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cJ c= 
U.S. DEPARTMENT Of LABOR · Employment Standards Administratron 

June 3, 2009 

Robin'Resources Inc. 
C/O WV CWP Fund 
Wells Fargo D.isabi U ty Mg:mt 
P 0 Box 3389 
Charleston WV 25333 

Dear Sir/Madam: 

Off!~~ .,, WQrkers' Compensation 
Dh:!sicn· cf Cc:! M!no Workers' Compensation 
500 Quarrier Street, Suite 110 
Charleston; WV 2~3~1 

Phone: (304) 347·7100 or 1-800-347-3749 
~=~x: (304) 347~7115 

INITIAL DETERMINATION 

MINER~ Earl David Gillispie 
CT,ATM NO.: XXX-XX-5915 LM C 

This letter refers to the claim filed on Sehalf of the above named claimant 
under the Black Lung Benefits Act. 

As set forth in the Proposed Decision and Order issued on May 4, 2009, we have 
initially determined that the claimant is eligible for benefits under the Act 
and that such benefits are payable by the responsible operator/carrier. 
Accordingly, Robin Resources Inc. shouJd begin pnymPnt of benefits within 
thirty (30) days of :the .date of this letter and, upon making the first payment, 
immediately return the enclosed "Notic<? of First Payment" (CM-906) and the 
f?"x:PrntArl "A<JY'f'IPmPnt t-n PAy Benefits" (CM-941) to this office. 

Should you fail to begin payment to the claimant, benefits will be paid by the 
Black Lung Disability Trust Fund in accordance with 20 CFR 125.420(a). If you 
are subsequently determined to be liable for the claim, you will be required to 
reimburse the Fund for all payments made up to that time. In addition, in 
AccorrlAnce with 7?S.4?0(c) you will be li.able foi such penalties and interest 
as are deemed appropriate together with the payment of the claimant's attorney 
fee, if any. 

A hearihg has been timely requested, therefore, the cl~im will be forwarded to 
the Office of the Administrative Law Judges for a formal hearing. 

You may contact me at telephone number (.504)34i-7l00 if you have any questions. 

r1~$JM( 
jA~DM~if 
~b · District Director 

cc: Earl David Gillispie; John C Blair, Esquire; Robin Resources Inc.; Wv CWP 
Fund; Ka.Li.Il L. Welnyo.L L, EsY,ulH:: 

Director's Exb. No .. ~ 
Consisting of -;p.. pages. 



CERTIFICATE OF FIRST PAYMENT OF BENEFITS U.S. OCPA"iiwi~i.fl vr i.Ai50R. 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS 

MOTF=· \/\lith~~ +~n .n~~~~ ":li1:~r ~~':' ~!!"~~ ~?.~/~,~~ !~ ~~~91 ~~~:, ~~:: :~:;!~o:! cf th!6 c~rt:f:c~ta ~vlth t:i& ii"Jit~atirig ulfice. Send a copy to the person 
receiving benefits. The Black Lung Benefits Act (30 U.S.C. 901 et.seq) requires this report. Failure to report can result in a civil penalty of not more 
than $500 for each failure or refusal. 

1, Name of Disabled or De0ePsect CnRI Min"'r 

Earl David Gillis ie XXX·XX-5915 LM C 

3. ~~c;~~-,.:; anJ AJ1..li'e::;.s uf Per::;on iu vVhom the Check is Made Payable (The Payee) 
Earl David Gillispie 
Box 102 
Bruno, WV 25611 

4. Name and Address of Coal Mine Operator 
Robin Resources Inc. 
r-.1" ·'11~~}r9r 

···-··---~·~:me and Address of Insurance Carrier 
WvCWP Fund 
:;: .• ..._~~::.ii r Q~·ldv ~ioi.;,Hi\y Mgt 
POBox 3389 
Charleston, WV 25333·3389 

6. Name(s) of Dependent(s) of Disa!::!~~ ::~ Docc:::c;:;C: 8,:;~: ::,;,,,:,, 

__ __;C:;.;;o;.;..n;.:;.st.:.:;a""'nc;:.;e;;...,'-'w""if:..:.e"-, .;;;D..;;;O..;;;B;...;0:;.;;3;:../1:..:.7..;.../1""9;..:5;..;.1 ___________________________________ ·····-··-···--·~---·· .. --

T. a. i..asi date DOL will issue a benefit check__.,..-.....,.. 
(month/day/year) 

b. Responsible Operator to reimbtm•~ ihE! Tm~l Fund (lntArim l'l,.,;,f;t ... ~ fn. 

c. Responsible Operator to begin payment for 

d. Responsible Operator to pay lump sum to claimant 

e. Responsible Operator to reimburse the Trust Fund for: 

$ 

$ 

$ 

medical costs $ 

interest $ 

X You will be notified of medica! co~t., <>rd l;:f-:-c::~ ::-.~ :. ~·.:~·.:~: :::.~:.. 

----------- .(amount) 

June 2009 (month/year) 

------"$.:::.:92=-4C!0.5::.:::0:_____ (amount) 

October 2008 - May2009 (dates) 

$7 317.70 (amount) 

(amount) 

----------- (amount) 

0 I hereby certify that I DISAGREE with the information contained in ITEM 7 of this form but have initiated benefits. 

'PrrntName and title 

Au dress Phone-Number 


