CC-JOINT PETITION WORKERS' COMPENSATION COMMISSION | s space ron conmass

Send original and 5 ¢oples to the Workers' Campensation Commission 1915 N ORTH. STILES AVENUE ;
OKLAHOMA CITY, OK 73105

In re: Claim oft (Please type or Print ALL information Icgib!y in inlc,)
Claimant's Full Name (Injured Employec) Commisslon File Number
Charles A. Misener CM2017-03272F S E P 2 0 2018
Injured Employee’s Socinl Security Number (LAST 4 BIGITS ONLY) Date of ljury
KXA-XX-g1d1 Approximately Mey 2006**corrected 10

WORKERS'

Tame of Enplayer OOMPEN K RS
City of Brokea Arrow Any person wha conunits workers’

SATION COMMISSION
FLSA——

- — compensation fraud, upon conviction,
Eu:ﬁlg;;:ru; Iﬁﬁﬁﬁd Crrier, Permit # For Commission Approved Individual Self-Insured or Own shall be guilly ofa ﬂ,,am‘ punishuble

Qu Risk #14157 by imprisonment, u fine or both.

JOINT PETITION SETTLEMENT

This agreement is prepared and submitied pursuant to Sections 87 and 115 of the Administrative Workers’ Compensation Act, Title 854 of the Oklahoma Statutes. By signing
below, each party affirms that they have read and understand its provisions, declares under penalty of perjury that all statements are true and accurate to the best of their
knowledge and belief, and understand that the agreement, if approved by the Workers' Comipensatlon Commission, ts conclusive, fina) and binding on all the parties involved,

BY THIS AGREEMENT, the pnrties settte upon and deterntine (check one):

ALL ISSUES AND MATTERS IN THE CLAIM [:] SOME, BUT NOT ALL, ISSUES AND MATTERS IN THE CLAIM ~ Attach appendix
Settlement and Resolution of Claim With Full Release) of all putstanding issues. The appendix is subject to approval by the Workers'
Compensation Commission, It MUST accompany the CC-JOINT PETITION, and be
dated and signed by all parties under penalty of perjury,

1. Itis hereby agreed by and between the nbove named parties that the claimant alleges to have sustained & compensable aceidental Infury or occupational disease or iliness on or about
Anproximately May 2016**corrected to 3/8/16, while in the employ of the emplayer, causing the following injury (describe nature of injury) Baek, and resulting in temporary total
disability from Full wazes paid 3-8-16 to 3.4-16, or for & pedod of witeks, days, for which the claimant recelved All Paid in compensation from
the emplayerfinsurance carrier, The claimant's average weekly wage before the injury entitles the claimant to s compensation rate of $589.33 for Temporary Total Disability and
$323,08 for Permanent Partial Digability.

2. Aclaim for compensation was filed by the claimant for the injury, or, if the claimant is not represented by an attorney, an Employers First Notica of Injury (CC-Form-2) was filed by
the employer for the injury, and the Workers' Compensation Commission has jurisdiction in this matter,

3. This is an agreement in which the claimant upreed to accept $16,957.50 in full and final sottlement of all claims for: felesigribe infiry) Back and any lmown or

a o the infury on A inptely May 2016**corrected io 3/8/16 sustained as a result of the accident referred to above, including any claim by the
claimant for the past, present and future compensation for temporary total disability, temporary partial disability, permanent partin} disabitity or penmanent total disability, statutory
medica) treatment, physical and vocational rehabilitation benefits, or loss of wage earning capacity, a3 a result of any and all injucles susteined 1o the accident. This sum is in addition
to any previous amount(s) paid to the Claimant, and any smount(s) for authorized, reasonable and necessary medical and rehabiljtative expenses previously incurred by the claimang
due to the injury. OF said sum, $16957.80 . 5hall be paid for permanent partial disability (1524) to Back and § shall be pald for

- Setilesent includes payment of any urpaid requests for relmbursemenis of mileage, preseriptions, or other out of pocket expenses.
4. Far Soclal Securlty offvet purposes, and if applicable, the claimant agrees to acceps and the employer/carvier agrees to pay a lump sum of § Jor permanent
© impafrment that will affect the clatmant for the rest of the claimant s ife. The claimant’s remalning 1ife expgetancy is months.  Thergfore, even though paid in a

tump sum, claimant's benefit fgfter dediction of attorney fees and expenses) shall be considered to be § a munth for months, beginming .

The sum of $3,391,50 shall be deducted from this settlement and paid to the claimant’s atiorney porsuant to the workers® compensation laws of the state.

The employer/curier agrees to pay all applicable Commission costs, and afl taxes and assessments to the Oklehoma Tax Commission, as foliows; 514000 to the Workers®

Compensation Commission, taxed a5 costs in this matter, unless previously paid; the Special Occupational Health and Safety Tax in the surt of § 127.18 ., Tepresenting three-

finths of one percent (0.75%) of the foint petition settlement amount, excluding medical payments and temporacy tolal disabllity compensation; if & Commission Approved OWN

RISK employer or group self-Insurance asseciation, the Workers’ Compensation Fund assessment in the sum of $339,15 , Tepresenting 2% of the joint petition

settlement amount, and, if epplicable, the Self-Insurance Guaranty Fund assessment in the sum of § . tepresenting 1% aof the JoInt petition settlement amount; and, in

addition to other amounts, if UNINSURED, a Multiple Injury Trust Fund assessment in the sum of § . representing 5% of the joint petition settlement amount.

Adirministraive Workers® Compensation Act, 854 O.8,§6(A)(1){a): “Any persan or entity who makes any material fulse staiement or representation, who witlfuldly and knowingly omits

or concenls any materiol information, or who employs any device, scheme, or artiflee, or who alds and abets any person for the purpose oft (1) oblaining any benefit or payment...shall
be gutlly of a felony.”

o

CLAIMANT NAME ~ PLEASE PRINT LT FTERSE PRETT

228 East Dallas Street, Broken Arcow, OK, 74012 Kymberly ] Watt 15797

CLAIMANT ADDRESS NAME OF EMPLOVER/CARRIER'S ATTORNEY - PLEASE PRINT oBA#

A ot 29 7 Ovn Risk #1413
CLAIMANT-SIONATORE ~ * ' NAMEGEMPLOYER'S C OR DWN RJSK GROUP ~ PLEASE PRINT
- /bo Rt Sy Lol
: iy - PLEASE PRINT " oBAM / mﬁwmx‘@lﬁn’aﬁﬁ ATTORNEY - SIGNATURE DATE
9/20]
OATE ‘e

ﬁgﬂfn{;ﬁfﬁ:’g&%ﬁ,ﬁmﬁmﬂmﬂn?;hfnmm; :scﬁlgmcl;r, i;;"y' w!'uch }mi::fd I.io;: . ¢4 the veidonce, files pod recocds i this motter and heing Tully ndvised in the premises, approves the asove Jolnt Pethion Sttlement,

ettlement sivd nppend are incorporntssd herain by ceforonced and mado a part hereaf 1 child support lien wees filed In this workers
compensation case, the exmployerivarder shall Include te nesne of the person or gavemeicnt agency esserting the lien on any check for temporary wial disabilicy, permaneat pastin] disabity snd permanent total disability The employer/eacrier shall comply:
with this onder within tweaty (20) days from the file stamped date of the order  Tn that evenr, and If the Joint Pettlan Settiernent determied nll issues and matters in tha cluim, thiy 3

ly closed and esolved, and the Commission
divested of firther jurisdiziion thereln
DONE this_dry of 2018, m@.
A eopy hareof was maited by Ualied States rogular mail oa this file-stamped dote 1o oll BY ORDER OF £
Attomoy of reeerd sud uncepresented parties ADMINISTRATIVE LAW JUDGE




Before the Workers’ Compensation Commission of the State of Oklaho s

_ W SEP 2.0 2018
In re ¢laim of}

GOMPE WORKERS"
Charles A. Misener NSAT'SN COMMISSION
Claimant Commission File TULSA
Number: CM2017-03272F
City of Broken Arrow
Respondent
Own Risk #14157 Claimant’s Social
[nsurance Carrier Security Number XXX-XX-8741
(LAST 4 DIGITS ONLY)
CERTIFICATE TO JOINT PETITION
1. The claimant certifies that the Respondent has been notified of all medical providers who have

provided medical treatment, including physical therapy, as a result of the accidental injury or

occupational disease or illness while employed by Respondent. A list of all medical providers
who have provided treatment is attached hereto as Exhibit A.

Further, the Claimant represents and agrees to notify all future medical providers for the
aceidental injury or occupational disease or illness while employed by the Respondent that the
claim against the Respondent has been fully settled by Joint Petition Settlement.

o .I".
"

Claimant

2, The Respondent certifies that a copy of the Joint Petition Settlement will be provided to all known
medical providers, including physical therapists, who have provided treatment to the claimant,
within ten (10) days of the settlement. The Respondent shall also notify the medical providers
that the Joint Petition Settlement specifies that the Respondent will not be responsible for treatment

rendere r the date of the Joint Petition Settlement.
)/(/(/M/
{ %bﬁﬁdent

Administrative Workers' Compensation Act, 85A O.S., §6(A)(1)(a): "Any person or entity who
makes any material false statement or representation, who willfully and knowingly omits or
conceals any material information, or who employs any device, scheme, or artifice, or who aids

and abets any person for the purpose of: (1) obtaining any benefit or payment ... shall be guity of
a felony.”

Any person who commits workers' compensation fraud, upon conviction, shall be guilty of a
felony punishable by imprisonment, a fine or both.

- Qver -
Crealed 3-1-14
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The following Medical Providers have provided medical treatment, including physical
therapy, as a result of the accidental injury or occupational disease or iliness while
employed by Respondent:

Name Address City  State Zip
Dr. Gillock 7170 South Braden, Suite 175, Tulsa, OK
Dr. Combs 226 E. Dallas St., Broken Arrow, OK

Dr, Revelis 10810 E. 45th St., Suite 400, Tulsa, QK




