FORM B10 (Official Form 10) (4/01)

UNITED STATES BANKRUPTCY COURT DISTRICT OF - PROOF OF CLAIM

Name of Debtor KMar+ Custom ey Sesvice Unit| Case Number
dam em 179093

NOTE: This form should not be used to make a claim for an administrative expensc ‘arising ‘after the commencement
of the casc. A ‘“request” for payment of -an administrative expense may be filed pufsuarit to 11 US.C. §503.7-  --

Name of Creditor (The person or other entity to whom the debtor owes | [J Check box if you are aware that
money or property): anyone else has filed a proof of
c . d b claim relating to your claim. Attach
copy of statement giving
N\ \/ 5“.€ aaw Q/(/, particulars.
Name and address where notices should be sent: O Check box if you have never
LI Dtjd S-Mmanuwkian ) received any notices from the
Faveir + Favoh ,P-B. bankruptcy court in this case.
! [J Check box if the address differs
10 Weet Rdams St. 02 from the address on the envelope
Jm.ﬁpw (le, Flo-. 33 sent to you by the court.
Telephone number: g puf - BTP —gWS’ Tuis Spack 1s FoR Court Use ONLY,
Account or other number by which creditor identifies debtor: Check here Oreot
o replaces .
. if this claim a previously filed claim, dated:
'Ftle,‘-H’—.Q’7? O?Q. (] amends

1. Basis for Claim O Retiree benefits as defined in 11 U.S.C. § 1114(a)

O Goods sold O Wages, salaries, and compensation (fill out below)
O Services perforrhed

Your SS #:
O Money loaned ) )
)é wrongful death Unpaid compensation for services performed
g Taxes from to
Other (date) (date)
2. Date debt was incurred: b / / ’/ 200 ( 3. If court judgment, date obtained:
4. Total Amount of Claim at Time Case Filed: $ UNIETERMINED ~
If all or part of your claim is secured or entitled to prionty, also complete Item 5 or 6 below. \

O Check this box 1if claim includes interest or other charges in addition to the principal amount of the claim. Attach’ itemized statement
of all interest or additional charges. \

5. Secured Claim. - 6. Unsecured Priority Claim. \
0 Check this box if your claim 1s secured by collateral (including a O Check this box if you have an unsecured priority claim
nght of setoff). Amount entitled to priority $
Brief Descnption of Collateral: Eslp":;fy the Fnonty of the clzum; $4,650)* camed vt 90 days bef
. ages, salanes, or commissions (up to y ,  eamed within ys ore
(J Real Estate O Motor Vehicle filing of the bankruptcy petition or cessation of the debtor’s business, whichever
O Other— is earher - 11 U S.C. § S07(2)(3).

Contnbutions to an employee benefit plan - 11 U.S.C. § 507(a)(4).

Up to $2,100* of deposits toward purchase, lease, or rental of property of
services for personal, farmly, or household use - 11 U.S C. § 507(a)(6).

Alimony, maintenance, or support owed to a spouse, former spouse, or child -
11 U.S.C. § 507(a)(7)

Taxes or penalties owed to govemmental unuts - 11 U S.C. § 507(a)(8)
Other - Specify applicable paragraph of 11 U S C. § 507(a)( ).

*Amounts are subject to adjustment on 4/1/04 and every 3 yéars thereafter with
- - respect to cases commenced on or after the date of adjustment.

Value of Collateral: $

oo O oag

Amount of arrearage and other charges at time case filed included in
secured claim, if any: §

7. Credits: The amount of all payments on this claim has been credited and Ths Space 1s For Court Use OnLy
deducted for the purpose of making this proof of claim.

8. Supporting Documents: Attach copies of supporting documents, such as e dEd
promissory notes, purchase orders, invoices, itemized statements of running e ,lfi'{f": e GES
accounts, contracts, court judgments, mortgages, security agreements, and evidence BRI 11 /
of perfection of lien. DO NOT SEND ORIGINAL DOCUMENTS. If the documents SR
are not available, explain. If the documents are voluminous, attach a summary. v 1210 25 oy | 24

9. Date-Stamped Copy: To receive an acknowledgment of the filing of your claim, 250 i &
enclose a stamped, self-addressed envelope and copy of this proof of claim. 2 A QV"WCY

Date Sign and print the name and title, 1f any, of the creditor or other person authorized to file SELACHY H

- /5 /0 2 this y ch copy of power ?\omey, if any) _
- . % e o s mws,_s7r | 3350 ML T33

Penaltv for presentingfraudulent ck{m: Fine of up to $500,000 or imprisonment for up to S years, or both. 18 U.S.C. §§ 152 and 3571.




0 & P REHABILITATION ASE0C
190 NW SO0th ST 4
GAINESYILLE FL 32607-C0O00
(352} 33L-3399

CINDY CamPBELL
1015 NE LLTH AVE

CGAINCSVYILLE FL 32601 -QGQO

CURRENT OVER 30 DAYS OVER 60 DAYS OVER 390 DAYS OVER 120 DAYS
“' 0. OO

0.C0

DATE PATIENT SERVICE CODE CHARGE "PAYMT BALANCE

Ce-27
06~ 19

8169
8169

S

WA)M;ZLO( ‘#’

STATEMENT

DATE 1Z2~31-01
ACCOUNT NUMBER
QTOH

TERMS: DUE UPON RECEIPT

PAST DUE BALANCE SUBJECT TO 1 5%

INTEREST CHARGE PER MONTH
UNTIL PAID

0.00

394.80"
54.93 0.00

N

FH

roJuih
0. W. ﬂﬁlﬂﬂw W d”[%[m

?ZU)Z,

PLEASE PAY

STATEMENT

DATE ] 2~31-01

ACCOUNT NUMBER
8169

TERMS:

DUE UPON RECEIPT

PAST DUE BALANCE SUBJECT TO 1 5%
INTEREST CHARGE PER MONTH

UNTIL PAID

78.96
89.95
BALANCE
LANCE ), 86 56
PAYMENT
encLosep P $ -
86.H

PLEASE RETURN THIS PORTION
WITH YOUR REMITTANCE



Telephone Device for the Deal

NEW: (352)384-3150 PH (352)384-3157 FAX msowers@co.alachua.flus

(352) 334-0105 EMAL

CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT

HEINT O D HAIEIVIENT )(CC..W‘Q_W.M& VAT POy s LAST T ATV AUV | Ui _ PLEASE MAKE CHEUKS raABLE (U,
ACCOUNT s%unﬂ 08/02/01 . . ALACHUA COUNTY FIRE RESCUE SERVICES
L NUMBER oo N CRT.COPE 2 i3 TR I ENT 358 [ CHARGES OR/ 9,@.. m_smmmmzm%ogmﬁ_wko%a_wwmmsnnmm
117441(06]01 A0427 >zm:r>zom TRANS mow._, DASE RATE CINDY 375.00 GAINESVILLE, FLORIDA 32602
112441106|01| 4 AD425 | AMBULANCE MILEAGE CINDY 27.00 (352) 955-2462

| FAX # (352) 955-2492

| .

_ . v 7Y IF YOU WISH TO PAY BY MASTER-

! Ssn 380-72-6307 CARD OR VISA, PLEASE COMPLETE

! SECTION ON BACK AND RETURN.

! TAX ID NO. 59-6000501

| CALL NO

" 0112441

“ GUARANTOR'S NAME AND ADDRESS

! CTNDY CAMPRELIL

| I 1015 NE 11 AVE

| GATNEEVILLE, FL 32601

_
s \v I 44 JF YOU HAVF NOT ALRFADY FORWARDED YOUR TNSURANCE INFORMATION, — ** O

| **  PLEASE SEND THE INFORMATION ON THE FORM ON THE REVERSE SIDE OF **
,%;E“ *%  THE STATEMENT OR SEND PAYMENT TODAY! THANK YOU!! £ s 107,00
BSAGE | BALANCE 4

! OUTSTANDING BALANCE

ORIGIN Mw OHzUJ\ Omxzm\um“rr m>r>ZOmMON 00 OVER 30 DAYS OVER 60 DAYS |OVER 90 DAYS
. 5,/1015 NE 11 AVE ’
ZZ|GAINESVILLE, FL 32601 P TERS:
T ENCLOSED CASH ON
DESTINATION % RECEIPT OF

STATEMENT

DETACH HERE AND RETURN THIS PORTION WITH PAYMENT
TO INSURE PROPER CREDIT TO YOUR ACCOUNT



YOUR FHYSICIAN BILL

& —x UNIVERSITY OF 4 PATIENT NAME NOW DU
5 ) 3
y
&7 IEHI;S(I)CRIE)A CINDY CAMPEELL o o
IAN STATEMENT DATE ACCOUNT NUMBER AMOUNT PAIL
s<sn 3?0*79'(0‘ 207 87/07/01 1293807

(PLEASE CHARGEMY ([OVISA OM/C ODISC A

CARD NUMBER
N O O
EXPIRATION DATE AMOUNT PAID
1293907 $
CINDY CAMPBELL SIGNATURE OF CARDHOLDER
1015 NE 11 AVE
GAINESVILLE FL 32601 .
RETURN THIS PART WITH PAYME
(232)265~79046 oT (BBB)I)766-8154
Insurance: 4999 BC/BS PPC OTH-OP/ER B13
DATE AR DESCRIPTION CHARGES PAYMENT PATIENT BALANCE
04/01/0L 1 # X—-RAY EXAM OF ELBOW 39. 00
DEPT. OF RADIOLOGY
06/01/01 1 # X-RAY EXAM DF FOREARM 37. 00
Adctivity 1 i1nsurance balance 7&4. 00

’
3t 2 3 36 3 R H R S0 ST 630 0 S0 30 30 238 36 030 0 30 16 30 36 30 3 3036 25 3030 40 3 3R 40 036 4 SR 3 S0 030 30 3 30 S 30 R 36 9t 3 30 b 36 36 F0 S0 38 e S0 30 30 3 30 6 26 36 95 203 96 630

PAGE 1 TOTALS $ 765,00  $ 0. 00 $ 0. 00
lLast Patient Payment. 0. 00 = = 2 : -
DATE Y PATIENT NAME Y ACCOUNTNUMBER ) ("PAY THIS
07/07/01 L CINDY CAMPBELL kmaao*; J AMOUNT > 0 O
1 PAYMENT ADDRESS:  make cHECK PAYABLE TO FCPA

S AND PAYMENTS
z?é"éﬁégpﬁea gﬁ;{sMESSE (RAS52)2485-7906 or (B88)7466-8154 PO Box 918025
MLL A 5
IEXT STATEMENT Orlando FL 32891-8025
i IMPORTANT MESSAGE REGARDING YOUR ACCOUNT

WE ARE CURRENTLY IN THE PROCESS OF BILLING YOUR INSURANCE COMPANY
INFORMATION OMNLYy STATEMENT. THIS I5 NOT A BILL!'U!

i

s is a statement for prefessional seraces rendered by your physician(s) as a member of the University of Flonda Physicians Gaineswille, FL The
Flencla Chimcal Practica Assoaiation -5 tho 2iling Agent for the UF Physirians




Fax to: CJaims 1-800-880-9325

Claim Form From: ‘

. |
COLONIAL Fax Number._/259..332- 3 | [ 3

LIFE & ACCIDENT INSURANCE COMPANY and Instructions Date: LQ ) 7 -0 /
Number of pages: =2

What can | do to avoid delays? 551 3¥0-72-6307

Missing information is one of the major causes of delay in processing. Please be sure you have:
* Signed the Authorization (page 4) and the Service Release (below).
» Completed the sections that apply to your specific claim.
¢ Enclosed the information requested.
* Advised your doctor we may be contacting him/her if additional information is needed.

-

When should | expect a reply?

Mail time is a large contributor to the time it takes for our response to reach you. Mail may take up to four or five days each
way. Typical turnaround time is 21 calendar days from mailbox to mailbox.

When should | expect a reply?

*  You may fax your claim to us at 1-800-880-9325. Please allow up to 48 hours for our automated service center to be
updated with information confirming receipt of your fax. You may expect a reply by mail within 14 calendar days,
or....

«  You may choose to have your payment returned by overnight delivery by initialing the Service Release below. A
$10.00 charge for this service will be deducted from your claim payment. This cost is subject to rate increases by
overnight carriers. If you fax your claim and wish us to overnight your check, you may expect a response in approxi-
mately 7 calendar days. We will only overnight payments over $300.00. Street address is required for overnight
delivery, delivery Monday through Friday, time not guaranteed.

SERVICE RELEASE-Please initial below as indicated.,

RN | authorize Colonial Life & Accident Insurance Company to facilitate processing this claim by discussing
(initial) its details with a local sales representative if he/she is inquiring on my behalf.
SO | authorize Colonial Life & Accident Insurance Company to communicate information (other than
(initial) medical) or the status of this claim through electronic messaging at my home phone number as

indicated on this form. | understand messages will be left with any person answering the phone or on
my voicemail/answering machine.

(SC. . Yes, please deduct the $10 fee (cost subject to rate increases) to overnight any applicable benefits
(initial) from my claim payment. Future payments for this loss will be overnighted as well unless | notify the
company in writing to use normal mail service. | understand payments under $300 will be sent
via mail.

e If you are filing a claim for non-accident related benefits for a loss occurring within the first 6 to 24 months of your
policy/certificate (based on policy requirements), we need to confirm if the condition is pre-existing. Please notify your
doctor we will be contacting him/her and provide him/her with a copy of your authorization to release information to us.

* Benefits are payable to you unless we receive a written authorization to pay them elsewhere, such as to a hospital or a
doctor’s office. This is called an assignment. If you wish to assign your benefits, please attach a signed written request.

« If this claim is for an individual covered by Medicaid, most non-disability benefits are automatically assigned according
to state regulations.

500 = 3454568 ~ Claerma

Colonial Life & Accident Insurance Company I1s subsidiary of UnumProvident Corporation www coloniallife.com 8727-29
1




Mail to: Colonial Life & Accident Insurance Company Fax to: 1-800-880-9325
PO Box 100195 If you fax your claim, please
Columbia SC 292103195 SSN. SO~ 73- 0 307 keep the original for your files.

its easy, really... This is a multi-purpose form. Complete the general information section on this page. Then, you only
need to have those sections that apply to your individual situation and coverage completed. Information does not have to
be written on this form, as long as any documentation you send has the information needed to process your claim. Please
check the type claim you are filing below:

“  Accidental Injury- Section A requests specific information from you about the circumstances of your injury.

Routine Pregnancy- Have your doctor complete Section B if you are filing for benefits for normal post-delivery disability.
Cancer Policy- Section C provides instructions for claiming benefits under your cancer policy.

Hospital Confinement, Intensive Care or Outpatient Surgery- Have your doctor complete Section D and send
copies of your hospital or outpatient surgery bills.

Total Disability- Section E contains parts for both your employer and doctor to complete.

This claimis for: _ &~ Self Spouse -~ Dependent: if over 18, name of school
Has your address changed since we last heard from you? I/YES NO
Name of Policyholder/Employee (4 gdaz S ( 'ampbg_ ([ Name of Patient ___Samg .
N (if not seif)
Social Security Number: _ 380 -7 ~(» ANT Social Security Number:
Date of Birth:(mm/ddlyyyy)____ 07 - 2 /859 Date of Birth: (mm/dd/yyyy)
Address_ 2 6o N [J. (ptT p— (qangaiitlp £l RA2609
Street (Apt. #) City State Zip
Home Phone Number: (_3 3 ) S -U46R0 Work Phone Number: (L3529 3343 R0
Fax Number: (__ ) Email Address:

Please print INFORMATION ABOUT YOUR DOCTOR(S} AND/OR HOSPITAL
Please continue on separate sheet if necessary. Be sure to include any referring physician(s).

Full name of treating doctor

Maliling Address City State Zip Code
( ) ( )
Phone number Fax number

1
Full name of treating doctor

Mailing Address City State Zip Code
( ) ( )
Phone number Fax number

Full name of treating doctor

Mailing Address City State Zip Code
( ) ( ).

Phone number Fax number

AUTHORIZATION Policyholder/Employee’s Name Social Security #

I have checked the answers on this claim form and they are correct. | certify under penalty of perjur?f that my correct social security number is shown on this form. |
hereby authorize any medical practitioner or facmg, psychologist, social worker, hospital, clinic, incfuding the Veterans Administration, insurance or reinsurance company,
consumer repomnug a?encg/, employer, the Social Security Administration, Medical Information Bureau, Inc., insurance support organization, or other organization or

erson having medical and non-medical information or knowledge of me or my minor chuldren, to give Colonial Life & Accident Insurance Company, hereinafter called the

ompan¥, or fts authorized reFresentatlve any and all information. This authorization shall include information concerning aicohol or drug abuse, mental health, confidential
abuse information, AIDS or AlDS-related conditions. | understand the information obtained by use of this Authorization will be used by the Company to determine eligibility
for insurance or ell?xblhty for benefits under an existing policy/certificate. | authorize the Company to release any such information to remsuring companies, the Medical
Insurance Bureau, Inc, persons or organization performing business, legal, medical, or nsurance services related to me or my minor children insurance or claim under
that insurance, or any other public or private entity as may be lawfully required. | understand that | may receive a copy of this Authorization upon request, agree that a

photographic copy of this Authorizatipa-sTiall Bgas va Iginal and agree thajAtys authonzation shall be valid for the duration of my claim, not to exceed two and
one-half years from the dategho :

FDT-01 L a
Date (mm/dd/yyyy) PATIENT BIGNATURE POLICYHOLDER/EMPLOYEE SIGNATURE

YCrinESY LLE FL 7 3 . '
LS T0 NWOY BLVD st S_gﬁ, N DectoR Gabriel [d-13-01



%A ACCIDENTAL INJURY- please complete and attach |tem|zed coples of any | related bl"S mcludmg doctor emergency
~__room, a and hpfgge_tl Bulls shoulg 1'[‘91‘3935’399951'5 mformatnon (from your medlcal prowg_z_ahr) 55,\] 3 & 7 9_ @3

Date of accident(mmvddlyyyy): lo—-pnl-Q { Time of accident: _//- S @pm (circle one)

Tell us how your accident happened: (If you need more space, you may attach on a separate piece of paper.)
(F;‘r‘n{- sidowalk ) Lpoking ot ohaicrs on Sideapalk cauaht 1n Cord bhat—
poued Chairs —L-ocm thir Epilon Knees and. hnnrlj< fz(ht s1dl. ook

n [0 ll,

M K.mack Customor Trneidont Tanformaton

gt hand glbous caple dad asedecs huck yooj poafl

-

Were you at work, working for wage or profit, at the time of your accident? Yes k No

Have you ever had a similar injury? If so, please tell us when (mm/dd/yyyy):

If you are claiming disability, please have your employer and doctor complete SECTION E.

e ,.....,.ﬁu,..,ﬂ-_. T VRS R T 40 e e ey

B. ROUTINE PREGNANCY (6 weeks for vaglnal dehvery, i

Ce o oom e »~n4..-‘...‘ _.A\J.,A....:_—-. SV S X -

First Date of Treatment(mm/dd/yyyy):

Type delivery: Vaginal/ C-Section (circle one) Dates of Hospital Confinement (mm/dd/yyyy):

Name of Hospital: Hospital Phone Number: ( )
Doctor’'s Name: Phone: (_+ )
Address: Fax: ( )

\
Tax ldentification Number:

Treating Doctor’s Signature: Date(mm/dd/yyyy):

Referring Physician: Phone number: ( )

Mailing address -

If disabled due to compllcatlons of pregnancy, before or after dellvery, complete Section E.

pe [ . DERPE v aee ey e N .- . - R -y e - - e

c.cancer . T P E

PRSI -

If you do not have a cancer policy, please complete the sections that apply to your coverage. To file for benefits under a
cancer policy:

e For Internal Cancer- Attach a copy of the pathology report from your initial diagnosis

+  Attach copies of itemized statements for all medica! expenses incurred relating to the diagnosis and treatment of
your malignancy. Please clearly write your name and social securnty number on each bill.

e For Skin Cancer- Attach a copy of your pathology report for each date of service a lesion was biopsied and/or
removed.

*  Transportation and Lodging- Please review your policy to determine what expenses are covered. Send us a
statement detailing your transportation and lodging expenses. This information should include mileage, where you
traveled from and to, lodging receipts and medical verification of treatment for this time.

* Ifyou are claiming disability, please have your employer and doctor complete SECTION E.

4
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-

SSN B390-73-C307

SHANDS ACCT: 573484466
PATIENT NAME : CAMPBELL CINDY
BALANCE: $62.10

DEAR CINDY CAMPBELL,

WE APPRECIATE YOUR COMING TO SHANDS AT THE UNIVERSITY OF FLORIDA FOR MEDICAL
CARE. S : R o

Cowe T e A T B
SHANDS HEALTHCARE HAS RETAINED ACCOUNT BILLING ‘SYSTEMS TO ASSIST YOU IN THE
PAYMENT OF YOUR.ACCOUNT. OUR RECORDS SHOW THAT YOUR BALANCE IS AS SHOWN ABOVE.
IF YOU HAVE ANY QUESTIONS ABOUT THIS ACCOUNT-OR, IF-YOU' WANT US TO CHARGE THIS
BALANCE TO YOUR MASTERCARD, VISA, DISCOVER OR AMERICAN EXPRESS CREDIT CARD,
PLEASE CALL OUR PATIENT ACCOUNT REPRESENTATIVE AT "(352) 732-2524 OR TOLL FREE AT
(800) 927-5607, MONDAY THROUGH FRIDAY, 'BETWEEN ‘THE HOURS OF 9:00AM AND 5:00PM.
IF YOU HAVE INSURANCE INFOPMATION THAT HAS NOT BEEN PREVIOUSLY PROVIDED, PLEASE
COMPLETE THE REVERSE SIDE OF THIS LETTER AND RETURN THE ENTIRE LETTER IN THE
ENCLOSED ENVELOPE. ALSO INCLUDE A FRONT AND BACK COPY OF YOUR INSURANCE
CARD(S). g

IF THE ACCOUNT BALANCE IS CORRECT, PLEASE SEND YOUR CHECK OR MONEY ORDER,
TOGETHER WITH THE TOP PORTION OF THIS LETTER, IN THE ENCLOSED ENVELOPE AS SQOON
AS POSSIBLE. L A

WE LOOK FORWARD TO SERVING YOU IN THE FUiURE.”

SINCERELY, -

ACCOUNT BILLING SYSTEMS

TELEPHONE INQUIRES (352) 732-2524 , el
" (800),927-5607 a

OFFICE HOURS: 9:00AM-5:00PM MONDAY THROUGH FRIDAY L
) . ) . 31J2189908/31/01D1187688 -
—_ *xx PLEASE DETACH BELOUW AND RETURN IN Thi ENCLOSED EN‘"’ELOPE’ RITH YOUR FarmiNT max ’

SHANDS ACCT: 573484466

PT. NAME ': CAMPBELL CINDY
P.0. BOX 2950 DATE OF SERVICE: 06/01/01
OCALA, FL 34478-2950 BALANCE: $62.10
RETURN SERVICE REQUESTED

08/31/01

SHANDS HOSPITAL/ABS
P.0.BOX 100304
GAINESVILLE, FL 32610-0304

00224448-688 00701
CINDY CAMPBELL

1015 NE 11TH AVE
GAINESVILLE FL 32601-4527



S 3sSN 3Y0-1H S0
STATEMENT OF INJURED

NAME/ qm/z/-/ Syl /’/)ﬁ/mz/)a/ / NAME OF sPousE A/ 0/ = reLeprone s IS QIS L w550
ADDRESS __/ 0/ f) A/E' /s AVMWO/ __ AVERAGE WEEKLY WAGE $ f 7. Qohrs. 3079
ATE 2P

DATEOF BRTH _ 7 — <2 l/ — 59 socusecurmys 30— 73~ 307 occupation

EMPLOYER'S NAME, ADDRESS, PHONE # Sm%@%ﬂaa@m@jﬂmm%_m#j
, _(’é és {/ 0. H. 53 =2 ) ~/22.0
weighr 3 7 7 i e E&aw%ﬂ__%/ (3 f&fﬁkﬂ/

WEIGHT ’ (ﬂO EYE COLOR HAIR COLOR RIGHT OR LEFT HANDED

ANY PREVIOUS INJURIES RESULTING IN PERMANENT OR PARTIAL DISABILITY? EXPLAIN. N 0 .

DATE, TIME AND PLACE OF THIS INCIDENT = FT

DESCRIBE IN DETAIL WHAT YOU WERE DOING AND WHAT HAPPENED WHEN YOU WERE INJURED AT KMART (continue on separate sheet f necessary).

LooKk, ag a+ Chairs on sudecoalk feotcouchdin cord that

azdo. ook nrrsaud -
N

NAME AND ADDRESS OF WITNESS HAVING KNOWLEDGE OF THIS INCIDENT 7_ A STOMER
- | TINCIDENT LT F'OI?MAT[O/‘
DESCRIBE YOUR INJURY D¢& A= N

NAME, ADDRESS, & PHONE # OF TREATING PHYSICIAN (S)_{_{ ) EE;E::S i DN l iL_A:&E t“. D ] H:E 22E Z:Ht}QAEI)_H i .
CENTER 220 Sul. 2ad. AVE 0R (9200 N.10) @t Rocd pvacd.

Ganesylle Bl 32001 (352 330 —(2000  FAX(352) 330055

DATE OF 1ST VISIT jv/) «4— O / NUMBER OF TIMES TO A PHYSICIAN SINCE THIS INCIDENT
ARE YCU STILL RECEIVING TREATMENT? HOW OFTEN? HAVE YOU MISSED TIME FROM WORK?
WAS s D NOTTO USE RIGH HAND .
DATE RETURNED TO WORK IF NOT, WHEN ARE YOU EXPECTED TO RETURN TO WORK? _ég,g_l:!@_(_z_&s_g_lﬁc
LEFTHAND-
IF STILL DISABLED, STATE YOUR PRESENT CONDITION
OATE SIGNATURE OF INJURED X -

THIS AUTHORIZATION, OR A PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO GIVE CAMBRIDGE INTEGRATED SERVICES GROUP, INC. OR ITS REPRESENTATIVE ALL
INFORMATION YOU MAY HAVE REGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING HISTORY OBTAINED, X-RAY AND PHYSICAL
FINDINGS, DIAGNOSIS, PROGNOSIS, AND BILLING INQUIRIES AND/OR STATEMENTS .

SIGNED X

SIGNATURE OF INJURED

DATE ADDRESS




l s ’0—7}—'@307

M Kmart Customer Incident Information 5 ﬁ g 9

Store Stamp

Dear Kmart Customer,

We want you to have a positive experience every time you visit our store. If you have experienced an accident or
loss of any kind while visiting us, please provide the information requested below. This information will help us
meet our goal of continuous improvement in the operation of our store. It will also help us in contacting you to
make sure we are providing the service you expect.

Please take the white copy of this document for your records. If after leaving the store you wish to provide further
information or have any questions about your incident, please call our Store Team Manager.

We are sorry you had an unpleasant experience while our guest. We look forward to serving you better in the
future.

Sincerely,

Your Kmart Store Manugement Store Phone Number: 3 7:;) c? 7 é\ ‘3\

TO BE COMPLETED BY CUSTOMER

Customer name: C Y\Cqu QP.*{N\'D\’)Q \\ Customer’s Street Address:_| () [-& ﬂ ol /‘W %
City: é) \/ ‘ . State: FL Zip: 3260/ Phone: '3 S 5 ¢2 é‘éf/a
Customer’s employer: 5-’/)7\) @ % P Q/ ceSCo ﬁ((r_s"(fﬂq Customer’s sex: _K
Customer’s Date of Birth: 7,/9"{/ <7 Customer’s Social Security Number 0D 70 6350 7

—_———

Parent’s name:

Customer’s Description of Incident: 6
Date of incident. / /[ / Location of incident. :;'S.Q A//M /5 W

fincide // 5_0 What happened? A{’ﬂ}(/ & 9 7(' C’-/Tﬂl(’ (@Ya) -.S/ C-/ € L I/C
o 7Y R P =% o AR TR A G P oo

FPI/ on_ AreeS ond  Aon?f.

If injury to a child: Child’s name: Child’s age:

2
Do you wish to be contacted? L’(\?W Date reported: 01/4/97/ Signature of Customexf 1.4 d'g ?-] 5 !é L { /

White copy - for Customer
code (37) 094-4699-115 9/98



QO &% P REHNNABILIINTLON
490 NW 60tLh 8T 4
COTNEOVILLL T 500607 -0000
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QSO

STATEMENT

DATE N33 -0l

ACCOUNT NUMBER
R A

— 55N BYO-72-GD077

CLRYY Ol L)
L NME VT AN
GARTNEOVTLLE T S80600 0G0

OVER 30 DAYS

umcwmm.zq

PATIENT

SERVICE CPT..

o
O
<

8169
8169

e 27
06-19

- OVER 60 DAYS

TERMS: DUE UPON RECEIPT
PAST DUE BALANCE SUBJECT TO 1 5%
INTEREST CHARGE PER MONTH _—
UNTIL PAID

'OVER 80 DAYS - OVER 120 DAYS

STATEMENT

— = [oAE 0g-Z 101
ACCOUNT NUMBER
8169
TERMS:

DUE UPON RECEIPT
PAST DUE BALANCE SUBJECT TO 1 5%
INTEREST CHARGE PER MONTH

UNTIL PAID
391 .80 0.00 78.96
54.93% 0.00 89.95
BALANCE .
DUE p86.56
PAYMENT
encLosep P $
PLEASE PAY B6.5
PLEASE RETURN THIS PORTION

WITH YOUR REMITTANCE



GAINESVILLE FL 32605 o %Lgxgg HOURS Xke 5t 4o =N

ADDRESS SERVICE REQUESTED Ssn 380-73-6307

D CHECK HERE For Credit Card Payment

—— SHOW AMOUNT $
PAID HERE —_—
(352) 333-4703 07726701 11457 01 25.00
OFFICE PHONE NUMBER CLOSING DATE YOUR ACCOUNT NUMBER PAGE NO MEM BALANCE
CINDY S CAMPBELL NORTH FL OUTPATIENT IMAGING CT
1015 NE 11TH AVE 1010 NW 64TH TERRACE
GAINESVILLE, FL 32601-4527 GAINESVILLE, FL 32605-4237

Ill“lllllIl"ll"llllll"llllIlIl'lllll"lllIlll"lllllllll“ !ll”lllllII"IIIlllllIlllllll'llllllllllllll'l!l""lllllll"
-

NOTE Charges and payments not appearing on this

statement wil appear on next month's statement. PLEASE RETURN THIS PORTION WITH PAYMENT
CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT
PROVIDER CHARGES Y PAYMENTS:
NAME EXPLANATION OF ACT"IVITY i PATIENT NAME AND DEBITS AND CREDITS
061801 CPT: 73221 MRI UPPER EXT W/JT 1100.00
062001 BCBS FL & 12624 Filed
072001 PAYMENT BCBS FL c# 126241 ~427.50
072001 Co-ins 25.00
072001 WRITE-OFF BCBS FL c# 126241 -647.50
?
|
\
FOR YOUR CONVENIENCE WE ACCEPT VISA, HAS"'ERCARD
AND DISCOVER.
I‘é)TFTNE T 07/26/01 PLEASE INDICATE YOUR ACCOUNT NUMBER WHEN CALLING OUR OFFICE 11457
%u%ﬁ?le—srw—ms—mm—ms*—ﬂrmu TOTAL INS PENDING HIEW BALANCE
PAY TrHS AMCUNT
25.00 25.00 0.00 25.00

SEND INQUIRIES TO
NORTH FL OUTPATIENT IMAGING CT (352) 333-4703

1010 NW 64TH TERRACE
GAINESVILLE FL 32605
IRS &%: 621807748




| e AV A §
GAINESVILLE FL 32605 WE ACCEPT MASTERCARD/VISA — 1

SEE BACK OF FORM

ADDRESS SERVICE REQUESTED

D CHECK HERE For Credit Card Payment

e—— SHOW AMOUNT $
PAID HERE -
(352) 331-0770 12726701 66013-51 01 175.00
OFFICE PHONE NUMBER CLOSING DATE YOUR ACCOUNT NUMBER PAGE NO NEW BALANCE
CINDY S CAMPBELL CHARLES H. 'SHAW, MD, PA
2960 NW 6 ST 6820 NW 11TH PLACE
GAINESVILLE, FL 32609-2927 GAINESVILLE, FL 32605-4217

|ll"lll|l|l“ll”lIlilllIIIlI"IllllIII”IlI|l"ll“llll|ll" |ll"llllIil"Il”llll|l|ﬂ|ll|ll|l|Illl"lllllllI“lllllll‘ll

NOTE. Charges and payments not appeanng on this
statement will appear on next month's statement PLEASE RETURN THIS PORTION WITH PAYMENT

CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT

PROVIDER CHARGES 7 PAYMENTS
NAME EXPLANATION OF ACTIVITY‘ PATIENT NAME AND DEBITS AND CREDITS

102701 BALANCE FORWARD 222.00
102901 PAYMENT BCBS OF FL ct 2921751 -55.16
102901 Co-ins 25.00
102901 WRITE-OFF BLUE CROSS & BLUE Sc# 2921751 ~16.84
%}1401 ELLIS CPT: 99214 POS: 3 EXAM LEVEL IV C CAMPBELL 97.00

DX: 729.5 PAIN EXTREMITY ARM/LEG/
111501 BLUE CROSS BLUE SHIELD FL % 2926446 Filed
113001 PAYMENT BCBS OF FL c# 2924461 ~55.16
113001 Co-~ins 25.00
113301 WRITE-OFF BLUE CROSS & BLUE Sc#% 2924451 ~-16.84

GOD BLESS AMERICA

I AGNEN e 12726701 PLEASE INDICATE YOUR ACCOUNT NUMBER WHEN CALLING OUR OFFICE 66013-51
CURRENT  30-60 DAYS 60-90 DAYS > 90 DAYS TOTAL INS PENDING NEW BALANCE
PAY THiS AMOUNT
25.00 50.00 100.00 175.00 6.00 175.00

SEND INQUIRIES TO
CHARLES H. SHAW, MD, PA (352) 331-077¢0
6820 NW 11TH PLACE
GAINESVILLE FL 32605
IRS #: 591829861




GAINESVILLE FL 32605

ADDRESS SERVICE REQUESTED

(352) 331-077¢0
OFFICE PHONE NUMBER

09/28/01
CLOSING DATE

CINDY S CAMPBELL

NOTE. Charges and payments not appearing on this
statement will appear on next month's statement

- “ i /i
WE ACCEPT MASTERCARD/VI:SII-:"EI“I

SEE BACK OF FORM

D CHECK HERE For Credit Card Payment
SHOW AMOUNT $

PAID HERE
66013-51 02 100.00
YOUR ACCOUNT NUMBER ~ PAGE NO NE BALANCE

CHARLES H. SHAW, MD, PA
6820 NW 11TH PLACE
GAINESVILLE, FL 32605-4217

PLEASE RETURN THIS PORTION WITH PAYMENT

. CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT

PROVIDER CHARGES 7 PAYMENTS
NAME: EXPLANATION OF ACTIVITY PATIENT NAME AND DEBITS AND CREDITS
092801 ELLIS CPT: 99212 -25 POS: 3 EXAM LEVEL XI C CAMPBELL 54.00
DX: 726.90  TENDINITIS
092801 CPT: 20550 P0OS: 3 INJ.TENDON SHEATH/TRIGGER PT 94.00
DX: 726.90 TENDINITIS
092801 CPT: J1030 POS: 3 40MG METHYLPREDNISOLONE INJECTION  10.00
| ' DX: 726.90 TENDINITIS
1
\
‘ GOD RLESS AMERICA ‘
A EMENL e 09728701 PLEASE INDICATE YOUR ACCOUNT NUMBER WHEN CALLING OUR OFFICE 66013-51
CURRENT  30-60 DAYS 60-90 DAYS > 90 DAYS TOTAL INS PENDING NEW BALANCE
PAY THIS AMCUNT
183.00 25.00 50.00 258.00 158.00 100.00
SEND INQUIRIES TO
CHARLES H. SHAW, MD, PA (352) 331-0770
6820 NW 11TH PLACE
GAINESVILLE FL 32605
IRS #: 591829861




6820 Nw 11TH _PLACE
GAINESVILLE FL 32605 WE ACCEPT MASTERCARD/VISA
SEE BACK OF FORM

T 68 ACE TEMENT

ADDRESS SERVICE REQUESTED

D CHECK HERE For Credit Card Payment

——— SHOW AMOUNT $
PAID HERE S
(352) 331-0770 09728701 66013-51 01 CONTINUED
OFFICE PHONE NUMBER CLOSING DATE YOUR ACCOUNT NUMBER PAGE NO NEW BALANCE
CINDY S CAMPBELL CHARLES H. SHAW, MD, PA
1015 NE 11 AVE 6820 NW 11TH PLACE
GAINESVILLE, FL 32601-4527 GAINESVILLE, FL 32605-4217

lll“lllllll“llllullll"ll(lllllllull"Ilillllllillllllllll llllll!lllll"ll“\l"'ll"llIlIIlllIl!"llIllll'l!“lllllllll

NOTE: Charges and payments nat appeanng on this

statement will appear on next month's statement. PLEASE RETURN THIS PORTION WITH PAYMENT
CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT
PROVIDER - CHARGES Y PAYMENTS
NAME EXPLANATION OF ACTIVITY PATIENT NAME * o TS AND CREDITS
073101 BALANCE FORWARD 425.00
081501 ELLIS CPT: 99213 POS: 3 EXAM LEVEL III C CAMPBELL 71.00
DX: 726.90  TENDINITIS
081601 BLUE CROSS BLUE SHIELD FL # 290678 Filed
081501 PAYMENT BCBS OF FL c# 2900381 ~196.00
081501 Co-ins 25.00
081501 WRITE-OFF BLUL CROSS BLUE SHIc# 2900381 ~179.00
083101 PAYMENT BCBS OF FL c# 2906781 -26.39
083101 Co-ins 25.00
083101 WRITE-OFF BLUE CROSS & BLUE Sc# 2906781 -19.61
090401 DENIED  BLUE CROSS BLUE SHIce# 2899321 0.00
090401 DENIED  BLUE CROSS BLUE SHIc® 2902581 0.00
090501 ELLIS CPT: 7213 POS: 3 EXAM LEVEL III C CAMPBELL 71.00
DX: L. 90  TENDINITIS
090601 BLUE Ci0SS BLUE SHIELD FL # 291066 Filed
092101 PAYMENT BCBS OF FL o 2910661 -26.39
092101 Co-ins 25.00
092101 WRITE-OFF BLUE CROSS & BLUE Sc¥# 2910661 -19.61

|
COD BLESS AMERICA

TAGMEN e 09/28/01 PLEASE INDICATE YOUR ACCOUNT NUMBER WHEN CALLING OUR OFFICE 66013-51

NEW BALANCE
PAY THIS AMOUNT

CONTINUED

SEND INQUIRIES TO
CHARLES H. SHAW, MD, PA (352) 331-0770
€820 NW 11TH PLACE
GALNESVILLE FL 32605
IRS #: 591829861




Blue Cross
Blue Shield

of Florida HEALTH OPTIONS

Ssn 3SYO -7 L3307
ll!‘llllllll'lllIllllIlll"lIll'lllll"IIIIIIII‘IIIII"IIIllll

CINDY CAMPBELL
PO BOX 63
WORTHNGTN SPG FL 32697-0063

EXPLANATION OF BENEFITS

012 N

532 Riverside Avenue
P. O. Box 1798
Jacksonville, FL 32231-0014

Please keep this statement for your
records. Copies are not available.

A COPY OF THIS NOTICE HAS
BEEN SENT DIRECTLY TO THE
PROVIDER OF SERVICE.

CCW064-5975-1697RM FI,

DATE: 07/26/01

CONTRACT NUMBER

—

01 380726307

| BRI DRERT UL V0N 0 00 HAOL DR AE2 B HAIL AT QAR 18T LAI MY BRI 00 1o

GROUP NUMBER 15925
THIS IS NOT A BILL
PREFERRED PATIENT CARE |
CARE MANAGER

PROVIDER SERVICE TYPE * SEE PATIENT

OF DATES OF AMOUNT ALLOWED |DEDUCTIBLE YOUR PAYMENT REMARKS | RESPONSI-
SERVICE FROM | TO SERVICE CHARGED AMOUNT TAKEN PART AMOUNT BELOW BILITY
WENDY J HOL 07/11-07/11  ,THERAPY 35.00 A 35.00
WENDY J HOL 07/11-07/11 THERAPY 90,00 A

CLAIM TOTAL: 125.00 125.00

% REMARKS»¥xFOR CUSTOMER SERVICE PLEASE CALL 1-800-444-0655%%x

A YOUR CONTRACT EXCLUDES BENEFITS FOR TREATMENT OF OCCUPATIONAL INJURY OR ILLNESS.

4730-182

Sce reverse side for addiuonal intormation.

PCCW4280-CC1V-5975-01207-04349

Heaith Options, Inc ore Independent Licensees of Blue Cross and Blue Shield of Flurida, Inc und the Blue Cruss und Blus Siueid Association

v wCAreTONCN weBvT AF TWE QI UF FRASY AKD RLUE SHIELD ASSOCIATION




/ /
. Neurosargical and Spine Associa.es, P.A.
6510 N.W. 9th Boulevard, Suite 1

Gainesville, Florida 32605
Phone (352)331-0811
Fax (352) 332-6387
Joseph C. Cauthen, M.D. John C. Stevenson, M.D. Eric M. Gabriel, M.D.
Diplomate, American Board of " Diplomate, Amencan Board of
Neurological Surgery Neurological Surgery
Fellow, Amencan College of Surgeons Fellow, Royal College of Surgeons of England
December 14, 2001
Robert G Ashley, M.D.
6800 NW 9th Blvd
Gainesville, Fl 32605
RE: CINDY CAMPBELL
111459.0

Dear Bob, ' !

Thank you very much for the kind referral of your patient, Cindy Campbell. Upon
examination and evaluation of her and review of her electrophysiological studies, I have
come to the conclusion, I do not think she will benefit from surgical intervention. I do
not think she has clinical symptomatology of a posterior interosseous nerve syndrome.
Therefore, surgery would most likely be fruitless in this instance. :I think the only other
alternative course would be evaluation by another orthopaedic surgeon for evaluation of
her soft tissue injury and elbow fracture or perhaps referral to a pai\n management
physician for pain control. - \

As always, [ appreciate your kind referrals and please let me know if you have any
questions or concerns regarding her care in the interim.

Sincerely,

Eric M. Gabriel, M.D.

EMG/crs




JOSEPH C. CAUTHEN, M.D.
JOHN C. STEVENSON, M.D.
ERIC M. GABRIEL, M.D.

6510 NW 9TH BLVD., SUITE 1 GAINESVILLE, FLORIDA 32605 PHONE (352) 331-0811 FAX (352) 332-6387

OFFICE NOTES:

. MEDICATIONS: Motrin.

CINDY CAMPBELL
111459.0

12/14/01
CHIEF COMPLAINT: Right arm pain.

HISTORY: The patient is a 42-year-old white female who presents with complaints of
right arm pain. The patient initially injured herself while she was shopping at K-Mart.
Apparently she was walkipg on the sidewalk between rows of outdoor white plastic
chairs when she tripped over a cord and fell onto her outstretched elbow. She presented
initially to Dr. Blake and then was seen by Dr. Ellis who obtained an MRI scan of the
right elbow, which demonstrated a nondisplaced capitellum fracture that has healed
radiographically. The patient has complained of persistent extensor mass pain along the
mobile mass in the right forearm. The pain radiates to the right forearm and she has pain
and sensation in the lateral three digits of the right hand. She did not describe any
specific weakness although she states she cannot lift things and move around as before
due to increased pain in the elbow region. She underwent EMG and nerve conduction
study tests which demonstrated mild borderline carpal tunnel syndrome. There are no
signs of conipression of the posterior interosseous nerve. Apparently there was some
discrepancy at Dr. Ellis’ office and apparently she decided not to proceed with surgery

with him and she now presents today for a second opinion and further surgical
evaluation.

PAST MEDICAL HISTORY: Unremarkable.

PAST SURGERY: Positive for pyloric stené‘sis, C-section.

\
!

ALLERGIES: Penicillin, Codeine.

SOCIAL HISTORY:: The patient is single with a 14-year-old son. She does not drink or
smoke.

FAMILY HISTORY: Unremarkable.

REVIEW OF SYSTEMS: Unremarkable except for depression, menstrual difficulties,
and headache.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: Slightly overweight young white female in no acute
distress.

HEENT: Exam within normal limits.




JOSEPH C. CAUTHEN, M.D.

6510 NW 9TH BLVD., SUITE 1 GAINESVILLE, FLORIDA 32605 PHONE (352) 331-0811 FAX (352) 332-6387

JOHN C. STEVENSON, M.D.
ERIC M. GABRIEL, M.D.

OFFICE NOTES:

Page 2 - Cindy Campbell
12/14/01

NECK: Supple.

LUNGS: Clear to auscultation bilaterally.
HEART: Reguiar rate and rhythm.
ABDOMINAL EXAM: Benign.

EXTREMITIES: No clubbing, cyanosis, or edema. There was tendemness over the right
extensor mobile mass over the proximal forearm. There is no tenderness over the cubital
tunnel or elbow region. She had full range of motion of the elbow.

NEUROLOGICAL EXAM: Patient was awake, alert, and oriented x 3. Cranial nerves II-
XII intact. Speech, affect, and language appropriate. Motor exam was 5/5 throughout,
with normal tone and mass. Sensory examination was intact to light touch and pinprick
throughout.” Deep tendon reflexes were 2+ and symmetrical. Gerebellar and gait exams
were within normal limits.

RADIOGRAPHIC STUDIES: MRI scan of the elbow region demonstrates a radiographic
occult nondisplaced fracture involving the capitellum.

ASSESSMENT: 42-year-old white female with right elbow pain consistent with her
traumatic elbow injury. I do not find any evidence for entrapment of the posterior
interosseous nerve clinically, by history, or apparently by EMG nerve conduction study
testing. Ido not think the patient will benefit from surgical intervention. My only
consideration for this patient would be through a pain management physician or possible
continued physical therapy. Her subjective pain may be a persistent problem, however
there are no objective data to support these findings. Perhaps referral to another
orthopaedic surgeon for further evaluation of her elbow injury may be in order, however [
do not think surgical exploration of the posterior interosseous nerve in the radial tunnel
will be of any benefit in this patient.

Eric M. Gabriel, M.D. %

EMG/crs

cc: Robert G Ashley, M.D.
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BlueCross BlueShield
of Florida

@ An Independent Licensee of the
Blue Cross and Blue Shield Association

SS-350-72307

August 29, 2001

Cindy S Campbell
PO Box 63 -
Worthington S FL
326970000

Patient: Cindy Campbell

Contract No: 380726307

Claim No: 11623355200

Service Date(s): 06/01/01 - 06/01/01
ICN: 4111236375410

Tracking No:

?

Dear Ms. Campbell

Thank you for your inquiry regarding the status of the above

referenced claim.

According to our records, the claim for services rendered on

P. 0. Box 1798
Jacksonville, Florida 32231-0014

06/01/01 - 06/01/01 in the amount of $ 617.00 has been processed.

Our records indicate the eligible amount was $ 268.96 and a -

payment of $ 215.16 was made payable to Shands Hospital At The
University Of FL on June 20, 2001 . The patient's responsibil&ty

for these charges is $ 53.80

I trust this information is helpful to you.

If I may be of

\

further assistance, please feel free to contact me at 1 800 945

5187

Sincerely,

g
Voncille Jackson
Care Manager Inquiries
Local Group Operations

411U102012410846



PR BlueCross BlueShield P.0.Box 1798
Vav Of Florida Jacksonville, Florida 32231-0014
@ @ An Independent Licensee of the
Blue Cross and Blue Shield Association

SSnNn 3¥0-723-307

Bugust 29, 2001

Cindy S Campbell
PO Box 63 N
Worthington S FL
326970000

Patient: Cindy Campbell

Contract No: 380726307

Claim No: 11562340690 .
Service Date(s): 06/01/01 - 06/01/01
ICN: 4111236375412

Tracking No:

?

Dear Ms. Campbell

Thank you for your inquiry regarding the status of the above
referenced claim.

According tc our records, the claim for services rendered on
06/01/01 - 06/01/01 in the amount of $ 76.00 has been processed. Our
records indicate the eligible amount was $ 18.50 and a payment of
$ 14.80 was made pgyable to Florida Clinical Practice Association
Inc on June 14, 2001 . The patient's responsibility for these
charges is $ 3.70 |\
)
I trust this information is helpful to you. If I may be of
further assistance, please feel free to contact me at 1 800 945
5187

Sincerely,

Voncille Jackson
Care Manager Inquiries

Local Group Operations
4110102012410853




p BlueCross BlueShield P. 0. Box 1798
VAU of Florida Jacksonville, Flonda 32231-0014
@ ) An Independent Licensee of the
Biue Cross and Biue Shield Association

SSn 3%0-72-6307

August 29, 2001

Cindy S Campbell
PO Box 63 -
Worthington S FL
326970000

Patient: Cindy Campbell

Contract No: 380726307

Claim No: 11622049580

Service Date(s): 06/01/01 - 06/01/01
ICN: 4111236375411

Tracking No:

L4

Dear Ms. Campbell

Thank you for your inquiry regarding the status of the above
referenced claim.

According to our records, the claim for services rendered on
06/01/01 - 06/01/01 in the amount of $ 110.00 has been processed.
Oufy records indicate the eligible amount was $ 41.50 and a payment
of§$ 33.20 was made payable to Shands Teaching Hospital And Clinics
Inc on June 20, 2001 . The patient's responsibility for these

charges is $ 8.30
|

I trust this information is helpful to you. If I may be of
further assistance, please feel free to contact me at 1 800 945
5187

Sincerely,

W

Voncille Jackson
Care Manager Inquiries
Local Group Operations
411UI10U2012410849



Blue Cross
Blue Shield

of Florida

HEALTH OPTIONS»

Ssn Bgo-22-6C307

CINDY CAMPBELL

PO BOX 63

WORTHNGTN SPG FL 32697-0063

010 N

- 532 Riverside Avenue

P. O. Box 1798
Jacksonville, FL 32231-0014

Please keep this statement for your
records. Copies are not available.

THE PAYMENT OR PAYMENTS HAVE
BEEN SENT DIRECTLY TO THE
PROVIDER OF SERVICE.

CCW064-5975-1097RM FL

0 EAE B OO0 00 A0 AN O OO o

o DATE: 07/11/01
CONTRACT NUMBER XJA380726307
EXPLANATION OF BENEFITS Cror MUMBER Leons
THIS IS NOT A BILL
, | PREFERRED PATIENT CARE |
CARE MANAGER
PROVIDER SERVICE TYPE % SEE PATIENT
OF DATES OF AMOUNT ALLOWED |DEDUCTIBLE YOUR PAYMENT | REMARKS | RESPONSI-
SERVICE FROM | TO SERVICE | CHARGED | AMOUNT TAKEN PART AMOUNT BELOW BILITY
M AND M REH 06/19-06/19  SUPPLIES _ 396,80 __ 394.80
CLAIM TOTAL: 394.80 394.80 78.96 315.86 78.96

3*

4730-182

REMARKS»*%FOR CUSTOMER SERVICE PLEASE

See reverse side for additional information.

CALL 1-860-444-0455%%%

PCCWG280-CC1V-5975-01192-03655

Hedith Optiwns, Inc. are Independent [ icensves of Blue Cross and Blue Sleeld of Tloridae, Inc und the Blus Cross und Biue Shield Assoctution

© REGISTERED MARKS OF [HE HLUE CROSS AND BLUE SHIELD ASSOCIATION
' QEGISTERED MARX OF SLUE CROSS 4ND BLUE SHIELD OF FLORIDA, INC



THE ORTHOPAEDIC CENTER

P O BOX 13476

e
ORTHOPAEDIC

GAINESVILLE FL 32604-1476

ADDRESS SERVICE REQUESTED

38N

3g0-7T2-6307

ADDRESSEE:

CINDY CAMPBELL
1015 NE 11TH AVE
GAINESVILLE FL 32601

-

\
[] Ptease check box if above address s incorrect or insurance

CHECK CARD USING FCR PAYMENT

- 1]

—_—

DS ] D —
MASTERCARD o~ DISCOVER iij FISA
CARD NUMBER AMOUNT
SIGNATURE EXP DATE
STATEMENT DATE PAY THIS AMOUNT ACCT. #
08/20/01 $50.00 A 225318
SHOW AMOUNT $
PAGENO. 1 PAID HERE

REMIT TQ:

III"IIIIIII"lllIllllllllllI"llll"lIIII"lIIIIIll“llIIII"
THE ORTHOPAEDIC CENTER
P O BOX 13476

GAINESVILLE

FL 32604-1476

03576299 A529

information has changed and indicate change(s) on reverse side ‘- STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
0-B-977
I
Patient Ins.
Date Name Doctor Description Charges |Adjustments| Payments Balance |[Pen.
06/04/01 [ CINDY BLAKE, M.D. INITIAL OFFICE VISIT - LEVEL 3 133.64 51.64 57.00 25.00
06713701 | CINDY BLAKE, M.D. RTN OFFICE VISIT - LEVEL 3 73.41 27 .41 21.00 25.00
\
}
** Pay Patient Due Balance Immediately * SECOND STATEMENT el
Message Total Balance 50.00
* Insurance Pending 0.00
Amount Duc Now $50.00
Statement | Account Total * Ins.
Date Number Current 30 Days 60 Days 90 Days 120 Days Balance Pending
08/20/01|A 225314 0.00 50.00 0.00 0.00 0.00 50.00 0.00
Make Checks Payable To:
THE ORTHOPAEDIC CENTER Billing Questions
P O BOX 13476
GAINESVILLE FL 32604-1476 (352) 336-6000
Federal Tax Id




, IF PAYING BY MASTERCARD, DISCOVER OR VISA, FILL OUT BELOW, ]
CHECK CARD USING FOR PAYMENT —
N O o
[ DgSCDVER

cad
P| MASTERCARD VISA

Healﬂlcare P.0. BOX 100334 CARD NUMBER = e —

GAINSVILLE, FL 32610
FORWARDING SERVICE REQUESTED

07/2h8/01 . ACCT. #: PATIENT NAME: w_ﬁm
_ - 573484466 CINDY CAMPBELL 06/01/01
Ssn. 3¥0-72 G307 "KCCT - BACANCES EST-GURRANT T

62.10 E

AR BRI T s
PAID HERE

SIGNATURE EXP DATE

CINDY CAMPBELL SHANDS @ UNIVERSITY OF FLORIDA
1015 NE 11 AVE P. O. BOX 31240
GAINESVILLE FL 32601 b TAMPA, FL 33631-3240

03501918 4703

Ay
~ PLEASE WRITE YOUR ACCOUNT NUMBER ON YOUR CHECK OR MONEY ORDER.
O Please check If above address s incorrect and indicate change on reverse side PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT

- 0-B-209
* DETACHHERE 1

FINAL NOTICE

Some time ago, you were notified of the balance owed
on the following account:

’

Patient Name: CINDY CAMPBELL
Account Number: 573484466
Adm/Reg Date: 06/01/01
Account Balance: 62.10
Patient Type: E

If you have already submitted payment for this account,
we thank you and ask that you please disregard this
notice.

Perhaps you have overlooked payment of this account \
balance, which is now delinquent. If you are unable

to pay this amount in full at this time, or if you \
have an .existing payment contract with Shands, please !
contact our Patient Financial Serxvices office at 352

265-0355 or e-mail UFCORR@shands.ufl.edu to make

appropriate arrangements.

We would appreciate hearing from you, within the next

(10) days. If we do not receive payment or hear from
you within (10) days, further action will be

taken. .

sp21 - 98

PATIENT FINANCIAL SERVICES
P.0. BOX 100334 * GAINESVILLE, FL 32610-0334 * 1-800-342-5364 * 352-395-0355 * FAX 352-395-9007
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EPY ST P}

GAINESVILLE ORTHOPAEDIC GROUP

November 21, 2001

. Cindy Campbell
2960 NW 6™ Street
Gainesville, FL 32609

Dear Mrs. Campbell:
Thank you for allowing me to participate in your care from 6/15/01-11/14/01.

Unfortunately, at this time it has become necessary for me to discharge you from my clinical
practice of orthopaedic surgery.

| feel that the physician/patient relationship has been significantly changed based on your attitude
towards myself and my staff. We have tried to provide you with good care and | believe have been
patient with your requests. '

My office staff and | will not tolerate derogatory comments directed towards us nor profane and rude
language directed at myself, and/or my staff, and/or ancillary services that are recommended or
provided. '

I wish you the best of luck. | would recommend at this time that you seek another orthopaedic
opinion. You will be provided with 30 days of emergency services regarding your elbow and/or
forearm.

Sincerely,

Frank D. Ellis, MD

FDE/dom

. O
Charles H. Shaw, M.D., P.A.

Frank D. Ellis, M:D. :
6820 Northwest 11th Place O Gainesville, Florida 32605 O (352) 332-9449 O (352) 332-9068 fax O (800) 273-0774



NORTH FLORIDA SURGICAL

6705 N.W. 10TH PLACE - -l
GAINESVILLE, FL 32605 Ssn 58? 74 207

HISTORY AND PHYSICAL

PATIENT: CAMPBELL, CINDY
MRN:

ADMITTED: [f-25-e!

SURGEON: Frank Ellis, MD

. DIAGNOSIS:
Radial tunnel syndrome, right elbow.

DATE OF INJURY:
June 1, 2001

. 3 HISTORY OF PRESENT ILLNESS:

T Ms. Campbedl is a 42-year-old right-hand dominant female She
sustained injury June 1, 2001. At that time she was shopping at

i K-Mart. She was walking along a sidewalk between two rows of
outdoor chairs. She tripped over a cord for bicycles that was
laying between them. She fell onto an outstretched right .arm and
elbow. At the time of injury, she had scraped her knees and
there was pain along the distal rignt elbow and proximal forearm.
She had some 51gn1f1cant swelling which occurred soon after the
¢+ injury.

She initially presented to my office in June 2001 after
orlglnally bélng seen by Dr. Blake. She was having increasing
elbow pain and pain along the extensor mass and proximal forearm
and pain with repetitive activity. She tried some initial anti-

inflammatories without relief.

When I initially saw her, I obtained an MRI study. This showed a
nondisplaced capitellum fracture in the right elbow.

Following the diagnosis, she was placed into a hinged elbow
brace. Followup x-rays showed no displacement and apparently a
healed fracture. The patient was then placed through extensive
physical therapy from July through September 2001.

However, she persisted in having pain along the extensor mass -
mobile wad and in the area of the radial tunnel. I eventually

got nerve conduction studies that were performed by Dr. Jessie
Lipnick. These studies showed no significant areas of nerve
compression although there was a borderline study for carpal

PATIENT: CAMPBELL, CINDY MRN:
HISTORY AND PHYSICAL
Page 1 of 3
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NORTH FLORIDA SURGICAL

6705 N.W. 10TH PLACE _ LB
GAINESVILLE, FL 32605 SSN 39c-72-CDC7

HISTORY AND PHYSICAL

PATIENT: CAMPBELL, CINDY
MRN:

ADMITTED:

SURGEON: Frank Ellis, MD

DIAGNOSIS:
Radial tunnel syndrome, right elbow.

DATE OF INJURY:
June 01, 2001

HISTORY OF PRESENT ILLNESS:
Ms. Campbell comes for followup of her right elbow. She was
scheduled for surgery in October but declined it at that time.
She has had increased arm pain and certainly would like to

| discuss the surgery again.

She sustained injury on the akcve date when she was shopping in K

Mart. She was along the sidewalk between two rows of outdoor

‘chairs. She tripped over a cord for bicycles that was lying {
petween them and fell onto an outstretched right elbow. \

She presented to my office after originally being seen by Dr. \
Blake. She had increased elbow pain and swelling along the
extensor mass at that time. An MRI was obtained, which showed a
nondisplaced capitellum fracture. That has healed
radiographically.

. She has had persistence in extensor mass pain along the mobile
¥ rod in the area of the radial tunnel. Previous nerve conductions
have been done, which showed borderline carpal tunnel only. She
' did briefly respond to an injection in the radial tunnel, but
then the pain soon reappeared. She feels like she has limited
function of the arm because of this pain, limited motion.

PAST MEDICAL HISTORY:
Her past medical history is unremarkable.

PAST SURGICAL HISTORY:
1. Pyloric stenosis.
2. C section.

PATIENT: CAMPBELL, CINDY MRN:
HISTORY AND PHYSICAL
Page 1 of 3




NORTH FLORIDA SURGICAL Ssn 350 -732-63¢7

tunnel on the right side. His findings at the time were
suspicious for a radial nerve entrapment at the elbow.

Despite work restrictions, anti-inflammatory medication and long
term care, the patient has persistently had pain just distal to
. her elbow. This is in the area of the radial tunnel. At this

- point, having exhausted nonoperative treatment measures, we will
consiger surgical exploration and decompression of the radial
tunnel. -

PAST MEDICAL HISTORY:
The patient's past medical history is unremarkable.

PAST SURGICAL HISTORY:
1. Pyloric stenosis.
2. C-section.

FAMILY HISTORY:
Family history unremarkable.

CURRENT MEDICATIONS:
Motrin as needed. -

ALLERGIES: )
ALLERGIES TO PENICILLIN AND CODEINE. SHE IS NOT ALLERGIC TO
SYNTHETIC' CEPHALOSPORINS.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: No fevers, chills oriweight loss.
HEENT: No vision or hearing changes.

RESPIRATORY: No cough or shortness of breath.
CARDIOVASCULAR: No heart disease. !
GASTROINTESTINAL: ©No abdominal pain. !
GENITOURINARY: No urinary tract infection.
HEMATOLOGIC: No bleeding or wound healing problems.
PSYCHIATRIC: No psychiatric illnesses.

ENDOCRINE: No endocrine disease.

GENERAL: Generally, well-developed and well-nourished.

PHYSICAL EXAMINATION:
HEENT: HEENT is unremarkable.

NECK: Neck supple, nontender. No jugular venous distention.
HEART: Regular rate and rhythm without murmur.
LUNGS: Lungs clear to auscultation without rales or wheeze.
ABDOMEN: Abdomen is soft and nontender.

PATIENT: CAMPBELL, CINDY MRN:

HISTORY AND PHYSICAL
Page 2 of 3




NORTH FLORIDA
SPINE: Spine

EXTREMITIES:
elbow: Range
pronation and
She is tender
nontender.

NEUROLOGICAL:

SURGICAL ssn A5c-7a -L3c7

is midline.

Right shoullder full, active range of motion. Right
approximately to 150 degrees of flexion. Full

supination. She is tender in the radial tunnel.
along the mobile wad of muscles. Her triceps is

No gross focal weakness. Motor strength 5/5.

Sensation intact to light touch right upper extremity. Vascular

pulses are 2+

IMPRESSION:

with brisk capillary refill.

Previous x-rays unremarkable. Previous MRI consistent with
. capitellum fracture. Previous nerve studies normal except mild
right medial nerve entrapment.

PLAN:
Radial tunnel

Risks include

release, right elbow.

infection, nerve injury, vascular injury,

? persistentrpain in the elbow and forearm despite the surgery,
recurrent pain, risk of anesthetic.

The surgery will also leave a scar across the front of her elbow

} which is fairly extensive and is required to dissect the nerve
and completely release it at three possible compression points.
Patient understands that she may persist in having pain even
after the surgery.

Postoperatively, she wﬁll wear a brace temporarily and start
« * doing early range of motion, but may be limited in her activities

for six to 12

\

weeks. \

Frank Ellis,

FE:EDiX13757

MD

D: 10/10/01 12:34 T: 10/10/01 13:26 DOCUMENT: 200110100596613600

]

PATIENT: CAMPBELL, CINDY MRN :
HISTORY AND PHYSICAL
Page 3 of 3




NORTH FLORIDA SURGICAL

FAMILY HISTORY:
Family history is unremarkable.

CURRENT MEDICATIONS:
Motrin p.r.n.

ALLERGIES: )
ALLERGIC TO PENICILLIN AND CODEINE. NOT ALLERGIC TO SYNTHETIC
CEPHALOSPORINS.

REVIEW OF SYSTEMS:.

No fevers, chills or weight loss. No 'vision or hearing change.
No cough or shortness of breath. No heart disease. No abdominal
pain. No urinary tract infection. No bleeding or wound healing
problem. No psychiatric disorders, no endocrine disease.
Generally well-developed, well-nourished, in no acute distress.

PHYSICAL EXAMINATION:
HEENT: Unremarkable.

NECK: The neck is supple, nontender.

HEART: Regular rate and rhythm.

LUNGS: The lungs are clear to auscultation.

ABDOMEN: The abdomen is soft and ndntender.

BACK: Spine is midline. o N

EXTREMITIES: Tender extensor mass. Tendor over the right radial
tunnel. Full range of motion, elbow. Somewhat tender and !
swelling along the mobile wad of muscles. Triceps nontender.
Range of motion elbow 0-150 degrees of flexion with full
pronation and .supination. Right shoulder, full active range of
motion.

NEUROLOGIC: No focal weakness. Motor strength 5/5. Sensation
intact to light touch. Vascular pulses are 2+.

DIAGNOSTIC DATA: ) .-
Previous x-rays unremarkable. Previous MRI, capitellum fracture.

Nerve conduction study normal except borderline right carpal
tunnel syndrome. : '

IMPRESSION: .
Radial tunnel release, right elbow.

PATIENT: CAMPBELL, CINDY MRN:
HISTORY AND PHYSICAL
Page 2 of 3 :




NORTH FLORIDA SURGICAL sSsn Agc-T72-L307

- Risks include infection, nerve injury, vascular injury,
persistence of pain, even with the surgery, possible that she
would not get better and she still may have pain and swelling.
Risks of recurrent pain and risks of anesthesia.

We also discussed the scar, which would be extensive, to dissect
the radial nerve proximal and distal to the elbow and release the
" compression points. This is scheduled at the patient's )
convenience in the near future. '

-

Frank Ellis, MD

FE:EDiX10779
D: 11/14/01 21:51 T: 11/14/01 22:42- DOCUMENT: 200111150597792900

PATIENT: CAMPBELL, CINDY MRN:
HISTORY AND PHYSICAL
Page '3 of 3




6820 Northwest 11th Place [ Gainesville, Florida 32605 0 (352) 332-9449

SSn 3B§5c 73 307

CAMPBELL, CINDY
11/14/01

S. A full history and physical exam was dictated on the surgical pavilion line.

PLAN:
1. Right radial tunnel release.

-

TD U,

OFrFICE NOTES: Frank D. Ellis, M.D.

FRANK D. ELLIS, M.D.

FDE/dom
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0 & P REHABILITATION ASSOC.
490 NW 60th ST. #4
GAINESVILLE, FL 32607
(352) 331-3399

Invoice # 5275
Date 07/19/2001

Bill To - Provided To
CINDY CAMPBELL CINDY CAMPBELL
1015 NE 11TH AVE 1015 NE 11TH AVE
GAINESVILLE, FL 32601 GAINESVILLE, FL 32601

\

Srv From Qty HCPC ‘ Description : Fee
06/19/01 1 L3720 EO, doub upright w forearm/arm 394.80

Referred by Dr. FRANK ELLIS
Diagnosis : 726.3%2

Amount Due : 78.96
Amount Past Due : 0.00

Last Payment Received . \

Type : Primary Payment "\

Date Received : 07/19/01 )

Amount : 315.84 \
)

Note

PATIENT RESPONSIBILITY OF $78.96 IS FOR COPAY ON BRACE PROVIDED
PAYMENT IS DUE UPON RECEIPT OF THIS INVOICE
THANK YOU .



) CAMPBEL’L cmov 4 o ssn - 3%0. 79 (93 07
71101 - - ST
* Referring physician: Robert Ashley, MD
Diagnosis: right elbow capitellum fracture- -
Date of lnjury 6/1/01

i S Patlent retums for.routine follow-up She- complams of stiffness and pain along the right
- elbow. She has been in an elbow brace. No- paresthesnas at this time. Maln pain |s along .
,the lateral elbow and the anterior capsule " - -

. EXAMINATION The soft tissue swelling is obvnous ‘She'is tender along the dlstal lateral

~ humerus-and-somewhat tender in the anterior capsular region. Her range of motion IS 15- :
145 degrees of flexion.: Full pronation and' suplnatlon 4 ‘
Neurovascular exam normal. ‘

' RADIOGRAPHIC STUDIES: New x-rays AP, Iateral and oblique show no obwous
mlsallgnment The Jomt looks. normally | Iocated wnth acceptable fracture healing. -
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PLAN: :

1. Discontinue’ brace

2. ~Start physical therapy for stretching and strengthenmg
3. Follow-up in three weeks. Check range of motion.

4. Work restnctlon No use right hand continued llght duty

;»\ | |
?D Q,U,LL\

" FRANKD. ELLIS, MD..

FDE/dom

cc: Rooért‘Ashley, MD

" OFFICE "NO‘T’ES: Frank D. Ellis, M.D:



: ’ 611 NW 00 Street  Suite B '

Gainesville, FL 32607

PLAN OF CARE  gon 390-72-6307

PATIENT ("4 e, M@M; DATE 7=//0/

7 , 0 s
PPHYSICIAN @/} 0 ZZ&/{{ DIAGNOSIS /(E\ (Ac»m %‘Lw ?/7\
, ‘ ' I

RELATED MEDICAL _ PAST MEDICAL
FINDINGS : " HISTORY
DATE OF TRAUMA L))

) ;
DATE OF SURGERY ~ REHAB POTENTIAL DExcelIenl‘/ﬂGood OFar JPoor

REHABILITATION GOAL PRIORITIES

O Waound care o O Decrease pain O Remodel scar
J Decrease edema ' ) O3 Correct deformuty {J Improve sensibiiily
_j Immobiize . jﬁlncrease ROM ] ﬁ Improve ADL lunctional abiliies
] Protect ixatiorvrepairs » (I Increase strength ]
PROCEDURES .

T#}\Hot/Cold packs ~ [ Functional Electrical Stimulation® M‘Therapeutk& exercise
O Paralfin . - [ Ultrasound ‘ QKinelic aclivities
J Contrast bath’ : O Whirlpool  + ' O Activities of daily living

O Phonophoresis O Orthotic training
J TENS application : O lontophoresis i &ﬁome program
O Fluidotherapy
G SPLINT FABRICATION (specify) 0 Other (specily)

FREQUENCY OF VISITS 7/ limgs er‘wy}nomh

DURATION OF TREATMENT 9 (weeks/phonths

PATIENT IS T ISNOT O AWARE OF DIAGNOSIS AND ESTIMATED PROGNOSIS

| CCRTIFY THAT THE ABOVE SER\}IQES ARE MEDICALLY NECESSARY FOR THE TREATMENT OF THE ABOVE-NAMED PATILNT
4% 43 HER DIAGNOSIS ‘ A

Physician's Signalure




6820 Norchwest 11th Place [J Gainesville, Florida 32605 ) (352) 332-9449

OFFICE NOTES: Frank D. Ellis, M.D.

SN 350-73-6307

CAMPBELL, CINDY
7125101

Diagnosis: Right elbow capitulum fracture
Date of Injury: 6/1/01

S. Cindy continues to work. She still has pain with gripping motions and using her snippers
at work. She has pain along the triceps and pain along the dorsal forearm. She
occasionally feels some buming along the dorsum of the hand. She feels like she has
difficulty extending her elbow fully. o

EXAMINATION: There is trace soft tissue swelling along the lateral elbow. The humerus
is nontender. She is somewhat tender over the triceps. Tender along the dorsal forearm
to deep palpation. Passive range of motion of elbow is 5-145 degrees of flexion. Full
pronation and supination.

Neurovascular exam is normal.

RADIOGRAPHIC STUDIES: Previous x-rays show a healed fracture.

PLAN:

Discontinue physical therapy.

Continue Motrin 800mg TID PRN.

Elbow sleeve.

Work restriction: Limited use right hand, continue light duty, no pushing or pulling.
Follow-up in three weeks to recheck. _J\ : )

\

D %&L‘-" o

OhOON

. FRANKD. ELLIS, M.D.

FDE/dom

cc: Robert Ashley, MD



PATIENT NAME: CAMPBELL,CINDY S

UNIT NO: H000290659
Ssn 3yo-72-307

EXAMS: 000414978 MRI EXTREMITY UPPER JOINTS

NORTH FLORIDA ‘REGIONAL OUTPATIENT IMAGING CENTER

06/18/2001
PERTINENT DX & HX: Elbow pain status post fall. Assess biceps
tendon and proximal radius. '
MRI RIGHT ELBOW
COMPARISON: .Right elbow radiograph, Gainesville Orthopedlc Group,
06-15-01.
MR TECHNIQUE: On the 1.5 T. GE Signa MRI scanner; axial T2, sagittal
P.D., coronal T1l, coronal T2,, coxonal gradient echo images were
obtaxned T1 welghted axial imaging also performed.
FINDINGS:
OS8EQUS STRUCTURES: There is a somewhat of a linear hypointense
,8ignal on T1 weighted imaging seen on coronal Tl images #11-12 which
becomes hyperintense on T2 weighted imaging with reference toc the
normal fatty marrow. This would be consistent with a radiographically
occult, nondisplaced, subtle fracture involving the capitellum with
associated osseous contusion. There is no articular surface
incongruity. Small, subtle ogseous contugion is seen involving the
most proximal and radial aspect of the radial head.
MUSCLES AND TENDONS: Intact. Specifically, the biceps tendon is
intact as it attaches onto the radial tuberosity.
ARTICULAR CARTILAGE: There is Grade II to III chondromalacia
involving the capitellum.
OTHERS: Small to moderate sized joint effusion is seen. No soft
tisgue mass is identified.
IMPRESSION:
1. Radiographically occult, subtle fracture which is nondisplaced
1nvulv1ng the capitellum. This is associated with osseoug contusion.
mheée is no articular surface incongruity.
2. Subtle osseous contusion involving the radial head.

\

)

PAGE 1 . Signed Report (CONTINUED)
OUTPATIENT IMAGING CENTER NAME: CAMPBELL,CINDY S

NORTH FLORIDA REGIONAL MED CTR *  PHYS: ELLFR - Ellis,Frank D

6500 NEWBERRY ROAD DOB: 07/24/1959 AGE: 41 SEX: F
GAINESVILLE, FL 32605 ACCT NO: C042717 LOC: OUT

PHONE #: 352-333-4178 EXAM DATB: 06/18/2001 STATUS: OUT

FPAX #: 352-333-4278 RADIOLOGY NO:




PATIENT NAME: CAMPBE.;..L,CINDY S '
UNIT NO: H000290659

EXAMS: 000414578 MRI EXTREMITY UPPER JOINTS éps
<Continueds> - : ) 53’%'33034_ o7

3. The biceps>tendon is intact.
*FXD. DRAFT status to Dr. Ellis, 06-18-01, ®@1620. dda

*+ Electronically Sigmned by J. H. KIM MD on 06/18/2001 at 2213 **
Reported and Signed by: J. H. KIM, MD

N

CC: Frank D Ellis’

DICTATED DATE/TIME: 06/18/2001 (1122)

TECHNOLOGIST: SUZANNE GARDINER, RT(R) (MR) (M)
TRANSCRIBED DATE/TIME: 06/18/2001 (1618)
TRANSCRIPTIONIST: HRADDDA/PHYJHK

ELECTRONIC SIGNATURE DATE/TIME: 06/18/2001 (2213)
PRINTED DATE/TIME: 06/19/2001 (0856) BATCH NO: N/A

PAGE 2 T Signed Report

OUTPATIENT IMAGING CENTER NAME: CAMPBELL,CINDY S

NORTH FLORIDA REGIONAL MED CTR PHYS: ELLFR - Ellis,Frank D

6500 NEWBERRY ROAD DOB: 07/24/1959 AGE: 41 SEX: F
GAINESVILLE, FL 32605 ACCT NO: C042717 LOC: outr

PHONE #: 352-333-4178 EXAM DATE: 06/18/2001 STATUS: OUT

PAX #: 352-333-4278 RADIOCLOGY NO:



6820 Northwest 11th Place {1 Gainesville, Florida 32605 (O (352) 332-9449

OrFice Notes: Frank D. Ellis,-M.D.

' -

CAMPBELL, CINDY Ssn. 390-72-L307
8/15/01 - : :

Diagnosis: 1. Right elbow capitulum fracture
2. Right forearm tendinitis
Date of Injury: 6/1/01

S. Ms. Campbell has been at work. She has had the ability to use more of her aim. She
has pain along the darsal forearm. Less pain along the elbow at this time, but occasionally
with full extension of the elbow she has pain. Most of the pain is along the brachial radialis
and mobile wad. She gets soft tissue swelling. '

EXAMINATION: Range of motion is 0-150 degfees of flexion. Pronation and supination are
80 degrees. Tender along the brachial radialis and mobile wad. Nontender triceps.” No
radius or ulnar pain.

Neurologic: No gross focal weakness. Motor strength 5/5. Sensation intact to llght touch.
Vascular pulses: 2+,

PLAN:

1. May increase work load to lift less than 15 pounds.

2. She occasnonally has some numbness in the radial nerve distribution. If this persists |
would like to obtain a nerve conduction study. - .

3. Follow-up in three to four weeks for recheck.

Adal,

- FRANK D. ELLIS, M.D.

FDE/dom

cc: Robert Ashiey, MD




6826 Northwest 11¢th Place [0 Gainesville, Florida 32605 [0 (352) 332-94

OFFICE NOTES: Frank D. Ellis, M.D.

-

ssn. g0 -72-6L307

CAMPBELL, CINDY Page 2

6/15/01

EXAMINATION cont.: Her right forearm .shows tenderness along the extensor mass.
mobile wad. There is minor soft tissue swelling as well. She is also tender somewhat along
the proximal radius. The ulna is nontender. The elbow shows no effusion.

Wrist has a full painiess range of motion.

She does have some weakness with resisted third finger extension. No pain or weakness
with resisted wrist extension.

Vascular pulses: 2+ with brisk capillary refill right upper extremity.

Neurologic: No focal weakness. Motor strength 5/5. Sensation intact to light touch.

RADIOGRAPHIC STUDIES: New x-rays AP, lateral, and oblique of elbow and upper
forearm show no bony abnormalities.

IMPRESSION:

. 1. Biceps tendon strain right elbow. Rule out pOSSlblllty of partial or complete tear.

2. Probable extensor tendonitis, mobile wad.

PLAN:

1. Tennis elbow brace.

2. Vioxx 25mg qd. Cautioned about gastritis.

3. MRI study of right elbow to rule out biceps tendon tear.

- 4. Follow-up post study to review and recommend treatment. Consider physical therapy.

|
s ’} D 2({@/

Frank D. Ellis, M.D.

FDE/dom o M

cc:  Robert Ashley, MD B ’ N

' "{_ CZ‘(/’ / 7({‘_9/// (i1 ﬁ
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6820 Northwest 11¢h Place [ Gainesville, Florida 32605 0 (352) 332-94

Orrick Notes: Frank D. Ellis, M.D.

-

CAMPBELL, CINDY ‘ ‘ Ssa. 350 -73-6307
6/15/01

Referring physician: Robert Ashley, MD
Diagnosis: 1. Right elbow pain, probable extensor mass tendonitis -

2. Biceps tendon strain
Date of Injury: 6/1/01
S. Ms. Campbell is here as a new patient. She sustained injury on 6/1/01. At this time she
was shopping at K-Mart. She was walking along the sidewalk between two rows of outdoor
chairs. She tripped over a chord for bicycles that was laying between them. She fell onto
her outstretched right arm. At this time she scraped her knees and noticed pain along the
distal right elbow and proximal forearm. She noticed some significant swelling which
occurred soon after the injury. »

Her primary complaint is proximal forearm pain along the extensor mass. She hai ggin with
repetitive activity such as she is doing at working using clippers. She has been'afelbow
sleeve for comfort.. -

Originally she was referred to Dr. Blake. She did not feel like she was getting anywhere with
the treatment plan and wanted to get another opinion her pain and diagnosis.

She was placed on Vioxx, but did not take it. She has been taking Motrin. She denies any

_specific paresthesias. She does seem to feel weak in the forearm and fingers. She has

difficulty manipulating fine objects and holding objects with her hind. She has had no prior
injury to the elbow or upper arm to her knowledge. .

\
FAMILY HISTORY: Unremarkable. ) |

PREVIOUS SURGERY: Pyloric stenosis, C-section.
PAST MEDICAL HISTORY: Unremarkable.
ALLERGIES: Penicillin, Codeine.

CURRENT MEDICATIONS: Motrin as needed.

REVIEW OF SYSTEMS: No fevers, chills, or.weight loss. No vision or hearing changes.
No cough or shortness of breath. No heart disease. No abdominal pain. No UTi. No

bleeding problems. No wound healing problems. No psychiatric iliness. No endocrine
disease. ) ’

EXAMINATION: Her right shoulder shows a full.passive range of motion without pain.
Right elbow extends to 3 degrees, flexes to 135 degrees comfortably. She is tender along
the biceps tendon insertion and in the antecubital fossa. There is a trace of ecchymosis
distal to the elbow, nothing proximal. There is not a significant palpable deformity along the
biceps. She is able to flex the elbow. However she is weak with supination.

-

continued on page two
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OFFICE Nores: Frank D. Ellis, M.D.

6820 Northwest 11th Place [ Gainesville, Florida 32605 (1 (352) 332-9

CAMPBELL, CINDY a
6/19/01 s<N 3ge-72-6307

Referring physician: Robert Ashley, MD
Diagnosis: Right elbow capitellum fracture

S. Ms. Campbell is back for follow-up of an MRI study | saw her last week. She sustained
a fall at K-Mart and had persustent right elbow pain that was unexplained. X-rays were
negative. .

EXAMINATION: Minor soft tissue swelling about the elbow. Distinctly tender along the distal
humerus. Less tender along the biceps mechanism today. Somewhat tender along the
proximal radius.

Neurovascular exam normal.

RADIOGRAPHIC STUDIES: MRI study is reviewed with the patient and reviewed by myself.
This is consistent with a nondisplaced capitellum fracture which is intra-articular.

PLAN:

1. Hinged elbow brace.

2. Work restriction: No lifting right arm.

3. Follow-up in two weeks. Obtam AP, lateral, and oblique right elbow pnorto bemg seen.

Sl A

FRANK D. ELLIS, M.D.

FDE/dom

cc:  Robert Ashley, MD ‘




2) 332-9449

6820 Northwest 11th Place [0 Gainesville, Florida 32605 O (35
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OFrICE NoTES: Frank D. Ellis,i M.D.

®

CAMPBELL, CINDY SSN- - AY0-TI - 6307
9/5/01

Diagnosis: 1. Right elbow capitulum fracture
2. Right forearm pain and tendinitis
Date of Injury: 6/1/01

S. Ms. Campbeli still continues to work. Her current work restriction is lift less than 15
pounds. She still has some discomfort when using clippers or lifting, especially as the day
progresses. Besides the radial nerve pain along the mobile wad she has some ulnar nerve
symptoms involving the small and ring fingers. - Thus also seems to be worse as the day
progresses.

EXAMINATION: Range of motion of her elbow is 0-150 degrees of flexion. Pronation and
supination 80 degrees, somewhat tendemess along the brachial radialis and mobile wad.
Her triceps is nontender.

. She has a positive Tinel at the uinar nerve elbow Her forearm is nontender to palpation.

Her wrist has a full range of motion.

PLAN:

1. Nerve studies to be done by Dr. Llpmck

2. Work restriction: Lift less than 15 pounds. -

3. Follow-up in three weeks to review nerve studies.

| R
Y/
FRANK D. ELLIS, M.D. T :

FDE/dom



6820 Northwest 11th Place O Gainesville, Florida 32605 (O (352) 332-944

is, M.D.

- Frank D. Ell

OFFICE NOTES

Ssnf390—79-0307
CAMPBELL CINDY '
9/28/01

Diagnosis: 1. Right forearm pain, possible radial tunnel syndrome
2. Old elbow capitulum fracture
Date of Injury: 6/1/01

S. Ms. Campbell is here for routine visit. She has maintained the same work restrictions.
When she uses the clippers or lifts, she continues to have pain along the dorsal forearm,
near the radial nerve, and in the brachial radialis muscie. She is not having any significant
uinar nerve symptoms at this visit.

. In the interim she has seen Dr. Lipnick and undergone nerve conduction studies.

EXAMINATION: Range of motion of elbow is 0-150 degrees. Pronation and supination are
80 degrees. Lateral epicondyle is nontender. She is tender over the radial tunnel, brachial
radialis, and mobit wad.

Triceps nontender.

Tinet is'negative today at the elbow and wrist. Wrist has fult range of motion.

Neurologic: No gross focal weakness. Motor strength 5/5. Sensation intact to light touch.
Vascular pulses: 2+.

RADIOGRAPHIC STUDIES: Nerve studies done by Dr. Lipnick shows a possible, very mild

" right median nerve entrapment, but no signs of radial and ulnar nerve entrapment. His

exam is also consistent with pain along the dorsal lateral arm possibly consistent mth radial
entrapment.

PLAN: ’ : \

1. Injected the radial tunnel today with DepoMedrol and Lidocaine under stefile condition
without complication.

2. The patient will follow-up in two weeks to discuss'and recommend further treatment

2%,

: optrons

FRANK D. ELLIS, N.DY

~ - FDE/dom



6820 Northwest 11th Place [ Gainesville, Florida 32605 O (352) 332-9449

OFFICE NOTES: Frank'D. Ellis, M.D. - -

‘ A SSN. 380-732-b307
CAMPBELL, CINDY
10/9/01
S. Full history and physical exam dictated on 't_,ﬁe surgical pavilion line.

PLAN: Radial tunnei release.

FRANK D. ELLIS, M.D.

FDE/dom




6820 Northwest 11th Place [J Gainesville, Florida 32605 O (352) 332-9449

CAMPBELL, CINDY
9/28/01

Diagnosis: 1. Right forearm pain, possible radial tunnel syndrorhe
2. Old elbow capitulum fracture
Date of Injury: 6/1/01

S. Ms. Campbeil is here for routine visit. She has maintained the same work restrictions.
When she uses the clippers or lifts, she continues to have pain along the dorsal forearm,
near the radial nerve, and in the brachial radialis muscle. She is not having any significant
ulnar nerve symptoms at this visit.

In the iiterim she has seen Dr. Lipnick and undergone nerve conduction studies.

EXAMINATION: Range of motion of elbow is 0-150 degrees. Pronation and supination are
80 degrees. Lateral epicondyle is nontender. She is tender over the radial tunnel, brachial
radialis, and mobit wad.

Trizeps nontender. U

Tir.el is negative today at the elbow and wrist. Wrist has full range of motion.

Neurologic: No gross focal weakness. Motor strength 5/5. Sensation intact to light touch.
Vascular pulses: 2+.

. RADIOGRAPHIC STUDIES: Nerve studies done by Dr. Lipnick shows a possible, very mild

right median nerve entrapment, but no signs of radial and ulnar nerve entrapment. His
exam is also consistent with pain along the dorsal Iateral arm possibly consistent with radial

-“entrapment.

\

PLAN:

1\ Injected the radiai tunnel today with DepoMedrol and Lidocaine under stenle condition
without complication.

2. The patient will follow-up in two weeks to discuss and recommend further treatment

options.
/-}/LC{L/ 7/

Orrice NoTES: Frank D. Ellis, M.D.

Cyt
FRANK D. ELLIS M0 - Cot

FDE/dom




OrricE Notes: Frank D. Ellis, M.D.

6820 Norchwest 11th Place [0 Gainesville, Florida 32605 O (352) 332-9449

CAMPBELL, CINDY
9/5/01

Diagno.;'.is: 1. Right elbow capitulum fracture
2. Right forearm pain and tendinitis
Date of Injury: 6/1/01

S. Ms. Campbell still continues to work. Her current work restriction is lift less than 15
pounds. She still has some discomfort when using clippers or lifting, especially as the day
progresses. Besides the radial nerve pain along the mobile wad she has some ulnar nerve

symptoms involving the small and ring fingers. This also seems to be worse as the day
progresses.

EXAMINATION: Range of motion of her elbow is 0-150 degrees of flexion. Pronation and’

supination 80 degrees, somewhat tendemess along the brachial radialis and mobile wad.
Her triceps is nontender.

She has a positive Tinel at the uinar nerve elbow. Her forearm is nontender to palpation.
Her wrist has a full range of motion.

PLAN: i

1. Nerve studies to be done by Dr. Lipnick.

2. Work restriction: Lift less than 15 pounds.

3. Follow-up in three weeks to review nerve studies.

. ( A" A‘:\\
/%%04_ B 3
FRANK D. ELLIS, M.D. ) o

FDE/dom
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& ¢ Wendy Holt, OTR, CHT Nancy Winikor, OTR, CHT

o (4 Occupational Therapist, Registered Occupational Therapist Registered

p Q Certified Hand Therapist Certified Hand Therapist

a g Member Amarican Society of Hand Therapists Member American Society of Hand Therapists
E -

=4 g Sen 3%0-72-0L307

7/11/2001

RE: Cindy Campbell ) .

Dear Dr. Ellis:

Today we saw Cindy in the office who is a 41 year old female employed by San Felasco Nursery. She
reports an incident on K-Mart on 6/1/01 when she tripped and fell on their property. She was
originally seen by another physician and diagnosed with a sprain and was again seen in your office for
further evaluation. After MRl she has been diagnosed with a right capetellum fracture. She has been in
a hinged type elbow splint as she reports since June 18. Today she reports with her elbow positioned
in 45 degrees extension and the capability to flex to135 degrees. She has normal supination and
pronation. Her sensory she reports numbness when she is using clippers at her work of all 4 fingers
and into the palm however she does not describe nocturnal paresthesias, nor other types of numbness
when she is not using lawn clippers at work. After moist heat and gentle stretch with a 1 Ibs. weight
her elbow is.able to extend to 25 degrees which is an improvement of 20 degrees while in the clinic
today. She was instructed to use a 1 & 2 Ib weight which she does’in a guarded fashion. She will return
2 times a week and we will work on a ROM program and gradual strengthening program as tolerated.

As always we appreciate the opportunity to Assist in the care of this patient.

A

\ :
Sincar Iy“lours ‘ : %

Wend Holt TR,CHT
Hand Therapst
WH:kh

611 NW 60th Sireet, Suite B = Gaineswville, FL 32607
{352) 331-8209
Fax (352) 332-3604




Diane Pirkle

Subject: Cindy Campbell

Start Date: _ Thursday, November 15, 2001

Due Date: Tuesday, November 27, 2001
Status: Not Started

Percent Complete: - 0% -
Total Work: 0 hours

Actual Work:- - 0 hours

Owner: " Diane Pirkle

-

Adjuster Ruth Johnson—248-637-4266-——~file #279092
call her and tell her that | got her Itr dated Nov. 6th and will forward everything to her upon reciept...

Call clt and let her know that we did recv letter from K-Mart..sistér #352-373-9624---cell # 352-256-4680



-

Send Confirmation Report

Line 1: JetFax M920e ID: 904 20 Nov’01 16:45 Page 1
Line 2: JetFax M920e ID: 904
Job| Start time Usage |-Phone Number/Email Type Pages |Mode ) Status
170{11/20 16:45....| 0’40"[135233199827.................. Send.............. 2/ 2|EC144|Completed ......... ..ocoeniiis .
Total: 0’40 Pages sent: 2 Pages printed: O

E@ FARAH AND FARAH, P.A.  omesmim
. e

* WRORGFUL DBATH
* WORGR'S COMPENSATION
GOONE £, Farvt F
T ax
SMCS PRGSO
BRCE L FERR
A PareTY
i Namer O2nd P Retub
m“::'m Fax: 352-3319927
BASES SOLMAY Phone: 904-331-3399
mm::wn From: Diane Pirkl, Legal Assistant to Lloyd S, Manukian, Esquire
e Date: 1172001,
EBL B00TY EAONRT Subject: Cindy Campbel]
WSV . RODE hw= 2
CamuANAGERS Attention: Jo
JOMNNAFIOLTER
TIRGEA Wine
08061 Comments:
AATHY PALMER ES
i Pleass find attached the Letter of Pr that you requestad for our client, Ms.
PRt Campbell. Ispoke with her just a moment ago and she sald she would come in and sign

Tou wocos 1t an her lunch hour tomorrow, around noontime. If your office closes at noon, please
e p— call ber and arrange o time, bocause tins necds to be done tomomow for her surgery.

smaoswmcoiaw  Thank you so much for your attention in this matter. Should you have any questions

please feel free to contact our office.

10 Wext Adarns Soree = isvaville, Florida 32202 « (904) 358-8888 « Fax. (904) 358-3424 « email. firnhOcddic-firah com

JACKSONVILLE ® ORANGE PARK ¢ ST. AUGUSTINE




@ FarRAH AND FARAH, P.A,  sromersaram

» PERSONAL INJURY
+ WRONGFUL DEATH
+ WORKER'S COMPENSATION

ATTORNEYS

EDDIE E FARAH ’
CHARLIE E FARAH
CHARLES E EARNHARDT

JAMES FARSON

BRUCE S FEIFER ~
BRIAN M FLAHERTY

JOSEPH A FRANCO, JR

NANCY E KEMNER Name: O and P Rehab
LLOYD S MANUzIAN Fax: 3 52_3 3 1_9927
ANTHONY “MARK" PAPA
BASEM SOLIMAN Phone: ) 904-331-3399 ‘
TERENCE (TERRY) € FURMAN From: Diane Pirkl, Legal Assistant to Lloyd S. Manukian, Esquire
ASHLEY R WREN o
RACHAEL W GREENE Date.' 1 1./20/ 01
LESLIE SCOTT JEAN-BART Subject: Cindy Campbell
KEVIN S ROBBIE Pages: 2
WANAGER Attentlon? Jo'
JOANN AFFOLTER
TERESA BLUNK
BILL JONES Co |
MARJORIE LOBDELL omments:
KATHY PALMER } R
it Please find attached the Letter of Protection that you requested for our client, Ms.
DARLA WALDRON Campbell. Ispoke with her just a moment ago and she said she would come in and sign
TOM WOODS

it on her lunch hour tomorrow, around noontimeé. If your office closes at noon, please

| EGAL NURSE CONSULTANT c‘:all her al\ld arrange a time, because this needs to be done tomorrow for her surgery.

SANDY TERRAZZANO
ARNP, CNS, MSN, CCM, CLNC Thank you so'much for your attention in this matter. Should you have any questions

please feel free to contact our office.
LICENSED INVESTIGATOR

WILLIAM L. SCULL

10 West Adams Street  Jacksonwville, Flonda 32202 « (904) 358-8888 ¢ Fax. (904) 358-2424 e ¢-mail: tarah@eddie-farah.com

JACKSONVILLE ® ORANGE PARK ® ST. AUGUSTINE



K FARAH AND FARAHV pvo ATTORNEYS AT LAW

* PERSONAL INJURY
» WRONGFUL DEATH

* WORKER'S COMPENSATION

ATTORNEYS

EDDIE E FARAH

CHARLIE E FARAH
CHARLES E EARNHARDT
JAMES FARSON

BRUCE S FEIFER

BRIAN M FLAHERTY
JOSEPHA FRANCO, JR
NANCY E KEMNER
LLOYD S MANUKIAN
ANTHONY "MARK" PAPA
BASEM SOLIMAN
TERENCE (TERRY) E FURMAN
ASHLEY R WREN
RACHAEL W GREENE
LESLIE SCOTT JEAN-BART
KEVIN S ROBBIE

M GERS
JOANN AFFOLTER
TERESA BLUNK
BILL JONES
MARJORIE LOBDELL
KATHY PALMER
ROBERT C POGACHNIK
EVELYN TADROS
DARLAWALDRON |
TOM WOODS \

A RSE
SANDY TERRAZZANO
ARNP, CNS, MSN, CCM, CLNC

NSULTA|

LICEN INVESTIGATOR
WILLIAM L SCULL

November 20, 2001

O and P Rehab
490 NW 60" Street

-Gainesville, FL 32607

Re: My Client:
Health Provider:

‘Date of Accident:

Cindy Campbell
O and P Rehab
06/01/2001

PROTECTION OF OUTSTANDING CHARGES If the above named client recovers money damages from any person
or entity responsible for charges incurred by the above named health provider, we agree to withhold from any check or draft in which we
are an additional named payee, suffictent funds, after deduction of attomey's fees and costs, to pay any outstanding medical bills in our
possession and costs for any and all undisputed charges owed to you in connection with the accident or event giving nise to and covered
by the recovery and not covered by any collateral source.

AMOUNT PROTECTED It s the health provider's obligation to furnish us with periodic updated of outstanding charges
Otherwise, we will rely on previously received records in seeking reimbursement from the tort feasor Under no circumstances will we
withhold a sum larger than that submitted to the tort feasor for reimbursement

BALANCE CONFIRMATION We will use best efforts to request a balance confirmation when recovery 1s immunent |
we fail to recetve a written response within five (5) days of mailing we will presume that the balance has been paid n full

PRO-RATA DISTRIBUTION IF ADEQUATE RECOVERY. If the net recovery 1s less than the total outstanding
charges owed to all health providers covered by a letter of protection or any other hen holder, such funds will be distributed on a pro-rata
basts.

OUR RESPONSIBILITY ON FORENSIC SERVICES This law firm acknowledges independent responsibility to the
health providers for charges incurred for medical records and witness fees

DISPUTES. If our client disputes any of your outstanding charges or claims a setoff and we are unable to resolve the issue,
we will deposit the amount of the disputed charge/setoff into the Court Registry for Judicial Determination

APPROVAL REQUIRED This agreement becomes effective when all parties (chent/patient, health provider and attorney)
approve it in writing by affixing their signatures 1n the space provided below and return 1t to our office

-

COLLECTION PROCEEDINGS In the event that this matter 1s referred to a collection agency or collection activity 1s
mnstituted then this letter of protection shall be null and void and therefore moot

Health Provider
- By Authorized Representative

leenﬂl?atient

FARAH & FARAH, P.A. ) .
10 West Adams Street, 3rd Floor

Jacksonville, FL. 32202

(904) 358-8888

10 West Adams Street ¢ Jacksonville, Flonda 32202 ¢ (904) 358-8888 e Fax -(904) 358-2424 e e-mail farah@eddie-farah com

JACKSONVILLE ® ORANGE PARK ® ST. AUGUSTINE



Diane Pirkle

From: Bill Jones

Sent: Tuesday, November 20, 2001 4:10 PM
To: Diane Pirkle

Subject: Cindy what's-her-name

Talke d to client and Lloyd. We can send an LOP to Op and P Rehab in Gainesville. Their address is: 490 NW 60th St.,

Gainesville, FL 32607. Their fax is 352-331-9927 Thier phone number is 352-331-3399. Her doc can be reached at 352-

332-9449. She indicates that there are co-pays and is quite hysterical. she'smgery as well. Maybe you can
-calm her down. don't send anything to her address as she's moved. She will call you with a better address,

@?;%@@ = A=




|
|
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~ Her primary complaint is proximal forearm pain along the extensor mass. She has‘ §§in with

" 6820 Northwest 11¢h Place [0 Gainesville, Florida 32605 O (352) 332-9449

OFFICE NOTES: Frank D. Ellis, M.D.

CAMPBELL, CINDY
6/15/01-

Referring physician: Robert Ashiey, MD ]

Diagnosis: 1. Right elbow pain, probable extensor mass tendonitis
: 2. Biceps tendon strain

Date of Injury: 6/1/01

S. Ms. Campbell is here as a new patient. She sustained injury on 6/1/01. Atthis time she

. was shopping at K-Mart. She was walking along the sidewalk between two rows of outdoor
" chairs. She tripped over a chord for bicycles that was'laying between them. She fell onto
- her outstretched right arm. At this time she scraped her knees and noticed pain along the

distal right elbow and proximal forearm. She noticed some significant swelling which
occurred soon after the injury.

repetitive activity such as she is doing at working using clippers. She has been
sleeve for comfort.

elbow

Originally she was referred to Dr. Blake. She did not feel like she was getting anywhere with
the treatment plan and wanted to get another opinion her pain and diagnosis.

She was placed on Vioxx, but did not take it. She has been taking Motrin. She denies any

- specific paresthesias. She does seem to feel weak:in the forearm and fingers. She has

difficulty manipulating fine objects and holding objects\with her hand. She has had no prior
injury to the elbow or upper arm to her knowiedge.

FAMILY HISTORY: Unremarkable.

+ PREVIOUS SURGERY: Pyloric stenosis, C-section. ‘

PAST MEDICAL HISTORY: Unremarkable.

ALLERGIES; Penicillin, Codeine.

] CURRENT MEDICATIONS: Motrin as needed.

REVIEW OF SYSTEMS: No fevers, chills, or weight loss. No vision or hearing changes.
No cough or shortness of breath. No heart disease. No abdominal pain. No UTl. No

bleeding problems. No wound healing problems. No psychiatric iliness. No endocrine
disease: : . CeT ’ '

EXAMINATION: Her right shoulder shows a full passive range of motion without pain.

Right elbow extends to 3 degrees, flexes to 135 degrees comfortably. She is tender along
the biceps tendon insertion and in the antecubital fossa. There is a trace of ecchymosis
distal to the elbow, nothing proximal. There is not a significant palpable deformity along the

_biceps. She is able to flex the elbow. However she is weak with supination.

continued on page two




6820 Northwest 11th Place T Gainesville, Florida 32605 [ (352) 332-9449

- Orrice Notss: Frank D. Ellis, M.D.

CAMPBELL, CINDY _ Page 2

" 6/15101

EXAMINATION cont.: Her right forearm shows tendemess along the extensor mass,
mobile wad. There is minor soft tissue swelling as well. She is also tender somewhat along
the proximal radius. The ulna is nontender. The elbow shows no effusion.

Wrist has a full palnless range of motion. '

She does have some weakness with res:sted third flnger extenslon No pain or weakness
with resisted wrist extension.

Vascular pulses: 2+ with brisk capillary refill right upper extremity.

Neurologic:.No focal weakness. Motor strength 5/5. Sensation intact to light touch.

RADIOGRAPHIC STUDIES: New x-rays AP, lateral, and oblique of elbow and upper -
forearm show no bony abnormalities.

IMPRESSION:

1. Biceps tendon strain right elbow. Rule out possibility of partial or complete tear.
2. Probable extensor tendonitis, mobile wad.

PLAN:

1. Tennis elbow brace.

2. Vioxx 25mg qd. Cautioned about gastritis.

3. MRI study of right elbow to rule out biceps tendon tear.

4. Follow-up post study to review and recommend treatment. Consider physical therapy.

\
D sl

Frank D. Ellis, M.D.

FDE/dom | M

cc:  Robert Ashiey, MD ‘ S —~
. - 6} C'c(/?/'%f//(//’,? “/‘”K

>




OFrICE NOTES: Frank D. Ellis, M.D.

6820 Northwest 11th Place [ Gainesville, Flonda 32605 0O (352) 332-944¢

CAMPBELL, CINDY
6/19/01

Referring physician: Robert Ashley, MD
Diagnosis: Right elbow capitellum fracture

S. Ms. Campbell is back for follow-up of an MRI study. | saw her last week. She sustained"

a fall at K-Mart and had persistent right elbow pain that was unexplained. X-rays were '
negative. ‘ . '

EXAMINATION: Minor soft tissue swelling about the elbow. Distinctly tender along the distal
humerus. Less tender along the biceps mechanism today. Somewhat tender along the-
proximal radius.

Neurovascular exam normal.

RADIOGRAPHIC STUDIES: MR study is reviewed with the patient and reviewed by myself.
This is consistent with a nondisplaced capitellum fracture which is intra-articular.

’

PLAN:

1. Hinged elbow brace.

2. Work restriction: No lifting right arm.

3. Follow-up in two weeks. Obtain AP, lateral, and oblique right elbow prior to being seen.

R
?/%&L - ‘ \

FRANK D. ELLIS, M.D. |
FDE/dom

cc: Robert Ashley, MD



PO Box 100195
Columbia, SC 29202-3195

COLONIAL

UFH & ACCIDENT INSURANCE COMPANY

Cindy S. Campbell
2960 NW 6th St
Gainesville, FL  32609-2927

Payee Name: Cindy S. Campbell Claim Submitted For: Cindy S. Campbell
Payor SSN: 380-72-6307 Date of Loss: 06/01/2001
Claim Number: 03472409620010 982389415 Payment Date: 12/13/2001

Below is an explanation of your claim’s status and the benefits this payment provides:

Benefit Paid Payment Rate Date(s) Amount

Fracture/Dislocation Complete 1250.00
Emergency Room Trtmt 150.00
Medical Max 200.00 200.00
Overnight Delivery Fee 10.00
Total Amount of Payment $1,590.00

* Because all or part of your premiums are paid with pretax salary reductions or are employer paid,
the benefits you received may be considered taxable income. If you received disability benefits,
you may receive a Form W-2 at the end of the tax year either from your employer or from
Colonial. For other benefits, you may receive a Form.1099-MISC by January 31st of next year.
This reporting is required by the IRS.

* As you requested, the.enclosed check has been sent by an overnight delivery service and we
deducted the $10.00 fee. Unless you request cancellation of this service in writing, all future
payments for this claim in the amount of $150.00 or more will be sent via overnight delivery.

So that we can review your claim for further beneflts, please send us the information
requested below:

* Statements from both your employer and your doctor that confirm the dates you have been totally
disabled and unable to work.

You may fax information to us at 1-800-880-9325 or send it to us at:

Colonial Life & Accident Insurance Company
PO Box 100195 ’
Columbia, SC 29202-3195

PO Box 100195 Columbiq, SC 29202
IIIIIIIIIIIIIIHIIIIllIIHIlll!lIIIIIIIIIHIHIIIIIINIIHIHIIIHIHI||||II|IIIIIIIIIIIIIIIIIIII[||

9821389415828
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PATIENT NAME: CA™©PBELL, CINDY S
UNIT NO: HC ‘290659

EXAMS: 000414978 MRI EXTREMITY UPPER JOINTS

NORTH FLORIDA REGIONAL OQUTPATIENT IMAGING CENTER

06/18/2001
PERTINENT DX & HX: Elbow pain status post Eall Assess biceps
tendon and proximal radius.
MRI RIGHT ELBOW
COMPARISON: Right elbow radiograph, Gainesville Orthopedic Group,
06-15-01. : .
MR TECHNIQUE: On the 1.5 T. GE Signa MRI scanner; axial T2, sagittal
P.D., coronal Tl, coronal T2,, coxonal gradient echo images were
obtained. Tl weighted axial imaging also performed.
FINDINGS: :

. OSS8EOUS STRUCTURES: There is a somewhat of a linear hypointense

. 8ignal on T1 weighted imaging seen on coronal Tl images #11-12 which
becomes hyperintense on T2 weighted imaging with references tc the
normal fatty marrow. This would be consistent with a radiographically
occult, nondisplaced, subtle fracture involving the capitellum with
associated osseous contusion. There is no articular surface
incongruity. Small, subtle osseous contusion is seen involving the
most proximal and radial aspect of the radial head.
MUSCLES AND, TENDONS: Intact. Specifically, the biceps tendon is
intact as it attaches onto the radial tuberosity.
ARTICULAR CARTILAGE: There is Grade II to III chondromalacxa
involving the capitellum.
OTHERS: Small to moderate sized joint effu51on is seen. No soft
tissue mass is identified.
IMPRESSION:
1. Radiographically occult, subtle fractura which is nondisplaced
involving the capitellum. This is associated with osseous contusion.
There is no articular surface incongruity. f
2. Subtle osseous contusion involving the radial head.

\

PAGE 1 Signed Report ‘ : (CONTINUED)

OUTPATIENT IMAGING CENTER NAME: CAMPBELL,CINDY S

NORTH FLORIDA REGIONAL MED CTR PHYS: ELLFR - Ellis,Frank.D

6500 NEWBERRY ROAD DOB: 07/24/1959 AGE: 41 SEX: F

GAINESVILLE, FL 32605 ACCT NO: C042717 LOC: QUT

PHONE #: 352-333-4178 EXAM DATE: 06/18/2001 STATUS: OUT
PAX #: 352-333-4278 RADIOLOGY NO:




PATIENT NAME: CA ELL,CINDY S
UNIT NO: HOL.290659

EXAMS: 000414578 MRI EXTREMITY UPPER JOINTS
<Continued>

3. The biceps tendon is intact.
*FXD. DRAFT status to Dr. Ellis, 06-18-01, ®@1620. dda

*+ Electronically Signed by J. K. KIM MD on 06/18/2001 at - 2213 *
- Reported and Signed by: J. H. KIM, MD

-~

|
!
\

!

CC: Frank D El;is

DICTATED DATE/TIME: 06/18/2001 (1122)

TECHNOLOGIST: SUZANNE GARDINER, RT(R) (MR) (M)
TRANSCRIBED DATE/TIME: 06/18/2001 (1618)
TRANSCRIPTIONIST: HRADDDA/PHYJHK o

ELECTRONIC SIGNATURE DATE/TIME: 06/18/2001 (2213)
PRINTED DATE/TIME: 06/19/2001 (0856) BATCH NO: N/A

PAGE 2 - Signed Report

OUTPATIENT IMAGING CENTER NAME: CAMPBELL,CINDY S

NORTH FLORIDA REGIONAL MED CTR PHYS: ELLFR - Ellis, Frank D

6500 NEWBERRY. ROAD DOB: 07/24/1959 AGE: 41 SEX: F
GAINESVILLE, FL 32605 ACCT NO: C042717 LOC: OUT

PHONE #: 352-333-4178 EXAM DATE: 06/18/2001 STATUS : OU“

PAX #: 352-333-4278 RADIOLOGY NO:
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W. PRESTON BLAKE, w.p,

* Board Cenlfied Orthopedic Surgeon

Knee and Shouiger Surgery
Anhroscopy/.lomt Replacement
Sports Medicine

Orthopaed;c Surgery

The R
Orthopaedic
Center

720 S.W. 2nd Avenue
Garnesville, Flonda 3260

&
6900 N.W. 9t Boulevard
Gainesville, Florida 32605

(352)
FAX (352) 336-6053
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' CAMPBELL, Cindy

June 4, 2001 225318.0
Cindy is a 41-year-old female who tripped on a rope laying on
"the sidewalk at K-Mart. She injured her right arm and elbow.

"Since the time .of her injury, her right elbow has been sore,
particularly when she tries to use clippers.

Examination reveals some tenderness over her epicondylar area,’

-but for the most part she has minimal, diffuse tenderness

throughout the elbow.

She did not bring her x-rays with her. Therefore, additional

-~ films were obtained and there clearly is no fracture.

I think this represents an elbow sprain. I think the symptoms

" will gradually resolve on their own without specific treatment.

She was given 10 days off of work. I will see her back then for
repeat evaluation.

Dictated by WPB/1lt
CAMPBELL, Cindy :
June 13, 2001 225318.0

Ms. Campbell returns. She states her elbow is not improved.

She still has pain in her elbow. She cannot lift her clippers
to work. The pain is primarily in the extensor muscle mass just
distal to the elbow. She still has full range of motion and no
instability in the elbow.

"I think this is continued pain from her elbow sprain. I think

she should continue to remain off her work for the present. I
think anti-inflammatories remain appropriate management. \

When Ms. Campbell presented last time she was very tearful and
expressive of her elbow discomfort. She is again that way
today. I asked her about this as to whether she may be having
problems with depression. She states she is very concerned
about losing her job and continuing her livelihood. I offered
to refer her back to Dr. Ashley to see if she should be started
on an anti-depressant, but she does not wish to pursue this at
this point.

. I think she should remain off work using the brace that she has

‘as needed and continue on ibuprofen. She could not afford the
Vioxx because of the high copay. I will see her in 2 weeks.

Dictated by WPB/1lt
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WENDY HOLT

OTR/CHT
Member ASHT

(352) 331-8208
* FAX (352} 332-8604
. B1TNW BOth St » Sute 8
Ganesuille, Florda 32607
. E-Mail: wholt@gator net
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o Wendy Holt

x Nancy Winikgr
A nzl X OTR, CHT OTR, CHT
) 5 r_"' . ) Membe(' ASHT Member ASHT
’/ : n .

OF GAINESVILLE

- Name C/ﬂ%% Oate M_‘
. Diagnosis R« . n_ F
| r— e
%OM ) EvaluatJor?s ’ | ' baﬁ-ength

O Sensory . {OMuscle Testing
. OEdema ) 0JJOBST Measurements

. Procedures
O Suture Removal
a Dressing Change
- Ory. Sterle
- Wet to Ory
- lodoform Wick
[JEdema Controi

OExercise :
 — Active —_AA R ~—— A Resistive
’ O Scar Management
O Functiona| Act.
S Progressive Srrengthenmg } \ -
O Work Hardening
O Tissue Loading
. Modaliyes ] ' \ '
OMH, Ice (] Phonaphoresis
OFrEs O Par‘afﬁn\
' « OWhiripoal ) - T TENS

- ® . asound cem

. . lpﬁncophé)resis
Splinting: T .

Contrpindicaﬁons/ Precautions:

Mene

o " This freanmet:uc is medically necessary far optmum treatment for tEZZIamed patient -
~(/—0 ¢ ,{ft )
Data M_L_ PhySlClan%\



- SHANDS HOSPITAL —_
1600 SW ARCHER ROAD " GAINESVILLE, FL 32610 PHONE: 352-395-0050

DISCHARGE INSTRUCTIONS FOR << CAMPBELL, CINDY >>

Thank you for choosing Shands at the University of-Florida Emergency
Department. Our doctors and staff appreciate your choosing us for your
emergency medical care needs. Read these aftercare instructions carefully.

Please call us at 395-0050 if you have any questlons about your medical
problem. We are here to serve you.

MUSCLE STRAIN:

Your exam shows. you have a strained muscle. This means there is a tear or
pull in the muscle due to over-exertion or stretching Most muscle pulls heal
in just a few days; more severe strains may require weeks to heal. Treatment
for muscle strains includes:

* Rest and protect the affected area until pain with motion is gone.

* Apply ice packs every few hours for the next 2-3 days. After two

. days you can use heat to relieve muscle spasm.
* Compression wraps help control swelling and limit movement.
* Medicine to reduce pain and inflammation is often useful.

Avoid strenuous activities that tend to bring on muscle pain. Exercises to
strengthen and stretch the injured muscle, however, can help heal the strain
and prevent repeated injury. Please see your doctor if your strained muscle

is not improving after one week of treatment, or if you have any other
concerns about your injury.

ADDITIONAL INSTRUCTIONS: - ‘ ﬁz:
MOTRIN 800 MG EVERY 8 HRS AS NEEDED FOR PAIN. AS NEEDED FOR SEVERE

- rm e vt e e e e em Gm s e  m em em em e A MR T M e MR e e mm e e e M e e e e em e m e e M YR R e M m em e S e e m e W S S m e e e e wm e S e o= = e

PRESCRIPTIONS: |,

Flll all the grescriptions ordered by your doctorand take them as directed.
Discuss with your pharmacist any drug and food interactions with the
medications, you have been prescribed or received today. Additional
informationi may also be available from your pharmacist.

If you have been given an antibiotic, BE SURE TO TAKE ALL OF THE MEDICINE.
Keep your drugs out of the reach of children, in a cool, dry, dark place.
Don't give your medicine to other people .or use it for other illnesses.
Call us right away if you have problems with drug side-effects or allergy.
Bring your medicines with you any time you go to emergency for treatment.

NARCOTIC PAIN MEDICINE:

You have been prescribed a narcotlc for pain relle Tirege.drugs are usually
combined with acetaminophen (Tylenol#3, Percocet /Darvocet, Anexsia, Vicodin)-
or aspirin (Empirin#3, Percodan, Synalgos-DC) foxr i d effect. Narcotics
., act on the central nervous system to reduce pain; they also impair mental
alertness and physical abilities. We advise you -not to drink alcohol, drive a
car, or operate dangerous equipment when you are taking one of these drugs.
Long term use of narcotic pain medications may be habit-forming.

* o

*

You can lessen stomach irritation from your medicine by taking it with meals
or a full glass of water. Common side effects of narcotics are: nausea and
vomiting, heartburn, constipation, dizziness, sleepiness,. and mood changes.
If you have bothersome side effects or symptoms of an allergic reaction
(itching, hives, rash), stop taking your medicine and call your doctor or

the emergency room right away. Please keep your narcotic medicine well out
of the reach of children.



<< CAMPBELL, CINDY >> SHP ™S HOSPITAL ' Page 2

IBUPROFEN:
Your doctor has prescribed ibuprofen for you. Examples of this drug include:
Advil, Midol 200, Medipren, Motrin, Nuprin, and Rufen. Ibuprofen helps reduce
pain and inflammation from injuries (sprains, strains, bruises) or illnesses

(arthritis, bursitis, tendonitis, menstrual cramps). You should take it with

meals, milk, or antacids. Ibuprofen suspension (Children's Advil, PediaProfen)
can be used for fever and pain in children.

Ibuprofen is not safe to take if you are pregnant or if you have an allergy
to aspirin. The most common side effects of treatment are: heartburn,
nausea, drowsiness, headache. Be sure you know how you react to your
medicine before you drive a car or operate dangerous equipment. Avoid
aspirin while taking Ibuprofen to reduce stomach irritation. Please call
your doctor or return here right away if you have any of the following
symptoms : ‘
" * Allergy reaction (itching, rash, hives, fever, breathing problems) .
* Severe stomach pain, vomiting, black or bloody stools.
* Severe headache, blurred vision, confusion, mental depression.
FOLLOW-UP CARE:
Your physician today has been DR. JENNIFER K. LIGHT.

Follow up as instructions above indicate or with your primary care physician
as needed.

When you see your doctor, bring your medicines and instructions to the
office. 1If you had x-rays, an EKG, or lab tests today, they have been
reviewed by your doctor. We will contact you at once if other important
findings are noted after further review by our staff. If you do not continue
to improve or if your condition worsens, please call your doctor or the
\emergency room right away. . \

|
dge receipt of these instructions. I ‘understand that my condition
jre more care and will arrange for further treatment as recommended.

Y\ sta Si ture Patient or Representative Signature
g

If you were referred to a clinic for your follow-up care, it may take about one

week until you will be contacted by the clinic for your appoihtment date. DO

"NOT CALL THE EMERGENCY DEPARTMENT FOR YOUR APPOINTMENT DATE; CALL THE CLINC.
Friday, June 01, 2001 - 01:35 PM
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\ _Robert G. Ashley, M. D. PA.

Robert G. Ashley, Jr., M.D.

W. 9th Blvd., Suite 4 >

(352)331-3300 » FAX (352)331-2637

IRS # 59-1981852

Gainesville, Florida 32605
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NEW OFFICE VISIT PREVENTIVE MEDICINE - Est. Pt. |Scalp, Neck, Feet, Hand Genitalia
O Levell 99201 O Age 1217 99394 Joste1.0cm 11421 11621
3 Levelll 99202 J Age 18-39 99395 O11t020em 11422 11622
] Level lt 99203 [J Age 40-64 99396 O21%3.0cm 11423 11623
O Level v 99204 IC] Age 64 + over 99397 Face, Ears, Eyelids, Nose, Lips
O Levetv 99205 ‘ [ 0.5 ¢cm or less 11440 11640 .
[ Starred Procedure(*) 99025 - PROCEDURES o6t tocm 11441 1near |
[0 Ear lrrigation .69210 O11t02.0cm 11442 11642
O Electrocardiogram 93000
ESTABLISHED OFFICE VISIT [] Passive Nebullzation 94664 [ '&D Abscess, Simple or Single* 10060
O Levetl 99211 a T Repair-Simple up t0 2.6 cm* 12001
] Levellt 99212 >~ / 3 Repalr Lac 2.6 t0 7.5 cm 12002
[ JSvet i 99213 [ LABORATORY O Removal of Skin Tags 11200 |
Level IV ~ 9321 [ Venipuncture 36415 IMMUNIZATION & INJECTION
0] Level v 99215 [J Urinalysis w/o Micro 81002 |0 Tetanus Toxoid 90703
[ Annual Gyn Exam 90088 {3 Stool Occult Blood 82270 [3J Influenza Virus Vaccine 90724
" |CJ T8 Intradermal 86580 7 Pneumococcal 90732 |
, [ Venipuncture-Medicare G0001 O Tetanus Toxoid or Wound or Injury _ J3180
PREVENTIVE MEDICINE-New Pt. | Protime 85610 0 Vitamin 812 J3420 |
O Age 12-17 99384 {00 Hepatitis B vaccine 90731
[ Age 1838 99385 SURGERY a
[J Age 40-64 " 99386 Excision Surgery O
[ Age 64 « over 99387 Trunk, Arm, Leg Benign Malig. a
0O ostat1.0cm 11401 -11601 a
O 11t020em 11402 11602 O
: |0 21te30em 11403 11603 O
1 §
DIAGNOSIS
[J Abscess-Skin 682 [ Dlabetes Mellitus Juvenile Onset 250.01 | [ Otitis-Externa (Acute)(Diffuse) 380.10
O Acne 706.1 | [J Diverticulitis 562.11 | [J Otitis-Serous 381.01
[J Amenorrhea 626.0 |[J Dizziness 780.4 | [ Otitis Media (Acute) 382.0
] Anemia 285.9 |[J Earwax-impacted Cerumen 380.4 |{7J Pain-Abdominal, Unspecified 789.00
(] Arrhythmia 427.9 |[] Edema 782.3 |[] Pain-Chest, Unspecified 786.50
[J Arthritis-Degenerative, Site Unspecified 715.90 | (] Esophageal Reflux 530.1 {[J Pain Low Back 724.2
[J Arthritis, Site Unspecified o 716.90 | [] Gastroenteritis 008.8 {[] Peptic Ulcer Disease 533.90
[] Asthma 493.90 | [ Gastrointestinal Bleed i} 578.9 |[] Pharyngitls 462
[J Atriai Fibriltation 427.31 | Gout ’ 2743 | Prostatitis (Acute) 601.0
[ Blood Pressure-High 401.9 |[J Gynecologycal Exam . V72.3 | (O Slinusitis-Acute, Unspecified 461.9
[] Breat Mass, Lump 611.72 | ] Headache-Migraine - ) 346 [ Tendonitls . 726.90
3 Bronchitis, Acute or Subacute 466.0 |[J Headache-Tension 307.81 | O Upper Resplraiory infection 465
{0 Bursitis 727.3 | [ Heart Failure-Congestive ) 4280 {7 Urinary Tract Infection, Acute 599.0
O Ceilulitis 682.9 |[J Hematurla 599.7 | Urticaria 708.9
3 Conjunctivitis 372.30 | [J Hemorrhoids 455.8 |[[J Vaglinitis (Acute)(Chronic)(Nonspecific) 616.10
[0 copbp-Chronic 496 a Hyperchol;sterOIemla 272.0 {{J Vviral Syndrome 079.9
[0 Coronary Artery Disease 414,00 | (J Hyperlipidemia 272.4 ([0 other
0 cvA-Sequelae 438 [0 Keratosis, Actinic Seborrheic 7021 (O
O Depression 311 - |[J Lymphadenopathy 7856 |0
O piabetes Mellitus Adult Onset 250.90 | (J mitral Vaive Prolapse 3940 (O
Previou Total Today's New . i
L E L En R e g, e
[ Next Appointment Date Time:
G15.00 OPid * EAUN »
X
f—m ]/1 LL “/—(—7 / ﬁ/dd(/ XL- Doctor's Signature
: " /




THANK YOU FAR ALLOWING US TO "ERVE YOU

We value your business and want to make sure you enjoy the best service. If you have a question about your Explanation of
Benefits, please call or write to us at the phone number or address shown on the other side.

LISTED BELOW ARE DEFINITIONS TO HELP DESCRIBE THE EXPLANATION OF BENEFITS:

Provider of Service: The name of the physician, hospital, facility, supplier or person providing the service.

Service Date(s): The month, day and year service was provided.
T'ype of Service: The procedure or supply provided.

Amount Charged: The dollar amount charged by the provider of service.

Allowed Amount (Allowance): The maximum amount payable for a covered service. The allowed amount is established by us
and is based upon many factors. Such factors may include pre-negotiated payment amounts; diagnostic related groupings
(DRG); relative value scales; the amount charged by the provider; the amount charged by similar providers within a particular
geographit area established by us; and/or the cost of providing the service or supply.

Deductible: The dollar amount you pay each calendar year before reimbursement of covered services begins as specitied in your
contract’s Schedule of Benefits.

Coinsurance (Your Part): After you satisfy the deductible amount, we pay a percentage of the allowed amount for covered
services as specified 1n your contract’s Schedule of Benefits. The remaining portion of the allowed amount is the coinsurance, or
your part to pay. p

Payment Amount: The dollar amount we paid for covered services.

Patient Responsibility: This amount is the total of deductiblc, your portion of the coinsurance, copayment, and non-covered
Services.

HELPFUL HINTS

* When contacting us or filing a Llamx be sure to provide your contract number.

For an explanation of covered servicgs, exclusions (non-covered services) or other benefits, please refer to your contract or
Certificate of Coverage booklet.

Always verify the provider’s participating status with us before services are rendered. Your patient responsibility amount is
usually lower when care is provided by participating providers.

* If you have another insurance carrier, be sure to inform us, so that we can coordinate benefits with the cther carmmer. You may
use this Explanation of Benefits to advise the other carrier of the amount paid.

IF YOU ARE COVERED BY OUR PREFERRED PATIENT CARE:m (PPC) CONTRACT...

To take full advantage of the financial incentives and special features of our PPC contract, you should use the services of PPC
participating providers' whenever you need medical attention.

* Your PPC providers will file the claim for you and accept our allowance as payment-in-full tor covered services.” You are alway*
responsible for deductibles, coinsurance, copayment and any non- -covered services.

If you receive services from a_non-participating provider, please filke your claim promptly.
YOUR RIGHT TO APPEAL

If your claim was denied in whole or part and you feel this denial was not justified, you have the right to have our
decision reviewed. Within 60 days after you receive the Explanation of Benefits notifying you that your claim has been

denied, call, write or come in person to our office. At that time, you or your duly authorized representative should be |

prepared to tell us why you do not agree with our decision not to pay the claim. A request for Review will then be filed

for you. . .
- . ‘- ) .7 - CCWhed CCIV b U997RM Il




07/13/01 PN” “‘{\T FINANCIAL HISTORY BY DT SERVICE —_ Page 1
) THE ORTHOPAEDIC CENTER
Accountsg 225318 - 225318 All Dates
Acct Date Dep # Name Dr# Procedure . Ref Dt Diag Units Amount
225318 CAMPBELL, CINDY Previous Balance : 0.00
06/04/01 0 CAMPBELL, CINDY S 73070 X-RAY - ELBOW 841.9 1.00 78.00
06/04/01 0 CAMPBELL, CINDY 5 99203 INITIAL OFFICE VISIT 841.9 1.00 133.64
06/13/01 0 CAMPBELL, CINDY 5 99213 RTN OFFICE VISIT - L 841.9 1.00 73.41
06/22/01 Check Payment 6740AM _ Ins #67 06/22/01 -87.50
06/22/01 Adjustment (15) 6740AM BCBS PPO/PPC 06/22/01 -47.50
06/22/01 Adjustment (15) 6740AM BCBS PPO/PPC 06/22/01 -51.64
06/30/01 Check Payment hh/7066 Ins #67 06/30/01 -21.00
06/30/01 Adjustment (15) ixh/'/oss BCBS PPO/PPC 06/30/01 -27.41
TOTALS FOR ACCOUNT 225318 PAYMENTS : ., 108.s50 ADJUSTS 126.55 CHARGES 285.05 3.00 49:00
" REFUNDS : 0.00
\

108.50 126.55 285.05 49.00




“
4 . .

Orthopaedic Surgery
Hand Surgery

THE ORTHOPAEDIC CENTER OF GAINESVILLE
720 SW 2nd AVE., SUITE 360
GAINESVILLE FL 32604-1476
(352) 336-6000

Joint Replacement Surgery
Arthroscopic Surgery

L R AT DSV 545 T S 058 b o

CINDY CAMPBELL
1015 NE 11TH AVE
GAINESVILLE FL 32601

225318 06/04/01

W. PRESTON BLAKE, M.D.

... - DIAGNOSIS” e . PROFESSIONAL SERVICES/PROCEDURES :. , -  : . Amount Ins -
. P U ' Vo A R S CL L -
o e e T e e e e a e e L Ry o
06704701 ¢ 84197V W) Spraiprstrain, EfBowsfore’, > 73070+ T X-RAY 4 ELBOWL. T TV T ‘.. 78.00 %
C6/04/01 841.9 Sprain/strain, Elbow/fore 99203 INITIAL OFFICE VISIT - LEVEL 3 133.64 *
211.64
Amount this office is billing Insurance: 211.64
(ALl bills remain patient respéhsibility
until paid in full.) !
-4
'
Balance due from patient: .00

Next Appointment : CINDY

06/13/01 10:00 FOLLOW-UP VISIT

} #as CW)‘@

Previous Today's' New
Balance Amount " Balance
.00 T 211.64 211.64




- CLINTON G. BUSH, M.D. ARTHUR M. SHARKEY, M.D.
THE "J. STEPHEN WATERS, M.D. AMANDA G. MAXEY, M.D.

ORTHOFAREDIC - TIMOTHY LANE, M.D. JAMES B. SLATTERY, M.D.

CENTER RODGER D. FOWELL, M.D. KIFF W. KENNEDY, M.D.
WEAPRESTONTBUAKE;M:D§  PHILLIP L. PARR, M.D.
EDWARD M. JAFFE, M.D. MARK A. FETTY, M.D.
R. WILLIAM PETTY, M.D. ADIL KABEER, M.D.

FOST OFFICE BOX 13476 GAINESVILLE, FL 326@4 (352) 3326-6@13

CINDY CAMFBELL
1215 NE 11TH ARVE
GAINESVILLE, FL. 3z26@1

@&/25/01

ACCOUNT NUMBER:

[EA]
Tt
o
)
it
m

AMOUNT DUE: 23.0@2

We have recevied payment from your insurance. company leaving you
a balance of 25.0@. Please mail your %ayment in the enclosed
envelope.

\
Flease contact our billing office at (3=2) 33E-E013 with any

guestions about youwr account.

Sincerely,

Insurance Department



YOQUR PHYSICIAN BILL

UNIVERSITY OF ’\. <7 PATIENT NAME | NOWDUE
FLORIDA CINDY CAMPBELL | 0. 0¢
PHYSICIANS STATEMENT DATE ACCOUNT NUMBER AMOUNT PAID
06/08/01 1293807
-
(PLEASE CHARGEMY (IVISA OM/C T DISC O Ak
CARD NUMBER
N T T 0 O O O O
EXPIRATION DATE AMOUNT PAID
1293807 $
?é?gYNgﬁT?B ib’; SIGNATURE OF CARDHOLDER
GAINESVILLE FL 32601 \_

RETURN THIS PART WITH PAYME:
(2532)265-7906 or (888)766—-8154
Insurance: 4%9% BC/BS PPC DTH—DP/ER B13

"DATE .yt (STMIY-L . - %, < DESCRIPTION - * . " - . .. 'CHARGES .. '.: : . PAYMENT.: PATIENT BALANCE
05701701 1 # X-RAY, EXAM OF ELBOW 3%. 00
‘ " DEPT. OF RADIOLOGY -
06/01/01 1 # X—-RAY EXAM OF FOREARM 37. 00
Activity 1 _insurance balance 76. 00

*%*****%*****%*%*#*********%4********%*%%********'&*****%**********************%*-y

P R “

PAGE 1 : TOTALS Ls 76. 00 g 0. 00 $ 0. 00
Last Patient Payment: 0. 00 ' Your p :
. DATE Y o - PATIENTNAME .- . 7 . Y~ACCOUNT NUMBER ) PAY THIS
Q5/08/01 l‘CINDY C‘AMPBELL ) k;12913807 J AMOUNT ) 0. 00
1 ; PAYMENT ADDRESS:  maxe cHeCk PAYABLE TO ECPA
ENED AMER o DATE( 3521 2557906 or (888)7646-8154 PO Box 918025
L staremenr o TOUR . Orlando FL 32891-8025

ZXT STATEMENT

IMPORTANT MESSAGE REGARDING YOUR ACCOUNT

WE ARE CURRENTLY IN THE PROCESS OF  BILLING YOUR INSURANCE CDMPANY
INFORMATION ONLY STATEMENT. THIS IS NCJT A BILL!I!!

fis 1s a statement for professional services rendered by your physicran(s) as a member of the University of Flonda Physicians. Gainesville. FL. The FC
‘londa Clinical Practice Association)'is the Billing Agent for the UF Physicians
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—P.0. BOX 100334 -
© AINSVILLE, FL 32610

HealthCare

ACCT. #: PATTENT NAME:
FORWARDING SERVICE REQUESTED .
573484466 CAMPBELL, CINDY SEE BELOW
ALLT. BALANLE: 1. GUARANTUR RESP! :
DATE: 06/15/01 $617.00
PAGE # 1
A0 A GO
PAID HERE $
lII||Illlllll‘lllllllllilllllllI|||ll||l||lllIllllllllllllllll llll!lllllllllllIIIlll'lIllIlllllllllI||II|II'III|IIIlllllllll
CINDY CAMPBELL ) SHANDS HOSPITAL AT THE UNIV. OF FLORIDA
1015 NE 11 AVE P.O. BOX 31240
GAINESVILLE FL 32601 N TAMPA, FL 33631-3240
03357836 4979
- - PLEASE WRITE YOUR ACCOUNT NUMBER ON YOUR CHECK OR MONEY ORDER.
3 Please check (f above address 1s incorrect and indicate change on reverse side PLEASE OETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
0-B-209
}_

4 DETACH HERE )

DEAR PATIENT / GUARANTOR,

THANK YOU FOR CHOOSING SHANDS HOSPITAL FOR YOUR HEALTH CARE NEEDS.
OUTPATIENT SERVICES WERE RENDERED FOR CAMPBELL, CINDY
AT OUR FACILITY FROM JUNE 1 2001 THRU JUNE 120017

THE FOLLOWING SUMMARY OF CHARGES IS SUPPLIED FOR YOUR REVIEW:

PHARMACY ‘ 40.00

IV THER/INFSN PUMP 87.00

DX X-RAY 200.00

EMERG ROOM 290.00

A ‘TOTAL CHARGES: 7$617.00 -
ACCORDING TO OUR RECORDS, THE FOLLAWING INSURANCE COVERAGE IS IN EFFECT FOR
THIS VISIT: \
PRIMARY: BC/BS OF FLORIDA B13 SECONDARY: N/A

POLICY #: XJA380726307

YOU WILL BE ADVISED OF THE AMOUNT YOU OWE, IF ANY, AFTER WE HAVE HEARD FROM
YOUR INSURANCE CARRIER._

THIS SUMMARY OF CHARGES DOES NOT INCLUDE PHYSICIAN CHARGES, EXCEPT FOR ANY
EMERGENCY ROOM VISITS. PHYSICIANS, RADIOLOGISTS, PATHOLOGISTS, SURGEONS,
ANESTHESIOLOGISTS, CONSULTING PHYSICIANS AND QOTHERS WILL BE BILLING YOU
SEPARATELY. IF YOU HAVE ANY QUESTIONS REGARDING UNIVERSITY OF FLORIDA
FACULTY GROUP- PRACTICE BILLS, PLEASE CONTACT THEM DIRECTLY AT (352) 265-7912.

IF YOU REQUIRE AN ITEMIZED STATEMENT OF THE ABOVE CHARGES, PLEASE FEEL FREE

TO WRITE US AND ONE WILL BE FORWARDED TO YOU. IF YOU HAVE QUESTIONS

REGARDING YOUR BILLING AND / OR INSURANCE COVERAGE, PLEASE CONTACT US BY PHONE AT
(352) 265-0355, OR AT 1-800-342-5364 FOR OUT-OF-AREA FLORIDA RESIDENTS, MONDAY
THRQUGH FRIDAY, 8:30 AM TO 5:00 PM OR BY E-MAIL AT ufcorr@shands.ufl.edu.

SHANDS HOSPITAL
PATIENT FINANCIAL SERVICES

PATIENT FINANCIAL SERVICES
P.O. BOX 100334 * GAINESVILLE, FL 32610-0334 * 1-800-342-5364 * 352-265-0355 * FAX 352-265- 9011*




?Auedasmeld g 532 Riverside Avenue

JIHG’m P. O. Box 1798
Jacksonville, FL 32231-0014

) Please keep this statement for your
1 Y 1O 19 P P Y T S £ Y P PRI R records. Copies are not available.

CINDY CAMPBELL 009 N
PO BOX THE PAYMENT OR PAYMENTS HAVE
— WORTHNGTN SPG FL 32697-0063 . BEEN SENT DIRECTLY TO THE

PROVIDER OF SERVICE.
CCW054-5975-1097RM FL

DATE: 06/20701 |
|
CONTRACT NUMBER XJA380726307
EXPLANATION OF BENEFITS R e
THIS IS NOT A BILL
. PREFERRED PATIENT CARE |
CARE MANAGER
PROVIDER sERVICE TYPE * SEE | PATIENT °
0 DATES OF AMOUNT | ALLOWED |DEDUCTIBLE|  YOUR ..| PAYMENT | REMARKS | RESPONSI-/
SERVICE FROM | To SERVICE | CHARGED | AMOUNT TAKEN PART ~ |  AMOUNT BELOW | BILITY .
CINDY CLAIM #: /11623355200 _SERVICE DATES: 06/01/01-06/01/01 ;
SHANDS HOSP 06/01-06/01  DRUGS 40.00 27.20 5.44 21.76 B 12.80 |
SHANDS HOSP 06/01-06/01  DRUGS 87.00 A
SHANDS HOSP 06/01-06/01  RADIOLOGY 100.00 22.28 %.46 17.82 B 77.72
SHANDS HOSP 06/01-06/01  RADIOLOGY 100.00 22.28 4.46 17.82 B 77.72
SHANDS HOSP 06/01-06/01  EMERGENCY  .__ 290,00 197.20 39,44 157,76 B 92,80
CLAIM TOTAL: 617.00 268.96 53.80 » 215.16 +53.80...c

81l DL INEIR 11818 RLHI

# REMARKS3%%FOR CUSTOHER SERVICE PLEASE CALL 1- 800 446~ 0455*!!

A THE REIMBURSEMENT FOR THIS COVERED SERVICE IS INCLUDED IN THE GALLOHANCE "FOR OTHER SERVICES PERFORHED
B THE CHARGE EXCEEDS THE ALLOHANCE LIHIT FOR THIS SERVICE.

4730-182

See reverse side for additional information.

PCCW4280-CC1lV-5975-01171-04187
Hmlll: Optwons, Inc. ars Independent Lu:m:n: of Blue Cross and Blue Slueld of Florida, Inc. and the Blue Cross and Blus Slucld Assoctation.
© RECISTERED MARKS OF TME SLUE CROSS AMD SLUE SHIELD ASSOCIATION
- © REGISTERED MARK OF BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC.
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Blue Shield

of Florida ’s‘ 'i |
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CINDY CAMPBELL

PO BOX 63

WORTHNGTN SPG FL 32697-0063

012 N

532 Riverside Avenue
P. O. Box 1798
Jacksonville, FL 32231-0014

Please keep this statement for your
records. Copies are not available.

THE PAYMENT OR PAYMENTS HAVE
BEEN SENT DIRECTLY TO THE
PROVIDER OF SERVICE,

CCW064-5975-1097RM FL

: DATE: 06/14/01
CONTRACT NUMBER XJA380726307
EXPLANATION OF BENEFITS SROUP NUMBER L5025
THIS IS NOT A BILL
PREFERRED PATIENT CARE
CARE MANAGER |
PROVIDER SERVICE TYPE .o e ® * SEE PATIENT,
OF DATES OF AMOUNT ALLOWED |{DEDUCTIBLE YOUR 3 PAYMENT REMARKS | RESPONSI-
SERVICE FROM | TO SERVICE CHARGED AMOUNT TAKEN +,PART ¢ AMOUNT BELOW BILITY
- CINDY CLAIN #; /11562340690 SERVICE DATES: 06/01/01-06/01/01 '
[SPECKMAN 06/01-06/01 RADIOLOGY 39.00 9.00 1.80 7.20 A 1.80 !
ISPECKMAN 06/01-06/01 RADIOLOGY —37.00 : A 1.90
CLAIM TOTAL: 76.00 18.50 3.70 - 14.80 3.70

’

% REMARKS¥xFOR CUSTOMER SERVICE PLEASE CALL 1-800-444-0455***:
. A THE CHARGE EXCEEDS THE ALLOWANCE LIMIT FOR THIS SERVICE.

4730-182

See reverse side for additional information.

PCCW4280-CC1V-5975-01165-04820

Hadaith Options, Inc. are Independent Licensees of Blue Cross and Blue Siueid of Florida, Inc. and the Blue Cross and Blue Slueld Assoctation

® RECISTERED WARKS OF TME BLUE CROSS AND BLUE SMIELD ASSOCIATION
A}’ZIEGISIEHD NARK OF BLUE CROSS AND.SLUE SHIELD OF FLORIDA, INC.
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Blue Shield
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CINDY CAMPBELL )
PO BOX 63

WORTHNGTN SPG FL 32697-0063

009 N

532 Riverside Avenue -
P. Q. Box 1798
Jflcksonville, FL 32231-0014

Please keep this statement for your
records. Copies are not available.

THE PAYMENT OR PAYMENTS HAVE
BEEN SENT DIRECTLY TO THE
PROVIDER OF SERVICE.

CCWO064-5975-1097RM FL

DATE: 06/20/01
CONTRACT NUMBER XJA380726307
EXPLANATION OF BENEFITS - o
THIS IS NOT A BILL
PREFERRED PATIENT CARE
: , CARE MANAGER
PROVIDER SERVICE TYPE % SEE :PATIENT . :
OF DATES . OF AMOUNT ALLOWED |DEDUCTIBLE YOUR ¥| PAYMENT | REMARKS nssrous:-
SERVICE FROM | TO SERVICE CHARGED | AMOUNT TAKEN PART | AMOUNT BELOW BILITY
LIGHT 06/01-06/01  MEDICAL CARE __ 110,00 8,30, 33,20 A
CLAIM TOTAL: 110.00 41.50 ‘ 33.20

’

LRI IBIRIID RERI INB® diind B0 BRI (amid 1l QUL DRI wAHL MIND) Omd Ri8 my AEIEE AL (DRI

8.30 ¢

% REMARKS**xFOR CUSTOMER SERVICE PLEASE CALL 1-800-446G-0455%%x
A THE CHARGE EXCEEDS THE ALLOWANCE LIMIT FOR THIS SERVICE.

4730-182

See reverse side for additional information.

PCCW4280-CC1V-5975-01171-04186

Heaith Oplwn:, Inc. are Independent Llcwnr of Blue Cross and Blue Siueld of Florida, Inc. and the Blue Cross and Blue Shield A:.wclalmn

© RECISTERED MARKS OF THE BLUE CROSS AMD SLUE SHIELD ASSOCIATION
® REGISTERED MARK OF BLUE CROSS AND SLUE SHIELD OF FLORIDA, INC.
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By

FaraH AND FARAH, P.A.  cromerssriam

p————

* PERSONAL INJURY |
*« WRONGFUL DEATH
* WORKER'S COMPENSATION

ATTORNEYS

EDDIE € FARAH
CHARLIE E FARAH
CHARLES £ EARNHARDT
JAMES FARSON

BRUCE S FEIFER

BRIAN M FLAHERTY
JOSEPHA FRANCO, JR
RACHAEL W GREENE
MICHAEL R HOWARD
LESLIE SCOTT JEAN-BART
LLOYD S MANUKIAN
ANTHONY “MARK" PAPA
KEVIN S ROBBIE

BASEM SOLIMAN
ASHLEY R WREN

CASE MANAGERS
JOANN AFFOLTER

BiLL JONES

MARJORIE LOBDELL

- STACIF LOPEZ

KATHY PALMER
ROBERT C POGACHNIK
EVELYN TADROS
DARLA WALDRON

TOM WOODS

LEGAL NURSE CONSULTANT
SANDY TERRAZZANO
ARNP, CNS, MSN, CCM, CLNC

LICENSED INVESTIGATO

WILLIAM L SCULL \

OF COUNSEL
JEFFERSON W MORROW

BOARD CERTIFIED CIVIL TRIAL ATTORNEY

March 19, 2002

Skadden, Arps, Slate, Meagher & Flohm
Attn.: John W. Butler, Jr. P.A.
333 W. Wacker Drive, Suite 2100

Chicago, 11 60606

RE: Our Client: Cindy Campbell
Date of Incident: 06/01/2001
Debtor: Kmart Corporation
Case #: 02-02474

Chapter 11 Rec#324660
Dear Mr. Butler:

Please find enclosed the Medical Records and Medical Bills that you
requested us to send along with the Proof of Claim form that has been
filled out.

Thank you for your attention in this matter. If you have any questions
please feel free to contact our office at any time.

\

Sincerely,

s L RAED

Diane A. Pirkl

Legal Assistant to

Lloyd S. Manukian, Esq.
/dp

cc:-Cindy Campbell
Copy of letter and |- Praof of Claim to:
Kmart '
c¢/o Trumball Services

. Post Office Box 426
Windsor, CT 06095

10 West Adams Street * Jacksonville, Flonda 32202 » (904) 358-8888 ¢ Fax (904) 358-2424 e ¢-mail. farah@eddie-farah.com

JACKSONVILLE ® ORANGE PARK © ST. AUGUSTINE
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