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Form Approved; Budge! Bureau No. 44-R894.3 - /6- 7.)0 
.c::> u.s. DEPARTMENT OF LAlOR BURE,~U OF EMPLOYEES' COMPENSATION ..) 

1. BEC CASE NUMBER ! 
IMPORTANT NOTICE TO EMPLOYEE 2. CARRIER'S NUMBER 

INSTRUCTIONS: Notify the Deputy Commissioner, whose address appears below, wi'hin 10 days if (he informarion on (his Dorice is nor correct, 
or if you have fu'~her claim. 

3. NAME AND ADDRESS OF EMPLOYEE 
f 

(Place u'ilbin brackels belou') 
~ 

I Jolla C • ... 1 • .,. I 
c/o r~_, Ine. 

L 
.QO r J'UlCiaeo "'52 

~ 
-

, 4. NAME OF EMPLOYER I S. ADDRESS OF EMPLOYER Pield:z..Uft fft e, lex 20C 
.Ii"p '-""" _ 1.1UI!. ~ ~ •. ~._ ....c. .,.~A alA ..,1. .... Rn Sn 

6. DATE OF INJURY r 7. DATE EMPLOYEE FIRST DID NOT WORK BECAUSE OF INJURY 

S-*. 1 Q " CPM. q-.. -"- ,g. 1.,0 

18. DATE PHYSICIAN fOU ND EMPLOi'EE AME TO RETURN It>" wod 

n.-a ..... - 1.. ~0'10 
9. DA~ EMPLOYEI:"'RmJlfNfD TO WORKl I O. .. • . .... (Maximum comptnsalion ralt-$70.00 p;" "wltk) 

~~... lct'7n AVER'GE WEEKLY WAGE $ ... _ .. MULTIPLIED BY % COMPENSATION RATE $ 70.00 
11. GIVE REASON!\ f HY PAYMENTS HAVE BEEN STOPPED OR SUSPENDED 12. DATE OF THIS NOTICE 

a.t.. iii 1 C1'7O 

r.pltq rC to du.tF 13. DATE LAST PA" MENT MADE 

o.t. 'n 19'10 
u. LIST ALL DISABILITY PAYMENTS 

FROM' TO AMOUNT PAID NUMBER OF 
TYPE OF DISABILITY (Mo., day. yr.) Mo., Jay, yr .• inc/us;"t) PER WEEK WEEKS PAID TOTAL 

a b c d • f 

TEMPORARY TOTAL O/2Aho lO/021?o &'Xl .m 'if? ~.M* . 
TEMPORARY PARTIAL 

TEMPORARY PARTIAL' 

PERMANENT PARTIAL (Non-scbtdult) 

PERMANENT TOTAL 

PERMANENT PARTIAL PERCENT PARI OF BODY 
(5cbtdult loss. facial disfixurtmtnl) *a.nl ___ PaA4 ~"M_l LAl. _ 1'8,. t:. ... IlIIIhA 1 III ft ..... m ~, Id a 

M_W1 .. t:. .. .t. It ll.-. Id . ~.I\- .1-1.. ~.ta I. ... ,,,~ .......... 
da. _ _ w Rft'I 

----.. 1 . 
~ 

'REPORT ON THIS LINE PAYMENT FOR DIFFERENT PERIOD OR RATE THAN G IVEN IN PREVIOUS l iNE. TOTAL • 
PLEASE READ CAREFULLY 

Claim for compensation, to be valid, must be f.Ied in writing with 
date of injury or date of last payment of compensation. 

the Deputy Commissioner WITHIN ONE YEAR after the 

If you have serious head or facial disfigurement, or any permanent or other disability from 
been paid compensation, inform the Deputy Commissioner. 

the injury for which you have not 
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OFFICE OF THE DEPUTY COMMISSIONER 

U.S. DEPARTMENT OF LABOR 

BUREAU OF EMPLOYEES' COMPENSATION 

'. - '" _1. . . -,. "'n~ l !:''' • cJ Q I 10 
1.) 1 ; J . H,;. 51 ~Fd1 5 
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