employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405 Edina, MN 55439
Phone: (952) 767-0053  Fax: (952) 767-0740
Email Address: wc@employersolutionsgroup.com

First Report of Accident or Injury
NEED TO COMPLETE THIS FORM ASAP AFTER INJURY—FAX TO ESSG AT 952-767-0740

Last Name: Valdez First and Other Names: David
Date of Birth: 11/04/1975 Length of time on this assignment:
Sex: Social Security # 585 359065 ‘ Jobsite: CO Lighting 708100 Field Tech
Empioyee’s Phone: (Home): 505.304-8942 Employee’s Phone (Cel or Emergency Contact: 505.304-8942
Date of incident: 19/14/2015 Time of incident: 1.3 AME] pm ]
Name(s) of witness: | Witness Phone: /5

l Name of Supervisor: Carola Atkins Date and time notified: 12/14/2015 10:30 am

How did the incident occur? While changing a light bulb the fixture fell down and the sheet metal cut his hand

Cause of Injury/Source (please select one)
Cut, Puncture or Scrape

Type of Injury/lliness (please select one)

Laceration

No Physical Injury Not Reported l: Other specific injury:

Affected Body Part (please select one)

(Head) (Lower extremities) (Neck) (Trunk) Hand

Insufficient info to properly identify Not Reported Other specific injury:

Please let us know what shift does EE work, Please select one:

What day of the week/weekends is the Employee scheduled to work: [_] Monday: [ Tuesday  [[] Wednesday []Thursday
Frid Sund

0 WAS THE EMPLOYEE PAID THE FULL DAY FOR THE DOL:[_Jves [ ] No [JFiday [l saturday  [JSunday

o Can Site Location Accommodate, please select one:DYes L__I No

0 Accommodating POSITION: (EX. FILING, OFFICE ASSISTANT, ETC.)

o If you are able to accommodate, what type of work is being offered? (Please select one)

o If you are not able to Accommodate, Which date was the Employee last work day:

INJURY DETAILS: (Include if it is a part of his job duties and the object that cause it ex: welding tube, hoist, packing carrots, etc.)

Description of Injury(s): David was replacing light bulb in canopy fixture. He says "the lense door has to be pulled down to open, and
slammed shut to close". When he shut the fixture the entire fixture came down and he was cut on the hand by
the sheet metal that the fixture was held up by.

Hospital / Clinic: ly/]Yes [_]No Presbyterian RMC ER (Rio Rancho, NM)

If Yes, Name and Address of Hospital / Clinic where taken for treatment:
Phone: 505-253-1539

Signedeati i | Print Name & Position: Administrative Assistant__| Phone: 303.920.1425
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7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: {852 767-0053  Fax: {952) 767-0740
Email Address: we@employersolutionsgroup.com

Employee’s Report of Injury
{to be completed by the employes)}
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7301 Ohms Lane / Suite 405 / Edinag, MN 55433
Phone: (952} 767-0053  Fax: {852) 767-0740
Email Address: we@employersolutionsgroup.com

Employee Restriction Responsibility Form

In the event that you must seek further medica! attention, you are obligated to inform the
treating phys;czan that Emplover Sclution Staffing Group, LLC is willing to sccommodate

modified job duties

Complete an Attending Physician’s Return to Work Recommendations Record aftar each visi,
and drop it off the dey of the appointment with the Human resources Department,

Know your restrictions and be aware of them at all times,

Please do not attempt tasks that excead the restrictions. ¥ 2 guastion exists about the task{s) at
hand and your restrictions, advise your supervisor immadiately.

The medical restrictions are in e‘fec 24 hours per day. Exercise in your personal time to see
that the restrictions are maintained. If you have hobbies or other outside interests, consult with

the treating phyc;man on extra restrictions and possible Sfée effacts.

Employees who conduct activities which are inconsistent with medical restrictions and/or
tregtment ;zattems either on or off the 50& site, are subject to disciplinary actions.

{initizl]. { l«’v{ | have read, nsderstand; and agree to the ebove responsibilities
{initial} sD { / fa & ived @ sepa i
3 e \J acknowledge that | have received s separate copy of this form.
Q ﬂ V”'j U W iz 2t ‘“QS‘—-‘
Empisyeeg‘ssgr;ature Date

Dok P eldez

Ermployee please print your name here

£mployee Form



employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405 Edina, MN 55439
Phone: {952) 767-0053  Fax: (352) 767-0740
Email Address: wc@employersolutionsgroup.com

Employee’s name: £ L ) ows od \P Lwtdgzxﬁhone Numbe{ 50(-\30%“’%5“{({2
Date of injury: ?"Z/ (“- L F\"—” Date Reported j 2 e v

Please complete this Questionnaire as accurately as possible to help process your injury
information. Incompletion of this form may affect or cause delay of claim.
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Please tell me the nature of your injury. Where does it hurt? What type of injury? ( strain, sprain, cut,
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Have you experienced an injury like this before? %) e W\ \
™

Please tell me what you were doing when the injury occurred? C“\’Leu v%iv‘a) Cu ‘@ by \ﬁ\ir ‘3U”it~ hv \ \0 6
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Is this part of your normal job functions?, If not what training did you receive prior to this job Functson’-’
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What tools and eguipment were you using at the time of injury? &Wﬂ@% ; Elowvestent UestBin

Please describe the training you received prior to using this equipment.

Cowr e vamelo WO OWLJ\

Istherea ghmg else you can tell us about how the i injury occurred?
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Injured Employee Questionnaire



AUTHORIZATION FOR THE RELEASE OF INFORMATION

Rer A upnod P U&&_&E"Z/ ’ Birthdate: _;\_ll?%\ LTS
Address: 7(9eaQs (oA tL. U8 D/ ssh: _GOS 2S5 oNe (T

This will authorize {@"ﬁ e\ e (, M Wo% e, ce WS'—“Y/)

* {Medical Provider/Facifity}

to release fo an authorized representative of and/or Employer Solutions Staffing

Group, LLC any and 2il medical and/or treztment records maintainad while | am/was a patient at the above facility o
any and off detes and times, and further authorizes said entities to re-disciose the medical records to independant
medical evaluators, vocational evaluators, rehabilitation providers, photocopying services, investigators, state agencies,

ather refevant employers and insurers and their sttomeys, and any other individual or entity related to this litigation,

The information to be disclosed is:

X Entire Medical Record for All Dates _X_ Operative Reports
X History/Physical X Psychological Tests/Reports
X AIDS/HIV Records X Correspondence N
X Consultation Reports . Discharge Summaries
X X-Ray/Scan Reports and Films X Dizgnostic Testing Reports and Films
X Pathology Reparis o Any and all chart notes, narrative reports, billings and
’ medical records
X Laboratory Reports X Mental liness/Chemical Dependency, and/or alcohol
abuse records
X Other (Specifyl T, fovved ion waxdeJ Rer TwW [ w‘\u\@

The information is needed for the foltowing purposes workers' compensation.
lauthorize the use and disclosure of my individually identifiable health information as described above.

| understand that if the person or organization | authorize to receive the information is not a heakth plan or health care
provider, the released information may no longer be protected by federal privacy regulations and could be re~disclosed.

t understand that my .réce%véng treatment, payment, enrollment or eligibility of benefits is not conditional on my signing

this form.

I'understand that | may revoke this consent at any time by notifving, in writing, the healthcare facility listed above,
Revoking this authorization does not apply to information that has aiready been released under this authorization.
Upon fulfilment of the above-stated purpeses, this consent will auvtomatically expire. A phototopy or fax of this

authorization is as valid as the original bearing my signature,

Dated: |2 L1~ Lg/ ¢ @“ L /7 ‘ B
i ignature of Patient or G’uardian}

{Relationship to Patient if signed by Guardian]

{(Reason Patlent is unable to sign)



valdez. David (MR # 2104829) Encounter Date: 12/14/2015

A PRESBYTERIAN

PRESBYTERIAN RUST MEDICAL CENTER
RMC ER

2400 Unser Se

Rio Rancho NM 87124-4740

Dept: 505-253-15389

Loc: 505-253-6100

December 14, 2015
Patient: David Valdez

Date of Birth:  11/4/1975
Date of Visit:  12/14/2015
To Whom It May Concern:

David Valdez was seen and treated in our emergency department on 12/14/2015. He may return fo work on
(LIGHT DUTY UNTIL SUTUR U7y 12/15/15.

Sincerely.
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« Be sure to update your list when medications are discontinued, changed or added (including
over-the-counter producis)

Printed information 1o patient
The patient was provided with a printed copy of this After Visit Summary and all references/attachments.

This is a summary of the care and treatment you received today and is provided as an easy way for you to
reference information about your visit and to help remind you about any follow up instructions, appointments,
test or procedures that were recommended. This document s not a part of your medical record If you need a
copy of your medical record, please contact the front desk.

Si necesita ayuda para traducir esta informacion, usted puede obtener asistencia de el area de recepcion.
xRk CONFIDENTIALITY NOTICE %

IMPORTANT WARNING: The documents accompanying this message are intended for the use of the person
or entity to whom this message is addressed. These documents may contain information-that is privileged and
confidential, the disclosure of which is governed by applicable law. Unauthorized re-disclosure or failure to
maintain confidentiatity could subject you to penalties described in federal and state laws.

If the reader of this message is not the intended recipient, or the employee or agent responsible to deliver it to
~ the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information
is STRICTLY PROHIBITED. If you have received this message in error, please notify the sender immediately.



valdez., avid (MK # 21U4829) Enco v ter Date; 12/14

After Visit Summary

RMC ER

2400 Unser SE

Rio Rancho NM 87124-4740
505-253-1539

David Valdez
12/14/2015 9:40 AM ED

. Male DOB: 11/4/1975
RMC ER

4/2015

Valdez, David Male 7008 Clark Hills Dr NE 505 304-8942 (Home)
RIO RANCHO NM 87144 0£-304-8942 (Mobile)
*Pre*ﬁrred*

~ You were seen by Lauren Buchanan, MD.

' Fo 6%.5@;3 with Abhishek Ahu}a,mﬁéb.
ot Fam y Pfact ice

3801 Afx isco Dr Nv’\i
Albuguergue NM 87120-1627
505-482-7875

hydrOXYzine hydrochioride 25 mg tablet

Také 1 tablet by mouth every 4 hours as needed for
ching or Anxiety. May cause somnolence. if so, take

every 8 hours
30 tabiet
S 25 mg

omeprazole 20 mg tabiet
e 20mg

o act ve a terg{es

wes and tests nerfory

eration repai r( P Procedure Nawgatdr)

au;tam nophen (TYLENOL) tablet 650 mg

bupivacaine (MARCAINE) 0.5 % (5 mg/mL) injection 15 mig
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Encourter Date: 12/14/2015

i\\f«-«:

N &w,:,
neomycin-bacitracin zn-polymixin (NEOSPORIN (TRIPLE e
ANTIBIOTIC)) 1 packet

139/91 mmHg 98.6 °F (37 °C) (Oral) 18 96% Former Smoker

“'SUTURES GUT IN APPROKIATELY 7 DAYS, WGUND CARE AS INSTRUGTED. SPLINT AS
NEEDED FOR COMFORT.

RETURN TO THE ED FOR ANY CONCERNS.

hinents
E

» EASY-TO-READ (ERGLISH)

LACERA




