State of Californla, Dlvision of Workers' Compensation

REQUEST FOR AUTHORIZATION
DWC Form RFA

Attach the Doctor’s First Report of Occupatienal Injury or lliness, Form DLSR 5021, a Treating Physlcian’s Progress Report,
DWC Form PR-2, or equivalent narrative report substantiating the requested treatment.

X New Request [l Resubmission— Ghange in Material Facts
[’ Expedited Review: Check box it employee faces an imminent and serious threat to his or her health

l:] Check box if request i is 2 wnﬂen conflrmation cfa prior oral request.
| Emplayoe nformatonsis: - 2

e

I S

Name: Santillan, Maria Del Rosariq

Date of Injury: CT 01/01/2012 TO 04/08/2014; 02/22/2013 Date of Birth: 03/26/1967

Claim Number: TWCS-1538 Emp!oyer Premier Staffing Management
:T:Rﬁtfiibéﬁr'{gfhy“ﬁtéiaﬁm%‘ﬁ"ﬁé’t?é IR e L ; T g R PRRLET

Name: Vlad Gendelman, M.D., GMFE

Practice Name: Viad Gendelman, M.D,, GME Contact Nama:

Address: 6200 Wilshire Blvd., Suite 910 City: Los Angeles | State: CA

Zin Code: 90048 . | Phene: 323-933-3434 Fax Number. 323-854-8666

Specialty: Orthopedics NP Number. 1346562329

E-mail Address:

- Clutms Admiirnistrators infeémmetion.

Company Narme: York Claims Sar\rioes Inc ' — COntact Name Luann Copbel

Address: P.0. Box 615079 City: Roseville [ State: CA
Zlp Code: 95651-8079 | Phone; (916) 746-8864 Fax Number: (916) 783-0335
E mail Address:

T .-..x;

ugsted Freatment(€og Instructions Tor.guidance; attached adoitonal Dages I neceasary).. L i

Llsk each spacific requested medical services, goods, or itams in the below space or indicate the specific page nﬁmber{s) of the attached med:ca! report on
which the requested treatment can be found. Up to five (5} procedures may be entered; list additional requasts o." a separate sheet if the space befow is
insufficient.

Other Information:
Diagnoses ICD Code Service/Good Requested CPT/! {Frequency,
(Required) {Required) {Raquired) HCRCS Duration Quantity.
Code (If known) Facility, etc.)
ICD-9 CONTINUE ACUPUNCTURE 87802, 87026, 2XMK FOR
C/S M/ STR/SPR 847.0: NECK SPRAINS & STRAINS THERAPY OF THE CERVICAL 97813, 57814 BWWKS
SPINE, THORACIC SPINE,
TiS M/IL STR/SPR 847.1: THORACIC SPRAINS & LUMBAR SPINE, AND LEFT
STRAINS KNEE
LUMBOSACRAL ML 845.0: LUMBOSACRAL SPRAINS &
STR/SPR W/ RADICULITIS STRAINS; 724.4;: LUMBOSACRAL
RADICULITIS
LUMBOSACRAL DISC .
PROTRUSICNS, PER MR 722.40: DISPLACEMENT OF LUMBAR
INTERVERTEBRAL DISC W/Q
LEFT KNEE STRISPR, MYELOPATHY
DEGENERATIVE JOINT
DISEASE, PER MRI B44.8: KNEE SPRAINS & STRAINS,
NOS; 7156.86: QSTEOARTHROSIS,
UNSPECIFIED WHETHER
.. | GENERALIZED OR LOCALIZED ) N .
SAME AS ABOVE " | SAME AS ABOVE NORCC 5/325 MG 170 2 JB489
TABLETS BY MOUTH EVERY 4
TO 6 HOURS AS NEEGED FOR
PAIN

Date: 09/24/2015
; A pﬁéi,,, pre |
Reguesting Physician Signature: i _ _

- Claims:Adinjstrator/Utillzation: Revlew_rgantzat]on {URD)Reggonse .7

| 1 Approved ] Denied or Modified (See separate decision letter) Delay (See separate not:fcatlon of delay)
Requested treatment has been previously denied [ ] Liability for treatment is disputed {See separate latter)

Authorization Number (if assigned); Date:

Authorized Agent Name: Signature:

Phone: | Fax Number: E-mail Address: -

Comments; '

DWC Form RFA (Effective 2/2014)




_ /

State of Californla, Division of Werkers' Compensation
REQUEST FOR AUTHORIZATION
OWC Form RFA

Attach the Doctor’s First Report of Occupational Injury or lliness, Form DLSR 5021, a Treating Physician's Progress Report,
DWC Form PR-2, or equivalent narrative report substantlating the requested treatment.

BC New Request [[] Resubmission - Change in Material Facts
L] Expadited Raview: Chack box it employed taces an imminent and serious threat to his or ber heatth
Check box if request is & written confirnation of o pror oral request.

Empiloyeeinformation - T T~ o XL T A T T TR P S T W DA R
Name: Santillan, Marta Del Rosaro
Date of Injury: CT 91/01/2012 TO 04/08/2014; 02/2272013 | Dats of Bisth, 03261567
Clakm Number: TWCS-1588 | Employer: Bremier Staffing Management
-Régueating PhySiclan Infonpation e .- S 75 75 v B i A AN s R R T R et P T
Name: Viad Gendelman, M.D., OME
Practics Name: Viad Gendetman, M.D., GME. Contact Name:
Address: 6200 Wilshire Blvd., Suite 910 Cily: Los Angales | State: CA
Zip Code: 90048 . | Phene: 323-933.3434 Fax Number. 323-954-8668
Specially: Orihopedics NP{Number: 1346562320

E-mail Addrass:

- Clalms Administrator information- . - R B T T O T I I EE ol i
Company Name: York Claims Services, Inc. ContactName: Luann Coppel

Address: F.0. Box 619078 City: Roseville . | Stale: CA

Zip Code: 95661-9079 [ Phone: (916} 746-8854 Fax Number: {918} 783-0335

E-mail Address: -
{Reguested Treatment {6oe mmuons;wﬁﬁgiam:ﬁusewaumw [ T R R PP TR T S e N

List ench specific requested medicat services, goods, of items in the below space ar indicale the specic page number(s] oi the attached medical report on
which the requested treatment can be found. Up to five (5) procedures miay be entered; list additiona| requests on a separate sheet # the space below is
insufficiant.

Other Information:

Diagnoses ICD Code Semvice/Good Requested CPTY (Frequency,
{Requinad) {Required) {Required) HCPCS Duralion Cruantity,
_ Coda (It known} Facility, efc.)
ICD-8 CONTINUE ACUPUNCTURE 97802, 97026, 2X/WK FOR
CIS MIL STRISPR 847.0: NECK SPRAINS & STRAINS THERAPY OF THE CERVICAL 97813, 57014 6WKS
SPINE, THORACIC SPINE,
TI5 MIL STR/SPR 847.1: THORACIC SPRAINS & LUMBAR SPINE, AND LEFT
STRAINS KNEE
LUMBOSACRAL ML 8465.0: LUMBOSACRAL SPRAINS &

STRISPR W/ RADICULITIS STRAINS; 724.4; LUMBOSACRAL

RADICULITIS
LUMBOSACRAL DISC
PROTRUSIONS, PER MRI 722.10: DISPLACEMENT OF LUMBAR

INTERVERTEBRAL DISC WiQ
LEFT KNEE STR/SPR, MYELOPATHY
DEGENERATIVE JOINT
DISEASE, PER MR 844.9: KNEE SPRAINS & STRAINS,
NOS; 715.96; OSTEQOARTHROSIS,
UNSPECIFIED WHETHER
GENERALIZED OR LOCALIZED
SAME AS ABOVE SAME AS ABOVE NORCQ SR25 MG 1 TO 2 JB499
TABLETS BY MOUTH EVERY 4
TO 6 HOURS AS NEEDED FOR
PAIN

Date: 09242015
=" a7
Requesting Physician Signature; .

- Glaimy AdministratorfUtiization Review-Org RNIZAtON{UROIRESPONSE" F iy 7 e 2 L v B R I 1 L A

L_| Approved D Denied or Modified {See separata decision letier) EI Delay (Sew separate notification of detay’
Reguestad treaiment has been previousty denied [ Liability for treatment iz disputed (See soparate leiter)

Authorization Number {if assig ned): Dale:

Authorized Agent Name: Signature:

Phone: [ FaxNumber; E-mallAddress:

Commants: '

OWC Form RFA (Effactive 2/2014)
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