Rehabilitation Unit
California Division of Workers’ Compensation

RU-105
NOTICE OF TERMINATION OF REHABILITATION SERVICES
Purposs
To notify TRg employee of the employer’s termination of liability to provide rejgbilitation
services. ItWnot to be used for non-feasibility. This notice is not to be ugg for injuries

prior to 1990.

Submitted by:
Claims AdministratoNjo the injured employee and representative,

When submitted:
Within 10 days of the circU§gstances set forth in LC 84644 (g

Where submitted:

Original of the notice is sent to tfRg employee and a coffy to the applicable Rehabilitation
Unit district office. The Rehabilitatfy Unit’s venue gfthe same as the WCAB. If no
WCARB case exists, file with a RehabWgation Unit y#thin the county where the injured
employee resides.

Accompanying documents:
¢ RU-94 for DOI's on or after 1/1/94 whgfe offer of modified or alternate work has
been accepted or rejected.

¢ Agreed upon plans for represenyfd injured worls whose date of injury is on or
after 1/1/94. (See 1994-1999gles - AR 10126b

¢ All declination forms and jotice of Potential Eligibility:

¢ A copy of proof of segfice.

Rehabilitation Unigfaction:

When the employfe objects to the notice of termination, the Rehabili§ion Unit will hold

a conference ggbtherwise obtain the employee's reason for objection ay issue its
decision.

Notes: opies of medical or vocational reports are not required to be ygbmitted
to the Rehabilitation Unit when filing a copy of the RU-105 on inj&gjes
subsequent to 1/1/90.

All RU-105 Notices must have a "Proof of Service" as required by AR
10131(a). For further information of "Proof of Service" see 8 Cal 10514.
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SAVE PRINT CLEAH#

Rehabilitation Use Only
NOTICE OF TERMINATION
OF
VOCATIONAL REHABILITATION
SERVICES

Social Security Number WCAB Number Rehab Unit [@fmber
Employee Name (Last) (First) (M1 Date ojgffirth
Address (Street) (City) (State) p)
Employer Name Insurance Company Name; Ot Self-Insured, Certificate Name
Address Adjusting Agency Name (ifgfjusted)
City, State, Zip Claims Mailing Addreg
Date of Injury Claim NumB City, State, Zip Phone No.
Employee Representative Employer @¥presentative
Firm Name Firm [yffme
Address Afflress Phone No.
City, State, Zip Phone City, State, Zip

Qualified RehabilgMgn Representative
Firm Name ReMgsentative Name
Address (Street, City, State, Zip) Phone No.

CLOSURE REASONS (Check one box which applies)

The employee declines and has signed thefU-107 or RU-107A.

The qualified employee completes a vocgflonal rehabilitation plan.

The qualified employee unreasonablydflils to complete a vocational rehabilitation pla
The employee has not requested vgfational rehabilitation within 90 days.

The employer offers and the emg#byee accepts/rejects modified work lasting 12 months, eXgn if the employee
voluntarily quits prior to thegfnd of the 12 month period. (Attach RU-94)

a b wbdh e

6. The employer offers and the#€mployee accepts/rejects alternative work meeting all of the condgns listed in
Labor Code 84644(a)(6). #ltach RU-94.

7. The employer offers angfthe employee accepts a job not meeting criteria of #5 or #6. (Attach RU-93

O 0O OoOoood

NOTICE TO EMPLOYEE

If you agree with the gove, no further action is required on your part, and we will not be providing vocational rehabgtion services in the
future.

If you disagree wj#f our determination that we have no further liability to provide vocational rehabilitation services, you oRgour
representative glst submit your written objections and the reasons for them to the Rehabilitation Unit within twenty (20) d®Qgs of receipt of
this Notice. e form to use to make your objection is enclosed. Be sure to send a copy to me. The Rehabilitation Unit willQgen
determine i@ou are to be given further services. Please send a copy of this Notice, with your objection, to the Rehabilitation ®git located
at: (ingert Rehabilitation Unit address)

If you#iave any questions about this notice, you may contact me at:

Oc. Rehab.) §10133.16 Mandatory Format
State of California

DWC Form RU-105 (01/03)
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SUMMARY OF SERVICES PROVIDED

RU-94 Offer
Number of Mgeks of VRMA: $
(Within thegap) [] Modified Job [ Alternate Job g "Other Job"
L.C 4644 5 L.C. 4644 6 L.C. 4644 7
Total Amount of pRd VRMA: $ ( @G) ( @) @)
(Within the cap) Did employee RTW? Yes No
Total Amount of PD supfRiement: $— If Yes, emp|0yee's new jOb title:
Amount Paid for QRR: $ Wages: $ per
our/Week/Month)
DOls on/after 1/1/94 Plan Completion
VR initiated before 1/1/98 R initiated on/after 1/1/94 Plan Type
Phase I PIRge A:
Phase II: i— — L] Direct Placement U oar ] Training
Phase IlI: $ PhaseQ $
) U self Employ t L] Modified Job L] Alternate Job
Total Cost of QRR Services:
Employed in #fan Objective: Yes No
QRR Name:
) If Yes, epggfloyee's new job title:
Total Cost of Other VR Services: $
. Waggll: $ per
Amt. Withheld for Employee's Attorney (if any) $ (Hour/Week/Month)
PROOF OF SEHRVICE BY MAIL
| am a citizen of the United States and a resident of the Cgfinty of: .l am over the
age of eighteen years and not a party to the within mattg$? My busin®gs address
is:
On , | served the Ngffte of Termination of V&ational Rehabilitation Services on the parties

listed below by placing a true copy thereof enclgg€d in a sealed envelope wiypostage fully prepaid, and thereafter deposited
in the U.S. Mail at the place so addressed.

| declare under penalty of perjury under thgflaws of the State of California that the Rgegoing is true and correct. Executed
at on 20

SignatRg

Copies Served On:

hc. Rehab.) §10133.16 Mandatory Format
State of California
DWC Form RU-105 (01/03)



maureen gray
Line

maureen gray
Line


	10133.16 Form RU-105 Instructions (Final Jan. 2003).pdf
	RU-105

	Copy of RU105.pdf
	10133.16 Form RU-105 Instructions (Final Jan. 2003).pdf
	RU-105



	SSN: 
	Rehab Number: 
	2: 
	1: 
	5: 
	3: 
	6: 
	zip: 
	4: 
	8: 
	9: 
	DOB: 
	DOI: 
	WCAB Number: 
	7: 
	11: 
	12: 
	10: 
	Claim Number: 
	Phone 1: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	26: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	25: 
	27: 
	Text7: 
	Text8: 
	Text9: 
	Text11: 
	Text12: 
	Text13: 
	Text10: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Text23: 
	Text24: 
	Text25: 
	Check Box26: Off
	Check Box267: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	SAVE: 
	PRINT: 
	CLEAR: 


