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SOUTH CAROLINA WORKERS' COMPENSATION COMMISSION

W.C.C. FILE NO: 1204039

WILLIAM LEE TURNER, }
}
Employee, }
)
s
Claimant, }
VS. }
3
SAIIA CONSTRUCTION, }
}
Employer, % DECISION AND ORDER
AND }
}
OLD REPUBLIC GENERAL INSURANCE  }
CORPORATION c¢/o GALLAGHER }
BASSETT SERVICES, INC | }
| }
Carrier, }
}
Defendants.
DATE OF HEARING: Hearing held in Columbia, South Carolina on February 4,
2014,
APPEARANCES: Claimant appeared and represented by John K. Koon,

“Esquire and Stephen H. Cook, Esquire of Koon and Cook,
P.A. of Columbia, South Carolina.

Defendants represented by Jason W. Lockhart, Esquire of

Carolina.

PURPOSE OF THE HEARING: To determune all issues as set forth in Forms 50 and 51

COMMISSIONER: Commissioner Susan S. Barden
FILED: April 14,2014
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. McAngus Goudelock & Courie, LL.C. of Columbia, South



STIPULATIONS

1. Jurisdiction is proper with the South Carolina Workers’ Compensation Commission.

2. Venue is [;roper in Richland County, South Carolina.

3. Claimant’s average weekly wage is Six Hundred Eighty Four Dollars ($684.18) and
18/100 with a corresponding compensation rate of Four Hundred Fifty Six Dollars
($456.14) and 14/100. |

APA SUBMISSIONS

Defendants submitted the following:
1. Written Statement of David Bolden and James Speegle, dated 04/19/12, page 1;
2. Peterson éhd Plante Internal Medicine Associates, P.A., dated 07/23/12-09/18/13, pages

2-10;

3. The Pain Center of First Choice Healthcare, dated 09/18/13-10/17/13, pages 11-19;

4. USC Depértmenf of Neurosurgery, dated 05/29/12, page 20;

5. The Moore Orthopaedic Clinic, P.A., dated 10/19/12, pages 21-22;

6. South Carolina Diagnostic Imaging, dated 10/01/13, page 23;

7. ImageCare, LLC, dated 07/17/12, page 24;

8. Sandhills Medical Foundation — Lugoff, dated 03/27/12-04/16/12, pages 25-29;

9. Palmetto ﬁealth Baptist, dated 04/17/12, pages 30-32;

10. Palmetto Health Richland, dated 04/19/12-05/22/12, pages 33-40.

11. Depositiog of Claimant

: Glaimant“submitt'?éd the following: - I

1. Palmetto Health Richland, dated 04/19/12-04/25/12, pages 1-24;

2. University Specialty Clinics, dated 05/16/12, pages 25-26; l



3. Peterson and Plante Internal Medicine Associates, dated 04/30/12-04/15/13, pages 27-37.
4. Deposition of Paul Barnette

5. Deposition of David Bolden

6. Deposition of James Speegle

" STATEMENT OF THE CASE

The hearing was scheduled pursuant to a Form 50 filed by the Claimant’s attorney, in the
above-referenced case, on November 25, 2013, The Claimant maintained that he sustained a
compensable 1njury to the head and thoracic spine while in the course and scope of the
Claimant’s employment with the Defendants on April 19, 2012, The Claimant maintained that
he was entitled to additional medical treatment with Dr. Petersbn as well as temporary total
disability benefits from Apnl 20, 2012 until Januvary 1, 2013, In response, the Defendants
maintained that the Claimant could not satisfy his burden of proof, pursuant to §42-1-160 of the
Act, on the basis that the Claimant had no memory or recollection of the facts or circumstances
surrounding hs alleged April 19, 2012 work related accident. In addition, the Defendants
maintained that the Claimant’s fall on April 19, 2012 was idiopathic in nature and, therefore, not
compensable pursuant to the South Carolina Workers’ Compensation Act. Furthermore, the
Defendants took the position that the Claimant had reached maximum medical improvement and
was not in ﬁeed of additional medical treatment. The Defendants also maintained that the

Claimant was physically capable of working, duning the period of time that he was requesting

payment of temporary total disability benefits and, therefore, the Claimant was not entitled to

temporary total disability benefits.

EVIDENCE OF THE CASE

Testimony



The Claimant was the only witness to testify on his behalf. The Claimant testified that he
is currently 28 years of age and resides in Lugoff, South Carolina with his wife. With regard to
the Claimant’s alleged April 19, 2012 work related accident, the Claimant stated that he has no
memory of the facts and circumstances surrounding his alleged work related accident. (Hr'g Tr.
44-2-16) The Claimant indicated that, based on his normal work routine, he would have cleaned
the dump truck, which he was operating on Apnl 19,2012, and likely was injulred as the result of
a fall that occurred while he was attempting to climb up into the cab of the dump truck in order
to place his personal belongings in the cab of the dump truck. The Claimant indicated that not
only did he have no memory of the alleged date of accident, but that he also had no memory of
the Wednesday prior to his work related accident and the Friday following his work related
accident. (Hr’g Tr. 44:7-12) The Claimant testified that, prior to his work related accident, he
had not experienced any previous problems with dizziness, seizures, or other instability that
could have explained the basis for his alleged fall on April 19, 2012. (Hr’g Tr. 29:16-20) The
Claimant testified that his initial memory, following his alleged work related accident, was being
hospitalized in Columbia, South Carolima. (Hr'g Tr. 44:13-16) The Claimant stated that he
sought and received medical treatment for his work related injuries from a variety of physicians,
including Dr. Peterson, who is the Claimant’s family physician. The Claimant indicated that Dr.
Peterson has provided the Claimant with treatment in the form of anti-seizure medication, and
that he was most recently examined by Dr. Peterson in January 2014.

The Claimant testified that he was unable to work with the Defendants for approximately

eight months due to the injuries sustained in his alleged April 2012 work related accident. More
specifically, the Claimant stated that he has been placed out of work by Dr. Peterson due to

seizures, which the Claimant developed following his work-related accident. The Claimant



indicated that he was eventually released to return to work by Dr. Peterson in December 2012,
and that he returned to work with the Defendants in January 2013, (Hr'g Tr. 49:19-50:2) The
Claimant testified that he returned to work with the Defendants in January 2013 as a heavy
equipment operator, and is currently working with the Defendants as a heavy equipment
operator, the same position that the Claimant held with the Defendants prior to the date of his
Apnl 2012 work related accident. On cross-examination, the Claimant stated that he-is currently
earing the same wages and essentially working the same hours that he was working prior to his
alleged work related accident. (Hr’g Tr. 50:3-11) Most notably, the Claimant testified that he is
of the opinion that he is both mentally and physically capable of performing his job duties-and
responsibilities with the Defendants. (Hr’g Tr. 50:12-52:7)

On cross-examination, the Claimant testified that he has no memory of his alleged work-
related accident. (Hr'g Tr. 44:2‘-6) The Claimant stated that he was not climbing a ladder or
standing on top of a truck, on the date of his work related accident, deépite medical records
indicating that he either fell from a ladder or from the top of a truck. (Hr’g Tr. 44:17-45:5) The
Claimant mndicated that he was also aware that there were no witnesses to his alleged work
related accident, and that both Paul Barnette and David Bolden, whose depositions were
submitted to Commissioner Barden for her consideration, did not witness the Claimant’s alleged
fall. The Claimant indicated that his current job as a heavy equipment operator requires ‘the
Claimant to engage in both mental and physical activity, but that the Claimant is capable of

performing his job duties and respon&bxhues as a heavy equlpment operator (Hr g Tr. 52:1-7)

With regard to the Clalmant s current back prob!ems the Clalmam 1nmally demed that he o

sustained a recent injury to the back in September 2013 when he fell from a horse. (Hr'g Tr.

53:24-54:9)  Subsequently, the Claimant was presented with a diagnostic report of Dr. Girault,



dated September 18, 2013, in which Dr. Girault noted that the Claimant provided her with a
history of reinjuring his thoracic spine after falling from a horse. Despite the above-referenced
medical record, the Claimant attempted to downplay the significance of the fall from the horse,
in that he did not experience a worsening of his back pain as a reéult of the above-referenced
incident. (Hr'g Tr. 55:5-24) The Claimant stated that during the eight-month period of time that
he was out of work, following his alleged work-related accident, he did engage in both farming
activities on his property, including bailing of hay and operating tractors, and that he also
engaged in activities relating to the construction of his home during the above-referenced period
of ime. (Hr’g Tr. 60:23-63:23)

Robert Bennett testified on behalf of the Defendants. Mr. Bennett stated that he is
currently employed with the Defendants as a superintendent, and has been the Claimant’s direct
supervisor since July 2013. (Hr'g Tr. 71:23-72:19) Mr. Bennett indicated that the Claimant is
currently employed with the Defendants as a heavy equipment operator, and appears to be
mentally and physically capable of perforrung his job duties and responsibilities with the
Defendants. (Hr’'g Tr. 73:11-16) Mr. Bennett testified that, since becoming the Claimant’s
direct supervisor in July 2013, the Claimant has not missed any time from work due to the
injuries sustained in his alleged April 2012 work related accident. (Hr’g Tr. 73:17-22)

The depositions of Paul Barnette, David Bolden, and James Speegle were submitted by
the Claimant without objection from the Defendants. Mr. Barnette admitted that he could only

“speculate” as to how the Claimant’s fall occurred, as Mr. Barnette did not (a) see Claimant fall

ork (b) testify that he saw Claimant on the cab steps immediately prior to the fall. Further, Mr.
Barnette testified that most of the truck cleaning 1s done by a high pressure hose, rather than with

soap. Mr. Bolden testified that he did not witness the accident, and Mr. Bolden specifically



admitted that he “never saw [Claimant] on the steps of the truck.” Mr. Bolden did, however, see

Claimant “standing on the ground” and placing a cooler in the truck sometime before the time of

the alleged accident (Depo. of Bolden, pgs. 4-7, 9, and 14). Mr. Speegle testified that he did not
witness the Claimant’s alleged accident either, and knows of no one who did witness the

Claimant’s alleged accident. (Depo. of Speegle, pgs. S and 11).

Medical Evidence

Based on a review of the medical records, three days prior to the date of the alleged
accident, Claimant sought treatment with Sandhills Medical Foundation-Lugoff, and provided
complaints of low back pain that was “sudden and has been occurring in a persistent pattern for 3
days.” Claimant was prescribed 90 capsules of Neurontin (to be taken three times daily) and 60
tablets of Ultram (to be taken two times daily). (See Defendants’ APA, pgs. 27-28; Defendants’
APA, pg. 30; Clamant’s APA, pg. 25).7 Based on a review of the medical records, two days
prior to the date of the alleged accident, Claimant sought treatment in. the Emergency Room at
Palmetto Health Baptist. At the Emergency Room, Claimant provided complaints of low back
pain, reported that he had vomited one time the day before, and had had diarrhea earlier in the
week (Defendants’ APA, pgs. 30-32).

The Claimant underwent an examination with Dr. Scott of The Moore Orthopedic Clinic
on October 29, 2012 for his alleged work-related injuries. The Claimant provided Dr. Scott with
complaints of high thoracic and low cervical pain. The Claimant informed Dr. Scott that, despite

not working with the Defendants at the time of his examination, “he has been doing a lot of work

around the house including a lot of farming and building a house and he has not been limited by
his back pain” (See Defendants APA., p. 20). Dr. Scott diagnosed the Claimant with “some

myofascial pan related to his fall,” recommended physical therapy and a trigger point injection,



but the Claimant declined the trigger point injection. Dr. Scott stated that he was “comfortable
with [the Claimant] returning to work but [the Claimant] is going to be held out according to his
other doctor’s recommendations for his seizures which is very appropriate.” (See Defendants
APA., p. 20).

The Claimant has continued to seek and receive medical treatment frofn his family
physician, Dr. Peterson, for his alleged work-related injuries. The Claimant has been examined
by Dr. Peterson on multiple occasions, since the date of his work-related accident, and has
provided Dr. Peterson with complaints of thoracic back pain primarily. (See Defendants APA
p- 2-10). Most notably, the Claimant has not provided complaints to Dr. Peterson regarding
seizure activity, and the Claimant’s last seizure occurred approximately six to seven months prior
to his returning to work with the Defendants in January 2013. (See Defendants APA., p. 2-3).
The Claimanf was.most recently examined by Dr. Peterson approximately four months 'ago, and
did provide Dr. Peterson with complaints regarding back pain and problems. (See Defendants
APA., p. 9-10). Claimant received treatment form Dr. Peterson in the form of prescription
medication, but testified in his deposition that he is not currently utilizing prescription
medication for his back pain and problems, and last utilized prescription medication
approximately three months ago. (Claimant’s 2012 Depo. pg. 18:21-19:14)

The Claimant was provided with a referral by Dr. Peterson by Dr. Girault for additional

medical treatment in light of the Claimant’s complaints of back pain and problems. The

Claimant was initially examined by Dr. Girault in September 2013, and provided Dr. Girault
with a history of his alleged April 2012 work-related accident as well as complaints of pain in
the thoracic spine. (See Defendants APA_, p. 11). Most notably, the Claimant also informed Dr.

Girault that he injured his back, prior to September 2013, when he jumped off of a moving horse.



(See Defendants APA | p. 12, 14). Dr. Girault recommended that the Claimant undergo

injections Into the thoracic spine, but that the Claimant chose not to undergo the injections that

were recommended by Dr. Girault. (See Defendants APA,, p. 13; Claimant’s 2012 Deposition,

pg. 24:6-17). Claimant has not returned to Dr. Girault for additional medical treatment since

being examined in October 2013. (See Defendants APA | p. 16-18).

AINOOQ AT TA
FINBINGS OF FACT

Based upon the testimony and exhibits submitted, the undersigned Commissioner makes

the following findings of facts:

1.

3.

The South Carolina Workers’ Compensation Commission has jurisdiction over the
subject matter and parties of this claim.
Claimant’s average weekly wage is Six Hundred Eighty Four Dollars (3684.18) and

18/100 with a corresponding compensation rate of Four Hundred Fifty Six Dollars

($456.14) and 14/100.

Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, 1 find
that Claimant failed to carry his burden of proving that he sustained a compensable mjury
by accident within the course and scope of his employment with the Defendants on Apri)
19, 2012. |

Based on the entirety of the evidence including the medical records submitted, the
_teAsAtimo‘ny of the representatives of the P?feQQants, anq the Clavirilarztw} testimony, I find

Claimant alleges that he injured his head, brain, and thoracic spine in a work-related

accident on April 19, 2012.

5. Based on the entirety of the evidence including the medical records submitted, the



testimony of the representatives of the Defendants, and the Claimant’s testimohy, I find
Claimant is 28 years of age (medical evidence establishing Claimant’s date of birth as
11/29/85; Claimant’s 2012 Depo. p. 5).

. Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

Claimant 15 a high school graduate (Defendants’ APA #2, p. 9; Claimant’s 2012

Deposition, page 9).

. Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
Claimant’s job with Employer was heavy equipment operator (testimony of Claimant;

-Claimant’s 2012 Depo. pp. 10 & 21).

. Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

that, in the alleged accident in issue, Claimant was found injured and lying next to

Employer’s truck. I base this Finding of Fact on the testimony of Bamette and Bolden.

(Defendants APA, p. 1)

. Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
Claimant admits that he remembers nothing about (a) the day prior to the date of the
alleged accident, (b) the day of the alleged accident, including “absolutely no memory of

| i-t .ér whaz -might have precipitated the fall; orr(;:') the day after tﬁfg défen of the alleged
accident (Hr’g Tr. 44:2-16; Claimant’s APA #2, p. 25; Claimant’s 2012 Deposition, pp.

25-26, 29, & 31-32).

-10-



10. Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, 1 find
the alleged accident was unwitnessed.

11. Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

that no witness claims to have seen the Claimant
12. Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

that, three days prior to the date of the alleged accident, Claimant was prescribed 90

capsules of Neurontin (to be taken three times daily) and 60 tablets of Ultram (to be taken

two times daily). I base this Finding of Fact on Defendants’ APA #38, pp. 27-28;
Defendants’ APA #9, p. 30; & Claimant’s APA #2, p. 25).

13.Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that, two days prior to the date of the alleged accident, Claimant sought treatment in the
Emergency Room. At the Emergency Room, Claimant reported that he had vomited one
time the day before, and had had diarrhea earlier in the week (Defendants’ APA #9, pp.
30-32).

14. Based on the entirety of the ewvidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, 1 find
that the temporal medical records are of no real utility:. (a) one record from the date of
the alleged accident erroneously states that Claimant fell off a ladder, and Claimant does

not contend that he fell off a ladder (Claimant’s APA #1, p. 1; Defendants’ APA #10, p.

_11_



I5.

16.

17

18.

33; Claimant’s 2012 Deposition, pp. 28-29); and (b) another record from the date of the
accident states that Claimant fell of the back of a truck, when Claimant in fact contends

that he must have fallen from the steps of thé cab (Claimant’s APA #1, p. 20;

Defendants” APA #10, p. 35).

Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that co-worker Bamette admits he can only “speculate” as to how the fall occurred, as
Bamette did not (a) see Claimant fall or (b) testify that he saw Claimant on the cab steps
immediately prior to the fall. Further, Barnette testified that most of the truck cleaning is
done by a high pressure hose, rather than with soap.

Based. on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimoﬁy, I find
that if Bamnette had seen Claimant on the steps of the cab just prior to the alleged
accident, then the result in this case might be vastly different (evidence in iis entirety,
including but not limited to Depo. of Barnette, pp. 8, 13-17, 2]-22, 24-25, & 28).

Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, 1 find
that co-worker/friend Bolden did not witness the accident, and Bolden specifically admits

he “never saw [Claimant] on the steps of the truck.” Bolden did, however, see Claimant

“standing on the ground” and placing a cooler in the truck sometime before the time of

the alleged accident (Depo. of Bolden, pp. 4-7,9, & 14).
Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

-12_



that Supervisor Speegle did not witness the accident either, and knows of no one who did
(Depo. of Speegle, pp. 5 & 11).

19. Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, the

undersigned does not find persuasive the opinion of Dr. Peterson (Claimant’s family

doctor): the portion of Claimant’s counsel’s letter prefacing the request for the causation
opinion assumes that Claimant “fell from the cab of” Employer"s truck. Further, Dr.
Peterson’s opinion only states that Claimant’s head injuries were “caused by the fall on
April 19, 2012.” There 1s no ‘dispute that Claimant injured his head 1n the fall, but the
dispute is whether Claimant fell from a standing position or from the steps of the cab
(Defendants’ APA #2, p. 6; Claimant’s APA #3, p. 37; Claimant’s 2012 Deposition, pp.
12-13 & 39).

20. Based on the entirety of the evidence including the medical records submitted, .the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that, six months after the date of the alleged accident, Claimant was not limited by back
pain, such that he was able 10 engage in “a l/ot of farming and building a {log] house”
(Defendants” APA #5, page 21; Hr'g Tr. 60:23-63:23; see also Claimant’s 2014
Deposition, pages 6-7 and 33—34).

21. Based on the entirety of the evidence including the medical records submitted, the

~_ testimony of the representatives of the Defendants, and the Claimant’s testimony, 1 find

that Claimant sustained an intervening accident in August 2013 (1 year and 4 months
after the date of the alleged accident), for which Claimant sought medical treatment.

Medical evidence from Claimant’s treating physician at this visit states that Claimant was

_13_



doing well after the alleged fall at work until Claimant “fell off a horse.” (Defendants’

APA #3 page 12)

22. Based on the entirety of the )evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that Claimant was impeached at the hearing testimony with his initial deposition
testimony that he had sustained no accidents since the date of the alleged work accident.
Claimant’s explanation of the horse incident (“it didn’t hurt or anything like that”) is not

persuasive given the fact that Claimant sought treatment for the after the fall off the horse

(53:24-55:24; Defendants” APA #3, pp. 12-14, 16, & 18; Claimant’s 2014 Depo., pp. 18
& 21).

23. In his theory of the case, Claimant contends that circumstantial evidence (the fact that
Claimant was on Employer’s premises; the presence of Claimant’s book bag in the cab;
Claimant’s testimony that he always climbed the steps to place his book bag in the cab;
the fact that Claimant must have fallgn from a position higher than the floor to sustain the
injuries he sustained, and the fact that Claimant’s truck had recently been washed--or that
Claimant’s shoe caught on the step(s) of the cab) is sufficient to prove that Claimant fell
from the steps of the cab of the truck and suffered work-related injuries.

24. Based on the lentirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

that, even if the undersigned presumes that Claimant was in fact injured through his 7

employment, I am confronted with the following: (a) there is no known cause of the fall
in the instant case, (b) Claimant had been taking prescription medication (including

Neurontin and Uliram) for back pain in the few days preceding the date of the accident,

-14-



25.

(c) Claimant sought treatment at the ER two days before the date of the accident for
stomach/dehydration issues, and while there Claimant’s family questioned the side
effects of the medications he had been taking; (d) no one saw Claimant on the steps of the
truck, and in fact one witness saw Claimant place a cooler into the truck from a standing

position on the ground—not the steps; (e) although not dispositive, Claimant’s friend and

L

co-worker said the steps were not cleaned with soap; only a pressure washer; an (f) very
importantly, Claimant gave sworn testimony at his deposition that two witnesses
observed Claimant on the steps just before he fell, which is refuted (or at least
inconsistent with) the testimony of Barnette and Bolden. Claimant’s swomn testimony
in this regard (as cited in this finding) greatly damages his credibility (e.g., Claimant’s
2012 Deposition, pp. 26 & 29-34: “I was told...I was climbing up in the truck to put
something in there or do something... And then they said that they seen me up—they seen
me up on the truck. Then they said after they turned around, they seen me laying on the
ground” 1s not supported by the testimony of /any witness; nor is Claimant’s testimony—'
“they told me, they—they turned around and they seen me climb up in the truck, and they
said they turned back around, and as soon as they turned back around again, they said
they seen me laying on the ground”--supported by the testimony of any othér witness

(Claimant’s 2012 Depo., p. 26:18-24; Depo. of Barnette in its entirety; Depo. of Bolden

1N 1ts entirety).

Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that the Claimant did not meet his burden of proof, and his request for benefits under the

Act 1s denied.

-15-



CONCLUSIONS OF LAW

Tt is concluded under the South Carolina Worker’s Compensation Act in 42-1-10 S.C.

Code of Laws, et. seq., that:

1.

N

Pursuant to South Carolina Code Ann. §42-15-10 and §42-17-20, jurisdiction and venue

are proper.

ant to South Carolina Workers” Compensation Cormn'iss.ic-n Rules and Regulations,
Rule 67-210(B) and Rule 67-213(C), the parties were properly served with Notice of the
Heanng.

Workers’ Compensation awards may not be based upon surmise, conjecture, or

speculation, but must be founded on evidence of sufficient substance to afford a

reasonable basis for it. Tiller v. Nat'l Health Care Ctr. of Sumter, 334 S.C. 333, 339, 513

S.E.2d 843, 845 (1999) ; Sharpe v. Case Produce Co., 329 S.C. 534, 543, 495 S E.2d 790,

794 (Ct. App.1997) rev'd on other grounds.

To be eligible for compensation under the Act in South Carolina, a work-related injury
must arise out of and in the course and scope of employment. S.C. Code Ann. § 42-1-160
provides that “‘injury’ and ‘personal injury’ shall mean only injury by accident arising
out of and in the course of employment.” This section “contains a two-pronged test for
compensable injuries: the injury must ‘arise out of” the employment and simultaneously

co-exist ‘in the course of the employment ” Kinsey v. Champion Am. Serv. Center, 268

S.C. 177,182, 232 SE.2d 720, 722 (1977).

The burden of proof is upon the claimant to establish that the accident arose out of

employment. “Whether the employee’s injuries arose out of employment is, in part, a

factual issue, but where the facts are virtually undisputed, the issue is primarily one of

_16_



law.” Doev. South Carolina State Hospitél, 285 S.C. 183, 188 n.4, 328 SE.2d 652, 6§5
n4 (Ct. App. 1985).

Pursuant to South Carolina Code Ann. §42-1-160, and based on the entirety of the
evidence including the medical records submitted, the testimony of the representatives of
the Defendants, and the Claimant’s testimony, the Claimant failed to carry his burden of
injury by accident within the course and scope
of his employment with the Defendants.

Pursuant to South Carolina Code Ann. §42-9-10 and based on the entirety of the evidence
including the medical records submitted, the testimony of the representatives of the
Defendants, and the Claimant’s testimony, Claimant is n(;t entitled to any temporary total

disability benefits for the period of time during which the Claimant’s incapacity for work
was total due the Claimant’s alleged work-related accident.

Pursuant to South Carolina Code Ann. §42-15-60 and based on the entirety of the

evidence mcluding the medical records submutted, the testimony of the representatives of
the Defendants, and the Cla.imant’s testimony, Defendants are not responsible for the

provision of treatment nor the payment of medical bills ansing out of the Claimant’s

alleged work-related accident.

Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

that Owens v. Qceans Forest Club does not serve to render the claim at 1ssue

compensable. In Owens, the claimant (a game warden hired to patrol Employer’s
premises 1o prevent poaching and trespassers generally) was found dead on the ground of

Employer’s premises, but the specific cause of death in Owens was a bullet wound
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10.

through the head (7.e., the bullet clearly caused the death and obvious fall to the ground).
The Owens court found the claim compensable based upon circumstantial evidence
because (a) the claimant was on Employer’s property during the claimant’s hours of
employment, (b) the cause of death was a known gunshot wound, and (c) of the nature of
the work duties. The question before the court was whether the death in Owens was the
result of a suicide or a trespasser.

Based on the entirety of the evidence including the medical records submitted, the

testimony of the representatives of the Defendants, and the Claimant’s testimony, I find

“that the present case is distinguishable from Owens due to the fact that, in the present

11.

case and unlike in Owens, the cause of the Claimant’s injury (i.e. his alleged fall) 1s

anknown. (See Testimony of Claimant; Claimant’s APA #2, page 25; Claimant’s 2012

Deposition, pages 25-26, 29, and 31-32).

Based on the entirety of the evidence including the medical records submitted, the
testimony of the representatives of the Defendants, and the Claimant’s testimony, I find
that the Claimant did not meet his burden of proof, and his request for benefits under the

Act 1s denied.
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ORDER
IT 1S HEREBY ORDERED that Claimant has failed to meet his burden of proving a
compensable injury by accident within the course and scope of his employment.

IT IS FURTHER ORDERED that Clairﬁant’s claim for all benefits available under the

%L

= 0

CERTIFICATE OF SERVICE
This is to certify that the undersigned has on this date served a copy of this order in the above .
entitled action upon all parties to this case by sending an electronic copy hereof by electronic
mail addressed to the attorneys for said parties; or if there is an unrepresented party(ies), by
depositing a copy hereof, postage paid, in the United States maul, first class, addressed to the
unrepresented party(ies) and to the attorney(s) for the represented party(ies).
April 14,2014

AND IT IS SO ORDERED.

By: Kristi Love, Administrative Assistant to Commissioner Barden
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44:2-16) The Claimant indicated that, based on his normal work routine, he would have cleaned
the dump truck, which he was operating on April 19, 2012, and likely was injured as the result of
a fall that occurred while he was attempting to climb up into the cab of the dump truck in order
to place his personal belongings in the cab of the dump truck. The Claimant indicated that not
only did he have no memory of the alleged date of accident, but that he also had no memory of

the Wednesday prior to his work related accident and the Friday following his work related

accident. (Hr’g/Tr‘ 44:7-12) The Claimant testified that, prior to his work related accident, he
had not experienced any previous problems with dizziness, seizures, or other instability that
could have explained the basis for his alleged fall on April 19, 2012. (Hr’g Tr. 29:16-20) The
Claimant testified that his initial memory, following his alleged work related accident, was being
hoépitalized in Columbia, South Carolina. (Hr’g Tr. 44:13-16) The Claimant stated that he
sought and received medical treatment for his work related injuries from a variety of physicians,
including Dr. Peterson, who is the Claimant’s family physician. The Claimant indicated that Dr.
Peterson has provided the Claimant with treatment in the form of anti-seizure medication, and
that he was most recently examined by Dr. Peterson in January 2014,

The Claimant testified that he was unable to work with the Defendants for approximately
eight months due to the injuries sustained in his alleged April 2012 work related accident. More
specifically, the Claimant stated that he has been placed out of work by Dr. Peterson due to
seizures, which the Claimant developed following his work related accident. The Claimant

indicated that he was eventually released 1o return to work by Dr. Peterson in December 2012,

___and that he retumed to work with the Defendants in January 2013. (Hr'g Tr. 49:19-50:2) The =

Claimant testified that he returned to work with the Defendants in January 2013 as a heavy

equipment operator, and is currently working with the Defendants as a heavy equipment
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operator, which is the same position that the Claimant held with the Defendants prior to the date -
of his April 2012 work related accident. On cross-examination, the Claimant stated that he is
curremly earning the same wages and essentially working the same hours that he was working
prior to his alleged work related accident. (Hr’g Tr. 50:3-11) Most notably, the Claimant
testified that he is of the opinion that he is both mentally and physically capable of performing
his job duties and responsibilities with the Defendants. (Hr'g Tr. 50:12-52:7)

| On cross-examination, the Claimant testified that he has no memory of his alleged work-
related accident. (Hr’'g Tr. 44:2-6) The Claimant stated that he was not climbing a ladder or
sL,andi’ng on top of a truck, on the date of his work related accident, despite mcdical\ records
indicating that he either fell from a ladder or from the top of a truck. (Hr’g Tr. 44:17-45:5) The
Claimant indicated that he was also aware that there were no witnesses to his alleged work
related accident, and that both Paul Barnette and David Bolden, whose depositions were
submitted to Commissioner Barden for her consideration, did not witness the Claimant’s alleged
fall. The Claimant indicated that his current job as a heavy equipment operator requires the
Claimant to engage in both mental and physical activity, but that the Claimant is capable of
performing his job duties and responsibilities as a heavy equipment operator. (Hr’g Tr. 52:1-7)
With regards to the Claimant’s current back problems, the Claimant initially denied that he
sustained a recent injury to the back in September 2013 when he fell from a horse. (Hr'g Tr.
53:24-54:9) Subsequently, the Claimant was presented with a diagnostic report of Dr. Girault,
dated September 18, 2013, in which Dr. Girault noted that the Claimant provided her with a
“history of reinjuring his thoracic spine after falling from a ho;»_sc_:._“:lr)gspitf }hc; gl)_px_{g‘-_[cl‘“e_repgze_d'
medical record, the Claimant attempted to downplay the significance of the fall from the horse,

in that he did not experience a worsening of his back pain as a result of the above-referenced

_22_



incident. (Hr’g Tr. 55:5-24) The Claimant stated that during the eight month period of time that
he was out of work, following his alleged work related accident, he did engage in both farming
activities on his property, including bailing of hay and operating tractors, and that he also
engaged 1n activilies relating to the construction of his home during the above-referenced period
of ime. (Hr'g Tr. 60:23-63:23)

Rebert Bennett testified on behalf of the Defendants. Mr. Bennett stated that he is
currently employed with the Defendants as a superintendent, and has been the Claimant’s direct
supervisor since July 2013. (Hr’'g Tr. 71:23-72:19) Mr. Bennett indicated that the Claimant is
currently employed with the Defendants as a heavy equipment operator, and appears 1o be
mentally and physically capable of performing his job duties and responsibilities with the
Defendants. (Hr'g Tr. 73:11-16) Mr. Bennett testified that, since becoming the Claimant’s
direct supervisor in July 2013, the Claimant has not missed any time from work due to the
injuries sustained in his alleged April 2012 work related accident. (Hr’g Tr. 73:17-22)

The depositions of Paul Bamnette, David Bolden, and James Speegle were submitted by
the Claimant without objection from the Defendants. Mr. Barnette admitted that he could only
“speculate” as to how the Claimant’s fall occurred, as Mr. Barnette did not (a) see Claimant fal]
or (b) tc;stify that he saw Claimant on the cab steps immediately prior to the fall. Further, Mr.
Barnette testified that most of the truck cleaning is done by a high pressure hose, rather than with
soap. Mr. Bolden tesufied that he did not witness the accident, and Mr. Bolden specifically
admitied that he “never saw [Claimant] on the steps of the truck.” Mr. Bolden did, however, see
gl'avima}nl “standing on »l_hc?. “grourgd"_agdA placmg a cooler ll} the truck sometime before the time of
the alleged accident (Depo. of Bolden, pgs. 4-7, 9, and 14). Mr. Speegle testified that he did not

witness the Claimant’s alleged accident either, and knows of no one who did witness the
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Claimant’s alleged accident. (Depo. of Speegle, pgs. S and 11).

Medical Evidence

Based on a review of the medical records, three days prior to the date of the alleged
accident, Claimant sought treatment with Sandhills Medical Foundation-l.ugoff, and provided
complaints of low back pain that was “sudden and has been occurring in a persistent pattern for 3
days.” Claimant was prescribed 90 capsules -of Neurontin {to be 1aken three times daily) and 60
tablets of Ultram (to be lakén two times daily). (See Defendants” APA, pgs. 27-28; Defendants’
APA, pg. 30; Claimant’s APA, pg. 25). Based on a review of the medical records, Two days
prior to the date of the alleged accident, Claimant sought treatment in the Emergency Room al‘
Palmetto Health Baptist. At the Emergency Room, Claimant provided complaints of low back
pain, reported that he had vomited one time the day before, and had had diarrhea earlier in the
week (Defendants’ APA, pgs. 30-32).

The Claimant underwent an examination with Dr. Scott of The Moore Orthopedic Clinic
on October 29, 2012 for his alleged work-related injuries. The Claimant provided Dr. Scott with
complaints of high thoracic and low cervical pain. The Claimant informed Dr. Scott that, despite
not working with the Defendants at the time of his examination, “he has been doing a lot of work
around the house including a lot of farming and building a house and he has not been limited by
his back pain.” (See Dcfcndanis APA., p. 20). Dr. Scott diagnosed the Claimant with “some
myotascial pain related to his fall,” recommended physical therapy and a tngger point injection,
but the Claimant declined the trigger point injection. Dr. Scott stated that he wash “comfortable

~ with [the Claimant] retuning to work but fthe Claimant] is going to be held out according to his

other doctor’s recommendations for his seizures which is very appropriate.” (See Defendants

APA., p. 20).
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The Claimant has continued to seek and receive medical treatment from his family
physician, Dr. Peterson, for his alleged work-related injuries. The Claimant has been examined
by Dr. Peterson on multiple occasions, since the date of his work-related accident, and has
provided Dr. Peterson with complaints of thoracic back pain primarily. (See Defendants APA .,
p. 2-10). Most notably, the Claimant has not provided complaints 1o Dr. Peterson regarding
seizure activity, and the Claimant’s last seizure cccurred approximately six to seven months prior
to his returning to work with the befendants in January 2013. (See Defendants APA., p. 2-3).
The Claimant was most recently examined by Dr. Peterson approximately four months ago, and
did provide Dr. Peterson with complaints regarding back pain and problems. (See Defendants
APA., p. 9-10). Claimant received treatment form Dr. Peterson in the form of prescription
medication, but testified, in his deposition, that he is not currently utilizing prescription
medication for his back pain and problems and last utilized prescription medication
approximately three months ago. (Claimant’s ZOi 2 Depo. pg. 18:21-19:14)

The Claimant was provided with a referral by Dr. Peterson by Dr. Girault for additional
medical treatment in light of the Claimant’s complaints of back pain and problems. The
Claimant was initially examined by Dr. Girault in September 2013, and provided Dr. Girault
with a history of his alleged April 2012 work-related accident as well as complaints of pain in
the thoracic spine. (See Defendants APA., p. 11). Most notably, the Claimant also informed Dr.
Girault that he injured his back, prior to September 2013, when he jumped off of a moving horse.

(See Defendants APA., p. 12, 14).  Dr. Girault recommended that the Claimant undergo

_ injections into the thoracic spine, but that the Claimant chose not to undergo the injections that S

were recommended by Dr. Girault. (See Defendants APA., p. 13; Claimant’s 2012 Deposition,

pe. 24:6-17). Claimant has not returned to Dr. Girault for additional medical treatment since
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being examined in October 2013. (See Defendants APA., p. 16-18).

FINDINGS OF FACTS AND RULINGS OF LAW

FINDINGS OF FACT

‘Based upon the testimony and exhibits submitted before the Single Commissioner, the

undersigned Appellate Panel adopts the findings of fact as made by the Single Commissioner in

their entirety. They are as follows:

2.

The panties are subject to and bound by the South Carolina Workers’ Compensation Act.
Claimant’s average weekly wage is Six Hundred Eighty Four Dollars (3684.18) and
18/100 with a corresponding compensation rate of Four Hundred Fifty Six Dollars
($456.14) and 14/100.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that
Claimant tailed to carry his burden of proving that he sustained a éompensable injury by
accident within the course and scope of his employment with the Defendants on April 19,
2012.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find Claimant
alleges that he injured his head, brain, and thoracic spine in a work-related accident on
April 19,2012.

Based on the substantial evidence including the medical records submitted, the testimony

of the representatives of the Defendants, and the Claimant’s testimony, we find Claimant

is 28 ycars of age (medical evidence establishing Claimant’s date of birth as 11/29/85;

Claimant’s 2012 Depo. p. 5).
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_ 10

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find Claimant
is a high school graduate (Defendants’ APA #2, p. 9; Claimant’s 2012 Deposition, page
9).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find
Claimant’s job with Employer was heavy equipment operator (testimony of Claimant;
Claimant’s 2012 Depo. pp. 10 & 21).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that, in
the alleged accident in issue, Claimant was found injured and lying next to Employer’s
truck. We bése this Finding of Fact on the testimony of Bamette and Bolden.
(Defendants APA, p. 1)

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find Claimant
admits that he remembers nothing about (a) the day prior to the date of the alleged
accident, (b) the day of the alleged accident, including “absolutely no memory of it or
what might have precipitated the fall; " or (c) the day after the date of the alleged accident

(Hr’g Tr. 44:2-16; Claimant’s APA #2, p. 25; Claimant’s 2012 Deposition, pp. 25-26, 29,

& 31-32).

_Based on the substantial evidence including the medical records submitted, the testimony

of the representatives of the Defendants, and the Claimant’s testimony, we find the

alleged accident was unwitnessed.
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1.

13.

14.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that no
witness claims to have seen the Claimant’s alleged accident.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that, three

days prior to the date of the alleged accident, Claimant was preseribed 90 capsules of

Neurontin (10 be taken lhreé times daily) and 60 tablets of Ultram (to be taken two times

daily). We base this Finding of Fact on Defendants’ APA #8, pp. 27-28; Defendants’
APA #9,p. 30; & Claimant’s APA #2, p. 25).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that, two
days prior to the date of the alleged accident, Claimant sought treatment in the
Emergency Room. At the Emergency Room, Claimant reported that he had vomited one
time the day before, and had had diarrhea earlier in the week (Defendants’ APA #9, pp.
30-32).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that the
temporal medical records are of no real utility: (a) one record from the date of the
alleged accident erroneously states that Claimant fell off a ladder, and Claimant does not

contend that he fell off a ladder (Claimant’s APA #1, p. 1; Defendants’ APA #10, p. 33,

‘Claimant’s 2012 Deposition, pp. 28-29); and (b) another record from the date of the

accident states that Claimant fell of the back of a truck, when Claimant in fact contends

that he must have fallen trom the steps of the cab (Claimant’s APA #1, p. 20;
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15.

16.

17.

19.

Defendants” APA #10, p. 35).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that co-
worker Bamette admits he can only “speculate” as to how the fall occurred, as Barnette

did not (a) see Claimant fall or (b) testify that he saw Claimant on the cab steps

done by a high pressure hose, rather than with soap.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that if
Barnette had seen Claimant on the steps of the cab just prior to the alleged accident, then
the result in this case might be vastly different (evidence in its entirety, including but not
limited to Depo. of Bamette, pp- 8, 13-17, 21-22, 24-25, & 28).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that co-
worker/friend Bolden did not witness the accident, and Bolden specifically admits he
“never saw [Claimant] on the steps of the truck.” Bolden did, however, see Claimant

“standing on the ground” and placing a cooler in the truck sometime before the time of

the alleged accident (Depo. of Bolden, pp. 4-7, 9, & 14).
Bascd on the substantial evidence including the medical records submitted, the testimony

of the representatives of the Defendants, and the Claimant’s testimony, we find that

Supervisor Speegle did not witness the accident either, and knows of no one who did

(Depo. of Speegle, pp. S & 11).

Based on the substantial evidence including the medical records submitted, the testimony
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20.

21.

of the representatives of the Defendants, and the Claimant’s testimony, we do not find
persuasive the opinion of Dr. Peterson (Claimant’s family doctor): the portion of
Claimant’s counsel’s letter prefacing the request for the causation opinion assumes that
Claimant “fell from the cab of” Employer’s truck. Further, Dr. Peterson’s opinion only
states that Claimant’s head injuries were “caused by the fall on April 19, 2012.” There is
no dispute that Claimant injured his head in the fall, but the dispute is whether Claimant
fell from a standing position or from the steps of the cab (Defendants’ APA #2, p. 6;
Claimant’s APA #3, p. 37; Claimant’s 2012 Deposition, pp. 12-13 & 39).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that, six
months afier the date of the alleged accident, Claimant was not limited by back pain, such
that he was able to engage in “a lot of farming and building a [log] house” (Defendants’
APA #5, page 21; Hr’g Tr. 60:23-63:23; see also Claimant’s 2014 Deposition, pages 6-7
and 33-34).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that
Claimant sustained an intervening accident in August 2013 (1 year and 4 months after the
date of the alleged accident), for which Claimant sought medical treatment. Medical
evidence from Claimant’s treating physician at this visit states that Claimant was doing

well after the alleged fall at work until Claimant “fell off a horse.” (Defendants’ APA #3,

. pagel2) o

Based on the substantial evidence including the medical records submitted, the tesimony

of the representatives of the Defendants, and the Claimant’s testimony, we find that
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24.

Claimant was impeached at the hearing testimony with his initial deposition testimony
that he had sustained no accidents since the date of the alleged work accident. Claimant’s
explanation of the horse incident (“it didn’t hurt or anything like that”) is not persuasive

given the fact that Claimant sought treatment for the after the fall oft the horse (53:24-

55:24; Defendants” APA #3, pp. 12-14, 16, & 18; Claimant’s 2014 Depo., pp. 18 & 21).
the case, Claimant contends that circumstantial evidence (the
Claimant was on Employer’s premises; the presence of Claimant’s book bag in the cab;
Claimant’s testimony that he always climbed the steps to place his book bag in the cab;
the fact that Claimant must have fallen from a position higher than the floor to sustain the
injuries he sustained, and the fact that Claimant’s truck had recently been washed--or lhét
Claimant’s shoe caught on the step(s) of the cab) is sufficient to prove that Claimant fell
from the steps of the cab of the truck and suffered work-related injuries.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that, even
if the undersigned presumes that Claimant was in fact injured through his employment, I
am confronted with the following: (a) there is no known cause of the fall in the instant
case, (b) Claimant had been taking prescription medication (including Neurontin and
Ultram) for back pain in the few days preceding the date of the accident, (c) Claimant

sought treatment at the ER two days before the date of the accident for

stomach/dehydration issues, and while there Claimant’s family questioned the side

eftects of the medications he had been taking; (d) no onc saw Claimant on the stepsof the . =~

truck, and in fact one witness saw Claimant place a cooler into the truck from a standing

position on the ground—not the steps; (¢) although not dispositive, Claimant’s friend and

-31-



co-worker said the steps were not cleaned with soap; only a pressure washer; and (f) very
importantly, Claimant gave sworn testimony at his deposition that two witnesses
observed Claimant on the steps just before he fell, which is refuted (or at least
inconsistent with) the testimony of Barnette and Bolden. Claimant’s sworn testimony

in this regard (as cited in this finding) greatly damages his credibility (e.g., Claimant’s

D

2012 Deposition, pp. 26 & 29-34: "/ was told...] was climbing up in the truck o put
something in there or do something ... And then they said that they seen me up—they seen
me up on the truck. Then they said afier they turned around, they seen me laying on the
ground” is not supported by the testimony of any witness; nor is Claimant’s testimony-—
“they told me, they—they turned around and they seen me climb up in the truck, and they
said they turned back around, and as soon as they turned bac}( around again, they said
they seen me laying on the ground”--supported by the testimony of any other witness
(Claimant’s 2012 Depo., p. 26:18-24; Depo.,of Bamette in its entirety; Depo. of Bolden
in its entirety).

25.  Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that the
Claimant did not meet his burden of proof, and his request for benefits under the Act is
denied.

CONCLUSIONS OF LAW

It is concluded under the South Carolina Worker’s Compensation Act in Section 42-1-10

_S._C.' Code of Laws, et. seq., that: o o
1. Pursuant 1o South Carolina Code Ann. §42-15-10 and §42-17-20, jurisdiction and venue

are proper.
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2. Pursuant to South Carolina Workers’ Compensation Commission Rules and Regulations,

Rule 67-210(B) and Rule 67-213(C), the parties were properly served with Notice of the

Heanng,

3. The scope of review of the Full Commission is not limited. The Commission can, like

the Single Commissioner, consider all of the evidence and reach its own findings of fact

PO N Y [TV Y 4 YT T omvsree vy AL
10 CONCruSions O! 1aw. LOWE V. A

|8}

o Mo Trancnn PR 707 Q¢ €24
m-Can Transport Services, inc., 283 S.C. J3~e_. 24

2

S.E.2d 87 (S.C. Ct. App. 1984).

4. The Full Commission is not necessarily bound by the Single Commissioner’s findings of

fact, and is empowered to make its own findings of fact and to reach its own conclusions
of law consistent or inconsistent with those of the Single Commission. Green v.

Raybestos-Manhattan, Inc., 250 S.C. 58, 64, 156 S.E.2d 318, 321 (S.C. 1967). See also

Muir v. C.R. Bard, Inc.

S. Workers’ Compensation awards may not be based upon surmise, conjecture, or

speculation, but must be founded on evidence of sufficient substance to afford a

reasonable basis for tt. Tiller v. Nat'l Health Care Ctr. of Sumter, 334 S.C. 333, 339, 513

S.E.2d 843, 845 (1999) ; Sharpe v. Case Produce Co., 329 S.C. 534, 543, 495 S.E.2d 790,

794 (Ct. App.1997) rev'd on other grounds.

6. To be eligible for compensation under the Act in South Carolina, a work-related injury

must arise out of and in the course and scope of employment. S.C. Code Ann. § 42-1-160

provides that “‘injury’ and ‘personal injury’ shall mean only injury by accident arising

__out of and in the course of employment.” This section “contains a two-pronged test for

compensable injuries: the injury must ‘arise out of” the employment and simultancously

co-exist ‘in the course of” the' employment.” Kinsey v. Champion Am. Serv. Center, 268
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S.C. 177, 182,232 S.E.2d 720, 722 (1977).

7. The burden of proof is upon the claimant to establish that the accident arose out of
employment. “Whether the employee’s injuries arose out of employment is, in part, a
factual issue, but where the facts are virtually undisputed, the issue is primarily one of

law.” Doe v. South Carolina State Hospital, 285 S.C. 183, 188 n.4, 328 S.E.2d 652, 655

n.4 {(Ct. App. 1985).
8. Pursuant to South Carolina Code Ann. §42-1-160, and based on the substantial evidence
including the medical records submitted, the testimony of the representatives of the
Defendants, and the Claimant’s testimony, the Claimant failed to carry his burden of

proving that he sustained a compensable injury by accident within the course and scope

of his employment with the Defendants.

9. The Appellant relies on the Supreme Court’s opinion in Packer v. Corbett Canning Co.,
238 S.C. 431, 120 S.E.2d 398 10 establish that the Claimant suffercd from a compensable

work related accident due to the unexplained death or injury presumption. Respondents

maintain that the Appellant’s reliance on Packer is misplaced. In Packer, the decedent
was found on a wet concrete floor alongside an electrical cord after an electrical storm.
Expert testimony revealed that the decedent was not electrocuted and further showed that
had scars from a recent heart attack. Though the Court cited the natural presumption as

found in Owens to indicate that the decedent was found where the performance of his

duties required him to be, the Court also stated that the presumption may not be availed
___to establish the incident of accident. Id. at 438. The Court_found that even though the
decedent was found on the job, there was no accident which caused his death.

10. Much like the Packer case, the Claimant, in the present case, was found on the ground
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and there were no witnesses to the accident. However, a presumption cannot be applied to
establish that an accident arose out of his employment. The Appellant has the burden of
proving facts that will bring his injury within the workers’ compensation law and such an

award must not be based on surmise, conjecture or speculation. Jennings v. Chambers

Dev. Co., 335 S.C. 249, 254, 516 S.E.2d 453, 456 (Ct. App. 1999). Therefore, without

virne hic hurden of nravinge th
in ouracn Ui vi i

an injury occurred in the course of his employment, the Appellant did not sustain a

* compensable injury pursuant to South Carolina Code Ann. §42-1-160.

12.

13.

. Pursuant to South Carolina Code Ann. §42-9-10 and based on the substantial evidence

including the medical records submitted, the testimony of the representatives of the
Defendants, and the Claimant’s testimony, Claimant is not entitled to any temporary total
disability benefits for the period of time during which the Claimant’s incapacity for work
was total due the Claimant’s alleged work-related accident.

Pursuant to South Carolina Code Ann. §42-15-60 and based on the substantial evidence
including the medical records submitted, the testimony of the representatives of the
Defendants, and the Claimant’s testimony, Defendants are not responsible for ‘the
provision of treatment nor the payment of medical bills arising out of the Claimant’s
alleged work-related accident.

Based on the substantial evidence including the medical records submitted, the testimony

of the representatives of the Defendants, and the Claimant’s testimony, we find that

_Owens v. Occans Forest Club does not serve to render the claim at issue compensable. In

Owens, the claimant (a game warden hired to patrol Employer’s premises to prevent

poaching and trespassers generally) was found dead on the ground of Employer’s
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14.

15.

16.

premises, but the specific cause of death in Owens was a bullet wound through the head

(i.e., the bullet clearly caused the death and obvious fall to the ground). The Owens court
found the claim compensable based upon circumstantial evidence because (a) the
claimant was on Employer’s property during the claimant’s hours of employment, (b) the

cause of death was a known gunshot wound, and (c) of the nature of the work duties. The

~rimotime Al
.o |

trespasser.
Based on the substantial evidence including the medical records submitted, the testimony

of the representatives of the Defendants, and the Claimant’s testimony, we find that the

present case is distinguishable from Owens due to the fact that, in the present case and
unlike in Owens, the cause of the Claimant’s injury (i.. his alleged fall) is unknown.
(See Testimony of Claimant; Claimant’s APA #2, page 25; Claimant’s 2012 Deposition,
pages 25-26, 29, and 31-32).

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find that the
Claimant did not meet his burden of proof, and his request for benefits under the Act is
denied.

Based on the substantial evidence including the medical records submitted, the testimony
of the representatives of the Defendants, and the Claimant’s testimony, we find lhét the
Decision and Order of the Single Commissioner is aftirmed in its entirety.

_ ORDER L .

IT IS HEREBY ORDERED, that the substantial evidence supports a finding that the

Dccision and Order of the Single Commissioner is AFFIRMED in its entirety.
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IT IS HEREBY ORDERED that Claimant has failed to meet his burden of proving a
compensable injury by accident within the course and scope of his employment.

IT IS FURTHER ORDERED that Claimant’s claim for all benefits available under the
Act is DENIED.

AND IT IS SO ORDERED.

Comﬂs! Joner Avery B. W11 rson,
For the Appellate Panel

WE CONCUR:

WDM ®\J¢W e

Commissioner Melody J James\

CERTIFICATE OF SERVICE

This is to certify that the undersigned has on ihis date served a copy of this order in the
" above entitied action upon all parties to this case by sending an electronic copy hereof by
electronic mail addressed to the attorneys for said parties; or if there is an unrepresented
party(ies), by depositing a copy hereof, postage paid in the United States mail, first class,
addressed to the unrepresented party{ies} and to the attorney(s] for the represented

party(ies).
By Klm Falls on October ° 10 2014
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WCC File #: 1204039

South Carolina Workers’ Compensation Commission Carrier File #:

1333 Main Street, Suite 500 ¢ Post Office Box 1715
Columbia, South Carolina 29202-1715

(803) 737-5723

WWW.WCC.SC.goV

Carrier Code #:

Employer FEIN #:

Claimant's Name: William Lee Turner SSN: e e e Employer’'s Name: Saiia Construction

Address: ... _... ~.. Address: 4400 Lewisburg Rd

City: N State: SC  Zip: . .. City: _ Birmingham State: AL Zip: 35207
Home Phone: (803) - Work Phone: ‘. . Insurance Carrier:  Old Republic General

Insurance /Gallagher
Bassett Services

Preparer’s Name:  John Koon Law Firm:  Koon and Cook PA Preparer’s Phone #: (803 ) 256 - 4082
Complete each information blank. To request a hearing, check Box 13b, indicate the kinds of benefits claimed by checking the box(es) at
Lines 6, 7, 8, and 9, and file this form in duplicate.

i for workers’ compensation -benefits-is ma

A-cia
(Z Injury [] Iiiness [] Repetitive Trauma
1a. The claimant sustained an injury to back, head and thoracic spine (pari(s) of Body Injured) 0N Aprif 19, 2012  (Month/Day/Year) in Richland county, state of

1b. South Carolina.
Body part(s) affected are: back, thoracic spine, and head causing seizure disorder.

Briefly describe how the accident occurred. Claimant was dimbing up the side of a work truck when he fell
Both the claimant and the employer were subject to the South Carolina Workers’ Compensation Act at the time of injury.

de-based.on the following.grounds: . Date of Injury.or Iliness _.___ Aprit 19, 2012

’

The relationship of employer and employee existed at the time of injury.
At the time of the injury the daimant was performing services arising out of and in the course of employment.

Notice of the accidental injury was given to the Employer on 04/19/2012ay/vear) in the following manner: Claimant was found Q gpouﬂ'@
unconscious ambulance was called and he was taken from the job site to the hospital. é

NN

=

X 6. Due to injury, the claimant is in need of (check one):
X (a) medical examination and treatment for:_back, thoracic spine, head and seizure disorder L
B (b) additional medical examination and treatment for: back, head and thoracic spine

X 7. Due to injury, the daimant requests temporary total disability benefits because of lost compensable time from work and w@%@%@gh

April 19, 2012 thru January 2, 2013.

T2

x,L 3

1 s Due to the injury, the Claimant has permanent disability of the following nature and extent (check one): Claimant has not reached MMI
) 1 (1) General Disability: [ Total 1 (2) Specific Disability: [ Total '

‘_' {J (3) wage Loss [ Partial [1] Partial

I a. Due to the injury, the Claimant has a serious bodily disfigurement consisting of:

10a. At the time of the injury, the Claimant was paid weekly wages of $684.18 and demands accounting of days worked and wages earned as provided by

law.
10b. Give names and addresses of all employers for whom the Ciaimant has worked since the date of the accident. Saiia Construction

11a. Further grounds or unusual aspects of claim:

All benefits available under the act.

11b. List names and addresses of all physicians or other medical specialists who have seen or treated the Claimant as a result of the accident:
Dr. Alan C. Peterson, Jr. MD, Peterson & Plante Internal Medicine Associates 21 Gateway Corners Park Suite 101, Columbia SC 29203

11c.  To the best of your knowledge, did you have any prior permanent disability? No
1If yes, describe:

<12, Appropriate benefits as provided in the Act for the above grounds and other rehef as the Workers Compensat»on Commissmn may direct as just and
proper.
[0 13a. I am filing a claim. I am not requesting a hearing at this time.
X 13b. 1am requesting a hearing. A $25 fee is required.

14.  Estimated time needed for hearing: 1 hour
I vew tents of this form are accurate and true to the best of my knowledge.
) Attorney jkoon@koonandcook.com _November 25, 2013
Prgggrer’s Siénature Title Email Date
efer to R.67-204 through R.67-210 and R.67-601 through . Employee’s Notice of Claim and/or
R.67-615. Questions about the use of this form may be 5 Q Request for Hearing

directed to the Commission’s Claims Department. WCC

Form # 50 Revised 9/07 -38-



WCC File # 1204039

11B Continued

Richland County EMS
PO Box 863
Lewisville NC 27023

Palmetto Health Richland
S Richland Medical Park

P

Sandhills Medical Foundation
1165 Hwy 1 South
Lugoff, SC 25078

Carolina Pines Regional Medical Center
1304 W. Bobo Newsome Hwy.
Hartsville, SC 29550

University Specialty Clinics Surgery
Two Medical Park, Suite 306
Columbia, SC 29203

Providence Hospital
110 Gateway Corp Blvd
Suite 160

Columbia, SC 29203

Moore Sports Rehab
114 Gateway Corp 8lvd
Suite 430

Columbia, SC 29203

-.——-—Palmetto Health ER Physicians - — = —— - —— —- - -

PO Box 402150
Atlanta GA 303842150

Pitts Radiology
PO Box 602728
Charlotte, NC 28260-2728
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Image Care
PO Box 1247
Covington, GA 30015

McBee Rescue Squad
PO Box 355

—n e oth S*“‘

/89St Street

McBee, SC 29101



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

" (803)737-5723 WwWW.WCC.SC.gov

WCCFle #: 1204039

Carrier File #: 002979-030511-WC-01
Carrier Code #:

Employer FEIN #:

Claimant's Name:  William Lee Turner SSN S Employer's Name: SAIIA Construction

. B i 324 Commons Drive
Address Nt P Address: Birmingham, Alabama 35201
Home Phone: (803) ..  WorkPhone #

S T ) * Old Republic General Insurance Corporation

Date of Injury: 4/19/12 Insurance Carrier:  ¢/o Gallagher Bassett Services, Inc.
Preparer's Name: _Jason W. Lockhart Law Firm  McAngus Goudelock & Courie Preparer’s Phone #:  (803) 227-2283
Date of Injury or Hinass: 4719/12 Estimated time for hearing: 2 hours

Complete each information biank. Clearly specify when contentions are admitted in part and denied in part. The Employer-
Carrier in answer o the ciaim, respectfuily shows:

1. It is [ ] Admitted [X] Denied the employee sustained an injury or iliness on or about the date set forth in the application. The reasons foi
denial are: The investiqation of the Employer/Carrier does not reveal a compensable injury by accident within the course and scope of the
Claimant's employment. In addition, the Employer/Carrier maintain that the Claimant's current problems with his head, back, and/or
thoracic spine are not causally connected to the Claimant's alleged April 19, 2012 work-related accident.

2. Itis [X Admitted [_] Denied both the employer and employee were subject to the Workers' Compensation Act at the time in question.
The reasons for denial are: See Number 1 above.

3. Itis X] Admitted [ ] Denied the relationship of empioyer and employee existed at the time in question. The reasons for denial are:
See Number 1 above. {

4. 1Itis [} Admitted [X] Denied at the time in question the employee was performing service arising out of and in the course of
employment. The reasons for denial are:
See Number 1 above.

5. Itis {X] Admitted [] Denied notice of injury was given the employer. The reasons for denial are:
See Number 1 above.

6. Itis [ ] Admitted [X] Denied the employee [] needs [ is entitled to additional medical care as a result of injury or ifiness. The
reasons for denial are:
The Employer/Carrier maintain that there is no medical evidence to support the Claimant's entitlement to additional medical treatment.

7. TItis [ ] Admitted [X Denied the employee is entitied to temporary total disability for the period(s) of:
The Employer/Carrier maintain that there is no medical evidence to support the Claimant’s entitlement to temporary total disability benefits.

8. 1Itis [ ] Admitted [X Denied the employee is permanently disabled. The reasons for denial are:

The Employer/Carrier maintain that there is no medical evidence to support the Claimant's entitlement to permanent disability benefits.
9. TItis [] Admitted X Denied the empioyee has serious disfigurement.
10.

It is contended that an average weekly wage of $ Form 20 to be submitted applies, according to attached Form 20 as provided by law.

11. Further contentions, grounds of defense, or unusuat aspects are:
The Employer/Carrier maintain that the Claimant cannot satisfy his burden of proving a compensable injury to the head, back, and/or
thoracic spine_pursuant to Section 42-1-160 and/or Section 42-9-35 of the Act.

D Mediation

D a. Mediation is requested to be ordered pursuant to Reg. 67-1801 B.

[:l b. Mediation is required pursuant to Reg. 67.1802.

e Mediation is requested by consent of the Parties pursuant to Reg. 67-1803."

[1d. Mediation has been conducted by a duly qualified mediator and resulted in an impasse.

‘Questions fedarding pediation may be submitted to mediation@wcc.sc.gov. -~ —7 - — . _
I verifyAe n ’éx(:ts < fdrm are accurate and true to the best of my knowledge.

Attorney foi’ Employer/Carrier jlockhart@madaw.com December 5, 2013

/
Preparefygi#atuy' / / Titde Email Date

Refer kg R.67—204/ ’ugn R.67-210 and R.67-601 through R.67-615. Refer to R. 67-1801 for mediation. Questions about the use of this form may be directed to the Commission’s
]udig/{]Depamr:[r:ursu t to R.67-606, a Form 20 must be filed with the Claims Department at least 30 days from the date of filing this form.

WCC Form # 51 S i Employer’s Answer to Request for Hearing
Revised 7/13
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Koon and Cook, P.A.

: Attorneys at Law
John K. Koon 2016 Gadsden Street Telephone: (803) 256-4082

Stephen H. Cook Columbia, South Carolina 29201 Facsimile: (803) 254-0658
Jamie L. Walters

January 23, 2014 e

VIA HAND DELIVERY

The Honorable Susan S. Barden, Commissioner
South Carolina Workers Compensation Commission
Post Office Box 1715

Columbia, South Carolina 29202-1715

Re:  Our Client: William Lee Turner
Employer: Saiia Construction
WCC File No. 1204039
Hearing Date: February 4, 2014 at 02:30 PM

Dear Comumissioner Barden:

Please find enclosed the original Form 58 and Notice of Witnesses and Medical Evidence
without Submissions, and the Certificate of Mailing/Service that I have prepared on behalf of the

Claimant.

By copy of this letter we are serving the Form 58 and APA Submission on the attorney
for the employer.

Thank you for your kind cooperation in this matter.

Sincerely,

KOON AND COOK, P.A.

ﬁ K. Koon

By:

7

JKK/awg
Enclosure(s)

cc: Jason W. Lockhart, Esquire
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PRE-HEARING BRIEF
WCC File No: 1204039

South Carolir -3 Work: .rs’ Compensation Commission
1333 Main Street, Suite 500

P.0. BOX 1715

Columbia, SC 29202-1715

(803) 737-5739 WWW.WCC.SC.GoV

- Claimant's Name:  William Lee Turmer Employer's Name: Saiia Construction
Address: s - . Address: 4400 Lewisburg Road
City: | - “' - Stéte: | Zipi . City: | Birmingham State: | AL 35207
Home Phone:  (803) .. Work Phone:  ( 803) Carrier: Oid Republic General Ins/Gallagher Bassett Services
Preparer's Name: John K. Koon Preparer's Phone #: (803) 256-4082

A claim for woikers’ compensation benefits is made based on the following grounds:
X Injury [ Tiness [ Repetitive Trauma

1. Compensation Rate: 456.14 2. AWW: $684.18 Date of Injury: April 19, 2012
T T T30 T Typeof injury and body part(S): T “BacK, thoradic spine, and head and brain leading to seizures T TTTTTTTTTTT T
4. Facts in controversy: Is the Claimant entitled to temporary total disability benefits from April 19, 2012 thru January 2, 2013? Should the

carrier be required to pay for past and future medical treatment?

S. Legal issues involved: Are the injuries sustained by the Claimant’s fall compensable under workers' compensation laws?
6. Unusual aspects:

7. Witnesses (designate if expert):* Claimant , Paul Barnette, David Bolden, James Speegle

8. Exhibits: Deposition of Paul Barnette, David Bolden, James Speegle

9. Medical evidence (indicate report pursuant to R.67-612; deposition or appearance):

Palmetto Health Richland medical reports; USC Department of Surgery- medical reports Dr. Alan C. Peterson, Jr. medical questionnaire

10. Name, address, and specialty, if any, of the treating physician: Alan Peterson, Jr. MD, 21 Gateway Corners Park, Suite 101, Colimbia, SC

29203; Board Certified in Internal Medicine.

11. Impairment rating(s); body part(s); physician and date of opinion: None. Claimant has not reached MMI.

12. I am amending my Form 50/51 in the following manner:
Mediation
Oa. Mediation is requested to be ordered pursuant to Reg. 67-1801 B.
Ob. Mediation is required pursuant to Reg. 67-1802.
Oe. Mediation is requested by consent of the Parties pursuant to Reg. 67-1803.
(a. Mediation has been conducted by a duly qualified mediator and resulted in an impasse.

Questions regarding mediation may be submitted to mediation@wcc.sc.qov.

I verify the contents of this form are accurate and true to the best of my knowledge, —- — - —~ -
I certify I have served this document pursuant to Reg. 67-211 by delivering a copy to __Jason Lochart, Esq. 1320 Main St. 10" Floor Cola SC

29211 addresss on the dayof __ 2014 by; (X first class postage [X certified mail [J personal service.
Signature: Email:
Date of hearing: _Fekruary 4, 2014 Time needed for hearing: 1hr

\ 1\

Questions abouft the use-Of this form should be directed to the Jurisdictional Commissioner. Refer to Regulations 67-204 through 67-211 and Regulations 67-601
hrough 67-615; as well as Regulation 67- 1801. File this form and proof of service on the opposing party according to R.67-611 and R.67-212. Do not send
nedical reports. * Commissioners reserve the right to admit expert witnesses at hearings.
WCC Form # 58 PRE-HEARING BRIEF
Revised 7/13 58
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STATE OF SOUTH CAROLINA
BEFORE THE SOUTH CAROLINA

WORKER'S COMPENSATION
COMMISSION

COUNTY OF RICHLAND

)

)

)

)

) NOTICE OF WITNESSES AND

William Lee Turner, ) MEDICAL RECORDS AS DIRECT

' )

)

)

)

)

Claimant, EVIDENCE ON BEHALF OF THE
CLAIMANT
vs.
W.C.C. FILE NO.: 12040638

SAIIA Construction,
Employer,

)
and-- =)

)
0ld Republic General Insurance Co.,)
c/o Gallagher Bassett Services, Inc)
)

)

)

)

Carrier,

Defendants.

TO: SOUTH CAROLINA WORKERS’ COMPENSATION COMMISSION and THE
ABOVE NAMED DEFENDANTS:

YOU ARE HEREBY NOTIFIED that the Employee/Claimant,
pursuant to the provisions of Rule 67-30 of the South Carolina
Workers' Compensations Commission and Section 1-23-330, Code of

Laws of South Carolina (1976), as amended, herewith submit the

written medical reports of the below 1listed physicians, as

direct evidence on behalf of the Employee/Claimant:

APA Physician/Document Date (s) Pages

#1 Palmetto Health Richland 4/19/2012- 1-24

e B —{4/25/2012 - |

#2 University Specialty Clinics 5/16/2012 25-26

#3 Peterson and Plante Internal 4/30/2012~ 27-37
Medicine Associates 4/15/2013
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EXHIBITS:

1. Deposition of Paul Barnette In possession of
both parties

"2.  |Deposition of~David Bolden In possession of - -
both parties

3. Deposition of James Speegle In possession of
both parties

YOU ARE FURTHER HEREBY NOTIFIED that you have the right of

cross—examination, and should you desire to exercise said right,

you are to forthwith schedule the deposition of the

aforementioned doctor for the purpose of cross—-examination.
You are hereby being furnished with copies of the reports

of the aforesaid doctors on their examination aforementioned.

Copies will be brought to the hearing for insertion in the file

of the South Carolina Workers' Compensation Commission and

inclusion into evidence on behalf of the Employee/Claimant.

KOON AND COOK, P.A.

By:

Jom\ K. Koon

16/ Gadsden Street
umbia, SC 29201

Columbia,

January 22,

2014

South Carolina

-44 -
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. VITAIL, SIGNS: Heart rate 94, respirations 20, ° } at 100, BP 160/.01

Emergency Dept TURNER, WILLIAM L - R015379577

Resuit type: Emergency Dept

Result date: 19 April 2012 19:14

Result status: - Auth (Verified)

Resutt title: Emergency Dept i

Performedby: - -Mullins MD, James T on 19 April 2012 19:14 T
Verified by: Ridley MD, Stephen F on 23 April 2012 00:57

Encounter info: R12110023%3, Richland, IPR-Inpatien:, 04/19/12 - 04/25/12

Emergency Dept (Verified)

PATTIENT: - TRAUMA. M1.20297 CICT: James Mcull-_ns, MD-R

MR #: e T LCOB:

RDMITTED: 04/19/2012 PT.LOC:  STU
SRECOUNT Hr-— - 3oii T5 == oo e e ST T -

\
DATE OF VISITATION: 04/1%/2012

ACCOUNT NUMBER: 1211002353
ATTENDING PHYSICIAN: Stephen F. Ridley, MD'
CHIEF CCMPLAINT: Fall.

MODE OF ARRIVAL: FEMS.

HISTORY OF PRESENT ILLNESS: This pati=nt is a 27-year-old Caucasian male who
was invclved in a fall coming off o a ladder from questionable 10-15 foet
Wwizh landing directly on his head. Patient was noted to have a GCS of 3 upor
arrzival, was a trauma 911. ‘Ratient.was -seizing e -routé. He did receive

Ativan and presented with a GCS of 3 upon arrival here in the emergency
department.

REYIEW CF SYSTEMS: Unable to obtain.
PAST MEDICAL HISTORY: Unable to obtain.
PAS'l SURGLICAL HISTORY: Unasle to obtain.
MEDICATIONS: Unable to obtain.

SOCIAL HISTORY: Unable to obtain.
ALZLERGIFS: Unable to obtain.

PHYSICAI EXAMINATION:

original. o . — R _ = -
GENERAL APPEARANCE: Patient is unresponsive w-th GCS of 3.
NEUROLOGIC: GCS of 3 and unresponsive tao pain.
EYES: ©Deviated up and lateral and unresponsive originzlly.
ENT: Mucous membranes are moist. TMs are clear.

Printed by: Cantey, Precious K
Printed on: 06/14/12 14:07
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Emergency Dept TURNER, WILLIAM L - R015379577

RESPIRATIORY: Lungs are clear bilaterally, symmetric chest rise, ra wheszes,
rales or rhonchi.

CARDIOVASCULAR: S1, 52, no murmurs or gallops. DJistal pulses are intact.
GASTROINTESTINAL: No abdominal tenderness to cough, no rebound or gualdlng,
positive bowel sounds, no signs. .of_organcmegalv.. e -
MUSCULOSKELETAL: No cyanosis or clubbing noted. No deformltles were noted.
SKIN: Void o all rashes, bruises, lesions.

MEDICAL DECISION MAKINC: This paticnt will bc cvaluated for trauma 911. Duc
to patient's complaints and risk of complications, a thorough phy51ca1 exam
was done to elfect an efficient evaluation.

LABORATCRY DATA: Trauma 911 labs are pending at this time, as well as an
ABG.

ED COURSE: Patisnt was seen lmmedlately'upon arrival by nyself for traama
911. Due to patient status of fall with GCS of 3 with deviation, we did
think the airway was most pertinent; we did intubate tre patient kere in the
trauma kay used an 8-0 tube and was placed to 24. This was done by nys=1f.

PROCEDURE NOTE: After noting the patient had a GCS of 3, we then used
lidocaine 100 mg as well as etomidate 30 and 150 of | .. TWe did :ntibate
the patient on first attempt with 8-0 tube and was placed at 24. Cuff was
inflated, had good color change, no complications.

At that point, we did get bilateral breath sounds, circulation was intact.
Pazient was not doing anything in terms of responding to paia, was not moving
any of his extremities and was not actively se:ziag; however, at this point
we are doing trauma 911 scans. We will continue to moritor this patient and
he will be admitted to the trauma team for further care. We do suspect this
is most 1ikely a head injury, neck; and at this point, patieat will be
admitted.

DIAGNOSTIC IMPRESSION: Trauma 911 with concern of head and/or neck injary.
DISPOSITION: Patient will be adnitted.

Pazient was discussed with Dr. Ridley.

D: 04/19/2012 18:02 T: 04/19/2012 19:14 TID: Kkf
Job #: 81905 Doc #: 40921063
cc: Jawes Mullinsg, MD-R

Stephen F. Ridley, MD

I was present with the resident during the history and exam. | discussed the case with the residentand .
- agree with the findings and plan as documented in the resident's note. | supervised all above procedures

done by the resident.

Printed by: Cantey, Precious K ’ Page 2 of 3
Printed an: 0614/1214:07 ’ (Continued)
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Internal Transfer TURNER, WILLIAM L - R015379577

Resuit type: Internal Transfer
Result date: 21 April 2012 15:30
Result status: Auth (Verified)
Resutt titie: Internal Transfer .
-Performedby: .. ... Skaggs MD, Joshua B on 21 April 2012 15:30 ‘“‘
Verified by: Jones MD, Mark A on 07 May 2012 21:16
Encounter info: R1211002353, Richland, IPR-Inpatien:, 04/19/12 - 04/25/12

Internal Transfer (Verified)

PATIENT: TURNER. WILLIAM LCICT: Joshua Skaggs, MD-k
MR #: - )

CADMITTED: -+ 04/19/2012 - -~ = " LOogv - e TTToToTm o S o T
DISCHARGED: PT.TOC: SsU

ATTENDING PHYSICIAN: Mark A Jones, MD

TRANSFER DIAGNOSES: Include:

1. Small subdural hemorrhage.

2. Intraparenchymal contusion left lobe.

3. Endplate compression deformity of T3 and T4.

CONSULTATIONS:

1. Neurosurgery.

2. Speech therany.

3. Physical therapy.

4. Occupational therapy.

PROCEDURES:
1. Endctracheal intubation.
2. Left subclavian central venous catheter placement.

3. Right arterial line placement.

BRIEF HISTORY: This is a 26-year-old male pat_ent who presented to the
emergency department after a fall f-om approxinately 10-15 feet, landing on
his head. The patient's GCS on arrival was 3. He reportedly was geizing en
route tc the ER. He was intubated once he arr-ved to the emergency
department. Trauma surgery and neurosargery were then consulted.

HOSPITAT COURSE: While in the STICU, neurosurgery evaluated the patient and
recommended that he be followed with repeat head CT's &5 well as being given
Keppra for seizure prophylaxis. He did have repeat CT scans of his head,
which did not show any new intracranial abnormalities end ongoing contusion.
In regards to the patient's T3, T4, end-plate fractures, neurosurcerv noted
that these were stable. No intervention was necessary. The patient's mental
status did improve_ and he was_subsequently. extubated. However, after T
Exiﬁbation, he was somewhat somnclent and was kept n.p.o. with speech taerapy
and cognitive evaluation pending. The patient did have an NG tube placzsd wae
no-ed tc have heme positive secretions from the NG tube. A XUB wes ordsred,

which showed nonobstructive gas pattern with an NG tube ino the gastric body,
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Internal Transfer TURNER, WILLIAM L - R0O15379577

and a large amount of colanic stool. The patient was placed on a bowel
regimen. He had been on Nexium but after he had heme pos_tive gastric
contents noted, he was also placed on sucralfate. He was receivirg

prophylaxis with Nexium as well. At tais time, he is stable for transfer to

- the S3SU-for further management-of his- condition.

DISPOSITION: The patient was transZerred to SSU for further manacement.
He will requi-e cognitive evaluation was speech therapy until his mental
status improves. He will likely nced to continuc to rcma-n 1.p.o. with

-

maintenance fluids in place. He will need to continue kis bowel prophylaxis.

He will need a post Lovenox CT 3scan as well, as has Lovenox was started
earlier today.

D: 04/21/2012 17:00 T: 04/21/2012 13:30 TID: fy
Jab #: 84096 Doc #: 10258948

cc: Joshua Skaggs, MD-R

Mark A Jones, MD

At-ending Attestation: I saw this patient on rouads with team on date of trensfer and 1
agree with the above assessment and summary and agree with the plans for trarsfer -o

SSU. MAJ.

Completed Action List: .

* Perform by Skaggs MD, Jashua B on 21 Apiil 2012 15:30

* Modify by Skaggs MD, Joshua B on 02 May 2012 18:23

* Sign by Skaggs MD, Joshua B on 02 May 2012 18:23 Requested on 26 Apiil 2012 12:15

* Sign by Jones MD, Mark A on 07 May 2012 21:16 Requested by Skaggs MD, Joshua B on 02 May 2012 18°23

* Modify by Jones MD, Mark A on 07 May 2012 21:16
* VERIFY by Jones MD, Mark A on 07 May 2012 21:18

Printed by: Cantey, Precious K
Printed on: 06/14/12 14:08
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Internal Transfer TURNER, WILLIAM L - R015379577

Result type: Internal Transfer

Result date: 21 Aprii 2012 15:30

Result status: Auth (Verified)

Result title; Internal Transfer :

Performed by: ' Skaggs MD, Joshua B on 21 April 2012 15:30 .
Verified by: Jones MD, Mark A on 07 May 20122125

Encounter info: R1211002353, Richland, IPR-Inpatier:, 04/19/12 - 04/25/12

Internal Transfer (Verified}

§

PATIENT: : TURNER. WILLIAM LCICT: Joshua Skaggs, MD-R

MR_#:_ U e e o o
ADMITTED: 04/18/2012 DOB:

DISCHARCGED: PT.LOC: SSuU

ATTENDING PHYSICIAN: Mark A Jones, MD

TRANSFER DIAGNOSES: Includs:

1. Small subdural hemorrhage. .

2. Intraparenchymal contusion left lobe.

3. Endplate compression deformity of T3 and T4.

CONSULTATIONS:

1. Neurosurgery.

2. Speech theraopy.

3. Physical therapy.

4. Occupational therapy.

PROCEDURES:
1. Endctracheal intubation.
2. Left subclavian central venous cataheter placement.

3. Right arterial line placement.

BRIEF HISTORY: This is a 26—-year-old male pat_.ent who presgeated to the
emergency department after a fall f-om approximately 10-15 feet, landing on
his head. The patient’'s GCS on arrival was 3. He reportedly was eeizing en
route tc the ER. He was intubated once he arrived to the emergency
department. Trauma surgery and neurosiargery were then consulted.

HOSPITAT COURSE: While in the STICU, neurosurgery evaluated the patient and
recommended that he be followed with repeat head CT’s &5 well as keing given
Keppra for seizure prophylaxis. He did have repeat CT scans of his head,

which did not show any new intracranial abnormalities end ongoing contusion.
In regards to thes patient's T3, T4, end-plate fractures, neurosurcerv noted

that these were stable. No intervention was necessary. “he patient's mental
"Sstatus did impréve and he Wwas dubseguently extubated. However, dfter T

exzubation, he was somewhat somnolent and was kept n.p.o. with speech taerapy
and cognitive evaluation pending. The patient did have an NG tube placesd was
no~ed tc have heme positive secretions from the NG tube. A XUB wzs ordsred,
which showed nonobstructive gas pattern with an NG tube in the gastric body,
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Internal Transfer TURNER, WILLIAM L - RO15379577

and a large amount of colonic stool. The patient was placed on a bawel
regimen. He had been on Nexium but after he had heme pos_tive gaetric
contents noted, he was also placed on sucralfate. He was receivirg
prophylazxis with Nexium as well. At this time, he is stable for transfesr to
the SSU for further managemsnt of-his-condition. o

DISPOSITION: The patient was transZerred to SSU for further manzgenent.

He will require cognitive evaluation was speech therapy until his mental
status improvea. He will likely nced to continuc to rcmain a.p.o. with
maintenance fluids in place. Be will need to continue Lis bowel prophylaxis.
He will need a posgt Lovenox CT scan as well, as has Lovenox was started
earlier today.

D: 04/21/2012 17:00 T: 04/21/2012 13:30 TID: fy
Job #: 84096 Doc #: 10258948

cc: Joshua Skaggs, MD-R

Mark A Jones, MD

At-ending Attestation: I saw this patient on rouads with team on date of trensfer and I
agree with the adove assessment and summary and agree with the plens for trarsfer —o

SSU. MAJ.

Completed Action List: ‘
* Parform by Skaggs MD, Joshua B on 21 April 2012 15:30

* Modify by Skaggs MD, Joshua B on 02 May 2012 18:23

* Sign by Skaggs VD, Joshua B on 02 May 2012 18:23 Requested on 26 April 2012 12:156

* Sign by Jones MD, Mark A on 07 May 2012 21:25 Requested by Skaggs MD, Joshua 8 on 02 May 2012 18:23
* Modify by Jones MD, Mark A on 07 May 2012 21:25

* VERIFY by Jones MD, Mark A on 07 May 2012 21:25

Printed by: Cantey, Precious K Page 2 of 2
Printed an: 06/14/12 14:08 {End of Report)
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Internal Transfer TURNER, WILLIAM L - R0O15379577

Result type: Internal Transfer

Result date: 23 April 2012 08:39

Result status: Auth (Verified)

Result title: Internal Transfer A S S
Performed by: ~ Stachowiak PA, James R on 23 April 2012 08:39 B
Verified by: Marrison MD, James E on 16 May 2012 09:33

Encounter info: R1211002353, Richland, IPR-Inpatien:, 04/19/12 - 04/25/12

Internal Transfer (Verified) -

PATIENT: TURNER. WILLIAM CICT: James R Stachowiak, PA
MR #: . :
_ADMITTED: __ . Q4/19/2012 . __ DOB: _ . ...% e

DISCHARCGED: 04/23/2012 PT.LOC: SSU

ATTENDING PHYSICIAN: James E. Morrison, MD

ADMITTING DIAGNOSES:
1. Fall off a ladder, questionable 10-15 feet, 1landin¢ directly on his head.

2. Seizure en route to hospital with emergencvy medical services.
3. T3-T4 end plate fractures:
4. Traumatic suodural hematoma with traumatic hemorrhegic contusions.

5. Acute respiratory failure, intubatad in the emergercy department trauma
bay.

TRANSFER DIAGHUOSES:
1. Fall off a ladder, questiocnable 10-15 feet, landin¢ directly on his head.

2. Seizure en route to hosoital with smergencv medical services.
3. T3-T4 end plate fractures.

4. Traumatic suodural hematoma with traumatic hemorrhzgic contusions.
5. Acute respiratory failure, intubated in the emergercy department trauma
bay.

CONSULTATIONS THIS ADMISSION: Dr. Maryanov of neurosurgery.

PROCEDURES PERFORMED:
1. Endctracheal intubation in the emergency department.

2. Left subclavian central venous cataeter placement.
3. Right arterial line placement.

HISTORY OF PRESENT ILLNESS: At this time, please refer to the irternal
facility transfer summary dictated by Dr. Joshua Skaggs, MD-X, dictated on
04/21/2012, transferred from STICU to 3SU.

The patient was transferred to the SSU at this time. We are still waiting
for speech therapy to come oy to give the patlent a swcllow EV81UcthD to

advance him to a p.o:—-diet.

The patient has had an uneventful stay while in the SSU. He has made good

improverent with his sensorium and awareness of his surroundings. Dr.

Ma:yanov of neurosurgery came by and evaluated the patient on 04/21/2012. At

Printed by: Cantey, Precious K Page 1 of 2
Printed on: 06/14/12 14:08 (Continued)

-51_



Internal Transfer TURN-ER, WILLIAM L - RD15379577

that time, he felt from the closed head injury the patient sustaired, hs is
stable from their standpoint. No surgical interventior was required. 2ost
Lovenox CT orderesd for 04/21/2012. Follow-up -n the clinzc in 3 weeks with

repeat CT of the head.

Follow-up CT scan on 04/21/2012, post Lovenox scan, revea_ed no new
in-racranial abnormality was identiZied. A tiny focus of hemorrhzge was
again seen at the anterolatsral marqgin in the _eft temporal lobke.

The patient has been seen and evaluated, and the chart was reviewed by Dr.

James Morrison of the trauma surgery ssrvice today, 04/23/2012.

He feels at

this time the patient is suitable and stable for transfer to 7-East.

CONDITICN ON TRANSFER: The patient is stable.

DISPOSITION: 7-East.

TRANSFER MEDICATIONS: Per the medication reconciliation order form.

ADDITIONAL TRANSFER INSTRUCTIONS:

1. The patient is to follaw up with neurosurgery in 3 weeks for CT scaa of

the head without complications.

2. Physical therapy and occupational therapy to contirue to work with the
pazient, as well as speech therapy Zor further evaluation and swallow.

The patient's disposition will likely be to hone with fam-ly.

to Debbie and Peggy about this.

D: 04/23/2012 08:32 T: 04/23/2012 03:39 TID: 1lry
Job #: 85513 Doc #: .40923309
cc: Jares R Stachowiak, PA

James E. Morrison, MD

We wi’l talk

DR MORRISON ADDENDUM: PATIENT EXAMINED WITH MR STACHOWIAK ON 4-23-20-2.

SEE MY FROGRESS NOTE FROM SAME DAY. TRANSFER O FLOOR.

Completed Action List:
* Perform by Stachowiak PA, James R on 23 April 2012 08:39

DETAILS AS ABOVE.

* 8ign by Stachawiak PA, James R on 15 May 2012 17:59 Requested on 23 April 2012 08:58

* Modify by Morrison MD, James E on 16 May 2012 09:33

<M.

* Sign by Marrison MD, James E on 16 May 2012 09:33 Requested by Stachowiak PA, James R on 15 May 2012 17:59

* VERIFY by Morrison MD, James E on 16 May 2012 09:33

Printed by: Cantey, Precious K
Printed on: 06/14/1214:08
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Discharge Summary | | TURNER, WILLIAM L - R015379577

* Final Report *

D: 04/25/2012 11:42 T: 04/26/2012 10:40 TID asc

© Job #: 88728 Dos #: 10269842

cc: Stanley Hassinger, MD-R
Reymond P. Bynoe, MD

Signature Line

Electronically Signed & Verified on 04/25/2012 18.53
by Hassinger MD, Stanley

Electronically Signed & Verified on 05/03/12 11:51
by 3ynoe MD, Raymond P

Completed Action List:

* Perform by Hassinger MD, Stanley on 25 April 2012 10:40

* Sign by Hassinger MD, Stanley on 25 April 2012 18:53 Requested on 25 April 2012 15:35

* Sign by Bynoe MD, Raymond P on 03 May 20”2 11:51 Requested by Hassinger MD, Stanley on 25 April 2012 18:53
* VERIFY by Bynoe MD, Raymond P on 03 May 2012 11:51

Printed by: Cantey, Precious K . Page 3 of 3
Printed on: 06/14/1214:07 (End of Repart)
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Operative Report TURNER, WILLIAM L - R015379577

* Final Report *

Result type: Operative Report

Resultdate: = 19Apri201221:19. . . . .. . . , e
Result status: Auth (Verified) ‘

Result title: Operative Report

Performed by: Huynh MD, Dustin H on 19 April 2012 21:19

Cosigned by: Jones MG, Mark A on 20 April 2012 09:56

Verified by; Jones MD, Mark A on 20 April 2012 09:56

Encounter info: R1211002353, Richland, IPR-Inpatien:, 04/19/12 - 04/25/12

* Final Report *

Operative Report (Verified)

PATIENT: TRAUMA, M120287 LCICT: Dustin Huynh, MD~R
MR ff: . B LCOB:
ADMITTED: 04/19/2012 " PT.LOC: STU

DATE OF OPERATION: 04/138/2012

PREOPERATIVE DIARGNOSES:
1. Status post fall.

2. Head injury.
3. Herodynamic instability.
4. Respiratory failuze.

POSTOPERATIVE DIAGNOSES:

1. Status post fall.
2. Head injury.
3. Herodynamic instability.
4, Respiratory failure.
PROCEDURE:
1. Left subclavian central venous catheter p_acement with guad-lumen
catheter.
2. Right arterial line placement of right radial artery (for hemodvnamic monitoringj.

ATTENDING SURGEON: Mark A Jones, MD.

RESIDENT SURGEON: Dustin Huynh, MD-R.

ANESTHESTIA: The patient is currently on propofol.

ESTIMATED BLOOD LOSS: Minimal.

—..INDICATIONS FOR.-PROCEDURE: This is a trauma-male~297 who apparently
reportedly fell from a dumpster truck and apparently hit his head, with a GCS

at the scene of 9. Upon arrival, his GCS was 3. The pat-ent was intubated
wih appropriate workup. The patient was taken to the CT scanner, whers he

Printed by: Cantey, Precious K Page 1 of 3
Printed on: 06/14/1214:08 (Continued)
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Operative Report TURNER, WILLIAM L - R0O15379577

* Final Report *

was shown to have a subdural hematoma. The patient was then admitted to the -
ST ICU. The patient requirsd hemodynamic monitoring ard required line i T )

placement.

PROCEDURE IN DETAIL: Due to the naturs of the urgency for the procedurs,
unakle to obtain consent, but emergent consent was done. The patient was
then prepped and draped in the usual sterile fashion. First, we focused on
cb-aining a central line. His left chest was thear prepped and dwzped iz the
usual sterile fashion. Next, a large bore needle was then iaserted from his
leZt deltopectoral groove towards his sternal notch. His left subclavian

vein was then entered with good venous blood return. Next, the syringe was

then removed. GUidewire was then placad over the neédlé. The nheedie wag
then remwoved. A nick in the skin was done. Next, a dilator was insertad.
Next, the quad-lumen central venous catheter was then inserted in Se_diager
technique. The juidewire was then -emoved. ALl ports were flushed and had
wizhdraw of good venous blood. It was then sutured to the skin. Appropriate
sterile dressing was placed with Bio-Gesl and Tegaderm. The patiert tolerated
it well. No apparent complications. A chest X-ray was ordered to confirm

placement.

Next, we then focused on obtaining a right arterial lire. His richt wrist
was then prepped and draped in the usual sterile fashion. Next, Arrow
ar-erial kit was then used. His right radial artery wes then entered with
Arrow kit. Goad arterial blood return. Guidewire was then inserted. Next,
the catheter was then inserted using tae Seldinger tecknique. Good artesrial
blood return aftesr removal of the guidewire and the needle. It wzs thea
connected to the monitor with a good arterial waveform. -t was tren sutured
to the skin and appropriate sterile dressing w-th Bio-Gel and Tegzderm was
placed. The patient tolerated it well. ©No apparent comp.ications.

FINDINGS: Good venous return on his left subc_avian ard right arter:al line
wizh gocd arterial blood return and good arter-al wavefornm. All ports
flushed and withdrew blocd without difficulty.

DISPOSITION: The patient is currently in ST ICU.

At-ending surgeon, Dr. Mark Jones, was present for the entire procedure.

D: 04/1%/2012 20:5% 7T: 04/19/2012 21:19 TID: 89221

Jaob #: 82030 Doac #: 30023716

cc: Dustin Huynh, MD-R

At-ending Attestation: I was present for the procedure. = ajree with the operative

_description given by Dr. Huynh_above on 4-19-2012.MAJ. ... . ... e R

Signature Line
Electronically Signed & Verified on 05/01/2012 17:33

Pr;’nted by: Cantey, Pregious K Page 2 of 3
Printed on: 06/14/12 14.08 (Continued)
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Comprehensive Evaluation Form | ;mﬂm‘nnnmuuuﬂlmnum o J’ N
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Patient: v\/mwa ner™ Unit Record Number: £97).
‘Age: 2 ye- M-

Diagnosis: Tyauima B\ Fauq
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Initial Evaluatior@’ 2 \Je. o hate - oA oft huce ‘f‘?fc’d R"crao,y}@
CT heagl @ lemporal SDH- PL ntubates Ui, 2° }"{6",9\%4'{(.(){,_‘
Abolz. QLS A sCene - 9 Lompatise, VO, Seizyinesn.
la WMANSU GCS > wpon aiviad- LIC 7. PL S wiarnzd dud iundis
chn%MéHm Wervker . Pl Dm ;/C~/;D y Pl_%&zem @ bs- Pyisitys;
b somnedind  Aypuges to weviags | Tach'te. < At e & olifBou By
MANIanVe_LOASH) Infovimal Coanihye - lingusstic _evadualm, 7
OAT(Galviston Oyientatio add Amnesia Test) X pre: | |
2o-100 = NOmAL) A able o stadt hame, whére he fres 4
Whert_in non/; _unintelligide Speecih g va. o respanse =
est of deak. P ble 45" ogen) eues o Covunard, (11aple
W follow | step Covmmaids Coysis ‘ 2 -0y
MANTZUA Qs Ho evel. @ mod Ao tavio.
>enrne Coanihe - dufiats . Ces go
Lantheo T - '
Patient Care Plan §) COgnwdwe relnab 5y Jwies Cont ax 1 Ap LOA Do
: 24 hy &D.
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Equipment Needs: M) A-.

Rehab, Potential: @9@0(/‘
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Physical Therapy Comprehensive Evaluation Form - * " GITGIHTERY

B
P

Date of svaluatian: 4-2'«12' Diagnosls:“(’a“ Date afadmlsslon:[l‘-'q_jz_ . Patmnt’s age: Zu Room #: S?——, N
Order Date: Qrdar: Order Date: Ordar:
~20- 12 |Consult PT-eual+Tx
b-2b-12- "0 10 dear s precautyng (iok g vold
History of current admisslon: 249 11.0. ). glwun 510" posdleby pseiedny 3 ECT oo | $tizuv x2 id Yamut, |
0OY] Arnvel 4 BIE. un!'. l@!.fl!‘ qi0Y\, SAall W moKyNaqic Lophusk
0 CMporal, Lok § O B E 2 S, opcd plate. LOMPreQ i 1x = Tg (At 2 )" inilasfes

414, extivated 420 ant.
PHH: YeL iy pruﬁqphcfz o!rmdm‘hM'{'WMlhnq

Prior functional status: f) P . .
Living situation: MAlone JAWith spougs MWith: Mmmnts:@mﬂﬂg_gmi_mm__
CiApartment [ iMobile home [AOne level GTwo level CAssisted living [ :Nursing home (Senior apt. [JStairs. CRamp

Home OME: Receiving therapy prior to admi: €5

[}

SUBJECTIVE: | YAVE 10

tl family goals: Ong;ﬂ_ 12 D W;ﬂ T _ . .
| pain: Ratmgnﬁ {a2d A ocation/Description_4 ¥ Action taxen PRI eds quem g “peC
"‘OBJECTIVE: -

Yo 2 vanje i Foley v XNGISBFT CPEG [IRestraints OCT/Drains (Wound vac COMer

Pationt Appearance: 1T SULPI nﬂ' _UJ? i AYivaed 4o povA-

Cognition WFL impaired Comments

Level of alertness 171’ dazed cncmﬂq leiviardic dl_mﬂa

v

Orientation v Near, ) me_-)_smAém, () vl
ivd
v

Following Diractions mulhnu wees Hy foliow Simple. uxmwwrdJ

Judgment/Safety 20 ﬁ W
Strength: Manuasl Left Right Rangs of Motion Lokt ) Right
Buscle Test : == (AROM) PROM 1 2AROM | GGROM)/ PROM / AARDH
Hip Flaxion )5 - 235 . WL -
Hip Abduction/Adduction 1 J_ Knoo [ W EL .
- 4 1
Knee Extension el 245 . i 1T
Knee Flexion Shoulder
Ankla D&Fsiflextion - - = - B o N BRI V.l 1S \AR :
; ..| Elbow/forearm \ (
Ankie Pianlarfiexion - - Wenthiod = T
Shoulder Flexion - z2t|s z2ts
Com
Shoulder Abduction | \ ments
Efbow Flexion/Extension 1 - N 3’ Z
_ 2 Therapist Signature WW O X 5%6i
Grip @ I 7-7!5 {evaluation contimued on reverse side)
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Physical Therapy Comprehensive Evaluation Form (pags 2 of 2) \
Gait Distance Davice Level of Weight Baaring Comments
- - — 3 — —. 1 _Assistance—|—Statys — |— — ——-— — — — — — ——]--
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> b ® Heg
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N 4
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Vision v Musde Tone | 7
ﬁ :
fy&ranm)v Education: FCOIC O VT, PT olANn @& (4K
ASSESSMENT: Patient presents with the following deficits:
I 1] LE Strength W Batance: /| Cognition N/} Functional transers
C | LE Rang of Mation G| Sensation 1 Paln ] Bed mobilty
1] UE Sbength $x{ Gross motor coodination Msmty Awareness u
O JUE Range of Motion 0} Resplratory enduranoe M‘ndependem Ambuiztion o
Rehab Potential; XGuod 12 Fair {i Guarded ‘Lﬁomer
Comments:_2° VDLU’]U ﬂﬂlﬂ +
PLAN: Patient will be seen JJ‘-} (/Ul‘" (frequencyy for the foliowing: noic PT
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: UE / LE Range of motion C Eeu:omusx:ula Re-education (i Energy conservation ]
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!)‘(Balanoe training 3 Home exercise program A M‘Slaurs b o [
Please see PT flow shest for patient goals.

Plan has heen discussed with;

\Patient 1 1Pt familyfcaregiver

MSW/Casa Management MNurse MMD XOT fiSLP

RECOMMENDATIONS:

Recemm n od Equipment: {:Ralling Walker L-Crutchest 1Quad Cane LiStraight cane 1 1W/C tHaspital hed LiHemi Walkert_iBedside Commode

0 be determined LiOther:
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Recommen: d
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' TURNER, WILLIAM
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Occupational Therapy Comprehensive Evaluation Form {page 2 of 2)
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Consultation Report TURNER, WILLIAM L - R015379577

* Final Report *

Result type: Consultation Report

Result date: 19 April 2012 18:41 S - -
Result'status: ™7 " Auth (Verified)

Result title: Consultation Report

Performed by: Wehner Jr PA-C, Joseph A on 19 April 2012 18:41

Verified by: Webb MD, Sharon W on 21 May 2012 20:42

Encounter info: R1211002353, Richland, IPR-Inpatien:, 04/19/12 - 04/25/12

* Final Report *

Consultation Report (Verified) —— _— -

PATIENT: TRAUMA. M120297 LCICT: Joseph Anton Wehner, PA
MR #: R S LCOB:
ADMITTED: 04/19/2012 PT.LOC: STU

DATE OF CONSULTATION: 04/18/2012

TTHMF, OF CONSUTTATTON: 7:00 p.m. -

ATTENDING PHYSICIAN: Sharon W. Webb, MD

REFERRING PHYSICIAN: Mark A Jones, MD

REASON FOR CONRSULT: Fall.

HISTORY OF PRESENT ILINESS: Trauma Male 120297 is a 25-year-old white male
who fell off the back of a truck approximately 4 or 5 feet, striking his
head. The patient was brought to the emergency department in trarsfer from
another facility where he was conscious, alert, aad oriented x3. Upon ais
arrival here, he had a GCS of 3. :
PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: No.daily medications. i

ALZERGIFS: No known drug allergies.

FAMILY HISTORY: Positive for diabetes and coronary arterv disease.

SOCIAL HISTORY: He is married and lives with his wife. He smokes
cigarettes. Denies alcohol and drug use per the wife. He works zs a
construction worker. . - Fp— oo

REYIEW CF SYSTEMS: A 13-point review of systens is also negative per tae
- Wife. He was feeling fine taday.

Printed by: Cantey, Precious K Page 1 of 3
Printed an: 06/14/12 1407 (Continued)
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Consultation Report TURNER, WILLIAM L - R015379577

* Final Report *

PHYSICAL EXAMINATION:
- VITAL SIGNS: A heart rate of 112, pulse ox 100 percent, blood pressure
155/96, and at this time he has a GCS of 9I E3 V1I M5.
NEUROLOCIC: Review of cranial nerves: Unable to obtair due to patient's
canditicn. Pupils 4 mm and reactive. Sensation appears to be intact to his
upper and lower extremities. Motor: He moves all extremities equzl and well.
Unable to evaluate propriocsption, coordination or prorator drift due to
pa-ient's condition.
HEENT: Nares are patent. TIrachea is midline. C-collar -s in plece.
Several abrasions noted.
PU_LMONARY: Even, clear, and nonlabored. He is intubated.

T T CARDTOVASCULAR: ~"REGU1aY F&ate& and rhytim. ' T e e
ABDOMEN: Soft and not distended.
MUSCULOSKELETAL: No obviocus deformitiss noted.
SKIN: Wwarm and dry.

LABORATCRY DATA: PT of 17.3, INR o 1.3. Sod-um-is 147. Potassium is 3.7.

IMAGING: Reports reviewed and personally reviewed imaces. CT of the
cervical spine: No fractures noted. CT of the head: Two areas of small
subdural blood noted. CT of the chest, abdomen aad pelvis: 2ossible thoracic
3 and 4 endplate fractures, unknown if it is acute or chronic.

IMPRESSION:

1. Subdural hematoma.
2. T3 fracture.

3. T4 fractur-e.

PLAN: We sta-t the patient on Kepp-a, follow her exam, and repeat a head CT in 6-3
hours.

The patient was 2lso evaluated by Dr. Sharon Webb.

D: 04/19/2012 21:29 T: 04/19/2012 13:41 TID: cc
Job #: 82073 Doc #: 10258622
cc: Joseph Anton Wehner, PA

Sharon W. Webb, MD

Arle B T o Yy
Mark A vones, MU

. Signature Line .. - : —- -
Electronically Signed & Verified on 04/27/2012 08:14

by Wehner Jr PA-C, Joseph A

Printed by: Cantey, Precious K Page 2 of 3
Printed on: 0614112 14:07 ’ (Continued)
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Discharge Summary TURNER, WILLIAM L - R015379577

* Final Report *
- Resuilt type: Discharge Summary L . e e
Resuit date: - 25 April 2012 10:40
Result status: Auth (Verified)
Resu.it title: Discharge Summary
Performed by: Hassinger MD, Stanley on 25 April 2012 10:40
Verified by: Bynoe MD, Raymond P on 03 May 2012 11.51
Encounter info: R1211002353, Richland, IPR-Inpatiery, 04/19/12 - 04/25/12

* Final Report *

Discharge Summary
PATIENT: TURNER, WILLIAM DICT: Stanley Hassinger, MD-R

MK #: -
ADMITTED: 04192012 DOB: .
DISCHARGED: 04/25/2012 PT.LOC: 7E

ATTENDING PHYSICIAN: Raymond P. Bynoe, MD

DISCHARGE DIAGNOSES:

1. Small subdural hemorrhage, traumatic.

2. Fali off of a ladder, suspected 10 1o 15 feet.

3. Seizure at another hospital with EMS.

4. T3 to T4 endplate fractures.

5. Acute respiratory failure, intubated in the Emergency Department trauma

bay.
CCNSULTATIONS THIS ADMISSION: Dr. Timothy Maryanov, Neurosurgery.

PROCEDURES PERFORMED:

1. Endotracheal intubation.

2. Left subclavian central venous catheter placement.
3. Right arterial line placement.

HCSPITAL COURSE: Please see the full H&P for complete details. Briefly,
this is a 26-year-cld male who came into the ED after a fall from

approximately 10 - 15 feet landing on his head. GCS an arrival was 3. He

was intubated. He was admilted to the STICU. Newrosurgery was consuited.
He was admitted under the care of trauma surgery. While on STICU,
Neurcsurgery evaliated the patient and recommznded repeat head CT scan as
well as Keppra for seizure prophylaxis. On repeat CT scan of his head, there
were No new intracranial abnormalities, but there were ongoing contusions.
Neurcsurgery-eval iated the patient's T3 and T4 endplate fractures and said —
thal these weie stable, no intervention was necessary. The patient’s mental
status gradually improved and he was extubated. He did have some socmnolence
issues after extubation and was kept n.p.o. An NG tube was placed and did
have return of heme positive secretions. He was started on Nexium as well as

Printed by: Cantey, Precious K Page 1 of 3
Printed on: 06114112 14:07 B : (Continued)
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Discharge Summary TURNER, WILLIAM L - R015379577

* Final Report *

a bowel regimen and Sucralfate. The patient did eventually have speech
therapy evaluation and was put on a regular diet. . = . . } e -

LABS AND IMAGING:

1. CT of head on 04/19/2012 showed small hemorrhagic contusion left temporal
lobz anteriorly in the middle cranial fossa with a tiny amount of acute

appearing extra axial blood in this location. Small volume of left temporal

acute postiraumat ¢ extra-axial fluid laterally seen. Mild to moderate size
subdural hematoma left occipital region. No mass effect. There is no

midline shilt or any herniation. No skull fracture.
2. CT of the chest, abdomen and pelvis on 04/13/2012 showed minimal supericr

-------- endplate-compression-deformities of T3-and-T4-inferiorly of uncertain~ -~~~
chronicity, cannot 2xclude acute mild superior endplate compression
fractures. No evidance of trauma to the abdomen or pelvis idenified. No
acute process in the abdomen or pelvis. )
3. CT of the cervical spine on 04/19/2012 showed no acute osseous injury of
the cervical spine.
4. Repeat head CT on 04/20/2012 showed evolution of the left -etro-
cerabellar and left occipital epidural hemorrhage. Minimal subarachnoid
hemorrhage is again noted along with areas of hemorrhagic contusion in the
left temporal lobe, mutifocal mucosal sinus disease, mildly progressed.

DISCHARGE MEDICATIONS: Please see medication reconciliation.

FOLLOW-UP APPOINTMENTS:

1. The patient is to follow up with Dr. Raymond Bynoe in his clinic n 1 to
2 weeks.

2. The patient to follow up with Dr. Alan Peterson, his primary care
physician, within the next 2 to 4 weeks. The patient is to follow up with
Dr. Maryanov in 2 to 4 weeks.

DISCHARGE INSTRUCTIONS: The patient is to follow up in one month with a
repeat head CT scan with Neurosurgery. He is rot to engage in any contact
sports. No strenuous activities and is not to retun to work until released

by Neurosurgery. He is not to drive until released by Neurosurgery. He can
have a regular diet as tolerated. He is to contact his medical dostor if he

has any headaches not resolve off the medication, if he has any visual
changes, nausea, vomiting, fever over 101.5 sustained, if he has chills or

any other general questions. If he has any seizure activity, he is to call

911.

DISCHARGE CONDITION: Stable.
DISPOSITION: The patient is discharged to hore. . ..

Attending physician Dr. Raymond Bynoe evaluated the patient on the day of
discharge and agreed with the discharge plan.

Printed by: Cantey, Precious K Page 2 of 3
Printed on: 06/14/12 14:07 ‘ , ) (Continued)
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Neurology Faculty

- - Souvik Scn, MD, MS, MPH
Chatr

General Neurology
Theodore Faber, MD
Davit Mrelashvili, MD
Jusmes Sciph, MD

i N B 34
Souvik Sen, MDB, MS, MPH

Y. Swamy Venkatesh, MD,
DM, FRCP (Edin), FAAN

Epilepsy
James Sclph, MD

Multiple Sclevosis
Davit Mrelashvili, MD

Neuroimmunology
Davit Mrelashviti, MD

Neuraphysiology

Miroslav Cuturic, MD

Theodore Paber, MD

James Sciph, MD

Y. Swamy Venkatesh, MD,
OM, FRCPF (Edin), FAAN

Vascular Neurology

Souvik Sen, MD, MS, MPH

Y. Swamy Venkatesh, MD,
DM, FRCP (Edin), FAAN

Movement Disorders

'Theodore Faber, MD

Y. Swamy Venkatesh, MD,
DM, FRCP (Edin), FAAN

Therapeutie Botox

Miroslav Cuturic, MD

Theodore Faber, MD

Y. Swamy Venkatesh, MD,
DM, FRCP (Edin), FAAN
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UNIVERSITY OF SOUTH CAROLINA

¥ ECHOOL OF MEDICINE
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§ UNIVERsITY SPrciacTy CLINICS,

CONSULTATION H&P

PATIENT NAME: William Turger . . o
DATE OF SERVICE; 5/16/12

poB: -

REFERRING PHYSICIAN: Alan Peterson, M.D.

CHIEF COMPLAINT: Scizure status post head injury.

HISTORY OF PRESENT VLLNESS: The patieniis a Z3+ycarsold gentieman who, in cariy April,
was 8t work when he fell off the back of a truck. Medion! records are somewhat variuble, suggesting
a fall anywhere from 4 to § foct va. 10 1o 5 fect. 1t did occur at work. He himself has absolutely no
memory of it or what wight have precipitated the [all. His GCS on arrival was 3. He was intubated
and admitted to the STICU and was followed by Neurosurgery without surgical treatment. It appears
that he had a reported history of a seizure at another hospital while being transterred by EMS. He

was subsequently stabilized. He had some T3-4 cndplate fractures that were stable, not requiring

intetvention. He was subsequently discharged. He reports no residual deficits. e has a history of
back pain ond in fact was taking Ultram prior to his fall. He has continucd to have chronic back pain,
potentially involving more upper thoracic regions ns opposcd &0 lower back regions. He is followed
by his primary care physician, He does teceive pain medications for this. In addition, he did receive

some prophylaxis with Keppra following his transfer to Richland, but has not had any scizures at
Richland Haspita! or since discharge from Richland Hospital.

PAST MEDICAL HISTORY: Plcasc see those issues as outlined above. There is no other past
medical history of neurological disease,

SOCIAL HISTORY;

Marital Stawus: Married, Alcohol: None.
Employment: Saiia 1llicit Drug Use: Nonc.
Construction, Cuffeine: | dr/day,
Tobucco: none. Sleep: 6 hr/night.

MEDICATIONS:
Hydrocodone/APAP.
Levetirncetam

ALLERGIES: No known drug allergies.

FAMILY MEDICAL HISTORY: There is no family history of epilepsy. A family history form

was completed by the paticnt, was reviewed by me, and is included in the chart,

ROS: A templatcd 14 system ROS was completed by the patient, reviewed by me, and is located

the chirt, The reviewed systems included: Constitutional, Eyos, ENT, CV, Respiratory, Gl, GU,
Mussuloskeletal, Skin/breast, Endo, Heme, Inunung, Psych, und Ncuro. Pertinent and relevant
positives and negatives are contained within the HPLL

EXANMINATION

FITALS: BP 110/73, P 83, W 132, H 5 feet 6 Inches, BMI 21.2.
GENERAL: Wcll develapend; wéll nourished; no Acure distedss.”
HEAD: Notmocephulic. Atranmatic.

_liiFE:Kliormal disc and versels on Mundug exam

WA

L T R T O e e ~

SKIN: There are no rashes or lesions noted.

8 Medical Park, Suite 420, 3390 Medical Park Road, Cotumbin, SC 29203
803-545-6050, FAX 803-545-6051
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\ates Office NOQ 2 Dr. e

Date: 4130 2.

B Pc m and Plantv 1:! Medicine A
LEFZ.

Patlent Name: (/U\\\\arh ”ru\rf\QJr
Chart# - -~ . DOB: - Age: . Relative:

Chief Com laint:

O Patient presents today for follow up and/or evaluation of :
O Patient presents today for annual review of chronic conditions (see Summary List)y -~

Panslt presents as a new patient with total PMH and Medication Hx taken

o Patlent did/did not have recent MD sppointment(s) with

Summary List Review: OPMSHx reviewed [ Meds reviewed O SocHx reviewed 0 FamHx reviewed

HPI: E( See Chief Complaint _
Pain? Yes/No (If Yes, include quality, intensity and locatio

28 o T © allire R jodmia v T plTw -

Roce/dr gdecieoa & Hoop queumd fogod.@ny -
oo PDmeSS$ioa Mﬁ%ﬂ_&mg
N 0 - SQMICU«L T R @6 LIy (

j{) ﬂﬂ% \7a / a .
f Systemsy(Circle individual complaint if positive. Check box to left 1f all negative.)

‘R 0
% htutlonnl. Fever / Chills/ Chnnge in appetite / Abnormal weight gain or loss / Fatigue / Weaknws

(8] Ef’ Pam/ ort / Change in vision
O BN cheY Ear discomfort / Ear discharge / Change in hearing / Nose bleed / Nose discharge /
Nose congwtlon ose discomfort / Mouth discomfort / Throat discomfort

O ovascular: Chest pain / Palpitations / Swelling in legs / Color change in fingers or toes
8] E)nomry: Cough / Shortness of breath / Wheezing / Expectorations .
0 Endocrine: Excessive thirst / Excessive urination / Temperature intolerance / Excessive sweating / Low libido

00 Female: Breast discharge / Abnormal periods / Pregnant
0 GI: Nausea / Vomiting / Swallowing problems / Abdominal pain / Change in bowel movements /

" Change in bowel habits / Diarrhea / Constipation / Heartbum
D GU° Urinary frequency / Urinary urgency / Urinary pain / Blood in urine / Pelvic pain / stcharge
loskeletal: Limited range of motion of a joint / Abnormal gait / Joint swelling / Jomt pain / Muscle pain

Rash / Cut / Bums / Itching / New or unusual moles or mnrks
D Hﬂne Excessive bleeding / Bruising

0 Lyinph: Neck masses / Armpit masses / Groin masses—— . .
O Nexfrologic: Numbness / Tingling / Weakness / Burning / Seizures / Fainting / Dizziness / Tremors / Memory loss

0 Peychiatric: Change in mood / Poor sleep / Hallucinations / Suicidal thoughts

Pertinent Labs and Studies done on

AST ~ __ TC B TSH  UA
ALT ___ TG T4 UCx&S T
TB ___HDL Insulin PFT’s
DB ___LbL PSA ABI's
-GGTP AlC A-U/S
AP - VitD CRP ECHO
NucST
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ixamination: : :
] \é?u: Height 'gblb Weight ‘ 3’4 Temp: ' R: | Q P: LQ ? BP:['ZZ{?D
1 Géperal: WDWN 23 / Pleasant and cooperative / NAD A&G ] -

HAENMT: AT/NC /NI TM’s and canals / Nares clear / OP clear b
1 Eyes: PERRL / Conjunctivac nl / Fundi ol __ -
1 WNeck: Supple/Tmcheamidlinc/NoJVD/NoTM/NoLA/No CB / No masses
14V: RRR / No MGR / No edema / N1 periph pulses , .
1 Breasts: Symmetric / No discharge / No masses / No tendemess
4 &bd: Soft / NT / No HSM / No hemias / No bruits / No masses / NIBS’s
5 GU Male: No lesions / No hydrocoele / No tendemness / No masses / Nl prostate o ,
5 GU Female: No atrophy / No lesions / No discharge / N1 urcthra / No cystocoele / No rectocoele / NI cervix /

N1 adnexa / Nl uterus y ‘
O Rectal: No masses / No fissures / No hemorrhoids
O’ Lymph: No cervical LA /No axillary LA / No inguinal LA
0 MS: w/o A for pt OR Nl posture / No atrophy / FROM / No tendemness / N1 structure and alignment of all joints /
“No clubbing / No cyanosis / No edema /Nl gait____ {00000.%  (Bmoil Doyl
0, Skjn: No lesions / No rashes / No wounds / No ulcers -
(:Z\/Ng:ro: w/o A for pt OR CN II-XH intact / Motor intact / Sensory intact / Cerebellum intact / N1 gait / N1 speech /
P{Su'ength intact and symmetric / DTR’s intact and symmetric : :
0O Psych: A&O x 3/ Appropriate affect / Memory intact
Additional Physical Comments: :

' Assessmen apd Plan O All problems on Summary List reviewed and remain w/o change except as follows:
TRrA A — 3/ 1 ¢—_Pcu 60r .
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