SELF-INSURERS

. i i s S598522 552
Supplemental or If‘mal Auminum Company of America Claim Number
Report on Occupational Box 221
- ‘Injury or Disease Wenatchee, WA 98801 Firm Number _700,002-01-9
Check appropriate box: .
Supplemental Final D Soc. Sec. No. 534-28-6412
Reopening )
Form must be filed at the folfowing U'mes on all claims:
a. On the date the first time loss compensation d. On extended claims at f{east every 180
is paid. days.
b. On the date the time loss compensation is A medical report need not be submitted
terminated or the rate thereof changed. with your request for determination on
c. On the date a determination is requested. non-compensable claims (medical only).

PLEASE ANSWER ALL QUESTIONS

Present

Workmen: . DONALD L. CONRAD ' Address: Spouse-Almeda Conrad 4773 Saturday Ave.
- . ~ Malaga, WA 98828

Date of Injury: Sept. 1953 - Sept. 1973 Date first compensation paid: _
Marital status: X Married O Single O Divorced 00 Widowed No. Dependent Children

Under Age 18:

{and/or under 21 if envolled in
Compensation paid from: through: accredited schoof)
Use (a) or (b) .

T {a) Temporary Total Disability at the rate of $ __ ___ perday for days totaling $ 3

AL - -
° : ) Temporary Total Disability at the rateof $ per smonth for months and
{For any Temporary Partial Disability paid during this period, show dates and
amounts paid and method of calculation based on claimant’s esrnings in the
“Remarks”™ section below.) : .

days totaling $

Date physician approved workman’s return to work: Deceased - 05f13'83

Date returned to work:

Will the claimant be able to return to his former occupation? U Yes - 0 No . 0 Undetermined

Has medical treatment been completed? O Yes [O1-No Names of treating physicians:

Is condition medically fixed? O Yes O No . Thomas W. Malpass, M.D.
820 N. Chelan

Is there any permanent impsirment? 8) Ye s No [ Undetermined Wenvatchee. WA 98801

Medical report XJ attached  [J previously submitted (] X-Rays

Determination requested? O Yes 0O No

Remarks: __Death certificate included. - Carcinoma_of Unknown Primary

Workers Comp. Adm. Date __ 83-11-10
— Tatle — -

if this is a FINAL REPORT requesting determination, submit one copy to workman, one copy to
_Department of Labor & Industries.

it this' is 8 SUPPLEMENTAL REPORT only, submit one copy to the Department of Labor & Industries.

It this is 8 BUPPLEMENTAL REPORY shewing termination of gompensation or ¢hange iri the rate
thereaf, submit one copy to the workman snd ane eopy 1o Department of Laber & IRdusiriss.

RANTATIVE

WENS 013482



WENS 013453




Labor & Industries, Attention: Accident Report, Claims Section, Olympia, WA 98504. Detach rive Physician’s Copy (3rd Copy) i P°"'°" ot page _beined- gy

{ employer.
for yoyr files and promptly mail the balance of the form to the employer (this includes the bottom portion of the Originaf -!_ ..........................
y(&;ﬁ of the 2nd copy). {EMPLOYER’S COPY

A INK -— REPORT ¥
e —_— T AL BE MICROR D, ACCIDENT REPORT

INJURED WORKER: PLtASE ANSWER (Z:,.‘ém : "omf.LLJi R rth

RCUTVEEE “fur&au @()c* Wf‘ﬁz\lam L}ﬂ‘ 0808

SIDENCE ADDRESS i DIFFERENT THAN ABOVE CITY & STATE i 4. mﬂ,,.-“"

Mo di

HOUR ACCIDENT OCCURRED [SHIFT HOURS YOUR JOB TILE WHEN INJURED seTAm REIGHT,
e |Jurnace Casterim &lq&S;Fl
GNtDA!ERiTURNED‘IOWORK,IFSOWEQEYOUDOING WHERE DID Emoveu's DBSN'E om

DCGLJ"O m“"‘“ K ‘ OOCUR? e @&

"ALCOH G MilarTion HUP‘CS

TARCOA - W enachest orK s

ZMHDYEQ’SMSIAMTYPEORNAWG’) Anmessonmlmwmmnocum

Fl Lu mipum. Mokers (PO.ﬁmOa} Copedc oo {1,

WAS THE ACCIDENT IN YOUR OPINION  YES  NO | DATE YOU REPORTED ACCIDENT O YOUR EMPLOYER
CAUSED 1IN ANY WAY BY SOMEONE

NOT EMPIOVED BY YOUR EWPIOVER? @ 57

iF EMPLOYER WAS NOT

NOTIFIED THE SAME DATE
AS THE ACCIDENT-GIVE REASON

e Dob worKed UJFH« Q‘Sbﬁsﬁo@ @or lq
wévmﬁmf%m\“% de dt@& b‘@ p)Sbcg‘ng
Moy 12 1983

GIVE NAME AND BIRTH DATES OF YOUR CHILDREN UNDER 18 SUPPORTED BY_~_Y.OU. W TODAYS DATE

RAWE REATIONGH BRTDATE | [NANE . RELATIONSHIf y ‘ "\':"‘DA“ . Q'(gg “gé’

s %—m‘mm T HERERY AUTHORIZE MY PHVSICIAN, FOSAL SRRERS SIGNA
c’xoms couQN gcznen m m%mc@omm o: SUCH Amm"“iigs%oy‘?w'a “ON: 10 D‘SGOS’EEQO THE D(PAmW OF LABOR NG ANORE b N
CHIOREN. d CUSTODIAN. WHICH HAS PREVIOUSLY BEEN FURNISHED TO ME. .

FulNAmOFSFOUSgA‘l TME OF INJURY IF DIVORCED, GIVE FINAL DECREE DATE 1 HAVE READ LEGAL {WORKER'S SlGNAYUlE)
Blmeda (owrad ! SN s

PHYSIC'AN'S REPORT DATE OF FIRST TREATMENT - NISIORY&SUBJECINE FNDINGS

START HERE (rvee or pint in nip1 2=28-83 - . [He s a 53y0.man who has-aéver smok.w_\ T
Clgarettes or drunk alcohol, had some asbestos exposute over many jears -
in the past but not in the past”i‘s.,years who has beeni found to l@m“gg '

CORCTIVE FIHOINGS us ominal carcinomatosis with gross \asci tes, sepdi
e geritoneal surfaces, mesenteric implantation; exteinstd bowel
lesions withtou anytmng intrlnsic. E \ ] oGO
SEﬁ—:ﬁTﬂ\&iED DICTAZTION . -~ = =~ Y ckhsaaon :
X-RAY & LAB HNDINGS 5 WIL THIS EMPLOVEE BE e No
o ; . z WORK-DUE TO THIS lNW & €
_ PROVISIONAL DIAGNOSIS (USE BOTH STANDARD DESCRIFTION AND ICDA CODE) - ESTIMATED TIME 1L0OSS P at’ ent
Adenocarcinoma, unclear primary, metastitic diffusely wi thin MO INJURY B, s s
cqregaldveworkup for metastatic tumor from upper GI tract R AT PHISICIAN THLEPHONE NUMGHR
SEE ATTACHED DICTATION T 663-8711
If CASE REFERRED TO ANOTHER DOCFOR, GIVE FULL NAME AND ADDRESS: B i R ) . REFERRB) PHYSICIAN PHONE NO.
T. Malpass MD 820 N, Chelan WEnatchee, WA 98801 3]
i HOSPITALIZED NAME OF HOSPITAL vy HOSPITAL TELEPHONE NUMBER " L&t USE oMY
N PATIENT QUT PATIENT A
X & Central Washington Hosp1 tal _HWEnatchee 063-1511
ATTENDING PHYSHCIAN: (PLEASE PRINT OR TYPE YOUR NAME AND ADORESS. ) ADORESS 2iP.CO0E
D.Notter MD 820 N, Chg]an WEnatchee, KA 98801
LICENSED PHYSICIAN W DATE, PAYEE ACCOUNT NUMBER |
s | J i . #19%30-83 30773
. )i i (USE DEPT. PAYEE ACCOUNT NUMBER STA#s®)

DOCTOR: TEAR ALONG PERFORATION AFTER COMPLETING IN FULL AN? T 7O DEPARTMENT OF LABOR & INDUSTRIES, ATTENTION: ACTIDENT REPORT CLALA"
OLYMPIA, WA. 98504,

WENS 013484



