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Hearing before Chief Administrative Law Judge David Greenbaum on October 16,
2009, at Marion, Crittenden County, Courthouse.

Claimant represented by Mr. Marc I. Baretz, Attorney-at-Law, West Memphis,
Arkansas.

Respondents represented by Mr. David C. Jones, Attorney-at-Law, Little Rock,
Arkansas.

STATEMENT OF THE CASE

A hearing was conducted October 16, 2009, to determine whether the

claimant was entitled to additional workers’ compensation benefits.

A prehearing conference was conducted in this claim on August 19, 2009,

and a Prehearing Order was filed on said date.  At the hearing, the parties

announced that the stipulations,  issues, as well as their respective contentions

were correctly set out in the Prehearing Order.  A copy of the Prehearing Order was

introduced, without objection, as “Commission’s Exhibit 1.”

It was stipulated that the employment relationship existed between the

parties at all relevant times, including September 28, 2007; that the claimant

sustained a compensable low back injury on said date; that he earned sufficient
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wages to entitle him to the maximum compensation rates of $504.00 per week for

temporary total disability and $378.00 per week for permanent partial disability; that

respondents paid appropriate temporary total disability benefits, to date; and that

respondents had controverted all benefits beyond those previously paid.

By agreement of the parties, the primary issue presented for determination

concerned claimant’s entitlement to additional medical treatment, specifically,

recommended back surgery.

Claimant contended, in summary, that he was entitled to surgery

recommended by his authorized treating physician, Dr. Gardocki; that the treatment

was reasonably necessary, as well as casually related to the admitted injury; that

he would be entitled to temporary total disability benefits beginning with the date

of surgery, if approved, and continuing through an undetermined date; and that a

controverted attorney’s fee should attach to all additional benefits awarded.  At the

hearing, the claimant pointed out that different types of back surgeries had been

recommended and that he was requesting the fusion surgery recommended by Dr.

Gardocki.  

The respondents contended that the recommended surgery was not

reasonably necessary while maintaining that the need for surgery may be related

to independent intervening events or accidents, as well as the claimant’s pre-

existing condition.

The claimant was the only lay witness to testify.   The record is composed
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solely of the transcript of the October 16, 2009, hearing containing a volume of

medical records consisting of ninety-three (93) pages which were introduced as

“Joint Exhibit A,” together with a supplemental report from Dr. Gardocki dated

October 14, 2009, which was introduced as “Joint Exhibit B.”

From a review of the record as a whole, to include medical reports,

documents and other matters properly before the Commission, and having had an

opportunity to hear the testimony of the claimant and to observe his demeanor, I

hereby make the following findings of fact and conclusions of law in accordance

with Ark. Code Ann. §11-9-704:

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The Arkansas Workers’ Compensation Commission has jurisdiction over this

claim.

2. The stipulations agreed to by the parties are hereby accepted as fact.

3. The claimant has proven, by a preponderance of the credible evidence, that

lumbar fusion surgery recommended by Dr. Raymond. J. Gardocki is

reasonably necessary medical treatment, as well as causally related to the

claimant’s admitted, compensable injury, and should be paid by the

respondents.

4. The claimant would be entitled to temporary total disability benefits from the

date of the surgery and continuing until such time that the claimant is

permitted to return to work and/or his healing period is determined to have
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ended.

5. Additional issues are, by necessity, specifically reserved.

DISCUSSION

The relevant facts in this claim are basically undisputed.  Further, I found the

claimant to be an extremely credible witness.  As will be set out further below, the

claimant has undergone an extensive course of medical treatment, both

conservative treatment, as well as more aggressive epidural injections which are

considered surgical procedures.  During the entire course of the claimant’s medical

treatment, he has exhibited an extremely strong work ethic by requesting that his

medical providers allow him to continue driving a truck for the employer herein.  In

fact, the record reflects that the claimant has only missed a minimum amount of

work during the more than two (2) years of treatment that he has received since his

admitted work-related accident.  The claimant’s physical condition has continued

to progressively deteriorate.  The claimant’s authorized treating physician, Dr.

Raymond J. Gardocki, has recommended a lumbar fusion.  Respondents referred

the claimant to Dr. LaVerne Lovell for a consultation and to obtain a second opinion

regarding the proposed surgical intervention.  Dr. Lovell has recommended a

lumbar discectomy without a fusion.  Respondents have controverted both

proposed surgeries.

Again, the primary issue presented for determined is whether surgery is

reasonably necessary and related to the admitted injury.  If answered affirmatively,
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a corollary issue is which of the recommended surgeries is most appropriate.  

The claimant, Abe Stackhouse, is forty-two (42) years old.  He has been

employed by the respondent since February, 2004.  The claimant is employed as

a tanker driver.  The claimant’s duties require him to drive over-the-road, delivering

petroleum products to customers.  The claimant is also required to lift and connect

hoses to tanks.  Although the parties stipulated to a September 28, 2007, date of

injury, it appears that the specific incident occurred on September 26, 2007.  The

incident was described as follows:

Q     What were you doing?

A     I went to one of our customers and tried to pull down a dolly because it was too
high, and the landing gear was like sort of like a slant and I was trying to force it to
go down, because it wouldn’t go down in either gear, and finally I got it low enough
because if it was too high, I would slide completely up under it, which would cause
a high hook, so –

Q     And what happened when you did that?

A     I felt my back pop.

Q     You actually – you say you felt your back pop.  Let’s stop there.  Tell me what
that means.

A     Popping in your back, you know, like your bone, it pops or something like that.

Q     Okay.

A     I didn’t really pay it too much matter, and then the next morning I went to the
stop and took a ten hour break, and the next morning I woke up and I’m stiff.  I
called my STO, and he told me, he said, “Well, you got time coming in.  I want you
to see the doctor when you come in,” and that’s what we did.

Q     Okay.  So were you bent over when this happened?
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A     No, I was in a rowing motion.

Q     Okay.  And it was a – what kind of a dolly was it?

A     A tanker dolly, that’s referring to the bottom, that rolls up the legs, up and
down.  (Tr.15-16)

The incident was promptly reported to the claimant’s supervisor, Tony

Johnson.  The employer sent the claimant to the company clinic, Coast to Coast

Medical, in West Memphis, Arkansas.  The claimant was released to return to work

with restrictions.  The claimant returned to the Coast to Coast Medical Clinic the

following week and was seen by Dr. David Webber.  Dr. Webber prescribed

medications and ordered an MRI.  Dr. Webber also referred the claimant to

Campbell Orthopedic Clinic in Memphis, Tennessee.  The claimant was first seen

at the Campbell Clinic on October 23, 2007.  The claimant was initially treated at

the Campbell Clinic by Dr. John D. Dockery.  Dr. Dockery treated the claimant from

October 23, 2007, through December 24, 2008.  After all treatment measures failed,

Dr. Dockery referred the claimant to a spine surgeon in the same clinic.  The

claimant was first evaluated by Dr. Raymond J. Gardocki on February 3, 2009.  The

Campbell Clinic has, at all times since October 23, 2007, remained the claimant’s

authorized medical provider.  Respondents exercised good faith in meeting its

obligations under our workers’ compensation law by accepting and paying all

medical treatment provided at the Campbell Clinic until Dr. Gardocki recommended

a lumbar fusion surgery which respondents resisted.  After respondents



-7-

controverted the recommended surgery, the claimant secured the services of an

attorney.  Respondents then requested that the claimant be evaluated by another

physician of its choosing, Dr. LaVerne R. Lovell.  Apparently, Dr. Lovell is a

neurosurgeon in Jonesboro, Arkansas.  As will be set out further below, Dr. Lovell

has recommended an alternative surgery.

The respondents contended that the recommended surgery was not

reasonably necessary while maintaining that it could be related to independent

intervening events or accidents, as well as the claimant’s pre-existing condition.

Respondents’ contentions are not supported by the facts or the law.  Admittedly, the

medical record reflects that the claimant was involved in a motor vehicle accident

in  October,  1997.  The claimant also sustained a work-related low back injury on

or about March 4, 1998.  The claimant’s prior back problems are poorly developed.

At one point, the claimant underwent a lumbar discectomy which the claimant

maintains resolved his physical problems.  The exact date of the procedure is

unclear.  The claimant denied having any further medical problems or requiring

additional medical treatment following the discectomy until his September 26, 2007,

admitted injury.  The medical evidence supports this assertion.  (Tr.14-15)(Jt. Ex.

A, pp.1-18)

As previously noted, the claimant was first treated by the company

physicians, Coast to Coast Medical in West Memphis, Arkansas.  The claimant was

treated with medications and permitted to continue working.  The claimant was next
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referred to Campbell Orthopedic Clinic.  The claimant was first examined by Dr.

John Dockery on October 23, 2007.  Dr. Dockery notes the following history:

HISTORY OF PRESENT ILLNESS: Mr. Stackhouse is a 40-year-old male in
excellent health except for back surgery for a L3 radiculopathy in the past with
acute onset of low back pain in the mid line of his lower back.  It started one month
ago when he was working on a trailer.  He felt a pop in his lower back with acute
pain complaints.  The pain is unchanged in intensity since that time.  It is constant.
He notes anterior thigh pain bilaterally with standing and walking.  As well he notes
no numbness, paraesthesias, bowel or bladder incontinence changes, weight loww
changes, or fevers.  He does note fatigue in his legs with prolonged walking.  The
pain is worse with walking.  It also bothers him when he lays flat and stands for
prolonged episodes.  The pain averages about a six out of ten.  The pain improves
with sitting as well as lying on his sides.  He notes no significant improvement with
Flexeril or Naproxen.  (Jt. Ex. A, p.27)

Dr. Dockery performed a physical examination, as well as reviewed an MRI which

he interpreted as showing a desiccation at L3-4.  He also noted a disc bulge at L4-5

and L5-S1.  Dr. Dockery made the following recommendations:

PLAN:
1) He will continue with the Naproxen and the Flexeril and add Tramadol for

additional pain control.  He can take the Tramadol every eight hours for
additional pain control.

2) We will place him on a Medrol Dosepak for acute anti-inflammatory pain
relief.  He is told not to take the Naproxen while he is taking this.  After he
completes the Medrol Dosepak, he can go back on the Naproxen.  He has
had injections in the past causing high blood sugars but has not ever had
any problems with the Medrol Dosepak.  He is told if he starts having
problems with polyuria or polydipsia or increased thirst and urination that he
should stop this and just go back to the Naproxen.  We will also add
Tramadol 50 mg every eight hours for additional pain control.

3) We will place him on very mild restrictions with only lifting restrictions fo fifty
pounds.  Otherwise, no other restrictions are going to be placed on him.  He
can go back to work as a driver without any problems.

4) We will have him return in about six weeks.  If his pain complaints are
unimproved at that time we will likely consider a right L4-5 translaminar
epidural steroid injection.  (Jt. Ex. A, p.29)
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Campbell Clinic has remained the claimant’s primary, as well as authorized

treating physician since October 23, 2007.  The claimant returned to Dr. Dockery

on December 21, 2007, at which time his complaints were unchanged.  Dr.

Dockery’s impression and recommendations state:

IMPRESSION:
40-year-old male with previous lumbar radiculopathy, acute pain complaints to the
back, disc bulging at L3-L4, L4-L5 and L5-S1.  On physical exam, his pain is over
the right L5-S1 facet joint.  He notes Tramadol does not help his pain complaints
significantly.  He is still having muscle spasm and he can’t take the Flexeril on the
road because it makes him sleepy when driving.

PLAN:
1) After discussing the risks including spinal cord injury as well as adverse

reaction to medication, we will do an epidural steroid injection via right L5-S1
translaminar approach.

2) We will have him continue with the Naproxen and try him on some Robaxin
for muscle relaxation.  Maybe this will be less sedating for him to take while
at work.

3) He will be able to return to work full duty with no restrictions.
4) We will have him return about 3-4 weeks after the injection.  (Jt. Ex. A, p.55)

The claimant returned to Dr. Dockery on January 31, 2008.  Based upon the

MRI studies and diagnosis of lumbar spondylosis and herniated nucleus pulposus,

Dr. Dockery performed a right L4-L5 translaminar epidural steroid injection with

fluoroscopy.  The claimant returned to Dr. Dockery on February 19, 2008, reporting

that the injections only improved his symptoms for a couple of days and later the

pain essentially returned to the previous level.  Dr. Dockery noted muscle spasm

on physical exam over the right L5-S1 and L4-5 paravertebral musculature.  The

doctor scheduled another epidural steroid injection at a different level while
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continuing the prescribe home exercise and medication.  Dr. Dockery noted that if

repeat injections were unsuccessful, he would consider surgical referral.  The

record reflects that Dr. Dockery attempted to schedule a second epidural injection

but that the workers’ compensation insurance carrier would not approve it.  The

claimant returned to Dr. Dockery on August 4, 2008, for another follow-up and a

new evaluation reporting increased problems, especially after lifting, as well as

numbness and pain going into the left buttock and lateral thigh.  Dr. Dockery again

recommended another set of epidural injections at different levels.  At the claimant’s

request, he continued to allow the claimant to keep driving.  The injections were

performed on November 25, 2008.  The claimant returned to Dr. Dockery on

December 24, 2008.  The claimant again only noted temporary relief from the

injections.  Because of failed conservative treatment with physical therapy and

injection, Dr. Dockery referred the claimant to one of the clinic’s spine surgeons

while permitting the claimant to continue driving.  (Jt. Ex. A, pp.55, 58, 61-62, 73)

The claimant was first evaluated by Dr. Raymond J. Gardocki on February

3, 2009.  Dr. Gardocki performed a physical examination, as well as reviewed prior

diagnostic testing including the abnormal MRI from October 11, 2007.  Dr. Gardocki

opined that the claimant was a reasonable candidate for a minimally invasive

surgical approach, but wanted to get a new MRI to make sure there were no

changes from the prior study.  The claimant returned to the Campbell Clinic on April

10, 2009.  Dr. Gardocki’s recommendations are set out below:



-11-

Mr. Abe Stackhouse returns to the clinic today.  We got his MRI and it is pretty
impressive.  He has a severely degenerative disc at L3-4 with modic changes.  He
has some foraminal narrowing bilaterally at L3-4.  He theoretically could have right
leg pain with the way the MRI looks but it is just really a left groin type pain.  They
did not approve the hip MRI but I don’t think there is any mystery here.  This
problem is the L3-4 disc.  This is where he has had surgery before.  This is similar
to the pain he had before so I think we know what the problem is.  He has had a
foraminal diskectomy.  He has a degenerative disc.  He has back and leg pain.  He
rates it 5 out of 10.  My recommendation for this is actually going to be fusing that
L3-4 level and the good news is he has gotten eight years out of the diskectomy
which is great but now the disc is wearing out and I think he is going to move on to
the next step which is a fusion.  The good news is we can do this from a direct
lateral interbody approach as we can get a nice complete diskectomy and a nice big
implant and percutaneously instrument him probably through the same scar that he
already has from the foraminal diskectomy so we do not have to disrupt any new
tissue.  That is the nice part about that and doing unilateral instrumentation with an
interbody fusion from the lateral approach should give plenty of stability.  We do
have a BMP so we don’t have to take any bone from his hip and I suspect we might
even be able to get him home for dinner the same day.  We will keep him 23 hours
if we have to.  While we are getting ready for that, we are going to have him see
Kelly Lee to do a core strengthening program and a preop program because if he
has good core strength beforehand, we are going to get him up and running a lot
quicker afterwards.  In terms of him going back to his job where he has to bend, lift
and twist and move some heavy stuff from time to time, this takes three months.
That is just because we need at least that much time for the bone to heal.  We
might be able to get him back at six weeks for some light duty stuff but I would plan
on three months so we are going to try to set this up for him.  He wants to do it
towards the beginning of August.  We will try to get it approved and get the ball
rolling.  We will see him back in three months.  (Jt. Ex. A, pp.82-83)

Respondents refused to approve the recommended surgery.  Respondents

did request that the claimant be evaluated for a second opinion concerning the

proposed surgical intervention.  The claimant was referred to Dr. LaVerne R. Lovell.

The claimant was evaluated by Dr. Lovell on September 18, 2009.  Dr. Lovell’s

recommendation follows:

RECOMMENDATION:     Despite the presence of degenerative changes at L3-4,
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the patient seems to have no back pain when sitting or even initially standing.  His
back pain only starts with activity.  It is only on the left-side of the low back at the
site of the incision and has associated lower extremity L3 distribution radicular
symptoms as well.  My surgical recommendation in this case would be a repeat left
L3-4 far lateral discectomy.  I recognize that fusion has been recommended for this
patient.  I think there is certainly a reason to consider that, and it would be a [sic]
appropriate procedure and is appropriate to be considered in this patient.  I simply
prefer to attempt a repeat microdiscectomy in patients who have a first time
reherniation in the lumbar spine.  Clearly if the patient had ongoing severe,
constant and chronic low back pain that I thought could only be relieved by L3-4
fusion, I would be more inclined to recommend fusion on the patient.

I have requested the 2009 MRI scan on this patient, as I do not have a copy of that
now.  Once I receive that, I will dictate my findings on the MRI and will attempt to
answer the questions that are requested of me in this case.  (Jt. Ex. A, p.89)

After reviewing the MRI scan from March 2, 2009, as compared to the 2007

study, Dr. Lovell issued a supplemental opinion which is set out, in part, below:

In my  opinion,  to  a  reasonable  degree  of  medical certainty, this patient had
post-operative scar tissue as well as progressive degenerative changes around the
left-sided L3-4 disc space level and around the exiting left L3 nerve root.  I believe
he had these pre-existing conditions and they were within a reasonable degree of
medical certainty made worse from his injury of September 28, 2007.  I have no
information to indicate other outside activities or events as an etiology for the
patient’s current pain complaints.  However, it is well known that all activities of the
lumbar spine, which would include work as well as leisure and off work activities,
would contribute to ongoing aging and degenerative disease of the lumbar spine.

My personal opinion regarding the appropriate surgical intervention in this patient
stands as I dictated in my previous report.  (Jt. Ex. A, p.93)(Emphasis supplied)

The undisputed evidence is that the claimant’s admitted injury aggravated

his pre-existing condition.  Two different types of surgery have been recommended.

Respondents have controverted both without submitting any credible evidence that

surgery is not reasonably necessary.  The claimant’s attorney requested that Dr.
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Gardocki review Dr. Lovell’s recommendations to address the question of which

surgery was most appropriate.  Dr. Gardocki’s response is set out in its entirety

below:

Dear Mr. Baretz:

This regards your letter on Abe Stackhouse dated October 6, 2009 in consideration
of repeat far lateral discectomy at L3-4 vs. fusion at that level.  There are three
points I would like to make.

Although I have not seen Mr. Abe Stackhouse for six months and Dr. Lovell has the
advantage of seeing him more recently, my recommendation for fusion will still
stand.  In Dr. Lovell’s impression he states there is a “clear cut left L3
radiculopathy”.  I disagree.  He has a clear cut left L3 radicultis with pain referred
from a degenerative unstable motion segment at L3-4.  There is no evidence that
Mr. Stackhouse has weakness in that left lower extremity on my exam of February
3, 2009 or Dr. Lovell’s exam of September 18, 2009.  Also there is no sensory
deficit documented on either of these exams.  By definition an L3 radiculopathy
means neurologic deficit and neither of these exams show any evidence of Mr.
Stackhouse having a neurologic deficit.  The best way to describe Mr. Stackhouse’s
left lower extremity and groin pain would be a radiculitis, which is pain in the nerve
root distribution without documented neurologic deficit.

Secondly, a foraminal disc herniation would typically present with a reverse straight
leg raise or signs that tensioning the nerve increases symptoms.  This is due to
direct mass effect on the nerve.  These findings are conspicuously absent from both
Dr. Lovell’s and my exams.

Thirdly, the 2009 MRI findings reveal significant modic changes in the vertebral
body endplates, and a diffuse disc bulge at L3-4 on the left that is continuous with
the foramen and extends around the anterior portion of the vertebral body.  This
appearance is less consistent with the focal disc herniation that is ammenable to
a simple discectomy than it is with a diffuse disc osteophyte complex.  A diffuse disc
osteophyte complex would be more consistent with the previous surgery and with
instability at that level.  While it is true that the diagnosis of instability can not be
made on MRI alone, I also have AP, lateral, and flexion/extension lumbar spine x-
rays from February 2009 which reveal signs of spondylolisthesis at the L3-4 level.
I also think it’s important to note that Mr. Stackhouse has bilateral foraminal
stenosis at L3-4 based on his 2009 MRI.  Although Mr. Stackhouse does not have
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those complaints currently, I believe that removing additional facet joint and disc
material from the L3-4 disc space is more likely to make the right side symptomatic.
It is also important to note that on the pain sheets from February 2009 as well as
April 2009 from my office, Mr. Stackhouse notes back pain accounts fro a significant
portion of his symptomatolgy.

In conclusion I feel that the overall picture of Mr. Stackhouse’s condition when
taking into count the presentation, the history, the physical exam, and the MRI and
X-ray findings, is most consistent with a scarred nerve root in the L3-4 foramen after
previous surgery with an unstable motion segment at the L3-4 level.  My concern
is that a foraminal discectomy in this situation places excessive risk on the
previously operated exiting L3 nerve root and would necessarily increase the
degree of instability at Mr. Stackhouse’s L3-4 motion segment.  There is no doubt
that a significant portion of Mr. Stackhouse’s pain is coming from his left L3 nerve
root.  The underlying question is what is causing the nerve to hurt?  In my opinion,
it is the epidural scar with instability at that level.  I think Mr. Stackhouse would
benefit from a fusion surgery more than a simply decompression or discectomy
because of his early signs of instability and complaints of back pain.  Whether he
has a direct lateral inner body fusion or transforaminal lumbar inner body fusion, I
think would be less important.  I think either of those procedures could decompress
the foramen and stabilize the L3-4 motion segment.  I think that would be the best
chance for Mr. Stackhouse to get long term relief from this problem, without chance
of recurrence.

I hope this letter is helpful and I will be glad to do whatever I can to assist Mr.
Stackhouse with this painful condition.  (Jt. Ex. B)

ADJUDICATION

The Workers’ Compensation Act requires employers to provide such medical

services as may be reasonably necessary in connection with an employee’s injury.

A.C.A. §11-9-508; American Greeting Corp. v. Garey, 61 Ark. App. 18, 963 S.W.2d

613 (1998).  What constitutes reasonably necessary medical treatment under

A.C.A. §11-9-508 is a question of fact for the Commission.  Gansky v. Hi-Tech

Engineering, 325 Ark. 163, 924 S.W.2d 790 (1996); Geo Specialty Chem., Inc. v.



-15-

Clingan, 69 Ark. App. 369, 13 S.W.3d 218 (2000).  Medical treatment which is

required to stabilize and maintain an injured worker’s status remains the

responsibility of the employer.  Artex Hydrophonics, Inc. v. Pippin, 8 Ark. App. 200,

649 S.W.2d 845 (1983).

As previously  noted,  the  undisputed  evidence  is  that  the  claimant’s

work-related incident resulted in an aggravation of his pre-existing condition.

Respondents have never disputed the injury.   Respondents exercised good faith

in meeting its obligations by paying reasonably necessary medical treatment until

surgery was recommended.  Also, as previously noted, the claimant exhibited an

extremely strong work ethic by continuing to work despite significant physical

problems.  In fact, the claimant was working at the time of the within hearing while

waiting approval of the requested surgery.  Although respondents asserted that the

claimant’s problems “may” be related to independent intervening events, no

credible evidence was offered to prove this assertion.

In view of the foregoing, it is herein concluded that the claimant has proven,

by a preponderance of the credible evidence, that he is entitled to surgery

recommended by his authorized treating physician, Dr. Raymond J. Gardocki.  I

recognize that Dr. Lovell has recommended an alternative surgical procedure which

has, likewise, been resisted by the respondents.  Even Dr. Lovell admitted that the

recommendation by Dr. Gardocki was reasonable and appropriate, but Dr. Lovell

preferred to attempt a repeat microdiscectomy in patients who have a first time
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reherniation in the lumbar spine.  Rather than conduct a further analysis of the

medical evidence, suffice it to say that I find the recommendations of Dr. Gardocki

to be more persuasive than the recommendations of Dr. Lovell.  Dr. Lovell

evaluated the claimant one-time only.  The physicians at the Campbell Clinic have

treated the claimant for more than two (2) years.  Accordingly, I give greater weight

to their opinion.

AWARD

Respondent, Liberty Mutual Insurance Company, is hereby directed and

ordered to pay for the surgery recommended by Dr. Raymond J. Gardocki.

Respondents are further directed and ordered to pay, to the claimant,

temporary total disability benefits at the rate of $504.00 per week, beginning with

the date the claimant cases work to undergo the surgical procedure and continuing

until such time that the claimant is released to return to work or reaches maximum

medical improvement whichever occurs first.

Additionally, claimant’s attorney, Mr. Marc I. Baretz, is hereby awarded the

maximum  statutory  attorney’s  fee  pursuant to, and limited by, Ark. Code Ann.

§11-9-715.

This Award shall bear interest at the legal rate until paid.

IT IS SO ORDERED.
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DAVID GREENBAUM                                 
Chief Administrative Law Judge                  


