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OPINION AND ORDER

Claimant appeals from a decision of the

Administrative Law Judge filed March 16, 2015.

The Administrative Law Judge entered the following

findings of fact and conclusions of law: 

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

2. The stipulations set forth above are
reasonable and are hereby accepted.
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3. Claimant has not proven by a
preponderance of the evidence that she
sustained a compensable back injury on
December 26, 2012.

4. Claimant has not proven by a
preponderance of the evidence that she
sustained a compensable back injury on
January 25, 2013.

5. Claimant has not proven by a
preponderance of the evidence that she is
entitled to reasonable and necessary
treatment of her alleged back injuries.

We have carefully conducted a de novo review of the

entire record herein and it is our opinion that the

Administrative Law Judge's decision is supported by a

preponderance of the credible evidence, correctly

applies the law, and should be affirmed.  Specifically,

we find from a preponderance of the evidence that the

findings of fact made by the Administrative Law Judge

are correct and they are, therefore, adopted by the Full

Commission.

Thus, we affirm and adopt the March 16, 2015

decision of the Administrative Law Judge, including all

findings and conclusions therein, as the decision of the
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Full Commission on appeal.

IT IS SO ORDERED.

SCOTTY DALE DOUTHIT, Chairman

KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the entire record,

I must dissent from the majority opinion. I would award

the claimant medical benefits for her compensable back

injuries on December 26, 2012 and January 25, 2013.

This situation can be summed up by stating

that a very young employee attempted to “tough out” a

muscle strain in December at work, which was actually a

far more significant injury involving a herniated disc,

which was exacerbated in January 2013. Both the incident

in December and January were specific incidents, while

the claimant was performing employment services. The

claimant had objective findings of injury in the form of

a herniated disc at T12-L1, which was present after the
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December injury, as well as muscle spasms. The claimant

was able to perform her job without limitation, pain or

other symptoms, or the need for treatment of her back

until December 26, 2012. Dr. Baskin, Dr. Ennis and Dr.

Knox related her need for treatment to the work-related

incidents. This is clearly a compensable injury. The

claimant’s failure to give notice of the December 2012

injury on the date of injury exemplifies the company

policy, as described by the operations manager and the

claimant, that claims will not be filed more than

twenty-four hours after the injury. This is not a

question of credibility on the part of the claimant, but

of appropriate business practice in regards to workers’

compensation on the part of the respondent employer. The

claimant consistently reported in the medical records

that she sustained two work-related incidents, the first

generating new symptoms and findings and the second

exacerbating those symptoms.

At the time of the injuries, the claimant was

twenty-two years old. The claimant began to work for the

respondent employer in June 2009 as an EMT, when she was

eighteen. She received a very positive evaluation in
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November 2010, for which she received a pay increase.

The claimant became a paramedic right before her twenty-

first birthday, in September 2011. She was in training

after that time. A requirement of this position was the

ability to lift one hundred twenty-five pounds, stoop,

bend, kneel without injury to patient, self or co-

workers. In October 2012, she received another pay

increase based upon her performance evaluation. She

trained to become a paramedic and worked with Jason

Mosier. 

In August to December 2012, the claimant and

Mosier were full-time partners, working twenty-four hour

shifts. They took between six and more than twenty calls

each shift. They moved patients onto a cot, lifting the

cot into an ambulance, and lifting a backboard onto a

cot. Mosier testified that prior to the claimant’s

injury, she was able to meet the lifting demands of the

job, that he had no concern with her ability to perform

the paramedic job, that she was physically fine and

never complained of back pain, and that she had no

physical disability or restriction. He stated that she

had the compassion and thick skin necessary to handle
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the difficult situations that paramedics find themselves

in.

Scotty Trammell testified that he had been the

respondent employer’s operations manager since the

claimant was employed. He likewise testified that, prior

to her injuries, the claimant could perform all the job

requirements, that she was a good worker and that he was

satisfied with her performance. He was “ready to get her

back without restrictions.” 

The claimant also testified that she could

meet all of the physical requirements of her employment

up to December 26, 2012.

The claimant had never had a need for or the

performance of an x-ray, an MRI or medication for back

pain, prior to December 26, 2012. The claimant had

periodic chiropractic treatment in 2012, for back and

neck pain and headaches which developed after a knee

injury requiring surgery in March 2012. The claimant

admitted that she did not recall the back issues in

August 2014, when she testified at deposition that her

chiropractic treatment was for migraines, which was true

but not complete. Once she was able to review the
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records, she did recall the treatment for back and other

issues. She mentioned, on May 15, 2012, back soreness

after picking up a patient at work. On August 1, 2012,

she had some soreness after working on a patient at

work. She returned on October 5, 2012, for complaints

related to lifting patients at work. She did not report

these events for workers’ compensation injuries, instead

paying for them out of her own pocket. She did not

report them, because she did not “want to make a big

deal about it. I wanted to be a team player and pulled

muscles were something that I dealt with a lot, so.” The

claimant testified and the records support that she did

not have pain radiating from her back down her leg at

any of these visits. Her pain was in her neck, back, and

shoulders. The chiropractor’s adjustments at each of

these visits between April and October 2012 were

sufficient to resolve her back discomfort. The claimant

did not return to the chiropractor between October 5,

2012 and December 27, 2012.

The claimant was moving a patient in the

emergency room on December 26, 2012, when she sustained

her first back injury. Her partner that day was Kristi



HALLIDAY - 
G300892 & G406782

8

Kelley-Ramsey, not Mosier. The ambulance cot was pushed

up against the hospital bed, and the paramedics assisted

the transfer of the patient from cot to bed. She

explained:

At that time, we had her [the patient] on a
backboard for transportation purposes, she was
not strapped to it because we were simply
using it as a moving device, when they lowered
the side rail on the right side there was a
nurse and an ER tech on that side, when they
lowered that rail, the patient tilted to the
side a little bit. So I reached over to
prevent my patient from falling off of our
stretcher just as sheer habit, when she
grabbed a hold of me unexpectedly.
I had told the nurse and the ER tech in the
room, as well as my partner, to please do not
move the patient, I’m not ready, I still had
my side rail up on my side of the cot, and she
had hold of me. 
Unbeknownst to me there was a little bit of a
gap between our bed and their bed and they
went ahead and pulled her over while she still
had a hold of me, I had no other place to go,
went on top of my stretcher trying to prevent
my patient, and that’s when I felt the pull in
my back [sic].

She did not immediately report it, because she

thought it was a pulled muscle. She had pulled muscles

in the past which chiropractic adjustments resolved, so

she saw her chiropractor again. Her partner testified

that she did not recall this incident, which is

consistent with the fact that the claimant did not
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believe it to be a significant injury at the time and

with the fact that it had been two years since the

event. The partner testified that she was not asked

about the claimant’s December or January injuries until

September 2014, and she did not recall much.

The claimant went to the chiropractor on

December 27 and 28, 2012, with back pain and left hip

and leg pain. She had pain radiating down the outside of

her leg, to her knee. She had never had radiating pain

into her legs prior to this experience. Her chiropractor

attempted to release the muscles. Unlike her previous

chiropractic treatment, she did not experience relief

after her December 27 and 28 visits. 

The claimant went to the emergency room of her

employer on December 28, where she was given a steroid

shot and a prescription for cyclobenzaprine, a muscle

relaxer, “as needed for spasms.” She explained that

there was no record, because she was able to walk in the

back door and be seen, because she was known. She did

not have to register or complete paperwork, nor was she

charged for the visit. However, there is a record of

both prescriptions, upon which it was noted that the
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claimant was an employee. The prescriptions were written

by Dr. Jesse Larbey and filled at the hospital employee

pharmacy. The claimant explained that Larbey is a

physician’s assistant. She told him that she was injured

when she was transferring a patient who had grabbed her.

On January 3, 2013, the claimant told her

chiropractor that she was much better after a shot and

muscle relaxers. She had some trouble in her low back,

and sitting was difficult.

The claimant had never sought treatment for

her back from her life-long primary care physician, Dr.

Bailey, until January 17, 2013. His nurse noted that the

claimant “did it at work 12/26, lifting pt, not

reported. Lower back pain, more in the left side of back

and pain and numbness going down leg to knee.” Dr.

Bailey noted that her symptoms were not severe

initially, but that her symptoms were worsening. He

noted that she thought she pulled a muscle at first. He

noted low back pain, a positive left straight leg raise,

and weakness and numbness of the left leg. He planned an

MRI. I note that the record shows that Dr. Bailey’s

nurse first recorded the claimant’s physical complaints,
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then added a description of the mechanism of injury to

the side, and that Dr. Bailey added his notation

concerning her initial belief that she had pulled a

muscle. Without elaborate speculation and the

manufacturing of detail out of whole cloth, this record

reflects only the reporting of symptoms and injury with

some attention to detail. As appropriate, notations

about the work-relatedness of the accident were made.

The claimant reported the December 26, 2012

incident to the operations manager, Trammell, on January

25, 2013. This was the first report she made of the

December injury. She testified that he told her that she

was outside the twenty-four reporting period after the

injury. He testified that he did not recall much about

either injury, but stated that he thought the law

required reporting within twenty-four hours of the

injury, so he would not have been comfortable completing

workers’ compensation paperwork on an injury reported

longer than twenty-four hours after the incident. Based

upon Trammell’s response that her time to claim the

December injury had expired, she proceeded with her

health insurance. 
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The claimant also testified that she

understood that injuries had to be reported within

twenty-four hours. She did not get treatment within

twenty-four hours of the first injury, and she believed

that it was too late to make a claim on it.

An MRI on January 18, 2013 showed a left

paracentral herniated nucleus pulposus at T11-12 which

caused narrowing of left-side exiting neuroforamen. The

radiologist noted her left-sided symptoms and

recommended a surgical consultation. On January 22,

2013, Dr. Bailey stated that the pain medications were

working and referred the claimant to a neurosurgeon. The

claimant did not miss work for her back between December

26, 2012 and January 25, 2013.

However, on January 25, 2013, the claimant had

a second incident which caused increased back symptoms.

Her partner was Kelley-Ramsey again. She was leaving the

scene of an emergency call, at a home. She stepped into

the yard and onto some landscape timbers, which were

slick. As she stepped off the timbers, her foot slipped

from under her. She caught herself on her left side,

twisting her back. She felt and heard a pop in her back.
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She contacted the dispatcher who contacted Trammell. She

was directed to report to the emergency room and to

complete an N form. She complied. Her partner was not

aware of the injury, until she was directed to take her

to the emergency room. The partner did not recall much

other than that, during the ride, the claimant said that

she thought her back was injured. The partner was never

asked to make a statement of any kind or complete a

report. 

The emergency room records from January 25,

2013, noted that the claimant:

had recent back injury affecting left back
radiating down left leg. That had resolved and
then tonight slipped on wet log and did not
fall but twisting action caused pain in low
right back no radiation to leg, loss of bowel
or bladder control or weakness or numbness of
legs. does not think she broke anything -
states was a quick slip twist motion.

She had muscle spasms. She was to continue her

medications and follow up as needed. She could return to

work without restrictions. The claimant stated that

after the December 2012 injury, she had pain radiating

to her knee and that after the January 2013 injury, her

pain radiated all the way down her whole leg. The pain

was sharp and unrelenting.
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On January 26, 2013, the claimant returned to

the emergency room, stating that she hurt her back at

work on January 25, that she had a herniated disc at

T11-T12, and that her sharp pain from the left leg to

her knee was gone, but she had sharp, burning pain in

her entire left leg now. Her symptoms were worsening. On

January 25, she had been on an emergency call and

“slipped at a residence, twisting her back.” She

reported that she felt as though she had “lost muscle

tone to left leg. Onset earlier today.” She reported

that she had a “prior injury with some numbness to left

leg but now numbness extends all the way from the hip to

the foot.” She had tenderness to palpation of her lumbar

spine. An MRI showed a T11 disc herniation on the left,

unchanged from a January 18, 2013 MRI. She received a

morphine (pain reliever) and decadron (corticosteroid

anti-inflammatory medication) injection. The diagnosis

was T11 disc herniation with left leg radiculopathy.

Cyclobenzaprine (muscle relaxant) and prednisone

(steroidal anti-inflammatory medication) were

prescribed. 

On January 29, 2013, the claimant saw Dr.
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Leslie in follow-up after last clinic visit and for her

January 25 back injury at work. She reported that her

pain had increased, and her left leg was numb. Dr.

Leslie assessed a lumbar sprain. She was to have a

neurosurgical evaluation. She was on light duty with no

lifting more than fifteen pounds. On January 29, 2013,

the respondent-employer prepared documentation of her

fifteen-pound lifting restriction as a result of her

January 25, 2013 work-related injury. She was scheduled

to see Dr. Knox on February 4, 2013.

The health and human resources manager

testified that she learned of the December 26, 2012

injury on January 28, 2013, when she was preparing

documentation for the January injury. She noticed a

January 18 MRI and asked the claimant about it. The

manager stated that the claimant stated that she pulled

a muscle in the emergency room and was seeing her

primary care physician. The manager did not inquire

further about it, because she was seeing her primary

care physician. She further stated that it was the

claimant’s responsibility to report an injury as work-

related and that she had no problem with the claimant
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using her own health insurance. The employer is self-

insured for workers’ compensation purposes. 

The manager testified that she worked directly

with the workers’ compensation adjuster on the claim,

emailing her routinely. She testified that she had

access to the medical records of injured employees, and

she and the adjuster decided together that the claimant

needed the second opinion by Dr. Baskin. The manager

also testified that she did not have access to all the

medical records mentioned in the December 2012 work

injury, despite her testimony that she had access to all

the records, despite her testimony that she had prepared

the documents to send to the adjuster on January 28 and

noticed a January 18 MRI report, and worked closely with

the adjuster on the claim. She also stated that she was

not aware that the claimant was making a claim for a

December 2012 injury until August 2014, despite the

claimant’s January 28 report to her that the claimant

injured her back in the emergency room, and the repeated

reference to the December and January back injuries at

work in the medical records, to which the manager

testified that she had access.
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The claimant was sent to Dr. Knox on February 4,

2013, who noted her December 26 injury while moving a

patient, and her January 25 injury, when she slipped

while on an emergency call. She had low back pain

radiating to her left hip and lateral leg to the ankle,

with plantar foot numbness. He noted a T11 herniated

disc and a bulging disc at L4-5 with trans-segmental

anatomy. He prescribed physical therapy, a TENS unit and

a lumbar brace. She was to continue her medications and

to wean herself from narcotic medication. She was to

lift no more than twenty pounds and to avoid bending,

lifting and stooping. His diagnosis was thoracic spine

pain, lumbago, herniated lumbar disc, lumbar

radiculopathy, sciatica, and thoracic neuritis or

radiculitis. On February 5, 2013, the respondent-

employer prepared documentation of her twenty-pound

lifting restriction. She was scheduled to return to Dr.

Knox on March 4, 2013. 

The claimant did not miss work, instead

retraining to do admissions and EMS billing, while she

was on light duty. All of her restrictions were met by

the employer.
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The claimant saw the physical therapist on

February 11, 2013. The therapist also noted that the

claimant was injured in December while moving a patient

and again in January when she slipped on an emergency

call. She had left low back pain with radiation down her

left hip into her foot, with weakness. On examination,

the therapists noted pain and range of motion issues,

and muscle guarding. Therapy was planned, including a

TENS unit. On February 27, 2013, the therapist observed

paraspinal spasm with the end range of lumbosacral

extension. The therapist stated that the claimant’s pain

was unchanged, but she had improved her lumbosacral

stabilization and core engagement. Her functionality was

unchanged. 

On March 4, 2013, the claimant saw Dr. Knox,

with continued difficulties. Dr. Knox stated that the

claimant’s thoracic herniated disc is consistent with

her January 25, 2013 injury. He was aware of her

December 2012 injury at the last visit, but apparently

overlooked it at this visit. He planned a T11-12

Marcaine disc space injection (discography). If it

afforded significant relief for six to eight hours post-
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injection, then the consideration of surgery would be

appropriate. His assessment was thoracic spine pain,

lumbar herniated disc, and lumbar radiculopathy. She was

to continue physical therapy, work restrictions and

medications. Discography was scheduled.

On April 8, 2013, the claimant saw Dr. Ennis

for a DSI with Marcaine and provocation. His diagnoses

were displaced thoracic disc without myelopathy,

degeneration of thoracic/thoracolumbar disc, spinal

stenosis of lumbar region, thoracic and lumbosacral

neuritis or radiculitis, and lumbago. He noted that she

injured herself moving a patient. He performed the

injection on that date.

On April 12, 2013, the claimant returned to

Dr. Knox who noted that the claimant’s herniation was

actually at T12-L1, because she actually has six non-

rib-bearing vertebra. This causes some confusion as to

whether the injection performed by Dr. Ennis was at T11-

12 or T12-L1. Her results were 100% relief. Dr. Knox

wanted a second injection at T12-L1, because he felt

that the first injection was performed at T11-12. If she

needs a fusion, he felt that T11-12 would need to be
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included. Her restrictions remained the same.

On May 9, 2013, the claimant saw Dr. Ennis for

a diagnostic injection at T12-L1. He noted her complete

relief for several hours after the first injection. The

injection at T12-L1 produced an axial, radicular to the

left, partially concordant pain response.

On May 21, 2013, the claimant returned to Dr.

Knox, reporting 90% improvement for six hours at the

T12-L1 injection site. He planned fusion surgery at T11-

12 and T12-L1. Her restrictions remained the same.

On May 22, July 1 and August 21, 2013, the respondent

employer noted that the claimant’s restrictions remained

the same. 

On June 7, 2013, a medical review of the

surgical recommendation was made, stating that because

the discography injections did not include controls and

because the claimant’s symptoms were consistent with an

L4-L5 or L5-S1 issue, not a thoracic spine issue. This

was shared with Dr. Knox on June 17, 2013.

On July 6, 2013, the claimant returned to Dr.

Knox. Her pain was now radiating to both hips and legs

to the ankles, with plantar foot numbness. Her
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medications and restrictions were continued.

The respondents ordered an independent medical

evaluation by Dr. Baskin. This was performed in August

2013. He noted that the claimant was injured while

moving a patient in December, which was not reported,

and again in January when she slipped while on a call,

which was reported. He stated that it was likely that

she had left leg radicular pain. He stated that she was

a credible historian. He recommended EMG studies and a

CT myelogram. He felt that the pathology was related to

her work injury. He also suggested an epidural steroid

injection before surgery.

Dr. Knox saw the claimant after the

appointment with Dr. Baskin. Her pain was primarily in

the left leg. She had radiating pain in both hips and

legs as well as to her rib cage.

He planned an epidural steroid injection. This was

performed by Dr. Ennis on September 26, 2013. Dr. Ennis

noted Dr. Baskin’s agreement with the surgical

recommendation. On October 16, 2013, Dr. Knox noted that

the injection offered no benefit. A fusion surgery at

T11-12-L1 was planned. A preparatory CT scan of T10-S1
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was planned. Dr. Knox explained that the CT scan of

October 31, 2013, showed relative disc space narrowing

at L5-S1 and T11-12, minimal spurring in the left

anterior spinal canal at the top of T12-L1 which was the

soft fragment seen on prior MRIs, and calcification in

the region of the posterior disc.

On December 2, 2013, the surgical

recommendation was reviewed and denied, because no

documentation was submitted to confirm that the pain

generator was identified by the injections at T11-12 and

T12-L1. This was shared with Dr. Knox on December 3,

2013. 

In December, 2013, Nurse Sides noted that the

claimant had been paying for her medications herself and

instructed her to communicate about them, to have them

paid through the insurance process.

Even after her injuries, the claimant

continued to work for the employer and to earn accolades

for her service, from her supervisors and from other

departments of the employer. In April 2013, she was

praised for doing a “great job” in taking on the

surprise task of coordinating high school, police, fire,
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helicopter and funeral home personnel, as well as

parents of victims of distracted driving, for a

distracted-driving event at a school by the respondent-

employer, after the regular personnel managing the event

were unavailable. This involved an assembly of facts and

personal anecdotes and a “huge mock accident” in the

afternoon, which was very realistic. She was noted to

have spent her own money on rewards for the emergency

services team who helped with the event. The claimant

explained that she felt that the program was very

important, and without the team, it would not have

happened. The letter commending the claimant concluded,

“Kudos to Shelby. She is a special young lady.” In

September 2013, the supervisor of the operations manager

performed a performance evaluation of the claimant and

noted that the claimant had been sidelined from her

regular job due to her injuries and had demonstrated

that she is “adaptable, motivated, dedicated and

interested in multiple aspects of the EMS business.”

On January 24, 2014, the claimant presented to

the emergency room with increasing back pain. Her left

knee was giving out on her. She had left thigh numbness
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from her knee to groin. She had to sit in flexion or

hunched to avoid pain in her left diaphragm. She

described the incident in December 2012. An “urgent” MRI

was ordered, which showed a small to moderate left

paracentral protrusion and annular tear, with mild to

moderate left lateral recess stenosis, at T11-12,

similar to prior study. With her persistent radicular

pain, a surgical consultation was recommended.  The

abnormality at T11-12 was “likely related to the

patient’s radiculopathy.”

The claimant testified that if she could go

back, she would have reported every pulled muscle as a

workers’ compensation claim, so that she would not be in

the predicament she was in now. However, at the time,

she felt that as a “team player,” she would not make a

“big deal” about just a pulled muscle. 

At the time of the hearing, the claimant had

significant trouble with her back, and she was unable to

do many of the activities in which she used to

participate. She had to be careful not to irritate her

back. She had mornings in which she could not get out of

bed and in which her left leg was without sensation or
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muscle tone. She never had problems like that prior to

her injuries. Since her injury, she trained to do EMS

billing and admissions, and she obtained her nursing

degree. If she received the surgery, she wanted to

return to her paramedic duties, “because I love my job,

I’m passionate about what I do, and I want to go back to

that job.” Her long-term professional goal is to attend

medical school.

A primary argument is that the claimant did

not report the December injury. This is disingenuous. An

employee whose work placed her in the emergency room on

a regular basis to perform employment services and who

had no reason to be in the emergency room other than for

work purposes told a supervisory employee that she hurt

her back in the emergency room. That is sufficient

reporting of an injury. It was the health and human

resources manager who attempted to skirt the truth in

this claim, not the claimant. This is evident in the

manager’s efforts to state that she was unaware that the

December incident was work-related, despite the fact

that she also stated that she was in close communication

with the adjuster and had access to the medical records,
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which clearly stated that the December incident happened

while she was working.

The Arkansas Workers’ Compensation Act

requires that an employee give notice by use of an N

form, and that the failure to do so bars recovery of

benefits until such time as proper notice is given.

However, when the employer has knowledge of the injury,

failure to give notice shall not bar any claim. Ark.

Code Ann. Sec. 11-9-701(a)(1) and (b)(1). It is clear

that the claimant did not report the December event

until January 25, 2013 to the operations manager and

until January 28, 2013 to the health and human resources

manager. On both of those dates, she reported that she

was injured in the emergency room. She was told on

January 25 that it was too late to file a claim, and on

January 28, her report was not considered the reporting

of a work injury because she did not use the magic words

“work-related,” when she reported that she was injured

in the place where she works. The statute says that she

must report her injury. It says nothing about magic

words, and it certainly says nothing about the statute

of limitations for a claim expiring twenty-four hours
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after the occurrence. Proper notice was given,

sufficient to allow the claim, on January 25 and again

on January 28, 2013, for both injuries, including the

December one.

As to causation, the claimant consistently

reported the December injury as work-related, once she

realized it would not go away with a simple chiropractic

adjustment. She was only twenty-two years old at the

time. The timing of the events supports the claimant’s

testimony. She was able to perform the physically

demanding aspects of her job, without limitation or need

for more than occasional chiropractic adjustment until

December 26, 2012, when she developed symptoms seen

nowhere in her prior records. An MRI showed a

significant change in her spine which three physicians

later linked to her symptoms. In January, she had a

second incident, which increased her symptoms. At that

time, she reported both injuries and began receiving

treatment through her employer’s workers’ compensation

insurance. 

The delay in reporting was less than one

month, which is not an egregious amount of time. She
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explained that she was trying to be a “team player,” and

with the hair-splitting used by the supervisory

personnel to avoid a workers’ compensation claim, it

makes sense that there was a culture which frowned upon

claims. Further, the claimant’s history of keeping her

pulled muscles to herself is consistent with her youth

and with her attempts to be a valued part of the team.

Even though she did not make a “big deal” of her pulled

muscles to her team or employer or her December or

January issues to her partner, minimizing her weaknesses

and maximizing her strengths in her employment

community, she was forthright with her physicians as to

the events and the development of her symptoms. 

There can be no question that the claimant has

met all the elements of compensability. It is error to

deny this claim. The denial is based upon

misconstruction of the law and facts.

For the foregoing reasons, I must dissent from

the majority opinion.

PHILIP A. HOOD, Commissioner


