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FORM BlO (Official Fonn 10) (4/98) ? K S el ) - USBC Illinots Northern (4/1/98)
* *FILE ORIGINAL FOR CHAPTERS 7 and 11, IN DUPLICATE FOR CHAPTER 13, FOR DATE-STAMPED COPY, SEE #9 BELOW

United States Bankruptcy Court e 7 [_leH 13 IcH 11
Northern District of lllinois, ! Eastern Division PLEASE CHECK CHAPTER

Name of Debtor Case Number
X‘/VWZ/ Lc?ﬁ/@ B2 8207y PROOF OF CLAIM

NOTE: This form should not be used to make a claim.for an administrative expense arising after the commencement

of the case. A “request” for payment of an administrative expense may be filed pursuant to 11 U.S. C. § 503 File Claim Form With:
. n — R
Name of Creditor {The person or other entity'to whom the debtor D Check box If you are aware that United States Bankruptcy Court
owes mgney or property) / E‘g anyone else has filed a proof of claim P. O. Box A3613
ralating to your claim Attach copy of . ..
SANOELN S statement giving particulars. Chicago, lllinois 60690-3612
Name and Address Where Notges Should b;Sen// E Check box if you have never
gf//\?\/ I . recelved any notices from the
q-7 ? ﬁé// Aﬁ/\//s) &L A bankruptcy court In this case. Creditor #
% Y /e A R/. Z pA 7 CZ D Check box if the address differs
Tele hon/e% 7 from the address on the envelope sent THIS SPACE IS FOR
5952 23/-//0 0 you by the court. COURT USE ONLY
Account or other number by which creditor identifies debtor: Check here if this claim
) amends replaces a previously filed claim dated*
1. BASIS FOR CLAIM
Goods sold - Services performed D Wages, salanes, and compensation (Fill out below)
Money loaned Personal injury/wrongful death Your social security number
Taxes Other ) Unpaid compensation for services performed
D Retiree benefits as defined in 11 U.S. C. § 1114 (a} from to
. { date) (date)
2. DATE DEBT WAS INCURRED: 3. IF COURT JUDGMENT, DATE OBTAINED:
4. Total Amount of Claim at Time Case Filed: $ SO OO St s/ OR T BL.

If all or part of your claim is secured or entitled to priority, also compiete Item 5 or 6 Below.

Check this box if claim includes interest or other charges in addmon to the principal amount of the claim. Attach itemized statement of all interest
or additional charges.

5. Secured claim 6. Unsecured Priority Claim
D Check this box if your claim is secured by collateral (including a Check this box if you have an unsecured prionty clam
right of setoff). . Amount entitled to prionty $

Specify the prionty of the clam:
Brief Description of Collateral: [ﬁ

Wages, salaries, or commissions {up to $4,300), *earned within 90

days before filing of the bankruptcy petition or cessation of the
DReal Estate debtor's business;, whichever 1s earlier-11 U.S.C. § 507(a)(3)
Motor Vehicle Contributions to an employee benefit plan-11 U.S.C. § 507(a)(4)
Other Up to $1,950+ of deposits toward purchase, lease, or rental of

property or services for personal, family, or household use -
Value of collateral: $ 11 U.S.C. § 507({a){6)

- o i ’ Alimony, maintenance, or support owed to a spouse, former spouse,
: , T , R . or child -11 U.S.C. § 507(al(7)

—-- Amount of arrearage_and other«g:_lgarges at time case filed incluLded R Taxes or penaltles owed to governmental units11 U S.C.§ 507(a)(8)

e

. . . D Other—Specnfy applicable paragraph of 11 u.s.C. § 507(a)

in secured claim above, if any: $ - *Amounts are subject to adjustment on 4/1/98 and every 3 years thereafter
with respect to cases commenced on or after the date of adjustment.

7. CREDITS: The amount of all payments on this claim has been credited and deducted for the . THIS SPACE IS FOR
purpose of making this proof of claim. COURT USE ONLY
8. SUPPORTING DOCUMENTS: Artach copies of supporting documents such as promissory
notes, purchase orders, invoices, itemized statements of running accounts, contracts, court
judgments, mortgages, security agreements, and evidence of perfection of lien. DO NOT

SEND ORIGINAL DOCUMENTS. If the documents are not available, explain. If the documents
are voluminous, attach a summary. ANY ATTACHMENT MUST BE 8-1/2" BY 11"~

9. DATE-STAMPED COPY: To receive an acknowledgment of the filing of your claim, enclose a
stamped, self-addressed envelope and an additional copy of this proof of claim.

AT 0y “
Date: Sign and print the name and title, if any, of the creditor or other person authornzed to file R ‘{.: ?/
/ f L, this claim (attach copy

A~ my:‘/‘?fv ) a"V’ Eny. 6&6/007/)7L /58

Penalty for presenting fraudu/ent C/% Fine of up to $5 7000 or imprisénment for up to 5 years, or both, 18 U.S.C. §§ 152 and3571.




INSTRUCTIONS FOﬁFILING PROOF OF CLAIM FORM

The instructions and definitions below are general explanations of the law. In particular types of cases or circumstances, such as bankruptcy
cases that are not filed voluntarily by a debtor, there may be exceptions to the general rules

DEFINITIONS

-DEBTOR
The person, corporation, or other entity that
has filed a bankruptcy case is called the
debtor.

CREDITOR

A creditor 1s any person,.corporation, or
other entity to whom the debtor owed a debt
on the date that the bankruptcy case was
filed.

PROOF OF CLAIM

A form telling the bankruptcy court how
much the debtor owed a creditor at the time
the bankruptcy case was filed (the amount of
the creditorls claim). This form must be
filed with the clerk of the bankruptcy court

SECURED CLAIM
A claim is a secured claim to the extent that

. the creditor has a lien on property of the

debtor (collateral) that gives the creditor the
right to be paid from that property before
creditors who do not have liens on the

property.

Examples of liens are a mortgage on real
estate and a security interest in a car, truck,
boat, television set, or other item of
property. A lien may have been obtained
through a court proceeding before the
bankruptcy case began; in some states a
court judgment is a lien. In addition to the
extent a creditor also owes money to the
debtor (has a right of setoff), the creditors

" claim may be a secured claim. (See also

UNSECURED CLAIM .

If a claim is not a secured claim 1t 1s an
unsecured claim. A claim may be partly
secured and partly unsecured if the
property on which a creditor has a lien is
not worth enough to pay the creditor in full.

UNSECURED PRIORITY CLAIM
Certain types of unsecured claims are given
priority, so they are to be paid in
bankruptcy cases before most other
unsecured claims (if there is sufficient
money or property available to pay these
claims). The most common types of
priority claims are listed on the proof of
claim form. Unsecured claims that are not
specifically given priority status by the
bankruptcy laws are classified as

where the bankruptcy case was filed.
' Unsecured Claim.)

Unsecured Nonpriority Claims.

Items to be completed in Proof of Claim form (if not already filled in)

Court, Name of Debtor, and Case Number:

Fill in the name of the federal judicial district where the bankruptcy
case was filed (for example, Eastern District of Virginia), the name
of the debtor in the bankruptcy case, and the bankruptcy case
number. If you received a notice of the case from the court, all of
this information is near the top of the notice.

Information about Creditor:

Complete the section giving the name, address, and telephone
number of the creditor to whom the debtor owes money or
_property, and the debtor’s account number, if any. If anyone else
has already filed a proof of claim relating to this debt, if you never
received notices from the bankruptcy court about this case, if your
address differs from that to which the court sent notice, or if this -
proof of claim replaces or changes a proof of claim that was
'already filed, check the appropriate box on the form.

1. Basis for Claim:

Check the type of debt for which the proof of claim is bemg ﬁled g ‘

If the type of debt is not listed, check “Other” and briefly describe

'the type of debt. If you were an employee of the debtor, fill in your :

_ social security number and the dates of work for which you were
not paid.

2. Date Debt Incurred: " .
Fill in the date when the debt ﬁrst was owed by the debtor.

3. Court Judgments
If you have a court judgment for thls debt, state the date the court
entered the judgment.

4. Total Amount of Claim at Time Case Filed:

* Fill in the total amount of the entire claim. If interest or other charges

in addition to the principal amount of the claim are included, check
the appropriate place on the form and attach an itemization of the
interest and charges.

5. Secured Claim:

Check the appropriate place if the claim is a secured claim. You
must state the type and value of property that is collateral for the
claim, attach copies of the documentation of your lien, and state the
amount past due on the claim as of the date the bankruptcy case
was filed. A claim may be partly secured and partly unsecured
(See DEFINITIONS, above).

6. Unsecured Priority Claim:-

) Check the appropriate place if you have an unsecured priority

claim, and state the amount entitled to priority. (See

- _ DEFINITIONS, above). A claim may be partly priority and partly

nonpriority if, for example, the claim is for more than the amount

" given priority by the law. Check the appropnate place to specify
_the type of pnorlty claim.

7. Credits: ) ;
By signing this proof of claim, you are stating under oath that in
calculating the amount of your claim you have given the debtor

. credit for all payments received from the debtor.

8. Supporting; Documents:

- You must attach to this proof of claim form copies of documents
*that show the debtor owes the debt claimed or, if the documents are

too lengthy, a summary of those documents. If documents are not
avail- able you must attach an explanation of why they are not
available.



Proof of Claims should be filed with Trumbull Services at: M

Kmart Corp.
¢/o Trumbull Services
P.O. Box 426
Windsor, Connecticut 06095
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IN THE CIRCUIT COURT OF THE 19™
JUDICIAL CIRCUIT IN AND FOR
INDIAN RIVER COUNTY, FLORIDA

Fy \: L 1“2’

CASENO.: Q0 CA0S13 C R\ L

SANDRA MAINES,

Plaintiff, - ASSIGNED TO JUDGE KENNS =Y
Vs.
K MART CORPORATION,

a Michigan corporation, and
CAREFUL CLEAN, INC,,
a Florida corporation,

Defendants.

COMPLAINT
Plaintiff, Sandra Maines, by and through her undersigned counsel, sues Defendants, K-Mart
Corporation, a Michigan corporation, herein referred to as “K Mart”, and Careful Clean, Inc.; a

Florida Corporation, herein referred to as “Careful Clean”, and alleges the following:

1. This is an action for'damages which exceeds Fifteen Thousand‘f)'ollar-sﬁ(Sz 1??5605: T

exclusive of costs, interest and attorney’s fees. |

~2\. — On of about August 2, 2000 K-Mart Corporatxon was the owner and in possession
ofa bmldmg at the B1g Kmart located at 1501 US 1 Vero Beach, Flotida 32960.

3. Om or about August 2 2000 Careful Clean, Inc was operatmg in St. Lucie County,
Florida, and was the contracted party responsxble for routme ﬂoor rnamtenance at the Big Kmart,
located at 1301 US'1, Vero Beach, Florida 32960

4. Plamtlff Sandra Ma.mes at all tnnes matena.l hereto was a natural person and



resident of Indian River‘ County, Florida.

5. Onor about August 2, 2000, Plaintiff, Sandra Maines was browsing in the houseware
section of the store. While walking with due care, Ms. Maines slipped and fell in the aisle that was
excessively slippery.

COUNT1I
NEGLIGENCE CLAIM AGAINST K MART CORPORATION

Plaintiff re-aueges and incorporates by reference the allegations 1 through 5 above and

further alleges: -

6. Plaintiff Ms. Maines was lawfully on the property of Kmart as a business invitee. |

7. The Deferldant, as owner and manager of the subject property, owed a non-
delegable duty of care to all guests, ineluding Plaintiff, to keep the éroperty and its common areas
free from dangeroua candiﬁpns and hazards.

8.  The Defendant Kmart breached its duty of care in that it was careless and negligent

including, but not limited to, the following respects:

P PR )

() fmhng to mamtam the premises and area under its control id a reasonable safe

condition; 7
(t:) failiirigvto protect or warn Plaintiffo fhazardofxs and éang'erom cpnditiona'; and
(c")‘- \ “?"failing to correct ‘the hazardous ~and dangereﬁs ‘cérzdiﬁons
. (t:l)' fmlmg to properly mspect its prexmses to ensure the safety of ns patrons
(o) i faxlxng to creates and enforce proper safety mspectrons procedures to ensure
the safety of its patrons o . ‘ |
9. As a direct and r:roxlmate result of the Defendant Kmart’s neghoence and fa1lure to




warn, Plaintiff Sandra Majrllesd was injured in and about her body and extremiti;as, suffered pain
therefroxén, 'mcun‘e& medical expense in the treatment of the injuries, and suffered physical handicap,
and her work;ng ability was impaired; the injuries are either permanent or continuing in nature and
' Plz;lintiﬁ' will suffer the losses and impairment in the future.

WHEREFORE, Plaintiff Sandra Maines demands judgment for da.magés against Defen@t
Kmart in excess of $1 5,000,> and further demands trial by jury on all issues so triable as a matter of
right.

COUNT II
NEGLIGENCE CLAIM AGAINST CAREFUL CLEAN, INC.

Plaintiff re-alleges and incorporates by reference the allegations 1 through 9 above and
further alleges:

10.  The Defendant Careful Clean, as a contracted corporation in charge of maintenance
of the subject property, owed a duty of care to all guests , including Plaintiff, to keep the property
and its common areas free fromldangerous conditions and bazards of which it knew or should have |
known. ’ _ . R -

11.  The Defen@t Careful Clean _talteached its duty in that it was ;:areless and negligent
( | im;‘.hiding, but no&imited to, tl;e_‘ follqwing réspécts: o |
(a)’j ‘ faxhng to mamtam the ;;femiseg and areétrmd.er its contrc)l'in areasonable safe

condition;

- (b)  failingto p'rotect" or warn Plaintiff of hézardoqs and c‘langero‘us conditions;
(© failing @o_;:orrecf the hazardous and dangerous condifions; and

~ failing to properly train it exﬁployees in the inspection and maintenance of the

- - e o mAmTEEC e Am—



" subject premises to ensure _thé safety of the patrons of the business.

12. AS a dir;ct agd pr;ﬁhate result of the negligence of the Defendant, the Plaintiff
suffered bodily injury and resulting paih and suffering, disability, disﬁgurement, mental anguish, loss
of capacity for the enjoyment(of life, expense of hospitalization, medical and nursing-care and
g treatment, loss of earnings, loss of a1k>i11'ty to earn money and aggravation of a previously exisn:ng
condition. The losses are either permanent or continuing and Plaintiff will suffer the losses in the
future.

WHEREFORE, Plaintiff Sandra Maines demands judgment for damages against Defendant

Careful Clean in excess of $15,000, and further demands trial by jury on all issues so triable as a

e

BRIAN J. CHNNELLY, Esq.

Gould, Cooksey, Fennell, O'Neill,
- Marine, Carter & Hafner, P7A. =~ °

979 Beachland Blvd.

Vero Beach, FL 32963

(561) 231-1100 '

(561)231-2020 FAX

Florida Bar No. 0058815 -

Attorney for Plaintiff C ' :

matter of right.

Dated this 27* day of November, 2001.

AL @ e m——
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FAX (561) 2312020
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SUSAN L. CHENAULT
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MARSHA P. WIKFORS
SANDRA G. RENNICK

- DAVID M. CARTER

OF COUNSEL
, SAMUEL A. BLOCK
*FL. BOARD CERTIFIED
CIVIL TRIAL AND **FL. BOARD CERTIFIED
BIUSINESS LITICATION WILLS, TRUSTS AND ESTATES
September 12, 2001 . (

Richard J. Willis

Claim Service Specialist

The Hartford

Orlando Commercial Claim Center
P. O. Box 947000

Maitland, FL 32794-7000

Re:  Our Client : Sandra Maines
Your Insured : Careful Clean, Inc.
Your Claim No. : YAC L 09470
Date of Accident  : - August 2, 2000

Dear Mr. Willis:

As you are aware, this firm represents Sandra Maines as a result of a slip and fall accident at K-Mart
in Vero Beach, Indian River County, Florida. We are writing this letter to present the facts of this
~ claim on behalf of our client in an attempt to settle this claim amicably and without the necessity of
" litigation. This letter and the enclosed materials are submitted only for the purposes of settlement
* -negotiations and, in the event litigation is entered, we request that all materials be return to our office
""" uncopied. The information we supply herewith is a brief summary of the facts which would be
prepared at a trial of this matter. Enclosed for your reviéw and marked as Exhibit “A” is a copy of
the Kmart Customer Incident Information form filed with yourinsured following Ms. Maines’s fall.
Ms. Maines fell on the prem1ses of Kmart due to an overuse of wax .on the floor of the Kmart
premises by your 1nsured , - ,

Following her fall, Ms. Maines sought medical treatment in the emergency room of Indian River
Memorial Hospital. X-rays were taken and Ms. Maines was later released. Ms. Maines returned
again on August 8, 2000 for additional medical treatment of i injuries she sustained in this accident.
Enclosed and marked as Exhibit “B” is a copy of the records of Indian River Memorial Hospital.
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" "Richard J. Willis
Re: . Sandra Maines
- September 12, 2001

Mrs. Maines received follow-up care of her injury with Dr. Kirk Maes of Barefoot Bay, Florida. Dr.
Maes began treating Ms. Maines on August 14, 2000 at which time his impression following an
examination was that Ms. Maines had a herniated lumbar disc at the L5-S1 level; completely
nondisplaced occult fracture of the radial neck; a cervical muscle strain from her fall; and, trapezius
muscle strain. In a narrative report dated June 5, 2001, Dr. Maes stated that Ms. Maines had strain
to her cervical muscles and her trapezius muscles and that he felt that she had a herniated lumbar
disc. On September 11,2000, Dr. Maes again evaluated Ms. Maines at which time she still had pain
and stiffness in the left wrist and pain over the radial head. The left elbow revealed tendemness in
the lateral epicondyle and she still had cervical muscle soreness and trapezius muscle soreness. Dr.
Maes further opined that she had impingement of the left shoulder and continued low back pain.
Anti-inflammatory medications and physical thérapy were prescribed for Ms. Maines. A copy ofthe
records of Dr. Kirk Maes and Spine and Sport is enclosed and marked as Exhibit “C” and “D,”
- respectively.

As a result of the injuries sustained in this accident, Mrs. Maines incurred the following medical
expenses:

Indian River Memorial (08/02/00) § 681.25
Indian River Memorial (08/02/00) $  43.75
Emergency Medicine Associates

(08/02/00) $ 150.00
Emergency Medicine Associates
(08/08/00) § 150.00
McCorkle Radiology (08/02/00) $ 109.00
Vero Radiology (MRI) $§ 591091
Dr. Kirk Maes - § - 600.00
Spine and Sport $ 1,366.20.
! Total : - $ 369211

. Enclosed and 'ma.rked as Exhibit “E” is a copy of the above expenées cuirently contained in our files.

Sandra Maines is a 40 year old hearing impaired woman who, prior to this incident, enjoyed a very
active lifestyle with her family. Although unable to hear or speak as a result of a childhood illness,
Mrs. Maines received specialized schooling that taught her sign language and she is adept at reading
- lips. Mrs. Maines suffered from blurred vision and recurrent headaches because of the fall with
radiating pain into her lower extremities. As a result of the injury she sustained in this slip and fall
accident, Ms. Maines has great difficulty in walking for any distance and finds it difficult to do social
activities with her family and friends. In light of Ms. Maines’s age, it is likely that she will develop
arthritic changes in the site of her injuries in the future.
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Richard Willis R '

Re: Sandra Maines

September 12, 2001

In summary, there is absolutely no issue of liability in this matter. Your insured overly waxed the
floor of the Kmart premises creating a dangerously slippery surface on which customers were forced
to walk. The overly waxed floor created by your insured’s on the premises presented a dangerous
condition that a patron, such as Ms. Maines, could not foresee. Mrs. Maines’s family accompanied
her to the store and witnessed the accident and observed the excessively waxed flooring. The family
members overheard the supervisor advise an employee that the floor was slippery because of the wax
" and ordered that cones be placed over the area.

In estimating her damages, we have taken into consideration her need for past, present and possible
future medical care and treatment and her overall loss of enjoyment of her life. For the purposes of
settlement, Ms. Maines will accept $75,000.00 in full and final settlement of her claim. We are
giving you the opportunity to settle this matter amicable without the necessity of litigation and
respectfully request that you respond to this offer by October 15, 2001. If we do not have a response
by that date, this offer will be withdrawn and we will proceed with litigation. In earlier
communications, you requested an opportunity to meet and interview Mrs. Maines. In the hope of
avoiding unnecessary litigation and additional trauma to Mrs. Maines, I am willing to grant your
request. Please call my office to schedule this interview.

Very truly yours, -

LA
Brian J. Conrfelly
BJC/ss

Enclosures
CC:- Sandra Maines.



7294 Blg Kmari

' ‘ ] o o 1501 US 1
M Kmart Customer._ Incident Information \ VERO BEACH, FL 32960

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 Mzmugement Store Phone Number:

TO BE COMPLETED BY CUSTOMER:

A

Customer name:_ 'JQ DCS' o &{ g:ﬁ ngS Customer’s Street Address:; 4’7 2 L) 3 M A‘VL

City: \/Lﬁ. I%& _dn ' State: L Zip_ SR 7l Phone:/\ 56 /';\ 276 - 42k ‘L
‘ Customer’s employer: ’ Customer’s sex:
‘ . Customer s Date of Bu-th [p 02(0 (,; ( Customer s Social Securxty Number o? b "" 5q q 28 |
Ifi mjury toa chlld Chxld’s name:_. - " | - Chlld’s age: _'_ Parent’s name:

. Customer s Descnptmn of Incident: . ’
Date of incident: X - 1-0) (:) Location of incident: H [} u\SQ u,a_ &
Time of incident, &1 () 0y, Whathappened? <[ (0 Gar) ol Q¢ LL dent

Do you wish to be contacted? \1 S Date reported: g" ~2-C0 Signature of Customer: 1 g |G Rar

' , " White copy - for Customer k
code (37) 094-4699-115 9/98 - . ;



D

TO BE COMPLETED BY s‘rone'p’snsbﬁﬂu} E

TO BE COMPLETED BY PATIENT

TO BE COMPLETED BY PHYSICIAN

STORE Aumomu ON. FOR nnsr AD R

ke | 7294 Big Kmaﬁ

To: : _ .‘ - 1501 US 1

Narnc of Doctor, Clinic or Hospital

VERD BEACH, FL 32960

Authorized By;

We will pay the reasonable and ordinary charges for one time emergency first aid treatment of the patient descnbed below,
administered within 24 hours of the incident described below, if this form is completed-n its entirety, including the Medical Report
section below, and this completed form is returned to the store with an itemized bill and a copy of the admitting notes. This
authorization is for first aid only, and does not extend to follow-up care and is not an admission of liability.

Patient Name Sﬂﬂ cra m ﬂ/}" €S Incident Date O(f IS .‘ o 0 . Incident T_ime,-é/.'&\!

Address 76530 pos 0BG/ s 502G ST-EEE/
e ro BG/IC’ 4 SX97 &/ Height 5‘, 7' Weight _/490

(City) (State) (Zip Code)

Patient’s Employer

PATIENTAUTHORIZATION TO RELEASE INFORMATION

To: Any and all providers of medical services: Thxs authorization or a copy of this authorization will allow you to give to the
above-described store or its representative any information you have regarding my medical history, physical, clinical or
laboratory findings. diagnosis. treatment, prognosis and related information.

Patient Signature . Date
(Parent should sign for patient under age 18 and print child’s name next to parent’s signature.)

PHYSIC|AN'S MEDICAI- REPORT Date of examination / treatment

History of incident given by patient

Patient’s complaints

Clxmcal ﬁndmgs

Has patient ever had same or sumlar condmon L " ;> =If yes, when?

D:agnosxs

Treatment rendered

-

Prognosxs Is patient dxsabled" ’* - o . I‘f yes hdw if)dédfdi%biﬁ% ey;peeted"‘ -
Have you treated this patlent before" _____1_ e Approxxrnate date of last treatment

Signature of physician _ ' L ¥ Date '

Name of physician - o Fed ID

Office address A

 Code (37) 094-4699-115 9/98
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L lnc 1 Rlver Memorlal Hosplta‘ .. L E
' lnstructlons and lnformatlon from the Emergency Medical Staff’
r. SANDRA MAINES (8/02/2000 8'06:52 PM Ooctor: Barbara McClure, ARNP

CTIT. .0 ABOUT YOUR RESPONSIBILITIES, ---— - —
AFTER YOU LEAVE, YOU MUST PRCPERLY CARE FOR YOUR PROBLEM AND OBSERVE ITS PROGRESS. IF YOU DO NOT IMPRQOVE AS EXPECTED, OR ARE
‘WCORSE, 00 ONE OF THE FOLLOWING IMMEDIATELY: CONTACT YOUR DQCTOR ar r-OL.LOW UP DOCTOR er CALL HERE 551667-4311 aor RETURN HERE

AT

5

7 ‘f Keep tms i mmd- DIAGNOSIS WITH 100% CERTAINTY IS NOT POSSIBLE In m~ the Emergency E}epadment ‘Fherefc(e*“xf" wﬂmf you
e R - " are nctgethng bettet ancthen dlagnosxs s possxbfe- and ypu mustsee yourdoc:cccr retum herem

"MULTIPLE CONTUSIONS are bruises of the skin and muscle. There is no ev;denc'=l of injury to your internal organs and usually no
‘ broken bones. Areas of the skin that are bruised usually have a black and biue discoloration, and muscles that are bruised are
* usually sore. The maost common symptoms are muscle aches, stiffness, swelling, redness, tenderness, and discoloration.

What to - -| Retumn here immediately if you notice: A) increasing pain or swelling  B) increasing or persistent chest pan ~ C)
Watch For: increasing or persistent abdominal pain D) weakness, paralysis, or tingling of your arms or legs E) redness,
streaking, or increasing tendermness or your skin bruises F) pain lasting more than 2 weeks

) What to 3| Your symptoms should improve within 1-2 days, and you should return to normal within 1-2 weeks. It is common for
T Expect' . |[new areas of mild soreness to appear in the first 48 hours after injury; but these should be mild. The appearance of
severe or worsening pain means you must be seen again by a doctor.

.,V_\{hattou &1 [1. Rest for the first 24-36 hours. If possible; elevate any sore areas above the level of your heart.

T TR 8’“""@3 2. Apply ice packs (wrap in a towel) to sore areas for 15-20 minutes every hour for the first 24 hours.
: 3. Stay off your feet for 1-2 days, but you may graduaily begin to walk as your pain improves.

What Nofiﬁ 1. DO NQT do any lifting, bending, or strenuous exercise until your are completely healed.
'_:_tg Do s 12, DO NOT remove any splints or braces (if you have been given them) unti the doctor says to do so.
3. DO NOT ignore tncreasmgpam - this is a s;gn you need to be seen agam bﬂhe doct:or

. 'ABOUT YOUR X-RAYS:
Your X-Rays have been read by the Emergency Doctor. An X-Ray specialist (radiologist) will also read your films. You will be notified
if there is any change in your X-Ray diagnosis. -+
YOU HAVE RECEIVED PRESCRIPTIONS FOR:

| Norflex, & Naprosyn (500mg), & Ultram (50mg)
. All medications have potential side effects.Ask your pharmacist about any precautions you should take.

.'g@

SEE A FOLLOW-UP PHYSICIAN IF NECESSARY:
i you do not improve as expected, additional evaluation by another physician will be necessary. Please arrange to be seen by Kirk

. Maes M.D. on or before _. . Call the doctor s office scon to make an appointment. IF YOU ARE WORSE AND IF,
“OR ANY REASON YOU CANNOT ARRANGE TO SEE THE DOCTOR, YOU MUST CALL HERE AS SOON AS POSSIBLE.
REMEMBER." ’ - Kirk Maes M.D. - ' . ’ meOU MUSTMAKE “
YOUR CARE IS ) 1300 36th St. ‘ ARRANGEMENTS
NOT YET . - Vero Beach , FL 32960 FOR FOLLOW-UP
COMPLETED 664-2233 - OF YOUR PROBLEM

IT 1S IMPORTANT THAT WE HAVE A CORRECT TELEPHONE NUMBER, IN CASE IT IS NECESSARY TO CONTACT YOU. l

.1 have recewved these instructiops, they have been reviewed with me, and | understand my Wmmﬁes to carefully foilow them.,

Discharge Nurse:

EDICAL RECORDS

) Signature of Patient/Guardian)_



-- Tuberculosis Assessment . 7 ,

" . 1. Doyou have a cough lasting more than 3.weeks that produces sputum or phlegm? O Yes/Z‘No

2. Do you cough up blood? " " Yes 'JZ%NO“ P - o -

) 3. Have you had a fever recently? (O Yes Cy.No ' :

~. 4. Doyou have night sweats (sheet drenching? O Yes No A

. 5. Have you recently had unplanned weight loss of 10 Ibs. or more, or 10% of your previous body weight? [J Yes ,B/ No
If the patient answers “yes” to question 1 and “yes” to one or more of th;yaining questions, the admitting nurse will place

the patient in respiratory precautions and notify the physician of same. In jHfe event the physician indicates TB has recently -
been ruled out, the isolation will be discontinued promptly.

Is isolation indicated? (If yes, RN will notify ACC) (0 Yes O No If yes, physician notified? O Yes /é No
Nurse signature Date

. Potential Abuse

1. Are you now or have you recently been physically, psychelogically, or sexually abused? [0 Yes /C]/ No [ Refused to answer
2. Interviewer observation of patient demeanor: ?}gpen/honest a R%t}ctant/fearful ’
3. Interviewer observation of overt physical evidence of abuse: I Yes N
4. Patient meets hospital criteria for abuse identification: ([ Yes No

If yes, initiate adult or pediatric abuse protocol and appropstate abuse assessment screening tool.
5. Patient desires to talk to Clergy/Social Worker:~ O Yes . 9/(: 0.

e £ re
- i g Stk b L T

Comments: e T .« . ) - e :.:._

ldentiﬁcation'of Leaming Needs, Abilities, Preferences and Readiness to Learn . meeS@e oL
..Can patienderstand English? ,Z/Y:c 0 No R s . o

o

1
2. Are cognitNeabilities sufficient totearn? Yes [ No ) - L
3. Is there readiness to learn? ‘éES/G No ) B e
4. Is S.0. available for teaching? Yes O ‘ |
5. Are there physical barriers to learning? Yes [ No |
6... Are there cultural, religious or emotional barriers to learning? [J Yes _[2-0 ‘De&() m__,-_;-_ o
7. Explanatiqn of barrier(s): J’— |
Topics  Taughtto Strategies Response Evaluation Comments Date Time Signature |
{
Taught to whom: Strategies: Response: Evaluation:
"~ P Patient E Explain HD Handout .V Voiced Understanding N  Not Ready/ RP Reinforced/Practice
F Family D Demonstrate C Class . RD Return Demonstration Refused to learn  NT No Further
O Other RP Role Playin P Pt{Education VP Voiced Partial .- . NR Not Responsive Teaching Needed

Audiovisua !

Nurse signatufe

cHannel derstanding .
LL/'SLZ _ Date%{g’/oa
. - . U
Restraints : . ] . . D . o
- O “Care of the\Patient on a Ventilator/Artificial Airwagﬁn\)mcol" initiated. ) .
> O “Care of the Patient at Risk for Removing Invasive Lines, Tubes, or Catheters Protocol” initiated. 7

O “Care of the Patient at Risk for Fall Injury Protocol” initiated. " . -~ -
O Patients with primary behavioral health needs will have a written time limited physician’s order. .

(Note: 4 hours for adults, 2 hours for children and adolescents ages 9-17, 1 hour for children under 9 years of age. When the original

order expires, the patient will receive another face to face assessment and if necessary a continuance of the original order.)

Restraint Justification I Confused/Disoriented (1 Agitated - ‘0O Combative Other
Alternative Measure Used O3 Reorient [ Family/Sitter : OJ Médi;ations O Full Side Rails . Other_
Least Restrictive Measures Used ([ 10f2 Wrists 0 10r2Legs . O Medications Other ‘ i
Trial Releases [J Done [J Notdone -

Nurse signature Date

=

Indian River Memarial Hospital, Inc., Vero Beach, FL Emergency Denartment Dicl A—=-—ent
B 1931040
SANDRA
%glﬁii” DUDLE‘éBGé 613;212 /csu (]). 003
08/02/00 D 5 F W
AM?‘:*} ooc/)zsszsz -561-770 (436' 4
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- Check appropriate box.

‘Do you have an advance directive ?

Do you have it now ?

If you do not have an advance directive,
would you be interested in receiving
educational material ?

Material given.

Patient unable or unwilling to respond.

rd
O

YES

YES

. . . YES .._No i
Would you like to express your wishes now ? [T L] )
¥4
| \J& S“AOULL ' e %\1\00
Employe¥ Signature .+ - Date .
Indian River Memorial Hospital Inc, Vero Beach Fi Advance Directive
- MAINES, SANDRA : 1931040

il

|

e

I

193108

|

i

S
O

DR TEEL, DUDLEY G. DR# 00001
ADM 08/02/00 DOB 06/26/61 F

MR# 000355262 ~-561-7
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1. MEDICAL AND SURGICAL TREATMENT - : ’

A. | am uncler the control of my attendmg/treatmg physnc'an who provides physician services o the patient. Indian River Memoral Hespital, Inc. (IRMH)
is not lecally or vicanicusly responsibie for the conduct or actions of the physicians oracticing 1n the Hosgital including, but not limited to emergency
cnysicians, anesthesiologists, patholog:sts, radxolcgls‘s staff or contract physicians indian River Memanal Haspital, Inc. 1s not liable ‘or any act or
crission in following the instructions of said physicians and [ consent to any x-ray examinaticn, lanoratory procedure, anesthesia, medical or surgicai
treatment or hospital services rendered to me under the general and special instructions of my physician. | understand that | shouid look to the
individual physician treating me, rencenng care to me or otherwise invoived in my treatment for any questions and answers concerning my treatment.

. 3.1 recognize that the physicians operating and practicing in the hospital including, but not limited to: emergency physicians, anesthesiologists

- pathologssts, radiolagists, staff or contract physncxans and cardiologrsts, are iIndependent contractors, not agents or employees of the hospital and that
the hospital does not control the medical decision, diagnosis or treatments rendered by the physicians treating me in this Hospital. The patient
understands that physician services will be delegated by the Hospital to physicians for performance of these services and the patient agrees to same.

. AUTHORIZATION FOR RELEASE OF INFORMATION .
I authorize IRMH or its agents or any physicians who have attended me to furnish my insurance company(s), preferred provider organization (PPO), or
health maintenance organization (HMO) or their representatives with any and all medical information including any psychiatnc, HIV or HIV testing
information, alcohol and drug abuse infarmation contained in my medical records. | also understand that this authorization is valid only for the
admission date(s) shown above and that | may revoke this consent in writing at any time. | also authonze IRMH, its agents and members of its medical
staff to release and/or, receive toffrom any post acute healthcare providers, any confidential information that would be helpful in my hospital and/cr
discharge plan of care.

'S

Once | or my healthcare surrogate have agreed to a discharge plan (and with the physician's order), the post acute agencies may have access to my
chart for the purpose of continuity of care.

1
| hereby authorize any invoived physician(s), including but not fimited to radiologsts, cardiolagists, pathologists, anesthesiologists, and/or emergency ‘
department physicians, to furnish any potentially liable insurance companies or their representatives with any and ail information concerning
hospitalization, interpretations, examinations, and/or treatments that may be contained in his/her medical records. |

* 3. ASSIGNMENT OF BENEFITS .
- | certify that the insurance information given by me 1s, to the best of my kn0wledge correct. | authonze and assign payment to IRMH all hospital
. benefits due and payable under the terms of my policies and/or contracts. | assign payment to the physicians (radiologists, pathologists,
anesthesiologists, and emergency department physicians) of all medical benefits payablé for thewr professional services. | understand that | am
ﬁnancxally responsible for all charges incurred and those charges not paid by my insurers or third party payors, including any deductible and
coinsurance, within a reasonable time not to exceed 60 days from discharge. Should this account be overpaid, | authorize the hospital to transfer any
over-payment due me to any outstanding account that | or my dependents may have. | authonze any necessary credit check. Should it become
necessary to collect this debt through an attorney or callection agency, | agree to pay the cast of such collection including a reasonable attorney's fee.

-~ lunderstand | have the right to receive an itemized statement upon request.

. MEDICARE AND/OR MEDICAID -
I certify that the information given by me in applying for payment under Title XVIHI, and/or Title XIX of the Social Security Act is correct. | authorize any -
holder of medical information to release such information to the Social Security Administration or its intermedianes. g

| request that any payment of authorized beneﬁts be made on my behalf. | understand that | am responsible for any insurance deductibles and
coinsurance. .

. If Medicaid is applicable, | authorize IRMH and the hospital insurance carrier to make available to the Flarida Division of Family Services any requested
_information concerning medical, insurance, and financial records relating to my hospitalization. | hereby assign to IRMH all benefits.

:, ACKNOWLEDGEMENT OF RECEIPT - AN IMPORTANT MESSAGE FROM MEDICARE.
It | am Medicare eligible, my signature only acknowledges my receipt of this message from INDIAN RIVER MEMORIAL HOSPITAL on the above
adrmussion and does not waive any of my rights to request a review or make me liable for any payment.

i. RELEASE OF HESPONSIB!L}TY FOR PERSONAL ARTICLES

It is understocd and agreed that IRMH maintains a safe for the safekeeping of money and va!uables and IRMH shall not be liable for the loss or

.. damage to any money, jewelry, contact lenses, general prosthesis, eyeglasses, dentures, documents, wearing apparel, radios, purse, wallet, or other

-~ - articles of unusual value and small size, unless placed therein, and shall not be liable for loss or damage to any personal property, unless deposited in

the IRMH safe for safekeeping and shall nat in any event be liable | in any loss or damage to any personal property If | choose to keep such items with
mae, | understand that | will assume all responsbahty for them. .

" 3. RELEASE FROM RESPONSIBILITY OF DISCHARGE = . . o e

| hereby, release both the physician and the hospatal from any and all responslbmty for any resultmg ill effect in the event that I leave the- ﬁcspntal
against the advice of my attending physician. | acknowledge that | have been mformed of the nsks" mvolved

I have read and agree with all the above infgrmation.

PATIENTACCOUNT NU!

ndian River Memorial Hospital, Inc.  Vero Beach, Florida

Al 7/7}/4:_24 - ’O'Z'o'l-éﬁ
YT, < Yo 0

S g / ] DATE

STGNATURE OF AUTRORIZED PEASON DATE
PATIENT AUTHORIZATION AND CONSENT

- etk . D
- | | 0 087021382 5917
_ Pacs ‘ S J ‘ ‘
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Date 13/22/00 Tine - = - 9, . Patlent Demographic Record ' .
XA - = S
~ Patient Name MAINES, SANDRA

Address 4755 30TH AVE ..
c“y_suh.zp Y?RO 3zACH . FL 32987
Telephone Number 351 720742"4
8S Number 20452928_

. Date of Birth 06/26/61
Age 039Y
Sex - =
Marital Status S
Race 2 |
Patient Employer 3
Address
City-State-Zp 00000
Telephone 000 000-0000
Guarantor Name MAINES, SANDRA i
Address 4765 20TH AVE

ap VERC BIACH FL 32967
Talephone Number 561 770-4264
Relationship 01
Employer
Nearest Relative BETTY BROWN/MOTHERNLAW
Address
Clty-State-Zip 00000
Telophone Number 561 567-2&78
Group Nmy:' OUTPATIENT
Group Number o
Subsoriber MAINES, SANDRA
< Policy Number 254599881

_ Address 00000-0000
Seoondary Payor
Group Name -
Group Number
Subsoriber
Polloy Number

" Address )

- Patient Aocount Number 1931040

Medioal Racord Number. 000355262
- Financial Class " . A - SELF PAY

- -Patient Type - Q - CONV CARE *
Complaint FALL ,
Comments - -

Indian River Memotial Hospial ino, Vero puohﬂ - patient Demograpio Record
MAINES, SANDRA 1931040

DR TEEL, DUDLEY G. DR# 0000l
ADM 08/02/00 DOB C6/26/61 F
MR# 000355262 561-770-4264




) 100C-38ch Stz
Vere Beazh, Tlcrida 32960
(361) 387-431il

PATIENT : MAINES, SANDRA MR¥:
Cos : 06/25/1961 - ACCT#4:
DATE : 08/02/2000 ROCM:
AGE : ’ DATZ DISCH:
ADDORD% ORDER#:
PT TYBE : Q :
REZQUESTING PYYSICIAN: DUDLEY G. TEZEL, M.D.
ATTENDING PHYSICIAN: Dominick J. Bura, D.O.

T REF
)

ZRRED TO: DCMINICK J. BURO, T.C.

355282
1931040
-0GGC-

26815998

DIAGNQSIS & COMMENTS:

PRO

LEF

'HIS

No effusion. No fractura. Joint spaca is normal. Normal soft tissues.

M2

_H O N -~

Je
261
ID:

cC:

CEDURE DATE:

T ELBCW 3 VIEWS: ‘ B

TORY: Trauma

RESSICN: NORMAL EXAMINATICN.

: MEDQ:054

424
08/03/2000 DT: 08:40
G8/G3/200C - TT: 11:24
237748
5998

10276594

This Document Has Been Reviewad and Electreonically Approvad

By PETER H. JOYCE, M.D. on 08/03/2000.

Dictatad by GEORGE T. PUSKAR, M.D.

George T. Puskar, M.D., FAX # 000424 P .
Dominick J. Buro, D.0., FAX # 000627 P

“ -

~ IMAGING SCIENCES// RADIOLOGY -':




35T: RM INDIAN RIi id3TAz HospITAL

' 1500-36%h Stresc

Varc 3B2ach, Tlorida 32980
(561) S567-4311

PATIENT : MAINES, SANDRA MR#:
S0B 06/26/1961 ACCT#
CATE 53/02/2C00 ROCM:
AGE DATZ CISCH:
ADDORD# - ORDER#:
BT TYPE : Q
REQUISTING PHYSICIAN: DUDLZY G. TESL, M.D.
ATTENDING PHYSICIAN: Dominick J. Burs, D.O.
REFERRED TG: DOMINICK J. BURO, D.O.

335282
1931040
-0006C-

2616000

DIAGNOSIS & COMMENTS:
PROCEDURE DATE:

CERVICAL SPINE 5 VIEWS:

HISTORY: Trauma
TINDINGS:

Normal prevertebral so
smcoth raversal of
position or muscle spa
asnormal widening :Z t

or subluxation is pres
IMPRESSION:

: MEDQ:054

424

£8/03/2¢00

08/03/2C00

237752

6000
102755600

DT:
TT:

r—lNL.v—-jU\/
e en e ee

6
D:

08:
11:

£t tissues.

sm.
he intraspinous or int
ant..

NO FRACTURE OR SUBLUXATION.

S4
35

On the lateral view,
the cervical lordosis which may reflect patient
There is no acute angulation.
ralaminar space.

thare is gradual

Thera is no
Ne fracturs

This Document Has Been Reviewed and Electranlcally Approved

By PETER H. JOYCE

George T. Puskar,
Dominick J. Buro,

IMAbING SCIENCES / RADIOLOGY

M
o,

+ M.D. on 08/03/2000.

' Dictated by GEORGE T.

FAX # 000424 P

.D.,
0., FAX # 000627 P

PUSKAR,

M.D.



P

P

N T

> INDIAN RIVER MEMORIAL HOSPITAL

s

T TOEACH, FLORIDA

' W%WMW(BH&“ ST T T i T oot |
.. / {C1ats JALS Clcarded” ()wheel Char T Swrstcher
- >'u UL ] Warm . ] |Lw
© | rfaxs & Aien Zoé%%@wso Sl i _‘97%_____" S N B i
e 7 i,ga.— 00 5 rxidZ Con T a SREATT S 7L
J‘ /0-‘“_—- . ‘i > :irf ,/é W ’da_l‘" ~
q % ; 2 . M) Z
- . -~ 2 4 - N
g;s«-/&“ A+Fp/5‘f'.ﬂsﬁ%6ﬂioww%&%
S R
3
£
g . S
é %—ﬁ C 'A. LATEX ALLERGY DYH Db TME 1. y ] Fl A:(‘t%?s? 523' 3
R R -
- (035107 T\ 741 20|55 _[RED
. e . . ae e cecmme —me—— 1 A [}
N o B
f . R R
2 Smmee . 1 R R
. - L ? R /
VSUAL ACUSTY  CORAECHO [ [yeg [ no [ULASY1CTAMUS 1arno WFCR IR - AL L 1T
\_| 00" 0s™/ oo’y \(]moscc 11_Detold .éz%ié/f 2~ Y/ Y,
onlen ORDERS _ ,uga’f':'__f? - ::g:;'.'_ ORPERS ,w‘.‘:— 18T [me]  RESULT )
{10282 ] _::t; ,
2 L 1 Montor L e 1
g Lioe / 7458 )
= [w ? B Cul
z . =TT - __ABHCG
§ / A.myla. 158
‘ L aa | | .
L o
- - CHEM 7 -
Py T ero
HM -,’ o T ;‘:«:‘--Pm
PMHR O 'S
Sacrat Hx famity Hx |
Pt - -
E
L]
s . -
£ | Procesure Note ot i
Imbat Impressions
. ) —- -
I gy ST
SIGNATURE .
MR 7 - -t - via‘srimur"l FEE /
SOMATLRE .
L"p(7 £ 0id rscord )
) AN TORDOM | ROT¥D A L0 w
TISPOSITION ;
trx VA 0 )
st s s s b m e e OISPOSITMON '\ 13X wzxs & Alert Tl orien Clca Wheel Chaw
! amms | [Rsessuen)  Namay  Cicirsons_ |(Thmmates_ [l
L Mch:z,Ngﬁé SANDRA 193221 | |oiseosmon | I see st [Jwitn patient (1 Sate
U e 08708/00 DOB gerntley 32 ) |/ Clwebmyany - . .
. { o 00355263 -561-770?}255 ! QISPOSITION W
C a e h e e e e e e e mmam e — e = - 7 . e .. e e e RN _J




_ MAl1nES, SANDRA ~ 1932216
MCCLURZ, BARBARA (ARNP) 733

. Indian RiverMe”‘. Hospital ADate\T]m:m":“.ng ' . ADM 03/08/00 DOB 06/25/61 ?

MR# 000355262 -581-770-4264

Emergrency Depament Pamnt MAINES, SBANDRA
f | Multiple Minor Injuries | EOPhysclanismecwe e
Wity e it~ ©@iécmmmu BRI YL/ P 7L R 2o T 77 %
HISTORY
CcCls): £ - , | ALLERGIES: | HX SOURCES:
. Py v Asxrjmﬁ“_ rusrche ek Smw__é_m N SPrentiany
i P | e Pfrfor o LA 4,.._./,//»..) AV ¢ gNursmgNo(as
U Wy—z‘ue/ /the[ é‘r-( /4«/“ o~ . g:::‘am U! Intem:ltto;‘nolw none Dg;DOCRa::rds
/ﬂ Py hv uc«‘(w; M.,,}. <, PN ,u/ v - @Mng 0 Gone Last Tetanus | OJ Questionnaire
35:,1_-& IA-’J“‘\ L . @)
T g Loc£ eumm ra| CONTEXT: Occur(ad) Whie] MODIFYING FACTORS: O,
% 7854 324 dgf""‘l Onsetng CIni Ay
Raviewed? (YN f)) Reviewad?( Y N@-—')'_SH: Revewsd? (Y )N ({ = )
! —— 2 wa‘gﬁdSmM? N (T ) (DG : CONT=>
ROS: . Fan ( M) N (/| SN \MUBCULOSKELETAL : Lower Back \ Peivis Pain? Y
MECHANISM: CARDIOVASC \RESP\GH: ~-{ Lacarations? JDY |UpperExtremiyPan? AR L
MVA? (Speed meh) e Chest Pain? (D Y - | Abrasions \ Bruises? DY |lowerExromtyPan?  JOR L
Seatbelr? Y | Peuwti?  _f8D N Y. | Head\FacoPun? Y | NEUROLOGICAL:
Airbog? (@ N Y | Trouble Breathing? Y | Nock Pain? : Y | LOC?(____ séc min) Y
Patient Oriving? Q N Y | Abdomina Pain? Y | Uooer Back Pair? Q Headache? Y
sesvmmmnemne PHYSICAL EXAMINATION i o
GENERAL APPEARANCE: vital Signs Noted? * (TN MUSCULO-SKELETAL SKIN: Examined? N
In Distress? A2y Seatbelt Mm\arusm(ﬁﬁ‘
EYES | ENT | MOUTH \ FACE: Bamed? ————— I N —
Facial Lacerations\Bruises? J0 Y }}! (Tlenderness:  (Djefomy:
" Eyelnjury\Pain? R L ;). "t Head \ Face? M1 0
NEURO\ CARDIOVASC \ RESP \ @1 : — Examined? 3‘ N — ‘ ::’\Rw ; 0
. : ~ t D
ted? ) N '
&2\&&7%‘) Y Sl Back \ Peivis? N(DD
Chest Wall Tendemess? %)O Y 14 Right Upper Extramity? T D
 lugsClee? - (3PN 8 y Let UpparExtemity? /) T 0
Abdominal Tendemess? ¢§ Y /”? Right Lower Extremily? (5 T D
' W Left LowerExtremty? @) T D
MEDICAL DECISION lwuuc ICAL couasE’ ~
. INTTIAL IMPRESSION: o DIFFERENTIAL: muocmammm
* 1, RIO o \xany OlRepar (JConsut .
2RO N o A Dtee ) Response _
CYdueto: - mub- GONPERRED WITH: [X-RAY & LAB DATA: R,
i §um.m~w S | O | -
nmbm\um s Unceran Progrsi ) Ovoome B DMDr\comul
e — Sﬁn e ¥ CSuures: Layer — Naleda* T
gppm-q . ’7 ‘ vath-'dn euogmmu_ : Lsyer.___Mabdal. #__
0] Worse ~ - mbypA\w ‘ S R S
[ Ses Attached Addenda: - Dmmwwm rn(;N EJOobrided. ' Cliriatedwi: Saine Betadyne
FINAL DIAGNOSES: - - O ADMITTED Bﬁggoufmsn - | INSTRUCTIONS PRESGRIPTIONS: none
1 adbipls ot « STE | T TARSTERRED OfCreck ors | SV in \/yx
2 ‘ S . ollow wi: : Y’
) e L BV f//f‘/vo - e
: snmsmmmmﬂ T gJ«w:fsam dgg _Q‘(g
. . A\NP H&P Data? | 0 —Gays
DISPOSITION TIME: : g‘”\ HEP") Aorcs win Ot ‘gﬁ Olos “aavs| é{" e
STATURIC] Good (T Fair (3 Poor ] Crbcal | ) Resen O School  ____days LW 74
DISCUSSEDWITH: 7 Patont  CdFamily HaP Revised Above?  JML2Y | (Gym ___ days| ~~ PA\ NP \Resient Sknatuwe




pate  08/08/00 Time 10:5

- Patient Name

- Address
City-State-ZIp
Telaphone Number
6S Number

- Date of Birth
Age
Sex
Marital Status
Race

? -
W o - @
v.,‘@_.wfv - CORRS

Pitlent Demographic Record

<

% FL 32967

PN IO OIS

He

Patient Employer °
Address
City-State-Zip
Telephone

00000

* 000 000-0000

Guarantor Name
o Address

© City-State-Zp
Telephone Number
Relationship

Employer

MAINES, SANDRA
4765 30TH AVE
VERO BEACH’

8%1 770-4264

FL 32967

Nearest Rolative
Address

Zp
Telephone Numbaer

BETTY BROWN/MOTHERNLAW

00000
561 567-2678

- Primary Payor
Group Name
Group Number
Subsoriber
Policy Number
Address

MEDLCARE
0P PRIMARY

MAINES, SANDRA
26459988124
JACKSONVILLE, FL

32231-0000

Seoondary Payor
Group Name
-t .. Group Number
- Subsoriber
. Polioy Number’
Address

- Pationt Acoount Number
- - Medioal Record Number
. Finanolal Class .
Pationt Type
Complaint
Comments

1
-0
K
Q
R

2 o
DICAEE/OP S
E CHECK/BACK/CHEST PAIN .

indian River Memotial Hoophl tne,Voro Buohﬂ

lElEﬂ ﬂlillllll!l

QCLOOO

DR MCCLURE

1932216

pationt Demograpic Record

MAINES, SANDRA

ADM 08/08/00 DOB
MRE 000355262

O




L

pACA

_eet REV 300K



Tuberculosis Assessment ‘
1. Do you have a cough lasting more than 3 weeks that produces sputum or phlegm? O3 Yes )aﬁﬂo
2. Do you cough up blood? 0O Yes po
- 3. Have you had a fever recently? O Yes o -
4. Do you have night sweats (sheet drenching)?  Ye Plo
5. Have you recently had unplanned weight loss of 10 Ibs. of more, or 10% of your previous body weight? O Yes _Aplo
If the patient answers “yes” to question 1 and “yes” to one or more of the remaining questions, the admitting nurse will place
the patient in respiratory precautions and notify the physician of same. In the event the physician indicates T8 has recently
been ruled out, the isolation will be discontinued promptly.
Is isolation indicated? (If yes, RN wil} notify ACC) ' Yes >wo if yes, physician notified? 3 Yes 0O No

Nurse signatugg Date E ,/ 2’33,/ o
Potential Abuse ' \ .
1. Are you now or have you recently been physically, psychologically, or sexually abused? [ Yes O Refused to answer
2. Interviewer observation of patient demeanor: pen/honest [ Reluctant/fearful
3. Interviewer observation of overt physical evidence of abuse: O Yes ALNo
4. Patient meets hospital criteria for abuse identification: 0 Yes o)

If yes, initiate adult or pediatric abuse protocol and appropriate abuse assessment screening tool.
5. Patient desires to talk to Clergy/Social Worker: O Yes }lg\lo

Comments:
Identification of Leaming Needs, Abilities, Preferences and Readiness to Learn
1. Can patient read/understand English? es [ No

2. Are cognitive abilities sufficient to lea ?C}Wes D No

3. Is there readiness to learn? }%(es \ No

4, 1s S.0. available for teachin e?des 0O No Z

5. Are there physical barriers to ledrning? es/EJ/N:——\ Z

6. Are there cultural, religious or emotional®arriers to learning? O Yes )blo
7. Explanation of barrier(s):

Topics _ Taughtto_Strategles Response Evaluation Comments Date Time Signature
Taught to whom:  Strategies: c Response: Evaluation:
P  Patient E Explain HO Handout V  Voiced Understanding N Not Ready/ RP Reinforced/Practice
. F Family . D Demonstrate C Class RD Retum Demonstration Refused toleam  NT No Further
Q  Other . RP Role Playin P Pt Education VP Voiced Partial NR Not Responsive Teaching Needed
. . AV Audiovisuaf - " channel Understanding’

Nurse signature __ i i ~ Date
Restraints . * . - & .. - ' -
0O “Care of the Patient on a Ventilator/Artificial Airway Protocol” initiated. - - "~ '
[J “Care of the Patient at Risk for Removing Invasive Lines, Tubes, or Catheters Protocol” initiated.
0O “Care of the Patient at Risk for Fall Injury Protocol” initiated. L , o
* O Patients with primary behavioral health needs will have a written time limited physician’s order. . ’
(Note: 4 hours for adults, 2 hours for children and adolescents ages 8-17, 1 hour for children under 9 years of age. When the original
order expires, the patient will receive another face to face assessment and if necessary a continuance of the original order.)
Restraint Justification (1 Confused/Disoriented [ Agitated O Combative Other
Alternative Measure Used [ Reorient 3 Family/Sitter - O Medications - .0 Full Side Rails  Other
* Least Restrictive Measures Used [0 10r2Wrists .0 1or2Legs >0 Medications  Other

" Trial Releases (O Done [ Notdone

Nurse signature : ' - N D,a‘te‘
Indian River Memorial Hospital, Inc,, Vero Beach, FL | i . Emergency Department Risk Assessment
Emergency Depariment ; o )
H ] . 1932’{-’1;5
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Inulan Rlver Memonal Hospltal
- Instructions and Infon'natlon from the Emergency ‘Medical Staff

For: SANDRA MAINES 08/08/2000 12:43:11 PM Doctor: Barbara McClure, ARNP

e

ABOUT YOUR RESPONSIBILITIES

AFTER YOU LEAVE, YOU MUST PROPERLY CARE FOR YOUR PROBLEM AND OBSERVE TS PROGRESS IF YOU DO NOT IMPROVE AS EXPECTED, OR ARE
WORSE DO ONE OF THE FOLLOW!NG IMMED(ATELY CONTACT YOUR OOCTOR or FO(.LOW—UP DOCTOR or CALL HERE 581-567-431 1 or RETURN HERE

The doctor thinks your symptoms may be due to: MULTIPLE CONTUSIONS

Keep this in mind: DIAGNOSIS WITH 100% CERTAINTY IS NOT POSSIBLE in the Emergency Department. Therafore, if you find you

mnotgenlnqbet!er amﬂmdiagnoslslsposslbh mdywmustmyourdodorocremn here.

. MULTIPLE CONTUSIONS are bruises of the skin and muscie. There Is no evidence of injury to your internal organs and usually no
broken bones. Areas of the skin that are bruised usually have a black and blue discoloration, and muscies that are bruised are

usually sore.

The most common symptoms are muscle aches, stiffness, swelling, redness, tendemess, and discoloration,

vt mroe

What to Return here immediately if you notice: A) increasing pain or swelling  B) increasing or persistent chest pain ()
Watch For: |increasing or persistent abdominal pain D) weakness, paralysis, or tingling of your arms or legs E) redness,
streakjng, or increasing tenderness or your skir skin brulses F) pain lasting more than 2 weeks
What to Your symptoms [Your symptoms should improve within 1-2 days, and you should return to normal within 1-2 weeks. It is common for
Expect: [new areas of mild soreness to appear in the first 48 hours after injury; but these shouid be mild. The appearance of
[severe or worsening pain means you mu ustbeseenaggl__byadod:or
What to 1. Rest for the first 24-36 hours. rs. If poss possible, elevate any sore areas above the Ieve! evel of your heart.
Do: 2 Apply Ice packs (wrap in a towel) to sore areas for 15-20 minutes every hour for the first 24 hours.
3. Stay off your feet for 1-2 daﬁ, but you may gradually begin to walk as your pain tmpmves _
What Not }1. DO NOT do any lifting, "y lifting, bending, or strenuous exerdise until your are completely healed.
to Do: 2 DO NOT remove any splints or braces (if you have been given them) until the doctor says to do so.
3. DO NOT ignore increasing pain - this is a sign you need to be seen again by the doctor.
. *sx BE SURE TO NOTE THE FOLLOWING ***
1 - MOIST HEAT TO ALL SORE AREAS 2 - STOP NORFLEX & NAPROSYN - NEW MEDS
3 - NO VIGOROUS OR STRENUOUS ACTIVITIES 4 - MUST FOLLOW UP AS SCHEDULED

YOU HAVE RECEIVED PRESCRIPTIONS FOR:

Vahum 5 mg (1 p.o. tid pm spasms), & Vioxx (25 mg)
All medications have potential side effects.Ask your pharmacist about any precautions you should take.

. YOU MUST SEEA FOLI.OW-UP PHYSICIAN:

The care of your problem Is not complete. Additional evaluation by another doctor is necessary. Please arrange to be seen by Kirk
Maes M.D. on or before 08/14/2000. Call right away for an appointment. Obtain authorization from your HMO.If for any reason you
_cannot arrange to see the doctor by this time, you must call here as soon as poslbie

- REMEMBER. : . Kirk Maes M.D. - ', YOU MUST MAKE

* YOUR CARE IS : ' ' 1300 36th St. - / ARRANGEMENTS

NOT YET CL _Vero Beach , FL 32960 .~ .~ FORFOLLOW-UP
COMPLETED : 664-2233 ' OF YOUR PROBLEM

e e e
| IT IS IMPORTANT THAT WE HAVE A CORRECT TELEPHONE NUMBER, IN CASE IT IS NECESSARY TO CONTACT YOU.

_|

| have received these instru

Signature of

. they have been reviewed with me, and | understand my reW W!ollow them. 6
Discharge Nurse: { 2

DICAL RECORDS s

Patient/Guardian)




K i" k E ."M a eS 9 MD. 8000 Ron Beatty Blvd . Ste B-3

. X ; Barefoot Bay, FL 32976
Orthopedic Surgery and Sports Medicine Ph 664-2233  Fax 664-3060

NAME: SANDRA MAINES : DATE: August 14, 2000

Sandra is a 39 year old black female. She is referred from the Indian River emergency room. She was
seen there twice in August, first on August 2nd and next on August 8th. She has had a fall and injured her
left elbow, her neck and her lower back. She is deaf and dumb and there are serious communication
problems interacting with her although frankly she is an extremely pleasant woman with her interpreter.

P.E.Elbow: There is pain over the radial head. There is no pain on the olecranon. There is full range
of motion with only pain with the extremes of full extension. There is no pain with resisted dorsi flexion or
palmar flexion to suggest tendinitis. ..
P.E.Neck: She has full range of motion. There is some pain over the left trapezius muscle more so
than the right. She has good shoulder motion with only mild evidence of impingement and she has slightly
limited range of motion of the neck secondary to the neck muscle pain. There is no significant pain over
the mid line compared to the paraspinous muscles.

P.E.: Her extremities show decreased strength of the anterior tib on the right compared to the
left, decreased strength on the peroneals on the right compared to the left which recreates a fair amount
. of her pain in the posterior aspect of her thigh. The pain is there constantly. She describes this as the
worst pain that she has ever experienced. She has good hip range of motion, good knee range of motion.
She has symmetric reflexes at the knee, slightly decreased reflex at the right ankle compared to the left
and a positive straight leg raise on the nght side with sitting recreating and aggravating the back and leg
pain.

X-RAYS: ~ She has x-rays from Indian River Hospital that are essentially normal aithough one of the
views show a possibility of a very slight impacted fracture on one aspect of the radial neck which in fact
| think is what is really go on. She also has AP and lateral neck films that show no evidence of damage
to her cervical spine and no degenerative changes.

IMPRESSION: ' s
1. She has a hemiated lumbar disc at the L5$1 level by clinical exam
'"2. - Shehasa completely nondisplaced occult fracture of the radial neck. | think that this
represents what is brewing with the pain in the left radial head. -
3. ' She has cervical muscle strain from her fall and Ianded on the Ieft upper extremlty in addition to

trapeznus muscle straln

PLAN: She was gnven Naprosyn and Ultram and Noraﬂex on her ﬁrst visit to the emergency room, they
switched her to Vioxx and Valium on her second visit. We have reviewed all of her medicines with her
and | want her to continue the Vioxx 25 mgs q-day. She can use the Ultram for pain. We also talked about
mixing in Tylenol.for the pain. | want her to use lots of ice and heat and | want to see her back in a month
to check her progress. - Symptomatic treatment of her occult fracture. She should do well with continued
ice and heat treatments as well as anti-inflammatories for her muscle strains. We are going to check her
back in a month. If she is still having trouble | will get an MRI, possibly refer her to one of our other
physicians locally who can give her epidural Corticosteroid injections and consider physical therapy to help
get her through her back injury in a conservative nature.

<11+ 00 Scheduled MRT™  9-j3-00
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Kirk E. Maes, M.D. | ‘ $000 Ron Beatty Bivd, Ste B-3

Barefoot Bay, FL 32976
Orthopedic Surgery and Sports Medicine Ph 664-2233 Fax 664-2060

NAME: SANDRA MAINES ‘ DATE: September 11,2000

Sandra has multiple problems. First, her left wrist is still painful. Next, her left elbow is
tender. She is still having cervical muscle pain, trapezius strain and shoulder pain. She is
also having back pain with no improvement on Vioxx.

P.E.WRIST: Her left wrist is painful over the radial head over the distal radius especially
with dorsiflexion. She is somewhat improved since her last visit. There are no problems
at the right wrist. This seems to be extensor tendinitis.

P.E.ELBOW: Her left elbow is tender c;ver the lateral epicondyle consistent with tennis
elbow. She has no pain at the olecranon. There is no pain at the medial epicondyle. There
is no pain over the medial head.

P.E.: ' Third, she is still having cervical muscle strain. She has left trapezius strain.
She has a positive Neer and a positive Hawkins sign. She has pain with resisted abduction.
She has rotation to 90 degrees. She has internal rotation to the small of her back
compared with her bra strap on the opposite side. There is no pain over the AC joint. She
is still having pain down the back of her right leg. There is sciatic stretch pain over the back
and down the leg with straight leg raising. The reflexes remain symmetric on exam today.
The motor strength remains symmetric. '

X-RAYS:  She had no imaging studies today.
IMPRESSION: " . | L

1. She has multiple problems with her wris‘t;k eibow, cervical muscle, trapézius', shoulder
~and back. T ’ o

 PLAN: We gavé her a subacromiél injéctfoﬁ that relieved at least 50% of her pain in
her left shoulder. | want her to get an MRI. L.will see her back in a week. She may need
to see one of the spine guys, we will play that by ear. - o
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/. VERO RADTOLOGY ASSGC.LATES

777 37th Street Vero Beach, FL 32960

7ero X-Ray . Advanced MRI Women’s Imaging Center
Suite A-105 Suite A-105 . Suite A-107
(561)562-0163 , (561)562-0163 (561)562-0163
Fax (561)562-1505 Fax (561)562-1505 Fax (561)562-8707

Peter H. Joyce, M.D. Robert R. Bisset, M.D.

Jay P. Colella, M.D Heather S. Nagel, M.D.

George T. Puskar, M.D. Margarerc W. Weeks, M.D.

September 13, 2000

Kirk E Maes MD
8000 Ron Beatty Blvd
Micco, F1 3297s
Re: MAINES, SANDRA.
No: 80633 DOB: 06/26/61
MRI SCAN OF LUMBAR SPINE

Clinical history: A‘39JYéar-old female with right leg pain being
evaluated for disc herniation. ’

Technique: Tl and turbo T2 sagittal, T1 axial and MR myelography
images were obtained.

Findings: Lumbar spine is normal in appearance. There is no disc
herniation, canal or foraminal stenosis, or any significant
degenerative change. The conus and cauda equina appear
unremarkable. There are no paraspinal abnormalities. No evidence
of spondylolysis or spondylolisthesis.

IMPRESSION
NORMAL EXAMINATION.

Thank you for the referral of this patient.

George Puskar;MM.D. |
T: 09/14/00 .- Co A . |

This DocumenthHés Been Reviewed and Elecﬁronically‘ﬁpproﬁfd By
Vero Radiology Associates.. SR ' N
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Kirk E. ‘Maés, I‘I.D. : ‘ 8000 Ron Beatty Bivd.. Ste B-3

» ' - . Barefoot Bay. FL 32976
- Orthopedic Surgery and Sports Medicine Ph 664-2233 Fax 664-3060

NAME: SANDRA MAINES DATE:  September 18, 2000
Sandra comes back to day with an MRI of her lumbosacral spine.

P.E.: - She has sngmf icant improvement of her |mpmgement from her injection last
week. She is very happy with that. She is still having predominant amount of pain related
to the right scapulothoracic muscular girdle. She has pain over the trapezius. She has pain
over the right sided paraspinous muscles: She has pain in her lower back that is consistent
with before. Her reflexes in the lower extremities are normai. Her range of motion in her
hips and knees is normal. She has normal strengthin the lower extremities and normal
- sensation. She still has a fair amount of pain in her upper extremities, in particular the right
posterior shoulder. She has decreased pain on Neer and Hawkins testing. She has good
strength with rotator cuff testing but a lot of pain with the posterior aspect of his shoulder.

X-RAYS: The MRI of her lumbosacral spine was normal. There is no evidence
of disc pathology.

IMPRESSION: ‘
1. She has scapulothoracic motor dysfunction and paraspinous muscle pain.
2. She has low back pain non discogenic.

PLAN: "~ We sent her to physical therapy. They are going to work on some modalities
and some strengthening and stretching for the shoulder girdle. They will evaluate the
situation with her back. We will see her back in about two months prn.
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accident on August 2, 2000. She was seen
poth on August 2nd and again on August 8th. Her complicating P
" h h

ig a rema men and 18 pable of communi ting hrough hef
fractures did have pain ov bow, he! neck was

. low .

seen on August 140 py me in Orthopedic consuttation. | feit at that time that she had a totally no?
displaced radial neck fracture. W was very subtie on the x-18ys and was not anything that needed
significant i an. However { belleve that that was what represaﬂtad the problem. She had strain
\o her cervical muscles and her rapezius muscles and 1 felt that she had 8 nemiated \umbar disc on her
ninat _ i i in the left wrist
and pain over the radial nead. This was however improving. Her loft albow showed tendermess inthe
jateral epicondye- ghe still had some cervical muscle soreness and trapezius muscle soreness: She
had impingement of the left ghoulder and she continued with low back pain. We kept her on anti-

ich ordex ial i} gt that visit. She

maotion, strength and function. She was extremwhapwwim hergeam\omandasfarasicou\dtauwas
100% resotved and as such | presume {hat she will have no further problems. With a normat MR) of her
pack it is not reasonable to presume that she will have futuré problems related 10 this Injury " Her very
insignificant radial head fracturs nealed and ghould cause no long term problems. The contusio and
_shoulder impingeme ’ inject m

for her in the future. Her neck and trapezius muscie strain have resolved after therapy and should be
stable from this point forward. | do not anticipate that she will nave sequela in-the long run. Her

3 re ot r
. injury and | do not anticipate any future medical needs of expenditures ye\ated to this gituation.
f you have any quasﬁons.‘please‘ do not hesitate to contactme. S ‘

Sincerely,

= N

Rk E. Wacs. w.D.
Grk E. Maes, M.D.
Isjo

Dictated put not Proof Read
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- f If-’f'ou héw}é‘ ever had a listed ¢ “om in the past please check that ptom in the “Past column If
. you gre presently troubled by a. partxcu]ar symptom, check that symptom in the “Present™ colump,

~(Numerical codes listings are provided for the therapist’s reference.)
: Past Present

Dizziness (780.4)
Headache (784.0)

‘ ; Please check any of the following that apply to you:
~ Muscular [n-coordination (781.3) )

. Past Present
a,. .a Neck Pain (723.1) a Q [rregular Meastrual Flow (626.4)
@ @ Shoulder Pain (719.41) . a. g Profuse Menstrual Flow 626.7)
Q a Pain in Upper Arm or Elbow'(7 19, 47) a a’ Breast Soreness/Lumps (611.72)
a a Hand Pain (719.44) a a 'Vaginal Discharge (623.5)
Q. Q ' Upper Back Pain (724.1) = = PMS (625.4)
a g Low Back Pain (724.2) o 8 " Loss of Bladder Coatrol (7388.30)
a @ ' Pain in Upper Leg or Hip (719.45) a a Painful Urination (788.1)
- Q ‘a . Pain in Lower Leg or Knee (729.5) a. a Frequeat Urination (788.41)
. g a Pain in Ankle or Foot (719.47) a a Abdominal Pain (789.0)
Q. a Jaw Pain (526.9) -~ a a Coastipation/Irregular bowel habits (564, 0) -
- a a Swelling/Stiffness of Joint(s) = a DifTiculty in Swallowing (787.2) ’
a Q Fainting, Visual Disturbaaces, Nausea (780.2) § ©@ Q Heartburn/Indigestion (787.1)
a a Coavulsions (780.3) a a Dermatitis/Eczema/Rash (692.9)
- Q a
a a
.Q =
Q a
- Q a
" a a -
Qa a
a a
T Q m]

Tinanitus (Ear Noises) (388.3) Q o Tobacco use (305.1)

Rapid Heart Beat (785.0) a a Alcohol use (305.0)

Chest Pains (786.5) Q a Birth Control Pills used

Loss of Appetite (783.0) a a Medications (please list them)

Anorexia (783.0)

- Abnormal Weight 0 Gain (783.1) '
. - 0 Loss (783.2) Q o Drug or Alcohol Dependence (303.9)
Q a Excessive Thirst (783.5) : Q a Pregnancy
(@] a Chronic Cough (786.2) ] a Surgical Procedures (please list them)
a a Chronic Sinusitis (473.9) . -
a a Genenl F,ﬁg’i,e (780.7) a Q CofYee/Tea/Caffeinated Soft Drinks, cups
' per day
Present Weight: Pounds Helght Feet__ Inches
Yes No
If famlly member has had any of the followmg, please mark the§ O o Do you bave a permaaent disability rating’
appropriate box: ) Location
QO Cancer © OLung Pmblems O Headaches Date rating received / !
9 Rheumatoid Arthiritis O High Blood Pressure O Lupus Rating Percentage )
Q Diabetes . . O Epilepsy " © . OOther -~ - S g
.0 HeartProblems . o Back Problems ‘"@#o-- .o . Do you have a pacemaker"

~ Listed below are common diseases and disorders. Please indicate whether you have had a pamcular
duorder in the past or are presently troubled by a listed dxsorder. -

o a Depression (311.0) _ a. ‘a " Emphysema (chromc lung dlsorders) (49’7
a - a 'onrtlc Aneurysm (441.5) a. .a. Arthritis (716.9)
a o 'High'Blood Pressure (401, 9) . o .o Diabetes (250.0) .
- a- a “Angina (413.9) - . . a’'a Ulcer (556.9) -
a- a Heart Attack (410.9) o a Kidoey Stones (592.0)
a = Stroke (436.0) - a . @ _ Biladder Iafection (595.9)
a a Asthma (493.9) . : a’ g . . Kidoey Disordérs (by condition)
= o Cancer (199.1) L S a a Colitis (558.9) -
a a ."Prostate Problems (601 9) e Q@-. ‘g - ’ Irritable Colon (564.1)
a a . Anorexia (783.0) . a a HIV/AIDS (042.0)
a a Blood Disorder (790.6) /' o a -a Other
e

/

A » -
PATIENT’S SICNATURE 74 C//' & 75

LAz,  DATE 0'7[7/&7//0/

/
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R Ifyou have ever had a hsted sy fom in the past, please check that: . .ptom in the “Past” column. [f
+ . you sre presently troubled by a pzmcular symptom, check that symptom in the- “Present” column,
" (Numerical codes listings are provxded for the therapist’s reférénce.)

" Pagst Present . Ce Past Present

[rregular Menstrual Flow (626.4)

Muscular [n-coordinatioa (781.3)

--a a Neck Pain (723.1) a Q
a a Shoulder Pain (719.41) a a Profuse Meastrual Flow 626.7)
.« @ . a Pain in Upper Arm or Elbow (719.42) a s} Breast Soreness/Lumps (611.72)
.- a a Hand Pain (719.44) a a Vaginal Discharge (623.5)
a a Upper Back Pain (724.1) a a PMS (625.4)
. a a- Low Back Pain (724.2) a a Loss of Bladder Coatrol (788.30)
a a Pain in Upper Leg or Hip (719.45) Q a Painful Urination (788.1)
a a Pain in Lower Leg or Knee (729.5) a a Frequent Urination (788.41)
a = Pain in Ankle or Foot (719.47) a a Abdominal Pain (789.0)
= a Jaw Pain (526.9) a a Constipation/Irregular bowel habits (564.0:
a Q Swelling/StifTness of Joint(s) a a Difficulty in Swallowing (787.2) '
a a Fainting, Visual Disturbances, Nausea (780.2) § O - a Heartburn/Indigestion (787.1)
a a Coavulsions (780.3) a a Dermatitis/Eczema/Rash (692.9)
Q o Dizziaess (780.4)
a o Headache (784.0) Please check any. of the following that apply to you:
=} a
Q - a
a Q
- a a
a a
- Q m]
a @]

Tinnitus (Ear Noises) (388.3) - = a Tobacco use (305.1)
Rapid Heart Beat (785.0) a a Alcohol use (305.0)
Chest Pains (786.5) a a Birth Control Pills used
" Loss of Appetite (783.0) a a Medications (please list them)
Anorexia (783.0)
Abnormal Weight G Gain (783.1)

s)
a

O Loss (783.2) Drug or Alcohol Dependence (303.9)

a a Excessive Thirst (783.5) a a Pregnancy
o a Chronic Cough (786.2) o a Surgical Procedures (please list them)
a a Chronic Sinusitis (473.9) -
c a General Fatigue (780.7) a Qo CofTee/Tea/Cafleinated Soft Drinks, cups
per day
Present Weight: - __Pounds Height: Feet Inches

°F
“F

If family member has had any of the following, please mark the " Do you bave a permanent disability rating’

appropriate box: - Location

a Cancer Q Lung Problems O Headaches Date rating received___ /[
O Rheumatoid Arthritis O High Blood Pressure O Lupus

Q Diabetes .. _OEpilepsy. . Q Other - . : i

O Heart Problems - O Back Problems : ' ’ a ‘a - Do you have 2 pacemaker?

Listed below are common dlseases and disorders. Please indicate whether you have hada partxcular

|

1

\

|

|

i

|

i

|

|

1

Rating Percentage VA : i
|

|

disorder in the past or are presently troubled by a listed disorder. . .
|

|

\

|

o a _ Depression (311.0) . . o Q . Emphysema (chromc lung disorders) (492
a a Aortic Aneurysm (441.5) . a a Arthritis (716.9)

a 0 High Blood Pressure (401.9) . o o. Diabetes (250.0)

a a Angina (413.9) * o 'a Ulcer (556.9)

a a Heart Attack (410.9) a a Kidney Stones (592.0)

a a Stroke (436.0) a ‘o Bladder Infection (595.9)

a a Asthma (493.9) - - a - o Kidoey Disorders (by condition)
a o Cancer (199.1) ' a- a Colitis (558.9)

a a Prostate Problems (601 9) . 'a [rritable Coloa (564.1)

a a - Anorexia (783.0) u] u] HIV/AIDS (042.0)

a a Blood Disorder (790.6) Q a Other

. o /
PATIENT’'S SIGNATURE : V?C&'(u ‘M&:\(—u < DATE { 027//0 /
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Marjorie R. Rodd, P.T, Cert. M.D.T.

- INITIAL EVALUATION (97001)

PATIENT : Sandra Maines
DATE : March 1, 2001
PHYSICIAN : Kirk Maes, M.D.

. CHIEF COMPLAINT: Cervical pain, lumbar pain, and left elbow pain.

HISTORY OF PRESENT ILLNESS: The patient reports that she had a
fall in K-Mart on August 2, 2000. She apparently slipped and fell
" backwards landing on her head, shoulders, and back. The onset of
symptoms began immediately Wlth low back paln and, within 24-hours
the patient experienced neck and shoulder pain, left greater than
the right. She has not had intervention other than medication to
date and feels that her symptoms are either unchanged or worsening.
As you know, the patient is deaf and unable to communicate and we

did use her daughter to perform this verbal exchange with the
patient.

GENERAL HEALTH: The patient is in excellent health.

OBJECTIVE FINDINGS: Standing posture is fair. Sitting posture is

fair.. Cervical range of motion is within normal limits. Lumbar

range of motion is severely limited in both flexion and exten51on.

Cervical repeat: motion testing, was not productive of change in

symptoms. . There is' +4 tenderness to palpation in both upper

trapezius, rhomboids, and levator scapula musculature. Repeat

motion testing of the lumbar spine also did not seem to change the

_patient's symptoms, however I do not feel that this test was done

as effectively as I would have liked to have seen and I will re-

test this again :in the future. There' was  some - dlfflculty in

L communicating exactly what I wanted the’ patlent to ‘'do and to be

- able to assess the response. We will try the 51de lylng position
to see 1f this will be effectlve. o

The patient did complaln of pain in.the lateral aspect of the left
elbow and she, most likely, put this behind her durlng the fall and
sustalned an 1njury from hlttlng the floor.~

- 2021 Indian River Blvd. « Varo Baach, Flonda 32380 » (581) 557-8040 » Fac (331) 557-842




“ Kirk Maes, M.D. S

Patient . : Sandra Méines
Initial Evaluation
Page Two

PHYSICAL THERAPY CONCLUSION:

1. Cervical sprain/strain. : :

2. Lumbar pain, inconclusive. Will need further evaluation to
determine if mechanical in nature or not.

3. Left lateral epicondylitis. -

. TREATMENT PLAN: Treat with modalities including massage,
electrical stimulation, therapeutic exercise of cervical and lumbar
musculature, and ultrasound to the left ‘elbow. We will treat three
times a week for 3-4 weeks and encourage the patient on a home
exercise program to begin'range of motion and therapeutic exercise
to restore normal flexibility and strength and decrease pain.

" REHABILITATION POTENTIAL: Fair.

W A L7 -
Marjorie R. Rodd, P.T.,
Certified MDT Lic #0007940
‘MRR/eh . =T

=

I certify,thé_abbve is medically necéséary and will be reviewed by
. me in. 30 days. - . . -

Kirk Maes, M.D.. . .




Marjorie R. Rodd, P.T., Cert. M.p.T,

7*BROGRESS REPORT

PATIENT : MAINES, Sandra
DATE : -March 20, 2001
PHYSICIAN : Kirk Maes, M.D.
DIAGNOSIS : Cervical pain, lumbar pain, left elbow pain

This is only our third visit to Mrs. Maines since her first visit
on 02/27/01. She did miss one appointment and there was a
mlsunderstandlng as to how often I wanted to see her after her
first visit and that is why we have only had three visits. She has
been very compliant and cooperative and has been a pleasure to work
with in the clinic. We have not had a difficult time in
communicating as her daughter is always present and very adept at
the sign language, so I therefore feel we are getting a very
accurate picture as to her progress.

" She reports that her neck and arm are slowly improving, and,

indeed, they seem to be much less sensitive to touch and to general
motlon. I am most encouraged as the symptoms in the right lower
extremlty have responded very well to our mechanical intervention
and it now does seem very consistent with a lumbar derangement that
is amenable to mechanical treatment. Indeed, when she is on her
right side, there is no pain and on this visit she was able to
progress onto her stomach and even into extension in the prone
pOSLtlon where one week ago she had immediately reproduction of
pain in attalnlng the prone position. This would indicate .- an
excellent progress as well as excellent potential.

She is to contlnue this over the next 48 hrs. and we are to see her .
again to progress into the standing extensions and hopefully reach
stability over the next five to ten, days. I am very encouraged as
to. her overall progress and w111 keep you well lnformed

D /&/-?7 f
Marjorie Rodd, P.T.

Certified MDT #0007940 _ S
MRR/eh - -

2021 Indian River Bivd. * Vero Beach, Florida 32960 ¢ (561) 567-8040 * Fax (561) 567-8420
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( ) decrease/abolish pain ( ) increass strength
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( ) COMPREHENSIVE SPINE MGMT. ( ) MYOFASCIAL RELEASE
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Marjorie R. Rodd, P.T,, Cert. M.D.T.

DISCHARGE SUMMARY

" PATIENT: SANDRA MAINES
PHYSICIAN: Kirk Maes, m.d.
DATE: April 3, 2001

We have seen Mrs. Maines for a total of eight visits for treatment
of a cervical thoracic strain/sprain, greater on the left than
rlght low back pain secondary to lumbar derangement with referred
- pain into the right lower extremity -and left -elbow lateral
epicondylitis secondary to a fall she sustained on August 2, 2000.

Mrs. Maines has done extremely well in all three areas of injury.
She is stable now in the low back condition. I performed a flexion
test to assure the integrity of the annulus and - the healing process
on 04/02/01 and found her to be stable. She has done recovery
exercises over the last 24 hours and presents today still symptom
free with normal range of motion in all planes of the lumbar spine.
She reports that. her left elbow is doing okay and that the
tenderness is still present in the 'left upper trapezius and
cervical area. However, it is much better and we both anticipate
that over time with continued use of moist heat and gentle
exercises at home- it should .fully resolve. Therefore, we will
discharge Mrs. Maines today - on a home program of postural
correction, correct body mechanics and recovery exercises for the
lumbar derangement. She has been extremely pleasant to work with,
very cooperat:.ve in our program and has followed through with every
exercise and instruction to the letter. It is unfortunate that she
was forced to wait over this exceedingly long. perlod of time. from
" the date of her lnjury to when she was able to receive care as she
has gone on with pain and suffering much' longer than obviously
would -have been needed as we were able to fully resolve her
injuries in eight visits.. However, I am still pleased that we were
.able to help her and appreciate the opportunlty that you gave us in
doing so. It was .a pleasure to meet her and her famlly. She was
a dellght to have 1n ‘my clinic.

Marjorie Rodd, P.T. Certified MDT §#0007940
CAW:MRR/902

. 2021 Indian River Blvd. » Vero Beach, Florida 32960 * (561) 567-8040 » Fax (561) 567-8429
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Sandra Maines
4765 30th Ave
Vero Beach FL 32067-1758

August 16, 2000

Re: Account No. 1932216 Sandra Maines

tn care services at Indian River Memorial Hospital.
quality service, we are supplying you

You have received heai
ices rendered during

. Because our goal isto provide the highest
- with the following summarized information for the serv

the period of August 08,

‘Since you are covered' under a health in
n at the time of registraton. If

with the insurance carrier given 2
insurance at the time of registration, we will file after your pri
aid. However, if you did not provide your secondary insura

immediately with this essential information. Our records indic
is as follows: EDICARE.

surance policy: A claim has been filed
you gave secondary
mary insurance has
nce, please contact us
ate that your insurance

of charges below does not include most physician charges.
Radiologists, pathologists, surgeons, anesthesiologists, consulting physicians, and

. others will bill you separately. {f you have any questions regarding the pill from
your physicians, please contact them directly.

The summary

 Emergency Room and Outpatient .. E 43.‘(5’ .
Total Charges st TS

t

indian River Memorial Hospital
patient Accounts Department
(561) 567-4311 ext 3-1000

i an0s0 (561) 567-4311 . FaxNo. (561) 562:5628 R






LOCATION:

¥ ' | EMERGENCY MEDICINE AS: _IATES ..
- -P.0O. BOX 860231 Do
3 " . ORLANDO, FL 32886
SANDRA MAINES - 10280 .
4765 30TH AVE .
R VERO BEACH FL 329367 - .

- 3ILLING INQUIRIES: MONDAY THRU FRIDAY
'3:00 AM TO 5:00 PM EST
~TOLL FREE PHONE: 1-800-679-5234

-cl]

PATIENT: SANDRA MAINES

INDIAN RIVER MEMORIAL HOSP

!
\\‘ 3504~0053614-0%//

KSR Tei§ IATIC SCRVCLR AETIATS

o1, 2288 TETACH “IP 33T CNM ANC ETUAN MTH /CLR AEMITTANCE T NSWAE SREDIT 7T ACLA MITILNT

DATE ~  BALANCEDUE = STATUS |
11-10-00" 56.32 J1 35)
0385 DUN

. IMPORTANT:

SN

\

The outstanding balante is your responsibility.
of the balance due. S

- g L. PRI EN . N
LA . AT e ity
oL b . -

"
ke

MEDICARE FLORIDA
PO BOX 44117
POL: 2645959881A

PHONE: 8

] PRIVATE PAY.
" POL:

PLAN:

PRIMARY INSURANCE

Q0

SECONDARY INSURANCE
PHONE:

Your insurance company has_épplied a portion of this bill t¢ your deductible.
Please remit prompt payment

33 7586
JACKSONVILLE FL 32231
PLAN:

GRP:

-CONT LOSS-MEDICARE -

)9-11-00 ADJUST 'CONT LOSS-MEDICARE
39-11-00 ADJUST CONT LOSS-MEDICARE- . = -.

ANl  EMERGENCY MEDICINE ASSOCIATES
e P.0. BOX 860231

ORLANDO, FL 32886 -

_-IRS#: 65-0128777

Tyl

i D

a . '56.32

 ACCT NO: B504-0053614-02
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EMERGENCY MEDICINE AS. . JIATES
P.0. BOX 860231 o
ORLANDO, FL 32886

I Lo
= .

PATIENT: SANDRA MAINES

LOCATION: INDIAN RIVER MEMORIAIL HOSP

) *  ACCOUNT NUMBER. -\

SANDRA MAINES 10814 )

| :
4765 30TH AVE ; \\ksso4-oos3614-014/)
VERO BEACH FL 32967 * , -

s BAL_ANCE DUE

. BILLING INQUIRIES: MONDAY THRU FRIDAY
8:00 AM TO 5:00 PM EST - \ .
TOLL FREE PHONE: 1-800-679-5234 - \dp-27 - 150.00 I, P3 RER

PLEASE CETACH TOP SCATICN AND SETURN WITH “CUR IEMITTANCE ~C 'NSURE CREZIT TG CLR ACTOUNT

XZ22 THIS PCATION 2R “OUR 9ECCOROS 0677 FIN
'MPORTANT Lo N r-’;"_f,:' ‘i?:‘c _\\

YOUR ACCOUNT IS SEVERELY FA.
- THIS IS YOUR FINAL NCT! -
attempted to correspond wi.t® an effort to

We have repeatedlg :
resolve_ this outstanding balance. We have bee: - . s, to assist you
in settling your account.without further act:i2: nis cannot be done

in a reasonable time, we have no alternative bu-
to a commercial collection agency. ) .

fer your account

If; ou wish to prevent.such.action lease . remi; . xpayment promptly
or fontact-our gfﬁfCe atﬂthezaboveﬁngmbeﬁ £o drs . %@@;erngt;vé@
arrangements. . * e g SRR RN B % SR

e

EMERGENCY M:I: . .NE ASSOCIATES . PLEASE PA AMO © 150.00
S ) .P.0. BOX #¢ . 2 ) —
IRS#: 65-0128777 ORLANDO, F. . -=-- . o *: B504-0053614-01 -

e




L B s 4 ‘ ,. . &
4 DS 1 s, 0 . PR - ot
SRS SR 0 miael e - e . B “ . s
LE g e LPRN LR PR - - R o rt c e sl T ' “
LA ST AP S R 5 .o P e “ P - e, .
ey ek iy S0 2 Sl T e N ' . R N N R
o s e o Momre o 5 . P P _ ~ et -
prp g R TTC i [ N RV . R R . .. .
N SN -~ e e P 4 LT N . . , - - - -
P R T B >3 BN b ‘ .
“ - L LA T LR B . - . . Ea
e A - - P . . : - - N
ETSa) ‘v . v . R oo,
N . . - . - A . O, s . .
N .. B [ . - .
.o"; - 2z N - » .o i . R .
PR IS i :
LU - . peoig - . . .
. s . N R ool . .
. L - . T . N - - . .
. - .
. 5o - - - v o
- . - - PES
. e, B S WE .
. - s LG st
‘ . . LRy
. . <A B
. R ) sl
B
~ . - . - Lo - . o N “ . . N
et . - . . » . AN - N i
. ~ Y - ) - R . s
- - - - B o * . ~ - ' N '
LT . - . . - T - B -
- N LA . .- - . P . B L - P -
. .- N R L : , - .
R . . 5 ~ B .
N S - - R » . fg - - R
- “ ‘ e . - N - 4 M . - < N '
d LN . B hd N i - .- 3
~ . | . FO V. , . PR B N -
- ~ o ~ - Vi
. R s T . . e 1. B . .
N - . s - oL .
. . R i . B R N . P R '
. . PN . L . A
- . P LI 1+ E . - -
A € - - - R N N ) .
. . R R [N . - B
' s . L e - . . N B K B . \
- . vy o= N . R B > o L. N
- - . . - A . - + . -t . - v *
- - . ~ ~ - - " 5 . HE. * s
- . » -~ = B v Lo - 1+ . .
o - . an PR .- . N
- “ . . N ot 5 R R . . .
N - - - P . . . e o
- .8 . . . o . L . ‘
N . N - ., P A - -
- N . s - - . \ . - -
“ . B - it B d oA
. . . s - ERUPN - ,
] -




- v pe et o 2 = o
AR F R A T SR R A R e N "!:.a.. SN TENRY

PR T TR ) R

T T T STATEMENT e L
o " S f. . } (_ACCOUNY 3 DATE OF STATEMENT
. McCorkle Radiology Associates 01-04-01s.. .v.v 11/30/2000 ]
-+ T77737th StSuite D 106 PATIENT'S PHONE NUMBER | PATIENT'S DATE OF BIRTH ’
" . " Verd Beach FL 32960 561/770-4264 06/26/1961
R : . EMPLOVYER PRIMARY INSURANCE
- LT , ADMISSION DATE SECONDARY INSURANCE
IRS¥ 59-1406248 Phone: 561/567-1942 L )

PATIENT:
MAINES, SANDRA

uT mauaumnuumummmmnummmnﬂnm |HYEEEEED

47 asessares3 DIGIT 329 )
: |..||.n| Il lm"..lmlmllul lm"lml ”ml l....!ll
) RA MAINES

4765 30THAVE - .
. VERO BEACH I-'L 32967 1217 . ) T

- MCCORKL4-0036509-0001088-0083376-001-000126-4001135 _

- We accept MasterCard and Visa. $10 Min. See Credit Card information on back.
- We will file i insurance for you. See information on back.

(___AMQUNT PAID

$109.00
MAKE CHECK PAYABLE & REMIT TO:

lll”llll " Illl"ll"lll"llll
McCorkle Radiology Associates
777 37th St Suite D 106

Vero Beach FL 32960

. " pDETACH HERE< AND RETURN THIS TOP PORTIGN WITH YOUR PAYMENT
- 7 PLEASE CHECK BOX IF ABQVE ADDRESS !S INCORRECT AND INDICATE CHANGES ABOVE. { ‘ USING THE RETURN ENVELOPE ENCLOSED
DATE . - DESCRIPTION OF SERVICES DIAGNOSIS AMOUNT
08/02/00 ~ .4 T72050-26 SPENE CERVICAL MINIMUM 4 VIEWS $70.00
) 08/02/00 4 .73080-26 ) ‘ELBOW 3 VIEWS - - $39.00
EE ‘ - " - THIS ACCOUN'I' IS PAST DUE PLEASE REMIT A PAYMEN'I' /MB
PATIENT ACCOUNT NUMBER oy
MAINES, SANDRA 01-04-01931040 » $109.00
ICATION OF SERVICE - .
RIV MEM HOSP EMERGENCY PHYSICIAN PERFORMING SERVICE | DATE OF STATEMENT
1000 36TH STREET VEROBEACH FL 32960 PUSKAR, GEORGE T M.D. 11/30/2000
INJURY DATE ADMISSION DATE | DISCHARGE DATE REFERRING PHYSICIAN fxi‘_ OF SERVICE
. BURO DONIIN‘ICK D O ig‘:m%‘egr H%si%-\l.a : SLPS G HOME
i T 4. EMEAGENCY I00M 3 cun g
McCorkle Radiology Associates
777 37th St Suite D 106

Vero Beach FL 32960

TIRS# 59-1406248 Phone: 561/567-1942

AN of: R
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STATEMENT

-
RS L TERT RN e

IS DAL S R R T T ST S A T

- = Se S ,-'_J""—— .

.. MAINES, SANDRA .‘ L
!Ilﬂ!liMlllllllﬂllimllﬁlllMﬂ!ﬂﬂllllllllﬂlIl!llll]llllﬂlll! (LSRR ANATR

#6  axreaeea33 DIGIT 329
lullml I, Imllulmlmll..l Lllluaals ll...| i
RA MAINES

+ 02-04-00022060
4765 30TH AVE
VERO BEACH FL 32967-1217

MCCORK.1-0036074-0000975-0081660-001
") PLEASE CHECK BOX IF ABOVE ADDRESS IS INCORRECT AND INDICATE CHANGES ABOVE.

SN — B N ACCOUNTNC . T DATE GESTATEMERT
» . 'Vero Radiology Associates ' 02-04-000220¢~ _11/17/2000 .
< .. 777 37th St Suite D 106 PATIENT'S PHONE NUMBER | PATIENT'S DATE OF BIRTH
Vero Beach FL 32960 - 561/770-4264 06/26/1961
. EMPLOYER PRIMARY INSURANCE
264599881A
: . : . e , ADMISSION DATE SECONDARY INSURANCE
IRS# 59-2755370 Phone: 561/567-1942 oA L )
PATIENT:

We accept MasterCard and Visa. $10 Min. See Credit Card mformanon on back. We ~AMOUNTPAD
" will file insurance for you. See information on back. )

AMOUNT DUE -~

' $118.38
MAKE CHECK PAYABLE & REMIT TO:

19| P Y TR L PO L PR
Vero Radiology Associates
777 37th St. Suite D 106
Vero Beach FL 32960

DETACH HERE~, AND RETURN THIS TOP PORTION WITH YOUR PAYMENT
£ Y USING THE RETURN ENVELOPE ENCLOSED

DATE *

DESCRIPTION OF SERVICES

DIAGNOSIS AMOUNT
-+ 09/13/00 5  72148-GA MRI L-SPINE 7242 $591.91
11/08/00 999920 MEDICARE PAYMENT $473.53~
PATIENT ' ACCOUNT NUMBER At
MAINES, SANDRA *_ 02-04-00022060 D $118.38
CATION OF SERVICE - - - PHYSICIAN PERFORMING SERVICE | DATE OF STATEMENT
'VERO RADIOLOGY ASSOCIATES - .
- ADVANCED MRI VEROBEACH FL 37960 ) PUSKAR, GEORGE TM.D. 11/17/2000
INJURY DATE | ADMISSION DATE | DISCHARGE DATE REFERRING PHYSICIAN "PLACE OF SERVICE

1 INPATIENT HQSPITAL 5 QFFICE -
2. QUTPATIENT HOSPITAL 5. NUARS.MG MOME
Y TOR'S OFFICEINO LAB 7 QTHEA

4. EMEAGENCY ROOM 8. CLINIC

MAES, KIRK EM.D.

- WE HAVE HEARD FROM MEDICARE OR YOUR PRIVATE

: *  INSURANCE CARRIER. YOU ARE NOW RESPONSIBLE
. FOR ANY BALANCE ON THIS ACCOUNT

Vero Radiology Associates
777 37th St. Suite D 106

' ,Vero Beach FL 32960

ATIRQL 0978270 Dhnnp 561/567-1949__.
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PAGE 1

Amount' Znclosed

" ' STATEMENT . - -

Account Balance Cutstanding Ins. Amount Due Payment Due Date

=cazsasszzasssnn

78 .54

szsusasanwasxnsas

10/30/00

aaasnmsovazocaasna

EELEL L E P F P

KIRK E MAES MD S :
8000 RON BEATTY BLVD -

STE B3

BAREFOOT BAY, FL 32976

- Guarantor - - Patientc -

SANDRA MAINES
4765 30TH AVE.
VERO BEACH, FL 32967

- SANDRA MAINES -
o 4765 30TH AVE.
VERO BEACH, FL 32967

PLEASE DETACH AND RETURN THIS PORTICN WITH YOUR REMITTANCE

Date Claim # Pacient Pro Code Description Charges Credicts '
’ 08/14/00 002320 SANDRA iR 99205 NEW PATIENT LZVEL S 195.00
) ) . Pri. DX: 722.10
08/31/00 002321 SANDRA IR MEDICARE pilled 195.00
09/11/00 002512 SANDRA IR 99214 OV LEVEL 4 85.00
Pryi. DX: 726.10
-,09/11/00 002512 SANDRA R IR 20610 INJ/ASPIRATION SHLD, HIP, KNEE 90.00
l ) Pri. DX: 726.10
09/11/00 002512 SANDRA IR  J2930 CELESTONE UP TO 125MG $.00
L ' or1. DX: 726.10
a9/18/00 002549 SANDRA IR 99214 OV LEVEL 4 85.00
' Pri. DX: 722.10
09/19/00 0021320 SANDRA IR MEDICARE 131.12
09/19/00 002320 SANDRA IR MEDICARE WRITEOQFF 3r.10
09/19/00 002549 SANDRA IR MEDICARE billed 85.00 '
10/09/00 002549  SANDRA , . . IR MEDICARE ) 59.73
0 - 30 Days:. . 0.00 - 91 .- 120 Days: - 0.00 Amount Due......: . "78.54
31 - 60 Days: - 45.76 ST ) ,‘: Over 120 Days: . 0.00 _Outstanding Ins.: 0.00
61 - 90 Days: ,32..78 ‘, ; L g - - ’ Account Balance.: 78 .54
) From . Office Phone Account Balance

KIRK E MAES MD

Tax ID: 593589482

Payment Due Date

10/30/00

Amount Due

. 78.54

SanasSamesoannIAI




< em i

L | e  STATEMENT . - - PAGE 1
Account Number Statemenc Date - ag:ccﬁn.:‘ 3alance, bu:scandmg Ins. Amount Due Paymenc Isue Date Amount Enclosed
001021 01/12/01 -87.68 - 0.00 Q. 14 o02/12/01
KIRK E MAES MD - )

8000 RON BEATTY BLVD
 STE B3

BAREFOOT BAY FL 32976

‘- Guarantor -

SANDRA MAINES .
4765 30TH AVE.

VERO BEACH, FL 32967

- Patient -

SANDRA MAINES
4765 30TH AVE.

VERO BEACH, FL 32967

------------------------------------------------------------------

PLEASE OETACH AND RETURN THIS PORTION WITH YOUR RBMI’I"I.‘A;‘CE

Date Claim # Patient Pro Code Description rges Credits
- Previous Balance - 73.54
12/14/00 003637 SANDRA IR 99213 EST LEVEL 3 $5.00
. Pry. DX- 724.2
12/20/00 003637 SANDRA IR MEDICARE billed 55.00
01/10/01 003637  SANDRA IR MEDICARE 36.58
"-o1/10/01 003637 SANDRA IR MEDICARE WRITEOFF 9.28
0 - 30 Days: - 9.14 4" 91 - 120 Days: " 45.76;‘ .-_ Amount Due......: q./gj
31 - 60 Days: - 0.00°. - - _Over.120 Days: . ‘,321.748"2' . . Outstanding Ins.: 0.00
61 - 90 Days: _ - .0.00-.-" = =, T ’ ". Account Balance.: - 87.68
From Office Phone Statement Date Account Balance
. .KIRK E MAES MD | (561) 664- 2233 01/12/01 87.68
- Tax ID: 593539462 . L eecasaadceacecmcacecscae  acemecaeesmesses  eemmemmmcmee-aaa=
Patient Account Number Payment Due Date Amount Due
"SANDRA MAINES . . .001021 ) ©02/12/01 27

B e R R e T T P e eemeacm s aeac s szsesnozvasaanas amusassazacsssas




i NS ) Ey
e ~

ks - - LA
L . . s o . wrp T N - R
- [ D ~—,-,;;r»-.»-..‘,,w Sseadud s B ,
; L ST -7 PR - oot e s
. E \ POMEIE S ey - N - - ) o
- o L dhaen W2 * X - - e :
A e W"L:“::. i ~ % Ve e L . .
o A:?:;:" d - N N R h - - - - - +
. ‘“‘ e - B P - - R - ~ ,
PPSERS - . = ) 1 A
s A ™ JOS o ‘ ‘ . ,
: S S ] | B
oy 22 p . | |
o AT TR S ’ |
el RN - ' N
i 3 oee P v ‘ h ‘ |
T e T . - ‘ |
AR LT, V |
LIPS TTRRE P 5 1 ‘
PR . . ) ) i
; - ) ‘ . : B
i» N ‘ :
. . ) N
{ ’ P
' B TN
- : * w4,
.
¢ . i
o ) '
N ' ) |
~ ) ) : © ~
» x . )
v o - PITES ~ .
‘ ° ’ N - o i )
, , ’ ' ; N ’ N - - » . v v
' | ’ y ’ : S . v : o P
. ~ . o ‘ ; ] . L ‘
. P . .- ' o . R o ) ‘
\ . “ ‘
. N v . ) o h ‘
. - . N N v R R , o . i i ‘
P . ., R o \
A , : ’
. .o . . . . . ‘ ‘ |
- ° . I3 v i ‘
- R R N . . R . Coen
N ’ " EOEY !
B ,: LI 3 v . R R ) ) ‘
. . R ) o ( ‘ |
~ e v . N . PR - - ‘
P . ) | |
I ‘ ’ : ;\ . ia
) ' ' - o ’ - * . ’
. , ) o ‘ y
B P e - L P © . N A ‘ : ' A
A ’ v - M ~ > . M W . Y .
- , - ~ . B os L L
. . L ~ . . ) A N . R ‘ ‘
. B . R . ;o - , ), ] 1 ‘
. . ; . N C . o
‘ / ' a B ’ ! 7 . > N -
, ., i - . - L. N oo B o 7
. h “ } ' | . P - - -
- . . R s . ; l
- . v . S e -, . i ;
.' 7 ' ' o - = - .- -
\ . N i ) V ; )
- - . R N i ) R Y
» - -t [ o o "n - . . o
' 0 > N " - - - . - R . ,A ) ) . ’ ‘ )
. * . . ; . i
; A ) o < : . M . . .
- a - s “ N ; ’ ) - ‘
Y o ‘ « ’ |
‘ ’ Tt : LT - - . . o
L= e s v ¢ . PR . P K te. o '
- . - ' ¢ - N . R ., . B ( ;
. ~ Wy . . s . ) o ]
+ 7, o~ . A - R ) ) ‘ v
R PAE ’ ’ ‘
- . . - i . ‘ ‘
. B . - o A
. - . A .
.




" JRINE & SPORT INSTITUTE. .
' 2021 INDIAN RIVER BLVD.

VERQ BEACH, FL

. (581)

7 FED TAX ID# 65-0704415

'ACCT 103173

567-8040

BRIAN J CONNELLY
379 BEACHLAND BLVD
VERO BEACH

' DESCRIPTION

32960 . -

SP MR DIAGNOSIS:

FL 32963

STATEMENT DATE:
PATIENT:
INJURED:

ID NO:
EMPLOYER: NONE

05/07/2001

INSURANCE

CHARGES

PAID

SANDRA MAINES
_ 08/02/2000
PHYSICIAN: MAES, KIRK E, MD

ADJUSTS

L em o e m m am e s e m e e M R M M 4m M S W A G D R TR W W M W M W W W M AN AN N N NN EE SN e E RS D eSS ESS .. "®ww .- =

02/27/01
02/27/01
02/27/01
. 03/08/01
03/08/01
03/08/01
> 03/20/01
- 03/20/01
. 03/20/01
" 03/20/01
03/21/01
'03/21/01.
03/21/01
03/21/01
. 03/21/01
©03/23/01
03/26/01
03/26/01
03/26/01
03/26/01
03/27/01

03/27/01.

03/27/01
©03/27/01
04/02/01
' 04/02/01
- 04/02/01
,04/02/01
04/03/01
04/03/01
04/03/01

EVALUATION |
E-STEM
MASSAGKE
E-STEM

THER. EXERCISE.

MASSAGE

E-STEM

THER. EXERCISE
ULTRASOUND
MASSAGE"
BRIAN J CONNEL
E-STEM ‘

THER. EXERCISE

ULTRASOUND
MASSAGE

BRIAN J CONNEL
E-STEM

ULTRASOUND . .
MASSAGE
E-STEM 7
THER. EXERCISE

ULTRASOUND '

MASSAGE.
E-STEM

THER. EXERCISE .

ULTRASOUND® -
MASSAGE ©
E-STEM °
ULTRASOUND
MASSAGE

Billed . 434.70 for 02/27-03/08/1

'THER. EXERCISE .~ .

BALANCE FORWARD -

PPN

Billed . 641.70 for 02/27-03/21/1

[ o .

193.20]|
34.50]
34.50]
34.50]|
£ 103.50]|
34.50]
" 34.50]
103.50]
34.50]
34.50]
|
34.50]
51.75]
34.50}
34.50]|
T
34.50]
51.75]|
34.50| -
34.50
_ 34.50]
- 51.75]
© . 34.50]|
T .34.50]
34.50]
51.75]|°
_ 34.50] .
© 34.50|
34.50]
34.50]|
34.50]

L g e I L R R R R I R I R Rttt i i il ind - -

'‘CONTINUED ON NEXT PAGE
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