[
.

A A O S

Appendix 1

(Chapter 1-The Initial Interview)

Interview Forms.

Attorney Fee Contracts.

Medical Authorizations.

Medical Treatment & Mileage Record/Claim.
Temporary Total Receipt Form.

Workers’ Compensation Brochure.

Case Acceptance Letter.

New Case Information Form.

Case Analysis Form.



FILE NO.
OPENED
SOURCE

WORKERS' COMPENSATION
CLIENT INTERVIEW SHEET

D/ SOL

COMMISSION FILE NO.

LAWYER / LA

CLIENT INFORMATION:

NAME {First, Middle, Last) NAME CALLED

CLIENT MAILING ADDRESS STREET ADDRESS (If Different)

cITY STATE ZiP

HOME PHONE WORK PHONE

OTHER PHONE NAME & RELATIONSHIP

CLIENT AGE CLIENT D.O.B. CLIENT S8 NO.

CLIENT RACE MARITAL: Married / Single / Divorced / Widowed / Separated

Date
CLIENTS SPOUSE

SPOUSE GROUP INS.

OTHER HEALTH INSURANCE COV.

CRIMINAL RECORD

EMPLOYER INFORMATION:

EMPLOYER PHONE NUMBER

EMPLOYER'S ADDRESS (Street, City, State, Zip)
DATE EMPLOYED JOB TITLE

RATE OF PAY AVG. HRS./DAY SHIFT

SUPERVISOR

STD /LTD / SICK PAY

Company
HEALTH INSURANCE COMPANY

TEMPORARY TOTAL PAID Y/N DATES

AMOUNT % CORRECT AMOUNT §




PARTTIME EMPLOYMENT Y/N EMPLOYER

ADDRESS OF PARTTIME EMPLOYER

RATE OF PAY LOST WAGES Y /N DATES MISSED

CARRIER INFORMATION:

WORKERS' COMP INSURANCE CARRIER

CARRIER'S ADDRESS (Street or P>0> Box, City, State, Zip)

ADJUSTER

PHONE NUMBER

INSURED CLAIM NUMBER

THIRD PARTY DEFENDANT (If Any):

POLICY NUMBER

ADVERSE PARTY'S NAME (First, Middle, Last)

AP'S ADDRESS (Street or P.O. Box, City, State, Zip)
TYPE CASE:

THIRD PARTY INSURANCE INFORMATION:

INSURANCE COMPANY

INSURANCE COMPANY ADDRESS

ADJUSTER

PHONE NUMBER

INSURED



ACCIDENT INFORMATION:

. DATE OF INJURY TIME COUNTY
PART(S) OF BODY INJURED

DESCRIBE HOW ACCIDENT OCCURRED

ACCIDENT REPORTED Y /N TO

. TITLE / POSITION DATE REPORTED
WITNESSES




=

MEDICAL TREATMENT:

POST INJURY HISTORY/ACTIVITY:

PRIOR MEDICAL & CLAIMS HISTORY:




TRAFFIC COURT: Date

FILE SET UP

Placed on calendar

Location

Calendar

INVESTIGATION: (Check to be done)

Photoes-Client's car { )

Photos-Adverse Party's Car ( )

DATE COMPLETED

Photos-Scene ( }

Photos-Client )

Police Report ( )

Evidence: ()

DESCRIBE / HELD BY / WHERE
Other:
NCTIFY

sCcwC.C. ( )

Adverse Party/Employer { )

WC Insurance Company ()

Client Insurance Company ( )

Third Party Defendant ( )

Third Party Carrier ()

Other: ()

PLAN:

DIARY WHO

LEGAL ASSISTANT TO DO:




YYORKERS' COMPENSATION INFORMATION FORM

WCC No.

1. PERSONAL INFORMATION

Name:

Dare of Birth:

Age:___ Sac.Sec No.s

_ ]
°

Home Phone:

Home Address:

Spouse’s Naze:

Age Date of Birth:

Occupzten:

Spouse’s Exployer:

Spouse’s Work Phone:

-

Employer at Time of Acddenr

Addrass:

Lone:

Lecgth of Employmeat

Qecupader:

Brief desciption of dutias:

Current Employer:

Addrass:

2. VT DA

Daze:

Day of Wesk, Tioe:

Locaton, Including Cornty:

Owner of Premises Where Injured:

Person in Charge:

Witessas:

Briaf Pesciptior of Accidant




3. CLIENT'S EMPLOVMENT

Wasa you wars injured, was horseplay involved? I£ yes, give details:
Were you or co-workers drinking: It yas, give derails:
Dic you give codcs to your employear? Wrinaz or Varbal

If yes, name of persoc to whom you regorted injury:

Parson’s dtle:

Wher2 you regored it Ticze-

If wrictes, o you have a copy?

Eave you fled 2 daim with the Workers’ Compeasatior Commissian?

Waea?_. Do you have a capy?

Flas you ex=glover fled z ¢laim?

Weea? ' By whem?

4, NS URAN Nz OR: 10N

Does erployer carry Workers’ Compensation Insurancs?

Nage of Cartier: Address;
- Claims Represeqtative:
Phane:

Hosptralimon Policy #1: Compasy:
Dicect Purchase:____ Through emplayer (if yes, which employar?)
Clieat: Spouse How are clamis fled?
Terough whem?__ Address:

| Caverage:




5. DISABTLITY
How bas this 2csident affeczed your ability to perform your duties?

Have you last ame from work? - If yas, oive datails:

What was your ratz of pay ar the tize of the actident?

pet. Have you received compensadon? - If yes, a=our:

and when raceived:

Are you stil reseiving it? If yes, have you kac nroblems with

recsiving it op gme?

If oo, whex terzinaied and why?

Did you receive any sick pay as a result of thiszecdent? I yes,

from whom aad amount

6. DESCRIBE INJURTES (FULLY):

Were you uncoascous: If yes, how long?
Plasce surgery required? _ If y=s, give details:



7. MEDTCAL TREATMENT

Whea did you &rst seek medica! treatment for your izjuries?

Did you go on your owrg? If no, who segt or took you there?

Wko treated you?

Wzt was the diagnosis?

at creagment did you raceive?

Ware you X-rayed? ___Findings?
Wesa you bospitalized? [f yes, where?

Date (3) of Haspitalizadorp:

Descnibe reazment, if not set out zbove:

Whzt other medical care have you received for injuries received in this

acsdenr

Descipe medical cere you are presextly recaiving

Do you kaow if you will need fumre trearment, surgery or hospitatition?




8. mmmmm
If you were 2 subcontacior or independent contraciar, h;:w and whez wers

you paid?

Was compensazon imsurance takan out on you?

Wio provided tacls?_ Name of supervisor

Did supervisor/boss have fghs to conergl you?
How?

9, JEMP R

Wers you emloyed by anyone elsa 2t the tme this oy ocsarred?__
Where?

Rate of Pay:_ -

Posidon: Hours workad:

Did you repor: this to empioyer (insurance carrier) when hurt?

10.  PRIOR INJURIES

Were you ever injurad before this accident? When?

Whers?

Doctor: Extent of disability:

Was 2 lawsait or workers’ cocrpensation claim fled? T yes, pame of

lawysc (If appliczble), 2zd results?

Poior Diszbil
At the dme of chis acddent, were you suffering from ary disabiliry,
limitatian ar impairment from 2 prigr infury or condition?

I£ 50, desrihe:




1L PREEMPLOYMENT PHYSICAL

When you were hired, were you given 2 physical?

When? Did you Tl out a kealth quasdonaaire?

Did you answer hanesily regarding priar infuries, accidenrs or

disabmides? T¢ 0o, dascribe:

L. DPARTYL
Was your irjury eczused by ary fanivy equipment?

If yes, detadl,

giving menufacmser, purciase data, maifuncrion, cuse, etc.;

Was you igfury cansed by someore other than a f2llow ezuloyes or smplayer’s

Degligencs? If yes, plesse deta®:

TOTAL P.O7



STATE OF SOUTH CAROLINA )
) CONTRACT OF REPRESENTATION

COUNTY OF CHARLESTON ) WORKERS' COMPENSATION CLAIM

BY THIS AGREEMENT dated the ___ day of 189_, the Client, _

retains THE STEINBERG LAW FIRM, LLP, to represent him/her in

connection with a claim for workers' compensation benefits for accidental injuries
sustained to my arising out of my employment with

on or about the ___ day of . 199__. The Client authorizes the Attormeys to take
all appropriate actions communicating with third parties, obtaining records or documents
relating to the Client's personal background, health, employment and financial condition,
entering into investigation into the facts, preparing for, instituting, and discontinuing a
claim for workers' compensation benefits. The client agrees not to discuss this claim with
third parties without the knowledge and consent of the Attoreys. The Client agrees not
to settle the claim without the knowledge and consent of the Attomeys. The Client certifies
he/she first approached the attorneys for representation and has not retained the services

of any other attormey.

The Attorney shall be entitled to a contingency fee based upon the total
gross recovery made in the claim by way of settlement, judgment or appeal and as
approved by the South Carolina Workers' Compensation Commission. The Attorneys'
contingency fee shall be computed in accordance with the regulations of the South
Carolina Workers' Compensation Commission but in no event be more than Thirty-third
and one-third (33 1/3%) Per Cent of the total gross recovery of the claim. If the claim is
concluded on a structured settlement agreement the contingency fee shall be computed
on the present value of the structured settlement; and the Attorneys shall have the right
to take payment of the attorneys fee at the time of settiement or in deferred payments as
approved by the Commission.

In addition to the above contingency fee, the Client agrees to reimburse the
Attomeys out of the total gross recovery for all costs and expenses incurred in
representing the Client. The Client agrees that the Attorney shall be entitled to a standard
office cost of at least One Hundred Twenty-five and No/100 ($125.00) Dollars for each year
of representation to reimburse the Attorneys for copying, filing and telephone. Additional
costs shall include, but not be limited to, charged for: filing fees, service of process,
medical reports, medical evaluations, x-rays, diagnostic studies, physician and expert
witness fees, private investigation costs, witness fees, document copying costs,
photographs and video recordings, depositions and transcripts, preparation of exhibits,
travel and lodging expenses.

if the Client discharges the Aftorneys or obtains substitute iegal
representation, the Client agrees to pay the Attomeys either the percentage Attomeys'
contingency fee set forth above on any settlement offer made at the time of discharge or



any attorneys' fee of $125.00 per hour plus reimbursement for all costs incurred as of the
date of discharge, whichever is greater. The Attorneys have the right to withdraw from
representation, on notice to the Client and with Commission approval, if necessary,
whenever the Attorneys determine that circumstances have developed precluding
continued effective representation, indicate continued representation wouid not be cost
effective, or the Client has engaged in conduct that renders it difficult or impossibie for the
attorneys to carry out this Agreement. | If the Attorneys withdraw from the representation,
the Attorneys shall not receive an attorneys' fee but shaii be entitled to recover any costs

incurred as of the time of withdrawal.

The Attorneys make no representations conceming the successful
conclusion of the claim. In the event no recovery is obtained on the ciaim, the Client shall
not be required to pay for the Attorneys' time or costs, uniess otherwise agreed upon. The
Attorneys assume no liability to pay debts incurred by the Client for medical treatment,
transportation, or insurance subrogation liens unless in writing and signed by the
Attorneys. The Client understands the law does not allow Attorneys to lend money on

cases.

This agreement shall be governed by the law of the State of South Carolina
and the Rules and Regulations of the South Carclina Workers' Compensation
Commission. The Agreement contains the entire agreement between the parties. No
modification of this Agreement or waiver of its provision shall be binding uniess made in
writing and signed by the parties. The Client agrees to promptly sign any further
documents that are reasonably necessary to conclude the Claim. The Attorneys shail
disburse any settlement proceeds upon obtaining any necessary Commission approvals
of the settiement and the clearing of the setttement checks through the Attorneys' Trust

Account.

The Client certifies that the contents of this Agreement have been read and
explained to them and the Client has received a copy of the Agreement.

CLIENT: THE STEINBERG LAW FIRM

BY:

HUGO M SPITZ ESQUIRE



CONTRACT
WORKERS' COMPENSATION

The undersigned client retains M. TERRY HASELDEN, ATTORNEY to represent him/her for any claim for .
workers' compensation benefits arising out of an on-the-job injury which occurred on or about:

1. The LAWYER'S FEE will be up to 33 1/3% of any amount received by Iitigatidn or settlement, subject to
the approval of the South Carolina Workers' Compensation Commission. Costs and expenses will also be deducted
from the settlement or award as specified below.

2. COSTS AND EXPENSES incurred by the law firm will also be deducted from the settlement or award.
Costs and expenses include all filing fees, witness fees, service fees, medical and other records fees, postage,
copying, travel, long distance telephone calls and the costs of any medical, psychological or vocational evaluations
requested by the law firm. Costs and expenses are deducted after the lawyer's fee has been deducted.

3. In the event of NO RECOVERY, client shall owe no lawyer's fee, but shall reimburse the law firm for all
costs and expenses advanced on client's behalf.

4. The law firm shall have a LIEN on any settlement offer and/or any amount received by litigation or
settlement. This lien shall be to the extent of the lawyer's fee, costs, and expenses to which the law firm is entitled
under this contract.

5. Should client decide to terminate the services of the law firm before an offer, settlement, award, or
recovery, client agrees to pay the sum of $125 per hour for the time expended by law firm personnel in representing
client prior to termination, plus all costs and expenses incurred by the law firm. Should client discharge the law firm
after an offer, settlement, or award has been made, the law firm will be entitled to the contingency fee, costs and
expenses specified above. M. Terry Haselden reserves the right to withdraw from representation of the client at any
time.

6. No compromise or settlement will be made without the client's express approval.

7. This contract of representation applies only through the “hearing stage” of this workers' compensation
case. It does not include representation on an appeal. In the event an appeal from a hearing decision is taken, a new
contract will be entered into by the parties as to the fees, costs, and expenses to be paid by the client for the law firm
to handle the appeal.

8. CLIENT AGREES THAT M. TERRY HASELDEN HAS NOT MADE ANY PROMISES OR
GUARANTEES REGARDING THE OUTCOME OF CLIENT'S CLAIM.

I have read this contract, have received a copy of it, Contract Accepted:
and agree to the terms and conditions. There are

no other agreements, oral or otherwise, between

client and the law firm.

®

CLIENT M. TERRY HASELDEN, ATTORNEY .
Date: Date:




MEDICAL AUTHORIZATION

I hereby authorize and request to
furnish copies of and/or access to the medical information and records specified below to M. Terry
Haselden, attorney. This authorization applies to all records and information in your possession,
whether compiled and prepared by you or another health care provider. This authorization includes,
but is not limited to, disclosures concerning confidences and records within the meaning of S.C.
Code Ann. §§ 19-11-95 and 43-31-150; 38 U.S.C. § 7332; 36 C.F.R. Part 363; 42 C.FR. Part 2. A
photocopy or fax of this authorization shall be as valid as the original. I also give my attorney
permission to talk to my doctor, and vice versa.

X / /

Patient’s Signature Date

Other Responsible Person: Parent/ Conservator/ Personal Representative of Estate/

IDENTIFYING INFORMATION
Patient’s Name: Maiden Name
Social Security Number: Date of Birth:

Address:

Approximate Dates of Treatment:

Condition Treated:

INFORMATION REQUESTED
Medical Report (Diagnosis, Treatment, and Prognosis).
Treatment/Office Notes.
EMS/Rescue Squad Records.
Emergency Room Record(s).
Notes and Reports of Surgical Procedures.
Physical Therapy Records.
X-Ray Reports/X-Ray Films.
Laboratory Reports.
Hospital Admission and Discharge Summaries.
Hospital Record (Without Nurses’ Notes)
COMPLETE Hospital Record.
Itemized Bill for Services to Patient.
Records of Other Medical Providers in Your File.
Other:

L T i N N T e N N
i N

Please enclose your bill for photocopying and mail it with the requested records to:

M. TERRY HASELDEN, ATTORNEY
P.0O. BOX 18182
SPARTANBURG, S.C. 29318
864-585-1045; 864-585-1046 (fax)

Our File No:




HUGO M. SPITZ (SC & FL)
CHARLES § GOLDBERG
DAVID T. PEARLMAN
J. KEVIN HOLMES
THOMAS M. WHITE
DALE E. VAN SLAMBROCK
MALCOLM M. CROSLAND, JA.
STEVEN E. GOLDBERG

IRVING STEINBERG (1802-1580)

THE STEINBERG
L.LP
61 Broad S1. « PO. Box 9
Charleston. SC 29402-0009
Telephone (843) 720-2800
Fax (843) 722-1 190

TO WHOM IT MAY CONCERN

NORTH AREA OFFICE
118 GOOSE CREEK BLVD., SOUTH
P.O. BOX 1028
GOOSE CREEK, 5C 20445

TELEPHONE. (842) 572-07,
FAX (843) 572-1871

MT. PLEASANT OFFICE
1473 STUART ENGALS BLVD.
PO, BOX 1365
MT. PLEASANT, SC 29465
TELEPHONE {B43) 8817000
FAX (843) 881-8568

| hereby authorize any physician, hospital, clinic, insurance company,

Veterans Administration Facility, employer, rehabilitation provider, therapist or other

organization to give to my attorneys, THE STEINBERG LAW FIRM, 61 Broad

Street, P.O. Box 9, Charleston, South Carolina 29402, any and all information

about me with reference to my health, medical history, treatment, hospitalization,

advice, diagnosis, ailments, injuries, disabilities, diseases rehabilitation, vocational

testing, drug testing, therapy, earnings, employment, evaluations, work history, or

any other information as requested by my attorneys in connection with injuries or

damages suffered by me at any time and/or about

as a result

of any accident(s), claim, injury, incident or matter in which | was involved. A photo-

copy of this authorization shall be as valid as the original.

Date:

WITNESSES:




Medical Treatment and Mileage Record

Please keep a record of all of your doctor visits and your mileage to and from the doctor's office. You are
entitled to reimbursement for your mileage if you travel more than 10 miles round trip. When your total
mileage is over 100 miles, please bring this form by the office for the legal assistant to copy it. Even if
you do not travel more than 10 miles to and from the doctor's office, use this form to keep a record of all
medical providers you see. Give the form to your legal assistant when you have finished receiving
treatment.

Client's Name: File No.

Date Of Treatment | Doctor, Hospital, Physical Therapy, Etc. Total Mileage
(Round Trip)

Ex.

Yane 12 Dr. Seorr and Physical Therapy 24 wmdilea.

Client's Signature Date:

M. Terry Haselden, Attorney at Law
389 East Henry Street, Suite 105
Post Office Box 18182
Spartanburg, South Carolina 29318
(864) 585-1045; fax-(864)-585-1046



Workers' Compensation Pavment Record

Please keep a record of the workers' compensation checks you receive. This information could be very
important if the insurance company is late with your checks, or stops them illegally. Also, be sure and .
save the check stubs and the envelopes the checks same in. If possible, make copies of all checks.

Client's Name: File No.
Date Received Check Amount Check Number Pay Period
Hane 12 $220.08 5990009 MWay 27 to Gune 2
M. Terry Haselden, Attorney at Law .
389 East Henry Street, Suite 105

Post Office Box 18182
Spartanburg, South Carolina 29318
(864) 585-1045; fax-(864)-585-1046
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December 15, 1999

D) FIELD
WCC File No.: FIE
Qur File No.:

Thank you for allowing me to represent you on your Worker's Compensation claim. I realize
the drastic effect this injury can have upon you physically and emotionally, and the financial effect it
can have on you and your family. Rest assured I will do everything possible to obtain benefits for you
as quickly as possible.

Your health, recovery, and safe return to work is of utmost importance. Please keep me up-
to-date as to the status of your medical treatment and your ability to retum to work. Please be sure
to keep all of your doctor's and therapist's appointments. Failure to do so may adversely affect your
entitlement to benefits. Be sure to describe to the doctors all of the physical and emotional problems
you are having resulting from your injuries. 1 also remind you to forward to me all medical bilis,
prescription receipts and mileage reimbursement forms.

In any legal proceeding it is best that you not discuss your case with anyone except your
attorney. If anyone contacts you please direct them to my attention. If you have any questions or

If 1 am not available when you call, you may ask for my Legal Assistant, KEYBOARD(Enter
Legal Asst.'s name; ALT+Enter), and she will be happy to assist you. I look forward to
representing you.

With kindest regards, 1 am

Sincerely,

D(11)




THE STEINBERG LAW FIRM

NEW CASE INFORMATION FORM

Please fill out and sign this form regarding yourself and your
potential legal claim. If you have any gquestions or need any
assistance, please see the Receptionist.

Today's date: Attorney:

Name:

Street Address:

City: State: Zip Code:
Telephone Numbers: (Home) {Work)

Date of Birth: / / Social Security No.: - -
Adverse Party:

Street Address:

City: State: Zip Code:

TYPE OF LEGAL PROBLEM

____ Automobile Accident ___ Discrimination ___ Real Estate
____ Bankruptcy ____ Domestic Social Security
_____ Contract Dispute ____ Employment _____ Workers' Comp
____Criminal ____ Probate ___ Other

Are you a prior client of this firm: (Yes) (No)

If not, how did you hear about our firm:

Referred by:

____ Telephone Book ___ Television ___ Sign ___ Reputation

Please be advised the Steinberg Law Firm requires a signed contract
of representation with all clients of the firm. No attorney-client
relationship is created by our agreeing to discuss a potential
legal claim with you. Any preliminary discussions or comments
concerning your potential claim are not to be considered legal
opinions. ©Our undertaking to obtain any information about or to
investigate your claim is not an agreement to represent you on the
underlying claim.

SIGNATURE:




(8

WORKERS' COMPENSATION
CASE ANALYSIS

Claimant: File #
Employer:

Carrier:

Adjuster: Phone:
Attorney: _ Phone:

Average Weekly Wage (all employment) $

Comp. Rate: §

Part(s) of Body Injured:

Date of Injury:

Maximum Number of Weeks: (42-9-30):

Maximum Recovery: Weeks ( ) X C/R ($ ) = $

Date Released by Dr. To return to Work:

Date Actually Returned to Work:

Maximum Medical Improvement Reached:

Impairment Ratings:
% to per Dr. as of
%t to per Dr. as of
% to per Dr. as of

Disfigurement Photo: /

Unpaid Bills:

Unpaid Travel:

T.T. Started: Stopped:

Evaluation:

Amount of Settlement: §

Date of Settlement: Clincher_  Form 16




