April 23,2018

Jenny Kitchings, Clerk
PO Box 11629
Columbia, SC 29211

Atty. Helen Hiser | RECEI VED

PO Box 650007

Columnbia, SC 29465 APR 24 a1
Clarence B. Jenkins Jr *C our OfAPPe
945 Wire Rﬁ. . | a[S
Neeses, SC 29107

(803) 263-4514
REF: Clarence B. Jenkins v. Amazon.com and American Zurich Insurance
Ms. Kitchings:

I was approved by the COURT on October 16, 2017 to submit a Second Supplemental
Record On Appeal. The Second Supplemental Record On Appeal was submitted after
verifications was provided to dispute distortions by Amazon and American Zurich.
Appellant was not able to submit Final Second Supplemental Record On Appeal which
was granted because of being indigent status (receiving food stamps), constantly.
disputing distortions from Respondents with documentations to COURT as of February
13, 2018 and now on April 23, 2018 which became a financial hardship and current

~ medical problems.

Appellant wanted to input Final Second Supplemental Record On Appeal with Final
Supplemental Record On Appeal but after speaking with Ms. Mary Catherine of S.C.
Court of Appeals stating ORDER of February 28, 2018 did not mentioned or grant
approval for additional submission.

The case#2016-000598 that 1s before S.C. Court Of Appeals is because of unlawful
violations of R67-611, S.C. Code 42-9-10 and S.C. 42-17-60. S.C. Worker’s
Compensation and Respondents has not complied with S.C. Code 42-17-60 therefore is
in violation. See letter from SCWCC Director, Cannon dated December 17, 2014 per
documentations dated December 5, 2014..

Appellant is requesting permission to submit Second Supplemental Record On Appeal
which are pertinent documentations to dispute distortions by Respondents per ORDER of
October 16, 2017,

/.
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Clarence Jenkins Jr.



The %nutb Carolina Court of Appeals

Clarence B. Jenkins, Employee, Appellant,
V.

Amazon.Com DEDC, LLC, Employer, and American
Zurich Ins. Co., Carrier, Respondents.

Appellate Case No. 2016-000598

ORDER

Appellant's motion is granted to the extent that within ten days, Appellant may
serve and file a second supplemental record containing the attachments to the Form
50 referenced in Appellant's motion. Appellant's motion is otherwise denied. This
court will consider the merits of this case after final briefing is complete.

RO

FOR THE COURT

Columbia, South Carolina

' FILED
cc: _w/ﬁ*b@i “P/é?olff

Clarence B. Jenkins
J. Russell Goudelock, II, Esquire
Helen F Hiser, Esquire
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Garm. Cannon

State of South Carolina

TEL: (803)737-5700
WIWW, WCC SC gov

1333 Main Street, 5* Floor
.0 Box 1715
Columbin, §.C. 20202-171$

Workers' Compensation Commission
December 17, 2014

Mr. Clarence Jenkins, Jr.
945 Wire Road
Nec_sgS, SC 29107

Re: WCC file# 1303989
Dear Mr. Jenkins;

This is in response to your letter dated December 5, 2014 appealing reconsideration of the
Decision and Order rendered by the Commission Appellate Panel on November 18, 2014.

The procedure to appeal Decision and Orders of the Appellate Panel is found in Section 42-17-
60 of the South Carolina Code. The statute states: (entire statute is enclosed)

...€ither party to the dispute, within thirty days from the date of the
award or within thirty days after receipt of notice to be sent by
registered mail of the award, but not after, whichever is the
Jongest, may appeal from the decision of the commission to the
court of appeals.....

The Court of Appeals address is:

South Carolina Cour: of Ajpeals
1015 Sumter Street
Columbia, SC 29201

803-734-1890
www.judicial state.sc.us

Sincerely, - '
M : a»ﬁ-MJV\

Executive Director




SECTION 42-17-60. Conclusiveness of award; appeals; payment of compensation during
appeal; accrual of interest. - . . -~

The award of the commission, as provided in Section 42-1 7-40, if not reviewed in due time, or
an award of the commission upon the review, as provided in Section 42-17-50, is conclusive and
binding as to all questions of fact. However, either party to the dispute, within thirty days from
the date of the award or within thirty days after receipt of notice to be sent by registered mail of
the award, but not afier, whichever is the longest, may appeal from the decision of the
commission 10 the court of appeals. Notice of appeal must state the grounds of the appeal or the
alleged errors of law. In case of an appeal from the decision of the commission on questions of
law, the appeal does not operate as a supersedeas and, afier that time, the employer is required to
make weekly payments of compensation and to provide medical treatment ordered by the
commission involved in the appeal or certification until the questions at issue have been fully
determined in accordance with the provisions of this title. Interest accrues on an unpaid portion
of the award at the legal rate of interest as established in Section 34-31-20(B) during the
pendency of an appeal.

HISTORY: 1962 Code Section 72-356; 1952 Code Section 72-356; 1942 Code Section
7035-63; 1936 (39) 1231; 1988 Act No, 677, Section 3, eff June 27, 1988; 1990 Act No. 439,
Section 1, eff April 24, 1990; 2007 Act No. 11 1, Pt 1, Section 30, eff’) uly 1, 2007, applicable 10
injuries that occur on or after that date. '
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December 5,2014 , WCCH 1303989

Gary Cannon, Director

SC Worker’s Compensation Commission
PO Box 1715

Columbia, SC 29202-1715

Clarence Jenkins Jr
945 Wire Rd.
Neeses, SC 29107
{p) 803-263-4514

(E) upscaie8i @yahoo,com

Dear

1 am writing to speak directly to the incompetence of SC Worker’s Compensation Appeal Panel that consist
of Com. R. Michael Campbell, [1, Com. Susan Barden and Com. Aisha Taylor that presided over the
September 15, 2014 hearing regarding unauthorized medical office visits and unauthorized mileage. In the
8C Worker's Compensation Appeal Panel finding of fact only suggested that defendants provided medical
records which is not true because 1 submitted numerous medical documents which was kept by Com. Roche
at the March 12, 2014 hearing in Lexington, SC with originals being mailed back to me by SC Worker's
Commission. .

The SC Worker’s Appeal Panel upheld the ruling of Com. Roche stating that unauthorized medical office
visits could not receive mileage reimbursement. The commission stated the mileage reimbursement for
medical office visit with D, Sharon Eden, Dr. Paysinger and other should not be payable which is not based

1 obtained the services of Dr. Paysinger after already receiving the same procedure from Dr. Eden several
days earlier. Dr. Eden as being the primary physician that provided continued care which was accepted and
approved by Amazon therefore base on her medical expertise advised to seek additional care if blood in ear

return which did.
e i | _
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S amazon Health Care Provider Request for Medical Informatign ( M)

NOTE TO EMPLOYEE: You must provide a copy of this completed report to the HR LOA Team by,

B SECTION I COMPLEETED RY THE EMPLOYEERATIENT T
&4 Name (Fiazss Print); Gr
ARG SENEL NS

IR Coniod Naria 7 Phess Remser

The Genetic

SECTION H::COMPLETED By
Patient's Name (Pleasa Pri/?\ti

LARZENC)s

Erdicf o

\denty the Injury or liness for which treatment i sought ' 7 =
@0 GRS N‘___&H S DR
Approximate bagin ing-date of tha keriod ofincapacity; Appraximate end date of the period of incapacty: |

oL | ?_Z&Pt% LT ERM ) net)

ork-Related [ Not Wark-Related [J Undetarmined } L1 Pre-Existing InjuryMliness [D-Ngw Injuryfiinssd) [] Undatarmined

Was medication, other than if the paEantwill ba under the Infiuence ST madication during working houre, piease

over-the-countsr madication describe side effacts that could Impair the patient's ability o work:
rescribed? '
Yes [(Lio

Wii addiional reatments oo ¥ Yoa, plecst Provids & d5saiplion 575 general type of treatment you anticipate;

Rereenntup horment's Come o NesRotbaser

Does thig i;ondiﬁon aubétanual-ly ¥ Yes, pleage identify the-major life activity (or activities) affacted, and describe how the condition

llmit the patint's abliity to substantizliy llmi_!s that major life activity:
er activities?
es 1No

| SELECT ONE'(1) OPTIO

' E um Work Date;

| EYUNABLE TO RETURN TO WORK: e
id Please nota: if yﬁ check this box, Amazon ,JDC’:ZUM M J%-g D ¢ 'Y @—"
will require an additional update befors the e DEC! DEO
employae Is releasead, T;O’d? N M LOG, & =

EMPLOYEE CAN RETURN TO WORK: | Date Empioyes Is Roleascy to Ryl

(] wirHouT work RESTRICTIONS - DEC 4 /
Plea+s complete page 1 only - ] _ 43
Date Employee is Released tﬁat&ritto Work WithiRestrictions:
(] w14 WoRK RESTRICTIONS BXECUTye e - ¥ C ity
Pleass complata page 2 AND indicate - SIS Rg TR

how long tha restrictions are in place.

SECTION lil HEALTH CARE PROVIDER SIGNATURE AND CONTACT INFOR
Health Care Provider's NamesTile (Print): Address: a 4) So ]
A}

o el 1] “S%ﬁ-l CSDEN Mp Clty, Stae, 2P Devpoe ] SC AGQYY

Health Care Providers Signalure: Date Phane: (@d1) 74 3 — yaq Q
LD )Gl 1=

MATIC
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. _.amazon ' Health Care Provider Request for Medical Informatio (RM1)

Employee Name (Ploasa Print):

SECTION IV WORK RESTRICTIONS 1+ =« * %,

Ability of Patient:
{percentages indlcate the proportion of the pationt's Permanent
i} shift .lhu patiant can perform the function)
1 |a. Lifup to 51bs. (circla one) Left, Right, Both [m] (] O ] O
(6. Lit5 — 10 Ibs, LRB T @O ol oTo ] ]
c.Liﬁ:ﬂ-ZO}bs. LR B ] [w) O 0 - 0 0
4. LR 21 =30 Ibs, LRE " O lojloln ] ]
& UR3T-5010s. LRB O lojolol| o g
2 |a Push/Pullup to 5 Ibs. LR B O. 10l dilo 0 0 <
b, Push/PWi 5= 70 Tbs, LRB | O ol ol0 O 0O
¢. Push/Pull 11 <20 s, LRB | O Oolofol— o u|
4. PushiPul 21 < 30 Tom, LRE | 01 ogiolo 0 u]
o, PUsPUT 37 < 50 155, LR B ] Ololgol o 0
3 {a. Ovarhead Reach LR B ] ] (] ] [ [m]
b. At Sho i aNE"NNs O ]
c. Below i == Cl a
d, Romto g lalno m O
4 |a Bandn, A %—ani'i\»\a\\ 810148 i8] ]
L) i _: o e ]
e Craud Jedt blank Ololo] O 0
d. Squat \ page 4 oglolQ 0 O
5 fa Sit on N| [ 01010 ] a
b. Stand Yal o +s be _lalaolrg O — g _
c. Wak N<e tl 4 gilo{o = O
d. Climbs Copnp ete _lojlaojlo O 0
e. Clmb & glgorol o O
6 [a. Usshal \t\ﬁ:{' RENEEN= =] 0
b, Do sl =
sich3s cr U HOSPICE gjoyayf .o g
¢. Do force Crmelicdls Cariyg
Such as us (803) 268-9780 gjo}|o 0 0
(>15 inchy : o ,
7 |2 See O  1golgilg 0 g
b. Hear ] gl 0|0 o_ Ll
c. Tak 0 O | O [e] O ]
Can the patisnt wark more than 40 hours within a week? Oves [JNo ,
If no, pleass Indicate the number of hours the patient canwark: ______ hours/day _____ hoursiesk _
Can the palient drive commercial machinery such as a defivery van, forkiift, reach truck, scissor Iift o truek? [ YES ‘O nNo
10 | Does the patient hava any work restricions ralated to a psychological or nienta! condiion? [J YES O NOo B
Pleasa describe any other racommended werk restrictions or tamporary work accommodations, whether related tr the patient's manta]
or physical condition, madication, or treatment considerations: '
11 . .
cribe if applicable) -
SplinvBrace [ Crutches Location and description of davice (soft or hard, open toe or ciosed toed boot, &
] :aat ba’;”:’c‘:"“ Duralion and frequency: T %
o g OB o LYy 81 R
CEevate  [J Physical hqgﬁ,&bl’ni v A M
Thempy L
Page 22 1 Adopied; February 2005: Revsed: Janaary 2012
. .VD:{EGL}“-'!— e -




CONSULTS

Patient Name: Jenkins, Clarence B. Date 1st Visit: 04/2272013
Chart No: : Date Latest Visit: 05/07/2013
Phone: (803) 741-4185 Examining Clinician: Sharon Eden
DOB: 08/14/1968 (44 yrs) : _
Date § ICD9  Associated Date
Ordered  Description Specialty . _Code Problem Performed
05/07/2013 Neurology 33920 - Post-traumatic Headache,
' Unspecified
368.8 - Other Specified Visual
Disturbances

7802 - Syncope And Coilapse

oss: ble Gyas+conwss:‘ar)
S yndrome

1 -
A A ey vty 'f;-qw T
5 3
5 - st B
. S vt ¥,
it :
ISR 4

EON e

BDEC 11 2014
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05/07/2013  4:15:18 PM - . Page |



CERTIFICATE FOR RETURN TO WORK OR SCHOOL

MAIN SITE DEPARTMENT/UNIT SEEN DENMARK MED CTR HOWARD MDL SCHOOL
3310 Magnolia Streat 1241 Solomon BlaltBivd, 1255 Belleville Roed
Orangeburg, SC 29115 _ Denmark, SC 26042 Orangeburg, SC 20115
(803) 531-6800 PHONE NUMBER VERFIED (803) 793-4282 (803) 533-6534

(803) 531-8907-Fax ' (803) 793-6346-Fax (803) §35-1606-Fex .
LT
~ NORFIELD MED CTR STGEORGEMEDCTR  STMATTHEWS MED CTR VANCE MED CTR
7061 Norway Road 401 Rodge Street 558 Chestnut Strest 10278 Old #8 Hwy
Neeses, SC 29107 St. George, SC 29477 . St Maithews, SC 29135 Vance, SC 29163
(803) 263-4086 (843) 563-5315 (803) B74-2006 (803) 492-3031
(803) 263-4097-Fax (843) 563-8220-Fex . (803) B74-1898-Fax (803) 492-9156-Fax

ccoce Tealns oo g6k

has bean under my care from 5_ h | 2O \>> 1o ’XIDHE N 1\\" and
WO -
is;ablefo return to work/school on:

Remarks: .

’ '\: A S’h \\ uonelax” Cos € &\(’L‘n\«——\ o.c oo \‘Y{\ Al g]g{\_ﬁ
i V\G\ SN\ ‘(\."l"{— . L‘-:Q" [y \ o 5‘(36& e L C W 1»\\' \ ‘ -
C\ &~ A L-aq VeareB\ae v 1o aFlre e | L‘):J \J —

/ et > . .

L0, 60 chabes

ER'S SIGNATURE ot
. - "?_“?a.—vf‘-' LRl l @g.:"-*-%é“
< SH ;z-\'au_»J T G"_DGQ ,U\D !
Gre o L

1y

FHC-0040 _ ' Ray, 4212009



YHEALTH CENTERS, INC, /S/,.l/? /?

4
v’d reince i Ki As
{Chart® arPaient ¥ |

Hatient Hame)
Circto which office Patient {3 ta be taen for appointmont.
cBeptUNIE:,. . o camnime - - Spocial Appoimmaont OENMARK
- hajjaota Sy 1231 Sofoiraiis Iast B«
fovura S 29119 Phanes anmirt 56 20042
PRI LABIN 148 Tadan?
| J— e PR At ad) JA3GHNEm
7 NORMELD 5T GAORGE ST MATTHEWS VANGE
TOUT o sy ool » 401 Risge Shsnt a5y Graseat 'Sluml oM QY U My
Narsny. S3C ’.mmr at Gruga S 29477 Ht Lintiers G WYY Vange RC20161
18034 2031966 CA4T) 20 - (/02) 873-20008 013} 302 UG
(5435 503 8220-F1a HDIYRTS 197 Paa (821} 402-9106.Fne

Next Oifice visit: ‘(, - £ e eeks Months

HrR Lo see:

our Next ppolnlme ¢ will Bes ~
27; (L) Z?{ 2L A rwe %L)

Rev. 0¥:2210
]

“EAMILY HEALTH CENTERS, INC.
Phone:; (803) 531-6800

DEA #: ucw 2883
Name: G\Q yencet 3€n tt/](' Date: 616/,3

Addross: Age:
Refill ‘"1 2 3 ‘4 5 PRN[ ] nonotrann[ 1

RQ D‘\Jmme\og a@@+‘? O’q';fe“au@ L £
DY, (’Q«Slﬁ’ﬁﬂ"b (\"2

\ Mo
@ Neurolosy cans i—:&ﬁrfg}k J

P %gs @c),\eg fev head’ frewnac

Label[ ]
DISPENSE AS WRITTEN = ; %ﬂl’;ﬂu@ - i

FHC-0003 03/2010




ama;on_com - * Health Care Provider Request for Medical Information (RNil)

. Ta Bo Used For Disability Accommodation & Fitness for Retum to Work
ca Please return completed form via fax 803-791-6511 or emall cael-hr@amazon.com

IOTETO EMPLOYEE: You must provide a copy of this completed report to the LOAA Team as specified in the accompanyln_é; telter or
‘rior to the end of your leave of absence and before retum to work,

‘ECTION I: EMPLOYEE/PATIENT INFORMATION: THIS SECTION 50 BE COMPLETED BY THE EMPLOYEEIPATIENT
|

ployee Name (Plegase Print) Employes Login: Date Injury/tiiness Commenced . ‘
ggg_m-_z. enpliat T Tealline [ (monthidayivean 9 . JO <L F
l

Contact Name Scan/E-Mail FAX Number (toll-free)
flichelle Doyle doylemic@amazon.coin | 803-791-6511

mployee Phone Number J i g , l l 2 - | Employee Emafl Address (if available);
03.791.6554 Empjovee Signatur Date

IOTE TO HEALTH CARE PROVIDER: Amazon "ises this form for multiple purposes: to collect medical information whan oqur employees
sport an injury or illness for which they must seek medical care, to determine if the employse Is released to work with restrictions and Is X
eeking an accommodation or if our employee can retum 1o full duty. Complete and accurate Information Is much appreciated. The Genetic' -
‘andiscrimination Act of 2008 (GINA) prohibiis employers and other entities covarad'by GINA Title i from requesting, or requiring genelic informalion of &n1
dividuel or lamily member of the individual, except as specifically aliowed by thls law. To camply with this taw, we are asking that you nat provide any

gnalic informalion when responding to this requast for medical information, “Genelic Information,” as defined by GINA, includes an individual's family

wadicel hislory. the rasulls of an individuaf’s or family member's genalic lests, the facl that an Individuel or an Individual's family member sought or raceived
snalic services, and ganalic information of & r1etus ca-noy oY 8 mawvidua’ o1 et inividual's iy liestedicr Si o, wins, T ST NS RETF-L Y A = A P
imily member recaiving assistive reproductive services.

STIONI: TO BE COMPLETED BY THE HEALTH CARE PROVIDER

allent’s Name (Pisase Print) Date of Moal T

scant (month/day/year)
CE SEn I NS, 32 02l (ot
lentify any iimitatians on performing the essential funclions of this am '

S Job. Y ; A
Rackag, SRS, W ghed ederglogan | reiumicerdt

uryls: .
ork-Related [ Not Work-Related [J Undatermined
tate the approximate date that the imitation commenced.

02 - o-28i3
EALTH CARE PROVIDER RECOMMENDATIONS
OTE TO HEALTH CARE PROVIDER: Pleass select 1 of the 3 recommendations listed below and follow the appropriate Instructions.

TRETURN TO WORK WITH NO LIMITATIONS Date Examined Expecled Retum to Work Dale
Please completa Section {li
UNABLE TO RETURN TO WORK . ) Date Examined Expected Relum to Woik Dals

Please completes Section il - .
RETURN TO WORK WITH LIMITATIONS Date Examyined Expected Refum to Vork Data
Plaase complete Sections IIl, IV & V (page 2) > & /A3
ECTION lll: HEALTH CARE PROVIDER SIGNATURE AND CONTAGT INFORMATIO
2ain Lare Frovidery Nuamesi itle (Frini), nddreas - N o y~ e
' " Lobl Potusay 240 PLEL
- ¢ P City,State, =~ - o T :
UMD T edepd MD Zp Neeses, S 381107 .

T I e —

3 reP' Kers/Signature: D’ _.—' Phona (5@ Al 5._ k/’ bgg s .
m S;/@Z;b[,z Fax ¥ 263 Yo7 e =i

e
. . - ._’,r;éﬁf)%‘
‘ 30.'_;_"“5\'\';)‘
ght any medications prescrdbed to Treat This Impairment/Conditlon fimit the | If yes, list the manner In which medication might it the employae’s ability
ployes's ability to parfonn the essential functions of the employee's job? to perform the essentfal functions of the employee’s job:
I ves TN NOT AT T7H(S T M
Il this Impaimment/Condition Require any therapeutic aciivilies dunng the | Duration and Frequency
widay?
- a——
Yes IS0 N7 AT THIS TIIE

amazom :
Pagatof2 Revised: July 2012 umdAbnnamdmmm(LOM}



. "Health Gare Provider Request for Medical information (RMI)
AMazoncom

To Be Used For Disability Accommodation & Fitness for Return to Work *
“ Please return completed form via fax 803-791-6511 or emall caei-hr@amazon.com
nazon has a written policy regarding transiivnal duty and early RTW and seeks fo meet resirictions as partof a well-managed
iy iant: ' Temporal
Ablity of Patient: : Fully | oge: | 50% | 76% | o o N eatuctod, | Permanent
{percentages Indicate the proportion of the patient's | Restricted Restricted Until?
‘shift the patient can perform the {uncllon} Tl )
T 7o Liupto 5 Ibs, (circle one) _Lef, Right, Both [l Ol ol o B | AcKImuP 0
b. Lift 5— 10 Ibs, L, R, (B. O aglgla Lr O
¢ LR 11 =20 bs, LR & g o &~ 0 ] m]
d. Lift 21 = 30 Ibs. LR A O o’ |l o0 a g
e Lift 31 — 50 bs. LR B ] loioq o 0
2 |a, PushiPullup to 5 bs. L, R B ] ] O ] m -~ [
b, Push/Pull § — 10 Ibs. LRE | DO 10010710 6 £l
G, PushiPair 11 = 20 106, LR &8 1 0 s = ] )
d. Push/Pull 21 — 30 Ibs. L R B g g a1l 0 ] O
e, PushiPull 31 — 50 1bs. “LRB;| O g{ao}d O m]
3 | a Overhead Reach L, RB; m| 1O d 0 ]
b. At Shoulder Reach L R, 8- O g1 0ojE- 0 a__
c. Befow Shoulder Reach L R/B/) ] clolel 8 O
d. Rolation of Head/Neck o _[B4010 O O
4 | a. Bendhwist O (8101100 0 0
b Rneel B0 e a0 fl
¢. Crawl I} g | = ln a 0
d. Squat [ @100 ] [m}
5 a Sit O olol @ a [m]
b. Stand ] o~ 0 | O 0 a
¢. Walk ] gl a0 ] g
d. Climb stairs o a1 0d [ (|
2. Climb ladders O | &xio; 0 O ]
8 | 8. Use hands for repetitive motion L RB O a &7 O |} _ 1
b. Do simple grasping, tumin L
| such asmgfasgging 1ralar?d l:*.gg;nlnger (<15 Inch-plz'u §) 0 0 @1 O = =
zugf.:gme..r:lggampﬁ{'cg,rzn l:,?- dispet u::r "& [ Oy a0 [ a
{>18 inch-gounds}
7 |8 See ] O &' O 0. o
b. Haar O ol 0 - 0 O
¢. Talk - . ] g(g) 0o (1) ]
g {Can the patient work mare than 40 hours within a week? O ves - (W0 ) .
If no, please indicate the number of hours the patient can work: _£. 2 hoursiday - Ohoursiweek
9 |Can the patient drive commercial machinery such as a delivery van, forklit, reach {ruck, scissor lift or truck? O] YES MO
10 | Does the patient have any work restrictions related to a psychalogical or mental condition? [1 YES  |&-NO
SECTIONV: ADDITIONAL TREATMENT CONSIDERATIONS (check and describe if applicable)
[ spiinvBrace [J Crutches Location and description of device (soft or hard, opgﬂog or closed toed boal, arm, wrist, etc.):
D Neck/Lumbar Support /3 /,)‘. F 1'
B g;:l B Ice "Duration and frequency: JH
The ;te Physical p\_. /‘[ i 0EC 1 1 70t
amazon

Pugs 202  Rivised: July 2012 Leava of Absence and Accommodation (LOAA)




s .  CERTIFICATION OF HEALTH CARE PROVIDER
a m azon for Leave of Absence

Employee's Nam@lﬂ_ﬁfﬂiﬂ_‘l&m&‘ Employee Phane N umbeg 03 ‘7('/ 7 - 9// XS

Employee Login: _ A&, J\R\ AR l

- 2 y g'
Patient's Name: Retationship: gJ % g DOBA‘ - / % "@
{if different from employes) (If requesting for child)

Instructions for Health Care Provider: Complete, sign and fax to 888-253-2885 or ema‘il LOA@amggon.com
Plaase answer, fully and completely, all applicable parts. Be as spacific as you can. Incomplete forms may
not be sufficient to determine FMLA coverage. Please return this form no later than ! I .

NOTE: If this request is for an employee's family member, please complete questions 1, 2, 4 and § only.

Health Cara Provider eligible to complete certification nclude doclors of medicina or osteopathy authorized to practice medicine or surgery by the State In
which the doctor practices, podiatrists, dentists, clinical psychologists, optometrists, and chiropraciors (limiled to treatment consisting of manual manipulation of
the spinato corecta sublwcabmasdemonslrated by X-ray to exisl), nurse praciiioners, nurse-midwives, ciinical social workers, Chrislian Science prachilloners
listed with the First Church of Chifst, Sclentist In Boston, MA, any heallh care provider recognized under lhe company health plan and/or a health care provider
nwammmhammmmm States snd wha (8 suthorizad to praciica under tha laws of that country.

1) A “serious health condition” under the Family and Medical Leave Act (FMLA) means an liiness, Injury,
impalrment, or physical or mental condition that involves one of the categories below. Does the patient's
condition qualify under any of the categories described? If so, please check the applicable categories:

DHospltal Care - Inpatient care (i.e. overnight stay) in a hospital, hospice, or residential medical care faciity,
including any period of incapacity or subsequent treatment in connection with or consequent to such inpatient care.

Dkbsence plus Treatment - A period of incapacity of more than three consecutive calendar days (including any
subsequent treatment or period of incapacity relating fo the same condition), that also involves:

* Treatment two or more times by a health care provider, by a nurse or physiclan's assistant under direct
supervision of a health care provider, or by a provider of health care services (e.g., physical therapist) under
orders of, or on referral by, a health care provider; or

= Treatment by a health care provider on at leas! ane occasion which resulls in a regimen of continuing treatment
under the supervision of the health care provider.

D’mgnancy - Any period of Incapacity due to pregnancy, or for prenatal care. Estimated due dale:__/ /_
hronle COndiilon Requiring Treatments « A chronic condition which:

s Requires periodic visits for treatment by a health care provider, or by a nurse or physician's assistant under
direct supervision of a health care provider:

= Continues over an exiended period of time (including recurring episodes of a single underiying condition); and

s May cause episodic rather than a continuing peried of incapadity {e.g., asthma, diabeles, epilepsy, etc.).

D’ermanantlLong-Tem Condition Requiring Treatment - A period of incapacity which is permanent or long-term
due to a condition for which freatment may not be effective. The employes or family member must be under the
continuing supervision of, but need not be receiving active treatment by, a health care provider. Examples include
Alzheimer's, a severe stroke, or the terminat stages of a disease.

[ Juttiple Treatments (Non-Chronic Condition) - Any period of sbsence to receive multiple treatments (including .
any period of recovery there from) by a health care provider or by a provider of health care services under orders
of, or on refesral by, a health care provider, either for sestorative surgery after an accident or other injury, or fora
candition that would likely resultin a period of incapacity of more than three consecutive calendar days in the
abserice of medical Intervention or treatment such &s cancer (chemotherapy, radlation etc), severe arthrils
(physical therapy), kidney disease (dialysis).

Lot P A --.'vl-/n‘,‘531
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2) if none of the above is checked, describe below the medical facts:

a. Approximate date condition commenced: Probable duration of condition:

b. Does this condition require the employee to be absent from work? YES[ ] NO[]

3) What does the employae need? Check all applicable sections and complete In thelr entirety:

DUIIIContinuous Leave Start Date: / / Estimated End Date: / /

Bﬁer‘miﬂent Leave/Reduced Work Schedule (Occasiopatiperiodic for pianned and/éuqantlci ated ahsgnges, typlcaily
less than 2 consccutive days) Start Date; _Z_ /_{E\/ _Q Estimated End Date: / _@/ /

If Infemmittent time off is need heck and ¢ te all that a

Intermittent time needed for episodic flare-ups YES?:NOD

Frequency: l limes per [ waek{s) OR limes per month(s)

Duration hours or day(s) per episode

Periadic treatment from a healthcare provider YES}E' Nod .
Fraquency: times par week(s) OR 1 times per f -2 month{s)

Duration hours or day(s) per visit ‘

Reduced schedule needed YES[ ] NOKT

Zgour(s) per day; ﬁ days per week, until_ / /

DRestrictlonslAccommodadons
Is employee able to perform the essenlial functions of the job? YESE No[]

Were you provided a job description when completing this form? YESFZ_NOD if no, Amazon or your patient
may reach out to you for more information as needed.

Restrictions/Accommodations are: {CJPermanent Q:remporary with anficipated duration of: g@:b)_ﬁ%fpc
What are the curent difficulties requiring support? - -
% ) T e v

N L R
Ty !

if there are restrictions or limitations, please list below: et S })

Y

‘.‘..'Z-

OGEC 1 1 Zula

oot

. RS,
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L amazon t Health Care Prowde& Request for Medical Information (Rii}

NC TE TO SMPLOYEE: You must provnde a copy of this ;:ompleted report to the HR LOA Team by .
ECTION: "CO&’"PLETEDBY THE EMPLOYEE/PATIENT - <

Dale. \mu;yfluneq ,ornmem

b P AL

l\lgmers Compensation Specialist Comact Name / Phong Number Scan/Email i Fax Mumber llo!l l-fee.
_Trina Smith_(wk) 216-272-1147 (cell) 21 6-702-4020 . cael-amcare@amazon.com | 303-781-881%

The Genetic Nondiscrimindlion Act of 2008 (GINA) prahitits employersiand other entities covered by GINA Title I from requesting, of retenning genetic
niarmaten of an individual or family member of the individual, excepl & specifically allowed y this law. To comply with this lew. we are ashing thar voi:
+ nor provida any genetic.informationrwhen responding {o this request fonmedical information. 'Genenc ‘information,” as defined by GINA, inctudes ar
+ wnclividuel's family medical history, the results of en individual's or family member's ganelic lasls, the fact that an individual ar an individual's family
¥ Simmbier scught or received genelic services, and genetlc information of 8 felus cemied by an individvel or an individual's family member te an embiyo
" jawfully hold by an mdmdual of famiiy 1eaitsar razoiving sceistiva mnrrﬁduchue servicas. B

| SETIION Il: COMPLETEDBY THE HEALTH CARE PROVIDER'
#auent’s Name (Please Print). '
hQAfRece Senlic| NS 07 /20 243
"‘-"mentify the injury or illness for which treatment is sought: ' v

T DILATELAL. LETEAKNESS) h@«bkwé POSTLAN cuSStEod Syt

D of Examination moniivdavlyear’

Aoproxunate beginning hate of the period of incapacily: | pproximate end daie of the period of incapacity:
K
I '
 Fehtused 1olD  ANDETERAUNGD _ )
}_‘{',Wbrk-Relaled {7 Ndt Work-Related [} Undetermined [0 Pre-Existing injuryfiliness (3 New Injury/iliness [ Undeterminec
15 T the patient will be underithe influence of the medication during working nours, please -

> yas madication, other tban
over-the-counter medtcauon

. wrescribed? .
P I- s g No 0 ‘
will addmonal treatnients be

™ rzouired”

T No lowcwzn TS, M ISLOGACALT CETS, (ATWOZE

\ “boes this condmon substantially Fir Yes, please identify tﬁe m pr fife activity {or activities) affécted. and describe how the condition

fimit the palient’s ability to | substantially Jimits that m%hfwlctm{y@_) WALE/ NG ECX FEnSIED st s

describe side effects that could impair the patient's abimy to work:

9 ’ "V o gl ki3, Py SRy - .
if ves, please provide £ deseription of the general typy of reatment you anticipate: .

Bl edorm major life activities? LACTING; ST

,XYes O No - ) A
: SELECT ONE (1) OPTION: -

Estimated Return to Work Dat ' Date of Next Vis

_ UNABLE TO RETURN TO WORK: _
Please note: If you check this box, Amazon {
wilt require an additional update before the e g
smmloyee is released, ' 2 a_ 20 { _3 i L{ (aresd
e i
SMPLOYEE CAN RETURN TO WORK: Date Employee is Released lo Reiurn toWork: W*hou& Rs.smcuoﬂ,}
" WITHOUT WORK| RESTRICTIONS - R J D & J
Please complete page 7 only ;
S Date] Date Employee is Releaseﬁ to Return to WordiAllth Resu &56hs.
"< WITH WORK RESTRICTIONS .
i Please complete page 2 AND Indicate - B.Low s .
E;F' sow loig the restrit:tions are in ptace. : ~ [ )...9./{ _3..0 t 5 E’Eﬁtﬁiwg L!.’“Ef;‘; ;};;; 43,

} Address: 10{9{ NMW M -
1 City State, ZIP /Uéé—;s@';‘ SC _)Q[Dj .

c} D!Pm 563 $31 (299D
[ gmiap3d $97
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amazomn Health Care Provider Request for Medical Information (RMi)

A

Emp!o yee Name (Piease Print):

! SECTION AV: ‘WORK RESTRlCTIONS

| Hours worked per i

flape 212

Adapied; February 2008; Reviscd: Januu y 2002

Ability of Patient: Fully Not If Temporary
) a, 0,
{porcentages indicate the proportion of the patient's 25% | 50% | 75% Restrictad | Permanent
shift the patient can perform the function) Restricted Restricted Untir?
7 ja LiftuptoSibs. (circle one) Left, Right, Bat 0 Olo]l 0 1974 9 -
b. Lt 5 = 10 Ibs. L R, O olglo o M e L
€. Lilt 1120 Ibs. LRSE 0O 0| &4 g 0 W O i
d. Lift 21 - 30 ibs. L R, O oo O o
L nift 31 50 1bs L. R, gg 0 ol Ot O m| 0 »;;%g
2 1@, Push/Pukup to 5 lbs, L R,B a ] [} O 'l ()] —;3
b. PushPult 5= 10 lbs. L R, 8 | 0|l ol o [g/ O T
t. PushuPuli 11 ~ 20 lbs, L R.B 0 ] ©/] O c O :
d. PushiPull 21 — 30 Ibs. - 0 ol & O g b
, ¢. PusiuPull 31 - 50 1bs. LR B 0 &l oo ek o
3 1a. Overhead Reach L R, B 0 [g/' O 0. O [
b. At Shoulder Reach L. R § O a; a D‘/ L4 O a
c. Below Shoulder Reach L R, 0O O [} £ a O
. @. Ratation of Head/Nack 0O 0/ 0O ) O 0
4 1a. Benditwist ] Y1 O | L] O (]
b. Kineal (] O U/ > a O
e craw o lo|®la| O a
2 d. Squat 0 ] Q’ (M O O o
5 Ta S O SR N
? Th b rang \ - P { = -4
: ¢ ta L I T W I - - T
j o vk o0 |otelo! g o b
bd. Chmb stairs 0 @/ Q ! O 0 it
| e. Climb ladders i E/ | ) ; I O f,'_‘ a2
G ta. Use hands for repelitive motion L, R ] O | o g 0 T1 i)
b. Do simple grasping, turning L. R,‘lBg ¢ i
such as yrasping hand scanner {<15 mch-p::u.\ ) O d D/ 0 a =
! ¢. Do forceful grasping, tuming 3 3
;s- 1ch as using a packaging lape 'Jaspenser ) | Do O [
{ {15 inch-pounds) -
BT 0 g0 10r 0O .
i 1w Pea 3 n O & Qo 4 D
L c. Talk o lojolo o 0
8 " Zan the patient work more than 40 hours within 8 week? O YeS E/NO
| If no, please indicate the number of hours the palient can work: __/. {3 hoursiday _‘g O hoursiweek
4} Can the patient arive cornmercial machinery such as a delivery van, Inrklift, 1exch tei-%, scissor i or truck? [J YES l'ﬂ.-s“-'r . :
: v :.m— who pheuet cave @ g WKl 1sgu LT tetutse W & PSYSHORIGItis: O ENLE LUl uiaoA ¢ i res T et -~ :.;
, Pleasc describe any other recommended work restrictions or temporary work accommaodatians, whethenr related lo the pauent S menlar' F
or physical condition, medication, ar treatment considerations: ! ""-1.“ ; i;
" | . | 5 Z'.':1
' It 3 Aqi
| - 7 ‘>M.4 ' ] 'bi:
'SECTIONV: ! ADDITIONAL TREATMENT: CONSIDERATIONS (check a'ﬁ'd describe if applicable) - - -+
'rist, ot
[ SuinvBrace [ Crutches Location and daescription of device {5oft or hard, open loe or closed toed ,?!na’rm vms otc.):
| NeckfLumbar Support A . A Al
3 Heat ] lce Ouratipn dfrequencv: A
] eiavate O Physical f z)r
Jherapy L] =
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