ROSE ROBINSON D.C., L.Ac.
2510 OVERLAND AVENUE
LOS ANGELES, CA 90064
310 559 0525 FAX 310559 2265 - -

NPI 100 395 7101
Lic# D.C. 18612 AC.3463 Tax ID: 954586431

.,.—-—’ ] / ‘}\I

PATIENT NAME Z—QWD\_ lul ‘ patE 2609

NEW PATIENT (OFFICE VISIT)

99201 Brief Exam 99070 Disposable Needles

Limited Exam [00. 99070 Orthopedic Appliance
99203 Detailed Exam 97803 Moxa Therapy .
99204 Comprehensive Exam 93000 EKG
99205 Complex Exam__ 94010 Spirometry

ESTABLISHED PATIENT (OFFICE VISIT)

99211 Evaluation Minimum
99212 Evaluation Limited

99213 Evaluation Expanded
99214 Evaluation Detailed

99215 Evaluation Comprehensive

98940 Spinal Manipulation 97145 Additionai 1S minutes
98941 Spinal Manipulation 80050 Comprehensive Lab Work
97780 Acupuncture\y) 83516 Antigen Allergy Testing

Acupuncture with El Stim, 5[
97012 Intersegmental Traction

97026 Infrared Therapy 5 e
‘, Electrical Stimulation_ X

110" Therapeutic Exercises

97124 Therapeutic Massage
97010 Hot/Cold Treatment

Diagnosis:

Total IOD <

Discount Bl = ﬂ %
Paid . . 89, Signature [/, (e~

Balance Due () Rose Robinson, D.C., L. Ac.




ALHAMBRA HOSPITAL
100 South Raymond, Alhambra CA 91801
(626) 458-4764 FAX (626) 457-7912

OCCUPATIONAL HEALTH
STATUS REPORT

Patient Name: T&Dl { LAWZA"

Date of Exam: o1 ft%(iwg Date of Injury: O‘/lq 209:8

ooy ARATU LI C
OTime In: \2’@ O Time Out: “7:@

Diagnosis:

Account # '96 6894

PATIENT STATUS: /Z’ﬁew Visit O Re-Visit

0O Ortho - New Visit O Ortho - Re-Visit

Since the last exam, this patient's condition has:
O Improved as expected.

O improved, but slower than expected.

O not improved significantly.

O worsened. [ permanent & stationary. [ has been determined to be non-work related.
TREATMENT PLAN:
Diagnostic Studies: __ D11 14T kee S g?@’d“t/;g\
Medications: ___ AT ( THAPS /
Physical Therapy:  Daily for ____... days, or times per week for weeks
Consult/Referral:
Estimated return to work with no limitations:
MUST WEAR: O Splint O Sling O Immobilizer O Back Support O Brace ~ O Crutches O Other:
WORK STATUS: O Regular duty O Modified duty %ﬂgble to work
CHECK ONLY AS RELATES TO ABOVE CONDITIONS
O Sedentary Work. Lifting 10 pounds maximum and occasionally lifting and or carry- 1. ;" g&:muarlkwork day patient may:
ing such articles as dockets, ledgers, and small tools. Although a sedentary job " O None 0 4-6 Hours
is defined as one which involves sitting, a certain amount of walking and standing 0 1-4 Hours O 6-8 Hours
is often necessary in carrying out job duties. Jobs are sedentary if walking and b. Sit
standing are required only occasionally and other sedentary criteria are met. "0 1-3 Hours 0 35 Hours 015-8 Hours
O Light Work. Lifting 20 pounds maximum with frequent lifting and/or carrying of ¢. Drive
objects weighing up to 10 pounds. Even though the weight lifted may be only a 0O 1-3 Hours 3 3-5 Hours [0 5-8 Hours
negligible amount, a job is in this category when it requires walking or standing | o Ppatient may use hand(s) for repetitive:
to a significant degree or when it involves sitting most of the time with a degree 0O Single Grasping 0O Pushing & Pulling
of pushing and pulling of arm and/or leg controls. 3 Fine Manipulation 0O Double Grasping
O Light Medium Work. Lifting 30, pounds maximum with frequent litting and/or | 3. Patient may use footfeet for rep?(ﬁtive movlgmﬁnt as in
carrying of objects weighing up to 20 pounds. operating foot controls: U Yes 2
; - . . m ) 4. Patient may: Not At All Occasionally Frequently
O Medium Work. Lifting 50 pounds maximum with frequent lifting and/or carrying a. Bend 0 O )
of objects weighing up to 25 pounds. b. Twist O O O
oL - . ’ - c. Squat ] 0 O
Light Heavy qu. Lifting 75 pounds maximum with frequent lifting and/or carry- d. Climb O O
ing of objects weighing up to 40 pounds. e. Reach O )
ifti i i ifti ; 5. [0 Keep affected area clean & dry. A A
O (l:fe:;yec\;o;l;i lf:iﬂr:ngu“:g ggun::n g;axmum with frequent lifting and/or carrying 6. C1 No work around high speed or moving machine § i 7 Z j
l ghing up P ' 7. O No operating of mobile equipment.

DISPOSITION:

COMMENT:

0O Exam & Reevaluation on:
O Wound Check: — days
O Referral to Dr.:

‘0 Final Visit, no further care required. Return.only if needed.
T @

O Suture Removal;

Attending Physician’s Name:

— days

Fac OmﬂOPQd?‘\

1R necessARY) )

h@l")czf\& co6 BR160)

Signature: W1

AL

o) ~19 -0

I hereby acknowledge that | have received the instructions indicated above and on the revgfse side{of thl orm I'understand that | may be released before all my medical problems
are known or treated. | will arrange for follow-up care as instructed above.

REVIEWED AFTERCARE INSTRUCTIONS WITH PATIENT

PATIENT OR REPRESENTATIVE DATE

FORM 11789 (05/05)

WUITE  MCNICAL DECNDNG o CAMARYV . EMDI NVER CNPY o PINK - PATIENT COPY




ALHAMBRA HOSPITAL
100 South Raymond, Alhambra CA 91801
(626) 458-4764 FAX (626) 457-7912

OCCUPATIONAL HEALTH
STATUS REPORT

Patient Name:

Employer:
Date of Exam: Date of Injury: 1 @ Time In; ' Time Out:
Diagnosis: : ‘
Account #
PATIENT STATUS: O New Visit & Re-Visit O Ortho - New Visit O Ortho - Re-Visit

Since the last exam, this patient's condition has:
O Improved as expected.

O improved, but slower than expected.

_E not improved significantly.

[ worsened. O permanent & stationary. (1 has been determined to be non-work related.
TREATMENT PLAN:
Diagnostic Studies:
Medications: 16 , +.0.4 JvAd
Physical Therapy: _ Daily for days, or . _ times per week'for_____ weeks
Estimated retumn to work with no limitations: - LE
MUST WEAR: O Splint O Sling O Immobilizer O Back Support 'OBrace “E Crutches [ Other:
WORK STATUS: O Regular duty Modified duty [0 Unable to work
5 : CHECK ONLY AS RELATES TO ABOVE CONDITIONS

'@ Sedentary Work. Lifting 1’0~p6unds maximum and occasionally lifting and or carry- 1 ;" g{‘a:mflkwork day patient may:

ing such articles as dockets, ledgers, and small tools. Although a sedentary job " None 0346 Hows

is defined as one which involves sitting, a certain amount of walking and standing O 1-4 Hours 0 6-8 Hours

is often necessary in carrying out job duties. Jobs are sedentary if walking and b. Sit

standing are required only occasionally and other sedentary criteria are met. 0 1-3 Hours 0 35 Hours 00 5-8 Hours
O Light Work. Lifting 20 pounds maximum with frequent lifting and/or carrying of c. Drive

objects weighing up to 10 pounds. Even though the weight lifted may be only a 0O 1-3 Hours O 3-5 Hours 03 5-8 Hours

neglig[blq amount, a job is in th?s category when it requires w'alking' or standing | 2 patient may use hand(s) for repetitive: ‘ .

to a significant degree or when it involves sitting most of the time with a degree O Single Grasping D Pushing & Pu!lmg

of pushing and pulling of arm and/or leg controls. O Fine Manipulation O Double Grasping
O Light Medium Work. Lifting 30 pounds maximum with frequent lifing and/or | 3. Patient may use footfieet for repetitive movement as in

carrying of objects weighing up to 20 pounds. operating foot conrols: B ADA:I(es o gf:ca , : ;

4. Patient may: ot At siona requen

a Mediym WOr!(. !.iﬂing 50 pounds maximum with frequent lifting and/or carrying a.atnBeénndmay n EI; y 'q|:| y

of objects weighing up to 25 pounds. b. Twist o O O

; . | . o c. Squat O O 0

O Light Heavy Work. Lifting 75 pounds maximum with frequent lifting and/or carry- d. Climb El O 0

ing of objects weighing up to 40 pounds. e. Reach O O
OH Work. Lifting 1 i i ifti i 5. [ Keep affected area clean & dry.

ofe:;jyects weigr:ir:ggup(ig ggu;:usmrjr;ammum Witas raquent g, sodior canymg 6.'00'No work around high speed or moving machinery.

7 7. O No operating of mobile equipment.

DISPOSITION:

‘el Exam & Reevaluation on: .
O Wound Check: days
O Referral to Dr.:
O Final Visit, no further care required. Return onIy if needed.

O Suture Removal;

— days

COMMENT:

Attending Physician’s Name

Signature:

| hereby acknowledge that | have received the instructions indicated above and on the reverse side of this’form. | understand that | may be released before all my medical problems

are known or. treated 1 will arrange for follow- up care as instructed above.

‘ X

HEVIEWED AFTERCARE INSTRUCTIONS WITH PATIENT

PATIENT OR REPRESENTATIVE DATE

FORM 11789 (05/05)

WHITE - MEDICAL RECORDS o CANARY - EMPLOYER COPY o PINK - PATIENT COPY







EMPLOYEE INJURY
INCIDENT STATEMENT

Please assist us in determining how to prevent this type of injury/incident in the future and so that we may be able 10 access any
medical records related (o a work related injury or illness.

Full Name: \ﬁ@w& CN\\‘(\'__\Q\)\,\\ Home phone #: Q\Q ‘gMQ 9&5&_’\

First, Middle, Last

Social Security Number: D:l% R‘Q O\%Q% Assignment start date: \_ % ; m

—
Company Name: \ @ Q‘QQ\\? : Department assigned to: % C\N\VM‘Q\\
- D) :
Date ofinjmy/inciden[:_x/X(Z\A/Q_C_.Q Time 5\ ; fg i@/pm Date injury/incident was reported; \ /) ; QE_

Did you finish your shift? O YES or NNO Time you left Work:

What are your usual shift hours? To Regular work days? M T W T F St Sn

\
Who is your on site Supervisor? %Q%\*&\ Who did you report the injury/incident to? ‘> ){ \(mqg

In what department did the injury occur?: %Q\Q\L\KM
Job Description; &M V\f\.\?c

Describe what you were doing at the time of the 1nJury/1nc1dent Q\‘,NNG\R ¥‘ ) \-’\ VN t\ﬁ\ﬂs\ ;% ’bQJS

\me/jxm equipment, gh:.rn/f.a)g‘ oX 1o0ls related 10 thelr injury incident,

AN AR SN ENE \kmm& X QQ@Q O @md\ WoMC W,

Specify what department, assembly line, equipment ¥, eic.

What part(s) of your body was affected by the mJury/mcndem %@%‘\M

.hcht]fv exact body paris such as R-ankle, L-index finger, lower back, etc

Have you ever sustained an injury 'to this part of your body be'r"ore now?: YES or ONO

If yes please explain Q@o C\CQ-\,%\\Q \\K’)S WLQ V)Q)“Q M\Q \\[\/ ﬂ\,\! ﬁw“f%

Did anyone witness the injury/incident? \a{% /)\QQ Q\Ke\]\qmﬂ\}?\ (;(?N\,

Indicate Nanie and Phone Number,

o ) ) 3 r-\
How would you prevent this mjury/mcident from happening again? R ~ cﬂ}q \

S) I am seeking medical treatment at this time for the above reported injury.
Initials : ’
I'am declining medical treatment at this time for the above reported injury
" lrials However, I understand that I may request treatment at a later date
provided I contact Barrett Business Services, Inc. I further understand

that the claims administrator will review future requests before such
treatment is authorized.

Leertity that the information I have given on this statement is correct and true. [ also authorize all medwa/prm'zders to

um ame medical ’Lt/(Y/ ds c)ﬂfm mation to Barret: Business Services onlv it the ubove injufv/illngss is deemedwork
relured }) ' P / £
- % W’Vf 61 NP1 Or
Faxto:{909)-605-97 TV ¥ Bore

Empi yyu Signarure




2
Diplomates, Amzricf({ard

2 Fellows, American Academy of
of Orthopedic Syghery

Orthopedic Surgcon
HUNTINGTON ORTHOPEDIC SURGICAL MEDICAL GROUP

Clayton E. Paicher, M.D. » T. Thomas Ackerson, M.D. - George Tang. M.D. »  Vahe R. Panossian, M. D

10 Congress Street, Suite 103, Pasadena CA 91105
Phone: (626) 795-0282 » Fax: (626) 795-0583

‘ WORK STATUS REPORT .
oo MAR 1 4 2008 . ~

Se<srons ?o&ugb\\_\;’)ww:“’ DS

Datsof injury/Claim .
RVCHE CAZ

THIS PATIENT WAS SCHEDULED TODAY FOR:

O Orthopedic Consultation [J Consultation and Treatment

(J Progress Evaluation O Permanent Disability Evaluation
THE RESULTS OF TODAY'S VISIT:

O The patient failed his/her appointment Present Disability is: O work-reiated : 0 NOT work-related

O Foundto be Permanent and Stationary as of and is-released from care.

[ The patient's disability status is, or is to be c_hanged as follows:’
Patient is NOT DISABLED from his/her reqular work -
Patient may resume his/her regular work

________ 0 i'mma'diat{aly extshit ~ Oon

O Patient is TOTALLY DlSABLED from any work until approxnmately

O Patient remains TOTALLY DISABLED from any work until approximately

O Patient will probably be released for regular work beginning

O Patient is released to MODIFIED WORK O immediately O nextshift O on
"~ With the following restrictions: '
O NO lifting or carrying over: O10lbs. . O 25lbs. Os0bs. O Ibs.
O NO soiling or.wetting of dressing-and/or wound-or cast " ' o
O Limited use of O right Q left Oarm O leg
O Limited work above shoulder level with - Orightarm * Qleftarm
O Limited . O twisting and rotating O gripping O wrist extenslon and flexion
with the O right hand O left hand
O Limited O standing Owalking O sitting O stooping O bending
O Use of crutches at work, but O may bear weight O may not bear weight on
O right leg’ O left leg
O Patient must wear his/her back brace O at all times O while working

O Patient should avoid contmous prolonged sitting in bent over position without altemate
standing or walking

O Patient to remain on MODIFIED WORK with the same restrictions described in the previous report.

Anticipated duration of modified work statusis: _____ days weeks months

O Patient is not ye\fpermanent and stationay,

more month to elapse before patient rating.
'O Residual Disability

O patient to return for appointment in days weeks O as ngeded

FAX INFORMATION

FAX phone number 505 ~-553. 5'657 i S {
: - : O Clayton E. atch% M.D. _ GeerzeFmz, M.D.
Adjuster’s Neme @mn\(—-l’ m‘ "\"‘—t\«t :

13

O T. Thomas Ackerson, M.D. " [ Vahe R. Panossian, M.D




PRINT CLEAR

State of California Additional pages attached []
Division of Workers” Compensation

PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)

Check the boxes which indicate why you are submitting a report at this time. If the patient is “Permanent and Stationary”
(i.e., has reached maximum medical i this fi se DWC Forms PR-3 or PR-4

Last TULL First LAURA M.L Sex F
Address P.0. BOX 146 City PASADENA, CA State CA. Zip 91102
Date of In_]ury 01/1902008 Date of Birth 06/08/1970

Occupation_ ACTRESS SS# 223 -90 -2525 Phone (310) 936-6154

Claims Administrator:

Name CAMBRIDGE INSURANCE Claim

Number CA316441

Address P.O.BOX 7218 City PASADENA State CA.  Zip 91109
Phone (626) 296-4828 FAX(____ )

Employer name; SESSIONS PAYROLL Employer Phone ( )

The information below must be provided. You may use this form or you may substitute or append a
narrative report.

Subjective complaints:

Objective findings: (Include significant physical examination, laboratory, imaging, or other diagnostic findings.)
Fo . <7 S
77%

TS, oot Kopet lomiopir 1o

2 ICD-9
3. ICD-9

Treatment Plan: (Include treatment rendered to date. List methods, frequency and duration of planned treatment(s).
Specify consultation/referral, surgery, and hospitalization. Identify each physician and non-physician provider. Specify
type, frequency and duration of physical medicine services (e.g., physical therapy, manipulation, acupuncture). Use of
CPT codes is encouraged. Have there been any changes in treatment plan? If so, why?

Ll S F
— LS

DWC Form PR-2 1
(Rev. 06-05)




PRIMARY TREATING PHYSICIAN’S PROGRESS REPORT (PR-2)

ignature, do not stamp) Date of exam:

Primary Treating Physician: (origi

I declare under penalty of perjury th
violated Labor Code § 139.3.

port is true and correct to the best of my knowledge and that I have not

Signature: Cal. Lic. # A066450

Executed at: , CA Date:
Name: VAHE PANOSSION M.D. SpeciMRGEON

Address: 10 CONGRESS ST. # 103 Phone: 626 795-0282

DWC Form PR-2 2

Reyv. 06-05)




01/28/2008 13:25 FAX 3105592285 DR.ROSE ROBIHSON [do01/001

Rose Robinson, D.C., L. Ac.
2510 Overland Avenue
Los Angeles, CA 90064-3333
310 589 0525 Fax 310 559 2265
NPI 100 395 7101

January 28, 2008

RE: LAURA TULL
DOL: January 19, 2008

To Whom It May Concern:

Laura Tull was seen in my office on January 26", 2008 for injuries
sustained in slip and fall accident which occurred on January 19,
2008. She received acupuncture and physical therapy to her injured
knees. | have recommended that she continue with care two times
per week for approximately four weeks. If you have any questions
regarding her condition, please feel free to contact me.

Sincerely,

Wone opovr— o -

Rose Robinson, D.C., L. Ac.




s FTVT Y /U ST L

Diplomaies, Americon Board Fellovs, Aracrican Academy of
of Orthopedic Surgery Orthepedic Surgeon
HUNTINGTON ORTHOPEDIC SURGICAL MEDICAL GROUP

Clayion E. Paichen, M.D. - T.Tho

omas Ackerson, M.D. - Gzorgz Tang. M.D. +  Vahz R. Parossian, M.D.

10'Congress Street, Suite 103, Pasadena CA 91103
Phone: (626) 795-0232 - Fax: (626) 795-0583

WORK STATUS REPORT
Date of

Exam:. IAN 20084 / - _
Name: 7 ” “MC}/

Date of injury/Claim
4 /

THIS PATIENT WAS SCHEDULED TODAY FOR: [ Orthopedic Consultatien XConsultation and Treatment

: E] P(ogress Erve_llu'aﬁon (3 Permanent Disability. Evaluation
THE RESULTS OF. TODAY'S \'/I'S]'T..' e e s A B R
O The patient failed his/her appomtment Present Disﬂapility ist XVJork—réiated

O round to oe Permanent and Statnonary a‘s‘of - PN -_?g _and is-released from care.

The pahent s dlsablhty status is,or is to bs changpd as follows: -
O Patient is NOT DISABLED from his/her reqular work.
Patient may resuma his/her regular work

[0 NOT work-related

O immediately O next shift O on
O.‘Pat‘ipht is TO‘;FALLY DISABLED from any work until appr'o?Imate!y

O Paupnt remams TOTALLY DISABLED from any work unt1| approx:mately

O Patient will probably be released for_regula_r work beginning

Patient is released to MODIFIED WORK O immediately /b next shift Qon__ o
- With the followmg restrictions: - o o :
“ N0 lifting or-carrying over: - )@"10]55» S @d5lbs. - - - O 50lbs. @ Ibs.
"~ O'NO soiling or Wétflr{g'of drésélhg and/or wound or cast
Q'Lirriitéd' use of - O right O left - - Oarm O leg
@) le[tad_wor_kabove shoulder level with O right arm O leftarm
O Limited O twisting and rotating O gripping O wrist extenslon and flexion
with the -Orright hand - - - - -Q left hand .
- “Llimited X standing Xfwalking Ossitting X stooping O bending
) O Use of crutches at work, but O may bear weight O may not bfear weight on
L : ! R O right leg & left leg
‘\ - O Patient must wear his/her back brace . - .- .- O-at all-times O while working

O Patient should avoid continous prolonged 5|ttmg in bent over position without alternata
standing or walkmg ______ 7
O Patient to remain on MODIFIED WORK ‘with tha same res’(r ctions descl ibed in the previous report.
Anticipated duration of modified work status is:

days weeks months

more month to elapse befors patient fating. %
‘0 Residual Disability | %

Ffpatiem to return for appointment in days [ t; weeks %\L)
>Orge Tang, MAD.

FAX INFORMATION
Vahe R. Panossian, M D

O Patient is not yét‘permanent and stationay,

FAX phone number

174
_ o [ Clayton E. Fétcheﬁ, M.D.
RGpusieTs Hae O T. Thomas Ackerson, M.D.




John St. Cyr 4

6)‘9

lome: (i(il."48.l()88

661.607.

Cell

be to GOD Group 1

Thanks




Ee

Huntington Orthopedic Surgical Medical Group
.10 Congress Street, Suire 103 Pasadena, CA. 91105

(626)795-0282
PHYSICAL THERAP ESCRIPTION
Name / Date / /—?
Dmgnosxs_@ M WZIM//W
Onset Date Frequency/Duwtlon %er weele for é > weeks

L

Precautiops/Comments

£An Wnﬁz‘m 4
J
COMPLETE PROGRAMS
A__PT Evahuation  Shouders o I
Neck - - ~Elbow - - «t % ce
D B R 5 Eack o Poa mmow B ow B b g Wrist v ¥ o Aﬂlde
J.ow Back Bducation Hand,

Heat: . Therapeutic Exercise:
Ulirasound/Phonophoresis @~ =~~~ - __ROM: -~
Paraffin Bdth Passive

- -Other 3 A . Active-assistive
i ' " Active

Cold: . PRE
Ice Massage *_ Stretching
Other General Conditioning

Tracéiqn: Static Intermittent Gait Training:

Cervical FWB WBAT
Home Instrpotion PWB NWB
Soft Tissue Mobilization: Other; . .

Area

Hydrotherapy:
Whirlpool

Electrotherapy: .
__Musocle Stim./Re-education
____Tontophoresis
___TENS
____ Other

S Brssia S

Physician fleasa print name)

Physician’s signature




GREY'S ANATOMY

$7.50
$11.25 2.00
$15.00 0.70
$7.50 8.00
Total 10.70

$7.50 FICA
$22.50 Med.

$100.50

$0.80

$16.96

$6.17
$26.38
$36.28

$3.40

293886

$350.36

e



Laura AnnTull
Pencil

Laura AnnTull
Pencil


Employer is CAPS, Inc. 5880 W. Jefferson Blvd., Suite H Los Angeles, CA 90016 FEIN #36-2492285 CU555
Inquiries call 3-5 pm Mon-Fri PST at 310-845-9187
Dept. Emp. No. Employee Name Social Security No. Pay Period Check I;ate Check No.

EN HAAASGEAS LAURA TULL : ook _kox QB> 03/31/2008 - 03/31/2008 04/10/2008 5020876

Deductions - Current Amount YTD Amountl IDeductions Current Amount YTD Amount||Current Taxable 136.00

FICA 8.43 : 52.79. (Current Non-Tax 0.00

Medicare 1.97 12,35 Current Earnings 136.00

Federal W/H 14.31 Current Deductions 11.49

CA - State W/H 0.28 Net Pay 124.51

CA - State SDI 1.09 6.81

Other YTD 50.00 31D axable 851.14
YTD Non-Tax 0.00
YTD Earnings 851.14
YTD Deductions 136.52
YTD Net Pay 714.62

Customer ABC STUDIOS, LLC "GREY'S ANATOMY" Job/Trans # 2437/10 Work State CA Res State CA

Job Type 1 HR TV SERIES/NON-UNION Client Job # Fed Allow 2 State Allow 2

Job Name GREY'S ANATOMY Martial Status Single Pay Frequency WK

Job Client Rec Studio Recording City

Work Date Union # Description Units ~ Pen Units Rate Amount

03/31/2008 - 03/31/2008 NON EXTRA - STRAIGHT-TIME 8.00 0.00 8.0000 64.00

03/31/2008 - 03/31/2008 NON EXTRA - TIME-AND-ONE-HALF 2.00 0.00 12.0000 24.00

03/31/2008 - 03/31/2008 NON BXTRASDOUBEETIMEBER T oW = ., 2:50 0.00  —16:0000 40.00

03/31/2008 - 03/31/2008 NON EXTRA - MEAL PENALTY 1.00 0.00 8.0000 8.00

Agent Comission 0.00 Totals 13.50 0.00 136.00



Laura AnnTull
Pencil

Laura AnnTull
Pencil


THE GOODS

| CASDI

395632

$415.80

Total  9.30



Laura AnnTull
Pencil
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