State of California
Department of Industrin] Relations
DIVISION OF WORKERS' COMPENSATION

Estado de California
Departamento de Relacienes Indusiriales
DIVISION DE COMPENSACION AL TRABATADOR

WORKERS’ COMPENSATION CLAIM FORM (DWC 1)

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL
TRABAJADOR (DWC 1)

Employee: Complete the “Employee” section and give the form to Empleado: Complete la seccion “Empleado” y entregue la forma a su
your _3“‘,1,3[03“’;1'- Keep a copy and mark it “Employee’s Temporary empleador. Quédese con la copia designada “Recibe Temporal del
Receipt™ until you receive the signed and dated copy from your em- Empleada” hasta que Ud. reciba la copia firmada y fechada de su empleador.

ployer. You may call the Division of Workers' Compensation and : .y " - 3
hear recorded information at (800) 736-7401. An explanation of work- Ud. puede Namar a le Division de Compensacion al Trabajador al (800} 736

ers' compensation benefits is included as the cover sheet of this form. 7401 para o n‘rj‘”ormacran gi'q1!ada. En o ] o C"b’e’t ta de esta
Jorma esta ln explication de los beneficios de compensacion al trabajador.

You should also have received a pamphlet from your employer de-

scribing workers’ compensation henefits and the procedures to obtain Ud. rai.rnbaen deberia hatfe‘r rectbido c'fe su em,u?leadar 1 folleto de.?crlrbfenda los
them henficios de compensacién al trabajudor lesionado y los procedimientos para
) obtencrios,

Any person who makes or causes to be made any knowingly false
or fraudnlent- material statement -or ‘material representation” for -

Toda aquella persona que a propdsito haga o cause que se produzea
“cualguier declaracion o representacion malerial falsa o Teamdilenii el
-the-purpose- of obtaining or denying workers? compensalmn bene--
fits or payments is puilty of a felony.

fin-de obtener o negar beneficlos o-pagos de compensacion a-trabajadores-
lesionados es culpable de un crimen mayor “felonia®,

Employee—complete this section and see note above  Empleado—complete esta seccidn y note la notacion arriba.

1. Name. Nombre. Todny's Dale. Fecha de Hoy.

2. Home Address. Direccidn Residencial,

3. City, Cindad. State. Estado. Zip. Cidigo Postal,

4, Date of Injury. Fecha de la lesion {accidente), Time of Injury. Hora en que ocirrid. a.m. p.m.
5.

Address and description of where injury happened. Direcciénflugar dénde eccurid el accidente.

6. Describe injury and parl of body affected. Deseriba la lesidn y parte del cuerpo afectada,

e

Social Security Number. Niimero de Seguro Social del Empieado,

o

Signature of emplayee, Firma del empleado.

Employer—complete this section and see note below. Empleador—complete esta seccidn y note la notacién abajo,

9.  Name of employer. Nombre del empleador. Burger Rehab Systems, Inc. or Burger Associates, Inc. or CVPT Corporation
10. Address. Direccién. 1301 E. Bidwell St. #201, Folsom, CA 85630

11. Date employer first knew of injury. Fecha en que el empleador supo por primera vez de la lesidn o accidente,

12, Date claim form was provided to employee. Fecha en que se le entregd al empleado Ia peticidn.

13. Date employer received claim form. Fecha en que el empleado devolvié la peticion al enipleador.

14, Name und address of insurance carrier or adjusting agency. Nombre y direccidn de la compaiila de seguros o agencia adminsiradora de seguros.
Traveler's Casualty & Surety, P. O. Box 13088, Sacramento, CA 95813

15. Insurance Policy Number. EV miimero de la pdliza de Seguro. BRS: UBG937L.392 BAI; UB337M874 CVPT: lJ-UB-3C07051-6

16. Signature of employer representative, Firma del representanie del empleador.

17. Title. T, HR & Risk Mgt. Director 1B. Telephone. Teldfono. 916-983-5815 X258
Employer: You are required to date this form and provide copies to Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su cam-
your insurer or claims administrator and to the employee, dependent | pajifa de seguros, administrador de reclamos, o dependientelrepresentante de recla-
or representative who filed the claim within ene working day of mos y al empleado qiie hayan presentado esta peticidn deniro del plazo de un dia

receipt of the form from the employee. hdbil desde el momente de haber sido recibida la forma del emplendo.

SIGNING THIS FORM I3 NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

(] Employer copy/Capia del Empleador a Employee copy/ Copfa del Empleado O Ctuims Administrmer/Adntinistradar de Reclamos 2 Temparary ReceiptRecibio del Empleado

6/10 Rev.



BURGER REHAB SYSTEMS, INC./BURGER ASSOC. INC./CVPT CORP

EMPLOYEE INCIDENT REPORT SUPPLEMENTAL

Name: Date of Incident:

Date of Birth: Date of Hire: Time of Incident: AM.____PM.
Home Telephone: ( ) Work Telephone: ( )

Facility where incident occurred:

Address of facility:

Usual Number of hours/week you work: Time you began work: AM. P.M.

Did you complete your shift?  Yes __ No If no, what time did you leave work?

Did you return to your next scheduled shift? _ Yes__ No Ifno, why?

Did you or will you seek medical attention for the injury/illness? _ No __ Yes If yes, complete:
Health Care Provider Name:; Telephone:
Health Care Provider Address:

What were you doing just prior to the incident:

Describe how the incident occurred:

Body Part Affected (be specific, e.g. left thumb, right forearm, ete.)

Actual Injury/Illness (e.g. strain, cut, abrasion, etc.)

What object, substance, thing, person, etc. was a key factor in this injury/illness?

How could this incident have been prevented?

Employee — Sign & Submit this form and the Employee’s Claim For Workers’ Compensation
Benefits form to your supervisor or the HR Department,

Employee Signature Date

Supervisor — Complete the following:
Actions to prevent further incidences:

Supervisor Signature: Date:

For HR Use Only: Log Number Read/Checked by: Date:

Any further Actions:



ACKNOWLEDGEMENT OF
RECIPT OF MPN INFORMATION

| acknowledge that | have received information regarding my employer’s use of Medical Provider
Network for Worker’s Compensation claims.

Employee’s name (please print)

Employee’s Signature Date

Please fax completed form to (916) 983-5932
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ISSUED TO! BURGER REHABILITATION SYSTEMS,
INC

STATE OF CALIFORNIA - DEPARTMENT OF INDUSTRIAL RELATIONS
Division of Workers' Compensation

Notice to Employees - Injuries Caused By Work

You may be entitled to warkers' compensation benefits if you are injured or become il because of your job. Warkers' compensation covers most

wark-related physical or mental Injuries and illnesses, An injury or iliness can be caused by one event (such as hurting yaur back in a fall) or by

repeated exposures (such as hurting your wrist from doing the same moticn over and aver).

Benefits, Workers’ compensation benefits Include:

¢ Medical Care: Doclor visits, hospital services, physical therapy, lab tests, x-rays, and medicines that are reasonably necessary to treat your
Injury. You should never see a bitl. There is a limit on some medical services,

»  Temporary Disability (TD) Benefits: Payments If you Inse wages while recovering. For most injuries, TD benefits may not be paid for more
than 104 weeks within five years from the date of injury.

*  Permanent Disability (PD} Benefits: Payments If your injury causes a permanert disability.

*  Supplemental Job Displacement Benefit: A nontransferable voucher payable to a state approved school if your injury arises on or after

1/1/04 and results in a permanent disability that prevents you from returning to work within 60 days after TD ends, and your emplayer does not
offer you modified or alternative work,

¢  Death Benefits: Paid to dependents of a worker who dies from a work-related injury or iflness.

Naming Your Own Physician Before Injury or [itness (Predesignation). You may be able to choose the doctor who will treat you for a job injury
or ilness. If eligible, you must tell your employer, in writing, the name and address of your personal physician or medical group before you are
injured and your physician must agree to treat you for your work injury. For Instructions, see the written information about warkers' compensation
that your employer is required to give to new employees.

If You Get Hurt:

1. Get Medical Care. If you need emergency care, call 811 for help immediately from the hospital, ambulance, fire department or police
department. If you need first afd, contact your employer.

2. Report Your Injury. Report the injury immedilately to your suparvisor or to an employer representative. Don't delay. There are time limits, If you
wait foo long, you may lose your right to benefits. Your employer Is required to provide you a claim form within ane working day after learning
about your injury. Within one working day after you file a claim form, your employer shall autherize the provision of all treatment, consistent with
the applicable treating guidelines, far your alleged injury and shall be [iable far up to ten thousand dollars ($1 0,000} In treatment until the cfaim
is accepted or rejected.

3. See Your Primary Treating Physician (PTP). This is the doctor with overall respensibility for treating your injury or illness. If you predesig-
nated by naming your personal physician or medical group before injury {see above), you may see him or her for treatment in certain cireum-
stances. Otherwise, yaur employer has the right to select the physician who will treat you for the first 30 days. Yau rmay be able to swilch to a
doctor of your choice afler 30 days. Different rules apply If your employer offers a IMealth Care Organization (HCO) or has a Medical Provider
Network (MPN). You should receive information from your empioyer If you are covered by an HGO or a MPN. Contact your employer for mare
information.

4.  Medical Provider Networks. Your employer may be using a MPN, which is a selected netwark of health care praviders to provide treatment to
warkers injured on the job. If your employer Is using a MPN, a MPN natice should be posted next ta this poster to explain how to use the MPN.
You can request a copy of this notice by calling the MPN number below, If you have predesignated a personal physician prior to your
work injury, then you may receive treatment from your predesignated doctor. If you have not predesignated and your employer is using
a MPN, you are free to choose an appropriate provider from the MPN list after the first medical visit directed by your employer. If you are treat-
ing with a non-MPN doctar for an existing injury, you may be required to change to a doctor within the MPN. For more information, see the

MPN contact information below:
Current MPN's toll free number: (800) 287-9682 o website: WWW .MYWCINFO .COM

MPN Efiective Date_/// 1 /17 Current MPN's address: P .0. BOX 6510 DIAMOND BAR, CA 91765
Discrimination. It is Illeﬁalffgr your employer to punish or fire you for having a work injury or lliness, for filing a claim, or testifying in another
persan's workers' compensation case. If proven, you may receive lost wages, job reinstatement, increased benefits, and costs and expenses up fo
limits set by the state.

Questions? Learn more about workers' compensation by reading the Information that your employer Is required to give you at time of hire. If you
have questions, see your employer or the clalms administrator {wha handles workers' compensation claims for your employer):

TRAVELERS PROPERTY CASUALTY COMPANY DF AMERICA
Claims Administrator

Phone 1-800-238-6225
Workers' compensation Insurer (Enter "self-insured” if appropriate)
Policy Expiration Date_11 -01-11

If the workers' compensation policy has expired, contact a Labor Commissioner at the Division of Labor Standards Enforcement {DLSE).

You can also get free information from a State Divisian of Workers' Compensation Infarmation & Assistance Officer. The nearest Informatisn &
Assistance Officer can be found at location: or by calling toll-free (800} 736-7401. Learn mere information about DWE
and DLSE oniine: www.dwc.ca.gov or www.dir.ca.gov/dlise,

False claims and false denials. Any person who makes or causes to be made any knowingly false or fraudulent material statement or material
representation for the purpose of obtaining or denying warkers' compensation benefits or payments is guilty of a felony and may be fined and
imprisoned.

Your employer may not be liable for the payment of workers' compensation benefits for any Injury that arises fram your vofuntary
participation in any off-duty, recreational, social, or athletic activity that is not part of your work-related duties,

DWC 7 (6/10)
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Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclanto de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

If you are injured or become ill, either physically or mentally, because of
your job, including injuries resulting from n workplace crime, you may be
entitled to workers’ compensation benefits. Attached is the form for filing
a workers’ compensation claim with your employer. You should rend all
of the information below. Keep this sheet and all other papers for your
records, You may be eligible for some or all of the benelits listed
depending on the nature of your claim. If required you will be notified by
the claims odministrator, who is responsible for handling your claim,
about your eligibility for benefits,

To file a claim, complete the “Employee™ section of the form, keep one
copy and give the rest to your employer. Your employer will then
complete the “Employer” seetion, give you a dated copy, keep one copy
and send one to the claims administrator, Benefits epn’t start until the
claims administrator knows of the injury, so complete the form as soon as
possible.

Medical Care: Your cluims administrator will pay all reasonable and
necessary medical care lor your worle injury or illness. Medical benedits
may include treatment by a doctor, hospital services, physica! therapy, lab
tests, x-rays, and medicines. Your clatims administrator will pry the costs
directly so you shouwld never see o bill, There is a limit on some medical
services,

The Primary Treating Physician (PTP) is the doctor with the overall
responsibility for treatment of your injury or illness. Generally vour
employer selects the PTP you will see for the first 30 days, however, in
specified conditions, you may be treated by your predesignated doctor or
medical group. 1T a doctor says you still need treatment afier 30 days, vou
may be able to switch to the doctor of your choice. Different rules apply if
your employer is using o Health Care Organization (HCQ) or & Medical
Provider Network (MPN). A MPN is a selected network of health care
providers to provide treatment to workers injured on the job. You should
receive information from your employer if you are covered by an HCO or
a MPN. Contact your employer for more information. If your employer
has nat put up a poster describing your rights to workers' compensation,
you may choose your own doctor immediately.

Within one working day after you file & claim form, your employer shall
authorize the provision of all treatment, consistent with the applicable
treating guidelines, for the alleped injury and shall continue to be liable
for up to $10,000 in treatment until the elaim is accepted or rejected.

Disclosure of Medical Records: After you make a claim for workers'
compensation benefits, your medical records will not have the same level
of privacy that you usually expect. If you don’t ngree to voluntarily
release medical records, a workers’ compensation judge may decide what
records will be relensed. 1f you request privacy, the judge may "seal"
{keep private) certain medical records.

Payment for Temporary Disability (Lost Wages): If you can't work

while you are recovering from a job injury or illness, for most injuries you
will receive temporary disability payments for a limited period of time.
These payments may chiange or stop when your doctor says you are pble
to return to work., These benefits are tox-free. Temporary disability
payments are two-thirds of your average weekly pay, within minimums
ond maximums set by state law. Payments are not made for the first three
days you are off the job unless you are hospitalized overnight or cannot
work for more than 14 days.

Return to Work: To help you to return to work os soon as possible, you
should actively communicate with your treating doctor, claims
administrator, and employer about the kinds of work you can de while
recovering, They may coordinate efforts to retumn you to modified duty or
other work that is medically nppropriate. This modified or other duty may
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Si Ud. se fesionn o se enferma, yo sea fisicamente o mentafmente, debido a
su trabajo, incluyendo lesiones que resulten de un crimen en el lugar de
trabejo, es posible que Ud. tenga derecho o beneficios de compensacion de
trabajadores.  Se edjunta el formulario para presentar un reclamo de
compensacion de trabujndares con su emplendor, Ud. debe leer toda In
informacion a cortinuacién, Guarde este hoja y todos los demds
documentos para sus archivos. Es posible que usted refna los requisitos
para todos los beneficios, o parte de éstos, que se enumeran, dependiendo
de la indole de su reclamo. Si se requiere, €] administrador de reclamos,
quien es responsable por el manejo de su reclamo, le notificard sobre su
elegibilidad para beneficios,

Parn presentar un reclamao, llene la seccion del formulario designeda para el
“Empleado,” guarde una copia, y déle el reslo a su empleador, Entonces,
su emplendor completard Ia seccidn designada para el “Empleador,” le darda
o Ud. ung copia fechadn, gunrdari una copia, y enviard una al
administrador de reclamos, Los beneficios no pueden comenzar husta, que
el administrador de reclomos se entere de la lesidn, asi que complete el
formulario lo nntes posible,

Atencidn Médiea: Su adminisirador de reclamos pagard toda la alencidn

médica razonable y necesarin, para su lesion o enfermedad relacionada con
el trabajo. Es posible que los beneficios médicos incluyan el tratamiento
por parte de un meédico, los servicios de hospitsl, la terapia fisica, los
andlisis de laboratorio y las medicinas. Su administrador de reclamos
pagard direclamente los costos, de manera que usted nunca verd un cobro.
Hay un limite para ciertos servicios médicos.

Ll Médico Primario que le Atiende-Primary Treating Physician PTP es
el médico con la responsabilidad total para tratar su lesidon o enfarmedad.
Generalmente, su empleador selecciona al PTP que Ud, verd durante los
primeros 30 diss. Sin embargo, en condiciones especificas, es posible que
usted pueda ser tratade por su médico o grupo médico previamente
designado. Si el doctor dice que usted aln necesita tratamiento después de
30 digs, es posible que Ud. pueda cambiar al médico de su preferenciz. Hay
reglos differentes que se aplican cuando su empleador usa una
Organizecion de Cuidado Médico (HCO) o una Red de Proveedores
Médicos {(MPN). Una MPN es una red de proveedores de asistencia médica
seleccionados pura dor tratamiente & los irabajadores lesionados en el
trabnjo, Usted debe recibir informacion de su empleador si su tratamiento
es cubierio por una HCO o una MPN.  Hable con su empleador para mds
informacidn. 8i su empleador no ha colocado un cartel describiendo sus
derechos parn la compensacion de trobajadores, Ud. puede seleccionar o su
propio médico inmediatamente,

Dentro de un din después de que Ud, Presente un formulario de reclamo, su
empleador autorizard todo tratamiento médico de acuerdo con las pautas de
tratamiento aplicables a la presunta lesidn y serd responsable por $10,000
en tratamiento hasta que el reclamo sea sceptado o rechazado.

Divulgucidn de Expedicntes Médicos: Después de que Ud. presente un
reclamo para beneficios de compensacidn de trabajadores, sus expedientes
médicos no tendrdn el mismao nivel de privacidad que usled normalmenie
espera.  Si Ud. no estd de scuerdo en divulgar voluntariamente los
expedientes médicos, un juez de compensacién de trabajadores
posiblemente decida qué expedientes se revelurin, S TUd. soliciie
privacidnd, es posible que el juez “selle” (mantenga privados) ciertos
expedientes médicos.

Pago por Incapacidad Temporal {(Sueldos Perdidos): Si Ud. no puede
trabajar, mientras se estd recuperando de una lesidn o enfermeded
relacionada con el trabajo, Ud. recibird pagos por incapacidad temporal
para la mayoria de las lesions por un period limitado. Es posible que eslos
pogos cambien o paren, cuande su médico diga que Ud, estd en condiciones
de regresar o trabnjar, Estos beneficios son libres de impuestos. Los pagos




Workers’ Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacién de Posibie Efegibilidad

be lemporary or muy be extended depending on the nature of your injury
or illness.

Payment for Permanent Disability: If a doctor says your injury or
illness results in a permanent disability, you may receive additional
payments. The smount will depend on the type of injury, your oge,
oceupation, and date of injury.

Supplemental Job Displncement Benefit (SJDB): If you were injured
after 1/1/04 ond you have a permenent disability that prevents you from
returning to work within 60 days after your temporary disability ends, and
your employer does not offer modified or alternative work, you may
qualify for a nontransferable voucher payable to a school for retraining
and/or skill enhancement.  If you qualify, the claims administrator will
pay the costs up to the maximum set by state lmw based on your
percentage of permanent disability.

Death Benefits: If the injury or illness canses death, pryments may be
made to relotives or household members who were financially dependent
on the decensed worker.

It is illegnl for your emplover to punish or fire you for having a job
injury or illness, for filing 8 claim, or testifying in nnother person's
warkers' compensation case {Labor Code 132a). If proven, you may
receive lost wages, job reinstatement, increased benefits, and costs and
expenses up to limits set by the state.

You have the right to disagree with decisions affecting your clpim. If you
have n disngreement, contact your claims administrator first to see if you
con resolve it. If you are not receiving benefits, you may be oble to get
State Disability Insurance (SDI) benefits. Call State Employment
Development Department at (800) 480-3287.

You can obtain free information from an information and assistance
officer of the Siate Division of Workers' Compensation (DWC), or you
can hear recorded information and a list of local offices by calling (800)
736-7401, You may also go to the DWC website ot www.dwe.ca.gov,

You can consult with an attornev. Most attorneys offer one free
consultation. if you decide 1o hire an attorney, his or her fee will be taken
out of some of your benefits, For names of workers' compensation
attorneys, call the State Bar of California at (415) 538-2120 or go to their

web site at wiwvw.californiaspecialist.org,
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por incapacidad temporal son dos tercios de su pago semanal promedio,
con cantidades minimas y mdximas establecidas por las leyes estatales,
Los pagos no se hacen durante los primeros tres dias en que Ud. no trabaje,
a menos que Ud, sen hospitalizado una noche o no pueda trabajar durante
mids de 14 dlas.

Regreso al Trabajo: Parp ayudarle a regresar a trabajar lo antes posible,
Ud. debe comunicarse de manera activa con el médico que le atienda, el
administrador de reclamos y el empleador, con respecto o las clases de
trabajo que Ud. puede hacer mientras se recupera. Es posible que ellos
coordinen esluerzos para regresarfe o un trabaje modificado, o o otro
trabajo, que sea spropiado desde el punto de visla médico. Este trabajo
madificade u otro trabajo podria ser temporal o podrfa extenderse
dependiendo de la Indole de su lesién o enfermedad.

Pago por Incapacidad Permanente: Si ¢l doctor dice que su lesion o
enfermednd resulta en una incapacidad permanente, es posible que Ud,

reciba pagos adicionales. La cantidad dependerd de la close de lesion, su
edad, su ocupacion y la fecha de la lesién,

Beneficio Suplementario por Desplazamiento de Trabajo: Si Ud, Se
lesiond después del 1/1/04 y tiene unp incapecided permanenie que le
impide regresar al trabajo dentro de 60 dies después de que los pagos por
incapacidad temporal terminen, y su empleador no ofrece un trabajo
modificado o alternativo, es posible que usted reina los requisitos para
recibir un vale no-transferible pagadero a una escuela para recibir un nuevo
entrenamiento y/o mejorar su habilidad. Si Ud. retine los requisitios, el
administrador de reclamos pagord los gastos hosta un maximo establecido
par las leyes estatnles basado en su porcentaje de incapacidad permanente,

Beneficins por Muerte: Si la lesion o enfermednd causa In muerte, es
posible que los pagos se hagan a los parientes o a lus parsonas gue viven en
el hogar y que dependian econdmicamente del trabujador difunto,

Es ilegnl que su_emplendor le castigue o despida, por sufrir una lesion o
enfermedad en el trabajo, por presentar un reclamo o por testificar en el
cuso de compenstcidn de trabajadores de otra persona. (El Codigo Laboral
seccién 132a.) De ser probndo, usted puede recibir pagos por pérdida de
suefdos, reposicion del trabajo, aumento de beneficios y gastos haste los
limites establecidos por el estado.

Ud. tiene derecho a no estar de acuerdo con las decisiones que afecten su
reclamo, 8i Ud, tiene un desscuerdo, primero comuniquese con su
administrador de reclamos para ver si usted puede resolverla, 5i usted no
esid recibiendo beneficios, es posible que Ud. pueda obtener beneficios del
Sepuro Estatal de Incapacidad (SDI). Llame al Departamento Estatal del
Desarrollo del Emplea (EDD) al (800) 480-3287.

Ud, puede obtener informacion gratis, de un oficigl de informacion y
psistencie, de la Division Estatal de Compensacién de Trabajadores
(Division of Workers' Compensation — DWC) o puede escuchar
informucién grabade, asf como vea lista de oficinas locales Nlamando al
(B00) 736-7401. Ud. también puede consultar con la paging Web de [a
DWC en www.dwe.ca.pov,

Ud. pucde consuléar con un abopado. La mayoria de los abogados
ofrecen une consultn pratis, Si Ud, decide contratar & un sbogado, Ios
honorarios serdan tomados de algunos de sus beneficios. Para obtener
nombres de ambopados de compensacidn de trabajadores, llame a la
Asociacidon Estatnl de Abogados de Californin (State Bar) sl (415) 538-
2120, 6 consulie con la paginn Web en wwiv.californinspecislist.org,






