Welcome to West Chester Acupuncture and Chiropractic
Dr. Julie Hilbert, DC, FIAMA, Dipl.Ac. — Dr. Burton Young, DC, FIAMA, Dipl.Ac.
6940 Tylersville Rd, West Chester, OH 45069 o 513-777-9428

WORKER’S COMPENSATION HISTORY

Name Age Date of Birth 0 Male OFemale
Address City State Zip

SS# Drivers Lic #

Employers Name Tel#

Address City | State Zip

Carriers Name Tel #

Address City State Zip

Have your retained legal counsel for this injury? 0O Yes O No If yes, give name and address

INJURY DESCRIPTION

Date present injury was received Time of in jury ____ DAM 0O PM Overtime: O Yes O No
Who saw the accident; Name Title

Who reported the accident? Name Title

What medical attention was rendered?
By whom? ONurse OM.D. ©OD.O. OD.C OOther employee D Other
How did the injury occur?

Chief complaint

Symptoms

Since the injury, are your symptoms: O lmpoving O The same 0O Getting worse
If working on a machine, give description '

Do you use foot or hand levers? 0O Yes ONo Do you work overhead? O Yes O No
Do you have to reach? O Yes O No Where?
Movements on the job: Do you move to your ORight OLeft OUp ODown 0 Under 0 Over
Do you pick up or lift? OYes O No If yes, how much? How often?

From where fo where? Do you lift from 0O Ground 0O Bench O Platform

0 Box O Pallet O Other (Please Describe)

Do you lift in or out of a machine? 0 Yes 0 No If working at a machine, do you 0 Sit O Stand O Kneel

Is your work area cluttered? O Yes 0 No  If yes, with what?
Is your work area 0 Oily O Dirty O Slippery O Other
In your job do you push or puli? O Yes O No  If yes, give specifics
Do you use a cart? O Yes O No O Two-wheel J Four-wheel Type of wheels:ORubber OSteel OPlastic
Condition of cart D Good [ Bad O Other Number of carts being pushed or pulled at once __
Total amount of weight being pushed or pulled on a daily basis




OFFICE WORK

If your injury has occurred from office work only, please fill our the following:
0O Sit at desk 0 Walk 0 Stand O Stoop U Hold 0O Carry C Other
Give percentage if applicable Do you operate office machinery? O Yes O No

If yes, what fype?
If your work is at a desk, give specifics of job, computer, typewriter, business machines, phone, etc.

If walking, where to and job classification

Do you carry anything or pick anything up? 0 Yes O No  If yes, what?

PREVIOUS WORK HISTORY

Give a job description of services or work performed' for each job classification or source of employment
for the preceding ten (10) years.

1.
2.
3.
4,
5.
Was a pre-employment exam performed or required? O Yes 00 No
Date Doctor Place

Have you ever applied for Workers” Compensation beneﬁts before? J YesONo Date
Reason

Was there a time loss fromwork? O Yes O No  From To Year
State the degree of recovery

Did you retain legal counsel for these injuries? O Yes 0 No  If yes, give name and address

PRESENT WORK HISTORY
What is the job classification of your normal jeb?

Were you performing your normal job? O Yes i1 No  What shift were you working?

How long have you been at your present job? Has there been a time loss or absenteeism
caused from job injury? O Yes O No  If yes, explain

Average work week Hours Days

JOB CONDITIONS
Type of building
Type of floor 0 Rough 0O Smooth 0 Wood O Concrete O Steel T Other
Type of windows O Open O Closed O No windows

Type of ventilation in the building O Blower [1 A/C O Heat [0 Exhaust O None 0 Other
Type of lighting in the building 0 Fluorescent O Overhead 0 On machine O Other




Are you tired when you go home at night? 0 Yes O No
Do you have any outside jobs? 0 Yes O No If yes, what type?

Do you participate in any company-sponsored programs such as exercise, sports, etc.? 0 Yes U No
If yes, describe

Type of shop 0O Union DNon-union
Has outside help been hired? 0 Yes 0 No [f yes, why?

How many employees are in the plant? How many employees per shift?
How many employees do your job? What is the current injury ratio for that job?
How many employees have been injured doing your job? Do you fike your job? O Yes O No

If off work, do you want to return to your job? 0 Yes O No
What changes would you make in your job?

MARK PAIN ARFA
+++ BURNING
000 STABBING
--- SHARP
i CONSTANT

Patient Signature . Date

Staff Signature Date

* Click here to download First Report of Injury Form from Bureau of Workers Compensation websijte
{scroll to bottorn of page and click “Complete FRO!".




New Patient Registration

So that we may best serve your healthcare needs, please complete the following information
as accurately as possible. Thank youl

Today's Date / /

Legal Name

First Name you would like to be called:

Address

City ' State Zip Code _
Home Phone ( ) | Work Phone ( )

Cell Phone ( ) *Email Address:

* This will only be used to sand emall offers thru Constant Contact, office closings, special offers,
Holldays, conditions we treat, etc. Also if you choose to have appointment reminders sent here.

Gender: Male Female Marital Status: Single Married Separ_atéd Divorced Widowed

Date of Birth SS# - - Age:

Emergency Contact: - Relationship
Phone:

What sources did you first utilize to choose our office?  (Check all that apply)

1. Referred__ (name) 2. Internet __ 3. Called Insurance ___ 4. Angie’s List ____
How you would like to receive appdintment reminders: (check below)
o Text message o Phone (home/cell). . o Email o None
*Employer Occupation

Do you have health insurance you wish us to file? Yes___No___Have you seen another Chiropractor? Y/ N

Name of insurance Subscriber (policy card holder) _ Subscriber's DOB:

Relationship to Subscriber _ Subscribers employer

Name of Primary Care Physician and City __

Do you have a secondary insurance? Yes No
: Date / /
- Signature of Patient (or Guardian if under 18)
Print Name Date / /

Dr. Julle Hllhert. DC FIAHA. DIpI.Ac. Dr Burlon Young, DC FIAHA, Dipl.Ac.
7665 Monarch Court, Sulte 110, West Chester, OH 45089 e 513-777-8428 ' 1/8/20



MEDICAL HISTORY

Patient Name
Main Compleints 1 2 3
When did symptoms begin? What caused this condition?
**|f this is due to a Personal in auto accident} or Worker's Compensati fro i
General
o0 Poor Appetite o Heavy appetite oo Change in appetite: (how)
o Poor Sleep o Heavy sleep o Insomnia o Hours of sleep:
o Waking at night o Trouble waking oTrouble going back fo sleep o Hours of sleep
0 When to bed: o When to wake o Dreams n Fatigue
o Tremors o Vertigo o Cold Hands o Cold feet
a Cold back o Cold abdomen ‘o Fevers o Chills .
a Night Sweats o Sweat easily - o Cravings o Localized weakness
o Poer coondination o Sudden energy drop o Sudden increase in energy  © Peculiar tastes/smells
o Strong thirst o Bleeding/bruising sasily o Best time of day, o Worst ime of day,
Skin & Hair
o Dandruff o Eczema o Hives o ltching
o Pimples o Purpura a Rashes o Ulcerations
o Changaes in halr/skin: o Other hair or gkin problems:
Head, Eyes, Ears, Nose & Throat
o Dizziness o Concussions - o Earaches o Ringing in ears
o Poor hearing o Facial pain o Facial paralysis o Eye strain
o Eye pain o Poor vision o Blumy vision o Night blindress
o Color blindness ‘o Cataracts o Spots in eyes o Nosableeds
o Sinus problems o Mucus o Dry throat o Dry mouth
o Copicus saliva o _Teeth problems o Gum problems o Jaw clicks .
o Grinding teeth o Sores on lips or tongue o Recurrent sore throats o Migraines
o Headaches a Cther head or neck: i
Cardiovascular
o High blood pressure o Low blood pressure o Chest pain o legular peartbeat
o Dizziness o Falnting o Cold hands/eet o Swelling in handsHeet
t1 Blood clots o Phiebitls o Difficutty breathing o Cther:

Dr. Julle Hllbert. DC FIAMA. DprAc.- Dr Burton Young, BC, F!AMA Dipl.Ac.

7665 Monarch Court, Suite 110, West Chester, OH 45068 e 513-777-0428



MEDICAL HISTORY

Fage z
Patient Narme ™
Respiratory
o Cough u| Coughin? up blood t1 Production of phiegm O Asthma
o Bronchitis o Pneumonia D Tight chest o Difficulty when laying down
o Other lung problems: i
Gastrointestinal !
o Nausea o Vomiting c Diarrhea o Gas
o Belehing . oConstipation o Bad Breath o Rectal pain
o Black stools o Sensitive|abdomen o Fain or cramps o Bloody stools, odor
o Hemorrhoids 0 Laxative yse o Undigested food
Genitourinary ’
o Pain with urination o Blood in urine o Cloudy urine a Urgency to urinate
" o Unable to hold urine o Unable to complete o Dribbling o STD
o Urinary tract infection o, Kidney stones o Prostate problems o Wake to urinate
Gynecology Pregnancy :
Age at first menses Pregnancies # o Irregular Perlods o Menopause
Last PAP Biths# : o Painful periods o Clots
Last Mensas Miscamiages o Vaginal Discharge o Breast lumps
o Birth Control Premature births o Changes to body/psyche prior to menstruation
Neuropsychological | ‘
a Depresslon o Areas of numbness o Bad temper o Concussion
o Treated for arnot!onal oAnxiety o Considered/Attempted D Easily stressed
problems : suicide
nOther: oPoor memory oSelzures
Musculoakeletal : i In or in
u Neck pain o Befter/worse with heat
o Limb pain 0 Better/worse with cold
o Back pain v BetterAworse with movement
o Musdie pain o Better/worse with pressure
o Joint pain o Fixed location |
o Sharp quality o Duli quality
o Distending qualify o Radlating qualily
o Buming quality o Stabbing quatit_y
Put a mark on the scale to indicate you present level of pain:
No ! Worsat possible
Diacomfort 1 2 3 4 5 6 7 8 9 10 Dlscomfort

Dr. Julle Hllbart. DG, “FIAMA, DIpI.Ac.- Dr. Burion Young. DC, FMMA Dipl.Ac.
7665 Monarch Court, Sulte 110, West Cheater, OH 45068 o 513-777-0428



MEDICAL HISTORY

Page 3
Patient Name
Significant llinesses (list date of diagnosis) _
o Cancer o Diabetes : o High Blocd Pressure Other;
o Hepatitis o Rheumatic Fever o Thyroid Disease '
o HIvV o Heart Dissase ‘o Seizures
a Surgeries (type & date);

O Significant Trauma (type and date):

Miscellaneous Information:

Birth History (prolonged labor, premature, forceps dellvery, elc.).
Allergies (drugs, chemicals, food, etc.):

Medication (name and dosage, include vitamins and herbs):

Occupational Stresses (chemical, physical, psychological):

Exercise (type and frequency):

Average daily diet (list moming, aftemoon and evening):

Family History ;
o Cancer o Diabetes o High Blood Pressure o Allergies
o Stroke o Seizures o Asthma | o Heart disease
o Aleoholism o Multiple sclerosis Other:

Notes (please add anything of nots)

Dr. Julie Hilbolt. DC FIAMA, DprAc. Dr. Burton Young. DC, FIAMA Dipl.Ac.
_ 7565 Monarch Courl, Sulte 110, West Chester, OH 45068 » 513-777-5428



Terms of Acceptance

Patient Name: ' ' Date:

The goal of our office is to enable patients to gain control of their health. To attain this we believe communication is the key.
There are often topics that are hard to understand and we hope this document wili clarify those issues for you.

Please read the below and if you have any questions please feél free fo ask one of our staff members.

Informed Congent:

A patient, in coming to the chiropractic doctor, gives the doctor permission and authority to care for the patient in accordance
with the chiropractic tests, diagnosis, and analysis. The chiropractic adjustment or other clinical procedures are usually
beneficial and seldom cause any problems. In rare cases, underlying physical defects, deformities or pathologies may render
the patient susceptible to injury. The doctor, of course, will not give any treatment or care if he/she is aware that such care
may be contra-indicated. Again, it is the responsibility of the patient to make it known, or fo learn through heatthcare
procedures what he/she Is suffering from: latent pathological defects, ilinesses or deformities which would otherwise not come
to the attention of the chiropractic physician. The chiropractic doctor provides a specialized, non-duplicating heslth care
service. Your doctor of chiropractic is licensed in a special practice and is avallable to work with other types of providers in
your health care regimen. | understand that if | am accepted as a patient by a physician at Dr.Julie B. Hilbert/Dr. Burton T.
Young's office, | am authorizing them to proceed with any treatment that they deem necessary. Furthermore, any risk
involved, regarding chiropractic treatment, will be explained to me upon my request.

Consent to medical records submission:

Periodically medical records are requested by your insurance company and upon that request | agree to have all visit
information sent. :

Communications:
[n the event that we would need to communicate your heaithcare information, to whom may we do so?

Spouse:

Children:

Others:

Nooneo

May we leave messages regarding your personal heaithcare information on any answering device, L.e. home answering
machines or volcemails? Yeso Non

Acknowledgement

o By subscribing my namé below, | acknowledge my understanding and agreement to the notice of privacy practices

(HIPAA effective as of 9/23/2013). { do NOT want a copy of my HIPAA laws at this time.

o By subscribing my name below, | acknowiedgé my understanding and agreement to the notice of privacy practices

(HIPAA, effective as of 8/2372013). | have requested a copy of my HIPAA laws at this time.
Print Name:;
Signature: Date:

DICONTIN L6 ¥y X al-z: A, (AT B SNy LT A
Dr. Julle Hilbert, DC, FIAMA, Dipt.Ac- Dr. Burton Young, DC, LAMA, Dipl.Ac.
7665 Monarch Court, Suits 110, West Chester, OH 45069 ¢ 513-777-9428
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Financial Policy 2023

Payments/deductiblss and/or co-payments are dua at the time of service. A payment of $55,00 OR your Copay (if clearly
marked on your insurance card) will ba required atthe time of servica until we have verified your insurance. A curment insuranca
card must bo pressnted at the time service is provided. If chargas are filed Incomactly due 10 cutdated information, the complete
balancs then becomes your rasponsibility. Many of our famblins have Health Savings Accounts (HSA), or Health Reinbursament
Accounts (HRA). You will ba expected to pay at the time of service until your deductible ls met. Wae accapt cash, check, or any
major credi card, ‘ ‘
it is your tespansibliity to know the detalls of your insurance plan. .
As a courtesy, we will verify your Insurance coverage; however it Is NOT a guarantee of benetits,

Please check which ore of the following applies:

INSURANCE o ‘

{z Check here for VA pationts with active authorization) :

If your insurencs Is e high deductible plan, the office will collact In anticipation of your finalized'clalm, QOnce your
. Deductible has been met, your co-insurance will ba collected each visit.

MEDICARE/Advantage Plane (See ABN form)

MEDICAID (Molina/Caresource/Ohlo Job and Family Services)
it eligible, you must bring a curment Madicald card on the first visits and st the beginning of sach month
Thereafiar whqn racsiving trestment. Exams are not covernd

" WORKER'S COMPENSATION .
It Is your responsiblilty to notify your employer and the doctor if you are seeking treatment from as Injury sustained
while on-the-job, Thig type of injury.ls cassified an an Industrial Injury and will be hilled acoordingly. if the injury
neglects to meet the requiremants of the Industidal Commission and thay will not pay, you are responsible for all
charges Incumed In this office. If you have an astabllshed claim, please notity the racaptionist that you need to sign 8
tranafar of phyalcian furm,

PERSONAL INJURY ,

We do riot accept third.party payer. We do not biil the atfault. Or. Hibert/Dr. Young recommentls that you:
immediately file a claim with your automobila Insurance. We bill med-pay first. When all med-pay funds have been
used wa will bill your health insurance. At the time of service you will be responsible for the deductibles, co-pays, efc.
If you do not have health insurance or med pay, then you aea rasponglble to pay as treatment Is roceived on the day
of each visit by cash, check, or credit card. Each case Is unique 30 pleage do naot healtate to ask the recoptionlst,
Uttimataly, you are responaible for aif charges incurred for treatment in cur office,

NO INSURANCE COVERAGE .
Patient pays all foes on the day services am tendared by cash, check, or all mejor cradit caris.

| haraby authorize any holder of medical information to relesss to my insurenca company oF intermediaries any
Information needed io process a clalm for paymant. | request that payment be made to Julie B. Hilbert, DC, Inc. for

Any charges or ssrvices rendered to me by Julte B Hilbart, OC, FIAMA, Dipl A, Ancfor Burton T Young, oG,

FIAMA, Dipl.Ac, ] undarsiand Lam.finen ailv resnoneible for any balance NOL COVOIDL. | agree to the tarma In the
Financial poilcy as stated a for the acupuncturs andfor chirapractic care rendered ta me by either of doctons
Mantionsd above. A iate fee of $25 par month will be addod to the batance, beginning at 20 days after sarvice is rendered.
Baiances over 90 days past dus will be forwarded to our collection agency.

Signature of Patient (Parent/Guardian) Date

Brint Name of Patient (Parent/Guardian) : Date

. FY R ., M T PN Tt [V ORI
B, Julle Hibett, OC, - D, Biurian Young, DC, FIAMA, Dipl.Ac.
. %68 Monarch Coutt, Suhs 110, West Chester, OH 45088 @ 513-777-5428

Finmocial Policy updatnd 8/2620
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2023 Massage Therapy Agreement

PAYMENT: Our office will verify your Insurance benefits as a courtesy for you. However, a
verification of benefits 15 hever a guarantee of payment from the Insurance company. For this
reason, our office requires patients to sign a payment agreement to guarantee payment for
their services. If for any reasons your insurance does not cover the services rendered, then you
will be financially responsible for the entire amount owed to Dr, Hilbert and/or Dr. Young.

CHRONIC NO SHOW POLICY: This policy applles to all patients Inciuding VA or WC patients.
If two appolntments are missed, or less than 4-hour notice to cancel Is given within a two-
month period, then we will not be able to schedule, any future massage appointments in our
office for the patlent.

4

ellation potice julred a fec will gocur:
ou Mmust call or leave a message at the office ‘at least 4 hours prior to your appointment to
avoid a fee. If this notice is not given, then you will be charged a $40.00 missed appointment
fee on your credit card the same day that the late/missed appolintment otcurs. Reminder calls
are done as a courtesy; you are ultimately responsible for keeping your appointment. If you are
running late, please call the office so that we may inform your massage therapist, There is no
foe for being late; however, your massage time may be cut short due to the schedule. This
policy does not apply to VA or WC patients.

By sighing below, 1 agree to these terms:

Patient Sighature . Date

Print Narme

WEST CHESTER ACUPUNCTURE AND CHIROPRACTIC
DR, JULIE HIBERT AND DR, BURTON YOUNG
7855 MONARCH COURT, SUITE 110, WEST CHESTER, OHIQ 45065
(PHONE) 513.777.9428 (PAX) 513.777.3628

2023
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Bureau of Workers’ Notice to Change Physician of Record

COhio

Compensation The physician selected must he BWC certified or the
- injured worker will be responsible for payment,

Instructions for the injured worker _ .

*Plaase complate all of Part 1 of the form.

»Sign in ths space provided, and submit all copies to your managed care organization {MCO) to record your changa of physician.
Injured worker's name Data of injury Iaim numbar
IAddress Phone number

)

City

me luine-dignip code

[Please changs my physician of rocord Tor the above isted ciaim o5 Tollows:

From physician ovider number
Address —ana number
City |Stata |ne-:hgrt ZP cada
?u physician Provider number
Address Phane numbar
City Nlna-dlgttZIP code
{Reasontor change
[7] Physician movad [ Physician na longer practicing EI { moved 1 Physicien Is not § BWC-certified provider
[ Physician terminatad patient-provider relationship O Dissatisfied with phvsi'cian's treatment a Dphai'. plaase explain:
Pleasa oxplain: Please axplgin:

Hava you baen traatad by the new physician farﬂﬁ conditionfs} allowad inyour claim? ~ Yes["] Mol ifyes give date of first treatmant

[njurad worker’s signatura ' Data

Instructions for the MCO

* MCD to completa PART Il

* MCO must notify BWC via EDI {148) of changs of physician within 24 hours of notifisation by the injured worker,
» Return signied copias per distribution listed halow,

We have receivad and recorded yaur request for change of physician. You may bill only medical services and itams related to tha treatment of

the sllowad conditions and in accordanca with the MCO medical- -management guidefines to the MCG or the sel-insured employer. The allowed
conditions for this workers’ compansauon claim with corresponding ICD-8-CM codas are as follows

’Tﬂ name [Phone number
MCO case manager :}ata ]

Distribation: mn.-mcn Claimfila» Yollnw-hiurad wurlmr * Pisk-Bequested physicizn = Goldenrod—Former physician
8WC-1128 {Rev. 8/3/1999)
C-23
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Oh' Bureau of Workers’ , S - First Report of an Injury,
10 | compensation Occupational Disease or Death
==y : : . WARNING: .

* Elnct to oaly sceivs compemsation sl benafits thet are provided for i i claim mdar Ohlo workesy” compancation s Amy pearson who obtaing compansation from
§ : b ; oo hﬂlhi:r dﬂluﬁ:hh uiuu;rumﬁ'nu Emwmbvnmm
e oty Trom dhapaan, ] or
. mﬂaTmm.ﬁ'rhma:ﬁWmm«umm- i stetaments oraccoptingcompenastiontowhichhe
injry or occapational dissags for which | s filiog this clale, : or sha ks not entitled, is aubject to felony criminal
» Condien that | ke 20t recsived compansation soelfor kevaiis oader the workees compasstion b of snofer state for this clabe, prosscution for fraud.
il thot [ wolll oty BVWC inwoenfimtaly mpow recelving asy eonspessation or beoelits from any soarce for this claln. {RC. 201348}

E5T name, Hiral narme, Mo Mita Soctal Sacunty nomber Wartal giatis | Dave of Birth

Fotma maling e ess Tox [IMared  [Nurnber of dependents
' | O Mate [JFemals | DO Divorcad
Chy |§t.utn lmmda | Country ¥ different from USA | gsem Dapsrtiment nama
Waga rate O1 Hour L1 Month L Wk TWhat days of tha weak do you usially Workr Regiifar work houre
$ Per: ] Year [ Other CSun OQMon [JToes ClWed OTwr CIfri [JSat [From_______To

Rave you bean offered oF do you expact To receive payment of wapas for this cizm from anyone ciher than tha Onhio Bureau  [Occupation or job Titie
of Workers' Compensation?  [Yas CINo liyas, plsass axplain, - ;
Mpeoyer nams

Mailing adaorass (mumbar and street, o or town, stete, ZIF coda and codnty)

Location, f different from malling addrass

Wias the placa of accident or sxposurs on empioysr's pramlses? []Yas 0O No
iIf no, give sccidant location, street addraes, city, state and ZIP coda)

Data of injury/disease ~ [Tima of tjury . Hifatal, give dats of death  {Tima amploves ] Data Jast workad [ Data returnad o work
COam. Opm. began work Ba.m. Op.m.

Date hired Stats whera hited _ Dats emplayer notified I§mw ‘where supanised

Dascription of accidant {Dascribs the sequanca of € avents that diractly Type of Injury/diseases and partis) of body afiscted

injured tha smployes, or caussd tha di or daath.) {For axample: sprain of lower [aft backi

orker and injury/disease/death info.

)

Mmmuw—mmmdmmmmmamrw

under Ohiv's workan” compentation [ws for my clak, aad [wahve and relaasa my right ta fla for and racabe

o medical bemafiy sz allowsbla, and athorie j

msmumuiommswmcmmwmmmm.mwm;wm. inal and information.

ﬂuhmawuﬁmhlh[rdamdInwplmlalumumalh}uhmhmmmhmmhﬂnmwwaﬁmofwdahm%ﬁ.ﬂnwcmiumdﬂlh,h
and any authorized raprassntatives, My previous or fturm BWE claims mey atfact docisions made i this chaem.

penploye's of record [or thlr sthardzed morasantatives) and/or my suthorte

njurad workar slgnatra

A Fax numbBer initial waatment date
H . { H .
|§mta Sdigt Zifcoda i

Diagrosial=a): include ICD codals)

Treatment info.

Wl the incidant causs tha injured worker 1o
rmiss aight or mora davs of work? Dvas O No 15 tha injury causally relatsd to the industrial incidant? OYes CINo
E coda : - prowider numbar | Date

L1 Emplayer Is selftnsuring

: ) a ‘CYInjured works i ownarjparmarimember of firn
;l'aleph;:ne number - rax fmber E-maf address Federal 1D numbar Manual number
; ;
Was employes treatad in an emergency foom?  [JYes [ No Was amploves hoapitalizad ovamight as an inpatiant? OYes CINo

If trsatment was givan away from work sita, provids the facility name, streot address, city, stata and ZIF coga

D Finjoction - The armployar O s e higers nady

Cartification - Th
Doerliﬁeq that the facts in this

lik i Clarification -The a tlarifias
application are corract and valid. : {{1‘;’?;2&3;3.‘-&2@°§f;§3\f""-" for D.and gllows tha cleim for tha canditionis} below:
] Madical only [ Loat time
Emplover signature and o Data OSHA case number
BWC-1101 (Rev. 6/12/2014) ) Thia fonm masts OSHA 307 requiremants

FROI-1 (Combines C-1, C-2, C-3, C-6, C-50, OD-1, OD-1-22)
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