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LAW OFFICES

MurRraYy B. ErsTEIN, PA.
TWO DATRAN CENTER
PENTHOUSE I-A
9130 SOUTH DADELAND BOULEVARD

MIAMI. FLORIDA 33156 FORT LAUDERDALE OFFICE
MURRAY B. EPSTE(N 1040 BAYVIEW DRIVE
JAY H. HERNBERG (DEC'D) TELEPHONE (305) 670 - 5999 SUITE 6058
BROWARD (954) 925 . 5999 FORT LAUDERDALE. FLORIDA 33304
TRIAL PRACTICE
PERSONAL INJURY FAX (3051 670-8373 TELEPHONE (954) 563 - 2677
WRONGFUL DEATH
PLEASE REPLY TO:
February 12, 2002 MIAMI OFFICE

Pattie Taylor

CAMBRIDGE

INTEGRATED SERVICES GROUP, INC.

P.O. Box 3697

Tallahassee, FL 323 15-3697

RE: Your insured: K-Mart #3074
Date of loss: 11/4/00

Claim number: 258563-BI

Our client: Maria Abdulmasshi
Our file no.: 00-991

Dear Ms. Taylor:

Enclosed please find copies of the following medical specials currently in our possession relative to
injuries sustained by Maria Abdulmasshi as a result of the above captioned incident:
Pan American Hospital )
R. James Segal, M.D., MedEye Associates
Bascom Palmer Eye Institute
(copies of the above medical bills have beefi requested and will be forwarded upon receipt)

Kindly contact me after you have had an opportunity to review the enclosures so that we might determine
if this matter can be amicably resolved prior to the filing of a lawsuit.

Very truly yours,

MURRAY B. EPSTEIN

MBE/cad

Enc: As noted
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PANAMERICAN -~ HOSPITAL
INSTRUCCIONES PARA SERVICIOS M

<MERGENCY

PARA CONTINUAR SU TRATAMIE
SENALADAS DEBAJO:

CUIDADO DE LAS HERIDAS: D -

Mantenga la herida cubierta y limpia, fuera del contacto directo con la luz solar.

Si tiene una herida facial, limpiela dos veces al dia con una solucion de mita:g de
peroxido de hidrogeno (agua oxigenada) y mitad de agua. o
Si los vendajes se saturan de sangre, regrese inmediatamente a| Departaments de
Emergencias. -

1.
2.
3.

4.

O regrese inmediatamente aj Departamento de Emergencias.
. Mantenga los vendajes limpios y secos. Llame a su meédico para una cita en la fecha
indicada.

TORCEDURAS, FATIGA MUSCULAR Y GOLPES: O

. Sita-lesion ha ocurrido en una extremidad, manténgala elevada,

- Durante las primeras 24 horas después de Su regreso a la casa, aplique 3 6 4 veces
una bolsa de hielo por 30 minutos.

. Después de pasadas 24 horas, aplique calor por 30 minutos, 3 6 4 veces al dia,
de una de las maneras siguientes:
a. Use una toalla humeda cubierta de plastico y una boisa de agua caliente.
b. Use una almohadilla eléctrica cubierta.
¢. Cualquiera que sea el metodo usado, tenga cuidado de no quemarse.

. Si los vendajes estan Muy apretados, la extre

uy

. Si se presenta algin 0O pregunta, consulte a su médico particular o regrese
al Departamento de Emergencias.

EQUIPOS ORTOPEDICOS

INMOBILIZADOR DE LA CLAVICULA

* No se quite e| inmobilizador hasta que no vea al Doctor en
Dias. ‘

* Si el inmobilizador le molesta en alguna area, apliquele relieno.

* Apliguese hielo las primeras 24 horas en el area afectada.

¢ Llame a la Emergencia o a su Medico si le ocurriera algun problema.

CATARRO COMMUN/ VIRUS
1. Evite contacto con otras personas.

2. Aminore las actividades fuertes.
3. Tome mucho liquido.

4. Suprima 1a leche.

5. Un aerosol puede ayudar.

6. Use Tylenol para la fiebre y malestar.

+

EDICOS CONTINUOS

NTO MEDICO, SIGA LAS INSTRUCTIONES

Pt g
DEPT/OUT- PATIENT

e

RECORD

l ]/34/200\)
AR A
)

L

INSTRUCCION
1. Manténgase e

2. Tome\
Tylenol o Datril) cada ¢
necesario.

- Sicualquiera de log S

E‘S_‘BARA LAS LESIONES EN LA CABEZA: E
ncamapor "= -+ dias. i
aspirinas o substitutos de aspirina (tales co

uatro (4) horas para el dolor de cabeza, s

guientes sintomas se desarrollan, llame a su mec:

O regrese al Departamento de Emergencias inmediatamente:

a. Vomitos persistentes, fiebre, o dureza en el cuello.

b. Pupilas desiguales (una grande y la otra pequena).

¢. Contusion o sofolencia no usual,

d. Convulsiones o pérdida del sentido.

e. Tropiezos, obstaculos o cualquier otra anormalidad en el uso de
piernas o de ios brazos.

f. Incontinencia en la orina o defecacion.

LESIONES DEL CUELLO O LA ESPALDA

® Aplique calor en g} area lesionada. Tenga cuidado d
€on una toalla la boisa de agua o electrica.

* Descanse lo mas que'le sea posible.

¢ Un masaje suave en el area afectada aumenta la circulacion y produ
alivio.

* Use el collar cervicar de acuerdo a

INYECCION ANTITETANICA: 0O

1. Puede haber una pequeda o modera
de sensibilidad por un dia.

2. Si un pequeo nbdulo o protuberancia se forma en el lugar de
inyeccion, no debe ser motivo de preocupacion y desaparecera en poc:
dias.

€ NO quemarse. Cut

las instrucciones recibidas.

da inflamacion local Yy aumer

3. Enraras ocasiones, fieb;g

4. Se necesita una inyeccion
Permahezca su efectividad,

DOLORES DE CABEZA/MIGRANIAS

1. No hay restrictions en su dieta, a menos alimentos o’ alergias que
puedan causar dolores de cabeza.

2. Use boisas de hielo en el lado de la cabeza cuando hay dolor en es
region, puede ayudar.

3. No deje de comer.

4. Descanse en un cuarto obscuro; evite fumar, y a su vez el humo
los olores fuertes.

5. No ingiera bebidas alcoholicas.

6. Evite completamente: las drogas sedativas que alteren su estado ment
o' emocional.

VEA EL MEDICO EN 1-2 DIAS

-

:\ME A LA OFICINA Y PIDA UNA CITA CON EL DOCTOR

-

- .

IS MAS PRONTO POSIBLE, AL TELEFONO

MED|

CO

\ P ¢ O

PINK - ER COPY

a-

TODOS LOS ELEMENTOS DE
ICSSCUALQUIER SINTOMA NUEVO

WHITE - MEDICAL RECORDS
CANARY - PATIENT COPY

MANENTE, O QUE LLAME Al

TAR QUE HE RECIBIDO LAS INSTRUCCIONES ARRIBA DESCRITAS

PUEDEN HABERME DADO EL_ALTA ANTES DE QUE TODOS Mis
SEGUIRME EL RATAMIENTO COMO ME HA SIDO INSTRUIDC
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%%/( Ater %W’/
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| H PAN AMERICAN "
w

legally or vicariously responsible for the conduct or actions of the physicians practicing in the hospital,
including but not limited to the following groups of physicians:

4. Emergency physicians, anesthesiologists, pathologists, radiologists, staff or contract physicians and
cardiologists.

5. That | should look to the individual physician treating me, rendering care to me or otherwise involved in my
treatment for any questions and answers concerning my treatment.

Based upon the foregoing, 1 hereby consent to the treatment by the physician in the hospital, whether know
to me prior to admission or not, and acknowledge the statements as set forth above.

: PATIE_NT / PACIENTE WITNESS / TESTIGO

v
DATE/ FECHA

DIVULGACION DE INFORMACION Y CONSENTIMIENTO PARA RECIBIR TRATAMIENTO

Por medio de Ia presente, reconozco y a‘c':epto lo siguiente:

1. Que el hospital no controla las decisiones médicas, los diagnésticos o los tratamientos Suministrados por los
médicos que me atiendan en este hospital:

emergencias, anestesistas, patélogos, radidlogos, cardidlogos o médicos de medicina general que
pertenecen al personal del hospital o0 se éncuentran bajo contrato con el mismo.

relacionado con mi tratamignto, para hacerle cualquier pregunta referente al mismo,

5. Teniendo en cuenta lo anteﬂormente éxpuesto, apruebo pér 13 pee'sente el tratamiento que los_méd_icqs del L
hospital me administren, tanto si dicho médico fuera.de mi conocimiento antes o después de mi ingreso, y =
reconozco que las declaraciones anteriormente aqui expuestas.

SF13573.88F (ADMIT-9) Rev 7/96
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POR FAVOR LEA LA SIGUIENTE ongAh’Aélouz,

/

€
PONGA sus INICIALES ANEXO A CADA PARRAFO "83‘20-1 123

por Adelantado,” y la libertad de aceptar o de rehusar recibir tratamiento
médico.

Yo he recibido copia de la pdliza del hospital Pan American
en referencia a Ias “Instrucciones por Adelantado”:

a) Que no es requeridp,,;.t‘ener.instrucciones por . .
adelantado para,[egib‘i_r,tr_atamiento médico en’. i
este hospital. T T P

b) Mis Instrucciones Por, Adelantado han sido revisadas

Se me ha dado Ccopia de la “Decléraq:i_én de Derechos del
Paciente.” : o ‘

%. %ﬂ)« \/Jé‘ij P /% &@q o

?"':?Paciént\e O Representante de| Paciente. - -~ e “~Fecha - EPThEees Sy

Testigo R POy

CC 19810 1A/00 BUSINESS OFFICE



PELAYD R. TORRES, M.D.
DIPLOMATE aM. BD. OF EMERGENCY MEDICINE
FELLOW AM. ACADEMY OF FAMILY PHYSICIANS

PAN AMERICAN HOSPITAL

5959 N.W. 7TH STREET
MIAML, FL 33125

305) 264-1000 DEA # AT 20634190

ADDRESS pate /4 Yoo

B

Refil _______ times N
2
(Signature)

In order for the brand name product fo be dispensed, the prescriber
must write 'Medically Necessary' below the signature.

O FP2103078
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cL cL __MEDS USED:
EQM: FULL Mg 4 =

EXT WAL P
UPLS:NI  MG? Yy N CVE

T

IN OFFICE MDS: 0OD/OS/0U
ALCAINE MYD .5%
CYC 1% NEO 2.5%
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MEDEYE ASSOCInTes

CHART #

HISTORY SH\GGT % ‘ DATE %-230-0)
NAME IZ“’)(‘)U NASS| 7MOH\O& DoB 4“/§—&
FAMILY PHYSICIAN/PCP HOME# ( ) 220 -~ ?50?.
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QEN-E.BALM_EDK:AT’ONS: DO§ag§ OCCUPATI

SMOKE: YYEs ONO
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%

[
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CJ SUBSTANCE ABUSE

OCULAR MEDICATIONS:
=== MEDICATIONS:

Reviewed - No change since vigit on

MEDICAL Hx YES|NO| - COMMENTS
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DIABETES ¥
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HIGH BLOOD PRESSURE 7
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FAMILY Hx Reviewed - No change since visit on

&
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DIABETES _
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0 s AGNN/ D 07 O) [
D e MoNths g0
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Vi
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S
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SSOUHTES
ISEASE OF THe €ve

PHYSICIAN TO SEE TODAY
.. JAMES SEGAL, M.D. O EUGENEE. JOYCE,
NN E. BALLEN, M.D, O JANIS DZE
~C?l-'IARLES J. KAISER —

s ACCOUNT NUNIBER
' NUMERO DE CUENTA

VERY IMPORTANT SICIAN NAME, ADDRESS & PHONE NUF 1BER
IMPORTANTE NOMBRE DIRECCION v TR b eealbias i ig
REEERMIMIN s en: (oS (A Dhsen /vaéu{z:el
UG UG e tioitere )
ADDRESS: St w. 3 iR PP =, 2 Sro,
Direccién Street / Calle City / Ciudad State / Estado Zip/ Codigo Pos
PHONE: 914 2~ TS5s5ST

Teléfono

PATIENT INFORMATION

NAME: A2 Dvd ot oy 4 AR T DATEOFBIRTH: £ | ,p  ,wp AGE:
Nombrs % Fecha de nacimienty Edad

HOME ADDRESS: Boo . DR Dpines 7"/30:3 L e RY. B3,
Direccién Street / Calle City / Ciudad . State / Estado dp/ Codigo Post-.

SOC'AL SECURI #:
Nimero o Segie Y . HOME PHONE NUMBER,

SEX: _ FZcomte A
Sexo \ -

DRIVERS uceuss's NN O Enpy, A
Namero de licens g
SPOUSE'S NAME: RESPONSIBLE

Nombre de sy esposo/esposa rsona Responsable def m

';49,4 SIS SCEL Yt on occu
"w PZaseic M 3 ‘

Cly/Ciudad ™

PLACE OF EMPLOYMENT:
Trabajo .

BUSINESS ADDRESS: -
Direccién/Trabajo B

VAME PARENT/GUARDIAN: - : e

~Nombre Llst/Apemdo N&m‘/NOﬁlbu Middie/ Inicial
\DDRESS (IF DIFFERENT FROM PATIENT): . Nz 4

Jireccién/Traba; Street/Caile City/Ciudad State/Estado . Zip/ Codigo Pos{al
_MF’LOYER OF PARENT/GUARDIAN ADDRESS

‘abajo / Padre 6 guard Direccién

HEALTH INSURANCE INFO

AEDICARE# L I I I—Lm SUPPLEMENTAL INSURANCE:
Seguro Suplementado
INSURED'S SOCIAL SECURITY:
Numero de Seguro Social del asegurado
RIMARY INS. AL Fp e /‘/ #79 - INSURED'S DATE OF BIRTH:
'guro Primario Fecha de nacimiento del asegurado
SURED'S SOCIAL SECURITY: S#7 - F0-1723 INSURED'S NAME:
Mero de Seguro Social def asegurado Nombre det asegurado
POLICY R:
o e NAME: — Nevars o eoMBE e —
LUICYNUMBER. 7 AR T cp - Q. GROUP NUMBER:
0ro de Péliza Numero de Grupo
JUP NUMBER: PHONE:# ( )
810 del Grupo Teléfono

OFFICE USE ONLY
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ASSIGNMENT OF BENEFFFS:"I‘HEREBY AUTHORIZE PAYMENT DIRECTLY TO MEDEYE ASSOCIATES OF
ANY AND ALL MEDICAL BENEF] TS APPLICABLE AND OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT |
AM FINANCIALLY RESPONSIBLE‘TO"MEDEY

SIGNMENT,

E ASSOCIATES FOR CHARGES NOT COVERED BY THIS AS.

bz iy

ITS PAYABLE:

TO BE TREATED By DR.

SIGNATURE / TELEPHONE VERIFICATION

WITNESS

DATE
PLEASE REA LE FOR ALL FEES, REGARDLESS oOF INSURANCE |
COVERAGE. A ARE DUE AT THE TIME OF SERVICE I UNDERSTAND THAT | AM
RESPONSIBLE FOR ANY DEDUCTIBLE Co- COVERED SERVICES NOT paID BY My
INSURANCE ¢ WILL BE A $15 SER
ACCOUNT BE

O DISCOVER

ATE

- WITNESS

. THESE AUTHORIZATION MUST BE SIGNED 5|N*"‘dﬁbER TO EXPEDITE THE FILING OF\YOUR lNSURANCE'Gh’A]M-‘;I“

N

AR
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CERTIFICATE TO RETURN TOWORK/ 5¢ ooL
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RCSTRICTIONS

A FACS. MEDi E# 921522
LI ..*af%mmﬁ;,,
M‘DUR M.D. MEDICARE 4

M D Mep€vye Assoc

Suneenv mo Drsenses or me €ve

5950 SUNSET DRIVE - 5299 S.w. t82nd STHEET SUITE 101 1STNW, MTH STAF ET 4TH FLoon 1
AMI, F1 33143 - Miami, Fe 3318y HOME: “eap, gt L 33030 !
TELEPHONE 661-8588 t TELEPHONE 233, 3046 TELEF HONE 242-3581 ’
: patalaill
—_— — _——
NAME %
ADDRESS . DATE %M

N YLINDRICAL AXIS

t o, s~ &L

g a R

N
TIYW 183My Wd B4:¢¢g Te-es-yuy

0089 gz sesg




ANNE BATES LEACH EY[ ,OSPITAL
P.O. BOX025561 / MIAMI, FLORIDA 33102

305/326-6167
BROWARD LINE 1-800-329-7000
EXTENSION: 6167

STATEMENT

RESPONSIBLE PARTY / GUARANTOR NAME
|

S 4548 20 iy ADDULMASSIH
#203

300 W. PARK DR.

—__ Miami, FL 33172-3983

'll”lll”llll”'lll'll,l'H”l'l,Il,ll,lll”l,l'll'l'llll“l'

PATIENT NAME -
MARIA I ABDULMASSIH
BILL DATE | ACCOUNTNO, ... ..

s St

| 11/30/00

!

ANNE BATES LEACH EYE HOSPITAL
P.O. BOX 025561
MIAMI,FL 33102

RETURN TH)S STUB BY DETACHING HERE

this account or making pPayment, PLEASE
useé account number and show Patient Name on payment,

Insurance estimate solely for payor’s
mains  responsible for all sums not pai
Party and should not rely on estimate.

information. Payor

DESCRIPTION

| INSURANCE

CLINIC (11/10/00 - 11/10/00)

Total Charges for the visit: S

64.97
Balance Forward

Billed Amount

Balance for vVisit # 1630321
No Insurance information available.

PATIENT NAME 'PAY THIS AMOUN

64.97
PAY THIS AMOUNT <

®* We do not GUARANTEE any third party insurance. ®Make check ANgsEaﬁggg'!f-EﬁCH
® Please keep this statement for income tax purposes. payable to: P.0. BOX 025561
® Statement balance due when rendered.

MIAMI, FLORIDA 33102

Please complete below

Exp Date

_— Amount

N
T

R
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Findings:

Diagnosis:

Plan / Instructions:

Restrictions: [ No
not take :
= LU O Pe— Fre
Right | Lett | Both .
Derecho jlzquierdo] Ambos | Oralmente | F

fake* DOlimited [ may

0 safety glasse.
Medicaﬁaﬁ%‘ : .

| Duration
Duracién

Physician Name Nurse Signature
-

Physician Signature _

.
Patient Signature
e

NAME: _~£Bb-ihmm;_tﬁﬁbﬂﬁ

MRN:M\_\«_< _

T . E;%

REPORT/PATIENT INSTRUCTIONS

—_——le

.00
MEDICAL RECORDS copy
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. Review of symptoms ocular

‘.

MIAMI, FLORIDA - PALM BEACH GARDENS, ELORIDA
EMERGENCY COMPLETE OCULAR EVALUATION

Stock No. 372

e

: Lo/ Means of.arrival . _ (3 Accepted in lr}anglengg‘m, ;. ¢
[ New or over3years [] Follow-up (established patient) T '

Referring Physician

Address —
Phone -
Current symptoms:
locaﬂon - —
:evemy/quamy way 7 ¢ AR o umf fH oD @
duration * ” . v
timing Ao blacte chadlon L nth of /. ]4/
modified by
associated signs and History of Present lliness:
symptoms

impact on lifestyte
Chronology of iliness:
onset and course of
iliness, including
Medical and surgical

treatment, and by whom f - o

Last eye exam (when, where, — B Vo (
by whom?)

Interval history since last visit (2
here / :

urre ular ication
) ‘:~ - ‘!/

le

or “no” for items not described in history of PI, deta
No If yes, gradual change? Yes No '

Hazy Fluctuating Light sensitivity Glare Double vision Floaters
? Aldistance? Atnear(')? in the side vision?

Non-visual symptoms: Redness? Yes ischarge? Yes Eyes comfortable? Yes @
Detalls:  Eyes foel tired. Dry, sandy, gritty feeling. Buming. ltching. trritated eyelids. Recurrent stye or chalazion.

Reviewof Systems, pPast Medical, Soclal Histo, L
See today's patient questionnaire ©e Problem Lijst created or updated today. :

ONo change since history recorded on (date) except as recorded below.
Changes since Jast review and items of padicular note:

o

(Cl
_ Visual symptoms: Disturbed visiop

-~ Detais:  Dim Blumed Distorteq Foggy
Worse: In dark or dim places? In brigh

““Page 1 of 4

ANNE BATES LEACH EYE HOSPITAL |
BASCOM PALMER EYE INSTITUTE NAME: -‘AM@S'*




E EXAMINATIONW‘ 1#% S )

GENERAL A
L healthy | composed quiet cheerful depressed
debilitated disoriented worried anxious agitated somber

o Jog
Vitalsigns Bp__ (€3 o £ R_M v Al

VISUAL FUNCTION

* Visual Acuity Distance Near
without with present with with glare without” . with
corraction glasses pinhole (or lights on) correction glasses

oD 0'200200\; 20 /70
R A Q@/é?)*&

Best corrected acuity _ Wearing (How old? )

OD: = X - Add: - OD: = X Add:

0os: = X - Add: - os: = X Add:

* Confrontation Fieids ° Amsler grid Color '
normal OD OS OU ‘Cabnormal 0D Os ou normal OD OS OU  abnormal OD OS OU  nomal OD OS oU

abnormal OD OS OU

ling primary gaze alignment) - -

| [ [ l
Gaze alignment: orthophoria in prifary gaze , ‘, , j 1

Sensory function “tests: =

full ductions - L R

i “

* ADNEXAE/FACE (including lids, lacrimal glands, lacrimal drainage, orbits and Preauricular lymph nodes)
external inspection unremarkable  skin clear no ptosis  high lid crease dermatochalasis orbit appears normal normal puncta position
normal tear lake telangectasia thinophyma  dry mouth no Vil palsy  no infraorbital hypesthesia  corneal sensation normal
No pre-auricular node

* PUPILS AND IRIS (shape, direct and consensual reaction, size, and morphology)

Normal Abnormal
equal, anisocoria (unequal) __  mmop —__mmOS
normal slze OD miotic OD 0OS OU dllated oD 0s OU
round OD QS oval OD 0S OU peaked OD OS OU

regular OD 0S-Qif ~.__imegular OD OS Oy : et
reacts well OD 08@ fixed OD OS OU

sluggish OD 0S Ou

@ APD OD 0S
- Page 2 of 4




a

ANTERIOR SE’GMEI\'-.,,, o . . Right Eye
eyelid margin™ Giean ™St scurt MGD
puncta  goog B8,  stenosis
* conjunctiv
* comea
te

stroma;
WNL thick clear cloudy
* anterior chamber
depth herally
C S dfE i
Iris @
* lens

endothelium:
Clarity rcortex  early opacity

epithelium: :
WNL PEE N__ 7
WNL guttata no guttata q/

anterior

! ~N
posterior sule PSC
nucleus@ early ‘NS

*IOP OD:__Jb og: -
O Appl onopen DMP"
0 Not déne:  chig trauma,

Gonloscopy open, wide OD 0S OU

PUPILS DILATED: Time; SV
[J Not dilated (reason)

' POSTERIOR SEGMENT

itreous ciear pos:eﬂordenaa:mant

. Optnc disc: physiologic noehangs
Size

Cup/disc C

Nerve fibers £ ' f/ / )‘/ y J 4
* Retina: .
.= Macula WNL drusen > é,'" N

“Vessels WNL narrow
Periphery WNL lattice R L

/ 129
W T

Page 3 of .
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'~fTESFﬁgsum;@%@me“)RETAﬂon .

v Ty
'lﬁiﬁjéphy 0 Angiography O Echography [J Comeal Topography |

+

Os: e

Exam Date: Interpretation Date: Signature:

0 Visual Field ] Photography [ Angiography [ Echography [ Corneal'Topography
OD:

Os:
Exam Date: Interpretation Date: Signature: ¢
DIAGNOSTIC §_§Sl0 S/ASSESSMENT SEVERITY
= - . mino:
~ Okt 5 = self-limitec
- low

%ya// moderate
u t Significant threat

i nﬁngd'ate significant threat
E ason for service-(ICE I
4 Primary condition tha ‘Prompied service:

- @ W ,{ Co-existing conditions that affected visit or procedure: !
/’f ~ %/ . :Z(Ofptional) conditions without impact on service rendered toda

Time of discharge Date
~ - / Final disposition and condition
£ AN S g, 7 U Discharged stable. Follow-up plan
Signatures: O Transfer to
' (JEmergency admission to observe
‘ ( ZM 6@)1 for :
— CJEmergency inpatient admission
[Jtechnician [ regider aCulty O Awaiting urgent surgery within hours

3 optometrist ‘i’:.

2

[ technicfan
[ optometrist

O Requires urgent monitoring-of condition in hours.
Retum to ERat == gon -
rther evaluation and treatment

[J Voluntary withdrawal from

BT\ follow  CHrasuiny—— _

trainee [Jnurse Olnstructions given to patiént.




o o reAar e tIT Ul R - UNIVEKSIL Y ol vl png e SCHOUL, o1 MIRIEC N

NT NAME
r

’

ANNE BATES AL EVE

LT
REFERRING BHvSician

MEDICARE NUMBER

\nne Bates Leach Eye Hospital, p'
fospital Business Office (?'(')8326-61

MED!ICAID MBER

OX 016880, Miami FLXg101

SPITAL SERVICES
==9FIIAL SERVICES

Hospital Emer ency Department Facilit

3199281 990410
299282 990600
199283 990585
399284 990500
299285 990420

Note: -25 Modifier s applied to E/M with other services

I Tetanus injection 990652

342967

JProcedure in ED 990606
(not minor OR)

AL épu,,m (e
Completed by:

Additional Services
ltemized Separately

Diagnostic Service

1 Ocular Photography
J Ocular Angiography

1 Ocular echography - diagnostic

1 Visual Fields

! Electropysiology
JComeal Topography
TLab

] Radiology
J Microbiology
JEKG

Therapeutic Service

}Laser procedure - non-refractive

! Second Floor Minor OR
! Fourth Floor Operaling Room
! Psychology

Ix ID# §9-2154129

o TOTAL HOSPITAL FEES

099281-25 990450
089282.25 990610
099283-25 990520
(199284.25 990510
099285-25 990425

See Separate Invoice for
Hospital and Physician &
Fees for Services listed to
the left.

(Coders use only) APC assigned by

00610 Q0611 Q0612

) Ny, Street. Miamy, L 33136,
OSPITAL N

Hospital Fees

HOSPITAL - H(

SPI”  CHARGES E038.
BENSED BY 1945 « D OF FILORIDA
MB FEES Y NOT INOQ UDED

MARITAL
SEx STATUS BPEI NUMBER

GUARANTDR Name

/
» ; p)
—_ W DATWOF SERVICE

SOCIAL SECURITY NUMBER

ATTENDING PHYSICIA

Bascom Palmer Eye Institute, P.0. BOX 016009, Miami FL 33101
PHYSICIAN BUSINESS OFFICEéZiSOSéinS-GMO

PROF NAL SERVICES
——_=99IUNAL SERVICES

Emergency Ph sician Services

099281 3 of 3 elements M0difier§
0989282 History Exam Complexity GC Hestqem Involved OYes ONo
099283 o oo o 057 Decision for surgery made

099284 ggF ESF g::: today for surgery today or tomorrow

0199285 DET  per LOW .25 g/m Service unrelated to minor
COMP CcOMP MOD surgical service today
COMP comp HIGH
—_ 7

Doctor Fee:

0-24 E/M Service unrelated to recent
surgery

LEDN

Secondary Diagn“osi?included in Emergency Evaluation & Manageni@t

Incidental Diagnos/es 4

Provigérs
¥Staff Ophthal

0 Resident Ophthal
0 Staff Optom ‘

D Resident Optom

Billing Provider Signature

STATEMENT

I certify that the medical record documents the services and diagnoses as marked.

Other Physician Services Principai Diagnoses (for each)
I Planned Pre.op

10430 _
0 Post-op 99024 10440
) Gonioscopy 92020 18880

3 Sensonmotor (18R} 92060

O Therapeutic contact lens (18R) - RT 92070
£ Therapeutic contact iens (I&R) - LT 92070
O Ext Ophihai tn (18R) - RT 92225 10004
Q) Ext Ophthar init (18R . T 92225 10004
0 Ext Ophthal 14 t&R) AT 92226
[V Ext Ophthal 14 18R LT 92206

TOTAL DOCTOR FEES

—

uthorization needed for follow-up appointment
Urgent wil require ED care ¥ no authorization provided

L T N



AN

PAN AMERICAN. " HOSPITAL EMERGENGY

INSTRUCCIONES PARA SERVICIOS MEDICOS CONTINUOS

PARA CONTINUAR SU TRATAMIENTO ME
SENALADAS DEBAJO:

CUIDADO DE LAS HERIDAS: []

y hmpia, fuera del contacto directo ¢
mpiela dos veces al dia con una solu
oxigenada) y mitad de agua

de sangre, regrese inmediatamente al Departamento de

on la luz sofar.

Mantenga la herida cubierta
Cion de mitad de

Si tiene una heriga facial, I
perdxido de hidrogeno (agua
Si los vendajes se saluran
Emergencias

Cualquier herida puede infectarse, no impor
sé pone roja, inflamada, con pus o con fr

!
2

O regrese inmediatamente a| Departamento
Mantenga los vendajes limpios y secos Lliame a su meédico para una cita en la fecha

indicada

TORCEDURAS, FATIGA MUSCULAR Y GOLPES: D
Sila lesidon ha ocurrido en una extremidad, manténgala elevada.
Durante las primeras 24 horas despues de su regreso a la casa, aplique 3 6 4 veces
una bolsa de hielo por 30 minutos.
i Despueés de pasadas 24 horas, aplique calor por 30 minutos, 3 6 4 veces al dia,
de una de las maneras siguientes:
a. Use una toalla humeda cubierta de plastico y una bolsa de agua caliente.
b. Use una almohadilia eléctrica cubierta.
¢. Cualquiera que sea el metodo usado, tenga cuidado de no quemarse.
Si los vendajes estan Muy apretados, la extremidad tendr.

1

£QUIPOS ORTOPEDICOS

’NMOBILIZADOR DE LA CLAVICULA

+ No se quite ef inmobilizador hasta que no vea al Doctor en____
has.

» Si el inmobilizador le molesta en alguna area, apliquele relieno.

> Apliquese hielo las primeras 24 horas en el area afectada.

- llame a la Emergencia 0 a sy Medico si le ocurriera algun problema,

“ATARRO COMMUN/ VIRUS

Evite contacto con otras personas.
Aminore las actividades fuertes.
Tome mucho fiquido

Suprima la leche.

Un aerosol puede ayudar.

Use Tyleno! para la fiebre y malestar

!STRUCCIONES ADICIONALES: REGRESE S| ‘S!_E__EMP.EORA-—v--m"

DICO, SIGA LAS INSTRUCTIONES ]

"

DEPT/OUT PATIENT RECORD
Lol LD , 5 e
Sold, ¥ag. '
L OPRLATS oo
lvid sav gen 1
030 383-20-5123

INSTRUCCIONES PARA LAS LESIONES EN LA CABEZA: C

1. Manténgase en cama por dias.
aspirinas o substitutos de aspirina (tales cor

2. Tome___
Tylenoi o Datril) cada cuatro (4) horas para el dolor de cabeza, s -
necesario.

3. Sicualquiera de log siguientes sintomas se desarrollan, lame a sumed.
O regrese al Departamento de E mergencias inmediatamente:
a. Vomitos persistentes, fiebre, o dureza en el cuello.
b. Pupilas desiguales (una grande vy la otra pequena).
¢. Confusion o sonolencia no usual.
d. Convulsiones o pérdida del sentido
e. Tropiezos, obstaculos O cualquier otra anormalidad en el uso de I;.
piernas o de los brazos.
f Incontinencia en la orina o defecacion.

LESIONES DEL CUELLO O LA ESPALDA

* Aplique calor en el area lesionada. Tenga cuidado den
con una toalla fa bolsa de agua o electrica.

® Descanse lo mas que le sea posible.

¢ Un masaje suave en e| area afectada aumenta la circulacion y produc.
alivio.

® Use el collar cervicar de acuerdo a las instrucciones recibidas.

INYECCION ANTITETANICA: []

1. Puede haber una pequena o moderada inflamacion local v aument
de sensibilidad por un dia,

2. Si un pequefio nddulo o
inyeccion, no debe ser moti
dias.

3. Enraras ocasiones, fiebre

4. Se negesita una inyeccién
permanezca su efectividad.

DOLORES .DE CABEZA/MIGRANIAS

1. No hay restrictions en su dieta, a menos alimen
puedan causar dolores de cabeza.

0 quemarse. Cubr

protuberancia se forma en el lugar de I
ivo de Preocupacion y desaparecera en pocos

y malestar general pueden ocurrir. .
de toxoide tetanico cada 5°anos para que

tos o' alergias que Ie

2. Use bolsas de hielo en el lado de la cabeza cuando hay dolor en esz
region, puede ayudar.

3. No deje de comer.

4. Descanse en un cuarto obscuro; evite fumar, y a su vez el humo
los olores fuertes.

5. No ingiera bebidas alcoholicas.

6. Evite completamente; las drogas sedativas que alteren su estado menta!

0" emocional.

il VEA EL MEDICO EN 1-2 DIAS
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DE EMERGENC
HE RECIBIDO U
DICOS HAYAN S
AS INSTUCTIONE

Y

“ARTAMENTO
NIENDO QUE
IBLEMAS ME
ENTIENDO L

.

DO CONOCI
S QUE ME HAN_DADO

. -

Sy

/o
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Patient t....26339

¥

RBDULNASSIR, NaRla T
360 €. PARK DRIVE
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Birth date...48/)8;1948 (53)
Home phone. .. (345) 226-854¢ Nerital... ... §
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OFFICE VISIT- NEW  EST OFFICE SURGERY HOSPITAL SURGERY (CONTINUED) )
P Exam !92(:04 ; BLEPHAROPTOSIS SECONDARY INSERTIONS 1.0.1. GSWI
TER ExAMm {92002 CHALAZION. SINGLE REMOVAL TRABECULECTOMY 56170 :
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VEL Z £ 39207 EPILATION 6782C°
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ey ‘95201 | 99214 FOREIGN BODY REM. - CORNEA 85222°
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SPECIAL EXAMS & TESTS LASER DIABETIC RETINOPATHY (MACULAR)| 67228 24 UNRELATED POST-Op 57 DECISION FOR SURGERY
OVP COANEAL TOPCGRAPHY RL | 92499 LASER PRP . 67228 52 REDUCED PROCEDURE 78 RETURN TO OR.
LTURE BACTERIAL 87070 LASER ABNORMAL VESSELS 67210 54 CO-MANAGEMENT 79 UNRELATED PROCEDURE
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ONIOSCORY 92020 _ JRETINAL DETAGH TIT_EA-R 67105 NEXT ARPOINTMENT
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IECTION  “ENON'S CAPSULE 67515" YAG LASER IRIDECTDMYARIDOTOMY 56761 'Aumom'zamu-uuman
“JECTION - RETROBULBAR (ALCOMGL) {67505 YAG LASER VIrROUf:TRANDs 87031 RO U
ICULAR TOMOGRAPHY (SLGT 2135 | HOSPITAL SURGERY i .
IPHTHALMCSCOPY. £XTENDED 92225 CATARACT REM. EXTRACAP (PHACO) | 65984 ALIO
IPHTH, SUBSEQUENT 92226 CRYO 67141
PHTE WL JORESCEIN ANGIOGRAPHY | 92235 ECTROPION 87916 \ ¥D SO. MiAm H DEERING 5 HOMESTEAD
IPHTH WIFUNDUS PHOTOGRAPHY 92250 ENTROPION 67923 my inSUrance benefits to be paid directly to the above
{EFRACTICN FOR VISION CARE 92015 EXTRAGCULAR MUSCLES - ONE HORIZONTAL | 67711 ool ;';',{?&‘:‘#..”32;‘?7:’,,‘;’,‘,;,:2{;:,‘:;
IEFRACTION - COMPLEX 92017 - TWO HORIZONTAL | 67312 1 -
HERAPEUTIC 7L 92070 OR MORE VERNCAL | 673186
SUAL FIELD, EXT 92083 KERATOPLASTY PENETRATING 65730
ISUAL FIE.D INT, 92082 KERATOPLASTY AKIA 85750
NASAL LACRIMAL JUCT INTUBATION WeRoBAG] 5ga 30
PTERYGIUM W/Glup;’ 65426
! RETINA REPAIR BY .. 67110
ASIK AKX EVALUATION {LS»( 3 RETINA REPAIR lPRﬂfV. DETACH) 67112
J SCLERAL BUCKLING RETINAL DETACHMENT 67107 §
i
1 { 53
IBDULIASS 15 MARTH [ 235844 68/18/1548 61;1/62 EX__JDISCOVER
508 W PURK Dk IVE e - 4| d
TR S S~SELF far. £Y HAD RETHNG REFORE. oK
UAML . FL 33,72 WER DY T0 CHARGE $75) g, SHE WILL PAY 4
HOME: 385 Z0p-4543 WORK: 385 we3-5317
@
“ 1

N

it

tay

37




'ANNE BATES LEACH EYi OSPITAL -
P.O BOX 025561 / MIAMI, FLORIDA 33102
! . 305/326-6167

PATIENT NAME
clainiA g ABDULMASSIH
BILLDATE |  AccounTnoO,

STATEMENT

RESPONSIBLE PARTY / GUARANTOR NAME

AMOUNT PAirf
11730700

THIS IS A STATEMENT OF SERVICES RENDERED IN THE fFOLLO ;

i MARIA I ABDULMASSTH
_ #203

300 w. PARK DR.
-~ Miami, Fy 33172-3983
,ll“lll”llIl,”lll'll,l,ll“l,I,ll,lI'lll”l'l'll'l,llll”l'

ANNE BATES LEACH EYE HOSPITAD
P.O. BOX 025561
MIAMI,FL 33102

Insurance estimate
mains  responsible
party and should n

unt or making pPayment, PLEASE
show Patient Name on payment.

solely for payor’s information. Paye
for all sums not paid by insurance -
ot rely on estimate.

DESCRIPTION | INSURANCE ESTIMATE [PATIENT ESTIM

CLINIC (11/10/00 - 11/710/00)

Total Charges for the visit-: S

64.97
Balance Forward

Billed Amount

Balance for visit # 1630321 :

No Insurance information available.

PATIENT NAME ,

ARIA T ABDULMASSIH

|PAY THIS AMOU;
64.97

PAY THIS AMOUNT
date will appear on your next statement.

ANNE BATES LEACH
*Make check Ty E HOSPITAL

®* We do not GUARANTEE an

® Please keep this statement for income tax purposes.

payable to: P.0. BOX 025561
¢ Statement balance due when rendered, MIAMI, FLORIDA 33102

IMPORTANT MESSAGE REGARDING YOUR ACCOUNT
=ase send your bayment today.

you would like to pay by Credit Card,
rd #

—

Please complete below

EXp Date

- Amount

——



« [
LAW OFFICES

Murray B. ErPsTEIN, PA.
TWO DATRAN CENTER
PENTHOUSE I-A
9130 SOUTH DADELAND BOULEVARD
MiIAMI, FLORIDA 33156
MURRAY B. EPSTEIN

JAY H. HERNBERG (DEC'D) TELEPHONE (305) 670-5999
( ) -
TRIAL PRACTICE BROWARD (954) 925 5999
PERSONAL INJURY FAX (305)670-8373
WRONGFUL DEATH
March 21, 2002

Kmart Corporation

¢/o Trumbull Services Company
P.O. Box 426

Windsor, CT 06095

RE: Maria Abdulmassih vs, Kmart
Date of accident: 11/4/00
Our file no.: 00-991

Dear Sir/Madam:

FORT LAUDERDALE OFFICE
1040 BAYVIEW DRIVE
SUITE 605
FORT LAUDERDALE, FLORIDA 33304

TELEPHONE (954) 563 - 2677

PLEASE REPLY TO:
MIAMt OFFICE

Enclosed herewith please find a Proof of Claim form along with supporting documents

relative to the above captioned claim.

Kindly forward me an acknowledgment of this claim in the enclosed self-addressed stamped

envelope provided for your convenience.

MBE/cad

Enc: As noted



	\\Ts02\clients\167_KMart\167_Data\167_bLinxData\167_Images\167_ClaimImages\Images\167_00000866.tif
	image 1 of 32
	image 2 of 32
	image 3 of 32
	image 4 of 32
	image 5 of 32
	image 6 of 32
	image 7 of 32
	image 8 of 32
	image 9 of 32
	image 10 of 32
	image 11 of 32
	image 12 of 32
	image 13 of 32
	image 14 of 32
	image 15 of 32
	image 16 of 32
	image 17 of 32
	image 18 of 32
	image 19 of 32
	image 20 of 32
	image 21 of 32
	image 22 of 32
	image 23 of 32
	image 24 of 32
	image 25 of 32
	image 26 of 32
	image 27 of 32
	image 28 of 32
	image 29 of 32
	image 30 of 32
	image 31 of 32
	image 32 of 32


