This packetis an exampleof| STATE OF CALIFORNIA

the orderin which document| DWC DISTRICT OFFICE
shouldbe filed. Theseare not

exampleSOf how to fill out DOCUMENT COVER SHEET

forms/documents.
Is this anew case? Yes [ | No Companion Cases Exist Walkthrough ~ Yes D No

More than 15 Companion Cases l:l

09/10/2008

SSN:
Date:(MM/DD/YYYY)
Specific Injury
RSU12345 D
Case Number 1 |:| Cumulative Injury  (Start Date: MM/DD/YYYY) (End Date: MM/DD/YYYY)

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

Body Part 1: | Body Part 3:

Body Part 2: Body Part 4:

Other Body Parts:

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

[ ] Aby [ ] peEU [ ] sIF [ ] uer [ ] voc ] INT [v]RsU

Companion Cases
[ ] Specific Injury

Case Number 2 [ ] Cumulative Injury ~(Start Date: MM/DDYYYY) (End Date: MM/DDYYYY)

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

Body Part 1: Body Part 3:

Body Part 2: Body Part 4:

Other Body Parts: ‘
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Charmaine Binas
Sticky Note
MigrationConfirmed set by Charmaine Binas

Charmaine Binas
Sticky Note
Accepted set by Charmaine Binas

Charmaine Binas
Text Box
This packet is an example of the order in which documents should be filed. These are not examples of how to fill out forms/documents. 


DOCUMENT SEPARATOR SHEET

Product Delivery Unit RSU

Document Type DWC - AD FORMS

Document Title DWC-AD 10133.55 REQUEST FOR DISPUTE RESOLUTION BEFORE THE AD
Date of documentfollowing

e DocumentSeparatoSheet
Document Date If you are the Claims Administrator or the
MM/DD/YYYY  |Hearing Representative use your Uniform
Assigned Name. For unrepresented Injured

e Worker and others, “Author” is the document

Author UNIFORM ASSIGNED NAME  |author.

Office Use Only

Received Date

MM/DD/YYYY

i

DWC-CA form 10232.2



Charmaine Binas
Callout
Date of document following Document Separator Sheet

Charmaine Binas
Callout
If you are the Claims Administrator or the Hearing Representative use your Uniform Assigned Name.  For unrepresented Injured Worker and others, “Author” is the document author.



DWGC-AD 10133.55 Has employer accepted this ciaim? DWC Use Oniy
N ’ . __ Yes ___No
Request for Dispuie Resolution Has liabitity for injury been found by the WCAB?
Before the Administrative Has i boer s Yetian 50 dave S N1°'r 5 ended?
= s een more ays since !
Director _ Yes __No
(For injuries occurring on or after Has PPD award been stipulated, issued/approved?
1/1/04) __Yes ___No
Criginal ___Response
Social Security Number WCAB Number DWC Unit Number
Employee Name {Last} (First) (M) Phone Date of Birth
Address (Street) (Gity) (State) (Zip}
Employer Name Phone Insurance Company Name; Or, if Self-Insured, Certificate Name
Address Adjusiing Agency Nams (if adjusted)
City, Siate, Zip Claims Mailing Address
Date of Injury Claim Number City, State, Zip Phone Na.
Employee Reprasentative (if any) Employer Representative
Firm Name Firm Name
Address Address
City, State, Zip Phone No. City, State, Zip Phane No.
Vocational & Return to Work Counselor (if applicable)
Firrn Name: Representative Name
Address (Street, City, State, Zip Phone No.

The Administrative Director is requested to resotve the following dispute because the parties disagree on: (Piease describe and attach all pertinent

documents) :

Susvmiary of Parties’ Informal Efforts to Resolve this Dispute

Proof of Service: | declare under penaity of perjury under the laws of the
State of Califomia that on the date written below, | mailed a copy of this

request with a copy of any documents included with this request to the

following parties at the following addresses:

Administrative Director, (SJDB), Division of Workers’ Compensation,
P.0. Box 420603, San Francisco, CA 94142-0603

Name of Requester

Date Signature

Form DWC-AD 1013355 (August 18, 2006)




DOCUMENT SEPARATOR SHEET

Product Delivery Unit RSU

Document Type SUPPORTING DOCUMENTS

Document Title POSITION STATEMENT

Document Date 02/05/2008 If you are the Claims: Administrator or the
MM/DD/YYYY Hea.rmg Representative use your Unlfqnn
Assigned Name. For unrepresented Injured
££ Worker and others, “Author” is the document
author.
Author UNIFORM ASSIGNED NAME

Office Use Only

Received Date

MM/DD/YYYY

i

DWC-CA form 10232.2



Charmaine Binas
Callout
If you are the Claims Administrator or the Hearing Representative use your Uniform Assigned Name.  For unrepresented Injured Worker and others, “Author” is the document author.



Statement Dated February 5, 2008

Position Statement authored by
Claims Administrator,

Hearing Representative or

an Unrepresented Injured Worker.



DOCUMENT SEPARATOR SHEET

Product Delivery Unit RSU

Document Type DWC - AD FORMS

Document Title DWC-AD 10133.53 NOTICE OF OFFER OF MODIFIED OR ALTERNATIVE WORK

Date of documentfollowing

e DocumentSeparatoSheet
Document Date If you are the Claims Administrator or the

MM/DD/YYYY

Hearing Representative use your Uniform
Assigned Name. For unrepresented Injured
Worker and others, “Author” is the document

Author UNIFORM ASSIGNED NAME author.

Office Use Only

Received Date

MM/DD/YYYY

i

DWC-CA form 10232.2


Charmaine Binas
Callout
If you are the Claims Administrator or the Hearing Representative use your Uniform Assigned Name.  For unrepresented Injured Worker and others, “Author” is the document author.


Charmaine Binas
Callout
Date of document following Document Separator Sheet


DWC-AD 10133.53 NOTICE OF OFFER OF MODIFIED OR ALTERNATIVE WORK
For Injuries occurring an or after 1/1/04

THI3 SECTION COMPLETED BY CLAIMS ADMINISTRATOR:

Empiayer {nama of fim) i3 offering you the position of 8
{raarmea of |obi) .

¥ou may contac concaming this offer.  Phone MNo.;

Date of offer; Crate ob starts: .

Clabms Adralnlslretar Claim Numkar:

MOTICE TO EMPLOYEF  Mame of emglaoyes:
Oaabs of Injuany: Dtz offar recabyad:

You have 30 calendar days from recoipt to accapt or reject the attached offer of imodified or atternetive work
Regardisss of whether you accept of rajact this offar, the remalinder of your pssmanant disabliity peyments may
bs decraased by 15%. Howovar, H you fal to raspond n 30 days or reject this job offar, you will not ba entitied
to tha supplamaental job cisplacement banadit unksa!

modtied Work L1 or Amtsmative Work L1

A You canncl perforn tha assantial functions of the ol or

B. The job is not 8 regutar posllon lasting 2t laest 12 monihs; or

C. Wages and compensalion offerad are inag than 85% pald al the 1ne of Injury: or

D The job ia beyond a reazonable conmuing dislence from resdence al fime of irjury.

THIG BECTION T BE COMPLETED BY EMPLOYEFE

_ I ecoapt this offer of Madifled or Attermelive wark.
__ | reject this offler of Modified or Almathos wock and undensland that | am not emiBad o the Supplamanizt Job Dlgqlecement
Benefi.

| umharstans that i { voluntaydy quit prior 1 werking in I posilion for 12 momths, | may not be wafitkad to (he Supplamantal
Job Displacamant Banodil.

Signalura
| fesad | conroll SCoept Whils offer becemaa:

MNOTICE TC THE FARTIER
t the cifar I8 gt wicepied or rejected wihin 30 days of tw offer, tha offar in deemad io ba rejectad by the smploysa,

Tha empleyer o chiims adminiiraker muat lonwand & corpheted copy of this agreemsnt to Bwe Adminsgtrhw Dicior within 30 days
of eccoplancs of rajecdion. (A.0., "5J0B," Divislon of Workess' Cornpensation, £.0_ Box 420803, & F,, CA 841420803}

If & dapaurte ooows reparding the stove offer Or egresmartt, slibar party asy riguest the Adminisirative Dinecior ky resolws e digmle
by Wing a Requasl o Diapute Fesckdion {Form DWC-AD 10133 .55) with e Sdmiistalive Diector.

Form DWC-AD 1013353 (August 18, 2006) MANDATORY FORM (Pags 1 of 3)
STATE OF CAL IFORHLA
(D)



DWC-AD 10133.53 NOTICE OF OFFER OF MODIFIED OR ALTERNATIVE WORK
For Injurles occunfng on or after 111704

POSITION REQUIREMENTS

At b 1lHm:

Wages: Ll Fr__How  Waeak Mook

15 gedary of modiflediatiernative work the sarma as pre-infury job? Yes Mo
Iz salary of madifiad/atmmalive work al lzaat 85% of pre-|njury
by Yan Mg

Wil [ob 85t ot least 12 months? ¥Yeg No

e ———

I3 the job a reguiar position ragLinad by the amployers business?  Yes M

Work
Al

Duties mauired of Lhe posilon:

Dazcripdion of ectivitios ko be parformmed (i not siated n job dasstplion);

Phiysheal mquiremants for performing work aciivitias (includs modificalions o usual and cuslomary job):
HWame of doctor who agproved job restrickons (opticnal); Crate of
repork;

Diate of izst paymant of Tamporary Total Ciesabllity:

Preparera Mame:
Praparars Signature: Date
Formi DWC-AD 10133.53 {August 1B, 2006) MANDATCGRY FORM [Page 2 of 3)

STATE OF CALIFORNIA
(08)



DWC-AD 10133.53 NOTICE OF OFFER QF MODIFIED OR ALTERNATIVE WORK
For Injuries occurring on or after 4/4/04

Proof of Service By Mall

| am a olizer of Ihe Unkad Slalee and a reskient of tha Comnty of

.| Bm cvar the dge of eighissn yoars and nol & pardy fo Lha

wilhin maltar,

My business addrexg (g:

On , P sgrved lhe Hodlcs of O of Modifled or

Altermative Work on the pariies {isted bekw by plecing & fue copy Ihemsof anckisad in B saated
snvalopa with postage Uy propssd, and iemeafter depasited in the U, 5. Ml 8l the place sa
pddraaaed,

| declars: urdar panalty of patjury under the kwe ol lhe Blae of Caléomia that tha foregoing is tue
and comact

E=xacubad al on

Signetmra;

Coples Sarved Gy

Form DWC-AD 1813353 { August |18, 2006} MANCATORY FORM (Paga 3 of 3
STATE OF CALIFORNIA
(A



DOCUMENT SEPARATOR SHEET

Product Delivery Unit

Document Type

Document Title LETTER

RSU

NON-FORM CORRESPONDENCE

Document Date

Author

Date of documentfollowing

V4

DocumentSeparatoSheet

MM/DD/YYYY

Y/

UNIFORM ASSIGNED NAME

If you are the Claims Administrator or the
Hearing Representative use your Uniform
Assigned Name. For unrepresented Injured
Worker and others, “Author” is the document
author.

Received Date

DWC-CA form 10232.2

Office Use Only

MM/DD/YYYY

i



Charmaine Binas
Callout
Date of document following Document Separator Sheet

Charmaine Binas
Callout
If you are the Claims Administrator or the Hearing Representative use your Uniform Assigned Name.  For unrepresented Injured Worker and others, “Author” is the document author.





