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COMPENSAT\ON APPEALS BOARD
STATE OF CALIFORNIA
Case No.
DECLARATION OF READINESS
TO PROCEED

WORKERS'

STK 0124216, gTK 0124214

Applicant
Thomas Beard

Vs

San Joaguin Mosquito and Vecto
Keenan Associates
Defendants

NOTICE: "Any objection to the proceedings requested by 2 Declaration of

Readiness to proceed shall be filed and served within ten (10) days after
service of the Declaration.

(Rule 10416)

[ x]| Employee or applicant
The |[ ]{ Defendant
[ ]{ Lien Claimant

requests that this case be set for hearing at

31 E. Channel st.

stockton, CA. 95202
(Place)

and declarant states under penalty of perjury that he or she is presently ready to proceed to hearing on the

issues below and has made the following efforts to resolve these issues. Parties have been nnable
There has not been any acceptable response by the

t+o resolve jssues
defendant to app'\inanf

Declarant requests: :
[ x] Regular Hearing [ ] Conference Pre-trial [ ] Rating Pre-trial

(SEE REVERSE SIDE FOR INSTRUCTIONS)

At the present time the principal issues are €D
] Compensation Rate [ ] Rehabilitation gECEN =
[x] Temporary Disability [x] Self-procured Treatment pRA 7 1997
[x] Permanent Disability [x] Future Medical Treatment DIVISION €
] Other WORKERS COMPENSAL Y,

] is not presently receiving compensation payments.

following injury is permanent and stationary as
Dated

Employee [x]is (or) [
Employee’s condition
Doctor(s) Kornblatt
filed and served on_herein :

I expect to present _1____ witnesses, including _ 0
for the hearing willbe ________ hours. :

I have completed discovery and all medical reports in my possession or control have been filed and served as
required by WCAB Rules of Practices and Procedure.

Adverse parties [ ] have (or) [ ] have not served me with medical reports.

Copies of this Declaration have been served this date as shown below.

/5 ; :
/,/’g‘raul}éb & Bx’jawn, David G.W. Belden

shown by the ] re ort(s) of
12/31/9}(,5 S

]

medical witnesses, and estimate the time required

Name (Print or Type) Farrell

Declarant’s signature

Address__2315 Capitol Avenﬁe, Sacramento, CA 95816 Phone _916-442-5835

Date_04/14/97

SERVICE

Type or print names and addresses of parties, including attorneys and repr i i
‘ : ) | esentatives serve
this Declaration: % ? . ey

Keenan & Associates, 392 D Conners Court, Chico,; CA 95929

DIA WCAB 9 (REV 7/80) (SEE REVERSE SIDE FOR INSTRUCTIONS)



3 STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS

WORKERS’ COMPENSATION APPEALS BOARD F%;E.:gsﬁsgﬂgzg

X7/ f {
APPLICATION FOR ADJUDICATION OF CLAIM CASE No. ST |24 24

(PRINT OR TYPE NAMES AND ADDRESSES) D

I ,
M E. Thomas Beard s /. 1994 2937 Toyan Drive

vafﬁlﬁN QF' P (INJURED EMPLOYEE'S ADDRESS AND ZIP CODE)
"’()ﬁ,{;m ,-:m.« :

Social Security No.:____358=7 6-615%,~.0 COMPENSATION Stockton, CA 95203

T (jfif’f(;‘*}_, €

(APPLICANT,IF OTHER THAN INJURED EMPLOYEE) . (APPLICANT,S AIWRaE.SS AND ZIP CODE)

: vs. | 7759 S Alrgort X
San Joaquin Mosquito and Vector Control Stockton,, CA 95206
(EMPLOYER---STATE IF SELF-INSURED)

(EMPLOYERP‘ADDRES%AND ZIP CODE)
392 D Conners Cour

Keenan & Associates Chico,, CA 95929
(EMPLOYER’S INSURANCE CARRIER OR, IF SELF-INSURED,ADJUSTING AGENCY) (INSURANCE CARRIER OR ADJUSTING AGENCY'S ADDRESS)

IT IS CLAIMED THAT:
1. The injured employee, born 02 [24/49 , while employed as a control tech

(DATE OF BIRTH) (OCCUPATION AT TIME OF INJURY)
on . |CT 1/18/96 at Stockton, CA
(DATE OF INJURY) (ADDRESS) (CITY) (STATE) (ZIP CODE)
By the employer sustained injury arising out of and in the course of employment to

left knee
(STATE WHAT PARTS OF BODY WERE INJURED)

2. The injury occurred as follows: Cummulative trauma
(EXPLAIN WHAT EMPLOYEE WAS DOING AT TIME OF INJURY AND HOW INJURY WAS RECEIVED)

3. Actual earnings at time of injury were: $16.69 per hour, maximum for TD
(GIVE WEEKLY OR MONTHLY SALARY OF HOURLY RATE AND NUMBER OF HOURS WORKED PER WEEK)

(SEPARATELY STATE VALUE PER WEEK OR MONTH OF TIPS, MEALS, LODGING OR OTHER ADVANTAGES REGULARLY RECEIVED)

4. The injury caused disability as follows: TD/PD

(SPECIFY LAST DAY OFF WORK DUE TO THIS INJURY AND BEGINNING AND ENDING DATES OF ALL PERIODS OFF DUE TO THIS INJURY)

5. Compensation was paid L ¢Unknown
(YES) (NO) (TOTAL PAID) (WEEKLY RATE) (DATE OF LAST PAYMENT)

6. Unemplcl)\lyment insurance or unemployment compensation disability benefits have been received since the date of injury

(YES) (NO)

7. Medical treatment was received Y ongoing All treatment was furnished by
(YES) (NO) (DATE OF LAST TREATMENT)

the Employer or Insurance Company Y Other treatment was provided or paid for by

V) (NO)
Did Medi-Cal pay for any health care

(NAME OF PERSON OR AGENCY PROVIDING OR PAYING FOR MEDICAL CARE)

related to this claim e I‘(INO) doctors not provided or paid for by employer or insurance company who treated or examined

for this injury are

(STATE NAMES AND ADDRESSES OF SUCH DOCTORS AND NAMES OF HOSPITALS TO WHICH SUCH DOCTORS ADMITTED INJURED)
8. Other cases have been filed for industrial injuries by this employee as follows:
left knee, 1989, 6/22/95

(SPECIFY CASE NUMBER AND CITY WHERE FILED)

9. This application is filed because of a disagreement regarding liability for: Temporary disability indemnity — X

Permanent disability indemnity e Reimbursement for medical expense Medical treatment X

Compensation at proper rate X Rehabilitation X Other (Specify) ALL benefits

AND APPLICANT REQUESTS A HEARING AND AWARD OF

THE SAME,AND FOR ALL OTHER APPROPRIATE BENEFITS PROVIDED BY LAW.

/ /

Dated at Sacramento , California, 05/29/96 | /fléé;;/ <2?7
™ (DATE), J ; // / /
David G.W. Belden /9<f\'/K ,/ /42/ 22N\

. PPLICANT’S ATTORNEY) s " (APPLIEANT'S SIGNATURE) \
2315 Capitol Avenue Davi ica
Sacramegto, cA 95816 av1({G.W. Bélden for Applicant

(ADDRESS ANDQ, TELEPHONE NUMBER OF ATTO
Farrell, Fraulob & Brown 916-442-5835
DIA WCAB FORM 1 (REV 7/81) 84 32595



crzte of ¢alifornia : !
B},pariment of Industrizl Reletions ;‘
nglas]ON OF WORKERS' COMPENSATICN
. EMPLOYEE’S CLAIM FOR
WORKERS' CONPENSATION BENEFITS
xf S?bu zre injured or secome ill beczuse of your job, you zre
entitled 10 workers' compensztion benefits.

complete ihe =mployee” sectien end give the form 10 you
employer. Xeep the copy mzrked Empicyee's Temporary Feceiptl’
until you receive the ceted copy from_)'o'.'r employer. You w2y
contzct ine Stete's Oifice of Benefit Assistence end Enforcement
=t 1-800-738-7401 if you need help in filling out this form of in
ining your perefits. An explznztion of workers' compEnsa-

ebiz
sion nenefitsis incluced on the reverse of shis form.

i Esizdo oe California
__ . Deparizmento ce Relaciones Industrizles
CiviSION DE COMPENSACION AL TRABAADOR

RECLAMO DEL EMPLEADO PARA BENEFICIOS
DE COMPENSACION DEL TRABAJADOR

i Ud. se ha lesicrizdo o sé ha enferma0do en/o 2 calsa oe su
szjo, Ud. tiene cerecho a recibir benelicics oe compenszacion

&
e

zlirebejedor.
Complete la seccidn -Empleado” y entregue la iorma a su
empleedor. oubdese con la copia designzca “Recibo Temporal
del Empleado” rzsta que Ud. recita la copia fechzca oe su
empleedor. Si Ud. necesita gyJca péra completer gsia forma ©
rara obierer sLs beneficics, pbngese en conizcto con le Oficina
Esizizl Ce Asistencia para Berglicics Y Ejecucién g2 lzs_Leyes
Fersinerses lemando gl 1-8 00-736-7401. Aloorsoce esiaiorma
ce encusnra uria ep!icacién oe ios beneficics oe ccmpensacién
zitrebejedor. -

Ud. tzmbién ceberia heber recibico ce su emplegdor un

PS Form 3800, April 1995

fclieto cescricienco 1cs berneficics c2 compensacién zl tre-

tzjzoor lesiornzdo y Ics procecimienios pera obienencs.

ceived & permohiet from your gmployer
=3

Toczy's Dete. Fecha ce HCR /29 /96

Thomas—Beaxd

2. Fome eCCress. Cireccién Fesicencizl 2937 Toyan Drive

oFcs:d®5203

o.M

Stzie. Estz00. _Cp Zin. Cooig

Stockton,

le<ién (zccicertelbT 1 /18 /96 Time of injury. Horz enque ocurrid
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5. pccress/pizce where injury heppened. nireccibn/luger oonce ocurrid el eccicernie.

CA

Stockton,

g. Describe injury enc pertof sody effected. Describa ‘& iesitnyle pen

P36k 193% 03

US Postal Service

Receipt for Certified Mail
No Insurance Coverage Provided.
Do not use for International Mzil (See reverse)

LSent o 5 .
N naciein Hesdi b '\”VQC.‘(C;/
Street & Numbeb v Qo
54 S Ao ad L0as
e Oﬂi_ce‘. Sizte, & 2iF Code o ]
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chz enQue €lempize00 cevohid lz peticitn compigteCa el em

o7 or ecjusting egenty. Nombrey cireccibn c2 lz compzlia Ce seguics 0 zgentiz eCministteooTE

Cenifie Fee

Specal Delivery Fee o : > : :
 Firmz oelrepreserizrie oel emolegocr.

i

Restricted Delivery Fee gEL o SRS
5. Telephone. TEIECnO.

Retum Receipt Showing 10
\Whom & Date Delivered
FRetum Receip: Showing 1o Wnom,
Date. § Addressec’s AOTieSS

Se requiere que Ud. feche €s:a forne y aue provéa
copizs 2 su ccmpefia Ce Seguios y emplezdo, oependienie o
representerie que haya presenizoo esia peticién Cento cel plzzo
ce un cia hZbil desce el momento oe hzDer <ioo recibica lg forma
completa cel emple200.
EL FISIAR ESTA FORMA NO SIGNIFICA ADIISION DE

FESPONSASILIDAD

otiginal (Coo-2 D! [rogeon)

Cwe roire 1 {RIV. £/83)

Emplezcor:

{orm end provice COpiES
znZent or represenietive
y of receipt of compieted

TOTAL Postage & Fees S

Postmark or Date TION OF LIREILITY

G136




