
SAN DIEGO COUNTY Item No. 
REGIONAL AIRPORT AUTHORITY 12 
STAFF REPORT 

Meeting Date: JULY 7, 2011 

Subject: 

Authorize the Rejection of the Claim of Theresa M. Hopkins, et at. 

Recommendation: 

Adopt Resolution No. 2011-0077, authorizing the rejection of the claim of 
Theresa M. Hopkins, Warren B. Hopkins and carl W. Hopkins. 

Background/.Justlfication: 

On June 9, 2011, Theresa M. Hopkins, Warren B. Hopkins and carl W. Hopkins 
(hereinafter referred to "Claimants'') filed a wrongful death claim for damages with the 
Authority (Attachment A) alleging that on December 12, 2010, Wayne Hopkins died from 
injuries incurred as a result of his employment with the San Diego County Regional 
Airport Authority ("Authority''). The claim for wrongful death damages is in an amount 
exceeding $3,000,000. 

Claimants allege that on December 12, 2010, Wayne Hopkins died as a result of 
non-Hodgkin's Lymphoma, a disease it is alleged was caused as a result of exposure to 
"toxic materials" while Hopkins worked at the former Teledyne Ryan Aeronautical Facility 
located at 2701 North Harbor Drive. The claim alleges exposure to the toxic materials 
occurred in the course and scope of Hopkins' employment with the Authority. 

Hopkins's claim should be denied. Investigation is ongoing. What is known at this time 
is that Hopkins was employed by the Authority from April 2005 to December 2010 and 
prior in time he was for many years employed by Teledyne Ryan working at the facility. 
For approximately 60 years, Teledyne Ryan occupied the site engaged in aircraft 
manufacturing operations. Teledyne Ryan occupied the site under a lease from the 
San Diego Unified Port District. The manufacturing operations of Teledyne Ryan are 
identified in prior litigation and administrative matters as the source and cause of the 
chemical contamination at this site. 

Fiscal Impact: 

Not applicable. 
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Environmental Review: 

A. California Environmental Quality Act: The Board action is not a project that would 
have a significant effect on the environment as defined by the California 
Environmental Quality Act ("CEQA''), as amended. 14 Cal. Code Regs. §15378. The 
Board action is not a "project" subject to CEQA. Cal. Pub. Res. Code §21065. 

B. california Coastal Act: The Board action is not a "development" as defined by the 
California Coastal Act. Cal. Pub. Res. Code §30106. 

Equal Opportunity Program: 

Not applicable. 

Prepared by: 

SUZIE JOHNSON 
PARALEGAL 

n(·'n~ 22 \.., .J :.) 1. 



ATTACHMENT A 
FOR AUTHORITY CLERK USE 

SAN DIEGO COUNTY REGIONAL AIRPORT AUTHORITY 
ACCIDENT OR DAMAGE CLAIM FORM 

Please complete all sections. 
Incomplete submittals will be returned, unprocessed. 

Use typewriter or print in ink. 

ONLY 

Document No.: 

Filed: 

~~-I4I' 

"'/"'h/ :.----...... -. - -. . - ..... .. -. .. -, 
SDCRt\;\ 

JUN 0920:1't 
J.,;,;' -"... r ~· .... ·t; .. :". ... :. .• ~(.. f\' :c ... ·::; 

1) Claimant Name: Theresa M. Hopkins; Warren B. Hopkins; Carl W. Hopkins 

2) Address to which correspondence regarding this claim should be sent: 

Milberg & De Phillips, PC 
2163 Newcastle Avenue, Ste 200 
Cardiff, CA 92007 

Telephone No.: (760) 943-7103 I Date: 617/2011 

3) Date and time of incident: 12/12/2010 

4) Location of incident: 2701 North Harbor Drive, San Diego, CA 

5) Description of incident resulting in claim: 

Way-ne Hopkins deceased. was wrongful Iv exposed to toxic materials while he 

worked at the Teledvne Rvan Aeronautical Facilitv located at 2701 North Harbor Drive, 

San DieQO CA As a result of . the toxic exposure. Wavne Hopkins develooed 
non-Hodgkins Lymphoma which caused his death on December 12, 2010. Pursuant to Code 

of Civil Procedure section 377.-60 et a1., Mr. Hopkins' surviving wife, Theresa M. 

Hopkins, and two sons, Warren B. Hopkins and Carl W. Hopkins claim wrongful death 

damages in an amount exceeding $3 million. 

6) Name(s) of the Authority employee(s) causing the injury, damage or loss, if known: 
Currently unknown. 

7) Persons having firsthand knowledge of incident: 

Witness (es) Warren B. Hopkins Physician(s): Tn h., nrnvinpn 

Name: c/o Milberg & De Phillips PC Name: 

Address: 2163 Newcastle Avenue, Ste 200 Address: 

Cardiff, CA 92007 
Phone: (760) 943-7103 Phone: 

Page 1 of 2 
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8) Describe property damage or personal injury claimed: 

N/A 

9) Owner and location of damaged property or name/address of person injured: 

N/A 

10) Detailed list and amount of damages claimed as of date of presentation of claim, including 
prospective damages. If amount exceeds $10,000.00, a specific amount need not be included. 

Wrongful death damages pursuant to CCP section 377.60 et al. on behaTf of the 

surviving wife, Theresa Hopkins and two sons, Warren B. Hopkins and Carl W. Hopkins. 

"" V ..... 

(~~ a",.Jf Dated:~ 7", "-"1' 
~ - .-

Claimant: , " , 
(Signature) \ 7 

Notice to Claimant: 

Where space is insufficient, please use additional paper and identify information by proper section 
number. 

Return completed form to: 

Tony Russell, Director, Corporate Services/Authority Clerk 
Corporate Services Department 
P.O. Box 82776 
San Diego, CA 92138-2776 

Page 2 of 2 



1 Hopkins v. San Die&o County Re&iooal Airport Authority 
Claim No: Unassigned 
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PROOF OF SERVICE 

I, Dawn Peterson, hereby declare that I am over the age of eighteen years and not a party to 
this action. I am employed, or am a resident of, the County of San Diego, California and my 
business address is: Milberg & De Phillips, P.C., 2163 Newcastle A venue, Ste 200, Cardiff, 
California, 92007. 

On June 7, 2011, I caused to be served the following documents(s): 

Claim Against San Diego County Regional Airport Authority 

Tony Russell, Director, Corporate 
Services/Authority Clerk 
Corporate Services Department 
P.O; Box 82776 
San Diego, CA 92138-2776 

.:L USPS MAo.. : I served the documents by enclosing them in an envelope and: 

___ depositing the sealed envelope with the United States Parcel Service with the postage fully 
prepaid. 

_.[_ placing the envelope for collection and mailing in Cardiff., California, following our 
ordinary business practices. I am readily familiar with this business's practice for collecting and 
processing correspondence for mailing. On the same day that correspondence is placed for 
collection and mailing, it is deposited in the ordinary course of business with the United States Postal 
Service in a sealed envelope with postage fully prepaid. 

PERSONAL DELIVERY: by causing to be hand-delivered, a true copy thereof to the above­
named person(s). 

FACSIMILE: by causing a true copy thereof to be telecopied to the party/parties at the facsimile 
number as set forth above. The facsimile machine I used complied with Rule 2.301(3). The 
transmission reported that the facsimile was complete and without error. The facsimile machine I 
used printed a transmission record of the facsimile, a copy of which is attached to this declaration 

BY UPS OVERNIGHT MAIL: I enc'losed the documents in an envelope or package provided by 
UPS an overnight delivery carrier and addressed to the persons at the addresses set forth above. I 
placed the envelope or package for collection and overnight delivery at an office or regularly utilized 
drop box of the overnight delivery carrier in Cardiff, California. 

24 I declare under penalty of perjury under the la ofthe State ofC lifo ia that the foregoing is true 
and correct. Executed on June 7, 2011, at Cardiff-by-the-

25 

26 

27 

28 
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MILBERG & DE PHILLIPS 
A ~"O""E8SI0NAL CO""OftATION 

FREDERIC J. MILBERG 
RUSSELL M. DE PHILLIPS 
ROY L. CARLSON. JR. 

TIM G. McNULTY. 

ATTORNEYS AT LAW 

21S3 NEWCASTLE AVENUE 

SUITE 200 

CARDIFF BY THE SEA, CALIFORNIA 

92007·1824 

(760) 943-7103 

(SI9) 232-7103 

FAX (760) 943-6750 

www.m-dlaw.com 

• ALSO ADMITTED IN ARIZONA 

June 8, 2011 

Selft via Regular Mail alld Certified Mail 
Returll Receipt Requested and Fax 

(619) 400-2514 

San Diego County Regional 
Airport Authority 
P.O. Box 82776 
San Diego, CA 92138-2776 

Re: Hopkins v. San Diego County Regional Airport Authority 
Date of Death: December 12,2010 
WeAB No: Unassigned 
Our File No: 5197.1 

Dear Sir or Madam: 

Please be advised that the above-referenced law firm represents the Applicant 
dependents as set forth in the attached DWe-} form of the deceased worker, Wayne 
Hopkins, who sutTered inj ury and illness sustained while in the course and scope of his 
employment with the San Diego County Regional Airport Authority. I request that all 
future communication regarding this matter be handled directly through this office. 
Enclosed are the DWe-I form completed by the dependents of Wayne Hopkins and the 
Disclosure Statements signed by each dependent. Two dependents are minors so 
Applicanl, Carl Wayne Hopkins, Jr., signed both individually and as a Guardian for the 
minors. 

The Dwe-I form describes in a general manner the crux of this death benefit 
case. Unfortunately, the deceased worker, Wayne Hopkins, was exposed to extremely 
dangerous and hazardous toxic chemicals, metals and other hazardous substances in 
connection with his employment. He was then diagnosed as a result of this exposure to 
non-Hodgkin's Lymphoma in an acute form. He then succumbed quickly to this 
industrial disease and died on December 12, 2010. 

CJr)126 



MILBERG & DE PHILLIPS 
A PROf'E.SSIONAL COR~RATION 

ATTORNEYS AT !J,W 

San Diego County Regional 
Airport Authority 
June 8, 2011 
Page Two 

Due to the obvious serious nature of this matter, I respectfully request that you 
provide this letter to your workers' compensation carrier or if you are self-insured, to 
your workers' compensation administrator as promptly as possible. They should then 
contact my office for further information and details. 

Pursuant to Administrative Order Numbers 9810 through 9860, demand is hereby 
made for the following: 

1. Notice of commencement of Temporary Total Disability (TID) payments 
(or salary continuance in lieu of ITO), including wage statement, computation of TID, 
starting date, amount of TID to be paid, or Notice of Rejection or termination of ITO 
payments with explanations; 

2. Notice of acceptance or rejection of liability; 

3. Statement of amount paid; 

4. A copy of any statement of the applicant taken by defendant, and; 

5. A copy of each statement taken from any witness connected with her case 
pursuant to the decision in the Hardesty case. 

The request for witness statements, treatment and medical reports is to be 
considered a continuing one and applicants advise that on receipt of any documents 
mentioned above, copies are expected within the time limits set by the Workers' 
Compensation Appeals Board. 

This death benefit claim includes funeral expenses which will be provided when 
fully assembled. 



MILBERG & DE PHILLIPS 
A PRO,.t:SSIONAL CORPORATION 

ATTORNEYS AT LAW 

San Diego County Regional 
Airport Authority 
June 8, 2011 
Page Three 

I thank you in advance for your anticipated courtesy and cooperation, with respect 
to this matter. If you have any questions or need for further assistance, please feel free to 
contact my office. 

FJM/dp 
Enclosures 

Very truly yours, 

By:-Jl ____ --'''''''''''''---i __ _ 

FREDERIC J. MILBER 

cc: Mrs. Wayne Hopkins (with OWC-\ Form) by regular mail 
Mr. Warren Hopkins (with OWC-I Form) by regular mail 
Mr. Carl Wayne Hopkins, Jr. (with OWC-I Form) by regular mail 

1 \ ' ''1 n '" 2· 8 V :.J '.:- .L ' 



State of Cali fomi a 
Department of Industrial Relations 
DIVISION OF WORKERS' COMPENSATION 

WORKERS' COMPENSATION CLAIM FORM (DWC 1) 

Employee: Complete the "Employee" section and give the fonn to 
your employer. Keep a copy and mark it "Employee's Temporary 
Receipt" until you receive the signed and dated copy from your em­
ployer. You may call the Division of Workers' Compensation and 
hear recorded information at (800) 736·7401. An explanation of work­
ers' compensation benefits is included as the cover sheet of this form. 

You should also have received a pamphlet from your employer de­
scribing workers' compensation benefits and the procedures to obtain 
them. 

\11\ III ' .... () II \\hIlIl L " \ ' .... III l . llI , t .... t d IH' 1Il,IIk .111 \ kIlO\\lIl~h 1.11 .... l 
III Il,lIldlllllll 1II.1IlII,tI ... t.IItIlHIII t il J1 1. ltlll.!lI(Plt " tHt.IIJIIII 1111 

I ill' 1'111 po" ... 01 uhl.lIlllll!...!. 01 dt'll\ III~ \\ (l'l'l'! .... • l n)IIIH n .... . 11 H Ili 1)l'i1l'-

111'-.01 p.1\ IlIllll' ' ''' :..! tIIll \ 01 d ft.-lUi" 

Employee-complete this section and see nole above 

Es/atio de Califomia 
Departamento de Relae-iolles IlIdllstriales 

DIVISION DE COMPENSACI6N AL TRABAJADOR 

PETITION DEL EMPLEADO PARA DE COMPENSACI0N DEL 
TRABAJADOR (DWC 1) 

Empleado: Complete la secci611 "Empleado" y elllregue la forma a S/I 

empleador. Qutdese ('on la copia designado "Recibo Temporal del 
Empleado" IwslO que Ud. reciba la copia/irmada y /echada de Sll empleodor. 
Ud. puede lIamar a la Divisiol/ dt Compel/sacion al Trobajador al (800) 736-
7401 para oil' informacion gravada. Ell la hoja cubierta de esta 
forma esta la explicati611 de los bene/icios de compensaci(m altrabajador. 

Ud. (ambitll deb(r(a i1alJ(r recilJido de su empfeador un/olleto describiendo los 
bell/icios de compel/sacion altrabajador lesionado y los procedimientos para 
ob/enerlos. 

loda ,llIlltll., I' l f 'l HII. I qll t· .1 (11111' (1 ..... '1 (1 h .I!...!. 1 I I (.111'-(' qlH ' l pt')(I1I1~ . , 

lll . II'IllI t' l ilt ~ 1.11 .H. III Il " It 1)11 "t 1l1.1l11J1l 111.111 I 1.11 i., h ,1 CI II ,l1l1ll1h IlI.I 1011 d 
1111 Ik ollft lit [ 0 11l'~ , 1I IIIIH I H 10 " It ILl!.!"'" 111'1 tlIIlIU'll"',lllllll .t 11 .111.11.1(1011" 
h "' l (ll l.lI~ ()"" t ... \. 1I1 P, II>I , lit 1111 ~ 11I11t ' Jl 111.1 \ 111 " It 111 111.1 " 

I note la notacion arriba. 
(see Attachment !lAII) 

Theresa M. Hopkins Today's Date. Fedw de Hov. June 8, 2011 I. Name. Nombre. 

Home Address. D 2. 

3. 

4. 

5. 

City. Ciudad. ----•. -"'-- ' ~t' • .......... s ... ........... ________ _ 

Date ofInjury. Fecha de la lesion (aecidJ;i~WlUl a ti ve-12/12/1 0 ( de.r\~g. Jf Injury. Hom ell que oel/rri6. a.m. ___ p.m. 

Address and description of where injury happened. Direeci6nllugar donde occuri6 el accidellle. 2701 North Harbor Drive, 
San Diego; CA and surrounding areas and buildings. 

6. Describe injury and part of body affected. Describa la lesion y parle del cue/po afectada __ -=P~l::..;e:::a=s.::e-=r:..:e:.:f:.e=r--=t:..:o-=A~t.::...:t..:a:..:c:.:h:.:m:.:e=-n:::..::t_'_'B_'_' 

7. 

8. 

Social Security Number. Numero de Segura SOcia~o~ -

Signature of employee. Firma del empleado. < --S~::z::l~~~~:.....~~~~-~·.t;-f"a:I.·~e ........ ::::...-,-________________ _ 

Employer--complete this section and see note below_ Empleador-complete esta seccwn y note la notaciOn abqjo. 

9. Name of employer. Nombre del empleador. __________________________________ _ 

10. Address. Direcciol1. 

11 . Date employer first knew of injury. Fecha t!II que el empl('ador supo pOI' primera \'f!Z de la lesion 0 accidellte. 

12. Date claim form was provided to employee. Fecha ell que se It ellfreg6 al emp/eado 10 fleticioll. 

13. Date employer received claim form. Fed,a ell que el elllpicado devoll'i61a peticic'/I al empleador. 

14. Name and address of insurance carrier or adjusting agency. Nombre y direccio/l de la compmifa de seguras 0 agel/cia admillstradora de segu/'Os. 

IS. Insurance Policy Number. EI numero de la paliza de Seguro. 

16. Signature of employer representative. Firma del representante del empleador. 

17. Title. Tftulo. 18. Telephone. TeM/ono. 

Employer: You are required to date this form and provide copies to 
your insurer or claims administrator and to the employee, dependent 
or representative who filed the claim within one working day of 
receipt of the form from the employee. 

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY 

o Employer copy/Cap;a dd EII/I,trada,. o Employee copy/ Cu/,;u del EmpkQdo 

6/10 Rev. 

Empleador: SI' requiere que Ud.Jeche estaJorma y qlle prOl'ea copias a su com­
palifa de seg"ros, adminis/rador de reclamos. 0 dependiellle/r('pr/'sellIante de reda­
mo.~ y al empleado que hayan presellfado esta petici6n dentm del plazo de un dia 
iIIHli.l desde eI momellto de haber sido recibida la forma del empleado. 

EL FIRMAR ESTA FORMA NO SIGNlFlCA ADMISION DE RESPONSAB1UDAD 

o animo Admini5lr.'or/Adm;//;",,.ado,. dr /ltc/amos 0 Temporary Receipt/Rt,.;"" drl Empltudo 

CG0129 



In Re: Hopkins v. San Diego County Regional Airport Authority 

ATTACHMENT" A" 

Carl Wayne Hopkins, Jr., individually and as guardian of Carl Wayne Hopkins III 
and Brittany J. Hopkins, minors; Warren Hopkins. Two blank DWC-l forms signed by 
Carl Wayne Hopkins, Jr., individually and as guardian to Carl Wayne Hopkins III and 
Brittany 1. Hopkins, and Warren Hopkins are also attached to this DWC-I form. 

ATTACHMENT "8" 

Deceased worker, Wayne Hopkins, was exposed to toxic chemicals, metals and 
other hazardous substances. This exposure to Wayne Hopkins caused him to become 
sick with acute non-Hodgkin's lymphoma on an industrial basis. This sickness was fatal 
and the worker died from this industrial injury and sickness on December 12,2010. 



Slale of California 
Departmenl of Industrial Relations 
DIVISION OF WORKERS' COMPENSATION 

WORKERS' COMPENSATION CLAIM FORM (DWC 1) 

Employee: Complete the "Employee" section and give the fonn to 
your employer. Keep a copy and mark it "Employee's Temporary 
Receipt" unlil you receive the signed and dated copy from your em­
ployer. You may call the Division of Workers' Compensation and 
hear recorded information at (800) 736-7401. An explanation of work­
ers' compensation benefits is included as the cover sheet of this form. 

You should also have received a pamphlet from your employer de­
scribing workers' compensation benefits and the procedures 10 obtain 
them. . 

\u\ 111" .... 1111 \\110 1I1.I"l' .... 01 lolIl"!" 10 IH' 1l1.tdt .111\ hlul\\lll1.!h 1:II ... t, 
1)11'''1111111101111')11'11.11 ,1.lltIlHIII 1)1 111.11lll.1I 1~I)fl"llll.lllt)lIlpl 

111t pili po ... , 01 ()hl.lIll1ll~ (II til 1I\lllg \\(11 hot'J" (1lIHIH Ih.llltill ht.lH' 

III, 01 p.l\ IIIl nh h :":11111' 0' ,\ 1"\1111\ 

Estado de California 
Departamento de Relaciolles Indl/striales 

DIVISION DE COMPENSACI6N AL TRABAJADOR 

PETITION DEL EMPLEADO PARA DE COMPENSACI6N DEL 
TRABAJADOR (DWC J) 

Empleado: Complete 10 seccion "Empleado" )' entreglle 10 forma a Sl/ 
empleador. QuMese ('on la copia desigllada "Recibo Temporal del 
Empleado" hasta que Ud. reciba la copiaflrmada y fechada de su empleador. 
Ud. puede lIamar a la DiI'isioTl de Compensacioll al Trabajador al (800) 736· 
7401 para oir informacion gral'ada. Ell la hoja cubierta de esta 
forma esta la explication de los beneficios de compensacioll altrabajador. 

Ud. tambi~1l deberfa haber recibido de su empleador un!ol/eto describit'lldo los 
benjicios de compensacion 01 trabajador lesionado y los procedimielllos para 
obtellerlos. . 

10d.1 ,ltplt'll.l (It''\III).1 '111l .1 pi UpH"I11H 11.1L'..1 I) l.III .... ' 'lIlt '-" pl4HllI/l" 

lll.lIqllll'l III 11.11 III Itlil () I t pi t "t 111.11 11)[1 Illelll'l I,ll l.iI"',1 t) II .lIlfillll 111.1 {till l'I 
1111 dl' ,,"h III I () Ih'1.!.11 1)(llltH.IO .... (I p.Il.!lh d( ltllllill 1l"",H 1011 ,I II,th.II.ldlll'" 

It "1011.1111),' ,\ (1IIp.ddt .It 1111 t 111I1l11 111.1\11' It 10111.'" 

Employ~omplete this section and see not~ above Empleado-complete esfIJ seccion y note Ia notacio" arriba. 

1. Name. Nombre. Carl W. Hopkins, Jr. Today's Date. Fecha de Hoy. 
2. Home Address. Direccion Residellcial. ______________________________________ _ 

3. City. Ciudad. _________________ State. Estado. _______ _ Zip. COdigo Pos/(/I. _______ _ 

Date of Injury. Fecho de la lesion (accidellle). Time of Injury. Hora en que ocurrio. ____ a.m. ____ IP.m. 4. 

5. Address and description of where injury happened. Direccion!lugar donde occ"r;6 el accidellte. 

6. Describe injury and part of body affected. Describa la lesion y parte del cuerpo afectada. ___________________ _ 

7. 

8. 

Social Security Number. Numero de Seguro Social del ~I~. ... .... ~.!!o'c""-------------------------­
Signature of employee. Firma del empleado. y._~C~:!::~~.:;~~!!:~~~s~9f!~::!~==.::,,;·~ ...... ~---------------

Employer~omplete this section and see note below. Empleador-complete esta secciDn y note Ia notacion ahqjo. 

9. Name of employer. Nombre del empleador. 

10. Address. Direccion. 

II. Dale employer firsl knew of injury. Fecha ell que el emlJleador supo par primera \' /'Z de la lesion 0 accidellle. 

12. Date claim form was provided 10 employee. Fecha ell que se It! entrego 01 e/llpleodo la petid6n. __________________ _ 

13. Date employer received claim form. Fecha ell que el empleado devolviola peticion 01 empleador. 

14. Name and address of insurance carrier or adjusting agency. Nombre y direccion de la compaiifa de seguros 0 agencia adminstradora de seguros. 

15. Insurance Policy Number. Elllumero de la poliza de Seguro. 

16. Signature of employer representative. Firma dl'l representante del empleador. 

17. Title. Tftl/lo. 18. Telephone. Telqono. 

Employer: You are required to date Ihis form and provide copies to 
your insurer or claims adminislrator and 10 Ihe employee. dependent 
or representative who filed lhe claim within one working clay of 
receipt of Ihe form fronl the employee. 

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY 

o Empln~r copy/Copio d~t lim"l~ado,. o Emplo)'ee copy/ Cot,ia d.t limpttad" 

6/10 Rev. 

Empleador: Se requiere que Ud.jeche esta!orma)' qlle provea copias a Sll com· 
paMa de seguros. administrador de reclamos, 0 dt!pelldiellle/represelllallle de reda­
mos y al empleado que hayan presentado eSIa peticioll delllro del plazo de lH!.J!fg 
b4JljJ. desde el mamelllo de haber sido recihida 10 forma del empleado. 

EL FIRMAR ESTA FORMA NO SIGNlFICA ADMISION DE RESPONSABIUDAD 

o Claims Adminislralor/.4dlllill{slrador d~ Rtftamos 0 Temporary Receipt/R.dho d.t liml,It·"ct" 



State of California 
Department of Industrial Relations 
DIVISION OF WORKERS' COMPENSATION 

WORKERS' COMPENSATION CLAIM FORM (DWC 1) 

Employee: Complete the "Employee" section and give the fonn to 
your employer. Keep a copy and mark it "Employee's Temporary 
Receipt" until you receive the signed and dated copy from your em­
ployer. You may call the Division of Workers' Compensation and 
hear recorded infonnation at (800) 736-7401. An explanation of work­
ers' compensation benefits is included as the cover sheet of this form . 

You should also have received a pamphlet from your employer de­
scribing workers' compensation benefits and the procedures to obtain 
them. 

\11\ Pl'I ... UIl \\ ho lIl:d.; ,,"\ or l ,11I'\ l" III Ill' 1I),Uil' ."1.' kilt )" 11l~1 .\ 1.11 "l' 

(lr Ir.llIdull'nl 1Il •• ll'ri.1I ,1..I l' IIll'nl "' 111.11,· ••.• 1 "'IHnenl,,111I1I 1(11' 

Ih,' p"rl'''''' III (lh1.IIIl.Ill! III' ''''mill:: \\11' Kl" " '·(I'"P'·II, .llillll bl'IIl'­
IiI,,,. pallllellh.,!! II.ltl III aldflll ~ . 

Estado de California 
Departamellto de Relaciones Industriales 

DIVISION DE COMPENSAC16N AL TRABAJADOR 

PETITION DEL EMPLEADO PARA DE COMPENSACION DEL 
TRABAJADOR (DWC 1) 

Empleado: Complete la seceion "Empleado" y en/reglle la forma a Sll 
empleadol'. QuMese can la copia desigl/ada "Recibo Temporal del 
Empleado" hasta que Ud. reciba la copiafirmada y fecllada de Sll empleador. 
Ud. puede Ilamar a la Division de Compcllsacion al Trabajador al (800) 736-
7401 para oir informacion gravada. Ell /a I10ja cllbierta de esta 
forma esta la explicatioll de los benejicios de compensacioll altrabjador. 

Ud. tambUn deberla haber reeibido de su empleador un {ollclo desc:ribicndo los 
benficios de compensacion al trabajador lesiollado y los procedimielllos para 
obtenerlos. 

'1 "d .• " 'Ilidl.. pl' " 'll.' '111,· •• p. "P',, ' lti " .. :: •• tI '."h,· '111" ,,' I" "dille .• 
'11;01'11111'" dl'll.lI .Hlflll " • "I H' .. ". II 1.1< "II' 11 •. ,1,'1'1:11 I •• " .. II Ir.llululenla ~IIn l'I 
fill (]( ' uhll'fH" 41 1Il'~.U hllll'flllth II p.I :2.0.., dt.' lOltlPt'fl"'-dliOIl a I I .d):II ,ulo l l ' .... 

I. '"III .HI,,, " '1IIp.,IlI .. d.· .111 ".II'ell 111.'.\1)1' " Idllni •• ". 

Employee-complele this section and see note above Empleado--complete esta secciOn y note la notaci6n arriba. 

I. Name. Nombre. __ W_a-..:y'---n_e ___ H_o-=p_k_i_n_s _________ Today's Date. Fecha de Hoy. 

2. Home Address. Direccioll Residencial. ____________________________________ _ 

3. City. Cilldad. ________________ State. Estado. Zip. C6digo Postal. _______ _ 

4. Date of Injury. Fecha de la lesion (accidellle). Time of Injury. Hora en que ocurrio. ___ -'a.m. ----I p.m. 

5. Address and description of where injury happened. Direccion!lllgar donde occurio el aceidente. 

6. Describe injury and part of body affected. Describa la lesion y parle del cuerpo afectada. ___________________ _ 

7. Social Security Number. Nt/mero de Seguro 

8. Signature of employee. Firma del Pnl'nl"nrl~ 

Employer-complete this section and see note below. Empleador-complete esta secci6n y note la notoci6n abajo. 

9. Name of employer. Nombre del empleador. __________________________________ _ 

10. Address. Direcei(m. 

II . Date employer first knew of injury. Fec"a en qlle el empleador supo por primera vez de la lesion 0 accidente. 

12. Date claim fonn was provided to employee. Fecha en que se Ie entrego al empleodo la peticioll. 

13. Date employer received claim form. Fecha ell que el empleado devolviola pe/icion 01 empleador. 

14. Name and address of insurance carrier or adjusting agency. Nombre y direct'ian de la compCllifa de seguros 0 agellcia lJdmillstrudoru de ~·I!gul'os. 

15. Insurance Policy Number. EIIIl/mero de la paliza de Seguro. 

16. Signature of employer representative. Firma del representante del empleador. 

17. Title. Tftulo. 18. Telephone. Tete{ollo. __________________ _ 

Employer: You are required to date this form and provide copies to 
your insurer or claims administrator and to the employee, dependent 
or representative who filed the claim within ope working day of 
receipt of the form from the employee. 

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABn..rry 

a Employer copy/Copia dtl Enrpleudor o Employee copy/ Copin del Emt,leado 

7/1/04 Rev. 

Empleador: Se requiere que Ud.feclle estaforma y que provea copias a su com­
paiifa de seguros, administrador de reelamos, 0 dependientelrepreselllallle de reela­
mos y al empleado que /layall preselllado esta petieion delllro del plazo de !YLJli!! 
luJIlil desde el momento de Itaber sido recibida laforma del empleado. 

EL FIRMAR ESTA FORMA NO SIGNIFICA ADM1SlON DE RESPONSABIUDAD 

o CIIIi"", Administr.tor/Adllli"i.<true/or de Rerlamos 0 Temporary Receipl/Reciho eM Emp/rado 



State of California 
Department of Industrial Relations 
Division of Workers' Compensation 

DISCLOSURE-STATEMENf 

If you choose to be represented by an attorney, your attorney's fees will be deducted from your' benefits. 
The fee will be approved by the Workers' Compensation Appeals Board, with consideration given to the:­
(I) responsibility assumed by the attorney;-(2) care exercised in representing you; (3) time invol:ved; and, 
(4) results obtained. 

Attorney's fees nonnally range from 9% to 12%* of the 'benefits awarded. If your 'attoiney has also 
represented you before the Rehabilitation Unit, there may also be a fee allowed for this representation. 

There are certain circumstances where your employer (or his/her insurer), may be li~ble to pay your ' 
attorney's fees. For example, if employer disputes a pennanent disability evaluation obtained when you 
were not represented by an attorney, your employer may be liable for -any attorney fees you incur because 
of the dispute. . -

If at any time you no longer wish to be represented by the attorney, you may withdraw from representation 
by notifying the ~tt0t:I1ey. If you withdraw representation, the fee amount found by a workers' compensation 
judge to be the fair value of any attorney work the attorney did in your-case will be deducted from your 
award. '-." 

An Infonnation and Assistance Office may be able to ~swer your questions coricerning your workers' 
compensation benefits at no charge to you. He/She may be able to resolve your problems without the neoo 
for litigation. " 

Call this toll-free number 1~800-736~7401 

Date: ~ - OJ. -/ / 

Employee's Name: 

Attorney's Signature: ~~~~::::i~~~~'---,-~~- Date: e:,~1 ( 

Attorney's Name: FREDERIC J. MILBERG " 

MILBERG & DE PHILLIP~, P.C. 

Address: ' 2163 Newcastle Avenue,'Suite 200 
Cardiff by the Sea. California 92007 

Phone No: (760),943-7103 

Any person who makes or causes to be made any knowinglY-false or frauduient material statement 'or - -
material representation for the purpose of obtaining or denying workers" compensation benefits 'orpayments 
is guilty of felony. . , , 



State of California 
Department of Industrial Relations 
Division of Workers' Compensation 

DISCLOSURE-STATEMENT 

If you choose to be represented by an attorney, your attorney's fees will be deducted from your benefits. 
The fee will be approved by the Workers' Compensation Appe'als Board, with consideration given to the:' 
(1) responsibility assumed by the a~orney;- (2) care exercised in representing you; (3) ti~e 'involved;' and, 
(4) results obtained. ' 

Attorney's fees normally range from 9% to 12%* of the' benefits awarded. Ifyour 'attoiney has also 
represented you before the Rehabilitation Unit, there may also be a fee allowed for this representation. 

There are certain circumstances where your employer (or his/her insurer), may be liable to pay your ' 
attorney's fees. For example, if employer disputes a permanent disability evaluation obtained when you' 
were D,ot represented by an attorney, your employer may be liable for any attorney fees you incur because 
of the dispute. -

If at any time you no longer wish to be represented by the attorney, you may withdraw from representation 
by notifying the attoI:I1ey. If you withdraw representation, the fee amount found by a workers' compensation 
judge to be the, fair value of any attorney work the attorney did in your 'case will be deducted from your 
award. " 

An Information and Assistance Office may be able t~ JUlswer your questions concerning your workers' 
compensation benefits at no charge to you. He/She may be able to resolve rour problems wi~out the need 
for litigation. 

Call this to,ll-free number 1 ~800-736-740 1 

*15% in complex cases 

Employee's Signature: . &~~~ · -.., Date: to a\ D \ 

, 11 ~ _' ~~#' _ _'rltJrkIV// t'f,1'wr:J 
, Employee's NamGrI _@;:Il~' Ik-:t~''\t. Tr. ~::!earf~fJJt, v!7I; ,JU/'J1/~ 

Attorney's Signature: ~~ 'So>'< , " Date: fp..:z- J " _ 
- - -

Attorney's Name: FREDERIC J. MILBERG 

MILBERG & DE PHILLIP~, P.C. 

Address: ' 2163 Newcastle Avenue. Suite 200 
Cardiff by the Sea. California 92007 

Phone No: (760) '943-7103 

Any person who makes or causes to be made any knowingly' false or fraudulent materW statement -or 
material representation for the purpose of obtaining or denying workers' compensation benefits"orpayments 
is guilty of felony. - , . 

r-, r: (\ l' 3 4 L ,.) \~ J. 



State of California 
Department of Industrial Relations 
Division of Workers' Compensation 

DISCLOSURKSTATEMENT 

If you choose to be represented by an attorney, your attorney's fees will be deducted from your benefits. 
The fee will be approved by the Workers' Compensation Appeals Board, with considera~~~n given to the:· 
(1) responsibility assumed by the attorney; (2) care exercised in representing you; (3) time involved; anti, 
(4) results obtained. 

Attorney's fees normally range from 9% to 12%* of the benefits awarded. If your attorney has also 
represented you before the Rehabilitation Unit, there may also be a fee allowed for this representation. 

There are certain circumstances where your employer (or his/her insurer), may be li~ble to pay your 
attorney's tees. For example, if employer disputes a permanent disability evaluation obtaine.d when you· 
were 11;.0t represented by an attorney, your employer may be liable foniny attorney fees you incur because 
of the dispute. . . 

If at any time you no longer wish to be represented by the attorney, you may withdraw from representation 
by notifying the atto~ey. If you withdraw representation, the fee amount found by a workers' compensation 
judge to be the fair value of any attorney work the attorney did in your case will be deducted from your 
award. . .... 

An Information and Assistance Office may be able t.o ~nswer your questions concerning your workers' 
compensation benefits at no charge to you. He/She may be able to resolve rour problems without the need 
for litigation. 

's toll-free nuinber 1~800-736-:7401 

*15% in complex cases 
. ,/ ~~ 

Employee's ~ign~;.::::.:····t··· C·· ':4---':~~::::::::::::=:::"------.,- Date: 

Employee's Name: 

Attorney's Signature: Date:6.!l-/ I 
Attorney's Name: FREDERIC J. MILBERG 

MILBERG & DE PHILLIP~·, p.e. 

Address: . 2163 Newcastle Avenue,-Suite 200 · 
Cardiff by the Sea. California 92007 

Phone No: ~O~6~O)~·9~4=3~-7~10=3~ _________________ ~ 

Any person who makes or causes to be made allX knowinglY-false or fraUdulent material gmtef!1entor 
material representation for the pumose of obtaining or denying workers ,. compensation benefits 'or payments 
is gUilty of felony. - , . 

CJ()135 



RESOLUTION NO. 2011-0077 

A RESOLUTION OF THE BOARD OF THE 
SAN DIEGO COUNTY REGIONAL AIRPORT 
AUTHORITY AUTHORIZING THE REJECTION OF 

. THE CLAIM OF THERESA M. HOPKINS, 
WARREN B. HOPKINS AND CARL W. HOPKINS. 

WHEREAS, on June 9, 2011, Theresa Hopkins, Warren Hopkins and Carl 
Hopkins filed a claim with the San Diego County Regional Airport Authority for 
wrongful death damages allegedly sustained by Wayne Hopkins as the result of 
his employment with the San Diego County Regional Airport Authority on 
December 12,2010; and 

WHEREAS, at its regular meeting on July 7,2011, the Board considered 
the claim filed by Theresa Hopkins, Warren Hopkins and Carl Hopkins, the report 
submitted to the Board, and found that the claim should be rejected. 

NOW, THEREFORE, BE IT RESOLVED that the Board hereby 
AUTHORIZES the rejection of the claim of Theresa M. Hopkins, Warren B. 
Hopkins and Carl W. Hopkins; and 

BE IT FURTHER RESOLVED THAT this Board FINDS this action is not a 
"project" as defined by the California Environmental Quality Act (CEQA), Cal. 
Pub. Res. Code §21 065; nor is it a "development" as defined by the California 
Coastal Act, Cal. Pub. Res. Code §301 06. 

PASSED, ADOPTED, AND APPROVED by the Board of the San Diego 
County Regional Airport Authority at a regular meeting this 7th day of July, 2011, 
by the following vote: 

AYES: Board Members: 

NOES: Board Members: 

ABSENT: Board Members: 

APPROVED AS TO FORM: 

BRETON K. LOBNER 
GENERAL COUNSEL 

ATTEST: 

TONY R. RUSSELL 
DIRECTOR, CORPORATE SERVICES/ 
AUTHORITY CLERK 


