ILLINOIS WORKERS' COMPENSATION COMMISSION
SETTLEMENT CONTRACT LUMP SUM PETITION AND ORDER

ATTENTION. Please type or print. File four copies of this form. Attach a recent medical report. Answer all questions.

Workers’ Compensation Act X_ Occupational Diseases Act ~__ Fatalcase? No X_ Yes __ Dateofdeath =
SPENCEK STIGALL » ) Case # 14 WC 1110.194 gy il phs |
Employee/Petitioner

v

M.I. ELECTRIC, TLC
Employer/Respondent

Setting Bloomington

To resolve this dispute regarding the benefits due the petitioner under the Illinois Workers’ Compensation or Occupational Diseases
Act, we offer the following statements. We understand these statements are not binding if this contract is not approved.

Spencer Stigall - 627 Droadway Huvana 1 620
Employee’s name Street address City State  Zip code
ML, Electric, |1 g 1190 Erie 0L Crown Pomnt N 46307
Employer’s name Street address City State  Zip code
State Employee? Yes _ No X _ Male X Female Married _X Single

# Dependents under age 18 0 Birthdate  03:2%5/1967 Average weekly wage $2.639.10

Date of accident 11-9-14

How did the accident occur? Petitioner was pulled into air by a rope caught on his right leg. 4

What part of the body was affected? Right leg. right (vot, lef leg, buck, lefi shoulder. man as o whole. any and all. s
What is the nature of the injury? Lef knee internal derimgement with muluple sureeries including knee replacement, risht font
vsteoarthroris and deranzement with muluple surseries meluding mudiost fusion und on-going necrolie lissie and wonnd clostre
issues. Jow back <triu. and left shoulder distal clavicle fractire with surgery, thoracie vertebra fractiure. perinaneni work restrictions.
anv and all.

The employer was notified of the accident orally X in writing . Return to work date None

Location of accident Wivnesyille. [ Did the employee return to his or her regular job? Yes No X __

If not, explain below and describe the type of work the employee is doing. the wage earned, and the current employer’s name and address.
Disputes exist as to, inter alia, Petitioner’s present work capabilities. This settlement is made to resolve any and all such disputes.

TEMPORARY TOTAL DISABILITY BENEFITS: Compensation was paid for __ weeks at the rate of $1,336.91/week.
The employee was temporarily totally disabled from Appropriate perods paid through daie of settlement contract approval,

MEDICAL EXPENSES: The employer has ~ hasnot X  paid all medical bills.

Respondent agrees to resolve the following medical bills pursuant to the fee schedule or other contractual arrangement: Memorial
Medical Center (10/24/2017 - $1,564.00); Orthopedic Surgery Center (11/16/2017 - $199.00); SIU Medicine (2/18/2019 - $595.95);
Orthopedic Center of Illinois ($2,726); Associates of Anesthesia Sprinfield (2/18/2019 - $960.00); Memorial Home Services
($345.00); and Springfield Clinic (5/2/2019 - $245.00). Any and all other bills, known or unknown, are disputed and denied.

PREVIOUS AGRFEMENTS: Before the petitioner signed an Attorney Represeniation Agreement, the respondent or its agent offered in
writing to pay the petitioner $N/A as compensation for the permanent disability caused by this injury.

An arbitrator or commissioner of the Commission previously made an award on this case on N/A regarding

TTD None _ Permanent disability None Medical expenses None Other None
JCS 12/04 100 W. Randolph Street #8-200 Chicago, IL 60601 312/814-6611 Iut Pee B66/350-3038 Web site: wivw twec il gov
Downstate offices: Collinsville 618/346-3450 Peoria 309/671-3019 Rockford §13/487 2200 Sprimgficld 2027755 7054

“This form is a true and exact copy of the cument IWCC form [CS, as revised 12/04™



TERMS OF SETTLEMENT:  Attach a recent medical report signed by the physician who examined or treated the employee.

SEE ATTACHED RIDERS

Total amount of settlement S.100.000 plus
CAIS approved MSA funding of S170.842 on a structured
basis and $40.69:1 13 for non-medicgre coverad eapenses
¢ 80,000.00

Deduction: Medical reports, X-rays $2,033.05

Deduction: Attorney’s fees

Deduction: Other (explain) %

Amount employee will receive § 317,966.95

PETITIONER’S SIGNATURE. Attention, p-en'ffoner. Do not sign this coniract unless you understand all of the following statements.

I have read this document, understand its terms, and sign this contract voluntarily. I believe it is in my best interests for the
Commission to approve this contract. I understand that 1 can present this settlement contract to the Commission in person. I
understand that by signing this contract, I am giving up the following rights:

1. My right to a trial before an arbitrator;

2. My right to appeal the arbitrator’s decision to the Commission;

3. My right to any further medical treatment, at the employer’s expense, for the results of this injury;

4, My right to any additional benefits if my condition worsens as a result of this injury.

~SPenccr a4/l

Spencer Stieall

6/8/20

Signature of petitioner

Name of petitioner (please print)

Tcleplmné number Date

PETITIONER’S ATTORNEY. I attest that any fee petitions on
file with the TWCC have been resolved. Based on the
information reasonably available to me, [ recommend this
settlement confract be approved.

- -
§i_g_;n;£ure of éttomey Date

Stenhen Kellv
Name of attorney and IC code # (please print)

Stephen Kellv Law _ _ g
Firm name FEIN
2710 Knoxville Ave
Street address

Peoria. 11. 41604
City State Zip code

J09-681- 1900
Telephone number
«Endif»«EndAccess»

_____ shelly-asiephenhellviaw. com
E-mail address

RESPONDENT’S ATTORNEY. Latiestthal wny-fee-petitions-on
lilewith—the W CC have—twen—resulved.  The respondent
agrees to this settlement and will pay the benefits to the
petitioner or the petitioner’s attomney, according to the terms
of this contract, promptly after receiving a copy of the

approved coglzer,
ff\/ﬁ\/t/\_. b/ﬁ;lo

Signature of atonfh fisiss Date
Jigar Dusai : #5307
Name of attorney uud IC code # or agent (please print)

Rusin & Maciorow ki, Lid. -
Firm name

10 South Riverside Plaza, Sujie 1925 e

Street address

Chicago ol MR T RGO
City State Zip code

312-454-5110
Telephone number

jdesaia rusinlaw com
E-mail address

Helmsman Management Services
Name of respondent’s insurance or service company (please print)

ORDER OF ARBITRATOR OR COMMISSIONER:
Having carefully reviewed the terms of this contract,
in accordance with Section 9 of the Act, by my stamp
I hereby approve this contract, order the respondent
to promptly pay in a lump sum the total amount of
settlement stated above, and dismiss this case.
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PROVED BY AUTHORITY OF THC
luﬁ:ls WORKERS' COMPENSATION COMMISSIC..

Occupational Diseases Acts
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