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JOINT PETITION SETTLEMENT

This agreement is prepared and snbmitted pursnant to Sections 87 and 115 of the Administrative Warkers' Compensation Act, Tltle B5A of the Oklaboma Statutes. By signing
below, each party nffirms that they have read and understand its provislons, declares under pennity of perjury that all statements ave true and nccurate to the best of thelr
lmowledge and helief, and wnderstand that the agreement, if approved by the Workers' Compensntion Commission, is conclusive, final and binding on all the parties involved.,

BY THIS AGREEMENT, the parties seitle upost and determine (check one):

ALLISSUES AND MATTERS IN THE CLAIM [:] SOME, BUT NOT ALL, ISSUES AND MATTERS IN THE CLAIM - Attach appendix
Settlement and Resolution of Claim With Foll Release) of all outstanding 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 sgreed by and between the above named parties that the elaimant alleges to have sustained a compensable necidental injury or oceupational disease or tliness on of about
Aprroximately July 2015, while in the employ of the employer, causing the fellowing injury (describe nature of injury) Left Shouldgr, and resulting in temporary total disabitity
from 1L paid, or for a period of weeks, days, for which the claimant received ALl Paid in compensation from the employer/insurance carrier. The
claimant’s average weekly wage before the injury entitles the claimant to o campensation rate of §571,55 for Temparary Total Disability and $323.00 for Permanent Partial Disability,

2. Aclaim for comgpensation was filed by the clitnant for the injury, or, if the claimant {s not reprosesited by an attoreey, an Employer’s First Notice of Injury (CC-Form-2) was fited by
the employer for the injury, and the Workers” Compensation Commission has jurisdiction in this metter,

3. Thisis an agreement in which the claimant agreed to accept § . 16957.80 _ in full and final settlement of all claims for: (describe injury) Left Shoulder and any known or unknown
@ on Aprroximatel 1§ sustained as a result of the aceident reforred to above, including any claim by the claimant for the pest, present and

future compensation for temporury tatal disability, temporery partia! disability, permanent parcial disability or permanent total disability, stamtery medical treatment, physical and
vocational rehebilitation benefits, or loss of wage earing capaclty, as « result of any and all injurics sustained in the necident. This sum is in addition to any previous amount(s) paid to
the Claimant, and uny amount(s) for uithorized, reasonable and necessary medicul and rehobilitative expenses previously incurred by the claimant due to the injury. OF said sum,
£16,957.50 shal} be pald for permanent partiul disability {_15%) to Left Shouldexand §_____ shall be paid for
s Settlenent includes payment of uny unpald reguests for reimbursements of mileage, prescriptions, ov other out of pocket expenses,
4. For Sactal Securlly offset purposes, and If applicable, the cicimant agrees to accept and the employer/carrier agrees lo pay a hump s of § Jor permanent
impairment that will affect the claimant for the rest of the claimant's Wfe. The claimens's remaining lfe expectancy is . months,  Therefore, even though paid In a
Tump s, claimant's benefit (ufter dediction of attorngy fees and expenses) shall be consideredtobe$ _ ___amonthfor_________ months, beginning .
The sum of §__3.391.50 shall be deducted from this seitlement and paid to the claimnnt’s attorney pursuant to the workers’ eompensation laws of the state,
The employet/carrier agrees to pay ull applicable Commission costs, and all taxes and assessments o the Oklahoma Tex Cammission, as follows: $140.00 to the Workers®
Compensation Commission, taxed as costs in this matter, unlass praviously paid; the Special Qccupational Haalth and Safety Tax in the sum of § 127,18 . Iepresenting  three-
fourths of one percent (0.75%) of the jeint petition settiement amount, excluding medical payments snd temparary totel disability compensation; if & Cemmission Approved OWN
RISK employer or group self-insurance association, the Workers' Compensation Fund assessment in the swn of $339,138 , Tepresenting 2% of the joint petition
settlement amount, and, if applicable, the Self-insurance Guaranty Fund gssessment in the sum of § , tepresenting 1% of the joinl petition settlement amount, and, in
nddition to other amounts, if UNINSURED, a Multiple Injury Trust Fund assessment in the sum of § , tepresenting 5% of the joint petition seitlement amount,
Administrative Workers’ Compensution Act) 854 0.8, §6(A)(1)u): “Any person or entify who makes any muierial false statement or representation, who willfully and knewingly omits
ar conceals any material Informadion, or who wnploys any device, scheme, or ariifice, or who aids and abets any person for the purpose of (1) oldaining any benefit or payment...shall
be guilty af a felony.” )
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ORDER APPROVING JOINT FETITION SEVTLEMENT: The Warkeis” Compensation Commission, having reviewed the evidence, iles nnd eacords in this master and being fully sdvised in the premises, approves the above Jolnt Petition Sertlement,
Tncluding the cttoeney faes, IF any, and the sached appendix to the Jolat Petldon Seitlement, if any, which Jaint Peion Settlement and appendix are incorpornted heremn by refarenced and mad greof Ifa child support tien wers Gled in this workery'
compensation caae, the snployerfeanier stall tnelude the name of the person or goremment sgevcy asserting the lien on asy eheek for temparary wiak disshility, permanent pardal disd nj‘ y ot Wn) duability. The crmiployeticarier shall comply
with thls order within twenty (20) days from the flle stamped date of the erder I thar svent, 2o if the Joilnt Petition Scitlement determined o issuas nrd e clam, tid ly closed ond resolved, nnd the Commlssion
divawed of Rurther jurisdivtion therein
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Before the Workers® Compensation Commission of the State of Oklaho l .\

In re claim of: SEF 20 2018
WORKERS!
Charles A. Misener OOMP ENSATION COMMISSION
Claimant Commission File TULSA
Number; CM2017-03271A
City of Broken Arrow
Respondent
Own Risk #14157 Claimant’s Social
Insurance Carrier Security Number XXX-XX-8741
(LAST 4 DIGITS ONLY)
IFICATE 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
accidental 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.

Z Claimant o

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 seltlement. The Respondent shall also notify the medical providers

that the Joint Pefdtion Settlement specifies that the Respondent will not be responsible for treatment
rendered a e date of the Joint Petition Settlement.

Administrative Workers’ Compensation Act, 85A 0.5., §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 guilty 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.
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The following Medical Providers have provided medical treatment, including physical

therapy, asa result of the accidental injury or occupational disease or iliness while
employed by Respondent:

Name ’ Address City State Zip

Dr. Gillock 7170 S. Braden Ave., Tulsa, QK

Dr. Rao 5544 S. Lewis Ave., Ste 500, Tulsa, OK




