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 SEQ CHAPTER \h \r 1RICHARD L. HAEUSSLER & ASSOCIATES

By Richard L. Haeussler, Bar #63661


1303 Grand Avenue # 201-A

P. O. Box 340

Grover Beach, CA 93483-0340
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805-481-7474

FAX 805-481-7345

Attorneys for


STATE OF CALIFORNIA


DEPARTMENT OF INDUSTRIAL RELATIONS


WORKERS COMPENSATIONS APPEALS BOARD


GROVER BEACH  DIVISION

__________________________________



)

)

)

)

)

)

)

)

)

)

)

)

)

)

)

)

)

CASE NO.

NOTICE OF WORKERS COMPENSATION INJURY TO DIRECTOR OF HEALTH SERVICES AND SOCIAL SECURITY ADMINISTRATION

Action Filed:

Trial:


To the CALIFORNIA DIRECTOR OF HEALTH SERVICES, Workers Compensation Recovery Unit and United States of America [Social Security Administration]:

Notice is hereby given that the above named applicant has filed a workers compensation case under the above numbered and styled case. 

This notice is intended as notice of the injury of the applicant as required by California  Welfare and Institutions Code and the United States Code. 

As attorney for the Applicant, I have received information that the applicant above named may have received Medi-Cal Health Care benefits from the State of California and / or Medicare benefits from the United States of America [Social Security Administration].

The following information is submitted to assist the Director and Social Security Administration in identifying the applicant:

a.  Full Name[s] of Applicant:

b.  Date of Birth

c.  Date[s] of Injury:

d.  Social Security Number: 

e. Medi Cal Number, if known:

1.  Dates of Service, if known:

f.  Name[s] and Address[es] of Providers:

g. 
The Applicant’s Cause and Nature of Injury is disclosed in the Application [s] attached hereto as Exhibit 1.

h.  The Applicant’s Attorney’s name and address is

Richard L. Haeussler, P. O. Box 340, Grover Beach, Cal 993483-0340

i.   The name, address and phone number of the defendant’s Workers Compensation Insurance Carrier or Workers Compensation Administrator is:

1.  The Claim number[s] if known:

j.  The name, firm, address and phone number of the defendant’s attorney is: 

1.  The Attorney’s Firm File number is [if known]:


The Director and/or the Social Security Administration is requested to file with the Workers Compensation Appeals Board, and upon the Parties a copy of its itemized billing and lien for services as well as its list of providers paid by MediCal [Olszewski vs Scripps Health, 2003, ---- Cal.App 4th ___]


Should the Director=s office and or the Social Security Administration  require any additional information, please contact the defendant or attorney for the defendant[s] named above directly.  The Applicant’s attorney has limited information as outlined above. 

Dated:   

RICHARD L. HAEUSSLER & ASSOCIATES

By_______________________________

RICHARD L. HAEUSSLER

Attorneys for 
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PROOF OF SERVICE
State of California, County of Orange

I am employed in the County of Orange, State of California.  I am over the age of 18 and not a party to the within action; my business address is 4425 Jamboree Road, Suite 117, Newport Beach, CA 92660

On , I served the foregoing document described as:

NOTICE OF WORKERS COMPENSATION INJURY  TO DIRECTOR OF HEALTH SERVICES AND SOCIAL SECURITY ADMINISTRATION
on the below named parties in this action by placing a true copy thereof enclosed in a sealed envelopes addressed as follows

DIRECTOR
ph: 916-650-0490

Department of Health Services
FAX 916-850-6584

c/o Workers Compensation Recovery Unit-Third Party Liability

P. O. Box 997425

Sacramento, CA 95899-7425


DIRECTOR 
ph: 916-650-0490

Department of Health Services
FAX 916-650-6584

c/o Health Management Systems, Inc.

9750 Business Park Drive Suite 110

Rancho Cordova, CA 95827-1716

Defendant’s Attorney:

Workers Compensation Insurance Carrier

or Administrator:

BY MAIL:
I deposited such envelope in the mail at Costa Mesa, California.  The envelope was mailed with postage thereon fully prepaid.  I am "readily familiar " with the firm's practice of collection and processing of correspondence for mailing.  It is deposited with the United States Postal Service on that day in the ordinary course of business.  I am aware that on motion of a party served, service is presumed invalid if postal cancellation date or postage meter date is more than one (1) day after date of deposit for mailing in this affidavit. 

 STATE:  I declare under penalty of perjury under the laws of the State of California that the above is true and correct.    Executed at Newport Beach, California on December 20, 2004

_____________________________________________

RICHARD L. HAEUSSLER
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�Pleading Paper 28 Lines
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