negative for anxiety, depression, difficuity
sleeping. Hematologic. Negative for blood disorder, anemia.

PAST, FAMILY AND SOCIAL HISTORY. Major Surgery: None Marital Status: She Is currently not married.
Employment Status* She is currently employed in a full time position. Other Employment: None.

CURRENT MEDICATIONS: Ibuprofen and Birth Control Pll{s

ALLERGIES None Known '

VITAL SIGNS Weight 145 pounds. Blood Pressure: 137/89. Pulse: 85/minute.
PHYSICAL EXAMINATION:

General Gait ts antalgic. There are signs of mild discomfort while at rest. She appears to have moderate pain
with movement

Right Knee Bruising is absent. Deformity of the knee 1s not present liotiblal band palpation causes no pain.
Joint effusion is present Movement of the knee causes pain. Range of motion is limited. Tenderness to
palpation is present posteriorly.

DIAGNOSIS: 1. Knee effusion, Right (719°06) 2. Anterior Cruciate Ligament Sprain, Right (844 2).

MEDICAL DECISION MAKING: This is a follow up visit for this medical condition. Overall, the patient's
condition remains unchanged. Current treatment includes medications, splint and a home exercise program.
I've directed Tiffany to begin physical therapy at this time. | have prescribed the therapist to provide evaluation
and treatment | expect the duration of this therapy to be two weeks. The frequency of therapy treatments
should be three times a week RTC 1 wesk,

MEDICAL CAUSATION: Based on the available information, this appears to be a work-related condition.

WORK STATUS MODIFIED work duties.

000031




fe oy

Titfany Anclarson

WORK RESTRICTIONS: No squatting, kneeling or crawling. No climbing ladders. Wear splint/brace as

directed. No prolonged standing or walkin
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Dameron Hospital Occupational Health Services (209) 461-3186
PATIENT NAME . SSN BIRTH DATE INJURY DATE VISIT DATE
Tiffany Anderson 549-23-5133| 08/22/1970 | 06/19/2008 6/20/2008
PRACTITIONER NAME
Mike Dixon, PA-C Donald Rossman, M.D.

CHIEF COMPLAINT. Tiffany states that on June 19, 2008, while working for SJ Mosquito & Vector Control, she
injured the nght leg while she was climbing up and down the bed of the truck for two days.

HISTORY OF PRESENT ILLNESS. This s the Initial vislt for Tiffany Anderson, a 37 year-old Pesticide
Applicator , whose primary complaint is pain, stiffness and swelling located in the right leg. She describes It as
a "shooting” pain and "pressure”, She considers it to be moderate. Tiffany says that it seems to be present on a
constant basis and varies with her activity levels. She has noticed that it is made worse by walking. It is
improved with nothing. She feels it Is Rest 5/10 with activity 7/10. Her pain level Is 5-7/10. She denles ever
having a similar injury In the past. She states she has had a Injury in the past, which was work-related. Tiffany
states she had fell into a ditch full of pesticide and she ended up with a rash. She does not racall how long she
was off of work because it was three years ago.

REVIEW OF SYSTEMS: General Health: Good. Constitutional: Negative for fever, malalse. Eyes: Negative for
recent change In vision. Cardiovascular: Negative for chest pain, heart trouble. Respiratory: Negative for
cough, shortness of breath, wheezing. Gastrointestinal; Negative for abdominal pain, diarrhea, heartburn,
hausea. Genitourinary: Negative for kidney disease. Musculoskeletal. Negative for joint pain, joint stiffness,
joint swelling. Neurological: Negative for headache. Psychiatric: Negative for anxlety, depression, difficulty
sleeping. Hematologic: Negative for blood disorder, anemia.

PAST, FAMILY AND SOCIAL HISTORY. Major Surgery: None. Marital Status* She I1s currently not married.
Employment Status. She Is currently employed in a full tme position. Other Employment. None.

CURRENT MEDICATIONS: Ibuprofen and Birth Control Pills
ALLERGIES: None Known

VITAL SIGNS: Weight- 145 pounds. Blood Pressure: 137/89 Sitting Pulse. 85/minute and Regulaf.
Respirations 16/minute.

PHYSICAL EXAMINATION:

General* Gait is antalgic There are signs of mild discomfort while at rest. She appears to have moderate pain
with movement

Right Knee: Bruising 1s absent Deformity of the knee Is not present lliotibial band palpation causes no pain.
Joint effusion 1s present. Movement of the knee causes pain. Range of motion 1s Iimited Tenderness to
palpation 1s present posteriorly

DIAGNOSIS: 1 Knee effusion, Right (719.08). 2 Anterior Cruciate Ligament Sprain, Right (844.2).

MEDICAL DECISION MAKING: This is the initial visit for this medical condition Current treatment includes
medications, splint and a home exercise program RTC 2-3 days. Modified duty

PRESCRIPTIONS. Tiffany has been prescribed the following (RX1) Propoxyphene/APAP Dosage: 100
mg./650 mg. Dispense: 10 Instructions' One tablet every four hours as needed for pain Refills: None. She
has been Instructed In medication use and side effacts. She has been Instructed of the impact medication
(Propoxyphene/APAP) has an driving and machine operation,
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ALPINE ORTHOPAEDIC MEDICAL GROUP INC.,

PETER B. SALAMON, M.D

AMRSV ROGHT, M D
FDWARD 1. CATHLL. M B, IAMPAY R 19242001
VINCENT C, LIUNG ,M D DIAERITUS
gm@ w wn'au;'. .IDR.. MD ROBURT M UERMANN, M D
A E"Wm pitliy MD W, PAUL MDUCHON, M.n
ROLAND H WINTER, M D,
ANNE McGUNT, M3, H5A
ANHX. IR, MD
ALAN T KAWAGUCHY, M.D, ADMINISTRATOR

GARY M ALHGRE, M D
VANESSA DFEMAN, PAC

August 07, 2008

Mike Dixon, P.A.
DAMERCN INDUSTRIAL
525 West Acacia
Stockton, CA 95203 :

RE: Tiffany Anderson
DOI: 6/19/08
CLM: VE0700157

Dear Mr. Dixon:

T had the eaportunity to see Ms. Anderson on August 7, 2008.

HISTORY ‘

Ms. Anderson is a 37-year-old female with a chief complaint of right koee discomfort.
The patient is employed as a vector control worker for San Joaquin County. Her job
duties include repetitive, climbing, squatting, and walking. On June 19, 2008, she noted
increasing right knee pain and swelling after climbing into a truck, walking on uneven
terrain, and climbing two fences to avoid cows chasing her. She did pot sustain an acute
injury such: as a fall or twisting her knee, but at the end of that day she noted increasing
pain in her knec. Because of pain and swelling she was unable to continue working that
day. She has not worked since this time No light duty is available. She has had some
improvement taking Ibuprofen. She recently had an MRI of the knee. She is ambulatory
without ex ernal supports.

Past Medical History: She has no active medical problems. No history of cardiac
diseasc, thyroid discase, or diabetes.

Current Medications: Ibuprofen 2400 mg per day.

Allergies: None to medications.

Review of Systems. She has decreased hearing, urinary difficulty with starting
urination. moming cough with shortness of breath, headaches,
and anxiety.

Team Physicians for the University of the Pucific Tigers
and the Stockion Ports
2488 North California Strect * STOCKTON, CA 95204-5508 + Ter.reHoN® (209) 9483333
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ALPINE
ORTHOPAEDIC
MEDICAL
Li# GGROUP, INC.
RE: Tiffany Anderson 2 August 07, 2008
PHYSICAL EXAMINATION

On physicil examination about the right knee, she has mild effusion of her knee, Range
of motion is guarded from 5-120 degrecs. The ligaments are stable. She has a ncgative
Lachman sign. She has 1+ patellofemoral crepitus; no prepatcllar bursa.

X-RAYS
I reviewec the MRI and agree there appears to be a lateral meniscal tear. There is a large
area of horizontal cleavage which appears to reach the joint surface on ane view.

ASSESSMENT
- Lateral meniscal tear of the right knee.

PLAN

I believe she has failed conservative treatment. Shc has had physical therapy as well as
use of anti-inflammatories with continued pain and stiffness. The patient was given an
arthroscopic booklet and I told her she is a candidate for arthroscopic surgery. Since she
is only seen in consultation I have not given her a follow-up appointment. In the
meautine she could perform sedentary work if available, avoiding climbing, squatting,
and kneelitg. Walking and standing should be limited to occasional. I would be happy
to see he again if she is referred for further treatment.

Thank you for the opportunity to see your paticnt.

T have not viclated Labor Code 139.3, and the contents of the report and bill are true and correct to the best of my
knowledge. 7his statement is made under penalty of perjury. Dated 8/8/08, at San Joaquin County, CA.

Sincerely,

Gary T. Murata, M.D,

GTM/sh
Ce:  AIMS
Post Office Box 269120

Sacramento, CA 95826

D: 08/07/08 T: 08/08/08
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SllantFax Aug 04, 08 ') From: Mackenzie Dawson To: Dr, Roxsm | Paga 2
; Nl @ AIMS Sacramento
;—X _JJ /_J = Post Olfice Box 296120
AL CLAMATION INNURANCT Sacramento, Caltfornin 95826
ASANAGIAENT SFRVICES Telephone (916) 563-1900

Facsinule (916) 563-1919

» Approval of Medical Authorization Request
Date 8-4-08

Dr Rossman
420 W Acacia St, Ste 2
Stocklon, CA 95203

Sent via fax to 208-461-7520

RE Injured Worker: ) Tiffany Anderson
Employer Vector Control
Date of Injury 6-19-08
Clam Number VEQ700184
Treatment Request
Date of Request 7-28-08
Date of Recelpt 7-28-08
Type of Review Prospective
Disposition Approved

- Dear Dr Rossman:

After careful consideration approval 1s being extended as follows for the above captioned claim:

Consult with ortho surgeon
Approval 1s being extended with the following exceptions:

Approved, but will be reimbursed at the appropriate reasonable rate for the procedure CPT code(s) histed.
Full amount bilied by all providers 1s not guaranteed for total reimbursement
This authornization does not guarantee full payment for your service

A recommended allowance will be based on what 1s accepted as far and reasonable reimbursement for the same
services and geographical area

* Add time for physical and occupational therapies s not approved

tH Qrger v expeane payiment 0l ihese SEIVILES, PIEdLE dUCTI & LOPY OF BNIS dUINONZAUDN IB(Er 1O your oiiing, 1in aaomnonat

to other required documents/reports I you have any questions regarding this approval please feel free to contact me at
916-563-1900 X 242

Sincerely,
Acclamation Insurance Management Services

AI’/ D - '-/‘- ¢
- Z/

Mackenzle Daws
Claims Exammn
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TR 916/563-1900 Fax 916/563-1919
Nt (/p www.aims4claims com

- - v Ay Eﬂﬁ_ LI
C! ACCLAMATION INSURANCE ' -
07/08/2008 MANAGEMENT SERVICES
Claim Number: VE0700184
Tiffany Anderson Date of Injury: 06/19/2008
1416 Iris Drive #7 Employer: San Joaquin County VCD
Lodi, CA 95242

NOTICE REGARDING TEMPORARY’ DISABILITY BENEFITS

feclamenon Insurves Management Services, Ipc is handline yenr workere! compensation claim on

behalf of San Joaquin County Mos uito Vector Control District. This notice is to advise you of the
status of temporary disability payments for your workers' compensation injury of 06/19/2008.

Your weekly compensation rate js $612.23 based on your earnings of $918.34 per week You may

e e

 receive less if you are earning partial wages.

An Application for Adjudication must be filed with the Workers' Compensation Appeals Board within
one year of the date of injury if no benefits, compensation or medical treatment has been fumished. 1f

must be filed within one year afier the date of the last payment or provision of benefits or within five
years from the date of injury, whichever is later. Failure to meet these requirements could bar your
rights to further compensation by operation of law. '

The State of California requires that you be given the following information: If you disagree wuh the
decision. you may consult with a State Information and Assistance Officer at 1-800-736-7401 or call
vour local Information and Assistance Officer at 1-91 6-263-2741 You may also consult with and be
represented by an attorney, and/or apply to have your case heard by the Workers' C ompensation
Appeals Board

Please review the enclosed pamphlet for a full explanation of workers' compensation benefits. If you
have any questions, call me at 916-563-1900.

Sincerely,
T
-~ '> e S

T T
Mackenzic Daw@/ .. ’
Examiner

Enc. TD Fact Sheet

PO Box 269120
Sacramento, CA 9582 6-9120

CAL LIC. 2772984
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_ ACCLAMATION INSURANCE -
MANAGEMENT SERVICES
-07/11/2008
Tiffany Anderson Claim Number: VE0700184
1416 Ins Drive #7 Employee. Tiffany Anderson
Lod), CA 95242 Employer: San Joaquin County MVCD

Date of Imqyury. 06/19/2008

NOTICE OF DELAY IN DETERMINING LIABILITY FOR WORKERS?’
COMIENSATION BENEFLTS

Decar Ms Anderson:

Acclamation Insurance Management Services, (AIMS) is handling your workers’ compensation
claim on behalf of your employer. At this time we are unable to determine whether you are
chigible for workers’ compensation benefits. In order to make a decision, we need to investigate

recorded statement agd all medical records. PMMLM‘MIJ\LWM

orization and re ice al vou
decision on or before 10/08/2008.

For injuries which ocecur on or after January 1, 1990, there is a legal presumption before the
Workers® Compensation Appeals Board that your claim is compensable if it 15 not denied within
90 days of your returning an Employee Claim Form to your employer. The presumption can be
rebutted only with information that could not be discovered within the 90 day period

Notice pursuant to LC 5402(c):  Within one working day after an employee files a claim form
under LC 5401, the employer shall authorize the provisions of all treatment consistent with LC

5307 27 or the American College of Qccupational and Environmental Medigine's guidelipes for
the atleged injury and shal} continue to provide the treatment until the date that liability for the
claim 1s accepted or denied. Until the date the claim 1s accepted or denied, liability for medical
treatment shall be limited to ten thousand dollars ($10,000). If your claim s denied, we will seek
retmbursement from your pnivate health care insurance, Asa result, your private insurance may

contact you regarding your co-pay and/or deductible

Notice pursuvant to LC 4062 1: Where the employee is not represented by an attorney the
exclusive procedure for obtatning a medical legal exam 1s by panel QME Enclosed find IMC
Form 106 “Request for a Qualified Medical Evaluator”. Please complete this form and mail it to
the Industnal Medical Council. You have 10 days from the issue date of this letter 10 request the
panel. If you fail to act umely, we may request a panel. If you are represented by an attorney,
LC 4062.1 does not apply If you have questions regarding the delay and Investigation process
for represented employees, please contact your atiorney.

PO Box 269120
Sacramento, CA 95826-9120
916/563-1900 Fax 916/563-1919
www aimsdclaims com
CAL. LIC 2772984
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NP ENETY

) 7/23/08

Dear Mike Dixon,
Wotkman's comp does not want to pay me my salary for my time off until 1 see
their doctor who at this time I do not have an appointment with. And they have up to 15
days to schedule me an appointment with a State Dr. of their choice. They arc claiming
that my injury wes not work related. My employer has taken me off payroll, UNUM is a
supplemental insurance offered to me. Can you please fill out this paperwork so I can
have some financial means. I will need to go back to work weather I am capable or not
because I will need to pay my bills. I will see you Tuesday at 2:00.
Sincerely,
Tiffany Andezson
209-333-1037

MRT Schedoded 2905 (@ 2)00
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e ® O CLAIM FOR INCOME PROTECTION BENEFITS
unum’ The Bena~ Senter, PO Box 100158
Columbla’  +29202-3158 97
Pacific Tima Zone Toll-Irea: 1-877-851-7637 Fax: -861-7624

All Other Time Zones Toll-froo 1-B00-868-6843 Fax, 1-800-447-2438

Nanie of Patlent ./ .
AT A7 Tad s /) /.
Employer Name/Add Employar Telephone Nuinber

Tmo uc}o-;y&stw 77189 5. A pord iy j}%;ﬂ/-m 505 -

Instruclions. The following sections must be completed and signed by the ammdln'g physiclan, Tie purpose of this report 18 to asslst us in making a disabiliy
datenninaton, It thia claim s related 10 8 normal pregnancy, complats the normal pregnency section Otherwion, please campicts ait applicable sechans of this
form and provitde copion of supparyng reports, such as office notes, medical reoords, sonvultations snd/or testing In all situstiona, you must compitle
D signature block g the battom of lhie fo

Sogl | Secun) Ui

NORMAL PREGNANCY
a) Expocted Dokvery Date h) Actual Delivery Dute c) Delvery Type ) Vagiat ] C-Secilon

Date Fitel Unabdls to Work: ) Oate Hoapitlized
AL OTHER CONDITIONS

Pationt idormation

s y ob-
a) Hoght Yeight b)_Oute of kst visi regarding cumvent condivions? (& /20/00 N i{ )
¢)_Date patient ceased work because of condibon? /7 0/F ) DK you ndvise palient 1o coaze work? CYes [INo _iyes, when? /LLELsA4C
6} Has the panent bean treatod for the samefsimiar conditidn In the past® OYes L2480 it yss, whon? Zp 77) W

it ygs. please descrive N ) d&(/? IW‘

A
1} s the patient's condibon dus to injury or sicknesa mvolving the pabents smployment? (S5&es (JNo T Unknown

iy iegneste - AL WW} Pradiad ronwe Seg
a) Whal s tha pdmary diagnoss praventing your om working? * pi £ PR \S MQ*‘}‘QN“ (!3‘,\4. e

Please include Primary ICD-8 ang/or DSM [V MuRr-Axial Dlagnones and Codes
b) Date of lastexanvnation "7 /22 /p
c) Deacrbe Repocted Symptamd 4 % & a_/ .
d) Destnbe Physical Findings (MRIs, X-rays, EMG/NGY stucbos, Lab toais, climonl findings, GAF elc )*

“NRL proleel /2768
Other Conalttons (Plesa sttath addiional information as nocessary)
Arg thate other conditions that prevent your patient from worlang? ¥ 50, plaase st with information as follows
a) Sacondary ICO-9s Dragaosls Wi
Secundary ICD-98° Diagnosts, %L N/
5

b) Dnscribe Reportad Symptoms

LN
c) Oescrive Physicat Findngds (MRJe/X-rays, E:@:cv studhes, melﬂ findinga, GAF eotc.)

— ) haasl deo, — @

a} Descnba the patent’s current treaiment program (mcluda fecliles name/address if applicable).

N LD PT(Loddn Pr. 031 40 Mom

h) Madications (Pleasn kst all tlons Including dosage’ and frequoncy)
HE [ 2ade PO Lid %)
¢) Has prtient bean hocplialized? &) No e Hospitaized ] thwough
d) Was curgacy parformad? CPT 4 Cada(s) £ Date Surgary Perfonnea

nNamo’Address of facibly.
©) 14 the pstent st!l undar your care? " Yos CiNo  Final Date of Traatment
4
1185-02 (06/08) N
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Cltaimant Neme, _ Botial Becurity Number:
Othes Providers: Pisase mupply complets name, sct Information and specialty of oy other treating physic a hospilals

- - Traaimeft
Namo Spoclalty [ laddress . |Phono # Fox# From To

Phyaten Gapabilities
a) Pauont's ability to { Ploase Check Number of Hours Per Workday and How Often)

Number of Hours How Oftun
st Do D1 ble 03 0405 Qs O7 e G Continuously ) tnterminently
Stang OO0 1 a3 Q4 Ts O 07 O8 O Conuously [ imomitently
wak Oo0NZy D2 02 D4 Os5 D8 D7 18 O Convnuously O intenmintently

b) Patents abillly to (Plassa Chack)
- Nevec Ocaaalonally Frequently Contnuously

(¢ t-33% B34-66% 67 100%
e % B :
wil o/t
Reach ubwao:b?oulda lovel O ] W) -g
Operale hoavy machunery S (™ O
©) Patoent's abity lo it/cany (Please Check) d) Patient’s ability 10 parfoim (Plasse Check)
Never Occasionaiy Fraquently Continuousty Never Occastonaly  Frequantly  Conlinuously

0% 139% J4-88% 67-100% 0% 1-33% 34-66% 67:100%
Upto 30 Jbe =] ? (] O R L L R L 5 L
1110 20 Ibs o o Fing Finger movemems 0o D o g o)
21 10 50 10s Q 0 o Hand/eye coordinatad movements a Q o G g o
5110 100 bs B O g o Pushing/Pulhing ] w] a = (w] (w]

Dominant Hand %.Ight OLatt

Psychological Foatures N

Ate therc any cognitve deficia or peychiatnc conditions that interfore with the patiant’s ability to parform hisMer occupation? If so, please deacribe specifically how
any idenbfied condition prevents the patent from performuing hismer occupabon

Return to Work

) Whan do you expect improvement in the panent’s capatliiies?

b} Have you adwised pavent to retum to work? 2 Yez T No  Expected Retum to Wark Date C] Full Time ([ Part Yime
11 yes, plegse lndicate any ongomng resinotons and imilations in the space provided below
it no, pt indhcala the sestncsons and kmitabons Mal prevent the patent Gom returrung tu work 1n the space prowded balow

<} MESTRAICTIONS (achvitlos pavent should nat do)

d) UIMITATIONS {actvitas patient cannot do) ’

\ SM, ey

FRAUD NOTICE Any person wha knowingly fiies a statement of clalm containing false or misieading Informostion is subject ta ¢riminal and clvit penat-
tios, This inciudes Employer and Attonding Physiclan porlions of the clsim torm,

Prter eetame_ DpaBAD L Ppceu) | T’ﬁ"‘ﬁ etica Spaciady 7

2oL DAMERON OCCUPATIONAL HEALTH SERVICES d Telsphgne Mo 214 (,

@\"—‘%W mmmﬂm FPGO‘” ?%! 4

i e ——— SR

SSN or Emplayer's 1D Number Are you, tha physiclan, testad o this pehent? (3 Ye
{f yoy, what 12 tha ralatlonthin?

1185-02 (06/08) J
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o o
= . GENERAL

. i )

{ hereby acknowledge that the insuraoce companies Jisted above aro subject to federal privacy regulsticns. I
waderatend that information released to the Recipient will be used and disclosed 83 described in the AIG
Anexican General Nobce of Heatth Information Privacy Practices, but that upon digciosure to any person of
organization that is not 2 health pian or health care pravider, the information may no longer be protected by
federal privacy regulations,

} may revoke this authorization at any tirpe, cxcept to the extent that action has been taken in reliance on this
authorization or otbet law allows the Recipient to conteit & claim under the policy or to contest the policy itself
by sending a written request fo: AlG/Amencan General Assurance Company/American Genzral Indemnity, P.O.
Box 1577, Neptune, NJ 07754-1577

1 understand that my revocation of authonzation will pot affect uses and dweclosure of my health information. by
the Reciment for purposes of claims administration and ofher matteys associated with my slaim for benefits under
insurance covetage and the administration of my such policy.

I understand that the signing of this anthorization is voluntary; however, if I do pot sign the authorizatton, the
Compaties may not be able to abtain the medical information necessary to consider my claim for benefits,

“This authorization will be vatid for 12 months or the duration of any claim for benefits under my insurance ,
coverage, whichever 1a later. A copy of this authorization will be es valid as the original. { undecstand that Tam
entitled to recsive a copy of this authorization.

Signature of ‘nm.rcd or inaured’s Soclal Secutity Number

Insured's Personal Represertahve

Descripuon of Authonty of Persongl Representative Date
(:f applicabic)

SER000B1022A RIDAY
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[ ] .. U:‘NE‘N . [
American Genaral Assurence Company*
Schaumbutg, litinais Cor .

American Genera! Indemnity Company*

Schaumburg. Hlinols
Maomber eompanias of Ameticen (nternations! Group, ine
Adminlistrative Office; 3500 Route 68, PO. Box 1677 Naptuna, NJ 07754-1577 _ *This compan does not sollcht businesd it New York,

BE SURE ALL QUERSTIONS ARE ANSYEAED

§ ~ Marks for Tabu Al

'PATIENT'S NAME AND AODRESS
LAl g tn
DIAGNOSIS URRENT QONDITIONS
/ IS CONDITION DUE TO INJURY OR SICKNESS or) Nﬂ—@% 4-.\ Lan e VRR A c&Q Ao g
ves%ru

ARIBING OUT OF PATIENT'S EMPLOYMENT? IF "YES” EXPLAIN

AGE

DATE

|5 CONDITION DUE  IF *YES™ WHAT WAS APPROXIMATE DATE '
TO PREGNANCY? O COMMENCEMENT OF PREGNANGY?  YEsD

YEAR
p—— g 2 e
WHEN DID SYMPTOMS FIRST APPEAR OR ACCIOENT HAFPEN?  DATE 1 T
WHEN DiD PATIENT FIRST CONSULT YOU FORTHIS CONDIMION?  DATE _#ZJ#_(________
HAS PATIENT EVER MAD 8AME  IF “YES® STATE WHEN AND DESCRIBE YESD) MO
OR SIMILAR CONDITION?
NATURE OF SURGICAL OR QBBTETRICAL /
PROCEDURE, IF ANY (Describe Fully)
_ DATE PERFORMED,
YEAR
IF PERFORMED IN HOSPITAL, GIVE NAME QF HQSPITAL INPATIENT 3 OUTPANIENT O
GIVE DATES OF OTHER MEDICAL (NON-SURGICAL) TREATMENT_IF ANY CHARGE
(‘,.38:‘) PER CALL
SR} C
IS PATIENT STILL. UNDERYOUR CARE FORTHIS EQNDITION? ]/
IF "NO” GIVE DATE YOUR SERVICES TERMINATED YE NoD DATE
TFOTALLY DISABLED ~ UNABLE TO WORK? veob;E( FROM & 20 09 Thru
NO OO YEAR YEAR
4 HOYY LONG WAS ORWILL PATIENT BE PARTIALLY DISABLED? FROM Thru
YEAR YEAR
TO YOUR KNOWEEDGE DOES PA HAVE OTHER W m/
CE QR HEAL AN COVERAGE? IF “VES” IDENTIFY yes¥l Nno O
% N {M% - .
% $IGNATURE TATTENDING PHYSKAN OEGRE TELEPHON
?‘3‘5’“\ \og .

DAMERON OCCUPATIONAL HEALTH SEEV!OES o
STREET ADPARSS 525 W, ACACIA STREET * 8 FTATE DR FROVINGE ZiP COPE

wWGa0aNg 10224 (11205
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& A B GﬁNE—liAL ‘
American General Assut 1ce Company*

Schaumburg, lilinola

American General Indemnity Company*
Schaumburg, lilinels
Meamber companiss of Ameriosn International Group, lac,
Administrative Oifflce: 3600 0. Bo.

1677 Neptune, NJ 07754.1677

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT ("HIPAA")
Authorization to Obtain and Disclose Information

X Qoo Q.22-)G70

Name of Patient/Insured (Please Print) Date of Buth

1 hereby anthorize all of the people and organizations hsted below to give American General Assunnce Company.
American General Indemnity, und the Ametican Geperal Life Companies LLC, (ao affiliated service company),
(colectively the "Companies”), and thewr authorized ropresentatives, inctuding agents and insurance support
organizations, (collectively the "Recrprent*), the followmg information:

+  any and all informstion relating to my health (except psychotherapy notes) and my insurance policies and
claitne, lochuding; but not limited to, information relating to any medical consuiations, trestmetits, or
gurgerics; hospstat confinement for physical and mental conditions; use of drags or alcohol, communicable
diseases including HIV or ALDS; and medical bills and Films.

¥ hereby antharize each of the entities histed below to provide the information outlined above:

+ ony physiclan or medical practitioner,

~  any bospital, ¢linic or other health carc facility;

s+ any insurance or reinsurance comapany (inshiding, but not limited to, the Recspient of any athet AIG American
Geueral company which may have provided me with hife, accident, health, and/or disability inmrance
coversge, of 1o '
which T may have applied for wsurance coverage, but coverage was not issued);

o any consumer reporting agency or insiyance suppost organization;

« my employsr, group policy holder, or benefit plan sdmupistrator; aud

s  the Medical Information Buxean (MIB).

Name Address & Phone Number Date Range of Treatment
Requested

(\KMMEDA W ol acia Yoy (o~ (’)&

I understand that the iformation obtained will bo used by the Recipicnt to:

» deterntine my cligibitty for banefits under and/ox the contestability of an wsurasee policy, and
»  detect health care finud or abuse or for comphance activitics, which may Inchide disclosure to MIB and
participation in MIB's fraud prevention oc fraud detection programs

SHODDDOY-10DA RS

-
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07/28/08 08:31 AN POT Vollsy Mri & Famlly via VSI-FAX - Page 1 of 1 885255 &©

LODI

IMAGING CENTER MEDRICAL IMARINA RFENTFR
MAGNETIC RESONANCE IMAGING RIGHT KNEE
PATIENT: ANDERSON, TIFFANY K DATE: 07/28/2008
DORB: 08/22/1970
MR#: 5791390
REFERRING PHYSICIAN: DONALD ROSSMAN MD
{W/C NETWQRK) MDJA
CLINICAL HISTORY: Job mjury, now with pamn and swelling,

SEQUENCES: Axial proton density with fat saturation, high-resolution coronal and sagittal proton
density with fat saturatnon, axial proton density with fat saturation, sagittal nversion recovery, and coronal
gradient echo

FINDINGS: Laternl Compartment: There 1s a farly large honizontal tear seen i the anterior horn of
the lateral memiscus extending to the mid hom, sparing the posterior horn, otherwise, negative.

Patellofemoral Compartment: Normal

Medial Compsartment: Normal

Ligaments and Tendons: Intact, hough with mild signal alterations consistent with previous anterior and
postenior cructate ligament sprams.

Miscellanevus: There is no effusion, bope edema, Baker's ¢ t, or loose body,
y8 Y

CONCLUSION:  Antenor hom. medial meniscus tear

W Aubrey Federal M D

WE: Im - ID/T  T'ue Jul 29 07 5857 2008 #5816

The PHI (Pervonal Health Information) contained in this FAX/Emad 1s HIGHLY CONFIDENTIAL It 15 ntended for the

exclusive use of the addressee 1t 15 to be used only to aid in providing speaific healthcare services to this patient  Any other
us¢ 18 8 violation of Federal Law (HIPAA) and wall be reported as such

Ius document has been elecironically signed and approved by WILLIAM FEDERAL MD

546 E. Pine St « Stockton, CA 95204 + Phone (208) 467-1000 « Fax (208) 487-7335
801 8. Ham Lane, Sulte R * Lodl, CA 85242 « Phone (209) 366-1000 » Fax (208) 366-1060
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Jul. 14 2008 2:04PM  Lodi Physical Therapy ‘ No. 6387 P |

631 South Ham Lane
Lodi, CAB5242
209 /368-7433

FAX' 200 /368-4219

ORTHOPAEDIC MANUAL THERAPY
INDUSTRIAL REHABILITATION
SPORTS MEDICINE

Progress Report
Date: 7 /{4(0%0

ToiD e, @o8Sman . Re: Tiffa Ruroler-3019 .
No. Visits Authorlzed: ¢ Diagnosis:&d@mwmln
No. Visits Completed: __ G DOI: _(o/14f 0%

Patlent Subjectively: Resolved Improving” O Unchanged Worse

Objective/ Assessment: o d

L}/ ARG o paiin K ATV, Sl % ! V4 &) bty
muis (€ 24D . paact T poaloodkto 0 ‘_'__3 oclia{ AR AL

_M'm» \endaaa . )

Functional Goals Status Update

0 5 pan yno t-

iy WML sy (- \.5 elda
a o v mw{ a0t mu}‘
0% nak= _ Cond. nen Cotatiig,

Patient Has Raceived Treatment Consisting Of.

— Manual therapy Gait Traning
Therapeutic Exercises __ %O Therapeutic Modalities:
Functional/ Therapeutic Activities L EStm _OuUs.
22 Self Care/fHome Mgt Training 22 lce/Heat ____ Traction

PLAN: Patient to continue current treatment program for_ 2 times per week for_&{ _weeks.
Recommend Discharge to ___Home Program___Gym Program ____0Other

: Reason For Discharge

Therapist Signature:

o

o

PLEASE COMPLETE AND SIGN THE PERSCRIPTION BELOW TO CONTINUE TREATMENT.
| certify/re-carhify the need for these services fumished under this plan of treatment and while under my care.

)< )Phwﬁignjgil G‘ \B\U\Q;QLMQ ./Date: T3S 0D
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mﬂﬁ S Facsifflle Cover Sheet W7  Tracy Cook

amnd Issyance Checkiist . 800-611-5733

Total Number of Pages

Fax To:

Care Rehab and Orthopaedic Products, Inc.
Billing Office

800-611-5733 [Toll-Free Fax)
866-667-2257 (Voice)

Fax From: 5
Facility Name: s

Contact Name: —mcme»m,?ﬁ%
Phone: (20106 \-3\14 [, gas W_ACACIA g7~ IC

Fax: (309) yy \ - pm 5 SFOCKTON, CA 95203

il
O

~— Checklist: —~—
Care Rehab needs the following information to compietely process the patient’s claim.
Please indicate which items are inclided with this fax by checking the appropriate boxes:

Care Rehab‘s “Patient Information Form”
---This form must be signed and dated by patient,but not filled out.

Patient Data Sheet
.-.l.€. face sheet, intake sheet, demographics, etc.

T;a Patient Insurance Information
«-and include a copy of Patlent's Insurance Card If possible.

Physician’s Order
-.OF name and phone number of referring physician.

N— S

Notes:

Thank Yeu Fer Cheeslng Care Rehab

000048




Patient information

neme' M 'Y YON Y  poagdlYy SN

Patient information Form

07

Please Fax to: -
Tracy Cook
, 800-811.5733

Health Insurance

Policy Effective Date:

SS#H
Address. Binth Date / /
Chy: State. Zpr MHome Phone { ) -
Patient Reiationship to Policy Holder,
O self ] Spouse [J Child O Other Work Phone: ( ) - Ext.

Scif-Pay Patients

insured Name: Amount. $ ____| —_—

Insurer: O Visa [ MasterCard [J Amex [J Diner's Club

Policy # Card#. _

Group # Expiration Date. /

Phone. ( ) - . O Paymentby Check Check #: [J Payment by Cash
Biling Address Modality

Clty’ State, Zp:

W Worker's Comp / Auto Insurance _@—6.,.1-5"3. [ Star Corvical Tractions
O Work Comp [J Auto Camer 0 Care Stmg 7] Care Lumbar Tractiong
Claim #: __ [0 Care Select Stimg
Adjuster’s Name . [0 Care Select Stim Plusy () Acustim Adaptery

[ Care IFC Sporle ) Hand switch
Phone ¢ ) i Bt O Cam IFC Pluse X1 Electrodes & Supplies
Employer - 3 care EMGy [ other <
Dste of Injury. / / [ CareETSe 7T - P
Insurer [ Cars High Volte seals, /A PAI Y
Blling Address* - DO NOT 15SUE E-STIM DEVICES TO PACEMAKER PATIENTS -
o —e 2. _
WORKERS COMPENSATION: RIGNT TO CHNOOSE
e ey st o ey
Mﬂ'h:mmbl’mnmmuhnmum Prescribing Physician
Ny may NOT e o Wy pxiot hwoviacige
g writen approvel | choone Care Reheb, . of my lhee NPI#
Phone { ) - Ext

Attomey Name Diagnosis
Law Firm ICD-8-CM.
Address
City Clinic
State Zip Phonae. ( ) -
Phone ( ) - Ext Physical Therapist

1 have been instrnucled in the proper application, use and cars of the above described unit § may rant or purchass the system | understand that | am

responsibio for the Care Rehab equipment and If for any resson, | 6o not retum the unit
pnce | authorize the release of sty madicsl informal
tzation of Aot oth paikt by my

pory § copy
cmemmb,hc.umywsmnudmwwntlhmkmmmmngemddoh«ebywmauamy pay
and medical bensfits, If any, otharwins payable to me for the senvices described | understend that | am financlalty

directly \o Care Rehasb, Inc
tresponsible for 8Y charges,

ot hot paid (ot by uald insurance | hereby suthoriz

directly
ton necaseary to process my claim and | agree 1o pay for ali chargss not covared
pormil & umummw?&u v

to Care Rehab, inc. {ggree (o pay the mn;aﬂr‘cr purchese

by
10 be vakd a8 the original |, e \ndersigned, selecy

cantor (o pay end )

said assignee to reiesses and oblaln el information necessary

Date -7 / %/DX_

><Paﬂenl’s Signafure X

insured's Signature (If different from patiant)

Date ! / Initial :

Please mafl ma frash
acirodes/ba

monthly it covered ty
my insurancae.

Pleage initlal below:

iteries

000049
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CaRe REHAB®
’ Ploase Fax to,
~ Letter of Medical Necessity 07 Tracy Cook
, & Prescription 800-611-5733
The following information Is required by your patienis Insusanco company Please compiate this entire form
Paticnt Information Modahity
AN
Name YT YO o RN B4 Cara TENS, (33 Stam Cervioal Traction,
SS# . : 0 Care Stimq 3 Care Lumbar Tractiong
pos _{o + 14, 09 O Gare Select Stmg,
- . 3 Caro Sealect Stim Pluse 0 Acustim Adapterg
Phone ( ) - : O Care IFC Sport [ Hand Switch
PTG, © orcria X s oo
O Cam EMG, [ other:
Clinic O7TNS
D Care Ers.
Phone ( ) - : [0 Care High Voite Serial #: ‘7’89/‘-{
Physical Theraplst: « DO NOT IBSUE E-STIM DEVICES TO PACEMAKER PRTIENTS «
Physictan Diagnosis and Device Duration
¢ iCD-9-CM '
Prescribing Physician Prmary
NPI # Secondary
Phone ( ) - Ext Recommendad O 6&-B8Months 0 Long Torm
Duration OO Purchase 0 other Manths

Please provide the following information.

Is the above device prescnbed to this patient for thelr physical therapy dus to injuries sustained
n either an automobite or work related accident? ‘ﬁ Yes [J No

Was surgery performed on the patent? (If “Yes™, give dates and details ) {1 Yes k .No

Are these services to be rendered while patient remains under your care? )ﬁ Yes (3 No

Is thers a reasonable expectation that the prescnbed device will resuit In significant improvement

for the patient? (Please explain). ﬁ Yes {3 No

Cars Rehab and Orthopaedic Products, Inc has supblled this modality as per the above prescription.
} recommend this particular device for home use as part of this patent's physical therapy treatment.

- DO NOT SUBSTITUTE -

L.
‘ -
Physician's Signature: b. \M Date: _’.’ 18 / 0& i
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ORTHOPAEDIC MANUAL THERAPY

LTI ¥ Vet 20y g wn Y
AN S0 Ve ety
E
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'
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o .

631 South Ham Lane

INDUSTRIAL REMABILITATION =| : Lod, CA 85242
SPORTS MEDICINE = L 209 / 368-7433
2 & FAX 209 /368-4219
Z S
A&y o
siean
~Jane 25, 2008 —

WORK COMP CLAIM: VEQ700184
Donald Rossman, M. D.

Dameron Hospital, Rehab. Dept.
420 W. Acacia St
Stockton, Ca. 95203

RE: ANDERSON, Tiffany

- SUBJECTIVE: Thank you for your referral of Ms. Anderson to our clinic. She comes

INITIAL EVALUATION

Date of Eval: 06-25-08
Diag: Knee effusion/ACL Sprain, Right
Onset: 6-19-08

to us with complaint

of right knee pain and swelling since climbing infout of her truck for 2-days at work. She states that the

. swelling began the following morning and has persisted with activity
her symptoms are aggravated by standing greater than 15-minutes,
keeping her knee bent while sitting in a chair, squatting,
work a full 8-hour day getting in/out of her trunk,

when she gets home.

but decreases with rest. At this time
walking greater than a quarter mile,

and going up stairs. Prior to injury she was able to
walking on uneven surfaces, and able to walk for exercise

OBJECTIVE: Active range of motion of the knees is as follows:

Flexion

Extension
Manual muscle testing revealed
measurements revealed moderate
special tests were performed
special test were positive for
joint line.

ASSESSMENT/GOALS:

rotational movements and

knee to equal the left in 3

Bilaterally 135° ’

Right 0° leading to pain in the anterior knee Left: +2°
mild weakness in the right knee and hip secondary to pain. Girth
swelling of the right knee. Both Anterior Drawer and varus and valgus
and negative on the right. However, McMurray’s special test and Grind
pain in the right knee as well as tenderness with palpation along the anterior

Ms. Anderson presents with moderate swelling in the right knee, pain with
decreased loading tolerance in the right knee. Goals are: 1. Patient able to
recover full ROM of the right knee without pain in 3-weeks 2. Patient able to
-weeks 3. Patient able to

decrease swelling in the right
perform a body weight squat with controlled symptoms

in 6-weeks 4. Patient able to walk on uneven ground with controlled symptoms in 6-weeks.
S Patient to be independent with home exercise program and symptoms management in 6-weeks,

TREATMENT PLAN: Therapeutic

ice, electrical stimulation,

exercise, body mechanics training, soft tissue mobilization, stretching,

ultra sound, and to establish a home exercise program. She isto be seen 3 times a

week for 2 weeks. Her rehab potential and prognosis are good. I will keep you apprised of this patient's

progress.

DS/dt

T

/4
DANIELLE SARTORI, D.P.T.
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Jun. 27. 2008 7:50AM  Lodi Physical Therapy . No. 5593 P, 1

! ¢

-

ORTHOPAEDIC MANUAL THERAPY
INDUSTRIAL REHABILITATION

SPORTS Mi':'DI((_})g':llE9 101393 D
“Ih ot violated Labor Cede Seclion 139.
e:nda;:eancomem of the report and bill are trug <,
and corract to the best of my knowledge.” This ,o&
stetement is made under penally of pafury. ySICAL

L - S-'O 7 e
at San Jaaguin County, Calllarnia June 25, 2008

WORK COMP CLAIM: VE070
Donald Rossman, M, D.

631 South Ham Lane
Lod, CA 85242

L 209 / 368-7433

Q{}- FAX, 209 / 368-4219

| ]
—

INITIAL EVALUATION

Dameron Hospital, Rehab. Dept.
420 W. Acacia St
Stockton, Ca. 95203

e of Eval: 06-25-0

Diag: Knee effusion/ACL Sprain, Right
Onset* 6-19-08

RE; ANDERSON, Tiffany

SUBJECTIVE: Thank you for your referral of Ms. Anderson to our clinic. She comes to us with complaint
of right knee pain and swelling since climbing infout of her truck for 2-days at work., She states that the
swelling began the following moming and has persisted with activity but decreases with rest, At this time
her symptoms arc aggravated by standing greater than 15-minutes, walking preater than & quarter mile,
keeping her knce bent while sitting in & chair, squatting, and going up stairs. Prior to injury she was able to

work-a full-8-hour-day getting /out of her trunk, walking.on uneven surfaces, and able to walk for exexpise

when she gets home,

OBJECTIVE: Active range of motion of the knees is as follows:

Flexion Bilaterally [35°

Extension Right 0° leading to pain in the anterior knee Left, +2°
Manual muscle testing revealed mild weakness in the right knee and hip secondary to pain. Girth
measurements revealed moderate swelling of the right knee. Both Anterior Drawer and varus and valgus
special tests were performed and negative on the right. However, McMurray's special test and Grind
special test were positive for pain in the right knee as well as tenderness with palpation along the anterior
joint line

ASSESSMENT/GOALS. Ms. Anderson presents with moderate swelling in the right knee, pain with
rotational movements and decreased loading tolerance in the right knee. Goals are: 1. Patient able to
recaver full ROM of the right knee without pain in 3-weeks 2, Patient able to decrease swelling in the right
knee to equal the left in 3-wecks 3. Patient able to perform & body weight squat with controlied symptoms
in 6-weeks 4. Patient able to walk on uneven ground with controlled symptoms in 6-wecks.

5 Patient to be independent with home exercise program and symptoms management in 6-weeks,

TREATMENT PLAN. Therapeutic exercise, body mechanics training, soft tissue mobilization, stretching,

ice, electrical stimulation, ulira sound, and to establish a home exercise program. She isto be scen 3 times a

week for 2 weeks. Her rehab potential and prognosis are good. I will keep you apprised of this patient's

progress, r———
’
e
DS/dt DANIELLE SARTORI, D.P.T.
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Page 1 of 1

Procedure/Seqg #: 00001

Account #: Q0105715551 Admission Date: 06/20/2008

Patient Name: ANDERSON, TIFFANY Patient Type/Bed: [/ DISC/DIS/
XRO

Birth date, Age: 08/22/1970 Medical Record #: 626041

Oxdering MD: HULL, INJURIES, MD Gender: F

Adm DX1:

Reason for Study: Procedure Date: 06/20/2008

Procedure: RIGHT KNEE

Three views of the right knee demonstrate the soft tissues and osseous
structures intact without any obviocus fracture or dislocation seen.
Joint space is maintained without any narrowing.

Electronically Signed 06/20/2008 04:32 PM
DAVID WONG, MD

D: /T. 06/20/2008 15:01:51/DI: 00004774/DN: 00004774

ANDERSON, TIFFANY

626041
Q‘ “w ¥ ,. ' ORIGINAL
. .$. ‘  DAMERON HOSPITAL |
. |  STOCKTON, CALIFORNIA 95203 l
RADIOLOGY
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DAMERON HOSPITAL ASSOCIATION
Occupational Injury Clinic

6/16/2008 8:22 a.m.

- Y
Patient Name* Sex: Male Female Birthdate: - a: R 7E 5
Nombre de paciente ’ ‘B‘/’H a r\d NN Sexo - Masculino emenino Fecha de nactmle)il)o
Strect Address: Y Hone Telephone No.:
Domiciho 14\ S ;/“ < D H -7 sm“’Mamed Telefono de casa JQ@. BRI /NRT7
Clity, State, Zip: Social Securlty Number:
Ciudad, Estado, 7ip J_tr D_‘L 0 }P\ qsgq Z Casado Seguro Socinl wq ,;)q .S | 3.3
Employer: iy Single  "Jah Title: ’
Laplcador 3 -S- (') H \/ (_D Seltero | ocupacion ?J ST DT A"e‘PL" AL\,
Date of Infury: - Hour L AM | Date last worked: Have yon been scen here before? YES/S{
Techa de ncclde;ue({ { Ct 0 2) Hora <P M Dia que trabajo ultimo (p - ﬁ'(ﬁ Ha ventde nqut anies? NO
Have you reccived tresftment for this injury elsewhere? L—2 YES/S/ If yes, where? Date
A recibido 1 para cste accidente en otro lugar? C=No 8i, Cuando? Feche

Describe how the Injury accurred:
Como octrrio el accidenic

C]\m\ou\gon*(;—ﬂi' Yo o off 2 drucic

f,«l«}.g(ﬁﬁ{‘l Lu' R

Significant Diagnosis Major Surgery

Medications Drug Allergies

VLo F’d'ﬁﬂ&%j ' Ahras

2 2 2 2
3 3 3 3
4 4 4 4

Vision: Rt 20/

Tetanvs*

Sub, Jectwe' D d:clated

Rt

Dominant Hand:

Lt

Objectrve [0 dicrated

Assesment [ dictated ‘
- o
OrdersQ—:ay/ Lab Injection
Results: m N& &‘\«)&‘-—\

\/l@ O

Treatments Medications __— Dosc Quantity
Medications (——Q_ch Dose l Quantity
Medications Dose Quantity
e ——
Physician ngnnﬁre: @
-
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DQ!ERON HOSPITAL -
Occupational Health Services

AUTHORIZATION FOR MEDICAL SERVICES

e b wployec/Applicant Name

In-(3C> ~T. %'\y Ardde<el

Cnmp}ny LT Te lcpb{nc »

N DS n D

Campany Auhonzaton Ry : Q

SERVICES REQUESTED

L Treotment of work-retated iliness or injury

If workung for a temporary agency
Agency Name- '

Telephone Numbey-
Ul Medical Exanunanon:
0 Pre-employment 3 DOT - Inial [J DOT Recertification
(1 Other
U Drug Screen. oot [Norn-DOT
(3 Bieath Alcohol, Opor  ONon-DOT
O e e-employment (3 Random [ Reasonable Suspicion
LJ Post Accident 0O Other

Speaial tnstucnons

Appomtment: Date: / /

Time; AM/MPM

AE35 124 (10/30/02)
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Dlineron
S ccupational Health Services
525 W. Acacla St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 10/25/2005
Social Security No.: 549-23-5133 Timeln: 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: 7g22s Claim Number: pending

CLINICAL STATUS
Diagnosis: Dermatitis, Contact Allergic

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

EVALUATION AND TREATMENT PLAN

Physical / Océupatlonal Therapy:
Recommended Evaluation / Diagnostic Studies:

WORK STATUS
Work Status:  Full work duties From: . 10/25/2005T0: 10/25/2005
Work Restrictions:
Estimated return to full duty:
DISPOSITION

Disposition: Final Dascharge, P&S, no r¢siduals PR2 to follaow
Next Scheduled Appointment:

"1 have not violated Labor Code Section 139 3, and the contents of the report and bilf are true and comect to the best of my

knowledge This statement is made under penalty of perjury *

s 4 Boctor's Phone: (209) 461-3196 opt. 3
"gned, Doctor's Fax: (209) 461-7529
Donald Rossman, (Orginal signature on file) Case Coordinator Phone: (209) 461-3196 opt.1
DHAWSR $71 10
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- DAMERON HOSPITAL

‘ ~ DCCUPATIONAL INURY CL \Z/»

WORK STATUS REPORT - WORKSHEET

Employee Name*Andexson, Tiffany K Date of this Examination. 10/25/2005
Employer: SJ Mosquato and Vector Clinic Case Number- 78225
DIAGNOSIS: P

v

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 wask__W3:3x/wk — 1 week —W4,0ne vist __ W5 Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES"

_E1 MRl __E2 CTScan _ B3 NCS —E4 Work Conditioning  __ES Epidurals __E6 Ergo Evaluation
REFERRAL / CONSULT:
— R10; Orthopedist __ R14 General Surgeon . R18. ENT __R22 Health Club
— R11. Ophthaimoiogist . R15' Neurologist — R19 Dermatology _.. R23, Urology
—. R12. Naurosurgeon . R16° Psych — R20, Pain Mgmt —.. R24 Acupuncture
— R13: Hand Specialist — R17 Physiatrist ___R21 Denust _R25 Podiatrist
WORK STATUS:; ull work duties — Oft balance of shift, modifiad work — No work untll next appt
—_ ] ties — Off balance of shft, full work duties — Current WS until Specialist appt.
WORK RESTRICTIONS:
No Ift/ carry >, No prolonged Other Back/Neck
—_A09. 50# —A18 StandWalk —A13- No frequent lift, band, twist, stoop at waist
A0 10-15# : ~A186 Sitting —A14. Limit twist / bend at neck
A1 3% —A17 Desk/ sedentary only
A12 5#
Lower Exiromity Miscellaneous
—A18 No crawl / kneel / squat ~.516 Limited use of injured body part
__A19° No cimbing ladders —S17 May advance work activiies 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 fo cold
Upper Extre —S22 No exposure to chemical, vapoars, fumes
—S810 Wear spiint/ sling as directed 823 No welding
~311 No frequent / repetitive use of wnst / hand —.524., Avold physical altercations
—S12, No heavy pushing or pulling 825, Avoid wearing latex gloves
513 No use of arm above shoulder —3527. Limit keyboarding 45 min/hr
—_S14 No forcefu! hand grasp —S28 Limit keyboarding' 4 hr/day
815 No use of injured body part
PR STATUS: ;
— PR-1. Penodic Report — PR-4 Change in Tx Plan — PR-T Discharge
__PR-2 Change in Work Status __PR-5 Relferral/Consuit . PR-8 Request by Adjuster
— PR-3 Change in Pt. Condition — PR-6, Surgery/Hospitalization —PR-8 Other
DISPOSITION; Pt Consuit __D2: Fln:??lﬁrge without residualdy PR-2 to follow
D5. Referral / Transfer of care .04 Final Discharge with residuals, PR-3 to follow
D6 Non-occupational, refer to PMD __D3: First Ald
Next scheduled appointment 2 Provider Imtial’ ALY‘

Lv&.zrk' heof Be cd e
A ’
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525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Taiffany K Date of Visit: 10/20/2005
Social Security No.: 549-23~5133 Timein: 08:52 am Time Out: 09:54 am
Employer: S5J Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number: 7225 Claim Number: pending

CLINICAL STATUS
Dlagnosis: Dermatitis, Contact Allergiac

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

EVALUATION AND TREATMENT PLAN
Physical / Occupational Therapy:

Recommended Evaluation / Diagnostic Studles:

WORK STATUS

Work Status:  off balance of shift; return to full wfrom: 1g,20/2005 To: 10/25/2005
Work Restrictions:

Estimated return to full duty:

DISPOSITION
Disposition: /

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

“J have not violated L.abor Code Section 139 3, and the contents of the report and bill are true and correct to tha best of my
knowledge This statement Is made under penalty of peijury *

s g Doctor's Phone: (209) 461-3196 opt 3
‘gnea, Doctor's Fax: (209) 461-7529
Donald Rossman, (Origina! signature on file) Case Coordinator Phone: (209) 461-3196 opt1
DH-WSR Q114

.
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DAMERON HOSPITAL \
- OCCUPATIONAL INURY CLINYC

WORK STATUS REPORT - WORKSHEET

Employee Name.Anderson, Tiffany K Date of this Examination® 10/20/2005
Employer. 8J Mosquito pnd Vector Clinic Case Number- 78228
DIAGNOSIS: ,/
CLINICAL STATUS: __Q1 Improved, as expected ___Q2: improving slowly __Q3 No significent change __Q4. Worse
PYIOT: _W1 Continue as prescribed __ W2: 3x/wk - 2 week__W3'3x/wk - 1 wask __W4, One visit __W5: Non-DHA PT
RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

_E1 MRl __E2 CT Scan E3. NCS _E4 Work Condiboning  __ES. Epidurais __ES, Ergo Evaluation
REFERRAL / CONSULTY.

__R10 Orthopadist .. R14' Ganeral Surgeon __R18 ENT .. R22, Heaith Club

— R11 Ophthalmologist . R15 Neurologist —.. R19, Darmatology __ R23 Urology

_.. R12, Neurosurgeon __R16 Psyeh — R20 Pain Mgmt . R24' Agupunclure

—. R13 Hand Spacialist . R17 Physiatrist .. R24- Dentist .. R25¢ Podiatrist
WORK STATUS: __ Full work duties — _— —. No work untii next appt,

— Modified work duties balance of shift, fult work dutie \ __ Cumrent WS until Speclalist appt.

WORK RESTRICTIONS: \0‘1&1 os
Nouft/ > No prolonged Qther Back/Neck
_A09 50# ~A18 StandWalk ~.A13 No frequent ift, bend, twist, stoop at waist
A0 1015% __A16 Sitting ~A14 Limt twist / bend at neck
__A11-30% —A17. Desk / sedentary only
__A12 5#
Lower Extremity

__A18 No crawi/kneei/ squat
—.A19 No ckmbing ladders
A20 Use crutches as directed
A21 Elevale as directed
~A22 Use cane as directed

(o

pper Extremity
$10 Wear splint / siing as drected
S11 No frequent / repatitive use of wrist / hand
$12 No heavy pushing or pulling
$13 No use of arm above shoutder
$14 No forceful hand grasp
—.515 No use of injured body part

P1dd

Miscellangous

—.518. Limited use of Injured body part

~.S17- May advance work actvities as tolerated
518 Keeap dressing clean and dry

~.519. No operating company vehicles

520, No exposure to heat

521 No exposure to cold

-.522 No exposure to chemlcal, vapors, fumes
523, No welding

_.S24 Avold physicat aitercations

525, Avoid weanng {atex gloves

527 Limit keyboarding* 45 min/he

..528. Limit keyboarding. 4 hr/day

PR STATUS.
.. PR-1 Parnodic Report
... PR-2: Change in Work Status
- PR-3 Changan Pt Condition

—

PR-4 Changein Tx Plan

—. PR-T Discharge
PR-5. Referral/Cansult .. PR-8 Request by Adjuster
PR-8 Surgery/t4ospitalization __PR8 Other.

/

DISPOSITION: ~.D1 Consult

D5 Referral / Transier of care
_..D8: Non-occupational, refar to PMD

D3, First Ald
Vs | V5D

Next schaduled appointment:

D2 Final Discharge without rasiduals, PR-2 to foliow
D4 Final Discharge with residuals, PR-3 to follow

1

e

Provider Initial A!’V

P ANS SO 1
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D:meron
H.s ccupat ith Servic

525 W. Acacls St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 10/17/2005
Social Security No.: 549-23-5133 Time ln: 07:48 am Tlme Out: 08:32 am
Employer: SJ Mosquito and Vector Caontrol
Date of injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinlc Case Number: 7g225 Claim Number: pending

CLINICAL STATUS
Diagnosis: Dermatitis, Contact Allergac

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:  10/17/2005 TO:  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 bilf are true and correct to the best of my
knowlaedge This statement Is made under penalty of perjury "

Sianed Doctor's Phone: {209) 461-3196 opt. 3
grea, Doctor's Fax: (209) 461-7529
Donald Rossman, {Original signature on file) Case Coordinator Phone: (209) 461-3196 opt 1
DHWASKR 4714100
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\‘R DAMERON HOSPITAL -
CUPATIONAL INURY CLINL.-

WORK STATUS REPORT - WORKSHEET

Employee Name, Aaderson, Tiffany K Date of this Examination 10/17/2005

Employer 8J Mosquito andVector Clinic Case Number 78225

DIAGNOSIS: /

CLINICAL STATUS: __Q1 Improved, as expacted __Q2. Improving siowly __Q3. No significant change __Q4 Worse

PTIOT: _W1 Continue as prescribed __W2 3x/wk - 2 week__W3 3x/wk — 1 week __ W4 Onevisit __WS5* Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES:

—E1 MRI _ E2 CT Scan _E3 NCs —E4 Work Conditioning  __ES, Epidurals ___E6. Ergo Evaluation
REFERRAL / CONSULT:
— R10 Orthopadist — 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 Speﬂahst _ R17 Physiatnst __R21, Dentist — R25: Podlatrist
WORK STATUS: -éutl work dutles . Off balance of shift, modified work . No work until next appt.
— Madified work duties — Off balanca of shift, full work duties __ Current WS until Specialist appt
WORK RESTRICTIONS:
No hft/ carry > No prolonged-: Other Back/Neck
_A09 50# _A15'StandWalk A13 No frequent lift, bend, twist, stoop at waist
_A10 10-15# _A16 Sitting ——A14' Lamit twist / bend at neck
_At11 30# __A17 Desk / sedentary only
__A12 s#
Lower Extremity Miscellaneous
__A18 No crawl / kneel / squat 516 bmited 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 519 No operating company vehicles
__A22 Use cane as directed .S20 No exposure to heat
_S21 No exposure to cold
Upper Extremity 522 No exposure to chemical, vapors, fumes
810 Wear splint/ shng as directed __S23. No welding
—_S11 No frequent / rapetitive use of wnist / hand —.S24 Avoid physical altercations
—_S12 No heavy pushing or puliing __S25 Avaid wearnng latex gloves
__S13 No use of arm above shoulder __S27 Limit keyboarding 45 mn/hr
814 No forceful hand grasp __S28 Limut keyboarding 4 hr/day
__S15 No use of injured body part
PR STATUS.
—_PR-1 Penodic 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 n Pt Condition . PR-8 Surgery/Hospitalization — PR-9, Other
DISPOSITION: D1 Consuit D2 Final Discharge without rasiduals, PR-2 to follow
0§ Refarral / Transfer of care .04, Final Discharge with residuals, PR-3 to follow
—.D6’ Non-occupational, refer to PMD .D3. First Ald

Next scheduled appointment: VMWOWS | Provider Initial’ é S u

/
o=, .
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Dliweron
ospital _Occupational Heal ices
525 W. Acacla St., Stockton, CA 95203

WORK STATUS REPORT

Employee Name: Anderson, Tiffany K Date of Visit: 10/14/2005
Soclal Security No.: 549-23-5133 Timein: 09:50 am TimeOut: 10:30 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS - Fresno 8046
Clinic Case Number:  7g225 Claim Number: panding

CLINICAL STATUS
Dlagnosis: 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 shi
Work Restrictions:

10/14/2005 10!  10/17/2005

Estimated return to full duty:

DISPOSITION

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

“l have not violated Labor Code Section 139 3, and the contents of the report and bill are trus and correct to the best of my
knowledge This statement is made under penally of perjury "

Sioned Doctor's Phone: {209) 461-3196 opt 3
'gnec, Doctor's Fax: (209) 461.7529

Donald Rossman, (Origina! signature on file) Case Coordinator Phone: (209) 461-3196 opt.|

IVEE-WOSK R7T$0112
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. Y ! DAMERON HOSPITAL |ﬁc
CCUPATIONAL INURY CL ?—/
WORK STATUS REPORT - WORKSHEET
ame Anderson, Tiffany K Date of this Examination  10/14/2005
SJ Moaquito axy{Vector Clinic Case Number 78225
DIAGNOSIS: ’/

__Q2 improving slowly _Q3 No significant chenge __Q4* Worse
__WS Non-DHA PT

CLINICAL STATUS: _ Q1 improved, as expected
PTIOT. __W1 Continue as prescribed _W2 “ax/wk - 2 week___W3 3wk — 1 week __W4 One visit

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES"
_E1 MRI __E2 CT Scan _E3 NCS __E4 Work Conditioning __ES, Epidurals __ES. Ergo Evaluation

REFERRAL { CONSULT:
__ R10 Orthopedist __ R14 General Surgecn __R18 ENT ___ R22, Health Club
__R11 Ophthaimologist __ R15 Neurclagist —_ R19 Dermatology __ R23' Urology
__R12 Neurosurgeon __ R18 Psych __R20 Pain Mgmt __ R24" Acupuncture
__ R13 Hand Speclalist . R7 Physigtost ___ R21 Dentist __ R28, Podiatrist

WORK STATUS: £ balancs of shift rk . No work untit next appt.

Foditsiuasiifed ance of shift, full work duties > ; __ Current WS until Specialist appt.

WORK RESTRICTIONS: A= NS o

No Wt/ cary> No prolonged Other Back/Neck

__A09 50# __A15 StandAValk __A13, No frequent lift, bend, twist, stoop at waist

__At0 10-15¢ A16 Sittng ___A14; Limit twist / band at nack

__At11 30#% __A17 Desk/ sedsniary only

A2 5#

Lower Extramity { us

___816° Limited use of injured body part
__S17: May advance work aclivities as tolerated
-__S18: Keep dressing clean and dry
__S19. No operating company vehicles
___S20 No exposute to heat
$21° No exposure to cold

r Extrem 522 No exposure to chemical, vapors, fumes

$10 Wear sphint/ sling as directed .523' No welding

S41 No frequent / repetitive use of wrist / hand 524, Avoid physical altercations
S$12 No heavy pushing or puliing __525° Avold wearing laiex gloves
S13 No use of arm above shoulder __§27. Limit keyboarding* 45 minhr
S14 No forceful hand grasp __828. Limit keyboarding* 4 hr/day

S15 No uss of injured body part

A18 No crawl / knesl / squat
A19 No cimbing ladders
A20 Usae crutches as directed
A21 Elevate as directed

A22 Use cane as directed

o

||

PR STATUS:
___PR-1 Periodic Report ___ PR4; Change in Tx Plan . PR-7 Discharge
__ PR-2 Change In Work Status __PR-5' Refarral/Consuit __PR-8 Requsest by Adjuster
___PR-3 Change In Pt Condition . PR-6: Surgery/Hospitalization __PR-8 Cther

DISPOSITION. -.D1 Consuit __D2, Final Discharge without residuals, PR-2 to foliow
__D5 Refarral / Transfer of care __Da: Flnat Discharge with residuals, PR-3 lo follow

__D8 Non-occupational, refer to PMD D3, First Ald _
Next scheduied appontment m Y Provider Initial; _( & !\}
W -

v MR AL IR
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DAMERON ™“OSPITAL Occupational He, ~ i Services
420 West Acacia Street, Suitc __, Stockton, CA 95203 (209) 461-31¥6 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 appomtment.

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 guidelines, please do not hesitate to ask.

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

)%,, —"" " 10/13/2005

Patient Signature Date

Name Anderson, Tiffany K
Case No 78225
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525 W. Acacla 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 Qut: 09:49 am
Employer: SJ Mosquito and Vector Control
Date of Injury: 10/11/2005 Guarantor: AIMS -~ Fresno 8046
Clinic Case Number: 78225 Clalm 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 wFrom: 10/13/2005TO:  10/14/2005
Work Restrictions:

Estimated return to full duty:

DISPOSITION

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

“I have not violated Labor Code Sectlon 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 penally of perfury *

Signed Doctor's Phong: (209) 461-3196 opt 3
gned, : Doctor's Fax: (209) 461-7529
Donald Rossman, (Orginal signature on file) Case Coordlnator Phone: (209) 461-3196 opt 1
PH-WSR R 0
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DAMERON HOSPITAL
@ ccuPATIONAL INURY cLWVC
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WORK STATUS REPORT - WORKSHEET

Employse Name.Anderson, Tiffany K Date of this Examination  10/13/2005
Employer: sJ Mgsquito and Vector Clinic Case Number 78225
DIAGNOSIS: \/
(AT .

CLINICAL STATUS: __Q1 Improved, as expected __Q2. Improving slowly __Q3 No significant change __Q4. Worse
PT/OT: __W1: Continue as prascribad __ W2: 3x/wk - 2 weak__W3 3x/wk ~ 1 week __W4 Onevisit __WS 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 — R18. Dermatology __R23. Urology

— R12: Neurosurgeon __R16'Psych __R20. Pain Mgmt __R24 Acupuncture

- R13° Hand Specialist —. R17. Physiatrist __R21 Dentist __ R25: Podiatrist

__A18 No crawl/ kneel / squat
—A19 No climbing ladders
_A20 Usa crutches as directed
A21 Elevate as directed
—A22 Use cane as directed

Upper Extremity

__S10 Woear splint/ sling as directed

—511 No frequent/ repetitive use of wnst / hand
__S12 No heavy pushing or pulling

__S13 No use of anm above shoulder

__S14 No forceful hand grasp

__S15 No use of injjured body part

WORK STATUS: ___ Full work duties — balance of shift, modifled work —. No work until next appt
— Modified work duties Off balance of shift, full work duties _ Current WS untit Specialist appt
WORK RESTRICTIONS: WS\RIOS
No Uift / carry > No prolonged Other Back/Neck
__AD9, 50# _A15-StandWalk __A13. No frequent lift, bend, twist, stoop at waist
A0 10-15# __A18.Sitting _A14 Limit twist / bend at neck
—A11 30# _A17, Desk / sedentary only
__A12, 5%
Lower Extremity Miscellaneous

__S18' Limited use of injured body part

__S17 May advance work activities as tolerated
__S18 Keep dressing clean and dry

__819 No operating company vehicles

_.S20' No exposure to heat

.S21 No exposure to cold

522 No exposure to chemical, vapors, fumes
...523 No welding

___S24 Avoid physical altercations
__S25 Avoid wearnng latex gloves
__S27 Limut keyboarding 45 min/hr
__S28 Limut keyboarding 4 hr/day

PR STATUS:
__PR-1 Penodic Repart
— PR-2' Change n Work Status
—. PR-3 Change in Pt Condition

__PR-4 Change in Tx Plan
—PR-5 Referral/Consult
__PR-6 Surgery/Hospitalization

— PR-7, Discharge
.. PR-8 Request by Adjuster
—PR.-9 Other

DISPOSITION. D1 Consult
__D5 Referral / Transfer of care
.D8 Non-occupational, refer to PMD

Next scheduled appointment Ao .

D2 Final Discharge without residuals, PR-2 to follow
D4 Final Discharge with residuals, PR-3 to follow

__D3 First Ald
Provlynmm A & {
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Occupational injury Clinic

-

i
Injury Worksheet )
s ——e— . — e ————— e e P et ————————— ]
Patient Employer Guarantor
Anderson, Tiffany K SJ Mosquito and Vector Contral AIMS - Fresno 8046
1416 ins Dr #7 7758 S Airport Way PO Box 28100
Lodh, CA 95242-
Stockton, CA 85206- Fresno, CA 93729-
. CONTACT
PHONE (209) 333-1037 PHONE / FAX (209) 982-4875x  /(200) 8682-0120 PHONE ( FAX {558) 227-9894 / {559) 227-1579
S——

Sex' F DOB . 08/22/1970 Age 35 SSN# : 549-23.5133 Date/Hour of Injury + 10/11/2005at 09 00 am

Qccupation +  Tech! Case Number + 78225

Department Claim Number : Pending

Injury Location
Patiant History
—re—— — a‘
Check In Instructions Date/Time of Visit . 10/13/2005 at Q7 48 am
“*Page OHS staff @ 929-2541 BEFORE proceeding** Chart Up am / pm
Patient Back : am/ pm
DRUG AND ALCOHOL TESTING Discharged am/pm
‘ None
Resultsin Stofas: Dote _____ = Imuals
OTHER INSTRUCTIONS
* Company may request DOT UDS & BAT
* Lab Quest, Test #35304N, Client #76337
TREATMENT AUTHORIZATION
1 John Stroh
2 Carol Aksiand
3 Ed Lucchesi
Service Procedures
Ord Compl  Service Procedures [ Service Instructions Charge
84483 DOT Panel (co req) 13 50
- At company request
84460 Urine Drug Screen Collection - OIC (co req) 20.00
- At company request
84178 MRO - DOT (co req) 10.00
- At company request
84842 Breath Alcohol Test - OIC (co req) 20 00
- Atcompany request
84461 Urine Drug Scraen Callection - ER 20.00
84543 Breath Alcoho_l Tast - After Hours 20 00
a— e e

Occupational Injury Clinic, 420 W, Acacia Strest , STE # 2 Linacla 1st Floor, Stockton, CA §5204-
Phone: (208) 461.3198 Fax: (209) 461-7529
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cousem‘uo AUTHORIZATION TO RELEAsmFORMATibN

NAME: Anderson, Tiffany K DOS: 1011312005
DOB:  8/22/1970

CONSENT

I hereby autberize the Dameron Hospital occupational Health Depariment to:

btain a comolete medical historv and phvsical exa
Provide medicat treatment for a work-related iniury
Obtain a urine soacimen and/or breath samole for drua andfor alcohol testina
AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION

mination includina anv reaulred medical tests

partment to fumish to an agent, designee or
fepresentative of SJ Mosquito and Vector Control the results of my medical evaluation and/or treatment including

past or present records pertaining to employment history, medical history, test results, urine drug and/or breath alcohol
test results, services rendered or treatment provided to me.

USE

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

RESTRICTIONS

| understand that Sy Mosquito and Vector Control m
purposes and that they may not further use or disclose
from me or unless such use or disdlosure 1s specifically

ay use these medical records only for empioyment-related
the medicat information uniess another authorization is obtained
required or pemmitted by law,

DURATION

This authonzation is effective immediately and shall remain in effect for one year from 10/13/2005
ADDITIONAL COPY

——— R T L

| understand that | have a night to receive a copy of this form and that a copy of this document is as valid as the
ongnal

I would itke a copy of this form QT Yes Mo
SIGNATHRE

Received. 3 Yes 3 No initial

mployee signature [ Non-DOT Drug Screens Only
J i ) List current meds: £} None
Witness Signature Rx:
Date' 101137200 oTC

“rI NNt
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Occupational Injury Clinic | *
Recheck Worksheet -

Patiant Empiloyer Guarantor

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

1416 ins Dr #7 7759 S Aimport Way PO Box 28100

Lodi, CA 95242 Stockion, CA 95206 Fresno, CA 93729

Contact . John Stroh

Phone (209} 333-1037 Phone  (209) 082-4675 x Phone  (559) 227.9891

. ) Fax - (209) 982-0120 Fax * (659) 227-1579
. A MR —t

Sex Female DOB : (8/22/1970 Age: 135 Date/Hour of Injury - 10/11/2005 at 0900 am

Soclal Security # +  549-23-5133 Last Work Date :

Occupation :  Techl Case Number . 78225

Department : Clalm Number . Pending

' .

Date/Time of Visit : 10/25/2005 t 07 25 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 [Zﬂlctat:on Complete

s\ L
PN

_——

420 W. Acacla Street , STE # 2 Linacia 1st Floor, Stockton, CA 95204
Phone (209) 461-3186 Fax: (209) 461-7529
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'. Occupational Injury Clinic T
Recheck Worksheet

Patlent Employer Guarantor
Anderson, Tiffany K SJ Mosquito and Vector Control AIMS - Fresno 8046
14186 Iris Dr #7 7759 S Alrport Way PO Box 28100

Lodi, CA 85242 Stlockton, CA 95206 Fresno, CA 93728

Contact . John Stroh

Pheone® (209) 333-1037 Phone : (208) 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 InjJury  : 10/11/2005 at 09.00 am
Soclal Security # +  549-23-5133 Last Work Date
Occupation : Techl Case Number + 78225
Department . Claim Number : Pending

: Date/Time of Visit : 10/20/2005 at  08.52am
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 [Zéctatlon Complete

420 W. Acacia Street, STE # 2 Linacia 1st Floor, Stackton, CA 95204
Phone. {209) 461-31968 Fax. (209)461-7528
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.Occu pational Injury Clinic 4 SR LI 7
420 W Acacia Street, STE # 2 Linacia 1st Floor e 5
Stockton, CA 95204 A

DAYE 10/17/2005

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

EMPLOYER $J Mosqulto and Vector Control SOC.SEC # © 548-23-5133

CASE # 78225 CLAIM # * VEQ80031
SUBJECTIVE"

The patient's rash is improving. She 1s 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 ig well hydrated. Ears, nose and throat. There is
mild pharyngeal erythema. Neck Supple, no adenopathy. Lungs: Clear without wheeze, xales,
rhonchi Breath sounds equal Heart: Regularxr rhythm without murmur. Heart sounds normal.

Abdomen Soft and nontender without organomegaly ox 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 varal syndrome

PLAN
Followup in three days

DR/bjg

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

I nave 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 undex penalty of
perjury
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..Occupational injury Clinic .
420 W. Acacia Street , STE # 2 Linacla 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 # * 78225 CLAIM # * VEQG60031
SUBJECTIVE"

The patient 1s 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 guite 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 wheéze, 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 1s to continue her Benadryl in the evening and
she will follow up if her symptoms increase, otherwise, she will follow up on Monday

QOctober 17
DR/b3jg

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
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'._ ‘Occupational Injury Clinic .
420 W. Acacla Street , STE # 2 Linacla 1st Floor
Stockton, CA 85204

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 # 78225 CLAIM # * VE080031
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 adencpathy. Lungs are
clear. Heart Regular rhythm without murmur. Heart sounds normal. Abdomen is soft,

nontendexr without organomegaly Skan: 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/big

D 10/13/2005
T 10/2%7/200s

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 1s made under penalty of
perjury
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o Occupational Injury Clinlc 0‘
DOCTOR’ S FIRST REPORTOF - 0 W Acacla Street, STE#2 Linacia 1stFl STATE OF CALIFORNIA
OCCUPATIONAL INJURY OR ILLNESS Stockton, CA 95204-
ays O your inltial sxamination, (or avery occupational injury or hlhoes, san: 0 COplas O 8 repof

0 employer's worker's compensation insurance carrier
of the seif Insured employer Faliuro 1o flle @ timaly doctor’s raport may rasull In asseasmant of a civil panally In case of dlagnosed or suspectod pesticide poisoning send o
copy of this report to Divislan of Labor Siatistics and Resoarch, P O Box 420803 San Francisco, CA 84142-0603 and notlf

Py p y your jocal health officat by mlaﬁne within 24-hours
1 INSURED NAME AND ADDRESS o sNo‘r
AIMS - Fresno 8046 PO Box 2B100, Fresno, CA 93729 COLUMN
2 EMPLOYER NAME Case no
SJ Mosquito and Vector Control
3 Address No and Strgot City 2ip Industry
7759 S Airport Way Stockton 95206
4 Naturo of Business (e g . lood manufaciunng. bullding construction, retaller of woman's clothes) County
5 PATIENT NAME 8 Sex 7 Date of Mo Day Year Age
Anderson, Taffany K ( I Male  [X|Female Bidh  §g/22/1970 _
8 Addrass No and Street City Zip 8 Telephone Number Hazard
1416 Iras Dr #7 . Lodi 95242 { 209) 333-1037
10 Occupation (Spedific Job Wlle) 11 Social Security Number Disease
Tech I 549-23-5133
12 Injured at No and Streel City County Hospluaiization
WORK PLACE STOCKTON SAN JOAQUIN
13 Date and hour of injury Mo Day Yr Hour 14 Dale Last Worked Mo Day Yr¢ Otcupation
o onset of lliness 1071172005 09 00 am
1§ Oate and haur of first Mo ODay Yr Hour 18 Have you {or your office) previously Return GalalCode
examination o treatment  10/13/2005 treated patiant? [ ]Yes [X]No
Patlant please complete this portion, if able to do so Otherwise, doclor please complete Immediately Inability of ta‘lu:e of 8 patlent to complate this portion shell not affect
his/her rights to workers' compensation under the Californla Labor Code .
17 DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED (Give specific object, machinary or chemical Use reverse slde if more space is required )
SEE ATTACHED DICTATION
18_SUBJECTIVE COMPLAINTS (Describe fully Use the reverse side if more ce Is required
SEE ATTRONED DECTATION cribe fully Us spa Wired)

19 OBJECTIVE FINDINGS (Use raverse side «f more space IS required )

seE AT EL PR ron

8 X-ray and laborsatory results (State if none pending}

20 DIAGNOSIS (If occupational iliness, specify eticlogic agent and duralion of expasure ) Chemical or toxic compounds Involved? | ]JYes  [X]}No ICD-®
692 9 Dermatitais, Contact Allergic

21 Ase your findings end diagnosis tent with patient’s Mt of injury or onaaet of lliness? {xjYes [ ]No
11 *no” pl xplain

22 s these any olher currant condiion that will impede or delay patient's recovery?

i }Yes [X1No
I “yes” please @xplain

23 TREATMENT RENDERED {Use reverse side i more space is required )
SEE ATTACHED DICTATION

I further treatment required spacify treatmant

Estimated duration
24 If Hosp d as frent, give haspital name and ¢ i Date Mo Day Yr Estimated stay
admitted
25 WORK STATUS Is palient able to perform usual work? { )Yes [x]No
it no", pahent can return to Mo Day Yr

Regular work

Modified work _10/13/2005 Specify restrictions

o e ————
thave not violated Labor Coda 139 3 and the conlents of the report and bill are trus and carrect to the best of my knowledge This statement is made under penalty of
porjury

Doctor's signature

Date CA License Number _C35074
Doclor name end degree (Please type)__Donald Rogsman, M D IRS Number
Case#t_78225 Telephone Numb:

ANV PERSON WHO MAKES OR CAUSES TO BE MADE ANY KNOWINGLY FALSE OR FRAUDULENT MATERIAL STATEMENT OR MATERIAL REPREBEN TATION FOR PURPOSE
OF OBTAIMNG OR DEN YNNG WORKERS' COMPENSATION BENEFITS OR PAYMENTS IS GUILTY OF A FELONY
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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

SEX: F AGE: 35Y DOB :
DR: HULL, INJURIES,

LOC: OCC Injuxy Clinic
ID: 08599110015

08/22/1970 MR: 626041

COPY TO DR: ROSSMAN,DONALD L MD

ACC M4535 COLLECT 10/17/200S
08:25

g
2

cBC

WBC Count

RBC Count

Hemoglobain
Hematocrat
MCcVv

MCH

MCHC

PLT Count

RDW-CV

Dafferential

Abs Neutrophil Auto
Abs Lymphocyte Auto
Abs Monocyte Auto
Abs Eosinophil Auto
Abs Basophil Auto
Neutrophil Auto
Lymphocyte Auto
Monocyte Auto
Eosinophil Auto
Basophil Auto

NAME ANDERSON, TIFFANY K
LOC OCC Injury Clinic

RECEIPT- 10/27/2005 ORD DR: ROSSMAN,DONALD L MD

11 51
NORMAYL ABN HIoH
6.2 [4.5-11.0] 10"3/uL
4.62 [3.80-5.30) 10*6/uL
13.7 {11.7-16.1) g/dL
40.1 [37.0-47 0] %
87 {73-100} £L
29.7 {26.0-35 0] pg/Bre
34.2 {31.0-36.0] gHb/4AL
231 {150-450] 10"°3/ul
13.4 [11.0-26 0} %
4.2 [2.2-7.6]) 10°3/uls
1.4 {1.0-3.8) 10°3/uL
0.3 {0.1-0.9] 10°3/ulL
0.1 {0.00-0.40} 10°3/uL
0.1 [0.0~0.1) 10°3/vL
68 [55-75] %
23 [20-351 &
[3 f2-8] X
172 [1-4] 5

1.44 B f{o-1] 5

AV
END OF REPORT /

PHYSICIAN / CLIENT REPORT
10/17/2005 12,10 PAGE: 1
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DAMERON HOSPITAL ASSOCIATION

10/ 1?/?05 7:49 a.m.

Occupational Injury Clinic Initial Visit
Patient Name Sex Male Female Birthdate: -
Nomin e de pacientc —7—; 1(¥C’2 VX 1 n N A ./ S Sexo E: Masculino Femgnino | Fecha de nadmtgig‘a' _70
I Status, Home Telephone No.:

Bomein T\ Lem O F ]

Telefono de casa

Marrid

City, State, 7ip, | - Sacial Security N 3
Ci m{l:ul l.\f;nlo /ip LPQ[ h C,‘& q 5& qa Casado Seguro Socin! w q’r;})u‘ S\ '3"{
Fpl Swgle  NyohTite: -7, -
{ r.o:::k‘::)o’{::: C__ M C Soltera Ocupacion /‘CC—L‘) j
I Dute of tnjury Hour AM | Date lnst worked: Have you been scen here before? ﬁYES/Sl
Fecha de aicnlcmc JA -~ / } aY Hora M Dia que trabajo ulumo ,O- L% -{S 5 lla venido aqui antes? :j NO

tHave you received Treatment for this injury clsewhere?

A recibudo tratamuento para esie acewdente en otro lugar? mo

— yEs/Si

Daite
Feche

1€ yes, where?
84, Cuando’

Descrihe how the infury accurre
Como vcurtio el acculente

£ H

('1/,15 2
A dn Gowe (oo,

)

Llecd) 5 _yaml

SUMMARY OF DIAGNOSIS AND. CONDITIONS: 22w 4 sy o i

v T——

B T TR

Z~

Significant Diagnosis Major Surgery Medications Drug Allergles
1 [ =2 V{8 1 TeEne 1 Yaqs” 1 ot
z 2 2 2
3 3 3 3
4 4 4 4
Tetanus: Vision. Rt 2/ Lt 20/ Dominant Hand: @ Lt

PROVIDER NOTES -

O e,
'

Subjccuve:é dictated

Objective q dicrated

Z

Assesment: [;/drclalad

A A
Orders.  X-Ray Lab (;:jcchon
Results:
Treatments, Mecdrcations Dose Quantity
—————
Mcdications Dose Quantity
Medications Dose Quantity
Physician Signature., A\ S}
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' DAMERON HOSPITAL ' .'

Occupational Injury Clinic
Name: Anderson, Thffany K Date: 10/13/2005
SSN: 549-23-5133 Case No.: 78225 Employer: SJ Mosquito and Vector

Control

VITAL SIGNS AND NURSES NOTES

Blood

Date Time Pressure

Pulse | Resp. | Temp. Notes Initials

o 120 & [35¥l0 FEVME o Ppar e BooY
/lslbs 0,54/ /Q'&- o & q7~9 NG DlC—(M Besht Clo %IQL‘B-— PW

O WUECTIoD Pee De Rosswad 40
{‘?’!"5 0135 VAL U0 M. LT SR (515 Ag?o’? ~hamelt

lDM Ipog” WM/YYM@ (930
lcﬂdr/or'f"lS 157/1( 73 |1 77‘3 zz \/{s PER DCR. eo%ém.qé—(()\/

/
P15 - Rov/ {040 ~alrmosd arrd - Tths] e

w ~

f“loc?oafs W84 G416 ¢ % \&.6 Qe Or@cfa% ~
0, vapgJing o Slp i

/ -{PAoo Hglbb'“ﬂ o 7?9’?; 2:::’: ef@w < %°ﬁ:2

10 C)lD@ Wor L3 f

e (eI
s p1sv| Shq 1o |16 9y S forli %%MM‘%%
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%nemn
ospital _ Occupational Health Services

525 W. Acacia St., Stockton, CA 95203

WORK STATUS REPORT
Employee Name: Anderson, Tiffany K Date of Visit: 06/21/2004
Social Security No.: 549-23-5133 TimelIn: 09:20 am Time Out: 10:09 am
Employer: SJ Mosquaito and Vector Control
Date of Injury: 06/07/2004 Guarantor: Gregory B Bragyg and
Clinlc Case Number: 56808 Claim Number: Pending

CLINICAL STATUS

Diagnosis: Dermataitis, Contact Irritant
Since the last wisit, 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: 06/21/2004 TO:  06/21/2004
Work Restrictions:
Estimated return to full duty:
DISPOSITION
Disposition: Final Discharge, P&S, no residuals PR2 to follow
Next Scheduled Appointment: Note Missed appointments without 24 hours advance

notice will be charged a $25 fee

! have not violated Laebor Code Section 139 3, and the contents of the report and bill are true and comect o the best of my
knowletdge This statement is made under penalty of pegury *

Sioned Doctor's Phone: (209)461-3196 opt. 3
gnea, Doctor's Fax: (209) 4617529
Corky Hull, MD (Originalsignature on file) Case Coordinator Phone: (209) 461-3196 opt 1

DITWSE Ko

000078

Rl



DAMERON HOSPITA .
OCCUPATIONAL INURY CLINIC

WORK STATUS REPORT - WORKSHEET

Employee Name Anderson, Tiffany X

o
] 1

Date of this Examination 06/21/2004
Empioyer SJ Mosquito and Vector Clinic Case Number 56808
DIAGNOSIS- —
/
CLINICAL STATUS /‘a“(mproved. asexpected __Q2 improving slowly Q3 No sigruficant change __Q4 Worse
FTIOY. _ W1 Continue as prescribed W2 3wk - 2 week__W3 3x/wk — 1 woek W4 Onevisit __WS5 Non-DHA PT
RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES
—-E1 MRl _E2 CTScan _E3 NCs ~-E4 Work Conditioning —E5 Epdurals __E£6 Ergo Evaluation
REFERRAL / CONSULT.

— R10 Orthopedist

— R11 Ophthaimologist
«~ R12 Neurosurgeon
- R13 Hand Spec:a}sk

— R14 Generat Surgeon
— R15 Neurglogist

— R16 Psych

- R17 Physiatrist

.. R1B ENT

— R19 Dermatology
— R20 Pain Mgmt
.. R21 Dentist

- R22 Health Club
— R23 Urology
— R24 Acupuncture

R2S5 Podiatnst

WORK STATUS Ull work duties — Off balance of shift, mogified work — No work unti next appt

— Modified work duties — Off balance of shitt, full work dutias — Current WS untl Specialist appt
WORK RESTRICTIONS.
No uft / éargy > No prolonged Other BackiNeck
—A09 508 —A15 StandWaik ~-A13. No frequent iR, bend, twist, stoop at waist
-A10 10-15# —A16 Sitting A4 Limit twist / bend at neck ‘
_A11 30# —A17 Desk / sedentary only l
__A12 5¢ |
Lower Extrequty :

—A18 No crawl / kneel / squat
——A18 No chmbing tadders
—A20 Use crutches as directed
—_A2% Elevale as diracted
—-A22 Use cane as directed

Upper Extremt
510 Wear spiint/ skng as directed

_.S11 No frequent/ repetitive use of wrist / hand

M_:sceﬂagggug

111

S$18
519
520
S21
S22
523

bl

!

S18 Limuted use of njured body part
§17 May advance work actvities as tolarated

Keep drassing clean and dry
No operating company vehicles
No exposure lo heat

No exposure to coid

No exposure 1o chemical, vapors, fumes
No welding

524 Avod physical altercations
~-812 No heavy pushing or pulbing 525 Avoid weanng latex gloves
—-S13 No use of arm above shoulder 527 Limt keyhoarding 46 min/hr
—S14 No forcefisl hand grasp __sas

515 No use of injured body part

Limit keyboarding 4 hrtday

PR STATUS
— PR-1 Perodic Report
— PR-2 Change in Work Status
- PR-3 Change n Pt Candition

— PR-6 Surgery/Hospitaiization,

PR-4 Change i Tx Plan
PR-5 Referral/Consult

_{R-; Discharge

— PR-8 Request by Adjuster
—. PR9 Other

——— e a——

. e

DISPOSITION D1 Consuit

DS Referral / Transfer of cars
—D6 Non-occupationat, refer 10 PMD

Next scheduled appointment

/D2 Final Discharge withowt residuals, PR-2 to follow
—-D4 Final Discharge with residusis, PR-3 to foliow
D3 First Aid

Provider initial _éé__
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Dﬂ-neran
ospital_ Occupational Health Services

525 W, Acacla St, Stocktan, CA 95203

WORK STATUS REPORT

Employee Name:
Soclal Security No.:
Employer:

Date of Injury:

Anderson, Tiffany K
5498-23-5133

Date of Visit:
Time In:

06/09/2004

07:55 am ViMeOut: gg.45 an

SJ Mosquito and Vector Control

Since the last visit, this patient’s condition has

06/07/2004 Guarantor: Gregory B Bragg and
Clinic Case Number: 55303 Claim Number: Pending
CLINICAL STATUS
Diagnosis: Dermatatis, Contact Irritant

EVALUATION AND TREATMENT PLAN

Physlcal / Occupational Therapy:

Recommended Evaluation / Diagnostic Studles:

06/18/2004

. WORK STATUS ‘
Work Status: Full work duties From: 06/09/2004 T0O: 06/18/2004
Work Restrictions: =
Estimated return to full duty:
DISPOSITION
Disposition:
Next Scheduled Appointment: 07:40 am Note Missed appointments without 24 hours advance_

notice will be charged a $25 fee.

knowledge This statement is made under penalty of perjury
Signed,
Corky Hull, MD (Orginal signature on file)

“I have not violated Lebor Code Section 139 3, and the contants of the report and bill are true and correct (o the bestofmy -,

Doctor's Phone: (209) 461-3196 opt 3
Doctor's Fax: (209) 461-7529
Case Coordinator Phone: (209) 461-3196 opt 1
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‘ DAMERON HOSPITA!-
- OCCUPATIONAL INURY CwNIC

WORK STATUS REPORT - WORKSHEET

Employes Name.Anderson, Tiffany K Date of this Examination: 06/09/2004

Empioyer SJ Mosquito and Vector Clinic Case Number- 56808

owanosss:  __gpo Lo el ppittecl e =7

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

PT/OT: _W1 Continue as prescnbed _W2 3x/wk - 2 week__ W3 3x/wk — 1 week —W4'One vislit __ W5 Non-DHA PT

RECOMMENDED EVALUATION / DIAGNOSTIC STUDIES,

—E1" MRI _E2 CTScan __E3 NCS —E4' Work Conditioning  _E5. Epidurals __E6, Ergo Evaluation
REFERRAL / CONSULT:
— R10 Orthopedist — R14 Ceneral Surgeon . R18:ENT — R22, Health Club
— R11° Ophthalmoalogist __ R15 Neaurologist — R19, Dermatology —. R23' Uralogy
— R12' Neurosurgeon __R16 Psych — R20. Pain Mgmt — R24" Acupuncture
. R13 Hand Speclahst — R17. Physiatrist . A21: Dentist — R25, Podiatrist
WORK STATUS: ﬂ_ Full work duties — Off balance of shift, modified work — No work until next appt.
— Modified work duties — Off balance of shiRt, full work duties — Current WS untit Speclalist appt
WORK RESTRICTIONS:
No ift { carry > No prolonged. Other Back/Neck
_A09 SO# —-A15 Stand/Walk —A13, No frequent lift, bend, twist, stoop at walst
~A10 10-15# —.A16.Sitting —A14 Limit twist / bend at neck
__A11 30# —A17 Desk/ sedentary only
—A12 S#
Lower Extremty Miscellancous
—A18 No crawl/ knesi / squat —S16- Limited use of injured body part
--A18 No chmbing ladders —S17: May advance work actvities as tolerated
- A20 Use cruiches as direcied —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
521 No expasure lo cold
Upper Extremjty S22 No exposure o chemical, vapors, fumes
—S10 Wear sphnt/ siing as directed —S23 No welding
~-S11 No frequent / repetiive use of wrist / hand —S24 Avoid physical aitercations
—S12 No heavy pushing or pulling ——S25 Avold wearing latex gloves
—S13 No use of arm above shoulder —S27° Limlt keyboarding. 45 min/hr
814 No forceful hand grasp —S28 Limut keyboarding 4 hr/day
~—S15 No use of injured body part
PR STATUS:
— PR-1 Pernodic Report — PR-4' Change in Tx Plan — PR-7, Digscharge
. PR-2 Change in Work Slatus — PR-5 Referral/Consuit — PR-8' Request by Adjuster
- PR-3 Change n Pt Condition — PR-6, Surgery/Hospitalization — PR-9' Other
DISPOSITION- -_D1 Consuit .—D2. Final Discharge without residuals, PR-2 to follow

D5 Relorral/ Transfer of care —D4* Flnal Digcharge with residuals, PR-3 to follg
D6 Non-occupational, refer to PMD W/
Next scheduied appointment: ) 2 Provider Injtial

VA
2 ‘,/f_ﬂﬂ% DN Wk sbost Bl ¢4
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Occupational Injury Clinle .

Injury Worksheet
— T —— S —
Pationt Employer Guarantor
Anderson, Tilfany K SJ Mosquito and Vector Control Gregory B Bragg and Assoclates-Roseville
1830 S Hutchins Apt304 7759 S Airport Way PO Box 619058
Lodi, CA 95240-
Stockton, CA 95206- Roseville, CA 95661-9058
CONTACT .
PHONE (209) 333-9249 PHONE /FAX (209) 982-4875x  /(200) 982-0120  PHONE/FAX (800) 422-7244 / (918) 783-0335
- e e e ety o ar e e———————— —————— —
Sex. F DOB : 08/22/1970 Age : 33 SSN# : 549-23.5133 Date/Hour of injury : 08/07/2004 at 12 00 pm
Qccupation : Tech Case Number 1 56808
Department H Claim Number 1 Pending
Injury Location :
Patlent History
Check In Instructions Date/Timeof Visit : 06/09/2004 at 07.55 am
Drug/Alcoho! Testing: Chart Up am / pm
--DOT BAT at company request Panrent Back —_— am/ pm
--DOT UDS at company request Discharged —_ am/pm
----Quest, Test #35304N, Client #76337
--Page OHS @ 929-2541 befora discharge! Results In Stolas: Date ________ Iunals
Work Status
--Modified duty available
~-New injurnies must have written or verbal auth
from ane of the following contacts
----1 John Stroh
----2 Carol Akstand
----3 Eddie Lucches
‘Service Procedures
Ord Compl  Service Procedures / Service Instructions Charge
84483 COT Pansl {co req) 1350
-  Atcompany request
84460 Urnine Drug Screen Collaction - OIC (co req) 2000
= At company requast
84178 MRO - DOT (co req) 1000
- Atcompany raquest
84542 Breath Alcohol Test - OIC (co req) 2000
~ At company request
84461 Urine Drug Screen Collaction - ER 20 00
84543 Breath Alcohol Test - After Hours , 2000

M——.“_*_——M
WM
Occupational Injury Clinic, 420 W. Acacia Street , STE # 2 Linacla 1st Floor, Stockton, CA 95204.

Phone. (209) 461-319868 Fax: (209) 461-7529
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Occupational Injury Clinic .

Injury Worksheet
_ :
Patient Employer Guarantor
Anderson, Tilfany K SJ Mosquito and Vector Contral Gregory B Bragg and Assoclates-Roseville
1830 S Hutchins Apt304 7759 S Airport Way PO Box 619058
Lodi, CA 95240-
Stockton, CA 95206- ] Roseville, CA 95661-9058
CONTACT
PHONE (209) 333-9249 PHONE /FAX (209) 882-4675x  /(209) 882-0120  PHONE/FAX (B00) 422-7244 / (916) 783 0335
— — ——
Sex, F DOB : 08/22/1970 Age : 33 SSN# : 549.23-5133 DateHour of injury : 06/07/2004 at 12,00 pm
Occupation 3 Tech Case Number : 56808
Department s Claim Number t Pending
Injury Location :
Patient History :

Check Out Instructions

Reporting Instructions:
--Autofax work status to employer

--Verbal results to
----1 John Stroh
--=-2 Carol Aksland
----3 Eddie Lucchast

Special Instructions.
--None

———————
Occupational Injury Clinic, 420 W, Acacla Street, STE # 2 Linacla 1st Floor, Stockton, CA 85204-
Phone: (209) 461-3198 Fax: (209) 461-7529
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CONSENT AND AUTHORIZATION TO RELF 5E INFORMATION

NAME: Anderson, Tiffany K DOS:  06/09/2004
DOB: 8/22/1970

CONSENT

I hergby authorize the Dameron Hospital occupational Health Department to:

Obtain a complete medical historv and phvsical examination includina anv reauired medical tests
=2 Provide medical treatment for a work-related iniurv

Obtain a urine specimen and/or breath samole for drua and/or aicohol testing
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 and/or treatment including

past or present records pertanng to employment history, medical history, test results, urine drug and/or breath aicohol
test results, services rendered or treatment provided to me. :

- USE

lunderstand that this medical information will be used for the purpose of determining my abilty to perform the essential
functions of my job with S§J Mosquito and Vector Control,

RESTRICTIONS

| understand that SJ Mosquito and Vector Control may use these medical records only for employment-related
purposes and that they may not further use or disclose the medical information unless another authonzation 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 6/9/2004
ADDITIONAL COPY

I understand that | have a right to receive a copy of this form and that a copy of this document is as valid as the
ornginal,

I would fike a copy of this form [3Yes L3 No Received: [ Yes I No Initial

SIGNATURE

7\ -y Emptoy@;ﬁf'm Non-DOT Drug Screens Only

; NNA (AN List current meds I None
Rx:

Witness Signature

Date: 6/9/2004 OTC:
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+  Occupational Injury Clinic;
420 W. Acacla Street , STE # 2 Linacia 1st Fidor
Stockton, CA 95204
DATE 08/21/2004
PATIENT Anderson, Tiffany K DATE OF INJURY ! 00/07/2004
EMPLOYER SJ Mosquito and Vactor Control SQC, SEC# . 549-23-5133
CASE # 56808 CLAIM # : V04023776
SUBJECTIVE:

Follow up contact dermatitis.

OBJECTIVE:

Alert, no acute distress. No rash seen.
ASSESSMENT,

Contact dermatitis.

PLAN.

1 Dascharge from care without residual
-DR/hE

D 06/21/04
T 06/22/04

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

£ . LRy \ N M .
SRR ¥ At Vit s W NTER s O e Nl BT 00w e Y e et
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' Occupationat injury Clinic _
420 W Acacia Street, STE # 2 Linacia 1st Fioor
Stockton, CA 95204

DATE 06/09/2004

PATIENT Anderson, Tiffany K DATE OF INJURY  06/07/2004

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

CASE # 56808 CLAIM # Pending
SUBJECTIVE

She works for SJ Mosguito and Vector Control. She was out an brush and developed a rash,
possible contact dermatitis from the brush She experienced a light atchang in the last
couple of days of her upper legs and buttocks and neck

OBJECTIVE

She 1s 1n no acute distress. Past medical history i1s unremarkable Currently taking no
medicacions No drug allergies Currently she is not pregnant Last menstrual period was
6/4/04 Vital signs are within normal limits There 15 a faint macular papular type rash,
kind of pank There :s no streaking of the posterior agpect of the lower legs and there are
some patches around her neck

ASSESSMENT
Contact dermatiktais

PLAN

1 cream 0 1% apply b 1 d 30 grams

2 We will give her Prednisone dose pack she is to take for & days and taper the dose
Start with 60 mg and reduce the dose within 6 days to 10 mg and discontinue #21 10 mg
Prednisone tablecs dispensed

3 Return to clinic prn

DR/ds
D 6/9/04
r 6/10/04

I have not violated Labor Code Section 139 3 and the contents of the report and bill are

tiue and correct to the best of my knowledge This statement 18 made under penalty of
perjury

000086



T Occupational Injury Clinic -
DOCTOR' S FIRST REPORT OF _ 420 W Acacla Street, STE # 2 Linacla 1stF '

STATE OF CALIFORNIA
OCCUPATIONAL INJURY OR ILLNESS Stockton, CA 85204-
thin 5 days of your Inltlal examinatlon, Tor ovory occupationa hjury or ilinass send two copies of this reporf (o (N¢ empiayers worxers cmponalﬂ.on_lnuuunco carrior
or tha self-insured omployer Failure to Kia a timely docior & rapart may rosult in ossessmant of B civil penaity in case of diagnosnd or suspected posticide polsoning son 1
copy of this sepoft to Division of Labor Siatistics and Research P O Box 420003, San Francisco CA D4142.0803 and ncm& your local health officer by tataphane witiin 24-hou . _
1 INSURED NAME AND ADDRESS PL!UI?!EYD’:?SNW
Gregory B Bragg and Assoclates~Roseville 8115 PO Box 619058, Roseville, CA 95661-9058 COLUMN
2 EMPLOYEE NAME Caso no
SJ Mosquito and Vector Control
3 Address No and Streot City Zp Industry
7759 S Alrport Way Stockton 95206
4 Nature of Business (0 g food manufaclunng bulddng consiruchon fetoilor Of Womon § clothas) County
5 PATIENT NAME 8 Sox ™7 Dale of Mo Day Year age
Anderson, Tiffany K [ 1 Male [ <]Female | 8n 08/22/1970
8 Address No and Strget City Zip 8 Tolephane Number Hazard
1830 S Hutchins Apt304 Lody 95240 { 209) 333-9249
10 Occupation (Speciiic Jab Utie) 11 Social Secunty Number Disaaso y
Tech 549~23-5133
12 Injured at No and Stroet Cuty County Hospitalization  *
WORK  PLACE STOCKTON SAN JOAQUIN
13 Date and hour of injury Ma Day Yr Hour 14 Date Last Worked Mo Day Yr Qecupation
or onsel of iliness 06/07/2004 12 00 pm
1S Dale and hour of first Mo Oay Yr Hour 16 Have you (or your office) previously Ratura Dato/Conr |
examinalion or treatment | 06/09/2004 Ireated patem? | ) Yes [X] No {
Patient please complete this portion, if able to do 56 Oherwsc doctor pl completa iy diately Inability or fadure of a patient to complete this porion shall not affert
hismer rights 10 workers' compensation under the Cahfarnia Labor Code

17 DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED {Give s

pecihic abject machinory or chermical Use reverse sice if more space Is required )
SEE ATTACHED DICTATION

18 SUBJECTIVE COMPLAINTS {Describe full

y Use the reverse side if more space is required §
SEE ATTACHED DICTATION

19 OBJECTIVE FINDINGS (Use ceverse side if more space 1s sequired )

A Przsacal axaminanon
SEE ATTACHED DICTATION

__ B X ray and (aboralory resutls (Sidle i none pending)

20 DIAGNOSIS (i occupational ilingss specify etiologic agent and duration of exposure } Chemical or toxic compounds involved? f |Yes {r]No ICD-8
692 0 Dermatitis, Contact Irritant

21 Are your indings and diagnosis consistent with patient s account of toqury or onsel of iness? 1X) Yes [ INo -

_ ¥_no_picase explain -
22 1s there any other current condition that wilf impede or delay patient 5 recovery? I )Yes [X]No

I_ves plesse explan

23 TREATMENT RENDERED (Usq rovorss sida il more space s required )
SFI ATTACHFD DICTATION

W lynher treatinent reguired specily rcatmant

Estimated duration
1 M Hospitahzea as inpatient give hospiial name and location Date Mo Day ve Estimated stay
— admitiod
'3 WORK STATUS Is pationt able to perform usual work? 1 X]Yes f INo
# no paty nt con toturn to Mo Day vr
Requiar work _Q6/06/ 2004
Maodified work Specify rasinctions e
Ih 1’vc not violated Labor Code 139 3 and the contents of the report and blll are true and correct to the best of my knowledge This statemant Is made under penaity of
petjury
Dot s signoturg Date 0§/09/2004 CA License Numbar _C35074
Do tor nama and dogree (Piease typo) Dopald Rogsman, M D IRS Numb
Cuef_56308 Telephona Number

ANY PERSON WHO MAKES ORCAUSES TO BE MAGE ANY KNOWINGLY FALSE OR FRAUDULENT MATERIAL STATEMENT OR MATERIAL REPRESEN TATION FOR PURPOSE

OF OBTAINING OR DENYING WORKERS' COMPENSATION BENEFITS OR PAYMENTS IS GUILTY OF AFELONY
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DAMERON HOSPITAL ASSOCIATION o AN

Occupational Injury Clinic " Initial :Visit" 6/9/2004 7:55um.
Patient Name: Sex: Male Female Birthdate:
Nombre do pacienie Z l% ny ( Zﬂ m,‘ < DA Sexo D Mascullne m Femenlno Fedha de nacimienio ? &70
Street Address. tatus. Home Telephone No.'
Do sho / NS /{u’flﬁj\/ " 7""50(./ Essu’Mam od Telefanode casa I NG - 73 ™ Ao ¢i 2 (.{4‘
City, State, Zip: ] " Social Sccurity Number:
Cudad, Evtado, Zip Z D d N C/q C}\ g P ({O Casado Seguro Social G’, .
Employer: Swngle  [“yoh Title:
anh-mloé S Co !l!i A_NES. ?[ ) ﬁ: 4 (des.ha @’ Soltero | Geupacion 7M
Dute of Injury . &) Hour 1 AM | Date last worked: tlave you been secn here before? [ YBES/SI
techa de acoidenteé (4] c,/ ] mf’ M Dua que trabaso ultimo Ha venido aqul antes? NO
Have you received treatment for (his injury elsewhere? U1 YES/S/ I yes, where? Daie
A recibudo tratamienio para este accidente en otro lugar? _BZINO St Cuandn’ Feche
Describe how the injury occurred: A_ b

\r\[ oo Lia S{/\

Como acurno el acdente

{ \Q\V}Az\
A — o e 7

; S
SUMMARY, OF DIAGNOSIS‘AND ‘CONDITIONS Ea

Significant Diagnosis Major Surgery Medications Drug Allergles
' Yash ifhoas | <> : £ L N A
2 2 2 2
3 3 3 3
4 4 4 4
Tetanus: 7 Vision: Rt 20/ Lt 20/ Domunant Hand: @ Lt

, [P ANANT N PROer«E: l‘:’f‘::‘ «: T;T;,";’:ﬁo%’frsi l.‘ u ?—' - Wﬂ( k2 ‘\ su,l‘,‘."f

Subjective: ]  dictated

xw*m 9

ézw/ﬂ’*:

Objective: [} dicrated

[/4

Assesment:[] dicrated

Orders:  X-Ray Lab
Results*

,«4 74
Treatments: Medications / / !

Injection

Gl e =

Medications

Quantity

‘!
Mcdications Mﬂy Dosc..:&’é_ Quantity

Quantty

Physician Signature
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| | I

~- DAMERON HOSPITAL
Occupational Injury Clinic
Name: Anderson, Tittany K Date: 6/ 9/2004
SSN: 549-23-5133 Case No.: 56808 Employer: SJ Mosquito und Vector
Control
VITAL SIGNS AND NURSES NOTES
B ‘ '
popood | Puse | Resp. | Temp. Notes Initials

\P¥ ]
Ve /74 7 | v |4 whoiniy, @1, pt srepged ah$wd:f§>\>
/008 — (R lveviach . Bether~ VIR
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COMPEX LEGAL SERVICES

AFFIDAVIT - (Pursuant to Cal Evidence Code 1561)

C50913-K

I hereby declare under penalty of perjury that the following statements are true to the best of my knowledge and
belief 1 am over the age of 18 and the duly authonzed custodian of records for

DAMERON OCCUPATIONAL HEALTH SERVICES

525 WEST ACACIA, STOCKTON, CA 95203
and have the authonty to certify that the records made available to COMPEX LEGAL SERVICES for reproducing
are all of the records under my custody and control, described and called for 1 the SUBPOENA/Authorization
served with this declaration 1n the matter relating to smd individual or thing pertatming to

RECORDS OF: ANDERSON, TIFFANY
AKA;
DATE OF BIRTH: 08/22/70

SOCIALU SECURITY#: 549-23-5133

HOW ORIGINAL RECORDS WERE PREPARED
HANDWRITTEN NOTES TYPED/DATA ENTERED

E( TRANSCRIBED lz/ OTHEI?J' { /T}c d
TYPE OF RECORDS PRODUCED
MEDICAL [] siuma [ ] rums [] msurance

D EMPLOYMENT D PAYROLL D SCHOLASTIC

[] oruer

Said records were prepared by personnel of the business 1n the ordinary course of business at or near the ime of the
act, condition, or event | have delivered all of the records/items requested with the following exception(s)

taticio oo Himn

CUSTODIAN NAME (PLEASE PRINT) DEPARTMENT
Q oloyw |+ 4-]1
SIGNATURE OF CUSTODIAN DATE

| AM THE ATTORNEY'S REPRESENTATIVE AND I STATE THAT | MADE TRUE COPIES OF ALL THE
ORIGINAL RECORDS DELIVERED TO ME BY THE CUSTODIAN OF RECORDS OF THE ABOVE
LOCATION

1 DECLARE UNDER PENALTY OF PERJURY & UNDER THE LAWS OF THE STATE OF CALIFORNIA
THAT THE FOREGOING IS TRUE AND CORRECT.

LY 4'—- Jaﬁg Yo%

DATE SIGNATURE PRINT NAME

PURSUANT TO BUSINESS & PROFLSSIONS CODE SECTION 22462, | WILL MAINTAIN THE INTLGRITY & CONFIDENTIALITY OF ANY AND ALL
INFORMATION OBTAINED, AND DISTRIBUTE THE RECORDS COPIED BY COMPEX LEGAL SERVICLS TO THE AUTHORIZED PERSON OR ENTITIES
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