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BRANDON SHIMMEL, a minor, by his :IN THE COURT OF COMMON PLEAS
Parent and natural guardian, . OF CLEARFIELD COUNTY, PA
KATHY SHIMMEL, :

Petitioner . No. Of- 1135 CO

RULE RETURNABLE
AND NOW, this Z(.Jé'aay of __ 3\ . 2001, a Rule is

hereby granted to show cause why the within Petition for Court Approval of Settlement of

a Minor's Claim should not be granted.
This rule is returnable on the _| O day of f , 2001,

at &.00 a.m./p=m. in Courtroom No. \ at the Clearfield County Courthouse in

Clearfield, Pennsylvania.

E COURT:
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BRANDON SHIMMEL, a minor, by his :  IN THE COURT OF COMMON PLEAS

Parent and natural guardian, . OF CLEARFIELD COUNTY, PA
KATHY SHIMMEL, :
Petitioner . No. Ol- Has-co
PROPOSED ORDER
AND NOW, this day of , 2001, upon

consideration of the within Petition, it is hereby ORDERED, ADJUDGED, and
DECREED that the claims of KATHY SHIMMEL, parent and natural guardian of the
Minor, BRANDON SHIMMEL, shall be, and the same are hereby compromised and
settled on the following terms:
1. Payment to Kathy Shimmel, as parent and natural guardian of Brandon
Shimmel of a lump sum of Two Thousand Two Hundred and Fifty Dollars
($2,250.00) by Benjamin Shimmel and Progressive Insurance, with said
funds to be deposited by Kathy Shimmel into an interest-bearing account
on behalf of Brandon Shimmel, said funds not to be withdrawn until

Brandon Shimmel reaches the age of majority on NOVEMBER 21, 2008;

2. Payment to Kathy Shimmel, individually, of a lump sum of Two Hundred
Fifty Dollars ( $250.00) for reimbursement of out of pocket expenses;

3. Record costs and attorneys fees of Pfaff, Mcintyre, Dugas, Hartye &
Schmitt, will be paid by Progressive Insurance Company; and

4, Petitioner is hereby granted leave to execute a Release for the benefit of
Benjamin Shimmel and Progressive Insurance Company.

BY THE COURT:




BRANDON SHIMMEL, a minor, by his : IN THE COURT OF COMMON PLEAS

Parent and natural guardian, . OF CLEARFIELD COUNTY, PA
KATHY SHIMMEL, :
Petitioner . No. Ol 1185-CO

FILED

FTRER
PETITION FOR APPROVAL OF SETTLEMENT OF A MINOR’S CLAIM

AND NOW, comes Petitioner, Kathy Shimmel, parent and natural guarwgmw
Minor, Brandon Shimmel, and file the within Petition for Approval of Settiement of a
Minor’'s Claim, saying as follows:

1. Your Petitioner is an adult individual residing at 37 Country Place,
DuBois, Clearfield County, Pennsyivania.

2. Your Petitioner is the parent and natural guardian of Brandon Shimmel,
born on November 21, 1991, who resides with the Petitioner at the address listed above.

3. On or about February 3, 2000, Brandon Shimmel was a passenger in a
vehicle driven by her father, Benjamin Shimmel when Mr. Shimmel lost control of the
vehicle, crossing the center line of SR 4011 in Brady Township an impacting a vehicle
driven by Charles DuPree.

4. At the time of the accident, Benjamin Shimmel was insured by
Progressive Insurance Company, Policy of Insurance No. 65556785-0.

5. In the said accident, the Minor, Brandon Shimmel, received personal
injuries in the nature of a laceration to the right forehead area.

6. On the date of said accident, Minor, Brandon Shimmel, was seen at the
emergency room of the DuBois Regional Medical Center, where he was diagnosed with

a laceration of the right forehead injury. He was then transferred to Children’s Hospital



in Pittsburgh where he received stitches to the hairline, was admitted overnight and
released the following day. (A copy of all medical treatment records and bills are
attached hereto as Exhibit A and incorporated by reference.)

7. Brandon Shimmel has been discharged from medical care by Dr. Siar and
does not anticipate any future medical treatment.

8. All medical bills have been paid either by Progressive Insurance
Company or the Department of Public Welfare. There is no lien being asserted by the
Department of Public Welfare. (Attached as Exhibit B is a copy of correspondence from
the Department of Public Welfare dated December 28, 2000 confirming that no lien is
being asserted.)

9. Your Petitioner has negotiated a settlement with Benjamin Shimmel and
Progressive Insurance Company for the benefit of minor, Brandon Shimmel, the terms of
which are as follows:

1. Payment to Kathy Shimmel, as parent and natural guardian of Brandon

Shimmel of a lump sum of Two Thousand Two Hundred and Fifty Dollars
($2,250.00) by Benjamin Shimmel and Progressive Insurance, with said
funds to be deposited by Kathy Shimmel into an interest-bearing account
on behalf of Brandon Shimmel, said funds not to be withdrawn until

Brandon Shimmel reaches the age of majority on NOVEMBER 21, 2009;

2. Payment to Kathy Shimmel, individually, of a lump sum of Two Hundred
Fifty Dollars ( $250.00) for reimbursement of out of pocket expenses;

3. Record costs and attorneys fees of Pfaff, Mcintyre, Dugas, Hartye &
Schmitt, will be paid by Progressive Insurance Company; and

4. Petitioner is hereby granted leave to execute a Release for the benefit of
Benjamin Shimmel and Progressive Insurance Company;

5. Execution of a Release for the benefit of Benjamin Shimmel and
' Progressive Insurance Company. (A copy of the release is attached
hereto, marked as Exhibit C and incorporated by reference.)

10. Petitioner, Kathy Shimmel, parent and natural guardian



of the Minor, Brandon Shimmel, has read and understand the statements in this Petition
and agrees to accept the settlement set forth hereinabove in full and complete
satisfaction of any and all claims against Benjamin Shimmel and Progressive Insurance
Company for any personal injuries sustained by Minor, Brandon Shimmel, on or about
February 3, 2000.

11. Petitioner understands and agrees that Benjamin Shimmel and
Progressive Insurance Company deny any and all liability, and that the proposed
settlement is not an admission of liability, but under the facts and circumstances
pertaining hereto, the settlement offer is the best that can be obtained, and for and on
behalf of Minor, Brandon Shimmel, should be accepted. |

WHEREFORE, Petitioner, Kathy Shimmel, parent and natural guardian of Minor,
Brandon Shimmel, respectfully request that this Honorable Court enter an Order
approving the compromise and settlement of the élaim on her behalf as parent and
natural guardian of Minor, Brandon Shimmel, upon the terms set forth hereinabove, with

distribution to be made in accordance therewith.

Respectfully submitted,

1 /{v
V \1
Counsel for Benjamin Shlm e

‘Progressive Insurance Compan

Heather A. Harrington, Esquire

PA ID No. 62977

PFAFF, McINTYRE, DUGAS, HARTYE
& SCHMITT

P.O. Box 533

Hollidaysburg PA 16648

(814) 696-3581
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One Monroevre enter
3824 Northe— Pke, Sute 510
Monroevde BA 15148-2121
Tetept-cra: 412 380-5230
Face~we; 412 374-8025
e MWW, F OGT B3SIVe. COM

AUTHORlZATION TO OBTAIN HEALTH SERVICE OR TREATMENT INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO FURNISH ALL PRICR,
CURRENT, AND FUTURE INFORMATION YOU MAY HAVE REGARDING MY CONDITION WHILE UNDER
YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED, X-RAY AND PHYSICAL
FINDINGS, DIAGNOSIS AND PROGNOSIS. YOU ARE REQUIRED TO PROVIDE THIS INFORMATION IN
ACCORDANCE WTTH THE PENNSYLVANIA NO-FAULT MOTOR VEHICLE INSURANCE ACT. :

NAME (PLEASE PRINT)_ 1A randnn  Michaeld Shimme

SIGNATURE. 23 svames (o D hiindd FrTher
f 2 minor,“parent o guardian shall sign and indicate relationship
DATE 2 -[/~J008

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE OR DEFRAUD ANY INSURER WHO FILES
AN APPLICATION CR CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION
SHALL, UPON CONVICTION, BE SUBJECT TO IMPRISONMENT FOR UP TO SEVEN YEARS AND PAYMENT

OF A FINE UP TO $15,000.

M

AUTHORIZATION TO OBTAIN WORK LOSS AND OTHER LOSS INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION
YOU MAY HAVE REGARDING MY WAGES, SALARY OR OTHER LOSS WHILE EMPLOYED BY YOU. YOU
ARE REQUIRED TO PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE PENNSYLVANIA

NO-FAULT MOTOR VEHICLE INSURANCE ACT.

NAME (PLEASE PRINT)
SIGNATURE PROGRESSIVE
Ifaminor,parentorgnaxdianshallsignandindim&emlaﬁonship _
DATE TFR 14 2000
. WPA - PIF
SOCIAL SECURITY# RECEIVED

ANYPﬂSONWHOKNOWDQGLYANDWH'HmTENTTODUUREORDEFRAUD ANY INSURER WHO FILES
AN APPLICATION OR CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION
SHALL, UPON CONVICTION, BE SUBJECT TO IMPRISONMENT FOR UP TO SEVEN YEARS AND PAYMENT

OF A FINE UP TO $15,000.

PRV

CLAIM# (/2’422747/ -SAE REPRESENTATIVE: Stephanie A. Svancho
EXHIBIT

A




PROGRESSIVE

One Monroeville Center

3824 Northern Pike, Suite 510
Monroeville, PA 15146-2121

Telephone: 412 380-5230
Facsimile: 412 374-8025

September 7, 2000

progressive.com

Benjamin L. Shimmel
for Brandon Shimmel
37 Country Place
DuBois, PA 15801

RE: OUR INSURED: Benjamin L. Shimmel
INJURED PARTY: Brandon Shimmel
OUR CLAIM # 004222491 SAE
DATE OF LOSS: 02/03/00
MAXIMUM MEDICAL COVERAGE: $5,000.00

Dear Mr. Shimmel:

Please be advised that we have paid the maximum amount for first party medical benefits under
this policy. Medical expenses are now your responsibility or any group insurance you may have
for Brandon. : :

If you have any questions, please contact me at the above listed number.

Sincerely,

Stephanie Svancho

Medical Claims Representative
Progressive Northern Insurance Company
412/380-5266

cC: University of Pittsburgh Physicians

18
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DUBOIS REdIONAEmMEDICAL CENTER
100 Hospital Ave, DuBois, PA 15801

“SHIMMEL, BRANDON M *ER Unit # 000372635

37 COUNTRY PLACE
DUBOIS PA 15801-0000 Age 8Y Acct # D0003400477

Date:02/03/00 Time:1828

WENGER, FRED G SIAR, W J
P.0O. BOX 348
DUBOIS PA 15801
Chk-in # Order Exam
383968 0004 41003 XR-CHEST , 2 VIEWS -
ord Diag: 959.1-TRUNK INJURY NOS
383968 0004 43013 XR-PELVIS AP

Ord Diag: 919.0-trauma

CHEST - PA AND LATERAL:

The lungs are well-aerated. No infiltrate or consolidation is seen. The
cardiomediastinal silhouette is normal. There is no pleural effusion or

pneumothorax seen.

IMPRESSION: NO ACTIVE PULMONARY PATHOLOGY.

PELVIS:

A frontal view of the pelvis shows a large amount of fecal'material
within the rectum. The visualized osseous structures are intact. There

is normal relationship of the hip joints.
IMPRESSION: THERE IS A LARGE AMOUNT OF FECAL MATERIAL IN THE

RECTUM.
THE FINDINGS ARE OTHERWISE UNREMARKABLE.

NIA CODE: CHEST/PELVIS - N

/READ BY/ GEORGE M KOSCO,
/Released By/ GEORGE M KOSCO,

02/09/00 1201 PROGRESSIVE
RAW .
FEB11 2000
WPA - PIP
RECEIVED

Complete Duplicate

Page 222



372635 0003400477 02/03/00 ~
SHIMMEL,BRANDON M

206-72-7057 M 8Y  11/21/91
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For follow-up care please seei% O P'ers‘nnalibhysici'a'n "...0 Occupational medicine /0 ER it worse or not improving

'FOLLOW INSTRUCTIONS ON.  CJHEAD INJURY. "D CULTUR STREP SCREEN - O LAB TEST-“0 X-RAY/EKG'S 3 SPRAINS, STRAINS AND. CONTUSIONS a: NOSEBLEEDS CJUR.
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' OTHER lNSTRUCTION

D No Work or School
O No Physical Educatlon
o Lrght Work Only

PHYSICIAN'S
SIGNATURE 2

RESPONSIBLE PARTY

1. hereby acknowledge feceipt of theé mstructrons have ‘fead:them arid understand '
| my medrcal cundmons/test results are known or treated. Fwill arrange “for- i

Rev.10/98 "




MEDICAL RECORDS CHART FORM

FORM NO. 6230-251 (REV. 9/89)
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MEDICAL RECORDS CHART FORM

FORM NO. 6230-251 (REV. 9/89)
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Mo-Day-Yr

\PLEASE COMPLETE FULL DATE INCLUDING THE
YEAR FOR EACH ENTRY ON PAGE.

MASTER PLATE BACKER -
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PROGRESSIVE INSURANCE

c980
CLINIC-OFFICE “0895-08 00957

DNE MONROEVILLE CENTER CLIENT FORM #: 4
3826 NORTHERN PIKE, SUITE 510
MONROEVILLE PA 15146 B

. SBF# 2328
T © - HEALTH INSURANCE CLAIM FORM PICA [TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a, INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1)
[ Medicars # [ ] (Medicaid #)[ ] (Sronsor's SSN) [ varies [] (ss~ or ID) - D (SSN) m | 006222G691SAE
2. PATIENT'S NAME (Last Name, First Name, Midd!e Initial) 3. PATIENT S BII’-‘ITH DATE s 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

SHIMMEL , BRANDON

17 21 1991w X ¢

71 | SHIMMEL,

BRANDON

5. PATIENT'S ADDRESS (No., Street)
37 COUNTRY PLACE

6. PATIENT RELATICNSHIP TO INSURED

seirf | Spouss || Child [ other O

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

37 COUNTRY PLACE

NFORMATION ————b | <— CARRIER

[Jves ¥Jno

M lf yes,

cITY STATE | 8. PATIENT STATUS cITY STATE
DUBOIS PA S'mgle[] Married D Other D DUBOIS PA
ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
( ) Employed D Full-Time Part-Time - ( )
15801 814 /)371-2931 Student Student 15801 816/371-2931
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S GONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER 2
NO OTHER INSURANCE &
a. OTHER INSURED'S POLICY OR GRQUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX 2
13 . z
Clves  Dlno 1:21 1991 v (O F =
b. OTHER INSURED'S DATE OF BIRTH b. AUTO ACCIDENT? PLACE (State) { b, EMPLOYER'S NAME OR SCHOOL NAME 4
MM ¢ DD ,YY SEX EYES [:INO e ole .
L {u (] L] PA | <4 RIS |
<. EMPLOVER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGARAM NAME ~ © O °. ?Ti
Cves  [xlno PROGRESSIVE :INS&URANCE: /<
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLANZ' °. ;

- -
3turn to and complete temoad ° s

below.

sianep SIGNATURE ON 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 ather information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

pare_06/25/00

senvices described below.

SIGNED

13. INSURED'S OR AUTHORIZED PERSON'S SIGNAY.URE Pauthorize
payment of medical benefits to thegmdersxgn 3¢ ghersician or suppher fur ‘b

('co

SIGNAIURE 0N°“1|E

0eo

.

°
-]

(<]

© ©
S4+—v

0263 :d0

INJURY {Accident) OR

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

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS

GIVE FIRSTDATE MM | DD |

v DD

FROM H H

16. DATES PATIENT UNABLE TO WORK IN CURFIEN;F OCCUPATION
MM Yy

\
10 C~n-‘; " 1

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.D. NUMBER OF REFEFIFIING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURI;-\IAENT SEFIVICES
3] LYY

HENRI R FORD F51856 FROMOZ 03: 00 T : :
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Oves §no l 0.00 |

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

R

22, MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

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.)

CHP

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (if other than home or office}

ONE CH ILDRENS PLAC

1856 01 . E81 21 |

23. PRIOR AUTHORIZATION NUMBER
21959 01 4 . _ 004222691JAE %
24. A C D . E F G H | J K =
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT g
From To f ‘{3? {Explain Unusual Circumstances) D'ACGO’\'DOES'S $ CHARGES OR |Family| EMG | COB RELSOESXE BSFS R E
MM DD YY MM DD YY [Service|Service] CPT/HCPCS | MODIFIER UNITS | Plan c
1z : 3
: : ! : : : : z
102 03 ‘oo ; i |21]01]99221 |6GC! '1,2,3 8500 1 =
o ‘ INITIAL HOSPITAL| CAR ] i
2 I : : L : @@@ a
: -4 ,ﬂ L. 7

' ' ' ' ' . L&t
H H H H l : ' “ a
3 : : : : : : g
: z
1 [ » [ » : <
1 1 1 [} » -
. : : : : | : : ¢
: 3
: ‘ : : I : : 2

5 : : ' : : :

S ; ; | 5 ‘
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /}%Cr;gg{ égglsGsl\ggENT? 28. TOTAL CHARGE 29. AMQUNT PAID 30, BALANCE DUE | i
2329194672 Ok |67954880 klves [Jno s 8500 | S oDo (¢ 8500 ||
{
|

PO BOX 371980

33. PHYSICIAN'S GEP LB By FNNGEGRESS, ZIP CODE
UNIV OF PITTSBURGH PHYSICIANS

HENRI R FORD MD PITTSBURGH PA 15214 PITTSBURGH PA 15250-7980 .
siGgNep 06/25/700 oate PIN# GRP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PAGE PL fA SE PRINT OR TYPEO /26,2000 f;g:m g%%«;fggo (12-90) FORM RAB-1500

MED. CHART 649692

2519 P



PROGRESSIVE INSURANCE
ONE* MONROEVILLE CENTER

c980
APPROVED OMB—O%SB—OOOB

CLINIC-OFFICE 0895-
CLIENT FORM #: 4

(=]
o
D

3

3826 NORTHERN PIKE, SUITE 510
MONROEVILLE PA 15146 -
: - SBF # 2328
PICA A v HEALTH INSURANCE CLAIM FORM PICA [TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
[ Medicare %[ ] tMedicaid #[ ] (Sponsor's SSN) (| vare# ] H(sEAs%%rP/D) DB}:é(SN) X w 006222491 SAE
2, PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTHDATE - - g 4. INSURED'S NAME (Last Name, First Name, Middle Initial)

11 21 Hoov X - O

SHIMMEL, BRANDON

SHIMMEL , BRANDON
5. PATIENT'S ADDRESS (No., Street) e 6. PATIENT RELATIONSHIP TO INSURED -~ - -] 7. INSURED'S ADDRESS {No., Street)

37 COUNTRY PLACE setf(] Spouse[Jonia[] ower[ ] | 37 COUNTRY PLACE

cITY STATE | 8. PATIENT STATUS ’ ciTy STATE
DUBOIS p Singlem MarriedEI OtherD DUBOIS PA
2IP CODE TELEPHONE (include Area Code}) ZiP CODE TELEPHONE (INCLUDE AREA CODE}

( ) Employed D Full-Time Part-Time . ( )
15801 816/ 371-2931 i Student Student- 15801 814/ 371-2931

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

NO OTHER INSURANCE

10. IS PATIENT’S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a, EMPLOYMENT? (CURRENT OR PREVIOUS)

[Jves [ no

b. OTHER INSURED'S DATE OF BIRTH
MM . DD +YY
: H | M

F]:

b. AUTO ACCIDENT?

E YES

¢. EMPLOYER'S NAME OR SCHOOL NAME

[(Ino | pAl
c. OTHER ACCIDENT?
[ ves Yro

PLACE (State)

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
. XYY
M:3id9e1 v0O FO
b. EMPLOYER'S NAME OR SCHOOL NAME

Feso. . °

SEX

C
T 1
<

¢. INSURANCE PLAN NAME OR';’:’ROGRAM NAME iy

PROGRESSIVE: INSURANCE .

d. INSURANGE PLAN NAME OR PROGRAM NAME

.| 10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN”

[ves [xIno

o If yes, retu'n to and complele item 9 a-d.

READ BACK OF FORIM BEFORE COMPLETING
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical or other information necessary
to process this claim. | aisc request paymen! of government benefits sither to myself or to the party who accepts assignment

SIGNING THIS FORM.

13. INSURED'S OR AUTHORIZED PFRSON'S SIGNATURE | authorize
payment of medical benefits to the_undersigfied pt.ysician or supplies ég d
services described below. |

vooa

oo PATIENT AND INSURED INFORMATION ~———Pb <— CARRIER

w

below. o ce c- 4
sicnep _SIGNATURE ON FILE pare_06/25/00 smueo_S_I_EMAlU.RE_Qﬂ FTIE Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |{18. DATES PATIENT UNABLE TO WORK IN CUR’?EI\LTLOCCUPATION y
Yy INJURY (Accident) OR GIVE FIRST DATE MM | DD | YY MM D oYY SMM V0D YY .
0 2 (] 3,; 00 PREGNANCY (LMP) : : : FROM. | TO ¢ccs :

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.0. NUMBER OF REFERRING PHYSICIAN

, DD .,

18. HOSPITALIZATION DATES RELATED TO CUHRENT SERVICES
MM D . YY Y

DANIEL H HECHTMAN 615130 FROM 02 03 00 O i
19, RESERVED FOR LLOCAL USE 20. QUTSIDE LAB? $ CHARGES
[ves [Ino | 0.00]}

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

R

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHVSICIAN OR SUPPLIER INFORMATION

232919472 O

67954900

.L854 01 . E81 21 |
: 23. PRIOR AUTHORIZATION NUMBER
21959 01 a L. 004222491 JAE
24, A B c 5} E F G H i J K
DATE(S) OF SERVICE Piace | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT
From To of %‘? (Exptain Unusual Circumstances) DIA(%\‘&SlS 5 CHARGES OR |Family| eMG | COB REEOEEXE 3ng0 R
MM DD YY MM DD YY {Servics|Service| CPT/HCPCS | MODIRER UNITS| Plan
,002:06: 00 : : 21 99238 l GC - 1,2, 8500 1
. . ) ) HOSPITAL 'DISCHAR E D :
ol i P | -
3 : H H H l H E
4 H : : H l : :
5 : : : : l H :
: ! : ; ! E
6 : : : : : | H :
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEFT ég&lsGsr\ilglENT” 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

flves [Ino

s 8500 | ¢ gioo | 8500

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
{NCLUDING DEGREES OR CREDENTIALS

32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (if other than home or office)

33. PHYSICIAN S, el@‘}@f Bl@&mﬂge\%ESS ZIP CODE

&P

( certfy that he statements on the raverse  \CHP UNIV OF PITTSBURGH PHYSICIANS
3| o this bill and are made a pal erect.
P par et ONE CHILDRENS PLAC PO BOX 371980
DANIEL H HECHTMAN MD [PITTSBURGH PA 15214 PITTSBURGH PA 15250-7980 .
SIGNED 06/25 /00 bATE PIN# GRP#

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) P AGE PLEASE PRINT OR TYP506/26/2000 ;8;;:3%%\;_15380 (12-90) FORM RRE-1500

MED. CHART 649692
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“

Cosl

6 T ki . APPROVED OMB-0938-0008
. PROGRESSIVE INSURANCE A PTTee. CLINIC-OFFICE 0895-02 0058
ONE MONROEVILLE CENTER ' P ~ CLIENT FORM #: 4 @
3826 NORTHERN PIKE, SUITE 510 e &
MONROEVILLE PA 15146 ’ g
s HEALTH INSURANCE CLAIM Form®> ¥ 2388 |
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP . PLAN FECA OTHER] 1a. INSURED'S 1.D. NUMBER {FOR PHOGRAI\M |‘N ITEM 1} "

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

(NG222691SAE ~—

SHIMMEL , BRANDON

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

3. PATIENT'S BIRTH DATE
MM : Ol

11 :21 1991M[3 ‘FD

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

MMEL, BRANDON

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

37 COUNTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED
SeH&] Spouse D Child D On'ym/

|7 INSURED’'S ADDRESS (No., Street)

37 COUNTRY PILACF

NO OTHER INSURANCE

CiTY STATE | 8. PATIENT STATUS CiTY STATE
DUBOIS PA single fy |~ Married orer[] | piJBOIS PA
ZiP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
( ) Employed il-Time Part-Time T ) ) ;
15801 816/ 371-2931 Student Student 15801 816/ 3721-29371°°°
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) MT'S CONDITION RELATED TO: 11. INSURED'’S POLICY GROUP OR FECA NUMBER co
et ree, “oomo

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[]ves g NO

a. INSURED s DATE OF BIHTH
: [a]5] : YXr ot -

11i21 1991 md

b. OTHER INSURED'S
MM :DD o YY

A]'E OF BIRTH
L_J , 3

b. AUTO ACCIDENT? PLACE (State)

Re) YES Clvo [ pal

T

b. EMPLOYER'S NAME OR SCHOOL NAME -

o) y . 4
fal £ - ~

S EMPLOYER'S NAME@R SCHOOL NA& 5’

=
THER ACCIDENT?
~1ves Q NO

¢. INSURANCE PLAN NAME OR PROGRAM N ME oC

PROGRESSIVE. INSURAN

30d--RESERVED EOR LOCAL USE
L~

d. IS THERE ANOTHER HEAIL TH BE! EFIT PLANY - R

[]ves ];Z] NO

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

below.

sianeo_STGNATHRE NF

7y READ BACKb dRM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHéHlZED PCHSON’S SIGNA‘FURE | aulhidrizé the release of any medical or other information necessary
.govesnment beneﬁts Bt

erto mysermmmheparty who accepts assignment

T{Eﬁ?/ﬁﬁ

13. INSURED'S OR AUTHORIZED PERSON'S 8!Gi NATURL | authorize
payment of medical benefits to the undersigned-pirysician or supplier for -
services described below.

SMATIIOE DY

e I
= 7 &7

SIGNED &Y

PATIEAPT AMPINCHDEDR INENDRATION

14. DATE OF CURHE\lT ILLNESS (First =P 5. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. {16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD INJURY (Accident) OR GIVE FIRST DATE MM | DD | YY ' MM ! DD 1YY MM ¢ OD | YY
0 ? N Z n 1] PREGNANCY {LMP} : . FROM L ; T0 : :
17. NAME OF REFERRING PHYSICIAN OR OTHER SCURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICE?Y
M, DD . , '
FROM nd 03 a0 0 P
19. RESERVED FOR LOCAL USE 20, OUTSIDE LAB? $ CHARGES
YES NO
Clves & 0.0n

22. MEDICAID RESUBM]SSION

21 DIAGNOSTS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)
‘ CODE ORIGINAL REF: NO.
11959 01 s EAL. 21 |
23, PRIOR AUTHORIZATION NUMBER
21959 .1 4l — 0046222469 1.1AF
2. A B ] C D £ F e | H | J K
DATE(S) OF SERVICE Fiaoe | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT
From To of ‘é‘? (Explain Unusual Circumstances) D‘Agc')\‘é)ESls $ CHARGES OR |Family| EMG | COB REEggXEngR
MM DD YY MM DD YY |ServicelSerice] CPTMCPCS | MODIFIER UNITS | Plan
lo2iozigol + | o3 pil'9928a | 1,2,3 oosgnn |3
, . , , "EMERGENCY DEPT MISIT
2 : : : : l : s :
N P : | ;
4 P 5 5 | :
: v-\.s‘f‘%
: : : : : Lo BER
5 : H : : l : _ : g (N (S
6 ; : : : l : :
25, FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, A}%gsm‘ ﬁiﬁ?s"éﬁ,"ﬁa"ﬂf 28, TOTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE
Y N $ : s : S oy
232919672 O | g7571010 Rlves [lwo 22500 oinn 22501
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, PYERHERY SIAHGNANG QRPGESS. 2P CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHO

(I certity that the statements on the reverse
apply to this bill and are made a part therect.)

CHP EMERG RM
ONE. CHILDRENS PLAC

UNIV OF PITTSBURGH PHYSICIANS

FO BOX 371980

MANANDA S BHENDE MD |PITTSBURGH PA 15213 PITTSBURGH PA 15250-7980
SIGNED 04723 /700 DATE ) - PIN# | GRP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE Eggm SSVFCA;fggO (12-90} FORM RRB-1500
PAGE 06/23/2000 )

1
MED. CHART 649692
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7z

SIVE INSURANCE .

co980

APPROVED OMB-0938-0008

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

37 COUNTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED

éelﬂ Spouse[] ChildD Other D

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

37 COUNTRY PLACE

cITY STATE | 8. PATIENT STATUS ciTY STATE
NUROIS PA Singleﬂ Married D Other D DUROIS PA
2IP CODE TELEPHONE {Inciude Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE)
( ) Employed D Fult-Time Pant-Time . ( )
‘115801 814 /371=-2931 Student Student 15801 814/ 371- 293]

NO OTHER INSURANCE

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 NUMBEH

.'r(‘/'

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

] ves [)_(_] NO

a. INSURED'S DATE OF BIRTH

g 551 aa iy

b. OTHER INSURED'S DATE OF BIRTH
MM . DD LYY |
: : M

b, AUTO ACCIDENT? PLACE (State)

F[] %] ves Clvo |pal

¢. EMPLOYER'S NAME OR SCHOOL NAME

b. EMPLOYER'S NAME OR'chr-CgQOL NAME © 7
-
o s - S e

o < TS o o

c. OTHER ACCIDENT?
5~

(] ves

¢. INSURANCE PLAN NAME OR PROGRAM NAME =
PROGRESSIVE INSURANLE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEA_ H | BENEFIT PLAN?' S

[Jves §ino

If yes, return to and éSi'anete 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 medicai 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 E! GNATUR: 1 authorize
payment of medical benefits to the unders@ned prysician or supplier for
sarvices described below.

PROGRES CLINIC-OFFICE 0895- 00590
*ONE MONROEVILLE CENTER 2|6 {cp() CLIENT FORM #: 4

3824 NORTHERN PIKE, SUITE 510 T

MONROEVILLE PA 15146 ,

: : | SBF# 2328

TTJpica HEALTH INSURANCE CLAIM FORM PICA [TT]

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN {TEM 1)

D (Medicare #) D (Medicaid #) D (Sponsor's SSN) D (VA File #) D H(%.\SﬂHorPlbﬁ‘ N DB;_SKS‘/—V[)JNG DZ] (ID) 0046222691SAE

2. PATIENT'S NAME (Last Name, First Name, Middte Initial} 3. iﬂA';‘”Ef\‘lT S B|HTH DATE 4. INSURED’S NAME (Last Name, First Name, Middle initial)

SHIMMEL ; BRANDON 1T 5% 1991u @ ¢[] | SHIMMEL, BRANDON

PATIENT AND INSURED INFORMATION —— % | 4— CARRIER

below.
sienep STGNATURE ON FIILE pae . 06/23/00 |  seneo _SIGNATURE ON FILFE v
14. DATE OF CURRENT: ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM i DD 1YY INJURY (Accident) OR GIVE FIRST DATE MM | DD ! MM} DD !YY MM i DD 4
N2:'03:0N0 PREGNANCY (LMP) ' FROM H 1O : :
17. NAME Of REFERRING PHYSICIAN OR OTHER SOURCE 172 1.0, NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATYEys RELATED TO CUR},:\!AENT SERV]”E?Y
FROM 0 2 03 00 T0
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Clves fno | 0.00]

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

R

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

232919472 L &

(For govt. claims, see back)
k1ves [ |no

67571030

L1959 01 s EB1 21 l
23. PRIOR AUTHORIZATION NUMBER
21873 42 s . 004222691 JAE
24, A B (o] D E F G H { J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT o
From To of )g? (Exptain Unusual Circumstances) DUEG(;\?ES'S S CHARGES OR [Family} eMG | COB HELS(;:SXLEBSFSR
MM 0D Yy MM DD YY |Service|Service| CPT/HCPCS | MODIFIER ) UNITS!| Plan
02 03 00 3 : 23/101{99283 | : 1,2,3 16200 1
\ , . ) 1 EMERGENCY :
H H ; H H H
i
i H 1 H l : 1
: H H H H n
C S o 5
E i
' . . ' : ' #l: :
6 : : : : - | : ' :
25, FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CH/\RGE 29. AMOUNT PAID 30. BALANCE DUE

s 162b0 | ® ooo |°® 16200

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

GARCIA MD

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
L RENDERED (If other than home or oifice)

CHP EMERG RM
DNE CHILDRENS PLAC

33, PHYSIOAN'S (PTLBMS BIg/SNAF ¢ RYESS. 2P CODE
UNIV OF PITTSBURGH PHYSICIANS
PO BOX 371980

PHYSICIAN OR SUPPLIER INFORMATION

SYLVIA PITTSBURGH PA 15213 PITTSBURGH PA 15250-7980 v
SIGNED 06723700 Dpate PIN# GRP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) b AGE PL f ASE PRINT OR TYPEO (/25,2000 Eggm HOPATSO0 (1280) o o

MED. CHART 649692
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PS2L PRVDR

EXPLANATION OF REVIEW
PROVIDER COPY PAGE: 1

ONE MONROEVILLE CENTER, SUITE 510
MONROEVILLE, PA 15146
(412) 380-5230

DATE PROCESSED:

PATIENT NAME: PATIENT ID%: INTERNAL CONTROL#%:
BRANDON M SHIMMEL 0042224910200 06002454020600 09/01/700
PROVIDER TAX ID: PAYOR: PROGRESSIVE INSURANCE
232919472 POLICY#:

CLAIME: 004222491-02
PROVIDER: REP ID#%: SAE EXT 5266
UNIVERSITY OF PITTSBURGH PHYS. PATIENT ACCT#:
PO BOX 371980 DATE OF INJURY: 02/03/00
PITTSBURGH PA 15250 MISC INFO: BILL #9

POLICY HOLDERS NAME: BRANDON M SHIMMEL
DATE OF PROC DESCRIPTION OF SERVICE BILLED CHARGE FS/UCR  PAID AMOUNT  REASON CODE
SERVICE CODE
02/03/00 99284 EMERG DEPT VST-EVL/MGMT 225.00 ¢.00 0.00
02/03/00 99283 EMERG DEPT VST-EVL/MGMT 162.00 0.00 0.00

TOTALS: 387.00 0.00 0.00

DIAGNOSIS CODES:

959.01 OTHER AND UNSPECIFIED INJURY TO FACE AND NECK, HEAD INJURY, UNSPECIFIED

959,1 OTHER AND UNSPECIFIED INJURY TO TRUNK
E812.1 OTHER MOTOR VEHICLE TRAFFIC ACCIDENT INVOLVING COLLISION WITH MOTOR VEHICLE INJURING PASSENGER IN MOTO

%-(D) THIS ITEM WAS PREVIOUSLY SUBMITTED AND REVIEWED WITH NOTIFICATION OF DECISION
ISSUED TO PAYOR/PROVIDER (DUPLICATE INVOICE). (X801) )

THE ABOVE EXPLANATION IS WHAT PROGRESSIVE HAS DETERMINED TO BE THE APPROPRIATE
REIMBURSEMENT AMOUNT FOR THIS BILL. IF YOU HAVE ANY GUESTIONS ABOUT THIS OR ANY
OTHER PART OF YOUR REIMBURSEMENT, PLEASE CALL US AT THE NUMBER LISTED ABOVE. (Y10l)

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY
MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATICN
CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS
A CRIME AND SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES. (Yl02)




06/20 '00 09:28 NO.743 03/03

PLEASE *
00 NOT
STAPLE
IN THIS
AREA
PICA HEALTH |NSURANCE CLAIM FORM pica [T
Y. MEDICARE MECIGAID CRAMPUS _ CHAMIPVA EALTH e BLKLUNG 70, NGURED G 1.0, NUMBER . {FOR PROGRAM TN TTEM 1)
(Med u';D,n 'u)D(Sponsor'sséN) D(VA Filo #) E](SSN&ID} |:] @(ID) 63555567850
2. PATIENT'S NAME (Lusl Nomo, Firgt Nemg, Middto Inital) 3, m‘nemg BIHTH DATE 2. INSURED'S NAME (Lasl Name, Firsl Numg, Miids Initial)
SHIMMEL » BRANDON M M1 2y Toor (] FL )| sHIMMEL , BENUAMIN LERODY
5. PATIENT'S ADDRESS (No., Seal) 5. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Ne., Streat) i
37 COUNTRY PLACE - sl Jowowo| Jous[x] v || 37 COUNTRY PLAC

ciTY STATE |8. PATIENT STATUS ciTY . ATE

_P_UBDIB PA Slnglem Marrlad[:] CmerD DUBU s \\ . ([ A

71 CODE TEEFTONE (nelods Area €ode) 7P CODE = £ AREA fO0R)
1%801~0000 |(818) 371-2931 | crwee[ylsiime [Tfmire ]| 15801~0000 % @Dv 12931

5. OTHER INGURED'S NAME (ot Nama, Firgt Name, Middio inillal) | 10, 15 PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY OROUP OR FECA N‘UMBEV
999999 )
a. OTHER INSURED'S POLICY OR GROUP NUMBER o, EMPLOYMENT? (CURRENT OR PREVIOUS) | INSURED'S DA’IE SF BilTH eExX
miS Brioy 1oey G = L]
. CLAIOS O 1 967
b, OTHER INSURED'S DATE QOF GIRTH b. AUTO AGGIDENT? PLACE (@tsta) |b. EMPLOYERFS NAME OR GCHOOK NAME
MM DD | YY MD SEX ves NG A ~
i | [ G Lee |
o EMPLOYER'8 NAME OR SCHOOL NAME ¢, OTHER ACCIOENT?
mi

3. NGURANGE PLAN NAME OR FROGRAN NAME. 100, REGERVED FOR LOCAL USE

READ DACK OF FORM DRFORE COMPLETING & SIGNING THIS FOAM
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | guihorizo the roloass of any medkeal or othor inlormation nocossary
1o process this claim. | 8lso request prymanl of governmeni benafks aithar to mysslf o to the parly who accepls assgnment C

below,
sioneo SIGNATURE QN FILE oaD2/08/2000
14, BATE OF GUHHENT RENT: g MLLNESS (Firat syrplom) OR 16. IF PATIENT HAS HAD SAME OR GIMILAR IULNGSS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OGCUPATION
MM [ DD 1YY, ‘ INJURY (Accidant) OR GIVE FIRSTDATE MM , DD MM Yy MM o, DD, YY
l ! FREGNANCY (LMP) i l FROM I | TO l !
77, NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 170,70, NUNGER OF AEFERRING PRYSICIAN 18. HOSPI‘I’AU?ATION OATES FECATED 7O cunﬂemr senwcss
'WENGER,FRED G ES52919 FROM 02' 03' 2000 o 02‘ 03' EOOO
15, RESEAYED FOR LOGAL USE 20. QUTSIDE LAR? $ CHARGES
. YES D NO | |
7. DIAGNOSIS OA NATURE OF ILLNESS OFl INJURY. (RELA 23 OR4TO ITEM 24E BY LIN 32, MEDICAID RESUBMISSION
21. DIA URE OF ILLNESS OF INJURY. (RELATE ITEMS 1,23 O MEM 241 3] ———1 MEDIC ORIGINAL REF. NG.
119891 2850 __
_ 23, PRIOR AUTHORIZATION NUMBER
2187342 E&‘:—?i :
A ) E F a1 i J K :
DATE(S) OF SRAVICE PIs | Tyrs | PHOGEDURED, | bERVlGhb OR SUPFLIES DIAGNOSIS CAYS [EPGOT RESERYED FOR :
HARGES on” | ema | coB = :
we S v wm 08 v |senvion|owwes n'TY i e o _ N uRits | Bl TSEHE U4 :
; ' i { 1
: ' ! { :
. 020'32900 OEQ3EQOO 23 . 99291} l ! 1 i 300! 00 i1 568816GY8 \
. N ] i
. , , . : . vl ! .
o 1) . : - A ! ;
: i . t .
. ' ' » ‘ f , i | ' '
ol - : o . i : {
: \ L ] .
] i »
. { ) .
o P .~ | ! i
1 K . [ i
. . . . ! . N i H
H . ¢ ;
P P " P g : .
o B ]
. . . . | . ' 1
R | 1 1 i ) i : I : |
. H s : ;
75, FERERAL TAX 15, NUMBER SENTEN {35, PATIENT'S ACCOUNT NG 7. {\'CCSM'P T Assmn'me'ﬁ;pk') “| B 7oA GRARGE 79, AMOUNT PAID 30. BALANGE DUE
25-1490707 [k ] [o003800877 [Xves [ no s 30000 | 0i 00|* 30000
8. SlGNA‘rUHE OL- PHYSICIAN OR Q_JPPLIER 72, NAME AND ADDRESS OF FACILITY WHERE YERVICES WERE 33, PHvle(AN’S suFPuEH S BILLING NAME, ADDREBS. TP CO0E
%‘N:C:,Lﬁlilrm NG B G EES =3 cnioﬂ:&h RENDEAED (1! othar than homa o otiico) &P
SppIy 48 s bil e T port thurwot) DUBOIS REGC MED CTR ) DUBUIS REG MED CTR
PO BOX 447 PO BOX 447
) DUBOIS PA 135801 DUBDIS PA 135801
sonep WENGER» FRED pare 0270872000 PINK |ores RO246S
APFROYED CMB-0235-0008 FORM HGRA-1500 (12:90), FORM RMABA1500,
(ARPROVED BY AMA COUNCIL ON MEDICAL SERVICE 0/eg) PLEASE PRINT OR TYPE APPROVED GME-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPU!

(PAGE 1 OF 1)



PROGRESSIVE INSURANCE
ONE MONRODEVILLE CENTER

c98ge

CLINIC-OFFICE 0¥ Psupssors 003
CLIENT FORM #: &

382)4""NORTHERN PIKE, SUITE 510 g
MONROEVILLE PA 15146 , £
; b SBF# 2328 ¢

e O OD11S 210 HEALTH INSURANCE CLAIM FORM een [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S |.D. NUMBER (FOR PROGRAM IN ITEM 1)
D (Medicare #] D (Medicaid #) D (Sponsor’s SSN) D (VA File #) D (ES‘§9N arF;[LJ/)\ N DB'(-SK le) [3 (1D} 0062226G91SA E ‘
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PAT!EI\IJT S B|RITH DATE - SEX 4. INSURED'S NAME (Last Name, First Name, Middie Initial)

SHIMMEL, BRANDON ¥ 2% 99w 8 ¢[J | SHIMMEL, BRANDON

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

37 COUNTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED

Self‘X] SpbuseD Chi!dD Other D

7. INSURED'S ADDRESS (No., Street)”

37 COUNTRY PLACE

ciTy STATE | 8. PATIENT STATUS cITy STATE i
DUBOIS PA single [X] Maried ]  oOwer[] § DUBOIS /\ PA i
ZIP CQDE TELEPHONE (include Area Code) ) ) Z]P CODE TELEPHONE (INCLUDE AREA CODE) :‘
15801 ((814) 371-2931 | "0 RIRD &0 | 15801 \\( &1 371-2931 |!

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

NO OTHER INSURANCE

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ves Xno

b. OTHER INSURED'S DATE OF BIRTH
MM . DD .« YY }
: H M

F[]

5. AUTO ACCIDENT? PLACE (State)
X] ves [(Ino | PA]

¢. EMPLOYER' S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[ ves Xno

11. INSURED'S POLICY GRO(P %NUM‘SER

a. INSURED'S DATE OF BIRT /SEX \

™21 19

b@m@ﬁmaﬁyygg%édﬁyn o7
NI. G\_?MY\ VA \r\\\nr\w A

c. INSUI USSP/ AL B R LR

BROGBESSIVE INSURANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

~}10d. RESERVED FOR LOCAL USE

"“ﬂ?%@em St

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 neceSaary

thorize - ¢ 5 o

1 A Aselon WwiHoRiEDee AbabS B [

st.zadinal benefils to the undersngn

to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment ocC
o paymentols , pary whosccepls 33 , TRAUMA."®
- ®
scnen. SIGNATURE ON FILE oare. 06/07/00 .TURE UN/F”‘E\ o
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNAE: £ 70 VIORK IN c OCCUP |o %
Mdl . DB . Yﬁ INJURY (Accident) OR GIVE FIRST DATE MM ; DD | YY MM ¢! DD YX - r] i 2 DD
2 3 0 PREGNANCY (LMP) : : FROM ¢o=e

17. MAME OF REFERRING PHYSICIAN OR OTHER SOURCE

HENRI R FORD

172, 1.0. NUMBER OF REFERRING PHYSICIAN

F51856

18. HOSPITALIZATION DAT ES RELATED TO\ 76’RV|CE
FROM " 02 03 ()G To '“

19, RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARG
- 0. U
_ <

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE)

R

[Jves [XIno |
22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. L:C.

N 854~_(_]1 E81._gl | oLt
23. PRIOR AUTHORIZATION NUMBER
.1 959 01 . _ 004222491JAE
28, A B [ D E F G H | J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES o DAYS |EPSDT RESERVED FOR
From To of f (Explain Unusual Circumstances) DIAGNOS! OR {Family| EMG | COB
MM DO YY__ MM DD v [SetielSenics| GPTHCPCS | MODIFIER CODE $ CHARGES | ynims| Plan LOCAL USE
J 0203 00| § 21 011992211 ] ] 1,2,3 8500 | 1
*INITIAL HUSPITAL CAR ;
A I P - : A
; e
' ' H : H ' ¥ ﬁ"%
| ; : | : PPN viike
E AP
. ' . . ' ' =Y
. : ' ' ' l . : o %f%‘ ¥
—~ P% S d
s L P | e 4@ :
: : :1 :L - l E . : \\
25. FEDERAL TAX 1.D. NUMBER S3N EIN 26. PATIENT'S ACCOUNT NO. 27. /}%C‘;ggv"r QgglsGsrgZiENT; 28. TOTAL CHARGE 29. AMOUNT"PAID 30. BALANCE DUE
232919472 X | 4842616 Kves [Jno s 8500 | $ goo | 8500

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND
INCLUDING DEGREES OR CREDENTIALS
{1 certify that the stalements on the reverse

apply to this bifl and are made a part thereof.)

HENRI R FORD MD
04/07/00 oare

ONE CH

SIGNED

PITTSBURGH

ADDRESS OF FACILITY WHERE SERVICES WERE

RENDERED ff other than home or office)
HP INE T

ILDRENS PLAC
PA - 15214

33. PHYSICIAN'S, {OBPUIEYY BILGIEE R, §IOESS, 2P CODE
GV 0F PITTSBURGH PHYSICIANS
PO BOX 371980
PITTSBURGH PA

PIN# | GRP#

15250-7980

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

PAG PLEfSEPHINTOHTYPE04/07/2000

MED. CHART 649692

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

9264 P



PROGRESSIVE INSURANCE

cosa0

CLINIC-OFFICE *Ugesgpeoee

003

* ONE MONROEVILLE CENTER » CLIENT FORM #: 4
3824 NORTHERN PIKE, SUITE 510
MONROEVILLE PA 15146 .
' SBF # 2328
(T T HEALTH INSURANCE CLAIM FORM- PICA [TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
D (Medicare #) D (Medicaid #) D (Sponsor's SSN) D (VA File #) D H(sEAsL/JHorP/LLa? N Da(gsl/‘v) B] @y { 00 6222G691SAE
' 2. PATIENT'S NAME (Last Nams, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)

SHIMMEL , BRANDON

1 27 1991w [X

SHIMMEL , BRANDON

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

Al
6. PATIENT RELATIONSHIP TO INSURED

Self@ Spouse D Child D Other D

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

37 COUNTRY PLACE

: 37 COUNTRY PLACE

o STATE | 8. PATIENT STATUS

DUBOIS PA Singio K| Married [} Other []
ZIP CODE TELEPHONE (inciude Area Cods) -

15801 (814)371-2931 | "™ Sien L1 ST

CiTY STATE
DUBOIS PA
Z2/P CODE TELEPHONE (INCLUDE AREA CODE)
15801 (814)371-2931

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

NO DOTHER INSURANCE

10. IS PATIENT'S CONUITION 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« DD ' YY
3 [m ]

SEX

AN

b. AUTO ACCIDENT? PLACE (State}

K] ves o

c. EMF’LOYEH S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
X o

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

":21:1%91 v

SEX

FL

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME
PROGRESSIVE INSURANCE

PATIENT AND INSURED INFORMATION ——————% | <4— CARRIER —0

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves K]no

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S QR 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

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical bensfits to the undersigned physician or suppue. or

services described below. . . o

i % é PREGNANCY (LMP)

GIVE FIRST DATE MM | DD |

belovr. [ N
e CGCO0

scnep SIGNATURE ON FILE oare 064/07/00 SIGNED SIGNAIURE UN FILE \/
14. DATE OF CURHENT ILLNESS (First symgtorm) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNASLE' TOJORK IN cuRQENI OCCUPATIC’:L Coo

INJURY (Accident) OR Yy M orMMo o DD ! YY © o | &

M DD 1YY
FROM :

' teog (c\,‘.

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

172, 1.0. NUMBER OF REFERRING PHYSICIAN

18. HOSPITAL!ZATION D,{‘_TES RE'_ATFD TQ PURRFNT SERV]CES

DANIEL H HECHTMAN 615130 FAOM. 02 03 03 o “u,
19, RESERVED FOR LOCAL USE 20 OUTSIDE LAB? | S CHARGES
Qves Xne T - . 0560 |

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

o

22, MEDICAID RESUBMISSION s
CODE ORIGINAL REF. NO.

232919472 O X

6862617

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

Klves [ne

1854 01 . E81 21 |
23. PRIOR AUTHORIZATION NUMBER
»1959 01 a, e 004222691JAE
24, A 8 C D E F G H I J K
DATE(S) OF SERVICE Plzce | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT
From To of A (Explain Unusual Circumstances) DlACGONDOESIS S CHARGES OR |Family| ema | cos HF;_SOESXEBS?R
MM DD YY M DD YY |Service{Service CPT/HCPCS | MODIFIER UNITS| Pian .
J02 :046 00 ! H 21 01 99238 | GC "1,2,3 8500 1
1 HOSPITAL DISCHARGE D
2 S L : [ ¢ :
of i P | ;
4 H : : H I ; :
5 : : : : | : :
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

8 8500 | s 000 |s 8500

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

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

END; (If other than home or office)
cnB TR

DNE CHILDRENS PLAC

33. PHYSI?\;AN S, eaa,@)s Bxaﬂew,\rs&ameess 2P CODE
uNiV*OF PITTSBURGH PHYSICIANS
PO BOX 371980 '

PHYSICIAM OR SLIPPIIER INFORMATION

MED. CHART 649692

DANIEL H HECHTMAN MD PITTSBURGH PA 15214 PITTSBURGH PA 15250-7980 ]
SIGNED 06/07/00 pare PIN# lGHP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/68) AGE PL{ ASE PRINT OR TYPEO 4/07/2000 iggm S%Fé};‘_fé’é’o (12-90) R RABASDD

927 P



PROGRESSIVE AUTU INS-

LLINLILTUNNrLIuVLE " VO7ZlJuc [VR VI VR VEEY

PROGRESSIVE AUTO INS CLIENT FORM #: UPMC1

1 MONROEVILLE SUT510

MONROEVILLE PA 15146

: FQ%; : ) SBF# 2328
7o /) HEALTH INSURANCE CLAIM FORM oA [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP . PLAN EE(}?IX— OTHER} 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)

D (Medicars #)r_‘] (Medicaid #) D (Sponsor's SSN) D (VA File

#) D {SSN or ID) D (SSN)

0042224918A

2. PATIENT'S NAME (Last Name, First Namne, Middie [nitial)

SHIMMEL, BRANDON

NG
(X o
3. PATIENT'S BIRTH DATE

M 2P %91y [zqs -0

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

SHIMMEL, BENJAMIN L

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

37 COUNTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED |

Self D Spouse D Child \zq Other E]

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

37 COUNTRY PLACE

CiTY STATE | 8. PATIENT STATUS

DUBOIS PA Single )S Married D Other D
ZIP CODE TELEPHONE (Include Area Code)

15801 (814)371-2931 Employed [T} FultTime [ ] FarTime

CiTY STATE
DUBOIS PA
ZIP CODE TELEPHONE (INCLUDE AREA CODE)

15801 (814)371-2931

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

SHIMMEL BRANDON

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

41014575614

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ ves [X no

b. OTHER INSURED'S DATE OF BIRTH

1t 21 1%91 |mK] F ]

b. AUTO ACCIDENT? PLACE (State)

[]ves [ no L

c. EMPLOYER'S NAME OR SCHOOL NAME

< OTHER ACCIDENT?
(X o

] ves

117 INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM oo YY

SEX

v F

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

PROGRESSIVE AUTO INS

PATIENT AND INSURED INFORMATION —————— | 94— CARRIER —

d. INSURANGE PLAN NAME OR PROGRAM NAME

FAMILY CARE NETWORK

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

K]ves [Jno

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

READ BACK OF FORM BEFORE COMPLETING

below.

sioneo_STGNATURE ON_EILE

& 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. | also request payment of government benefits either to myself or to the party who accepts assignment

pAaTE_(03/07/00

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the unders@ned physman or vuppher for
services described below. o .

[ we v
co ©

soneo  STGNATURE ~ON_FILE

F—br—
a T o
® : °

rY)

14, DATE OF CURRENT! ILLNESS (First symptom) OR 15.

IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

16. DATES PATI':NT UNABLE TO WOFRK IN CURRENT OgbUPMION

PHYSICIAN OR SUPPLIER INFORMATION

232919672 O X

4092039

(Fer govt. claims, see back)

K ves [Ino

MM ! DD : YY % INJURY (Accident) OR GIVE FIRST DATE MM . DD | i DD LYY o MM oD boYY
: : PREGNANCY (LMP) : s Fnom I 10 ¢ Pk
17. MAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATIOB DATES RELATES 10 COSRMENT ssgvpc'ﬁi\ij
. MM . D , YY . . N
FROM & & 1002 | -
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? ¢ Cl-' nGES
: Cves KJno | T 6.00]
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION wre
: ODE ORIGINAL REF. NO. L
,1959 01 E8l 21 v o
23. PRIOR AUTHORIZATION NUMBER
21959 . 1. e L. _
24, A E] c D E F G H | J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT .
From To of ‘g? {Explain Unusual Circumstances) DIACG(;\‘E?ESIS ¢ CHARGES OR |[Family! EMG | cOB HELS&?XLEBSFSR
MM DD YY MM DD YY {SericelSericel cpT/HCPCS | MODIFIER UNITS | Plan | -
02i03io0| | | |23 01/99286 | 11,2,3 22500 | 1
, . , ) EMERGENCY DEPT VISIT :
: : : ; | : BAVMEMT A - £7
TAROIMENT O BE
: : : ' : N noRe i
L o | CONSIDERED UNTIL
o o ., RECORDS AR RECEIVEL
25, FEDERAL TAX [.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? |23, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

s 22500 | S 000 |¢ 225900

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33. PHYSICIAN'S, 6P ALRS BIG- GGPNAEG OOPESS, 2IP CODE

Q%@%gﬁ%gﬁ%ﬁﬁ%ﬁg%ﬂ CHP EMERG BM-™ o™ UNIVOF PITTSBURGH PHYSICIANS
" INE CHILDRENS PLAC PO BOX 371980 |
MANANDA S BHENDE MD PITTSBURGH PA 15213 PITTSBURGH PA 15250-7980
SIGNED 03/07/00 oare PIN# IGRP# v

(APPROVED BY AMA COUNCIL ON M}E’DIEAL SERVICE 8/88)

CD P %x

1 51 46 21 41 99 ¥%x

07ALAGE PRINT OR TYPE
MED. CHART 649692

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

3566CP



"'PR'UGNt:b’SIw: TALIU LIS

CLIENT

FORM #: UPMC1

PROGRESSIVE AUTO INS

* 1 MONROEVILLE SUT510
MONROEVILLE PA 15146
s : - o SBF# 2328
TP HEALTH INSURANCE CLAIM FORM PCA [T
1. MEDICARE MEDICAID CHAMPUS CHAMPYVA GROUP FECA OTHER| 1a. INSURED’S I.D. NUMBER (FOR PROGRAM IN ITEM 1)

HEAL
D (Medicare #)D (Medicaid #) D (Sponsor’s SSN) D (VA File #) [:] (SSN or 1D}

TH PLAN BLK LUNG
D (SSN) [ﬁ (1)

004222491SA

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

SHIMMEL, BRANDON

3. PATIEMT'S BIRTH DATE

" 2P %91, X ¢ []

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

SHIMMEL, BENJAMIN L

5. PATIENT'S ADDRESS (No., Street)
37 COUNTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED

selt["] Spouse[ ] chid[K] otner [ ]

7. INSURED'S ADDRESS (Mo., Strest)
37 COUNTRY PLACE

513% STATE | 8. PATIENT STATUS

DUBOIS PA Single E Maried [ ] Otner [ ]
ZIP CODE TELEPHONE (include Area Code) .

15801 (814)371-2931 | Emelyed[7] fubtime [7] FerTime

oY STATE
DUBOGIS PA

ZIP CODE TELEPHONE (NCLUDE AREA CODE)
15801 (81‘)) 371-2931

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

SHIMMEL BRANDON

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER
4101457564

a. EMPLOYMENT? (CURRENT OR PR2VIOUS)

[Jes [X no

b. OTHER INSURED'S DATE OF BIRTH

11 2P 1991 LW

SEX

]

b. AUTO ACCIDENT? PLACE (Stais)

[ ves Ko ||

c. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
X o

[] ves

11. iNSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM s julo] E Yr M [:]

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

PROGRESSIVE AUTO INS

d. INSURANCE PLAN NAME OR PROGRAM NAME

FAMILY CARE NETWORK

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

;)_(] ves [ Jno

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

below.

siecnedp _STGNATURE QN 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
ta process this claim. 1 also request payment of government benefits either to myself or to the party who accepts assignment

oare_03/07/00

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

soneo _STGNATURS “ON ETLE:

14, DATE OF CURRENT: é ILLNESS (First symptom) OR
YY

15. |F PATIENT HAS HAD SAME OR SiMILAR ILLNESS.
yYY

16. DATES PATIENT UNABLE TO WCR'1IN CURRENT OCCUPATION

MM 3 DD ! INJURY (Accident} OR GIVE FIRST DATE MM : ©D MM P DD 'YY £ ¢« MM ! DD ! YY B
; : PREGMNANCY (LMP} : : FROM ¢ : < O ik
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED 7O CURAENT SERVICES
. . MM, DD ,YY ¢ C MM, DD, YY
FROM ! : 10 I
19. RESERVED FOR LOCAL USE 20. GUTSIDE LAB? $'CHARGES “ ~ -

L [Jves KJwo | 0.00] "
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE {TEMS 1,2,3 OR 4 TO ITEM 24€ BY LINE) 22, MEDICAID RESUBMISSION L R
LATE, ITEN CODE - - ORIGINAL REF. NC. + ¢ ¢ ¥
L1959 01 . E81 21 | o s
23. PRIOR AUTHORIZATICN NUMBER IS A
21873 .62 el
24 A 8 [ c D E F G | R i J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SEAVICES, OR SUPPLIES ! DAYS |EPSDT
From To of ‘é‘f’ (Explain Unusual Circurnstances) DIA(%\I%S'S S CHARGES OR _iFamily| EMG | cOB RELSOESXE BSFF? R
MM oD Yy MM DD YY |SewvicejService] CPT/HCPCS | MODIFIER ° UNITS{ Plan
1 02:03:00 : : 23, 01] 99283 | 1,2,3 16200 1
EMERGENCY DEPT VISIT !
2 : : : : l : :
3 : : : : ! : :
4 H H : : I ' E
5 : : ; ; ' : :
6 : : L : | : :
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

2329194672 Y

4092040

(For govt. claims. see backj
klves [no

s 162000 |3 000 {5 16200

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 thereot.)

SYLVIA GARCIA MD
SIGNED 03/07/00 oame

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (if other than home or office)
RG RM

CHP EM
ONE CHILDRENS PLAC
PITTSBURGH

PA 15213

33. ;rg_’SéCI\géNﬁ;S, 6@&@; BléﬁGﬁhﬁl\gémBESS, ZiP CODE
UNIV OF PITTSBURGH PHYSICIANS
PO BOX 371980
PITTSBURGH PA

PiN# ! GRP#

15250-7980

(APPROVED BY AMA COUNCIL ON ME%E%_ SEF\{ICE 8/88)
CD P %x 1 51 46 21 41

03/ 074FTABE PRINT OR TYPE
99 x*x MED. CHART 649692

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

3567CP

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

PHYSICIAN OR SUPPLIER INFORMATION




,\)@22\/16\ \

APPROVED OMB-0838-0008

STOTE COLLEGE, P& 146801 5
[TT 1rica HEALTH INSURANCE CLAIM FORM pical TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
N HEALTH PLAN BLK LUNG +~ = C‘ ‘,(3 7 2'7 O =
(Medicare#) (Madicaid #) . | (sponsor’s S5N)| - (VA File #) l (SSN or ID) { ssn |7 ] (1D) PR SRS M
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE "8 {4, INSURED'S NAME (Last Name, First Name, Middle Initial)

BHIMMEL ,

BRAMDON M

vy oo

EX
KA A - f ]

SHIMMEL ERANDON ™

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

37 COUNMTRY PLACE

6. PATIENT RELATIONSHIP TO INSURED

s [ K JspovssJene Jomer [

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

27 COUNTRY PLA

cITY STATE | 8. PATIENT STATUS CITY STATE
DURGOIE 2 UBDIG 2
PA | e[ wemeo[ ] ome[ ] | DYEELS PA
ZIP CODE TELEPHONE (Include Area Cods) . ZIP CODE TELEPHONE (INCLUDE AREA CODE)
1 5 g 01 F(; 14 )?')‘7 1 ~-2531 Employed l:] FulkTime Part-Time 1 5801 3l 271 —-EF3EN
Student Student

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

a, OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM I bo | Yy m

c. EMPL ! HOO AE.
- P

N"‘ ‘M‘v\.)

10, IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

SE ’2/17/ e fw AUTO ACCIDENT?
LY ST e
oy

. PTHER ACCIDENT?

BOLTETOST

11, INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM ; [sle} : Yy

E:] YES ENO

SEX

w1

Pl

PLACE (State)

vy

] ]
b. EMPLOYER'S NAME OR SCHOOL NAME

[ Jves NO PROGRESSIVE~

< INGURANCE PLAN NAME OR PROGRAM NAME
STATE

COULLEGE

4. INSURANCE PLARTAME OR PHOQGRAM NAME

BILL#:

| 10d. BESERVED FOR LOCAL USE

s (]

&, IS THERE ANOTHER HEALTH BENEFIT PLAN?

v

NO If yes, return to and complete item 8 a-d.

PATIENT AND INSURED INFORMATION — | 4—CARRIER—>

T

12. PAT|;}@§#: :
gt eyl 100

R “ﬁ‘ ;! i

SIGNING THIS FORM.
release of any medical or other information
STits either to myself or to the party who accepts

DATE

services described below.

O S
0E/03/00 sonep STGNATURE

13. INSURED'S OR AUTHORIZED PERSON'S
payment of medical bensfits to the undersigned physician or suppi

on FILE

SIGNATURE | authorize

ier for -

SS (First symptom) OR
INJURY (Accident} OR
PREGNANCY (LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM ; oD ; YY

MM
~ FROM ° ‘: .

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
. . MM

* DD ! YY
‘10 - A

1 !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

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

MM 1 DD LYY
FROM : !

i I
8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM ' DD ' YY
70 I !
t |

19. RESEAVED FOR LOCAL USE

i
20. QUTSIDE LAB?

[ ves [ Jno l

3 CHARGES

T T IM I IR AR A TIAN

57 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22, MEDICAID RESUBMISSION
- % g I - . l £ ORIGINAL REF. NO. sreo
Aghdominal FPain ¢
- I L —_ Lo
23, PRIOR AUTHORIZATION NUBER N oo
. . - < < C [N
Motor Vehicle Accil
N al . A < ©
A B | C E F & __'1_7_’_; A Keeoec
DATE(S) OF SERVICE Pl PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT! YT LY
From To f,‘fe T)g?e (Explain Unusual Circumstances) D‘AGc;\lQOESIS $ CHARGES OR, | Fumily| EMG | CZ3 RELSOE(.",:‘XLEaSFEOR_
MM DD YY MM __ DD vy |Sewice|Servicel fearlnardsah oveDIFERR S £ =i 91 © - UNTS | Lo
o e B - - ne ) - B N T e ~ < [
07 DR 00 |02, G300 4 1% 30360 | 1,2 220 00 1A B
I 1 L ] N 1o oot 1 v
- T Arat "
. ; oy e . ; - ¢ iy
200300 |02 0300|419 | B 767 S50 | SR 4P
1 ] [l ] [ 1 e o | M AN vt ool I . -
IR BT l
- s 4 g et e . ; . - I
OZ 10300 |02 03,00 4119 360 l ) : 2 7 30 1
Il I 1 1 1 _ ]
1 }f' o B HdmLiid =L 14an 1
OFTOR00 (02 Q3100 41| 7 473 1 i = : 1
] | Il ]
Lo BN RaENUY !
O O%I00 |05 OR00) 41 9 DR70 | i . 2 1
1 | - I L
Pl g — . !
en oy ! vyt e P S - E - ' : 1ye om z -
SEOR 0D 108 QB0 06 41 BO3%0 | L A 00 £
' iR i : 1
SSN EN 26. PATIENT'S AGCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL GHARGE 29. AMOUNT PAID a0. BALANCE DUE
., Ay e ] R . (For gowt. claims, see back) ~ONT TR o - !\l MY T oolme .
r'___Hi D001 132HA A Jves [ |no SCONTINUED TN NeA T Figs :

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
{NCLUDING DEGREES OR CREDENTIALS
(! certify that the statemerits on the reverse
apply to this bill and are made a part thereof.)

32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
L RF}%I\#QERED (If other than home or office)
- itz

=

Iy

o PEERY LIMIT

i ]
33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

KATHLEEN SCHAFFER DUEDIS REG MEDICAL CTR - P- 0. BOX 8
04 720/00 [TO: NDIANA, PA. 13701
CHTLD e WOSPTTA . B T B o
SIGNED ATE CHILDREN'S HOSPITAL o |ores 1~ EE8 2=
i - -90)
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE ';g::: ;‘:zpf :go o FORM RRB-1500

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



APPROVED OMB-0938-0008

=L

. ’..“’?’ LT
. ) Py 1
T1pica HEALTH INSURANCE CLAIM FORM pica [ TT)
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.0 NUMBER (FOR PROGRAM IN ITEM 1)
X HEALTH PLAN 8K LUNG SO6HTET U -7
(Modiaret)[__| edicaia #) [ (Spansor's S5N) [ oares [ sswormy Y (D) &7 )
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)
Co AN R B M DD XY ) ) )
SHIMMEL , BRANDIN M pis 71T mlA T SHIMMEL BRANMDON M

» | 4— CARRIFR —b

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

6. PATIENT RELATIONSHIP TO INSURED

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

4
=1

Yéié

P71

Emptoyed E:‘

Fuil- Tlme
Studem

Part-Time
Student

:3 .:; i, lJ l ”\S P\Y P foee pl(\ fiy Self A Spouse:!(;hild ’ Other ‘___, 3 7 C D Lj i\! .T ": \!’ P‘ "'l( [‘"

CITY STATE | 8. PATIENT STATUS CiTY STATE
o g 3 j & A

DURDIS PA snge[ ] wares[ ] ome[ ] | DUEDIS PA

ZIP CODE TELEPHONE (Inciude Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE}

15801 314 )'37 1-2931

9. OTHER INSURED’S NAME (Last Name, First Name, Middie tnitial)

10. 1S PATIENT'S CONDITH

a. OTHER INSURED'S POLICY OR GROUP NUMBER

MMiDDiYY

b. OTHER INSURED'S DATE OF BIRTH

[:] ves

b. AUTO ACCIDENT?

R Jves

SEX

W[ e[

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

ON RELATED TO:

11, INSURED'S POLICY GROUP OR FECA NUMBER
7(){)—”—‘ 7O =

i

a lNSURED'S DATE OF BIRTH

PLACE (State)

NO !

1 I
c. EMPLOYER'S NAME

OR SCHOOL NAME c. OTHER ACCIDENT?

:}YES

[FIro

SEX
Al G L] o I S
b. EMPLOYER’S NAME OR SCHOOL NAME
. INSURANCE PLAN NAME OR PROGRAM NAME
PROGRESSIVE- ETATE COLLEGE

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 8 a-d.

MATIEANT ARND IMCTIDEN IMEARMATION

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 infcrmation
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.

[ S RI=l= ot S =~ T oOMON T
STORS O ¢4 0 =
sienep SLONATURE ON FILE oate OE/03/00 sionep SIGNATURE OnN FIL .
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 i
(M (*,\ E K:;"fy INJURY (Accident) OR' GIVE FIRSTDATE MM @ DD ! MM D YY MM ; DD ; Yy
~ PREGNANCY (LMP) l ' - FROM - - : CTO- e I
17. NAME OF HEFERRING PHYSICIAN ORt OTHER SOURCE 17a. 1.0. NUMBER OF REFERHING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ¢ DD ! YY MM ' DD ' YY
FROM 5 : 0 : :
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves o |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
F T " A L e o o em CODE ORIGINAL REF. NO. [SRNE A
Y G Abdominal Pain | e
T 3. N R SRR
23. PRIOR AUTHORIZATION NUFBER ¢ S et
L A ° . . C
FBl? 9 Molor VYehicle Accid ceot - - _
2, R ' el . LLoe [ -
24. A B C D E F [ [ PO K-t\(\;
DATE(S) OF SERVICE PROCEDURES, SERVICES, OR SUPPLIES DAYS | EPSDT cfe e 4
) To Plsfce T}’f,’e ({Explain Uriusual Clrcumslances) D‘AG\JOS‘S $ CHARGES OR _[Fomily | EMG ca3” RELSOEC?XLESSFF?R i
YY MM DD vy |Service|Service| {Brymiomcsty| MdobmreRn i o 1 v i UNITS| Plua USRTR &
- v gmim « AN g = g ' : IR
1 00 (:)1.:[ O3 \ Q00 41 % Yép it l i 4 Y |O{..) s i R {
1 1 1 sza_sen s s Lo ose o= 1
i AT LR, DU LY LT | L
0203700102 03,0041 9 224 l | 85 00 3l T« Jpreed s .
| 1 1 1 | i i - i
) !
! . . . . i e f
l 1 | 1 | § ! o - 2 H
1 1 1 1 1 { gy L :
1
. , . . . ] ,
] I I [} | | 1 ,
1 ! | 1 L !
1
' ' , , f I
t 1 ) ! l | 1
1 ] i 1 | 1
I
. . . . . 1
1 1 i 1 1 ]
. | [ 1
25. FEDERAL TAX 1.0. NUMBER SSN  EIN 26. PATIENT'S ACCOUNT NO. 27. AFCCEPT A?SIGNMENbT? Y 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
- A . (For govt, claims, see bacl . e
PR 1638713 [JE ] POO11324A ves Yo s 3745.00 s 0 00 | 1746 DO

31. SIBNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

RENDERED {If other than home or oﬂlce)

32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

3. PRYSICIAN'S, SUPPLIER'S BILLING NAVIE, ADDRESS, ZiF CODE
PHONE #
SERV

SIGNED

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

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

PLEASE PRINT OR TYPE

{ cemty that the statements on ths reverse - s —§M LIMITEDR
Fﬁ{ to this bill and are made a part thereof.) e o o gem e n . €3
KATHLEEN SCHAFFER DU!:.(UI 5 REG MEDICAL CTR - P.0. EDX @
Q&/720/00 [TO: THNDTAMNS, PA.
CHTILDREM'S HOSPITAL B-4FL- 348
DATE PIN#
FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500



' PS2L PRVDR
----------- . EXPLANATION OF REVIEW
PROGRESSIVE : PROVIDER COPY PAGE: .1
ONE MONROEVILLE CENTER, SUITE 510 . .
MONROEVILLE, PA 15146
(412) 280--5230
PATIENT NAME: PATIENT ID%: INTERNAL CONTROL¥: DATE PROCESSED:
BRANDON M SHIMMEL 0042226910100 06001432000700 05/22/00
PROVIDER TAX ID: PAYOR: PROGRESSIVE INSURANCE
251638713 POLICY®: ’
CLAIMS: 004222491-01
PROVIDER: REP ID%: SAE X5266
AMBULANCE SERVICE LTD PATIENT ACCTS:
PO BOX 8 DATE OF INJURY: 02/03/00
INDIANA PA 15701 MISC INFO: (3
POLICY HOLDERS NAME:. BRANDON M SHIMMEL
DATE OF PROC DESCRIPTION OF SERVICE BILLED CHARGE FS/UCR  PAID AMOUNT REASON CODE
SERVICE CODE
02/03/00 A0380 BLS MILEAGE, PER MILE 742.50 694,98 694,98 1
02/03/00 A0370 AMBULANCE SERVICE; ALS 445,00 445.00 445.00
02/03/00 A0360 AMBULANCE SERVICE3BLS 320.00 320.00 320.00
02/03/00 20224 AMBULANCE SERVICE 85.00 77.00 77.00 1
02/03/00 AQG22 AMBULANCE OXYGEN SUPPLIE 55.00 42.10 42.10 1l
02/03/00 A0422 AMBULANCE OXYGEN SUPPLIE 55.00 - 42.10 %42.10 1
02/03/00 A0390 ALS MILEAGE,PER MILE 26.00 26.20 26.20 1
02/03/00 A0380 BLS MILEAGE, PER MILE 7.50 7.02 7.02 1
TOTALS: ’ 1,746.00 1,654.40 1,654.40
DIAGNOSIS CODES:
789.0  ABDOMINAL PAIN
E819.9 MOTOR VEHICLE TRAFFIC ACCIDENT OF UNSPECIFIED NATURE INJURING UNSPECIFIED PERSON
1-THE CHARGE FOR THIS PROCEDURE EXCEEDS THE FEE SCHEDULE OR USUAL AND CUSTOMARY ‘
ALLOWANCE. (2560)
FIOHEEEIIOEEE
TOTAL AMOUNT PAID: 1,654,40
IR

THE ABOVE EXPLANATION IS WHAT PROGRESSIVE HAS DETERMINED TO BE THE APPROPRIATE

REIMBURSEMENT AMOUNT FOR THIS BILL. IF YOU HAVE ANY RUESTIONS ABOUT THIS OR ANY
OTHER PART OF YOUR REIMBURSEMENT, PLEASE CALL US AT THE NUMBER LISTED ABOVE. tyliol)

ANY PERSON WHO KNOWINGLY AND HITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER

PERSON FILES AN APPLICATION FOR INSURANCE CR STATEMENT OF CLAIM CONTAINING ANY

MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION
CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT. INSURANCE ACT, WHICH IS

A CRIME AND SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES. (Y102)




JUN-21-2008 20:87

* FCHILDREN S HOSPITAL OF PI} S PATIENT CONTROL NO.
PO BOX 360001 8000896822
PITTSBURGH PA 15251 6001 S eI
288 873 0698 25— 0402510 020300 (0204001 1

12 PATIEET MNAME

SHIMMEL BRANDON M

13 PATIENT ADDRESS

37 COUNTRY PLACE

ad BENJAMIN L SHIMMEL
37 COUNTRY PLACE
DUBOIS PA 15801

43 DRESQRIPTICN

44 HCPCH/ZRATES

14 BIRIMBATE 15 [ g nemusinianatea] 1t (28, |22 apicaL mecuRe W9,
11211991 MEES 10203 1 #1114 101 1649692
e At S YR R (o g OUCURRENCE  GEAN

16 STRV,UNTIT?2

€1 UE  CODES

48 RO -COV* @

550.00

® ® N R ;A W N -

NN N R e m B m o = d e o

1

50 PAYER 51 PROVIIDER NO.

$4 PRIOKR VAMENIS

57 D OVl PA

€2 INSURANCE GROUP NO.

§3 TEEATWANT AUTHONIZATION cabed

0 O p

o nu,'unr.'. s L A R e A e S A 9T TR IAR s TGS D Tttt M 9 anw.prsc.CB| 77 E~Copk |78
- ~ ig54a0l IEB121 1446
e AT PR T BN T -

[P F-q6c peiserral mogrpuer  BlgcoriERNRICRE o % e
o Q . ; - : "
ottt D B P e S A & LI s B L phi s

=% il ' RD. HENRT MD
G

84 REMARSROGRESSIVE AUTO INS
1 MONROEVILLE SUTS10
MONROEVILLE PA 15146

a n v a

U0-02 HCFA-1460 PAYER COPY

T0TAL P.@2



:Med

+
Dirtzot ingul
Path
3191 -Trewigbown Road
Colaar, PA 18315
Shone (2i%) 93&-3148 -

Fax (21

85

rieg rogarding this review fo:

) SIE-88E7

A bill audit, C
and claims processing

fee =

SHIMMEL, BRANMDON

CHILDREMS HOSP OF PITT
PO BOX E&0201
PITTSBURGH, P&

15251

CLAIR-NO: DRmace24s9]

COVERED IMDIVIDUAL:
POLICY HOLDER:

FROVIDER:
TAX ID/PROVILDER MO
PATIENT NO:

FAYOR:
GCCIDENT DRTE:

MEDLOGIX ID:
CALCULATION DATE:

SHIMMEL, BRANDOM

CHILDRENS HOSF OF FITT
33-3308

aagaeIste

PROGRESSIVE COMRANIES
FMOMROEVILLE, PR
BE/B3/0

PETE4BA —@02a
BE/cc/0d

EXPLANATION OF BENEFITS

DIAGNOSES: 1) 959,81 HEAD INJURY HOS DATE OF SERVICE: @2/@3/28
2} B73.42 CREX WOUND OF FOREHERD
3} 785.9 TRCHYCARDIA OS
THE MED BUOX
Total Billed Rmount..... reaal 4,18@.92
Calculated Amount. .. .ncvenss : 2, 491,87
Carrier’s Responsibility....: . )
TOTAL AMOUNT BUE............:_——_ETEETTE7 Inpatient
FA Automobile
ITEMIZED CHARBES
DATE SERVICE DIAGS UMITS CHARGE  PAYMENT TYFE BEDUCTION AKT _DUE  STATUE
Q2/D3/ B FDR 1 1. 103 550, d% Fer Dien 14. 1@ 535. 90
INPT ROUTINE SERVICE COST PER DIEH
pz/a3/0n i 1.2 S92, 0 RCC 78, 47 313. 68
UNSPECIFIED REVENUE CEMTER (89%)
@/ D3/ 2@ 250 1 1. @ 47,32 RCC 15.35 32.57
DRUBS CHARGED TO PATIEMTS/PHARM
@SB3/ 00 278 1 1. @0 283,00 RCC B&. &8 £36. 52
HED SUPFLIES CHARGED TO PATIENTS
DE/03/ 00 oo 1 1. 188.2¢ ~RCC - 12z. 44 63. 56
LARORATORY
G/ @z / nid AT 1. @ 111. 0@ RCC 72.293 38.71
LABORATORY
gz /us/ou _ 338 1 1.0 1; 652, 2@ RCC 1, 123. 456 528. 54
CAT SCAM ' )
A2 /as/ 0w 370 1 1.9 =1, @ RCC 2. 67 14,33
ANESTHESIOLOGY
Q2 /D3 /0 450 1 1. 24 487, 0@ RCC 156.19 32@. 81
EMERBENCY
TUE ABOVE CERVICES HAVE BEEN COMPUTED 10 CONFURY T0 PENAA HOUSE BILL 191 AUTO INGURRNCE REFORM LAH, *ACT 67, RS AHENIED HOVEMBER 28

1991, ALL COLCULATIONS FEPRESENT 11@% OF THE APPLICRBLE MEDICARE FEE SCHEDULE, RECGMMENDED FEE, DkG ANOWT, 8d% OF USC; OR PROVIDER
CHARGES, AS IN ACCORDANCE WITH SECTION 69.43. -

HedLogix Managed Care Systea ¥2.5 Rev 83/00 {c}1997 Consolidated Services Broup, Inc.



Direct inguiries regarding this review to: foa22oa3l
Hed Path
3191 Trewigtoun Road
Colzar, PR 18915
Fhone (215) 396-918 » Fax (213) 9%5-8847 PROE: 2
CLATH MO: Ed4eEe4st
COVERED IMDIVIDUAL: SHIFMEL, BRADUH
" - PRYOR: PROBRESSIVE COMPRAIES -
MIMROEVILLE, PR
ITEHIZED CHARGES
DATE  SERVICE DIABS UNITS  CHARGE  PAYWEMT TYPE REDUCTION  AHT DIE - STATUS ™
e/e3/e 468 1 L@ 89,68 RCL T - 8.8
PULIHTHARY FLMETION
Dz /A3 /00 2o 1. 1. @7 gz, @@ oRCC T 0 T 73.67 156, 33
DRSS CHARSED TO PATIENTS/PHARM .
Totals: 4,188, 92 1,775.495 Z, 431, 87

THE PABOYE SERVICES HAVE BEEM COMPUTED TO CONFORM TO PENMA HOUSE BILL 121 AUTD INSURRNCE REFORM LAW

*ACT 6", AS RHENDED HOVERBER 30,

1931, ALL CALCULATIONS REPRESENT 11@% OF THE APPLICABLE MEDICARE FEE SCHEDULE, RECCHRERDED FiE, okg *%!_mﬂ gad OF L3C; Or PROVILER

CHAREES, RS IN ACCORDANCE WITH SECTION 6342
MedLogix Managed Cave Systes ¥2.5 Rev 83/08

{c}1997 Consolidated Services Groug, Inc.



:)o {)mce s this ciaim. | also requast payment of government benefits either to myself or to the party who accepis assignment servicss described bsiow,
elow.
DAGHATURE ON FILLF [y @9 CENATUER K LT
SIGNED DATE SIGNED v
14, DATE OF CURRENT: ILLMESS (First symplom) OR 15, IF PATIENT HAS HAD SAME GR SIMILA H WLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DDy YY 5 INJURY {Accident) OR GIVE FIRST DATE  Mm | DD MM, CD Yy MM o 0D, YY
! ! PREGNAHCY {LMP} ) t FROM - - ' ' TG ! ’
; 7. 'AMf— GF BEFERRING PHYSICIAN OF OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PREYSIC 18. HCSPITAL IZ\TIO’\I DnTES RELATED TO CURRENT SEHVICES
hg jaln) Yy MM, DO Yy
FROM i ! TO ! !
19. RESERVED FOR LOCAL USE 20. OU'S!DI: LAE? $ CHARGES
{ v:g [.,o ‘ ]
= So-10-2
21. DIAGNOSIS OR NATURE OF ILLNESS OR IMNJURY, (RELATE ITEMS 1.23 OR ¢ TO ITEM 245 BY LINE) R 122, MED!L,AID R:SUBM!SS!ON N i
! | ceoe ORIGINAL REF. NO.
v
1. 3. — m
23. PRIOR AUTHORIZATION NUMBER
=
2 b ey __a 4| R e
124, A [ C D £ F G H ] J K IE
{ DATES) GF SE:(VICE Place | Type PROCEDURES. SERVICES. OF SUPPLIES - DAYS [EPSDT
From K T of é'v) (Ex] Imn Unusua. Cireumsiancss) D[A;-GO:\S%°IS . S CHARGES OR | Family | EMG | COB RE%:CRQLCDSFOR 2
MM [5]8] (& Mt 0D Y _ I Service | Service CPTIHCPCS MODIFIER - UNITS| Plan @
! 2
P T A R T T A L i =
T IO L 5 L L O WY £ X 5 = %5 GuRq . i 2 X, fhfh i, o
j ; ' w
) 1 ; t ’ : ' g
t : 1 !
2 4 , | / ! : &
a ! 2
. H t
1 1 ! | i % g { :
3 ' L L WL WA [N ]l 2 : 1 S
: : : ! | | i =
K . i . L mipan i L Q
DAY QU ' 7
: 1A . ' >
1 i i i ! 1 X
5t L ! : : . > ? o
1
C L C ; ™~
8 : i X L 1 ! | s '
!25. FEDERAL TAX 1.0. NUMEER SSM  EIN 26. PATIENMT'S ACCOUNT NO. . ACCEPT ASSIGNMENT? 28. TOTAL CHARGE T MOUNT PAID 30, BALANZE DUE Y V
{ (F clams see back) 3
! ‘ s ; 3 1 3 t
.‘ L tarasla 5 E:]Y ]NO Tl o oy 66 T
 SIGNATURE OF PHYSICIAN OR SUPPLIER ADDRESS OF FACILITY WHERE SERYICES WERE PHYSICIAN'S, SUPDUEn S BILLING NAME, ADDRESS, Zif CODE ~
INCLUDING DEGREES GR CREDENTIALS R [a5 5 NS
(I‘caruly‘ lh:l lhe_‘s:a:emems on metr'everse {if ather than home or office) g#f"- \‘ 4 F {:‘ ”‘ L l’ ] r {1 ‘* " ” ' ‘l I L’/
apply to this bill and are made a part thersol.) I F 0 WER ORIVE
WodOHN STAR MD
i 408 1haan OuUsals P&
| SIBNED PNy A4

PLEASE
DO NOT
STAPLE
IN THIS
AREA

T o

HEALTH INSURAM ,u=_ cl Ali\[; FOFN! .

7 MEDICARE CHAMPUS

{Medicare £

MEDICAID CHA

(Medicaid #)

{Sponsor’'s SSN} (VA File #}

PMPYVA GROUP
HEALTH PLAN =

(SSN or I0)

1a. INSU"}FE‘AS 1.D. MUBMABEN

A

TIFOH PROGRAW N ITEM 1)

| ¢— CARRIER —b

RS I |

2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. PATIENT'S BIRTH DATE sEX >ast Name, First Name, Middle Initial)
M oD YY . N :
] . i R . p f
SH TkimE] BEAMNONON M g3 b el g o :y LNy MTH
5. PATIENT'S ADDRESS (No., Stresl) 6. FATIENT RELATIONSHIP TO INSURED _?%FSS (o “Blresy ", T
’ - - Self Spouse lonim‘; Other |:I
Q7 _CchuNTRY DAe . | N A AR s TR A AR v Bl ol
CITy STATE 8. PATIENT STATUS o CiTy T T STATE
l CHed
PR LT o Married I Cther o n
ZiP CODE TELEPHONE (include Area Code) TELEPHONE (INCLLIDE AREA CODE) '~
= ety Fuil-Time Time -
1o, B A (>4€ 14 ) A R Empleyed Dswdem Esludnm ‘: ( ciq /;) o g
T il

3. OTH ER INSURED'S MAME (Last Mame. First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

[ Ino

»

YES

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

i En

SEX

il

b. AUTO ACCIDENT? PLACE

D YES

c. EMPLOYER'S MAME OR SCHOOL NAME

D NO
o N
¢. OTHER ACCIDENT?
[__i YES u NO
_J

10. 1S PATIENT'S COMOITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

[ L) R

2. INSURED'S DATE OF EIRTH
ME , DD

pal a5

(State} | 6. EMPLOYER S MAIE OR SCHOOL NAME

O A N 2 I A 0

¢. INSURANCE PLAN NAME OR PROGRAM NAME

MY DA T o O Y e

d. iINSURANCE PLAN NAME OF PROGRAM MAME

10d. REbERVED FOR LOCAL USE

5,15 THERE A\IOTHEP\ HEALTH BENEFIT PLANY

1 YES 1., ‘r—-zo 1f yes, rewrn to and comglete item 9 a-g.

PATIENT AND INSURED INFORMATION

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

13, iNSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

payment of medical banefits 1o the undersigned physician or.supplier for

{APPROVED BY AMA COUNCIL ON MEUICAL SERVICE &/88)

PLEASE PRINT OR TYPE

APPROVED ONMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRE-1500.

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



ONE MONROEVILLE CENTER, SUITE 510
MONROEVILLE, PA 15146
(412) 380-5230

PS2L PRVDR

EXPLANATION OF REVIEHW
PROVIDER COPY PAGE: 1

INTERNAL CONTROLS:

PATIENT NAME: PATIENT ID%: DATE PROCESSED:
BRANDON M SHIMMEL 0042224910200 06000952662200 04/05/00
PROVIDER TAX ID: PAYOR: PROGRESSIVE INSURANCE
251428819 POLICY%:

CLAIMS: 004222491-02
PROVIDER: REP ID#: SAE X5266
GATEWAY AREA MEDICAL ASSO PATIENT ACCT#:
PO BOX 348 DATE OF INJURY: /03700
bU BOIS PA 15801 MISC INFO:

POLICY HOLDERS NAME: ENJAMIN M SHIMMEL
DATE OF PROC DESCRIPTION OF SERVICE BILLED CHARGE FS/ZUCR  PAID AMOUNT REASON CODE
SERVICE CODE
02/10/00 99212 EST OUTPT L2 PROB FOC H& 30.00 30.00 30.00

TOTALS: 30.00 30.00 20.00

DIAGNOSIS CODES:

873.8 OTHER AND UNSPECIFIED OPEN WOUND OF HEAD WITHOUT MENTION OF COMPLICATION
ES19.1 MOTOR VEHICLE TRAFFIC ACCIDENT OF UNSPECIFIED NATURE INJURING PASSENGER IN MOTOR VEHICLE OTHER THAN MO

THE ABOVE EXPLANATION IS WHAT PROGRESSIVE HAS DETERMINED TO BE THE APPROPRIATE
REIMBURSEMENT AMOUNT FOR THIS BILL. IF YOU HAVE ANY QUESTIONS ABOUT THIS OR ANY
OTHER PART OF YOUR REIMBURSEMENT, PLEASE CALL US AT THE NUMBER LISTED ABOVE. (Y10l)

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER

PERSON FILES AN APPLICATION FOR INSURANCE OR
MATERIALLY FALSE INFORMATION OR CONCEALS FOR
CONCERNING ANY FACT MATERIAL THERETO COMMITS
A CRIME AND SUBJECTS SUCH PERSON TO CRIMINAL

STATEMENT OF CLAIM CONTAINING ANY

THE PURPOSE OF MISLEADING, INFORMATION
A FRAUDULENT INSURANCE ACT, WHICH IS
AND CIVIL PENALTIES. (Y102)




€980

PROGRESSIVE AUTO INS CLINIC-OFFICE AU8950%2°°°9%8001

PROGRESSIVE AUTO INS - cCL IE!T ’CRM #: UPMC1
1 MBNROEVILLE SUT510 : - :
MONROEVILLE PA 15166

| S 0043230 sere 2528
T HEALTH msunmc‘e CLAIMFORM - PCA [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER{1a. INFURED'S LO-NUMBER  ~ £ . (FOR PROGRAM IN ITEM 1)
(7] Mecicare #)[ | Medicaic #) [ (sponsor's ssny” [ ] tva Fie ) [ i DB(LsKsk/) NG Bﬂ w | 006222691SA(Z 7 N-
2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
SHIMMEL, BRANDON I 2% 1%91y [X F[] SHIMMEL, BENJAMIN L
5. PATIENT'S ADDRESS (No., Street} 6. PATIENT RELATIONSHIP TO INSURED ' 7. INS]JHEDESCADD&ESS (No., Strget)c,
37 COUNTRY PLACE sen[] spouss[ Jonmia[X omer[] | 37 SCOUNTRY PLACE
ciTY STATE [ 8. PATIENT STATUS CITY STATE
DUBOIS ' PA snge ] meriea[]  omer[] | DUBOIS PA
2P CODE TELEPHONE (Inciude Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
15801 (816)371-2931 | Emooved[[] Lufime [7] feniime 15801 (814)371-2931
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
SHIMMEL BRANDON ‘

a. OTHER INSURED'S POUICY OR GROUP NUMBER a. EMPLOY A ’7\ JRRENT OR PREVIOUS) a. INSURED'S DATE OF BIRTH SEX
4101457564 . : Es/@_ ©MM DD Y M -0

b. OTHER INSURED'S DATE OF BIRTH PLACE (State) { b, EMPLOYER’S NAME OR SCHOOL NAME

- PATIENT AND INSURED INFORMATION ———————3 | <— CARRIER —

SEX
3 . e
T 2P 1991 3 . NO—+
¢. EMPLOYER'S NAME OR SCHOOL NAME c. INSURANCE PLAN NAME OR PROGRAM NAME
(X no PROGRESSIVE AUTO INS
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 18 THERE ANOTHER HEALTH BENEFIT PLAN?
F AM I L Y CA R E N E TWO R K ’ E YES D NC If 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 necessary payment of medical benefits to the undersigned physician or supplier for
g: f)rocess this claim. | aiso request payment of gevernment benefits either to myself or to the party who accepts assignment services described below.
elow.
sianed _SIGNATURE. _ON FILE oAaTE_02/22/00 siahep _SIGNATURE QN FTLE
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME O SIMILAR ILLNESS. { 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM I DD ! YY INJURY {Accident) OR . GIVE FIRSTDATE MM ! Yy ‘MM.D DD LYY MM ! DD ! oYY
! ' PREGNANCY (LMP) . C o : -L & : FROM s : TO i R
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERA R PH@N 18: HOSPITALIZATXON DATES RELATED TO CURRENT sggvrcss
HOLLY W DAVIS C30103 ~. o, FROM 02 03 00 TOV :

§ i,
19. RESE_RVED FOB LOCAL USE . [ o ¥ 28¥OUTSIDE LAB? * § CHARGES
[Jves Kino | 0.00]

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) -——j “*e22, MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

1922 2 sl |
- 23. PRIOR AUTHORIZATION NUMBER
al 3
24. A 8 C [»] E F G H i J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT
From To of )g? {Explain Unusual Circumstances) D'ACGO'\]DC:ESIS $ CHARGES OR |Family| emG | cos RELS&I:RA/LEBSFSR
MM 0D YY M DO YY |Service|Service] CPT/HCPCS |  MODIFIER UNITS | Plan
pg2i03i00| | 21 04| 76160 | 26 6C ‘| 1 -] 25400 1

CT SCAN OF ABDOMEN C

baee

|

. , % e

. J
N »
H

25. FEDERAL TAX {.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. q&?gf; éir%lnga?Ea'\éI)? 28. TOTAL. CHARGE 29. AMOUNT PAID 30. BALANCE DUE
232919472 O | 3744810 bl ves [no s 25400 | ® oioo |5 25400
3 IELUDING DEGALES O CAEDTALS, B RN BEALD o B Mooy oty - SEFVICES WERE 30, BHICICRNS: CGTHETP BIGIECAAG GRPOFSS. 2P COOE

{ certy that he statemants on tho reverse: — |CHP INPT | UNIV OF PITTSBURGH PHYSICIANS

apply to this bili and are made a part thereof.)

ONE CHILDRENS PLAC PO BOX 371980

MANUEL P MEZA MD PITTSBURGH PA 15214 PITTSBURGH PA 15250-7980
SIGNED N2/22/700 oate PIN# ’ GRP#

PHYSICIAN OR SUPPLIER INFORMATION

FORM HCFA-1500 (12-90)
02/72F/560dE PRINT OR TYPE v FORM OWCP-1500 FORM RRB-1500
CDP %% 1 51 46 21 41 99 *x  MED. CHART 649692 ssarce

(APPROVED BY AMA COUNCIL ON MIE,DIC/EL SERVICE 8/88)



D (Medicare #) D (Medicaid #) D {Sponsor's SSN) D (VA File #) D (SSN or ID} D (SSN) . (/D) TNy

_PLEASE‘ BROGRESSTVE 1 N‘_E’PROVED OMB-0938-0008 ..
oot . 1 MONROEVILLE CENTER :
IN THIS CL/ 3824 NORTHERN PTKE SUITE Sia
AREA ' MONROEVTLLE PO 151 46
(T Pica HEALT1 INSURANCE CLAIM FORM oica [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GRO‘JP FECA OTHER] 1a2. INSURED'S .D. NUMBER (F%R PROGRAM IN ITEM 1)
H PLAN N h

2431 5AK

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

3. PATIENT S BIRTH DATE SEX

DD, YY
31 (».1 111,1)1ME FEL

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

T T | AARBIER —

Shimme! Brandon [l Ghimae DBenjamin 1
5. PATIENT'S ADDRESS {No., Street) ' 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
B7 Counbtery Plamn sett (] spouse[ ] cniafy ] ove[ ] 137 Country Blace
CITY STATE | 8. PATIENT STATUS CITY STATE
DuBpis Py singelg | Maried [ ] omer [ ] DuRois PA
ZIP CODE TELEPHONE (Inciude Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
e iy o o) oy o Employed Full-Time Part-Time S oy e e = Sy —
L5301 814 )371--2931 PO Sudent L] Swdent 15801, 814 J371-2931

Brandon Shimme]

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
41@14%7064

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES DNO

b. OTHER INSURED'S DATE OF BIRTH
MM, DD, YY
] i

MD

SEX

b. AUTO ACCIDENT? PLACE (State)

F D E] YES DNO

(I !
c. EMPLOYER'S NAME OR SCHOOL NAME

S Leann

c. OTHER ACCIDENT?
o

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM v SEX

13 121 H1ea1 M F)

¥
b. EMPLOYER' S NAME OR SCHOOL NA_ME

Elcam

c. INSURANCE PLAN NAME OR b%éqm

d. INSURANCE PLAN NAME OR PROGRAM NAME

DEFPARTMENT

OF PURL I WFLEFARE

10d. RESERVED FOR LOCAL USE
H3E ROk 3t

d. IS THERE ANOTHER HEALTH BENEF PLAN
DYES D NO If yes, return’¥g and coregg

PRI AT A REEY PRECSIERIITO IRIFIANPIRA ACTINAE

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 mfmmanon necessary
to process this claim. | also request payment of government benefits either to mysell or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATUNeESuthorize
payment of medical benefits to the undersigned” ysician or supplier for
services described below. .

Signature On File A1 1A Signatur=z On File
SIGNED DATE SIGNED
14 DATE OF CURBENT: Q ILLNESS (Firs symptom) OR 15. IF PATIENT HAS HAD ?ﬁ@m«#m LLNESS. |16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
; INJURY {Accident) OR GIVE FIRST DATE ' | x !
22 |ms g PREGNANGCY{LMP) FROM ! ! TO ! :
17, NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFEBG BRYSICIAN 18 HOSP!'{AANI‘_IZAT(IDON DA‘\I’{%{S RELATED TO cngAHENTDsDEchYss
Pl 5 Warijoey n 200@ FROM | ! :
19, RESERVED FOR LOCAL USE WPA . p 26 GUTSIDE LAB? / CHARGES
- Pin
RECZIyzn L Lless IR /Y o |
T DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE 23 MEBICPMCIRESUBMISSION I
21, DIAG 0 S OR INJURY. (RELATE 123 ) —T | 2HIMEGICRIGRESUBMISSION, o eral” REF RO
‘-'J"" 3y 4,-"':1_3 1
My | ) 2oy
B LA S, : b . e
.53 Fﬁ‘%}ﬁ AU@IZEAT\OM&E@ J
=1
29996 4. L
lea__A B C D E F G | o 1 J K
DATE(S) OF SERVICE Place | Typs |PROCEDURES, SERVICES, OR SUPPLIES|  piaGNosIS DAYS [EPSDT] RESERVED FOR
From To t (Explain Unusual Circumstances) OR |Family| cpas | cOB LOCAL USE
MM__ DD YY MM DD YV CPT/HCPGS | MODIFIER CODE SCHARGES | \\i7g| plan | EMG oc
- i
L | ! t ¢ 1
Lot . 1 | |
- - . - - - |
a2 @S nn . | S A 1iv ' BN 3@ :IZIIZI i
A I L : !
| ! i
2 l“/.li-'i '71",' . SN £ auTe en 33 @2 |1
i | : 1 | ' :
3 ) ! ' ! . !
| 3
i : ' ' | 2l !
1 i ¢ : [ ! eyt & 1
4 i | 1 { = !
1
L L : |
5 ! i ] L I . !
&4 : {
i 1 1 1 '7 I ’ :
L . 44 ; - - !
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27_ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANGE DUE

{For govt. claims, see back)

ES-17158R OO0 lshimbrR95407 E] ves [ ] no $ 63 o |8 A g | S 63 ol
3"ﬁ«‘%t‘&éi#%%%%‘;*ééi‘%Q’ESSDSE“N"TTK’L%“ R Ll [ NABRL RO R R4
gﬁﬂﬁﬁ&ﬁﬁﬂ?ﬁgﬁﬁﬁim Dunis Rayg Medical Cir YuRais Radiologists Inc. :
‘ DuBeis, PA I5AAY PO Rox 13106 . j
G K0 M0 D3 3ARG DuRnis R 15841 ?
sigNeor wi- 1 715iF 3 patere 1 3 PIN ' creseTi—1 7152312 i

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

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500

FORM RRB-1500



Explanation of Reimbursement
. Progressive Insurance

- - Claim Information

Claim Number: 004222491-~08 Region: W PA PIP
Policyholder: SHIMMEL , BENJAMIN LEROY Office: WMONROEVILL
Claimant: SHIMMEL, BRANDON Claim Rep: SAE0005
Date of Loss: 02/03/2000 Party: First
Updated: 03/06/2000 Bill No: 2

. Audited: 03/06/2000

Provider Information

DUBOIS RADIOLOGISTS INC
P.O BOX 1106
DUBOIS, PA 15801

Place of Service ZIP: 15801
Jurisdiction State: PA
Payee EIN: 25-1715230
Specialty: 30 - RADIOLOGY, DIAGNOSTIC MD OR DO
Patient Account Number:
Diagnosis
Seg# ICD-9 Description
1 959.1 OTHER AND UNSPECIFIED INJURY TO TRUNK
2 959.6 OTHER AND UNSPECIFIED INJURY TO HIP AND THIGH
Item Detail
PAID Reason
ITtem Date POS CPT-Mod Description Units Charge AMOUNT Code
1 02/03/00 22 71020-26 X-RAY, CHEST, TWO VIEWS, 30.00 12.40|FA97P
’ FRONTAL/LATERAL ,
2 02/03/00 22 72170-26 X-RAY EXAM, PELVIS, AP 33.00 9.66|FASTP
ONLY
Totals for Bill 63.00 22.06
Reason Code Description
Reason
Code - Item . Description
FAS7P - Charge exceeds 110% of the Medicare prevailing charge or 110% of the fee

schedule, whichever has been determined to be applicable by Medicare.

Applicable for Pennsylvania only: For your protection, Pennsylvania requires the following to
appear on this form: Any person who knowingly and with intent to defraud any insurance company
or other person files an application for insurance or statement of claim containing any
materially false information or conceals for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance act, which is a crime and subjects

such person to criminal and civil penalties.

Copyright (c) 1993 ADP Integrated Medical Solutions, Inc.



APPROVED OMB NO. 0938-0279
E4TYPE.

CTR 2 - ] 3 PATIENT CONTROL NO.
; - ponisnna
DUED 1 5 . P& 1SEU1 5 FED. TAXNO. § STATEMENT COVERS PERIGD. 7covD.| BNCD. | 9CI0 | WLRDIM
(183 ITI-PROO 5E-1480707 ﬂ?fﬁﬁfdﬁﬂ3/ﬂ*'»ﬂﬂ(0
12 PATIENT NAWE ~ 13 PATIENT ADDRESS

- -
LRRAMDNW M =7 CRUNTEY PLACE :H: nwnﬂr: PaA 15a01

B CONDITION GODES
" BIRTHDATE * 115 SEX HON.CODES

ADMISSION - e . «
MISSION e | 5o sic |21 DHR|22 STAT| 28 MEDICAL RECORD NO. _

i ,.
liz lad1 <

OCCURRENCE :  OCCURRENCE SPAN :
; JIFROM ... THROUGH .. : -

a i
b L {
8 VALUE CODES T VALUE CODES |
1L ANOUNT .. AMGOUNT
a ;
[ eA
DUEGIS PA 15801 ¢ o b .
(p14y XTI -Z931 di’ . ek
42 REV.CD. |43 DESCRIPTION 44 HCPCS/RATES 45 SERV. DATE 46 SERV. UNITS 48 NON-COVERED CHARGES (49

IV SOLUTIONS
SUFFLETES:

'—‘T‘“ Ivuf-' ! fen 3

't A

© B ~ O o W N

2 WPA - PiP
2 RECEIVED ‘
By oot (TaTal CHARGES L6100
50 PAYER 51 PROVIDER NO. HAEalein 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE
CINE |3FSCEs Y Y ) L6100
57 ‘D !
58 INSURED'S NAME 59P.REL| 60 CERT.-SSN-HIC. - IDNO. 51 GROUP NAME 62 INSURANCE GROUP NO.
LERDY 03 - 2999399 i
63 TREATMENT AUTHORIZATION CODES HE5C| 65 EMPLOYER NAME &6 EMPLOYER LOCATION
1 |ELCANM
8 .
c .
- - - g CODES e
67 PAN.DIAG.CO.| ' 5 cone  [SYEETROTSEE 10 CODE e I ROG COOR e prmmimenriams 76 ADM. DIAG. CD. | 77 E-CODE 7
RER . B7342 |7SSO 8191 Pa78 E849”
80 PRINCIPAL PROCEDURE - ER PROCEDURE - G PiT
78 PL. CODE DATE corl TERPROCEDU R G i Gaiiiel T ol | 82 ATTENDING PHYS. 1D
2 | - ' F52519 WENGER FRED
’ QTHER PROCEDURE g : : ER PR
cond ! EDURE ox - Y 83 OTHER PHYS. 1D
A 84 REMARKS OTHER PHYS. 1D
b
e v—— ——
c ™ REPRESENTATIVE DN =T 86 DAIE
d T o 020200

“~ THIS BILL AND ARE MADE A PART HEREOF,

uB-92 HCFA-1450 OCR/ORIGINAL 790-7



PLEASE
DO NOT

STAPLE

IN THI
AREA

S

i

.

PICA

IMAL

HEALTH INSURANCE CLAIM FORM

 PICA [ ]

T. MEDICARE

:] (Med/‘care'#) D

"MEDICAID CHAMPUS CHAMPVA

(Medicaid #)

HEALTH PLAN
D (Spansors SSN} D (VA File #) D (SSN or ID)

BLK LU NG
(SSN) . (/D)

7a INSURED'S 1.D. NUMBER
655567850

OTHER

{FOR PROGRAM IN ITEM 1)

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

3. PATIENTS BIRTH

DATE

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED S DATE OF BIRTH

SEX
: EEEE [x]"

c. EMPLOYER'S NAME OR SCHQOL NAME

b. AUTO ACCIDENT?

a. EMPLOYMENT? (CURRENT OR PREVIOUS)
YES

SHIMMEL, BRANDON M vy T Yoot (k] "L | sHinmEL, BENUANIN LERDY
5. PATIENT'S ADDRESS (NO‘. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS {No., Street)
37 COUNTRY PLAGE san|_Jspouse[ Jema[ x| one[ ]| 37 cOUNTRY PLAGE
cIry STATE |8. PATIENT STATUS CITY STATE
BOIsS Fa Single MarriedD ) OtherD DUED 15 Py
ZiP CODE TELEPHONE (include Area Code) . . . ' . ZIP CODE TELEPHONE (INCLUDE AREA CCDE)
Full-Time Part-Time
15801-0000 |(814) 371-2931 | =woes[x|Gtime [ Benime[ ]| 15801~ ~0000 | @is8) 371- 2931
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
999959

a. INSURED'S DATE OF BIRTH
MM . DD . YY

NO M ‘F
01 01 1947 [
PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
ES NO
ELCAM

¢. OTHER ACCIDENT?

i

[

c. INSURANCE PLAN NAME OR PROGRAM NAME

FROGRESSIVE AUTO INS

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO If yes, return to and complete item 9 ad.

PATIENT AND INSURED INFORMATION ——————b | 4— CARRIER —

saneo SIGHNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

parél2 /O &

2/2600

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

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

=

e

senep__ SIGHATURE ON FIi

14. DATE OF CURRENT:
MM oD \ YY 4

ILLNESS (First symptom) OR
INJURY {Accident) OR

) PREGNANCY (LMP)

GIVE FIRST DATE MM

16. IF PATIENT HAS HAD SAME OR SIM1L¢R ILLNESS.
1

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
FROM : | T0 \ |

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
WENZER, FRED

17a. 1.0. NUMBER OF

Emg9le

iz

FFEICIAN

18. HOSPITAL‘ZATION DATES RELATED TO CUHRENT SERVICES
DD
mov B! O3 B000 1 0% 83 2000

19. RESERVED FOR LOCAL USE

FEB11 ZBGB

0. OUTSIDE LAB? $ CHARGES

YES DNO | |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BW& [2]]

RECEIVED \l\ ©

RESUBMISSION

ORIGINAL REF. NO.

FSNIAEAT AR AP CTITIT T INTEARRATIAN

L7891 A 7RSS0
23RIOR A IZATION NUMBER
8773
87342 LEB495
24. A B C E F G H 1 J K
DATE(S) OF SERVICE Fiace | T FRGCEBURES SEAVICES. OF SUPFLTES 5 DAYS [EPSDT
o ) To o | B C(rE " lan Unogual Ciredimstances DIAGNOSIS S CHARGES OR | Famay | EMG | cos |  PESERVEDTFOR
MM YY_ MM DD YY |Service|sewice| CPTIHC MODIFIE UNITS | Plan
i I
!
102832000 02032000 |23 29271 | : 300, 00 |1 548816GY8
" T
. \ ] '
3 i i 1 I 1
2 | i | ] I ! '
T
|
1 | | | | I
3 l i I | | I '
T
i
[ I | | 1 |
4 i i IR ‘ | !
T
1
] ! i i ! 1
5 t I ] i l I i I
1
i n
i | i i | A I
1 ] I t ] S |
25. FEDERAL TAX LD. NUMBER TSN EN 26. PATIENT'S ACCOUNT NO. 27. ?%CEF’J; ASSIGNWENT? ™28, TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
r ga ciaims see
- i
25-1490707 [ ]k ] | 0003200477 [XJves [ Jno s 30000 |s 0, cols  30p00
31. SIGNATURE OF PAYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33, PHYSICIAN'S, SUPFLIER'S BILLING NAME, ADDRESS, ZIP GODE
INCLUDING DEGREES OF CREDENTIALS RENDERED I other than home or office) & PHONE # ~ :
on tha reverse = 3 - 3 ., .\ —
Som £ thia bilf and are made a part thereot.) DUEBOIS REG MED CTR DUEOIS REG MED CTR _ )
FO BOX 447 PO BOX 447
DURDIS A 15801 DUEDIS PAa 15801
siongp WENGER, FREDpe O2/P572000 PIN# IGRP# 402465
APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPU!
{(FARE 1 OF 1)
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Explanation of Reimbursement

Claim Numbexr:
Policyheolder:
Claimant:
Date of Loss:
Updated:

Claim Information

Progressive Insurance

004222491-08 _Reglon: W PA PIP
SHIMMEL , BENJAMIN LEROY "Office: MONROEVILL
SHIMMEL, BRANDON Claim Rep: SAEQ005
02/03/2000 Party: First
03/06/2000 Bill No: 1

, Audited:  03/06/2000

Provider Information

DUBOIS REGIONAL MEDICAL CENTER

PO BOX 447

DUBOIS, PA 15801

Place of Service ZIP: 15801
Jurisdiction State: PA
Payee EIN: 25-1490707 )
Specialty: 00 - HOSPITAL, ECF, ETC
Patient Account Number:
Diagnosis
Seg# ICD-9 Description
1 859.1 OTHER AND UNSPECIFIED INJURY TO TRUNK
2 873.42 OPEN WOUND OF FOREHEAD, UNCOMPLICATED
3 785.0 TACHYCARDIA, UNSPECIFIED .
4 E819.1 MOTOR VEHICLE TRAFFIC ACCIDENT OF UNSPECIFIED NATURE INJURING
PASSENGER IN MOTOR VEHICLE OTHER THAN MOTORCYCLE
5 959.8 OTHER AND UNSPECIFIED INJURY TO OTHER SPECIFIED SITES, INCLUDING
MULTIPLE
6 E849.5 STREET AND HIGHWAY ACCIDENTS
Item Detail =
PAID Reason
Item Date POS CPT-Mod Description Units Charge AMOUNT Code
1 02/03/00 22 ER100 HOSPITAL ER 661.00 301.55EX201
’ Totals for Bill 661.00| 301.55

Reason Code Description
Reason

Code - Item Description

EX201 - MEDPATH RECOMMENDED ALLOWANCE

Applicable for Pennsylvania only: For your protection, Pennsylvania requires the following to
appear on this form: Any person who knowingly and with intent to defraud any insurance company
or other person files an application for insurance or statement of claim containing any
materially false information or conceals for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance act, which is a crime and subjects
such person to criminal and civil penalties.

Copyright (c) 1993 ADP Integrated Medical Solutions, Inc. 1 -1



DUBOIS REGIONALMEDICAL CENTER
Wed Feb 09, 2000 12:01 pm
Single Test Report

Pat Name: SHIMMEL, BRANDON M Page: 1
Unit #/Acct #: 000372635/D0003400477
Loc: ER 02/03/00

Phys-Sexvice: WENGER,FRED G - *EMERGENCY ROOM

*******************************************************************************I

In: 02/03/00 1905 = —m-----=---o--------oo Spec: Urine Clean Catch

Out: 02/03/00 1918 | URINALYSIS ROUTINE | Techs: VER T01447%

Coll Time: 02/03/00 1903 @ =—-------m-mm——ommmmm—

‘Order Phys: WENGER, FRED G [D0003400477/1115480]
*STAT*STAT*STAT*

Result Name Result

Color: YELLOW

Clarity: CLEAR

Glucose (mg/dl) : 500 mg/dL

Bili,Ua: NEGATIVE

Ketone, Ua(mg/dl): 15 mg/dL

Specific Gravity: 1.025

Blood, Occult: NEGATIVE

pH(pH Units) : 6.5

Protein (mg/L) : NEGATIVE

Urobilinogen (EU/dL) : 0.2 E.U./4L

Nitrites: NEGATIVE

Leukocytes: NEGATIVE

WBCs( /HPF): 0

RBCs( /HPF) : 0

Epithelial Cells( /LPF): 0

Order Comment: BED 9

End of Report - 02/09/00 12:0lpm

Jose Costa M.D./Gregory Suslow M.D.

Single Test Report

Page 223

PROGRF™"" "~
FES 11 2000

WPA - PIP
RECEIVED

SHIMMEL, BRANDON M
000372635/D0003400477
ER 02/03/00
(M-11/21/91)

Dr. WENGER,FRED G
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I DEC 28 88 ©9:49AM TPL CASUALTY UNIT
i

P.272

i COMMONWEALTH QF PENNSYLVANIlA

DEPARTMENT OF PUBLIC WELFARE
BUREAU OF FINANCIAL OPERATIONS
TPL SECTION - CASUALTY UNIT
PO BOX 3486
HARRISBURG. Pa 17103-8436

{ PROGRESSIVE INSURANCE COMPANY
MICHELLE SMEAL CLAIMS ADJUSTER
' 100 SCENERY DRIVE STE B
STATE COLLEGE PA 16801

; Dear Ms. Smeal,

December 28,

2000

RE: BRANDON SEIMMEL
CIS: 4101457564
Incident Date: 2/3/00

This 1s in respense to cur telephone conversation on December 28, 2000,
where you stated that first party benefits have been exhausted. The

Department of Public Welfare has nc medical assistance lien for this incidenc.

If you have anv questions. please feel free to contact me.

Sincerely,
g M, i
Karen H. Peterson

Claims Investigation Agent
(717) 772-6615

I8

EXHIBIT




FULL AND FINAL RELEASE

KNOW ALL MEN BY THESE PRESENTS, that |, Kathy Shimmel, individually and as
parent and natural guardian of Brandon Shimmel, being of full legal age and of sound mind, for
and in consideration of the sum of TWO THOUSAND FIVE HUNDRED AND 00/100 DOLLARS
($2,500.00), lawful money of the United States of America to me in hand paid by BENJAMIN
SHIMMEL and PROGRESSIVE INSURANCE COMPANY the receipt whereof is hereby
acknowledged, do hereby release and forever discharge, and by these presents do for myself,
my heirs, successors and assigns, release and forever discharge the said BENJAMIN
SHIMMEL and PROGRESSIVE INSURANCE COMPANY their heirs, successors, assigns and
all other persons, firms, corporations from any and all liability, claims, causes of action,
damages, éosts, expenses or demands of any kind whatsoever in law or in equity, AND,
SPECIFICALLY, FROM ANY CLAIMS OR JOINDERS FOR SOLE LIABILITY,
CONTRIBUTION, INDEMNITY OR OTHERWISE, which against the said BENJAMIN SHIMMEL
and PROGRESSIVE INSURANCE COMPANY | or Brandon Shimmel ever had, now have or
which we may have in the future, or which our heirs, executors, successors, assigns hereinafter
can or may have by reason of any bodily or personal injury; damages to property and the
consequences thereof, known or unknown, foreseen or unforeseen, arising or which may arise
as a result of or in any way connected with personal injuries as sustained by Brandon Shimmel
on or about February 3, 2000 on Route 4011 in Brady Township, Clearfield County,
Pennsylvania.

It is further understood and agreed that the acceptance of this sum is in full accord and
satisfaction of a disputed claim and the payment of this sum is not to be construed as an

admission of liability and liability is hereby expressly denied.

EXHIBIT

NG




It is further understood and agreed that this is a complete release agreement and that
there is no written or oral understanding or agreement directly or indirectly connected with this
release and settlement that is not incorporated herein.

| hereby declare that | fully understand the terms of this settlement, that the amount
stated herein is the sole consideration for this release and that | have voluntarily accepted the
said sum for the purpose of making a full and final compromise and settlement of my said claim.

This agreement shall be construed that wherever applicable, the use of the singular
number shall include the plural number and the masculine gender shall be construed to include
the feminine or neuter gender.

It is further understood and agreed that we are responsible for the payment of
any fien or charges against the settlement sum should any person or entity make a claim for
payment against any lien or charges against Benjamin Shimmel, Progressive Insurance
Company or Pfaff, Mcintyre, Dugas, Hartye & Schmitt. | hereby agree to indemnify and hold
harmless the aforesaid entities from any and all liens, charges, fees, costs, interests and other
sums.

| héve read the above, understand the same, and agree to be legally bound by all the

terms of this Release agreement.



IN WITNESS WHEREOF, | have hereunto set my hand and seal this day of

, 2001.

WITNESS:
STATE OF PENNSYLVANIA )
)
COUNTY OF )

On this day of

Kathy Shimmel, individually and
as parent and natural guardian of
Brandon Shimmel

Kathy Shimmel Soc. Sec. No.:

Brandon Shimmel Soc. Sec. No.:

S8

, 2001, before me personally appeared

to me known, and known to me to be the same persons

described in and who executed the above instrument and they severally acknowledged to me

that they executed the same.

Notary Public



PG 079 OH

VERIFICATION

I, KATHY SHIMMEL, do hereby verify that | have read the foregoing PETITION FOR

APPROVAL OF SETTLEMENT OF A MINOR’S CLAIM. The statements therein are

correct to the best of my personal knowledge or information and belief.

This statement and verification are made subject to the penalties of 18 Pa.C.S. Section

4904 relating to unsworn fabrication to authorities, which provides that if | make knowingly false

averments | may be subject to criminal penalties.

Date: (0“5 -0 (

o Hivioncl
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA
CIVIL ACTION

BRANDON SHIMMEL, a minor, by his _ ‘
Parent and Natural Guardian, : No. 01 -1125-CD
KATHY SHIMMEL :
ORDER
NOW, this 20 day of September, 2001, upon consideration of the within
Petition, it is hereby ORDERED, ADJUDGED, AND DECREED that the claims of KATHY

SHIMMEL, parent and natural guardian of the minor, BRANDON SHIMMEL, shall be, and

the same are hereby compromised and settled on the following terms:

1. Payment to Kathy Shimmel, as parent and natural guardian of Brandon
Shimmel of a lump sum of Two Thousand Five Hundred ($2,500.00) by
Benjamin Shimmel and Progressive Insurance, with said funds to be
deposited by Kathy Shimmel into an interest-bearing account on behalf
of Brandon Shimmel, said funds not to be withdrawn until Brandon
Shimmel reaches the age of majority on November 21, 2009;

2. Record costs and attorneys fees of Pfaff, Mclntyre, Dugas, Hartye &
Schmitt, will be paid by Progressive Insurance Company; and '

3. Petitioner is hereby granted leave to execute a Release for the benefit of
Benjamin Shimmel and Progressive Insurance Company.

e
\_J M/ |
Al ©

FILED

SEP-2 2001

" liam A, Shaw
~rothonotary




FILED

SEP-2 , 2001

ﬁwazpr_lsﬁ?
lliamA, Shaw  ~
Prothonotary



BRANDON SHIMMEL, a minor, by his : IN THE COURT OF COMMON PLEAS
Parent and Natural Guardian, : OF CLEARFIELD COUNTY, PA

KATHY SHIMMEL, :
" No. 01-1125-CD
Petitioner :

PRAECIPE FOR FILING OF PROOF OF DEPOSIT

- TO THE PROTHONOTARY: -

Please file the attached Proof of Deposit of proceeds from this Court-approved

~ settlement.

Respectfully submitted,

McINTYRE, DUGAS, HARTYE
& SCHMITT

+&ather A. Harrington, E(sﬁré

PA. ID. No. 62977

P.O. Box 533
Hollidaysburg, PA 16648
814/696-3581

FILED
NOV 0 7 2001

William A. Shaw
Prothonotary



o>

&b perositean Certificate of Heposit

a division of () FIRST COMMONWEALTH BANK NON TRANSFERABLE - NON NEGOTIABLE
DUBOIS MALL OFFICE _ 814 3715002 _ AUTOMATICALLY RENEWABLE
' ' 60 - 180 MONTH CERTIFICATE
REPRESENTATIVE BRANCH CD TYPE CERTIFICATE NUMBER AMOUNT
SLC 042 445 01042000000301 $2,500.00
MATURITY PERIOD ISSUE DATE : MATURITY DATE
60 MONTH October 16, 2001 October 16, 2006
INTEREST RATE PAYABLE: 4.120% ANNUAL PERCENTAGE YIELD: 4.20 %
ISSUED TO: CUSTOMER NUMBER: 1042000000301 ADDRESS TELEPHONE 814 371-8727 .

BRANDON M SHIMMEL ‘ 38 COUNTRY PLACE

KATHERINE SHIMMEL GUARDIAN DUBOIS PA 15801

BY ORDER OF COURT UNTIL 11-21-Oq

seed. INTEREST WILL BE PAID MONTHLY AND ADNED TO THE PRINCIPAL BAI l\lt\E\J i —
EARLY WITHDRAWAL PENALTY RENEWABILITY
IF THE DEPOSIT IS WITHDRAWN BEFORE THE MATURITY DATE, A PENALTY  THE ACCOUNT IS AUTOMATICALLY RENEWABLE. UNLESS WE RECEIVE
EQUAL TO 365 days SIMPLE INTEREST WILL BE  WRITTEN INSTRUCTIONS TO THE CONTRARY WITHIN TEN {10) CALENDAR
ASSESSED. ALL PENALTIES ARE ASSESSED AT THE RATE BEING PAID ON THE  DAYS AFTER THE MATURITY DATE, THE ACCOUNT WILL BE RENEWED FOR
ACCOUNT AT THE TIME OF WITHDRAWAL. EARLY WITHDRAWAL MAY AN ADDITIONAL 60 MONTH  TERM. THE INTEREST RATE AND

RESULT IN A REDUCTION IN THE PRINCIPAL AMOUNT ORIGINALLY ANNUAL PERCENTAGE YIELD FOR THE NEXT MATURITY PERIOD WiLL BE

DEPOSITED. NO PENALTY WILL BE ASSESSED ON WITHDRAWALS RESULTING WHAT THE BANK IS OFFERING ON REGULAR 60 MONTH

FROM THE DEATH OR MENTAL INCAPACITY OF A DEPOSITOR. CERTIFICATES AS OF THE MATURITY DATE. RENEWAL WILL BE EFFECTIVE
AND INTEREST WILL BE EARNED AS OF THE MATURITY DATE. FUNDS MAY
BE WITHDRAWN WITHIN THE TEN (10) CALENDAR DAYS AFTER ANY
MATURITY DATE BY SURRENDERING THE CERTIFICATE AND COMPLETING A
WRITTEN REQUEST. NO INTEREST WILL BE PAID AFTER THE MATURITY DATE
ON FUNDS WITHDRAWN DURING THE TEN (10} DAY PERIOD.

Thasund $25 0040 0cts

CDC_CROSS  Decembar 11, 2000)

NFORATION'

TAX INFORMATION FOR THIS ACCOUNT WILL BE REPORTED USING THE FOLLOWING TAXPAYER NAME AND TAXPAYER
IDENTIFICATION NUMBER:
TAXPAYER NAME: BRANDON M SHIMMEL

TAXPAYER IDENTIFICATION NUMBER: 206-72-7057

BY SIGNING THE BANK’S COPY OF THE CERTIFICATE AT THE TIME THE ACCOUNT WAS OPENED, EACH SIGNER:

{1) ACKNOWLEDGED THAT THE DEPOSIT ACCOUNT AGREEMENT FOR CERTIFICATES OF DEPOSIT, AND THE DISCLOSURE OF ACCOUNT
TERMS WERE RECEIVED BEFORE THE ACCOUNT WAS OPENED, AND (2) ACKNOWLEDGED THAT THE BANK REFERENCED ABOVE IS A
DIVISION OF FIRST COMMONWEALTH BANK, AS ARE THE OTHER DIVISIONS DETAILED IN THE DEPOSIT ACCOUNT AGREEMENT --
CERTIFICATES OF DEPOSIT, AND THAT THE DEPOSITS HELD AT EACH FACILITY ARE NOT SEPARATELY INSURED BY THE FDIC, (3) AGREED
THAT THE TERMS AND CONDITIONS CONTAINED THEREIN WILL GOVERN THE OPERATION OF THE ACCOUNT, AND (4} AUTHORIZED THE
BANK TO RECOGNIZE THE SIGNATURES OF ANY 1 OF THE DEPOSITORS TO TRANSACT BUSINESS ON THE ACCOUNT.

owre> [0/ 16/0/

) ’
CUSTOMER COPY </
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William A. Shaw
Prothonotary
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‘BRANDON SHIMMEL, a minor, by his : IN THE COURT OF COMMON PLEAS
Parent and Natural Guardian, : OF CLEARFIELD COUNTY, PA

KATHY SHIMMEL, :
: No. 01-1125-CD
Petitioner :

PRAECIPE TO SETTLE AND DISCONTINUE
TO THE PROTHONOTARY: '

Kindly mark the above-captioned matter as settled and discontinued.

Respectfully submitted,

McINTYRE, DUGAS, HARTYE
& SCHMITT

@/ AL Y S
eather A. Harrington, Esqtlire
PA. ID. No. 62977
P.O. Box 533
Hollidaysburg, PA 16648
814/696-3581

FILED
NOV 0 7 2001

William A. Shaw
Prothonotary
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IN THE COURT OF COMMON PLEAS OF
CLEARFIELD COUNTY, PENNSYLVANIA P

CIVIL DIVISION

In Re:

Brandon Shimmel, a minor by his
Parent and Natural Guardian
Kathy Shimmel

No. 2001-01125-CD

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 7, 2001,
marked:

Settled and Discontinued

Record costs in the sum of $87.00 have been paid in full by Heather A. Harrington, Esq..

IN WITNESS WHEREOF, I have hereunto affixed my hand and seal of this Court at Clearfield,
Clearfield County, Pennsylvania this 7th day of November A.D. 2001.

William A. Shaw, Prothonotary



