INFORMED CONSENT

Scope of Settlement

This informed consent covers any and all compromise and release documents and all cases and dates of injuries specified in the compromise and releases.

Right to Trial

By entering into a compromise and release I understand that I am giving up all my workers’ compensation rights and benefits against my employer and the insurance company in exchange for a lump sum.  I understand that I do not have to settle for a lump sum amount.  By entering into a compromise and release I am giving up my right to a trial before a Workers' Compensation Appeals Board Judge and to present witnesses in my behalf.  I understand that the Judge could award me more or less money than the settlement amount, as well as future medical treatment.  I knowingly and voluntarily give up this right to trial and decision by the Judge.

Permanent Disability

By entering into a compromise and release I understand that I will no longer receive any periodic payments.  Payments will stop for all benefits including temporary disability, permanent disability, permanent disability advances and life pension, if any.

Permanent Disability Advances

Permanent disability advances are a loan to me and are to be repaid by me whether or not I enter into a settlement by way of compromise and release or there is a trial or I agree to a stipulation. I understand that permanent disability advances will be deducted from the lump sum settlement amount that I will receive as the result of the compromise and release.

Right to Reopen

I understand that by entering into a compromise and release that I am giving up my right to reopen my case and to petition for new and further disability.  I understand that if my disability should increase or there becomes a need for additional or unforeseen medical treatment in the future, that by entering into a compromise and release, I will not be able to petition the Workers' Compensation Appeals Board to reopen for additional disability and benefits.

Medical Treatment

I understand and acknowledge that the settlement of my workers' compensation case by the Compromise and Release with the insurance company and the employer, means that the insurance company and the employer will not be responsible for any future medical expenses or expenses related to medical treatment or evaluations after the date of signing the Compromise and Release.

I understand and acknowledge that I will be responsible for all future medical treatment and expenses related to my workers' compensation injury and that I will receive no further payments from the insurance company and may not seek reimbursement for any expenses from the insurance company or my employer.

I understand that I am giving up my right to keep medical treatment open.  I have the right not to settle future medical treatment. In paragraph 6 of the Compromise and Release  I am agreeing to pay all future medical expenses.  I am taking full responsibility for all of my future medical treatment and the costs thereof.  No further treatment will be supplied by defendants and no further expenses will be paid by defendants.

I understand that I do not have to settle my workers' compensation case in a way that included giving up my right to future medical care for my work injuries.  I choose to give up that right even though I am fully aware that my future medical expenses for my work injuries may be far greater than the settlement amount, and that my medical condition could worsen substantially, and the cost of medical care and/or medication required to treat my injuries may increase in the future.

I understand that I will not be able to go back to the defendant for additional treatment or disability payments even if unforeseen serious medical complications arise or future medical expenses far exceed the settlement amount.  My medical condition could worsen and require a substantial increase in medical expenses, which will be entirely my responsibility.

I understand and acknowledge that any future medical expenses that are the result of my workers' compensation injury will have to be paid by me from the proceeds of the settlement. I know that I must make appropriate arrangements to ensure that I have sufficient funds available from the proceeds of the Compromise and Release to pay any future medical expenses to cure or relieve the effects of the workers' compensation injury.  

I understand and acknowledge that I can receive the sums of the Compromise and Release through a structured settlement.  The structured settlement may have tax advantages but that I would not have all of the proceeds from the Compromise and Release immediately available for my use.  Knowing and understanding this I elect not to have a structured settlement.

Group Medical Insurance Coverage

I understand and acknowledge that my condition as the result of my workers' compensation injury may be considered a pre-existing condition for purposes of health care insurance and that a health insurance provider may not pay for medical expenses that are the result of or are a consequence of my workers' compensation injury.

Social Security

I understand and acknowledge that the amount received by me from the Compromise and Release will be considered by the Social Security Administration in determining eligibility for any social security disability benefits I may be entitled to receive.

I understand and acknowledge that by receiving a lump sum settlement that monthly payments from Social Security Disability may be reduced.

Social Security Supplemental Security Income (SSI) is a benefit for those disabled persons who have limited income and resources. I understand and acknowledge that by agreeing to receive a lump sum settlement I may become ineligible for SSI benefits.

Medicare

I understand and acknowledge that Medicare may not pay for future medical expenses incurred as the result of my workers' compensation injury.

I understand and acknowledge that a sum may be deposited in a Medicare Set Aside Trust and that amounts may be withdrawn from this trust for medical expenses.  I elect not to have a Medicare Set Aside Trust.

I will keep a careful accounting of all expenditures along with receipts for all amounts spent to cure or relieve the effects of my workers' compensation injury.

I understand and acknowledge that the terms of the Compromise and Release and the characterization of the amounts specified in the Compromise and Release are not binding on the Social Security Administration and that the Social Security Administration will make their own decision about the amount of my monthly payments and Medicare benefits. I understand and acknowledge that by agreeing to the Compromise and Release that my Social Security and Medicare benefits may be denied or reduced due to the amounts received from the Compromise and Release.  I understand this risk and elect to proceed and settle my workers' compensation benefits by entering into the agreements as set forth in the Compromise and Release.  

I have received and have read the pamphlet published by the Health Care Financing Administration entitled Medicare & You 2000.

Vocational Rehabilitation

I understand that I may settle my right to vocational rehabilitation with the agreement of the employer and insurance company.  If my vocational rehabilitation benefits are not settled I understand that I must make an initial request for vocational rehabilitation benefits within one year from the date that the Workers' Compensation Appeals Board approves the compromise and release or one year from the last finding of permanent disability, whichever is later. I understand that if I do not make an initial request for vocational rehabilitation benefits within the time limit that I will forever be precluded from receiving vocational rehabilitation benefits.

I understand that by entering into the compromise and release that the employer and insurance company will not be responsible for any injury or increased disability or need for medical treatment that I may receive or that may become necessary while I am participating in vocational rehabilitation.  I understand that any injury or disability or need for medical treatment that arises as the result of my participation in vocational rehabilitation is solely my responsibility.

Attorney’s Fee

I understand that my attorney’s fee is not to be paid by the employer or the insurance company and that it is solely my responsibility.  The attorney fee amount will be deducted from the settlement amount that I am to receive. I acknowledge that my attorney has requested an attorney fee in an amount specified in the compromise and release and that the amount is subject to the approval of the Judge.  I acknowledge that the amount is fair and reasonable and I consent to the amount.

Acknowledgement

By signing this Informed Consent I acknowledge that I have read and understand all the terms of this Informed Consent and of the Compromise and Release.  I further acknowledge that my attorney has discussed and explained this Informed Consent and the Compromise and Release and I am satisfied with the explanation.  I further acknowledge that my attorney has advised me to consult with an attorney who specializes in social security benefits before agreeing to the Compromise and Release.

Dated: ______________

_____________________________________________






Signature of Client

PAGE  
4

