





Send form to DWC and a copy to insurance carrier CLAIM #

Texas Department of Insurance

Division of Workers’ Compensation

7551 Metro Certer Drive, Suite 100 Carrier Claim #

Austin, Texas 78744

NOTICE OF REPRESENTATION OR WITHDRAWAL OF REPRESENTATION
GENERAL CLAIM AND REPRESENTATIVE IDENT_!FICAT]ON INFORMATION

Section I. Injured Employee Information

1a. Last Name 1b, First Name 1c. Middle Name 1d. Name Suffix
2. Date of Birth (mm/ddiyyyy) |3. Social éecurity Nurmber 45, Phons Area | 4b. Prone Nurmber “|4c. Phone Extension 5. Date of Injury {(mm/ddiyyyy)

‘ Code ) . o
6a. Street Address ) 8b. City . &c. Siate &d. Zip Code

Section ll. Beneficlary Information (if represented person is a beneficiary}

7a. Last Name i 7h, First Name . . |7c. Middle Name ] 7d. Name Suffix
8. Date of Birth (mm/dd/yyyy) |89. Social Security Number 10a, Phone Area | $0b. Phone Number 10c. Phone Extension - | 1. Relation of Injured Employeé
Code . ' . .

12a. Street Address Tizs. Ciy ' "TAze. Siate 134, Zip Code

Section lll. Representative Information

t3a. Last Name - 13b. First Name 13c. Middle Name 13d. Narme Suffix

L

T4a. Stroel Address 145, Clty 74, State ~—Ti4d. Zp Code

669 Airport Freeway, Suite 107 | Hurst |Tx | 76053

15, Email Address

joan@durkinandhutson.com

16. Firm Name .

Durkin & Hutson, L_.L.C.

17. Representative’s State Bar #| 18. Date of License (mmidd/yyyy) [ 19a. Phone Area  |.19b. Phone Number 19c. Phone Extension |20, Fax Number .

06287030 _ | 11/06/1989 “* 817 | 545-9700 . 817-545-‘507'1

NOTICE OF REPRESENTATION

NOTE: Both the claimant and the representative must sign and date the Notice of Representation below before the relationship bacomes
Effective. Send ihis form to DWGC at the address shown above and a copy te the insurance carrier.

{ certify that | am representing the interasts of the above named claimant's workers’ compensation claim for the above date of injury under the
‘Following clrcumstances: {PI.LEASE CHECK THE APPROPRIATE BOX) :

@ My representation began on: . | amnot aware of any other person or attorney représenting this injured employee at
this time. . i . :

1 O My representation began on: : . | am aware that _ -
was previousty representing this claimant. 1 hereby certify | have verified that the previous representative has withdrawn representation’

for the above referenced claimant. ) ) )

By singing below, | affirm that | quality as a representative either as ah attorney, or, if other than an attorney, | affivm that [ qualfify as a non-attorney
representative under the Texas Workers’ Compensation Act and the Workers' Compensation Rules, and that as a non-attorney representative, no fee or
remuneration shall be received by me either directly or indirectly from a claimant. .

By signing below the claimant acknowledges the pei‘son indicated above will represent the clairnant for the above date of injury.

Claimani's Signature Date Signed Representative's Signature . Date Signed

NOTICE OF WITHDRAWAL OF REPRESENTATION

NOTE: Efther the representative or the claimant may terminate this representation relationship at any time, howeéver, Rule 152.1(e) states,” A Client who
discharges an attorney does not, by this action, defeat the attorney’s right to claim a fee.” The parly terminating the relationship must sign below and
provide a copy to the other parly, the insurance cariier, and the DWC field office handfing the claim.

By my signature below, 1 am terminating this representation relationship effective the date indicated below. | will provide a copy of this
.Representation withdrawal nctice to the other party, the insurance carrigr, and the DWG filed office handling the claim.

Clairant's Signature Date Signed Withdrawing Representative’s Signature Date Signed

DIVISION OF WORKERS' COMPENSATION

T llﬂl_lﬂﬂlﬂlilﬂllll




CLAIM #

Send forrm to DWC and a copy o insurance carrier
Texas Department of Insurance .

Division of Workers’ Compensation

7551 Metro Center Drive, Suite 100

Austin, Texas 78744

Cartier _C_Iaim #

NOTICE OF REPRESENTATION OR WITHDRAWAL OF REPRESENTATION
GENERAL CLAIM AND REPRESENTATIVE lDENTﬂFICATION INFORMATION

Section |. Injured Employee Information

1a, Last Name 1b. First Name ' 1c. Middle Name 1d. Name Suffix
2. Date of Bicth (mm/dd/yyyy) 1{3. Social Security Number 4a. Pﬁone Area |4b, Phone Number "[4c. Prone Extension [ 5. Date of Injury (mmvdd/yyyy)

' Code ‘ o
6a. Sireet Address 6b. City . ) 6c. State 6d. Zip Code

Section Il. Beneficiary Information (if represented persen is a beneficiary)

7a. Last Name . i 7b. First Name . 7¢. Middle Name ] 7d. Name Suffix

8. Dale of Birth {mm/dd/yyyy) i9. Social Security Nuﬁ\ber 10a. Phone Area | 10h. Phone Number 10c, Phone Extension - |11: Relation of injured Emplnyeé
Codea : . . .

12a. Street Address T2b. City ' "~ T12c. State 12d, Zip Code

Section Hl. Representative Information -
’ : . 13c, Middle Name 13d, Name Suffix

13a. Last Name - - 13b. First Name
Taa StestAddress : N [Py e, State 14d. Zp Code
669 Airport Freeway, Suite 107 Hurst - | Tx 176053

15, Emaif Address

joan@durkinandhutson.com

16. Firm Name

Durkin & Hutson, L.L.C. | _ ‘
17. Representative’s State Bar #] 18. Date of License {mm/ddfyyyy} | 19a. Phons Area  [18b. Phone Number - 19c. Phone Extension [ 20. Fax Number :
Cunde '
06287030 .| 11/06/1989 |7 817 | 545-9700 ~ 817-545-5071
: : : NOTICE OF REPRESENTATION )
NOTE: Both the claimant and the representative must sign and date the Ndtice of Representation below before the relationship becomes
Effective. Send this form to DWC at the address shown above and a copy to the insurance carrier. ‘

| certify that ! am representing the interests of the above named claimant's workers’ compensation claim for the above date of injury under the
‘Following circumstances: (PLEASE CHECK THE APPROPRIATE BOX) :

B My representation began on: . Lamnot aware of any other person or attorney representing this injured employee at
this time. . . '

1 O My representation began on: :
was previously representing this claimant. [ hereby ce
for the above referenced claimant.

.1am aware that : : i
rtify | have verified that the previous representative has withdrawn representation’

By singing beiow, | affiren that | qualify as a representalive either as ah attorney, or, if other than an attomey, | affirm that | qualify as a non-attorney )
representative under the Texas Workers’ Compensation Act and the Workers' Compensation Riles, and that as a non-attorney representative, no fee or
remuneration shall be received by me either directly or indirectly from a claimant, ) :

By signing below the claimant acknowledges the person indicated above wilt represent the claimant for the above date of injury, _

" Claimant's Signature Date Signed Representative's Signature . Date Signed

VNOT!CE OF WITHDRAWAL OF REPRESENTATION

NOTE: Either the representative of the claimant may terminate this representation relationship at any time, howeéver, Rule 152.1(¢) states,” A Client who
discharges an attorney does not, by this action, defeat the attorney’s right to claim a fee.” The parly terminating the relationship must sign below and
_provide a copy to the other party, the insurance carrier, and the DWC field office handfing the claim.

By my signature below, | am tenminating this representation relationship effective the date indicated below. | will provide a copy of this
.Representation withdrawal notice to the other party, the Insurance carrier, and the DVC filed office handling the claim.

Clairant's Signature Date Signed Withdrawing Representative’s Signature Date Signed

DIVISION OF WORKERS' COMPENSATION
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