FORM B0 (Official Form 10)

UNITED STATES BANKRUPTCY COURT

Name Of Debtor: (see attached for complete list of debtors) Case Number: Class

<mon<+ @okpoza'f'on Ehapat 1 0d o3y

Amount

Name of Credltor (The person or other entity to whom the debtor owes money O Check box if you are aware that
or property): anyone else has filed a proof of claim

// /—/()6/ ’OM/ IﬂP 0f /(q /_/ 330° relating to your claim. Attach copy

of statement giving particulars.
O Check box if you have never received

- . % any notices from the bankruptcy
At fie [é n

court in this case.
o O Check box if the address differs from
d oo

the address on the envelope sent to
j2d, ecl )€ ne

you by the court.
If address differs from above, please complete the following:

Your claim is scheduled as follows:

Creditor Name: Telephone: #
This Space is for Court Use
Address: Only
City/SvZip: ,
Account or other number by which creditor identifies debtor: ’ Check here if Qreplaces
this claim Clamends a previously filed claim, dated

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

0 Goods sold O Wages, salaries, and cor sation ({11l ou w)

0O Services performed Your SS #:

O Money loaned Unpaid compensation for services performed
} Personal injury/wrongful death from to

0 Taxes {date) (date)

O Other
2. Date debt was incurred: 3. If court judgment, date obtained:
4. Total Amount of Claim at Time Case Filed: S
If all or part of your claim is secured or entitled to priority, also complete Item 5 or 6 below.
0O Check this box if claim includes interest or otner charges in addition to the principa) winouut of the ciaim. Atach itomized o ient of all interest or additional
charges.
5. Secured Claim. 6. Unsecured Priority Claim.
O Check this box if your claim is secured by collateral (including a right of O Check this box if you have an unsecured priority claim.
setoff). Amount entitled to priority $

Brief Description of Collaterat: Specify the priority of the claim:
O Real Estate 0] Motor Vehicle 0 Wages, salaries, or commissions (up to $4,650), earned within 90 days before filing
0O Other of the bankruptcy petition or cessation of the debtor's business, whichever is earlier -

11 U.S.C. § 507(a)(3).
Value of Collateral: § O Contributions to an employee benefit plan — || U.S.C. §507(a)(4).

personal, tamily, or household use - 11 U.5.C. § 507(a)(6).
O Alimony, maintenance, or support owed to a spouse, former spouse, or child - ||
U.S.C. § 507(a)(7).
Amount of arrearage and other charges at time case filed included in O Taxes or penalties owed to governmental units - 11 U.S.C. § 507(a)(8).
secured claim, if any: § O Other - Specify applicable paragraph of 11 U.S.C. § S07(a)(_).

D Up to § 2,100 of deposits toward purchase, lease, or rental of property or services for

7. Credits: The amount of all payments on this claim has been credited and deducted for the purpose of making this proof of
claim. This Space is for Court Use Only

8. Supporting Documents: Attach 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 Hgn. DO NOT SEND ORIGINAL DOCUMENTS. If the documents are not available, explain. If the
documents are voluminous, attach a summary,

9. Date-Stamped Copy: To receive an acknowledgment of the filing of your claim, enclose a stamped, self-addressed envelope
and copy of this prooi of claim,

Date Sign and print the name and title, if any, of the creditor ur other person authorized to file this claim (attach

3-2b-
) copy of power of atjorney, if any): o \ YEE g
3 -1 iy SEA Vatre Mm 7 BAHKRUPTEY

Penalty for presenting frauddlent claim: Fine of up to $500,000 or imprisonment for up”to 5 years, or both. 18 U.S.C. §§ 152 and 3571.




NOTICL

Lhe preceding page is a copy of the creditor’s proof of claim, with
the Social Security number redacted for privacy.

Following this notice is the original (non-redacted) proof of claim.

&

TRUMBULL SERVICES, LLC




FORM B10 (Official Form 10)

UNITED STATES BANKRUPTCY COURT
NORTHERN DISTRICT OF ILLINOIS EASTERN DIVISION

_Chapter:11 -

,' 7‘ ¥ B

RN

Case’ Numbers 02:B02474 through
’ 02-B02498 o :

DI

Your claim is scheduled as follows;

Name of Debtor' (see attached for complete list of debtors)

Case N umber'

Chape X)) -

QAaBo a4

Class

{VY\OlYC‘I" Cor oozaTon

;‘NOTE This; form should not'be used 16 make-a clanm for an administrative expenkc arising aﬁer the commencement of the
case. A "request" for. payment of an ‘adrinistrative! expense mayﬁbe filed puisuant to'11 US.C’§ 503. :

Amount

Name of Creditor (The person or other entity to whom the debtor owes money

lar (osipl -hperks (2273

O Check box if you are aware that
anyone else has filed a proof of claim
relating to your claim. Attach copy.
of statement giving particulars.

O Check box if you have never received
any notices from the bankruptcy

" court in this zase.

[0 Check box if the address differs from
the address on the envelope sent to

you by the court.

If address differs from above, please complete the following:

Creditor Name: Telephone: #
This Space is for Court Use
Address: Only
City/St/Zip:
Account or other number by which creditor identifies debtor: Check here if DOreplaces
this claim Oamends a previously filed claim, dated

. 1. Basis for Claim
O Goods sold
O Services performed
O Money loaned
} Personal injury/wrongful death
O Taxes
O Other

O Retiree benefits as defined in 11 U.S.C. §1114(a)
O Wages, salaries, and cc@p satlon (ftll/out belgw)

Your SS #: 02 &

Unpaid compensation for services performed

from

to

(date)

(date)

2. Date debt was incurred:

3. If court judgment, date obtained:

4. Total Amount of Claim at Time Case Filed: ' $

charges.

If all or part of your claim is secured or entitled to priority, also complete Item 5 or 6 below.
O Check this box if claim includes interest or other charges in addition to the principal ainwuai of tie ciaiim. Attach itemized statement of all interes

additienal

5. Secured Claim.
O Check this box if your claim is secured by collateral (including a right of
setoff). «
Brief Description of Collateral:
O Real Estate O Motor Vehicle
O Other

Value of Collateral:  §

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

6. Unsecured Priority Claim.

I Check this box if you have an unsecured priority claim.
Amount entitled to priority $
Specify the priority of the claim:

[ Wages, salaries, or commissions (up to $4,650), eamed within 90 days before filing
of the bankruptcy petition or cessation of the debtor's business, whichever is earlier -

11 U.S.C. § 507(a)(3).

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

O Un to § 2,100 of deposits toward purchase,

lease, or rental of property or services for

personal, family, or household use - 11 U.8.C. § 507(a)(6).
O Alimony, maintenance, or support owed to a spouse, former spouse, or child - 11

U.S.C. § 507(a)(7).

[ Taxes or penalties owed to governimental units - 11 U.S.C. § 507(a)(8).
O Other — Specify applicable paragraph of 11 U.S.C. § 507(a)(_).

claim.

perfection of lien. DO NOT SEND ORIGINAL DOCUMENTS.
documents are voluminous, attach a summary.

" and copy of this proof of claim.

7. Credits: The amount of all payments on this claim has been credited and deducted for the purpose of making this proof of
8. Supporting Documents: Attach copies of supporting documents, such as promissory notes, purchase orders, invoices, 5
itemized statements of running accounts, contracts, court judgments, mortgages, security agreements, and evidence of

If the documents are not available, explain.

9. Date-Stamped Copy: To receive an acknowledgment of the filing of your claim, enclose a stamped, self-addressed envelope

This Space is for Court Use Only

If the

COMPANY,
-2(-04

copy of power of atjorney, if any):-
i /Y5 72 |

Date Sign and print the name and title, if any, of the creditor or other person authorized to file this claim (attach

Spttie

kont

2002 HAR 26 PH 2: 3
BANKRUPTCY

RECEIVED [
TRUMBULL SERVICES

-~

Penalty for presenting fraudtﬂent claim: Fine of up to $500,000 or imprisonment for up'to 5 years, or both. 18 U.S.C. §§ 152 and 3571.
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FLOR[DA FLSF.‘ID.’-’: HOSP /3 m590724459N

‘ H 01 M. PARYX AVENUE
APQPKA FL 32703
OS PlTA L (307} 303-050n A NCN-FRIEIT HOSPITAL LICENSED @Y THE STaTe
RSURLSCE BENEFITS ARE ESTIMATES ONLY 4NO ARE CESEARLY Fi
UALCE BENZRTS ARE ESTIMATES DMLY AND ARE NOT NECESSARILY FiNAL PLEASE: RZ6UR TO ACCOUNT KLIZBER O .3LL CORRESPONDENCE & PAYMENTS
3 ACCOUNT NUMBER 10069207 _
U SATIENT NAME KENT, MATTIE M
A MATTT 1 UE !
g L:.l;';‘ }EZZ M I;ENE- PATENT ADDRESS 4220 RUNDLE RD
s UNDI, i
l‘\\l ORLANDO FIL 'z::l 0814 INSURANCE COMFANY SEDGEWICH CLAIM MGMT SVC
:T | e L 223102814 iNG POLICY 264886440
'O SPLOTER NAME UNEMPLOYED
R L__ ADMISSION 01/19/02 03:23 P4

DISCHARGE 01/19/02 05:15 oM JoTal
¥s

AMOUNT ENCLOSED

i

01/19402"
252 TET DIPHTH TOX o.M 1 26 .35 26.35
320 FINGER (8 -RT ) 1 115.00 116.00
450 LEVEL 3 ED EMERGENCY 1 277.06 277.00
450 INJECTION. MEDS _ 1 53.00 53.00
TOTALS  FOR 01/19/02 472.3%
TOTAL CHARGES 472.35

235269 (:0-30) s ) GPD-053116

o THE RESPONSIBILITY OF THIS BILL RESTS WITH THE GUARANTOR
FINAL DIAGNOSIS !

SURGICAL PROCEDURE
MRI 050750 PAYR 2IL SAT 03 C2204162 PJIBB6C ~HoSFTAL RESREEALSYIRTE




P I T N S

Kmart Customer Incident Information

Store Stamp

Dear Kmart Customer,

We want you to have a positive exparicnce every time you visit our store. [f you have experienced an accident or
toss 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 wiil also help us in contacting you te
make sure we are providing the service you expect.

Please take the white copy of this document for your records. [f after leaving the store you wish to provide further
information or have any questions abou! your incident, plcase 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 Sfore .-'wzngeme;:t Store Phone Number: yaéé_ff(ff/f.? = c
TO BE COMPLETED BY CUSTOMER:
Custoiner name:___ /?/;1 TrlE. ,.f.:/(i{.\’_l",,m.wu_h__.-_ .~ Customer’s Street Address:mhifZ_ZQ [Zg,g_;)(,ﬁ __Ja> __________ —
City: | Qa DO S F Ziv 32f)0  Phone: Yo7~ 799~ Bfsp
Customer’s eimployer: e . Customer’s sex:_/~__

Custorier's Date of Binh:____g?%‘_i/"/_é__ e Customer’s Soiial Security ?‘iumber:__gé‘[_—fflé_ifi@ _____ _
If injury to a child: Child's name: AJ/A- Child's age: _ A7(L4_ Parent’s name: /\)/A

Custemer’s Description of Incident:
_«__J/ /0L tocaon of incident: ,ég/uf EAD
1220 What hagpened?
srEnteR.  WENT  Th K
" é/ﬂ%g._w@a_ém_.,.fﬁéy I E—
STAPIE..  THAT  _wAS  n  THE AL PL@EGC_D. cD
I //éza._.,%fw/z_‘ - 8geR. _of_. jmggk%bﬂ#
@zs fntaved 430 Banp A s> onTwEAT s

Vi

Dute reperted: Signature of Customer:

Date of incident:__

Time of incident

Do you wish to be contacred?_

White copy - for Custonzr

code (37) 094.4609-115 Rev 201 287K




KENT, MATTIE WAL*MART PHARMACY

Rxi#: 7163394 if you have ang)uestions, please fael free to 407) 889-7707
Date: 01/19/2002 contact WESLEY KWAN at (407) 889-7707 Ph-WESLEY KWAN
or Dr. FLORIDA HOSPITAL APO at (407) 889-2566  FLORIDA HOSPITAL APOPKA

IF YOU HAVE CONCERNS ABOUT TAKING TRE
MEDICATION BELOW, PLEASE CONTACT YOUR
PRARMACIST OR PHYSICIAN IMMEDIATELY.

Directions: TAKE ONE CAPSULE 8Y MOUTH THREE TIMES A DAY

CEPHALEXIN 500MG CAP TEVA

CEPHALEXIN (sef-a-LEX-in)
COMMON USES: This medicing is a cephalosporin antibiotic used to treat bactenal infections.

HOW TO USE THIS MEDICINE: Follow the directions for uging this medicine provided by your doctor. This
medicine may be taken on an en&pn({,stomach or with food, STORE THIS MEDICINE at room temperature, awa?/
from heat and light. TO CLEAR UP YOUR INFECTION COMPLETELY, continue taking this medicine for the fuft
course of treatment even if you fael befier in a few days. Do not miss any doses. IF YOU MISS A DOSE OF
THIS MEDICINE, take it as soon as possitle. 1f itis almost time for your next dose, skip the missed dose

and go back to your regular dosing schedule. Do not take 2 doses atence.

CAUTIONS; IF YOU HAVE HAD A SEVERE ALLERGIC REACTION to a cephalosporir. antibiotic (such as Caclor,
Keflex, Ceftin, Duricef) or a peniciliin antibiotic (such as amexicillin, ampicitling, contact your )

doctor o pharmacist BEFORE TAKING THIS MEDICINE. A savere reaction inclucles a severe rash, hives,
breathing difficulties, or dizziness. If you have a question about wheiner you are allergic to this

medicing or if a certain medicing is a cephalosperin, contact your doctor or gharmac_tst. IFYOU

EXPERIENCE difficulty breathing ¢r tighiness of chest, swelling of eyelids, face, or lips; or deveiop a

rash or hives, tell your doctor immediafely. Do not take any mare of this medicine unless your doctor

tells you 10 do 50. 1 your symptoms do not improve within 3 few days or if they become worse, check with

your doctor. IF MODERATE TO SEVERE DIARRHEA OCCURS during or after treatmant with this medicine, check
with éour doctor or prarmacist. Do riot treat it with nor-prescription (ovar-the-counter) medicines, )

BEFORE YOU BEGIN TAKING ANY NEW MEDICINE, githar prescription cr cver-the-counter, check with your dactor
or pharmacist. IF YOU HAVE DIABETES, this medicing may cause false test results with some urine glucose

fests. Check with your doctor before you adjust tha desa of your dlebstes medicing or change your diet.

POSSIBLE SIDE EFFECTS: SIDE EFFECTS, biatimiy go & 1ay I ng tgatent include ‘naUééa.'voriri't'ihE"'or'- o
mild diarrhea. If they continue or arg bothersome, check with yolr doctor, CHECK WITH YOUR DGCTOR AS SOON

AS POSSIBLE if you experience skin rash, hives, o vaqinal irritation or discharge. If you notice other
effects not listed above, contact your Hostor, nurse, or pharnmacist.

BEFORE USING THIS MEDICINE: INFORM YOUR DOCTOR OR PHARMACIST of all prescription and over-the-counter
g‘;egrlecianet }hg(tj you are taking. inform your docter of any other medical conditions, allergies, pregnancy,
st-feeding.

e T

OVERDOSE: If overdose is suspected, centact your locai poison control center or emergency room
immediately. Symptoms of overdose may include muscle spasrms and seizures.

Y

Coppipra 202 Fint CataBders, Inc, Allaga’s wosvad Qatsbaze To0en 02 inrTadin Baties Fotin ary 2t 3630

WAL*'MART‘D {407} 8RYG-7707 10-C455 WAL*MARTﬁ 1407) 889-7707  10-0955

PHA ACY 17005 ORANGE BLOSSOM THAIL 1700 S ORANGE BLOSSOM TRAIL
BM i ouran peceipt  PHARMACY 00 K RECEIPT

KENT, MATTIE 01/19/2002 KENTMA2 KENT, MATTIE 01/19/2002
4220 ﬁUNDLE KD AET 4220 RUNDLE RD AET
ORLANDO FL 32818 NEW ORLANDO FL 32318 NEW
l(‘;107172‘39-3458 COPAY g07y299-3458 COPAY

X:*7163394 TX: 2221528 DAW: 0 X:*7163394 TX: 2221529 DAW. O
CEPHALEXIN 500MG CAP TEVA $10.00 CEPHALEXIN 500MG  CAP TEVA $10.00
NDC: 00093-3147-05 QTY: 21 DS 7 NDC: 00093-3147-05 QTY: 21 Ds: 7
TEVA USA REFILLS; 0 TEVA USA REFILLS: O
FLORIDA HOSPITAL APOPKA FLORIDA HOSFITAL APOPKA

NABP: 10 NABP: 1054294

54294
TP Rezf #:02101148031845




KENT, MATTIE WAL*MART" PHARMACY

Rx#: 7163395 if you have any guestions, please tee! free to %407) 889-7707
Date: 01/19/2002 contact WESLEg KWAN at (407) 889-7707 Ph-WESLEY KWAN
or 'Dr. FLORIDA HOSF‘lTAL(AP at (407) 863-2566 FLORIDA HOSPITAL APOPKA

IF YOU HAVE CONCERNS ABOUT TAKING THE
MEDICATION BELOW. PLEASE CONTACT YOUR
PHARMACIST CR PHYSICIAN IMMEDIATELY.

Directions: ;ﬁm‘. ONE TABLET BY MOUTH THREE TIMES DAILY AS NEEDED FOR

IBUPROFEN 800MG  TAB GREE

IBUPROFEN (eye-by20-PRQOE-fen)

COMMON USES: This medicing is @ ponsteroidat anti-inflammatory drtig (NSAID) used to ralisve the symptems
oF arthrits. 1 is also used to relieve pain and o treat othar conditions &s etarmined by your doctor.

HOW TO USE THIS MEDICINE: Follow the dirsctions for using this medicing provided by your doctor. TAKE
THIS MEDICINE with food and a glass of viater or with milk, STCRE THIS MEDICINE at room temperature. away
from heat and light. IF YOU MISS A DOSE OF TRIS MEDICINE, take it as soon as possibie, I it is almost
gme for your next dose, skip the missad dose and go back fo vour regular dosing schedule. Do not take 2

0ses at once.

CAUTIONS: DO NCT TAKE THIS MEDICINE it you ever had any unusual or allergic reaction g aspirin,
ibuprofen, naproxen, or any other medicine used 1o treat pain, fever, sweiling, or anhnts. DO NOT

DRIVE. OPERATE MACHINERY, OR DO ANYTHING ELSE THAT COULD BE DANGEROUS untif you know how you react te

this medicine. Using this madicine ajone, with other medicings, o with aloohol may lessen your ability

to drive or to perform other potentially dangerous tasks. ALCOHOL WARNING: 1f you consume 3 or more
alcoholic drinks every day, ask your doctor whether you should take this medicine or other Paxn

relievers/fever raducers. This medicine may cause stomach.b‘eeding. BEFORE YOU BEGIN TAKING ANY NEW
MEDICINE, either prescription or over-the-counter, check with your doctor or 8harmacist. This includes

any medicine which contains asplrin or other non-prescription pain relievers. OR WOMEN: USE OF THIS
MEDICINE DURING PREGNANCY has resulted in fetal and newborn death. if you think &'oumay be Fg:re nant,
contact ¥our doctor immediately. THIS MEDICINE IS EXCRETED IN BREAST MILK. IF YOU ARE O LLBE
B_RREAI‘S -FEED&NG white you ars using this medicine, chack with your doctor or pharmacist to discuss the

risks to your baby.

POSSIBLE SIDE EFFECTS: SIDE EFFECTS, that may go gy/ay during treatinsni, iiciugie nausea, vomiting, " T T

diarrhiea, gas, constipation, indigestion, dizzinass, ligntheadedness, arowsiness, or headache, if they )
continue or are bothersome, chéck with your doctor. CHECK WITH YOUR DGCTOR AS SOON AS POSSIBLE if you
experience swelling of hands cr ankles, ringing in ears, rash, itching. CONTACT YOUR DOCTOR IMMEDIATELY

if you experience swelling of hands, face, h%s eges, throat, or fongLie; ditficu!tz swallowing or

breathmﬁ; or hoarseness. CONTACT YOU bACTOR IMMEDIATELY AND &

of the following unlikely but very serious side effects: hlack stools, persistent stomach/abdominal pain,
vomit that looks like coffee grounds. if you notice other effecis not listed above, contact your doctor,
nurse, or pharmacist.

BEFORE USING THIS MEDICINE: Soing medicines of madinal conditions may interact with this medicine, INFORM
YOUR DOCTOR OR PHARMACIST of all prascription ang over-the-counter medicine that you are takin

g. DONOT
TAKE THIS MEDICINE if )(c-u are alsc taking heparins or tacrolimus. ADDITIONAL MONIT: RING OF Y%UR DOSE OR

CONDITION may be needled if you are taking aminoglyceside antiiotics, anticoagulants, cyclosporine,
fithium, or metholtrexate. Inform your doctor of any other medica! conditions, ailergies, pregnancy, or
bregst;feedmg. Contact your doctor ¢r pharmacist if you have any questions or concems about taking this
medicine. .

OVERDOSE: If overdose is stispected, contact your loca! poison control center or emergency room

Continued...

Cepyagtt 2002 Fist Dot dark ins 205N Tacvec Leenabaze Balen 000 hvomann Drius Fron ey 31, 2007

WAL*MARTQ (407) 8857707 10-0855 ’ WAL*MART®(407) 8397707 100835

PHARMACY  1700SORANSEBLOSSON TRAL  pece oY PHARMACY 1700 S ORAKGE BLOSSOM TRAL

APOPKA, L 32703 APOPKA, FA. 32703

KENT, MATTIE 01/18/2002 KENTMA2 KENT, MATTIE 01/19/2002
4220 RUNDLE RD : AET 4220 RUNDLE RD
ORLANDO FL 32818 NEW ORLANDO FL 32818
§07§299-3458 A COPAY gzow 200-3458

X:*7163395 TX: 2221530 DAW: 0 X:*7163395 TX: 2221530 DAW: 0
{BUPROFEN 800MG  TAB GREE $10.00 IBUPROFEN 800MG  TAE GREE
NDC: 50762-7380-02 QTY:-21 DS:7 NOC: 59762-7380-02 _ QTY:21 DS:7
UPJORN REFILLS: 0 UPJOHN REFILLS: 0
FLORIDA HOSPITAL APOPKA FLORIDA HOSPITAL APOPKA
NABP: 1054294 NABP: 1054294
TP Ret #: 02101 148035236
$10.54 Page No: 1

TOP TAKING THIS MEDICINE if you notice any

RECEIPT

........
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PAQM AVENUE MEDICAL CENTER = Rﬁj,,- L. SHAW MO Pa
02 NCRTH PARK AVENUE - ROIERTO S. PEREZ MD
APDPKA, FLORICA 32703 SANDRA LAREAL I\"“1S . hAC .
DIAGNOSIS — 1 ~. b HASC, (: . TAX 1D §3-2666120
Azdeminal Pain Unsperified e 3 46-'1 DA O 0D
~tnormal B G 7500 |' Aol Gungroma -
fene a' \; k..F;u.l Syngroma 2(;:12
T BRI < ok Pair ? .
. LA M (OO L TR
2685 Ciatetos b Do :mo J: I\.Ihgra 'Heddac i 369
Arentia due 10 tlood 0ss ;50 ": 1 o LY 20 h-a.'{sea & e 77,01
Ao o T s o Sena
hadtianahl e titl 282
Airdhra, Cardiac 537 Faigue (ol TR0 7 pneimoma ;Z;‘”
a scieroic Hean Disgase 314 Gastrocments o 553
I R T R LK
Bt Florialon e T AL W PEET 7802
-t MEAGIVCBITIHE 2512 Sciabia 724.3
Breast Mass or Lump 6172 IE - e
2ronchilis - Acule 45€ THT BT -
Celisitis!Abeess 5829 amaturia 960 7 463
Chast .Pair. ] B Hyperlipdersa 720 a‘.l‘.;,\
Chronic Obstrucive Pulvionary |44 Ryoeension {011 550
{ [Conjestiva Fear Falira 428.0 g .
€761
(T Viral Syrdtome 0759
DUR QD PRD DUR QD PR DUR PRO DUR
e \ % : - 7L ANJECTIONS . ; s o SURGERY {SCEL
Nevw. Ficused 99201 Vasicelta (Chicren pox) Vaczineg 150716 Eenign L.esicn Fie: .sigmaiddscopy 45330
New, Expanded 25202 Telanus & Dipthena Toxcids A2uitfa4718 Benign Lesion Fasung Biood Sugar 820362
Mew, Detaited 49203 Hapalitis A 60730 Benign 51, 15 & un 17004 Randam Biocd Sugar 82062
Esish, Minimal 09211 > §3732 E4C.50N Beniga i.esion Urinaiysis 83002
Zstabl, Focused 58212 0744 Size H Pytori Quick View 83014
stabl, Expanded A992137 L 7THep Blimawnization, 1118 yrg |5G745 Lozaton H Pylort Breath Test 33014
Establ, Detsiled pac2td | {Hsp B ion. 20 and up [SCI46 on Maige e _eson
Hosp Consult 99254 JOTof
hesp Subseq 59233 rone 43130 10060
Confirm Ceonsut! 89273 Fi Viccing <0E59 10051
NH New/Esiabl 99313 DTaPHiB o aarei 11750
Rest Home, Naw 98323 Estrogen J1415 ion Renair
Ryst Home, Estant 93333 Dapoprovers L)
Pastop Cate 60024 iepo Mea B0ma J1040 Location )
" . OFFIGE PROCEDURES .. T8 PPC 38520 Skir Tags 15 11200 1
EKG Wilnterpretation 93000 Srenergan 12250 Circumcis.on 54150 1
24 AR Hofter Monitor 9323C reviar Bipsy 14100 .. . -~ MODIFIERS e
{ |Ear krigation 69219 Arihroganizsis, Smal 20800 Unusual Procedure Service 22
Adhroceniess. Medium 20605 Sep E&M dunng postop 24
©~ T -INJECTIONS Anhiccanasis, Major 20610 Oth Signi! E&4M Service 25
Alargy Professional Component z6
512 . PREVENTATIVE {naw)- Bilateral Procedures 50
oTP UNDER 1 yr 35391 Nultiple Procedures 51
Br 1.1 years p Reducad Servizes 52
Talarus Toxoid 5.11 Years Oecigion Ira Surgery 57
TRk Cive 12.97 Years 3356 Ral Proc duting postop S8
Poirmyaias Vacone irjection 190713 18-30 ears 98398 Sap Proc sams day 59
40554 Yuurs G356 Repeat Procedure 76
65 & Tver G9337 Raturmn to OR 78
Unrel Proc during Posiop 79 .
Assistant Surgaon 80 *
| ” Advanted Molice GA,
PRIOR BALA i .
AT nn J
. ) L A - J
i’ . Fave b ¥YANAL
TOUAYES CHARGE ADVANCE NOTICE REQUIREMENT
) urderstand that Medicate or my insurance company sy deny
SOILSTMENTS /)'Cf =t for the above service(s) due 1o frequency or 1ack of "
~A s imedical necossity. and T will assume full financial responsibility. "
F?«"&'.:-.NQ T
~N b7 Falignt Signatute Dats
BALA D
ASSIGNMENT & RELEASE N
i puthcrize the relesse of pesinent madical information 10 carriers W
and authorize my insurance banefils fo be pad directly © the

doctor. and | accept rosponiibilly 10 PRy for non dovered servicms. < x, e

' [Paveint Signature Date \

P20 (Rev 12/01)
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Kmort Customer incident Center
Febimary 14, 2002 Sedgw(:'k Ciaims Management Sarvices, inc,
i PO. Box 5058, Troy, M1 48307-5058
Phona: | 248) 4627577
Fux: {748) 463-6637

MATTIE KENT
4220 RUNDLE ROAD ()
ORLANDO FL 32810 ]

RE: Our Client: Kmart Corporation
- Claimant: - MATOYKENT . e .=

Date of Loss: (1/19/2002
Qur File Nomber: 200201067070001

Dear Clarmant,
Sedgwick Claims Management Servicus, Tric. is the claims adminsirator for the Kmart Corporation. We are in

receipt of vour claim relaiive to the ceotioned matier. We are currently conducting an investigation in coniection

with yvour claim.

Please be advised fhe Kmart Corporation and its thirty-seven subsidiaries filad o Yolumary Peiition, pursuant to
Chapter 11 of the Bankriptoy Code, i the United States Rankruptey Court for the Worthem district of [Hinols.
The matier has been assigned case number 02-B02474 and is pending belore Judge Susan Prerson Sonderby.
Pursusnt to 1) U.S.CL § 362 (), a stay of STETTHr aciions against the deblor zuiomatically goes into effect with
the filing of the bankrupicy petivon. The automatic stay provided by section 362 prohibits “the commencement
or continuation, including the issuance or employment of provess, of s judicial, administraiive, or other action or
proceeding against the debtor..." Atiached please find a copy of the Voluntary Petition.

As 2 result of that filing, we are precluded from negotiating or settling any claims on behaif of Kmart that arose
out of incidents that occurred prios to January 22, 2002 unuliuniess we are authorzed to do so. Such
anthorization may or may not be extended,

== Should you have any questio

e or widh to discuss this mattar inany wav, plaase do not hesite w coniaat ihe
undersigned at your convimience

Sincerely,
~ 77 -
Goatl. J.Zz

Edith Sinith
Examiner [
Krnart Castomer Inciden: Center




IF PAYING BY MASTERCARD OR VISA, FILL OUT BELOW Ji
CHECK CARS USHG FOR BAYMELT 0 E ] |
. y MASTERCARD ¢ s 5
FLORIDA EMERGENCY BMYSICIANS — IO e e i
Dept 194’9 , PO Box 628282 AR RURIBER ARIARST l
Orlando, FL 32862-8282 SR TURE EXP, GATE _]

STATEMIINT DATE { PAY THIS AMOUNT ] ACCOUNT #

02/1¢/02 i 168.00 | 46829

For Billing Questions call (407) 302-2277 SHOW AMOUNT

PAID HERE

2 - 831

MATTIE M KENT MG50750 FLORIDA EMERGENCY PHYSICIANS
4220 RUNDLE RD Dep*t 1949. PO Box 628282
ORLANDO FL 32810-2814 Orlando, Fi 32862-8282

|II“IHIIHIIII!H““IH|Ill“IILIIl““ll'\.ll”slll"lfl]

FLEASE DETACH AND RETURN TGP
FORTION v YOUR PAYMENT

! DaTE DESCRIFTION CHEDGES MNEDICARE INSURENCE PATIENT DJUSTHENT BALANCE INS

i RECEIPTS RECEIFTS RECEIPTS

i

} 61/18.202 E/M LEVEL 2 368.00 .00 .00 .00 o0 168.00
<h</

\ 1 %

1 . - W ZZM/L (T

| —7 A2

D Y7 2Yl8
47 /‘-/( /7'7é Lso-T23 72 ?311

#% PAYMENT DUE UPON RECEIPT = THANK YOU **

To view your account information please visit: http://www.codingedge.com/fep

PATIENT DUE AMOUNT 1S YOUR RESPONSISILITY. PATIENT DUE AMOUNT REFLECTS ALL QOPAYMENTS.
! DEDUCTIBLES, AND INSURANCE PAYMENTS RECEIVED TO DATE. PAYMENTS EXPECTED FROM INSURANGE
; ARE NOT INCLUDED N THIS AMOUNT.

CURRENT 30-€0 330 8¢-17C SvER 120 ACTT BAL INS BILLED PATIENT DUE
[ 166.0C .3C .50 3¢ .00 163.0C .C0 168.00

@

THIS BILL REPRESENTS CHARGES FOR TREATMENT RENDERED BY THE
EMERGENCY ROO/M PHYSICIAN AT FLORIDA HOSPITAL.




ORIDAHOSPITAL T et Mt T

€. ROLUMS ST, DRLANDD. FLORIDA

ALTARCNTE AVE., ALTAMONTE SPGS

LAhL UNDERHILL RD., OBLANDO, FLGR.O
AAK AVE., AFQPHA, FLORIDA . ...

:L’)A ST.. KISSIMMEE, FLORIDA .

KEMAGNT, WINTER PARK, FLORIDA.

L E2RATION PLACE, CELESRATION, FLGP

f'o fow-Up Instructions
Petuen © Bmergency immediately |
pain, vorfiling, bleeding. fever, diff

| Other Instructions o

@—-6; /J///a, @kx—m [o [focy ‘/1/’ & "M"

"th_:r_' u/a_JAFeL}-f J

L Miake anpein Anl for Fcllow-Up Care vt . '
N foros s ’ . Q.)f“u«’fzﬁ"u Af) oud \ﬁ/u’m\ no »:z/vr--etf'\ N r}'j(\/}ry
R Days & Cias Neodsd, HMO ; PPO Patiznis 2 U
sh - thei f —
should contact their Primary Care Physician for approvaj sitr Oc you Nave any religios / cuitural practices that may alter your care or education?  Dves ko

an appointment with any specialigt ———""
ays betore appERTHent ard take to physician. Describe

TiCopy of chart given to patient to take 1o physician. -
&Cali for Lab results in 72 hours if you had a culture.

100 not drive or use machinery when o certain madications, Patient / ather varbalizas undsrstanding of Instructions (3Yes ' Ne

MNURSE SIGNATURE

D2 rot grive oF use machingty while wearing syzpalch,

Luwmen filing your prescriphion, inform Prnarmia of currenit
n oty ahun and Aharg 25, Take Antibintics u:ml they aie gone.

it EBY,IE'fACKNOWLEDGE"‘RECEJP . QF Nsmucnous :ABOVE. 7
b A b e e S AL
o hav e nstruct e ELEASED B! LL: MY MEDICAL CONDITI
(o.; have been given witten instructions fer tie follo ing: PWILCARRANGE FOR FOLLOW- UPECARE AS INSTRUCTED NC

|
a ‘ PATIEMTS § %ﬁg%oy-y ANSTRUCTIONS .
i i Fithedications L/)Za’ = /é/ﬂ . - =

[ Abdominal Pain (e -
PID | BATIErT NALE SEENTY BATE

.<

! {_ Burn
‘ 3 Chest Pain {Pngumonia

DCnid / Faver " Sprains or i'acilres ! i
JCrutch Walking (7 Seizures j MAY BETURN TO: : PR S
Gastro Diet (357D A wiark M Light DUty oo Date [JRe-evaluate bedore rsturning
i Hezd Injury Tred Wound GrE. RV :
IKigney Stone C Your Cast t18ehoat R T 0 —— Date S
(-Rays are read by the Em ergency Prsician. They wil D8 12 T T AR ORE —

wed by the Spesialist (Radiologisi. % therg is @ coarge i
ding. efforts will be made to contact ar yeut doctar

MO/DO.




.___,___,_._______..——-—-——"—'

;rnr of Debtor (ifindividua\. enter Last, Fisst, Middle)
KIART CORPORATION .
T Dther Names uged by Debtot in the last 6 years
(include married, rmaiden, and gude nrmes):

,__-___.'___.-__.._.,.._—___———-;
Unlted States Bankruptcy Coamt

Northern District of Jilinois

st e A

s

e

Wame of Joint Debior (Spause) (Last, First, Middle):

T} Other Names sed by Joint Deblor in the last 6 years
(include mammies, raiden, and trade narmes):

Soc. See/Tax 1.D. No. (it more thzn one, siate ally
180729500

Soc. Sec./Tax 1.D. Mo. {if more than ane, stake sll):

Sirert Adaress of Debtor o. & Smeet, City,
3100 West Big Beaver Road :
Troy, M1 48084

Suate & Zip Code):

Sicet Address of Debtor (No. & Steer, City, Stats & Zip Code):

i

County of Residence or of the County of Residence or of the i
Fﬁnc'\pa\ Place of Business: Principsl Place of Business: |
Oakland .
Wailing Acdress of Debtor (if differznt frora strest addre aiting Address of Joint Debtor (if different from stregt address). . . o
Location of Principal Assets o7 Busincss Dedtor

(if different from: adcresses Yisted abovel:

R N

e R R 24k A AEQI, ¥ (ﬁr@%&}?

Venue (Check any applicable box) i

0 Debtor has been domiciled or has had a residence, principal place of business or princips) assets in this District for 180 days immediately preceding the date of this petition

or for @ fonger pert of such 180 days than in sny other Disict. R c _

® There is » banksuptcy case concerning Jebtors affiliate, gencral partner, o7 artership pending in this District. )

Type of Debtor (Check a1} boxes that spply)

a3 Individual O Railroed

® Corporstion 0 Stockbroker
F o euship © Cemmodity Broker
\

Chapter or Section of Bankruptey Code Under Which *
the Petition 1s Filed (Check one box)
G Chapter 7 Chapter 11 A Chapter 13
© Chapter 9 a Chapter 12
4 See. 304-Case ancillary 1o foreign proceeding

Nature of Debts (Check one box)
Consumer/Non-Business ® Businesy

Filing Fee (Chick one box)-
® Full Filing Fee sttached.
O Filing Fee to be paid in installments (Applicable to individuals only)

Chapter 11 Small Business (Check all hoxes that apply)

3 Deblor is o small business as ¢efined in 11 U.S.C. 5101
3 Debtot is and elects to be considered 2 small business under
11 US.C. § 112\(e). (opuonal)

Must attseh signed application for the court’s consideration certifying that the
debtor is unabic to pay fee except in installments. Rule 1006(b). See Official
Form Ne, 3. -

Stanstical/ Administrative Informatio n{Estimates only)

9 Debtor estimates that funds will be available for distribuiion to unsecure

- THIS STACE 1S FOR COURT USE
d creditors. ony

= Debtor estimates that, afler any exempt property is excluded and ad 21ive €xp paid, there wil'
be no funds available for distribution to unsecursd creditors
E§l§_n§§@§d_j{_€\lf_\_’_\l?:lQfCrcd_i‘Eoss 118 1649 30-97 100199 200-999 1,000-over U.s. Bankruptey Court
‘_. e e @ ®© e @ Norinern District of Iliinois | o
Frimated Asstis RECE!VE!‘): 01/22/02 ) !
50 %0 ssuostw S0l $500.001 W $1,000,001 to SIG00000 0 550,00 Time: 8:82 a.m, :
o000 $100000  $500.000 $1 miltios 510 mittion $50 milion e g:g:‘";; ’;';N;; 4$2RP°R’“1°N
o o o ! LoueT
o o o i Chapter 11 Rech 324660
Eatimated Debts Judge Susan Plerson Sondarby
50w $£0,00t 0 $100,301 $500,001 10 ©§1,000,001 0 $10,00001 0 350.00
550,620 $109,060 $500,000 $1 netiion $10 miltion $50 milioa $100 0
Q a o 0 c ks 1
TR i ‘ g INE i
‘ At |
UL | i i
1:02BK82474~-8K001 }

e e e e e Y T




VOLGTRV IO R T ]

(This page inust b complered and filed in cwery zase)
T T ’ ey R ST
seFned Withln LasUe yiardns:
Case Number:

Wt - Filed: Nonc .
Pending Bankruptcy Case Filed by Any Spouse, Partaer, or Affiliate of this Debtor af more thas ane, arach sddisianal sheet)

ame of Debtor: Case Number: Date Filed:
See Annex A -
District: Refationship: Judge:

o D et TR TR e

~ Signstore(s) of Debtor(s) (ndi Signature of Dedtor (Corporation/Partnership) i

1 declare under penslty of perjury that the information previded in this petition is T declare onder penalty of perjury that the information provided in this petition is :
rue and comeet. | - . g“: and comect, anc that [ have been authorized 1o file this petition on behall of the
ebtor, : i

(i f petitioner is an individual whose debls ate primarily consumer debdts and has
khosen 1o file wuder chapter 7) | am awwre that | maty proceed under chapter 7, 11, 12 ]
or 13 of title 11, United States Code, understand the relis{ available under ezch such The debior requests relief in accordance with the chapter of dtle 11, United States H

chapter, and choose to proceed under chapier 7. Code, spegified m this pegipor :
I request relief in accordance with the chapter of title 11, United States Cade, specis s é :

fied in this petition. -
. e - e T gp:mire of ppHforized Mdividual ™~~~

[Signanre of Debor : ~Clarles €, Conswny
. Name of Authorized Individusal

X - .
Signatsre of Joint Debtor . ' ' : " | —Chisf Exezutive Officer

Title of Authoriz:d Individual
January 22, - 2002

N T S

i

Telephone Number (If not represented by attorney)

Date
Date .
Signature of Atvorney Signature of Non-Attorney Petitlon Preparer
/" ol et Vet } ) :’
Feertify thai } am s bankrupicy petition preparer as defined in 11 US.C. 4110, that1 :

V . prepared this document for compensation, and that | have provided the debtor with a

t of Attorney for Debtor(s)
copy of this document. ;

ST

Wm. Butler, Jr
nted Narre of Attorney for Debter(s) '
Printed Name of Banlaupicy Petition Preparer

dden, s, Siate, Meagher & Flom (Tilingls)
Firm Name -

' Social Security Number ' ‘
333 W. Wacker Drive, Chigago, IL _60606 . :
IAddross
: Address
{212) 407-0700 .
Telephone Number C . i
) Nazmes and Social Seceurity sumbers of sl other individuals who prepared or

anuary 22, 2002 d in preparing this document:
Date ) : .

. e . ~ EXHIEITA .. . [ B - ¥ Whnaig then on s peipen prepaned his Aodunicnl, aits il ddditional shecis coniarming
(To be completed if debtor Is required 1o file periodic repors (e.8., formy 10K and to the appropriate officiat form for each person.
10Q) with the Securities and Exchange Commission pursuant to Section 13 or 13(d) of
ihe Securities Exchange Act of 1934 and is requesting relisf under chapter 1 i)
® Exhibit A s attached and made 2 part of this petition. ’ Signature of Baskruptcy Petition Preparer

EXHIBIT B

KTo be completed if debtor is an individug! whose debls sre prmasily consumar debts) Date
I, the sttomey for the petitioner nemed in the forsgoing petition, declare that I have B .
informed the petitioner that [he or she] may. proceed under chepter 7,11, 12, er 13 of A tankruptcy petition preparer’s {ailure to comply with the provisions of title 1}
Htle 11, Unlted States Code, and have explained the relisf available under ezch such and the Federal Rules of Banicupicy Procedure may result in fines or imprisonment
shapter. : orboth 11 US.C.§ 110,18 US.C.§ 156,

X

Sigrature of Atiimey for Detlor(s) © Date

pu—
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