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Date: 05/04/2004 Clearfield County Court of Common Pleas
Time: 02:36 PM ROA Report
Page 1 of 1 Case: 2003-01860-CD

Current Judge: Fredric Joseph Ammerman
IN RE: Sean Fairman, Ernest Fairman, Lorae Fairman

CivilIn RE

Date

—

User: DGREGG

Judge

12/19/2003 Filing: Petition for Court Approval of Settlement of the Action of a Minor,
(/Paid by: Robb Leonard Mulvihill Receipt number: 1870758 Dated:
12/19/2003 Amount: $85.00 (Check) No cc.
12/26/2003 DER filed. 2 Cert. to Atty.
AND NOW, to wit, this 24th day of December, 2003, RE: Settlement
between parties.
01/21/2004 I/Proof of Deposit of Settlement Proceeds. filed by, s/Tina A. Aracri,
Esquire  Certificate of Service nocc
03/16/2004 Petition For Leave To Settle Claims Of Minor, Sean Fairman. filed by,
s/Gregory R. Webber, Esquire  Certificate of Service
ORDER, NOW, this 16th day of March, 2004, Rule is issued upon the
parties to Appear and Show Cause why the Petition should not be granted.
Argument is scheduled the 1st day of April, 2004, at 9:30 a.m. in Courtroom
No. 1. by the Court, s/FJA, P.J. 2 cc & Notice of Service to Atty

03/24/2004 /Affidavit Of Service Of Rule To Show Cause upon Lorae Fairman. filed by,
s/Gregory R. Webber, Esquire  Certificate of Service 1 cc to Atty

04/06/2004 ORDER, NOW, this 1st day of April, 2004, re: Petition for Leave to Settle

|/ Claims of Minor, Sean Fairman by the Court, s/FJA, P.J. 2 cc Atty
Webber, Aracri

No Judge

Fredric Joseph Ammerman

Fredric Joseph Ammerman
Fredric Joseph Ammerman

Fredric Joseph Ammerman

Fredric Joseph Ammerman

Fredric Joseph Ammerman
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

IN RE: SEAN FAIRMAN, a Minor, CIVIL ACTION

by and through his Natural Parents and

Guardians, ERNEST and LORAE No: 03-18l0-Cd
FAIRMAN, ‘

Petitioners.

v PETITION FOR COURT APPROVAL
§ OF SETTLEMENT OF THE ACTION
g OF A MINOR

COUNSEL OF RECORD FOR THIS
PARTY:

DANIEL L. RIVETTI, ESQUIRE
PA I.D. #73015

- TINA A. ARACRI, ESQUIRE .
PA 1.D. #85327

ROBB LEONARD MULVIHILL
FIRM #249

2300 One Mellon Center
Pittsburgh, PA 15219

(412) 281-5431

FILED

5 DEC190

William A Shaw
Pro&honotarle\erk of Courts
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

IN RE: SEAN FAIRMAN, a Minor, ) CIVIL ACTION
by and through his Natural Parents and )
Guardians, ERNEST and LORAE ) No:
FAIRMAN, )
)
Petitioner. )
)

PETITION FOR COURT OF APPROVAL OF SETTLEMENT
OF THE CLAIM OF A MINOR

TO:  The Honorable Judges of Said Court

- AND NOW, comes the Petitioners, SEAN FAIRMAN, a Minor, by and through his Natural
Parents and Guardians, ERNEST and LORAE FAIRMAN, by and through their attorneys, ROBB
LEONARD MULVIHILL and TINA A. ARACRI, ESQUIRE and pursuant to Pa. R.C.P. 2039,
move this Honorable Court to approve a settlement in compromise in payment for underinsured
motorist benefits and outstanding medical bills for the following reasons:

1. Minor-Petitioner, Sean Fairman (hereinafter "Minor-Petitioner"), is 15-years-old
having been born on October 20, 1988, and resides with his natural parents and guardians, Ernest
and Lorae Fairman at R.D. #1, Box 391, Hemlock Heights, DuBois, Pennsylvania 15801.

| 2. The Petitioners, Ernest and Lorae Fairman, are adﬁlt individuals and the natural
parents and guardians of Minor-Petitioner, Sean Fairman. |

3, This action arises out of an automobile accident which occurred on January 31, 2002,

at which time the Minor-Petitioner was injured by a vehicle driven by Barrett Johnston.



4, The éccident took place on Liberty Boulevard, State Route 19, Clearfield County,
Pennsylvania, when the Minor-Petitioner while operating a bicycle exited the DuBois Middle School
parking lot and crossed in front of the vehicle driven by Barrett J ohnston and collided with the front
right portion of Mr. Johnston's vehicle. (See a true and correct copy of the police report attached
hereto as Exhibit ""A'")

5. "As a result of the accident, it is alleged that the Minor-Petitioner sustained injuries

to his right arm, leg, foot and shoulder. (See true and correct copies of medical records attached

hereto;as Exhibit "B") .

6. In the underly;ing action, Petitioners, Ernest and Lorae Fairman, the natural parents
and guardians of Minor-Petitioner, Sean Fairman, and American Independent Insurance Company
have mutually agreed upon a settlement wherein American Independent Insurance 'Comp'any
tendered an offer of‘ scttlement to the Minor-Petitioner in the amount of Fifteen Thousand and
No/100 ($15,000.00) Dollars which represents the policy limits of Barrett Johnston's 'bautor'nobiie
liability insﬁrance policy. (See a true and correct copy of the Settlement Agreement and R'e]easg
attached heréto as Exhibit ""C') - I

7. ’, At 2;11 times material to this action, the Petitionars, Ernest and Lorae Fairman were
also insured through a policy of automobile liability insurance issued by Ohio Casuaity G}oup
(heremafter "Ohio Casualty”) which provided underinsured motorist coverage benefits for bodily
injury pursuant to which the herein referenced settlement proposal was made.

8. Robb Leonard Mulvihill and Tina A. Aracri, Esquire have beén retained by OhiO
Casualty Grf>up to represent its interest in order t;) thain gduft approval for the herein .Settlement

e

agreement. ’ _ c T el T




9. Petitioners, Ermest and Lorae Fairman, natural parents and guardians of Minor-
Petitioner, Sean Fairman, and Ohio Casualty, through counsel, have mutually agreed upon a
settlement wherein Ohio Casualty Group has tendered an offer of settlement to Minor-Petitioner in
the amount of Twenty-Two Thousand One Hundred and No/100 ($22,100.00) Dollars which
includes Twenty Thousand and No/100($20,000.00) Dollars for underinsured motorist benefits and
Two Thousand One Hundred and No/100 ($2,100.00) Dollars for outstanding medical bills. (See
a true and correct copy of the Settlement Agreement and Release which is attached hereto as Exhibit
HDH) !

10. Minor-Petitioner, through his natural parents and guardians, Ernest and Lorae
Fairman, have accepted this settlement.

11. As aresult of such settlement, the law firm of Robb Leonard Mulvihill and Tina A.
Aracri, Esquire, present to this Honorable Court the within Petition.

12.  Ohio Casualty Group wiil make a lump sum payment of Twenty-Two Thousand One
Hundred and No/100 ($22,100.00) Dollars to Minor Petitioner, by and through his natural parents
and guardians, Ernest and Lorae Fairman. Said payment will be placed by Tina A Aracri, Esquire,
in a federally insured interest-bearing account in the name of the Minor Petitioner, not to be
withdrawn and)or transferred to another account until the Minor-Petitioner attains the age of 18, or
by further Order of Court.

13.  Proof of placement of the f)roceeds of thé settlement will be filed with the Court
within thirty (30) days of the date of the Order of Court by Tina A. Aracri, Esquire.

14.  All costs and fees associated with obtaining court approval of the herein settlement

i
o1
i

agreement shall be borne by Ohio Casualty Group.



WHEREFORE, Ohio Casualty Group respectfully requests that this Honorable Court
approve the s=ttlement, according to the form of the attached Order.
Respectfully submitted,

ROBB LEONARD MULVIHILL

A

C/Tina A. Aracri, Esquire
Counsel for Ohio Casualty Group
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. ‘' MMONWEALTH OF PENNSYLVANIA Crash Number —
POLICE CRASH REPORTING FORM ® New P0302639
. Change/ J 1
4A 4521 e (ol pla] OSme . [] P11
. r' Unit Number | Irailing Unitfs} Type of Unit S=Camper
rd Number 1=Towing Passenger Veh  6=Trailer }D Tag No [ ::2, l ;:'g“ ' l
: of Tralling 2aTowing Truck 7=Semi-Trailer
Units: 3=Towing Utllity Trailer  8<Other ’D Ty [ Tag AT
4=Mobile or Modular Home 9=Unknown Year State
01=Blue Uiage 12=Commercial
; Passenger Carrier
O2-Red  05<Gold | p1=Automabile 11=Farm Equip 22-Horse and Buggy | O0=Not Applicable 13=Taxi
; 03-White  09=8rown | 02-Motorcyde  12=Construction Equip 23-Horse and Rider | O1-Fre Ve 21=Tractor Trailer
04=Green  10zOrange | 03=Bus 18=0ther Type Special veh ~ 24=Train 03=Police 22=Fwin Trailer
: O5sBlack  11purple | 04<Small Tuck  19=Unknown Type Special Veh 25=Trolley 08=Other Emergency  23=Triple Trailer
] O6=Yellow 12-Other | O5zlarge Truck  20=Unicydle, Bicycle, Tricyde  98=Other Vehicle 31=Modified Veh
: § 07=Silver  98=Unknown| 10=Snowmabile 21=Other Pedalcycle 99=Unknawn 11=Pupil Transport 99=Unknown
e o . . . . P
E| foitialtmeact Point Damage indicator Yehicle Role D] Vehide Position 918 ]
£ u L o1 I=tone 3‘1*;3”%.?'22"2‘("33@
= . 1=Minor (Driveable} 0=Non-Collision g Y
10 00=Non-Collision ' —Chriki 02=Right Tum Lane 08=Left of Trafficway
§ 2 2=Functional 1=Striking 03=teft Lane 09=Right of Traffioway
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b 15=Towed Unit =Disabling (Severe - 06=Other Forward 13=0ne Lane Road
06 05 99-Unknown Not Driveable) Maving Lane _ 98=Other
$=tUnknown 07=Oncoming Traffic Lane  99=Unknown
Direction of Movement 07=Entering a Parked 14=Backing Up ; =Downhill
Irayel Position 1s=Changing Lanes Gradient Ls:;;;om of Hilt
01=Going Straight 08=Trying to Avoid Animal, or Merging 1=level Roadway  S=Crest/Top of Hilf
N=North 02=Slowing/Stopping in Lane Ped, Object, Veh, etc 16=Negotiating 2=Uphill 9=Unknown
S=South 03=Stopped in Traffic Lane  99=Tuming Right an Red Curve - Right .
E=fast S - 10=Turning Right 17=Negotiating Alignment 1aStraight
W=West 04=p g/Overtaking Veh 11=Tuming Left on Red Curve - Left
U=Unknown 0S=Leaving a Parked Position ;"7 " ng ot SBOther 2=Curved
: O6=parked 13=Making a U-Tum 99=Unknown 9=Unknown
Unit Number | Trailing Unit(s) Iype of Unit 5=Camper ’D Tag Tag
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] 07=Silver  g9-Unknown| 10=Snawmobile 21=Other Pedalcycle 99=Unknown 11=Pupil Transport $9=Unkacwn
(-]
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N=North - i ina in Lan Ped, Object, Veh, etc 16=Negotiating 2=Uphilt 9=Unknown
O2=Slowing/Stapping in Lane Aoy " p
S=South _ . 03=Tumning Right on Red Curve - Right
E=East 93=stopped in Traffic Lane o 1 ing Hight 17=Negotiating : 1=Straight
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= . . 11=Turning Left on Red Curve - Left 2=Curved
Uslinknown 05=leaving a Parked Position " _ =
~park 12=Tuming Left 98=0Other
05=Parked 13=Making a U-Turn 99=Unknown 9=Unknown
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SERVICE NAME:  Amserv Ltd. (1’}010)
INCIDENT LOCATION:  Liberty Boulevard., Du Bois, PA 15801 -- an other traffic (MCDCode-451700100)

e ey AV 2 :
 Am ServLid ™M ;

UNIT ID: 54 ' INCIDENT #: 4300190

DISPATCHED AT: 14:28 January 31,2002 = OUTCOME:  Transported to DuBois Reg Med Cir - West (00420)
NATURE OF DISPATCH:  ALS Emergency

CHIEF COMPLAINT: Pai
PATIENT INFO USERDEF3: ! ! n

PATIENT LAST NAME: FIRST: M.L: PHONE: AGE: DATE OF BIRTH SEX:
FAIRMAN SEAN (814)375-1019 13 10/20/1988 M
STREET ADDRESS: SOCIAL SECURITY #:  RESIDENT OF CITY/MUNIP:  Yes
RD 1 BOX 391 — "
CITY: STATE:  ZIP CODE: SIGNATURE TO BILL DIRECT: No
1S 5801 ED:

DuBois PA 1580 RELEASE INFO OBTAINED:  No MILEAGE
PRIVATE PHYSICIAN: SIAR MCKINLE MEDICARE #: OUT: 60374
NEXT OF KIN:  FAIRMAN, LORACE C (Parent) MEDICAID # SCENE: 60374

- INSUR #1:
BILL TO (COMPANY OR NAME): PHONE: AUTO INS DEST: 60376

FAIRMAN, LORACE C (814)375-1019 Group #: . .
ADDRESS: Policy # cca f é IN: 60379

. INSUR #2: {~ E U v BILLED: 7
CITY: STATE: ZIP CODE: TOTAL: 5
DuBois PA 15801 Group #:
Policy #:
NARRATIVE:

Amserv Ltd., Medic 4354 was dispatched at 14:28 on Jan 31, 2002 to Du Bois, PA 13801 and arrived at scene
(an other traffic) at 14:29 in response to a bicycle. Response mode to scene was 'Emergency’. The Incident
Number was 4300190.

Patient was a 13 year old male with a chief complaint of pain. Patient condition on scene was moderate.

The following illnesses were suspected: Pain and CONTUSION. Injuries were sustained as follows: blunt to
the arm, blunt to the leg/foot, and fracture or dislocation of the leg/foot. Incident was NOT work related. This
pt was struck by a passenger car while riding a bicycle across Liberty Blvd. Pt was struck by the front of the
vehicle, there was windshield damage to the vehicle and also the passenger mirror was broken. This pt stated
that hus was thrown a short distance from the point of unpact, how ever he wasn't sure if he was thrown after
the impact. Pt stated that he did remember loosing conciousness for a short period of time of approx 1 min.
This pt's C/C of pain in his left shoulder and his right leg. Upon exam. there is a large hematoma approx
2-3inches below his right knee, also noted abraisions just above his right ankle. Pt's treachea was midline, no
deveation was noted, no jvd, abd is soft non tender. Pt does move all ext. with purpose, he does have good cap
refil, and ext are warm/dry to the touch. Pupils are pearl, lungs are equal and clear bilatterly. Vitals on scene:
BP:188/62. P:78 Resp: 22 , PEARL. 02 sat of 100% (@ 41/m, nasal canula. Pt was fully immobilized with
c-collar,cid, Isb. Pt's right leg was immobilized with a soft splint and also a ice pak was placed on the injury
site. Cardiac monitor was attached to this pt which shows a NSR - 78, no ectopy noted. An I.V. was started in
this pt's left hand with a #18 ga cath. LV. of N.S.S. is running at a kvo rate. DRMC-WEST was notified with
a pt report, eta given of 3-5 mun. Upon arrival at WEST, this pt was taken to Bed #12, pt was moved from the
stretcher while still securred to the Isb,cid,c-collar still attached to this pt. Report was given to Dr. Cameron.
Pt care was then released to the ER staff,

HISTORY OF PRESENT CONDITION:
-- Onset and duration --
~- Quality of pain --
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4 aovance §  ihuJan3119:03esT 26 f {
* DIRECTIVE © > ADMISSION SUMMARY N -
DuBO!S REGIONAL MEDICAL CENTER i SMK ] PUB [
NAN.E AND ADDRESS PREVIOUS NAME ADMISSION DATE TIME ROOM NOJse0 NO |
FAIRMAN,SEAN
RD 1 BOX 391 : Q1/31/02 16:45 4080 (02 (U | N { 0203100677
.T. RACE M. S, .C. .C.
BUBOIS PA 15801 AGE BIRTH DATE P.T. | SEX M.S. [REFERRAL |S.C. |[F.C. |aDMm 8]
COUNTY 13y 10/20/88 P IM{1]S *ER PED| AU |EMS
PA RELIGION-CHURCH . RM REQ
TELEPHONE NO.  {814)375-1019 S.S. NO. UNKNOWN . S
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DUBOIS PA 15801 SOC. SEC. # - buBOIS PA 15801
177-48-4228 {814)371-8000

INSURANCE COMPANY PLAN POLICY HOLDER REL[POLICY # ] GROUP #
1] AUTO INSURANCE 350001 FAIRMAN,LORAE;C 177484228 8999999
N AUTO INSURANCE PROF 350002 FAIRMAN,LORAE;C 177484228 999999

JCIGNA 302755 FAIRMAN,SEAN . 17748422803 999999
ATTENDING PHYSICIAN REFERRING PHYSICIAN ' CONSULTING PHYSICIAN
PIASIO ,MARK MCKINLEY,ERIN A

PRI SIARW J PIASIO,MARK

PRINCIPAL DIAGNQSIS: The condition established, after study, to be chiefly responsible for causing the admission to the hospitat for_care. .
SECONDARY DIAGNOSIS: All conditions that coexist at the time of admission or develop subsequently which affect the treatment received and/or the length of stay.
PRINCIPAL PROCEDURE: That procedure most related to the principal diagnosis.

PRINCIPAL AND SECONDARY DIAGNOSIS AND COMPLICATIONS
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NOTE: This report is strictly confidential and
is for the information only of the person to
whom itis addressed. No responsibility can
be accepted if it is made available to any

COMPLICATIONS _ other person, INGLUDING THE PATIENT.

PRINCIPAL AND SECONDARY PROCEDURES - _ O
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SPECIAL TRANSFER DESTINATION  certify that the narrative descriptions of the principal and secondary diagnoses and the
UNIT DAYS major procedures performed are accurate and complete to the best of my knowledge.
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DISCHARGE SUMMARY | :
DUBOIS REGIONAL MEDICAL CENTER
DUBOQIS, PENNSYLVANIA

10/20/1988
PATIENT NAME: FAIRMAN, SEAN 0203100677 - 000453177
ADMISSION DATE: 01/31/2002 DISCHARGE DATE: 02/02/2002

ADMITTING DIAGNOSIS
Fracture of tib fib, right.

ASSOCIATED DIAGNOSIS
Fracture of left proximal humerus.
Pedestrian-auto trauma.

SURGICAL PROCEDURE: Closed reduction of right tib fib performed on 02/01/02 by Dr. Piasio.

He is discharged home using a wheelchair, crutches, and bedside commode, nonweightbearing of
the right lower extremity. Crutches minimally used because of nondisplaced proximal humerus
fracture on the left. Advil or Tylenol for pain. Follow up in one week. No gym for 12 weeks.
Adaptive school activities. .

BRIEF HISTORY: This 13-year-old boy riding a bicycle was struck by a motor vehicle. He hit the
windshield, sustained a minimally angulated fracture of the midshaft of the tib fib, greenstick type
and nondisplaced linear fracture of the left proximal humerus. Other workup otherwise negative.
He had complaints of some mild head discomfort, no bruising, trauma, or obvious process seen.
He remains neurologically completely normal. No workup was indicated at this time.

He underwent a closed reduction of his right tib fib. Long leg cast was placed the day following
admission which he tolerated very well, tolerating a sling and oral pain medication. He is ready for
discharge home. He will probably need a wheelchair for at least a few weeks until the humerus
fracture has healed well enough for crutch use with follow up in one week in my office.

D: 02/02/2002 8:58 A )
T: 02/05/2002 10:39 A MAP/Imp
DOCUMENT NO: 243460
Job/Tape ID: 000186149

) ark A. Piasio, M.D.
cc: Mark A. Piasio, M.D.

Chart Copy
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Time: O Emergent Z) Urgent 0 Nonurgent
/ L
CONDITION ON ARRIVAL 0 Poor Fair a Sausfac!ory D DOA
c ‘EF/{COMP AINT: 1 K! /) ﬂ[jﬁ OA/’ + /7/(‘/({/ () CBC/AutoDifffPlatelet | O3 Troponin 3 Monospot 3 Triage Drug Screen
Pt 0 O CBC/Piatelet O PT/PTT O RSS O Acetaminophen Level
T CBC JRSY I ASA Level
O Pregnancy 3 C&S TJETOH
\é:g,\\}-s Temp g,‘ Puise Res | &P Pat'fjcale 0, Sat WT T Basic Met. Prof. | O ?Sﬂng?;ggc 3 Blood C&S
] XO /6 % (fi— 10 3 Compre profile 0O Wet Mount O Digoxin Level
ALLERGIES: 2 g <’ r_{ ) J Amylase O UA w/Microscopic | O Type and Screen O Dilantin Level
O Lipase 0 UA w/a Microscopic { O Type and Cross 0 Phenobarb Level
CURRENT MEDS: (O See attached list /ZO h/ 3 Hepatic Prof. auc 3 Tegretol Level
/ [~ 3 Renal Funct. Prof. 3 Valproic Acid Level
73 Magnesium d
R 3£K6: Provisional Reading:
3 Repeat
OABG Oon0; O onRoom Air
‘MMUN[ZAT'ONS ?’DNA aup TO DATE LAST TT/TD: 7 Proventil [m} Repeat [m] Repeal
Top 0S QU OProventil ___ __ Atrovent (J Repeat 03 Repeat
VISUAL ACUITY O CORRECTED O Vaponephrine O Repeat O Repeat
DNA O UNCORRECTED 3 Other 0 Repeat ORepeat __
7 0 Peak Flows
PT. PREGNANT?M?ﬁNA OYES ONO O UNSURE O HYSTERECTOMY
L O TUBAL LIGATION
3 Chest acT
TRIAGETO 3 Registration | Triage Nurse: 0 Portable Chest 3 Enhanced
~— O Port Lat C Spine 73 Unenhanced
- 7 O G Spine =]
Primary Nurse: N/ )

EXAM TIME:

O LS Spine

D I TLbIRL X

x 7/

0 VF:

8 O S ]

g Monitoring: O Telemetry m] Cardrac monitor O Pulse ox

R Accucheck O Foley T Stool Hemoccult 3 Crutches O O Spiint:

EY Meds: Dilegleid  dpw 015 o 1V finai? /o

i : v : e > VAR

o T PR .o Satistactor Fair  Poor WITH:

" DISPOSITION OF PATIENT AND PATIENT INSTRUCTIONS - Y

2J Admitted A Rhysician O Sent OReturn~ JDeceased O Transferred | NOTIFIED: A
Room No: Notified/Time: { )7z JJQ Home to work O Relative O Police

77 O Coroner (3 Poison Center

For follow-up care piease see:  J Personal physician -

O Occupational medicine

3 ER if worse or not improving

FOLLOW INSTRUCTIONS ON

J HEAD INJURY O CULTURE 3 STREP SCREEN (JLAB TEST OIX-RAY/EKG'S O SPRAINS, STRAINS AND CONTUSIONS (O NOSEBLEEDS O UR..
0 WOUND CARE AND BURN CARE J GASTROENTERITIS AND/OR ABDOMINAL PAIN TJ ALLERGY INJ. TJURINARY INFECTIONS CJ CARE OF CHILD AND FEVER

D ANIMAL BITES I CASTS OEYE CARE O3 TETANUS INJECTION O MEDICATION ALERT (0 MEDICATION USE

OTHER INSTRUCTION: /. 7 — - 4y

[ Pllcdr /77;; /75 Tin?_
3 No Work ar School Date: )
3 No Physical Education {3 Until Released by Physician ﬂ : ///
7 Light Work Only //
PATIENT! NURSE'S PHYSICIAN'S W//
RESPONSIBLE PARTY SIGNATURE SIGNATURE

| hereby acknowledge receipt of these instructions, have read them and understand them. | further understand that | have had emergﬁcy {reafment and that I may be released before all of

my medical conditions/test rasults are known or treated. | will arrange for follow-up care. DuBois Regional Medical Center-DuBois, PA 15801
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DuBois Regional Medical Center
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EMERGENCY PHYSICIAN
RECORD
Multiple Trauma (3)
TIME SEEN: (é 17 __ROOM:___ ) A __ EMS arrival
HISTORIAN: “patient _ spouse __paramedics _ —
__HX/__EXAM LIMITED BY:_ R
HP{ chief complaint @ryz /ﬁ /f_’__._____
occurred: where:
z;t; st PTA __home __school .
__today. _ __neighbor's park
___yesterday . _work /sttr):eet
days PTA .
context: Om ﬂ é(: // % (&7/

7177’/«&//15 ’Af/ 15 790 - I}')/”;

location of pain/injuries:

head face mouth shidr— hip hip
arm thigh i arm thigh
neck chest abdomen elbow knee : elbow knee
back upper mid- lower f-arm . { frarm Iegkl
- . wrist ankle [ wrist  ankle
radiating to R/ L thigh/leg hand  foot foot

§ hand

severity of pain: associated symptoms:

) fostconsciousness / dazed
mitd - )
duration: _ . ______________
@e remembers:
impact  coming to hospital
severe 5 b £ P
_elure |
________________________________ 3
ROS Ol systems neg excprasmarkd _ trg reathing/ chest pain
_an/power arms/legs fauseal/vomiting t
——++et . __tow3Of bladder function !
__Feadache __skinTaceration

deub}e-wston/hearmg loss__ __recent feverfillness

| SOCIAL HISTORY _“Teseqt ETOH

PAST HISTORY *regac

7 negative

__none/ *(een

note
__NKDA /’)s:e‘:surses note

Meds-
Allergies-

~ '
01/31/02

ER
13Y 10/20/88

453177 0203100677
FAIRMAN,SEAN
M

MCKINLEY ERIN A

T

urses note reviewed [] Tetanus immun. UTDéViul signs reviewed

PHYSICAL EXAM

lert __ Lethargic _ Anxious__ _

Distress- /D __mild moderate severe
Other- Zollar (PTA/inED ) MOard l/]/ $plint
HEAD __see diagram I
_fmwdence __Bartle's sign / Raccoon Eyes _ _

of trauma [, -
NECK __see diagram __ e o
_"__KOn-tender __vertebral po:nt tenderness
*/painless ROM _muscle spasm / decreased ROM .
(~Ttrachea midline __pain on movement of neck_.___ .
EVY? __unequal pupils R-____mm L-____mm
/'_/_FBL __EOMentrapment/palsy_____. _ . . _. .
L EOMI __subconjunctival hemorrhage___ ___ _

pale conjunctivae

ENT
«Fiml external

inspection
K{dintal injury

RESP & CVS
~chest non-tender

" Breath sounds nml
gart sounds nmi

ABDOMEN

_.I;:o/n-tender
_tAf0 organomegaly

__hemotympanum ____ .
__TMobscuredbywax_ _ ..
_clowed nasalblood ... __
__denaal injury / malocclusion

__see diagram ( on reverse )
__decreased breath sounds

__wheezing/ rales
__splinting / paradoxical movements_____
__tachycardia

__see diagram { on reverse )
__rebound tenderness
__mass / organomegaly
__guarding

[ e o et e e

|
=
i—
l

GENITAL /RECTAL _ perineal hematoma
nml genital exam __bloodaturethralmeatus______
nmi vaginal exam __decreased rectal tone
nml rectal exam’ ‘

NEURO ! PSYCH __confusion / disorientation
_lﬁiented x3 __EOM palsy / anisocoria___
LMood & affect __facial asymmetry

£ CN'S nml __unsteady / ataxic gait

__sensory / motor deficit

/a»ested
~Sensation &

motor nmi




__see diagram
__Crepitus / dxaphorems

S}W
:Ml\:::cn:. dry

BACK —seedagram____

zn{CVA __vertebral point- tenderness S
tenderness _ CVA tenderness __

&MNo vertebral —.muscle spasm / limized ROM ___ .
tenderness R L

EXTREMITIES  c<€edngram_ . _ ————

> ic Zﬁ;‘poinbtenderness —_—— _

;(M&V\;e‘ stable __painful / unable to bear weight ___ s

__pulse deficit .. _

_ryipynon-tender e
Ynopedaledema
_TTmReM Joint Exam

__limited ROM ! l:gaments laxity / joint effusion

CoSplne D- Spme LS-Splne
_nmi/NAD
__no fracture

__reversal/ straightening of cerv. lordosis____
—DID ! spondylosis / spurring

__nml alignment
___soft tissues nm|

__ribfracture ___ _

_nml/NAD
__no infiltrates

__infilrate / atelectasis

T o

__nmi heart size

7
___nmi mediastinum [N

OTHER Jsee separate report
IWound Descnptnon/Repalr— T o
’length cm location
j—superficial __SQ __muscle _linear _ “stellate __irregular
|— _clean _ conuminated moderately/"heaw!y

distal NVT: _ neuro & vascular status intact __no tendon injury
lanesthesua. _Jocal _ digital block cc v
'_hdoc 1% 2% epi/ bicarb __marcaine .25% .S% __LET
| Prep:

__"debrided / undermined
*extensively
__foreign material removed
minimal moderate extensive

__sterile saline irrigation

__irrigated /washed w/saline
*extensively

explored

!
: repair: Wound closed with: dermabond / sterfstrips
' SKIN-  # -0 nylon/prolene / staples

*SUBCU- # -0 vieryl/ chromic

‘mny indicate intermediate repair may indicate intermediate or complex repair 3
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A 0

T=Tenderness

S=8welling
E=Ecchymosis
Lac=Laceration

mod=moderate
sv=severe)

' PT=Point Tendemess \

I
{
[
.A=Abrasion B=Burn: )
| (Sswithowt mamild | l\
I
{

! Tsv = Tendernesson | - -
. paipation (severe) | i)

01/31/02
ER

10/20/88
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/
o _Oxs L Zy owdé

n;rs‘.;u:s:d‘ma:-z A

will see patient in; office / ED / hospital

i

i

: 1/€6unseled patient / family r ing:
1 lab rcsults 1agnosis / teed for followu
f

[

__CRIT CARE-

75-104 min

i
i
1
__Prior records ordered )
___Additional history from: "

30-74 min
min

_Rxgiven _ Admit orders written fam_r_/y_c_a-rifci(c_r Ba_fdfidf_!
IN | [
contusion sprain / strain
head wrist R/L neck dorsal lumbar
face hand R/L
chest hi? R/L
;bd:me” i:'g: 25 t concussion
ac N
shoulder R/L  leg R/L with LOC  w/ LOC
arm R/L ankle R/L -
elbow R/L foot R/L laceration
forearm R/L
- ) .
Y KIS
OISPOSIMON-  [J home ,@?dmmed [ transferred___ o
CONDITION- )@'unchan'ged {0 improved [Jstable_




HISTORY AND PHYSICAL EXAMINATION
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

10/20/1988 :
FAIRMAN, SEAN 0203100677 - 000453177 4080

Date of Admission: 01/31/02

ADMITTING DIAGNOSIS: Fractured tib/fib, right.

ASSOCIATED DIAGNOSIS: Fractured left proximal humerus.

CHIEF COMPLAINT: 13-year-old boy with right leg pain.

HISTORY OF PRESENT ILLNESS: This young boy was struck by a car while on his bicycle,
sustaining an injury to his right leg and left shoulder. He is complaining of pain in both areas.
The patient was brought to the hospital by ambulance, found to have a midshaft tib/fib fracture on
the right, incomplete with acceptable alignment, intact neurovascular, and a possible fracture of
his left humerus. He reports pain of the left proximal humerus but is able to move the shoulder.
Review of his x-rays does show a nondisplaced linear fracture of the proximal humerus on the
left side, possible Salter | as well. The tib/fib fracture is incomplete at midshaft with acceptable
alignment.

The plan will be as he is really unable to use crutches at this time, for admission, training with
possibly a platform walker, and closed reduction tomorrow with some anesthesia.

PAST SURGICAL HISTORY: Significant for a laceration of right leg with subsequent scar
revision.

MEDICAL HISTORY: Negative.

ALLERGIES: POSSIBLY TO SOME SUTURE MATERIAL.
MEDICATIONS: None.

SOCIAL HISTORY: He obviously does not smoke or drink, is a middle school student, plays
basebalil.

FAMILY HISTORY: Noncontributory.

CHILDHOOD HISTORY: Negative.

REVIEW OF SYSTEMS: He denies fever, chills, weight loss, seizure, headache, neck pain,
abdominal pain, chest pain, or any other complaint. Otherwise, negative in detail.

PHYSICAL EXAMINATION: Shows a healthy, well-developed white male in mild distress.
His skin is cool and ‘dry. His neck is supple. There is no adenopathy, no tenderness.
CHEST: Symmetric without tenderness. HEART: Regular rate and rhythm. LUNGS: Clear to
auscultation. ABDOMEN: Soft, nontender, with active bowel sounds. EXTREMITIES: Skin is cool
and dry. Pulses are intact distally. NEUROLOGIC EXAM: Intact distally. He is in a posterior splint
with mid-calf swelling anteriorly on the right side. He is tender over the left proximal humerus with
intact neurovascular. S

Chart Copy



. HISTORY AND PHYSICAL  AAMINATION

P
7

DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA '

RE: FAIRMAN, SEAN 0203100677 - 000453177 Room #:
PAGE 2

X-rays reveal the above-mentiéned fractures.

PLAN:

1. Admission.
2. Elevation.
3. Ice.
4

. Long leg casting, right, tomorrow with some sedation with training of probable platform walker.

o

: 01/31/2002 727 P

T: 01/31/2002 7:32P MAP/jw

DOCUMENT NO: 242597 /]
Job/Tape ID: 000185521

i

Mark Al Piasio, M.D.

cc: Mark A. Piasio, M.D.

Chart Copy




OPERATIVE/SPECIAL PROCEDURE REPORT DATE: 02/01/2002
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

10/20/1988
PATIENT NAME: FAIRMAN, SEAN 0203100677 - 000453177 IP

SURGEON: Mark A. Piasio. M.D. ASSISTANT:
PREOPERATIVE DIAGNOSIS: Tib-fib fracture, right
POSTOPERATIVE DIAGNQSIS: Tib-fib fracture, right.

NAME OF OPERATION: Closed reduction and long-leg cast, right leg.

ANESTHESIA: IV sedation.
COMPLICATIONS: None.
DISPOSITION: Recovery Room, stable.

PROCEDURE: The patient was taken to the operating room where IV catheters were placed, and
IV sedation was given. A closed reduction was then performed of his right tib-fib and a long-leg
cast was fashioned. Adequate alignment was confirmed by C-arm fluoroscopy. When the cast
was hardened, the patient was taken to the Recovery Room with vital signs stable. Sponge and
needlie counts were recorded correct.

D: 02/01/2002 5:14 P

T: 02/05/2002 9:47 A MAP/bb
DOCUMENT NO: 243437
Job/Tape ID: 000186061

Mark A Piasio, M.D.
cc: Mark A. Piasio, M.D. -

Chart Copy



FAIRMAN, SEAN
RD 1 BOX 391
DUBOIS

100 Hospital Ave, puBois, PA 15801

PED-4080-02 Unit # 000453177

PA 15801 Age 13Y Acct # D0203100677

Date:01/31/02 Time:1600

CAMERON, RUSSELL E

Chk-in # Order
515419 0001

515419 0001

. LEFT SHOULDER:

Exam
44004

44022

SIAR,W J
DRMC EAST
DUBOIS PA 15801

XR-SHOULDER, MIN 2*L
Ord Diag: ;MVA
XR-TIBIA FIBULA 2 VIEWS*R
Ord Diag: ;MVA

Three views of the left shoulder were thained.

The osseous stru

ctures,

joint spaces, and soft tissues are normal.

IMPRESSION: NORMAL STUDY.

" RIGHT TIBIA-FIBULA:

There is a non-displaced fracture of the mid-shaft of the right tibia.
There is a benign cortical defect of the right distal tibial
metaphysis. The remaining findings are unremarkable.

02/01/02 0852
RAW

Complete

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




T 100 Hospital Ave, DuBois, PA 15801

FAIRMAN, SEAN . PED-4080-02 Unit # 000453177
RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0203100677

Date:02/01/02 Time:0900

PIASIO, MARK SIAR,W J
145 HOSPITAL AVE MED ARTS DRMC EAST
DUBOIS PA 15801 DUBOIS _ PA 15801
Chk-in #  Order Exam
515499 0005 49001 FL-FLUOROSCOPY TO 1 HOUR-

Ord Diag: 823.82-FX TIBIA W FIBULA NOS-C
FLUOROSCOPY :

Fluoroscopy was provided by the attending physician for a closed
reduction of the right tibia fibula in the OR. No films were obtained.

/READ BY/ G. ALI SHAH
/Released By/ G. ALI SHAH
02/01/02 1449
JLB

Complete
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{ k\-'\'; "‘ /,’.i {,N
L " D. JIS REGIONAL MEDICAL CENTE. - :
oo T 100 Hospital Ave, DuBois, PA 15801
'FAIRMAN, SEAN ‘ . PED-4080-02 Unit # 000453177
. RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0203100677

Date:02/01/02 Time:1526

PIASIO,MARK SIAR, W J

145 HOSPITAL AVE MED ARTS DRMC EAST

DUBOIS PAa 15801 DUBOIS PA 15801
Chk-in # Order Exam ,

515559 0009 44022 XR-TIBIA FIRULA 2 VIEWS*R

Ord Diag: ;FX TIB/FIB

RIGHT TIBIA AND FIBULA:

AP and lateral views of the tibia and fibula, incorporated in a
fiberglass cast, again identify the fractured tibia showing minimal
bowing medially. Alignment appears to be satisfactory.

/READ BY/ ROBERT J BORON

/Released By/ ROBERT J BORON
02/02/02 1206

RAW

Complete



O
OHIO CASUALTY GROUP \

Paul Rutman, Manager P
Jeff Phiffips, Supervisor 3

| September 8, 2003
| _ SECOND REQUEST

Sundar Chandrasekhar
M635 C Maple Ave. - SHE
Dubois, PA 15801 @

RE: Our Claim No.: 02 77 80 88

Gateway Area Medical Assoc. < 0\,-\\/
|

Our Insured: Sean Fairman
Date of Loss: 13102
Patient: Sean Fariman

Date of Service: 2/12/02

Dear Manager:

Please be advised that we are the third party carrier for Sean Fairman, who is in the process of
presenting a claim for his/her injuries.

I am enclosing a medical authorization signed by Sean Fairman and ask that you forward copies of
all records pertaining to this accident.

Thank you for your attention to this matter and should you have any questions, please feel free to

give me a call.
Very truly yours,
WEST AMERICAN INSURANCE CO.
Patricia Verish '®)
Claims Representative CG CLAIMS
/pv SEP.
o SEP- 15 2003
P. VERISH
cc: Sean Fairman
CLAIM OFFICE: Maiiing Address: P. O. Box 503, Phoenixvifie, PA 19450 Telephone: 610-935-9360

Fax 610.935.9364




Progress Record

Date

Prob. No. Findings (S - Subjective, O - Objective, A - Assessment, P - Plans)
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Sean Fairman 1009 02/12/2002

S: Pt was hit by a car on 01-31-01 while riding a bike. He broke his
right leg and also had some problems with his left shoulder. He hit
the windshield. Had a lump on the head. Complains of headaches
on and off and dizziness. Pt was admitted, however no exam was
done of the head.

O: Examination revealed an afebrile child. Pupils were equal and
reacting well o light. Respiratory System is normal.
Cardiovascular System is normal. Abdominal examination is normal.

A:  Normal Neurologic exam. 1 H e o o

P:  Inview of the continuing dizziness, I would like to get a CT scan of
the head without contrast. Follow-up based on that.

-7

SCS/kld Sundar Chandrasekhar, MD

o



Date Prob. No. Findings (S - Subjective, O - Objective, A - Assessment, P - Plans)
Sean Fairman 1009 09/27/2002
S:  Patient comes in for pharyngitis and pain in his knees.
O: Examination revealed that he has a repairable laceration in that
area with a scar. The knee appears to be rather stable. He says
that it tends to lock and makes him limp, especially with running.
The patient also has congestion and pharyngitis. The TM's are
normal. Pharynx is inflamed. Rapid Strep is negative.
A.  Pharyngitis. Knee pain.
P:  Refer to Dr. Piasio whom he has seen before for other orthopedic \
problems. Use Allegra D and get a throat culture. Return PRN. |
1 REG/kmj Richard E. Grout, MD
‘ |
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Progress Record

Date

Prob. No.

Findings (S - Subjective, O - Objective, A - Assessment, P - Plans)
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. . IS REGIONAL MEDICAL CENr

100 Hospital Ave, DuBois, PA 15801

¢
FAIRMAN, SEAN MAB CD\ Unit # 000453177
RD 1 BOX 391 '

DUBOIS PA 15801 Age 13Y Acct # D0214800752

Date:05/28/02 Time:1422

PIASIO, MARK SIAR,W J

145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE

DUBOIS PA 15801 DUBOIS PA 15801
Chk-in # Order Exam

538804 0001 44522 DI-TIBIA FIBULA 2 VIEWS*R

Ord Diag: 823.22-FX SHAFT FIB W TIB-CLOS

RIGHT TIBIA AND FIBULA:

AP and lateral views of the tibia and fibula, to and including the knee
and ankle, show neither fracture or dislocation. The joint spaces and
epiphyses of the knee and ankle are intact and normal. In the distal
aspect of the tibia there is a defined area of bony sclerosis along
with a radiolucent area.

/READ BY/ ROBERT J BORON
/Released By/ ROBERT J BORON
05/28/02 1530
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DU”™IS REGIONAL MEDICAIL, CENTE

. 10¢ Hospital Ave, DuBois, PA 15801

FAIRMAN, SEAN REF Unit # 000453177
RD 1 BOX 397 -
DUBOIS | PA 15801 Age 13y Acct # D0204500751
Datg;, 2 Time:1639
/)/r/'
CHANDRASEKHAR, SUNDAR SIAR, W J
635C MAPLE AVENUE 635C MAPLE AVENUE
\_ DUBOIS PA 15801 DUBOIS PA 15801

Cﬁklfﬁﬁ# Order Exam

518200 0001 72724 CT-HEAD UNENHANCED

Ord Diag: 784 .0-HEADACHE

UNENHANCED CT OF BRAIN:

Computerized tomographic axial sections

of the head were obtained
without intravenous contrast enhancement

The ventricular System is of normal si
hemispheres and posterior
masses. There is no eviden

2€ and shape. The cerebra]l
fossa are normal, There are no abnormal
cé of hemorrhage. '

IMPRESSION: NORMAL UNENHANCED CT OF THE BRAIN.

/READ BY/ JERJIS T ALAJAJI, Radiologist
/Released By/ JERJIS T ALAJAJI, Radiologist
02/15/02 1354
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-~ DUFSOIS REGIONAL MEDICAL CENTE™-,
. . 1{ Hospital Ave, DuBois, PA  .801

FAIRMAN, SEAN REF Unit # 000453177
RD 1 BOX 391 -
- DUBOIS PA 15801 Age 13Y Acct # D0204500751
Date:02/14/02 Time:1639 -
CHANDRASEKHAR, SUNDAR  SIAR,W J
635C MAPLE AVENUE 635C MAPLE AVENU
DUBOIS PA 15801 DUBOIS PA 15801

Chk-in #  Order Exam ~——
518200 0001 72724 CT-HEAD UNENHANCED
Ord Diag: 784.Q;HEADACHE

UNENHANCED CT OF BRAIN:

Computerized tbmographic axial sections of the head were obtained
without intravenous contrast enhancement.

The ventricular system is of normal size and shape. The cerebral
hemispheres and posterior fossa are normal. There are no abnormal
masses. There is no evidence of hemorrhage.

IMPRESSION: NORMAL UNENHANCED CT OF THE BRAIN.

/READ BY/ JERJIS T ALAJAJI, Radiologist

/Released By/ JERJIS T ALAJAJI, Radiologist
02/15/02 1354 : ' '
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™ Robert]. Cherry, M.D. ™ ~
N Urologic Surgery —
Diplomate, The American Board of Urology
145 Hospital Avenue, Suite 206
DuBois, Pennsylvania 15801
Phone (814) 371-2066

Facsimile (814) 371-2063

February 21, 2003

W. Siar, M.D.
Sunflower Drive

DuBois, PA 15801 /O 0 7
Dear John:

Thank you for your referral of Sean Fairman. He is a pleasant young man with a
one week history of a tender left testicle. It is not associated with trauma, dysuria,

dribbling or hesitancy. He does note that it worsens while he is lifting weights or playing
basketball.

On exam his penis is normal. Meatus appears normal. The right inguinal region
and right testes are entirely normal. The left testis is essentially normal. there is a
slightly tender left epididymis. Inguinal exam reveals a very small herniation that I do
not believe at this time is significant.

My instinct is that this is a very simple epididymitis. I have placed him on
Bactrim twice a day for seven days and will follow him in a few weeks. I have also
ordered an ultrasound that will confirm that there are no abnormalities that would have
lead to this problem.

Thank you for the opportunity to care for him.

Sincerely,

Robert J. Cherry, M.D.

RJC/mas
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DISCHARGE SUMMARY
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

10/20/1988
PATIENT NAME: FAIRMAN, SEAN 0203100677 - 000453177

ADMISSION DATE: 01/31/2002 DISCHARGE DATE: 02/02/2002

ADMITTING DIAGNOSIS
Fracture of tib fib, right.

ASSOCIATED DIAGNOSIS
Fracture of left proximal humerus.
Pedestrian-auto trauma.

SURGICAL PROCEDURE: Closed reduction of right tib fib performed on 02/01/02 by Dr. Piasio.

He is discharged home using a wheelchair, crutches, and bedside commode, nonweightbearing of
the right lower extremity. Crutches minimally used because of nondisplaced proxima! humerus
fracture on the left. Advil or Tylenol for pain. Follow up in one week. No gym for 12 weeks.
Adaptive schocl activities.

BRIEF HISTORY: This 13-year-old boy riding a bicycle was-struck by a motor vehicle. He hit the
windshield, sustained a minimally angulated fracture of the midshaft of the tib fib, greenstick type
and nondisplaced linear fracture of the left proximal humerus. Other workup otherwise negative.
He had complaints of some mild head discomfort, no bruising, trauma, or obvious process seen.
He remains neurologically completely normal. No workup was indicated at this time.

He underwent a closed reduction of his right tib fib. Long leg cast was placed the day following
admission which he tolerated very well, tolerating a sling and oral pain medication. He is ready for
discharge home. He will probably need a wheelchair for at least a few weeks until the humerus
fracture has healed well enough for crutch use with follow up in one week in my office.

D: 02/02/2002 8:58 A

T: 02/05/2002 10:39 A MAP/Imp
DOCUMENT NO: 243460
-Job/Tape ID: 000186149

Mark A. Piasio, M.D.
cC: Mark A. Piasio, M.D.

Copy to:Mark A. Piasio, M.D.



HISTORY AND PHYSICAL EXAMINATION
DUBOIS REGIONAL MEDICAL CENTER
DUBOIS, PENNSYLVANIA

10/20/1988
FAIRMAN, SEAN 0203100677 - 000453177 4080

Date of Admission: 01/31/02

ADMITTING DIAGNOSIS: Fractured tib/fib, right.

ASSOCIATED DIAGNOSIS: Fractured left proximal humerus.

CHIEF COMPLAINT: 13-year-old boy with right leg pain.

HISTORY OF PRESENT ILLNESS: This young boy was struck by a car while on his bicycle,
sustaining an injury to his right leg and left shoulder. He is complaining of pain in both areas.
The patient was brought to the hospital by ambulance, found to have a midshaft tib/fib fracture on
the right, incomplete with acceptable alignment, intact neurovascular, and a possible fracture of
his left humerus. He reports pain of the left proximal humerus but is able to move the shoulder.
Review of his x-rays does show a nondisplaced linear fracture of the proximal humerus on the
left side, possible Salter | as well. The tib/fib fracture is incomplete at midshaft with acceptabie
alignment.

The plan will be as he is really unable to use crutches at this time, for admission, training with
possibly a platform walker, and closed reduction tomorrow with some anesthesia.

PAST SURGICAL HISTORY: Significant for a laceration of right leg with subsequent scar
revision.

MEDICAL HISTORY: Negative.

ALLERGIES: POSSIBLY TO SOME SUTURE MATERIAL.
MEDICATIONS: None.

SOCIAL HISTORY: He obviously does not smoke or drink, is a middle school student, plays
baseball.

FAMILY HISTORY: Noncontributory. J

).

REVIEW OF SYSTEMS: He denies fever, chills, weight loss, seizure, headache, neck pain,
abdominal pain, chest pain, or any other complaint. Otherwise, negative in detail.

'CHILDHOOD HISTORY: Negative.

PHYSICAL EXAMINATION: Shows a healthy, well-developed white male in mild distress.
His skin is cool and dry. His neck is supple. There is no adenopathy, no tenderness.
CHEST: Symmetric without tenderness. HEART: Regular rate and rhythm. LUNGS: Clear to
auscultation. ABDOMEN: Soft, nontender, with active bowe! sounds. EXTREMITIES: Skin is cool
and dry. Pulses are intact distally. NEUROLOGIC EXAM: intact distally. He is in a posterior splint
with mid-calf swelling anteriorly on the right side. He is tender over the left proximal humerus with
intact neurovascuiar.

Copy to: Mark A. Piasio, M.D.



DUBOIS, PENNSYLVANIA
RE: FAIRMAN, SEAN - 0203100677 - 000453177 Room #:
PAGE 2

X-rays reveal the above-mentioned fractures.

PLAN:

1. Admission.

2. Elevation.

3. lce.

4. Long leg casting, right, tomorrow with some sedation with training of probable ptatform walker.

D: 01/31/2002 7:27 P

T: 01/31/2002 7:32P MAP/jw
DOCUMENT NO: 242597
Job/Tape ID: 000185521

Mark A. Piasio, M.D.

cc: Mark A. Piasio, M.D.

Copy to: Mark A. Piasio, M.D.



OPERATIVE/SPECIAL PROCEDURE REPORT ’ : DATE: 02/01/2002
DUBOIS REGIONAL MEDICAL CENTER .
DUBOIS, PENNSYLVANIA

10/20/1988
PATIENT NAME: FAIRMAN, SEAN 0203100677 - 000453177 IP

SURGEON: Mark A. Piasio, M.D. ASSISTANT:
PREOPERATIVE DIAGNOSIS: Tib-fib fracture, right.
POSTOPERATIVE DIAGNOSIS: Tib-fib fracture, right.

NAME OF OPERATION: Closed reduction and long-leg éast, right leg.

ANESTHESIA: IV sedation.
COMPLICATIONS: None,
DISPOSITION: Recovery Room, stable.

PROCEDURE: The patient was taken to the operating room where IV catheters were placed, and
IV sedation was given. A closed reduction was then performed of his right tib-fib and a long-leg
cast was fashioned. Adequate alignment was confirmed by C-arm fluoroscopy. When the cast
was hardened, the patient was taken to the Recovery Room with vital signs stable. Sponge and
needle counts were recorded correct,

D: 02/01/2002 5:14 P

T: 02/05/2002 9:47 A MAP/bb
DOCUMENT NO: 243437
Job/Tape ID: 000186061

Mark A, Piasio, M.D.
cc: Mark A. Piasioc, M.D.

Copy to:Mark A. Plasio, M.D.




FAIRMAN, SEAN 2/14/02

S: This young boy is followed for aleft proximal humerus fracture and a right tib fib
fracture.

O: The humerus is nontender. X-rays show the fracture to be healing uneventfully. The
right tibia shows acceptable alignment.

P: Crutches, nonweightbearing, and follow-up in four weeks with x-ray in cast.

Mark A. Piasio, M.D.
MAP/tls



FAIRMAN, SEAN 2/22/02

S:

This young boy is followed for a left proximal humerus fracture and right tib fib fracture.
He has been maintained with his crutches, nonweightbearing, and a long leg cast of the
left lower extremity. He reports today for evaluation. He reports that while at school
yesterday, someone kicked the crutches out from underneath him and he fell. He was
having significant pain of the left lower extremity.

Exam today reveals him to actually be quite comfortable in the cast at this time. There is
no significant swelling noted of the lower extremity. Neurovasculature is intact. His x-
rays were reviewed today of the right tibia which reveals the fracture in the tib fib to be
in acceptable alignment with some early healing noted. The fibula fracture is
nondisplaced and shows early healing as well.

Early healing left tib fib fracture with acceptable alignment.
He has been reassured that the fracture looks to be maintaining its alignment with some

early healing seen as well. He is to continue the cast and crutches as before. We will see
him at his regularly scheduled follow-up.

Amy Vezza, CRNP

AV/tls



FAIRMAN, SEAN 3/14/02

S: This young boy is followed for a left proximal humerus fracture and a right tib fib fracture. He is
now six weeks in a long leg cast, nonweightbearing with crutches.

O: X-rays taken today in the cast reveal some early healing of the mid shaft tib fib fracture with early
periosteal striping noted. Alignment is acceptable. We converted his long leg cast to a short leg
cast today. We have given him a cast shoe and instructed him in partial weightbearing as
tolerated for the left lower extremity. '

P: We will leave him in this cast for another four weeks. X-ray him out of the cast at his next visit.
He appears to be having no discomfort in the proximal humerus at this time. He is functioning
well with the crutches. I do not think that we will need an x-ray of that at the next visit. Follow-
up in four weeks.

Amy Vezza, CRNP
AVils




FAIRMAN, SEAN 4/11/02

S: This young boy is followed for a mid shaft tibial fracture from a bike-auto accident. He

has a large palpable callus although he still has a little bit of tenderness a bit more distal
to the fracture.

O: His x-rays show fractures to be healing. There is some minimal periosteal striping.
There appears to be fairly dense soft tissue swelling over the entire medial aspect of the
tibia. Isuspect that is probably callus which has not yet ossified.

P: - Heisstill a little bit tender. T think it is probably reasonable to still protect him. We
placed him in an orthosis. He can start ankle range of motion, be partial weightbearing
with the crutches, and we will see him back in four weeks with X-rays.

Mark A. Piasio; M.D.
MAP/tls



FAIRMAN, SEAN - 5/6/02

S: This young boy is now about 12 weeks into a mid shaft, tib-fib fracture from a
pedestrian- motor vehicle injury.

O: His splint is removed today. He actually has a small palpable bursa or fluid sac overlying
the fracture with bony thickening and no tenderness. X-rays show the fracture to be
healing uneventfully.

P: Discontinue the brace, start a PT program for strengthening and weightbearing activities.

He can start playing some light baseball but no interactive play. Follow-up in one month
with x-rays. IF all looks good at that time, we will release to full activities.

Mark A. Piasio, M.D.
MAP/tls
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ite: 05/08/02 Initial Eval: 05/08/02

- atient: FAIRMAN, SEAN Patient Code: FAISEA
| ysician: MARK PIASIO MD Provider: WELCH, EDWARD (CLY))

te: Leg Total Visits: 1

agnosis: (823.20)FX SHAFT TIBIA-CLOSED

. _Assessment: Long Term Goals:
j Pt presents'S/P R tibial FX (hit by car 1/02) with 1. AROM R knee and ankle = L knee and ankle.
i immobilization in cast until 5/6/02. Pt presents with | 2. Decrease MF restrictions.
severe soft tissue restrictions in RLE from knee to 3. Improve LE flexibility.
ankle. He has decreased knee and ankle ROM and 4. pt will be able to perform full squat and return
poor functional knee and ankle strength. He has a- without pain or hesitation.

| significant limp with decreased step length in LLE 5. Increase Strength RLE = LLE.
? secondary to inability to DF R ankle during stance 6. Return to full unrestricted activities without
‘ phase of gait. Severe restricitions are present in G/S | symptoms.
! complex with pain at achilles. He has significant ER | 7. Independence in a HEP. to maintain 1mpro vement.
restrictions and plantar fascia restrictions which o
cause anterior ankle and foot pain. ' - T T

. Treatment Plan

Initial treatment today consisted of patient education concerning the effects of immobilization on soft tissues
of the LE. We reviewed the importance of increased flexibility, ROM and functional strength prior to
returning to baseball. We instructed pt on proper technique and intensity for a prone rectus stretch, posterior
LE release with poly ball, Gastroc/Soleus stretch, plantar fascia stretch, extensor retinaculum stretch and we
ended with calf raises and mini walls slides. We performed an anterior compartment release. ER release, PF
release, G/S release today. Patient was issued a written home exercise program outlining the above including
the use of ice pm for pain and inflammation management.

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and inflammation. Plan
1o see pt 3x/wk x 2 weeks and 2x/wk x 3 weeks and progress to I HEP.

The patient's rehabilitation potential is Excellent.

Thank you for this referral.

Provider: ///é/‘% /ﬂ /— Date: 5, 8 0z

EDWARD WELCH, License #PT-008866-L

I certify that the above rehabilitative services are required and authorized by me, and that the pauem@«pl

‘ will be reviewed every thirty(30) days. "‘% *‘eﬁg

i % @ @
Physician: Date: RE’ e ® '“H’QT}"
Physician's Instructions: {S\N'\ L
() Evaluate and Treat () Other: e S

2atient: FAIRMAN, SEAN Page - 3



. Observation
See patient file.

~ Palpation/Pain
. See patient file.

Site Specific Text
See patient file.

Assessment

Pt presents S/P R tibial FX (hit by car 1/02) with immobilization in cast until 5/6/02. Pt presents with severe soft
tissue restrictions in RLE from knee to ankle. He has decreased knee and ankle ROM and poor functional knee and
ankle strength. He has a significant limp with decreased step length in LLE secondary to inability to DF R ankle
during stance phase of gait. Severe restricitions are present in G/S complex with pain at achilles. He has significant
ER restrictions and plantar fascia restrictions which cause anterior ankle and foot pain.

Rehab Potential

The patient's rehabilitation potential is Excellent.

Short Term Goals

1. Increase flexibility of RLE.

2. Increase ROM R knee and ankle

3. Increase Strength RLE.

4. Decrease Inflammation at mid tibial shaft.
5. Restore Normal Gait pattern.

6. Provide Written Home Exercise Instruction.

Long Term Goals
1. AROM R knee and ankle = L knee and ankle.
2. Decrease MF restrictions.

3. Improve LE flexibility. L T

4. pt will be able to perform full squat and return without pain or hesitation. % ] B
5. Increase Strength RLE = LLE. : @}% cw-

6. Retumn to full unrestricted activities without symptoms. AR >
7. Independence in a HEP to maintain improvement. w y @J\\\ \ L

i N
oY

Plan s
?J"’

Tnitial treatment today consisted of patient education concerning the effects of immobilization on soft tissues of the

LE. We reviewed the importance of increased flexibility, ROM and functional strength prior to returning to baseball.

Page - 1
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Gastroc/Soleus stretch, plantar fascia stretch, extensor retinaculum stretch and we ended with calf raises and mini

walls slides. We performed an anterior compartment release, ER release, PF release, G/S release today. Patient was
issued a written home exercise program outlining the above including the use of ice prn for pain and inflammation

management.
Plan to continue with the above with progression of therapeutic exercises, stretching techniques, development of

HEP, soft tissue techniques and modalities as needed to control pain and inflammation. Plan to see pt 3x/wk x 2
weeks and 2x/wk x 3 weeks and progress to I HEP.

Provider: M ﬂ Date: 5 / 8/ ol

EDWARD WELCH, License #PT-008866-L

Patient: FAIRMAN, SEAN Page -2




Dta;no&s[ R) WWK/%%MWM/ Physicién /Z(//LW“

Recheck Date__ &~ 302 7 ___Insurance %&C@

Subjective: (Please refer to Initial Eval Subjective Report for additional subjective report.)
Objective:

During a Postural Analysis the foliowing structural imbalances were noted:

HEAD: __ Forward ___Tilted RIL __Rotated R ___CT junction kyphosis
SHOULDERS: — Elevated R/L . —AnteriorRL _ _|IRRL — ERRL __ Scap Winging
CLAVICLE: —_Elevated R/L — Anterior R/L - |
TRUNK: e TX kyphosis —Ixlordosis ——Lateral trunk shortened R/L ___ Rotated R/L

Spinal convexity: Thoracic Lumbar
PELVIS (standing): ASIS |

PsSIS
Lateral shift R/L

Excessive pelvic tit ANT/POST
LOWER EXTREMITIES: 1B80OS |

Pes Planus ___ PesCavus

—_Femoral rotation INT/EXT Genu valgusivarus R/L = recurvatu!@ V% (

Increased wt bearing thru RIL LE —_Increased wt beanng thru forefoot/hindfoot

Increased wt bearing thru med. foot/ iat. foot

OTHER IMBALANCES: 5 kec/)s fo- ¢ Supibad, )

Ea[{l Povegle bomnyii ey 13 el
MYOFASCIAL RESTRICTIONS v = minor dysfunction %= moderate dysfunction
CRANIAL: & Temporalis 0 Masseter 0O Pterygoids = Digastics ~ Hyoid
CERVICAL; O Subocciptial 0 Anterior 0 L Latera! T R Lateral = Posterior o Traps
TRUNK: 0 Thoracicinlet 0o 'Anten'orches’t 0 Pectorals T Intercoastals - = Medial scapular UR
0 Lateral scapular UR 0 L Lateral Trunk 0 Resp. Diaphragm &R Lateral Trunk
O Paraspinals UR O Dural Tube & Quadratus Lumborum L&

PELVIS: O Pelvic Floor O Gluteals UR & Piniformis L/R)
LOWER EXT: K UR Quads X URHams 0 WUR Adductors A URITR
UPPEREXT: 0 LR Biceps 0 UR Tricep

0 TFL

X U@Ca;vie

0 UR Flexor forearm . L/RCarpalTunnel ,




: CERVIVAL DFINE MU TIUN 1TEDTING -

FLEX
LEX o0 ROTATION

Cervical flex—pain down post mm
Cervical ext—moveme ly at C5-C8

pp trap

) 50% )
Pinch same side

]
| — 7é Pull in.opp trap Pinch same side
i&, by ____Restricted by forward head  ___Pull in opp trap
50% | st I icted by forward head ___Pullinopptrap
o V Side bending restricted by head & shoulder posture
—4 100% Other. - ’
EXT
ION
AROM PROM Abd Arc Flex Arc
R L R L :
FLEX Pain at end range Capsular EF
Al%D Empty EF Lev Substitution
ER Poor G-H Rhythm _
STRENGTH : Com met cvoucl ﬁuz[r ‘w‘ch&%«\« A L
WNL except ) WC;f( 2\ C\hL

Unable to stabilize'scapwith M / L traps --- Levator / Upper Traps / Pect Substituticn

Painful Isometrics: ABD / EXT / FLEX / IR /ER

LUMBAR SPINE MOTION TESTING

FLEX R
_T_ 100% ROTATION
4 50% m

100%

§Zad

L1 100%

RIGHT
100%

Rotation

Hyperext at

Lumbar ext - decreased segmental movement at
all lumbar segments

PELVIC ALIGNMENT

Supine

L-ASIS

L-PSIS

R-ASIS

R-PSIS

High / Low

High / Low

High / Low

@ FOTS <t

High'/ Low

|Dovinslip L/ R
“|Ant. Rot. U R

UpslipL/R

Post. Rot. L/R




CSEN VI NI I kmw T W

A

AROM R L _____Point tender greater trochanter
FLEX in with ER / Flex
2; _____Substitution of iliopsoas for Abd / Hip Abd
stabilization
ANKLE/ KNEE MOTION TESTING
A ANKLE
Supin® KNEE [ AROM ] L PROM ]
AROM | I PROM )| R L R L
R_ L R L DF o o
’S_{- 'L‘S-g FLEX PF 55 L SS ©
EXT IN 3t 1ol
EV 3 cil)
EDEMA: GRADE | I I Stveng (\[,‘_
ECCHYMOSIS: FOOT MID SHIN LAT / MED P h; p VAR / S
- | . hp ( yrs f
Proprioception tolerance to stork standing secs Inversion/ EV Stress E _
Ext Ret Tight with scarring to anterior compartment Plantar-fascia test € / K L{/(‘)_
tendons Independent toe raise L) 7
. 4 . :
Squat: FULL Ya LESS VMO atrophy l@v’e itf( S,
Inability to contract VMO during SLR with . . 1D
compensation of VLO and IT bad —Laterat patellar tracking &/\L [e Of @ 5
Patellar tiit/ medial border:  SUP / INF Other bE % @) 7S
Straight plan pateliar mobility limited ( . - £ Se—bHS
isrs':‘«;g) A [EV 41§
RECOMMENDED TREATMENT to include a combination of the following: S
,( Myofascial Release techiniques O Postural awareness training 72: HEP & self management
' education
7§ Functional Training Program 0 Awareness through movement T lce
» : , training
(ﬁ Therapeutic exercise training 0 Moist heat @@
_ TENS 0 FES with muscie reeducation T Relaxation training
Neck Traction 0 Back Traction B Other__Presieqive e fe Lj
PLAN: :
Frequency of treatment 3 Treatments/ week for & 3 weeks Start date__ 8-

2-3

By Physical Therapist




IS

Dater | O&)« QA G

Name gQQ(\ I:cu( 2aCLAN Nickname

Age_ | Occupation SV Tﬁ/\J(/

1. Are youworking? YES / Hours per week

2. Do'you presently take care of small children or elderly parents? YES / NO

3. How did you hear about P&G Physical Therapy?

4. What problems brought you to physical therapy?

5. Do you have any other areas of discomfort?  /\{) \’Y\ <

6. What date did your symptoms start? | - 5C—() 9\ Zp

7. s your pain from: -
Accident at work
SE Motor vehicle accident

Sporting accident
Fall

Unknown origin
_ Intermittent over a period of time

Please describe T G((AY h\X \Qv\ Q. Ca{

8. Since onset has the pain increased or@‘@ &QC/CQ C\‘OQA

S. What posmons/ ctivities increase your pain? ’\' v \\wc\s m%) ( C\(\Héy Djne.\\ T:

N & 2onet e whea T wall
10. What posmons/actwmes decrease your pain?

11. Can you sleep through the night? U\Qf’? v

12. Do you feel better in the MORNING\{ NIGHTd
13. Does increased movement make your pain BETTER____ WORSE_{_

14. Have you ever received the following treatment for your current condition?

Treatment YES NO How Long? Helpfu I? 3 “Where?
Physical Therapy \| 3 AN
~ Myofascial Release

n(\‘




- - R SRR AR R I AR A D UL S A2 VI R R R N I VR -
activity before you feel that you need to stop because of your symptoms. If you have no
difficulty with the activity, mark ‘OK’. If you are unable to perform the activity, mark 'UNABLE’.

Activity | Tolerance . Activity Jolerance
Sitting ~-Computer Work
Standing ' , Exercise
Walking ° Writing
Stairs (# of stairs/ flight) Shopping
Driving . Bending
. Sleeping Reaching (# of repetitions)
Household Chores Lifting (# of pounds)
Vacuuming
Cooking Carrying:(# of p_cSUnds)
Laundry Other,
Dish Washing i

On the lines below place a slash (/) to indicate:

FUNCTIONAL ABILITY

Good Day 0% ——100%

Bad Day 0% - £100%
INTENSITY

No Pain R A / Worst Pain Imaginable
FREQUENCY |

No Pain = Const¥nt Pain

16. Has your doctor prescribed any medications for this condition? YES / NO

If yes, please list

17. Have you received any injections for this problem? YES / NO When

18. Do you take any other medications? YES / NO If known please list




YES NO
Circulatory Problems : N
High Blood Pressure A
Heart Trouble Y
Pacemaker N
Epilepsy O
Diabetes _d
Pregnancy e
Stroke: N

YES NO
Blackouts N

Visual Disturbances
Weight changes (>15 Ibs) _\J

‘- Headaches QX omphees
Ringing in ears o/
Bowel/Bladder Problems J
Malignancy )

20. Please list any surgeries, traumas, accidents or other conditions with date of injury.

21. What can
Woaot e

't you do today that you would like to do at the end of physical therapy? l
p\)qﬁd oeco bC\l (

-~

PLEASE SHADE AREAS OF PAIN ON THE DIAGRAM BELOW

N

.

S
"\3’
\)

H_},

'4

uonenjeaz ey

— 'om5‘@__9m_§ig.;_-.;|99;-sﬁ~ud 938 d




Subjective ‘ .

Patient reports decreased pain and increased movement after last session. However he reports pain

into achilles area with mini wall slides and pain into anterior ankle and heel when he first stands -

up.

Objective -

Patient continued with self MF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We added a hamstring stretch at pole and bike activities
focusing on endurance and AROM of hip, knee and ankle. Pt was able to tolerte increasee reps of
mini wall slides (3-11) and calf raises (12-15) today. Patient received 30 min of one on one self MF
release/HEP instruction and manual techniques. Functional exercise training to include: proper
form technique and intensity with mini wall slides, calf raises and hamstring stretch. Body
awareness, proper breathing patterns and elongation taught. MFR to include: anterior
compartment release, ER release, PF release, G/S release, psoas release and anterior thigh release.
HEP updated and reviewed with patient.

Assessment
Pt presents S/P tibial FX and immobilization. He has severe soft tissue restrictions, decreased
ROM at knee and ankle, poor functional knee and ankle strength and poor endurance.

Plan

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation.

Status

Provider: M/ /’—’ Date: .5/ (O 02

WELCH, EDWAED =




Subjective ,

Patient reports decreased pain into achilles area with mini wall slides after moving feet further
away from wall. He reports continued pain accross dorsum of foot/ankle with any type of running
of with DF.

Objective

Patient continued with self MF release and isolated stretching program as charted on flow with

therapist correcting form as needed. We reviewed a hamstring stretch at pole and increased bike
duration to 26 mins today. Pt was able to tolearte increased reps of mini wall slides (15) and calf
raises (17) today. Patient received 30 min of one on one self MF release/HEP instruction and
manual techniques. Functional exercise training to include: proper form technique and intensity
with mini wall slides, calf raises and hamstring stretch. Body awareness, proper breathing
patterns and elongation taught. MFR to include: anterior compartment release, ER release, PF
release, G/S release, psoas release and anterior thigh release. HEP updated and reviewed with
patient.

Assessment |

Pt presents S/P tibial FX and immobilization. He has severe soft tissue restrictions, decreased
ROM at knee and ankle, poor functional knee and ankle strength and poor endurance. Significant
restrictions in G/S complex adds to strain in achilles with loading activities.

Plan

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation.

Status

Provider: W ,-//7 Date: .5 / /3 102

WELCH, EDWARD / ©




Subjective

Patient reports continued pain into achilles area with running and with waal slides if does not use
proer form. He reports continued pain accross dorsum of foot/ankle with G/S stretch and end range
DF. Pt asked when he could begin playing baseball again.

Objective

Patient continued with self MF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We continuedhamstring stretch at pole and bike duration of 26
mins today. We continued mini wall slides (18) and calf raises (20) today. We tried walking on
treadmill and short sprints but pt was unable to complete without significant limping and pain into
achilles and dorsum of foot. Patient received 30 min of one on one self MF release/HEP instruction
and manual technigques. Functional exercise training to include: proper form technique and
intensity with mini wall slides, calf raises and hamstring stretch. Body awareness, proper
breathing patterns and elongation taught. MFR to include: anterior compartment release, ER
release, PF release, G/S release, psoas release and anterior thigh release. HEP updated and
reviewed with patient.

Assessment

Pt presents S/P tibial FX and immobilization. He has severe soft tissue restrictions, decreased
ROM at knee and ankle, poor functional knee and ankle strength and poor endurance. Significant
restrictions in G/S complex prevents DF with increased losding into foot without pain and limping.
He is unable to return to baseball except to bat with shin protection and run to first base 1x only.
He is is unable to catch and not allowed to play 1st base where some one may collide with him.

Plan

" Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation.

Status
Provider: MW Date: _5__/ / i /_(lz_: y
WELCH, EDWARD ot s %
REG T
WA=

. e i
9] C'g%%@@ﬁ




Subjective

Patient reports his cc continues to be pain accross front of talo cural joint with DF and pain into
achilles with running.

Objective

Patient continued with self MF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We continuedhamstring stretch at pole and bike duration of 26
mins today. We continued mini wall slides (18) and calf raises (20) today. Patient received 30 min
of one on one self MF release/HEP instruction and manual techniques. Functional exercise training
to include: proper form technique and intensity with mini wall slides, calf raises and hamstring
stretch. Body awareness, proper breathing patterns and elongation taught. MFR to include:
anterior compartment release, TFM to ER and extensor tendons, ER release, PF release, G/S
release, psoas release and anterior thigh release. HEP updated and reviewed with patient.

Assessment

Pt presents S/P tibial FX and 1mmob1hzat10n He has severe soft tissue restrictions, decreased
ROM at knee and ankle, poor functional knee and ankle strength and poor endurance. Significant
restrictions in G/S complex prevents DF with increased losding into foot without pain and limping.
Significant restrictions in long toe extensor tendons and ER continue to crerate pain with DF.

Plan

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation.

Status

Provider: W /’_ Date: S/ {7102

WELCH, EDWARD”




Subieétive

Patient reports pain accross front of talo cural joint with DF has eased significantly after last visit
and using ice. He reports he was able to run in practice without a significant limp and he has
decreased "heel" pain.

Objective

Patient continued with self MF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We continuedhamstring stretch at pole and bike duration of 26
mins today. We continued mini wall slides (20) and calf raises (20) today. We did some training
which included sprints over plyo board(2) incorporating change of direction. Pt tolerated 10 reps
prior to fatigue. Pt was able to tolerate 5 mins of fast walking on treadmill (4mph) x 5 mins today
without ankle or heel pain. Patient received 30 min of one on one self MF release/HEP instruction
and manual techniques. Functional exercise training to include: proper gait pattern and proper
technique with running activites. Body awareness, proper breathing patterns and elongation
taught. MFR to include: anterior compartment release, TFM to ER and extensor tendons, ER
release, PF release, G/S release, psoas release and anterior thigh release. HEP updated and
reviewed with patient. .

Assessment _

Pt presents S/P tibial FX and immobilization. He has decreased soft tissue restrictions, improved
ROM at knee and ankle. He has poor functional knee and ankle strength and poor endurance.
Restrictions in G/S complex and long toe extensor tendons have improved with decreased pain and
limping noted. Pt was able to tolerate running and fast walking today without increased pain. We
will begin more aggressive endurance and strengthening activities again next visit.

Plan

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation. »

Status

Provider: W / f Date: (/ 22 O—C_

WELCH, EDWARD °*




Subjective |
Patient reports he continues to feel alot better this week. He reports no pain into talo cural joint
with DF and he states he has been able to run and walk without heel pain.

Objective

Patient continued with self MF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We continued hamstring stretch at pole and bike duration of
20 mins today. We continued mini wall slides (20) and calf raises (20) today. We did some training
which included sprints, change of direction and cutting activities over plyo boards and trampoline
for proprioceptive activity. Pt tolerated 10 reps prior to fatigue. Pt was able to tolerate 5 mins of
fast walking on treadmill (4.2mph) x 5 mins on random setting with up to a 2 degree incline
without pain or limping. We alos initiated single leg hopping on trmpoline ( pt fatigued at 20 ).
Patient received 30 min of one on one self MF release/HEP instruction and manual techniques. -
Functional exercise training to include: proper gait pattern and proper technique with running
activites. Body awareness, proper breathing patterns and elongation taught. MFR to include:
anterior compartment release, TFM to ER and extensor tendons, ER release, PF release, G/S
release, psoas release and anterior thigh release. HEP updated and reviewed with patient.

Assessment

Pt presents S/P tibial FX and immobilization. He has decreased soft tissue restrictions, improved
ROM at knee and ankle. R knee ROM is equal to left. Ankle DF was measured at 10 degrees L and
8 degrees R; PF was measured at 55 degrees BLE. Ankle strength was as follows: DF 4/5 R, 4+/5 L;
PF 5/5 bilaterally. Functional knee and ankle strength have improved but endurance 1s still poor.
Restrictions in G/S complex and long toe extensor tendons have improved with no C/O pain with
running or walking. He was able to tolerate-all activities today including sprints in parking lot
without pain. We will continue with more aggressive endurance and strengthening activities again
next visit.

Plan

Plan to continue with the above with progression of therapeutic exercises, stretching techniques,
development of HEP, soft tissue techniques and modalities as needed to control pain and
inflammation.

Status

Patient is compliant with treatment and exercise protocol. Patient reports x%méﬁaent in
symptoms and improved function. I will await Dr. Piasio's recomm%% ou have any
questions or concerns please call me at 375-6830.

ot

Provider: W/f Date: > _ / ZL"L/ Q; <

WELCH, EDWAED ' e




Subjective
Patient reports he continues to feel good this week. He reports slight pain into medial and lateral

ankle with running occasionally. He reports no problem with HEP and states he has returned to
playing baseball.

Objective

Patient continued with se]fMF release and isolated stretching program as charted on flow with
therapist correcting form as needed. We continued hamstring stretch at pole and bike duration of
20 mins today. We continued mini wall slides (20) and calf raises (20) today. Pt was able to
tolerate 5 mins of fast walking on treadmill (4.2mph) x 5 mins on random setting with up to a 2
degree incline without pain or limping. We also continued single leg hopping on trampoline ( pt
fatigued at 20 ). Patient received 30 min of one on one self MF release/HEP instruction and
manual techniques. Functional exercise training to include: proper gait pattern and proper
technique with functional exercises. Body awareness, proper breathing patterns and elongation
taught. MFR to include: anterior compartment release, TFM to ER and extensor tendons, ER
release, PF release, TFM to medial and lateral ligaments, and anterior thigh release. HEP
reviewed with patient.

Assessment
Patient has achieved full ROM and is I with HEP. He has poor endurance and decreased
functional strength but HEP will address. He is I in HEP. No c/o pain with ADLS.

Plan

D/C to independent status. New script to return.

Status

Therapy is complete. If you have any questions or concerns please call me at 375-6830.

Provider: M //7- ' Date: .S _/ 3 [/ o]l

WELCH, EDWARD’
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MARK A. PIASIO, M.D.
145 HOSPITAL AVENUE, SUITE 311
DUBOIS, PA 15801

{814) 375-9617 DEA ¥

/" /, LIC.# MD 043778 _

- <.’ 7, = a
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REFILL —__ TIMES
[ LABEL
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IN ORDER FOR A BRAND NAME PRODUCT TO BE DISPENSED, THE
PRESCRIBER MUST HAND WRITE “BRAND NECESSARY" OR
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- 100 Hospital Ave, DuBois, PA 15801

‘" FAIRMAN, SEAN DIS -~ REF Unit # 000453177

RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0204500751

Date:02/14/02 Time:1639

CHANDRASEKHAR, SUNDAR SIAR,W J
635C MAPLE AVENUE 635C MAPLE AVENUE
DUBOIS PA 15801 DUBOIS PA 15801

Chk-in # Order Exam
518200 0001 72724 CT-HEAD UNENHANCED
ord Diag: 784.0-HEADACHE

UNENHANCED CT OF BRAIN:

Computerized tomographic axial sections of the head were obtained
without intravenous contrast enhancement.

The ventricular system is of normal size and shape. The cerebral
hemispheres and posterior fossa are normal. There are no abnormal
masses. There is no evidence of hemorrhage.

IMPRESSION: NORMAL UNENHANCED CT OF THE BRAIN.

/READ BY/ JERJIS T ALAJAJI, Radiologist
/Released By/ JERJIS T ALAJAJI, Radiologist

02/26/02 1158
RAW

Complete Duplicate



.

: FAIRMAN, SEAN
+ RD 1 BOX 391
DUBOIS

PED-4080-02 Unit # 000453177

PA 15801 Age 13Y Acct # D0203100677

Date:02/01/02 Time:1526

PIASIO,MARK
145 HOSPITAL AVE
DUBOIS PA

Chk-in # Order
515559 0009

RIGHT TIBIA AND

, SIAR,W J
MED ARTS : DRMC EAST
15801 DUBOIS PA 15801

Exam
44022 XR-TIBIA FIBULA 2 VIEWS*R
Ord Diag: ;FX TIB/FIB

FIBULA:

AP and lateral views of the tibia and fibula, incorporated in a

fiberglass cast,
bowing medially.

02/02/02 1216
RAW

Complete

again identify the fractured tibia showing minimal
Alignment appears to be satisfactory.

/READ BY/ ROBERT J BORON
/Released By/ ROBERT J BORON




‘ FAIRMAN, SEAN DIS - REF Unit # 000453177
| RD 1 BOX 391
| DUBOIS PA 15801 Age 13Y Acct # D0203800467

; Date:02/07/02 Time:1241

1 " PIASIO,MARK SIAR,W J
| 145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE
DUBOIS Pa 15801 DUBOIS PA 15801

| Chk-in # Order Exam .

! " 5167489 0001 45514 PI-TIBIA FIBULA 2 VIEWS*R
| Ord DPiag: TIB FIB FXi
|
|

AP AND LATERAL RIGHT TIB-FIB:

Tib-fib fracture is seen mid shaft, fibula nondisplaced. Tibia shows
minimal valgus and acceptable alignment of a green-stick type fracture.
Of note is nonossifying fibroma in distal tibia.

/READ BY/ MARK PIASIO M.D.
/Released By/ MARK PIASIO M.D.
02/12/02 1604
JAH

Complete



100 Hospital Ave, DuBois, PA 158Ul

" FAIRMAN, SEAN DIS - REF Unit # 000453177
RD 1 BOX 391

DUBOIS PA 15801 Age 13Y Acct # D0204500767
Date:02/14/02 Time:0825

PIASIO,MARK SIAR,W J
145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE
DUBOIS PA 15801 DUBOIS PA 15801
Chk-in # Order Exam
518692 0001 45514 PI-TIBIA FIBULA 2 VIEWS*R
Ord Diag: 823.22-FX SHAFT FIB W TIB-CLOS
518692 0001 45536 PI-HUMERUS, MIN 2*L

Ord Diag: 812.00-FX UP END HUMERUS NOS-C

AP AND LATERAL - RIGHT TIBIA FIBULA:

A mid shaft tibia fibula fracture is seen. There is acceptable
alignment. No change from prior study.

LEFT HUMERUS:

Healing minimal linear fracture of the prox1mal humerus is seen,
totally non-displaced. He remains skeletally juvenile.

/READ BY/ MARK PIASIO, Orthopaedic Surgeon
/Released By/ MARK PIASIO, Orthopaedic Surgeon
02/25/02 1612
JLB

' Complete Duplicate



100 Hospital Ave,. DuBois, PA 15801

FATIRMAN, SEAN *REF Unit # 000453177
RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0205300524

Date:02/22/02 Time:1538

PIASIO,MARK SIAR,W J

145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE

DUBOIS PA 15801 DUBOQOIS PA 15801
Chk~-in # Order Exam

519857 0001 45514 PI-TIBIA FIBULA 2 VIEWS*R

Ord Diag: 823.22-FX SHAFT FIB W TIB-CLOS

RIGHT TIB-FIB - AP AND LATERAL:

Healing midshaft tibia fracture is seen. ©No change in alignment from
prior studies noted. Non-ossifying fibroma distal tibia. Overlying
cast shadow seen. : '

/READ BY/ MARK PIASIO, Orthopaedic Surgeon
/Released By/ MARK PIASIO, Orthopaedic Surgeon
03/12/02 1554
RAW

Complete Duplicaté



100 Hospital Ave, DuBois, PA 15801

FAIRMAN, SEAN : *REF Unit # 000453177
RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0207300865

Date:03/14/02 Time: 0855

PIASIO,MARK SIAR,W J
145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE
DUBOIS PA 15801 DUBQOIS PA 15801
Chk-in # Order Exam : :
524166 0001 45514 PI-TIBIA FIBULA 2 VIEWS*L

Ord Diag: 823.22-FX SHAFT FIB W TIB-CLOS

AP AND LATERAL RIGHT TIB-FIB:

Mid shaft tibial and fibular fractures are seen. Periosteal new bone
formation is seen, mostly laterally at both fracture sites. No change
in alignment, near anatomic. Minimal callus is noted medially.
Nonossifying fibroma again noted in distal tibia.

/READ BY/ MARK PIASIO, Orthopaedic Surgeon

/Released By/ MARK PIASIO, Orthopaedic Surgeon
05/01/02 1417

JAH

Complete Duplicate



. 100 ﬁasﬁiEéihAve, DuBois, PA 15801
. FAIRMAN, SEAN *REF Unit # 000453177

RD 1 BOX 391
DUBOIS PA 15801 Age 13Y Acct # D0210100380

Date:04/11/02 Time:0923

PIASTIO,MARK SIAR,W J
145 HOSPITAL AVE MED ARTS 635C MAPLE AVENUE
DUBOIS PA 15801 DUBOIS PA 15801

Chk-in # Order Exam
529323 0001 45514 PI-TIBIA FIBULA 2 VIEWS*R
Ord Diag: 823.22-FX SHAFT FIB W TIB-CLOS

AP AND LATERAL - RIGHT TIBIA:

No non-ossifying fibroma distal tibia is seen. The mid shaft fracture
appears to be healing uneventfully. There is a soft tissue mass noted
over the medial aspect of the tibia suspicious for very immature
callus. Non-displaced fibular fracture healing uneventfully.

/READ BY/ MARK PIASIO, Orthopaedic Surgeon
/Released By/ MARK PIASIO, Orthopaedic Surgeon
05/01/02 1416
JLB

Complete Duplicate



.. Department of Health & Human Services : : : rorm Hpprovea
a]ph’Céke Financing Admin. /™~ TFICATE OF MEDICAL NECESSITY ™ OMB NO. 0938-0679

- ' MANUAL WHEELCHAIRS T DMERC 02.038

.-...__....__.._______._..__..___._________.__.____________________..._._..___________.__._.._._..__..__._.__-..._......_.__.____._._____,________

TIENT NAME,ADDRESS,TELEPHONE and HIC NO. SUPPLIER NAME ,ADDRESS, TELEPHONE and NSC NUMBER
FAIRMAN, SEAN MEDI HOME HEALTH CARE
RD 1 BOX 391 225 MAIN ST
byUBOIS Pa 15801 BROOKVILLE _PA 15825
_§}§~375 1019 HAICN: AU02778088W 814-849-8278 NSC:
ACE OF SERVICE: 12 HCPCS CODE {PT DOB10/20/1988Sex M HT. 59(in) WT. 115 (ibs)
ME and ADDRESS OF FACILITY PHYSICIAN NAME,ADDRESS (Printed or Typed)

applicable (See Reverse) : DR MARK A PTASIO

N/# ’ k0195 145 HOSPITAL AVENUE
K0002 DUBOIS PA 15801

) ] 814 375 9)1? UPIN A14232
TION B Infurmat|01 in thlS Sectlon Hay HUT be Completed by the Supp]ter of the ItenS/Supplles

_LENGTH OF HEED {# of monthS) ﬂ-:fé; 1-99 (99=LIFETIKE) DIAGHOSIS CODES (ICB -9): % l3 Ly

ITEH RODRESSED FHSHERS AMSUER QUESTIONS 1 AD 9 FOR HANURL WHEELCHARIR BASE; 1-& FOR

WHEELCHAIR UPTIUHS)HtCESSORIES

\ {Circle ¥ for Yes, N for Ho, or D for Does Hot 8pply, Unless Othervise Hoted)
~~~~~~~~~~~~~~~~~~~~~~ 0 R Ut
nual Yhichr Base And {i;) N D 1. Dnes the patlenr require and use 2 wheeichair to move sround in their

residepce!?

1 ficcessoriss

2. Does the patient have quadriplegia, 2 fixed hip angle, a Lrunk cast or
brace, excessive extensor tone of the trunk muq\lps or a need to raut 1n E)
recumbent pesition tia o more tines dur ing the qut .

3. Does Uhe paiient fiabe ¢ ast, birace of ﬂLJrulu‘”“.aLul coid it ion, dinich un,bani, 39
ﬁegree fle«lun of the knee or dues theipat\ent haue 51gn1f}cant edema of the.Juuer .
RS ] ~tiniy Tan w v lining Roaale -

4. UUeS the patxent have 3 need Tor aru Hblgnt uniieaent thau Lﬁdt avai
Ferowonon=ad just avtearns? - _ *

clining Back; 7 ./%?' 5. How many hours per dah does the p%rienf usually spend in the wheelchair?
]U:Lublp HT. 'firarest: (27 (1-24) {Round up te the next hour) .
g Tupe Ligk, Mhic o ! :
Wi i_}_.u‘ J]ﬂl‘.,l‘ Ab"«:*i'i i | G048 Thropalein abie taogdvedsioy i e siaindd '
F’/ l uplght nanual whtelcﬁa\r’ i
O S .i__w-,..{%_..‘..”‘. - . TR '1'2”“_“”_“:_»-_-.4
u Iupv LLur }hlrhl ’ YR /i; 9. If t ansuer ] Llon ﬂS 15 "Hn", wuLlu Lhe. p:L unr ue sblp ta udé T |
5 P “ope ] (o thout being pusied) o Lne whes Fehair whith Bag. SSﬂvbf'ffF Q‘ !
.................................. e e e et et e o e - 3 N ) it -
E OF PERYON 4 ERIHG %LC IUH;EIQUE“TIUHS IF QTHER THRY PHYSICIAN (Please Print): = - = AZZ;ZJ‘V—]f :
B \ 1/[ TIME: eyl BY e

CTION C

g , Y Hedica
I space is nesded,

ipt . 1
HTlouan«r for each item, list whe? Ichair base

3¢
‘and most COQtlU OpleWJ/QCLeSSOIXBS on t

9( 's cha
cessory and nﬁt1on (e Tustractions Sy chK/ Ef addit jong
s page “and continue on HCFR Forn 854.

Suppliers Medicare Fee
PC Description Quantit Chargs Allowed )
195 SA ELEV LEGREST PAIR K0195 W025010 { 44.80 /MONTH 44,00 /MONTH
002 W/C HEMI DET ARMS K00O2 Wil1l125 100.00 /MONTH 100.00 /MONTH

|..Check here if add1t1ona1 opt1ons/accessor1e
-éﬁﬁ , .

j ,ﬁhematmg iph‘ _
tbflcate of ﬂedtcal Necessity {J
¥ Lo B

L i S CSTGHATIRE AMD DATE S 1HEPS ARE HOT ACCERTABLY
S o (51;9?) B ) - LA mr Sy BG4 Gl ¥ j' U b onoee



IKS:

8544

MEDI HOME HEALTH CARE
225 MAIN ST |
BROOKVILLE PA 15825

SEQ # 00004
CHN # 2
FAIRMAN, SEAN Loc # 29 AUG2778088
gz2/0z2/02 INDEFINITE
02/02/02 LIFETIME FAEIR
£628.9 SCCIDENT NOS
818.0 FX ARM MULT/NOS-CLOSED
827.0 FX LOWER LIMB NEC-CLOSED

812.00 FX UP END HUMERUS NOS-CL

S R

RECen~EEB 25 200

i BY,

COMMODE ALL-IN-ONE (4) 0011015
IS PATIENT FPHYSICALLY INCAPABLE OF UTILIZING A
"REGULAR TOILET FACILITIES? : W1 YES. " 1°ND
O A A L F AN S S RN ER R R o L o PR I K R N R RV R 1o | I MRS u Ui et L
- LISTED. ABOVE. - ot
- l . / - 1 L
— i b ST
= i vV < :
DATEN PHYSICIAW’SIGNATURE/UPIN




—~ Z
y 2

Health Care, Inc. Joint l,l'ammlssmn _
1228 Weayne Avenue, indiana, PA 15701 ’ °
O 1228 Wayne Ave. O 68 w. Washmgton St., 1213 Beaver Drive

indiana, PA 15701 TG Dubois, PA 15801

(724) 463-4500 (814) 375-9650

1 New Patient O Current Patient

'ATIENT NAME: /) DELIVERY DATE: . )
) y R
-S. NUMBER: 475 /7/(/ PHONE NUMBER: 2/ 0 d—
\DDRESS: PHYSICIAN:
DIAGNOSIS:
QUANTITY . RENT/
DEL PU EQUIPMENT DESCRIPTION SERIAL# PURCHASE CO-PAY ADDITIONAL INFORMATION

(L PAL - ST Sons ey

{ / : 7 v yﬁ
_ F"“?“ A (/6\ -

X 507

,,/////"(w e

\\
E\
N

ZQCQ

70 1A=

Y 2cKaroXeelil®

YGEN:

fter Delivery::

~rspaiore Delivery:

Difference:

Total:

Liter Flow:

N Tt At e Brrwrine Eensireronty : 27 (Gatti Health Care, inc., Representative)



“CUSTOMER'S ORDER NO. PHONE DATE \
NAME
ADDRESS
£FB 18 2002
SOLD BY CASH C.0.D. | CHARGE | GRRGCE MOSE{RET'D.| PAID OUT
I
|
|
i
TAX
‘ iCEIVED BY l
TOTAL 3
PRODUCT 810 Ali ciaims and returned goods must be accompanied by this bill.

oy J——
- 9 8 Z i [AEBE] To Reor

B0G-225-6385 or nebs.com




’-atiérit?s:fName;_’

_mprehends use of prescnbed. equ:pment
Demonstrates the safe use-of the: equrpment
chmp':_h‘hends use ot:al safety. features. T
_ombrehends the cleanmg' and mai tenance of 'thev qu»pment ST
derstands: how to:r solve:comm pkoblems associated with the use: o At
u nderStands how to obtém serwce ,ho' ;_-’the dewce need it dunng use

.:epét'al:

ast any.-zdié(i_répancybg_low:

agree to use the above stated equ1pment set up b .'?I have recelved mstructaons

MSAOT-Flev. 8/82) #40052 'WHITE - REFERRAL COPY 'YELLOW - FILECOPY PINK - PATIENT COPY



DUBOIS REGIONAL MEUDIUAL CENLER

WEST UNIT EAST UNIT
T2200 375 4321
DUBOIS, PENNSYLVANIA 15801 /
Q%\ A,

AdGiess

/ .

WaA v

/,\\

(Vottes

SUBSTITUTION PE mZ:umPW

\&\

\N ORCER FOR A BRAND NAME PRODUCT TQ
NECESSARY' OR "BRAND MEDICALLY NECESSAR)

REFILL

TIMES
S s

DR PRINT NAME

ENSED, THE PRESCRIBER MUST HAND
HE SPACE BELOW

DEA NO STATE LIC. NO:

-y PR .

ﬂ..,w Vd DUBOIS REGIONAL MEDICAL CEAN
) WEST UNIT £as

b 37v.22007 27t
/. _DUBOIS, PENNSYLVANIA 15801
Phirent s \“\M\A 4o
Name et ot




3018 . " PA 15801

ﬁ'l .~ FED. TAX NO.

6. STATEMENT COVERS PE L
T UTEROM g vﬂ‘ﬁggl?GH .

3 o,

700 F8 NCO. 9 C4D. | 10LRD] N A

137
3712200 ¥51490707 013102

020202 2 ] ]

ENTNANE =
[RMAN, SEAN

13 PATIENT ADDRESS
RD 1 BOX 391

DUBOIS

{THDATE 155EX| 16 MS] . ADMISSION: © < * .o = 0
s§. e iy tee ;0 ca| 21 O R[22 STAT| 23 MEDICAL RECORD NO.

T CONDIIGNGODES :
20 2 %6 %Jg? PR e R I

17DATE
1 J1 L1 g1

701588 M 5

000453177

013102
\CCCURRENCE- .~ GRelgg ‘ »
( ENCE- %7 ] c
DATE o} Jaope OCCURRENCE

. W:ﬁéi:,é% z
CODE

3 ... TOCC C 5
i e - QECURRENGE SPAN.

013102

AT ’LO | C s

s i
- THROUGH -~ | A )

e o VALDEGC
CODE : E&%%ETS PR

RD 1 BOX 391
HEMLOCK HEIGHTS
DUBOIS

(814) 375-1019

PA 15801

. CD. |43 DESCRIPTION

44 HCPCS /RATES 45 SERV. DATE

46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES {49

] R/B (SP) GEN
VL PHCY: GEN n o STl
i} PHCY IV SOLUTIONS

) _PHCY DRUGS/OTHER -

) M/S/C GEN o

3 L/C HEMATOLOGY: . = -
, b e
)” ‘OR SVC GEN
)y P/T GEN
)

)

520.00

o BR GEN o oo e
RECOVERY GEN

:"_fc:%;%!)r)gcxggk44

=

1 | ToTAL

-2 1040
R .26
20
39 9
27
34
384
- 1934
R
- . 330
450

=
T
o o)
B
=
<2
~

2 1 4351 50 : ' ;

AYER 51 PROVIDER NO. s

AUTC INSURANCE
COMMERCIAL PROF COMP

200 DA
AT.- SSN -HIC. - 1D NO.

55 EST. AMOUNT BUE 56
4354 50

54 PRIOR PAYMENTS

1 cRoup Nt 62 INSURANCE GROUP NO

TM AU0Z2778088W

AUTO 959999 ,

INSURED'S NAME

{TRVAN TOREE
AIRMAN . .. ‘SEAN”
S sEAN

TREATMENT AUTHORIZATION CODES

A77asazzeos
17748422803 a
[oese] s evpLOYER AVE ’
TNVENSYS E

5 INONE

ERGY METE

P AG.CODES.
%@ﬁgw{ggé%s 72 CODE

7 A DIAG. S0}: . g boe - TR TO00E
@) 4

PROCEDURE g8l o o OF
3pG180 CU%&?NC\PAL Ste |
0 l 7906 0 »

: .CD§?“EBER°QEDU5WnE~~»»

‘IGNA~HEALTHCA;-H_=99999
CIGNA HEBLTHCA 999999

66 EMPLOYER LOCATION

S 74 €ODE
B

78
. %@%«ﬁmy 5 AOM.01AG. 0| 77 ECO0E___|
I & CELCN: LI

B2, ATTENDING PHYS. 10
A14232 PIASIO, MARK

1 PIAGLI0, MARK

| 84 REMARKS

OCR/ORIGINAL

: 86.DATE
85 PROVIDER REPRESENTATIVE |
Q@ASEY;TARESA,

FICATIONS ON THE REVERSE APPLY TO THIS BILL

02/27/02
AND ARE MADE A PART HEREOF
{ CERTIFY THE CERTH

I
I



Cicheall FEDERAL 1.D. NO. 25-1490707

JENT NAM PATIENT: NUMBE E GE DMISSION DAT ISCHARGE D/
SEAN FAIRMAN 02031-00677 01/31/02 02/02/02
ISURANCE COMPANY:NAM HOUP NUMBE LICY NUMBER
350001 AUTO INSURANCE 999999 CLM AUOC2778088W
350002 AUTO INSURANCE PROF C 999999 CLM AU02778088W
302755 CIGNA 999999 17748422803
300005 COMMERCIAL PROF COMP 999999 17748422803
LORAE C FAIRMAN O CARD NO.
RD 1 BOX 391 EXPIRATION DATE
HEMLOCK HEIGHTS 0
DUBOIS PA 15801 O SIGNATURE
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE
1/31/02 123 | ROOM 40807 120 3 1 520.00 520.00
2/01/02 123 § ROOM 40807 120 {16 1 520.00 520.00
TOTAL SEMIPRIVATE ROOM - MEDICAL 1,040.00
1131/02 94130 | 0.9% NS 1000 ML 7983-09 258 (11 1 20.00 20.00
1/31/02 94190 | 0.9% NS 1000 ML 7983-09 258 |12 1 20.00 2000
TOTAL PHARMACY 40.00
1/31/02 66621 | ACETAMINOPHEN TAB 325MG 253 2 10 0.75 150
2/01/02 59807 | ACETAMINOPHEN 325MG TAB 253 7 2z 0.75 1.50
2/01/02 59810 | ACETAMINOPHEN/CODEINE 300/30 TAB 253 8 1 200 200
2/02/02 59810 | ACETAMINOPHEN/CODEINE 300/30 TAB 253 9 1 2.00 200
2/02/02 66621 ACETAMINGPHEN TAB 325MG 253 2 -10 -0.75 -1.50
2/02/02 66621 ACETAMINGPHEN TAB 325MG 253 2 4 0.75 3.00
TOTAL pharmacy-self administered ; 8.50
2/01/02 58527 | PROPFOL 200MG/20ML VIAL 259 5 1 39.00 39.00
TOTAL injectable drugs/other 39.00
1/31/02 96697 STAY DRY ICE PACK SMALL 210 13 1 7.00 7.00
2/01/02 95883 | TUBING SUCTION 1264-02 210 |21 1 2.00 200
2/01/02 95962 | STOPCOCK 3-WAY MX531 210 |20 1 200 2,00
2/01/02 96696 | ICE PACE SECURE-ALL LARGE 210 |22 1 9.00 9.00
2/01/02 86697 | STAY DRY ICE PACK SMALL 210 |23 1 7.00 1.00
TOTAL SUPPLIES 21.00
1/31/02 24004 | HEMOGLOBIN 305 2 1 17.00 17.00
1/31/02 24005 | HEMATOCRIT (HCT) 305 2 1 17.00 17.00
TOTAL Lab-hematalogy 34.00
1/31/02 44004 | XR-SHOULDER MIN 2 320 1 1 101.00 101.00
1/31/02 44022 | XR-TIBIAFIBULA 2 VIEWS 320 i 1 93.00 93.00
201/02 44022 | XR-TIBIA FIBULA 2 VIEWS 320 9 1 93.00 93.00
2/01/02 49001 | FLUOROSCOPY TQ 1 HR 320 5 1 97.00 97.00
2/01/02 49012 | BEDSIDE/OR RADIOGRAPHY 320 |5 1 0.00 0.00
: TOTAL RADIOLOGY ) 384.00
— PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY T INT| CONTINUED
TIENT NUMBER PLEASE REFER TO PATIENT '

NUMBER ON ALL INQUIRIES :
02031-00677 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration

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

PIFASE RETAIN FOR YOUR RECORDS



UMBE

E 999999

350002 AUTO INSURANCE PROF C 999999
302755 CIGNA 999999
300005 COMMERCIAL PROF COMP 999999

CLM AU02778088W
CLM AU02778088W
17748422803
17748422803

LORAE C FAIRMAN
RD 1 BOX 391

HEMLOCK HEIGHTS
DUBOIS PA

1658071

O CARD NO.

O EXPIRATION DATE

(B oscovin SIGNATURE

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

'/01/02 4037 | ORROOMUP TD 1 HR 360 6 1 1800.00 1,800.00 .
/01/02 4253 | SCOTCH CAST - LONG LEG 360 7 1 134.00 134.00
TOTAL OPERATING ROOM 1,934.00
01/02 70922 | SELF CARE/HOME MGMT&ADLS 15 MIN 420 |15 1 50.00 50.00
TOTAL PHYSICAL THERAPY 50.00
1/31/02 16213 | EMERGENCY DEPARTMENT VISIT L4 450 |18 1 200.00 200.00
1/31/02 16297 | W MEDS 40 17 2 65.00 130.00
TOTAL EMERGENCY ROOM 330.00
f31/02 58585 | HYDROMORPHONE HCL 2MG/ML 635 1 1 6.00 6.00
'/01/02 58933 | MORPHINE SULFATE 4MG/ML INJ 1636 6 2z 6.00 12.00
TOTAL Drugs w/ detail coding 18.00
1101/02 6115 ; RECOVERY ROOM 30 MIN TO 1 HR no 114 1 450.00 450.00
TOTAL RECOVERY ROOM 450.00
i/31/02 1613 | PC EMERGENCY DEPARTMENT VISIT L4 980 |19 1 175.00 175.00
TOTAL Professional fee-general 175.00
TOTAL CHARGES 4,529.50
TOTAL PAYMENTS/ADJSUSTMENTS 0.00
PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

P T:NUMBER
02031-00677

PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES
AND CORRESPONDENCE.

4,529.50

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

PLEASE RETAIN FOR YOUR RECORDS




oY
IENT AUTO INSURANCE CLAIM “ EXPECTED PAYMENT”
e WORKSHEET

":DuBms' Regional;

| dical Center Patient: Se.an Faieman
- Po Box 447 o |
Dubois, PA 15801 DRMC Account #:  203] - OGLT77
Medicare Provider # 390086 Dates of Service: i/ 31/ 0~ 2[4 Jox.

Total Charges: $§ 4354 50

DRG: 755 $ 1095.59 .
X 110%
Subtotal: $ {2055
o —TN
- VY
Aotal Expected Payment: $§ 205,15 /

- //
gl /‘I/’,

PLEASE NOTE: PROFESSIONAL FEES ARE
BILLED SEPARATE: ENCLOSED PROFESSIONAL
- CHARGES S 95.00




.

e T Vg TR

IN THIS L ST AR

- ]

oo ORMi it ecy Lo

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER e 2 {FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG

D (Medicare %) D (Medicaid #) D (Sponsor's SSN) L—\_I (VA File #) D (SSNor 1D) [—_\ (SSN) rJ {10} / MAUI02778088W

FATRMAN

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

3. PATIENT'S BIRTH DATE
MM | %%

SEAN 10 20

11988 Mk ]

SEX (4. INSURED'S NAME (Last Name, First Name? Middie Initial)
7

FATRMAN LORAE c

-—-~3 |<— CARRIE

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

W 1 BOX 391

8. PATIENT RELATIONSHIP TO INSURED.”

seit [] SpouseD Chfldﬂ Otner| |

7. INSURED'S ADDRESS (No.. Streer)

ED 1_BOX 391

CITY STATE | 8. PATIENT STATUS cITY STATE

JUBOIS A Single[yr] Maried [ | otner O |lmrots b

ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
{ Employed Fuli-Time Part-Time ( g

L5801 814 §751019 Student Student 15801 814 3751019

9. OTHER INSURED'S NAME (Las! Name, First Name, Middle Iniliat)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

D YES

b. OTHER INSURED'S DATE OF BIRTH
YY

MM, DD :
H ;

b AUTO ACCIDENT?
E YES

SEX
»

L

¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

D YES

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {CURRENT OR PREVIOUS)

E:JNO

PLACE (State)

D NO

DNO

11 INSURED'S POLICY GROUP OR FECA NUMBER

999999

a. INSURED'S DATE OF BIRTH
MM DD Yy

1 |

SEX

01104 1957 "] r

ke

b. EMPLOYER'S NAME OR SCHOOL NAME

NSYS ENERGY METE

¢. INSURANCE PLAN NAME OR PROGRAM NAME

AUTO INSURANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES 12 NO 1f yes. return to and complete item 9 a-d.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of am;
10 process this claim. | also request paymeni of government benefits either 10 mysel or

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

y medical or other information necessary
to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE ! autharize
payment of medical benefits to the undersigred physician or supplier for
services described below.

~<————— PATIENT AND INSURED INFORMATION

below.
SIGNATURE ON FILE SIGNATURE ON FILE
SIGNED _ .. ___ . e e e e DATE - — SIGNED ____ "
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE TC WORK iN CURRENT OCCUPATION J}
MM 1 DD 1YY € INJURY (Accident) OR GIVEFIRSTDATE MM 1 DD i YY M 1 DO 1YY MM i DD oYY
j ' PREGNANCY(LMP) : ! FROM ! ! TO i i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURGE 17a.1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPH’\'AALIZATB%N DA1;E\E{S RELATED TO CI:A!’?\ARENT;D%ERV[(\Z(ES
Mo ; :
FROM, : 10 ' |
RIN A MCKINLEY: R34287 131 102 02 102 1po
19, RESERVED FOR LOCAL USE 20. QUTSIDE LAB? .~ 3 CHARGES
. [Jves [ Jwno
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE} 1 ZZ.éﬂgoDéCAlD RESUBMISSION ORIGINAL REF. NO
1.182382 FX TIBIA W FIRULA NOS-CL 4 L
23. PRIOR AUTHORIZATION NUMBER
2 E8261_PEDAL CYCLE ACCIDENT INJU+ L . L
M. A B C D £ F G L H [ 1 J K z
£ QATELS) OF SERVICE Place | Type PROCEDURES, SERVICES, OR SUPPLIES| oo ~o DOA‘F/{S EPSOT RESERVED FOR g
i oD of of (Explain Unusual C-rcum_slances) CODE $ CHARGES amilyl evc | cos LOCAL USE
YY MM 0D YY |SeevicelService] CPT/HCPCS | MODIFIER UNITS| Plan g
! ‘ : : ’ ] i x
11 31 D2 Qg1 31 g2 3 199284 i . 1 175 .00 1 0361100ve|Q
; ! <
' : | | ! | | -
1 i i H . 8 , 1 1 I
' : ! ' : ¢ i LI_J
i ]
! 1 ' ! ) h a
I ; ' 1 ‘ ! ! %
- - ! i
1 2]
! ' 1 ' ; o
) ! ! ’ ! | O
{ 1] i 1 1]
1 Z
1 1 H t i : g
H 1 I 1
! i l 1 : 7]
>.
' i : 1 | i I
¢ t § | . i . i &
: i i 1 | l I L
5. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. [ 27 ACCEPT ASSIGNMENT? 29. AMOUNT PAID 30. BALANCE DUE

(For govt. claims, see back)

28. TOTAL CHARGE
i 1 i

251490707 xJL) 0203100677 x[ ] ves []wo 175 _0g s 0d 1599 o4
1. SIGNATURE OF. PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP COD‘é

INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home or office) " & PHONE #

{1 certify that the statements on the reverse

apply to this bill and are made a part t;i’rseov’.) DUBOIS REG MED CTR buBOIs REG MED CTR

s PO BOX 447 PO BOX 447
AMERON DUBOIS , PA 15801 DUBOIS . PA 15801
IGNEDD (12 402 DATE PiN# GRPAQNo AL

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

PLEASE PRINT OR TYPE

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




PLEASE’ 7707 cASUALTYTERBOY 5
g?A'\;fg ‘ PR, A 6.0 WYCLIFF ROAD )
INTHIS R /2" dv RALEIGH NC 27607 B <
S w‘g

[T ]rica HEALTH INSU CE CLAIM FORM pica [ 7]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROuP PLAN EF;-E;S)L\_ OTHE?VT FINSURED'S I.D. NUMBER ([FOR PROGRAM IN ITEM 1}
D (Medicare #) D (Medicaid #) r’] {Sponsor's SSN) ’:] (VA File #) D (SSN:;’:ID) (SSN) {Z] (1D} \gl_m#w 2778088W j

FAIRMAN

2. PATIENT'S NAME (Last Name, First Name, Middie Initial}

SEAN

3. PATIENT'S BIRTH DATE
MM DO | YY

l@ 2@ 88 w[¥] ]

SEX

4. INSURED'S NAME (Last Name, FirgL\dme, Middle Initiat)
FAIRWAN; E

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

RR1 BOX 291

6. PATIENT RELATIONSHIP TO INSURED

selt ] Spouse[ ] chid[ ¥ otrer |

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

HEMLOCK HEIGHTS

CITY STATE | 8. PATIENT STATUS CITY STATE
DUBOIS PA SingieD Married D Other D pDUBQOIS PA

ZIP CODE TELEPHONE (include Area Code) ZIP"CODE TELEPHONE (INCLUDE AREA CODE)
15801 (814) -375-1@19 | "™ Liimer— PatTine— |1 5g@1 (e14)-375-1019

FAIRMAN, LORAE

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

10. IS PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER

1774842283

a. EMPLOYMENT? (CURRENT OR FREVIOUS)

D YES NO

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY I
| 1 M

SEX

il

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

91 87 53 “I¥ ]

b. AUTO ACCIDENT? PLACE (State)

YES D NO

b. EMPLOYER'S NAME OR SCHOOL NAME

1 !
¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?
[

D YES

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

Xves [ Jno

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

PATIENT AND INSURED lNFORMA.TION ————> | ¢— CA:

below.

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

SIGNED_STGNATURE. ON_FILE

oATE A2 18 @2

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

sianed _STGNATURE ON FILE

14. DATE OF CURRENT:

MM oYY
2131102

INJURY (Accident) OR
PREGNANCY({LMP)

ILL NESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SlMILAFl {LLNESS.

GIVE FIRST DATE MM : jals] J
1

16. DATES PATIENT UNABLE TO WORK iN CURRENT OCCUPATION
MM . DD YY MM DD Yy

FROM b : TO | |
1

PTASIO, MARK

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

!
17a.1.0. NUMBER OF REFERRING PHYSICIAN

| 1
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD | YY MM, DD, YY_
FROM @11 31192 O B2 02 @2

19. RESERVED FOR L OCAL USE

20. OUTSIDE LAB? $ CHARGES

[CJves [ Jno | |

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

. 1812.00 FX HUMERUS UPPER

=

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

L
23. PRIOR AUTHORIZATION NUMBER
£23.22 FX FIBULA W/TIBIA .,
24. A B (o} D E F G H ( J K
DATE(S) OF SERVIC Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT|
From %10 (Explain Unusual Circumstances) DIAC%\JC%S'S $ CHARGES OR [ Family| o~ | cog REEOE(?XLESSZOR
MM [n]s] YY MM DO Yy CPT/HCPCS { MODIFIER UNITS| Pian
e :
| 1 1 1 ( [ ;
]
@131 2| 1 |2 c0e | | €00, 00| 1 58186197
|
1 . ! ! ] '
I | 1
2@1 131 @2 i . 21 9223 [25.' S7 200. 00! 1 58186197
| .
| 1 | | | ]
| 1
S L | | .
I
) !
] i : i | | !
3 l 1 [} ] ! 1
: -
I | i I i ' [N
i L | ! >
i
f ? i i i '
B I 1 i 1 i
25. FEDERI\L TAX .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO.

58-1861978 10

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

7580 ves [ ] no

28. TOTAL CHAHG‘: 30. BALANCE DUE

s £00,00|s || 80000

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

32. NAME AND ADDRESS OF FACILITY WHEHE SERVICES WERE
RENDERED (If other than home or of

DUBOIS ‘R’EGIOHAL I'IEDICAL c
PO BOX 447

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZiP CODE

WARR' o. PIASIO, WM.D.
145 HOSPITAL AVE, SUITE 311

PHYSICIAN OR SUPPLIER INFORMATION

PIASIS, MARK A. ., M.D.|DUBOIS, PA 158061 DUBQIS, PA 15801
sicNeb @2 15 @2  parc pny 5818613978 crry 081861978 Y
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) LEASE PRINT OR TYPE FORM HGFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500




|

w

.

-
DIMrec

IN THIS | e - \F-’- RALEIGH NC "76@7 , \7’
. _ {,‘
TTrea HEALTH INSURANCE CLAIM FORM roa [TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER] 1a. IMSURED'S L.D. NUMBER (FOR PROGRAM IN ITEM 1)
(Medicare #) D (Medicaid #) D (Sponsor's SSN} D (VA File #) D (EéNTDI EJL)AN I:] (SS|7\I) (1D) c{f: £02778088W /
2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PI/A\A";IENT 'S BIRTH DATE SEX 4. INSURELS NAME (Lasthane, First Name, Middie Initial)

FATIRMAN

SEAN 10! 20! 88

Mkl  f[]

FATIRMAN, ERNIE

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

RR1 BOX 391

6. PATIENT RELATIONSHIP TO INSURED

Self | Spouse[ | cnna@ Other] ]

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

HEMLOCK HEIGHTS

CiTY STATE | 8. PATIENT STATUS
DUBOIS PA SingleD Married D Other D
ZIP CODE TELEPHONE (include Area Code)
Employed . Full-Time Part-Time
15801 (814)-375-1019 Student Student

CiTY STATE
DUBOIS PA
ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15801 (814)-375-1019

FATRMAN,

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

LORAE

a. OTHER INSURED'S POLICY OR GROUP NUMBER

17748422803

D YES

MM | DD | YY
| b

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?

E YES

SEX
M

il

| [
¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

D YES

10.1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

NO

PLACE (State)

[vo
DNO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM o0 SEX

01 07 52 M X F )

b. EMPLOYER" S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the reiease of any medical or other information necessary
1o process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

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

| <— CARRIE

PATIENT AND INSURED INFORMATION —88

below.
seneo_STGNATURE ON FILE DATE@D 18 QA2 siGNeo _STGNATURE. _(ON FILE Y
14, DATE OF CURRENT CURBENT: ¢ ILLNESS (First symptom) OR 15. I PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 15. DATES. PATIENT UNABLE TO WORK IN CURRENT OCCUPATION y
MM INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD | MM 1 DD 1 YY MM DD 1YY
1! 3 1] @ 2 PREGNANCY(LMP) ) FROM | ; 10 | !

i

PIASIO, M

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

ARK

i |
17a. |.D. NUMBER OF REFERRING PHYSICIAN

]
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM ;oYY MM | DD | YY
FROM@1! 31 182

19. RESERVED FOR LOCAL USE

0 g2 ‘ 22 02
20. OUTSIDE LAB?

$ CHARGES
[TJves [ no

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

. 823.22 FX FIBULA W/TIBIA

—

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

58-1861978

L[l 7580

{For govt. claims, see back)

@ ves [ | ~o

fc O W
23. PRIOR AUTHORIZATION NUMBER
2. __ a |l _._
24. A B C D £ F G H 1 J K
DATE(S) OF SERVIC Place | Type | PROCEDURES, SERVICES, OR SUFPPLIES DAYS [EPSDT RESERVED FOR
From 1o of of (Explain Unusual Circumstances) DIACGOf\I‘:(‘ZE)ESIS § CHARGES OR [Family| cpie ! coB LOCAL USE
MM DD YY MM oD YY |Service{Servicel CPT/HCPCS | MODIFIER UNITS| Plan
ey 1
i i i i | ]
22 @1 92 1 : 21 7752 |79 1 11006001 1 58186197
1
Lo o | ‘
i 8 ! 1 [ ! :
. 1
I i 1 i I ;
| i | | l i |
il 1 1 t | 1
1
! ! i | i t
I
L L L :
!
!
1 1 | i ( 1
L L L :
!
]
1 1 | 1 |
1 : § { | 2 :
! Il | ¢ '
25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

S 1100.00 |° | |s1100.00

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

RENDERED {If other than home or office)

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

DUBCIS REGIONAL NEDICAL C

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

& PHONE #
MARK A. PIASIO, M.D.

PHYSICIAN OR SUPPLIER INFORMATION

PO BO¥ 447 145 HOSPITAL AVE, SUITE 311
PTASIO, MARK A., M.D. |DUBCIS, PaA 15801 DUBGOIS, PA 15861
sighep @2 18 @2 pate P SG 1861978 |an# 581861878 Y
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYBE FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500



.

.
e N

INTHIS
AREA

| PICA

§ U,Ur .

KA LM NU

Ny \'\LWV/

NCE CLAIM FOR pica {1 T]

1. MEDICARE

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

L]

HEALTH INS
MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER
PLAN __ BLK LUN

G
L}g (1D)

(SSNj)

1a. II;ISURED'S 1.D. NUMBER {FOR PROGRAM IN ITEM 1)
%QM#@2778®e§y///

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

3. PATIENT'S BIRTH DATE

SEX .
L

4.1N 'S NAM ame, First Name, Middle Initial)

MM , DD , YY
i ]

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?

YES

SEX
M

il

! ]
c. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

D YES

PLACE (State}

DNO

DNO

, DD ; YY

FATIRMAN SEAN 1@ 20 88 FAIRMAN, ERNIE
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No., Street)

RR1 BOX 391 Sef [ | spouse[ | cnia[¥] ome] | | HEMLOCK HEIGHTS
cITY STATE | 8. PATIENT STATUS cITY STATE

DUBOIS PA Single[ | Married [} oter D DUBGIS PA
ZIP CODE TELEPHONE (Include Area Code) . ZiP CODE TELEPHONE (INCLUDE AREA CODE)

Employed Full-Ti Part-Ti

15801 ((814)-375—1@19 meieye D srudeln";e sfude:?e 15801 ) (814))—375-1@19
5. OTHER INSURED'S NAME (Last Namo, First Name, Middie Inftial) 70. 16 PATIENT'S GONDITION RELATED T0: 1. INSURED'S FOLICY GROUP OR FECA NUMBER

FAIRMAN, LORAE
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)  fa. INSURED'S DATE OF BIRTH SEX

t |
17748422803 []yes [Rvo @1 @7 33 “[d O

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
@ YES D NO if yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary
10 process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

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

|<— CARRI

PATIENT AND INSURED INFORMATION —————

MM 1 DD 1YY
0113102

INJURY (Accident) OR

GIVE FIRST DATE MM |
PREGNANCY(LMP) !

below.
sicNeo__ STONATURE ON FILE DATE A2 18 @2 scnep _ STGNATURE ON FTILE Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIM\I{L\;&R ILLNESS. § 16. DATESMPNA'\TlENT UNAB#\I{E TO WORK IN CUS?AENT OCCUPI\\/‘I\'{ION A
I

1 DD
FROM ! 1 TO ! !

i DD

PIASIO, M

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

ARK B

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

[N
=]

1
. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD , YY MM | DD, YY
Cemom 4 o™

19. RESERVED FOR L OCAL USE

1 ! 1
20. OUTSIDE LAB?

$ CHARGES
[Jves [Jno |

°

22

,823.22 F

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

X FIBULA W/TIBIA

Y

22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

38-1861978

100 | 75892

{For govt. claims, see back}

ves [ ] no

[ .
23. PRIOR AUTHORIZATION NUMBER
2.0 4l .
24, A B C ) £ F G H i J K
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, ORSUPPLIES| [ cnocis DAYS [EPSDT| RESERVED FOR
From To of of (Explain Unusual Circumstances) CODE $ CHARGES OR |Famiy| sy | coB LOCAL USE
MM DD YY_ MM 0D YY|SewiceServicel CPT/HCPCS | MODIFIER UNITS| Plan
1
H i ] 1 1 1
Q2 97 @2 ! ! 11 359 [26{ 25. 09 1 58186197
.
[ 1 1 1 I {
I I i i I | ]
! i) 1 i ] 1
i
) 1 i } ] :
L L - }
t
|
1 | | ( f (
R P L :
1
i | ! | | :
1 ] 1 I ] 1 I
I i i | ! i
1
i 1 I ] 3 | :
; : A H | it i 1 !
25 FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

50 25,00 L |s 2500

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 )

RE&JDEHED {If other than home or office)

A. PIASIO,

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

M. D.

I
33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

HWARE" A. PIASIO, M.D.

145 HOSPITAL AVE, STE 311 145 HOSPITAL AVE, SUITE 311
PIASIO, MARK A., M.D. | DUBQCIS, PA 15801 DUBOIS, P& 138061
sioned @2 18 82 pawE e OD81861978 ]GRP# 581861978 Y
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500



-

E;\I’TH[S—. . ] KALELILGH NU Z/0WU/ f
I o8
. N C@,\P

[TTprea HEALTH INSIJRANCE CLAIM FOR - PICA |
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN [TEM 1.
HPLAN BLK
D (Medicare #} D {Medicaid #) ‘:‘ (Sponsor's SSN) D (VA File #) D (SSN or 1D} I:] (SSN) {10y CLM#@277088W
2. PATIENT'S NAME (Last Name, First Name, Middte Initial) 3. P“?'\'I/'IIENT S BIRTWATE SEX 4. INSURED'S NAME (Last Name, FirsyfName, Middle Initial) -
| i .
FAIRMAN SEAN 10:20. 68 ™ FI1NFAIRMAN, ERNI
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. RED'S ADDRES, 0., Street)
RR1 BOX 291 . st [ ] spouse[ | cnid[y] omgl | |HEMLOCK HEIGHTS
CITY STATE | 8. PATIENT STATUS [ CITY STATE p-4
Q
DUBQIS PA Single[ | Maried [ | omer [ | |DUBOIS FA E
ZiP COCE TELEPHONE (Include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time . T
15801 (814)-375-1019 studomt L] Stodem 15801 (s14)-375-1019 5
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER 4
FAIRMAN, LORAE : 2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE]\% S DATSSDF B&!JH . SEX - g
177484228032 Xjyes [Jno : o1 @7' 53 - MY FI 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (S!atE) b. EMPLOYER'S NAME OR SCHOOL NAME =
MM ) DD 4 oYY F YES N0 z
L | M ] [ — =
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME ;
[Jvs [ 2
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE - {d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
’ YES D NO If yes, return to and complets 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 1 authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier tor
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SieNeb _SIGNATURE ON FILE DATE@D 18 (@2 sieNep_STGNATURE ON FILE
14, DATE OF CURRENT ILLNESS (First symptom) OR 15. F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. { 15. DATES PATIENT UNABLE TO WORK (N CURRENT OCCUPATION
MM INJURY (Accident) OR GIVE FIRST DATE MM DD MM , DD 1 YY MM DD+ YY
21, 3 l @ 2 PREGNANCY(LMP) i : FROM .} : 0 : |
17. NAME OF HEFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPI;I'AI&IZAT'I:%N DAT\'{%S RELATED TO CURRENT SERVICI\E{S
. i | MM , DD , Y
PIASIO, MARK FROM | i T ! P
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves [ Jno
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
v
, 812.20 F¥ HUMERUS UPPER , o
23. PRIOR AUTHORIZATION NUMBER
2823.22 FX FIBULA W/TIBIA L
' 24, A B c D E F G H | J K -4
i DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSDT] RESERVED FOR o
: From R To of of (Explain Unusual Circumstances) CODE $ CHARGES OR |Family EMG | cos LOCAL USE [
MM 3]s} YY MM DD YY |ServiceService] CPT/HCPCS | MODIFIER UNITS| Plan g
—t = T
( ' I i I I o
| 102 114 22 P 11 3052 126 L 26,00 | 1 58186197 o
' 1 1 | 1 ) i =
|
102114 P2 | | ! |11| fw3s9@ |26 25100 1 58186197 |
| 5
! i I 1 | ]
Q.
3 : { ; 1 J I ! &
1 (]
1
1 1 1 o«
i P | ! 3
i 1
! 3
1 I ! I { H o
1 ! t | I 1 § 9
i : : | i 1 ; n
] >
1 1Xx
N 1
3 B ! J I ;
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT 'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 23 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) \ |
58-1861978 (11 |7s80 g ves []no s 51.00 |3 ! S 51.00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33, PHYSICIAN S, SUPPLIER'S BILLING NAME, ADDRESS, ZiP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE
{I certify that the statements on the reverse MARK A. PIASIO, M.D. MARK A. PIASIO, M.D.
apply to this bilt and are made a part thereof.) :
145 HOSPITAL AVE, STE 311 145 HOSPITAL AVE, SUITE 311
PIASIO, MARK A., M.D. |DUBOIS, P& 15801 DUBQIS, PA 158@1
sonep @2 18 02 ot i 581861978 | orey 581861978
F HCFA-1 12-
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE ORM HCFA 1500 (12:90)

FORM QWCP-1500 FORM RRB-1500



pLense 5 CASUALTWF'@%&W” el
g%gﬂ; —619 WYCLIFELRRSAD.N/
IN THIS =
AREA
2\71}.\{? E 5 £GG

[T |Pca HEALTH INSURA PICR [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GHOUP F’ECA OTHER PROGRAM IN ITEM 1)

LTH PLAN BLK @

{Medicare #) D (Medicaid #) D (Sponsor's SSN) E] (VA File #) D (SSN oriD) D (SSN) IK] (1D} /

CLM#02778088W

19

FAIRMAN

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

SEAN

3 PATIENTS BIRTH DATE
MM | LYY

10,20 88

v [X]

SEX

#{] |FAIRMAN, ERNIE

//\ 4. INSURED'S NAME {Last —PIFSt Name, Middle initial)

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

RR1 BOX 391

6. PATIENT RELATIONSHIP TO lNSUFlEJIi

Self D SpouseD ChiIdE O;mer[:]

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

HEMLOCK HEIGHTS

c. EMPLOYER S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[:] YES

Dwo

CITY 1 STATE | 8. PATIENT STATUS CITY STATE
DUBOIS PA_ singe[ | Mamed[ | omer [ ] {DUBOIS PA
ZiP CODE TELEPHONE (Include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
15801 (814)-375-1019 sttt [ ] Secom 15801 (814)-375-1019
9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
FAIRMAN, LORAE
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURED S DATID: OF BIRTH SEX
17748422803 [Jres  [Xno 01! 07! 53 (¥ F ]
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTQ ACCIDENT? PLACE (State) |b. EMPLOYER' S NAME OR SCHOOL NAME
MM , DD , YY
7 M F[] Xjves  [Jvoo

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

Hves [ Jwo

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

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

jod

1

services described below.

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

PATIENT AND INSURED INFORMATION —————p

| <— CARRIER

below.
siGNedb_STGNATURE _ON _FILE DAEQR Q6 @2 sicneo_SIGNATURE ON FILE Y
14. DATE OF CURRENT: {LLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM « DD I YY INJURY (Accident) OR GIVE FIRST DATE MM DD YY MM+ DD 1YY MM+ DD 1YY
21 |31 @2 PREGNANCY(LMP) ; ! FROM 1 ! i '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. |.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM , DD , YY MM |, DD ; YY
PTASIO, MARK FrRoM : ! T ) 5
19. RESERVED FOR LOCAL USE 20. OUTSIDE 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
- CODE ORIGINAL REF. NO.
, 823.22 FX FIBULA W/TIBIA - '
23. PRIOR AUTHORIZATION NUMBER
2 b . 4L
24. A B c D E F G H | J K b-2
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES o TAVS [EPSDT] RESERVEDFOR 1@
From To of of (Explain Unusual Circumstances) D‘%”C;\‘DOESIS $ CHARGES OR |Famiy| cyi | con LSOECAL USE =
MM [312] YY MM ob YY |Servicg Service] CPT/HCPCS | MODIFIER UNITS| Plan g
7 T
1 | 1 1 1 1 e
@2 22 @2 : . 11 |26 ! 23100 | 1 58186137 S
: Z
I I ) 1 ! i ~
1 1 | 1 I 1 { c
2 ! ) 1 1 1 t w
? &
) |
1l ( | : | } : o
3 1 1 1 1 L L >
' 1 2]
i
i ! ! t o
{1 | I ‘ °
) . i : =z
1 t I \ [ <
i I 1 I ! l I : Q
) i 1 1 1 ! L [77]
i >
! xr
1 | ; i !
. : } i i i : x
¥ ! I
25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? B 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

58-1861978 C10]

7580 [x] ves

(For govt. claims, see back)

25.00 |$ {

DNO $

$

25.00

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

RENDERED (!f other than home or office)

MARK A. PIASIO, M.D.

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

& PHONE
MARK A PIASIO, M.D.

33. PHYS(CIAN S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

FORM OWCP-1500

145 HOSPITAL AVE, STE 311 145 HOSPITAL AVE, SUITE 311
PIASIO, MARK A., M.D. DUBOIS, PA 15801 DUBOIS, PA 13801
sanep @3 06 @2 oute e 581861978 | ores 581861978 v
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90)

FORM RRB-1500




STAPLE e e n A wadas s e b
IN THIS . \X . RALEIGH NC 7b®/ g
. B Q
TTprea : HEALTH INSURANCE CLAIM \,Qi/“} poa [TTV
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GHOUTP SEI%UNG OTHER] 1a. I¥SURED'S |.D. NUMBER atih;\ }N)lTEM 1) %‘
ALTH PLAN :
3 o+
{Medicare #) D (Medicaid #) D {Sponsor's SSN) D (VA Filz #) D (SSN or (D} D (SSN) fzj (1D} CLM#@2778 & ‘Q" ’#/,! '~
2. PATIENT'S NAME (Last Name, First Name, Middle inital) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (hastNAReErstName, Mdge Initial) g 7 ‘)
MM , DD, YY S 2 s
SEAN 10i20i88 %] *[] |FADRMAN, ERN B4/
5. PATIENT'S ADDRESS {No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS TG, % Y/ g
S
X . ~ i
RR1 BOX 391 SelfD SpouseD Chl|d@ Otherl:l HEMLOCK HEIGHTS R It { /
cITy STATE | 8. PATIENT STATUS cITY ~,,\/<£s TE z
DUBOIS PA singe[ | Mared [ ] omer (] |DUBOIS s PA =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) ‘E‘
) . Employed _ Fuli-Time Part-Time N ey n e a g o
15801 d814)-375-1019 Stucort [ snscen 15801 {s14)-375-1019 |5
9. OTHER INSURED'S NAME (Lasi Name. First Name, Middie Initial) 1015 PATIENT'S CONDITION RELATED TO: 11.INSURED'S POLICY GROUP OR FECA NUMBER =
FAIRMAN, LORAE 2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) | a. INSURED'S DATS éDF BIATH SEX g
. : h
17748422803 []ves  [x]vo 21! @7 53 Myl L g
. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME a
MM, DDy oYY F YES NO Z
L Ly O lves  [Ove 2
c. EMPLOYER'S NAME GR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME "2
[l [Jw z
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
[X] YES D NO 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
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED_CSTENATHRE AN ETLE DATE 2 SIGNED 3
e e ee—— — e —_—
14. DATE OF CURRENT: g4 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIM(LAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM 1 DD 1YY € INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1 YY MM 1 DD 1YY MM DD Yy
@21 31162 PREGNANCY/(LMP) ! : FROM | x 10 .
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18, HOSPHI\‘AALIZATION DAT{I\E{S ‘RELATED TO CURRENT SERVICES
] ; oD
PIASIO, MARK FROM r‘w | © 1
19. RESERVED FOR LOCAL USE : 20. OUTSID =
' [l l’:’}bt .
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2,3 OR 4 TO [TEM 24E BY LINE) —l, 22. MEDI;}\ID RESUBMISS 3 - 7
. . : I Fa) EATY A
, 823,22 FX FIBULA W/TIBIA - /  APp } /
23, PRIGR AUTHORIZATION' Nm‘ms@g
/ cUg
2. I__ _ 4 | L L
24, B [ D E P 571G, H | Jq K =
From 1181 OF SERVICE, P | T | aplan Unosual Croumtances) | DYAGNOSiS TR e | o | PSRN (R
MM__ DO YY MM DD YY |ServicelService] CPTIHCPCS | MODIFIER CODE SOHARGES | NiTs] Pl 2 MG 7 LOCAL USE g
T TR
1 t 1 1 1 | i N [1
paia gz | L i 26! 25l00 | 1 58186197 |8
! Z
g L | | - |z
w3i1a b2 | 01 i | 26,00 | 1 58186197 |§
! 3
3
. , o
| ; i J | l : o
1 { 1 | I : 2
1 [
! 1 [ I ! : 1o
I L L ' 2
| 1 “ Z
| H 1 1 i ! S
| ! | | | 1 : Q
I ! 1 ! i ; h
! >
I
1 ] !
} i I ! i i o
3 | ! ' 35 1 H
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
. . {For govt. claims, see back) : | ‘
58-1861978 O |7s8e [ ves [ ] wo $ S1.00 |° ! ' 51.00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse MARK A. PIASIO, HM.D. MARK A. PIASIO, M.D.
apply to this bilt and are made a part thereof ) 5 _ — .
145 HOSPITAL AVE, STE ._:.Ll 145 HOSPITAL AVE, SUITE 31t
PIASIO, MARK A., M.D. UUBDI PA 15861 DUBOIS, PA S8061
SIGNED (32 19 @2 DATE PNESE ] 861978 oree 581861978 Y
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCPA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500




-+
e

pbNOT L ap—" %2 A ﬁECEle in WYCLIFF KOAD
IN THIS O i SIGH NC Z7667
| relim
[T | HEALTH INSURA EACEAREFORM pea [TT]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP . NUMBER N OR PROGRAM IN ITEM 1)
EALTH PLAN __}Ri i y
(SSNar 10} ( ..-N) rlD)

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

FAIRMAN

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

3. PATIENT'S BIRT$ DATE SEX

MM DD | VY
1@ 20 686 w[¥ Fl

EDSNAME {Last Name, Fir.
rAIRuAN ERNIE

e Middie Initial)

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

6. PATIENT RELATIONSHIP TO INSURED

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

' 1 M

L

YES

I I
c. EMPLOYER'S NAME OR SCHOOL NAME

(e
¢. OTHER ACCIDENT?

D YES [no

RE1 BGX 391 seif [] spause[ | chid[ %] ove| | | HEMLOCK HEIGHTS
cITY STATE | 8. PATIENT STATUS ) CITY STATE
DUBGIS FA SingleD MarriedD OmerD DUBGILS FA
ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
=R e 004 AN TS T O Employed Fult-Time Part-Time 3o s R T by O R R
13801 (814 -375-1619 Studom ot 13801 (614) -373-1019
9. OTHER INSURED'S NAME (Last Name, First Name, Middie fritial) 10. 1S PATIENT'S CONDITION RELATED TO: 1. INSURED'S POLICY GROUP OR FECA NUMBER
FAIRMAN, LORAE
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) [ a. INSURED'S DATE OF eu}m SEX
s s - X,
17748422883 [yes [Ano 07 33 MR F]
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) {b. EMPLOYER'S NAME OR SCHOOL NAME
MM, DD | YY

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

@ YES D NO If yes, return 1o and camplete 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 an
to praciess this claim, | also request payment of govemment benefits either to mysetf or to the party who accepts assignment

y medical or other information necessary

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

-4— CARRIFR —

PATIENT AND INSURED INFORMATION ——M 3% |

below.
sieneo_ SIGHATURE ON FILE pATE @4 18 @2 sicnep SIGNATURE ON FILE Y
14, DATE OF CURRENT: 4 ILLNESS (First symplom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 6. DATES PATIENT UNABLE TO WORK IN CURRENT QoCUPATION A
é] INJURY (Accident) OR GIVE FIRST DATE MM : DD I DD
i : 2 PREGNANCY(LMP) ; : FROM | l T ! l
17_NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. L.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED 70 CURRENT SERVICES
ST p T R MM | DD | YY MM ; DD | YY
PIASIO, MARK FROM ) i 7O i :
19, RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
: B Q4 ann. Llves [Jno |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO [TEMPHESY UHE) — 22. MEDICAID RESUBMISSION
823,92 £y IBUL ' /TIBLA i CODE ORIGINAL REF. NO.
8£5.22 FR FIBULA W/ I
o= = t sl .
23. PRIOR AUTHORIZATION NUMBER
2. J— 4. Al
2 A B ¢ D E F 3 H 1 J K
DATE(S) OF SERVIC Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT] RESERVED FOR
From 1o of of (Expfain Unusual Circumstances) DI%GO'\IDOES‘S $ CHARGES OR | Family; - | cop LOCAL USE
MM __ DD ¥Y MM __ DD YY|SenicelService] CPT/HCPCS | MODIFIER o+ UNITS| Plan
Br T :
[P P ! ! P rn g g o | Syl gz b o \ S s T
04 111 oz i : ii 3350 Iz:b: il 'SV 00| 1 5818615
- "’ —y ' ! P - P ! o 2 e
@411 w2z b ii 2iiz | BUT, B

| | 1 1
! ! 1 |

e e By CTp Sl APNENY 1

e

e

6
25. FEDERAL TAX 1.D. NUMBER

SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 25 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
{For govt. claims, see back) | — _
58-1861978 (] | 7588 [ ves NO $ 825, 00 |s ! s 825.00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE {33. PHYS!CIAN S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS . RE__ND':HED (If ather thap home or office) . . PHONE # i m e PR,
(i certiiy that the statements on the reverse MHARK A. 1A510, H.D. AI{I\ A. PIaSIiO, H.D.
ly to this bill and g hereof. s oam xge . s en s VAT LT T et a AirD mior
3pply to this bil and are made a part thereot ) 145 HOSPITAL AVE, 578 311 145 HUSFITAL AVE, SUITE 51ii
PIASIO, MARK A., M.D.|DUBGIS, PA 15801 DUBUIS, FA 13881 ,
sonep B4 16 02 pae g DELBEIT78 | opy SB1BB1578 ¥

PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OF TYPE

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

FORM RRB-1500




2
1

. R A NSV I
PLEASE ™ ' S QL)\ AHIO cA  ALTY ERGOE e

g%’g?g, . A 110 WYLLIFF ROAD -
i
IN THIS -] RALEIGH NC 27607 T
: «
v e \N :
) ' : ) (3]
PICA HEALTH INSURANCE CI A"Vl FORM PICA 4«
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1 UREDS B FWN ITEM1) |3
HEALTH PLAN ___ BLK LUNG " i 5
(Medicare #) D (Medicaid #) [:] {Sponsor's SSN) D (VA File #) D (SSNor ID) D (SSN) @ (D} LM#B27780 8 w
2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSUREDS G-asthame. EicssNarhie, Middie Inmaé
i I
FAIRMAN SEAN 10l 2@ 8g v [ | FATRMAN, ERNTAAAY 20 200
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
. . e = E
RR1 BOX 391 self [ ] spouse[ ] cma[y] omel ] | HEMLOCK HEIGHRECE IVE
cItyY STATE | 8. PATIENT STATUS cITY = STATE >
o]
DUBOIS PA Single[ ] Maried [ | omer [ | | DUBOIS PA =
ZIP CODE TELEPHONE (Inciude Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Futl-Time Part-Time [+
15801 (814)-375-1019 Student sweent | ] | 15801 (s814)-375-1019 S
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 70, 15 PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER =
FAIRMAN, LORAE o
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)  ja. thuasa"a DATg é)F BIYHJH SEX g
1 I
M F n
17748422803 Cives  [¥ro 21 @7 52 J g
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) Ib. EMPLOYER'S NAME OR SCHOOL NAME o
MM, DD Y F YES NO Z
L K O g
c. EMPLOYER'S NAME OR SCHOOL NAME ‘ ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME >
[Jves  [wo z
d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? §
YES D NO 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 suppfier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
siGNED __SIGNATURE - ON FILE - DATE@QS 13 @2 sieneo _STOGNATURE ON FILE
= —— ——
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR 1LLNESS. | 16. DATES PATIENT UNABLE TO WORK N CURRENT OCCUPATION
MM T DD 1 YY INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1YY MM DD 1YY MM | DD | YY
2131 62. PREGNANCY(LMP) N ! FROM ! ! TO ! !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPI;\I’AALIZATION DATES RELATED 70 CURRENT SERVICES
M- DB X _ LYY
PIASIO, MARK FROM; 1o ol - ,_ l
19. RESERVED FOR LOCAL USE ' 20 OUTSIDELAB?: «. =, ;. . % GHARGES
| EE ATy g
] VES [[Ino |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE 22 MEDICAID RESUBRISSION <
¢ ) ! CODE, FEATY Sri2Qgker. vo.
1-1823. 22 FX FIBULA W/TIBIA , o
23. Pmo%; AUTHORIZATION NUMBER
2. L 4 D e '
24 A B [ D E F G H T = K =
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT] RESERVED FOR @]
From To of of (Explain Unusual Circumstances) DIAC%NDOESIS $ CHARGES OR |Family| e | cos LS(EC ALEUSE =
MM DD YY MM DD YY|SericdServicel CPT/HCPCS | MODIFIER UNITS| Plan g
]
. [ | | 1 t o
25. 06 62 . : 11 5Q@. 00 1 58186197 8
I I : z
i 1 1 =
25,06 102 : i 11 25. 90| 1 581861971%
i H
i I i | | o
: i 1 | ' pun ]
i n
1 t 1 | : @
1 t 1 i ] O
i i ] ! 1
i =
i i | ' ' =
t 1 i l | o
L i i I ! n
! >
1 ! T
1 E ! | : o
] il ! £yt 1
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNVENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE oue
(For govi. claims, see back) |
58-1861978 O | 7588 (s ves [ wo s 75. 80| $ ; s 75,00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(a‘pc‘j;'gtt:iastg;lleasr:gtgzer::d:natg;egﬁf) MARK A, PIASIO, M.D. MARK A. PIASIO, M.D.
145 HOSPITAL AVE, STE 31l 145 HOSPITAL AVE, SUITE 311
PIASIC, NMARK A., M.D.| DUBOIS, PA 15861 DUBOIS, PA 15801
sicNep @5 13 @2  pare rine 581861978 crre DE8186£1978

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



— g

ULV LL BN LVINAL S L AL Ly g mli | 3 PATIENT CONTROLNO. i
P O BOX 447 ’ 42 -~ 1204400547 E
DUBOIS PA 15801 . . FELTTAXNO. e STATEMENT, COVERSPERIGD-.. T '7 .  oncD | scin | @ LAD.| 11 ~
8115712200 1251490707 021402 021402 o 1(‘1( -
TPATIENT NAME 13 PATIENT ADDRESS % V\y
FAIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801 - ]
4 BIRTHDATE ISSEX 1M} . e AD,“"{??}SN, 19778 | 50-sre | 21 DHR|22 STAT| 23 MEDICAL RECORD NO. i
10201988 |M .J8 (021402 J00 1.3 23 57 000453177
e % o OOCUREICE ' R e (]
- _ B!
FATRMAN, L.ORAE C ‘3235& . V’?“ﬁ,’&,%%ﬁ?-ﬁ . v VALUE ﬁn%%ﬁ? o
RD 1 BOX 391 a
HEMLOCK HEIGHTS b
DUBOIS PA 15801 ¢l
(814) 375-1019 dio b SIRTN I R s DR T e
? REV.CD. {43 DESCRIPTION 44 HCPCS/RATES 45 SERV.DATE |46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
120 |P/T CEN 97116 GP 021402 1 50 00 LlOfSJy ‘ »
01 TOTAL 1 50 DO
PAYER 51 PROVIDER NO. Gelitlad 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
AUTO INS 3900886 SR 50 00 ;
' COMMERCIAL DROF COMB ' N
INSURED'S NAME "&(GR;;QME 62 INSURANCE GROUP NO.
ATRMAN LORAE C UTO 999999
AIRMAN - < .SEAN . - [T 8147T603 - 'CIGNA HEALTHCA . 99999 - A
AIRMAN ~ ' SEAN 17 17748422803 CIGNA HEALTHCA 599999 '
TREATMENT AUTHORIZATION CODES B4ESC| 65 EMPLOYER NAME 6 EMPLOYER LOCATION

J.NVENSYS ENERGY M}:.TE

8, .:.NONE
8 NONE
PRIN. DIAG. CD.[. .- - 8'coDE < ey &W B :'%U*('XsDIE:. o 74 COPE - i *‘:&@@mw ] 76 ADM. D]AG'CD‘] 77 E-CODE .
2382 ‘
) PRINCIPAL PROCEDURE Yoy ¥ =TT —
7e CODE DATE G cone e BOGEBURE. 82 ATTENDING PHYS. 1)

T TT—
OTHER PROCEDURE ."." - -3
- CODE” - DATEL -

OTHERPRO EDURE &~ .-
DATE - i1

[F88128

CHANDRASEKHA, S
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".CODE (N
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Q2 HCFA.] 450 790-0208 1 CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF

0

CR/ORIGINAL



Ml ¥ . -

» | 4— CARRIER —p

. H . | /
PLEASE -+ + —r -\
DO NOT OHIO CASUALF ™ G...JP UN 2002 \5
STAPLE. 2610 WYCLIF. <OAD J JUN1G
IN FHIS RALEIGH, NC 27607
AREA {
: | N.H5.
PICA REALTH INSU pIcA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA S?ELTH LAN gLEr?AUNG o MBER (FOR PROGRAM IN ITEM 1)
L
:l Medicare #) D Medicaid #) D (Sponsor's SSN) D(VA File #) E](SSN or 1D) (85N) D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT S BIRTH DATE SEX [A_NSLRGH-ETTAME (Last Nafie Eirst Name, Middle Initiat)
FAIRMAN SEAN 102b198.8 ME F ~FAIRMAN-EENIE

5. PATIENT'S ADDRESS (No.. Street)
RD 1 BOX 391

6. PATIENT RELATIONSHIP TO INSURED

Self DSpouse DChildx Other

7. INSURED'S ADDRESS (No., Stréfg "{
RD 1 BOX 391

CiTY STATE | 8. PATIENT .STATUS CITY
DUBOIS 1pA Sin@eE MarriedD OtherD DUROIS

2IP CODE TELEPHONE (Include Area Code) ZIP CODE
15801 ( 814) 375-1019 Empioyea | |EiTe [x T[] 15801

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
, DD | YY
t |

‘(] ]

¢. EMPLOYER'S NAME OR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

a EMPLOYMENT? (CURRENT OR PREVIOUS)

YES

b. AUTO ACCIDENT?

'ég YES

c. OTHER ACCIDENT?

s

k)
PLACE (State)

Lo
lx_‘NO

1. INSURED’S POLICY GROUF OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM

p OD oYY M SEX F

b. EMPLOYEH'S. NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME GR PROGRAM NAME
OHIO CASUALTY GROUP

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES JNO ¥ yes, return to and complete item § a-d.

PATIENT AND INSURED INFORMATION

below.

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

the party who accepts assignment

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

ignat on Fil 06012002 S.1. ature on File
SIGNED Signature File DATE SIGNED . gn v
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 &
ﬂ‘iqo%qz‘/\’ € INJURY (Accident) OR GIVE FIRST DATE MM , DD , YY MM . DD . YY MM, DD vy
PREGNANCY (LMP) ! f FROM i ! T ! i
17, NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM . DD , YY MM . DD . YY
MARK PIASIO Al4232 - ; ; 0 ; i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? % CHARGES
AL o 00
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
.823.20 CODE ORIGINAL REF. NO.
[ R 3 o
23. PRIOR AUTHORIZATION NUMBER
=z
2.1 o 4. L =}
24 A B C D 3 F G H i J K 5
DATE(S) OF SERVICE P T PROCEDURES, SERVICES. OR SUPPLIES PP DAYS |EPSDT
rom 5) To g;:e )3{)9 Explain_Unusual Circumstancas D‘%%‘Béblh $ CHARGES OR | Familyy EMG | CO3 RELSOE(?XLEBSFEOR =
MM DD YY MM DD YY |ServiceSenice CPTHCPCS | MODIFIE uNITS | Plan o
) [@]
: L
05082002 05082002 |11 97140 !"TQ ; 40.00 1 z
i i 1 1 1 1 m
1 Ww
05082002 05082002 11 (09 | 97530 ; 40.00 1 =, Z
; h . . { X . &
[ 2
05082002 05082002 (11 97001 i : 75.00 1 »
1 2 L L It 4 8
|
05102002 05102002 |11 97140 ?9 ; 40.00 1 E
( L Iy fl It L. (__—)
I 3 Y
; )
05102002 05102002 |11 09 ;97110 ; 60.00 % >
)] 4 L 1 { I i " E
| i3
05;1.020102 05?.020|02 11 (09 {97530 59 120.|00 3
i L ) 1 1 B Syt ‘
25. FEDERAL TAX 1.D. NUMBER SSN_EIN 26. PATIENT'S ACCOUNT NO. 57 ACCEPT ASSIGNNENT? |98 TOTAL CHARGE ¥ 726 AMOUNT PAID 30. BALANCE DUE
25-1802909 FAISEA ¥ (foreovh dame seaback) | 375.00 0.00 | 375.00
- YES NO & $ !

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

EDWARD WELCH PT-008866-L
060120p2

SIGNED DATE

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

lﬁf““"-lﬂﬂ £830

3. PRYSICIAN'S, SUPFLIER'S BILLING NAME, ADDRESS. 27 CODE
p3¢HEPhysical Therapy, Inc.

602-1 West DuBois Ave
DuBois, PA 15801

|GRP#

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

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 {12-90). FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500. APPROVED OMB-0720-0001 (CHAMPUS)



)

~

gg@%% o OHIO CASUALPT™G. .JP =) )
STAFLE . 2610 WYCLIFX .OAD )
iN THIS RALEIGH, NC 27607
AREA )

PICA HEALTH INSURANCE CLAfV FORM rioa
1. MEDICARE MEDICAID CHAMPUS CHAMPVA 222_% oan EEE’,L\UNG Ta INSURED'S 1.0, NURAER (FOR PROGRAM IN ITEM 1)

£

:'(Med/care #)D(Medicaid#) D(Sponsor‘s SSN) D(VA Fite #) E'{SSN or 1D} (SSN) (D) 02'7'780921'/'13

FAIRMAN

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

SEAN 82p18ge™

3. PATIENT'S BIRTH DATE

SEX 4. INSURE2’S NAME (Last Name, First Name, Middle Initial)
Mix F RMAN ERNIE

5. PATIENT'S ADDRESS (No., Street)
RD 1 BOX 391

6. PATIENT RELATIONSHIP TO INSURED

SelfDSpouseDChild X | other

7. INSURED'S ADDRESS (No.. Streef)
RD 1 BOX 391

cITy STATE |8. PATIENT STATUS clty STATE
DUBOIS PA singe[X | mamoa| | ower[ ||DUBOIS PA
ZIP CODE TELEPHONE (inctude Area Code} ZIP CODE TELEPHONE (INCLUDE AREA CODE)
- Full-Ti Part-Ti -
15801 ( 814)375 1019 Emﬂwm[:]é@éﬁzﬁfkiéﬁw[:] 15801 (814) 375-1019

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

(=

MM | DD |
1 1

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?

g

SEX

L] T

¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

=

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

E]NO

PLACE (State)

[
El NO

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM Yy

LI w il

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NANE
OHIO CASUALTY GROUP

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

l YES NO If yes, return to and complete item § a-d.

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

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

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

PATIENT AND INSURED INFORMATION ———————p | ¢— CARRIER —»

below.
Signature on File 06012002 Signature on File
SIGNED ATE SIGNED v
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. A
C NA30B002Y 4 INJURY {Accident) OR GIVE FIRST DATE MM , DD ., YY MM . DD . ¥Y- G V1Y )
! i PREGNANCY (LMP) | ; i BAIEERT .

FROM H

17. NAM‘E OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. I.D. NUMBER OF REFERRIING PHYSICIAN

18. HOSPITAUZATION D;\TES RELATED TO CURREN‘T SERVICES

MARK PIASIO Al14232 oD MM , DD , YY
FrROM ; : anC 4 A lnand -
19. RESERVED FOR LOGAL USE 20 OUTSIDE LAB? dwcﬁ#\ﬁeeg L%‘JL
VES no |
21 DIAGBNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24€ BY LINE) ——1 22. MEDICAID RESUBMSSION
| DE
Ll . b
3. PRIOR AUTHORIZATION NUMBER
2 L i 4.1 _ B
. A B ] C ) E F G [ W1 3 K
From | E0) OF SERVICE Plgfe T‘é’f_e pRCC(TEE s Do) G oy HES DIAGHOSIS $ CHARGES PAL %Zﬁf.i; EMG | cos RESSBVEDFOR
MM DD YY MM DD YY | Service SeWICB» CPT/HCPCS MODIFIE! UNITS | Plan
05132002 05132002 |11 . 1 80.b0 2
1 i i I | i
05132002 | 05132002 |11 . 40.00 1
I 1 1 ] 1 |
05132002 05132002 |11 . 90.00 3
| 1 1 1 I H
05142002 05142002 |11 120.00
i t i [ I !
L 1 1. 1 1 L
05142002 | 05142002 |11 . 40.00
i i 1 1 ] !
05142002 | 05142002 |11 . 60.00;, |2
T ! i 1 t ! . 3 i
25. FEDIERAL T/I\X 1D, NUMBER : 'SSN EIN 28. PATIENT'S ACCOUNT NO. : 27. ACCEPT ASSIGNMENT? = 28. TOTAL CHA‘RGE L 29. AMOUNT PAID. & .
25_1802909 FAISEA b {For govt. claims see back} 4 . . ,\es:rf'; ,.;-‘
(1T | w o |t o1 e DT

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

INCLUDING DEGRI

(f certify that the statements on the reverse
apply to this bill and are made a part thereot.)

EDWARD WELCH PT-008866-L

SIGNED

EES OR CREDENTIALS RENDERED (if other than home or oifice)

06012002

DATE

32. MAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

o
33, PHYSICIAN'S, SUPPLIER & BILLING NAME, ADDRESS. ZIP CODE
bRy S S Therapy, Inc.

602-1 West DuBois Ave
DuBois, PA 15801

(BF4)375-6830 GRP#

PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,

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



.

PLEASE - .

OHIO CASUALP ™ G...UP

DO NOT oo f
STAPLE - 2610 WYCLIF} ..OAD =
IN THIS RALEIGH, NC 27607 ’ <
AREA <
. (6]
pica HEALTH INSURANCE CLAIM FORM e TV
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTH 1a. INSURED'S 1.D. NUMBER {FOR PROGRAM IN ITEM 1) &
HEALTH PLAN BLK LUNG 7
:’ (Medicare #) ,:] (Medicaid #) D (Sponsor's SSN) (VA File #) {SSN or ID) (SSN) ) 02778088W
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE “éEX 4. INSURED'S {Last Name, First Name, Middle Initial)
MM DD vy e SEX
FAIRMAN SEAN 10201988 ERNIE

5 PATIENT'S ADDRESS (No., Street)
RD 1 BOX 391

6. PATIENT RELATIONSHIP TO INSURED

Self Spouse DChildE] Other

7. INSURED'S ADDRESS (No., Street)
RD 1 BOX 391

[

( 814) 375-1019

cITY STATE
DUBOIS PA

ZIP CODE TELEPHONE (Include Area Code] |
15801

8. PATIENT STATUS
Single@ Married D Other

Full-Time Part-Time

Employed Student Student

CiTY STATE
D DUBOIS PA

ZiP CODE TELEPHONE (INCLUDE AREA CODE)
D 15801 (814) 375-1019

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOU

DYES El NO

MM | DD

b. OTHER INSURED'S DATE OF BiRTH

| *L] ]

b. AUTO ACCIDENT?
YES

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

DYES @NO

PLACE (State)

(e
{ i

11, INSURED'S POLICY GROUP OR FECA NUMBER

S)  |a INSURED'S DATE OF BIRTH
MM | DD , YY
i t

b. EMPLOYER'S NAME OR SCHOOL NAME

SEX

"Ll ]

¢. INSURANCE PLAN NAME OR PROGRAM NAME
OHIO CASUALTY GROUP

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

PATIENT AND INSURED INFORMATION

.15 THERE ANOTHER, HEALEH BENEFT PLAN?

YES E\]O If yes, return to and co_r\n};[‘lete item 8 ad..
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S _SIGNA‘(W?‘{!‘E | authorize *°
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical ar other information necessary payment of medical benefits t W defgsigﬁ\ed physicran or supplier for
fo process this claim. ! also request payment of government benefits either to myself or to the party who accepts assignment services described below. 3 i .
below.
6 Signature on File 06012002 \ED Signature on File y v
IGNED DATE SIG P
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLE T@&WTN’CURHENT OCCUPATION A
o1, 302002 ‘ INJURY (Accident) OR GIVE FIRSTDATE MM , DD , YY MM . DD . YY MM . DD, YY
1 ! PREGNANCY (LMP) | | FROM | ! TO i '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MARK PIASIO - A14232 MM . DD vy MM, DD . ¥y
FROM ! ' T0 ! |
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $§ CHARGES
| [Jres F o © fo
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE} 22. MEDICAID RESUBMISSION
823.20 CODE ORIGINAL REF. NO.
L B S 3. —
23. PRIOR AUTHORIZATION NUMBER
Z
21 — al — Q
24 A B C D E F G H 1 J K :
DATE(S) OF SERVICE Pl T PAOCEDURES, SERVICES, OR SUPPLIES DAYS |EPSDT
. From =) To gce )é;{)e (Ex L'Ijain Unusual Ci‘ricumstances HE D‘%%NDOES'S $ CHARGES OR | Family] EMG | COB HELSOEgXLEBSFSR =
MM 00 Yy MM DD YY_{Service [Service cPIGPeS | MODIFIE UNITS | Plan g
s 1
_05}720‘02 05?‘720102 11 {09 §:97110 : 60.90 2 Lz"
L ¢ L | L : E
05i172°|°2 05;1720{02 11 |09 ; 40'100 1 p
1 L L ] Il 1 &
b ! =
05;1720,02 05;1720,02 11 |09 ; 120.90 ©
1 i 1 L] : I : g
05222002 | 05222002 (11 |09 | ; 120.00 z
1 1 L 1 5 L 1 5
: =
[22]
05;2220,02 05?22902 11 |09 ' 40.90 >
L L ; ) £
t
05‘22_20|02 05|222q02 11 |09 60.00
' 1 i
! L : I i l 1 .
25. FEDERAL TAX 1.D. NUMBER SSN  EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE ".‘ 29. AMOUNT PAID 30. BALANCE DUE
25_1802909 FAISEA (For govt. claims see back) 440.00 \A 0 '00 440_00
ves [ no i S I $ !

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{i certify (hat the staternents on the reverse
apply 10 this bill and are made a part ihereof.)

EDWARD WELCH PT-008866-1L

SIGNED

DATE

060120

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

p2

H 1
33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZiP CODE
P éPHGNPhysical Therapy, Inec.

602~1 West DuBois Ave
DuBois, PA 15801

|
_(8T4¥375-683Q |GRP# v

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

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 {12-90;, FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)




PLEASE - -
DO,NOT
STAPLE-

IN THIS
AREA

PICA

OHIO CASUALT (. JUP

2610 WYCLIFL.

~OAD

RALEIGH, NC 27607

HEALTH INSURANCE CLAIM AORM

PICA

1.  MEDICARE

MEDICAID

CHAMPUS

GROUP [¢]
HEALTH PLAN BLK LUNG }
(Medicare #} D (Medicaid #) D (Sponsor's SSN) D (VA File #) E (SSN or ID} D {SSN) I:] {/ﬂ/

CHAMPVA

(FOR PROGRAM IN ITEM 1)

)(lNSLﬂ?ED S 1.D. NUMBER
02778088W /

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

3. PATIENT'S BIRTH DATE SEX’

MM DD YY
102p1988 Vx| -

4. INSURED'S NAME (Las
FAIRMAN IE

ame, First Name, Middte initiaf)

5. PATIENT'S ADDRESS (No., Street)
RD 1 BOX 391

6. PATIENT RELATIONSHIP TO INSURED

Self D Spouse DChnd lﬂ Other |:]

WDDRESS (No., Sireet)
RD 1 BOX 391

STATE 8. PATIENT STATUS

Singte {E Married D Other D

CiTY
DUBOIS PA
ZiP CODE TELEPHONE (Include Area Code}
18801

( 814) 375-1019

Fuil-Time Part-Time
Employedl:]studem X Student D

ciyY STATE
DUBOIS PA
ZIP CODE TELEPHONE (INCLUDE AREA CODE)
15801 ( 814) 375-1019

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES @ NO

MM | DD

b. OTHER INSURED'S DATE OF BIRTH

1]

a. INSURED'S DATE OF BIRTH
MM | DD, YY
t '

SEX
i | F D

b. AUTO ACCIDENT? PLACE (State}

EYES DNO L

c. EMPLOYER'S NAME OR SCHOOL NAME

b. EMPLOYER’S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
X |NO

D YES

c. INSURANCE PLAN NAME OR PROGRAM NAME
OHIO CASUALTY GROUP

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
"; 3

D YES NO I yes, atuin to and compiete iten: 9 a- d

“PATIENT AND INSURED INFORMATION —————— P | 4— CARRIER —»

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

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical beneiits to the undersigned ph{s\clan of squi}?(;for
services described below. Ui g t

25-1802909

(For govt. claims see back)

ves [ Ino

FAISEA ]

0.(I)0 R 0.00 s4°°’°°

l 1

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{t centity that the statemenis on the reverse
apply (o this bill and are made a part thereof.}

EDWARD WELCH PT-008866-L

060120

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

02

33, PHVSICIANS, SUPPLIER'S BILLING NAME, ADDRtSS ZIP CODE
PigHG\IPhysical Therapy, Inc.

602-~1 West DuBois Ave
DuBois, PA 15801

SIGNED DATE

aliY 375-5830 GRP#

below.
Signature on File 06012002 Signature on File .
SIGNED E SIGNED v
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR iLLNESS. | 16. DATES PATIENT UNABLE TO WORK IN f HRENT OCCUPATION. A
oY € INJURY (Accident) OR GIVE FIRST DATE MM oD oYY MM , DD . YY oAl 2RO, VY
! PREGNANCY (LMP) ! i FROM 1 ' TO | 1
17, NANE OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. LD. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MARK PIASIO Al4232 MM, DD, VY MM . DD, YY
' FROM ' ! TO i |
19. RESERVED FOR LOCAL USE 2. GUTSIDE LAB? $ CHARGES
YES E:] NO Fo
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY UINE) 22. MEDICAID RESUBMISSION
823.20 CODE ORIGINAL REF, NO.
i 3.1 R
23. PRIOR AUTHORIZATION NUMBER
=2
2.1 — 4. L L =)
24, A B [ D E F G H i J K :
DATE(S) OF SERVICE [ T PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT -
rom ) To g‘ce %;'ae (r LI’am Unusuai Circumstances, O‘%%NL%SIS § CHARGES OR | Family| EMG | COB RELSOCCRXLELDJSFEOH =
MM 2]} YY MM DD YY | Service ! Service CPT/ MODIFIE UNITS | Plan e
o]
i
05;]242902 05‘242902 11 |09 97530 59 . 120.'00 3 "—2
T o | : z
05]242902 051242902 11 {09 . 97140 ?9 ; 40.IOO 1 3
il 1. 1 1 - 4 ! %
05|242('])02 05|242902 11 {09 97110 ; 30.00 1 «n
| -~
i . I ! I L : i . S
05]292(')02 05'292('302 11 |09 97530 59 . 80.00 3
C L ) I ! 5
: ; =
°5i292902 05292(])02 11 {09 97140 ?9 . 40.00 ?
1 1 !
A L 1 1 i 1 /3 E
| T %
051292902 05|292902 11 |09 #: 97110 . 90.00 3
| ! p !
8 i, p"*‘ oL
1 i1 1 1 1] =
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID URBLBATANCE DUE

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/68)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-30), FORM RRB-1500,

APPROVED OMB-1215-0055 FORIM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS}




N L { . A
géfﬁgﬁ' OHIO CASUAL™ ™ GaoUP N
STAPLE- 2610 WYCLIF}.. ROAD : &
IN FHIS RALEIGH, NC 27607 &
AREA -
. (8]
T HEALTH INSURANRE CLAIM FOR or (T
1.  MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER {1a. | RED'S I.x NUMBER (FOR PROGRAM IN ITEM 1) A
HEALTH PLAN BLK LUNG]
:J (Medicare #) [:l {Medicaid #) D (Sponsor's SSN) D (VA File #) (8SN or ID) (SSN) D (1D} A 2778088

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

MM DD | YY
10261988

3. PATIENT'S BIRTH DATE

. - SEX K
k] ]

4. INSURED'S NAME (Last Nampe? First Name, Middle Initial)
| FAIRMAN E E

5. PATIENT'S ADDRESS (No., Street)
RD 1 BOX 391

Self Spouse

6. PATIENT RELATIONSHIP TO INSURED

DChild g Other D

RD 1 BOX 391

NUSURELL DRESS (No., Street)

CITY STATE | 8. PATIENT STATUS
DUBOQIS PA Single E Martied D Other D
ZiP CCDE TELEPHONE (Include Area Cade)
Fubl-Time Part-Time
15801 ( 814) 375-1019 Employea| |EelTme (3¢ JerTme [

city STATE
DUBOIS PA
ZIP CODE TELEPHONE (INCLUDE AREA CODE}
15801 (814) 375-1019

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

MM | DD |
1 i

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?
YES

SEX

(] ]

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

s

10. 1$ PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

PLACE (State)

[
E’NO

11. INSURED'S POLICY GROUP OR FECA NUMBER

IDDI
t I

a. INSURED'S DATE OF BIRTH
MM Yy

MD SEX FD

b. EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME
OHIO CASUALTY GROUP

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

YES

NO

If yes, return

d. IS THERE ANCTHER HEALTH BENEFIT PLAN?

XX

35

A 1
to and camplete’item 9 4

Z
Q
=
<<
=
%
o]
o
z
Q
w
O
2
[
2
[a]
Z
<
’_
2
w
-
<
a

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary

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

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

'¢130%bo2"

INJURY (Accident) OR
PREGNANCY (LMP)

\

GIVE FIRST DATE MM ,

FROM l !

TO

4 DA

[N I Y A 1 ney
below. SURE | ‘j} é\}i\,‘f_
i i 0601200 Signature on File
SIGNED Signature on File oare © 2 SIGNED gn. v
14. DATE OF CURRENT: ILLNESS (First symptom) QR 15. IF PATIENT HAS HAD SAME OSDSWIIL/\-\(F\ll ILLNESS. 16. DATES ri\:’l{:/’TI.‘ENTDBNABLYEYTO WORK IN CL;ERH_E*N,’ OgCUPAﬁG b

i [

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
MARK PIASIO.

Al4232

17a. 1.D. NUMBER OF REFERRIING PHIYSIC!AN

oD
FROM i '

78, HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
MM

TO

MM . DD
I |

YY

19. RESERVED FOR LOCAL USE

20. QUTSIDE LAB?

[ e Bl |

$ CHAR

GES

0?0

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 12,3 OR 4 TO {TEM 24E BY LINE)

22. MEDICAID RESUBMISSION
CODE

PHYSICIAN OR SUPPLIER INFORMATION

I

ves [ |no

823.20 ORIGINAL REF. NO.
1. L 3, .
23. PRICR AUTHORIZATION NUMBER
|- 4 L —
24 A B C D E F G H ] J K
From | lo) OF SERVICE To Plgtc_ € ml’_e PROCE e st Grovnmmonit HES DIAGNOSIS $ CHARGES b8a> iigﬁ; EMG | cOB RE‘_SOE(?XLEBSFEQR
MM DD YY MM DD YY |Service|Senice CPT/HCPCS | MODIFIE] £ UNITS | Plan
I
05312002 05312002 {11 |09 £ 97110 l ; 60.90 2
i
05§12q02 05§12q02 11 {09 97140 ?9 ; 40.90 1
i
05;3120,02 05i3120|02 11 |09 1197530 159 ; 80. pO 2
D D | ! %@%ﬁ .
| A [ A ’, ",_ e
: 1 | i ‘ I : h A\j&“‘ v
1 s i
. . . . [ e SN w4
. R < : : : 2 lock et
25. FEDERAL TAX [.D. NUMBER SSN_ EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE ¥29. AMOUNT PAID R‘P‘ 30. BALANGE DUE
25-1802909 FATSER :t(l]:orgovl.clanmsseeback) . 180.0‘0 }5 0.90 s 180.00]

SIGNED

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS °
(! certify that the statements on the reverse
apply 10 this bill and are made a part thereot.)

EDWARD WELCH PT-008866-L

RENDERED (it other than home or office}

060120p2
DATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

£

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

PLEASE PRINT OR TYPE

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

P &gHENPhysical Therapy, Inc.
602-1 West DuBois Ave

DuBois,

PA 15801

LGHP#

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,

.
il

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



UBOIS REGIONAL MEDICAL CEI\%}ﬂ_ * | 3 PATIENSEDNTROL NO.
O BOX"447 % /’\ 7043;‘;751
UBOIS _PA 15801 7;‘ .~ FED. TAXNO. ATEMENTCOVERSPERICD. " T 7 co..] ancn. | B840 [ wLro]n )
143712200 ~i4P514907o7 021402 [021402 s ,{53
ATIENT NAME 13 PATIENT ADDRESS ; \ g
AIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801 <CN
3RTHDATE 1SSEX| 16 MS s * -5 o - ADM 5|21 D HRJ22 STAT 23 MEDICAL RECORD NO. v g O DIONCODES . ey
0201988 [M | 021402 23 5>7 000453177
¢ O | s T, e, s
1 : B
RTINS c
FAIRMAN, LORAE C ~TVALGECODES
RD 1 BOX 391 a a
HEMLOCK HEIGHTS bl “lp
DUBOTS PA 15801 o e
REV. CD. | 43 DESGRIPTION 44 HCPCS / RATES 45 SERV.DATE |45 SERV.UNITS |47 TOTAL CHARGES 48 NON-COVERED) CHARGES |49
50 [CT SCANNER GENERAL CLAS 70450 021402 1 528 00 |21 1
3
4
5
{6
7
o
o
A
1
1
1
ol
|
:.': 1
1
Bl
1
o1 | TOTAL 1 528 00 |
PAYER 51 PROVIDER NO. LSRN 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
AUTO INS 390086 i : 528 Q0 o
00 CIGNA - ) ISR

COMMERCIAL PROF COMP

- =
INSURED'S NAME 61 GROUP NAME 62 INSURANCE GROUP NO.
ATRMAN TORAE T RUTO H59999

'AIRMAN. . .. SEAN . . CR7748422 - .CIGNA HEALTHCA .~ 999999

‘AIRMAN " SEAN 117 17748422803 CIGNA HEALTHCA 99999

- TREATMENT AUTHORIZATION CODES SESC 65 EMPLOYER NAME 66 EMPLOYERLOCATION

INVENSYS ENERGY METE

" PRIN. DIAG. CD.| "2 |

70 E—

- gBIODE:
50

+| 76 ADM. DIAG. CD.| 77 E-CODE

7%

pC. |80 caNCIPAL FROCEDURE. 82 ATTENDING PHYS 1D’

! l F88128 CHANDRASEKHA, S
: T TOTHER RE OTHEH ‘PROGEDURE S PENSAD.
S ,CODLE?}HEE'ZB’JCEPU [;EATE i GODE L T s OTHERPHYS:ID

4 REMARKS " OTHERPHYS D

AGE: S

S e ————
85.: PROVIDER REPHESENTATIVE

Q@RBY ROBYN L_}

T B0 DATE
102/21/0;,'

PRINTEL(02/21/02 P

3-92 HCFA-1450

OCR/NRIGINAL

790-0208

1 CERTIFY THE CERTIFICATIONS ON THE REVERSE APPL‘I TO THIS BILL AND ARE MADE A PART HEREQF.



(814) s/70-942uu AN
FEDERAL 1.D. NO. 25-1490707

SEAN FAIRMAN

VLl e I | . I

PATIENT: NUNS!

| 0204500751 | M | 13Y | 02/14/02 02/14/02
INSURANGE COMPANY NAME HOUF NUMBER '

350001 OHIO CASUALTY 999999 CLM AU02778088W

350002 AUTO INSURANCE PROF C 999999 CLM AU02778088W

302755 CIGNA 999999 17748422803

300005 COMMERCIAL PROF COMP 999999 17748422803
LORAE C FAIRMAN w CARD NO. _
RD 1 BOX 391 : EXPIRATION DATE :!I .
HEMLOCK HEIGHTS C / Piedd T

DUBOIS PA 15801 I oicover SIGNATURE R RN

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

12/14/02 \-N (PD 72724 | CT HEAD, NO CONTRAST 350 |1 1 528,00 528.00
TOTAL CT SCAN 528.00
TOTAL CHARGES o 528.00
TOTAL PAYMENTS/ADJUSTMENTS 0.00

528.00

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

PATIENT NUMBER PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES A
02045-00751 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration

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

B T T P Y e atala sl



-
Siprie

. . \{ v

Fairman Sean

1o 200 1988 [} [

IN THIS : E
AREA ~LGH NC 276261 <
* - o
Kagroa . i
TTrcn HEALTH INSYURANCE CLAWM FOBRE® e, rcr [TTvy
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA QTH&Q . INSURED'S 1.D. NUMBE (FOR PRO’GM@% :
ALTH PLAN BLK LUNG ]
D (Medicare #) D (Medicaid #) D (Sponsor's SSNj D (VA File #) D (SSN or iD) D (SSN) {10} A=778 IA A i
2. PATIENT'S NAME (Last Name, First Name. Migdle Initial) 3. thmms BIRTvyDATE SEX 4.1 SUREDS NAME (Las: Name, First Name, ﬁddléjm@)

Larae OQZI C

Falwman

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

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street) ‘

ECETYED

RD 1 Box 391 seif [_| spouse[ ] cnid[] ome | | RD 1 Box ‘391
CITY STATE | 8. PATIENT STATUS CITY STATE
DuBois FA singe[ ¥ maried [ | omer[ ] | DuBois PA s
ZIP CODE TELEPHONE (Include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)

- Employed Full-Time Part-Ti -
15881 (814) 375-1@13 poved ) B[] Garime 158@1 (B14) 375-1219

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

Lorae C Fairman

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER
17748422803

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES NO

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

SEX

b. AUTO ACCIDENT? PLACE (State}

Fm @ves DNO L

1 I
c. EMPLOYER'S NAME OR SCHGOL NAME
Inveveys Energy Mete

c. OTHER ACCIDENT?
[

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

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

! MD FD

b. EMPLOYER' S NAME OR SCHOOL NAME
Invevsys Energy Mete

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

CIGNA

10d. [ESERVED FOR LOCAL USE

T
\\V) FREKFE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [Jno

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

PATIENT AND INSURED INFORMATION

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

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

below. : > - - :
Signature UOn File 3=saz Signature On File
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HASHAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM i DD t YY INJURY {Accident) OR GIVEFIRSTDATE MM 1 DD I YY MM DD YY MM | DD« YY
! ! PREGNANCY{LMP) i ! FROM : i TO 1 1

1
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

Russell E Cameran

L
t7a.1.D. NUMBER OF REFERRING PHYSICIAN

i i
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM D! ' YY MM . _QD PYY
o @1 31: g2

19. RESERVED FOR LOCAL USE

FROM @1l 3182
20. OUTSIDE LAB? $ CHARGES
@ oo |

Dvés NO I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE) ———1

22. MEDICAID RESUBMISSION
CODE

959z
r‘;’- 3L
. |B2320 e
24.. A B C D E F b [l dl WAV
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS EPSDT "’"Rﬁ S%RVED R
From To of of (Explain Unusual Circumstances) CODE § CHARGES &R |Family £ma | cos LOCAL US
MM DD YY MM ob YY |Service|Servicel CPT/HCPCS | MODIFIER UNITS| Plan 3
1 ( 1 ! : 1
1 H 1 i i
h ; h : H
21 31 @2 | =14 1 26 oo | 1 —
; ! | :
i i i
@1 21 a2 =z1|4 o 28 a1

1 i

PHYSICIAN OR SUPPLIER INFORMATION

[ ] i i
25. FEDERAL TAX 1.D. NUMBER

SN Em
ca-1715230 IR

: 1 -
26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT?
{For govt. claims, see back)

fairseSl17644 |[xyes [ | ~o

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

s 56 0@ | @igpl s S6 o

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

G Hosco MD

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED {(If gther than home or office}

DuHois Reg Medlcal Ctr
DuBeis, FA 158@1
DUIBEH8E

SIGNED E25-17135z38 DATéZ‘EES@E

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME AUPREISZE-IDF B4

DiBGTE Radiologists Inc.

PO Box 1106

DuBois A 15801

Pl ]GRPg So—-1715235

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

PLEASE PRINT OR TYPE

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



.
SIAFLE

INTHIS ’ . {{~$J S i
AREA \:)\\ RALEIBH NC 27620-06E1
AP g o009
[T T Pca HEALTH INSURANCESLAIM FORM picd) (12
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROL:,FFI,—( PLAN ELKA OTHER ”INSURED" S 1D. NUMBE?) (FOR PROGRAM IN ITEM 1)
:] (Medicare #) D {Modicaid #) D (Sponsor's SSN) D (VA File # U (SSN or ID) D (SSN) (10) < AU 778088W T e
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PI\A;\ITIENTSDBIRTH DATE SEX SURED'S NAME ame. First Name, Mldd|e lrﬁa’ﬁ RN ¥
. 1 DO "
Fairman Sean 1@ 2@ 1388 F[] |Fairman Lorae »

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

RD 1 Box 391

6. PATIENT RELATIONSHIP TO INSURED

Salf D SpouseD Child OIherD

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

RD 1 Baox 391

cITy STATE | 8. PATIENT STATUS
DuBopis P& Single@ Married D Other [:l
2{P CODE TELEPHONE (Include Area Code)

-3 : - Employed Full-Time Part-Time
15881 (814) 3751219 Stdent Swdent |

CITY STATE
DuBois PA
ZiP CODE TELEPHONE (INCLUDE AREA CODE)
158@1 (814) 375-1@19

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

10,15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

17748422803

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES @ NO

b. OTHER INSURED'S DATE OF BIRTH
MM , OD | Yy

SEX

1

b. AUTO ACCIDENT? PLACE (State).

@ YES D NO

L | »[]

<. EMPLOYERS NAME OR-SCHOOL NAME
Invevsys Enerpgy Mete

c. OTHER ACCIDENT?
EL

D YES

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM YY
1 |

L MO

SEX

"

b. EMPLOYER'S NAME OR SCHOOL NAME
Invevsvs Energy Mete

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

CIGNA

10d. RESERVED FOR LOCAL USE
¥ 2 Y

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ ] wo

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical or other information necessary
1o process this ctaim. t also request payment of government benefits either to myself or to the party who accepts assignment

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

PATIENT AND INSURED INFORMATION

below. . . . . . N
ow Signature On File Iz Signature On File
SIGNED __ DATE SIGNED : A
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. [F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM : DD ! YY INJURY (Accident) OR GIVE FIRST DATE ™M : 0D 1 YY M i DD 1YY MM ¢ DD YY

. PREGNANCY(LMP)

FROM ! l TO 1 I
1

-
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

Mark A Fiasio MD

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM_, DD, ; YY_ MM_, DD, YY_
FROM Wt V11 2 To WUz @1 B

;

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

[[Jves  [Hno [ @ 0a |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE) _1

82380 B238@

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

kO
23. PRIOR AUTHORIZATION NUMBER
2L 4 L
24 A i B c D E F G H [ J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT] RESERVED FOR
From To of of (Explain Unusual Circumstances) DIACG(;‘D%SIS $ CHARGES OR | Family EMG | coB LOCAL USE
MM DD _YY MM DD YY|SeniceService] CPT/HCPCS | MODIFIER UNITS| Plan '
. , . \ .
I i 1 H 1 .
1 : 1 ! 1
@z @1 Az 21 ri i 28! Bia 1
i .
]
'

1 i i i
i 1 L !

-
25. FEDERAL TAX 1.D. NUMBER

SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT?  ]28. TOTAL CHARGE 29. AMOUNT F’AID 30. BALANCE DUE
. {For govi. claims, see back) _ .

E2o~171323% il fairse5178@1 1[¥ ves [ | no $ 28 Q0 | s @ 22)s 28 a0
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FAGILITY WHERE SERVICES WERE §33. PHYSICIAN S, SUPPLIER S BILLING NAN& 5{)@95@/1[[’9@9’81_-

INCLUDING DEGREES OR CREDENTIALS RENDERED (if he( than P‘ameér pffice} ONE #

(1 cortify that the statements on the reverse Dubois ical CEr D‘.! 0ois Radiolo g ists Inc.

I his bill hereof. :

apply to this bill and are made a part thereof.) DUBDl‘E;, FJQ 1&!8‘2‘1 pD BC)X j :“2)6
R Boran MD DUE33086 DuBois P 15801
sonep ES—1715230 o, A3E90E - | orey E5—~1715230 v

PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE

FORM HCFA-1500
FORM OWCP-1500

(12-80)
FORM RRB-1500



{UBOIS REGIONAL MEDICAL CENTER > ()] 3 PATEENT GONTROL NO.

' O BOX 447 —, N, 1203800467

lUB\éIS . PA 15801 . FED.TAXNO, 6 STATEVENT.COVERS PERIOD. ' "(f{nfh. |~ s NCD. | 81D, | 10 LRD 11
143712200 351450707 020702 020702 { 1

ATIENT ZAME 13 PATIENT ADDRESS

AIRMAN SEAN RD 1 BOX 391 DUBOIS PA 15801

BIRTHDATE 158Ex[tems| -1 5 - ADMISSION e 44|21 DHR22 STAT| 23 MEDICAL RECORD NO, Fad o DES . et |3
0201988 [M 020702 [09 vl.3 1123 %7 000453177

. “OCCURRENCE
DE | T 'PATE

ENGE SPAN

FAIRMAN, LORAE C {4+ VALUECODES o< 7
RD 1 BOX 391 ;
HEMLOCK HEIGHTS ‘it
DUBOIS PA 15801 e
{814) 375-1019 dl < A o P P AR L I
REV. CD. | 43 DESCRIPTION 44 HCPCS/RATES 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
20 R/D GEN - 73590 - 020702 1 93 00 \Zj/qp% s 1
. .
¢
1
1
BN
1
|
;
1
1
.
1
01 " TOTAL 1 93 DO :
PAYER 51 PROVIDER NO. ‘. 5 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
AUTO INS 350086 Y 93 00
00 CIGNA . -. SRR DT B Sy , -
COMMERCTAL PROF comv' ¥
D RO PA N
INSURED'S NAME 59P.REL{ 60 CERT.-SSN-HIC.- D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
BIRMAN LORAE C 3 77484228 899999 ;
ATRMAN. CUSEANT o ol ~[IGNA HEALTHCA ° /599999 B
ATRMAN 'SEAN '1””17748422803 CIGNA HEALTHCA 599999 !
TREATMENT AUTHORIZATION CODES 65 EMPLOYER NAME 66 EMPLOYER LOCATION
TNVENSYS ENERGY METE
.NONE 1
B NONE i
PRIN.DIAG. €O o' cone  pamcomsbitions  sooome Lo pupbi g MIERDNG CODES T wosza] | 76 ADM. DIAG.CD.| 77 E.CODE 78
1382 :
2G |8 PANGIPALPROCEDURE K 82 ATTENDING PHYS:ID i
I , _ Al14232 PIASIO, MARK I
ST g TRERPROGEDURE - A T | e i
I
REMARKS ‘ OTHERPHYS. 1Y :
|
_85_=_F’ROVIDEB HEPRESEN’I'ATIVE_Y 86 DATE !
icecoias oace. 4 YORBY, ROBYN L 02/16/02 '

92 HCFA-1450

OCR/ORIGINAL

790-0208

1 CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.




A\ T W e Tewe

I L

FEDERAL 1.D. NO. 25-1490707

PATIENT NUMBER

ISCHARGE:DATE | DAYS

02038-00467 02/07/02
‘GROL VBE| POLICY
999999 177484228

350002 AUTO INSURANCE PROF C 999999 177484228
302755 CIGNA . 999999 17748422803
300005 COMMERCIAL PROF COMP OMBOITemr rur x ok 748422803

LORAE C FAIRMAN 0O CARD NO.

RO 1 BOX 391 Mﬁp O 1 AnNG EXPIRATION DATE

HEMLOCK HEIGHTS R U4 2008

DUBOIS PA 15801 U [l S/GNATURE

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

J2/07/02 L{l{ ‘5:‘{4551 4 | PLTIBIA FIBULA 2 VIEWS 320 |1 1
TOTAL RADIGLOGY

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS

93.00

93.00
§3.00

93.00

0.00

T PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY
NEJMBE! PLEASE REFER TO PATIENT ' ‘

93.00

NUMBER ON ALL INQUIRIES -
,0203 8-00467 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration

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

NI FACEF DETAIML CAD VYN ID DEANDNC



-
143712200 FD.L‘.{?U JASN Uslauas lua.mua i ’ | | N
ATIENT NAME 13 PATIENT ADDRESS
AIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801
BIRTHDATE 588X 16 M5 | 1+ i ADMIBION i vee L soispc |21 D HR|22 STAT| 23 MEDICAL RECORD NO. ar | ICONDTONEODES . e “at
0201988 M [S (021402 6 I3 23 57 004537177

TGCCURRENCE - -
- . DATE L

-92 HCFA-1450

o M 2l A ooe S A - bt Radle TN A
B
e T e . C
FAIRFMEAN, LORAE C TR
RD 1 BOX 391 a a
HEMLOCK HEIGHTS bl - & 2902 b
DUBOIS PA 15801 ¢ b ¢
(814) 375-1019 ab- A ~-'li£ R N T D TT T Y
REV.CD. | 43 DESCRIPTION 44 HCPCS /RATES 45 SERV.DATE |46 SERV.UNITS 47 TOTALCHARGES £ %4 ua Bok-8DEERED CHARGES |49
20 R/D GEN 3060 LT 021402 1 98 00 3F 6 £ 1
20, R/D ‘GEN 135907 RT 4921402 1o S 9380 - o o T gt 2
Do 4
5
18
7
EE
9
1
1
1
1
|1
1
b
1
1
1
o1 “TOTAL "2 191 60 :
PAYER 51 PROVIDER NO. 56 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 36
AUTOINS 390086 191 Q0 .
00 CIGNA: = o =7 o 0
' COMMERCIAL PROF COMP
INSURED'S NAME S9PREL 61 GROUP NAME 62 INSURANCE GROUP NO.
AIRMAN LORAE C 37 RUTO 999399 ,
AIRMAN - SEAN 11 TL7TaEEeS CIGNA HEALTHCA - $99999 |
ATRMAN ° "SEAN 1 [L7748422803 CIGNA HEALTHCA 999999 .
TREATMENT AUTHORIZATION CODES HESC| 65 EMPLOYER NAME 6 EMPLOYER LOCATION
I [INVENSYS ENERGY METE
B. |NONE
‘B |NONE
S THERDIAG.CODES e~ 7 aom.0iaG.CD 77 ECODE- |78
1200
pc.| {782 ATTENDING PHYS. ID
_L : AT42372 PTASTO, MARK
N ol THERPROCEDURE 1Y 3 OTHER PHYS-D
REMARKS " OTHERTPHYS:HD
33 PROVIDER REPRESENTATIVE 8 DATE
SORBY, ROBYN' L 02/22/02
PRINTED:02/22/02 PAGE; 2 (o S .
OCR /OR IGINAL 790-0208 1 CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.




SCHARGE DA

020

45-00767 M

02/14/02

02/14/0

ROUR NUME

UME]

350001 OHIO CASUALTY

999999

CLM AU02778088W

350002 AUTO INSURANCE PROF C 999999 CLM AU02778088W

302755 CIGNA 999999 17748422803

300005 COMMERCIAL PROF COMP 999999 17748422803
LORAE C FAIRMAN 0 CARD NO.

RD 1 BOX 391
HEMLOCK HEIGHTS
DUBOIS PA

15801

O EXPIRATION DATE

DICOVER SIGNATURE,

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

2402 § Y [BY 45514
2/14/0214‘4 3#45535

PI-TIBIA FIBULA 2 VIEWS
PIHHUMERUS, MIN 2
TOTAL RADIOLOGY

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS

320 |1 1
320 .11 1

93.00
98.00

93.00
98.00
191.00

191.00

0.00

[

02045-00767

PLEASE REFER TO PATIENT

NUMBER ON ALL INQUIRIES .

AND CORRESPONDENCE.

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

191.00

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

NOCACE DCTAIM END VYNALHID DECNDNC




EY
~
[ VRN

IN THIS (VA W
AREA W\ {)«,
* WJ
[T Pica HEALTH INSUR
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. RED'S 1.D. NUMBER
_ - , LTHPLAN __ BLK LUNG /A
:’ (Medicare #) |:| {Medicaid #) D (Sponsor's SSN) D (VA File #) [:’ (SSN or ID} D (SSN) E {iD) AINE 77 BB 8 % B
2. PATIENT'S NAME (Last Name, First Name, Middle initiai) 3. P“ﬁ\&IENT S BIHTI\—(IYDATE SEX g
' ! -

i ..
Sean

Fairman

10 19ay ] F

INSUREDS NWSI f\f'amg M{ddbﬂnmcl) 2
XY 30P:£ébﬂo &

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

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED S ADDRESS (No., S(reetﬁh

M

@ YES

L

) '
c. EMPLOYER'S NAME OR SCHOOL NAME

Inveveavs Enerpy Metae

v o
c. OTHER ACCIDENT?

D YES @ NO

RD ! Box 391 set [ spouse[ ] ona] ove ] Ipp 1 Box 391 ETp
CITY STATE | 8. PATIENT STATUS CITY YIS TstAatE
DuBois (=] Single Married D Other D DuBois B
7IP CODE TELEPHONE (Inciude Area Code) 2IP CODE TELEPHONE {(iINCLUDE AREA CODE)
. . o PN Emptoyed Full-Time —= Part-Time — U R A
ingat (s‘:fn 14 ) x Student D Student D SERGT (\H 14 ) S75-1E19
9. OTHER INSURED'S NAME (Last Name, First Name, Middie lnitial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OF FECA NUMBER
Larae C Fairman
3. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)  ia. stuasra's DATE OF B@;’H SEX
Y :

177 484E20R3 [(Jyes  [xno L M) O
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO AGCIDENT? PLACE (State} ib. EMPLOYER'S NAME OR SCHOOL NAME

MM ; DD ; YY

Invevsys Energy FMetbe

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANGE PLAN NAME OR PROGRAM NANME
CIGMGE

10d. RESERVED FOR LOCAL USE

Fo o WY H

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[lves [Ino

If yas, return 1o and compleie item ¢ a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | aiso request payment of government benefits either ia myself or 1o the party whe accepls assigrmant

X

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

[<— CARRII

PATIENT AND INSURED INFORMATION ——————— >

31i. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(i certify that the statements on the reverse
apply to this biit and are made a part thereol.}

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (1‘ othe' than hcme or offica)

DuBois L D
uuH015?
DUZ99Aae

DuPois Fad

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME EFDBESS ZIP_C D)
& PHONE # f\ e ?

7 oy FA

ciogiste Incokb

'

4
20 Hox 1166

Dudois £

} GRP#

PIN#

Detow. - e . o . A
Signature On File Bos sl Digrnature On File
SIGNED - DATE _ SIGNED - Y
14. DATE OF CURRENT: 2 ILLNESS (First symptom) OR 15. iF PATIENT HAS HAD SAME OR SIMILAR ILLNESS | 16. OATES £ PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM ¢ DD 1 VY INJURY ({Accident) OR GIVE FIRSTDATE MM 1 DD | M DD 1YY MM DD : YY
: ! PREGNANCY(LMP) i ; FROM 5 5 TC : ‘
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
: ,.DD | YY MM | DD | YY
Sundar  ChandyraSekhar FROM | ; T : i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [dvo | & aw
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.2,3 OR 4 TO [TEM 24E BY LINE) — 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
7E4AT 7840 . Y |
T 23. PRIOR AUTHORIZATION NUMBER
2 L. 4
24 A B C D 3 F G ¥ i J K =z
£ DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES. OR SUPPLIES| [ anosis DA;S EPSDT, RESERVED FOR ]
of of (Explain Unusual Circumstances) cone § CHARGES OR |Famlly} oy | cos LOCAL USE =
MM 0D . YY MM DD YY |ServicelServicel CPT/HCPCS | MODIFIER UNITS| Plan <§(
s [
! i ] ! " | ] 1 [rel
I i P H
: : ' : ; 8
SR L L & | TRaSH 2E i DO @@ | L E=
i ! ! y ‘ ; o
¢ ! | i : 103
! pov
: : i : o
f : i i I { o
X ; ; : ! ‘ >
i %]
) H t . : o
: i ’ | : ‘ o
! 2
i ; ; i 17
: i -
: ; ; | : : ' X
[ i i H 5 1 . [«%
i ' H i I I ' '
25. FEDERAL TAX 1L.D. NUMBER SSN EIM i 26. PATIENT'S ACCOUNT NO. 7. ACCEPT ASSIGNMENT? {28 TOTAL CHARGE 25. AMOUNT PAID 30. BALANCE DUE
(ror govt, claims see back) . ) ,
EE-17 15230 0] Lol ves [ Jwo 3 e BopEl s 9e pe

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

PLEASE PRINT ORTYPE

FORM HCFA-1500
FORM OWCP-1500

{12-90)
FORM RRB-1500



\

143712200.

fbl‘&SU'/U'/ |V422vzs uzazus ! | | | | o Wi
’ATIENT NAME 13 PATIENT ADDRESS - \\/\
AIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801
BIRTHDATE 15SEX| 16N} o ADMISSION g |21 D HR{22 STAT| 23 MEDICAL REGORD NO. ” ) GONDITIONCODES * - 3
T D3 §7 (00453177
I Phone CCGET e B L )
—FATRNAN, LORAE T % VAUEGDE, T VALUE GODES
COBE - AMOUNT." - DE - AMOUNT
RD 1 BOX 391 a
HEMLOCK HEIGHTS b
DUBOIS “PA 15801 ¢
(814) 375-1019 d R R L c _
REV. CD. | 43 DESCRIPTION 44 HCPCS /RATES 45 SERV.DATE |46 SERV.UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |48
20 R/D GEN 73590 RT 22202 I 93 00 39 T
01 TOTAL 1 93 60
PAYER 51 PROVIDER NO. i 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
BUTO INS 390086 9300
00 ‘CIGNA .. o ‘- ;
COMMERCIAL PROF COMP
i =
INSURED'S NAME 59PREL| §¢"CRAT. - SSN - HIC. - 1D NO, 61 GROUP NAME 62 INSURANCE GROU? NO.
: N LORAE C 3 T ZU0Z778U88BW ) RUTO 99999
AIRMAN SEAN = 1 17748422803 -CIGNA ‘HEBLTHCA 999999
ATRMAN SEAN 1 17748422803 CIGNA HEALTHCA P99999
TREATMENT AUTHORIZATION CODES MESC] 65 EMPLOYER NAME 65 EMPLOYER LOCATION
INVENSYS ENERGY METE
B INONE
B [NONE
PRIN. DIAG. CD.{ "/ " I QIHER DIAG. CODES 76 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
pc.f80  PRINCIPAL FRoCEDdRE. 82 ATTENDING PHYS. 1D
_L \ 14232 PIASTO, MARK
T o JTHERPROCEDURE - g -::Ef 83 OTHER PHYS. D
RElMARKS OTHER PHYS. 1D’
85, PROVIDER REPRESENTATIVE T B8 DATE
JSHMAN, CHERYL: A - 02/28/02 7

PRINTED:02/28/02 PAGE:

3

-92 HCFA-1450

NCR/ORKRINAL 790-0208

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.




FEDERAL 1.D. NO. 25-1480707

ATIENT NAME

\TIENT:NUMBER

MISSION DATE

DISCHARGE'DAT

SEAN FAIRMAN

02053-00524

02

02/22/02

INSURANCE COMPANY. NA

350001 OHIO CASUALTY
350002 AUTO INSURANCE PROF C

302755 CIGNA

300005 COMMERCIAL PROF COMP

999999
999999
999999
999999

CLM AU02778088W
CLM AU02778088W
17748422803
17748422803

LORAE C FAIRMAN 0o CARD NO.
RD 1 BOX 391 EXPIRATION DATE
HEMLOCK HEIGHTS D
DUBOIS PA 15801 O el S/GNATURE
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE
12/22/02 q ‘-l 6(//4551 4 1 PI-TIBIA FIBULA 2 VIEWS 320 |1 93.00 93.00
TOTAL RADIOLOGY 83.00
TOTAL CHARGES 93.00
TOTAL PAYMENTS/ADJUSTMENTS " 0.00
e 83.00
SR RGEERT] pLeasE REFER To paTieny PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY
NUMBER ON ALL INQUIRIES
02053-00524 AND CORRESPONDENCE. PAYMENTS may be taken to the East or West registration

BICACE DETAIN ENR VN IR RECNDRNS

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



.
-

1143712200 51490707 - |031402 [031402 | | | | L1M7
PATIENT NAME 13 PATIENT ADDRESS N
PAIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801
BIRTHDATE ISSEX|16MS| o ADMISSION m=£ | 20isi:{21 D HR{22 STAT] 23 MEDICAL RECORD NO. e e
.0201988 M S {031402 : 11 |23 000453177
LEI'HOQWH%EA’%EZ’J : i  Ront o DCGURRENCESPAN L s A
FAIRMAN, LORAE C e A
RD 1 BOX 391 oy a
HEMLOCK HEIGHTS MAY 0 8 épgéjﬂﬁf
DUBOIS PA 15801 c
(814) 375-1019 i ld i N e el
REV.CD. | 43 DESCRIPTION 44 HORGOAE v BATmoreebiob EFV. UNITS |47 TOTAL CHARGES 48 NON.COVERED CHARGES |43
120 73550 LT 93 po | S, 50

R/D GEN

101 TOTAL

031402

1

1

93

D0

PAYER 51 PROVIDER NO. B 0 5 : 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
AUTO INS 390086 Iy 93 0
00 CIGNA: T Lo AY : '
COMMERCIAL PROF COMP Y

INSURED'S NAME 61 GROUP NAME A 62 INSURANCE GROUP NO.
'ATRMAN LORAE C I 297 RUTO 999999
'ATRMAN - SEAN : 1 p 748422803 ' ' CIGNA HEALTHCA = 999999 -
'ATRMAN SEAN 1 [17748422803 .CIGNA HEALTHCA P39999
TREATMENT AUTHORIZATION CODES HMESC! 65 EMPLOYER NAME 66 EMPLOYER LOCATION

1 |INVENSYS ENERGY METE

8. | NONE

8 |NONE
PRIN.DIAG.CDf o0 cone o oot G COPES e - econe | [EEmnssmvass| 0| 76 ADM.DIAG. CO.| 77 E-CODE 78
2322 ' §9289
PC 80 o RINCIPAL IJ‘ROCED%ARFE 81 OTHEH_:_PmOIGIEDURE 182 ATFENDING PHYS. i

"} A14232 PIASIO, MARK
o cc (E)TPER PROCEDUF(E ; co OTHEHP_ (I)C DU R;TE SB'QTHER‘PHYS= D .
REMARKS - OTHERPHYS: ID
85 PROV!DEH REPRESENTATNE o ﬁ 'DATE_ S
s o ﬁLIVER CHERYL A 1 04/27/02"

2310

792 HCFAT450 T

MNODINDICIN AL

790-0208

|CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.




350001 OHIO CASUALTY
350002 AUTO INSURANCE PROF C
302755 CIGNA

300005 COMMERCIAL PROF COMP

999999

999999
899999

. 8999899

CLM AU02778088W
17748422803
17748422803

\TIENT-NAME JIMBE
SEAN FAIRMAN 73-00865 03/14/02
P, / :

LORAE C FAIRMAN
RD 1 BOX 391

HEMLOCK HEIGHTS
DUBOIS PA

15801

o
O EXPIRATION DATE

DICOVER

PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE

3y, Alussra | pirigiaFisuLA 2 viEws
TOTAL RADIOLOGY

TOTAL CHARGES

14/23/02 11130 | 8 COMMERCIAL INS OUTPATIENT

TOTAL PAYMENTS/ADJUSTMENTS

93.00

93.00
93.00

93.00

0.00

0.00

PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES
02073-00865 AND CORRESPONDENCE.

T NUMBER"

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

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

M rCACE DETAIM END VNI ID OCroonc

93.00




1143712200 p514950707 [ 041102 041102 | | | | { 7
SATIENT NAME 13 PATIENT ADDRESS N
'AIRMAN, SEAN RD 1 BOX 391 DUBOIS PA 15801
BIRTHDATE 18 SEX[16MS |74 i ADMISHION e 1 28-ginci 21 D HR|22 STAT}23 MEDICAL RECORD NO. o :
0201988 [M 1S 041102 p7 43 |1 23 %7 pP00453177

--.. . OGOURRENGE .
WOE“} T CDATE v

OECURRENCE, SPAN: it o ™
EROM - [ TTTHROUGH -

FAIRMAN, LORAE C SRR .., " VALUE CODES

RD 1 BOX 391 a

HEMLOCK HEIGHTS MAY o Ber00Z.

DUBOIS PA 15801 c

(814) 375-1019 i d | (t:' Tk ik B R R
REY. CD. |43 DESCRIPTION 44 HCACS / RATES FLe5" BERY. DATE e 6BV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
20 R/D GEN 73550 041102 1 93 D0 | Sip. 2 U1
PAYER 51 PROVIDER NO. 0 :‘ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56

AUTO INS 350086 v 93 00 |+
G0. CIGNA_ : L e .V e e IR R
COMMERCIAL PROF COMP Ay
INSUREE'S NAME 61 GROUP NAME 62 INSURANCE GROUP NO.
AIRMAN LORAE C AUTO 99959
'ATRMAN "SEAN . - 774842 CIGNA HEALTHCA . 99999 .
'AIRMAN SEAN 1 [L7748422803 CIGNA HEALTHCA 99999
TREATMENT AUTHORIZATION GODES HESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
I |[INVENSYS ENERGY METE
8 |NONE
PRIN.OIAG.CDL. | e o —_— rwoone- | nmTerimms| | 76 ADM.DIAG.CD.| 77 E-CODE ]
2322 B2322
PC[80 _ PAINCIPALPROGEDURE B e amenons prvs D
] | Al4232 PIASIO, MARK
S ol TERPROCEDURE 83:0THER PHYS.D, i
REMARKS +-"QTHER PHYS, [
85 PROVIDER REPRESENTATIVE, T " 86 DATE .- . F
MLIVER, CHERYL A 04/217/02

3

o

1-92 HCFA-1450

o

HNT-ED-04/25/02 -
£B:04/25 FAGE:

NeR/IORICIRN AL

790-0208

| CERTIFY THE CERTIFICATIONS ON THE AEVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF,




FEDERAL 1.D. NO. 25-1490707

—

ISGHARGE DATE

SEAN FAIRMAN

02101-00380 M [ 13Y

04/

11/02

04/11/02

SURANCE COMPANY:NAM

OUP: NUMBER

Y. NUMB

350001 OHIO CASUALTY

350002 AUTO INSURANCE PROF C
302755 CIGNA

300005 COMMERCIAL PRCF COMP

9989999
999999
999999
999999

CLM AUODO2778088

CLM AUD2778088W
17748422803
17748422803

LORAE C FAIRMAN
RD 1 BOX 391
HEMLOCK HEIGHTS

DUBOIS PA 15801

.

a EXPIRATION DATE

]

CARD NO.

DUCOVER SIGNATURE

a2 Lt |34 45514 | PLTIBIAFIBULA 2 VIEWS
TOTAL RADIOLOGY

TOTAL CHARGES

TOTAL PAYMENTS/ADJUSTMENTS

93.00

93.00
93.00

93.00

0.00

T NUMBER PLEASE REFER TO PATIENT
NUMBER ON ALL INQUIRIES

02101-00380 AND CORRESPONDENCE.

PATIEN

PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY

93.00

PAYMENTS may be taken to the East or West registration

A A T A IRE DY AINID DESADOAC

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



-
-

SIAFLE

oy - ) ¢ g
AREA Q}X Jui 18 2002 \R\\T RALEIGH NC E7620-06e1 Aldg
' AUy
T pes HEALTH INS M 77200?cA T

|~ CARRII

1. MEDICARE MEDICAID CHAMPUS

Ay e £y

W
ALTH
(Medicare #) [:] (Medicaid #) D (Sponsor's SSN) D (VA Fiie #) L' {SSN or D}

H PLAN

OTHERKTa. INSURED'S 1.D. NUMBER
D (sszv) - /()/ ALRET7 /B8

<L ¥E8

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

3. PATIENT'S BIHTH DATE

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

Fairman Sean L.:t} m&l: L—;'&&%,, Ej FD ER R Loras c
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. iINSURED'S ADDRESS (No., Street)

R 1 Box 391 sett [ ] spouse[ | cnia[X] ome ] |RD 1 Bowx 391

CITY STATE | 8. PATIENT STATUS Ccity STATE
BuBois 228 singe[%] Maried [ | Oher [] DuBois P&

21P CODE TELEPHONE (include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
15841 (314)“75~ L@l Employed m;ge gﬁg& 15861 (Bi#)E?Eml@iB

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER
17748422885

b. OTHER INSURED'S DATE OF BIRTH
MM , DD , YY
I 1

SEX
| “[]

i

!
¢. EMPLOYER'S NAME OR SCHOOL NAME
Inveveys Energy Mete

b. AUTO ACCIDENT?

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES @ NO

PLACE (State)

D NO
NO

[‘F_!] YES

c. OTHER ACCIDENT?

D YES

11, INSURED'S POLICY GROUP OR FECA NUMBER

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

i
L v L]

b. EMPLOYER'S NAME OR SCHOOL NAME
Invevsys Ensrgy Mete
c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

CIEMA

10d. RESERVED FOR LOCAL USE

EREEEE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO If yes, return to and complete ilem 9 a-d.

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

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

PATIENT AND INSURED INFORMATION ——— &

below. Signature On File AEETHS Signature {n File
SIGNED R DATE SIGNED Y
14.DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD & YY INJURY (Accident) O] GIVE FIRSTDATE MM 1 DD ( YY MM [ DD 1 YY MM DD 1 YY
! ! PREGNANCY(LMP) ! ; FROM . TO : I
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
- s . i MM ; DD , YY MM ; DD ; YY
Mark 6 Piasio ML FROM | | T : i
H i 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
A g "11%]

DYES NO \

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

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

Bzzzz BrE:sg l
1. - 3L :
23. PRIOR AUTHORIZATION NUMBER
UET4
2 4l . .
24 A B C D £ F G H ] J K
F DATE(S) OF SERVICE,, Place | Type |PROCEDURES. SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSDT] RESERVED FOR
om o (Explain Unusual Circumstances) CODE $ CHARGES OR |Family} £\ | coB LOCAL USE
MM DD YY MM DD YY CPT/HCPCS | MODIFIER UNITS| Plan
]
1 | i i l ! !
. ; ! ! !
W =ty i [ aadd Shvy 1 & S8R 1
i
t i H
i j ; I i |
i} { i ! o i
i
H } 1 1
| | X ‘ ‘ ! i
1
1 | i
' N i
; i : 1 | 1
: ! ! | ! !
t i 1 | I H |
{ i i 3 e
|
! ! ) 1 !
. L | '
] 13 1
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. '/:\(_‘F%ESITQES%'SGY;IQAQE&E;) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
D edy] B o =il o s e -
o~ 1715238 DD Failree33iRa7s . YES u NO 3 & ’L’?'—"’ 3 R VS S8 Ond

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

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

D ?E“BEIC‘? ‘"%%‘Eﬁf‘“ﬁ"@&"?&‘i&? 1

5 o

33. PHYSICIAN'S, SUPPL(ER S BILLING NAréiEJAﬁDHESS’ AFChoE B G
DABEYS Radiclopists Inc.

i

apply 10 this bill and are made a part thereof.) it Pl Box 1184 1’

H Boron M DuBois ju] ’
SR 1TIS0En 7 : ;

SIGNED S5—-17 1583 TE‘['.’.’; £} PING GRP# = Y

~———— PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE

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



N 1S AN T w Y A R AT Wt e e NP
- I \ F e
PICA HEALTH | HPQ 1 FicA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA HER} 1a. INSUHED'IS’Y.D. NUMBER : ‘OR PROGRAM IN ITEM 1)
75 HEALTH PLAN __ BLK LUNG /
:] (Medicare #) D (Medicaid #) D (Sponsor's @@A(VA File #} D (SSN or ID) ':] (SSN) (D) AUQR77088W
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PRTIENTS BIRTH GATE SEX . INSURED'S NAME (L e, First Name, Middie infial)
I I i

FAIRMAN, SEAN e 0% M8 90 2o 19mam FlL T SAME

5. PATIENT'S ADDRESS (No., Street) 4‘%—@ 6. PATIENT RELATIONSHIP TO INSURED ’ 7: WNSURED'S ADDRESS {No., Street)
fn .

#&Z / ég‘;{& 9/ - A 3 —f L8 Self D SpouseD Chnd[ﬂ OlherD SAME
cITy b 8. PATIENT STATUS CITY STATE

DUBQIS PaA single] | Married D Other D
21P CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)

Employed Full-Time Pant-Time
15801 (814)375-1019 Swdent || Student ( )

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

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER
177484¢ "28’

£,
QOYMENT? (CURRENT OR PREVIOUS)
ES lX]NO

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

L [« O

c p@Lomg(NAngngom NAME
SCRANTON Pa 185055

b. AUTq‘ PLACE (State)
N D YES [x]no
. OTHER ACCIDET?
"oo AN [y]no

11. INSURED’S POLICY GROUP OR FECA NUMBER
NONE

a. INSURED'S DATE OF BIRTH SEX
MM | 0D @ YY

L M) F ]

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

CIGNA

d. INSURANCE PLAN NAME OR PROGRANM NAME

CIGNA

ESERVED FOR LOCAL USE

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

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

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

PATIENT AND INSURED INFORMATION ———— |« CARFR

below.
SIGNATURKE ON FILE 02/02/702 SIGNATURE ON FILE
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM ¢+ DD  YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD 1 YY MM DD 1YY oD 1+ YY r
! ! PREGNANCY(LMP) ! ! FROM [ | TO \ !
17. NAME OF REFERRING PHYSICIAN OR OTHER SQURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZAT(IJ%N DATES RELATED TO Clt;’/l?aRENTDS[‘)EHVI%ES
MM | LYY | LYY
DR MARK A PIASID A14232 FROM L : To : i
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves [x]no [
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E 8Y LINE) 22..MEDICAID RESUBMISSION
l CoDE ORIGINAL REF. NO.
bon } ] e
. E92 89 2 LB27 0
23. PRIOR AUTHORIZATION NUMBER
21818 0 4 I_Q.LEZ__QO
24. A 3 C E F G H i J K 2
DATE(S) OF SERVICE Place | Type PROCEDURES SERVICES OR SUPPLIES DAYS EPSDT RESERVED FOR 9
From To of of (Explain Unusual Circumstances) D(ACG(;\‘[%SS $ CHARGES OR |Family| cyn | cOB LOCAL USE =
MM DD YY MM DD YY |Servic i CPT/HCPCS | __MODIFIER 1 . JUNITS} Plan g
' 1 1 1 13 ‘ i [+
L L : S
02 02 0z 03 01 02 |12 KOOOZ 1 z
t | 0@
P L _y | g
Ga IOQ pc.. 03 |01 102 12  KOL1?5 RR 1 C_Lj
1 | 1 | : | o
L I ¢ 1 1 2
[z}
i o
| : | i | | o
I 1 I z
) I I | | g
) | | I ‘ 1 o
1 I ] ) 1 1)
z
1
o o | | g
1 1 | Lk 1 kS
25. FEDERAL TAX i.D. NUMBER SSN E£IN 26. PATIENT S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 128 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
{For govi. claims, see back) ,
540950139 (] [188708934 [x] ves [ ]wo s 144100 |° ' 14400
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home or office) & PHONE #
(I certify that the_statements an the reverse MEDI HOME HEALTHH CARE MEDICAL SERVICES (JF aMERICA I

nd are made a part Ihereof)

) 225
d6r02 |BROO

MAIN §T
KVILLE PA 13829

PO BOX E9041:z
CHARLOTTE NC 2828%9-04122

o N\ ' ) 814 B49-B278 |rn: : ' GRP# £303 95370500 Y
(APPROVED BY AMA %\ICIL ON Mﬁseﬁvpﬁ 8/88) PLEASE PRINT OR TYPE CO. # 1 iggm 5'3,?,,‘,5 2}}0 (12-90)F0RM ARB-1500



-
.

m iHIS
AREA

v _

HUNT VYALLEY

EAWUILAVE FLALA DIEE Buuw

v (38544)
MV # K335854

MD .2 =

T Y
CE CLAIM FORM /1 H901 rica M7

(TT o Cam HEALTH INSU
1. MEDICARE MEDICAID CHAMPUS HAEVA. | GROUP FECA OTHER| 12-INSURED'S 1 D. NUMBER . (FOR PROGRAM IN ITEM 1)
- , HEALTH PLAN __ BLK LUNG 1
D (Medicare #) D (Medicaid #) ’:l (Sporgzo,zf_ 24 2 (VA File #) {SSN or iD) {SSN) (ID} . AU 0277 H W
2. PATIENT'S NAME (Last Name, First Name, Middle initiaty “ 3;:\ “'ZIENT‘SDBIR:F?YDATE SEX\WME (Last Name, First Name, Middle Initiaf)
L - ( s J_. ‘1 i . .

FAIRMAM, SEAN L 0 Tio 2o 1938 M F[ 1| sAaME
5. PATIENT'S ADDRESS (No., Street) WiT 6. PATIENT RELAHIGNSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)

fd / 73@& j ?/ . o (] spouse[, | chidlx| othe] | SAME
ciTY oz~ § STATE | 8. PATIENT STATUS ) ciTY STATE

S

DUBO 15 Py SingieD Married D Other D

ZIP CODE TELEPHONE (include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
- Employed Full-Time Pan-Time

15801 (814)375-1019 shusom L] S ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middle nitial] 10.1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER

SAME NONE
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUHEIa;a DATESJF Bl\ﬁyTH SEX

| 1
177484228 Yes  [X]no Lo M) U

b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME

MM | DD | YY

F
| ! M D D YES . NO |

o ROLOBENNANG DERYHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME

SCRANTON PA 185055200 [ Jves  [X]no CIGNA
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

C I GNA D YES D NO If yes, return to and complete item 9 a-d

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

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

~<— CARRII

PATIENT AND INSURED INFORMATION —_——|

below. Y
SIGNATURE ON FILE oz2/702/02 SIGNATURE ON FILE J
SIGNED DATE SIGNED 4
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
MM + DD 1 YY INJURY (Accident) OR GIVEFIRSTDATE MM 1 OD | YY y DD LYY MM 1 DD 1 YY f
! j PREGNANCY (LMP) ! : FROM [ ! T0 ! :
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
oD | YY MM , DD, YY
] 1 H B
DR MARK A PIASIO Al14232 FROM ! ! T0 { !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[]ves NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OF 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
E92 ge CODE ORIGINAL REF. NO.
) .
ere 8 . 1827 0
23. PRIOR AUTHORIZATION NUMBER
2 818 0 _ . 1812 00
24 A B C D £ F G H 1 J K z
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSDT| - RESERVED FOR [*]
From To of of (Explain Unusual Circumstances) CODE $ CHARGES OR {Famiy evG | cos LOCAL USE =
MM DD __ Yy MM DD YY |ServicelServicel CPT/HCPCS | MODIFIER UNITS| Plan g
L L | | z
; H ) H . ; . E
02 02 o= p2 02 02|12 E0163 NU 928.9 I 145 00 | 1 =
) i | | | : o0
| ! | t i { s
! 3
1 | Q.
: v 1 : l : { a
; i ) I | ' D
H n
' | I | i : o
A L | ! °
i 1
. 4
‘ ; ; | | ! s
i 1 H | | ] ; Q
{ 1 I i 1 L %)
! >
. ! I
| ‘ i i ; ! oy
i L i ] 173 .
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

540950139 0O

(For govt. claims. see back)

1.887083934 [X] ves NO

5145100 |8 | S 145100

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

32. NAME AND ADDRESS OF FACGILITY WHERE SERVICES WERE
RENDERED (I other than home or office)

MEDI HOME HEALTH CARE
225 MAIN ST

JHROOKVILLE PA 15825

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CCDE
& PHONE #

MEDICAL SERVICES OF AMERICA I
PO BOX 90412
CHARLOTTE NC 2828%-0412

IGNED Bl4 B4AS-8B278 |ene cre# 8303 9570500 |Y
FORM HCFA-1500 (12-90)

(APPROVED BY AMA COUN

PLEASE FRINT OR TYPE

Co # 1

FORM OWCP-1500 FORM RAB-1500




P& G Physical Therapy, Inc. ‘ 07/18/2003 Statement

602-1 West DuBois Ave Patient SEAN FAIRMAN
DuBois, PA 15801 Account# FAIRSE
Acct Type SELF PAY
(814)375-6830 1D # 25-1802909 Referral MARK PIASIO
Provider EDWARD WELCH
Injured 01/30/2002
Employer
PriIns CIGNA HEALTHCARE
Diagnosis:

719.46  JOINT PAIN-ULEG
ERNIE FAIRMAN 846 JOINTPAINULE

RD 1 BOX 391
DUBOIS, PA 15801

10/16/2002 97530
10/16/200: : £ N T R ,
10/16/2002 97110 v . _ - -l 0. -1 15.00
10121/2002:97 TIONA N o wboe s U8ei00] - - o] 24:00
10/21/2002 97140 600, - -1 24.00 -l s.00
10/24/2002:97110° THERAREUTIC - L T R 60.400] U m 15.00
10/25/2002 97530  FUNCT L - -0 - - -] 56.00 -y 24.00
10/25/2002'97140" 7 MANUAL THERA SRR 300000 6 A R BTN [ ] IR 76,00
10/25/2002 97110 - -1 40.00 -| 10.00
10/28/2002:97110° e EYTE0T00 L 115.00
10/28/2002 97140 | JE . .30 6.000 = - 24.00 - 6.00
10/26/2002. 97530 FUNCTIONAL L Cn Bl el e EE.00T S| 24.00
10/30/2002 97530  FUNCTIONAL 24.00 - -| se.00f  -| 24.00
10/30/2002.97140 -~ -MAI 600l _lo =] 2ac00] -] (6.00

- - 40.0_0 - 10.00

Codsbl o seloofr -l-l 24.000
- -{ 24.00 - 6.00
el el seloe] o r| 15.00
11/13/2002 97530 FUNCTIONAL - -] ss.00 - 24.00
11/13/2002: 97140;«':::MANUALTHERAPYTECHNI.U 3040000403 <[ 29197 =] .0.03
11/13/2002 97110  THERAPEUTIC 75.00 - - - 75.ooi|
' N : o i B ! |
L ‘ 'i
|
Continued on next page

) MANUAL THERAPY TECHNIQUE
THERAPEUTIC




07/18/2003 Statement

P & G Physical Therapy, Inc.

602-1 West DuBois Ave
DuBois, PA 15801

(814)375-6830 ID # 25-1802909

P & G Billing & Collection

Mary Lou Hanson
(740) 450-2905

ERNIE FAIRMAN
RD 1 BOX 391
DUBOIS, PA 15801

Patient
Account #
Acct Type
Referral
Provider
Injured
Employer
Prilns

SEAN FAIRMAN
FAIRSE

SELF PAY

MARK PIASIO
EDWARD WELCH
01/30/2002

CIGNA HEALTHCARE

Diagnosis:

719.46

JOINT PAIN-L/LEG

_Date - [ CPT -

11/18/2002 97530
11/18/2002 971
11/18/2002 97110
11/20/2002°97530° -
11/20/2002 97140
11/20/2002:97110+ %
11/25/2002 97530  FUNCTIONAL
117/25/2002. 97440 7 MANUAL THEF
11/25/2002 97110  THERAPEUTIC
11/26/2002:97530:- -EUNETIONAL

Account Totals 2140.00| 571.03 - - 1568.97 -] 571.03
* COMMENT ** Amount Due 571.03
[ Please detach and remit with payment ]

P & G Physical Therapy, Inc. Patient SEAN FAIRMAN 07/18/2003 Statement

602-1 West DuBois Ave Account # FAIRSE

DuBois, PA 15801

(814)375-6830

ID # 25-1802909

(Please check one of the following)

[ ] MasterCard [ ] Visa [ 1 cash [ 1 Check Account Balance 571.03

[ 1 Money Order Patient Balance 571.03
Amount Due 571.03

Card # Amount: $

Signature EXD. / /




P & G Physical Therapy, Inc.

07/18/2003 Statement

602-1 West DuBois Ave
DuBois, PA 15801

(814)375-6830

ID # 25-1802909

ERNIE FAIRMAN
RD 1 BOX 391
DUBOIS, PA 15801

Patient
Account #
Acct Type
Referral
Provider
Injured
Employer
Prilns

SEAN FAIRMAN
FAISEA

SELF PAY

MARK PIASIO
EDWARD WELCH
01/30/2002

CIGNA HEALTHCARE

Diagnosis:
823.20

FX SHAFT TIBIA-CLOSED

05/08/2002.9753
05/08/2002 97001
| 05/1072002 9

051012002975

05/29/2002 97140

05/08/2002 97140

05/10/2002 97110

05/13/2002 97530
L 05113/2002:97.140. -
05/13/2002 97110
05/14/2002 97140+ THERAREL)
1| 05/14/2002 97140
05/14/2002 97530

05/17/2002 97530

05/29/2002:97110:

--plus

Manual tech

MANUAL THERAPY. TECHNIQUE
THERAPEUTIC

FUNCTIONAL

05/17/2002 97140 . MANUAL THERAPY TECHNIQUE "~
05/17/2002 97110 THERAPEUTIC

05/22/2002:97110 . s THERAPEUTIC™ : o
05/22/2002 97140  MANUAL THERAPY TECHNIQUE :
05/22/2002 97530 - FUNETIONAL .-
05/24/2002 97530  FUNCTIONAL , o
05/242002 9740 - NIANUAL THERAPY. TECHNIQUE -~
05/24/2002 97110 THERAPEUTIC

‘THERAPEUTIC
MANUAL THERAPY TECHNIQUE

- - 32.00] - 8.00

| |

Continued on next page

OCG CLAIMS

JuL 25 2003
p. VERISH



07/18/2003 Statement

P& ‘G'Physical Therapy, Inc. |

602-1 West DuBois Ave Patient SEAN FAIRMAN
DuBois, PA 15801 Account# FAISEA
Acct Type SELF PAY
(814)375-6830 ID # 25-1802909 Referral MARK PIASIO
P & G Billing & Collection Provider ~EDWARD WELCH
. Injured 01/30/2002
Mary Lou Hanson Employer
(740) 450-2905 Prilns  CIGNA HEALTHCARE
Diagnosis:
82320 FX SHAFT TIBIA-CLOSED

ERNIE FAIRMAN
RD 1 BOX 391
DUBOIS, PA 15801

Date  -CPT o
056/29/2002 97530  FUNCTIONAL
05/31/2002:97530 - FUNCTIONAL:
0513112002 97140 MANUAL T
05/31/2002 87110 TH

Account Totals 1365.00

230.00

230.00

1025.00! 110.00

* COMMENT **

[ Please detach and remit with payment ]

Patient SEAN FAIRMAN
Account # FAISEA

P & G Physical Therapy, Inc.
602-1 West DuBois Ave
DuBois, PA 15801
(814)375-6830

1D # 25-1802909

(Please check one of the following)
{ ] MasterCard [ ]
[ 1 Money Order

Visa [

Card #

Signature

230.00

I Amount Due

OCG CLAIME, /1612003 Statement

JUL 2572003
p. VERISH
Account Balance 230.00
Patient Balance 230.00
Amount Due 230.00




. 1p: JUN L1 UD O-4U NU. VUL T .ve

. . . Aol S
~ ) - v

ACCOUNTNO. 988-70-8934 STATEMENT DATE 06/05/03

AMOUNT ENCLOSED §

MEDICAL SERVICES OF AMERICA

P.O. BOX 1928 171 MONROE LANE MASTERCARD/VISA PAYMENTS
LEXINGTON, SC 29071.1928

ACCOUNT NO. EXP. DATE

SIGNATURE OF CARDHOLDER X

MAKE CHECK PAYABLETO: MED! HOME HEALTH CARE 01-29

"l.lllll'lllllllllllull“llII,I‘H'lIIIIll“Ill‘lllll"‘lllll lllll'lll‘lllllllll'lll.Il"lllllll'llll'll'lllll"llll"

MEDICAL SERVICES OF AMERICA
SEAN FAIRMAN P.O. BOX 890412
C/0 LORAE FAIRMAN CHARLOTTE, NC 28289-0412

RR 1 BOX 391
DU BOIS PA 15801-8747

PLEASE DETACH AND RETURN THIS PORTION WITH PAYMENT

e e e e e e e e e e e e e e e M B e R A M e e e e e St o e e e mm e e A % me ma m ah M e — vm e o e e e m e - me e

ACCOUNTNO. 188-70-8034 MAKE CHECK PAYABLETO: MED| HOME HEALTH CARE 01-29

OUR RECORDS REFLECT THAT THE BELOW L ISTED [BALANCE IS
STILL OUTSTANDING. TH1S BALANCE IS FOR YOUR MEDICAL
EQUIPMENT AND/OR SUPPLIES,

iF YOU HAVE ANY QUESTIONS, PLEASE
CONTACT YOUR LOCAL SERVICE PROVIDHR

PAYMENT DUE UPON RECEIPT OF THIS STATEMENT




* 1p: JUN 277 US ©:41 NO.UUZ F.U4

. Raintvee MRI Service FOR X Ry INTERPEETAOT IO
YO0 Box 11064

. 1% N Brady &t

. PDuois, A 15841

8143711784

Taiv lo-us il 7

: ok ziDate <iv - [ Amatint Enclosed -
Lurae Fairman TR0
RD 1 Box 391
Hemlovk Heights Remit Fayment TOV REINTTYEC MRT Strviee

DuBois, FA 15801
IF ANY QUESTIONS Gl (814) 3711784
Fairman, Sean £ FLEASE REMIT FAYMENT BY
Pleass remove and retum this portion with your payment MAY 1, f0n3.

Descripton

| Procedure Code Diagnosis | Chrgs.iCredits |  MHem Balance

Byi/13/83 o 73721 MRL ONY LOWER JOINT EXTR 71244, 1. B 0. A

Pc/17/03 f*lan Paynent: OHIO CASUALT 2.0
BEMEFITE EXHOUSTED
N3G/ AF Flan Payment: CIGNA (CONNE 317,17 B

Raintree MRI Service

PO Box 11046 109 N Brady St ehds
Tax TdedsS—-1745201@ DuBois, PR 15801 Shones 814371313784
eotanname: I AT TRl Ay THIS AMC 200 22
= :Account Analysts 7] 30 60 fodt STl 1R 20 . -1 1204 . -
d y ——— . PATIENT
insurance Balance 3. B. G @. @7 {BALANCE
- “#iant Balance W, 32 3. 0@ 0. @A . 2 |AMOUNT DUE




A

LEASE _ o ATTEHN 1
10 NOT y L
TTAPLE ~ POoBOX b ' =
\ THIS i RALETLGH N 27 T
— :
- : (8]
F1 PicA HEALTH INSURANCE CLAIM FORM kA
MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER | 1a. INSURED'S 1.D. NUMBER At
HEALTH PLAN Bl K LUNG i
(Medicare #) D (Medicaid #) D (Spansor's SSN) (vA Fite ) | (SSN or ID) (SSN) (1D} FRLZS 25036 |
1. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENT'S BIRTH DATE SE 4. INSURED'S NAME (Last Name, Fir i
MM . DD . YY M —I SEX F i
FAIRMAN  SEA&MNE 10120 B8R X Farama 5 |
3. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED 5 ADDHESS (No.. Streel) FEB 1 q ZCO? i
B i Self DSpouse Chﬂd[ Omer ' [ C OROY %99 Z
SITY w G STATE |B. PATIENT STATUS cITy o
NUBROT [S3F) Single ¥l MamedD Cther D EGTS : P4
7IP CODE TELEPHONE {Include Area Code) 2iP CODE TELEPHONE (INCLUDE AREA CODE) E
o YL _ . . Full-Time Part-Time | o . (o]
15861 (r’ 14 )J 75 Lare Empioyed Student Student 15381 ( 51 =!33) 5
3. OTHER INSURED'S NAME (Last Name, First Name, Middie Inludl} 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER 5
- - ol
i . [
OTHER iNSURCD S POLICY OR GROUP NUMBER a. EMPLOYMENT?. (CURRENT OR PREVIOUS} a. INSURED'S DATE OF BIRTH SEX 3
MM . DD - YY 24
P YES N0 e F =
LF74an422803 X 16, 26, 538 =
5. OTHER INSURED'S DATE OF BIRTH b. AUTO ACCIDENT? PLACE (State) {b. EMPLOYER'S NAME OR SCHOOL NAME %
MM . DD - YY ] SEX v ] e
P M F YES I NO
L@, 28,88 i X L =
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR FROGRAM NAME E
ves [ |no e e e =
X OHIO CAasSUsLETY <
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LCCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? .
CHGNA HEALTHCARE 4 {YES NO I 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 AUTHCRIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
0 process this claim. | also request payment of government benefits either Lo myself or to the party who accepts assignment services described below.
below.
STIGHATURE ON FILE GEATURE Ok FLLE
SIGNED > DATE SIGNED hd
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SHVILAR ILLNESS. 16, DATES PATIENT UNABLE TO WORK IN CURRENT O\,CUPATION r'S
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MM [sv) , YY MM . [a]a} . Yy
FROM | h TO ) .
19. RESERVED FOR LOCAL USE " {20 OUTSIDE LAB? § CHARGES
[ves o | 5o low
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25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
/For govt. ciaims see back) . ‘
25 1428818 D - 1L s [ wo § 59,08 |° @iopls 54
31. SIGNATURE OF PHYSICIAN OR SUPPLIER ' 32. NAME AND ADDRESS OF FACIL‘TY WhERE SERVICES WERE PH Slﬂl‘N‘S /SUPI;,UQR::S ILLII}IG(NWE /NDQFHESS Z‘.P:C(DDEJ C
INCLUDING DEGREES OR CREDENTIALS RFNUERED flf omer lhan home or of |ce)
(! certify that the statements on the reverse B I [ oLE s [~
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SUNCAR CHAMDRASENHAR [MO3S
gD '!4‘;"—; LERL 20T B 15881 371 1771
SIGNED DATE PINA ]GRP# v

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

APPROVED OMB-0938-0008 FORM HCFA-150G (12-90). FORM RRB-1500.
e
PLEASE PRINT OR TYPE APPROVED OMB-1215.0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS;
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. - APPROVED OMB-0938-0008
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. L
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. : -
BT a = <
PICA HEALTH INSURANCE CLAIM FOR PICA |
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 12, INSURED'S 1.0 NUMBER " #1 [) 5 PROGRAM IN TEM +
HEALTH PLAN BLK LUNG s 0 Vi
| ttecticarety (Medcaid # | (Spansor's ss/v):l (VA Fite #) (SSN or iD) [:j (55n) (o) O £
2. PATIENT'S NAME {Last Rame, First Name. Miadis inffial] 3. PATIENT'S BIRTH DATE . 4. INSURED'S NAME (Last Nam?&%gﬂne, Middle frvtial)
eeryT [t Y i o 4% fr
i:'!j;}.i, ¥ Pt o St Ag.“@; ] ('_".2'; | 1 pramirv] e ik ui‘ﬁ[ifm
§. PATIENT'S ADDRESS (No., Streel) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. 51 =

Foe e e e 3
RD 1 B R Self ESpouse Dcnild Other D 2L
ey STATE |8 PATIENT STATUS
T o s
W Single D Married D Other D

2P CODE TELEPHONE (Include Area Code)

SR Employed Ful-Time Part-Time
Student Student

9. OTHER INSURED’'S NAME {Last Name, First Name, Middle Initiaf) 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER ) a. EMPLOYMENT? (CURRENT OR PREVIOUS)
[ Jves o
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)
MM | DD  YY
I | ES
L W[ e[] (Fves [Jwo
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER AGCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
1
s T
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES NO #f yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any. medical or other information payment of medical benefits to the undersigred physician or supplier for
necessary to process this ctaim. | also request payment of government benelits either 1o myself or to the party who accepts services described below.

assignment below.

SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM {pe it INJURY (Accident) OR GIVEFRSTDATE MM ' pp Yy MM ' DD ' vy MM © DD ' YY
. ! e PREGNANCY (LMP) : ! FROM ! : Y ! t
T S | — 1 ! 1
17. NAME OF REFERRING PHYSICIAN OR OTHER SQURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TG CURRENT SERVICES
MM bD 'y : :
o ’ ;oY 70 MM DD ¢ vy

L

1

19- RESERVED FOR LOCAL USE 1w mim P

L/0E~4 B

! L
20. OUTSIDE LAB? $ CHARGES

[ ves [ Iwo

22. MEDICAID RESUBMISSION
CODE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJi
pEE-T

P

URY.

VOHIGINAL AEF. NO.

23. PRIOR AUTHORIZATION NUMBER

DATE(S) OF SERVICE

From

- 25 - e
PROCEDURES, SERVICES, OR SUPPLIES

{Explain Unusual Circumslances)
__CHIiGrCs B

RESERVED FOR

Family LOCAL USE

UNITS| Plan

27. ACCEPT ASSIGNMENT?
- {For govt. claims, seg back)

YES :] NO

LITY WHERE SERVICES WERE
or office)

- .

31. SIGNATURE OF PHYSICIAN OR SU ::j /
INCLQDING DEGREES OR CHEDSENEFI;}I'.%H :
(al ceimlfy that the statements on the reverse
0

Il and are made g part th
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IGNED DATE :
(APPROVED 8Y AMA counc, ON T
MEDICAL SERVICE gigg) PLEASE
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. ‘ P.0. Box 447 - DuBols, PA 158010447 e OF QL | L DATEOTSRL . [} | ASCAD.
w {814) 375-4200 STATEMENT D1-0PW 02/21/03 1

FEDERAL 1.D. NO. 26-1490707

PATIENT NAME: = TREX.| L AGE 7|, ADMISSION DAYE | :DISCHARGEDATE |- BRYS
SEAN FAIRMAN M | 14y 02/14/03 02/14/03

. INGURANCE COMPANY NAME T POLCY NUMBER S T

302755 CIGNA 9999559 17748422803

300005 COMMERCIAL PROF COMP 999999 17748422803

LORAE C FAIRMAN

P carono.

B RD 1 BOX 381 EXPIRATION DATE
N HEMLOCK HEIGHTS 0 O

DUBOIS PA 15801 O ORI sowaruee
L"‘

PLEASE DETACH ANQ RETURK THIS PORTION WITH YOUR REMITTANCE

AL CHARGES . |
402 ULTRASOUND 303.00
TOTAL CHARGES 303.00
03/05/03 11130 { 3 COMMERCIAL INS DUTPATIENY -242.40
TOTAL PAYMENTS/ADJUSTMENTS -242.40

TRATENTR T PLEASE REFER TO PATIENT PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY
NUMBER ON ALL INQUIRIES

03045-00134 | Lup commesronpence.  PAYMENTS may be taken to the Esst or Wast registration

srees or to the Business Office located at 207 Hospltal Avenue.

60.60

PLEASE RETAIN FOR YOUR RECORDS
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044 NU.UUZ F.UD
SEMMAIIIT S IOP I IVITUILGE W T ILGT A — .
. P.Q. Box 447 - DuBois, PA 15801-0447 STID\'?EM%NT YYPEGFBILT " ~DATEOR B | [ PAGENG.
* (614) 375-4200 D1-REF 10/11/02 1
FEDERAL 1.D. NO. 26-1490707
) o - PATENT-NAME | SPATIENT NUWEER ADMISSION DATE T~ DISCHARGE DATE .| DAYS]
* SEAN FAIRMAN _ 02280-00591 M | 14Y 10/07/02 10/07/02
360001 AUTO INSURANGE 999989 CLM#20020237777
350002 AUTO INSURANCE PROF C 899999 CLM#20020237777
350001 OHIO CASUALTY . 999929 CLM AU02778088W
350002 AUTO INSURANCE PROF C 989999 CLM AUD2778088W
i LORAE C FAIRMAN 0 @@ cwwmo
RD 1 BOX 391 L EXPIRATION DATE
" AND: HEMLOCK HEIGHTS ;
ADDRESS . | DUBOIS PA 15801 0 B SIGNATURE,
T . PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMIYTANCE
[ DRTE - ORbER] . LYOYAL CHARGES |
320 RADIDLOGY 2n.00
TOTAL CHARGES 2noo
TOTAL PAYMENTSIADJUSTMENTS 0.00
T S 71.
[ PATENTRUMBER "] PLeAsE REFeR 70 pamewy  PAYMENT TO DUBOIS REGIONAL MEDICAL CENTER OnLY 271.00
NUMBER ON ALL INQUIRIES
0228000591 | ,vp comnesmonoence. PAYMENTS may bs tak

araas or to the Busingss O

en to the East or West reglstration
ffice locatad at 207 Hospltal Avenue.

PLEASE RETAIN FOR YOUR RECORDS




350002 AUTO INSURANCE PROF C

. - Wl AV v L R A T e Y N R s
0 ST ATWEW § 0w P IR SYINWIIWE WG ILGE DETAIL ! . - - - i
. ' 3 P.O. Box 447 - DuBais, PA 15801-0447 STATEMENT GIYPEGFBRLT - DATE OF BILL: |_PAGE NO:
] ] {814} 375-4200 D1-REF 05/10/102 1
: FEDERAL LD, NO. 26-1490707 "
’ T " PATENT NAVE 3 - PATIENT-NUIMBER .. E TS AOWISBION DATE. | DISCHARGE DATE | DAVS]
SEAN FAIRMAN 021 26-00861 05/06/02 05/06/02
e - INSURANCE COMPARY.-NAME . GROUPNOMBI QUEY-NUMBERT T~ T
350001 AUTO INSURANCE 999999 CLM#20020237777
350002 AUTO INSURANCE PROF C 999899 CLM#20020237777 IPAYMENT-AN UNT -
350001 OHIO CASUALTY 999999 CLM AU02778088W B
999989 CLM AU02778088W

LORAE C FAIRMAN 0 CARD NO.
RD 1 BOX 391 WEN  EXPIRATION DATE
;AN HEMLOCK HEIGHTS o -
B0 DUBOIS PA 15801 O S Sonarvae
s PLEASE DETACH AND RETURN TNIS PORTION WITH YOUR REMITTANCE
[ DAY g GTAY CHARGES " |
320 RADIOLOGY 83.00
TOTAL CHARGES 83.00
08121/02 11930 | 2 COMMERGIAL INS QUTPATIENT -74.40
TOTAL PAYMENTS/ADJUSTMENTS 1440
TTATENTROMBERT] AEASE REFER To pamewy  "AYMENT TO DUBOIS REGIONAL MEDICAL CENTER ONLY 18.60
02126-00861 | NUMBERON AL moumies
AND CORRESPONDENCE, PAYMENTS may be taken to the Eagt ot Wost roglstration

araaa or to the Business Cffice locat

PLEASE RETAIN FOR YOUR RECORDS

ed at 207 Hospita! Avenue.



SETTLEMENT AGREEMENT AND RELEASE

This Setﬁfment Agreement and Release (the "Settlement Agreement") is made and entered
into this J// day of /,/1"('1 A , 2003, by and between [among]:

"Petitioners" Sean Fairman, a minor, by and through his natural parents and guardians,
Ernest and Lorae Fairman

"Insurer” Ohio Casualty Group
Recitals
A. On or about January 31, 2002, was injured in a bicycle accident which occurred on

Liberty Boulevard, State Route 19, Clearfield County, Pennsylvania. Claimants allege that the
accident and resulting physical and personal injuries arose out of certain alleged negligent acts or
omissions of Barrett Johnston and have made a claim seeking monetary damages on account of those
injuries. Barrett Johnston was insured through a policy of automobile liability insurance issued by
Ohio Casualty Group which provided underinsured motorist benefits and coverage for medical bills.

B. Insurer is the liability insurer of Barrett Johnston, and as such, would be obligated
to pay underinsured motorist benefits and outstanding medical bills which are covered by its policy
with Barrett Johnston.

C. The parties desire to enter into this Settlement Agreement in order to provide for any
certain payments in full settlement and discharge of all claims which have, or might be made, by
reason of the incident described in Recital A above, upon the terms and conditions set forth below.

Agreement
The parties agree as follows;
1.0 Release and Discharge

1.1.  Inconsideration of the payments set forth in Section 2, Petitioners hereby completely
release and forever discharge Insurer from any and all past, present of future claims, demands,
obligations, actions, causes of action, wrongful death claims, rights, damages, costs, losses of
services, expenses and compensation of any nature whatsoever, whether based on a tort, contract or
other theory of recovery, which the Petitioners now have, or which may hereafter accrue or otherwise
be acquired, on account of, or may in any way grow out of the incident described in Recital A above
including, without limitation, any and all known or unknown claims for bodily and personal injuries

EXHIBIT

i c




to Petitioners, or any future wrongful death claim of Petitioners’ representatives or heirs, which have
resulted or may result from the alleged acts or omissions of the Insurer.

1.2 This release and discharge shall also apply to Insurer’s past, present and future
officers, directors, stockholders, attorneys, agents, servants, representatives, employees, subsidiaries,
affiliates, partners, predecessors and successors in interest, and all other persons, firms or
corporations with whom any of the former have been , are now, or may hereafter be affiliated.

1.3 This release, on the part of the Petitioners, shall be a fully binding and complete
settlement among the Petitioners, the Insurer, and their heirs, assigns and successors.

1.4 The Petitioners acknowledge and agree that the release and discharge set forth above
13 a general rejease. Peiitioners expressly waive and assume the risk of any and aii claims for
damages which exist as of this date, but of which the Petitioners do not know or suspect to exist,
whether through ignorance, oversight, error, negligence, or otherwise, and which, if known, would
materially affect Petitioners’ decision to enter into this Settlement Agreement. All outstanding
medical bills or liens, to the extent required to be paid in accordance with law, will be satisfied out
of the proceeds of the within settlement. The Petitioners further agree that Petitioners have accepted
payment of the sums specified herein as a complete compromise of matters involving disputed issues
of law and fact. Petitioners assume the risk that the facts or law may be other than Petitioners
believe.

2.0 Payments

In consideration of the release set forth above, the Insurer on behalf of the Decedent's
automobile liability policy agrees to pay to the individuals named below ("Payees”) the sums
outlined in this Section 2 below:

21 Payments due at the time of settlement as follows:

Payee: Sean Fairman, by and through his natural parents and guardians,
Ernest and Lorae Fairman

Amount: Twenty-Two Thousand One Hundred and No/100 ($22,100.00)
Dollars, including Twenty Thousand and No/100 ($20,000.00)
Dollars for underinsured motorist benefits and Two Thousand One
Hundred and No/100 ($2,100.00) Dollars for outstanding medical
bills.

All sums set forth herein constitute damages on account of personal injuries and sickness, within the
meaning of Section 104(a)(2) of the Internal Revenue Code of 1986, as amended.



3.0  Representation of Comprehension of Document

In entering into this Settlement Agreement, Petitioners represent the Petitioners have
completely read all terms hereof and that such terms are fully understood and voluntarily accepted
by Petitioners and that Petitioners have been adequately represented, or had opportunity to seek
representation by counsel of Petitioners’ choice.

4.0  Warranty of Capacity to Execute Agreement

Petitioners represent and warrant that no other person or entity has, or has had, any
interest in the claims, demands, obligations, or causes of action referred to in this Settlement -
Agreement, except as otherwise set forth herein; that Petitioners have the sole right and exclusive
authority to execuic this Settlement” Agreement and receive the sums specified in it; and that.
Petitioners have not sold, assigned, transferred, conveyed or otherwise disposed of any of the claims,
demands, obligations or causes of action referred to in this Settlement Agreement.

5.0 Confidentiality

The parties agree that neither they nor their attorneys nor representatives shall reveal
to anyone, other than as may be mutually agreed to in writing, any of the terms of this Settlement
Agreement or any of the amounts, numbers or terms and conditions of any sums payable to Payee
hereunder.

6.0  Governing Law

This Settlement Agreement shall be construed and interpreted in accordance with the
laws of the Commonwealth of Pennsylvania.

7.0 Additional Documents

All parties agree to cooperate fully and execute any and all supplementary documents
and to take all additional actions which may be necessary or appropriate to give full force and effect
to the basic terms and intent of this Settlement Agreement.

8.0 Entire Agreement and Successors in Interest
This Settlement Agreement contains the entire agreement the Petitioners and the

Insurer with regard to the matters set forth in it and shall be binding upon and enure to the benefit
of the executors, administrators, personal representatives, heirs, successors and assigns of each.



90 Effectiveness

This Settlement Agreement shall become effective immediately following execution
by each of the parties.

Petitioner:

Emest Fairman, Natural Parent and Guardian of
Sean Fairman, a Minor

Date. L%//// 03

or;gc;, Fairman, Natural Parent and Guardian of
Sean Fairman, a Minor

Date: /. % //4/[Z —3

Insurer:

Ohio Casualty Group

By: &’p % ﬁ V&MQ,L»,
Tide:_Clocims Qe gtesen e §./'vP
Date: 1~ 19-03




AFFIDAVIT
Before me, the undersigned authority, personally appeared Ernest and Lorae Fairman, Natural
Parents and Guardians of Sean Fairman, a Minor, who being duly sworn acclording to the law,
depose and state that they have read the foregoing Petition for Court Approval of Settlement of the
Action of a Minor, and that the contents thereof are true and correct to the best of their knowledge,
information and belief, that the terms of the foregoing Petition have been fully explained to them by
counsg!, and that they understand the terms thereof and agree that the settlement is in the best interest

of their child, Sean Fairman.

Fairman, Natural Parent and
Guardian of Sean Fairman, a Minor

he Falrman Natura] Parent and
Guardian of Sean Fairman, a Minor

()
SWORN to and SUBRSCRIBED before me
this /P~ day of , 2003.

Oftins 8.0

Notary Public

NOTARIAL SEAL
Marlene E. Duttry, Notary Public
City of Du Bois, Clearfield County
My commission expires August 22, 2006




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

IN RE: SEAN FAIRMAN, a Minor, ) CIVIL ACTION
by and through his Natural Parents and )
Guardians, ERNEST and LORAE ) No: 03-\gee-P )
FAIRMAN, ) F L E . /Q
ALY
y ) DEC 26 2003
Petitioner. ) o/ 12 e [
) William A. Shaw
Prothonotary/Clerk of Courts
ORDER OF COURT 2 CEnr s By,

AND NOW, to wit, this > day of AL&M tVL\ ,200 3 ,upon preéentation
in open court and it appearing that settlement between the parties is in the best interest of the Minor-
Petitioner, said settlement is hereby approved pursuant to the following terms:

1. Minor-Petitioner, Sean Fairman, by and through his natural parents and guardians,
Ernest and Lorae Fairman settled his claim for underinsured motorist benefits and outstanding
medical bills with Ohio Casualty Group.

2. Ohio Casualty Group will make a lamp sum payment of Twenty-Two Thousand One
Hundred and No/100 ($22,100.00) Dollars to Minor Petitioner, by and through his natural parents
and guardians, Emest and Lorae Fairman. Said payment will be placea by Tina A Aracri, Esquire,
in a federally insured interest-bearing account in the name of the Minor Petitioner, not to be
withdrawn and/or transferred to another account until the Minor-Petitioner attains the age of 18, or
by further Qrder of Court.

3. Proof of Placement of the settlement proceeds in an interest-bearing account shall be

filed with Court within thirty (30) days of the date of this Order by Tina A. Aracri, Esquire.



4. All costs and fees associated with obtaining court approval of the herein settlement
agreement shall be borne by Ohio Casualty Group.

BY THE COURT:




CERTIFICATE OF SERVICE

T hereby certify that a true and correct copy of the foregoing PETITION FOR COURT
APFROVAL OF SETTLEMENT OF THE ACTION OF A MINOR was mailed by postage prepaid,

First. Class mail, to the following counsel of record this 16" day of December, 2003:

Ernest and Lorae Fairman
R.D. #1, Box 391
Hemlock Heights, DuBois, PA 15801

Tina A. Ara'cri, Es'quire



_......;..mD >«f& ba.%,m.oo
1:00 S
cmmgs%_z_ ce

William A. Shaw
?o%o:oﬁwgo_m% of Courts
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

IN RE: SEAN FAIRMAN, a Minor,
by and through his Natural Parents and
Guardians, ERNEST and LORAE
FAIRMAN,

Petitioners.

CIVIL ACTION

No: 03-1860-CD

PROOF OF DEPOSIT OF
SETTLEMENT PROCEEDS

COUNSEL OF RECORD FOR THIS
PARTY:

DANIEL L. RIVETTI, ESQUIRE
PA I.D. #73015

TINA A. ARACRI, ESQUIRE
PA LD. #85327

ROBB LEONARD MULVIHILL
FIRM #249

2300 One Mellon Center
Pittsburgh, PA 15219

(412) 281-5431

FILED

JAN 2 12004

. William A, Shaw
Prothonotary/Clerk of Caurtg



IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

IN RE: SEAN FAIRMAN, a Minor, )
by and through his Natural Parents and )
Guardians, ERNEST and LORAE )
FAIRMAN, )
)
)
)

Petitioner.

CIVIL ACTION

No: 03-1860-CD

PROOF OF DEPOSIT OF SETTLEMENT PROCEEDS

AND NOW, comes the Petitioners, SEAN FAIRMAN, a Minor, by and through his Natural

Parents and Guardians, ERNEST and LORAE FAIRMAN, by and'through their attorneys, ROBB

LEONARD MULVIHILL and TINA A. ARACRI, ESQUIRE, and files the within Proof of Deposit

of Settlement Proceeds, which is attached hereto.

Respectfully submitted,

ROBB LEONARD MULVIHILL

SALA~

e ——

Tina A. Aracr, Squire .
Counsel for Ohio Casualty Group
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Time Certificate of Deposit fy v& 95\

Financial Institution: The Farmers National Bank of Emlenton, DuBois Office b
861 Beaver Drive, PO Box 292, DuBois, PA 15801

Account Name: SEAN FAIRMAN BY AND THROUGH HIS NATURAL PARENTS SSN/TIN: 188-70-8934
AND GUARDIANS ERNEST AND LOREA FAIRMAN or transferred

OWNERSHIP TYPE: Trust (not to be withdrawn until agecf 18)
Account Number Issue Date Deposit Amount Term Maturity Date
1133543 January 16, 2004 $20,000.00 84 Months January 16, 2011

Rate Information: This Account is an interest bearing account. The interest rate on the account is 4.14% with an annual percentage yield of
4.20%.

The interest rate and annual percentage yield will not change for the term of the account. The interest rate will be in effect until January 186,
2011, Interest begins to accrue on the business day you deposit noncash items (for example, checks). Interest will be compounded quarterly
and will be credited to the account quarterly. Interest on your account will be credited by adding the interest to the principal. The annual

percentage yield assumes interest will remain on deposit, until mqturity. A withdrawal will reduce earnings.

Balance Information: We use the daily
the principal in the account each day. We

c& method to calculate the intereét on the account. '.Tfh\is method applies a daily periodic rate to
use an interest accrual basis of 365 for each day in the year.

Limitations: You must deposit $500.
withdrawals from your account until the i

to open this account, You may not make additional deposits-into this account. You may not make
turity date.

Time Account Information: Your account will mature on January 16, 2011. [ you withdraw any of the ‘principal before the maturity date, we
may impose a penalty of the loss of three (3) months interest. This:account will automatically renew. You will have ten (10) calendar days after

the maturity date to withdraw funds without penalty. ; .
Account Fees: The following fees apply. to this aéc‘oung; Beplacemépi/lnterim Statements: - $5.00; Accqqm Research: $20/hr ($20 minimum);

..* Member, Signature and Title of Aulhon'zéd Finangi Inéti;
NON TRANSFERABLE - NON NEGOTIABLE FD'I»fw

and Levys/Writs/Garnishments: $40.00:
v nlgigner'
)

TIME DEPOSIT AGREEMENT - 84 fIONT CERTIFiCATé oFff)@sn (NP)

We appreciate your decision to open a timﬁ depo: Ccount with us. This"Agreement sets forth certain conditions, rates, and rules that are specific to
your Account. Each signer acknowledges'thal thé ‘Account Holder named has placed on deposit with the Financial Institution the Deposit Amount
indicated, and has agreed to keep the fung it until the Maturity Date. As used in this Agreement, the words “you", "your" or "yours" mean
the Account Holder(s), the word “Account’me vis:Time Deposit Account and the word "Agreement-means this Time Deposit Agreement, and the
words "we”, "us” and “our" mean the Financial Institution.. This-Account is effective as of the Issue Dafe and is valid as of the date we receive credit
for noncash items (such as checks drawni on-other‘financial instititions) deposited to open’the Account. Deposits of foreign currency will be
converted to U.S. funds as of the date of déposit and-will be:reflected as such on our records. L :

ISSUE DATE. if you open a time depositiaccount with us-after. 4:00.PM on a business day that we are open, we will consider that the transaction

was made at the opening of the next busingss day for issue date and efféctive date purposes.

£ B P
INTEREST RATE. The interest rate is thérannual rate of interest paid ori-the Account which does not reflect compounding (“Interest Rate"), and is
based upon the interest accrual basis described above. . -

AUTOMATIC RENEWAL POLICY. If the’Account will autormatically renew as described above, the principalzamount and all paid earned interest that
has not been withdrawn will autornatically.renew on each Maturity Date-for the term described above in‘the Time Account Information section.
Interest on renewed accounts will be calctilated at the interest rate then in effect for time deposits of that Déposit Amount and term.  If you wish to
withdraw funds from your Account, you must notify us during the grace period after the Maturity Date.

EARLY WITHDRAWAL PENALTY. Youhave agreed to keep the funds :0n deposit until the Maturity Date:of your Account. Any withdrawal of all or
part of the funds from your Account prior tGimaturity may. result in an ealy withdrawal penalty. We will. consider requests for early withdrawal and, if
granted, the penalty as specified above will:apply. .. e i : ’ Ly

Minimum Required Penalty. If you:withdraw
days’ simple interest on the withdrawn tunds
on the amount(s) withdrawn within six (6) days
Penalty. You pay the early withdrawal penalty. by

money within six (6) days after the date of deposit; the:Minimum Required penalty is seven (7)
ial early withdrawal(s) .are permiitted, we are required to,‘_imgose the Minimum Required Penalty
ach partial withdrawal. The early withdrawal penalty may be more than the Minimum Required
orfeiting part-of .the accrued interest on the Account.. If your Account has not earned enough
interest, or if the interest has been paid, we take the:difference from the principal amount of your Account. -~

Exceptions. We may let you withdraw:monigy, from your Account.before the Maturity Date without .an early withdrawal penalty: (1) when one
or more of you dies or is determined legally incompetént. by a court 'or other administrative body of competent jurisdiction; or (wahen the Account is

an individual Retirement Account (IRA) established.in accordance with 26 USC 408 and the money is paid within seven (Q days after the Account is
opened; or (3) when the Account is a Keogh Plan (Keogh), if you forfeit-at least the interest earned on the withdrawn funds; or (4) if the Account is
an IRA or a Keogh Plan established pursuant to 26 USC 408 or 26 USC 401, when you reach age 59 1/2 or become disabled; or (5) within an
applicable grace period (if any).

RIGHT OF SETOFF. Subject to applicable law, we may exercise our right of setoff or security interest against any and all of your Accounts (except
IRA, Keogh plan and Trust Accounts) without notice, for any liability or debt of any of you, whether joint or individual, whether direct or contingent,
whether now or hereafter existing, and whether arising from overdrafts, endorsements, guarantees, loans, attachments, garmishments, levies,
attorneys' fees, or other obligations. If the Account is a joint or multiple-party account, each Joint or multiple-party account holder authorizes us to
exercise our right of setoff against any and all Accounts of each Account Holder. :

OTHER ACCOUNT RULES. The foliowing rules also apply to the Account.

Surrender of Instrument. We may require you to endorse and surrender this Agreement 1o us when you withdraw funds, transfer or close
our Account. If you lose this Agreement, you agree to sign any affidavit of lost instrument, or other Agreement we may require, and agree to hold us
armless from liability, prior to our honoring your withdrawal or request. ’

Death of Account Holder. Each Account Holder agrees to notify us immediately upon the death of any other Account Holder. You agree that
we may hold the funds in your Account until we have received all required documentation and instructions.

Indemnity. If you ask us 1o follow instructions that we believe might expose us to any claim, liability or damages, we may refuse to follow your
i i ion, including your agreement ta indpmnify us.
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’ CERTIFICATE OF AUTHORITY

(for Deposit Accounts)

Account SEAN FAIRMAN BY AND THROUGH HIS NATURAL Financial The Farmers National Bank of Emienton
Holder: PARENTS AND GUARDIANS ERNEST AND LOREA Institution: DuBois Office

FAIRMAN 861 Beaver Drive

RR 1 BOX 391 HEMLOCK HEIGHTS PO Box 292

DUBOIS, PA 15801 DuBois, PA 15801

IN CONSIDERATION OF the existing or proposed banking relationship between SEAN FAIRMAN BY AND THROUGH HIS NATURAL PARENTS AND
GUARDIANS ERNEST AND LOREA FAIRMAN and Financial Institution, the persons signing below jointly and severally and on behalf of SEAN
FAIRMAN BY AND THROUGH HIS NATURAL PARENTS AND GUARDIANS ERNEST AND LOREA FAIRMAN represent to Financial Institution and certify to
Financial Institution that:

Account Holder. SEAN FAIRMAN BY AND THROUGH HIS NATURAL PARENTS AND GUARDIANS ERNEST AND LOREA FAIRMAN is the complete
and correct name of the Account Holder. The following is a complete list of all assumed business names, if any, under which SEAN FAIRMAN BY AND
THROUGH HIS NATURAL PARENTS AND GUARDIANS ERNEST AND LOREA FAIRMAN does business. SEAN FAIRMAN BY AND THROUGH HIS
NATURAL PARENTS AND GUARDIANS ERNEST AND LOREA FAIRMAN has filed assumed business name listings with the following governmental entities
on the indicated dates:

Signature Authorization. The Financial Institution named above, at any one or more of its offices or branches, is designated as a depository for the funds
of SEAN FAIRMAN BY AND THROUGH HIS NATURAL PARENTS AND GUARDIANS ERNEST AND LOREA FAIRMAN, which may be withdrawn on
checks, drafts, advices of debit, notes or other orders for the payment of monies bearing the following appropriate number of signatures:

Any one (1) of the following named partners, employees or designated individuals of SEAN FAIRMAN BY AND THROUGH HIS NATURAL PARENTS
AND GUARDIANS ERNEST AND LOREA FAIRMAN (“Agents"), whose actual signatures are shown below:

and that the Financial Institution shall be and is authorized to honor and pay the same whether or not they are payable to bearer or to the individual order

of any Agent or Agents signing the same. The Financial Institution is hereby directed to accept and pay without further inquiry any item drawn against
Account 1133543 with the Financial Institution bearing the signature or signatures of Agents, as authorized above or otherwise, even though drawn or
endorsed 1o the order of any Agent signing the same or tendered by such Agent for cashing or in payment of the individual obligation of such Agent or for

deposit to the Agent's personal account, and the Financial Institution shall not be required or be under any obligation to inquire as to the circumstances of

the issue or use of any item signed in accordance with the resolutions contained herein, or the application or disposition of such item or the proceeds of
the item.

Agent’s Authority. Any one of such Agents is authorized to endorse all checks, drafts, notes, and other items payable to or owned by Account Holder for
deposit with the Financial Institution, or for collection or discount by the Financial Institution; and 1o accept drafts and other items payable at the Financial
Institution.

The above named Agents are authorized and empowered to execute such other agreements, including, but not limited to, special depository agreements
and arrangements regarding the manner, conditions, or purposes for which funds, checks, or items of Account Holder may be deposited, collected, or
withdrawn and to perform such other acts as they deem reasonably necessary 10 carry out the provisions of these resolutions. The other agreements and
other acts may not be contrary {o the provisions contained in this Certificate of Authority.

" Duration. The authority hereby conferred upon the above named Agents shall be and remain in full force and effect until written notice of any amendment

or revocation thereof shall have been delivered to and received by the Financial Institution at each location where an account is maintained. Financial
Institution shall be indemnified and held harmless from any loss suffered or any liability incurred by it in continuing to act in accordance with this
authorization. Any such notice shall not affect any items in process at the time notice is given.

The rights of Financial Institution under this agreement are in addition to any other rights Financial Institution may have. Financial Institution need not
accept this agreement for it to become effective. This agreement is dated:

ACCOUNT HOLDER:

DEPOSIT PRO. Ver, 8.56.00.002 Copr. Harland Financial Solutions, Inc. 1996, 2004. All Rights Reserved. PA - PA - HACFNTIS\L717 TR.17967




CERTIFICATE OF SERVICE

I hereby certify that a true and correct copy of the foregoing PROOF OF DEPOSIT OF
SETTLEMENT PROCEEDS was mailed by postage prepaid, First Class mail, to the following

counsel of record this 19" day of January, 2004:

Ernest and Lorae Fairman
R.D. #1, Box 391
Hemlock Heights

DuBais, PA 15801

A" 4 ¥ w
Tina A. Aracri, Esquire
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G.D. No.

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

INRE: LORAE FAIRMAN, individually and as
parent and natural guardian of SEAN
FAIRMAN, a minor

CIVIL DIVISION
G.D. No.
o B-) P b

Issue No.

PETITION FOR LEAVE TO SETTLE
CLAIMS OF MINOR, SEAN FAIRMAN

Code:

Filed on behalf of Defendant, Barrett Johnston

Counsel of record for this party:

DICKIE, McCAMEY & CHILCOTE, P.C.
Firm #067

Two PPG Place, Suite 400

Pittsburgh, PA 15222-5402

(412) 281-7272




G.D. No.

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION
IN RE: LORAE FAIRMAN, individually and

)
as parent and natural guardian of SEAN )
FAIRMAN, a minor )
)
)
)

PETITION FOR LEAVE TO SETTLE CLAIMS OF MINOR,
SEAN FAIRMAN

AND NOW, comes the Defendant, Barrett Johnston, and his insurer, American
Independent Insurance Company, petitions this Court for leave to settle and discontinue the minor’s
claims as against the Defendant, Barrett Johnston, and in support thereof sets forth as follows:

1. The above-captioned matter arises out of an automobile accident that occurred
on or about January 31, 2002, in Dubois, Pennsylvania.

2. Sean Fairman was riding his friend’s bicycle with the friend, Justin Zmitravich,
riding on the back.

3. The two boys rode the bicycle out of the lower exit of the Dubois Middle School
parking lot to cross Liberty Boulevard.

4. The boys proceeded to cross Liberty Boulevard, which is five lanes wide, two
lanes southbound and two lanes northbound, with a center lane for turning.

5. The boys proceeded into the roadway, and when they got into the middle lane,
a vehicle stopped in the left lane of the southbound traffic to wave them across.

6. Defendant, Barrett Johnston, was also traveling southbound on Liberty

Boulevard, in the right, curb-side lane, at a speed of approximately 35 miles per hour.




G.D. No.

7. After passing through the traffic light at Liberty Boulevard and Parkway Drive,
the Defendant approached a large van or SUV in the left southbound lane, the same vehicle that
waved the boys across Liberty Boulevard.

8. The boys on their bicycle came from in front of the van or SUV and the
Defendant hit his brakes and swerved to the right to avoid the bicycle.

9. Justin Zmitravich jumped off the back of the bicycle, and the bicycle struck the
left front corner of the Defendant’s automobile.

10. Sean Fairman suffered a fractured leg and shoulder injuries.

11.  The posted speed limit is 35 miles per hour, and there are no school warning
signs or school zone signs in this area on the Boulevard, and the Defendant was not cited for any
traffic violations.

12. SeanFairman was treated for his injuries at Dubois Medical Center and reccived
physical therapy through P & G Physical Therapy Inc.

13.  The Defendant, Barrett Johnston is an insured of American Independent
Insurance Company.

14.  The insurer has tendered an offer of $15,000, the limits of the policy, to settle
the claim of the minor, Sean Fairman. Lorae Fairman, the mother and legal guardian of the minor
wishes to accept the offer as she believes it is reasonable.

15. Counsel for defendant is of the belief that this settlement is reasonable.

16. Lorae Fairman, on behalf of her son, Sean Fairman, signed a general release,

whereby for the sole consideration of the sum of $15,000 paid by Defendant, Barrett Johnston, and

* hisinsurer, American Independent Insurance Company, releasing and discharging the Defendant and

American Independent Insurance Company of and from any and all claims, demand, damages,
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action, causes of action or suits at law or in equity of whatsoever kind or nature for any matter related
to the accident occurring on or about January 31, 2002. The General Release was signed on August
4, 2003. A copy of the General Release is attached hereto, and made a part hereto marked Exhibit
“A”.

17.  In signing this General Release on behalf of her son, Sean Fairman, Lorae
Fairman acknowledged that she extinguished the righfs of her son Sean Fairman, for any and all
claims against the payers and agreed to hold payers harmless from any and all further claims of any
type and agreed to indemnify payers for any future judgments and or costs arising from the accident
on January 31, 2002.

18. The General Release includes any and all medical expenses arising from the
alleged accident and any and all liens of any kind whatsoever. Lorae Fairman, acting on behalf of
her son, Sean Fairman, expressly agreed to be responsible for paying such liens and medical
expenses and that they would hold harmless the Defendant, Barrett Johnston, and American
Independent Iﬁsurance Company for any claims by anyone for any expenses and or liens.

WHEREFORE, Your Petitioner, through counsel, respectfully petitions this Court
to approve the minor’s claims of Sean Fairman.

DICKIE, McCAMEY & CHILCOTE, P.C.

o ooy T, p Y

Gregorﬂl ebber, Esquire




Claim #: 02-23777

GENERAL RELEASE

KNOW ALL MEN BY THESE PRESENTS THAT:

/We, Lorae Fairman, p/n/g of Sean Fairman, for the sole consideration of the sum of Fifteen thousand
and 00/100 dollars ($15,000.00) to Me/Us in hand paid by Barrett Johnston and American Independent
Ins. Company, PAYERS, the receipt of which is hereby acknowledged, have released and discharged, arid
by these presents do for myself/ourselves my/our heirs, executors, administrators, and assigns release and
forever discharge the said PAYERS and all other persons, firms, and corporation, both known and unknown,
of and from any and all claims, demand, damages, action, causes of action or suits at law or in equity of £
whatsoever kind or nature, for or because of any matter or thing done, omitted or suffered to be done by
anyone prior to and including the date hereof on account of all injuries both to person or property resulting,
or to result, from any accident which occurred on or about January 31%,, 2002 at or near Liberty Blvd.,
Dubois, PA.

/We understand the PAYERS, by reason of agreeing to this compromise payment, neither admits nor denies
liability of any sort, and the PAYERS have made no agreement or promise to do or omit to do any act or
thing not herein set forth and I/We further understand that this rélease is made as a compromise to avoid
expense and to terminal all controversy and/or claims for the injuries or damages of whatsoever nature,
known or unknown, including future developments thereof, in any way growing our of or connected with
said accident.

Lorae Fairman is acting in his/her role as parent and natural guardian of Sean Fairman in the execution of
this release. In doing so, he/she acknowledges that he/she is extinguishing the rights of Sean Fairman for
any and all claims against PAYERS and he/she hereby agrees to hold PAYERS harmless from any and all
further claims of any type and he/she agrees to indemnify PAYERS for any future judgments and or costs
arising from the accident on January 31%, 2002.

This settlement includes any and all medical expenses arising from the alleged accident and any and all liens
of any kind, whatsoever and I/We expressly agree that I/We shall be responsible for paying them and that
I/We will indemnify and hold harmless the PAYERS for any claims by anyone for any expenses or liens.

I/We admit that no representation of fact or opinion has been made by the said PAYERS or anyone on her,
his or their behalf to induce this compromise with respect to the extent, nature or permanency of said injuries
or as to the likelihood of future complications or recovery therefrom and that the sum paid is solely by way
of compromise of a disputed claim, and that in determining said sum there has been teken intc consideration
the fact that serious or unexpected consequences might result form the present injuries, known or unknown,
from sald acmdent and it is therefore specifically agreed that this release shall be a complete bar to all claims

ses-ofwhetsoever nature resulting or to result from said accident. However, it is
nderst iig;f‘l%ﬁlﬁsedec&wn of thi release that I do not intend to give up any possible claim for
nalpraghg ho treated me for this accident.

My Commlsemn Explrcs Apr 4, 2005

jo T =

(_//  Claimant
X 7His /EELE/%Z NoEs ol CoVER i)Y JFCTIONT  OR M EDICHC
MITe PRICTICE AVDIOR CLAIMT o DADERINSpiknac COURANE -
OR ALY Tl (8257 Barid CLAMS . EXHIBIT
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

IN RE: LORAE FAIRMAN, individually and

)
as parent and natural guardian of SEAN )
FAIRMAN, a minor )
)
)
)

ORDER OF COURT

AND NOW, to-wit, this day of , 2004, upon

consideration of the foregoing Petition and representations of the Petitioner and his counsel, all
claims of the minor Plaintiff, Sean Fairman are hereby settled and discontinued of record, and

those claims of the minor Plaintiff identified above are dismissed with prejudice.

BY THE COURT:




G.D. No.

CERTIFICATE OF SERVICE

I, Gregory R. Webber, Esquire, hereby certify that a true and correct copy of the foregoing

PETITION FOR LEAVE TO SETTLE CLAIMS OF MINOR, SEAN FAIRMAN was

served this o2 7 day of February, 2004, by United States First Class Mail, postage prepaid, to:

Lorae Fairman
R.D.1

Box 391

Dubois, PA 15801

Respectfully submitted,

DICKIE, MCCAMEY & CHILCOTE, P.C.

iy 9 A

Gregor%l ebber, Esquire
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

SEAN FAIRMAN, a Minor, by and

through his Natural Parents and :

Guardians , ERNEST AND LORAE : No. 03-1860-CD
FAIRMAN :

ORDER ‘
/(A
NOW, this day of March, 2004, upon consideration of
Attorney Webber’s Petition for Leave to Settle Claims of a Minor, a Rule is hereby

issued upon the parties to Appear and Show Cause why the Petition should not be

granted. Argument is scheduled the | day of (Jyﬁ)i(l/ , 2004, at
I

Q\’_?y) P M. in Courtroom No. { , Clearfield County

Courthouse, Clearfield, PA.

BY THE COURT:

b | Lo

FREDRIC J. AMMERMAN
President Judge

FILED

illiam A. Shaw
WProthonotaW




William A. Shaw
U«ogo:oﬁma\ ’ -



G.D. No.

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

INRE: LORAEFAIRMAN, individually and as
parent and natural guardian of SEAN
FAIRMAN, a minor

CIVIL DIVISION
G.D. No.

Issue No. O3 - \Q60- Y

AFFIDAVIT OF SERVICE OF RULE TO
SHOW CAUSE

Code:

Filed on behalf of Defendant, Barrett Johnston

Counsel of record for this party:

DICKIE, McCAMEY & CHILCOTE, P.C.
Firm #067 |
Two PPG Place, Suite 400

Pittsburgh, PA 15222-5402

(412) 281-7272

FILED

R 24200 &
Mo ss((p
William A, Shaw
Prothonotary/Clerk of Courtg

\ L\""A‘. ‘o M_’_\
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

IN RE: LORAE FAIRMAN, individually and
as parent and natural guardian of SEAN
FAIRMAN, a minor

)
)
)
)
)
)

AFFIDAVIT OF SERVICE OF RULE TO SHOW CAUSE

Before me, the undersigned authority, personally appeared Gregory R. Webber, Esquire, who
deposes and says that pursuant to Pa. R. Civ. P. 404 and 403 that he mailed a copy of the Rule to Show
Causes filed in the above-referenced matter to Lorae Fairman, R.D. 1, Box 391, Dubois, PA 15801 by

certified mail, return receipt requested.

Respectfully submitted,

DICKIE, McCAMEY & CHILCOTE, P.C.

Gr%gory R

SWORN TO and subsgribed before
me this? 21 Addy of CA/ 2004

(7 ), 2/ /W

Ngtrary Public

COMMONWEALTH OF PENNSYLVANIA
Notarial Seal
Efaine Wapiennik, Notary Public
City Of Pittsburgh, Allegheny County
My Commission Expires Jan. 30, 2008

Member, Pennsylvania Association Of Notaries




IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

SEAN FAIRMAN, a Minor, by and

through his Natural Parents and :

Guardians , ERNEST AND LORAE : No. 03-1860-CD
FAIRMAN :

ORDER
NOW, this _ /(, o day of March, 2004, upon consideration of
Attorney Webber’s Petition for Leave to Settle Claims of a Minor, a Rule is hereby

issued upon the parties to Appear and Show Cause why the Petition should not be
granted. Argument is scheduled the ./ day of W , 2004, at
/

9 30 /A M. in Courtroom No. / , Clearfield County

Courthouse, Clearfield, PA.

BY THE COURT:

/s/ Fredric J. Ammerman

FREDRIC J. AMMERMAN
President Judge

I hereby certify this to be a true
and attested copy of the original
statement filed in this case.

MAR 16 2004

Attest. bz

Prothonotary/
Clerk of Conr.lyrts
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CERTIFICATE OF SERVICE

I, Gregory R. Webber, Esquire, hereby certify that a true and correct copy of the
foregoing AFFIDAVIT OF SERVICE OF RULE TO SHOW CAUSE was served this _23

day of March, 2004, by United States First Class Mail, postage prepaid, to:

Lorae Fairman
RD.1

Box 391

Dubois, PA 15801

Respectfully submitted,

DICKIE, MCCAMEY & CHILCOTE, P.C.




IN THE COURT OF COMMON PLEAS

OF CLEARFIELD COUNTY, PENNSYLVANIAF ﬁ LE D

CIVIL DIVISION

SEAN FAIRMAN, a Minor, by : APR 0 6 2004
d th h his P t : No. 03-1860-CDya;:4:

and through his Parents o DWl”lam A, Shaw

and Natural Guardians, : Pmthonotary

ERNEST AND LORAE FAIRMAN
ORDER

NOw, this 1lst day of April, 2004, upon
presentation in open court of the Petition for Leave to
Settle Claims of Minor, Sean Fairman, with the Court
further noting that the Juvenile's natural mother has
appeared and that the parties appear to be entering into
the settliement voluntarily, knowingly and intelligently and
that the settlement is in the best interests of the minor;
the said settlement is hereby approved pursuant to the
following terms:

1. The Minor-pPetitioner, Sean Fairman, by and
through his natural parents and guardians, Ernest and Lorae
Fairman, are settling his claim for insurance benefits with
the American Independent Insurance Company;

2. American Independent Insurance Company will
make a Tump sum payment of Fifteen Thousand ($15,000.G0)
dollars to the Minor-Petitioner, by and through his natura?

parents and guardians, the said Ernest and Lorae Fairman.




Said payment to be placed by Gregory R. webber, Esquire, in
a federally insured, interest-bearing account in the name
of the Minor-Petitioner, nof to be withdrawn and/or
transferred to another account until the Minor-Petitioner
attains the age of twenty-five (25) or by further Order of
Court;

3. Proof of placement of the said settlement
proceeds in an interest-bearing account shall be f11ed‘w1th
the Court within thirty (30) days of the date of this order
by Gregory R. webber, Esquire;

4. All costs and fees associated with obtaining
court approval of this portion of the settlement shall be

borne by the American Independent Insurance Company.

BY THE COURT,

::%{,,wgu_,{?m i @:fw @
|4 U/ ,

President Judge
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

CIVIL DIVISION

No. 03-1860 - CD
INRE: LORAEFAIRMAN, individually and as
parent and natural guardian of SEAN  Issue No.
FAIRMAN, a minor

PROOF OF DEPOSIT

Code:

Counsel of record for this party:

Gregory R. Webber, Esq.
PA. LD. #83749

DICKIE, McCAMEY & CHILCOTE, P.C.
Firm #067

Two PPG Place, Suite 400
Pittsburgh, PA 15222-5402

FILED

MAY 05 2004

(412) 281-7272

iliam A. Shaw
We—’rothanOtaW
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

IN RE: LORAE FAIRMAN, individually and )

as parent and natural guardian of SEAN )

FAIRMAN, a minor ) No. 03-1860 - CD
)
)
)

PROOF OF DEPOSIT

AND NOW, comes the Defendant, American Independent Insurance Company, by
and through its attorneys, Dickie, McCamey & Chilcote, P.C. and Gregory R. Webber, Esquire, and
hereby files Proof of Deposit, averring as follows:

L. A settlement was entered into whereby Sean Fairman was to be paid
$15,000.00 by and through his natural guardians.

2. American Independent Insurance Company received permission of Court to
settle this claim by Order dated April 1, 2004. This Order, which is attached hereto as Exhibit A,
instructed Gregory R. Webber to deposit $15,000.00 into an interest bearing federally insured
account for Sean Fairman.

3. Gregory R. Webber engaged in communication with Earnest and Lorae
Fairman, the parents and natural guardians of Sean Fairman, who had arranged for a ten year CD,
which is interest bearing and federally insured, to be set up in the name of Sean Fairman through
Farmers National Bank.

4. Farmers National Bank was informed of the restrictions placed on this account

~ by the Court’s Order.
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5. On April 30,2004, the sum of $15,000.00 was deposited into Sean Fairman’s
account pursuant to the Court’s instructions. Correspondence of Farmers National Bank verifying
this deposit is attached hereto as Exhibit B.

6. Accordingly, undersigned counsel certifies that the settlement proceeds have

been deposited in the appropriate account.

Respectfully submitted,

DICKIE, McCAMEY & CHILCOTE, P.C.

o T

Gregory R. W@tﬁ ’




IN THE. COURT OF COMMON PLEAS
OF CLEARFIELD COUNTY, PENNSYLVANIA
CIVIL DIVISION
SEAN FAIRMAN, a Minor, by
and through his Parents : .No.h03—1860—CD
and Natural Guardians, |
ERNEST AND LORAE FAIRMAN
ORDER
NOW, this 1st day of April, 2004, upon
presentation in open court of the Petition for Leave to
Settle Claims of Minor, Sean Fairman, with the Court
further noting that the Juvenile's natural mother has
appeared and that the parties appear to be entering into
thé settlement vo1untarﬁjy, knowingly and intelligently and
that the settlement 1s>1h.the best interests of the minor;
the said settlement is hereby approved pursuaht to the
following terms: |
1. The Minor-pPetitioner, Sean Féﬁrman, by and

through his natura]lparents and guardians, Ernest and Lorae
Fairman, are settling his claim for insurance benefits with
the American Independent Insurance Company;

| ,‘2. American Independent Insuranée Company will
make a lump sum payment of Fifteen Thousand ($15,000.00)
do11ars-to the Minor-Petitioner, by and through his natural

parents and guardians, the said Ernest and Lorae Fairman.

EXHIBIT




Said payment to be placed by Gregory R. Webber, Esquire, in

‘a federally insured, interest—bearing account in the name

of the Minor-pPetitioner, not to be withdrawn and/or
transferred to another account until the Minor-Petitioner
attains the age of twenty-five (25) or by furthef order of
Court;

3. Proof of placement of the said settlement
proceeds in an interest-bearing account shall be fi]ed'with
the Court within thirty (30) days of the date of this order
by Gregory R. Webber, Esquire;

4. All costs and fees associated with obtaining
court approval of this portion of the settlement shall be

borne by the American Independent Insurance Company.

BY THE COURT,

/s/ Fredric J. Ammerman

President judge

I hereby certity this to be a trye

and attested copy of the origj
( origin
Statement filed in this case. ginal

APR 06 2004

Cost_ 2.
Prothonotary/
Clerk of Coyrts

Aﬁest.




~“®4 11:17 AM FARMERS BANK DUEBOIS , P.B2

Farmers National Bank
P.C. BOX 202 861 BEAVER DRIVE DUBOIS, PENNSYLVANIA 15801
Phone 814-371-2166 Fax 814-375-0646

April 30, 2004

Gregory Webber

Law Office of Vickie McCamey & Chilcote
Two PPG Place

Suite 400

Pittsburgh, PA 15222

RE: Sean Fairman account
Mr. Webber:

This letter is in reference to a 10 year certificatc of deposit account that was
opened for Sean Fairman.

[ received a check in the amount of $15,000.00 from American Independent
Insurance Company to open this interest bearing account, which is FDIC
approved.

The funds dcposited to the certificatc of deposit arc not to be moved or
transferred until Sean Faimman reaches the age of 25 years old.

- Joafine M. Agosti
Customer Scrvice Representative

Farmers National Bank

Sincerely,

EXHIBIT

5
g
F3

SERVING THIS AREA...FROM THIS AREA




G.D. No.

CERTIFICATE OF SERVICE

I, Gregory R. Webber, Esquire, hereby certify that a true and correct copy of the
foregoing PROOF OF DEPOSIT was served this__4{ __ day of May, 2004, by United States First

Class Mail, postage prepaid, to:

Mr. Earnest Fairman
Ms. Lorae Fairman
R.D. 1

Box 391

Dubois, PA 15801

Respectfully submitted,

DICKIE, MCCAMEY & CHILCOTE, P.C.

A

Gregory R ber Esqulre
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

“INRE: LORAE FAIRMAN, individually and as

parent and natural
FAIRMAN, a minor

guardian of SEAN

CIVIL DIVISION
No. 03-1860 - CD

Issue No.

MOTION TO AMEND COURT
ORDER/RELEASE FUNDS

Code:

Filed on behalf of Defendant, Barrett Johnston

Counsel of record for this party:

DICKIE, McCAMEY & CHILCOTE, P.C.
Firm #067

Two PPG Place, Suite 400

Pittsburgh, PA 15222-5402

FILED

MAY 05 2pp4

(412) 281-7272

William A. g
Pmthonbtai:?,w
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY,
PENNSYLVANIA
CIVIL DIVISION

IN RE: LORAE FAIRMAN, individually and )

as parent and natural guardian of SEAN )

FAIRMAN, a minor ) No. 03-1860 - CD
)
)
)

MOTION TO AMEND COURT ORDER/RELEASE FUNDS

AND NOW, comes the Defendant, -Barrett Johnston, and his insurer, American
Independent Insurance Company, and hereby files this Motion to Amend Court Order/Release Funds
and in support thereof sets forth as follows:

1. Pursuant to an April 1, 2004 Order of Court, American Independent Insurance
Company forwarded $15,000.00 to Farmers National Bank which was deposited into an account for
Sean Fairman, a minor.

2. On the date of deposit, Lorea Fairman, mother of Sean Fairman, contacted
Gregory R. Webber, the undersigned counsel for American Independent Insurance Company, to state
that $3,500.00 of those funds needed to be utilized to satisfy outstanding medical bills of CIGNA.

Further, Mrs. Fairman indicated that she brought this matter before the Court at the time of the

argument on the Petition for Approval of Minor’s Settlement and provided documentation attached
as Exhibit “A”.

3. Through communications with representatives of Farmers National Bank and
Mrs. Fairman, it has been agreed that $3,500.00 will be removed from the fund and forwarded for
payment to CIGNA. Thereafter, the remaining $11,500.00 will be placed into an interest bearing,

federally insured CD for Sean Fairman.

%



G.D. No.

4, Accordingly, the parties request that the Court amend the April 1, 2004 Order
to indicate that the $15,000.00 deposited for Sean Fairman be allocated as $11,500.00 in a Certificate
of Deposit for Sean Fairman and $3,500.00 to be utilized to satisfy outstanding bills to CIGNA.

Respectfully submitted,

DICKIE, McCAMEY & CHILCOTE, P.C.

7
By: M'f%

Gregory R. @{)er, Esquire




Primax Recoveries Incorporated
Bloomfliae:g., BC?I'XO761O-30u2-7 135 o

May 30, 2003

Lorae C. Fairman
R D 1 Box 391 Hemlock Hgts

Dubois, PA 15801

Lorae C. Fairman

lsured:
Qur Case iD: 3024952
Patient: Sean E. Fairman
Date of Incident: 01/31/2002

Our Client: CIGNA. HealthCare-ES Proclaim Std

Dear Lorae C. Fairran:

Enclosed please find a list of benefits paid to date on behalf of Sean E. Fairman by CIGNA
HealthCare-ES Proclaim Std. Bacause there may be additional benefits, please contact me
prior to settlement of the claim so that the benefits can be updated. Shouid you have any

questions, please contact me.

Very truly yours,

A Desmepcals ~
Primax Recove ies%mbd

(800) 442-2075 Ext. 6343

/670 /ﬁuﬁu}fm :

3500 05—




Insured:
Qur Case ID:

Date of Accident:

Claim Number

QOur Client:

0650216807754
0650305105775
0650305185775
0650225006142
7650221890516
7650221991379
7650221890517
7650221091088
7650229991333
7650229695135
7650230392130
7650311592173
7650231692848
765023331154
7650233792821
7650304295097
7650305591828

Lcrae C. Fairman
3024952
01/31/2002 .
CIGNA HealthCare-ES Proclaim Std

CPT

Claimant: Sean E. Fairman

Provider

Dates of Service

Claim Amount

-Benefit Amount

MED SVC OF AMERICA INC
MED SVC Oi AMERICA INC
. MED SVC OF AMERICA INC
MED SVC OF AMERICA INC

DUBOIS REG MED CTR
P & O PHYS THRP INC
DUBOIS REG MED CTR
PIASO MD

PIASO MC

PIGIG PHYS THRP INC
P % O PHYS THRP INC
PIGIG PHYS THRP INC
PIASO MD

P & O PHYS THRP INC
PIGIG PHYS THRP INC
PIASO MD

RAINTREE MRI SVC INC

=3

02/02/2002 - 02/02/2002
03/02/2002 - 03/02/2002
04/02/2002 - 05/02/2002
05/02/2002 - 05/02/2002
05/08/2002 - 05/06/2002
05/13/2002 - 05/31/2002
05/28/2002 - 05/28/2002
05/28/2002 - 05/28/2002
10/07/2002 - 10/07/2002

" 10/15/2002 - 10/16/2002

10/21/2002 - 10/25/2002
10/28/2002 - 11/13/2002
11/04/2002 - 11/04/2002
11/18/2002 - 11/20/2002
11/25/2002 - 11/26/2002
01/09/2003 - 01/20/2003
01/13/2003 - 01/13/2003

Totals:

(4
[y

$289.00 $124.50
$144.00 $69.12
$244.00 $117.12
$44.00 $21.12
$93.00 $74.40
$990.00 $760.00
$93.00 $74.40
$50.00 $36.00
$129.00 '$99.20
$340.00 * $256.00
$345.00 $260.00

- $715.00 $560.97
$50.00 $40.00
$370.00 " $280.00
$370.00 $212.00
$140.00 $104.00
$1,000.00 $800.00
$5,406.00 $3,888.83

05/30/2803



FILED
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MAY 05 2004

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

PENNSYLVANIA
CIVIL DIVISION
IN RE: LORAE FAIRMAN, individually and )
as parent and natural guardian of SEAN ) ‘
FAIRMAN, a minor ) No. 03-1860 - CD
)
)
)
ORDER OF COURT
AND NOW, to-wit, this 2 day of ‘/M CU1 , 2004, upon

consideration of the Motion to Amend Order/Release Funds, it is hereby ORDERED, ADJUDGED
and DECREED as follows:

1. Farmers National Bank is ORDERED to issue payment in the amount of $3,500.00
to CIGNA from the $15,000.00 which has previously been deposited in the account of Sean Fairman
for satisfaction of bills incidental to the underlying accident.

2. It is further ORDERED that the remaining $11,500.00 of the $15,000.00 settlement
shall remain in the existing federally insured interest bearing account, or be placed into a new
federally insured interest bearing account, as directed by Earnest and Lorea Fairman, parents and
natural guardians of Sean Fairman, which is not to be removed or transferred until Sean Fairman

reaches the age of 25, except upon further Order of this Court.

BY THE COURT: »
FILED W@/\ ,
* MAY'0 7 2004
William A. Shaw

Prothonotary/Clerk of Courts



T_ ED CC
3@& et ; @\& Lorbibe”

Witliam A. Shaw
Prothonotary/Clerk of Courts
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CERTIFICATE OF SERVICE

I, Gregory R. Webber, Esquire, hereby certify that a true and correct copy of the foregoing
MOTION TO AMEND COURT ORDER/RELEASE FUNDS was served this é day of

May, 2004, by United States First Class Mail, postage prepaid, to:

Eamest Fairman
Lorae Fairman
RD.1

Box 391

Dubois, PA 15801

Respectfully submitted,

DICKIE, MCCAMEY & CHILCOTE, P.C.

CfQMZwZ‘

GregorW ebber, Esquire




