Before the
WORKERS' COMPENSATION BOARD
State of Oregon

In the Matter of  the Compensation of			***   RESPONSE TO ISSUES   ***
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	In response to the issues raised by claimant, the insurer or self-insured employer:
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	That the parties are subject to the Workers' Compensation Act
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	That claimant is entitled to supplemental temporary disability benefits
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	That claimant is entitled to additional temporary disability benefits
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	That claimant is entitled to additional permanent disability benefits
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	The insurer or self-insured employer hereby cross-appeals and contends:
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	That the award of temporary disability benefits is excessive
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	That the award of permanent disability benefits is excessive

	INTERPRETER WILL BE NEEDED.
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Notice to Opposing Party:

The responding party demands copies of all medical reports and all other documents pertaining to this claim regardless of whether the requesting party intends to rely on them at hearing.
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