
BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

CLAIM NO.  F800627

VERONICA DENISE WALTON, EMPLOYEE CLAIMANT

HEADWAY CORPORATE RESOURCES, INC., EMPLOYER RESPONDENT

LIBERTY INSURANCE CORPORATION,
INSURANCE CARRIER/TPA RESPONDENT

OPINION FILED SEPTEMBER 14, 2009

Hearing before Chief Administrative Law Judge David Greenbaum on July 13,
2009, at Little Rock, Pulaski County, Arkansas.

Claimant appeared pro se.

Respondents represented by Mr. Michael E. Ryburn, Attorney-at-Law, Little Rock,
Arkansas.

STATEMENT OF THE CASE

A hearing was conducted July 13, 2009, to determine whether the claimant

was entitled to additional workers’ compensation benefits. 

The claimant has, on multiple occasions, including at the hearing on this

claim, been advised of her right to legal representation; that an attorney could not

charge her a fee for representing her in a workers’ compensation claim without

approval of this Commission; that fees were normally awarded only out of benefits

obtained in her behalf, and that she would only be responsible for a portion of the

fee if an attorney was successful in obtaining benefits for her.  In addition, the

claimant was advised, on numerous occasions, that she had the burden of proving

her claim; that she was only entitled to one hearing; and that, for any reason, if she
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was unsuccessful, she could not request a second hearing while maintaining that

the reason for any failure to prove the claim was lack of legal representation.  The

claimant elected to proceed in her own behalf.

A prehearing conference was conducted in this claim on June 17, 2009, and

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

that the issues, as well as their respective contentions were correctly set out in the

Prehearing Order.  However, the claimant pointed out that the proposed stipulation

that respondents paid appropriate temporary total disability through on or about

November 17, 2008, was incorrect.  The record reflects that respondents paid some

limited temporary total disability following her injury and prior to the her termination

by the employer herein.  In addition, the record reflects that the claimant worked for

two (2) other employers for limited periods of time during her healing period.

However, because the claimant sustained two (2) admitted, scheduled injuries, she

is entitled to additional temporary total disability for various undetermined dates

before November 11, 2008, as will be discussed further below.  A copy of the

Prehearing Order was introduced as “Commission’s Exhibit 1.”

At the prehearing conference, respondent proposed to stipulate that the

employment relationship existed between the parties at all relevant times, including

January 9, 2008; that the claimant sustained compensable injuries as the result of

a specific incident identifiable in time and place of occurrence on said date,

respondents acknowledging an injury to the claimant’s right index finger as well as
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claimant’s left knee; that the claimant earned  sufficient wages to entitle her to

compensation rates of $173.00 per week for temporary total disability and $154.00

per week for permanent partial disability, if applicable; that the respondents paid

appropriate temporary total disability through on or about November 17, 2008; and

that the respondents controverted all benefits beyond those previously paid.

At the prehearing conference, the parties agreed that the following issues

should be presented for determination:

1) Whether, in addition to the admitted injuries to the right index finger and left
knee, the claimant sustained additional injuries, specifically, injuries to her
right side, right foot, and right leg.

2) Claimant’s entitlement to additional temporary total disability.

Claimant contended, in summary, that in addition to the injuries

acknowledged by the respondents, she also sustained injuries to her right side and

right lower extremity which manifested themselves immediately following the injury;

that respondents should be held responsible for all medical and related treatment

for the disputed injuries, as well as continued reasonably necessary medical

treatment for both the admitted injuries, as well as the disputed injuries; that, in

addition, she was entitled to temporary total disability benefits beginning November

18, 2008, at which time respondents terminated all benefits, and continuing through

an undetermined date while maintaining that her healing period had not ended.

Finally, the claimant maintained that she should be entitled to a change of treating

physicians for the controverted injuries which respondents refused to provide.
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The respondents contended that it had paid all appropriate benefits to which

the claimant was entitled; that the claimant’s injuries were limited to her left knee

and right index finger and that said claims were accepted and paid; that no further

treatment was reasonably necessary; that the claimant had been released to return

to work without permanent impairment; that the claimant did not sustain any other

injuries in the January 9, 2008, accident while maintaining that there were no

objective medical findings to substantiate any other injuries.

The claimant was the only lay witness to testify.   The record is composed

solely of the transcript of the July 13, 2009, hearing containing several medical

reports.  Included in the medical, was an opinion authored by Dr. Kyle L. Skinner,

D.C., stating that based upon the history presented by the claimant, the test

findings and injuries sustained by the claimant were related to an accident on June

14, 2006.  (Resp. Ex. B) Subsequent to the hearing, the claimant proffered another

copy of Dr. Skinner’s report, together with a July 14, 2009, attachment in which Dr.

Skinner noted that he posted the wrong accident date in the final report of his

opinion, which points out that the correct accident date was January 9, 2008.  Dr.

Skinner’s clarifying report has been blue-backed and made a part of the record

herein.

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 her demeanor, the
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following findings of fact and conclusions of law are made 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. On January 9, 2008, the claimant sustained compensable injuries to her right

index finger and left knee which arose out of and during the course of her

employment with Headway Corporate Resources, Inc., at which time she

earned sufficient wages to entitle her to compensation rates of $173.00 per

week for temporary total disability and $154.00 per week for permanent

partial disability.

3. The claimant has failed to prove, by a preponderance of the credible

evidence, that she sustained any injuries in addition to the injury to her right

hand and left knee as the result of the admitted incident which occurred on

January 9, 2008.

4. The claimant’s healing period ended on or before November 11, 2008.

5. The claimant has failed to prove that she is entitled to additional temporary

total disability after November 11, 2008.  

6. The claimant has established, by a preponderance of the evidence, that she

is entitled to additional temporary total disability  before November 11, 2008,

when her healing period ended.  Specifically, the claimant is entitled to
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temporary total disability benefits while she was within her healing period

and unemployed. 

7. Respondents may claim credit for all periods of temporary total disability

previously paid, as well as may claim credit for any dates that the claimant

was gainfully employed before November 11, 2008.

8. Issues which are not addressed herein are, by necessity, specifically

reserved.

DISCUSSION

The record in this claim is replete with inconsistencies and contradictions.

The inconsistencies and contradictions can be attributed, in part, to the fact that the

claimant was representing herself and was an extremely poor historian.  The

claimant did not provide an accurate and complete history of the various physicians

that have examined and treated her for her admitted injuries.  Further, the record

reflects that the claimant has significant pre-existing degenerative problems which

are unrelated to her work-related incident.  The claimant does not fully comprehend

the true nature and extent of her injuries and the relevance of major cause which

was addressed in the medical reports of the treating physicians.  However, major

cause is not relevant to the immediate issues which ave been presented for

determination.

The claimant, Veronica Denise Walton, testified in her own behalf.  The

claimant is fifty-three (53) years old.  The claimant was unemployed at the time of



-7-

the hearing.  The claimant has a high school education, together with one year of

college, as well as additional vocational training.  A summary of the claimant’s prior

work was discussed.  The claimant stated that she was certified as a “unit

secretary” which allows her to write doctor’s requisitions, enter doctor’s reports on

patients and similar clerical entries.  She stated that her prior job as a unit secretary

position was sedentary work.  The claimant has also worked as a bank teller, a

seamstress, in food service, and as a field interviewer with the Department of Public

Health Service which was the job the claimant held at the time of her injury.  A

description of the claimant’s job duties, as well as a description of the claimant’s

injuries is set out below:

Q     Okay.  And what did you do for Headway Corporate Resources, Incorporated?

A     I screened households.  I was given a handset computer which was called an
IPAC, and with that IPAC I was – my company would transmit me different cases,
which were called DU’s actually, that I would have to go to screen those
households.

Q     What do you mean by screen households?

A     I would knock on the door and introduce myself, and tell them that I was
Veronica with Department of Public Health Service.  They should have received a
letter.  I would write out – I would sign and date a leave letter that my job prepared
for me as a part of my identification.

Q     When you say Department of Health Services, who were you employed by?

A     I was employed by Headway, but I was – that job was awarded to RTI, which
was called – was Research Tangle Institution.

Q     But you were employed by a private employer?
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A     Yes, sir.

Q     Okay.  Again, I’m still having trouble.

A     I was hired by a private employer.

Q     To perform what function, though?

A     To perform a study for Headway called Joint Use and Health, and once I – I
would get my work quarterly and I became pretty much of an independent worker.
They provided me with my computers, my paperwork, my –

Q     Was your primary task to interview households and enter data on a computer?

A     Yes, sir.

Q     Okay.  So you would interview households, and then would you enter the
computer work on a laptop or did you go back to the office and do that?

A     I would enter it on a laptop in that respondent’s home.  Sometimes I would be
there from one hour to maybe three hours.  It all depended on how many people
were selected to do the interview.

Q     Okay.  And is that the primary job you did for that entire period, some almost
11 years?

A     Yes, sir.

Q     All right.  It’s undisputed that you sustained an injury on January the 9th of
2008.  There’s maybe a dispute as to the nature and extent of those injuries, but
they admit that you were involved in a specific incident.  We’re not talking about
something that happened gradually.  This was a specific incident that caused your
injury, is that correct?

A     Yes, sir.

Q     Tell the Commission what happened to you on January the 9th, 2008?

A     Okay.  I was leaving a household and as usual – I was leaving this specific
household, and I had the IPAC in my left hand and I had my backpack on my back,
and I would then have to go to another house.  That particular household there was
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no one there, so I had to tap into my computer no one’s at home.  So by my
knowing that I had to go to the next household, I keep the pen in my hand because
I have to wait until that screen clears to bring up the next house.

Q     Okay.

A     To let  me  know  where  I’m going, but after so many years I know to try to
even – to try to remember the next house.  So I proceeded to walk and I just – my
leg went down in a hole, and it was a water meter hole.

Q     A what?  A water meter hole?

A     Yes.

Q     Okay.  So you stepped in a water meter hole?

A     Yes.

Q     Which leg?

A     My left leg.

Q     You stepped with your left leg and fell?

A     Yes.  It went – the hole came up to my knee, but immediately I felt that I was
going to fall, so I sort of like tried to position myself to catch myself and I couldn’t.

Q     You obviously fell.  You had your left knee in the hole or left leg, –

A     Uh–huh.

Q     – did you twist your left knee?

A     I don’t know.

Q     They admit you sustained a left knee injury is the reason I’m asking this, and
they also admit that you sustained an injury to your right index finger.  How did your
index finger get hurt?

A     The pen, the stylus pen that goes into my IPAC was already in my hand, and
I don’t know how it popped into –
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Q     So did you lacerate your finger?

A     Yes, sir.

Q     Okay.  You lacerated your finger and you sustained at least an admitted injury
to your left knee?

A     Yes.  (Tr.17-20)

The claimant was first examined and treated in the emergency room at the

St. Vincent Infirmary in Little Rock, Arkansas.  The claimant was taken to the

hospital by paramedics.  Her chief complaint involved her right index finger which

was punctured by a stylus pen from her i-pod which was photographed at the

hospital.  (Cl. Ex. A, pp.1-2)

The claimant maintained that she received follow-up treatment from Dr.

Mathis, a physician at 600 McKinley in North Little Rock.  The claimant stated that

she saw Dr. Mathis three (3) times.  No medical report from Dr. Mathis was

received.  The claimant testified that she repeatedly complained about her left knee

to the insurance company and was told to report the knee problems to the medical

providers who only treated her right upper extremity.  She asserted that it took the

insurance company nine (9) months to send her to an orthopedic surgeon, Dr.

Charles Pearce, for her left knee.  In the interim, the claimant returned to work for

the employer herein during the later part of January, 2008, and continuing through

February, 2008.  In addition, the claimant stated that she also worked as a

seamstress at the time of her injury and lost that job because of the injury to her
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hand.  The claimant subsequently worked as a food cutter for Kroger’s grocery

store, as well as for CareLink while continuing to complain about her left knee.

Although the claimant stated that she did not receive any treatment for the left knee

until she was sent to Dr. Pearce in September, 2008, on cross-examination, the

claimant asserted that Linda Evans with the respondent insurance company, sent

her to a chiropractor for additional treatment prior to seeing Dr. Pearce.  (Tr.43)

On cross-examination, the claimant stated that when she fell on January 9,

2008, she injured her left leg and right index finger.  She acknowledged that at the

time of the injury she did not exhibit any other symptoms, but that she subsequently

developed numbing sensations on the right side of her body which are not reflected

in the medical reports.  The claimant acknowledged having high blood pressure.

On further cross-examination, the claimant stated that she returned to work for

Headway Corporate Resources on January 23, 2008, and worked through the end

of February, 2008, at which time she was terminated by the employer, allegedly for

misappropriating some of the employer’s money.  After her termination by the

employer, the claimant worked at Kroger in the deli department for approximately

one month and for CareLink performing housework until she quit that job.  On

further  cross-examination,  the  claimant  stated  that  she  was  hospitalized on

July 7, 2009, just a week before the hearing on her claim, where she was treated

for possible heart problems and reportedly told to see a neurologist.  No medical

was introduced related to the recent hospitalization.  However, the claimant
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conceded that it was unrelated to her workers’ compensation claim.  (Tr.49-53)

Finally, on cross-examination, the claimant maintained that she had

undergone MRIs on both the left, as well as the right knee but acknowledged that

she had no medical documentation to address alleged right knee problems.  The

claimant denied having filed any prior workers’ compensation claims.  The claimant

also stated that she had never made any claims for disability before January 9,

2008, even though she stated she had the opportunity to make prior claims of

disability.  The claimant has been involved in multiple motor vehicle accidents, but

stated that they did not affect her ability to work for the employer herein for almost

ten (10) years.  Concerning any prior disability, on direct-examination, the claimant

testified that she had prior problems involving a tumor in her right thigh, as well as

a tumor in her head in 2002.  (Tr.34, 58)

A summary of the claimant’s medical treatment related to the immediate

claim is warranted.  Again, the parties failed to submit any reports from Dr. Mathis.

The medical evidence is extremely limited.

Following the claimant’s January 9, 2008, work-related incident, she was

immediately taken by ambulance to the St. Vincent Infirmary emergency room.  The

claimant was treated by Dr. Carter B. Dalton.  Initially, the claimant’s only

complaints involved her right hand and index finger which was punctured with a

stylus pen when she fell.  The claimant was given a local anesthesia, the pen

removed, the hand wrapped, and pain medication prescribed, at which time the
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claimant was discharged to follow-up with one Dr. Mathis.  The claimant stated that

she saw Dr. Mathis three (3) times for treatment of her finger; however, no reports

from Dr. Mathis were submitted.  (Tr.22-24)(Cl. Ex. A, pp.1-2)

As previously pointed out, the claimant was an extremely poor historian.

Although she stated that the third medical provider that she saw was Dr. Charles

Pearce, the medical evidence reflects that she saw at least two (2) physicians

before being evaluated by Dr. Pearce for her left knee, specifically, Dr. Kyle

Skinner, a chiropractor in Maumelle, Arkansas, as well as Dr. Jeanine Anderson,

a hand specialist with Arkansas Specialty Orthopedics, in Little Rock, Arkansas.

I feel compelled to point out that in reviewing the physicians associated with

Arkansas Specialty Orthopedics, it reflects both Dr. Robert C. Matthias and Dr.

Jeanine Anderson as hand and upper extremity orthopedics and Dr. Charles E.

Pearce as a knee specialist.  Accordingly, it is my belief that all of the claimant’s

treatment, with the exception of the chiropractor, was provided at Arkansas

Specialty Orthopedics.  Unfortunately, the notes from each office visit were not

obtained.  Accordingly, it is unclear what recommendations Dr. Matthias (rather

than Mathis) made concerning the claimant’s right hand.  The record does reflect

that the claimant was seen by Dr. Kyle Skinner, D.C., on March 31, 2008, reporting

problems involving her right hand, upper back, lower back, and left knee.  However,

the complaints noted in Dr. Skinner’s final narrative report dated June 2, 2008, only

involve the right hand and left knee as reflected below:
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COMPLAINTS:

The patient presented with a complaint of right hand and wrist pain that was
constant, sharp with shooting pains into right index finger.  Complaint is
unresolved.  She rates her pain as 10/10 on a visual analog scale with 10 being
the most pain.  Her pain was reduced to a 9/10 for a short time.  The patient
complained of left knee pain that was constant with sharp pains around the anterior
of the knee.  She rates her pain a 10/10 on a visual analog scale with 10 being the
most pain.  Her pain was temporarily reduced to a 9/10 for a short time.  Complaint
is unresolved.  She reports any movement or increase in activity causes an
exacerbation of the pain.  (Cl.Ex. A, p.4)

I found Dr. Skinner’s report to be of little probative value.  He discharged the

claimant from his care on May 21, 2008, while recommending additional unspecified

diagnostic treatment.  The claimant only introduced the first two (2) pages of Dr.

Skinner’s report.  Respondents introduced page 3 in which, based upon history

provided by the claimant, Dr. Skinner opined that the injuries sustained by the

claimant were from the accident on 06/14/06.  However, as previously pointed out,

the claimant submitted a clarifying report from Dr. Skinner subsequent to the

hearing  which  stated  that  the  accident  date  was a clerical error.  (Cl. Ex. A,

pp.4-5)(Resp. Ex. B)

On August 25, 2008, the claimant was seen for follow-up by Dr. Jeanine

Anderson following a functional capacity evaluation.  Dr. Anderson is a highly

respected hand surgeon.  A portion of her report, as well as her assessment

follows:

Ms. Walton comes in today for followup from her FCE.  The patient gave an
unreliable effort with 30/48 consistent measurements.  When asked how her FCE
went the patient states that it was “strenuous”.  She states afterwards she also got
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her period, which she had not had in two months as well as suddenly could not hear
out of her right ear and her left middle finger at the PIP joint, which she shows
today, also went “out of place”.  She also states that her left leg has been “messing
up on her” and she has not had any pain medication.  She states that the therapy
which was given to her by her chiropractor has caused her arm to be weak and she
needs a muscle relaxer.  When specifically asked about the right index finger she
states that the finger really does not bother her as much as it did when I last saw
her on July 24, 2008.  She states it is sore, however, her main complaints are her
neck, shoulder, leg, arm, ear and left middle finger.

*****
Assessment

1. Left index finger puncture wound on 01/09/2008, now at maximal
medical improvement; no impairment per injury.  Patient having failed
her FCE with giving unreliable effort.

2. Multiple somatic complaints with no objective findings to corroborate.

Plan

1. From my standpoint the patient is at maximal medical improvement.
2. I would not recommend any further treatment for the right index finger.
3. She will be given a full and complete release as of today and sent

back to work at full duties.  (Resp. Ex. A, pp.1-2)(Emphasis supplied)

Respondents exercised good faith in meeting its obligations under our

workers’ compensation laws by next referring the claimant to a knee and shoulder

specialist to evaluate the claimant’s additional complaints.  Specifically, the

claimant was evaluated by Dr. Charles Pearce on September 25, 2008.  Dr.

Pearce’s report reflects that the claimant was actually evaluated by Dr. Reginald

Rutherford who performed a nerve conduction study on February 20, 2008, showing

no abnormalities of the right arm.  Dr. Pearce recommended further diagnostic

evaluations of both the left knee and right shoulder with MRI scan.  He allowed the
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claimant to continue regular work duties without restriction.  (Resp. Ex. A, pp.3-4)

The claimant returned to Dr. Pearce on October 7, 2008, following the MRI.

Some of the history contained in Dr. Pearce’s October 7, 2008, report is

inconsistent with prior histories.  Nevertheless, Dr. Pearce did find that the MRI

reflected a mensical tear, as well as considerable degenerative changes of the left

knee, including pre-existing chondromalacia.  Dr. Pearce discussed the potential

risks, benefits, and complications of possible knee arthroscopy.  In the interim, Dr.

Pearce opined that the claimant was not at maximum medical improvement and

recommended a sitting job until surgery was fully explored.  (Resp. Ex. A, pp.6-7)

The claimant returned to Dr. Pearce on November 11, 2008, at which time

Dr. Pearce made the following recommendations:

RECOMMENDATIONS:
I cannot in good conscience recommend arthroscopic surgery for this lady.  I do not
think she would respond well to arthroscopic surgery.  I am not convinced that she
has significant problems that she describes.  Further, I think that findings on her
MRI are preexistent in nature and are greater than 51% due to degenerative
change and not an acute meniscal tear.  I would be my recommendation that this
lady either seek a second opinion or perhaps functional capacity evaluation should
be considered for her knee.  She has already had one for her upper extremities
which she still complaints bitterly about and that functional capacity evaluation
result showed unreliable effort.  At this point, I have essentially released her from
my care to regular duties and I have placed no restriction on her.  I do not think
there is an indication for further diagnostic testing or surgery as it pertains to an
acute on-the-job injury.  She has sustained 9% permanent partial impairment as it
pertains to her reported on-the-job injury.  (Resp. Ex. A, pp.8-9)(Emphasis supplied)

Next, the claimant was seen by Dr. Thomas P. Rooney, an orthopedic

surgeon in North Little Rock, Arkansas.  A summary of Dr. Rooney’s January 14,
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2009, report is set out below:

In summary, she has multiple complaints.  She does have the objective finding of
scars in her right index and torn lateral meniscus degenerative in nature according
to the MRI.

These two problems should not interfere with her ability to perform her normal
activities.  She will continue to complain of degenerative pains in the left knee, but
I agree with Dr. Pearce that surgery would probably be counterproductive.

A standing x-ray that she brought with her dated 09-25-08 does show mild
degenerative spurring laterally in the right knee, which is consistent with her MRI
report.  (Resp. Ex. A, p.12)

ADJUDICATION

For the claimant to establish a compensable injury as a result of a specific

incident which is identifiable by time and place of occurrence, the following

requirements of A. C. A. §11-9-102(4)(A)(i)(Repl. 2002), must be established:

1.    Proof by a preponderance of the evidence of an injury arising out of and in the
course of employment;

2.    proof by a preponderance of the evidence that the injury caused internal or
external physical harm to the body which required medical services or resulted in
disability or death;

3.    medical evidence supported by objective medical findings, as defined in A. C.
A. §11-9-102(16), establishing the injury; and,

4.    proof by a preponderance of the evidence that the injury was caused by a
specific incident and is identifiable by time and place of occurrence.

If the claimant fails to establish by a preponderance of the evidence any of the

requirements for establishing the compensability of the injury alleged, she fails to

establish the compensability of the claim, and compensation must be denied.  Mikel

v. Engineered Specialty Plastics, 56 Ark. App. 126, 938 S.W.2d 876 (1997).
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Rather than conduct a further analysis of the record in this cause, suffice it

to say that the claimant has failed to establish, by a preponderance of the evidence,

that she sustained any injuries to her right side, right foot, and right leg.

Specifically, there is no credible evidence of any injuries to said body parts.

Further, the medical histories are inconsistent with any injuries to the claimant’s

right side, right foot, and right leg.  Finally, there is no medical evidence supported

by objective findings to support any claims of additional injuries beyond the

admitted injuries to the right index finger and left knee.

However, it is undisputed that the claimant sustained injuries to her right

hand and left knee.  

An employee who has suffered a scheduled injury is to receive temporary

total or temporary partial disability compensation during her healing period or until

she returns to work, regardless of whether she has demonstrated that she is

actually incapacitated from earning wages.  Ark. Code Ann. §11-9-521(a); Wheeler

Construction Co. v. Armstrong, 73 Ark. App. 164, 41 S.W.3d 822 (2001).  Whether

or  not  a  claimant’s  healing  period  has  ended  is  a  question  of  fact  for  the

Commission.   Poulan  Weedeater  v.  Marshall,  79  Ark.  App.  129,  84 S.W.3d

879 (2002).

The record in this claim reveals that the claimant’s healing period ended on

November 11, 2008.  Respondents proposed stipulation that it paid appropriate

temporary total disability through on or about November 17, 2008, is not supported
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by the record.  Under our case law, the claimant is entitled to temporary total

disability benefits during the period of her unemployment and while she remains

within her healing period.  See, Cedric Walker v. Cooper Standard Automotive, Inc.,

AWCC #F604949, Full Commission Opinion filed May 18, 2009.

Accordingly, I hereby make the following:

AWARD

Respondent, Liberty Insurance Corporation, is hereby directed and ordered

to pay, to the claimant, temporary total disability benefits at the rate of $173.00 per

week beginning January 10, 2008, and continuing through November 11, 2008.

All accrued benefits shall be paid in lump sum and without discount.

Respondents may claim credit for any temporary total disability previously

paid, as well as claim a credit for any dates that the claimant was gainfully

employed before November 11, 2008.

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

IT IS SO ORDERED.

                                                                    
DAVID GREENBAUM                                 
Chief Administrative Law Judge                  


