
 

13925 Whittier Blvd. 
Whittier, CA 90605 
Tel: (562) 696-1181 
Fax: (562) 945-0663 

www.arslegal.com 

Record Review 
 
 

Name  :   
Employer  :  Vallejo Fire Department 
WCAB/ADJ # :   
ARS Invoice # :  450603-01 
Copy Location :  Walnut Creek Orthopedics & Sports Medicine  
                               – William B. Workman, M.D. 
Date of Injury :         © 2009 ARS 
             
Date Review 
10/05/2009 
Page 0015 

Doctor’s First Report of Occupational Injury or Illness  
-  Jeffrey Gao, MD 
HISTORY: Patient tripped and fell over uneven pavement and strained 
left knee.  
 
SUBJECTIVE COMPLAINT: Knee problem.  
 
DIAGNOSIS: Contusion of knee.  
 
TREATMENT: Xray of knee. Ibuprofen. Neoprene. Cane.  

The order in which the records have been copied may have been changed to provide you with the sequence 
of medical treatment then followed by all other documents in the file. Please review all records carefully.



 
Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury:       © 2009 ARS 
 
Date Review 
11/25/2009 
Page 0024 

Progress Report -  Jeffrey Gao, MD 
SUBJECTIVE COMPLAINT: Knee problem.  
 
DIAGNOSES: 
1. Sprain/strain, knee/left.  
2. Contusion of knee.  
 
PLAN: PT. HEP. Ice. Heat. Follow-up.  
 
WORK STATUS: Modified duty.  

01/07/2010 
Page 0026 

Progress Report -  Jeffrey Gao, MD 
SUBJECTIVE COMPLAINT: Recheck of left knee.  
 
DIAGNOSES: 
1. Sprain/strain, knee/left.  
2. Contusion of knee.  
 
PLAN: HEP. Support.  
 
WORK STATUS: Modified work.  

01/15/2010 
Page 0208 

Radiology -  Vallejo Open MRI 
MRI LEFT KNEE WITHOUT CONTRAST 
 
IMPRESSION: 
1. Abnormal lateral meniscus. Findings may correspond to extensive 

lateral meniscus tear involving the posterior and anterior horns.  
2. Mild sprain, medial collateral ligament.  
3. Tricompartmental degenerative osteoarthritis with grade 3-4 changes 

of chondromalacia primarily involving the anteroinferior aspect of the 
lateral femoral condyle and superior aspect of the lateral tibial plateau.  

Page 2 of 9



 
Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury: 10/03/2009; 02/15/2014; CT: 02/15/2013 – 02/15/2014      © 2009 ARS 
 
Date Review 
02/25/2010 
Page 0069 

Medical Report -  William Workman, MD 
HISTORY: Patient was fitting a fire on 10/03/2009 and fell onto concrete 
once and then fell several more times in a hallway while trying to rescue 
a person from home. Has been having pain in the knee.  
 
IMPRESSION: Probable lateral meniscus tear.  
 
PLAN: Physical therapy. Arthroscopy with partial lateral meniscectomy. 
Preop appointment.  

03/29/2010 
Page 0072 

Medical Report -  William Workman, MD 
HISTORY: Patient has continued left knee pain for 6 months. Patient 
presented for preoperative history and physical examination.  
 
IMPRESSION: Left knee pain, most likely meniscus tear. 
 
PLAN: Left knee arthroscopic partial lateral meniscectomy.  

03/31/2010 
Page 0201 

Operative Report -  William Workman, MD 
PREOPERATIVE DIAGNOSIS: Left knee lateral meniscus tear.  
 
POSTOPERATIVE DIAGNOSIS: Left knee lateral meniscus tear. 
 
OPERATION: Left knee arthroscopy with partial lateral meniscectomy.  

04/06/2010 
Page 0091 

PT Notes -  Shivani Mehta, MPT 
DIAGNOSIS: Tear lat menisc knee-cur.  
 
HISTORY: Patient presented s/p left partial menisectomy with complaints 
of abnormal gait pattern, limited ROM, decrease quad and hamstring 
strength, quadriceps muscle tightness, increased edema formation, 
increased pain levels and inability to perform all functional and vocational 
tasks. 
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury: 10/03/2009; 02/15/2014; CT: 02/15/2013 – 02/15/2014      © 2009 ARS 
 
Date Review 
05/10/2010 
Page 0028 

Progress Report -  William Workman, MD 
SUBJECTIVE COMPLAINT: Occasional knee discomfort.  
 
DIAGNOSES: 
1. DJD knee.  
2. Lateral meniscus tear.  
 
PLAN: PT. Follow-up 6 weeks.  

07/29/2010 
Page 0030 

Progress Report -  William Workman, MD 
SUBJECTIVE COMPLAINT: S/P left knee arthroscopy.  
 
DIAGNOSES: 
1. DJD knee.  
2. Lateral meniscus tear.  
 
PLAN: HEP. Encouraged biking. Knee injection.  

11/29/2010 
Page 0210 

Radiology -  Vallejo Open MRI 
MRI RIGHT KNEE WITHOUT CONTRAST 
 
IMPRESSION: 
1. Flap tear of the lateral meniscus.  
2. Localized full-thickness cartilage wear outer third of the lateral tibial 

plateau with bone edema.  
3. High-grade chronic cartilage wear in the femoral trochlea. 
4. Far peripheral small tear in the posterior horn-body junction of the 

medial meniscus with associated small perimeniscal cyst. 
5. Chronic stress changes in the extensor mechanism. 
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury: 10/03/2009; 02/15/2014; CT: 02/15/2013 – 02/15/2014      © 2009 ARS 
 
Date Review 
02/21/2011 
Page 0095 

PT Notes -  Ada Jaureguil, DPT 
DIAGNOSES: 
1. Following surgery, unspecified.  
2. Other tear of cartilage or meniscus knee.  
 
CHIEF COMPLAINT: R/L knee pain.  
 
PLAN: Patient education. Home exercise program. Modalities. Manual. 
Graston.  

02/28/2011 
Page 0204 

Operative Report -  William Workman, MD 
PREOPERATIVE DIAGNOSIS: Right knee medial and lateral meniscus 
tear.  
 
POSTOPERATIVE DIAGNOSIS: Right knee lateral meniscus tear.  
 
OPERATION: Right knee arthroscopic partial lateral meniscectomy.  

03/17/2011 
Page 0099 

PT Notes -  Ada Jaureguil, DPT 
DIAGNOSES: 
1. Following surgery, unspecified.  
2. Other tear of cartilage or meniscus knee.  
 
PLAN: Active and passive patient stretching. Gait training. Strength 
training. ROM. Passive or active activities. Therapeutic exercise. 
Ultrasound. Manual stretching. Soft tissue mobs. Cryotherapy.  
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury: 10/03/2009; 02/15/2014; CT: 02/15/2013 – 02/15/2014      © 2009 ARS 
 
Date Review 
04/14/2011 
Page 0102 

PT Notes -  Sports Orthopedic Leaders Physical Therapy, Inc. 
DIAGNOSES: 
1. Following surgery, unspecified.  
2. Other tear of cartilage or meniscus knee.  
 
PLAN: Active and passive patient stretching. Gait training. Strength 
training. ROM. Passive or active activities. Therapeutic exercise. 
Ultrasound. Manual stretching. Soft tissue mobs. Cryotherapy. 

08/22/2011 
Page 0058 

Permanent and Stationary Report -  William Workman, MD 
HISTORY: Injured at work.  
 
CHIEF COMPLAINT: Bilateral knee pain.  
 
DIAGNOSES: 
1. MMT.  
2. IMT.  
 
IMPAIRMENT RATING: Left med and lat 4%. Right lat 1% WPI.  
 
PLAN: Physical therapy. Medications. Possible surgery.  

02/15/2014 
Page 0017 

Doctor’s First Report of Occupational Injury or Illness  
– Jennifer Sperandio, MD 
HISTORY: While fighting fire, patient’s left leg fell through a hole in a 
bedroom floor, straining left hip flexor.  
 
DIAGNOSIS: Left groin muscle strain.  
 
PLAN: Ice. Off work.  
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury:       © 2009 ARS 
 
Date Review 
02/18/2014 
Page 0019 

Doctor’s First Report of Occupational Injury or Illness  
-  Zilue Tang, MD 
HISTORY: Patient states that while fighting, left leg fell through a hole in 
a bedroom floor, straining left hip flexor.  
 
SUBJECTIVE COMPLAINT: Leg problem.  
 
DIAGNOSIS: Sprain or strain of left hip.  
 
TREATMENT: Physical therapy.  
 
WORK STATUS: Modified work.  

03/04/2014 
Page 0047 

Progress Report -  Zilue Tang, MD 
SUBJECTIVE COMPLAINT: Left inner groin area pain.  
 
DIAGNOSIS: Sprain or strain of hip or left thigh.  
 
PLAN: Ice. NSAID. PT. Follow-up.  
 
WORK STATUS: Modified work.  

03/18/2014 
Page 0050 

Progress Report -  Zilue Tang, MD 
SUBJECTIVE COMPLAINT: Left inner groin area pain.  
 
DIAGNOSIS: Sprain or strain of hip or left thigh.  
 
PLAN: MRA.  
 
CAUSATION: Work-related.  
 
WORK STATUS: Modified work.  
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury:       © 2009 ARS 
 
Date Review 
04/01/2014 
Page 0053 

Progress Report -  Zilue Tang, MD 
SUBJECTIVE COMPLAINT: Sore lifting left leg.  
 
DIAGNOSIS: Sprain or strain of hip or left thigh.  
 
PLAN: PT. MRA.  
 
WORK STATUS: Modified work.  

04/15/2014 
Page 0055 

Progress Report -  Zilue Tang, MD 
SUBJECTIVE COMPLAINT: Left inner groin area pain.  
 
DIAGNOSIS: Sprain or strain of hip or left thigh.  
 
PLAN: Follow-up.  
 
WORK STATUS: Modified work.  
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Copy Location: Walnut Creek Orthopedics & Sports Medicine  
                           – William B. Workman, M.D. 
Date of Injury:       © 2009 ARS 
 
Date Review 
04/17/2014 
Page 0212 

Radiology -  NorCal Imaging 
MR ARTHROGRAM LEFT HIP 
 
IMPRESSION: 
1. There is aspherical contour of the left femoral head and neck junction. 

There are areas of delamination of articular cartilage with subchondral 
cystic changes in the acetabular of the left hip in an area of greater 
than 9.6mm from medial to lateral. This partial junctional 
hyperintensity of intermediate signal consistent with degeneration of 
the labrum laterally.  

2. The articular cartilage on corresponding sagittal images shown 
degeneration of the acetabular roof in a greater than 2cm extent from 
anterior to posterior as described.  

3. The iliopsoas tendon is normal on corresponding sagittal images. The 
gluteus minimus and medius tendons are intact.  

4. Large field of view images show the contralateral right hip with 
aspherical contour.  

05/22/2014 
Page 0065 

Consultation -  William Workman, MD 
CHIEF COMPLAINT: Left hip pain.  
 
HISTORY OF PRESENT ILLNESS: Patient injured himself on the job 
fighting fires and injured his left hip.  
 
PLAN: Conservative care. Arthroscopic repair. Femoroplasty. Hip brace. 
Cold therapy. Surgery.  
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Associated Reproduction Services, Inc.
13925 Whittier Blvd., Whittier, CA 90605
(562) 696-1181 FAX: (562) 945-0663

NOTICE OF OBLIGATIONS WITH REGARD TO PHI

Associated Reproduction Services, Inc., DBA ARS Legal, is providing this Notice as part of its
compliance obligations under the Health Insurance Portability and Accountability Act of 1996
("HIPAA") and its regulations as implemented and/or amended from time to time.

Pursuant to HIP AA and its regulations, ARS Legal is obligated to take affirmative steps to
ensure that any Protected Health Information ("PHI") that it provides to third parties is treated
as confidential information and protected from inappropriate use or disclosure.

You are being provided copies of medical information which qualifies as PHI. By your receipt
of these documents, you agree to the following:

1. You will use and/or disclose PHI only as necessary to perform your services or as
otherwise required by law.

2. You agree to implement and use appropriate administrative, physical and technical
safeguards to (i) prevent inappropriate use or disclosure of PHI and (ii) reasonably and
appropriately protect the confidentiality and integrity of the PHI.

3. You agree to request, use and/or disclose only the minimum necessary amount of PHI
necessary to accomplish the purpose of the request, use or disclosure.

4. You will promptly notify ARS Legal of (i) any inappropriate use or disclosure of PHI
and/or (ii) any security incident or breach which involves possible inappropriate use or
disclosure of PHI. Prompt notification should occur not later than 15 days after you
become aware of the inappropriate use or disclosure of PHI or a security incident or
breach.

If you have any questions about these obligations or incidents involving disclosure or potential
security breach, please contact the Security & Privacy Officer at ARS Legal at (562) 696-1181.

009889.00001 1
1572817.1 000001



STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS

DIVISION OF INDUSTRIAL ACCIDENTS

ARS#: 4

WORKERS' COMPENSATION APPEALS BOARD
Case No.

Claimant/Applicant.
SUBPOENA DUCES TECUM

vs.

(NO APPEARANCE NECESSARY WHEN RECORDS
ARE PRODUCED BY DEPOSITION DATE)

Vallejo Fire Department
Employer/Insurance Carriertlsefendans

The People of the State of California Send Greetings to:
Walnut Creek Orthopedics & Sports Medicine

William B. Workman, M.D. A' ducti S .
WE COMMAND YOU to appear before: ssociated Repro uction ervices at
13925 Whittier Blvd., Whittier, CA 90605 (562)696-1181 Fax: (562)945-0663
Legal Agent
(In Jul. OS, 2014, at 9 o'clock AM., to testify in the above entitled mailer and to bring with you and produce the
following described documents, papers, books and rocords:
See Attachment "A"-Subpoena for Medical Records. Include records from Dr. William Workman.

applicant: DOD: 0 SSN: X
AKA:

For failure to anend and to produce said documents you may be deemed guilty of contempt and liable to pay to the parties aggrieved
all damages sustained thereby and forfeit one hundred dollars in addition thereto.

This subpoena is issued lit the request of the person making the declaration on the reverse hereof, or on the copy which is served herewith

Date Jun. 17,2014 WORKERS' COMPENSA nON APPEALS BOARD
or THE STATE OF CALIFORNIA

Cynth.ia Quiet
By .

'FOR INJURIES OCCURING ON OR AFTER JANUARY i, 1990
AND BEFORE JANUARY I, 1994:

If no application for AdjuditatioD of Claim has been r.Je-d. a declanti6n under
penalty of perjury that Employft'~ Claim for Workt'I'~' Compeusanen Benerats

(Form owe-n bas been fded pursuant to Labor Code Section 5401 must be executed
preperly.

SEE REVERSE SIDE
[SUBPOENA 1NVALID WITHOUT DECLARATIONI

You rna)' full!' comply with Ulis subpoena by nlailing tbe: records descrfbed (or alUhen(lcaled copies, E\iidem:e Code 1561)10 Ull' person and ~'e staled above
within ten (10) dll)'s 01 the date of servke of this subpoena.
This subpoena docs ROt apply to any member of the Highway Patrol, Sherirrs OrrK:l' or City Pollee ~partment unless accompaoied by notice (rom this Board
tbat deposit of the witness fee bas been made in accordance "itb Government Code 68097.2 er seq.
DJA WCAR FORM 32 (REV. 06/94) D14
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STATE OF CALIFORNIA, County of LOS ANGELES

L
T presentative(s) for the Applicant/Coommer
in the action captioned on the reverse hereof and Associated Reproduction Services. Inc. is designated to act
as his legal agent in all respects for the purposes of executing said subpoena and obtaining any records.
reports, or evidence of any kind. associated with this subpoena to prove or disprove said Injuries.

That the subpoenaed Custodian of Record bas in hislher possession or under hislher control the documents
described on the reverse hereof. That said documents are material to the issues involved in the case for the
following reason: To assist in determining one Dr more of the following: To determine present and/or past
physical condition; nature. extent and duration of sickness; injury. disability arising out of employment & in
the course of employment and/or necessity of further treatment; employment occupation and duties, earnings and
earnings capacity self:procured and future medical treatment, vocational rehabilitation under Labor Code 129.5
and status as Q.I.W (Qualified Injured Worker).; Jurisdiction and statute of limitations.

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

Executed on Jun. 17,2014, at Whittier, California.

Associated Reproduction Services, Inc,
L

DECLARATION FOR SUBPOENA DUCES TECUM
Case No.

CC: York In8urance Services

13925 Whittier Blvd., Whittier, CA 90605
Address

(562) 696-1181
Telephone

DECLARATION OF SERVICE
STATE OF CALIFORNIA, County of ('C1'-tm PI CD~ _
I, the undersigned, state that: I served the foregoing subpoena by showing the original and delivering a true
copy thereof, together with a copy of the Declaration in support thereof', to each of the following named
persons, personally. at the date and place set forth opposite each name.

Name of person served Date of service

lv d. 14
Place

10I Ygnacio Valley Rd #400
Walnut Creek, CA 94596

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

Executed on _ ~ I::;; J~ ,20 a, at (.,L mWJ tT ('J2t:.l-1<' • California.
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ARS#: 4
Attachment "A" - Subpoena for Medical Records

Record of:
Location: Walnut Creek Orthopedics & Sports Medicine

Any and all MEDICAL records or writings of any kind; including but not limited
to: Inpatient and outpatient records, physical therapy, E/R, paramedic care,
labs, tests and results, prescriptions, x-ray reports, private and industrial
records pertaining to the patient.

All aforementioned records herein that are stored electronically or in digital
format must be delivered electronically in a PDF or TIF format on CD, DVD or
electronically transferred to ARS via internet.
If you wish to challenge any request for documents based upon privilege, we
require a Privileged Log to be produced. If you challenge the subpoena for
records based upon the fact that they have already been produced, we require
a Certificate of Service signed under penalty of perjury that all records have
been produced.

SAarsm
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ARS# 450603-01-01 982(a)(15.5) D14
ATTORNEY Oil. PARTY WITHOUT ATTORNEY (NQIU,s/Qle bar IWIIbtr. Q Dddrtss!'

NO

A.TTORNEY r:OR (Name) Applicant/Consumer,
NAMEOFCQUR, WORKERS' COMPENSATION APPEALS BOARD

STREET ADORES,";

MAILING ADORfSS

OTY AND ZIP CODE

PLAINTIFFIPHITIONER

NOTICE TO CONSUMER OR EMPlOYEE AND OBJECTION
(Cod~ C1v.proo., ~ 1985 3, 19856)

NOTICE TO CONSUMER OR EMPLOYEE

TOlnamel:
1. PLEASE TAKE NOTICE THAT REQlJESTING PARTYlname):

SEEKS YOUR RECOROS FOR
EXAMINATION by the pertres to this action on (specrfc date): 07/08/2014
The records ere descnbed In the subpoena directed to witness (specify name and address of person or entity from whom records
are soughtl: Walnut Creek Orthopedics & Sports Medicine
A copy of the subpoena is attached.

2. IF YOU OBJECT to the production of these records YOU MlJST DO ONE OF THE FDLlOWING BEFORE THE DATE SPECIFIED
IN ITEM a. OR b. BELOW.
a. If you are a party to the above-entitled action, you must fde a motion pursuant to Code of Civil Procedure section 1987.1 to

quash or modify the subpoena and give notice of that motion to the witness and the deposition officer named In the subpoena
at least five days before the date set for production of the records.

b. If yooJ are not a party to this action, you must serve on the requesting party and on the witness, before the date set tor
prccucuon of the records, B written objection that states the epecrtlc grounds on which production of such records should be
prohlbhed. You may use the form below to object and state the grounds for your Ob)8Cllon. You must compJete the Proof of
Servrce on the reverse SIde indicating whether you personally served or mailed the cbrecnon, The objecttcn should not be filed
wrth the court. WARNING: IF YOUR OBJECTION IS NOT RECEIVED BEFORE THE DATE SPECIFIEO IN ITEM 1, YOUR
RECORDS MAY BE PRODlJCED AND MAY BE AVAILABLE TO ALL PARTIES.

3. YOU OR YOUR A TIORNEY MAY CONTACT THE UNDERSIGNED to determine whether an agreement Can be reached in writing
to cancel or limit the scope of the subpeona. If no such agreement IS reached, and If you are not otherwise represented by an
attorney In ttus ecnon. YOU SHOlJLO CONSULT AN ATTORNEV TO ADVISE YOU OF YOlJR RIGHTS OF PRIVACY.

Date: 06/17/2014

..~ ~:". >
(SIGNATURE OF [ J REQUESTING PARTY [XXI ATTORNfV)

OBJECTION BY NON-PARTY TO PRODUCTION OF RECORDS
1. [ 1 I object to the production of all of my records specrtred 10 the 'Subpoena.
2,[ 1 I object only to the production of the following apecrffed records:

3. The specihc grounds for my objection are as follows:

Date:

>
(TYPE OR PRINT NAME) lSIGNATUAE}

Form Adopted for MandatDl)' Lise
Judicial ccuecu or caUfomla

98218)(1551 [NewJu!y I. 19991

(See reVIlrSfI 101 0109' gf ~erV1cel
Code of eM) Pr-<J<:a1ure.

88 191"53. J985 6. 2020NOTICE TO CONSlJMER OR EMPLOYEE AND OBJECTION
(('ode Crv. proc .. ~ 1985.3. 1985.6)
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ARS# 450603-01-01 982(a)(15.5) D14
PLAINTIFF/PETITIONER:

ADJ
PROOF OF SERVICE OF NOTICE TO CONSUMER OR EMPLOYEE AND OBJ TION

(Cod. cw. Proc., ~ 1985.3. 1985.6)

[ J PersonalService [ X J Mail
1. At the lime of service I was at least 18 years of age and not a party to this legal action.
2. I served a copy of the Notice to Consumer or Employee and Objection as follows (check either 8 or bJ :

8. l 1 Personal service. I personally delivered the Notice to consumer or Employee and Objection as follows;
(1) Name of person served: {31 Date served:
121Address: (4) Time served

b. [X I Mail. I deposited the Notice to Consumer Of Employee and Objection In the Uruted States mall, In a sealed envelope
with postage fully prepaid. The envelope was addressed as follows'
(1) Name of person served:
12) Address:

4
county where the Notice to Consumer or Employee and Objection was mdt/ed.

c. My residence or business address IS (specify}: 13925 WhittIer Blvd.
d. MV phone number is (specify): (562)696-1181

I declare under penalty of perjury under the laws of the State of California that the foregOing is true and correct.
Oate: 06/17/2014

(3) Date of rnarhng: 06/17/2014
(4) Place of mailing (city and state): Whit.tier, CA

.,!l:~.<:.1,l.~.~..~~~.~~ •.•...... ,....•..... , .
rTYP( OR PRINT NAMEI

> /Rache1 Dorame/
(SIGNATURE OF PERSON WHO SERVED)

PROOF OF SERVICE OF OBJECTION TO PRODUCTION OF RECORDS
(Code Civ. Proc.. .1985.3. 1985.61
( f PersonalService [I Mail

1. At the trme of service I was 1a years of age and not a party to this legal action.
2. I served a copy of the Objectin to Production of Records as follows (complete either 8 or b):

a. ON THE REQUESTING PARTY
(1)[ J Personal service. I personally delivered the Objection to Production of Records as follows:

(i) Name of person served: (iii) Date served:
(iii Address where served: (IV) Time served:

(2)[ ] Mail. Ideposited the Objection to Producrion of Records in the United States mail, in a sealed envelope with postage
fully prepaid, The envelope was addressed as follows:
(I) Name of person served: (ill) Date of mailing:

(il) Address: (IV) Place of mailing (city and state):

Ivl I am a resident of or employed In the county where the Objection to Production of Records was mailed.
b. ON THE WITNESS

{1}[ I Personal service. I personally delivered 'the Objection to Production of Records as follows:
(I) Name of person served: (ill) Date served:

(n) Address where served: (iv) Time served:

{2l[ 1 Mall. I deposited the Objection to Production of Records In the United States mall, In a sealed envelope With postage
fully prepaid. The envelope was addressed as follows:
III Name of person served: (III) Date of mailing.

(il) Address: (lvl Place of mailing (city and state):

(v) I am a resident of or employed in the county where the Objection to Production of Records was mailed.
3. My residence or business address is (specify):
4. My phone number IS (specify);
I declare under penalty of perJury under the laws of the State of Cehforma that the foregoJng IS true and correct.

Date:

>
(Type OR PRINT NAME) (SIGNATURE OF PERSON WHO SERVED)

9821:t1l15511NewJuIy 1, 19Q!Jj NOTICE TO CONSUMER OR EMPLOYEE AND OBJECTION
ICode Civ. Proc ..• 1985.3, 1985.6)

Pagem-oo
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DECLARATION OF CUSTODIAN OF RECORD
Record Of: ARS#: 4

SSN: DOB: 001:

I am duly authorized as Custodian of Record (Drother qualified witness) with authority to cllrtify records for:

Walnut Creek Orthopedics & sports Medicine
Willi~ B. Workman. M.D.

CERTIFICATION OF RECORD COPIES
Including this declaration, all documents, records and other things called for in the Subpoena Duces Tecum DrAuthorization which are

in my custody have been photocopied either by a photocopy company or my office staff at my office, in my presence, under my direction
and control; and the copy submitted with de«:laration is a true copy thereof.

To the best of my knowledge all records in existence referred to above were prepared or compiled and provided by the personnel of
the above named business, in the ordinary course of business, at or near the time of the acts, conditions, or events recorded. No
documents, records or other things have been withheld to prevent being photocopied.

Certain records were omitted because: _

CERTIFICATION OF NO RECORDS
A thorough search of the business revealed no records described in the attached subpoena or authorization for the following reasenlsl;

MedicaIIBilling/X·Ray Records

J Patient never treated at this facility
I Records destroyed after 5 7 9 years.
] Records were lost I misplace~ - -

[ IRecords destroyed due to Fire Water Theft
[ IPatient has his f her recordS"'
[ IX-rays are non-existent at another facility:
Name: - -_-Phone:-{---)-- --
[ I Billing IS: lost I misplaced Not kept because of

at another facility: - prepaid Health Plan
Name:
Contac-t:-=--=--=--=--=--=--=--=--=--=--=--=--=--=---P-h-on-e-:_-_-_-_-_-_-_-_-_-_-_

I No records for date(s) specrned
I Other· comments: _

PersonneIfWage/Non-Medical Records

J Never Worked for this Company
I Records destrayed after 5 7 9 years
IPrevious ownm kept origiiiiil1iles- -
IRecords kept at:

Contact: ----- Phone:
IRecords we-re-'I-os-t-/-m-Isp-Ia-c-ed---

[ ) Other: _

This certification is limited to the information provided in the attaehed document. Records may exist under another name, spelling or other identifying data.

I DECLAREunder pe I of ~erjury that the foregoing is true and correct. • _., /" / 4"
Executed on - _ ',;( 7 / t.j at (Jd~' CA--<:Jc

(Date) _... lClty\

Declarant <~ ( -).;;~ Print Name If! re., HQ,d I f1ey
Witness Print Name------------------ ---.----------------

,L~
(State)

CERTIFICATION OF PROFESSIONAL PHOlDCDPIER
I. the undersigned hereby declare that I am an employee of Associated Reproduction Services lnc., 13925 Whittier Blvd, Whittier, CA 90605,
Registration Number 3640, Los Angeles County. The attached copy of records produced to me by the above Custodian of Records shall be
transmitted or distributed to the authorized persons or entities and will be true copies thereof. I declare under penalty of perjury under the
laws of the State of California that the foregoing's true and correct.

Executed on ~ . J--7·/ at !JJM1JW r~rl-- ,QJL.
IL 1"",1 (JJ__. ~C"'I IS"tel

Print Name ----i:....1 A-Ub1!?+rh:eO£5 Signature .~~ dJ /l,
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Associated Reproduction Services, Inc.
13925 Whittier Blvd., Whittier, CA 90605
(562) 696-1181 FAX: (562) 945-0663

NOTIFICATION MEMO

In order to preserve the integrity of the file
copied, we have kept the pages exactly how they
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INDUSTRIAL INFORMATION

Patient Name:

CA
Phone: 70

Body Part(s): LEFT KNEE AND RIGHT KNEE

94591

Authorized by:
Authorized for: RECHECK

Referring Physician: NONE

Industrial Insurance: YORK RISK SERVICES GROUP

Billing Address: PO BOX 619079, ROSEVILLE, CA 95661-9079

Claim No.: CVCD-524954 Date of Injury: 10/03/09

Adjuster: MICHELLE BOK

Adjuster Phone: 209-475-3102

Adjuster Fax: 866-548-2637

UR Phone:
UR Fax
Employer: CITY OF VALLEJO

Nurse Case Manager: URSULA KREEGER, RN, CCN

Phone: 951-231-6855
Fax: 888-620-6919

Attorney:
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INDUSTRIAL INFORMATION

Patient Name:

Body Part(s): LEFT KNEE

CA 94591

Authorized by: SHELLY, NCM
Authorized for:
Referring Physician: NONE-WAS BEING SEEN AT KAISER

Industrial Insurance: YORK INSURANCE SERVICES

Billing Address: 1390 WILLOW PASS ROAD, STE. 400, CONCORD, CA 94520

Claim No.: Date of Injury:

Adjuster: STACY MCAFEE

Adjuster Phone: 925-349-3886
Adjuster Fax: 925-609-9264
UR Phone:
UR Fax
Employer: CITY OF VALLEJO

Nurse Case Manager: SHELLY JONES RN, BSN (URSULA IS TEMPORARY)
Phone: 925-349-3874 951-231-6855
Fax: 925-609-9264 951-683-3539

Attorney:

000010



INDUSTRIAL INFORMATION

Patient Name: Date of Birth:

Address:
Phone:

Body Partes): LEFT HIP

Authorized By: ADJ.
Authorized For: CONSULT/LTD. TREATMENT

Referring Physician: NONE

Industrial Insurance: YORK

Billing Address: PO BOX 619079, Roseville, CA 95661-9079

Claim No.: CVCH-546693 Date ofInjury: 02/19/14

Adjuster: Schaunna McEachron
Adjuster Phone: 209-320-0809
Adjuster Fax:

URPhone:
URFax:

Employer@thetimeofinjury: CITY OF VALLEJO

Nurse Case Manager:
Phone:
Fax:

Attorney:
Phone:
Fax:

Notes:

000011



WALNUT CREEK ORTHOPEDICS 8r.SPORTS MEDICINE
PATIENT REGISTRATION FORM

(PleasePrtrrt)
Dale ,;,.Wju; /0

Referring Physician: PCP:

P last n

PATIENT INFORMATION
)irMr.
o Mrs.
o Dr.

Is this your legal name?

../Yes CJNo
If not, what is your legal name' (Former name):

o Miss ~'1arlta[status(circle one)

CJMs. Singlee DIV / Sep / Wid

Birth date: Age Sex;

&M CJF

Str

Phonenumb tacl;,:;~r'_;;~'~o Work
( or, 0

er; ess:>5S' ~ Cku-~ployer p

(

/
Cell#

Cell#

City:
V

/ Zip Co
I

occupation:

IF PATIENTIS A MINORPLEASE
COMPLm: (

Father:

(
Work#

Mother Work#

Other family members seen here: .-
INSURANCE INFORMATION

Person responsible for bill: Birth date:

(Please give your insurance card to the receptionist)

Address(if different): Home phone no.:

/ /
Is this persona patient here? CJYes 0 No

Occupation: Employer: Employer address: Employer phone no.:

Is this patient covered by insurance? ~ Yes 0 No

Name of primary Insurance:
C-rry of VP.l.J_:~.•~o I U)olt."'~ <;lL\p. "'I')MIr(I~u..~

Subscriber'sname Subscriber's s.s. no.: Birth date: Pollevno.:

~LhILll· / /

yo ~u..ItJ:su.L1<.~GC~l~
I 3lfu W~lI ()~ K..1i:5~ .tJUd·/L'knl
(!.un l!IJr (..\ CA· CtLi'6ZU--

Group no.: Co-payment:

$ --0-
Patient's relationship to subscriber: o Self o Spouse o Child CJother

Name of secondary insurance (if applicable):K.M~elf.....
Subscriber's name:

.
)i" Self CJSpouse CJChild CJOther

IN CASE OF EMERGENCY

$ IS"-

local or relative:
1.

REASON FOR VISIT
Chief Complaint: .:lib iL I /';4 /PIl"J L£Fr ~y Part: KAJGt!
Related to: Employmenl .s: Date of Injury: /0/3/ .:z.ovCj other

Right: __

Dale of Incident: I

Left:~

/

2/7/2010
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WALNUT CREEK ORTHOPEDICS&; SPORTS MEDICINE
PATIENT REGISTRATION FORM ~1_

(Please Print) Date I --<.<:/ /"Z..

[~Ie~rln~ ~tgd£ .== ==-~-~':tpcp..:_..' =. : =:~-.~===~__~=.=
I" IQN '~ T .. : , ...

Ii ::;~.~~~,·l.~~~~'-'~:~I~~~:(CI;:I: o:e~p0!~
/ IB

]t

I Other family members seen here:

·-··..·--- ..--.-;-:"i-~-·,-.:,'-""-. ~.- .. - .. ·--iNSURANCEINFO·RMATioN·----·_-·- . "'-. .. ....-.--.-.--
~_~ ."_,, __ ,~.,:_: ~ . , __ w_ ••. - ..•••..•....-: ~ ~ """""'__ ~._. _

Is this patient covered by Insurance?

Name of primary Insurance: rf--·----·---·----t ..·
I Subscriber'sname: 1
, :~.~~:~~~_.:..I~~u~~;.~_-.~=J:o~;;~e~~~,

c Other :
•• __ ••• w ••• __ ~ .--.J~.'.~tionShIP to sub.crlber: J ~~I .. _. __

. Name of secondary Insurance (II applicable):

12/16/2010
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UPDATED
WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

PATIENT REGISTRATION FORM
---- ..-.- (Please Pri-,:,t)--------- ------·-r;;;te--y/~~II t.j ..

~ ,

"---:::~~=~~i~~='~~;~~L~..
! Is this your legal-name? If not, what Isyour legal name? --reFormer name): I Birthdate: Age: sex: i

IF PATIENTIS A MINORPLEASE ~ath,:,:_ --A iC:II#. .. _

-::~:~membersseenhere: - Mother__ --T-(/--~ _1.1J'i0r ~cell#.__. ... .._... __ ._.J.__ . _ _ _ _ .

WALNUT CREEK
ORTHD.PEDIr.S
SPORTS ~ED1ClNE

;~~ !jliillm d IiiI ii~~II~iiW'~~i~:=:~~~~~~~~:~~~~~!!~~~;~t:~~~.:~~:::.-~="_:':';;'..
~:;s~~-~ibl;io7bm:- ·~t'rth t. I~d:';_~:~I~nt)~~~~~-~------·--- -- l_~:;f;;~~:

Is this person a patient here? 0 Yes 0 No

i__o~~~~ti~~~_-~~_=trnPI~;;~=-~..
I Is this patient covered by Insurance? 0 Yes 0 No -_ .. --_._._- --~
! Nameof primaryInsurance:

Employeraddress: Employerphone no.:

Page 1 of5
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From +J.:,J,JJ-.• , j. )J.~i -
I nw "'''''' ;.-12:43:42 200~ ._-

KAlSEilPEflMANENTE Didomploy•• nollyemployeroflhilllli~rf1 Y ~",IryNt•• 10:MR01977909
UJ,SU 'Ul.UtlIll<TB C\>imlI:200909S2B2 D01:IOo03-2009 v ~i"I0-D6-200913:32 Jl,~olo:lI).O"'OO' fino\:'lr
jl9CTOR'S I'IIlST REPORT OF OCCUPATIONAL INJURY OR ILLNESS - STATE Of' CALIFORNIA ~
Wiltrin'*tI elva'" 1.1 •••••••••• far.,.,,~r'lII W!j1olF'torin•••• !'iitwo copiM of ftil rJpo"kl"""Ployah Work•••1COmp•••• an ll'llUllfQcattlor or Ihl ulf·
Inwrtd tqJbyIr.. FIIIw. tofII.1 tUMt,dx:Ir~.It.lt may _ inlAulmtrlofacivJ,.nallv. ~ tn. cut of ~ Qf ,..,e«ecl ,.inpailGnq tfIrd IIIOClpyof Itli, IOpOft

. . 4ZO n F . CA""ZoOGOS ond"""" ••• , Io".n","",_, ~"I"honnl"'~ 14hou".
I. INSURERNANIAND ADDRESSC.~" ClllmnDDIOS5212 " ••••• on••

sow A STEU ON R CA u"l11""~""
2. EMPLOYERNAN! Case No.

s. Adchu No.IIld Sireet City

•. NobIll oI9uin'lI (•.g. foOdmlllullllluring, buildingoonalNGlIon,retlll.r ofw,,",""'s

Zip

04h.s)

In<llslry

County

City

707) 64804355
8. SOlI 7.

M
Zip

DII!tof Yr.Mo.Day
91 rill

9. T.lophon. Numb.,
_
i1. SOCIal S•••••rily No:

Ag.5. PA"ENT NAIlE (Ar. Nlm., Middolnltlll, Lut Nlm.)

I. Addrtl$ No.0IldShott

10. Oo•••po'on (Spoe:ificJob
FIREFIGHTER

'2. I""od ot: No. and S1rtll Cowrly
140JORDAN SOl»lO

13. Dlit ""d hOI"o!lnjury0' Vr. lAo.DIy Hou, 14. Ow 1191 Yr.M•. Day
onset of iln... iO-ClS-2009 02:11 AM workad 10-03-2009

IS. Dotund ho~roffill' Yr.Mo.Doy Hour 10. HI.' you (orY""r""'Gt) pJ'llviously
••• n*ll1Ionor '.lmen! 10·00.2009 0132 PM tltlt.d !lent?
Plth••t pl•••• lXImp1ll1ethll parllon, Ifable t. do to. OIhlrMse, doolorpI•• 1I _,tete Immoetetlly.Inlbikly0".1I~1t of I palenllo .omplete thiS
portionaIllli notlfled hisnl•• rlghlsto workars'comptn •• 'on undorlITeC.llfomieLlbor Code

17. OHcrIbt h.", the .cadtnl or •• pOlUle h.pptntd. (lli•• opooitieobJoct,mlohinoryor ohen1loll.U8I ,."'''10 sid. Ifmo,. 'P.~ is required)
PATIENTSTATES: "TRIPPED AND FELL OVER UNEVENPAVEMENTANDSTRAINED MYLEFT KNEE."

H•• atd

OfSElSle

H •• pil1ll, •• oon

RoilJm

111. odiv. C""'phin'. (UN ,••• ,•• ilmo,. tplOII. rtq\liltd.):
JEFFREY LEEG GAO MD Tue Oct 5,2009 4:27 PM Signed DOCTOR'S FIRST REPORT OF INJURYALLNESSRaason for Vi5~:
Patient Dr.lIltl willi: KNEE PROBLEMi.. C$jtellve Fin".U' (Us. r•••••• it morl BplGtilrtqu~.d.): A. PhytlOiItxlmlnolon: PnYII~alExaminltion: GIIlIIiI appearance· vttalligns
rtviowed .nd .lerl, w.lllppHr;'g, IIId Inno d.,'t18 M.nlalat&t1l.· alert, .rl.ntad to pe,lOn. pllce, llId tlma Neurologlcal- alert,
oriented, norrnal spaeen, no
S: X-IIY and IlbCIIIIOlYItIUItt ISla•••Nnon. Dlndln!!l: KNEE,W.oBlJ!1JNllPTUSTNIMERCH• Dono

20. DIAGNOSIS(IIooauptl!onoliUn•••• aptdfy tt1ologic.gont Ind dUlllon of l.posVIt.) Ch,,"iOiI or lomooompoundsinvolved1 N
SPRAINlSTllAIN,KNEEJL.fl• Primory PrimaryICD! Cod.

844.9
CONTUSIONOF KNEE StoondBl)' ICD9Cod.

~.1'
21. Areyourf1ndlnVIWlddi,gn•• ;. conoistenlwitl tIlopoflont'. IOGOuntof irjury0, onllt ofiIIn••• ' Y

II'No' pi •••• ,,,,,I ,in:
22. II trllI.lny ottior•••nont oond1lontil'" ""I impede or dol.y p.tlenfl NOOV'~ N

If'YII'1lI- "P~.:
23. TREATMENTRENDERED (Use""',Nt lid. ~m.nr ", ••• il ~~irtd.)

AU.lmtnl: Thil injury~J1n'l$is mont liktly !hln notwllIk lIIIalld because workcaused or oontnbuled to !he Injury~l1ne55or aggravated a
D,..xI5lM condlllCX1.SPRAIN/STRAIN,KNEE. (pnm!IIYancourur

24. IfIUltitr tliiim«llllOqlinrd, sp.~1y 'IeIImtnt pllIl. utim.ted dUIlIlon.
Oc•.~ntth Clinl.

25. Nhupitoh•••• II Inpali.nl.givehospllsln••••• nd 1••• lon. Dote Yr.Me.Doy EalIml1tdstay
Adnillod:

20. WorklIIafu.·11 par •• , Ibl. to perfo"" ulUll work1 N H ·N.·, dotewh,. polienl•• n rflum 10: R"V"lw wo'k:
RulII.ions: •• Ibou. Modifiedwot1<: 10.06'2009
Dodo/. Signliult: Su.., L.mb,It, M.D.Chielof ea,. M.dlcln. CALioonl. NlI/lIb.r: 080920Cl
Doc:Io~.N.". WIdDog••• GAO,JEFFREVLEE,MDTREATING1.10 IFlS Number:
Addresa: 175 3.rono DrivI V,nt!o, CA94_ TeI•• hGtl. NumblOr:(79710514960 LBO
fORM 5021 (REV.U) 1992-00 An/,.,son •••••mok. or_10 bl m."'ny knowinltt101••••. fr~lluI&rI_oIl1_ or INIleritl
lIll362(R•• .2';3) __ 'OIlI. liltpurp'" cI oIllIinilltor *""inl ..,or'*" 00""_ blllIIlI. II poym•••• ilguity 01. felony. 02.4
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I"'" .•..•• . -•. - , 0.'

I<J,ISERPERMANENTE CIIiftI:200IIl95282 DOI:\o-03-200IVIIItIO~81!OOI13.32 R.pollO.t.:IO~7-2009 FiIlal.Y
PMR:ll1t17iOt WCAS.: FM::~JJ. COntlll:l:(707) 1S1·2IelI LBO CatriDlDOllhVljl~'):

DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURV OR ILLNESS
~",MnUlton

. STATE OF CALIFORNIA
Pog.2

\7. Hatery ",nllnued.

te. Cornploi"I••
• L KNEE iI. 45 Y mile right hll'll/ed i•• 45 Y mile bom 819M64. PRIMARY LANGUAGE:
Engillh: OCCUPATION: fire flghter/englneer DATE OF HIRE: 23 yealilgo DATfIlll\£ OF INJURY: 10t.l/09 DATE LAST WORKED;
'0l3I09 CHIEF COMPLAlNT: left knee plin History: Dltl Reviewed: none Hletory 01 PreIllIlllI~eS8 : 45 years old male w~h no
provioua injury, lurglry or fnIcWlIl1n hlaleft kn•• , now with CC af on thlt day at worle, he tApped over I walkway and fell on his laft knee
when fighting I lire, !hen a few mlnutee Ialer, he till on his left knoe again, hi Iced the arIa and look Motrin OTe without r,lIet, no urgant
•••• or ER teen for tIIit to far, bltn off work since Injury, now with pail 8110, Ihlrp and Intermiltenl, dlOAll18d In Bleep and driving
Mcondary 10 pain, no NIT or bumlng or spasm, poaftivelntermlltent popping, no cUcklng, looking or giveaway lenullonsln his left knee.
RELEVANT PAST MEDICALHI8TORY: Nonl, RB-EVANT HOBBIESA:>UTSIDEACTIVITIES:?No Allergias :nonl MEDS: Mldlca~on.
mar!ced Tlklng II of 1ll16fOgenoounter (Work Coll'll) with GAO, JEFFREY LEEG (M,D.): IBUPROFEN 800 MG ORAL TAB, Taka 1 tablet
orally 210 3 flme. I dly willi ml.' ••• dl,..d by doclor, DIIp: 80. RII: 3 SPORT NEOPRENE KNEE SUPPORT MISC MISC, PRN U'.,
Dlip: 1, Rf1:0 Tobacco Hiltory: no Diabet91 1: no. Review of Sylllam&: Cona~\u\ional: Negaflve Muaculoakllet.t poshiVl for
myalglat Ind joint pail Nourologlol~ Nagative.

,g. Fr1~ oontnvla:
A. abnormal aenutlon or abnormal reflaxas. No fOC&InourologlOiI flndinga Musculoakliltal· abnormllll~am of 11ftknae willi TIP in tho

pop. Foell area, no dlacreet ayal fall, and mnlmll TIP on the biliteraiaides of Iha lenaa, no aweillng, apaam or brUising, abnormal acliva
renga of molion of decrMud by 2l).30V., nlgative Lachman Ind McMurray bilitertl, alow gd. s~uatting 10 70·80'10 of normal Extremili8&
• periphlrel pulllS normat no pedal edema, no clubbing or cyanoala VII.I SigM: 51' 133/87 J Pulll 681 HI 5' 9" I WI 215 b (97.523 kg)
lilli, wellapp8lring, and i'l no dialre ••.

B.

23. TIOIinllllGontinllfd:
diagnOlIa) Nole: Wij chIck xray to rio bony inJury, Willgive mId at below for pain and Inflammation IS directed, knle IUPPQrl and osn,
given to try, PTwth HEP S tlmea \0 dscreasa Plln end Incroul mobility and alrenglh, MWfornow, follow up \'\2 waaka for
ranNamen\. 1'1111:RADiOLOGIC EXAM, KNEE, COMPLETE, 4+ VIEW. IBUPROFEN 800 MG ORAL TAB SPORT NEOPRENE
KNEE SUPPORT MiSe Mise CANE CONTUSION OF KNEE Nole: Arne II aboVll Plan: RADIOLOGIC EXAM, KNEE, COMPLETE,
4+ VIEW. IBUPROFEN 800 MG ORAL TAB SPORT NEOPRENE KNEE6UPPORT MISC MISC CANE WORKERS
COMPENSATlON·SPECIFIC INFORMATION Chlmlcal orloldccompound.lnl'Olved? : No. Are mdings/dlagnOlia consil1enl with
patlenh IClOOurnof injvrylonl&l 0' i11n8ll? (11no, allplaln): yes. II theAllny olher CUlTllnl condhion thaI will impldle or dally patlonl'a
reoovlry? I" yH, allplaln): no. Plrmanent disability explcted? : No.la there a curllnl Wol'llll's Compenulion claim for thla i'ljury? No
Chlmlcal or loxlc compoundl Involvld?: No. Moc/~ied work 1016108 through 1CV201OS • not II .11Iqual/cllmb IIlirsliadderalscaffolds. No
knl8hng, stand II1dWIlk I.lolerated, sft down worKprlf&rred. Flu appl 10120031 OP.
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1. IIlSURI!II HAIlE AND AIlIIllE88

2. YEllHAlE

••••••••••_wa_
III

a. AddI8It No. and St1lleI CIlr lip
ST VAUEJO CA 04_

'. t/IduII afluou- (e.g.laod monAacturtrg, bulking corHuction. MIa" of --. c:IclheI)
(70 &\8043e5I" MSa 7. OllIecI Yr.Mo. Dey

IIrtI

11. SodeI 9a<:urlly

5. PA11EN1'IWIE (FiiIt NIme, MW,InIIIoI, LaIl Neme)

10. Oocuplllon (llpoctIIc Job l1lIo)
FIREfIGHTER ENGINEER

12. Irjond It No.uxI S\MoI COlInIy
STRUC'11JREFIRE SOlANO

II. OllIeend hour of Ir1U!Yor Yr. MIl.Day Hour 14. DIdIilist Yr. Mo. Dey
llIIIIIaI a- OG!. 4 08:16 PM ••••1IoId O2-1Wll14

15. DIlu,lCl how aI fnII Yr. Mo. JlIoy HOlI 15. Have yeu tor)OlJl ClIICt).omto,.",
..mIneIIon or -.... 02-15-2014 0Il:43 PM lr1IIId pdenI'/
-.. •••• cenopIeII till, polllon, IIIIlle '" do ••. OIhntA,.- p1e_eGft1lIeIe ~.1nIIl11ly orflllu"all pIIllInllDCO III.
poo1Ian••• noI olIed hII.11Ir _10 •••••••••••COIl1lGraalion WIder ••• CIIJomI LaIlor CadI

17. DIKIIbIM tile IOC1dInl or ••••••• hJlllGl1ld. (Give IpICIIIcClbJed, IIIIl:NnIry or lflll1llclL U•• __ eIdIl __ ••••• lIl1l1uiJ1d)
PT STATES: WHLE FIGH'I'INGFIRE MYLEFT LEG FallllROUGH A HOLE INA BEDROOM flOOR; STRAINING MYLEFT HIP
FLEXOR.

Rllum

18. SUIIidvt CclmpIIi'IIs (Uaa_",11I1llfG ••••• 1I11qUl.••••.):
lIP PAIN In)uy: Whera: leftupperIron! IN(I1 Whirl: ptaHow:du~ fino ~g job- on I8CXInclllocr· went "*' ftlClI1I wkhrwpkator and
"'I .19. Ctj ••••• FIndlIllll (UM _I ""''' IIJIClIII noqulrad.): A. PIr,1lcII ••••• iiItlOii: BP 15111051Pu1ee 841 Ternp(Src) 97.8 F (35.4 C) I Relp

. 181 HI 1.753 m (5'II.02") IWl95.255 kg (210 II) I8MI3l 19m2 I Sp0292-9S%GennI· WIlWN,HAD, A&O 13, clotle.ameU 01
•••• RfIl)ira1Dly elfart· no diIlruI, no
II: XofIV IIlcf IIIIIOIIloIYr-.IlI ISll1lI nono oondngt

20. DlAllNOSlS (W0ClCUPI1onII1~ IP8CIY eGdogIc •••• and lQaIIgn of f>IlllIIA) C/lImICIl or1oJdcco•••• m
'!B'T GROIN MUSClf STRAIN Pmlluy ICD9 Oode

B43.9
Secor1dlIry ICD9 Code

21. All \'llU' IidJ9 ond ••••••• contII1entI>1IhdItP*ltllCCllllt allrjIay or 0•••• alla~
I 'No' ",... !l!PI!In;

22. 11t1w, trlI' IlIlW CU",1'Il concIIIon 1hII wlU ~. or dIIoy plllI,ntl """'*Y!
IOYII' _1OCJ)1IlIn:

23. TREA1IIEIfTRPDER!D (Un _ eIdIllI10N 1I*I1I"quhd,)
ED _ ·IIIbIe, IXIIlCGmIIbcM lowpOX· ~Ic· pethIpe due» IIlC8IlIftreismoka kthQtIon VI c:IvcnIc 1nhIJa1lon PlACE OFINUlY,
INDIJST1lIALPlACE NoII:::!D acemed 10fIuo LEFT OROIN MUSCl:E

24. 'lulllw __ roqlifocl, hillmen! pIen,IIImsIId dInlfan,
llANG Mil. OCC tEALTH.

25. • hclepIlaIad II inpItlllll, ~ IlOIil1SInsme end Iocs1Icn.
02118/14
Yr.Mo.Ds¥
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•••• •••
KAISERPERIWlENTE ClUnI: DOI1l2-1J-2014 _·IHll14 211431l1plr11l111:D2·1J-1014FInotN
~JAII 7llOIl WCAIlI:FAC:VAL~651-1870 CIn1orDOl(lf_.~
DOCTOR'S RRST REPORT OF OCC:UPAnoNAL flJURY OR LLNESS

CordI'wdoI\
• STATE OF OAlJfORN/A

PlQt2

17. HiIlOlYeorIhIe<t

18. CcIrrl>IoInlooantInued:
throultl. heI. ill thllIaor wl1I1h11le11lliltl.nd 1.1 f<l1WllJ'd IIIIl new wIIh pM! when he lIexIo111.tigh ~ lI"e _In hi. gain. No
hIo MD. Rghl tna lor Iima1I30yurL IlIIl8Seo min. week IIlII doee oth.rPIIItloe, don •• SOB e-batsd by. tnO'IImII1l
Ron.VId by: reel Mods1rlod:non. ROS: ConsIiIulIonIt No '- ~lnoI: no NIV

18. Fkdlas conlInuod: .
A. taeIriPn •• SIdn -WIIIII, dry, no l1IIhes Normal gilt PInlI.IClI1l~1lICk11lllll1l· RRR LlrIge -CTA bIIIsnIl Lift 1h1lt1-mbut pIln wIIh

IIIxlcn end 1lMilcIon. no trul8e or IW8I1i1gCIn boIr wullt1t lIIlllll h~ Independlrt llIYIew ohlllY, my reid: No Ix
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PREMIER SURGERY CENTER
2222 EAST STREET,SUITE 200

CONCORD, CALIFORNIA 94520
(925) 691·5000

PRE-OP HISTORY and PHYSICAL DATE OF SURGERY: 03/31/10 DATE: 03/29/2010
AGE:_4_5__CHIEF COMPLAINT: LEFT KNEE PAIN

INDICATIONS FOR SURGERY: 45yo with L knee pain x 6months.

PAST HISTORY:
OPERATIONS NEG IlJ or
ALLERGIES NEG IlJ or
MEDICAL ILLNESS NEG IlJ or
HIV/AIDS NEG IlJ or
CURRENT DRUGS NEG D or motrin prn
ANESTHETIC PROBLEMS NEG 0 or
SIG. FAM. HIS-TORY NEG 0 or
ROS-HEENT NEG l?J or

GI-GU NEG 0 or
CHESTCVS NEG 0 or
OTHER

GRAVIDA PARA

FEMALES LMP PAP: DATE RESULT

PHYSICAL EXAMINATION: BP 110/80

EYES WNL IlJ or
THROAT WNL IlJ or
NECK NEG 0 or
CHEST NEG 0 or
BREASTS NEG D or DEE
HEART NEG 0 or
ABO NEG 0 or
PElVIC NEG D or DEE
RECTAL NEG D or DEE
EXTRM NEG D or L knee: no effusion stahla NVI
NEURO NEG 0 or
OTHER

IMPRESSIONS: L knee pain

SURGERY PROPOSED: LEFT KNEE ARTHROSCOPY PARTIAL LATERAL MENISECTOMY.

PATIENT'S NAME

~~~ • M.D.

,[
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Faxed to Premier
2/17/11@2:30 pm-
th

PREMIER SURGERY CENTER
2222 EAST STREET,SUITE 200

CONCORD, CALIFORNIA 94520
(925) 691-5000

PRE-OP HISTORY and PHYSICAL DATE OF SURGERY: 02/18/11 DATE: 02/17/2011
AGE:_4_6 __CHIEF COMPLAIN"!: RIGHT KNEE PAIN

INDICATIONS FOR SURGERY: RT. KNEE PAIN/MED & LAT MENISCUS TEARS

PAST HISTORY:
OPERATIONS NEG 0 or LT. KNEE LAT. MENISCECTOMY-3/10

ALLERGIES NEG [l] or
MEDICAL ILLNESS NEG [l] or
HIV/AIDS NEG [l] or
CURRENT DRUGS NEG [l] or
ANESTHETIC PROBLEMS NEG [l] or
SIG. FAM. HISTORY NEG [l] or
ROS- HEENT NEG [l] or

GI-GU NEG [II or
CHESTCVS NEG [II or
OTHER

GRAVIDA PARA

FEMALES LMP PAP: DATE RESULT

PHYSICAL EXAMINATION: BP

EYES WNL [II or
THROAT WNL [l] or
NECK NEG [l] or
CHEST NEG [II or
BREASTS NEG 0 or DEF
HEART NEG [II or
ABO NEG [l] or
PELVIC NEG 0 or DEF
RECTAL NEG 0

~~DEF~EXTRM NEG 0
NEURO NEG [l] or
OTHER

IMPRESSIONS: KNEE PAIN/MENISCAL TEARS

SURGERY PROPOSED: RIGHT KNEE ARTHROSCOPY PARTIAL MEDIAL & LATERAL MENISECTOMIES.

"GN'O:1l!}lA.U-VhU+.
./ ..

PATIENT'SNAME DOCTOR'S NAME

,M.D.

J
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PREMIER SURGERY CENTER
2222 EAST STREET,SUITE 200

CONCORD, CALIFORNIA 94520
(925) 691-5000

DATE OF SURGERY: 07/09/14 DATE: 07/01/14
AGE: 49---

PRE-OP HISTORY and PHYSICAL
CHIEFCOMPUlIINT: _L_E_F_T_H_I_P_P_A~IN~ _

INDICATIONS FOR SURGERY: LEFT HIP PAIN----------------------'-----

PAST HISTORY:
OPERATIONS NEG 0 or KNEES
ALLERGIES NEG 0 or NO KNOWN
MEDICAL ILLNESS NEG 0 or
HIVIAIDS NEG 0 or
CURRENT DRUGS NEG 0 or NONE LISTED
ANESTHETIC PROBLEMS NEG 0 or
SIG. FAM. HIS-TORY NEG 0 or
ROS- HEENT NEG 0 or

GI-GU NEG 0 or
CHESTCVS NEG 0 or
OTHER

FEMALES LMP _

PHYSICAL EXAMINATION: BP _

PAP: DATE RESULT _

EYES
THROAT
NECK
CHEST
BREASTS
HEART
ABO
PELVIC
RECTAL
EXTRM
NEURO
OTHER

IMPRESSIONS: LEFT HIP PAIN

GRAVIDA _ PARA _

WNL 0 or
WNL 0 or
NEG 0 or
NEG 0 or
NEG 0 or DEE
NEG 0 or
NEG 0 or
NEG 0 or DEF
NEG 0 or OEF
NEG 0 or I EFT HIP PAIN
NEG 0 or U Start IV in Pre-Op

SURGERY PROPOSED: LEFT HIP ARTHROCOPY WITH FEMOROPLASTY, ACETABULOPLASTY AND LABRAL REPAIR.

"GN,,=4J)l;.2nL~
./ . .

PAT1ENT'SNAME DOCTOR'S NAME

,M.D .
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State of California Additional pages attached lJ
Division of Workers' Compensation

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

Patient:
Last
Address 26
Date ofInjury1 _0_/0_3_/2_0_0_9 _
Occupation _
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number 5_2_8_2 _
Address City State Zip _
Phone Fax 925-609-9264

First
City VALLEJO
Date of Birt _
SS# Phone:

M.I. Sex_M _
State _CA__ Zip 94591

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.
Subiective complaints:
45yo M flu L knee arthroscopic parliallateral meniscectomy x 5·6wks. Responding well to water PT. Some cont occasional knee discomfort
with increased activity, kneeling.

Obiective findings:
L knee: Incisions well healed. FROM. No effusion. Strength intact. Tender around incisions.

Dia!!nosis: (Please indicate right or left)
1. 715.16 - DJD knee ICD-9 _
2. 836.1 - Lat. Meniscus tear ICD-9 _
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

1. cont with PT for conditioning, pt responding well to aqua PT, cont to advance
2. flu 6wks

Next Appointment:~6~w~ks~ _
Primary Treating Physician: (original signature, do not stamp) Date of exam:_O_5/_1_0/_2_01_0 _
I declare under pe of perjury that this report is true and correct to the best of my knowledge and that I have not
violated Labor 3 JQuintellaPA-C
Signature. Date: 05/10/2010

Executed at: Contra Costa County, CA IA / " J j lIn ~CUVI- CWfpi)IiaLicenseNo.: A72343
Name: William B. Workman, M!lVV t)VV II , ~peciafty: Orthopedic Surgeon
Address: 301 Lennon Lane, Ste. 100, Walnut Creek, CA 94598 Phone: (925) 944-0110 Fax: (925) 944-0960000028



State of California Additional pages attached []
Division of Workers' Compensation

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

Patient:
Last
Address 2
Date oflnjury 1_°_'°_3_'2_°°_9 _
Occupation _
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number _
Address ~ City ~~_State Zip .__
Phone Fax

First M.I. Sex
City VAl~l~EJ~O State C_A__ Zip 94591
Date o _
SS# 5 Phone:

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you. ~1?1stitute or append a narrative report.

Subiective complaints: tla..o t "l J fuJu. s jv-o.-t 0';; yY1 cIS" 0--;
~O 4'Y7f f/~ ~ V(~· ~ co-» ~~.(~

Obiective findings: 0 -[?V-J 1~
0~

Dial!nosis: (Please indicate right or left)
1. 715.16· DJD knee ICD-9 _
2. 836.1 • La!. Meniscus tear ICD·9 _
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

c vv-.. lI1A<'{Mj <,

Next Appointment: 07/29/1 0
Primary Treating Physician: (original signature, do not stamp) Date of exam: 06'_2~1'~2~01~0 _
I declare under penalty of perjury th s true and correct to the best of my knowledge and that I have not
violated Labor Code I .3. ~
Signature: V/r ~ Date:._0_6_'2_1_'2_0_10 _
Executed at: Contr Costa County, CA California License No.: A72343
Name: Will am B. Workman, MD Specialty: Orthopedic Surgeon
Address: 301 Lennon Lane, Ste. 100, Walnut Creek, CA 94598 Phone: (925) 944·0110 Fax: (925) 944-0960000029



State of California Additional pages attached [J
Division of Workers' Compensation

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

Patient:
Last
Address
Date ofInjury 1_0_/o_3_/2_0_0_9 _
Occupation _
Claims Administrator:
Name YORKINSURANCE Claim Number _2_8_2 _
Address City ~ State Zip _
Phone Fax 866-548-2637----------------

First M.I. Sex M
City VALLEJO State C_A_~Zip94591
Date o _
SS# 5 Phone

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.
Subiective complaints:
46yo M sIp L knee arthroscopy x 4mos with cont pain posterior knee with kneeling and increased activityl climbing stairs or jumping.
HEP includes biking with improvement.

Obiective findings:
l LE: Incisions well healed. no atrophy. no effusion. peri patellar tenderness lat>medial. Stable.
strength 5/5 quad/hams. FROM

Diagnosis: (Please indicate right or left)
1. 715.16 - DJD knee ICD-9 _
2. 836.1 -Lat. Meniscus tear ICD-9 _
3. ~. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? Ifso, why?

1. cont recommendation for advancement of HEP. encouraged biking
2. consider knee injection coming moths if no further improvement.

NextAppointmenl:~6~w=k~s~---_
Primary Treatin Physician: (original signature, do not stamp) Date ofexam:_0_7_/2_9_/2_0_10 _
I declare under p a ty of perjury that this report is true and correct to the best of my knowledge and that I have not
violated Labor JQUINTELLAPA-CSignature: Date: 07/29/2010

Executed at: Contra Costa County, CA J A J " J j lIn ~ CUV\- CaMJtI)ia License No.: A72343
Name: William B. Workman, MD/vv lJVV u , S'pedaIfy: Orthopedic Surgeon
Address: 301 Lennon Lane, Ste. 100, Walnu Creek, CA 94598 Phone: (925) 944-01 10 Fax: (925) 944-0960000030



State of California Additional pages attached C
Division of Workers' Compensation

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

Patient:
Last
Add
Date ofinjury 1_o_'0_3_/2_o_o_9 ._~_
Occupation _
Claims Administrator:
Name YORKINSURNACE Claim Number -------------Address City State Zip _
Phone Fax 925-609-9264

Fir
City VALLEJO
Date o --
SS# 5

M.'- Sex_M _
State _CA Zip 94591

Phone:

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.

Subiective complaints: H~ ~ ffJJ1!)

6JJy ~ t1~ OVJ tr- Sl/VL~

Obiective find~: ch{ ~

Dial!nosis: (Please indicate right or left)
1. 715.16· DJD knee 1CO-9 _
2. 836.1 - Lat. Meniscus tear ICO-9 _
3. 1CO-9 ----------
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned trealment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. H:v~been any cbanges in treatment plan? If so, why?

~ (/I//(VVI.cNjV

Primary Treating Physician: (original signatur
I declare under penalty of rjury that t
violated Labor Code J 39 ..
Signature:
Executed at: Contr osta County, CA
Name: William B. Workman, MD
Address: 301 Lennon Lane, Ste. 100, Walnut Creek, CA 94598

Next Appointment: _
do not stamp) Date of exam:_O_9/_0_9/_2_01_0 _
e and correct to the best of my knowledge and that I have not

Date: 09/09/2010
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0 J 10 Fax: (925) 944-0960000031



State of California Additional pages attached C
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement . do not use this form. You rna use DWC Forms PR-3 or PR-4.

"1, 1I"t·;., "iihll,j .:

Patient:
Last First
Addr _ City VALLEJO
Date ofinjury 1_0_/0_3_/2_0_09_________ Date o _
Occupation SS# X Phone:
Claims Administrator:
Name YORKINSURANCE Claim Number 95_2_8_2 _
Address City State Zip _
Phone Fax 866-548-2637----------------

M.I. Sex_M _
State CA__ Zip_94_5_9_1__

Employer name: CITYOFVALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.

;;:;'" 'I'i",~~ f~~
",;;":"'(0 ~ /+ ~ {AlpMJ4J

Dial!nosis: (Please indicate right or left)
I. 715.16- DJDknee ICD·9 _
2. 836.1- Lat.Meniscustear ICD-9 ----------
3. ICD-9------------------------------ ----------
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).

~C~ cOde~uragMTZ7 bee? Chr;~t Pli~Y?

Next Appointment: _
Primary Treating Physician: (original signature, do not stamp) Date of exam:_1_0_/2_1_/2_0_10 _
I declare under penalty of er.jurythat this report is true and correct to the best of my knowledge and that I have not
violated Labor Code 1 I. _I - '.r)M.../'
Signature: 'if f'C/W'.A'V) Date:_1_0/_2_1'_20_1_0 _
Executed at: C tra osta County, CA - California License No.: A72343
Name: illiam B. Workman, MD Specialty: Orthopedic Surgeon
Address: 301 Lennon Lane, Ste. 100,Walnut Creek. CA 94598 Phone: (925) 944-0110 Fax: (925) 944-0960000032



State of California Additional pages attached [J
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum improvement, do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:
Last B
Address
Date ofinjury 1_0_'0_3_'2_0_09 ~_
Occupation .__
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number _
Address City State Zip _
Phone Fax 925-609-9264

First
City VALLEJO
Date o _
SS# 5 Phone:

M.I. Sex_M _
State _CA__ Zip 94591

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.

Subjective comDla~ Jp ~
Obiective Iindings:

Dial!nosis: (Please indicate right or left)
1. 715.16· DJD knee ICD-9 ----------
2. 836.1 - Lat. Meniscus tear ICD-9 ----------
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

fr/Ul/

Next Appointment: _
Primary Treating Physician: (original signature, do not stamp) Date of exam:_1_1'_2_41_2_01_0 _
I declare under penalty r e and correct to the best of my knowledge and that I have not
violated Labor Code 1
Signature:
Executed at: Co a Costa County, CA
Name: William B. Workman, MD
Address: 301 Lennon Lane, Ste. 100, Walnut Creek, CA 94598

- "
Date: 1112412010
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0 II 0 Fax: (925) 944-0960000033



State of California Additional pages attached [J
Division of Workers' Compensation

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

Patient:
Last
Address
Date ofInjury 1_0_'0_3_'2_00_9 _
Occupation _
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number _
Address City State Zip _
Phone Fax 925·609·9264

First
City VALLEJO
Date of _
SS# 54 Phone: 707·333·9258

M.L Sex_M _
State _CA Zip 94591

Employer name: CITYOF VALLEJO
The information below must be provided.
Subiective complaints:

Employer phone _
You may use this form or you may substitute or append a narrative report.

Obiective findings: _ ~

Patienthasinte:!:!:!::king, 1+~on, ~oint Iinef.~'d d~ROM -~n.

Dial!ROsis: (Please indicate right or left) T~
I. 715.16 - OJD knee ICD-9----------
2. 836.1 • Lat.Meniscustear ICD-9----------3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral. surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Af'6 =-f~-o~'-'1/ ~ ~ Id

Next Appointment: _
Primary Treating Physiciau: (original signature, do not stamp) Date of exam:_0_l_/0_6_/2_0_11 _
I declare under penalty of perjury hat is report is true and correct to the best of my knowledge and that I have not
violated Labor Code 39 3
Signature:
Executed at: Co tra Costa County, CA
Name: William B. Workman, MD
Address: 301 Lennon Lane, Ste. 100, Walnut Creek, CA 94598

Date: 01/06/2011
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-01 10 Fax: (925) 944-0960000034



State of California Additional pages attached [J
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement do not use this form, You rna use DWC Forms PR-3 or PR-4.

if'

Patient:
Last
Address
Date ofinjury 1_0_/0_3_/2_0_09 _
Occupation _
Claims Administrator:
Name YORKINSURANCESER~CES
Address
Phone

First
City VALLEJO
Date o -
SS# 5

M.1. Sex M
---- ----

State _CA__ Zip 94591

Phone: 707-333-9258

Claim Number --------_______________ City State Zip _
Fax

Employer name: CITYOF VALLEJO
The information below must be provided.
Subiective comDIaints:
1st post op right knee.

f~

Employer phone _
You may use this form or you may substitute or append a narrative report.

Obiective findings:

Diaenosis: (Please indicate right or left)
I. 836.1 - Lat. Meniscus tear ICD-9 _
2. 836.0 - Med. Meniscus Tear ICD-9 _
3. ICD-9 ----------
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Primary Treating P
I declare under penal
violated Labor Code
Signature:
Executed at: Con a Costa County, CA
Name: W· iam B. Workman, MD
Address: 1 Ygnacio Valley Road, Suite 400, Walnut Creek. CA 94596

Next Appointment: _
n: (ori in signature, do not stamp) Date ofexam:_0_21_2_8/_2_01_1 _

report is true and correct to the best of my knowledge and that I have not

Date: 02/28/2011
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0110 Fax: (925) 944-0960000035



State of California Additional pages attached [J
Division of Workers' Compensation

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

Patient:
Last
Address
Date of Injury t_0_/0_3_/2_0_09 _
Occupation _
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number 2 _
Address City State Zip .__
Phone Fax 888-620-6919

First
City VALLEJO
Date o _
SS# 5 Phone: 707-333-9258

M.L Sex M
---- ----

State _CA__ Zip 94591

Employer name: CITYOF VALLEJO
The information below must be provided.
Subiective complaints:

Employer phone _
You may use this form or you may substitute or append a narrative report.

Obiective tindin!!s:

Dia!!nosis: (Please indicate right or left)
I. 836.1 - Lat. Meniscus tear ICD-9 ----------
2. 836.0 - Med. Meniscus Tear ICD-9 ----------3. ICD-9 _
Treatment Piau: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes' treatment plan? If so, why?""» ~, ~ .CONTINUEPHYSICALTHERAPY2X5WEEKSto right knee

Primary Treating Physician: (original signature, do n
I declare under penalty of 11 ury that mhiS port is e an
violated Labor Code 139..
Signature: t Date:_O_31_2_1'_20_1_1 _
Executed at: Contra osta Conn , A California License No.: A72343
Name: William B. Workman, MD Specialty: Orthopedic Surgeon
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596 Phone: (925) 944·01 10 Fax: (925) 944-0960

Next Appointment: _
stamp) Date of exam:_O_3/_2_1'_2_01_1 _

correct to the best of my knowledge and that I have not

000036



State of California Additional pages attached [J
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement ,do not use this form. You rna use DWC Forms PR·3 or PR-4.

Patient:
Last
Address
Date of Injury 1_0_'0_3_'2_0_09 _
Occupation _
Claims Administrator:
Name Claim Number---------------------- --------------
Address City State Zip _
Phone Fax---------------

First
City VAllEJO
Date o _64_. _
SS# 5 Phone:--

M.1. Sex M---- ----

State _C_A__ Zip 94591

Employer name: CITYOF VAllEJO
The information below must be provided.
Subiective complaints:

Employer phone _
You may use this form or you may substitute or append a narrative report.

Obiective !indin!!s:

Dial!nosis: (Please indicate right or left)
I. 836.1 ·lat. Meniscus tear ICD-9 ----------
2. 836.0· Med. Meniscus Tear ICD·9 ----------
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Primary Treating Physician:
I declare under penalty of rj ry
violated Labor Code 139 .
Signature:
Executed at: Cooffil Costa County, CA
Name: William B. Workman, MD
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596

Next Appointment: _
ot stamp) Date of exam:_O_5I_2_3_/2_0_11 _
d correct to the best of my knowledge and that I have not

Date: 05123/2011
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0110 Fax: (925) 944-0960000037



State of California Additional pages attached []
Division of Workers , Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement, do not use this form. You ma use DWC Forms PR-3 or PR-4.

Patien
Last
Address
Date oflnjury 1_0_'0_3_'2_0_09 _
Occupation _
Claims Administrator:
Name YORKINSURANCE Claim Number . _
Address City State Zip _
Phone Fax

First
City VALLEJO
Date o _
SS# 5 Phone:

M.I. Sex_M _
State _CA__ Zip 94591

Employer name: CITYOF VALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.

Snbiective complaints: f cu&vL ~ ~ '5 \J./)

~.'di'P~ ::- ~

O-/?-O
Dial!nosis: (Please indicate right or left)
1. 836.1 . Lat. Meniscus tear ICD-9 ----------
2. 836.0 - Med. Meniscus Tear ICD-9 ----------
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is enc~ there been any changes in treatment plan? If so, why?

cAr

Primary Treating Physician: (original signatur
I declare under penalty f perj th this report i
violated Labor Code 9.3.
Signatnre:
Executed at:
Name:
Address:

Next Appointmenl: _
do not stamp) Date of exam:_O_7_11_4_'2_0_11 _
e and correct to the best of my knowledge and that I have not

ontra Co unty, CA
William B. Workman, MD
101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596

Date: 0711412011
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-01 10 Fax: (925) 944-0960000038



State of California Additional pages attached I:J
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement, do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:
Last First
Address _ City VALLEJO
Date ofinjury 1_0_'0_3_'2_00_9_________ Date of _
Occupation_____________ SS# 54 Phone:
Claims Administrator:
Name YORKINSURANCESERVICES Claim Number 2 _
Address City State Zip _
Phone Fax

M.1. Sex M
---- ----

State _C_A__ Zip 94591

Employer name: CITYOFVALLEJO Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative report.
Subiective complaiuts: ..-~

/~
Obiective findines:

0- /vo
Diaenosis: (PI",e ti: ri ht
I. 836.1- Lat.Maniscustaar ICD-9 _
2. 836.0 - Mad.ManiscusTear ICD-9 _
3. ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Primary Treating Pbys' an:
I declare under penalty of ri
violated Labor Code 13
Signatnre: Date:_O_8'_2_2'_20_1_1 _
Executed at: Contr osta County, CA California License No.: A72343
Name: Wi 'am B. Workman, MD Specialty: Orthopedic Surgeon
Address: 1 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596 Phone: (925) 944-0110 Fax: (925) 944-0960

Next Appointment: _
e, do not stamp) Date of exam:_O_8'_2_21_20_1_1 _

true and correct to the best of my knowledge and that I have not

000039



State of California Additional pages attached []
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement ,do not use this form. You ma use DWC Forms PR-3 or PR-4.

Patien
Last
Address
Date ofInjury 1_o_/o_3/_2_oo_9 _
Occupation _
Claims Administrator:
Name Claim Number_ _82 _
Address City State Zip _
Phone Fax

Firs
City VALLEJO
Date _
SS# Phone:

M.I. Sex _
State _CA__ Zip 94591

Employer name: Employer phone _
The information below must be provided. You may use ~is form or you may substitute or app/ld a narrative report.
Subiective complaints: p~ Ii. ~ ~~ ~ ~ ~ 7:>tt..fl It
Objective !indin!!s:

CJ-/2-Q o ~ ~VTr~
Dia!!nosis: (Please indicate right or left)
I. 836.1 - Lat. Meniscus tear 1CO-9 ---------
2. 836.0· Med. Meniscus Tear 1CO-9 ---------
3. 1CO-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why? ~

~~~u fT

Primary Treating Physician: (original signat
I declare under penalty o~perjury th t t r ort i
violated Labor Code 139.3.
Signature:
Executed at: Contra-COsta County, CA
Name: William B. Workman, MD
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596

Next Appointment: _
,do not stamp) Date of exam:_0_41_2_8/_20_1_1 _
e and correct to the best of my knowledge and that I have not

Date: 04/28/2011
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0 II 0 Fax: (925) 944-0960000040



State of California Additional pages attached [J
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement ,do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:
Last N_____________ First
Address City VALLEJO
Date of Injury 1_o_10_3_/2_oo_9 .__ Date _
Occupation SS# Phone: 58
Claims Administrator:
Name YORKINSURANCE Claim Numbe 28_2 .
Address .__ City .State Zip _
Phone Fax

M.I. Sex_M _
State .C_A__ Zip 94591

Employer name: Employer phone _
The informationbelow must be provided. You may use this form or you may substitute or append a narrative report.

Subiective complaints: p~ ?.. "'" 0'Vln f ti4--- ~ 10 ~

~

Obiective Iindings:

Dial!nosis: (Please indicate right or left)
I. 836.1-Lat.Meniscustear ICD-9 _
2. 836.0· Med.MeniscusTear ICD-9 _
3. 715.16· DJDknee ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatrnent(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).~~7,2Ji~~m"han~.~:~~~~

•

Next Appointment: _
Primary Treating Physician: (original signature, do not stamp) Date of exam:.04.1.3.01.20.1.2 _
I declare under penalty of perju t t this rep9'"!is true and correct to the best of my knowledge and that I have not
violated Labor Code 139. c/] ~
Signature: r Date: 0413012012
Executed at: Contra st 0 ty, CA California LIcense No.: A72343
Name: William B. man, MD Specialty: Orthopedic Surgeon
Address: 101Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596 Phone: (925) 944-0110 Fax: (925) 944-0960000041



State of California Additional pages attached C
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:
Last
Address
Date ofinjury 1_0_'0_3_'2_00_9 _
Occupation _
Claims Administrator:
Name YORKINSURANCE Claim Number 5_28_2 _
Address City State Zip _
Phone Fax

First
City VALLEJO
Date .4
SS# Phone: 8

M.I. Sex_M__
StateC__A Zip 94591

Employer name: Employer phone _
The informationbelow must be provided. You may use this form or you may substitute or append a narrative report.

Subjectivecomnlaints: fI~4~ ~ ~~
~~4 ~ ~ flO-

Objective findin!!s:

sitJ
Dia!!nosis: (Please indicate right or left)
I. 836.1- Lat.Meniscustear ICD-9
2. 836.0• Med.MeniscusTear ICD-9 _
3. 715.16-DJDknee ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).

~use of~Tes is ea:;-;ged;:;ee:::;an~~, why?

VJtik

Next Appointment: _
Primary Treating Physician: (original signature, do not stamp) Date of exam:_O_6'_11_'_20_1_2 _
I declare under penalty ofperj this report is true and correct to the best of my knowledge and that I have not
violated Labor Code 139.
Signature: Oate:_O_6'_1_1'_20_1_2 _
Executed at: Contr osta 0 , CA California License No.: A72343
Name: William B. Workman, MD Specialty: Orthopedic Surgeon
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596 Phone: (925) 944-0110 Fax: (925) 944-0960000042



State of California Additional pages attached []
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:
Last
Address
Date ofInjury 1_o_/o_3/_2_oo_9 _
Occupation _
Claims Administrator:
Name Claim Number
Address City State Zip
Phone Fax

Firs
City VALLEJO
Date o _
SS# 5 Phone:

M.l. Sex M
State _CA Zip 94591

Employer name: Employer phone
The information below must be provided. You may use this form or you may substitute or append a narrative report.
Subjective comnlaints:

c/o

Obiective findines:
U-;""2 V

~~
Diaenosis: (Please indicate right or left)
I. 836.1 - Lat. Meniscus toar ICD-9 _
2. 836.0· Mod.Moniscus roar ICD-9 _
3. 715.16-DJDknee ICD-9 _
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?~ -v-.r:

Primary Treating Physician:
I declare under penalty of perjury
violated Labor Code 139.3.
Signature:
Executed at: Contra Costa County, CA
Name: William B. Workman, MD
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA

Next Appointment: _
original signature, do not stamp) Date of exam:_0_7/_2_6/_2_01_2 _

d correct to the best of my knowledge and that I have not

Date: 07/26/2012
California License No.: A72343
Specialty: Orthopedic Surgeon

94596 Phone: (925) 944·0 I 10 Fax: (925) 944-0960000043



State of California Additional pages attached C
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e. has reached maximum im rovement do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patie
Last
Address
Date ofinj _
Occupation _
Claims Administrator:
Name YORKINSURNACE Claim Number 2_49_54 _
Address City State Zip _
Phone Fax

First
City VALLEJO
Date 6_4 _
SS# Phone:

M.I. Sex_M _
State _CA Zip 94591

Employer name: CITYOF VALLEJO
The information below must be provided.
Subiective complaints:

Employer phone _
You may use this form or you may substitute or append a narrative report.

Dial!nosis: (Please indicate right or left)
1. 836.1 - Lat. Meniscus tear ICD-9 _
2. 838.0· Med. Meniscus Tear ICD-9 _
3. 715.16· DJD knee ICD-9
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Next Appointment: _
Primary Treating Physician: (original signature, do not stamp) Date of exam:_1_O'_3_0'_2_01_2 _
I declare under penal of .ury that this report is true and correct to the best of my knowledge and that I have not
violated Labor Code 9 "J j lIn ~ MO
Signature: .. VVv v , CUV\... { Date:_1_O'_30_'_20_1_2 _
Executed at: Contra Costa County, CA California License No.: A72343
Name: William B. Workman, MD Specialty: Orthopedic Surgeon
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596 Phone: (925) 944-01 10 Fax: (925) 944-0960000044



State of California Additional pages attached []
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e, has reached maximum im rovement do not use this form. You rna use DWC Forms PR-3 or PR-4.

Patient:

Address
Date of Injury 1_0_/0_3_/2_00_9 _
Occupation _
Claims Administrator:
Name _Y_O_R_K Claim Number
Address City State .Zip
Phone 209-475-3102 Fax 866-548-2637

First
City VALLEJO
Date o
SS# 5 Phone:

M.1. Sex M
State _CA Zip 94591

Employer name: CITYOF VALLEJO Employer phone
The information below must be provided. You may use this form or you may substitute or append a narrative report.
Subiective comnlaints:

Obiective !indine:s:

Diae:nosis: (Please indicate right or left)
I. 836.1 - Lat. Meniscus tear ICD-9 _
2. 836.0 - Med. Meniscus Tear ICD-9
3. 715.16 - DJD knee ICD-9
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).
Use of CPT codes is encouraged. Have there been any changes in treatment plan? Ifso, why?

Next Appointment: _
Primary Treating Pbysician: (original signature, do not stamp) Date of exam: 03/05/2013
I declare under penalty of perjury that this re ort true and correct to the best of my knowledge and that I have not
violated Labor Code 139.3.
Signature:
Executed at: Contra Costa County, CA
Name: William B. Workman, MD
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596

Date: 03/05/2013
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0 I 10 Fax: (925) 944-0960000045



State of California Additional pages attached []
Division of Workers' Compensation

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

Check the boxes which indicate why you are submitting a report at this time. If the patient is "Permanent and Stationary"
i.e, has reached maximum im rovement , do not use this form. You rna use DWC Forms PR-3 or PR·4.

Patie
Last
Address
Date oflnjury 1_0_/0_3_/2_00_9 _
Occupation _
Claims Administrator:
Name .y_o_rk Claim Numbe 9_54 .
Address City .State Zip _
Phone 209475·3102 Fax 866-548-2637

First
City VAllEJO
Date 4 _
SS# Phone:

M.I. Sex _
State _CA__ Zip 94591

Employer name: Employer phone _
The information below must be provided. You may use this form or you may substitute or append a narrative
Subiective comDlaints: _

~
Obiective findinl!:s:

-5
Diagnosis: (Please indicate right or left)
I. 836.1 ·lat. Meniscus tear ICD-9 _
2. 836.0· Med. Meniscus Tear ICD-9 _
3. 715.16· DJD knee ICD-9 ---------
Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture).

"."'m, .;'='~Tj-s""""'I-d""

Primary Treating Physician:
I declare under penalty of j
violated Labor Code 139 ..
Signature:
Executed at: Contra osta County, CA
Name: William B. Workman, MD
Address: 101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596

Next Appointment: _
gnature, do not stamp) Date of exam:.1_1/_0_4/_20_1_3 _

port is true and correct to the best of my knowledge and that I have not

Date: 11/04/2013
California License No.: A72343
Specialty: Orthopedic Surgeon
Phone: (925) 944-0110 Fax: (925) 944-0960000046
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AddltJonal Information ~vlewed
Data ~viow: Reviewed radioloBY .esu1l.: left hlp no fx
Reviewed other noconIa: He nola reviewed
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KAISBJl~ CIalmt:CV0i-M6693DO~02-15.:lO!4 VbIt:03·!8-2014 D8:5311opDr1Do1e:D3.1~14 FIaaI:N
P MR:01977lO9 WCABt: PAC:VALCImloct(707) 651·1370 CIIrior DOl (U•• 1111b1l~

State or CaIIfontbl D1YW0IlofWornn' CompeDl8tion
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (Pll·2) Page 2

3S. DIllIlllQlle8
III
SPRAIN OR lmtAIN 01' RIP OR TIllOR (L)

2IId

ICD-9843.9

1CD·9

36.rrealllleDlPlaa:(IDcI" _I readond 10_. LIIl.IllIIIlodI, ~ IlllCldaraclo. ofpIa_'" "_-«I). Spocll'r
OOIIIUllldanlrofeml, .1l1'JOIY. IIld bOSp11llUa1\on, IdmtItI< eocb _and aon-pbY!lciall PtoVldet. Speclfy type, freqaa10y ODd
dtItIdoIl ofph7Jlcl1 medlclne.....tee. (••C••phyl1C&! ebenp)'. m8II • ........-). aMarM c:odea II ~
SPRAINOR snAlN OP HIP OR nuOH
Note: left, acute. rio lablWll rear
P1an:MRA

I bave revlowecl Ibe Phyalca1 Therapy progress lIOlIll. The patiotll ballbow.
runcdonal pins finm tbcnpy •• pecilica1ly Imp"""'" ,*,ce of motloD,
iInpro\'=enl In octlvltles of daily llvillCand rcdIIl:lIon In wOlle
tedricliona. lam ~-tlna alllhorlzatlon for 1ll1lddi1i0lll14 villts of
phyllcal tbctapy over 3 wedoI.
WOlle Sl8IIII: Madll1ed duty Idvancod 3118120141Jltou&h 4J112014 SquaIIIrnee1, knee bendlng: Not III alL
Climb Iaddcn: Not at aiL
Use of acaffoldsfwork at height Not al all.
UM:auylpulhlpuD no more than 20 pouoda.
:Retum 10 Clinic: 41112014 1:50 PM

Couaadon: The alaled mecIumiom ill conliJtent with my clinical """m
findinp IIIICIno Information bas been presented th8t would indicak: a ClIIJse

olber than Iile alleged employment event/expo""",. ..~.•.-
37. Haft --. _ •••y __ 10 ••__ ••••• 7

39. OIlIer Pby.lc:llIIlINon-Phyliclon Proviclen:

38. UIO •••••y 7

40. Drug&:

41. PhysicoI Mecllc8l Service:
#. !lospIIoIitllionlSWJCIY nate
46. Conlll1l10tber 5etvk:eI:

Work Slalutl: 11ds pMlent hIlS beeD 1nstnIeted to:
47.U ••••••• r.n d.tJ.. .•• •• h'htJmw •••••••• U,Mt
48.l2Q_ •• 03·18-2014 _""'~~or_
49. Umllall_
see 136.

42. Ti •••• porWoe1<
<IS •. HeopitaI_ont SIIQlaY

~3. Dul'llion:

5o.B_ldIodl •••• _um <OO"'-dIIabDlIl' or""",•.•••1'01__ ••••~
51. _II ~ proclododl'rollrollllliallllJdllber_ loci-., ~oa lIIlIlhIoboftllmllllllllWJ.-..

are' , ••.•• uat. "-'.'.
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KAlSBR PmlMANIlNTE Cw..t:CVat-S466!IJ DOl:02·'So2D14 V"lOiI:03-1~14 01::13RoponDoto:03-19-20141'111a1:N
P MIl:Ol97'79O!l WCABI: PAQVAL CaaIool:(707)6S1·1370 ConIorllOI (Ira.llIablo):

Stille or eaurol'llla Division or Worlren' Compeasatlon
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (pR·2) Page 3

RECEIVED
APR01201tV
OSCW8lt~

PrImary Treatlnll PhysidlUl: (oriainal s1pature, do Dot stamp) 5:1..na,•• Io••", 03·18-2014
I doc:ln undorpcoaIly of porjlll)' •••• lhII ~potI i. \l'1IO and _ to 1IIe_ or My1l:IIowledp•• d •••• 1have no! vlollled labor <Ode 139.3 whk:h
problblll retunllO. phyaiclan or"lily witb whom tile ph)'lllcianhu 11\unJawfai financIaI_
The_Idf.dlaol Group,I_ • 53. IRSNumber94-2'728480

<OJ KOJ~IlHealIh

~

' Specialty

_L Sipdo •• Dale
MD 55. CaliforniaLlcI

57. PIlon.

sip•••.•

TANG,ZlLUB
975S•••••• Drl.., Vallejo, CA.94589
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, ~A"
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" I

, :.r; .. , ,. ,

,

, .•

• . . ... , . .
I~ H~I" CXlIIlIk'" •• permIiIenllllllllllllanl/y wldu,"iduII' dlubUky lNl: 1""I11l11i••••F_ PR.J
13. Pldenl wIU nqlllro fIJIlm mWlCllll:aro 0'-.0 ••
14.'Cli"''''''_r •• 11_ 9 /6. .sS

YORK INS'SVCS 17. N......8. AtldiOi I

PO BOX 619079 19. Citv VALLEJO' '.SlaU: CA 7lD 945911322
ROSBYIUB 20. DOJ 02-1'.21014 21. Sox M
CA· 95661 23. I'lIone 24. Pox

25.
26. PIlcn. (81J()) 422-724'4 27. Pox (866)S48-2637 21. alim 29. WCAB

30. I!mJlloyorNam.: CITY OF VAU.IIIO· 31.1!IIIp1oyorP!lCllo (701)648-4355
The IllfO<1llltlol1below ..-'be provldOli You may •••• lbl. rOl1ll or1'Ji11n1y iUbillilli8llr tppo;ld •.•• ~. mPdil;
32. SubJecd'+'e Complaints;

.'49 Y.10.1. preoeaII wilh left inner pn ••••• pain.
PI' b. Siill •••• with Uftilllleft I••• Couklonoi 1lrelclllhC lhla~ out,
0verIIJ I)'II1p1DmS un ';'·l,mproVlnl.
Prior -m.flll' lh'- Injlltf/il1qeu~ II_
Cwm)lcom/>IIIInll:·.o-' RECEIVED

~ 1~ 2al~ A
OSCWest

Review OfSyolemI:
COnslillltioiW: nep\ive for fevco or dlillll
MuIcu1oIkeletoi: IIOpliVO f!l" pno;nllzod myo1ll~liI
Sldn: neptlve for TI\Ih or p.iI¢b>I .
N.urololic:ol: n•••• liv •. for· ••.••••".... bowdlbllldder incont1n•.••• , CD'
'cliimJln... .
Rel~anl Medlcallono: noDe
AI1orIIoI: Review of·potlent's o1101'1l'•• lndli:atqlllD kDoJm 1\1•.••
Soclol Hiolory: repor1o Ihot he hu J\OVV SIIlDbd. He dooI not have .ny
SII)Cllcdcu lDbacco h1-, on file.
!televlIlI PutMed1coJJSurs1cOl History: P.IIWtt dienles prior releYOl1l
IDjuriealill\'llOfl ••.• ncl Prior iriduslrial illjury/iurlery - Inl knoo sfp
IIIlJO"Y
RelCVlllll Flmify HistOlY: NO ~1DY.anl·famiJy hillOry
HobblI$/\..eUQl'O Aetivitieo::Plllient lknies any rel~ •• t
teCRItionalll.lsure llClIviticl

33.~ecti~ ftDdJDp: (lnclud•.• ilJlit1cllnlphyl!c'll ••••• hWIon;,l••••••lIX)'.llI1IJI ••• or athor·c1i1p1OllIc findlnp.)
\'hyIl~ .BUm:DOIP!*'RI~' .
BP 1291681 Phis<: 891 Sp02 98 •••
GoIt: DO anla\aIc
Lefllllilh • mild TI1' al tolerll IlJUln 1m\, No herni •• mil4 ~'RQM
willi ftc!xlon ancI a&duc:llon, DO bruii •••. oweUinc·
C•• boar 'W'eiaJ1l 011 left hip.
Addltiollal IIiformalIon tlevlewed .
Dill Review, Reviewed IllcIiqlO8)'mulls: I.ft hlp no l'x
Rovlew9d ~-fOC!lfd" HC'tlOlea 1;8vle_.
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'I
.\

~ ~AIlENTE 'CIoimt:CV.cH~, DOI:02-1HOI4Vl~L~I.:xJ14 11:39R~:Q4.42,.2lJ14 P1•• tH
1'll1l•• : P MR:Ol9'17909 WCAU: PAC:VAL 'Conlacl:(!07) 6.11·'1370 _ 001 (If InlIJ,bIot

State01CaJirornIiD1~ oI,Wilrken' Com~
PRlMARY'l'REATING PHYSICIAN'S PllOOltESS REPoR'l (pR·2) Pagc2

!,
, ,

35·DlaI_
I~'
SPRAIN OR 'STlWN OF HlP OR, nnaR (L)

2nd

Reql;IVED
APR IHOI~A

OSCWest

JCD-9843.9

1CD-9

36. Trellment PI ••• (lndudo tnolnI,OJIlnad_1o _ LIlt IDIIlIodI,rreq.....,. OD,dd._ efpr.med tr •• v , 1(1)"SpedfJ
_IIIllalion11W_. '!'IlPiY."~IloIpllkllzad<lll. ldondl'y .",b _Iolm and ,..p;'yalclu III'OYkIer.Speall'y lYP'l. ~ ID~
dur_ ofplyaloal modiclne _ •• (0,•• pbyiloaJ 1b'l'"Jl)'._1pu)1li ••• ~), U. ofCPT'ax!u II ~
SPRAIN OR STRAIN OF HIP OR nIIOH
Nato: loft, .CUlIo. rio l.bnJm _

MIlA r<queolbcl. W-'dlll rq, *ppt '
l:CCtIlfy Ihcmedlcal.-ally oflha~ ond have",\'iowoe! IlId ~
tho PlIII of CIte. Contlo1Ue 'f1'
Work SialuI:, ModI8ed duty if available'41U2014lhrougf1411Sf2014 Sq1iat/IcJIeeI. k_ bending: Not .tall.
Olmb ladders: NDl II all.
U~ IJfscaffqldalwork .t hcigblc NOI81I1I.
LIft/Clii'r1fPulbipull no ~ \bill 20 pounds.
Relum IQ Ojnic: 411512014 '2:30 PM

i
i
!
!

. ',,, '
i7. ~--""1duonpo" __ pIon7 3B.U••• ""r7

39. OIh••..Pb,..e:m/Nor>.Pby~clJn Prov!d ••.•:

40·Druas:

41. PbyJlcoJ Modica! scm..,
44. \I-";tolizatlcn/SurJOl)' D•••
46. QlnluIllOlllor Somceo:

WcIdI:.Statua: 11IIllpaUeal;bs beeb IpItraeted 10:
-47·U_"',...doll'_ wlGI.-)/oIIllI-"-
48.~Kltamte~lII.wark •• ()4..()1·2014 .lthtMMowIde: ••••' r'· ••.•••• '#,••
.49. , •••_E •••

47, Ti_PCl:Wook
,45. HoopiIaIludanI SlIlJ'II)'

43. Durodon:

SBBIl36.
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PO BOX 619079
ROSEVILLB
CA

KAlSER CVCH·S466930;&.1:00·15.2014VIai1:04-15-201414:32Rq>ortO•••:04-16-2014Fin,I:Y
PadcIIc 1977909WCABI: PAC:VALColltacl:(707)651.1370Curl••.DOlQfavDllable):

, Slate or Call1'ornlaDIvision of Worken' Compensation
PRIMARY TREATJNG PHYSICIAN'S PROGRFSS REPORT ~R.2) Page 1

Check the box(es) which indicate why you are suhmlttlng a report at this time, If the patient is 'Pennanent and Stationary" (ie" hal
~ mulmum medk:11 improYemeftt), do not use this form. You may tile Dwe Form PR-3
01. reno rt (req\1Ind45daYIIl/IuJastreport) 02. U CJumcelRlrealmeDtplan 03.U RoIeued I'ro,mcare
04. CJumcelRwortltlitus 05.0 Need lorrOrernlor __ UOD OIi.O~tonqaeatrortarormalioD
117,' CJumce fa pallent'. a>adltloJOll.0Need ror lI1Il'1I'ryor h••••ltaUzalloa 09.UReqaOll lor AuihorlzliuOn
10. Otber: '. ~ ,. . .. .. I •

11. Paden' will be pcnnanenUy precluded from enwing in hlslhcr usual and customary occupation U any of these _ are cbed<ed
12. ::: Padent', c:ondidooi. pel'lTUlllCnland .blIiooary with residual disability on: )'OIl moat lDC Form PR·3
13. Patient will ....ure future medical care or narrallve naort.
14. CIalRM A_Or Pall.at: I'. MR 01977909 16. SSN

YORK INS sves 17. Name
18. Addre••
19. City V
20. 001 0
23. Phone 1
25. O<euna
28. Clalm C

9'661

Zip 945918322
2. Sea M
4. Faa

26. Phooe (800) 422-7244 21. Faa (866) 548-2631

30. EmployerName: . CITY OF VALLIlIO 31. Employer Phone (707) 648-4355
The infonnltion below must be provided. You may use this form or you may substitute or append a narrative report.
32. Subjective Complaints:

s a 49 Y m.le presents with left inner groin area pain.
FT lOa. Sull sore with lifting left leg. Could no' stretch the thigh out,
Pain level is much 1•••. MRA scheduled on 04111/14 outside ofkai,er
Prior lrealm.nt for this InjuryJillness: as above
Current complaints: as above.
Allergies: Review ofpadent's allerJies indicates no known allergies.
Social History: reports that be hal never smoked. He does not bave any
smokelest Iobaceo history on file.
Relevant Past MedlcallSurgk:a1 HIStory: Patient denies prior relevant
injums/surgeries and Prior Industrial il\iurylsurgcry - bil knee sip
surgery
Relevant Family History: No relevant family history
HobbieslLeisun: Activities: Patient denies any relevant
recreationaVlelsute activities

33. Objective Findings:: (Include significant physical examination. laboratory. imuging, or other diagnostic findings.)
Physical Exam: no apparent distress
BP 145180 I Pulse 141 Sp02 98%
Gnit: no Alllll\gic
Left thigh- mild TrP 0' lateral groin area. No hernia. mild reduced ROM
with flexion and abduction, no bruise or swelling.
Can bear weight on left hlp.
Additional Infonnation Reviewed
Data Review: Reviewed radiology results: left hip no fa
Reviewed other records: HC notes reviewed

34. Diugnosdc Studies Ordenod:

35. Diagnoses
1st
SPRAIN OR STRAIN OF HlP OR TIllGH (L)

ICD-9843.9

2nd ICD-9

000055



KAISERPERMANmmI Cllllml:CYCH·S46693 OO~02-1S-2014 V;,Il:04-I'-20l4 14:32 Report!l<":04-1~2014 Fi•• I:Y
PalientB MR:OI!l71909 WCABII: FACVAL QmIlCl:(707) 651·1370 OurierDOl(lhvallablo):

State ofCBllfornla Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (PR.2) Page 2

j'

"I'
~I

36. Trealmeal PIlIJI: (Include ••.•••lmeal _domlto date. LIst method •• rrequonq and duratlOll ot planned lrealmenl(.). SpeclI'y
COIIIUIlIl!on/Jefoml•• urgery. and hospilalimtion. Identify each physician and non-physician provider. Spoclfy typo, t~llelICY and
d.ration of physical medicine .ervice. (o.g., physical therapy, manipulation, acoponClUro), Use of CPT codo. i. encouraged.
SPRAIN OR STRAIN OF HIP OR TIllGR.. (primary encounter diagnosis)
Note: left, acute. rio labrum tear
Plan: PHYSICIANS REPORT. PR·2 TREATING PHYSICIAN'S PROGRESS REPORT
MRA 04117/14 .
Work SlBlUs:Modified duty if available.
Return toCllnlc: I week to revlewMRI results.

The loll! visit tim. face to face with the patient was 1S min. 1 spent
greater than SO'll> of this time counseling and 10 discussion with the
patienL We reviewed injury, exam fmdings, pathogenesis, prognosis, work
and medications.

MWP: 41IS-4fl31l4: SqUatJkneel, knee bending: Not at an.

Climb ladders: Not at an •

. Use of sc:affoldslwork at height Not at all,

Liftlcarrylpushlpull no more than 20 pounds.

FlU APPT ON 4/23/14 @ 4:30PM.

37. Ha•• there boe. any eb._in lrealml!nt pl •• 7

39. 0Iher PhyslcilllllNon.Physiciao Providers:

38. If 10, why '1

40. Drugs:

41. Physicll Medical ~rvl<:e:
44. HcapitallZlllloolSorgery Date
46. Cons.lt/Olher ~ioes:

Work Status: ThIs patienl has been Instructed 10:
47. UReturn to run duty 011 with no limitations or ratrictloas.
48. ~ Return to modillcd work Db 04 ..15-2014 with the followIDgllntltatlolU or ~stridlulJl.
49. IJIIIllad ••• : .
SEEil36

42. Times per Week
45. Hospitalization! Surgery

43. Dutatioa:

50'8 Pallmt d_rpd u •••.•••(n. perauumJt dlsablUlyor ••••• for lIlI•••.•_c •• ean).
SI. hdea.t II ptnIWICatl1 pnc:lud.ed!ro" e.a.plinl lailis/lift _1Il.ad cultOJPllQ' occupatio. lad the above limI••t:lohslrutriction.

're dnmal =nnumL
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KA;iSERPIlRMANENTB Cloimf:CVCH-S46693 DGO':02-1S~014Vlsic04-IS-2014 14:32 ReportD,te:04.16-2014 Flnal:Y
Plolien P MR:OI '77909 WCAB.: FACVAL ConCace(707)651-1370 Curler DOl (if a.,n,ble)'

. State of CaJjfomla DIvisionof Workers' Compensation'
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (PR.2) Page 3

r

Primary Treating Physidan: (original signature, do not stamp) 52. Date of •• am 04-1'·20 14
I decl are under penalty of pajury mar mi. report is trUe and correct 10 the beat of my knowledge and th •• I bnve not violnl«! labor code 139.3 which
prohibit. refemJ. to a phyllcian or endt)' with whom the physician has an unlawful financiol interest. '.
'lbe Pcrmanonte MedIc:a1Group,lnc. 53, IRSNumber 0

Signature Specialty

MD
Signatunl Dace
55. CalifomlaLic# lOO782A·
S7. Phon. (707) 6S 1-1370

&eeutedar
54. Name TANG, ZILUB
56. Add"", 975 sere no Drive, Vallejo, CA. 94589

v2.9
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STATE OF CALIFORNIA

Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT (PR-4)

Patient:

Last Name Middle Initial First Name sex M Date of Birth
Address -IV-E- City VALLEJO State CA Zip 94591

Occupation Social Security Number Phone No.7

Claims AdministratorlInsurer:

Name YORK INSURANCE SERVICES CLM#: 2009095282

Employer:

Name CITY OF VALLEJO Phone Number------------------------~- -------

Address ~ City State __ Zip _
Treating Physician:

Name Willam B. Workman, MO
Address 101 Ygnacio Valley Road, Ste 400

Phone Number 925 944-0110
City Walnut Creek State CA Zip 94596

Date of Injury 10103/2009 Last date Permanent & 8/22/11
Date worked Date Stationary Date

Date of current _8_12_2_1_1_1 _
examination Date

Description of how injury/illness occurred (e.g. Hand caught in punch press; fell from height onto back; exposed 25 years
ago to asbestos):
injured at work

Patient's Complaints:

bilateral knee pain

DWC Form PR-4
(Rev. 06-05)

000058



P

STATE OF CALIFORNIA
Division of Workers' Compensation

PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT (PR-4)
Relevant Medical History:
none

Objective Findings:
Physical Examination: Describe all relevant findings as required by the AMA Guides, 5th Edition. Include any specific
measurements indicating atrophy, range of motion, strength, etc, Include bilateral measurements - injured/uninjured - for injuries
of the extremities.
0-120 degrees ROM bilaterally
medial and lateral joint line tenderness

Diagnostic tests results (X-ray/Imaging/Laboratory/etc.)
MRI shows lat men tear on right knee and med/lat meniscus tear on left

Diagnoses (List each diagnosis; ICD~9 code must be included)
1. mmt
2. Imt
3. _

4.

ICD-9
836.0
836.1

Impairment Rating:
Report the whole person impairment (WPI) rating for each impairment using the AMA Guides. Slh Edition, and explain how the
rating was derived. List tables used and page numbers.

left med and lat WPI". 4Impairment !( Table #(,).17-33 p546 Page #(5)

Explanation

Impairment right lat WPI% 1 Table #(5).17-33 p546 Page #(5)

Explanation

Impairment WPI% Table #(5). Page #(5)

Explanation

Impairment WP[% Table #(s). Page #(s)

Explanation

nwc Form PR-4
(Rev. 06-05)
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P

STATE OF CALIFORNIA

Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT (PR-4)

Pain assessment:

If the burden of the worker's condition has been increased by pain-related impairment in excess of the pain component already
incorporated in the WPI rating under Chapters 3·17 of the AMA Guides, 5th Edition, specify the additional whole person
impairment rating (0% up to 3% WPI) attributable to such pain. For excess pain involving multiple impairments, attribute the
pain in whole number increments to the appropriate impairments. The sum of all pain impairment ratings may not exceed 3% for
a single injury.

Apportionment.

Effective April 19, 2004, apportionment of permanent disability shall be based on causation. Furthermore, any physician who
prepares a report addressing permanent disability due to a claimed industrial injury is required to address the issue of causation of
the permanent disability, and in order for a pennanent disability report to be complete, the report must include an apportionment
determination. This determination shall be made pursuant to Labor Code Sections 4663 and 4664 set forth below:

Labor Code section 4663. Apportionment of permanent disability; Causation as basis; Physician's report; Apportionment
determination; Disclosure by employee

(a) Apportionment of permanent disability shall be based on causation.

(b) Any physician who prepares a report addressing the issue of permanent disability due to a claimed industrial injury shall in
that report address the issue of causation of the permanent disability.

(c) In order for a physician's report to be considered complete on the issue of permanent disability, it must include an
apportionment determination. A physician shall make an apportionment determination by finding what approximate percentage
of the permanent disability was caused by the direct result of injury arising out of and occurring in the course of employment and
what approximate percentage of the permanent disability was caused by other factors both before and subsequent to the industrial
injury, including prior industrial injuries. If the physician is unable to include an apportionment determination in his or her report,
the physician shall state the specific reasons why the physician could not make a determination of the effect of that prior
condition on the permanent disability arising from the injury. The physician shall then consult with other physicians or refer the
employee to another physician from whom the employee is authorized to seek treatment or evaluation in accordance with this
division in order to make the final determination.

(d) An employee who claims an industnal injury shall, upon request, disclose all previous permanent disabilities or physical
impairments.

Labor Code section 4664. Liability of employer for percentage of permanent disability directly caused by injury;
Conclusive presumption from prior award of permanent disability; Accumulation of permanent disability awards

(a) The employer shall only be liable for the percentage of permanent disability directly caused by the injury arising out of and
occurring in the course of employment.

(b) If the applicant has received a prior award of penn anent disability, it shall be conclusively presumed that the prior permanent
disability exists at the time of any subsequent industrial injury. This presumption is a presumption affecting the burden of proof.

(c)(l) The accumulation of all permanent disability awards issued with respect to anyone region of the body in favor of one
individual employee shall not exceed 100 percent over the employee's lifetime unless the employee's injury or illness is
conclusively presumed to be total in character pursuant to Section 4662. As used in this section, the regions of the body are the
following:

A) Hearing

(8) Vision.

DWC Form PR-4
(Rev. 06-05)
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P

STATE OF CALIFORNIA

Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT (PR-4)

(C) Mental and behavioral disorders.

(D) The spine.

(E) The upper extremities, including the shoulders.

(F) The lower extremities, including the hip joints.

(G) The head, face, cardiovascular system, respiratory system, and all other systems or regions of the body not listed
in subparagraphs (A) to (F), inclusive.

(2) Nothing in this section shall be construed to permit the permanent disability rating for each individual injury
sustained by an employee arising from the same industrial accident, when added together, from exceeding 100
percent.

Yes No
Is the permanent disability
directly caused, by an injury
or illness arising out of and in the course of employment? o

Is the permanent disability caused, in whole or in part,
by other factors besides this industrial injury or illness,
including any prior industrial injury or illness? o

If the answer to the second question is "yes," provide below: (1) the approximate percentage of the permanent
disability that is due to factors other than the injury or illness arising out of and in the course of employment; and (2)
a complete narrative description of the basis for your apportionment finding. If you are unable to include an
apportionment determination in your report, state the specific reasons why you could not make this determination.
You may attach your findings and explanation on a separate sheet.

nfa

nwc Form PR-4
(Rev. 06-05)
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P

STATE OF CALIFORNIA

Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT(PR-4)

Future Medical Treatment: Describe any continuing medical treatment related to this injury that you believe must he provided
to the patient. ("Continuing medical treatment" is defined as occurring or presently planned treatment.) And describe any
medical treatment the patient may require in the future. ("Future medical treatment" is defined as treatment which is anticipated
at some time in the future to cure or relieve the employee from the effects of the injury) Include medications, surgery, physical
medicine services, durable equipment, etc.

Comments:
may need future MD visits, Physical Therapy, medications, and possible surgery.

Functional Capacity Assessment:

Note: The following assessment offunctional capacity is to be prepared by the treating
physician, solely for tbe purpose of determining a claimant's ability to return to his or her
usual and customary occupation, and will not to be considered in the permanent
impairment rating.

Limited, but retains MAXIMUM capacities to LIFT (includtng upward pulling) and/or CARRY:

[ 1 10 Ibs. [1 20 Ibs. [1 30 Ibs. [1 40 Ibs. [1 50 or more Ibs.

FREQUENTLY LIFT and/or CARRY:

[ 1 10 Ibs. [1 20 Ibs. [1 30 lbs. [] 40 Ibs. [1 50 or more Ibs.

OCCASIONALLY LIFT and/or CARRY:

[ 1 10 Ibs. [1 20 Ibs. [J 30 Ibs. [1 40 Ibs. [1 50 or more Ibs.

STAND and/or WALK a total of:

[ I Less than 2 HOURS per 8 hour day
[ 1 Less than 4 HOURS per 8 hour day
[ 1 Less than 6 HOURS per 8 hour day
[ 1 Less than 8 HOURS per 8 hour day

no restrictions

SIT a total of:

[ I Less than 2 HOURS per 8 hour day
[ 1 Less than 4 HOURS per 8 hour day
[ 1 Less than 6 HOURS per 8 hour day
[ ] Less than 8 HOURS per 8 hour day

PUSH and/or PULL (including hand or foot controls):

[ 1 UNLIMITED

[ ] LIMITED (Describe degree of limitation)

nwc Form PR-4
(Rev. 06-05)
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P

STATE OF CALIFORNIA
Division of Workers' Compensation

PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT (PR-4)

ACTIVITIES ALLOWED.

Frequently Occasionally Never
Climbing [ I [ I [ I
Balancing [ ] [ 1 [ 1
Stooping [ 1 [ I [ 1
Kneeling [ 1 [ I [ 1
Crouching [ ] [ I [ 1 no restrictions
Crawling [ ] [ 1 [ 1
Twisting [ 1 [ ] [ ]

Reaching [ ] [ 1 [ 1
Handling [ ] [ 1 [ 1
Fingering [ 1 [ ] [ ]
Feeling [ 1 [ 1 [ ]
Seeing [ 1 [ I [ 1
Hearing [ 1 [ I [ 1
Speaking [ ] [ 1 [ 1

Describe in what ways the impaired activities are limited:
none

Environmental restrictions (e.g. heights, machinery, temperature extremes, dust, fumes, humidity, vibration etc.)

Can this patient now return to his/her usual occupation?
Yes

1ZI
No
o

List information you reviewed in preparing this report, or relied upon for the formulation of your medical opinions:

Medical Records:

patients chart

Written Job Description:
received 8/25/11

DWC Form PR-4
(Rev. 06-05)
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STATE OF CALIFORNIA

Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PERMANENT AND STATIONARY REPORT(PR-4)

Other.

verbal job description

Primary Treating Physician (original signature, do not stamp)

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

SignaturejA)JWI/J ~WV\-I MQ Cal. Lic. #: _A_7_2_3_4_3 _

Executed at: Contra Costa, CA

(County and State)

Name (Printed): William B. Workman, MD

Date: 08/26/2011

S . i Orthopedic Surgeonpecia ty: _

nwc Form PR-4
(Rev. 06-05)
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r.~ WALNUT CREEK..7,.- ORTHOPEDICS
, // SPORTS t,EDICINE

William B. Workman, M.D.
.. _. -- - -- --- _._-_._-----_._-------------" .._---_._--~----~---_.__.~..._--_.--- - --._"

101 Ygnacio Valley Road. Suite 400 • Walnut Creek. CA 94596 • Phone: 925.944.01 10 • Fax: 925.944.0960 • www.calsportsdoc.com

May 22, 2014

York Insurance
P.O. Box 619079
Roseville, CA 95661-9079

Date ofInjury: 02/19/2014
Orthopedic Consultation

Dear Claims Adjustor,

CHIEF COMPLAINT
Left hip pain.

HISTORY OF PRESENT ILLNESS
Left hip - This is a 49-year-old firefighter who injured himself on the job fighting fires and
injured his left hip. It has been very painful since then. He had an arthrogram MRI of his left
hip on 04/17/2014, which shows a labral tear and cartilage tearing in his left hip. He has
undergone physical therapy which hasn't helped and he is continuing to have pain.

PAST MEDICAL HISTORY
Detailed elsewhere in the chart.

PHYSICAL EXAMINATION

1. This individual exhibits symptoms of femoral acetabular impingement
syndrome, induding hip pain, which is primarily in the groin and interferes with
activities of daily living.

2. The patient's radiographs confirm the diagnosis of femoral acetabular
impingement syndrome (FAIS), with evidence of Cam impingement (with an
alpha angle greater than 50 degrees), and/or pincer impingement (acetabular
retroversion or coxa profunda).

The individual has failed conservative therapy for duration of at least six months,
induding (A) Activity modification with restriction of athletic pursuits if

Orthopedic Sports Medicine and Surgery
Team Orthopedist for the Oakland Athletics and the Cal Golden Bears

000065
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--
3. any that include avoidance of symptomatic movements and (B) Treatment with

NSAIDs or acetaminophen.
4. The etiology of the hip pain was confirmed by relief after injection of local

anesthetic into the joint or the signs and symptoms of FAIS were so obvious that
the injection was not performed due to the desire to avoid risk of injection in the
presence of very obvious findings of FAIS.

5. The individual has minimal degenerative changes of the hip joint (Tonnis grade 1
or less and/ or joint space of greater than 2 rom.

6. The individual has had no prior hip surgery or arthroscopy. If the patient has
had prior hip surgery or arthroscopy, the surgery was not sufficient to remove all
of the abnormalities associated with the FAI and needs to have further surgery to
complete the job.

7. As an orthopedic surgeon who is double-board certified in Orthopedic Surgery
and Orthopedic Sports Medicine including membership in the International
Society of Hip Arthroscopy, it is my medical determination that the surgery is
necessary for this patient.

He has pain with flexion and internal rotation of?is hiP: He ~~s 515 su:ength in his lower.
extremities. His knee has full range of motion Withoutinstability. He ISneurovascularly intact
distally.

DISCUSSION . hi I bIt injury He will do best
At this point the patient has fai~edcon.serv~~lv:~~i~~:del~ f:n:~ro~~~~, ac~tabuloplasty, and
at this point with an arthrOSCOpiCrepair, w IC .' hi brace cold
labral repair.. V!e will ge~this authoriz~ and~t~~~~~e:~~~i:~,~~u:~tpr~eed with the
therapy, 24 VISitSof phySical therapy. nee
surgery.

Sincerely,

WBW/msh
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Patient Name:

Birthdate:

MDNOTE
Walnut Creek Orthopedics & Sports Medicine

---=-------

William B. Workman, MD

Date: OS/22/2014
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

Name

Date ~ /.,2.0 I U'
J

CHIEF COMPLAINT: (Please present complaints in patient's own words.)

~UJ£J-LlI-)C!? 4 ~6i~~ {JAn) OF '-~FT /,bJet::
J,.,( I'r /IlLy lu£'ft IAJ D 11f£ Me;!:

DATE OF ONSET/INJURY:

CAUSE: (If injury, please explain.)
WI-tIL~ WOIZ.-K.IW ~ o~ 1\p,J ~eT"J'(.,F"\lC..'t.- J-r1U i' /"tIJD FEU-

$.e;~rLPrL.11m t.S UIttlL~ R~s~U.I'" <=1 VI ~TI«I TlU'tppw

IU FIlLt..

~ x-ravs or MRI's brought to today's appointment.

D X-rays or MRI's exist but not brought to today's appointment.

D No previous imaging done.

8/2612008
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WILLIAM B. WORKMAN, M.D.
Orthopedic uam Physician

University of California Goldm Bears

February 25,2010

York Insurance Services
1390 Willow Pass Road, Suite 400
Concord, CA 94520

Re:
Clalm#:
Date of Injury:

Dear Claims Examiner:

I saw who, as you know, is a 45-year-old firefighter who was fitting a
fire on 10103/09 and fell on to concrete once and then fell several more times in a
hallway while trying to rescue a person from the home. He has been having pain in
the knee since then. He does cycle which does not bother it but lateral movement is a
considerable problem. He has had no other injuries to the knee.

PAST MEDICAL HISTORY
Past medical history is detailed as per in the chart.

PHYSICAL EXAMINATION
On physical examination, he is a well developed and well nourished gentleman in no
acute distress. The skin over his bilateral lower extremities is intact. He is
neurovascularly intact distally. The rest of the exam is per his chart.

KNEE RIGHT LEFt
Alignment Neutral Neutral
Effusion None None
PFC None None
Atrophy None None
Extension 0 o with pain
Flexion 120 120 with pain
Lachman Negative Negative
Pivot shift Negative Negative
Posterior drawer Negative Negative
Valgus at 30 degrees Negative Negative
Varus at 30 degrees Negative Negative

301 Lennon Lane. Suite 100 • Walnut Creek, CA 94598
Phone: 925.944.0110 • Pax: 925.944.0960 • www.calsponsdoc.com
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February 25, 2010

Page 2

Tenderness
Medial ioint line Nezative Negative
Lateral ioint line Negative Positive
Inferior pole Negative Negative

IMPRESSION
Probable lateral meniscus tear.

IMAGING STUDIES
An MRI, which was done on 01/15/10, shows a probable extensive lateral meniscus
tear involving the posterior and anterior hom.

DISCUSSION
Given the fact that this patient has not ever had surgery on his knee, he has lateral
pain after his work-related injury and an MRI showing a lateral meniscus tear, I think
he is a candidate for arthroscopy with partial lateral meniscectomy. We will get
authorization for this procedure plus 24 visits of postop physical therapy. Once this is
authorized, we will see him again for a preop appointment.

Thanks for including me in the care of this pleasant gentleman. Please contact me if
any questions.

Sincerely Yours,

DICTATED BUT NOT READ

William B. Workman, M.D.

WBW/ssa
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KNEE

NAME DATE: 02/25/201 0
MECHANISM OF INJURY/COMPLAINT: _ 001: _

PREVIOUS TREATMENT:

f7J /"G 109
~~

~ ~fu

C "1/l utd:e .
~

--~I RIGHT IC LEFT/
Alignment

Effusion

PFC

Atrophy

Extension

Flexion

Lachman

Pivot Shift

Posterior Drawer

Valgus at 30 degrees

Varus at 30 degrees

Tenderness

medial [omt line
lateral joint line
inferior pole

C1~ ~f

~~

!~~ PV'~ tr-.

CA ~v-eHJ--

,
X-RAYS:

MRI:

IMPRESSION:

PLAN:

William B. Workman, MDJames T Quintella, PA-C 000071



PATIENT:

DATE: March 29, 2010

HISTORY OF PRESENT ILLNESS
This is a 45-year-old male with continued left knee pain x6 months. The patient
presents for preoperative history and physical examination for his knee arthroscopy
procedure scheduled for 03/31/2010. The patient states he has been in his normal
state of good health with no problems.

PHYSICAL EXAMINATION
On physical examination, he is a well-nourished well-dressed 45-year-old male who
looks stated age in no apparent distress. Left knee exam shows no gross deformity,
discoloration, or open wound. The patient is with full range of motion of the left
knee. No palpable effusion. There is tenderness to palpation in the lateral joint line.
No gross instability. Left lower extremity is neurovascularly intact.

IMPRESSION
Left knee pain, most likely meniscus tear.

PLAN
1. Risks versus benefits were explained for left knee arthroscopic partial lateral

meniscectomy. No guarantees were given. All questions were answered. The
patient was in agreement. Consent was obtained.

2. I spent over 25 minutes in discussion with the patient in regards to preoperative,
intraoperative, and postoperative care.

3. Preoperative history and physical paperwork was completed.

~&
James Quintella, PA-C

JAi$tJ/1IJ ~CUVL I MAO
. am B. orkman, M.D.

JQ/av
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KNEE

NAME DATE: 04/05/201 0
MECHANISM OF INJURY/COMPLAINT _ 001: _

PREVIOUS TREATMENT.

I I RIGHT ICLEFT 11
Alignment "- :.7

Effusion -hwr-R
PFC

Atrophy

Extension 0
Flexion /'Z.0

Lachman

Pivot Shift

Posterior Drawer

Valgus at 30 degrees

Varus at 30 degrees

Tenderness

medial ioint line
lateral joint line ..........1
inferior pole {/

X-RAYS:

MRI:

IMPRESSION: rdj ~

(. ro r <) fz-.v... ~ ~ 1M fM-;

"(_ fl V V)Il....(. IN' "'" It.......,
PLAN:

JamesT.Quintella,PA-C p~workman, MD000073



Services Include:
• Back + Neck Pain
• Sports + Work Injuries
• Auto Injuries
• Arthritis
• Knee Pain

"',
"~
. 'iiil1liir. , .

• Ankle/Foot + Shoulder Pain
• Post Surgical Rehab
• Aqua + Alter G Antigravity

Treadmills
• Performance Care

Patient Results Form

rnr;

:r telf
e~
i: f(.el

ou«/l!1

'{J-f/~.J .sn:::6.AJJete-

c/!/pdt'o I'll§o /rt</,£,ov-eJl,
(,NOv!;

Name: Date:

p,;JJ!::- Okto publish with initials only. __ 4~f_(·~(_I' _
TherapistlTrainer: SOL PhysicalTherapy M .'\)'. \N\\\\C1M

Ak. \ ,\.n..VT"'; I~ Sports + Orthopedic leaders I?~ov~ ,MD
Sports + Orthoped;~- Reh~tic • ctrve Release Technique- Providers. Manual Therapy Techniques. Pilates. Personal and Peak Performance Training

Two locations to serve you

5297-ACollegeAvenue Oakland.California94618 P 510.547.1630 F 510.9231944 wwwsolpt.com
1510SeabrightAvenue SantaCruz.California95062 P 831.425.3588 F 831.425.3538
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

MEDICAL HISTORY FORM
of2

Patient Name:

L RELAllONS:

R.I.lIon Aa. fI'llvlnal I' d.c...... ..ue. of d •• th Aae.td •• th
Father 7'6
Mother c/o~ JR
!lfolhers ~(,/,u Sh67' .•...~
SIsters

ChllOren

n, ILLNBSE5:

Have you or your relations had any of the following? (Spedfy If you or your relation)

_JUNESS YES NO WHO IUNESS YES NO WHO
Rheumatic Fever l/' H"""tiUs

.........-
Glaucoma l/ Asthma .,/ .J'~47-'
EPilepsy V" Kidnev Stone ....- 'A~
Cancer </ r.n,t V "'/L
Heart OI•• ase •••....._. Sickle cell Anemia V
TuberculoSIs V" Diabetes v"
Hlnh Blood Pressure V- Aller"les L/

Ust any serious Illnesses and your age at the time you had them:

111. OPERAll0NS:
t./'"

Have you had any surgical treatments or operations? YES _ NO_

If yes, describe and give youroge at which they occurred: ,~le :7"6' 9'7 file</ if c.eL>' .
I ,

IV. INJURIES:

Have you had any serious acddents or InJuries? YES ...--"NO_

If yes. desoibe and give your age at which they occurred: +'.> A:&e-"&- I,v:j v1fl

V. FEMALES ONLY:

Are you or could you be pregnant? YES NO

VI. Do you smoke? YES_ If yes. how many packs per day? _

Do you drink alcoholic beverages? NO _ OCcasionally _ Weekly.2:- Dally_

VIL MEDICATION REACTIONS:

Have you had any reaCllon5, allergies, or bad effacts from any or the following?

S N YES NO

loti

Novocaine
rin

Mo hlne
OtherD s

nectlon

Please list other drug allergies
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

MEDICAL HISTORY FORM
Page 2 ot 2

Patient Name: Date: b /c/ // z,
7 /

VUL Do you bike any ot the following medicines 01' drugs regUlarly?

YES YES
Digitalis (for heart) Insulin
Anticoagulants (blood thinner) Cortisone
D1urelk:s(to remove fluid) Sleenl~ Pills

_Drugs to IllI/IW high blood pressure Tranauillzers
Thyroid Asclrin

Current Medlca~ons (Please Iisl dosage and frequency):

IX. Have you ever had 01' do you ourren~y have any otthe following? (Check only those which perlain to you.)

Freauent Headoches Voml~ng of blood
Freauent 01' severe dlulness Voml~ng of maler1al resembllna coffee orounds
Falntlng or blad<outs FreQuent vomlti~
Imaalned Hearln" Recurrfna b<lmlnn In stomach
Worn/Wear a hearlno aid Yellow jaundice
HaYfever FreQuent diarrhea
FreQuent nose bleeds FreQuent oonstloatlnn
Impaired vision not oorrected ~asses Red b100d In bowel movement
Worn/wear glasses iliad<. tlIrrv bowel movements
Pain or difficulty In swallowing Hemorrhoids (olles or rectal disease)
Fneauent hoarseness Hernia
lived with anyone with tuberculosis Blood In urine
Freauent sweatl~ at night Freauent or painful urtnetlon
Chronlt~ Trouble startiM PI" stnoolno urine
Coughed uo blood Urinate more than once at night
sever.. or recurrent chest n'ln Prostate troUble
PnelJmonla Disabling back pain
H"''' b100d ~ure Worn a back brace
Heart mermur Foot trouble
Shortness ot breath on dlmblnn stairs Trld< or lotked knee
Pressure or iHi= In chest Painful PI" b1d< shoolder or elbow
Pain or aamDs In 1- with walking Blood disorder
I-war heart beat TendentY to bleed
Varicose veins SkIn cancer
Phlebitis aaustrtlllhobio
Recent thanae In aDDeUte Allergies to shellfish and/or Iodine

X. DIET

Are you on any spedal diet? YES NO-It---
What Is your present weight? ::<. /1-

If yes, what kind? _
cr r o II'

and Height? __ -"'~ __ /.- _
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• UPDATED
WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

Patient Name:

I. RELATIONS:

MEDICAL HISTORY FORM
2

Date:

Ibllatlon Aae lIf Iivlno) If deceased, cause of death Age at death
Father r-r"J
Mother
Brothers
SIsll:rs
Sonuse
Children

U. ILLNESSES:

Haveyou or your relations had any of the following? (Specify If you or your relation)

ILLNESS YES NO WHO ILLNESS YES NO WHO I
RheumaticFever v.. Hepatitis r- ,
Glaucoma }l.. Asthma y...

~ "O,N/L
Epi/epsy ,... KIdneyStone ,.. ill 'n
Cancer b" PII.u.M- Gout "'-Heart Disease )C.. SickleCallAnemia ,..
Tuberculosis D"- Diabetes ~
HIghBloodPressure Allergies d-

Ust any serious Illnessesand your age at the time you had them:

m, OPERATIONS:

Haveyou had any surgical treatments or operations? YES.l6:. NO

Ifyes,descr1beand give your age at which they occurred: Afe. ~S - ,t. ~ /<. I<Nt£E:S

IV. INJURIES'

Haveyou had any senousacddents or InJunes? YES~ NO_

If yes, descr1beand give your age at which they occurred: _

V. FEMALESONLY:

Are you or could you be pregnant? YES NO

VI. SOCIAL HISTORY: Do you smoke? YES NO /:I" If yes, how many packs per day?_

Do you drink alcoholic beverages?NO_ Occasionally_ Weekly ~Dally_

VII. MEDICATION REACTIONS:

Haveyou had any reactions, allergies, or bad effects from any or the following?

YES NO YES NO
CortIsoneInleetlon "L.. Novocaine ,e-
Penldilin - Aspirin v-:
Otherantibiotics .t- Morphine \,L-
Codeine "..:... Other Drugs .,L-
Pleaselist other drug allergies

000077



WALNUT CREEK ORTHOPEDICS & SPORTS MEDIONE

MEDICAL HISTORY FORM
Page 2 of 2

patient Name: Date:

VDL Do you tllke any of the followlng medldnes or drugs regularly?

YES YES
Dloltalls (for heartl Insulin
AntiCDlloulants(blood thinner) Cortisone
Diuretics (to remove fluid) Sleeping Pills
Druos to lower hloh blood oressere TrallQUlllzers
Thyroid Aspirin

ClJrrentMedications (Please list dosage and frequency): _

IX. Have you ever had Dr do you currently have any of the rellowlng? (Check only those which pertaln to you.)

FreDuent Headaches Vomiting of blood
FreDuent or severe dizziness Vomiting of material resembling roffee grounds
FalntlnD or blackouts Freauent vomiting
Imnalred Heartng Recuning buming In stomach
Worn/wear a heartna aid Yellow Jaundice
Hav fever Frequent diarrhea
FrMuent nose bleeds Frequent constipation
ImDalred vision not corrected by glasses Red blood In bowel movement
Worn/wear alasses Black. tllrry bowel movements
Pain or dlfficultv In swallowlnn Hemorrhoids (niles Dr rectal dlseasel
F""'uent hoarseness Hernia
Uved with anvone with tuberculosis Blood In urine
F""'uent sweatina at nlDht Freauent or painful urtnation
r.hronlc couoh Trouble starting or stoPPing urtne
Couahed UDblood Urinate more than once at night
Severe or recurrent chest Daln Prostate trouble
Pneumonia Disabling back pain
HIDhblood oressure Wom a back brace
Heart murmur Foot trouble
Shortness of breath on dlmblng stairs .x. Trtck Dr locked knee ~/.N
Pressureor tiohtness In chest )<... Painful or b1ck shoulder or elbow
Painor aamos In lens wlth walking Blood disorder
lrreou1ar heart beat Tendency to bleed
Vartcoseveins Skin cancer
Phlebitis Claustrophobia
Recent chanoe In aDDatite ~ Allergies to shellfish andlDr Iodine

X. DIET

Are you on any special diet? YES NOb
What Is your present weight? :z.() 'f

If yes, what kind? _

S -'Q /....
and Height? _~ __ ~{ _
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

WALNUT CREEK
ORTHo,PEOICS
SPORTS~EDiCiNE Name

Date sl 2Z_/ 2~/'I
r '

CHIEF COMPLAINT: (Please present complaints in patient's own words.)

/'lIIN IN Le:f r !fIr rleJ<4~

•

DATE OF ONSET/INJURY: 2.h..s;bo/ r'
I

CAUSE: (If Injury, please explain.)

tNl../le -!t'f~/-/~ .4 /!>t'J.I€OOi?'\ f",i<''''- r Fe/ ( 7A/2<Iur A
,4 sea,.-wd S70T<~ FlooR.., s.~/~/;Vr "u7 I.p~r ;-(/)0
F/e-)Co1'2-

)<X-rays or MRI's brought to today's appointment. Se.wT Pi >{,i<K. I,AJS IJ t<~c.e

o X-rays or MRI's exist but not brought to today's appointment.

o No previous Imaging done.

Page 2 of5
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6:\ CrrY OFVAU.EJOWoRKERS' COMPENSAnON MANAGEMENT PRoGRAM

1I4 INmAL INJURY PACKET
EMPLOYEE STATUS REPORT

CONFIDENTIAL INFORMATION
E DATE OF INJURY:

/0- J-o '1
DAT

APPT.DATE: TIME IN: I/$~s-(0-2/-/0 )1/5
NEXT APPT. DATE: INJURY TYPE:o Recordable o Firat Aid

Dr. lnitW, "Yes, I have reviewed the Employee's Usual & Customary job description prior to addressing work status,"

INJURYfrREATMENT WORK STATUS
TYPE OF INJURY: 0 A. RELEASED TO USUAL '" CUSTOMARY ON (Dale,

PHYSICAL THERAPY: PJ B. RELEASED TO RESTRICTED DUTY ON (Do"', /t)/p?///~
__ eeaaiona per week for __ weeks 0 C. TOTAL TEMPORARY DI$ABlLITY EFFECTIVE (Date):
SURGERY SCIlEDULED?:

DNO DYES. DATE: 0 D. PERMANENTLY DISABILED FROM
USUAL '" CUSTOMARY EFFECTIVE (Dau):

WORK ABILITIES
Maximum hours Em levee can perform each activity per day

No 6 4 II 1 0
relltrlctlon hOUri houra hour. bour hOUri COMMENTS

:g 0 0 0 0 0
ODE 0 0 0o 0 0 0 0 8'o 0 0 0 0 a

o 0 000
o 0 0 0 0 0000 0 0 0o 0 0 0 0 0 Weight limitations:

Sitting
StandinglWalJring
Kneeling/Crawlingl Squatting
Climbing
Layin BacklStomach
Bending
Twisting
Pu.hinglPu1ling

HAND/ARM USE:
Resching Overhead
Reaching Above Shoulder
Fine Manipulation
KeyboardlMouae Use
Simple Graaping
Power Gras ine:
LlFl'ING! CARRYING:
0-10 lbe.
11-2~lbs,
26-00 lbo.
~l-nlbe.
76+ lbe.

Can Employee work entire .hil\?
Does Employee need periodic rest breaks?
Can Employee operate/work around moving equipmeot?
Can Employee work at heights?
Ie Em 10 ee on an medication that affects work abili .

0 0 0
0 0 0
0 0 0
0 0 0
0 0 0
0 0

0 0 0
~0 0 0

0 0 0 0
0 0 0 0
0 0 0 0

oooooo
ooooo

ooooo
Specify height limitations for each restriction:

ooooo
ONo
ONo

If no, how many hours?
If yee, how often? everj
If es explain;

PHYSICIAN INFORMATION
I declare under peukJ ~ perjury that to the •••• of my iDlormation tmd.M11ef1 have wt viola&ed.Califomia Labor Code 8ectimll89.S and have not c&nd. de1mlred. received. or accepted any
W'tt F!lupi =mjeejM! ppfpe;t ?'!'me. dM4sd.,df8COunt or otIm S?peid.eratl.on k!D! nfmal forell:aminatiaa orflVlluatiOlllw aohnicialt.

o Pb,yoical Th••• py 0 Other.
810 A

FAX9~- flf'l- t?9(,O
Fax to City of Vallejo, Risk Manallemenl Division at (707)649-6443
AND live completed oririnal to Emolovee to return to Department Workers' Compensation Contact.

10
E·
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From 7077479477 Page" 213 Date 417/20109:39:10 AM

Benicia Bay Phyiscal Therapy
560 First Street Ste C 103
Benicia, CA 945103266

Initial Evaluation
Patient:

Exam Date: 4/6/2010
Visits for problem: 1

Date of b Sex: M
York 1390

10: 554806211
Group: 2009095282

Problem: SIP L Knee Partial Lateral menisectomy
Diagnosis: 836.1 Tear lat menisc knee-cur

Referred by: William Workman, M.D.
Phone: (925) 944-0110

Fax: (925) 944-0960

Phone: (707) 747-9977
Fax: (707) 747-9477

Physician Summary for

presents today sip L partial menisectomy with complaints of abnormal gait pattern,
limited ROM, decrease quad and hamstring strength, quadriceps muscle tightness,increased edema
formation, increased pain levels and inability to perform all functional and vocational tasks Withoutthe
presence of pain. I would like to see 2·3xJweekfor the next 4 weeks to address these impairments
and prepare him for return to work and physical activity.

Subjective
Case History

Date of Surgery: 3/31/10 pt had partial menisectomy of L knee • Onset Due To: pt has been having
pain in his L knee since an injury on the job in October of 2009 • Surgery: No unusual problems post
op.

Current Complaints
Activities Aggravating Pain: sharp cutting, squatting and descending stairs • Pain Frequency:
Intermittent, Daily • Pain Intensity at Worst: 5/10: Moderate Pain. • Pain Localization: Patient
complains of pain in the following areas: over teh distal aspect of the quadriceps

Vocational
Current Status: Unable to work.

Objective
Observation

Gait
Abnormality: Antalgic L. LE

Structural
Deformity: Swelling: +1 cm L vs R when measured at the superior pole of the patella

Treatment Tolerance
Symptom Response to Today's Treatment: Good symptom relief - pt complains of less knee
stiffness post treatment

Page 1 of 2
Printed on: 4/7/2010
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From: 7077479477 Page 3/3 Date. 417/20109'39:10 AM

Initial Evaluation for 4/6/2010
Referred by: William Workman, M.D.

Measurements & Goals
Left Knee
Manual Muscle Hamstrings

Test

Measurements
4/5

Short Term Goal Long Term Goal
515 515

ROM-Passive
Quadriceps
Knee Extension

4/5
-5 degrees

515
o degrees

Knee Flexion 110 degrees

515
o degrees

with pain at end range
130 degrees 130 degrees

with pain at end range

Assessment & Plan
Care Plan: Short Term Clinical Goals

Manual Muscle Test: As stated in clinical measurements. • Pain at End Range: Improve pain
at end range of all motions. • Range of Motion; As stated in clinical measurements. •
Tenderness: Eliminate all described tenderness.

Care Plan; Long Term Clinical Goals
Gait: Eliminate all documented gait abnormalities. • Manual Muscle Test: As stated in clinical
measurements. • Pain at End Range: Eliminate pain at end range of all motions. • Range of
Motion: As stated in clinical measurements. • Tenderness: Eliminate all described tenderness.

Thank you for the opportunity of working with your plltlent.

Shivani Mehta MPT
Signed 416/20104:14 PM

ueen •• # PT 2SBSl

Signed 416120102:59 PM

Page 2 of 2
Printed on; 4/7/2010
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"The Next Step" Physical Repair and Conditioning
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From: unknown- - - " .." Page 2/5 Date' 2/2212011 2'56: 19 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.923.1944

Initial Evaluation
Patient Name:
Referring Physician:
Diagnosis:

William Workman, MD
V67.00 Following

surgery,
unspeclfle
d

836.2 Other
tear of
cartilage
or
meniscus
kne

Date Seen:
Patient 10:
Date of Birth

2/21/2011
9241

Time In: 12:00 AM TimeOut: 12:00 AM

Subjective
Current Condition

Details
Chief Complaint: Pt notes long standing R/L Knee pain for greater than 20 years. L knee; 3/2010 required medial
and lateral meniscal repair. Currently pt is 4 days post-op R Knee medial and lateral menisectomy,reports minimal
pain during the day worse at night and responds well to pain medication. Pt goal to have improved balance and
strength in LE to resume athletic goals ( century rides, wind sprints)
Onset Date: 2/18/2011
Type of Injury: Workers compensation
Specific Injury: Chronic knee Issues for 20 years. No true mechanism of injury. Cumulative injuries while fighting
fires.
Surgery Dale: 02/18/2011
Type of Surgery. Medial and lateral menisectomy
Occupation: Fire Fighter/Not full-duty

Functional Status
Functional Acth/ity
Walk
Stairs
Running
Recreational Sports

Status
Moderate Limitation
Moderale Limitation
Unable 10 Perform
Unable to Perform

Level
Current
Current
Currenl
Current

Currently Working: No

Medical History
.fulrgery
R Knee Medial/lateral
msnlsectorny
L knee Medlalilateral
fl1E'nisectomy

Date Outcome
2/18/2011 Improved

3/2010 Improved

Objective

Full Initial Evalualion (2121/2011) •
Page 1
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Fr9r:n~unknown Page. 3/5 Date 2/22/2011 2 56 19 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.9231944

Observation
Patient noted to have decreased ability to WB fully through R LE d/t pain, Limited heel to toe contact, more of a
foot flat contact with decreased WB time on R LE Pt able to perform sit <>stand with fair gluVham/quad control,
however weight shift to L noted. Able to perform 1/4·1/2 squat ( SBA, high low table rn pt's reach)No steri stnps, 2
incision sites clean. Sweilling noted greatest on L incision site.

Knee
Knee· Active Range Of Motion

Motion
Flexion
Extension

Right
100 Degrees
·5 Degrees

Left
120 Degrees
o Degrees

Knee· Passive Range Of Motion
II/leasurement Right
Flexion 110 Degrees
Extension 0 Degrees
Tight end feel into flexion, pain reported popliteal fossa, Mild swelling noted in this areaincreased tension noted
along semi ten and semi mem tendons -Popnteat bursa

Knee· Girth
Measurement
4 em above joint line
4 em below joint line

Right
43 em
39cm

Knee· Muscle Testing
Measurement
Gastrocnemius

Right Strength Left Strength
4+/5 ( SL calf 5/5 ( SL calf
raise) raise)

Hamstring 5-/5 5/5
Quadriceps 5·/5 5/5
Tibialis Anterror 5-/5 5/5
Gluteus MediUS 4+15 5/5
Gluteus Maximus 5·15 (prone) (;·/5 (prone)
Peroneus Longuslbrevrs 5-/5 5·/5
1/4·1/2 squat weight shift noted to lift, decreased use of gluts and quads on R srde

Knee· Special Tests
Special Test
Deferred secondary to recent
surgery

Knoe • Joint Mobility
Joint Force End·Feel

Direction
Patellofemoral lateral/medial Boggy

Glide
Swelling present post patellar regionNo pain with glides or limitations noted. Hip AROM With functional limits:
Obers positive on R>L, increased hip ftexor tightness on R>L. SLR: 110 B, overall good hamstring
flexibilityThomas positlon Increased tightness noted through rectus femoris, i1liopsoas, IT R>L

Palpation
Inereaed tension noted throughout R ITB to lateral L knee retinaculum. Mild point tenderness, Increased adhession
throughout ITB and hamstring interface.

FUll Initial Evaluation (2/21/2011).
Page 2
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Fr9r:n~unknown Page 4/5 Date. 2/22/2011 2 56 19 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 5109231944

Assessment
Descriptions
Patient presents with post operative symptoms following arthroscopic surgery of the R knee, medial and lateral
meniscectomy.
Patient educated about injury and was involved In the development of physical therapy goals.

Problem List
Problems
Decreased participation in recreational activities
Pain limits functional activities
Decreased ROM
Joint Swelling
Decreased strength
Gait Impairment

Plan
Goals

Length
long Term

Status
Not Met

Long Term
Short Term
Short Term
Short Term
Short Term
Long Term
Short Term

Not Met
Not Met
Not Met
Not Met
Not Met
Not Met
Not Met

Goal
1. Independentwilh Home Exercise Program to continue improvement and
prevent future injuries.
2 Full Return to Activities in 6 weeks.
2a. Increase ROM to WNl in 4 weeks.
2b. Decrease Pain to allow painfroo return to modified activities in 4 weeks
2c increase Strength to WNl in 4 weeks.
2d. Decrease Joint swelling to equal uninvolved side in 4 weeks.
3. Patient to demonstrate good balance on multiple surfaces In 6 weeks.
4. Patient to demonstrate normal gait on multiple surfaces without galt
deviations 4 weeks.

Treatment Plan
Recommend Physical Therapy 2 time(s) a week for 6 week(s), With treatments to consist of: Flexibility
(97110)· active and passive patient stretching, Gait Training. 97116: Improve overali gait function including stair
climbing, Progressive Strengthening (97110)· Strength training, ROM (97110) - Passive or active activities to
increase joint range of motion, Therapeutic Exerclse - 97110. Improve muscle strength, ROM, nexlblilty, and
muscle function, Cryotherapy- 97010: Application of cold to decrease local swelling and decrease pain, IFC
E-Stim- 97014 Application of E-Stim to modulate pain, Uitrasound- 97035. Increase local circulation, improve
tissue healing time, and modulate pain, Manual Stretching- 97140: passive or active stretching to Improve muscle
length and function, Soft Tissue Mobs- 97140: increase ROM tissue length, joint mechanics, and modulate pain,
Piyometrics (97110) - Increase neuromuscular efficiency of muscle tissue.

Initial Treatment
• Patient Education -Initial Evaluation Pt. understood injury and its management.
• Home ExerCise Program See notes 1 handouts
• Modality. Cryotherapy 10 Minutes
• Modality - IFe E-Stim pain control, no sKin irritation
• Manual - Soft Tissue Massage Refer to Treatment Flow Sheet
• Manual - StretChing Refer to Treatment and Exercise Flow Sheet
• Graston/STM R ITS, R lateral retinaculum

Fulllnrtial Evaluation (2/21/2011) -
Page 3
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Page' 5/5 Date 2/22/2011 2:56: 19 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland. CA 94618

p 510,547.1630 F ~10923.1944

X
Ada Jaureg' cense # 36256

-
(Document electronically signed by TheraOffice Documentation)
2/21/2011
To Be Completed By Physician:
__ I have no revisions to this plan of care
_ Revise plan of care as follows
_ Discharge Patient

Prognosis: __ Excellent __ Good __ Fair __ Poor

Continue __ tunes per __ for __ weeks 1 months

sician certifie~prescr jj~~r~9VED~edicalrleCElSSitY~;':,~~'i
, ' , , ,I ,L i'!' ':',,":::':'1,',,::

By William B. Workman, MD at 9:01am, Fe4:2~~:'?Q~(
\, '" '" " I Po', "",1:,1, '..I

Full Initial Evalualion (2/21/2011) -
Page 4
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Fr9r:!1..:unknown Page' 2/4 Date.3/21/20119.10:41 AM

Sports + Orthopedic Leaders Physical Therapy. Inc.
5297A College Ave Oakland, CA 94618

P 510547.1630 F 510.923.1944

Progress Note
Patient Name:
Referring Physician:
Oi89no ••;5:

William Workman, MD
V67.00 Following

surgery,
unspeclfie
d

836.2 Other
tear of
cartilage
or
meniscus
kne

Date Seen:
pallent 10;
Date of Birth:

3/17/2011
9241

)

Subjective
Subjoctivo Findlnga

PI notes conrd improvement since attending PT. Pt's AROM improved, no pain, swelling minimal

Functional Statue
Functional Activity
Walk
Stairs
Running
Recreational Sports
Currently Working; No

Status
Mild Limitation
Mild Limitation
Unable to Perform
Unable to PerfDrm

Level
Current
Current
Current
Current

Objective
Todays Treatment

• Patient Education - On going Pt. understood injury and its management.
• Home Exercise Program See notes I handouts
• Modality· Cryotherapy 10 Minute~
• Modality ·IFC E-Stlm pain control, no skin irritation
• Manual. Soft Tissue Massage Refer to Treatment Flow Sheet
• Menuel - StretChing Refer to Treatment and Exercise Flow Sheet

AROM: flexion 115 dgrs, extension -sAROM; post manual work' flexion 118, extension -5lncreased adhessions: quad
ITB interface

Observation
Gait minimal deviation noted during stance phase. No pain with full waight bearing when gait corrected. All
transitional mvmnts performed with good mechanics. SLB, and squat form noted fair ·good form. Lacking full glut
and quad recruttrnent,

Knee
Knee· Active Range Of Motion

Motion
Flexion

212112011
Rlaht
100 Degrees

Left
120 Degrees

3/1712011
Rlaht
115 Degrees

Left
1200egrees

Progress Note 1 Daily Note (3/17/2011) -
Page 1
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Fr~:II::n,;unknown Page 3/4 Date. 3/21/2011910:41 AM

Sports + Orthopedic Leaders PhysIcal Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.923.1944

Extension 1-5 Degrees o Degrees 1·5 Degrees o Degrees

Knee • Gross Strength

Motion
Flexion
Extension

Knee - Passive Range Of Motion

Mell$urement
Flexion
Extension

Knee - Muscle Testing

'2/21/2011
Right
110 Degrees
o Denrees

3117/2011
Right
120 Degrees
o Deqrses

2/2112011 3/17/2011
Measurement Rioht Strenath Left Strength Right Strength Left Strength
Gastrocnemius 4+/5 ( SL calf 5/5 (SL calf 5/5 5/5 ( SL calf

raise) raise) raise)
Hamstring 5-/5 5/5 5-/5 5/5
Quadriceps 5-/5 5/5 5-/5 5/5
Tibialis Anterior 5·/5 515 5-/5 5/5
Gluteus Medius 4+/5 515 4+15 5/5
Gluteus Maximus 5·/5 (prone) 5-15 (prone) 5-/5 (prone) 5·/5 (prone)
Peroneus longuslbrevis 5·15 5-/5 5-15 5·/5

Knee - Joint Mobility

Patellofemoral

3/1712011
Force End-Feel
Direction
laterai/medial Normal
Glide

Joint

Knee - Joint Mobility

Palellofemoral

2121/2011
Force End·Feel
Direction
later<lllmedial Boggy
Glide

Joint

Palpation
Increaed tension noted throughout R ITS to lateral L knee retinaculum. Mild point tenderness. Increased adhession
throughout ITB and hamstring interface.

Assessment
Descriptions
Pt making progress as expected. Pt however is noted to have functional strength deficits as noted With squat
form, eccentric quad loading While descending a 7 inch step, Pt will benefit from cont'd PT for strengthening to
return to fuilimodified duty.

Problem List
Problems
Decreased participation in recreational activities

Progress Note I Daily Note (3/17/2011) -
Pilge 2

This fax was recieved by Stryker's OrthoPad software. WWN.stryker com
000100



Fr9TJ1_unknown

Pain limits functional activities
Decreased ROM
Joint Swelling
Decreased strength
Gait Impairment

Page: 4/4 Date 3/21/20119:10.41 AM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510,5471630 F 510,923.1944

Plan
Goals

L9ngth
Long Term

Status
Met

Long Term
Short Term
Short Term
Short Term
Short Term
Long Term
Short Term

In Progress
In Progress
Met
In Progress
In Progress
In Progress
In Progress

Goal
1, Independent with Home Exercise Program to continue improvement and
prevent future injurieS,
2, Full Return to Activities in 6 weeks
2a. Increase ROM to WNL in 4 weeks,
2b, Decrease Pain to allow painfree return to modified l'lctivities in 4 weeks,
2c. Increase Strength to WNL in 4 weeks.
2d Decrease joint swelling to equal uninvolved side in 4 weeks,
3. Patient to demonslfate good balance on multiple surfaces in 6 weeks, ,
4 Patient to demonstrate normal gait on mUltiple surfaces without gait
deviations 4 weeks.

Treatment Plan
Recommend Physical Therapy 2 tlme(s) a week for 5 week(s), With treatments to consist of: Flexibility
(97110) - active and passive patient stretching, Gait Training - 97116: Improve overall gait function including stair
climbing, Progressive .Strengthening (97110) - Strength training, ROM (97110) - Passive or active activities to
increase joint range of motion, Therapeutic Exercise - 97110: Improve muscle strength, ROM, flexibility, and
muscle function. Cryotherapy- 97010, Application of cold to decrease local swelling and decrease pain, IFC
E-Stim- 97014: Application of E-Stim to modulate pain, Ultrasound- 97035: increase local circulation, improve
tissue healing time, and rnooutate pain, Manual Stretching- 97140' passive or active stretching to improve muscle
length and function, Soft Tissue Mobs- 97140; increase ROM tissue length, joint mechanics, and modulate pain,

xC- P~1i('"<OJ- I~'- ""~:"" efficiency 01 muscle "'00

Ada JB!!!'egui L~ ~ -

(Document electrodically signed by TheraOffice Documentation)
3/21/2011
~ Completed By Physician:
__ I have no revlslons to this plan of car" Prognosis: __ Excellent __ Good __ Fair __ Poor
__ Revise plan of care as follows
__ Discharge Patient Continue __ times per __ for __ weeks / months

Progress Note / Daily Note (3/17/2011) -
Page 3
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From FAX Page 3/5 Date' 4/18/2011 12 56 58 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.9231944

Progress Note/Discharge Summary
Patient Name:
Referring Physician:
Diagnosis:

William Workman, MD
V67.00 Following

surgery,
unspecifie
d

836.2 Other
tear of
cartilage
or
meniscus
kne

Patient 10:
Date of Birth:

9241
years old)

Subjective
Subjective Findings

Pt notes confd improvement since attending PT. Pt has intermittent knee pain with increased activity such as
climbing stairs (repetitively >5 times), increased WB exercises such as repetitive squatting or lunging.

Functional Status
Functional Activity
Walk
Stairs
Running
Recreational Sports
Currently Working. No

Status
Mlid limitation
Mild Limitation
Moderate Limitation
Severe Limitation

Level
Current
Current
Current
Current

Objective
Observation

No deviation noted with gait. No swelling observed. 1/2 squat good form, past 1/2 squat posttion Increases
discomfort to B knees. Kneeling for greater than 10 minutes discomfort reported to B knees. Stepping up onto a
surface greater than 23 inches, pt notes mild discomfort to B knees, motion is compensated by circumductinq hip.
Hopping greater than 10 times, discomfort to B knees.

Knee
Knee· Active Range Of Motion

Motion
Fiexion
Extension

2/2112011
Right
100 Degrees
-5 Degrees

Left
120 Degrees
o Degrees

4114/2011
Right
120 Degrees
o Degrees

Left
120 Degrees
o Degrees

Knee· Gross Strength

Motion
Flexion
Extension

Knee· Passive Range Of Motion

Full Progress Note (4/14/2011) -
Page 1
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From: FAX Page 415 Date 411812011125658 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.923.1944

Measurement
Flexion
Extension

Knee· Girth

212112011
Right
110 Degrees
o Degrees

411412011
Right
120 Degrees
o Degrees

Measurement
4 cm above jomt line
4 cm below Joint line

212112011
Right
43 cm
39 cm

411412011
Right
43 cm
39cm

Knee· Muscle Testing
212112011 411412011

Measurement Right Strength Left Strength Right Strength Left Strength
Gastrocnemius 4+15 ( SL calf 515 ( SL calf 515 515 ( SL calf

raise) raise) raise)
Hamstring 5-15 515 5-15 515
Quadriceps 5-15 515 5-15 515
Tibialis Anterior 5-15 515 5-15 515
Gluteus Medius 4+15 515 5-15 515
Gluteus Maximus 5-15 (prone) 5-15 (prone) 5-15 (prone) 5-15 (prone)
Peroneus Longus/brevIs 5-15 5-15 5-15 5-15

Knee· Joint Mobility

Patellofemoral

411412011
Force End-Feel
Direction
laterallmedial Normal
Glide

Joint

Knee· Joint Mobility

Patellofemoral

212112011
Force End-Feel
Direction
laterallmedial Boggy
Glide

Joint

Palpation
Mild adhessions noted throughout quads, hamstrings, ITB

Assessment
Descriptions
Pt noted to have made substantial improvement with LE and core strength. Pt however, is still limited With
functional tasks dlt B knee discomfort Pt has great difficulty with repetitive step-ups onto elevated surface> 10",
deep squats, and kneeling activities.
End of authorized visits

Problem List
Problems
Decreased participation in recreational activities
Pam limits funclional activities
Decreased ROM
Joint Swelling

Full Progress Note (4114/2011) -
Page 2
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From. FAX Page' 5/5 Date 4/18/2011 12'5658 PM

Sports + Orthopedic Leaders Physical Therapy, Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.923.1944

Decreased strength
Galt Impairment

Plan
Goals

Length
Long Term

Status
Met

Goal
1. Independent with Home Exercise Program to continue Improvement and
prevent future injuries.
2. Full Return to Activities in 6 weeks (road riding/stationary bike)
2a. Increase ROM to WNL in 4 weeks.
2b. Decrease Pain to allow painfree return to modified activities in 4 weeks.
2c. Increase Strength to WNL in 4 weeks.
2d. Decrease joint swelling to equai uninvolved side in 4 weeks.
3. Patient to demonstrate good balance on multiple surfaces in 6 weeks
4. Patient to demonstrate normal gait on multiple surfaces without gait
deviations 4 weeks.

Long Term
Short Term
Short Term
Short Term
Short Term
Long Term
Short Term

Met
Met
Met
Met
Met
Met
Met

Treatment Plan
Recommend discharge with home exercise program 0 time(s) a week for 0 week(s), with treatments to
consist 01: Flexibility (97110) - active and passive patient stretching, Gan Training - 97116: Improve overall galt
function including stair climbing, Progressive Strengthening (97110) - Strength training, ROM (97110) - Passive or
active activities to Increase joint range of motion, Therapeutic Exercise - 97110: Improve muscle strength, ROM,
flexibility, and muscle function, Cryotherapy- 97010: Application of cold to decrease local swelling and decrease
pain, IFC E-Stim- 97014: Application of E-Stim to modulate pain, Ultrasound- 97035 Increase local circulation,
improve tissue healing time, and modulate pain, Manual Stretching- 97140: passive or active stretching to improve
muscle length and function, Soft Tissue Mobs- 97140: Increase ROM tissue length, joint rnechamcs, and modulate
pain, Plyometrics (97110) -Increase neuromuscular efficiency of muscle tissue.
End of authorized Visits

X
Ada JaureguI License #: 36256

(Document electronically signed by TheraOffice Documentation)
4/18/2011
To Be Completed By Physician:
__ I have no revisions to this plan of care Prognosis: __ Excellent __ Good __ Fair __ Poor
__ Revise plan of care as follows
__ Discharge Patient Continue __ times per __ for __ weeks / months

Physician Signature: Date: _
In signing this document, physician certifies that prescribed rehabilitation is a medical necessity.

Full Progress Note (4/14/2011) -
Page 3

This fax was recleved by Stryker's OrthoPad software www.stryker.com
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§9785.5. Request for Authorization
State of California

Division of Workers' Compensation
Request for Authorization for Medical Treatment (DWC Form RFA)

To .ccompany the Ooetor's Flnt Report ofOeeup.tlonallnjury or IIIn•••• Form DLSR 50Zl, a Treating Physidan's ProEr •• s
Report, owe Form PR-%, or nuratlve report IIIbst.ndadng the roquested troatment.

heck bos Iflhe patient f••••• n Imminent and serious throat to bls or ber health.
heck bos If request Is written .onflrmallon of. prior oral requ •• t.

Claims Administrator Information
Claims Administrator: YORKINSURANCE
Adjustor Name (If known): SCHAUNNA
Address:
City, State, Zip:
Telephone Number:
Fas Number: g'bb - S'I?-.:(b 37
Requested Treatment: (Soelnstructlons for guld.nee: .ttach .ddltlon.1 paE•• lfmoro sp.ee is requlrod.)
Either state the requested treatment in the below space or indicate the specific page number(s) of the accompanying medical report on
which the requested treatment can be found. lnclude supporting evidence as necessary. More than one treatment request may be
included.

Provider Inf~a~on
Provider Name: William B .or man, MD
Praetlee Name: Walnut Creek Orthopedics
Address: 101 Ygnacio Valley Rd,Ste.400
City, State, Zip Code: Walnut Creek, CA 94598
Telephone Number: 925 - 944 - 011 0
Fax Number: 925-944-0960
Provider Specialty: Orthopedics
Provider State License Number: A 72343
National Provider ID Number:

Patient Information
Patient Name:
Date of Birth:
Date oflnjury: 2/19/14
Employer: CITY OF VALLEJO
Claim Number:

D1a2nosls: HIP PAIN LABRALTEAR
ICD Code: 843.9,719.45
Procedure Reouested: LEFTHIPARTHROSCOPYWITHFEMOROPLASTY.ACETABULOPLASTYANDLABRALREPAIR
CPrIHCPCS Coile: 29914.29915.29916. E0216(CTU)(HIPBRACE·L1666& L2622)
Other Information: el'/Yl#1' /ocl~I(Frequency, Duration PHYSICALTHERAPY3X6.EKG,CBC,FOR PREOP CLEARANCE
Ouantity, Facility, ete.) PREMIERSURGERYCENTER

5/27/14
Olte of Requ •• t

/dda;~--~
Provider SlgD.ture

Claim Administrator Response Approving Treatment:
Vou may usc this form for approving a treatment request. A request for additional information. or a decision to modifY. delay, or deny
a request for authorization cannot be mad. using this form. Please review an timeframes and requirements set forth in California
Labor Code section 4610 and Califomia Code of Regulations, title 8. sections 9792.9 and 9792.9.1.

A ded.lon 0Dfbe reqpested mediCI' '",1m,,' mUl' bt m,de within flu (!) working dIp fro•• rece'ot of til •• request for
lutbodzadoQ. Of 14 'I'.dar d.y. with. drocly mpat for Inform.dgg geglllry to render. dUlllop. For ID exoedltsd
reouest. 0" .ade In ••••• of Imminent or sedaus b•• lth threat. the maslmum is 7%bours. AuthorizatloD mav Dot be
depled on tbe btll! o( lack or I.formatlon withogt doc;umentation rcftm'oll an attemDt to obtain the Degssan laror.alion.

o Tbe requested troltment(s) is approved o Tbe requ •• t bas been previously denied by utllizallon review

Date reque.t for authorization rec:eived Claims Admlnlstralor/Authorized Agent SIID.ture

Adjuster/Authorized Agent Na""'ip-"'~t) .Date of response to request

owe Form RFA (Version 1212012) MAY ;; 7 Z014 1
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William B. Workman, M.D.
301 Lennon Lane, Suite 100, Walnut Creek, CA 94598

fu!!:gerv Authorization Reauest Form

Date: 03/02/2010

To:
Fax:
Phone:
Re:

UR/Stacy McAfee
925-609-9264

Claim no:

Dr. Workman is requesting authorization for surgery on v:.
Surgery: left knee arthroscopy and partial lateral menisect m _ )
ICD-9: 836.1,715.16
CPT: 29881
Location: Premier Surgery Center, Concord, CA 925-691-5000

Assistant: none

Special EquiplDME: none

Post-op PT - 3x4

Please review included records as soon as possible.

Thank you,
Tere

Phone: (925) 944-0110 or 944-0475 (This number has voicemail)
Fax: (925) 944-0960

000106
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Dale: 313120109:19:53 AM

..'~"

WELLCOMP-_.- •......
March 3, 2010

'.
Dr. William WorkmllJ1,MD
301 LeDnoa Lau., Suit. 100
Walnut Creek, Ca. 94598
(925) 944-0110 Fa" (925) 1lM-096O

.r,:..

" ,"

DOl: 1013/09

Dear Dr. Workman,

Thia letter ileem on bWlI of Stacey McAfee,Claim. Euminw with York lUUl'anoe
Servioea adviIing of authorilatlon of the followingin regard. to

" ,

1. LEFT KNEE ARTHROSCOPY AM) PAllTIAL LATERAL MENISECTOMY
2. POST OPERATIVE PT 31'.4

Authorisation Pwiod, March 3, 2010·June 3, 2010

; ,

" Pleue fax additional requeat. fOl'treatment to ATI'N: Shelley Jone' BN. BSN at
(925) 609-9264. Plea.e call with any queltion. or CODO_ "'iarding Hr.
workw'. oomp. treatment (925) 349·3874.

Sinoerely. . .. \~aauJJo('~ WJJ\~
Sh~~YJOD.~,BSN

'Vi:, TCMlT.JB WeIl.oomp
'Ii:', (925)349·3874 (925) 609-9264

cc, Staoey MoAfee, CE (925) 349-3886, Fax (925) 609·9264

...~:"
Yom Insurance Services

1390 WUlow Pasa Road, Suite 400
C~ca.94S20

This lax was rec:ievedby Strykefs OrthoPad sollware, www.slryker.com
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••• ~ •• .-' •• w • • • •••••
Dale: 313120109:19:53 AM

...., A.utAon.atto,./o,. Po.e Operoaelvll PT 8#4

Received on March 1,2010, A.uthorized on Maroh 3, 2010

.,.':
Provider:
Dr. William Workman, MD
SOl Lennon LUle, Suite 100
Walnut Creek, CA. 94598 .
(925) 944-0110 (925) 944-0960

.•,

I.

'.

Dlapoai. (body part): Lateral Meniscus Tear, Left Knee

, What: it Requcated? Poet Operative Pl' 8x4
',':.

Statu •• Approved,
.'

Guideline (a) Uaecl:
M1US:
httI'Jlwwyr.dir·."'lDvldwnlDWCProI'RftPlMcdjo.J.Trytm ••lI,.Utmy.donSobeduleIMTIlS Final
C!••anC ••w dQg. 0 9792.21. Medical Treatment Utilization Schedlll" DlIJoeatiou of kaM; Tear of.
medfa1Jlateral cartIlap'mealle •• of bee; Dl'loeation of patella (ICD9 836; 836.0, 836.1; 836.2;
836.3; 836.5): Poslalqical treatment: (McnilCoetomy): 12 visits over 12 weeks
'Pottsurglca1 ph)'lliad medicine Ircatment period: 6 montha

UR Nurse referral Required? Yea

Medical Director referral Required? No

The IW it a 4.5y/o male working at The City of Vallejo a. a fire engineer. 001: 10/S/09 &: DOH:
3/11/86. The Cll1'1'CIt requat ia for Poat operative PT Sx4. Bated on the phyaioiana report dated
2/25/10 and the above guideline. the reque.t is approved.

'.' ShoUey]ODM,RN,BSN
NUl'QCaaeManaaer
Welloomp Manged Care Service.
Ph: 925·349·3874 Fu: 925·609·9264

,.'

York InIlUr&noe Servicee Group
1390 Willow Paa Road, Suitll400
Concord, Ca. 94.520

':;', A.djust ••r. Stacey MoAfee (925) 349·8886

This fax was recieved by S1ryke~.OrthoPad software, www.stryker.com
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FIO,!Tl;. !l,7p6Q9946.4 •.•. .P'!Il.: 419 Dale: 313/2010 9: 19:53 AM•....
~'" ,. , A.udto•••••trd<ml_ Ltift Kn•• Arllaro_p,y IIInd pIII1"l1oI '-.'111."_"

Received on March 1. 2010. Authoriud on March 3, 2010

't':
':. "

:"~,..

Provide ••
Dr. William Workman, MD
SOl Lennon Lane, Suite lQO
Walnut Creek, CA. 94598
(925) 944-0110 (925) 9M-0960

...
Diagnolla (body p.rt): Lateral MeniBcua Tear. Left Knee

What: II&quested? Loft Knee ArthrolCOpy IIJld partial lateral mem.ectomy

St.tue: Approved.

.'

Guideline (e) U led:
ACOEM:
http://www••co_pr·csuid ••••ors/.eourtllChaptor_13..Knoe .•• pX#....B•..,M:enleoua_TeanB.
MenllaJll Tears
ArlhilllCOpic part!IIIl1lIII'IiooectoItTlueulllly lllIe • high IIIGOeH l1Ilofor ca •• nwhich lhIIre Ia oIar llYIdence or a
manllcul '-'-Ymplllln. other tIlen a~y P11ln(Iooklng,popping, gIVingWIlY. rec:unwntafullon); deer alp tI
a buckllt-hencle ••• on e:qmlnlltlon (tendlmaa over the lIUIl*l!ed tear but not over the entlnljolnt line, and
pan-pllllCk al1III pntlve flexion): lind CllllIlIttnt llndlnga on MRI.Hcwever. patilInta IUlpeeled cI hlMllg
mlriaaelten. but without progreeelvll or _re IIlllIvIty Imitlltlon, can be encoumged to IIvlI wHh aymptomlI to
retaklthe protdvlt eIf8cI fA the menlecua. If eymptoml •• '•••• nln;, oon.\lI'\'BtIVe methoclll can muJmIze
hHIi1g.ln pltlentl yvunger than 35, arUoecoplc mellilcal repeIr ClIn preaeMl menlleal tunctlan, although the
->' 1m, Ie longer oomparvd to paI1IaImlllllc,ctomy. AIthnl800py and menlacue aur;ary m.y not b. aqually
banaftclll for thoee pillents whO ere exhibiting aIgM of deg.net'8tMl changes

"

<:' UR Nur.o reCmnd Roquirecl'Y ••
. .....

Medical Direotor melTal Required? No

-:

The IW i. a 4.5y/omale workinS at Th, CityolVallejo a. a fire eqlneer. DOl: 1013/09 &: DOH:
8/17186. The current requlOt la for Le/\ kn •• arthroscopy lind pllrtial1ateral menia eet omy .
Baaed on the phyaiollnl report dated 2125110 and the above pideliDeI the reque.t ia approved.

Shelley JOI1IO, RN. BaN
Nune Ca•• Manaler
Wellcomp Mll1aged Care SlI'Yioea
Ph: 925-M9·S874 Fax: 925·609·92640

..' .
Yark Inouranco Servioee Group
1390Willow Pa•• Road, Suite 400
Conoord,Ca.9'520
Adjunor: 8tacey McAfee (92ll) 849·8886

This lax was recieved by Strykefs OrthoPad soflware. www.sllyker.com
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Knee Injuries
From:
To: sports@md.aaos.org
BC:
Date: Wednesday - October 20,20102:55 PM
Subject: Knee Injuries

Doctor Workman:

I am sending you this email regarding my right knee. As we have discussed in the past,
my right knee also needs evaluating due to the normal wear and tear during my
firefighting duties, as well as the over compensation that occurred while my left knee
surgery and therapy was in progress. I spoke to our City's Risk Management Worker's
Comp Coordinator, Vicky Scopesi, regarding the need for my right knee to also be
evaluated and she stated that if you send a letter to my case worker at York Insurance
that we can proceed with getting my right knee evaluated and repaired.

My case worker is Stacey McAfee, stacey.mcafee@Yorkisg.com, (925) 349-3886, 1390
Willow Pass Road, Suite 400, Concord, CA, 94520. I would appreciate it if you could
please contact Ms. McAfee and let her know the extent of my right knee and the fact
that it needs to be addressed so that I can return to duty after its repaired.

Thank you.

https://webmail.ci.vallejo.ca. us/gw/webacc?U ser.context=ffe9bc5ec98442... 10/20/2010
000110
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William B. Workman, M.D.
301 Lennon Lane, Suite 100, Walnut Creek, CA 94598

Sure:erv Authorization Request Form

Date: 01110/11

To:
Fax:
Phone:
Re:

UR
925-609-9264

Claim no:

Dr. Workman is requesting authorization for surgery on

Surgery:
ICD-9:
CPT:

Right knee arthroscopy partial medial and lateral menisectomy.
836.0 & 836.1
29880

Location: Premier Surgery Center, Concord, CA 94520

Assistant: no

Special Equip/DME: no

Post-op PI- 12 post op visit

Please review included records as soon as possible.

Thank you,
Tere

Phone: (925) 944-0110 or 944-0475 (This number has voicemail)
Fax: (925) 944-0960

, .
i

JAN 0 9 ZOll
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PALADIN
Managed Care Services

1901 E.Alton Ave. Snite 200
Santa Ana. CA92705

Telephone: 800-559-5556, Fax: 866-409-1957
HoU1"s:Monday- Fr-iday 7 00 AM - 5 30 PM

William Workman, M.D.
301 Lennon Lane Suite 100
Wainut Creek CA 9459B
Phone: 925-944-0110
Fax: 925-944-0960

Wednesday, January 12, 2011
Notice of Non- Certification

RE:

Paladin Managed Care Services #: 40142
Injury Date: 10/3/2009

Dear William Workman, M.D.,

Paladin Managed Care Services has received a request for treatment of the above named employee. After a
thorough review of the available records, the reviewer is recommending that the request for authorization be
non-certified. The following details provide specific information about the determination:

Specific Treatment Plan Requested
1 right knee arthroscopy with partial mediai and later-al mernscectomy between 1/11/2011 and 3/12/2011;
12 post-op physical therapy sessions between 1/11/2011 and 4/11/2011.

Determination Date
Wednesday, January 12, 2011

DRDetermination
1. Recommend prospective request for 1 right knee arthroscopy with partial medial and lateral meniscectomy
between 1/11/2011 and 3/12/2011 be non cer-tified.
2. Recommend prospective request for 12 post-op physical therapy sessions between 1/11/2011 and
4/11/2011 be non certified.

Clinical Rationale
Non-certify request for 1 right knee arthroscopy WIth partial medial and lateral memscectomy between
1/11/2011 and 3/12/2011. A review of medical records does not indicate that the request IS medically
reasona ble, The only subjective complaint stated was ongoing pain. There was no men tion of locking. clicking
Of giving way. The only objective finding was the MRI report. If the subjecuve and objective exam can be
better stated and include joint line tenderness and positive McMurray's, ROM,effusion etc. the request can be
re-considered. Below are the ACOEM and the 2011 ODG evidence-based recommendations:

Non-certify request for 12 post-op physical therapy sessions between 1/11/2011 and 4/11/2011. A review
of medical records does not indicate that the request is medically reasonable. The surgical procedure has not
yet been approved. Below are the 2011 ODe evidence- based recommendations:

Criteria/Guidelines Applied
Page 1 etts

TBrnplale Path c \docgens\TH~~_BACKOFFICE_SERVICES'4:smplales.\Clty ofV<lBeJo\REVIEw.-DEN_HARDCOPY CA doc
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Meniscectomy

Recommended as indicated below for symptornatic meniscal tears, Not recommended for osteoarthritis (OA]
in the absence of mernscal findings. (Kirkley, 2008] Meniscectomy is a surgical procedure associated with a
high risk of knee osteoarthritis (OA), One study concludes that the long-term outcome of meniscal iniury and
surgery appears to be determmed largely by the type of memscal tear, and that a partial meniscectomy mal'
have better long-term results than a subtotal rneruscectcmy for a degenerative tear. (Englund, 2001) Another
study concludes that partial rnemscectorny may allow a slightly enhanced recovery rate as well as a
potentially improved overall functional outcome including better knee stabihty m the long term compared
WIthtotal meniscectomy. (Howell-Cochrane, 2002) The following characteristics were associated with a
surgeon's judgment that a patient would likely benefit from knee surgery: a history of sports-related trauma,
low functional status, hmited knee flexion or extension, medial or lateral knee jomt line tenderness, J click or
pain noted with the McMurray test, and a positive Lachmann or anterior drawer test. (Solomon, 2004) Our
conclusion is that operative treatment with complete repair of all torn structures produces the best overall
knee function WIth better knee stabr hty and patient sa nsfactl on. In patients younger than 35, arthroscopic
meniscal repair can preserve menisca I function, although the recovery time is longer compared to par-nat
memscectomy. Arthroscopy and meniscus surgery wtll not be as benenc!al tor older patients who are
exhibiting signs of degenerative changes, possibly indicating osteoarthritis, and meniscectomy will not
Improve the GA.Meniscal repair is much more complicated than meruscal excision (memscectomy). Some
surgeons state in an operative report that they performed a mentscal repair when they may really mean a
meniscectomy. A meniscus repair is a surg.cal procedure done to repair the damaged meniscus. This
procedure can restore the normal anatomy of the knee, and has a better long-term prognosis when successful.
However, the meniscus repair IS a more significant surgery, the recovery IS longer, and, because of hmrted
blood supply to the meniscus, It is not always possible. A meniscectomy 15 a procedure to remove the torn
portion of the meniscus. This procedure is far more commonly performed than a meniscus repair. Most
meniscus tears cannot be treated by a repair. See also Meniscal allograft transplantation. (Harner. 2004)
(Graf, 2004) (Wong, 2004) (Solomon-jAMA, 2001) (Chatain, 2003) (Chatain-Robinson, 2001] (Englund. 2004)
(Englund, 2003) (Menetrey, 2002) (Pearse, 2003) (Roos, 2000) (Roos, 2001) Arthroscopic debridement of
meniscus tears and knees with low-grade osteoarthritis may have Some utility. but it should not be used as a
routine treatment for all patients with knee osteoarthritis, (Siparsky, 2007] Arthroscopic surgery for knee
osteoarthritis offers no added benefit to optimized physical and medical therapy, according to the results of a
single-center, RCT reported in the New England Journal of Medicine. The study, combined with other
evidence, indicates that osteoarthritis of the knee (in the absence of a history and physical exannnation
suggesting rneniscal or other findings) is not 811 indication for arthroscopic surgery and indeed has been
associated with inferior outcomes after arthroscopic knee surgery. However, osteoarthritis is not a
contraindication to arthroscopic surgery, and arthroscopic surgery remains appropriate in patients with
arthritis 111 specific situations 111 which osteoarthritis IS not believed to be the pnmary cause of pain. (Kirkley,
2008] Asymptomatic meruscal tears are common in older adults, based on studying MRI scans of the nght
knee of991 randomly selected, ambulatory subjects. Incidental meniscal findings 011 MRI of the knee are
common in the general population and increase with increasing age. Identifying a tear in a person with knee
pain does not mean that the tear is the cause of the pain, [Englund, 2008) Arthroscopic mernscal repair
results in good clinical and anatomic outcomes. [Pujol. 2008) Whether or notmeniscal surgery is performed.
meniscal tears in the knee increase the risk of developing osteoarthritis in middle age and elderly patients,
and individuals With meniscal tear were 5.7 times more likely to develop knee osteoarthritis. (Englund, 2009)

ODG Indications for Surgery. -- Meniscectomy:

Criteria for meniscectomy or meniscus repair (Suggest 2 symptoms and 2 signs to avoid scopes with lower
yield, e.g, pain without other symptoms, posterior joint line tenderness that could Just signify arthritis, MRI
with degenerative tear that is often false positive):

1. Conservative Care: (Notrequired for locked/blocked knee.] Physical therapy. OR Medication. OR Activity
modification. PLUS

2. Subjective Clinical Findings (at least two]: Joint pain. OR Swelling. OR Feeling of give way. OR Locking,
cllckmg. or poppmg. PLUS

3. Objective Clinical Fmdmgs (at least two): Positive McMulTay's sign. OR Joint line ten det-ness. OR Effusion.

This f<=!)( W:::IC;; n::>rIPV,:lor! hv Strvkpr'~ ()rthnP:::Irl <:;rrftw:::Irp \NlfVW etrvker com
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OR Limited range of motion. OR Locking, cheking, or popping. OR Crepitus. PLUS

4. lrnagmg Clinical Findings: (Not re q un-ed for locked/blocked knee.) Meniscal tear on MRI.

(Washmgton, 2003)

ACOEM:
Arthroscopic partial meniscectomy usually has a high success rate for cases III which there 15 clear evidence of
a meniscus tear-symptoms other than simply pam (locking, poppmg, giving way, recurrent effusion}: clear
signs of a bucket-handle tear on examination (tenderness over the suspected tear but not over the entire joint
line, and perhaps lack of full passive flexion); and consistent findings on MR!. However, patients suspected of
having meniscal tears, but without progressive or severe activity limitation, can be encouraged to live with
symptoms to retain the protective effect of the meniscus. If symptoms are lessening. conservative methods
can maximize healing. In patients younger than 35, arthroscopic meniscal repair can preserve rneruscal
function, although the recovery tune is longer compared to partial rneniscectorny. Arthroscopy and meniscus
surgery lllay not be equally beneficial for those pa neu ts who are exhtbt tlng signs of deg en et-atrve changes.

"No guidelines are provide-d as the non-certificanon 1S based on non-certt fication of the associated sur-gical
procedure."

Our determination does not mean that the patient should not receive further medical treatment or personal
care and does notrefer to compensability. However, lithe above spccinc medical services are provided, these
services may not be covered by workers compensation. For questions regarding compensability, please
contact the employer or claim administrator.

Optional Internal UR Appeals Process
In the event that a requesting physician has additional medical information that may impact an initial denial
of treatment authorization, he/she may submit a written request within twenty (20) days of the receipt of
this letter to have the addlt1onallnformatlon reviewed by a clinical peer who did not make the original
determination to modify the request for authorization. Appeals and information may be faxed to Paladin
Managed Care Services at 866-409-1957 or may be submitted via mail to 1901 E. Alton Ave. Suite 200,
Santa Ana, CA92705.

Addltlonally, the injured worker has the right to use the UR Appeal Process as per Title 8 of the CCR 9792.10
as described below:

URAppeals Process as per CCR 9792.10
Ityou disagree with the utilization review decision and wish to dispute it, you must send written notice of
your objection to the claims administrator wrthin 20 days of receipt of the utilization review decrsion in
accordance with Labor Code section 4062. This 20-day time hnut may be extended for good cause or by
mutual agreement of the parties. You must meet this deadline even if you are participating in the claims
adrrunistrator's internal utilization review appeals process.

The injured worker may file at! Application for Adjudication of Claim and Request for Expedited Hearing.
DWe Form 4, showing a bona fide dispute as to entitlement to medical tr-eatment in accordance with sections
10136(b)(l), 10400, and 10408.

Required Language as pel" CCR 9792.9
If you want further information, you may contact the local state Information and Assistance office closest to
you. Please see attached listing or you may recetvc recorded Information by calling 1-800·736· 7401.

Information & Assistance Unit· District Offices
Anaheim, CA928U 1 Bakee-sfteld, CA 1J33(J1 Eureka, CA 95SUI-0421
tuM No. Raymond Avenue, !t200 1800 30th Street, Suite 100 100 ~H" Street, Room 201
7141-738-4038 661) 395-2514 (707) 441-5723

Fresno, CA 93721·2280 Goleta, CA 931 J 7 Grover Beach, CA 934:~3·2261
2550 Mattpcsa Street, Rnom 2035 6755 Horltster Avenue, Room 100 1562 W. Grand Avenue
5591 445-5355 8051968-4158 (805) 481-3296

Long Beach, CA 90802·4460 Los Angeles, CA 90013 Marina del Rey, CA90292
300 Oceangate Street, 3rd floor 320 W. 4th Street, 9th floor 4720 Lincoln Blvd
5621 590-5240 2131576-7389 (310) 482-3820

Tn., f:::llY W:::ll~ fF""r.IP.VFH~ hv ~trvkpr'c;, ()rthnP~rl c:,nftw~rp VII\AMI c;,trvkpr r-rirn
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Oakland, CA 94612 Oxnard, CA93030 Pomona, CA 91768
1515 Clay Street, eth floor 2220 E. Gonzales Road, SUite 100 732 Corporate Center Drive
(510) 622-2861 (805) 485-3528 (909) 623-8568
Redding. CA 96001-2796 Riverside, CA 92501 Sacramento, CA 95825
2115 Akard, Room 21 3737 Main Street, Room 300 2424 Arden Way, Suite 230
(530) 225-2047 (951) 782-4347 (916) 263-2741
saltnas, CA 93906-2204 S:m Bernardino, CA 92401 San OIeQo, CA92102·4402
18BO North Main Street, Suite 100 464 W. Pourth Street, Suite 239 7575 Metropolitan Drive, #202
(831) 443-3058 (909) 383-4522 (619) 767-2082
San Francisco, CA 94102 San Jose, CA95113 Santa Ana, CA92701-4101
455 Golden Gate Avenue, 2nd floor 100 Paseo de Sen Antomo, Room 240 28 CIVIC Center Plaza, Room 451
(415) 703·5020 (408) 277-1292 (714) 558-4597
Santa Rosa, CA9540 ..•. Stockton, CA 95202 Van Nuys, CA 91401-3373
50 "D- Street, Room 430 31 Bast Channel Street, Room 450 6150 Van Nuys Blvd., Room 105
(707) 576-2452 (209) 948-7980 1'8181901-5367

You may also consult an attorney of your choice. Should you decide to be represented by an attorney, you may
or may not receive a larger award, but, unless you are determined to be ineligible for an award, the attorney's
fee will be deducted from any award you might receive for disability benefits. The decision to be represented
by an attorney is yours to make, but it is voiuntaryand may not be necessary for you to receive your benefits.

The hours of availability of the reviewer, expert reviewer or the medical director for the treating physician to
discuss the decision include 9:00 AMuntil 3:00 PM PST, Monday through Friday, during normal business
hours. In the event the reviewer is unavailable, the requesting physician may discuss the written decision
with another reviewer who is competent to evaluate the specific clinical issues involved in the medical
treatment services.

Additionally, please feel free to contact us should you have any additional questions regarding this claim or if
medical necessity substantiates further treatment

Respectfully,

Carmen Arriola, M,D.
CA License# G63500
Board-certified in Occupational Medicine

cc:
Stacey Mcafee, Claims Administrator
Nancy Immer, L.V.N.,Claims Administrator

Thle f:::lY W:::lC:;racleved bv Strvkpr's ()rthnP:::lrl software \MMfIJ <trvker com
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STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS· COMPENSATION
!\ffiDlCAL UNIT
J.,fA]UNG AlJLJRE':;~'
J' (J Box 7l0l0
()£lklanc( (:4 94672
(:i 10) 2~6-3 700 or C&iU)794-6~OO

HOW TO REQUEST A OUAUFlED MEDlCAL EVALUATOR
IF YOU DO NOT HAVE AN ATTORNEY

(.\.ttachment to Form 105)

Use QME Form 105 when there is a dispute over a medical decision or medical opinion of the primary treating physician or
utilization review. Read these instructions to know what you must do and the time limrts for making decisions. You must
have given your employer or the claims administrator a claim form before you may get a QIVIEor any benefits.

Answer all of the questions on QME form 105, sign the form and mail it to the DWC Medical Unit.

The DWC Medical Unit will use the information on the 1'01111 to issue a "QME panel". A "QME panel" is a list of three
physicians who are certified as Qualified Medical Evaluators CQME"). One physician from the list must be selected The
QME selected will do a medical exammauon and write a report. This QME report provides all mdependent, second medical
opinion on all of the disputed and unresolved issues in the case that need a medical opinion.

How to Get a QME Panel- Send OME Form 105 to the DWC Medical Unit

You, the injured worker, will have the first opportunity to choose the specialty of physician to perform the exam.

You must do so within ten (10) days of the date the claims administrator sent you the QI\fE Form 105. Within the
lO-day time limit, fill out the form, write in the three letter code for the specialty you have picked, sign the form and
mail it to the DWe Medteal Unit. Tfyou do not return the form, the claims administrator may gain the legal right to
select the specialty of the Q1\IE instead.

All three physicians on the "QME panel" will have the same specialty. The names are selected randomly within the general
geographic area of your home. Sometimes it is necessary to travel far to see a QME in the specialty you select. Your
employer must pay all reasonable transportation expenses to attend the exam, including lodging if needed. Tfyou and the
claims administrator agree in writing for your convenience to have the panel Issued In the area of your workplace, attach
that written agreement including the sneet address and zip code of your workplace to the panel request form.

If the DWC Medical Unit does not send you and the claims administrator a "QME panel" within fifteen (15) business days
of receiving the request, ),OU may select an)' QME to do the evaluation. If this happens, call your Information and
Assistance Officer at 1-800-736-7401 or the Medical Umt at 1-800-794-6900. The QME database. listing all QMEs by
specialty and location, can be found on the internet at http://www dir ca.gov/databases/dwc/qmestartllew asp.

How to Complete the Form
"Request Date": Write the date you sign this form.

"Requesting Party": Check the box for the person who selects the QME specialty and signs the form at the bottom

Answer the questions, about whether any part of the claim has been accepted. whether the claim has been denied. and
about the wording ofthe notice from the claims administrator to you about the need to get a QME report, by checking the
box that answers each question.
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Selecting a Reason for Reouesting the OME Panel

Select "§ 4060 (compensability clam)" whenever I) during the 90 days since you gave the employer your claim form,
the claims adrninistrator says the employer requests a QME report to determine whether to accept your claim and asks you
to complete the form and select the specialty for the QME; or 2) when the claim is denied altogether and the claims
administrator has refused to provide or has stopped all benefits including medical treatment; or 3) ifthe treating physician
writes that your injury was not caused by work and you disagree with that opinion If the claims administrator has accepted
any body part In the claim, select a different reason, Tfthe notice from the claims examiner during the only says the
employer has not accepted liability and you may request a panel, you are not required by law to send the panel request form
to the Medical Unit. Call the Information and Assistance officer 1-800-736-740 I to discuss your options.

Select "§ 4061 (permanent impairment 01' disability dispute)" if there is a dispute about temporary disability or whether
you have any permanent impairment permanent disability, or you disagree over the amount or percentage of permanent
impairment or permanent disability.

Select "§ 4062 (injured employee only - medical treatment or UR dispute or other 4062 reason)" if treatment, that
your treating physician has recommended, has been denied, delayed or modified based on a decision by utilization review
or the claims administrator; or, whenever there is a dispute over the amount or frequency or type of treatment that you need
now or will need in the future. Select this reason also If the dispute IS about 'permanent and statiouary' status

Select "§ 4U62 (claims administratnr only - other non-treatment, non-UR reason under § 4062)" if you are the claims
adrmnistrator who has objected to some other medical determinatron or Issue under Labor Code S 4062 However, the
requesting claims admimstrator must state the reason on the line provided. Examples may include medical deternunations
on new and further disability, medical eligibility for vocational rehabilitation, the permanent and stationary date, MPN
continuity of care or transfer of care, that a new body part needing treatment is causally connected to the claimed injury.

Ifyou are covered for medical trearrnent in an MP'N and you disagree over the MP'N physician's diagnosis or treatment you
do not need a QME. Call the Information and Assistance officer 1-800-736-7401 to discuss how to get another MP'N
physician or an MP'N second oprnion. You may request a QME panel and select § 4062 for disputes over a treating
physician's opinion about whether you qualify for continurty of care (care by the same treating physician after your MPN
physician left or is terminated by the MPN) or transfer of care (whether your condition or treatment qualities for your
claims administrator 10 transfer yonr care to an MPN physician).

Select "§§ 4061 and 4062 issues" if currently there are disagreements about both permanent disability and medical
deternunations. The claims administrator may not select this reason if the only disputes under § 406~ are because of a
denial, delay or modification Of)-'OUf medical treatment by a utilization review physician.

Prior Ol\1E Panel List or Examination

Answer the questions about any QME pane1lists you have received in the past This information is needed to aVOIddelays
in issuing the QME panel hst you are requesting now.

Select the Mel\ical Snecialty. Sion anti Mail the Form

Use the list on the back of QME Form 105 to select a medical specialty. If necessary, request help from your treating
physician to choose the specialty. Write the 3 leiter code tor the medical specialty you select on the front of Form 105.
Also, sign the form and print your name below the signature.

What if I pick the wrong medical specialty and wish to chanlle the medical specialtY?

You may request a change of medical specialty if you have not had the QME evaluation yet and you and the claims
administrator agree in writing to the change of medical specialty Please Include the QME panel number 011 your request.

Thr« f~'l/' w~!=;.n~r.iF'vprlhv .Strvker'< OrthoP~rl c;;nftw:::lrjCl www etrvker room
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Wbat if tbere j,. a need for anotber OME renort in a different snecialtv?

Sometimes. there may be a need for an addiuonal examination and report by a QME in a different specialty. Generally this
will occur only if the first QME states in the report that an exam by a physician in another specialty is necessary, or if a
Workers' Compensation Judge orders the additional report, or if the parties meet with Information and Assistance Officer
who determines that the conditions for obtaining an additional report are met.

You)" I;ghts to an atrorney

You are entitled to be represented by an attorney at any stage of your workers' compensation claim. However, after you
have had an evaluation by a QME, you are not entitled to a new QME evaluation. Should you decide to be represented by
an attorney, you mayor may not receive a larger award. but unless you are determined to be ineligible for an award, the
attorney's fee will be deducted from any award you might receive for disability benefits. The decision to be represented by
an attorney is yours to make, but it is voluntary and may not be necessary for you to receive your benefits,

Other guestions'!

For other questions about the QME process ..please call the owe Medical Unit at 1-800-794-6900. For general questions
about your workers' compensation claim and benefits, please call the Information and ASSistance Officer at the Division of
Workers' Compensation 1-800-736-7401 or look on our website at http://wwwdil.ca.gov/dwc/injuredWorker.holl.

Thi~ f:::l.'It:W:::l.~ rAdpvAri hv StrvkAr'c; OrthnP:::l.r1«oftware WWIN c;trvkpr rom
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State of California
DIVISION OF WORKERS' COMPENSATION - MEDICAL UNIT

REQUEST FOR QME PANEL UNDER LABOR CODE § 4062.1
UNREPRESENTED
(Please print or type)

Request date (Required): _ Date of InjUly (Required): Claim Number Irequired) _

Specialty Requested (Req.rir<!d)" Requesting Party (Check on. box only):
o Unrepresented Injured Employee

(lise 3 lcuer code only} o Claims Adnurustrator, if none ..Employer

Reason QME Panel is being req nested (( '/Kck on" box ontv}; 0 Defense Attorney
o § 4060 (compensability exam)
o § 4061 (permanent impairment or disability dispute)
o § 4062 Injured employee only (rnedrcal treatment determine ..UR dispute or other 4062 reason)
o § 4062 Claims administrator only (non treatment medical determination or non-UR reason under 4062)
o §§ 4061 and 4062 dispute (medical treatment and permanent impairment or disability dispute)

If the Claims administrator is requesting a 4062 panel explain the reason for tile request:

A Im~er each question below:
Has tlus claim been denied') 0 Yes 0 No Has any body pan III this claim been accepted" DYes 0 No

If yes, .ndrcate the date of the denial _

Did notice to injured employee state employer requests an evaluation to determine c~mlpensabjlity?(A'hJ,:h ,:(JP.V ot nouce] 0 Yes 0 No

Does dispute involved an J\IPN: 0 Continuity or transfer of Care 0 Permanent Disability, Future Medical, LJRdecision 0 Diagnosis/Treatment'

Employee Information

FIrst Name, _ Middle lrutial _ Last Name

Street Address. ------------------------------------------
CIty State ZIP Code Daytime Phone No' _

If you now live out of state, list the California CIty and ZIp code of your residence when injured: _

If you never resrded III California, list the Califonua zip code m winch you would like to be evaluated _

Employer and Claims Admlmstrator Information

Employer. _

Clarrns Adrnrmstrator Name: _

Adjustor name: _

Street Address or P.O Box' _

City _ State, _ Zip Code' Daytime Phone No. _

Ql\1E Form 105 (rev. February 2009) Page 1 of3 rC'i:mlmllt: [orm an next pa!:eJ
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Claim Number: _

Prior QME Panel Information (Ans",.,. ot! that "ppM

Has the employee ever received a QME panel before? DYes 0 No D Unknown

If yes, did the employee ever see any QME from that panel? DYes 0 No 0 Unknown

If yes, has that claim been settled or resol ved? DYes 0 No 0 Unknown

If yes, name of QME seen Specialty: _

Date of Injury. Body parts: Date of exam

Panel Number {rfknown} _ IsthatQME available now 0 Yes D No 0 Unknown

ThIS completedform must he mailed 10:
Division of Workers' Compensation- Medical Unit

PD Box 71010, Oakland, ea 94612
(510)286-37000«800) 794-6900

Date

Print Name of Requestor Signature or Injured Employee

Note: Each employe,' or claims administrator submitting thi~'form to request a QME panel1111iH.attach a copy
of the correspondence and required notices sent to the injured employee with the panel requestform:

QME Form 105 (rev February 200~) Page 2 of3

This f:::t'l(was r~r.i~v~nbv .s;trvk~r'~Orthopad eoftware WNW etrvknr corn
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STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS' COMPENSATION
MJl:mCAL UNIT
~fA/T.JN(; A/)/JII F\'\"
I' () Box 71010
U<lkJand, C'A 94612
(:'ito) 286-3700 or (KOUJ 7:14-6900

HOW TO REQUEST A QUALIFIED MEDICAL EVALUATOR
IN A REPRESENTED CASE

iMtarbm<nt to Eorm 106\

Use QME Form 106 only in cases in which the rnjured employee IS represented by an attorney. To request a panel of three
QMEs in a represented case, the parties rust must have attempted to agree on an Agreed Medical Evaluator to resolve a
disputed issue as provided by Labor Code Section 4062.2. Once len (10) days have passed from the date of the first written
proposal 10use an AME that names one or more physicians, either party may request a panel on QME Form
106. Complete form 106, specify the specialty requested, attach a copy of the first written AME proposal, and send your
request by first class U.S. mail to the DWC - Medical Unit address on the bottom of the form. You must serve a copy of
your panel request on the other party. Ifthe panel request form is not fully completed, It will be returned.

Cnmpletinl: the form"

"Request Date": Write the date you sign this form.
"Requesting Party": Check the box that describes the person or party with the legal right to request a panel who is signing
the form at the bottom.
Answer the questions, about whether any part of the claim has been accepted, whether the claim has been denied. and
about attaching a copy of the earliest written AME offer that identifies a disputed issue and names one or more physicians
to be the AME.

Selecting the reason for requesting a Ql\IE nanel:

Select "§ 4060 (compensability exam)" if the claims administrator advises within ninety (90) days of receipt of the claim
form that a QME report is needed to determine whether to accept the clann; or If there IS a dispute over the treating
physician's opmion that the claimed injury was not caused by work If the claims administrator has accepted any pali of the
claim, such as accepting one body part or rnjury, select a drfferent reason (Lab. Code § 4060(a).) If the ninety (90) day
period has passed since the claim form was received, a request from a claims adrnmistrator or employer for a QME panel
for this reason will not be filled until the conditions in sectlon30(d)( 4) of TItle 8 of the California Code of Regulations have
been satisfied.

Select "§ 4061 (permanent impairment or disability dispute)" if there is a dispute about temporary or permanent
impairment or disability, or you disagree over the amount or percentage ofpermanent impairment or permanent disability.

Select "§ 4062 (injured employee only - medical treatment 01' UR dispute or other 4062 reason)" if treatment has been
denied, delayed or modified by a utilization review physician or the claims administrator; or if there ISa dispute over the
amount or frequency or type of treatment that the mjured employee needs now or will need III the future. Select this reason
also if the dispute is about 'permanent and stationary status. The claims adrninisnator may not select this after treatment
has been denied, delayed or modified in utilization review,

Select"§ 4062 (claims administrator only - other non-treatment, non-UR reason under § 4062)~ whenever the claims
administrator. or If none the employer, objects to some other medical detennmanon or issue under Labor Code
~ 4062. The requesting claims administrator must state the reason on the line provided. Examples may include medical
determinations on new and further disabihty. medical el igibil ity for vocational Iehabilitation, the permanent and stationary
date, MPN contmuity of care or transfer of care, that a new body part needing treatment is causally connected to the clanned
1l1JUl)'.
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If the injured employee is covered for medical treatment by an MPN and the parties disagree over the MPN physician' s
diagnosis or treatment, you do not need a QME. The parties must follow the MPN second opinion process set out in Labor
Code section 4614.3 and section 9767.7 of Title 8 of the California Code of Regulations.

Select "§§ 4061 and 4062" if currently there are disputes about both permanent disability and medical determinations.

Selecting the medical specialty:

Enter the 3 tetter code from the reverse side ofQME Form 106 for the medical specialty requested Ifknown. also state the
medical specialty of the treating ph) sician and the specralty preferred by the opposing party. If yOLLare requesting a
specialty that is different than the medical specialty otthe primary treating physician, it is strongly recommended that you
submit addrtional, relevant medical documentation in support of the requested specialty and an explanation of the reasons
you believe the specialty being selected is more appropriate for review by the Medical Director of Owe. Such addittonal
medical documentation may mclude, but is not limited to, copies of the most recent primary treating physician's progress
report (OWC Form PR-2), the Doctor's First Report of Occupational Injury or Illness (Fonn DLSR 5021), a consulting
physician's report, etc .. It IS not necessary to send copies of all medical records in the case. ISee sections 31.1 and 31.5 of
TIlle 8 ofthe Cahfornia Code of Regulanons.)

The DWC-MUuses a random selection program to assign three QMEs ro the panel If there are too few QMEs of the
specialty requested in the geographic area of the injured worker's residence, the system will pick Ql\fEs from other
geographic areas and the employer is responsible for paying for necessary travel costs incurred, The non-requesting party
will receive a copy of' the panel letter when it is issued. If' the Medical Unit does not issue a panel within thirty (30)
calendar days of receiving the request in a represented case, either party may seek an order from a Workers'
Compensation Administrative Law Judge to obtain a QME panel.

The A ]\t[E or OME selection process in represented cases:

Upon receipt of the QME panel list, the parties in a represented case are required to confer and attempt to agree on an
Agreed Panel QME from the panel list provided. (See, Labor Code section 4062.2(c).) Ifthe parties have not agreed on an
Agreed Panel QME by the 10th day after the panel is issued. each party may then strike one name from the panel. The
remaining QME shall serve as the medical evaluator If a represented party fails to exercise the right to stnke a name from
the panel within three business days of gaming the nght to do so, the other party may select any QME who remains on the
panel to serve as the medical evaluator (Labor Code §4062 2Ic))

Requests returned for additional information and replacement evaluators:

If a QME panel was previously issued for this injured worker and there is insufficient information Oll the form 106 to
process the req uest, the request will be returned by the Medical Unit with a request for necessary information. The time
periods for selecting an Agreed Panel QME and for striking QME names are tolled during this period (See, 8 Cal Code
Regs §§30(c),315)

Scheduling the evaluation appointment:

The represented employee is responsible for arranging the appointment for the examination. Upon Ins or her failure to
inform the employer/insurer of the appointment within 10 business days after the medical evaluator has been selected, the
employer/msurer may arrange the appointment and notify the employee ofthe arrangements.

How 10nl:"will it take to have the examination and to eel the QJ\rE's report?

If the QME selected is unable to schedule the exam within ou calendar days of the initial call, the party with the legal right
to schedule may either waive the 60 day limit. as long as an appointment within 90 days of the initial scheduling call is
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available, or request a replacement QME. If no appointment is available within 90 days of the initial request, either party
may request a replacement QME or QME panel You are entitled to an evaluation report within 30 calendar days of the
commencement ofthe exam by an Agreed Panel QME or QME. At tunes, an AME or QME may request the Medical
Director to extend the deadline for completing the report (for example if the evaluator has not received test results or a
consulting physician's report or for legal 'good cause'). The evaluator must notify the OWe-Medical Unit and you of the
request for approval of an extension oftime to complete the report. You will be notified of the decision If the evaluator
selected cannot complete the report within 30 days or the extension otnme approved by the Medical Director, the parties
may agree U1 writing (on QME Farm 113 or 116) to wait until the physician can complete the report, or either party may
request a replacement panel ofQMEs. If this occurs, you must go through the selection process again.

Obtaining a Ol\fE in a different spedalb'~

As provided in section 3 1.7(b) of Title 8 of the California Code of Regulations, parties in a represented case may obtain an
additional QME panel in a different specialty under certain circumstances. All such requests for an additional QME panel
must be written and subnutted with supporting mforrnauon or documentation showing how the conditions in § 31.7 are
being met

Other questions?

For questions about the QME process, please call the DWC-MU at 1-800-794-6900. For questions about the workers'
compensatron claim dispute resolution process, call an luforrnatiou and Assistance officer at the Division of Workers'
Compensation office listed in your phone book, or look on onr website at http://www.dir.ca.gov/dwc.

Tnl~ f~)( w~c:; rFlor.ip.vp.n hv R;trvkp.r's ()rthnP:::lrl c:,nftw:::lrp. \N\NW strvkssr corn
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State 01' California
DIVISION OF WORKERS' COMPENSATION - MEDICAL UNIT

REQUEST FOR QME PANEL UNDER LABOR CODE § 4062.2
REPRESENTED

(Please print or type)

Request date (Required)' Date of Injury (Required) Specialty Requested (31G1Ier code required): Claim Number (required)

Specialty of treating physician Opposing party's specialty preference Requ esting Party re:heck 1!Ill:' fwx ()nJ)~:

o Applicant's Attorney (or Injured employee)
o Defense Attorney I Claims Administrator

Reason Ql\lE Panel is being requested (Read attachment, 'H01f 10 Request a QME:; (Check on. box only}:
o §4060 (compensebil ny exam)
o § 4061 (permanent rrnpatrrnertt or disabrl It)' dispute)
o §4062 Injured employee only (medical treatment determine, UR dispute or other 4062 reason)
o § 4062 Claims administrator only (non treatment medical determination or 1"Ion-URIcason under 4062)
D §§ 4061 •.and 4062 dispute (medical treatment and permanent impairment or drsabil it)' dispute)

If the Claims administrator IS requesting a 4062 panel explain the reason tOI the request below

You must attach II copy of your written proposal identifying a disputed issue and naming one or more physicillns to be
llnAME

A Ilswer eaeb question below:
Has this claim been denied? 0 Yes 0 Na Has any body part m this claim been accepted" DYes DNa

If yes, indicate the:date of the denial _

DId notice to injured employee state employer requests an evaluation to determine compensability? (Atlat,h WP)' ot ,/OtIC,e) 0 Yes D No

Does dispute involved an:MPN 0 Contmtuty OJ transfer of Care 0 Permanent Dtsabihty, Future Medical lJR decision 0 Dragnosis/Tt eatruent?

Employee Information

First Name; Middle Imtial Last Name'

Street Address

CIty. State' ZIp Code: ._ Daytime Phone No' _

Tfyou now live out of state, hst the California City and ZIp code of your residence when Injured: _

Tfyou never resided in California. hst the Califorrna ZIp code In which you would like to be evaluated _

Employee'e Attorney

First Name Last Name Firm NU111ber

Law Fum Name

Address/PO Box (Please leave blank spates between numbers. names or words)

City State ZlP Code Phone No

Ql\fE Form )(1(, (rev. Febniary 2(lO~) Page lof3 (('OlllJlJlJl'Jnrm O)1I1l'xl pagf!)

Thlc:. f::;r,l{w::;r,s rp.r.ip.VAri hv StrVKPr's ()rthnP,::,o software \NVIIINstrvker r.nm
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Claim Number:

Employer and Claims Administrator Information

Employer' _

Claims Administrator Name: _

Adjustor name: _

Street Address or POBox

State ---- ZIp Code Phone No _

Employee's Attorney

First Name Last Name Firm Number

Law Firm Name

Address/PO Box {Please leave blank spaces between numbers, names Of words)

City State ZIp Code Phone No

Prior Q~IE Panel Information (Am,,,",' ull fhul UPI'M

Has the- employer ever received a QME panel before') DYes DN0 o Unknown

If' yes, did the employee ever see any QT\fE from that panel'? DYes DNo o Unknown

If yes, has that claim been settled or resolved') DYes DNo DUnknow"

If yes, name ofQI\1E Seen Specialty: _

Date of Injury: Body parts: ._____________ Date of exam _

Panel Number (If known!' _ Is that QME available now 0 Yes 0 No 0 Unknown

Tlns completed form mua he mailed In:
DIVISI(>n of Workers" Cornpeoseuon - Medtc al Unit

P.O Box 71010, Oakland, Ca 94612
(5101286-3700 or (800) 794-6900

Date

Print Name of Requestor Signature

Note: The party submitting' tnisform l1J1lB. attucb tl copy of the writ/en proposal identifying a disputed issue and
numing one or more physicians to be a AME.

QME F01m }06 (rev February lOOY) Page 1of3

Thi-:. f~)( wae rFlJC":IPvpr!bv .c::trvkp.r'~OrthnP~r! c;nftw~rp \NWINstrvker rmrn
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1\10100 SPECfALTY COOES _

Fur Use with the QI\IE Panel Request Form 106

MAl Allergy and Immunology
MDE Dermatology
MEM Emergency Medicine
MFP Family Practice
MPM General Preventive Medicine
MHH Hand
MMM Internal Medicine
MMV Internal Medicine - Cardiovascular Disease
MME Internal Medicine - Endocrinology Diabetes and
Metabolism
MMG Internal Medicine - Gastroenterology
MMH Internal Medicine - Hematology
MMI Internal Medicine -Tnfectious Disease
MMN Internal Medicine - Nephrology
MMP Intemal Medicine - Pulmonary Disease
Ml\1R Intemal Medicine - Rheumatology
MNB Spine
MPN Neurology
MNS Neurological Surgery (otherthan Spine)
MOG Obstetrics and Gynecology
MPO Occupational Medicine
MMO Oncology - Orthopaedic Surgery Internal
Medicine or Radiology
MOP Ophthalmology
MOS Orthopaedic Surgery (otherthan Spine or Hand)
MTO Otolaryngology
MPA Pain Medicine
MHA Pathology
MPR Physical Medicine and Rehabilitation
MPS Plastic Surgery (other than Hand)
MPD Psychiatry (other than Pain Medrcine)
MS Y Surgery (other than Spine or Hand)
MSG Smgery - General Vascular
MTS Thoracic Surgery
MIT Toxicology
MUU Urology

QME Form l{J6 uev February 2{JOY) Page 3 elf 3

NON-I\IO/DO SPECIALTY CODES_

ACA
DCH
DEN
OPT
POD
PSY
PSN

Acupuncture
Chiropractic
Dentistry
Optometry
Podiatry
Psychology
Psychology - Clinical Neuropsychology

This f::lYW::l~ rp.r:.ipvpr! bv .Strvker'e OrthoP::lrl «oftware \NWW ettvker r-om
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From: 9167830335 Page: 1/1 Date: 1/281201112.55:22 PM. .. ... ...•. ....,. . ... ., ....

112S1201l

W1D1em Workmllll, MD
301 Lemon LIne, Slo 100
WalJNt e-t, CA 1l4S98

cofY-
R

D1I~ury: 10lO3I1009
Aulll_tlOII No: ZOO909,282-

DtarDr. Workmln:

Thll lettar wDI confIml1llIl the tnlatmont m;ommendaUon(l) ouUinod by youiyolll' omce CIt 01124120111a
authorlad. Below pleas. find the apeclRc aulUn. of thaI authorizadOlllD illcludc dllcriptloo/dlll'lllOllllld
hQuOllC)'.

Deacrlp~OIlIlld D_tloa
AuthoriadOllla provided for OUlpaUOIIIR1iht knee artbroacoplc partial medlalllateral meallC«tolny aJId
PoIl-opntlw p1lyaiCiI thorapy x 12. II per )'OUrnquoaL

Should the Jll'IC"XIIlreIor tnlIlmllnl cImIIed I\loVt nol lCCIII'Iloly reflect what baa bOOll_ded, pi••••
CODllotm. IlIIIIIOI1Ialcly. Thll oerdficatlOft axpIlta 011O31U120 11. Should you anticipate \bat you will not bo abl. to
blltlalOthe treUllalt by laid dale, pica•• CODlIClour Client S""ico Center II (800) 93Z-S53S. If the tnlIimOllt is
Illilialed .ttc •.•• ld dolo, your blllln. for aorvlooam.y b. lobject to -.pocllvc ulill•• lIon revlow.

Slnm.ly,

4a-~
Mlurlo. Houllou
MIdioII Coordinator
WeUComp'a Utilization Rmew Department

BnclOlulW(l)

Ilrtltl4ltl

00: City ofV.Uojo
lam. BftlllIOII

P.O.80lC61'058 P.os..,lIIe. CA 95661 • Phone (916) 783.0100 • Fax (800) 618-1439
This fax was recieved by Stryker's OrthoPad software. www.stryker.com
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SpecialtyHealth MCO, Inc.
UTILIZATION REVIEW AND CASE MANAGEMENT
330 East Liberty Street, Suite 200
Reno, Nevada 89501
71304-53

March 24, 2011

Date of Injury: 10/312009

Requesting Physician: William B. Workman, M.D.

Diagnoses: Degenerative disc disease; lateral meniscus tear

Reauest/s): Postoperative phvsical therapy. two times per week for five weeks
for the right knee

Date of Birth: 6/3/1964,46 year old male
Height (inches) /Weight (pounds): Unknown I Unknown, BMI: Unknown
Current Medications: Unknown

Decisions and Comments:

Reauest/s): Post-ooerative phvsical therapy. two times per week for five weeks
for the right knee is APPROVED with MODIFICATION. Four (4) additional post-
operative phvsical therapy sessions are APPROVED. Further phvsical therapy
does not appear to be medicallv indicated at this time for this patient. If
situations change and further medical iustification is provided. I would be glad to
address further physical therapy. Otherwise. any reauests. either retrospectivelv
or prospectively. would be denied at this point. See discussion below.

Comments: The utilization review determination above is performed on behalf of
WellComp Managed Care Services, and falls in line with the utilization review plan filed
by WellComp's as the Utilization Review Organization (URO). We are in receipt of the
medical reporting received to support the review of this treatment request.

Due to the need to perform utilization review functions on claims that may not yet be
accepted, either due to eO-day investigation period, dispute of body part, or denied
liability of claim pending trial and determination by the WCAB; this notice is not deemed
authorization of treatment, rather a determination (certification or non certification)
based upon the application of nationally recognized gUidelines as applied to industrial
treatment.
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Case Name:
Employer:
Claim No:
Date Of Injury:
Requesting Physician:
March 24, 2011

10/3/2009
William B. Workman, M.D.

The request for ten (10) post-operative physical therapy sessions is not supported by
research; four (4) sessions are supported.

The most current medical report, dated 3/2112011 from Doctor Workman, has been
reviewed along with the rest of the submitted records.

The patient is noted to have suffered a right knee injury, and is status post right knee
arthroscopy with meniscus repair on date 2/18/2011. The patient has undergone 12
post-operative physical therapy sessions since the surgery, with improvements in the
knee noted. The patient is noted to be having some continued knee pain, weakness,
and decreased range of motion, and the provider is requesting an additional ten
sessions of post-operative physical therapy.

Regarding post-operative physical therapy following a knee arthroscopy with meniscus
repair, the evidence based guidelines recommend a total of 12 session of physical
therapy following the surgery. The patient is noted to have undergone the
recommended amount of physical therapy since the surgery (12 sessions completed).
For physical therapy to be continued beyond the guideline recommendations, a
quantifiable measurable functional improvement must be documented from the prior
sessions, and residual symptoms should exist. Also, the goal of physical therapy is the
instruction and transition of the patient in a home exercise program, which allows the
patient to become self-sufficient and continue rehabilitation on their own. As the patient
is noted to have received measurable improvement in strength and range of motion in
the right knee, continues to have residual symptoms, and has not been documented to
be fully transitioned to a home program, a short course of additional sessions would be
supported.

Therefore, based on review of the medical record, evidence based medicine and the
preceding discussion, the request for Dost-operatiYe physical therapy. two times per
week for fiye weeks for the right knee is APPROVED with MODIFICATION. Four (4\
additional post-operatiye physical therapy sessions are APPROVED.

CA Labor codes 9792.6-9792.9; 9792.20-9792.26 states:

Controversy exists about the effectiveness of therapy after arthroscopic partial
meniscectomy. (Goodwin, 2003) Functional exercises after hospital discharge for total
knee arthroplasty result in a small to moderate short-term, but not long-term, benefit. In
the short term therapy interventions with exercises based on functional activities may be

2
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Case Name:
Employer:
Claim No:
Date Of Injury:
Requesting Physician:
March 24, 2011

10/3/2009
William B. Workman, M.D.

more effective after total knee arthroplasty than traditional exercise programs, which
concentrate on isometric muscle exercises and exercises to increase range of motion in
the joint. (Minns Lowe, 2007) Accelerated perioperative care and rehabilitation
intervention after hip and knee arthroplasty (including intense therapy and exercise)
reduced mean hospital length of stay (LOS) from 8.8 days before implementation to 4.3
days after implementation. (Larsen, 2008)

Dislocation of knee; Tear of mediaillateral cartilage/meniscus of knee; Dislocation of
patella (ICD9 836; 836.0; 836.1; 836.2; 836.3; 836.5):

Postsurgical treatment: (Meniscectomy): 12 visits over 12 weeks
*Postsurgical physical medicine treatment period: 6 months.

Old bucket handle tear; Derangement of meniscus; Loose body in knee;
Chondromalacia of patella; Tibialis tendonitis (ICD9 717.0; 717.5; 717.6; 717.7; 726.72):

Postsurgical treatment: 12 visits over 12 weeks
*Postsurgical physical medicine treatment period: 4 months

CA Labor codes 9792.6-9792.9; 9792.20-9792.26 defines functional improvement in
9792.20 (F):

Functional improvement means either a clinically significant improvement in activities of
daily living or a reduction in work restrictions as measured during the history and
physical exam, performed and documented as part of the evaluation and management
visit billed under the Official Medical Fee Schedule (OMFS) pursuant to sections
9789.10-9789.111; and a reduction in the dependency on continued medical treatment.

A request for copies of the referenced evidence-based medical literature noted and/or
the clinical rationale for this decision may be obtained by written request to
SpecialtyHealth Mea.

Discussion regarding this review can be made to a physician reviewer Monday through
Friday between the hours of 8:00 a.m. and 5:30 p.m. PST at 888-442-2230.

3
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Case Name:
Employer:
Claim No:
Date Of Injury:
Requesting Physician:
March 24, 2011

10/3/2009
William B. Workman, M.D.

I have reviewed the provided documents, including medical reports, x-rays, and
diagnostic studies, if available. The recommendation is based on the ACOEM
Guidelines and the Guidelines for Utilization Review under Labor Code 4610, the July
2009 Medical Treatment Utilization Review Schedule (MTUS) and any other applicable
evidence-based medical literature.

Please note: Current workers' compensation law mandates that utilization revie.w
decisions be made on the basis of evidence-based treatment guidelines. The ACOEM
Guidelines are considered presumptively correct.

IF YOU DISAGREE WITH THIS MEDICAL DECISION, PLEASE SUBMIT A FORMAL
WRITTEN REQUEST FOR MEDICAL APPEAL WITHIN 10 WORKING DAYS FROM
RECEIPT OF THIS NOTIFICATION. YOU MUST MAIL AND FAX YOUR REQUEST
TO:

WeliComp Managed Care Services
Attention: Utilization Review Department

P.O. Box 59914
Riverside, CA 92517
Phone: 951-231-6800
Fax: 951-683-3539

A peer review decision will be mailed within 25 working days from the receipt of your
medical appeal request.

Declaration: These evaluations were performed at SpecialtyHealth MCO, Inc. The
review of medical records and/or reading of x-ray studies and/or medical evaluation
were performed entirely by myself or another panel physician at my direction. The
composing of these reports was performed by my staff and myself. All reports that have
been prepared with the assistance of my staff are reviewed and signed entirely by me.

The above determination is based upon the reasonable medical necessity of treatment
requested. Such determination may not be construed to waive or relinquish any legal
basis for denial of liability of other issues that mayor may not arise on the underlying
claim.

4
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Case Name:
Employer:
Claim No:
Date Of Injury:
Requesting Physician:
March 24, 2011

10/3/2009
William B. Workman, M.D.

I declare under penalty of perjury that the information and opinions contained in this
report and its attachments are true and correct to the best of my knowledge and belief,
except as to information I have indicated that I have received from others. As to the
information, I declare under penalty of perjury that the information accurately describes
the information provided to me, except as noted herein, I believe to be true. This report
is in compliance with the guidelines established by the Administrative Director pursuant
to Labor Code Section 4610.

I have not violated Labor Code Section 139.3 and the content ofthe report is true and
correct to the best of my knowledge. This statement is made under penalty of perjury,

Signed in: Reno, Nevada

Scott Hall, M.D.
Physician Reviewer
Board Certified - Family Medicine
CAO - Sports Medicine
SpecialtyHealth MCO, Inc.
CA license: A 102587

• .IIBI'~ IP:l0000ybOtgO---E. James Greenwald, M.D.
Medical Director
Board Certified - Orthopedic Surgery
SpecialtyHealth MCO, Inc.
CA license: G19747

Cc: WeliComp Managed Care Services
Utilization Review Department
File

5
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FrQm: 816 7830335 Page: 1/1 Date: 3126120118:13:38 AM1·.,.•..- ... , .....
1/2.;' wv~'1C:.c

WELLCOMP"
N•••••• c.... •......

March 28, 2011

WIlliam Workman, MD
30~ Lennon Lane #1100
Walnut Creek, CA 94598

DOl: I ().()3.09

Dear Dr. Workman:

This leiter Is senl on behalf of ChristIne Course, Senior Claims AdJustor with Yorn
Insurance Services. Inc In regards to The City of Vallejo does
have modified duty avaDable. Modllltd dutY consldl of dltlk wOlk and
gnIDdnq phgne"

Pleose answer the following quesllons and fax back to Nancy lmmer. LVN at 886-
620-6919.

IsMr. able to worn modlfled duty at this time~

If yes. whot ore his speclflc restrlctlons?

If no, why not and when Ishe antlclpaled to return to modified worni

Thank you for your p. response,

Sincerely,

~m~VN
'~~~~NCM
Phone: 916-872·2540
F<lx: 88s.62O-6919

cc: Christine Course. CE (925) 349·3865 Fox {9251 609-9264

York Insurance Services
1390 Willow Pass Road, Suite 400

ConCOJd,CA. 94'20

ThiS fax was rocleved by Sbyker's OrthoPad software. www.stryker,com
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3/28/2011

William Workman, MD
101 Ygnacio Valley Rd., #400
Walnut Creek, CA 94596

Dflnjury: 10/0312009
Authorization No: 2009095282-001

Dear Dr. Workman:

We have carefully reviewed your detailed treatment recommendation dated 03/2212011 regarding the
above-captioned employee. After careful consideration in compliance with Labor Code Section 4610, we are
recommending, as an alternative, the treatment plan detailed in the attached report from Dr. Greenwald.

This proposed modified treatment plan, as follows:
Post-operative physical therapy, two times per week for five weeks for the right knee is APPROVED with
MODIFICATION. Four (4) additional post-operative physical therapy sessions are APPROVED. This certification
expires on 05/30120II.

Should you disagree with the proposed modifications to your treatment plan, please contact me immediately so that
] may coordinate a teleconference between you and Dr. Greenwald in order to reach an agreement on an appropriate
treatment plan for the above-captioned employee.

If Ido not hear from you, I will assume that you are in agreement with the proposed modified treatment plan and
will initiate the treatment accordingly.

You are also provided the option to discuss this determination with the Medical Director, Dr. Greenwald and or
specialty reviewer who can be reached between the hours ofM-F 8:00am to 5:30pm PST at (888) 442-2230 or an
agreed upon scheduled time to discuss the decision with the requesting physician.

If you are the requesting or treating physician and disagree with the utilization review decision and wish to appeal
it, we offer a voluntary appeal process wherein you are afforded the right to an appeal and to provide further
documentation or explanation to support your opinion. To start this process, you must send written notice of your
request for medical appeal within 10 working days from receipt of this notification. Your request must include
further documentation supporting your appeal and should be supported by nationally recognized evidence based
medical information. You must mail or fax your request to: WellComp at (800) 618-1439. A peer review decision
will be mailed within 25 working days from the receipt of your medical appeal request.

By copy of this letter to the above referenced employee we are advising the employee of hislher right to dispute this
medical decision a. defined in L.C. Section 4062, A "Injured Worker Notice of Right to Dispute MD Delay, Denial,
or Modification" as well as instructions are included as an attachment.

FAXi:.=[
APR 1 2011

By· _

P.O. Box 619058 Roseville, CA 95661 • Phone (916) 783-0 I00 • Fax (800) 618-1439
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Page 2

2009095282

If you have any questions or concerns, please do not hesitate to contact our Client Service Center at (800)
932·5535.
Sincerely,

!!~~
Medical Coordinator
WellComp's Utilization Review Department

Altachment(s) U161njured Worker Notice of Right to Dispute MD Delay, Denial or Modification

ItrU07/ks

cc: City of Vallejo
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From: 916 7830335 Page 212 Date 5/2/2011 11'45.03 AM

NOTICEOFAUTHORnATION Date: 51212011 TOTAL PAGES (inc cover): 2

FAXED TO: 925-944-0960 ATTN: William Workman, MD
FAXBDTO: ATTN:

William Workman, MD
101 Ysnacio Valley Rd.• fl40D
Walnut Creek, CA 94596

RE:

Requoatlng Phyaician: William Workman. MD
Requesting Provlder (if applicable):
Received Date: 0412812011
Authorl~tion Dale: 0412912011

Type of Review: UExpeditediRush UCOncurrent URetrospective [Xl Prospective

Dear Provider:

This letter will ccnfirm that the treatment recommendation outlined by you is authorized. Below please find the
specific oulline oflbal authori~tion to include description 10 include frequency, duration and quantity if applicable:

Authorization is provided for TR.Xband for home exercise, as per your request.

Please be advised this certification expires on 071301'2011. Should it be anticipaled that you will be unable to
initiate said treatment by .aid expiration date or should the procedure or treatment detailed above not accurately
reflect what has been recommended, please contact our Client Service Center immediately at (800) 932-5535. If
the treatment is initiated after ,aid date, your billinS for service. may be ,ubje.t to retrospective utilization review.

S~relY, Vn.. ...
LaIlJ.~,~=inalor

ItrU03fks

ee: City of Vallejo

P.O. Box 619079 Roseville, CA 95661 • Phone (916) 783·0100 • Fax (800) 618-'439
This fax was recieved by Stryker's OrthoPad software www.stryker.com 000136
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SpecialtyHealth MCO, Inc.
UTILIZATION REVIEW AND CASE MANAGEMENT
330 East Liberty Street, Suite 200
Reno, Nevada 89501
74005-53

May 3,2011

Case Name:

Employer:
Claim Number:
Date of Injury: 10/3/2009

Requesting Physician: William Workman, M.D.

Diagnoses: Status post right knee arthroscopy, partial lateral menisectomy 02/18/2011

Request's); Postoperative physical therapy. three times per week for four weeks

Date of Birth: 613/1964, 46 year old male
Height (inches) 1Weight (pounds): Unknown 1Unknown, BMI: Unknown
Current Medications: Unknown

Decisions and Comments:

Request's): Postoperative physical therapy. three times per week for four weeks
is DENIED. Further physical therapy does not appear to be medically indicated at
this time for this patient. If situations chanae and further medical justification is
provided. I would be alad to address further physical therapy. Otherwise. any
requests. either retrospectively or prospectively. would be denied at this point.

Comments: The utilization review determination above is performed on behalf of
WeliComp Managed Care Services, and falls in line with the utilization review plan filed
by WeliComp's as the Utilization Review Organization (URO). We are in receipt of the
medical reporting received to support the review of this treatment request.

Due to the need to perform utilization review functions on claims that may not yet be
accepted, either due to 90-day investigation period, dispute of body part, or denied
liability of claim pending trial and determination by the WCAB; this notice is not deemed
authorization of treatment, rather a determination (certification or non certification)
based upon the application of nationally recognized guidelines as applied to industrial
treatment.

The medical reporting does not support this request.

The most recent medical record dated 04/2812011 from William B. Workman, M.D. has
been reviewed along with other submitted documents.
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Case Name:
Employer:
Claim No:
Date Of Injury:
Requesting Physician:
May 3,2011

10/312009
William Workman, M.D.

Affiliated review records reveal that a short course of additional physical therapy was
approved on 3/24/2011 to address any remaining functional deficits and to ensure
proper transition to a home exercise program. The patient has completed those visits,
for a total of sixteen, and the provider is requesting additional care at this time.

Evidence based guidelines support a general course of up to twelve physical therapy
visits over twelve weeks for rehabilitation after surgery similar to the one performed on
the patient. The goal of physical therapy is not only the acute management of a
condition but also the transition to a home exercise program so that patients can
continue rehabilitation on his/her own.

The current reporting indicates that the patient's knee range of motion is 0 to 120
degrees. The physical therapy progress note, dated 4/18/2011, indicates that the patient
;s noted to be pain free with most exercise and is compliant with a home exercise
program. The plan was to discharge the patient to a home exercise program to continue
rehabilitation on his own. The patient's only functional limitation is slightly decreased
knee motion and the patient is noted to be compliant with a home exercise program. As
there are no extenuating factors that would support additional care beyond guideline
recommendations, additional physical therapy is not supported for this patient.

Based on the reporting provided, the evidence-based guidelines, and the preceding
discussion, the request for postoperative physical therapy, three times per week for
four weeks is DENIED.

CA Labor codes 9792.6-9792.9; 9792.20-9792.26 states:

9792.24. 3. Postsurgical Treatment Guidelines

(1) General course of therapy means the number of visits andlor time interval which
shall be indicated for postsurgical treatment for the specific surgery in the postsurgical
physical medicine treatment recommendations set forth in subdivision (d)(1) of this
section.

(2) Initial course of therapy means one half of the number of visits specified in the
general course of therapy for the specific surgery in the postsurgical physical medicine
treatment recommendations set forth in subdivision (d)(1) of this section.
(3) If postsurgical physical medicine is medically necessary, an initial course of therapy
may be prescribed. With documentation offunctional improvement, a SUbsequent
course of therapy shall be prescribed within the parameters of the general course of
therapy applicable to the specific surgery. If it is determined that additional functional

2
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CaseName:
Employer:
Claim No:
Date Of Injury: 10/3/2009
Requesting Physician: William Workman, M.D.
May 3,2011

improvement can be accomplished after completion of the general course of therapy,
physical medicine treatment may be continued up to the end of the postsurgical physical
medicine period.

CA Labor codes 9792.6-9792.9; 9792.20-9792.26 states:

Controversy exists about the effectiveness of therapy after arthroscopic partial
meniscectomy. (Goodwin, 2003) Functional exercises after hospital discharge for total
knee arthroplasty result in a small to moderate short-term, but not long-term, benefit. In
the short term therapy interventions with exercises based on functional activities may be
more effective after total knee arthroplasty than traditional exercise programs, which
concentrate on isometric muscle exercises and exercises to increase range of motion in
the joint. (Minns Lowe, 2007) Accelerated perioperative care and rehabilitation
intervention after hip and knee arthroplasty (including intense therapy and exercise)
reduced mean hospital length of stay (LOS) from 8.8 days before implementation to 4.3
days after implementation. (Larsen, 2008)

Dislocation of knee; Tear of medial/lateral cartilage/meniscus of knee; Dislocation of
patella (rCD9 836; 836.0; 836.1; 836.2; 836.3; 836.5):

Postsurgical treatment: (Meniscectomy): 12 visits over 12 weeks
'Postsurgical physical medicine treatment period: 6 months.

Old bucket handle tear; Derangement of meniscus; Loose body in knee;
Chondromalacia of patella; Tibialis tendonitis (ICD9 717.0; 717.5; 717.6; 717.7; 726.72):

Postsurgical treatment: 12 visits over 12 weeks
·Postsurgical physical medicine treatment period: 4 months

CA Labor codes 9792.6-9792.9; 9792.20-9792.26 defines functional improvement in
9792.20 (F):

Functional improvement means either a clinically significant improvement in activities of
daily living or a reduction in work restrictions as measured during the history and
physical exam, performed and documented as part of the evaluation and management
visit billed under the Official Medical Fee Schedule (OMFS) pursuant to sections
9789.10-9789.111; and a reduction in the dependency on continued medical treatment.

A request for copies of the referenced evidence-based medical literature noted and/or
the clinical rationale for this decision may be obtained by written request to

3
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CaseName:
Employer:
Claim No:
Date Of Injury: 10/312009
Requesting Physician: William Workman, M.D.
May 3, 2011

SpecialtyHealth MCO.

Discussion regarding this review can be made to a physician reviewer Monday through
Friday between the hours of 8:00 a.m. and 5:30 p.m. PST at 888-442-2230.

, have reviewed the provided documents, including medical reports, x-rays, and
diagnostic studies, if available. The recommendation is based on the ACOEM
Guidelines and the Guidelines for Utilization Review under Labor Code 4610, the July
2009 Medical Treatment Utilization Review Schedule (MTUS) and any other applicable
evidence-based medical literature.

Please note: Current workers' compensation law mandates that utilization review
decisions be made on the basis of evidence-based treatment guidelines. The ACOEM
Guidelines are considered presumptively correct.

IF YOU DISAGREE WITH THIS MEDICAL DECISION. PLEASE SUBMIT A FORMAL
WRITTEN REQUEST FOR MEDICAL APPEAL WITHIN 10 WORKING DAYS FROM
RECEIPT OF THIS NOTIFICATION. YOU MUST MAIL AND FAX YOUR REQUEST
TO:

WellComp Managed Care Services
Attention: Utilization Review Department

P.O. Box 59914
Riverside, CA 92517
Phone: 951-231-6800
Fax: 951-683-3539

A peer review decision will be mailed within 25 working days from the receipt of your
medical appeal request.

Declaration: These evaluations were performed at SpecialtyHealth MCa, Inc. The
review of medical records and/or reading of x-ray studies and/or medical evaluation
were performed entirely by myself or another panel physician at my direction. The
composing of these reports was performed by my staff and myself. All reports that have
been prepared with the assistance of my staff are reviewed and signed entirely by me.

The above determination is based upon the reasonable medical necessity of treatment
requested. Such determination may not be construed to waive or relinquish any legal
basis for denial of liability of other issues that mayor may not arise on the underlying
claim.

4
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Case Name:
Employer:
Claim No:
Date Of Injury: 10/3/2009
Requesting Physician: William Workman, M.D.
May 3,2011

I declare under penalty of perjury that the information and opinions contained in this
report and its attachments are true and correct to the best of my knowledge and belief,
except as to information I have indicated that I have received from others. As to the
information, I declare under penalty of perjury that the information accurately describes
the information provided to me, except as noted herein, I believe to be true. This report
is in compliance with the guidelines established by the Administrative Director pursuant
to labor Code $.action 4610.

I have not violated Labor Code Section 139.3 and the content of the report is true and
correct to the best of my knOWledge. This statement is made under penalty of perjury.

Signed in: Reno, Nevada

Scott Hall, M.D.
Physician Reviewer
Board Certified - Family Medicine
CAQ - Sports Medicine
SpecialtyHealth MCO, Inc.
CA License: A 102587

IE 7fl.f1fU ~

iilr,ll'lUFNM8-. ID:I0000yb7bpl-_.-
E. James Greenwald, M.D.
Medical Director
Board Certified - Orthopedic Surgery
SpecialtyHealth MCO, Inc.
CA License: G19747

Cc: WeliComp Managed Care Services
Utilization Review Department
File

5
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5/412011

William Workman, MD
101 Ygnacio Valley Rd., #400
Walnut Creek, CA 94596

Re:

DlInjury: 10/03/2009

Dear Dr. Workman:

This letter is to inform you that the treatment recommendation of postoperative physical therapy. three tunes per
week for four weeks made by you regarding the above captioned employee is being denied. The attached report
from Dr. Greenwald details the specific treatment that is being denied, as well as the specific reasons, the
guidelines and criteria used and, if appropriate, the clinical reason for the denial.

If you proceed with said treatment recommendations, or if they have already been rendered, your request for
reimbursement will be denied.

You are also provided the option to discuss this determination with the Medical Director, Dr. Greenwald and/or
specialty reviewer who can be reached between the hours ofM-F 8:00am to 5:30pm PST at (888) 442-2230 or an
agreed upon scheduled time to discuss the decision with the requesting physician,

If you are the requesting/treating physician. and disagree with the utilization review decision and wish to appeal it,
we offer a voluntary appeal process wherein you are afforded the right to an appeal and the opportunity to provide
further documentation or explanation to support your opinion. To start this process, you must send written notice of
your request for medical appeal within 10 working days from receipt of this notification. Your request must include
further documentation supporting your appeal and should be supported by nationally recognized evidence based
medical information. You must mail and fax your request to: WellComp (800) 618-1439. A peer review decision
win be mailed within 25 working days from the receipt of your medical appeal request

By copy of thrs letter to the above referenced employee we are advising the employee of his/her right to dispute this
medical decision as defined in L.C. Section 4062, the "Injured Worker Notice of Right to Dispute MD Delay, Denial,
or Modification" as well as instructions are included as an attachment.

If you have any questions or concerns, please do not hesitate to contact our Client Service Center at (800)
932-5535.

P.O. Box 619079 Roseville, CA 95661 • Phone (916) 783-0100 • Fax (800) 618-1439
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Page 2

CYCD-S24954

Sincerely,

L!~f~
Medical Coordinator
WellComp's Utilization Review Department

Attachment(s) UI6 Injured Worker Notice of Right to Dispute MD Delay. Denial or Modification

ItrU09lks

cc: City ofYaUejo
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August 9, 2011

William Workman, MD
1 Shrader Street, #650
San Francisco, CA 94117

Dear Dr. Workman,

We trust and understand when you refer a patient for physical therapy services you
expect your patients to be given the best treatment possible and the highest level of care.
Our Mission Statement at Sports + Orthopedic Leaders Physical Therapy, Inc. promises
to treat each and every patient with the utmost care and we take pride in achieving
objective results. We have enclosed an example of these results written by your
patients, have been diligently working with Aa
Jauregui, DPT and Chris Contois, MPT ART. We are very grateful for this referral.

Thank you again, and please know that we are personally available to assist you with any
of your patients' questions and/or requests.

Respectfully,

Tammara Moore, DPT, OCS, Owner (510) 823-7154, cell

~4 __~~

Nina Patterson, MPT, OCS, Owner (510) 435-6839, cell

~\Uv:'" 'S{)J¥-'
Stephanie Sousa, Patient Care Coordinator (510) 735-7990, cell

Enclosure

Hands-on Physical Therapy + Performance Care

5297·A College Avenue Oakland, California 94618 P 5105471630 F 510.923.1944

1510 Seabright Avenue Santa Cruz, Califorma 95062 P 831 425.3588 F 831.425.3538

800 South Broadway, Suite 309 Walnut Craak, California 94596 P 925.977.9300 F 925.952.9568

www.solpt.com
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From. unknown Page 1/1 Date 513120125.4517 PM

WELLCOMp·
",~, •• ,~ •• 1"",1111

NOTICE OF AUTHORIZATION

Date: May 3, 2011 TOTAL PAGES (Inc cover) 1

FAXED TO: 925·944-0960
ATTN: Dr. Workman

FAXED TO:
ATIN:

William B. Workman, MD
101 Ygnacio Valley Road #400
Walnut Creek, CA. 94596

RE:

DlInjury: 101312009

Requesting pbysician: Dr. Workman
Requl$ting provider (if applicable):
Received date: 04/3012012
Authorization Date: 05/0112012
Authorization No: CVCD·524954·003

Type of Review:

o ExpeditedlRush o Concurrent o Retrospective x Prospective

Dear Dr. Workman:

This letter will confirm that the treatment recommendation outlined by you is authorized. Below please find the specific
outline of that authorization to include description to include frequency, duration and quantity if applicable:

Authorization is provided for aquatic therapy ten sessions, as per your request.

Please be advised this certification expires on 06/30/2012. Should It be anticipated that you will be unable to initiate said
treatment by said expiration date or should the procedure or treatment detailed above not accurately reflect what has been
recommended, please contact our client services center immediately at 1-800·932-5535. If the treatment is initiated after
said date, your billing for services may be SUbject to retrospective utilization review.

Sincerely,

Gina Mendoza
Medical Coordinator

cc:

City of Vallejo
555 Santa Clara Street,
Vallejo, CA 94590

P.O. Box 59914, Riverside, CA 92517 Phone: (951) 892-7200 Fax: (951) 683.3S39

This fax was recieved by Stryker's OrthoPad software. www.stryker.com
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From ~16 7?3 )~67 __ Poage'1/1 __ D,!~-_7113/201212 0816 PM

WELLCOMP'IIII.I,,~_-
NOTICE OF AUTHORIZiATION
••••••••••••••••••••••••• 11'8111""""1::"';>\:·!f!ml~l'P'"".·"~

Date: July 13, 2012 TOTAL PAGES: 1

FAXED TO: 925-944.0960
ATTN: Dr. Workman

FAXED TO: 901·653·2695
ATTN: StoneRiver Pharmacy

William B. Workman, MD
101 Ygnacio Valley Road #400
Walnut Creek, CA. 94596

RE:

DlInjury: 10/3/2009

Requesting physician: Dr. Workman
Requesting provider (if .ppli~.ble)1
Received date: 07/12/12
Authorization Date: 07/12112
Authorization No: -004

Type of Review:

o ExpeditedlRush o Concurrent o Retrospective 181 Pros pective

Dear Dr. Workman;

This letter will confirm that the treatment recommendation outlined by you is authorized. Below please find the specifio
outline of that authorization to include description to include frequency. duration and quantity if applicable:

Authorization is provided for Diclofenac 75mg #30 with no refills, as per your request.

Please be advised this certification expires on 08/13/12. Should it be anticipated that you will be unable to initiate said
treatment by said expiration date or should the procedure or treatment detailed above not accurately reflect what has been
recommended, please contact our client services center immediately at 1·800·932·5535, If the treatment is initialed after
said date, your billing for services may be subject to retrospective utilization review.

Sincerely,

Gina Mendoza
Medical Coordinator

cc:

Vallejo, CA 94591

City of Vallejo
555 Santa Clara Stroot,
Vallejo, CA 94590

StoneRiver Pharmacy Solutions via facsimile

P.O. Box 619079, Roseville, CA 95661 Phone: (800) 922-5020 Faxl (800) 618·1439

This fax was recieved by Stryker's OrthoPad software. www.stryker corn
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•• INBOUND NOTIFICATION : FAX REef D

TIME RECEIVED REMOTE CSID DURATION PAGES STATUS
4 PM EDT occ mod 138 4 Recei ved

2014-03-25 13: 18 ace med 7076512955 » P 1/4
I'lltl•••" P MR:il1977909 WCABfI: PAC:VAL CoIltlCl:(707) 6Sl-I370 o.ll'icI DOl (ira •• ibble):

State of ClIllforn'-,DlvIslon of Workeo'$' Compensation
REQUEST FOR AUTHORIZATION

DWCFormRFA
AlIIcl/l lhe Doctor's F1rct Report of OceupallOlllllnJwy or IUness, Form DLSR 5021, a Treating PllysJclan's
Prog ••• FtepOl1,DWe Form PR~ or equlvafeJ1tnlrl'lltIVt report sUbstantiating the rlllluested tNatlllenL
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Chedo; box If request Is a written confirmation 01a prior oral request. OUpdated Rllque81

Name (Lest, F1ISl,Middle):
Dataofl 101M'!) : 02-15-2014
ClaIm Number. -

Date of Birth MMID
Iimployer. ClTYOFVA1LliJO

6:51·1370

Cartael Name:
City: Vallejo State, CA

--Fax Number. (7C17)6SI·:ms
NPI Number, 1205031481

Ullllarlh IP8CIIIOreq_1ed IIIlIdlcoJC&rVI_, good8, or llernlln the below.paolI or IncIlaate the lIpGdflo pege nUmber(s)
01the llll8Ol1edmecllOll repon on which !he requectlld trelllll'olnt can be found. Up to five (5) procedurel 1118¥be entered;
I1Iladdllional requesll Ol\a aeperlle 8heet If the spa below I, IllIIUfflcIenl.

Olagnoal& -' IOo-Cods I SttviceIGood Flequellte~ CPTIHCPCS COde Other Infonnallon:
(Required) (Requl~ (Flequlrud) (IfIo1oMIl (Frequency,Durdon. Quantity, etc)

SPRAIN OR MRl 1 Roqa ••• MRI L hlp

---Note: Above data mlIYbe trvnoeled due to IrISUfflcient ep_
see contlnuadon PIg •••

Requellllng PhySlolan Signature: Elewonlcally Signed
TANO. Z1LIJE

Date: 0)~·2014

ApproY8d o"n*:l or MOdltled(see separate d~lon ••"'" Delay(Seesepere1e nollfloallonof del...,)
Requested treatment hu been prevfollSlY dOnled UUabRItyfor treatment Is d!spuled (See separate leller)

AulhDrizatlon Number Ilf B8s!Rnedl: •- . S ~UN:
_.- E-rn Ad ress:

Commente:

owe Form RFA (Effeotlve 212014)
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YORK.
April 22, 2014

William Workman, M.D.
Walnut Creek Orthopedics & Sports Medicine
101 Ygnacio Valley Rd., Suite 400
Walnut Creek, 94596

RE:

WCAB/ADJ#:

Dear Dr. Workman,

You have been designated as the Primary Treating Physician for In this regard
you come under the provisions of 8 CCR §9785, "Reporting Dnties of the Primary Treating
Physician". This regulation is attached and we ask you to review the time frames and reporting
requirements therein when submitting your reports concerning the employee's medical condition.

The employee's claim for injury has been accepted for the Left Hip. You are authorized to
provide reasonable and necessary medical treatment for the accepted medical conditions to cure
and relieve from the effects of the employee's injury in accordance with the Medical Treatment
Utilization Schedule (§5307.27), utilization review guidelines pursuant to §4610 and other
nationally recognized scientific evidence-based guidelines.

Please have YOUI' office staff contact Mr, at (707) 333-9258.

I look forward to receiving your report with a treatment plan. If you have any questions or need
additional information please contact me at (209) 320-0809.

Sincerely,

Schaunna. Mc'Eacfiron

Schaunna McEachron
Claims Examiner

cc: City of Vallejo
Attn: Maria Olvera
555 Santa Clara Street
Vallejo, CA 94590

:P.O. BOl<619079, Roseville, CALIFORNIA, 95661-9079, USA Phoue: (209) 956.2119 Fu: (866) 548-
2637
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RE:
CVCH-~4M9j
Page 2

26 Brighton Drive
Vallejo, CA 94591

Enclosure: Reporting Duties of the Primary Treating Physician - 8 CCR 9785

P.O. 601619079, Roseville, CAUFORNlA, 95661-9079, USA Phone; (209) 956-2119 Fax: (866) 548-
2637
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RE:
CVCH-546693
Page 3

Reporting Duties of the Primary TreatinJ~Physician - 8 CCR §9785

(a) For the purposes of this section, the following definitions apply:

(1) The "primary treating physician" is the physician who is primarily responsible for
managing the care of an employee, and who has examined the employee at least once for
the purpose of rendering or prescribing treatment and has monitored the effect of the
treatment thereafter. The primary treating physician is the physician selected by the
employer, the employee pursuant to Article 2 (commencing with Section §4600) of
Chapter 2 of Part 2 of Division 4 of the Labor Code, or under the contract or procedures
applicable to a Health Care Organization, certified under Section §4600.5 of the Labor
Code, or in accordance with the physician selection procedures contained in the medical
provider network pursuant to Labor Code Section §4616.

(2) A "secondary physician" is any physician other than the primary treating
physician who examines or provides treatment to the employee, but is not primarily
responsible for continuing management of the care of the employee.

(3) "Claims Administrator" is a self-administered insurer providing security for the
payment of compensation required by Division 4 and 5 of the Labor Code, a self-insured
employer, Ora third-party administrator for a self-insured employer, insurerer, legally
uninsured employer or joint powers authority.

(4) "Medical determination" means, for the purpose of this section, a decision made
by the primary treating physician regarding any and all medical issues necessary to
determine the employee's eligibility for compensation. Such issues include but are not
limited to the scope and extent of an employee's continuing medical treatment, the
decision whether to release the employee from care, the point in time the employee has
reached permanent and stationary status, and the necessity for future medical treatment.

(5) "Released from care" means a determination by the primary treating physician
that the employee's condition has reached a permanent and stationary status with no need
for continuing or future medical treatment.

(6) "Continuing medical treatment" is occurring or presently planned treatment that is
reasonably required to cure or relieve the employee from the effects of the injury.

(7) "Future medical treatment" is treatment which is anticipated at some time in the
future and is reasonably required to cure or relieve the employee from the effects of the
injury.

P.O. Bell: 619079, RoseviUe, CALIFORNIA, 95661-9079, USA Phooe: (209) 956-2119 Fa.:: (866) 548-
2637
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RE:
CVCH.S46693
Page 4

(8) "Permanent and stationary status" is the point when the employee has reached
maximal medical improvement. meaning his or her condition is well stabilized and
unlikely to change substantially in the next year with or without medical treatment.

(b)(1) An employee shall have no more than one primary treating physician at a time.

(2) An employee may designate a new primary treating physician of his or her choice
pursuant to Labor Code §4600 or §4600.3 provided the primary treating physician has
determined that there is a need for:

(A) continuing medical treatment; or

(B) future medical treatment. The employee may designate a new primary treating
physician to render future medical treatment either prior to or at the time such treatment
becomes necessary.

(3) If the employee disputes a medical determination made by the primary treating
physician, including a determination that the employee should be released from care, or if
the employee objects to a decision made pursuantto Labor Code Section §4610 to
modify. delay, or deny a treatment recommendation. the dispute shall be resolved under
the applicable procedures set forth in Labor Code Sections §460 I and §4602. No other
primary treating physician shall be designated by the employee unless and until the
dispute is resolved.

(4) If the claims administrator disputes a medical determination made by the
primary treating physician, the dispute shall be resolved under the applicable procedures
set forth at Labor Code Sections §4610, §460 I and §4062.

(c) The primary treating physician, or a physician designated by the primary treating
physician, shall make reports to the claims administrator as required in this section. A
primary treating physician has fulfilled his or her reporting duties under this section by
sending one copy of a required report to the claims administrator. A claims administrator
may designate any person or entity to be the recipient of the required report.

(d) The primary treating physician shall render opinions on all medical issues
necessary to determine the employee's eligibility for compensation in the manner
prescribed in subdivisions €, (f) and (g) of this section. The primary treating physician
may transmit reports to the claims administrator by mail or FAX or by any other means
satisfactory to the claims administrator, including electronic transmission.

(e) (1) Within 5 working days following initial examination, a primary treating
physician shall submit a written report to the claims administrator on the form entitled
"Doctor's First Report of Occupational Injury or Illness" Form DLSR 5021. Emergency
and urgent care physicians shall also submit a form DLSR 5021 to the claims

P.O. Bos 619079, Roseville, CALlFORNlA, 95661-9079, USA Pholle: (209) 956-2119 Fax: (866) 548-
1637
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RE:
CVCH-546693
Page 5

administrator following the initial visit to the treatment facility. On line 24 of the
Doctor's first Report, or on the reverse side of the form, the physician shall (A) list
methods, frequency, and duration of treatmenns), (B) specify planned consultations or
referrals, surgery or hospitalization and (C) specify the type, frequency and duration of
planned physical medicine services ge_g_physical therapy, manipulation, acupuncture).

(2) Each new primary treating physician shall submit a Form DLSR 5021 following the
initial examination in accordance with subdivision (e)(l).

(3) Secondary physicians, physical therapists and other health care providers to whom the
employee is referred shall report to the primary treating physician in the manner required
by the primary treating physician.

(4) The primary treating physician shall be responsible for obtaining all of the reports of
secondary physicians and shall, unless good cause is shown, within 20 days of receipt of
each report, incorporate, or comment upon, the findings and opinions of the other
physicians in the primary treating physician's report and submit all of the reports to the
claims administrator.

(f) A primary treating physician shall, unless good cause is shown, within 20 days
report to the claims administrator when anyone or more of the following occurs:

(I) The employee'S condition undergoes a previously unexpected significant change;

(2) There is any significant change in the treatment plan report including, but not
limited to, (A) an extension of duration or frequency of treatment, (B) a new need for
hospitalization or surgery, (C) a new need for referral for consultation by another
physician, (D) a change in methods of treatment or in required physical medicine
services, or (E) a need for rental or purchase of durable medical equipment or orthotic
device;

(3) The employee's condition permits return to modified or regular work;

(4) The employee's condition requires him or her to leave work or requires changes
in work restrictions or modifications;

(5) The employee is released from care;

(6) The primary treating physician concludes that the employee'S permanent
disability precludes, or is likely to preclude, the employee from engaging in the
employee's usual occupation or the occupation in which the employee was engaged at the
time of the injury, as required pursuant to Labor Code §4636 (b) [REPEALED]

P.O. BOT619079, R0geville, CALIFORNIA, 95661-9079, USA Phoae: (209) 956-2119 Fu: (866) 548-
2637
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RE:
CVCH-546693
Page 6

(7) The claims administrator reasonably requests appropriate additional information
that is necessary to administer the claim. "Necessary" information is that which directly
affects the provision of compensation benefits as defined in Labor Code Section §3207];

(8) When continuing medical treatment is provided, a progress report shall be made
no later than forty-five days from the last report of any type under this section even uno
event described in paragraphs (l) to (7) has occurred. If an examination has occurred, the
report shall be signed and transmitted within 20 days of the examination. Except for a
response to a request for information made pursuant to subdivision (f) (7), the reports
required under this subdivision shall be submitted on the "PriIDllIYTreating Physician's
Progress Report" form (pR.2) contained in section §9785.2, or in the form of a narrative
report. If a narrative report is used, it must be entitled "Primary Treating Physician's
Progress Report" in bold- faced type, must indicate clearly the reason the report is being
submitted, and must contain the same information using the same subject headings in the
same order as Form PR-2. A response to a request for information made pursuant to
subdivision (f)(7) may be made in letter format. A narrative report and a letter format
response to a request for information must contain the same declaration under penalty of
perjury that is set forth in the Form PR-2: "I declare under penalty of perjury that this
report is true and correct to the best of my knowledge and that I have not violated Labor
Code §139.3:.

By mutual agreement between the physician and the claims administrator, the physician
may make reports in any manner and form.

(g) When the primary treating physician determines that the employee's condition is
permanent and stationary, the physician shall, unless good cause is shown, report within
20 days from the date of the examination any findings concerning the existence and
extent of permanent impairment and limitations and any need for continuing and/or future
medical care resulting from the injury. The information may be submitted on the
"Primary Treating Physician's Permanent and Stationary Report" form (DWC Form PR-3
or DWC Form PR-4) contained in section §9785.3 or section §9785.4 or in such other
manner which provides all the information required by Title 8, California Code of
Regulations, section §10606. For permanent disability evaluation performed pursuant to
the permanent disability evaluation schedule adopted on or after January 1, 2005, the
primary treating physician'S reports concerning the existence and extent of permanent
impairment shall describe the impairment in accordance with the AMA Guides to the
Evaluation of Permanent Impairment, 5th edition (DWC Form PR-4). Qualified Medical
Evaluators may not use DWe Form PR-3 or DWC Fom PR-4 to report medical-legal
evaluations.

(h) Any controversies concerning this section shall be resolved pursuant to Labor
Code Section §4603 or §4604, whichever is appropriate.

P,O. Box 619079, ROie\'ille, CALIFORNIA, 95"1-9079, USA Phone: (209) 956-2119 Fa.: (866) 548-
2637
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(i) Claims administrators shall reimburse primary treating physicians for their reports
submitted pursuant to this section as required by the Official Medical Fee Schedule

P.o. BoJ; 619079, RO$e"i11e,CALIFORNIA, 95661.9079, USA Phone: (209) 956-2119 Fax: (866) 548-
2637
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541-488-5408 NORMAN & PETERSON

FAX OURSYSTEM'"
Nortr!Brl Peterson and Associe1trS

526 Washington 5t, 5te 1· Ashland OR97520· phone 800.497.1368' fax 541.488.5408

, /2

To: Dr. William Workman From: Sharon Rivers

Fax: 9259440960 Pages:

9259440110 Date:

Vallejo Fire, CVCH-546693 CC:

2

Phone:
Re:

5/20/14

x Urgent o For Review o PleaseComment X P'easeReply o PleaseRecycle

• Comments:

DearDr. Workman:

As you may recall, my name is Sharon Rivers and I am an early-return-to-work consultant working with City
of Vallejo Human Resources Dept The City Is a participant In the OUR System®, a structured program
designed to accommodate Injured workers with physically appropriate work during their recovery process.
The OUR System® consists of temporary assignments called Bridge Assignments. We also send for
Increased Capacities requests under this program when the worker Is already worldng In a modified capacity.
There Is no Bridge Assignment attached with this action. We request your professional opinion regarding the
worker,

According to our records, the worker has an accepted claim for Injuries suff ••r••d on 2/15/14 and is
presently worldna In a mocllflt!!ld UP.citY. The emplover would like to add some more tasb with
your IRPrgyal. COuldth' work.r "OW 11ft,Arry push. Dull UP to 25 - 30 Ib, ? CQuld tb. worker
occasionallY b••nd kn•••• for sauat or kn••••1 tasks? Please consider this request. J have attached a
releaseform for your convenience to reply as soon as possible.

Mr. Is a valued employee and the employer Is willing to accommodate any medically necessary
restrictions to aid in the healing process. It has also been proven that workers heal faster when able to
participate In the workforce In a valid capacity. Please note that the worker can usually participate In Physical
Therapy while on a modified work assignment We would greatly appreciate your professional opinion on
the attached release at your earliest convenience.

Thank you for your lime and considerationof this request. Please fax back your r••sponse to Sharon Rivers at
541.488-5408. And should you have any questionsyou'd like to discusswith me please feel free to contact me
directly at 541-955-1657.

Sincerely,

SharonRIvers
Return-to-WorkCoordinator
NormanPeterson& Associates

Attached: ~ Requestfor releaseto Increasedcapacities

NOTICE:This fax message and all attachments transmittedwllh II may contain legally privileged and confldenUal
InformationIntendedsolely for the use of the addressee. If the reader of this message Is not the Intended recipient
you are hereby notlf",d that any reading, dlssernlnation,dlstribuUon.copying. or other use of this message or lts
attachments Is strictly prohibited. If you have received this message In error. please notify the sender Immediately
anddestroythis correspondence. Thank you.
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June 4, 2014

William B. Workman, M.D
101 Ygnacio Valley Rd .• Ste. 400
Walnut Creek, CA 94598

RE:

Authorization No: CVCH-546693-004

Dear Dr. William B. Workman, M.D:

This letter will confirm that the treatment recommendation(s) outlined by you/your office on
OS/27/2014 is authorized. Below please find the specific outliue of that authorization to include
description/duration and frequency.

Description and Duration .
Purchase of Hip Brace and Post-operative physical therapy (PT) for twenty four (24) visits.
Outpatient Left hip arthroscopy with Femoroplasty, Acctbuloplasty and Labral Repair, with
preoperative EKG and CBC and Preoperative Clearance by physician.

Please be advised this certification expires on 08/31/2014. Should it be anticipated that you will
be unable to initiate said treatment by said expiration date or should the procedure or treatment
detailed above not accurately reflect what has been recommended, please contact our Client
Service Center at (800) 932-5535. If the treatment is initiated after said date, your billing for
services may be subject to retrospective utilization review.

Sincerely,

Penny Moody/af
Medica: Coordinator
WellComp's Utilization Review Department

Enclosurct s)

cc:

V.rllejo, CA 94591

City of Vallejo
II ITN: VICKY SCOPESI

1'.0. Box 619079, Roseville, CA 95661 Phone: (800) 922-5020 Fax: (800) 618-1439
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Rf.:
CVCH-5-l6693
P~lgc2

If you have any questions or concerns, please do not hesitate 10 contact our Client Service Center
at (800) '132-5535.

Sincerely,

Penny Moody/at'
Mcdical Coordinator
WellCol11p's U.tilizalion Review Department

ec: Linda Joanne Brown Attorney At Law
999 fifth Ave., Suite 430,
Sail Ralael, CA 9490 I

P.O. 110' 619079, llose,'lIIe, CA 9SbbJ !'/tone; (81ll))922-5020 Fax: (800) 618-I-lJ9
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... " ," . Fro"! ]97644090.6. ~aQe:316. Date. 719/20102.27.25 PM

Main om«:
YaCllYille

Phone: (707)447·8462
Fa>:: (107)447·8463

"The Next Step"
Physical Repair

Vallejo
Phone: (707)644:7'013
Fa>:: (707)644-7014

BRJDGING THE GAP BE7WEEN PHYSICAL THERAPY
AND

FUNCTIONAL INDEPENDENCE

PRESCRIPTION FORM

Patient Name ~~ Date .~

Injury Rehab Programs Exercises Total Gym )(

Ankle/Foot-- ____ Strengtheniog

Other ug£H~/Ag bzve iu: ~"i1()If b1'L11i:s
Phase I:----------

Knee-- __ Stretching

__ ,Hip Aerobic--
Back---- __ Conditioning Pbase.IL.~ _

___ Neck __ A.qua Therapy Phase ill:---------~
Shoulder-- Lumbar Stabilization--

Independent Gym. (IEP)__Elbow--
WristlHand-- 'Authorization

----------------- f

=

Diagnosis _ Frequency ~-------~--
, ,

Duration -~---------

Remarks ".~ ..;-------------------

Thrs fax was recieved by Stryke~sOrthoPad software www.stryker com 000160
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Surgery Information William B. Workman, MD

Date: 02/26/2010 Patient: B Age: _45 _
DaB

Facility: !i2lPremier OJMMC-Concord 0 JMMC-WC OOther Facility _

!i2l0UT Patient DAM Admit 023 Hour Observation

o URGENT o Patient requests: _ o Patient will Call

Procedure: Left knee arthroscopy and partial lateral menisectomy

PL#:----------------------------- ---------

ANESTHETIC:

OOPEN

!i2lGeneral

IZIARTHROSCOPIC

oFemoral Block

Length of Procedure: _3/_4 hr.

Assistant: _n_o_n_e _ PCP Pre-Op: _ DatelTime: _

Diagnosis: _

ICD9:715.16· DJD knee 836.1 - La!. Meniscus tear

CPT: _ 29881

Special Equipment: _

Misc Equipment:

Post-Op Equipment:

o Mini C-ARM 0 C-ARM 0 NO SPIDER

Pain Pump: 02 Day Disp by: _

04 Day

o COLD THERAPY Disp by: _

o Cradie Arm Sling Disp by: _

DRaM Knee Brace Disp by: _

OCPM Dtsp by: _

Surgery DatelTime: _03_1_31_1_10 Pre-Op DatelTime: _03_1_2_9/_1_0 CONF. No.: _

Glf'Computer OEKG OSent patient paperwork. Post OP PT Faxed: 03/16/10 Faxed Surgery 03/16/10
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Post-Operative
Physical Therapy Prescription

WILLIAM B. WORKMAN, M.D.
BVV6360387 A-72343

Date: 02/26/2010
TO: Benicia Bay
FROM: TERE
Patient Name:

Date of Surgery: _0_3_/_3_1_/_1_0 _

Fax#: 707-747-9477

Procedure: LEFT KNEE ARTHROSCOPY PARTIAL LATERAL MENISECTOMY.

Please schedule therapy per the prescription below. Surgery is scheduled for the above date. We ask that
therapy commence the following office day. Attached is the patient demographic and insurance
information. Please contact the patient and. if necessary, the patient's insurance tn make the necessary
arrangements. Thank you for your excellent care of our patients.

Dx: LMT ICD-9: 836. 1
3 day(s)/week X 4 weekfs) (MD flu appt, 2 weeks/post-op)

~Evaluate and Treat DR[!JL DShoulder IjJKnee D----

• MODALITIES FOR PAIN & SWELLING-RC STRENGTHENING-SCAPULAR STABILITY
- QUADIHAMSTRING

STRENGTHIFLEXABILITY

D _
SIGNED: .fV:5N1/) ~CI.JV\-I>1AQ

VViliiam B. VVorkman, MD

301 Lennon Lane, Suite 100 - VValnut Creek, CA 94598
Phone: 925.944.0110 - Fax: 925.944.0960
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William B. Workman, MD
Orthopedic Sports Medicine Surgeon

DATE: 03/29/2010

TO WHOM IT MAY CONCERN:

RE:

The above patient is:

r: [J

c Released to return to light duty as of w.ith these restrictions:

Released to return to regular work as of _

• • • • • • • • • • • •

Unable to return to work for a period of 2months
From: 3/29/10 To: 5/31110

r: Due to knee surgery

• • • • • • • • • • • •

[J May take physical education as of

[J May NOT take physical education for due to:

"II jl70vnCUk L~
i B. Workman, MD

301 Lennon Lane, Suite 100
Walnut Creek, CA 94598
Phone (925) 944-0110 Fax (925) 944-0960
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Walnut Creek Orthopedics & Sports Medicine
William B. Workman, MD

301 Lennon Lane, Suite 100
Walnut Creek, California 94598

Phone: (925) 944·0110 Fax: (925) 944-0960

Physical Therapy Order Form

Date: 06/02/201 0

Patient Nam

Diagnosis(es):s/p knee arthroscopy, partial lateral mnsctmyl

o RIGHT • LEFT o BILATERAL

EVALUATION & TREATMENT

• AROM
• AAROM
• PROMo PRE
o WORK CONDITIONING

o WORK HARDENING
• QUAD STRENGTH
• HAMSTRING FLEXIBILITY
o RTC STRENGTH
o SCAP STAB STRENGTH

•
• MODALITIES TO REDUCE PAIN AND INFLAMMATION

SOFT TISSUE MOBILIZATION
• HOME EXERCISE PROGRAM

Special Instructions:

Frequency: 2 Times / Week Duration: 6 Weeks

Physician's Signatu~ ~
William B. Workman, MD - James T. Quintella, PA-C
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William B. Workman, M.D.
301 Lennon Lane, Suite 100
Walnut Creek, CA 94598

Phone: (925) 944-0110 Fax: (925) 944-0960

MRI REQUEST

Date: 10/21/2010

Patient Nam

o With Contrast
IZI Without Contrast

'lI Right
o Left

~ Knee o Elbow DC-Spine

o Shoulder o Wrist o L-Spine

o Hip

o Other-------------------

Diagnosis: ~ ~; I

History: JI?!o ~ ~~

o Ankle

o URGENT

o ROUTINE JJJJ1Ucn ~ )jIW)

7 . William B. WOrkman, M.D.

000165



Surgery Information William B. Workman, MD

Date: 01/07/2011 Patient: Age: 46 __
DaB

Facility: liZ!Premier OJMMC-Concoro' 0 JMMC-WC OOther Facility

1iZ!0UTPatient DAM Admit 023 Hour Observation

o URGENT o Patient requests: o Patient will Call

Procedure: RIGHT KNEE ARTHROSCOPY PARTIAL MEDIAL & LATERAL MENISECTOMY

PL#: _

ANESTHETIC:

OOPEN

liZ!General

IZIARTHROSCOPIC

OFemoral Block

Length of Procedure: _1 .hr.

Assistant: ~N~O~N=E~ _ PCP Pre-Op: _ DatelTime: _

Diagnosis: _

ICD9:836.1 • Lat. Meniscus tear 836.0 . Mad. Meniscus Tear

CPT: 29880

Special Equipment: _

Mise Equipment:

Post-Op Equipment:

o Mini C-ARM 0 C-ARM 0 NO SPIDER

Pain Pump: 02 Day Disp by: _

04 Day

o COLD THERAPY Disp by:

o Cradle Arm Sling Disp by:

DRaM Knee Brace Disp by:

OCPM Disp by: _

Surgery DatelTime: 02/18/11 __ Pre-Op DatelTime: 02/17/11 CONF. No.: _

[if'Computer OEKG OSent patient paperwork. Post OP PT Faxed: 01/28/11 Faxed Surgery 01/28/11
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Post-Operative
Physical Therapy Prescription

WALNUT CREEK
ORTHOlEDICS WILLIAM B. WORKMAN, M.D.
SPORTS MEDICINE BW6360387 A-72343

Date: 01/28/2011
TO: SOL
FROM: TERE
Patient Name:

Date of Surgery: _0_2_/_1_8_/_1_1 _

Fax #: 510-923-1944

Procedure: RIGHT KNEE ARTHROSCOPY PARTIAL MEDIAL & LATERAL MENISECTOMY

Please schedule therapy per the prescription below. Surgery is scheduled for the above date. We ask that
therapy commence the following office day. Attached is the patient demographic and insurance
information, Please contact the patient and, if necessary. the patient's insurance to make the necessary
arrangements. Thank you for your excellent care of our patients.

Dx: MED/LAT MENISCUS TEARS ICD-9: 836.0 & 836.1
__ day(s)/week X __ weekis) (MD flu appt. __ weeks/post-op)

~Evaluate and Treat [j]RDL DShoulder ~nee D----

• PROM • MODALITIES FOR PAIN & SWELLING
• AAROM RC STRENGTHENING
• ROM SCAPULAR STABILITY

PRE "i' QUADIHAMSTRING
~HEP STRENGTHIFLEXABILITY

~ 12 VISITS CERTIFIED - SEE ATTACHED.

SIGNED: --------------
William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960
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William B. Workman, MD
Orthopedic Sports Medicine Surgeon

DATE: 02/24/2011

TO WHOM IT MAY CONCERN:

RE: *FAXED TO 707-648-5289

The above patient Is:

r: a
o Released to return to light duty as of with these restrictions:

Released to return to regular work as of _

• • • • • • • • • • • •
Unable to return to work for a period of _

From: 02/18/11 (DAY OF SURGERY) To: 2/28/11(NEXT APPT. DATE)

r Due to _

• • • • • • • • • • • •

a May take physical education as of _

o May NOT take physical education for due to: _

",~)f) 1vw.CiA., /Ao.,
i 8. Workman. MD /

101 Ygnacio Valley Road, Suite 400
Walnut Creek, CA 94596
Phone (925) 944-0110 Fax (925) 944-0960
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Walnut Creek Orthopedics & Sports Medicine
William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596

Phone: (925) 944-0110 Fax: (925) 944-0960

Physical Therapy Order Form

Date: 04/28/2011

Patient Name:

Diagnosis(es):836.1 - La!. Meniscus tear

o RIGHT o LEFT .BILATERAL

-. EVALUATION & TREATMENT
o AROM
o AAROM
o PROM
o PRE
o WORK CONDITIONING

o WORK HARDENING
o QUAD STRENGTH
o HAMSTRING FLEXIBILITY
o RTC STRENGTH
o SCAP STAB STRENGTH

o MODALITIES TO REDUCE PAIN AND INFLAMMATION
o SOFT TISSUE MOBILIZATION
• HOME EXERCISE PROGRAM

Special Instructio~ / K X ~

I Frequency:

Physician's Signature:
Will" m B. Workman, MD

Weeks
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Walnut Creek Orthopedics & Sports Medicine
William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596

Phone: (925) 944-0110 Fax: (925) 944-0960

Physical Therapy Order Form

Date: 04/30/2012

Patient Name:

Diagnosis(es):836.1 - Lat. Meniscus tear

o RIGHT o LEFT o BILATERAL

EVALUATION & TREATMENT

• AROM
• AAROM
• PROM
• PREo WORK CONDITIONING

o WORK HARDENING
• QUAD STRENGTH
• HAMSTRING FLEXIBILITY
o RTC STRENGTH
o SCAP STAB STRENGTH

•
• MODALITIES TO REDUCE PAIN AND INFLAMMATION

SOFT TISSUE MOBILIZATION
• HOME EXERCISE PROGRAM

Special Instructions:
WATER THERAPY 10 VISITS

Frequency: 1-2 Times ( Week Duration: 8 Weeks

Physician's Signature: A!...",?)AJI/f ~c.uvL I UAO

William B. Workman, MD
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Walnut Creek Orthopedics & Sports Medicine
William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596

Phone: (925) 944-0110 Fax: (925) 944-0960

Physical Therapy Order Form

Date: 04/30/2012

Patient Name:

Diagnosis(es):836,1 - Lat. Meniscus tear

o RIGHT o LEFT .BILATERAL

--. EVALUATION & TREATMENT

• AROM
• AAROM
• PROM
• PRE
(J WORK CONDITIONING

(J WORK HARDENING
• QUAD STRENGTH
• HAMSTRING FLEXIBILITY
(J RTC STRENGTH
(J SCAP STAB STRENGTH

• MODALITIES TO REDUCE PAIN AND INFLAMMATION
• SOFT TISSUE MOBILIZATION
• HOME EXERCISE PROGRAM

SP'd"W~ ~71
/]

Frequency: ~ Times / Week Duration: Weeks
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Post-Operative
Physical Therapy Prescription

WALNUT CREEK
ORTHOlEDICS WILLIAM B. WORKMAN, M.D.
SPORTS MEDICINE BW6360387 A-72343

Date: 05/22/2014 Fax #: 707-552-9638
TO: GROVE, ANDERSEN, GHIRINGELLI PT
FROM: TERE
Patient Name:

Date of Surgery: _0_7_/_0_9_/1_4 _
Procedure: LEFT HIP ARTHROSCOPY WITH FEMOROPLASTY, ACETABULOPLASTY AND LABRAL REPAIR

Please schedule therapy per the prescription below. Surgery is scheduled for the above date. We ask that
therapy commence the following office day. Attached is the patient demographic and insurance
information. Please contact the patient and, if necessary, the patient's insurance to make the necessary
arrangements. Thank you for your excellent care of our patients.

day( s)/week X b weekrs)

ICD-9: --------

(MD flu appt. 1..- weeks/ ost-op)

Dx:

l_jEvaluate and Treat DR~L DShoulder []Knee [j]
_PROM

AAROM
AROM
PRE
HEP

_ MODALITIES FOR PAIN & SWELLING-RC STRENGTHENING-SCAPULAR STABILITY
QUADIHAMSTRING

STRENGTHIFLEXABILITY

0 ---
)V])AJtI) ~WV\-I MQ

William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960

SIGNED:
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By William B. Workman,

William B. Workman, MDSurgery Informat oAPPROVED

Date: 05/27/2014 Patient: Age: _49 _

DOB:

Facility: IiZIPremier OJMMC-Concord 0 JMMC-WC OOther Facility

1iZI0UTPatient DAM Admit 023 Hour Observation

o URGENT o Patient requests: _ o Patient will Call

Procedure: LEFT HIP ARTHROSCOPY WITH FEMOROPLASTY, ACETABULOPLASTY AND LABRAL REPAIR

___________________________ PL#:. _

ANESTHETIC:

OOPEN

IiZIGeneral

~ARTHROSCOPIC

OFemoral Block

Length of Procedure: _3 hr.

Assistant: _ PCP Pre-Op:------- DatefTime: _

Diagnosis: labral tear, hip pain

ICD9:843.9 719.45

CPT: 29914 29915 29916-------

Special Equipment: _

Misc Equipment:

Post-Op Equipment:

o Mini C-ARM 0 C-ARM 0 NO SPIDER

Pain Pump: 02 Day Disp by: _

04 Day

IiZICOLD THERAPY Disp by: NO-RENTAL ONLY

o Cradle Arm Sling Disp by: _

r1l fHTPI
WROM~

IiZICPM

Disp by: PREMIER

Disp by: Integrated Health

Surgery DatefTime:~07~/~09~/~14~ .Pre-OpDatefTime: ~07~/~01_'_'/~14~ C.ONF. No.: ---

[if Computer [ifEKG OSent patient paperwork. Post OP PT Faxed: 06/11114 Faxed Surgery 06/11/14
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Walnut Creek Orthopedics & Sports Medicine
William B. Workman, MD

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596

Phone: (925) 944-0110 Fax: (925) 944-0960

I Date:07/01/2014

Patient Name:

Pre-operative Order

• EKG

• BASIC METABOLIC PANEL

o Other.

I Diagnosis: 843.9

Physician's Signature:
William B. Workman, MD

Please fax results/copy of EKGand/or lab work to: (925) 944-0960
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541-488-5408 NORMAN & PETERSON 01'01:16p.m. 05-20-2014 2/2

PHYSICIAN RELEASE FORM

Date: 5/20/14 Claim#:

Physician: Dr. William Workman Phone: 9259440110 Fax: 9259440960

Patient Name: Employer: Vallejo Fire Dept.

___ Worker is released to lift, carry, push, pull to 25 - 30 Ibs. (please circle):

___ Worker is released to occasional knee bend tasks (25% of shift)
Return-to-Work Release Date:

Approved with modifications specified below:

Return-to-Work Release Date:._---,--_.__.----- ._---_.••..-.••_._--, -------_ ..•.••.••.••..•.

___ Disapproved for the following medical reasons:

APPRQVED. '
" ,', i •• " 'I_ ::,,<) :"

By William B.' Wbmma'
We have reo .. ' "" ., .,.. ' . .... ical capacities, of the temporary
Bridge Assignment and all related physician's modifications. We agree to respect the restrictions.

Date of Signature

return to full duty: _

t'f'''' Employer Representative

. -
OURSYSTEM"
NonnanPetersonandAssociates Employee

1.541.488.0162
PLEASE FAX TO: 541.488.5408 - Sharon

Date

Date

Rivers

Copyright Cl1 985-2013 • OUR SystelT'l@- Norman Peterson & Associates, Inc. All rights reserved.
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WALNUT CREEK ORTHOPEDICS AND SPORTS MEDICINE
n WIIII.m B. Workmon, M.D. Lie. # A72343 DEA # BW6360387

n J.m •• T. Qulnlell., P.A.·C. Lie. # PA14994 DEA # MQ0542426
301 Lennon tane, Suite 100 Walnut Creek. CA 94598

(925) 944·0110 Fax (925) 944·0960 t' ClTY ---.- ----. _.~ --- _.. _.. ,-----.
/1"

lJ \·24 C]2!).49 r:;50-7.' LJ75-tOO rJ TOI·l:;/) [

[J 00 Not Subsnwte RoM 0 . 1 . 2 . 3 . 4 . PAN

[l \·24 C 125-49 L .. 50-74 ['J l~ 100 l. WI bO I li:)!')-'
r]Do No! Substitute Refill o 1 2· '3 4. PI~N Urutv

Void ener _._

~) SpanISh SP01
090316208717 #000449 Signature , .~.
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,v"' ••.•..•u I ""eel\, un I nVt"cul\,;) ANU ~"'UH l::i MI:.UI\,;INt:
''1 William B. Workman, M.D. Lie. # A72343 DEA # BW6360387

i"J Jama. T. Qulntell., P.A.-e. Lie # PA14994 DEA # MQ0542426
301 Lennon Lane. SuUe 100 Welnut Creek. CA 94598

(925) 944-0110 Fax (925) 944·0960 ;;" -. -
."

I/l
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WALNUT CREEK
O Cl or L'I o I;) II ::: I 'J" I 1"'" (:,r\ ! u \" & "" t, <.", ""

SPORTS MEDICINE

William B. Workman, M.D.
BVV6360387 A-72343

NAME: DATE: 02/28/2011

IX d~ 2-£)7
-d- 3D

/ tu 7/!JX Id

SIGNED:

May Refill J2:( Times
/

101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960
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WALNUT CREEKo 1') 1"'" I o f'" I"" i"" I .,. 1""" II"" ,," '"' I, II v,
I, I,' i "& '"" ", ,,,'"",I

SPORTS MEDICINE

William B. Workman, M.D.
BVV6360387 A-72343

NAM DATE:05/16/2011

IX TRXBAND

DX: 836,0

May Refill Times

101 Ygnacio Valley Road, Suite 400, Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960
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CALLED IN TO
CVS-707-747-3450
-TH

DATE: 07/10/2012

I3c Voltaren 75mg
Disp: #30 [thirty)

sig: i po qD prn

SIGNED: )A)])A)(JJ ~CUV\- (MO

May Refill __ Times

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960
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sig: i po qD prn

SIGNED:

May Refil

101 Ygnacio Valley Road, Suite 400 - Walnut Creek, CA 94596
Phone: 925.944.0110 - Fax: 925.944.0960
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WALNUT CREEK
ORTHOlEDICS
SPORTS MEDICINE

William B. Workman, MD
BW6360387 A-72343

David T. Bowden, MD, MPH
FB1915276 A-108081

Patient Name: Date: 12/19/2012

ONE YEAR GYM MEMBERSHIP FOR WATER THERAPY

3-4 TIMES A WEEK.
PER PATIENT ADJ. STATES SHE WILL AUTH THIS.

Signed: X ,)A.)])A)I/) ~C<ft'\-I MAO

May Refill Times

101 Ygnacio Valley Road, Suite 400 Walnut Creek, CA 94596
Phone: 925-944-0110 Fax: 925-944-0960
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• CVS/pharmacy HIIIIIIIIIHIIIIIIUIIIIIIIIIIIIIIIIII
PRIOR AUTHORIZATION REQUEST FORM
AUTO-FAXELECTRONICALLYTRANSMmED: 01-10-201321: 16

•
PRIOR AUTHORIZATION REQUIRED - ACTION REQUIRED
As the prescriber, this petient's insurance compeny requires that a prior authorization is completed for this prescription.
Your patient and our pharmacy appreciate your assistance in obtaining the prior authorization by using the contact
method below:

PA Phone # 8662008393
Action Taken:

PA Authorization # PA Authorized as of Denied

PRESCRIBER INFORMATION, PHARMACY INFORMATION:

Name: WILLIAM WORKMAN From: CVS/pharmacy
Store Number: 9761

Address: 101 YGNACIO VALLEY ROAD SUITE 40010 Address: 2100 COLUMBUS PKWY
WALNUT CREEK, CA 94596 BENICIA, CA 94510

Phone: 925-944-0110 Phone: 707-747-3453
Fax: 925-944-0960 Fax: 707-747-6022
PATIENT THIRD PARTYINFORMATION:
Name: Name: WORKER'S COMPENSATION

Cardholder ID: 544806211
DOB: Group Number:
Address: Person Code:

Relationship: 1
Phone: TP Help Desk Phone: 866-200-8393

NEW PRESCRIPTION: ORIGINAL PRESCRIPTION:
MediClltion: Rx #: 234073

Drug: DICLOFENAC SOD EC 75 MG TAB

Quentity:
,

Qty. Prescribed: dt EA
Refills: Prescribed Refills: 3 61< ~
SIG: Date Written: 0-30-2012

SIG: TAKE 1 TABLET BY MOUTH EVERYDAY

Pharmacy Comment.:

Pr•• crlber Comment.:
()f( 6lAJ-.- JI-\r, 1 J /J:"

Prescriber'sName(Printed): Prescriber'sDEA #
Transmitted By: (KSfTXONLY) DPS# / Oral Code
(TX/HIONLY)
Prescriber's SlgnabJre: Date:
Massachusetts Only: Interchange is mandatQd unless Prllctltioner wrlt.s the words "No Substltutlonn

The Inrorma~oncontained In this electronic messageas well as any attachments to this messagea", Intended for the exclusiveuse or
the Intended recipient and may contain confldenllal or privileged Information. If you are not the Intended recipient, pleasede$troy all
copiesof this mess.ge as well as Its attachments and advise the sender Immedlatelv.

FOR CVS USE ONLY: PRX1 29000000000545116590

• PRIOR AUTHORIZATION REQUEST FORM •
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• CVSjpharmacy 1111111111111111111111111111111111111111
REQUEST FOR A REFILL OR NEW PRESCRIPTION

AUTO-FAX ELECTRONICALLY TRANSMITIED: 12-22-201303:05

PRESCRIBER:
Name:

Address:

Phone:
Fax:
Orig. Prescriber:

•
WILLIAM WORKMAN From:

Store #
101 YGNACIO VALLEY ROAD SUITE 4Address:
WALNUT CREEK, CA 94596

CVS/pharmacy
9761
2100 COLUMBUS PKWY
BENICIA, CA 94510

925-944-0110
925-944-0960

Phone:

Fax:
707-747-3453

707-747-6022

FOR PATIENT:
Name:
DOB:
Address:

Patient expects to pick-up prescription at: 12-26-2013 at 13:00

Phone:
FOR ORIGINAL PRESCRIPTION:
CVS Rx# 268029 Date Last Filled: 11-26-2013
Medication: DICLOFENAC SOD DR 75 MG TAB
Qty. Prescribed: 30.0 EA Thirty
Prescribed Refills: 3
Date Written: 08-20-2013
SIG: TAKE 1 TABLET BY MOUTH EVERY DAY AS NEEDED

Pharmacy Comments:

•PRESCRIBER ACTION REQUIRED:

D Authorized this time plus additional refills

D Not Authorized

Prescriber Comments:

The information contained in this electronic message as well as any attachments to this message are intended for the
exclusive use of the intended recipient and may contain confidential or privileged information. If you are not the Intended
recipient, please destroy all copies of this message as well as its attachments and advise the sender Immediately.

SRXl 29000000000859700925FOR CVS USE ONLY:

• REQUEST FOR A REFILL OR NEW PRESCRIPTION •000184



_ "'Y~I pnarmacy 1111111111111111111111111111111111111111

REQUEST FOR A REFILL OR NEW PRESCRIPTION
AUTO-FAX ELECTRONICALLY TRANSMmED: 04-01-201403:06

-
PRESCRIBER:
Name: WILLIAM WORKMAN From:

Store #
101 YGNACIO VALLEY ROAD SUITE 4Address:
WALNUT CREEK, CA 94596

CVS/pharmacy
9761
2100 COLUMBUS PKWY
BENICIA, CA 94510

Address:

Phone:
Fax:
Orlg. Prescriber:

925-944-0110
925-944-0960

Phone:

Fax:
707-747-3453

707-747-6022

Patient expects to pick-up prescription at: 04-03-2014 at 13:00

FOR PATIENT:
Name:
DOB:
Address:

Phone:
FOR ORIGINAL PRESCRIPTION:
CVS Rx# 281690 Date Last Filled: 02-25-2014
Medication: DICLOFENAC SOD DR 75 MG TAB
Qty. Prescribed: 30.0 EA Thirty
Prescribed Refills: 2
Date Written: 12-27-2013
SIG: TAKE 1 TABLET BY MOUTH EVERYDAY AS NEEDED

Pharmacy Comments:

PR9CRIBER ACTION REQUIRED:
ti:l Authorized this time plus 3 additional refills

D Not Authorized

•
FA>:ED

~D? (,12014
' .. ,

Prescriber Comments: BY:
Prescriber's Nam. (Printed):

Transrnttted by:

Prescriber's Signature:

MassachusettsOnly: te

Prescriber's DEA # _

OPS # 1,~rr.1f~~. (lX/HI ONLY)

oete: ~_. _

ge is mandated unless PractItioner writes the words "No Substitutionll

(KS/lX ONLY)

The information contained In this electronic message as well as any attachments to this message are Intended for the
exclusive use of the Intended recipient and may contain confidential or privileged Information. If you are not the Intended
recipient, please destroy all copies of this message as well as its attachments and advise the sender immediately.

FOR CVS USE ONLY: SRX1 29000000000958411740

• REQUEST FOR A REFILL OR NEW PRESCRIPTION •
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WALNUT CREEK
OR rHOlEDICS
SPORTS MEDiCiNE

Consent for Surgical Procedure

Procedure: LEFT HIP ARTHROSCOPY WITH FEMOROPLASTY,

ACETABULOPLASTY AND LABRAL REPAIR.

I have been informed of the risks and benefits of the above procedure. I understand
that surgical procedures have risks, including a chance of infection, nerve and blood
vessel damage, blood clots, and problems with anesthesia.

I understand the risks associated with the use of implantable devices such as
hardware and donor tendons, including rejection and problems with infection.

Patient Name:

Signed X: _

Date: _
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
PATIENT CONSENT FORM

Page 2 of2

Patient's Name

C. PERMISSION TO TREAT A MINOR: ( if applicable)

I give permission to have my son/daughter receive the necessary medical treatment as
prescribed by the medical pro . ers of Walnut Creek Orthopedics & Sports Medicine.

DATEPARENT/GUARDIA

D. ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE:

I acknowledge that I have been provided an opportunity to review the NOTICE OF
PRIVACY PRACTICES for Walnut Creek Orthopedics & Sports Medicine.

PATIENT SIGNATURE DATE

PARENT/GUARDIAN NAME/SIGNATURE DATE

E. PERMISSION TO LEAVE VERBAL DIAGNOSTIC STUDY RESULTS:

I give permission to have Walnut Creek Orthopedics & Sports Medicine leave MRI or
diagnostic results on my voicemail at the phone numbers I have listed in the event that J
cam be reac d.

• ~/,;z.~/.;1.C I ()
DATE J

)< i
PAl;

if
I

PARENT/GUARDIAN NAME/SIGNATURE DATE

8/26/2008
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated February 2009)

We have adopted the following financial policies to simplify the billing
process and help secure reimbursement for medical services provided to you.

Please bring your insurance card to the office every visit: You must bring your insurance
card on your first visit, as well as any time your coverage changes in any way. If you do not have
a current insurance card we appreciate and expect payment at the time of service. Always be
sure to tell us right away when you obtain new insurance coverage, updated information or a
new insurance card. It is your responsibility to determine that we are contracted
providers before you are seen. We are not responsible for any changes in your insurance
coverage.

Please update your address, telephone numbers, and employer information: Piease
call the billing department at (925)944-0334 if your contact Information changes prior to your
next appointment.

Co-payments are due at the time of service: If your insurance policy requires you to pay a
co-payment for office visits, you will be asked to pay that co-payment at the time of your
appointment. Being a participating provider with most insurance companies, the insurance
companies require that we collect these fees, as they are terms of your health care contract. If
you do not pay for your co-payment at the time of service, we must add an additional
fee of $10 to cover our billing and administrative costs. The co-payment and any billing
fee are due upon receipt of statement from us.

If we are unable to verify your insurance coverage, you will be asked to pay for our
charges at the time of service: If we cannot confirm that you are covered by an insurance
plan that we accept, you will be expected to pay our charges in full at the time of your visit.
Upon receipt of confirmed insurance coverage, we will bill your insurance company. When we
receive an insurance payment, we will promptly refund any money due to you.

Auto Accidents and other injuries: We do not bill third parties. We do not accept liens. If
you do not have commercial insurance, you must inform the front office staff. You will be
expected to pay our charges in full at the time of service. Sorry- no exceptions.

When your insurance company delays payment: If you have commercial insurance, we will
bill your insurance carrier as a courtesy to you. If your insurance carrier does not make payment
within 90 days, the balance of our full charges will be due and payable immediately from you.
We will send you a statement. If there is a problem or dispute over payment with your insurance
carrier, we will ask you to pursue the matter with them directly. If your insurance carrier
subsequently makes a payment, we will promptly refund any money due to you.

When your insurance company denies a claim: If your insurance company denies a claim,
you will be billed for all services provided, in accordance with our contract with your insurance
company. This may include, but is not limited to, denials due to eligibility, out of network
services, when the insurance carrier has requested information from the patient and that
information is not provided in a timely manner and instances where maximum benefits have been
reached. We are not able to determine your specific coverage and benefits, plan limitations or
plan provisions. For this information, you should contact your insurance carrier directly. We
must emphasize that as a heaith care provider our relationship is with vou and not the insurance
company.

Workers' Compensation cases: If you have a workers' compensation case, you need to bring
all of your insurance information with you to your appointment. You cannot be seen without
prior authorization and we will ask you to reschedule your appointment if your treatment is not
authorized.
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated February 2009)

Medical Records: There is a charge of $15.00-$25.00 for reproduction of your medical record,
depending on the size of the record. This charge includes the transfer of records to an attorney,
other physicians,and other medical facilities.

Medical Forms: There is a $25.00 charge for the completion of forms (other than California
State Disability Forms). This fee is due in advance.

Payment Options: Foryour convenience, we accept Visa and Mastercard.

Missed Appointments and Cancellations: If you must cancel or reschedule your
appointment, please notify us no less than 48 hours in advance. Please be courteous and
remember that the appointment time reserved for you can be used by another patient.
Cancellationswith less than 48 hours notice and No Shows will be billed a $50 service fee.

Delinquent Accounts: It is your responsibility to keep your account and contact information
current. All charges are due in full at the time of service, or upon your receipt of a statement
from us. We assume receipt by you of all statements we send to you at the most recent address
you provide to us. We assume you accept all charges as accurate unless you contact us
promptly upon receipt of a statement to dispute them. Statements returned to us due to the
expiration of a postal forwarding order, or as undeliverable for any reason will be assumed
accurate. Charges on account outstanding over 90 days may be submitted to an outside
collection agency and any applicable fees from the agency will be added to your balance due.

Returned or "Bounced" Checks: We pass along our banks' service charge to you for any
checks that are returned for non-payment for any reason. A service fee of $25.00 will be added
to your balance for all returned checks.

r have read and understand the Financial Policies of Walnut Creek Orthopedics &
Sports Medicine. r also understand that no guarantee has been made to me about my
insurance coverage, r do not hold William B. Workman, MD any of the providers or
staff responsible for my insurance coverage, or for decisions made by my insurance
company.

Parent/Guardian Name, if applicable (Please print) Relationship to Patient

x --.............
Signature

~pr/dUJIO
Date
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
PATIENT CONSENT FORM

Page 1 of2

Patient's Name

A. PERMISSION TO GIVE MY HEALTH RELATED INFORMATION TO
SPOUSE/SIBLING/CHlLDIFRlENDIETC:

I, hereby authorize Walnut Creek Orthopedics
& kman, M.D. to disclose the following
protected health/billing information to :

P
(name/relationship) contact # _

~).;2.(J}'b
DATE I

PARENT/GUARDIAN NAME/SIGNATURE DATE

B. PARTY RESPONSIBLE FOR PAYMENT*:

Assignment and Release: I hereby assign my insurance benefits to be paid directly to
Walnut Creek Orthopedics & Sports Medicine and/or William B. Workman, M.D. I am
financially responsible for non-covered services, which may include non-durable goods
such as splints, supports and other supplies not covered under my personal insurance, I
also authorize the medical providers to release any information required to process my

y.~lail~s or pay~~!? __ 02/ .as) ;).0 J 0

PA ~~D DATE'

PAR'ENT/GUARDIAN NAME/SIGNATURE DATE

*Statements will be sent to patient or Parent/Guardian unless otherwise specified
here:

8/26/2008
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Consent for Surgical Procedure

Procedure:
LEFT KNEE ARTHROSCOPY WITH PARTIAL LATERAL MENISECTOMY.

I have been informed of the risks and benefits of the above procedure. I understand that
surgical procedures have risk, including a chance of infection, nerve and blood vessel damage,
blood clots, and problems with anesthesia.

o I understand the risks associated with the use of implantable devices such as hardware and
donor tendons, including rejection and problems with infection.

Patient Name

Date

Signed X
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From: One Call Medical Inc Page: 1/1 Dale: 11/19/20109:18:51 AM

V'OneCall
Medical

ONE CALL MEDICAL, INC.
Patient Scheduling Notification

20 Waterview Blvd P.O. Box6J4 - Panippany, New Jersey 07054-0614

TEL(973)257-JOOO - FAX(973)257-o044

Fax Date: FridayNovember 19, 2010

To Ref ••.l1ng PbyslclaD: WILLIAM WORKMAN Fax #: (925)944-0960

One can Medical, Inc. bas scheduled tbe following patient:
P.tleat:

CIIim Number:
nate on.Jory:

Please fax the Medical Order to:
PnrvIder: VALlEJO OPEN MRI CENTER

155 GLEN COVE MARINA RD
VALUlJO, CA 94591
Phone: (707)644-1292 Fax: (707)644-1362

Procedure ScheduledDale and 1Yme

MRI ANY JOINT LOWER EXTREMITY; WITHOUT CONTRAST. RIGHT 11/291101009:45 AM
KNEE

Notes Sent to the Provider:

Ifyau have any questioos, please con1actus at rererrals@onocollmediealcomoreallusat800-872-2875, 8AM - 8PM EST.
One c.n Medical, Inc .• The Connection to Quality htlp:l/www.OI1oco1lmedieal.com

Sincerely,

ROSINAH
MFARINYA

OCM Service Consultant

NOTICE OF PRIVILEGE AND CONFIDENTIALITY

The in~on contained In this facslmllelransmlsslon i. privileged end confldential end i. intended solely for tlte ~. Any
'IUlaUthoriDxl discloewe, reprodection, distribution or the takina: of my 8Otion in -eueeee on the oon1oDt8 oftbJs iDf'OIIJIIISioni.prohibi1ed.

tfyou received this facsimile in eJT(Jr. please n0tity us inmodiately.

This fax was recreved by Stryker's OrthoPad software. WNW,stryker com
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Consent for Surgical Procedure

Procedure:
RIGHT KNEE ARTHROSCOPY PARTIAL MEDIAL AND LATERAL MENISECTOMY.

I have been informed of the risks and benefits of the above procedure. I understand that
surgical procedures have risk, including a chance of infection, nerve and blood vessel damage,
blood clots, and problems with anesthesia.

D .-cnderstand the risks associated with the use of implantable devices such as hardware and
~n~r tendons, including rejection and problems with infection.

Patient Name

Date

Signed X
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
PATIENT CONSENT FORM

Page I of2

A. PERMISSION TO GIVE MY HEALTH RELATED INFORMATION TO
SPOUSE/SmLING/CHILDIFRIENDIETC:

I, hereby authorize Walnut Creek Orthopedics
& Sports Medicine and/or William B. Workman, M.D. to disclose the following
protected healthlbilling information to :

______________ (name/relationship) contact # _

______________ (name/relationship) contact # _

1;J/'/5r· Gh~<-.
~TIENT SIGNin'tJRE DArt /

PARENT/GUARDIAN NAME/SIGNATURE DATE

B. PARTY RESPONSIBLE FOR PAYMENT·:

Assignment and Release: I hereby assign my insurance benefits to be paid directly to
Walnut Creek Orthopedics & Sports Medicine and/or William B. Workman, M.D. I am
financially responsible for non-covered services, which may include non-durable goods
such as splints, supports and other supplies not covered under my personal insurance. I
also authorize the medical providers to release any information required to process my
claims for payment.

PATIENT SIGNATURE DATE

PARENT/GUARDIAN NAME/SIGNATURE DATE

·Statements will be sent to patient or Parent/Guardian unless otherwise specified
here:

12/16/2010
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
PATIENT CONSENT FORM

Page 2 of2

C. PERMISSION TO TREAT A MINOR: (if applicable)

I give permission to have my son/daughter receiv"ii'ihenecessary medical treatment as
prescribed by the medical providers of)Yall1U'tCreek Orthopedics & Sports Medicine.

/
PARENT/GUARDIAN NAM GNATURE DATE

RELATIONSHIP T

D. ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE:

I acknowledge that I have been provided an opportunity to review the NOTICE OF
PRIVACY PRACTICES for Walnut Creek Orthopedics & Sports Medicine.

il ;~J~.,,%? C~ /P<-
!ATIENT SIGNATURE DATt:~7

PARENT/GUARDIAN NAME/SIGNATURE DATE

E. PERMISSION TO LEAVE VERBAL DIAGNOSTIC STUDY RESULTS:

I give permission to have Walnut Creek Orthopedics & Sports Medicine leave MRI or
diagnostic results on my voicemail at the phone numbers I have listed in the event that I
cannot be reached.

/1 ;J?..£J-.
P#NT SIGNATURE

PARENT/GUARDIAN NAME/SIGNATURE DATE

12/16/2010
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated February 2009)

We have adopted the following financial policies to simplify the billing
process and help secure reimbursement for medical services provided to you.

Please bring your Insurance card to the office every visit: You must bring your Insurance
card on your first visit, as well as any tfme your coverage changes In any way. If you do not have
a current Insurance card we appreciate and expect payment at the time of service. Always be
sure to tell us right away when you obtain new Insurance coverage, updated Information or a
new Insurance card. It Is your responsibility to determine thllt we lire contnlcted
providers before you lire seen. We are not responsible for any changes In your Insurance
coverage.

Please update your address, telephone numbers, and employer Information: Please
call the billing department at (925)944-0334 If your contact Information changes prior to your
next appointment.

Co-payments are due at the time of service: If your Insurance policy requires you to pay a
co-payment for office visits, you will be asked to pay that co-payment at the time of your
appointment. BeIng a partlclpatfng provider with most Insurance companies, the Insurance
companies require that we collect these fees, as they are terms of your health care contract. If
you do not plly for your co-payment lit the time of service, we must add lin IIddltlonlll
fee of $1 0 to cover our billing lind ;u/mlnlstrlltJve costs. The co-payment and any billing
fee are due upon receipt of statement from us.

If we are unable to verify your Insurance coverage, you will be asked to pay for our
charges at the time of service: If we cannot confirm that you are covered by an Insurance
plan that we accept, you will be expected to pay our charges In full at the time of your visit.
Upon receipt of confirmed Insurance coverage, we will bill your Insurance company. When we
receive an Insurance payment, we will promptly refund any money due to you.

Auto Accidents and other Injuries: We do not bill third parties. We do not accept liens. If
you do not have commercial Insurance, you must Inform the front office staff. You will be
expected to pay our charges In full at the time of service. Sorry- no exceptions.

When your Insurance company delays payment: If you have commerdallnsurance, we will
bill your Insurance carrier as a courtesy to you. If your Insurance carrier does not make payment
within 90 days, the balance of our full charges will be due and payable Immediately from you.
We will send you a statement. If there Is a problem or dispute over payment with your Insurance
carrier, we will ask you to pursue the matter with them directly. If your Insurance carrier
subsequently makes a payment, we will promptly refund any money due to you.

When your Insurance company denies a claim: If your Insurance company denies a claim,
you will be bliled for all services provided, In accordance with our contract with your Insurance
company. This may Include, but Is not limited to, denials due to eligibility, out of network
services, when the Insurance carrier has requested Information from the patient and that
Information Is not provided In a timely manner and Instances where maximum benefits have been
reached. We are not able to determine your specific coverage and benefits, plan limitations or
plan provisions. For this Information, you should contact your Insurance carrier directly. We
must emphasize that as a health care provider our relationship Is with J[QJJ and not the Insurance
company.

Workers' Compensation cases: If you have a workers' compensation case, you need to bring
all of your Insurance Information with you to your appointment. You cannot be seen without
prior authorization and we will ask you to reschedule your appointment If your treatment Is not
authorized.
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated February 2009)

Medical Records: There Is a charge of $15.00-$25.00 for reproduction of your medical record,
depending on the size of the record. This charge Includes the transfer of records to an attorney,
other physicians, and other medical facilities.

Medical Forms: There Is a $25.00 charge for the completion of forms (other than California
State Disability Forms). This fee Is due In advance.

Payment Options: For your convenience, we accept Visa and Mastercard.

Missed AppoIntments and Cancellations: If you must cancel or reschedule your
appointment, lllease notify us no less than 48 hours In advance. Please be courteous and
remember that the appointment time reserved for you can be used by another patient.
Cancellations with less than 48 hours notice and No Shows will be billed a $50 service fee.

Delinquent Accounts: It Is your responsibility to keep your account and contact Information
current. All charges are due In full at the time of service, or upon your receipt of a statement
from us. We assume receipt by you of all statements we send to you at the most recent address
you provide to us. We assume you accept all charges as accurate unless you contact us
promptly upon receipt of a statement to dispute them. Statements returned to us due to the
expiration of a postal forwarding order, or as undeliverable for any reason will be assumed
accurate. Cl1arges on account outstanding over 90 days may be submitted to an outside
collection agency and any applicable fees from the agency will be added to your balance due.

Returned or "Bounced" Checks: We pass along our banks' service charge to you for any
checks that are returned for non-payment for any reason. A service fee of $25.00 will be added
to your balance for all returned checks.

r hllve relld lind understand the Financial Policies of Wilinut Creek Orthopedics "
Sports Nedldne. r iliso understand thllt no gUlll'llntee hilS been made to me about my
Insul'lInce COllfll'lIge. r do not hold WUlIlIm B. Workmlln, NO any of the providers or
stllH responsible for my Insurance coverllge, or for dadslons mllde by my InsUl'lInce
complIny.

Parent/Guardian Name, If applicable (Please print) Relationship to Patient

Pat
j
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
PATIENT CONSENT FORM

A. PERMISSION TO GIVE MY HEALTH RELATED INFORMATION TO
SPOUSE/SIBLING/CHILDIFRIEND/ETC:

I, _hereby authorize Walnut Creek Orthopedics & Sports Medicine providers and it's
me ected health/billing information to :

______________ (name/relationship) contact # _

______________ (name/relationship) contact # _

PATIENT/GUARDIAN SIGNATURE DATE

B. PARTY RESPONSIBLE FOR PAYMENT·:

Assignment and Release: I hereby assign my insurance benefits to be paid directly to Walnut Creek Orthopedics & Sports
Medicine. I am financially responsible for non-covered services, which mal' include non-durable goods such as splints,
supports and other supplies not covered under my personal insurance. [also authorize the medical providers to release any
information required to process my claims for payment.

·Statements will be sent to patIent or Parent/Guardian unless otherwise specified here:

PATIENT/GUARDIAN SIGNATURE DATE

C. PERRMISSION TO TREAT A MINOR: ( If applicable)

I give permission to have my son/daughter receive the necessary medical treatment as prescribed by the medical providers of
Walnut Creek Orthopedics & sP0'Mne.

PATIENT/GUARDIAN SIGNATUR /L+ DATE

D. ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE:

I acknowledge that I have been provided an opportunity to review the NOTICE OF PRIV ACY PRACTICES for Walnut
Creek Orthopedics &~ Medicine.

- dE 2. '2..,lIr
IGUARDIAN SIGNATURE O..a-

E. PERMISSION TO LEAVE VERBAL DIAGNOSTIC STUDY RESULTS:

I give permission to have Walnut Creek Orthopedics & Sports Medicine leave MRI or diagnostic results on my voicemail at
the p ne numbers I ave listed in the event that I cannot be reached.

~h'2.-/;q
oI(TE I

page 3 of 5
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated October 2012)

We have adopted the following financial policies to simplify the billing
process and help secure reimbursement for medical services provided to you.

Please bring your Insurance card to the office every visit: You must bring your insurance
card on your first visit, as well as any time your coverage changes In any way. If you do not have
a current Insurance card we appreciate and expect payment at the time of service. Always be
sure to tell us right away when you obtain new Insurance coverage, updated Information or a
new Insurance card. It is your responsibility to determine that we are contracted
providers before you are seen. We are not responsible for any changes In your Insurance
coverage.

Please update your address, telephone numbers, and employer Information: Please
call the billing department at (925}944-0334 If your contact Information changes prior to your
next appointment

Co'payments are due at the time of service: If your Insurance policy requires you to pay a
co-payment for office visits, you will be asked to pay that co-payment at the time of your
appointment. Being a participating provider with most Insurance companies, the Insurance
companies require that we collect these fees, as they are terms of your health care contract. If
you do not pay for your co-payment at the time of service, we must add an additional
fee of $1.5 to cover our billing and admInistrative costs. The co-payment and any billing
fee are due upon receipt of statement from us.

If we are unable to verify your Insurance coverage, you will be asked to pay for our
charges at the time of service: If we cannot confirm that you are covered by an Insurance
plan that we accept, you will be expected to pay our charges In full at the time of your visit.
Upon receipt of confirmed Insurance coverage, we will bill your Insurance company. When we
receive an Insurancepayment, we will promptly refund any money due to you.

Auto Accidents and other Injuries: We do not bill third parties. We do not accept liens. If
you do not have commercial insurance, you must Inform the front office staff. You will be
expected to pay our charges In full at the time of service. Sorry- no exceptions.

When your Insurance company delays payment: If you have commercial Insurance, we will
bill your Insurance carrier as a courtesy to you. If your Insurancecarrier does not make payment
within 90 days, the balance of our full charges will be due and payable Immediately from you.
We will send you a statement. If there Is a problem or dispute over payment with your insurance
carrier, we will ask you to pursue the matter with them directly. If your insurance carrier
subsequently makes a payment, we will promptly refund any money due to you.

When your Insurance company denies a claim: If your Insurance company denies a claim,
you will be billed for all services provlded, In accordance with our contract wIth your insurance
company. This may include, but Is not limited to, denIals due to eligibility, out of network
services, when the Insurance carrier has requested Information from the patient and that
Information Is not provtded /n a timely manner and Instanceswhere maximum benefits have been
reached. We are not able to determine your specific coverage and benefits, plan limitations or
plan provisions. For this Information, you should contact your Insurance carrier directly. We
must emphasize that as a health care provider our relationship is with J(QfJ and..1lJ2ttheInsurance
company.

Workers' Compensation cases: If you have a workers' compensation case, you need to bring
all of your insurance Information with you to your appointment. You cannot be seen without
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE
FINANCIAL POLICIES

(updated October 2012)
prior authorfzatlon and we will ask you to reschedule your appoIntment If your treatment is not
authorized.

Medical Records: There Is a charge of $15.00-$25.00 for reproduction of your medical record,
depending on the size of the record. This charge Includes the transfer of records to an attorney,
other physicians, and other medical facilities.

Medical Forms: There is a $25.00 charge for the completion of forms (other than California
State Disability Forms). This fee Is due In advance.

Payment Options: For your convenience,we accept Visa and Mastercard.

Missed Appointments and Cancellations: If you must cancel or reschedule your
appointment, please notify us no less than 2 businessdays In advance. Pleasebe courteous and
remember that the appointment tlme reserved for you can be used by another patient.
Cancellationswith less than 2 businessdays notlce and No Showswill be billed a $SOservice fee.

Delinquent Accounts: It Is your responsibility to keep your account and contact information
current. All charges are due In full at the tlme of service, or upon your receipt of a statement
from us. We assume receipt by you of all statements we send to you at the most recent address
you provide to us. We assume you accept all charges as accurate unless you contact us
promptly upon receipt of a statement to dispute them. Statements returned to us due to the
expiration of a postal forwarding order, or as undeliverable for any reason will be assumed
accurate. Charges on account outstanding over 90 days may be submitted to an outside
collection agency and any applicable fees from the agency will be added to your balance due.

Returned or uBounced" Checks: We pass along our banks' service charge to you for any
checks that are returned for non-payment for any reason. A service fee of $25.00 will be added
to your balance for all returned checks.

r have read and understand the Financial Pol/des of Walnut Creek Orthopedics &
Sports Medldne. r also understand that no guarantee has been made to me about my
Insurance coverage. r do not hold WI/I/am B. Workman, NO any of the providers or
staff responsible for my Insurance coverage, or for decisions made by my Insurance
company.

RelationshIp to Patient
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Premier Surgery Center Na

MR#:
Date of Procedure: 3/31/10

Physician: William Workman, M.D.
Operative Report

Preoperative Diagnosis:
Left knee lateral meniscus tear, ICD9 Code 836.1.

Postoperative Diagnosis:
Left knee lateral meniscus tear, ICD9 Code 836.1.

Name of Operation:
Left knee arthroscopy with partial lateral meniscectomy, CPT Code 29881.

Suweoit:
WfliJrn' Workman, M.D .

•Assistapt:
None.

Anesthesia:
Laryngeal mask airway anesthesia.

Complications:
None.

Drains:
None.

Findings:
There was extensive articular cartilage wear on the lateral femoral condyle as well as the lateral
tibial plateau. There is a large parrot beak tear in the anterior hom of the lateral meniscus as well as
posterior hom tearing. The medial compartment was intact as were the cruciate ligaments.

Description of Procedure:
The patient was brought to the Operating Room and placed on the Operating Room table. General
anesthesia was induced and laryngeal mask airway anesthesia was established. The patient was
then placed supine on the Operating Room table with a tourniquet high on the affected side and the
affected side was prepped and draped as a sterile field.

The leg was then flexed over the side of the table and 0.25 percent Marcaine with epinephrine was
injected into the location just anterolateral to the patella, as well as anteromedial to the patella, and

1
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Premier Surgery Center Name:
MR#:

Date of Procedure: 3/3\110
Physician: William Workman, M.D.

Operative Report

once the injection was performed, a #11 blade scalpel was used to make an incision on the
anterolateral aspect of the patella, as well as the medial aspect of the patella, through and through
into the knee joint.

The arthroscopic cannula was then introduced into the knee in the flexed position. As the knee was
extended, the cannula was placed up into the suprapatellar pouch and then the arthroscope was
introduced into the cannula. A thorough arthroscopic inspection of the knee was done, with the
above findings. The patellofemoral joint, as well as the medial gutter, the medial compartment, the
notch, the lateral compartment and the lateral gutter were all examined, with the above findings.

At this point, through the anterolateral portal a basket cutter was introduced into the knee and the
lateral meniscus tear portion was morcellized in part and the basket was removed. The rotary
shaver was then introduced into the lateral compartment and the morcellized fragments were
evacuated from the knee. This procedure was carried out in alternating steps until a final full
resection of the unstable lateral meniscus tissue was performed back to a stable rim.

At this point, the knee was copiously irrigated and then drained. 4-0 Vicryl was used to close the
anteromedial incision. A pursestring suture was placed in the anterolateral incision and the scope
cannula was then reintroduced into the knee. 30 cc of 0.25 percent Marcaine with epinephrine was
injected in the knee. The pursestring stitch was closed over the local anesthetic. The knee was then
dried. Mastisol was then applied, followed by Steri-Strips, 4 x 4s, ABD and an ACE wrap.

The patient was then extubated and delivered to the Recovery Room in stable condition.

William Workman, M.D.

Job # 4613
0: 3/31/10
T: 4/1/2010
WW:.ii

2
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--------------_ ...•.._----- ....•......••.._----_ ...••...•......_ ----------
Premier Surgery Center
2222 East Sl
Suite 200
Concord, CA.94520

Patient:

Sex:M

Surgeon: William Workman. MiO
Procedure: left knee scope w partial lateral mentseetomy
Procedure Date: 313t/2010
Procedure 10: 03302010155014

Page 1
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Premier Surgery Center Name:
MR#:

Date of Procedure: 2/18/11
Physician: William Workman, M.D.

Operative Report

Preoperative Diagnosis:
Right knee medial and lateral meniscus tear.

Postoperative Diagnosis:
Right knee lateral meniscus tear.

Name of Operation:
Right knee arthroscopic partial lateral meniscectomy, CPT Code 29881.

Surgeon:
William Workman, M.D.

Assistant:
None.

Anesthesia:
Laryngeal mask airway anesthesia.

Anesthesiologist:
Carolyn Garduno, M.D.

Complications:
None.

Implants:
None.

Drains:
None.

Durable Medical Equipment:
None.

Findings:
Right knee lateral meniscus tear with Grade IV cartilage loss on the trochlea.

Iodications for Procedure:
Pain in the knee.

1
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Premier Surgery Center Name:
MR#:

Date of Procedure: 2/18/11
Physician: William Workman, M.D.

Operative Report

Operative Summary:
The patient was brought to the Operating Room and placed on the Operating Room table. General
anesthesia was induced and laryngeal mask airway anesthesia was established. The patient was
then placed supine on the Operating Room table with a tourniquet high on the affected side and the
affected side was prepped and draped as a sterile field.

The leg was then flexed over the side of the table and 0.25 percent Marcaine with epinephrine was
injected into the location just anterolateral to the patella, as well as anteromedial to the patella, and
once the injection was performed, a # II blade scalpel was used to make an incision on the
anterolateral aspect of the patella, as well as the medial aspect of the patella, through and through
into the knee joint.

The arthroscopic cannula was then introduced into the knee in the flexed position. As the knee was
extended, the cannula was placed up into the suprapatellar pouch and then the arthroscope was
introduced into the cannula. A thorough arthroscopic inspection of the knee was done, with the
above findings. The patellofemoral joint, as well as the medial gutter, the medial compartment, the
notch, the lateral compartment and the lateral gutter were all examined, with the above fmdings.

At this point, through the anterolateral portal a basket cutter was introduced into the knee and the
lateral meniscus tear portion was morcellized in part and the basket was removed. The rotary
shaver was then introduced into the lateral compartment and the morcellized fragments were
evacuated from the knee. This procedure was carried out in alternating steps until a final full
resection of the unstable lateral meniscus tissue was performed back to a stable rim.

At this point, the knee was copiously irrigated and then drained. 4-0 Vicryl was used to close the
anteromedial incision. A pursestring suture was placed in the anterolateral incision and the scope
cannula was then reintroduced into the knee. 30 cc of 0.25 percent Marcaine with epinephrine was
injected in the knee. The pursestring stitch was closed over the local anesthetic. The knee was then
dried. Mastisol was then applied, followed by Steri-Strips, 4 x 4s, ABD and an ACE wrap.

The patient was then extubated and delivered to the Recovery Room in stable condition.

William Workman, M.D.

Job # 1339787
D: 2/18/11
T: 2/24/2011
WW:ij

2
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Premier Surgery Center
2222 East St.
Suite 200
Concord, CA 94520 &n

P

D
Sex: M

Surgeon: William Workman, MD
Procedure: rt knee scope w medial and lateral menisectomy
Procedure Date: 2/18/2011
Procedure1D:02182011065607

Page 1
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Premier Surgery Center
2222 East St.
Suite 200
Concord, CPo 94520

I., S

P

D
Sex: M

Surgeon: William Workman, MD
Procedure: rt knee scope w medial and lateral menisectomy
Procedure Date: 2118/2011
Procedure 10: 02182011065607

Page 2
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occmea

VALLi.TO OPEN MRI
15' OLEN COVE MARJ)/A ROAD, sons 101

YALt2JO. CA 94S9l
!¢Iepbonc (707) 644-1292/ Pax (707l644-1.1d2

e:c 11«

bilk or SCrYicc: 1IIS/10l0 '-:31:00PM
li:nm: (BOA) LTIWOllKCOMl> 1WU KNEE WITHOUT

CONTRAST

JEFFREY GAO, MO
97; SeRENO OR
VALLEJO. ell 94589

EXAMlNAl'lON: MRI LEFT KNEE MTHOtrr CONTRAST

HISTORY: 4S·ytar-o!d with kaee pain. History o(work·related in;ry, EVIIluate ftJr iJltemal dcrllllsoment.

TECHNIQUE: Study is pcrfonned on a Hitachi AIlUS 11Open M1U unit utili:aDg tho following .oquen"s:
Sagittal PD, T2 FSEj Axial PD MTC; COfonlll m, PD.

:flNDl:NGS;

MENISCl: Tb.cpesterior and anterior homs of the medial mtniscus are intw.

The posterior horn ancIlateral meniscus is blunted. In the absence-c" prior surgieal intCl'VClltion, the findings are
con"stojlt with. posterior hom lateral me.o.isc;a! tear, The anterior 110mis !lso blunted and the Bnding~ J'n:ly
reflect a foeal tear in tim region versus postoperative change.

LlGAMENTS: The visualized portions of the q\ladrieeps and patellar teodons are in.tact. The CfUCiate lisamenu
are intact, Tbere is mlld thid.ce",lllg of tho medial coJlateralligamem consistent with mild'sp~, Thelatera.!
collateral Jipmc;l)t is intact. The medialllld lateral retinacula are U1taet.

BONY, CARTILAGINOUS STRUCnJ:RBS AND SOFT TISSUES: Then is a small suprapatcl1ll.f G£Mion. :No
large fluid c:ollection~ surrounding the knee are demonstrated. !here ',; mild-to-moderate narrowing involving
the medial and la:teral knee COl'llpartmc:nt as wolin! tlle patcllofemorai articulation. Grade 3-4 changes of
chondromalllGia arc present along w,e anteroinferior aspect ofthc lateral femoral condyle and the supel'ior aspect
of the lateral tibial plateau.

IMPRESSION;

1. Abnormallllkra1 meniscus. :F.lndings may correspond to extensive lateral mcni&calloar involvins tho posterior
and amarier heres, Clinically correlate to exclude previous partil\l meniscectomy.

:!, Mild sprain, medial collaterill ligament.
"

~-l-...' •
Pase 1 of2
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Feb, 1b.I~1IJ II: ??AWI

010-02-12 18:36
70765'2955 »

- --- -- - ------.:

VALLEJO OPEN MlU
JS5 ClLBN eovs MA1UNA ROAD. SVrra 11)J

VALLE10, C\ 94$111
Te1cpJlCll1C (707) 6014·1292 I FIl:C (707) 644-1362

: P4 Jf!F.FREY GAO. MD
975 seReNo OR
VAlLeJO, CA$46a9DlItll fIIScnrie~:JJ~10 1:31:0QPM

him: (8011) Ll'lWOIUCCOJ\llP M.IU ICNQ WIT.B'OtrT
CO/!.l1«ST

,. r............., d,g~••• ve ,_ """ .'"" , •• ""' •• of __ • ......, •••• "",
InUnleroinfcrior Upect of the literal femoral condylund superior aspect of the lateral tIbial plllteau.

Pa" Ii (707) !SSI.2lJ5.S

In complianco with recent WorJcer's Compensation legislation (Labor Code Seer.ion 462' 0) liM S703 (a) aad
"- Cod, '- 556): I declare u•••• -., of",","" dot I have ." ••••••• "''''' Co ••• .,.;
1l9j •••••• ~, _"" '''''''iJredin 11>. -. ••••• _~ •• If.,. ••••••• """' •• ,~ ••oflllJ'!a?wJoJgellld belie( _'" ",;q,,,,,,",,,~I_~=~,":.~;.

:·"ormation, I declare underpenalty tifP~thatI ":"li~Inf?t~be truQ. rUl'lhennore, this eYaluatl?n I~III
uu, , t d herem, that D<:evo 1 •••• • •strarlve nlr'eetorprovided to lIle:mo, ~ 1$ no eblished by the IndllStriaI Medical Councilor Adl\llDl
compJial1=Tt'ith the gtQdelLo.es es:a.. (j:\ "LaborC<lde Section" 139.2 or 5307.6.b (If.) ofsubdlVlSlon u O. , "jM:SIl1IlIUO pasagllIP ,-, ."'_' , ,

this )StJ,dayoflanuary2010.- 1'Jle Count,)' of Alemedu, .S'@IICd by me III '.

• '7215356r 0«1110'" •end of ,li•• _dc rcP0l'! or ~

Dictated: 0111812010 4:.1PM

,
. ,

-t',' ':"~-"" ~,

,
,l',
,.

\ -'I

\ ,

~

.,

.._,-------- _v--_.__ .. " .£.:1.-.
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From. Radnet Management Page. 1/2 Date: 11/30/20103:21.42 PM

VALLEJO OPEN MRI
155GLEN COVEMARlNA ROAD, SUITE 101

VAILEJO, CA 94591
Telephone (707) 644-12921 Fax (707) 644-1362

Sex: M

Date or Service: 11/2912010
Exam: (BOA) RTIWORKCOMP MRIKNEEWITHOUT

CONTRAST

WillIAM WORKMAN, M.D.
301 lENNON LANE
STE 301
WALNUT CREEK, CA 94598

Fax# (925) 944-0960

EXAMINATION: MRI RIGHT KNEE WITHOUT CONTRAST

HISTORY: Work-related right knee injury. Pain medially for six months.

COMPARISON: No prior imaging of the right knee for comparison.

TECHNIQUE: Study is performed on a Hitachi Airis IIOpen MRI unit utilizing the following sequences:
Sagittal PO, T2 FSE; Axial PO MTC; CoronallR, PD.

FINDINGS:

MEDIAL COMPARTMENT: There is peripheral localized tearing in the posterior hom-body junction of
the medial meniscus as seen on sagittal 18 where the outer meriscus is conjoined with capsularfibers.
Tearing is associated with small intrameniscal /perimeniscal cyst which decompresses into the
coronary recess. Medial compartment joint space is maintained noting mild marginal spur. The medial
collateral ligament is slightly thickened. Splits in the anterior root attachment of the medial meriscus
give rise to a small ganglion seen in the medial portion of the anterior interval.

LATERAL COMPARTMENT: There is a well-defined flap tear of the lateral meniscus which occurs at
the junction of the anterior horn and body segments from coalescing oblique and radial tear vectors.
There is associated perimeniscal cyst in the lateral coronary recess. Cartilage is worn to bone through
the outer third of the lateral Iibial plateau deep to the area of meniscal tearing and there is associated
subcortical cystic change with edema. Joint space shows some narrowing. The lateral collateral
ligament complex is intact.

INTERCONDYLAR NOTCH: There is scarring of the cruciate ligaments. Infrapatellar plica noted at the
entrance to the intercondylar notch.

PATELLOFEMORAL COMPARTMENT: There is chronic high-grade cartilage wear in the central and
medial femoral trochlea, sagittal 9 and axial 10. Patellar cartilage is relatively well preserved. Chronic
stress changes in the extensor mechanism are seen as enthesal spurri ng and thickeni ng of tendon.

MISCELLANEOUS FINDINGS: Overall, there is only physiologic amount of fluid present in the joint.

Page 1 of2
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From Radnet Management Page: 2/2 Date. 11/30/20103:21:43 PM

VALLEJO OPEN MRI
155GLEN COVEMARINA ROAD, SUITE 101

VAllEJO, CA 94591
Telephone (707) 644-1292/ Fax (707) 644-1362

Sex: M

Date of Service: 1112912010
Exam: (BOA) RT/WORKCOMP MRIKNEEWlTHOur

CONTRAST

WilLIAM WORKMAN, M.D.
301 LENNON LANE
STE 301
WALNUT CREEK, CA 94598

Fax# (925) 944-0960

IMPRESSION:

1. Flap tear of the lateral meniscus.

2. Localized full-thickness cartilage wear outer third of the lateral tibial plateau with bone edema.

3. High-grade chronic cartilage wear in the femoral trochlea.

4. Far peripheral small tear in the posterior hom-body junction of the medial meniscus with associated
small perimeniscal cyst.

5. Chronic stress changes in the extensor mechanism.

Ifneeded, the referring physician can contact the interpreting radiologist Dr. Meghan Blake at 415-922-
6767.

In compliance with recent Worker's Compensation legislation (Labor Code Section 4628 U) and 5703 (a) and Insurance
Code Section 556): I declare under penalty of perjury that I haxe nat violated labor Code Section 139.3 and that the
information contained in this report and its attachments, if any, Is true and correct to the best of my knowledge and belief,
except as to Information that I nase indicated I received from others. As to that Information, I declare under penalty of
pe~ury that the information accurately described the information provded to me and. except as noted herein. that I belie""
it to be true. Furthermore, this evaluation is in compliance with the guidelines established by the Industrial Medical Council
or Administrative Director pursuant to paragraph (5) of subdlvston Q) of labor Code Section 139.2 or 5307.6.

Signed by me in the County of San Francisco, this 29th day of November 2010.
Endofdiagnosticreport for accession: 194-00197

Dictated: 11129/2010 10:58AM

Dictated By:
Transcri bed By:
Signed By:

Blake. Meghan, MD
GG 1113012010 9:59AM
Meghan Blake, MD 1113012010 3: 19PM

Page 20f2
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TIME RECEIVED REMOTE CSID
ADril 1.8 2014 4:43:08 PMEIJT Fax Server

Fax Server 4/18/2014 4:41:43 PM PAGE
'/11/;101' 2:08 ft( FROM:FU TOI +1 (614) 7l7-6S00

DURATION PAGES STATUS
88 4 Received

3/004 Fax Server
PAGEr 001 OF 002

@orCallmoging
A RpdNet Imaging Center

NarCallmaging Walnut Creek
114 La Casa Via
Walnut Creek, CA 94598
Phone: (925) 937-6100
Fax: (925) 938-9940

Date of Service: 04-17-2014
Exam: MR Arthrogram Hlp [MR701]· Hlp - L

Copy to:
ADIN Healtheare Inc.
761 Old Hickory 81vd Suite 300
Brentwood TN 37027

FAX: (614) 717-6500

EXAM: MR ARTIIROGR4.MLEFT HIP

HISTORY: History of faIL Loft hip injury. Evaluate labral teer.

TECHNIQUE: Combination ofPD and fat-supprossed PD images as part of right hip arthrogram study.
Sagittal images with fat-suppressed PD contrast TI weighted coronal images. T1 weighted axial images.

COMPARISON: None available.

FINDINGS:
There is delamination of articular cartilage oflbe acetabular roof lalera19.6 mm with subchondral cystic changes
in tho acetabulJlr roof indicating fissuring of the ovctlying articular eartilaga There is partial tearing of the
juD;:lional ZOllO a( the chondrolJlbral iDteJ:facewhich has a more chronic awearanco.
There is •••.• tion of the labrum on sagittal imagea .nteriorly. The articular csrtilas. in the anterUr 28 an
shows areas of delamination of the articulsr curtilage .urfaoe.
There is an aspherical fema.1 head and neck junction, There is mild flbrocyatic changes characteristic on the
MR Iindinga seon in paticnlll wjlh femoroacetabular impjngemeat, 'I'b<a. fibrOC)"Sticchanges are in the laflral
femoral bead and neck junction. Ther. is mild solerosi. o!tho .ubchondral plate of the acetabulJlrrim lat<rally
both anteriorly and posteriorly in the acetabular rim, alao consistent with findings aeon femoroacelabular
impinganent Th••.e is mild spurring of the acetabular rim.
The g1utcuaminimus and medius tendons are intact.

Axial imases confirm mild aspherical contour of the femoral head and ndjunction.
Large liold ofview shows the conunon hanllltring!mdons with .ymmetric attaclunen1a with minimaltendinoais.
Tho contr.lJlllral right hip shows mild aspherical contour .nd mild librocystic chango as well

Confidential
PatIent: 008: 06-03-1964 Pogo 1 d2
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TIMe RECEIVED REMOTECSID
ADrll 18 2014 4:43:08 PMEDT Fax Server

Fax Server 4/16/2014 4:41:43 PM PAGE
",1'7/2014 2108 PH IJl.Cth To; TOI.1 (6141 '111-6&00

DURATION PAGES STATUS
88 4 Received

4/uu'1 Fax Server
PAG!:, 002 OF 002

@orCallmogihg
"A RadN~ IIllQglng (enter

NorCallmaging Walnut Creek
114 La Casa Via
Walnut Creek, CA 94598
Phone: (925) 937-6100
Fax: (925) 936-9940

IMPRESSION;

1. Th<reiJ IIPlxricaJ contour of1hc left femoral bead and n<clcjuDCtion. There are area. of delamination of
.articular cartilage with suhchOluhl C)'lltic chanp in 1hc acc:labular roof oflhe left hip in an area of
greater than 9.6 nun from medial to latersl ThiJ parlia1juD;:lioml h)perintrmity of in~ediale signal
consiJtcnt with degeneration ofthc labrum laterally.

2 Tho articular cartilage an corrcaponding sagittal imap .hows d"!lcneration of tho acetabular roof in a
greater than 2 em CKtentfrom anlerior 10 pOlterior II described.

3. Tho iliopsoas !endon is normal on corresponding sagittal imaga. The gluteus minimus and modins
tcndmu arc intacL

4. Large field ofview imagca show the cOlltralaltta1 right hip with ••phcrical contour.

End of dlagnoJtlc report for acceuion: 263732
Dictated: 4il7l:201411:55:36AM
Dictated By; Stoller, David MD
TrIJlS<r1bed By: KA 4I17n01412:29:21 PM
Biped By: Stoller, DavidMD 4117120142:04:28 PM

Exam requested by:Zilue Tang

Confidential
Patient: DOS: Q6.{)3-1964 P'lge2of2
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Fro",·]9?6~4090_6 _ . Flage, 216. Date 719/201022725 PM

Walnut Creek Orthopedics. Sports Medicine
William B. Workman, MD

301 Lennon Lane, Suite 100
Walnut creek, California 94598

Phone: (925) 944-0110 Fall: (925) 944-0960

Physictll Therapy Order Farm

[ Date; 06/Q2I2Q1Q J
patient Name; Blrthdate:

~

e arthroscopy rtiallateral m~s..etmL

• LEFT CI el~AnRALo RIGHT

eVALUATION & P-

I AROM
MROM

• PIl,OM

Q PRe
Q WORK CONOITIONING

a WOIl.K HARDeNING

I QUAD STRENGTH
HAMSTRING FLf)(IIIILlTV'

1:1 'RTC STRENGTH
CJ SCAP STA8 STReNGTI-I

MODALITIES TO REDUCE PAIN AND INFlAMMATION
SOFT TISSUE MOBIUZATION
HOMe eX~RC1$1! PIl.OGRAM

SpecIal Instructions:

Frequency; 2 Duratlon: 6 WeeksTimes I week

Plwslclan'sSIQret~ ~
William 6. Workmen, MP • James T. Ql.llntella, M-e
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s. PATIENT NAME (FIll! Name, Midtie Inililll, lB!II Nllme)

8. Addlos9 No. lIIldStreet

'0. Oa:'-llIlkJn ISpeciic Job Tilt.)
FIRERGHIDl ENGINEER

12. Injlllll(j iI: No. ond SlJeel CotI1Iy
smucruRE ARE SOl.AIIO

13. Dale and hour of Injury or Yr. Mo.llay Hour 14. Dat1iIllS! Yr. 110. D$y
Mgeld a>ess 00-15-2014 lI9:1S I'M lIIOtkOO 12-15-2014

15. Daleond~OIA'offillll Yt Mo.Day Hcu 16. HIWlIYOU(or)'OlJl'uIice)pnlviously
enmlnalionorbuat.-.nt 00·15-2014 09:43 PM treatedpaIIenI'I_
Palillnl"... __ 1IlIs portion, hble III do 80, 0lIIe1Wis•• doctor pleue QllTCIIeleImmlldalOtf. lnablily or laJlureol a pillient 10 mmpletlllllill
pol1lon shal not oIecI ~ figltls 10 MllWets' compenallllon under 1llo CIllIoml. L.alior Code

17. DlIItl'Ibe how Ihe eccldentOlIJllOllU'" Mppon84 (GMllIpecR; ot;.:t, mai:lllne.y or tl1emlcal. Use _ aldeWmore space 1&"",*00)
PT STATES: WHLE IU-lllNG RRE MY LEFTlro FEU OOOUGH A HOLE INA BEDROOM flOOR; SmAlNING MY LEFT HIP
HEXOR.I ~

la. SubjeC1lveCompllinls (U981evefge Wmores~ Is req~ed.l:
HIP PAIN Injury. WbeIe: JeflIIAl8f fronllt9l When: pta Iiow: during lire ijghliflg job • on S80Jnd !Iocr - II18I1I~ IDCIJIWith 1'llSfl1ra101 and
~ ,

19. Objeclive RndngG (U98 nwome V more gpace Is R!4JJred.): A. Physi:aI ellllJllinatbn: BP 151/105 I Pulse 84 I Tet1l'(Src) 07.6 F (36.4 C) I Resp
. 181 HI 1.753 m (6' 9.02") I WI 95.255 kg (210 Ibll BMI31 k9'm21Sp02 92·9$% General· WllWN. NAO, AlO x 3, cloChes smell d

llTIolcs Respiralllry effurl· no dstress, 110
B: XoIaY ond IaborWorY ",ul1s (Slale. none perninQl:

20. DIAGNOSIS (f OCCi4lIIlionaIltnetlll, spedIy eIoIcgIc agent iIId durelDI of upceure.) Cbell'lc8l (v toxic t'OIIl'OUnd8 invlWed?
. LEFTGROINMUSCLE8lJWN PrimaryIC09cooe

843.9
SelxnWy 1CD9Codo

KAlSFIl PEPUANEm-E llId lil1IbJft noIify IqIloyer '" tis Uljury? Y 1nqU;y nUr to: rMl 01ll71'.lO9
KAj§~E CIalmit.001:0'1--15-2014 V"'i1:02-IS-2014 11:4l RepoItDoto:02-19-2014 Pi••I:N
DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR IIMlIlSS - STATh-OF CAUFORNlA
_ 5 ,",,01 jOID'lnIW ••••••••••• "*'I " ••••• 1•••• iljIIy or -.- ••••• lIOIcqJiIs ~Iti< """tlollll"""",,",,, w_· Coo,,,,,__ ••••'""'" or •••••••
_~. f•••••"'IIo. ~--.llIjllIItllllY IIlIIIIin•••_". <ifiI~. ~""_"dlafloIOdor..".,ad ~plliilllIq. _. "llI'" •• """

... i _ P. _ 8IIlf_ CA9414H1lO3.ondrlml_h_bY_ •••••••••2A••••••.
1. INSURER IIA1IE AND ADDRESS

S B01l611107ll EVILLECA 95861
2. EMPlOYER NAIolE

CITYOF VAlllJO
a ItddIesINo.andSlreel ely ~

555 SANTAClARAST VAlLfJO CA Il45lIllOlXXl
4. NatUIBat Busir'll!lG5(9.g. foodmanulaeUing. buiktng CORI"~. iii;a;ti ~ wu."j~ii'; clot••&)- - _. ".... - ... .

{707L.f.l4S.4365
6. Sex 7.

M

lncU;by

- -Coo"",'---

City
VAllEJO

Dllted Yr. Mo. Day
BrIh

9. TeIepl-<lne Numb ••

11

Age

21. Are YOIII'findil9l and cilgnoal6 CIOflSis1Enl wI1h Ihe padenfs account of ir1ury or Onsd ti Illness?
I 'No' ",.... 0llpI8in:

22. Is 1horolJt'l.OIh1lr CUrreri conlllion 1IIol •• l ir'1J"de or ~ patient's mcover(l
r 'V•••' please .xpillin:

23. TllEATIlEIQ" RENllBIED (Us'IVVllr&9sIm r ITlOl8 sp;KJeIs rsquftod.)
ED cc.lrM • stable, concern about low pox· asymptomatic· perl1aps due 10 recent fireh;moke i1haIation VSGhmnic inhaillijon PLACE OF INJURY,
INDUSTRIAL PLACE Note: "il W to cec med to VUp LEFT GROIN MUSCLE

U. I furlhtr InlaJm8nl requinld, spociIf trealmonl plan, eslImllld dundilll1.
ZTANG M.D. ace HE ••.•..rn.

25. nhoopllallzedIlll~, tjie ~ nameand locailon.
O2I1B114
Yr.Mo.Day Estimoled stayDall

,l"iQ1ltd:
2ll. Wen Status· Is palien ebIe kl peolam UM\.lIPr! Y "No'. dais when patient CM "",m 10: AeglArwork: 02-18-2014

Ran\'.:1iIna; SEEm _ Nl::VIEWen B~.'1-..... McJ<iIiedW<J<k;
Doctor's S;"'ilIum: ' • ~ CA Uc:enso NIII1ber. C504480
Do:b's Name I¥ld D4g11ltl.SPERANOIO, JENNIFER, ~ TREAllHG MD IJ IRS NurnlJor. 94-2728480 .
Mll~ 915Sl!ll!1'iO lJIlve.VaI1tljo, CA94589 Telephonetunber. (701)115H37D
FORM 5021 (AEV,4.5) 1!192-6i 'If_ •••••••or_ to111_ I., tnowlngly Iolleor 1I1IIlUenI__ Illl"' •••••••
lll362 (Ibw ,2-93) "'_00 lOt I!II putpOItofaIaln~ '" den)lng •••••••••••••• _ •••• _ 01 POWJlll"" 10lIIIIlIr«•It...". >2.5
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KAISERPEIlMANENIf CIaImI: DOI:m-15-2014ViBt02·t5-2014 21:43 Roportll*ll2.19-2lI14 FInaI;N
Pa_BRUNSCN, JAlIES P Mll:Oll1/1l1Oa WCAIl#: FAC:VAl. CDrlIaltf707l65H370 Caniot va r~avoiobII):
DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS

CoNIIIBdoo

I I

• STATE OF CAUFORNIA
Page 2

II
I I

18. CoIrpIainIs oorUlued;
through a l'cIein the Iloor" his IoIt Ih~ and /eU larwwand _with pain when he /leJl8S his l1ig11up atllle aease In hie 9rOO. I'/l)
Ito flAI), Fi!Illh for almost 30 yeBlS. Bikes eo miIoo B week lIId doeB other .X'rei •• , denies SOB Ex8ceIbaled by:mevlllMnl
Relieved by: rest Meds tried: none ROB: ConsliIutional: No lever GastJointeBtinal; no NN

19. Fi•••• i1Scontinuelt .
A. lad'tfpnea Sktl· warm. dry. no IBl1les Normal gal Perr1a,saml,ned\ lrom tf . RRR lwlll5 • CTA bilatsralLel1l1~ • 110mbUl pain v.1th

nexion and 1Ibductlln, no bnise or &WeUilg 01111beer weight on left h~ Independlll'lt lV'iew 0/ 'm.y, my nwl: No Ix

B.

23. Tt'i8lme1ll wn"ued:
STRAIN t>loIe;motrin, ice. reassured, wOlknole fora COIJpIe~ OFF WORK: 211fi2014t11roU\lh2l1712014, RTW-FD 11lI18114.
COndnlcn at dlIdlaIge - S1able R8lIm for wortenlng or no Impll7lernert

RECEIVED

MAR 06 2014 A

OSCWest

."
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2014-02-2013:10 occmed 7076512955» P 3/4
KAISER PERMANENTE Didemployee I1OIi1y C!I\Oloyw01ihistnlury7 V lroqulrymleno: MR 019n900
KAISBJI PIlIIMANEN'I1; Claim": O()l:IlZ-I;"2IJl4 VI,it:02·IR·ZOI4 1S:j(\ IlcportDot"II2-19-21l141'i,'"I:Y
DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS - STATE OF GALlFORJ'lIA
WIInil5cloys01YOUI\WII ""milalgn, klIOVlly1l"allllloonlllJY or Ittll, l~ IWO0II0iiloIlh~ lWJIl10lilee"'l'illOll~Will""'" C"'l'IlEliIln h""""",, emi •• r ItII S1111·
--""1'10101. F.l ••• 10.0 .\inolyOoctor·I"'lJOllmoyro:;ulh 0__ or. d>i po,,,nv.ln ItII 'os, 1>1ilog_ or"""",,'" "",,,1<10poIoonlng,"""'. "'PI.r mlS roport
., OIYfjon01W/J Sll'tisl", •• d Ro•• ' •••• P.O.1Ius~20!IlI,~on' ••n_, ¢II 941'12-061l3,.nd nollt;IIIdr~01_ oIfinol•••I'I••••••• withmi!4hourn.
1. INSUReR NAME AND ADDRE66 PIaavl onoJ

VORK INS sves PO BOX 519079 ROSEVILLE,CA 95661 UlNIlhll cDiurntl

2- EIIPLOYER NAME Case No.
CITY I)'VALLEJO

3. Addr••• No. Ot<lSireol Cily Z'ip InllJ51ry
555 s.wrA CLARABT VAUfJO CA 9459001m

4. Nature ol8usinoss (e.l/lood ma~faCilling, bLilding canslruClion, mi:IJ1",ellwomen, clOlhO&l County
17071G46-4300

5. PATIEIlT NAMI: !First Name, MIddle Inili.l, Loal Name) 16. SCi 7. Datao! Yr. Mo. Day Age
. M lI"h

Oly & g, llllophonll Numbol HlIWd

VALLEJO 945910322
OccupSion (Spedr~Job TIile) - 11, Il: OI$Oaso10.
firelinhllf

12. Injured aI: No. and Sirool COunty , HOOpilaHzallon
STRUCTURE FIRE SOLANO

13. Dale and hour of irjJry or Yr, Mil.Day Hour 14. Dale last Yr. Mo. Day O~lion
or~ 01illness 02-15-2014 09:15 PM workod 02·15-@14

IG. l'i8J8and hour of lirsl Yr. Mo. Day HOlI' IS. Helveyou (01rour offlCO)prevIoUsly Retum
••• rnJnllloll 011'081100111 02-1il-2014 03:58 PM 1J1l8l@d08llenl1
P1IIIOIltplease eOmplole lIlis paJ1lon, • able 10 dIl Iii Olhorwile. da:klf please complelo immlldiale~. Inablity or failure of a patil'11 ro complele this
porUonshaD IIOlall,,,,1hi$lhor 'Ighls 10worke~' oompllllSarlOnunder 1/10Califomia Labor Code

17. Describe hew \hC 8ttiidenl or Giposure happened. (Give specmc objecl, nad1llWll'yor GhomiGai,Uso reverw ~1Cb• mo(() epace ili reQUired)
PT STATES: WHILE RGHTI~ FIRE MY LEFT LEG FELL THROOOH A HOlE IN A BEDROOt.! FLOOR; $'rRAINING MV LEFT HIP
FL~OR.

- -18. Subled~eCOrnplainls (USlll'OVClSe n mO/ll "PICC 10'.q~red.):
Mechln~m of Injury; He WlInt inlo llJO/II with regpiralor and lelllhrough a hole In lhe fleer with his leU Iligh $I\d feillorward and now w~h
OMI

19. DbjedMl FlnlllrlgS(Use fGVlIfSeIfmore S(laCllis ,"quitsd~ A. ~i'(tIlloaioxamll1Blion:Physical Exam: no apparent dslress BP 1a718Z I Pulse 971
5p02 1000/0 Gait no anlalgic Left th~h - mild TTP at laleral gt¢in area. No hernia. p(liJ and mild redueed ROM with flexion and
aIld~ion, no ~rul$ll cr sWelIng Can
B: X<ty lind laboratory IllsUts ($tiro if none pendilllll:

20. DIAGNOSIS Of occupallonoiliness, specify OIOlogicagenl and dur~1ionolllX]JOsulI!.)Chlmical r" 1~ comllOunas IIWCIVeIJ7 N
SIW\IN OR STRAIN Of HIP OR 1lliGH IL) Primary ICODCode

84U
8 ee ondl\lY lcoa Code

21. Arqoulfindings end diagnosis consislenlwlh tile 11311o""saD'4Jnl or ~ury 01OftSol0/ ilWs? y
_ !I'No' ploaStl explain:
22: ISihere any acher alntnl COIldUlon1hal •• 1Inlpodo or delay pslenrs rncovery? n

IfYos' please eXliairt
23. TREATMENTR~NOeRED (USOrwer.;e side if mora ::po,. is ""lulfod.)

SPRAIN OR STRAIN OF HIP OR ~IGH NOle: kill, acute Conlkl;.e icillg and NSAID Physical Therapy Trealmenl AUllorizalion RequeSl Pllysical
Therapy tarqeled allaft hip ood If.!tt up to II visits 0Vl![4 ••• eks klr

24. II further IrelllnlOtllrequltod. specify uealmont plan, estimated duratien,
Z TANGMD, OCC HEALTH.

25. 'hospiliflZOd as inpa~enL givo hospil.I.,..,. all(i lOcaliOl', Dole
Admillod:

26. Work Sialus -ls pallen! ablo to pIl~ornl uoual _? N II 'No', dall:lwhen patient can return to : R09ul~' Wllrk:
RostrioUons: SEE 123. Moalllell WOlIt 02·16-2014
Doclor's SiDnatu,e: CA License Number. 10D782A
Doctors Name and llogrOll"TANG, Z1LU~,MDTRlOAllNG MD IRS Number. 94-2721l48O
AlllIress: 975 Seleno Drive~VaRajo. CA 94589 ,oleP!lona Number. 1707)651-1370
FORM 5021 IREV.4.5) 1g92-06 Atrt -. who m.k.O•• ''''I'OS 10Ilo IMdc lIlYknowln!Jlr10••• , I",udul,nl ••••• dol '101O,,""'.r ,,_I
90362 (Rav.2-93) I1!PllI!IlI1tllla1t tor IIlilPllPll90 of eblll1ltlng III IIIl1y"" IIOrto18' •••• JlWIIIon Ilono/Itl Dr POym9'''' is glllily oIlloIony,

EsUmlll!ld Slay

v2.5
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2014·02-20 13:11 oeemed 7076512955 » P 4/4
KAISERPERUANENTE Claim': 001:02-15-2014 V~h:Il2-18-2014 '6:66 Rvilol1lllllc;O;l-19-2014flo.tv

P !,I:ljJl077llll9 WCABI, FACNAL Coota<~.(7071 e51·1370 Carrier DOl (!avoilDbIo):

DOCTOR'S FIRST REPORT 01' OCCUPATIONAL INJURY OR ILLNESS
ContlnuBlion

• !trAit OF CALIFORNIA
P.ge2

17. HislOrycCIll1J1uod:

18. Compl.ints wnlinue~:
when he ne:mG hl9lhijl up 01 the crease il his grail. Chief Complaint; LEG PROBLEM. a 49 Y male presents wl1h
Iell nnel' groin araa pan. , ER visiled, leM hip xr nC1Jilliv9.lbU given, Some imprOlJIng, but could not climb. Prior lteetmert lor this
I~ury/ilness: as above Curren complaints; as above, Review 01 Systems: CollS1ilutional: negative for fovers or chills Musculoskeletal:
negalive for 9eneralze~ myalQlaSlarJhralglas Skin: negalive for rash or pruritlle Neurologic;aJ; negative for weakness. bowellbladder
Incontinence. or olLlTl$in96S RelevMt Medicllllono: none Allergies: RO\iew of (lillienl's a.orgiee ildieatee no known allergies, Sociel
Hi$lory: repollS !hat he has never slTlJked. He aoas IIOl helle any smokeless tobacco history on lie. Occupational History: dale last
worlced: 02I15t14 Ael""enl Past MedcaVSurgical History. Palient denies prior relevant inJII'IIl&,slJl9llrkls lrld Prior iMUSb'al
injurylsurgety • bli knee sip surgery Relevant Family HIs1ory: No lelevant family niSlOty Hobbies/Leisure Activities: Palient deni8ll any
IlIIuvanl recrealionellleisure activities

19. Fiodlng$colllinLllld:
A. bear welgnlon lell hip. Addilionallnlormation Reviewed: Data Review: Reviewed r.diology I\lsufts: left hip nQ beReviewed Q1hfjr rt\;ords:

HQ not!!!lIl!VlllWlld

B.

23. Troaimeoll:Ootioued:
Irxliliiduallrn;lruction, hQrne exercise progmm.l1erapeutic lecllniques to OOoroase pain and Wlarnmation end 10res lore pre-Injury
fulctlonal SIaIUS. This is con"'l ~ ACOEM gU~lInes. Work Slalus: Modified duly 2116J201'1ll1rough :lI4I2ll14 Squatlkneel, knee
bending: NO! at all. Clmb ladders: Not al al. Use 01scaIIoIdslworll at height NO! at all. L1rtJc:urylpushipull no ",Oil! 1I:lan 10 poonds.
flewm to Clinic: 3/412014 8:30 AM CausatiClll: The slaled mechanism is consistent wllh my cPnicai examlildings and no informstlon has
been p!esenled !hat \\Ould indicate a cause other Ihan Ihe alleged employment evenVexpooure.
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KAISER PI;RJ\'lA.J:'I1!Nl1! aaimll:CVCH-546693 DOI:~ti.l ~~2914 Vioil:O;}-04-20141l8::l'7ll<punI).lO'03-05-2014 Hnal:N
Palialt: P MR:0I917'J09 WCAIIll: PAC:VAL CanIll<t:(107)~1-131O CIrri •• 001 (if •• an.blo):

S~ of CBlifonia.DiVilioD orWoriltJ"S' Compe~OD
PRIMARYTHEA'l1NGPHYSICIAN'S PROGRESSREPORT(PR·2) Page I

Check the ~(e$) which indicale why yoo are submilling 0 topDlt at lhilotime. If \he'paliem is "rennOnenland Stationary" (i.e. , bas
~ aw.illllllD DJIldiad. i l .110 not me lhis form. "{OUm ••~ "we Form "-3

1L l'&lielu'will be •••••••••• I!J pree\udod from engB&ing ip,hWhCl usuolllll<l C•• IOIlIIlI}' oeeuparion If ~ or'-lIOl'ei'ar'e_
12. I'W:nt'.<Ondilioo i.JIOn1'.",",,' lind_oIlY widl restdlW dl"lblllty on: you -.I oae F••••• PR·]
13. Porieo. will ui•• fvIure mtdiooJ we 01' •• rrdYe rt.
14. 0a1m0 Adlllinm-,. l'IIIiab.: J~.SSN
YORK INS SVCS 11. Name

18. AddJoos
/9. City v CA
20. DOl 0 64
23. Phooe (
25. OceuPa

21. ax t866) 548·1Jli37 . 28. aaim C

'95661

Zip'945918J22
22~Sex M
'24. 1'""

PO BOX 619il79
ROSEVILLE
CA

422- AIl

m. Empl6yerNorne: Cl1YQFVALLEJO 31. EmplPYerl'boM ('107)648-4355
1liC ,nrOlllllUio. bdiiw must be providod. You may .• se l1Iia roriri qc yqu "'y 'ubsti"le or IJlPCIId • nllllltivc·ltpOrl.
32. .subjectlft Complalntsl

49 Y male presents wilh leftinncr groin """'Pain.
Some impl'Qving, bur Sliil could not dimb. PT once 50 flll".

'Prior treatment for this injurylillnc." •• above
CUrTent complaints: •• obo-;".
Review- of System.:
Constitutional: nego!ive for f_ or chills
MUllCUluskeli:taI: Degative for seneraJiU4 my8lgi~artJtndgiu
Sldn: ilegative ror rash or pruritus
Newological: negative for ",calrne5$, bow~1Iblildder incontinence, ·or
dulllSinos.
Relevant Medication.: none
Allergiesr Review of padenl's allergies indi~ no known a1181iies,
S«IaI HiilO!): repotts!hal he has nevcr.nxitcd. He dooa not ••.•ve any
·.II>Ol<£le •• lobaoco hisl<lly on .tjJe.
Occupational History: dale lost worked: 02115114
RoIev•• t fast McdietllSurgical Ifurmy: Patient deni •• priOr reIovmt
injurieshu~ and Prior indolslrial iIIj!Jry/.utge.y. !iii imee.slp
Mgery
ReJeVliDt f.mily Hist"'}': No relevam· flllllily hist<xy
HobbieslLeisureActivities, Patient denies .oy.relev"",
.-.,crea~onallleisure lEUvities

REceIVED

.MAR 2 SZOf~ A

OSCWest

33. ObJedlve Findings: (lnchide .ignifocantphy&ical examiil.rioo, Iaboramty, imogi"ll. or odler diagnostic findi~.)
Physical Exam: 00 apparenl dlsness
Gail: lIP~la18ic
Left thigh -.mild TfP alla1er.ll gl'Qin area. No hernia. mild reduced ROM
wid> lIexion and abduction, ·no 'broiJle or swdling.
Can be¥ weighl 01\ left hlp.
AdclitiOnalInfonn.tion Reviewed
Om Review: Reviewod radiology resulf<' left hip no fJl
Reviewed other reoords: He ~ reviewed

34. Disgrll,.IiC Studi •• ~

000221



KAisER E·-elaimI:CVCIl-~U 00),(12-13-2014 ·VJllt:03.()4.20 1408:37 ReportDIIIO:O:J.~IHOI4 FI•• I;~
_"B MJ\;OI.977900 W~ F",e:VAL 0>0nact:(70716SI-i370 Carri«ooi (ifavBiloblo):

State of Califol'llla D1w1slon of Worker1l' ConrpensatloD
PRlMARY'THEA TINGPJi¥SICIAN'S PkOGRFSS REPORT (PR.1) Page 2

'35. Diatnoea
III
SPRAIN OR:SJRAIN OPHIP OR THIGH (1:)

IiCa.9 843.9

1tD-9

36. tr.-Joiit Plaa: (ludlldeJ_CJl)ent. renderod 10 dale. LId!••••••••••••~ ••••••••••••!Ioll or ••••••••. lralmtllt(.). Spedry
""n5llhalion/r:tCerraJ,sutgerl'•.•••fho&pitali1Alion_Idel!~at~h~.ician and_-physician """"dot, Specily type. r~ricy·and
dutalioil of pII)1ical medicine ."",",", (e.g ••Jlby,ical·tl\trapy, lIllIOipolation·, •••• pv~). Use or CPT codeI is ellCOlllOge<l
SPRAIN Pll.STRAlN OF I;llP OR TIUGH
Note; lof!:. ·aCllle. improving.
Plan: COntinoo'icing'and NSAID
I certify the medical necessity of the care and have reviewed' and-aJ>prO.e
.thePia. 'of C..". Continue·PT
Work S~.: Modif\£IIclulYadVIJII;:efJ. 314/20"1 through 311'8I2014.Sqlllllltnecl. knce.beOOing: Not at all.
Climb 11lddoiJ: N:'" alaU.
U~ of saffillcla/wQrk:al height: No< at >ill.
Li1Vcany!pushlpull no mono. than 20 pDllJlds.
Return to Clhiic; 3/1812014 8:50 AM

Causatlon; T!le S,Ultedmechanism is consisll'nrwith my cli,nica1 ellllII
findings and no informatiojl has been iJr=nted lhat would indiCa1e a ca.w.·
Olher than the:allegod employment eventlexposore.

nIbw ~b •• 1d1•••_lD ~ pia7

39. Other PhysicitlJllNoa..J'by<ician Pro";d ••• :

40. 0JuJls;

41, PhysicalMedical$ervi~
44. Hoq>italil'ollionlSo'1l"'Y Doi£
46. ti>•••llltJOl11Ct;S~:

'Work SJatus: 1bis patl~t hu heeD bIstruete4 to:
47.U••••.•••.NU dillJ qn . '!IfI! "" 1IiaI~ "" ••• tridlolil.
48.~ _bl...utlod •••rlu" 0341-2014 _"'r.lJowIo&_.r_
49.U_
SBJ;~.

42. Times per Weol
45. Hospiializadonl SD'IlelY

43. Dnnllion:

50: D ~ •••dbdIorpd~""reeI (lIiI_t oiilODiiIy.r _toO •••. iu •••• ~ _i.
SJ·D POIItIll •• ~ ~ -. "'Iio&UIl: lD iIIIIJirr •••• MIl _-., ••••••••••• 0Dd ••••••• ~-.

lin -... (RnIioDo •.••
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KAISER PERMANENTli 'C!oimt:CVCH-S4Ci69l 001:01.- j5-20i4 ·Viril:O:J..Ool-2014 We31 RepanD""03-4S-20' 4 ••• ai,N·
P MR:OI97'm9 WCABlI: FAC:VAL ~(707) ~I·moCirri••DOl Ofa._.t-

. Slite ofCallfonla Di~oD of Workers' CompeasatloD
,-lUl\fARYTItEA TING PHYSICIAN'S I'ROGUSS REPORT (pR·~) Page 3

RECelVEO
w« 25 20'~ A

Q5CWest

Signature ~-..a.t
54. Na,me TANG •.ZlLUE·
56. Addrt" 975~iato Drive, Vllll~o.cA.94~B9
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KIITSlll\ PBRMANENnl CI_CVC!f->466'IJ 001:00-15-2014 Vilil:03-1S-2Il14 OIl:SJRtpMllalt,(lj.19-2014 FinaJ:N
Puienf. MR:01977909 WCAB#: FAQVAL Con •••• :(101) (61.1370 Canl<t 001 (if aVli1able):

Slate of California Divisioo 01 WOlken' Compensation
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (pK·2) Page I

Check Ihe box(es) which indicate why you are submitlins a report at this time. If the patient is "Pennanent and Sllltionary" (i.e., has
modi< . Y OWe_PRJ, . ,

~ '~ { '..:: -', qj 11 f __ " .~, 1 _. ~'I' ,I ~;.r ~"I~~.,T -_ ~"',I~'": I.' ." ~.
' -- -,., , , " J .• 1- ,. ,

.I~"f'\~~/ ,'.., "r ' ,." ·t,:.':~1:~_\;, :-~" "~I ..>,(-~~;;".~ .'.~;'-" ~.~, , ... , "

~,"-~_'':~'~;~I'" ::. ~,~~',~'IJ~:>~~'~r:"_ ':1 ~. 1, ,< 'J t~_. ".: ,_ .. :~:
.. " r , ,.

" .
1

<' ,\'-b .~J I" '" ._ •• ,'.' - c - .,' . " ", I ' , '. ' "..' _. _ ._ ~_", _.. ' • -, ~,

It. l'IIienl wiD be pCI1Illll1en1lyprecillded from cngegina in bioillor \llIuaIand clllllmllaty oocupaooo If •••y ~ •••••••••• are dIecl<ed
12. Pllbeo>t'. C<lQdibo.is _oDland 51a1iooary with micl\llll disability on: yOB mlU!...., 11_ PR-3
13. Pari •••1will req.ire 110_ medical eate
14. Clabo. Adminiotrator hlleJll: is,

YORK INS SVCS t7. Name
J8. Add_

PO BOX 619079 19. City te CA Zip 945918322
ROSEVIlLE 20. DOl 0 3 1964 22, Sex M
CA 95661 23. Phone 24. Fax

25, lla:upati
26. Phone (8001422,.7244 n, Fax (8661 548-2637 28. aaim C WCAB

30. Employer Name: OTY OF VAllEJO 3 l. Employct Phone (107)648-4355
The infonnation below mo.t be provided, You may use this formCl< YO"may llUboliro •• Cl<append. nllmlliqe report.
32. Subjective Compels:

is a49 Y male presents with left inner groin area pain.
Some improving, bill still could nOl climb. Pr 6.t. StillliOre with lifting
left leg. Could not Slreteh the thigh out.
Prior IrealJnent f••.thi. injnl)'liIlness: •• above
Current complaint:!: as above, RECEIVED

APR01201~:V
OSCWest

Review of Systems:
Constitutional: negative for fevers or chills
Musculoskeletal: negative for generalized rnyalgiaUartIlrstgias
Skin: negative for rash or pruritus
Nellrological: negative for weaknes., bowelJbladdcr incontinence, or
clum&iness
Relevant Medicalions: none
Allergies: Re\'iew of patient's allergies indicates no knowa allergies.
Social Hislory: reports that he has never smoked. He doe. not have any
smokeless tobacco his\Ol}' on file.

Releeant Pest MlldicallSlJI'gleal Hislllry: Palient denies prior relevant
injuriesl'surgerills and Prior induolrial injury/surgery - hil knee sip
surgery
Rdevonl Family History: No relevant family history
HobbiesILeisure Activities: Patient denies sny relevant
recreationallleisure activities

33. Objectl"" Findings: (lnclude signifl()IDt physicaleuminalioa, laboratory, imaging.Cl<OIherdiagnOltic finding s. )
Physical Exam: no apparem distress
HI' 14'l11lO I1'"1",, 70 ISpO? 97'1._ ...
Gait: no antalgic
Ldt !high. mild TIP at lateral groin area. No hernia. mild reduced ROM
with nexion and abduction, no bruise or .welling.
can beat weight on Id'l hlp.
Additional Information Reviewed
Data Reviaw: Reviewed tadiology l1ISOllll: left hip no fx
Reviewed other recook: He note. reviewed

34. Diagnmtic Srodit.< Ordel!ld:

000224



K.AISEllr~NBNTB C1Iimj!;CVai-~46693 001:02-15-2014 Viril:03-18·2014 08:53 Rc:porIOoIc:OJ-I'J-2014 fWl:N
I'Idcd!BRU~,JAMllS PMR.:019779M WC~ PAC:VALeo...r.(707) 651-1370Drriorool(if.ni1ab18}.
. State orCall'OnDa Division ofWor!Ie[$' Compeosation

PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (PR.2) Page 2

35. Diagnoses
111
SPRAIN OR S"ffiAIN OF fIW OR THIGH (1.)

lCD-9843.9

2Jld 1CD-9

36. treatmtnt .,..: (lDdlUktRa_t RIIdmd 10datc:.LIstmdhods, froqlltllCY and doratIoIl or lUIIoed Ire8lma1t(s), Sptdfy
COIl'lllliUlonlrefcml. Slltgety.llI>(l ho$pilJllizalion. Identify """" physician and nOD-physioian provider. Spooify type, r..qvenoy .nd
dw'o!ioa of phy.i<:al medicine stn'Ices (e.g .• ph,.lca' th,npy. manipulalion, acupunctu"'j. Use or <PT codes is cncnlll1lgtd.
SPRAIN OR S'IRAlN OF HIP OR TIllOR
NOle: left. acute, rio \abrnm rear
P1an:MRA

I hllve reviewed tbe Physical Therapy progress notes. The jIIllienl hll6 shown
functional gains from rherapy. specificaUy improval raege of moliou.
improvmnenl in lICuviues (If daily {Mng and noduc1iOll in wort
reslriclionll.l am requcstillg aothOrizatloD for aDadditional 4 visilS of
physical Iherapy over 3 weeks.

---we,rt.·SlG;us:·Modtflllddstysd,·anecd· 3i181'ID14-1hrongh-41-l.'2014 SqUlll/kllUl;-lmef:·bcr.ffiftg: Net lIt·nIl --
C1imh ladders: Not a1 all
Use ol scaffolds/work al height: NOl al all.
Liftlcarry/pushlpullno moo: than 20 poun&.
Retum 10 Clinic: 41112014 1:SO PM

Causation: The Slated mechlll1ism i.coDlistenl with my clinical exam
fmdings and no iof(J(Jllation has been presented thar weuld il1llicalc a cause
other !ban the alleged employment event/exposure. . -0.- --
37.1Ia",lIIenlb_",~io_bnmlplon1

39. Oth••.Pby<icianlNon-Phy.iclan l'rovidas;

40. Drug"

41. Physical Medical Service:
44. " ospitaliWioolS\lJgery [Me
46. Cnnsult!Olher Servic:08;

42. Times per Week
45. ,Hnspil3lizatlonl Smgel)'

43. Dlntion:

Work Status: T1IIspatient has been ill5lrndEd to:
47.Ul\duu '" IldId.aYdQ willi••••• _ or __
48.[!g Rel1Im10•• dlll••h",,:""n 03·!8-2014 .illl lb. RIl1nIlIgr"''''''''.r __
49. l imltet••••.••
see 136,

50'8 - dio<Jlaretd•••••.•• !dopc.-..diIoblJl*1 •.••••••. fIIIure_ <aRlo
51. _ io..........-dypre<1_ rron.eneoclDc Ia~iIIJlcr_••••~ -.n...-I tbc_. __

~ Haacrd petJDUeI1t. ...~.._--
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KAISER PERMANENTE Clai ••• :CVCH-546693 DOI:02-15-2014 V;,il:01-11I-2014 08:53 Reponl)o!c:03-19.2014 pjpoJ,N
MR:G19TI909 WCAIlI: FAC:VAL Cootad:(707) 631·1370 camuDOl Ofa."lablc):

State 0' California oirision of Workers' Compea!llltion
PRIMARY TREATlNG PHYSICIAN'S PROGRESS IlEPORT (PR-2) Page 3

RECEIVED
APR 01 2014 V
OSCW6st~

!!Joe_Ill
54. Name
56. A~&9

PrIma.l-yTreating Physician! (original signature, do nohtamp) S2. D".............. 03·18-2014
I decIarc: IlIlder jlt11IJty of porj1ll)' thai this rvpon ili Il11Oand ~ to die be<t of Illy knowl. 8Dd thai J have no! violallod labor code 139.3 which
pr<>hihiUreferral to a physleian or entity widl whom tile physjc;.n has "" .1l1.wfollillaneial i•.-t.
The P••.••••••••• Modical Group, Ip£. , 53. IRS Namber 94-272ll49O<:::i KOJ O(Q lpatianal Health

;

Specialty·J Signalll1'e Date
55. California Uc#
57. Pbone

Signature

TANO,Z1LUE
975 S......, Driv<; Vall.j., CA. 94589

-.2.9
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•• INBOUND NOTIFICATION : F REC
TIME RECEIVED REJIlOTE (SID DURATION PAGES
Na •••••h 25 2014 4:45:34 PM EDT ace med 138 4

2014 51 DeC mad 7076512955»
I"dl,onl: MR:OI977909 WCABt, P!'t:::VAL Con~1CI:(707) 651-]370 CUll'icfOOI (if >V.ilobl.):

State of CtIllfornil,DlvlsiOn of WQI'k&r\!;' CDmpel15iltlDII
REQUEST FOR AUTHORIZATION

DWCFormRFA

AtlilCh 1he DoCllor"s Flnt Report of OCCUpallOllRlldjury or 11IlleS$, Form DLSR 5021, a Treating Physician'S
Progress Repor\, DWC Fol'l1lPR-Z, or equlvalellt lIllfl8tlVo repon subStantiating the requested treilMenL

New Aeque~ l'\o:;ubmlsslon - Change In Malerlal Facts 0Retrospective Review

oexpedited Review: Check box If employee fat::eS an imminent and serious Ihreat to his or h@rhealthoCheck box if request is a wrtnen confirmation of a prior oral request. 0Updated Request

STATUS
Received

p 1/4

Name (Las!, Fkst, Middle):
Oatll of Inj~ (MM'OONVYY): 02-15-2014
Claim Number;

Date of Birth (MM/DDIYYYY):
Employ~r: CITYon ALLEJO

Name: T ANO. znna
Pra::tice Name: K:1i•• r Po,., •••••• KOI

.!ddress; 97S sc~i;"

.EP Code.:.- 94.ll19 ?+:~('71)7) 651·1370

~ialty: -----nro uw
E-mail Address:

Contact Name: t4\aID_'ila:~_~_· -
City: VoIltp State: CA
Fax Number; (707) 65102955
NPI Numller. 12050)14i1

m
Com y Name: YORKINSSVCS
Addre~: PO DOX 619079
ZipCode: 95661 Phone: (B~142:l-7244
e-mail address:

COnlael Name: SCHAUNNA MCBACHRON

_C~: ROSJ!VIU.B State:CA
Fax NurnbeqB.f, .1II7fS? ~ ••. Ul g'". l1'b'\

Llsl Qac:hspecifoo requMl&d medicBl8elVicea, good3, or .ums In lhe Ilo!IOWspece or IndlCale the spocltic page numDer(s)
of the ll11llched rmdical report on which the requestlld lrelllment can be found. Up 10live (5) procedures may be emered:
list additional requests on a separate sheet it Ihe Space below is inaut1lciunt.

DiagnosisJj;CO'Code ServicelGoodRequested CPT/HCPCSCOde
(Relluiredl (Required) (Raquil9d) (IIknown)- -

Othor Information:
(Frequency, Duralion, Quanlily, etc)

MAl 1 llC<j\ltst MRI L hlp

ThQr$ are, reque&t(s) on !hIs Iorm. Note: Above data may be trune;J!ed ClUe10 IhSlJIIlclalll space.
see conlil'lUa~on pngeu.

Requesting Physioian Signlllure: Electronically Signed
TANO,ZlWe

Da1El: 1»)-25-2014

.
'APProved LJ OenJlJd or Modilied (See .epllrate decision letter)' Delay (See separate notification 01 delay)

Requested treatment hQSbeen previously denied 0Uability f(J( treatment Is disputed (Sell "parate letter)
AuthorizationNu~r (IIassillned): :
AuthorizedAeont Name=-- Si etlJre:
Pnone: f3l( N ber. E·mallAddress:
Comments:
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2014-03-25 13:19 ace med 7076512955 » P 2/4

Plltlent liD"",:
~:

GolMtar.

"''"
U1nDUAGe:

eon•• et P~••e:

I ~
RI4IJ11111:IDIJ ,*Ida': Zllua""'a, II,D.

PrOVIft r U'C DODCI~O
F"".Ad •• 0.01: VAlJIlCC

Til une/bt, Il-4OO-2953
~k 1I1iU",:

PCP: IlI1O•• WInter. ~,D, - (VALJMED

--,
Isd'!!tii blltllii

~TJ",elldlp
Doml..,uo: .,/1./20S4

_n",Ooto:
FAC{SPEI'iI.I$/oa:::.,..onal M_11UI
Aollgn.d 10 Fat TrIo.I,
1".01 Provider.

"...11_ AP''''l
LISt MOlII.",By: 1(VAn! 03/1'/:10'4 "01 All

0_ 0,: ~1I•• !UCloM.D,03/11/JlIU ':0' AM

E.aMCOdI...!!II.:

Nanl

I. '''lillY •••••••ret_I, gon,r,\l:CI:
A,:VoIlojo

z, D.to c11n)lry (mrnlddlyy),
A'02/15/1_

J. TypO 01 tlll15lllt:

A'
4. P.SSlbI. ""'cod""N_:

A.MU,
5••• SSIDl. n,,_.nt NO!Od,d,

A!
6. PossIDlo SU'll"Y N•• dld,

Al

I. ThIs plltlont I, port"'. ModioliP,.."do.N._.k (MPN)
A:

8. NlIiMt! t:I provldllr to wnum thIS potent Is.tieing ~:
III

t. Ranan ptJtkot Is being tdcrred outside:

A;
10.Tnn5ler or tere1

A;

u. Far I'm rcQ••••• ,1Ie followl.g "roqulred,
"Il

U, ,,"Ilent HlSto<y/Comm •• ts,
A:_ ~IpI•••.• ".- PlOO_ withPT.evII.nco.r ••••• 'lur. rea_lolt ilia

_roo"" etudylor_r ••••••••11••

,..!!"••N••••.•

•• w •• ~tIOn:
'1'1Of'ky1 Flc:lIJty:

V.'lI:IJo
Pr!Jyhb't

SaAldllCilnstrud:loft$::
_,DJ'77tet

L-M- •.•.•II •.•1~, ,_.~ __ .I.•.i .•. "1'1'
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KAls&. PE'.A~ENTE Claimt:CVCH~3 DOI:02·IHOI4V;,il:()I.:(J1·101413;'l/l!e~;(I4-02.2014Rnal:N
•••••• t ! MR.1l1971l109WCAlI#; FAC:VAL e<m_l70!-) 651-1370 C••.•••.OOI(;f .vallable~

SIDle Df,Callfomia:Q!YisHni IfWo~r.J; Compensation
PRlMARl: TJlEATlNG PilYSICIAN'S'PIlOGIt&'lS:RErO:R:r (PIL2) PlIge I

Check the box(es) which iodic;1lB,why Jliu ira .ubll)itt!.oe·~ ~ !II-!l1i&linie, Ir ihll'~COt is "Permanent.~ Sialionary" (i.e., has
reaclIoot·· meiIioal d1i'fooD y" owe I'oim PR 3, , " ~
!1';",'!t;1:-~ ~~-:: ~'~r'I_:~~ :-;;;~~'-";~-~:;:'~ "; - :'--'.'=':~'.-~~--=';.~:~~-'_~-_-:-,~:-_-~~ -- -~ - ~ ~-a-;

:~~~:~?:<~-:::=:. -. _ -> ;-.. _ ..:.-' .. ',' , ' ..,':' "."-, --.
II. PlIIie..'wiIl be pernwlendy procIlid,:.lrri>D1:e~ 10hlolM: iisjJ•• ani!'cUoloi'iIilY OItiij>atioo 1r..J of 1IIClie,••••••• eIlod<ed
12, ~U•••rs ooDdiliimII~enl and_rwy wllb.residual dloabUity 011: youmaai_ Form PK·~
13, !'adM. wIDrogllire I\Jture medical ~
14.: Claims Admlnlstra"'" ••• tIcnIl .,. I

YORKINSSVCS 17.NIIIIl.
18. Addn'oo

1'0 BOX619079 19.CitY V A Zip 9459111322
ROSEYILLE 20. DOl 0 4 220S•• M
e!> 95661 23.PlIone( 24.Pax

!S. 0a:Im1lli
26. Phon. (800)422-7244 27. f'3lI (866)548-2631 28. Qaim C AB

30. I!mploy..-Nama: CITYOFVALLE1O 31.l!mployc,-)'IKJIIe (7117)64a-43SS
TI1a iof~rmlltion ""low lIlU>I be provided. You may usa thi,· fnrm or yOO may .obslitute ilr append: n ••,,:,~ye l'8p'ict. . .
32. Subjective ComplaIn15:

a '49 Y male presents wilh I.ft irmer groin area pain.
PT Rx. Siill sore wilh liftiRg left leg. Could,n<iI.Ire!t:lllha lhig~ out,
Overall symplOlllS no sja·i.mpnmng.
Prior trellhne¢.fQr Ih~ inj"'1/iili!css: •• above
CUIIa)I C9lni>b!inIS:' as aboVe. RECEIVED

APR B 20JII A
OSCWest

Rtviaw 6f Sy.tems:
Omllilulional: negative forf.vetII or chilh
Musculoskeletli\; negativ. fur gono;rolittd myalgi~s1l1l1hn!lgi ••
Skin: negative for r~h or prU,1tus
Neurological: negative. for w.Ollklless. bowellbllldder incontinellCe. or
'c1Umslnass
R.levant Medications: no ••
AI1OJgia6:Review of patient's aIlargfes indicates no known o!lergies.
Social Hhiory: I1!JIDIIs thaHe bas naver """'lied. Ha doeli Il(I\ have any
'll)Olrel.ss tobacco histooy On fil••
Ra\avant Pm 'Me,dicallSorgie8J Hislofy: Patient detlies prior rdavant
injurieslsu~garies' and Prior industrial iOjUlyfsurgory • bi1 knee sip
surgery
Relevant Pamily Histno': No IJ'I~allt·family. hislOIy
HobbioSlLaisqra Ac!ivilies::Pali.nl danies any relav.nt
n:craaIionalllelsllIC ll&tlvities

33. OIJ.;.clive FindJIlglI: (Include .;gn;{;oaJIl phy.i<:'I! ••••• ;nolion;.IaborlllO!J. imosing. or o••••..diagno.lic rmdings.)
PhjsiCl,I. Bxiql: nO appimn clio"" •• '
DP 129/68 IPbbe 89 ISp02 98%
Gait: no antalglc
lift thigh. mild T'Il' at lateral groin area, No ~I. mi14rednc••rROM
with f1l"tion add alxluction. no broiin or .welling.
Can bear waigllt on l.ft hip.
Addlnona) lnformationllaviawed
Dlta R.viaw: RevIewed radiOlogy resulis: lell hip no t'x
Review\'d othi:r ,fOC!l/ds: HC'IiOtes l)iyjewed.
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.\

ttAISi!a 4NF.NTE Cloi""'CVCH-~3. DOI:02-1~~2014Vi~M)4-01-:zoi413~ R...,nDIIe:04-02.20141Wl:N
tilR:019)1'109 WCAllf: FAC:YAL eu_:(1O'1l6SI·1370 GlIIIi<rOOl (jf.v.i1~bjcl;

. . . Sta~ of OlIiCorniilo DiVISlodof Wbrkers' Cmnpelllll!oJ!oD
PRIMARY TREATING l'IIYSIClAN'S PllOGKESS REPORT (pR·2) Page 2

3S.DiaI-
1!1( .
SPRAIN OR STRAIN OF IIIP O~ TIIIGH (L)

REQEIVED
APR 15 201~ A

OSCWest

1r0-9 843.9

~nd 1CD-9

36. 'frelllnlenl Plan, (llOdode __ •••• derod 10 •••••• Llilmelbodl, ~ .o.d don'" of p/IDUlttI n-ea-I(Il.Spedry
"",,!U1U1io~en'a1, ~,ant;l borpillilizalion. lden~fy eacb pbY"ician all(!ll(lI\-pbVlil;ia. provilb". SpeciCy~, freq"""cy ODd
dU'llIion of ••••yokaI medicin •••••. .,co (a.! .•phyiicol tL=opy, •.••••;putaho •• ~_~l.. U•••of CPT codes i1 ••• coutoged.
SPRAIN OR STRAIN OF lOP OR nDOH
NOle: left, acne, rIo labrum WI'

MIlA requeolild. Wailing for *j>p~
I.certify the medi<:aI neccsshy of the .care and haye ICVie",ed and IpIIfOYe
the Plan of Que ..Conlinne I'l"
Will" StlllI&:.Modlfled dilly ifavailable·41lflOI4 fIuoogh 4/1512014 Sqlilll/knecl,lcncc bcndiDg: Not al all.
Climb 1addt:Is: Not at .11.
Use of scaffQlds/work at height: Not at 811.
LiIVea:trx/jlushlpoll no rnO<e.lhan 20 pound •.
Il<:tum lQ Clinic: 41 I5J20 14 2:30PM

37- IlaYl1lhere •••••••..• J ~ in treoiment ••••• ?

~. Othu l'I1ysicianlNon-Ph~djlll Provide,,:

40. Dnllls:

4l. Ph)'lOlcol Medical SUYice:+t 1b)'il8lizalionlSurgay Ollie
46. Con$D111Oit>er Services;

42. Tilliea peo: Wtd<
·45. HOIIpilllli",lionI Surgery

43. Duralion:

Wo~SUblll: DIspatient. betn ~Ud 10:
47..U "hn·tolul·da.,.. ••• •••.." •••••••• idlOOa.
41,~Rocamto_iti ••••••••• O4-01·2tlt. wiIJI •• toIIowIlIIlIoIi_.r_ ••.
49. 1lmI ••••••••
SEEIt36.

~o.B•.•.••.....dIodlo••••••. - (no.•••••••••••• dhobIlIlr or _r.. 111_......,.. •.••••'.
5t. ~I'''''''''''''' pndudool,f'l'"c"Pllolb,.1llI/bor _ Ud·.-ry~. ""dlbc;.bo••lbDI_iOlIk_....""- ......-c. .. .

Prilnary Treating Pbyskil!ri: (orlglnallilgnalure, do not stamp)' ~z..Date or..... lH.-Otc2014
I dcdaro under paialty of Jl"'iUJY that dW report i.1rIIe and oona:lllJ Ihc:bcsl pf DiyImowkdge and tholl ba •• nOlYiol.lallabor code 139.3 which ~:" .:;
·prohiJilJ refmnIl to .• pb)'1iciOn or entity ••.ith ••.1Iom the ph)llician ilO!' OD•• lowful ;-",••• ;01 inlll ••• t. ,....
The r_-," M:ocllaI1 GmIll.I... _..._,.......--- 53. IRS Number !JII·27Z8410

~ -..;;;:; KOJ OcoulllllonaJ H&altll~ =_ Specialty _

L SignatDoeD>2 APR 02 201~
ND ·55. CalifomioLicll l00782A

5(. J'hOOo (107)65!l1it11ljo FacilitY

Eu:ouled iii

54. Narne
~6. Ad<In:"o

TAIIIG. ZlLUE
975 SerenO Drive, Vallejo, CA, 94589

·'12.9
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l(AISER'PERMANENTEClaimll:CVCH-l4669l 0;,1,02-15.2014 Vi,il:04-15-2014 14:32!lqJortD",,:1)I.-16-2lI14final:Y
P/lIiOl ESP Ml\;OI977909 WCABII: FAC,VAL C.m •••:(7IJ7)651-1370 Conic<DOl (d available):

State of California Division of Workers' Compematlon
PRIMARYTREATING PHYSICIAN'SPROGRESS REPORT (PR.2) Page I

Check the bol((es) which indic8le why you are submitting a report lU this ume. If the patient is "Permanent IIIId Stationary" (i.e., bas
reach~ maximum medical improvement), do not we this"form.. You may IIS~DWe t:mm Ptl.-J
OL ~ Periodic Report (required 45 days aller Iut report) 01. 0 OJaogl\ in lreatlotllt plllo 03.0 RoIoaHd ~m care
04. Cbangtln work saa.... 05.0 Need toner ••.•.•• or <OIISIIIlBtlon 06.0 Ro_to requeot for Informalioo
rn. . Cbange in palienr. conditio. 0 N•••• tor surgery Or hospila1lzatloo 09. Reqnest tor AuIbon..alion
10. ot/IOr, , . .

" . "

11. _ Patient will be pennAnently precluded from ensa8ing in hi&lbetusual and customary occupation It any .t Ib••• bo ••• are checked
12. _ Patient'S condition is petroanent and stationary wj[h residual (li!»9.biliryora: you must u •• Form PR-3
13. p.uent will require future medical care or nan-atln RPurt.
14. CIaiJus A••••••••••tratQr Pattent, 16.

YORK INS SVCS 17. Name
18. Address

PO BOX 619079 19.0ty Z'p 945918322
ROSEVILLE 20. DOl 22.SexM
CA 95661 23. PhO"" ( 2A. F""

25. Occupat
26. Phone (800) 422-7244 27. Fax (866) 548-2637 28. Claim

30. Employ<rNam.; .CITY OF VAlLElO 31. EmployerPhone
The infonnation below must be provided. You may 'USc Ihis,form (lr you ffiay substitute or append a narrative report.
32. Subjective Complaints:

is a 49 Y male presents with lett inner groin area pain.
PT 10x, Still sore with liftiog left leg. Could not stretch tlte thigh out.
Pain level is much less. MRA scheduled on 04117/14 outside of kaiser
Prior treatment for this injury/illness: as above
Current complaints; as above.
Allergies: Review of patieJ1t' s allergies indicates no mown allergies,
Social History; reports that he has never smoked. He does IIOthave any
smokeless tobacco history on file.
Relevant Past Medical/Surgical History: Patient denies prior relevant
injuries/surgeries and Prior industrial injury/surgery - bil knee sip
surgery
Relevant Family History: No relevant family history
Hobbies/l.zisure Activities: Patient denies any relevant
recreational/leisure acuvines

33. Objective Findings; (Include sigl'lificatlt physical examination, Iaboratory, imaging. Orotber dlagnnstlc findings.)
Physical Exam: no appareot distress
BP 145/80 I Pulse 741 Sp02 98%
Gait: no antalgic
Left thigh - mild TIP at lateral groin area. No hernia. mild reduced ROM
with flexion and abduction, no bruise or swelling.
Can bear weight on left hip.
Additionallnfotmation Reviewed
Dara Review: Reviewed radiology results: left hip no fx
Reviewed other records: HC notes reviewed

34. Diagnostic Studies Ordered:

35. Diagn0Be8
1st
SPRAIN OR STRAIN OF HIP OR THIGH (L)

ICD-9843.9

2nd ICD-9

000231



KAlSERPERMANeml Clllim',CVCH-S46693 00102-15.-2014 Visil:04-15-2il1414:32 RcponDate:04-Hi-2QI4 Fin.J:Y
P MR;OI977909 WCABII: FAC:V AI, C•• taet(7(J7) 651-1370 Ceriec DOl (if .vailable):

State of California Division of Workers' Compensation
pRlMARY TREATING PHYSICIAN'S PROGRFSS REPORT (PR-2) Page 2

36. Treatment Plan: (lnelude lreabnenl rend.red 10dale. Ust melhod., rrequency and duration .r planned trealmenl(.). Sp<dI'y
con,u1latioolrefeml ••• rgery, and hospitali •• tion. Identify each physkiao and non-phy,ician provider. Spe<:ify type, frequency and
dlltlltion of phy'ical medicine serviCes (e.g .• physical therapy, manipulation, acupancmrc), Use of el'T codes is encouraged,
SPRAIN OR SlRAIN OF HlP OR THIGH .. (primary encounter diagnosis)
Note: left, acute. rio labrum lear
Plan: PHYSICIANS REPORT. PR-2 TREATlNG PHYSICIAN'S PROGRESS REPORT
MRA O4It7/14
Work Status: Modified duty if available.
Return to Clinic: 1 week to review MR.I results.

The tota1 visit time face to face \Vi!h the patient was 15 min. I spent
greater lban 50% of this time counseling and in discussion with the
palienl We reviewed inj1lI}'. exam findings, pathogenesi s, prognosis, work
and medication s,

MWP: 4/15-41'Z3114: SquaUkneel. knee bending: NDt at all.

Climb ladders: Not at all .

. Use of scaffolds/work at height: Not at all.

Liftlcarrylposhlpull no more than 20 pounds,

FlU APPT ON 4/23/14 @ 4:30PM.

37. Ha•• there been any cbanae. in lrealJDent plan!

39. 0Iha Phy,icioolNon.Physician Providers:

38. If so, why!

40. Drugs:

41. Physical Medicol Service:
44. HospiwliZlllioniSurgeI)' Date
46. Con,ultlOlhet Services:

42. Times per Week
45. Hospitalizmonl Surgery

43, Dunnion:

Work Status: This patient has been instructed to:
47.U RelUr8l0 run duty on wilh DOlimilaliom ormtridions.
48. ~ Rttur. to modined work on 04- J 5-20 14 with the following limilalicul$or restridion.~.
49. Umllati.",: .
SEE 1136

50. rJ Pititnt discharged as c::urtd (no permanent disability or need fiX" tuture mtdica:lu£e).
51. D Patimt is permanently pncluded (COQ'l eappng ia ••Ulht:[' u5ulll•••d c::ustDmary oecupt.lion Bnd tJrt ;lbovt Iimltat •• sfresttletJons

art .lbrd ptt'ID.lilntnl.

000232



KAISER PERMAN'ENTE Claim#:CVCH-I46693 OC";;02-15-2014 Visit:04-15-2014 14:32 Rqio<tDalo:04-16-2014 Fi •• I:Y
MR:OI977909 WCAR#: FAC:VAL ConlaCl:(707) 651-1370 carne, DOl (if ava il'bler.

Stille of California Division of Workers' Compensation
PRIMARY TREATING PHYSICIAN'S PROGRESS REPORT (PR.2) Page 3

Primary Treating Physician: (origtnal signature, do not stamp) 52, Date of en", 04-15-20 14
I declare under penQ),tyof perjury thilt this report is true and COmet to tilt: best of my knowledge a.nd that I have not violated labor code 139.3 which
prohibits J'Cfc::rrlll to a physician or entity with whom the physician has an unlawful financial interest.
TloePemt8llenle Mediral Group, Inc. 53. IRS Number 94-m8480

SignalUte Specialty

Executed III

54. Name
56, Addrot.s

TANO,ZlLUE
975 Sereno Drive, Vallejo. CA. 94589

MD
Signature Date
55, California L;cI/
57. Phone

IOO782A·
(700) 651-1370

v2.9
000233



•• INBOUND NOTIFICATION : FAX RECEIVED ~UCCE~~FUllY••
TIME RECEIVED REt«J'tE (SID
Apr;l 18, 2014 4:43:08 PM EDT Fax Server

Fax Server 411Bf2014 4: 41: 43
4/17/2014 a.ee 1'1'1 r~: tall: to! +1 (ti141 711-15500

DURATION PAGES STATUS
88 4 Rscs;vsd

Fax erver
PM£;: 001 OJ' 002

@orCllllmUQing
A Rl1dN~tImagIng (enter

NorCa' Imaging Wa'nut Creek
114 La casa Via
Walnut Creek, CA 94598
Phone: (925) 937-61 00
Fax: (925) 938-9940

Date of Servioe: 04-17·2014
Exam. MR Arthrogram Hlp [MR701]· Hip - L

Copvto;
ADIN Healtheare Inc.
761 Old Hickory Blvd Suite 300
Brentwood TN 37027

FAX: (614) 717-6500

EXAM: MRARTIffiOGRAMLEFTHIP

mSTORY: History of fall Left hip injury. Ev•••• te labral tear.

TECHNIQUE: Combination of PI) and fat-suppressed PD inages as part of right hip arthrogram study.
S.gillal imagos willi f.t-suppros,cd I'Dcontrast. 11weighted coronal imaga;. ri weighted axial imaga;.
COMPARlSON: None available,

FINDINGS:
There is delamination of articular cartilage of the acetabuial: roef l.tera19.6 nun with subchondral cystic ch.nge.
in the acetabular roof indicating wuring uf the overlying articular cartilage. There is partial tearing of the
junctioNI zone .t the chondrolabral intm'a«: which has a more chrOilie appearallCo.
There is degl::n<ntion ci the labrum On •• ginal imagos .nteriorly. The articular cartil.ge in the:.nterior 2.8 em
shows areas of deIamioation ufthe articular cartilage surface,
There is an aspherical fanot.1 head a:ndneck junction. There is mild fibroC)'llticc!wIg", c1w.cteristic on the
MR findings 9«11 in patients wilh femoroacdabular impinganmt These fihrocyatic changes arc in the IaleraI
fenwral head and neck:jullCtiOlL There is mild sclerosis of Ihe subchondral plate of Ihe aec:tabuial:rim laterally
both anttriorly and posteriorly in the ac«abu1al: rim, also oonsistenl with 6rulingo seen femoroacmbu1al:
impinganent There is mild spurring of the acetAbuI.r rim
The gluteu' mininu, a:ndmedius tmdons are iDlact.

Axial ima8"" confirm mild "phone.! cortour of the femoral head and neck junction.
Large field ofview shows the common hamstring tendons with .yrmndric anaclunents with minimal teadinosis,
The ccnlulatlral righl hip shows mild aspherical contour and mild fibroC)'llticchange as well.

Confldentlal
Patient: DOB: Pogo 1 ol2 000234



W. INBOUND NOTIFICATION ; ~AX RECEIVED SUCCESSFULLY .w
TIME RECEIVED REMOTE CSID
Aoril 18. 2014 4:43:08 PM EDT Fax Server

FaK Server 4/18/2014 4:41:43 PM PAGE
4/11/2014 Zdl9 PH FWf: tat; to; •.l (614) 111-6500

DURATION PAGES sTATUS
88 4 Rece; ved

4/004 Fax Server
PAG~:002 Ol 002

@orCU(lmaging
'A RudNet ImQging (ent~r

NorCallmaging Walnut Creek
114 La casa Via
Walnut Creek, CA 94598
Phone: (925) 937-6100
Fax: (925) 938-9940

IMPRF1lSION;

,. Tbere is aspherical coreour of1he k:tt f.:moral head MIdtl"'kjun<1ion Thac arc areas of delamination of
articular cartilage with subcOOndral cystic chmga in the Icdabular roof of the Itft hip in an area of
greatr:r than 9.6 rom from medial to laler.l. This partial junctiooal hypc:rintr:rlsity of intermediate signal
OOIIIIislelll with degeneration of the labrum bterany,

2. The articular cartilage an corresponding sagittal images shows dcgCllQ"atiOllof the acetabular roof in a
greater than 2 Qbl Clttent from antr:rior 10 posterior as described.

3. The iliOPS03Stendon is oormal on corresponding uginal imagea. The gluteus minimas and medius
Ialdoas arc imacl.

4. Largefield ofview images show the conlnbb:ral rig/( hip with asp!ltrica1 contour.

End ofdiagnosd<report!.r a«.uio", 263732
Dieti"'d: 4iI7l201411:55'36AM
Dlctoled By: S,0I1••, David MD
lral1!lCrib<d By, KA 4/171201412:29.2\PM
Signed By: Steller, David MD 411712014204:28 PM

Exam reqlEsted by ljlue Tang

Confidential
Patient. DOB: 06-03-1964 000235



Phone#

ID# Group#

I Spoke with Effective Date
Out$ Limitations _

Out$ Exclusions
~ % Pre-Existing Provision ---'les __ no

. % MD _in network _out of network
____ Facility _in network _out of network

%
Out Of Pocket Max $ %
CPM E0935 Covered Not-covered da s
Cold Thera E0218 Covered Not-covered
ROM Knee Brace L1832 Covered Not-covered
Slingshot L3670 Covered Not-covered
Pain Pump A4306 Covered Not-covered
Custom Brace L1846 Covered Not-covered
OTS Brace L1845 Covered Not-covered
Other: Covered Not-covered

Total Estimated Surgical Fee $ Deposit Ded $ + CO-Ins = Total $

Total Estimated DME Fee $ Deposit: Ded $ + Co-ins = Total $
Total Deposit $

Patient Notified of deposit on I I by

000236



Carrier Name Phone#
Insured's Name 10# Group#
Date Called Spoke with Effective Date
Deductible Amount In$ Out$ Limitations _
Deductible Met In$ Out$ Exclusions _
Insurance Pays In % Out % Pre-Existing Provision ---'fes __ no
Patient Pays In % Out % MD _in network _out of network
Out of Pocket Max In $____ _ Facility _in network _out of network
Out of Pocket Met In $

---_%
Out Of Pocket Max $
CPM
Cold Thera
ROM Knee Brace
Slin shot
Pain Pum
Custom Brace
OTS Brace
Other:

%
E0935
E0218
L1832
L3670
A4306
L1846
L1845

Covered
Covered
Covered
Covered
Covered
Covered
Covered
Covered

Not-covered _da s
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered

i~ I

Total Estimated DME Fee $
Total De osit $

De osI!: Ded $

De osit: Ded $

+ Co-ins = Total $

= Total $+ Co-ins

Patient Notified of de osit on I b

000237
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WALNUT CREEK ORTHOPEDICS & SPORTS MEDICINE

Name -----------

Date -----------
CHIEF COMPLAINT: (Please present complaints in patient's own words.)

DATE OF ONSET/INJURY: _

CAUSE: (If injury, please explain.)

o X-rays or MRI's brought to today's appointment.

o X-rays or MRI's exlst but not brought to today's appointment.

o No previous Imaging done.

12116/2010

000240
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From' 916 7830335 Page 1/2 Date 5/2/2011 11A5.03 AM

Hanat.d care Service,

Senders Phone Number:

TotalNumberof P'9~9 Cover:

You're Reference Number:Rogardlng:

o Urgent o For Review o Please Comment Cl Please Reply

NotesIComments:

Notice of Confidentiality. This transmission (InClUdingmachments) contains Inlbrmation that may be privileged,
confidential and protected from diSClosure. Unleu you are Ihe Intended recipient of the menase (or II1'C autborizad to
receive it for the intended recipient)) you may not copy, filrwal'd or ethewiee use it, IJr·disc!~!e!t or it! ~.,ntentsto -_ .. - .....--
anyone. If you receivod thlo tran.mi •• ion in error, pi•••• notify us immediately, permanen~y delete the transmission
(inclUding attachments), and destroy all hard copies. Thank yOU.

This lax was recieved by Stryker's OlthoPad software. www.slryker.com 000243

http://www.slryker.com


Carrier Name

Insured's Name

Date Called
Deductible Amount In$ Out$ Limitations _
Deductible Met In$ Out$ Exclusions _

Insurance Pays In % Out % Pre-Existing Provision __ yes __ no

Patient Pays In % Out % MD _in network _out of network

Out of Pocket Max In $____ _ Facility _in network _out of network

Out of Pocket Met In $

ID#

I Spoke with

Phone#

Group#

Effective Date

I ~~II~III~IIIII
---_%

Out Of Pocket Max $
CPM
Cold Thera
ROM Knee Brace
Slin shot
Pain Pum
Custom Brace
OTS Brace
Other:

I

%
E0935
E0218
L1832
L3670
A4306
L1846
L1845

Not-covered
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered
Not-covered

Pre-cert?
da s Y N

Y N
Y N
Y N
Y N
Y N
Y N
Y N

~lllIIIIOOII~lllllllllllillllli!llllllillll

Total Estimated Surgical Fee $

Total Estimated DME Fee $
Total Deposit $

Deposit: Ded $

Deposit. Ded $

+ Co-ins = Total $

= Total $+ CO-Ins

Patient Notified of deposit on by

000244
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For Use with the QME Panel Request Form 105

MDfDO SPECIAL TV CODES

MAT Allergy and Tmmunology
MDE Dermatology
MEM Emergency Medicine
MFP Family Practice
MPM General Preventive Medicine
MHH Hand
MMM Internal Medicine
MMV Internal Medicine - Cardiovascular Disease
MME Internal Medicine - Endocrinology Diabetes and
Metabolism
MMG Internal Medicine - Gastroenterology
M.'\1H Internal Medicine - Hematology
MMI Internal Medicine -Infectious Disease
MMN Internal Medicine - Nephrology
MMP Intemal Medicme - Pulmonary Disease
MMR Internal Medicine - Rheumalology
MNB Spine
MPN Neurology
MNS Neurological Surgery (other than Spine)
MOG Obstetrics and Gynecology
MPO Occupauonal Medicine
MMO Oncology - Orthopaedic Surgery Internal
Medicine or Radiology
MOP Ophthalmology
MOS Orthopaedic Surgery (other than Spine or Hand)
MTO Otolaryngology
MP A Pain Medicine
MHA Pathology
MPR Physical Medicine and Rehabinranon
MPS Plastic Surgery (other than Hand}
MPD Psychiatry (other than Pain Medtcme)
MS Y Surgery (other than Spine or Hand)
MSG Surgery - General Vascular
MTS Thoracic Surgery
MIT Toxicology
MUU Urology

Ql\fE FOlm 105 (rev February 2004) Page 3 of3

NON-l\fDfDO SPECIAL TV CODES

ACA
DCH
DEN
OPT
POD
PSY
PSN

Acupuncture
Chiropractic
Dentistry
Optometry
Podiatry
Psychology
Psychology - Clinical Neuropsychology

000245



·w ••.•• ,. _.. , From;925609~~64 . _ P.a>le·~3_ .. D'!te 8/25/201132258 PM
\..uy or vauejo - \..lllBS epecmcanon rsuueun . .. "" Page I 'of 2

Fire Fighter/Engineer Class Code:
04115

.. ,

cnr OF VALLeJO
Revision oal.: Jon S, a007

DEFINITION:
DEFINITION

Under supervision, to be responsible for the operation and driving of fire apparatus; to
respond to fire alarms and other emergency calls; to engage in fire fighting and fire
prevention activities In protecting Iif. and property; to participate in station maintenance
and training actiVities; and to do other related work as required.

SUPERVISION RECEIVED AND EXERCISED

Receives supervision from supervisory or management staff.

EXAMPLES OF DUTIES:
EXAMPLESOF IMPORTANT RESPONSIBILITIES AND DUTIES - Important responsibilities and
duties may include, but are not limited to the following:

Responds to alarms and assists in the suppression of fires, including rescue, entry,
ventilation and salvage work.

Performs clean-up and overhaul work and checking, testing and maintenance activities on
apparatus and equipment to return it to readiness for further alarms; operates resuscitators
and inhalators and administers first aid.

Drives equipment to fire scenes and assumes responsibility for readiness of fire fighting
apparatus.

Assists In making residential, commercial and industrial inspections to discover potential fire
hazards.

Educates the public in fire prevention and Is prepared for fire suppression tactics.

Participates in a continuing training and instruction program by individual stUdy of technical
mllterilllllnd IIttllndllnce lit scheduled drills and classes.

To be quartered overnight at a fire station.

In addition, lays out hose lines to hydrant and pumping equipment and assures that
necessary water pressure Is maintained.

Inspects fire apparatus and equipment to assure proper maintenance and care.

Calculates engine pressures lind nozzle pressures for operation of hose strel'.lms; positions

1.._. ,, __ ......•.... ...•...•. ..: .••'L..••.••_I .•.r••..1L••:"'t.t_~n1 .•.•.•~t) ••••••+:•••+'l!!!!•••.•••••••••k •• ll .••.+:.•.•..P,.r"'l•••••••~.·ulol.~ O/..,</")f\11
Trus fax was recieved by Strykers OrlhoPad software. www stryker com
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.0' •• , .'" J'., From,~~5609~~64 ,.P.ajle':?/3 •. Date 8/25/20113,2259PM
uty or vaneio - L;lass SpeciIlcauon ,lSUlleun

engines and aerial apparatus In most effective positions at scenes of fire; notifies the
company officer or officer in charge of significant changes in water supply system during a
fire; calculates hydraulics problems that may be confronted.

KN9WLEDGE AND ABILITIES:
QUALIFICATIONS

Knowledge of:

Modern fire suppression equipment and department procedures of operation and
maintenance of pumps and pumping equipment; target hazards and street locations and
hydrant and water main locations and sizes,

Ability to:

To meet the essential functions and physical requirements contained in the Physical
Analysis of Job Assignment attached to this specification and incorpcrated hQrQin by this
reference.

MINIMUM OUALIFICATIONSll
Experience and Training GUidelines
A typical way to obtain the knowledge and abilities would be:

Experience :
Three years of experience in the City of Vallejo Fire Department.

License or Certificate:

Applicants must obtain a Class B California driver's license prior to appointment as an
Engineer.

I,

t..•..•.~_I1 •• ~_L_ .•..•.••...'_~_11-.!_I..I_.t'_n1 •.•. A-t)_.....:•.• ..",..\...•.•"6 .•.:•.•R.r1 ..••..•..C'.•.•.4...•m~ Q/I"JJ:I"'''11
Thrs fax was recreved by Stryker's OrlhoPad software, www.stryker.com
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Please Fax all Additional Requests for Treatment to:

. .~ ATTN:
Shelley Jones RN I BSN
Nurse Case Manager
Wellcomp Managed Care Se/VlcesIYork Insurance ServIces
ShelJey.JoneS@wellcomp.com .
Ph: 925-349-3874
Fax: 92~609-92e4

York Insurance Services Group
1390 WIllow Pass Road, Suite 400
Concord, Ca. 94520
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From 7077479477 Page' 1/3 Date 417/20109:39.09 AM

Benicia Bay Phyiscal Therapy
560 First Street Ste C 103
Benicia, CA 945103266

Phone: (707) 747·9977
Fax: (707) 747·9477

William Workman, M.D.
301 Lennon Lane
Walnut Creek, CA 94598

Phone: (925) 944-0110
Fax: (925) 944-0860

The information in this message is privileged and confidential. It is intended only for the use of the
recipient named above. If you received this in error, you are hereby notified that any
dissemination, distribution, or copying of this communication Is strictly prohibited. If you have
received this message in error, please notify us by telephone immediately, and return the original
message to us at the above address via the U.S. Postal Service. Thank you.
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" 1 /4

((TheNext Step"
Main Office:

Vacaville Physical Repair
Phone: (707)447-8462 At
Fax: (707)447-8463 J~J J .!.. .L. ~9G LUll

" 1:10 It 1j~ j'J J !J J~J

Vanejo
Pbone:(707)644-7013
Fax: (707)644-7014

Fairfield
Pbone:(707)438-2582
Fax: (707)438-2581

DATE: ski/) FAX COVER SHEET
TIME: /d,';?iqvk-FAX#: 9.ds-9f?/-o.'l6(!}

Main Office Street Address: 3446 Browns Valley Road
Vacaville, CA 95688

Phone: Main Office: (707) 447-8462 Ce.u...(JOf]j59:? 8'7'7'1
Fax:

From:
To: o;
# of pages (including cover): --1-<----------

_

""

COMMENTS:
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I / FAX COVER SHEET
?('t!I() TIME: ~ ~qtVYtL-FAX#: 1RS/9rr0-0r!ZJ

p/'€aSL /J.5€ J
Main Office: (707) 447..fJ461, 'c~ 701S!:<8W'l

Fro",' ]_0]644090,6, i"age_ 1!6. Date' 71912010227:25 PM

"The Next Step"
Main Office:

VacaviUe Physical Repair
Phone: (707)447-8462 At
Fax: (707)447-8463 ~V'~g l l ~~ C L U ~

~ I:a a II 1'"l§] a~u I!lJ DVj

DATE:

Mai" Office Street Address: 3446 Browns Valley Road
VacaviUe CA 95688

Phone:

Vanejo
Phone: (707)644-7013
Fax: (707)644-7014

Fairfield
Phone:(707)438-2582
Fax: (707)438-2581

Fax; Main Office: (707) 447-8463
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r-tcm. IOOO~t11t1~1 Late. "'4J~V I I -t oo I I i'IVl

1901 E, Alton Ave, Suite 200
Santa Ana CA92705
800-559-5556 phone
866-409-1957 fax

Paladin Managed
Care Services

FAX 011811 10a
Dear Adjuster,
Added more information about
patient's symptoms in last PR-2,
Thanks!To' Wilham Workman, M,D.

Fax, 925-944-0960

Phone, 925-944-0 I 10

Date, Wednesday. January 12.2011

Re:

Please find attached the most recent correspondences associated with the daim referenced above. If
you have any questions, please contad the Paladin Managed Care Services via phone at
800-559-5556, via fax at 861>409-1957, or at the address listed on this coversheet,

Total HealthCare Management (THM) is now Paladin Managed Care Services

The information in this written communication is intended fcrthe named redpisnt(s) only. Confident/a/information may be
contained. tfyou are not an addressee or ~'e for deRvering this communication to an addressee, jOu have receNed this
rnt!JSStJgein errol" end eny 1"e'IIie1llf, disseminttkm, ~tion, or copYIng ofthismessagl' is stndly prohlbfftJd lJnd m~y5/1bjed you
to Iegal/iabiHty. Please notify us immediately by calling the number above, and then destroy the message. Thank you
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From unknown Page 1/5 Date: 2122120112:5619 PM- - -.-.,..

FAX COVER SHEET

SPORTS + ORTHOPEDIC LEADERS PHYSICAL THERAP~
5297 COLLEGE AVE. OAKLAND, CA 94618 ...z

C'il

~
o

TELEPHONE #: 510.547.1630 ~

PLEASE DELIVER THE FOLLOWING PAGES TO THE ATTENTION ot
I NAME: Dr. William Workman MD

FAX #: 510.923.1944

I
.-JI DATE: February.22.11

I

FAX: 925.944.0960

TELEPHONE:

FROM: Ada Jauregui OPT

TOTAL NUMBER OF PAGES, INCLUDING COVER SHEET: 5

IF YOU DO NOT RECEIVE ALL THE PAGES, PLEASE CALL THE SENDER AS
SOON AS POSSIBLE.

Dear Dr. William Workman MD,

Attached is my initial evaluation report for your patient from Ada Juaregui OPT. If
you agree with the plan of care, plealle sign and date and fax back to our office.

Thank yOU!

CONFIDENTIALITY STATEMENT
This Electronil: Message contains Information by sports + Orthopedic Leaders Physical Therapy
and is confidential or privileged. The information is intended to be for the use of the individual or
entity named above. If you are not the Intended recipient, be aware that any disclosure. copying.
distribution or use of the contents of this message is prohibited. If you have received this
electronic message In error, please notify us immediately by telephone at (510) 547·1630.

This fax was recieved by Stryker's OrthoPad softvvare WNW.stryker com
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Fr91)1_unknown Page. 1/4 Date. 3/21/2011910-40 AM

FAX COVER SHEET

SPORTS + ORTHOPEDIC LEADERS PHYSICAL THERAPY
5297 COLLEGE AVE. OAKLAND, CA 94618

FAX#: 510.923.19~

TELEPHONE #: 510.547.1630

PLEASE pELIVER THE FOLLOWING PAGES TO THE ATTENTION Q.E.;.

I NAME: Dr. William Workman, M.D

I DATE: March 21, 2011

FAX: 925. 944.0960

TELEPHONE: I

FROM: Ada Jauregui, OPT

TOTAL NUMBER OF PAGES, INCLUDING COVER SHEET: 6

IF YOU DO NOT RECEIVE ALL THE PAGES, PLEASE CALL THE SENDER AS
SOON AS POSSIBLE.

Dear Dr. William Workman, M,D

Attached is my progress report for your patient from Ada Jauregui, DPT. If you
agree with the plan of care, please sign and date and falCback to our office.
Thenkyou!

CONFIDENTIALITYSTATEMENT
This Electronic Message contains information by Sports + Orthopedic leaders Physical Therapy
and is confidential or privileged. The information is intended to be for the use of the individual or
entity named above. If you are not the intended recipient, be aware that any disclosure, copying.
distribution or use of the contents of this message is prohibited. If you have received this
electronic mesuge in error, plo.se notify us immediately by telephone at (510) 547-1630.

This fax was recieved by Stryker's OrthoPad software. WNW stryker. com
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From FAX Page 1/5 Date. 4/18/2011 12 56 58 PM

To: WIlliam Workman MD Fax:

Date.

Pages:

19259440960

Apr 18, 2011

5

From: Ada Jauregui

Re:

Urgent For Review Please Comment 'lease Reply Please Recycle

• • • • • • •

This fax was recieveo by Stryker's OrlhoPad software. w#vv stryker.com 000255



From FAX Page 215 Date 411812011 12 56 58 PM

Sports + Orthopedic Leaders Physical Therapy. Inc.
5297A College Ave Oakland, CA 94618

P 510.547.1630 F 510.923.1944

FAX
To:
Fax:
Phone:
Re:

William WOrXman MD
(925) 944-0960
(925) 944-0110

From:
Pages:
Phone:
Date:

Ada Jauregui
2
(510) 547-1630
4118/2011

Comments:

The information contained in the transmission accompanying this notice is confidential and protected
by the above company and the intended party. It is intended for the use of the individual or entity
identified above. If the reader of this message is not the intended recipient, you are hereby notified
that the dissemination or distribution of the accompanying communications is prohibited. If you have
received this communication by error, please notify us immediately by telephone collect and return
the original message to us at the above address via the US Post Office. We will reimburse you for
your postage. Thank you.

This fax was recieved by Stryke~s OrlhoPad software. www stryker com
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From: ~25~264 . _ P.alle. 1/3 .D.'!te: 8/25/2011 32258 PM

YORK RISK SERVICES GROUP, INC.

FACSIMILE TRANSMITTAL SHEIIT

Dr. Workman
FROM:

Erika Perry
(;OMPh1'lY;

Walnut Creek Orthopedics
DATEl

AUGUST 25, 20U
PAX NUMIBJ.:

(925) 944-0960
PKONB NVMBBI\;

(925) 944·0110

TOTAL No, OF PAGBI INCLUDING COVB:R.:

3
5BNDER,'S RBPBUNCS. NUMBZ1\:

YOUllllBPBMNCB NUMBBll.:

o URGllNT 0 ~o/<. /<.SVIllW 0 PLlIASl! COMMlINT 0 P1l1ASll RlIPLY 0 PLllASll /<.l!CYC11l

NOTES/COMMENTS:

Dear Dr. Workman,
I have attached a job desription on Mr. for your records.
please call our office if you require additional information,

Thank you,

Erika Perry
Claims Assistant

Netiee or Coa.6dantiality: ThiJ trarmniuion (mc1udina attKhmcnU) Ii:lOlrttiins infOtmaUoti that tmy be privileged, eQi'lfi~titllU\cl pr¢tt:e~d from
dls-e)aNte. UtlleU)'O\11\te the inbmded ncipitnt of the men. (01' arc authon~d to R;Cive It fot the itlteMed tecapitnt), you may ~t copy, !or\Yll,td
or othllrwile UlS it, or di;clo:ac It or i~;ontertts to anyone. If you. received chi. trMlminion illirror, plem. notify UI immediately. plmWW1tly dilleta
tho ttannniuion On-dudinga.ttaduMnh), and destroy &II hard cgpic,. 'I1lad.kf¢U.

- P.O. BOX 619079, ROSEVILLE, CA 95661-9079 PHONE:
(925) 349.3880 PAX: (866) 548.2637

Thrs fax was recieved by Stryker's OrlhoPad software. WWN stryker com
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