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. ~ ‘ weerle # _ YV X 61

‘ South Carolma Workers’ Compensation Commission
1333 Main strtet Suite 500 Carner File #
Carnier Code #

PO BOX 1715
Employer FEIN #.

Columbie, SC 29202-1715
802-737-5675

Claimant's Name ~— ¥ W \c\-\c\c\ T Ferola SSN . Employer's Name SC —Dcﬁ of Cornxtions: -
Address Yo Wrx 902A - Address WY TBroap Rwer R - - - . -
City T\&QC\QND ' State DC . Zip 426 cty Cc,\um\)\q State DC zp "JA303-
Home Phone N/A Work Phone N /A , Carner Sake AcerSenk Fono

Preparer's Name — \ ¥\ \c\-\qc\ 3 - Fc\’b\q Preparer’s Phone # N/ A

Please provide all of the information requested. Incomplete forms will delay the review process
REQUEST TO WAIVE APPEAL FILING FEE
1 Are you presently employed? [ Yes X No

a If yes, state the name and address of your employer and wages below

b If no, where did you last work, when did you stop working, and what were your wages?

Ié your spouse emp]oyed7 [ Yes M No If yes, where?

0

. . What are your spouse’s wages? $ i} T

Y

' d  -What s the total income of.all working members of your household?

— LN
\ P

* 2 How many people are dependent on you for their support (include children and relatives)?” h h o ) O

How much do you spend weekly for their support? $ .

3 Lt any money you have received In the past year other than that listed above and state from what source that money came (gift, inhetitance, insurance,

WNong ‘

4 Do you have a checking or savings account? [ Yes K No

If ves, what is the balance ir each account? Checking $ Savings $
. |
5 Do you rent or own your home? [] Rent {J own Rent or mortgage payment $ |
6 Do youownacar? [] Yes K No Payments $ |

7 bist the names of your creditors and amount of debt

Nong

To the best of rny knowledge, the information above 1s true and accurate 1 have made no attempt to misrepresent my financial condition I request that the filing
fee be waived

Wjé@&a\ ‘ BRI a/as s

Signature - Date ) S

For official use only [ Fée Waived _ FLWENM Rejectea ] Other Disposition .

A Sl

Charr, S C Workers' Compensation Commission ‘

File this form with a Form 30, Application for Commussion Review Refer to R 67-701 through R 67-711 for additional information File this form witn a Form 50,
52, 54, Requests for Motions, Consents and Settlements Refer to R 67-207, R 67-208, R 67-215, R 67-803 and R 67-805

|
|
WCC Form # 32 REQUEST TO WAIVE APPEAL FILING FEE
Rev 7/03 32



wccrle# V)Y GG

Carrier File #

South Carolina Workers’ Compensation Commission
1333 Main Street, Suite 500 e Post Office-Box 1715
Colymbea, South Carolina 29202-1715

(803) 737-5723 www WCC 5C gQov

Carner Code #
Employer FEIN #

-~

Clamant's Name —TN\iéhae\ T Terola  -SSN . W/A Employer's Name [ O LEok oF Corrasrions

Address R Pox 302 W cX.93-53 Address _ HUUN B Tinier D
City Y Ooean State DC zp XA City Colvmba _State SC zp IR
Home Phone wN/R Work Phone \\\] A Insurance Carrier S\ ade )\CC \Dert- Funo
Preparer’s Name N ] B Law Firm \\U A Preparer’s Phone #
Aclaim for workers’ compensation benef-its 1s made based on the following grounds. Date of Injury or ﬁness
Wn}ury [J 1iness [ Repetitive Trauma Occupational Disease  [] Physical Brain Injury  [JConcurrent Junisdiction
1 The claimant sustained an injury to oL C c (Part(s) of Body Injured) on ’_-\ -1 -\ (Month/Day/Year) in

A\\e\\_\m\c; county, state of SC ‘Body part(s) affected are \qcux:R_ch\& ] \JQ-Q\— \C%
C-cfty desanite how the acaident occurred p\c\‘\\% \®] -1 W\\\(\_\_:gl\majs AN CG-?:R&\Q

Both the claimant and the employer were subject to the South Carofina Workers’ Compensation Act at the tme of mjury

The relationship of employer and employee existed at the time of injury

At the time of the injury the claimant was performing services arising out of and in the course of employment

Notice of the accidental injury was given to the Employer on 3;2_3-\& (Month/Day/Year) n the following manner
Report Yo medical for dreakonent.

m 7 Due,to injury, the claimant is in need of (check one)

(a) meditcal examination and treatment for Nerve Samage /_‘?)O\C\( AN

[:](b) additional medical examination and treatment for .

[« NN ® 2 S NN VO A

g 8 Due to injury, the claimant requests temporary total disability benefits because of lost compensable time from work and wages for the period of

I:] 9 _ ,Duetothenjury, the Cialn;ani Fla—s pernma‘r;er:t disability of the foI-Iovlmg nature and exteng (check 6ne)
[ (1) General Disability [ Total [JPartiai M(Z) Specific Disability Total [] Partial oo IE) Wage Loss

f
at

D9a D A determination of permanent disability 1s premature at this ime ’ . - —

m 10 Due to the injury, the Claimant has a serious bodily disfrgurement consisting of
Perrmanent Nesve Samage Vet 1€ \owen sacw

10a At the time of the injury, the Claimant was paid weekly wages of § MO , and demands accounting of days worked and wages earned as provided by law

10b Give names and addresses of all employers for whom the Claimant has worked since the date of the accident

11 Further grounds or unusual aspects of claim
Regponmeile vefine Yo v boree  mc@ical JncaSHheorment Co-Pays.
11a List names and addresses of all physicians or other medical specialists who have seen or treated the Claimant as a result of the accident

Darnes Selph, DA Vool Wrage ; Rolhert Sare.
11b To the best of your knowledge, did you have any prior permanent disability?
If yes, describe

12 Appropriate benefits as provided in the Act for the above grounds and other relief as the Workers’ Compensation Commission may direct as just and proper
D 13a I am filing a claim. I am not requesting a hearing at this time. 14 Estimated time needed for hearing ) ﬁg
13b I am requesting a hearing. A $25 fee is required. %ec A\\QC\'V:D O\‘tQC\"\

DMedi tign
h a Mediation 1s requested to be ordered pursuant to Reg 67-1801 B
|:] b Mediation is required pursuant to Reg 67-1802

D C Mediation is requested by consent of the Parties pursuant to Reg 67-1803 ﬁ% AQ 'N 1“\:\
d Mediation has been conducted by a duly qualfied mediator and resulted in an impasse 0 A'
Questions regarding mediation may be submitted to mediation@wcc sc.gov. ! “\

\
I certify I have served this docyment pursuant to Reg. 67-211 by delivering a copy to Sﬁr@\'c Acc 1NN F\J RS wY @Q\G\p

address_To Box )00 Columbig Sc on the YT _day of Ycboruary 2015 by Mfirst class postage [ |certified mail ¥ |personal service.

I verify the contents of this form are accurate and true to the best of my knowledge.
T -Beiols Cla wmontd N/A 2-13-13
Preparer’s Signature Title Email Date
Questions about the use of this form should be directed to the Claims Department at 803 737 5723 Refer to Regulations 67-204 through 67-211 and Regulations
67-601 through 67-615 as well as Reg 67-1801
WCC Form # 50 Employee’s Notice of Claim and/or
Revised 7/13 50 Request for Hearing




BEFORE THE
SOUTH CAROLINA WORKERS’ COMPENSATION COMMISSON
WCC FILE NO.: 1116467

Carrier/Defendants,

Michael J. Ferola, )
)
Employee - Claimant, )
)
Vs, )
)
Department of Corrections ) ORDER
)
Employer, )
)
and, )
)
State Accident Fund, )
)
)
)
)

{
The above-captioned claim was scheduled for a Hearing before the undersigned

Commissioner on. October 6, 2014 to address matters raised in Claimant’s Motion dated July 25,

2014. Claimant, who is pro se, was scheduled to appear at the Hearing by teleconference.
During the Pre-Hearing Conference, there were technical difficulties with regard to the
Claimant’s teleconference signal. Further, during the Pre-Hearing Conference it was also
discovered that the Claimant is scheduled for a doctor’s appointment in December 2014 that
could resolve the matters set forth in Claimant’s Motion, as well as in his claim as a whole.
Therefore, the Hearing was postponed pending Claimant’s December doctor’s appointment.
THEREFORE, IT IS HEREBY ORDERED that the Hearing on Claimant’s Motion dated
July 25, 2014 is postponed pending Claimant’s December 2014 doctor’s appointment. This
claim will be returned to General Files until a hearing request is made following that doctor’s
appointment by either party through proper pleadings.
AND IT IS SO ORDERED.

Columbia, South Carolina
December 2, 2014

CERTIRCATE DF SERVICE

Tho & 1o cartiy thet the undersgned hes on this Guts served & copy of B order m U
Sbove enittied action upon sl parties to this cace by sanding an electroni copy heroof by
wlectonic msll sddiessnd (o the attonveys Tv 3aid partes, ot I therk b 41 Unsepreserted
partylies), by deposking 3 copy heraot, postage pald in the Unied States mavl, first cess,
adaressed to the uncepresented perty{ies} and to the sttorneyts) (oi the represented
poctybes)

By Barbars Chewseboro on Decemnber 2, 2014

Con;missioncr Mike Campbell %
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