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at Luxora, Mississippi County, Arkansas.

Claimant appeared pro se.

Respondents represented by the HONORABLE JOSEPH H. PURVIS, Attorney at Law, Little
Rock, Arkansas.

STATEMENT OF THE CASE

A hearing was conducted in the above-style claim to determine the claimant’s entitlement

to workers’ compensation benefits.  On August 26, 2008, a pre-hearing conference was

conducted in this claim, from which a Pre-hearing Order of the same date was filed.  The Pre-

hearing Order reflects stipulations entered by the parties, the issues to be addressed during the

course of the hearing, and the parties’ contentions relative to the afore.  The Pre-hearing Order is

herein designated a part of the record as Commission Exhibit #1.

The testimony of Emma J. Tiner - the claimant, coupled with medical reports and other

documents comprise the record in this claim.

DISCUSSION
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Emma Jean Tiner, the claimant, with a date of birth of August 14, 1950, is a high school

graduate.  The claimant, who is a resident of Steele, Missouri, commenced her employment with

respondent-employer in May1994 and continued in same until October 13, 2005, when she was

laid off.  

During her employment with respondent-employer the claimant worked on an assembly

line.  The claimant, who is right hand dominate, testified regarding her job duties:

My first jobs, for a while I was doing wires, you know, as 
they come down the line, you know, you got so many to do and you’re
going like this and I can’t hardly raise my arm here because this is 
what I did everyday. (T. 9-10).

.

The testimony of the claimant reflects that prior to the May 2005, incident she had

received medical treatment for her wrist from Dr. Barbara Meredith and Dr. Ashad, both located

in Hayti, Missouri.  Claimant explained the nature of the medical treatment she received from the

afore:

Well they looked at it and would do the x-rays and they would
give me some pills to take but a lot of times, like I told them, I can’t 
take pain pills the make me go to sleep or muscle relaxers. (T. 11).

Claimant testified that prior to May 2005, the cost of the medical treatment for her complaints

was filed with her health insurance.

Claimant asserts as a basis for her claim for workers’ compensation benefits two (2)

separate work-related incidents.  The testimony of the claimant reflects, regarding an incident

which occurred on May 27, 2007, during the Memorial Day weekend:

No, all of it occurred in 2005 but I already had carpal, you know,
they called it carpal tunnel because the job was giving me a brace to 
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wear.  And what had happened, when I fell I was standing up and I was
helping an employee behind me and I walked around and not thinking
I just come back and my feet got caught up in the cords.  And as I tried
to balance myself, that’s when I jarred my thumb and I slipped and I fell
and I went that way (indicating).  I felt myself flying on the concrete.
When I fell, I fell hard. (T. 8-9).    

Claimant testified that she received medical treatment in connection with the incident.  Claimant

maintains that even before the May 2005, accidental fall at work she was having problems with

her left hand.  Claimant testified that neither the carpal tunnel syndrome nor the problem with her

left hand cause her to miss time from work.  

Claimant testified that her principal complaints growing out of the May 27, 2005, fall

were injuries to her right knee and aggravated the left thumb area.  The evidence reflects that the

claimant was transported by ambulance from work to the emergency room of Great Rivers

Hospital in Blytheville following the accident, where she received emergency medical treatment. 

Thereafter, the claimant was seen by Dr. John Williams, respondents’ designated medical

provider.  

The testimony of the claimant reflects that the first physicians from which she received

medical treatment following the accidental fall were Dr. Meredith and Dr. Ashad, noting that one

is a regular doctor and the other an internist.  Claimant offered that she was seen by Dr. Meredith

on June 3, 2005, for a 3:45 p.m. appointment.   The documentary evidence in the record reflects

that the claimant was seen by Dr. Meredith on June 3, 2005, and was later seen by Dr. Williams

on June 6, 2005.  

With respect to the medical treatment she received under the care of Dr. William,

claimant’s testimony reflects that she was provided a brace band and placed on light duty.  As
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previously noted, the claimant did not miss time from work due to the injury.  Claimant

explained that while she was on light duty co-workers helped, noting:

I always sat down so when I got ready to go get my parts and 
stuff one of my co-workers would go get it for me. (T. 15).

Regarding the course of her medical treatment under the care of Dr. Williams relative to the 

injuries growing out of the May 27, 2005, accident, claimant testified:

Yeah, I was trying to find it because I keep doctor’s appointments.
I saw him July 1st.  And then I saw, they had cut off from going to the 
doctor during work and I was, I had to go after work. 

And then after that I didn’t see him no more I just went to my
regular doctor. (T. 15).

Claimant asserts that she was released from the care of Dr. Williams as of the July 1, 2005, date, 

adding:

Yes, because there wasn’t nothing else he said.  My hand was 
wore out.  There wasn’t nothing else they could do. (T. 16).

Claimant testified that Dr. Williams provided medical treatment for her hand only, and not for

her knee.  

The evidence in the record reflects that a Form N was completed on August 25, 2005, and

that the claimant received medical treatment under the care of Dr. Ronald Smith, pursuant to the

directions of respondents.  Claimant’s testimony reflects that her treatment under the care of Dr.

Smith also consisted of a brace band, who told her that her hand was wore out.    The testimony

of the claimant reflects that she was last seen by Dr. Smith on Friday, September 2, 2005.  

Claimant acknowledged that respondents paid for the cost of her medical treatment under

the care of Dr. Williams and Dr. Smith.  Claimant testified that she continued to receive medical
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treatment under the care of her regular doctors for complaints she attributed to the May 27, 2005,

work-related accident after she was released from the care of Dr. Williams and Dr. Smith.  

The testimony of the claimant reflects that she did not tell supervisory personnel of

respondent-employer that she was receiving medical treatment for the complaints growing out of

the May 27, 2005, work-related accident from her regular doctors.  Claimant continued to file the

cost of the afore treatment with her regular health insurance provider.

The claimant’s employment with respondent-employer ceased on October 14, 2005, when

she was laid off.  Claimant concedes that at the time of the October 14, 2005, lay off she had

been released to full duty by Dr. Smith and Dr. Williams.  Regarding the continued medical

treatment she received under the care of her personal physicians subsequent to October 14, 2005,

claimant testified:

I just went to, you know, recheck about my hand because it 
was hurting.  And when I’d run out of my medicine for my knee and
they did x-rays and sometimes I went to the emergency room, I hurt so
bad.  And the pain would come up here to my neck because they gave
me three shots, you know, in my neck I received that.  And that was it.
I’ve just been going back and forth to the doctor because I hurt. (T. 18).

Claimant has not worked any place since she was laid off by respondent-employer in

October 2005.  The testimony of the claimant reflects that she filed for and received

unemployment benefits for twenty-six weeks.  After her unemployment benefits ceased, claimant

testified that she filed for and was awarded Social Security disability benefits in April 2006. 

Claimant receives $958.00, monthly in Social Security benefits.  Claimant testified that she listed

both knees as the basis for her disability, noting a diagnosis of osteoarthritis.

Claimant acknowledged that she has never submitted the medical bills for her treatment
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under the care of Dr. Meredith or Dr. Ashad to respondents.  Claimant’s testimony reflects

regarding the afore:

Yeah, but I was paying it on my own, like $30 or $20 or 
something like that.  And then they, there were, it was like a bunch
of deals that they had going on at the clinic.  And I paid as I could
but they still waited on me. (T. 20).

Claimant asserts that she was last seen by a physician for complaints attributed to the

May 27, 2005, work-related accident approximately three (3) weeks prior to the October 31,

2008, workers’ compensation hearing, and that her next scheduled appointment with Dr.

Meredith is November 4, 2008, adding:

Dr. Meredith.  Because my last one that I seen three weeks ago
was Dr. Landry.  He’s the one gave me this here and told me to follow
up with my regular doctor.  And that’s when, you know, I take my pain
pills and muscle relaxant and when I get low I go see her because they
keep them filled every 30 days. (T. 21).

The testimony of the claimant reflects that she was referred to Dr. Landry, an orthopedic

physician, by Dr. Meredith.   Claimant attributes the pain running up into the shoulder to

shattered veins in her thumb.  Claimant denies any subsequent accidents or falls since the May

27, 2005, work-related accident.

Claimant maintains that surgery has been recommended on her thumb by Dr. Landry. 

The claimant was unable to produce any report from the physicians to provide medical treatment

subsequent to the August/September 2005 release of Dr. Smith reflecting that she was physically

unable to work or that she should refrain from working due to residuals of the May 27, 2005,

compensable accident.  

During cross-examination claimant acknowledged that she was seeing Dr. Meredith and
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Dr. Ashad prior to May 25, 2005.  Claimant noted the Dr. Meredith has been her family doctor

since the 1990's.  Claimant maintains that prior to the May 27, 2005, accidental fall she had been

diagnosed with carpal tunnel syndrome by the company doctor, Dr. John Smith, and was

furnished a brace by the company, Ms. Judy, as she performed her job duties.  Regarding the

knowledge of supervisory personnel of respondent of her carpal tunnel syndrome diagnosis,

claimant testified:

Well I imagine she did in order for me to get the braces.  We
can’t just walk in there and get braces.  And my supervisor Dwight
Middle (phonetic). (T. 26).

Claimant is uncertain how long she had been diagnosed with carpal tunnel syndrome by Dr.

Smith prior to the May 27, 2005, work-related accidental fall. 

In explaining her failure to notify appropriate personnel of respondent-employer that she

was continuing to treat with physicians in Hayti, Missouri regarding complaints that she

attributed to the May 27, 2005, accidental fall claimant testified:

Yes, but why?  A lot of times when you got a job, sometimes
you have to keep your mouth closed, if you want your job. (T. 27).

At one point during cross-examination claimant offered that she did not tell supervisory

personnel of respondent-employer that she was seeing her family physician she did not know that

she was suppose to. (T. 35).  Claimant acknowledged that when she was first hired by

respondent-employer in 1994, she underwent safety briefing wherein she was told what to do if

she thought she had hurt herself on the job.   With respect to the absence of an accident form

regarding her carpal tunnel syndrome prior to May 27, 2005, claimant responded:

Sir, I don’t know but I do know that I got braces from them
because my supervisor would go in the office and get them. (T. 27).
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The claimant was questioned regarding the medical history she provided emergency

medical personnel at the emergency room on May 27, 2005, following her accidental of the same

date.  Claimant maintains that she complained that she had hurt her thumb or re-injured her

thumb in the accident.  The emergency room records reflects the presence of three diagnoses of

the claimant’s complaints growing out of the accident, which included;  accidental fall, contusion

lower leg, and muscloskeletal pain in chest.  Claimant concedes that the problem with her knee

was her chief complaint.  The emergency room records reflect that the claimant was to follow-up

with the company physician.

Claimant acknowledged that she completed workers’ compensation forms at the plant

relative to the May 27, 2005, accident, to include the Form N.  Claimant signed the Form N on

May 31, 2005.  Further, claimant acknowledged that it is her handwriting on the Form N, which

describes the part of the body injured in the accident as the right side, the breast, the head and the

knee.  Claimant concedes that there was no mention of a complaint to her thumb in either the

emergency room records or the Form N.  Claimant maintains that she was not provided a copy of

the Form N to keep.

Claimant acknowledged that three (3) days prior to her June 6, 2005, visit to Dr.

Williams, the respondents’ designated medical provider, relative to her May 27, 2005, work-

related injury she was seen by Dr. Meredith, her family physician on June 3, 2005.  While Dr.

Williams placed her on restrictive duty of performing a sitting job at work, the testimony of the

claimant reflects that her regular job was within the restriction.   The claimant did not inform Dr.

Williams at the time of her return appointment that she had seen her family physician in Hayti,

Missouri.  
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Claimant acknowledged that the physician in Hayti, Missouri, while recording the history

of the claimant’s May 27, 2005, accidental fall at work, informed her that she had to lose weight

or she might have to have a knee replaced.  Claimant noted that the afore prognosis was not

because of the fall at work but due to other things.  The claimant was again seen by Dr. Williams

on June 16, 2005, and released to return to work without restrictions.  Claimant maintains that at

the time of the June 16, 2005, visit to Dr. Williams she was still wearing the brace.  Claimant

concedes that during her June 16, 2005, visit to Dr. Williams she was told that there was no

impairment as a result of the knee injury, and the she did not return to him again.  Claimant

testified that she went to her family doctor for treatment in July 2005 following the June 16,

2005, release by Dr. Williams.  

On August 25, 2005, claimant reported an injury to her left thumb and hand, explaining

that she started having trouble with it.  As a consequence of the afore, the claimant was certified

to go see Dr. Smith for treatment.  Claimant completed another Form N on August 25, 2005,

regarding the left thumb/hand complaint.

During her first visit with Dr. Smith regarding her left thumb complaint the same was

diagnosed as overuse syndrome.  Claimant acknowledged that she reported in the accident report

that the problem with her left thumb was caused by using a nail gun:

Yes, it just started building up and building up.  It was just like
if you hurt yourself and if you keep on using that hand and you keep on
using that hand - - it’s still going to hurt. 

And it hurt til I couldn’t take it no more.  (T. 36).

Following the claimant’s August 26, 2005, visit to Dr. Smith she was again placed on 

light duty with limited use of the left hand.  Dr. Smith also indicated that there would not be any
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permanent impairment due to the work-related injury.  Claimant maintains that she was also

provided a brace by Dr. Smith.  The claimant was seen by Dr. Smith on August 26, 2005, and

August 31, 2005, regarding her left thumb complaint.  During the August 31, 2005, visit, Dr.

Smith relayed that the claimant could return to unrestricted work on September 5, 2005.  The

claimant did not return to Dr. Smith following the September 2, 2005, date that she was

furnished a brace to replace the one that the claimant had worn out.  

Regarding her decision not to return to Dr. Smith when her hand bothered her following

the September 5, 2005, date, claimant testified:

I was taking Tylenols.  A lot of times you don’t go to the 
doctor when I got a job and I got a home to take care of . 

And I had pills.  I took Tylenol.  I did what I had to do.  I 
wore those braces. (T. 39).

In acknowledging that she did not report any of her doctor visits to her family physician to 

supervisory personnel of respondent-employer subsequent to September 5, 2005, claimant 

testified:

No, I was released from workmen’s comp.  And plus like I
told you, when I go to the doctor, if you would see this I go for other
things also. (T. 39).

The claimant continued to work at her regular job until she was laid off on October 14, 2005. 

Claimant asserts that she had bills to pay and that she worked in pain.  

The testimony of the claimant reflects that she was seen by her family physicians in

Hayti, Missouri every two to three months.  Among the conditions for which the claimant was

seen by her family physician during the November 4, 2005, visit were asthma, high blood

pressure, anxiety, osteoarthritis, depression, chronic constipation.  Claimant conceded that none
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of the afore conditions reflect any kind of work-related problems.  

The testimony reflects that the claimant was among 33 employees laid off by respondent-

employer through the spring and fall of  2005.  Claimant applied for unemployment benefits the

day following her October 14, 2005, lay-off, and received twenty-six (26) weeks of benefits in

Arkansas.

Claimant acknowledged receiving in January 2006, an offer of rehire from respondent-

employer.  The job required standing.  Claimant’s testimony reflects regarding the afore:

No, I didn’t say it like that.  I said that I couldn’t stand up,
my doctor wanted me to, if I’m going to work I had to sit down. (T.45).

Claimant testified regarding her follow-up conversation with Mr. Smith of respondent-employer:

I had to have a sitting position.  I had to bring my medical
record.  And he told me for now that let him see what he can do for
me and he’ll get back to me and he hasn’t got back to me right today.
(T. 45-46).

Claimant asserts that she informed her family physician, Dr. Meredith, that the

complaints for which she sought treatment after May 27, 2005, were the product of work-related

accident.  Likewise, the testimony of the claimant reflects that she informed her family physician

that the complaints relative to her left thumb after August 25, 2005, were the product of a work-

related injury:

Yes, I did.  And if I’m not mistaken back then, I’m trying to
think, Ms. Judy, didn’t I bring you the pills in there that I was taking
-  - (T. 49-50).

Claimant acknowledged that she did not tell supervisory personnel of respondent-employer that

she needed further medical treatment following her release by the company doctors regarding the

May 27, 2005, and August 25, 2005, injuries.  
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The medical in the record reflects that the claimant was seen by her family physician, Dr.

Meredith, on June 3, 2005, for a regular scheduled appointment.  The office note of the visit

reflects that the claimant relayed the history of the fall at work [5/27/05] last week and was put

on muscle relaxant/anti inflammatory/pain meds which did not seem to be helping.  The office

note further reflects, “saw Dr. Landry (before fall).  Was given choice of knee injection but

turned it down.  Was told to lose weight ___ would need a knee replacement within 5 years”.

(CX. #1).  A July 1, 2005, office note of Dr. Meredith relative to a visit of the claimant of the

same date reflects, in pertinent part:

S: Doing better now.  Still having some pain in her knees. .   .

O: knees - both swollen still .   .   .

A. 1)
2)   Osteoarthritis   (CX. #1).

The medical records submitted by the claimant reflects that she was seen by her family

physician on September 7, 2005, however the record does not recite the August 25, 2005, left

thumb complaint or reference a work-related complaint as the basis for the treatment.  The

claimant was seen by her family physician on November 4, 2005.  The office note relative to the

afore visit reflects, in pertinent part:

S: .     . .   .  Can’t sleep b/c anxiety/pain.  Has been laid off from
 job b/c she can’t stand and do it.  Is going to sign up for 

disability but . .   .  (CX. #1).

A April 6, 2006, office visit by the claimant to her family physician reflects her chief complaints 

of joint pain and restlessness during which time the claimant complained of left and right 

shoulder pain as well as left wrist pain. and knee pain. (CX. #1).   The April 24, 2006, office 
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notes of the claimant’s family physician reflect that a MRI of the claimant’s cervical spin and left 

shoulder was scheduled for April 27, 2006.  The afore also reflects an entry of an appointment 

with Dr. Landry in Hayti for May 4, 2006.  

Medical and documentary exhibits submitted by respondents include May 27, 2005, notes

from the emergency room of Great River Hospital regarding the claimant, as well as reports of

Dr. John Williams and Dr. Ronald D. Smith - respondents’ designated medical providers, and

accident reports.  The emergency room report reflects that the claimant was directed to follow-up

with the company physician relative to her injuries growing out of the May 27, 2005, accidental

fall. (RX. #1, p. 1-3).  

On May 31, 2005, the claimant completed a Form AR-N, Employee’s Notice of Injury,

regarding the May 27, 2005, accidental fall. (RX. #1, p. 4).  The claimant was seen by Dr. John

Williams, respondents’ designated medical provider, relative to the May 27, 2005, injury to her

right knee on June 6, 2005.  Dr. Williams released the claimant to return to sit down work only

with no standing. (RX. #1, p. 5-6).  When seen by Dr. Williams on June 16, 2005, claimant was

released to return to unrestricted work.  Dr. Williams also indicated that the claimant would not

have any permanent disability as a result of the May 27, 2005, right knee injury. (RX.#1, p. 7-8).

On August 25, 2005, claimant reported a strain to her left thumb and hand which she

attributed to repetitive use of a hand held screw gun to insert screws while discharging her

employment duties.  The Form 1A-1, First Report of Injury or Illness, completed by Ms. Judy

Horton, H.R., reflects that the claimant was directed to Dr. Ronald D. Smith, respondents’

designated medical provider, for medical treatment relative to her left thumb complaint. (RX. #1,

p. 9).  The claimant also completed a Form AR-N, Employee’s Notice of Injury, on August 25,
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2005, regarding her left thumb/hand complaint. (RX. #1, p. 10).

The claimant was seen by Dr. Smith on August 26, 2005, in connection with her left hand

complaint, who diagnosed same as overuse syndrome of the left thumb.  The Physician’s report

of Dr. Smith regarding the claimant reflects that the diagnosed overuse syndrome of the left

thumb was treated with mobic and splint.  Claimant was released to restricted duty entailing

limited use of the left hand by Dr. Smith on August 27, 2005. (RX. #1, p. 11-12).  

A Final Report of August 31, 2005, by Dr. Smith reflects a description of the claimant’s

complaint as “chronic use of thumb”.  The report further reflects that the overuse syndrome of

the left thumb was “improved”.  The report reflects that the claimant was to continue splint,

meds, and restriction.  Claimant’s prognosis was described as good and claimant was to continue

treatment through September 4, 2005.  Additionally, the report reflects that the claimant was

provided another splint on September 2, 2005, because the old brace had worn out.  The Final

Report reflects that the claimant was released to limited use of left hand restricted duty on

August 31, 2005, and to unrestricted duty on September 5, 2005.  The report does not reflect any

permanent disability associated with the claimant’s left hand complaint. (RX. #1, p. 13-14).

After a thorough consideration of all of the evidence in this record, to include the

testimony of the claimant, review of the medical reports and other documentary evidence,

application of the appropriate statutory provisions and case law, I make the following:

FINDINGS

1. The Arkansas Workers’ Compensation Commission has jurisdiction of this claim.

2. On May 27, 2005, and August 25, 2005, the relationship of employee-employer-

carrier existed among the parties when the claimant sustained compensable injuries to her right
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knee and left thumb/hand respectively.    

3.  The claimant completed a Form AR-N, Employee’s Notice of Injury, on May 31, 

2005, regarding injuries growing out of the May 27, 2005, accident work-related fall, to include

her right knee complaint. The claimant last receive sanctioned medical treatment/benefits in

connection with the May 27, 2005, right knee injury on June 16, 2005.  

4. The claimant did not miss sufficient time from work in connection with the May 

27, 2005, injury to entitle her to the payment of temporary total disability benefits, pursuant to

Ark. Code Ann. §11-9-501 (a).

5. The claimant completed a Form AR-N, Employee’s Notice of Injury, on August 

25, 2005, in connection with her left thumb/hand complaint.  The claimant last received

sanctioned medical treatment/benefits in connection with the August 25, 2005, left hand/thumb

complaints on September 2, 2005.

6. The claimant did not miss sufficient time from work in connection with the 

August 25, 2005, left thumb/hand injury to entitle her to the payment of temporary total disability

benefits, pursuant to Ark. Code Ann. §11-9-501 (a).

 7. The claimant reached maximum medical improvement with respect to the May 

 27, 2005, compensable right knee injury on June 16, 2005, with 0% permanent physical

impairment.

8. The claimant reached the end of her healing period relative to her August 25, 

2005, left thumb overuse syndrome on September 5, 2005, with no permanent physical

impairment.

CONCLUSIONS
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The claimant sustained an accidental compensable fall at work on May 27, 2005,

resulting in injury primarily to her right knee.  Claimant also asserts that on August 25, 2005, she

suffered an injury to her left thumb/hand area which required medical treatment.  Claimant

asserts entitlement to additional medical treatment/benefits and to temporary total disability

benefits as a result of the afore injuries.  Respondents deny the afore and contend that any

claimant for workers’ compensation benefits associated with the August 25, 2005, left

thumb/hand claim is barred by operation of the statute of limitation.  

The present claims are governed by the provisions of Act 796 of 1993, in that the

claimant asserts entitlement to additional workers’ compensation benefits as a result of injuries

having been sustained subsequent to the effective date of the afore provisions. 

The compensability of the injuries growing out of the claimant’s May 27, 2005,

accidental fall is not disputed.  The evidence reflects that the claimant’s primary injury growing

out of the May 27, 2005, accidental fall was to her right knee.  Claimant received emergency

medical treatment at Great River Hospital regarding the injuries from the accident fall.  Claimant

was directed to follow-up with the company physician relative to her injuries by the attending

emergency physician.

On May 31, 2005, claimant completed the Form AR-N, Employee’s Notice of Injury,

however was not seen by respondents’ designated medical provider, Dr. John Williams, until

June 6, 2005, at which time she was released to return to restricted/light duty.  The claimant did

not miss any time from work relative to the injuries, to include the right knee, growing out of the

May 27, 2005, accident.

The evidence does reflect that the claimant was seen by her family physician, Dr.
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Meredith between time of her May 27, 2005, emergency room visit for the work-related accident

and the June 6, 2005, visit with respondents’ designated medical provider, Dr. Williams.  Indeed,

the June 3, 2005, office note of Dr. Meredith reflects that the claimant had been seen by Dr.

Landry, an orthopedic physician, regarding her knee before the May 27,2005, accident and was

offered an injection in the knee to address her symptoms, however declined it.  The June 3, 2005,

office note also reflects that the claimant was told of the need to lose weight and informed that

she would need a knee replacement within five (5) years.  

While Dr. Meredith was informed by the claimant of the May 27, 2005, injury to her knee

and the medical treatment received in connection with same, neither respondent-employer nor

Dr. Williams, respondents’ designated medical provider, was notified of the claimant’s treatment

by Dr. Meredith following the accident.  On June 16, 2005, the claimant was released to return to

work without restrictions by Dr. Williams, who opined that the claimant had not residual

permanent disability. 

It is noteworthy that the claimant’s June 3, 2005, visit to Dr. Meredith, her family

physician, was the product of a prior scheduled visit.  Further, the June 3, 2005, office note of Dr.

Meredith list one of the claimant’s complaints as osteoarthritis.  While the claimant was again

seen by Dr. Meredith on July 1, 2007, which was following the June 16, 2005, unrestricted

release of Dr. William, there is no evidence to reflect that medical treatment was rendered

relative to the claimant’s May 27, 2005, right knee injury.  Further, a review of the medical

records of the claimant’s family physician is devoid of evidence of medical treatment being

rendered in connection with either the claimant’s right knee or left hand/thumb subsequent to

June 16, 2005.
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The claimant bears the burden of proving, by a preponderance of the evidence, that

additional medical treatment is reasonably necessary in connection with her compensable injury,

although she does not have to support a continuing need for medical treatment with objective

medical findings. Chamber Door Industries, Inc., v. Graham, 59 Ark. App. 224, 956 S.W.2d 196

(1997). In the instant claim, the claimant has failed to sustain her burden of proof by a

preponderance of the evidence that she is entitled to the payment of temporary total disability

benefits.  Further, the claimant has failed to sustain her burden of proof by a preponderance of

the evidence that she is entitled to the payment of medical benefits by respondents subsequent to

September 5, 2005.  

The present claim is unusual in that it actually encompasses two (2) separate incidents. 

The first incident, a fall at work on May 27, 2005, resulted in emergency medical treatment at

Great River Hospital with the primary complaint involving the claimant’s right knee.  The

claimant completed on May 31, 2005, a Form AR-N, Employee’s Notice of Injury, in connection

with the May 27, 2005, injury.  In addition to medical treatment at the emergency room of Great

River Hospital, claimant also received medical treatment under the care of respondents’

designated medical provider, Dr. John Williams.  The claimant underwent diagnostic studies and

was provided medication and a brace for the right knee in the treatment of her injury.  The

claimant was also placed on restricted duty - - sit down only work, which was provided by

respondent.  On June 16, 2005, the claimant was released to return to unrestricted job duties with

no residual permanent impairment by Dr. Williams.  

As noted above, prior to the May 27, 2005, work-related accidental fall, claimant received

regular treatment under the care of her family physician, Dr. Meredith, for various complaints. 
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Indeed, the claimant was scheduled to be seen by Dr. Meredith on June 3, 2005, prior to the May

27, 2005, accident.  In noting the occurrence of the May 27, 2005, accidental fall at work and the

claimant’s complaint regarding her right knee, the June 3, 2005, office note of Dr. Meredith

recited that the claimant had been seen by Dr. Landry, a Hayti, Mo., orthopedic physician,

regarding the right knee prior to the fall with a prognosis of a knee replacement within five (5)

years.  Dr. Meredith’s medical record regarding the claimant reflects a diagnosis of osteoarthritis.

While the medical records of Dr. Meredith reflect knowledge of the claimant’s May 27,

2005, work-related accidental fall, the medical records of Dr. Williams are devoid of evidence of

knowledge of the claimant’s medical treatment under the care of Dr. Meredith, her family

physician.  Nevertheless, when seen by Dr. Williams on June 16, 2005, the claimant was released

to return to unrestricted job duties with no permanent physical impairment resulting from the

May 27, 2005, accident.

On August 25, 2005, the claimant reported complaints with her left thumb and hand

which she attributed to her employment.  A Form AR-N, Employee’s Notice of Injury, completed

by the claimant regarding the afore reflects, respect to the date of the accident, “started last year

hurting different on 8/25/05".  Respondents also completed Form 1A-1, First Report of Injury or

Illness, in conjunction with the August 25, 2005, reporting of the claimant.  Claimant was

directed to respondents’ designated medical provider, Dr. Ronald D. Smith.  

The claimant was seen by Dr. Smith on August 26, 2005, regarding her left hand

complaint which was diagnosed as overuse syndrome of left thumb, for which medication and a

splint was prescribed.  Dr. Smith released the claimant to restricted duty involving limited use of

the left hand.  Respondent-employer provided work for the claimant within her medical
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restrictions.  The claimant was seen by Dr. Smith on August 31, 2005, regarding the left hand

complaint, and released to work without restriction effective September 5, 2005.  Dr. Smith

indicated in his Physician’s Final Report of September 5, 2005, that the claimant suffered no

permanent impairment to the work-related injury. 

The claimant continued in the employment of respondent-employer until she was laid off

on or about October 12, 2005.  Following her lay-off the claimant filed for and receive

unemployment compensation benefits for a period of twenty-six (26) weeks.  In April 2006,

claimant was approved for Social Security disability benefits.

While the claimant maintains she continued to require medical treatment in connection

with the injury growing out of the May 27, 2005, accidental fall and the August 25, 2005, left

hand overuse syndrome, and received same under the care of her family physicians as well as

referrals therefrom, subsequent to her releases by respondents’ designated medical physicians,

the documentary evidence in the record is not corroborative of same.  There is no dispute that the

claimant continued to continued to be seen by her family physicians every two to three months,

however the evidence does not preponderate that the same was the product of either the May 27,

2005, work-related accident or the August 25, 2005, complaint.  Further, claimant acknowledged

that she did not disclose to supervisory personnel of respondents that she was receiving medical

treatment under the care of her family physician in connection with either the May 27, 2005,

accidental fall or the August 25, 2005, left hand complaint.

The evidence preponderates that at the time the claimant was laid off by respondent in

October 2005, she had been released to return to unrestricted work with regard to both the May

27, 2005, work-related accidentals fall and the August 25, 2005, left hand overuse syndrome. 
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The claimant’s claims were treated as medical only claims in that the respondents provided work

within the claimant’s restriction regarding her work-related injuries and claimant discharged

employment duties in accordance with same.  The claimant has failed to sustain her burden of

proof by a preponderance of the evidence that she remained within her healing period and totally

incapacitated from engaging in gainful employment subsequent to September 5, 2005. Carroll

General Hospital v. Green, 54 Ark. App. 102, 923 S.W.2d 878 (1996).  The claimant’s claimant

for temporary total disability benefits is respectfully denied and dismissed.

Ark. Code Ann. §11-9-508 (a), mandates that the employer provide such medical services

as may be reasonably necessary in connection with an employee’s injury.  Cox v. Klipsch &

Assoc., 71 Ark. App. 433, 30 S.W.3d 764 (2000).  The evidence in the record reflects that the

claimant was provided appropriate reasonable and necessary medical treatment in connection

with the injuries received in the employment of respondents.  The claimant has failed to sustain

her burden of proof by a preponderance of the evidence that further medical treatment is

reasonably necessary in connection with the injuries sustained in the employment of respondents. 

The claim is respectfully denied and dismissed.

IT IS SO ORDERED.

________________________________________________
Andrew L. Blood, ADMINISTRATIVE LAW JUDGE 


