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Patient No: 273000 DATE _02/22/20---yqR.10:30:00

APPLICANT:RAFAEL DE SANTIAGO B/D_01/28/43_ SS#_*#***7624 PHONE: __760-409-7877*

MAILING ADDRESS:82193 KENNER AVE., _INDIO, CA 92201 ALT PHONE: N/A

TYPE OF INJURY:NECK, LT ARM, LT SHOULDER & BACK EMAIL:N/A

DOCTOR: DONALDD. KIM, M.D TYPE OF EXAM: PANEL QME Panel QME#493409

SCHEDULING AGENCY: REZAI & ASSOCIATES PHONE: 949-752-7227

CALLER:_M. ALLIE LOPEZ FAX: 949-752-7337 

APP. ATTY. FIRM:REZAI & ASSOCIATES
 

APP ATTY: FARI A. REZAI, ESQ. APP. ATTY PHONE: 949-752-7227

A.A. ADDRESS: 2601 MAIN ST., SUITE 150 IRVINE CA 92614 A.A. FAX: 949-752-7337

A.A. EMAIL ADDRESSMLOPEZ@REZAILAW.COM 

DEF. ATTY. FIRM: FLOYD SKEREN MANUKIAN LANGEVIN, LLP
 

DEF. ATTY:_STACY LEE, ESQ. DEF. ATTY. PHONE:_714-558-8892 

DEF. ATTY. ADDRESS:2045SUITEDEF. FAX:_714-558-8159

DEF. ATTY EMAIL ADDRESS:N/A 

INTERPRETER [ ¥] ] INTERPRETER NAME
 

SCHED. AGENCY WILL SET INTERPRETER [- ] AGENCYGO 2 MED MANG PHONE: 888 405 2505

INS. CARRIER:MARRIOTT CLAIMS

INS. ADDRESS: P.O. BOX 29210 HOT SPRINGS AK 71903

CLAIM REP:_BEBBIZ MARQUEZ PHONE:714-545-526]1 FAX:

CLAIM REP. EMAIL ADDRESS: N/A

DATE OFINJURY: CT_08/06/16 - 08/06/17. ADJ. NO._ 11068591 CLAIM NO._ 592043  

EMPLOYER: RENAISSANCE INDIAN WELLS SPA 

EMPLOYER ADDRESS44400 INDIAN WELLS LN., INDIAN WELLS, CA 92210

PATIENT CONFIRM DATEQ1/16/20 HIST/PX/SENT0Q1/16/20 MD___ QME 110 MAILED __01/03/20

COVER LETTERQ2/04/20 AA MED RECS REC’D:[ 1cpD __] [02/04/20 | [ ll ] 

X-RAYS: REFERRAL TAKEN BY:Mariao 12/31/19 ] 



APPLICANT’S ADVOCACY ORTHOPAEDIC POME MEDICAL EXAMINATION
LETTER

QMEAppointment on: 09/22/2020

 

Donald D. Kim, M.D. os
80-545 Hwy 111 SteB ?|YW0
Indio, CA 92201

RE: Rafael De Santiago vs. Renaissance Indian Wells Resort and Spa __,

OurClient: Rafael De Santiago CEIVED
Claim No.: 592043, 595758 F

Our FileNo: 31468 EB 04 2079

Dear Dr. Kim: “

You are scheduled to examine the above-named applicant in your capacity as a Panel Qualified

Medical Examiner on 09/22/2020. The parties are deeply appreciative of your efforts on our
behalf.

Necessary diagnostic studies and medical reports are attached; please provide an MMI

report, detailing whole person impairment, future medical care, and eligibility of a voucher

STATEMENT OF CHRONOLOGICAL FACTS

Date of Birth:

e The applicant, Rafael De Santiago, was born on 01/28/1943.

Date of Hire:

e On 08/21/1989 the Applicant started employment at Renaissance Indian Wells Resort and

Spa.

e Applicant’s position was as a cook.

e Applicant worked for employer for 28 years.

Alleged Injuries:

e On CT: 08/06/2016-08/06/2017 while employed at Renaissance Indian Wells Resort and
Spa the applicant alleges injuries to his neck, left arm, back, and left shoulder.

e On 05/26/2017 while employed at Renaissance Indian Wells Resort and Spa the applicant
alleges injuries to his lower and middle abdomen.

e Applicant alleges reporting injuries on 05/26/2017.

e Applicant’s last day of work: 08/06/2017.

Medical Treatment PRIOR TO LAST DAY OF WORK

e Executive Urgent Care

Applicant’s Attorney referred him/her over to following doctors:

e The applicant sought out medical treatment with Dr. Marco Antonio Cazares.

SCANNED



Other Workers Compensation Cases:
IADJ3442252 RIV-ADJ+ ESMERALDA RESORT DOI: 11/29/2006 —

ADJ1505426 RIV-ADS" oo ESMERALDA RESORT DOl: 01/24/2008

 

 

      

Upon review of records, any necessary testing, and your examiation of the applicant, we will

need yournarrative report onthe following issues. sole fot:

Please issue report within’30 days of the evaluation under labor code 139.22)@ (A) title8

California rule 38 A a

ISSUES:

Please perform your usual.and.thorough examination andissue a report setting forth all of your

findings.
i

Please include the following: =

© Acomplete history.,’
e Reviewing and summarizing prior medical records.

¢ Composing and drafting your medical conclusions. en »

e Temporary disability attributed to the industrial injury. If anyTDperiodsstshouldbe found
please set forth the start and end date of temporary disability. - i

e Activities of Daily Living and if Applicant has any additional| impairment to his rating

due to “ADL”.
e Almaraz/Guzman in order to provide the most accurate impairment analysis-‘where..°.2 +

necessary, if applicable. | —

CAUSATION OF INJURY:.
t

Please discuss, within reasonable medical probability, whether the injured worker’s employment
caused the injury. Please’-also discuss whether the employment: contributed to, aggravated,=

accelerated, triggered or lit’up any condition that also caused injury.

~ MEDICAL TREATMENT:

Please provide your best éstimate for all medical treatments, including medications you1 believe me

are reasonably necessary to care for the injured worker’s future medical needs.

Please list all the medications that the applicant is currently taking and provide your opinion on
the length of time that the applicant will need to continue taking those medications.

WORK RESTRICTIONS/PERMANENTDISABILITY:



Please provide the parties with a complete list of work limitations at the time you declare the
applicant permanentandstationary or having reached maximum medical improvement.

THE AMA GUIDES:

Please prepare a report under the AMA Guides, 5" edition. : : :
In preparing a report under the AMA Guides, you are obligated toprovide|a“complete and
comprehensive report. I therefore request that you address each and every activity ofdaily living

mentioned in the AMA Guides, 5th edition and discuss everyeffect that: this iinjury has had on

these :activities.

ALMARAZ/GUZMANII: -

The AMA Guides designation of a WPI is but a componentor tool for assessing impairments.

You should know that the AMA Guides allow youto exercise your judgment to modify an AMA
impairment rating pursuant to Almaraz/Guzman II.

Describe “how”? and‘why” a modified application of the AMA Guides‘‘most{accurately reflects
the injured employee’s impairment” (Almaraz/Guzman II page 23.). -

APPORTIONMENT:

Applicant respectfully requests thatyou include a discussion of apportionmentunder:Labor Code
section 4663 and LaborCode 4664. ae ons

When:you determine that the applicant is P&S/M.M.1., applicantrespectfully requests that you

include a discussion of apportionmentin order to be compliant with recent case law,» addressing
each of the questions that follow the discussion below. fue ORY Aen ic cile

Regaiting INDUSTRIALssources of the current disability:

1. .Is all of the currentt permanent disability directly caused by ONE of the industrial
; injuries? If so, you must explain “how and why” you madethis determination, and state
; your conclusion in terms of “reasonable medical probability”.

OR: ©

2. . Is the current permanent disability directly caused by more than one industrialinjury? If
this is your opinion, separately assign a percentage of the overall current permanent

disability to each of the industrial injuries that are responsible. You must explain “how

and why” you madethis determination, and state your conclusion in terms of “reasonable
~ medical probability.”



Regarding NON-INDUSTRIALsourcesofthe currentdisability:

3. - If you choose to “parcel out” non-industrial source(s) that directly caused the current

_ permanentdisability, you must explain how and why you arrived at your opinion based

. on the standard ofreasonable medical probability.

Please advise if there are any records you need to review to completeyourreport::‘Theywill be. -

forwarded to yourattention as soonas possible.

Uponcompletion of your report, please forward a copyofthe reports to the following: ce

Law Offices of Rezai & Associates

2601 Main Street, Suite 150

Irvine, CA 92614

and to:

Stacy S. Lee, Esq.

Floyd, Skeren & Kelly, LLP

2045 West Orangewood Ave # A

Orange, CA 92868°- ~

Also;please forward a copy of your report and an itemized statement for yourservices to the

attention of:

Debbie Marquez
Marriott Claims Management:

P.O. Box 29210 |...

HotSprings, AR 71903

Thank you for assisting the¢ parties in the capacity of as a Panel1 QualifiedMMedical| Examineriin.
this matter. :

Very TrulyYours,

 

Fari Rezai, AppliGast?Counsel
Rezai and Associates
2601 Main Street, Suite 150

Irvine, CA 92614

Enclosure: SCHEDULE / INDEX OF RECORDS



SCHEDULE/ INDEX OF RECORDS

To: Donald D.Kim Exam: 02/22/2020

~ RE: Rafael De Santiago vs. Renaissance Indian Wells ResortandSpa_
. WCAB Case No.: ADJ11068591, ADJ11068589:-
~ Claim No.: 592043, 595758

 

ITEM - DATE:

DWCFORM 1 EMPLOYEE’S CLAIM 08/16/2017, 08/16/2017
APPLICATION FOR ADJUDICATION 10/23/2017, 10/23/2017
APPLICANT’S DEPOSITION TRANSCRIPT 01/23/20128, 03/09/2018

MEDICAL RECORDS

Marco A.Cazares, D.C. : - 08/31/2017, 09/06/2017, 09/29/2017,
oe 10/11/2017 .

Joseph L. Vanderlinden, M:D. (PQME) 03/21/2018, 09/06/2018
Abdominal Ultrasound 09/29/2017

Multidetector CT Abdomen/Pelvis. 08/09/2017).0

SUBPOENA RECORDS

Wemér Gonzalez Family Practice
Desert Oasis Healthcare _
Executive Urgent Care

{Recent medical reports are pending andwill beforwarded to your attention as soon aspossible} .



LAW OFFICES OF

 

REZAI& ASSOCIATESp.c.
Fari A. Rezai ATTORNEYS AT LAW Tel: 949-752-7227
Nahid Ghaderi 2601 MAIN STREET, SUITE 150 Fax: 949-752-7733

R. Allan Baker IRVINE, CALIFORNIA 92614

~ REQUEST TO FILL OUT

“Physician:Return-to-Work Form”- SenateBill8863

January 30,2020 Be

Donald D. Kim, M.D.

80-545 Hwy111 Ste B
Indio,CA 92201

RE: Rafael De Santiago vs. Renaissance Indian Wells Resortand Spa 7

WCABCase No.: ADJ11068591, ADJ11068589
Claim No.: ~ §92043, 595758

Our File No: - 31468

Dear Dr. Kim: -

Pursuant to labor code 4658.7, Senate Bill 863, and the DWC please fill0out the enclosed DWC-
A 10133.36 form “Physician Return-to-Work.” Kind!y forward a copyto all parties along with
your report. ~ JEL Esa khs

For any questions please contact the DWC or the Medical Unit... _

Truly yours,

REZAI & ASSOCIATES

Fari Rezaf,

Applicant Attorney

ivvf



State of California, Division of Workers’ Compensation
Retraining and Return to Work Unit

- Physiian’s Return-to-Work & Voucher Report Instructions
Forinjuries on or after January 1, 2013

DWC - AD 10133.36 fp ve

Who Is responsible for filling out thisform? Thefirst physician whofinds that the disability
from all conditionsfor which compensation is claimed has become: permanent and
stationary (or has reached maximum médical improvement) and finds that the injury has
caused permanentpartial disability. Thephysician can be theprimary treating physician, a
QualifiedMedical Evaluator, or an Agreed Medical Evaluator.. a

is thepurposeof this form? The purpose ofthe formis to fully inform the employer of
the work capacities and activity restrictions resulting from the injury that are relevantto
potential regular work, modified work, or alternative work, The information contained onthe ~~: ~~
form is for voucher purposes and is not considered in any permanent impairment rating 01or:

any permanent disability indemnity.

- Isthis a mandatory form? This is a mandatory attachment to the first medical report finding

: that the disabilityfrom all conditions for which compensation is claimed has become
| permanent and stationary and that the injury has. caused permanentpartial disability. This

- form should be attached to a comprehensive medical-legal evaluation and does not replace
. such comprehensive medical--legal evaluations.

: does the formneedto completed? This form does notneedttobe‘completed until
all conditions for which compensation is claimed have become permanentandstationary.

f providing physical requirements of the employee's regular wark, proposed modified work,or

‘: proposed alternative work; the physician shall evaluate and describe in the form whether
~the work capacities and activity restrictions are compatible with the physical requirements
* get forth inthat job description. The bottom portion of the form does not need to be
* completedif the physician has not been provided with a job description.

: Completing the employee'sworkrestrictions: The physician should indicate work
.. restrictions in terms of haw many hours a particular activity can be performed during an 8-

: hour work day. For hand restrictions, the physician should indicate whethertherestrictions
“are for the right hand, left hand, or both.

. Other Restrictions can include psychiatric restrictions, chemical exposure, use of

“ equipment,orany other restrictions. The space can also be used to further clarify or
~ explain any of the checkedrestrictions.

Howtheemployer receive the form? The claims administrator shail forward the form

to the ernployer.

DWC AD Farm 16133.36 (Effective 1/13)



Physician's Return-to-Work & Voucher Report
Forinjuries occurring on or afier January 1, 2013

 

[_] The Employeeis P&S from all conditions and the injury has caused permanentpartialdisability

 

 

 

  

 

Employee Last Name . Employee First Name Mi Date of Injury

Claims Administrator: an Claims Representative

Employername: . Employer Street Address:

EmployerCity: ee State Bl Zip Code =~ ClaimNo.

(-] The Employee can return to regular work eo oo.

["] The Employee can workwith restrictions: 1-2 hours 2-4 hours 4-6 hours 6-8 hours None

| Send Oo Oo oO b
Walk Cl oO 0 ~O ~ 0

Sit oO Oo Oo... 0. 0

+ Band QO 0 C] O 0

” Squat CQ O a oO Ol:

Climb Oo Qo oo: Oo oO
Twist oO Oo Oo ~ O- oO
Reach - a ti QD O
‘Crawl oO Oo CJ Oo i)

Drive gq o Oo oO 5

Reach O QO oO. oD -eoq..

RILIBHat Handis) (circle): Grasp oO a oO oO oO
RiL/aliat Hand(s) (circle): Push/Pul =) oO O. ww.

Lift/Carry Restrictions: Maynotlif/carry at a height of more than Ibs. for more than hours per day.

Other :
Restrictions} |

   
Ifa Job Description has been provided, please complete: Job Description provided of: [_JRegular.["] Modified [_]Alternative Work ~

Job Title: : Work Location 

Are the Work Duties compatible with the activity restrictions setforth in the providedjob description? [_]Yes[_] No, explain below
 

  

 

 

 

Role of Doctor
Physician's Name (PTP, OME, AME)

Physician's Signature Date 
 

DWC AD Form 10133.36 (Effective 1/13}



PROOF OF SERVICE

STATE OF CALIFORNIA, COUNTY OF ORANGE

I am employedin the county ofOrange, State ofCalifornia; I am overthe age of 18 and nota party to

the within action; my business address is LAW OFFICES OF REZAI & ASSOCIATES, 2601 Main

St., Suite 150 Irvine, CA 92614; (949) 752-7227, Fax (949) 752-7733. —

‘RE: Rafael De Santiago vs. Renaissance Indian Wells Resort.and Spa
-WCABCase No.: ADJ11068591, ADJ11068589
OurFile No: 31468

On January 30, 2020,|I served the foregoing document(s):

e APPLICANT'SADVOCACY ORTHOPAEDIC PQMEMEDICALEXAMINATION

‘LETTER: se-
e —DWC-A 10133.36 form “Physician Return-to-Work”
¢ DWC FORM1EMPLOYEE’S CLAIM 08/16/2017, 08/16/2017
e . APPLICATION FOR ADJUDICATION 10/23/2017, 10/23/2017
e ‘APPLICANT’S DEPOSITION TRANSCRIPT 01/23/20128, 03/09/2018

‘MEDICAL RECORDS
® “Marco A. Cazares,D.C. © 08/31/2017, 09/06/2017, 09/29/2017,

°.. ce, 10/11/2017
e Joseph L. Vanderlinden, M.D. (PQME) 03/21/2018, 09/06/2018
e -Abdominal Ultrasound. - 09/29/2017
e  Multidetector CT. Abdomen/Pelvis — 08/09/2017

SUBPOENA RECORDS
e .Werner Gonzalez Family Practice
e Desert Oasis Healthcare.
e :Executive Urgent Care, .

By placing a true copy thereof enclosed ina sealed envelope addressed as follows: - —a

DonaldD.KimyM.D. Floyd, Skeren & Kelly, LLP
1680 Plum Lane 2045. West Orangewood Ave # A

Redlands, CA 92374 | Orange, CA 92868

Attn: Willard Steven Heise, Esq.
Law Offices ofCallas & Heise, LLP
942 W.Foothill Boulevard, Suite A
Upland,CA 91786

[XX] BY MAIL

I deposited such envelopein the mail as Orange County, California. The envelope was mailed
with postage thereon fully prepaid.

I am readily familiar with the firm’s practice ofcollection and processing correspondencefor

mailing. Under that practice, it would be deposited with U.S. postal service on that day with postage

thereon fully prepaid at Orange County California in the ordinary course ofbusiness. I am aware that

on motion ofthe party served, service is presumedinvalid ifpostal cancellation date or postage meter

date is more than one dayafter the date of deposit for mailing the affidavit.



fa that the above is    I declare under penalty of perjury under the laws of the State of Califo

true andcorrect. . \}

e

 

:Vanessa Fuentes



woeAE

State of California Estado de California
Departmentof Industrial Relations Departamento de Relaciones Indusiriales
DIVISION OF WORKERS' COMPENSATION , ‘DIVISIONDE COMPENSACIONAL TRABAJADOR

. WORKERS’ COMPENSATION CLAIM vORM(DWC 15} PETICIONDEL EMPLEADO PARA DE COMPENSACIONDEL
mployee: Complete the "Employee" section and give the form to your ‘

employer, Keep a copy and mark it "Employee's Temporary Receipt" until TRABAJADOR (DWC I)
you receive the signed and dated copy from your employer. You may call the
Division of Workers’ Compensation and hear recorded information at (800) Empleado: Complete la secolén "Empleado" y entregue la forma a su

 736:74 04 lanation of workers! compensation benefits is included in the empleador, Quédese con la copia designada "Recibo Temporal delEmpleado"
"s ANEligibility, which is the cover sheet of this form. hasta que Ud, reciba la copia firmada y fechada de su empleador. Ud. puede

(O*have received a pamphletfrom your employer desoribing llamar a la Division de Compensacion al Trabajador al (800) 736-7404 para oir
aworkSiGiiGdnipondation benefits and the procedures to obtain them. You may ‘Mformacién gravada, Enla hoja cublerta de esta formaesta 1a explication de los
wecdive wiltton stotices from your employer orits claims administrator about Detticios de compensacidn al trabjador,
your - claim, . Ifyour claims administrator offers to send you notices
electedniaally,sand you agree to receive these notices only by email, please Ud. también deberfa haber recibido de su empleador unfolleto describiondo los
provide your email address below and checkthe appropriate box, If you later beneficios de compensacién al trabajador lesionado y los procedimientos para
decide you wantto receive the notices by mail, you must inform your obtenerlos,
employer In writing.

   

 

    

   

  

 

 

 

 

Today's Date, Fecha de Hoy. 08/16/2017
 

 

 

 

VcueHyaniadse: Indio State, Estado. CA Zip, Cédigo Postal, 922041
cSayer het gr joy!
. 4,DatgeatInjury. Fecha de la lesidn (aceldente) 05/26/2017 Timeofinjury. Hora en que ocurrid am PM 

 

S:Atideedsyand description of where injury happened , Direecidn/lugar dénde oocurid e/ aceldente,

Jobsite- Indian Wells CA 92210

6. Deseribe injury and part ofbody affected, Describa la lesién yparte del cuerpo afectada, _Tripped andfell

Lower Adbomen & Middle

7. Social Security Number, Numero de Seguro Social del Empleado B49-91-7624

8. [[] Cheokifyou agreeto receive notices about yourclaim by email only, | Marquesi usted acepta recibir notificaclones sobre su reclamosolo por correo

electrénico, Employee's e-mail _ Correo eleotrénico del empleado.

9, Signature of employee, Firma del empleado. WIN feI | E
"
iplete this section and see note below. Evipleador ~ complete esta seccién y notactdn abajo.

 

       

 

‘T
N
10,Nat itigtoyer. Nombre del empleador.

1d,Addressdireccion,
 

 

~ 2b chaste aad yss a:

12, NESStiployer first knew of injury, Fecha en que el empleador supoporprimera vex de Ia lesién o accidente,
 

13. Date claim form wasprovided to employee, Fecha en que se /e eniregd al empleadolapeticion.
 

14, Date employerreceived olaim form, Fecha en gue el empleado devolvid la peticion al empleador.
 

145, Name and address of insurance oarrier or adjusting agency. Nombre y direccidn de la compatifa de seguros o agencia administradora de seguros.

 

16, Insurance Policy Number, 4! numero de la péliza del Seguro
 

 
ployer representative. Firma del representante del empleador.
.

Mi. Slanatuie. of
EBV ER

 

   

 

   
   19. Telephone. Teléfono,
  to

pare required to date this form and provide coples to your] Empleador: Sc requiere que Ud. feche esta forma y que provéa copias a su
“ 6 ms administrator and to the employee, dependent or} compafiia de seguros, administrador de reclamos, o dependiente/representante

reproséipative whofiled the claim within one working day of receipt of] de reclamos y al empleado que hayan presentado esta peticlén dentro del plazo
the form from employee. de un Ala abil desde ef momento de haber sido recibida la forma del

empleado,

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISIONDERESPONSABILIDAD

 

C] Employer copy/Copia del Empleador C] Employee copy/Copia del Empleado Cl Claims Administrator/Administrador de Reclamos C Temporary Recelpt/Recibo del Empleado

Rev. 1/1/2016

 

 



State of California
Department ofIndustrial Relations

MQNAVORKERS' COMPENSATION

COMPENSATION CLAIM FORM (DWC 1)
iiplete the “Employee” sectlon and give the form to your

   
loyOieistep a copy and mark it "Kmployee's Temporary Receipt" until
receive the signed and dated copy from your employer. You maycall theyou

Division of Workors' Compensation and hear recorded information at (800)
736-7401, An explanation of workers‘ compensation benefits is inoludedin the
Notice ofPotential Eligibility, which is the coversheet of this form,

Youshould also have received a pamphlet from your employerdescribing
workers’ compensation benefits and the procedures to obtain them. You may
receive written notices from your employerorits claims administrator about
your claim, If your olaims administrator offers to send you notices
electronically, and you agree to receive these notices only by email, please
provide your email address below and check the appropriate box, Lf you later
deside you‘ani receive the notices by mail, you must inform your
employerin writing,

st] xAl   

Estado de California
Departamento de Relaciones Industriales

DIVISION DE COMPENSACIONAL TRABAJADOR

PETICION DEL EMPLEADO PARA DE COMPENSACIONDEL

TRABAJADOR (DWC 1)

Empleado; Complete la secclén "impleado" y entregue la forma a su
empleador, Quédese con la copia designada 'Recibo Temporal det Empleado"
hasta que Ud, reciba la copia firmada y fechada de su empleador, Ud. puede
Hamar a la Division de Compensacién al Trabajadoral (800) 736-7401 para oir
informacién gravada, En la hoja cubierta de esta forma esta la explicatién de los
-benficios de compensacidn al trabjador,

Ud. también deberfa haber recibido de su empleadorun folleto describlendo los
beneficios de compensacién al trabajador lesionado y los procedimientos para

.) obtenerlos,

 

 

1. Name, Nombre. Rafael De Santiago
2. Home Address, Direecién Residencial. 82-193 Kenner Ave.

3, City. Ciudad. —Indio

pin tegenHi Jobsite: clidian Wells CA 92210

  

 

ok,Neck, L. Shoulder, L- Arm

 
Employee -- completethis section and see note above Empleado: complete esta secaidny note la notacionarriba

4, Date of Injury. Fecha de la lesién (accidente) OT: 08/06/2016- 08/06/2017 Timeofinjury, Hora en que oourrid
+ SAddress-and.description of where injury happened . Direceién/lugar dénde occurid e/ accidente, :

VRE
‘Gulausaribs dajury and part of body affected. Deseriba la lesidn yparte del cuerpo qfectada,

ity Number, Nimero de Seguro Social del Empleado §49-241-7694

Today's Date. Fecha de Hoy. 08/16/2017

State, Estado, Zip, Codigo Postal,CA 92204

am pm

Due to repetitive job dutles

 

      
  

ened sk if you agree to receive notices about yourclaim by email only, nm Marque si usted acepta reotbir notificaciones sobre su reclamo solo por correo

electrénico, Emptoyee’s e-mail PR pene a rreo electronico del empleado,

9, Signature of employes, Firma del empleado, WIN PLL
 

 

Employer - complete this section and see note below. Enepleador ~ complete esta seccidny notactin abajo.

 

10. Name of employer. Nombre del empleador,

Il, Address, Direccion, :
 

  

 

 “aia£0
ee Deererad GP

  

13, DaleaslofirstInew of injury. Fecha en que el empleador supo porprimera vex de la lesién o avcldenie,

ALR#Srm was provided to employes, Fecha en que se /e entregé al empleadola peticién,

14, Date cinploy or jeceiyed olaim form. Fecha en que el enpleade devolyid ta peticién al empleador,

: uinetass of insurance carrier or adjusting agency, Nombrey direccién de la compaiila de seguros o agencia administradora de seguros.

 

 

 

 

 

ce Policy Number, 4! numero de lapéliza del Seguro
 

18, Title, Titulo,  17. Signature ofemployer representative. Firma del representante del empleador.
 

19, Telephone, Teléfono,
  
 

Employer: You are required to date this form and provide coples to your] Empleador: Se requlere que Ud, feche esta forma y queProves copias a su
insurer or claims administrator and to the employee, dependent or| compafiia de seguros, administrador de reclamos, o depen

f: ingiatio filed the claim within one workingday of receipt of] de reclamos y al empleado que hayan presentado esta peticién dentro del plazo

      

  

 
cron emiployee,

 

Rev. 1/1/2016

ente/representante

de un_dia habil desde ef momento de haber sido recibida la forma del
empleado.

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISIONDERESPONSABILIDAD

CO Temporary Reoeipt/Reoibo del Eimpleado  



STATE OF CALIFORNIA
DWC DISTRICT OFFICE

 

 

DOCUMENT COVER SHEET

Is this anewcase? Yes [¥] No Companion Cases Exist Walkthrough Yes ] No [|

More than 15 Companion Cases |

10/23/2017 | gen. 249217624
Date:(MM/DD/YYYY)

[_] Specific Injury
08/06/2016 08/06/2017

Case Number1 Cumulative Injury (Start Date: MM/DD/YYYY) (End Date: MM/DDIYYYY)

(If Specific Injury, use the start date as the specific date of injury)

200 319
Body Part 7: | Body Part 3:

Body Part2: 429 Body Part4, 400

Other Body Parts:
 

 

Please checkunit to be filed on ( check only one box )

ADJ [] Deu [| SIF [_] UEF [_] INT [_]RSU
 

Companion Cases

[_] Specific Injury

 
Case Number2 [| Cumulative Injury “(Start Date: MM/DDIYYYY) (End Dale:MM/DDIYYYY)

(If Specific Injury, use the start date as the specific date ofinjury)

Body Part 1: Body Part 3:

Body Part 2: Body Part 4:

Other Body Parts:

DWC-CAform 10232.1 Rev. 7/2010 - Page 1 of 8

 

  



DOCUMENT SEPARATOR SHEET

Product Delivery Unit ADJ 

Document Type LEGAL DOCS
 

4. APPLICATION FOR ADJUDICATION
DocumentTitle
 

Document Date 10/23/2017
 

MM/DDIYYYY

FARI REZAI IRVINE
Author  

 

Office Use Only

Received Date  
MM/DDIYYYY

oo
DWC-CA form 10232.2 Rev. 9/2010 Page 1



WORKERS' COMPENSATION APPEALS BOARD
APPLICATION FOR ADJUDICATION OF CLAIM

| STATE OF CALIFORNIA |
DIVISION OF WORKERS' COMPENSATION

[| Amended Application

 

Case No.

549217624

SSN (Numbers Only)
 

 
Venue choice is based upon (Completion of this section is required)

[| County of residence of employee (Labor Code section 5501.5(a)(1) or (d).)

[| County whereinjury occurred (Labor Code section 5501.5(a)(2) or (d).)

County of principal place of business of employee's attorney (Labor Code section 5501 .5(a)(3) or (d).)

ANA

Select 3 - Letter Office Code For Place/Venue of Hearing (From the Document Cover Sheet)

Injured Worker (Completion of this section is required)

RAFAEL

First Name MI

DE SANTIAGO

Last Name

82193 KENNER AVE

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

 

 

 

 

Street Address2/PO Box (Please leave blank spaces between numbers, names or words)

 International Address (Please leave blank spaces between numbers, names or words)

 

 

INDIO CA 92201

City State “ZipCode

Applicant (If other than Injured Worker)

| Insurance Carrier [|] Employer [| Lien Claimant

 
Name(Please leave blank spaces between numbers, namesor words)

 

Street Address/PO Box (Please leave blank spaces between numbers, namesorwords)

 Street Address2/PO Box (Piease leave blank spaces between numbers, names or words)

 City State Zip Code

DWC/WCAEBForm 1A (11/2008) - (Page 1) WCAB1



 
| Employer Information (Completion of this section is required)

Insured [__] Self-Insured [_] Legally Uninsured [__] Uninsured LL

RENAISSANCE INDIAN WELLS RESORT AND SPA

Employer Name (Please leave blank spaces between numbers, names or words)

44400 INDIAN WELLS

Employer Street Address/PO Box (Please leave blank spaces between numbers, namesor words)

INDIAN WELLS CA 92210

City State Zip Code

Insurance Carrier Information (If known andif applicable - include evenif carrier is adjusted by claims administrator)

MARRIOTT HOT SPRINGS

Insurance Carrier Name (Please leave blank spaces between numbers, namesor words)

PO BOX 29210

Insurance Carrier Street Address/PO Box (Please leave blank spaces between numbers, names or words)

HOT SPRINGS

 

 

 

 

 

 

 

 

 

 

 

AR 71903

City State Zip Code

Claims Administrator Information (If known andif applicable)

MARRIOTT HOT SPRINGS

Name(Please leave blank spaces between numbers, names or words)

PO BOX 29210

Street Address/PO Box (Please leave blank spaces between numbers, names or words)

HOT SPRINGS AR 71903

City State Zip Code

IT 1S CLAIMED THAT (Complete all relevant information):

COOK

1. The injured worker, born 01/28/1943 , while employed as a(n)
BIRTH: (OCCUPATIONAT THE TIME OF INJURY)

(Choose only one)

[] specific injury (Date of injury: MM/DDIYYYY)

ffered a:“ee 08/06/2016 vended 08/06/2017
cumulative injury which began on —garparerMMIDDNYYY) (End Date: MM/DDIVYYY)

The injury occurred at JOBSITE
Street Address/PO Box - Please leave blank spaces between numbers, namesor words

INDIAN WELLS CA 92212

City ’ State Zip Code |
DWC/WCABForm 1A (11/2008)- (Page 2) WCAB1



Body Part 1: 200 NECK

(State which parts of the body wereinjured)

 

 

 

 

Body Part2: 319 ARM - NOT SPECIFIED

Body Part 3: 420 BACK - INCLUDING BACK MUSCLES, SPINE AND SPINAL CORD

Body Part 4: 450 SHOULDERS- SCAPULA AND CLAVICLE

Other Body

Parts:
 

2. The injury occurred as follows:

(EXPLAIN WHAT THE WORKER WASDOING AT THE TIME OF INJURY AND HOW THE INJURY OCCURED)
 

DUE TO REPETITIV

  
 

3. Actual earnings at the time of injury:

 

 

[] Monthly State value of tips, meals, lodging, or other

Rate of Pay $ advantages, regularly received $
[| Weekly

[] Hourly

Numberof hours worked per week

4. The injury caused disability as follows:

Last day off work due to injury:
MM/DDIYYYY

First Period of Disability: Start Date
MM/DDNYYY

Second Periodof Disability: Start Date
MM/DDIYYYY

5. Compensation:

Compensation waspaid: [_] Yes No

Total paid:

Weekly rate(s):

Date of last payment:

MM/DDIYYYY

End Date

End Date

[] Monthly

[_] Weekly

| Hourly

MM/DDIYYYY

MM/DDIYYYY

6. Has the worker received any unemployment insurance benefits and/or any unemployment compensation

disability benefits (state disability) since the date of injury? ] Yes No

DWC/WCABForm 1A (11/2008) - (Page 3) WCAB1 |



7. Medical treatment:
Medical treatment was received: [_] Yes No

All treatment was furnished by the Employeror Insurance Carrier: [ Yes No

Date oflast treatment:
MMIDDIYYYY

Othertreatment was provided/paid by:
 

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

Did Medi-Cal pay for any health care related to this claim? [|] Yes No

Namesand addressesof doctor(s)/hospital(s)/clinic(s) that treated or examined for this injury, but that were not

providedor paid for by the employeror insurance carrier:

 

Nameof Doctor/Hospital/Clinic 1 (Please leave blank spaces between numbers, names or words)

 

Nameof Doctor/Hospital/Clinic 2 (Please leave blank spaces between numbers, names or words)

8. Other cases have beenfiled for industrial injuries by this worker as follows:

  

Case Number7 Case Number3

  

Case Number 2 Case Number 4

9. This application is filed because of a disagreement regardingliability for:

Temporary disability indemnity Permanentdisability indemnity

Reimbursement for medical expense Rehabilitation

Medicaltreatment

Compensation at properrate

Supplemental Job Displacement/Return to Work

Other(Specify) ALL BENEFITSN
N
N

WSN

 

DWC/WCABForm 1A (11/2008) - (Page 4) WCAB1 |



APPLICANT’S ADVOCACY ORTHOPAEDIC POME MEDICAL EXAMINATION
LETTER

QMEAppointment on: 09/22/2020

 

Donald D. Kim, M.D. os
80-545 Hwy 111 SteB ?|YW0
Indio, CA 92201

RE: Rafael De Santiago vs. Renaissance Indian Wells Resort and Spa __,

OurClient: Rafael De Santiago CEIVED
Claim No.: 592043, 595758 F

Our FileNo: 31468 EB 04 2079

Dear Dr. Kim: “

You are scheduled to examine the above-named applicant in your capacity as a Panel Qualified

Medical Examiner on 09/22/2020. The parties are deeply appreciative of your efforts on our
behalf.

Necessary diagnostic studies and medical reports are attached; please provide an MMI

report, detailing whole person impairment, future medical care, and eligibility of a voucher

STATEMENT OF CHRONOLOGICAL FACTS

Date of Birth:

e The applicant, Rafael De Santiago, was born on 01/28/1943.

Date of Hire:

e On 08/21/1989 the Applicant started employment at Renaissance Indian Wells Resort and

Spa.

e Applicant’s position was as a cook.

e Applicant worked for employer for 28 years.

Alleged Injuries:

e On CT: 08/06/2016-08/06/2017 while employed at Renaissance Indian Wells Resort and
Spa the applicant alleges injuries to his neck, left arm, back, and left shoulder.

e On 05/26/2017 while employed at Renaissance Indian Wells Resort and Spa the applicant
alleges injuries to his lower and middle abdomen.

e Applicant alleges reporting injuries on 05/26/2017.

e Applicant’s last day of work: 08/06/2017.

Medical Treatment PRIOR TO LAST DAY OF WORK

e Executive Urgent Care

Applicant’s Attorney referred him/her over to following doctors:

e The applicant sought out medical treatment with Dr. Marco Antonio Cazares.

SCANNED



Regarding NON-INDUSTRIALsourcesofthe currentdisability:

3. - If you choose to “parcel out” non-industrial source(s) that directly caused the current

_ permanentdisability, you must explain how and why you arrived at your opinion based

. on the standard ofreasonable medical probability.

Please advise if there are any records you need to review to completeyourreport::‘Theywill be. -

forwarded to yourattention as soonas possible.

Uponcompletion of your report, please forward a copyofthe reports to the following: ce

Law Offices of Rezai & Associates

2601 Main Street, Suite 150

Irvine, CA 92614

and to:

Stacy S. Lee, Esq.

Floyd, Skeren & Kelly, LLP

2045 West Orangewood Ave # A

Orange, CA 92868°- ~

Also;please forward a copy of your report and an itemized statement for yourservices to the

attention of:

Debbie Marquez
Marriott Claims Management:

P.O. Box 29210 |...

HotSprings, AR 71903

Thank you for assisting the¢ parties in the capacity of as a Panel1 QualifiedMMedical| Examineriin.
this matter. :

Very TrulyYours,

 

Fari Rezai, AppliGast?Counsel
Rezai and Associates
2601 Main Street, Suite 150

Irvine, CA 92614

Enclosure: SCHEDULE / INDEX OF RECORDS



State of California, Division of Workers’ Compensation
Retraining and Return to Work Unit

- Physiian’s Return-to-Work & Voucher Report Instructions
Forinjuries on or after January 1, 2013

DWC - AD 10133.36 fp ve

Who Is responsible for filling out thisform? Thefirst physician whofinds that the disability
from all conditionsfor which compensation is claimed has become: permanent and
stationary (or has reached maximum médical improvement) and finds that the injury has
caused permanentpartial disability. Thephysician can be theprimary treating physician, a
QualifiedMedical Evaluator, or an Agreed Medical Evaluator.. a

is thepurposeof this form? The purpose ofthe formis to fully inform the employer of
the work capacities and activity restrictions resulting from the injury that are relevantto
potential regular work, modified work, or alternative work, The information contained onthe ~~: ~~
form is for voucher purposes and is not considered in any permanent impairment rating 01or:

any permanent disability indemnity.

- Isthis a mandatory form? This is a mandatory attachment to the first medical report finding

: that the disabilityfrom all conditions for which compensation is claimed has become
| permanent and stationary and that the injury has. caused permanentpartial disability. This

- form should be attached to a comprehensive medical-legal evaluation and does not replace
. such comprehensive medical--legal evaluations.

: does the formneedto completed? This form does notneedttobe‘completed until
all conditions for which compensation is claimed have become permanentandstationary.

f providing physical requirements of the employee's regular wark, proposed modified work,or

‘: proposed alternative work; the physician shall evaluate and describe in the form whether
~the work capacities and activity restrictions are compatible with the physical requirements
* get forth inthat job description. The bottom portion of the form does not need to be
* completedif the physician has not been provided with a job description.

: Completing the employee'sworkrestrictions: The physician should indicate work
.. restrictions in terms of haw many hours a particular activity can be performed during an 8-

: hour work day. For hand restrictions, the physician should indicate whethertherestrictions
“are for the right hand, left hand, or both.

. Other Restrictions can include psychiatric restrictions, chemical exposure, use of

“ equipment,orany other restrictions. The space can also be used to further clarify or
~ explain any of the checkedrestrictions.

Howtheemployer receive the form? The claims administrator shail forward the form

to the ernployer.

DWC AD Farm 16133.36 (Effective 1/13)



2.) The protected health information (PHI) disclosed consists of findings concerning

a work relatedillness or injury or a workplace related medical surveillance;

3.) Your employer needs suchfindings in order to comply with its obligations under

federal or state law to record suchillness or injury or to carry out responsibilities
for workplace medical surveillance; or

4.) Casa Colina provides written notice to you that health information relating to the
medical surveillance of your workplace and work-relatedillnesses and injuries is
disclosed to the employer:

- By giving a copy of the notice to you at the time health care is provided
HIPAA also permits disclosure of your health information to the extent

necessary to comply with worker's compensation or similar programs that
provide benefits for work-related injuries orillnesses without regard to
fault.

[45 C.F.R. Section 164.512(1)]

nolNet;
Client If Client/Resident unableto sign, Responsible Party

X X

Date Relationship to Client/Resident

Witn: Date

NAME.Molitor, Edward MR#: 609-99-28
26 DOB: 3/26/1956 AGE. 61 SEX:M



CALIFORNIADEPARIYENT OF SOCIAL SERVICESe Mt ARE LICENSINGDIVISION

underthe H & S Coo,

STATE OFCALIFORNIA
HEALTH AND HUMAN SERVICES

This information is req.. = the regulations
IDENTIFICATION AND of the Departmentto be maintained on every person admitted to a

community care facility, to be readily available to the personin charge,
EMERGENCY INFORMATION butnot accessible to unauthorized persons. All information must be

kept current. See other side for additional information required for
residential facilities for ahildren.
 

[EXCEPT CHILD CARE CENTER/FAMILY CHILD CARE HOME COMPLETES LIC 700)
 

 

 
  

 

 
 

reALL FACILITIES

NAME: Molton Edward RH 600-0028 ‘SOCIAL SECURITY NUNBER (OPTONAL) GATE OF BINT AGE sex
DOB: 3/26/1956 AGE 61 SEX: M

ZRESPONSIBLEPERSON OR PLACEMENTAGENCY ~~] ADBAESS TYTELEPHONE

C )

Lolo _|Wi 404,SL0-540

 
 5 DATE LET | FORWARDING ADDRESS

 REASONS FOR LEAVING FACILITY€

PERSON(S) RESPONSIBLE FOR FINANCIAL AFFAIRS, PAYMENT FOR CARE,LEGAL GUARDIAN, IF ANY
 

 

 

 
 

   

 

 

 

 

 
 
 

 

NAME _ | ADDRESS | TELEPHONE

Paar Ona a it )

AYh AC ey eee
‘ ty

ee _ as eeee ae
8. OTHER PERSONS TO BE NOTIFIED IN EMERGENCY

NAME ADDRESS | TELEPHONE
SSE T

\) \A ra fio i: f/f)
3 WENTAL HEALTH PROVIER,“Wie Ph
=DENTIST anaesaman earlie —— tt

Ie)
TREATIES)

NiA Lo
@ FRIENDIS) 1  NIA

"EMERGENCY HOSPITALIZATION PLAN
TT RODRESS OF HOSPITAL TOBE TAKEN INAN EMERGENCY

1798 N. GAREY AVE. POMONACA 91767
WEDIGAL PLAN IDENTIFICATION NUMBER

 

a
NAME OF HOSPITAL TO Be TAKEN INAN EMERGENOY
POMONAVALLEY MEDICAL CENTER
WEDICAL PLAN —
SEE FACE SHEET
NAME OF DENTAL =LAN (iF ANY) DENTAL PLAN NUMBER” (IF ANY))

 
OTHER REQUIRED INFORMATION

[Nal aOFaverieABVISOR, IF ANY —_

tt
( ) |

 

   stial
TT COMMENTS

 

 STURE OF RESIDENT

 

 
 

‘SIGNATUREOF PERSON COMPLETING FORM

x

TITLE

     

 

LIC 601 (8/08) Personal Page tof 2



STATE OF CALIFORNIA — "AND HUMAN SERVICES AGEM CALIFORNIA DEPARTM” —_ ‘SOCIAL SERVICES
COMMUNITY ENSING DIVISION

PERSONALRIGHTS

ADULT COMMUNITY CAREFACILITIES

EXPLANATION: The California Code of Regulations, Title 22 requires that any person admitted to a facility must be
advised of his/her personal rights. Facilities are also required to post these rights in areas accessible to the public.

Consequently, this form is designed to meet both the needs of persons admitted to facilities and the facility owners who
are required to post these rights.

This form describes the personalrights to be afforded each person admitted to an adult community carefacility. The form

also provides the complaint procedures for the client and representative/conservator. The facility staff or client

representative must communicate these rights in a manner appropriatefor client's ability.

This form is to be reviewed, completed and signed by eachclient and/or each representative/conservator upon admission

ta thefacility. The client and/or representative/conservatoralso hastheright to receive a completed copyoftheoriginally

signed form. Theoriginal signed copy shall be retainedin the client's file which is maintained by thefacility.

TO: CLIENT OR AUTHORIZED REPRESENTATIVE:

Upon satisfactory andfull disclosure of the personal rights as explained, complete the following acknowledgment:

ACKNOWLEDGMENT:Atthe time of admission | have been personally advised of, and have received a copy of the

personal rights containedin the California Code of Regulations,Title 22.

 (PRINT THE NAMEOF THE FACILITY] (PRINT THE ADDRESS OF THE FACILITY)

CASA COLINA TRANSITIONAL LIVING CENTER 255 £. BONITAAVE. P
‘NAME:Moltor,caed MR#, 609-99-28

DOB: 3/26/1956 AGE.61 SEX:M

 

7

(SIGNATURE OF THE CLIENT) 7 a apo as

‘GIGNATURE OFTHE REPRESENTATIVECONSERVATOR) $$$4 eeeee

‘FinerTe REPRESETNECORSERATOR)

xX xX

 

 

(oaTe)

THE CLIENT AND/OR THE REPRESENTATIVE/CONSERVATOR HAS THE RIGHT TO BE INFORMED OF THE APPROPRIATE
LICENSING AGENCY TO CONTACT REGARDING COMPLAINTS. THIS AGENCYIS:

NAME

State State Dept ofSocial Services Community Care Licensing Div Los Angeles EastDist Office
ROORESS

1000 Corporate Center Dr. #500
city ~TaF CODE ‘AREA CODE/TELEPHONENUMBER

Monterrey Park, CA ___

|

91754 ( 323 ) 981-3300 

 

LIC 613 (12102) (Confidential) 29



 

AMBULATORYSTAT his person is ‘ory [3 nonambuls

 

‘Ambulatory meansable ... .emonstrate the mental a... physicalability to leave a vuilding without the assistanceof a person orthe use o1 a mechanical device
‘An ambulatory person mustbe able to do the following:
YES NO.
oot

oO
O Je

eae

Able to walkwithout any physical assistance(e.g, walker, crutches, other person), or able to walk with a cane.
Mentally and physically able to follow signals andinstructionsfor evacuation.

Able to use evacuation routesincludi rsifMecessary.
Ableto evacuate reasonably quickly (e.g., walk directly the route withouthesitation).

 

FUNCTIONAL CAPABILITIES (Check all items below)
 

YES NO

Oo
a ao

o
y
y
a

c
o
\
s
y
o
o
k

AOther: (Describe)

Active, requires no personalhelpofanykind - able to go up and downstairs easily

Active, but hasdifficulty climbing or descendingstairs

Usesbrace or crutch

Feeble or slow

Useswalker. If Yes, can getin and out unassisted? 0 Yes

Uses wheelchair. If Yes, can getin and out unassisted? O Yes

Requires grab bars in bathroom

 Acct:

SERVICES NEEDED (Check items and expiain) MRUN:
 

< m a
WN

2
o
a

y
o
o
y
o
k
o
a

x

K
N
y
o
y
y
o
k
o
\
s
o
i

o
z

Help in transferring in andout of bed and dressing

Te No

at No

MOLITOR, EDWARD

00680956 Tm: 517

609-99-28 ==
09/05/17 M 03/26/56 —_

ADMINSURE
 

 

Help with bathing, hair care, personal hygiene
 

Does client desire and is client capable of doing own personal laundry andother household tasks (specify)
Help with moving aboutthe facility
 

 

Help with eating (need for adaptive devicesor assistance from anotherperson)

 

Special diet/observation offood intake
 

 

Toileting, including assistance equipment, or assistance of anotherperson,
Continence,bowelor bladdercontrol. Are assistive devices such as a catheter required?

Help with medication
 

 

Needs special observation/nightsupervision (dueto confusion,forgetfulness, wandering)
Help in managing own cash resources
 

Help in participatingin activity programs.
 

 

Special medical attention
 

 

Assistance in incidental health and medical care
 

 

Other“Services Needed”not identified above
 

 

Is there any additionalinformation which would assistthefacility in determining applicant's suitability for admission?

If Yes,please attach comments on separate sheet.

 

      

 

ar
the bestof my knowledge; T (the above person) do notneed skilled nursing care.

edie
Sat(CLIENT)& "AUTHORIZED REPRESENTATIVE

gga<LedeLok

SEE LoLleEGZ

YAAbgll WY a

 

JOATE COMPLETED

nsa.



.cours ~ ~ : -
honcrseetarmkeont THANSITIONAL LIVING CENicR

HOUSE RULES

1. Phone hours are 8-9 am, 12-1 pm, and 3-10 pm daily. These hours include personal cell

phones.Clients utilizing the TLC telephoneare askedto limit their calls to 15 minutes per
hourto allow other clients access to the phones. Cell phones should be turned offduring

therapy sessions.

2. Visiting hoursare from 12-1 pm and 3-9 pm daily Monday through Friday, 12-9 pm
Saturday, and 10 am - 9 pm Sunday. Exceptions include family training when pre-arranged

with your case manager.

3. Client and family visitation is to take place in commonareas(e.g., the kitchen, the T.V.
rooms,the area by the fire place). Visiting in client bedroomsis not permitted without prior

approval from the program administrator.

4. Hours of operation for audio-visual (game consoles, iPads, tablets, TV’s, etc) and computer
equipmentinclude 8-9 am, 12-1 pm, and 3-9 pm daily with consideration ofyour roommate

and otherresidents. Use of such equipment after 9 pm will require headphones.

wn Snacks(e.g., pretzels, chips, candy, granola bars, etc.) may be kept in client roomsif sealed
in an airtight dated container and stored properly. Clients may haverefrigerated food stored
in an airtight container in the ADL refrigerator. This food mustbe labeled, dated, and

follow appropriate food storage guidelines. Foodthat is homemade or does not have an
expiration date must be consumed within three days ofbeing placedin the refrigerator. For

the safety of the client, staff retains the right to dispose of food not in compliance with the
food storage guidelines. All food items will need to be cleared by the nurseto ensure

compliance with prescribed diet.

6. Clients may not borrow,share, or give away money,cigarettes, or personal belongingsto

otherclients orstaff.

7. Meals are to be eaten in designated areas only, to include both ofthe dining rooms,the

tables in the recreation room,andtheoutside tables.

8. Daypasses and overnight passes musthave prior approval of yourtreatment team,

physician, and insurance company. Please check with your case manager regarding

approval.

9. Whenclients leave the facility, they must sign out and back in with the shift supervisor at

the main nurse’s station.If the client is unable to sign a family memberor other authorizec
individualby the client or family may do so.

10, Alcohol and illegal drugs are not permitted. All medications are to be kept in the nursing
station.

11. All medications are to be kept in the nursing station, including over the counter

medications. Please speak with Nursingif there are any questions.

45

51
7

0
3
/
2
6
/
5
6

MO
LI
TO
R,

ED
WA
RD

00
68
09
56

Tm
:

60
9-
99
-2
8

M

A
c
c
t
:

A
D
M
I
N
S
U
R
E

0
9
/
0
5
/
1
7

M
R
U
N
:



Casas TLC Apartment Agreement tor Clients

Apartment requirements are as follow:

Clients are responsible to consistently moat the team goals in the apartmentsetting.

All house rules for TLC residenceapply to the TLC apartments. (Refer to the house rules posted

within the apartment. These applyto allclients.)

Nopets are allowed.

Children are to be supervised by parents at all times and must not interfere with other clients.

The kitchenis for use ofthe client only - not families and friends.

Visiting hours are the same as for TLC residence.

Use ofthe shared space for the living room and kitchen will be limited to the hours of 7:00am to
10:00pm.

Clients are responsible for monitoring the noise levelat all times to be considerate ofother clients.

Homeskills are expected to be carried out as per the plan with OT. Housekeeping will NOTprovide
these services in the apartments.

Furniture or furnishings are not to be movedfrom the house.

Any violation of the house rules will result in violation and will result in an immediate eviction from
the apartment program.

‘You are responsible for your own laundry including linens and clothes.

Youare responsible for getting you own medicationat the nurse's station.

Agreed and understood__~“ Zz ot FIDE ZED.

pasFF

Witness: Medd ( Wy _

JO
oH

MOLITOR, EDWARD

Acct: 00680956 Tm: 517

MRUN : 609-99-28
09/05/17 M 03/26/56

ADMINSURE =!

48

 



fluid. Impression: 1) Rotator cuff tendinosis with superimposed focal full thickness non-retracted tear
distal supraspinatus tendon. 2) No labral injury.

12/18/17 — PTP’s PR-2 by David Smith, MD. Pt had not improved with extensive conservative tx. Dx:

Full-thickness RCT with retraction secondary to injury while on work duty, 05/23/17 with persistent

symptomatology. Plan: Requested R shoulder arthroscopy. Given Ibuprofen. Continue modified duty
with limited use of R arm.

01/18/18 - Outpatient Anesthesia Record at Anesthesia Service Med Grp.

01/18/18 — Prescription and Certification of Medical Necessity for Continuous Controlled Cold
Therapy by David Smith, MD. Requested Pneumatic intermittent compression device/cold therapy and

pad purchase.

01/18/18 - Operative Rpt by David Smith, MD at Otay Lakes Surgery Ctr. Pre/Post-op Dx: Internal
derangement R_ shoulder. Operative Procedure: Arthroscopy of R_ shoulder, debridement of

hypertrophic Synovitis with partial synovectomy in GH joint, debridement of anterior and superior

glenoid labral tears, arthroscopic subacromial decompression, R shoulder with anterior acromioplasty,
excision of distal clavicle R shoulder with at least 5 mm of clearance following excision, debridement
of partial RCT R shoulder.

01/22/18 - PTP’s PR-2 by Farzaneh Maghsoudy, MD. Pt was here for wound check and dressing

change. Pain 5-7/10. Pain was well controlled but was getting constipated. Tape site was itchy and red

over R chest wall (part of dressing). On 29th, pt would have suture removal and another recheck.
Woundwas irrigated with normal saline. Non-stick and dry sterile dressing was applied. Dx: Acute

postop pain of R shoulder. Plan: Take OTC Colace and/or Metamucil. Off duty until 01/29/18.

01/29/18 — PTP’s PR-2 by David Smith, MD. Complaints remain unchanged. Dx: S/p arthroscopy of R

shoulder 01/18/18. Sutures were removed. Recommended to begin PT. Given additional Norco. Off
duty until 02/12/18.

01/31/18 — Formal Appeal of Denial of Cold Therapy Unit Rental by Treating Physician by David

Smith, MD. It was commonpractice for postoperative shoulder arthroscopy patients to utilize a cold

therapy unit for 7 to 10 days. This was not a purchaseof the cold therapy unit, but rather a rental. The

use of the cold therapy unit significantly decreased swelling and pain, and postoperative rehabilitation
wasenhancedby the use of the cold therapy unit. Recommendedcold therapy unit rental be certified.

02/12/18 — Physician Progress Rpt by David Smith, MD. Complaints and Dx remains unchanged.Plan:
Recommendedto finish remaining sessions of PT. TTD.

03/12/18 — PTP’s PR-2 by David Smith, MD. Pt had been attending PT butstill not achieved FROM of

R shoulder. Dx remains unchanged. Plan: Recommended additional PT. TTD. Given Tramadol. TTD

until 03/26/18.

03/26/18 — Physician Progress Rpt by David Smith, MD. ROM was improving. Dx: 1) Incomplete

RCTY/rupture of R shoulder. 2) Other articular cartilage disorders, R shoulder. 3) Primary OA R
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ALICIA ZUNIGA CHAVARRIA vs. BALBOA MANUFACTORY CO. LLC

ADJ12051052, ADJ11666398WCABCase No.

Claim No.

OurFile No.

Date of Injury

Dear Dr. Wieseltier:

2019390993, 20173237654

145644

CT: 05/23/2017-05/30/2019, 05/23/2017

We sent you a jointly executed letter dated February 13, 2020 which provided further
diagnostics. For your convenience, the February 13, 2020 letter and diagnostic testing is
attached here.

In further response to the request in your mostrecent report of January 13, 2019 at page 5, we
attach the settlement agreement of November9, 2019 and a Description of Employee's Job
Duties (“Job Analysis”).

With respect to the attached Job Analysis, the applicant takes some exception to the description.
She would like you to considerherrecollection of her job duties which differ from the attached
Job Analysis as follows:

1. WALKING: The Job Analysis indicates 2-3 hours, but applicant asserts it was often 6
or more hours per day.

2. BENDING:The Job Analysis indicates "1 hourorless," but applicant asserts she was
often required to bend for 2-3 hours ona shift.

3. REACHING ABOVE THE SHOULDER:TheJob Analysis indicates "1-2 hours,"but the
applicant asserts she often did so for 2 or more hours ona shift.

 

4. PUSHING: The applicant asserts she pusheda cart for her entire shift.

5. OTHER: The applicantasserts that she was required to be in an environmentwith lot

LOS ANGELES ORANGE COUNTY SAN DIEGO CENTRAL COAST INLANO EMPIRE FRESNO

0 5"



 

Arrowhead Evaluation Services
RE: Alicia Zuniga Chavarria vs. Balboa Manufactory Co, LLC
April 9, 2020

Page 2

of dust, and the temperature often changed from "really hot"to "really cold”,

Thus,as there is somedifferences with respect to the attached Job Analysis and the applicant’s
recollection, the parties requestthatif the discrepancy would lead you to calculate a different
Whole Person Impairment, Apportionmentor Future Medical Care, then the parties ask that
you providealternative ratings. The trier of fact would then decide which factual scenariois
accurate.

Additionally, it does not appear that either party sent you the deposition transcript of the
applicant's deposition taken on September9, 2019.It may shed somelight on the applicant’s
job duties. A condensed version is attached here for your review.

  

  

Very truly yours, Very truly yours,

TOBIN * LUCKS LLP LAW OFFICESOF G. JOHN JANSEN
1 MacArthur Place, Suite 700 2114 N. Broadway, Suite 200
Santa Ana, CA 92707 Santa Ana,A 92706
(949) 476-9222 (714

bruce L.LV - Y ha C2)
By: CraigHoliday, Esq. v Oo ByG.John Jansen, Esq. oS

C_H:meo
Enclosure(s):

November9, 2018 Award and Stipulation with Request for Award
February 13, 2020 Correspondence to Harvey Wieseltier with diagnostic
Condensed deposition transcriptof Alicia Zuniga Chavarria Sept. 9, 2019
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i STATE OF CALIFORNIA
| DIVISION OF WORKERS' COMPENSATION |
| WORKERS' COMPENSATION APPEALS BOARD

STIPULATIONS WITH REQUEST FOR AWARD

aAo It16ELL 5 IY Dateof Injury 05/23/2017

Case No. MM/DDIYYYY

622433098 +

SSN (Numbers Only)

Venue Choice is based upon: (Completion of this section is required).

x Countyof residence of employee (Labor Code sectlon 5501 .5(a)(1) or(d).)

(Cj County where Injury occurred (Labor Code section 5501.8(a)(2) or (d).)

(] County ofprincipal place of business of employee's attorney (Labor Code section 5501 :5(a)(3) or (d).)

SbO

Select 3 Letter Office Code For Place/Venue of Hearing (From the Document Cover Sheet)

Applicant (Completion of this sectionis required)

ALICIA
First Name : Mi.

CHAVARRIA

Last Name V4

13792 HWY 8 BUSINESS SP #27
Address/PO Box (Please leave blank spaces between numbers, nares or words)

 

 

- EL CAJON CA 92021-1944

City State Zip Code

Employer #1 information (Completion of thissection is required)

x Insured : (J Seif-Insured oO Legally Uninsured - (2 Uninsured

BALBOA MANUFACTURING COMPANY—

Employer Name (Please leave blank spaces between numbers, names or words).

9401 WAPLES SUITE 120

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

SANDIEGO ; CA 92121

. State Zip CodeCity

COIEGOSr

[seReceivedon
DWC-WCABform 10214 (a)-1 Page 1 (Rev 4/2014)

NOV -5 2018

OY,
Qhpec’

  



| Insurance Carrler Information (if known andif applicable ~ Include even If carrier is adjusted by claims administrator)

EMPLOYERS ASSURANCE COMPANY .
Insurance Carrier Name (Please leave blank spaces between numbers, names or words) . .

PO BOX 32036 .
Insurance Carrier Street Address/PO Box (Please leave blank spaces between numbers, names or words)

 

 

 

 

 

LAKELAND FL 33802-

City — State Zip Code

Claims Administrator Information (if known andIf applicable) ——

EMPLOYERS ASSURANCE-GLENDALE

Name (Please leave blank spaces between numbers, names or words)

PO Box 32036 .
Street Address/PO Box (Please leave blank spaces between numbers, names or words)

LAKELAND FL 33802-2036

City . : State Zip Code

Employer #2 information (Completion of this section is required)

CJinsured DC Self-insured [7] Legally Uninsured (-] Uninsured

 

Employer Name (Please leave biank spaces between numbers, namesor words)

 

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

 

City State Zip Code

insurance Carrier information : ,
(if known and if applicable - include evenif carrier is adjusted by claims administrator)

 

Insurance Carrier Name (Please leave blank spaces between numbers, names or words)

 
Insurance Carrier Street Address/PO Box (Please leave blank spaces between numbers, namesor words)

 

City . State Zip Code

|
DWC-WCABform 10214 (a),- 1 Page 2 (Rev 4/2014) !



 

| Employer #4 information (Completion of this section is required)

CO Insured , C1 Self-Insured (J Legally Uninsured CJ Uninsured =

 

Employer Name(Please leave blank spaces between numbers, names or words}

 

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

 

City State Zip Code

Insurance Carrier Information
(if known and If applicable - Include even if carrier is adjusted by claims administrator)

 

Insurance Carrier Name (Please leave blank spaces between numbers, namesor words)

 

insurance Carrier Street Address/PO Box (Please leave blank spaces between numbers, names or words)

 

City : State Zip Code

Claims Administrator information (if known and if applicable)

 

Name (Please leave blank spaces between numbers, namesor words)

 

Street Address/PO Box (Please leave blank spaces between numbers, namesor words)

 

City State Zip Code
 

The parties hereto stipulate to the issuance of an Award and/or Order, based upon the following facts, and waive the
requirements of Labor Code section 5313:

4, ALICIA

Employees First Name
 

CHAVARRIA
 

Employees Last Name

 

 

bith date 08/24/1961
MM/DDAYYYY

while employed at_ BALBOA MANUFACTURING COMPANY ca
State

asa(n) BAGAND TAG LEAD
a4 .

 

Occupation . Group

DWC-WCABform 10214 (a) - 1 Page 4 (Rev 4/2014) |



[] More than 4 Companion Cases
x Specific Injury .

UNASSIGNED 05/23/2017  nae dion

Case Number1 () Cumulative injury (Start Date: (End Date:
, MM/DDNYYYY) MM/DDIYYYY)

(if Specific Injury, use the start date as the specific dateofinjury)

Body Part t; 459 Body Part 2: Body Pant 3:

Body Part 4: Other Body Parts:
 

C] Specific Injury

Case Number 2 [J Cumulative Injury (Start Date: , (End Date:
. MMIDDIYYYY) MM/DDIYYYY)

(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2: Body Part 3:

Body Part 4: Other Body Parts:
 

C] Specific Injury

Case Number3 [_] Cumulative Injury (Start Date: (End Date:
: —- MM/DDIYYYY) MMIDDIYYYY)

(If Specific Injury, use the start date as the specific date ofinjury)

Body Part 1: : Body Part 2: Body Part 3:

 

Body Part 4: Other Body Parts:

[7] Specific Injury

. Case Number 4 [7] Cumulative Injury (Start Date: . . - (End Date:
MM/DDIYYYY) MM/DDIVYYY)
(If Specific Injury, use the start date as the specific date of injury)

Body Part 1: Body Part 2; Body Part 3:

Body Part 4: Other Body Paris:
 

by the employer(s) and their insurer(s) listed above and who sustained injury(ies) arising out of and in the course of employment to

RIGHT SHOULDER
 

 (Please list all body parts injured)

DWC-WGCABform 10214 (a) - 7 Page 5 (Rev 4/2014) .
 
 



  

 

&

8, Any accrued claims for Labor Code section 5844 penalties are Included in this setflement unless expressly excluded,

§, Other stipulations:
 THE PARTIES WISH TO SETTLE THE CLAIMBASED ON THE PRIMARY TREATING PHYSICIAN
REPORT OF DR. SMITH DATED 7/16/18. THE CLAIMANT DOES NOT WISH TO PROCEED WITH A
PANEL QUALIFIED MEDICAL EVALUATOR.

THE CLAIMANT CONTINUES TO WORKHER USUAL AND CUSTOMARYJOB.

  
 

 
Dated £6/a1 /tols | (GhLoreena

*MM/DDIVYYYY Applicant

 Applicant's Attorney or Authorized Representative: _

LD Law Firmv/Atterney (3 Nan Attorney Representative +

N/A
First Narne

 Last Name

 
Firm Number

 Law Firm Name -

 Addrass/PO Box (Please leave blank spacas between numbers, names or words)

 

  

City State Zip Code

* Dated .
MM/DDAYYYY . Appileart Attorney Signature

| DWC-WCABfarm 10216 {a) - 1 Page 7 (Rev 472014) : -}~

 
 



 

  

 

a

— eee
Defendant's Attorney or Authorized Representative:

(2 Law Firm/Attorney x Non Attomey Representative

JOSIE

First Name

BRITO
Last Name

888-682-6671
Firm Nurnber

EMPLOYERS ASSURANCE-GLENDALE
Law Firm Name

P.O. BOX 32036 ‘ :
Addrass/PO Box (Please leave blank epaces between numbers, names or words)

LAKELAND
City

 

Defendant's Atterney or Authorized Representative:

(J Law Firm/Attomey (Cl Non Attorney Representative

FL 33802
State Zip Code

Dated 9 Lief201p | | Cyne bat
 j Defense Attorney Signature

 First Name

 Last Name

 Flem Nurnber

 Law Firm Name

 Address/PO Box (Please leave blank spaces between numbers, names or words)

 City

 

State Zip
Code

 

Dated :
. MM/DDIYYYY

DWC-WCABforn-10214 {a) - 1 Page B (Rev 4/2014)

 

Defense Attorney Signature
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surgery appointment. BPH with microcytic hematuria. Dx: 1) B/L carpal tunnel. 2) Pain in L hip.

Rx: Gabapentin, Simvastatin, Famotidine and Tamsulosin. Plan: D/c Terazosin. Continue

Tadalafil and Zocor. Given splints. Requested EMG/NCS. Advised heat/massage and stretching

exercises to L hip. Referred to Nutrition. Motivated to lose weight.

11/16/16 - X-ray of R Wrist by Cande Sridhar, MD at Mid-Valley CHC. Impression: Negative

appearing R wrist exam.

11/16/16 - X-ray of L Wrist by Cande Sridhar, MD at Mid-Valley CHC. Impression: Negative

appearing L wrist exam.

05/08/17 — F/u Visit by Yuliya Reznikova, NP. B/L hand pain and R foot pain 4/10. Intermittent

bothersome B/L N/T and burning, more at night. Using B/L wrist splints at night and taking

Neurontin with moderate relief. Symptomslately started getting worse, and now pain extendsto
upper arms and shoulders. Occasional R ankle edema and erythema with pain, currently no

symptoms. Dx: 1) Frequency of urination. 2) Ankle pain. Rx: Neurontin, Zocor. Plan:

Considered Hand/Plastic referral. Ordered labs. Continue meds.

06/16/17 - EMG/NCS by Mimi Lee, MD/Shri Mishra, MD at Olive View Med Ctr. Conclusion:

This was an abnormal study. There waselectrodiagnostic evidence of mild B/L mononeuropathy
at the wrists, left worse than the right with demyelinating features.

07/12/17 — Visit Note by Michelle Zaki, MD at Mid Valley CHC. R ankle pain 7/10. He has had
R ankle pain a few years ago, howeverit resolved on its own. Pain started in 03/2017. Pain

waxes and wanes, but is usually present and it sometimes swells to the size of a baseball. Tried

Diclofenac and it relieved his pain. PE: Mild edema over the lateral malleolus of RLE. 5 mm
lesion on scalp. Dx: R ankle pain. 2) B/L carpal tunnel. 3) Lesion of scalp. Rx: Diclofenac. Plan:

Ordered ankle x-ray. E-consulted Podiatry, Ortho hand and dermatology. Return precautions
given including inability to bear weight or walk.

07/18/17 - X-ray of R Ankle by Antoinette Roth, MD at Mid Valley CHC. Findings: There are

osteophytes extending off the medial malleolus, which may berelated to prior trauma. A small
ankle joint effusion is present. There is minimal calcaneal bone spurring. Impression: 1) No

evidence of acute fx or dislocation. 2) Chronic changes.

08/22/17 - Podiatry Consult by Aisha Ahmed, DPM/Scott Boynton, DPM at Olive View Med
Ctr. Chronic R ankle pain, worse with ROM,also hearsclick in the joint. PE: R Ankle: Mild pain

with passive ROM,limited comparedto contralateral side. Mild pain also with R STJ ROM.Dx:
R ankle pain likely due to underlying OCD medial talar plafond and minimalarthritic changes.

Plan: Prescribed ankle brace and recommended ankle high top shoes. Offered ankle injection, but

pt refused.

02/22/18 — Podiatry F/u Visit by Thomas Curtis, DPM/Tanler Volkmann, DPM at Olive View

Med Ctr. R ankle pain dueto talar dome. Pain with ambulation. Works as a waiter, on his feet
most of the day. Has to wear non-supportive boots at work. Did not get ankle brace last visit. Dx



surface. 2) Prominent os trigonum noted with minimal degenerative change between this

accessory ossicle and the posterior talus and also the adjacent calcaneus.

05/22/19 — F/u Visit by Yuliya Reznikova, NP. B/L hand N/T and burning. Diclofenac helps

with R ankle pain. Compliant with all meds. Dx remains unchanged. Plan: Continue wrist splint,
neurontin and Zocor. Orderedlabs.

08/08/19 — Podiatry F/u Visit by Reece Everson, DPM/Narek Garukyan, DPM at Olive View
Med Ctr. Constant R ankle pain 9/10. No longer wants to take Diclofenac because of renal

complications. Dx: Chronic R ankle pain due to medial talar OCD demonstrated on both MRI

and CT. Plan: Continue lace up ankle brace. Scheduled for surgery.

08/08/19 - Visit Note by Nirbhay Jain, MD at Olive View Med Ctr. Pt with EMG proven B/L

CTS. Hastried bracing in past with continual numbness, increasing weakness. PE: Tinel positive
over B/L cubital tunnel. Plan: Agreed not to pursue steroid injection. Recommended repeat

EMG/NCSto analyze possible B/L cubital tunnel syndromeas well as CTS.

08/15/19 - Urgent Care Note by Roy Harris, MD at Olive View Med Ctr. Total body join pain
for 3-4 yrs. CTS of hands have worsenedoverthe last month. PE: DIP joints with mild swelling

and subtle deformity on L 2nd digit. Dx: 1) Joint pain, h/o arthralgia r/o CTD. 2) CK mildly

elevated. Rx: Motrin, Flexeril and Lidocaine cream. Plan: Ordered labs and B/L hand x-rays.

Reduced Lipitor to QOD. Labs showed newly diagnosed Sjogren’s and will refer to
Rheumatology.

08/15/19 - X-ray of B/L Hand by Soni Chawla, MD at Olive View Med. Ctr. Impressions: 1)
Mild medial angulation at the DIP of the 2nd digits bilaterally. 2) Possible mild subluxation at
the IP joint of the R thumb. 3) Mild periarticular osteopenia considering technique. 4) No

significant degenerative changes. No evidence of any significant joint erosions. 5) No abnormal

soft tissue calcifications.

09/05/19 — Visit Note by Margarita Monterde, NP at Mid Valley CHC. B/L wrist pain 8/10 with

intermittent numbness. Also continues to c/o R ankle pain. PE: B/L PIP joint swelling and

positive Phalen’s test. Dx: 1) B/L carpal tunnel. 2) Pain in R ankle. 3) Positive Sjogren’s/ANA.

Plan: Ordered EMG/NCS.Referred to Rheumatology. Continue supportive treatment.

NOTE: Remainder of the record includes subpoena records, screening for adult immunization,

blank pages, home medication reconciliation/health maintenance, single assessment

sheet/multidisciplinary teaching record, vaccination detail, demographic sheet, visit for erectile
dysfunction, staying healthy assessment questionnaire, dysuria, sore throat and hyperlipidemia,

enlarged prostate, clinic tracking log, and laboratory reports.

JM/rpc
02/19/20



REVIEW of MEDICAL RECORDS

Iniguez, Roberto

DOB:05/01/1976

Pages Reviewed: 110

WCClaim Form dated 08/05/19 w/DOI: CT 04/01/00 — 08/05/19. Repetitive and continued use
to B/L hand, B/L wrist, fingers, B/L arm, B/L shoulder, R ankle, R knee and low back.

Application for Adjudication dated 08/09/19 w/DOI: CT 04/01/00 — 08/05/19. Repetitive and
continual use to B/L hand, B/L wrist, fingers, B/L arm, B/L shoulder, R ankle, R knee and low

back. Employed by La Golondrina as a Waiter Waitress Hotel Restaurant.

Deposition of Roberto Iniguez on 09/01/19.

Page-10 — Pt took Gabapentin, Zocor and Diclofenac in last 24 hours prescribed by primary

doctor, Dr. Julia Rosnikova at Mid Valley Clinic. Pages 11-15 — Gabapentin was for pain in
hands, Diclofenac was for pain and inflammation in ankle, Zocor was for cholesterol. Drove to

deposition. Filed WC claim because hands, R ankle, knee, low back, shoulders and neck were

hurting due to repetitive work. Duties were lifting heavy trays, grabbing beer pitchers, gathering
all dirty dishes from the patrons. Heaviest trays weighed 15 to 25 lbs. Lightest trays weighed 8
Ibs. Pages 16-20 — Pain in hands began in 2016. R ankle pain began 2-1/2 years ago. Pain in

neck, low back, shoulders began 6 months ago. Never reported injury to employer because was
seeing doctor and getting pain pills. Hands started to burn a lot with N/T and doctor told it was
work injury. Felt R ankle was goingto break. Felt throbbing pain in lower back. Felt heavy pain

in neck. Felt tingling and weakness in shoulders. Currently not working. Stopped working on

10/19/19 because primary doctor put on disability. Hired at La Golondrina on 04/01/00 as host.

Wasoff work around September 2019 for injuries. Also was off for some days because of pain in
foot, hands in mid 2019. Pages 21-25 —Became as waiter around 2005 or 2006. Was caregiver
for mom through IHSS 11 years ago. Currently being disabled stopped working for mom. Last

worked for mom on 10/19/19. As waiter, duties were to get food/beverage orders from people,

then had to pick them up, had to pick up dirty dishes after people were done eating and take the
trays to the back. At times when we did not have a busboy, had to clean up. Prior to La

Golondrina, worked at El Gallo Giro as cashier for 6 or 8 months. Duties were to do all setup in

restaurant, had to bring cushions for chairs and plastic for tables. Job required bending/lifting.
Pages 26-29 - Just applied cream for pain. Went to ER at Olive View Hospital in September

2019 because ankle/shoulders were hurting a lot and fingers felt very weak, they gave meds for

inflammation. Had chest reduction in 2004. Was seeing Dr. David Well and had another
appointment in 11/15/19. Pages 34, 35 — Used to go to movies for fun for about thrice a month.

Currently spent days in bed. Goes to grocery shopping with partner. Does household chores and

take out trash once a while. Was able to make beds, wash dishes, do laundry. Page 37 — Also had

varicose veins in L knee because of work.

JM/rpc
12/09/19



Arrowhead Evaluation Service

RE: Roberto Iniguez vs. La GolondrinaInc. (Corp.)

April 30, 2020
Page 2

MEDICAL REPORTS

B. Sam Tabibian, M.D.

David Jeffrey Weil, M.D.

WestStar/Samantha Correia, PT

WestStar/Kurt Burgcbardt, PT

Beverly Hills Medical Imaging

MEDICAL

DATED

3/18/20; 2/19/20; 2/13/20-EMG

12/20/19; 12/16/19-RFA; 11/29/19; 11/15/19;

10/18/19
3/9/20; 2/26/20; 2/24/20; 2/19/20; 2/17/20; 2/10/20

(3)
3/2/20 (3); 2/21/20; 2/12/20
1/29/20 (2) MRI-Joint Lower Extremity

MRI-LumbarSpine
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PHYSICAL MEDICINE INSTITUTE 14925 Burbank Blvd.

Behnam Sam Tabibian MD QME Sherman Oaks, CA 91411
Physical Medicine and Rehabilitation Phone:(818) 905-3355

Fax: (818) 905-0044

WORKSTATUS

Mar18, 2020

LA Golondrina Inc.

W 17 Olvera St.

Los Angeles, CA 90012

Next Level Administrators

PO Box 1061

Bradenton, FL 34206

PATIENT: Iniguez, Roberto
DATEOF INJURY: CT: 04/01/2000-08/05/2019 08/05/2019
CLAIM NO.: UW1900013388

The above nained patient is currently receiving medical treatinent in our office. His work
status is as follows:

Modified Work with the following restrictions:
No Heavy Pushing or Pulling over lbs,
Nolifting or carrying over 5 lbs,
Ability to sit and stand as neededto initigate pain.,
Avoid bending, stooping, twisting, turning, squatting and crouching Frequently,
Standing restrictions include preclusion froin continued walking or standing for longer than
15 minutes/hour.,

Patient is completely restricted froin climbing.,

Restricted froin repetitive gripping, grasping, squeezing, pinching, holding and torquing
using the both arins.,
TTD if no nod duty available,

Limited to sedentary light duty work.

Patients next appointinent date is on 05/06/2020 @ 01:15 PM

B. Sam Tabibian, MD, QME

Diplomate, American Board of

Physical Medicine and Rehabilitation
State of California License A61974
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 Behnam Sam Tabibian, MD QME
Physico! Medicine a Rehabilitation

February 19, 2020

Next Level Administrators

PO Box 1061

Bradenton, FL 34206

Sessoms Law Firm

Diallo-Alan Sessoms,Esquire
4944 Vineland Ave Ste 21

North Hollywood, CA 91601

PATIENT: Iniguez, Roberto

DATE OFINJURY: CT: 04/01/2000-08/ 05/2019

CLAIM NO.: UW1900013388

DATE OF EXAM: Feb 19, 2020

PRIMARY TREATING PHYSICIAN'S

PROGRESS REPORT (PR2) AND REQUEST FORAUTHORIZATION

INTERIM HISTORY:

The patient returns to this office today for follow upvisit. Since his last visit, he did start physical
therapy and also hadinjection to the right knee on January 29, 2020. Unfortunately, he said that
following the injection his right knee is worse. He has ongoing pain to the knee with difficulty,
walking, bending, stooping and squatting type of activities. Patient also has continued back pain

with difficulty bending, stooping and squatting, problem with sitting and laying down.Patient also

states ongoing shoulder pain with stiffness and soreness that also extends into his neck. Patient also
reports white ankle pain which is manageable. Patient does have numbnesstingling, weakness in
both hands. Patient reports that since his last visit, he did also undergo diagnostic testing including
MRIscans and nerve studies to be reviewed today. Patient states that he's currently not working.

Roberto Iniguez

14925 Burbank Boulevard, Sherman Oaks, CA91411 (P)818-905-3355 (F} 318-905-0044 backpainla.com



07/21/17 — PTP’s PR-2 by Farzaneh Maghsoudy, MD. Pt’s injury was 70% better. Pain 4/10. Dx

remains unchanged. Continue modified duty.

06/05/17-07/24/17 (12 visits) - PT Notes from U.S. HealthWorks. Pt completed 12 sessions of PT for

R shoulder. Decreased spasms on R scapular muscles.

07/28/17 — PTP’s PR-2 by Farzaneh Maghsoudy, MD. Pt’s injury was 75% better. R shoulder pain

3/10. Dx remains unchanged. Plan: Ordered acupuncture. Continue modified duty.

08/15/17 — PTP’s PR-2 by Ganna Breland, DO. Pt’s injury was 75% better. Pain 4/10. Dx remains

unchanged. Plan: Continue acupuncture therapy. Continue modified duty.

08/28/17 - PTP’s PR-2 by Farzaneh Maghsoudy, MD. Pain 3/10. Dx remains unchanged. Plan:

Continue acupuncture therapy. Referred to Ortho Dr. Smith on 09/11. Continue modified duty.

08/15/17-09/07/17 (6 visits) - Acupuncture Therapy Notes from U.S. HealthWorks. Completed 6 visits
of acupuncture therapy to R shoulder. Felt better overall. R shoulder still heavy and work with lifting.
Pain 2/10.

09/19/17 — Initial Comprehensive Ortho Med Eval by David Smith, MD at U.S. HealthWorks. DOI:

05/23/17. During the course of work duty, she began to experience considerable pain in R shoulder. X-

ray of R shoulder wasfelt to be within normal limits. Give anti-inflammatory and analgesic meds and

PT. C/o persistent pain in R shoulder. Weakness with lifting of her R arm above shoulderlevel. PE:
Painful ROM of R shoulder. Weakness with abduction and forward flexion in R shoulder. Positive

Drop Arm sign in R shoulder. X-ray of R shoulder on 05/25/17 reveal some mild degenerative changes
in AC joint but were otherwise within normal limits. Dx: R shoulder S/S secondary to repetitive use of

R arm while on work duty with persistent symptomatology despite activity modification, anti-
inflammatory meds, and PT with positive Drop Arm sign and passive ROM greater than active ROM.

Rx: Lodine. Plan: Requested MRI of R shoulder. Modified duty. Causation: Pt did sustain an injury to

R shoulder arising out of and caused by industrial exposure of 05/23/17.

10/17/17 — PTP’s PR-2 by David Smith, MD. Still had pain in R shoulder. Attempted to undergo MRI

scan of R shoulder but was severely claustrophobic and was unable to undergo the MRI scan. Dx:

Strain unspecified muscle/fascia/tendon at R shoulder/upper arm. Continue modified duty.

10/31/17 — PTP’s PR-2 by David Smith, MD. Pt would need to undergo MRI scan in an open MRI

scanner and given Valium to be taken prior to MRI scan. Dx remains unchanged. Plan: Recommended
to undergo open MRIscan of R shoulder. Continue modified duty.

12/15/17 - MRI of R shoulder w/o contrast by James Collins, MD at XDi Medical Diagnostic Imaging.
Findings: Rotator Cuff: Thickening with increased signal of supraspinatus and infraspinatus tendons.

Focal full thickness non-retracted tear leading edge distal supraspinatus with tendon gap of 10 mm.

Fluid extended into the subacromial subdeltoid bursa. Tear appears recent. AC Joint: Degenerative
changes AC joint with lateral downsloping of acromion with subacromial spurring. Physiologic joint



shoulder. 4) Synovitis and tenosynovitis, unspecified. Plan: Recommended to finish remaining PT

session. Off duty until 04/09/18.

04/09/18 — Physician Progress Rpt by David Smith, MD. Still had R shoulder pain and had not yet

achieved FROM of R shoulder. Dx remains unchanged. Rx: Flexeril. Plan: Recommended additional

PT. Continue modified duty at this time with no use of R arm. No overhead work and a 5 lbslifting
restriction.

05/21/18 — PTP’s PR-2 by David Smith, MD. Pain level was diminished with PT. Still had some

muscular spasm in her cervical and trapezius musculature on R side. Dx remains unchanged. Plan:
Recommendedto finish PT. Continue modified duty.

06/04/18 — PTP’s PR-2 by David Smith, MD. Complaints and Dx remains unchanged. Plan: Requested

additional PT. Regular duty.

07/03/18 — RFA by David Smith, MD. Requested other/cold therapy unit.

01/31/18-07/12/18 (30 visits) - PT Notes from U.S. HealthWorks. Completed 30 visits of PT to R

shoulder. Pt s/p R shoulder scope. Pt felt about 95% better. Still had c/o sore and stiffness. Needs more
PT.

07/16/18 - PTP’s P&S Rpt by David Smith, MD. DOI: 05/23/17. S/p arthroscopy on R shoulder on

01/18/18. She had now finished her course of PT and she had done well. Dx: 1) R shoulder S/S

secondary to repetitive use of R arm while on work duty with persistent symptomatology despite
activity modification, anti-inflammatory medication, and PT with positive drop arm sign and passive

ROM greater than active ROM. 2) Partial RCT, R shoulder secondary to injury while on work duty
05/23/17. 3) S/p arthroscopy of R shoulder 01/18/18. Causation: Pt did sustain an injury to R shoulder

arising out of and caused by the industrial exposure of 05/23/17. Apportionment was not a
consideration. Disability Status: Consider P&S. Impairment Rating: RUE 3% WPI. Functional

Capacity Assessment: Capable of performing her regular work duties. Future Medical Care: Physician

re-evaluation should her symptoms worsen.

12/03/18 — PTP’s PR-2 by David Smith, MD. Pt had been experiencing increased symptomatology in

her R shoulder. Dx: Recent worsening of symptomatology, R shoulder, secondary to repetitive use of

R arm while on work duty. Rx: Ibuprofen and Flexeril. Plan: Recommended PT. Modified duty
consisting of 10 Ib lifting restriction and limited overhead use of R arm.

01/08/19 — PTP’s PR-2 by David Smith, MD. C/o R shoulder pain. Dx remains unchanged. Plan:
Requested acupuncture therapy. Continue modified duty.

01/14/19 - Initial Visit by Woong Jeon, L.Ac. at New Life Acupuncture Clinic. C/o sharp, dull,
throbbing, burning, constant, frequent, intermittent, occasional R shoulder/neck pain, 8/10. Dx: R

shoulder pain, neck and migraine. Plan: Continue acupuncture.

03/25/19 — PTP’s PR-2 by David Smith, MD at CMC.Pt wasstill experiencing R shoulder pain. For

that reason, decreased her lifting restriction to 5 Ibs or less. Dx remains unchanged. Plan: Requested



 

Arrowhead Evaluation Services
RE: Alicia Zuniga Chavarria vs. Balboa Manufactory Co, LLC
April 9, 2020

Page 2

of dust, and the temperature often changed from "really hot"to "really cold”,

Thus,as there is somedifferences with respect to the attached Job Analysis and the applicant’s
recollection, the parties requestthatif the discrepancy would lead you to calculate a different
Whole Person Impairment, Apportionmentor Future Medical Care, then the parties ask that
you providealternative ratings. The trier of fact would then decide which factual scenariois
accurate.

Additionally, it does not appear that either party sent you the deposition transcript of the
applicant's deposition taken on September9, 2019.It may shed somelight on the applicant’s
job duties. A condensed version is attached here for your review.

  

  

Very truly yours, Very truly yours,

TOBIN * LUCKS LLP LAW OFFICESOF G. JOHN JANSEN
1 MacArthur Place, Suite 700 2114 N. Broadway, Suite 200
Santa Ana, CA 92707 Santa Ana,A 92706
(949) 476-9222 (714

bruce L.LV - Y ha C2)
By: CraigHoliday, Esq. v Oo ByG.John Jansen, Esq. oS

C_H:meo
Enclosure(s):

November9, 2018 Award and Stipulation with Request for Award
February 13, 2020 Correspondence to Harvey Wieseltier with diagnostic
Condensed deposition transcriptof Alicia Zuniga Chavarria Sept. 9, 2019



  

PROOF OF SERVICE

STATE OF CALIFORNIA, COUNTY OF ORANGE

Tam employed in the County of Orange, State of California. I am over the age of 18 and
nota party to the within action; my business address is 1 MacArthurPlace, Suite 700, Santa Ana,
CA 92707.

On May5, 2020, I served the foregoing document(s) described as

CORRESPONDENCE TO HARVEY R. WIESELTIER, M.D. DATED APRIL 9, 2020
NOVEMBER8, 2018 AWARD AND STIPULATION WITH REQUEST FOR AWARD
FEBRUARY13, 2020 CORRESPONDENCE TO HARVEY WIESELTIER, M.D. WITH

DIAGNOSTICS TESTING
CONDENSED DEPOSITION TRANSCRIPT OF ALICIA ZUNIGA CHAVARRIA DATED

SEPTEMBER8, 2019
ALICIA ZUNIGA CHAVARRIA VS. BALBOA MANUFACTORYCO., LLC

 

on the interested parties in this action by placing a true copy thereof enclosed in sealed envelopes
addressed asfollows:

VIA UPS Law Offices of G. John Jansen
Arrowhead Evaluation Services Attn: G. John Jansen, Esq.
Attn: Harvey R. Wieseltier, MD 2114 N. Broadway, Suite 200
1680 Plum Lane Santa Ana, CA 92706
Redlands, CA 92374

Employers Assurance Company - Glendale
Attn: Josie Brito
P.O. Box 32036
Lakeland, FL 33802

BY MAIL

Asfollows: I am "readily familiar" with the firm's practice of collection and processing
correspondence for mailing. Underthat practice it would be deposited with U.S. Postal Service
on that same day with postage thereon fully prepaid at Santa Ana, California in the ordinar
course of business. Iam aware that on motion of the party served, service is presumed invalid if
postal cancellation date or postage meter date is more than one day after date of deposit for
mailing in affidavit.

I declare, under penalty of perjury, under the lawsof the State of California that the above
is true and correct.

Executed on May 5, 2020, at Santa Ana, Califorpj  
 

Alicia Zuniga Chavarria v. Balboa Manufactory Co. LLC (#145644)

Claim No.: 2019390993, 20173237654  



i STATE OF CALIFORNIA
| DIVISION OF WORKERS' COMPENSATION |
| WORKERS' COMPENSATION APPEALS BOARD

STIPULATIONS WITH REQUEST FOR AWARD

aAo It16ELL 5 IY Dateof Injury 05/23/2017

Case No. MM/DDIYYYY

622433098 +

SSN (Numbers Only)

Venue Choice is based upon: (Completion of this section is required).

x Countyof residence of employee (Labor Code sectlon 5501 .5(a)(1) or(d).)

(Cj County where Injury occurred (Labor Code section 5501.8(a)(2) or (d).)

(] County ofprincipal place of business of employee's attorney (Labor Code section 5501 :5(a)(3) or (d).)

SbO

Select 3 Letter Office Code For Place/Venue of Hearing (From the Document Cover Sheet)

Applicant (Completion of this sectionis required)

ALICIA
First Name : Mi.

CHAVARRIA

Last Name V4

13792 HWY 8 BUSINESS SP #27
Address/PO Box (Please leave blank spaces between numbers, nares or words)

 

 

- EL CAJON CA 92021-1944

City State Zip Code

Employer #1 information (Completion of thissection is required)

x Insured : (J Seif-Insured oO Legally Uninsured - (2 Uninsured

BALBOA MANUFACTURING COMPANY—

Employer Name (Please leave blank spaces between numbers, names or words).

9401 WAPLES SUITE 120

Employer Street Address/PO Box (Please leave blank spaces between numbers, names or words)

SANDIEGO ; CA 92121

. State Zip CodeCity

COIEGOSr

[seReceivedon
DWC-WCABform 10214 (a)-1 Page 1 (Rev 4/2014)

NOV -5 2018

OY,
Qhpec’

  



From: 06/17/2019 13:16 #ess PsOsoross

    

educated    t. stable “CKDs$ condarytto,DM. GER >90 with increased microalbumin :

egardingHTN,diet and NSAIDavoidance
 

  Assessment : °::Body mass index(BMI) 29.0-29.9,adult (268.29), Controlled.
Provider Plan Pt. stable. Recommend decreasecalorie intake, low fat diet. Recommend daily exercise

routine. /
oday'sinstructions/:counselinginclude(s) Die ary Management éducation, ‘guidance,and
ounseling.Giving encouragementtoexercise .     

 

  

PlanOrders -   

 

  “Assessment "Tinnitus(H93.19), chronic
Provider Plan Moderate. Recommendover-the-counterLipoflavinoid Pius 2 tabs twice a day for 1 month,

then continue 1 tab twice a day. Referred to ENTforfurther eval. Pt to call office soonerif

_sx do notimproveorincreased hearingloss,dizziness, sudden numbness occurs.

“plan Orders ° *'Referrals: AudiologyClinic Desert Oasis Healthcare. Consult. **

  

Medications

Medications reviewed.

Medications (Addedor Continuedthis visit)

 

 

atorvastatin 20 mg tablet take 1 tablet by oral route taking as directed 04/11/2017 N

 

every day

tamsulosin 0.4 mg capsule take 1 capsule by oral route taking as directed 04/11/2017 N

every day 1/2 hourfollowing

the same meal each day
 

 

 

metformin ER 1,000 mg 24 hr take 1 tablet by oral route 2 04/11/2017 N

tablet,extended release times every day with the
evening meal

losartan 100 mgtablet take 1 tablet by oral route -_ taking as directed 04/11/2017 N

every day

Humulin 70/30 100 unit/mL inject by subcutaneousroute 50 taking as directed 03/30/2017 N
subcutaneous suspension units before breakfast and

30-35 units before dinner. (max

dose = 100 units/day)

insulin syringe-needle U-100 0.5 mL Use as directed with Novolin taking as directed 12/27/2016 N

31 gauge x 5/16" 70/30insulin.
 

 

    
 

 

 

Aspirin Low Dose 81 mg take 1 tablet by oral route taking as directed Y

tablet,delayed release every day

Medications (Stopped this visit) ;
Medication Nam Instructions Rx Commen
FreeStyle Freedom kit please dispense 1 meter for ptto test taking as directed

2-3xday

Document generated in NextGen EHR by Edith Gonzalez Werner on 04/24/2017 05:21 PM

Patient Name: DeSantiago, Rafael Provider. Edith Gonzalez Werner MD
D.O.B. 01/28/1943 D.O.S. 04/11/2017 12:00 PM
Person # 44001 Loc. Werner Gonzalez Medical Group

Page 6/7

WGF000035



From: 06/17/2019 13:16

FreeStyle Lite Strips Test 2-3 times daily.

lancets

taking as directed

test blood sugar 2-3 times daily. taking as directed

The patient was checked outat 3:06 PM byIsabel Zaragoza.

Electronically signed by Edith Gonzalez Werner MD on 04/24/2017 05:21 PM

#038 P.031/044

 
Document generated in NextGen EHR by Edith Gonzalez Werner on 04/24/2017 05:21 PM

Patient Name: De Santiago, Rafael Provider: Edith Gonzalez Werner MD

D.O.B. 01/28/1943 DOS. 04/11/2017 12:00 PM

Person # 44001 Loc. Werner Gonzalez Medical Group
Page 7/7

WGF000036
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Patient Name: DE SANTIAGO, RAFAEL

Date of Birth: 01/28/1943

Exam Date: 04/25/2019
Performed at: Desert Advanced Imaging Indio
81880 Doctor Carreron Blvd.
Suite A-102

Indio,CA 92201

EXAM: X-RAY BILATERAL KNEES, 3 VIEWS EACH

HISTORY: Knee pain

COMPARISON: None available.

TECHNIQUE: Three views of the bilateral knees were obtained.

FINDINGS:

The bony structures are unremarkable. There is no evidence of fracture. There is
no evidence of lytic or blastic lesions.

There is minimal bilateral knee degenerative joint disease. There is normal
alignment. There is no subluxation or dislocation.

There is no focal soft tissue swelling. No abnormal calcific densities are
appreciated.

IMPRESSION:

1. Minimal bilateral degenerative joint disease.

IF THE REFERRING PHYSICIAN WOULD LIKE TO SPEAK TO THE INTERPRETING RADIOLOGIST,
PLEASE CALL 951-238-6046.

Dictated by: Danh Nguyen MD
ELECTRONICALLY SIGNED ON: 04/27/2019

WGF000038



From: 06/17/2019 13:18 #038 P.040/044 ee

Powered by GoldFax 11/13/2018 15:01 Page 2/2

RetinaVue® Care Delivery Model Diagnostic Report

Professional Medical Service

   
Name: De Santiago, Rafael ExamDate: 10/25/2018

Medical Record Number: 147971 Submission Date: 10/31/2018 6:23:

Date of Birth: 1/28/1943 Report Date: 11/9/2018

Referting Physician: Marc Hoffing, MD Exam [D: 353265

Referring Clinic: Clinical Performance And Outcomes
ete

  
  

Fundus Photograph of Right Eys (0D):   

  Diagnosis for Left Eye (0S): Diagnosis for Right Eye (OD):

Image inadequate for assessmentof retinal No diabetic retinopathy
pathology

  
    ICD-10 DiagnosisCodes:

Image inadequate for assessment 11.9 Type 2 diabetes mellitus without complications

   
One or more images were inadequate to assess the presence of retinal pathology.Dilation might be required to
acquire betier quality images. Please reacquire images after applicationofdilation drops or refer the patient to an
Optometrist/ophthalmologistfor a dilated exam.

 

No DR OD.blurry image 0S

Con, (Ch Bren
Reviewing Physician: Ashley Alden, OD bay fret
CA License Number: OPT335361LG WelchAllyn:

This report specifies the presence ofdisease in the posteriorpole of the retina for diagnostic, management and referral purposes. It does not take the place of @
requiar eye examination for the purpase ofassessing the presence of giacoma, cataract, anterior sagment diseases, peripheral retina disease or otherpossible
vision threetaring conditions. For custamersupport, plaose cali 2-566-422-2220 Opt #2

 
Name: De Santiago, Rafael DQRQHeRIESS Date:



From: 06/17/2019 13:19 #038 P.041/044

Desert Advanced bmaging Indio

Coesert Advanced Imaging eeennSareea Bivd. Suite A-102

Phone: (760) 863-3857
A RadNetimaging Center Fax: (780) 863-5249

Ordered By

DE SANTIAGO, RAFAEL CAROLYAGHER, PAC
MRN: 101912BR1 47250 WASHINTON ST, STE A
DOB: 01-28-1943 Sex: M LA QUINTA CA, 92274
Phone:(700) 863-1159

FAX: (760) 564-8581
Date of Service: 06-07-2019

EXAM: X-RAY BILATERALANKLE,MINIMUM3 VIEWS

HISTORY;Bilateral ankle pain

COMPARISON:Noneavailable.

TECHNIQUE:Three views ware obtained.

FINDINGS:

The bony structures are unremarkable, There is no evidence offracture. There is no evidence oflytic or blastic
lesions, There are small bilateral plantar caleaneal spurs,

Thejomt space is well preserved. There is normal alignment. There is no subluxation or dislocation.

There is no focal soft tineuc swelling. No abnormalcalcific densities are approciated.
ey

IMPRESSION: ‘ e

1. Small bilateral plantar calcanealepurs, 0 Le

IF THE REFERRINGPHYSICIANWOULD LIKETO SPEAKTOTHEINTERPRETING RADIOLOGIST,
PLEASE CALL 951-238-6046.  End ofdingnastic report for accession: 19252512

Dictated: 06-08-2019 9:19:45 AM
Electronically Signed By: Nguyen, Danh T, MD 06-08-2019 9:19:45 AM °

Confidential

Name: De Santiago, Rafael DQAHBRIAD Date:



From: OS/1772018 ASS ose ee0Ntos a

pa Desert Advanced Imaging Indio
: 81880 Doctor Carreron Blvd. Sulte A-102CDesert Advanced Imaging ndesezo

‘ hone: (780)
A RadNet Imaging Center Fax: (760) 863-5249

Ordered By
DG SANTIAGO, RAFAEL CAROLYAGHER, PAC
MRN: 101912BRt 47250 WIASHINTON ST, STE A
DOB: 01-28-1943 Sex: M LA QUINTA CA, 92274
Phone:{760) 863-1159

Date of Service: 06-07-2019 EAL CEPR

EXAM: X-RAY BILATERAL FOOT, MINIMUM3 VIEWS

HISTORY:Bilateral foot pain

COMPARISON:None availabie.

TECHNIQUE: Three views were obtained.

FINDINGS:

Thebony structures are unremarkable. There is no evidence offracture. Thereis no evidence oflytic or blastic
kesiom. There are small bilateral plantar calcaneal spurs.

Thejoint space is well preserved, Thece is normal alignmant. Thersis no subluxation ot dislocation.

There is no focal soft tissue swelling. No abnocmatcalcific derwitics are appreciated,

IMPRESSION:
1, Small bilateral plantar calcancal spurs.

If THEREFERRING PHYSICIANWOULDLIKE TO SPEAKTOTHE INTERPRETINGRADIOLOGIST,
PLEASE CALL 951-238-6046.

Ené of diagnostic report for accession: 19252511

Dixtated: 06-08-2019 9:20:18 AM
Electronically Signed By: Nguyen, Dinh T, MD 06-08-2019 9:20:18 AM

Confidential —
ee me meeeem me we we tee = awe
 

 

Name: De Santiago, Rafael DQRAHBRGAA Date:



From:

‘Signed By: Gonzalez Werner, Edith MD 09/27/2017 02:48:45 PMya-art Advanced Imaging Bermuda

Dunesiv +

€Desert Advanced Imaging 41120 Washington Blvd.
~ * Bermuda Dunes, CA 92203
A RadNet Imaging Center Phone:(760) 200-4168

Fax: (760) 200-4387

 

Ordered By

DE SANTIAGO, RAFAEL EDITH GONZALEZ-WERNER, MD
MRN: 101912BR1 47250 WASHINGTONST, STE A
DOB:01-28-1943 Sex: M LA QUINTA CA, 92253
Phone:(760) 863-1159

Date of Service: 09-20-2017 sia senails

EXAM: X-RAY LUMBAR SPINE, 2 OR 3 VIEWS

HISTORY:Lowback pain.

TECHNIQUE:3 views.

COMPARISON:None available.

FINDINGS:
A minimal scoliosis convex right is noted, Lateral alignment is within normallimits.
Lumbarinterspaces are well-maintained with minor degenerative changes anteriorlyat the lower lumbarlevels
L4-S1.
There is arthritic disease offacetjoints atall levels especially 1.3-LS.
Noacute fracture.
SIjoints and soft tissues within normallimits.

IMPRESSION:
Minimal lumbarscoliosis.
There is degenerative change atthe all lumbar levels most pronounced at L4-S1 withoutsignificant disc space
narrowing. See above.

End ofdiagnostic report for accession: 11851836

 

Dictated: 09-22-2017 11:07:39 AM

Dictated By: Thayer, Joel H, MD

Signed By: Thayer, Joel H, MD 09-22-2017 11:07:39 AM

Confidential
Patient: DE SANTIAGO, RAFAEL DOB: 01-28-1943 Page 10f4

06/17/2019 13:20 #038 P.043/044

 

Name:De Santiago, Rafael DOBRUERABO . Date:



06/17/2019 13:20 #038 P.044/044

lly Signed By: Gonzalez Werner, Edith MD 09/27/2017 02:48:00 Peasert Advanced Imaging Bermuda

DunesCDDesert Advanced Imaging 41120 Washington Biv.
Bermuda Dunes, CA 92203

 ARadNet Imaging Center Phone: (760) 200-4168
Fax: (760) 200-4387

 

Ordered By

DE SANTIAGO, RAFAEL EDITH GONZALEZ-WERNER, MD
MRN: 101912BR1 47250 WASHINGTONST, STE A
DOB: 01-28-1943 Sex: M LA QUINTACA, 92253
Phone:(760) 863-1159

Date of Service: 09-20-2017 EELeae

EXAM: X-RAY CHEST,PA AND LATERAL

HISTORY:Cardiopulmonaryevaluation.

TECHNIQUE:PAand lateral views.

COMPARISON:2/4/2014.

FINDINGS:The bony thorax appears intact.

The lungs are clear and show a normalvascular pattern.

There is no evidence ofpleural effusion.

The heart and mediastinum are within normallimits for age.

Nochange from prior study.

IMPRESSION:

There is no evidence of active intrathoracic disease.

End ofdiagnostic report for accession: 11851835

Dictated: 09-20-2017 5:28:09 PM

Dictated By: Thayer, Joe] H, MD

Signed By: Thayer, Joel H, MD 09-20-2017 5:28:09 PM

Confidential

Patient: DE SANTIAGO, RAFAEL DOB: 01-28-1943 Page 1 of 1
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From: ienhene

Page | of 3

Werner Gonzalez Medical Group De Santiago, Rafael

47250 Washington St 82193 Kenner St

La Quinta, CA, 922532105 Indio, CA, 92201

Person #: 44001

Sex:M

DOB: 01/28/1943

Ordering: Gonzalez Werner MD, Edith Performing #: LabCorp Location: Werner Gonzalez Medical

Group

Tests Ordered : Urinalysis, Routine (003038), Urine Culture, Routine (008847)

Urine Culture, Routine (Collection Date: 07/13/2018 17:03, Status: Final)

Performed At: SO, LabCorp San Diego

13112 Evening Creek Dr So Ste 200, San Diego, CA, 921284108

Jenny, Galloway, MD, Phone: 8586683700

Component Result Units Flag Range Comment

Result 1 Comment A Beta hemolytic

Streptococcus,

group B

25, 000-50, 000

colony forming

units per mL

Penicillin and

ampicillin are

drugs of

choice for

treatment of

beta-hemolytic

streptococcal

infections.

Susceptibility

testing of

penicillins

and other beta-

lactam agents

approved by

the FDA for

treatment of

beta-hemolytic

streptococcal

infections

need not be

performed

routinely

because

nonsusceptible

isolates are

extremely

 

Patient: De Santiago, Rafael , DOB: 1/28/1943

WGF000045
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From:

Page 2 of 3

rare in any

beta-hemolytic

streptococcus

and have not

been reported

for

Streptococcus

pyogenes

(group A).

(CLSI 2011)

Urine Culture, Routine Final A

report

Microscopic Examination (Collection Date: 07/13/2018 17:03,Status:Final)
Performed At: SO, LabCorp San Diego

13112 Evening Creek Dr So Ste 200, San Diego, CA, 921284108

Jenny, Galloway, MD, Phone: 8586683700

 

Component Result Units Flag Range Comment

Bacteria Few None seen/Few

Cast Type

Casts

Comment

Crystal Type

Crystals

Epithelial Cells (non renal) None /hpf 0-10

seen

Epithelial Cells (renal)

Mucus Threads Present NotEstab.

RBC 0-2 /hpf 0-2

Trichomonas

WBC 0-S /bpf 0-5

Yeast

Urinalysis, Routine (Collection Date: 07/13/2018 17:03, Status: Final

noemailémydohc.com

Performed At: SO, LabCorp San Diego

13112 Evening Creek Dr So Ste 200, San Diego, CA, 921284108

Jenny, Galloway, MD, Phone: 8586683700

 

Component Result Units Flag Range Comment

Appearance Clear _ Clear

Bilirubin Negative Negative

Glucose 3+ A Negative

Ketones Trace A Negative

Microscopic Examination See

below:

Nitrite, Urine Negative Negative

Occult Blood Negative Negative

pH 5.0 5.0-7.5

 

Patient: De Santiago, Rafael , DOB: 1/28/1943

WGF000046



From: 06/17/2019 13:17  

Page 3 of3

Protein it A Negative/Trace Urine tubes

with

preservative

submitted

for

urinalysis

which are

not

adequately

filled may

give

falsely

elevated

protein.

Specific Gravity A 1.005-1.030

eel O35

Urine-Color Yellow - Yellow

Urobilinogen,Semi-Qn 0.2 meg/db 0.2-1.0

WBCEsterase Negative Negative

 

Patient: De Santiago, Rafael , DOB: 1/28/1943

WGF000047
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From: . ee ee aon

Page | of 3

Werner Gonzalez Medical Group De Santiago,Rafael
47250 Washington St 82193 Kenner St

La Quinta, CA, 922532105 Indio, CA, 92201

Person #: 44001

Sex:M
DOB; 01/28/1943

Ordering: Gonzalez Werner MD, Edith Performing #: LabCorp Location: Werner Gonzalez Medical Group

Tests Ordered : Comp. Metabolic Panel(14) {322000), Lipid Panel (303756), CBC With Differential/Platelet (005009), TSH {004259}, Microalb/Creat Ratlo, Randm Ur (240285), Vitamin B22 & F
olate (000810), Prostate-Specific Ag, Serum (010322), Vitamin D, 25-Hydroxy (081950), Hemoglobin Ac (001453), GFR, Estimated (100768), PTH,Intact {015610}, Vitamin B1 (Thiamine), Bloo

4 (121186)
 

scular te: 07:48, Status: Fi
Partormesi At: LITTL, rporat ion
2250 @ast Campbell Pa Chicago, I, 696123

 

  

  

 

John, Aspiin, Mi, Phone: | 30600

Component Result Units Flag Range Comment

interpretation Note Supplemental report is avaitable.
POF Image ‘

tact ion Date; 62/05/2019 07: tus: 1}

Performed At: 30, LabCorp San Diego
33212 Evening Creek fe go Ste 200, Sam Diews, CA, 421264202

  

 

denny, Galloway, M2, Phone: 8536683700

Component Result Units Flag Range Comment

PTH,intact 31 pesmi 15-65

(Collection
Performed At: BN, LabCorp Burlington

7 York Cour iingten,
Saniai, Nagendra, MB, Phone: 827924344

     144 o bur

  

 

 

Component Result Units Flag Range
Vit. 81, Whole Blood 133.2 nmol/L 665-2009

Vitamin 25-Hydrox fon Date: 9 07: Final
   Performed At: SO, cabCorp San Bieys

A321] Evening Creek Pr So Sle 26 San Diego, ci
Jenny, Galloway, MD, Phone: &596693700

     

  

    

 

 

   

  
     

   

   

   

Component Result Units Flag __Range

Vitamin D, 25-Hydroxy 28.2 ngfmi L 30.0-100.0 iency has been defined by the Uistitare

and ar Endvcrice s:

docr ine Society went on te further gel.

insufficiency as a level bet nm 2} and 2¢

i i t 2 of Medicines vietacy

for calelum and b, inaton De: The

National Academies Press.
2. Meiick Mi Binktey Ne, Bischosl tari Wa, et at.

Fvaluati treatmeic, and peevealion of vitamin b

deficiency: an Endocrine Saciety clinical practice

gui 8

te-' im {Coli ite: 02/05/2019 07:48, Status: Fit

 

   

 

T3LL2 kvent 0G, San Diego, CA,

 

 

Jepny,

Component Result Units Flag Range Comment
Prostate Specific Ag, Serum 22 ngfmi 0.0-4.0 Roche SCLIA methodology.

  

 

ne AVA dufines biochem:

BEA v. 2 ug/ml, reater forlowed by ¢
PSA value 0.2 ng/mL or greater.

8 Obtained with different assay methods or kits

interchangeably. Kesuits cannet be Loterpreted as al

ef the presence or absence ef mali

    
        

  

  

Patient: De Santiago. Rafael ,DOB: 1/28/1943

WGF000048



From: 06/17/2019 13:17 #038 P.036/044
 

Page 2 of 3

[Coltection Date: 02, 119 OF: ‘Si Final)

Performed At: 30, LabCorp San Diego

Evening Creex Er So Ste 208, San Liege, CA, 921284108

Jenry, Gaiioway, MD, Phone: 8586683700

  

 

    

 

  

Component Result Units Flag Range Comment

TSH 1.580 ulU/mL 0.450-4.500

mogl oll ie As i.

Pecformed At: SO, LabCorp Sun Diego

W3IL2 ez ing Creek Dr So Ste Diego, CA, 321284208

Jenny, Galloway, Ml, Phone: 9586693709

‘Component Result Units Flag Range Comment

Hemoglobin Alc 123 % H 48-56

Prediaber 5.7 - 6.4

Diabete: >b.d

Glycemic control for aduits with diabetes:

$7.0

min B12 lection Date: 02/ 9 07: : Firal)
Performed Att $0, habCocy gan viegs
33112 Evening Cree te 208,

Lowaye

 

 an Diego, CA, 921284105

eo

 

  

   
Component Result Units Flag Range

Folate (Folic Acid), Serum 18.4 ng/mu 23.0 of less than 3,h og/mb ia

Seal deficiency.
Vitamin B12 634 pg/mi 232-1245

i [Con re; 02/05/201: Fl ytus:Final

$0, LabCorp San Dieyo

$0 Ste 206, Sac Diego, CA, 922284108
Jenny, Galloway, MD, Phone: 8586@3750

 

    

 

   

Component Result Units Flag Range Comment

Alb/Creat Ratio 103.0 me/gcreat €.0-30.0 Normal:
Q.5 - 36.0

oG - 360.0
Glinieai

>t

Albumin, Urine 115.3 ug/mL Not Estab,

Creatinine, Urine 111.3 mg/dl. Not Estab,

02/05/2019

    

   

Merformes At: SQ, LabCorp
Evening Creck Br go

Jenny, Gallawiy, MD,
  an Diegs, TA, 92ish4ice

 

Component Result Units Flag Range Comment
Cholesterol, Total 134 me/d 100-199

Comment:
‘HDI Cholesterol 4a me/dy 239

LDL Cholesterol Cate 79 me/dt 0.99
Triglycerides 61 me/dt 0149

VLDL Cholesterol Cal 2 me/dL 5-40

inal]

  
 

Component Result Units Flag Range Comment

A/GRatio 14 1.22.2
Albumin 37 e/a 35-48
Alkaline Phosphatase 11a WA 39-117

ALT (SGPT? 28 \u/L 0-46

AST (SGOT} 23 uf 0-40
Bilirubin, Total 0.6 mest 0.0-4.2
BUN 22 mefdt 8-27
BUN/Creatinine Ratio 18 10-24
Calcium 87 me/di 86-10.2
Carbon Dioxide,Total 22 romoi/L 20-29

Chloride 196 mmol/L 96-106
Creatinine 0.67 mg/dL L 0.76-1.27

GFR If Africn Am 108 mbfmin/2.73 239
GFR If NonAfricn Am 93 ralfminf4.73 258
Globulin, Total 26 e/a 15-45
Glucose 135 g/dl. 4 65.99
Potassium 40 menei/t 3.5-5.2

Patient: De Santiago, Rafael , DOB: 1/28/1943

WGF000049



   

 

  

  

  

#038 P.037/044

 

06/17/2019 13:18
From: hac .

Page 3 of 3

Protein, Total 63 ect 6.08.5
Sedium 142 mmei/L 134-144

oe Pla i
NOEMATLEMYBOHC. COM
Performed Ar; SC, LabCorp biego

13112 Evening Creek Lr So
Jerny, Galloway, MD, Phone:

Component Result Units Flag Range Comment

Baso (Absolute) 00 *10E3/uL 0.0-0.2

Basos oO * Not Estab.

Eos 1 % Not Estab.
Eos (Absolute) O41 1OES/ub 0.0.0.4
Hematocrit 43.7 * 37.5-51.0
Hematology Comments:
Hemoglobin 144 e/dt 13.0-27.7
Immature Cells
Immature Grans (Abs) 0.0 x10E3/uL 0.0-0.1

Immature Granulocytes ° » Not Estab.

Lymphs 33 * Not Estab, -

Lymphs(Absolute) 16 x10E3/ub 07-31
MCH 31.4 pe 26,6-33.0
McHe 33.0 @/dt 31.5-35.7
mcv 95 ft 79-97
Monocytes 9 % Not Estab.
Monocytes{Absolute} 04 x2CE3/uL 0.10.9

Neutrophils 37 % Not Estab.

Neutrophi's (Absolute) 27 xA0E3/ul 147.0
NRBC
Platelets 163 xAOE3ful 150-379
Rec 459 *10E6/uL. 4.145.830

ROW 13.2 % 12.3-15.4
wec 48 XIOES/ut 3.4-10.8

 

Patient: De Santiago, Rafael , DOB: 1/28/1943
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From: 06/17/2019 18:18 O88OSetOeFos shi

Powered by GoldFax 11/13/2018 15:01 , Page 1/2

Fax Cover Page

To: Edith Gonzalez-Werner, MD

Company: Werner Gonzalez Family Practice

Address: 47250 Washington St
Fax Number: 1-760-564-8581

From: JMONTES

Address:

Fax Number:
Voice Phone:

E-Mail:

Date: 11/13/2018
Time: 15:01:49

Pages: 2

Subject: Re: De Santiago, Rafael

Message:

CONFIDENTIALITY STATEMENT: Materials enclosed with this facsimile transmission are
private and confidential, and are the property of the sender. The information
contained in this material is privileged, and is intended only for the use of the
individual(s) or entity(ies) named above. If you are not the intended recipient, be

advised that any unauthorized disclosure, copying, distribution, or the taking of
any action in reliance on the contents of this information is strictly prohibited.
If you have received this facsimile transmission in error, please immediately notify
us by telephone to arrange for return of the forwarded documents.

 
Name: De Santiago, Rafael DQHAECBHGSD Date:
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