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ALASKA WORKERS' COMPENSATION BOARD

P.O. Box 25512                                                                                                               Juneau, Alaska 99802-5512

JOHN M. GRACE, 

                                                  Employee, 

                                                            Applicant,

                                                   v. 

F.S. AIR SERVICE, INC,

                                                  Employer,

                                                   and 

NATIONAL UNION FIRE INS.

CO OF PITTSBURGH,

                                                  Insurer,

                                                            Defendant.
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          INTERLOCUTORY

          DECISION AND ORDER

        AWCB Case No. 199819852
        AWCB Decision No. 01-0132

         Filed with AWCB Anchorage, Alaska

         July 10, 2001

We heard the employee’s request for a second independent medical examination (SIME) or, in the alternative, an examination under AS 23.30.110(g) at Anchorage, Alaska on May 16, 2001.  We also heard the employer’s request to submit surveillance videotapes to the SIME physician, should we order an SIME.  Attorney William Soule represents the employee.  Attorney Shelby Davison represents the employer.  We held the record open in order to receive an additional SIME form, additional medical records, and an affidavit pertaining to the length of the videotapes.  We closed the record when we received the additional information on June 7, 2001.


ISSUES
1. Shall we order an SIME?

2. Shall we order an examination under AS 23.30.110(g)?

3. Shall we forward the surveillance videotapes to the SIME physician?


SUMMARY OF THE EVIDENCE
The employee reported he injured his back, head and neck on September 11, 1998, when he fell off a ladder while working for the employer as director of maintenance.
  John Godersky, M.D. treated the employee at the emergency room at Providence Alaska Medical Center.  The employee stated he fell approximately 10-12 feet to the ground and struck the right side of his head on the cement.  He complained of right-sided hearing loss, diminished hearing on the left side and bloody drainage from the right ear.  He also thought he might have been unconscious for a brief period, but he was alert and oriented in the emergency room, and he denied vision problems.  Dr. Godersky suspected a basilar skull fracture.

On September 17, 1998, the employee underwent a perilymphatic fistula repair performed by David Williams, M.D.  After discussing the employee’s case with his father, Dr. Grace, Dr. Willaims agreed to refer the employee to a major vestibular center for further evaluation.  He stated, “It is very difficult to separate what is objective and what is subjective in the patient.”
  Magnetic Resonance Imaging (MRI) of the brain on January 27, 1999 was normal.  In a letter dated February 15, 1999, Dr. Williams stated that since the surgery, the employee has continued to experience significantly incapacitating positional vertigo in almost any head positional maneuver.  Dr. Williams also noted an essentially deaf right ear with decreased hearing in his left ear.  Thereafter, on March 16, 1999, James Andrews, M.D., of the Division of Head and Neck Surgery at UCLA Medical Center, examined the employee.  He determined the vertigo and imbalance symptoms were related to a right transverse bone fracture, and he recommended a vestibular nerve section.

Thereafter, the employee began treatment with family practitioner Paul Eneboe, M.D.  The employee complained of depression and dizziness when he tips his head back. On March 23, 1999, Dr. Eneboe stated, “As far as the neurologic, physical and otological difficulties are concerned, I feel (sic) have little to offer from the experts like Dr. Williams and the folks at UCLA.  However, I do feel that an antidepressant might be very worthwhile.”  On May 5, 1999, Dr. Eneboe noted the employee had to walk along the wall while walking down the hall, he stumbled, and he was dizzy.  The employee reported that any sudden motion bothered him.   On June 28, 1999, Dr. Eneboe noted the employee was having a lot of problems with eye-hand coordination and could not perform soldering or circuit board work.  On July 6, 1999, Dr Eneboe’s chart note states the employee’s balance was markedly impaired, he could barely walk down the hall, and he could not drive a car or work on a computer.  On referral from Dr. Eneboe, neurologist Thomas Gordon, M.D, examined the employee and concluded:

At present, the patient has evidence of fairly good balance, even though he feels vertiginous.  He demonstrates during his gait testing that he can maintain balance quite well even with rapid changes in position as demonstrated with Romberg testing and also on tandem gait testing.  In general, patients with true vertigo will have nystagmus.  One can consequently become hopeful that the patient’s gait disorder can improve.

Dr. Gordon and Dr. Eneboe both recommended a course of physical therapy.  However, by August 26, 1999, physical therapist Karen Northrop reported the employee complained of continued vertigo with falls several times per day.   According to the employee, intensity and duration of the vertigo symptoms depended on his head position.

On August 13, 1999, neurotologist Charles Mangham, M.D. examined the employee at the employer’s request.  He found the employee’s level of disability was greater than could be accounted for by his physical impairments.  Dr. Mangham suspected secondary gain issues, and he strongly recommended against a vestibular nerve section.  According to Dr. Mangham, the employee would almost surely lose additional balance function on the right side if he underwent the nerve section.  Moreover, David Glass, M.D. performed a psychiatric evaluation of the employee at the employer’s request.  Dr. Glass reported the employee’s complaints of balance problems, decreased coordination, dizziness and hearing difficulties.  Dr. Glass also noted:

On one occasion, while discussing his problems, Mr. Grace reported he had an episode of vertigo—shook in a very dramatically (sic) manner – and tensed up and had to briefly stop the flow of what he was saying in the interview (dramatic and histrionic presentation suggestive of Conversion Disorder.)

Affect is labile and modestly inappropriate in terms of his good nature and almost lackadaisical attitude towards the severe impairments he reports (suggests La Belle indifference seen with Conversion Disorders).

Dr. Glass diagnosed “Conversion Disorder with Motor Symptoms” stated, “The essence of conversion disorder is the concept of secondary gain – that is, the patient receives some significant psychological gratification or intra-personal resolution, subconsciously, as a result of the symptoms.”  According to Dr. Glass, the longer the symptoms persist, the poorer the prognosis.

The employee’s father referred the employee to psychologist Keith Youngblood, Psy.D.  Dr. Youngblood determined the employee presented with cognitive impairment, sensory loss, difficulty with ambulatory movement, vertigo, and anxiety with depression secondary to the head trauma.  He also observed a right-sided tremor.  Dr. Youngblood diagnosed “adjustment reaction with mixed emotional features,” and he suspected “organic mood disorder, depressed type.”
  In addition, the employee’s father referred the employee to Charles Burgess, M.D., M.S.W., a consulting psychiatrist.  Dr. Burgess diagnosed a mood disorder and determined the employee presented with significant depressive and irritability symptoms related to his head injury.  He found it difficult to discern whether there was a personality change as a result of the head injury, but he noted a clear need for antidepressant, and possibly even mood stabilizing, medication.

In October of 1999, Dr. Eneboe referred the employee for an electroencephalogram (EEG), which was reported as normal.
  On October 14, 1999, the employee underwent a physical capacities evaluation at Healthsouth.  Joann Seethaler, LPT reported the employee did not complete all components of the assessment.  Specifically, she noted the employee was unable to do the stairclimbing activity, and the employee claimed he manipulated stairs on all fours at home.  Therapist Seethaler observed the employee on all fours at least two times during the evaluation.  According to therapist Seethaler, the employee moved very slowly throughout the evaluation and expressed extreme fatigue at the end of the assessment.

The employee continued to see Dr. Eneboe throughout November and December of 1999, as well as January of 2000.  The employee continued to complain of dizziness and anxiety during this time.
  On March 1, 2000, Dr. Eneboe began treating the employee for tremors.  The employee indicated the tremors started 5-6 months prior in his right hand and had become increasingly worse.   The employee also reported the development of tremors in his right leg and left hand.  Dr. Eneboe referred the employee back to Dr. Gordon for assessment.  

Upon examination, Dr. Gordon found the employee’s visual fields full with no nystagmus.  However, with eye movement, the employee reported a “super spin.”  Dr. Gordon concluded:

His signs have been unusual and more consistent with stress than underlying neuropathology.  Evidence of that is with his “super spin” and also his gait.  The tremor, as reflected in his writing, is unusual for what one sees in benign essential tremor.  Usually that tremor is coarser.  The only movement disorder that sounds worrisome is the jerking for 45 minutes of an extremity that his wife has seen at night.  That conceivably is a seizure.  Consequently, an EEG is appropriate.

On April 11, 2000, Charles Perkins, M.D. evaluated the employee for dizziness and vertigo.  Dr. Perkins noted the employee’s complaints of spontaneous movement of the environment – made worse by motion.  The employee stated that when he looks up, his symptoms dramatically increase in that he will suffer a vertiginous attack and perhaps fall.  He also complained of tremors both at night and during the day.  On examination, the employee had marked difficulty with finger to nose testing, he could not stand with his legs together, and he walked hesitantly with a cane.  Dr. Perkins diagnosed a possible myoclonic activity tremor, origin unclear.  On April 28, 2000, the employee underwent follow-up EEG testing, which resulted in an abnormal recording according to Shirley Fraser, M.D.  The recording “showed a focus of slow activity.”
  

On May 30, 2000, the employee returned to Dr. Eneboe “very depressed, very angry, really kind of lashing out and feeling like he’s not getting any better.”  Dr. Eneboe stated the employee could not drive, he could barely walk, and he had not made any progress in the past several months.  According to Dr. Eneboe, during a recent conversation with Dr. Perkins, Dr. Perkins concluded the employee had a conversion reaction, though he felt there were still questions regarding the employee’s hearing.  Dr. Eneboe was concerned that the employee was now experiencing rather profound hearing loss on the left side and his balance problems were unchanged.  He believed the employee should undergo further evaluation at UCLA.

Thereafter, otolaryngologist Jeffrey Harris, M.D. evaluated the employee at UCLA.  In his report dated August 3, 2000, Dr. Harris reported the employee had vertigo and imbalance, particularly with symptoms of a constant sensation of rocking, since his injury.  He also noted significant vertigo with quick head movements.  Dr. Harris concluded the employee would be an excellent candidate for a right-sided labyrinthectomy to abate the vestibular system on that side.

During a follow-up visit with Dr. Eneboe in September of 2000, Dr. Eneboe noticed grease on the employee’s hands.  The employee stated he had been working on tractor trailer trucks to get them ready for sale, but he was having trouble.  The employee indicated that while driving one of the trucks in the yard, he put it in a ditch.  The employee also decided against the surgery recommended by Dr. Harris, though Dr. Eneboe felt the employee might need to reconsider surgery in the future.
  At another follow-up visit on January 15, 2001, the employee reported unrelenting dizziness and balance difficulties.  He also stated he walked with a cane and could not drive.

In addition, the employee continued to receive psychiatric treatment at the Community Mental Health Center in Homer.  In a report dated February 22, 2001, Dr. Burgess concluded:

In spite of verbalizing aspects of negative self worth around his perceived disability he holds an excessively inflated sense of self worth…In summary, Mr. Grace qualifies for a diagnosis of personality disorder with narcissistic features and likely suffers a narcissistic personality disorder…his prognosis must be considered guarded as it appears that these personality factors may have preceded his disability even though there are those in his family who indicate otherwise.

Moreover, in March of 2001, Dr. Glass and Lawrence Zivin, M.D. examined the employee at the employer’s request.  During his evaluation with Dr. Zivin, a neurologist, the employee stated his shaking became worse after he began physical therapy in 1999.  According to the employee, he was given crutches around this time to, so he would feel steadier on his legs.  The employee’s current complaints included mobility and shakiness, vision problems, hearing and depression.  The employee stated he is very slow to walk and bend over, and he cannot elevate his head/neck above a flexed position.  He also stated the tremors in his legs were much worse than the tremors in his arms.  According to the employee, occasionally, he could walk better for 5-10 yards.

Dr. Zivin observed the employee walking very slowly from room to room with a cane.  The employee also displayed a rapid shakiness in his arms and legs, seeming to bounce around at times. Upon examination of the cervical spine, the employee stated that when he extended his neck and tried to look upward, everything began spinning around. Dr. Zivin noted:

…There is a similar rapid shakiness which seems to migrate between the arms and legs, when standing and walking.  Interestingly, it disappears when he is sitting, even unsupported  on the examination table.  He has no sitting titubation, and even standing, once his is distracted, there is no shakiness or tremor.  When he is asked to walk, however, then his tremor reappears in the arms, legs or anywhere -  it migrates, and appears and disappears, in one place or another, then recurs.

Dr. Zivin initially suspected the current findings and associated history were spurious and embroidered, as the complaints and behavior were far out of proportion to the findings on examination, which yielded no clinical findings seen in individuals who have disorders of balance systems.  Dr. Zivin also reviewed surveillance videotapes dated August 25, 2000.  Dr. Zivin stated the videotapes show the employee clearing brush from both level and hilly ground, wielding a chain saw, bending, twisting, changing positions, standing on a log, and using his arms, head and neck in a variety of positions.  According to Dr. Zivin, there was no evidence on the tapes of any gait or balance dysfunction, impairment of posture, or impairment of the upper and lower limbs.  Dr. Zivin found:  

At not (sic) time is there any change in Mr. Grace’s behavior even remotely to suggest some sudden or acute alteration in his ability to take care of himself, need for special correction or balance.  There are no tremors or involuntary movements seen.  There is no evidence of fatigue.  Mr. Grace was also seen using his fingers dexterously, such as in handling and smoking a cigarette, repairing his chain saw/saw blade.  In essence, Mr. Grace’s behavior appears to be normal, unencumbered and without any visible type of behavior or postural deficit.  Given the nature of Mr. Grace’s history and findings on current date, as well as the multiple normal neurological examinations present in the chart over the past two and a half years, I am not surprised that documentation of his normalcy of function on 8-25-00.  Further, this type of documentation, in my opinion, removes Mr. Grace from consideration of merely having psychological reaction to his or someone else’s notion of a balance impairment, and places him squarely in the situation of being purposefully deceptive about his medical claim.

Furthermore, Dr. Zivin opined the employee was medically stable 3-4 months after his injury and could return to his job at the time of his injury.  However, assuming small, sporadic elements of imbalance, Dr. Zivin determined the employee should avoid unprotected heights.

Additionally, Dr. Glass performed a follow-up psychiatric examination on March 16, 2001.  Further, Dr. Glass reviewed surveillance tapes.  Dr. Glass determined that the employee was not credible in his reporting of symptoms and disability.  Moreover, Dr. Glass determined  his previous diagnosis of Conversion Disorder was invalidated, and the appropriate psychiatric diagnoses were malingering and anxiolytic abuse or dependence.  Dr. Glass retracted his diagnosis of Conversion Disorder on the basis the employee voluntarily feigned and consiously controlled his symptoms.  According to Dr. Glass, the employee is not permanently and totally disabled and is able to work.

Neurotologist May Huang, M.D. also examined the employee at the employer’s request.  Dr. Huang determined the neurotologic exam and testing were not consistent with vestibular dysfunction, but rather secondary gain.  Dr. Huang found several features of the exam, such as weightbearing on one leg and a lack of nystagmus during symptoms of dizziness or visual disturbance, were not consistent with severe vestibular dysfunction such.  Dr. Huang concluded the employee’s imbalance was feigned, though there was profound hearing loss in the right ear.  Dr. Huang determined the employee was medically stable since August of 1999 and was not permanently and totally disabled from suitable employment.

Thereafter, on April 3, 2001, Dr. Eneboe reviewed surveillance tapes supplied by the employer and reported:

The thing that disturbed me as I looked at this was that, during that time in August and September, I was seeing Mr. Grace in the office and he was emphasizing that he could do nothing.  At that time, he was presenting at the office with his cane, sometimes with his wife assisting him, walked with his head down, complained, as he has consistently, that he’s never able to tip his head backwards.  At one point in August, we talked about a number of things that I suggested he could try doing, all of which he said he couldn’t do.  He told me consistently that he can’t read, he can’t do small hand coordination, that he really emphasizes over and over again that he’s able to do nothing.  The video is pretty clearly at odds with what Mr. Grace was describing…I can’t say I disagree with the diagnosis of malingering.  What I can’t do is give any judgment as to how much is malingering, how much is exaggeration, and how much is there some impairment from the accident.  In my mind, it’s pretty clear that at the very least John has significantly exaggerated his disability.

Dr. Burgess also viewed the surveillance videotapes and reviewed the reports by Dr. Zivin and Dr. Glass.  He stated in a report dated April 3, 2001:

It is clear on the basis of these evaluations and observing John in the video that there are inconsistencies in his presentation to me…I reiterated that there is nothing from a psychiatric standpoint that limits John from returning to work.  I also agree that Mr. Grace does not suffer a Conversion Disorder.  John clearly suffered a head injury and hearing loss.  John suffers a history of perfectionism and anger problems, which have preceded his head injury.  These personality features contribute to his adjustment difficulties and his current Mood Disorder.  When asked if it’s reasonable to consider a diagnosis of Malingering, my answer is that it is reasonable to consider that diagnosis.

In a letter to employer’s counsel dated May 4, 2001, Dr. Williams, who previously repaired the employee’s perilymphatic fistula, opined:

1) It is my opinion, based on the video and other exams of Mr. Grace, that he does not apparently have balance problems due to vestibular injury.

2) The physical activity, balance coordination and complexity of the motor tasks as demonstrated on the video preclude the presence of a significant vestibular problem.
3) In reference to the possibility of the videotape being merely a good day for Mr. Grace, I do not see that a true organic lesion of the labyrinthine system would fluctuate.
4) In fact, many lesions such as perilymphatic fistula can actually be aggravated by the kind of motor activity being demonstrated on the video.  As far as the AWCB doing their independent medical evaluation, I would absolutely feel the videotape should be viewed, as the evidence on that videotape is compelling against Mr. Grace’s alleged symptoms.
5) I concur with the aforementioned doctors, Gordon, Huang, Zivin, and Glass that Mr. Grace’s balance disorders are non-organic.
6) In terms of definition of medical stability, I feel that: A) Mr. Grace, based on the videotape, probably does not have a balance problem; B) He does have deafness in his right ear, which is presently stable.  The hearing loss in his left ear seems to have fluctuated on various testing, the most recent of which I believe was in April, 2001, shows relatively good hearing and, therefore, is probably also stable.
7) I do feel that Mr. Grace is suitable for gainful employment and I strongly feel it would be in his best interest to return to work.
8) I also concur that Mr. Grace certainly could return to his previous job as director of maintenance; however, the deafness in his right ear and the somewhat reduced hearing in the left ear may make it hazardous to work in an environment where aircraft may be moving around and he would be unable to hear it.  However, physically, I think he could certainly access the aircraft to do maintenance.
9) I do concur with Dr. Huang, et al, that I would not recommend surgery on Mr. Grace at this time and I think Dr. Andrews and Harris after they have viewed the videotape will also concur.
10) I thought it was interesting, in view of our conversation, that Mr. Grace has repeatedly turned down recommended surgeries and I think this is consistent with the fact that he is not as dizzy as he would appear to be when examined by the physicians aforementioned.
After reviewing the above report by Dr. Williams, Dr. Eneboe stated in a chart note dated May 16, 2001, “As Mr. Grace’s ongoing physician, I feel the obligation to give Mr. Grace every benefit of the doubt, but in my own mind I have no disagreements with the conclusions drawn by Dr. Williams, and put forth in his letter.”  Then, on May 22, 2001, Dr. Eneboe recommended an additional EEG testing and stated:

John’s father is in today for a consult about his son, John Grace.  Dr. Grace’s concerns are that apparently the insurance company has determined that, as of 2/2000, John was able to work full time and was fully employable, and able to return to his work as an aviation mechanic.  I haven’t seen any of those recommendations, but I certainly don’t agree with that assessment.  If nothing else, psychologically John certainly was unable to go to work at that time, and employment still remains a challenge for him…I don’t think there is any way I could declare him as being normal as far as his balance is concerned.  I also feel that John exaggerates his symptoms.  Whether this is a conversion reaction or out and out malingering is difficult for me to assess, and I clearly think there are some very significant psychological problems.

***

I told Dr. Grace that it is beyond my ability to sort out the physical from the psychological and functional components of John’s difficulties.  I did also share with Dr. Grace that I have consistently pushed John to lead as normal and full a life as possible, and I do recall discussing with John the fact that he and his kids were cutting brush, and he never ever attempted to hide from me the fact that he was out in the brush cutting brush…He also shared with me the fact that he tried to work on his trucks on a consistent basis, and I certainly pushed him to be as active and involved w/ as many activities as he possibly could.

Finally, in a letter dated June 4, 2001, Dr. Perkins stated:

I have reviewed the video on John Grace taken in August and September, and essentially, he shows normal physical activity.  His balance, coordination, and performance of complex motor tasks is essentially within normal limits, and I agree with the other observers that this would preclude him from having significant vestibular damage.  He also, during the course of the motor activity, does not show any tremor, and doesn’t show any evidence of myoclonic or seizure-like activity…As regards his EEG, his first EEG was essentially within normal limits.  The second EEG shows some mild abnormalities in the mainly right anterior temporal area, with some mild slowing and occasional sharp activity.  This is a non-specific finding, and does not mean that he has had significant brain damage or has a seizure focus that would explain his abnormal tremor and myoclonic activity.  This is, as I said, a non-specific finding, and probably would be read as within normal limits.

At a prehearing on April 11, 2001, the parties stipulated to an SIME.  However, a dispute arose when the employer indicated it wanted to submit surveillance videotapes to the SIME physician.  Thereafter, in its hearing brief and at the hearing, the employer objected to the SIME on the basis that recent medical records nullified previously disputed issues.  Specifically, the employer argued the employee’s attending physicians in this case, Dr. Williams and Dr. Gordon, do not dispute the opinions offered by Drs. Glass, Zivin, Huang and Mangham.  The employer contended there are no significant medical disputes to warrant an SIME, and additional SIME reports would not substantially clarify the record.
 

On the other hand, the employee argued there are sufficient medical disputes to warrant an SIME.  In an amended SIME form submitted on May 29, 2001, the employee asserted several medical disputes existed between Drs. Eneboe, Burgess, Harris, Williams, Garner, Fraser and Perkins, on the employee’s side, and Drs. Glass, Mangham, Zivin and Huang on the employer’s side.  The employee argued there are medical disputes regarding causation, compensability, treatment, degree of impairment and functional capacity.  The employee failed to indicate what medical specialty or specialties is required for the requested SIME.


FINDINGS OF FACT AND CONCLUSIONS OF LAW

Should the Board order an SIME?


AS 23.30.135(a) provides in part:

In making an investigation or inquiry or conducting a hearing the board is not bound by common law or statutory rules of evidence or by technical or formal rules of procedure, except as provided in this chapter.  The board may make its investigation or inquiry or conduct its hearing in the manner by which it may best ascertain the right of the parties…


AS 23.30.095(k) provides in pertinent part:

In the event of a medical dispute regarding determinations of causation, medical stability, ability to enter a reemployment plan, degree of impairment, functional capacity, the amount and efficacy of the continuance of or necessity of treatment, or compensability between the employee’s attending physician and the employer’s independent medical evaluation, the board may require that a second independent medical evaluation be conducted by a physician or physicians selected by the board from a list established  and maintained by the board...

Moreover, under AS 23.30.110(g) “An injured employee claiming or entitled to compensation shall submit to the physical examination by a duly qualified physician which the board may require.”  We conclude we have wide discretion under AS 23.30.095(k) to determine whether to order an SIME to assist us in investigating and deciding medical issues in contested claims under AS 23.30.135(a).  We find the employee must largely rely on earlier medical opinions offered by Dr. Williams, Dr. Perkins, Dr. Burgess and Dr. Eneboe, and in contrast to opinions offered Dr. Glass, Dr. Zivin, Dr. Mangham and Dr. Huang, to support his request for an SIME.  However, we find Dr. Williams, Dr. Perkins, Dr. Burgess, and Dr. Eneboe recently retreated significantly from their previous opinions.  The board has denied a request for an SIME based on a physician’s change of opinion. See Fletcher-Howell v. Deep Sea Fisheries, AWCB Decision No. 95-0322 (November 17, 1995).  We understand Dr. Eneboe amended his opinion yet again in May of 2001.  However, Dr. Eneboe has also stated he had little to offer as far as the employee’s neurologic, physical and otological difficulties and “it is beyond my ability to sort out the physical from the psychological and functional component of John’s difficulties.” 

Moreover, although we do find some disagreements among the numerous opinions contained in the medical record, we find the parties have developed a full and extensive medical record to the degree that an additional SIME report(s) would not substantially clarify the record.  See Austin v. Tatonduk Outfitters, Ltd., AWCB Decision No. 98-0201 (August 5, 1998).  In addition, we note the employee failed to indicate what medical specialty was required for the requested SIME in his amended SIME form dated May 29, 2001.

Therefore, based on the above, we decline to exercise our discretion under AS 23.30.095(k) to order an SIME.  For these same reasons, we decline the employee’s request for an examination under AS 23.30.110(g).  Because we decline to order either an SIME or an examination under AS 23.30.110(g) at this time, we need not address the employer’s request to forward surveillance videotapes to an SIME physician.


ORDER
1. The employee’s request for an SIME is denied.

2. The employee’s request for an examination under AS 23.30.110(g) is denied.


Dated at Anchorage, Alaska this     day of July, 2000.
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Kathleen M. Snow,






     
Designated Chairman







____________________________                                






Philip E. Ulmer, Member

RECONSIDERATION

A party may ask the Board to reconsider this decision by filing a petition for reconsideration under AS 44.62.540 and in accordance with 8 AAC 45.050.  The petition requesting reconsideration must be filed with the Board within 15 days after delivery or mailing of this decision.

MODIFICATION

Within one year after the rejection of a claim or within one year after the last payment of benefits under AS 23.30.180, 23.30.185, 23.30.190, 23.30.200 or 23.30.215 a party may ask the Board to modify this decision under AS 23.30.130 by filing a petition in accordance with 8 AAC 45.150 and 8 AAC 45.050. 

CERTIFICATION

I hereby certify that the foregoing is a full, true and correct copy of the Interlocutory Decision and Order in the matter of JOHN M. GRACE employee / applicant; v. F.S. AIR SERVICE, INC, employer; NATIONAL UNION FIRE INS CO OF PITTSBURGH, insurer / defendants; Case No. 199819852; dated and filed in the office of the Alaska Workers' Compensation Board in Anchorage, Alaska, this      day of July, 2001.

                             

   _________________________________

      




                             Marie Jankowski, Clerk
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� Report of Injury dated 9/11/98.


� Providence emergency room records dated 9/11/98.


� Chart note by Dr. Williams dated 1/27/99.


� Dr. Gordon’s 7/12/99 report.


� Physical therapy report dated 8/26/99.


� Dr. Glass’s report dated 8/10/99.


� Report dated 9/22/99.


� Dr. Burgess’s report dated 9/24/99.


� MRI report dated 10/15/99.


� Physical therapy report dated 10/18/99.


� Dr. Eneboe’s chart notes dated 12/15/99, 11/23/99, 11/2/99 and 1/11/00.


� Dr. Gordon’s 3/1/00 chart note.


� Providence Alaska Medical Center record dated 4/28/00.


� Dr. Eneboe’s chart note dated 9/26/00.


� Dr. Zivin’s 3/26/01 report.


� Dr. Huang’s 4/2/01 report.


� In an affidavit dated 5/21/01, Janet Whetstone stated the surveillance videotapes totaled 3 hours 40 minutes.
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