
CHECK LIST FOR NEW FOLDERS

-Prepare lost time chart
LU Acceptance Letter

ontact injured employee for statement by tqlephone (date .55// ‘1/i 0
Employer initial status of claim (date9’.YJi 17),p

ci Wage statement
Q Request for Paid Leave
[] Supplemental

Request emailed on

____________

Initial questionnaire to Claimant
C Work status tracking log
C Copy of work status to employer
C Update work status in Allegro
Q— Update claim notes for extent of injury & controverted
fJ PLN Qi

______[]2

[J6 []ii

______

C EDT 111 report Did Salary Continue? Y or N_______
C DWC Record Check
C Request witness statement
C COMP Divider

Diary
C] PLN ii (define extent of injury within first 60 days)
C] 8th day, elimination week, 26 weeks, & FMLA ends

Subrogated claim:
C Notice to claimant
C Notice to 3’ party
C Notice to 3 party insurance
C] Request accident report

Work status change:
C Update lost time in Allegro
C] Update work status tracking log
C] Copy of work status to Employer

Impairment benefits:
C] PLN3
C] lJpdate Allegro MMIJIR
C] Subsequent Status Claim Form to Employer
[ Request Wage Statement

Revised 705
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INITIAL RESERVES
MEDICAL________________
INDEMNITY______________
LAE

_____________

LOST TIME YIN ADJUSTER_____

EMPLOYERS FIRST REPOF

7. Rece Mdie El S. Ethnicity 1Ssc El
Black El Asian 0 NatIve Amedo.n El otitet 0

L Meiling Address Street or P.O. Box

nii. 7,, €.nd.

10. Mental 3551!

Married — Wdowed El sepeated I] Sbi. El Divorced El
II. Number of Dependent Chtdr.n 12. Spouse. Nan,.

1
Ii flnrini’I fatma

14. Doctors Mailing Atidreas (Street or P.O.Box)

City Stat. Zip Cod.

)

I. Neme(Last Flrit.Mi.) ISis
FEl M0

3. Sociat Security Number 4A. HeniC Phone 5. Date & Bl,th (m.d-y)

5. Does the Employee Spak English? If Ho. Speuty Language

YESO NOEl

CARRIER’SCLAIM# ,Zi€, —o37.Z
tT OF INJURY OR iLLNESS

15. Detect Iry (m.d.y) 16. TIme or Injury I?. Date Last Tim. Began
(m.d.y)

05122010 lOOOmilEl °0 NLT
15. Nature of tnjury 19. Pail of Body Injured or Expcesd

Cut w/scapel Left Middle finger
20. How end Why Injuryllunees Ocojrmd

see attachment

21. Wee .mployee 22. Workslte L.ocallon of Injury (ataks. dock. etcr
doingitls YES
regiierjob? NO El Laboratory

23, Address Where Injury or Expoeure Occurred Name cli bualnee. If Incident
cemared one busIness elI.

TAMU Vetennary Medical Park Bldg.
Street or P.O. Box County

1192 Turk Rd. Brazos
City State ZlpCcd. i

Coliege Station TX 77843 C)
24. Caus, of tnjwy(faIl. toot madolne, elo.)

scapel .-•.

25.Ll.tWltnespe, v’-. —

Helene Andrewa-Polymenis; Christine Shields; Vi Zhen i -.. . t
28. Return tok 27. DId employee 20. Supendsor’s iiWat. Repoiled

datefor airpeded die? Nan.
(nd.y) ..

El 0 ..; —YES NO ., —

NLT 05.12010

30. Dated lire (md-y) 31. Was employee hired or reonited In Texas? 32. Length of Service It, Current Position 33. Length of Service In Occupation

12 .01 - 2009 YES 0 NO Months.!___ Years - Month. j_. Years !_..._..
34. Employee Payrol Clasalicetlon Cod. 35 Occupation of Injured Worker

7360 Postdoctoral Research Associate
36. Rat, of Pay this Job 37. Full Work Week ra 3$ Last Paycheck wee: 39. I. employee an Ownv. Partner.

or Corpoc. Ott$cer?
SHoudy $Weehly LHowe _Daya Sffor_Hours or..Oaye YES El NoW

40. Name end Till. of Person Completing Form 41, Name of Business

Norma Jones, Business Administrator TAMHSC COM Microbial & Molecular Pathogenesis
42 Business Mailing Addree. and Telephone Number 43. Business Location (If dIfferent front mailing address)

Street or P.O. Box Telephone Number and Street
407 Reynolds Medical Bldg. ( 979) 845-1314

City State Zip Code CIty State Zip Code

College Station TX 77843
44. Feder Tax Idenbltcation Number 45. Primary ricnn American lnousuy c.aancauoq, System 45. Specific NAICS Code 47. tess. r.orl1pmeer I espayer NO.

74-2907553 Cod,(6 none none none
48. WorlcerW Compensation Insurance Company 49• PolIcy Number

flOflC self-insured
50. DId you request accident prevention Service. in peat 12 months? -

YES El NOD If yea, did you receive then,? YES Cl NOW

DWC FORM-I (Rev. 10105) Page 3

D./1 4/i/O

DIVISION OFJ_ liON
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1 Report of Injury

5/12/2010

A potential exposure to Salmonella Typhimurium occurred
during a ligated Heal loop surgery on, May 12, 2010.
postdoctoral fellow, accidentally cut himself with a scalpel (a
very small cut on his finger) during the processing of infected tissue at
about 10 pm. He was immediately removed from his station, he removed his PPE
(N95, gloves, booties, hairnet) and was sent out of the BSL-2 surgery suite
to scrub with chiorhexidine containing surgical scrub for 10 minutes In the
scrubbing sinks located immediately outside the surgical suite. After
scrubbing the affected area thoroughly, he applied antibiotic cream to the
area and a band-aid.

r-)r. ——

—

I
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HUMAN RESOURCES
1i:xAsA&M

Supplemental Witness Statement
Privacy Notice: State law requires that you be Informed that you are entitled to: (1) request to be Informed about the Informationcollected about yourself on this lomi (with a few exceptions as provided by law) (2) receive and review that Infocniaffon and (3)have the Information corrected at no charge. To request this infomiation, contact homobenefltstamuedu or (979) 862-1718.

NSTIWCTIONS This statement should be complete by a supervisor or willing err pioyee who personally witnessed a woric-ralatedinjury and sent In with the First Report of Injury or as soon as possible thereafter.

ALi ?a.,/

Name of .. ... . - . -.a,

Name or Individual Providing

Please checic one: . SupeMeor Employee

jSformaJones
Department M V11PtA

‘ Mali Stop,i.j 14
The dauliant referenced above was poaalbiy involved In a woric-reiated on M8 12 ‘ià. (w’daale date) about

a.mip.rn. if you have firsthand Information, please answer the questions listed below and return this form by fax
(979) 847-8546 to the Total Compensation Benefits Office

Describe In Lwti word what happened and what you observed. Be sj apacjic as possible.

Claimant nW4id hi.finer U1rougJ double gloVØ with adIsi1sabfe scaIpet

.1.• ..
. .- ,. .... ....-.-...bescrib. what part of the body you observed to be injured.

Middle finger, left hancL

I
— I’

-t
-

- - .. •,_.:_
•

I

nah,.orwewss -
- -t .•.

Supplemental W4neas Statement
yg#565

Pagelofl
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INITiAL CLAIM QUESTIONNAIRE

Claimant: Claim # 210-0376-23
Address: Date of Injury: 05/12/2010

Date mailed: 05/18/2010

Please complete, sign, and date this claims questionnaire and returin the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

‘es.
9

2. Please state in your own words where and how your injury occurred.

i i4u c4’ i

1. p;k 1 ko bV’tLQ Qr . SLIQ

44L €iVJ- k of (ci Lif.

3. Please state in your own words any physical harm or damage to your body that resulted from
the work related incident.

ktppA, ç- 4eA -L€ we

°-4°t L etouib tlD1l4Qi (A) ea 4 {ô Jorr

( ha\’i Vb 6’v tuSH b -:z. o(ht kt’Q4 1 a4. e,.
tf ,f f4tl.o7ZF 4oiL

oj.

4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not. frU ro vcg. r
5j4o-w. Aø-, 9O, I WI.bt t

r i’.kLik {k

5. If you have multiple employers please list the name and address of each employer

044% 4

Injured employee si re Date c:inques

Hammond SO -11-012-013
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Ball, Kaye

From: Pantusa, Victor [vpantusa©tamhsc.eduJ
Sent: Friday, May 14, 2010 2:30 PM
To: Ball, Kaye
Subject: FW: 1st Report of Injury-
Attachments: 1St Report of -

Kaye,
Please see attached first report of injury, sharps report and witness report for

Thanks,
Victor

C)

Hammond SO -11-012-013
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The Texas A&M University System

May 17, 2010

Dear

Office of the Treasurer
Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, Th 77845-3424PH: 979-458-6330 • Fax 979-458-6247 • http://tamusystem.tamu.edu

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 05/12/2010.

Any medical bills you incur as a direct result of this injury should be Immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458-6330.

Sincerely,

TTASA&M UNIVERSITy SySTE,4

WCI Claims AdJsr
Risk Management

________

A&M SysEern Building
200 Technology Wa Suite l120
Mail Stop 1262 TAMU
College Station, ‘lexas 77845-3424
kball@tamu.edu
www.tarnus.edu

Texas Asuttue Eaeiietent Stoe • Texas Coopve ExleeslQn Texas Engineenig Expenrex*Sten. Texas Engieeeflng Exienion Se,*. ‘ Texas Faint SenicsTexas Trasseat4on Inslltuee Texas Venwy Me,Xi OIanosM Labexaexy’ Texas %‘ddlk Damage Mamate,menl Se,sêce

KAYE BALL
Workers’ Compensation Insurance
Risk Management Division

Enclosure

979458.6330
979.458.6247 fax

Ucitesiene
Prasne view AIM UnieseniSy’ Ta1e SUM Univesity ‘Texas AIM nteei UriSneenity’ Tezas AIM Univ&sily Texas AIM Ur*msdy GeelMn Texas AIM tJiety’CeevneeeTexas AIM Un eesay-Capce CtnieI’ Texas AIM Ut qly.tin’ Texas AIM UnitiiSy-Texee*asw Went Texin AIM Uiunenity

Texas AIM Unineraly Stsiem Heath Science Center

Hammond SO -11-012-013
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MEDICAL SERVICES CHART
Treating Dr

CLAM#,) —

_39 ip
- 3 Apptoved Change_____________________

ConsultinglReferral (approval date)CLAIMAN1
€-ss L

DOl:S \1A° Nature of injuryJ1p Aófr, frfry.zv RME Date_________
Result_______________________________________Body Part Injured hb4. ‘)d—-C.L_i.J DID
Result_______________________________________

Accepted diagnosis Secondary Treatment Plan or Changes —

Initial Treatment Plan

X-Ray PHYSICAL THERAPY
Body Part Date Result______ WEEK I______ WEEK I________
MRI WEEK 2 WEEK 2

WEEK 3 WEEK 3Body Part Date Result
WEEK 4 WEEK 4CIT Scan
WEEK 5 WEEK 5Body Part Date Result______ WEEK 6 WEEK 6Bone Scan WEEK 7 WEEK 7

Body Part Date Result______ WEEK 8 WEEK 8
Myelogram COMMENTS:_______________________
Body Part Date Result______
EMG
Body Part Date Result______

SURGICAL PROCEDURES DENIED MEDICATIONS

PREAUTHORIZATIONS BODY PART DENIED___________
DATE YES/NO PROCEDURE DATE PLN 1 FILED YIN

BODY PART DENIED_____________
DATE PLN 1 FILED Y/N
BODY PART DENIED_____________
DATE PLN I FILED Y/N
NOTES:____________________________

Hammond SO -11-012-013
TAMUS 0008



INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 2100376-23Addres Date of Injury: 05/12/2010
Date mailed: 05/18/2010

Please complete, sign, and date this claims questionnaire and return in theenclosed postage paid envelope as soon as possible.

I. Did your injury occur while performing your normal job duties?

2. Please state in your own words where and b2 your injury occurred.

3. Please state in your own words any physical harm or damage to your body that resulted fromthe work related incident.

4. Have you sought medical attention for this injury? If so please indicate your choice ofprimary care physician. Have you seen this physician in the past three years for other conditionswhether work related or not.

5. If you have multiple employers please list the name and address of each employer

Injured employee signature Date inques

Hammond SO -11-012-013
TAMUS 0009



) )
The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Fax 979-458-6247 • http://tamusystem.tamu.edu

Mayl8,2010

Brazos County Health District
ATTN: Ken E Bost
201 North Texas Ave.
Bryan, TX 77803

RE: Title 25 Health Services, Chapter 96 Bloodbome Pathogen Control

Please find attached a Contaminated Sharps Injury Reporting Fomi for May, 2010, from TheTexas A&M University System, Texas A&M University Health Science Center.

Should you have any questions please feel free to contact me as the reporting officer.

Sincerely,

lflbitL’/’
Deanna Holladay
WCI Manager

Enclosure

Ues
Prane ‘uiew MM UnomM Td St Umy Texas MM Inna*ea Linwexty Texas MM Unssty texas MM Urxsasst Gavastoe Texas AMA Umversity-CoasxwceTexas MM Unieerxiy-Ccpas Dws Texas AMA Un sy4insei Thxas MM Li y-Texadcaxa Weas Te,.as AMa Unveii4y

Agencies
Texan jl5K txpasin,eM S?axn Texas Cooe,Mve ExtenxLcn Texan Engineexn Eapeimexe SiZon Texan Exixeasing Exnsexa Se*e Texas Focest SeeioeTexas Trasspe1xon Lns Teeai Veanixay Medici OiagnOnbc Laboy Texas LMLdtLfe Dasage Nanaetnent SaMoa

Texas MM Univexsity System Haste, Sctence Cexitee
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i*TEXAS
Department of
State Health ServIces

‘3

INFECTIOUS DISEASE CONTROL
CONTAMINATED SHARPS INJURY REPORTING FORM

Needles

C] Arterial catheter Inboducer needle

I] Blood gas sninge
C] Centrel line cath needle (cardiac, etc.)
D1çootis Syh7ge

C] Insulin
C 20-gauge needle
C] 21-gauge needle
I] 22-gauge needle

C] 23-gauge needle

C] 24/25-gauge needle
I] Tuberculin

I] Drum catheter needle
I] IV catheter st,4et
C] Needle on IV line (includes piggybacks &
IV line connectors
C] Needle, notstwewhatldnd
C] Pie-filled caifrldge syringe
C] Spinal or epldurai needle
C] Suture needle
C Syilnge, other type
C] Unattached hypodermic needle
C] vacuum tube blood collection
hdderlneedie
C] Winged steel needle (Includes butterfly,
winged-set type devices)
Oth
C] Other vascular catheter needle (cardiac,
e)
C] Other non-vascular catheter needle
(ophthalmology, etc.)
C] Other nonsuture

Surgical Instruments (cotherha,p/tzmS)

CI Bone diiWdilpped tooth

C Bone cutter
C] Drill bit/bur,
C] Elecbo-cautery device
C] FlngenaIl’teeth
I] Huberneedle
C] LancetQlnger or heel stick)
C Microtome blade
C Pidwpfoicep
hemostats/damps
C] Pin (fixation, guide pin)
I] Pipette (plastic)
C] Razor

Ractots, skinlbone hooks
Scalpel, disposable

C Scalpel, reusable
DScissors
C Sharp Item, not sure what kind
C] Specimen/test tube (plastic)
C Staples/steel sutures
C Towd clip

C Trocar

C] Vacuum tube (plac)

C Wire (suture/fixation/guide wire)
C Other sharp

Glass

C]capiliarytube

C Glass slide
C] Glass Item, not sire what Jdyl
C] Medication amputefvlaI/IV’tIe
OPipette
Dspe&nerqtesttu
QVacuumtube <

DOthergiassltenii

x s

: C)
C)

The facility where the lnjwy occurred should complete the form and submit It to the local health authority where the facility Is located. If no local
health authority Is appointed for this jurisdiction, submit to the regional dIrector of the Texas Department of State Health Saivices (DSHS) regional
office In which the facility is located. Address Information for regional dIrectors can be obtained on the DSMS webpage at
htte:IIww.dw..usIrnsfdauit.shbi. The local health authority, acting as an agent for the Texas Deparinient of State Health Services
will receive and review the report for onmpietoness, and submit the report to: IDEAS, Texas 05HZ, 1100 West 49e Sbeet, T-801, Austin, Texas
78756-3199. Obtain copies at htto:llwarit.dshs.state.&ucIidniIhndthIinfection controUbloodborne oathooemlreporting or from Texas Departmentof Stat. Health Services regional offices.

Please complete a form for each exposure Incident bwolvlng a sharp.

Fadly(atutlon)wherolnjuryocCUrred: 7AMU 1,x,’kf f#idi’t1U 124k 18,7 Ridô

NOTE: If the Injury occurred BEFORE the sharp was used for its original
intended purpose, c, ,rotsubmlt this form

Street addr poet office jLqar.rJL -a--._
City: (!olk4e SaMoi I Coeety: 5rzs I Zip codes
Street addres& reporter It dIfferent from fadllty where Injury occurred: 41rflbIds ,iid. TAM £C

Reporter’s Name: j1(J€,7 4,d4a5 -
Date./,qJ/

pottmr’sTdephone:i q4’3 JReporter’se-mau: fld,O5(iNJQ,14di

8/26/2009
1
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— )

:.
-•-

Q after the sharp was used for its Intended purpose

t:d :[;:

C Restorative C Root Canal

C.)

.3.Ogkta(htidueaaf..sharP(thfebavJ
..

I] Connect IV line (Inten’nlttent rpIggy%dc1IV Infusion/other IV line connection
DContaln a specimen or pharmaceutical (glass Item)

Cutting

C Dental C Exactlon C Hygiene C Orthodontic C Periodontal
Coiaiysis

(]Draw arterial blood sample.../fusedto draw blood was It D direct stick x D drawn from a line
C Draw venous blood sample

C Drilling

cbcaUtV

C Finger Stick/heel stldc

C Hepailn or saline flush

o InjectIon, lna-muscuIarfsubcutaneous/inba-detmal, or other Injection through the skIn (syringe)
C Obtain a body fluid or tissue sample (urlne/CSF/amnlotlc fluid/other fluid, biopsy)
D Other Injection Into (ox aspiration From) lv Injection site or IV port (syringe)
[]Rernove central Ilnelporta catheter

C Start N or set up heparln lock (IV catheter or winged set-type needle)
Csx1ng a deep Qskln
Q Tattoo

C Unknowcfnot applicable

C Wiring

Q

______________

Wl4efl afl4HthIflju4yOCCUrFed...
. ..

o Before (DO NOT report to DSHS) durlng
If the exposure occurred during or after the sharp was used, was It (die(*ooe baa)
C Activating safety device

D Between steps of a multistep procedure (carr4ng, handling,passing/receMng sytlngejlnsbumen etc.)o Device malfunctioned

C Device pierced the side of the dlsp container

0 Disassembling device or equipment

CI Found in an inapproprIate place (eg. Table, bed, linen, floor, trash)
C Interaction with another person

laboratory procedure/process

5 DI4th.d .beng dl we a Si jurpeptediciØ •ven&nro.pitWui.pdk#ádi.nIamIdIvate4idthnocwc C be1bre durIng a adohi.AJk
i

—C7 Had the injured pereoncompi.teda hapátltlegvaccffiltlibe series? no donoitkkhy& Was there a sharpsconedna, readiky available 10, dIsposefof tIt dla.p no1dli. starps eontalnet povlda a dear vIeW of the lrqt4çontemlnat.d sbâIl.? W nog Had the Injured parson ree.Evid trekdngon the exposure Control plan in thei2 nlOnthe’p.glttnJdent?- aj Involved body part(smbaa) hand am?. (] ieoJi’oot (2 fatd/headjnecfç’ tmso’((tont or badc

&•.?.,

C Patient moved dwlng the procedure
C Preparation for reuse of Instrument (deanlng, sorting, dlsinfecting,sterilizing, etc.)
C Recapping

C SuLuing

C] Use of sharps container

C Unsafe practice

C Use of IV/cenlral line

o Other

6. *a$ the Injured person wearing glQv&

8/26/2009

2
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Dor
*

ii 30 nástorotUredp.

DAJd(e.c.CAN,HHkorde11Y) jFirenghter D PhysdpIst
D Attending physician (MD, DO) D Feed service Q Phlebotomlst/veniperuture/W team
Cl CenbaJ supply Cl Hernodlalysis tedrnfrjan Cl Psythlabic technician
C OlrOpraCtDr C Housekeeper/laundry Public health worker
Cl OerlcaVadmlnlsbatlve Cl Intern/resident I] Radlologlo technician

Q Law enforcement oMcer Cl Registered nurse

C Ucensed vocational nurse esearcher

C Maintenance staff C Respiratory theraplsVtechfllclan

o Safety/security

O School personnel (not nurse)

C] Transport/messenger

I] Volunteer

OOthu

_______________

C clinical lab technician

o Counselor/socIal worker

C cRNAJNP

C] Dentist C] Medical student
o Dental astant/tedinIdan I] Morgue tectfautopsy tech

Q Dental hygienist Cl Nurse midwife

C] Dental student 1] NursIng student

(] Dieticlan 0 OR/surgIcal technician

C] Et4T/ paramedic []Ptiarmaclst

C Fellow D Physdan assistant
IZ pWVSbkroflluredPDer(thedne

Employee Cl Student CCànbactor/conactemployee C Volunteer

If not directly employed by reporter, name the .mployee/.rvlc.flagencylsdiool: •

:
C] Blood bank/center/mobile D Home health C Outpatient beabnent (e.g. dIalyiThfutloit*herap3
Q clinic C Hospital Q Residential fadlity (e.g. MHMR,elter)
C Correctional facility Laborato,y (freestanding) Cl School/college

Cl Dental facility D Medical examiner office/morgue 0 Other

_________________

C EM$fFlre/Polke

141 WorkArerwh.r*Sharps IflJny Occurred 4
Aibulafl Ci Emergency depailment

Q Autopsy/pathology C Endoscopy/brondioscopy/
cystoscopy

C Field (non EMS)

Cl Floor (not patient room)

C Home

C Infirmary

C] Jail unit

Cl Blood bank center/mobile

Cl centtalsupply

0 Olticalcareunlt

C] Dental dlnlc

[JOlalysis room/center

•c.

D PreoporPAQI

C Procedure room

C Laboratory

C] I & D/Gynecology unit

O Medkal/Ou(patlentdkiic

Medical/surgical unit
ONursery

Cl Patient/resident room

O PedIatrics

COMMENTS:

Q Rescue setting (non ER)
Cl Radiology department

CI Seduslon room/psydlabic unit
[]Servlce/utilfty area (e.g. laundry)

CI Surgery/operating room

Dother

=
• -.

C, --

8/26/2009
3
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CHECK LIST FOR NEW FOLDERS

Prepare lost time chart
nce Letter
injured employee for statement by telephone (date t1Ji0fO

Employer initial status of claim (date K/iD./1c)
J Wage statement

Request for Paid Leave
Q Supplemental
Q Request emai led on_____________

[Initial questionnaire to Claimant
O Work status tracking log

Copy of work status to employer
k.1j,date work status in Allegro

( Update claim notes for extent of injuly & controverted
O PLN Ci

______Q2_____

Dli

______

O EDI it report Did Salary Continue? Y or N

_______

1J DWC Record Check
Q Request witness statement
C COMP Divider

Diary
C PLN II (define extent of injury within first 60 days)

8 day, elimination week, 26 weeks, & FMLA ends

(;) Subrogated claim:
C Notice to claimant
D Notice to 3 party
C Notice to 3rd party insurance
C Request accident report

Work status change:
C Update lost time in Allegro
C Update work status tracking log
El Copy of work status to Employer

Impairment benefits:
El PLN3

I pdate Allegro MML IR
1_I Subsequent Status Claim Form to Frnploer
[] Request Wage Statement

Revised 7 05
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The Texas &M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • http:/ftamusysiem.tamu.edu

NOTICE OF DENIAL OF COMPENSABILITYtL1ABILITY AND REFUSAL TO PAY BENEFITS
DATE: August 10, 2010

TO: NAME OF INJURED EMPI,1OYEE:
ADDRESS:
CITY, STATE, ZIP:

RE: DATE OF INJURY: 08/03/2010
NATURE OF INJURY: Potential Exposure to BruceUn
PART OF BODY INJURED: Respiratory System
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAMEITPA NAME: THE TEXAS A&M UNIVERSITY SYSTEMCARRIER CLAIM#: 210-0536-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843

If you do not agree with the denial and refusal to pay benefits, please contact me:
Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #IE-mail Address: 1-979-458-62471KBa11@tainu.edu

MED TO STARR

OEiIQAL

On August 4, 2010 we received notice that you reported an on the job injury. We are denying your claim forworkers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paidbecause:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas A&MUniversity disputes compensability/liability for the incident that occurred on or about 08/03/20 10. Exposure in andof itself would not be considered an injury in course and scope of employment, absent physical harm or damage tothe physical structure of the body, nor an occupational disease absent an illness resultant from the exposure. Iffurther evidence is presented, it will be reviewed.

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,Division of Workers’ Compensation for further assistance. You have the right to request a Benefit ReviewConference. Contact the Division office handling your claim at 1-800-252-7031.
If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimilenumber or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in finesand/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645
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The Texas A&M University System
Office ofthe Treasurer

Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979458-6330. ToIl Free: 866-2494574 • Fax 979458-6247 • http//tamusysaem.Lamu.

NOTICE OF DENIAL 01 COMPENSAB /LIABIUT AND REFUSAL TO PAY BENEFr[
DATE: August 10, 2010

TO: NAME OF 1T3URED EMPLOYEE:
ADDRESS:

_____________

CITY, STATE, ZIP:

RE: DATE OF INJURY: 0S/03t2010
NATURE OF INJURY: Potential Exposure to Bruceua

-PART OF BODY INJURED: Respiratory System
EMPLOYEE jSSN:
DWC #: Unassigned
CARRIER NAMF’JTPA NAME: THE TEXAS A&M UNIVERSITY SYSTEMCARRIER CLMM#: 210-0536-02
EMPLOYERAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste 1201EMPLOYER CITY, STATE, ZiP: College Station, TX 77843

On August 4, 2010 we received notice that you reported an on the job injury. We are denying your claim forworkers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paidbecause:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas A&MUniversity disputes compensability/liability for the incident that occurred on or about 08/03/2010. Exposure in andof itself would not be considered an injury in course and scope ofemployment, absent physical harm or damage tothe physical stnicture of the body, nor an occupational disease absent an illness resultant from the exposure. Iffurther evidence is presezuted ft will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:
Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1466-2494574
Fax N/E-mail Address: l-979-4586247/KBafl®tajnuedu

TRANSMISSION OK

TX/RI NO
RECIPIENT ADDRESS
DESTINATION ID
ST. TIME
TIME USE
PAGES SENT
RESULT

*** TX REPORT ***

3976
917134624143

08/10 14:58
0O’26

1
OK

EP’XED TO STARR

QATE:WNe

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,Division of Workers’ Compensation for further assistance. You have the right to request a Benefit ReviewConference. Contact the Division office handling your claim at 1400-252-7031.
IfvnuwnnlA1Ir,.#,.—.--’..— ....4...... .——‘- -- -,-.- , —
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SUPPLEMENT FOR OCCUPATIONAL DISEASE

SUPERVISOR’S STATEMENT CLAIM # 210-0536-02

Injured Employee:.
Social Security Number:
Date of Injury: 8/10/10

(date knew or should have known of injury)

Location (area) employee was working when injury occurred: Employee

was working in room (biosafety level 3 suite) in building 1197

Body Part Injured: due to accidental failure to don respirator emlovee may

have inhaled infectious agent Brucella app. Right vs. left does not aoolv
(please indscate f right or left applies)

Describe symptoms and dates reported by employee for this injury:

employee was seen by the occupational health physician at Scott & White who

prescribed appropriate antibiotics and serological monitoring for infection which

can take several weeks to observe.

List any person you feel may have knowledge to support this claim for

compensation: The emøIoees co-workers Yaping Fan and Gabriel Gomez

were in room at the time of the incident.

Please indicate number of job tasks routinely required which may be

related to an occupational exposure injury: personnel work in the BSL3

laboratory continuously and are required to receive training from the university

and the individual investigators. Ordinarily all manipulations of infectious agent

are performed within biological safety cabinets. The work being done was also

contained within the BSC. as such the risk of infection was low. Respiratory

protection is worn to prevent against infection in the case of spills or other

accidents.

Signature:

________________________________________

Date:

____________

RETURN AS SOON AS POSSIBLE TO:
THE TEXAS A&M UNIVERSITY SYSTEM
OFFICE OF. THE TREASURER

—

200 TECHNOLOGY WAY, SUITE 1120 — .11

COLLEGE STATION, TEXAS 77845-3424
Fax 979-458-6247 •11

z
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The Texas A&M University Position Description

The Position Desaiption form is used to record the duties, responsibilities, qualifications sought and fiscal Impact of
classified and nonclassifled staff positions. This Information is the basis for determining the title, salary rate, and Fair
Labor Standards Act exemption status for staff positions. To achieve these purposes, i Is essential that detailed and
exact Information pertaining to current duties, responsibilities, and qualifications be accurately recorded on this form.
Please attach a current organizational chart when submitting this form.

Employee Details

Employee First Name:

Employee Last Name:

Employee UIN

Position Title

Position Title Technidan I

Title Code 5005

Classified / Non-Classified Classified

Position Information

TAMLI System Member TAMU

Location College Station ,. ,..,,

Deparbnent Vet Med PathoboIogy-O2-144o06

Direct Supervisor
- a,CftCki &idltio,i directions rICi IL1 iiomas ,i.

—

—Other Users Authorized to Access Suebs, Betty L.
Position Description Malazzo, Jeaninec&r addItional dlrec Vychopen, Patty >
Employee User Account for Position
Description
OIck For adc5uon& directions. Cu

PIN M36045

ADLOC Account 02-144006

FLSA
Non-exempt

Funding Account(s)
It more than one Funding account, please 06-502304
kidicate p’centage ror each.

Primary Funding Source Restricted

If Other’ Primary Funding Source,
Please Specify:

8/10/2010
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Dwdon of Poson Regular/budgeted - / 0
(

If ‘Past lime’, Please Specify Percent
Effort

Seasrity Sensitive?

(Employment In all pOstiOM are security
sensitive and will ,nent Yes
of a criminal background dnack at the point at
hire. Please dl here laddklonal
frtomatian3

Is this position restricted by the
Patriot Act?

No

(For details dick here)

Is this position D.O.T. regulated?
No

(For details click here)
Secon
dick for addklonal directions. If no secendany None
costs, Indicate ‘no

Employees Supervised:
Include titles and numbor of eadn, If position
will not supervise anyone at this time, please
state none

Does this employee customarily and
regularly exerdse disaeUon and
Independent judgment and have
the authority to make important
decisions?
Click for additional directions.

- G)
If Yes, give percentage: —l —

(1 —

Pease indicate madulnes or
equipment used In the performance of >
essential duties:
(It is req4red thatj include hours dwlng an
average weck that cacti piece of equipment Is r”
actually teed. For most positions the combined c.ntotal usege will seldom approach 40 hours.)
dick for additional directions.

Required Education and Experience
dick for additional directions.

Preferred Education and Experience
dick for additional directions.

Required licenses, certifications, or
registrations:
OIckfor additional directions.

Preferred licenses, certifications, or
regaUos
dick for addioonal diectiore.

Required special knowledge, abilities,
and skills:
dick for additional directions.

Preferred special knowledge, abilities,
and skills:
dick for additional directions.

Other requirements or other factors:
Click for additional dfredlons.

Preferred other requirements or other

1

11

Personal Computer - 15 his
Centrifuge- 3 hrs

Bachelor’s degree In a related field or any equivalent combination of
training and experience.

One year in sdentlflc research, dinicat, operational, or experimental
work.

None

None

Abiflty to multi-task and work cooperatively with others.

https://tanuijobs.tsmu.edu/userflles/jsp/shared/generalFunctionArea/PrintableTabbedObjec... 8/10/2010
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factors:
O3cktoradtOflaidreCtOre.

General Summary:
Summadze hi Uwee or four sentence the
gie’aI putpe, spe and r sponsibUites of
th poaSton
aick for addftona d1rect

3ob Duties

Total Percentage of Duties:100

5 Records

Essential? Duties

Yes

Yes Use standardize assays and technical procedures.

Yes

Ye Participate In regular laboratory meetings and tedinical discussIons.
No Other duties as assigned

Date Signature ofEmployee

% of
Time

40

30

19

10

1

L) ) Page3of3

/O OS3°0
None J’3
Assists in planning research on support laboratory methods and
techniques, carrying out procedures, and recording results for a
series of dosely-conbofted experiments.

Plan and participate in the execution of experiments in cell biology, maintenance of
cell lines and stock of common’y used reagents. Research llterabiie relevant to
research subject.

Assists In maintaining the laboratory including, but not limited to, ordering supplies,
record keeping, the maintenance and service of equlpment Inventory, data entxy
and some data analysis

Date Srgnatwe oflmmed,ate Supeiv&r Title

-q
-TI
C-,

• rn

Date Signature ofDepartment Ileaoor Comparable Unit 77tle

s—I

:
Date S,inaLzire of 14ce Pre5ldeJ7t Dean cr Director 7itle

G)

13

xc

C,
m
m

https://tamujobs.tamu.edu/userfilesijsp/shared/generalFunctionAreafPrintableTabbedobjec... 8/10/2010
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Coffer, Lisa

From: Kuhlmann, Jim R.
Sent: Wednesday, August 04, 2010 2:19 PM
To: WCI Incoming EMail
Subject:
Attachments: - Vet Pathobiology.pdf

This claimant has received medical attention.

Jim R. Kuhlmann
Leave Specialist
Human Resources
Texas A&M University
jkuhImannttamu.edu

1255 TAMU I College Station, TX 77843-1255
Tel. 979.862.49711 Fax 979.847.8546
http://employees.tamu.edu

Thi. email and any tiles transmitted with it are confidential. It you are not the intended reclpiont you are hereby notified that any disc1oure, cop,ing. distribution or use of thecontents of this Information is prohibited. If you have received this email transmission in error, please notify me by telephone or via return email and delete this email with alits kiformation from your system.

I
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The Texas A&M University System
Office of the Treasurer /•

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way . College Station, TX 7845-3424
PH: 979-458-6330 • Fax 979-458-6247 • http://tamus stem. .edu

\
August04, 2010

This office is in receipt of a First Report of in ry in cating that you sustained a work—related

injury on 08/03/2010.

Any medical bills you incur as a direct result of ‘s injury should be immediately forwarded to

this office for consideration. Prescription dr S y be filled at any pharmacy. Please do not

use your health care insurance to have thes prescr tions filled.

If you miss more than a day of work as r ult of this i ury you must contact your department

to ensure that you receive all the benef s to which you ay be entitled.

If you have any questions by our office or call us at

(979) 458-6330.

Sincerely,

KAYE BALL
Workers’ Compensation Ins ance

Risk Management Division1T

Enclosure

Urv*
Piafli i.* MM Un,ers4l T&e St U*m Thxa MU InbnnI UrMI,dl. rez AIM Unasy. Team AIM Ut’earaI a Gaasj, Yezas AIMCaea,Team AIM Crad• Texas AIM Uavx y-’ Tex AIM Wea’ Texas AIM Uremady

Ayencaee

Texas AIcWIj ExpenneM Sladon • Team Coeeipe Exnsan• Texa Ensamng Expnent Staxjon• Texas Enaneerind ExeMsi, Sea*e Tx Forest Servic.
Team Transponon Instb Texas Vetamy M,a Otagncs* Laborany. Team Oanage Masapewne,d Se*e

Texas MM tAsvervdy Sysboe Head, Sc.nce Center
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MEDICAL SERVICES CHART
Treating DrCLAJM# EID 3 ii Approved Change____________________Consulting/Referral (approval date)CLAIMANT

DOl:’\3 p Nature of injunfl,L RME Date__________Result_____________________________________Body Part Injured

Result
Date__________

Accepted diagnosis Secondary Treatment Plan or Changes

Initial Treatment Plan

X-Ray
PHYSICAL THERAPYBody Part Date Result______ WEEK I______ WEEK I________‘RI WEEK2_____ WEEK 2I”

WEEK 3 WEEK 3
Body Part Date Result

WEEK 4 WEEK 4CIT Scan
WEEK5_____ WEEK5______Body Part Date Result______ WEEK 6 WEEK 6Bone Scan
WEEK 7 WEEK 7Body Part Date Result______ WEEK 8 WEEK 8Myelogram COMMENTS:______________________Body Part Date Result______EMG

Body Part Date Result______

SURGICAL PROCEDURES DENIED MEDICATIONS

PREAUTHORIZATIONS BODY PART DENIED_____________DATE YES/NO PROCEDURE DATE PLN 1 FiLED Y/N
BODY PART DENIED_____________DATE PLN 1 FILED YIN
BODY PART DENIED_____________
DATE PLN 1 FILED Y/N
NOTES:___________________________

Hammond SO -11-012-013
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Date.

From The Texas A&M University System
200 TeDhnology Way. Suite 1120
College Station. Texas 77845

To Bi Review Department
Starr Comorehensive Solutions. inc.
P.O Box 801464
Houston Texas 77280-1464

RE: REQUEST TO PROCESS BILL AS INSTRUCTED

Claimant:

Claim # L) L ZS 3 t!
Provider: :5 Qki —

Service Dates:
-___________________________

Please audit the bill as follows:

() Fee Schedule Reimbursement.

Claim Denied for Compensability/Liability

Other

Notes

b,*1
--.

--

-t7c £242 aA2
AL0

iJ,Jø#r

,1’-, J24AAA”i 11

Requesto’ lnitiais
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From The Texas

200 Techn

College St

To: Bill Review

Starr Comp

P.o: Box 8
Houston. T

)epartrnent
ehérisiye Solutjons Inc.
1464

xas 77280-1464

TRANSMISSION OK

TI/RI NO
RECIPIENT ADDRESS
DESTINATION ID
ST. TIME
TIME USE
PAGES SENT
RESULT

s** TX REPORT ***

3977
917134624143

08/10 14:59
00 18

1
OK

Date -a /OitdZI

&M University Systeni
logy Way: Suite 1120
:ion Texas 77845

•..

AS INSTRUCTEDRE: FEQUEST TO PROCEss BILL

Caimant

Cairn # 3 /, -

Provider: 5C4ç1- U.J Erji
ServIce Dates:

______________________

Please audit the bill las follows:

( ) Fee Schedule Reimbursement.

Claim benied for Compensability/Liabjjjty

() Other:
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Dear Ms.

The Texas A&M University System

Office of the Treasurer
nvfronmentai Health and Safety • Risk Management • Treasury Services

A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424

PH: 979-458-6330 • Fax: 979-458-6247 ToIl Free: 866-249-8574

August 10, 2010

TAMUS # 210-0536-02
DOl: 08/03/2010

We are in receipt of your Employer’s First Report of Injury concerning a possible
exposure to brucella you are claiming as work related.

Please fill out this questionnaire and return as soon as possible.

As soon as this information is received we will evaluate your claim. If you have any
questions regarding this form please contact me.

enclosure

Sincerely,

Kaye Ball
Claim Adjuster
Risk Management

Urit4dee

A1 Urivsy Ta1iSUtMi’d• team AêI. TxMM U,*m Tez AW Uthi GU,iii Texa A*M Iithersdy.Come,ce
Tez AW tJt i-Cop CI Tqx MU TexaMU -Taaa WetejMU LJrñ&s

-H

Texas Agiit, EipeAeas* Sn • Tex Coeexas EnsIoe Texas Ex eingEapexas4 Se• tease Enne.eng E xsox S,.*. Tna ForeetSere

Tease trassptaoa Ins TexaVew Mek Danodc Labary Texas Diae Management Sireici

Hammond SO -11-012-013
TAMUS 0027



SUP1 MENT FOR OCCUPATIONAL DIASE

INJURED WORKERS’ STATEMENT CLAIM # 210-0536-020

Name:

Social Security Number:

__________________________

Date of Injury:
(date knew or should have known of injury)

Location (area) you were working when injury occurred:

________

Body Part Injured:
(please indicate if right or left applies)

Describe symptoms you feel may be related to this injury:

List any person you feel may have knowledge to support this claim for
compensation:

List all doctors, along with addresses, you have seen for this condition:

Hobbies:

________________________________________________

Other Employment:
(if any)

Work Telephone Number:

_________________________

Signature:

Date:

_____________________

RETURN AS SOON AS POSSIBLE TO:
THE TEXAS A&M UNIVERSITY SYSTEM
Office of the Treasurer Risk Management
A&M System Building, Suite 1120
200 Technology Way
COLLEGE STATION, TEXAS 77845-3424

Hammond SO -11-012-013
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Jim Kuhlmann Date: 0811012010
TAMU RE:

Employed By TAMU
Supervisor: Dr. Thomas Ficht
D.O.I.: 08I03I2010
Claim No.: 210-0536-02

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARYQ We have received a medical bill/report that indicates an injury may have occurred
on . Please verify with your records. If an injury occurred forward a copy of
the Employers First Report of Injury or your incident/accident report so we maytimely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within3 days of receipt of this notice the claim for compensability will be
accepted.

jj The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury Is received indicating the employee has returned to work orunless the Request for Paid Leave is received Indicating that the employeewill use sick and or annual leave. A wage statement is required if the employeeis disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

Q This claim has been accepted as a compensable injury.

1j This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

This claim has been denied because:
There was no injury in course and scope of employment

Q The injury was not sustained in the course & scope of employment
D Untimely notice of injury was given

The injury is considered an ordinary disease of life
Q Disability only, medical documentation required to establish physical harm

Other: Potential Exposure

Other: We are denying the potential exposure, but we will pay for testing andpreventative meds and medical care.
Thanks

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Bali
F:wci,procedure:office
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The Texas A&M University System
Office of the Treasurer

% i—,s Environmental Health and Safety • Risk Management • Treasury Services
7 A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424

• PH: 979-458-6330 • 866-249-8574 * Fax 979-458-6247.
http://tamusystem.tamu.edu

August 10, 2010

MEMORANDUM

TO: Dr. Thomas Ficht

SUBJECT:
TAMUS # 2 10-0536-02
Date of Injury: 08/03/2010

Before I can fully evaluate Ms. alleged work related injury, I will need thefollowing information:

1. Attached statement completed by his/her immediate supervisor.

2. Job Description

If you have any questions please do not hesitate to contact me.

Sincerely,

Kaye Ball
Claim Adjuster
Office of Risk Management

enclosure
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SUPPLEMENT FOR OCCUPATIONAL DISEASE

SUPERVISOR’S STATEMENT CLAIM # 210-0536-02
Injured Employee:
Social Security Number:
Date of Injury:

(date knew or should have known of injury)

Location (area) employee was working when injury occurred:

___________

Body Part Injured:
(please indicate if right or left applies)

Describe symptoms and dates reported by employee for this Injury:

______

List any person you feel may have knowledge to support this claim for
compensation:

Please indicate number of job tasks routinely required which may be
related to an occupational exposure injury:

____________________________

Signature:

Date:

_____________________

RETURN AS SOON AS POSSIBLE TO:
THE TEXAS A&M UNIVERSITY SYSTEM
OFFICE OF THE TREASURER
200 TECHNOLOGY WAY, SUITE 1120
COLLEGE STATION, TEXAS 77845-3424
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CHECK LIST FOR NEW FOLDERS

D Prepare lost time chart
cAcceptance Letter
_— Contact injured employee for statement by telephone (date /1 f3)j..- Employer initial status of claim (date i k.z-i c

Wage statement
Q Request for Paid Leave
D Supplemental

Request emailed on____________
Initial questionnaire to Claimant

Q Work status tracking log
Copy of work status to employer

[ -Update work status in Allegro
[9 Update claim notes for extent of injury & controverted
[] PLN Qi

______
_____

Dii

______

EDI i report Did Salary Continue? Y or N

________

Q DWC Record Check
[] Request witness statement
[].COMP Divider
[ Diary

Q PLN ii (define extent of injury within first 60 days)
Q 8 day, elimination week, 26 weeks, & FMLA ends

Subrogated claim:
Q Notice to claimant
D Notice to 3 party
[] Notice to 3 party insurance
[] Request accident report

Work status change:
Q Update lost time in Allegro

Update work status tracking log
Copy of work status to Employer

tn/iiirment benefits:
/
1 (.pdate Allegro MM1 IR
F Subsequent Stitus Claim Form to Employer
LI Request W.ige Statement

.3
Revised 7 05
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The Texas AM University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • httn://tamusystem.tamu.eclu

NOTIFICATION OF MAXIMUM MEDICAL IMPROVEMENT/FIRST IMPAIRMENT INCOME BENEF1T PAYMENT

DATE: January 13,2011 Certified Mail Return Receipt Requested:

TO: NAME OF INJURED EMPLOYEE: 5) tx
ADDRESS:.
CITY, STATE, ZIP:

RE: DATE OF INJURY: 11115/2010
NATURE OF INJURY: Laceration/Exposure
PART OF BODY INJURED: Right Index Flnger/Brucella
SSN:
DWC 8: Unknown
CARRIERITPA NAME: The Texas A&M University System
CARRIER CLAIM#: 211-0134-23
NAME OF EMPLOYER: Texas A&M Health Science Center
EMPLOYER ADDRESS: 301 Tarrow Street, 6’ Floor
EMPLOYER CITY, STATE, ZIP: College Station, TX 77840

You have been certified to have reached Maximum Medical Improvement (MMI) and had an Impairment Rating (IR) assigned. Entitlement to
Impairment Income Benefits (liBs) begins the day after the date you were certified as having reached MM1. For each percentage point of impairment
rating, you will receive 3 weeks of benefits. The amount ofyour [lBs benefit is based on 70% of the reported Average Weekly Wage of $479.12.

We have received a report from Dr. Eric Wilke, M.D. (copy attached) certiing that you have reached MMI and you do not have any permanent
impairment as a result of this compensable injury. Based on this report you are not eligible for any income benefits of any type. You remain entitled to
necessary medical benefits related to this injury.

if you are expected to be paid benefits for a period of eight weeks or more, you may request that we make benefit payments by electronic funds transfer
directly to your bank account. Also, you may request that we change your [lBs to a monthly payment.

Explanatory Comments:

if you do not agree wIth this_certIfication of MMI and/or ZR you have Q days from the date you receive this notication of MM1 and/or IR to
file a dispute with the Texas Department of Insurance, Division of Workers’ Compensation by contacting the Division office handling your
claim at 1-800-252-7031.

If you are interested In having your payments made directly to your bank account or do not agree with the finding of MM1, IR certified by the
doctor, or the amount being paid please contact me:

Adjuster’s Name: Kaye Bail
Toll Free Telephone 8: 1-866-2494574
Fax 8/E-mail Address: l-979-4584247/ICBall®tamu.edu

If we are unable to resolve the issue to your satisfaction, you have the right to file a dispute with the Texas Department of Insurance, Division of
Workers’ Compensation. For assistance contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result In fines and/or Imprisonment.

Univescies

e’AawA.4bA Uniseniety telsue, 55 Uciset• Texas MM Inron UrAeesty A55 Texas AIM Ihasesily siGaNesion Texas AIM Uiexexs4y•Connesce
Texas AIM Ur ers4v-Ccepa c,xlss• Texas MUj Texas AIM LJ, xdt’Texa*asa West Texas AIM Univasnity

Agercas

Texas Agrdwie ExpemneM Slatoe Texas Caop.ras Texas Engineenng Exphmi(Staon Texas Exgineemng Extesslon SmCe Texas Puest Sew*
Texas Transpelon Texas VelnayMex5csi Oiagncdc Labxey Texas AIM UrMxnly System Health Science Cenw
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Treating Doctor Qoector Selected by Tiuig Doctor ainng In place of d TielSig Doctor Designated Doctor Sabded by thi Division
Carrier-Selected RUE Docler ptcved bytl* Otbielon to eaikiab UMI endloi plmiai*nt IiiNnt i*5f a Designated Dada. asninMlNOTE -if you ate not authorized by Rule 130.1(0 Su lilt. report you iii not be geld far this roe1 at the MW1mp.Wment WinaSon

W I HEAERY CERTIFY THAt THIS RPCRT OF MEDICAL EVALUATION is complete end auMsb mid oumples with lbs Texas WatkinsCompensation Ad and applicable rules, and I tindetelmid th*t making a in about a workeri compinsatlon dabn Is a crime that can resin ftnes andlor Imprisonment.

_________

siatwior. ci c.rti Doctor: ,ç ejep 12/2312010

lZiZ3/3O10 J Vol.9

___________

1?. IndIcate whither th. employ.. has reached Cledoel or Sl.Wto.y Mati based upon the following ddWdona:.
CilnIcel Maabnum Medloat buprevanwet (CRated Mel) is U,S eadleet date eRor ididi. ba.ad upon reasonable meotcel pi’obe$lty. hither materielrecovery Sum or lasting himwern.M to an qIay can no longer reasonably be andcded.

M Is in. Peter of (1) the end of the 104th woek alter iris dab Ruin temporary lnocm. b....*s (TISs) began to oue; or (2) me date towtictl Mliii wan euterstod by th. Division tgh operetlon of Tate. labor Cod. 3408104. .1 lie *a)I7lYas, Icetitly that the employee readied LJSrA1UTORY ,1ZuNICAL (metR an.) MMI on LI ‘Z3 k1IfO (may not bee prospectived.rand have kidded docorrisntstlon relating to Ufl ertlilcaton In lila adsch.d narredve. OR
I cow*dy that the employ., has NOT readied MMI bt4 is expected to rosdi Imli an or about . The reason lbs employeeliii not raiched II Is doanSnl.d In tim ambled naninive.

NOTE Th fc jaj an .cmtovee readies eier CIPinI Mt at StakAmy MUl does not stmuWr that the .nmlos’ee I. no loratin enSRad to medical baneRe,
IorIceI.vIletr1nv1sai.,F.e.ni#i)Ilt4MlliI

1&Iiths employee has readied MM). Indicate whether die employ.. haspermanerti tmpal....ard ass taluS àf the omj tqa’y. -‘

Impl.rmeir means any anatomic or ftmctlorid abncmual3y or loss ealeling abet MMI that merits from a compensate. Irpy and I reasonably presumedto be permeneud. The *ndlng th tropabmert exillS heist be ruede based i.pcn objective clinical or laboratory ilndkuga meenmp a medical midkig cilmpokmei* resuthig burns Compensable .ijts based upon ccnipebnt objeolve mitlical abidance that is bidependerdy ccn3miablq by• doctor.induding a deelgrialad doctor, without milanca on lii. subjective symptoms perceived by the employee.
a) I carlily Ilial lbs enIoyee doeS not haute any permanent toipeinnent ass result of the compensable Uijwy. OR
b) I cattily that tIle employe, h permanent tinpawninni ass taluS of the compensable uiay. lii. antount of permanent tinpatimeiw Is __%.wiich wi debrn*ied to accordance islet the requirements of the ‘reaas Worluers Compensation Ad and Workers’ Coixpansatlon Rules. 11w aSuchednerrattve provide. doazrientallon tiwolved In me caicuiauan ci tIle ingatrment rating asaigned.arsinu me totowsig eottian of the (3iidel to the Evaluslonof Peruneteati 1mgaIn pubblied by the American Medical AssodalIan (AMA): Li third edition, second printing. February 1989 OR9faurih edition. I • r s” or4e purSing, Indudb’lg corrections and changes Issued by tile AMprior 10 May IS, 2000.
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I),. rfc White U 1). LDS9T Qt AGREE ‘D DISAGREE vAIl the e4iIll1ng doctors celiScatlon of MMt.
20. l•,iau.’a 0 iJI rerun. .w .u4.O’em 22

L06’)7 TX I AGREE I DISAGREE ‘*51 lIe certifying doctors Ibidng of no uiupatimetti. ORrr.eqce’.PIlveaVer

s*,-iso I AGREE I DISAGREE with the brupdment rating assigned by the cartifyirq doctor.
24. i understerud th mealng a rvuls#eproe.nbtion aoout a ‘ dem is a akne itwi can ra.uli vi ines anlor wnptearanevtl

Sigrelinoo(Tr.ewigoodor: M) Dais: iZI!s1-y&b - -riOlL With me excapisons, you ar, entitled by law to know. revIle, and correct InfQrnwilon Oust DWC cofledte cit lie lomneauma you. rot moreintormalton. call our Open Records secUon at 81*404-4431.
iOTA: lJ.led tlene d.redhO per lay de saber, ravlear y conegir tnformacidn qua I. Division ha recOgid.

___________________________

Pars mayor lnform.clen llamas Is s.cclda de archIve ablerla “Open Recorde” ii t&áfaiio
812404.4431.1 N]W]9V
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The lexas A&M UniversitvSvstem
Office of the Treasurer

X’k LI ,4J7i Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, 3C 77845-3424

* PH: 979458.6330 • Toll Pee 866-249-8574 • Fax 979-4584247 • h//tamscTn.teuI,.cdu

NOTICE OF DISPuTED ISSUE(s) AND REFUSAL TO PAY BENEFITS

DATE: January 13, 2011

TO: NAME OF INJURED EMPLOYEE:
ADDRESS: —c;:9-t S AF
CITY, STATE, ZIP:

RE: DATE OFINJIIRY: 11115/2010 1.-
NATURE OF INJURY: Laceration/Exposure to Brucefla
PART OF BODY INJURED: Right Index FInger
EMPLOYEE SSN:
DWC #: Unknown
CARRIER NAMEITPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 2114134-23
EMPLOYER NAME: Texas A&M Realtb Science Center
EMPLOYER ADDRESS: 301 Tarrow Street 6th 1oor
EMPLOYER CITY, STATE, ZIP: College Staffon, TX 77840

We are disputing entitlement ofmedical treatment for any body parl medical condition, or diagnosis other than a
laceration and exposure to brucella, only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M Health
Science Center disputes entitlement ofmedical treatment for any body part, medical condition, or diagnosis other
than a laceration and exposure to brucella, only, that occurred on ox about 11)15/2010. Carrier disputes that the
compensable injury extends to and includes any and all other body parts and/or medical conditions.

If you do not agree with the dispute and refusal toy benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #IE-mafl Address: l-979458-6247fKBaU@taniu.edu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1400-252.7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result In lines
Hammond SO -11-012-013
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The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979458.6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • http://tamusystem.tamu.edu

NOTICE OF DISPUTED ISSUE(&) AND REFUSAL TO PAY BENEFITS

DATE: January 13, 2011

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP:

RE: DATE OF INJURY: 11/15/2010
NATURE OF INJURY: Laceration/Exposure to Brucella
PART OF BODY INJURED: Right Index Finger
EMPLOYEE SSN:.
DWC #: Unknown
CARRIER NAME)TPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 211-0134-23
EMPLOYER NAME: Texas A&M Health Science Center
EMPLOYER ADDRESS: 301 Tarrow Street, 6th Floor
EMPLOYER CITY, STATE, ZIP: College Station, TX 77840

We are disputing entitlement of medical treatment for any body part, medical condition, or diagnosis other than a
laceration and exposure to bnzcella, only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M Health
Science Center disputes entitlement of medical treatment for any body part, medical condition, or diagnosis other
than a laceration and exposure to brucelia, only, that occurred on or about 11/15/2010. Carrier disputes that the
compensable injury extends to and includes any and all other body parts and/or medical conditions.

If you do not agree with the dispute and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #/E-malI Address: 1-979-458-6247/KBall@tamu.edu

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

1Pr.uwMM Urw*y T1e 5t U.y Thas MM binani UlWy Tex AW tex MM Uriveiy M Gv,Mn Tx MM Ur*vrMy-CcnvTwc
Txai MM UniwiiyCcwp CIwd • T.x MM U y.Xnçsi. YMM Lkw,e,y-Texaa W Texas MM

ExpeTW4$ TzCoo ExW-c11 Ta En qEpAner • Tex Enineaing Exnsicn Sar,c Tend FoS*.
Tax Trnpuiaon In. tz VI4za-y MI&i Oianosk Laãotty Ten MM LhiIty Sysln Heim 5deica CinW
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NOTIFICATION OF MAXIMUM MEDICAL IMPROVEMENT/FIRST IMPAIRMENT INCOME BENEFfl PAYMENT

January 13,2011

NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP:

RE: DATE OF INJURY: 11/15/2010
NATURE OF INJURY: Lacerstlon!Exposure
PART OF BODY INJURED: Right Index Flnger!Brucella
SSN:
DWC #: Unknown
CARIUER/TPA NAME: The Texas A&M University System
CARRIER CLAIM#: 211-0134-23
NAME OF EMPLOYER Texas A&M Health Science Center
EMPLOYER ADDRESS: 301 Tarrow Street, 6h Floor
EMPLOYER CITY, STATE, ZIP: College Station, TX 77840

You have been certified to have reached Maximum Medical Improvement (MM!) and had an Impairment Rating (IR) assigned. Entitlement to
Impairment Income Benefits (JIBe) begins the day after the date you wepa certified as having reached MMI. For each percentage point of impairment
rating, you will receive 3 weeks of benefits. The amount of your BBs benefit is based ou 70/s of the reported Average Weekly Wage of $479.12.

We have received a report from Dr. Eric WilIce, M.D. (copy attached) certiting that you have reached MM! and you do not have any permanent
impairment as a result of this compensable injuly. Based on this report you are not eligible for any income benefits of any type. You remain entitled to
necessary medical benefits related to this injury.

If you are expected to be paid benefits for a period of eight weeks or more, you may request that we make benefit payments by electronic funds transfer
directly to your bank account. Also, you may request that we change your BBs to a monthly payment.

Explanatory Comments:

If you do not agree with thIs_certIficatIon of MM! and/or IR you have 2Q days from the date you receive this nodcatlon of MMI and/or IR to
file a dispute with the Texas Department of Insurance, DIvIsion of Workers’ Compensation by contactIng the Division office handling your
claim at 1400-252-7031.

If you are interested In having your payments made directly to your bank account or do not agree with the finding of MM!, IR certified by the
doctor, or the amount being paid please contact me:

Adjuster’s Name: Kaye Ball
Toil Free Telephone #: 1466-2494574
Fax #/E-mail Address: l-979-458-6247/KHaII®tamu.edu

the right to file a dispute with tbe Texas Department of Insurance, Division of
(Ice handling your claIm at 1-800-252-7031.

il, please contact me and provide your facsimile number or e-mail address

___________________________________________________________

atlon claim is a crIme that may result in fines and/or imprisonment.ui
Postngej$
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The Texas A University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • httn://tamusysteni.tamu.c<ju

DATE:

TO:

Certified Mail Return Receipt Requested:
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i. males. wmwcn r yIaI acrVb4 te tite cb6 in pacfermk.g tAle eabmdon. Only a dealer aha.kIOiw ci the hebálfl sQbe IsauUradzed levatuate UMIIlmpaknhefll and Ill. this ripest (WotAaes’ Comp.naon RUle 131.1 ewsiie comb au*o.flon)
Treating ooder []ooctei Selected by Treating Doctor acOng In place ci di. Treating Doctor D Designated Doctor Suw..d byrne DiwielenEl Csn*’Sibcisd RUE Doctor RIploved by tti. DMaIon to ewakiale MIII .iWor pemaniesfi knpeimieiil after a D.eignal.d Doctor imincian.törE -41 you ore not etdhorii.d by Rub 130.110 lIla title rcphe. you wi nat be ped fur this repast or (he14. 1 HEêY CERTIFY m*1 THIS tI5ORt OF MEDICAL Ev.’lI,uAn3N I. cowTft$ete and acourab end oempbs vlIh the Tease WorkersCornps.abCR Ad and apailcalmie rubs, and I taiderelaid that mWig a niiatepiasqnt,on about s wcdiets’ cearipeneallan claimsa crfrns that can resullIn fines anilor bvflsonmed.

or ateiu10y Mill baled upon di, following dildsneOdnind imunt Medical b ,preseavmnt (Cfluies% Mill) Is Iii, sidled date after .atwch. based upon reamanle meatcal probabltty, Amiher materIalrecevery barn or lanatig uTmvemeast to at inay can no longer reesonably be anticipated.
Statutory Mill Is the later d (1) the end of the 1041i .e after die dal. that temporary Income benefits (lies) began to owue or ç2) ma date to‘.stvcti rait wan extended by the DMsIon Ugh operation otu Labor Cad. $401G4. 1 41ae)f7YeS, I codify that the employ.. redIedIJBTATUTORY j[jUNICAl. (math an.) PAUl on h.’k)1[14’IO (pay ia.ot be a pmapecuved.)and have Inokidad doamiesttellan cabling to Udi cesllltcaflait In the edeched narrve. 01

I codify dial di. employ.. has NOT readied MIII bet Is eepaded to mcdl tWI on or about
. The reason lii. employeehan not reached tAUt Is docwn*Ited In Ut. ada.ehad narrative.

NOTE - The tact dial an .snolow. reaches ether GlInlcalMAll or Stakdoiv MIII does not sIllyma1 the enidave. Is no lances enfiflad to medlad benefits

II. Wilts employ.. tan macbed Mill. Indicab whediw die aingloy.. has permanent hvmpelrenaast a nail àtthe dcestAsbb 11ry.imptemerft’ ,wane any anatomic or fwldlanat abnormality or loss existing ares., PAPAl that assists from 5 conemthl. lnuty east Is reasonably passumed10 be pemlarmn*. The findIng tiom Inipairmeifi exiels rmjet be mede bs.ti upon cve dinir_at or unoraany Intibigs meaning s nwatcat finaing ciimpairment ratuleng Item e compensable injaay. based upon competsnt objealu. medical ewionca that ii intiapwxteady contanianie by• doctor.andudaig a designated dodot, withoiA reliance cci the SubjecOw synorna perceived y the employee.
a) I codify hat the enwloye, does rant have any permanent irnpdimaiti an a reatst otme compensable uwy. 01b) I cenify that the employee has permanent Impamutent as a resist ol the codipensabla anjtsy. The emount of permanent )rnpalnneaw Is _%,wljcfl wse d..he.k1ed In accordance wish the requirements at ma Taaae Wcdaers Compensation Ad end flcam’ Compensation fliles. lit. attachedflaflStlVO lWOeldeS cocunentatlon Involved In the cilcUlaUofl of Ih Impebmesfi riling aWgnj,.sing (ha blowing edluosi ci the GatØç to lhqEyØ4IOJIat Pennia’4 lmuacmes pi*blad by me Miedcan Medical Assodalari (AMA); Li (tied edltiçn. second prlritng, Feblunay i989. ORedfl 1, 3, pdtelng. laidoding caster_dons anti cl’ang.e Issued by the A1prIer to May II, 2000.

AGREE i[) DISAGREE vnth ttie cedilitng nor_un’s cailtilcatlcci of PAPAl.

R I AGREE? DIS4GREE with the codflWg doctors lir’dng at no impairmi.t ORI AGREE? DISAGREE wIth the bapatnierd caibig assigned by th certifying doctor.
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iitornlatlofl cUt eaw Open Records section at a12-104-44a7.NOTA: Uet.d iiens dsmeho per lay de saber, reviser y coivegir Informer_the qui Is DMalon ha moogide en cue tormu4art.s cejiIonoe.pace mayor InfQmiacIöfl lame. La seer_Ide do err_hive ebbsto ‘Open ReeerdW’ .1 taléfono 612-5044421.1 I 4

-

ONISION 0 RlcfRS CCUPENSMION

Hammond SO -11-012-013
TAMUS 0038



Cd
)

*

‘-
I

Hammond SO -11-012-013
TAMUS 0039



Coffer, Lisa

From: Coffer, Lisa
Sent: Wednesday, November 17, 2010 8:41 AM
To: Walton, Matt
Subject: RE:’

Matt,

We have received a work status indicating a date of injury of 11/15/2010 for the above named employee. Would you
check with the department involved and if a DWC 1 is found to be on file for this injury, please forward a copy to our
office within two business days? If you do not find an injury report on file, simply let us know within the same two
business days. Thank you for your assistance and reply.

0fia eoff!t

dexa3Qf %bet5itij 4Øtem

d?k cttanaenwat and 8cy4tij
979-458-6330
ko14i@tanuL.edtL
ci@tamdu
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979 485 8550 11/110 16:56

Q

E.mple.da -Es r,.caaailo qua Cple su lesIOn a en aropleadaf danbo d• 30 dIes a paId delifeOlla en qua Os lealonO ales qua su etnpleedot ouarna cmi un 5egKo de corrç,enaaclOn pa’s• rabajadoree. Usled ten. demeho a redblr ealelinOs gratcita par pest. deja OlalalOn deCmnpersaaoOn pen Trabejedoms, p IamblsIl puede tajw d.r.dio a ci.rtoi bIswltctoi medicos ymanetadee. ara mayor irsformaciOn comuniques. con II 041dM lec deli OMslOn ii telMano1-400-2527Q31.

TEXAS WORKERS’ COMPENSATION WORK STATUS REPORT

_________

(far fransmlealar, pwpoaaa arty) Oats Being Sent

11/16/2010

From:CS OCGMEO

Employs. . You are r.qi4rad 40 repel your ln,ksry to yaw employer sf551 30 days
if your employer we workers’ compensation losuranc.. You haw the rlplit to tree
assistanc, from the Tesss D.pejST,enl of Inouraici. OitSiofl 01 Workers
Compeneation md nay be edIted 10 cetSin medical and thosne banalIts.
Ferfusther Infosmabon cailpour local Olvelon field aPitceor I(SCO)-252-7031.

#108 P.002/004

I. Dodd’s Nam. atid Degree

Nicole L. KroIl, RN ANP-C
1, lrred Employ..’s Nan, 5. CSociFadtty Name e. Employent Name

CS Medical Center Occupational Medicine Texas A&M University Systems2. Oat, op ls*xy I 3. Social SecurIty Number I. Cllnlcledultylooaor Phone S Fax 10. Employer. Fax C or EmS) Addraes (it known)
11/15/2010 (979) 680-9675 (979) 485-8650 (979) 458-6247 d-hoiledeyOttsmu.edu

4. Employee; Oewtpdon of lnysyiAcddent S. Clnlc/Faciity/Doctor M&e,s (Ideal address) 11. lrrewwio. Ceder
Pt sPates she cut her finger with a scalpel while cleaning up 1605 Rock Prairie Roadafter a goal necropsy. Goat wax positive for BnsceIla Slate ZIp 12. C511e?$ Fax I or Emad Mamas tencapsulated dacia VJER 10 to the SiXth. College Station. IX 77845

PART II. WORK STATUS INFORMATION FULLY CQMI’I L[E ONI NCLU’JING Lsl rLU )A[ES AND DLSCRIPTION IN I3(,)AS APPLICABLE;
1 . nejpjurea empwyees meatcea coreituon resuiting irum Inc WUtItStW compensation Injury:(a) / will allow the emeloyee to return to work as of 11/15/2010 (date) without iestricjjgng.. -

(b) will allow the employee to return to work as of___________ (date) with the restrictions Identified in PART Ill, which are expected to lastthrough (date).
(c) Ditas preventea ano suit prevents the employee from returning to work as of (date) and is expected to continue through(date). The following describes how this injury prevents the employee from returning to woric

PART ill: ACTIVITY RESTRICTIONS’ (ONLY COMPLETE IF BOX l3Ib) IS CHECKED)
rIep_.-iIliI- -TITF1V1 [.)I(a]I-4*i(i[.)’I.--fHFW1_.Eblf(tt.IIUIt ,-. 19. MISC. RESTRICTIONS -,..

Max Hours per day: 0 2 4 6 8 Other Max Hours per day: 0 2 4 6 8 Other C] Max hours per day of work:
Standing C] C) C] C) C]_______ Walking [][] C] C] C] C) Sit/stretch breaks of____ per_____
Sitting C] Q[J C) [3 Climbing stairs/ladder C] [] C) C] El C] Must wear spknt!cast at work
Kneeling/Squatting C] [] C] C] C]_______ GraspinglSqueezsng C] 1] C] C El [] Must use cn,tches at all times
Bending/Stooping C] C] C] C] [3 iMist flexion/extensionD C) C] [] C] [] No DrMngloperattng heavy equipment
Pushing/Pulling DC] C] [3 C] Reaching C] C] C] C] El C) Can only drive automatic transmission
Twisting C) C] C) C] C]_______ Overhead Reaching [3 C] [3D El [] No work IC] hours/day work:
Otfier: C) []Q DL] Keyboarding C] C] C] C] Din extreme hot/cold environments
15. RESTRICTiONS SPECIFIC TO (If applicable): Other: C] [3(3(3 El Cat heights or on scaffolding
C] L Hand/Wrist C] R Hand/Wrist 18. LIFT/CARRY RESTRICTIONS (If any): [3 Must keep:
[3 LArm [3 R Ami (3Neck [3 May not lift/carry objects more than lbs. C] vate (3 cLean & Dry
[3L Leg [3 R Leg (3 Back for more than — hours per day [3 No skin contact wit

(3 t. roouiine [3 R FootlAnkle (3 May not perform any iiftingicarrying (3 Dressing changes cessar workQ
(3 Other: [3 Other: [3 No Running 9 fl16. OTHER RESTRICTIONS (If any): 20. MEDICATiON RESlflOQfan3)
None. Must take prescrtptlrditn(s> fl

[3 Advised to take ove-cour me
‘ These reatrtclions are based on tile doctor, beat understanding of the employee’s essential jab functions. It a [3 Medication may ma& drowsjossparticular restriction does not apply, it should be disregarded. If modified duty that meets these restnctiona is not Safety/driving issue %.Oavailable, the patient should be coneldered to be off work. Note - these reatrlctlona should be followed outside of work maswelleaatwcrk.

PART IV TREArMENT/F0LLOW-uP APPOINTMENT INFORMATIuN
21 Work Injury Diagnosis Information:

by the treating doctor oct I 1/22/2010 (date) at1. Other & unspecified superficial [3 Referral to/Consult with____________________ On (date) atinjury of finger with out infections (3 Physical medlcine_X per week for_weeks starting on (date) at_______(915.8). 2. Infectious Disease,
[3 Special studies (list):__________________________ on (date) at_______Exposure (VO 1.9).
[3 None. This is the last scheduled visit for this problem. At this time, no further medical care Is anticipated.- I ClODS fl,,CC,0 CSflkIA C flflvflC’CDate! Time Ot visit

11/15/2010 4:OOpni
Discharge limo

4:4$pm

IvisitType: IRdeofDoctor
—

j ireetirtgooctor
Initisi Qoesignat.d doctor r’, fiefetral doctor

_<.[ollcw-uP I QCsrriar-eeleoted RME Consulting doctor

I
QDV-sSiected RME C] Other doctor

DIVISION OF’ VdIDRKERS’ COMPENSATION

Hammond SO -11-012-013
TAMUS 0041



Employee - You are reqiired to report your injury to your employer within 30 dayS(f your employer has Woricefa’ compensation Insurance. You have the light to free
assistance from iRe Texas Department or insurance, Otosion of Wolicers
Compeneadori and may be entitled to certain medical end Income beneSta.For ftrvth information call your local DM51011 test office or 1(800).252-7031.

bate Being Sent

! U1.t6I2010

14. ri.roriuit I 01TRICTIONS (If any):

Max Hours per day: 0 2 4 6 8 Other
Standing Q Q Q Q Q________
Sifting QQQQQ____
Kneeling/Squatting Q [][J 0 E]________
Bending/Stooping EJ 000 [J________
Pushing/Pulling DODD 0
Twisting 00000
Other______ 00000
15. RESTRiCTIONS SPECIFIC TO (If applicable):

O L HandAMist

DLAm1
QL Leg

QL Foot/Ankle

Q Other:

11. ISP.? I IIJFS rc i sen.., iejps (IT any):
Max Hours per day: 0 2 4 6 8 Other
Walking QQQ[]fl
Climbing stairs/ladder Q Q Q [J fl
Grasping/Squeezing Q Q Q Q 11
Mist fiexion!extensionQ 0 C] C] fl
Reaching C] C] C] C] fl
OverheadReaching 0000fl
Keyboarding []J C] Q fl
Other: 0000rL
18. LIFT/CARRY RESTRICTIONS (if any):

C] May not lift/carry objects more than lbs.
for more than — hours per day

D May not perform any lifting/carrying

Q Other:

19. MISC. RESTRICTIONS (If any):
[]Max hours per day of work:

______

[]t/Stretch breaks of______ per_______

D Must wear splint/cast at work

Q Must use crutches at all times

0 No Driving/operating heavy equipment

0 Can only drive automatic transmission

E] No work iQ — hours/day woric
In extreme hot/cold environments

E] at heights or on scaffolding

Q Must keep:______________
[JElevated []Clean & Dly

[]No sidn contact with:

__________

E] Dressing changes necessary at work

Q No Running

?OISLAt,
Empisado - Es necesarro qua reports su lesi6 a su empleadar denfro de 30 dIes a partir do IsteChe en qua as leaianô ai as que as eropleador wants con un aeiio do compensacion parstrabajadores. Usted dane deracilo a redbir asistencla gratuita par porte do Ia Dlersilin doCotrrpensaciOn pars Trab4adores, y IambrSn puede tecer deradlo a deltas berrefidos medicos ymonetsrioa. Paw mayor Infonnacitin commlquese con a otlcSra local deja Divistlin at teltifono1-aoe-252.7031.

TION WORK STATUS REPORT

_________

(for transnnisaon purposes ordy)

2. Date of injuly 3. Sontal Secanty Number

11/15/2010

—-

CS Medical Center Occupational Medicine

4. Employee’s DeactipbonoflnutsylAocident
Pt states she cut her finger with a scalpel while cleaning up
after a goat necropsy. Goat was positive for Brucella
encapsulated delta VJBR 10 to the sixth.

a cIinlc/Faditlyloodoc Address (Street address)

1605 Rock Prairie Road

9. Employer’s Name .._

C,Texas A&M Untversity’Systei7. ClinrciFacrlity/Doctor Phone & Fax 10, Employer’s PasS or Emad Ass (if kn 1(79LØ80-9675 (979) 485-8650 (979) 458-6247 d-hollsda.mu. —

Oty stale
college Station. TX 77845

ZIP

11. Insurance Canter

PART II: WORK STATUS INFORMATION (FULLY COMPLETE ONE INCLUDING ESTIMATED DATES AND DESCRIPTION IN 13 (AS APPUCASLE’

12. Centers Fax S or Email Aorlr9cnow

‘13. 1 ngjpjurea employee’s meaicai conomon resuiting trom inc worKers compensation injury:
(a) j.jwiIl allow the employee to return to work as of 11/15/2010 (date) witheut.resrnctions..,,
(b) Qwill allow the employee to return to work as of___________ (date) with the restrictions identified in PART Ill, which are expected to lastthrough

___________

(date).
(c) Dhas preventeo aria situ prevents the employee from returning to work as of . (date) and is expected to continue through(date). The following describes how this injury prevents the employee from returning to work;

PART Ill: ACTIVITY RESTRICTIONS’ (ONLY COMPLETE IF BOX 13(b) IS CHECKED)

0 R NandMinst

Q RArm QNeck

Q RLeg QBack

C] R FoovAnkle

16. OTHER RESTRICTIONS (if any): 20. MEDICATION RESTRICTIONS (if any):
None. 0 Must lake prescription medication(s)

Q Advised to take over-the-counter meds
These restrictions are based on the doctors best understanding of the employee’s essential job functions. If a Q Medication may make drowsy (possibleparticular restriction does not apply, it should be disregarded. If modified duty that meets these restrictions is riot Safety/driving issues)avedabte, the patient should be considered to be off work. Note - these restrictions should be followed outside of workas well as at work.

PART IV TREATMENT/FOLLOW-UP APPOiNTMENT INFORMATION

intormation: txpecteo 1-ovow-up services inciuae;21. WorK Injury utagnosis

[J Evaluation by the treating doctor on 11/22/2010 (date) at 4:00 pm1. Other & unspecified superficial C] Referral to/Consult with____________________ on (date) atinjury of finger with out infections LI Phical medicine_X per week for_weeks starting on (date) at______(915.8). 2. Infectious Disease, D Special studies (list):__________________________ on (date) at_______Exposure (VOl.9).
C] None. This is the last scheduled visit for this problem. At this time, no further medical care is anticipated.Date/ Time of Visit EMPL*j.c o I ur

Il/15f20i0 4:00pm
Discharge Time
4:45pm

OWC FORM-73 (Rev. 10/05) Page 1

5 6r,npsi unc Visit Type: I Role of Doctor J Treating doctor
Initial I 000signated doctor fl Referral doctor

J, Q Follow-up I QCamerse1ected RUE Consulting doctof
QDWCselected RUE D Other doctor

Hammond SO -11-012-013
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From:CS OCCMED 979 485 8650 11/16)1016:55 #108 P.001/004

_LI

College Station
Medical Center

1605 Rock Prairie Rd. Suite 100
College Station, TX, 77845

(979) 680-WORK (9675)
Fax (979) 485-8650

Occupational Medicine

FAX

Comm

From:

Fc Pages, cs
Phone: Date

Re: C’ç- cc:

\ .

-ri

—

cn —
:O

“-F’
aII.ndmII...mr flwtn. - .....,na.,n ..n_fl.pl

Pn,tected Health Information (PHIl Is personal and sensitive Information related to a person’s heolthire. It’belng
ftxed to you alter appropriate authorization from the patient or under c’cumstances that do not require patient
authorization. You, the recipient, ore obligated to maintain It W a sate, secure and confidential manner, Re-disclosure
without additional patient consent or as permitted by low Is prohibited. Unauthorized re-disclosure or falitira to
maIntain confidentiality could subject you to penalties described in federal and state law.

llI. IL..Ll hnIth l1.a.. 1a

IMPORTANT WARNING: This message Is Intended for the use of the person or entity to which It Is odckessect and maycontain Information that is privileged and confidential, the disclosure at which Is governed by applicable law. If you
ore not the Intended recipient, or the employee or agent responsible to deliver it to the Intended recipient, you ore
hereby notified that any disclosure, copying or distribution of thTs InformatIon Is strictly prohibited. If you hove received
tilLs message by error, please notify the sender immediately to arrange for return or destruction of these documents.

Hammond SO -11-012-013
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)

INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim# 211-0134-23
Address: Date of Injury: 11/15/2010

Date mailed: 11/22/2010

Please complete, sign, and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

2. Please state in your own words where and how your injury occurred.

3. Please state in your own words any physical harm or damage to your body that resulted from
the work related incident.

4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

5. If you have multiple employers please list the name and address of each employer

Injured employee signature Date c inqucs

Hammond SO -11-012-013
TAMUS 0044



)
The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Fax 979-458-6247 • http://tamusystem.tamu.edu

November 22, 2010

Dear

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 11/15/2010.

Any medical bills you incur as a direct result of this injury should be immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this Injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458—6330.

Sincerely,

THE TEXAS A&M UNIVERSITY SYSTEM
Kay Bail
WCI Claims Adjusfer
Risk Management
A&M System Building
200 Technology Way
Suite 1120
Mail Stop l262TAMU
College Station, Texas 77845-3424
kba11@ca,,uedu
www.camus.edu

xAIM Ui*eriy Taieexii St Urwty - Texas AIM knwnaXx Udveia4ty. Texas MM Usiwxsly Texas MM UMeexaly as Gasassexa texas AIM Ufre,CcexxasceTexas MM Ur ty-C&pia CMxV Texas AIM U In3svIe Texas AIM Urversty-Tewfrasa Wexi Texas AIM LMvexsJty

Ageeiciea

Texas Aul5s txpetneM Stae Texas Cosasse Extasixn Texas Ex9msennq tsp *xlSts*a, . Texas Enggneeflng Ealenajon Serve Texas FexestSTexas traisp1aon InsIu Texas VeWnexy Me&ci DgnoeIc Labex*, Texas MdWe Qamage Management Semite

KAYE WALL
Workers’ Compensation Insurance
Risk Management Division

Enclosure 979.458.6330
979.458.6247 lxx

Texas AIM UivenIy System HeajU, Scienca Center

Hammond SO -11-012-013
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MEDICAL SERVICES CHART
Treating Dr

—

CLAIM#.sl — 154 3 - Approved Change____________________
Cons uitlnglReferral (approval date)CLAIMANT..

DOl:\l\O_Nature of Injury RME Date_________

Body Part Injured t
71uit

Date__________MMI DATE %IMPAIRME Result___________________________

Initial Treatment Plan Initial Diagnosis Code________ Secondary Treatment Plan or Changes

X-Ray PHYSICAL THERAPY
Body Part Date Result______ WEEK I______ WEEK I________
MRI WEEK 2 WEEK 2
Body Part Date Result______
CIT Scan WEEK 5 WEEK 5Body Part Date Result______ WEEK S______ WEEKS________Bone Scan WEEK?______ WEEK?_______Body Part Date Result______ WEEK 8 WEEK 8
Myelogram COMMENTS:_______________________
Body Part Date Result______
EMG
Body Part Date Result______

SURGICAL PROCEDURES DENIED PHARMACY

PREAUTHORIZATIONS BODY PART DEN I ED_____________DATE YES/NO PROCEDURE DATE IWCC 21 FILED YIN
BODY PART DENIED___________
DATE TWCC 21 FILED YIN
BODY PART DENIED_____________
DATE WVCC 21 FILED Y/N
NOTES:___________________________

Hammond SO -11-012-013
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From:CS OCCMEO 979 485 8650 032011 13:26 #550 P.007/008

tnjwy Date: 11/15/2010 Service Date: 12/23/2010

-

Date ofvoice: 01/03/2011 J I Uiz
DEMOGRAPHICS: is a 25 year-old female, who works as a fifil time ResearchAssistant for TAMU.

CHIEF COMPLAINT: Pt states she cut her finger with a scalpel while cleaning up after a goat necropsy. Goat was positive forBrucefla encapsulated delta VJBR 10 to the sixth.

HISTORY OF PRESENT ILLNESS: primary problem is a laceration located in the right index finger, pip joint. She describesit as small. She considers it to be resolved. It has been about 5 weeks since the onset of the a laceration. Her pain level is 0/10.
REViEW OF SYSTEMS:

Constitutional: Negative for chills, fever.

Eyes: Negative for jaundice.

ENT: Negative for bleeding gums, swollen lymph nodes, nose bleeds.

Cardiovascular: Negative for heart murmur.

Respiratory: Negative for asthma.

Gastrointestinal; Negative for history of hepatitis.

Genitourinary: Negative for frequent urination.

Musculoskeletal: Negative for joint pain.

Skin and Breast; Negative for skin laceration, bruises on right hand.

Neurological: Negative for seizures.

Psychiatric: Negative for depression.

Endocrine: Negative for diabetes.

Hernatologic: Negative for takes aspirin, takes anti-coagulants.

Immunologic: Negative for cancer chemotherapy, frequent infections, intravenous drug use, swollen lymph nodes.

PAST, FAMILY AND SOCIAL HISTORY:

Tetanus Immunization: She states she had her last tetanus immunization 11/15/2010 at her primary care physician’s office.
CURRENT MEDICATIONS: Yasmin 25, Zoloft, Ategra and Nasonex.

ALLERGIES: Protussus vaccine, Cephaloporins and Topamax.

VITAL SiGNS: Weight: 136.6 lbs. Height: 62.5 inches. BMI: 24.6 (Normal). Blood Pressure: 110/72. Respiratory Rate: 16/mm andnormal. Pulse Rate: 78/mm.

Invoice 1056

Hammond SO -11-012-013
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From:C$ OCCMED 979 485 8650 03/J2011 13:26 #550 P.008/008

Injury Date: I 1/15/2010 Service Date: 12/23/2010

Invoice # 1056 Date of Invoice: 01/03/2011 Page 2
EXAMINATION:

- O ) -J-2?
Chest: The chest examination is normal.

Lungs: The lung examination is normal.

DIAGNOSIS: I. Other & unspecified superficial injuiy of finger with out infections (91 5.S). 2. Infectious Disease, Exposure (VOl.9).

DISCUSSION: Brucella Antibody Titer today per CDC guidelines. Patient states she took Doxicycline 100 mg p0 bid and Rifampin600 mg p0 QD for 10 days and was unable to complete the entire antibiotic treatment due to it making her dizzy and nauseated.

PLAN OF CARE: The reason for discharge was completion of treatment plan. Brucella antibody titer today CDC guidelines.

PRESCRIPTIONS:’ has been prescribed the following:

RX#1: None.

She has been instructed in medication use and side effects.

MEDICAL CAUSATION: The cause ofthis problem is related to work activities.

RECOMMENDED WORK STATUS: recommended work status is regular duty. The effective date for this work status is11/15/2010. This work status designation ends 12/23/2010.

RECOMMENDED ACTIVITY RESTRICTIONS:

None.

AFTERCARE INSTRUCTIONS: Contact us ifyou have any questions or problems.

Nicole L. Kroll, RN ANP-C

Hammond SO -11-012-013
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I frwaeapcei latLiM. rwi. Mn Is CI dIJCeil.A. —

is ii.r 10 ca.wrrg
1.0697 TX

Ennployer*t4w’w ? I I C.Wjm. S F I •11

Eric Wilkc M.D. 1.0697

I 200 Teehnoloy Wiry ulic I 120

(979) 6J.967 t. t99) *44o50Thx A&M_tJti(I3 e ia. ,Ade.. i. C.d,lØ dWs Addas.
t603 Rock Preinc Road. Suilo 100

I.. ?.p Stp* O stew Zp
Cknac Stouon. TX 714S

- - College StatiOn. TX 77*43

r,aI.lIII.]tN.I.Lsst.DIwt4IIilKat
- - -

- -

13. Indleata wiliest role you are WMflg Is the claWl In peilaniesg INs .vaos. Only a ocier silvilig lii ties Of til. ftlkadng roi.e 1.1authorized to evaluate MU lbngalrmeof and file title lepofI or5are Comp.ntidllon Ride 130.1 gosents such autho.Uon;:
if Treating Oodor Qoocter Selected by Treating Doctor acting In pleos of 11* TreatIng Doctor Designated Doctor Selected by th. Division

Carder-Selected RME Doctor approved y the bhdelon to evaluate MM andlor permanent hnpaimwnl after a Designated Cooler eThnst)on.NOTE ai*ho dby Rule iaOi (otis this report you wilnol be for th mpvd or the MM Vlmpawmneof examination.
114. I riejte.y r. i a-v i MM ( THIS ,ctrc i OF tejit.n’a. tv,uuMrltM is compute and aco.imle and compass wan ins resas Vrkersl

about a vrher$ compensation cbsn Is a Clime that can reaui4in tines andfor brlpflloflmeflt.
ICon,peosation Ad and applIbl. rubs, and I understand that

10 -

- IL SIQflhllxti of CerllMno

‘.
iê

. -.

( 1212312010 I 915.8 Vol.9 1

PA1T Pr1Al.N MPAIRft1ENT
s LI rrLTarErIrrTm rr,T.- 1’7T’

lmpaimiepr riwans any anatomic or functional abnormality or Ion e2dsting alter UMI that restAte from a compensable InIury and is reasonably presumedto be permanent. The timing thiS Imp*ment eatats naiad be made based upon otective dinical or laboratory findings meaning a medical finding ofImpeuiment resulting from a compensable iniwy based upon competent ot*cIIvs medical eirtdence that is Independently conhimiable by a doctor.including a designated doctor, without reliance On the subjective symptoms perorived by the employee.
a) of I certify that th. employee does not have any permanent lmperTnent as a result of tne Compensable Inlury. OR
b) I certify mat ma erroyee has pemisrient vnpaoment ass result of the c00pensable 4uiy. The anicunt ci permanent kiipairine* Is _%.which was determined In accordance with the requkemenia of ma Texas Worsers’ Compensation Ad Q55% lTIpefleatiofl s. The attachedstaiNs provides doatmentatlon biwived In the caictistlon of the Impatimelti raltng awgnedisUig the lolosing dition of the Guides to the Evaluabon
f Pemianent ings&pe published by me American Medical Anodaton (AMA); LJttnlrd dltlvn. second printing. Februery 1989. ORE]taLuhh edition. 1. r oe4’ printing. indudk-.g corrections and changes issued by the A1 prior to May 10, 2000.

cIle]inwmeesra7mynhIweaieaIzraca.I•xdeas]ornor.edranqe.ra1s
lr5&daSdlfl. ,i O.çt.e 23
Dr. Eric WiIkeM,D. 10697

- QIAGREEID DIE GRE htheeerldying doctor’, cali%cati.onolMMI.
20. I’,a...g 0fl uee roanbo. o.w 23

LO97 T) 1 AGREE I DIMGREE with the carlifying doctors finding of rio impairment. OR,truto..raneC I AGREE! DISAGREE Mdlii hO liopairmerli rating assigned by th certifying doctor.
24. I Understand that rnaliing a mlscepreesrwielton auóuf a claim is. crime that nan resrit in mel andsor im1sonment.

-- Sgruture&TrqatirDoctOr: - - - ..Paie7.IJ’i&b
NOTE; With tier .xc.ptiona you are entitled by law to know, rvle9v. and corNet Information that DWC cofledis oil he tome abetit you. Format.
informatiOn, call our Open Records section at S12404-443?.
ROTA: Usted lien. detachin par by de saber, rasbar y cowegir InformaclOn qai. Is DMsI6n ha ,uoogkd an sirs fcimu(ad,e coq*qia g.oplones.Pwa mayor lnfcrmaclon tans. I La aeceldn de erchivo ablerto “Open Records” at t.Wono 612404.4437.1 ‘N 439 kJ° .iJi ii

,flNVI

111111111 I I II 111111111 111111 i L 9!6 WV U t4-f LIOZ
OM%VIVRM-4SKRev iouti)Pagel II II Ill III I liii 01111 liii liii 11111 II DSIQNOflYOcaflON

Froni:CS OCCMED 979 485 8650 01/:-:. 2011 11:01 #302 P.003/003

).f anipa1er ox eançan,mx. wn..aeaie ‘tvu 1*10 ste nd I, lie tea.. mere ii asqullu anda.do. asqeI 101 Irac dl crnr1rl.orn p...

Eno.l03..’ You ae noqiald w nçoO OrK tflpLFf ID bel iPt0Wwdhn 30 dayl 4 TriPlex T flo..OwIO qL* rel10 SJ ieOl 41... ..o.M.dat0 * 30 liU a DIU’4l II
x.esg torn lii Txe. O.psnneil S li10aa1* OveSi & Cblhistt . rnsCdo.re. tread ieee asia.. a reaba ieeama$.f.. pate e.Cdrnpanexm sod May re to caner fleer, and oex1* Den.e. Fat 10t.t Creaoo p... Tuaairndrte. y iani — Ise oiade a iPfdloxWnx meek...eo..en earn er,t bob croeliari f.d dli. e 1110C1452.?03i. y niaqei.io wl nnqiis thfemlOO, I. rAo4ian e

REPORT OF MEDICAL EVALUATION LA7-77’4

1?. IndIcate wheOmr die employee has reached Clinical or Sedutory MW baled upon the following d.finldens:
Clinkal Maximum Medical Improvement (ClInical MW) Ia the earliest date after wiwit. based upon reasonable medical probabilIty, ftiltier m.tedalrecovery toni or baling haprovement to On lrry cern rio longer reasonably be anticIpated.
Statutory MW is (he later C1 (I) (lie end of the 104th ek slier the date Thai temporary Income benelil. (TiSI) began to accrue; or (2) the date toMd’edia Miii usa extended by the DMsIon through operation of Texas Labor Code §408.104,

e)171YoS, I certify that the employee re.diad[]STATUTORY [DUNlCAL (mmli ens) Mud on kj103 10 (may not be a prospective
dáliFrnd have Included ddcwnenlallon relating to the cefllficallori In the attsch.d nan’atlv.. OR
b)DNO, I certify that lie employee has NOT readied htMl but Is expected lo reach htMl on or about . . The reason the employeehas not reached Miii a documented In the studied naintivo.
NOTE - The foot that an eentovee reaches either CirilcaLidMI or Stdidory Miii does not sluat th.1 the employee Is no ioii enIjUsa to medical bse.
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Injury Date: 11/1512010 Ser’ate: 11/15/2010

Invoice# 1039
- Date of Invoice: 12/06/2010 f 1

DEMOGRAPHICS: is a 25 year-old female, who works as a full time Research Assistant for TAMU.

CHIEF COMPLAINT: Pt states she cut her finger with a scalpel while cleaning up after a goat necropsy. Goat was positive for
Brucella encapsulated delta VJBR 10 to the sixth.

HISTORY OF PRESENT ILLNESS: primary problem is a laceration located in the right index finger, pip joint. She describes
it as small. She considers it to be minimal. It has been less than a day since the onset of the a laceration. She feels it is stable. Her pain
level is 0/10.

REVIEW OF SYSTEMS:

Constitutional: Negative for chills, fever.

Eyes: Negative for jaundice.

ENT: Negative for bleeding gums, swollen lymph nodes, nose bleeds.

Cardiovascular: Negative for heart murmur.

Respiratory: Negative for asthma.

Gastrointestinal: Negative for history of hepatitis.

Genitourinary: Negative for frequent urination.

Musculoskeletal: Negative for joint pain.

Skin and Breast: POSITIVE for skin laceration. Negative for bruises on right hand.

Neurological; Negative for seizures.

Psychiatric: Negative for depression.

Endocrine: Negative for diabetes.
rfl

-q()

Hematologic: Negative for takes aspirin, takes anti-coagulants.

Immunologic: Negative for cancer chemotherapy, frequent infections, intravenous drug use, swollen lymph nod5

PAST, FAMILY AND SOCIAL HISTORY:

Tetanus Immunization: She states she had her last tetanus immunization today Il/I 5/2010 at her primary care phycian’s office.

CURRENT MEDICATIONS: Yasmin 28 and Zoloft.

ALLERGIES: Protussus vaccine, Cephaloporins and Topamax.

VITAL SIGNS: Weight: 132 lbs. Height: 62.5 inches. BMI: 23.8 (Normal). Blood Pressure: 104/70. Respiratory Rate: 12/mm and
normal. Pulse Rate: 88/mm.

Hammond SO -11-012-013
TAMUS 0050



______ _____

InjuryDate: Ll/15t2010 Servt)ate: 11/15/2010

Invoice # 1039 Date of Invoice: 12/06/2010 P e

EXAMINAON:

Right Hand: A small 1 cm superficial laceration is present over the right index finger PIP joint. Bruising is not present. Erythema is not
present. Wound is open, no bleeding at this time. Pain on motion is not present. Pain to palpation is not present. A rash is not present.
Swelling is not present. Range of motion is normal. Strength is normal.

Chest: The chest examination is normal.

Lungs: The lung examination is normal.

DIAGNOSIS: 1. Other & unspecified superficial injury of finger with out infections (915.8). 2. Infectious Disease, Exposure (VOL.9).

DISCUSSION: Brucella Antibody Titer today and in 6 weeks per CDC guidelines. Patient to start Doxicyclineloo mg P0 bid and
Rifampin 600 mg p0 QD for 21 days.

PLAN OF CARE: Follow up visit in 7-10 days unless fever, swelling redness or discharge from laceration. Brucella antibody titer
today and in 6 weeks per CDC guidelines.

MEDICAL CAUSATION: The cause of this problem is related to work activities.

RECOMMENDED WORK STATUS: recommended work status is regular duty. The effective date for this work status is
11/15/2010.

RECOMMENDED ACTIVITY RESTRICTIONS:

None.

AFTERCARE INSTRUCTIONS: Return here for your follow-up visit in 7 days. Your prescription will be call in to the pharmacy. Call
us if you have redness, swelling or drainage. Keep all wounds clean and dry. Follow up in 6 weeks for 2nd Brucella Titer per CDC
guidelines.

Nicole L. Kroll, RN ANP-C
‘1 •
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WORKERS’ COMPENSATION
lNAL STATUS OF CLAIM REPORT

To: Matt Walton Date: 1112312010
TAM-HSC RE:

Emptoyad By TAM-HSC
Supervisor: Allison Ficht
D.OJ.: 1111512010
Claim No.: 211-0134-23

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARYEl We have received a medical bill/report that indicates an injury may have occurred
on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

El The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury is received indicating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

This claim has been accepted as a compensable injury.

El This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

El This claim has been denied because:
C There was no injury in course and scope of employment
C The injury was not sustained in the course & scope of employment
El Untimely notice of injury was given
El The injury is considered an ordinary disease of life
El Disability only, medical documentation required to establish physical harm
El Other:

El Other:
Thanks.

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wd,procedure;office

Hammond SO -11-012-013
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TAMUS DEPT RNO 261010# 73445

STATE OF TEXAS PURCHASE VOUCHER
Agency Vouthor No

Agency

EXAS A&M UNIVERSITY’ SYSTEM Ord& Date Reqattou No

college Station,TX 77840 03/16/2011 NONE

Invoice Date Voudier Amount Payne Reference No Control No

03/16/2011 $79.35 NONE NONE

Comptroller Vendor ID No Agency Object Amount

1621762360 NONE

yTo(Name,Address,Oty,State,Ztp)
6462 $79.35 E N C

CS MEDICAL CENTER OCCUPATIONAL MEDICINE
1605 ROCK PRAIRIE RD
surr 100
COU.EGE STATION, TX 77845

AtmtName
Workers’s Compensations Ins. $7935

ENOJMMMr LEDtR

RequIsitIon No Amount

Amjat
DELIVERY_DATE D€joiyiiON_OF ARflCL OR GERVICES

12/23/2010 - 12/23/2010 211013423 $7935

VENDOR CERTIFICATiON
(late elan, no InvDca N avaIlable)

I cwt the deselbel a,teles orsewee cothe for and Ni. aaa N true.mn sad aipaid.

SIGyLA11JRE

AGENCY CERTIFICATION
I cwefy that Ni. aWe. se’eices wee resdeed,prgoode ,ecelael and that tier mrrespoiid In eawy pa4losbe nat,
ttetad andi. whIdi they wee eroonad and that the Nad N true sad unpaId

DATE APPROVED FOR PAYMENT

NAME DATE NAME
PERSON RECEIVING GOODS) “ I Uf

DATE 03/16/2011 TETU
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F
Caniei’sCIalm# 211013423

DWC FORM-62
EXPLANATION OF BENEFITS

1 Injured employees name (Last, First, MI.) 2. Injured employee’s Social Securtty number 3. Date of njuEy

1111512010

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employers name and address
TAMUS HEALTH SCIENCE CENTER

JOHN B CONNALLY BUILDING 301 TARROW STREET 6TH FL
COLLEGE STATION, TX 77840

6. Health care providers name and address 7. Insurance camer’s name and address
CS MEDICAL CENTER OCCUPATIONAL MEDICINE The Texas A&M University System

1605 ROCK PRAIRIE RD SUITE 100 200 Technology Way, Suite 1120
COLLEGE STATION, TX 77845 College Station. TX 77845

8. Health care provIder’s federal tax ID. number Insurance carrier payment to the health care provider shall be

621762360 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit in effect on the date(s) of service(s).

Starr Comprehensive Solutions, Inc.

P.O. Box 801464 Health care providers shall not bill any unpaid amounts to the

Houston, TX 77280-1464 injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
3mptoyer unless the injury is finally adjudicated not to be

Date of the audlt 03/13/2011 compensable, or the insurance carrier is relieved of liability

10. Name and telephone numberof (he person who can be contacted about d’ ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Starr Comprehensive Solutions, Inc.
ITN Number 00454133

Phone: 866-4624197 Fax: 713-462-4143

ICD9 Codes used: 915.8 - OTHER AND UNSPECIFIED SUPERFICIAL INJURY OF FINGERS WITHOUT INFECTION
VOl.9 - CONTACT WITH OR EXPOSURE TO UNSPECIFIED COMMUNICABLE DISEASE

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB

From Date Thru Date and DescrIption Amount Amount Amount Allowance Code(s)

12/23/2010 12/23/2010 99212 1.00 $60.00 $56.91 $0.00 $56.91 Wi

OFFICEJOP VISIT, EST PT, 2 KEY COMPONENTS: PROB FOCUS HX; PROB FOCUS EXAM; STRTF

12/2312010 12/23/2010 86622 1.00 $17.00 $17.00 $0.00 $17.00

ANTIBODY; BRUCELLA

12/2312010 12/23/2010 36415 1.00 $10.00 $5.44 $0.00 $5.44 Wi

COLLECTION, VENOUS BLOOD, VENIPUNCTURE

Totals: $87.00 $79.35 $0.00 $79.35

Reason for Reduction or Denial:

WI - Workers Compensation State Fee Schedule Mjustrnent

-m

C-, —
z

— .)
;zZO’ T1

—

BI IllI III I Hh BII lull HIH llI IU Ill hI TEXAS DEPARTiAENT OF INSURANCE,
DIVISION OF WORKERS’ COMPENSATIONDWC FORM 62 (Rev. 02/05) Page 1
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From:CS OCCMED
C-

979 485 8650 03/011 13:25 #550 P.006/008

UsQO]

HEALTH INSURANCE CLAIM FORM

APPROVED (IV NATIONAL UNIFORM CLAIM COMMITTEE 05105

yfl PICA

NUOC instruction Manual available at: www.nucc.org
SYSTOC v7 77 ()‘RFPORTSRII L ING1SflO (L AIM FORM <h>v7 2Th0Afi

Texas A&M University Systems

Deanna Holladay

200 Technology Way

Suite 1120

College Station, TX 77845- PICA
1. MEDICARE MEDICAJO TRIGARE CHAMPVA GROUP FECA OTHER le. INSURED’S (FOR PROGRA4 IN IILM

CHAMPIJS HEALTHPLAN 51.KLUNG j 1)
IEJ (Meaie

Q
(Me%ca Sponsors (VA FJ SI (SSWo

Q
($SNj (Sb)

2. PIENr$ NAME (lat Nane. Eret NtWifrIdIe 3. PT ‘PRTH DATE SEX 4 INSURED’S NAME (Last Name FIrl NareMiddla IrIaii)
In,Il — —

.. ,, M[] []
Texas A&M University Systems

i. PATIENT’S ADDRESS (No TO INSURED 7. INSURED’S ADDRESS No Sti4fl —

—. seirQ spous Cn othe 200 Tecology Way
CITY STATE 5. pATIENT brArus CITY

— .- -

—- Q
College Station TX

ZIP CODE TELEPHONE (Include Area . ZIP CODE I f11,EPHONICLUDE AREA —
FuII-’flm Pad-Tim

‘745 Employe
[J e Q a i:: 77845 j 7945833O —

9. OTHER INSURED’S NAME ILast Name, First Name, . IS PATIENI’S (SJeflbN tUd8flI Ii. INSURED’S POI1CY GROUP OLLA
RIELATEOTO: NUMBER ‘Ti

4
a. EUPLI)YlM4fl tCLIRRa OTHER INSU

M)/73LICY9/c/. J3 EF(pREVIOUS, a INSURE DAOF SIRTH I

NO Mj 171 F
Q

b, (JNER ATE OF BIRTH SEX I AUTO ACCIDENT’7 PLACE (State) 1,. EMPLOYER’S NAME OR SCHO

M
Q

F
[] C

YES NO rn
c EMPLOYERS NAME OR SCHOOL NAME c OTHER ACCIDENT’ INSURANCE PLAN NAME OR PGRAM 4IE

QYES NO

d INSURANCE PLAN NAME OR PROGRAM IOd RFSEF4VEf) FOR LOCAL USE d. IS THERE ANOTHER hEALTH 4EFrr I’I’
NAME -

[]
YES NO If yes, ratum to ard complatU tan B

READ BAGI FORM BEFORE COMPLETING . SIGNING THIS FORM. 13. INSURED’S OR AUThORIZED PEIthON’S SIGNATURE I authmia.,
12, PATIENT’S OR AUTI’IORIZEL) PERSONS SIGNATURE I authorize the release of any niedicar or oIlier nfonnaUon payment 01 medIcal beriefils to INs undefli9neo physIcian or supplier Ioi
Cetceasary saMC4S dascribed be ow.

to procosa this clam. I also request payment of 9ovenlr’ronl beireflle either to myself or to rIle pemt SIlo ascepta assm9nmenl
below. SOF DATE 01 03 2011 SIGNED SOFSIGNED

14. DATE OF ILLNESS (First mynmplom) OR . IF PATIENT HAS HAt) SAME OR SIMILAR IS. DATES PATIENT UNABLE TO WORK IN CURREN1
ILLNESS. DO YV OCCUPATtIB4 DO vy MM Of) yYCI,M*4EN190 ‘‘ INJURY (Anc.clenl) OR

11 15 10 PREGNANCV(LMP GIVE FIRST DATE FROM TO

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 1 NPI • ,

18. HOSPItALIZATION DATES RELATED TO CURRENT
. ,. ... .. :.-. :. ..- SERVIcE oo MM , no ,

FROM to

19. RESERVED FOR LOCAL USE 20 OUTSIDE LASt

J] YES NO
CHARGES0,

00
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1 2.3 OR 4 ‘10 22. MEDICAID RESUHMISSION
ITEM 2’ LIN*) Other and unspecified CODE ORIGINAL REF

3j
-__

NOsuperficial injuiy
23. PRIOR AUTHORIZATION NUMBERContact with or exposure to;

2. vo
unspccitted I -

24. A DATE(S) OF SERVICE I I C F 0 PROCEDURES SERVICES, OR S F I ( I H
Fisn To IPlace Dl I (Explain UnuBppUEBsls.mcssI DIAGNOSIS I DAYS IEPSO Iii RENDERING

MM DO Yy MM DO YY I Sorvicel EMO CPTIHCPCS MODIFIER I POINTER — S CHARGES 0(4 1ti& 2?i PROVID R II) Si

URII ‘

ZZOV Established, Expanded
12 23 10112123 10111 I 199212 I I 12 60001 i.ool .4 1508877267
ZzBrucella Antibo4y (Titer)
12: 23 10(12 23 101 11 I 186622 1 I 12 17001 1.001
ZZBlood Collection Only
12 23 i(kIl2H 23 i0f 11 I 136415 I I 1,2! lO!00I i.ool ji 4544

‘ I! LI I .
; I. 1 1

, I I II I I . I I

26 PATI$1tA
L I I NPI

SEN EM CCOIJNt I 2’ ACCEPT 28 tOTAL
..

29 AMO1 1JT’p O Iit’ANCF: SDIERALT L ‘

NOlny# 1056 CHARGE
81”l’OQJ,,s

.amfl’5 £05 DUE762360

CS Medical Center Occupional Mecine CS Medical Center Occupational Medicine
31 (GNATUIIE OF PHYSICI OR 32 SERvICE FACILITY LOCATION INFORIW7 680-93 13 BILLING P IfWfY”a PH 5 ( 979) 680 9675

err the rever
1605 Rock Prairie Rdapplile bIt end am. 1605 Rock Prairie Road

Suite 100 1-i Suite 100
01 03 2011 College Station TX 77845 -. I College Station, TX 77845

SIGNED DATE 0 1467403477 jb E1621762360 a 1467403477 I

-

3

*i-’HQVED OM-tJ938-0999 FORM CMS-1 500
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TAMUS DEPT ER NO 261010# 70485
h

STATE OF TEXAS PURCHASE VOUCHER

Agency Voucher No
Agency

EXAS A&M UNIVERSITY SYSTEM Oer Date Reqoisluon No

College Station,TX 77840 12/21/2010 NONE
Invoice Date Voucher Amount Payee Reference No Conbi No

12/21/2010 $144.57 NONE NONE

Comptroaer Vendor 10 No Agency Object Amount

1621762360 NONE

PayTo(Nme,,Oty,State,Zip) 6462 $144.57 E NC
CS MEDICAL CENTER OCCUPATIONAL MEDICINE
1605 ROCK PRAIRIE RD
surr 100
COLLEGE STATION, DC 77845

Account Name TOTAL
Workers s Compensations Ins.

$144.57

ENCtR4PfiR LED(.

Requisition No Amount

M
DEUVERY DATE DESCRIPTION Of ARTICLES OR RVICES

11/15/2010-11/15/2010 ( 211013423 $144.57

VENDOR CEPflI5ICA1IOf4
(1 when im bw5ice is gvaaatee)

I cwhl the deecrted aedam en sen4ces ‘e cercectod for and the account is Uue,co,rect and unpasa

SIGNATURE

AGENCY CERflFICATION
I cev that the lEone services were rendered,or goods receinod and that they correspond in euery particular wte

contract under wiskir they were prccured arid that the Irwoke is true and unpaid
DATE APPROVED FOR PAYMENT

NAME DATE NAME
PERSON RECEIVING GOODS) I I “

D€PTNEAD)
DATE 12/21/2010 TITLE

Hammond SO -11-012-013
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DWC #

Camer’s Claim # 211013423
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employees name (Last First ML) 2. Injured employee’s Social Security number 3. Date of injwy

11/1512010

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address

. TAMUS HEALTH SCIENCE CENTER

JOHN B CONNALLY BUILDING 301 TARROW STREET 6Th FL
COLLEGE STATION, TX 77840

6. Health care provider’s name and address 7. Insurance carrie?8 name and address

CS MEDICAL CENTER OCCUPATIONAL MEDICINE The Texas A&M University System

1605 ROCK PRAIRIE RD SUITE 100 200 Technology Way, Suite 1120

COLLEGE STATION, TX 77845 College Station, TX 77845

8. Health care provider’s federal tax ID. number Insurance carrier payment to the health care provider shall be

621762360 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit
;n effect on the date(s) of service(s).

Stan- Comprehensive Solutions, Inc.

P.O. Box 801464 Health care providers shall not bill any unpaid amounts to the

Houston, TX 77280.1464 injured employee or the employer, or make any attempt to

collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit 12117/2010 compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the person who can be contacted about
jnder ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Stan- Comprehensive Solutions, Inc.
TN N mber 00429063

Phone: 866-462-4197 Fax: 713.462-4143
U

ICD9 Codes used: 915.8 - OTHER AND UNSPECIFIED SUPERFICIAL INJURY OF FINGERS WiThOUT INFECTION
Vol.9 - CONTACT WITH OR EXPOSURE TO UNSPECIFIED COMMUNICABLE DISEASE

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

11115/2010 11/15/2010 99203 1.00 $130.00 $122.13 $0.00 $122.13 Wl

OFF ICEJOP VISIT, NEW PT, 3 KEY COMPONENTS: DETAILED HX; DETAILED EXAM; MED DEC IS

1111 5/2010 11115/2010 86622 1.00 $17.00 $17.00 $0.00 $17.00
ANTIBODY; BRUCELLA

11/15/2010 11/15/2010 99080 1.00 $15.00 $0.00 $0.00 $0.00 97 4

SPECIAL REPORTS/INSURANCE FORMS 16

1111 5/2010 11(15/2010 36415 1.00 $10.00 $5.44 $0.00 $5.44 Wl

COLLECTION, VENOUS BLOOD, VENIPUNCTURE
Totals: $172.00 $144.57 $0.00 $144.57

Reason for Reduction or Denial:

Wl - Workers Compensation State Fee Schedule Adjustment

97 - Payment is induded in the allowance for another service/procedure

4 - The procedure code is inconsistent with the modifier used or a required modifier is missing.

16 - Documentation does not support billed services

Comments:
DOCUMENTATION DOES NOT SUPPORT THAT THIS CLAIMANT WAS SEEN AND EVALUATED BY A PHYSICIAN PRIOR TO THE

EVALUATION BY THE PA-C. THEREFORE, ThE REQUIREMENTS FOR “INCIDENT TO” HAVE NOT BEEN MET. REIMBURSEMENT IS 85%

OF PHYSICIAN FEE.

hUh 1 1D11 Ulil 1 II Dill Ill ill lli i DEPARTMENT OF INSURANCE,
DWC FORM 62 (Rev. 02/05) Page 1 II DMSION OF VRKERS’ COMPENSATION

Hammond SO -11-012-013
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97 - Reports are global of evaluation and management services. No modifiers used.

4 - Modifier -73 required when billing work status report.

16- DOCUMENTATION SUBMITTED DOES NOT SUPPORT BILLING. NO WORK STATUS FORM PROVIDED.

I L I 11111 I Oil lli IiI ll Ili i O lli TEXAS DEPARTMENT OF INSURANCE.
DMSION OF M)RKERS COMPENSATiONDWC FORM 62 (Rev. 02/05) Page 2
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ri
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITrEE 08105

TT1 PICA

NUCC Instruction Manual available at: www.nucc.org
SYSTOC v7.27..O:lREPORTSBILLlNG1 500 CLAIM FORM_<b>v7.27#088

41 A&M University Systems
Deanna Holladay
200 Technology Way
Suite 1120
College Station, TX 77845.. PICA rir

.1

1. MEDICARE MEDICAID TRICARE CHAMPVA GROVP FECA OTHER Is INSURED’S (FOR PROGRAM IN ITEMCHAMPUS HEALTH PLAN BLKLUNG LD.NUMBER.._. 1)Q (Medcaae Q (Meocaid (Spon3o, Q (VA FileS) Q (SSNG Q (SSN) [] (ID)
2. PVIENVS NAME (&st Name, First NIddle a Pts BIRTH DATE SEX 4. INSURED’S NAME (Last NwntFirst Name,MiddIe Ir4ie)DO ‘WY

F ( 1aasM i ini”i.rsity Syeen15. PATiENTS ADDRESS (No., Street) 8.PArENTS RELATiONSHIP TO INSURED 7. INSURED’S ADDRESS (No.. Street)
SelfQ Spous Q ChikD 0the 200 Tcchno1o-Way’CITY STATE 8. PATIENT ‘FATUS CITY I STATE,

I ‘—‘ College Station TXZIP CODE I TELEPHONE (Inckd. Area ZIP CODE TELEPHONE (INCLUDE AREAFull-Tim Past-Thn77845 I Ci)79
-. Employe Q e e Q 77845

COE79
) 458 63309. OTHER INSUREDS NAME (Last Name, First Name. IS PATIENTS dIbH btUC8flt 11. INSURED’S POLICY GROUP OR FECAMid Ijel RELATED TOt NUMBER

-‘Ia. OThER lNSuE PoLICY O1if j( EMPLoYMEnicURRENRPREvIOUS) a. lNSURE OAtE(OF BIRTH 2 SEX
0 ‘WY C5N11 I

jYES NO m u f 0F
Qb. QjER URE D!SJE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) b. EMPLOYERS NAME OR SCHOOLME

,—IM F
[] C IIEMPLOYER’S NAME OR SCHOOL NAME C. OTHER ACCIDENT? C. INSURANCE PLAN NAME OR PROJM NA , 77

QYES__(X)NO
d. INSURANCE PLAN NAME OR PROGRAM lOd. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BFIT PI.AINAME

[] YES NO y.s, retu, and 0.71.4. item 9READ BACK FORM BEFORE COMPLETING SIGNING THIS FORM. 13. INSURED’S OR AlSHORtZEO OIYS SINA11JR I authorize12. PATIENTS OR AUTHORIZED PERSOIIS SIGNATURE I authorize the release of any medical or other information payment of medical benefits to t igphysicien or supplier fornecessary
services described below.to process this claim. I also request payment of government benefits either to myself or to the party w$io accepts assIgnmentbelow. S”F 12 06 2010 SIGNED SOFSIGNED ‘

DATE
I4 DATE OF ILLNESS (First symptom) OR l5 IF PATIENT HAS HAD SAME OR SINILAR 16 DATES PATIENT UNABLE TO WORK IN CURRENTILLNESS. MM DO ‘WY OCCUPATISIII DO YY MM DO ‘WY
Ct.MWEN190 ‘WY INJURY (Accident) OR11 15 10 PREGNANCY(LMP) GIVE FIRSTOATE FROM TO17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

1751 1 IS. HOSPITALIZATION DATES RELATED TO CURRENTSERVICEbIM DO YY MM DO YY1Th NPI FROM TO19. RESERVED FOR LOCAL USE
20. OUTSIDE LAB? $

CHARGESQYES__[]NO_I 010021. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO 22. MEDICAID RESUBUISSIONITEM2JLINE) Other and unspecified CODE ORIGINAL REF..

superficial injury I .
NO,

23. PRIOR AUTHORIZATION NUMBERContact with or exposure to;
2. I VOl ‘)

unspecified 4. I
24. A DATE(S) OF SERVICE I B I C I o PROCEDURES,SERVICES. OR 1 E F I G I —rFrom To IPIaceoO I (ExpIa1Unu$ept4gBtances) ‘DIAGNOSIS I DAYS ID. RENDERINGMM 00 YY MM DO y I Semical ENIG CPTI14CPCS MODIFIER POINTER S CHARGES I OR - I QUA PROVIDER ID, S

UNii —ZZOV New, Detailed
11 15 10111 15 10 I Ii I 199203 I I 1,2 1 130 001 1.001ZZBrucella Antibody (Titer)
II 15 10111 15 10_I ii I 186622 I I 1.2 I ii.oo_I i.ool iksZZDWC 73
1L 15 10111:15 10111 I 199080 I : I 1,2 I 15 ool i.ool fj ‘772ZZBlood Collection Only
1I15I0lll.15:10IlII 136415 I 11,21 l0:0OIl.OOI

il .111
‘., 1 Ip

25.FEDERALTA)U.k
I I I NPISSN EIN 26. PATIENTS ACCOUNT 27 ACCEPT 28 TOTAL I 29 I 30 BALANCEi762360 C f) NO1 # 1039 *JNO

$ 17
CHARGE

2 ool 172 0031, SIGNATURE OF PHYSICIAN OR 32. SERVICE FACILITY LOCATION INFORP4979 680.9675 33 BILLING PROVIDER INFO & PH ( 979 ‘I 680 9675SI..iiING DEGREES OR CS Medical Center Occupational Medicine CS Medical Center Occupational Medicine
IXVNTM1Istatemen(sonIhereveme

1605 Rock Prairie Road 1605 Rock Prairie Rd
spØys bill and are msde a part

. Suite 100
Suite 10012 06 2010 College Station TX 77845
College Station, TX 77845SIGNED DATE a 1467403477 lb E162l762360 a 1467403477 Hji

I

APPROVED OM-0938-O99 FORM CMS-1 500
Hammond SO -11-012-013
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I

TANUS DEPT OIERN0 261010# 70211

STATE OF TEXAS PURCHASE VOUCHER

Agency Voucher No
:...7

TEXAS A&M UNIVERSIT SYSTEM Order Date RequIson No

College Station,TX 77840 12/16/2010 NONE
In4 Date Voucher Amount Payee Reference No Cordsol No

12/16/2010 $105.50 NONE NONE

CompoerVendcrIDNo
Amount

1621770924 NONE

Pay To cName, ,
6462 $105.50 E N C

STONERIVER PHARMACY SOLUTIONS
P.O. BOX 100994
ATlANTA, GA 30384-0994

Account Name
Workers’s compensations Ins. I TOTAL

$105.50

. NoJAm

DELIVERY DATE DCRIPflON OF ARTIO.ES OR SERVICES

11/19/2010 - 11/19/2010 211013423 $105.50

VENDOR CERflFICATION
(Use whse rw isnoise Is avable)

I oop the deribed attidm er sehecas wee coidractod for and the acCDw,t Is lyue,cornnct and esp.ld

SIGNATURE

AGENCY CERTIFICATION
I cerljl that the atone sernlou wee rondewi,or goods receNed and that 51ev correspond Is evey padscnlar with
contract node which titey wee precured and that the monica Is true and unpaid

DATE APPROVED FOR PAYMENT

NAME DATE NAME
PERSON RECEIVING GOODS) LLI LI.’! LVLV

DEPTHEAD)
DATE 12/16/2010 TIThE

Hammond SO -11-012-013
TAMUS 0061



3 (3
Dwc #

Camer’s Claim # 211013423
DWC FORM-62

EXPLANATION OF BENEFITS
1. Injured employe&s name (Iast, First M.l.) Z jured employee’s Social Secwity number 3. Date of injury
I 11/15/2010

4. InJured employee’s mailing address (Street or P.O. BOX) 5. Employer’s name and address
TAMUS HEALTH SCIENCE CENTER
JOHN B CONNALLY BUILDING 301 TARROW STREET 6TH FL
COLLEGE STATION, TX 77840

8. Health care provider’s name and ad&ess 7. Insurance carriers name and address
STONERIVER - PHARMACY SOLUTIONS The Texas A&M University System
P.O. BOX 100994 200 Technology Way, SuIte 1120
ATLANTA, GA 30384-0994 College Station, TX 77845

8. Health care provider’s federal tax ID. number Insurance carrier payment to the health care provider shall be
621770924 according to Commission medical policies and fee guidelines

9. Name and address of the company performIng the audit In effect on the date(s) of service(s).
Starr Comprehensive Sdutjons, Inc.

P.O. Box 801464 Health care providers shall not bill any unpaid amounts to the
Houston, TX 77280-1464 injured employee or the employer, or make any attempt to

collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the pereon who can be contacted about under ‘408 .024 of the Texas Workers’ Compensation Act.
the bill reduction: Starr Comprehensive Solutions, Inc.

ITN N b 00426517Phone: 866-462-4197 Fax: 713-482-4143 urn er.

Date Rx. # NOC # Day Which Generic Quantity Billed Allaed Discount Total EOB
Supply Refill # Drug Amount Amount Amount Allowance Code(s)

Product/Strength Doctor

11/19/201068779 00527131530 21 0 Yes 4100 $105.50 $105.50 $0.00 $105.50
RIFAMPINI300 MG ERIC WILKE

Totals: $105.50 $105.50 $0.00 $105.50

C) —

c

—

Za fl
—

rT1
•.

‘.O

KlI1 fill lifil 01111 Il ill liii ll1 Hl Ii TEXAS DEPARTMENT OF INSURANCE,
DIVISION OF WORKERS’ COMPENSATION

DWC FORM 62 (Rev. 02/05) Page 1

Hammond SO -11-012-013
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UUIDI I1f,OUU’IUILJ,SiUPUUUUv.UUUb

(NPI 4):

4515120 1962575480
. Invoice 4:

34077388

PayeesFIN
62-1770924

8. Employers Name. Address, and Phone N:
TEXAS ARM
332 WERC
COLLEGE STATION, TX 77843
(979) 845-3211

IS Prescflblng Doctor’s Name. Address, Phon
WILKE ERIC MD r’i
300 KRENEK TAP RD

778902

(NPIZ

FW0401163 1S7859119L
14, CarrieYs Claim q 41 Ivn):

211013423 j,L)1”
‘.0

27 Drug Name and Strength: 28, Rx#:

18. Generic Available? DYES
DNO

29 Amount Billed’

19 DDispensed as Written
D Dispensed per injured Employee request

24 Days Supply 25 Refilk
Remaining

27 Drug Name and Strength’ 28 Rx#

111111 III 1llI 1llIh h llI hiD IIll 1111 IIll Uh ih

29 Amount Billed

INVOICE * 34077388 TOTAL 105.50

lz)I,jw 0t
Page 1

4
—

TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS’ COMPENSATION STATEMENT OF PHARMACY SERVICES
Send this form to the injured employee’s workers compensation Insurance carrier.

_____

Coverarie
0 In accordance with Rule 134.501 I affirm that I have verified the workers’ compensation insurance coverage for this employer confirmed

_____

that a work-related injury of the employee named below has been reported to the employer for the listed date of injury and have kept
documentation regardng the means ot v ficationconflrmation on tile. (See DCW FORM-66 instructions for the Verification Statement.)

Section 1
1. Pharmacy’s Fiame. Address, arid Phone 4: - - ‘ 2. Date of Billing:

KROGER PHARMACY 11/28/10
3535 LONGFIIRE DR Phone (979) 485-8813

Fax 3. ‘harmacys NCPDP N:
COLLEGE STATION TX 77845-5271

4. emit payment l’o (if dilferent from above): ‘ ‘‘

StoneRiver Phariaacy Solutions
P.O. BOX 100994

ATLANTA1 GA 30384-0994

7. Cartiers Name and Address:
TEXAS A & M UNIVERSITY SYSTEM
ATTN: kay ball
200 TECHNOLOGY WAY STE 1120
COLLEGE STATION, TX 77845-3424

9. injured Employee’s Name. Address, and Phone 4:

lOa. lnjured.Employee’s ID N lob. ID Jurisdiction iOc.Ø SSN C DL#
DPassport DVisa

- U DGreenCard
11. DOl: 12. DOE: 13. Clalm#(lf known):

11/15/10 5

COLLEGE STATION1 TX
(979) 769-5100

16, Prescribing Doctor’s DEA#:

Section 2
)Generic DIspensed l.
C Name Brand 1,.Fpensed

20. Date filled: 21. Generic NDC: ‘ 22,

00527131530

I 7. Drug Name and Strength:

RIFAMPIN CAP 300MG

17. QGeneric Dispensed 18.
D Name Brand Dispensed

20. Date filled: ‘21 Generic NOC:
‘ 22.

nerfc AvalIabl&? DY’E’ ‘[19 C Dispensed as Written
0 NO C Dispensed per Injured Employee request

Name Brand NbC [23, Quantity: j 24, Days Supply: 25. Refills ‘ 26. Paid by Employee:
Remaining:

42 21 0

I 28, Rx # ‘ ‘29, Amount Billed:

6877966 105.50

Generic Available? DYES 19. Q Dispensed as Written
O NO C Dispensed per injured Employee request

Name Brand NDC: 23 Quantity 24. Days Supply’ 25. Refills 26, Paid by Employee:
Remaining

7. C Generic Dispensed
C Name Brand Dispensed

20 Date filled’ 21 Generic NDC. 22 Name Brand NOC: 23. Quantity’ 26 Paid by Employee

DCW FORM-66 (Rev. 1005) Page 1 DIViSION OF WORI<ERS’ COMPENSATIONHammond SO -11-012-013
TAMUS 0063



TAI4USOEPTVIERNO 261010# 70210

STATE OFTEXAS PURCHASE VOUCHER

Agency Voud No

Agency

TEXAS A&M UNIVERSITY SYSTEM Order Date RecXn No

coUege Station,TX fl640 12/16/2010 NONE

Invoke Date Vouder Amount Payee Ratèrence No Cono No

12/16/2010 $64.90 NONE NONE

CcnoterVendorIDNo b$ect Amount

1621770924 NONE

Pay To (Name, Mdroos CRy, State, p) 6462 $64.90 E N C

STONER1VER- PHARMACY SOLUTIONS
P.O. BOX 100994
ATLANTA, C5A 30384-0994

Account Name
Workers’s Compensations Ins. I $64.90

ENcUM LEDG

Requtetfen No

eRANJ

Amount
DELIVERY DATE DESCRIPTION OF ARTIClES OR SBtVICES

11/15/2010-11/15/2010 211013423 $64.90

VENDOR CERTIFICATION
(Uno wflen no idvalce available)

I ceWy the dunalbed aaldm or sealcun wee cenUate lar and me alrlt id bueco and unpaid.

SItdAThRE

AGENCY CERTIFICATION
I codify that the un swatoo wee noide,ed,or goods received and that they cc,nnopond In evey paitceb, wIn,
cenboid a,wi wtlkh they wore procured and that the invoice In Iraq and unpaid

DATE APPROVED FOR PAYMENT

NAME DATE 1’,I1Ir11fl NAME
PERSON RECEIVING GOODS) I I ‘I

DEPT HEAD)
DATE 12/16/2010 Tm.E

Hammond SO -11-012-013
TAMUS 0064



11/1512010 68779 53489011905 21

DOXYCYCLINE HYCLATEIIOO MG

DWC FORM42
EXPLANATION OF BENEFITS

0 Yes 42.00 $6490
ERIC WILKE

DWC #

Carrier’s Claim # 211013423

1. Injured employee’s name (Last, First, Mi) 2. Injured employee’s Social Security number 13. Date of Injury

___________________________________________________

11111512010
4. Injured employee’s mating address (Street or P.O. Box) 5. Employer’s name and address

TAMUS HEALTH SCIENCE CENTER

JOHN B CONNALLY BUILDING 301 TARROW STREET 6TH FL
COLLEGE STATION, TX 77840

6. Health care provider’s name and address 7. Insurance carrier’s name and address
STONERIVER - PHARMACY SOLUTIONS The Texas A&M University System
P.O. BOX 100994 200 Technology Way, Suite 1120
ATLANTA, GA 30384-0994 College Station, TX 77845

8. Health care provider’s federal tax ID. number Insurance carrier payment to the health care provider shall be
621770924 according to Commission medical policies and fee guidelines

in effect on the date(s) of service(s).9. Name end address of the company perterming the audit
Starr Comprehensive Solutions, Inc.

Health care providers shall not bill any unpaid amounts to theP.O. Box 801464
Houston, TX 77280-1464 injured employee or the employer, or make any attempt to

collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit 12/0812010 compensable, or the Insurance carrier is relieved of liability
under ‘408.024 of the Texas Workers’ Compensation Act.10. Name and telephone number of the person who can be contacted about

the bi reduction: Starr Comprehensive Solutions, Inc.
ITN Number 00426514Phone: 866-462-4197 Fax: 713-462-4143

Date Rx. # NDC # Day Which Genetic Quantity Billed Allowed Discount Total EOB
Supply Refill # Drug Amount Amount Amount Allowance Code(s)

Product/Strength Doct

$64.90 $0.00 $64.90

Totals: $64.90 $64.90 $0.00 $64.90

C-’

Lf)
O.

, ,\,rn
-r

IIIII flU II U1U Oh HhI OI H HII II hi’I TEXAS DEPARTMENT OF INSURANCE,
DIVISION OF WORI(ERS’ COMPENSATION

DWC FORM 62 (Rev. 02/05) Page 1

Hammond SO -11-012-013
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I

00181 777158900 130031130002100025

TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS COMPENSATION STATEMENT OF PHARMACY SERVICES
Send this form to the injured employees workers’ compensation insurance carrier.

Coverage Verification
IX! In accordance with Rule 134 501 I affirm that I have verified the workers’ compensahon Insurance coverage for this employer confirmedthat a work-related injury of the employee named below has been reported to the employer for the listed date of injury, and have keptdocumentation regarding the means ot verification’confirmatlon on file. (See DCW FORM-66 instructions for the Verification Statement,)

Section 1
Pharmacy’s Name. Address, and Phone #:
KROGER PHARMACY
3535 LONGI’lIRE DR

COLLEGE STATION TX 77895-5271

:4 emit Payment To (if fferent from above):
StoneRiver - Pharmacy Solutions
P.O. BOX 100994

ATLANTA, GA 30384-0994

7 Carrier’s Name and Address:
TEXAS A M UNIVERSITY SYSTEM
ATTN: kay ball
2130 TECHNOLOGY WAY STE 1120
COLLEGE STATION1 TX 77845-3429

27 Ding Name and Strength 28 Rx#

4515120 1962575480
& Invoice N:

34058118

6. Payee’s lN
62-1770929

mployer’s Name. Address, and Plio N:

__

TEXAS Af1
—

332 WERC
COLLEGE STATION, TX 773
(979) 845-3211

,, C)
‘3

15. Prescribing Doctors Name. Addres Phone #:
WILKE ERIC (ID
300 KRENEK TAP RD —.-n

770-50

29 Amount Billed

DYES 19 DDispensed as Wiittn
D NO D Dispensed per lnured Employee request
2 Quantity 24 Days Supply 25 RaIds 2€. Paid by Employee

Remaining

21 Drug Name and Strength 28. Rx#

111111 HI IllI Ill1I h llI I1ll IIll I 1Ill I1 1I

29 Amount Billed

INO CE 34058k18 TO.9G

Page 1

. bate of Billing:
11/24/10

Phone (979) 485-8813;3
Pharmacy’sNCPDPN: {NPI#):Fax

9. Injured Employees Name. Address, and Phone N:

lOa. Injured Employees lb #

Ii. DOl: 12. Doe.
L1/15/L0

lob. ID Jurisdiction lOc. IX!SSN IJDL#
Li Passport 0 VisaUS• OGreenCard

113. Claim N (if known):

COLLEGE STATION1 TX
(979) 764-5100

16. Prescribing Doctor’s DEAN:

FW0401163 1578591194
14. Carrier’s Clalm

211,013423

SectIon 2
17 Generic Dispensed ‘1GeneicAvài1abierYES

“ 1’i. Dbispensed as Written
[]Name Brand Dispensed 0 NO 0 DIspensed per Injured Employee request

20. Date tilled: . 21. Generic NDC: 22. Name Brand NbC: 23. Quantity: 24. Days Supply: 25. Refills 26. Paid by Employee;
Remaining:11/15/10 534890L1905 42 21 a

21. Drug Name and Strength.
‘ 28. Rx N’ 29. Amount Billed

6877962 64.90DOXYCYCL HYC CAP 100MG

17. D Generic Dispensed
D Name Brand Dispensed

20 Date filled’ 21 Generic NDC:

18. Generic Available?

22. Name Brand NDC:

18. Generic Available?17. Q Generic Dispensed
D Name Brand Dispensed

DYES 19, Q Dispensed as Written
C NO C Dispensed per Injured Employee request
23 Quantity: ‘ 24 Days Supply: 25 Refills 26 Paid by EmpIoye

Ramaitiing

20. Date filled: 21 Generic NOC 22 Name Brand NDC:

DCW FORM-66 (Rev 10 05) Page I DIVISION OF WORK FR’ flCTh,iPFNcIATIflN
Hammond SO -11-012-013
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CHECK LIST FOR NEW FOLDERS

lost time chart
nce Letter
injured employee for statement by telephope (dateLD?,hY2 )ecL)

Employer initial status of claim (dat ‘/o -1 /0? )
Wage statement
Request for Paid Leave

ED Supplemental
—C Request emailed on

_____________

[Y Initial questionnaire to Claimant
ED Work status tracking log
ED Copy of work status to employer
ED -tJpdate work status in Allegro
Ri Update claim notes for extent of injury & controverted
ED PLN[]l

_____ _____[:]6

[:11

_____

[=1 EDI 1St report Did Salary Continue? Y or N

_______

ED DWC Record Check
ED Request wiØiess statement
[J zCOMP Dijider
UY Diaryj

J PLN 11 (define extent of injury within first 60 days)
8th day, elimination week, 26 weeks, & FMLA ends

Subrogated claim:
ED Notice to claimant
ED Notice to 3rd party
ED Notice to 3rd party insurance
ED Request accident report

Work status change:
ED Update lost time in Allegro
ED Update work status tracking log
ED Copy of work status to Employer

Lmpairment benefits:
ED PLN3
fl Vpdate Allegro MMIiIR
LI Subsequent Status Claim Form to Employer

L] Request Wage Statement

Revised 7;05

Hammond SO -11-012-013
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09/24/2009 18:25 FAX 979458624h TAMU RISK MANAGEMENT l0001

The Texas A&M University System
‘?f?’1!J Office of the Treasurer

# Euvu’onznenlal Health and Safety • Risk Management • Treasuzy Services
4 A&M System Building Suite 1120. 200 TechnoLogy Way • College Station, TX 77845-3424

* PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • hIItmv.usystcn.tem.edu

NOTICE OF DISPUtEDJSSUE(s) AND REFUSAL TO PAY BENEFITS

DATE: September 23, 2009

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CiTY, STATE, ZAP:

RE: DATE OF INJURY: 07t28/2009
NATURE OF INJURY: Needle Stick
PART OP BODY INJURED: Right Thumb
EMPLOYEE SSN:
DWC # Unassigned
CARRIER NAMEfFPA NAME: THE TEXAS A&M UNIVERSiTY SYSTEM
CARRIER CLATh4#: 209-0621-23
EMPLOYER NAME: Texas A&M Health Sdence Center
EMPLOYER ADDRESS: 301 Tirrow Street, 6th Floor
EMPLOYER CITY, STATE, ZIP: College Station, TX 77840

We axe disputing entitlement of any body part, medical condition, or diagnosis other than a needle stick of the right
thumb, only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M Health
Science Center accepts that the compensable injury extends to and includes a needle stick of the right thumb, only,
that occurred on or about 07/28/2009. Carrier disputes that the compensable injury extends to and includes any and
all other body paris and/or medical conditions. If further evidence is presented our decision will be reviewed.

If you do not agree with the dispute and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Bail
ToO Free Telephone #: 1466-2494574
Fax WE-mail Mdress: 1-979-458-6247!KBaU@tamn.cdu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensadon for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim it 1400-2524031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

TRANSMISSION OK

TX/RI NO
RECIPIENT ADDRESS
DESTINATION ID
ST. TIME
TIME USE
PAGE S SENT
RESULT

*** TX REPORT ***

2368
917134624143

09/24 18:24
00 26

1
OK

• O STARF

PL..p nnt fh* wn.1i4rn • lIcm r f..nd,,L,o..4 .. L...* ___. .. 0 —
Hammond SO -11-012-013
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The Texas University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249.8574 • Fax 979-458-6247 • http://tamusystem.tarnu.edu

NOTICE OF DISPUTED ISSUE(s’ AND REFUSAL TO PAY BENEFITS

DATE: September 23, 2009

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP: College Station, TX 77845

RE: DATE OF INJURY: 07/28/2009
NATURE OF INJURY: Needle Stick
PART OF BODY INJURED: Right Thumb
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAME/TPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-0621-23
EMPLOYER NAME: Texas A&M Health Science Center
EMPLOYER ADDRESS: 301 Tarrow Street, 6” Floor
EMPLOYER CITY, STATE, ZIP: College Station, TX 77840

If you do not agree with the dispute and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax WE-mail Address: 1-979-458-62471KBaH@tamu.edu

A-

tei AzI Exp.n Son Teis Coop. Exe,n Te En qrxpi Sua T*z Enn&ng EnSe Tenai Forest SeTei,i Tfà’19 nt• rena Vrnay Me TexmUM thsy Sphn HeScCen

lIHI II 11111 III I 111111111 IhI 11111 lIh IM ill

4-

; jS1ARR

)

We are disputing entitlement of any body part, medical condition, or diagnosis other than a needle stick of the right
thumb, only because:

The Texas A&M University System as the workers’ compensation insurance carner for Texas A&M Health
Science Center accepts that the compensable injury extends to and incLudes a needle stick of the right thumb, only,
that occurred on or about 07/28/2009. Carrier disputes that the compensable injury extends to and includes any and
all other body parts and/or medical conditions. If further evidence is presented our decision will be reviewed.

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or Imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Pr view AIM LJi*w4 Tn Si LVetIsyTexlI AIM niernOfl Un.iIy Tena$ AIM Ureiy ‘Tex AIM UiWVsIy Gvinan Texan AIM UyMr.CxmeTexan AIM U e,*Cotpue Ch, Texan AIM Umil-kfrigendi Tee AIM UriTextaa Weet Texan AIM Untnsrny

DWC PLN-11 (Rev. 1/05) Page 1
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08/06/2009 THU 10:23 FAX i 002/005

f. Name (Last. First, M.I.) T z.5es
-

I FM

1 SocIal security Numbsr]. Home Phone Data ot$n’,h (m-d.y)

6. Doss the Employe&Speak English? If NO. Speny l.engu,go - - -

YESØ NO

Tac. e. Ethnicity

siaci 0 AsIan 0 Nativa Atnerlcafl orner 0
9. Mellbtg Ad&.ss Street or P.O. Box

CIty L coos torJmy

_____________

Brazos
10. Marital StatuS

II. Number of Dependent Clillcren 12. Spouse8 Name

2 1

___

iTboctev’e MalUng Address (Street or POSes)

1602 Rock Prairie Rd.
City Stale Zip Code

College Station TX 77845

CARRIER’S CLAIM C (t5’1 — 3 1
•T OF INJURY OR ILLNESS

15. Dale of lnjwy (rn-dy) 16. TIme of Injury 17. Dale Lost lime Began
(lfl-d.y)

0728” 2009 11:45mg pm -r
.18 Nature of Injury’ IS. Part at Body Injured or Expose&

needle stick right thumb
2Q. Haw asS Why Injuryflibresa Occurred’

While infecting mice with Borrella burgdorferi In a
Biosafety cabinet In full compliance, needle sl,pp.eci

21. Was employee 22. Worksb Location of Injury (stairs, dock, etc.)
dohigh,. YES
reBulallob? No 0 Laboratory - CMP, --

City Slit. Zip Code
College Station TX 77643
24. Cause of lnjury(fal tool, macNn, etc.)

. ,,,,
-q

Needle
25 LIst Wdnessea n-i

Dana Shaw
29. Return to work I 7, Old employee 20 Superva 2t.

fl”r’

datefor expected I die? Name I
(rn-d-y) I I V)3”I Q .fl

YES0 NO0 IDr. JohnZI
NVF fQuarles 4 08 .09

23. Address Where lfljUV or exposure Occurred Name Dl bUSinefl S incident
occurred on a bualneei tile

Comparathie Medicine
Street or P.O. Box County

TAMLJ Brazos

1N1’tj RES1RV1S

elton,
LOST TIME J) ADJUSTER K.i

EMPLOYERS FIRST REPOF

23

SQ. Date of Hire (m.d.y) 31. Was employee hired or r,cruted In Texas? 32. Length of Service In Cutrent Position 33. Lengt Servlc.ocup

07 . 15 . 1996 YES NO 0 Monthe_ years 13
—— Month._

34. Employ.. Peyroit CtaesilIcaIIon Code 15. Occupetlon of IrJu,ed Worker

7100 Professor
56. Rate of Pay at tills ,lob si Fun Work Week Is: SB. Lest Paycheck was: 39. Is employee an Orusser. Partner,

Ma’rtWlfs/ . or Corporate OfFicer?
_ei4 L.. Hours .... Days — Hours or Days YES 0 NO 0

40. Name end Till. of n’lpleting F 41 .NSrns of Business

Norma Jones, Business Administrator
42. Bushels M.Ihg Address end Telephone Number 43. BuCifless t.ocatlon (If different from mailing address)

Street or P.O. Box Telephone Number end Street

College of Medicine, TAMU 1 979) 845-1314 407 Reynolds Medical Bldg.
cey Slate Zip Code City Slate Zip Cods

College Station TX 77843 College Station TX 77843
44. Federal lox ldontlflcetlon Number 49. Parnary North American Industry ClassWrt.....on System I 49. Specific NAICS Code 4?. Texas Compiroiler Taxpayer No.

74-2907553 [Cede:(S digit)
None L

(8 digs)
None None

45. Workers Coinpensellon Insurance Company 49. Policy Nun

None None-self Insured
50. Did you request accident prevention OeMCes In past 12 months?

fitS 0 NOW rye.. didyouraceive diem? YESO NO
51. Signature and d• EP’fr1S T1ONS ON INSTRUCTI EFORS SIGNING)

X Norma Jones U _iZ-Y\6 07/28/2009

11111111111 IIIIII II D IlIllIllIll IIB 1III 1111 III DIVISION OF WORKERS’ COMPENDWC FORM.1 (Rev. 10105) PageS
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08/06/2009 THU 10:23 FAX Ij 003/005

1-.c .

I*TEXAS
L )Trt Department of

, ‘fl I ‘State Health Services

INFECTIOUS DISEASE CONTROL
CONTAMINATED SHARPS INJURY REPORTING FORM

me tciulty where the injury occurred should c:ompiete the form and submit it to the local health authority where the facility Is located. If no local
health authority Is appointed for this JurisdIction, submit to the regional dIrector of the Texas Department of State Health Seevices (DSHS) regional
office In which the facility Is located. Address Information for regional directors can be obtained on the DSHS webpage at
hm:/Iwdsi.ateXLi5lreOior&defaultstltrn. The local health authority, acting as an agent for the Texas Department of State Health SeMces
will receive and review the report for completeness, and submit th. report to: IDEAS, Texas DSHS, 1100 West 49” Street, T401, Austin, Texas
78756-3199. Obtain coØes at htte//w .dshs.s .LMdcuIheaith/irifection control/bloodborne oathooens!racortlna or from Texas Department
of State Health Services regional offices.

Please complete a form for each exposure Incident Involving a sharp. sharp was used for its original

Facility (agency/inetttutlon) where ln5ury occuned: Texas A&f4 University -Comparative I’hdldne Program
Street address (no post office box):Room LARR Bldg.
Clty:College Station CountyUrazos Zip coder 7843
Street address of reporter If different from facilIty where injury accurred:407 Reynolds MedIcal Bldg.

Reporter’s Name:Norma Jones

Reporters e-malI:jones@medlcine.tamhsc.edu
am I] pm Age of lnjure*44 Sex of lfljwedr N 13 F

List brand name of Iliarp:B-D imi 2G 3/8
Surgkal instruments (wptherspitems) Glass

13 Capillary tube

13 Glass slide
C Glass ltem not sure what kind
C] Medication ampui’vial/W bottle
Upipette
I] Speclmery’testtube
O Vacuum tube
O Otherglassitern:

C 23-gauge needle

C] 24/25-gauge needle
Tubercijin

13 Drum catheter needle

1] IV catheter st4et
13 Needle on VI line Cincludes pIggybacks &
IV line connectors
C] l’ieedie, not sure what kind
C] Pre-fihied cartridge syringe
C Spinal or epidural needle
U Suture needle
C] Syringe, other type
C] Unattached hypodermic needle
C] Vacuum tube blood collection
holder/needle
13 WInged steel needle (Includes butterfly.
winged-set type devices)

C] Other yascriar catheter needle (cardlac,
etc.)
13 Other non-vascular catheter needle
(ophthalmology, etc.)
13 Other nonsuture

Date:7/28/2009
Reporter’s Telephone:979-845-1314

L Date of Inury:7.28.9 Time of llvjum 11:45
2. Type and Brand of sharp Involved (C?,ec*cw,e t’ax)

Needles

C] Arterial catheter Introducer needle

C Blood gas syringe
C Central line catheter needle (cardiac, etc.)

13 Insulin
1320-gauge needle
1321-gauge needle
C 22-gauge needle

C] Bone chip/chipped tooth

O Bone cutter
I] Drill bit/bur
(JElectro-cautery device
C] Fingernails/teeth
C] Huber needle
O Lancet (linger or heel stick)
13 Microtome blade
C Pickups/forceps!
hemostats/clamps
13 Pin (fixation, guide pin)
C] Pipette (plastic)
C] Razor
O Retractors, skin/bone hooks
O Scalpel, disposable

C Scalpel, reusable
Scissors
Sharp item, not sure what kind
(3 Specimen/test tube (plastic)
C Staples!steel sutures
O Towel clip

C] Trocar

13 Vacuum tube (plastic)

O Wire (suture/fixation/guide wire)

7/28/2009
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08/06/2009 THU 10:23 FAX

3. Original Intended use of sharp (civeckoneöOJ

Q Connect IV flne (Intermittent rd/piggyback/tV Infusion/other IV line connection

Qcontaln a specimen or pharmaceutical (glass Item)

Qcuttlng
Dental Q Extraction Q Hygiene D Orthodontic C Periodontal

Q Dialysis

C Drawarterlaiblood sarnple..Jf usedto draw blood was It Odirectatick or Odrawnfrom a line

Dorawvenous blood saniple

QDilflJig
C ectrocautery

Q Finger Stick/heel suck

Ci Heparin or saline flush

Injection, intra-muscuiar/subcutaneous/lntra-dermal, or other injection through the skin (syringe)

Q Obtain a body fluid or tissue sample (urlneICSFI/amniotlc fluid/other fluid, biopsy)

Ci Other Injection Into (or aspfretlon 1mm) IV Injection site or IV port (syringe)

I] Remove central Iine/porta catheter

I] Start Nor set up hepann lock (IV catheter or winged set-type needle)

QSuturtng C deep Dsidn
DTattoo

C UnknowiVnot applicable

Ciwiring

EJOther

o yes 0 no C donotknow
C] yes 0 no C donotknow

D before ID during 0 after activation of the protective mechanism

6. Was the injured person wearing gloves? 0 yes C no C] do not know

tOO4/005

- - -
-

C] RestoratIve 0 Root Canal

Ci after the sharp was used for Its Intended purpose
4. When and How Injury Occurred...

C Before (DO NOT report to DSHS) 0 during

If the exposure occurred during or after the sharp was used, was ft (check cue boa)

[3 Activating safety device C] Patient moved during the procedure

• C] Between steps of a multistep procedure (caning, hendhng, 0 Preparation for reuse of lnstnment (cleaning, sorting, disinfecting,
• passinglreceMng rringe/1nstiiment, etc.) sterilizing, etc.)

[3 Device malfunctioned [3 Recapping

Qoevlce pierced the side of the disposal container Q suturing

O Disassembling device or equipment

Q Found In an inappropriate place (eg. Tabie, bed, linen, floor, Irash)

C] Interaction with another person

0 Laboratory procedure/procces C] Other

5. DId the device being used have engineered sharps Injury protection?
A. Was the protective mechanism activated?
B. Did the exposure Inddent occur

C] Use of sharps container

C] Unsafe practice

C Use of tV/central line

7. Had the injured person completed a hepatitis B vaccination series? C yes [3 nO 0 do not know

8. Was there a sharps container readily available for disposal of the sharp? 0 yes [3 no
Did tii sharps cofltainer provide a dear view of the level of contaminated sharps? yes C no

9. Had the Injured person received training on the exposure control plan In the 12 months prior to the incident? 0 yes C no

W. Involved body part (Check one barr) 0 hand C arm 0 leg/foot C) face/head/neck C] torso (front or back)

if28/2009 2
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08/06/2009 THU 10:23 FAX lJ0O5/O05

11, Job Ciassiflclt%on of Injured person (check on>’ one Lioji

C] Aide (e.g. CAN, HHA orderly) C] EMT/ paramedic

C) Attending pIysidan (MD, DO) C] Fellow

C Central Supply C] pregp

Qailoactor tJFoodseMce

C cieticai/adnilnisb’atlve C] Hemodialysis technidan

ciinicai is C Housekeeper/iauidry

C Counselor/social worker C] Intern/resident

C] CRNNNP C Law enlement ofiker

C] Dentist C] Licensed vocational nurse

C] Dental assistantlteclinlclafl C] Maintenance staff

C] Dental hygienist CI OR/surgical technician

C] Dental student C] Pharmacist

C Dietitian C Phlebotomist/venlpuncture/N team

3.2. Employment Status a? Injured Person (check one t’o.*)

13. Location!Fadiity(AgeflCy in which sher9s hajury Occurred (check one hot)

o Blood banWcenter!mOblle I] Home health

C] ainic C] Hospital

C] Correctional facility Laboratory (freestanding)

C] Dental facility C] Medical examkier office/morgue

C] EMS/Fire/Police

14. Work Area where.SIia,ps Injury Occurred (check one hot)

C] Arnbdance C) Emergency department

• I] Autopsy/Pathology C] Endoscopyfbronchoscopy/
cystoscopy

C] FIeld (non EMS)

C] Floor (not patient room)

C Home

C] innrmary

C] iaU unit

C] Physician assistant

C) Physical therapist

C Psychiatric technician

C] Public health worker

C] Radlologic technician

C] Registered nurse

Researcher

C Respiratory therapist/technician

C Safety/security

C] School personnel (not nurse)

C) 1iansportjmessenger

C] Volunteer

ID Other

C] Outpatient trealnient (e.g. dialysis, inslon therapy)

C] Residential facility (e.g. MHMR, shelter)

C School/college

C] Other

C) Pre-oporPAcU

C] Procedure room

C] Rescuesetting (non ER)

t] Radiology departrner*

C] Seclusion room/psychiatric unit

C) Service/Utility area (e.g. laundry)

C] Surgery/operating room

DOttier

Employee ID Student C) contractor/contract employee C) Volunteer

If not directly employed by reporter, name the employerlse,vice/agenc.y/schooi:
C Other

C] Blood bank center/mobile

C] central supply

C) Critical care unit

CJ Dental clinic

C Dialysis room/center

COMMENTS

Laboratory

C) I & 0/Gynecology unit

I] Medical/Outpatient clinic

C] Medical/surgIcal unit

IDNursety

C) Patient/resident room

C] Pediatrics

7I28/2009 3
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3 )

INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 209-0621-23
Address: Date of Injury: 07/28/2009

Date mailed: 08/10/2009

Please complete, sign, and date this claims quesfionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

‘-fes

2. Please state in your own words where and your injury occurred.
a v.c-z oJ— -4 LPr(2R (Cw.P) ‘i i4-pA W”

t-
• ptJ 4i hQelk pza <-)niy (. o-iJ

.

rL% -hc4.
, ft O,VI 0 ‘-t .J. €f( -tL &

t,i e.d- 4. £,1f aj (...A i4t Cf. --

3. Please state in your own words any physical hann or damage to your body thaUsultefrom
the work related incident.

L -

‘fl

; =

4. Have you sought medical attention for this injury? If so please indicate your oice
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

‘fs,. J— - -ft4 Sc*4 Je Qc CL
‘, OtAJ &aJ11 Jj d M U’ 4

5. If you have multiple employers please list the name and address of each employer

signature Date c:inques
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)
The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building1 Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Fax 979-458-6247 • http://tamusystern.tamu.edu

August 06, 2009

Dear

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 07/28/2009.

Any medical bills you incur as a direct result of this injury should be immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458-6330.

Sincerely,

Workers’ Compensation Insurance

Risk Management Division

Enclosure

Uses
P,an 11e AM Ur Ten Stan Uieiiy Te,a MW Unrerty te,ai MM Unert1 Te MM Uresty a Gieshr, Tvas MM Uns4Comce

T1z MM Urve4?y-Copus Chr T MM U y-Kme,He Texas MM Umvers4y-Tez1ana West Thxas MM tistxaisity

Agencies

Texas AgxdtuxI ExpexaneM StationS Texas Cooperve Ension’ Texas Engueeing Expminwnt Stoe texas £nneenng Exteneox Same Tente Fartet Steams
Fetes rresspenos lnsttute Texas Vetenste Me& OiaqrIosX Laatte Texas WWhte Damage Mexagentest Serwce

Texas MM Uniamsity Sysix Hea, Scamce Caster
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MEDICAL SERVICES CHART
Treating Dr

CLAIM# ))‘ (ó2I Approv.d Change_____________________
ConsultinglReferral (approval date)

CLAIMANT_

DOIfl \4’? Nature of Injury/7?a424e.i14’ RME Date
Result_______________________________________

Body Part Injured A_Y7 DID Date
Result_____________________________________

Accepted diagnosis Secondary Treatment Plan or Changes
- (

Initial Treatment Plan

X-Ray PHYSICAL THERAPY
Body Part Date Result______ WEEK I______ WEEK I________
MRI WEEK 2 WEEK 2

WEEK 3 WEEK 3Body Part Date Result
WEEK 4 WEEK 4CIT Scan WEEK 5 WEEK 5Body Part Date Result______ WEEK 6 WEEK 6

Bone Scan WEEK 7 WEEK 7
Body Part Date Result______ WEEK 8 WEEK 8
Myelogram COMMENTS:_______________________
Body Part Date Result______
EMG
Body Part Date Result______

SURGICAL PROCEDURES DENIED MEDICATIONS

PREAUTHORIZATIONS BODY PART DENIED_____________
DATE YES/NO PROCEDURE DATE PLN 1 FILED Y/N

BODY PART DENIED_____________
DATE PLN 1 FILED Y/N
BODY PART DENIED___________
DATE PLN 1 FILED Y/N
NOTES:

Hammond SO -11-012-013
TAMUS 0076



Sequoia Practice Management tem Page 1 of 2

Name:scxxlT&wHrrE MRN: 9126385
DOB:

Printed 08/04/2009 10:21 by Candace Slightom -

TITLE: 07/28/2009 BCS Urgent Care Thomas Kenneth Welch 9126385

SCOTT AND WHITE MRN: 9126385
Bryan-College Station Clinic Note

DOB:
DATE OF SERVICE: 07/28/2009

Today Care

WORKER’S COMPENSATION

EMPLOYER:
-I.,Texas A and M Umversity.

DATE OF iNJuRY:
July 28, 2009.

77PRIMARY CARE PHYSICIAN:
James V. Bonds, MD

1 —DHISTORY OF PRESENT ILLNESS:
The patient is a 44-year-old male who does work in a microbiology area. He
is involved with research dealing with Lyme disease. He had Lyme
infectious agent in a needle that he was to inject a mouse today. Somehow,
the syringe he feels punctured the glove on his hand. It did have material
in it and it had not been injected yet into the animal. He states that he
did not notice any blood within the glove nor any blood on the thumb
despite trying to manipulate that-area. It-is a little-sore but had n
true blood component present. He has no significant underlying medical
problems.

ALLERGIES:
Tetanus.

SOCIAL HISTORY:
Negative for tobacco use.

PHYSICAL EXAMINATION:

http://phaedra.sw.org:9080/sequoia3/servlet/org.sw.sequoia.VirtualChart 8/4/2009
Hammond SO -11-012-013
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Sequoia Practice Management Stem Page 2 of 2

VITAL SIGNS: Temp 98.9, pulse 64 respirations 16, blood pressure 123/71.
Weight 168 pounds.
SKIN: Right thumb shows no evidence of puncture site or bleeding at
present time. No erythema or redness noted.

ASSESSMENT PLAN:
Needle sick with a potential exposure to Lyme disease. I will go ahead and
epfrica1lLtreathisw

____ ___

doxycycline 100mg twice a day for a total of 3 weeks If be would develop -
- E

any fever, chills, unusual rash or general arthralgias then followup is
recommended. No titer was done today as-I would not anticipate any
evidence of titer with initial stick at this time. He will be released
back to work with no restrictions and no anticipated need for followup
unless other symptoms occur.

Preliminary / Not Reviewed by

Thomas Kenneth Welch, MD
125 / 30225
979-691-3802
dd: 07/28/2009 5:28 p dt: 07/28/2009 8:59 P
Job #: 000755107 - 11855678 -

Doc ID#: 200907280992725600

cc: James V Bonds, MD

- ---- ——.
. -..-

-J

http://phaedra.sw.org :9080/sequoia3/servletJorg.sw.sequoia.VirtualChart 8/4/2009
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C)

INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 209-0621-23
Address: Date of Injury: 07/28/2009

Date mailed: 08/10/2009

Please complete, sign and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

2. Please state in your own words where andh your injury occurred.

3. Please state in your own words any physical harm or damage to your body that resulted from
the work related incident.

4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

5. If you have multiple employers please list the name and address of each employer

fr,jured employee signature Date

Hammond SO -11-012-013
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Matt Walton Date: 08107109
TAM-HSC RE:

Employed By TAM-HSC
Supervisor: Dr. John Quarles
D.O.I.: 07I28!2009
Claim No.: 209-0621-23

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARY
LI We have received a medical bill/report that indicates an injury may have occurred

on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

Q The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury is received indIcating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

This claim has been accepted as a compensable injury.

This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

U This claim has been denied because:
Q There was no injury in course and scope of employment
LI The injury was not sustained in the course & scope of employment
LI Untimely notice of injury was given
j1 The injury is considered an ordinary disease of life
LI Disability only, medical documentation required to establish physical harm
Li Other:

LI Other:
Thanks.

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci,procedure;office

Hammond SO -11-012-013
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C)
TAMUS DEPT VOUCHER NO 261010# 52951

STATE OF TEXAS PURCHASE VOUCHER
Agency Voucher No

—
ECAS A&M UNIVERSITY SYSTEM onter Date RequlcNon No

College Station,TX 77840 09/04/2009 NONE
InvoIce Date Voucher Amount Payee Reference NO Control No

09/04/2009 $89.26 NONE NONE

Comptroller Vendor ID No
Agency Object Amount

1742958277 NONE

Pay To (Naine Address City State ZIp) 6462 $89.26 E N C
ScoTr & WHITE
P.O. BOX 847408
DALLAS, TX 75284-7408

Account Name
Workers’s Compensations Ins. TOTAL

$89.26
CUMeeMl EDR

Requlsitron No Amoa*

Amount
DELWERY DATE DESCRIPTION OF ARTICLES OR SERVICES

07/28/2009 - 07/28/2009 209062123 $89.26

VENDOR CERTIFICATION
lUre when en Inhere rentable)

I cett tIre de,I artOre or sewen were contracted thr end the accowrt true,Cotrrct and Lerped.

SIGNATURE

AGENCY CERTIFICATION
I certdy tInt me abase serricre were let.der%or goods recntndd and Int teeg cnnenpond In enery partIcular with
contract under ldd. thep were prorwed end tilt the ‘moire a true lnd unpaId

DATE APPROI/ED FOR PAYMENT

NAME DATE nOi,tAjinrrn NAME
(PERSONRECEIVINGG000S) I’d (LiJV

DEPT HEAD)
DATE 09/04/2009 TiflE
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DVl #

Canie?sClaim# 209062123
DWC FORM-62

EXPLANATiON OF BENEFITS
1. Injured employees name (Last First. M. I.) 2. Injured employees Social Secuiity number 3. Date of injury

07/28/2009

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address
TAMUS HEALTH SCIENCE CENTER

2121 WEST HOLCOMBE BOULEVARD MS 1201, HOUSTON, TX
770303303

6. Health care provider’s name and address 7. Insurance canter’s name and address
SCOTT & WHITE The Texas A&M University System
P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, Suite 1120, College Station, TX 77345

B. Health care provider’s federal tax ID. number Insurance carrier payment to the health care poviderstaII be
742958277 according to Commission medical policies anfee glines,
9. Name and address of the company performing the audit in effect on the date(s) of service(s).
Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpak ouri-to the’
injured employee or the employer, or make antem.g,to —,

coflect the unpaid amount from the injured erTlWee the :
employer unless the injury is finally adjudicat not tcp 1

Date of the audit: 09101/2009 compensable, or the insurance carrier is relied of lility

10. Name and telephone number of the person who can be contacted about
under ‘408.024 of the Texas Workers’ Compeation t.

the bill reduction: Starr Comprehensive Solutions, Inc.
N N 00295802 -Phone: 866-462-4197 Fax: 713-462-4143 urn r

ICD9 Codes used: 919.6 - SUPERFICIAL FOREIGN BODY (SPLINTER) OF OThER MULTIPLE AND UNSPECIFIED SITES WITH
Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

07128/2009 07/2812009 99202 1.00 $120.00 $89.26 $0.00 $89.26 Wi
OFF ICE!OP VISIT, NEW PT, 3 KEY COMPONENTS: EXPAND PROB FOCUS HX; EXPAND PROB FOC

Totals: $120.00 $89.26 $0.00 $89.26

Reason for Reduction or Denial:
Wi - Workers Compensation State Fee Schedule Adjustment

1111111 IllI hill Oil HII Oh llI H I f TEXAS DEPARTMENT OF INSURANCE,DWC FORM 62 (Rev. 02105) Page 1 DIVISION OF WORI(ERS COMPENSATION
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a

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

i—ri PDA

4UCU i ry LWfl M,trual r,I.thIe l’ .‘riw uur:

:/vC’IIAS I flOCS

WORKERS COMPEION
wC1

TEXAS A&M UNIVERSITY
200 TECHNOLOGY t1120

COLLEGE STATION, TX 77840

PICA rrr L

1

o

—-

I. MEDICARE MEDICAID TRICAIIE CHAMPVA GROUP FECA OThER 1. INSUREDS 1.0 NUMBER For Program in Item 1)CHAMPUS HEALTH PLAN 131K LUNG
(Medicare LI iMedicaela) LI (Sponsor S$N) LI Member lO [] (SSN or ID) [11SSW)

2. PATIENTS NAME (Last Name. First Name, Middle IrtiaI) 3 PATIENrS BIRTH DATE SEX 4. INSUREDS NAME (Last Name. Find Name. Middle InSist) —

,__________________________________ M[ E TAR4U,
5. PATIENTS ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSUREOS ADDRESS No,, Street)

_______________________________ sesE spouseL] ChIME Other LI 200 T HLsai x20
CITY STATE 8. PATIENT STATUS CITY STATE

___________________________________ SrngIe[] Marned[] otrte:LI COLLEGE STATION -i-a ,, TX
ZIP CODE TELEPHONE (Include Area Code) ZIP COVE TELEONE (1oct14 Area Code)

77845 ( ErrrployedE .rL] Part.Tine[] 77843 9758-630
9. OTHER INSURED S NAME (Lael Name. First Name, Midt8e Inihal) 10 IS PATIENTS CONDITION RELATED TO: Ii. INSUREOS POLICY GROUP OR FE NUMDE j —]

I
—

a. SDS PQlC0R.GRQUP N ER a EMPLOYMENT? (Current or Prenous) a. INSURED’S OATE OF BIRTH c (-3 SEX ‘12’ /3 [vES LINO MM DO YY

. 0TH RED A OF IR
‘ SEX b. AUTO ACCIDENT?

PLACE (State) b. EMPLOYERS NAME OR SCHOOL FE ‘

I u[] F[J EYES NO L1
c. EMPLOYERS NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE P1-AN NAME OR PROGRAM NAME—

LI YES [] NO WORKERS COMPENSATIO
d. INSURANCE PLAN NAME OR PROGRAM NAME lOd. RESERVED FOR LOCAL USE d. IS IHERE ANOTHER HEALTH BENEFIT PLAN?

LI YES [NO W yes, return to and complete tern 9 ad.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13 INSURED’S OR AUTHORIZED PERSONS StGNATURE I authorIze12. PATIENTS OR AUTHORIZED PERSONS SIGNATURE I authorIze tIle release at any medical or other inloimatron necessary payment at medical benetits to the undersigned physician or supplier tarto process this claim. I also request paymenl 01 government benefits eilher to myself or to Ihe party who accepls aaslgrrniertt Mce described below.

below.

SIGNATURE ON FILE SIGNATURE ON FILESIGNED - DATE SIGNED

14. DATE OF CURRENT: ILLNESS iFkst syrnalom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATIONMM DO VY INJURY (Accident) OR GIVE FIRST DATE MM 00 VY MM DO YY MM DD VY
q7/2L09 PREGNANCY (LMP) PROM TO

11. NAME OF REFERRING PROVIDER OR OtHER SOURCE lYa. xs1 lB. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

I7b.jNPij’5c14,7 FROM
MM DO YY

TO
MM DO YY

19. RESERVED FOR LOCAL USE 20. OUTSIDE Lee? $ CHARGES

EYEsOI
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1,2.3 or 4 to Item 24E oy Line) —-- 22. MEDICAID RESUBMI5SIONl, COVE ORIGINAL REP. NO.
. 3. L_.. .__

23. PRIOR AUTHORIZATION NUMBER

2. I. 4. L.
24. A. OATE(Sl OF SERVICE 8. C. 0. PROCEDURES. SERVICES. OR SIJPPLIES E. F G. H. . .

—‘

Front To tEsplain Unusual Ciccurnorancas) DIAGNOSIS turns PSVt ID. RENDERING
MM 00 YY MM DO ‘(V EWiiCE EMG CPTltCPCS I MODIFIER POINTER $ CHARGES u$ QUAL. PROVIDER ID. C

07128/b9 07)28/d9 I iij 99202 LL.I 120 00 1

a
II,

1

2

4

i Z. I .L . ZJ_Z

2
C

35

:z:tLtzzzzzZ

_

llL. - .. ,.. _.L_ I

__

L L ‘1 Lt’’lAX to 0liW” -‘SN lN ‘6 PAT F.’ITS ACf’Dl NI ‘tO TAC’ FPT ‘.,Sl( MEa1 8 TOtAL LPARGE 29 JOUNTPuI”3O 3At.ANCE .I E
742958277 - liXI 92150068484Q0 j-i-t

‘ ,

- ioo (Q s 120 00
.p ,,,i lAr4 10 ,jI,u PR 2 ‘ER/nh u:.Lir/ .r ,‘r nlc’lMA’ ii 13 ‘ill L,hTI HOV’t)ER inFo & ‘(254 —7 291‘

‘ CE BCS URGENT CARE 24 1.
Jg,,

‘ :w’ .‘““ --‘ : SCOTT AND WHITE
1600 UNIVERSITY DR EAST P0 BOX 347408

Sijnature on File MD COLLEGE STATION TX 77340 DALLAS TX 752847408
08/03/09

iO93779704 TJ 742958277 1922061993’

‘WI

NPI

‘IPI

APP1O’i ‘ ‘M)M tO0 11,131 )1,

V
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• TAMUSDEPt1ERNO 261010# 53050
STATE OF TEXAS PURCHASE VOUCHER

Agency Voucher No
Agency

TEXAS A&M UNIVERSITY’ SYSTEM Order Date RequIon No

College Station,TX 77840 09/07/2009 NONE
Irrvoice Date Vodser Amount Payee Reference No Contm No

09/07/2009 $63.80 NONE NONE
Comptro4er Vendor ID No

Agency Ob)ect Amount

1621770924 NONE

Pay To (Name, Address, City, State, ZIp) 6462 $63.80 E N C
STONERIVER - PHARMACY SOLUTIONS
P0 BOX 100994
ATLANTA, GA 30384

Account Name
Workers’s Compensations Ins. I TOTAL

$63.80
S LEDR

Requlsltton No Amount

Amount
DELIVERY DATE DESCRIPTION OF ARTICLES OR SERVICES

07/28/2009 07/28/2009 209062123 $63.80

VENDOR CERTIFICATION
(Use ubue ue irwthCe is iveabie)

I cistify the dthctlbed 02tCt 01 S01lCm wee C0nb1Cid 10, and the accawa t’ue,correct and uspeld.

SIGNATURE

AGENCY CERTIFICATION
I ceofa that the above iernlcen wee refldend,0r 5oodo receved and that thep cor,eøond in evely particular with
cuetract irnder wInch Jief were procured and that the .vece Is true and unpaul

DATE APPROVED FOR PAYMENT

NAME DATE t’fl ifr j-snnm NAME
(PERSON RECEIVING GOODS) lJ1IJl1LtJ’J7

DEPT HEAD)
DATE 09/07/2009 TrflE

Hammond SO -11-012-013
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‘3 ()__________

‘DWC#

DWC FORM-62
Claim 4 209062123

EXPLANATION OF BENEFITS
1. Injured eniployeWs name (t.ast, First, MI.) 2. Injured employees Social Security number 3, Date of injury

10712812009
4. Injured employee’s mailing address (Street or P.O. Box) 5. Employe?s name and address

TAMUS HEALTH SCIENCE CENTER
2121 WEST HOLCOMBE BOULEVARD MS 1201, HOUSTON, TX
770303303

6. Health care provide?s name and address 7. Insurance camer’s name and address
STONERIVER - PHARMACY SOLUTIONS The Texas A&M University System
P0 BOX 100994, ATLANTA, GA 30384 200 Technology Way, Suite 1120, College Station, TX 77845

8. Health care providers federal tax ID. number Insurance carrier payment to the health care provider shall be —

621770924 according to Commission medical policies d fee delines
in effect on the date(s) of service(s). F9. Name and address of the company performing the audit mStarr Comprehensive Solutions, Inc. rn !11

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unp.4mous toçp
injured employee or the employer, or make attempt kçfl
collect the unpaid amount from the injured pyerth
employer unless the injury is finally adjudicWnot

Date of the audit 09/02/2009 compensable, or the insurance carrier is relied ofilit
under ‘408.024 of the Texas Workers’ Compisatiop4ct.10, Name and telephone number of the person who can be contacted about

the bill reduction: Starr Comprehensive Solutions, Inc. “
ITN Number: 00296073Phone: 866-462-4197 Fax: 713-462-4143

Date Rx. # NDC # Day Which Generic Quantity Billed Allowed Discount Total EOB
Supply Refill # Drug Amount Amount Amount Allowance Code(s)ProductlStrength Doctor

07/28/2009 51928 00143314205 21 0 Yes 42.00 $63.80 $63.80 $0.00 $63.60
DOXYCYCLINE HYCLATEI100 MG THOMAS WELCH

Totals: $63.80 $63.80 $0.00 $63.80

DWC FORM 82 (Rev. 02105) Page ‘1 Illl I IllI llIIh I I1I 111111111111111 III 1111 J fl TEXAS DEPARTMENT OF lNSUPNCE,I I I DMSION OF V)RKER5 COMPENSATION
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00319 73323531 1 005211 00017100019

TEXAS DEPARTMENT OF INSURANCE DIVISION OF WORKERS COMPENSATION STATEMENT OF PHARMACY SERVICESSend this form to the Injured employee’s workers’ compensation Insuranc, carrier.
Cpveraae Verlflcadon

____

In accordanc. with Rule 134.501 I affirm that I have verified the workers’ compensation Insurance coverage for this employer confirmedthat a work•related Injury of the employee named below has bean reported to the employer for the listed date of Iniury and have keptdocumentation regarcJng the mans ot veriflcatlonlconflrmatlon on lb.. (See DOW FORM-66 instructions for the .)eridcaUon Statement)
Sectioni
F Pharmacy’s Name, Address, an Ph& 1: 2. Date of ëilling:SCOTT WHITE PHARMACY 08/09/091110 EARL RUDDER PIdY S Phone (979) 1.91-3900

COLLEGE STATION TX
77840

2626
Fax (979) 9J-39 3. Pharmacy’iNPDi]NPT

4582107 11443981244. Remit Payment To (If dtferent from above): 6. lnvolc #:StoneRiver - Pharmacy Solutions 30193712P.O. BOX 1.00994
6. Payee’sFEIN:

ATLANTA GA 30384-0994 62-1.770924
7. Carrier’s Name and Address: r’tmpioy.r’i Name, Address, and Phone *:TEXAS A ii UNIVERSITY SYSTEM TEXAS A a M UNIVERSITYATTN: KAY BALL 750 AGRONOMY ROAD200 TECHNOLOGY WAY STE 1120 COLLEGE STATION, TX 77843-1.475COLLEGE STATION TX 77845-3924 (979) 862-4971

9. tniured Employee’s Name. Address and Phone # 15. PrescribIng Doctor’s Name, Address, and Phone #:WELCH THOMAS KENNETH MD
1600 UNIVERSITY DR E

.

. COLLEGE STATION, TX 77840-2199(979) b90-9250 (979) 691-3300TiThnjured ñFployee’s ID Jurisdctlon lOG. iz SEN gj DL# T6EPàiIbIñgDc(?iDEA#: (NPT):
OVIsaUS. fJGreenCard 9W3188023 1.720040637

07/28/09
—

I nowi): T4ECiri1i?s C1Tm

Sectionl

___________________

lYE neric Dispensed 18. Generic AvaiIabIorDYs T9. D[iii WrittenD Name Brand Dispensed I C NO 0 Dispensed per Injured EnIo8iequ3 )Dt. filled: i: eneii Nbf & iINEJi uantity: f4 yiupIJ25. ReSlii aIiby 1
Remaining: ;07/28/09 00193314205 42.000 21. I 0 .

7jNaindThith: —

________—

2. zL —_____

I
AtBit4

DOXYCYCL NYC CAP 100MG 5192870 630ir GenrIc Dispensed 118. GenercAvailabIe? DYES ‘]ii.QDisp.nsed as WrittenC Name Brand Dispensed
— C NO

- j 0 Dispensed per Injured Employee request2 Date filIe: 121. Generic NDC: 22. Name Brand NOC: 23. Quantity: 24. Days Supply: 25. Refills ‘26. Paid by Empoyoe,
Remaining:

7. Drug Name and Strength
-

28 itx # 29. Amount 8iI(ed

5nici5ispensed —. 1. enerIcAvaiiabIe’ DYES •li DbispensedWrirton .-. =Q Name Brand Dispensed D NO D Dispensed per injured Employee request
. bate rihed 21. Generic NbC: 22. Name Brand NDC: 23. Quantity: 24. iays Supply: 26 Refills 26. paid by Employee:Remainrng

2T Drug Nme and Strength: 28
- 29. Amount 9IiIod

111111 flfl IIM 1111 1Ill lh Ih
INVOICE TO TA ct)

Page 1
DCW FORM-66 (Rev. 10/05) Page 1

DIVISION OF WQRI<ER9’ COMPENSATION
Hammond SO -11-012-013
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p
CHECK LIST FOR NEW FOLDERS

repare lost time chart
Acceptance Letter

LI Contact injured employee for statement by telephone (date

_________

[—imployer initial status of claim (date14L?eoJA )
Wage statement
Request for Paid Leave

LI Supplemental
Request emailed on

______________

Initial questionnaire to Claimant
[J Work status tracking log
J Copy of work status to employer

Update work status in Allegro
Update claim notes for extent of injury & controverted
[] PLN 01

________

[J2 06 []ii

_______

LI EDI Vt report Did Salary Continue? Y or N

_______

DWC Recod Check
Request wi/ness statement
COMP Difrider
Diary J

(J PLN 11 (define extent of injury within first 60 days)
8” day, elimination week, 26 weeks, & FMLA ends

Subrogated claim:
O Notice to claimant
Li Notice to 3rd

O Notice to 3 party insurance
Li Request accident report

Work status change:
Li Update lost time in Allegro
Li Update work status tracking log
0 Copy of work status to Employer

Impairment benefits:
O PLN3
0 Update Allegro MMIJIR
LI Subsequent Status Claim Form to Employer
Li Request Wage Statement

Revised 7/05
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The Texas .*M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979458-6330’ Toll Free: 866-249-8574 • Fax 979-458-6247 • http://tamusyswm.tamu.edu

NOTICE OF DISPUTED ISSUE(s’ AND REFUSAL TO PAY BENEFITS

TO: NAME OP INJURED EMPLOYEE:
ADDRESS:

_________

CITY, STATE, ZIP:

RE: DATE OF INJURY: 06/05/2009
NATURE OF INJURY: Exposure to Brucella
PART OF BODY INJURED: Body
EMPLOYEE SSN:
DWC It: Unknown
CARRIER NAMEFPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-4)538-06
EMPLOYER NAME: Texas AgrlLife Research
EMPLOYER ADDRESS: 3000 Brlarcrest Drive, Ste 504
EMPLOYER CITY, STATE, ZIP: Bryan, TX 77802

We are disputing entitlement of any body part, medical condition, or diagnosis other than an exposure to brucelia,
only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas AgriLife
Research accepts that the compensable injury extends to and includes an exposure to brucella, only, that occurred on
or about 06/05/2009. Carrier disputes that the compensable injury extends to and includes any and all other body
parts and/or medical conditions. If further evidence is presented our decision will be reviewed.

H you do not agree with the dispute and refusal to pay benefits, please contact me:

V
If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact mc and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim Is a crime that may result in fines
and/or Imprisonment.

Cc: DWC. 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

uIe’

PrI view AIM LWdbwtly taetr S1 Uthdy Tez AIM WIMni Urá4,,IV. TAWUrMiil’ Tex AIM Ud’i*Ge Tex AIM LkeiIy.Coaiwc
Tu. AIM UlwCctpei CtwI TuaiAIM UI * KIn* Tua AIM UI* *-Texa*.aia• WIM Texaa AIM U.MIy

Te, t,ia,i Epa,aSe Tua* CocI. E,*naion Tau. rnaeaWq Ep.rw*Sa. Tu. Eiign.eA’ç Enon Sere . Te,a F,xut SaW,ca
Terzi Tr.,spun itid• turn Veqidny !Aedc Oa,icdc Laarny Turn AIM LJirnriy SyiHei Sducp C.n

1E•••• UI1II l VII 111111 1III 11111 111111111 II

DATE: August 14, 2009

FAXED TO STARRL

Adjuster’s Name:
Toll Free Telephone #:
Fax It/E-mail Address:

Kaye Ball
1-866-249-8574
1-979-458-6247/KBaII@tamu.edu

DWC PLN-1 1 (Rev. 1/05) Page 1
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08/14/2009 17:20 FAX 97945S624. TAMU RISK MANAGEMENT I)0001

TX REPORT ass

)

TRANSMISSION OK

TX/RX NO 2137
RECIPIENT ADDRESS 917134624143
DESTINATION ID
ST. TIME 08/14 17:19
TIME USE 0O°23
PAGES SENT 1
RESULT OK

The Texas A&M University System
Office of the Treasurer

Bnvñunmental Health and Safety • Risk Management • Treasuzy Services
4 A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979458-6330 • Toll Pra.: 866-2494574 • Fan 979-458-6247 • htp//tsuuyatemtanui.u

NOTICE OF DISPUTED 1SSUE(a AID REFUSAL TO PAY BENEFTI’S

DATE: August 14,2009

TO: NAME OF JNJUREI) EMPLOYEE:
ADDRESS:

____ ___

CITY, STATE, Zfl’: YE.CTQ STARF
RE: DATE OF INJURY: 06/05t2009

NATURE OF INJURY: Exposure to Brucella I
PART OF BODY INJURED: Body
EMPLOYEE SSN:
DWC # Unknown
CARRIER NAME!FPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-0538-06
EMPLOYER NAME: Texas AgriLife Research
EMPLOYER ADDRESS: 3000 Briarcrest Diive Ste 504
EMPLOYER CITY, STATE, ZIP: Bryan, TX 77802

We are disputing entitlement of any body part medical condition, or diagnosis other than an exposure to brucelia,only because:

The Texas A&M University System as the workers’ cornpensalion insurance carrier for Texas AgriLife
Research accepts that the compensable injury extends to and inchides an exposure to brucella, only, that occurred onor about 06/05/2009. Carrier disputes that the compensable injury extends to and includes any and aU other body
parts and/or medical conditions. If further evidence is presented our decision U be reviewed
If you do not agree with the dispute and refusal to pay benefits, please contact me:

J Adjuster’s Name: ICaye Ball

V Toll Free Telephone #: 1466-249-8574
Fax #/E-meil Address: 1-979-458-6247/KBaII@tamu.edu

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,Division of Workers’ Compensation for further assistance. You have the iight to request a Benefit ReviewConference. Contact the Division office handling your claim at 1-800-252-7831.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimilenumber or e-mail address.

Hammond SO -11-012-013
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)
Coffer, Lisa

From:
Sent: Friday, June 26, 2009 6:50 AM
To: Ball, Kaye
Cc: Nolan, Deborah K.
Subject: New injury?

Kaye,

We got a bill yesterday. TAMUS rec’d date = 6/23/09. On The claim # on thebill is 204023306 (DOI 12/15/03). However, the documentation indicates that this is a morerecent exposure to Brucella. Would you please investigate to see if a new injury was filedthis month?

‘ DOl and DOS on the bill is 6/5/09 and provider is Scott and White.

Thanks!

Dani

1

Hammond SO -11-012-013
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TAMUS RECORDS VERIFICATION

{Date:

INJURED EMPLOYEE
-SOCIAL SECURfl’Y# —

.
.-______

CLAIM NUMBER DATE OF INJURY BODY PART - 0 C ;DISPOSIT.

_
_
_

-----...

LAE$

LAE$

IMs

z zzz
.LAE$

‘M$
1$
LAE$

-———

——..---——-.-

—.-.,.———
—--—

--

LAE$
M$

Is
LAE$
M$

Is
,

LAE5

M$

Is
LA ES
M$

• Is

LAE$
M$

Is
LAE$
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INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 209-0538-06
Address: Date of Injury: 06/05/2009

Date mailed: 06/30/2009

Please complete, sign, and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

2. Please state in your own words where andh your injury occurred.

3. Please state in your own words any physical harm or damage to your body that resulted from
the work related incident.

4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

5. If you have multiple employers please list the name and address of each empLoyer

Injured employee signature Date c:Inques

Hammond SO -11-012-013
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The Texas A&M University System

June 26, 2009

Dear

Office of ihe Treasurer
Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way . College Station, TX 77845-3424PH: 979-458-6330 • Fa,c 979-458-6247 • http://tamusystem.tamu.edu

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 6/5/2009.

Any medical bills you incur as a direct result of this injury should be immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458—6330.

Sincerely,

KAYE BALL
Workers’ Compensation Insurance
Risk Management Division

Enclosure

lew 4AM en SM(e Ufl.esty Te,a 4AM 1fr4n efi4y ve.4y e,a 4AM i 4AMeas 4AM Cop AM ‘ 4AM Tea Nj re.M 4AM vrsy

Agencs
re,as Agruth, en,r,m SIan te.aA Coope, re, En.eeng Ep TerA SMoi. 1eas Enneen, E eIa4 Se’c Te Fo,elTspaian Te. deri-y Medical Dla9nQ Ly Tezae AdlIle Damage Management Service

reaM 4AM UnverviIy System Health Science Cet
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MEDICAL SERVICES CHART

fCLAIM# -

Treating Dr_______________________
Approved Change_________________________________

onsultlnglReferral (approval date)

,

RME Date__________ooit5k1_Nature Of Injury’

Body Part Injured ca1O?.
°/R”

DID Date__________
Result_______________________________________MMI DATE____________

Initial Treatment Plan Initial DIagnosis Code________ Secondary Treatment Plan or Changes

X-Ray PHYSICAL THERAPY

Body Part Date Result______ WEEK I______ WEEK I________

MRI
WEEK 2 WEEK 2
WEEK 3 WEEK 3

Body Part Date Result
WEEK 4 WEEK 4

CIT Scan WEEK 5 WEEK 5
Body Part Date Result______ WEEKS______ WEEKS________
Bone Scan WEEK 7 WEEK 7

Body Part Date Result______ WEEK S_______ WEEK 8

Myelogram COMMENTS:______________________

Body Part Date Result______

EMG
Body Part Date Result______

SURGICAL PROCEDURES DENIED PHARMACY

PREAUTHORIZATIONS BODY PART DENIED_____________
DATE YES/NO PROCEDURE DATE 1’NCC 21 FILED YIN

BODY PART DENIED_____________
DATE 1WCC 21 FILED Y/N
BODY PART DENIED_____________
DATE T.NCC 21 FILED YIN
NOTES:___________________________

Hammond SO -11-012-013
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Sequoia Practice Management System Page 1 f 3

•

________

Name:
SCOTT &‘WHlTE MRN: 4152394

DOE:

Printed 06/17/2009 09:13 by Candace Slightom
TITLE: 06/10/2009 BCS WRID Don A Mackey 4152394

SCOTT AND WHITE MRN: 4152394
Bryan-College Station
Work Related Injury Report
SSN:
DOB:
DATE OF SERVICE: 06/10/2009

DATE OF iNJURY:
June 5, 2009

EMPLOYER:
Texas A and M University.

trn. ‘Ti
1’.)Ph.D. research scientist in the vetennary medicme school. ‘

PLACE OF INJURY:
rnOnthejob.

NARRATIVE:
-The patient is a 31-year-old Ph.D. research scientist, who was seen in the

urgent care clinic by Dr. Thomas K Welch on June 5, 2009, after having a
potential exposure to brucellosis. Dr. Welch felt that it was in the best
interest to place the patient on antibiotics, and patient was started on
antibiotics in the form of doxycycline 100 mg p.o. b.i.d. and rifampin 300
mgp.o. b.i.d.

Brucellosis titer was obtained and was negative. Patient is seen today for
consultation regarding the exposure.

MEDICATIONS:
Patient is currently only on birth control pills in the form of Micronor
no other medications.

http://phaedra.sw.org:9080/sequoia3/servletlorg.sw.sequoia.VirtualChart 7/17/2009
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Sequoia Practice Management System Page 2 of 3

SOCIALHISTORY:
She is a nonsmoker. The patient has 2 children, ages 9 months and 2 years.She grew up in the New York City area and came to Texas approximately 10years ago.

She denies any previous difficulties with exposure. She does have
livestock in the form of goats and a miniature donkey, and states she has
had no ill animals at home.

REVIEW OF SYSTEMS:
Denies fever or chills, and has had no difficulty with any systemic
complaints.
Review of systems otherwise negative.

PHYSICAL EXAMiNATION:
VITAL SIGNS: Blood pressure 100/67, pulse 76, respirations 20. Weight 107pounds.
GENERAL: The patient is an alert, bright, pleasant female in no acute
distress.
HEENT: Shows pupils are equal and reactive. EOMs are intact. Fundi are
clear. TMs are clear. Mucous membranes of the mouth are moist, well
hydrated. No lesions are noted. Cranial nerves are intact.
NECK: No adenopathy, thyromegaly or bruits.
LUNGS: Clear.
CARDIAC: Normal Si and S2. No murmurs or irregularities.
LYMPHATICS: The patient has no evidence of axillary adenopathy. There is
no evidence of inguinal adenopathy, or popliteal adenopathy.
ABDOMEN: Soft, concave. No masses or tenderness. There is no evidence of
hepatosplenomegaly. Bowel sounds are quite active.
EXTREMITIES: No cyanosis or edema. There are no evidence of skin lesions :fl
or other abnormalities present.

IMPRESSION:
Low-risk exposure to brucellosis.

2DISPOSITION:
Patient indicates that she did not get the antibiotics filled as she did
not feel they were indicated, and at this point in time, in view of the low
risk, I do concur. I feel we can wait until she has her followup
brucellosis titer in 4 weeks to determine if there was a distinct exposure
present.

If there is a significant change in her titer, then certainly the
antibiotics would be justified. She is aware of this. Approximately 30
minutes was spent today with the patient answering her questions, and
addressing her concerns.

Electronically signed by
Don A Mackey, MD 06/12/2009

http://phaedra.sw.org:9080/sequoia3/servlet/org.sw.sequoia.VirtualChart 7/17/2009
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______

Name:
SCO”TT&WHITE MRN: 4152394

DOB:

Printed 06/12/2009 09:27 by Candace Slightom
TITLE: 06/05/2009 BCS WRID Thomas Kenneth Welch 4152394

SCOTT AND WHITE MRN: 4152394
Bryan-College Station
Work Related Injury Report
SSN:
DOB: 12/09/1977
DATE OF SERVICE: 06/05/2009

-
C-,

ci
‘1

EMPLOYER:
Texas A and M University m
DATE OF iNJURY:
June 5, 2009

—

CHIEF COMPLAINT:
Exposure to Brucella.

The patient is a 31-year-old female who works in the Texas A and M lab,
which deals with different bacteria. There was I bag of trash, which was
potentially in a non-clean room that found its way to the hallway where she
apparently walked through. The supervisor there suggested that she may
have touched the bag, but she does not recall doing that. She did have
Brucella titers done actually last week as a routine part of her job. She
is 9 months postpartum and is on progestin-only birth control pills. She
has no significant medical illnesses.

PAST MEDICAL HISTORY:
Generally noncontributory.

ALLERGIES:
Questionable doxycycline, states that she became very nauseated after
taking some doxycycline after having a dental extraction. She only took a
couple of doses, but quit taking them because of the nausea. She does not
describe any anaphylactic type shock.

http://phaedra.sw.org:9080/SequOia3/servlet/org.sw .sequoia.VirtualChart 6/12/2009
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TAMUS 0098



Sequoia Practice Management System Pa e 2 of 2

49
EXAM:

-

VITAL SIGNS: Temp 96.5, pulse 67, respirations 18, blood pressure 105/60.
Weight is 109 pounds.

ASSESSMENT AND PLAN:
Exposure to brucellosis. Since exposure was today, no specific signs or
symptoms would be present. I think the relative potential likelihood of
exposure would have been very low, but due to the fact that treatment would
need to be 6 weeks and probably started more abruptly, I recommend going
ahead and doing oral treatment at this time with doxycycline and rifampin.
We have prescribed her doxycycline 100 mg 1 p.o. b.i.d. with rifampin 300
mg 1 p.o. b.i.d. I wrote for a 3-week supply with a 3-week refill.

The patient was seen at approximately 5:15 on a Friday afternoon. I
recommended at the present time going ahead and empirically starting
treatment with the thought any further decisions on treatment to start,
withhold based upon exposure could be handled by the Occupational Medicine
department. We will try to get her followed by Dr. Mackey, hopefully
within 1 to 2 weeks, since he is here on a limited basis.

We discussed that her side effect probably was not an allergic reaction,
but potentially a side effect from the medicine, but I recommended going
ahead and attempting to try it since it is the weekend with eating a
reasonably decent meal ahead of time and if she were to develop significant
gastrointestinal symptoms, then stop the medication and call Occupational m
Medicine department on Monday to determine any further treatment options or
actions at that time. The patient denies the possibility of being pregnant
at this time. I did mention that antibiotics would affect her birth x
control pills and use a separate form of barrier form of contraception
while taking the antibiotics. Did discuss side effect ofurine turning
orange with the rifampin.

Electronically signed by
Thomas Kenneth Welch, MD
06/09/2009 10:23
Thomas Kenneth Welch, MD
125 /27940
979-691-3802
dd: 06/05/2009 6:02 P dt 06/05/2009 8:10 P
Job#: 000717451 / 11579431 /
Doc ID#: 200906050992642700

cc:

http://phaedra.sw.org:9080/sequoia3/servlet/org.sw.sequoia.VirtualChart 6/12/2009
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAiM REPORT

To: Bob Hensz Date: 06130109
Texas AgriLife Research RE:

Employed By AgriLife Research
Supervisor: Thomas Ficht
D.O.l.: 0610512009
Claim No.: 209-0538-06

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARY
LI We have received a medical bill/report that indicates an injury may have occurred

on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

Q The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury Is received Indicating the employee has returned to work or
unless the Request for Paid Leave is received Indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

This claim has been accepted as a compensable injury.

Q This is a questionable claim. However, sufficient evidence does riot exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

LI This claim has been denied because:
Q There was no injury in course and scope of employment
O The injury was not sustained in the course & scope of employment
[1 Untimely notice of injury was given
Li The injury is considered an ordinary disease of life
Li Disability only, medical documentation required to establish physical harm
Li Other

LI Other:
Thanks.

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci,procedure;offlce

Hammond SO -11-012-013
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TAMUSDE4HERio 261010# 51331

STATE OF TEXAS PURCHASE VOUCHER
Agency Vcuct No

TEXAS A&M UNIVERSITY SYSTEM Ord Date Rutebon No

College Statton,TX 77840 07/14/2009 NONE

Invoke Date Vouch Amonalt Payee Retence No Contoci No

07/14/2009 $201.57 NONE NONE

CompfroU Vanidor ID No
Açency Object Amount

1742958277 NONE

Pay To (Name, Address, City, State, Zip) 6462 $201.57 E N C

SCOTT & WHITE
P.O. BOX 847408

DALLAS, TX 75284-7408

Account Name TOTALWorkers s Compensations Ins.
$201.57

FNCIJMfiRAIyç’ LEDGER

Requlsitlan No Amount

Amount
DELIVERY DATE DESCRIPTION OF ARTICLES OR SERVICES

06/10/2009 - 06/10/2009 I 209053806 $201.57

VENDOR CERTIFICATION
(Use ones no Invoice a avoiuitit)

I cet the dnocIC altucuan wane contiactad lot and the account C true,00wect and anpaoi

SIGNATURE

AGENCY CERTIFICATION
I ce,tify that Na above service were rerrde,ed,or 500dt receved and yrar drey correspond 0 avery pantcuj, wittr
contract urviec wtnttr they orane Oroconed and 0,10 Pa innesce C bun and unnaoi

DATE APPROVED FOR PAYMENT

NAME DATE NAME
(PERSON RECEIVING GOODS) I ‘f LVbJ

DATE 07/14/2009 1TItE

Hammond SO -11-012-013
TAMUS 0101
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DWC FORM-62
EXPLANATION OF BENEFITS

1 Injured employee’s name (Last. First, Ml.) 2. Injured employees Social SecurIty number 3. Date of injury

06/05/2009

4. Injured employees mailIng address (Street or P.O. Box) S. Employer’s name and address
Texas Agricultural Experiment Station

Wells Fargo Building 3000 Briarcrest Drive Suite 504, Bryan, TX 77802

6. Health care provlde?s name and address 7. Insurance camer’s name and address
SCOTF & WHITE The Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Tectinology Way, Suite 1120, College Station, TX 77845

8. Health care p4’ovider’s federal tax ID. number Insurance carder payment to the health carrovide(,shall be
742958277 according to Commission medical policies i fee lelines

in effect on the date(s) of service(s). —9. Name and address of the company performing the audit
mStarr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpn1oImts to
injured employee or the employer, or make attept tjfl

collect the unpaid amount from the injured 1oyerth
employer unless the injury is finally adjudicd not.t be rn

Date of the audit: 07/10/2009 compensable, or the insurance carrier is reved oibilit
under ‘408.024 of the Texas Workers’ Com10. Name and telephone number of the person who can be contacted about nsatiact.

the bill reduction: Starr Comprehensive Solutions, Inc.
TN Number: 00275744

Phone: 8664624197 Fax: 713-462-4143

ICD9 Codes used: 994.9 - OThER EFFECTS OF EXTERNAL CAUSES

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

06/1 0!2009 06/10/2009 99204 1.00 $271.00 $201.57 $0.00
OFFICE/OP VISIT, NEW PT, 3 KEY COMPONENTS:COMPREHENSIVE HX;COMPREHENSIVE

Reason for Reduction or Denial:
Wi - Workers Compensation State Fee Schedule Adjustment

$271.00 $201.57
- $0.00 $201.57

iIll i ll 01111 il nil Il IUI 1110 llll il 110 1111 DIVISION OF WORKERS COMPENSATION
TEXAS DEPARTMENT OF INSURANCE,

Totals:

$201.57 WI

DWC FORM 62 (Rev. 02/05) Page 1

Hammond SO -11-012-013
TAMUS 0102



Ci5O
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA

WORKERS COMPE4I ION

TEXAS A&M UNIVThITY

200 TECHNOLOGY #1120

COLLEGE STATION, TX 77840

I. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER
CHAMP(JS HEALTH PLAN 8LK LUNG

•)rl1MedICatd ‘I [‘ (Sponsor’s gSA’) [] Memter 0*) [] SSN or ID) []ss, [] 11

‘a. INSURED’S .0 NUMBER

3. PATIENrS BIRTH DATE SEX
1*4’ ODi VY

Mfl F

1

E PATIENT RELATIONSHIP TO INSURED

Self Spouse CIsId Other

2. PATIENTS NAME (LasI Name, First Name, MiddeIn,IISI)

5. PATIENTS ADDRESS (No., Street)

STATE

TX
ZIP CODE TELEPHONE (Include Area Code)

9. OTHER IN tJREOS NAME (Last Name. First Name. i Ii InitIal)

a THOR INSURED S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH SEX
MM,00, YY ufl FE

TAMU.

4, INSURED’S NAME (Last Ham., First Narr’e. Middle Irshal)

7. INSURED’S ADDRESS IN0.. Street)

8 PATIENT STATUS

Single [J Marned E OIher[]

F1 Full-time Ifl Part-TIme F’lEmployed) I Sh,denl ) ) Student I I

CITY

COLLEGE STATION
ZIP CODE

7784

c. EMPLOYER’S NAME OR SCHOOL NAME

PICA )Tfi

I I
For Program st Item 1) :11

0

a

TELEPHONE (Include Area Code)

(p79) 458-6330
10 IS PATIENTS CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Prevtous)

YES NO

b AUTO ACCIDENT?
PLACE (Slate)

EYES [NO
L_J

c. OTHER ACCIDENT?

fl YES F1NO

11. INSURED’S POLICY GROUP OP FBA NUMB

F sf)

a. INSURED’S DATE OF BIRTH SEX - —

MM DD YY

b. EMPLOYER’S NAME OR SCHOOL N4ME ‘j

c. INSURANCE PLAN NAME OR PROGAAM

UflPl(’Pq wflMP’rTflW
aJ

& INSURANCE PLAN NAME OR PROGRAM NAME lEd. RESERVED FOR LOCAL 1150 d. S THERE ANOTHER HEALTH BENJl,1’ PLAN’S,., 7 —

LI YES IO if yes, ilm to andl vplete item 9 a-d

READ EACK OIF FORM BEFORE CDMPLETIN. & SIGNING TFS FORM. 13. INSURED’S OR AUTHORIZED PEASlJ’S SIGNATURE I suirtonse
12. PATIENTS OR AUTHORIZED PERSONS SIGNATURE I aulho.ize the release of any medIcal or other intoinration necessary payment of medIcal trenelits In 1110 undersigned physician or supplIer br

rocess tIns cIam. I also request payment of government benefits elttrer to myself or to the party .110 accepts assignment services descrthe4 below.

SON00 GNATURE ON FILE DATE SIGNED SIGNATURE ON FILE

14. DATE OF CURRENT. ILLNESS (First symptom) OR ItS IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 15. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DO

“
INJURY (Accident) OR GIVE FIRST DATE MM OD YY 1*4 00 YY MM r 00 i YY

d&/n/n PREGNANCY (1124P)

17 NAME OF REFERRING PROVIDER OR OTHER SOURCE ha

FROM I TO I
I I

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

k3QsS

FROM ro
MM, DO YY MM, DO, YY

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAS? S CHARGES

EES [No I
21. DIAGNOSIS OR NATURE OF ILLNESS OFt INJURY. IPelabe Items 12.3 or 4 to lIen, 240 by (.ini) — 22 MEDICAID RESUBMISSION

CODE ORIGINAL REF NO

1. 3 L__
23. PRIOR AUTHORIZATION NUMBER ——________________

2. L_. 4. L.
24. A. DATE(S) OF SERVICE 0. I C 0. PROCEDURES, SERVICES, OR SUPPLIES 1 0. F. ) G.YW I T’ —

From To II’UCEOFJ lEsplain Unusual Clrcurnstafices) OIAGNOSlS I RosS rpsuri ID. RENDERING

MM 00 YY MM 00 VY 1SERVrEj 0MG Cprfl-lcPCS I MODIFIER POINTER S CHARGES j us ‘‘IOUAL. PROVIDER ‘0

1-a;
O6I10/O9 o6/;1o/O 11 L....Ji204 I 1 j 271 b0 .-.9;il’7

2,

2

3

4

5

.h_. ..J
‘iPl

‘API

‘C
C
Li

C

C

(.
Li
)
3
C

1
-

, .._..
I — *..

- L I
1 P1

25 EOERAL rsx 0 ILUBER N N 6 PA [ EN S AC OI1NT 10 27 AC EP1’ .1, 1 MEN)’ ‘6 21 SL “ r,.pC’E q .4 H 0 J(, “ICE S

742958277 I X 916700832B400 X 271 00 S 271 00

31 ( ‘A,hr’ R CF ‘ AN I ‘- I’ FR/’CE A I I MA’ N II. N( ‘N 111 F t 44 1 ‘

‘ICr .CN’.S F ,.‘i ,‘E.F’lA. .. . (2S4 j 124 2911
r 14 .. ‘.5 SCOTT AND WHITE SCOTT AND WHITE

‘B’’is ON A,’c’r. ‘‘‘

‘ 1600 UNIVERSITY DR EAST P0 BOX 847408

Si.gnature on File MD COLLEGE STATION TX 77840 DALLAS TX 752847408

06/1.6/09 ‘ . 1 .. ... /. t.:.:..)ATE j 1922061993 TJ 742958277 1922061.993
27

at .wi flucc org

NC MS. I °000S

APPPO’JM43JBi)IY)9 rt)o ,08 OS
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t)
TAIltJSDEPTLRNO 261010# 51330

STATE OF TEXAS PURCHASE VOUCHER

Agency Voud No
Agency

TEXAS A&M UNIVERSITY SYSTEM order Date RequteUon No

CoHege Station,TX 77840 07/14/2009 NONE

Irwcce Date Voucher Amount Payee ReFerence No Ccnroo No

07/14/2009 $179.95 NONE NONE

Comptroller Vendor (0 No Agency Obet Amount

1621770924 NONE

Payto(Narne,ddress,Oty,Stete.Zlp) 6462 $179.95 ENC

STONERIVER - PHARMACY SOLUTIONS

P0 BOX 100994

ATLANTA, GA 30384

Pace Workers’s Compensations Ins. I TOThI.

$179.95

QMM LEDGER

Requtetiom No Amount

Amotatt
DELIVERY DATE DESCRIPTION_OF ARflCLES OR SERVICES

06/07/2009 - 06/07/2009 i 209053806 $179.95

VENDOR CERTIFICATION
(Un. Mn., na mn. aaItabIe)

I cetWy the dthalb& Oottdth an sewn. wane mob.ctnd to, and the amt 0 1n.Coenant and anpai.

SIGNATURE

AGENCY CERTIFICATION
I chtjtY that the atone ne,vican wane rth,dhnd,an 00Mn ‘aniend and that they Cth’neSennd 0 many pertain’ wth,
Cyflbt onith ertich they wane peocuind and that tire iryic. to one arid anpald

DATE APPROVED FOR PAYMENT

NAME DATE (t7I1diflflfl NAME
(PERSON RECEIVING GOODS) I I

DEPT HEAD)
DATE 07/14/2009 rrn. -]

Hammond SO -11-012-013
TAMUS 0104



Dwc #

Camer’s Claim # 209053806
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employeete name (Last, First, MI.) 2. Injured employees Social Security number 3. Date of injury

06/05/2009

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employers name and address
Texas Agricultural Experiment Station

Wells Fargo Building 3000 Bnarcrest Drive Suite 504, Bryan, TX 77802

6. Health care providers name and address 7. Insurance carriers name and address
STONERIVER- PHARMACY SOLUTIONS The Texas A&M University System

P0 BOX 100994, ATLANTA, GA 30384 200 Technology Way, Suite 1120, College Station, TX 77845

-‘ 5%)8. Health care provider’s federal tax ID. number Insurance carrier payment to the health carrovidshall be
621770924 according to Commission medical policies and fee fdeIi

9. Name and address of the company performing the audit n effect on the date(s) of service(s). rn
Starr Comprehensive Solutions, Inc. — C)
P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaLi3moiis tcflb

injured employee or the employer, or make attptt
collect the unpaid amount from the injured iployort
employer unless the injury is finally adjudiced note be0

Date of the audit 07/10/2009 compensable, or the insurance carrier is rved ability

10. Name and telephone number of the person who can be contacted about
under ‘408.024 of the Texas Workers Corrnsation Act

the bik reduction: Starr Comprehensive Solutions, Inc.
ITN Number 00275475

Phone: 866-462-4197 Fax: 713-462-4143

Date Rx. # NDC # Day tMiich Generic Quantity Billed Allowed Discount Total EOB
Supply Refill # Drug Amount Amount Amount Allowance Code(s)

Product/Strength Doctor

06/07/200969628 53489011902 21 1 Yes 42.00 $74.45 $74.45 $0.00 $74.45
I THOMAS WELCH

06/07/200969628 00527131530 21 0 Yes 42.00 $105.50 $105.50 $0.00 $105.50
RIFAMPIN/300 MG THOMAS WELCH

Totals: $179.95 $179.95 $0.00 $179.95

IIUI I IllI IIU 1 1 l BU III HID III Ill IIH I TEXAS DEPARTMENT OF INSURANCE,
DWC FORM 62 (Rev. 02/05) Page 1 II DIVISION OF WORKERS’ COMPENSATION

Hammond SO -11-012-013
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a
00129 7283972 001 13 001913 00003100017

Sectioni
1. Pharmacys Name, Address, and Phone a:

KROGER PHARMACY
2303 SOONVILLE RD

BRYAN1 TX 77808-2232

4. Remit Payment To (if different from above):
StoneRiver - Pharmacy Solutions
P.O. BOX 100994

ATLANTA GA 30384-0994

7. CarrIer’s Name and Address:
TEXAS A 5 11 UNIVERSITY SYSTEM
ATTN: KAYE BALL
eoo TECHNOLOGY WAY STE 1120
COLLEGE STATIONi TX 77845-3424

DYES
DNO
23 Quantity:

TEXAS DEPARTMENT OF INSURANCE. DMSION OF WORKERS COMPENSATION STATEMENT OF PHARMACY SERVICES
Send this form to the Injured employees workers compensation insurance carrier.

Coveraci Verification
( In accordance with Rule 134.501 I affirm that I have verified the workers’ compensation Insurance coverage for this employer confirmed
that a work-related injury of the employee named below has been reoorted to the employer for the listed date of Inlury and have kept
documentation regarding the means of verification/confirmation on fife. (See DCW FORvi-66 Instructions for the terIf(catjon Statement.)

2. Date of Billing:
0/21/O9

Phone (979)
3. Pharmacy’sNCPDPI: (NPI#):

9561228 1821161357
6. InvoIce 4:

29709326

6 FIy.’iFJNE
62 1770924

8. Employer’s Name, Address, and Phone 4:
TEXAS A 1 11 UNIVERSITY
200 TECHNOLOGY WAY
COLLEGE STATION1 TX 77895-3924
(979) 845-4141

15: PrescribIng bàdor’é FJIm.
WELCH TI4OMAS KENNETH IIUI
1600 UNIVERSITY DR £ -o
COLLEGE STATION1 TX 77l0-29 11
(979) 691-3300 ,

18. Prescribing Doctor’s DEAC: (t4):

8id3188023 17200906
14. Carrler’sCidim4(ifknown):

— fl

).o14,

. ur isNárie. Kddreii -—

lOs. Injured Employee’s IDa lob. ID Jurisdiction lOc. fSSN ODL4
0 Passport C Visa
DGr..n Card

II. DOt: 12. DOS: l, Claim#(llknown):
06/05/09

Sectlon2

____ ____

i7 W C Ys
] Name Brand Dispensed C NO

20. Date filled: 21. Generic NDC: 22. Name Arand NDC:

06/07/09 53489011902

21. Drug Name and Strength:

DOXYCYCL HYC CAP 100MG

17 f Generic Dispensed 18. Generic Available?

D Name Brand Dispensed
20. Date filled: 21. GenerIc NDC: 22. Name Brand NDC:

06/07/09 00527131530

27 Drug Name and Strength I

RIPAIIPIN CAP 300MG

17 Q Generic Dispensed 18 (enerIc Availablel

D Name Brand Dispensed

20 Date tilled: 21 Generic NDC: 22. Name Brand NDC.

27 Drug Name and Strength

Paid by Employee:

W. U Dispensed as Written -

C Dispensed per Injured Employee request

23, QuantIty: 24. Days Supply: 25. Refills 26.
RemainIng:

42.000 21 1

28. Rx 4: 29. Amount Billed:

6962891 74.45

19. []Disp.nsed as Written
C Dispensed per injured Employee request

24. Days Supply: I 25. Refills 26. Paid by Employee
Remaining;

42.000 1 21 0

26 Rx I: ‘ 29 Amount Billed

105.506962842

DYES 19 C Dispensed as Written
C NO C Dispensed per injured Employee request

23 QuantIty’ 24 Days Supply 25 Refills 26 Paid by Employ..
Remaining

26 R* a 24 Amount Sited

-,1lqtr1 O4

hUh ill llll IH1II II H1 HuH Il hi h1ll lI ill
INVOICE S 29704326 TOTAL5

Page

DCW FORM-66 (Rev 10/05) Page 1 DIVISION OF WORkERS’ COMPENSATION
Hammond SO -11-012-013

TAMUS 0106



- TAMUSDEPT ERNO 261010# 51159

STATE OF TEXAS PURCHASE VOUCHER
Agency Voudier No

Agey

TEXAS A&M UNIVERSm’ SYSTEM Dtder Dale Reqon No

Couege Station,TX 77840 07/09/2009 NONE

InvoIce Date Voudior Amount Payee Reference No Control No

07/09/2009 $89.26 NONE NONE

Ccmpbd Vendor ID No Agency C)bject Amount

1742958277 NONE

PayTo(Name.Adess.Clty.State,ZIp)
6462 $89.26 ENC

SCOTT & WHITE
P.O. BOX 847408
DALLAS, TX 75284-7408

Workers’s Compensations Ins. I $89.26

ENCtfl4Al(

RequlalNon No Amount

D€LMRY DATE DESCRIP1TON OF ARTICI.ES DR SERVICES

06/05/2009 - 06/05/2009 209053806 $89.26

VENDOR CERTIflCATION
(Use .Iles Inv0Ce th avidable)

I cetWy the dmoib Irselse o ,e,icse wee ccn4racted fyc cod the Octount 5 buect,,ed Sod coJ.

SIGNATURE

AGENCF CERTIFICATION
I cethfy that the abase se’dcse wee ,sedeod,cr Qoods recwiood cad that they conoopoad at esvi paOXulca with

toatoid Hldv wtddi they wee1a,Xwod and mat the Insdco Is ova end unpaid
DATE APPROVED FOR PAYMENT

NAME DATE n-yjnmrrnno NAME
PERSON RECEIVING GOODS) i.JW

DEPT HEAD)
DATE 07/09/2009 Ttfll

Hammond SO -11-012-013
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DWC #

Carner’s Claim 209053806
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employee’s name (Last, First, MI.) 2. InJured employee’s Social Security number I . Date of injury

06/0512009

4. Injured employee’s mailing address (Street or P.O. Box) 5, Employer’s name and address
Texas Agricultural Experiment Station

Wells Fargo Building 3000 Brlarcrest Drive Suite 504, Bryan, TX 77802

6. Health care provider’s name and address 7. Insurance carrier’s name and address
scorr & WHITE The Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, SuIte 1120, College Station, TX 77845

8. Health care provider’s federal tax l.D. number Insurance carrier payment to the health care provider shall be

742958277 according to Commission medical policies an5i fee guidelines
,n effect on the date(s) of service(s).

9. Name and address of the company performing the audit —

Starr Comprehensive Solutions, Inc. c
ri ‘

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaidamou to tt
injured employee or the employer, or make yattempt to .1
collect the unpaid amount from the injured e pyer the’)
employer unless the injury is finally adjudicanot to be

Date of the audit: 07/08/2009 compensable, or the insurance carrier is reIe1i obili1
dnder ‘408,024 of the Texas Workers’ Corn10. Name and telephone number of the person who can be contacted about nsatiojAct.

the bill reduction Starr Comprehensive Solutions, Inc. m
••ITN Nurnber: 00276451

Phone: 866-462-4197 Fax: 713-462-4143

ICD9 Codes used: 987.9 - TOXIC EFFECT OF UNSPECIFIED GAS FUME OR VAPOR

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

06/05/2009 06/05/2009 99202 1.00 $120.00 $89.26 $0.00 $89.26 Wi
OFFICE/OP VISIT, NEW PT, 3 KEY COMPONENTS: EXPAND PROB FOCUS HX; EXPAND PROS FOC

Totals: $120.00 $8926 $0.00 $89.26

Reason for Reduction or Denial:
Wi - Workers Compensation State Fee Schedule Adjustment

IIII 1111 U 11111 IIHI II I TEXAS DEPARTMENT OF INSURANCE,
DWC FORM 62 (Rev. 02/05) Page 1 II DIVISION OF WORKERS’ COMPENSATION
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yr

9
0

[lloii
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE O8OS

PICA

Nd,1kaMIIiJbI0 jt trww nucc.org
WCMS- INoO(S

WORKERS COMPE ION

TEXAS A&M UNIVERSITY

200 TECHNOLOGY 1120

COLLEGE STATION, TX 77840

I. MEDICARE MEDICAID TRICARE CHAMP VA GROUP FECA OTHER Ia. INSURED’S ID. NUMBER IFor Program n Item 1)
CHAMPUS HEALTH PLAN BLI( LUNG

iMesicare 0) jMedicaid 0) (Sponsors SSN) (Member 1001 (SSN or (0)
El

ISSN) I

2. PATIENTS NAME (Last Name. First Name, Middle Initial) 3. PATIENTS B1RTH DATE SEX 4. INSURED’S NAME (Last Name. First Name, Middle Initial)
MM’ DOi YY

MJ F TAMU,
5. PATIENTS ADDRESS (No., Street) 6. PATIENT RELAtIONSHIP TO INSURED 7. INSURED’S ADDRESS (No.. Street)

Self El Spouse [] ChIdE OIlier El nn •r’nr,nF—j4,fl
CITY STATE

wC1

PICA rr

ZIP CODE I TELEPHONE (Include Area Code)

Ii

9. OTHER INSUREITS NAME (Last Name First Name, tAddle Initial)

INSUI4EDS DATE OF BIRTH SEX
MM,00, VY

ME FE

c. EMPLOYERS NAME OR SCHOOL NAME

CITY

COLLEGE STATION
ZIP CODE

7784à

8. PATIENT STATUS

Single El El OIlier El

Employed El
Fus-Thie E’l Part-Timei
Student L....J Student L_J

10. IS PATIENTS CONDITION RELATED TO:

a. EMPLOYMENT’ (Current or Previous)

) [J E
b. AUTO ACCIDENT?

PLACE (Slate)

El YES []NO L_.J
C. OTHER ACCIDENT?

El YES []NO

STATE

TX
TELEPHONE (Include Area Code)

L..±979) 458-6330

a

Ii. INSIJHED’S POLICY GROUP OR F* NUMB,)
‘1
-

_

a. INSUREEYS DATE OF BIRTH “ (_,SEX
MM, DD, YV c5

b. EMPLOYERS NAME OR SCHOOL NA T’%
çC•) fl

C. INSURANCE PLAN NAME OR PROGPME

‘“ t’flMP Y’PTflM

a

-“I

‘O
C
LI
2

C
LIa
U
4

C
2
C

I-.
2
U

0

.4

‘l

2

3

4

5

d. INSURANCE PLAN NAME OR PROGRAM NAME lOd. RESERVED FOR LOCAL USE dSTHEREANOTHERl4EALiKBENEFLAN’ ••

El YES NO It yes, reI’lo and rIeIe tern 9 ad.

READ BACK OF FORM 8EPORE COMPLETINu & SIGNING THIS FORM, 13. INSURED’S OR AUTHORIZED PERSOW SIGNATURE I authorize
12. PATIENTS OR AUTHORIZED PERSON’S SIGNATURE I auttronze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier Icr

to process this claim. I also request payment of government benefits either to myself or 10 the party who accepts assignment services described below.
below.

SIGNED GNATURE ON FILE DATE SIGNED SIGNATURE ON PILE

14. DATE OF CURRENT: ILLNESS (First symptom) OR 115. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM , DO , YY INJURY (Accident) OR I GIVE FIRST DATE MM , DO , fl’ MM i DO , YY MM , DO , YV

PREGNANCY (LMP) j FROM TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE lye. ‘ 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

tt7bi NPI FROM
MU YY

TO
MM DO VY

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES

EYES jNO I I
i. DIAGNOSIS d y(ATURE OF ILLNESS OR INJURY, (Relate Items I 2,3 or 410 Item 24E by Line) 22. MEDICAID RESUBMISSION1, CODE ORIGINAL REF NO.

1. L.97 9_ — 3 L.,__, I
23. PRIOR AUTHORIZATION NUMBER

2. I ._ 4 L
24. A. OA rE(S) OF SERVICE B C 0 PROCEDURES, SERVICES. OR SUPPLIES j E F G H. J.

From To t’LACEO Euplairr Unusual Circumstances) I DIAGNOSIS ‘:558 SPOOl ID RENDERING C
MM DO YY MM DO VY SEP7CE EMG CPT)4CPC5 I MODIFIER POINTER S CHANGES QUAL PROVIDER ID. a-.--—

06/05/09 06/05109 lii I 99202 I 1 1 12000 l [

I I L -
j NFl__

L ‘..I. L... J
. r

li .. .I..___. ..

. ,

I L....._ . ._,

, , L - ..-- -61 1 L L
. L ‘ I [‘

SFDERAL ‘3 II ‘flIER “ N bIN ‘6 “&TENI AC,COLNT iO “2 ACi EP Au Ii MINT’ ‘8 rurAl i’Rl”E
‘‘ g II’ lii SI T

742958277 916100441B4Q0 X].Fs I 0 120 ço 8 120 00
i’i” ic,NAr;”l 5 I”,, ii’;Ar, Il :I,p!’u..En i SEN/c L FAill ru )ra )N ,.r”)N’.rat .N u’1 L’f,G fi$4i’ (ER Ns ‘. H • ( \

-“I ,5, ,i..,iiEIS)fl..r,’,FAI 1,1254 ‘ 724 •2911
‘I ,‘.r’’ I .

...... CE BCS URGENT CARE
SCOTT AND WHITE

; WS)C)4;’ .Tf(QMAS “3’’””’ 1600 UNIVERSITY DR EAST P0 OX 847408
zcjnature on File MD COLLEGE STATION TX 77840 : DALLAS ‘rx 752847408

06/10/09
, b b

l) DAtE
‘

1093779704 TJ 742958277 1922061993 L’lI V

APPRQVRGM) l(flj I W3’0’1
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.

CHECK LIST FOR NEW FOLDERS

C] Prepare lost time chart

[]“ Acceptance Letter
C] Contact injured employee for statement by telephone (date

_______________

Employer initial status of claim (date J.JO/eDJ -&-f’2 (,,, /3a /.
C] Wage statement
C] Request for Paid Leave
LI Supplemental

Request emailed on

______________

Initial questionnaire to Claimant

C] Work status tracking log
LI Copy of work status to employer

LI Jlpdate work status in Allegro
EH Update claim notes for extent of injury & controverted

LI PLN []i

______C]2

C]6 C]ii

______

LI EDI 1’ report Did Salary Continue? Y or N

_______

LI DWC Record Check
C] Request withs statement
LI COMP Div)der
[ Diary J

PLN II (define extent of injury within first 60 days)’
gth day, elimination week, 26 weeks, & FMLA ends

Subrogated claim:
O Notice to claimant
C] Notice to 3rd

C] Notice to 3rd party insurance
LI Request accident report

Work status change:
C] Update lost time in Allegro
C] Update work status tracking log
C] Copy of work status to Employer

Impairment benefits:
El PLN3
C] Update Allegro MML/IR
C] Subsequent Status Claim Form to Employer
O Request Wage Statement

Revised 7/OS
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IThe Texa&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • http:fltarnusystem.tamu.edu

NOTICE OF DISPUTED ISSUE(s) AND REFUSAL TO PAY BENEFITS

TO: NAME OF INJURED EMPLOYEE:
--____ADDRESS:

CITY, STATE, ZIP: I

RE: DATE OF INJURY: 06/05/2009
NATURE OF INJURY: Posslbe Exposure to Brucella
PART OF BODY INJURED: Body
EMPLOYEE SSN:
DWC #: Unknown
CARRIER NAME/TPA NAME: THE TEXAS A&M UNIVERSITY SYSTEMCARRIER CLAIM#: 209-0539-06
EMPLOYER NAME: Texas AgriLlfe Research
EMPLOYER ADDRESS: 3000 Briarcrest Drive, Ste 504
EMPLOYER CITY, STATE, ZIP: Bryan, TX 77802

We are disputing entitlement of any body part, medical condition, or diagnosis other than a possible exposure tobrucella, only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas AgriLifeResearch accepts that the compensable injury extends to and includes a possible exposure to brucella, only, thatoccurred on or about 06105/2009. Carrier disputes that the compensable injury extends to and includes any and allother body parts and/or medical conditions. If further evidence is presented our decision will be reviewed.
If you do not agree with the dispute and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #/E-mail Address: I-979-458-62471KBa11@tamu.edu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,Division of Workers’ Compensation for further assistance. You have the right to request a Benefit ReviewConference. Contact the Division office handling your claim at 1-800-252-7031.
If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimilenumber or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in finesand/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Univeesiee
P,arieVw A& Uiever4y T’en St UnieieIy rena MU nien,a5onJ Uieveeiety TezaMM1,iy Tex AIM Unneid G,eIMm Teza AIM UcAel,ê-CommwceTe,ae ASU I.ketsr.Co,pa CieieI lena MU UmaiylSngs,e lena AMA IJr eniit-Te,aaa• Vial Tea, MM Uiivenit

Texa, A,*.rj EzpwA Stan Texee Cocwe Exaien lena En9neefti Tea, Enneng Exieneeni Swvce Tea, Foral Sen,ice1e,a Trsptcna, Tea, Veleinay Me&I Dlanos Lay• lea, AMA Univeixity Sysae Heel, Science Ceta,r

lIHI Ih 11111 lII l1 ll1 111111 IIII 11111 IIII Ill Ih

DATE: August 14, 2009

FAXED TO

1

DWC PLN-1 1 (Rev. 1/05) Page 1
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08/14/2009 17:21 FAX 979458824 TAMU RISK MANAGEMENT 000l

see TX REPORT sac

TRANSMISSION OK

TX/RI NO 2139
RECIPIENT ADDRESS 917134624143
DESTINATION ID
ST. TIME 08/14 17:21
TIME USE 00’23
PAGES SENT 1
RESULT OK

The Texas A&M University System
Office ofthe Treasurer

e Environmtal Health and Safety • Risk Management • Treaswy Services
4’ A&M System Building. Suite 1120 • 200 Technology Way • College Station, VC 77845-3424

PH: 9794584330 • Toll Prec 866.249-8574. Fax 979-4584247 • h/musy.n.tarcdu

NOTICE OF DISPUTED ISSU!(s AND REFUSAL TO PAY BBNErfl’S

DATE: Augast 14,2009

TO: NAME OP INJURED EMPLOYEE:.

_____________

ADDRESS: FIAXED TO STAPJ
CITY, STATE, ZIP:

RE: DATE OF INJURY: 0610512009 .

NATURE OF INJURY: Poselbe Exposur, to Brucefla
PART OF BODY INJURED: Body
EMPLOYEE SSN:
DWC # Unknown
CARRIER NAMWFPA NAME: ThE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM# 209-0539-06
EMPLOYER NAME: Texas AgriLife Research
EMPLOYER ADDRESS: 3000 Brlarcrest Drive, Ste 504
EMPLOYER CITY, STATE, ZIP: Bryan, TX 77802

We are disputing entitlement ofany body part, medical condition, or diagnosis other than a possible exposure to
brucella, only because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas AgriLife
Research accepts that the compensable injury extends to and includes a possible exposure to brucella, only, that
occurred on or about O6/0520O9. Carrier disputes that the compensable ixguiy extends to and includes any and all
other body parts andlor medical conditions. If fizrther evidence is presented our decision will be reviewed.

If you do n agree with the dispute and refusal to pay benefits, please contact me:

Adjustar’s Name: Kaye Ball
Toll Free Telephone #: 1466-249-8574
Fax #/E-mail Address 1-979-458.6247/KBaII@tame.edu

If we are unable to resolve the Issue to your satisfaction, you nuy contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1400-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me sad provide your facsimile
number or e-mail address.

Hammond SO -11-012-013
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INI lIAL KbSbKVbS

MEDICAL_______________

INDEMNITY_______________

LAE____________

LOST TIME YIN ADJUSTER______

EMPLOYERS FIRST REPOF
2.Sux .,

F U

f 3. SoalSacurityNianber 4. Hails Phone 5. Dale of Birth (m.d.y)

7. ReCe
We

8. EthnIcity Hispanic

Bladc 0 AsIan 0 NatIve AmerIcan 0 otj,

0. tu.ir Address Street & P0. Box

I City State ZioCoda. .. County

E ,n ,,....ea

I II. Number of Daoendent Ctyldren I 12. Soouses Name

13.DoclosName
iw 6 (fU-O

14. DocWS kna,Addrees (Sheet P.O. Box)
5siV “HV L-4.WIC.

• jeo Uni

Coy ISIS . Zip Code

cu4E ffl1.or4 I ‘

15. Date of lrury (m-d-y) I 15. TIm. of Injuly 17. Date Lost TniBág
i (m.d.y)

Q-O$’.ZftW’ IID:emPm0I
IS. Nature ofJnJwy 119. Pert of Body Injured or Exposed
P.O%.qhiPJ 40YAIt

20. How end Why InJwyllIlnese Occwred

r(d( rei’

ftak ‘

21. Was employe. 22. Workilte LotIon of Injury (stairs, dock, etc)
doing flu YES
regular job? NO

23. Addrees Where Injury qr Exposure Occurred Name of buSiness if Incident
oomrred one budeleSa
r1rnu .z’ t:s.j.

P.O.Bozqq(y1 County

CktL
rni&

State ZlpCode

24. C8uee of iriry(faM. tad. madlie

14is fli fE+ Q,çêv

25. UwJseI
-

26. Return to work 27. DId employee I 28. SupeMso? 29. Date Reported
de1elorerect.d die? Name (m-d-y)
(m-d-y)

‘(“. YES0
NQILfl

30. Date of Hire (rn.d.y) I 31. Was employee hired or reaulted In Texas? I 32. Length of Service In Current Position I 33 LengthService cupaIton

9 .j . /91w YES NO0 j Months_Veers 3 I MonIhs_._3

34. Employee Payrol ClassifIcation Code 1 35. OccupatIon of Injured Worker -n

g.o I iL C)
,

39. Is empleei OaPatl,fl36. Rate of Pay at this Job 37. Full Work Week Is: 38Laat.i3Jck I$_Ho $_ Ho Daye S__Hours O yss NO! <
3 I’1.5b

40. Name and Title of Person Completing Form 41. Name of Business fl
1ii1 i.s)lA) P

42. BusIness Mailing Mex end Telephone Number 43. BusIness
UI
C’)

Street or P.O. Box Telephone Number and Street

i19 VmS “9i9 95--gs
Cay State Zip Code City Slate ZlpCode

“,, I ij J.1-Jli2Ar,l 7j 77 3 JçL( 7
TCFSdera ax Identihtcatlcm Number 45. PrImary North AmeiIme lndushCl9eaIicaUon Syetam 46. Speclifc t’L4ICS COdS 47. TexaS Conipholer Taxpayer No.

cotie:(6 digit) (6 dIgit)

48. Wodras’ Compensation Insurance Company 49. Policy Number

SCOld you request accident prevention services in peat 12 months?

YES C NO If yes, did you receIve them? YES C NOC
51. SIgnature mid TAle (READ INS OHS ON INSTRUCT1ON SHEET BEFORE SIGNING) L

X

_____________________________________

oat._________________1
1cb 4O-

OWC FORM-I (Rev. 10105) Page 3 DIVISION OF WORKERS COMPENSATION

,ensatlon.,
CLAIM #

[ns. oqo539_o,
.T OF INJURY OR ILLNESS

6. Does the Employee Speak Engish? II NO, Specify Language

YES NOD

L .
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INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 209-0539-06 Jcj3
Address: Date of Injury: 06/05/2009

Date mailed: 06/30/2009

Please complete, sign, and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Did your injury occur while performing your normal job duties?

2. Please state in your own words whei injury occurred.
-1__ iSU ,

--
-o kcr

5Q •

3. Please state in your own words any physical harm or damage to your body that rfiIteconfthe work related incident.

J\ilsnQ.

- 4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

5. If you have multiple employers please list the name and address of each employer

-

Injurea employee signatjJr O3te c:inques
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The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury ServicesA&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Fax 979-458-6247 • http:I/tamusystem,tamu.

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 6/5/2009.

Any medical bills you incur as a direct result of this injury should be immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458—6330.

Sincerely,

co&-
KAYE ALL
Workers Compensation Insurance
Risk Management Division

Enclosure

M Jnety ra- Un sty te,as 3M r,ew4JonJ Unsesty s AW sty 4AM U,ly at €5r ‘SM Jn ty
A5M aesty Conp UPwfl Ma AVSJI Jsnesty 5nsa4e nas 455.4 Jn.st.ty te.at*ana tIe5 Te ‘SM sv€rdy

te,as ASCUSat E.peiwnery SMjion Tenas Caope,e Extntn TM Egnnn Eapennn 5555 V Te,as Enqsneefng SitArson Sersc Foe Ser.ice
Teaa tat$yifl Ins*t, Igjs /eatnaty 5tedic DM5SOSSC 1aboatAy. re Wiatfe Datnage Management Seas.

)

June 26, 2009

Dear

tenat ASM Unwvsag System HeaSgi Scent. Centv
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MEDiCAL SERVICES CHART

1CLAIM# (9ZR - S :nge____________________
ConsultingiReferral (approval date)

DOILø ) Nature of InJuryi. 4’oJ

Body Part Injured Q ( 4d DID
MMI DATE %lMPAlR NT___________ Result______________________________

Initial Treatment Plan Initial Diagnosis Code________ Secondary Treatment Plan or Changes

X-Ray PHYSICAL THERAPY
Body Part Date Result______ WEEK I______ WEEK I________
MRI WEEK 2 WEEK 2
Body Part Date Result______
CIT Scan WEEK 5 WEEK 5Body Part Date Result______ WEEK 6 WEEK 6
Bone Scan WEEK 7 WEEK?_______
Body Part Date Result______ WEEK 8 WEEK 8
Myelogram COMMENTS:______________________
Body Part Date Result______
EMG
Body Part Date Result______

SURGICAL PROCEDURES DENIED PHARMACY

PREAUTHORIZATIONS BODY PART DENIED_____________
DATE YES/NO PROCEDURE DATE TWCC 21 FILED YIN

BODY PART DENIED____________
DATE TWCC 21 FILED Y/N
BODY PART DENIED____________
DATE TWCC 21 FILED YIN
NOTES:__________________________

Hammond SO -11-012-013
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sequoia ?ractice Management System Page 1 of 2

scoTr&WHITE
Name:
MRN: 1171977
DOB:

Printed 06/17/2009 09:31 by Candace Slightom
TITLE: 06/05/2009 BCS Urgent Care Bruce A Hoekstra

SCOTT AND WHITE MRN: 1171977
Bryan-College Station Clinic Note

DOB:
DATE OF SERVICE: 06)05/2009

ASSESSMENT:
Potential Brucella exposure.

1171977

Today Care

A 56-year-old female patient who works in a veterinary pathology departmentat the Texas A and M Veterinary School. She reports that she has had apotential exposure to Brucella. She inappropriately handled a biohazardbag. The biohazard bag contained bovine products that might have Bruce.The case is not yet confirmed, but following the protocol of the universitythe patient is here today for evaluation. She has already had brucella r__)titer baseline drawn. The patient is not concerned. She feels that even °.,‘
the potential exposure is minimal and since she has 37 years of experienceworking in the lab, she has had contact although through appropriatehandling with products containing Brucella previously. Other review ofsystems is negative. The patient’s general summary sheet in Sequoia 5 isreviewed and information there is noted.

PHYSICAL EXAMINATION:
GENERAL: This is a pleasant, generally healthy-appearing 56-year-old.VITAL SIGNS: Temperature 98.9. Pulse 95. Respiratory rate 18. Weight204 pounds. Blood pressure 141/97. Patient reports for her this is highbecause of having the concern about a protocols involved with potentialBrucella exposed.
FIEADIEYES/EARSINOSEIMOUTH/THROAT: No acute infection. The rest of theexam has no notable findings.

PLAN:
The nature and natural history of Brucella in humans is discussed with thepatient. Generally this results in flu-type symptoms or arthralgias and
myalgias. The patient should have a followup titer drawn in 2 weeks. This

http://phaedra.sw.org:9080/sequoia3/servletlorg.sw.sequoia.VirtualChart 6/17/2009
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Sequoia Practice Management System Page 2 of 2

-0S3OL 1(43is already planned. If there is a increase in titers she should consultagain. Otherwise, she is reassured that the statistical probability basedon general likeithood and probability of developing Brucella infection fromwhat she described happened today is minimal. This is a workman’s compclaim and the requisite paperwork is filled out.

Electronically signed by
Bruce A Hoekstra, MD 06/11/2009
14:46
Bruce A Hoekstra, MD
125 / 21467
979-691-3222
dd: 06/05/2009 5:14 P dt: 06/06/2009 2:40 P
Job #: 000717389 - 11582029 -

Doe ID#: 200906050992510300

cc:

CD CD
rn .f

CD
-n =

r%.)
a.

cJ
r

rn
rn •.

http://phaedra.sw.org:9080/sequoia3/servletiorg.sw.sequoia.VirtualChart 6/17/2009
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INITIAL CLAIM QUESTIONNAIRE

Claimant: Claim # 209-0539-06
Address: Date of Injury: 06/05/2009

Date mailed: 06/30/2009

Please complete, sign, and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

I. Did your injury occur while performing your normal job duties?

2. Please state in your own words where and h2 your injury occurred.

3. Please state in your own words any physical harm or damage to your body that resulted from
the work related incident.

QJt&

‘71Lo9

4. Have you sought medical attention for this injury? If so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related or not.

5. If you have multiple employers please list the name and addrss of each employer

Injured employee signature Date c inques

Hammond SO -11-012-013
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORTTo: Bob Hensz Date: 06/30109

Texas AgriLife Research RE: I

Employed By AgriLife Research
Supervisor: Dr. L Garry Adams
D.O.l.: 06105109
Claim No.: 209-0539-06

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARYEl We have received a medical bill/report that indicates an injury may have occurredon . Please verify with your records. If an injury occurred forward a copy ofthe Employer’s First Report of Injury or your incident/accident report so we maytimely process the medical bill. If an injury has not been reported, please notifythis office, in writing, as soon as possible. If a response is not received within3 days of receipt of this notice the claim for compensability will beaccepted.

LI The employer’s First Report of Injury has been received. Weekly compensationbenefits will begin after the seven day waiting period pursuant to the TexasWorkers’ Compensation Act if disability continues unless a SupplementalReport of Injury is received indicating the employee has returned to work orunless the Request for Paid Leave is received Indicating that the employeewill use sick and or annual leave. A wage statement is required if the employeeis disabled for more than eight days, even if the employee is using sick/annualleave of FMLA leave.

This claim has been accepted as a compensable injury.

Q This is a questionable claim. However, sufficient evidence does not exist at thistime to contest compensability. Please provide us with written witnessstatements, and any other objective information that would assist us in making adetermination of compensability.

This claim has been denied because:
LI There was no injury in course and scope of employmentEl The injury was not sustained in the course & scope of employmentEl Untimely notice of injury was given
Q The injury is considered an ordinary disease of lifeLI Disability only, medical documentation required to establish physical ham,LI Other:

Q Other:
Thanks.

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci,procedure;offce
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TAMUS DEP1IIER NO 261010# 51221
STATE OF TEXAS PURCHASE VOUCHER

Agency Vouctie- No
Agency

TEXAS A&M UNIVERSITY SYSTEM Order Date Requisition No

College Statiori,TX 77840 07/13/2009 NONE

Voucte- Amount Payee Reference No Control No

07/13/2009 $89.26 NONE NONE

Comptroller Vendor ID No Agency Object Amount

1742958277 NONE

Pay To (Name, Ad&ess, CRy, State, Zip) 6462 $89.26 E N C

scorr & WHITE
P.O. BOX 847408
DALLAS, Th 75284-7408

Account Name TOTAL
Workers S Compensations Ins.

$89.26

ENCIJl4epAw’ LEDCR

Requisition No Amount

Amo
DEUVERY DATE DESCRIPTION_Of ARTiCLES OR SERVICES

06/05/2009 - 06/05/2009 209053906 $89.26

VENDOi CERTWICA11ON
(tine when no ,nnoino h anallasie)

I centdi, the de5cnlbnd wtlden a nenncen we,e contracthd fOr and the acOount 0 noe,Onrect and unpati.

SIGNATURE

AGENCY CERTIFICATION
I notify that die obone seven wee rendued,Or — recalned and than they cccrnopond in every psrdculer wdtl
contract under which they wee pnocurnd and that the Inunlce is tiun and unpahi

DATE APPROVED FOR PAYMENT

NAME DATE NAME
(PERSON RECEIVING GOODS) I

DEPT lEAD)
OAT! 07/13/2009 1TftE

Hammond SO -11-012-013
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•1

OWO #

Carrte?s Claim # 209053906

06/05/2009 06/05/2009 99202 1.00 $120.00 $89.26 $0.00 $89.26 Wi
OFFICEIOP VISIT, NEW PT, 3 KEY COMPONENTS: EXPAND PROB FOCUS HX; EXPAND PROB FCC

Totals: $120.00 $89.26 $0.00 $89.26

Reason for Reduction or Denial:
Wi - Workers Compensation State Fee Schedule Adjustment

I 1 llll Hillil II fill lll ll OhI lll N liii I TEXAS DEPARTMENT OF INSURANCE,
DIVISION OF WORKERS COMPENSATION

DWC FORM-62
EXPLANATION OF BENEFITS

1. Injured employees name (Last, First, Ml.) 2. Injured employees Social Security number 13. Date of injury
V 06/05/2009

4. Injured emolovees mailina e1rirP5.e fStrep nr P ( 5. Employei’s name and address
Texas Agricultural Experiment Station

Wells Fargo Building 3000 Briarcrest Drive Suite 504, Bryan, TX 77802

8. Health care provider’s name and address 7. Insurance carrier’s name and address
SCOTt & WHITE The Texas A&M University System
P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, Suite 1120, College Station, TX 77845

- r-.)
- cZ
-
r) .

r”8. Health care provider’s federal tax 1.0. number Insurance carrier payment to the health careovidehall .
742958277 according to Commission medical policies ardfe gujdeIin)

n effect on the date(s) of service(s). C.’.) fl9. Name and address of the company peddrming the audit
Starr Comprehensive Solutions, Inc.

—

Health care providers shall not bill any unpaidnouno theflP.O. Box 801464, Houston, TX 77280-1464
injured employee or the employer, or make anttemo
collect the unpaid amount from the injured emptbyee cfie
employer unless the injury is finally adjudicateiot to be

Date of the audit: 07/09/2009 compensable, or the insurance carrier is relieved of liability
Jnder ‘408 .024 of the Texas Workers’ Compensation Act.10. Name and telephone number of the person who can be contacted about

the bill reduction: Starr Comprehensive Solutions, Inc.
ITN Number: 00275746Phone: 866-4624197 Fax: 713-462-4143

ICD9 Codes used: 987.9 - TOXIC EFFECT OF UNSPECIFIED GAS FUME OR VAPOR
Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOBFrom Date Thru Date and Description Amount Amount Amount Allowance Code(s)

DWC FORM 62 (Rev. 02/05) Page 1
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM cOMMI’EE 08105

ri—i-i PICA

WORKERS COMPEJ ION

TEXAS A&M UNIVERSITY

200 TECHNOLOGY #1120

COLLEGE STATION, TX 7784

WC1

C

l_’-’—• -1

Ii. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER Ia INSIJREOS ID NUMBER IFOr Program WI Item 1) A

L__. CHAU5 HEALTH PLAN BLK LUNG

j Med,cve #J Medicaid I iSpcnscr’s SSN) Mei’ibw 10,1 ISSN of ID) [] iSSN) [] )
rPATIENTS NAME (Last Name, First Name. Mi<k(Ie (neat) j 3. PATIENIS BIRYH DATE SEX 4. iNSURED S NAME ILast Name. Frst Name. Middle Initial)

LUIi nfl, ‘rV

Mfl TAMU,
PATIEftrS ADDRESS (No.. Slreet) 6. PArIENT RELATIONSHIP TO INSURED 7. iNSUREOS ADDRESS No.. Streetl

Self Spouse Chid Other []
[j’ry STATE 8. PATIENT STATUS CITY ESTATE

Single MatriedE OltTerfl COLLEGE STATION TX

I ZIP CODE I TELEPHONE lInclude Area Gods) — ZIP CODE TELEPHONE (Include Area Code)

EmP(oyed[j TL1 7784 ( 979) 458-6330
9. E NSUREDS NAM Laid Name. First Name, Middle Initial) 10. IS PATIENrS CONDITION RELATED TO: 11 INSLJPEDS POLICY GROUP OR-4CA NUl

1Os34D(c
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED’S DATE OF BIRTH ,. SE,

YES E
MM DO YY

ç::
b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT?

PLACE iState) D. EMPLOYER’S NAME OR SCHOOLQt

ME FE EYES NO j -

c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? C INSURANCE PLAN NAME OR PROORAM NA

EYES []NO WORKERS_COMPENST.IC
d. INSURANCE PLAN NAME OP PROGRAM NAME 106. RESERVED FOR LOCAL USE 6. IS THERE ANOThER HEALTH BENEFIT PLAY’

[] YES NO If ye iUrn 10 E’compIeffi item 9 a-d.
READ BACK OF FORM BEFORE COMPt,ST1N..i & SIGNING THIS FORM. 13. INSURED’S OIl AUTHORIZED PERSON’S SIGNATURE I autttoriSe

12. PATIENrs OR AUTHORIZED PERSONS SIGNATURE I authorize ITS release of any medical or olf,er inlormalion neceasaly payment I medical benefits to the undersigned phyecian or supplIer for
to process this claim. I also aquest payment at government benefits either to myself or to the party who accepts assignment services descred below.
below.

SIGNED5 NATURE ON FILE DATE SIGNED SIGNATURE ON PILE

t4. DATE OF CURRENT: ILLNESS IFitst symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DArES PATIENT UNABLE ro WORK IN CURRENT OCCUPATION
MM DO YY INJURY (Accident) OR GIVE FIRST DATE MM DO YY MM DO i YY MM DO YY

d/o/o PREGNANCY ILUP) FROM TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ITs. I8HOSPITALLZATlON DATES RELATED TO CURRENT SERVICES— -fat L4 — — — — ‘v’9- MM i DO i Y’? MM DO VY
1?b, NPI 75 k.( 7S’s r FROM ro

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB7 iöARGES

EYES ]NoJ L
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate llama 1,2,3 01410 Item 24E by Line) 22. MEDICAID REsuBMISSI0N

, CODE ORIGINAL REF NO.

t. L. 3
.._ I

23. PRIOR AUTHORIZATION NUMBER

2.4 A. OATE(SIOFSEIRVICE B. C 0 PROCEDURES. SERVICES. OR SUPPLIES E. I 0. H [ -— -—

From To PlACE Cli lExpIalo Unusual Circumstances) DIAGNOSIS OSYS ff557 10 RENDERING
MMDC) YY MM 00 ‘(V (EPIICE EMO CPTHCP MODIFIER POINTER SCHARGE_,js ) OGA PROVIDER ID it

I
. 09 941X

o6/:Os/p9 06/05/09 I ii I 1 99202 I 1 1 ,P2P_iL I

I.

a

1

2:

___ __

L..J_._.L
3 ‘ . I ‘ I I

. I ,

L... L..
..--.- ._.;...

4_z_.±*
_L

___.L.LA_.

-
6 L.__.L_. . . L L L iHWJ

25 iElERAL rsit I’ ‘42.tYER SN N 2fl AT’ENrs ACI;OUNT NQ 2/ ACCEPT 435r,NME9r7 fl TQTA(, ‘HAPGE : .\i,tCiJNr AiO ‘ 0LAr, ,F

r742958277 X 916701149B4Q0 — ItS I 1
120 00 $ 120 00

3t (‘iA’. IIlf .F , :. A i P’ IP’i P 2 EP’,I’F A’ LII I flC4T’1i .5tl ,Pt,li I )“f . IT if .r.;;’PI)’,.:’t’l4 ‘I,.(’ 5’. i /
‘ir 1iki .1 ‘b’l’4S .. ,. -, l1{2S4 724 2911

,.. ..,, CE OCS URGt.NT CARE
SCOTT AND W1’EITE(JA74 BWJG’j” 1600 UNIVERSITY DR EAST P0 BOX 947408

Siynature on File MD COLLEGE STATION TX 77840 DALLAS TX 752847408
06/16/09 a

1093779704 hTJ742958277 — —

1922061993
s1j1 D!

II .SWW 151CC :Yq -

- -

NCM- I

V

i OH I),)
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CHECK LIST FOR NEW FOLDERS

Prepare lost time chart
Li Acceptance Letter

____fr

Contact injured employee for statement by telephone: date-

_____

Employer initial status of claim (blue sheet)
Wage statement

Li Request for Paid Leave

iedon2
Initial questionnaire to Claimant

____

Work status tracking log
Copy of work status to employer

____fr

Update work status in Allegro

____

Update claim notes for extent of injury & controverted

___-PLN

i2[]6 1=111

____

EDI 15t report (LWOP not using sick/annual leave)

_________________

DWC Record Check

____Li

Request witness statement

___El

COMP Divider

___Li

Diary
El PLN 11 (defined Extent of Injury within 60 days)
j 8 Day of Disability, Elimination Week & Week 26

Subrogated claim:

____Li

Notice to claimant

____Li

Notice to3rd,

____Li

Notice to 3rd party insurance

____Li

Request accident report

Work status change:

____El

Update lost time in Allegro

____El

Update work status tracking log

____Q

Copy of work status to Employer

Impairment benefits:
El EDI Vt report

PLN3
Update Allegro MMI/LR

LJ Subsequent Status Claim form to Employer
Request wage statement?

/1
i.

Hammond SO -11-012-013
TAMUS 0124



a

The Texas - M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979458-6)30 • ToN Free: 866-249-8574 • Fax 979-458-6247 • http://tamusystem.tamu.edu

NOTICE OF DENIAL OF COMPENSABILITY/LIABILITY AND REFUSAL TO PAY BENEFITS

DATE: March 2, 2009

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP:

RE: DATE OF INJURY: 02/02/2009
NATURE OF INJURY: exposure to tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAME/TPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 2094291-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843-1255

On February25, 2009 we received notice that you reported an on the job injury. We are denying your claim for
workers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paid
because:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas A&M
University denies compensability/liability for the exposure to tuberculosis that occurred on or about 02/02/2009.
Exposure in and of itself would not be considered an injury in course and scope of employment, absent physical
harm or damage to the body nor an occupational disease absent an illness resultant from the exposure. If further
evidence is presented, it will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #/E-mail Address: 1-979-458-6247fKBallttamu.edu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Univsale
Prane View MM UruversJty Twixalo State tjrvverxey• Texas MM ntrnattoxai Unriersiey Texas MM Urwerstly• Texas MU Umsersity at Galvexten Texas MM UewerotyCorrexceTexas MM Ustverstty.Cxxpss Ctxlx Texas MM U .Kulgsvtte• Texas MM U artxtyTesaflcaea West Texas AIM Uvessiey

Aenciei

Texas Agr3 55 Texas Cooperve Exlensmn Texas Engrneaxng Eapasw,nni Sta5os• Texas Enxeenng Exnsixn Sewe. Texas Forest Secv,cTexas rrexsportaeon ostlote texas Vetensay M.dicat DiaçooSIc a1)o1atesy• Texas AIM Liisverstty SFstexi Heatex Scalase Center

II0I Ih III 11I 11110 1Ih 11111 III IM II

rr

1

DWC PLN-1 (ReI. 1105) Page 1
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03/Ô3/2009 17:05 FAX 979458j TAMU RISK MANAGEMENT (ioooi

see TX REPORT ccc
sss*s****sc:sss*c:sss

TRANSMISSION OK

T1/RX NO 1178
RECIPIENT ADDRESS 917134624143
DESTINATION ID
ST. TIME 03/03 17:05
TIME USE 00’27
PAGES SENT 1
RESULT OK

The Texas A&M University System

l41) mental Health and Safety • Risk Management • Treasury Services
4 A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424

PH 979-458-6330 • Toll Free: 866-2494574 • I’ix 979458-6247 • hflamusystem.lanv.edu

NOTICE OF DENIAL OF COMPENSAB1LLTYILIABJLJTY AND REFUSAL TO PAY BENEFITS

DATE: March 2, 2009

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:.
CITY, STATE, ZIP: EDTOSAR

RE: DATE OP INJURY: 02/02/2009
,

33’cf rr
NATURE OF INJURY: exposure to tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:.
DWC#: Unassigned
CARRIER NAMEfPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM# 209-029142
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843-1255

On Fcbruary25, 2009 we received notice that you reported art on the job fojury. We are denying your claim for
worker& compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paid
because:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas A&M
University denies conipensability/liability for the exposure to tuberculosis that occurred on or about 02/02i2009,
Exposure in and of itself would not be considered an injury in course and scope of eznployment absent physical
bairn or damage to the body nor an occupational disease absent an illness resultant from the exposure. If further
evidence is presented, it will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1466-2494574
Fax #/E-mail Address: 1-979-458-6247!KBaU@tamu.edu

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.
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Department of State Health Servi MAY 5 zoosTuberculosis Contact Screening Form

You have been identified as someone who recently spent time in an enclosed area with a person suspected of havingtuberculosis (TB) disease. The information below will help the health-care worker interpret the results of the standard testsfor possible infection with TB.

TB Symptom Review: Q Fever Q Chills E] Cough Q Productive Cough Night Sweats
Jlemoptysis Weight Loss (10%) [] Enlarged cervical lymph nodes
1Other: ‘1.51k &tpvr

(Persons with symptoms of TB need a complete evaluation with skin test, sputum x 3, chest x-ray, and medical evaluation)
Previous Testing/Treatment: Date and results of previous tuberculin skin test (TST): kw4rmit.vsl’ b± r4$’114__
History of treatment of TB infection or disease: Q No [] Yes Dates:____________________________________
History of prior exposure to someone with TB disease: Q No ?Yes Names/Dates: t j1)yc. .‘v.L

Place/Dates:___________________________

_________________

D Place/Dates: 1,C Place/Dates:
. fl

Place/Dates:
— C)C] Place/Dates: .r flC Place/Dates: —

C Injection drug use mOther Medical History:
Certain conditions may result in a false-negative result to the tuberculin skin test (TST). Please check all that aly: S[]HIV infection

[] Receiving corticosteroids, arthritis medications (e.g., Remicaid, Flumira or Enbrel) or other immunosupp1ssive therapyC] Immunization in the last 6 weeks with a live virus vaccine
[] Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment:___________________________

Persons with a positive result to the tuberculin skin test (TST) should have a chest x-ray to screen for possible TB disease. Childrenless than 6 years of age should have two views (PA and lateral . P gnant women can receive a chest x-ray with proper shielding.Are you pregnant or trying to become pregnant? C] Yes No Comment:_________________________________

(Recent contacts Less than 5 years of age need I-rays (PA & lateral) with medical evaLuation even if skin test is <5mm.)
Some conditions increase the chance of developing TB disease if you are infected with TB. Please check all that apply:

C] Diabetes melliti.is
C] Age Less than 5 years
C] Leukemias/lymphomas
C] Solid organ transplant

T pe of Recent Exposure
Exposure during medical procedure

xposure in congregate setting
Exposure in household of person with TB disease
Other

___________________________________

First TestIDate:(9”9’/O Read:Dh I b’Reading:....mm

Second Test/Date: 7 0 T Read: ¶//‘4O/O’7 Reading:..4..mm vu.__________________

________________

First Chest x-ray/Date: Results:____________________________________________________________________
Second Chest x-ray/Date: Results;__________________________________________________________________

Health-Care Provider:____________________________________________________
-

Interoreter:_________________________________________________________________________

City/State/Zip:

Birth Date

__

tirth Country: iA-
—_______

Race: Ethnicity: .

History that may increase chance of prior exposure to someone with TB disease. Please check all that apply:
Residence or travel in country where TB is common

_____________________________

Resident or employee of correctional facility
Resident or employee of homeless shelter
Resident or volunteer in disaster shelter
Resident of long term care facility
Health care worker

C lilY infection or AIDS []Gastrectomy orjejunoileal bypass
C] Silicosis C] Chronic renal failure or on hemodialysisC] Cancer of head/neck/lung C Weight 10% less than ideal body weightC] Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel

Ac
Age <5 years

C AgeS-15 years
C] Age> l5years

Manufacturer:_______________ Lot #: Ø7iA

__________

Lot #: t21O3 *14,-.

TB-205 Tuberculosis Contact Screening Form Rev 12107
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Texas Department of State Health Services -

Tuberculosis Contact Screening Form
You have been identified as someone who recently spent time in an enclosed area with a person suspected of havingtuberculosis (TB) disease. The information below will help the health-care worker interpret the results of the standard testsfor possible infection with TB.

Birth Country: 5k SS#: —

________

Address:______
. . Race:

— Ethnicity: CL4.S(4A Sex:f...City/State/Zip:__________
- — Telepho

_________

TB Symptom Review: []Fever Q Chills [] Cough L1 Productive Cough []Night SweatsJemoptysis Weight Loss (l 0%) Q Enlarged cervical lymph nodes[ Other: 19 -Swr(Persons with symptoms of TB need a compTete evaluation wifli skin test, sputum x 3, chest x-ray, and medical evaluation)
Previous Testing/Treatment: Date and results of previous tuberculin skin test (TST): !)cv’ krm-es’ b± npL4__
History of treatment of TB infection or disease: [] No Q Yes Dates:___________________________________
History of prior exposure to someone with TB disease: Q No (.Yes Names/Dates: it j-Oi v’L
History that may increase chance of prior exposure to someone with TB disease. Please check all that apply:

Q Residence or travel in country where TB is common Place/Dates:_____________________________________________Resident or employee of correctional facility Place/Dates:_____________________________________________Q Resident or employee ofhomeless shelter Place/Dates:__________________________________________________U Resident or volunteer in disaster shelter Place/Dates:_____________________________________________[] Resident of long term care facility Place/Dates:_____________________________________________C Health care worker Place/Dates:________________________________Q Injection drug use
,

_
Other Medical History:

mCertain conditions may result in a thlse-negative result to the tuberculin skin test (TST). Please check all that ap4[]HIV infection
Receiving corticosteroids, arthritis medications (e.g., Remicaid, Humira or Enbiel) or other immunosuppreve thejpy ITI[] Immunization in the last 6 weeks with a live virus vaccine

.•[] Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment:___________________________
Persons with a positive result to the tuberculin skin test (TST) should have a chest x-ray to screen for possible TB disease. Childrenless than 6 years of age should have two views (PA and lateral. gnant women can receive a chest x-ray with proper shielding.Are you pregnant or trying to become pregnant? Q Yes No Comment:________________________________
(Recent contacts less than 5 years of age need a-rays (PA & lateral) with medical evaluation even if skin testis <5mm.)
Some conditions increase the chance of developing TB disease if you are infected with TB. Please check all that apply:

Diabetes mellitus HIV infection or AIDS U Gastrectomy orjejunoileal bypassQ Age less than 5 years C] Silicosis C] Chronic renal failure or on hemodialysisU Leukeniias/lymphomas [] Cancer of head/neck/lung C] Weight 10% less than ideal body weightC] Solid organ transplant [] Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel
T pe of Recent Exposure A e

Exposure during medical procedure Age < 5 yearsxposure in congregate setting C] Age 5-15 yearsExposure in household of person with TB disease C] Age> 15 yearsOther________________

First Test/Date:<9”/O Read:..2’t )dk Reading:.,mm Manufacturer:_______________ Lot #: (QØ 7i3ASecond Test/Date:_________ Read:_________ Reading:.,.._._rnm Manufactui:er:__________________ Lot #:_______________

First Chest x-ray/Date: Results:__________________________________________________________________________
Second Chest x-ray/Date:__________ Results:

-

Health-Care Provider: - _A__

Interpreter:

iiTm D.p_,,.,w

Th-208 TibercuLosis Contact Screernng Form Rev 12/07
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* GENERAL CONSENT AND DISCLOE

The information in this consent form is given so that you wHI be better informed about the health care services you willreceive. After you are sure you understand the information which will be given about the services and, if you agree toreceive the services, you must sign this form to indicate that you understand and consent to the services.

NOTIFICATION:
(Name of Health Department)

(hereafter called the Department) encourages individuals to seek a personal physician for periodic health examinationsand for treatment of health problems. The Department clinic services are targeted primarily toward prevention of healthproblems among those who cannot access a physician. The Department cannot assume the responsibility for payment ofmedical care received outside this clinic, including the delivery of babies, unless previous authorization has been given.
DISCLAIMER ON SCREENING: Among its services, the Department utilizes screening tests, which are a method ofidentifying indMduals who are at risk for developing several common medical problems. In this way they can alert you topromptly seek medical evaluation and treatment from a private physician of your choosing. Screening tests performvaluable service in helping to find certain diseases early in their course. However, these screening tests do not cover alldiseases, and they may miss some cases of diseases they are intended to find. They are not diagnostic and they do notconstitute a complete exam.

GENERAL CONSENT: I give permission to the Department, its designated staff and other medical personnel providingservices under its sponsorship to perform physical assessments or examinations, conduct laboratory or other tests, giveinjections, medications, and other treatments, and render other health services to the patient identified on this form.
INFORMED CONSENT: In addition to the above general consent, I understand that special informed consent forms mustbe read and signed for the following procedures: medications for tuberculosis and Hansen’s Disease, immunizations,injectable medication* for sexually transmitted diseases, family planning methods, PKU special counseling, HIV testing,and certain other things.

PRIVACY NOTICE: I acknowledge that I have received a copy of the Department’s HIPAA Privacy Notice.
QUESTIONS: I certify that this form has been fully explained to me, that any blank lines have been filled in and that arquestions i have had about the services have been answered to my satisfaction.

SIGNATURES: Fill blank lines with NA if not applicable.

SECTION I:

Patient’s Name Patient’s Signature_

Person Authorized to Consent (if not patient) r-wiationsnip_________________
Signature Date_________________

SECTION II: I certify that the person who has the power to consent cannot be contacted and has not previously objectedto the service being requested.

Patient’s Name

Name of Person Giving Consent

___________________________________Signature___________________________

Relationship to Patient

__________________________________________________Date_____________________

Address

Phone Number

SECTION III:

Counselor Signature

_____________________________________________________Date______________________

(Public Health Nursinq) L-36 Mamh 2OOHammond SO -11-012-013
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•
GENERAL CONSENT AND

DISCLdE
The information in this consent form is given so that you will be better informed about the health care services you willreceive. After you are sure you understand the information which will be given about the services and, if you agree toreceive the services, you must sign this form to indicate that you understand and consent to the services.
NOTIFICATION:

(Name of Health Department)(hereafter called the Department) encourages individuals to seek a personal physician for periodic health examinationsand for treatment of health problems. The Department clinic services are targeted primarily toward prevention of healthproblems among those who cannot access a physician. The Department cannot assume the responsibility for payment ofmedical care received outside this clinic, including the delivery of babies, unless previous authorization has been given.
DISCLAIMER ON SCREENING: Among its services, the Department utilizes screening tests, which are a method ofidentifying individuals who are at risk for developing several common medical problems. In this way they can alert you topromptly seek medical evaluation and treatment from a private physician of your choosing. Screening tests performvaluable service in helping to find certain diseases early in their course. However, these screening tests do not cover alldiseases, and they may miss some cases of diseases they are intended to find. They are not diagnostic and they do notconstitute a complete exam.

GENERAL CONSENT: I give permission to the Department, its designated staff and other medical personnel providingservices under its sponsorship to perform physical assessments or examinations, conduct laboratory or other tests, giveinjections, medications1and other treatments, and render other health services to the patient identified on this form.
INFORMED CONSENT: In addition to the above general consent, I understand that special informed consent forms mustbe read and signed for the following procedures: medications for tuberculosis and Hansen’s Disease, immunizations,injectable medication for sexually transmitted diseases, family planning methods, PKU special counseling, HIV testing,and certain other things.

PRIVACY NOTICE: I acknowledge that I have received a copy of the Department’s HIPAA Privacy Notice.
QUESTIONS: I certify that this form has been fully explained to me, that any blank lines have been tilled In and that arquestions I have had about the services have been answered to my satisfaction.
SIGNATURES: Fill blank lines with NA if not applicable.

SECTION I:

Patients Name _Patient’s Signature_._
Person Authorized to Consent (if not patient) Relatiàtcship__________________
Signature

Date__________________
SECTION II: I certify that the person who has the power to consent cannot be contacted and has not previously objectedto the service being requested.

Patients Name

Name of Person Giving Consent

_____________________________________Signature____________________________

Relationship to Patient

____________________________________________________Date_____________________

Address

Phone Number

SECTION Ill:

Counselor Signature

_______________________________________________________Date_______________________

(Public Health Nursing) L-36 March 2003
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Jim Kuhlmann Date: 03102/09
TAMU RE:

Employed By TAMU
Supervisor: Dr. Sara Lawhorn
0.0.1.: 0210212009
Claim No.: 209-0291-02

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARYj We have received a medical bill/report that indicates an injury may have occurredon . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. Ifa response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

J The employer’s First Report of Injury has been received. Weekly compensationbenefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury is received indicating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employeewill use sick and or annual leave. A wage statement is required if the employeeis disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

EJ This claim has been accepted as a compensable injury.

LI This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making adetermination of compensability.

This claim has been denied because:
There was no injury in course and scope of employment
The injury was not sustained in the course & scope of employment

LI Untimely notice of injury was given
El The injury is considered an ordinary disease of life
El Disability only, medical documentation required to establish physical harmfl Other:

LI Other:
Thanks

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wciprocedure;office
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(3
CHECK LIST FOR NEW FOLDERS

Prepare lost time chart
Acceptance Letter
Contact injured employee for statement by telephone: date-____________
Employer initial status of claim (blue sheet)

Wage statement
/Request for Paid Leave

Supplemental
Emailed onL1ç

Initial questionnaire to Claimant
Work status tracking log
Copy of work status to employer

v
Update work status in Allegro
Update claim notes for extent of injury & controverted
PLN 1IfZ12 C6 Dii
EDI 1treport (LWOP not using sick/annual leave)

______

DWC Record Check
Request witness statement
COMP Divider
Diary

PLN 11 (defined Extent of Injury within 60 days)
8 Day of Disability, Elimination Week & Week 26

Subrogated claim:
Notice to claimant
Notice to 3rd

Notice to 3rd party insurance
Request accident report

Work status change:
Update lost time in Allegro
Update work status tracking log

____

Copy of work status to Employer

Impairment benefits:
EDI 1St report

El PLN3
Update Allegro MMI/LR
Subsequent Status Claim form to Employer
Request wage statement?
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The Texas &M University System )
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • hup:/Itamusystem.tamu.cdu

NOTICE OF DENIAL OF COMPENSABILITY/LIABILITY AND REFUSAL TO PAY BENEFITS

DATE: March 2, 2009

If you do not agree with the denial and refusal to pay benefits, please contact me:

Adjuster’s Name: Kaye Ball
Toll Free Telephone #: l-866-249-874
Fax #/E-mail Address: 1-979-458-6247/KBaII@tamu.edu

Ursvers5es

IIlll III III Ul AhIU II1 HIU IIh Ill Il

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP: -AXD ‘-‘ ‘

RE: DATE OF INJURY: 02/02/2009 DAI r.
NATURE OF INJURY: exposure to tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAMEITPA NAME: TUE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-0294-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843-1255

On February25, 2009 we received notice that you reported an on the job injury. We are denying your claim for
workers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paid
because:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas A&M
University denies compensability/liability for the exposure to tuberculosis that occurred on or about 02/02/2009.
Exposure in and of itself would not be considered an injury in course and scope of employment, absent physical
harm or damage to the body nor an occupational disease absent an illness resultant from the exposure. If further
evidence is presented, it will be reviewed.

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance, You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Prxe 1w k&M 1Jniversit. Taii.n State L.wer,ity. Texas A&M In aox UnivereIy Texas MM tkuvecs4y• Texas MM Uranensity at Gatxextan Texas MM Unversity-Coexrwc,Texa, MM Univw,ityCopua Cters Texa, MU U&vesityttargssiue Texas MU Urwverxty-Texarkaris West Texas ASM Univirsay

Texas Ae,stur Ex,exrmeqiI Stao,, Texas Cooperte,e Extension Texa, Engnsie.ng Expererast StaSes Texas Exyineass9 Extsns Secxxe• texas Førext Senx<eTexas r,sirxpo,a,, Insitute Texas Vetannay Medicat Dtapexsc Lsatxry Texas MM UrweseSy Systait HealS Sxalxce Center

OWC PLN-1 (Rev. 1/05) Page 1
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The Texas A&M University System
W?i”J Office ofthe Treasurer

Envimnmental Health and Safety • Risk Management • Treasury Services4 A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-34241876 • PH; 979-458-6330 • Toll Free: 366-249-8574 • Fax 979-458-6247 • b//rarriuiystem.brriu.edu

NGTXCE OF DENTAL OF COMPENSABILrrY1I1ABILITY AND REFUSAL TO PAY EENErrS
DAlE: March 2, 2009

TO: NAME OF JNJUREI) EMPLOYEE:
ADDRESS:
CITY,STATE,ZIP: FAXED QS’’1

RE: DATE OF iNJURY: 02/02/2009

___

NATLJRJ6 OF INJURY: exposure to tuberculosis
PART OP BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAMEtPA NAME: ThE TEXAS A&M UNiVERSITY SYSTEM
CARRIER CLAJM#: 209-0294-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843-1255

On February25, 2009 we received notice that you reported an on the job injury. We are denying your claim forworkers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paidbecause:

The Texas A&M University System as the workers’ compensation insurance camer fox the Texas A&MUniversity denies, compensability/liability for the exposure to tuberculosis that occurred on or about 02/02/2009.Exposure in and of itself would not be considered an injury in course and scope of employment absent physicalharm or damage to the body nor an occupational disease absent an illness resultant from the exposure. If furtherevidence is presented, it will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:

Q Adjuster’s Name: Kaye Bail
Toll Free Telephone #: 1-866-2494574
Fax #/E-mafl Address: t-979-458-6247fKBafl(tamu.edu

If we are unable to resolve the issue to your satts(acdon, you may contact the Texas Department of Insurance,Division of Workers’ Compensation (or further assistance. You have the right to request a Benefit ReviewConference. Contact the Division office handling your claim at 1-800-252-7031.
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Jim Kuhlmann Date: 03102109
TAMU RE:

Employed By TAMU
Supervisor: Dr. Sara Lawhon
0.0.1.: 02102/2009
Claim No.: 209-0294-02

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARYJJ We have received a medical bill/report that indicates an injury may have occurredon . Please verify with your records. If an injury occurred forward a copy ofthe Employer’s First Report of Injury or your incidentlaccident report so we maytimely process the medical bill. If an injury has not been reported, please notifythis office, in writing, as soon as possible. If a response is not received within3 days ofreceipt of this notice the claim for compensability will be
accepted.

EJ The employer’s First Report of Injury has been received. Weekly compensationbenefits will begin after the seven day waiting period pursuant to the TexasWorkers’ Compensation Act if disability continues unless a SupplementalReport of Injury is received indicating the employee has returned to work orunless the Request for Paid Leave is received indicating that the employeewill use sick and or annual leave. A wage statement is required if the employeeis disabled for more than eight days, even if the employee is using sick/annualleave of FMLA leave.

El This claim has been accepted as a compensable injury.

El This is a questionable claim. However, sufficient evidence does not exist at thistime to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making adetermination of compensability.

This claim has been denied because:
There was no injury in course and scope of employment

El The injury was not sustained in the course & scope of employmentEl Untimely notice of injury was given
El The injury is considered an ordinary disease of life
El Disability only, medical documentation required to establish physical harmEl Other:

El Other:
Thanks

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci,procedure;office
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CHECK LIST FOR NEW FOLDERS

____

Prepare lost time chart

_____

Acceptance Letter
Contact injured employee for statement by telephone: date-

_____

Employer initial status of claim (blue sheet)
Wage statement
Request for Paid Leave

j/ Supplemental
Emailed

_____

Initial questionnaire to Claimant

____

Work status tracking log

____El

Copy of work status to employer

____El

Update work status in Allegro

____J—’

Update claim notes for extent of injury & controverted

___[j.—

PLN [1El2 El6 ii
0 EDI 1 report (LWOP not using sick/annual leave)

___fl

DWC Record Check

____E

Request witness statement

___E

COMP Divider

___El

Diary
C PLN II (defined Extent of Injury within 60 days)

8k” Day ofDisability, Elimination Week & Week 26

Subrogated claim:

____

Notice to claimant

____

Notice to 3rd
l’3

_____

Notice to 3rd party insurance

____

Request accident report

Work status change:

____C

Update lost time in Allegro
El Update work status tracking log

____C

Copy of work status to Employer

Impairment benefits:

____U

EDI 1st report
_El PLN3

Update Allegro MMI/LR
U Subsequent Status Claim form to Employer

Request wage statement?
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The Texas &M University System
n Office of the Treasurer
, Environmental Health and Safety • Risk Management • Treasury Services

t’)’ A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-34241876 • PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • http://tamusystem.1amu.edu

NOTICE OF DENIAL OF COMPENSABILITY/LIABILITY AND REFUSAL TO PAY BENEFITS

DATE: March 2, 2009

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:

--

CITY, STATE, ZIP:

RE: DATE OF INJURY: 02/02/2009
NATURE OF INJURY: exposure to tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAME/TPA NAME: TIlE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-0295-06
EMPLOYER NAME: Texas AgriLife Research
EMPLOYER ADDRESS: 3000 Briarcrest Drive, Ste 504
EMPLOYER CITY, STATE, ZIP: Bryan, TX 77802

On February25, 2009 we received notice that you reported an on the job injury. We are denying your claim for
workers’ compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paid
because:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas AgriLife
Research denies compensability/liability for the exposure to tuberculosis that occurred on or about 02/02/2009.
Exposure in and of itself would not be considered an injury in course and scope of employment, absent physical
harm or damage to the body nor an occupational disease absent an illness resultant from the exposure. If further
evidence is presented, it will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:

Q Adjuster’s Name: Kaye Ball
Toll Free Telephone #: 1-866-249-8574
Fax #IE-mail Address: 1-979-458-6247/KBall@tamu.edu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Ueivwsil
View MM Unieeesity Teen State Uwveisity Texas AIM t’aciie Uiesre’sitt• Texas AIM Uieveesity Texas MM L*vecsity . Texas MM Uievecsly.ComieceTexas AIM Uniaexssty.Coipis Chriel Tense AIM I rsyivIe Texas AIM Ur rsitp.Texaliana West Texas AIM Uasexsity

Agencies

Texas AgncViuxie Expenmeilt Staoii Texas Coxpecasve Extension TexK Enganeiehrg Expncexeel Siaon . Texas Engaseaseg Extenwon Sei*e . Texte Fonent Ses’ace
tense Transpcrtabon Instute Texas Veeninaty Meiecio Diagnxxlc Laboratory Texas AIM UoworsAy Syslien Heatyt Science Center

DWC PLN-1 (Rev. 1/05) Page 1 lIUI Ih llII1 I llI 111111 IIh 11111 Ih1 1ll 1I
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The Texas A&M University System
Office ofthe Treasurer

Environniental Health and Safety • Risk Management • Treaswy Services
4’ A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424

* PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979458-6247 • http:I/taniusyetern.tamu.edu

NOTICE OF DENIAL OF COMPENSABILITY/LIABIL1TY AND REFUSAL TO PAY BENEFITS

DATE: March 2,2009

TO: NAME OF INSURED EMPLOYEE:
ADDRESS
CITY,STAtE, ZIP: FAXEDT3STARR

RE: DATE OF INJURY: 02/02/2009 i
NATURE OF INJURY: exposure to tuberculosis -

PART OF BODY INJURED: whole body
EMPLOYEE SSN: 4
DWC N: Unassigned
CARRIER NAME/TPA NAME: TIlE TEXAS A&M UNiVERSITY SYSTEM
CARRIER CLAJM#: 209-0295-06
EMPLOYER NAME: Texas AgriLife Research
EMPLOYER ADDRESS: 3000 Brlarcrest Drive, Ste 504
EMPLOYER CItY, STATE, ZIP: Bryan, TX 17802

On February25, 2009 we received notice that you reported an on the job injury. We arc denying your claim for
workers’ compensation benefits. Workers’ compensation benefits, including medical benefits, arc not being paid
because:

The Texas A&M University System as the workers’ compensation insurance carrier for the Texas AgriLife
Research denies compensability/liability for the exposure to tuberculosis that occurred on or about 02/0212009.
Exposure in and of itself would not be considered an injury in course and scope ofemp1oymen absent physical
harm or damage to the body nor an occupational disease absent an illness resultant from the exposure. If further
evidence is presented, it will be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact we:

Q Adjuster’s Name: Kaye Bali
Toll Free Telephone #: 1466-2494574
Fax N/E-mail Address: 1-979-458-6247/KBaII@tamu.edn

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1400-252-7031.

Hammond SO -11-012-013
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‘?3 -DI3
ias Department of State Health Serv

MAY 5 2009Tuberculosis Contact Screening Form

You have been identified as someone who recently spent time in an enclosed area with a person suspected of having

tuberculosis (TB) disease. The information below will help the health-care worker interpret the results of the standard tests

for pos’ ection with TB.

— BirthDw BirthCountry: t45s4 SS#:

____________

Address:..........L ‘I

_________________________________

Race: Ethnicity: £t5..ts?11,SexçJ

- ...

- $ - Telephone:

TB Symptom Review: D Fever LJ Chills 11 Cough E3 Productive Cough fJ Night Sweats
Hemoptysis Q Weight Loss (10%) C Enlarged cervical lymph nodes

Q Other:

________________________________________________________________________________

(Persons with symptoms of TB need a complete evaluation with skin test, sputum x 3, chest x-ray, and medical evaluation)

Previous Testing/Treatment:

History of treatment of TB infection or disease:

Date and results of previous tuberculin skin test (TST):

History of prior exposure to someone with TB disease: No

I No Q Yes Dates:

[] Yes Names/Dates:

History that may increase chance of prior exposure to someone with TB disease. Please check all that apply:

Residence or travel in country where TB is common Place/Dates:________________________________________________

Q Resident or employee of correctional facility Place/Dates:________________________________________________

Resident or employee ofhomeless shelter Place/Dates:__________________________________________________

C Resident or volunteer in disaster shelter Place/Dates:________________________________________________

Q Resident of long term care facility Place/Dates:

__

Health care worker Place/Dates:

Q Injection drug use .c

Other Medical History: —

Certain conditions may result in a false-negative result to the tuberculin skin test (TST). Please check all that apt:
Q HIV infection

[] Receiving corticosteroids, arthritis medications (e.g., Remicaid, Humira or Enbrcl) or other immunosupprive thapy C
C Immunization in the last 6 weeks with a live virus vaccine

Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment: —

Persons with a positive result to the tuberculin skin test (TST) should have a chest x-ray to screen for possible TB disease. Children
less than 6 years of age should have two views (PA and lateral . regnant women can receive a chest x-ray with proper shielding.
Are you pregnant or trying to become pregnant? C Yes No Comment:________________________________

(Recent contacts less than $ years ofage need x-rays (PA & lateral) with medical evaluation even if skin test is < 5mm.)

Some conditions increase the chance of developing TB disease ifyou are infected with TB. Please check all that apply:

Diabetes mellitus

[] Age less than 5 years
[J Leukemias/lymphomas
C Solid organ transplant

[1 HIV infection or AIDS [] Gastrectomy orjejunoileal bypass

C Silicosis C Chronic renal failure or on hemodialysis
C Cancer of head/neck/lung Q Weight 10% less than ideal body weight

Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel

T pe of Recent Exposure

Exposure during medical procedure
Q Exposure in congregate setting

Q Exposure in household of person with TB disease

[J Other uj jhtf 44jcfZ.O

Age <5 years
Age 5-15 years
Age> l5yóars

I*4TEXAS
h..flW1

Name:

C

First Chest x-ray/Date:

II

First Test/Date: q Read: Q1 4/0 eading:.jnm Manufacturer:__________________

Second Test/Date: LI f fr’j Reading:....mm Manufacturer4’- Q?’

Second Chest x-ray/Date:

Lot#: 9CMñ
Lot#:____________

;:; j
,-

Health-Care Provider: /.. (—t —!r\

TB-208 Tuberculosis Contact Screentng Form Rev 12107
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()
Texas Department of State Health Services

Tuberculosis Contact Screening Form

You have been identified as someone who recently spent time in an enclosed area with a person suspected of having
tuberculosis (TB) disease. The Information below will help the health-care worker interpret the results of the standard tests
for pos’“1ection with TB.

Name:.. Birth Date:, Country: 14 ,Ij SS#: —

_________

Address: f9 0 $. Race. Ethnicity: It7’5’?Mc Sex:

City/State/Zip:_ Telephone:_

TB Symptom Review: C] Fever C] Chills C] Cough C] Productive Cough C] Night Sweats
C] Hemoptysis C] Weight Loss (lO%) C] Enlarged cervical lymph nodes
C] Other:

____________________________________________________________________________

(Persons with symptoms of TB need a complete evaluation with skin test, sputum x 3, chest x-ray, and medical evaluation)

Previous Testing/Treatment: Date and results of previous tuberculin skin test (TST):

________________________________

History of treatment of TB infection or disease: L No C] Yes Dates:___________________________________

History ofprior exposure to someone with TB disease: No C] Yes Names/Dates:______________________________

History that may increase chance of prior exposure to someone with TB disease. Please check all that apply:

C] Residence or travel in country where TB is common Place/Dates:________________________________________________
C] Resident or employee of correctional facility Place/Dates:_____________________________________________
C] Resident or employee ofhomeless shelter Place/Dates:_____________________________________________
C] Resident or volunteer in disaster shelter Place/Dates:___________________________________________
C] Resident of long term care facility Place/Dates:______________________________
C] Health care worker Place/Dates: r’1 -
C] Injection drug use

Other Medical History: C,
Certain conditions may result in a false-negative result to the tuberculin skin test (TST). Please check all that apIvj — mC] NIV infection

C] Receiving corticosteroids, arthritis medications (e.g., Remicaid, Humira or Enbrel) or other immunosuppissive tIlapy<
C] Immunization in the last 6 weeks with a live virus vaccine —
C] Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment:______________________________

r-i
Persons with a positive result to the tuberculin skin test (TST) should have a chest x-ray to screen for possible T1 disease. Children
less than 6 years of age should have two views (PA and lateral. regnant women can receive a chest x-ray with proper shielding.
Are you pregnant or trying to become pregnant? C] Yes No Comment:________________________________

(Recent contacts less than 5 years of age need x-rays (PA & lateral) with medical evaluation even If skin test is < 5mm.)

Some conditions increase the chance of developing TB disease if you are infected with TB. Please check all that apply:

O Diabetes mellitus C] HIV infection or AIDS C] Gastrectomy orjejunoileal bypass
C] Age less than 5 years C] Silicosis C] Chronic renal failure or on hemodialysis
C] Leukemias/Lymphomas C] Cancer of headlneck/lung C] Weight 10% less than ideal body weight
C] Solid organ transplant C] Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel

T pe of Recent Exposure A e
Exposure during medical procedure Age <5 years

C] Exposure in congregate setting C] Age 5-15 years
C] Exposure in household of person with TB disease Age> 15 years
j) Other uj /4 i 4r i g 4jaZO

First Test/Date: 7’ Read: 1 IC) eading:mm Manufacturer:_________________

______________

Second Test/Date:_________ Read:_________ Reading:,_mm Manufacturer:_________________

______________

First Chest x-ray/Date:

Second Chest x-ray/Date:

501 bI

TB-208 Tuberculosis Contact Screening Form Rev 12/07 1* TEXAS

Lot#: Q29DMñ
Lot#:
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GENERAL CONSENT AND DlSCLOE

The information in this consent form is given so that you wifl be better informed about the health care services you willreceive. After you are sure you understand the information which will be given about the services and, if you agree toreceive the services, you must sign this form to indicate that you understand and consent to the services.
NOTIFICATION:

(Name of Health Department)(hereafter called the Department) encourages individuals to seek a personal physician for periodic health examinationsand for treatment of health problems. The Department clinic services are targeted primarily toward prevention of healthproblems among those who cannot access a physician. The Department cannot assume the responsibility for payment ofmedical care reàeived outside this clinic, including the delivery of babies, unless previous authorization has been given.
DISCLAIMER ON SCREENING: Among its services, the Department utilizes screening tests, which are a method ofidentifying individuals who are at risk for developing several common medical problems. In this way they can alert you topromptly seek medical evaluation and treatment from a private physician of your choosing. Screening tests performvaluable service in helping to find certain diseases early in their course. However, these screening tests do not cover alldiseases, and they may miss some cases of diseases they are intended to find. They are not diagnostic and they do notconstitute a complete exam.

GENERAL CONSENT: I give permission to the Department, Its designated staff and other medical personnel providingservices under Its sponsorship to perform physical assessments or examinations, conduct laboratory or other tests, giveinjections, medications, and other treatments, and render other health services to the patient identified on this form.
INFORMED CONSENT: In addition to the above general consent, I understand that special informed consent forms mustbe read and signed for the following procedures: medications for tuberculosis and Hansen’s Disease, immunizations,injectable medication for sexually transmitted dIseases, family planning methods, PKU special counseling, HIV testing,and certain other things.

PRIVACY NOTICE: lacknowledge that I have received a copy of the Departmenfs H1PAA Privacy Notice.
QUESTIONS: I certify that this form has been fully explained to me, that any blank lines have been filled in and that arquestKns I have had about the services have been answered to my satisfaction.
SIGNATURES: Fill blank lines with NA if not applicable.

SECTION I:

Patient’s Name...

________Patient’s

Signature..

Person Authorized to Consent (if not patient)
, ,,,

__________________

Signature
Date_____________________

SECTION II: I certify that the person who has the power to consent cannot be contacted and has not previously objectedto the service being requested.

Patient’s Name

Name of Person Giving Consent

___________________________________Signature___________________________

Relationship to Patient

_____________________________________________________Date_____________________

Address

Phone Number

SECTION III:

Counselor Signature
Date______________________

(Public Health Nursincj) L-3S Mrt’h 9flfl’
Hammond SO -11-012-013
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TAMUS RECORDS VERIFICATION

-z______
INJURED EMPLOYEE —

SOCIAL SECURITY# —

.- . .. .____ — ....: .

CLAIM NUMBER DATE OF INJURY BODY PART :0 C DISPOSITION

E$ D

LAE$

tM$
Is

LAE$

M$

Is
LAE$
M$

$
1M$

Is
L4E$

M$

Is
LAE$

M$

Is
AE$

MS

.
1$

LAE$

M$

Is
LAE$

MS

. Is
LAE$
M$

‘1$

I.AE$
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# 13/ 2302—24—09;15:43 ;
...

AFFiDAVIT

STATE OF TEXAS

COUNTY OF____________

KNOW ALL YE MEN BY THESE PRESENTS,

That on this jq dayofJi .‘*- 2QI, personally came and
, (!1i.t. Iknown, and known to me, who after being first duly sworn, deposes and says:

3I-t JO, 2.12 c Cj -S ±
11

d% 4)Ud t

i41t&-to 6-, 7Ie df2-4 -4

54ff

J1

FURTHER AFFIAN1’ SAYETH NOT.

SUBSCRIBED TO AN]) SWORN TO before me this jg day

My Commission Lxpires

____

DORALYNNESON1f MYCWslaN(PIflE8
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Bob Hensz Date: 0310212009
Texas AgriLife Research RE:

Employed By AgriLife Research
Supervisor: Dr. Libal
D.O.l.: 02102109
Claim No.: 209-0295-06

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARY
J We have received a medical bill/report that indicates an injury may have occurred

on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. lf an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

Q The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury is received indicating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

Li This claim has been accepted as a compensable injury.

This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

This claim has been denied because:
There was no injury in course and scope of employment
The injury was not sustained in the course & scope of employment

El Untimely notice of injury was given
El The injury is considered an ordinary disease of life
El Disability only, medical documentation required to establish physical harm
El Other

LI Other:
Thanks.

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci,procedure:office

Hammond SO -11-012-013
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CHECK LIST FOR NEW FOLDERS CLAIM2Oq_-

ss# L39

Li Prepare lost time chart

Q Acceptance Letter
, Contact injured employee for statement by telephone

Employer initial status of claim (blue sheet)
Wage statement

LI Request for Paid Leave

LI Supplemental
Initial questionnaire to Claimant
Work status tracking log
Copy ofwork status to employer
Update work status in Allegro

ate claim notes for extent of inury, controverted & TRPL

LN I LN 2PLN 4, PLN 11
EDI 1 report
DWC Record Check
Request witness statement

Subrogated claim:

Q Notice to claimant

Li Notice to 31( party

Li Notice to 3rd party insurance

Q Request accident report

Work status change:

Li Update lost time in Allegro

Li Update work status tracking log

Li Copy of work status to Employer

Impairment benefits:

El PLN3

Li ED! IStreport

El DWC-28

Li Data update to:
show date of MMI & impairment rating
date disability began (date of MM! if no lost time) to ED! 1st report

Last Status Change:

_______(date

ofMMI)

Disability Status:

________

Date Disability Began:

_____

(date ofMMI)

Work Status:

______________

Last Date Employee Worked/Return to Work Date: Leave blank

Li Update notepad (TRPL)

Li Subsequent Status Claim form to Employer
Request wage statement?

Hammond SO -11-012-013
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The Texas&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979.458-6330 • Toll Free: 866-249-8574 • Fax 979458.6247 • httpl/tamusystemtamu.edu

NOTICE OF DENIAL OF COMPENSABILITY/LIABILITY AND REFUSAL TO PAY BENEFITS

DATE: March 2, 2009

TO: NAME OF INJURED EMPLOYEE: —

ADDRESS: FAXED 10 ARR

CITY, STATE, ZIP: DATE: 3 f3Jc3’t A S
RE: DATE OF INJURY: 02/02/2009

NATURE OF INJURY: exposure to tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAMEflPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-0269-02
EMPLOYER NAME: Texas A&M University Employee Services
EMPLOYER ADDRESS: General Service Complex Ste 1201
EMPLOYER CITY, STATE, ZIP: College Station TX 77843-1255

On 02/25/2009 we received notice that you reported an on the job injury. We are denying your claim for workers’

compensation benefits. Workers’ compensation benefits, including medical benefits, are not being paid because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M
University denies compensability and/or liability for the exposure to tuberculosis on or about 02/02/2009. Exposure

in and of itself would not be an injury in course and scope of employment absent physical harm or damage to the
body nor an occupational disease absent an illness resultant from the exposure. If farther evidence is presented our

decision may be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:

Adjuster’s Name: Pam Shannon
Toll Free Telephone #: 1466-249-8574
Fax #IE-mail Address: 1-979-458-6247fPam@tamu.edu

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review

Conference, contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that making a false or fraudulent workers’ compensation claim Is a crime that may result in fines

and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

Prafle •‘ Ti.n St Ursit• Texas AIM In&ncaa Uiwxy rex AIM U,sty• Texas AIM Ust,ersly st GEeesWt . Texas AIM UIIvIt-Cc.Texerce
Texas AIM UrdexsCop4 CleteS . Texas AIM Ustesw-Ki”gsvde . Te,a AIM Ustesxxtty-Texkasa West AIM Ue3vetity

Texas Agxci?urI E,p.nnest Stoe Texas Coapeve Exssion Texas C alexiag Exasr,ei Sn Texas Ena&sg ExienistS Ses Texas Foest Sex

Texu Traepotadxe InsAb Texas Vetnas Ue& Oaasdc Luy Texas AIM Uasasy Syxi, Hem, Soeece Ces

IIHI HI III III 1111111111 III Null ii Ill IITvVCC PLN-1 (Rev. 1/05) Page 1

Hammond SO -11-012-013
TAMUS 0151



b

03/O3/2009 17:09 FAX 97945862 TAMU RISK MANAGEMENT Cjoooi

ass TX REPORT ass

TRANSMISSION OK

TX/RI NO 1183
RECIPIENT ADDRESS 917134624143
DESTINATION ID
ST. TIME 03/03 17:09
TIME USE 00•30
PAGES SENT 1
RESULT OK

3NKIp

The Texas A&M University System
Office ofthe Treasurer

Environmental Health and Safety • Risk Managnnent • Treasury Services4’ A&.M System Building, Suite 1120 • 200 Tecbnology Way’ College Station, TX 77845-3424• PH; 979-458-6330 • Toll Frw 866-249-8574 • Fax 979-458-6247 • b!Iunysterrirert,jedu

NOTICE OF DEIIAL OF COMPENSABUrYILL4BIL1TY AND REFUSAL TO PAY BENEFITS
DATE: March 2, 2009

TO: NAME OF INJURED EMPWYEE:.
ADDRESS: F CIT ST
CITY,STATE,ZLP:

.DATE:Sf3/C1 frs
RE: DATE OF INJuRY: 0210212009

NATURE OF INJURY: exposure t tuberculosis
PART OF BODY INJURED: whole body
EMPLOYEE SSN:
DWC #: Unassigned
CARRIER NAMErrPA NAME: THE TEXAS A&M UNIVERSITY SYSTEM
CARRIER CLAIM#: 209-026942
EMPLOYER NAME: Texas A&M University Employee Services
EMPLOYER ADDRESS: General Service Complex Ste 1201
EMPLOYER CrrY, STATE, ZIP: College Station TX 77843-1255

On 02/25/2009 we received notice that you reported an on the job izjury. We are denying your claim for workers’conqcaisation benefits. Workers’ compensation benefits, including medical benefits, are not being paid because:
The Texas A&M University System as the workers’ compensation Insurance carrier for Texas A&MUniversity denies compensability andfor liability for the exposino to tuberculosis on or about 02/02/2009. Exposurein and ofitself would not be an injury in course and scope ofemployment absent physical harm or damage to thebody nor an occupational disease absent an illness resultant from the exposure. If further evidence is presented ourdecision may be reviewed.

If you do not agree with the denial and refusal to pay benefits, please contact me:
Adjuster’s Name: Pam Shannon
Toll Free Telephone #: 1-866-2494574
Fax #/E-mafl Address: l-95247nedu

If we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,Division of Workers’ Compensation for further assistance. You have the right to request a Benefit ReviewConference, contact the Division office handling your claim at 1-800-252-7031.
If you would like to receive notices such as this by facsimile or e-mail, 1eue contact me anti nmviA tin,w frn..i.Hammond SO -11-012-013
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C>L4
sDepartment of State Health ServiëW’ MAY

Tuberculosis Contact Screening Form
52009

City/State/Zipç.J

TB Symptom Review: Q Fever Q Chills Q Cough J Productive Cough L Night Sweats
[] Hemoptysis Q Weight Loss (lO%) Q Enlarged cervical lymph nodes
Q Other:

____________________________________________________________________________

(Persons with symptoms of TB need a complete evaluation with skin test, sputum x 3, chest x-ray, and medical evaluation)

Previous Testing(Freatment: Date and results of previous tuberculin skin test (TST): 3Ae. OO5 —

History of treatment of TB infection or disease: No Q Yes Dates:_______________

History of prior exposure to someone with TB disease: No C Yes Names/Dates:__________

History that may increase chance of prior exposure to someone with TB disease. Please check all that apply:

Residence or travel in country where TB is common PlacelDates:________________________________________________

E] Resident or employee of correctional facility Place/Dates: —

Q Resident or employee of homeless shelter Place/Dates:

[] Resident or volunteer in disaster shelter Place/Dates:

Q Resident of long term care facility Place/Dates:________________________________________________
V)J.’

[] Health care worker Place/Dates: -z
[] Injection drug use —

Other Medical History: rnCertain conditions may result in a false-negative result to the tuberculin skin test (TST). Please check all that app& ‘9
Q HIV infection
[3 Receiving corticosteroids, arthritis medications (e.g., Remicaid, Humira or Enbrel) or other immunosuppreve the?äy
[3 Immunization in the last 6 weeks with a live virus vaccine
[3 Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment:________________________________

Persons with a positive result to the tuberculin skin test (TSI) should have a chest x-ray to screen for possible TB disease. Children
less than 6 years of age should have two views (PA and lateral). Pregnant women can receive a chest x-ray with proper shielding.
Are you pregnant or trying to become pregnant? C Yes No Comment:______________________________

(Recent contacts less than 5 years of age need x-rays (PA & lateral) with medical evaluation even if skin test is < 5mm.)

Some conditions increase the chance of developing TB disease if you are infected with TB. Please check all that apply:

T pe of Recent Exposure
Exposure during medical procedure

[3 Exposure in congregate setting
[3 Exposure in household of person with TB disease
DOther_____________________

I*TEXAS
LJWfl—

Name:

You have been identified as someone who recently spent time in an enclosed area with a person suspected of having
tuberculosis (TB) disease. The Information below will help the health-care worker interpret the results of the standard tests
for possible infection with TB.

— Birth Date:_ BirthCountry: i}41/41SS#

Races—,,Ethnicity: .wCc.VZl Sex:t

[3 Diabetes mellitus
C] Age less than 5 years
[]Leukemias/lymphomas
[] Solid organ transplant

[3 HIV infection or AIDS [] Gastrectomy orjejunoileal bypass
[] Silicosis [] Chronic renal failure or on hemodialysis
[3 Cancer of head/neck/lung [] Weight 10% less than ideal body weight
[3 Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel

Age
C Age <5 years
[3 Age5-l5years
LJ Age>l5years

First Test/Date: 9fr \()9 Read: (0 Reading:4...mm ManufacturerE)i Li

Second Test/Date: Y/?/t7 Read:q/3O/C9 Reading:..mm Manufacturer:c?v4 ,4?ZW

First Chestx-ray/Date: Results:. --__________________________

Second Chest x-ray/Date: Results:.

Lot #:

Lot #:C2ta3rn9

Health-Care Provider: 4_-(._ (
In*prnrp*r.

TB-208 Tuberculosis Contact Screening Form Rev 12/07
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exas Department of State Health Servic

Tuberculosis Contact Screening Form

You have been Identified as someone who recently spent time In an enclosed area with a person suspected of having
tuberculosis (TB) disease. The information below will help the health-care worker interpret the results of the standard tests
for posrthlD infection with TB.

City/State/Zip:_

TB Symptom Review:

— Birth Date:L - Birth Country: (Aii/ul’aSS#:

____________

LA.dL, ‘/.
Races—Ethnicity:C5uCc7.V’4 Sex:

Q Fever [] Chills Cough Q Productive Cough []Night Sweats
Q Hemoptysis Weight Loss (10%) [] Enlarged cervical lymph nodes

Other:

________________________________________________________________________________

(Persons with symptoms of TB need a complete evaluation with skin test, sputum z 3, chest x-ray, and medical evaluation)

Previous TestinglTreatment: Date and results of previous tuberculin skin test (TSI): 3Ac. Od S

History of treatment of TB infection or disease: No Q Yes Dates:________________________________
History of prior exposure to someone with TB disease: No Q Yes Names/Dates:____________________________
History that may increase chance of prior exposure to someone with TB disease. Please check all that apply: ‘ ,..,

C] Residence or travel in country where TB is common Place/Dates:_____________________________________________
[] Resident or employee of correctional facility Place/Dates: ‘ cli
C] Resident or employee of homeless shelter Place/Dates: C)
C] Resident or volunteer in disaster shelter Place/Dates: Tn
[] Resident of long term care facility Place/Dates:
C] Health care worker Place/Dates:

i-nC] Injection drug use
Other Medical History: jn
Certain conditions may result in a false-negative result to the tuberculin skin test (TST). Please check afl that app

C] HIV infection
C] Receiving corticosteroids, arthritis medications (e.g., Remicaid, Humira or Enbrel) or other immunosuppressive therapy
[] Immunization in the last 6 weeks with a live virus vaccine
[] Illness in the last 6 weeks with rubeola, influenza, mumps, etc. Comment:______________________________

Persons with a positive result to the tuberculin skin test (TST) should have a chest x-ray to screen for possible TB disease. Children
less than 6 years of age should have two views (PA and lateral). Pregnant women can receive a chest x-ray with proper shielding.
Are you pregnant or trying to become pregnant? [J Yes No Conunent:________________________________

(Recent contacts less thinS years of age need x-rays (PA & lateral) with medical evaluation even if skin test is <5mm.)
Some conditions increase the chance of deveLoping TB disease ifyou are infected with TB. Please check all that apply:

[] Diabetes mellitus
C] Age less than 5 years
C] Leukemias/lymphomas
C] Solid organ transplant

Type of Recent Exposure
C] Exposure during medical procedure
C] Exposure in congregate setting
C] Exposure in household of person with TB disease
C] Other

__________________________________________

First Chest x-ray/Date:

Second Chest x-ray/Date:_________ Results:

— Yl

Naine:_
A A,i.....

r.

Telephone:

C] HIV infection or AIDS C] Gastrectomy or jejunoileal bypass
C] Silicosis C] Chronic renal failure or on hemodialysis
C] Cancer of head/neck/lung C] Weight 10% less than ideal body weight
[] Prolonged use of drugs such as prednisone, Remicaid, Humira or Enbrel

Age
C] Age<5 years
C] Age 5-15 years
J Age>l5years

First Test’Date: 9/Q 1( Read: I 1ø Reading:.4...mm Manufacturer4L) c7_.

Second Test/Date:__________ Read:_________ Reading:_....jnni Manufacturer:

Lot #: C’X?9ç2$2n,4
Lot #:______________

TB-208 Tuberculosis Contact Screening Form Rev 12/07
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GENERAL CONSENT AND DlSCLE

The information in this consent form is given so that you will be better informed about the health care services you willreceive. After you are sure you understand the information which will be given about the services and, if you agree toreceive the services you must sign this form to indicate that you understand and consent to the services.
NOTiFICATION:

(Name of Health Department)(hereafter called the Department) encourages individuals to seek a personal physician for periodic health examinationsand for treatment of health problems. The Department clinic services are targeted primarily toward prevention of healthproblems among those who cannot access a physician. The Department cannot assume the responsibility for payment ofmedical care received outside this clinic, including the delivery of babies, unless previous authorization has been given.
DISCL.AIMER ON SCREENING: Among its services, the Department utilizes screening tests, which are a method ofidentifying indMduals who are at risk for developing several common medical problems. In this way they can alert you topromptly seek medical evaluation and treatment from a private physician of your choosing. Screening tests performvaluable service in helping to find certain diseases early in their course. However, these screening tests do not cover alldiseases, and they may miss some cases of diseases they are intended to find. They are not diagnostic and they do notconstitute a complete exam.

GENERAL CONSENT: I give permission to the Department, its designated staff and other medical personnel providingservices under its sponsorship to perform physical assessments or examinations, conduct laboratory or other tests, giveinjections, medications and other treatments, and render other health services to the patient Identified on this form.
INFORMED CONSENT: In addition to the above general consent, I understand that special informed consent forms mustbe read and signed for the following procedures: medications for tuberculosis and Hansen’s Disease, immunizations,injectable medication for sexually transmitted diseases, family planning methods, PKU special counseling, HIV testing,and certain other things.

PRIVACY NOTICE: I acknowledge that I have received a copy of the Department’s HIPAA Privacy Notice.
QUESTIONS: I certify that this form has been fully explained to me, that any blank lines have been filled in and that arquestions I have had about the services have been answered to my satisfaction.
SIGNATURES: Fill blank lines with NA if not applicable.

SECTION I:

Patient’s Name...

__________Patient’s

SignatL
Person Authorized to Consent (if not patient) Relationsl11_________________
Signature

Date_________________
SECTION II: I certify that the person who has the power to consent cannot be contacted and has not previously objectedto the service being requested.

Patient’s Name

Name of Person Giving Consent

___________________________________Signature

Relationship to Patient

_____________________________________________________Date_____________________

Address

Phone Number

SECTION III:

Counselor Signature

_____________________________________________________Date______________________
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WORKERS’ COMPENSATION -

INITIAL STATUS OF CLAIM REPORT
To: Jim Kuhlmann Date: 03102109

TAMU RE:
Employed By TAM U
Supervisor: Dr. Sara Lawhon
D.O.l.: 0210212009
Claim No.: 209-0296-02

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARY

LI We have received a medical bill/report that indicates an injury may have occurred
on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days ofreceipt of this notice the claim for compensability will be
accepted.

j The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury Is received indicating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

This claim has been accepted as a compensable injury.

LI This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

This claim has been denied because:
There was no injury in course and scope of employment

LI The injury was not sustained in the course & scope of employment

LI Untimely notice of injury was given
LI The injury is considered an ordinary disease of life

LI Disability only, medical documentation required to establish physical harm
LI Other:

LI Other:
Thanks

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-5247

Adjuster: Kaye Ball
F:wci ,procedure:office

Hammond SO -11-012-013
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CHECK LIST FOR NEW FOLDERS

Prepare lost time chart
Acceptance Letter
Contact injured employee for statement by telephone: dat4

—‘ Employer initial status of claim (blue sheet)
fl Wage statement

Request for Paid Leave
Supplemental
Emailed on

Initial questionnaire to Claimant
Work status tracking log
Copy of work status to employer

LI Update work status in Allegro
Update claim notes for extent of injury & controverted
PLN LI 1 [j2 Do []ii
EDI 1 report (LWOP not using sick/annual leave)
DWC Re;ord Check

witness statement
Divider

PLN 11 (defined Extent of Injury within 60 days)
8th Day of Disability, Elimination Week & Week 26

____

Notice to claimant

____

Notice to 3rd party
Notice to 3rd party insurance
Request accident report

Work status change:
Update lost time in Allegro
Update work status tracking log
Copy of work status to Employer

Impairment benefits:
LI EDI 1st report

LI PLN3
Update Allegro MMI/IR

[J Subsequent Status Claim form to Employer
Request wage statement?

Subrogated claim:

__LI__LI

LI
LI

Hammond SO -11-012-013
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The Texan &M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979-458-6247 • http://tamusystem.tamu.edu

NOTICE OF DISPUTED ISSUE(s) AND REFUSAL TO PAY BENEFITS

TO: NAME OF INJURED EMPLOYEE:
ADDRESS:
CITY, STATE, ZIP:

RE: DATE OF INJURY: 06/03/2008
NATURE OF INJURY: Possible Exposure/Toxins
PART OF BODY INJURED: Body
EMPLOYEE SSN:
DWC #: Unknown
CARRIER NAME1TPA NAME: THE TEXAS A&M UNWERSITY SYSTEM
CARRIER CLAIM#: 208-0441-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CITY, STATE, ZIP: College Station, TX 77843-1255

We are disputing entitlement of any body part, medical condition, or diagnosis other than a possible exposure to
Tuberculosis and Brucella because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M
University accepts that the compensable injury extends to and includes a possible exposure to tuberculosis and
brucella only, that occurred on or about 06/03/2008. Carrier disputes that the compensable injury extends to and
includes any and all other body parts and/or medical conditions.

If you do not agree with the dispute and refusal to pay benefits, please contact me:

Adjuster’s Name:
Toll Free Telephone #:
Fax #IE-mail Address:

Kaye Ball
1-866-249-8574
1-979-458-6247/KBall@tamu.edu

Jni,uee

Praexe Vmxw MM Univei4y Taten Sa VavorxSV Texas MM InternaSonM Usvers5y• Texas MM UrWty Texas MM UfMvV$it 55 Gvex5ca Texas MM LJrnvorxConxnêce
Texas MM Lkrneedv-Corpis C5w5 Texas MM uew.-anexa.• Texas MM Un Texakata West Texas MM Unirerx4y

-u

Texas AgiZi.eir ExpeieN5Ia5an T.xa Coopaee Eahixáo Texa. Enakeflq ExpaknestS Texas Enneering Exten55on See Texas Forest Serace
Texas Trasrson Ia5x . Te.x Veitwy hte55c55 Oiagmxdc Laa,y Tex MM U*aersity SyxWs HealU Scerce Center

IIllI II NhI III I HI HuN IIII NIH II IO II

DATE: August 6, 2008

Axr) T9s]

1ii-1°(QW2

If we are unable to resolve the Issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1-800-252-7031.

If you would like to receive notices such as this by facsimile or e-mail, please contact me and provide your facsimile
number or e-mail address.

Please note that maldng a false or fraudulent workers’ compensation claim is a crime that may result in fines
and/or imprisonment.

Cc: DWC, 7551 Metro Center Drive, Ste. 100, Austin, Texas 78744-1645

1

DWC PLN-1 1 (Rev. 1/05) Page 1
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08/06/2008 12:23 FAX 979 458 6247 TAMU RISK MANAGEMENT 1jooi

cc: TX REPORT ccc

TRANSMISSION OK

TX/RI NO 4525
CONNECTION TEL 917134624143
CONNECTION ID
ST. TIME 08/06 12:22
USAGE T 00.56
PGS. SENT 1
RESULT OK

The Texas A&M University System
Office of the Treasurer14 kS ) nvironmeata1 Hesith and Safety • Risk Management • Ttcasury SerJicc5

A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424
PH: 979-458-6330 • Toll Free: 866-249-8574 • Fax 979458-6247 • htpu/ninusystemiamu.cdu

NOTICE OP DISPUTED ISSUFAs AND EPUSAL TO PAY BENEFITS

DATE: August 6, 2008

TO: NAME OF IN3tIRfl) EMPLOYEE:
ADDRESS: O’fl 10 STARR I
CITY, STATE, ZZP: 1

RE: DATE OF INJURY: 06/03008

____________

NATURE OP flJVRY: Possible Exposure/Toxina
PART OF BODY INJURED; Body
EM.PLOYEE sSN:
DWC Th Unknown
CARRIER NAMEfPA NAME; TUE TEXAS A&M I3NIVERSITY SYSTEM
CARRIER CLAIM#’ 208-0441-02
EMPLOYER NAME: Texas A&M University
EMPLOYER ADDRESS: General Services Complex, Ste. 1201
EMPLOYER CiTY, STATE, ZIPt College Station, TX 71843-1255

We are disputing entitlement of any body part, medical condition, or diagnosis other than a possible exposure to
Thberculosis and Brucefla because:

The Texas A&M University System as the workers’ compensation insurance carrier for Texas A&M
University accepts that the compensable injusy extends to and includes a possible exposure to tubcrculusis and
bnicefla only, that occurred on or about 06/03/2008. Carrier disputes that the compensable injury extends to and
includes any and all other body parts and/or medical conditions.

If you do not agree with the dispute and refusal to pay benefits, please contact me:

,/ Adjuster’s Name: Kaye Bali
Toll Free Telephone # 1466-2494574
Fax #/E-niail Address: 1-979-458-6247fXBall(tamu.edu

if we are unable to resolve the issue to your satisfaction, you may contact the Texas Department of Insurance,
Division of Workers’ Compensation for further assistance. You have the right to request a Benefit Review
Conference. Contact the Division office handling your claim at 1400-252-7031.

If you would like to receive notices such as this by facsimile or c-mail, please contact me and provide your facsimile
number or e.mail address.

Please note that making a false or fraudulent workers’ compensation claim is a crime that may result in fines
awl/or imprisonment.

Cc; DWC, 7551 Menu Center 1)rivc, Ste. 100, Austin, Texas 78744.1645
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TAMU LARR FACILITY IJooJ.06/19/08 THU 13:37 FAX 979 845 6706
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MEDICAL________________
INDEMNITY

_________________

LAE____________

LOST TIME YIN ADJUSTER____
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coy s 7Jp Code
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EMPLOYER’S FIRST REPORT OF INJURY OR ILLNESS

CLAIM#
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Coffer, Lisa

From:
Posted At: Thursday, June 19, 2008 5:13 PM
Conversation: correct add.
Posted To: WCI Incoming EMail

Subject: correct add.

Need to know now? Get instant answers with Windows Uve Messenger. IM on your terms.

I
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Coffer, Lisa

From: Kuhlmann, Jim R.
Sent: Thursday, June 19, 2008 4:09 PM
To: Coffer, Lisa
Subject: address verification

Lisa,

Our records indicate the following address:

Let me know if you need anything else -

Jim Kuhlmann
Human Resources Specialist
Employee Services — Management Services
Texas A&M University
jkuhImanntamu.edu

1261 TAMU I College Station, TX 77843-1261

Tel. 979.862.4971 I Fax 979.847.8546

http://emjloyees.tamu.edu

TEXAS MM
N v I: t 5•

This email and any files transmitted with it are confidential. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or use of thecontents of this Information Is prohIbited. If you have received this email transmission In error, please notify me by telephone or via return email and delete this email with allits information from your system.

I
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II. UFT/CARRY RESTRICTIONS (If any):

o May not IifVcany objects mote than _lbs.

tormrethm_houtsperday
C May not peflbrm any Il11higicarrying

o Other_______________

22
T1002
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____
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I] Must wear splintlcast at work
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0 No workl 0_hours/day wodc
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INZURED EMPLOYEE
SOCIAL SECURITY #

DATE OF
CLAIM NUMBER INJURY BODY PART 0 C DISPOSITION
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June 20, 2008

The Texas A&M University System
Office of the Treasurer

Environmental Health and Safety • Risk Management • Treasury Services
A&M System Building, Suite 1120 • 200 Technology Way • College Station, TX 77845-3424PH: 979-458-6330 • Fax 979-458-6247 • http://tamusystem.tamu.edu

This office is in receipt of a First Report of Injury indicating that you sustained a work—related
injury on 6/3/2008.

Any medical bills you Incur as a direct result of this injury should be immediately forwarded to
this office for consideration. Prescription drugs may be filled at any pharmacy. Please do not
use your health care insurance to have these prescriptions filled.

If you miss more than a day of work as result of this injury you must contact your department
to ensure that you receive all the benefits to which you may be entitled.

If you have any questions regarding your claim, please come by our office or call us at
(979) 458-6330.

Sincerely,

KAYE WALL

Workers’ Compensation Insurance
Risk Management Division

Enclosure

Pra,bAewMM LMii Ta1en S Tax MM Ipm U%ify Te MM UiEmU• Tex* MU m MMMid lJ*Iy’Copu.ci. Tecas MM U ey4Ue TexA&M Weflezas MM Urvr,Uy
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MEDICAL SER’iICES CHA.
Treating

—CLAIM# 2O ‘ t-/(i Approved Change__________________________ConsultinglReferral (apjroval date)CLAIMAN

DOIt(. Nature of InjurYti ‘RME Date_________Result_______________________________________Body Part Injured__________________________________ DIDMME DATE %IMJATRMENT Result_____________________________
Initial Treatment Plan Initial Diagnosis Code________ Secondary Treatment Plan or Changes

X-Ray
PHYSICAL THERAPYBody Part Date Result______ WEEK I_______ WEEK I________MRI WEEK 2 WEEK 2

WEEK 3 WEEK 3Body Part Date Result
WEEK 4 WEEK 4CIT Scan
WEEK5_____ WEEK5______Body Part Date Result______ WEEK 6 WEEK 6Bone Scan WEEK 7 WEEK7_______Body Part Date Result______ WEEK 8 WEEK 8Myelogram COMMENTS:______________________Body Part Date Result______

MG
Body Part Date Result______

SURGICAL PROCEDURES DENIED PHARMACY

PREAUTHORIZATIONS BODY PART DENIED_____________DATE YES/NO PROCEDURE DATE l’IVCC 21 FILED Y/N
BODY PART DENIED___________
DATE 1WCC 21 FILED Y/N
BODY PART DENIED___________
DATE TWCC 21 FILED Y/N
NOTES:____________________________
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EMRx ID: swsmed09341216852641 12272
Patient Name:
Patient MRN: 4861865
Encounter Date: 07/15/2008
Provider: Samuel W Allen
Facility: CS
Doctype: 09
Specialty:
Marital Status:
DOB: Sex: M Race:
Status: Signed
Phone Number:
Patient Addr:

TITLE: 07/15/2008 BCS WRID Samuel W Allen 4861865

SCOTT AND WHITE MRN: 4861865
Bryan-College Station
Work Related Injury Report
SSN:
DOB: 03/11/1983
DATE OF SERVICE: 07/15/2008

t3
-

(_r’•

WORKER’S COMPENSATION INJURY : ‘?

EMPLOYER:
Texas A and M University.

DATE OF INJURY:
June 13, 2008.

I am following this patient for who is the treating
physician.

SUBJECTIVE:

http://pie.sw.orgldocdisp_left.php?pid=48930da11 1_I heinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
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ct28This is a 25-year-old, Caucasian male who presents to Occupational Medicine
Clinic. He was originally seen through the TodayCare clinic after a
potential exposure to brucella, tuberculosis, and acute fever. On the date
of original visit, a chest x-ray was requested. Hemogram laboratory drawn
for brucella titer, Q fever. A PPD was also applied to rule out possible
exposure. He is here for followup on those labs. He did take the
doxycycline which was given as a prophylaxis for possible infection.

PHYSICAL EXAMINATION:
VITAL SIGNS: Pulse of 83. Blood pressure is 147/93. Weight is 178
pounds.

Laboratory review with him today indicates brucella is negative. Q fever
less than 1 to 16 which is the normal range. His blood count was reviewed
including his WBC count of 8.7, hemoglobin 16.6, hematocrit of 47.2, and
platelets of 205,000. He is having no other symptoms. No cough or
congestion. No lymph node enlargement or other complaints.

ASSESSMENT:
Possible exposure to Brucella, tuberculosis, Q fever with negative titer,
negativePPD.

PLAN:
A Q fever and brucella titer will be drawn today. It is recommended at 90
days, he has a repeat PPD applied. He is given a Texas Worker’s
Compensation form 73 without restriction today. The laboratory evaluation
today will be relayed to the patient once concluded.

Electronically signed by
Don A Mackey, MD 07/23/2008 17:37
Samuel W Allen, PA-C
125 /16997 Don A Mackey, MD
979-691-3458254-724-2111 ;-•

dd: 07/15/2008 4:44 P dt: 07/15/2008 9:05 P
Job #:000368113/9826284/
Doc ID#: 200807152134013500

Ca)cc:

http://pie.sw.orgldocdisp_left.php?pid48930da 111 _lheinig&mm=486 1 865&fac=SW&smo... 8/1/2008
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EMRx ID: sw1ab0934121639606826446
Patient Name:
Patient MRN: 4861865
Order Date: 07/15/2008
Collection Date: 07/15/2008
Received Date: 07/16/2008
Attending Doe: TEST DOCTOR
Consulting Doe: No Data Delivered
Admitting Doe: No Data Delivered
Ordering Doc: SAN ALLEN
Billing Number: 4001091003
Order Number: B5154689
Facility: Scott and White
DOB: Sex: N Race: W
Patient Addr:

Home Phone: (979)845—9012
Work Phone:

TITLE: 07/15/2008 LAB BREJC, QFAB SAM ALLEN DELANEY, JOHN 48615

Name
MRN: 4861865 Loc: BCS CLIN

SCOTT & WHITE HOSPITAL AND CLINIC Age: 25 Sex: M
DIVISION OF CLINICAL PATHOLOGY 008:

Add:
)ELECTRONIC REPORT

PRELIM

Ordered by: ALLEN SAM Ordered Date&Time : 07/15/2008 16:52
Collected Date&Time: 07/15/2008 16:30Deliver to: ALLEN SAM Lab Order #: B5154689

REFERENCE LABS

TEST NAME RESULTS AB REF—RANGE UNITS SITE

Q FEVER ABS
COLLECTED 07/15/2008 16:30

Q-FEVER PHASE I AB IGG <1:16 <1:16
Q-FEVER PHASE II AB IGG <1:16 <1:16
Q—FEVER PHASE I AB 1GM <1:16 <1:16 MAYOQ-FEVER PHASE II AB 1GM <1:16 <1:16 MAYOINTERPRETATION SEE BELOW
/1 Negative
1/ No antibody detected. Argues against C. burnetii infection./7 This result is seen in persons with either no previous
// C. burnetii infection or with early infection. If early
/7 acute Q-fever infection is suspected, obtain a second serum// sample 2—3 weeks later and retest.
/
1/ Test Performed by:
1/ Mayo Clinic Opt of Lab Med and Pathology

http:Ilpie. sw.org/docdisp_left.php?pid48930da 111 _lheinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
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// 200 First Street SW, Rochester, MN 55905
// Laboratory Director: Franklin R Cockerill, III, M.D.

I MMUNO LOGY

TEST NAME RESULTS AB REF-RANGE UNITS SITE

MISCELLANEOUS IMMUNOLOGY
COLLECTED 07/15/2008 16:30

BRUCELLA AB NEGATIVE A
// ***‘ RANGE
/1 NEGATIVE OR <1:160

C,)

http://pie.sw.orgldocdisp_Ieft.php?pid4S93Oda 11 1_Iheinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
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EMRx ID: swrad09341213907l202275 %‘çl/—Patient Name:
Patient MRN: 4861865
Encounter Date: 06/18/2008
Provider: BAILEY MARGARET M
Status: Final
DOB: Sex: M Race: W
Phone Number:
Patient Addr:

Facility: SCOTT AND WHITE

TITLE: 06/18/2008 CHEST 2 VIEWS Final BAILEY MARGARET M 486186

SCOTT & WHITE
RADIOLOGY

NAME: SEX: £4
AGE: 25Y

DOB: LOC: -

ADR: ORDERED BY: MARGARET £4 BAILEY
SEND RPT TO: dse

PHONE: ORDERING RES:

DATE OF EXAM: Jun 18 2008 ACCESSION #: 4660983

PROCEDURE REQUESTED - CHEST 2 VIEWS

CLINICAL HISTORY:
COMMENTS:

EXAMINATION: CHEST PA AND LATERAL, 6/18/08.
- -

-n

_

FINDINGS: Frontal and lateral projections of the chest demonstrate a
normal cardiomediastinal silhouette and pulmonary vascular pattern. he ; ]lungs are well expanded and clear. No pleural effusion is seen. Th-visualized bony thorax appears intact.

IMPRESSION: NO ACTIVE DISEASE IS SEEN IN THE CHEST.

C..,

DICTATED 06/19/2008 7:38AM BY: DALE S GLASS, MD
TRANSCRIBED 06/19/2008 10:57AM BY: DEJ
ELECTRONICALLY SIGNED 06/19/2008 3:25PM BY: DALE S GLASS, MD

Respons Dri: XNV ORD#: Reviewing Drs. Inits:

_____

hLtp://pie.sw.org/docdisp_left.php?pid48930da 111 _lheinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
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7W ‘‘
EMRx ID: swsmed09341216852641 12272
Patient Name:
Patient MRN: 4861865
Encounter Date: 07/15/2008
Provider: Samuel W Allen
Facility: CS
Doctype: 09
Specialty:
Marital Status:
DOB: Sex: M Race:
Status: Signed
Phone Number:
Patient Addr:

TITLE: 07/15/2008 BCS WRID Samuel W Allen 4861865

SCOTT AND WHITE MRN: 4861865
Bryan-College Station
Work Related Injury Report
SSN:
DOB: 03/11/1983
DATE OF SERVICE: 07/15/2008

I’
C-)

WORKER’S COMPENSATION INJURY
.

C. 1’

EMPLOYER:
-. -

Texas A and M University.

DATE OF INJURY:
June 13, 2008.

I am following this patient for• who is the treating
physician.

SUBJECTIVE:

http://pie.sw.org/docdisp_left.php?p1d48930da 11 l_lheinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
Hammond SO -11-012-013
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General: Well-developed, well-nourished, well-hydrated, alert, c9 .—O /q/—Occooperative, appropriate, 25-year-old, white male in no distress.
HEENT: TMs are actually retracted and erythematous slightly bilaterally.Oropbarynx shows some diffuse erythema, posterior drainage, and scatteredcobblestone nodes.
Neck: Supple without lymphadenopathy.
Lungs: Coarse rhonchi bilaterally and there are occasional scatteredwheezes that clear with coughing.

Chest x-ray seems to have some increased perihilar markings and possibly aninfiltrate on the lateral view posterior to the heart.

IMPRESSION:
1. Sinusitis.
2. Toxic exposure.

PLAN:
1. Doxycycline 100 mg b.i.d. for 10 days.
2. He will not be available to read his skin test until next week so he
will return on Monday, June 23, for TB testing.
3. Brucella and Q fever titers were drawn today and CBC was also drawn.

Electronically signed by
Margaret M Bailey, DO 07/01/2008
14:52
Margaret M Bailey, DO
125 / 29260
979-691-3397
dd: 06/18/2008 6:51 P dt: 06/19/2008 9:26 A
Job #: 000348732 - 9697394 -

-‘-IDoc ID#: 200806182131725700
c-) 4rn

cc:

(1)

C)

http://pie.sw.org/docdisp_left.php?p1d4893Oda 11 1lheinig&mrn486 1865 &fac=SW&smo... 8/1/2008
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Patient Name:
sw1ab0934121406027550976

Patient MRN: 4861865
Order Date: 06/19/2008
Collection Date: 06/18/2008
Received Date: 06/19/2008
Attending Doc: TEST DOCTOR
Consulting Doc: No Data Delivered
Admitting Doc: No Data Delivered
Ordering Doc: MARGARET BAILEY
Billing Number: 4001091003
Order Number: B4185103
Facility: Scott and White
DOS: : K Race: W
Patient Addr:

Home Phone:
Work Phone:

TITLE: 06/18/2008 LAB DIFSS, QFAB, BRUC, CBC MARGARET BAILEY
-

c ( ‘1
—4 Iame

MRN: 4861865 Loc: BCS CLIN —SCOTT & WHITE HOSPITAL AND CLINIC Age: 25 Sex: K
DIVISION OF CLINICAL PATHOLOGY DOS: fl

Add: ?ELECTRONIC REPORT ()
FINAL Phone:

Ordered by: BAILEY MARGARET Ordered Date&Time : 06/19/2008 07:24
Collected Date&Time: 06/18/2008 17:15Deliver to: BAILEY MARGARET Lab Order *: B4l85103

HEMATOLOGY

TEST NAME RESULTS AS REF-RANGE UNITS SITE

HEMOGRAI’4
COLLECTED 06/18/2008 17:15

WBC 8.7 4.8—10.8 xlOe9/L ARBC 4.98 4.70—6.10 xlOel2/L AHGB 16.6 14.0-18.0 grn/dL AHCT 47.2 42.0—52.0 AMCV 94.8 H 80.0—94.0 fL AMCH 33.3 27.0—34.5 pg AMCHC 35.2 32.0-36.5 gm/dL ARDW—CV 13.1 11.0—15.0 APLT 205 150—450 xl0e9/L AMPV 13.5 1-1 7.4-12.0 fL A

DIFFERENTIAL
COLLECTED 06/18/2008 17:15

GRAN % 53 40-80 A

http ://pie.sw.org/docdisp_left.php?pid4893Oda 11 1_lheinig&mrn=486 I 865&fac=SW&smo... 8/1/2008
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I
LYMPH % 35 15-40 AMONO % 9 0-10 AEOS% 0—7 ABASO% 0 0-2 ANRBC (I) 0.0 0.0—0.9 /100WBC ASLIDE ? YES

A

ABSOLUTE
COLLECTED 06/18/2009 17:15

GRAN # 4.61 1.92—8.64 xlOe9/L ALYMPH # 3.05 0.72—4.32 xlOe9/L AMONO 4 0.78 0.00—1.08 xlOe9/L AEOS * 0.26 0.00—0.76 xlOe9/L ABASO # 0.00 0.00—0.22 xlOe9/L A

IMMUNOLOGY

TEST NAME RESULTS AB REF-RANGE UNITS SITE

MISCELLANEOUS IMMUNOLOGY
COLLECTED 06/18/2008 17:15

BRUCELLA AB NEGATIVE A// ***REF RANGE***
// NEGATIVE OR <1:160

REFERENCE LABS

TEST NAME RESULTS AB REF-RANGE UNITS SITE

Q FEVER ABS
COLLECTED 06/18/2008 17:15

Q-FEVER PHASE I AB IGG <1:16 <1:16
Q—FEVER PHASE II AB IGG <1:16 <1:16 MiYOQ—FEVER PHASE I AB 1GM <1:16 <1:16 MAYOQ—FEVER PHASE II AB 1GM <1:16 <1:16 MAYOINTERPRETATION SEE BELOW

MAYO7/ Negative
/7 No antibody detected. Argues against C. burnetii infection./7 This result is seen in persons with either no previous
/7 C. burnetii infection or with early infection. If early/7 acute Q—fever infection is suspected, obtain a second serum/7 sample 2—3 weeks later and retest. z7/

)/1 Test Performed by:
/1 Mayo Clinic Dpt of Lab Med and Pathology
7/ 200 First Street SW, Rochester, MN 55905

-.// Laboratory Director: Franklin R. Cockerill, III, M.D. 77

HEMATOLOGY

TEST NAME RESULTS AS REF—RANGE UNITS SITE

HEMOGRAN
COLLECTED 06/18/2008 17:15

PLTEST NL
A

DIFFERENTIAL

http ://pie.sw.orgldocdisp_left.php?pid48930da 11 1_lheinig&mrn’486 I 865&fac=S W&smo... 8/1/2008
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COLLECTED 06/18/2008 17:15 /) /j’) A I# CELLS COUNTED SCANNED / A

CELL MORPHOLOGY
COLLECTED 06/18/2008 17:15

RBC MORPHOLOGY NL A
** ABNORMAL FLAG PRESENT **

-.

http://pie.sw.org/docdisp Ieft.php?pid48 930da 1 11 _lheinig&mrn=486 1 865&fac=SW&smo... 8/1/2008
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INITIAL CLAIM QUESTIONNAIRE

Claimant:
Address:

Claim #
Date of Injury:
Date mailed:

208-0441-02
06/03/2008
6/20/2008

Please complete, sIgn, and date this claims questionnaire and return in the
enclosed postage paid envelope as soon as possible.

1. Dldyour injury occur Aie rforming yoirnornza1j1 duties?

2. Please state in yqur own’cL,ords where and your injuiy occurred.

5.Ifyohhave multiple enipløyrs plee.lIst the náEne anct ad&ess of eaci employer<

Date

3. Plese ste jn your own yorddiny physical harm or dnge tc your body tlIa(resultea from
the wor1trelatdincicIedt.

4. Have you sought medical attention for thi injury? if so please indicate your choice of
primary care physician. Have you seen this physician in the past three years for other conditions
whether work related, or not.

ijured employee signature C:inques

Hammond SO -11-012-013
TAMUS 0178



Ball, Kaye

To:
Subject: Acceptance letter/questionnaire

We had mail returned that was mailed to you at . I am going to resend it
today. If this is not correct, please let me know.

Thanks,

Ra9eZ’a1

6e: 979-45f-6330
a.t: 9796tsr-6247

e_44_

1

Hammond SO -11-012-013
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WORKERS’ COMPENSATION
INITIAL STATUS OF CLAIM REPORT

To: Jim Kuhlmann Date: 06124/08
TAMU RE:

Employed By TAMU
Supervisor: Christie Ficke-Hamm
D.O.I.: 06/03/08
Claim No.: 208-0441-02

PLEASE USE THE INFORMATION BELOW AS YOU DEEM NECESSARY
fl We have received a medical bill/report that indicates an injury may have occurred

on . Please verify with your records. If an injury occurred forward a copy of
the Employer’s First Report of Injury or your incident/accident report so we may
timely process the medical bill. If an injury has not been reported, please notify
this office, in writing, as soon as possible. If a response is not received within
3 days of receipt of this notice the claim for compensability will be
accepted.

The employer’s First Report of Injury has been received. Weekly compensation
benefits will begin after the seven day waiting period pursuant to the Texas
Workers’ Compensation Act if disability continues unless a Supplemental
Report of Injury Is received Indicating the employee has returned to work or
unless the Request for Paid Leave is received indicating that the employee
will use sick and or annual leave. A wage statement is required if the employee
is disabled for more than eight days, even if the employee is using sick/annual
leave of FMLA leave.

This claim has been accepted as a compensable injury.

U This is a questionable claim. However, sufficient evidence does not exist at this
time to contest compensability. Please provide us with written witness
statements, and any other objective information that would assist us in making a
determination of compensability.

O This claim has been denied because:
E There was no injury in course and scope of employment

The injury was not sustained in the course & scope of employment
Untimely notice of injury was given

U The injury is considered an ordinary disease of life
LI Disability only, medical documentation required to establish physical harm
LI Other:

Other:
Thanks

Please direct any questions regarding this claim and the above information to:

The Texas A&M University System
Office of Risk Management & Safety

College Station, TX 77845-3424
Phone: 979/458-6330 Fax: 979/458-6247

Adjuster: Kaye Ball
F:wci ,procedure;office

Hammond SO -11-012-013
TAMUS 0181



I’

Dwc #

Canie?sClalm# 208044102
DWC FORM$2

EXPLANATION OF BENEFITS

1. Injured employee’s name (Last, First, Ml.) 2. Injured employee’s Social Security number 3. Date of Injury

06/03/2008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

6. Health care provider’s name and address 7. Insurance carder’s name and address
scorr & WHITE Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way. SuIte 1120, College Station, TX 77845-3424

8. Heaith care provider’s federal tax 1.0. number Insurance carrier payment to the health care provider shall be

742958277 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit 1n ffCt on the date(s) of service(s).

Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bIll any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit: 09/0912008 compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the person who can be contacted about under ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Starr Comprehensive SolutIons, Inc.

Phone: 866-462-4197 Fax: 713-462-4143
urn er

ICD9 Codes used: 994.9 - OTHER EFFECTS OF EXTERNAL CAUSES

Dates of Service Procedure Code Modifier Units BIlled Allowad Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance. Code(s)

06/18/2006 06/18/2008 86638 WP 1.00 $63.00 $0.00 $0.00 $0.00 813

Totals: $63.00 $0.00 $0.00 $0.00

Reason for Reduction or Denial:

B13 - Previously paId. Payment for this claim/svc may have been provided in a prey payment.

Comments:
B13 - DUPLICATE BILL. PREVIOUSLY AUDITED AND RECOMMENDED FOR PAYMENT, ITN #00242099 AUDIT DATE: 08/20/08

-n
-Ti

in
C,)

0

7 •1

I 1111 II (3

I II II II TEXAS DEPARENT 0SURANCE,
II II II DIVISION OF WRKERSrThMPENSATl0NDWC FORM 62 (Rev. 02/05) Page 1

Hammond SO -11-012-013
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a () WORKERS COMiATION
WCI.

Ci5(i .,
TAI4U RISK

HEALTH INSURANCE CLAIM FORM

200 TECHNOLOGY #1120

APPROVED BY NATIONAl. UNIFORM CLAIM COMMITVEE
COLLEGE STATION, TX 77840

TT1
PICA PICA

F1’T

0

6

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER Ia. INSURED’S ID. NUMBER (For Program Wi Item 1)CHAMPUS HEALTH PLAN ELK LUNG} (Mecare #)[] (Mek 0) (Sponoc’s SSN) [E] (Member (DO) (SSN or to) [] (SSN)

2. PATIENTS NAME (Last Name. First Name, Middle Initial) 3. PATiENTS BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
MM I

M5 FL ThMU,
5. PATIENTS ADDRESS (No., Street) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS Street)

. Selt[] spouseL citD oD see ernii&; —

eW STATE 8. PATIENT STATUS CITY STATE

SingIe[] Marned[J Other [] COLLEGE STATION I TX
2i1’ CODE (Include Area Code) — ZIP CODE I TELEPHONE (Include Area Code)

L Psne11 I ( 458-6249‘ EnJoyed Student Student .,.j 7784S
9, OThER INSURED’S NAME (Last Nanie First Name, Middle Initial) 10. IS PATIENTS CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FEGA NUMBER

-“I r
-‘1

a. EMPLOYMENT? (Current or Prentous) a. lNSUR’S DATE OF BIRTH EXa,OTH I

b. OTI

YE8 E
I I VY rn

M i” ThNO I LJcI__I -“1
D’S DATE OF BIRTH SEX b. AUTO ACCIDENT?

PLACE (State) b. EMPLOYER’S NAME OR SCHOOL NA$.MM, 0D YY

i I M[ FL [}vos [No L__J
r’.I I I

C. EMPLOYER’S NAME OR SCHOOL NAME C. OTHER ACCIDENT? C. INSURANCE PLAN NAME OR PROGIAME

3L [NO WORKERS COMPENSATIO
d. INSURANCE PLAN NAME OR PROGRAM NAME lOd, RESERVED FOR LOCAL USE d. IS THERE ANOThER HEALTh BENE PLAN? =

L YES []io Nyes rn to andrple(e 9 s.d.

READ BACK OF FOINI BORE COIWI.ET11I.. I SIGNING ThIS FORM. 13. INSURED’S OR AUThORIZED PER’S SIGPIRE I authoflze
12. PATIENTS OR AUTHORIZED PERSON’S SIGNATURE I authodze the release at any medIcal or other intormellon neceasary payment of medlcal benefits to the urWalgned physicIan or supplier br

i)e?orocess this claim. I also request pa)merlt ol government benefita entor to rnyselt or to the party who accepts assignment s.Mcee dewibed below.

SIGNED ON VILE DATE SIGNED SIGNATURE ON FILE

MM DD i YY INJURY (MaIdenS OR I GIVE FIRST DATE MM DO i YY MM i OD i YY MM i DO I

14. DATE OF CURRENT: IU,NESS (First syntom) OR I 15. IF PATENT HAS HAD SAME OR SIMILAR ILLNESS, 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
PREGNANCY (IMP)

I I I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a.

FROM ‘ I TO I I

RILEY,

18. HOSPITAlizATiON DATES RELATED TO CURRENT SERVICES
MM i DO p ‘“ MM DO

I
FROM I I TO I I

I I I
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

EYESLINOI I
22. MEDICAJD RESUBhIISSION

ORIGINAL REF. NO.
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (Relate Items 1.2.3 or 4 to Item 24E by LIne)

CODE

1.L....s.949 3. L........,.
23. PRIOR AUThORIZATiON NUMBER

2.L_. 4.L_.
24. A, DATE(S) OF SERVICE I B. I C. I D. PROCEDURES, SERVICES, OR SUPPLIES I E. F, I 0. I H. —r

From To IPIACE OF! I (ExplaIn Unusual CIrcumstances) I DIAGNOSIS I I ID. RENDERING
MM DO YY MM DO YY SERviCE I EMG I CPTfrICPCS I MODIFIER I POINTER $ CHARGES I usrs I tw QUAL, PROVIDER ID. #

00H8967TX L’1
O618/P8 I 06118/08 I iii I 86638 I w 90 J 1 I 6300 I 1 I 7i84i283348.

I I I I I I I
IIII I ii i:,.———
I!III I

I I I I
‘—

I I I
25. FEDERAL TAX ID. NUMBER SSN EIN 26. PATIENT’S ACCOUNT NO. I 27. ACCEPT ASS1GNMENT? 28. TOTAL CHARGE I 29. AMOU PAID I 30. BALANCE DUE

II

I rar c.,q. crams en
742958277 D 822601335B4Q0 ii flNO 63 :00 js I 1 63’OO
31. SIGNATURE OF PHYSICIAN OR SUPPIJER 32. SERVICE FACILiTY LOCATION INFORMATION 33. LLtNG PROVIDER INFO & PH

INCLUDING DEGREES OR CREDENTIAl-S ((254) -724-2911
(I certiN Sial nte statements CS SCOTT AND WHITE

SCOTT AND WHITE
1600 UNIVERSITY DR EAST PC OX 847408

gnature on File DO COLLEGE STATION TX 77840 DALLAS TX 752847408

SIGNED DATE
a.

1922061993 1b.
TJ 742958277 a.

1922061993 1b.
08/13/08

1

2

3

4

5

e

S

NtJ)1strjcmorr iviariar vanaote at: www.nuco.org r FOH71QO (08/05)
WCMS-1 500CS

Hammond SO -11-012-013
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I owc

I Camer’s Claim # 208044102
DWCFORM42

EXPLANATION OF BENEFITS
1. Injured employee’s name (Last. First, Mi.) 2. Injured employee’s Social Security number 3. Date of injury

06/03f2008

4. injured employees mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University
1111 Research Park, College Station, TX 77843-1255

6. Health care provider’s name and address 7. insurance carrier’s name and address
SCOTT & WHITE MEM HOSPITAL Texas A&M University System
P 0 BOX 847556, DALLAS, TX 752847558 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care provider’s federal tax 1.0. number Insurance carrier payment to the health care provider shall be
741166904 accordIng to Commission medical pohcies and fee guidelines
9. Name and address of the company performing ttie aucit in effect on the date(s) of service(s).
Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
Injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the Injury is finally adjudicated not to be

Date of the audit 09/08/2008 compensable, or the insurance carrier Is relieved of liablllty
10. Name and telephone nunter of the person who can be tacteci atout under ‘408.024 of the Texas Workers’ Compensation Act.
the bill reduction: Starr Comprehensive Solutions, Inc.
Phone: 866-4624197 Fax: 713-462-4143 urn er.

ICO9 Codes used: 994.9 - OTHER EFFECTS OF EXTERNAL CAUSES
Dates of Service Revenue HCPCS Rate Mod Units Billed Allowed Discount Total EOB
From Date Thru Date Code Amount Amount Amount AHance Code(s)

06/18/2008 06/18/2008 302 86622 N!AWP 1.00 $63.00 $0.00 $0.00 $0.00 B13

06118/2008 06/18/2008 305 85025 N/A 1.00 $60.00 $0.00 $0.00 $0.00 813

Totals: $123.00 $0.00 $0.00 $0.00

Reason for Reduction or Denial:
B13 - Previously paid. Payment for this claimlsvc may have been provided in a prey payment.
Comments:
B13 DUPLICATE BILL PREVIOUSLY AUDITED AND RECOMMENDED FOR PAYMENT. ITN #00242704 AUDIT DATE: 06/28/08

- r%)
‘1

m
-U

-

C,
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(254) -724 7715

aI’A 821001758B4Q0

oo4a61a65 * 1°13.
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TAOE.,Q4ERNO 261010# 41241.

STATE OF TEXAS PURCHASE VOUCHER
Ag%Vouder No

rcAS A&M UNIVERSITY SYSTEM Od Date RaquteuonNo

coPege Staton,TX 77840 09/10/2008 NONE

Z.I Date Voudi Amount Ratte No ConCti No

09/10/2008 $20.17 NONE NONE

Co boEer Vendor ID No AoeyOt AnIow

1741166904 NONE

PyTo(Name.Ad&ess,Oty,Ste.Z(p)
6462 $20.17 ENC

scoi-r & WHITE MEM HOSPITAL
P0 BOX 847556
DALLAS, IX 752847556

ACCOW1tNoOW Workers’s Compensations Ins. I -— $20.17

flRRA DR

ReqiXn No Amount

M*
DELIVERY DATE DCREPnON OF ARTICLES OR SERVICES

07/15/2008 - 07/15/2008 208044102 $20.17

VENDOR CER’flFICATION
(Use wh, no Invoi

I crrWy the ditat a,unee ci ,a* Wa, conb, id the aecia* bueneth id cc.

SIGNATURE

AGENCY CERTIFICAflON
I ctl Uime iba, sen wa, WadeAt gcorand th thiF ...4 city pai ni

ceitia mdci widi they wa, pind and d’ the mdci bul ad unpd
DATE AP9ROVEO FOR PAYNENT

NAME DATE nnii rii-nno NAME
(PERSON RECEMNG 00005) iJJ V(LVUQ

p)
DATE 09/10/2008 1TFLE

Hammond SO -11-012-013
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‘TDWC 4

Canie?s Claim 4 208044102
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employee’s name (Last, First, M.l.) 2. Injured employee’s Social Security number 3. Date of injury

06/03/2008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employe?s name and address
Texas A&M University

1111 Research Park, College Station, TX 77643-1255

6. Health care provide?s name and address 7. Insurance carrle?s name and address
SCOTT & WHITE MEM HOSPITAL Texas A&M University System

P0 BOX 847556, DALLAS, TX 752847556 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care provider’s federal tax l.D. number Insurance carrier payment to the health care provider shall be
741166904 according to Commission medical policies and fee guidelines

9. Name and address of the company performIng the audit ;n effect on the date(s) of service(s).

Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the auct compensable, or the insurance carrier is relieved of IlabiUty

10. Name and telephone number of the person who can be contacted about ‘*08.024 of the Texas Workers’ Compensation Act.

the bW reductiort Stan Comprehensive Solutions, inc.
4

Phone:866-462-4197 Fax: 713-462-4143 urn r

lCO9 Codes used: 994.9 - OThER EFFECTS OF EXTERNAL CAUSES
Dates of Service Revenue HCPCS Rate Mod Units Billed Allowed Discount Total EOB
From Date Thru Date Code Amount Amount Amount Allowance Code(s)

07115/2008 07/15/2008 302 86622 NIAWP 1.00 $63.00 $20.17 $0.00 $20.17 WI

Totals: $63.00 $20.17 $0.00 $20.17

Reason for Reduction or Denial:
WI - Workers Compensation Stale Fee Schedule Adjustment

-n
-,1

Cl)o m

cn

I 1 I Il 0U1 0111111111111 11U ll1 I 1111 I TEXAS DEPARThENT OF INSURANCE,
DMSIONOFWORKERSCOMPENSA11ONDWC FORM 62 (Rev. 02105) Page 1
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NUBC’: 243947f4001091003

COT’ ANL) wiiT MM VS’

P0 BOX 847556

“DALLAS’ TX 752847556

(254) -724-2911 (2S4) -724 7715

CHits

O0004861865

5 F 16 STATEMENt COVERS PERIOD [7
I FROM THROUGH I

74-1166904 I o7iSO8l 071Sl

SPAflENT NAME I SPATIFJ4TAOCRBS

d - * -
. ADMISSION I CONOmON )DE8 21 ACO’r 3aIOBIRTHOATE 11 SEX 12 DATE I3HR 141’YPE I5SRC IGDI4R 17STAT 18 IS 20 21 21 21 24 21 28 27 21 STATEJ M I 071508 I 1 1 2 1 10 01 021 I I I I I

oWc2JHHtr.c •IREI1IIIqR1 $3 OCCURRENCE ‘ - IM 85 OCCURR21IC SPAN 36 OCCURRENCE SPAN $7
CODE DATE 4.1.1 lIM CODE DATE • CODE FROM ThROUGH COOS FROM THROuGH

[061308

39 VM,UE CODES 41 VAI,.UE CQ
TA!6U R 8K CODE AMOT •. MI.iIkI COOE —

ê TE3lIeLe6v ni-
a 45 13

COLLEGE STATION TX 7784.3 /
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TAtIJS LC)UCNER NO 261010# 40818
STATE OF TEXAS PURCHASE VOUCHER

AçencyVcudierNo

EXAS A&M UNIVERS1T’ SYSTEM oD1e Regiisaon Ne

College Station,TX 77840 09/0212008 NONE

F Invoice Date Voudw Amount Payee Reference No CcncI No

J 09/02/2008 $33.75 NONE NONE

Camptrdler Vendor ID No *qency Object Amount

1741166904 NONE

Pay To CName oty state > 6462 $33.75 E N C

SCO1T & WHrTE MEM HOSPITAL
P0 BOX 847408
DALLAS, TX 752847556

Workers’s Compensations Ins.
TOTAL

Requbitson No
ERAlatAmount

DEUVERY DATE DESCRIPTION OF ARTIO..ES OR SERVICES

06/18/2008 - 06/18/2008 208044102 $3375

VENDOR CERTIFICATION
(Use wtee ro rnsoce at andube)

I tWy the drthnd aatd se’.dcan econba and the amoalt at bue,cet and wipaid.

5IttA11JRE

AGENCY CERTIFICATION
I coOty that tOe aOena seatcse ewe rsedweLar gos r0e*nnd and that they unond at ey parnoilar wilt,
cnntlact undar wtfldi they wete arocated and Uwt the nvdce bun and unpnd

DATE APPROVED FOR PAYMENT

NAME DATE na,n,,,,vso NAME
(PERSON RECEIVING GOODS) J7 UL/LUtJU

09/02/2008 Tm.E

Hammond SO -11-012-013
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-4

1
Carriers Claim # 208044102

DWC FORM.62
EXPLANATION OF BENEFITS

1. Injured employee’s name (Last, First, Ml.) 2. Injured employee’s Social SecurIty number 3. Date of Injury

06/0312008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employe?s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

8. Health care provlde?s name and address 7. Insurance carnei’s name and address

SCOT1 & WHiTE MEM HOSPITAL Texas A&M University System

P0 BOX 847408, DALLAS, TX 752647558 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care proide?s federal tax 1.0. number Insurance carrier payment to the health care provider shall be

741166904 according to Commission medical policies and fee guidelines

9. Name and address of the company pemlng trw aut in effect on the date(s) of service(s).

Starr Comprehensive Solutions, inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the

injured employee or the employer, or make any attempt to

collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audIt 08128/2008 compensable, or the insurance carrier is relieved of lIability

ID. Name and telephone number of the person who can be contacted at,out under ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Starr Comprehensive Solutions, Inc.
Phone: 866-462-4197 Fax: 713-462-4143

N Num r. 0 2704

lCD9 Codes used: 994.9 - OTHER EFFECTS OF EXTERNAL CAUSES

Dates of Service Revenue HCPCS Rate Mod Units Billed Mowed Discount Total EOB
From Date Thru Date Code Amount Amount Amount Allowance Code(s)

0611812008 06/1812008 302 86622 N!AWP 1.00 $63.00 $20.17 $0.00 $20.17 WI

06118/2008 06/18/2008 305 85025 N/A 1.00 $60.00 $13.58 $0.00 $13.58 WI

Totals: $123.00 $33.75 $0.00 $33.75

Reason for Reduction or Denial:
WI - Workers Compensation State Fee Schedule Adjustment
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TAMUS DEP ER 261010# 40518

STATE OF TEXAS PURCHASE VOUCHER

Agency Vaunter No

Agency

E(AS A&M UNIVERS1T( SYSTEM [ Order Date ReruidINon No

College Station,TX 77840 08/25/2008 NONE
Invoice Date Voudrer Amount Payee Reference No Contrd No

08/25/2008 $20.72 NONE NONE

CampacUer Vend 10 No Agency Otect Amount

1741166904 NONE

payTo(inOtyStatR.ZP) 6462 $20.72 E NC
SCO1T AND WHITE
P.O. BOX 847408
DALlAS, IX 75284

Account Name Workers’s Compensations Ins. $20.72

ReiaiUen No

DEUVERY DAlE DCRIPflOW OF ARTICLES OR SERVICES

07/15/2008 - 07/15/2008 209044102 $20.72

VENDOR CERTIfiCATION
(Us. wirer no avoid manNa)

I cetWj, Urn dUrnd aNdre un aew wern daUraad tr and th auat lOue.canant and wWald.

SIt(AThRf

AGENCI’ CERTIFICATION
I cetltp that tIearev vane rende,nd,orgo recidvad and Urat Eay marwenod ur mary paracadar with
coUrad leNa wirIdi dray wee poanad and that Urn avoid id Uric and unpaid

DATE APPROVED FOR PAYMENT

NAME DATE NAME
(PERSON RECEIVING GOODS) LVVV

DEPT HEAD)
DAlE 08/25/2008 TI1tE

Hammond SO -11-012-013
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Reason for Reduction or Denial:
WI - Workers Compensation State Fee Schedule Adjustment

DWC FORM-62
EXPLANATION OF BENEFITS

97’- Payment is included in the allowance for another servIce/procedure
Comments:

97- THE VENIPUNCTURE IS GLOBAL OF THE REIMBURSEMENT FOR LAB.

A
DWC #

Canler’s Claim # 208044102

1 Injured employees name (Last, Fkst, Ml.) 2. Injured employees Social SecurIty number 3. Date ol Injury

06/03/2008

4. Injured employees mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

8. Health care provider’s name and address 7. Insurance canie?s name and address
SCOTT AND WHITE Texas MM University System
P.O. BOX 847408, DALLAS, TX 75284 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care provide?s federal tax ID. number Insurance carner payment to the health care provider shall be
741166904 according to Commission medical policies and fee guidelines
9. Name and address of the company performing the audit Jn effect on the date(s) of service(s).
Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
amployer unless the injury is finally adjudicated not to be

Date of th audit 0812012008 compensable, or the insurance carrier is relieved of liability
10. Name and telephone number of the person who can ,jnder ‘408.024 of the Texas Workers’ Compensation Act
the bill reduction: Starr Comprehensive Solutions, Inc.

ITN N bPhone: 866-462-4197 Fax: 713-462-4143 urn or

ICD9 Codes used: 994.9 - OTHER EFFECTS OF EXTERNAL CAUSES
Dates of Service Procedure Code Modifier Units Bfled Allowed Discount Total EOBFrom Date lThru Date and Description Amount Amount Amount Allowance Code(s)

0711512008 07/15/2008 36415 1.00 $17.00 $0.00 $0.00 $0.00 97
COLLECTION. VENOUS BLOOD, VEN1PUNCTURE

07/15/2008 07/15/2008 86638 1.00 $63.00 $20.72 $0.00 $20.72 WI
ANTIBODY; COXIELLA BRUNETI1 (0 FEVER)

Totals: $80.00 $20.72 $0.00 $20.72

h
C’)

I IIII IIU irni 1111111 IUI llOI 11111 ll UI I 1111 IIlDWC FORM 62 (Rev. 02/05) Page 1 TEXAS DEPARTMENT OF INSURANCE,
DIVISION OF WORKERS COMPENSATION
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cJ500l. “

HEALTH IISURANCE CLAIM FORM

APPROVED BY NATiONAl. UNiFORM CLAIM COMMITTEE 08/05

YflP

NIjj instrucmorr iu,aruw aveItauI. at: www.fliicc.org

WCMS-I500CS

WORKERS COMTION
WC1

TAMU RISK

200 TEcHNOLOGY #1120

COLLEGE STATION0 TX 77840

PICAm1
—

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OThER Ia. INSURED’S ID. NUNSER (For Program to 11am 1)
CHA11APUS HEALTH Pt.AN OLK LUNG

J
S)[] (ACS)

E]
($cwwot’a SSM [J

(Man&ID) (SSP or(D) (SSM) - -

2. PAlER’S NAME (Laat Nenie, Ffr Nao, MId InitIlO 3. PATIENTS BIRTH DATE SEX 4. INSURED’S NAME (La.t Name, Fkat Name, MId&. I,itIfM)

- -

-
1dM DO VY

u[ FE] TAMU,

9. PAlER’S ADDRESS 4o., Sbeet) 8. PATiENT RELAT1ONSI’UP TO INSURED 7, INSURED’S ADDRESS (Na., Sirell)

,__________________________________ —E]
spcas.[] cIIM[] otherE] 3.00 TflcIwJLu.... -awn-

STATE —B. PATIENT STATUS CITY

singto[J MariledE] otoerE] COLLEGE STATION I TX
b CODE TELEPHCHE (ln&.,d. Am. Codi) — ZIP COVE I TELEPHONE (Indud. Are. Cod.)

( “I . EnwIoyedE] R’’
7784h 3 I ( 97) 458-6249SjdwS U Stodent U

0. OTHER INSURED’S NAME (LaM Name Float Name, hI. InIMI) 10. IS PA11ENTS CONDITiON RELATED TO: It. INSURED’S POLICY GROUP OR FA NUMBER.

‘

a. ENPLOYMENT? (Current or Prrolou.) a. INSURED’S DATE OF BIRTH SEX.
a. oS7Q7P7 q7 E]

MM i 00 i VY C)

I__I __‘1E]
& OTHER INSURED’S DATE OF BTH b. AUTO ACCIDENT? b. ELWLOYER’S NAME OR SCHOOL E. I

°°i ‘Y

I
i UE] FE] []YES NO j ‘

ri
C. EMPLOYER’S NAME OR SCHOOl. NAME c. OTHER ACCIDENT? C. INSURANCE PLAN NAME OR PROGINANIEai .

x

Qvs [io WORKERS COMPENSATION “ri
d. INSURANCE PlAN NAME OR PROGRAM NAME lOd. RESERVED FOR LOCAL USE d. IS ThERE ANOThER HEALTH BEN)T PLAN?’

E] YES []j,N0 N ye., iim to .nrnIeta Item B a.d.

READ SACK CF FORM IERM COBELETIS,.. a IGERS THIS FORM. 13. INSURED’S OR AUThORIZED PEI2NS SIGNATURE I aaiorlze
Ia. PA11ENTS OR AUTHORIZED PERSON’S SIGNATURE I authoitz the relee.. ci army maMaM or othw tolomre&., neceaamy paenent of medlci beneto to In. undamlgned plmyeiden or suppOer for

ceu Ide delia. 1.1.0 rareM pement ci 9ovenuTIent berre .11w to myeel or to the party who aorepto a.algrrrnenl saMe.. deecilbed below.

SIGNED SIGNATURE ON FILE DATE SIGNED SIGNATURE ON FILE

MM i DO ‘t’’ INJURYIAccIdnt)OR I GIVEFIRSTDAT! feW DO YY MU i DO i VY feW DO, YY14. DATE OF CURRENT: ILLNESS IFI,M evmplom) OR 115. IF PATiENT HAS HAD SAME OR SMAII.AR ILLNESS. IL DATES PATIENT UNA&E TO WORK IN CURRENT OCCUPATION

FROM I TO I
b6/i/os PREGNANCY(LMP)

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE I IlL I I I18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

ALLEN. si [ii
- MM, DO, 11 MId DO,

FROM I TO
I I I I

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAS? S CHANCES

flvEs[oI I
22. MEDICAID RESUBMISSION

ORIGINAL REF. NO.21. DIAGNOSiS OR NATURE OF ILLNESS OIl INJURY. (Relela 11am. 1,2,3 or 4 to 11am 24E by Une)
, CODE

a L..
23. PRIOR MJTHOIIIZATION NUMBER

zL_. 4,,

24. A. DATE(S) OF SERViCE I s. I C. I 0. PROCEDURES SERVICES. OR StIPPLES 1 E. F. f G. I H. J.

Pram To IPUCEOI I (Espld.m UrajaiM Clocm,naIaicea) IDIAGNOSIS I 08 ID. RENDERING

MM DO YY MM DO YY I SEI EMO I CPTMCFCS I MODIFIER POINTER $ CHARGES I UNIT! I Pto DUAl. PROVIDER 10.4

APA00B25TX

O7?15/8 I 07115/c8 iii I 36415 I 1 I 170O I 1 (U9e2667283

07Y15/D8 I 071151Q8 I. ii I I 86638 I WP 9d I I 1 63 00 i g 67283

I I I I I I
-

I I I_ I I I

‘‘II!I_II I!I I I_
‘ i —— .

25. FEDERAL TAX ID. NUNSER SSN EN 28. PATIENTS ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE I 29. AMOUNT PAID 130. BALANCE DUE
0009.M cia.,,, ,.eebad,I I

741166904 E[ 821001944B4Q0 NO 8 80 00 1° 1Oii..’Ii 8O

3T. SIGNATURE OF PHYSICIAN OR SUPP1JER 32. SERViCE FACILITY LOCATION INFORMATION 33. BIWNG PROVIDER INFO & ( (254) -724-2911INCLUDING DEGREES OR CREDDATIALS cS SCOTT AND WHITE SCOTT AND WHITE
e8Jd.apai1themol.) 1600 UNIVERSITY DR EAST P0 BOX 847408

gnature on File PA COLLEGE STATION TX 77840 DALLAS TX 752847408

07/28/08
SIGNED DATE

a. 1922061993 TJ 742958277 • 1932164399

I

1

2

t

5

C

S

YL cI fV438-O999F0o

Hammond SO -11-012-013
TAMUS 0194



TAI4US DEP1lER NO 261010# 40517

STATE OF TEXAS PURCHASE VOUCHER

ECAS A&M UNIVERS1TI’ SYSTEM orieoa RequlsiNon No

College Statlon,TX 77840 08/25/2008 NONE
Involte Oa voud Amtijit Payee Reece No Ctio No

0W25/2008 $119.12 NONE NONE

Coniptioa vei ID No

1742958277 NONE

yTo(NaIflMdi,Gy,SZIp)
642 $119.12 ENC

SCOTr & WHITE
P.O. BOX 847408
DALLAS, 1X 75284-7408

AccountName Workers’sCompensationslns. I TOTAL

$119.12

ENCUMAN tEflR

RqiiNo No Amount

Amt
DELIVERY DATE OECRWTION OF AKflOES OR SERVICES

07/15/2008 - 07/15/2008 I 208044102 $119.12

VENDOR ,wt.AflON
(Le wtieh% lie ti baviiIIe)

z ce* the da1b l,tdietr serIee wiet ath1d& and ti. leeUit tatnvi and wipnd.

SIGNATuRE

AGENCY CERTIFICATION
I nvWr tilt tie lbee a&alee wee r ltendaa ,ltndd and tilt they cOniepond i eawy paitltilv wl
anita under wldltl dey weie aocired aid tilt the fri hun and unraid

DATE APPROVED FOR PAYMENT

NAME DATE NAME
PERSON RECEiVING GOODS) W LJJ LIJVU

DEPT HEAD)
DATE 08/25/2008 ITnE

Hammond SO -11-012-013
TAMUS 0195



DWC #

Carrier’s Claim # 208044102
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employee’s name (Last. First M.l.) a Injured employees Social Security number 3. Date of Injury

06103/2008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

6. Health care provider’s name and address 7. Insurance carrier’s name and address
SCOTT & WHITE Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, Suite 1120. College Station, TX 77845-3424

6. Health care provider’s federal tax ID. number Insurance carrier payment to the health care provider shall be
742958277 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit in effect on the date(s) of service(s).

Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit 08120/2008 compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the person who can be contacted about under ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Starr Comprehensive Solutions, Inc.
Phone: 866-462-4197 Fax: 713-462-4143

urn er

ICD9 Codes used: 987.9 - TOXIC EFFECT OF UNSPECIFIED GAS FUME OR VAPOR

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

07/15/2008 07/15/2008 99203 1.00 $174.00 $119.12 $0.00 $119.12 Wi
OFFICEIOP VISIT, NEW PT, 3 KEY COMPONENTS: DETAILED HX; DETAILED EXAM; MED DECIS

Totals: $174.00 $119.12 $0.00 $119.12

Reason for Reduction or Denial:
WI - Workers Compensation State Fee Schedule Adjustment

-I’
-q
-

o rn
- C•)

m

... m
c.n

DWC FORM 62 (Rev. 02/05) Page 1 II(Il I II 1111111 I 1111I 11111 O III IB II hI DIVISION OF WORKERS’ COMPENSATION

Hammond SO -11-012-013
TAMUS 0196



c3 WORKERS COM(ATION
WC1 7

TANURISIC

CT5OO 200 TEflNOLOGY #1120 a
a

HEALTH INSURANCE CLAIM FORM COLLEGE STATION, TX 77840

1..

APPROVED BY NAT)ONAi UNIFORM CLAIM COUAITTEE SE
PICA

fflmi

9

1MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OThER Ii. INSURED’S 10. NUMBER (For Program In item 1)

cw.I.us HEAI..Th PLAN S.X I.IJNG - - - - -

b‘. ‘[i
soea’s ss,

El
t’feteiwci IflssI4 ‘sso

12. PATIEN’rs NAME (Lal Name Fht Name. Ldi InitIal) 3. PA11ENTS BIRTH DATE SEX 4. INSURED’S NAME (l.aa Mini., RiM Nail., MIddle Initial)

“ Mj3 FJ TP.NU,

[i PA11ENT’S ADDRESS (No., Stied) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Sbaal)

Sed[] SPCUS.[] CNId[] 1.a

[àv I STATE 6. PA11ENTSTATUS CITY ISTATE

--—----
I TX Slngie[] Menied[] OtiwQ COLLEGE STATION I TX —

“nr I TilL FPHONE 3ndud, Aria Cod.) ZIP CODE I TELEPHONE (Indud. Area Code)

Sitident i....j siuent U I .( 97) 4586249
Emøoy.d[] FTn.fl Pat-Tbn.r

‘ 6. OThER INSURED’S NAME (LaM Nan.. RiM Name, Middle Mit) 10, 15 PATIENT’S CONDITION RB.ATEO TO: 11. INSURED’S POUGY GROUP OR FECA NUMRE

r)

a. EMPLOYMENT? (Cwrent or Prei4oua) a. INSURED’S DATE OF BIRfll - SEXZJ
a.

-

/) [YES ElNO
I

-‘1 NI EI I —,

it. OThER PISURED’S DATE OF BIRTh SEX b. AUTO ACCIDENT? Pt.ACE (Slate) b EMPLOYERS NAME OR SCHOOL

MM1001 YY
I I

J
Ffl Elvss J,io L_J

ii
I 1

o. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIOENT? C. INSURANCE PLAN NAME OR PRO NAlI .

x

El YES [N0 WORKERS COMPENSATION — ,TI

tI. INSIJPJNCE PLAN NAME OR PROGRAM NAME lOd. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTh BE?IT PLANE

fl
YES__[3o if yie urn to anmpIete Item S ad.

RsAD BACK OF FORU BfiE cOLETIk... 5 T)5 POBJI. 13. INSURED’S OR AUThORIZED PEFN5 SIGNATURE I authorize

12. PATIENTS OR AUTHORIZED PERSON’S BIGNATURE I authort. lie r.Ieiae c4 any medImi or other Inlonn.&n n.oeseaiy payment ol medIcI benella te the iideiMgn.d pliylcNa or suppler tot

ce tide claM. I leo reqje payment 01 govamerit ben. either to myill Or ID tile paty w4 acxaØa aaIanu* seodcee dewt.d

SIGNATURE ON PILE DATE siu€o
SIGNATURE ON FILE

MM DO YY INJURY(Addde.laOR I GIVE FIRSTOATE MM 00 MMi DO i YY MM 00 YY14. DATE OF CURRENT: I WdESS (Flit awml OR 115. IF PATIENT HAS HAD SAlE OR SIAEAR LLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

b6I1/08 PR14CY(t.MP) I I

17. NAME OF REFElt4G PR.OVIDER OR Oi, 5URCE

M l I TO I I

18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

hG33 ...-..
TO

MMp DO I YY MM DO

I I

19. RESERVED FOR LOCAL USE
20. OUTSIDE 1.48? $ CHARGES

UYES5NOI

21. OIAGROS1S OR NATURE OF ILLNESS OR INJURY. (Relate Itema 1,2,3 or 4 to Rem 24€ by LIne)

,

22. MEDICAID RESuBMiSSION
CODE ORIGINAL REF. NO.

tL..1&79 a. L._._..
23. PRIOR AUTHORIZATION NUMBER

2.L. 4.L.
24. A. DATE(S) OF SERVICE B. I C. I 0. PROCEDURES SERVICES OR SUPPLIES I E. F. I 0. II. I. .1.

From To iu} (EspleIn UnuaiaI CItc*jnat,ce.) I DIAGNOSIS I OAYi ‘troD ID. RENDERING

MM .-‘ DO I SERCE I END I CPTtiCPC3 POINTER 8 CHARGES I US c. PROVIDER D.c

O7j’1S/38 0715/ci8 I ii [ 99203 I 1. 174O0 I 1 tO3552

I I I .———

I I‘IIIII 1iiI I i.:-———

:1
1

4

F

i i
5

6

S

I I

I I

I:III I !I I I i:.:-———
I II I I I I I J NP)

5FEDERAL TAX .0, NUMBER SSN EM 26. PATIENTS ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE I 29. AMOUNT PAID 3O. BALANCE DUE

742958277 E]L 82100103424Q0 ILYEs ENO 1 174 :oo I )1j\. 1’s 17400

iNAflJRE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACIUrY LOCATION INFORMATION 33. BILLING PROVIDER INFO & Pile ( (254) -724-2911
INCLUDING DEGREES OR CREDENTIALS cs scorr m WHITE

tIle reverse SCOTT ND WRITE
JXiaOeapa4ltharec&) 1600 UNIVERSITY DR EAST P0 BOX 847408

gnature on File MD COLLEGE STATION TX 77840 DALLAS TX 752847408

07)28/08

SIGNS DATE 1922061993 TY 742958277 a. 1922061993

..

-

NtJG1flSVUCflOFV MaIiuaL avaoaoie at: w.nucC.org FC1O 5ä7

I2-2cOWCMS.I500CS

Hammond SO -11-012-013
TAMUS 0197



TAID1ERNO 261010# 40514

STATE OF TEXAS PURCHASE VOUCHER
Agelcy Vaudie No

Ag

TEXAS A&M UNIVERSiTY SYSTEM oDa Rtofl No

College Stabon,TX 77840 08/25/2008 NONE
tndce DaFi voudw Amount Payee Refence No CcnNoi No

08/25/2008 $20.72 NONE NONE

ID No

1742958277 NONE

Pay To (Name. Aresa, Oty 5 ZIp)
6462 $20.72 E N C

SCO1T & WHiTE
P.O. BOX 847408
DAllAS, TX 75284-7408

‘ Workers’s Compensations Ins.
TOTAl.

$20.72

ENOM

RequNNon Na EP1Amowlt

DElIVERY DATE D1PflON OF AgrzCl.ES OR IVICES

06/18/2008 - 06/18/2008 208044102 $20.72

V8100R cER11fLCATION
(Un, wq,n, no n*a aviNe)

I cdi II.. ddi n,lId.. a mne I and U4lntk duLi aid aiaId.

SIGNATURE

AGENCY CERI1flCATION
I unid’ dnd dii i, va,e rn,dend.u ao tiwnd and dint dint carnd ii eno piitcida, wee

caan Iwda wlddi diet —, pinaimd aid din nuLl I due and wiwid
DATE APPROVED FOR PAYMENT

NAME DATE noflcranno NAME
PERSON RECEIVING GOODS) I -‘I Lt.R

DEPT HEAD)
DAT! 08/25/2008 Trn.e

Hammond SO -11-012-013
TAMUS 0198



DWC FORM-62
EXPLANATION OF BENEFITS

Injured employees name (Last. First MI.) 2. Injured employees Social Security number 3. Date of injury

06103/2008

4. Injured employees maing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

8. Health care provider’s name and address 7. Insurance carrier’s name and address
Scorr & WHITE Texas A&M University System
P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, SuIte 1120, College Station, TX 77845-3424

8. Health care provider’s federal tax 1.0. number Insurance carrier payment to the health care provider shafl be
742958277 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit in effect on the date(s) of service(s).
Starr ComprehensIve Solutions, Inc.

P.O. Box 801464, Houston TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audit: 08/20/2008 compensable, or the insurance carrier is relieved of liability
10. Name arid telephone number of the person who can be contacted about under ‘408.024 of the Texas Workers’ Compensation Act.
the bill reductIon: Starr Comprehensive Solutions, Inc.

ITPhone: 866-4624197 Fax: 713-462-4143 urn

ICD9 Codes used: 9949 - OTHER EFFECTS OF EXTERNAL CAUSES
Dates of Service Procedure Code Modifier Unite Billed Mowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

06/1812008 06118/2008 36415 1.00 $17.00 $0.00 $0.00 $0.00 97
COLLECTION, VENOUS BLOOD, VENIPUNCTURE

06118/2008 06118/2008 86638 WP 1.00 $63.00 $20.72 $0.00 $20.72 Wi
ANTIBODY; COXIELLA BRUNETII (0 FEVER)

Totals: $80.00 $20.72 $0.00 $20.72

Reason for Reduction or Denial:
WI - Workers Compensation State Fee Schedule Adjustment
97 - Payment Is included in the allowance for another service/procedure
Comments:

97-THE INJECTION IS GLOBAL OF THE REIMBURSEMENT FOR EVALUATION AND MANAGEMENT. m
m

m
C, “s’
C)

I llII1 fill 11111 Hill I 1111 lll li Hill iII 1111 ii l TEXSS DEPARTMENT OF INSURANCE,
DIVISION OF WORKERS COMPENSATION

DWC FORM 62 (Rev. 02)05) Page 1

Hammond SO -11-012-013
TAMUS 0199



WC’

[i5OOJ
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CIJJM COMMITTEE OSBS

PICA

WORKERS COMTION

TANU RISK “

200 TECHNOLOGY I1120

COLLEGE STATION, TX 77840

PICA

flfl

9

11 MEDICARE MEDICAiD TRICARE CHAAVA GROUP FECA OTHER Ia. INSURED’S .0. NUMBER (Foe Proam in Item I) —

CHAMPUS HEALTH PLAN BLX LUNG
(Ab, (MeI) i: El (SEAl a, ID) (SEAl)

— — s*n I PATI BI4 DATE SOC 4. INSURES NAME (NemL N& INSi

M[ FEl
TXMU,

& PA14VS ADOIESS (No,, Sfre. & PATIENT REATIONSI’UP TO INSURED 7. INSURED’S ADDRESS (No.. Sfl.Ø

saD spouse cofl ottwt eeTW1i

8. PATIENT STATUS art I STATE —

sIngloQ Manted[] OtherD COLLEGE STATION TX —

ZIP CODS I TELEPHONE (Incbide Area Code)

Emplo,,edE]
FiNTlmefl 778413 I ( 97) 458-6249

.
Student U Student L_l

6. OTHER P4SURWS NAME 5.a Name. Peel Name, MId mdlii) 10. IS PATIENTS CONDITION RELATED T0 11. INSURED’S POLICY GROUP OR FE0.4 NUuBE

-
_) .-

a. EMPLOYMENT? (Caxrent or PreYtous) a. INSURED’S DATE OF BRTN .SEX 13

‘ I

DO

I 1LJ
RED’S DATE OF BIRTN sx b. AUTO ACCIDENT? Pt.ACE (Set.) b. EMPLOYE8 NAME OR SCHOOL NA#Z I

MM1001 YY
I

I MD FEl QYES Lo L__J .:
° 1!

I I

a. EMPLOYER’S NAME OR SCHOOL NAME a. OTHER ACCIDENT? a. INSURANCE PLAN HAlItE OR PROGR*1p,ME

ElYES [3jNO WORKERS COMPENSATION. —

d. INSURANCE PLAN NAME OR PROGRAM NAME lCd. RESERVED FOR LOCAL USE d. IS THERE ANOThER HEALTh BENEPtAN?

Els [Jto Wse, re end jMte Item

pP5 OF FORU BEFORE CGUPI.ETV & S1OIREG TIll FORE. IS. INSURED’S OR AUTHORIZED PERSOfI’S SIGNATURE I authorize
12. PATIENt’S OR AUThOAD PERSON’S SIGNATURE I adeo,tz. the release el eny medel or other durnuiilus neceasery paymasl of medeal benefits to the wideeiIted physician or a.çpller for

ceeel co. I alto reQ.Ieel peym.N at 9ov.md b.iw ter to myeed or to the peity ef10 sXU amIsiier* seeceI deacrthed below.

SIGNED5
NATURE ON FILE DATE SIGNED

SIGNATURE ON FILE

I GIVE T DATE Ill DO YY MM DO I ‘Ft MU i DO t ‘Ft14. DATE OF CURRENT: ILLNESS swm) OR 115. IF PATIRET HAS HI SAME OR BRELAR LLNESS, 16. DATES PATIENT UNABLE TO WORIC IN CURRENT OCCUPATION
MM DO YY INJU

p6/13/08 PREGNANCY(LMP
I I I I

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 111

FROM I TO

18. HOSPITALIZATiON DATES RELATED TO CURRENT SERVICES
MM1 CD w MM DO ‘Ft

.______________________________
— --—--

FROM I I TO I I
I I

IS. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

flvesol I
22. MEDICAID RESUSNISSION

ORIGINAL REF. NO.21. DIAGNOSIS OR NATURE OF U.LNESS OR INJURY. (fleW. llama 1,2,3 or 4 to Item 245 by Line)

,

i.L.149 3.
23. PRIOR AUTHORIZATION NUMBER

a.L-. 4.L.
24. A. DATE(S) OF SERVICE I . I C. I D. PROCEDURES. SERVICES. OR SUPPUES I E. F. I 0. I H. L J.

From To IPuOFI I (Eaplain Unusual Clrcwrmlancee) DIAGNOSIS I os ID. RENDERING
td DO YY MU 00 YY I SERVICE EMG p’p5 MODIRER I POINTER S CHARGES I uwrs me OVAL PROVIDER 10.1

DOHB967TX

,jni8/b8 10618/8 I lii 36415 1 17O0 I 1 lN.. 184128334B9

01 D0H8967TX.

06(18/PB I O6(18/8 I ii f 86638 [ w 1 63:00 I 1 [
lIII1 I !II I

hhIIII L!iI I Il

I_I :i i...
I I I I I

25. FEDERAL TAX ID. NUMBER SEN EIN 26. PATIENTS ACCOUNT NO. I 27. ACCEPT ASSIGNMENT’ 20. TOTAL CHARGE I 22. AMOUNT PAID 30. BALANCE DUE
. I Fc cm,,,. ml backS I

742958277 E1E 8210017575400 IiEs ElNo s 80 00 ‘j— o 80

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO PH ( 1 254) -724 -2911
INCLUDING DEGREES OR CREDENTIALS Cs scovr ND WHITE

the ,e’,erel SCOTT AND WHITE
put tIersof.) 1600 UNIVERSITY DR EAST P0 BOX 8 47408

gnature on File DO COLLEGE STATION TX 77840 DALLAS TX 752847408

07/28/08

iEh1lS.leLAIflISS.T6

a. 1922061993 jIt. TJ742958277 ‘ 1922061993

1

2

I.

4

r

6

S

NUUC InstruCtIOn Manual aVaIlable at www.nucc.org 1tl’U (ö

ttJ 1A’7AXgWCMS-1SOOCS

Hammond SO -11-012-013
TAMUS 0200



WORKERS COM.TION
WC1

TAMU RISK

200 TECHNOLOGY #1120

COLLEGE STATION, TX 77840

cio”’

HEALTH INSURANCE CLAIM FORM

APPROVED SY NATIONAL UP4FORM CL*JM COMMITIEE

PICA PICA
flfl

J

1.toIcutE TC at*v* ooup FECA om Ia. INSURWS I.D. NUMBER (For Proam r Item 1)
IIEM_TH PLAN ELK LLJIG

‘ C] C]‘ C] ° ‘°‘ C]‘
,, — I1t.4 k.iw.fl I PATKNT’S Th DATE SEX 4. 94SUREDS NAME (LaSt Name. FIrst Nwne. MIdcSe IrSt

M[J FC] TZt)4U,

[iATmrS ADDRESS (No., SITter & PATIENT RELATIONSMP TO INSURED 7. INSURED’S ADDRESS (No.. SIreel)

s.iij:J sousefl cI*C] osterC] 2-Se T”-7F-1

5. PATIENT STATUS CITY J STATE

sInoleC] Mlmed[] OtherC] COLLEGE STATION TX

P CODE I TElEPHONE (In&id. A,ea Cod.)

E1 I ( 458-6249Stud&1 U
9. OPIER INSURED’S NAME (LaSt Name. Feel Ham., MIdSt. IndIll) 10. IS PATiENTS CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FE NUMBE&

EMPLOYMENT? (Caarw* sr Pr.4ou.) a. INSURED’S DATE OF BIRTH 5EX 1]a. 0TH
...

b.

tAt7 //5 C] I

‘‘
M

I 1LJ’
RED’S DATE OF BIRTH b. AUTO ACCIDENT? PLACE (Stole) b. EMPLOYER’S NAME OR SCHOOL N4Z! I

MM1001 VY
I I MC] C] []YES [NO °

-o. EMPLOYER’S NAME OR SCHOOL NAME c. OTMER ACCIDENT? C. INSURANCE PI.AN NAME OR PROGRfpME

flYES [NO WORKERS COMPENSATION
d. INSURANCE PLAN NAME OR PROGRAM NAME lad. RESERVED FOR LOCAl. USE d. IS THERE ANOTHER HEALTH OENEPLAN? ?

C] YES__[3(0 Wyee. re69 to and *jMI. iteni S

READ BACK OF F0R BEFORE CO*WLET1K. & SIGIREG TOES FORN. IS. INSURED’S OR AUTHOR’ZED PERSOR’S SIGNA11JRE I authoflze
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE I authodra the relate. at any meSt or other *rniaIIon necesealy paylilent of medIcal benefit to the undendgned plt’gilcIan or suppher for

Silo debit, I alto reqJIst paymaid at gowaimoreil bandIt iNlet to ,nwad or to the peity who accept. aaaIwnent saMoa. deacilbed below.

SIGNATVRE ON FILE DATE
SI0T ON FILE

14. DATE OF CURT: IllNESS
I GIVEFIRSTDATEMII1DO1 VY MU, DOi VY MB DO WMB CE YY I NJURY (e”’
I5. PATIENr HAS HAD SAME OR SIUM.AR NiNESS, 16. DATES PATiENT UNABLE TO WOfSC Ut CURRENT OCCUPATiON

FROM I TO I I
p6/13/os PREGNANCV(LMP)

I I

17. NAME oF REFElG PROIeIDEA CR OTh SOuRcE I11.. ojj is. HCSPITAUZATION DATES RElATED TO CURRENT SERVICEStx MM DO YY MM 00

. 14 I31 FROM I TO P I
I I

19. RESERVED FOR LOCAl. usE .
20. OUTSIDE LAB? $ CHARGES

L1YEsNOl I
. MEDICAID RESUEMISSION21. DIAGNOSIS OR NATURE Of ILLNESS OR ELSJRY. (Relel. liars. I ,2,3 or 4 to Item 245 by La)

,, CODE ORIGINAl. ROF. .

1. L.i149 3. L...........
25. PRIOR AUTHORIZATiON NUMBER

2.L. a.L_.
24. A, DATE(S) OF SERVICE I I c I 0. PROCEDURES, SERVICES1OR SUPPLIES I E. F. I H. I. J.

From lo iPUoFI (EpIath Unulual Cilcumetalice.) DIAGNOSIS I OAKS Icper ID. RENDERING
MB DC) VY MB 00 VY UBMEEI EMO CPTfrICS MODIFIER I POINTER SCHARGES I urs j QUAI.. PROVIDER D.c

O6’18/8 I 06’18/d8 j il 36415 1 17!OO I 1

DOHB967TX
184 128334G

O6’18/k8 I o6’18/qe iii 86638 [ W I 1 63!O0 i

.__).!e967 ‘
184

‘‘I!iII. t!iI I I I.E’I I

4::i:j_II

IIII II I

I I I I I
25. FEDERAL TAX 1.0. NUMBER SEN SIN 26. PATIENTS ACCOUNT NO. 121. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

rFor aIuacst I
742958277 [][ 821001757B4Q0 [YES ENO 8 80 O i U).1— I 8000

31. SIGNATURE OF PHYSICIAN OR SUPPtIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROViDER INFO & PH e ( (254) -724 -2911
INCUJDING DEGREES OR CREOENT6*l.S CS SCOTT AND WHITEth.taueme SCOTT AND WHITE
v7N.panstec.ce.1 1600 UNIVERSITY DR EAST P0 BOX 847408

gnature on File DO COLLEGE STATION TX 77840 DALLAS TX 752847408

07/28/08
1922061993 TJ 742958277 a. 1922061993 Jb. -

1

2

6

S

NULI InStrUCtIOn anuat avanduire at www.nucc.org

it-
FC585’ptO (08/C

WCMS-I500CS

Hammond SO -11-012-013
TAMUS 0201



TAMUS OEPTER NO 261010# 40513

STATE OF TEXAS PURCHASE VOUCHER
A9.1LyV0IdWNO

B(A A&M UNIVERS1Tf SYSTEM eision rio

College Statlon,TX 77840 08/25/2008 NONE
IflVQlC Oat’ Voucti Amount Payee Refeice No Cciiod No

08/25/2008 $41.94 NONE NONE

ConipbtII V1dCI ID No Agency Object Amount

1742958277 NONE

PayTo(NamrCty, St’te,Z)p) 6462 $41.94 E N (
SCOTT & WHITE

P.O. 80X 847408

DALLAS, TX 75284-7408

Woricers’s compensations Ins. I TOTAL

DELIVERY DATE DESCRIPTION OF ARTIQ.ES OR SERVICES

06/18/2008 - 06/18/2008 208044102 $4194

VENDOR cticiwiA1ION
(tA.wnithariw)

thedot sue. m.ira t aed the iwt bRmrTa aip.

ThRI

AGENCY CERCTEON
I ceef that the ibuw, saWsa tw,d.r r — Ithy cm,oed In aey pb**S eat
n*rathmdthay w, wconed and that the Iendm In bue and ut

DATE APROVED FOR PAYMENT

NAME DATE nazInio NAME
(PERSON RECEIVING GOODS) UWLJILUUU

DEPT HEAD)
DATE 08/25/2008 Trn.E

Hammond SO -11-012-013
TAMUS 0202



DWC FORM-62
EXPLANATION OF BENEFITS

06/1812008 06/18/2008 71020 WP 1.00 $126.00

RADIOLOGIC EXAM, CHEST, 2 VIEWS, FRONTAL & LATERAL

Reason for Reduction or Denial:

WI - Workers Compensation State Fee Schedule Adjustment

lwc
j Camer’s Claim # 208044102

V

Injured employee’s name (Last, First. Ml.) 2. Injured employee’s Social Security number 3. Date of injury

06/03/2008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M University

1111 Research Park, College Station, TX 77843-1255

8. Health care proiider’s name and address 7. Insurance carrier’s name and addressscorr & WI-irrE Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, SuIte 1120, College Station, TX 77845-3424

8. Health care proi4de?s federal tax ID. number Insurance canier payment to the health care provider shall be

742958277 according to Commission medical policies and fee guidelines
.n effect on the date(s) of service(s).

9. Name and address of the company performing the audit

Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury is finally adjudicated not to be

Date of the audfl 0812012008 compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the person who can be contacted about
under ‘408.024 of the Texas Workers’ Compensation Act.

the bill reduction: Starr Comprehensive Solutions, Inc.
m

Phone: 866-462-4197 Fax: 713-4624143
U r

ICD9 Codes used voi.i - CONTACT WITH OR EXPOSURE TO TUBERCULOSIS

Dates of Service Procedure Code Modifier Unite Billed Mowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

$41.94 $0.00 $41.94 WI

Totals: $126.00 $41.94 $0.00 $41.94

‘1

>

I IlII 11111 OIIU UII 11111 IU Ih HI II II TEXAS DEPARTMENT OF INSURANCE.
DMSION OF WORKERS’ COMPENSATIONDWC FORM 62 (Rev. 02/05) Page 1

Hammond SO -11-012-013
TAMUS 0203



a5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAi. UNIFORM CLAIM COMMiTTEE DOSS

rrflPlCA

31. SIGNATURE OF PHYSICIAN OR SUPPUER
INCLuDING DEGREES OR CREDENTIALS

ILewnito at. raven.

Mrawi a p1 thenot.)

gnature on File MD

WORKERS
COMITION

TANU RISK

200 TEcHNOLOGY #1120

COLLEGE STATION, TX 77840

Wc1

PICAfl

S

A

If MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OThER 1. INSUREDS ID. NUMBER (For Program in Mm 1)

HEALTH PLAN BLK LUNG ,

(M.Jorra (M 0) (A8E1WIDf) (SSN

I 2 PA11FNrS MAIdS (I. Nimi, PATIENTS BIRTH DATE SEX 4. INSLIRED’S NAME (LaM Ham., Fst Name, 15dM. IrI)
. nfl, yv

I F TAMU,

& PATiENTS ADDRESS (ND, SAW) 6. PATiENT RBATIONSHIP TO INSURED 7. INSURED1SADDRESS (No.. Sw

se.Q Spousa[J cIutu[] OtherD

‘
STATE 8. PATIENT STATUS CITY JSTATE —

sunø[] MaIdad[] OtherD COLLEGE STATION I TX —

ZIPCOOE TELEPHONE (Include Area Cod.)

EmPIOYd[]

Fa.Th1.r1 P3tTh*F9
7784,3 ( 97) 458-6249

Studar_L..J_Student__L.J

8. OTHER INSURED’S NAME (Laat Name. Pint Name, Mdcl. toNal) 10. IS PATIB4VS CONOFI1ON RELATED T0 11. INSURED’S POLICY GROUP OR FA NUMBEMa
-

C9

a. EkLOYtdSNT? (Cum.t or Prealous) a. INSURED’S DATE OF BIRTH
‘

I. OTHER, MM, DO YY

NO I I 1M

I I

‘Sd o
pi5 (sM) b• EMPI.OYER’S NAME OR SCHOOL NIlS I

b. OH t4SDYOATE 0 b. AUTO ACCIDENT?

I I Nfl []YES [NO
I I

a- EMPLOYER’S NAAE OR SCHOOl. NAME a- OTHER ACCIDENT? a- INSURANCE PLAN MAIdS OR PROQIrNA&e3. .-.

[]vs 5tto WORKERS COMPENSATIO)’ .71

d. INSURANCE PLAN NAME OR PROGRAM NAME lOd. RESERVED FOR LOCAL USE d. IS fl ANOTHER HEALTH eelSS(r PLAN?-

fiv []o it yea. toa4mplet Item B a-d,

READ SACK CF FO BEFORE COUPLBTING a SIQISNO TIRE FORE. 13. INSURED’S OR AUThORIZED PERS SIGNATURE I authorize

12. PATiENTS OR AIJTHORlD PERSONS SIGNATURE I authorize the releaSe of any medral or other h*nnallcn neceseeiy pa)milnt ot medical benalit. to the wudamIi.d pliyelclea or srpIlar for

topcceea ite ofdet I dee request pI)ftueIS of government benefds edeei to myasi or to Si. PeiW abe — eaa9vnert earalue. daecnti.d balauw.

betaw.

sit
SIGNATURE ON FILE DATE SIGNED SIGNATURE ON FILE

14. DATE OF CURRENT: a ILLNESS Rret etmni) OR 115. IF PATiENT HAD HAD SAkE OR SIMLAR ILLNESS, 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

b6113/Oe PREGNAt) I FROM I I TO I I
I I IMM DO, YY INJURY ( GPJE FIRST DATE WA DO YY MM i DO i VY MB i DO I YY

IL HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

17. NAME OF REFERRING PROVIDER OR OTHER SCIURCE ‘SAl DO t YY MM DO
FROM I I TO I

BAILEY MARGARET M.
I I I

19 RESERVED FOR LOCAL USE
20. OUTSIDE I..aB? SCHARGES

[:]YEsEoI
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (Relate Items 1,2,3 or 4 to Item 24€ by LItie) 22. MEDICAJD RESU8MISSION

CODE ORIGINAL REF. NO.

1. L_...Yl1 . L___.
23. PRIOR AUTHORIZATION NUMBER

2.L____. 4. L._.._.

24. A. DATE(S) OF SERVICE I B. I C. I 0. PROCEDURES SERVICES OR SUPPLIES I E. F. I . H. J.

From To IPLACE {EapIöl Unuaal Ckcwnatioes) IDIAGNOSIS os ID. RENDERING

MB DO VY led . ISEMEE 5MG I cmçcs u Mooeis I POINTER $ CHARGES I laura nto GUAL PROVIDER 0,0

MflITK245TX

1 O618/8 06118/48 ( uf [ 71020 W 1 1261001 i

2

I LJ1 I
!I.lI.II [1111 II —

IL 1 J
4

5

S

I

11111111 j;.•——

I I I [ 1 1 1 1 I L

I I I I
25. FEDERAL TAX ID. NUMBER SON ElM 25. PATiENTS ACCOUNT NO. 27 ACCEPT ASSIGNMENT? 25. TOTAL CHARGE I 29. AMOUNT PAID 30. BALANCE DUE

•. F Qat da,m. 5.. bau,l I

742958277 D[ 821001114B4Q0 [vss fiNO S 126 00 [s 41.41 S 126 O(

07/28/08

SIGNED DATE

-

N -

NbC )1dtftitt0fl’ TVEIIab1e at: www.nucc.org

32. Srsvn.,t ra’,.ii I T I.5J5.,, I rrijtusi jra

CS SCOTT AND WRITE

1600 UNIVERSITY DR EAST
COLLEGE STATION TX 77840

1922061993 ‘LI 742958277

33. BILLiNG rnuvIucrs rlr,J&P14
(254) -724-2911

ScOTT AND WRITE
P0 BOX 847408
DALLAS TX 752847408

a. 1922061993

APPROVi6-0999FC5)O(08

1 %‘lf111OrfWCMS-I500CS

Hammond SO -11-012-013
TAMUS 0204



TAMUSDE4.ERNO 261010# 40512
- STATE OF TEXAS PURCHASE VOUCHER

Agexy Voudie No
Agency

TEXAS A&M UNIVERS1T’ SYSTEM or Date RequUi No

coUege Statlon,TX 77840 08/25/2008 NONE
InvoI Date Vow Amount Payee Refeience No Ccnbd No

08/25/2008 $78.14 NONE NONE
CcmpD’ot Vend ED NO

Agency ObJ Amount

1742958277 NONE

Pay To y 5 p) 6462 $78.14 E N C
scorr & wrr
P.O. BOX 847408
DALLAS, D( 75284-7408

Account Name
Workers’s Compensations Ins.

$78.14
F LED

RequNlUon No JAmoI*

DELIVERY DATE OESWflQN OF ARTE1ES OR SERVICES

06/18/2008 - 06/18/2008 208044102 $78.14

VENOOR CERUFICAflOII
(uno eflno no N’ N

I &v lie deeNa,iU eedma t and INI aiE NNwcn,n and ,nc.

SXGNA11J

AGENCY CERflF!c1IOII
I cs that the atone swnatno twend, x rnuNw and diat th. wnnoond N e.ey pa.tiaiie we,
ilil iwN wIdi they etnoowat and thl,e Nne N hue and unpaid

DATE APPROVED FOR PAYMENT

NAME DATE no,,rr,nna NAMEPERSON RECEiVING GOODS) ‘‘! ‘I’-”

)EPTEAD
DATE 08/25/2008 Triii

Hammond SO -11-012-013
TAMUS 0205



FDWC #

Carrier’s Claim # 208044102
DWC FORM-62

EXPLANATION OF BENEFITS

1. Injured employees name (Last. First. M.l.) 2. Injured employee’s Social Security number 3. Date of injury

8485 06/0312008

4. Injured employees mailing address (Street or P.O. Box) 5. Employer’s name end address
Texas A&M University

1111 Research Park, College Station. TX 77843-1255

6. Health care provider’s name and address 7. Insurance carrIer’s name and address
scorr & WHITE Texas A&M University System

P.O. BOX 847408, DALLAS, TX 75284-7408 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care provider’s federal tax 1.1). number Insurance carrier payment to the health care provider shall be
742958277 according to Commission medical policies and fee guidelines

9. Name and address of the company performing the audit in effect on the date(s) of service(s).

Starr Comprehensive Solutions, Inc.

P.O. Box 801464. Houston. TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injury Is finally adjudicated not to be

Date of the audit 08/20/2008 compensable, or the insurance carrier is relieved of liability

10. Name and telephone number of the person who can be contacted about under ‘408.024 of the Texas Workers Compensation Act,

the bill reduction: Starr Comprehensive Solutions, Inc.
Phone: 866-4624197 Fax: 7134624143 urn er.

lCD9 Codes used: VOl.1 - CONTACT WITH OR EXPOSURE TO TUBERCULOSIS
461.9 - ACUTE SINUSITIS UNSPECIFIED

Dates of Service Procedure Code Modifier Units Billed Allowed Discount Total EOB
From Date Thru Date and Description Amount Amount Amount Allowance Code(s)

06118/2008 06/18/2008 99213 1.00 $113.00 $78.14 $0.00 $78.14 Wi
OFFICE/OP VISIT, EST PT, 2 KEY COMPONENTS: EXPAND PROB HX; EXPAND PROB EXAM;MED

Totals: $113.00 $7814 $0.00 $78.14

Reason for Reduction or Denial:
WI - Workers Compensation State Fee Schedule Adjustment

C)
_“

p..,

C-)

C) rn

-

,_.(n -

rrn
cm

DWC FORM 62 (Rev. 02105) Page 1 ILUI 1111 lU HUll II 111111111 IIHI 11U Ill l ll Ill ;j4gON

Hammond SO -11-012-013
TAMUS 0206



HEALTh INSURANCE CLAIM FORM

APPROVED BV NATiONAl. UNIFORM CtM COMMITTEE 06105

flfl
PICA

WORKERS COMTION

TAMU RISK

200 TECHNOLOGY #1120

COLLEGE STATION, TX 77840

MCi

PICA
fiT

I

flEED)CARE MEDICAID TRICARE O’IA1.WVA GROUP PECA OThER Ia. INSURED’S 1.0. NUMBER (For Program io 5am 1)

cti*us HEALTH PLAN SUC LUNG

hi lM.is (M..WS) (Sponsor’s SSN) (Ab,wIDØ (SJoiID) ($99 []C(

lTAT1ENvS NAME (bat Name, Fret Name hidats InlEal) 3. PATiENTS BIRTH DATE SEX 4. INSUREDS NAME (bat Name, First Name. M metal)

Mu, (flj yy u5 F TAI4U,

[-s. PATIEN’rS ADDRESS (No., S’eet)
& PATIENT HELALKJr4ojnIP TO INSURED 7. INSuRED’S ADDRESS (No., Stivit)

s.wQ sPo1Q cQ Other[] 204 TEiINL4’ WA?

6. PATIENT STATUS CITY I sim
‘.c:] Marned[] Other COLLEGE STATION TX —

ZIP COOE I TE&.EPHONE (kidlale A,ea Cod.)

77843 ( 97) 458-6249
Ernoyed]StUd5at LI

a. units Irourwo ,... , . ,.._, ..__
.-..._, 13. IS PATIENTS CONDITION RELATED T0 11. INSUREDS POLICY GROUP OR FECNLjMBER

EMPLOYMENT? (QwrwS or PrevIc) a. INSURED’S DATE OF BIRTH
a. OThEUS7y1poUP

a.

MM Do Y’’
itI -

I_I LJ

b. OTHER INSURED’S DATE OF BIRTH ssx b. AUTO ACCIDENT? PLACE b. MF.OYERS NAME OR SCHOOL )Cf,.,
MB1001 YY

I I M FJ EYES NO _j
- 0’. -

C. EILOYEWS NAME OR SCHOOL NAME c. OTHER ACCIDENT’? C. INSURANCE PtAN NAME OR PROGaBICrIAME__ •—

.. Cr

YES [NO WOREERS COtPENSATIO

5. INSURANCE PUN NAME OR PROGRAM NAME 105. RESERVED FOR LOCAl. USE d. IS THERE ANOTHER IEALTH BENV PUN? ‘ ‘Ii

EYES__[]lo ff ran 1. IDLel 9 a.d.

READ BACK OP FCRM ISR! CCILftIk. I SIGIWIS TIlS FORI. 13. INSURWS OR AUTHORIZED PEAEDN’S SIGURE I aMlicrize

12. PATiENTS OR AU1NORIZED PERSONS SIGNATURE I authoriz, the re1.ese otiy med.I or other bufomaMon neceeewy pawient of mend benelIls Is 61. isideral.d pliyaiolen or sI42p1er for

C•II 6e deWs. 1.1.0 requIte posnete of VeinhTer bandit either Is m’,sd or Is U pody Moo sonspat avssnl services daacntd below.

SIGNED SIGNATURE ON FILE DATE SIGNED SIGNATURE ON FILE

14. DATE OF CURRENT: ILLNESS (FIrst en(om) OR I5. IF PATENT’ HAS MAO SAlE OR S#dILAR LNESS,
Miti 00 i VY MM, 00 YY

1W 00 YY
l’

INJJRY (Acddenit) OR GIVE FIRST DATE 1W i DO i
16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

biilos PREMANCY9JdP) I I I I

17, NAME OF REFERRING PROVIDER OR øp SOURCE
,:

I TO I

19. HOSPITAIJZAIlON DATES RELATED TO CURRENT SERVICES

irTizr iWiDO VY
FROM I f TO I I

, I I

19. RESERVED FOR LOCAL USE
20. OUTSIDE LAB? $ CHARGES

jYES5NO

22. MEDICAID RESUSMISSION
ORIGINAL REF. NO.21. DIAGNOSIS OR NATURE OF IU.NESS OR INJLY. (Relate Items 1,2,3 or 4 to Item 24E by Uric)

1. L__O1i 3. L._.....
23. PRIOR AUTHORIZATION NUMBER

2.L_-L61Q 4. L_._.

24. A. DATE(S) OF SERVICE I I C. I 0. PROCEDURES, SERVICES, OR SUPPLIES 1 G. I H. 1E

From To IPLJSEOFI I (Ele61 Unusual Clrorsvlslancee) DIAGNOSIS I %B ID. RENDERING

1W DO VY Mit DO VY I SERVIIS I EMG I CPTIHCPC8 I MODIFIER POINTER S CHARGES I UNITS OUAL PROViDER ID. I

967TX

‘ i.eI I okiia III 1 99213 I 1 I 113OO I 1 I

I!II1 I I 1 I

1

2

a.

4

C

S

NPI

!!1i111 I L.’——
I I

I;IIL i:I I !II.’•—

!IiIII I!I I.. I I.!.
———

25. FEDERAL TAX ID. NUMBER SSN SIN 26. PATIENTS ACCOUNT NO. 127. ACCEPT ASSIGNMENT? 2$. TOTAL CHARGE s. AMOUNT PAl J 30. BALANCE DUE
,F ,‘. s.. um

742958277 821001757B4Q0 []No $ 113 00 $ I 3j9

3tSIGNATURE OF PHYSICIAN OR SUPPIJER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH.s ( (254) -724-2911

HCWDING OEGREES Oft CREDENTIALS
toot It,. mstenient. o,,th. CE BCS URGER? CARE SCOTT AND WHITE

199J4AARiBEapa.itherao&) 1600 UNIVERSITY DR EAST P0 BOX 847408

gnature on File DO COLLEGE STATION TX 77840 DALLAS TX 752847408

07/28/08

SIGNED DATE 1093779704 ib. TJ 742958277 1922061993

NUWIT,StUC!TO1Y rvnsrm uvaiiaoie at: www.nucc.org ç APPROvA@bl38-O999 FO1O

WCMS-1500CS

Hammond SO -11-012-013
TAMUS 0207



TAMIJS D1ER NO 261010# 39637
r

STATE OF TEXAS PURCHASE VOUCHER
Agency Voudi No

Agency

TEXAS A&M UNIVERSITY SYSTEM O,der Date RuteNon No

College Station,TX 77840 07/29/2008 NONE
InvoCe Da Voud,ti’ Amount Payee Rcfveice No Ccflo( No

07/29/2008 $32.48 NONE NONE

Comptroflor Vendor ID Mo Ag Object Amount

1621770924 NONE

Pay To (Name, M&S. City, Sate, ZIp) 6462 $32.48 E N C
THIRD PARTY SOLUTIONS, INC
P0 BOX 100994
AT1ANTA, GA 30384

Account Name
Workerss ComPensatlOflS Iris. I $32.48

ENCJM La)GER

Reqon No Amount

Amount
DEUVERY DATE DESCRIPTION OF ARTICLES OR SERVICES

06/18/2008 - 06/18/2008 208044102 $32.48

VENDOR CERTIFICATION
(iwewlee it t ,.eilable)

I ceWY tie dted aitat eoralou ‘era ctitiad w and tie acmwit SWeICi and iwpat.

SIGNAThRE

AGENCY CERTIFICATION
I cerWY ti tie aboae sanince wee mdend.ar — reinnd and that thee cteriepoad in many pa,tcute with
wnta and whEN tier wee wnd and that th dveoEN E that and unpaid

DATE APPROVED FOR PAYMENT

NAME DATE n-i-sni,nno NAME
PERSON RECEIVING GOODS) •-i LVUQ

NAME DATE 07/29/2008 Tm-!

Hammond SO -11-012-013
TAMUS 0208



Carrier’s Claim # 208044102
DWC FORM-62

EXPLANATION OF BENEFITS
1. Injured employees name (Last. First, MI.) 2. Injured employee’s Social Security number 13. Date of injury

0610312008

4. Injured employee’s mailing address (Street or P.O. Box) 5. Employer’s name and address
Texas A&M UnIversity
1111 Research Park, College Station, TX 77843-1255

8. Health care provider’s name and address 7. Insurance carrier’s name and address
THIRD PARTY SOLUTIONS, INC Texas A&M University System

P0 BOX 100994, ATLANTA, GA 30384 200 Technology Way, Suite 1120, College Station, TX 77845-3424

8. Health care provider’s federal tax ID. number Insurance carrier payment to the health care provider shall be
621770924 according to Commission medical policies and fee guidelines

Jn effect on the date(s) of service(s).9. Name and address of the company performing the audit
Starr Comprehensive Solutions, Inc.

P.O. Box 801464, Houston, TX 77280-1464 Health care providers shall not bill any unpaid amounts to the
injured employee or the employer, or make any attempt to
collect the unpaid amount from the injured employee or the
employer unless the injwy is finally adjudicated not to be

Date of the audit 07/2312008 compensable, or the insurance carrier is relieved of liability
under ‘408.024 of the Texas Workers’ Compensation Act.10. Name and telephone number of the person who can be contacted about

the bIll reduction: Starr Comprehensive Solutions, Inc.
TN Number: 00240645Phone: 866-462-4197 Fax: 713-462-4143

Date Rx. # NDC # Day Which Generic Quantity Billed Allowed Discount Total EOB
Supply Refill # Drug Amount Amount Amount Allowance Code(s)Product/Strength Doctor

06/181200803142 00143314205 10 0 Yes 20.00 $32.48 $3248 $0.00 $32.48
DOXYCYCLINE HYCLATEJIOO MG MARGARET BAILEY

Totals: $32.48 $32.48 $0.00 $32.48

m

- = :j

r%) )
;ç7, C1

c-i
-

DWC FORM 62 (Rev. 02105) Page 1 l1IIl 1111 IllI Ohill I h1 llhI 11111 1110 IIl Ii HI II TEXAS DEPARTMENT OF INSURANCE,
DMSION OF WORKERS’ COMPENSATION

Hammond SO -11-012-013
TAMUS 0209



00287 3901729 004426 004426 00009100019

TEXAS DEPARTMENT OF INSURANCE, DIVISION OF WORKERS COMPENSATION STATEMENT OF PHARMACY SERVICES
Send thIs form to the injured employee’s woflra’ oompen.aon lnsuranoe canter.

____

Covaae Verification -

I In aooordanoe wIth Rule 134501 I affirm that I have verIfied the workerW oorepensaflon insurance coverage for IN. employer confirmed
that a work-related Injury of the employe, named below ha. been reported to the employer for the listed date of injury an have kept
documentaflon regarding the means of vedlodonbonfirmafion on lIe. (See DOW FORM-66 Insiruotlons for the Verification Statement)

Section 1
1. Phannaoy’s Name, Address, and Phone 1: 2. Date of Billing:

CVS PHARMACY 07/021(18
3000 S TEXAS AVE Phone (979) 822-7344

Fax (979) 823-4890 3• PharmaoysNCPDPS: (NP1#):
BRYAN TX 77802

4506955 1376647180

4. RemIt Payment To (If different from above): 5. InvoIceS:
THIRD PARTY SOLUTIONSa INC. 26098745
P.O. BOX 100994 & Payee’sFEiN:

ATLANTA1 GA 30384-0994 62-1770924

7. Canier’s Name and Address: èThmploye?s Name, Address, and PhoneS:
TEXAS A 11 UNIVERSITY SYSTEM TEXAS AIM UNIVERSITY SYSTEM
ATTN: KAY BALL 200 TECHNOLOGY WAY
200 TECHNOLOGY WAY STE 1120 COLLEGE STATION TX 77895-3424
COLLEGE STATION1 TX 77845-3424 (979) 845-3211

9. inlurad Eniov.e’s Name. Address. and PhoneS: 15. PrescrIbing Doctors Name, Address, and Phone #
BAILEY MARGARET II DO
11? Id JONES
.,

?‘

DIMMITT, TX 79027 C)

(979) 691-3300
I in Inhiid FnwIov&a ID * 11Db. ID JurIsdiction 10*. ISSN DoLl 16. Presodblng Doctor. DEAt (NPEJ)’ =

U•S• BB2634601 184].283348E —

11. 001: 12. Doe: 13. CIa1ml(flaiown): 14. CarTlo?sClelm*(pwn): - -

06/03/08 2080411102 /7 = .1
-

••

Section 2 —fl.

17. Genedo Dispensed 18. GenerloAvallable? DYES 19. DDIspensed as WrItten
C Name Brand DIspensed C NO C Dispensed per Injured Employee request

20. Date Sled: 21. Genedo NOC: 22. Nanie Brand NOC: 23. QuantIty: 24. Day. Supply: 25. ReIlile 26. PaId by Employee:
Remaining:

06/18/08 00143319205 20.000 10 0

27. Drug Name and Strength: 28. RX * 29. Amount Billed:

DOXYCYCL HYC CAP 100MG 0314286 32.118

17. D Generlo DIspensed 18. GenerIc Avaflable? C YES 19. 0 DIspensed as WrItten
D Nam Brand Dispensed C NO 0 DIspensed per Injured Employee request

20. Dat. Sled: 21. GenerIc NDO: 22. Name Brand NDC: 23. QuantIty: 24. Day. Supply: 25. Refills 26. PaId by Employee:
Remaining:

27. Drug Name and Strength: 28. Rx 1: 29. Amount Billed:

17. OGenerlo DIspensed 18. GenerIc Available? DYES 19. 0 DIspensed as WrItten
C Name Brand Dispensed C NO C Dispensed per injured Employee request

20. Dat. filled: 21. Genedo NDC: 22. Name Brand NDC: 23. QuantIty: 24. Days Supply: 25. Refill. 26. PaId by Employee:
Remaining:

27. Drug Name and Strength: 28. RxO: 29. Amount BlUed:

111111111 IllI INIl II 111111 IIM I
INVOICE * 26098745 TOT
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