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CASE ID: DEU7348315
{450A0A6A-694B—4F9B-AC93—-C70895CB920A}

Department of Industrial Relations STATE OF CALIFORNIA
DIVISION OF WORKERS' COMPENSATION ARNOLD SCHWARZENEGGER, Governor
DISABILITY EVALUATION UNIT :

605 W Santa Ana Blvd, Bldg 28 Suite 451

Santa Ana, Ca 92701

714/558-4121

Deion Sanders WCAB #....:
DEU File No: E78780 Age at DOI: 32
Occupation : PROFESSIONAL FOOTBALL PLAYER
EAMS Case No: DEU7348315
Employee Representative: Employer Representative:

*DR. MARIA LEYNES*QME*(08/24/2010%
THIS REPORT RATES 0% FINAL PD.

kA AT I T Ak Ik T A A Ak rA A A hkhkhkdd A hhhkdhhddhkdhkdoddhdhtk
*DR. MICHAEL WELLS*QME*07/15/2010%

*DR . KENNETH NUDLEMAN*QME*07/08/2010%

*DR. MICHAEL EINBUND*QME*07/08/2010%*

11.03.02.00-~2-[212-590G-3-3 PD (A)
13.01.00.99-1-[611-590J-2-2 PD (A)
13.03.00.00-16-[6]21-590J-31-30 PD (&)
13.04.00.00-5-[2]6-590J-11-10 PD (A)
13.06.00.00-5-{8]7-5901-11-10 PD (A)
15.01.01.00-8-[5]10-590J-16-15 PD (A)
15.03.01.00-13-[5]17-590J-26-25 PD (&)
16.02,01.00-1-[7]1-590J-2-2 PD (B)
16.02.01.00-1-[7]11-590J-2-2 PD (C)}
16.03.01.00-1-[2]1~590F-2-2 PD (B}
16.03.01.00-1-[2]1-5900-2-2 PD (C)
16.05.04.00-5-[1]6-590I-5-8 PD (B)

16.05.04.00-7-[1]8-590I-12-11 PD (C)

17.03.03.00-3-[5]14-5900-8-7 PD (D)

17.03.03.00-4-[515-590J-%8-8 PD (E)

1% WP ADD-QON INCLUDED FOR PAIN

17.05.03.00-3-[213-590J-6-6 PD (D)

17.05.03.00-4-[215-5900-9-8 PD (E)

1% WP ADD-ON INCLUDED FOR PAIN

17.07.03.00-6-[2])7-5900-12-11 PD (D}

17.07.03.00-9-[2]10-5%00~16-15 PD (E)
% WP ADD-ON INCLUDED FOR PAIN

B=8C2¢C2= 12 PD (1)

C=11C2C2 =15 PD (A}

D=311 C 7 C &6 = 22 PD (A)

E=15C 8 C 8 = 28 FD (&)

A =30C28 C 25 C 22 C15 C 15 C 1z C 10 C 10 ¢ 3 C 2 = 86 FINAL PD

Cecilia Mejia
November 22, 2010

Disabiliilty Evaluator Date
DEU Form 230 {Rev 1-921) Kl6244
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CASE ID: ADJ7348315
{C887BBAE-238D-484AD-BBB6-H97TF4673EADS }
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CASE ID: ADJ7348315
{CBB7BRAE-238D—-484D-BRB6-897FA673EADS }

l STATE OF CALIFORNIA _ I
: DIVISION OF WORKERS' COMPENSATION
WORKERS' COMPENSATION APPEALS BOARD

APPLICATION FOR ADJUDICATION OF CLAIM * Silgamre .
| [] Amended Application l'" - R
Case No, , i ‘T, ‘R‘“ UEIVED

L i

[
SSN (Numbers Oniy) - : | / ; P Ay 27 40 .
Venue cholce is based upon {Completlon of this section is required) ‘ o : d R é’:‘gﬂgﬁ y
[ County of residence of employes {Labor Code seetion 5501.5(a)(1) or (d).) .,," :Lf::_”’_‘_ T e
] County where injury ocourred (Labor Code section 5501.5(2)(2) or (d).) T LT .

County of principal place of businass of emplayee’s attorney (Labor Code section 5501.5(a)(3) ar (d).)

ANA
‘Select 3 - Letter Office Code For Place/Venue of Hearing (From the Document Cover Sheet)

Injured Worker {Completion of this section Is requirad)

DEION '
First Name ) M

SANDERS

Lazt Name

. i

Strast AddresslP Box as le blank spaces between numbers, hames or words)

Street Address2/PO Box (Please leave blank spaces between numbers, names or words)

Internationat Addrags (Please leave blank spaces batween ‘numbers, names or Words)

PROSPER TX

Tty Giate Zip Code
Applicant (If other than Injured Waorker)

[} tnsurance Carrier [] Employer [[] Lien Claimant

Name (Please leave blank spaces between numbers, names or words) N

Street Address/PO Box (Pleasa lzave blank spaces betwean numbers, names or words)

Sireet AddressZ/PO Box (Please leaive Blank spaces between numbers, names or words)

oy Stata Zip Code
DWCWCAR Form 1A (1172008) - {Page 1) WeAs1
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CasSE ID: ADJ7348315

{C887HB4E-238D-484D-PABA6-897F4673READ5 }
l Employer Infarmation (Completion of thig section is required)
Insured [ ] self-insured [] Legally Uninsured [ ] Uninsured _L..
DALLAS COWBOYS
Employer Name (Flease [eave blank spaces belween numibers, names of words)
ONE COWBOY PARKWAY
employer Sireet Address/PO Box (Please leave blank spaces betwean numbers, names or words)
IBVING TX 75063
Clty ' Siate Zip Cota

Insurance Carrler Information {If knowm and If applicable - include even If carrier Is adjusted by claims administrator)

TRAVELERS / GULF

insuranca Carrér Name (Please leave blank spaces Detween numbers, hames or words)

PO BOX 660281 °
MHEWMEW
DALLAS | TX 75266
City i State Zip Code

‘Clalms Adwiinistrator Information (If known and If applicable)

Nate (Please leave blank spaces Detween hUMDETs, Names or Worde)

Street Address/PO Box (Please leave blank spacés between numbers, namss or words)

Tty ~ State Zip Code

IT i CLAIMED THAT {Completa &ll relovant information):

ini | 109/1967 while employed as sy FOOTBALL PLAYER
1 The injured warker, barn DATE OF BIR 019 glg'?ﬂ_—: I\.?SIDDNYYY)'— whie employed &s () (OCCUPATION AT THE TIME OF INJURY)

{Choosze only one)
[] specific injury —Oae e TRy, MY Y YT

oersds. /199 01/09/2000
. . 05/15/1995
curmulative injury  which began o0~ B HMBEAYTH— 0 o O (g el NBIDOY

The injury cocurred at VARIDUS STADIUMS & PRACTICE FACILITIES
Street Address/PO Box - Please leave blank spaces between numbers, names o words

Tity " Ste Zip Code
DWOCANCAB Form 1A (11/2008) - (Page 2 WCABT
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CASE ID: ADJ7348315
{CBB87BER4E—-238D-484D-BB86-897FA4673EAD5}

(State which parts of the body were injured)

| Body Part 1: 100 HEAD

Body Part2: 200 NECK

Body Part 3 398 UPPER EXT

Body Part4: S19LEG

Other Body
Parts: 700 MULTIPLE

2. The injury oceurred as follows:

{EXPLAIN WHAT THE WORKER WAS DOING AT THE TIME OF INJURY AND HOW THE INJURY OCCURED)

[SUSTAINED INJURIES WHILE PLAYING FOOTBALL

3. Actual earnings at the time of injury:

| « [] Monthly  State value of tips, meals, lodging, or other .
Rate of Pay $ _MﬁK__ advantages, regularly raceived 5

[] Weekly

] Hourly

Number of hours worked per week MAX

4. The injury caused disability as foliows:

Last day off work due to injury:  01/09/2000

MMDDIYYYY
First Period of Disabllity: StartDate TBD
Second Period of Disability: StartDate TBD

MMDDNVYYY
5. Compensation:

Compensation was paid; []Yes [/] No
Total paid: LiHINE

Waskly rate(s): /A

Date of last payment: NONE
MMIDDIYYYY

] Menthty

[] weekly
D Houry

End Date TBD

End Date TBD
MMDDYYYY

6. Has the worker raceived any unemployment insurance benefits and/or any unemployment compansatlon

disability benefits {state disability} since the date of injury? . Yes D No

DWCMWECAB Form 1A (11/2008) - (Page 3)

WCABY |
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CASE ID: ADJ7348315
{CBB7BB4E-238D-484D-BB86-897F4673EADS }

’ 7. Medical treatment;
Medical treatment was received: Yes [ |No
All treatment was furnished by the Employer or Insurance Carrier: [ Yes No

Date of last treatment UNKNOQWN
— NRLDAYYY

Other treatment was provided/paid by: UNKKNOWN

—

{NAME OF PERSON OR AGENCY PROVIDING QR PAYING FOR MEDICAL CARE)

Did Medi-Cal pay for any health care related to this claim? [] Yes No

Names and addresses of doctor{s)/hospltal{s)cliniz(s) that treated or examined for this injury, hut that were not
provided or paid for by the employer or Insurance carrier:

Name of Doctor/Hospital/Clinic 1 (Please leave blank spaces batween numbers, names or words)

Name of Doctor/Hospital/Clinic 2 (Piease leave blank spaces betwsen numbers, names or words)
8. Other cases have been filed for industrial injuries by this worker as follows:

Case Number 1 Case Number 3

Case Number 2 Case Number 4

9. This application is filed because of a disagreemeant regarding ilability for:

Ternporary disablility indemnity Permanent disability indemnity

‘Reimbursament for medical expanse Rehabilitation

Medical treatment Supplemental Job Displacement/Return to Work

Compensation at proper rate Other (Specify) BENEFIT LABOR CODE

HEE E
HEE &
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CASE ID: ADJ7348315
Yas £330 LOLY  LO. I ~ACRRIBBAE-238D-4B4D-BBB6—-837E4673EBADS} _

l Is the Agplicant Represanted? [/]¥es [ |No i "No", applicantis 1o sign and date below. -—‘——
i ~Yes", applicant’s representative is to complete the Tollowing and is to sigr and date below,

Law FirmiAttomey [[] Nor-Atiarney Representative

NAMANNY BYRNE OWENS
ol PGNY MEaMe

3w Fimn Numbar (f Applicabley

MEL | T
Atomey/Répreseianve First Name Mi

OWENS
AlomEyTRemessiatve Lost Name

24411 RIDGE ROUTE DRIVE SUITE 135
Street Addresa/PO Box (Plesse leave blank spaces between numbers, names or wards)

LAGENA % . CA G483 -
ity . i Stale Zip Lode

/ . /

Kb P ¢ /,Q*Q_%/
A?‘Ent.&homeymamesemaﬁva Signat ‘Applicant Signature
Dated at LAGLN @Y__"'thirg - Calfornia
Clly
Dute 3 / 2 e / s V |
7 MMROAYYY

OWCANVCAE Form 1A (1 12098} - (Page 5) ’ ) WCART l



