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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA

@FLORENCE KING
Plaintiff,
V.

ay
@WAL-MART STORES, INC.,

Defendant.

FILED

William A. Shaw
Prothonotary

B i S e i

ARBITRATION DIVISION
No.: OO0 - QOX - CO
Issue No.:

Type of Document:

COMPLAINT IN
CIVIL ACTION

Filed on Behalf of Plaintiff,
Florence King

Counsel of Record for this Party:

Cynthia M. Porta, Esquire
P.A. ID#: 82111

WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216

(412) 563-7980

PSR



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING ) ARBITRATION DIVISION
Plaintiff, ; No.:
V. ; Issue No.:
WAL-MART STORES, INC., ;
Defendant ;
NOTICE

You have been sued in court. If you wish to defend against the claims set forth in
the following pages, you must take action within twenty (20) days after this Complaint
and Notice are served, by entering a written appearance personally or by an attorney and
by filing in writing with the Court your defenses or objections to the claims set forth
against you. You are warned that if you fail to do so the case may proceed without you
and a judgment may be entered against you by the Court without further notice for any
money claimed in the Complaint or for any other claim or relief requested by the
plaintiff. You may lose money or property or other rights important to you.

YOU SHOULD TAKE THIS PAPER TO YOUR LAWYER AT ONCE. IF
YOU DO NOT HAVE A LAWYER OR CANNOT AFFORD ONE, GO TO OR
TELEPHONE THE OFFICE SET FORTH BELOW TO FIND OUT WHERE YOU
CAN GET LEGAL HELP.

David S. Meholick, Court Administrator
Clearfield County Courthouse
1 North Second Street
Clearfield, PA 16830
(814) 765-2641 ext. 32




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING ) ARBITRATION DIVISION
Plaintiff, g No.:
V. g Issue No.:
WAL-MART STORES, INC., ;
Defendant g

COMPLAINT IN CIVIL ACTION

1. At all times relevant hereto, plaintiff, Florence King, is an adult individual
residing at 253 West Main Street, Sykesville, Jefferson County, Pennsylvania 15865.

2. At all times relevant hereto, defendant, Wal-Mart Stores, Inc., is a
Delaware Corporation, licensed to do business in the state of Pennsylvania, with a
principle place of business located at RD 3 Box 176D, DuBois, Clearfield County,
Pennsylvania 15801.

3. On or about February 28, 1999, plaintiff was lawfully upon defendant’s
premises as a business invitee.

4. At all times relevant and material hereto, defendant acted by and through
its authorized agents, servants, employees, and/or representatives within the scope of
their authority and employment with defendant.

5. At all material times, defendant had under its care, supervision, control,
maintenance and/or was responsible for the merchandise contained on the shelving units

throughout the aforementioned store.




6. On February 28, 1999, and for a period of time prior thereto, there existed
a defective, unsafe, dangerous, and/or irregular condition on the shelving units
throughout the aforementioned Wal-Mart store in that hot curling iron sets were not
affixed, placed, set properly and/or securely upon the shelving units.

7. While shopping in the Wal-Mart store, on or about February 28, 1999,
plaintiff sustained serious and severe injuries as a result of the aforementioned defective
condition when a hot curling iron set fell from the shelf, striking plaintiff on the head.

8. Defendant knew or should have known of the existence of the
aforementioned defective condition prior to February 28, 1999, and defendant was
obligated to remedy, repair, and eliminate the defect or to warn plaintiff of its existence.

9. Injuries and damages sustained by plaintiff were caused directly and
proximately by the negligence of the defendant, generally and as more particularly set
forth in the following lettered paragraphs:

a. Failure to provide a safe environment for their customers to shop;

b. Failure to generally maintain the merchandise in order to ensure a
safe environment for their patrons;

c. Failure to stock merchandise on shelves in a safe manner;

d. Placing merchandise on the shelves in such a manner that a
reasonable person would have known or should have known could
cause injury;

e. Failure to use due care and to employ reasonable skill in the

performance of its duties;




In knowing, or should have knowing, of the aforementioned
defective and dangerous condition of its premises, but nevertheless
permitting its stock to remain in an unsafe, unsuitable, and
dangerous condition;

Failure to warn its customers and patrons, including but not limited
to plaintiff, of the aforementioned dangerous and defective
condition;

Failure to exercise reasonable care to inspect and/or discover the
aforementioned dangerous condition of its merchandise; and

Failure to correct, remedy, repair, and/or eliminate the defect.

10.  Asadirect and proximate result of the defendant’s negligence, plaintiff

has suffered the following injuries, all or some of which may be permanent and lasting in

nature:

c.

severe sprains and strains of and injury and damage to the bones,
joints, muscles, ligaments, tendons, disks, nerves, and tissues of
the areas of the back, neck, and spine;

severe and serious injuries to the nerves and nervous system;
bruises, contusions, lacerations, and abrasions about the head,
nervousness, emotional tension, and anxiety;

headaches and dizziness.

11.  Asadirect and proximate result of the negligence of the defendant,

plaintiff has suffered the following damages:




a. She has endured and will continue to endure great pain, suffering,
inconvenience, embarrassment, mental anguish, and emotional and

psychological trauma;

b. She has been and will be required to expend large sums of money
for medical treatment and care, hospitalization, medical supplies, surgical

appliances, rehabilitation and therapeutic treatment, medicines, and other
attendant services;

c. | She has sustained and will continue to sustain lost earnings, and
her earning capacity has been reduced and may be permanently impaired;

d. Her general health, strength, and vitality have been impaired; and

e. She has been and will in the future be unable to enjoy various

pleasures of life that she previously enjoyed.

WHEREFORE, plaintiff, Florence King, requests judgment in her favor and
against defendant, Wal-Mart Stores, Inc., for compensatory damages in an amount not in
excess of the jurisdictional limit for compulsory arbitration, together with court costs,
interest and any other relief permitted by this Honorable Court.

Respectfully submitted,

By: M%/%;ﬁ'

nthia M. Pdita, Esquire
Attorney for Plaintiff
PALD. # 82111

WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216

(412) 563-7980




VERIFICATION

I, FLORENCE KING, being duly swotn according to law, depose and say
that the factual averments contained in the foregoing COMPLAINT IN CIVIL
ACTION are true and cotrect to the best of my knowledge, information and belief,
and I further understand that any false statements hetein contained are made subject
to the penalties set forth in 18 Pa.C.S.A. 4904 relating to falsification of statements to
authorities.

Signature v/
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

FLORENCE KING,

Plaintiff,

Vs.
WAL-MART STORES, INC.,

Defendant.

FILED

P08 2000

W:am A. Shaw
Proihonotary

PENNSYLVANIA
ARBITRATION DIVISION
No. 00-908-CD
JURY TRIAL DEMANDED
PRAECIPE FOR APPEARANCE
Filed on behalf of WAL-MART STORES,
INC,,
Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. I.D. ##23163

Brad D. Trust, Esq.
Pa. I.D. #83748

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, | No. 00-908-CD
Vs. JURY TRIAL DEMANDED
WAL-MART STORES, INC.,
‘Defendant.
PRAECIPE FOR APPEARANCE

TO:  Prothonotary
Please enter the appearance of Attorneys Patrick J. Loughney and Brad D. Trust and the

law firm of Gorr, Moser, Dell & Loughney on behalf of Defendant, Wal-Mart Stores, Inc.

GORR, MOSER, DELL & LOUGHNEY

)

Patelck J. Loughney, Esquire
Suite 1300 Frick Building
437 Grant Street \
Pittsburgh, PA 15219-6002

Phone: 412-471-1180



CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Praecipe for Appearance was

served by U.S. Mail, postage prepaid, this é day of M , 2000, upon all counsel of

record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

e
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

FLORENCE KING,

Plaintiff,

Vs.
WAL-MART STORES, INC.,

Defendant.

FILED
SEP 08 2000

William A, Sha
Prothonoiarf/” :

PENNSYLVANIA
ARBITRATION DIVISION
No. 00-908-CD
JURY TRIAL DEMANDED
ANSWER AND NEW MATTER
Filed on behalf of WAL-MART STORES,
INC,,
Counsel of Record for this Party:

Patrick J. Lbughney, Esq.
Pa. LD. ##23163

Brad D. Trust, Esq.
Pa. L.D. #83748

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ) ARBITRATION DIVISION
)
Plaintiff, ) No. 00-908-CD
)
vs. )
)
WAL-MART STORES, INC., )
)
Defendant. )
ANSWER

AND NOW, comes Defendant, Wal-Mart Stores, Inc., by and through its
attorneys, Gorr, Moser, Dell & Loughney and Patrick J. Loughney, Esquire, and files the
following Answer and New Matter and in support thereof sets forth the following:

1. All averments of fact contained within Plaintiff’s Complaint are denied
pursuant to Pa. R.C.P. 1029(e).

WHEREFORE, Defendant Wal-Mart Stores, Inc. denies that it is liable to
Plaintiffs and respectfully requests judgment be entered in its favor.

NEW MATTER
2. If, in the course of discovery or trial, there is evidence that the Statute of
Limitations is not tolled, the defense of the Statute of Limitations is pled.

WHEREFORE, Defendant, Wal-Mart Stores, Inc., denies that it is liable to the
Plaintiffs and respectfully requests judgment be entered in its favor.

GORR, MOSER, DELL & LOUGHNEY

by

Patridk J. { oughney, Esquire
Attorneys for Wal-Mart Stores, Inc.,




Wal. 192

VERIFICATION

I, Patrick J. Loughney, attorney for Wal-Mart Stores, Inc., pursuant to Pa.R.CP.
1024(c)(2), verify that the averments of fact made in this foregoing ANSWER and NEW MATTER
are true and correct and based upon my personal knowledge, information or belief. I understand
that averments of fact in said document are made subject to the penalties of 18 Pa. C.S. §4904,
relating to the unsworn falsifications to authorities. This Verification is made by the undersignéd
due to lack of sufficient time to obtain a Verification from Wal-Mart Stores, Inc., and will be

provided wken available.

Date: ?//6 / 6c : . ' | %/O 21(

Patriék J. I:o'ughney, Esquire
Attorney for Wal-Mart Stores, Inc,



CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Answer and New Matter was

served by U.S. Mail, postage prepaid, this (/2 day of M , 2000, upon all counsel of

record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

/



FILED

T sep 0872000

IR S William A. Shaw
- Prothionotary



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, CIVIL DIVISION
Plaintiff, No.: 00-908-CD
v. REPLY TO NEW MATTER

WAL-MART STORES,
INCORPORATED,

Defendant.

FIlED

<FP 27 2000

Filed on behalf of Plaintiff,
Florence King

Counsel of record for this party:

Cynthia M. Porta, Esquire
P.A.1ID. # 82111

Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216
(412) 563-7980

JURY TRIAL DEMANDED




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) CIVIL DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
v. )
)
WAL-MART STORES, )
INCORPORATED, )
)
Defendant. )
REPLY TO NEW MATTER

AND NOW, comes plaintiff, Florence King, by and through her attorneys, Woomer
& Friday, LLP, and files the following Reply to New Matter:

1. Paragraph 2 of defendant’s New Matter states a conclusion of law to which
no responsive pleading is required. To the extent that a response is warranted, plaintiff
denies that the defense of statute of limitations is applicable in the instant matter.

WHEREFORE, plaintiff Florence King, requests judgement in her favor and against
defendant, Wal-Mart Stores, Incorporated, for compensatory damages in an amount not in
excess of the jurisdictional limit for compulsory arbitration together with court costs, interest,
and other relief permitted by this Honorable Court

Respectfully submitted,
WOOMER & FRIDAY, LLP

By: An# ///VEZ%

ACynthia M. Porta, Esquire
Attorney for Plaintiff
PA 1.D. #82111

1701 McFarland Road
Pittsburgh, PA 15216
(412) 563-7980
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) CIVIL DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
)
v. )
)
WAL-MART STORES, )
INCORPORATED, )
)
Defendant. )
CERTIFICATE OF SERVICE

I hereby certify that on this a?o'#'day of W\, , 2000, a true
and correct copy of the foregoing Reply to New Matter was served by First Class U.S.

Mail, postage prepaid, upon the following:

Patrick J. Loughney, Esquire
437 Grant Street '
1300 Frick Building
Pittsburgh, PA 15219

Respectfully Submitted,

WOOMER & FRIDAY

By: %AM_Z«L
ynthia M. Porta, Esquire

PALD. # 82111

1701 McFarland Road
Pittsburgh, PA 15216
(412) 563-7980
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WAL.192

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, | ARBITRATION DIVISION
Plaintiff, No. 00-908-CD
Vs. JURY TRIAL DEMANDED
WAL-MART STORES, INC,, DEFENDANT’S VERIFICATION TO
: ANSWER AND NEW MATTER

Defendant.

Filed on behalf of WAL-MART STORES,
INC.,

Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. LD. ##23163

Brad D. Trust, Esq.
Pa. ID. #83748

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building

F! LE D " Pittsburgh, PA 15219

Phone: (412) 471-1180
0CT 02 2000 Fax: (412)471-9012

William A. Shaw -
Prothonotary




WAL.192

VERIFICATION
I verify that the averments of fact made in this foregoing ANSWER AND NEW
MATTER are true and correct to the best of my knowledge, information or belief. I understand that

averments of fact in said document are made subject to the penalties of 18 Pa. C.S. § 4904, relating

to the unsworn falsifications to authorities.
I am authorized to make this verification on behalf of Wal-Mart Stores, Inc., because of

my position as manager.

Date: °7/ Il/ 6D k L&&

1 Manager
WK«\\N TLdew




CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Verification to Answer and

New Matter was served by U.S. Mail, postage prepaid, this Q% day of 2}; @gﬂ)‘é_f\ , 2000,

upon all counsel of record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, CIVIL DIVISION

Plaintiff, No.: 00-908-CD

v. NOTICE OF SERVICE OF
PLAINTIFF’S ANSWERS TO

WAL-MART STORES, DEFENDANT’S FIRST SET
INCORPORATED, OF INTERROGATORIES

Defendant. Filed on behalf of Plaintiff,

Florence King
Counsel of record for this party:

Cynthia M. Porta, Esquire
P.A. 1.D. # 82111

Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216
(412) 563-7980

JURY TRIAL DEMANDED

FILED

OCT 12 2000

William A. Shaw
Prothonotary



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ) ARBITRATION DIVISION
)
Plaintiff, ) No.: 00-908-CD
)
v. )
)
)
WAL-MART STORES, )
INCORPORATED, )
)
Defendant.
NOTICE OF SERVICE
+h :
I hereby certify that on this /0 day of (}Mu , 2000, a true

and correct copy of Plaintiff’s Answers to Defendant’s First Set of Interrogatories was

served by First Class U.S. Mail, postage prepaid, upon the following:

Patrick J. Loughney, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Respectfully Submitted,
WOOMER & FRIDAY
By: 4/»%«4, /A %.,é

Aynthia M. Pofta, Esquire
PALD. # 82111

1701 McFarland Road
Pittsburgh, PA 15216
(412) 563-7980




IN THE COURT OF COMMON PLEASE OF CLEARFIELD
COUNTY, PENNSYLVANIA

FLORENCE KING,
Plaintiff,
\2
WAL-MART STORES, INCORPORATED,

Defendant.

FILED

NOV 10 2000

Williarn A. Shaw
Prothonotary

CIVIL DIVISION

No.: 00-908-CD

Notice of Service of Interrogatories
and Request for Production of
Documents Directed to Defendant

Filed on behalf of plaintiff:
Florence King

Counsel of Record for this Party:

Cynthia M. Porta, Esquire
PALD. #: 82111

WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216

(412) 563-7980

JURY TRIAL DEMANDED




IN THE COURT OF COMMON PLEASE OF CLEARFIELD
COUNTY, PENNSYLVANIA

FLORENCE KING, CIVIL DIVISION
Plaintiff, No.: 00-908-CD
V.
WAL-MART STORES, INCORPORATED,

Defendant.
NOTICE OF SERVICE

I, Cynthia M. Porta, Esquire, hereby certify that on this /\3% day of

’/’/Wezmlaz) , 2000, a true and correct copy of Interrogatories and Request
for Production of Documents Directed to Defendant were served upon the following via
first class United States mail, postage pre-paid:

Patrick J. Loughney, Esquire
Gorr, Moser, Dell & Loughney

1300 Frick Building
Pittsburgh, PA 15219

Respectfully submitted,

Lptlen, »). St

Cy/ﬁthia M. Portd, Esquire
Attorney for Plaintiff
PALD. #: 82111




WAL.192

“y

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA

FLORENCE KING, ARBITRATION D}W ISION
Plaintiff, No. 00-908-CD |
VS. : JURY.TRIAL DEMANDED
WAL-MART STORES, INC., PRAECIPE TO PLACE CASE ON

ARBITRATION LIST
Defendant.

Filed on behalf of WAL-MART STORES,
INC.,

Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. 1.D. ##23163

Patrick J. Doheny, Esq.
Pa. 1.D. #85547

GORR, MOSER, DELL & LOUGHNEY
Firm #753

' P ‘?‘3 1300 Frick Building
F % %‘M} - ~ Pittsburgh, PA 15219

FER 26 7001 Phone: (412) 471-1180
’ Fax: (412)471-9012

William A. Shaw
Prothcno’y
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No. 00-908-CD

vs. JURY TRIAL DEMANDED
“WAL-MART STORES, INC,,

Defendant.

PRAECIPE TO PLACE CASE ON ARBITRATION LIST

"To:  Prothonotary

Kindly place the above-captioned matter on the next available arbitration list as all
discovery has been completed, pleadings are closed and all preliminary motions have been
resolved. The value of this case is unknown.

Parties:
Florence King, Plaintiff Cynthia M. Porta, Esquire
Wal-Mart Stores, Inc., Defendant Patrick J. Doheny, Esquire

i

Patrick J. Dohetly, Esquire PQ
Gort, Moser, Dell & Loughrey

437 Grant Street

1300 Frick Building

Pittsburgh, PA 15219

Counsel for Defendant Wal-Mart
Stores, Inc.




CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Praecipe to Place Case on

Arbitration List was served by U.S. Mail, postage prepaid, this \O‘f\, day of Flgﬁfium)’\/! ,

2001, upon all courisel of record or parties as foilows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

ﬂf/oﬁ%f
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GORR, MOSER, DELL & LOUGHNEY, LLC

ATTORNEYS AT LAW

1300 FRICK BUILDING
437 GRANT STREET
PITTSBURGH, PENNSYLVANIA 15219-6002

TELEPHONE: 412/471-1180
FAX: 412/471-9012

E-MAIL: gmdi@gmdl-law.com
WWW.ZOITmoser.com

William A. Shaw, Prothonotary
Clearfield County Courthouse
One North 2nd Street

P.O. Box 549

Clearfield, PA 16830

Re:  Florence King v. Wal-Mart Stores, Inc.
Clearfield County No. 00-908-CD

Dear Mr. Shaw:

MELISSA A. CORCINO#®
RICHARD W. DELL, IR.
PATRICK J. DOHENY, JR.
SEAN P HANNON}

MARK R. LANE}
PATRICK J. LOUGHNEY$
SHARON M. MACENCZAK
SCOTT A. MATTHEWSt

¢ ALSO ADMITTED IN CA, DC, N}
* ALSO ADMITTED INFL

$ ALSO ADMITTED IN OH

+ ALSQ ADMITTED IN WV

February 22, 2001
File No. Wal.192

DONALD J. McCORMICK 1
PETER MOLINARO, IR,
MELVIN L. MOSER*{
GEORGE A. POWER

BRAD D. TRUSTY}

CARY W. VALYO

JOHN H. WILLIAMS, JR.
ELEONORA M. ZYCH

QOf Counsel
ARTHUR R. GORR?
GEORGE RAYNOVICH, JR.

Enclosed please find the original and one extra cover sheet of Defendant Wal-Mart Stores, Inc.’s
Praecipe to Place Case on Arbitration List in the above-captioned matter. Kindly file the original,
date stamp the extra cover sheet, and return it to me in the self-addressed, stamped envelope I have

provided.

I have also enclosed a check payable to “Clearfield County Prothonotary” in the amount of $20.00.

Thank you for your attention to this matter.

Very truly yours,

MlckeyA gstler
Paralegal to Patrick J. Doheny

‘me
Enclosures

cc: Cynthia M. Porta, Esq. (w/Enc.)
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No. 00-908-CD
Vs. JURY TRIAL DEMANDED
WAL-MART STORES, INC,, ' MOTION FOR CONTINUANCE

Defendant.

Filed on behalf of WAL-MART STORES,
INC.,,

Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. I.D. ##23163

Patrick J. Doheny, Esq.
Pa. I.D. #85547

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012

FILED

MAY 04 2001

M««.H i 7 W
iliam A. Shaw
Prothonotary

/c@
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No. 00-908-CD
Vs. + JURY TRIAL DEMANDED

WAL-MART STORES, INC.,

Defendant.

MOTION FOR CONTINUANCE

AND NOW, comes Defendant Wal-Mart Stores, Inc., by and through it’s counsel, Gorr,
Moser, Dell & Loughney, Patrick J. Loughney, Esquire and Patrick J. Doheny, Esquire, who
moves your Honorable Court as follows:

1) The Arbitration Hearing in the above-captioned matter is scheduled to commence
on May 25, 2001.

2) Wal-Mart’s only witness, former employee Kelli Maxwell, is unavailable to
testify on the date of the hearing.

3) Plaintiff’s counsel has consented to continuing the Arbitration Hearing

WHEREFORE, Wal-Mart respectfully moves your Honorable Court to reschedule the
Arbitration Hearing in the above-captioned matter.

Respectfully submitted,

GORR, MOSER, DELL & LOUGHNEY

22

Patrick J. Doheny, Esﬂlire

437 Grant Street

1300 Frick Building

Pittsburgh, PA 15219

Counsel for Wal-Mart Stores, Inc.




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
CIVIL DIVISION
FLORENCE KING
VS. : No. 00-908-CD
WAL-MART STORES, INC.
ORDER
AND NOW, this 5{%/day of _(Moun , 2001, upon

presentation and consideration of Defendant’s Motion for Continuance filed in the
above-captioned matter, it is the ORDER of this Court that said Arbitration Hearing

be and is hereby CONTINUED. The Court Administrator is directed to rescheduled J

this on the next available Hearing date.

r BYT

restdent Judge

JGHNK. REILLY, J%/ /

FILED

MAY 15 2001

William A. Shew
Prothonofary




CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Motion for Continuance was

served by U.S. Mail, postage prepaid, this Df day of /Vl o /\j , 2001, upon all counsel of

record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

Leondld_
i




IN THE COURT OF COMMON PLEASE OF CLEARFIELD
COUNTY, PENNSYLVANIA

FLORENCE KING,
Plaintiff,
\2
WAL-MART STORES, INCORPORATED,

Defendant.

FILED
JUL 302001

William A. Shaw
Prothonotary

CIVIL DIVISION

No.: 00-908-CD

Notice of Service of Plaintiff's
Rule 1305 Disclosure

Filed on behalf of plaintiff:
Florence King

Counsel of Record for this Party:

Cynthia M. Porta, Esquire
PALD. #: 82111

-~ WOOMER & FRIDAY, LLP

3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216
(412) 563-7980

JURY TRIAL DEMANDED




IN THE COURT OF COMMON PLEASE OF CLEARFIELD
COUNTY, PENNSYLVANIA

FLORENCE KING, CIVIL DIVISION

Plaintiff, No.: 00-908-CD
V.

WAL-MART STORES, INCORPORATED,

Defendant.
NOTICE OF SERVICE

+h
I, Cynthia M. Porta, Esquire, hereby certify that on this_ <5 _day of

, 2001, a true and correct copy of Plaintiff's Rule 1305

Q. t,y
7 7

Disclosure was served upon the following via first class United States mail, postage pre-

paid:

Patrick J. Loughney, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Respectfully submitted,

Lot ] A

Oy/ﬁthia M. Porfa, Esquire
Attorney for Plaintiff
PA1D. #: 82111



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY
PENNSYLVANIA
Florence King

Vs. No. 2000-00908-CD
Wal-Mart Stores, Inc.

OATH OR AFFIRMATION OF ARBITRATORS
Now, this 13th day of August, 2001, we the undersigned, having been appointed arbitrators in the
above case do hereby swear, or affirm, that we will hear the evidence and allegations of the parties and
Justly and equitably try all matters in variance submitted to us, determine the matters in controversy,
make an award, and transmit the same to the Prothonotary within twenty (20) days of the date of hearing
of the same.

James A. Naddeo, Esq.

Ronald L. Collins, Esq.
Theron G. Noble, Esq.

Sworn to and subscribed before me this

August/13, 2001, .ol
e . R
Prothonotary
) AWARD OF ARBITRATORS
Now, this 13 day of pﬂ, , éZCb' , we the undersigned arbitrators appointed in this

case, after being duly sworn, and ha¥ing heard the evidence and allegations of the parties, do award and

find as follows: %ﬁ z / Zé: M Z& , :?A/ 5"/53’:_30

/MTWM/&LM% /4, 000
_ f 20
Tolil award *1a, 167 %

e . 0
JE=L = AUG 13 20
(Continue if needed on reverse.) %/ / S %} William Al Shaw
P Prothonotary

ENTRY OF AWARD
Now, this ’gt« day of augus—?" , OO, T hereby certify that the above award was entered of
record this date in the proper dokets and notice by mail of the return and entry of said award duly given
to the parties or their attorneys.

WITNESS MY HAND AND THE SEAL OF THE COURT

4 -7
Prothonotary’ Ay

By (n ki o

AN

\




COPY
Florence King : IN THE COURT OF COMMON PLEAS

OF CLEARFIELD COUNTY
Vs. . No. 2000-00908-CD

Wal-Mart Stores, Inc.

NOTICE OF AWARD

TO: PATRICK J. DOHENY

You are herewith notified that the Arbitrators appointed in the above case have filed their
award in this office on August 13,2001 and have awarded:

Medical bills in the amount of $5,168.00, pain and suffering in the amount of $14,000.00. Total
award $19,168.00.

William A. Shaw
Prothonotary
By

August 13,2001
Date

In the event of an Appeal from Award of Arbitration within thirty (30) days of date of award.



A,

COPY

| Florence King :  IN THE COURT OF COMMON PLEAS
| OF CLEARFIELD COUNTY

Vs. : No. 2000-00908-CD

Wal-Mart Stores, Inc.

: NOTICE OF AWARD

| TO: CYNTHIA M. PORTA ESQ

You are herewith notified that the Arbitrators appointed in the above case have filed their
award in this office on August 13, 2001 and have awarded:

Medical bills in the amount of $5,168.00, pain and suffering in the amount of $14,000.00. Total
award $19,168.00.

William A. Shaw
Prothonotary
By

August 13, 2001
Date

In the event of an Appeal from Award of Arbitration within thirty (30) days of date of award.



COPY

Florence King : IN THE COURT OF COMMON PLEAS
OF CLEARFIELD COUNTY

Vs. : No. 2000-00908-CD

Wal-Mart Stores, Inc.

NOTICE OF AWARD

TO: BRAD D. TRUST

You are herewith notified that the Arbitrators appointed in the above case have filed their
award in this office on August 13, 2001 and have awarded:

Medical bills in the amount of $5,168.00, pain and suffering in the amount of $ 14,000.00. Total
award $19,168.00.

William A. Shaw
Prothonotary
By

August 13, 2001
Date

In the event of an Appeal from Award of Arbitration within thirty (30) days of date of award.



IN THE COURT OF COMMON PLEASE OF CLEARFIELD
COUNTY, PENNSYLVANIA

FLORENCE KING,
Plaintiff,
v.
WAL-MART STORES, INCORPORATED,

Defendant.

RECEIVET
JuL 30 2

COURT ADMINIS 1 nAwrie
' QFFIGR

-
[

&‘7;‘.::;" SRR

CIVIL DIVISION

No.: 00-908-CD

Plaintiff's Pre-Trial
Memorandum

Filed on behalf of plaintiff:
Florence King

Counsel of Record for this Party:

Cynthia M. Porta, Esquire
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980

JURY TRIAL DEMANDED




IN THE COURT OF COMMON PLE.ASE OF CLEARFIELD
COUNTY, PENNSYLVANIA
FLORENCE KING, CIVIL DIVISION
Plaintiff, No.: 00-908-CD

V.

WAL-MART STORES, INCORPORATED,
Defendant. |
PLAINTIFF'S PRE-TRIAL MEMORANDUM

AND NOW comes plaintiff, Florence King, by and through her attorneys,

Woomer & Friday, LLP, and files the following Plaintiff's Pre-Trial Memorandum:
Brief Statement of the Case

This matter arises from an accident occurring on or about February 28, 1999 at
approximately 12:45 p.m. On or about the aforementioned date and time, plaintiff,
Florence King, was shopping at the Wal-Mart Store located on Route 255 in DuBois,
Pennsylvania. Miss King attempted to remove a hot curling iron set from the second
shelf in the store. Unbeknownst to plaintiff, the box that she was attempting to remove
was entangled with another box, casing the second box to fall from the shelf and strike
plaintiff in the head. As a result of this event, plaintiff immediately developed neck pain
and a severe headache.

On or about August 3, 2000, plaintiff initiated suit against defendant, Wal-Mart

Stores, Inc., alleging that the defendant was negligent in allowing the box of hot curlers



to be in such a position, inter alia., either improperly secured or in such a position as to
cause injury to the prospective customers. Plaintiff seeks damages for embarrassment,

| mental anguish, medical treatment, lost earnings, and impairment of her health and

| enjoyment of life. These damages stem directly from injuries to the neck, head and back

} which resulted from the aforementioned accident.

i Citations of Relevant Cases and/or Statutes

Paul v. Hess Brothers, Inc., 226 Pa.Super. 92, 312 A.2d 65 (1973).

McNett v. Bringgs, 217 Pa.Super. 322,272 A.2d 202 (19970).

Murphy v. Bargain City, U.S.A., 203 Pa.Super. 406, 201 A.2d 299 (1964).

Lyttle v. Denny, 222 Pa. 395, 71 A. 841 (1909).

Doerflinger v. Davis, 412 Pa. 401, 194 A.2d 897 (1963).

| Dougherty v. Great Atlantic and Pacific Tea Co., Inc., 221 Pa.Super. 221, 289 A.2d 747
‘ (1972).

Hampton v. S.S. Kresge Co., 224 Pa.Super. 543,307 A.2d 366 91973).
Stewart v. Morow, 403 Pa. 459, 170 A.2d 338 (1961).

Coehn v. Penn Fruit Co., 192 Pa.Super. 244, 159 A.2d 558 (1960).

Witnesses
1. Florence King
2. Jenn Brown
3. Eric Yount
4, Sue Dodge
5. Kelly Maxwell

Statement of Damages
A. Medical Bills

1. Casteel Chiropractic Center - $ 1,465.00
2. DuBois Regional Medical Center - $ 1,289.00




3. Henry G. DelaTorre, M.D. - $ 80.00

4, Advanced Imaging Associates - $2,080.00

5. DuBois Regional Medical Center $254.00
Department of Physical Therapy

B. Other

1. Pain, suffering, inconvenience, embarrassment, mental anguish and
emotional and psychological trauma;

2. Loss of earnings and earning capacity;

3. Loss of general health, strength, and vitality; and

4. Loss of enjoyment of various pleasures of life.

Plaintiff reserves the right to supplement this Pre-Trial Memorandum at any time
prior to the commencement of arbitration.

Respectfully submitted,

Lot 2] e

C)Kthia M. Porta( Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980




“Dela Torre Medical CL
231 E Highland Street

- ACCOUNT | AWMOQUNT ElpAaGE
Sykesvilie,PA 158865 ~Wmammlﬁﬁi~L~EElﬁggﬁlEiE?iugﬁmil_éEE

814-894-2448 fkingfl-00| 0.00 | OS;Zb/QL [ o1

TO: Florence I King
130 W Main St

Sykesville,PA 15885

PREVIOUS BALANCE~—~> Q.00
NATE |DR.IPATIENT|PROC | DESCRIPTION bonras L AMOUNT
037168788 thgd|Florenc|s 14]01‘?&0@ VislU Detailed |714.0 | FOLGO
03/16/99 | | | [Payment~Thank You ! ! 1,00~
0B /04799 | ] | |Adj:tedicaid Write Medicaid | | 69.00~
03/16/989 [hgd|Florenc|93000]|Ekg {7856.59| 47 .50
05 /04799 | : | |Plan Payment:08367 Medicaid | ] 39.50~
05/04/99 I I [ ladj:medicaid Write medicaid | { §.00-
04/13/99 [hgd|{Florenc|99213|0ffice Visit Expanded [724.2 | 45,00
04/13/99 [ | [ |Payment-Thank You ] | 1.00~
a8 /01/99 | [ | |Plan Payment:01180 Medicaid | | 18.00~
06/701/99 | i | |Adj:Medicald Write Medicaid | [ 25.00~
06/08/99 iphu|Florenc|99212|0Fffice Visit Focused [466.0 | 30.00
06/09/989 l I | |Payment~Thank You | { 1.00-
10/22/99 | | I |Plan Payment:unkno Medicaid | | 19.00~
10/22/99 | [ | {Adjsmedicaid Write Medicaid | | 10,00~
06/15/99 IpnulFlorenc|99212|0Fffice Visit Focused |468.0 | 30.00
10/22/99 i i i [Plan Payment:unkno Medicaid | | 19,060~
10/22/99 | 1 | [Adj:Wedicaid Write Medicaid | | 11.00~
07720799 [phulFlorenc|s9z12|0ffice Vvisit Focused {462 | 30.00
12/23/99 ; ! I |Plan Payment:09225 Medicaid | | $.00
N2/14/00 | | { {Plan Payment:09307 Medicaild | | 19.00-
02/14/00 | | | |Adj:Medicaid Write Medicaid | I 11.00-
11/05/99 ingd|Florenc|9921i4|8yn Exam Established Patient [616.10] 50,00
11/05/99 | | | [Payment~Tnank You | | 1.00~
12723799 ( | | [Plan Payment:09225 Madicald | i 19.00~
A CONT ' D
ACCOUNT NOJ CUQQ»NT[ 3150 | 81-90 { 91-120 | OVER 120 |



Dela Torre Medical C1
231 E Highland Street

i ACCOUNT }QNUUNT DUE|CLOSE DATE|RAGE

Sykesville,PA 15885 § e e st o

. 814-894-2448 [kingf1-~00 | 0.00 | 06/25/01 | o2

TO: Florence I King
' 130 W Main st
Sykesville,PA 15365

DATE JOR. IOATItNT[PROC ! DESCRIPTION | DIAG | AMOUNT
12/23/799 | | | iAdj:tedicaid urlfe N@dlcald | ! 30,00~
12/145/99 |hgd|Florenc|A45330|Sigmoid Flex {569.3 | 150.00
02714700 | [ | [Plan Payment:09289 Medicaid | | 651.50~
02/14/00 | | | [adj:Medicalid Write Medicald | _ | 88.50~
12720799 [hgd|{Florenc|[99212|0Fffice Visit Focused [487.1 | 30,00
12/20/99 | | | |Payment~Thank You | | 1.00-
02/14/00 | | | {PLlan Payment:09289 Medicald | | 19,00~
02714700 | ! | IAdjsMedicaid Write Medicaid | | 10.00-
0L/17/00 fhgd|[Florenc|99213|0ffice Visit Expanded [465.9 | 50.00
QL/17/700 | | ] |Payment-Thank You | ! 1.00~
03/03/00 i [ | [Plan Payment:08389 Medicaid | { 19.00~
03/03/00 | | ] |Adj:Medicaid Write Medicald | | 30.00~
02/09/00 [phul|Florenc|99213|0ffice Visit Expanded j402.9 | 50.00.
a3/31/00 | | | |Plan Payment:07803 mMedicaid | | 18.00-~
03/31L/00 | { [ fAdj:vedicaid Write Medicaid | i 3i.00~-
d3/f27/00 fhgd|Florenc|{99213|0ffice Visit Expanded 1401.9 | 50.00
05726700 | | [ [Plan Payment:08508 Medicaid | | 19.00~
05/26/00 ] | | |adj:Medicaid Write Medicaid | | 31.00~
03/27/00 |hgd|Florenc|93000|Ekg [401.98 | 47 .50
05/26/00 I | l [Plan Payment:08508 Medicaid | | 20.50-
05/26/00 | | [ [Adjsmedicaid Write Medicaid | | 27.00~
4/25/00 [phu|Flor encl@QZi?IOTrlbe Visit Focused |@22.9 | 40.00
D6/05/700 | | | |Plan Payment:08860 Medicaid | | 18.00-
08 /05700 | | | lAdj:Medicaid Write Medicaid | | 21.00-
. CONT' D

COUNT NOY 3180 51~90 | 91-120 [OVER 120

CURRENT]

| Y Aot




Dela Torre Medical C1
231 E Highland Street

| ACCOUNT |AWOUNT DUE|CLOSE DATE|PAGE
Sykesville,PA 15865 [ e o o
814-~-894-2448 {kingfl~00] 0.00 | 08/25/01 | 03

TO: Florence I King
130 W Main St

Sykesville,PA 15865

DATE DR, |PATIENT|PROC | DESCRIPTION | DIAG | AMOUNT
04725700 fphu|Florenc|[90702|0t 1922.9 | 16.00
6/05/00 | | | jddj:Medicaid Write Medicaid | | 16.00~
06726700 [hgd|{Florenc|99213|0ffice Visit Expanded {729.1 | 50,00
09/05/00 | | | |Plan Payment:01884 Medicaid | | 50.00-
06/26/00 [hgd|{Florenc|{94010|Spirometry [786.09)] §6.00
09/65/00 | | { |Plan Payment:01884 mMedicaid | | 2.00~
08/05/00 | | [ [Adj:Medicaid Write Medicaid | | 54,00~
07/03/00 [hgd|Florenc|39214|0ffice Visit Detailed | | 75.00
n7/03/00 [ [ | |Payment~Thank You | | 1,00~
11/28/00 | | ! [Plan Payment:03473 Medicaid | l 0.00
12/05/00 | I { [Plan Payment:08126 Medicaid | | §6.00
01/19/01 | | | [Plan Payment:09802 Medicaid | I 0.00
01/18/01 | [ | [AdjsMedicaid Write Medicaid | | 7400~
Q7 /18/00 |phulFlorenc|99213|0ffice Visit Expanded 1386.30] 50.00
09/08/00 | [ | [Plan Payment:01887 mMedicaid | [ 19.00~
09/05/00 i | I |Adj:Medicaid Write Medicaid | | 31.00~
08/07/00 fphu|Florenc|99213|0ffice Visit Expanded [723.9 | 50.00
10/20700 | l | [Plan Payment:03424 Medicaid | | 19.00~
L0/20/00 | { i [Adi:medicaid Write Medicaid | i 31.00~
L0/09/00 [hgd|Florenc|99213|0ffice Visit Expanded [780.4 | 50.00
10/09/00 [ { ! [Payment-Thank You [ { 1,00~
11/28/00 | | ! |Pilan Payment:03473 dedicaid | | 19.00~
11/28/00 | i { ihdj:tedicald Write Medicaid | { 30,00~
10/19/00 [hgd|Florenc{s9213|0ffice Visit Expanded |724.2 | 50,00

PR CONT' D
ACCOUNT MO CURRENT | 31~60 [ 81~90 | 91-120 | OVER 120 i

o . S o o i i S e S e S e o . s e S s s o . st . 0 . . . . . . . e 5 e S e 5. 0 1 i 8t s s i 0 i e i s, . s 0t S .}

cianfi-nn | noo o0 oo | a.an ! a.40 |




Dela Torre Medical C1
231 E Highland Street

| ACCOUNT |AMOUNT DUE|CLOSE DATE|PAGE
Sykesville,PA 15865 f o o o
814~894-2448 ]«1an1 00l - 0.00 | 06/25/01 | 04

T0: Florence I King
130 W Main St

Sykesville,PA 15885

DATE }nR }PATIENT}DROC ] DESCRIPTION ) DIAG | AMOUNT
10/718/00 [ | i ’Paymentmlnamk You | ! 1.00~
12/05/00 | | | |Plan Payment:09126 Medicaid | | 19.00-
12/05/00 | | | |Adj:Medicaid Write Medicaid | [ 50.00~
11/16/00 |hgd|Florenc {99214 |0ffice visit Detailed |272.4 | 75,00
11/16/00 | [ ] |Payment-Thank You | [ 1.00-
01/08/01 | | | [Plan PaymentT:0877% #Medicaid | | 19.00~
01L/08/01 | { { [Adj:Medicaid Write Medicaid | { BB .00
03/15/01 [hgd|Florenc|9%214{0ffice Visit Oestailed |7156.09| 75.00
03/15/01 ! | [ |Payment~Thank You ! l 1.00~
Ds/07/01 | | | [Plan Payment:05965 Medicaid | l 19.00~
05707701 | | | [Adj:Medicaid Write Medicaid | | 55.00~
ga/is6/01 |hgd|Florenc|98213|0ffice Visit Expanded |386.30] 55,00
Q4/16/01 | | { [Payment~Thank You [ | 1.00-
gejov /ol l | | [Plan PaymentT:03682 Medicaid | | 19,00~
06/07/01 | { | |Adj:Medicaid Write Medicald | | 35,00~

| | | [#%% PENDING AT CARRIER **x | |
03f32/01 [hgd{Florenc|gQ00Ll|{Venipucture Specimen And Coll|272.4 | 4.00
Da4/18/01 i | | |adj:Medicaid Write wvedicaid | | 4,00~

b I l l %

| | | | I |

| | [ | l 1

l I | | | I

| | l l [ |

i | | I | l

. PAY THIS AMOUNT —--) 0.00

ACTOUNT NO| CURREMNT| 31-80 [ 61-90 [ 91-120 {OVER 120 i

AN ot o eI AN o LM i e e woen Sou (0O PO NN M iV SR O OMe AA seos b AN S N M o 0 4P T OO 0 000 ot o oS et 16 SRrm AN N AN O000) N 0O b b i ot SN £1RIn (Yo AO 200 S SO 1 i Wro Aot nn ttn ronn |

Wi e ®ann LY fonn mooRR aoné o880 1




9. OTHER INSURED'S NAME (Last Name, First Name, Middle initiat)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

b. OTHER INSURED'S DATE OF BIRTH
YY

SEX
MM | DD e
! Ml ] Ll

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD | YY
Tol Tal Toa1  w[

SEX

L

D YES NO
b. AUTO ACCIDENT? PLACE (State)
D YES NO

¢. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

D YES M NO

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME )

d. INSURANCE PLAN NAME OR PROGRAM NAME

PLEASE , ‘T
DO NOT ;
STAPLE : &
IN THIS ; [
AREA E
/S Q
[TT]Pea ) HEALTH INSURANCE CLAIM FCRM PICA r‘ﬂ—$
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER 1a. INSURED'S L.D. NUMBER (FOR PROGRAM IN ITEM 1) e
§ HEALTH PLAN BLK LU
D (Medicare #) (Medicaid #) D (Sponsor's SSN) D (VAFile #) D (SSNor ID) D (SSN) D ) Q0012202555
2. PATIENT'S NAME (Last Name, First Name, Middle Iritial) 3. PI\?&IENT’gDBIRTvY DATE" SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
. ' 1 | ) !
King Florence Il 10014 1948 [ ] F[X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
283 W Main Streeat Seif B Spouse[] ChildD Other[:]
citYy STATE | 8. PATIENT STATUS CITY STATE z
. [*]
S)’ kesville Pa Single[:] Married D Other D _ =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
. y Employed Full-Time Part-Time [
15865 (814) 8945410 P Student Student ( ) E
£
[]
i
&©
=
[2]
=
[
=
<
b=
=
W
o
L
.

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO Ifyes, retum to and complete item 9 a-d.

to process this claim. | also request payment of government benefits either

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary

to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

bel
slow Signature Exception 062501

SIGNED DATE SIGNED Y
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE TO WORK IN GURRENT OCCUPATION A

MM 1 DD | YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD 1 YY MM | DD |- YY DD

! ! PREGNANCY (LMP) ! ! FROM TO ! l
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE 17a. 1.0, NUMBER OF REFERRING PHYSICIAN 16. HOSPITALIZATION DA‘I;EYS RELATED TO CURRENT SERVICES
NS i o MM |, DD | YY

John Markley MD FROM 17 . 1 __To 1o
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? _ $ CHARGES

[Jves [ Jno |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1

21724 .2 Lumbar Spine Pain

L 1L722.10 Lumbar Disc Hernlagl

2,3 OR 4 TO ITEM 24E BY LINE)

9 5 Limb Pain

22. MEDICAID RESUBMISSION *
CODE I ORIGINAL REF. NO.

4 L782.0 Numbness, P|

23. PRIOR AUTHORIZATION NUMBER

F G H | J K

24, A B [9 D E =2
DATE(S) OF SERVIC! Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT]| ESERVED F (%]
From. 1o of of (Explain Unusual Circumstances) DlAgg&SIS $ CHARGES OR |Family| .\~ | cop R LSOCAIF BSEO R =
Mt DD YY WM DD YY IServicelService] CPT/HCPCS | MODIFIER UNITS| Plan é
. B ]

( | ( 1 i
NN L | 5 &
- L
01,29 98| | |ol]|54i 72148 00 2 680! 00| 1 311 002
] | ! | 1 ! o
2 ! 1 | ! i 1 i
{ _
| 1 1 ¢ 1 | 2.
o
o 1 I | | | %
‘r [72]
! 1 1 [+'4
L L | 1 S
} =2
i | | ! | ! <
I | I ! | I | (5]
5 | i 1 | | | 17}
| z
i E E | E ! a

] |
25, FEDERAL TAX I.D. NUMBER

{
SSN EIN

25-1732853 IYEX

26. PATIENT'S ACCOUNT NOC.

Kingfl033956

27. AGCEPT ASSIGNMENT?
(For govt. claims, see back)

I:]YES NO s

28. TOTAL CHARGE
B 680l 00 ;s

29. AMOUNT PAID 30. BALANCE DUE
|

OOO $ |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

%Egof%%%(gl othﬁ,rirb\’aihome or office)

33, PHYSICIAN S, SUPPLIER'S BILLING NAmé’ AntReS 2B e@@ 30

HONE

ﬁ vanced Imaging Associates

apply to this bill and are made a part thereof.) Indiana , PA 15701 o0 BOX 450

C Hobbie MD New Stanton Pa 15672

SIGNED oare062501 png L604197 /01 lGRP# 1496090 /08|y
(APPROVED BY AMA COUNCIL ON MEDICAL SERVIGE 8/88) PLEASE FRINT OR TYPE APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,

APPROVFEDN NDMR-121R-00RR FORM OWCP-180N

APPROVEN OMR-N72N-ANNY (CHAMPIISY




PLEASE
DO NOT
STAPLE
INTHIS
AREA

|_|"]"]PICA

: HEALTH INSURANCE CLAIM FORM

Pica []

1. MEDICARE MEDICAID CHAMPUS

CHAMPVA . FEC
§ HEALTH PLAN BLKLUNG -
D (Medicare #) . X (Medicaid #) [:‘ (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D (D)

GROUP OTHER

1a. INSURED'S I.D. NUMBER

0019202555

(FOR PROGRAM IN TEM 1)

King

2. PATIENT'S NAME (Last Nams, First Name, Middla Initiai)
Florence

, .BD oYY -
I| 10! 14 1944 [ ]

"SEX

FIx]

3. P'\?TIENT‘S BIRTH DATE

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

253 W Main Street

6. PATIENT RELATIONSHIP TO INSURED

Self B SpouseD .Child[:] OtherD

7. INSURED'S ADDRESS (No., Straet)

CITY STATE | 8. PATIENT STATUS

Sykesville P Single[ | Married [ | Other ]

ZIP CODE TELEPHONE (Include Area Code) '
Employed Full-Time Part-Time

15865 (814) 894-5410 Stutent ] _studon

cIry STATE

TELEPHONE (INCLUDE AREA CODE)

( )

Z!P CODE

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES m NO

b. OTHER INSURED'S DATE OF BIRTH
MM ;, DD | YY
| M

SEX

L]

b. AUTQ ACCIDENT? PLACE (State)
|:| YES M NO

I |
¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
E NO

D YES

11. INSURED’S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH J

10, 14 1941  w[7 ]

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

" .{d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES . D NO if yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! autharize the releass of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or suppller for
services descnbed below.

below.
Signature Exception 062501 _

SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TOWORK IN CUF(HENT OCCUPATION A

MM | DD | YY INJURY {Accidsnt) OR GIVE FIRSTDATE MM | BD | YY M | DD } YY MM “

! ! PREGNANCY(LMP) ! , FROM | ! TO ! .
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. L.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
MM | DD | YY MM | DD, YY

Henry Dslatorre MD FROM | ! o o
19. RESERVED FOR LOCAL USE 20, OUTSIDE LAB? $ CHARGES

[Jves [ Ino l

L/80.4 Vertigo

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

I I
: 23 PRIOR AUTHORIZATION NUMBER
2 1.784.0 Headache s I
24 A B c D E F G A 1 ] K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYSEPSDT] RESERVED FOR
Framn 1E69) To of | of (Explain Unusual Circumstances) DI?C;\S)ESIS $ CHARGES' OR _|Family| oy~ | coB LS(ECAL USEO
MM DD _YY MM DD YYliServicalService] CPTHCPCS _| MODIFIER UNITS| Plan
]
[ | || |
1 |
11,07 00 , | Ol |54y 70553 PO 12 1400'} 00| 1 338 00
L | : z
1
o ] | !
L . L i L

PHYSICIAN OR SUPPLIER INFORMATION

6 ] L
25. FEDERAL TAX 1.D. NUMBER

SSN EIN

25-1732853 IR

26. PATIENT'S ACCOUNT NO.

kingflOoB7306

27. ACCEPT ASSIGNMENT?
For govt. claims, see back)

YES

[]no

I

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
|

P 1400 Q0% O, OO $ ;

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33, PHYSICIAN S, SUPFLIER'S BILLING NAME, ZOORESEZER GQDB 30

INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home or office) & PHONE
(I certify that the statements on the reverse ndlana MRI A Vanced Imaging Assocliates
is bil f.
apply to this bill and are made a part thereof.) Indlana , Pﬁ 15701 P O BOX 450
B Mariano MD New Stanton PA 15672
SIGNED oard062501 oy 0921037 /13| iy 1496090 /08 iy
(APPROVED BY AMA COUNCIL ON MEDIGAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)

PATIENT AND INSURED INFORMATION ———————|<— CARRIER —»




ALL CHARGES/PAYMENTS

ITEMIZETD STATEMENT

CLAIM:

PATIENT: FLORENCE I. KING 100667
253 W MAIN STREET

SYKESVILLE PA 15865
SS#184-32-4880 POL#0019202555
DATE/INJ: GRP#

TO: MEDICAL ASSISTANCE
- PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:
839.02 VERTEBRAL SUBLUXATION OF

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID

DATE: 05/16/2001
IRS#: 251542351

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

CERVICAL SPINE C2

DATE OF LAST BILL: 05/01/2001 PR# 422127J9D ID# 422127J9D

12/02/1999 W9960  BRIEF OFFICE
12/28/1999 W9960  BRIEF OFFICE
01/19/2000 W9960  BRIEF OFFICE
01/26/2000 W9960  BRIEF OFFICE
02/02/2000 W9960  BRIEF OFFICE
02/08/2000 W9960  BRIEF OFFICE
02/18/2000 W9960  BRIEF OFFICE
03/02/2000 W9960  BRIEF OFFICE
04/26/2000 W9960  BRIEF OFFICE
05/02/2000 W9960  BRIEF OFFICE
05/03/2000 W9960  BRIEF OFFICE
05/15/2000 W9960  BRIEF OFFICE
05/22/2000 W9960  BRIEF OFFICE
07/07/2000 W9960  BRIEF OFFICE
07/15/2000 W9960  BRIEF OFFICE
07/16/2000 W9960  BRIEF OFFICE
07/30/2000 W9960  BRIEF OFFICE
09/11/2000 W9960  BRIEF OFFICE
09/27/2000 W9960  BRIEF OFFICE
10/25/2000 W9960  BRIEF OFFICE
11/13/2000 W9960  BRIEF OFFICE
01/19/2001 W9960  BRIEF OFFICE
01/26/2001 W9960  BRIEF OFFICE
02/02/2001 W9960  BRIEF OFFICE
02/16/2001 W9960  BRIEF OFFICE
02/26/2001 W9960  BRIEF OFFICE
03/16/2001 W9960  BRIEF OFFICE
CONTINUED

DESCRIPTION * POS TOS # AMOUNT
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT * 01 60 1 30.00
VISIT i 01 60 1, 30.00

SUBTOTAL: 810.00




ALL CHARGES/PAYMENTS

CLAIM:

PATIENT: FLORENCE 1I.

253 W MAIN

SYKESVILLE PA 15865

STREET

ITEMIZED

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

TO: MEDICAL ASSISTANCE

- PO BOX

GRP#

8297

HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001
IRS#: 251542351
EMPLOYER:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

03/21/2001
04/16/2001
04/23/2001

12/02/1999
12/28/1999
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/12/2000
01/12/2000
01/12/2000
01/12/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000

PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT

BRIEF OFFICE VISIT
BRIEF OFFICE VISIT
BRIEF OFFICE VISIT

PA
PA
IN
IA
DE
IA
IN
IA
DE
IA
IN
IA
DE
IA
IN
IA
DE
IA
IN
IA
DE
IAa
IN

DESCRIPTION * POS TOS #
01 60 1
01 60 1
01 60 1

CASH

CASH

98940G 11/04/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 11/16/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 11/12/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 09/01/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 09/23/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 10/22/99

CONTINUED

#102567
#102567
#102567
#102567
#102567
#102567
#102567
#102567
#102568
#102568
#102568
#102568
#101690
#101690
#101690
#101690
#101691
#101691
#101691
#101691
. ,#101691

SUBTOTAL:




CLAIM:

. ALL CHARGES/PAYMENTS

PATTENT: FLORENCE TI.

253 W MAIN

SYKESVILLE PA 15865

STREET

ITEMIZED

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ: GRP#
TO: MEDICAL ASSISTANCE
- PO BOX 8297

HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001

IRS#: 251542351

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER

10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAI
DATE OF LAS

D
T BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/19/2000
01/26/2000
02/02/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/18/2000
03/02/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000

ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST

DESCRIPTION *
IA XFER TO PATIENT #101691
DE XFER FR INSUR #101691
IA FORGIVE #101e691
IN 98940G 10/29/99 #101691
IA XFER TO PATIENT #101691
DE XFER FR INSUR #101691
IA FORGIVE #101691
PA CASH ‘
PA CASH
PA CASH
IN W9960 12/02/99 #102978
IA XFER TO PATIENT #102978
DE XFER FR INSUR #102978
IA FORGIVE #102978
IN W9%960 12/28/99 #102978
IA XFER TO PATIENT #102978
DE XFER FR INSUR #102978
IA FORGIVE #102978
PA CASH
PA
PA CASH
IN W9960 01/19/00 #104236
IA FORGIVE #104236
IN W9960 01/26/00 #104236
IA XFER TO PATIENT #104236
DE XFER FR INSUR #104236
IA FORGIVE < ..#104236
CONTINUED

SUBTOTAL:



ALL CHARGES/PAYMENTS

CLAIM:

PATIENT: FLORENCE I.
253 W MAIN STREET

SYKESVILLE PA 15865

ITEMIZED

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
- PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001

IRS#: 251542351

EMPLOYER::

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
04/12/2000
05/02/2000
05/03/2000
05/16/2000
05/16/2000
05/16/2000
05/16/2000
06/09/2000
06/09/2000
06/09/2000
06/09/2000
07/07/2000
07/15/2000
07/16/2000
07/17/2000
07/17/2000

PAYMENT
ADJUST
DEBIT
ADJUST
DPAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
ADJUST

IN
Ia

W9960 02/02/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

w9960 02/18/00
XFER TQO PATIENT
XFER FR INSUR
FORGIVE

W9960 02/08/00
XFER TO PATIENT

'XFER FR INSUR

FORGIVE

CASH

CASH

W9960 03/02/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 04/26/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

CASH

CASH

CASH

W9960 05/03/00
XFER TO PATIENT

CONTINUED

#104580
#104580
#104580
#104580
#104580
#104580
#104580
#104580
#104581
#104581
#104581
#104581

#105386
#105386
#105386
#105386
#106094
#106094
#106094
#106094

#106950
« .. #106950

SUBTOTAL:



ALL CHARGES/PAYMENTS

CLAIM:

PATIENT: FLORENCE I.
253 W MAIN STREET

SYKESVILLE PA 15865

ITEMTIZED

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

TO: MEDICAL ASSISTANCE

GRP#

- PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE:
IRS#: 251542351

EMPLOYER:

05/16/2001

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000

DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT

PA

XFER FR INSUR
FORGIVE .
W9960 05/15/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 05/22/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 05/02/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 07/30/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 07/15/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 07/16/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

CASH

CONTINUED

#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106949
#106949
#106949
#106949
#108366
#108366
#108366
#108366
#108365
#108365
#108365
#108365
#108365
#108365
#108365
#108365

LT

SUBTOTAL:



ALL CHARGES/PAYMENTS

CLAIM:

PATIENT: FLORENCE I.
253 W MAIN STREET

SYKESVILLE PA 15865

ITEMIZETD

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
- PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001

IRS#: 251542351

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

09/13/2000
09/13/2000
09/13/2000
09/13/2000
10/25/2000
11/13/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
12/15/2000
12/15/2000
12/15/2000
12/15/2000
01/15/2001
01/15/2001
01/15/2001
01/15/2001
01/19/2001
01/26/2001
02/16/2001
02/26/2001
03/20/2001

PAYMENT
ADJUST
DEEIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBRIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
PAYMENT

DESCRIPTION *
W9960 07/07/00 #108364
XFER TO PATIENT #108364
XFER FR INSUR #108364
FORGIVE ' #108364
CASH
CASH
W9960 09/11/00 #110217
XFER TO PATIENT #110217
XFER FR INSUR #110217
FORGIVE #110217
W9960 09/27/00 #110217
XFER TO PATIENT #110217
XFER FR INSUR #110217
FORGIVE #110217
W9960 10/25/00 #110836
XFER TO PATIENT #110836
XFER FR INSUR #110836
FORGIVE #110836
W9960 11/13/00 #111299
XFER TO PATIENT #111299
XFER FR INSUR #111299
FORGIVE #111299
CASH
CASH
CASH
CASH
W9960 01/19/01 ¢ .. H#113107
CONTINUED
SUBTOTAL:



ALL CHARGES/PAYMENTS

CLAIM:

PATIENT: FLORENCE TI.
253 W MAIN STREET

SYKESVILLE PA 15865

ITEMIZED

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
- PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001

IRS#: 251542351

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER

10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/37l—8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

03/20/2001
03/20/2001
03/20/2001
03/20/2001
03/20/2001
03/20/2001
03/20/2001
03/21/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001
04/16/2001

ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUGST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT

XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 01/26/01
XFER TO PATIENT
XFER FR INSUR
FORGIVE

CASH

W9960 02/02/01
FORGIVE

W9960 02/16/01
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 02/26/01
XFER TO PATIENT
XFER FR INSUR
FORGIVE

CASH

#113107
#113107
#113107
#113107
#113107
#113107
#113107

#113323
#113323
#113323
#113323
#113323
#113323
#113323
#113323
#113323
#113323

PROVIDER: SCOTT CASTEEL DC
SS# 160565186

Page

TOTAL: $

BALANCE 05/16/2001: $

7 PA/PK/CC/IN=Csh/Check/CC/Ins. paymnt, CR/DE=Credit/Debit; IA=Ins adj; *<Ins Pd

-92.00
118.00




@

APPROVED OMB-0938-0008

. . WAL MOIRT 471 ORE
o, RUUTTE &ms

S DURGLS
'3
15801

PICA HEALTH INSURANCE CLAIM FORM pical[ TT

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHERJ 1a. INSURED'S 1.D. NUMBER {FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG

(Medicare#) {(Medicaid #) (Sponsor's SSN) ] (VA File #) l:, {SSN or ID)

l:} wsy X ] o

2. PATIENT’S NAME (Last Name, First Name, Middle Initial)

MIME, ¥

3. PATIENT'S BIRTH DATE

LURENUE 1,

SEX

"o T4 A w f[X

4. INSURED'S NAME (Last Name, First Name, Middle Inilial)
HIMG, FLURENUE 1.

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP

TO INSURED

7. INSURED'S ADDRESS {No., Street)

1 WY M T R sen [ X]soouso[ Jows Othier L WESGT MM S
TITY STATE |8 PATIENT STATUS iy 7] §7ATE
BYME=SVILLE i singia || warriec omer| X BYHMEBSVILLE (8]
2iF CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15RA65 ( B14)-894 540 Emploved [N ] Sivoeme | Srvcom® | 15865 ( ai '—'9“89 £y B A

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

[ ]ves

MM;DDiYY
1

b. OTHER INSURED'S DATE CF BIRTH

b. AUTO ACCIDENT?

[ Jves

SEX

W[ f[]

[l
c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

g YES

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVICUS)

[Hlo

PLACE (State}

[XIno
DNO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

MM ' DD ' YY
i 14 41

.

b. EMPLOYER'S NAME OR SCHOOL NAME

MOUSE Lot

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. NESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ xlno

If yes, return to and complate item 9 a-d.

assignment below.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize
payment of medical benefits to the undersigned physician or supptier for
services described below.

SIGNED SIGNAMIPE N FTL DATE SIGNED :
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
! INJURY (Accident) OR GIVE FIRST DATE MM * DD Y MM ' DD ' YY MM ' DD ' YY
! PREGNANCY (LMP) : ! FROM ! ! TO : !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SEAVICES
MM ' DD ! YY MM ' DD ' YY
T0 ! !

FROM : !

19. RESERVED FOR LOCAL USE

1 ] !
20. QUTSIDE LAB?

% CHARGES
[ Jves [ o l

839, vk

74, @

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) ——————l

22. MEDICAID RESUBMISSION .
CODE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

{For govt. claims, see back)

2 Liie b, 1 4.l L
24, A 8 C D E F G [.H i J K
DATE(S) OF SERVICE Bl Type | PROCEDURES, SERVICES, OR SUPFLIES DAYS |€PSDT .
From To s’ce E?p (Explain Unusuat Circumstances) D'A(%“D%s’s $ CHARGES OR | Family| EMG | COB RES;@XLEBSFSR
MM DD YY MM DD Yy _|Service|Service]| cPT/HCPCS | MODIFIER UNITS} Plan
. . . . IR . |
B30l 199 ! ! 11 ! Sy e s, a1
|
' ) ] i |
) 1 ! | ! E— . v
ek . . il . iy Ky $ /5.0 ]
’\‘ I
. . . . i !
i 1 i | | | |
1, 1 1 1 L L
|
. . , . , |
1 1 I i | i ]
| | L i ! I
l
. . - . . |
I I i ! ! I I
L i 1 1 1 A
l
. . . . . I
1 | I I : ! I
1 1 I 1 I B L
25. FEDERAL TAX 1.D. NUMBER SSN EIN 36. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

(APPROVED 8Y AMA COUNCIL ON MEDICAL SERVICE 8/88)

WHCFA-1500-2-N-90 (3-95}

PLEASE PRINT OR TYPE

S 1 S A3 LI« ] EE23 ¥Jves [ Ino s 155, gua s s Es A
. 3 ESS OF FACILITY WHERE SERVICES WERE; UPPLI DRESS. 3P E
s ?&%’dﬁé}h‘*&é’a%%‘ééss"é}é”cgé‘o%hﬁ‘.’k{%“ B e (17 othor e o o offict) 1 RN £ tquvmw [‘f fFR
e s B o e i part taseot ) 13 NORTH MAIN STREE ]
DUROLS, FA
TYSON L. DIXUN, D. U, Bl4—-3/1-6
o .. i . g S b b
qane D7 IMEAIND w4 /fal /99 s IW LAt 556 B
FORM HCFA-1500 {12-90)

FORM OWCP-1500 FORAM ARB-1500




" APPROVED OMB.0938.0008
MONAGEMENT,  TMU
a3

CLAIMS
0 BuX

BENTONVILLE,
TE712--8283

AR

PICA - HEALTH INSURANCE CLAIM FORM prea [ T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN [TEM
HEALTH PLAN____ BLKLUNG

Medicare#)] (Medicaid #) [:] (Sponsor's SSN) (VA File #) (SSN or ID) (SSN)

i‘ | )
3 PATIENT'S BIRTH DATE

CL# 99518774

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

KING, FLUREMCE I.

ol B4 %1 w ] +[X]

4. INSURED'S NAME (Last Name, First Name, Middie Initial)

KING, FLURENCE I.

5. PATIENT'S ADDRESS (No., Stresl}

129 WEST MATH &9

6. PATIENT RELATIONSHIP TO INSURED

Selt ESpouss E:lcmld[:l Other

7. INSURED'S ADDRESS (No., Sireet)

132 WeST MAIN 87

_|eimy STATE | 8. PATIENT STATUS CITY STATE
BYKESYILLE POl smn [ wed ] ome[X]|_ SYKESVILLE PR
ZiP CODE TELEPHONE (Include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (B14)-894 =i | enmona[X] il oo ] 15865 ( B19-B94-T40D

9. OTHER INSURED'S NAME (Last Name, First Name, Middle

initial} 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

2. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ]es [jl NO

b. OTHER INSURED’S DATE OF BIRTH

MMiDDi

SEX

[ ] -

Yy

b. AUTO ACCIDENT? PLACE (State)

1 [ Jves [ Xnvo L

1 ]
©. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
v

[ A]ves

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

"o 84 %1

b. EMPLOYER'S NAME OR SCHOOL NAME
MOLSE LUDGKE

¢, INSURANCE PLAN NAME OR PROGRAM NAME

SEX

o I B N

3. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

3. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

G YES ‘:E NO if yes, return to and complete item 9 a-d.

assignment below.

SIGNED

SIGNATURE UN FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release o
necessary to process this claim. 1 also request paymen

DATE

f any medical or other Information
t of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoris
payment of medical benefits to the undersigned physician or suppfier f:
services described below. ’

SIGNATURE UN FILE

SIGNED

14. DATE OF CURRENT: ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

18. DATES PATIENT UNABLE TO WORK iN CURRENT OCCUPATION
¢ DD ; Yy MM

- B0 Wi INJURY {Accident) OR GIVE FIRSTDATE MM ' DD ' YY MM DD ' YY
W‘.’.,_: ..._El: e { PREGNANGY (LMP) ! ! FAOM ! ' 10 ! !
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 172, 1.D. NUMBER OF REFERRING PHYSICIAN 78, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ' YY MM ' DD ' YY
FROM : : 10 : ||
19. RESERVED FOR LOCAL USE - - 0. OUTSIDE LAB? $ CHARGES
! _
i | ves (T ne l
51 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1,23 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
N ) - . CODE ORIGINAL REF. NO.
B39, B6 784,08
1.1 e al . g
3. PRIOR AUTHORIZATION NUMBER
a3, 1
S ]
2, jyliing sl .
24, A 8 C D 3 F G H 1 J K
DATE(S) OF SERVICE Prace | Tyos | PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT
From To of %‘!J. (Explain Unusual Circumstances) DlAgc;‘lDOESB § CHARGES OR_ | Family| EMG | cOB RFi_S(ngLEBSFg
MM DD YY MM __ DD Yy |[ServicelServicel GPYHCPCS | MODIFIER UNITS| Plan
Jeziweion| 1 0 |1 SEET $5i. 0| - 1
1 | 1 ] 1 1 -
[}
N, . . , o . | X
. N3 13 9% ' i 11 9994ll'| | s xa. a1
L | 1 1 1 1
i
- , , . . . o,
5 B3 15,99 | ] 11 ‘:98‘3-‘«}'2" ) ‘133123.|LII2| 1
1 1 1 1 1
1
R o [P ' ' r ™ . ' - |
JPBIEEI99) 1 11 9894@) | $50. o 1
1.
I
' R . . 4 - g ]
5 l?'E: =9 ;99 ! : 11 ‘3@‘3’4‘2" ! $:,lq. id 1
I
o e . . . L B . o )
B3 IILI99] 11 28941 o ss@ @ )
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 27. G:CCEN; A?S}GNMENJ? 0 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DU*
or govi. claims, see baci . .
- A S - 333 2@, 0D i =
e LWL Tuittu ey § A S YES NO $ ot " $ $ TAITA S
AR ONG PR/ PORESS. {5 P9RE

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

32, NAME AND ADDRESS OF FACILITY WHERE SERVICESWEHF e
RENDERED (if other than home or office) Co

ARG BT S
1@ NORIH MRIMN STREET

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

WLICE A 4500.9-N-90 (3-95}

(I certify that the statements on the reverse

apply to this bill and are made a part thereof) )
DURDIS, FA

- GCOTT B. CASTEEL, DL.C 814-37

K =7 4 /7 ‘ e L DL

|sonep 1&7.39D Q4 /il /99 e A_EE# CHASSE86

FORM HCFA-1500 (12:30)
PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RF




-

~N

Lonilen e EE O 0 NSV VTS SO

APPROVED OMB-0938-0008

CLATMS MANAGEMENT, INC
P 0 BOX aas3

BENTONVILLE, AR
72712-8083

PICA - HEALTH INSURANCE CLAIM FORM pica [T ]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN [TEM 1)
HEALTH PLAN BLCLUNG,

(Medlcare#)( {Medicaid #) ‘ (Sponsor’s SSN) (VA File #) I (SSN or ID} :! {SSN) (ID)

CL# 99518772

2. PATIENT'S NAME {Last Name, First Name, Middle Initial)

KING, FLORENCE I.

3. PATIENT'S BIRTH DATE SEX

MM 1 BD  YY
1@ 14 41 Flx ]

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

KING, FLORENCE 1,

5. PATIENT'S ADDRESS (No., Slreet)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

130 WEST MATIN ST sot | Jsoousel _ Jows| ] omer 130 WEST MAIN ST
Ity STATE 8. PATIENT STATUS CITY STATE
SYMESVILLE YA singie| | Momiea| | omer| ¥ | SYHESVILLE iTa)
ZIP CODE TELEPHONE (Include Area Code) ZIP CObE TELEPHONE (INCLUDE AREA CODE)
15065 (B14)BO4-Sapn Employed [T Eobdem | onetan® 15865 (814)894-540m

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ]ves NO

b. OTHER INSURED'S DATE OF BIRTH
MM Do Yy

i ]

SEX

f[]

b. AUTO ACCIDENT?

[ Jves

c. EMPLOYER S NAME OR SCHOOL NAME

o L
¢. OTHER ACCIDENT?

[¥]ves [ Iwo

PLACE (State)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH
MM ' DD ! oYY
12 14 41

b, EMPLOYER'S NAME OR SCHOOL NAME

MOOSE LODGE

¢. INSURANCE PLAN NAME OR PROGRAM NAME

SEX

w1 ]

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d, RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [y ]no

It yes, return to and complete item 9 a.d.

assignment below.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE [ authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
sarvices described below. .

siGNED ___ S I = S 1LE DATE SIGNED___STENATLIRE ON ST E |
T R
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION ;
MM ' DD ' YY INJURY (Accident) OR GIVE FIRST DATE DD ' oYY MM ° DD ' YY MM DD ' YY
1ERI99 PREGNANCY (LMP) ‘L X FROM H ; TO ' : !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 78 HOSPITALIZATION DATES RELATED TO CURRENT SERVIGES
MM ' DD ' YY MM ' DD oYY
FROM : | 10 ! |
19. RESEAVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES .
[ves [ |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION !
. ————l CODE . ORIGINAL REF. NO. i
39, A6 784, i
1 1B39, 126 a 34 ;
- 23. PRIOR AUTHORIZATION NUMBER I
27231 Al -
2a. A B | ¢ ) E F ¢ 1 i J K |
DATE(S) OF SERVICE Pl T PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT i
From To gce ﬁ’e (Explain Unusual Circumstances) D'AgoN[?ESIS $ CHARGES Family | EMG | coB RELSOECR’YLEBSEOR !
MM oD YY MM ___ DD Yy _|Service|Service| cpr/HCPCS | MODIFIER UNﬂ'S Plan !
. . . . ' ] i
3 Ny Tl | | 1 e g | H
ealpz 9y | P 14 9894@ ] s3nl o] 1 |
] i
N ' ) ) ' 1 :
na e | I i g | 1
24 185 99 X . 11 D89 4% | | $50, AR | §
|
. . . . . '
Pems L 1 1 , 1 = o |
@4 2390 | 1 |44 9894 | | $30. @ 1
)
’ ] . i ' )
] I ! [} | ] ]
L | L I} 1 1
i
. . » ' i 1
1 [} ] i l | 1
1 ] 1 1 1 [
i
. . . , . !
[} [} [} 1 1 1
1 1 1 1 da 1 o 1
25. FEDERAL TAX 1.D. NUMBER SSNEIN | 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28, TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
_ {For gowt. claims, see back) .
25154235 L] 2323 K Jves [ Jno s YN s S a0
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE? . SUPPL s i
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) TESREES F ﬁ‘ls ROPREE ?Df 't TR
certify that the statements on the reverse
(apply lg this bill and are made a part thereof.) 1 ‘2' ND RTH Mﬂ IN ST REE T
DUROIS, A ,
SEDTT B. CASTEEL, DIC B814-371-8¢
sanep AEE1E7IOD e BS/PE/99 PIN# lgnrw CAESSLAG
— -

{APPRQVED BY AMA COUNCIL ON MEDICAL. SERVICE 8/88)
WHCFA-1500-2-N-90 (3-95)

PLEASE PRINT OR TYPE

FORM HCFA-1500
FORM OWCP-1500

(12-90)
FORAM ARB-1500



APPROVED OMB-0938-0008
CLAIMS MANAGEMENT, INC
F 0O BUX BR83

BENTONVILLE, AK
727128083
PICA HEALTH INSURANCE CLAIM FORM pica[ TT
1. MEDICARE MEDICAID CHAMPUS GHAMPVA OTHER( 1a. INSURED'S 1.D. NUMBER {FOR PROGRAM N ITEM 1)

[ Tiedicaresy (:] (Medicaid #) :] (Sponsor's SSN) :] (VA File #) (5N or /o)

HEALTH PLAN

CL# 9941877@

KING, FLORENCE 1.

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

BLK LUNG
(SSNy X )
3. PATIENT'S BIRTH DATE

Y s

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT HELATlONSHIP TO INSURED

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

KING, FLURENCE I.

7. INSURED’S ADDRESS (No., Street}

253 W MAIN STREET son| X Jsoouso]  Jow[ Jomer| | 253 W MAIN STREET
Y STATE | 8, PATIENT STATUS Ty STATE
T OBYMESVILLE apa Single m mortea] | omer[ ] SYHEBVILLE A
7iP CODE TELEPHONE (includs Area Code) 7P CODE TELEPHONE (NGLUDE AREA CODE)
15865 (814‘)‘894“541'21 Employed FulkTime part o[~ 15865 (814)—894—-541!2!

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a, OTHER INSURED'S POLICY OR GROUP NUMBER

a, EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ]ves ]i] NO

b. OTHER INSURED'S DATE OF BIRTH

MM DD | Yy |M|-———|

SEX

a. INSURED'S DATE OF BIRTH

'1"(2!:[ Ta X1

SEX

w1 (X

b. AUTO ACCIDENT? PLACE (State)

F [ Jves [XJwo

b. EMPLOYER'S NAME OR SCHOOL NAME

c. EMPLOYER S NAME OR SCHQOOL. NAME

c. OTHER ACCIDENT?
[Jro

% Jves

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ Xno

If yes, return to and comptlete item 9 a.d.

assignment below.

SIGNATURE UN FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myseif or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
sarvices described below.

SIGNATURE UN FILE

~1542351 D@

(For govt. claims, see back)

_—lvss [ Ino

-y
DTS

SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS ({First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CUHRENT OCCUPATION
W ' h ' r_y)« INJURY (Accident) OR GIVE FIRST DATE MM * DD * YY MM ' DD ' YY ' DD oYY
[ 9 PREGNANCY (L.MP) ! ' FROM : X TO | .
77 NAME OF REFERANG PIIYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ' YY MM ' DD ' YY
FROM : ! TO : :
19. RESERVED FON LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ Jves NO
21. DIAGNOS!S OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) -————l 22. gggg:mo RESUBMISSION
.y . ORIGINAL REF. NO.
B39, 6 B84. ¢
[N I v
23. PRIOR AUTHORIZATION NUMBER
VASK TS|
" al .
24.. A . ) B C D E F G H 1 J K
DATE(S) OF SERVICE T PROCEDURES, SERVICES, OR SUPPLIES DAYS [ EPSDT
From To P'gfe Yﬁe (Explain Unusual Circumstances) DMCGC;\IDOESS $ CHARGES * OR | Family | EmG | coB RELSOE(?XLEBSFEOR
MM DD YY__MM___ DD vy |Serice|Servicel cpT/HCPCS | MODIFIER UNITS| Plan
. . ; ] \ . i |
a5 :;:;'(;- P’B ! : i1 28941 I ! g 3y $S0 | 1
]
: ) . ) . I
| ; | 1 | | |
1 1 I3 1 1 1
)
‘ . ) ' . i
1 ; i l ‘ i I
1 1 ] i 1 i
I
. . . . . I
i i | i | | |
! 1 I 1 ] !
1
0 0 , . ' I
1 I 1 i I i [}
B ] ) ] L 1
[
' . . . ' |
| | | i i !
1 1 1 I ! & . \
25, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

s BiZIi aa s i $ 2@ | QiR

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 certily that the statements on the reverse

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERF
RENDERED (If other than home or office)

PH Fhatsiso SIRINEEVE, KDMESSEZWWDE
& RORTH MAIN STREET

iapply to this bili and are made a part thereof.) ] DUBD I b, r_«“
sCoOTT B. CASTEEL, DJC 814-371~-8¢
o e 7 FO L S B
oy YEELETIID D6/ 01/99 » o LRESH686
FORM HCFA-1500 (12:90)
(APPROVED BY At1A COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM GWCP-1500 FORM RHB-1500

WHCFA-1500-2-N-90 (3-95)



790-0120 (12/90) (OCR) 2 pt.

»

I OOV LU UL U IR0 Gup T e

‘.SL_)EQ(S)E_ CLAIMS MANAGEMENT, INC
STAPLE F* 0 BOX 81083
IN THIS
AREA BENTONVILLE, AR
TET12-BRB3
| || jprca HEALTH INSURANCE CLAIM FORM pca | | |
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GRE&F;‘ PLAN EEKA OTHER]| 1a. INSURED’S I.D. NUMBER (FOR PROGRAM IN ITEM 1)

D (Medicare #) D (Medicaid #) D {Sponsor's SSN) D (VA File #)

[] ©NoriD) [] Son [‘_X} (iD)

CL# 99518770

2. PATIENT'S NAME (Last Name, First Name, Middle Initiai)

3. PATIENT'S BIRTH DATE

4. INSURED'S NAME (Last Name, First Name, Middie Initial)

KING, FLORENCE I. Wa T4 41w e | KING, FLORENCE 1.
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
#53 W MAIN STREET sei [ ] spouso[ Jomo[ ] ome[] | 253 W MAIN STREET
ciry STATE |8 PATIENT STATUS CitYy STATE
" SYMESVILLE FAl  snge[ X mamea[] ome[] | SYKESVILLE PA
ZIP CODE TELEPHONE (lInclude Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE)
15665 (BL4;B94~54 10 | SRy fiTme—y PatTme— | 5865 (814)}894-5410

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY

o KN

SEX

L]

c. EMPLOYER'S NAME OR SCHOOL NAME

b. AUTO ACCIDENT?

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

NO

PLACE (Sts_ne)
[Aro

DNO

D YES
D YES

c. OTHER ACCIDENT?

@ YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATS[;)F BIRTH

M _ ) v YY
1d T4 41 M

SEX

F[X

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [ ro

#f yes, return to and complete item 9 a-d.

below.

SIGNED

SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary
to process this claim. | alsc request payment of government benefits either to myself or to the party who accepts assignment

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

sienep . SIGNATURE ON FILE

14, DATE OF CURRENT: ILLNESS (First symptom) OR
INJURY (Accident) OR

m’l;_-} ,?"%ﬁ §y9 PREGNANCY (LMP)

15. IF

PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM : DD ; Yy

16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
)y DD 1YY MM ¢« DD 1 YY
FROM | ! TO 1

L i 1 :

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

I
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD , YY MM |, DD , YY
FROM I | TO I |

i 1 1 i

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

[(Jves  [TJno l

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO {TEM 24E BY LINE) ——1

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

~1542351 L 3

(For gowt. claims, see back)

323 BYES |:|No

839,126 s 7 B4 1D
T ’ T 23. PRIOR AUTHORIZATION NUMBER
PO
2. |7|:.\.:l-' _’. 4. .
24, A B c E F H i J K
F DATE(S) OF SERVICE, Place | Type [PROCEDURES, SEHVICES OR SUPPLIES DIAGNOSIS DAYS %PS?T RESERVED FOR
fom of of (Explain Unusual Circumstances) HAR amily| ey | coB LOCAL USE
MM__ DD YY MM DD VY|ServicelService] CPT/HCPCS | MODIFIER CODE sonaRGEs |uits) ian
[}
, ! 1 ] | ] ]
e g7 99| 1 |11 ' 9p94m| | $30. 0| 1
|
[} | | i i :
611 99 | i 11 ‘3894IZI| i $SQL Q| 1
| i I i
| |
7e 3 199 ! ! 11 ‘3894'2'] ' A $30, a1
| | i : E
i I
1 I
L L L :
i
I
| I 1 ! t 1
| | I i l I |
| ! 1 ! 1 i i
|
o H 1
1 | | I : . i
1 ! 1 | : N . :
6 | ! L
25. FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSIGNMENT? |28, TOTAL CHAHGE 29. AMOUNT PAID 30. BALANGE DUE

¥ ‘E)IZI o | ® ' $ ‘?HZI g

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{I certily that the statements on the reverse

RENDERED (It

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE .

other than home or office}

» B, SUPHET RID R AT, TT0REES TR CODE
19 NORTH MAIN STREET

- apply 10 this bill and are made a part thereof.) DUBU 1 S , F'Q
SCOTT B, CABTEEL, DiC B14-371-¢
soney AEEIETION  oae B7/M1/99 P |res_ CRES5686

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM QWCP-1500 FORM RRB-1500




APPROVED OMB-0938-0008

CLAIMES MANRBEMENT, INC
FD pux Bgas

BENTONVILLE, AR

7e71E3-BRAS
] PicA - HEALTH INSURANCE CLAIM FORM PICA ]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER| 1a. INSURED'S . NUMBER (FOR PROGRAM IN ITEM 1}
HEALTH PLAN BIK LUNG

Medicare)| | (Medivaic ) (Sponsor's SSN) waries) [ ] (ssNoripy (SSN)

(ID)

CL# 99518770

2. PATIENT'S NAME (Last Nama, First Name, Middle Initial)

MING, FLORENCE I.

3. PATIENT'S BIRTH DATE

PR 304 A

M

—

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

KING, FLURENCE 1.

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

=od W MAIM STREERT o !"_‘X] soouse] _Joud Jower[ ] 253 W MAIN 5TREET
cITY STATE | 8. PATIENT STATUS Ty STATE
SYKESVILLE £ single [—X—I ardiod[ ] omer[ ] BYMEBVILILE A
2P CODE TELEPHONE (include Area Gode) 7ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (H 14 )"8 G441 @ Employed FulTime gﬁsmue[:] 153865 ( a1 ‘I)“B‘:) 454 1A

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ]ves I:X]NO

b. OTHER INSURED'S DATE OF BIRTH SEX

]

MMiDDiYV

]

b. AUTO ACCIDENT?

YES

L 1
c. EMPLOYER'S NAME OR SCHOOL NAME

¢ : NO | |
¢. OTHER ACCIDENT?

mves [ Ino

PLACE (State}

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

M Pa A

SEX

W[ 8

1 |
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves Ij NO

It yes, return to and completa item 9 a-d.

READ BACK OF FONM BEFORE COMPLETING & SIGNING THIS FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE [ authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

assignment below.

sonep __ STENOTURE N

FILE

DATE

13. INSURED'S OR AUTHORIZED PERSCN'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED BIGNATURE UN FILE

14, DATE OF CURRENT:
M, B0 ! XY INJURY (Accident) OR
'” " [ ?:5' 5\(3 PREGNANCY (LMP}

ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OH SIMILAR ILLNESS.
GIVE FIRST DATE MM

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M oD Yy MM ' DD ' YY
FROM l TO | |

17, NI\ME OF HEFERRING PHYSICIAN OR OTHER SOURCE

! L
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

1 1 [l 1
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM ' DD ' YY MM ' DD ! YY
FROM | : TO : :
]
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[ ]ves NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (HELATE {TEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE . ORIGINAL REF. NO.
A39. N6 784, 1@
L___ I 3. l.____ —
23. PRIOR AUTHORIZATION NUMBER
oE
2 7"“""1i . ol .
24, A B C D E F G H | J K
DATE(S) OF SERVICE : PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSOT|
From © To Plage | Type {Exptain Unusual Gircumstances) DIAGOSIS $ CHARGES OR | Family| EMG | coB R D
MM___ DD YY_ MM__ DD Yy |[Service|Service] GPT/HCPCS | MODIFIER UNITS| Plan
. . . , . - ol .
a7 14 99 { ) 11 98‘94'2'] ( Dy D $’;3|le. aa| 1
) I I ) 1 : :
I
. . ) . . . . |
a7 e 9y o 1 it 9894 )y 3y $50. 2| 1
1
. . ) | \ 1
1 l 1 ' | | 1
) 1 1 I L 1
1
. . . , . |
| 1 i ) I l 1
1 1 L ) In 1
i
. f ' f ' 1
1 1 | | | 1 1
L L 1 I 1 |
[
. . ' f ‘ i
l 1 | ) C 1 |
! 1 | 1 I :
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHAHGE 29. AMOUNT PAID 30. BALANCE DUE
- e e e (For gowvt. claims, see back}
EZEH-1542351 T[%F7] A3e3 | Xves [ Ino E\‘?'I. DA s $ F\VI+ 2
31. SIGNATURE GF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRAESS OF FACILITY WHERE SERVICES WERE - 1 @ Wrgw_s_{*up(gm 5 mymmm&ﬁﬁ GrESS. BJF)CRDE
. INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office)
(I certify that the statements on the reverse 13 NORIH MRAIN STREET
_apply to this bill and are made a part thereof.) . L
DUROIS, FA
5COTT B. CASTEEL, DIC 814~-371-6
1=/ 99 CAGS5686

L- HEe1ErJI9D w8/
SIGNED DATE

GRP#

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

WU EA_{RAN2.NLAN (70K

PLEASE PRINT OR TYPE

FORM HCFA-1500
FORM OWCP-1500

(12-80)
FORM RARB-1500




I I PICA

HEALTH INSURANCE CLAIM FORM

APPROVED OMB 0535.0008
CLATME MANAGEMENT, INC f
P 0 BOX BR83

BENTONVILLE,
72712-8083

AR

PICA ‘ ]

1. MEDICARE

(Med/carel)[ I (Medicald #) | (Spensor's SSN) I (VA File #) l (SSN or ID)

MEDICAID CHAMPUS CHAMPYA GROUP

HEALTH PLAN

FECA
BLK LUNG
(SSN)

OTHER

{10)

1a. INSURED'S 1.D. NUMBER

CL# 959518770

(FOR PROGRAM IN ITEM 1)

2, PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4, INSURED'S NAME (Last Name, First Name, Middle initlat)

KING, FLORENCE 1. "W T Bl Mr—j Frwj KING, FLORENCE I.
5. PATIENT'S ADDRESS (No., Street) 8. PATlENT HELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Streot)

W FATKN STREET san| X Spoussl cmuI ) lOlhal | I 253 W MAIN STREET
STATE | 8. PATIENT STATUS cIry STATE

- BYHKESVILLE 0y simglo [ % | momea| | omer[ | SYMESVILLE A
ZIP CODE TELEPHONE (include Area Cods) ZIP CODE TELEPHONE (INCLUDE AREA CODE)

15865 (BLA)YBY4~EA1Q | Emiowd K] T Jpenmne—] SB6S (814-B94-5410

9. OTHER INSURED'S NAME (Last Name, First Name, Middle [nitfal)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

MM

} Do

A S

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?

I l YES

SEX

W[ e[

10, IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ Jves [X]no

PLACE (State)

|2N0| |

1 L
c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

Yes

[ne

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

Yo Ta %

SEX

w ] e[

b. EMPLOYEFI S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ X]no

If yes, return o and comptete itam 9 a-d.

assignment below.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other Information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical beneflts to the undersigned physiclan or supplier for
services described below.

GNATURE ON FILE

SIGNED SIGNATIIRE ON FTI F DATE SIGNED
14, DATE OF CURRENT JLLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
INJURY {Accident) OR GIVEFIRSTDATE MM ' DD MM oo Yy MM ' DD ' YY
&".M' { ) 1 i ' |
b 8 i PREGNANCY (LMP) ! ! FROM | ' TO 1
7 NAIE OF REFERRING PHYSICIAN OR QTHER SOURCE 17a. .D. NUMBER OF REFERRING PHYSICIAN 8. HOSPITALIZATION DATES RELATED TO CURRENT ssnvucss
MM ! DD ' YY MM ' DD ' YY
FROM ! ! T0 ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB7 $ CHARGES
[ Jves | no |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 5. MEDICAID RESUBMISSION
I CODE ORIGINAL REF, NO. ‘
. |B 39. 46 3(/84. 7
. = ) T 23. PRIOR AUTHORIZATION NUMBER
J 723 .
24. A B C ] E F G H 0 J K
DATE(S) OF SERVICE Typ PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSOT
om0 S e | T e G+ | MGHOSS | somnozs |G (T eva | con | ESTIERER
MM DD YY MM_ DD __ Yy [Service sorvics CPT/HCPCS | MODIFIER UNITS| Plan ‘
. . f ' . A |
7et16 199 ! ! 11 9894!{7' ! 2439 5 $30. QR 1 :
i 1 :
) v s ' . ' - : : - : !
peiER 99 | L1 14 0po4@| | 2,3, '| s3e.eal 1
: [}
1 . ] [ ; i Q ) 1
) i . - - . )
peizzioo | 11 11 | 9mosnm| =, 3y s3gl, ow| 1
; |
] ' ) ‘. ' [}
1 l ) 1 l 1 1
1 1 1 1 [ ]
)
, . . ) . 1
1 i 1 i | 1 : 1
1 L I 1 3 ]
b 1
. ) C . i 1
1 1 ] 1 1 i : !
1 1 L J i '
5. FEDERAL TAX 1.D. NUMBER SSN EIN ] 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 26. AMOUNT PAID 30. BALANCE DUE
{For govt. clalms. see back) . i
- oy ; g i | .
251542351 | (X S323 x]ves | $ QR DA s s S, @

- SUP S, APCEPE
o .s»'.‘éi'GB.Lh%E:?EFGE’EYE%%Q”ESS;E‘{«"T?/%L%“ %2 RENDERED (1 EﬁE?%ﬁFhiﬁ?ﬂﬂtﬁSE"E SERVICESWERE. | - [HECIDENE CUPTFTE RERSIE eSS PP
Lo 15 i i and ar mace a part thersot. 1@ NORTH MAIN STREET
DUROCIS, PA
SCDTT R, CASTEEL, DL . 8,]_;:_.’"‘:'7 1-C
HEZ1ET7IOD ne /|l /99 CAGSS686
SIGNED DATE PIN# GRP#
FORM HCFA-1500 (12:90)
(APPROVED BY AMA COUNCIL ON MERICAL SERVICE R/88) PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RRB-1500

WHCFA-1500-2-N-90 (3-95)



s e

-

Cl.AIMS
PO BOX 8¢

MANAGEMENT  INC j

BENTONVILLE AK 72712

b e e

APPROVED OMB-0938-0008

N5 PICA HEALTH INSURANCE CLAIM FORM pica DT
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER| 1a. INSURED'S I.D. NUMBER (FOR PROGRAM IN ITEM 1)

FEC.
HEALTH PLAN BLK LUNG

(Medicares)| | (Medtcaid #) (Sponsor's SSN) | (VA Fite #) | sswori) [ ] (ssm - o | 99518770
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name, First Neme, Middle Initiaf)
MM ' DD !
KING FlLORENCE T 10 414 1941M| | Fx ]| saME

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

MM | DD

L [ ]

L]

IYES

L i
c. EMPLOYER'S NAME OR SCHOOL NAME

X _Jno ]
c. OTHER ACCIDENT?

Oy Jves [ no

253 W MAIN STREET sat| W Spouse| Jotit] | other | )
cITY STATE | 8. PATIENT STATUS oIty STATE
SYRESVILLE s single | X | Mamioa| ] e
ZIP GODE TELEPHONE (include Area Codo) ZIP CODE TELEPHONE (INCLUDE AREA CODE)

g Employed Full-Time art-Time
15865 (814) B94-5410 Py Sovamme L Sovim ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. 1S PATIENT'S GONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FEGA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIATH SEX

MM ' DD ' YY
-V 1 | } [
. OTHER INSURED'S DATE OF BIRTH e S ; ' ! i
- SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

CLAIMS MANAGEMENT IMNC

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

v [XJwo

If yes, return to and complets item 9 a-d.

ass|gnment ie vh(‘ T IPF"'
SIGNED

ON FT

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary lo process this claim. | also request payment of governmant benefits either to myself or to the party who accepts

LE

11 01 1999

DATE SIGNED

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
payment of medical benefits to the undersigned physician or supptier for
services described below.

SIGNATURE ON FILE

14. DATE OF CURRENT:
MM DD ' YY

02:2811994

INJURY (Accident) OR

ILLNESS (First symptom) OR
PREGNANCY (LMP) [ |4 1R

15. IF PATIENT HAS HAD SAME OR SIMILAR {LLNESS.
GIVE FIRST DATE MM ' DD ' YY MM
| | FROM :

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
N Yy

DD;

MM ' DD ' YY
TO ! !

1 Il
17a. |.D. NUMBER OF REFERRING PHYSICIAN

1 Il 1
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
MM ' DD ' YY MM ' DD : YY
FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ Jves [ x]no ‘
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE . ORIGINAL REF. NO.
32 06 ‘
1. 1B32 ., O 3.l N
23. PRIOR AUTHORIZATION NUMBER
2. 723, 1 al_ .
24. A ; B [ D E F G H 1 J K
DATE(S) OF SERVICE P T PROCEDURES, SERVICES, OR SUPPLIES DAYS {EPSDT
From To sfe %‘1)8 {Explain Unusual Circumstances) DIAGNOSIS $ CHARGES OR | Family| EMG | COB RESERVED FOR
’ f CODE uhis| P LOCAL USE
MM Db YY MM DD vy _|Service|Service]  cpyHCPCS | MODIFIER an
. . . . 4 ' 1
Ay . 1 1 g . P 1 =yl
o9diide9 | L [1ilol] 9rgdo] | 2 30, 00001
1
) ) ' ' . )
[} 1 1 ] | [} ]
| 1 ] 1 1
]
. . . , . |
| I | ] ‘ f |
L ] 1 [ 1 1
[}
' ' ' . fl 1
] I l i I | l
1 1 1 I 1 1
1
. . . . . !
! I ! I I i l
1 i 1 1 1 1
[}
, . . . . |
! 1 1 t I [}
1 | 1 ] o 1 i 1
25, FEDERAL TAX 1.D. NUMBER SSN  EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28, TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
{For govt. claims. see back} . X .
- ’_ o e e e - -1 | - -
25164235] L Il ] | 100es7 101690 ves [ [no s 30; 00 |s 0)_00|¢ ETYIe)
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WEREY . ,|,83. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, 2IP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than homa or office) & PHONE #
{t certily that the statements on the reverse .
apply 1o this bill and are made a part thereol.) SaME. CASTEEL CHIROPRACTIC CENTER
: 10 N MAIN ST-814/371-8686
-~ - - o~ o
SCOTT CARTEEL DC DUBCIS PA 15801
" 4 i SRARBA
SIGNED 11 Odael P99 22127 JoD e ©DDABE
FORM HCFA-1500 12.90)
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RRB-1500

WHCFA-1500-2-N-90 (3-95}



APPROVED OMB-0938-0008

CLATMS MANAGEMEMT INC
P 3 BOX 8083
RENTONVILLE AK 72712

ST pica HEALTH INSURANCE CLAIM FORM pIcA [ 4]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA FECA OTHER| 1a. INSURED'S I.D. NUMBER {FOR PROGRAM IN ITEM 1
HEALTH PLAN BLK LUNG i o
(Medicared) Medicaid #) | (Sponsar's SSN) | waries) | esnormy [ | ssm [ X |y | 99518770
2. PATIENT'S NAME (Last Narms, First Name, Middle initial 3. PATIENT s BIHTH DATE o 3 TNSURED'S NAME (Last Name, First Namo, Middis tnitial)

KING FLORENCE I

0 1% ndaw[ ] f[X]

SAME

5. PATIENT'S ADDRESS (No., Street)

8. PATIENT RELATIONSHIP TO INSURED

252 W MAIM STREET sot[_y(Jsvowso - Jeu _ Jomar[ ]

7. INSURED'S ADDRESS (No., Street)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH

a. EMPLOYMENT? (CURRENT OR PREVICUS)

[ Jves [X]no

Ty STATE | 8. PATIENT STATUS CcTY STATE

SYRESVILLE b A Single | X l Marrlsdl l Olher[_

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
- - e Employed Full-Ti Part-Ti

15865 (314) 894-5410 ] IO 5 B < ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial} 10. 1S PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF 8IRTH
MM ; oD : Yy

SEX

ml ] f[]

l !
b. EMPLOYER'S NAME OR SCHOOL NAME

SEX b. AUTO ACCIDENT? PLACE (State)
MM DD T YY 7
| | I M F |'—'| ‘ YES M fNO | |
c. EMPLOYER S NAME OR SCHOOL NAME ¢. OTHER ACGIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[o(Jves [ __Imo CLATMS MANAGEMENT INC
d. INSURANCE PLAN NAME OR PROGRAM NAME t0d. RESERVED FOR LOCAL USE d. 1S THEFIE ANOTHER HEALTH SENEFIT PLAN?T

:} YES NO It yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

asmgnmem eloy . . . 1 >
ANATURE ON FILE 11 01 1999 [SIGNATURE ON FILE
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symp!om) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM ¢+ DD YY INJURY (Accident) O GIVE FIRST DATE MM ' toYy ' DD ' YY MM DD YY
Ot 21 199" PREGNANGY (M) L1 JLIPY L FROM " ) o M
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE 17a. |.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ' YY MM ' DD * YY
FROM : : TO : }
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[ Jves [ XJno |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) ——j

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF, NO.

INCLUDING DEGREES OR CREDENTIALS
{} certify that the statements on the reverse - -
apply to this bill and are made a part thereof.) bt} A M E.

STEVEN SORBERA DC

RENDERED (If other than home or office)

20K .
1 1B32, 06 3. -
23, PRIOR AUTHORIZATION NUMBER
2 L7273, 1L el
24, A B | C D E F G | n 1 3 K
DATE(S) OF SERVICE Piace | T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSOT
From To o | e (Explain Unusual Circumstances) DIAGNOSIS $ CHARGES OR |Family| EMG | coB RESERVED FOR
. CODE orns| B LOGAL USE
MM [o]o] YY MM DD yy_|ServiceiService| CcPTMHCPCS | MODIFIER v} Flan
0 » ' N " t - .
Ay g I [} g S : 1 v - |
gag3idze | L1 [iilol]l 9medo| | 12 30L 00|00}
]
[ il . ) . I
10423499 | 1 1l ong4c| | 2 301 00|00}
I
] . v ll il t
Logetdae | L1 |11 »0240] | 2 30 0000}
i
. . . . . I
I I ] | ‘ 1 1
1 1 [ ! 1 ]
]
. . . ; , )
i i i | | 1 1
] 1 [l 1 1 1
1
. . . ‘ . ]
I 1 ) i i _ :
| ) ] { 1 b
25, FEDERAL TAX 1.D. NUMBER SSN EIN | 26. PATIENT'S AGCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
For govt. claims, see back) . . .
! - d ot “a i
251542351 [ 0] | 100667101621 ves [ Jno s 90, 00 |s Q] 00Ol ¢
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 2. NAME AND ADDRESS OF FAGILITY WHERE SERVICES WERE ., | 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS. ZIP CODE

& PHONE #

CASTEEL CHIROPRACTIC CEMTER
10 N MAIN ST~814/371-2686
DUBOIS PA 15301

WHCFA- 1500-2-N-90 (3-95)

SIGNED 11 Odael 999 R B685I9D lones  £556R6
FORM HCFA-1500 (12-90)
{APPROVED BY AMA COUNCI. ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM OWCP-1500 [N



|

n

APPROVED OMB-0938-0008

PICA HEALTH INSURANCE CLAIM FORM pica [ X
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP £CA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM
HEALTH PLAN Bl tuna
| e ew Medicaid 4) | (S s SSN) | (VA File #) (SSN or ID) | ssm m | 0019202555
2. PATIENT'S NAME (Last Name, First Name, Middis infial 3. PATIENT'S BIRTH DATE SEx 2. INSURED'S NAME (Last Name, First Name, Middie fnitial}
MM DD ) oYY
RING FLORENCE 1 10 14 71941m FIL. X || SAME

5. PATIENT'S ADDRESS (No., Street)

253 W MAIN STREET

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

Self { X ]Spuusel !Chlld[

Jow [ ]

cmy STATE 8. PATIENT STATUS CITY STATE
SYKESVILLE PA Single [ X Marriedl Oter

2IP CODE TELEPHONE (Include Area Cade) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (814) 894-5410 Employed [ ulTime[GartTime ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initiai)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

[ Jvs [X]

b. OTHER INSURED'S DATE OF BIRTH

MMiDDiYY

SEX

M

b. AUTO ACCIDENT?
P[] [X]

c. EMPLOYEH S NAME OR SCHOOL NAME

[ Jves
[xves []

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM ; [2]0] : YY

SEX
NO -

o I B |

| 1
b. EMPLOYER’S NAME OR SCHOOL NAME

PLACE {State}
o 1 {MOOSE LODGE
c. INSURANCE PLAN NAME OR PROGRAM NAME
NO MEDICAL ASSISTANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

¢. OTHER ACCIDENT?
10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ ]ves NO

1t yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

assignme
gi VNATURE EXCEPTION 12 01 1999 |[SIGNATURE EXCEPTION
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME on SIMILAR ILLNESS. {16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
INJURY (Accident) OR GIVE FIRST DATE MM * FROM MM DD LYY 10 MM DD oYY
02 28 199 PREGNANCY {LMP) 02! 28 1999 X ' o
77. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE V72 1.0, NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED 7O CURRENT SERVICES
MM ' DD ' YY MM ' DD ' YY
FROM ! ' T0 ! |
19. RESEAVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ Jves NO |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1.2,3 OR 4 TO [TEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO, .
839 06
1. 1@ A L.
8 23, PRIOR AUTHORIZATION NUMBER
21723, 1 al .
2a. A B | C E F G | H ] J K
DATE(S) OF SERVICE PROCEDURES, senvncss OR SUPPLIES DAYS | EPSDT
Fom ) To Py e (Explain Unusual Circumstances) DIAGNOSIS $ CHARGES R | Family| EMG | cos {  RESERVED FOR
: ) CODE SR | Far LOCAL USE
MM DD YY __MM___ DD Yy |Service|Service __CPTMHCPCS | MODIFIER u an
B . . B . 1
I I
11d41999 | | ! |11 98940 A | 2 30! 00001 ©
H
' 1 fl i} ' 1
) { | i I |
11361doo | L i 1131 98940 |GA| 2 30! 00001 0
[}
0 0 v ' . 1
I t ! ] | [} )
| 1 I 1 1 i
|
' ] . + il |
1 1 1 ] ’ [} I
i 1 1 1 1 1
I
] ' ' v i |
I I | 1 | [} 1
J 1 1 1 1 1
1
. ' . , , 1
[} | t i ] :
] 1 1 i e 1 i
25, FEDERAL TAX |.D. NUMBER SSN EIN |26, PATENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL GHARGE 29, AMOUNT PAID 30. BALANGE DUE
iFlor govt. claims, see back) . . .
1 I 1
251542351 (x 1 [100667-102567 ves [__no s 60, 00 |s 0, 00|s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

STEVEN SORBERA DC

SIGNED 12 0B8ael 999

RENDERED (if other than home or office)

SAME

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

1,33 PHYSICIAN S, SUPPLIER S BILLING NAME, ADDRESS, ZIP CODE

‘4 & PHON

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801
21705860/02

GRP#
—

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

WHCFA-1500-2-N-90 (3-95)

PLEASE PRINT OR TYPE

FORAM HCFA-1500
FORM OWCP-1500

(12.90)

FORM RRB-150:




B R ST VOO UIUINE N S Y

APPROVED OMB-0938-0008

!
mICA : HEALTH INSURANCE CLAIM FORM pca [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP ECA OTHER 1a. INSURED'S L.D. NUMBER (FOR PROGRAM IN ITEM 1) ‘
HEALTH PLAN BLK LUN
'(Medlcare#) (Medicaid #) | (Sponsor’s SSN) (VA Filo #) | (ssnorip) | (SSN) { w | 0019202555
2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME {Last Name, First Name, Middle Initial)
MM | DD ! YY
KING FLORENCE I 10 14 1941u] FlX || SAME
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
253 W MAIN STREET sot | Y Jopousol _Jow[  Jomer[ ]
ciry STATE | 8. PATIENT STATUS CITY STATE
SYRESVILLE PR Single Martied [:] O"‘"'E] ‘
ZIP CODE TELEPHONE (Includa Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed FullTime [~ Part-Ti
15865 (814) 894-5410 moloye S oo ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT-OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX
MM ' DD ' YY
1 1
____ [Jres [X]wo i [ [
b. OTHER INSURED'S DATE OF BIRTH sEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
MM : DD | YY
L M [ [ves [XIvo | [MOOSE LODGE
c. EMPLOYER S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[X]ves [ wo MEDICAL ASSISTANCE
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
l:] YES NO It yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information payment of medical benefits to the undersigned physician or supptier for
necessary to process this claim. | also request payment of government bensfits either to myself or to the party who accepts services described below.
assignme
BYENATURE EXCEPTION 12 01 1999 |[SIGNATURE EXCEPTION
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME on SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OGCUPATION
MM ' DD oYY INJURY (Accident) OR GIVE FIRST DATE MM ! ! MM ' DD ; Y MM ' DD ' YY
02! 28 199 N PREGNANGY (LMP) ‘ 02! 28 1999 FROM ! 10
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERR]NG PHYSICIAN 18. HOSP!T/\LIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ' VY MM ' DD ' YY
FROM : : TO : !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ Jves | NO |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE : CRIGINAL REF, NO,
839 06
t T 3 T 23. PRIOR AUTHORIZATION NUMBER
21223, 1 .
24. A :] [ D E F G H 1 J K’
DATE(S) OF SERVICE PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT I
From To Plg‘c ® T{,‘]’e {Explain Unusuat Circumsiances) D'Aé;oN[?ESIS $ CHARGES OR | Family| EMG | COB HEL_SOECRXE BSFEOR y
MM DD YY MM DD Yy |Service|Service] CPT/HCPCS | MODIFER UNITS| Plan ‘
. . . . E . ) : !
11121999 | | ¢ |11 98940 [GA! 2 30! 00]00] 0 |
!
, ) . . , §
) ) 1 l I 1 t
Fl 1 1 1 1 !
1
' ' f f f i
1 1 ) ! | ) 1
] i 1 1] i ]
[
. . . ' , l
i 1 1 [ | ' !
L 1 | 1 1 1
1
. . . . . i
1 t 1 1 ] l 1
! ] { 1 i 1
t
. . . . . '
) 1 i | ‘ : !
i ] ! 1 : L
25. FEDERAL TAX |.D. NUMBER SSN  EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
For govt. claims, see back) . l :
. l
251542351 X 1]100667-102568 Jves [_no s 30100 |s 0} 00]s :
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WEHE 33 PHYSICIAN ER SUP"LIER' S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (It other than home or office) & PHON C C ENTER
| certify that the statements on the reverse
—(ap%el;'lg this bill and are made a part thereof.) S AM E - A ST EE L CH I R O PRAC T I
10 N MAIN ST-814/371-8686
SCOTT CASTEEL DC v DUBOIS PA 15801
SIGNED 12 Odael 299 hP60068/02 JEP”

y FORM HCFA-1500 (12-90)
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RARB-1500



=]

- HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0938-0008

pica [T

1. MEDICARE MEDICAID CHAMPUS
o T

I LS| id #) (Sp

CHAMPVA GROUP

HEALTH PLAN BLK LUNG

OTHER,

s SSN) | {VA File #) [ (SSN or iD) | (SSN} (D)

1a. INSURED'S 1.D. NUMBER
O] Q025

(FOR PROGRAM IN ITEM 1)
F' I‘

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

PoIMSs FLORENME T

3. PATIENT'S BIRTH DATE SEX

MM ' DD I YY
Liv 0g g im f[ ]

4. INSURED'S NAME (Lasl Name, Firsi Name, Middle Initial)
SME

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’'S ADDRESS (No., Street)

Mes ST RRET Self Spouse Chid] Other
STATE | 8. PATIENT STATUS cITY STATE
X JIU T by single | 77 | Maies] ] omer| | -
7P CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
1 B AT 3 ey -V O Emptoyed FulkTi Pan-Ti
LERAR (B1a) Rod-sd)0 metéyed [T RubTire [ ]gartTime ( )

9. OTHER INSURED'S NAME (Last Name, First Nama, Middle Iniliai)

10. IS PATIENT’S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

b. OTHER INSURED'S DATE OF BIRTH
MM DD Yy

. ) SEX
l i

v ]

Pl

D vES

b. AUTO ACCIDENT?

[ Jves

NO

c. EMPLOYEH S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[ Ine

PLACE (State)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM ; DD ; YY
1 !

SEX

ot O L

b. EMPLOYER'S NAME OR SCHOOL NAME

MO LLODGE

¢. INSURANCE PLAN NAME OR PROGRAM NAME

MEDTCAL ASSISTANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NO

If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT’S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary to process this cfaim. | also request payment of government benefils either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize
payment of medical benefits to the undersigned physician or supplier for
services described bslow.

{APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

WHCFA-1500-2-N-80 (3-95)

assignmept belo: - . o . > -
o FIM A TURE . EMCERT T 01 01 2000 |SIGNATURE EXCEPTION
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME oR SIMILAH ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM ' 0D ' YY INJURY (Accident) OR GIVE FIRST DATE MM YY MM ' DD ; Yy MM ' DD ' YY
DL ' PREGNANCY (LMP) 0z i 281 | 1999 FROM 'L : TO | |
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ! YY MM ' DD ! YY
FROM : : TO ]' ¥
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ Jves NO
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE . ORIGINAL REF. NO.
RO
23, PRIOR AUTHORIZATION NUMBER
2 Lo 22 4.l L
24, A B C D E F G H 1 J K
DATE(S) OF SERVICE Pl T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT
From To :ce ’;7° {Explain Unusual Circumstances) DV}:G(')“DOES'S $ CHARGES OR |Family| EMG | coB RELSC%IXEBSFEOR
MM DD YY MM DD Yy [Service[Service] CPT/HCPCS | MODIFIER UNITS| Plan
, . . ) :
N N woaen]| 30! 00 (00l o
[}
. ) . |
! : 0l Wonso | 30, 00 j00] O
]
) . . ) . |
) I ) ] | | |
1 1 1 Il ) 1
)
. . . . . ]
I | j ! I | )
1 L ! I 1 ]
]
’ , ' " t
l I I I , ! !
1 ! ! L | !
|
. . . . . i
] i I f 1 :
| ! ]
25. FEDERAL TAX 1.D. NUMBER SSN EN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
(For govt. claims, see back) . . .
,:l A | YES NO $ iy :’\: DO s f'\' O s :
3t. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE/ 4 |}33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE # T ENTEF
(1 certily that the statements on the reverse . SO A U E oy
apply to this bill and are made a part thereof.) be ( (\‘ 1 E:E '«-' H 1 P et PF‘(\ R ‘ -
' " 10 M MAIN ST-814/2371-2AR4
e o g a e TP £
STEWEN SORBERA {10 DUBOTS FA 15801
, .y N TORBRAOOL
SIGNED O Cdate: dd. TORRL0./0 2 GRP#
Rl = —
FORAM HCFA-1500 (12.90)

FORAM OWCP-1500 FORM RRB-1500




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
BUREAU OF FINANCIAL OPERATIONS
TPL SECTION CASUALTY UNIT
' PO BOX 8486
HARRISBURG, PA 17105-8486

July 19, 2001

WOOMER & FRIDAY LLP

‘ CYNTHIA M PORTA ESQ

- 3220 WEST LIBERTY AVE STE 200
PITTSBURGH PA 15216

Re: FLORENCE KING
CIS #: 001920255
Incident Date: 2/27/1999

Dear Ms. Porta:

Enclosed please find the itemized bills you have requested from the
provider.

If you have any further questions, please contact me. Thank you' for
your cooperation in this matter.

Sincerely,

@EAML(‘_&« A Bupp

Jessica L. Bupp

TPL Program Investigator
717-772-6617
717-772-6553 FAX

Enclosure

L 7



DuBois Regional Medical Center
P.O. Box 447 - DuBois, PA 15801-0447

(814) 375-4200
FEDERAL I.D. NO. 256-1490707

DETAIL
STATEMENT

PAGE-NO.

07/21/00

1

“DATE | DAYS

00198-00262

F 59Y

07/16/00

07/17/

00

PAN!

.. GROUP NUMBER

IENT

0019202555

FLORENCE | KING
253 WEST MAIN ST

15865

D

O pECE

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

CARD NO.

EXPIRATION DATE

SIGNATURE

" aNp | SYKESVILLE PA
07116100 58846
07/16/00 95312
07116100 22498
07/16/00 20047
07116100 68518
07116100 68917
07116100 23008
07/16/00 23089
07116100 16078
07116100 16213
07116100 34900
07116100 518
09111100 11075
10/30/00 11075

MECLIZINE HCL 25MG,TABLET
TOTAL PHARMACY

SLIPPERS LARGE
TOTAL SUPPLIES

SPECIMEN COLLECTION - CHRG ONLY
CBC & DIFF
02 SATURATION DIRECT MEASURE
ARTERIAL BLOOD GASES

TOTAL LABORATORY

CALCIUM SERUM
BASIC METABOLIC PANEL
TOTAL chemistry lab
EMERGENCY VISIT
EMERGENCY DEPARTMENT VISIT L4
TOTAL EMERGENCY ROOM

EKG TRACING ONLY WO INT&RPT
TOTAL EKG

PC ECG REESE INT&RPT
TOTAL Professional fee--general

TOTAL CHARGES

960 MEDICAL ASSISTANCE QUTPATIEN
496 MEDICAL ASSISTANCE OUTPATIEN

TOTAL PAYMENTS/ADJUSTMENTS

270

300
305
300
300

301
301

450
450

730

730

’

& o2 W

R

1.00

3.00

5.00
42.00
21.00
96.00

22,00
66.00

0.00
350.00

68.00

26.00

2.00
2.00

3.00
3.00

5.00
42.00
21.00
96.00

164.00

22.00
66.00
88.00
0.00
350.00
350.00

68.00
68.00

26.00
26.00

701.00

-22.00
-679.00

-701.00

00198-00262

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES
AND CORRESPONDENCE.

0.00

PAYMENTS may be taken to the East or West registration

areas or to the Business Office located at 207 Hospital Avenue.

PLEASE RETAIN FOR YOUR RECORDS




DuBois Regional Medical Center DETAIL
. P.O. Box 447 - DuBois, PA 15801-0447
> (81 4)U3;§-4zoo STATEMENT

DATE OF BIEL - ‘PAGENQ::
10/21/00 1

..... A N B PATIENT NUMBER | DISCHARGE DATE DAvs
FLORENCE | KING 00287-00489 10/17/00
drni CINSURANCE L GROUP NUMBER L .
200012 MA OQUTPATIENT 0019202555
| PAYMENT AMOUNT
or .| FLORENCE | KING O CARD NO.
-1 253 WEST MAIN ST EXPIRATION DATE
8

15865

SYKESVILLE PA

Im cicovir SIGNATURE
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

" “TOTAL CHARGES

10/17/00 72787 | CT ORB/SELLA/POST FOSSA, NO CONT 350 1 1 503.00 - 503.00
10/17/00 72817 | CT-EACH ADDITIONAL FILM 351 1 5 17.00 85.00
TOTAL CT SCAN 588.00
TOTAL CHARGES 588.00
04/30/01 11075 { 136 MEDICAL ASSISTANCE QUTPATIEN T : -587.00
05/17/01 . A1710 | 000 SMALL BALANCE WRITE OFFS ' -1.00
TOTAL PAYMENTS/ADJUSTMENTS -588.00

LA PR

0.00

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

PLEASE REFER TO PATIENT

NUMBER ON ALL INQUIRIES ’
00287-00489 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration
areas or to the Business Office located at 207 Hospital Avenue.

PLEASE RETAIN FOR YOUR RECORDS



DuBois Regional Medical Center DETAIL _ _
" P.0O. Box 447 - DuBois, PA 15801-0447 - STATEMENT TYPEOFBILL] ~ [DATEOFERE. “PAGE
(814) 375-4200 i : D1-MAB 01/23/01 1
FEDERAL 1.D. NO. 25-1490707 -
. PATIENT. NAME: - ABER | SEX | AGE; ISCHARC
FLORENCE { KING 01014-00126 F 59Y 01/19/01 01/19/01
‘_ L " POLICY NUMBER: - .0
200012 MA QOUTPATIENT 0019202555
FLORENCE ! KING 0 CARD NO.
253 WEST MAIN ST — EXPIRATION DATE
|
SYKESVILLE PA 15865
O EEE SIGNATURE,
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

......... aTty
01/19/01 48025 | MAMMOGRAPHY SCREENING 403 1 1 106.00 106.00
TOTAL Mammo Screening 106.00
|
TOTAL CHARGES 106.00
01/23/101 P1145 | 3 PATIENT PAYMENT OUTPATIENT -1.00
03/09/01 11075 | 685 MEDICAL ASSISTANCE OUTPATIEN T -105.00
TOTAL PAYMENTS/ADJUSTMENTS -106.00

LA R
|

\

meree PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY 0.00
| PATIENT NUMEE PLEASE REFER TO PATIENT

; N NUMBER ON ALL INQUIRIES

' 01014-00126 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration

I

areas or to the Business Office located at 207 Hospital Avenue.

PLEASE RETAIN FOR YOUR RECORDS




DuBois Regional Medical Center‘ DETAIL

P.0. Box 447 - DuBois, PA 15801-0447 TYPEOF BILL | “DA -
(814) 375-4200 STATEMENT D1-SER 05/04/01
FEDERAL 1.D. NO. 25-1490707
1.SEX | AGE
F 59y
AME . NUME b .7 POLICY NUMBER: -
200012 MA QUTPATIENT 0019202555
200003 MEDICAL ASSISTANCE PR 0019202555
FLORENCE I KING O CARD NO.
253 WEST MAIN ST EXPIRATION DATE
O
SYKESVILLE PA 15865
[ 0:cover SIGNATURE
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE
" TEMNO, aty |
04/19/01 70530 | THERAPEUTIC EXERC STRENGTH/15 MI 420 |2 2 50.00 100.00
04/24/01 70530 | THERAPEUTIC EXERC STRENGTH/15 Ml 420 |3 1 50.00 50.00
TOTAL PHYSICAL THERAPY 150.00
04/17101 70021 | EVALUATION EXTENDED 424 |1 1 110.00 110.00
| TOTAL EVAL/RE-EVAL PT 110.00
|
TOTAL CHARGES 260.00
66/21/01 11075 | 591 MEDICAL ASSISTANCE OUTPATIEN T -254.00
TOTAL PAYMENTS/ADJUSTMENTS : -254.00

I L R

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY 6.00

PLEASE REFER TO PATIENT

NUMBER ON ALL INQUIRIES e

AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration
areas or to the Business Office located at 207 Hospital Avenue.

01106-00704

1 PLEASE RETAIN FOR YOUR RECORDS




AS1-0SE12/23/9: 1

FLORENCE I KING 99348-00357 F 59Y
200015 MA OUTPATIENT SURGERY 0019202555
200003 MEDICAL ASSISTANCE EF 0019202555
FLORENCE I KING
253 WEST MAIN ST
SYKESVILLE PA 15865
12/15/99 60082 LAVAGE, 4000 ML 360 1
TOTAL PHARMZCY
12/15/99 95033 CRD SUCTION CANISTER 270 5
12/15/99 95070 SLIPPERS - MED 270 2
12/15/99 95882 TUBING SUCTION PN-59 270 6
12/15/99 96900 WHISTLE CLEANING BRUSH 270 3
12/15/99 96901 STERIS 20 STERILANT 270 4
TOTAL SUPPLIES
12/15/99 15320 SIGMOIDOSCOPY (FLEXIBLE SCOPE) 360 1
TOTAL OPERATING ROOM
TOTAL CHARGES
02/15/00 11080 583 MEDICAL ASSISTANCE OUTPT SPU
02/07/00 A1380 738 MEDICAL ASSISTANCE- SPU
02/16/00 A1710 000 SMALL B3ALANCE WRITE OFFS

99348-00357

TOTAL PAYMENTS/ADJUSTMENTS
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FLORENCE I KING 99232-70393

200012 MA OUTPATIENT

FLORENCE I KING
253 WEST MAIN ST
SYKESVILLE PA 15865

12/14/99 48025 MAMMOGRAPHY SCREENING 401
TOTAL RADIOLOGY

TOTAL CHARGES

02/04/00 I1075
02/04/00 A1375
02/16/00 A1710

469 MEDICAL ASSISTANCE CUTPATIENT
469 MEDICAL ASSISTANCE CUTPATIENT
000 SMALL BALANCE WRITE OFFS

TOTAL PAYMENTS/ADJUSTMENTS

89332-00393

1

AS1-OPE12/18/99

0019202555

1
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1
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CERTIFICATE OF SERVICE

. +4
I, Cynthia M. Porta, Esquire, hereby certify that on this £&  day of

, 2001 a true and correct copy of the foregoing Plaintiff’s

oty
7 7 |
Pre-Trial Memorandum was served upon the following via first class United States mail:
Patrick J. Loughney, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

James A. Naddeo, Esquire
P.O. Box 552
Clearfield, PA 16830

Ronald L. Collins, Esquire
Sobel, Collins & Knaresboro
218 South Second Street
Clearfield, PA 16830

Theron G. Noble, Esquire
Ferraraccio & Noble

301 East Pine Street
Clearfield, PA 16830

Respectfully submitted,

Lot 2f A

%thia M. Porfa, Esquire
Attorney for Plaintiff
PALD. #: 82111



Robert B. Woomer
Peter D. Friday*
Thomas D. Hall*
Cynthia M. Porta*
Brian D. Cox
James C. Ward

WOOMER & FRIDAY rip

Attorneys at Law
3220 West Liberty Avenue
Suite 200
Pittsburgh, PA 15216

*Also admitied in West Virginia July 26, 2001

David S. Meholick
Court Administrator

Clearfield County Courthouse
230 East Market Street, Suite 228
Clearfield, PA 16830

Re:  Florence King v. Wal-Mart Stores, Inc.

Docket No.: 00-908-CD

Dear Mr. Meholick:

Memorandum regarding the foregoing matter.

please do not hesitate to contact me.

Very truly yours,

‘ Cmrta

CMP/cp
Enclosure

CcC:

Patrick J. Loughney, Esquire (w/encl.) ‘¢

(412) 563-7980
Fax (412) 563-0120
E-mail woomerandfriday @aol.com

Q;fb (50|

Enclosed herein for filing please find the original Plaintiff's Pre-Trial

Thank you for your attention to the foregoing. Should you have any questions,

James A. Naddeo, Esquire (w/encl.) : REC /e

Ronald L. Collins, Esquire (w/encl.)

Theron G. Noble, Esquire (w/encl.) ‘:i JUL 30 200

' COURT ADMIiz s w9

.QFFW ) t




MELISSA A. CORCINO® DONALD J. McCORMICK {1

GORR, MGSER, DELL_ & LOUGHNEY, LLC RICHARD W. DELL, JR. PETER MOLINARO, IR,

X . ) PATRICK J. DOHENY, JR. MELVIN L. MOSER*{
ATTORNEYS AT LAW : SEAN P HANNONY GEORGE A. POWER
MARK R. LANEt BRAD D. TRUSTt
1300 FRICK BUILDING ' PATRICK J. LOUGHNEYYt CARY W, VALYO
437 GRANT STREET SHARON M. MACENCZAK JOHN H. WILLIAMS, JR.
TT A. MATTHEWS INORA M. ZYCH
PITTSBURGH, PENNSYLVANIA 15219-6002 SCo T ELEONO c
Of Counsel
: - 7 ¢ ALSO ADMITTED IN CA, DC, NJ
TELEPHONE: 412/471-1180 ' Mpogespinhiaiing ARTHUR R. GORR}
FAX: 412/471-9012 - $ ALSO ADMITTED IN OH GEORGE RAYNOVICH, JR.

E-MAIL: gmdi@gmdi-law.com + ALSO ADMITTED IN WV

WWW. ZOITIMOSer.com

i othonotary
rfield Cou Co house

August 1, 2001
File No. Wal.192

One Northnd Str et _
P.0. Byx 54 \ mﬁf\
Clea-fie PA 6830

Re: Fl~orence King v. Wal-Mart Stores, Inc. ] :
Clearfield County No. 00-908-CD

Dear Mr. Shaw: -
Enciosed please find the original and one extra cover sheet of Defendant Wal-Mart Stores, Inc.’s
Pretrial Statement in the above-captioned matter. Please file the original, date stamp the extra

cover sheet and return it to me in the self-addressed, stamped envelope provided.

If you have any questions or need anything additional, please call me. Thank you for your
atteation to this matter.

Very truly yours,

Mu/é 2\45 "
Mickey A ngsﬂe .

Paralegal to Patrick J. Doheny

’l:me ] | , RECFEI/ED

Enclosures ) .
cc: Cynthia M. Porta, Esq. (w/Enc.) AUG 03 209}~ VR

' ' : COURT ADMINIS THA | OR'S“TH jRe

B .
g P
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177
WAL.192

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No. 00-908-CD
Vs. JURY TRIAL DEMANDED
WAL-MART STORES, INC., DEFENDANT’S PRETRIAL
STATEMENT
Defendant.
Filed on behalf of WAL-MART STORES,
INC.,
Counsel of Record for this Party:
Patrick J. Loughney, Esq.
Pa. ID. ##23163
Patrick J. Doheny, Esq.
] REC E,NED Pa. LD. #85547
A GORR, MOSER, DELL & LOUGHNEY
AUG 03 Al Firm #753
LRT ADMIS TGRS 1300 Frick Building
COV™ " oFpicR. . Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012




£

WAL.192

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, ~ No. 00-908-CD
Vs. JURY TRIAL DEMANDED

WAL-MART STORES, INC.,,

Defendant.

DEFENDANT’S PRETRIAL STATEMENT

AND NOW, comes Defendant, Wal-Mart Stores, Inc. by and through its attorneys, Gorr,
Moser, Dell & Loughney, LLC, and Patrick J. Doheny, Esquire and files the following Pretrial
Statement:

Brief Statement of the Defense

This case arises out of an incident which allegedly occurred on or about February 28,
1999 at approximately 12:45 p.m. at the Wal-Mart store located in DuBois, Pennsylvania. On or
about that date and time, Plaintiff claims that she attempted to remove a hot curling iron set from
the second shelf of an unidentified aisle somewhere in the DuBois Wal-Mart. Thereafter,
Plaintiff claims that another box fell from the shelf and struck her on the head. However, no
competent or credible evidence has been uncovered that would indicate that Wal-Mart was
negligent or was responsible for Plaintiff’s alleged injuries.

Additionally, with respect to damages, Plaintiff has submitted a number of medical

records which she claims are related to the incident complained of in this case. However, it




WAL.192

appears many if not all of these reports, bills and/or records are entirely unrelated to any injuries
Plaintiff may have sustained at Wal-Mart.
Citations of Relevant Cases and/or Statutes
Cohen v. Penn Fruit Co., 192 Pa. Super. 244, 159 A.2d 558 (1960).
Stewart v. Morow, 403 Pa. 459, 170 A.2d 338 (1961).
Dougherty v. Great Atlantic & Pacific Tea Co., Inc. 221 Pa. Super. 221, 289 A.2d 747 (1972).

Kelly v. St. Mary Hospital, 2001 PA Super 175, ,A2d (2001).

Witnesses
1. Florence King
2. Jenn Brown
3. Eric Yount
4. Kelly Maxwell
Statement of Damages

None. See attached documents which may be offered as evidence at the arbitration
hearing.

Defendant reserves the right to supplement this Pretrial Statement at any time prior to the
commencement of arbitration.

Respectfully submitted,

Patrick J. Dof{e'/ny, EZ%C
Gorr, Moser, Dell & oughney
437 Grant Street

1300 Frick Building
Pittsburgh, PA 15219

Counsel for Defendant Wal-Mart
Stores, Inc.
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PLEASE PRINT CLEARLY

. WAL-MART STORES, INC.
REPORT OF CUSTOMER INCIDENT

(1) Store Location: RD":; BOX 17D (2) Store No. =S

D\m pn PR IS Bl

(3) Management member who took the report: \/ «Vu,’. bALX WL

-4 -0G o - 1 | wn%

(4) Date of incident; __#" L2 14 — Time 11212 am. ¢ m._
Date incident reported to store: __ 3~ &1~ 5 Time 1100 Am})pm

(5) What exact location in the store did the incident occur (example: Dept.) _ I i DU “F‘ L0 :(} il

(6) Name of customer: F1IRELYE  Kini

Phone # eiU- A8 - s in Sex. S8 DL #:
Home address: 120wt ap s 55 _Age:

City: SUREH NI State: LR zip: 1Rk Date of Birth:
Did customer wear glasses or contacts? Yes —— No ——

What type of shoes did customer have on?

{(7) Name of Companion: Phone #: ()

Address: City: State Zip:
(8) Customer(s) who may have observed something relating to the incident:

Name: S8 Phone #: )

Address: City: State: Zip:

Name: S.S: Phone # ()

Address: City: State: Zip:

(9) Associate responsible for this area/zoning (example: Dept. Mgr.):

(10) Associate(s) who may have facts relating to the incident:

Name: S.S:
Address: Phone: {__)
Name: S.S:
Address: Phone: ()

(1) Name, address of manufacturer or suppller of product or machine in the accident:
(,U\J"t\k _Hau .Uxbmf i

{(12) What did customer say hapeened (if atta hed form _has not been completed by the customer) K‘Cﬁﬁﬁ(( D

P DE UL ON BHELE- djx WS LPEA D Hhi{ A Hi pgaf G He )

(13) Nature of alleged injury: furn? o FORERY 431 b,

’

(14) Did alleged injured customer go to the doctor or hospital?
SN AT H >-°\"\-~'ﬁ ez " T ~",,
If yes, where: __ £ /(V/ LUK RO (Bt i

Yes 2 No

Ambulance called?: Yes ____ No
N b T S e Ty

Manager on duty at the time of the jncident:_ a\‘“)f&\»‘b‘ // S LClieE

Person reporting the incident: __4 ?‘JJ )l\/(}[l)(‘f‘/l/(«———

-3 el
242 -1

17

(18 Time 1'42/ \/;;Dp.m.

White Copy: Send immediately to CMI Yellow Copy: Send to District Manager * Pink: Store file copy 5‘* y“ V ‘.\‘-i }
R e LW L)
[t AN

(
(16
(

= 2 2

Date incident reported to CMI:

MAR 14 {3




INDIANA OPEN MR

119 Professional Center, Suite 305 ¢ Indhna,PénnsyWank&15701 | Toli Tree 888-270-9222  (112) 3 2
' Fax (A12) 319 a1

FLORENCE I. KING
SS # 184-32-4880
Dr. John Markley
January .29, 1998
Patient # 05700

MRI OF THE LUMBAR SPINE

HISTORY: 'Leftﬂleg coldness and numbness, lateral aspect.
Occasional low back pain.

TECHNIQUE: Imagés'were performed in the sagittal and axial
planes. The axial images were angled through each disc space
from L2-3 through L5-S1. Routine pulse sequences were used.

FINDINGS: ' Comparison is made with a CT scan of the
lumbosacral spine of October 9, 1997.

There is some desiccation of L4-5 and L5-S1 and to a
lesser extent L3-4.

There is slight retro-listhesis of L5 posterior relative
to S1. :
A disc herniation is noted on the left at L5-S1. There
is left sided neuroforaminal narrowing at this level. There
is lesser right sided neuroforaminal narrowing noted at this
level. There 1is some degree of bilateral neuroforaminal
narrowing of L4-5. ‘

A disc bulge is noted at L4-5 and L3-4. The disc bulge
that is noted at L3-4 is best visualized on the axial images.
This is slightly more prominent on the left.

- Ligamentum -flavum and facet hypertrophy is noted from
L2-3 through L5-5S1. Mild central canal narrowing is noted at
L2-3. Mild central canal narrowing is noted at L3-4. Mild
central canal narrowing is noted at L4-5.

IMPRESSION:  CENTRAL CANAL .AND NEUROFORAMINAL NARROWING AS
NOTED. A DISC HERNIATION IS NOTED ON THE LEFT AT L5-51.
THIS IMPINGES UPON THE EXITING L5 NERVE ROOT AT THIS LEVEL.
DISC BULGING AS NOTED. THERE ARE NO FOCAL ABNORMALITIES OF
THE CAUDA EQUINA OR CONUS MEDULLARIS.

Than ou for giving, us: thg opportunity to examine vyour
: v W
patifnt] . y / ) / T
AN S

Christopher N. Hobbie, MD

CH\gca
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F N ‘E;%; E’ A MENMBER OF 1131
i MFDICAL DORINIUH[ Y Srerer o

119 onfessional Center, Sulte 305 & Indlana, Pennsylvania 16701 Toll Fros 888-270-9222  (724) 340 21in

Fax (724) 340 211

#082066 :
FLORENCE I. KING .
SS # 184-32-4880

Dr. Henry Delatorre
November 7, 2000

MRI OF THE BRAIN WITH AND WITHOUT CONTRAST

HISTORY: Patient is 59 yezir oid female with the history of vertigo, occasional
headaches and neck pain.

TECHNIQUE: Routine pulse sequences were obtained in thin axial slices of the internal
auditory canal and also in the coronal pulse sequences following intravenous
administration of gadolinium.

FINDINGS: There is normal signal intensity of the grey and white matter. There is no
increased signal in the periventricular region. There is no shift of the midline structures,
hydrocephalus or mass effect.

The cerebellopontine angle as well as the seventh and eighth cranial nerve
complexes are identified on either side and appear to be within normal limits. The right
and left orbits are normal on either side. The sinuses are developed showing no gross
abnormalities. There is prominence of the inferior turbinate of both nasal cavities.

Thin slices obtained of the internal auditory canal with and without administration
of gadolinium shows no evidence of abnorinalities or asymmetry of the internal auditory
canals. The seventh and eighth cranial nerve complexes appear normal. There is no
abnormal focal enhancing lesions identified, :

The temporal lobes appear symmetrical. There is no abiormal signals noted in
the mid brain. : '

CONCLUSION: ESSENTIALLY NORMAL CRANIAL MRL

SSENTIALLY NORMAL MRI OF THE INTERNAL AUDITORY CANALS.
hank you for he opportumty to examine your patient.

enedlct Mariano, Mﬁ
M/kly
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{ o . ' . i [ ¥t ‘%//j/‘
INDIANA NIRI S
o - MEDICAL COMMUNITY SINCE 1992
119 Professional Center, Suite 305 @ Indiana, Pennsylvania 15701 =~ . ! Toll Free 888-270-9222 {724) 349-3110

Fax (724) 349-3149

#08266

FLORENCE 1. KING
SS # 184-32-4880
Dr. Henry Delatorre
November 7, 2000

MRI OF THE BRAIN WITH AND WITHOUT CONTRAST

HISTORY: Patient is 59 year old female with the history of vertigo, occasional
headaches and neck pain. '

TECHNIQUE: Routine pulse sequences were obtained in thin axial slices of the internal
auditory canal and also in the coronal pulse sequences following intravenous
administration of gadolinium. :

FINDINGS: There is normal signal intensity of the grey and white matter. There is no
increased signal in the periventricular region. There isno shift of the midline structures,
hydrocephalus or mass effect.

The cerebellopontine angle as well as the seventh and eighth cranial nerve
complexes are identified on either side and appear to be within normal limits. The right
and left orbits are normal on either side. The sinuses are developed showing no gross
abnormalities. There is prominence of the inferior turbinate of both nasal cavities.

Thin slices obtained of the internal auditory canal with and without administration
of gadolinium shows no evidence of abnormalities or‘asymmetry of the internal auditory
canals. The seventh and eighth cranial nerve complexes appear normal. There is no
abnormal focal enhancing lesions identified.

The temporal lobes appear symmetrical. There is no abnormal signals noted in
the mid brain. ' ’

CONCLUSION: E_SSENTIALLY NORMAL CRANIAL MRI.

ﬁ;jENTIALLY NORMAL MRI OF THE INTERNAL AUDITORY CANALS.
ha

Woppommty to éxamine your patient.

enedict Mariano, MD _
M/kly V/H
g




DUBOIS REGIONAL MEDICAL CEN.ioR
100 Hospital Ave, DuBois, PA 15801

KING, FLORENCE I DIS - OPW Unit # 000303556 -
253 WEST MAIN &7

SYKESVILLE ~" PA 15865  Age 59V © "Acct # D0028700489
Date:10/17/00 Time:1533

DELATORRE, HENRY G DELATORRE, HENRY G
SYKESVILLE bA _ 15865 SYKESVILLE . PA 15865

Chk-in # Order Exam ’ .
428206 0001 72787 CT-ORB. SELLA POST. FOSSA UNENHAN
Ord Diag: 780.4-DIZZINESS

CT TEMPORAL BONES: -7

Computerized tomographic axial and coronal sections were obtained.
The patient refused intravenous contrast enhancement.

The internal auditory canals are unremarkable. The osseous structures
are intact. The mastoids are normal. The parapharyngeal soft tissues
are unremarkable. The middle ear structures are unremarkable.

IMPRESSION: THE STUDY IS LIMITED, SINCE THE PATIENT REFUSED
INTRAVENOUS CONTRAST ENHANCEMENT. -
THERE ARE NO DEFINITE ABNORMALITIES VISUALIZED. -
AN MRI STUDY OF THE BRAIN MAY BE OF BENEFIT FOR FURTHER
EVALUATION OF THIS PATIENT.

NIA CODE: P

_ /READ BY/ GEORGE M KOSCO
AR /Released By/ GEORGE M KOSCO
10/19/00 0958 ’
LLW

- e ke

O - Gr-o9

Complete



875 GREENTREE ROAD
4 PARKWAY CENTER
PITTSBURGH PA 15 2®-g610

DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET

SYKESVILLE, PA 15865
[EST PROCEDURE TEST RESULT UNITS
\ST ” : e u/L
JREA NITROGEN | oz MG /DL
.IPID PANEL L " e
CHOLESTEROL, TGTAL ‘ 256 . H MG/DL 120-199 P
HDL CHOLESTEROL =A= 28 L MG /DL 35-59 P
CHOLESTEROL/HDL RATIO =B= 9.14 “i'H o @Ee1. 00-5.50 P
LDL CHOL, CALCULATED =C= : MG/DL P
TRIGLYCERIDES 409 H MG /DL 40-199 P
.. » J— Qe 0
FOOTNOTES - ” | S \ OO %ﬁinbg, \2
A= A HDL CONCENTRATION LESS THAN 35 MG/DL_CONSTITUTES A CHD RS\ A
|
RISK FACTGR. A CONCENTRATION EQUAL TO OR GREATER THAN Qe
£@ MG/DL CONSTITUTES A NEGATIVE RISK FACTOR. & \\
o -
. 5; S N, ¥4}
‘B= THE RANGE FOR CHOLESTEROL/HDL CHOLESTEROL REPRESENTS THE A\
75TH PERCENTILE FOR THE SPECIFIED AGE AND GENDER OF THI W
PATIENT. THE HIGHER THE VALUE, THE HIGHER THE RISK FOK " CHD. ¥ 2
: J
C= LDL CHOLESTEROL CANNOT BE CALCULATED WHEN THE TRIGLYCERIDE Qgﬁd\; ‘ @i
. CONCENTRATION EXCEEDS 40@ MG/DL. ' A DIRECT MEASUREMENT OF o M@Q -l
LDL CHOLESTEROL MAY BE ORDERED ON. THIS SPECIMEN, AT AN ) \\
ADDITIONAL CHARGE. PLEASE CONTACT THE LABGRATORY WITHIN N~
ONE_DAY TO ADD THIS TEST. T ‘ N
LT U/L @ee S5-4¢ P
'REATININE MG/DL @P¢ @.5-1.1 P
'SH UU /ML @@, 40-5. 50 P
e BREFERENCE RANGES PROVIDED BY QUEST DIAGNOSTICS PERFCRMING SITES
ARE ADULT/NON-SEX SPECIFIC UNLESS )
@ = AGE RELATED, @@ = SEX RELATED @@@ = AGE & SEX RELATED PRINTED |
_ -
"PERFORMING SITE CODE BREAKDQWN E§§KFﬁ1JxDA,£m ';ég)
CODE PERFORMING SITE o 9§ ADDRESS . G/Q A
=== - it A8 5 22NN EEN & ::::::::‘:L::::y::::&z\:(
P QUEST DIAGNOSTICS A 875 GREENTREE RD., PGH. PA
KING, FLORENCE I FASTING: YES *CONSOLIDATED FINAL REPORT+ 5
_DELA TORRE MEDICAL CLINIC «NOTE: SOME QR ALL RESULTS WERE PREVIOUSLY REPORTED _
- Nor

e 2- ]8Ol




87q G- ‘NTREE ROAD
4 PARKWAY CENTER
PITTSBURGH, PA 15Z220-3610

_ 09-54-099
DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET
SYKESVILLE, PA 15865

T S S T R e e

TEST RESULT UNITS REFERENCE RANGE

JHF METABOLTIC PANEL , ] . T T
SaDIUN oo 141 ) MHOL /L @@@ 136-145 P

POTASSIUN 4.5 MMOL /L @e@ 3.5-5.2 F
CHLORIDE L TIa7 T HMOL/L 7 TTTTRERE T 9gs1eg R T
CARBON DIOXIDE . MMOL /L @e@21.3-30.5 P
CALCIUNM MG/DL EEE 8.5-10.3 F
LKXALTNE FHUSFHATAGE u/L B T T INRRE 1/, B 7 J =
AST u/L clelc 5-35 P
ALT u/L clelel 5-40 P
"BILIROBIN, "TOTAL MG/DL TTTTE®RE e 2L YR
GLUCOSE MG/DIL. 6£5-169 P
UREA NITROGEN } MG/DL BEE 8-25 P
TREATINIKE - MG/DL EEE .51V T
BUN/CREATININE RATIO @er 9,0-28.0 F
PROTEIN, TOTAL GM/DL PER £.3-8.2 P
ADBUMIN GM/DL T TTRER TR R
GLOBULIN, CALCULATED GM/DL eR@ 2.2-3.8 P
A/G RATIC BEE 1.0-1.8 P
5T U7 : CICIG] ) o9-d3 P
PID PANEL
CHOLESTEROL MG/DL 126-199 P
"HDL "CHOLESTERCOL MG/DL - T UUT3@5-5%9 P T
CHOLESTERCOL/HDL RATIO < @rE), 00-5.50 P
LDL CHOL, CALCULATED MG/DL 75-129 p
TRIGLYCERIDES MG7DL T 4@0-1997F T

FOOTNQGTES =

= A HDL CONCENTRATION LESS THAN 35 MG/DL CDNSTITUTES A CHD
RISK FACTOR. A CONCENTRATION EDUAL TGO OR GREATER THAN
E0 MG/DL CONSTITUTES A NEGATIVE" RISK FACTUR.

\= THE RANGE FOR CHOLECTERDL/HDL CHGLESTEROL REPRESENTS THE
7STH PERCENTICE FUR THE SPECIFIED.AGE‘KNDfBENDEm OF TRIS™
PATIENT. THE HIGHER THE VALUE, THE HIGHER THE RISK FOR CHD.

'-C_-w--}. U l }' }' & '—’L I . A. v e e S e A 1o s s i——— 4‘. —— e i
WRC 3.7 "A10060 @@@ 3.9-11.2 F
4 4

RBC XMILLION @EeE 3.8—5.2 F-

[N

SAGE 1: C GN PA o o
p GNTINUED PAGE: kgag

R S— ' _— . f““_mﬂélﬂg%f i /b’




875 G. _NTREE ROAD
4 PARKWAY CENTER
PITTSBURGH, PA 152206-361@

KING FLORENCE T f

29- S54- @99
DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET
SYKESVILLE, PA 15865

R R e

‘EET PROCEDURE TEST RESULT UNITS REFERENCE RANGE
“HEHCOGLOBEIN 13.8 G/DL @eE11.6-15.57F
HEMATQCRIT 41.1 % @EE34.0-46.0 P
MCV 92.9 FL @ee80,. 0-98.0 P
“MCH™ R 31.3 FG TTTTTRREZ7V0-T4.0 F T
MCHC ‘ 33.7 A 32.08-36.06 P
TOTAL NEUTROPHILS, % 58 yA 38-86 P
BANDS, ¥ @ A B U
TOTAL LYMPHOCYTES, X% a4 % 15-49 P
MONOCYTES, % S YA 0-13 P
EOSTNOPHILS, % 2 AN ’ @8 F T
BASOPHILS, ¥% 1 % -2 P
‘ ATYPICAL LYMPHOCYTES, % o \ YA -5 F
HETAMYELOCYTES, % ) /A I ~ A
MYELQCYTES, % @ pA P
PROMYELOCYTES, % , S @ % P
“WEC DIFF SAMPLE ~ L TIG X190 A <A
RBC »  »*  NORMAL B
PLATELET SUFFICIENCY NORMAL P
PCATELET CUOUNT ' 17766 T /7CUTMH eee T '
’ 150000-400003 F
RDW 12.6 : % QRe11.08-15.5 P
T - 15 o/ Qae S-40° P
5H S 8. T Uu/ML @RRO. 4D-5.50 P
| REFERENCE RANGES PROVIDED BY EST UIKGNU“TT”‘_PERFLRMING‘bITES CoTm e
ARE ADULT/NO EX SPECIFIC UNLESS )
Q@ = AGE RELATED, @@ = SEX RELATED @@@ = AGE & SEX RELATED PRINTED
PERFORMING SITE CODE BREAKDOWN
CODE PERFORMING SITE ADDRESS ™
P QUEST DIAGNOSTICS 87S,GREEN REE RD.,PGH. PA
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03-15-01 Floren/cc King

Patient is here for follow up of Hypothyroidism, PAT and Hyper.lipi'Qemia. Patient apparently stopped the
Lipitor for her cholesterol due to diarrhea. Patient is being very tired with some things secondary to the
Chronic Fatigue Syndrome which she had before. Patient’s Dad had died of questionable PE and went into

HDL is low at 28, triglycerides were high at 409. TSH is slightly high at 6.8. Patient is advised to increase —_—

——————  swelling of the PIP joint of both second fingers.

IMX: Chronic Fatigue Syndrome; Hyperlipidemia; Hypothyroidism; History of PAT; Osteoarthritis
PLAN: Drink lots of fluids. Advised the patient to exercise.

RTC: 1 month and PRN Henry G. dela 768%—,—MD/ Ism
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04-16-01 . Florence King - a‘ ‘
— Patient is here for follow up of Osteoarthritis and Depression. Also complaining of dizziness. Unable to -3
S lay on her left side. Severe dizzy spells Rhomberg test is positive Patient had similar problem a year ago -8 .
and symptoms restarted two days ago. Patient is stil} depressed. Also having dry skin patch on the right N g
leg. Patient also has high cholesterol problems, chronic anxiety as well as Hypothyroidism - g '
EXAM: Showed the patient to be slightly obese. Weight is 176 172 pounds. BP is good at 130/86. Pulse -®
T is 76. Resp. is 16. HEENT is unremarkable. Color and hydration.are fine. Ears are unremarkable byt _9
I rhomberg test is positive Lungs are clear with decreased breath sounds. Heart is regular. Abdomen is soft @

and nontender. Extremities with no edema.
— IMX: Labyrinthitis; Vertigo; Dry Skin Right Leg; Depression

N PLAN: Patient will be referred to the Balance Disorder Clinic and to Physical Therapy. Meanwhile, will -
keep the patient on Prozac 20mg daily. '

RTC: 2 weeks and PRN Henry G. deld/Torre-MD/Ism —
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11-16-00 " Florence King 8
Patient is here protocol check up. Patient is feeling dizzy on and off which is moderately severe, Patient is

taking Meclizine about 3-4 times a day but don’t seem to be taking it on a regular basis. Patient denies any

ear aches. No headache. No nausea, vomiting or diarrhea. No blurred vision. No chest pain.

EXAM: Showed the patient to be in no distress. Blood pressure is borderline at 156/80. Pulse is 72.

Afebrile. Weight is 173 1/2 pounds which is slightly over the 171 3/4 pounds in October. Ears are clear. No

inflammation of the tympanic membrane. No nasal congestion. Throat is not inflamed. Lungs are clear.

Heart is regular. Abdomen is soft and nontender. Extremities with no edema. No neurologic deficits noted.

Reviewed the patient’s blood test which showed the chemistries are normal. Cholesterol however is high

with total cholesterol of 244. HDL is low at 28. LDL is high at 144 with Triglycerides high at 358. CBC is

unremarkable. Patient’s TSH however is elevated at 8.11. Patient is complaining of being tired also.

Rhomberg test is positive.

IMX: Labyrinthitis; Hypothyroidism; Hyperlipidemia

PLAN: At this point, will start the patient on EES 400mg one tablet QID. Also Synthroid is increased from —
-088 to 0.1mg one tablet daily. Start Lipitor 20mg at bedtime  Patient is advised on low fat diet, exercise

and try to lose weight. Advised of the possible complications especially liver-enzyme elevation. Patient is to

have a liver test in one month. Will schedule the patient for Mammogram. Patient was given Flu Vaccine

and Pneunovax due to history of chronic smoking. Tg
RTC: Protocol " Henry G. dela Torme KD 7sm
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10-19-00 Florence King
- Patient is here for follow up of CT Scan. Right side of the neck apparently is still hurting her. Coughing —
—_— and phlegm is slightly colored. Patient is congested in the chest and the nose. Patient smokes 1/2 pack of —
cigarettes per day. CT Scan of the Temporal Bones are unremarkable. MRI study of the brain was
suggested so the patient will be scheduled for one if necessary. Physiologic functions are otherwise
unremarkable. Patient denies any significant dizzy spell or headaches. Patient persists to have low back
— pain and also some discomfort in the ears. -
_— EXAM: Ears look good. No tenderness of the mastoids. Lungs are clear with decreased breath sounds. —_
Heart is regular. Abdomen is soft and nontender. Patient has some tenderness of the low back area.
Rhomberg test is still positive although the dizziness itself is much 1mproved
IMX: LBS; Labyrinthitis : )
- . PLAN: Patient is to continue with Meclizine 25mg QID. Continue Voltaren since the patient don’t seem -
—_— to have side effects from it. Use a heating pad and avoid bending, twisting or sitting to long. —
RTC: PRN and Protocol

=

Henry G. dela Torre, MD/Ism
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9-7-00 . Florence King - DOB: 10-14 -1941

Patient is here complaining of swelling on her right side of her neck and a clicking in her right ear.

Further questioning patient she stated, that she had been doing alot of health cleaning for the last few days.
There is also one bruise site on the right arm which is consistent with ecchymosis.

EXAM: Her B/P is 130/78. HEENT appears to be normal with her heart being regular rhythm without any
murmur. Lungs are very clear. Her abdomen is soft and nontender. Positive bowel sounds. She does
have some cervical motion restriction with moderate muscle spasm of the cervical area is noted.

IMX: 1. Probable Cervical Strain 2. Hypothyroidism 3. Ecchymosis on the Right Arm

PLAN: Which regards to Ecchymosis is concerned will observe at this time. Maybe treat with heating -
pad to the area. Will continue with Voltaren. I have suggested to the patient about muscle relaxer, but
patient refused that option at this point because it makes her tired. Heating pad to the area will also help.
Do alot of stretching and will follow-up with myself or Dr. delaTorre later in the month or PRN.

RTC: 1 month or prn.
Phuong T. Wirths, DO/mt 5 ;
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10-09-00 ’ Florence King K& S
Patient is here complaining of dizziness again. Took Antivert in July and has been taking Antivert again
since then without relief. Patient also has some pain to the left supraclavicular shoulder area and also some
right flank pain. Patient is taking the Antivert TID. Denies any significant cold symptoms. No nasal
drainage. No fever or chills. )
EXAM: Showed the patient to be in no distress. The rest of the physiologic functions are unremarkable
Weight is 170 1/2 pounds. BP is 140/80. Pulse is 62. Resp. is 18. HEENT is unremarkable. Ears are clear.
Tympanic membranes are normal. No significant nasal congestion. thmberg test is positive. Throat is
clear. Neck is supple. No thyromegaly. Lungs are clear. Heart is regular. No PVC’s. No gallop. No
murmur. Abdomen is soft and nontender. Extremities with no edema. No neurologic deficits. No
mastoid tenderness. There is also some fullness and soft tissue swelling of the supraclavicular space both
sides, a little bit more prominent on the left. No significant edema of the upper extremities but there is a
prominence of the veins.
IMX: Left Supraclavicular Swelling; Rule Out Venous Thrombosis; Right Flank Pain; Vertigo
PLAN: Advised the patient to increase the Antivert to QID. Will schedule the patient for CT of the inner
ears and the mastoids. Will start the patient on Maxzide 25mg one tablet daily.

RTC: 1 week ' %/\M
' _ Henry G. delaéforre}-MD/lsm
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07-03-00 Flo;ence King :

Patient is here for trigger point injection. Persists to have pain to the left thigh lateral aspect along a
portion of the fascia lata and also on the left buttocks upper inner quadrant close to the sacrum. This is
somehow several centimeters above the area of the sciatic nerve. Patient also has a lump on the lateral
aspect of the right side of the nose which looks very small and may be early form of keratosis.
PROCEDURE: Patient was given trigger point injections to the left thigh and also on the left buttocks
upper inner quadrant for a total of 1.5 cc of Kenalog 40 mg with 2 cc of Xylocaine 2%. The patient had
almost complete relief and was able to move around without much problem.

PLAN: Patient is advised to use a heating pad as soon as she gets home.

RTC: PRN M
Henry G. delaTorre, MD/Ism
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07-18-2000 Flofence King - DOB: 10-14-1941

Patient is here for follow up of ER visit for dizziness. She was started on Antivert samples given of 3
doses. She feels a little bit better while taking the medication but ran out.

PHYSICAL EXAM: HEENT - Appears to be normal. No sign of infection found. No nasal congestion. No
post nasal drip. No throat erythema. Heart is regular rhythm without any murmur. Lungs are quite clear.
Abdomen is soft and non-tender. Positive bowel sounds. Extremities w1thout any edema.

IMX: 1. Acute Labyrinthitis 2. COPD

PLAN: Continue with Antivert at this point. Increase fluid intake. Ad tient to try to quit smoking.
Follow up if needed. :

Phuong T. Wirths, DO/tkw
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04-25-2000 - Florence Kin)g - DOB: 10-14-1941]

Patient is here requesting Tetanus shot because she was bitten by a dog yesterday on her right flank. The
wound is very superficial and the dog is in custody of the vet right now to observe with questionable shot
status. : »

PHYSICAL EXAM: Heart is regular thythm without any murmur. Lungs are quite clear.

Right Flank Exam - Find the wound is very superficial as described in the history. There is no sign of
infection at this point. Tetanus shot was given in the office and patient appeared to be taking it well without
any complications or reaction.

IMX: 1. Dog Bite . ‘ _ .
PLAN: Will observe at this point. Advise patient to clean wound with Peroxide daily and-use Neosporin 1-

2 times a day and follow up if needed. s
Phuong T. Wirths, DO/tk
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 06-26-00 Florence King =
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"
Patient is here for follow up of anxiety/depression and Hypothyroidism. Still has the problem basically
because of persistent pain and aches all over worse in the lower sacral area where the patient has a tender
lump and also in the left lateral mid thigh where the patient has a bunch of nodular tender area maybe
about 2.5 x 3 cm in diameter. This is moderately tender. Patient’s pain is apparently 5-6/10 in intensity.

e No nausea, vomiting or diarrhea. Weight is 166 pounds. BP is 130/72. Pulse is 64.

EXAM: HEENT is unremarkable. Color and hydration are fine. No thyromegaly. Lungs are clear but
" with decreased breath sounds and occasional rhonchi on the bases. Patient smokes about 1/2 pack of
cigarettes per day. Heart is regular, no PVC’s. Abdomen is soft and nontender. Extremities are

— symmetrical with no edema. Tender spots to the left thigh.” .~
— IMX: Fibromyalgia; Hypothyroidism; Anxiety/Depression

PLAN: Patient is advised about possibly giving Kenalog injections with Xylocain to the trigger point areas
on the left thigh and also the lower back. Patient however will just think about it. Patient is to increase the
Oscal D 600mg once a day to twice a day. Patient is to return for steroid as necessary. Patient is also

— advised to take the Premarin only 25 days per month. Recent Mammogram in December was normal.
- RTC: Protocol and PRN :

Henrv G ddtaToree. MTY/Ism
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02-09-2000 Florence King - DOB: 10-14-1941
Patient is here becausé she was a little bit concerned about her elevated blood pressure. It was checked

none today. Her ears feel somewhat plugged. No fever or chills.
PHYSICAL EXAM: HEENT - appears to be normal. Ears do not show any sign of impacted cerumen.
TM’s are quite clear without any effusion. Heart is regular rhythm without any murmur. Lungs are quite
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Lunis with decreased breath sounds Heart is regular. Abdomen Is soft and nontender Extremities with
no edema.

TESTING: EKG showed no acute changes. | .
IMX: Hypc?rlipidemia; Chronic Fatigue; Hypothyroidism; Chronic Smoking ' _
PLAN: Patient is stil] feeling tired so will do another TSH and check C-Reactive Protein.

nn

RTC: 5 weeks / : %’
Henry G. dela orre, MD/Ism gi
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12-20-99 Florence King
Patient is here complaining of cold symptoms. Has joint pains, muscle aches, diarrhea, hot spells then
chills, productive cough with clear sputum, some mild difficulty breathing and no appetite. Has been
running a temperature also and took Motrin before coming today.
EXAM: Showed the patient to be in no distress. Denies any chest pain or any significant shortness of
breath. Patient is afrebrile. Ears, nose and throat are unremarkable although slightly congested. Lungs
with mild rhonchi. Heart is regular. Abdomen is soft and nontender. No guarding. Extremities are
symmetrical with no edema.
IMX: Influenza :
PLAN: Start the patient on Relenza 2 inhalations BID for 5 days. Continue witZL'i);e‘nol PRN. Advised

the patient to drink lots of fluids.

RTC: PRN : Henry G. Yela Torre, MD/lsm
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- 01-17-00 Florence King

Patient is here complaining of cough. Had the flu last month but still coughing. Feels dizzy when she
bends over and turns her head quickly. Blood pressure was initially 160/80 but went down to 146/80.
Pulse is 72. Patient denies any nausea, vomiting or diarrhea. .

— EXAM: Rhomberg test is negative. Ears are clear although with some dullness. Mild congestion of the
- nasal turbinates. Throat is not inflamed. No cervical adenitis. Lungs are clear. Heart is regular. Abdomen
is soft and nontender. Extremities with no edema.

IMX: URTI; Insomnia; Chronic Anxiety/Depression v

PLAN:" Patient is to start Z-Pak 2 tablets today and one tablet daily for \4vdays. Patient is also given

— Ambien 10mg one capsuje PO at HS PRN for sleep. Refill of Xanax .5Smg QID is given for #120 tablet

1 with 2 refills.

RTC: PRN and Protocol S Henry G. dela forre; MD/Ism
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IMX: Vaginitis » . \
PLAN: Will wait for the result of the pap test. Cannot rule out the possibility that the patient may have

colonic bleeding and not vaginal bleeding. Wil schedule the patient for Colonoscopy. Patjent was started
on Flagyl 250mg PO q 6 hours for 7 days. . : , R

Henry G. dela $orreMD/Ism
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07-14-99  Florence King - DOB: 10-14-1941

Patient is here complaining of sore throat, productive cough of yelfow sputum. According to patient she
does not feel well for quite some time. There is no fever or chills at home that she has noticed.

VS: Blood Pressure is 124/76. Temp. is 99.3.

PHYSICAL EXAM: HEENT - Positive nasal congestion. TM’s are clear bilaterally without any effusion.
Positive moderate throat erythema without any exudates. Positive few small anterior cervical adenopathies.

Heart is regular rhythm without any murmur. Lungs are positive rhonchi on left lower lobe with a little bit
of expiratory wheezing without any rales.

IMX: 1. Acute Bronchitis 2. Acute Pharyngitis

PLAN: Will collect throat culture today. Will start patient on Erythromycin 333 mg 1 tablet PO TID for 10
days. Gargle with salt water PRN for sore throat. Also may use Cloriseptic or 4 <o Jthroat spray to

help with symptoms. '
Phuong T. Wirths, DO/tkw %—\_@
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07-20-99  Florence King - DOB: 10-14-1941

Patient is here for follow up of Acute Bronchitis and Acute Strep Pharyngitis. She is doing alot better

today. No more fever or any other problem. -
VS: Weight is 161 1/2 pounds. Blood Pressure is 130/78. Pulse is 60. Resp. is 18. Temp. is 98.6. ——
PHYSICAL EXAM: HEENT - Unremarkable. Throat looks alot better. There is no exudates. No cervical -
adenopathy. Heart is regular rhythm without any murmur. Lungs are clear.

IMX: 1. Resolving Acute Strep Pharyngitis and Acute Bronchitis _

PLAN: Will continue and finish Erythromycin, When she is finished, I would like her to come back for us
to re-culture her throat since she does grow out Beta-hemolytic Strep Group A.

7 ~ Phuong T. Wirths, DO/tkw @\m L
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- 06-09-99 Florence Kin_g - DOB: 10-14-1941 -
_ Patier.)t i; here because shg corgplains f’f a sore thro?t, clear nasal drainage, erer last -nightAof 102.3. Chills —
last night also. Took Motrin this mormning at approximately 2 O’clock. She hag coughing without any

production. Weight is 161 pounds. Blood Pressure is 140/78. Temp. is 99 hete in the office.
- PHYSICAL EXAM: HEENT - I did not appreciate any sign of infection. Her throat is clear without any _

) IMX: 1. Acute Bronchitis : o
- PLAN: Start patient-on Trovan 100 mg 1 tablet PO QHS. Follow up in 1 week if no improvement, -

Phuong T. Wirths, DO/tkw \%\\b —

Ve
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v . ~ i o_ .
06-15-99 " Florence King - DOB: 10-14-1941 -

610 86.9-198-000-1 SWLIOY|ULID/ I Poky

Patient is here for follow up of Acute Bronchitis. Feeling alot better. No more fever. Still coughing up clear ' -
colored sputum. Otherwise feeling fine. .

VS: Weight is 162 pounds. Blood Pressure is a little low today at 100/60. Temp. is 98.6. .
PHYSICAL EXAM: HEENT - Positive nasal congestion. Otherwise without any sign of infection. Heart is
regular rhythm without any murmur. Lungs - Positive crackles at right lower lobe which appears to be
chronic for her according to the patient. , -
IMX: 1. Resolving Acute Bronchitis - :
PLAN: Start patient on Hycotuss 1 tsp. PO Q 4 - 6 hours PRN, Follow up if needed. T
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{ing, Florence T 316099

'UBJECTIVE: Pt. is here today for protocol check-up, follow-up of anxiety, COPD, and tachycardia. Pt. stopped
Aiacalcin nasal spray two to three months ago. Pt. still has aches and pains of the Joints, but not seeing Dr. Kivitz

ow. Pt. doesn't sleep well at times. Pt. denies nausea, vomiting, diarrhea, or dysuria.

)BJECTIVE: Examination shows the pt. to be in no distress. Color and hydration are fine. Weight 165-1/2 1bs. BP
40/80, P 72, R 18. HEENT: unremarkable. LUNGS: clear, except there is some decreased breath sounds and rhonchi
1 the left lung field. HEART: regular. ABDOMEN: soft, nontender. EXTREMITIES: no edema. There is still

welling of the wrists and MP joint areas. There is still tenderness of the lower back and sacroiliac region as well as
1€ hip. '

KG showed hear rate slow at 51 e

nxiety/depression scale by Zéhg was done, which showe
ill smokes about ¥; pack per day.
SSESSMENT: 1. Fibromyalgia or possibl
noking. 4. Tachyarrhythmia, controlled.

d moderate anxiety and mild to moderate depression. Pt.

e rheumatoid arthritis. 2. Chronic anxiety and depression 3. Chronic

3/16/99

3/21/99 HGD/drl ) AN

Henry G. dela Toﬁe, MD L)

CC\AD Aﬁil@t—u +ﬁe‘of‘('g§{or\ /)T:Q}\vt{‘\(\/:‘.r)“\i\,\'\wM\c.‘

\

Ha s @mgbo[m X A4 (‘\Q,“; N Her. W,'W el
Cup meds _ ARW oA

~
04-13-99 Florence King )
Patient is for follow up of anxiety and depression and tachyarrhythmia. Patient’s most pressing problem
now is pain in the left buttocks area radiating from the lower back all the way to the lateral aspect of the
left thigh. Patient has difficulty bending and bending makes the pain worse.
EXAM: Able to bend only up to 90 degrees with significant problem. Patient is having a little bit of
problem getting up on the examining table. SLR on the right side is positive up to 30 degrees. Left side is
barely 30 degrees or less than 30 degrees with positive Laseque sign. Patient is also having some reflux
symptoms which apparently is bad. She took some Prevacid from her sister and this apparently helped her.
There is tenderness in the lumbosacral region and also to the left sacroiliac region to the left buttocks.
Having difficulty walking. No neurologic deficit otherwise. Bowel movements and urination are fine.
Depression is stable. Patient is only taking Prednisone 10mg once a day. Patient also has nodules on the
- second finger or index finger DIP joints with some degree of latéral dislocation of both distal phalanges.
E— IMX: Fibromyalgia with Rheumatoid Arthritis; Anxiety/Depression; LBS-Possibly Secondary to Herniated
Disc; GERD ' ’
PLAN: Will send the patient for x-rays of the lumbosacral region. Use heating pad. Avoid bending and
lifting. Start Voltaren 75mg PO BID PC and stop the Celebrex since this apparently is not helping her
much. Lorcet Plus 3-4 times a day PRN for pain and start Prevacid one capsule PO BID. Increase the
Prednisone to 20mg once a day for 5 days then go back to 10 mg daily. j
RTC: 2 weeks Henry G. defaTorre, MD/lsm

APR 1830 ——y T2 BP Y% P74 RMI0T 3%y
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TH INSUBANCE *Q&AJJJ FORM PICA

)

[T PcA ) - s
1. MEDICARE MEDICAID CHAMPUS - CHAMPYA ROUP FECA OTl HERi 1a. INSURED'S 1.D. NUMBER \F.OR PROGRAM IN ITEM 1) }\
LTH PLAN BLK LUNG i - . -
j (Medicare %) Ej (Medicaid #) | 3 (Sponsor's SS) D (VA Fite ) D (SSN orID) D {SSN) D ) 10019202555 i
2. PATIENT'S NAME (Last Name, First Name, Middie Initiai) 3. ”ﬁl\- 1ENT' b:DBIQTH DATE . SEX 4. INSURED'S NAME {Last Mame, First Nama, Middle initial) | i
: . e
King Florence Il 10 14 194u[] *f[¥ i
5. PATIENT'S ADDRESS (No., Streef) 5. PATIENT RELATICNSH!P TO INSURED 17. INSURED'S ADDRESS (No., Streat) ;
253 W Main Street seff [ spouse[ | chia | omer ] !
CITY . STATE | 8. PATIENT STATUS CciTY . STATE =2
- . ' - Q
Sykesvi lie P& SingleD iarried D Cther D =
ZIP CODE TELEPHONE (Include Area Cods) o ZIP CODE ; TELEPHONE {INCLUDE AREA CODE) é
. N A A Employed Full-Time Part-Time ] ) . \ &=
15865 ( 81 4} 894-5410 Student i__| Student ] { J 9
9. OTHER INSURED'S MAME (Last Name, First Name, Middle Iniiial) 10. IS PATIENT'S CONDITION RELATED TO: §11. INSURED'S POLICY GROUF OR FECA NUMBER i
]
& OTHER INSURED'S PCLICY OR GROUP NUMBER a. EMPLOYMENT? (CURREMT OR PREVIOUS) a. I'\lSURED S DATE OF BIPTH SEX ?E
=
) ) DYES NO 10| 141 194]_ MD F D %
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (Siate) |b. EMPLOYER'S NAME OR SCHOOL NAWE =
MMy DDy Y F YES wINO z
L [ w "] O L =
c. EMPLOYER'S NAME OR SCHCOL NAME c. OTHER ACCIDENT? c. INSURAMCE PLAN NAME OR PROGRAM MAME %
[Jves  [Xno 2
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 1d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO i e, return to and complete item 9 a-d.
AEAD BATK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 113, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other iniormation necessary i payment of medical benefits to the undersigred p}“ys.ulan or suppiier for
to process this claim. | also request payment of gavernment benefiis either to myseli or o the party whe accepts assignment i services described below.
beiow. «: N o Sy = i
eow Signaturse Exception 062501 ;

SIGNED DATE j S:GNED \VT/
14. DATE OF CURRENT: ILLNESS (Firsi symptom) CR 1o IF DATIENT rIAS HAD SAME OR SIi\/ILAR ILL\lESS i 1a DA T ES DATICNT U?\ABLC TO WOEU\ iN CU HEI\T OCCUP IION 0
MM+ DD 1YY f] INJURY (Accident) O8 GIVE FIRSTDATE MM 1 DD 1 : | A4 4 MM | DD -

! ! | PREGNANCY(LMP) ! } ; FRON " ' ' 70 ! {
17. NAME OF REFERRING PHYSICIAN OR OTHER SCURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 118 HOGPIT{-R/!Z.IZATION DAI FS RELATED TO \,UHRENT SERVICES
] ‘ ] MM |, DD MM, DD ! v
John Markley MD - | FROM B 0
19. RESERVED FOR LOCAL USE . ’ 20. CUTSIDE LAB? ) $ CHARGES
[Jves [Jno ]
21. DIAGNOSIS OR NATURE OF ILLMESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
. ., L ! CODE ORIGINAL REF. MO.
L 1L722.10 Lumbar Disc Herniatd, 729.5 Limb
' ’ ’ ’ ) 23. PRIOR AUTHGRIZATION NUMBER
21724 .2 Lumbar Spine Pain . 782.0 Numbness, P
24. A 3 &} D E i F G H ! J K
- DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES N i DAYS EPSDT] QESERVED FOR
~rom To of of (Explain Unusual Circumstances) DIA(%II%SIS i $ CHARGES OR tFamily cue | cog tL(jECAEBSIEC
Vi DD YY MM DD YY |SenvicelService] CPT/HCPCS | MODIFIER 3 ’ UMITS| Plan
| 1 i | i i 3 |
! ! ; l i } '
01 29 98 ] . 011548 72148 (920 z A8 001 1 211 00
I .
| | | I | !
) i ! ! i i I
]
} I I ] i i
I | | 1 ! | i
! 1 1 i 1 ]
| | | | 1 :
i
L | | |
|
1 | | i i \
! ] 1
L ] | |
]
i 1
Lo N | !
[ B¥ S5 i : .
25. '-EDi:‘-‘i/-\L TAXL.D. MUMBER SSN =M 28. PATIENT'S ACCOUNT NO. ACCEPT ASSIGNMENT" 28. TOTAL CHARGE 29. AMCUNT PAID 30. BALANCE DUE
) \For govt. claims, see back) . :
251732853 (1A ki ani(‘)":ﬁq‘ié [(Jves []wo $ &80 00| 0,
31. SIGMATURE OF PHYSICIAN CR SUPPLIER 32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE §13. PHVSICIAN S, SUPPLIER'S BILLING I"mv:
iNCLUDIMG DEGREES OR CREDENTIALS BEN [DC“.D_/ 41 om=r ;h..q, nome or office) : & PHOM i
{I certify that the siatements on the revarsa I I'I{ Lana <A i -§C<V<’i Tl(, ed Ima gang
3pply fo this bi i ara mada a par thereoi.) ] o [y [ ¢
spply to this bill and ara mada a part thereci) I M d jana . P{ﬁ ]_ g .f(O l ‘ !::, O BO X /| )O
¢ Hobbie MD i Mew Stanton =Fa
VTS ) ‘ i 1 T an -
SIGNED oA ©2501 ‘ PP - 1504197 /01 | ares

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-30), RAB-1500,
APPROVED CMB-1215-0055 FORM OWCP 1500, APPROVS WAB-0720-0007 (DHAMEPLHSY

(APPROVED BY AMA COUNCIL ON MEGICAL SERVICE 3/38)
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Al G 1
» - HEALTH INSURANCE CLAM FOE Poa [Ty
1. MEDICARE MEDICAID CHAMPUS 4 CHAMPYA GRCUP FECA OTHE% 1a. INSURED'S L.D. NJMBER (FCR PROGRAM INITEM 1} T
- e HEQ%/TH PDLAN EL[Q(QLAilJNG . ; 3 : T
iadit adicaid # (S s S8 1 (VA Fil2 & 5 f SS HEY i
J(I\Ldlcare#) @(«fsd/c id ?)D( ponsor's SSN) l___! (VA Fil D (SSN or 1D} D (SSN) D o) i GO1L9202558 ;
2. PATIENT'S NAME (Last Nams, First Mame, Migdle !nitial) 3. PI‘T\P«,/'ENT S IRTH DATE SEX 4. INSURED'S NAME {Last Nama, First Name, Middie tnitiai) {
} : iy D s i
King Florsnce I 10 14' 194 1
5. PATIENT'S ADDRESS (Mo., Strest) 5. PATIENT RELATIONSHIP TO iNSURED 17 iINSURED'S ADDRESS {No., Streat) |
- 1
253 W Main Street seif [ spouse[ | child[ | ote] | v !
CITY STATE | 8. PATIENT STATUS CITY . STATE
Sykesville PA Singie| | Maried [ ] Other ] :
ZiP CODE ’ | TELEPHOMNE {Includa Area Cods) - ZiP CODE - TELEPHONE (iNCLUDE AREA COCE)
: 3 . Employed Full-Time Part-Time / y
15865 (814} B394~-5410 Student " Student i 4
9. OTHER INSURED’S NAME (Last Mame, First Mame, Middle initial) 10. {S PATIENT'S CONDITION RELATED 72! 3 11, INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S PCOLICY OR GROUP MUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. !NSUREB S DAT O‘: BIRT:—I SEX
) o DYES ENO : O‘ 14| 1941 MD FD
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUIO ACCIDEMT? PLACE (State) [b. EMPLOYER'S NAIME OR SCHOCL NAME
MM |, DD | YY
= ES w|NO
L | a1 ] [(Jves 1o
¢. EMPLOYER'S MAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAR NAME OR PROGRAM NAME
]:] YES Q] MO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
i D YES D NO #f yes, return o and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FCREL 13. INSURED'S OR AUTHCRIZED PERSOM'S SIGNATURE ! authorize
12. PATIENT'S OR AUTHORIZED PERSCN'S SIGNATURE ! authorize the retease of any medical or other information necassary ¢ payment of medical benefits to the undersigred physician or supplier for
fo process this claim. ! also request payment of government Leneiits either to mysell o to the party who accepts assignment : services dascribed balow.
below. - s . . .
Signaturve Exception 062501
SIGHED DATE ___ SIGNED 7
14, DATE OF CURR:;\!T 1 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIVILAR ILLNESS. | 16 DATES paT N uwsl £ TO WORK IN CUPFENT "‘CuUPATXuN N
MM 1t DD ~’ INJURY (Accident) OR GIVE FIRSTDATE MM 1+ DD 1 YV 1 DD -
! 4 PREGNAMCY(LMP) ; ! ] "R(“II ! : TO ; |
17, NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 118. HOSPITALIZATION DATES RELATED TO CURRENT 'SLNV!C::
MM | DD wih |, DD oYy
Henry Delatorre MD , ‘ | fRoM | ! o |
19. RESERVED FOR LOCAL USE . . 3 20. QUTSIDE LaB? $ CHARGES
P [ves [no I ‘!
21. DIAGNOSIS OR NATURE OF ILLMESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEivi 24 BY LINE) ———rm 5§22, MEDICAID RESJIBMISSION
. \_! CODE ORIGINAL REF. NO.
LL780.4 Vertigo , ol o r |
T o 23. PRIOR AUTHCRIZATION NMUMBER
!
21784.0 Headache 4 L ;
24. A 3 C ] E i £ G H 1 J K
DATE({S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES . DAYS {EPSDT] RESERVED FGR
From To of of (Explain Unusual Circumstances) DIAS(;:)OESIS § CHARGES OR {Family| .. | cos l l\?.‘;CAL use
Mt DD MY MM DD YY |ServiggService] CPT/HCPCS | MODIFIER i UNITS} Plan 3 '
e ) i
| | H |
| 1 i | ’ I :
i L L 1 L ]
Ja— - . — - P o | Py
11,07 00| ., o1 70553 0O 12 14001 00| 1 338 00
i i | .
1 f 1
L P P !
]
i ! | | I |
i ' | | | | |
1 L L 1 i ) )
{
! ' i ) | 1 !
{ i i I P !
: i
| ! I o1 I I
| i A !
i : ; ! ! | .
|
: 1 | :
A | 1
; ; : . . :
25 FEDERAL TAX 1D, RUMBER S8 EIN 'S ACCCUNT NOC. 27. ACCEPT ASSIGMMENT? 8. TOTAL C'iAF{CE 29. SMOUNT PAID 20. BALANCE DUE ‘
{For govi. claims, sse back) . ) \ i
25-1732853 R [lves [ s 140010005 O.00 |s ;
31 SG.\'A URE CF PHYSICIAN OR SUPPI Al ; ACIITY WHERE SERVICES WERE “33 PH“S!C‘—\ S. SUPPLIER'S BILLING NAM’;{ ’m{pﬁ-z%zb -53;?(53 I{ORE
INCLUDING DEGREES OR CREDENTIALS PE ED {if nha than home or offica) ! :’HuN ' :
'V‘emry that ths statements on the raverse Tﬂ(’j Lana MRI : Qf vanced Ima agi ndg soclate
appiy o this gill and are made a part thereot.} i i
PRyt A1 Maae & part iereor] Indiana. PaA ‘P 0 Box 450 ;
8 Mariano MD ?New Stanton Pa 18672
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' CONSENT FOR RELEASE OF
CONFIDENTIAL MEDICAL INFORMATION

.

(Heam; Care [acitity)

77 /m,\#

| hereby authorize

to reiease information from the records of:

: /4’% : /U/fCI'/‘{/ . The information
(Patiem's'NameZ} {Pleasa Print) ] " {Birth Date)
4
is to be released to F(l‘)ﬁ”/]Cé’ 1Ciap :
(Person or Organization)

for the purpose of: ,I/)("f%ﬂ’?a/( (L.SC

The information to be released is (ilemize portions of record and time period):

Y2 for 10 4fadfor

! also understand that this consent is revocable, except to the extent that action has been

months in

taken in reliance thereon, and that this consent will remain in force for

order to effectuate the purposes for which it was given.

Y Loc/fo Al

7/(Da(e'df Sigrature) (Palient’s Sighature)

’

‘{/A///;m\r////@ A
ignatyfefol Responsible Party)
{yWheh applicable only)

Nilded F

’ (Witness)
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DuBois Regional ORE
Medical Center _ DuDois, PA 15801-0147

Outpatient Therapy: (814) 375-3372
Fax: (814) 375-3049

Moaking the difference for life.
PHYSICAL THERAPY INITIAY. EVALUATION.

paticnt: Florence I King ‘ Date 04/17/01
Diagnosis: Vertigo

Physician: Henry G. Dela Torre, MD

Primary Ins: MA Outpaticnt 1D#00192025535

SUBJECTIVE: R

]

Y I incAc?
HOW INJURY/EPISODE OCCURRED: Péticnt is a 59 yesr-old female who reports that her first episode
of diziness began last falt after she went on a fishing trip. Patient reports that she had dizziness off and on
for approximately 3 months; it then rcsolved completely with the help of Antivert. She was without any
dizsiness until this past Satarday evening when she experienced a flare-up. She reports her dizziness is
worse now with Iying on her (L) side or in supine. Dizziness increases with head movements. She is
taking Antivert ourrently with some velief. She denics any headache, nausca. or vorniting, associated with
this, denies any hearing loss or tipnitus. She does rcport that she has a hissing gensation in both of her ears.
She stales that she hius some neck tepsion that wakes her fool like it needs 1o crack. Patient denies any
history of migraine. Shc did have a minor head trauma 3 years ago when a box of curlers fell on her head
in a store, Paticnt had a MR in the fall. It was negative for any significant findiugs.

PME/MEDICATIONS: Medical history includes (L) Sciatica, OA, Thyroid difficultles, Fibromyalgia,
Heart Palpations, and High Rlnod Pressure. Medications include Antivert, Xanax, Tenormin, Synthroid,
Zorco, and Voltaren. '

WORK TITLE/DESCRIPTION: Patient has been disabled since 1987.
PHYSICAL DEMAND CHARACTERISTICS OF WORK: Patient does live alone and takes carc of all of

ber own household actlvities. She cujoys fishing and spending time in the outdoors.
OBJECTIVE:

FUNCTIONAL_STATUS AT ADMISSION: Patient is currently experiencing an overall decrcase
functivnal ability sccondary to severe dizziness, f( ACHG

[ B

Aot
FUNCTIONAL STATUS PRIOR TO INTURY; Priot lu lust fall whon her firat episode of dizziness began,
patient had a full activity levcl.

PAIN: Patient denies any pain. She does report that her dizziness ranges froma 2/10 to a 10/10.

AROM/PROM. AROM of the cervical spine is WNL's throughout. Patient does experience increased
dizziness with (L) rotation and (L) side bending.

STRENGTH: Bilateral shoulder strength is 4/3, (L.).clbow strength 4/5, bilateral hip strength is 3+/3, (1)
knce flexion 3+/5, (R) knee flexion 4/5, bilateral knee extension 5/5, (L) ankle dorsiflexlon 4-/5 otherwise
ankle is 4/5 1o 44-/5 throughout. :

SPEGIAL TESTS: 5 times sit to stand test was 10.59 seconds without any loss of balance but with an
increase in dizziness. Romberg eyes opuned was 30 seconds, cyes closed was 30 seconds with increase n
swaty. Standing on two pillows Romberg eyes closed 7.81 scconds with lass of balance 1o the (L), Tandem
Romberg eyes opened was 30 seconds, oyes closed 30 seconds. (R) knee unilateral stance was 10.16
scconds (L) unilateral stance was 12.84 sccouds. Activity Specific Balance Confidence Scale was a 22.5%
out of 100%, Dynamic gait index was 18/24. Dizziness Handicap Inventory was 54 total points. Patient
with a pusilive (L) Halpike, positive (R) Halpike and a pegative horizontal roll test. '
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Page 2

Faticnt: Florence 1. King

P.7. Initial Evaluation (Continued)
BALANCE: See special test acotion above.

OBSERVATION: Patient was very apprehensive about lying supine and rolling scvundary to scverc
dizziness.

SENSATION/DTR'S:; Intact and symmerrical,

GAIT: Patient presents with an unsteady gait pattern with veering bilateral directions. She is able to ascend
and descend 12 stairs with one handrail independently; however she experienced significant dizziness upon

descending the stairs.

TONE/PALPATION: Patient with increased tension in the (L) upper trap region with tenderness 1o
palpation in this area.

TREATMENT: Treatment was initiated this date educating patient regarding anatomical structures
involved was well as the pathology of BPPV, Completed the canalith repositioning mancuver x 2. Patient
was given post positioning instructions inchiding avoiding quick head movements, bending over, looking
up, and lying supine for the next 24-43 hours. '

GOALS:

Decrease subjective complaints of dizzinoss to a 2/10 at worst to improve patient’s funcrional abilities.
Increase ABC scale to 60% or greater.

Decrease dizzincss handieap inventory by 20 points or greater.

Increase Romberg with eyes closed standing on two pillows to 30 seconds as indicator of vestibular
functioning. '

5. Patient will be independent in a IL.E.P. to minimize symptoms of vertigo.

AW

F_LINCTIONAL QUTCOMES: Patient to return to full prior activity level with decreased complaints of
dizziness, '

PATIENT/EAMILY PARTICIPATION IN PLAN: Patient and her sister understand the goals and agree to
participate with the program.

UNDERSTANDING OF EXERCISE PROGRAM: N/A. Patient does understand the post positioning
instructions and agrees to comply with these. .

PATIENT EXPECTATIONS: Parient hopes to experience an overall decrease in dizziness and increase in
functional abilitics.

ASSESSMENT:

Patient is a 59-year-old female who presents with clinical signs and symptoms of BPPV as well as vertigo
that is interfering with her daily activities, Patient will benefit trom continued physical therapy.

PLAN:

Paticnt will be cocn 1.2 fimes a weele far an estimated duration of 4 weeks for vestibular rehab including re-
positioning maneuvcrs, ROM activities, balance activities, and patient and family education.

Thank you far this referral  Tf you have any questions please feel free to contact me.

7/ M,@(/l.)'?’immgé 21 )l,,_.
Hotly M ll‘kacilyql'
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DuBois Regional.- - . P.O.Box 447
Medical Center DuBois, Pennsylvania 15801-0447

- Making thc dl/fcmwc {or life.

] Ry
Patient Name: Florence /<ma - Referral Date: ____4//2/01
Physician: D Delatorre Discharge Date: /240
Diagnosis: \Vert ’aﬂo Numberof Visits: __ 3 __

Treatment Progiam: _ estib wloe™ Cehab m(:Ludr/B gouhoq QU Manuewe S ¥

pr N ﬁamt%_gducaﬁm .

Level of Progress st Discharge: D\%%mew O/!O Initial Findings: D(?:‘&\(‘ftss ROLT[(O J-NO[JO-
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Goals/Functional Qutcomes Not Achieved at Discharge and Why: A rvads /)’)ff' .

Home Exercise Program and Education: E Be_ pahelony oF B (/ TSI /B
@//rfdz‘- DarohE exeiES Th pinimiZb RellEeeace  QF 1/7/7‘7(20 Qrol_Ae k. UM
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Employment Status at Discharge: D L.S' af)/@d :
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Figure 6.

BrondtOoroff hobituation exsrcises: The patient is first positioned
into the sideying posiion [A). Torsioral nysogmus may occur wi
saverity of the vertigo will be directly related 10 how rapidly the poti
position. The potient stays In that position untll the yertigo stops, weih
up (). Moving fo the sifting posifion will usuolly result in vertigo,

H it rooccurs,

will be lest severe and of @ shorter duration. s,

sining and then ropidly moves
th the onsal of the vertigo. The
wnt moves inko the provoking
30 seconds, ond then sils
h this “rebound sffect”
will be in the opponite

diraction. The potient remains in the upright pesition lor 30 seconds and then moves ropidly into
the mirrorimage posifion on the ofher sida [C), stoys there for 30 seconds, ond then its up. The

patiant then repects the entire maneuves 5 10 20 times, depsnd
the patieni for vertigo and ony cccompanying nOUsed, or until the vertigo no
enfire sequonce s repoated three times o day unfil the potiont

verfigo. {Adopted from Brandt and Daroff.>4}

ing on the toleranca of
longer occurs. Tha
hos 2 consecutive days without
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ICALSPINE - 2

AROM Exerclses: ‘Neck Lateral Flexion
ad toward shoulder, then slowly toward
tte shoulder.
—seconds. Repeat [0 times.
—_sessions per day. Copyright VHI 1990 J
NCAL SPINE - 4

AROM Exercises: Neck Extension

head backward
eturn 1o starting
on.

seconds.

:at__LQ,tlmes,

2 sessions per day.

1gh: VIII 1990

FRX NO. -

Jun. 22 2001 18:136M  PS

CFRVICAL SPINE -1
AROM Exercises: Neck Rotation

Tum head slowly 10 look uver left shoulder then tumn to look

over right shoulder. o
Hold___ seconds. Repeat /O _times.
Do__ 2. _sessions per day. Copyright VHI 1990

CERVICAL SPINE- 3
AROM Fxorcisas: Neck Flexion

Bend head forward, ‘
returm to starting
position.

Hold___..seconds.
Repeat_/O times.
Do_ o{_sessions per day.

Copyright VHI 1990 .
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ACAL SPINE - 27 Levator Scapula Stretch
hand on same side shoulder blade. With other hand
stretch head down and away.
20 seconds. Repeat _5__ Repetitions/set.
—_Sets/session, Do_ I Sessions/day.
Copyright VHI 1992

\O\\\Q \

: Jun., 22 2081 18:13AM PS
CERVICAL SPINE - 22 STrenguieniy :

Phase I: Shoulder Shrugs
Shrnig shoulders up and
down, forward and backward,
Held_3_seconds.

Repeat_ Otimes.
Do_&times per day.

Phase II: Resistive Shoulder Shrugs

With Surgical tubing/dumbells '
______Jbs., shirug shoulders up
and down, forward and buckward.

Repeat _.___times.
Do sassions per day.

Copyright VHI 1990

T

CERVICAL SPINE - 23 Flexibility: Upper Trapezius Stretch

Gently grasp side of head while reaching behind back with
other hand. Tilt head away until a gentle stretch is fell

Hold_ 30 seconds. Repeat_&5 _times, both sides.

Do_2 _times per day. Copyright VHI 1990

S} ,SCC{Q\L\Q( sqﬁacivm,
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Dizziness Handicap inventory (DHI) o
The purpose of this scale is to identify difficulties that you may be experiencing because of your d

Please answer "yes", "no" or "sometimes” to each question. Answer each question as it pertains

dizziness problem only. Fill in each answer square campletely.

Yes Sometimes No

1. Does looking up increase your problem? : ] o) o)

2. Because of your problem, do you feel frustrated? o] o o)

3. Because of your problem do you restrict your tra o Py 0
for business or recreation?

4. Does walking down the aisle of a supermarket 0] R @)
increase your problem?

5. Because of your problem, do you havc diffioulty getting @ o
out of bed?- '

6. Does your problem significantly restrict your ‘ o @ o
participation in social activites such as going out
dinner, going to the movies, dancing, or to partie

7. Because of your problem, do you have difficulty . o) & o)
reading? - »

- 8. Does performing more ambitious activities like 8] 2 0o

sports, dancing, household chores, such as sweeping
putting dishes away increase your problem?

9. Because of your problem, are you afraid to leave yo 0 @ @]
home without having someone accompany you?

10. Because of your problem, have you been o ® o
embarrassed in front of others? o

11. Do quick movements of your head increase your K | o) o
problems?

12. Because of your problem, do you avoid heights? o o) 0

13. Does turning over in bed increase your probfem? Y o) 0
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Dizziness Handicap Inventory (DHI)

- The purpose of this scale is to identify difficulties that you may be experiencing because of yox_;r d
- Please answer "yes", "no" or "sometimes” to each quastion. Answer each question as it pertains
dizziness problem only. Fill in each answer square completely. ' '

Yes Sometimes No
14. Because of your problem, is it difficult for y o o o
! to do strenuous housework or yardwork?
l i
5 15. Because of your problem, are you afraid people o ® o
may think that you are intoxicated?
16. Becausc of your problem, is it difficult for yo o o ®
walk by yourself?
17. Dnes walking down a sidewalk increase your 0 L o
problem?
18. Because of your problem, is it difficult for you to O - ] @]
concentrate?
19. Because of your problem, is it difficult for you o] @ o
walk around your house in the dark?
20. Because of your problem, are you afraid to st o o) &
home alone?
21. Because of your problem, do you feel o ® o)
handicapped? '
22. Has your probiem placed stress on your relationsh o ' o &
wilh members of your family or friends?
23. Because of your problem, are you depressed? o) ® ')
24. Does your problem interfere with your job or househ O e 0
responsibilities?
?5. Does bending over increase your problem? ® -0 o
‘ 1990 Balance Interim 3/8 29
20+ 34
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Dynamic Gait Index

1. Gaitlevel surface
Inspructions: Walk at your normal speed from bere to the next mark (20°)

Grading: Mark the lowest category that applies.
Normal: Walks 20°, nommdmmgoodspwdmwxdmfmxmbalanec,nomalgmpam

impairment: Walks 20°, uses assistive devices, slower speed, mild gait deviations.

(1) Moderaic impainnent: Walks 20°, slow speed, abnormal gait pattem, evidence for imbalance.
(0) Severe impainnent: Cannot walk 20" without assistance, severe gait dcvxatmnsonmbalanu:.

2. Change in gait speed
Instructions: Bcgmmlhngatyournormnlpace(forﬁ)'wmn‘:ﬂyon 'g0,” walk as fast ag you can (for

5"). When I tell you “slow,” walk as slowly as you can (for 5°).
Grading: Mark the lowest category that applies.
(3) Normal: Able ta smoothly change walking speed without loss of balance or gait deviation. Shows a
sxgmﬁcantdxﬂ'crcnocmmlhngspwdshctweennomal, fast, and slow speeds.
(2)/ Mild impairment: I3 ablo to changoe spoed but demonstrates mild gait deviations, or no gait deviations

e
(,,\T "‘52,5&*) ut unable to achieve a significant change in velocity, or uses an assistive device,
V{N rﬂ\(x" (1) Moderate {mpairment: Mxhxuulymmmxdjustmmtswwalkmgspecd,orawomphxhcsa change
4NV in speed with significant gait deviations, or changes speed but loscs significant gait deviations, or changes
- speed but loses balance but is able to recover and continue walking.
(0) Severe impairment: Cannot change speeds. ar lases balance and has 1o reach for wall or be caught.

3. Gait with horizontal head mrne :
Inspructions: Begin walking at your normal pace. When I tell you to “look right,” keep walking straight,

but tum your head to the right. Keep locking to the right until I tcl] you, “look leR,” then keep walking
straight and mm your head to the left. Keep your head to the left until I tell you, “look straight,” then keep
walking straight, but rerurn your head to the center.

Grading: Mark the lowest category that applics.

(3) Normal: Performs head tums smoothly with no change in gait

(2) Mild impairment: Performs head tums smoothly with slight change in gait velocity, i.e., minor

disruption 1o smooth gait path or uses walking aid.
‘(1)) Moderata i smpairment: Performs head tumns with moderate change in gait velecity, slows down,

staggers but recovers, can continue to walk.
(0) Scvere impairment: Perfunius @ask with severe discuption of gait, i.c., staggers outside 157 path,

Joses balanee, stops, reaches for wall.

4. Gait with vertical head tums
Instructions: Begin walking at your normal pace. When I tell you to “look up,” keep walking straight, but
tip your head and look up. Keep looking up until I tell you. “look down.” Then keep walking straight and
tum your head down. Keep looking down until I tell you, “look sn-axgbt, then keep walking straight, but
retumn your head to the center,
Grading: Mark the lowest categary that applies.
{3) Normal: Performs head tums with no change in gait.

@ Mild 1 xmpaument Performs task with slight change in gan vclocnty i.e., minor disruption to

smooth gait path or uses walking aid.
(1) Maodermte impairment: Performs tack with moderate change in gait velocity, slaws dawn,

staggers but recovers, can continue to walk.
(0) Severe impainment: Pesforms task with severe chsnxpnon of gait, i.e., staggers outgide 15” path,

loses balance, stops. reaches for wall.

\3 M
.

.—-—""'/
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5. QGaitand pivotturn _____
Instructions: Bcgmwnlhngatymrno:ma!pace. Whea I tell you, “turn and stop,” turn as quickly as you
can to face the opposite direction and stop.
ing; Mark the lowest category that applics.
. Normal: Iivot turns safely within 3 scconds and stops quickly with no losg of balance.
pﬂ>5 (2) Mild impairment: Pivot turns safely in > 3 seconds and stops with no loss of balance.
C[dﬁ‘ (1) Moderate impairment: Turns slowly, requires verbal cueing, requires several small steps to catch
balance following turn and stop.
(0) Severe impairment: Cannot turn safely, requires assistance to tura and stop.

6. Step over obstacle ____
Inspructions: Begmwalhngazymarnormzlepeed thnyoummemtbcshoebox,mpovent,not

around it, and keep walking.
/ ding: Mark the Jowest catcgory that applica.
Normal: IsabletostcpoverboxmthoMchnngmggltspeed,nomdencefonmbalanec
2) Mild impaimment: g able to step over box, but must siow down and adjust steps to clear box
safely.
(1) Moderate impairment- Is able to step over box but must stop, then step over. May require verbal
aneing.

(0) Severe impairment: Cannot perform without assistance.

7. Step around obstacles
Instructions: Begin walking at normal speed. When you come to the first cone (about 6° away), walk

around the right side of it. When you come to the second cone (6° past first cone), walk around it to the

left.

Grading: Mark the lowest category that applies.

3)/ Normal: Is able to walk around cones safely without changing gnit speed; no evidence of

imbalanee.

(2) Mild impairment: Is able to step around both cones, but must slow down and adjust steps 1o clear
concs

(1) Moderate impairment: Is able to clear cones but must significantly slow, speed to accomplish

sk, or requires verbal cueing.

(0) Severe impairment: Unable to clear cones, walks into one or both cones, or requires physical

assistance. .

8. Steps_ . ‘
Instructions: Wa Walk up these stairs ag you would at home (i.e., using the rail if necessary. At the top, turn i
around and walk down. '
Grading: Mark the lowest category that applies.
(3), Normal: Altermaring feet, no rail
Mild impairment: Alternating feet, must use rail.

) Moderate impairment: Two feet to 2 stair. must use rail.

(0) Severe impairment: Cannot do safely. -

Shumway-Cook A, Woollacott M. Motor Contral Theory andAppllaatlons Williams & Wilkins
Baltimore, 1995 (p.323-324)
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Please answer "yes",

dizziness problem only: Fill in cach answer square completely.
' Yes

1. Daes looking up increase your probiem?

2. Because of your problem, do you feel frustrated?

3. Because of your problem do you restrict your tra

for business or recreation?

4. Dues walking down the aisle of a supermarket

increase your problem?
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Dizziness Handicap Inventory (DHI) o
The purpose of this scale is to identify difficultias that you may be experiencing

" "ao" or "sometimes” to each question. Answer each question as it pertains

O

O

5. Because of your problem, do you have difficulty getting

out of bed?

6. Does your problem significantly restrict your
participation in social activites such as going out
dinner, going to the movies, dancing, or to partie

7. Because of your problem, do you have difficulty

reading?

8. Does performing more ambitious activities like
sports, dancing, household chorcs, such as sweeping
putting dishcs away increase your problem?

9. Because of your problem, are you afraid to leave yo
home without having someone accompany you?

10. Because 6f your problem, have you been

embarrassed in front of others?

11. Do quick movements of your head increase your

problems?

12. Becausa of your problem, do you avoid heights? -

13. Does turning over in bed increase your problem?

O

because of your d

Spmeﬁmes No

@ 0
@ O
@ o
o ®
o @
@ o
o ®
@ o
7] o]
o @
@ o
@ o
@ 0




- Florence 115 /e wfoi
| T

12344

‘__'] - ' | ss# . -
- Dizziness Handicap Inventory (DHI) .

The purpose of this scale is to identify difficulties that you may be experiencing because of your d
» wno® or "sometimes” to each question. Answer each question as it pertains

Please answer "yes”,

dizziness problem only. Fill in each answer square completely.
Yes - Sometimes No

14. Because of your pioblem, is it difficult for y o @ o
to do strenuous housework or yardwork? '

15. Because of your problém, are you afraid peopie 0 o @
may think that you are intoxicated?

16. Because of your problem, is it difficult for yo o ®
walk by yourself? ' ©

17. Does walking down a sidewalk increase your O & e
problem?

18. Because of your problem, is it difficuit tor you 10 ) o @
concentrate?

19. Because of your problem, is it difficult for you (o) O @
walk around your house in the dark?

20. Because of your problem, are you airaid to st 0 0 &
home alone? -

21. Because of your problem, do you feel o ‘o ' @
handicapped?

22. Has your problem placed stress on your relationsh o
with members of your family or friends? o 2 o

23. Because of your problem, are you depressed? - (o) ® (o]

24. Does your problem interfere with your job or househ O 0 )
responsibilities?

25. Does bending over increase your problem? o ‘ o o)

. 1999 Balance Interim 3/ 29




THIS

IS WAL-MART CASE NUMBER 192.

BY INTERVIEWER: -

TODAY'S DATE I3 JULY 29TH, AND WE'RE DISCUSSING

FILE NUMBER 99518770, AN INCIDENT THAT DID OCCUR.

MS. KING: FEBRUARY 28TH, '99 IS WHEN I WENT TO THE

DOCTOR, AND IT WAS THE DAY BEFORE THAT I THINK.

INTERVIEWEER: OKAY.

BY INTERVIEWER:

Q:

FIRST AND

S

15865.

(o A o 2 S o

DAY?

Az

AND CAN I HAVE THE CORRECT éPELLING OF YOUR
LAST NAME, MS. KING?

F-L-O~-R-E-N~-C-E, K-I-N-G.

AND ARE YOU MARRIED MS. KING?

NO, I AM NOT.

AND YOUR CORRECT MAILING ADDRESS?

130 WEST MAIN STREET, SAXSVILLE, PENNSYLVANIA

OKAY.  AND YOUR CORRECT HOME PHONE NUMBER?
814-894-5410.

AND YOUﬁVSOCIAL SECURITY NUMBER?
184-32-4880.

AND YOUR DATE OF BIRTH?

10-14-41.

AND YOUR REASON FOR BEING IN THE STORE THAT

I WAS DOING SOME SHOPPING AND I COME BY THE

HOT CURLING IRONS FOR YOUR HAIR, YOU KNOW. AND I




THOUGHT WELL, I MIGHT AS WELL BUY A SET WHILE I'M IN
HERE.

SO, I REACHED UP, AND I GOT A SET DOWN OFF THE
THING, AND THE ONE THAT I GOT DOWN WAS HOOKED TO ANOTHER
ONE THAT WAS OPENED, AND I DIDN'T KNCW IT. AND IT COME
DOWN AND HIT ME ON THE MIDDLE OF MY FOREHEAD, RIGHT
WHERE MY HAIRLINE STARTS.

AND I STARTED -- I SAW SOME STARS AND I FELT REALLY
STRANGE, OKAY. ALMOST CUT MY HEAD OPEN.

AND MY GENTLEMEN FRIEND I WAS WITH, I TOLD HIM THAT
I'M READY TO GO. I SAYS I'M READY TO GO AFTER I FOUND
HIM AND HE SAID WHAT'S A MATTER. AND I TOLD HIM AND WE
GOT BACK TO THE CHECK-OUT COUNTER AND I TOLD THE GIRL
WHAT HAPPENED.

SHE SAYS, ARE YOU OKAY? I SAYS, NO, I'M NOT OKAY.
SHE SAYS, OH, I'M SORRY TO HEAR THAT AND THAT WAS IT.

.80, I COME HOME, TOOK A ZANAC, WHICH IS A NERVE
PILL, AND A COUPLE OF TYLENOL.

AND I CALLED THE STORE AND TALKED TO THE MANAGER UP
THERE, THE WAL-MART IN DUBOIS. AND THEY HAD GIVEN ME
A TOLL-FREE NUMBER TO CALL WHICH I DID. AND I DON'T, I
CAN'T RECALL WHO I DID TALK TO AT THAT DATE AND TIME.

Q: AND YOU SAY IT WAS A CURLING IRON THAT CAME
DOWN?

A: YEAH. THE BOX -- THE HOT CURLING IRON.

REMEMBER, I CAN THINK OF THE NAME I BOUGHT, WHICH

WAS THE ONE SITTING BESIDE THE SAME KIND, AND SOMEBODY




HAD -- MUST HAVE OPENED IT. I DON'T KNOW.

AND IT WAS OPEN, AND I DIDN'T SEE IT WAS OPEN. I
JUST PULLED IT DOWN, YOU KNOW, AND THE OTHER CAME WITH
IT.

Q: DO YOU KNOW THE APPROXIMATE SIZE OF THIS ITEM,
MA'AM?

A: I DON’'T KNOW THE SIZE OF IT. IT’'S PRETTY DARN
HEAVY THOUGH.

I GOT MINE OUT. I COULD MEASURE IT FOR YOU REAL
QUICK.

WOULD YOU LIKE FOR ME TO DO THAT?

Q: EXCUSE ME, MA'AM?

A: IF I GOT MINE OUT, I COULD MEASURE IT REAL
QUICK.

WOULD YOU LIKE FOR ME TO DO THAT?

Q: SURE. DO YOU KNOW THE BRAND ON THAT?

A: I'M THINKING IT'S REMMINGTON, BUT I'M NOT FOR
SURE. THE MEASURING THING, I CAN'T FIND IT.

Q IT IS SQUARE SHAPED?

A IT'S LONGER THAN IT IS WIDE.

Q: AND ON WHAT SHELF WAS THIS ON, MA’'AM?

A ONE, TWO, ABOUT THE THIRD UP.

Q DID YOU, AT ANY TIME BEFORE ‘THIS FELL ON YOU,
SEE THAT THE BOX WAS OPENED?

A: NO, I DID NOT.-

IT MEASURES 11 IN LENGTH BY 6 1/2. NOW, THAT'’S NOT

CONTAINING THE BOX. THE BOX IS IN THE CABINET FACKED




AWAY.

Q: NCW, WHEN YOU WERE IN THE STORE AND AFTER THIS
HAPPENED, IT WAS NOT REPORTED TO A MEMBER OF MANAGEMENT?

A: IT’'S CONAIR.

Q: OKAY.

A: EASY HOLDING HAIR SETTER.

NOW, WHAT WAS THE QUESTION?

Q: BEFORE YOU LEFT THE STORE, YOU DID NOT REPORT
THIS TO A MEMBER OF MANAGEMENT?

A: NO, I DIDN'T KNOW I HAD TO UNTIL, YOU KNOW, I
CAME HOME. AND, LIKE I SAID, I REALLY FELT WEIRD, AND I
WAS DIZZY AND MY HEAD WAS ACHING ME AND MY NECK HURT ME.

SO, I HAD CALLED THEM AND TOLD HEM ABOUT IT AND
THEY SAID -- WELL, I AM SEEKING PROFESSIONAL -- I'M
GOING TO GO SEE MY DOCTOR, YOU KNOW.

SO, I HAD GONE UP TO MY CHIROPRACTOR. HE TOOK AN
X-RAY AND SAID IT WAS A SLIGHT CONCUSSION -~ OR
A SLIGHT WHIPLASH. I STILL THINK I HAD A CONCUSSION
TOO. IF I HAD WENT TO MY DOCTOR.
THE NAME OF YOUR CHIROPRACTOR?
DR. SCOTT CASTIL.

AND WHAT PART OF YOUR BODY DID YOU INJURE?

h- . ] ? O

IT WAS MY NECK THAT HE WORKED ON. LIKE I
SAID, I HAD LIKE A LITTLE CUT IN MY HEAD, BUT IT WAS MY
NECK.

Q: SO, YOU WERE‘FACING THE SHELF WHEN IT CAME

DOWN ON YOU?




A: RiGHT, RIGHT.

O: WAS YOUR COMPANION STANDING RIGHT THERE BY YOU
WHEN THIS HAPPENED?

A: NO, HE WAS NOT, ’'CAUSE THAT WAS ANOTHER THING.
I HAD TO STAND THERE FOR A FEW MINUTES.

I LOST -- IT WAS LIKE I DIDN’T KNOW WHAT WAS GOING
'ON AROUND ME. I THOUGHT FOR A MINUTE I WAS GOING TO
PASS OUT, OKAY. AND THEN I FINALLY REALIZED WHEFRE HE
SAID HE WAS GOING TO GO, WHICH WAS BACK BY THE BIFTO
DEPARTMENT. I WENT BACK THAT WAY, AND HE WAS CGMING,
AND I TOLD HIM WHAT HAPPENED.

Q: AFTER THIS FELL, DID YOU FALL DOWN AT ALL OR
DID IT JUST HIT YOU AND STUN YOU?

A IT JUST HIT ME AND I WAS REALLY STUNNED. I
PROBABLY COULD’VE FELL IF, YOU KNOW, ’‘CAUSE I REALLY --
WHEN I HAD THE CURLING SET IN MY HAND THAT I WAN?ED, I
JUST DROPPED IT RIGHT INTO MY CART.

Q: AND HAVE YOU INJURED YOUR HEAD OR YOUR NECK
PRIOR TO THE INCIDENT AT THE WAL-MART STORE, MA‘ZEM?

A:  NO. :

Q: YOU NEVER HAD ANY PRIOR EROBLEMS WITH THESE
PARTS OF YOUR BODY THEN? |

A: NO. HE WAS TREATING ME FOR MY F-M-S FOR MY
HIP AND ARTHRITIS IN MY HIP AND SPINE, YOU KNowf NOTHING
TO MY UPPER PART OF MY NECK. .

Q: HAVE YOU EVER HAD AN AcciDENT OR YOUR & CLAIM

AT A RETAIL STORE?




A: NO, I HAVE NOT.
Q: HAVE YOU EVER HAD A WORK RELATED ACCIDENT OR
A WORK COMP CLAIM?

A: NO, I HAVE NOT.

Q: DID THE DOCTOR AT ANY TIME TAKE YOU OFF WORK
IN REGARDS TO YOUR INCIDENT?

A: NO, I'M ON S-S-I DISABILITY.

Q: HAVE YOU HAD AN AUTOMOBILE ACCIDENT WHERE YOU
RECEIVED ANY INJURES?

A:  NO.

Q: AND YOU SAY YOU INJURED YOUR FOREHEAD?

A: YES. THAT'S WHERE IT HIT ME RIGHT ABOUT, LIKE
I SAID, RIGHT IN THE MIDDLE OF WHERE MY HAIRLINE STARTS.
I HAD A BUMP AND A LITTLE CUT THERE, BUT IT DID NOT
BLEED.

Q: AND HOW MANY TIMES HAVE YOU GONE TO THE
CHIROPRACTOR IN REGARDS TO THIS EVENT?

A: OH, GEEZ, I REALLY CAN'T SAY. I KNOW THE
FIRST DAY WAS THE 28TH OF FEBRUARY, BUT I CAN’T RECALL
HOW MANY TIMES I HAVE GONE.

Q: AND HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A:  EXCUSE ME?

Q: HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A: YES, THEY HAVE.

Q: MA’AM, DO YOU REMEMBER THE NAME OF THE CASHIER
THAT YOU WENT THROUGH THAT DAY?

DO YOU HAPPEN TO HAVE A RECEIPT FROM THE STCRE?




A: YOU KNOW, I HAVE IT SOMEWHERE.

Q: YOU DO HAVE IT?

A: HER NAME WAS -- I DO, I THINK I DO. IT MIGHT
BE IN MY OLD PURSE. I KNOW WHO SHE IS, IF I’'D SEE HER.
SHE’S A BLOND. I’'M NOT MISTAKEN, HER NAME WAS JEN.

Q: JEN?

A: YEAH, I'M NOT MISTAKEN. BUT I COULD PROBABLY
LOOK TO SEE IF I COULD FIND MY --

Q: OKAY._ IF YOU CAN FIND IT, GIVE ME A CALL .
BACK.

A: OKAY.

Q: AND WE’'LL GO FROM THERE.

AND WITH YOUR PERMISSION, MS. KING, I WILL TURN OFF
THE RECORDER?

A: OKAY.




DuBois Regional P 0. Box 447
Medical Center " DuBois, Pennsylvania 15801-0447

Making the difference for life.

PHYSICAL THERAPY INITIAL EVALUATION

Patient: Florence I. King Date: 9/24/96
Diagnosis: Cervical Spine and Back Pain due to Osteoarthritis and FMS

Physician: - Alan Kivitz, M.D.

Primary Ins: Medical Assistance ID#0019202555
SUBJECTIVE:

This is a 54 year old female who reports to P.T. stating that for about a year to a half now she has been
having pain in her neck and back. She reports she had no difficulty in these areas prior to the past year
and a half. She reports that the pain is constant in her low back, and (R) arm and leg, as well as in her
neck and hands (B). She has been using no treatments at home besides her waterbed, which seems to
relieve her symptoms. She has difficulty falling asleep but when she is asleep she does not feel the pain.
Her most comfortable position is sleeping on her (L) side. MEDS: Include Altram, Cataflam, and Daypro
in the past. She reports that she has been to see a chiropractor previously for (R) hip pain several months
ago, but that it did not seem to relicve her symptoms. She reports the doctor has been testing for
Fibromyalgia. She reports a PMH of OA, depression, and heart palpitations, all of which she is taking
medicine for. She is to see the doctor again on 10/24 or 10/25/96.

OBJECTIVE:

AROM/PROM: Trunk forward flexion 85% of normal, extension 0, side bending and rotation (B) 50% of
normal with pain with all of these movements. Cervical flexion/extension WFL throughout. Cervical
side bending to the (R) 23°, to the (L) 25° rotation to the (R) 28°, to the (L) 34°. (L) Shoulder ROM
decreased at end range due to pain but grossly WFL throughout. (R) Shoulder flexion 110° AA, abduction
90° AA, internal rotation 70° AA, and external rotation 53° AA.

STRENGTH: Upon MMT (R) LE 3+/5 grossly throughout except for hip 3/5 grossly throughout. (L) LE
4/5 grossly throughout. (L) UE 4-/5 grossly throughout. (R) UE 3/5 grossly throughout.

SPECIAL TESTS: Positive Phalan's on the (R), and positive Tinel at the (R) elbow. Cervical
Compression and Distraction both reproduce painful symptoms. Supine and sitting SLR Tests are
negative. She does have tight hamstrings noted (B).

MUSCULOSKELETAL/POSTURE: Significant forward head, rounded shoulder, and kyphotic posturing.

OBSERVATION: (R) Hand and arm appears to be pink in color with swelling present in the hand.

SENSATION/DTR'S: Sensation intact without deficit to light touch and sharp/dull. She does have
complaints of tingling in her feet and hands. DTR's. were deferred due to acuteness of patient's condition.

TONE/PALPATION: Tender to palpation (B) cervical paraspinals, upper trapezius, rhomboid muscles,
progressing down to the thoracic musculature into (B) LS region and hips. She has sxgmﬁcam spasms
present in the LS region as well as in the upper trapezius and cerv1cal paraspma]s g

Continued........

West Unit (814) 371-2200  East Unit (814) 375-4321  Direct Dial: (814) 375- 337 &~




Page 2
Patient: Florence King
P.T. Initial Evaluation (Continued)

TREATMENT: Treatmert todey consistzd of MH with IFES, 80 to 150 Hz. quad polar x 20 mins. with 4
pads, 2 in the upper traps. (B), and 2 in the LS region (B). She was positioned in side lying on the (L).
She was also instructed in starting a home therapeutic exercise program for using putty ir the (R) hand,
chin tucks with shoulder rztraction, and pendulum exercises for the (R) UE.

GOALS:
Short Term Goals:
1. Increase ROM in limited areas by 10°,
2. Increase strength 9y 2 MMT in limited areas.
3. Independent with HE.P.
4. Decrease subjective complaints of pain.

Long Term Goals:

1. ROM WFL throughout cervical spine, trunk, and shoulder on the (R}.
2. Strength 5/5 upon MMT (B) UE/LE's.
3. Tolerate % hr. exercise program in the gym.
4. Minimal complaints of pain.
ASSESSMENT:
Problems:
1. Pain.

2. Decreased ROM.

3. Decreased strength.

4. Decreased function.
PLAN:

Patient will be seen for the above stated treatment program, progressing with therapeutic exercises as
tolerated. Other modalities will be used as needed.

QL of ey

Jm Miller, PT
J mm v




D™ 7DIS REGIONAL MEDICAL CENTF
1¢ . Hospital Ave, DuBois, PA ..,801

KING, FLORENCE I *OPW Unit # 000303556
253 WEST MAIN ST
SYKESVILLE PA 15865 Age 59Y Acct # D9727800281

Date:10/09/97 Time:1435

MARKLEY,JON C ‘ DELATORRE, HENRY G
145 HOSPITAL AVENUE
DUBOIS PA 15801 SYKESVILLE PA 15865
Chk-in # Order Exam
207576 0001 72710 CT-LUMBAR SPINE UNENHANCED
Ord Diag: 722.10-LUMBAR DISC DISPLACEMEN
207576 0001 72810 CT-RECONSTRUCTION

Ord Diag: 722.10-LUMBAR DISC DISPLACEMEN

CT LUMBAR SPINE:

Computerized tomographic axial sections of the lumbar spine were
obtained from the level of L1 to S1. Sagittal reconstruction
views were obtained.

There are changes of degenerative disc disease at the L5-S1
level. There is no evidence of spinal stenosis at the L5-S1
level. There i1s spina stenosis at the L4-5 level. There is
no evidence of disc herniation at this level. There is
osteocarthritic change of the facet joints. The L3-4 and the L2-3
disc spaces are normal. The osseous structures are intact.
There 1s calcification of the abdominal aorta. The para-spinal
soft tissues are unremarkable.

IMPRESSION: THERE IS SPINAL STENOSIS AT THE L4-5 LEVEL.
THERE ARE CHANGES OF DEGENERATIVE DISC DISEASE
WITHOUT EVIDENCE OF DISC HERNIATION AT THE
L5-S1 LEVEL.
THE REMAINING FINDINGS ARE UNREMARKABLE.
AN MRI STUDY OF THE LUMBAR SPINE MAY BE OF BENEFIT
FOR FURTHER EVALUATION.

/READ BY/ GEORGE M KOSCO
/Released By/ GEORGE M KOSCO
10/27/00 1154
JAH

Complete Duplicate




REPORT OF CONSULTATION -
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

PATIENT NAME: KING, FLORENCE | 9805500369 -000303556
ATTENDING PHYSICIAN: CONSULTING PHYSICIAN: DATE:

H. G. delaTorre, M.D. 00034015 R.M. Landfried, D.O.

J. C. Markley, M.D. TIME:

.
.
K

REPORT REQUESTED REGARDING: o
() Consult Only () Consult and Write Appropriate Orders

() Consult, Write Orders and Follow () Consult and Accept in Transfer
SIGNATURE OF ATTENDING PHYSICIAN:

HISTORY OF PRESENTING COMPLAINT: This 56 -year-old feriale presents from Dr. Markley
for evaluation regarding left lower extremity pain and back pain. The patient states that her pain
started in September of 1997. She could not remember any incident that may have caused her
‘discomfort. Since that time, she has experienced at times severe low back discomfort with
radiation into the left lower extremity. She has had physical therapy regarding her low back
complaints and according to Dr. Markley has a brace at this time. She has had physical therapy
at two different locations for several weeks. She has received steroid injections which have not
proved overall helpful. on a long term basis., She, has had a MRI performed at Indiana

MRI which revealed central cana narrowing. Disc herniation was
noted at the L5, S1 level impinging upon the exiting L5 nerve root on the left. There was disc
bulging at the L3-4, and L4-5 levels. CT scan reportedly revealed significant arthritis in the lumbar

spine area.
PAST MEDICAL HISTORY: Includes a hysterectomy with a unilateral salpingo-oophorectomy.

PSYCHOSOCIAL HISTORY: The patient does live alone. She currently is divorced for the past
nine years but does have a male friend. She is currently unemployed.

HABITS: - She smokes 1 % packs of cigarettes per day. She denies the use of alcohol or
recreational drugs and denies use of caffeinated beverages. '

DEVELOPMENTAL HISTORY: The patient did complete the 10" grade.

MEDICAL HISTORY: The patient states that she does have fibromyalgia syndrome which was
diagnosed some time ago as well as asthma. Her last gynecologic exam was approximately one
year ago with a PAP smear which was negative.

REVIEW OF SYSTEMS: Neurologically, the patient denies paralysis, multiple sclerosis, seizures,
headaches. Hearing and vision, patient denies hearing problems or vision problems, scatoma or
tinnitus. ENT, patient denies dysphasia, recurrent drainage or sinusitis. ENDOCRINE: Patient
denies diabetes, thyroid disease, or other endocrine abnormalites. CARDIOVASCULAR: Patient
denies myocardial infarction or angina or peripheral vascular disease. However, she does have
occasional palpitations. Respiratory: Patient does have a history of asthma and COPD. GI:
Patient denies diarrhea, constipation, blood in the stools. GU: Patient denies dysuria, hematuria
or pyuria. Menstrual: Patient is postmenopausal. Hematologic: Patient denies anemia, leukemia
or bleeding disorder. Skin, patient denies recurrent skin rash. Patient does have occasional hot
flashes but denies fever or night sweats. She has had no weight gain or weight loss recently.

Chart Copy
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» REPORT OF CONSULT#™'ON

DUBOIS REGIONAL ME. AL CENTER
DUBOIS, PENNSYLVANIA
RE: KING, FLORENCE | 9805500369 - 00030353,
Page 2 o

MEDICATIONS: Include Alprazolam, 0.5 mg. 3-4 times per day, Atenolol 25 mg. one tablet q.
day, Diclofenac 75 mg. one tablet b.i.d., Synthroid 0.025 mg. one tablet daily, Ultram 50 mg. 1-2
tablets every six hours, Premarin 0.625 mg. q. day, Os-Cal tablets 500 mg. two tablets per day
and Vitamin C 400 mg. q. day.

ALLERGIES: PENICILLIN, SULFA, DARVON AND DARVOCET.

PHYSICAL EXAMINATION el

GENERAL: Weight is 170 pounds, blood pressure is 120/80, pulse is 64. In general, this is an
alert and oriented x 3, 56 -year-old female appearing her stated age in no acute distress. Mental
status is appropriate. HEENT: Was noted to be within normal limits. Heart was regular rate and
rhythm without murmur. Lungs were clear to auscultation throughout. Abdomen was soft,
nontender without masses or organomegaly noted. There was no pulsatile masses or abdominal
bruits auscultated. Extremities, the patient did demonstrate normal muscle mass tone with
normal range of motion of joints, pulses were equal and symmetrical throughout. There is no
deformity noted. The patient had a number of tender points consistent with fibromyalgia. There
was no dystrophic changes, color changes or temperature changes noted. Neck range of motion
was noted to be within normal limits. Examination of the lower extremities did not reveal straight
leg raising to be positive. This was not exacerbated by ankle dorsiflexion, neck flexion and
popliteal pressure or hamstring pressure. DTR’s were normal and Hoffman’s and Babinski's
were negative. Strengths were grossly 5/5 throughout. Sensation to fine touch was equal.
Cerebellar testing such as Romberg was negative. Gait appeared to be relatively normal.

IMPRESSION,; ‘f5-81 with left lumbar radiculopathy at LS.

RECOMMENDATIONS: Were for epidural steroid injection. Consideration for three injections if
the patient responds favorably to her first epidural steroid injection.

Thank you very much.

D: 02/27/98 8:23 P

T:03/02/98 1:05P  RMUkp
DOCUMENT NO: 26031
Job/Tape ID: 5020

R.M. Landfried, D.OY"

cc: H.G. delaTorre, M.D.
R.M. Landfried, D.O.
J.C. Markley, M.D.

Chart Copy




AWAY.
Q: NOW, WHEN YOU WERE IN THE STORE AND AFTER THIS

HAPPENED, IT WAS NOT REPORTED TO A MEMBER OF MANAGEMENT?

A: IT'S CONAIR.
Q: OKAY .
A: EASY HOLDING HAIR SETTER.

NOW, WHAT WAS THE QUESTION?

Q: BEFORE YOU LEFT THE STORE, YOU DID NOT REPORT
THIS TO A MEMBER OF MANAGEMENT?

Ac: NO, I DIDN’'T KNOW I HAD TO UNTIL, YOU KNOW, I
CAME HOME. AND, LIKE I SAID, I REALLY FELT WEIRD, AND I
WAS DIZzZY AND MY HEAD WAS ACHING ME AND MY NECK HURT ME.

SO, I HAD CALLED THEM AND TOLD HEM ABOUT IT AND
THEY SAID -- WELL, I AM SEEKING PROFESSIONAL -- I'M
GOING TO GO SEE MY DOCTOR, YOU KNOW.

50, I HAD GONE UP TO MY CHIROPRACTOR. HE TOOK AN
X-RAY AND SAID IT WAS A SLIGHT CONCUSSION -- OR
A SLIGHT WHIPLASH. I STILL THINK I HAD A CONCUSSION
TOO. IF I HAD WENT TO MY DOCTOR.
THE NAME OF YOUR CHIROPRACTOR?
DR. SCOTT CASTIL.

AND WHAT PART OF YOUR BODY DID YOU INJURE?

PO P 0O

IT WAS MY NECK THAT HE WORKED ON. LIKE I
SAID, I HAD LIKE A LITTLE CUT IN MY HEAD, BUT IT WAS MY
NECK.

Q: SO, YOU WERE FACING THE SHELF WHEN IT CAME

DOWN ON YOU?




Ac: RIGHT, RIGHT.

Q: WAS YOUR COMPANION STANDING RIGHT THERE BY YOQOU
WHEN THIS HAPPENED?

A: NO, HE WAS NOT, 'CAUSE THAT WAS ANOTHER THING.
I HAD TO STAND THERE FOR A FEW MINUTES.

I LOST -- IT WAS LIKE I DIDN’T KNOW WHAT WAS GOING
ON AROUND ME. I THOUGHT FOR A MINUTE I WAS GOING TO
PASS OUT, OKAY. AND THEN I FINALLY REALIZED WHERE HE
SAID HE WAS GOING TO GO, WHICH WAS BACK BY THE AUTO
DEPARTMENT. I WENT BACK THAT WAY, AND HE WAS COMING,
AND I TOLD HIM WHAT HAPPENED.

Q: AFTER THIS FELL, DID YOU FALL DOWN AT ALL OR
DID IT JUST HIT YOU AND STUN YOU?

A: IT JUST HIT ME AND I WAS REALLY STUNNED. I
PROEABLY COULD'VE FELL IF, YOU KNOW, ‘CAUSE I REALLY --
WHEN I HAD THE CURLING SET IN MY HAND THAT I WANTED, I
JUST DROPPED IT RIGHT INTO MY CART.

Q: AND HAVE YOU INJURED YOUR HEAD OR YOUR NECK
PRIOCR TO THE INCIDENT AT THE WAL-MART STORE, MA’'AM?

A: NO.

Q: YOU NEVER HAD ANY PRIOR PROBLEMS WITH THESE
PARTS OF YOUR BODY THEN?

A NO. HE WAS TREATING ME FOR MY F-M-S FOR MY
HIP AND ARTHRITIS IN MY HIP AND SPINE, YOU KNOW, NOTHING
TO MY UPPER PART OF MY NECK.

Q: HAVE YOU EVER HAD AN ACCIDENT OR YOUR A CLAIM

AT A RETAIL STORE?




A: NO, I HAVE NOT.
Q: HAVE YOU EVER HAD A WORK RELATED ACCIDENT OR
A WORK COMP CLAIM?

A: NO, I HAVE NOT.

Q: DID THE DOCTOR AT ANY TIME TAKE YOU OFF WORK
IN REGARDS TO YOUR INCIDENT?

A: NO, I'M ON S-S-I DISABILITY.

Q: HAVE YOU HAD AN AUTOMOBILE ACCIDENT WHERE YOU
RECEIVED ANY INJURES?

A: NO.

Q: AND YOU SAY YOU INJURED YOUR FOREHEAD?

A: YES. THAT’'S WHERE IT HIT ME RIGHT ABOUT, LIKE
I SAID, RIGHT IN THE MIDDLE OF WHERE MY HATIRLINE STARTS.
I HAD A BUMP AND A LITTLE CUT THERE, BUT IT DID NOT
BLEED.

Q: AND HOW MANY TIMES HAVE YOU GONE TO THE
CHIROPRACTOR IN REGARDS TO THIS EVENT?

A: OH, GEEZ, I REALLY CAN'T SAY. I KNOW THE
FIRST DAY WAS THE 28TH OF FEBRUARY, BUT I CAN'T RECALL
HOW MANY TIMES I HAVE GONE.

Q: AND HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A: EXCUSE ME?

Q: HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A: YES, THEY HAVE.

Q: MA’AM, DO YOU REMEMBER THE NAME OF THE CASHIER
THAT YOU WENT THROUGH THAT DAY?

DO YOU HAPPEN TO HAVE A RECEIPT FROM THE STCORE?




A YOU KNOW, I HAVE IT SOMEWHERE.

Q: YOU DO HAVE IT?

A: HER NAME WAS -- I DO, I THINK I DO. IT MIGHT

BE IN MY OLD PURSE. I KNOW WHO SHE IS,

IF I'D SEE HER.

SHE'S A BLOND. I’'M NOT MISTAKEN, HER NAME WAS JEN.

Q: JEN?
A: YEAH, I'M NOT MISTAKEN.

LOOK TO SEE IF I COULD FIND MY --

BUT I COULD PROBABLY

Q: OKAY. IF YOU CAN FIND IT, GIVE ME A CALL

BACK.

A: OKAY .

Q: AND WE’'LL GO FROM THERE.

AND WITH YOUR PERMISSION, MS.

THE RECORDER?

A: OKAY.

KING,

I WILL TURN OFF




DuBois Retnonal PO, Box 447
Medical Center DuBois, Pennsylvania 15801-0447

Making the difference for life.

PHYSICAL THERAPY INITIAL EVALUATION

Patient: Florence 1. King Date: 9/24/96
Diagnosis: Cervical Spine and Back Pain due to Osteoarthritis and FMS

Physician: Alan Kivitz, M.D.

Primary Ins: Medical Assistance ID#0019202555
SUBJECTIVE:

This is a 54 year old female who reports to P.T. stating that for about a year to a half now she has been
having pain in her neck and back. She reports she had no difficulty in these areas prior to the past year
and a half. She reports that the pain is constant in her low back, and (R) arm and leg, as well as in her
neck and hands (B). She has been using no treatments at home besides her waterbed, which seems to
relieve her symptoms. She has difficulty falling asleep but when she is asleep she does not feel the pain.
Her most comfortable position is sleeping on her (L) side. MEDS: Include Altram, Cataflam, and Daypro
in the past. She reports that she has been to see a chiropractor previousty for (R) hip pain several months
ago, but that it did not seem to relieve her symptoms. She reports the doctor has been testing for
Fibromyalgia. She reports a PMH of OA, depression, and heart palpitations, all of which she is taking
medicine for. She is to see the doctor again on 10/24 or 10/25/96.

OBJECTIVE:

AROM/PROM: Trunk forward flexion 85% of normal, extension 0, side bending and rotation (B) 50% of
normal with pain with all of these movements. Cervical flexion/extension WFL throughout. Cervical
side bending to the (R) 23°, to the (L) 25° rotation to the (R) 28° to the (L) 34°. (L) Shoulder ROM
decreased at end range due to pain but grossly WFL throughout. (R) Shoulder flexion 110° AA, abduction
90° AA, internal rotation 70° AA, and external rotation 53° AA.

STRENGTH: Upon MMT (R) LE 3+/5 grossly throughout except for hip 3/5 grossly throughout. (L) LE
4/5 grossly throughout. (L) UE 4-/5 grossly throughout. (R) UE 3/5 grossly throughout.

SPECIAL TESTS: Positive Phalan's on the (R), and positive Tinel at the (R) elbow. Cervical
Compression and Distraction both reproduce painful symptoms. Supine and sitting SLR Tests are
negative. She does have tight hamstrings noted (B).

MUSCULOSKELETAL/POSTURE: Significant forward head, rounded shoulder, and kyphotic posturing.

OBSERVATION: (R) Hand and arm appears to be pink in color with swelling present in the hand.

SENSATION/DTR'S: Sensation intact without deficit to light touch and sharp/dull. She does have
complaints of tingling in her feet and hands. DTR's. were deferred due to acuteness of patient’s condition.

TONE/PALPATION: Tender to palpation (B) cervical paraspinals, upper trapezius, rhomboid muscles,
progressing down to the thoracic musculature into (B) LS region and hips. Shc has s;gmﬁcant spasms .
present in the LS region as well as in the upper trapezius and cemcal paraspmhl’ U

Continued........

West Unit (814) 3712200 East Unit (814) 375-4321  Direct Dial: (814) 375 337 J~




Page 2
Patient: Florence King
P.T. Initial Evaluation (Continued)

TREATMENT: Treatment today consisted of MH with IFES, 80 to 150 Hz. quad polar x 20 mins. with 4
pads, 2 in the upper traps. (B), and 2 in the LS region (B). She was positioned in side lying on the (L).
She was also instructed in starting a home therapeutic exercise program for using putty in the (R) hand,
chin tucks with shoulder retraction, and pendulum exercises for the (R) UE.

GOALS:
Short Term Goals:
1. Increase ROM in limited areas by 10°.
2. Increase strength by /2 MMT in limited areas.
3. Independent with HE.P.
4. Decrease subjective complaints of pain.

Long Term Goals:
1. ROM WFL throughout cervical spine, trunk, and shoulder on the (R).
2. Strength 5/5 upon MMT (B) UE/LE's.
3. Tolerate ¥ hr. exercise program in the gym.
4. Minimal complaints of pain.

ASSESSMENT:

Problems:
1. Pain.
2. Decreased ROM.
3. Decreased strength.
4. Decreased function.

PLAN:

Patient will be scen for the above stated treatment program, progressing with therapeutic exercises as
tolerated. Other modalities will be used as needed.

Quf A iy

J:IQA Miller, PT
J 'mm




! . D' 7DIS REGIONAL MEDICAL CENTF
1. . Hospital Ave, DuBois, PA ..,801
KING, FLORENCE 1 *QPW Unit # 000303556
253 WEST MAIN ST
SYKESVILLE PA 15865 Age 59Y Acct # D9727800281

Date:10/09/97 Time:1435

MARKLEY,JON C DELATORRE, HENRY G
145 HOSPITAL AVENUE
DUROIS PA 15801 SYKESVILLE PA 15865
Chk-in # Order Exam
207576 0001 72710 CT-LUMBAR SPINE UNENHANCED
Ord Diag: 722.10-LUMBAR DISC DISPLACEMEN
207576 0001 72810 CT-RECONSTRUCTION

Ord Diag: 722.10-LUMBAR DISC DISPLACEMEN

CT LUMBAR SPINE:

Computerized tomographic axial sections of the lumbar spine were
obtained from the level of L1 to S1. Sagittal reconstruction
views were obtained.

| There are changes of degenerative disc disease at the L5-S1

f level. There is no evidence of spinal stenosis at the L5-S1

! level. There is spina stenosis at the L4-5 level. There is

i no evidence of disc herniation at this level. There is
osteoarthritic change of the facet joints. The L3-4 and the L2-3
disc spaces are normal. The osseous structures are intact.

There is calcification of the abdominal aorta. The para-spinal
soft tissues are unremarkable.

IMPRESSION: THERE IS SPINAL STENOSIS AT THE L4-5 LEVEL.
THERE ARE CHANGES OF DEGENERATIVE DISC DISEASE
WITHOUT EVIDENCE OF DISC HERNIATION AT THE
L5-S1 LEVEL.
THE REMAINING FINDINGS ARE UNREMARKABLE.
AN MRI STUDY OF THE LUMBAR SPINE MAY BE OF BENEFIT
FOR FURTHER EVALUATION.

/READ BY/ GEORGE M KOSCO
/Released By/ GEORGE M KOSCO
10/27/00 1154
JAH

Complete Duplicate




REPORT OF CONSULTATION o
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

PATIENT NAME: KING, FLORENCE | 9805500369 -000303556
ATTENDING PHYSICIAN: CONSULTING PHYSICIAN: DATE:

H. G. delaTorre, M.D. 00034015 R.M. Landfried, D.O.

J. C. Markley, M.D. TIME:

[
-7

REPORT REQUESTED REGARDING:
( ) Consuit Only () Consult and Write Appropriate Orders

() Consult, Write Orders and Follow ( ) Consult and Accept in Transfer
SIGNATURE OF ATTENDING PHYSICIAN:

HISTORY OF PRESENTING COMPLAINT: This 56 -year-old female presents from Dr. Markley
for evaluation regarding left lower extremity pain and back pain. The patient states that her pain
started in September of 1997. She could not remember any incident that may have caused her
discomfort. Since that time, she has experienced at times severe low back discomfort with
radiation into the left lower extremity. She has had physical therapy regarding her low back
complaints and according to Dr. Markley has a brace at this time. She has had physical therapy
at two different locations for several weeks. She has received steroid injections which have not
proved overall helpful. on a long term basis., She has had a MRI performed at Indiana

MR! which revealed central cana narrowing. Disc herniation was
noted at the L5, S1 level impinging upon the exiting L5 nerve root on the left. There was disc
bulging at the L3-4, and L4-5 levels. CT scan reportedly revealed significant arthritis in the lumbar

spine area.
PAST MEDICAL HISTORY: Includes a hysterectomy with a unilateral salpingo-cophorectomy.

PSYCHOSOCIAL HISTORY: The patient does live alone. She currently is divorced for the past
nine years but does have a male friend. She is currently unemployed.

HABITS: - She smokes 1 % packs of cigarettes per day. She denies the use of alcohol or
recreational drugs and denies use of caffeinated beverages.

DEVELOPMENTAL HISTORY: The patient did complete the 10" grade.

MEDICAL HISTORY: The patient states that she does have fibromyalgia syndrome which was
diagnosed some time ago as well as asthma. Her last gynecologic exam was approximately one
year ago with a PAP smear which was negative.

REVIEW OF SYSTEMS: Neurologically, the patient denies paralysis, multiple sclerosis, seizures,
headaches. Hearing and vision, patient denies hearing problems or vision problems, scatoma or
tinnitus. ENT, patient denies dysphasia, recurrent drainage or sinusitis. ENDOCRINE: Patient
denies diabetes, thyroid disease, or other endocrine abnormalities. CARDIOVASCULAR: Patient
denies myocardial infarction or angina or peripheral vascular disease. However, she does have
occasional palpitations. Respiratory: Patient does have a history of asthma and COPD. Gl
Patient denies diarrhea, constipation, blood in the stools. GU: Patient denies dysuria, hematuria
or pyuria. Menstrual: Patient is postmenopausal. Hematologic: Patient denies anemia, leukemia
or bleeding disorder. Skin, patient denies recurrent skin rash. Patient does have occasional hot
flashes but denies fever or night sweats. She has had no weight gain or weight loss recently.

Chart Copy




REPORT OF CONSULT/7'ON

DUBOIS REGIONAL ME. AL CENTER

DUBOIS, PENNSYLVANIA "
RE: KING, FLORENCE | 9805500369 - 00030355&...

Page 2

MEDICATIONS: Include Alprazolam, 0.5 mg. 3-4 times per day, Atenolol 25 mg. one tablet q.
day, Diclofenac 75 mg. one tablet b.i.d., Synthroid 0.025 mg. one tablet daily, Ultram 50 mg. 1-2
tablets every six hours, Premarin 0.625 mg. q. day, Os-Cal tablets 500 mg. two tablets per day
and Vitamin C 400 mg. q. day.

ALLERGIES: PENICILLIN, SULFA, DARVON AND DARVOCET.

PHYSICAL EXAMINATION o

GENERAL: Weight is 170 pounds, blood pressure is 120/80, pulse is 64. In general, this is an
alert and oriented x 3, 56 -year-old female appearing her stated age in no acute distress. Mental
status is appropriate. HEENT: Was noted to be within normal limits. Heart was regular rate and
rhythm without murmur. Lungs were clear to auscultation throughout. Abdomen was soft,
nontender without masses or organomegaly noted. There was no pulsatile masses or abdominal
bruits auscultated.  Extremities, the patient did demonstrate normal muscle mass tone with
normal range of motion of joints, pulses were equal and symmetrical throughout. There is no
deformity noted. The patient had a number of tender points consistent with fibromyalgia. There
was no dystrophic changes, color changes or temperature changes noted. Neck range of motion
was noted to be within normal limits. Examination of the lower extremities did not reveal straight
leg raising to be positive.  This was not exacerbated by ankle dorsifiexion, neck flexion and
popliteal pressure or hamstring pressure. DTR’s were normal and Hoffman’s and Babinski's
were negative. Strengths were grossly 5/5 throughout. Sensation to fine touch was equal.
Cerebellar testing such as Romberg was negative. Gait appeared to be relatively normal.

IMPRESSION; %5-81 with left lumbar radiculopathy at LS.

RECOMMENDATIONS: Were for epidural steroid injection. Consideration for three injections if
the patient responds favorably to her first epidural steroid injection.

Thank you very much.

D: 02/27/98 8:23 P

T:03/02/98 1:.05P RML/kp
DOCUMENT NO: 26031
Job/Tape ID: 5020

R.M. Landfried, D.OY
cc: H.G. delaTorre, M.D.
‘R.M. Landfried, D.O.
J.C. Markley, M.D.

Chart Copy




DUBOIS REGIONAL MEDICA_ CENTER
PAIN EVALUATION AND TREATMENT CLINIC

PHYSICIAN EVALUATION SUMMARY
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INDIANA OPERN M

119 Professional Center, Suite 305 ¢ Indiana, Penasylvania 15701 Toil I'ree 888-270-9222 (412) 3194110
: Fax (412) 319-3110

FLORENCE I. KING
SS # 184-32-4880
Dr. John Markley
January 29, 1998
Patient # 05700

MRI OF THE LUMBAR SPINE

HISTORY: Left leg coldness and numbness, lateral aspect.
Occasional low back pain.

TECHNIQUE: Images were performed in the sagittal and axial
planes. The axial images were angled through each disc space
from L2-3 through L5-S1. Routine pulse seguences were used.

FINDINGS: Comparison 1is made with a CI' scan of the
lumbosacral spine of October 9, 1997.

There is sone desiccation of L4-5 and L5-S1 and to a
lesser extent L3-4.

There is slight retro-listhesis of L% posterior relative
to Sl. -

A disc herniation is noled on the left at 1.5-S1. 'T'here
is left sided neuroforaminal narrowing at this level. ‘There
is lesser right sided neuroforaminal narrowing noted at this
level. There 1is some degree of Dbilateral neuroforaminal
narrowing of La4-5.

A disc bulge is noted at L4-5 and L3-4. The disc bulge
that is noted at L3-4 is Dbest visualized on the axial images.
This 1s slightly more prominent on the left.

Ligamentum flavum and facel hypertrophy 1is noted from
L2-3 through L5-S1. Mild central canal narrowing is noted at
L2-3. Mild central canal narrowing is noted at L3-4. Mild
central canal narrowing is noted at L4-5.

IMPRESSION: CENTRAL CANAL AND NEUROFORAMINAIL NARROWING AS

NOTED. A DISC HERNIATION IS NOTED ON THE LEFT AT L5-S1.
THIS IMPINGES UPON THE EXITING L5 NERVE ROOT' AT THIS LEVEL.
DISC BULGING AS NOTED. THERE ARE NO FOCAL ABHORMALITIES OF

THE CAUDA EQUINA OR COHUS MEDULLARIS.

patifentil Ao
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Christopher N. Hobbie, MD
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CERTIFICATE OF SERVICE

I hereby cértify that a true and correct copy of Defendant’s Pretrial Statement was
served by U.S. Mail, postage prepaid, this 1* day of August, 2001, upon all counsel of record or

parties as follows;

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff
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Patrick J. Doheﬁ"y, Esquirg”;
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THIS IS WAL-MART CASE NUMBER 192. Z:;;X/

BY INTERVIEWER:

TODAY'S DATE iS JULY 29TH, AND WE’'RE DISCUSSING
FILE NUMBER 99518770, AN INCIDENT THAT DID OCCUR.

" MS. KING: FEBRUARY 28TH, ‘99 IS WHEN I WENT TO THE

DOCTOR, AND IT WAS THE DAY BEFORE THAT I THINK.

INTERVIEWER: OKAY.
BY INTERVIEWER:

Q: AND CAN I HAVE THE CORRECT SPELLING OF YOUR

FIRST AND LAST NAME, MS. KING?

A F-L-O-R-E-N-C-E, K-I-N-G.

Q: AND ARE YOU MARRIED MS. KING?

A NO, I AM NOT.

Q: AND YOUR CORRECT MAILING ADDRESS?

A: 130 WEST MAIN STREET, SAXSVILLE, PENNSYLVANIA
15865.

Q: OKAY. AND YOUR CORRECT HOME PHONE NUMBER?

A: 814-894-5410.

Q: AND YOUR SOCIAL SECURITY NUMBER?

A: 184-32-4880.

Q: AND YOUR DATE QF BIRTH?

A: 10-14-41. |

Q: AND YOUR REASON FOR BEING IN THE STORE THAT
DAY?

A: I WAS DOING SOME SHOPPING AND I COME BY THE

HOT CURLING IRONS FOR YOUR HAIR, YOU KNOW. AND I




THOUGHT WELL, I MIGHT AS WELL BUY A SET WHILE I'M IN
HERE.

SC, I REACHED UP, AND I GOT A SET DOWN OFF THE
THING, AND THE ONE THAT I GOT DOWN WAS HOOKED TO ANOTHER
ONE THAT WAS OPENED, AND I DIDN’'T KNOW IT. AND IT COME
DOWN AND HIT ME ON THE MIDDLE OF MY FOREHEAD, RIGHT
WHERE MY HAIRLINE STARTS.

AND I STARTED -- I SAW SOME STARS AND I FELT REALLY
STRANGE, OKAY. ALMOST CUT MY HEAD OPEN.

AND MY GENTLEMEN FRIEND I WAS WITH, I TOLD HIM THAT
I'M READY TO GO. I SAYS I'M READY TO GO AFTER I FOUND
HIM AND HE SAID WHAT’S A MATTER. AND I TOLD HIM AND WE
GOT BACK TO THE CHECK-OUT COUNTER AND I TOLD THE GIRL
WHAT HAPPENED.

SHE SAYS, ARE YOU OKAY? I SAYS, NO, I'M NOT OKAY.
SHE SAYS, OH, I'M SORRY TO HEAR THAT AND THAT WAS IT.

SO, I COME HOME, TOOK A ZANAC, WHICH IS A NERVE
PILL, AND A COUPLE OF TYLENOL.

AND I CALLED THE STORE AND TALKED TO THE MANAGER UP
THERE, THE WAL-MART IN DUBOIS. AND THEY HAD GIVEN ME
A TOLL-FREE NUMBER TO CALL WHICH I DID. AND I DON'T, I
CAN'T RECALL WHO I DID TALK TO AT THAT DATE AND TIME.

Q: AND YOU SAY IT WAS A CURLING IRON THAT CAME
DOWN?

A: YEAH. THE BOX -- THE HOT CURLING IRON.

REMEMBER, I CAN THINK OF THE NAME I BOUGHT, WHICH

WAS THE ONE SITTING BESIDE THE SAME KIND, AND SOMEBODY




HAD -- MUST HAVE OPENED IT. I DON'T KNOW.

AND IT WAS OPEN, AND I DIDN'T SEE IT WAS OPEN. T
JUST PULLED IT DOWN, YOU KNOW, AND THE OTHER CAME WITH
IT.

Q: DO YOU KNOW THE APPROXIMATE SIZE OF THIS ITEM,
MA’ AM?

A: I DON'T KNOW THE SIZE OF IT. 1IT’S PRETTY DARN
HEAVY THOUGH.

I GOT MINE OUT. I COULD MEASURE IT FOR YOU REAL
QUICK. |

WOULD YOU LIKE FOR ME TO DO THAT?

Q: EXCUSE ME, MA’'AM?

A: IF I GOT MINE OUT, I COULD MEASURE IT REAL
QUICK.

WOULD YOU LIKE FOR ME TO DO THAT?

Q: SURE. DO YCU KNOW THE BRAND ON THAT?

A: I'M THINKING IT’'S REMMINGTON, BUT I’'M NOT FOR
SURE. THE MEASURING THING, I CAN'T FIND IT.
IT IS SQUARE SHAPED?
IT'S LONGER THAN IT IS WIDE.
AND ON WHAT SHELF WAS THIS ON, MA’AM?

ONE, TWO, ABOUT THE THIRD UP.

ORI A ol

DID YOU, AT ANY TIME BEFORE THIS FELL ON YOU,
SEE THAT THE BOX WAS OPENED?

A: NO, I DID NOT.-

IT MEASURES 11 IN LENGTH BY 6 1/2. NOW, THAT’'S NOT

CONTAINING THE BOX. THE BOX IS IN THE CABINET PACKED




AWAY .
Q: NOW, WHEN YOU WERE IN THE STORE AND AFTER THIS

HAPPENED, IT WAS NOT REPORTED TO A MEMBER OF MANAGEMENT?

A: IT’S CONAIR.
Q: OKAY.
A: EASY HOLDING HAIR SETTER.

NOW, WHAT WAS THE QUESTION?

Q: BEFORE YOU LEFT THE STORE, YCU DID NOT REPORT
THIS TO A MEMBER OF MANAGEMENT?

A: NO, I DIDN'T KNOW I HAD TO UNTIL, YOU KNOW, I
CAME HOME. AND, LIKE I SAID, I REALLY FELT WEIRD, AND I
WAS DIZZY AND MY HEAD WAS ACHING ME AND MY NECK HURT ME.

SO, I HAD CALLED THEM AND TOLD HEM ABOUT IT AND
THEY SAID -- WELL, IﬁAM SEEKING PROFESSIONAL -- I'M
GOING TO GO SEE MY DOCTOR, YOU KNOW.

SO, I HAD GONE UP TO MY CHIROPRACTOR. HE TOOK AN
X-RAY AND SAID IT WAS A SLIGHT CONCUSSION -- OR
A SLIGHT WHIPLASH. I STILL THINK I HAD A.CONCUSSION
TOO. IF I HAD WENT TO MY DOCTOR.
THE NAME OF YOUR CHIROPRACTOR?
DR. SCOTT CASTIL.

AND WHAT PART OF YOUR BODY DID YOU INJURE?

- I oI e

IT WAS MY NECK THAT HE WORKED ON. LIKE I
SAID, I HAD LIKE A LITTLE CUT IN MY HEAD, BUT IT WAS MY
NECK.

Q: SO, YOU WERE FACING THE SHELF WHEN IT CAME

DOWN ON YOU?




Ac: RIGHT, RIGHT.

Q: WAS YOUR COMPANION STANDING RIGHT THERE BY YOU
WHEN THIS HAPPENED?

A: NO, HE WAS NOT, 'CAUSE THAT WAS ANOTHER THING.
I HAD TO STAND THERE FOR A FEW MINUTES.

I LOST -- IT WAS LIKE I DIDN'T KNOW WHAT WAS GOING
ON AROUND ME. I THOUGHT FOR A MINUTE I WAS GOING TO
PASS OUT, OKAY. AND THEN I FINALLY REALIZED WHERE HE
SAID HE WAS GOING TO GO, WHICH WAS BACK BY THE AUTO
DEPARTMENT. I WENT BACK THAT WAY, AND HE WAS COMING,
AND I TOLD HIM WHAT HAPPENED.

Q: AFTER THIS FELL, DID YOU FALL DOWN AT ALL OR
DID IT JUST HIT YOU AND STUN YOU?

A: IT JUST HIT ME AND I WAS REALLY STUNNED. I
PROBABLY COULD’VE FELL IF, YOU KNOW, ‘CAUSE I REALLY --
WHEN I HAD THE CURLING SET IN MY HAND THAT I WANTED, I
JUST DROPPED IT RIGHT INTO MY CART.

Q: AND HAVE YOU INJURED YOUR HEAD OR YOUR NECK
PRIOR TO THE INCIDENT AT THE WAL-MART STORE, MA’AM?

A: NO.

Q: YOU NEVER HAD ANY PRIOR PROBLEMS WITH THESE
PARTS OF YOUR BODY THEN?

A: NO. HE WAS TREATING ME FOR MY F-M-S FOR MY
HIP AND ARTHRITIS IN MY HIP AND SPINE, YOU KNOW, NOTHING
TO MY UPPER PART OF MY NECK.

Q: HAVE YOU EVER HAD AN ACCIDENT OR YOUR A CLAIM

AT A RETAIL STORE?




A: NO, I HAVE NOT.

Q: HAVE YOU EVER HAD A WORK RELATED ACCIDENT OR
A WORK COMP CLAIM?

A: NO, I HAVE NOT.

Q: DID THE DOCTOR AT, ANY TIME TAKE YOU OFF WORK
IN REGARDS TO YOUR INCIDENT?

A: NO, I'M ON S-S-I DISABILITY.

Q: HAVE YOU HAD AN AUTOMOBILE ACCIDENT WHERE YOU
RECEIVED ANY INJURES?

A:  NO.

Q: AND YOU SAY YOU INJURED YOUR FOREHEAD?

A: YES. THAT’S WHERE IT HIT ME RIGHT ABOUT, LIKE
I SAID, RIGHT IN THE MIDDLE OF WHERE MY HAIRLINE STARTS. "
I HAD A BUMP AND A LITTLE CUT THERE, BUT IT DID NOT
BLEED.

Q: AND HOW MANY TIMES HAVE YOU GONE TO THE
CHIROPRACTOR IN REGARDS TO THIS EVENT?

A: OH, GEEZ, I REALLY CAN'T SAY. I KNOW THE
FIRST DAY WAS THE 28TH OF FEBRUARY, BUT I CAN’T RECALL
HOW MANY TIMES I HAVE GONE.

‘Q: AND HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A:  EXCUSE ME?

Q: HAVE ALL YOUR ANSWERS BEEN ACCURATE?

A: YES, THEY HAVE.

Q: MA’'AM, DO YOU REMEMBER THE NAME OF THE CASHIER
THAT YOU WENT THROUGH THAT DAY?

DO YOU HAPPEN TO HAVE A RECEIPT FROM THE STORE?




A: YOU KNOW, I HAVE IT SOMEWHERE.

Q: YOU DO HAVE IT?

A: '~ HER NAME WAS -- I DO, I THINK I DO. IT MIGHT

BE IN MY OLD PURSE. I KNOW WHO SHE IS,

IF I'D SEE HER.

SHE'S A BLOND. I'M NOT MISTAKEN, HER NAME WAS JEN.

Q:  JEN?
A: YEAH, I'M NOT MISTAKEN.

LOOK TO SEE IF I COULD FIND MY --

BUT I COULD PROBABLY

Q: OKAY. 1IF YOU CAN FIND IT, GIVE ME A CALL

BACK.

A: OKAY.

Q: AND WE’'LL GO FROM THERE.

AND WITH YOUR PERMISSION, MS.

THE RECORDER?

A: OKAY.

KING,

I WILL TURN OFF
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Making the difference for life.

PHYSICAL THERAPY INJTIAL. EVALUATION
' Date: 04/17/01

Patient: Florence 1. King

Diagnosis: Vertigo

Physician: Henry G. Dela Torre, MD

Primary Ins; MA Outpaticnt ID#00192025585
SUBJECTIVE:

HOW INJURY/EPISODE OCCURRED: DPétient is a 59 yesr-old female who reports that her firgt episode
of dizziness began last fall afier she went on a fishing trip. Patient reports that she had dizziness off and on
for approximately 3 months; it then resolved completely with the help of Amiiveit. She was without any
dizsiness until this past Satorday evening when she experienced a flare-up. She reports her dizziness is
worse now with lying on her (L) side or in supine. Dizziness increases with head movements. She is
taking Antivert ourrently with some velief. She denics any headache, nausca, or vomiting associated with
this, denies any hearing loss or tipnitus. She does rcport that she has a hissing sensation in both of her ears.
She states that she has some neek tension ial wakes her feol like it needs to erack. Patient denles any
history of migraine, Shc did have a minor head trauma 3 years ago when & box of curlers fell on her head
in a store. Patient had a MR1 in the fall. It was negative for any significant {indiugs.

PMH/MEDICATIONS: Medical history includes (L) Sciatica, OA, ‘Thyroid difficultles, Fibrumyalgia,
Heart Palpations, and High Rload Pressure. Medications include Antivert, Xanax, Tenormin, Synthroid,
Zorco, and Voltaren.

WORK TITLE/DESCRIPTION: Patient has been disabled since 1987.

PHYSICAL DEMAND CHARACTERISTICS OF WORK: Patient does live aloﬁe_ and takes carc of all of
her own household activities. She cujuys fishing and spending time in the outdoors.

OBJECTIVE:

FUNCTIONA[. STATUS AT ADMISSION: Patient is currently experiencing an overall decrcase n
funclional ability scoondary to severe dizziness. :

FUNCTIONAL STATUS FRIOR TO INJURY: Prior tu last fall whon her firat opisode of dizziness began,
patient had a full activity levcl.

DAIN: Patient denies any pain. She docs report that her dizziness ranges from a 2/10 to a 10/10.

AROM/PROM. AROM of the cervicul spine is WNL’s throughout. Patient does experience increased
dizziness with (L) rotation and (1.) side bending.

$IRENGTH: Rilateral shoulder swength is 4/5, (1) clbow strength 4/5, bilateral hip strength is 3+/5, (1)
kace flexion 3+/5, (R) knee flexion 4/3, bilateral knee extension 5/5, (L) ankle dorsiflexion 4-/5 otherwisy
anile is 1/5 to 44/5 throughout.

SPECIAL TESTS: 5 limes sit to stand test was 10.59 seconds ‘witheut any loss of balance but with an
increase in dizziness. Romberg eyes apened was 30 seconds, cyos closed was 30 seconds with increase in
swaty. Standing on two pillows Romberg eyes closed 7.81 seconds with loss of balance to the (L), Tandem
Romberg eyes opened was 30 seconds, cyes closed 30 seconds. (R) knee unilateral stance was 10.16
scconds (1) unilateral stance was 12.84 sccouds. Actlvity Specific Balanee Confidence Scale was a 22.5%
out of 100%, Dynamic gait index was 18/24. Dizziness Handicap Inventory was 54 total points, Patient
with a positrve (L) Halpike, positive (R) Halpike and a negative horizontal roll test.

Jun. 22 2801 10:69/M
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Page 2
Paticnt: Florcnee 1. King
P.T. Initial Evaluation (Continued)

BALANCE: See spccial test scotlon above.

_OBSERVATION: Patient was very apprehensive about lying supine and rolling sccundary to scvers
dizzlness.

SENSATION/DTR'S: Intact and symmetrical,

GAIT: Patient presents with an unsteady gait pattern with veering bilateral directions. She is able to ascend
and descend 12 stairs with one handrail independently; however she experienced significant dizziness upon

descending the stairs.

TONE/PALPATION: Patient with increased tension in the (L) upper trap region with tenderness to
palpation in this area. '

TREATMENT: Treatment was initiated this date educating patient regarding anatomical structures
involved was well as the pathology of BPPV. Completed the vaualith repositioning mancuver x 2. Patient
was given post positioning instructions inchiding avoiding quick head movements, bending over, looking

up, and lying supine for the next 24-48 hours.

GQALS: :
Decrease subjective complaints of dizzinoss to 2 2/10 at worst to improve patient’s functional abilities.
Increase ABC scale to 60% or greater.

Decrease dizzincss handicop inventory by 20 points or greater. .
Increase Romberg with eyes closed standing on two pillows to 30 seconds as indicator of vestibular
functioning. ‘

5. Patient will be independent in a 1LE.P. to minimize symptoms of vertigo.

WA

FUNCTIONAL QUTCOMES: Patient to return to full prior activity level with decreased complaints of
dizziness.

PATIENT/FAMILY PARTICIPATION IN PLAN: Patlent and her sister understand the goals and agree to
participate with the program,

UNDERSTANDING OF EXERCISE PROGRAM: N/A. Patient does understand the post positioning

instructions and agrees to comply with these.

PATIENT EXPECTATIONS: Patient hopes 10 experience an overall decrease in dizziness and increase in
functional abilitics.

ASSESSMENT:

Patient is a 59-year-old female who presents with clinical signs and symptoms of BPPV as well as vertigo
that is interfering with her daily activities. Patient will benefit trom continued physical therapy.

PLAN:

Paticnt will be cecn 1-2 times a week far an esrimated duration of 4 weeks for vestibular rehab including re-
positioning maneuvers, ROM activities, balance activities, and patient and family education,

LR

Thank you for thia referral  If you have any questions please feel free to contact me.

o)

Holly M{ Tkaci
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DuBois Regional-. - P.O.Box M7
Medical Center OuBois, Pennsylvania 15601-0447
Making tlce d:l[cmm for lc[c

Patient Nan;c: fence ' - Referral Date: Yinfoi
Physician: D Drelatorte Discharge Date: Yj2fos
Diagnosis; et .()O Number of Visits: _.___\-? .

Treatment Program: Hggnbuk&r Cenab motudrrﬁ__f_}mfhoa QL Mmanuewess. ¥’
ot o fﬁmlmia.uﬂﬁ-

Level of Progress at Discharge: _Dt2210€55_O[10 Initial Findings: ]2 e 2210010
lald:h\ Qs ﬁéaj]ga‘ Ql Qgﬁ\uj% ' ,
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Goals/Functional Outcomes Not Achieved at Discharge and Why: : }Q/ / KMS /)’)’f ,

« IAStTuTecy D
rhar Qnol Mok, LOM

2,

Home Exerczse Program and Education:

L quM. Z‘Ju&» A

Employment Status at Discharge: D,’J d@/@d .
 Comments: /y'ozész W% ‘f"@l-// f@ Sus . Cod Compaliqae 7 HEP,
(

LT

Plan: k o @__ﬂ_;p ‘ ——

G 4/ s sz@ yol | yhujor  _
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Figure 6. . ‘

Btgndworoﬂ hobituafion exercises: The potientis firs? positioned sifting and then ropidly moves
into the sidelying position (A). Torsional nystogmus may oceur with the onsal of the vertigo. The
severily of the vertigo will b directly related 10 how ropldly the potiant moves ino the provoking
posifion. The patient stays in that position unti} the vertigo stops, weh 30 sevonds, ond then sits
up [B). Moving fo the sifing position will usually result in verfigo, athough this *rebound effect”
will be fess severe and of @ shorter duration. mus, i 1t ceaccurs, will be in the opposlle
diraction. The potient remains in the upright position for 30 seconds and then moves rapidly inko
the mirvorimoge position on the other sida (C), sty there for 30 3ecunds, and then sits vp. The
patient then repeats the entire maneuver 5 1o 20 times, depending on e tolerance of
tha patient for vertigo and ony occomponying nousea, or uniil the vestigo no langer occurs. Tha
enfire sequonce Is repected thrae fimes a day until the patient hos 2 consecutive days without

vertigo. |Adopted from Brandt and Dareff. ")
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JICAL SPINE - 2

FROM P___. SUNRISE DRILLING SUPPLY

AROM Exercises: Neck Lateral Flexion

ad toward shoulder, then slowly toward

ite shoulder,
——=Seconds. Repeat 10 times,
= sessions per day.

NICAL SPINE - 4 _
AROM Exercises: Neck Extension

head backward
eturn to starting
on.

seconds.

at_1\)_times.

2 sessions per day.

-ght VIII 1990

Copyright VHI 1950

- FAX NO. :

‘ .

Jun. 22 2001 10:13aM P8

CFRVICAL SPINE -1
AROM Exercises: Neck Rotation

Tum head slowly to look over left shoulder then tum to look

over right shoulder. 0
Hold____seconds. Repeat.l__times’

Do_ 2._sessions per day. Copyright VHI 1950

CERVICAL SPINE - 3 |
AROM Fxarcises: Neck Flexion

Bend head forward,
return to starting
position.

Hold___ seconds,
Repeat_/©__times.
Do_ 2{_sessions per day.

Copyright VHI 1990
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Jl(.AL SPINE- 27 Levator Scapula Stretch CERVICAL SVINE - 22 btrenguwuuxs

Phase l: Shoulder Shrugs -

Shrig shoulders up and : C ’2}2»

~ down, forward and backward.

Held_S_seconds.
Repeat_|Otimes.
Do_cA! times per day.

" Phasell: Resistive Shoulder Shrugs

! With Surgical tubing/dumbells
hand on same side shoulder blade. With other hand —. —Jbs,, stirug shoulders up
stretch head down and away. and down, forward and backward.
2Q seconds. Repeat D __Repetitions/set. " Repeat____ times.
—Sets/session. Do_J_Sessions/day. Do sassions per day.
Copyright VHI 1992 Copyright VHI 1930

CERVICAL SPINE - 23 Floxibility: Upper Trapezius Stretch

U\\\O\\\0 \

Gently grasp side of head while reaching behind back with
other hand. Tilt head away until a gentle stretch is fell

Hold_, 30 seconds. Repeat_é;hmes, both sides.

Do__R_times per day. Copyright VHI 1990

S Scapwal jefechon.
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Dizziness Handicap Inventory (DHI)

The purpose of this scale is to identify difficulties that you may be experiencing because of your d

Please answer "yes", "no" or "sometimes” to each question. Answer each question as it pertains

dizziness problem only. Fill in each answer square completely.

Yes Sometimas No
1. Does looking up increase your problem? e o o
2. Because of your probiem, do you feel frustrated? o o o
3. Because of your problem do you restrict your tra o o 0
for business or recreation? :
4. Does walking down the aisle of a supermarket 0 (] 0
increase your problem? '
8. Because of your problem, do you have diffioulty getting o o
out of bed?
6. Does your problem significantly restrict your ) o @ o
participation in social activites such as going out
dinner, going to the movies, dancing, or to partie
7. Because of your problem, do you have difficulty o] & 0
reading?
- 8. Does performing more ambitious activities like 0 o 0
sports, dancing, household chores, such as sweeping
putting dishes away increase your problem?
9. Because of your problem, are you afraid to leave yo 0 () 0
home without having someone accompany you?
10. Because of your problem, have you been 0 o 0
embarrassed in front of others? :
11. Do quick movements of your head increase your ® o) o)
problems? '
12. Because of your problem, do you avoid heights? o 0 0

13. Noes turning aver in bed increase your problem? ® (o) 0
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Dizziness Handicap Inventory (DHI)
The purpose of this scale is to identify difficuities that you may be experiencing because of your d

dizziness problem only. Fill in each answer square completely.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

Because of your problem, is it difficult for y
to do strenuous housework or yardwork?

Because of your probiem, are you afraid people
may think that you are intoxicated?

Becausc of your probiem, ie it difficult for yo
walk by yourseif?

Dnes walking down a sidewalk increase your
problem?

Because of your probiem, is it difficult for you to
concentrate?

Because of your prahlem, is it difficult for you
walk around your house in the dark?

Because of your problem, are you afraid to st
home alone?

Because of your problem, do you feel
handicapped?

Has your problem placéd stress on your relationsh

wilh members of your family or friends?

Because of your problem, are you depressed?

Yes

O

24. Daes your problem interfere with your job or househ O

?25.

responsibilities?

Does bending over increase your problem?

70+ 34

Sometimes

o

J

Please answer “yes", "no" or “sometimes” to each question. Answer each question as it pertains

No
0]

29
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Dynamic Gait Index

1. Gait leve] surface
Instructions: Walkatywummlspeedw W:omemmao')
Grading: Mark the lowest category i » i
Normal: Walks 20", no assistive devices, good speed. no evidence for imbalance, normal gait psttesn.
impairment: Walks 20°, uses assistive devices, slowerspeed.mlld_wtdcwatlpus.
(1) Moderats impainneat: Walks 20", slow spoed, sbnormal gait pattem, evidence for imbalance,
(0) Severe impairment: Cannot walk 20" without assistance, severe gait deviations or imbalance.

2. Change in gait speed
Instructions: Begin walking at your normal pace (for 5°), when I teil you “go,” walk as fast as you can (for

5"). WhenI tell you “slow,” walk as slowly as you can (for 5*).

Grading: Mark the lowest category that applies.

(3) Normal: Able to smoothly change walking speed without loss of balance or gait deviation. Shows a
significant difference in walking speeds between normal, fast, and slow speeds.
Mild impairment: I3 able to change spoed but demonstrates mild gait deviations, orno gait deviations

. ut unable to achieve a significant change in velocity, or uses an assistive device.

(1) Moderate impairment: Makes anly minor adjustments to walking speed, ar acconrplishesa  change
in speed with significant gait deviations, or changes speed but loses significant gait deviations, or changes
speed but loses balance but is able to recover and continue walking.

(0) Severe impairment: Cannot change speeds. ar loses balance and has to reach for wall or be caught. -

3. Gait with horizontal head mms
Inspructions: Begin walking at your normal pace. When I tell you to “lock right,” keep walking straight,
but tum your head to the sight. Kéep looking to the right until I tcll you, “lock Jeft,” then kecp walking
straight and mm your head to the Jeft. Keep your head to the left until I tell you, “look straight,” then keep
walking straight, but return your head to the cener.
Grading: Mark the lowest category that applies.
(3) Normal: Performs head tarns smoothly with no change in gait
(2) Mild impairment: Performs head tums smoothly with slight change in gait velocity, ie. minor
_—, disruption to smooth gait path or uses walking aid. :
@ Moderate impairment: Performs head turns with moderate change in gait velocity, slows down,
staggers but recovers, can continue to walk. _
(0) Scvere impairment: Perfunins task with severe discuption of gai, i.c., staggess outside 15 path,
loses balance, stops, reaches for wall.

4. Gait with vertical head tums

Instructions: Begin walking at your normal pace. When I tell yau to “look up,™ keep walking straight, but
tip your head and look up. Keep looking up until I tell you, “look down.” Then keep walking ciraight and
tumn your head down. Keep looking down until I tell you, “look straight,” then keep walking smaight, but
wturn your head to the center. :

Grading: Mark the lowest category that applies.

(3) Normal: Performs head tumns with no change in gait. .

@ Mild impairment: Pesforms task with slight change in gait velocity i.e., minor disruption to

smooth gait path or uses walking aid.

(1) Maderate impairment: Performs task with maderate change in gait velacity, slaws dawn,
staggers but recovers, can continue to walk. '

(0) Severs impairment: Performs task with severe disruption of gait, i.e., staggers outgide 15” path,
loses balance, stops. reaches for wall.
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5. Gaitand pivottam ______
Instructions: Begmmlhngatymnomalpaee. Wheuluum“nnandmp, turn as quickly as you
can 10 face the opposite direction and stop,
ing: Mark the lowest category that applies.
0 .. Normal: Pivot turns safely within 3 scconds and stops quickly with no Joss of balance,
N pﬂ>5 (2) Mild impairment: Pivot turns safely in > 3 seconds and stops with no loss of balance.
C[‘ZY/" (1) Moderate impairment: ‘Tumns slowly, fequires verbal cueing, requires several small steps to catch
balance following wm and
(0) Severe impairment: Cannot turn safely, requires assistance to tura and stop.

6. Step overobstacle
Inspuctions: Begmmlhngaxymummz!speed. When yon come to the shoe box, mpavent, not
around it, and keep walking.
ding: Mask the Jowest category that applics.
¢ Normal: Isahletompovetboanhoutchangnggmspeed,nomdmfnrmba!anee
) Mlldxmpamnem. Isablewsupoverbox,butmustslowdownmdaqmmcpstoclmbox

(03] Modemtexmpamnent_ Is able to step over box but must stop, then step aver. Maqummvexbal
aneing.
(0) Severe impairment: Cannot perform without assistance.

7. Step around obstacles
Instructions: Bcgmwalkmgmnmnulspeed. Whea you come (o the finst cone (about 6° away), walk
amuudthenghtsadeoﬁt. When you come to the second cone (6’ past first cone), walk around it to the

Gr ing: Mark the lowest category that applies. .

3)/ Normal: Is able to walk around cones safely without changing gnit speed; no evidence of
imbalance,

) Mild impairment: Is able to step around both cones, but must slow down snd adjust steps to clear
concs

(1) Moderate impairment: Is able to clear cones but must significantly slow, speed to accomplish

sk, or requires verbal cueing.

(0) Severc impairment: Unable to clear cones, walks into one or both cones, or requires physical

assistance.

8 8§
Ilm:el‘lp:ns Walk up these stairs asyouwmlldathome(i.e. using the rail if necessary. At the top, tum
around and walk down.
Grading: Mark the lowest category that applies.
(3) Nommal: Altemnating feet, no rail
Mild impairment: Alternating feet, must use rail.

) Moderate impairment: Two fiest to a stair, must use rail.

(0) Severe impairment: Cannot do safely. -

Shumway-Cook A, Woollacott M. Mofor Control Theory mdAppIrcaaons,WTﬂmns & Wilkns
Baltimore, 1995 (p.323-324) ,
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Please answer "yes",

dizziness problem only. Fill in cach answer square completely.

1. Dnes looking up increase your problem?

2. Bacause of your problem, do you feel frustrated?

3. Because of your problem do you restrict your tra
for business or recreation?

4. Dues walking down the aisle of a supermarket
increase your problem?

Jun., 22 2dul 1Y:16AM P14

Yl

SSi#

Yes
0

0O

5. Because of your problem, do you have difficulty getting

out of bed?

6. Does your problem significantly restrict your
participation in social activites such as going out
dinner, going to the movies, dancing, or to partie

7. Because of your problem, do you have difficulty
reading?

- 8. Does performing more ambitious activities like
sports, dancing, household chores, such as sweeping
putting dishcs away increase your problem?

9. Because of your problem, are you afraid to leave yo
home without having someone accompany you?

10. Because of your problem, have you been
embarrassed in front of others?

11. Do quick movements of your head increase your
problems? '

12. Because of your problem, do you avoid heights?

13. Does turning over in bed increase your problem?

o

0o

o

Dizziness Handicap Inventory (DHI) o
The purpose of this scale is to identify difficulties that you may be experiencing because of your d

" tho' or "sometimes" to each question. Answer each question as it pertains

Sometimes
@

No
o
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. 12344 |
. ~[TT-(T-
Dizziness Handicap inventory (DHI)

’ _ The purpose of this scale is to identify difficulties that you may be experiencing because of your d
‘ " Please answer “yes”, "no" or "sometimes" to each question. Answer each question as it pertains

} dizzinegs problem only. Fill in each answer square completely.
( Yes -  Sometimes No
“ 14. Because of your pioblem, is it difficult for y o P o
to do strenuous housework or yardwork?
| 15. Because of your problem, are you afraid people o o ®
} may think that you are intoxicated?
1 16. Because of your problem, is it difficult for yo o o
walk by yourself? ©
17. Does walking down a sidewalk increase your o) -4 o]
problem?
18. Because of your problem, is it difficuit for you to (o] (@) @
‘ concentrate?
3 19. Because of your problem, is it difficult for you (o] O @
walk around your house in the dark? :
20. Because of your problem, are you afraid to st 0 S0 &
i home alone? _
| 21. Because of your problem, do you feel o o o
| handicapped?
22. Has your problem placed stress on your relationsh ® o
with members of your family or friends? o
23. Because of your problem, are you depressed? 0 ® 0
24. Does your problem interfere with your job or househ O (o) @
responsibilities? ‘
'25. Does bending over increase your problem? O ] (o)
. 11999 Balance Interim 3/6 29




INDIANA QP

119 Professional Center, Suite 305 . Indiana, Pentléylvahia 15701 - Toll Free 888-270-9222

(412) 319 A110

Fax (4112) 310 31 10

FLORENCE I. KING
SS # 184-32-4880
Dr. John Markley
January 29, 1998
Patient # 05700

MRI OF THE LUMBAR SPINE

HISTORY: eft: leg coldness and numbness, lateral aspect.

Occasional low back pain.

TEGHNIQUE:-_Imagés were performed in the sagittal and axial

Planes. - The axial images were angled through each disc space
from LzéJvthroughsL5~51.-'Routine pulse sequences were used.

FINDINGS: ' Comparison is made Wwith a CT scan of the
lumbosacral spine of October 9, 1997.

There is some desiccation of L4-5 and L5-S1 and to a
lesser extent L3-4. S : '

There is slight retro-listhesis of L5 posterior relative
to S1. - ‘ T ) .

‘A disc herniation is noted on the left at L5-S1. There
is left sided neuroforaminal harrowing at this level. ‘here
is lesser right sided neuroforaminal narrowing noted at this
level. There is some degree of bilateral neuroforaminal
narrowing of L4-5. ‘

' A disc bulge is noted at L4-5 and L3-4. The disc bulge
that is noted at L3~4 is best visualized on the axial images.
This is slightly more prominent on the left.

: Ligamentum ‘flavum and facet hypertrophy is noted from
L2-3 through L5-81. Mild central canal narrowing is noted at
L2-3. Mild central canal narrowing is noted at Li-4. Mild
central canal narrowing is noted at L4-5.

IMPRESSION:  CENTRAL CANAL AND NEUROFORAMINAL NARROWING AS
NOTED. A DISC HERNIATION IS NOTED ON THE LEFT AT L5-51.
THIS IMPINGES UPON THE EXITING L5 NERVE ROOT AT THIS LEVEL.

DISC BULGING AS NOTED. THERE ARE NO FOCAL ABNORMALITIES OF
THE CAUDA EQUINA OR CONUS MEDULLARIS.

Thankn ou for- giving us %h' opportunity to examine your
patifent - : '1/ / i %

ol

Christopher N. Hobbie, MD

L

CH\gca




119 Professlonal Center, Sulta 305 6 Indiana, Pennsylvania 15701 ‘ Toll Free 888-270-9222 (724) 349 3110
' : Fax (724) 349 3140

#08266

FLORENCE I. KING
SS #184-32-4880

Dr. Henry Delatorre
November 7, 2000

MRI1 OF THE BRAIN WITH AND WITHOUT CONTRAST

HISTORY: Patient is 59 year old female with the history of vertigo, occasional
headaches and neck pain.

TECHNIQUE: Routine pulse sequences were obtained in thin axial slices of the internal
auditory canal and also in the coronal pulse sequences following intravenous
administration of gadolinium. o

FINDINGS: There is normal signal intensity of the grey and white matter. There is no
increased signal in the periventricular region. There is no shift of the midline structures,
hydrocephalus or mass effect.

The cerebellopontine angle as well as the seventh and eighth cranial nerve
complexes are identified on either side and appear to be within normal limits. The right
and left orbits are normal on either side. The sinuses are developed showing no gross
abnormalities. There is prominence of the inferior turbinate of both nasal cavities.

Thin slices obtained of the internal auditory canal with and without administration
of gadolinium shows no evidence of abnorimalities or asymmetry of the internal auditory
canals. The seventh and eighth cranial nerve complexes appear normal. There is no
abnormal focal enhancing lesions identified.

Thé temporal lobes appear symmetrical. There is no abnormal signals noted in
the mid brain.

CONCLUSION: ESSENTIALLY NORMAL CRANIAL MRI.
*_~ESSENTIALLY NORMAL MRI OF THE INTERNAL AUDITORY CANALS.

Thank you for, givi he opportunity to examine your patient.

enedict Mariano, MD :
M/k]y LY




R ! DUBOIS REGIONAL MEDICAL CEN.zR .
- ' 100 Hospital Ave, DuBois, PA 15801

KING, FLORENCE I DIS. - OPW. Unit # 000303556 -~
. 253 WEST MAIN ST . -
.. SYKESVILLE : PA 15865 ° Age 59Y - '\'Acct # D0028700489

Date:10/17/00 Time:1533

DELATORRE, HENRY G DELATORRE, HENRY G

SYKESVILLE ba 15865 : SYKESVILLE PA 15865
- Chk-in # Order Exam 1

428206 0001 72787 CT-ORB. SELLA POST. FOSSA UNENHAN

Ord Diag: 780.4-DIZZINESS

CT TEMPORAL BONES: e

Computerized tomographic axial and coronal sections were obtained.
The patient refused intravenous contrast enhancement.

The internal auditory canals are unremarkable. The osseous structures
are intact. The mastoids are normal. The parapharyngeal soft tissues
are unremarkable. The middle ear structures are unremarkable.

IMPRESSION: THE STUDY IS LIMITED, SINCE THE PATIENT REFUSED
INTRAVENOUS CONTRAST ENHANCEMENT. _
THERE ARE NO DEFINITE ABNORMALITIES VISUALIZED.
AN MRI STUDY OF THE BRAIN MAY BE OF BENEFIT FOR FURTHER

EVALUATION OF THIS PATIENR.

-

" NIA CODE: P

/READ BY/ GEORGE M KOSCO

L /Released By/ GEORGE M KOSCO
10/19/00 0958
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875 GREENTREE ROAD
4 PARKWAY CENTER
PITTSBURGH, PA 15220-3610

49371 87-54-345
DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET
SYKESVILLE, PA 15865

7T ST SRR e 4

TEST PROCEDURE : TEST RESULT

UNITS REFERENCE RANGE

|AST u/sL eee 5-35 P
| JREA NITROGEN MG/DL @ee 8-25 P
| .IPID PANEL .
| CHOLESTEROL, TOTAL MG/DL 120-199 P
| HDL CHOLESTEROL = MG/DL 35-59 P
 _CHOLESTEROL/HDL RATIO = . @eel. 00-5,5@ P
LDL CHOL, CALCULATED = MG/DL , P
TRIGLYCERIDES MG/DL 48-199 P
: FOOTNOTES = \ o ?9J“ﬂ$§i
‘A=A HDL CONCENTRATION LESS THAN 35 MG/DL _CONSTITUTES A CHD W
RISK FACTOR. ~ A CONCENTRATION EQUAL: TGO OR GREATER THAN Qaﬁﬁ
€@ MG/DL CONSTITUTES A NEGATIVE;RISK FACTOR. e \
M)
. A
‘B= THE RANGE FOR CHOLESTEROL/HDL CHOEESTEROL REPRESENTS THE , \Q%?
7STH PERCENTILE FOR THE SPECIFIEDAGE AND GENDER OF THIS g

. PATIENT. THE HIGHER THE VALUE

:C= LDL CHOLESTEROL CANNOT BE CALC
CONCENTRATION EXCEEDS 400 MG/D

WHEN THE TRIGLYCERIDE
IRECT MEASUREMENT OF

LDL CHOLESTEROL MAY BE ORDERED
ADDITIONAL CHARGE. PLEASE CON
ONE DAY TO ADD THIS TEST. '

HIS SPEQ;HEN; AT AN
THE LABORATORY WITHIN

LT 16 u/L @ee 5-406 P
:REATININE , a.6 MG/DL Gee  0.5-1.1 P
'SH 6. UU/ML @EEd. 40-5.50 P
REFERENCE RANGES PROVIDED Bi ST _DIAGNOSTICS PERFORMING SITES
ARE ADULT/NQ] 4. SPECIFIC UNLESS /
@ = AGE RELATED, @@ = SEX REJ » @@@ = AGE & SEX RELATED PRINTED ‘
L ¢
| CODE v ADDRESS \/m\(ﬂ& A
‘ ==== '-‘_;x i =========:====§J====w;=
{ P WQUEST DIAGNQSTICS 875 GREENTREE RD., PGH. PA
1 ,Y L
‘ KING, FLORENCE I FASTIﬂG: YES ;CONSDLIDATED FINAL REPORT+ 5

- -RELA TORRE MEDICAL CLINIC +NOTE: SOME QR _ALL RESULTS WERE ERE!IQM&LX~B§§£EE§EL~__
: | (- Nor

~ Y




875 G AMTREE‘ROAD
4 PARKWAY CENTER
PITTSBURBH, PA 15220-3610

49371 25-54-099

814 894-5410 DELA TORRE MEDICAL CLINIC

231 HIGHLAND STREET
SYKESVILLE, PA 15865

'TEST RESULT

~OMF METABOLIC PANEL

! SODIUNM MMOL/L 6e@ 136-145 P
! POTASSIUM MMOL /L ee@ 3.5-5.2 P
‘ “CHLORIDE "MMOL/L @@ 99-189 P
! CARBON DIOXIDE MMOL/L Ge@21.3-30.5 P
| CALCIUN ' MG/DL éee@ 8.5-10.3 F
| "TALKALINE PHOSPHATASE o/ eeE T Jo-ITFo P
| AST “UsL eee 5-35 P
! ALT usL eee 5-40 P
BICIRUBIN, TOTAL  HMG/DL TTTEEE T @IZ-ICIP
GLUCOSE ' S . - MG/DL 65-109 P
UREA NITROGEN : ‘ BT - ) MG/DL e@@ 8-25 P
CREATINIRE L TeTs T HBY/DL TTTTTEEE TR SSILIF T
BUN/CREATININE RA*IO S 20.0 Gé@ 9.0-28.0 P
PROTEIN, TOTAL 6.7 "GM/DL GeE 6£.3-8.2 P
‘WEBUHIN 3.9 GM/DL @@ 37747 P
GLOBULIN, CALCULATED 2. 4 GM/DL @ee 2,2-3.8 P
A/G RATIO oo 1.4 Ge@ 1,0-1.8 P
i ST 19 o7l @@g -33F
%IPID PANEL . '
CHOLESTERQOL 24 MG/DL 120-199 P
HDL CHOLCESTEROL =R= 28 . MG70L 35=59 7P
CHOLESTEROL/HDL RATIO =B= 8. 7 @@@l.00-5.5a P
LDL CHGOL, CALCULATED 144 . MG/DL 75-129 P
TRIGLYCERIDES ” 358 MG/DL T 4@ 199 P
FOOTNOTES =

A= A HDL CONCENTRATION LESS THAN33 DL CONSTITUTES A CHD
RISK FACTOR. A CONCENTRATION EQUAL TO OR GREATER THAN
60 MG/DL CONSTITUTES A thATIVP RISK FACTUOR.

8= THE RANGE FOR CHOLESTERUL/HDL CHO ,STEROL REPRESENTS THE fQ{a\\

7STH PERCENTILE FOR THE SPECIFIED AGE ARD GENDER OF THIS
PATIENT. THE HIGHER THE VALUE‘ -HIGHER THE RISK FOR CHD.

i
[
|
{

3L W/ DIFF & PLT

WBC o 5.7 X100 ee@ 3.9-11.2 P
RBC | 4.42 ¢ o NMILLION eee 3.8-5.2 P
PAGE 1: CONTINUED GN PAGE: 2 00“§ﬁg
S B 1L LSO




873 G. .NTREE ROAD
4 PARKWAY CENTER
PITTSBURGH, PA 15220-3616

1

49371 09-54-099
DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET
SYKESVILLE, PA 15865

I IR

‘ .
[TEST PROCEDURE TEST RESULT UNITS REFERENCE RANGE
| “HEWOGLOBTIN 138 G/DL GeeI1 6155 P
| HEMATQOCRIT 41.1 = % @@e34.0-46.0 P
| mcv 92.9 FL @@E80.0-98.0 P
| “MCH — ch PG~ T eER27.0-34.0 P
’ MCHC _ 33.7 % 32.0-36.¢ P
. TOTAL NEUTROPHILS, % 58 % 38-80 P
| "BANDS, ¥ @ T T TSI P T
TOTAL LYMPHOCYTES, % 34 % 15-49 P
MONOCYTES, % 5 % ®-13 P
EOSTNOPHILS, % 2 T T 0-8F
BASUPHILS, % - 1 % 0-2 P
ATYPICAL LYMPHOCYTES, % o V% @-5 P
HMETAMYELOCYTES, % @ 7 F
MYELOCYTES, % 2 % P
PROMYELOCYTES, % ) % P
“WBC DIFF "SAMPLE 10 XY@ e =
RBC NORMAL P
PLATELET SUFFICIENCY NORMAL P
“PLATELET CUURNT CTI77@0@  /7CUMM Tew
150000- 400000 P
RDW 12.6 % @ee11.0-15.5 P
LT T 18 _ u/L e 5-40 F
' SH 8. B uu/ML @@@0. 40-5.50 P
~ REFERENCE RANGES PROVIDED -BY{QUEST DIAGNUSTICS PERFORMING SITES =~
ARE ADULT/NO . SPECIFIC UNLESS
@ = AGE RELATED, @@ = SEX RELATED, @@ = AGE & SEX RELATED PRINTED
PERFORMING . CODE BREAKDOWN
CODE PERFORNING SITE ADDRESS
P QUEST DIAGNOSTICS 875 GREENTREE RD.,PGH. PA

|

|

l

| \ING, FLORENCE I FASTIHQ
[

i

ES #+CONSOLIDATED FINAL REPORT» 3
OR ALL RESULTS WERE PREVIOUSLY REPDRTED

F M%L/“/ b-o"

K
 DELA TORRE MEDICAL CLINIC »NOTE: §




875 GREENTREE ROAD
4 PARKWAY CENTER
PITTSBURGH, PA 15220-3610

49371 S3-54-099
-DELA TORRE MEDICAL CLINIC
231 HIGHLAND STREET
SYKESVILLE, PA 15865

lTEST PRGCEDURE | TEST RESULT UNITS REFERENCE RANGE
———————————————————————— v --——fj~ T T e e e - ———--
~SH - . , 1_ 3.313 . UU/ML @@Ee0, 40-5. 50 P
‘ REFERENCE RANGES PROVIDED BY. _QUEST DIAGNOSTICS PERFORMING SITES =
1 ARE ADULT/NON-SEX SPECIFIC UNLESS
i @ = AGE RELATED, @@ = SEX REL@TSP, @@@ = AGE & SEX RELATED PRINTED
PERFORHING’SIfEWCODE BREAKDOWN T
CODE PERFORMING SITE Lf;g; _ ADDRESS .
P QUEST DIAGNOSTICS L @Vﬁ-" 37? GREENTREE RD., PGH. PA
’ A f/),/f o o -
. Aokered sy VALY
L// qgagoo
R - i e
: . e
KING, FLORENCE I «CONSOLIDATED FINAL REPORT« 3

- DELA TORRE HMEDICAL CLINIC «NOTE: S0ME OR ALL RESULTS WERE FREVIOUﬁkYMBERDBIEQMW
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| 03-15-01 " | Floren/ce King —_—

Patient is here for follow up of Hypothyroidism, PAT and Hyperlipi@emia. Patient apparently stopped the
Lipitor for her cholesterol due to diarrhea. Patient is being very tired with some things secondary to the

swelling of the PIP joint of both second fingers. .

IMX: Chronic Fatiqu Syndrome; Hyperlipidemia; Hypothyroidism; History of PAT; Osteoarthritis
PLAN: Drink lots of fluids. Advised the paiient tc exercise. , :

RTC: I month andPRN -~ ~ o Henry G. dela MD/lsm

TN B A \
o8

Dan¥ B li&ﬂj\ﬁ}jw - S (VN e

leg. Patient also has high cholestero} problems, chronic anxiety as'yvell as Hypothyroidism.

EXAM: Showed the patient to be slightly obese. Weight is 176 1/2 pounds. BP s good at 130/86. Pulse

is76. Resp. is 16. HEENT is unremarkabie. Color and hydration are fine. Ears are unremarkable but

A thomberg test is positive. Lungs are clear with decreased breath sounds. Heart is regular. Abdomen is soft
and nontender. Extremities with no edema. a

— IMX: Labyrinthitis; Vertigo; Dry Skin Right Leg; Depressiorr -+

v = . !
Comepn®oada, =R

e [ y¥ apd + = =le L Ky oxe
04-16-01 “ Florence King <

\
'

] ( ] ] 1
| 610 B86L9-L96-008-L SULOIUIID/ 2 ok

I PLAN: Patient will be referred to the Balance Disorder Clinic and 1o Physical Therapy. Meanwhile, will _
| keep the patieat on Prozac 20mg daily. R
RTC: 2 weeks and PRN . - Henry G. del orre, MD/ism —
: e 2

7
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11-16-00 " Florence King g %
Patient is here protocol check up. Patient is feeling dizzy on and off which is moderately severe Patient is

taking Meclizine about 3-4 times a day but don’t seem to be taking it on a regular basis. Patient denies any

ear aches. No headache. No nausea, vomiting or diarthea. No blurred vision, No chest pain.

EXAM: Showed the patient to be in no distress. Blood pressure is borderline at 156/80. Pulse is 72.

Afebrile. Weight is 173 1/2 pounds which is slightly over the 171 3/4 pounds in October. Ears are clear, No

inflammation of the tympanic membrane. No nasal congestion. Throat is not inflamed. Lungs are clear.

Heart is regular. Abdomen is soft and nontender, Extremities with no edema. No neurologic deficits noted.

Reviewed the patient’s blood test which showed the chemistries are normal. Cholesterol however is high

with total cholesterol of 244. HDL is low at 28. LDL is high at 144 with Triglycerides high at 358. CBC is

unremarkable. Patient’s TSH however is elevated at 8.11. Patient is complaining of being tired also.

Rhomberg test is positive.

IMX: Labyrinthitis; Hypothyroidism; Hyperlipidemia A
PLAN: At this point, will start the patient on EES 400mg one tablet QID. Also Synthroid is increased from —_—
-088 to 0.1mg one tablet daily. Start Lipitor 20mg at bedtime. Patient is advised on low fat diet, exercise

and try to lose weight. Advised of the possible complications especially liver-enzyme elevation. Patientisto

have a liver test in one month. Will schedule the patient for Mammogram. Patient was given Flu Vaccine

and Pneunovax due to history of chronic smoking, L

RTC: Protocol o Henry G. dela TOrre; m

RDS IVIT‘!II ’
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10-19-00 Florence King
Patient is here for follow up of CT Scan. Right side of the neck apparently is still hurting her. Coughing —
and phlegm is slightly colored. Patient is congested in the chest and the nose. Patient smokes 1/2 pack of —
cigarettes per day. CT Scan of the Temporal Bones are unremarkable. MRI study of the brain was
suggested so the patient will be scheduled for one if necessary. Physiologic functions are otherwise
unremarkable. Patient denies any significant dizzy spell or headaches. Patient persists to have low back
pain and also some discomfort in the ears. —
EXAM: Ears look good. No tendemess of the mastoids. Lungs are clear with decreased breath sounds. —
Heart is regular. Abdomen is soft and nontender. Patient has some tendemess of the low back area. '
Rhomberg test is still positive although the dizziness itself is much improved.
IMX: LBS; Labyrinthitis - I :
PLAN: Patient is to continue with Meclizine 25mg QID. Continue Voltaren since the patient don’t seem —
to have side effects from it. Use a heating pad and avoid bending, twisting or sitting to long. —
RTC: PRN and Protocol ﬂ,\

Henry G. dela Torre, MD/lsm

TELEPHONE RECORD ' =

| MESSAGE: URGENT OYES.ONO
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9-7-00 Florence King - DOB: 10-14 -1941

Patient is here complaining of swelling on her right side of her neck and a clicking in her right ear.
Further questioning patient she stated, that she had been doing alot of health cleaning for the last few days.
There is also one bruise site on the right arm which is consistent with ecchymosis.

EXAM: Her B/P is 130/78. HEENT appears to be normal with her heart being regular rhythm without any
murmur. Lungs are very clear. Her abdomen is soft and nontender. Positive bowel sounds. She does
have some cervical motion restriction with moderate muscle spasm of the cervical area is noted.

IMX: 1. Probable Cervical Strain 2. Hypothyroidism 3. Ecchymosis on the Right Arm

PLAN: Which regards to Ecchymosis is concerned will observe at this time. Maybe treat with heating
pad to the area. Will continue with Voltaren. I have suggested to the patient about muscle relaxer, but
patient refused that option at this point because it makes her tired. Heating pad to the area will also help.
Do alot of stretching and will follow-up with myself or Dr. delaTorre later in the month or PRN,

RTC: 1 month or prn.
Phuong T. Wirths, DO/mt a ;

i
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10-09-00 Florence King K& 3%
Patient is here complaining of dizziness again. Took Antivert in July and has been taking Antivert again
since then without relief. Patient also has some pain to the left supraclavicular shoulder area and also some
right flank pain. Patient is taking the Antivert TID. Denies any significant cold symptoms. No nasal
drainage. No fever or chills.
EXAM: Showed the patient to be in no distress. The rest of the phys1olog1c functions are unremarkable.
Weight is 170 1/2 pounds. BP is 140/80. Pulse is 62. Resp. is 18. HEENT is unremarkable. Ears are clear.
Tympanic membranes are normal. No significant nasal congestion. Rhomberg test is positive. Throat is
clear. Neck is supple. No thyromegaly. Lungs are clear. Heart is regular. No PVC’s. No gallop. No
murmur. Abdomen is soft and nontender. Extremities with no edema. No neurologic deficits. No
mastoid tenderness. There is also some fullness and soft tissue swelling of the supraclavicular space both
sides, a little bit more prominent on the left. No significant edema of the upper extremities but there is a
prominence of the veins.
IMX: Left Supraclavicular Swelling; Rule Out Venous Thrombosis; Right Flank Pain; Vertigo
PLAN: Advised the patient to increase the Antivert to QID. Will schedule the patient for CT of the inner
ears and the mastoids. Will start the patient on Maxzide 25mg one tablet daily.

RTC: 1 week

.

\
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. Henry G. delaiforre; D/lsm
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DuBOIS Mon Apr 16 15:44:33 EDT 2001

REGIONAL :

MEDICAL CENTER Ancillary Departments
NAME AND ADDRESS PREVIOUS NAME REGISTRATION DATE  TIME BILLING'N
KING,FLORENCE |

U 04/16/01 | 16:44 303556 0110600704
253 WEST MAIN ST AGE BIRTH DATE METHOD ARRIVAL SEX |RACE |M.S.
SYKESVILLE  PA 15865 COUNTY 59Y 10/14/41 2 WALK IN F{1 | D
1356 PA PT. FINCL. |ADMIT BY

TELEPHONE NO. (814)894-5410  s.5.n0. 184-32-4880 SER | Ma HW

EMPLOYER, ADDRESS, OCCUPATION, PHONE
HOMEMAKER

HOMEMAKER
SYMPTOMS OR ACCIDENT - HOW, WHERE, WHEN STAFF ALERT

PERSISTENT VERTIGO

NAME AND ADDRESS TELEPHONE (814)894-5410 | REL]EMPLOYVER NAME AND ADDRESS
KING,FLORENCE | SELF HOMEMAKER HOMEMAKER

| 263 WEST MAIN ST SOC.SEC.#
SYKESVILLE  PA 16865 184-32-4880
INSURANCE COMPANY PLAN POLICY HOLDER REL] POLICY # GROUP #
MA OUTPATIENT 200012 KING.FLORENCE;| 1 | 0019202555
MEDICAL ASSISTANCE P 20000 KING,FLORENCE i 0019202555
ADMITTING PHYSICIAN FAMILY PHYSICIAN REFERRING PHYSICIAN
DELATORRE,HENRY G DELATORRE HENRY G
BRI

Siload, f"""’g

(/7]
UPC 10320 |
No. 152L . 4
HASTINGS, UN

NOTE: This report is stvintly Confidantia
and Is for the information only of the pe reon
to whom it is addrese ==.3 mun Sponeing

cm Seaccepied ifltiam ‘ :

oiber person, INCLLDING

L i




Unviv Fiysivat 1eapy
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1 i P.O. B ox 447
DUBO 1S Reglonal 100 Hoggital Avenue
Medical Center ‘DuBois, PA 15801-0447

Outpatient Therapy: (814) 375-3372
Fa):?(814)375-30p4y9( )

Making the difference for life.
PHYSICAL THERAPY INITIAL EVALUATION

Patient: Florence L. King Date: 04/17/01
~Diagnosis: Vertigo '

Physician: Henry G. Dela Torre, MD

Primary Ins: MA Outpatient ’ ID#0019202555

SUBJECTIVE:

HOW INJURY/EPISODE OCCURRED: Patient is a §9-year-old female who reports that her first episode
of dizziness began last fall after she went on a fishing trip. Patient reports that she had dizziness off and on
for approximately 3 months; it then resolved completely with the help of Antivert. She was without any
dizziness until this past Saturday evening when she experienced a flare-up. She reports her dizziness is
worse now with lying on her (L) side or in supine. Dizziness increases with head movements. She is
taking Antivert currently with some relief. She denies any headache, nausea, or vomiting associated with
this, denies any hearing loss or tinnitus. She does report that she has a hissing sensation in both of her ears.
She states that she has some neck tension that makes her feel like it needs to crack. Patient denies any
history of migraine. She did have a minor head trauma 3 years ago when a box of curlers fell on her head
in a store. Patient had a MRI in the fall. It was negative for any significant findings.

PMH/MEDICATIONS: Medical history includes (L) Sciatica, OA, Thyroid difficulties, Fibromyalgia,
Heart Palpations, and High Blood Pressure. Medications include Antivert, Xanax, Tenormin, Synthroid,
Zorco, and Voltaren.

WORK TITLE/DESCRIPTION: Patient has been disabled since 1987.

PHYSICAL DEMAND CHARACTERISTICS OF WORK: Patient does live alone and takes care of all of
her own household activities. She enjoys fishing and spending time in the outdoors.

OBJECTIVE:

FUNCTIONAL STATUS AT ADMISSION: Patient is currently experiencing an overall decrease in
functional ability secondary to severe dizziness.

FUNCTIONAL STATUS PRIOR TO INJURY: Prior to last fall when her first episode of dizziness began,
patient had a full activity level.

PAIN: Patient denies any pain. She does report that her dizziness ranges from a 2/10 to a 10/10.

AROM/PROM: AROM of the cervical spine is WNL’s throughout. Patient does experience increased
dizziness with (L) rotation and (L) side bending.

STRENGTH: Bilateral shoulder strength is 4/5, (L) elbow strength 4/5, bilateral hip strength is 3+/5, (L)
knee flexion 3+/5, (R) knee flexion 4/5, bilateral knee extension 5/5, (L) ankle dorsiflexion 4-/5 otherwise
ankle is 4/5 to 4+/5 throughout.

SPECIAL TESTS: 5 times sit to stand test was 10.59 seconds without any loss of balance but with an
increase in dizziness. Romberg eyes opened was 30 seconds, eyes-closed was 30 seconds with increase in
sway. Standing on two pillows Romberg eyes closed 7.81 seconds with loss of balance to the (L). Tandem
Romberg eyes opened was 30 seconds, eyes closed 30 seconds. (R) knee unilateral stance was 10.16
seconds (L) unilateral stance was 12.84 seconds. Activity Specific Balance Confidence Scale was a 22.5%
out of 100%. Dynamic gait index was 18/24. Dizziness Handicap Inventory was 54 total points. Patient
with a positive (L) Halpike, positive (R) Halpike and a negative horizontal roll test.




Page 2

Patient: Florence I. King

P.T. Initial Evaluation (Continued)
BALANCE: See special test section above.

OBSERVATION: Patient was very apprehensive about lying supine and rolling secondary to severe
dizziness.

SENSATION/DTR'S: Intact and symmetrical.

GAIT: Patient presents with an unsteady gait pattern with veering bilateral directions. She is able to ascend
and descend 12 stairs with one handrail independently; however she experienced significant dizziness upon
descending the stairs.

TONE/PALPATION: Patient with increased tension in the (L) upper trap region with tenderness to
palpation in this area.

TREATMENT: Treatment was initiated this date educating patient regarding anatomical structures
involved was well as the pathology of BPPV. Completed the canalith repositioning maneuver x 2. Patient
was given post positioning instructions including avoiding quick head movements, bending over, looking
up, and lying supine for the next 24-48 hours.

GOALS:

Decrease subjective complaints of dizziness to a 2/10 at worst to improve patient’s functional abilities.
Increase ABC scale to 60% or greater.

Decrease dizziness handicap inventory by 20 points or greater.

Increase Romberg with eyes closed standing on two pillows to 30 seconds as indicator of vestibular
functioning.

5. Patient will be independent in a H.E.P. to minimize symptoms of vertigo.

PPN

FUNCTIONAL OUTCOMES: Patient to return to full prior activity level with decreased complaints of
dizziness.

PATIENT/FAMILY PA-RTICIPATION IN PLAN: Patient and her sister understand the goals and agree to
participate with the program.

UNDERSTANDING OF EXERCISE PROGRAM: N/A. Patient does understand the post posmonmg
instructions and agrees to comply with these.

PATIENT EXPECTATIONS: Patient hopes to experience an overall decrease in dizziness and increase in
functional abilities.

ASSESSMENT:

Patient is a 59-year-old female who presents with clinical signs and symptoms of BPPV as well as vertigo
that is interfering with her daily activities. Patient will benefit from continued physical therapy.

PLAN:

Patient will be seen 1-2 times a week for an estimated duration of 4 weeks for vestibular rehab including re-
positioning maneuvers, ROM activities, balance activities, and patient and family education.

Thank you for this referral. If you have any questions please feel free to contact me.

B RN
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| | understand that this consent does not include operations or any non-routine procedures or treatment, and that the risks and altematives for
such procedures or treatment, which a reasonable patient would consider significant to a decision whether or not to undergo such treatment or
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DuBdis Regional Medical Genter - Emergency Department °
100 Hospital Ave.

DuBois, PA 15601

(814)371-2200

Patient: Florence King, 303556
Date: 07/17/2000 Time: 01:28 .
Discharge Instructions

Learning Needs Identifled: lliness, Medication, Follow-up Care
Primary Language: English

Barriers !dentified: None -

Intervention for Barriers to Leaming: None

Teaching Methods Used: Printed patient instruction, Verbal Instruction

IMPORTANT: We examined and treated you today on an emergency basis only. This
was not a substitute for, or an effort to provide, complete medical care. In most cases, you
must let your doctor check you again. Tell your doctor about any new or lasting problems.
We cannot recognize and treat all injuries or illnesses in one Emergency Depariment
visit. Ifyou had special tests, suchas EKG's or X-rays, we will review them again within 24
hours. We will call you if there are any new suggestions. After you! leave, you should
follow the instructions below.

You were treated today by GEORGE JR PALMER, MD.

THIS INFORMATION IS ABOUT YOUR FOLLOW UP CARE

Call as soon as possible to make an appointment in 2 days to see HENRY G
DELATORRE, MD. You can reach HENRY G DELATORRE at (814)894-2448, 231
EAST HIGHLAND, SYKESVILLE, PA, 15865. If you have any problems before this
appointment, call the office.

SPECIAL INFORMATION
NO STRENOUS ACTIVITY STOP CIGARETTE SMOKING

THIS INFORMATION IS ABOUT YOUR DIAGNOSIS

LABYRINTHITIS.

Your inner ear is inflamed. This could be caused by a virus, bacteria, allergies, cerlain
medicines or a head injury. The inner ear controls your balance and is involved with
hearing. Thisis why youfeel extremely dizzy. Some peoplelose all hearing in the affected
ear. While these symptoms are scary, they are only temporary. The severe dizziness
should pass in a few days to a week. You may feel slightly dizzy for several weeks.

Follow these instructions:

¢ Rest in bed.

Do not drink alcohol, drive or operate machinery wher: you are dizzy.
Sit or stand up slowly.

Avoid sudden head movements.

Hold onto the wall or handrail when walking or using the stairs.

Call your doctor if you have:

* increased stomach upset or vomiting.

+ a severe headache.

* continuad severe dizziness lasting more than 10 days.
* any new or severs symptoms.

THIS INFORMATION IS ABOUT YOUR MEDICINE

MECLIZINE (Antivert).

Take this medicine in the following dose: 25 mg by mouth 4 times a day for dizziness.

This medicinetreats dizziness and an upset stomach that comes from motion sickness or
other medical problems. Side effects may include: sleepiness, blurred vision, dry mouth
or headache. Allergy would show up as: rash or itching, wheezing or shortness of

breath.

Follow these instructions:

* Use gum, hard candy, or ice chips for a dry mouth.

* Store this medicine away from heat, moisture or direct light.

+ Ifyoumiss a dose, take it as soon as possible. Ifitis almost time for your next dose,
skip the missed dose. Da not double the doses.

* Da not drink alcohol, drive or operate machinery while taking thic medicine.

Call'your doctor if you have:
* any sign of allergy.

Portions Copyrighted 1987-2000 LOC"‘ A» H

ks .v,,uu4

* any new or severe symploms.

YOU ARE THEMOSTIMPORTANT FACTOR IN YOUR RECOVERY. Foilowthe abave
instructions carefully. Take your medicines as prescribed. Mostimportant, ses a doctor
again as discussed. If you have problems that we have not discussed, call or visityour
doctorrightaway. Ifyou cannotreach yourdoctor, retum tathe Emergency Department.

“I have received this Information and my questions have been answered. | have

dlscusm}?ﬁallen es | see wlt:zs fan wllh the nurse or physiclan.”
/? Y A

*“Flarence King or Responsable Person

Florence King or Responsible Person has recelved this information and tellS me
that all questions have been answered.

Dt sCidonnss 20

DuBois Regional Medical Center Staff Signature Date: 07/17/2000 Time: 01:28

You may receive a survey in about a week from DuBois nglonal Medical Center
reégarding this
Emergency Department visit. Please complete the survey, as we are interested in
hearing '
your feedback ! Thank Youl

o aMe

= Gorporation Page * of 1
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| hereby acknowledge recelpt of these instructions, have read them and understand them. | further understand that | have had emargeeatm\ﬂe)&m_e_mwvt/may be released before all of
my medical conditions/test results are known or treated. | will arrange for follow-up care. DuBois Regional Medical Center-DuBois, PA 15801




L " \}
0 -

'3 I?OS-OG T-Svvtem, Inc. Circle positives. check normals. backslash \) negative.

S.
. DuBois Regional Medical Center 47
EMERGENCY PHYSICIAN
RECORD
Dizziness (5

TIMESEEN:__279Y  ROOM___ % emsmia
HISTORIAN' __p/au’ent —_Spouse __paramedics
__HXT_EXAM LIMITED BY: T .

HPI

chief complaint: weakness near-syncope

vertigo (person / room)

g g ST

started:

46T liks might pass DIt~

__light-headedness
__sense X cbnfusion

ti . e '7 ——————————————————
me COUfSB.d ‘ : __constant :
3 {3dual onset | —intermittent episodes lasting 1
_ Syl pres __better h |
__26ne now ) " e~ ]
lasted: b 4
| — I
e o e e et e e i e e o e e

quality:

[ falling / movement _ faihtad Qut

severity: worsened by:
maximum nothing

mild Jgnging position
severe {fovement of head

w~hen seen in ED- smf“ osition

gone al one

mild erare

severe

_che's}{t\ S
Aty :

]
P
]
]
|
]
. !
CVS_8LOOD LO |y T
_racing/irregular Peart beat__
!
!
i
]
i
l

Il

303556 00,19800262 07/16/00
KING,FLORENCE (

184-32-4880 F 68Y 10/14/41
PALMER,GEORGE JR
DELATORRE,HENRY

R e

ROS

NEU
heﬁhﬁp IheadWwigry___

_double vision

VESTIBULAR

hearingoss —
c:ﬂé?bang E éégj_ —.
earpain__~\

Gl &GU
__abdoi nal/pelvuc pain

"se'a_/vomiuhg : —

—swegung__

_ diar

__missed / lrregular ;;e-rl;c-is _ _

_L‘U}a(klbloéq stools_____

thm problems : atrial fib.

:diab\ insulin/ oral / diet ___ CAD angina CHF Mi
: Lataat-" .
__other praoblems
[dmin.
Surgeries: I cholecystectomy_____ 1

_cardiacbypass______

_pa‘bemaker |

__appendectomy.

__Recently seen/treated by doctor
Py ,.,,é_vnﬂ/{

ﬂfW

===

SQCIAL HX Zsmoker drugs
| alcohe) (rece / occasional)
FAMIL HXM oke __migraines _CAD ___

NKDA

ﬂ_ €e nurses note

Medications _ none ﬁses note

—ASA __ibuprofen __acetaminophen

! .
tonsullectofﬂym-a




303656 0019800262 07/16/00

'a’ﬁ/ursu'a Assessment Reviewed. 8P, HR, RR. Temp reviewad, KlNG,FLORENCE}I )
PHYSICAL EXAM Kiert _Anxious __IV — Hyperventitating 184-324880 F  58Y 10/14/41
‘Distress- _NAD _mild _moderate __severe _ - PALMER,GEORGE JR
- : _ DELATORRE,HENRY
HEENT —Pharyngeal erythema / tonsillar exudate . ”"m"m Ilm "m mll m""mm""m nmmm
_zmﬁl ENT inspectn  __TM erythema/duliness
| leral i —
_phf:/::‘ lnm —.scleral icterus / pale conjunctivae___ LQB_S_ 5& AYS, a @_PBQ.@B.E.iS_ ------- e
N-E cK .;hyrome—ga];_ ’ EKG MONITOR STRIP  NSR aboml T !
Sple :carotid bruitz;R/ L) - l EKG __NML Mby me. E(ewedby me Rate

RESPIRATORY

Seresp. distress
_=¥reath sounds nmj

}ylar race. rhythm
eart sounds nmi

ABDOMEN

<tegder
"?;b‘/r/g:nomegaly

zolor gmi, no rash
_f«‘.\r/mac,!:y

EXTREMITIES

2 nder
__narmgi ROM
_—mﬁ;al edema
NEURO/PSYCH
higher

functi
_‘ﬁggjnmson.
__"ood/affect nmi

cran}Lﬂerves-

ormal as tested

__uTTs equal,

-ound, and

g;uve to light
_EOM’s .nuact

nystagmus

ceyeﬂar-

‘ormal as tested

sensgsimotor
_ﬁr deficit
__»sensory deficit

__pronator drift ( RUE/LUE )

_-abnormal pin-prick sensation

_NSR __nml intervals _nmiaxis __nmi QRS __nmi ST/T
Vo ATE Ll 7 7T T

not/ changed from;__ T

__resp. distress
_rales/ rhonchi/ wheezmg_

CXR  [linterp.byme [JReviewed by me Cloiscsd wlnduoIng-
—nmVNAD _ no infiltrates __nml heart size ——nmi mediastinm

tachycardla lbradycardia___

_irregularly n'regular rhy:hm _
—fgallop (53/54)_ _ ——

__murmur grade ____ N3 sys / dias

not / changed from:

]
i
}
]
]
1
i
|
I
|
!
]
1
]
cscC - Chemistries Kl ?/’{} i
- '
1
'
|
!
|
]
|
i
]
1

__decreased pulse(s)* ¢ e e E
L. L e t normal except - . normal
WBC _ . . segs Gluc_ gﬂ}n CO2 24+ 2
__tenderness __ e =] .
__organomegaly / mass.  Heb - bands BUN_2/ Anion Gap
Ty Heroo o . lymphs - Creat ¥4 serum preg
e L S el s il

______ T L gt [ To—om— eos___ _A’J)g.?Y

heme positive stool ————= | | Head CT _omi O _~ Ay
—— LTI S ST oLE IS p— e
—cyanosis / diaphoresis /pallor ______ POStULal Vitals —nml __abnormak__ e
__skinrash | — e o= Time QC !f-' __unchanged @
___pedal edema e e T . ; -

e ek T B

DI oo ———W—WF@_M .

__slow responsiveness __ =~ ___ e . : ___ -
depressed affect. . . . T e -
__disorienced e

to: time p!ace person [

. ———— - S - . -
. e s - m———m—— —— ot = — " N = - // v N - (¥ e mm—— - e - -
__facial droop ( R/ L)____w_ _,______;____//- — - . .
__hearing deficic {R/L)_ e —— - - e e e

__tongue devuauon (toR/L) l — e

T hystagmus \ ) "~ will see patient in: oﬂice/ ED / hospital 75_,04 min min |
—nystag : !
fast c?mponent to: left right \ : . . ily regarding: __Prior records ordered 1
—unequal pupils , ~diggnosis Jneed for followup __ Addidional history from: |
Rpupil__mm L pupil __mm ) “Admit orders written family caretaker paramedics ¥
_EOMupalsy 000000 exZE fCmitorderswriten _ _ __family caretaker paramedics

__papilledema (fundiscopic)

—abnormal Romberg test
—_bnormal finger-nose-finger

ertigo - acute Acute Gl Bleed/ Hypovolemia
yncope/ Near Syncope Cerebrovascular Accident

—abnormal gaic ' ed Weaknes Cardiac Dsyrhythmia
- ifficuicy Transient Ischemic Attack
_weakpess - —— Hypervéntifation cute diffuse toxic

hemiparesis / hemiplegia (R /L ) Pregnancy . Vestibular Neuronitis- acute

=

" aitered light-touch sensation DISPOSITION- /ﬂﬁm a admicted [Jtransferred___

CONDITION- - ‘(] unchang




Time:
Results:

Emergency Department Record

ACCUCHEK

Initials:

HEMOCCULT

Time:
Results:

IV Fluid/cc/Medication Added

Initials:

Rate Size/Site \ ' Amount Infused

303556 0019800262 . 07/1
KING,FLORENCE | o100
184-32-4880 F 58Y ' 10/14/41
PALMER,GEORGE JR

DELATORRE HENRY G

(AR LT

l

Time D/C | Initials

Medication/Dose

Site #/Dispensed by lTime/EHecl Code
Physician

Code: R =

Reliet P = Partial Relief N = No relief

O = No adverse effect # = Pain Scale

Intervention

Wound Gare:

Type/Site

Comments Initials

Cleansed

Steri Strips

Dressing

Musculoskeletal

Splint

Ace

Immobilizer

Sling

Crutches/Walker

Immobilizations Removed

Gl

NG/Lavage Y )
Enema
GU
Catheter
Other:




59 DuBols Regional
Medieat Cloter Emergency Department Record Page 2 of 7
e oy fov b -

0. '” 303556 0019800262 07/16/00
Made of Arrival Arrived with Self Care 1ING [PLORENCE |

84-324880 F 58Y 10/14/41
PALMER,GEORGE J R
DELATORRE ,HENRY

mmnmmnmmmlmuuummﬂmm

Overall appearanced@Rormal O Frail O Obese
ith: O Self O Spouse Mood/affact: rt 3 Anxious 17 Crying

Lives : .

d , ooperative 3 Bluntedflat 1 Letharglc
%ﬁ:;ye barri?r (?:tlher_____ ‘ 3 Age appropriate 3 Combative 7 Confused
Translator R Ideations:

O Unresponsive 3 Uncooperative

independent
3 Total Assist

bulance 2 WC. 3 Self 3 Police
mbulatory 2 Carrigd 3 Parent 3 Friend
Gait O Steady 2 Sppuse I Delegate 33 Partial Assist

3 Unsteady QfFamily I~ 23 Child
Safety Measures Environmental

[\ Siderails uu&’ Family at bedside

_%Gﬁﬂ Bell 73 Security present

Trauma/Accidenis

lCardio Pulmanary

OYes o No

Chest pain
Location:

3 Driver 3 Passenger 23 Front 3 Back
2 Seat Belton 3 Air bag deployed

Type: 3 c§r 3 Truck O Motorcycle Breathing Radiation:
noact g g"’yf"’ g o LD Dvsone 0 Grunt Onset/Duration:
mpact: ron aC APNOIma; yspneic runting Pain Scale (0-10
J Rollover O Side O Stridor 03 Nasal flaring O Retractions ch r::ter' (0-10)
7 Helmet 3 Protective Clothing O Accessory muscles O Absent aracter.
Time of incident: 3 Other :
Extrication needed 71 Yes (3 No Cough: O Non productive 3 Productive O Dyspnea
3 Fall (___feet) = GSW Breath Sounds: , O Syncope
O Assault O Other - | O Not assessed / DNA O Diaphoresis
Prehospital Care / Treatment (X7 DNA| lear % Dinemappon: R’
OLSB OCID O Siff collar Rales/crackles. CARDIAC MONITOR %2f’
. O  Rhonchi/Coarse (3 Rhythm

a wot # at in Wh rv“; AL
a3 IV of # at in a /heeze a Pacemaker OYes O No
3 Accuchek O  Diminished ) ’ j
3 Meds: m] Absent 0 Neurological

eas: 3  Tracheal Daviation 3 Patient Stat

. a WD o a us
2 Splints a ] Loss of Consciousness ] Ye§ o
0, O NC (3 Simple 3 Non-Rebreather Oxygen: LPM Time' in] Witngssed _ Duratlon‘
Airway:0 Oral O Nasopharyngeal O NC O Simpleface O Nonrebreather |O Hnwntnessed g I}?codmu;ence

O ETT O EQA . . O Nausea eadache e
—_— O Tube O Humidified (O Ventilator 3 Vomiting ﬁ 3 Post ictal
Pulse Oximeter on at % | Visual disturbance Q—UY\*-»Q-""

B=Apprapriate verbal responses

Qgﬂpprﬁ gg:otir respcnses

Circulation

3 NONE & Unable to obtain

O CHF Color:  hNermal O Pale
a Ml Surgeries: 3 Mottled O Cyanotic -—
3 Cardiac Cath 3 Angiopfasty 3 Ashen {3 Jaundice . Pupils
3 Hypertension 0 CABG 3 Sallew 3 S-&qual
3 Diabetes 2 Hysterectomy ndition: m 3‘/0- 3 Unequal
3 Asthma/COPD 3 Appendectomy Condition: g’gg p Mrgist aeRedctive .
3 Seizures 3 3 Hot 3 Cold .. |3 Non reactive
3 Cancer 3 0 (;atTd & Fixed .
2 Stroke Pulses: Right et cow 5 Oth“gv(
3 Dementia Radial 3
3 Mental Hiness Normal &— k— et v
= Ulcers Thready 2 = Extremity movement
3 Gi Bleed Bounding 3 3 H dgrasr:s
3 Renal Disgase Absent 3 3 qua
3 M‘Vtﬁ(@ Pedal 3 3 o
’__ ' Normal 3 3 rong

Thready 3 .|, DO Weak

Bounding 3 . Leg‘mguvement

qual

J

Alcahol use: - Absent 2
Tobacco use: Capillary refill: _L}Mmds o é;lnequal
Catfine use: Bleeding:controlled JYes 3 Mo S M;TO::Q
. S O Wea

D Omo,_.‘ 6\.2:\|.nn/ | AN
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Emergency Department Record

KING,FLORENCE |
184-32.4880 F
PALMER, GEORGE JR

303656 0019800262

07/16/00

58Y 10/14/41 !

Mechanism of Injury/Description:

Musculoskeletal Injury/Wounds

DELATORRE, HENRY

(T

Red

Tearing
Matted
Burning/pain
ltching
Blurred vision
Loss of vision
Flashing light
Floaters
Foreign body

wju]sloluls]u)n]n]a -]

W LT

EARS D

Pain a

Drainage a

Decreased OO
Hearing

Other:

AS

]
o
a

NOSE/THROAT
O Epistaxis

O Rhinorrhea
3 Sore throat
3 Dysphagia
Other:

QO0ouQooooag

Injured at: 3 Work
3 See body diagram

O Home

0 Other

DESCRIPTION:

A - Abrasion
AM - Amputation
AV - Avuision

B -Bumn-1"2.3
C - Contusion
CR - Crush

- Ecchymosis
- Penetration
- Hematoma
- Laceration
- Deformity

o x o m

GI/GU/GYN

&dqmen:
Soft

O Guarding

Tenderness:
none
0 RUQ

J RLQ

Bowel Sounds:
resent

J Diminished

0O Hyperative

1 3 None .

Last BM

0 Distended
O Rigid

0 Lua
aLLQ
O Epigastric

Gl:
D Nausea
O Vomiting

-

O Diarrhea

O Dry heavw

O Rectal Bleed

4

O Flankpain R L
O Dysuria

0 Urgency

' 0 Hematuria

3 Frequency

O Foley
O Other

GU;
Mids without difficulty

GYN:
Fetal tones

O Vaginal bleeding
O Vaginal discharge
73 History of ectopic

| . Description:

Para __ Gravida

Ab

~ kel




o 303566 0019800262  07/16/00
. DuBouIRCezignﬂl : KING,FLORENCE |
Y Medicar Coater dot7 184-32-4880 F  58Y 10/14/41
Making the difevence for life PALMER,GEORGE JR
' DELATORRE,HENRY

L Illlﬂlllllmllﬂlllﬂllllllllllllllllﬂlﬂlll

Emergency Department Record

PATIENT PROBLEM LIST
Patient needs identified as: (Number to Prioritize) (Minimum of 1 need o be identitied)

—_ Alteration in body temperature:

—— Knowledge deficit:
M Aiteration in Comfort: U——é/\/e"bos._pj — Individual inetfective coping:

\
___ Alteration in fluid volume: : —__ Risk of infection
—_ Alteration in Oxygenation: __ Impaired tissue integrity:
__ Decreased Cardiac Qutput: __ Other:
{See Ghart and nurses notes for interventions and response.)

SCREENING CRITERIA Patient Home Phone Number/Room #:
Suspected Abuse: Adult/Child: x«ﬁ Identified Needs Initial visit: date:
{ ] Unusual/suspicious marks (i.e. burns, bruises’ welts, lacerations, punctures) Time:
[ ] Sexual abuse v . Signature:
{ | Domestic Violence: Patient verbalizes need for assistance. Fotlow-up: [ ] None
FOLLOW DRMC POLICY (PR-1, PR-1.2, PR-1.3), [ ] See Progress Note
Discharge Planning: Wentlfled Needs Initial visit: date:
[ ] Additional supportative services needed ugfon d/c (med. equip., Home Health). Time:
[ ] INITIAL Placement assistance needed before discharge. Signature:
[ ] Financial assistance required to follow treatment. Follow-up: [ ] None
[ ] Patient has an Advanced Directive but did not bn/g in a copy, follow up needed. [ ] See Progress Note
Pastoral Care: %106 Identified Needs Initiat visit: date:
{ ] Terminal lliness; Time:
[ ] Recent Loss of Significant Other; Signature:
[ ] Request for Pastoral Care Follow-up: [ ] None
it any of the above are indicated, PLEASE FAX THIS FORM TO THE SOCIAL WORK/PASTORAL [ ] SeeProgress Note
CARE AREA #3488 .

230 O mest A e > € 60— A fermau sty & 14N
(@\;32(,0/7@ () LS e fustre - e gl s Q/n@k/u_r/uppw

A faAld N Py s

9“/19/'%,1\,%_5{[&6«%6 oA Y AR ;QM’L%

Slgnatu_re: Initials: E‘_’l E Signature: Initials:



DUBOIS REGIONAL MEDICAL CENTER

| 100 Hospital Ave, DuBois, PA 15801
Mon Jul 17, 2000 09:32 am
Outpatient Summary Report

Pat Name: - KING, FLORENCE I

Unit #/Acct #: 000303556/D0019800262

Loc: ER 07/17/00 ,

Phys-Service: PALMER, GEORGE JR - *EMERGENCY ROOM

LRI S TS

Page: 1

*******************************************************************************

In: 07/16/00 2329 Rt R EEE T
Out: 07/16/00 2357
Coll: Time: 07/16/00 2325 ~----e-m-cmocmmeeoooo
Oorder Phys: PALMER,GEORGE JR

*STAT*STAT*STAT*
Result Name Result
3lucose (mg/dl) : 93
BUN (mg/dl) : 21 H
reatinine, Serum(mg/dl): 0.8
Zalcium(mg/dl) : 9.1
3odium (mEq/L) : 142
2otassium (mEq/L) : 4.8
hloride (mEq/L) : 104
fotal Co2 (mEq/L) : 24.7
‘nion Gap: 13.3
Jrder Comment: ROOM 10

n: 07/16/00 2329
Jut: 07/16/00 2348 | cBC & DIFF |
01l Time: 07/16/00 2325

)rder Phys: PALMER,GEORGE JR

*STAT*STAT*STAT*
lesult Name Result
IBC(X(10)3 ul): 10.16
'BC(x10 6/ul): 5.04
igb (gm/d1) : 15.3
et (%) : 44.8
licv (£1) - 88.9 -
'ICH (pg) : 30.3
JICHC (g/d1) : 34.0
e (X(10)3 ul): 195
DW-CV (%) : ’ 13.1
PV(£f1) : - 8.2 L
eutrophil -(X(10)3 ul): 7.14
ymphocyte -{(X(10)3 ul): 2.30
typical Lymphs - (X{10)3 ul): 0.08
onocyte - (X(10)3 ul): 0.43
ioginophil -(X(10)3 ul): 0.16
'asophil -(X(10)3 ul): 0.05
eutrophil %(%): 70.3
ymphocyte %(%): 22.6

(Continued on next page)

RUlo oo

Spec: Blood
Techs: V10718 T01752

[D0019800262/1204317]

Normal Range

. 70-110

7-18
0.6-1.3

'8.5-10.4

140-148
3.6-5.2
96-108
21-32
0-17

Spec: Blood
Techs: V10718 T01752

{D0019800262/1204317]
Normal Range

4.5-11.0
4.1-5.1
12-16
36-46
82.6-96.0
28.1-31.7
32.7-35.1
150-380
11.8-14.2
8.4-10.8
2.0-7.
1.0-3.

(S 8)]

0-0
.0-0.
0-0

.0
.0

KING, FLORENCE I
000303556/D0019800262

ose Costa M.D./Gregory Suslow M.D. ER 07/17/Q0
(F-10/14/41)
utpatient Summary Report Dr. PALMER,GEORGE JR
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DUBOIS REGIONAL MEDICAL CENTER . !
, 100 Hospital Ave, DuBois, PA 15801
Mon Jul 17, 2000 09:32 am
Outpatient Summary Report

Pat Name: KING, FLORENCE I ) Page: 2
. Unit #/Acct #: 000303556/D0019800262 :

Loc: ER 07/17/00

Phys-Service: PALMER, GEORGE JR - *EMERGENCY ROOM

I X R R R R R R E 2 E R R X R X R 2222222222222 2 X 2 R 2 R a2 2 2 22 R 2222 2 2 R A RaAR st i s X2y X 2
In: 07/16/00 2329 T e : Spec: Blood
. Out: 07/16/00 2348 | CBC & DIFF | Techs: V10718 T01752
Coll Time: 07/16/00 2325 = =  ——cwwcmaccaaa=

Order Phys: PALMER,GEORGE JR [D0019800262/1204317]

*STAT*STAT*STAT* A

{
|
\

" Result Name Result Normal Range

{(Continued from previous page)

 Atypical Lymphs (%) : 0.8

i Monocyte %(%): 4.2 0.0-8.0
'Eosinophil %(%): 1.6 0.0-5.0
Basophil %(%): 0. 0.0-2.0
Manual Diff: Not Indicated

Order Comment: ROOM 10

)
i

End of Report - 07/17/00 09:32am

KING, FLORENCE I
‘ .000303556/D0019800262
lose Costa M.D./Gregory Suslow M.D. ER 07/17/90 '
(F-10/14/41)
utpatient Summary Report Dr. PALMER,GEORGE JR




303566 0019800262 07/16/00

5c  KING,FLORENCE|
184-.32.4880 F  B8Y 10/14/41

PALMER,GEORGE JR .

DELATORRE,HENRY G
AR R A _
OEA> U WES!

ABG NORMAL
AMALYSIS RANGE

pH M 7.37-743
pCO, &J 37-43 mmHg
PO, 1 L* 90-105 mmHg
HCO, B 22-26 meg/L
B.E. _ \ 3-43

0, SAT.

CALCULATED _— > 95.0%

co, 21-30 mMIL

CO-OXIMETRY . NORMAL
ANALYSIS RESULTS RANGE

THo | .9
% O,Hb QLS >95%

% COHb . ‘4 <20%
% MeTHb 0.2 <10%
VOL % O, \ a.Q 14-24 VOL %

O INPAT. O OUTPAT/E(ERZ/STAT 0J ROUTINE {1 PRE-OP:

\3 NON
R DULABORED CILABORED OIREG. D IRREG.

PT. TEMP. CORRD uucory(

mjzm A~

NOTES:

) PALUNS
(el

OLeSHL UL sy Gyl

Ty | &320 A
) (fu) |BRe 225 __10[2, 5
CHART COPY

PULMONARY

NLIBOIS REGIONAL MEDICAL CENTER-DUBOIS, PA.

0,

0V 330dX3 0L AMp7s Y

XPOSER L ADHESIF

L R
2
o

HSTHAV 1ddd
RETIRER LENTEMEN

YN annun 1.4t

i

- U4y
$4

TAPE GRoyp U

4004 ININIINTT 4313

Jie3uny 143504

-

ADHESIVE

v -

VSN dn0yo 3dvL
REMOVE spowty To EXPOSE

Oy

YSER L ADKESIF

1350413 01 Ao 3

iy

OVE STRIPOF TAPE =
ATTACH SECOND REPORT




303556

07/16/2000 23:33:27
58 years Female

KING, FLORENCE

Duilois Regional Medical Cente
Dept: &# £R

Oper: KB

Rate 58 .
PR 155
QRSD 85
QT 421
QTc 413
-~AXIS--
P 52
QRS -4

T 50

. Normal sinus rhythm, rate

5

8

- NORMAL

ECG -

Doctor DnL ATOCr
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"MEDICAL RECORDS o simw ] ]

s - .

Wed Dec 16 02:25:14 EST 1999 ~

NAME AND ADDFIESS REGISTRATION DATE ] ORG DNR k 2 :8 \ 8 R
KING,FLORENCE | 12/15/99 ' Pp—
303556 9934800357
%EST MAIN STREET AGE BIRTH DATE METHOD ARRIVAL SEX |RACE M.
SYKESVILLE  PA 15865 COUNTY 58Y 10/14/41 2 WALK IN Fl1] o
035 PA RELIGION P.T. FINCL. |ADMIT BY
TELEPHONE NO. (814)894-5410  s.5.nO. 184-32-4880 SYKESVILLE UNITMETHODIST OSE MA

EMPLOYER, ADDHESS OCCUPATION, PHONE
HOMEMAK|

HOMEMAKER

ICD-9-CI/CPT4 CODES

{0

Y5.23

PT/PT REPRESENTATIVE STATES SYMPTOMS OR ACCIDENT - HOW, WHERE, WHEN
COLONOQSCOPY

STAFF ALERT

ys3 ¥

DDRESS

NAME AND ADDRESS TELEPHONE (814)894-5410 REL{ EMPLOYER NAME
KING,FLORENCE | SELF HOMEMAKER HOMEMAKER
130 WEST MAIN STREET . SOC.SEC.#
SYKESVILLE PA 15865 184-32-4880
INSURANCE COMPANY PLAN POLICY HOLDER REL| POLICY # GROUP #
MA OUTPATIENT SURGER 200015 KING,FLORENCE:l 1 | 0019202555
MEDICAL ASSISTANCE P 20000 KING,FLORENCE | 0019202555
E.R. PHYSICIAN FAMILY PHYSICIAN REFERRING PRYSICIAN CONDITION ON ARRIVAL | PT PREGNA)
DELATORRE,HENRY G DELATORRE,HENRY l’%}s&w QAR UYM
] POOR  [JooA [JDONA
REASON FOR ADMISSION / CHIEF COMPLAINT / ASSESSMENT \{ TAST T LmP
Triage Status:] (O Emergent O Urgent Non-urgent
7T
L —
7 A - . A g
é’ / v » =~ "
> y 7 z 4
p, LAl K P2 22 =

N 7/{/U /Z/‘//?”W//bﬂzm

{Method of Validating Kp?wledge M Verbalization

Z TIME // y >
SICIAN: % TEMP., 'i " PR
H Ll | 115 ) PULSE .
I g
S H Aw\_tD u AN NOTE ”Mnﬂrf ia ﬂ?vnh-}ﬂ,, S il et
T mdegf R RZAY I FEAW T I ER £
0 Or the
5 to whim n iw agldracsne
e Fo /7~ can b s AR
E 7 L P L B R TR
Qi{ﬁ’{"!? ) & 1% [EL IS o s -
x + fom 38 JRemd A .
M
D
X
T
F
vy L e P e =X e o
r 4
M / f;l( l("
5 ‘ / N\ J -
T ] ADMITTED SENT  ReTurNTO O DEceasep CONDITION X a (m] 6# ]‘
ROOM NO. HOME WORK ] TRANSFERRED ON DISCHARGE  SAUIS FAIR  POOR TIME:

{ |F-D- NOTIFiED CONSULTING PHYSICIAN O F.D. REQUEST O oncALL [0 CORONER NOTIFIED FOLLOW-UP CARE EIFAMI PHYS.
N [TimME o TIME: O PpATIENT REQUEST O poLicE TIME: O xPRESS CARE ER PHYSICIAN
S [roLLow INSTRUCTIONS ON I neao inury [ cuctures [ strep screen O piaNosTic Test O Lag TesTs O x- RAY/EKG's [ spranssTRAN/conTusion OO nosesteeos CJu.Ri. [ eve care
; PATIENT'S ‘Nm}‘m 108 CopY FO UND BND BURN CARE [J GASTROENTERITIS AND/OR ABDOMINAL PAIN O auerGy INJ. d URINARY INFECTIONS DCARE OF CHILD AND FEVER DANIMAL BITES D CASTS

OTHER [J TETANUS INJECTION
lé hnsrnu on&)?(zr MU'\ZN > —— MEDICATION ALERT
T el pareiec d Aeec . ol ot 04-4_/ MEDICATION USE
1 7 : 4
o] X
N \
S

O Return DJQLnsqanon l / J other: 4

foavicaTr —7

-1

P L =




I3 . . -

Wed Dec 16 11:44:03 EST 1999

'DUBOIS REGIONAL MEDICAL CENTER ~ MEDICAL RECORDS [srnerpmsswa ]

NAME AND AGGRESS REGISTRATIONDATE  TIME | ORG DNR | RNED): HEC! NIy TR EIG Nt
\ "I‘g:)G\'I\'I:IE-(S)"I"‘EI\::IIEu'STREET 121169 | 00:00 303556 9934800357
| AGE BIRTH DATE METHOD ARRIVAL SEX RACE [M.S.
SYKESVILLE  PA 156865 COUNTY  : 58Y 10/14/41 2 WALK IN F|l 1| p
035 PA RELIGION PT. FINCL.  [ADMIT BY
TELEPHONE NO. (814)894-6410  s.s.n0. 184-32-4880 SYKESVILLE UNITMETHODIST OSE MA
EMPLOYER, ADDRESS, OCCUPATION, PHONE ICD-9-CM/CPT4 CODES

HOMEMAKER

HOMEMAKER
PT/PT REPRESENTATIVE STATES SYMPTOMS OR ACCIDENT - HOW, WHERE, WHEN

PROCTOSIGMOIDOSCOPY

STAFF ALERT

S

NAME AND ADDRESS TELEPHONE  (814)894-5410 EMPLOYER NAME AND ADDRESS
KING,FLORENCE 1 SELF HOMEMAKER HOMEMAKER
130 WEST MAIN STREET SOC.SEC.#
SYKESVILLE  PA 16866 184-32-4880
INSURANCE COMPANY PLAN POLICY HOLDER REL{ POLICY # GROUP #
MA OUTPATIENT SURGER 200015 KING,FLORENCE:;! 1 | 0019202555
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AUTHORIZATION FOR EMERGENCY, OUTPATIENT, OR
SHORT PROCEDURES UNIT TREATMENT

L M@» (or ‘
for y ), voluntarily authorize and consent

to diagnostic procedures, e inations, @nd/or medical care as prescribed by, or deemed necessary

in the judgement of Dr. for

¢ [J Emergency Treatment
[ outpatient Services

wo——

Short Procedures Unit Services

I understand that this consent does not include operations or any non-routine procedures or treatment,
and that the risks and alternatives for such procedures or treatment, which a reasonable patient would
consider significant to a decision whether or not to undergo such treatment or procedures, will be
explained to me by my treating physician or another physician designated by him.

| certify that no guarantees have been made to me as to the results of treatments or examinations in the
Medical Center.

This form has been explained to me and | certify that | understand its contents.

N Ao N
‘Signature of Patient Re a/tnoﬁshlp Date/Time

///4%//,&%

Patient is unable to consent for the following reason:

Signature of Patient Reéresentative Relationship Date/Time
Witness
A.M.
RELEASE FROM RESPONSIBILITY FOR DISCHARGE DATE TIME P.M.
| am leaving (or taking from) the

DuBois Regional Medical Center against the advice of my physician. | have been informed of the risks
involved in this decision. | hereby release the DuBois Regional Medical Center, its staff, and my physician
from all responsibility for any ill effects which may result from this action.

L)

WITNESS

Signature of Patient/Patient Representative

Relationship



DISCH ARGE INSTRUCTION  Dusois Recionat MeoicaL Center 303556 38y OSE
FOR GI LAB DuBois, PENNA. KINgG C+.FLORENCE 1

D[LATORRE.HENRY G

YOU ARE URGED TO FOLLOW CAREFULLY

10714741 F oo
2718/
1284-33-4880 99343003593

A ot

THE FOLLOWING INSTRUCTIONS:

You may eat ; diet.

)Z/EBQQIQS,GMQ,DQSQQEX : Qoo s C{m&( T(a(
. You will need tj ngpel all froI re%m o allow bowel retum to normal size. |

3. Observe for rectal bleeding, severe abdommal pain, fever - - If these symptoms occur, notify physncxan or
go to Emergency Department. W
4. Follow physician instructions. T S W\éb Q’ é‘y\i

ESOPHAGEAL DILATATION () [ U)(L O

1. You may drink and eat one (1) hour after procedure is completed.
Observe for excessive expectoration of blood or difficulty swallowing - - If these Symptoms occys, potify
physician or go to Emergency Department.

3. ore throat develops, gargle frequently with warm salt water.

4. Foliqw physician instructions.

iASTROSCOPF
1. You will be dyowsy today; rest; no driving for 24 hours.
2. You may drink\and eat one (1) hour after procedure is completeg:
3. If sore throat develops, gargle frequently with warm salt water’
4. It difficulty in swallowjng occurs, notify physician or go to Emergency Department.
5. There may be mild tenderness at the intravenous sitefor a few days; apply warm, moist compresses.

COLONOSCOPY

1. You will be drowsy today; rest; nodriving f6r 24 hours. :

2. You will need to expel air from recturyt6 encourage bowel to return to normal size; you may have gas for
1 1o 2 days - - a heating pad or a hof tubbath may relieve gas discomfort.

3. You may resume normal diet. '

4. Observe for excessive rectat’bleeding, severaxabdominal pain, fever - - If these symptoms occur, notify your
physician or go to Emergéncy Department.

5. There may be mild tepflerness at intravenous site fora few days; apply warm, moist compresses.

6. Follow physician jnstructions.

DLONQSCOFY WITH POLYP o]
1. Followcolonoscopy instructions.
2. Allewed diet.

3_Expect a small amount of rectal bleeding. If excessive bleeding occurs, not

hysician or go to Emergency
Department. - :

fok
kg

O

| CERTIFY THAT | HAVE RECEIVED A COPY OF

DR

X L s
INSTRUCTIONS FOR %Mﬂ% %"Kl h

| CERTIFY THAT | HAVE RECEIVED AND UNDERSTAND PHYSICIAN'S SIGNATURE
THESE INSTRUCTIONS FOR MY FOLLOW-UP CARE.
\ PATIENTS SIGNATURE

J
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MEDICAL HISTORY AND PHYSICAL SUESTASDUUNLENNE 38 ¢4 S48

. 17d-32-4680 9334800357 |

EXAMINATION FOR OUTPATIENT SURGERY - .
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HEART ___ [ff7C _____LUNGS Ceem A
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RECTAL__su Kotk SKIN e - el ety
EXTREMITIES/BACK by wopn O AP A '
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OPERATIVE REPORT ] DATE: 12/15/1999
DUBOIS REGIONAL MEDICAL CENTER _
DUBOIS, PENNSYLVANIA

10/14/1941
NAME: KING, FLORENCE | 9934800357 - 000303556 OP
SURGEON: H.G. DelaTorre, M.D. ASSISTANT:

"PREOPERATIVE DIAGNOSIS: Rectal bleeding.

POSTOPERATIVE DIAGNOSIS: Sigmoid diverticulosis.

NAME OF OPERATION: 77 Plogtdtd flersTs b rrivts ey

FINDINGS: No significant hemorrhoids noted, no features noted. Patient had pelvic examination
and also Pap test done recently. We showed the patient status post hysterectomy with no

associated bleeding.

PROCEDURE: The procedure was explained to the patient right before starting the procedure.
Patient was initially scheduled for colonoscopy but the patient backed out and was afraid of being
given some sedatives or IV medications. | explained to the patient then that at least we will do a
flexible sigmoidoscopy to take a look at the lower part of the colon. Patient agreed for the
procedure. Patient was then placed on the table in the left lateral decubitus position and then an
Olympus flexible sigmoidoscope was used. Rectal examination was done first before inserting
the scope. The scope was inserted without difficulty up to the splenic flexure. No significant
pathology was noted, except a few scattered big diverticulosis in the sigmoid colon. No active
bleeding was seen from the diverticulosis, but cannot rule out bleeding more than a week ago.
The patient tolerated the procedure very well and most of the air was removed also.

D: 12/15/1998 12:01 P
T. 12/18/1999 9:11 P HGT/der
DOCUMENT NO: 116162
/"'7/\

Job/Tape ID: 002377
H.G. DelaTorre, M.IV.

ce: H.G. DelaTorre, M.D.

L]

Chart Copy
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DUBOIS REGIONAL MEDICAL CENTER KING,FLOREN
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’ DUBOIS, PENNSYLVANIA
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CLLATCRRE,ZHENRKY G

I
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1

|
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. 1C/)1e/a) r 12715799
CONSENT FOR SEDATION | 1ee-32-dsec 9934500357
AND SPECIAL PROCEDURES
. / 2 l / .

- 1. Tauthorize the perfomﬁnce upoxxﬁ7%%"(// %%JQ .of the following operati

~ [progedure f [N\ _ AL LY /s - /2

| 0 \ e DOSS tola, N0y

- td be performed under t direftion of Dr. 1L a £ . He is authorized ko utilize in the

performance of the procedure, the service of such assistant(s) a he may désxgnate

2. If conditions arise during the course of the procedure or while I am sedated, which makes it medically advisable
to extend procedune or to undertake procedure different from those set forth above, I authorize
Dr. physician authorized by him, to perform the procedures as are advisable in hxs/her

judgment for my health and safety.

' 3. Iconsent to the administration of such sedatives as may be considered necessary or advisable by the physicians

|
J | responsxble for this service.
revealed by the pictures or the descriptive text accompanying them.

" have been explained to me by Dr.

answered to my satisfaction.

[ LZ// e Hovee 2257 A S

| Wlt?és (Signature of Patient)

|

até-Time)

4. For the purpose of advancing medical education, I consent to the taking of photographs provided niy identity is not

5. Iacknowledge that the nature, purpose, 711!3 of such procedure and possible alternative methods of treatment
1777 220 . I have also been informed that there are risks

such as perforation of the esophagus, stomach or colon, which may result in hospitalization and further treatment.

Bleeding may occur at site of biopsy or polyp removal. Other risks may include but are not limited to drug reactions
and complications from unrelated diseases. I acknowledge that no guarantees have been made to me concerning the
results of the procedure. Iacknowledge that I have all the information I desire, and all of my questions have been

The patient described herein is (a minor) (unable to give his/her consent), and I am giving consent of his behalf. I further
5 varrant and represent that [ have full and legal authority to give this permission. _

Signature of person giving consent (Relationship to Patient)

‘ esult that may be obtained.

(Date-Time)

have explained the nature and purpose of the above procedure, possible alternative methods of treatment, the risks
- nvolved, and the possibility of complications have been explamed No guarantee or assurance has been given as to the

| (Signature of Physician)
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CASTEEL CHIROPRACTIC CENTER
1.0 NORTH MAIN STREET

DUBOIS, PA. 15801 | Case#Aiﬁi_x-rays

814-371-8686

Name \‘Z‘Z/Mdb 76//4'4 _Ins. _,;‘ | . I _ ,_,___H___Zﬂ

~,
N,

Address MMM Phone (home) Y - XGNI«_(,“ )

Employment Phone (work)
fodies® —paTe oF ThoRY (ST 90 roe Llyser | R e TR
[:)A:E - ADJUSTMENT AND REMARKS ol Tt ag | et
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. 'CASTEEL CHIROPRACTIC CENTER

,"¥ 10 NORTH MAIN STREET | 3323 px:
1 pmors g e . T
LT _ _ o LEVEL
neme __ /072008 N2 _ w T
Address J ‘ " Phone (home)
Employment Phone (work) -
Address Age Sex Ref. by .
DATE OF INJURY CLAIM #
DATE ADJUSTMENT AND REMARKS Total | *PT/in*
MO | DD YR . Fee Paid Adj. Bgl.
B PATIENT pREV/IOUS,BAngE '
NV Ao | g A . () Lp SV Fudd 2 5
Q [ GO CRZLy2)
A 7@
| P _ ' .
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INITIAL REPORT .

10: . CLAIMS MANAGEMENT INC CLAIM # 99518770

PATIENT FLORENCE KING

EMPLOYER N/A DATE OF INJURY/ONSET 02-28-1999

1- . Incident of Injury. HOT CURLERS BOX FELL ON HEAD _IN FRONTAL_ REGION |

WEIGHT OF BOX WAS 8 TO 10 LBS. INCIDENT OQCCURRED AT DUBOIS
NECK PAIN & HEADACHES WAL-MART STOR

2. Patient’s Complaints

3. Objective Findings (Examination) 'Trf'lf‘(”@ _f'U)" ce (& _Pecc m @ﬂwﬂ[-@
Ot thll s e @) (f corviest [lowean  forr e esofCnsiv YD

genad o f~fhon .
4. X-Ray Analysis Summary At o-d (AT Cevvicor Ly Yo rept  revesleed
'-)'Lve, [3 (/U(—c/l::lﬁ\ !

# 839.06 VERTEBRAL SUBLUXATION OF CERVICAL SPINE Cc-6

5. Diagnosis — ICDA
CERVICALGIA 723.1 784.0 CEPHALGIA

6. Allernate Summary (Comments)

7. Disability Data

Examination Forms Attached? O Yes 0O No
Additional Evaluations Attached? [ Yes U No
10. Accldent Report Attached? {1 Yes 0O No

7
W%& . w//az/q’

_~Doctors Signature i - Date

Completed by _r/;-(?‘bsé'é/

Al08
Roordar H.J. Ross Co. (714) 538-2130
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CASTEEL CHINOPRACTIC CUTR

100 Malw St,
buBois, PA 150601

Noma F/or ence k'/‘/jl\/y ' _
Data f'e' 16 //Z/ /??7 ) —_

_,u .‘s> 1

OUCH! OUGH! OUCH!

Havo you had nn sccldent or un njury slnce your lnst Adjustinent?
Ase Guve Dare

% b////IJU

as .

I so, pleiso descrlbo the |n|ury and how It happened, S

——

7 war /9&/7/';'(/ o of fy cav_cl) v b/l Landia,
4N @IIJC/ A)?L @ kh e @.Uy‘/;(f (4) /)ﬂp\ /J,:/

— /)
Lohcfe-'l( Cou/h also /Mf’s«_? ph bl Grea
DId-1| happen ul work? You Mo 2%
Was Il an automoblle accldent? Yes No 2=

Whera Is your paln? Pleaso describa tha locallon, (Low back; leg paln, necl: paln.)
Fypa ol pala, (Sharp, dull, numbness, burning, slc.)

4«/"~ \_/}@ /\/[) /)fll.ﬂ ;5 Sevrupe” e J‘Af/',{) 54/‘,3/{,_‘

7. : / 7

/A .
4

Pleaso {0 out and glva to our Hecapliontst,

~ J

. Slgnatuca




PERSONAL INJURY QUESTIONNAIRE

‘ Name p) vre f\C e /(l i~ - ' Phone (F4<y ) j:_?_‘z‘__f‘i/_a
\, Address [ 30 b Ma oy S 7 City S* Kesu, (lo. State _ /4 Zip L3 FeS™
| Age_3 & __ Birthdate J&—/4—- /0 sex_/~ sis# _1FH-F 2724550 |
j Employer's Name Employer's Address
Your Ins. Co. . Policy # Agent’'s Name
. Name on Policy (If olher than self) Policy #
Hesponslblé Party’'s Name
Address City State Zip
Policy Holder's Name Policy #
ATTORNEY
Name : _ Phone ( )
Address City State Zip
I Were there any witnesses? ( )Yes ( )No Name(s)
! NATURE OF ACCIDENT: .
1. Date of Accident _2~J = /959 Time of Day /"7 17—
2. Were you: ( ) Driver ( ) Passenger ( ) Front Seat . (. ) Back Seat
3. Number of people. j,n__‘):our vehicle? __ Were you wearing séat beits?
4. What direction \;lere y\au...,neaded? { ) North { )East ( )South ( )West
‘ on {name of strest) - : _
% 5. What direction was other vehicle ;;Sédeq_?’ - ( )North  ( )East { )South { )West
; on (name of street) N
i 6. Were.you struck from: { )Behind ( )Fm;ﬁ' RN ) Left side ( )Right sl.de
i 7. Appfoxlmate speed of your car ___ mph Other car mph |
i 8. Were you knocked unconscious? { )Yes ( )No If yes, for how,!ong? ~ — .
‘ 9. Were police riotifled?  ( )Yes  ( )No 0l ) hox 2§ {7 o o whe

10. In your own words, please describe accident: \* ov_ QUR\RR QO;L el oy

?"\,ﬂ [/(';f’éu ZL< /

Ny py TDHeRas WAL MART o a-a¥-99

’:,) :,12'\

11. Did you have any physical complaints BEFORE THE ACCIDENT? ( )Yes 0/ ) No If yes, please describe in detail:

12. Please describe how you felt:
" a, DURING the accident: éﬂﬁﬂd/ﬂe{l\.e.% 'f)l]lr\ (v hend = Aec X

b. IMMEDIATELY AFTER the accident:

c. LATERTHATDAY: Head dche v fle kK Lriw STiess in nec X

C_‘Ji?(/-\ e )

. 4.5./( o I e ain
d. THE NEXT DAY: SH e

\




14.

16.

17.
18.

19.
20.

21.

22.

23.

3/ TG | L e S

13.

. B Ve . -~ N
What are your PRESENT complaints and symptoms? A enclAc jlfi,, /JA:.' A ¥ Jhpesy (o pec X

7 jjl o )G,e s

Do you have any congenital (from birth) factors which relate to this problem? ( )Yes {—}No Ifyes, piease describe:

. Do you have any previous ilinesses which relate to this case? ( )Yes (- YNo If yes, please describe:

Have you ever been involved In an accident belose? ' ( )Yes ("Tﬁa If yes, please describe, including date(s) and

type(s) of accidents, as well as injury(ies) received.

Where were you taken after the accident? Z"/O e

Have you been rcaled by another doctor since the accident? () Yes ()() No If yes, please list doctor's name

and address:

What type of tr-:atment did you receive?

Since thls inju:y occurred, are your symptoms: { )Improving ( ) Getting Worse { )Same
CHECK SYMP10OMS YOU HAVE NOTICED SINCE ACCIDENT: ' |
B4 Headache O rritablity ] Numbriess in Tces (J Face Flushed [ Feet.Cold
& Neck Pain [ Chest Pain [J Shortness of Breath [} Buzzing in Ears [0 Hands Cold
[Z) Neck Stiff J&) Dizziness (] Faligue (] Loss of Batance (J Stemach Upsel
I3 Steeping Pi:ihlems [’} Head Seems Too Heavy [} Depression {J Fainting [ Constipation
{71 Back Pain {7) Pins & Needles in Arms [ Lights Bother Eyes (J Loss of Smetl 3 Cold Sweals
I7) Nervousne: 5 [l Pins & Needles in Legs [ Loss of Memory () Loss of Taste O Fever
I3 Tension [J Numbness in Fingers 2] Ears Ring [ Diarrhea W]

Symptoms Other Than Above

Have you lost time from work as a result of this accident? ( )Yes @Q)\No If yes, please éomplete this question.

a. Last Day Worked:

b. Type of Employment:

c. Present Salary:

d. Are you being compensated for time lost fromwork? (" ) Yes { )No Ifyes, please state type of compensation

you are recelving:

Do you notlce any activily restrictions as a result of this injury? ( )Yes { )No Ityes, please describe, In detail;

Other pertinent information:

DATE ¥ PATIENT'S SIGNATURE

i Reorder H.J. Ross Co. (714) 539-2130
‘ f~ADR
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Flease indicate the arcas of your pain on lhe ligures above. Then mark
the severily of your pain on the scale of 0-10.

Poscribe any changes in your condition or any nevi Concerns;

_ [/C wd Ache P 1a /Lq')&/’  Diezy T

..1»2.!‘0'/‘(77 /\//\ AT /V\\/ yelve . Kor Abe—T A )’"’(h\l—/m
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IERE CASE HISTORY RECORD

DATE q"‘(iv Cf)\ : | CASENO. (3328

{/SOC.SEC.# 159-32-YF50

INSTRUCTIONS: PLEASE PRINT \BIRTHDATE: _/d =~/ Y~/

NAME f’))l 1 o , pZO'?/pM .l L Jo
LAST FIRST INITIAL AGE

ADDRESS (Q(}""l goj 3 2 Dok s ﬂf‘ 1§ €0/

. NO. STREET CITY STATE up

MALE  FEMALE____ ¢~ NUMBER OF CHILDREN S

MARRIED__ | SINGLE - OTHER [Jjver ce d

EMPLOYED__ Y& 5 [ FULL-TIM STUDENT PART-TIME STUDENT

TELEPHONE___ S 77— 5L \%ﬂw 7 OCCUPATION__ IS /-y 7€ 4 p—

BUSINESSPHONE_S 7/~ 2 8§35 2 g WHEREEMPLOYED_ S forn TS o T

SPOUSE'S NAME WHERE EMPLOYED

PARENT'S NAME - WHERE EMPLOYED

PREVIOUS:  CHIROPRACTICDR. A JF £ MEDICAL DR, OTHERDR.

DATE ILLNESS BEGAN OR ACCIDENT OCCURRED: (Circle which applies) \/C.)f 35
IF ACCIDENT, WHERE AND HOW DID IT OCCUR? '

WAS IT AN ON-THE-JOB ACCIDENT? WASIT REPORTED? TO WHOM?

IF AUTO ACCIDENT, WHICH STATE DID IT HAPPEN IN? . WAS IT REPORTED?
+slMPORTANT s+

Please l}st below three or more main complaints you have in order of their importance. Also, the length of time you have had them.

1 7\)‘? AY N i;ﬂv LC’.S No 858 HowLoNG? £AsT 3 cw A5

2, o HOWLONG?

3 HOWLONG?

a, ' ' HOWLONG?

5 HOWLONG?

e

LIST ANY SURGERY YOU HAVE HAD AND THE YEAR IT WAS DONE /,l ;&ﬁr I C—/cl’v‘((/[ / (%8 2.

INJURIES (Car wrecks, falls, etc.) -

FAMILY HISTORY (Please list any family illness such as tuberculosis, diabetes, cancer, arthritis, high blood pressure, etc.):

Moot i, Teamnonin | puixoctie |, Xdx, = RLER IDJ") B
J hebort gt patitie

FEMALE HISTORY: DATE OF LAST MENST‘(UAL CYCLE Non €

REGULAR IRREGULAR BIRTH CONTROL PILLS YES____ NO

DO YOU HAVE CRAMPING? ARE YOU PREGNANT AT THIS TIME?

Continued on Back



. BO"YOU HAVE ANY TROUBLE WITH ANY OF THE FOLLOWING:

¢ [

J YES NO YES NO
1. HEADACHES - . 11. DIGESTION L
2. EAR = 12. CONSTIPATION — ——
3. SINUS - 13. URINATION - —
4. EYE (vision) L v 14. LOWER BACK e :
5. NECK — _ 15. LEG PAINS/NUMBNESS ~_ _
6. SHOULDER _ o 16. JOINT SWELLING —
7. CHEST PAINS — T 17. GENERAL WEAKNESS 7 _
8. SHORTNESS OF BREATH = 18. TENSION T —_
9. BLOOD PRESSURE e 19. NERVOUSNESS 2 -
10. ARMS (wrist, elbows, hands) — }~ v 20. MENSTRUAL TROUBLES =
INSUREDINFORMATION
INSURED'S NAME -
- LAST FIRST INITIAL
INSURED'S ADDRESS . :
NO. STREET CITY STATE - ap
INSURED'S:  SOC. SEC. NO. ' - : PHONE NO.
"BIRTHDATE, ' SEX: F M
EMPLOYER'S NAME OR SCHOOL NAME
NAMEOFINSURANCECOMPANY
INSURANCE COMPANY ADDRESS
POLICY #
GROUP#
PLANNAME
1S THERE ANOTHER HEALTH BENEFIT PLAN? . YES__ NO /
IF YES, INSURED'S NAME
LAST ) FIRST INITIAL
INSURED'S ADDRESS _
NO. STREET CITY STATE P
INSURED'S:  SOC.SEC.NO. PHONENO.
BIRTHDATE SEX: F M

EMPLOYER'S NAME OR SCHOOL NAME
NAME OF INSURANCE COMPANY

INSURANCE COMPANY ADDRESS

POLICY #

GROUP #

PLANNAME

++FOR MEDICARE PATIENTS ONLY** IF YOU HAVE ]NSURANCE OTHER THAN MEDICARE, IS YOUR INSURANCE:

PRIMARY TO MEDICARE? MEDIGAP (YOU PAY FOR MEDICARE SUPPLEMENT)?

EMPLOYER SUPPLEMENT (PAST OR PRESENT EMPLOYER PAYS FOR SUPPLEMENT)?

MEDICAID (MEDICAL ASSISTANCE)? IF YES, WHAT STATE?

REFERRED BY: [FZFFFRIEND [[1] RELATIVE ] RADIO ] NEWSPAPER Qﬁﬁ.ONE BOOK

In order for us to properly determine who will receive a chiropractic adjustment for referzing you to our office, please write their full name on

the following line:

NOTICE TO OUR NEW PATIENTS: YOU ARE\RESPONSIBLE FOR ALL FEES NOT COVERED BY YOUR INSURANCE COMPANY,

UNLESS OTHER ARRANGEMENTS ARE MADE WITH THE DOCTCR. _
~f£ .
siGNED: €\ | e )(/Mﬁ:

pateD. G~ G- 72—



PHONE # : BIRTHDATE CURRENT EMPLOYER

" UPDATE

NAMEF}O’)*QVKQ /Y/f\d, L DATE_ /—%-~7¢%

CURRENT ADDRESS ,/@QOW{ Boy 2. |

city Do Beed  STATE ﬂ,@ ZI1P_)SE(
TELEPHONE (HOME) 543-743 & (WORK)__ S 7/~ 2 240

CURRENT MARITAL STATUS: MARRIED SINGLE ‘ OTHER Tlsstes P10 ce
NUMBER OF CHILDREN il CURRVEN'I‘ EMPLOYER__ A\ % 2 Xod'g\

CURRENT INSURANCE COVERAGE

IF OTHER THAN PATIENT: INSURED"S NAME

ADDRESS CITY ' STATE Z21P

In order for us to best serve you, we must, naturally, have all avail-
able information regarding your present health. To bring our original
case history up to date would you please provide us with the following
information;

PLEASE PRINT:

1. MY SYMPTOMS ARE @«s BlocW\ne Fainm gn KRrahzr Showtde,.
hower Bacik FAILN

2. RECENT FALLS No

3. 'RECENT SURGERIES __ N ©

4. RECENT ACCIDENTS A o
5. LAST PHYSICAL (97 & Ze b

6. LAST ADJUSTMENT 9- [- 92

7. SINCE I LAST SAW YOU, I HAVE BEEN SEEN BY DR.

FOR

8. PATIENT COMMENTS:

PATIENT 'SIGNA'I‘URECSCéW &.Q'




PHONE # : : BIRTHDATE CURRENT EMPLOYER

UPDATE

0. 2% o T

NAME_| lor€vce /& ' __ DATE_Speii35
CURRENT ADDRESS__fCIV¥ 1 [Sery £2
CITY_ P o Ry | stare__ A4 21p /S P
TELEPHONE (HOME) 5§3- 7f5»5/ (WORK) S 2/-$85° 2

| CURRENT MARITAL STATUS: MARRIED SINGLE OTHER [/ vo2 1 < ed
NUMBER OF CHILDREN_ - CURRENT EMPLOYER J/2r-7 s S/ T

CURRENT INSURANCE COVERAGE

IF OTHER THAN PATIENT: INSURED"S NAME

ADDRESS ' CITY STATE ZIP

In order for us to best serve you, we must, naturally, have all avail-
able information regarding your present health. To bring our original
case history up to date would you please provide us with the following
information;

PLEASE PRING: |
1. MY SYMPTOMS ARE Vv s bress Ric Ar leg * [flip ¥ far1n

.°.5. LAST PHYSICAL

2. RECENT FALLS N o
3. 'RECENT SURGERIES 10
4. RECENT ACCIDENTS Jo

6. LAST ADJUSTMENT ,/ Q *?Q\,.

7. SINCE I LAST SAW YOU, I HAVE BEEN SEEN BY DR.

FOR

8. PATIENT COMMENTS:

PATIENT SIGNATURE %W&.?




CASTEEL CHIROPRACTIC CMTR

100 Main St.
DuBois, PA 15801 .

Hame \///;\M% @/

I
Date JUN | 6 1'995

OQUCH! OucCH! OUCH!

Have you had an accldenl or an Injury slnce yéur last Adjustiment? Yes

No £~

Ul so, pleasa describo the Injury and how It happened. ALse Give Dave

LId-1} happen al work? Yes Mo =77

— [

Was Il 2n aulomobile acclden(?  Yes . Ne ~——

Where Is your paln? Please describe the location. (Low back, leg pain, neck paln.)
Tvpe ol pain. (Sharp, dull, numbness, Lurning, elc.)

AMQA&XT Hp *Lej No v B, (Zchpﬂ f%,h)

Please (il oul and glve 1o our Reeepllonlst, |

A fla

Slgnature



INITIAL REPORT .

10! CLAIMS MANAGEMENT INC . CLAIM # 99518770
PATIENT FLORENCE KING
EMPLOYER N/A DATE OF INJURY/ONSET 02-28-1999

" Incident of injury _ HOT CURLERS BOX FELL ON HEAD IN FRONTAL REGION

WEIGHT OF BOX WAS 8 TO 10 .LBS. INCIDENT OCCURRED AT DUBOIS

2. Patient's Gomplaints ." NECK PAIN & HEADACHES WAL-MART STORE

-

4 Objectlve Findings (Examination) TTF’ ¢ ¢ (@ fup <€ & _@cc m_ Ot by ©

B thtl e @ (of corvies! [lyen  foon pr gefonsin B

genel (o hea ' '

X-Ray Analysls Summary Al e (AT (evvice: O S roqp  revesleed
f}—lw/ - B (lowiig *

ICDA # 839.06 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C-6

5. Dilagnosis —
CERVICALGIA 723.1 784.0 CEPHALGIA

8. Alternate Summary (Comments)

7. Disability Data

Examination Forms Attached? O Yes D No '
Additional Evaluations Attached? 0O Yes [J1 No
10.  Accident Report Attached? 0O Yes [ No

) W% vy z/c))
_~Toctor's Slgnatu"’e; h o » Date )

Completed by _#ZLCFE.

A108
Roordar H.J. Ross Co. (714) 539-2130
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Qu%u/tuﬁﬁsfkﬂ;r

I'lease indicate Lhe areas of your paiiyon the ligures above. Then mark

the severily of your pain on the scale of 0-10.

Dascribe any changes in your condition or any new concerns:

K Abo T A yn v 7 s

Uiezy

_ l‘} end Ache Pisa s nec X '

. .QIID A /’i/ N o iy T e

)( I*atient Signalurq;(‘%""bét*cs Mo
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12.

' L - PERSONAL INJURY QUESTIONNAIRE

Name p) vrenc e K Nz e : Phone(ﬁ}f;l ) ¥ v/
Address /3¢ W MaA/ S 7 Gty 2* Resu, (le State _/A 2p /3 FGST
Age_3 & Birthdate fe=to= L _ Sex_f- sis# 12 - FAie

Employér's Name Employer's Address

Your Ins. Co. Policy # - Agent’s Name

Name on Policy (If other than self) — Policy #

Responsible Partly’s Name '

Address - City State Zip

Policy Holder's Name Policy #

ATTORNEY

Name : —— : Phone ( )

Address City — State Zip

Were there any witnesses? ( )Yes ( )No Name(s)

NATURE OF ACCIDENT: |

1. Date of Accident _L~3 = /T YT TimeofDay__ /2 ‘v ¥ _ |

2. Were you: ( ) Driver ( )Passengef { )Fronl Seat " ( ) Back Seat

3. Number of péoplg your vehicle? ________ Were you wearing seat belts?

4. What direction Cvere yotnheaded? ( ) North { ) East ( )South ( )West

on (name of street) ~
" 5. What direction was other vehlclm‘ded\'{ ~"( )North ( )East ( ) South { )West
on (name of street) T

6. Were.you struck from: ( ),Beﬁlnd ( )'Frorlli."' ( ) Left side’ ( ) Right side

1. Appfoxlmate Speed of your car mph Other car — mph

8. Were you knocked unconscious? ( )Yes { )No if yes, }or how long? ‘

9. Were police notified? . ( )Yes { )No P o R A

10. In your own words, please describe accident: __\xoT Yy &\\;EK TSQ;L Felk o g [frents! _./.

ROy DIRas WAL MART 0 a-a¥-q9 ' A

Did you have any physlcql cblj\plalnts BEFORE THE ACCIDENT? ( Yes /) No If yes, please describe in detaﬂ:
' g

Please describe how you felt;
a. DURING the accident: (B2 Ad dehe, Faro sov st head’ ® flee £
b. IMMEDIATELY AFTER the accident: ,
7y < < =
c. LATERTHATDAY: Head dche v Ne ek fhiw  STifBuecs jndec £ i .
\S‘/‘ o Ve I‘T\I fet
d. THE NEXT DAY: S e -




13.

What ara your PRESENT complaints ...
* Shovide .

symptoms? Aew d #C-he/ iZH n ¥ ST Fgesy ire AeCk

Do you have any congenitél {from birih) factors which relate to this problem? { )Yes {—-No Ifyes, please describe:

14.
15. Do you have ‘any previous {linesses which relate to this case? ( )YYes { )No If yes, please describe:
16. Have you ever been involved in an accident before? ( )VYes (‘”)’Wd If yes, please describe, including dale(s) and

17.
18.

19.
20.

21.

22,

23.

type(s) of‘accidents, as well as Injury(ies) recelved.

Where wers you taken after the accident? Z‘ s &

Have you been treated by another doctor since the accident? { )Yes '(X) No If yes, please list doctor's name

and address: .

What type of treatment did you receive? —

Since this injury occurred, are your symptoms: ( ) Improving ( ) Getting Worse { )Same

CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
8 Headache O Irritablity [ZJ Numbness in Toes (] Face Flushed 1] Feet Cold
@ Neck Pain [ Chest Pain [ Shortness of Breath {1 Buzzing in Ears {7} Hands Cold
[ Neck Stiif /& Dizziness [ Faligue (] Loss of Balance (] Stemach Upset
1 Sleeping Problems {3 Head Seems Too Heavy [} Depression {Z1 Fainting (0 Constipation
{1 Back Pain {J Pins & Needtes in Arms [ Lights Bother Eyes 1 Loss of Smell [ Cold Sweals
[J Nervausness [ Pins & Needles in Legs [ Loss ol Memory - 7} Loss of Taste . [ Fever
3 Tension CJ Numbness in Fingers 12 Ears Ring I Diarrhea (3

Symptoms Other Than Above
Have you lost time from work as a result of this accident? ( )Yes (}L)_]\lo If yes, please complete this question.

a. Last Day Worked:
b. Type of Employment.

c. Present Salary:

d. Are you belng compensated for time lost from work? () Yes {( )No Ifyes, please state type of compensation

you are recelving:

Do you notice any activity restrictions as a result of this injury? ( )Yes { YNo Ifyes, please describe, in detail;

[N

5o R
17
LK

Other pertinent information:

[ o /) ,/ /‘ .
D s T /" o .
S/ — TF cdfrd dsece N ¢
DATE  PATIENT'S SIGNATURE

Reorder H.J. Ross Co. (714) 539-2130
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HNDHANA A OPERN MRI

1H)PuﬂcsmnualCeu&r,buﬂcBOo ¢ Hunana PvnnsyWununlb/Ul : Toll Free 888-270-9222 (412) 31941010
g Fax (412) 349-3 419

FLORENCE I. KING.
SS # 184-32-4880
Dr. John Markley
January 29, 1998
Patient # 05700

MRI OF THE LUMBAR SPINE

HISTORY: Left leg coldness and numbness, lateral aspect.
Occasional low back pain.

TECHNIQUE: Images were perlormed in the sagittal and axial
planes. The axial images were angled through each disc space
from L2-3 through L5-S1. Rouline pulse sequences were used.

FINDINGS:. Comparison is wmade with a CT scan of the
lumbosacral spine of October 9, 1997.

There is some desiccation of L4-5 and L5-S1 and to a
lesser extent L3-4.

There is slight relro-listhesis of L5 posterior relative
to Sl.

A disc herniation is nolted on the left at L5-S1. There
is left sided neuroforaminal narrowing at this level. 'There
is lesser right sided neuroforaminal narrowing noted at this
level. There 1is some degree of bilateral neuroforaminal
narrowing of L4-5.

A disc bulge is noted at L4-5 and L3-4. The disc bulge
that is noted at L3-4 is best! visualized on the axial images.
This 1is slightly more promincnt on the left.

Ligamentum flavum and facet hypertrophy is noted from
L2~3 through L5-S1. Mild centpal canal narrowing is noted at
L2-3. Mild central canal narcowing is noted at L3-4. Mild
central canal narrowing is noted at L4-5.

IMPRESSION: CENTRAL CANAL AlIQ NEURGCFORAMIHNAIL, NARROWING AS
NOTED. A DISC HERNIATION I35 NOTED ON THE LEFY AT L5-!
THIS IMPINGES UPON THE EXITING L5 NERVE ROOT A1l THIS LEVEL,
DISC BULGING AS NOTED. THERE ARE NO FOCAL ALBNORMALITILES OF
THE CAUDA EQUINA OR CONUZ MEDULLARIS.

})a 1 l}t - ’ v o ' I
‘l/\.‘) ]L’i l'—"1 ‘ A (l,-’ (PRI

Christopher N. Hobbie, MD
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CASTEEL CHIROPRACTTTC CUILR

100 Haiwn St,
DuBois, PA 15001

Vaing /(/oré’—")cen k‘/’/z\/? —
vava__ [€b 12,(077 _

OUCH! OUGH! OUGH!
| You ‘/ o

Have you had sn accldenl or un Injury slnce your Inst Adjustimant? i —

. : so Guve Dare
i so, pleaso describo the Injury and how Il happened. M ) T

~ ) ) ] .
T‘war Qoﬂn; m‘tf" O‘p A e s/p v ‘C‘// __A_‘_L_ni—l_ﬂf_—__

- : ? —= = Y
04n @/IH./(,«/ A:?L @k"t{' @) .‘\)t‘\’.ff (é) /?/1,,\ /l,-/

——

)
Conecrete cusb Galso Twitg 40 ¢l grea
DId-1} happon at work? Yas Mo 25
Was Il an aulomoblle accldeni?  Yes . Mo 2=

Where Is your paln? Pleasa describuy the locatlon, {Low back, leg paln, neck: paln)
Type ol paln. (Sharp, dull, numbnaess, burning, sle.)

4‘/"‘ @ A'D /)ci -’.vl ;3 Sespe e £ /1 §v 2 54‘ /"n,'{,,
g I / : // =
lype R : : ——
4 -

Please (Hll oul and .j)!“va to our Naceptionlsl,
1

'
e .
L[f /(P’LCA'(,(,A.._/ / /é/‘/j .
* : ' Sigpature

o g
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PAIN ASSESSMENT

QLAN T

Date_S-/ =97

Mame p/'} ehCe /(//Ia

Lxtremae Pain

10 —

0 _

Mo Pain

,.f/d%(’- Ache i iov nccﬂ,

I'lease indicate the areas of your pain on the ligures above. Then mark
the severily of your pain on (he scale of 0-10.

Dascribe any changes in your condition or any newd concers;

. -

N R Non o ny Telve
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Name p1U'r€V\C€. /({I"O‘v

Responsible Party’s Name

‘ | PERSONAL INJURY QUESTIONNAIRE

Phone (g5 ) §I Yo

Address /3¢ ¢~ My S 7 City S* Kesu, (e State _/4 Zp /3FCS™
Age_3 ¢ Birthdate Je—tv— </ sex_/~< sis4 _1F4-32 . Y5Fo
Employer's Name Employer’'s Address
Your Ins. Co: Policy # Agent's Name
"Name on Pollcy (If other than self) Policy #

Address City State Zip
Policy Holder's Name Policy #

ATTORNEY

Name __ » Phone ( )
Address ' City State Zlp

Were there any witnesses? ( )Yes ( )No Name(s)

NATURE OF ACCIDENT:

1.

2
3.
4

¢ ]

© 0O N O

10.

11,

12,

Date of Accident _ 2~ 3~ /759 Time of Day /1 v 5

. Were you: ( ) Driver ( ) Passenger { )Front Seat ) ( ) Back Seat

Number of paople in your vehicle? Were you wearing seat belts?

. What direction i were yo\u headed? { ) North ( )East ( ) South ( )West

on (name of street) N

~_

. What direction was other vehicle hé\ader._i_? ( )North  ( )East ( ) South ( )West

on (name of street) N

. Were you struck from: ( )Behind ( )Fron\t""' e \) Left side ( ) Right side

. Appfoxlmate speed of your car. mph Other car mph
. Were you knocked unconscious? { )Yes { )No If yes, for Fow Iong" . _
. Were police notified? ( )Yes ( )No (("(/- o4 ) Rex >-¢f / 7 o she ff '

In your own words, please describe accident: \* ov QuR\eR ’?mf re. LL ol ?’\ﬁ [/‘1 ul\ 7 <
NTReny, Ay DIDGAs \NRL MART oN  3-3%¥-99 Foprens

Did you have any physical complaints BEFORE THE ACCIDENT? ( ) Yes 0/ ) No If yes, please describe in detail:

Please describe how you felt: : : P

a. DURING the accident: _ﬁ‘}ﬁwﬁéﬁ Fain in sy Hénd" ¥ fec &

b. IMMEDIATELY AFTER the accident: —

c. LATERTHATDAY: Head dche v fe K ﬂm/ STifpess sn feck . 7ciicis
Shelttder Fain .

d. THE NEXT DAY: St e




14.

15.

16.

17.
18.

19.
20.

21.

f [ S 4 -~ .
13. What are your PRESENT complaints and symptoms? Aendac )16} pq..‘,\ Y _Ih Fyesy (v pec X

* Shlc’u )def

Do you have any congenital (from birth) factors which relate to this problem? ( )Yes (—}No Ifyes, please describe:

Do you have any previous ilinesses which relate to this case? ( )Yes (- )No If yes, please describe:

Have you ever been involved in an accident before’._’ ( )Yes (")’N/o- If yes, please describe, including date(s) and

type(s) of accidents, as well as injury(ies) received.

Where were you taken after the accident? i‘ fe Mme

Have you been treated by another doctor since the accident? { )Yes ) No If yes, please list doctor's name

and address:

What type of treatment did you receive?

Since this injury occurred, are your symptoms: ( )Improvinyg { ) Getting Worse ( )Same
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:
8-Headache O lrritablity (J Numbness in Toes 0O Face Flushed J Feet Cold
. Neck Pain [J Chest Pain {3 Shortness of Breath (3 Buzzing in Ears [ Hands Cold
[ Neck Stiff /& Dizziness (1 Faligue (J Loss of Balance 0O Stomach Upset
(3 Sleeping Prablems (O Head Seems Too Heavy [ Depression : (] Fainting {J Constipation
O Back Pain [ Pins & Needles in Arms [J Lights Bother Eyes 7 Loss of Smell [J Cold Sweats
{3 Nervousness ("1 Pins & Needles in Legs [0 Loss of Memory (3 Loss of Taste 0] Fever
{3 Tension {1 Numbness in Fingers [ Ears Ring (] Diarrhea 0

Symptoms Other Than Above

Have you lost time from work as a result of this accident? ( )Yes (JL)\NO If yes, please complete this question.

a. Last Day Worked:

b. Type of Employment:

¢. Present Salary:

d. Are you being compensated for time lost from work? ( ) Yes { )No Ifyes, please state type of compensation

you are receiving:

22. Do you notice any activity restrictions as a result of this injury? ( )Yes ( )No I[fyes, please describe, in detall;

23. Other pertinent information:

T

Rels 7S %M A{/tr

DATE * PATIENT'S SIGNATURE

Reorder H.J. Ross Co. (714) 539-2130
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IN!TIAL REPORT .

CLAIMS MANAGEMENT INC

CLAIM # 99518770

WAL-MART STC

TO:
PATIENT FLORENCE KING
EMPLOYER N/A DATE OF INJURY/ONSET 02-28-1999
1. Incident of Injury __ HOT CURLERS BOX FELL ON HEAD IN FRONTAL REGION .
WEIGHT OF BOX WAS 8 TO 10 LBS. INCIDENT OCCURRED AT DUBOIS
2. Patlent’'s Complaints NECK PAIN & HEADACHES
3. Objective Findings (Examination) TIF’ f’@@ ‘f'Uf’ ce (@ P m _ @ﬂ“ 4[@
Sk thtl - @ ( ot cerviesl flocan  foun qpin @,a/fnm«; ¢
M/ﬂa'_/‘ (< (""(\c:’\ .
4 X-Ray Analysis Summary A7 a-d (AT Covvicer Coged Yo rog) revesleed
+£v¢, ﬁ I/U(-c/c::\q\ ! .
5. Diagnosis — ICDA # 839.06 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C-6
CERVICALGIA 723.1 784.0 CEPHALGIA
8. Altarnate Summary (Comments)
7. Disability Data
Examination Forms Attached? O Yes [ No
Additional Evaluations Attached? [ Yes ] No
10. Accident Report Attached? [1 Yes 0 No
W% 24 for/
i Date

/D?)ctor’s Signature

A108
Raorder H.J. Rosa Co. (714) 5382130

Completed by ,&MZ——/




lela Torre

231

Medical Ci
Highland Street

Sykesville,PA 158695

EFx

ACCOUNT |AMOUNT QUE|CLOSE DHIEIPH

314~3%4-2448 fkingfl-00] 0.00 | 0s8/25/01 | 01
TO: Florence I King
130 W Main ST
Sykesvilie,PA 15885

PREVTOUS BALANCE--Y 0.00

OATE |BR. !GQTIENT{PROP | DESCRIPTTOM botas | AMOIIMT

Ou/Jo/BJ Ingd|Florenc]|9 9)ldlufrlce Visit Detalled J714.0 | 70006
03/16/99 | | | |Payment-Thank You : | | 1,00
05/04/99 | | | |Adjsriedicaid Write Medicaid | | 69.00~

03/16/99 |hgd|Fiorenc|93000|Ekg [786.598] 47 .50
05/04/99 | | | |Plan Payment:08387 Medicaid | | 39.50~
06/04/99 | | [ [Adj:hedicaid Write Medicald | | 8.00~

04/13/99 Ingd|Florenc|99213|0ffice Visit Expanded ' |724.2 | 45.00
04/13/99 [ | | |Payment-Thank You [ | 1,00~
06/01/99 | | | [Plan Payment:01190 Medicaid | | 19.00~
06/01/99 [ | | fddj:Medicalid write Medicaid | | 25,00~

06/09/99 iphu|Florenc|9%212|0Fffice Visit Focused |466.0 | 30.00
06/09/99 [ | { [Payment-Thank You | | 1,00~
10/22/99 { | | |Plan Payment:unkno Medicald | | 19.00~-
10/22/99 | | o |adj:medicaid Write Medicaid | | 10,00~

06/15/99 |phulFlorenc|99212{0ffice Visit Focused j466.0 | 30.00
10/22/99 | |- | [Plan PaymentTsunkno Medicald | | 19.00~
10/22/99 | | | |adj:tedicaid Write Medicaid | | 11.00~

07/520/99 {phu|Florenc|99212|0ffice Visit Focused {462 | 30.00

12/23/99 ] | | |Plan Payment:09225 Medicaid | | 0.00
02/14/00 | | | [Plan Payment:09307 mMedicaid | { 19.00~
02/14/00 | | | |adj:Medicaid Write Medicaid | | 11.00-

11/06/99 [hgd|Florenc|9%214|6yn Exam Established Patient [616.10]| 60.00
11/05/99 | | | |Payment~Thank You | | 1.00~
12/23/99 | | | [Plan Payment:09225 Medicald | [ 18.00~

CONT '

ACCOUNT NOJ CURQENTi 31-60 51~90 i 91120

iOVER 120 |
!



Dela Torre medical Ci
231 E Highland Street

| ACCOUNT [AMOUNT DUE|CLOSE DATE|PAGE
Sykesville,PA 15885 [ o o s o o . e e e s e e
814-894~2448 | kingfi-00| 0.00 | 06/25/01 | 02

TO: Florence I King
130 W Main St

Sykesvilie,PA 15865

DATE }DR JPATIENT | PROC | DESCRIPTION | DIAG | AMOUNT
12/23/9¢ | | | IAdJ.MedLCaLd erte Medicaid { 40,00
12/15/99 Ihgd|Florenc|45330|Sigmoid Flex [569.3 | 150,00
02/14/00 ! | i |Plan Payment:09289 Medicaid | | 61.50~
02/14/00 I | | [ddj:Medicaid Write Medicaid | | 88.50~
12/20/99 [hgd|{Florenc|99212|0ffice Visit Focused |487.1 | 30.00
12/20/93 | | | |Payment~Thank You | | 1.00~
D2/14700 [ | | [Plan Payment:09289 Medicaid | I 14.00~
02/14/00 | | | |adjsviedicaid Write Medicaid | | 10.00~
01/17/00 Ihgd|Florenc|99zi3|0ffice Visit Expanded J465.9 | 50.00
01/17/00 | | | |Payment-Thank You ] | 1.00~
03/03/00 | | | {Plan Payment:08389 Medicaid | | 19.00~
03/03/00 f | | |Adj:Medicaid Write Medicaid | | 30.00~
02/08/00 [phufFlorenc|99213|0ffice Visit Expanded j401.9 | 50.00.
03/31/00 | | | |Plan Payment:07803 mMedicaid | | 19.00-
03/31/00 | | | |Adj:Medicaid Write Medicaid | | 31.00~
03/27/00 |hgd|Florenc|99213|0fflce Visit Expanded ' [401.9 | 50.00
05/26/00 | | | [Plan Payment:08508 Medicaid | | 19.00~
0526700 [ | | CIadj:Medicaid Write Medicaid | | 31.00~
03/27/00 |hgd|Florenc|93000|Fkg [401.9 | 47 .50
05/26/00 | | | [Plan Payment:08508 Medicaid | | 20.50~
08/26/00 | | [ [Adj:Medicalid Write Medicaid | | 27.00-~
04/25/00 lphul|Floranc|9921i2|0ffice Visit Focused |g22.9 | 40.00
06/05/00 | l | [Plan Payment:08860 Medicaid | t 19.00~
06/05/00 1 | | |adj:Medicaid Write #edicaid | | 21.00~

CONT'O

ACCOUNT NO| CURRENT| 31-80 | 61-90 | 91-120 |OVER 420



Dela Torre Medical Ci
231 €& Highland Street

| ACCOUNT |AMOUNT DUE|CLOSE DATE|PAGE
Sykesville, P8 15865 | = e o e o e
814~-894~2448 lkingfl-00] S 0.00 | 08/25/01 | 03

TO: Florence I King
1306 W Main SC

Sykesville,PA 15865

DATE DR, |PATIENT|PROC | DESCRIPTION ! DIAG | AMOUNMT
04/25/00 |phulFlorenc|{90702]|0¢ j9z22.9 | 16.00
06/06/00 | | | |adj:Medicaid Write Medicaid | | 16,00~
06/26/00 jhgd{Florenc|{99213|0Tfice Visit Expanded [729.1 | 50.00
09/05/00 | | | |Plan Payment:01884 Medicaid | | 50,00~
06/26/00 jhgd|Florenc|940i0|{Spirometry |786.09] 86.00
09/05/00 | | | |Plan Payment:01884 Medicaid | | 2.00~
08/05/00 | | { jAdj:mMedicaid Write Medicaid | | 64.00~
07/03/00 lhgd|Florenc|99214|0ffice Visit Detailed [729.1 |  75.00
07/03/060 l | I |Payment~-Thank You | | 1.00~-
11/28/00 | | | |Plan Payment:03473 Medicaid | | .00
12/05/00 [ | [Plan Payment:09126 Medicaid | | G.00
01L/19/01 ! | | l#lan Payment:09802 Medicaid | | 0.00
01/19/01 | | | |adj:medicald Write Medicaid | { 74,00~
07/18/00 lphu|Florenc|99213|0ffice Visit Expanded |386.30] 50.00
09/05/00 I [ | |Plan Payment:01887 Medicald | ! 18.00~
09/05/00 | | | jadj:Medicaid Write Medicaid | | 31.00~
08/07/00 Iphu|Fiorenc|99213|0ffice visit Expanded [723.9 | 50.00
10/20/00 | | | |Plan Payment:03424 Medicaid | [ 19.00~
10/20/00 | | i ladi:medicaid Write mMedicaid | { 31.00~
10/09/00 |hgd|Florenc|99213|0ffice Visit Expanded |780.4 | 53.00
10/09/00 | | | |Payment~Thank You f | 1.00~
11/28/00 | | | [Plan Payment:03473 Medicaid | |  19.00-
11/28/00 { | | |adj:medicaid Write Mmedicaid | | 30.00-
10/19/00 |hgd|Florenc|99213|0Fffice Visit Expanded [724.2 | 50.00

CONT ' D

ACCOUNT MO| CURRENT| 31-860 | 61-30 | 91-120 |OVER 120 |
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Dela Torre

medical C1

231 & Hignhland Street

: | ACCOUNT |ANMOUNT DUE|
Sykesville,PA 15865 | o e e e e e
. 814-83%4~2448 [kingfl-00] 0.00

TO: Florence I King
130 W #Main St
Sykesville,PA 158685
DATE JDR. |PATIENT}PROC | " DESCRIPTION ] DIAG | AMOUNT
1u/19/00 | i | [Payment*(namk fou ( ] 1,00~
12/05/00 | I | |Plan Payment: 09126 Medicaid | | 19.00~
12/05/00 | | | |Adj:medicaid Write Medicaid | | 30.00~-
11/16/00 Ihgd|Florenc|99214|0ffice Visit Detailed |272.4 | 75.00
i1f16/00 | [ { |Payment-Thank You | | 1.00~
01/08/01 | | | |Plan Payment:09779 dedicaid | | 19.00~
01/08/01 | | | [Adj:Medicaid Write Medicaid | | 55,00~
03/15/01 |hgd|Florenc|9%3214|0ffice Visit Detailed |715.09| 75.00
03/16/01 | | I |Payment-Thank You | | 1.00~-
08/07/01 | | | |#lan Payment:09365 Medicaid | | 19.00-~
08/07/01 | ( | |Adj:medicaid Write Medicaid | | £5.00~
04716701 Ingd|F enc|99213|0ffice Vvisit Expanded |386.30] 55.00
04/16/01 i f { |Payment~Thank You [ [ 1.00-
08/07/01 | | | [Plan Payment:03682 Medicaid | | 19.00~
06407701 | | | |adj:medicaid Write Medicaid | I 35,00~
| | | [*%% PENDING AT CARRIER *** | |
03/12/01 |ngd|Florenc|gd001|{Venipucture Specimen And Coll|272.4 | 4.00
04/18/01 | | i |adj:viedicaid Write Medicaid | | 4.00~-
' | i l l | I
| I l | l |
| | l | I l
l | | | | I
| | | l l |
| l | l l I
PAY THIS AMOUNT -—~) 0.00

ACCOUNT NO|

CURRENT]

3180 | §1-90 | 91-120 |OVER 120

I

o v o o o e s o s e 2 s e e o |



f

2. PATIENT'S NAME {Last Name, First Name, Middle initial)
Florence I

King

RLEASE

DO NOT i

STAPLE

INTHIS

AREA !

[TTpea HEAEWMNSUHANCECLAMF@RM mArﬂ“

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GHOUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
BLKLUNG

D (Medicare #) . ) (Msdicaid ) D (Sporsor’s SSN) D (VA Fils #) D (ssu or ID) D {SSN) D (D) 001920288K8

3. PATIENT'S BIATH DATE SEX

M OD , YY X
100 141 1946 [] F[¥]

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Strset)

253 W Main Street

6. PATIENT RELATIONSHIP TO INSURED

Self [8 SpouseD GhlldD OlherD

7. INSURED'S ADDRESS (No., Strast)

CITY STATE | 8. PATIENT STATUS ciTYy STATE

Svkesville PA singie[ ] Mamsd [ ]  Other ] _

ZIP CODE - TELEPHONE (Include_Area Codae) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Pan-Time

15865 (814) 894~5410 Pored ] e [] ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

11.. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX

RED INFORMATION —————-|<{— CARRIER —)

MM _; DD, YY =
[Jve [ fol T4l Toa1 vy r; |3
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State} {b. EMPLOYER'S NAME OR SCHOOL NAME E
MM ; DD ; YY >
[ : M F D D YES NO =
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢, OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME té
_ [Jres  [no _ ggﬂ:J
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
I:IYES- D NO #f yes, return to and completa item 9 a-d. |
READ BACIK OF FORN BEFORE CCMPLETING & SIGNING THIS FORWI. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. 1 also request payment of government benefits either 1o mysslf or to the pany who accapts assignment services described below.
bet
et Signature Exception 062501
SIGNED L DATE SIGNED Y
14. DATE OF CURRENT: { ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT QGCUPATION A
MM | DD 1YY 4 INJURY (Accident) OR GIVE FIRSTDATE MM | DD MM DD | YY
H ! PREGNANCY(LMP) ! i FROM : | TO. :
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFEF_IRING PHYSICIAN 18. HOSPIR'AANIFIZATIIJODN DA‘{»/EYS RELATED TO CURRENT SERVICES
| | MM |, DD, YY
John Markley MD FROM 1 1 1o
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[(Jyes . [no

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 .TO ITEM 24E BY LINE)
. 1722.10 Lumbar Disc Herniatl 729.5 Limb Pain

2 L7724 .2 Lumbar Spine Pain

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

. 1.782.0 Numbness, P

23. PRIOR AUTHORIZATION NUMBER

25-1732853

K

[jFor govt. claims, see bacic)

kingfl033956 ves [ ] o

24. A B C D E F G H 1 J K
DATE(S) OF SERVICI Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS EPSDT]
From ®) ET° f of {Explain Unusual Clrcumstancas) DI%%\ID%SIS $ CHARGES Family Eva | coB HELSéECR XLE BSTEOR
viM DD YY MM DD YY IS PTHCPCS | MODIFIER UNITS Plan
; T
L || |
01, 29 98 . ; 72148 00 12 680§00 1 311 00
! | |
: i : i i !
i 1 | 1 ! :
i | ! 1 l ! I
l H 1 1 ] 1
!
|
i 1 t |
i | i | ' I !
L ] 1 1 !
| | ) 1 ]
J ! | ! I I
| I I ! i
| ! ) I 1
ol l N I
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 128, TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE

$ 6SOlOO s 0. OO $ f

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I centify that the statemsnts on the reverss

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

%E&DfFéE%(g otth1 ﬁa&home or office)

33. PHYSICIAN'S SUPPLIER'S BILLING \!AM? OReSE TR aqara 30
HONE
AdVARted Imaging associates

PHYEICIAN OR SUPPLIER INFORMATION

apply to this bill and are made a part thereof.) T nd l ana, PA 15 70 1 o] 0 BO X 4850
C Hobbie MD New Stanton PA 15672
SIGNED parel 62501 ene 1604197 ‘/OleaHP# 14»96090 /08 |
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM HGFA-1500 (12-80), FORM RRB-1500, —




FLEASE .
DO NOT
STAPLE
INTHIS
AREA

PICA

HEALTH INSURANGE CLAIM FORIM

CARRIER —=

PICA i

1. MEDICARE MEDICAID CHAMPUS CHAMPYA
(Msdicare #) |X| (Medicaid ’})D (Sponsor’s SSN) D (VA Fils

GROUP OTHER
EALTH PLAN

# D (SSNOIID) D (SSN) D (D)

1a. INSURED'S |.D. NUMBER

0019202585

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, First Name, Middlo Initial)
King

‘Florence I

3. P\?TIENT S BIRTH DATE SEX

10l 14! 19487 f[x

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Straet)

253 W Main Street

6. PATIENT RELATIONSHIP TO INSURED

self [ ¥ Spouse[___l Chﬂd[:] other |

7. INSURED'S ADDRESS (No., Street)

ciTY STATE 8. PATIENT STATUS CITY STATE

Sykesville: PA single{ | Mamied [ |  Other 7 .

ZIP CODE - TELEPHONE (Include Area Coda) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time

15865 (814) 894-5410 Stucent || Studon ()

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

10, IS PATIENT'S GONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

2 INSURED'S DATE OF BIRTH SEX

DYES NO 10. 14| 1941 MD FD
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO AGCIDENT? PLACE (State) §b. EMPLOYER'S NAME OR SCHOOL NAME
MM | OD | YY
L M1 F[] Qv X
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
' [Jyes NO

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

-4d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO if yes, return to and complete itern 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. ) also raquaest payment of government benefils aither to myself or 1o the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the understgned physician or suppﬂar far
services descﬂbed below.

[
Edl )

3,

"PATIENT AND IKSURED INFORMATION

below.
Signature Exception 062501 |
SIGNED DATE SIGNED 4§
14. DATE oF CUHRENT d ILLNESS (First symptom) OR i5. {F PATIENT HAS HAD SANE OR swuum ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION |
MM 1YY @ INJURY (Accident) OR GIVE FIRST DATE MM § DD 1 YY MM - | YY (Y %% “
' ! PREGNANCY(LMP) ! ! FROM ! 11 _ TO ‘u
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. |.D. NUMBER OF REFERRING PHYSICIAN 18. Hospnl\TA/RAuZATB%N DAL%S RELATED TO GURRENT SERVICES
, | | M, DD | VY
Henry Delatorre MD FROM | ! LT

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB?

[]ves [Jno |

$ GHARGES

21. DIAGNOSIS OR NATURE OF ILLNESS OR IMJURY. (RELATE ITEMS 1

12,3 OR 4 TQ ITEM 24E BY LINE) —W

22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

25-1732853 (11X

kingfl057306

{For gowt. claims, see back}

[]ves

[ no

§ I

$ 1400‘ Q0|5 0. 00

780.4 Vertigo
1. [ L8V -7 <N
23. PRIOR AUTHORIZATION NUMBER
21784.0 Headache ol .
4 A B c D E F G A1 113 K
DATE(S) OF SERVICET Placa | Type {PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS |EPSDT] RESERVED FOR
From o of of (Explain Unusual Clrcumstances) OR | Family
MM __ DD__YY MM __ DD YY|ServicelServics| CPTHCPCS | MODIFIER Gooe $CHARGES  |\iTs| plan | EMG | COB |  LOCALUSE
. :
! | 1 ! |
L P | -
11,07 00 | , 01| 5458 70853 0o 12 14001 00} 1 338 00
|
L L |
| I} I | ]
L L [ :
|
i I ] 1 ! H
i 1
: i : L l | !
I i
| i ] i | |
1 | i ! 1
! ! i | ! !
6 | } ! | » ; 3 !
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S AGCOUNT NO. 27_ACCEPT ASSIGNMENT? _ |28, TOTAL GHARGE 29, AMOUNT PAID | 30, BALANGE DUE

31. SIGNATURE OF PHYSICIAN OR SUPPLIER -
INCLUDING DEGREES OR CREDENTIALS
(I ceriify that the statements on the reverse

In

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
ERED (If other than homa or oifica)
lana MRI

33, PHYSICIAN S, SUPPLIER'S BILLING NAMY, ZDARESE.ZE ecims 30

HONE
A uanced Imaging Associates

PHYSICIAK OR SUPPLIER INFORRMATIOGN

(APPRMVEN RV ARA AOLINCI AN QIENIN A QERVINAE Q/am

P EARKRE DRINT DD TYDE

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-am

FORM RRR-16N0.

apply to this bill and are made a part thereot.) Indiana \ PA 15701 P 0 BO,( 450
B Mayiano MD New Stanton PA 15672
SIGNED ;062501 - ey 0921037 /13| o, 1496090 /08 |



*

CLAIM:

ALL CHARGES/PAYMENTS

ITEMIZED STATEMENT
DATE: 05/16/2001

IRS#: 251542351

PATIENT: FLORENCE I. KING 100667

253 W MAIN STREET

EMPLOYER::

SYKESVILLE PA 15865
SS#184-32-4880 POL#0019202555

DATE/INJ:

TO: MEDICAL ASSISTANCE

GRP#

PO BOX 8297

HARRISBURG PA 17105

DIAGNOSIS:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL: 05/01/2001 PR# 422127J9D ID# 422127J9D

12/02/1999
12/28/1999
01/19/2000
01/26/2000
02/02/2000
02/08/2000
02/18/2000
03/02/2000
04/26/2000
05/02/2000
05/03/2000
05/15/2000
05/22/2000
07/07/2000
07/15/2000
07/16/2000
07/30/2000
09/11/2000
09/27/2000
10/25/2000
11/13/2000
01/19/2001
01/26/2001
02/02/2001
02/16/2001
02/26/2001
03/16/2001

W9960
w9960
W9960
W9960
WS960
w9960
W9960
W9960
W9960
w9960
W9s60
WS960

W9S60-

W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960
W9960

BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 01 60 1 30.00
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
BRIEF OFFICE VISIT * 1
* 1
* 1
* 1
* 1
* 1
* 1
* 1
* 1
* 1
1

BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 &0 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
BRIEF OFFICE VISIT 01 60 30.00
CONTINUED

SUBTOTAL: 810.00



ALL CHARGES/PAYMENTS

- . .

CLAIM:

ITEMIZED STATEMENT

DATE: 05/16/2001

PATIENT: FLORENCE I.
253 W MAIN STREET

SYKESVILLE PA 15865

KING 100667

SS#184-32-4880 POL#0019202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

IRS#: 251542351

EMPLOYER :

CASTEEL CHIROPRACTIC CENTER

10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

03/21/2001

04/16/2001

04/23/2001

12/02/1999
12/28/1999
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/11/2000
01/12/2000
01/12/2000
01/12/2000
01/12/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000

S S N T e N N e o o o o o o T o o o o o o o s o o o m e e o o o o t e e e e S e e i S e
e i e b - -+ - - T T T

PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT

BR
BR
BR

PA
PA
IN
IA
DE
Ia
IN
IA
DE
IA
IN
IA
DE
IA
IN
IA
DE
IA
IN
IA
DE
IAa
IN

IEF OFFICE VISIT
IEF OFFICE VISIT
IEF OFFICE VISIT

CASH
CASH

98940G 11/04/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 11/16/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 11/12/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 09/01/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 09/23/99
XFER TO PATIENT
XFER FR INSUR
FORGIVE

98940G 10/22/99

CONTINUED

#102567
#102567
#102567
#102567
#102567
#102567
#102567
#102567
#102568
#102568
#102568
#102568
#101690
#101690
#101690
#101690
#101691
#101691
#101691
#101691
#101691

SUBTOTAL:




ALL CHARGES/PAYMENTS

CLAIM:

ITEMIZED

PATIENT: FLORENCE I. KING 100667
253 W MAIN STREET ' ‘

SYKESVILLE PA 15865

SS#184-32-4880 POL#0013202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE:
IRS#: 251542351

EMPLOYER :

05/16/2001

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID

DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

S T mmt e e e s g um s mm s e e e S e A S M S S e S S M M v e e M M e e o Mt e M S Ay SR A SR SR e e M e A ot Em S vy Bt S S e e My bk feve ety S S Smon e ot e

01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/17/2000
01/19/2000
01/26/2000
02/02/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/08/2000
02/087/2000
02/18/2000
03/02/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000
03/06/2000

ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
PAYMENT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST

DESCRIPTION *
IA XFER TO PATIENT #101691
DE XFER FR INSUR #101691
IA FORGIVE #101691
IN 98940G 10/29/99 #101691
IA XFER TO PATIENT #101691
DE XFER FR INSUR #101691
IA FORGIVE #101691
PA CASH ‘
PA CASH
PA CASH
IN W9960 12/02/99 #102978
TA XFER TO PATIENT #102978
DE- XFER FR INSUR #102978
IA FORGIVE #102978
IN W9960 12/28/99 #102978
IA XFER TO PATIENT #102978
DE XFER FR INSUR $#102978
IA FORGIVE #102978
PA CASH
PA
PA CASH
IN W9960 01/19/00 #104236
IA FORGIVE #104236
IN W9960 01/26/00 #104236
IA XFER TO PATIENT #104236
DE XFER FR INSUR #104236
IA FORGIVE #104236
CONTINUED

SUBTOTAL:



ALL CHARGES/PAYMENTS

? .

ITEMIZED STATEMENT

CLAIM: DATE: 05/16/2001
: IRS#: 251542351
PATIENT: FLORENCE I. KING 100667
253 W MAIN STREET

SYKESVILLE PA 15865
SS#184-32-4880 POL#0019202555
DATE/INJ: GRP#

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

TO: MEDICAL ASSISTANCE
PO BOX 8297

HARRISBURG PA 17105

DIAGNOSIS:

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

DATE CPT DESCRIPTION * POS TOS # AMOUNT
04/12/2000 PAYMENT IN W9960 02/02/00 #104580 -12.00
04/12/2000 ADJUST IA XFER TO PATIENT #104580 -1.00
04/12/2000 DEBIT DE XFER FR INSUR #104580 1.00
04/12/2000 ADJUST IA FORGIVE #104580 -17.00
04/12/2000 PAYMENT IN W9960 02/18/00 #104580 -12.00
04/12/2000 ADJUST 1IA XFER TO PATIENT #104580 -1.00
04/12/2000 DEBIT DE XFER FR INSUR #104580 1.00
04/12/2000 ADJUST IA FORGIVE #104580 -17.00
04/12/2000 PAYMENT IN W9960 02/08/00 #104581 -12.00
04/12/2000 ADJUST IA XFER TO PATIENT #104581 -1.00
04/12/2000 DEBIT DE XFER FR INSUR #104581 1.00
04/12/2000 ADJUST IA FORGIVE #104581 -17.00
05/02/2000 PAYMENT PA CASH -2.00
05/03/2000 PAYMENT PA CASH -1.00
05/16/2000 PAYMENT IN W9960 03/02/00 #105386 -12.00
05/16/2000 ADJUST 1IA XFER TO PATIENT #105386 -1.00
05/16/2000 DEBIT DE XFER FR INSUR #105386 1.00
05/16/2000 ADJUST IA FORGIVE #105386 -17.00
06/09/2000 PAYMENT IN W9960 04/26/00 #106094 -12.00
06/09/2000 ADJUST IA XFER TO PATIENT #106094 -1.00
06/09/2000 DEBIT DE XFER FR INSUR #106094 1.00
06/09/2000 ADJUST IA FORGIVE #106094 -17.00
07/07/2000 PAYMENT PA CASH -4.00
07/15/2000 PAYMENT PA CASH -1.00
07/16/2000 PAYMENT PA CASH -1.00
07/17/2000 PAYMENT IN W9960 05/03/00 #106950 -12.00
07/17/2000 ADJUST IA XFER TO PATIENT #106950 -1.00
CONTINUED
SUBTOTAL: 400.00




ALL CHARGES/PAYMENTS

CLAIM:

ITEMIZED

PATIENT: FLORENCE I. KING 100667

253 W MAIN

SYKESVILLE PA 15865

STREET

SS#184-32-4880 POL#J019202555

DATE/INJ: GRP#
TO: MEDICAL ASSISTANCE
PO BOX 8297 .

HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/2001

IRS#: 251542351

EMPLOYER:

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAI
DATE OF LAS

D
T BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
07/17/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/2000
09/11/20¢0

PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT

XFER FR INSUR
FORGIVE

W9960 05/15/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

WS260 05/22/C0
XFER TO PATIENT
XFER FR INSUR
FORGIVE.

W9960 05/02/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 07/20/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

W9960 07/15/00
XFER TO PATIENT
XFER FR INSUGR
FORGIVE

W9960 07/16/00
XFER TO PATIENT
XFER FR INSUR
FORGIVE

CASH

CONTINUED

#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106950
#106949
#106949
#106949
#106949
#108366
#108366
#108366
#108366
#108365
#108365
#108365
#108365
#108365
#108365
#108365
#108365

SUBTOTAL:




ALL CHARGES/PAYMENTS

CLAIM:

ITEMTIZED

PATIENT: FLORENCE I. KING 100667
253 W MAIN STREET

SYKESVILLE PA 15865

SS#184-32-4880 POL#0019202555

DATE/INJ:

GRP#

TO: MEDICAL ASSISTANCE
PO BOX 8297
HARRISBURG PA 17105

DIAGNOSIS:

STATEMENT

DATE: 05/16/200
IRS#: 251542351
EMPLOYER :

CASTEEL CHIROPRACTIC CENTER

1

10 N MAIN ST-814/371-8686

DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

839.02 VERTEBRAL SUBLUXATION CF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID
DATE OF LAST BILL:

05/01/2001 PR# 422127J9D ID# 422127J9D

09/13/2000
09/13/2000
09/13/2000
09/13/2000
10/25/2000
11/13/2000
11/16/2000
11/16/2000
11/16/2000
11/16/2000
12/16/2000
11/16/2000
11/16/2000
11/16/2000
12/15/2000
12/15/2000
12/15/2000
12/15/2000
01/15/2001
01/15/2001
01/15/2001
01/15/2001
01/19/2001
01/26/2001
02/16/2001
02/26/2001
03/20/2001

PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
PAYMENT
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST
PAYMENT
ADJUST
DEBIT
ADJUST

PAYMENT

PAYMENT
PAYMENT
PAYMENT
PAYMENT

DESCRIPTION *
IN W9960 07/07/00 #108364
IA XFER TO PATIENT #108364
DE XFER FR INSUR #108364
IA FORGIVE #108364
PA CASH ’
PA CASH
IN W9960 09/11/00 #110217
IA XFER TO PATIENT #110217
DE XFER FR INSUR #110217
IA FORGIVE : #110217
IN W9960 09/27/00 #110217
IA XFER TO PATIENT #110217
DE XFER FR INSUR #110217
IA FORGIVE #110217
IN W9960 10/25/00 #110836
IA XFER TO PATIENT #110836
DE XFER FR INSUR #110836
IA FORGIVE #110836
IN W9860 11/13/00 #111299
IA XFER TO PATIENT $111299
DE XFER FR INSUR #111299
IA FORGIVE #111299
PA CASH
PA CASH
PA CASH
PA CASH
IN W9960 01/19/01 #113107
CONTINUED

SUBTOTAL:




ALL CHARGES/PAYMENTS
P ITEMIZED

CLAIM:

PATIENT: FLORENCE I. KING 100667
253 W MAIN STREET

SYKESVILLE PA 15865
SS#184-32-4880 POL#0019202555

DATE/INJ: GRP# o

TO: MEDICAL. ASSISTANCE
PO BOX 8297

STATEMENT

DATE: 05/16/2001
IRS#: 251542351
EMPLOYER :

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

814/371-8686 Fax:814/371-8618

HARRISBURG PA 17105

DIAGNOSIS:

839.02 VERTEBRAL SUBLUXATION OF CERVICAL SPINE C2

723.1 NECK PAIN/CERVICALGIA

FC: MEDICAID :
DATE OF LAST BILL: 05/01/2001 PR# 422127J9D ID# 422127J9D

DATE CPT DESCRIPTION *
03/20/2001 ADJUST IA XFER TO PATIENT #113107
03/20/2001 DEBIT DE XFER FR INSUR #113107
03/20/2001 ADJUST IA FORGIVE #113107
03/20/2001 PAYMENT IN W9960 01/26/01 #113107
03/20/2001 ADJUST IA XFER TO PATIENT #113107
03/20/2001 DEBRIT DE XFER FR INSUR #113107
03/20/2001 ADJUST IA FORGIVE #113107
03/21/2001 PAYMENT PA CASH

04/16/2001 PAYMENT IN W2960 02/02/01 #113323
04/16/2001 ADJUST IA FORGIVE #113323
04/16/2001 PAYMENT IN W9960 02/16/01 #113323
04/16/2001 ADJUST 1IA XFER TO PATIENT #113323
04/16/2001 DEBIT DE XFER FR INSUR #113323
04/16/2001 ADJUST 1IA FORGIVE #113323
04/16/2001 PAYMENT IN W9960 02/26/01 #113323
04/16/2001 ADJUST IA XFER TO PATIENT #113323
04/16/2001 DEBIT DE XFER FR INSUR #113323
04/16/2001 ADJUST IA FORGIVE #113323
04/16/2001 PAYMENT PA CASH

PROVIDER: SCOTT CASTEEL DC
SS# 160565186

Page

TOTAL: $

BALANCE 05/16/2001: $

7 PA/PK/CC/IN=Csh/Check/CC/Ins. paymnt; CR/DE=Credit/Debit; IA=Ins adj; *=Ins Pd

-92.00
118.00




APPROVED OMB-0938-0008

. WRALFAIT 47 Lk '
" ROUTE 298 |
et DURGI1S ‘

(A0 i

15801 |

T1rica HEALTH INSURANCE CLAIM FORM Pca[TT

1. MEDICARE MEDICAID CHAMPUS CHAMPVA oroup FECA . * OTHER| 1a. INSURED'S LD. NUMBER (FOR PROGRAM IN ITEM 11 |
! o |eswonsorsssmy| Jwvaren [ | ssvormy [ | ssm [ %] oo ‘

HIMG, FLORENCE T,

2. PATIENT'S NAME (Last Name, Flrst Nama, Middle initial)

3. PATIENT'S BIRTH DATE SEX 4.

"o T4 41 w[] [N

INSURED'S NAME (Last Name, First Name, Middle Initinl]

HMIMG, FLURENCE T.

5. PATIENT'S ADDRESS (No., Street)

8. PATIENT RELATIONSHIP TO INSURED I8

INSURED'S ADDRESS (No., Street)

AER WEST MATH & so [ X]spouse[Jow[  Jom [ ] Vot WEST MOAIN &)
€153 STATE | 8. PATIENT STATUS cITY T STATE
 SYKESVILLE , | soge [ e[ ] omed] SYKESVILLE £A)
2P CODE - TELEPHONE (Inciude Area Code) ZIP CODE . TELEPHONE (INCLUDE AREA CODE)
15865 (814)-B94-54ia@ | Ewoe[ Y] WmeeIne ) | g e ppe ( 819-894-%4ipin

9. OTHER INSURED'S NAME (Last Name, First Name,

Middle Initial} 10. IS PATIENT'S CONDITION RELATED TO:

.

INSURED'S POLICY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUF NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS) a

[ Jves T X]no

b. OTHER INSURED'S DATE OF BIRTH

MMiDDiVY

lu[]

INSURED'S DATE OF BIRTH

g 14 %1 W]

b. AUTO ACCIDENT? PLACE (State) | b

[ Jves L.j_»]NOv L

SEx
Pl ]

EMPLOYER'S NAME OR SCHOOL NAME

MOWSEE  LUOGE

c, EMPLOYER S NAME OR-SCHOOL NAME

c. OTHER ACCIDENT? - T
—Jno

[ x]ves

INSURANCE PLAM NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE d

IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ X]no

It yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | aulhorize the release of any medical or other information
necessary 1o process this claim. | alse requast payment of government benglits either to myself or 1o the party who accepls
assignment balow.

13.

DATE

INSURED'S OR AUTHORIZED PERSON S SIGNATURE i authonze
payment of medical benetits to the und or for
services described below.

g phy

SIGNED L% 4 ) = §

4

PREGNANCY (LMP)

ILLNESS (First sympiom) OR
INJURY {Accident) OR

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS 16,
'

GIVE FIRST DATE MM I DD

DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM ' DD ‘oYY MM DD ' YY
FROM : T0 ' !

17. NAME OF REFERRING PHYSICIAN CR OTHER SOURCE

1 1
17a. .0. NUMBER OF REFERRING PHYSICIAN

18.

1 i I
HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM * DD ' YY MM ' DD ' YY
. FROM : : T0 JI 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
| ] YES [ [NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2,3 OR 4 TO ITEM 24E BY LINE) — — 22. MEDICAID RESUBMISSION .
_ 1 CODE - ORIGINAL REF. NO. !
B39 . V6 a4, 0
TR Al a LT 2
23. PRIOR AUTHORIZATION NUMBER
o L7825, 1 sl __
24, A 8 ] C [5} | E F G H [ J K
DATE(S) OF SERVICE ace PROCEDURES, SERVICES, OR SUPPLIES. | ) DA SOT
From ® To Pl:f ® I Ti’,?e (Explain Unusual Circumstancas) D"ggg)ESls § GHARGES OI‘S E’gmlly ema | cos RELSOEgAILEBSFé)R
MM DD YY MM DD Yy {Service|Service]| oprHCOPCS | MODIFIER UNITS} Plan
. . f . o ¥ . i
- ) - ; PR [ oo ;
B3'@f 199 ¢ ! 11 s soul. 0| 1
. - |
. . . ) . 1
N . - ' oy - ¢
Beie1iyy ] b iy 7enye| L e $/5. 00 1
: ; 1
. . . . . |
I ] i H : | I ] |
1 i i 1 i 1 i
1
' . fl i i ) ) [}
| i ! | - I | |
1 1 { 1 _— i 1
i
1 ) ' i ' ]
1 H ! i l 1 1
1 L 1 ). \ I
1
. . . . . t
1 | ] 1 - ] 1 i :
. L 1 1 : i L : :
25_ FEDERAL TAX 1.D. NUMBER SSM  EIN - |26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
. i (For govt. claims, see back)
- A - g -
Eu-1%4a3s) L 10 333 | xlves [ Jno s 155, wials s iSshoE

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{I certify that the statements on the reverse _
apply to this bill and are made a part thereoi.)

32. NAME AND ADDRESS OF FACILITY WWHERE SERVICES WERE
RENDERER (f other than home or office)

%
10

Ao B EUHI WP PMU?"[‘YSS rrRee ‘
NORTH MAIN STREe T !

DUBLILE, A |
TYSON L. DIXUN, D. UL ' Bl4-3/71-8.
SIGNED 97 7m0 DAIE B4 /B) /99 PINg lgnpﬂ LA D6 B
FORM HCFA-1500 (1290)

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 9/89)

PLEASE PRINT OR TYPE

FORM OWCP-1500 FORM ARB-1500



o APPROVED OMB-0938-0008
CLATIMS MANAGEMENT, IMU

0 BUX B@B3
BENTOUNVTLLE, AK
) _ .. 787188083
[TT7eica HEALTH INSURANCE CLAIM FORM mea [T
1. MEDICABE MEDICAID CHAMPUS CHAMPVA 322&71 .P-LAN EEI'(JL\UNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM

" |wedicaron | pnoctaid [ ] (s

sssyf | |varies | (sswarioy | (SSN)

(1D)

CL# 99518770

2. PATIENT'S NAME (Last Name, First Name, Middle initial)

KING, FLORENCE I.

3. PATIENT'S BIRTH DATE

il P4 %1 W] e[ X]

4. INSURED’S NAME (Last Nama, First Nams, Middle Initial)

KING, FLUORENCE 1.

5. PATIENT'S ADDRESS (No., Sireet) _
81

8. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

130 WEST MATN cot [ Kepowse o Jomer[ ] 130 WEST MAIN §1
cITY STATE | 8. PATIENT STATUS ) ) ciTY STATE
BYKESVILLE . | Al e[ ] mewa] ] owe[ K] | SYKESVILLE B
2IP CODE ) . TELEPHONE (Include Area Code) . . - .ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15065 (B14-8B4-ban | e[ ) g Jaunel ] 15865 ( B14-BY 45408

9. OTHER INSURED'S NAME (Lasl Name, First Name, Middle Initiaty

10. 1S PATIENT'S CONDITION RELATED TO:

5. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS).

E YES L—__TINO .

b. OTHER INSURED'S DATE OF BIRTH
MM | DC

SEX

b. AUTO ACCIDENT? PLACE: (State)

E:Ivss I:ENO L |

B Ritia |

i 1
¢ EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT? :
NO

2. lYES

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
" %34
b. EMPLOYER'S NAME OR SCHOOL NAME
MOUSE  LUDGE

. INSURANCE PLAN NAME OR PROGRAM NAME

SEX

v ] (A

3. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d.1S THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [___fﬂ NO

If yes, teturm to and complete itam 9 a-d.

assignment below.

. READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.,
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 aithoriza the release of any medical or other Information
necessary 1o.process this claim. | also request payment of government benefits either to myself or to the parly who accepts

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authoris
payment of medical benefils to the undersigned physician or supplier f:
servicas dascribed below.

SIGNATURE UN FILE

STENATURKE UN FILE

SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS {First symplom) OR T, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE 70 WORK IN CURRENT OCCUPATION
P 2on, ¥ INJURY (Accidenl) OR GIVEFIRSTDATE MM ! DD | YY MM ' DD ! Y MM ! DD ! YY
4 r.:‘ " 8= 3% PREGNANCY (LMP} : ' FROM : : TO : :
17 NAME OF REFERRING PHIVSICIAN OF OTHER SOURCE 172.1.0. HUMBER OF REFERRING PHYSICIAN 1E. HHOSPITALIZATION DATES AELATED TO CURRENT SERVICES
: . MM ° DD YY _MM'DD’YV
. FROM : : 10 } Il
15 RESEAVED FOR LOCAL USE T - - 0. OUTSIDE LAB? $ CHARGES
/ I
- ' L Jves [ no |
5 DIAGNOSTE A NATURE GF ILLNESS OR INJUAY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24€ BY TINE) — 22. MEDICAID RESUBMISSION
. e . | ] CODE . ORIGINAL REF. NO.
B39, BH T84, 0
I N DI
1 ; 23, PRIOA AUTHORIZATION NYMBER
ey
2. 7es. 1 . N _
24, - B c | D E F -a H 1 J K
DATE(S) OF SERVICE e T PROCENURES, SEAVICES, OR SUPFLIES | . AYS | EPSDT|
From - ) Yo | Piage Tyge 1 T Explair Unusual Circumstancas) DIAGNOSIS $ CHARGES on: | Family | Ema | cos | RESERVEDTD
op Yv  wmm__ DD Yy -Servics|Serviorl GPTMCPCS | MODIFER UNITS| Plen
oo . . . B T ' .
T @ei99| 4 1|1l 99ERE| $50. 22| 1
1 ] i ] + i .
- t :
vy e P P - 1 » . .. B - .
L P31 1E99 : ! 1 14| 98940 4 ad’ 217 N
1 i 1 i 1 N
- : 1
S t L} . i . l [y
J@315199] ¢ 1L L $i. vd) 1
i I 1 i i
- —— L .
P [ ’ v < . - - t .
Jesizeive| 11 |1 9894@| | 5@, o 1
1 1 — — s
I
' . ) ' . - € o !
JoziEoien) 11 SAY4H| $50. 00 1
i . '
- 13 1
)
i i
J@3131199]) L 11 | a894d ih,E,3, ) se@.@el Y
E | ] - Fa i1 . fid o i 3
25. FEDERAL TAX 1.D. NUMBER SSN EWN | 26. PATIENT'S ACCOUNT NO. 27. agcsp T A?as‘neumsugv v 28. TOTAL CHARGE 28. AMOUNT PAID 30, BALANCE DU’
. - r govt. ctaims, see bacl s . - .
Fn-154a351 [ (%] o 33E3 Kves [ Jwo | & A = ]
31, SIGNATURE OF PHYSICAN OR SUPPLIER 35, NAVE AND 7,DORESS OF FACILITY WHERE SERVICES WERE AR B, BUPPLIAHY TN PR PoneSs: ¢ PYRE
INCLUDING OEGREES OR GREDENTIALS RENGERED {If other than home or office) L4 o ) P
( cartily tha: the statements on he reverss : 1@ NORIH MRIN BIRE =T
apply to this bill and are made a part thereof.) . o
- DURDIS, FHA

CABTEEL, DL.C
Q4 /101 /39

SCOTT B.

814-37

s CHEDS68E

PIN#

422127390
SIGNED

irmmnaven av Ass AOIINGH ON MED!CAIL SERVICE H2€

TR L

.. PLEASE PRINT OF TYPE

R W

e,

FORM HCFA-1600 (12:80)
FORM QWCP-1500 FORM RF



N

N . APPROVED QMB-0938-0008

CLAIMS MANAGEMENT, INC

a r .
~ 0O BOX awvas
BENTONVILLE, AR
| S o 72712-8083
[TT 1rica ‘ - HEALTH INSURANCE CLAIM FORM pica[ T T
1. MERICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER{ 1a. INSURED'S 1.0. NUM| '
. O PLAN A NG a NUMBER (FOR PAOGRAM IN ITEM 1)
(Medlcarel)D Medicaia )| | (Sponsor's ssh | warien) || sswormy [ | ssm [ X ] o CL# 99518770
2. PATIENT'S NAME (Las! Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
y _ MM 1 DD 1YY
HKING, FLORENCE 1. 12 14) 41 ™ Flx] KING, FLORENCE 1.
5. PATIENT'S ADDRESS (No., Strest) N . 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
130 WEST MAIN ST . sot| X Jsowso| Jowd  Jowe| 1] 130 WEST MAIN ST
cITY STATE | 8. PATIENT STATUS CITY STATE
QYPLJUILI A sooo ] Mesa[ ] ome[ X ]|  SYMESYILLE s
ZIP CODE TELEPHONE (Includs Area Code} . ZIP CODE TELEPHONE (INCLUDE AREA CODE)
= R ; [ - -Ti
15865 (@14)894-S4p0 mPored [ Y] Siwdemt | weem L] 15865 (814)894-540m
9. OTHER INSURED'S NAME (Last Name.- First Name, Middla Initiai) 10. 1S PATIENT'S‘ CONDITION RELATED TO: * ] 1. INSURED'S POLICY GROUP OR FECA NUMBER
a, OTHER INSURED'S POLICY OR GROUP NUMBER . . E a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED’S DATE OF BIATH SEX
i MM ¢ DD ! YY
[ves (Lo 10! 14} 41 w1 f[x]
g = = =~ = ) @ LA
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (Slate) | b- EMPLOYER'S NAME OR SCHOOL NAME
MM DD ; YY -
P [w[] - f[] [ Ives [XIw 4 | MODSE LODGE
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ) c. INSURANCE PLAN NAME OR PROGRAM NAME
Cidves [w
d. INSURANCE PLAN NAME OR PROGRAM NAME -] 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
[j YES m NO If yes, return to and complete ilem 9 a-d,
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information payment of medical benefits 1o the undersigned physician or supplier for
necessary to process this claim. | also request payment of government benefits either to myself or to the party who accepts services described below. ;

assignment below.

sienen___GIGNOTURE ON _FILE —___  DATE SIGNED ——-QLENQIHRE—M_FLJ:E___J

1. DATE OF CURRENT ILLNESS (First symptom) OR 15. I PATIENT HAS HAD SAME OR SIMILAR KLNESS, | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPAT!ON i
! INJURY (Accident) OR GIVEFIRSTDATE MM * DD ' YY MM oD 17 MM Yy :
l -‘ i 'B PREGNANCY (LMP) : : FROM | | 10 ' | ;
17 NAWIE OF REFERAING PVSICIAN OF OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 78, HOSPITALIZATION DATES RELATED TO GURRENT SERVICES i
MM ' DD ' YY MM ® DD ' YY
) FROM ' : TO ! ! )
19, RESEAVED FOR LOCAL USE ) 20. OUTSIDE LAB? § CHARGES i ;
[:I ves | | no I !
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO [TEM 24E BY um:) — 22. MEDICAID RESUBMISSION :
‘—-—l CODE . v ORIGINAL REF. NO. i
. .B 9. 06 2848 |
23. PRIOR AUTHORIZATION NUMBER !
2. 111...3..1_ _L ] al_____.__. i
24, ] B8 | C D E F G H q J K \
DATE(S) OF SERVICE Place | Typa | PROCEDURES, SERVICES. OR SUPPLIES DAYS |EPSDT : |
| From To o | of (Explain Unusual Gircumslances) DIAGNOSIS $ CHARGES OR |Famiy| Ema | cos |  RESERVED FOR '
MM DD YY MM DD yy  Service|Servicel cPT/HCPCS | MODIFIER i UNITS| Plan
. . L ; . & | !
'y Vypem ] I ]
BaldE 99 | L L (19 9p94m| | s30.op] 1] |
. ) !
, . . . ‘ , : l
~’ o . H
@4 o gy | T Ty 9n94m| | s30. o] 1 -
; N .
, . . \ : ; . ] | :
b i I ; ) o .
o4 lEz 99 | 1 |31 9894@] | sl pal 1 !
) ]
' . , . o 1
i ) i ! | ; '
1 l 1 1 i, 1 1
1}
i il 3 ’ . )
| I ! [} I ] 1
1 1 i 1 1 1
)
. i i . 3 ]
i ] [} 1 ] |
1 | i L 1 i . 1
25. FEDERAL TAX 1.0, NUMBER SSN_ EIN | 28. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL GHARGE 29, AMOUNT PAID 30, BALANGE DUE
_ - {For govl. claims, see back) .
E5-1542351 [ 0] 3EE3 xJres [ Jwo s @i QA s mszm
al. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 'S, SUPPL [ DDRESS, 2,
INCLUDING DEGREES OR CREDENTIALS RENDERED (Hif other than home or office) :ﬁﬂgﬁf&gl_ E:EPI ﬁh f‘rﬁ.ﬁﬁ1 TT [11 lﬁs
(8 cerlify that the statements on the reverse :
apply to this bill and are made a part thereof.) . . 1 lZ' NDRTH Mﬂ I N ST REE T
DUROIS, FA
SFUTT B. CASTEEL, D ‘ 814-371-84
sianen PEE1ET7IOD e BE/NS/99 PINE GRP# SA65S ;
LSIGREL D/ 14

R . - FORM HCFA-1500 (12-90)
(APPROVED BY AMA GOUNCIL ON MEDICAL ssnvncs 8/86) PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RRB-1500 -




APPRQOVED OMB-0938-0008

CLAIMS MANAGEMENT,

INC

PO PUX B@B3
BENTONVILLE, AR
7 7 1 L.'“B'Z'Bu
PICA ) HEALTH INSURANCE CLAIM FORM pical TT
1. MEDICARE MEDICAID CHAMPUS CHAMPVA ﬁgALT';l FLAN BLI(CICUNG OTHER| 1a. INSURED'S I.D. NUMBER {FOR PROGRAM IN ITEM 1)

Medtcarets| | Medicaid 4 (spansor's ssy{__ | (vAFlenn | issNoriy | (SSN)

(1D)

CL# 99518770

KING, FLORENCE 1.

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE

ol % R W X

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

HING, FLURENCE 1.

S. PATIENT'S ADDRESS (No., Streat)

8. PATIENT RELATIONSHIF TO INSURED

7. INSURED'S ADDRESS (No., Street) .

253 W MAIN SIREET sat [ K Jspouse| _ Jou[ Jome[ ] 253 W MAIN STREET
oY STATE | 8. PATIENT STATUS e STATE
SYMESVILILE (A ] snge [ X wamiod[ ] omee| ] SYHKESVILLE A
ZiF CODE = TELEPHONE (includa Area Code) ZIF GOBE TELEPHONE (INGLUDE AREA CODE)
15865 (314)"394“‘541'21 Empioyed FollTime paTime[ ] 15865 (8147—894—541@

9. OTHER INSURED'S NAME (Last Name, First Name, Middla Initiaf)

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

8. EMPLOYMENT? (CURRENT OR RREVIOUS)

Ej YES EjNO

b. OTHER INSURED'S DATE OF BIRTH

SEX

b. AUTO ACCIDENT? PLACE (State)

[Jves r_xjno t I

MM’DDiYY ’ Ir__'

I
¢. EMPLOYER'S NAME OR SCHOOL NAME

L]

c. OTHER ACCIDENT?
Jw

[% ]ves

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

o 1% X1 w7

SEX

F[X]

| i
b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [X]no

it yes, return to and co

mpleta item 9 a-d.

assignment below.

SIGNED

SIGNATURE UN FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING THiIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE } authorlze the release of any medical or other information
necessdry to process this claim. i also request payment of governmant bensfits elther to mysaelf or {o the party who accepis

DATE _

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of madical benefils to the undersigned physiclan or supplier for

sarvicas described below.

SIGNATURE UN

SIGNED

FILE

14. DATE OF CURRENT:

INJURY {Accident) OR
PREGNANCY (LMP)

ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS,
GIVE FIRST DATE MM ; DD i

18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
. Yy

DDI

MM MM
FROM : 0 - i

DD; Yy

W S —
17. NAME OF REFERRING PI{YSICIAN OR OTHER SOURCE

I |
i7a. LD. NUMBER OF REFERRING PHYSICIAN

[l i L
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

~134235

L 171

(For govt. claims, see back)
ves [ |no

l_bt_ll. 3

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREFRS OR CREDENTIALS
{l certify thal the statements on the reverse

32. NAME AND ADDRESS OF FACILI™Y WHERE SERVICES WERE

RENDEFERD (! other Ihan hema or office)

18"RBRTH MAIN STREET

MM ' DD ' YY MM ' DD YY
FROM ! t 10 ! |
| 19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? § CHARGES
[ jves NO
21, DIAGNOSIS OR NATURE OF ILLNESS O INJURY. (RELATE ITEMS 1,2,3 OR 4 10 [TEM 24E BY LINE) —————— 22, MEDICAID RESUBMISSION
—a i oo i CODE ORIGINAL REF. NO.
B35, a6 E A4, @
1.1 — 3. —
X 23. PRIOR AUTHORIZATION NUMBER
Py
2 7""3_'. 1_ : ol v -
24, A T T ¢ T D [ F [ H | J K
DATE(S) OF SERVICE T PROCEDURES, SERVICES, OR SUPFLIES DAYS |EPSDT
rom Ta i l o Unusual . DIAGnOSIS $CHARGES ~ | OR |Famiy| EMG | cos |  FERSENVED FOR
| MM DD YY MM DD Yy |Servics Somvios CPI/MCPCS | MODIFIER UNITS| Plan
as i'E.'-(i\ IB‘E) ! ! 13 285410 I ! ECHC : $JQ|L Qa1
l
. i ' ) ) |
] ' 1 ) | 1 i
1 i i 1 1 L
[}
v ' ‘ ' . ]
i I i | | i !
L 1 3 1 5 L 1
|
' ’ ) ' ' 1
1 ] i i l 1 i
L 1 1 1 i i
| 1
. . Xy ' . . [}
| i ] 1 l [} [}
1 i } i ] P 1
'
, , . . . ]
! i t t : |
R ' : A i i}
25. FEDERAL TAX 1.0, NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 37 ACCEFT AGSIGNNENT? | 78, TOTAL GHARGE 20, AMOUNT PAID 30, BALANCE DUE

$ 3Dy 0a |s i 3@
ERANChEssU Eﬁﬂﬂsﬂﬂﬁlﬂﬁﬂzk Bigsstﬂ dooE

apply to this bill and ate made a part thereof.) DUBDI bq B
SCOTT B. CASTEEL, DIC 814-371-8¢
] (o] [ s " - g =
SIGNED e=li7 390 £ IZ|6/I¥|1 /99 PINg I L
. ' FORM HCFA-1500 (12-80)
(APPRAVEN RY AMA SOUNCY 0N MEDICAL SERVICE 8/88 Plf.{EASE PRINT ‘O.F? TYPE FORM OWGP-1500 FORM RRAB-1500




790-0120 (12/90) (OCR) 2 pt.

PLEASE

CLAIMS MANAGEMENT, INC
DO NOT * 3 o '
sonot > O BDX 883
IN THIS
AREA BENTONVILLE, AR
72712-BA83 .
| |4 jrica HEALTH INSURANCE CLAIM FORM pea ||}
“T1. MEDICARE MEDICAID CHAMPUS GHAMPVA GROUP . FECA . OTHER[a INSUREDS |0 NUMBER (FOR PROGRAM IN ITEM 1)
(Medicare #) [~ (Medicaid #) [ (Sponsor's SSN) D (VAFie &) [] (SSNoriD] (SSN) B(] (ID) CL# 99518770

2. PATIENT'S NAME (Last Name, First Name, Middle initial)

KING, FLORENCE I.

3. PATIENT'S BIRTH DATE

i £ 51w o

4, INSURED'S NAME (Last Name, First Name, Middle Inilial)

KING, FLORENCE 1.

5. PATIENT'S ADDRESS (No., Street)

=53 W MAIN STREET

6. PATIENT RELATIONSHIP TO INSURED

seft [ § spouse{ ] chid[ | other[ |

7. INSURED'S ADDRESS (No., Street)

253 W MRIN STREET

city

SYMESVILLE

STATE

F'A

ZIP CODE -

15865

TELEPHONE (Include Area Code)

(814FB894-541

8. PATIENT STATUS .
Single[ _)1 Married D Other [:'
Part-Tim‘s

Full-Time
Student

Employed
) Student

CiTYy STATE
SYKESVILLE PR

2P CODE TELEPHONE (INCLUDE AREA CODE)
15865 (814)-894-5410

9. OTHER INSURED'S NAME (Last Name, First Name, Mlddle._lnilial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES mNO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD , YY )
L [ M[]

SEX

a. INSURED S DATE OF BIRTH

Ta T4 41 M)

SEX

¥

b. AUTQ ACCIDENT? PLACE (State)

L

b. EMPLOYER‘S NAME OR SCHOOL NAME

D YES m NO |

{ |
c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[0

EX] YES

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSUJRANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES [] NO If yes, return to and complele item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any madical or cther information necessary
1o process this claim. | also request payment of government benefits either ic myself or to the parly who accepts assignment

below.

SIGHNATURE DN

SIGNED

& SIGNING THIS FORM.

FILE DATE L

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits lo the undersigned physician or supplier for
services described below.

saned . STGNATURE. ON FILE

l4 DATE 05 CURRENT ‘

ILLNESS (First symptom) OR
INJURY (Accident) OR

15. iIF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM : £D ; vY

16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MM 1Yy MM , OD « YY

c:' [ } y PREGNANCY(LMP) ! | FROM | ! 0 ! !
17. NAME OF REFERRING PHYSICIAN GR OTHER SOURGE 17a. |.D. NUMBER OF REFERRING PHYSICIAN i8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD | YV MM |, DD , YV
FROM | : 10 ! !
20. OUTSIDE LAB? $ CHARGES

19, RESERVED FOR LOCAL USE

[(Jves [ ]no

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE} —-———I

22. MEDICAID RESUBMISSION
CNDE . . ORIGINAL REF. NO.

(APPAGVED BY AMA COUNCIL ON MEDICAL SERVICE 8/83)

PLEASE PRINT OR TYPE

A39. 06 s [781}.!2! Y
T ’ - 23. PRIOR AUTHORIZATION NUMBER
2. llé'; A 4L
24 A B C I - D E F G H [ K
DATE(S) OF SERVICE, Place | Type | PROCEDURES, SERVICES, OR SUPPLIES|  pacnncis DAYS |EPSDT] RESERVED FOR
Fro of of (Explain Unusual Circumslances) CODE $ CHARGES OR |Family o0 | coB LOCAL USE
MM 0D YY_ MM DD YY |ServicdService] CPT/HCPCS | MODIFIER j : UNITS| Pian
! | ) 1 A i - i
6 @7 199 1 1 |11 9894@| £, 3, $30L 00! 1
: |
1
| 1 | 1 [ 1
Be i1 99| ¢ 1 S 9gosn| | 2, 3, $3Q, 02| 1
(5 . s ]
: L | .
[ ! ] 1 . t - d |
Pei3wi99 | o 111 58940 | 2,3, - 30,02 1
B v . : § B
1 1 ] : : : E
:
L L S .
L 1
' : : | | 5
! i | L L y
:.’f i |
. : ; i ¢ !
| A D | | : |
i 1
25. FEDERAL TAX |.D. NUMBER S5N EIN 26. PATIENT'S ACCOUNT NO. 27. u;:\g%%eit c’ﬁ%'f'fyf&u, 25.T0TAL CHARGE 29. AMOUNT PAID 30. BALANCE uus
[N ’ i
-1542351 LIx 3323 [ ves [ ]no s o@. o | 8 ' S opiop
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. 'S’éﬁﬁé‘é}% A,:?DEES"S o;hFAc:v.m‘(‘wr)«EnE SERVICES WERE @gﬁﬁ . SUPPHER mpwmnf FUDREESTZR CODE
INCLUDING DEGHREES OR CREDENTIALS CAED (I other than heme or affice, .
(1 cetify thal the slalements on the reverse ) 1 TH MQ I N ST REET
apply to this bill and are made 3 part thereof.) DUBU ]- 8 ; F' n
N . —-2T7 =
S5C07TT B, CASTEEL, DiC B14-371-&
T B ] =
sengp AEE1ETIOD  pue @7/101/99 PING | ores  CREBSS6 86
W

FORM HCFA-1500 (12-80)

FORM OWCP-1500 FORM RRB-1500



" APPROVED OMB-0938-0008

CLAIMG MANAGEMENT, INC

2 » -— . o
F O BUX 8us3
BENTONVILLE, Ak
_ . 7E712-8083
[TT]rica ’ HEALTH INSURANCE CLAIM FORM pca[TT
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. INSURED'S I.D. NUMBE
HEALTH PLAN BLKLUNG a. f L# 9 (., IRB / 7@ (FOR PROGRAM IN ITEM 1}
|Medicarstr{ | ptectcaia # | ¢sponsor's sswp | (va Fite #) [::] ssnorip) | (S5N) (D) -
2. PATIENT'S NAME (Last Name, First Name, Middie Initlal) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
“ R - . -y
KING, FL.ORENCE 1. MU, ‘1“4' a3 w1 FE*-' KING, FLURENCE I.
5. PATIENT'S ADDRESS (No., Street} . 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
253 W MAIM §1REET sot [ X Jspouse] Jous " Jomer[ ] 23 W MAIN STREET
cTy STATE | 8, PATIENT STATUS CITY STATE
{9 - wra - ‘\ L4 - .
SY’.\E‘JU I I“"L"E: " H Slngla[ﬁ MmrledD Olhav[——l bY'“.T.bU ILLt . F‘n
ZIP CODE -~ TELEPHONE (Include Area Code) ] ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (8 1 -4’)‘-89 H-34 10 Employed 'j] FullTime pgTime[ ) 1586% ( 81 4)--6‘3 45411
Student Studenl
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Mitial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER .
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURHEN;f ‘OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX
' | 1
I | ‘-/ . W| q)lh i1 | l [fl
b, OTHEA INSURED'S DATE O YES " ' ! . ’
. E ED'S DATE OF BIRTH . SEX L b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
MM ; DD YY o
0 | l w7 ] [ Jves Ano | |
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACGIDENT? . . INSURANCE PLAN NAME OR PROGRAM NAME
[XJres [Jwo
d. INSURANGE F1.AN NAME OR PROGAAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
I — I YES l ): NO I yes, weturn to and compleie ifemn 9 a-d.
RAEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATUHE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize the release of any medical or other Information { - payment of medical benefits to the undersigned physician or suppfiar for
nacessary to process this claim, | also request payment of government benefiis either to myself or to the party who accepts services described below.
assignment below. .
saneo__ SIGNATURE UN FILE DATE senen__ SIBNATURE UN FILE
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
N oy A A MY INJURY (Accident) OR GIVEFIRSTDATE MM ' DD ' YY MM ' DD ¢ YY MM DD ' YY
AT PREGNANCY (LMP) ! ! FROM ! ! T0 ! !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE . 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
: MM ' DD ' VY MM ' DD ! YY
FROM : : TO : :
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ ]ves | vo I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. {(RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO,
B32.16 - : : 7(34 ra 1
h T A : ) 23, PRIOR AUTHORIZATION NUMBER
2, . DI
24, B C D £ F G H i J K
DATE(S) OF SERVICE Place | T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT|
From ( Ta o | el (Expinin Unusual Circumstances) - DMC%'[?ESIS § CHARGES OR | Family| EmG | coe RELSOE(?XLEBSFEOR
MM DD YY MM DD __YY |Service|Sewi CPT/HCPCS | MODIFIER UNITS] Plan
a7 14 199 I | 11 98‘54'2" i $3Q @l 1 :
) i 1 1 i
- - 1
: |
Py ' L. -, . ! - .. .- - 0y
a7 i28 199 P 11 98940 $50. pa| 1
;.
|
. ' ¢ ) - : I
1 1 1 1 I ) 1
] 1 1 Il I 1
1
. . . ! , |
1 ) 1 I { ! |
1 n ' i { 1 i L
: 1
. . . . . . - '
| 1 0 | I | ; 1
1 L 1 1 : L - L
ts ; |
. v v 1 B ’ # I
i i i | 1 I ! N y !
1 i L [ i 2N i % 3
25. FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. l;:CCEPT; A'SS'IGNMED:’T? X 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
R - or govt. ciaims. see bac -
£5-1548351  [T][37] 3323 Jes [ v s bay va *W s bojed
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE N SUPELERE RLIS] dRESS. [P CRoE
. INCLUDING DEGREES OR CREDENTIALS RENDERED (I other than home or office) .
(1 certily that the stalemenls on the reverse : 12 NUORIH MRIN STREET.
apply to this bill and are made a part thereo!.)
_ _ : DURDIS, FA
SCOTT B. CASTEEL, DLC _ ; 814~371-8
4e1271J9D 28/ B2/99 : ' L CARES686
SIGNED DATE . PINL GRP#
D S -

: FORM HCFA-1500 (12-80)
(APPROVED BY AMA GOUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE O OWCP-1500 FORM RRBAG00



{ APPROVED OMB-09368-0008
CLAIME MANAGEMENT, INC

» ‘w
P O BOX B283
BENTOMVILLE, AR
=2712-8283
PicA : : HEALTH INSURANCE CLAIM FORM pca[TT
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER| 1a, INSURED'S 1.D.
R pLAN BLK LUNG 1a. INSURED'S 1.D, NU:'BER i (FOR PROGRAM N ITEM 1)
]mad/caral)I (Msdlca/dﬂl I(Spcnsor 3 ssw)| | (VA Flls #) | | (SSN or ID) | | (SSN) (1D) CL# 99518770
2. PATIENT'S NAME (Last Name, First Name, Middile Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME {Last Name, First Name, Middle iniiaf)
M -
KING, FLORENCE I. Yo Pai ¥y M|—1 Fr‘q KING, FLODRENCE 1.
6. PATIENT'S ADDRESS (No., Street) & FATIENT RELAT!ONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Stresf)
252 W MAIN STREET sot [ X Jspouso| Jowa[ " omer | 253 W MAIN STREET
oY STATE | 8. PATIENT STATUS ciTY STATE
. . ; . N . . .
S)YHFB 'J I LL l"._ . . “'n s|na|gl r!\ l Muﬂedl I omg,l . | SY"(ES U ILLE I:'ﬂ
1P CODE — TELEPHONE (Include Area Code) ~ 1ZiP CODE TELEPHONE (INCLUDE AREA CODE)
[ R = E — . = - F -
15665 (BL4Y-B94~54 11 Employed [} EokTimo ] parTima ] 5865 (B14y894~5410
0. OTHER INSURED'S NAME (Last Name, First Name, Middle Inlifal) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUF OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER E - a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX
] 1
[Jves [X]no Yo Ta %1 W[ [
b. OTHER INSURED'S DATE OF BIRTH L :
i SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
MM . DD ;| YY
1 |
!MI F[ ] l |YES IvZINO i |
c. EMPLOYER'S NAME OR SCHOOL NAME . | . oTHER ACCIDENT? . ¢, INSURANCE PLAN NAME OR PROGRAM NAME
[(XJves [ Jno
d. INSURANCE PLAN NAME OR PROGRAM NAME | 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
| l YES [:X] NO If yss, relum to and complele item 9 a-d.
RAEAD BACK OF FONM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any madical or other Information payment of medical beneflis to the undersigned physiclan or suppller for
necessary to process this claim. | also request payment of government beneflts elther to myssif or lo the parly who accepts services described below,
assignment below.
SIGNED SIGNATHIRE (N FIIF DATE SIGNED ___S_I_BNQIL[BE_QN_EILL__
O e
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 16. DATES PATIENT UNABLE TO WORK IN GURRENT OCCUPATION
A INJURY (Accident) OR
‘%M % ‘~Y§v [ GIVEFIRSTDATE MM * DD ' YY MM | DD Yy MM ; DD i Yy
4 9 PREGNANCY (LMP) I FROM ! l T0
17, NAME OF HEFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT ssnwces
MM ' DD ! YY MM DD ! YY
. FROM : : YO : :
19. AESEAVED FOR LOCAL USE ] 20. QUTSIDE LAB? $ CHARGES
[ ves | ) I
21. DIAGNOSIS DR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO {TEM 24E BY LINE) ~———— 22, MEDICAID RESUBMISSION
: v CODE . ORIGINAL REF. NO.
- re
1839, /1]2) /B4 0
= ) — 23. PRIOR AUTHORIZATION NUMBER
21 lind. 1 . sl
24. A B [ D E F - aQ H | J K
DATE(S) OF SERVICE Pl T PROCEDURES, SERVICES, OR SUPPLIES ] DAYS |EPSDT,
From To of | o (Expiain Unusual Circumslances) DIAGNOSIS § CHARGES o5 | Fany | €M@ | con | RESERVED FoR
MM DD YY MM DD Yy {|SericelSewics| cpTMCPCS | MODIFIER ‘- : UNITS| Plan
] { o 2 1 .
. . 3 . 3 - 3 { B
@BI16 199 1 11 9894R| | N .=2,3, B s3@.0p| 1
Uk i I
. [ . ' s e |
apiapioa | 11 141 9g34@| 1 oea, M sseeal o
L I
] ' ' [ |
y - .
ap'e 1(39 ! ‘ i1 9891+|2|| ! s3I | 1
1
. ' ] . 1
1 ! I ] I 1 |
i 1 ] I3 i ]
|
' ) . ' B : 1
1 i 1 | I 1 ; )
1 1 ] 1 i b L ]
i/ Al }
: : EE ]
i i i i | j i !
1 ] { 1 |
25. FEDERAL TAX 1.D. NUMBER SSN  EN 26, PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 20. AMOUNT PAID 30. BALANCE DUE
) (For govt. claims, sse back) i i
- i . | .
z5—-1542351 L 0] 3383 X]ves [_Jwo s QEUPIZIIZI s . 9,
31. SIGNA OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE m ICPP
- ?«cwgmgoeenses OR CREDENTIALS RENDERED (if other than home or office) T%‘ﬂﬁp I EFﬂ Hﬁﬁ &APTEG F
{) certify thai the siatements oh the reverse
apply o thia bill and are mada a part thereot.) 1@ NORTH MAIN STREET
DUROIS, PA
1y oy e S — -t ot
SLD]T B CASTEEL, DLC o X 8‘1_;2— 271-E
EE 187 39D 9 /1M1/99 l CABS5686
SIGNED DATE PM GRP#
FORM HCFA-1500 (12:90)

(APPROVED BY AMA COUNCIL ON MEl"I"AL SERW‘E #/88) PLEASE PRINT OR TYPE FORM OWCP-1500 - FORM RRB-1600




—————

-

APPROVED OMB-0938-0008

CL.ATMS MANAGEMENT INC

PO BOX 8083
BENTONVILLE AK 72712
[X[H pic HEALTH INSURANCE CLAIM FORM oica [
1. MEDICARE MEDICAID CHAMPUS CHAMPVA HEALTH PLAN EESCUNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)

|edicarey{ | etcats 1y sponsor's ssm[ | va e 49 | ssvoriop [ | s [ X ] 1oy

99518770

Fl ORENCEF T

2. PATIENT’S NAME (Last Name, First Name, Middle Initiaf)

3. PATIENT'S BIHTH DATE
MM b DD !

SEX

[ ] F[x]

4. INSURED'S NAME (Last Name, First Name, Middle inittal)

JEKTING
5. PATIENT'S ADDRESS (No., Stree

6. PATIENT HELATIONSHIP TO INSURED

set | o |soouse[  Jowd  Jomer[ |

ME
7. INSURED'S ADDRESS (No., Strest)

253 W MAIM STREET :
cITY STATE | 8. PATIENT STATUS city STATE -
SYKESYV IL |_ 2 24 single [ (| Manteq Other | ]
2P CODE TELEPHONE (Include Araa Cade) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
) . 1 E L
15865 (814) A9a-5410 | =] Gl e[| )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

R —
c. EMPLOYER'S NAME OR SCHOOL NAME

b. OTHER INSURED'S DATE OF BIRTH

MM;DD;YY

[u[ ]

SEX

Fm

[ Jyves [ X]no

b. AUTO ACCIDENT? PLACE (State}

[ Jves [X1wo

c. OTHER ACCIDENT?
-

i g IVES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM ; DD : YY

SEX

L N R

] ]
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

CLAIMS MANAGEMEMT IMC

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

'YES | )(INO

¥ yes, return to.and complete item 9 a-d.

TR YENATURE ON FTL
SIGNED

E

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other informalion
necessary to process this claim. | also request paymem of government benefits either to myself or to the party who accepts

11 01 1999

DATE

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physnclan or supplier for
services described below.

SIGNATURE ON FILE

SIGNED

{For gowt. claims, ses back)

14. DATE OF CURRENT: ILLNESS (First symplom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD Yy INJURY (Accideni) OR GIVE FIRST DATE MM i [v]o] i YY FROM M ; DDt YY To MM ' DD ' YY
02 28 | 2N PREGNANCY (LMP) [ M} JILIRY H | H X : !
7. NAME OF REFERRING PHYSICIAN OR OTHER SOURSE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
. . : MM ' DD ' YY MM oD ! oYY
FROM : : TO ! :
19. RESERVED FOR LOCAL USE 20. GUTSIDE LAB? $ CHARGES
- [)ves [ x]no l
21. DIAGNQOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
B l CODE ORIGINAL REF. NO.
1 1839, 06 al — :
23, PRIOR AUTHORIZATION NUMBER
2. LZ.Z.Z L al .
24, 8 c D 3 F G H ) J K
DATE(S) OF SERVICE I T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT
From To P o | e (Explaln Unusual Clrcumstances): D'Aggg)é‘s $ CHARGES OR | Family| Ema | cos HELSOEgXLEBSFgH
MM DD YY__MM__ DD yy_|Service|Service] CpY/HCPCS | MOD'FIER : UNITS| Plan
. ‘ . . . . ] .
4 4 e 1 1 . N i | >yl
oudiides| i liilo1ll eesanl | 30! 00001
1
. ' , . ! |
! i 1 1 l 1 l
1 1] i i 1 1
)
' . ' . ]
| ] 1 i [ i !
1 1 1 i A 1
1
f ' ' ' s 1
i [} [} [} | ] ]
] L 1 i 1 4
[}
] ‘ . ' ’ ]
] 1 t i | { 1
1 L | I i 1
i
. » ' ‘ . [}
i i ] ] ] :
1 1 i 1 b [} 5
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHAHGE 20. AMOUNT PAID 30. BALANCE DUE

(APPROVED BY AMA COUNGIL ON MEDIGAL SERVIGE 8/ae)

2E154235 ] [l ] | 10066710169 Jves [ Jno s 301 00 |8 01 00|s 30 o
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FAClLITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDINQ DEGREES OR CHE'E)E’?\Ie‘Vrm.eS RENDERED (If other than home of office) . & PHONE # ‘ .
ppi 1 ihis i andl o mada a par hereot) SAME CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
SCOTT CASTEEL DC DUBOIS PA 15801
SIGNED 1l Odarel 292 M JoD ey ©DBEBE
. FORM HCFA-1500 {12:90)
PLEASE PH’NT OR TYPE FORM OWCP-1500 FORM RAB-1500



-

~

APPROVED OMB-0938-0008

s . CLAIMS MANAGEMENT INC
P D BOX 2083 '
BENTONVILLE AK 72712
ST Pica HEALTH INSURANCE CLAIM FORM pica 1T
1. MEDICARE  MEDICAID CHAMPUS CHAMPVA aRoe FEGA OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1
| redicaren| | ¢ an| | (sponsar's ssmy } va Fite 1) | | ssworioy | | ssm | i | ey | 22518770
2. PATIENT'S NAME (Last Name, First Name, Middla Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name, First Name, Middia infiai)
KING FLORENCE I 18 0 ? 1841u l Fl‘l SAME

5. PATIENT'S ADDRESS (No., Straet)

253 W MALH STREET

8. PATIENT RELATIONSHIP TO INSURED

X Spousal |CNHI Other I |

7. INSURED'S ADDRESS (No., Street)

cITy STATE
SYKESVILLE A
ZIP CODE e TELEPHONE (include Area Cade)
15865 (314) 894-5410

8. PATIENT STATUS

Singls Manlsdl I OlharI I

Employed E

ciTy STATE

FulkTime
Student

Part-Time [ ]
Student

ZiP CODE TELEPHONE (INCLUDE AREA CODE)

( )

8. OTHER INSURED'S NAME (Last Name, First Name, Middle initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM [20] YY

. SEX
el (]

[

1
[ EMFLOYER S NAME OR SCHOOL NAME

10. IS PATIENT'S GONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ Jves [X]no

b. AUTO ACCIDENT?

[ Jves

¢. OTHER ACCIDENT?

YES

PLACE (State)

(w0
[

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM ; op ; Yy

SEX

Ll I S

1 {
b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

CLATMS MANAGEMENT INC

d. INSURANCE PI.AN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NO

It yes, retuin to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING TH|S FORM

12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the
necessary to process this claim. | also t of gc

q pay

dical or other

t benefils althsr to myselt or to the parly who accepis

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physiclan or supplier for
services described balow.

asslgnmsn,l ooy .
GNATURE ON FILE 11 01 1999 |SIGNATURE ON FILE
SIGNED DATE SIGNED
N A
14, DATE OF GURHENT ILLNESS (First symplom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD ! INJURY (Accident) O GIVE FIRSTDATE MM ' DD ' YY MM ' OD ' VY ‘DD oYY
Q SPLT l G PREGNANCY (LMP) THIURY o FROM — | ! I
77 NAME OF REFERFING PHVSIGIAN OR OTHER SOURGE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' OD  YY MM DD ' YY
FROM ! i 10 ! !
9. AESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [ |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
l CODE ORIGINAL AEF. NO.
837 06 al .
VESZ. e T 23. PRIOR AUTHORIZATION NUMBER
2 723, 1 al .
24, A B8 c [3) E F G H ] J K
DATE(S) OF SEAVICE Pl T PROCEDURES, SERVICES, on SUPPLIES DAYS | EPSDT -
From To o | {Explain Unusual Ciroumstances) DIAGNOSIS $ CHARGES OR | Famiy| EMa | coB |  PESEENEDFOR
.MM DD YY MM DD Yy [Service|Service]l cpT/HCPCS | MODIFIER UNITS} Plan
. . . , H & s 1 B A
PPN 1 i q .y i ] v -y ]
oabstdas | L b liiol esesol | 2 30, 00| 00}
’ I
1 ' 1 ' i f [}
1042149 | | 11 ogeq0| ! 2 301 00100}
)
. fl [ ) ' ]
worerdee | L1 |1 98940] | 2 30! 00| 001
i
, . . . . 1
1 i ] ] ! [} i
1 i 1 1 1 i
} 1
] ' v 0 ] % ]
] 1 | § I I 1
[\ 1 ] 1 i i
1
. ' 4 B ' i
[} | | 1 [} : =k :
1 1 L 1 /] ¥
25. FEDERAL TAX 1.D. NUMBER SSN_ EIN | 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 26, TOTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE
. For govt. claims, see back) . . J .
oy g = . e 4 - i i o~
251542351 CIGd [ 100667101621 ves [ [no s 90} 00 |s 0} 00}s ik
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33, PHYSICIAN'S, SUPPLIER'S DILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
1 certify that the statements on the reverse - -~ - . - ~ ~ - I
Sopiy 13 i bill and are made 3 part thereot) SAME. CASTEEL CHIROPRACTIC CEMTER
10 N MAIN ST-814/37)1-BHRE
STEVEN SORBERA DC pUBOIS PA 15801
- - .
SIGNED L1 Odael 239 Ry B685J9D Ienw’ £55686
FORM HCFA-1500 {12:90) )
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM OWGP-1500 FORM RRB-15




-

~

APPROVED OMB-0938-0008

PICA - HEALTH INSURANCE CLAIM FORM pica [

1. MEDICARE MEDICAID CHAMPUS CHAMPVA i
HEALT’:{ PLAN BLKCLUNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM
ledcaron| X | Mocicaia ]| (sponsors ssm| warieny[ | ssvary [ | sy [ | 0019202555
2. PATIENT'S NAME (Last Name, First Namo, Middle initiaf) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
MM 1| DD ! YY
ING FLORENCE 1 10 14 1941m F[X]|SAME

5. PATIENT'S ADDRESS (No., Stresl) B. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Streat)
253 W MAIN STREET sot | Y [spouss] oo Jower[ ]
ciTyY STATE |} 8. PATIENT STATUS CITY STATE
SYKESVILLE PA Slnglel X I Mamad' I cthsr[ l
2iP CODE TELEPHONE (include Area que) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (814) 894-5410 ik B - B ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

8. OTHER INSURED'S POLICY OR GROUP NUMBER

s

MM

IDD

iYY

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?

[Jves

SEX

][]

c. EMPLOYEH S NAME OR SCHOOL NAME

€. OTHER ACCIDENT?

[ % ]ves

10. IS PATIENT'S CONDITION RELATED TO: -

8. EMPLOYMENT? (CURRENT OR PREVIOUS)

PLAGE (State}

IENO L1
[ o

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

MM ' DD ¢ oYY
! ! M

SEX

|
b. EMPLOYER'S NAME OR SCHOOL NAME

MOOSE LODGE

c. INSURANCE PLAN NAME OR PROGAAM NAME

MEDICAL ASSISTANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NO

It yes, return lo and complate item 9 a-d.

SIGNED

14. DATE OF CURRENT:

MM ' DD ! YY
02,28,199

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

DATE

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize the release of any medical or other Inf f

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

necessary to process (his claim. | also request payment of government benefits either to mysaif or to the party who accepts

worm g YERATURE EXCEPTION 12 01 1999

pi t of madical benefits to the undersigned physlclan or supplier for
services described below.

SIGNATURE EXCEPTION

SIGNED

ILLNESS (First symptom) OR
URY (Accldent) OR

INJ GIVE FIRST DATE
PREGNANCY (LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

0% 1 3811999

16. DATES PATIENT UNABLE TO WORK IN GURRENT OCCUPATION
MM ' DD ' YY y DD oYY
FROM ! ) T0 ! !

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

1 t 1
18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM ' DD ' YY MM * DD ' YY
FACM ! ! T0 ! |
19. RESERVED FOR LOCAIL USE 20, OUTSIDE LAB? $ CHARGES
[ Jves [ Jno I
21. DINGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE [TEMS 1,23 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
1 CODE . ORIGINAL REF. NO.
1839 06 sl .
- 23, PRIOR AUTHORIZATION NUMBER
21723 .1 ) .
24. A B [ . D E F G H [ d K
DATE(S) OF SERVICE T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT
From To P'§°° e (Explain Unusual Circumstances) DIACG(;\lDoESIS $ CHARGES OR | Family| EMa | cos HELSOESXEB SFEOR
| MM 0D YY MM DD Yy [Service[Service] cprHCPCS | MODIFIER UNITS| Plan
. f ’ . £ . } .
1 ) : i
1da1d99 ] | ! 111 98940 [GA! 2 30! 00|001 0
)
. . ) . ) )
11le61999 | | 1 11 98940 [GA' 2 30! 00001 0
1
. . . . . 1
! 1 1 I | ! 1
1 i i 1 1 1 1
]
[ ' f ' | . [}
1 i ! I i 1
1 i ) ) | 1 i
1
, i ' . . i 1
| 1 1 | l l 1
1 i ! 1 1 L
[}
fl i ' . . [}
! ' | 1 ) i & :
1 ] | i 1
25. FEDERAL TAX |.D. NUMBER SSN €N 28. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSIGNMENT? — | 28, TOTAL CHARGE 20. AMOUNT PAID 30. BALANCE DUE

251542351

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

(# certlfy that the statements on the reverse
apply 1o this bilt and are made a pari thereol.)

STEVEN SORBERA DC

[ JxJ1100667-102567

For govt. claims, see back)
YES I |N0

s 60! 00 |s 0! 00[s i

RAENDERED (If other ihan home or office)

SAME

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

SIGNED - 12 0&751999

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

GAP#

§4.705860/02

P P N

PLEASE PRINT OR TYPE

FORM HCFA-1500
FOAM OWCP-1500

(1290)
FORM RRB-150!



-

[XIXIX] Pica

HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0938-0008

PICA |§E-

1. MEDICARE MEDICAID CHAMPUS CHAMPVA HEALTH PLAN BLK LUNG OTHER{ ta. INSURED'S I.D. NUMBER (FOR PROGRAM IN ITEM 1)
|{Maa?carel) | acticaia 4 | | (sponsar's ssmy | va e 1y | ssvormy | ssm | |y 10019202555
2. PATIENT'S NAME (Last Nams, First Name, Middie initial) 3. PATIENT’S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initiaf)
: MM | DDt YY
KING FLORENCE 1 10 14 1941m | F[X1|sAME

6. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

253 W MAIN STREET sot | X spouse] o] Jower| ]

ciry STATE | 8. PATIENT STATUS ‘ CiTY STATE
SYKESVI [‘LE PA Single m vaiod[_] ome,f_l :
ZIP CODE TELEPHONE (Include Area Cods) . ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15865 (814)894-5410 Employed ) e Jopeeer [ ( )

9. OTHER INSURED'S NAME {(Last Name, First Name,

Middle tnitiaf) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

11, INSURED'S POLICY GROUP OR FECA NUMBER

a, EMPLOYMENT? (CURRENT.OR PREVIOUS)

[]ves [Xno

b. OTHER INSURED'S DATE OF BIRTH

MM;DDiYY

[ ]

a. INSURED'S DATE OF BIATH

MM:DD"YY

SEX

M ] F[ ]

b. AUTO ACCIDENT? PLACE {State)

[ Jes [X]no i

SEX

f[]

1 i
b. EMPLOYER'S NAME OR SCHOOL NAME

MOOSE LODGE

c. EMPLOYER’S NAME OR SCHOOL NAME

¢, OTHER ACCIDENT?
I l NO

[(X]ves

¢. INSURANCE PLAN NAME OR PROGRAM NAME

MEDICAL ASSISTANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NO

I yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information
necessary to process this ciaim. 1 also request payment of government benefits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

assignmenj bel )
giévNATURE EXCEPTION 12 01 1999 |SIGNATURE EXCEPTION
SIGNED DATE SIGNED
14. DATE OF CURHENT ILLNESS (Firs| symptom) OR 15. IF PATIENT HAS HAD SAME on SIMILAH ILLNESS. 16. DATES PATIENT UNABLE TO WORK IN GURRENT OGCUPATION
INJURY (Accident) OR GIVE FIRST DATE M MM DD Yy MM ' DD ' YY
0 2 2 8 _]_ 9 9 | PREGNANCY (LMP) ' | 2 8 l 9 99 FROM : 10
V7 NAME OF REFERANIG PrVSIGIN GR GTHER SOURGE 17a. 1.0. NUMBER OF REFEHRING ansmu\n 18. HOSPITALIZATION DATES RELATED TO GURRENT ssnwcss
) MM oo oYY MM ' DD | YY
FROM : ! TO ! [
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? § CHARGES
Ej ves [ |no I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) — 122, MEDICAID RESUBMISSION
v CODE ORIGINAL REF. NO.
== e — 23. PRIOR AUTHORIZATION NUMBER
2.1723. 1 .
24 A B [ D ) E F 4] H ] J K’
DATE(S) OF SERVICE T PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT,
Fom To P e (Explein Unusual C ) DIAGNOSIS § CHARGES OR_|Famiy| Ema | cos |  RESERVED FOR
MM DD YY MM DD vy |Service|Service] cpraicPes | MoDIRER i UNITS| Plan
. . , . ) . 3 a1 t -
i |
11121999 X ) 11 98940|GI\'l 1l 2 ; 30/ 00001 O
I
. . . . . 1
1 1 1 i . I 1 |
1 1 1 i 4 i 1
4 1
. . . , . 1
1 l ! I l i 1
1 i ] 1 1 I
i
. . . . . |
1 | i | I i 1
i A ] 1 1 :
. , . , , 1
I | I ] l | 1
1 I | I 1 1
]
. . . . . I
1 i 1 1 ) : :
i ] } ] 1
25. FEDERAL TAX 1.D. NUMBER SSN EmN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
: {For govi. claims, see back) . i ;
- 1
251542351 [ Jx'1]100667-102568 ves [ no s 30,00 js 0, 00]s .
32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, Z/P CODE

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

(1 certify that the statements an the reverse
apply to this bill and are made a part thereol.)

SCOTT CASTEEL DC

RENDERED (If other than home or offica)

SAME

& PHONE #

CASTEEL CHIROPRACTIC CENTER
10 N MAIN ST-814/371-8686
DUBOIS PA 15801

sianeD 12 0361939 HD60068/02 |y
FORM HCFA-1500 {12:90)
Pa e S ASE8 AALRATL AR RIENIN AL CEDVINE 2/a8) PLEASE PRINT OR TYPE ENAU OWCP.1800 FORM RRB-1500




APPROVED OMB-0938-0008

[T pica ) HEALTH INSURANCE CLAIM FORM pica TT
1. MEDICARE MEDICAID CHAMPUS GHAMPYA GROU OTHER| 1a. INSURED'S 1.D.
anoue FECA o a S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)

I(Msdrcarel)“{lwadlcaldl)l (sponsors sy Vvariem | | ssnory [ ] ssm | oy

QO LAZO2BER

fx L1

2. PATIENT'S NAME (Last Name, First Name, Middle Inittal)

FLOPREMCE T

MM ' O
1 04

D 1YY
N

3. PATIENT'S BIRTH DATE

SEX

1w [

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

HAME,

5. PATIENT'S ADDRESS

{No., Street)

8. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

9. OTHEH INSURED'S NAME (Last Name, First Name, Middle Inillal)

4. OTHER INSURED'S POLICY OR GROUP NUMBER

[ ves

MM;DD;YY

b. OTHER INSURED’S DATE OF BIRTH

b. AUTO ACCIDENT?

IYES

SEX

M [

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

’ ’~ I/'J "’111‘-'} ‘ “ ’ F,‘ ‘ F: [ St | :‘:': Spoune[ ICJ\!Idl ]omerl J

aTy STATE | 8. PATIENT STATUS ary STATE
,:' Y l 4 F ’”' %! I l . I N [ [ I-’i Single [ J Malrled[ | Ollver[ ] .

ZIP CODE - TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
1BRAR (R14) Rad-mdl0 Employod FuTime [~ PatTime |

11. INSURED'S POLICY GROUP OR FECA NUMBER

NO

& INSURED'S DATE OF BIRTH
MM |' DD : Yy

SEX

o I L

PLACE (State}

A

i i
c. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
YES

{ i
b. EMPLOYER'S NAME OR SCHOOL NAME
MOOSE ILODGE

[no

c. INSURANCE PLAN NAME OR PROGRAM NAME
MED TOAL SISTANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NO

i yes, reluin to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the refease of any medical or other Information
necessary to process this claim. | also request payment of government bensfits either to myself or to the party who accepts

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

19. RESERVED FOR LOCAL USE

assignment helow. L N g P Py Y o 4 g o~ T ) 1 P
SR A T IRE  EXCERT TN 01 01 2000 |SIGNATURE EXCEPTION
SIGNED DATE SIGNED
e I . MR
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE TO WORK IN CURRENT OGGUPATION
') BD_ ! YY. INJURY (Accident) OR GIVEFIRSTDATE . MM * DD_' YY MM & DD LYY MM | DD oYY
u,;fl ;.‘-?: 1 737" PREGNANCY (LMP) N2 28! [ 999 FROM ! ! 10 l |
17 NAME OF REFERRING PHVSIGIAN OR OTHER SOURGE T7a. 1D NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ' DD ¢ YY MM ' DD ! YY
FROM ! ! T0 ! !
20. OUTSIDE LAB? $ CHARGES

[ Jves [ Jno |

bl R G TN

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) -—————l

22. MEDICAID RESUBMISSION
CODE : ORIGINAL REF. NO.

251 BA230]

L0

For gowvt. clalms, see back)
DR YES 'NO

ST AP

b L— 23. PRIOR AUTHORIZATION NUMBER
2. L A [ 9 N .
24, B [ C D E F 6 H 1 J K
DATE S) OF SERVICE PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT
fom To E (Explain Unvsual Clrcumstances) DIAGNOSIS $ CHARGES OR | Famiy| ema | cos |  PESERVED FOR
MM DD YY MM DD Yy |Service|Service| GpT/HCPCS | MODIFIER UNITS{ Plan
f ' ' | -
. PR ; ol g )
! ! 0} N 7)»_;;;;.(31 ! 301 QOO0 O
]
' ' ' [}
L Al weano] 30) 00 00 O
I
v 1 fl 1 ] i
' ) 1 1 | ] 1
! 1 i i 1 i
]
' ' . ’ . ¥
| I t } J I ]
1 1 1 1 1 1
i 1
. . . . ' ]
1 i ] ] l 1 '
1 1 | 1 1 i
'
. ' s ) . i
| i ] i ¢ '
1 1 1 i [
25. FEDERAL TAX 1.D. NUMBER €8N EIN | 26. PATIENT'S ACCOUNT NO. 7. ACCEPT ASGIGNMENT? | 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE

$ r‘(\i Qi s (\i 001 :

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33. PHYSICIAN'S, SUPPLIER S BILLING NAME, ADDHESS 2IP CODE

INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home ar office) & PHONE # N
e o mada'a par thareot LAME CASTEEL CHIROPRACTIC CENTER
L0 N MAIM ST-=814/371-R6R4
ATEVEN SORREERA [ DUBNTS PA 15801
SIGNED D1 Cgares Q00 dig. 7ORBH0O D2 GRP#
—— = FORM HCFA-1500 {12-80)

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM OWCP-1500 FORM ARB-1500



COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
BUREAU OF FINANCIAL OPERATIONS
TPL SECTION CASUALTY UNIT
PO BOX 8485
HARRISBURG, PA 17105-8486

July 19, 2001

WOOMER & FRIDAY LLP

CYNTHIA M PORTA ESQ

3220 WEST LIBERTY AVE STE 200
PITTSBURGH PA 15216

Re: FLORENCE KING
CIS #: 001920255
Incident Date: 2/27/1999

Dear Ms. Porta:

Enclosed please find the itemized bills you have requested from the
provider.

If you have any further questions, please contact me. Thank you for
your cooperation in this matter.

Sincerely,

Qemico A Bupp

Jessica L. Bupp

TPL Program Investigator
717-772-6617
717-772-6553 FAX

Enclosure




DuBois Regional Medical Center DETAIL

P.O. Box 447 - DuBois, PA 15801-0447 PAGENO.
(814) 375-4200 STATEMENT 1
FEDERAL L.D. NO. 25-1490707 .
S DATE | DAYS

00198-002862 F | 59Y 07/16/00

07/17/00

- INSURAN

200012 MA OUTPATIENT

25

FLORENCE | KING

| SYKESVILLE PA

CARD NO.

3 WEST MAIN ST O ﬁ EXPIRATION DATE

15865

0 E% SIGNATURE

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

]

07/16/00 58846 | MECLIZINE HCL 25MG,TABLET 250 1 2 1.00 2.00
TOTAL PHARMACY 2.00
07/16/00 95312 | SLIPPERS LARGE 270 8 1 3.00 3.00
TOTAL SUPPLIES 3.00
07116/00 22498 | SPECIMEN COLLECTION - CHRG ONLY 300 3 1 5.00 5.00
07116/00 24047 | CBC & DIFF 305 1 i 42.00 42.00
07/16/00 68519 | 02 SATURATION DIRECT MEASURE 300 5 1 21.00 *21.00
07/16/00 68917 | ARTERIAL BLOOD GASES 300 4 1 96.00 96.00
TOTAL LABORATORY 164.00
07/16/00 23008 | CALCIUM SERUM an 1 22.00 22.00
07/16/00 23088 | BASIC METABOLIC PANEL 301 1 1 66.00 66.00
TOTAL chemistry lab 4 88.00
07/16/00 16078 | EMERGENCY VISIT _ 450 110 i1 0.00 0.00
07/16/00 16213 | EMERGENCY DEPARTMENT VISIT L4 450 9 1 350.00 350.00
TOTAL EMERGENCY ROOM ‘ 350.00
07/16/00 34900 | EKG TRACING ONLY WO INTRRPT 730 6 1 68.00 68.00
TOTAL EKG 68.00
07/16/00 518 | PC ECG REESE INT&RPT 730 7 T 26.00 26.00
TOTAL Professional fee--gensral : 26.00
TOTAL CHARGES 701.00
09/11/00 11075 | 960 MEDICAL ASSISTANCE QUTPATIEN T -22.00
10/30/00 11075 | 496 MEDICAL ASSISTANCE DUTPATIEN 9T -679.00
TOTAL PAYMENTS/ADJUSTMENTS -701.00
....... e PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY 0.00
. PATIENT MUMBER: PLEASE REFER TO PATIENT

00198-00262

NUMBER ON ALL INQUIRIES
AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration:

areas or to the Business Office located at 207 Hospital Avenue.

DI CACLE DETAWMI mAD llﬂ‘l 7y Rt AnRnRe



: DuBois Regional Medical Center
", P.0. Box 447 - DuBois, PA 15801-0447
(814} 375-4200
FEDERAL 1.D. NO. 26-1490707

DETAIL

STATEMENT

& | DISCHARGE DATE, | OAVE]

10/17/00

10/17/00

FLORENCE | KING
-1 2563 WEST MAIN ST
| SYKESVILLE PA 15865

0O SIGNATURE.

CARD NO.

O E EXPIRATION DATE

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

10/17/00 72787 | CTORB/SELLA/POST FOSSA, NO CONT
10117100 72817 | CT-EACH ADDITIONAL FILM

TOTAL CT SCAN

TOTAL CHARGES
04/30/0t 11075 | 136 MEDICAL ASSISTANCE OUTPATIEN
os5n7ion - A1710 | 000 SMALL BALANCE WRITE OFFS

TOTAL PAYMENTS/ADJUSTMENTS

/0 |1 ]
351 1 ]
T

503.00
17.00

'503.00
85.00
588.00

588.00

-587.00
-1.00

-588.00

PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES -

00287-00489

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration
areas or to the Business Office located at 207 Hospital Avenue.

0.00

PRI T AN AT AR PR WIAIIN REAAR,




DuBois Regional Medical Center DETAIL

P.O. Box 447 - DuBois, PA 15801-0447 - TYPEOF BIK | B 3E
(814) 375-4200 STATEMENT D1-MAB 01/23/01 1
FEDERAL I.D. NO. 25-1490707
T PATENTNAME _ T © MBER | SEX] AGE. 5
FLORENCE | KING 01014-00126 F | 59y 01/19/01 01/19/01
RANGE COMPARY NANE Z T voucy NoweER. .
200012 MA OUTPATIENT 0019202555
FLORENCE | KING 0O [ caso vo.
253 WEST MAIN ST EXPIRATION DATE
-
SYKESVILLE PA 15865
= 0 SIGNATURE
PLEASE DETACH AND RETURN THIS PORTION WI!TH YOUR REMITTANCE

- ORDER
NG
01/19/01 48025 | MAMMOGRAPHY SCREENING 403 1 1
TOTAL Mammo Screening
TOTAL CHARGES
012301 . P1145 | 3 PATIENT PAYMENT OUTPATIENT
03/09/01 11075 | 685 MEDICAL ASSISTANCE OUTPATIEN T

TOTAL PAYMENTS/ADJUSTMENTS

106.00

106.00
106.00

106.00

-1.00
-105.00

-106.00

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY
PLEASE REFER TO PATIENT

0.00

NUMBER ON ALL INQUIRIES
AND CORRESPONDENCE, PAYMENTS may be taken to the East or West registration
areas or to the Business Office located at 207 Hospital Avenus.

01014-001286

DI CACE DETAINM END VNIID DENrPNDNAC



DuBois Regional Medical Center DETAIL N
B : P.O. Box 447 - DuBois, PA 16801-0447 TYPEOFBILL
° (814) 375-4200 STATEMENT D1-SER

FLORENCE | KIN } 04/16/01 04/30/01
"~ INSURANCE COMPANY NAWE. 1P NOW T -
200012 MA QUTPATIENT
200003 MEDICAL ASSISTANCE PR

CARD NO.
EXPIRATION DATE

FLORENCE | KING
253 WEST MAIN ST
SYKESVILLE PA 15865

[ ocover SIGNA TURE
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

04/19/01 70530 |  THERAPEUTIC EXERC STRENGTHI15 MI 420 |2 2 50.00 100.00
04/24/01 70530 | THERAPEUTIC EXERC STRENGTH/15 MI 420 3 1 50.00 50.00
TOTAL PHYSICAL THERAPY 150.00
04/17/01 76021 | EVALUATION EXTENDED 424 1 1 110.00 110.00
TOTAL EVALRE-EVAL PT ) 110.00
TOTAL CHARGES 260.00
06121101 11075 | 591 MEDICAL ASSISTANCE OUTPATIEN T 254,00
TOTAL PAYMENTS/ADJUSTMENTS | : 254.00

6.00

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

UMBER .| PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES

01106-00704 AND CORRESPONDENCE, PAYMENTS may be taken to the East or West registration
areas or to the Business Office located at 207 Hospital Avenue.

NDETACE DETAIR AN !‘Iﬂﬂ Lol T P N T Y




FLORENCE I KING 99348-00357 F 59Y
200015 MA OUTPATIENT SUR3ERY 0019202555
200003 MEDICAL ASSISTANCE PF 0019202555
FLORENCE I KING
253 WEST MAIN ST
SYKESVILLE PA 15865
12/15/99 60082 LAVAGE, 4000 ML 360 1
TOTAL PHARMECY
12/15/99 95033 CRD SUCTION CANISTER 270 5
12/15/99 95070 SLIPPERS - MED 270 2
12/15/99 95882 TUBING SUCTION PN-59 270 6
12/15/99 96900 WHISTLE CLEANING BRUSH 270 3
12/15/99 96901 STERIS 20 STERILANT 270 4
TOTAL SUPPLIES
12/15/99 15320 SIGMOIDCSCOPY (FLEXIBLE SCOPE) 360 1
TOTAL OPERATING ROOM
TOTAL CHARGES
02/15/00 11080 583 MEDICAL ASSISTANCE QUTPT SPU

02/07/00 A1380

02/16/00 A1710

99348-00357

738 MEDICAL ASSISTANCE- SPU
000 SMALL BALANCE WRITE OFFS

TOTAL PAYMENTS/ADJUSTMENTS

AS1-0SE12/23)/9%

e

12/15/99 12,15/99

40.320 40
40

5.00 5
3.00 3.
3.60 3.
18.00 18.
20.G0 20.
49

890.00 890.
890.

979.

-197.

=-779.

-3.

-979.

g.

.30
.30

.00

00
00
00
00

.00

00




FLORENCE I KING

99332--0393 F 59y

200012 MA OUTPATIENT 0019202555
FLORENCE I KING
253 WEST MAIN ST
SYKESVILLE PA 15865

12/14/99 48025 MAMMOGRAPHY SCREENING 401 1

02/04/00 11075
02/04/00 Al1375
02/16/00 AR1710

99332-00393

TOTAL RADIOLOGY

TOTAL CHARGES
469 MEDICAL ASSISTANCE CUTPATIENT

469 MEDICAL ASSISTANCE CUTPATIENT
000 SMALL BALANCE WRITE OFFS

TOTAL PAYMENTS/ADJUSTMENTS

AS1-OPE12/18/99 1

1

12/14/99

101.00

12/14/99

101
101

101
~26

-1

~-101

.00
.00

.00

.50
-73.
.00

50

.00

.00




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, CIVIL ACTION

Plaintiff, No. 00-908-CD

Vs.
NOTICE OF SERVICE OF NOTICE

WAL-MART STORES, INC., OF TELEPHONE DEPOSITIONS
OF MELISSA KNOX, SUE DODGE
Defendant. AND ERIC YOUNT

Filed on behalf of Plaintiff:
FLORENCE KING

Counsel for Record for this Party:
Cynthia M. Porta, Esquire
PalD. # 82111 '

WOOMER & FRIDAY, LLP

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216

(412) 563-7980

JURY TRIAL DEMANDED

JUL 05 2002

William 4. sp
Pr Ol‘honotar?)




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, CIVIL ACTION
Plaintiff, No. 00-908-CD
Vs.
WAL-MART STCRES, INC.,
Defendant.
NOTICE OF SERVICE

I hereby certify on July 2, 2002, that a true and correct copy of the Notice o Telephone
Depositions of Melissa Knox, Sue Dodge and Eric Yount was served upon the following, by
First Class U.S. mail, postage prepaid:

Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building Pittsburgh, PA 15219
Respectfully Submitted,

Woomer & Friday, LLP

By: Lt ] /wzﬁ

Cymﬁa M. Porta, Esquire
PALD. #82111
Counsel for Plaintiff

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216
(412) 563-7980




£ oa
FORTY-SIXTH JUDICIAL DISTRICT OF PENNSYLVANIA
CLEARFIELD COUNTY COURTHOUSE

230 EAST MARKET STREET, SUITE 228

CLEARFIELD, PENNSYLVANIA 16830

. . PHONE: (814) 765-2641 MARCY KELLEY
DAVID S. MEHOLICK . ‘
COURT ADMINISTRATOR FAX: 1-814-765-868077Lc 49 : DEPUTY COURT ADMINISTRATOR !

March 1, 2001

Cynthia M. Porta, Esquire
Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216

Patrick J. Doheny, Esquire : !
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

RE: FLORENCE KING
VS.
WAL-MART STRORES, INC.
No. 00-908-CD

Dear Counsel:

The above case is scheduled for Arbitration Hearing to be held Friday, May 25,
2001. The following have been appointed to the Board of Arbitrators:

David S. Ammerman, Esquire
Barbara J. Hugney-Shope, Esquire
Gary A. Knaresboro, Esquire
Mark A. Falvo, Esquire

Frederick M. Neiswender, Esquire

If you wish to strike an Arbitrator, you must notify the undersigned within seven
(7) days from the date of this letter the name you wish stricken from the list.

You will be notified at a later date the exact time of the Arbitration Hearing.

Very truly yours,

Marcy a{lé&icé?/

’ ' Deputy Court Administrator



FORTY-SIXTH JUDICIAL DIST4RICT OF PENNSYLVANIA

CLEARFIELD COUNTY COURTHOUSE
230 EAST MARKET STREET, SUITE 228
CLEARFIELD, PENNSYLVANIA 16830

DAVID S. MEHOLICK PHONE: (814) 765-2641 MARCY KELLEY
COURT ADMINISTRATOR FAX: 1-814-765-8889 1« DEPUTY COURT ADMINISTRATOR

March 12, 2001

Cynthia M. Porta, Esquire
Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216

Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

RE: FLORENCE KING
VS.
WAL-MART STRORES, INC. .
No. 00-908-CD

. Dear Counsel:

The above case is scheduled for Arbitration Hearing to be held Friday, May 25,
2001 at 9:00 A.M. The following have been appointed to the Board of Arbitrators:

David S. Ammerman, Esquire, Chairman
Barbara J. Hugney-Shope, Esquire
Gary A. Knaresboro, Esquire

Pursuant to Local Rule 1306A, you must submit your Pre-Trial Statement seven
(7) days prior to the scheduled Arbitration. The original should be forwarded to the Court
Administrator’s Office and copies to opposing counsel and the Board of Arbitrators. For your
convenience, a Pre-Trial (Arbitration) Memorandum Instruction Form is enclosed as well as a
copy of said Local Rule of Court.

%Iy yours,
| )

Marcy K%gl%y
Deputy Court Administrator

* cc: David S. Ammerman, Esquire

Barbara J. Hugney-Shope, Esquire
Gary A. Knaresboro, Esquire
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FORTY-SIXTH JUDICIAL DISTRICT OF PENNSYLVANIA

CLEARFIELD COUNTY COURTHOUSE
230 EAST MARKET STREET, SUITE 228
CLEARFIELD, PENNSYLVANIA 16830

DAVID S. MEHOLICK PHONE: (814) 765-2641 MARCY KELLEY

COURT ADMINISTRATOR FAX: 1-814-765:8889 7,49 " DEPUTY COURT ADMINISTRATOR
June 1, 2001

Cynthia M. Porta, Esquire
Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216

Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

RE: FLORENCE KING
VS.
WAL-MART STRORES, INC.
No. 00-908-CD

Dear Counsel:

The above case is scheduled for Arbitration Hearing to be held Monday, August
13,2001 at 1:00 P.M. The following have been appointed to the Board of Arbitrators:

James A. Naddeo, Esquire,
Ronald L. Collins, Esquire
Theron G. Noble, Esquire
Christopher E. Mohney, Esquire
Paul Colavecchi, Esquire

If you wish to strike an Arbitrator, you must notify the undersigned within seven
(7) days from the date of this letter the name you wish stricken from the list.

Very truly yours,

A | . h M%a?cy ‘l%ﬁﬁ&z

Deputy-Court Administrator




FORTY-SIXTH JUDICIAL DISTRICT OF PENNSYLVANIA

CLEARFIELD COUNTY COURTHOUSE
230 EAST MARKET STREET, SUITE 228
CLEARFIELD, PENNSYLVANIA 16830

DAVID S. MEHOLICK ‘ . PHONE: (814) 765-2641 MARCY KELLEY
COURT ADMINISTRATOR FAX: 1-814-765-8889 1-4q DEPUTY COURT ADMINISTRATOR

June 11, 2001

Cynthia M. Porta, Esquire
Woomer & Friday, LLP
1701 McFarland Road
Pittsburgh, PA 15216

Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

RE: FLORENCE KING 4
Vs,
WAL-MART STRORES, INC.
No. 00-908-CD

Dear Counsel: _

The above case is scheduled for Arbitration Hearing to be held Monday, August
13,2001 at 1:00 P.M. The following have been appointed as Arbitrators:

James A. Naddeo, Esquire, Chairman
Ronald L. Collins, Esquire
Theron G. Noble, Esquire

Pursuant to Local Rule 1306A, you must submit your Pre-Trial Statement seven
(7) days prior to the scheduled Arbitration. The original should be forwarded to the Court
Administrator’s Office and copies to opposing counsel and the Board of Arbitrators. For your
convenience, a Pre-Trial (Arbitration) Memorandum Instruction Form is enclosed as well as a
copy of said Local Rule of Court. '

-~ Very truly yours,

: » Marcg Kelley
Deputy Court Administrator
cc: James A. Naddeo, Esquire
Ronald L. Collins, Esquire
Theron G. Naoble, Esquire

e -




WAL.192

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION \DI‘-/ISION
Plaintiff, No. 00-908-CD
Vs. | JURY TRIAL DEMANDED
WAL-MART STORES, INC,, | DEFENDANT’S NOTICE OF APPEAL

FROM AWARD OF ARBITRATION
Defendant.

Filed on behalf of WAL-MART STORES,
INC.,
Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. I.D. ##23163

Patrick J. Doheny, Esq.
Pa. 1LD. #85547

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180

F% E@ED Fax: (412) 471-9012

AUG 2 o 2001

«/:iam A, Shaw
&roshonotary




WAL.192

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, _ No. 00-908-CD
Vs. JURY TRIAL DEMANDED

WAL-MART STORES, INC,,

Defendant.

NOTICE OF APPEAL FROM AWARD OF ARBITRATION
TO: William A. Shaw, Prothonotary
Notice is given that Defendant Wal-Mart Stores, Inc. apf)eals from the award of
arbitration entered in this case on August 13, 2001. A jury trial is demanded.

I hereby certify that the compensation of the arbitrators has been paid.

Respectfully submitted,

GORR, MOSER, DELL & LOUGHNEY

Pl

Patrick J. Doleny, E@?uire
437 Grant Street

1360 Frick Building

Pittsburgh, PA 15219

Counsel for Wal-Mart Stores, Inc.




L84

CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Defendant’s Notice of Appeal from

Award of Arbitration was served by U.S. Mail, postage prepaid, this / 7~LL‘ day of

A\/ 3 U S“' , 2001, upon ali coursel of record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

"
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

FLORENCE KING,
Plaintiff,

V.

WAL-MART STORES, INC.

Defendant.

vvvvvvvvvvvvvvvvvvvvvvvvvv

PENNSYLVANIA

ARBITRATION DIVISION

No.: 00-908-CD

PRAECIPE FOR ARGUMENT

Filed on Behalf of Plaintiff:
Florence King

Counsel of Record for this Party:

Cynthia M. Porta, Esquire
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980

JURY TRIAL DEMANDED

FILED

MAR 1 1 2002
m|9:03 Ine C

William A. Shaw
Prothenetary



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
V. )
)
WAL-MART STORES, INC. )
)
Defendant. )
PRAECIPE FOR ARGUMENT

TO THE COURT ADMINISTRATOR:

AND NOW comes Plaintiff, Florence King, by and through her attorneys,
Woomer & Friday, LLP, and requests that oral argument be scheduled to occur regarding
the Motion for Summary Judgment filed by Defendant, Wal-Mart Stores, Inc., on March
6,2002.

Respectfully submitted,

Loiten 7] A

Cynﬁlia M. Porta, Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
V. )
)
WAL-MART STORES, INC. )
| )
| Defendant. )
|
CERTIFICATE OF SERVICE

+h
I, Cynthia M. Porta, Esquire, hereby certify that on this 7 dayof

5'7/ ol , 2002, a true and correct copy of the foregoing Praecipe for

Argument was served upon the following via first class United States Mail, postage pre-
paid:
John A. Burgess, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Respectfully submitted,

Lpthos 7] At

Oy/ﬁthia M. Port4, Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

CIVIL ACTION
FLORENCE KING
-vs- : .No. 00-908 -CD
WAL-MART STORES, INC.
ORDER

NOW, this 20" day of June, 2002, following argument and briefs into
Defendant’s Motion for Summary Judgment, it is the ORDER of this Court that said matter be

and is hereby continued for a period of 60 days to permit compleuon of discovery.

President Jgdge L/

FILED

JUN 2 0 2002
l‘?. 30/ uyy
William A. Shaw ¢
Protponotany cenr To 00
.1 attésted r the o O Eny
statement iled in'this caseng o +

Porty
o iy

Prothonotary

Att




00-908-CD

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

FLORENCE KING,
Plaintiff,
Vs.
WAL-MART STORES, INC,,

Defendént.

PENNSYLVANIA

CIVIL DIVISION

Docket No. : 00-908-CD

NOTICE OF SERVICE OF

PLAINTIFF'S SECOND SET OF
INTERROGATORIES AND REQUEST
FOR PRODUCTION OF DOCUMENTS

DIRECTED TO DEFENDANT

Filed on behalf of Plaintiff
FLORENCE KING

Counsel of Record for this Party:
Cynthia M. Porta, Esquire
PalD. # 82111

WOOMER & FRIDAY, LLP

3220 West Liberty Avenue, Ste. 200

Pittsburgh, PA 15216
(412) 563-7980

JURY TRIAL DEMANDED

FILED

AUG 0 2 2002

Q?J |c5110CC
lliam A. Shaw
Prothonotary

G~



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING -
Plaintiff, CIVIL DIVISION
vs. Docket No. : 00-908-CD
WAL-MART STORES, INC. Code No.:
Defendant.

NOTICE OF SERVICE OF PLAINTIFF’S SECOND SET OF
INTERROGATORIES AND REQUEST FOR PRODUCTION
OF DOCUMENTS DIRECTED TO DEFENDANT

00-908-CD

[ hereby certify that on July 30, 2002 an original set of Plaintiff’s Second Set of

Interrogatories and Request for Production of Documents Directed to Defendant were

served by first class U.S. mail, postage prepaid, upon Defendant’s counsel, to-wit:
Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Woomer & Friday, LLP

[yithee ) s

Cgfrthia M. Port4, Esq.
PalD. #82111
Attorney for Plaintiff

Woomer & Friday, LLP

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216

(412) 563-7980

Notice of Service of Interrogatories & Requests
Page 1
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No.: 00-908-CD

V.

WAL-MART STORES, INC. MOTION TO CONTINUE

DISCOVERY

Defendant.
Filed on Behalf of Plaintiff:

Florence King

Cynthia M. Porta, Esquire
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

)
)
)
)
)
)
)
)
)
)
)
;
) Counsel of Record for this Party:
)
)
)
)
)
)
)
) (412) 563-7980
)
)
)
)

JURY TRIAL DEMANDED

FILED

AUG 0 2 2002

d) } 105 «

William A. Shaw’ i
Prethenetary




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD

)
V. )
)
WAL-MART STORES, INC. )
)
Defendant. )

MOTION TO CONTINUE DISCOVERY
AND NOW comes Plaintiff, Florence King, by and through her attorneys,
Woomer & Friday, LLP, and files the following Motion to Continue Discovery:
1. The instant matter was initiated by a Complaint in Civil Action filed on or
about August 3, 2000, wherein Plaintiff alleges to have sustained injuries and damages as

the result of the negligence of Defendant.

2. An arbitration hearing regarding the matter occurred on or about August
13,2001.
3. Defendant filed a Notice of Appeal from the Award of the Arbitration on

or about August 17, 2001.

4. On or about March 6, 2002, Defendant filed a Motion for Summary
Judgment.

5. On or about June 20, 2002, this Honorable Court issued an Order

continuing discovery for a period of sixty (60) days.




6. On or about July 22, 2002, the depositions of three (3) employees of
Defendant were taken.

7. During these depositions, the witnesses identified various documents
which are relevant to the instant matter, and which Plaintiff was unaware existed.

8. On or about July 30, 2002, Plaintiff forwarded a Second Set of
Interrogatories and Request for Production of Documents to Defendant. Therein,
Plaintiff seeks production of the documents identified in the July 22, 2002 depositions.

9. As discovery is currently scheduled to conclude on August 19, 2002,
plaintiff respectfully requests that this Honorable Court extends discovery in this matter
for an additional thirty (30) days.

10.  The granting of this motion will not prejudice the Defendant.

11.  This matter is not currently on any trial list.

WHEREFORE, Plaintiff respectfully requests that this Honorable Court continue
the instant matter until September 18, 2002 for the completion of discovery.

Respectfully submitted,

Lo the +] S

Cyp@ia M. Porta,/Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
V. )
)
WAL-MART STORES, INC. )
)
Defendant. )
ORDER

(Gl
ANDNOW, this ¥ dayof _{rue st 2002, itis hereby

ORDERED that the Plaintiff's Motion to Continue Discovery is granted. This matter is

hereby continued until September 18, 2002, for the completion of discovery.

el

Prﬁnt 74dge/ /

F
'LED

G1133)Rcc cth, oy
Willlam A. Shaw ?
Prethenetary




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ) ARBITRATION DIVISION
) .
Plaintifft, ) No.: 00-908-CD
)
v, )
)
WAL-MART STORES, INC. )
)
Defendant. )
CERTIFICATE OF SERVICE

SF
I, Cynthia M. Porta, Esquire, hereby certify that on this 3/ ~ day of

, 2002, a true and correct copy of the foregoing Motion to

a
Continue Discovery was served upon the following via first class United States Mail,
postage pre-paid:

John A. Burgess, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Respectfully submitted,

Ly tte ] A=

Cyp{hia M. Porta(, Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, No.: 00-908-CD
V.
WAL-MART STORES, INC. MOTION TO COMPEL
Defendant.

Filed on Behalf of Plaintiff:
Florence King

Cynthia M. Porta, Esquire
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

)
)
)
)
)
)
)
)
)
)
)
;
) Counsel of Record for this Party:
)
)
)
)
)
;
) (412) 563-7980
)
)
)
)

JURY TRIAL DEMANDED

FILED

OCT 1 4 2002

William A. Shaw
Prothonotary




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
v. )
)
WAL-MART STORES, INC. )
)
Defendant. )
MOTION TO COMPEL

AND NOW comes plaintiff, Florence King, by and through her attorneys,
Woomer & Friday, LLP, and files the following Motion to Compel:

1. On or about July 30, 2002, plaintiff served Plaintiff's Second Set of
Interrogatories and Request for Production of Documents Directed to Defendant. (See

Copy of Notice of Service, attached hereto as Exhibit "A.")

2. To date, defendant has failed to provide any answer to these discovery
requests.
3. Plaintiff has sought the information requested within these discovery

requests in order to challenge the Motion for Summary Judgment filed by defendant in
this case.

4. Defendant's failure to provide timely answers to the aforementioned

discovery requests has seriously prejudiced plaintiff's defense of the Motion for Summary

Judgment, and preparation of this matter for trial.




5. Accordingly, plaintiff requests that this Honorable Court direct defendant
to provide appropriate answers to Plaintiff's Second Set of Interrogatories and Request
For Production of Documents, without objection, within the next twenty (20) days.

WHEREFORE, plaintiff Florence King respectfully requests that this Honorable
Court grant this Motion to Compel.

Respectfully submitted,

Lot 7] Do (Lt

Cy%thia M. Porfa-Clark, Esquire
Attorney for Plaintiff
PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980




IN THE COURT OF CO

FLORENCE KING,
Plaintiff,

VS.

WAL-MART STORES, INC

Defendént.

* e

00-908-CD

MMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA

CIVIL DIVISION
Docket No. : 00-908-CD

NOTICE OF SERVICE OF
PLAINTIFF'S SECOND SET OF
INTERROGATORIES AND REQUEST
FOR PRODUCTION OF DOCUMENTS
DIRECTED TO DEFENDANT

Filed on behalf of Plaintiff

FLORENCE KING

Counsel of Record for this Party:
Cynthia M. Porta, Esquire
PalD. #82111

WOOMER & FRIDAY, LLP

3220 West Liberty Avenue, Ste. 200

Pittsburgh, PA 15216
(412) 563-7980

JURY TRIAL DEMANDED




00-908-CD

N THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE mG ‘
. Plaintiff, CiVIL DIVISION
Vvs. Docket No. : 00-908-CD
WAL-MART STORES, INC. ‘ Code No.:
Defendant.

NOTICE OF SERVICE OF PLAINTIFF’S SECOND SET OF
INTERROGATORIES AND REQUEST FOR PRODUCTION
OF DOCUMENTS DIRECTED TO DEFENDANT
[ hereby certify that on July 30, 2002 an original set of Plaintiff’s Second Set of
Interrogatories and Request for Production of Documents Directed to Defendant were
served by first class U.S. mail, postage prepaid, upon Defendant’s counsel, to-wit:
Patrick J. Doheny, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Woomer & Friday, LLP

Cgfithia M. Port4, Esq.
PalD. # 82111
Attorney for Plaintiff

Woomer & Friday, LLP

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216

(412) 563-7980

Notice of Service of Interrogatories & Requests
Page 1




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ) ARBITRATION DIVISION
)
Plaintiff, ) No.:00-908-CD
)
V. )
)
WAL-MART STORES, INC. )
)
Defendant. )
ORDER
AND NOW this A8 dayof  (O&0per 2002, it is hereby

ORDERED and DECREED that Plaintiff's Motion to Compel is granted. Defendant shall
provide appropriate answers to Plaintiff's Second Set of Interrogatories and Request for

Production of Documents, without objection, wi

in the next twenty (20) days.

-

FILED

0CT 182002

Willlam A. Shaw
Prothonotary



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA

FLORENCE KING, ) ARBITRATION DIVISION

)
Plaintiff, ) No.: 00-908-CD
)
v. )
)
WAL-MART STORES, INC. )
)
Defendant. )
CERTIFICATE OF SERVICE

+h
I, Cynthia M. Porta, Esquire, hereby certify that on this /0 day of

&ci;/”u , 2002, a true and correct copy of the foregoing Motion to Compel

was served upon the following via first class United States Mail, postage pre-paid:

- John A. Burgess, Esquire
Gorr, Moser, Dell & Loughney
1300 Frick Building
Pittsburgh, PA 15219

Respectfully submitted,

Lol ] A [Vds
G%thia M. Porfa-Clark, Esquire
Attorney for Plaintiff

PALD. #: 82111

WOOMER & FRIDAY, LLP
3220 West Liberty Ave., Suite 200
Pittsburgh, PA 15216

(412) 563-7980
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, |

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Piaintiff, No. 00-908-CD
VS. ' JURY TRIAL DEMANDED
WAL-MART STORES, INC., PRAECIPE TO SCHEDULE ARGUMENT

Defendant.

Filed on behalf of WAL-MART STORES,
INC,,

Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. ID. ##23163

Patrick J. Doheny, Esq.
Pa. I.D. #85547

DELL, MOSER, LANE & LOUGHNEY,
L.L.C.
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412)471-9012

FILED
ocT 50 2002

Willlam A, Shaw
Prothonotary




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISION
Plaintiff, | No. 00-908-CD
vs. o JURY TRIAL DEMANDED

WAL-MART STORES, INC.,

Defendant.

PRAECIPE TO SCHEDULE ARGUMENT

TO: COURT ADMINISTRATOR:
Please schedule argument upon Wal-Mart Stores, Inc.’s Motion for Summafy Judgment,
which was previously filed in the above-captioned matter, for the next available argument date.
Respectfully submitted

Dell, Moser, Lane & Loughney, LLC

L,

Patnck J "f)ohe squire
PA LD. #85547

Dell, Moser, Lane & Loughney, LLC
1300 Frick Building '
437 Grant Strect

Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012




o
) Sy

CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of Wal-Mart’s Praecipe to Schedule

Argument was served by U.S. Mail, postage prepaid, this 62 8 day of 0 C %oé(r: 2002,

upon all counsel of record or parties as follows:

Cynthia M. Porta, Esquire
WOOMER & FRIDAY, LLP
1701 McFarland Road
Pittsburgh, PA 15216
Counsel for Plaintiff

A
/




00-908-CD

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING, CIVIL DIVISION
Plaintiff, Docket No. : 00-908-CD
Vvs. PRAECIPE TO SETTLE AND
DISCONTINUE

WAL-MART STORES, INC,,
Filed on behalf of Plaintiff
Defendant. FLORENCE KING

Counsel of Record for this Party:
Cynthia M. Porta, Esquire

PalD. # 82111

WOOMER & FRIDAY, LLP

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216

(412) 563-7980

JURY TRIAL DEMANDED

FILED

NOV 21 2002

William A. Shaw
Prothonotary




00-908-CD

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

PENNSYLVANIA
FLORENCE KING,
Plaintiff, CIVIL DIVISION
Vs. Docket No. : 00-908-CD
WAL-MART STORES, INC,, Code No.:
Défendants.

PRAECIPE TO SETTLE AND DISCONTINUE
TO THE PROTHONOTARY:

Kindly mark the above-captioned case settled and discontinued.

Respectfully submitted November 18, 2002

Woomer & Friday, LLP

Lllmj%w;/ 7’/ / V‘:é - M
Cyfthia M. Port4-Clark, Esq.
PalD.# 82111
Attorney for Plaintiff

Woomer & Friday, LLP

3220 West Liberty Avenue, Ste. 200
Pittsburgh, PA 15216
(412)563-7980



IN THE COURT OF COMMON PLEAS OF @@ P n

CLEARFIELD COUNTY, PENNSYLVANIA

CIVIL DIVISION
Florence King

Vs. No. 2000-00908-CD
Wal-Mart Store, Inc.

CERTIFICATE OF DISCONTINUATION

Commonwealth of PA
County of Clearfield

I, William A. Shaw, Prothonotary of the Court of Common Pleas in and for the County

and Commonwealth aforesaid do hereby certify that the above case was on November
21, 2002 marked:

Settled and Discontinued

Costs in the sum of $80.00 have been paid by Cynthia Porta. Costs in the sum of $20.00
have been paid by Brad D. Trust. Costs in the sum of $600.00 have been paid by Patrick
J. Doheny. Record costs have been paid in full.

IN WITNESS WHEREOF, I have hereunto affixed my hand and seal of this Court at
Clearfield, Clearfield County, Pennsylvania this 21st day of November A.D. 2002,

William A. Shaw, Prothonotary
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WAL.192
IN THE COURT OF COMMON i’LEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
FLORENCE KING, ARBITRATION DIVISIOM
Plaintiff, No. 00-908-CD
vs. JURY TRTIAL DEMANDED

WAL-MART STORES, INC.,

Defendant.

FILED

MAR O 6 2002

O o
@/JI{F r‘%qA, gohaw @@\

Prothonotary

MOTION FOR SUMMARY JUDGMENT

Filed on behalf of WAL-MART STORES,
INC,

Counsel of Record for this Party:

Patrick J. Loughney, Esq.
Pa. 1.D. ##23163

Patrick J. Doheny, Esq.
Pa. ID. #85547

GORR, MOSER, DELL & LOUGHNEY
Firm #753

1300 Frick Building
Pittsburgh, PA 15219

Phone: (412) 471-1180
Fax: (412) 471-9012
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,

| - PENNSYLVANIA
FLORENCE KING,‘ ARBITRATION DIVISION
Plaintiff, No. 00-908-CD
Vs. JURY TRIAL DEMANDED

WAL-MART STORES, INC,,

Defendant. ' [
|

MOTION FOR SUMMARY JUDGMENT

AND NOW,?comes Defendant, Wal-Mart Stores, Inc. by and through its attorneys, Gorr,
Moser, Dell & Loug%hney, LLC, and Patrick J. Doheny, Esquire and files the following Motion
for Summary Judgmént based upon lack of evidence of negligence.

1. On or about August 3" 2000, Plaintiff, Florence King, commence this action
against Defendant, Wal-Mart Stores, Inc., to recover for personal injuries and damages sustained
by Florence King.

2. Plaintiff alleges, among other things, that the hot curling set was negligently
shelved cauging inju;y to Plaintiff. l

3. To esfablish liability, the Plaint:iff must prove that the Defendant created the
condition of which sghe complains, or that the befendant knew of the damages or in the exercise
of reasonable care sﬁould have known of the existence of the condition.

4. TIn Pennsylvania, the doctrine of res ipsa loquitur and the exclusive control
doctrine do not apply in cases inVolving business invitees injured by falling merchandise in retail

stores.




WAL.192

f

S. Florence King concedes that there is no evidence to suggest that Wal-Mart knew
of the curling iron cc;ndition, caused it or shouid have know of the curling iron condition.

6. Florence King admits that, althgough she could reach it herself, she could not see
behind the curling set that she was reaching fér. See exhibits “A” through “E” attached to Wal-
Mart Stores, Inc’s Brief in Support of Motion for Summary Judgment.

7. No evidence exists in the record as to how long the hot curling set was in its
condition prior to Florence King’s alleged incident.

8. Under Pennsylvania Law, the Pflaintiff is unable to present a prima facie case
because she is unable to present any evidenée that Defendant caused the allegedly dangefous
condition or that Defendant either had actual or constructive notice of the condition.

9. No genuine issue of fact exist m this action as to the liability of Defendant, and, as
such, Defendant is entitled to judgment as mat:ter of law.

10. Wheréfore, Defendant, Wal-M%rt Stores, Inc., respectfully request that this

|
Honorable Court enter Summary Judgment in its favor and against the Plaintiff Florence King.

Respectfully submitted,

GORR, MOSER, DELL & LOUGHNEY

/"\,

W bé%//l/
Patrick J. Loughney,@(silye
PA1D. No. 23163
Attorneys for the Defendant,
Wal-Mart Stores, Inc.

Gorr, Moser, Dell & Loughney
437 Grant Street

1300 Frick Building
Pittsburgh, PA 15219




10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

25

> o ¥ 0o

Q.

What is your date of birth?
10-14-41.

How old are you today?
Fifty-nine.

Mrs. King, do you recall -the events that

occurred on February 28, 1999°?

A.

O I - o)

store?

L

Q.

Yes, I do.

What were you doing on that date?

Shopping at Wal-Mart.

Which Wal-Mart store were you shopping at?
DuBois Mall, Sandy Plaza.

Approximately at what time were you at the

It was in the evening.
Do you know the time that it happened?
No, I don't.

Did you sustain an injury while shopping at

Wal-Mart on February 28, 1999?

A,

Q.

Yes.

Could you explain for the arbitration panel

how you were injured on that date?

A.

When I did, the box that was in my hand was hooked onto

I reached up over my head to get hot curlers.

another box that was open, which I did not know at the

time, and it hit me on the head, above my hairline.

WAWRZYNIAK RED( EXHIBIT 24) 864-6993

TVAH
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Q.

head w

A.

N o A o 2 o)

Q

box of

A.

Q.

remove

You're showing that you reached above your
ith both hands, is that correct?
Yes.
Do you know how high you were reaching?
However high it was --
Two feet above your height?
Probably a foot.
How tall are you?
5'2" and a half.
. Did you have the opportunity to remove the
hot curlers that you had your hands on?
Yes, I did.
At any time that you were attempting to

that box, did you know that there were any other

boxes attached to it?

A.

Q.

struck

A.
Q.
A.

Q.

result

A.

Q.

No, I did not.
Could you show us where on your body you were
with the second box of hat curlers?

Right where my hairline starts, it hit me.

Did it knock you to the ground?

No, I would --

Did you feel pain anywhere in your body as a
of that accident, immediately after the accident?

No.

What did you feel immediately after the
WAWRZYNIAK R EXHIBIT (724) 864-6993

HBH
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because you went to see a doctor, isn't that right?

A. It was a long time for me, I'm sorry.

Q. Now you don't recall doing that, right?
A. I don't recall it, but I must have done it.
Q. Now the day of incident, that was February

28, 1999, right?
A. Yes.
Q. Now I am kind of confused. You were in an

aisle, you were looking at some hot curl irons, is that

right?
A. Hot curlers.
Q. Now, while in the aisle, you said they were

attached or connected in some way?

A. Yes, I did. I did not know this.

Q. You didn't know that? How were they
attached?

A. The box was open. One box was open, that was

behind the box that I picked up.
Q. Okay. It was opened? How do you mean it was

opened? The flap was open?

A. The whole thing was opened up, the flap.
Q Were there cords running out of it?

A. No, there was not.

0. Were the cords connected in any way?

A No.

EXHIBIT

WAWRZYNIAK REfQ! 1(724) 864-6993
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Q. Was a flap intertwined with a flap on the

second box?

A. Yes.
Q. So both of them were opened?
A. No. It was just stuck inside the corner of

the box that I was pulling out, and I didn't see it at

the time that it was open.

Q. Were both of them open?
A. No, they were not.
Q. That is what I am trying to get at. How then

was the one box attached to the other box mechanically?
I don't see that.

A. The carton of the 1lid on the open box was
stuck insgide the carton that I was pulling down.

Q. Could you maybe draw a picture? I will give

you a sheet of paper, just for reference sake.

BY MR. DOHENY:

Q. This was a square box, is that correct?
A. Right.
0. Now, was it on top of that box?
A. It was behind it.
Q. And so the front box you were pulling at was
EXHIBIT
WAWRZYNIAK M. (724) 864-6993

HD"
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was there. There was nobody with me.

Q. You were reaching up on the shelf, correct?

A. Yes, I was.

Q. Did you ask anyone for assistance to get it
down?

A, No, because I could reach it.

Q. So, basically, your recollection is the only

basis we have of how this happened?

A. That is right.

Q. When did you actually report this accident?
The following day?

A. I thought I called when I got home. I told
Sue, the cashier, what happened. She asked if I was
okay. I said, no, I am not okay. She said, oh, I'm
sorry. Oh well.

Q. Now, I'd like to show you a recorded
statement YOu gave in thié case. 1I'll give a copy to
you and your attorney. I believe we have produced that.
I will give a copy to the panel. I think I only have
one copy. You can look at that.

You see the top of the statement, this was
given July 29th, I believe that was 1999. Does that
sound right? Does that date sound right to you,

Ms. King?

A. I don't know.

EXHIBIT

WAWRZYNIAK H (724) 864-6993
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