CORPORATE MANAGEMENT GROUP

Angie Gonzales

Office 303-920-1425

Fax 303-736-7767
angie@corpmgmtgroup.com

Fax

To: ESG From: Angelica Gonzales
Fax: Pages: 10 including cover
Phone: 303-920-1425 Date: 2/12/2013

Re: Temrence McCarthy Workman's Comp  €C:

X Urgent 0O For Review []Please Comment []Please Reply [ Please Recycle

¢ Comments:

Please provide me with a Case Number for Terrence McCarthy so he can follow up with ESG.

Thank you for your help!



w employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (952) 835-1288  Fax: (952) 835-4881

Website: www.employersolutionsgroup.com s

Employn s First Ropon of Accident or Injury

U

How did the incident occur? v €
Name(s} of wilness:
rvisor

Notification i
Name of Supervir /-/ﬂeol_o{ oyers D wotfied: [ Notifier (b wayKer or}_lzr
o jury? _ i tliams

circls ar chechk m

Taken(oﬂupﬂﬂlcmllc: Yes or,

if Yes, Nama and Address of 1 Clinic where takan for traatment:

[ Signed & Date: | Print Name & Position: | Phone: 1

v modtm g W plone Cald



€mMpIoyer soiutons starting group..

Leveraging Resources in a Changing Market

7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (952) 835-1288 _Fax: (952) 835-4881

Social Swurlty Number: Ol L- 0 :
Date Of injury: _ A-9-(3 Time of Injury: > am. Nl p.m.

Job Description:  yyinchine. Doy Odens

o R R R R B R
Company: Emn!m.ﬂsmms.ﬁmmm
Phone # 852-767-0053 Fax #: 852-767-0740 Date Notified: ;
Authorized Employer Signature: él [ 1" 3 fo 4’5@%‘3@-@”’7@"53

“'iﬁf"‘""i TEEE

Duagnos:s

Date of Examination: __}, /_ 1] /[a Time:_S:0§ Da.m [xpm

Treatment Plan: Must Retumn for re-evaluation on;

. TowcelvedPT/OTServiees Dmatuon xweek x weeks

~ Surgery Scheduled:
Time: Jam | Ip ml I npatlemE]Outpatienl
—_ Nofurther care required DlschangeData ]

Expected Healing Time: Days Weeks Months

Current Status: P-4 Maywukﬁxldutynow(noresmwons) ,;g /11 1 1.3 (Date)
May work light duty now with identified restrictions
through ] /
Presently working as of: / /
Many not work until: / ] [JFull Duty [ Light Duty
Lifting: Maximum Wight in Lbs.
Pushing: Oo 10 K20 30 [J4 Oso (Jeo
Pulling:
Banding: Maximum Times/Hour: []0-2 []2-6 [J6-10 [] 10-20

Degreeof bend: []10-20 []20-45 [JFull
T NoStting No Standing No Walking
_______ Sitting Job Only No Climbing or Overhead Work
— Maynotuse: L] Right Hand [ LeftHand

Keep dressing/wound clean & dry
Medication may cause drowsiness.
Use caution operating machinery or equipment.

Comments:

BT A 1 I w—-»—-—-“"l-rv—ﬁl—h_\:'ﬁ'm ]
SR LN e ~

i ' ur i £ Lom ™ L £ g ARy ‘_4_ __H.E P
Physiclan Name' Phone: ( ) -
Physician Signature; Date: ¢ /

Employee: To expedite prompt claim handling, this complete form is to be returned to your employer either on the
same day of the appointment or, should lost time be incurred, it1s to be forwarded to your employer the day following the
appointment.




employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (952) 835-1288 Fax: (952) 835-4881
Website: www.employersolutlonsgroup.com

ACCOMMODATION CHECK LiST:
o Do you question the EE ‘s injury? __ (V@
Meaning; was this f theii ription/activiti
If so, why?

Fill in if Employee was or Is scheduled to work following the work injury. Please place an “X” in

the below chart.

o For exampie
if the employee was hurt on Monday the 5™ of January and was schedule to work that whole week, | would put an

“X“ on Monday thru. Friday,

©  Another example:
if the Emgloyee was not scheduled to work Tuesday and Thursday but employee is scheduled to work on Saturday

& Sunday then | would not place an “X” on Tuesday and Thursday and | would then place an “X° on Saturday &

Sunday.
pot: 2-3-13 *™"
Sunday Monday Tuesday Wednesday  Thursday | Friday Saturdsy

X va < X X X

o Can Site Location Accommodate: H 0

o [fyou are not able to Accommodate,

Which date was the Employee last work day: A” 1-1%
(include dates he/she has been off due to his/her infury):

o Have you discussed any questions regarding the injury with the Site Location?

If Yes, why?
Rlfvesw Ask-4p spe0r. With dhe S :
g e A hus< |1y : ' Yo %gblé)

n oneidsnt F wsufpem'%
wunm- ouro anajﬂu.nj-

h

__ No i No, will you be?



w employer solutions staffing group.

Leveraging Resources in a Changing Market

7391 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (952) 835-1288 Fax: (952) 835-4881
Website: www.employersolutionsgroup.com

DECLINE OF MIEDICAL TREATMENT FORM

This form is only to be signed if you do not require medical attention In relation to your
report of an on the job incident.

i, , acknowledge that | have reported on the job
incident. The facility has offered me medical attention to be administered by the
facility’s designated workers’ compensation physician, However, at this time | feel ide
hot require medical attention and by signing this form | am stating that | can safely
complete the essential functions of my job without compromising the safety of my co-
workers, residents, or myself. | understand that if my condition changes in relation to
this work related incident that | must notify the facility’s administrator before seeking
any medical attention.

By signing this form | am declining medical attgntlon by a physiclan at this time.

Employee Date Supervisor Date



FEB-11-2013 17:19 From:383-292-0097 Page:1-1

COLORADO DEPARTMENT OF LABOR AND EMPLOYMENT To X ray Time In:\—\Bca)
DIVISION OF WORKERS' COMPENSATION  Back From X ray Time Out:,; 22

PHYSICIAN'S REPORT OF WORKER'S COMPENSATION INJURY
A COPY OF THIS REPORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER,

1. REPORTTYPE [JAfitial I Progress E'éoxing
2. CASE CONFORMATIO& q
A D

Date of Injury Workers® Comp #
Injured Worker's Namejgﬂae,ng M C o ﬁ-‘ Insurer Claim #
Socinl Security # Gy \ - - QAT Insurer Name
Date of Birth 10-2%: -5 Insurer Phonc/Fax
Exam Date L\ 3 Employer Name C o\ h
Acct# D% 300D\, Employer Phone/Fax Dozl YN |
3. INITIAL VISIT (only)
Injured worker's description of weeident/injury
Are your objestive findings consistent with history and/or work refated mochanism of imury/illness?  [] Yes B
CURRENT WORK STATUS  [34Working ?Aﬂnt Wprking .
WORK RELATED MEDICAL DIAGNOSIS (ES) {_‘:) —f;lrv-»—li Pow— . et eMlyapr
v
6.  PLAN OF CARE Lans v
2. TREATMENT PLAN dﬂ.m,l_rr € G: F
[0 Dingnostic tools/tests /TZI_mA et o P
[J Procedurss i ki
O Therapy
[J Medications . ‘
O supplies — - . NCEO RS PITEND
O Other RO — SPCT =X
b. WORK STATUS
le to retum to full duty on 2{” \3 [ Unable to work from to
[ Able to retum to modified duty from ) to O Ableto retum to part thne work on for hrs per day
¢ LIMITATIONS/RESTRICTIONS [0 Restrictions [J Tomporary Restrictions O Pcrmancnt Restrictions
O Lifing (maximum weight in pounds) Tha. ] Walking hours per day
[J Repetitive liting Ibs. O Standing hours per day
O Carrying 1bs, O Sitting houts per day
[J Pushing/ Pulling Ibs. O Crawling hours per day
[ Pinching / Gripping [0 Kneeling hours per day
O Reaching over head O Squatting hours per day
[J Reaching away from body J Climbing howrs per day
O Repetitive Mation Restrictions
O Other
7. FOLLOW UP CARE AND REFERRALS
a. [J Remm Appoiniment Date (g‘:ﬂm "‘"{ b [ ?LP
b. [ Refemlfor [J Treatment (specify ) [T Evaluation (specify)
[ Impairment Rating - [ Other (specify)
Referml Appointment 1o be made by 00 tnjuscd Worker () Referring physician's office
Relerred Provider's Name and Aduross __ Phonc Number
¢. [J Discharged from care (exptain} __ [ Discharged for non compliance
8§ MAXIMUM MEDICAL IMPROVEMENT {(MMY})
O Injured Warker has reached MMI Date
Mointenance care afler MMI required? [ No [J Yes 1l yes, specify care

O Injured Worker is not at MM], but is anticiputed ta be at MM infon
0O MMI date unknown at this lime

9. PERMANENT MEDICAL IMPAIRMENT
0 No permanent impairment
O Antieipsie permanent impainment

Perfunent Impairment (attach required workshests and narratis - )
ed) referml to Level 11 physicion ;ar mpfmnm raling (sve b ubove)
c -
10.  PHYSICIAN'S SIGNATURE 20 !t 2__.__‘

Dnte of Report
Print Name  DR.HAWKE,

License number 23964 HAWQ 30722 KUPER )
Address 9195 Grant # 100 Thumivn, CO 80229 Telephone Number 03-292-0- 4 .

WCMI84 11/00




m employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (952) 835-1288  Fax: (952) 8354881
Website: www.employersolutionsgroup.com

Accident or Injury Reporting Procedures

if a reportable accident or injury accurs, a drug and alcohol screening will be automatically given to the
employee. Employee understands that fallure to consent to'a drug and alcohol screening following any
accident or injury will result In discipline up to and including discharge.

Accident or Injury Report

Every Emplover Solutions Staffing, LLC employee must immediately report any fliness, accident or injury to
his/her supervisor and Employer Solutions Staffing, LLC Workers’ Compensation Department, at 952-767-
0053 or wc@employersolutionsgroup.com, no matter how small or insignificant it may appear.

e Many injuries, initially thought as minor in nature, have later developed into serious and
permanent disability.
o  Early reporting works to the advantage of everyone.

Incident Mo Clinic
o  Please use the “Dedine of Medical Treatment Form”
o If minor injury or the employee does nbt wish to seek treatment, please use this form.
Incident w/ Clinlc
®  Please use the Work Status Report Treatment Form—
o Some dinics do not always use this form, or
o Medical provider just briefly puts down that “Employee is not able to work from

to *—this is not helpful
s We want to know why (what is it that the employee cannot do because of the
Injury?)

. Thue documents wm generate assoon asa dalm has been filed.
o Accommaodation Check list is for you.
®  Please fill that out the form; this is not for us; it so that we are able to send this
to the carrier.
¢ Injtial Contact letter is for the Employee.
o This will let the Employee know of the Carrier's contact information.

o . ease th!s the employee Is abie to cantact us.
= Saves you time from explaining the WC process {lost time, bili payment, etc.}



CORPORATE MANAGEMENT GROUP

Angie Gonzales

Office 303-920-1425

Fax 303-736-7767
angie@corpmgmtgroup.com

Fax

To: \/UUV(/L(LCL) From: Q’YLD] W Gmmk?

Fax: Pages: 2

Date: 2/11/2013

Re: MOOGA— O ol cand cc:

rgent [ For Review []Please Comment []Please Reply L[] Please Recycle

¢ Comments:

Thank you for your help!

quwz &Q@n‘



" Health

N & Occupational Medicine
and Rehabilitation

MEDICAL SERVICES AUTHORIZATION

Employer CDV {90Vt akMam<(thﬁteL/ =Ry o'L! {! l[ =)

Address mﬂ (O,UQ/ Phone Number 203 -y g =55 <9

Patient’s Name Té—YY‘C.ﬂQ_ﬂ . Iy Z:‘ 0 [th 51 Supervisor’s Name

EMPLOYMENT PHYSICALS —

o DOT Physical 0 History & Physical
0 Back Assessment (Schedule w/Rehab) o Respirator Physical
o Hazmat Physical 0 Guard Physical

Other Services

DRUG & ALCOHOL TESTS (please mark test type and reason for test)
o NIDA/DOT
Reason: oPost-Offer 0 Random oPost-Accident 0 Reasonable Suspicion

o 5 Panel to Quest
Reason: 0 Post-Offer o Random o Post-Accident 0 Reasonable Suspicion

/\{Rapid

Reason: 0 Post-Offer 0 Random %Post—Accident 0 Reasonable Suspicion

0 Drug Screen Collection Only
Reason: 0 Post-Offer o Random oPost-Accident 0 Reasonable Suspicion

0 Breath Alcohol Test
Reason: o Post-Offer o0 Random 0 Post-Accident 0 Reasonable Suspicion

a Other
Reason: O Post-Offer o Random 0 Post-Accident 0 Reasonable Suspicion

MEDICAL TREATMENT

On the Job Injury? XYes o No

Date of Injury 0?."0, - | o) Area of Body Injured ha.ﬂCl
Workers’ Compensation Insurance Carrier: Ph #

WC Insurance Carrier Address:

Comments

. 7
Authorized By: 74’4\?’4 [%MCW” Zaés Title: ana

www.HealthONEClinics.com 04/23/2012



Health North Suburban Occupational Medicine
9195 Grant Street, Suite 100
Tharnton, CO 80229
303-202-0034
RAPID DRUG SCREEN COLLECTION RECORD

DONOR NAMM M9y paTe 2/ I!.B
COMPANY NAMECQ@QK]] 0w -0 097K

Test Information: LOT# RS Expiration Dateﬂz_OJS__

- Dip1o (cac, AMP/THQI MHC/MTD/MOMNOP'/OXY/PCPIBARIBZO’
/X Dip 5 (THC,OPHCOC.AMP,METH)

Reason for Test Past Offer A_Post Accident

Random _______ Follow up

Foliow Up
Reasonable Cause Other

Temperature of sample within range (90-100 degrees F) Yes No
Time Of A llﬂong ,Ogﬁm Of ReadingS ' 08’ rf?teadlng within 4 min.)

Results: i__Negative Non-Negative sent for confirmation

Donor Refuses

Further Testing: YES or NO Specimen ID#
(Iif yes, Please send to MRO with long sheet)

| certify that | have conducted est(s) Indicated on\this form on specimen(s) provided

By the above named dgnor. 18m g ualiﬁeé to conduct this test and the results are as
recorded on this form. ,-/ g '
Signature of Collegtor Date 7!1 [ / 13

I have provided(mf urine specimen to the collector. | have not adulterated it in any manner.

signature of Donor Mﬂ‘@%\ﬁﬁe ZI/I//L’)
1 understand that | can send out this specimen to a lab for further testing if needed.

The cost Is at my own expense.

Signature of Donor Date

2s2:96ed L6080-c62-£0E i Wod A 92:.0 £182-21-434



Health
. N

HealthONE Occupational Medicine/Rehabilitation
at North Suburban

9195 Grant Street, Suite 100
Thomton, CO 80229

FAX COVER SHEET
Date: _ /[ Time: AM/ PM
To:
Corporate Management Group Fax: 303-736-7767
Fax:
From: Phone: 303-292-0034
303-451-7700
Fax:  303-292-0097
303-252-9474
Re:

Number of pages including cover sheet:

Notes:

This fax and any files transmitted with it may contain PRIVILEGED or CONFIDENTIAL information and may be read or used
only by the intended racipient. If you are not tha intended recipient of this fax or any of it's attachments, please be advised
that ynu have received this fax in error and that any use, dissemination, distribution, forwarding, printing or copying of this fax
or any attached files is strictly prohibited. if you have received this fax in error, please immadiately purge it and afl
attachmenta and notify the sender at the number listed above.

2s1:968d L608-262-£0E swWou 4 92:.9 £T82-21-834



