APR-2E-26816 13:69 From:263-T82-9265

CORPORATE MANAGEMUNT GROLR 3

April 28, 2016

Te Whom it may concern:

FPase:l-4

Jonathan will be cormning for a walk-in appaintment with a doctor for 3 worker compensation claim, His
employer is Employer Solutions Staffing Group, through Corporate Management Group, at our client

site, Kong.

We would like the doctor to determine if the injury with the emplayee is compensable.

For Medical Billing and accompanying reports;

Gallagher Bassett Services, Ing

P.0O. Box 23812

Tueson, AZ 85734

1-866/324.5585

Insurance Adjuster: Veronica Vargas, direct line 303-218-7877

We do not have a ¢laim # yet.

nk you!

Caitlin Schall
Administrative Assistant
Phone: 303.920.1425

Fax: 303.736./767
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To: HealthCne Qccupational Madical Cantar at Enplewood

From: Carporate Management Group/Empioyer Solulions Staffing Group

Regarding: jonathan Cavalier workers compensation claim
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FPase: 374
AFR-28-201e 13:89 Fraom:3E3-7T828-9265

employer c:simlonf staffing gsroup.

Leveraping Respurses in g © Ranping arket

7301 Ohms Lane / Suite 405 / Fdina, MN 55439
Phone: [952) 767-0053  Fax: {952) 767-0740
Ernail Address; wc@emplnycrsolutnonsgmup cem
WORK STATUS REPDRTIMEDICAL SERVICE FORM
“ TWFW%TNM;;J FLOYEER:) ATION T
Date of Elrth

“Name: r\mmcm AT

Social Security Number; __ #35- 38 - 2 54 Phone#: (328) :
Date Of Injury: (‘.‘Mmmhﬂl Time of Injury: TS Oam [ pm.
Job Description: _ Madiye o LA pAbr”

Drug/Alcohol rest@r No (FOR ALL WORK RELATED INJURIES)
S R i I e ; o
Company: Emplover Solutions Staffing Groyp, LLC

Phone # 952-767-0053 Fax #: 852-767-0740 =_Natified; ﬁ}law L
Authorized Employer Signature: Fé,

EMPLDYER HAS LIGHT DUTY WURK A VAILABLE

Diagnosis:

AH-: mﬂ;m&w'ﬁ)ﬁ@" «ﬂ-?'S -L M

Date of Examination: ¥ 4 28 i éz Time: /&R 02 [ am. . m ,
Treatment Plan: Must Return for re-evaluation on. / A eter

Z_ To received PT/OT Services  Duration: 2 xweek & x weeks

Surgery Scheduled, )

Tima: m. L] pm, L] Inpatlent ] Outpatiant

— . Nofurther care requnred DISLhErgE Date: /

Expected Healing Time- Days Weaks onths

Other __ Ao ? EH AL r"E

Current Stalys: May work full duty now (no restrictions) / ! (Data)

May waorl light duty now with identified restrictions
through & / & ¢

¥
—____ Presently working as of / /
Many not work until: / / [ Fuu Duty [ Light Duty
____ Lifting; Maximum Wight in Lbs,
— ___ Pushing: Lo D010 020 Os0 40 [Js0 ]6o
. Pulling
Bending: Maximum Times/Hour: (]0-2 []2-6 [16-10 [ 1020
. Degree of bend:  [J10-20 (] 2045 []Full
i Na Sitting No Standing - _No Walking
__ Sitting Joh Oniy Mo Climbing or Ouerhead Woark
Maynotuse L] Right Hand [} Left Hang

_ Keep dressing/wound clean & dry
Medication may cause drowsiness.
Use caulion o

. perating machinery or equipment.

Comments: &, L B preceinedBr o8 2, P KJ",W,,-.-‘?” 3 &_ )
478 Aﬁm&%—-’ LY, m"%ﬁ }.azi.,- %;)xﬁfwﬂé%fm éﬂﬁﬂ%f
. Next Follow Up Appointment; /

T R T e A R T Vo i e
Physican Neme: _ Aapsedy A dat pall Phone: (

Physician Signature- I L L, s / Date; /

Employes: To expedite prompt claim hand d, thls compiéte form is to be returned o your employer eithar on the

same day of the appaintment or, should lost time ba incurred, it is ta be forwarded to yeur employer tha day following the
appointment.
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APR-2E-26816 13:18 From:263-T82-9265

AUTHORIZATION FO4R THE RELERSE OF INFORMATION

Rg: Jonathan Cavalier Bll‘thﬂé‘t@' Dare1Hwo4
Addresy: Evﬁﬁ W Floyd Ave Denver CO 8M 14 ES»N 530786575

THis wili aythopise BMployee's chosen medical provider/facility
(Miedical Provider/Facility)

o release to an authorized representative of Corporate Management Group andfar Employer Sshutisns Staffing
r B ; Pridry

Sroup, Lig any and alf medicsl and/or treatment recoros maintained while § amfwas a peticnt at the above tacifity ot
any and off dates angd tmes, ang further aithorizes said emivies o re-diszlose the medical records to indeprendent
medital avaluators, vocational avziugiors, rekahilitation previdears, phototopying services, invastieziors, staie apenrigs,
Oiher relevant amployers and insurerc and their ottorneys, ang afty other individual or entity radsted 16 ‘hig litiaztion,

The infermation to be disclazed i

X Entire fdedical Recard for All Dates X Operative Reparts

X History/Physical X Peycnological Tests/Reports

X ADSIHIY Recordy e Larraspondenee

X_ Consuitation Reports X Dizcharge Sumimaries

AL X-Ray/Sean Reports and Slms A Diagnostic Testing Reports and Films

A, Pathology Reports Ko Any and =l chart nholes, narsative reports, hillings and
medical records

X Laboratory Reporis o Mental |l tness/Chamical Cependency, and/or aleahal

abus2 records
X Dther {4 perify]

The information Is needead for tha following puroase: workers' compansation,
lauthorize the use ang disclosure of my individually identifiable hazith information as dascribey abiove,

Vuniderstand that il the person or organization § authorize 1o recelve the informatian is not a health Plan or heakh care
Fravider, the relersad information may no longar be protected by fuderal privacy reputations any couid be reisclosed.

Funderstand thyt my receiving treatment, paymert, enroltment or aligihility of benafits is not conditinnal an my signing
this form.

Vunderstend that | fmay revoke this consent at any e by natifving In writing, the healthcare tacility fistad above.
Revoking this authorizatian does not apply to information that has alrezdy been released urder this autherization,

Upon fulfliiment nf tha ahove-stated purposes, this Consent will auternsticaby explre. A photocony or fax of this
gutherization s as vakid ag the originat bearing my signature,

Date: Apr 268, 2015 OGRS

{S.‘énatum of Pailent or Guardian)

{Relationship to Patiant if slgned by Guardian]

— e
(Raasont Patient is unable to sign)
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