¥ (,FFORN“BIO (Oﬁlylal Form 10) (4/98) USBC, Illinois Northern (4/1/98)
. *FILE ORIGINAL FOR CHAPTERS 7 and 1 1 IN DUPLICATE FOR CHAPTER 13, FOR DATE-STAMPED COPY, SEE #9 BELOW

United States Bankruptcv Court ' CIeH7 [_JcH 13[_JcH 11
Northern District of Illinois, Eastern Division PLEASE CHECK CHAPTER

Name of Debtor Case Number
/((ﬁ/?zf (/0{/0 D2-247Y 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:

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 money or property) anyone else has filed a proof of claim P. O Box A3613
4/0(;@ /9/,\/ 5‘& relating to your claim Attach copy of A L

statement giving particulars Chicago, lllinois 60690-3612

Name and Address Where Noyged Should be Sen// E Chec; box 1f you have never
VALY rre one

recelved any notices from the

Q0 gL 1/ bankruptey court in this case Creditor #
79 ,&)c//L/QA/ 2 ptey
% Y=Y /V FZ/ ZZ 76 D Check box if the address differs
Tele hogne‘go@ <

from the address on the envelope sent THIS SPACE IS FOR

>2 _2 3/ -0 to 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 clam dated.

1. BASIS FOR CLAIM

Goods sold Services performed D Wagegi }sa'ianes, and compensation (Fill out below)
Money loaned Personal injury/wrongful death Your social security number
D Taxes Other '%;Unpald compénsatuon for services performed ;
|:| Retiree benefits as defined in 11 US C § 1114 (a) A from . to |
e ( date) (date) |
2. DATE DEBT WAS INCURRED: 3.IF COURT_JlgDGMENT, DATE OBTAINED
4. Total Amount of Claim at Time Case Filed: $ go, OO0 Q[M//&,L(/OAJ—EE0~

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

Check this box If claim includes interest or other charges in addition to the pnncnpal amount of the clam. Attach itemized statement of all interest
or additional charges.

5. Secured claim 6. Unsecured Priority Claim
D Check this box If your claim i1s secured by collateral {including a Check this box if you have an unsecured prionty claim
night of setoff) Amount entitled to priority $

Specify the prionty of the claim
Brief Description of Collateral |f|

Wages, salaries, or commissions {up to $4,300), *earned within 90
days before filing of the bankruptcy petition or cessation of the
DReaI Estate debtor's business, whichever is earlier-11 U.S.C. § 507(a)(3)

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

Other Uﬁ 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)
Allmbny, maintenance, or support owed to a spouse, former spouse,
or child -11 U.S.C. § 507(a)(7)
Amount of arrearage and oth?r charges at time case filed included Taxes or penalties owed to governmental urits11 U S.C. § 507(a){8)
in secured claim above, if any $ D Other—Specify applicable paragraph of 11 U S C § 507(a)
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 clam. COURT USE ONLY
8. SUPPORTING DOCUMENTS: Attach copies of supporting documents such as promlssory L E D
notes, purchase orders, invoices, itemized statements of running accounts, contracts, court I

judgments, mortgages, security agreements, and evidence of perfection of lien. DO NOT yNITED [STA} -8 BANKRUP U { COVRT
SEND ORIGINAL DOCUMENTS. if the documents are not available, explain.- If the documep@RTHER! DISt1KiCT LF iLLINCo
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 clalm enclose a MAR 2 5 ZDBZ 3\;5
stamped, self-addressed envelope and an additional copy of this proof of claim.

Date: Sign and print the name and title, if any, of the creditor or other person authorized KENN H S, GAR@NEH, CLERK

37 z/é this cla?ttach copy m if any) M A".,ﬁGOM KC e 0\’3\

Penalty for presenting fraudulent c/g;fﬁ Fineof up to $50¢’VOO or imprisénment for up to 5 years, or both. 18 U S C, §§ 152 and3571.

~

\oA

*Amounts are subject to adjustment on 4/1/98 and every 3 years thereafter
\
|




INSTRUCTIONS FOR FILING PROOF OF CLAIM FORM

The nstructions 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 N

"The person, corporation, or other entity that
has filed a bankruptcy case 1s 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 creditorlls claim). This form must be
filed with the clerk of the bankruptcy court
where the bankruptcy case-was filed.

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, 1n some states a
court judgment 1s 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.)

UNSECURED CLAIM

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

- money or property available to pay these

claims). The most common types of
prionty claims are listed on the proof of
claim form. Unsecured claims that are not
specifically given prionty-status by the
bankruptcy laws are classified as
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 Virgina), the name
of the debtor 1n 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, 1f 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 1s being filed
If the type of debt 1s 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 this debt, state the date the court
entered the judgment

4 Total Amount of Claim at Time Case Filed:

Fill 1n the total amount of the entire claim. If interest or other charges

1n 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 1f the claim 1s a secured claim. You
must state the type and value of property that 1s 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 1f you have an unsecured prionty
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 1s for more than the amount
given priority by the law. Check the appropriate place to specify

_the type of priority 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, 1f 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:

Kmart Corp.
¢/o Trumbull Services
P.O. Box 426 )
Windsor, Connecticut 06095




"IN THE CIRCUIT COURT OF THE 19™
" JUDICIAL CIRCUIT IN AND FOR
INDIAN RIVER COUNTY, FLORIDA

SR ICASE\IO 20 n10c13 cap\\\
" - SANDRA MAINES, . :

Plaintiff E , o 1ASSJGNEDTOJUDGEKENNEY
Vs.
'K MART CORPORATION;’

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

Defendants

COVIPLAINT

Plamtlff Sandra Mames by and through her under51gned counsel, sues Defendants, K-Mart
o | Corporatxon a Mlch1gan corporatlon, herem referred to as “K Mart”, and Careful Clean, Inc, a a
Flonda Corporanon herem referred to as “Careful Clean and alleges the followmg o

1. Tlus is an actxon for damages wluch exceeds Flfteen Thousand Dollars ($15 0605—*“
:excluswe of costs, interest and attorney’s fees. (, ' ‘ |
‘ 2. On or about August 2, 2000 K-Mart COI’pOl'athIl was the owner and in possessmn ;N
= ofa buxldmg at the Bxg Kmart located at 1501 US l Vero Beach, Flonda 32960

3. On or about August 2, 2000 Careful Clean Inc. was operatmg in St. Lucie County, ’
Flonda, and was the contracted party responsxble for routme ﬂoor mamtenance at the Blg Kmart, .

located at 1501 US 1 Vero Beach Flonda 32960

4. Plaintiff, Sand:a Maines, at all times material .hereto;‘was a natural person and



Sty
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T resrdent of Indlan Rlver County, Florida.

3. On or. about August?2, 2000 Plalntrﬁ' Sandra Mames was browsing in the houseware

section of the store Wh.rle walkmg wrth due care, \rIs Maines shpped and fell in the msle that was.

excessrvely shppery.
o - COUNTI
NEGLIGENCE CLAIM AGAINST K MART CORPORATIO\I

Plamnff re-alleges and 1ncorporates by reference the allegatrons 1 through 5 above and

further alleges

6. Plaintiff Ms. Maines was lawfully on the property of Kmart asa business invitee.

7.7 The Defendant, as owner and manager of the subject property, owed a -non- -.

delegable duty of care to all guests , including Plamtlff to keep the property and its common areas

free from dangerous condrtlons and ha.zards

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

mcludmg, but not lrrmted to the followmg respects

(@ - faxlmg to mamtam the premlses and aréa under itscontrolina reasonabfe;—afe

' condition;v )
| ®) 7 fmlmg to protect or wam lentlﬁ’ ofhazardous and dangerous condmons and
(c)«.j failing to correct the hazardous and dangerous ‘condmons
d) : . farhng to properly mspect 1ts premises to ensure the safety of its patrons
(e) I, "failing to creates and enforce proper safety mspectrons procedures to ensure
the safety of its pau'ons | |
. 9. Asa direct and proxirnate result of th'e Defendant Krnan’s negligence and failure to .

T

P
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warn, Plamtxff Sandra Mames nvas(injnred in and abont her b‘ody and e?étremities, snffered pain ‘_
‘thereﬁ-om:, incurred medieal exnense m :'the _treattnént of the injuhes, and suffered physical handicap, .
, and her worldng ability v;'as impa'u"ed' the mjnries are either penmanent or continning in nature and -
’Plam\nff will suffer the losses and unpalrment in the future '
WHEREFORE Plamtxff Sandra Maines demands Judoment for damages against Defendant ,
Kmart in excess of SIS,OOO, and further demands 4tn’al by jury on all issues so triable as a matter of |
right. | | | |

T ' COUNT II o .
NEGLIGEVCE CLAIM AGAINST CAREFUL CLEAN INC.

Pla1nt1ff re- alleges and mcorporates by reference the allegatlons 1 through 9 above and
further alleges _

10.  The Defendant Dareﬁ.ll Clean, asa contracted eorporation m charge of maintenance
. of the subject ‘propetty; owed a duty of care to all ;guests, inclnding Plaintiff, to keep the propeny :
and its connnon areas free from dangerous eonditions and hazards of which it knew or should have
known. \ | . SR ‘. R - e T T

‘11, The Defendant Careful Clean breached 1ts duty in that it was careless and neghgent

’ mcludmg, but not hm1ted to, the followmg reSpects ’ s
(a) faxhng to maintain the premxses and area under 1ts eontrol in a reasonable safe .
K condition; | | | | |
" “ (b‘)J - faillng to protect ‘orl warn Plaintiff of haaardons and dangerous conditions;
(©) ,ﬁ failing to eoneet the hazardous and dméerous sonditions; and

ﬁ (d) : failing to properly tram it employees in the inspection and maintenance ofthe -




‘subject prermses to ensure the safety of the patrons of the busmess

'(\_l 2.~ As a dxrect and proxlmate result of the neghgence of the Defendant, the Plamtlff

L suffered bodlly injury and resultmg pam and suﬁemg, dlsabthty, dxsﬁgurement rnental angmsh, loss

| of capac1ty for the enjoyment of hfe expense of hospltahzatlon med1ca1 and nursmg care and.

' treatrnent, loss of earnmgs loss of ablhty to earn money and aggravauon ofa prevmusly emstmg _
condmon. The lnsses are exther.permanent or continuing and Plaintiff will suffer the }osses in the

© future. . | J | |

WHEREF ORE, Plaintiff Sandra Mames demands Judgment for damages agamst Defendant‘ .

Careful Clean in excess of $15,000, and further demands tnal by j Jury on all issues so tnable asa

%-éﬂ/

- _' " BRIAN J. CANNELLY, Esq.
. ' Gould, Cooksey, Fennell, O'Ne111

matter of nght

Dated this 27" day of November, 2001

e

T - .- - . . Marine, Carter & Hafner, P°A.-
. ... . . 979Beachland Blvd
co o © Vero Beach; FL 32963
-(561)231-1100
- . (561)231-2020 FAX
. Florida Bar No. 0058815
Attorney for Plaintiff
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A GOULD, COOKSEY, FENNELL, T .
O’NEILL, MARINE, CARTER &HAFNER, P A. T

+

JOHN R. GOULD(1921'-1988) 5 < os s L'+ 979 BEACHLAND BOULEVARD. * - " TODD W. FENNELL, ELM.
~ BYRON T. COOKSEY * .~ -+ VEROBEACH,FLORIDA 3293 - - o TROY B. HAFNER, LLM.**.

. DARRELLFENNELL . . ... . -.. - . TELEPHONE (561)231-1100 _ _. - SUSAN.L: CHENAULT..
EUGENE ). ONEILL*. coe T © FAX(s61) 2312020 -1 . BN BRIAN J. CONNELLY -
CHRISTOPHERH.MARINE . ~© -~ . = - ¥ 3 o T ) MARSHA P. WIKFORS
DAVID M. CARTER | T , o " SANDRA G. RENNICK

o ) iv‘ AR . e o OF COUNSEL  _ -

\ : ; , SAMUEL A. BLOCK
“FL BOARDCERTIFIED . -~ Joe . .- ) e o
" 75 CIVIL TRIAL AND L . ) o ’ C **FL. BOARD CERTIFIED
. BUSINESS LITIGATION ; : D, \ s A - WILLS, TRUSTS AND ESTATES

1
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- September 12, 2001

* Richard J. Willis - . . o [ , .
* Claim Service Specialisth S : STl o
The Hartford- LT :
Orlando Commermal Clalm Center TR
P.0O.Box 947000 - . - o

Maltland, FL 32794-7000 . '

. Re:  Our Chent T D * Sandra Mames :
: Your Insured " . Careful Clean, Inc. -

YourClaimNo. * ":-. YACLO09470 = -
Date of Accident ~ : - “~August2, 2000 . .

DearfMar. Willis: - , o ‘ IR

As you are aware, this firm represents Sandra Mames asa result ofa slip and fall acmdent atK-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 lettér 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 heréwith is a brief summary of the facts which would be * -
-~ prepared at a trial of this matter. Enclosed for your review.and marked as Exhibit “A” isa copy.of - . -

* the Kmart Customer Incident Information form filed with your insured following Ms. Maines’s fall. -..

" Ms. Maines fell on. the premises of Kmart due to an-overuse of ‘wax on the floor of the Kmart -

L 'premlses byyour msured o _ S

-ty

R R -

Followmg her fall Ms Maines sought med1ca1 treatment in the emergency room of Indian Rrver
- Memorial Hospital. -X-rays were taken and Ms. Malnes was later released. Ms. Malnes returned
. -again on August 8, 2000 for additional medical treatment of i 1nJur1es she sustained in this accident.
- Enclosed and rnarkcd as Exhrblt “B” is a copy of the records of Indlan Rrver Memonal Hosprtal




Y PageZ )
Rlch'ardJ Willis.™ = -
" Re: Sandra Maines - -
. September’ 12, 2001 -

. - s SES
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o Mrs Mames recelved follow-up care of her injury thh Dr K1rk Maes of Barefoot Bay, Flonda Dr:

Maes began treating Ms. Maines on August 14, 2000 at which time his i impression followmg 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 tenderness 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 therapy were prescribed for Ms. Maines. A copy ofthe

. records of Dr. Klrk Maes and Spme and Sport 1s enclosed and marked as Exhibit “C” and “D,”

respectlvely

Asa result of the injuries sustamed in this acc1dent Mrs. Marnes mcurred the following medical

expenses

" Indian River Memorial (08/02/00). $ - 681.25

Indian River Memorial (08/02/00) $ . 43.75 - \ E
. Emergency Medicine Associates L
, (08/02/00) - $ 150.00
X r Emeroency Medicine Associates o
{08/08/00) - . $.-150.00
. McCorkle Radiology (08/02/00) = $ 109.00
" Vero Radiology (MRI) $ 591.91
. _ 7 Dr'KirkMaes . , $ 7 600.00
" -Spine‘and Sport e T $ 1366 20
“Total - . .. - $ 369211:

e .o e -

o Enclosed and marked as Exhlblt “E” is a copy of the above expenses currently contamed in our ﬁles o

~E - i N t—‘

" Sandra Maines is a 40 year old hean_ng impaired womanf-ygho, pnor to,thrs 1nc1dent, enJoyed avery.

+ 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 atreading

" 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 drstance and finds it difficult to do-social
.7 activities with her farmly and friends. In'light of Ms. Maines’ 's age it 1s likely that she w111 develop .

arthritic changes in the site of her i 1n3ur1es in the future




. Page 3
Richard Willis -

Re: Sandra Maines
September 12, 2001

In summary, there is absolutely no is§ué of liability in this mattéf. 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,

[N -
SN

. BrianJ. Co elly

BJC/ss
Enclosures - <
CC: Sandra Maines

amea -

AT A |
GRS
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) Store Stamp

DeaerartCustomer R S

We want you to have a posmve expenence every time you VlSlt our store 1f you have
loss of any kind while visiting us, please provide the information requested below. This information will help us .
It will also help us in contactmg you to

_meet our goal of continuous 1mprovement in the operation-of our store.-
rnake sure we are provrdmg the serv1ce you expect. ‘

Please take the whlte copy of thrs ‘document for your records If after leavmg the store you wish to provrde further

. mformaﬂon or have any quesnons about your incident, please call our Store Team Manager.

'

future.

i We are sorTy you had\gn onpleasant expenence whﬂe our gue t We 1ook forward to serving you better in the o ‘

Smcerely, - B

N - - * - ¥
L - N o opde

expenenced an acmdent or.

Customer name:

‘ Cxty \[?_(L ‘fo (Jﬂ

Customer 5 employer

s, 20

State: \'L le OJC{(‘; Z Phone(b(;,l)'??b

Customer s sex: B

Customer s Date of Brrth @ OZ(D (ﬁ (

- f mjury to a child: Chrld's ———

Customer s’Socral Secunty Number o? o 4 bq q gg‘

Chrld’s age 5 Parent s name: .
*Customer’s Descnptmn of Incrderxt' ’ S Lo
‘Date of incident ,_7\ O ﬂ “ " Location of incident: HO v\SQ bUO_, N b
Time of incident. LL, -,gD p e : What happened? Q{ \ «:) (Lh{' ’g' L../“ CCC 1 de Dﬁt

i thte copy for Customer I

-




- TO BE COMPLETED BY PATIENT

b
J
e

TO BE COMPLETED BY STORE PERSONNEL ¢

TO BE COMPLETED BY PHYSICIAN

LB s w*ﬁ» L A - x.m Zak
L

srona AUTHORIZA 4ON FOR FIRST AlD s BT STAME 5
To: '— N ~ Name of Doctor, Clinic or Hospital : 1501 US 1
« * Auborized By VERO BEACH FL 32960

e
LR

":-w- e
(ALY

We will pay the reasonable and ordinary charges for one time emergency first axd treatment of the patlent descnbed below,
administered within 24 hours of the incident described below, if this form is completedm 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. Thxs

authorization is for first aid only, and does not extend to follow-up care and is not an admxssnon of hablhty
VoL,

Patient.‘Name Sﬂﬂ crd ”4 ﬂ/ﬂ < ;5 | Incident Date 3 d@‘ o 0 Inc1dent Tuneq@_

Address L/7é 5’ 30-#/”P€' DOB 6 596 G /_ S-oc Sec. No. 6 <« ‘5\7’ ?f?/
SerORenc 4 ’ 3254 7 Height s'7V Weight /£0 ’

(City) . ~ .+ (State) (Zip Code)
Patient’s Employer -

PATIENT AUTHORIZATION TO RELEASE INFORMATION

To: Any and all providers of medical services: This 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, chmcal or
laboratory findings. dxagnosxs 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.)

e e e, LA

PHYSICIAN’S MEDICAL REPORT Date of'examinationt/ treatment H

Hlstofy of incident given by patient :

Patient’s complaints - S— . — '4 -
Clinical findings k ; T
Has patient ever had same or similar condition _ ' ‘ If yes, when? '4 T
Diagnosis ‘
Treatine;1t rendered
Prognosis: Is patient disabled? . If yes, how ldﬁg is disabilit'y expected?
Have you treateq this patient before? _________ Apprg:_&imate dat? of last qeament
Signature of physician - - — ‘ 3 Da&e
Name of physician ' ) ‘ , ‘ a‘;Fea D
Office address _ ‘ ) i » ’

Code(37)0944699ns 9/98 AR C S s




- : ‘1 ' : .‘):’ PR M,( ,{(u;v’;:’. ;-’ AT < “\1::7 ) ’yrf:\h. <
| Indian River Mem. Hospital | Date \Tife: sanazatossT22eM | B

[ it

- - O-f' =f
L Emergency Deparunerd 7L MAINTS,

Multiple Minor Injuries ED Physician: BMccnure kg
Waltryle Yinor {nyunes Template ©uu-mm BP /oy // o2

7{ -R:

-CC(s): Aﬁ% Lr AFJL ,<“_~7/,./~r

» SAND
DR TEEL,, Tp 193
D 1
~4-sDu Oe/oz/UD 7 g DR ooggf

# 000355263 0?525/26/ 61

/F

1-770-4264

Tg—;e%tfz

C L ¥y TMNG:

- yJALLERGIES HX SOURCES:
Z "Q Ment\Famuly )

Sxs for
- HPI; ;AW,,./ b doof o G é.éé-,( ,44,\_) % gNursmgNom .
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AR, Inc ‘1 Rlver Memonal Hosputav IR
v B lnstructlons and Information from the Emergefcy Medical Staff
- For. SANDRA MAINES e .~ 08/02/2000 8:06:52PM - Doctor: Barbara McClure, ARNP

s 7 A - ABOUT YOUR RESPONSIBILITIES - T e
-, "AFTER YOU LEAVE. YOU MUST PROPERLY CARE FOR YOUR PROBLEM AND OBSERVE ITS PROGRESS. IF YOU DO NOT IMPROVE AS EXPECTED, ORARE
_'WORSE, DO ONE OF THE FOLLOWING IMMEDIATELY CONTACT YOUR DOCTOR or r=ou.ow-us= DOCTOR or CALL HERE 5615674311 _or RETURN HERE.

Keep thls m mlnd- DIAGNOSIS WITH 100% CERTAINTY IS, NOT POSSIBLE ir the Emergency Oepar!nient’. ‘Fherafur_
) are, nct gettmg better another dtagnosus ls pOSSlbfe' and yow must see yourdoctor or rei g Hie

MULTIPLE CONTUSIONS are bruises of the skin and muscle. There is no evndence 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 muscles that are bruised are
usually sore. The most common symptoms are muscle aches, stiffness, swelling, redness, tenderness, and discoloration.

What to - -| Return 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 tenderness or your skin bruises  F) pain lasting more than 2 weeks

o Your symptoms should improve within 1-2 days, and you should return to normal within 1-2 weeks. It is common for
. +: |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.

*2i[1. Rest for the first 24-36 hours. If possible; elevate any sore areas above the level of your heart.
5 |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 gradually begin to walk as your pain improves.

., 1. DO NOT do any lifting, bending, or strenuous exercise until your are completely healed.
‘:;z 2. DO NOT .remove any splints or braces (if you have been given them) until the doctor says to do so.
3. DO NOT i gnore mcreasxng pain - this is a sagn you need to be seen agam by the doctor.

1- Rssr - QUIET ACTIVITIES FOR Z.DAYS -MEDS
3- FOLLOW UP WITH REFERRAL M.D; AS NEEDED

"ABOUT YOUR X-RAYS:
- Your X-Rays have been read by the Emergency Doctor. An X-Ray specialist (radiologist) wnll also read your films. You will be notified
if there is any change in your X-Ray dnagnosns 4
- YOU HAVE RECEIVED PRESCRIFTIONS FOR:

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

s
. SEE A FOLLOW-UP PHYSICIAN IF NECESSARY:
“f 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 soon 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. MYOU MUST MAKE
YOUR CARE IS . 1300 36th St. ARRANGEMENTS
NOTYET .. .. . ~ . Vero Beach, FL 32960 FOR FOLLOW-UP
COMPLETED Co 664-2233 ‘ OF YOUR PROBLEM
IT IS IMPORTANT THAT WE HAVE A CORRECT TELEPHONE NUMBER, IN CASE IT IS NECESSARY TO CONTACT YOU. j

I have received these instructio

they have been reviewed with me, and |'understand my Wnbmﬁes to carefully foilow them,
. v ’ " -

Discharge Nurse:_

EDICAL RECORDS

Signature of Patient/Guardian)
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>T .Check appropriate box.

Do you have an advance directive ?
Do you have it now ?_
lf you do not have an advance dlrec'ave

would you be interested'in recelvmg
‘educanonal material ?

- Material given.

Patient unable or unwilling to respond. D

Would you like to express your wishes now ?
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“3.1 recognize that the physicians opérat:ih{g‘ and practicing in the hospital iﬁc:iludinfg;"bﬁt’?riot7limited( to: emergency bﬁysicxans, anéstheslologists’

" A=l am undter the cdntrol of my attending/treating physician who provides phyéfcién sérv
- 1s not leqally or vicanously responsibie for the conduct or actions of the physicians oracticing in the Hosprtal including, but not limited to emergency

et

oY S B Tt BT L
S - v 2 At P . - - - B - -
=5, RO wEL - - R . .
%] N
‘

? ‘ ;i y \"{"‘. N SRR ES AT el " ) ,§h~i
1. MEDICAL AND SURGICAL TREATMENT BT S

S to'the patiént. *Indian River Memonal Hasprtal, Inc: (iRMi—i).

physicians, anesthesiologists, pathologists, radiologists, staff or contract physicians indian River Memonal Hospital, Inc. is not liable for any act or

omssion in following the instructions of:said physicians and | cansent to any x-ray examinatian, laboratory procedure, anesthesia, medical or surgical

treatment or hospital-services rendered to me under the. general and special_instructions of my physician. | understand that | should look to- the
- individual physician treating me, rendering care to me or otherwise involved 1n my treatment for any questions and answers concerning my treatment.

- pathologssts, radiologists, staff or contract physicians and cardiologists, are independent contractors, not agents or employees of the hospital and that
". the haspital does not controt 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 Hosprtal to physicians for performance of these services and the patient agrees to same.

2 AUTHORIZATION FOR RELEASE OF INFORMATION. -

| authorize IRMH or its agents or any physicians who have attended me to furmish,my. Insurance company(s), preferred provider o'[ganization '(PPO), or

- > - health maintenance organization (HMO) or therr representatives with any and all medical information including any psychiatric,”HIV or HIV testing
- information, alcohol and drug abuse information contained in my medical records. - | also understand that this authonization is valid only for the,
‘admission date(s) shown above and that | may revoke this consent in writing at‘any, time. | also authorize IRMH, .its agents and members of its medical

staff to release and/or receive to/from any post.acute heaithcare providers, “any” confidental information that would bé helpful in' my hospital and/cr
discharge plan of care. . : . . ' - g . . B .

Once | or my healthcare surrogate have agreed to a discharge plan (and with 7tt«1e_ptjysici'an's order), the post acute agencies may-have access to my

S s -

.. chart for the purpase of continuity of care.. . -

-1 hereby authorize ~an‘y invalved physictan(s); including but not limited to radiologsts, cardiologists, pathélogists, anesthesiologists, and/or emergency
department physicians, to_furnish any potentally fiable insurance companies or their representatives with-any and all information concerning -

hospitalization, interpretations, examinations, and/or treatments that may be contained in his/her medical records.

'"3. ASSIGNMENT OF BENEFITS - - % # "~ = oo ” - - R

- 2. ACKNOWLEDGEMENT OF RECEIPT - AN IMPORTANT MESSAGE FROM MEDICARE. =~ -

i necessary to collect this debt through an attorney or collection agency, | agree to pay the cost of-such callection including a reasonable attorney's fee.

'3.' RELEASE FROM RESPONSIBILITY OF DISCHARGE

| hereby, release both the physician and the hospital from any and all responsij;ijity for any resUItmg il effect in the event that | !é,:ave the: fospital
. = -against the advice of my attending physician.”1 acknowledgg that | have been informed of the risks involved. - I - R R

:,3: . « e ‘ I .T /00 D ! “1064 -
- R R e

- 50 AEY 300K

~7dian River Memorial Hospital, InC.  Vero Beach, Flonda |

I certify that the insurance information given by\ me |s to the best of my knowledge, correct. | authorize and assign payment to -IH_MH all haspital

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 payable- for their professional services. ‘| understand that | am.
financially responsible for all charges incurred and those charges not paid by my insurer's 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..

| authorize any necessary credit check: - Should it became

Pt Y,

. MEDICARE AND/OR MEDICAID <~~~ - " .- AR - eTE
i certify that the information given by me in applying for payment under Titte XVIH, a )
holder of medical information to release such information to the Social Security Administration or its intermedianes.

| understand | have the right to receive an itermized statement upon request. - - - -

- F— d . ST s s

. -1 request that any payment of"a[jtﬁo?iiéa benefits'be made on my behalt. *-Iﬁdhaé‘?éténd’ that | am responsible for any insurance deductibles and

coinsurance. . o e

.t - = o ™ P

If Medicad is applicablé, | authorize IBMH .aind\ the hospital insurance qairner to-make av'a|la'bI:e to the Flanda Division of-Family Services any requested
information concerning medical, insurance, and financial records relating to my. hospitalization. | hereby assign to IRMH all benefits. ) ’

na/o? Title )ilX of the éocial Security Act is, correct. 1 au_trjorizé any -

If I am Medicare eligible, my signature only acknowledges my receipt of this-méssage from INDIAN RIVER“MEMORIAL—HOSPIfAL on the above Rk

admission and does not waive any of my rights to request a review or make me liable for any payment.

"i. RELEASE OF RESPONSIBILITY FOR PERSONAL ARTICLES .  * - ST - T

-

. It is understood and agree[:i that IRMH maintains a safe for the safekeep}hé of 'mndné);- and valuables and IRMH shall not be liable for the loss or

damage to any money, jewelry, contact lenses, general prosthesis, eyegiasses, 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 not in any event be liable in any loss or damage to any personal property. If 1 choose to keep such items with

me, | understand that | will assume all responsibiity for them.- - .

- M . . - e ‘-
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I have read and agree with all the above information.

.. SGNATURE OF AUTHORIZED PERSON — —— - BATE —
t‘if' - —PATIEN#‘ AUTHORIZATION AND "_CONS)ENT_

o 931040
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" Date /oa/ooﬂmw"—

02
;‘SMAINE SANDRA .
© 478 TH AVE

Patiant Demographic Record
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QC1000 Rev. 0492 -

1931040

- DR TEEL,

DUDLEY G. DR# 00001
ADM 08/02/00 DOB 06/26/61 F
MR% 000355262

561-770-4264

. Patient Name
Address- - 4785 306TH AVE . .
cnym_zp‘ VgRO 'BLAC‘—{ . FL 32967
" Telephone Number - 56l 770-4264 '
8S Number » 264599881
 Date of Birth . - 06/26/81 ..o
- Age - 039Y T
. Sex SO
Marital Status S -
Raoce 2
Patient Employer
Addreas : )
City-State-Zp _ : 00000
Guarantor Name ' MAINES, SANDRA.
Address 65 30TH AVE :
City-State-Zp - . - vaoo BEACH ~ FL 32967
»TolophonoNumber T-"861 770- 4764
Relationship 0 1
Employer .
" Nearest Relative ' BETTY BROWN/MOTHERNLAW
Address , )
City-State-Zip - , : 00000
. Telephons Number 561 567-2678 -
" Primary Payor SELE PAY
: _,er;ryName " QUTPATIENT
Group Number ' - '
Subsoriber MAINES, SANDRA
Policy Number . - 264599881 ) o .
Address - : r 00000-000Q * °
Seoondary Payor ‘
_Group Name
Qroup Number . -
Subsoriber :
Polioy Number
-Address
- Pationt Account NUmber 1931040
_Medioal Record Number - - 000355262
Finanolal Class A - SELF PAY-
Patient Type Q - CONV CARE
Complaint FALL
Comments )
Indlan River Mmml Hupul lno, Vero BeachP PM Dumgupb Record
1931040



SATIENT : MAINES, SANDRA

Do - . 06/26/1961 -
DATE . 08/02/2000
AGE :

- ADDORD# - :

PT TYPE : Q

' REQUESTING PHYSICIAN:

ATTENDING PHYSICIAN:

" INDIAN RIVEX MEMOR

P

) 1000-36th S
vero Beach, clor

.

DUDLEY G. TEEL, "M
Dominick J-.

REFERRED TO: DOMINICK J. BURO, D.C.

DIAGNOSIS & COMMENTS:

'PROCEDURE DATE:

- LEFT ELBCW 3 VIEWS:

HISTORY: Trauma

,-No effusion. No fractu

\: MEDQ:054

J: 424 B

D: 08/03/2000 . DT: o8
T: 08/03/2000  TT: 11
J: 237748

2615998

-ID: \10276594

This Document Has

By PETER H. JOYCE,

£t

- Dominick J. Buro,

re.

D.O.,

“IMPRESSICN: NCRMAL EXAMINATICN.

140
1247

Sheen
¥y

(561} 567-4311

TAL HOSPITAL

traet .

1da 32960 , .

MRE: 355262
ACCT#: 1931040
. RocM: = -0000-
DATE DISCH:
~ "ORDER#: 2615998

.D.

3uro,- D.0.

Joint spaca\is normal. Normal soft

'

Bean Reviewéd and Electronically Approved

cc: George T. Puskar, M.D-s FAX # 00042
FAX & 000627 P .

IMAGING SCIENCES

M.D. on 08/03/2000.

L. )‘ .
. fDiqcated,by GEORGE T- PUSKAR, M.D. .. °°
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/ RADIOLOGY
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© PT TYPE :'Q

IVDLAN RIVER® MEMORIAL HOSPITAL -
.1000-36th Street
Verc Beach, Florida 32980

. ’ (561) -567-4311
PATIENT : MAINES,” SANDRA - z-.- o ./ MR¥: 355262 »
. DOB - ' : 06/26/1961L _ . = - . ACCT#: 1931040
. DATE . : 08/02/2000  -. ) e ROCM:  -0000-
AGE K : </~ W0 -: 7 7. DATE DISCH:
ADDORD# : = . . oeer ORDER#: 2616000

RIQUESTING PHYSICIAN: DUDLEY G.:TEEL, M.D.
ATTENDING PHYSICIAN: . Dominick J. Buro, D.O.
REFERRED TC: DOMINICK J. BURG, D.O.
DIAGNOSIS & COMMENTS:

PROCEDURE DATE:

CERVICAL SPINE 5 VIEWS:

HISTORY: Trauma

FINDINGS: N

Normal prevertébral soft tissues. On.the lateral view, thare is gradual
smcoth reversal of cthe cervical lordosis which may reflect patient

" position or muscle spasm. There 1s no acute angulation. Thers is no

" abnormal widening < the lnt:éspinous or intralaminar space. Ne fracture
or subluxation i1s prasent. ’

" IMPRESSION: 'NO FRACTURE OR" SUBLUXATION.

: MEDQ:054 . S .. ) T
424 o - ) ' -
€8/03/20C0  DT: 08:54°
03/03/2000  TT: 11:35
237752 IR ,
2616000 I
D:  1027&600 L

O~ -~

D u.-—J

This Document Has Been Reviewed and Electronlcally Approved <.
By PETER H. JOYCE, M.D. on 08/03/2000

Dictated by GEORGE T. PUSKAR, M.D.

CC: George T. Puskar, M:D., FAX # 000424 P
Dominick J. Buro, D.O., FAX # 000627 P

IMAGING SCiENCES / RADIOLOGY
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Emergency Department
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' J ED Physiclan: p. Mccm

© . 1910

BP: /9L /y

CC{s):.

'HPI: . v— F/z m)

) "“i‘ EYES\ENT\MOU‘I’H\FACE

“ Patient Driving?

4’2._‘ ] ‘“ X L LT

/%,

/u / /\wrjﬁ,ﬂd‘ MM[& 4‘4/

51-

;g MAINES, SANDRA o l
" MCCLURE, BARBARK* (ARNP
{ADM 08/08/00 DOB.-06/2€

N " MR# 000355262

R 2o T

--561-77

B,

P77 %0

932216 .. 0 2
) 7397
/6xr F _ .
0-4264 = -7

ms'ronv e — .
[7‘ /4//1\—) 'Aﬁ xsfot__é‘wksm

“'y“ﬂrttj: ‘J/‘"Z(FJ ét‘-/( f‘(‘\/"l f’ =
Ce w;

ALL;RGIES: .

. Ccnstant
- LY ing
S‘@ ng"

a lntermnttenl

" MPresent Now
[ Gone

"F

* none

Last Tetanus:

HXSOURCES: = |
QdPatientFamiy
£ Nursing Notes - -

- | CIPvt Doc

DOURM :
OQuestionnaire -~ * .~

aD. - . ) - \

Dum DMM

' m‘ Cocied) Whie] MODIFYING FACTORS:

o i

gfﬁﬁd

=3 )| 8H:

Ravimd?@ N

Rovored) CONGTES T,

| MVA? (Speed gt (D
_ vl
. " @ _,7N£:Y"‘ =

Seatbelt?
 Alrbag?

Qn Y

e&nam»mmcs ST

ueunmcmolovmc\nssnm — Examined?
" Crisnted? (x_=>_)
" Motor \ Sansory Deficits?

4 - . “:1‘.

- Vital Signs Noted?

. .

In Distress? .

Facial Lacerations\Bruises ?
. ~Eye Injury\ Pain?

Y
Chest Wall Tendemess? ;ﬂ; Y
Lungs Clear? SN
~ Abdominal Tendemess? ;ﬁ) Y

. MEDICAL DECleON umuc

LRO
2:RIO-

Uooer Back Pa?
EXAMINATION
: uusctéo-sxzmmsm

fite

Upper Extremiy Pain?
Lower Extremity Pain?
NEUROLOGICAL:

Lower Back \ Pelvis Pain?

‘,40; L
JOR L

LOC? (______séc min)
' Headache? -

Examined?

%Y‘L—A' ,:"

AY ON-

-?«4

Head \ Face?
Neck? .

', Chest\Ribs?

. Back\PeNis?
Right Upper Extremity?
Left Upper Extremity?
Right Lower Extremity?

I v
: Aﬁiﬁv
BN
“/

A CATLE
ICAL COURSE

_ Seatbelt Marks \ Bms&s?%

Left Lower Extremity? -

(T)enderness (D)efo:mrry s ) ' s

gOT 0 -

VORI
T

O

DIAGNOSTIC & TREATMENT PLAN:
"o - | Diats\xRay [CIRepair C3Consut
T B%mﬁn Oice: v Response .

chuoto.

Undmnoeadl \ liness
Uncerw\ mlmm

REVIBWED OLD:
BodyPerfOrgan\System| () x.a.y.':_“;
DM‘ :

t .

COMFERRED WITH: x-&wuuamu
CIRadiologist . -
DPvtDr\Consul

T el =

. DbyPA\w g ,
' DMW&WW

FINAL DIAGNOSES:

I rq-;m «Srr

C oilo;nzw' R
s . ‘ QDF' res - - 3: R
.. e ' By: f//i‘/m) :

", DISPOSITION TIME

- |0 ApmmTTED
(O TRANSFERRED .
To Dr \ Fecllity. .

e

Bdﬁs:OSlTlON

DOReCheck Here -
on-

lSutumLayer Malerial
- Layer: _Maw

. D ‘ "

_#_ - -

" Olistedw\: Saine Betadme ¢

INSTRUCTIONS PRESCRIPTIONS:
- GIVEN:

o] Ve

Herbal
ritten | 3.

2 \/J“*—’;

£D PHYSICIAN HAS REVIEWED:
*| BFPAINPHEP ) Agrees with Data? -

suru&t]eood O Fair (3 Poor (3 Catbcal
@’Pabentv CQYramiy.

« DISCUSSED WITH:

.

O Resdent
H&P

. }Dd‘fets? -

Revised Above? - -

By

L2

EXCUSESGIVEN @] |
OWok ____ days

OQWuy ____days
[0} School days

O6ym - .__.days|




. pats 08/08/00 Tme 10:50

' PatientName . .
' Address
City-State-Zip .
- Telephone Number
- 88 Number
_ Date of Birth
Age -
- Sex
7 Marital Status
. Race

e

O™ = O

ronNEIOoOOoOMNLY

o .
1,
~\O-JoL
oNOO - D>
—ooO I3

5 FL 32967

ik
1426

“wWovohon
<O
) WO

© . patiént Démographlc Reoor"d"”v g

HEF

————

Patient Employer °
Address -
City-State-Zip
Telephone

* 000 000-0000 °

00000

- QGuarantor Name
. - Address
- City-State-Zip
.~ Telephone Number
- Relationship

Employer

MAINES, SANDRA
4765 30TH AVE

VERO_BEACH FL 32967

© 561 770-4264
01

Nearest Ralative
Address

. City-State-Zip

" Telephone Number’

BETTY BROWN/MOTHERNLAW

o 00000
561 567-2678

Primary Payor

- Group Name

. Group Number

~ Subsoriber ,
Policy Number
Address

. MEDLCARE

OP PRIMARY .

"~ MAINES, SANDRA -
"264599981A

. Seoondary Payor °
" Group Name
Group Number
) Subsoriber '
* Polloy Number

Address

JACKSONVILLE, FL

32231-0000

Patient Acoount Number
© Maedioal Record Number
- Finanolal Class
Pationt Type
© Complaint
" Comments

— |
Fo ) -

19322

000355262 :

K MEDICARE/OP

Q - CONV CARE

RE CHECK/BACK/CHEST PAIN

lndhn mu«mmmopm {no, Vero Beaoch B

iﬂlﬁﬂﬂlﬂﬂﬂ!ﬂ!ﬂﬁ

. Qc1000

1932216 - °

. . DR MCCLURE, BARBAR
ADM 08/08/00 DOB 0
MR# 000355262 561-

Pationt Demograpic Record

MAINES, SANDRA




1 MEDICAL ANLR SURGICAL TREATMENT
A. | am under the controi of my attending/treating phys:c:an’who provndes physacnan services 16 the patient. Indian River Memonal Hospnal Inc. (IRMH),

_ 1s not legally or vicanously responsible for the conduct or actions of the physicians practicing in the Hospital including, but not limited to emergency
‘physicians, anesthesiologists, pathologists, radiologists, staff or contract physicians indian River Memorial Hospital, Inc. 1s not kable for any act or
ommussion in foliowing the instructions of said physicians and | consent to any x-ray examination, laboratory procedure, anesthesia, medical or surgical

- treatmeni or hospital services rendered to me under the general and special instructions of my physician | understand that | should ook to the

individual physician treating me, rendering care to me or otherwise Involved in my treatment for any questions and answers concerning my treatment.
B I recognize that the physicians operating and practicing in the hospital including. but not limited to: emergency physicians, anesthesiologists,

pathologists, radiologists, staff or contract physicians and cardiologists, are independent contractors, not agents or employees of the hospnal and that
. the hospital does not conirol 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 Hospnal to phys:c:ans for performance of these services and the patient agrees 10 same.

- - 2. AUTHORIZATION FOR RELEASE OF INFORMATION

| authonze IRMH or its agents or any physicians who have attended me to furnish my insurance campany(s), preferred provider orgamization (PPO), or
health maintenance organization (HMO) or their representatives with any and all medical informaton including any psychiatric, HIV or HIV testing
information, aicohol and drug abusa infarmation contained in my medical records. I 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 authorize IRMH, its agents and members of ts medical
staff to release and/or receive to/from any post acute healthcare providers, any conﬁdenhal information that would be helpiul In my hospital and/or

- _discharge plan of care.

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

| hereby authonze any involved physician(s), inciuding but not limited to radaologists cardiologists, pathologists, anesthesiologists, and/or emergency
department physic:ans, to furnish any potentaily liable insurance companies or their representatives with any and all information concernmg

R hospitalization, interpretations, examinations, and/or treatments that may be contained i in his/her medical records.
3. ASSIGNMENT OF BENEFITS B

| certify that the insurance information given by me s, to the best of my knoMedge. correct. | authorize and assign payment to IRMH ail hospital

benefits due and payable under the terms of my policies and/or contracts. | assign payment to the physiclans (radiologists, patholognsts
. anesthesiologists, and emergency department physicians) of all medical benefits ‘payablie for therr professional services. | understand that | a

financially 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 1o exceed 60 days from discharge Should this account be overpaid, | authorize the hospital to transfer any
over-payment due me 10 any outstanding account that | or my dependents may have. | authorize any necessary credit check. Should it become

necessary to collect this debt through an attorney or collection agency, | agree to pay the cost of such collechon including a reasonable attorney's fee.
{ understand | have the nght to receive an itemized statement upon request. o

" 4. MEDICARE AND/OR MEDICAID )
| centity that the inforni.ation given by me In applying for payment under Title XV1II, and/or Title x1x of the Social Security Act s correct. | authorize any

holider of medical information to release such information to the Social Security Administration or its intermediaries.

t 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, | suthonze IRMH and the hospital insurance carrier to make avaulable to the Florida Division of Family Services any requested

information concarning medical, insurance, and financial records relating to my hospitalization. | hereby assign 1o IRMH all benefits.
5. ACKNOWLEDGEMENT OF RECEIPT - AN IMPORTANT MESSAGE FROM MEDICARE.

It} am Medicare eligible, my signature only acknowledges my receip! of this message from INDIAN RIVER MEMORIAL HOSPITAL on the above

admission and does not waive any of my nights to request a review or make me hable for any payment.
6. RELEASE OF RESPONSIBILITY FOR PERSONAL ARTICLES

+

it 1s understood and agreed that IRMH maintains a safe for the satekeepmg of money and valuables and {RMH shall not be habie for the Ioss 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 foss or damage to any personal property, unless deposited in
the IRMH safe for safekesping and shall not in any event be liable in any loss of damage to any personal property If | choose to keep such items with

me, § understand that | will assume all responsibility for them. L
8. RELEASE FROM RESPONSIBILITY OF DISCHARGE ) i !

1 hersby, release both the physician and the hospital from any and all responslbmty for any resulting Il effect in the event that | leave the hospital

against the advice of my attending physician. | acknowledge that | have been Infotmed of the risks involved.
| have read and agree with all the above information. : -

PATIENT ACCOUNT NUMBER WITNESS 00—
B STGNATURE OF AUTHOMZED PERSON - BATE
. Indian River Memorial Hospital, InC. ~ Vero Beach, Flonda | © . PATIENT AUTHORIZATION AND CONSENT
o ' 1932216
: a N Ta’éf:’ﬁgui mm (AE p)/slng
Oy | | wequuRE, BASSRER o8jas/st, ®
PACA " ‘ C . .MR# 000355262 -561-
- 7750 REV 3/00K h




Tuberculosis Assessment e - ‘ I S g

1. Do you have a cough lasting more than3 weeks that produces sputum or phlegm? = O Yes )aj‘lo' ‘
2. Do you cough up blood? [ Yes o . - : .

3. Have you had a fever recently? [ Yes o T

4. Do you have night sweats (sheet drenching)? — [0 Yes ?Z}Jo . . S

5. Have you recently had unplanned weight loss of 10 |bs. o more, or 10% of your previous body weightt O Yes J&-No

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 TB has recently -
been ruled out, the isolation will be discontinued promptly. L :

- Is isolation indicated? (If yes, RN will notify A C) 0O Yes >@90 If yes, physician notified? [J Yes [ No

© " Nurse signatu(g Date E ,/ 2‘?'/ o |
Potential Abuse ‘ : : ' R : " o |
" 1. Areyou now or have you recently been physically, sychologically, or sexually abused? - O3 Yes [J Refused to answer
2. Interviewer observation of patient demeanor: pen/honest. [ Reluctant/fearful -
3. Interviewer observation of overt physical evidence of abuse: O Yes AJ-Ro ’ .
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: (] Yes }Uﬂo
Comments: :

. dentification of Learning Needs, Abilities, Preferences and,Readinéss to Leam
Can patient read/understand English?npes 0 No
t

Are cognitive abilities sufficient to lea D}Zﬂes 0 No

'Is there readiness to learn? ;ers No . .

Is S.0. available for teachin e?des O No . Z

Are there physical barriers to ledrning? m /)

Are there cultural, religious or emotional®arriers to learning? [ Yes )Z:No
Explanation of barrier(s): M :

NoOWnhwWN =

Topics _ Taught to Strategles Response“Evaluatlon " 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 Retumn Demonstration Refused to leamm  NT No Further .
O Other - RP Role Playin P _ Pt Education VP Voiced Partial NR Not Responsive Teaching Needed
AV Audiovisua channel Understanding ' ’
* Nurse signature : _  Date
Restraints ' ST
‘0 “Care of the Patient on a Ventilator/Attificial Airway Protocol” initiated. . - -

O “Care of the Patient at Risk for Removing Invasive Lines, Tubes, or Catheters Protocol” initiated.

0 “Care of the Patient at Risk for Fall Injury Protocol” initiated. - = - 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 817, 1 hour for children under 9 years of age.When the 6n’ginal ‘
order expires, the patient will receive another face to face assessment and if necessary a continuance of the original order.)

Restraint Justification [ Confused/Disoriented D Agitated‘ {J Combative ' Other
Alternative Measure Used [J Reorient (O Family/Sitter ) Medications 3 Full Side Rails  Other
Least Restrictive Measures Used [ 1 or2Wrists -[0 1or2Llegs [ Medications  Other
Trial Releases ‘0 Done [ Notdone - LT "

Nurse signature . . Date
Indian River Memortal Hospital, Inc., Vero Beach, FL 2 Emergency Department Risk Assessment
Emergency Department .
. ‘, - . oo ‘ l . . - . 1932?,1569
: S . GANDRR . (arNP) TP
L IO - AT
. EDRA ‘ - . . ~. Mech a/'og/oo _ 561~
, . ADM 00 ) 0355'2 62 .

_ 31-1580-5 Rev. 5/39
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- Kirk E.‘ Maes; M. D. o " ’ o o 800bﬁonBeallyle:d.S/e:B-}'

Barefoot Bay. FL 32976

QOrthopedic 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 emérgency 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

probiems 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.: \H_er extfemities 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 right side with sitting recreating and aggravating the back and leg

pain. :

.X-RA.YS: She has x-rays from Indian River Hospital that are essentially normal although one of the
* views show a possibility of a very slight impacted fracture on one aspect of the radial neck which in fact

I 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:

1. She has a hemiated lumbar disc at the L5S1 level by cliniéal exam. -
.2 . She has a completely nondisplaced occult fracture of the radial neck. 1 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 landed on the left upper extremity in addition to )

trapezius muscle strain.

- PLAN: She was given Naprosyn and Uitram 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 MR, 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.

9-11~ 00O SC‘LeJut"fdl mQj:/q”lg'oo



Ktrk E Maes MD N 8000 Ron Beatty Bhvd., Ste B-3
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I Barefoot Bay, FL 32976 -

Onhopedw Surgery and Sports Medzcme : . Ph 664-2233 Fax 664-2060

NAME: SANDRA MAINES - .. . DATE: September 11,2000

~ Sandra has multiple problems. First, her left wrist is stlll painful. Next, her left elbow is
.. tender. She is still having cervical muscle pain, trapezxus strain and shoulder pain.” She is
also havmg back pain with no lmprovement on Vioxx.

c P, E WRIST: Her left wnst is pamful over the radlal head over the distal radius especually .
with dorsiflexion. She is somewhat lmproved since her last visit. There are no problems

. atthe right wrist. This seems to be extensor tendmms

P. E ELBOW Her left elbow is tender over the lateral epicondyle consustent with tenms
elbow. She has no pain at the olecranon.. There is no pain at the medual epicondyle. There
is no pain over the medial head.

P.E.: Third, she is stil having cervical :rh'uscle strain. She has left traoezius strain.-

She has a positive Neer and a positive Hawkins sign. She has pain with resisted abduction. - 4

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 remalns symmetric.

X-RAYS' " She had no |magmg studles today

o IMPRESSION

1. She has multiple problems with her wnst elbow cervnwl muscle, trapezius, shoulder‘
and back. .

PLAN:  We gave hera subacromial injection that relieved at least 50% of her pain in -
her left shoulder. | want her to get an MRI. | will see her back in a week. She may need_ _
to see one of the spme guys we will play that by ear. - ‘



Micco, Fl - 32976

T

v ERO RADIOLOGY ASSOCLATES.

. 777 37th Street . T"Vero. Beach, FL ~32960
‘ ﬂ’aero X-Ray .. f Advanced MRI f: . Women'’ s Imaging Center
Suite A-105 - Suite A-105 - Suite A-107 :
(561)562-0163 =) ,(551)562 0163 - .. ~ (561)562-0163

Fax (561)562-1505  "Fax (561)562 1505 "Fax (561)562-8707h

Peter H. Joyce, M.D. L - Roberc R. Blsset M.D.

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

. George T. Puskar, M.D. ° ’  Margaret W. Weeks, M.D.

September 13,.2000

Kirk E Maes MD -

8000 Ron Beatty Blvd

" Re: MAINES, SANDRA.
No: 80633 . DOB: 06/26/61
MRI SCAN OF LUMBAR SPINE :

Cllnlcal hlstory A 39-year-old female with rlght leg pain belng
evaluated for dlSC herniation.

Technlque Tl and turbo T2 saglttal T1 ax1al and MR myelography
images were obtalned .

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

" NORMAL EXAMINATION.

* Thank you for the referral of thls patlent

_George DL.skar, M.D.

of spondylolysis or spondylolisthesis.
IMPRESSION . - B

GTP/ras N ) C \
T: 09/14/00 . ' s

This Document Has Been Reviewed and Electronlcally ApproQFd By
Vero Radlology Agsociates.
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AP

Onthopedic Surgery and Sports Mediciné

Ph 664-2233 Fax 664-3060

NAME: . SANDRAMAINES . . . .  DATE: September 18, 2000

Sandra comies back to‘;'iay with an MRI of her lumbosacral spine.

PE: She has significant improvement of her impingement 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 extremitiés are normal. Her range of motion in her
hips and knees is normal. She has normal strength in 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: . & o The MRI of her lumbosacral spine was normal. There is no evidence
of disc pathology. - .

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

“PLAN: " We seht her to physical therapy. Tﬁey are going to work on some modalifies -

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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. Kll‘k E. Maes, MD %' 8000RonBeanyBhd, SteB-3
: o T <" Barefoot Bay, FL 32976 - - .
Orthopedic Surgery and Sports Medzcme e - Ph664-2233 Fax 664-2060

December t4, ‘200'0

Brian J. Connelly, Atty.
. 979 Beachland Bivd. .
Vero Beach, FL 32963

" RE:  SANDRA MAINES '

Dear Mr. Connelly, -

| take care of Sandra Mames She had a fall on 8-02- 00 and had ongomg trouble wrth her -

- upper back musculature following the i mjury

- She clearly has made an incomplete recovery. We have got her on antr—rnﬂammatory

medicines and have done the best that we could without ‘a formal physical therapy

program. She clearly is in a stagnant situation at thrs juncture and i is rn serious need of * -

physical therapy

'Please do everythinépdssible to arrange this through the accident insurance. ‘We have

written a prescnptlon for the physrcal therapy which she has in her possessron and we
. havea copy of lt :

If you need any further information, please do not hesitate to ccntact me.

)

- - Sincerely, L s
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Il' you have ever had a hsted € o om in the past please check that e ptom in the “Past” column. If
j ~you Bre pre.sently troubled by a partxcular symptom, check that symptom in the “Present” column_ *
-, (Numerical codes listings are. provnded t'or the theraplst’s reference.) s
Past Present el S ‘Past Present

.a - o Neck Pain (723.1) O . O I[rregular Menstrual Flow (626.4)
a Q@ . Shoulder Pain (719.41) G .. @ Profuse Menstrual Flow 626.7)
-a a - Pain in Upper Arm or Elbow (7l9 47) a . a, Breast Soreness/Lumps (611.72)
'a a ~ Hand Pain (719.44) : o a. Vaginal Discharge (623.5)
" a a Upper Back Paia (724.1) a a PMS (625.4)
a a Low Back Pain (724.2) 'a a. Loss of Bladder Coatrol (783.30)
a 8 - :Pain in Upper-Leg or Hip (719.45) a - a Painful Urination (788.1) -
a a ; Pain in Lower Leg or Knee (729.5) Q. a Frequent Urination (788.41) -
-a a Pain in Ankle or Foot (719.47) o. 0o 'Abdominal Pain (789.0)
.a a Jaw Pain (526.9) Q- a Constipation/Irregular bowel habits (564. 0)
. a o Swelling/Stiffness of Joint(s) a .a DifTiculty in Swallowing (787.2)
o o Fainting, Visual Disturbances, Nausea (780 2) a. a . Heartburo/Indigestion (787.1) .
.a a Convulsioas (780.3) a -a Dermatitis/Eczema/Rash (692.9) |
a a _Dizziness (780.4) ) : :
a a . Headache (784.0) . Please check any of the following that apply to you: ‘
Q a Muscular In-coordination (781.3) . o : - o L
o o Tinnitus (Ear Noises) (388.3) . je. .o Tobacco use (305.1) . L
a o " Rapid Heart Beat (785.0) a. a Alcohol use (305.0)
a a Chest Pains (786.5) a a Birth Coantrol Pills used
a Q@ ' -Loss of Appetite (783.0) - o . o Medications (please list them)
a O ' Anorexia (783.0) - . : i
a u] "Abnormal Weight O Gain (783.1)
R . 0. Loss (7832) a o - Drug or Alcohol Dependence (303. 9)
a a , Excessive Thirst (783.5) o Q- a ) Pregnancy
a’ a Chronic Cough (786.2) c s} Surgical Procedures (please list tbem)
a a Chronic Sinusitis (473.9 ’
a a Ge;(::;l Fla':;l:t:e‘s(;so:;?)) o-- a, Coffeefrea/CafTemated Soft Drinks, eups
, S - . . ' per day :
Present Weight: Pounds Helght Feet Inches - = 5
. : Yes No - ! ’
If family member has bhad any of the l'ollowmg, please mark the] © .78  :Doyouhavea permanent dlsabll'f)’ ratlng
'. appropriate box: ‘ Location
Q Cancer =] Lung Problems = Headaches Date rating received / / o
O Rheumatoid Arthritis O High Blood Pressure O Lupus’ Rating Percentage . o
Q Diabetes O Epilepsy .+ @ Other
. 0. Heart Problems G Back Problems Q- 0 . Do Y°“ have a pacemaker" .

Listed below are common diseases and disorders. Please mdllcate whether you have had a pamcular
disorder in the past or are presently troubled by a listed disorder.

o -a Depression (311.0) o o -ao Emphysema (chronic lung dlsorders) (49"
a o Aortic Aneurysm (441.5) - Q"o Arthritis (716.9)
Q o High Blood Pressure (401.9) a. a . Diabetes (250.0)
‘a a Angina (413.9) a- = Ulcer (556.9)
a a Heart Attack (410.9) a a * Kidoey Stones (592.0)
a’ o Stroke (436.0) a- .o ‘Bladder Infection (595.9) .
Q ) Asthma (493.9) a- o " Kidney Disorders (by condmon)
- a a Cancer (199.1) , : a ‘a Colitis (558.9)
o a Prostate Problems (601 9) a. a Irritable Color (564.1)
a.- O . Anorexia (783.0) L Q. a HIV/AIDS (042. 0)
a a o . a " Other

. Blood Disorder (790.6) . o
~ PATIENT'S SIGNATURE jx repa 7&/&’,(\_(  DATE 097/0’27/0/
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cooao

Present Weighi:

ppoOooOoOOOOODOOOOOODOOODO(Q

nooa

Q Cancer
O Rheumatoid Arthritis @ High Blood Pressure O Lupus

O Diabetes
Q Heart Problems

Abnormal Weight .- -

Pounds Height: |

Neck Pain (773 1)
Shoulder Pain (719. 41)

_Pain in Upper Arm or Elbow (719. 42)
Hand Pain (719.44)

.Upper Back Pain (724.1) .

. Low Back Pain (724.2) .

- Pain in Upper Leg or Hip (719.45)

Pain in Lower Leg or Knee (729.5)°
Pain in Ankle or Foot (719.47)

Jaw Pain (526.9) )
Swelling/StifTness of Joint(s)

Fainting, Visual Disturbances, Nausea (780.2)

Coavulsions (780.3)

Dizziness (780.4)

Headache (784.0)

Muscular In-coordination (781 3) :
Tinaitus (Ear Noises) (388.3)

" Rapid Heart Beat (785.0)
" Chest Pains (786.5) -

Loss of Appetite (783. 0) ' o
Anorexia (783.0) A -
O Gain (783.1)

‘ = - 0" Loss(783.2)
Excessive Thirst (783.5) '

- Chronic Cough (786.2)
* _Chronic Sinusitis (473.9)

General Fatigue (780.7)

' lFeet

‘0 Lung Problems . O Headaches
O Epilepsy -

a Other
O Back Problems ]

lnches'

Past Present

D\DDDDDDDDDDDD

| «tom in the past please eheck that Lo
o you “dre présently troubled by a partleular symptom, check that symptom in the- “Present” column_ -

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

nunnonbnnunun

_,Aptom in the “Past” ‘column. If

Irregular Menstrual Flow (626.4)
Profuse Menstrual Flow 626.7)
Breast Soreness/Lumps (611.72)
Vaginal Discharge (623.5)

PMS (625.4)

- Loss of Bladder Coatrol (788 30)

Painful Urination (788.1)

Frequent Urination (788.41)

Abdominal Pain (789.0)
Constipatioa/Irregular bowel habits (564.0;
Difficulty in Swallowing (787.2)
Heartburn/Indigestioa (787.1)
Dermatitis/Eczema/Rash (692.9) '

Please check any. of the following that apply to you: '

ooagaQn

.0

a

. Yes
‘ If family member has had any of the followmg, please mark thef ©
- " appropriate box:

oooaQo

noo

s}

alz
(-]

“a

Tobacco use (305.1) -

Alcohol use (305.0)

Birth Control Pills used
Medications (please list them)

Drug or Alcohol Dependence (303.9)
Pregnancy

" Surgical Procedures (please list them)

Coflee/T ea/Caffemated Soft Drinks, cups
per dny

Do you have a permanent disability rating
Location

Date rating received / /

— ———

Rating Percentage %

Do you have a pacemaker’.’ ’

Listed below are common diseases and disorders. Please indicate whether you have had a particular

. PATIENT’S SIGNATURE_

Duoouunn'nnn

aounonjnnnun

Depression (311.0)

- Aortic Aneurysm (441.5)

High Blood Pressure (401.9)
Angina (413.9)
Heart Attack (410.9)

~ Stroke (436.0)

Asthma (493.9)

Canpcer (199.1) .
Prostate Problems (601.9)
Anorexia (783.0)

Blood Disorder (790.6) -

: '/"607(2/ M&C Af 7
y .

oooooo0o0oO0O00O0

i

dlsorder in the past or are presently troubled by a listed dlsorder.

DDDDDDDDDDD

Emphysema (chronic lung d:sorders) (49"
Arthritis (716.9) ‘
Diabetes (250.0)

Ulcer (556.9)

Kidaey Stones (592.0)

Bladder Infection (595.9)

Kidney Disorders (by coadition)

Colitis (558.9)

Irritable Colon (564.1)

HIV/AIDS (042.0)

Other

?DATE 0%/027/0/
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Marjorie R. Rodd, P.T.; Cert, u.n.r. :

INITIAL EVALUATION (97001)

Sandra Malnes'

PATIENT H
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 w1th 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
patlent. ,

. GENERAL HEALTH: The patlent is in excellent health.

- OBJECTIVE FINDINGS' Standing posture is falr. Sitting posture is
fair. Cervical range of motion is within normal limits. Lumbar
range of motion is severely limited in both.flexion and extension. -
Cervical repeat motion testing was  not productLVe of change in-
symptons. -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 difficulty in

communicating exactly what I wanted the. patient to do and to be

able to assess. the response. - We will try the side lying position .
to see if this will be effectlve.

The patlent did complaln of pain in the 1atera1 aspect of the left -
elbow and she, most likely, put this behind her durlng the fall and
sustalned an 1n3ury from hitting the flcor. )

2021 Indian River Bivd. s Vero Be=ch Flonda 323€0 « (3¢1) 557-8040 *+ Fax (531) 537-842
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“. " Rirk Maes, M.D.
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Patient S Sandra Maines . Co e i . Co g
Initial Evaluation P LT

-

- Page Two
" PHYSICAL THERAPY CONCLUSION: . o

1. Cervical sprain/strain. - : g x

2.  Lumbar pain, inconclusive. Will need further evaluation to

determine if mechanical in nature or not. L
3. Left lateral epicondylitis. B - '

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 POTENTfAL:~ Fair.

f

*g_?é,' A LG
rjorie . R. Rodd, P.T.,

Certified MDT Lic #0007940
MRR/eh o , . ~

o

“I'certify the aone'is medically nécessary and will be‘reviewéd by
me in 30 days. \ " ) .

Kirk Maes, M.D.



~ Marjorie R. Rodd, P.T., Cert. M.D.T.

N ‘; o = -~ PROGRE ss REPORT
PATIENT -

: ‘e~MAINES Sandra
DATE = ' : ..~ i}-;ﬁarch 20, 2001 ,
. PHYSICIAN : . - ’kir}; Maes, M.D.
DIAGNOSIS : l Jcervical 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
misunderstanding 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
‘Wwith. 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
- extremity have responded very well to our mechanical intervention ‘
" and it now does seem very consistent with a lumbar derangement that -
~1is 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
‘posxtlon where one week ago .she had immediately reproduction ‘of .
pain in attaining the prone position. This would J.ndlcate an
rexcellent progress as well as. excellent potent1a1 -

She is to continue this over the next 48 hrs. and we are to see her
again to. progress into the standlng extensions and hopefully reach
stability over the next five to ten days. I am very encouraged as
to her overall progress and will keep you well 1nformed.

Dfe. 7 ﬂzf;
‘Marjorie Rodd, P.T.

.Certified MDT #0007940°
MRR/eh -

2021 Indian River Blvd. s Vero Beach, Florida 32960 * (561) 567-8040 * Fax (561) 567-8420
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140/265. Tx Stm Jt.Mobs ___. - - 112...Neuro-re-ed Y-S0 D

L ‘ _— 116.. -.Gt, Training S ;

. 110...Ther. Ex. Repek + - Medx ::. Biodex (RC_.(/ lc, M/C MC,U[cnlc - #&’ya‘ ' .

R

[4

" | Assessment: T o S e e

- . R L3 = e T L P S .
< - { - o A cw e TR
. S ‘§= s‘ A" R - . - . - o .o
- . v e ., .
v
< o > * - e N E .

Plan:

CTL cod 5! o pr awd wnk

e S0 L e P27 %K/ S

PROGRESSNOTES. .. . = =~ - - - R MaqoneR Rodd, PT. cmMo*
O S T Ty License .- -000794.
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 Spine & Sport Insﬂmte -
© 561-567-8040
' Fax 561-567-8420

o KIRK MAES MD . 1. - ”’ CoPaGE’ el ]

2021 Indian River Bivd.

= ) i 'f ) ' Lo + Vero Begch, FL. -
Marjorie R. Rodd, P.T, -
gy ' ,

- 32960

[

e[V 2 inE <, ;. S

- Precautions/Contraindications

Goals: o
( ) decrease/abolish pain
( )increase ROM

e DX _Cg__‘i_lmbnfﬂa(n
: o © eibow paln

( )increasestrength . -
- () rewurn to previous functional level

( ’\y?{ EVALUATE and TREAT =~
( ) COMPREHENSIVE SPINE MGMT."
) BACK SCHOOL ’
) SPINAL MOBILIZATION
) JOINT MOBILIZATION -
) MEDX EVAL/RX e
) BIODEX EVAL/RX

) REPEX .
( )IHERAPEU'IICEXERCISB
( )resisdve - )
. () assistive
( )actve

( ') passive ! . _
' FREQUENCY: PRN W >~~~ BIW
I certify thas the :bole physical therapy is

)momanmcxmzmowscm_m{u-m ~ . € )lumbar

) MYOFASCIAL RELEASE
) SOFT TISSUEB MDBILIZATION
) ELECTRICAL STIMULATION
) THERAPEUTIC MASSAGE
') TRACTION
" () cervical

PN PN PN NN

) ULTRASOUND

) MOIST HEAT

) COLD PACK

) GAIT TRAINING - -
) HOME PROGRAM

) PELVIC FLOOR RE-ED

WEEKLY ___ DURATION ZWKS
ly necessary and will be reviewed by me within 30 days.

PN NN NN N

h{”.‘*m; Ap— 7

aw_%[&‘l/O/
M- / ,l

s
. N 3
f & : :
11 .- . .




__ Date: 4/3/0\

T

110...Ther. Ex - Repex

Medx

- Subioctlvo i nCcr/C/ S :
: exm} Fame el Shke o o Py
; Obgectxvo M l(' < ‘ T .
D K ) ¥ R /f% tion / . s SURPUIORIN MFR
033..... Iomophomsss A 4d. .....Massage
| 535...... Functional Activities R ‘oi‘@ Ultrasound .
530...Therapeutic Activities AR @, ...E-stim
140/265. Tx Stm X. Mobs Neuro-ro-cd ,
) . , : 116....Gt. Training

- Biodex ' __

Assessment:

Ef]

W

2.0

it

- Plan:

cn Lecuiens”

- Therapist: : ZZ Z Qa:_ﬂ_ﬁé__ -

Subjective:

'0/265. Tx Stm X. Mobs

112...Neuro-re-eod
- 116....Gt. Tralning

Date:
i Objective: :
*012..iiiietieieneenean. TrACtION . 250, ueunenns .MFR
033..ccvcccrrannns lontophoresis . 124....... Massage
835...... Functional Activities 035.....Ultrasound
§30...Therapeutic Activities 032/014.....E-stim

1 110...Ther.Ex.  Repex . Medx  Biodex
Assessment:
Plan: .
; Tx Time: Thor;ﬁis.if
.
.
. PROGRESS NOTES MaqoneR Rodd, P.T., Cert. MDT

L'cense nn. -0007940 -




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

STITUTE
. DISCHARGE SUMMARY R

‘ PATIENT: . - o ° '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 1left elbow lateral

,eplcondylltls secondary to a fall she sustained on August 2, 2000.

Mrs. Malnes,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 1is 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 cooperative in our program and has followed through with every
exercise and instruction to the 'letter. .Itis 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 opportunity that you gave us in
doing so. It was a pleasure to meet. her and her famlly ~She was
a delight to have 1n my clinic. -

Marjorie Rodd P.T. Certlfled MDT #0007940
CAW:MRR/902 .

2021 Indian River Blvd. * Vero Beach, Florida 32960 * (561) 56‘778040 o Fax (561) 567-8420 ~
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%47 | 3 PATIENT CONTROL KO

D 8604447 o - 1931040001 1R1
ORLANDO FL 3288‘3—0447\' S FED.TAXND. o o Ry TCovo| swcO | 3ci0 ]| toLRO{n |
561 567 4311 : 59249 ozoolbsozoo 3
12 PATIENT NANE . . 12 Pﬂﬂﬂ' ’
MAINES, AND e 765 30TH AVE VERO BEACH FL_329687-1758
14 BRTHOATE s SEX| 18 M5 - 210 HR[22 STAT| 23 MEDICAL RECORD N0 . n
106261967 |
n m 3 OCCURRENCE SPAN 37
Y cone By [ A
05108020011 080200 : B S
MAINES, SANDRA R par " R ey | ERF
4765 30TH AVE . -; ; L
) . . , i : !
VERO BEACH FL 32967-1758 . .- e ; ; ; g
~ H H {
& REV CD | 43 DESCRPTION 44 HCPGS ! RATES 48 SERV DATE 44 SERV UNFTS , |47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
0250 | PHARMACY ' - 1 7%0 |-
0252 } DRUGS/NON GENERIC 1 6630 - ;
0320 |DX~X RAY - 2 33725 :
0450 | EMERGENCY ROOM 2 27000 i
. ; :
| :
| %
. i !
. i :
|
# v 5
. i
. _ h R - i i - g
0001[PAGE 1 OF 1 "~ TOTAL . 68125 =
0 PAYER $1 PROVIDER NO S4 PRIOR PAYMENTS S5 EST AMOUNT DUE 58
SELF PAY ] ’ )
8 DUE|FROM PATIENT B TEIZS .
48 INSURED'S NAME IDP.H. an CERT - 3K .- 1. - IND. . €1 GROUP NAME €2 INSURANCE GAOUP NO.
MAINES, SANDRA 01264599881 .. |OUTPATIENT
43 TREATMENT AUTHORIZATION CODES Tuu 8 EMPLOYER MAME 68 DIPLOYER LOCATION
I [ONEMPLOYED ' . -
& PO OAG. CO ® O M ADM. DWG. CD | 77 ECODE
524.01109 97401  EBS5
nec W e e amBosaro £E22067 :
9] ‘ BURO, DOMINICK J. D.O.
J)dfr‘tl NCC!:CUPE)H_. - "' 8 ONERPHYS. D
84 REMARKS - - QTHER PHYS. D
i e —E
X .

UB-52 HCFA-1450

OCR/ORIGINAL

|CREATIPY T CENTIRCATIONS ON THE REVERER APPAY TO 1IE3 WL AND SRR MADE A PART MIREOF
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- .Sandra Maines_ .
© 4765 30th Ave - ’
Vero Beach FL 32967-1758

August 16, 2000

Re: Account No. 1932216 Sandra Maines

" You have received heaiti1 care services at Indian River Miemorial Hospital.
Because our goal is to provide the highest quality service, we are supplying you -
.. With the following summarized information for the services rendered during
~ the period of  August 08, 2000. _

IR ~. - Since you are covered under a health insurance policy: A claim has been filed
o - with the insurance carrier given at the time of registration. if you gave secondary
insurance at the time of registration, we will file after your primary insurance has .
+ paid. However, if you did not provide your secondary insurance, please contact us
- immediately with this essential information. Our records indicate that your insurance
is as follows: MEDICARE. . ) o . :

: The summary of charges below does not include most physician charges. -
- Radiologists, pathologists, surgeons, anesthesiologists, consulting physicians, and
. others will bill you separately. If you have any.questions regarding the bill from
. your physicians, piease contact them directly. o )

Emergen&y Room and Outpatient = - 4375

Total Ché;g“és: Do - 8. :43.75

 Indian River Memorial Hospital
-Patient Accounts Department
. (561) 567-4311 ext 3-1000

. " 1000 36th Street, Vero Beach, Fidnda 32960 (561} 567-4311 FaxNo (561) 562-5628
PLTOM ‘ ‘ o
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LA Y plo. BOX 860231

-

' EMERGENCY MEDICINE ASs{.IATES: 0.0 .0

ORLANDO, FL 32886 . " i
I ) “ R A . R :
: R - PATIENT: SANDRA MAINES .-
LOCATION: INDIAN RIVER MEMORIAL HOSP
, : - L ~ ACCOUNT NUMBER
SANDRA MAINES 10280 e o
4765 30TH AVE . o . 8504—0053614-02//
VERO BEACH FL 32967 - ) \\g - ;
3ILLING INQUIRIES: MONDAY THRU FRIDAY DATE BALANCE DUE STATUS
"3:00 AM TO 5:00 PM EST ' » - o '
TOLL FREE PHONE: 1-800-679-5234 i ~11-10-00" 56.32 J1 ER

OLSASE TETACH TIP 227G AN AZTURN MiTH SUR REVITTANCE " “SWRE SRESIT TG CLA ACTCUNT

<gz2

© 0385 DUN

TS FCAT'CY FCR “CLR AECCRIS

IMPORTANT —

Your insurance comEany has applie
- The outstanding ba
of ;he balance™ due.

ance is your r

d a pé:tion of this bill t¢ your deductible. .
esponsibility. Please renit’ prompt payment

) P.0. BOX 860231
RS#: 65-0128777 - ORLANDO, FL 32886

‘ c T : PRIMARY .INSURANCE "
\ . MEDICARE FLORIDA “"PHONE: 800 333 7586
e : g : PO BOX 44117 . ~ JACKSONVILLE FL 32231
R -~ POL: 264599881A PLAN: . ““77 Gre:
T ‘ ' L SECONDARY INSURANCE "
PRIVATE PAY . PHONE :
POL: ‘ PLAN: GRP: ’ s
CHARGES
¢POLL FREE"
]..:150.00;
39-11-00"- | 'PAYMENT | ~ 'PMT-MEDICARE ~ = .. "
39-11-00 ADJUST ;CONT LOSS-MEDICARE
79-11-00 ADJUST CONT LOSS-MEDICARE
39-11-00 ADJUST CONT LOSS-MEDICARE
:’AkécusékﬁmmaLE S T ] ] —
R wan 1o - EMERGENCY MEDICINE ASSOCIATES ASE PA AMO . 56.32

.. ACCT NO: B504-0053614-02 !

tﬁ:\f







" 4 EMERGENCY

et
v

MEDICINE. AS -
_P.O. BOX 860231 - .-
ORLANDO, FL 32886

oy

PATIENT:

4

. LOCATION:

. SANDRA MAINES ° . - 10814
4765 30TH AVE -
.. VERO BEACH FL 32967

' BILLING INQUIRIES: MONDAY THRU FRIDAY , /
,8:00 AM TO 5:00 PM EST - . : ; n '

TOLL FREE PHONE: 1-800-679-5234 __— - CN10.27 7 - 150.00 L_P3 ER
' PLEASE CETACH TOP SCATICN AND SETURN WITH YOUR IEMITTANCE ~C 'NSURE ZRECIT TC CUR ACCOUNT -
XESP THIS PCATION FOR fOUR SECCRDS . . i 0077 FIN

_IMPORTANT = =7

. +. YOUR ACCOUNT IS SEVERELY faA. .
’ o THIS IS YOUR FINAL NCT! - 4 -
<N We have repeatedlg attempted to correspond wi:: an effort to : )
L -, resolve_this outs andlng balance. We have bee: - . s, to assist you :
’ 'in settling gour account without further act:z: . nis cannot be done .
‘ - in a reasonable time, we have no alternative bu- ~ f{er your account
; to a commercial collection agency. - S

B If you wish to preventwéuch\acﬁion, please .remi; .
or-contact-our office at the above:number, to drs.
.arrangements. = .-, ! E

_payment :om—tl
.i;ggnqtigqg p: Y

s e

CREDITS BALANCE

. -
T - . - P

MAKE CHECK PAYABLE
NDMAILTO: -

' EMERGENCY Mz;;tlss ASSOCIATES - - PLEASE PA MO *150.00 -
— - P.O. BOX R+ . . ) . N
IRS#: 65-0128777 ' ORLANDO, F: R ] ) “: B504-0053614-01




el A

o

-~ o T e
ERURAE
I e 2
- e BTN~ e
RO - S )
L -
HAERCIE S B
s Tl £
[P P
L5 Ve
N P
R
RN -
-
-y
, . . . . . . .
" . - - - ‘ . N
) , , . F - . o R . MRS
. B . B ; .
o b . . -t “ N -
- - © N -~ 1 - .
[P ~ . B . - - . -
N . . N T
- s - - ¢ ‘, -
. s . S v N
& ~ ot ’ v
N . . - } . X R
B . . N ' .
. ) R ; . .
. : - -.. - '
- . : ' A . c .
v N ' . - .
- - * - *
> € - i .
PN .
. . . B N
. . B s -y . . L B
D - N ’ PO .
2 - . B
N " - L N
N Pa— ' . - N ) '
. ’ 4 * - « - ‘
: . s ‘ - .
- » v - * N .




STATEMENT s

UL .- (__ACCOUNT. : ":5;3 “DATE OF STATEMENT ) _ T e
McCorkle Radlology Assoclates | 01-04-01s. oY 11/30/2000 S
777 37th St Suite D 106~ , T PATIENT'S PHONE NUMBER | PATIENT'S DATE OF BIRTH |
, VerdBeach'FL 32960 . ...~ . o i el 561/770-4264 -~ 06/26/1961

‘ . T L F o EMPLOYER PRIMARY INSURANCE
A ADMISSION DATE “SECONDARY INSURANCE

IRS# 59-1406248 Phone 561/567 1942 ) U ")
_PATIENT: - -_We accept MasterCard and Visa. $10 Min. See Credit Card mformatlon on back. T ANOUNTRAID

:IIITIIIHHIIIIIIIIIIIIIMIIHIMllllllllllllllﬂllllilllllilll Hﬂﬂlﬂllﬂlﬂﬂ!llﬂlllﬂlllﬂllll

*7 **1"&**1“3*3 [)I(}rrz}zg ’ L
lllllllll II Illllllllllllllllllll Illl'lllll'lllllll llllllll ’ ’
RA MAINES

01931040
3765 30THAVE - :
VERO BEACH FL 32967-1217

" MCCORKL4-0036509-0001088-0083378-001-000126-#001135

We will file insurance for you See mformauon on back.

AMOUNT DUE ~ 7

-. $109.00

MAKE-CHECK PAYABLE & REMIT TO: -

- -
. IIl"llIII"I'HI"II"III"llll

" McCorkle Radiology Associates
- 777 37th St Suite D 106

Vero Beach FL 32960

"AND RETURN THIS TOP PORTIGN WITH YOUR PAYMENT

' (DSTACH T-{E‘RE‘

7 PLEASE CHECK BOX IF ABOVE ADDRESS !S INCORRECT AND INDICATE CHANGES ABOVE. USING THE RETURN ENVELOPE ENCLOSED
. DATE * DESCR.[PTION OF SERVICES DIAGNOSIS AMOUNT
" 08/02/00 4  72050-26 = SPINE CERVICAL MINIMUM 4 VIEWS $70.00
" 08/02/00 4 73080-26 ELBOW 3 VIEWS - ‘ $39.00 .
' c THIS ACCOUN’I' IS PAST DUE PLEASE REMIT A PAYMENT /MB ) o
PATIENT ACCOUNT‘ NUMBER A ,
MAINES, SANDRA ; 01-04-01931040 > ) " $109.00 N
bl ON OF SEAVICE ] ‘
camon R\TV MEM HOSP EMERGENCY PHYSICIAN PERFORMING SERVICE DATE OF STATEMENT ;
1000 36TH STREET VEROBEACH FL 32960 . |- PUSKAR, GEORGE TM.D. - 11/30/2000
INJURY DATE ADMISSION DATE | DISCHARGE DATE REFERRING PHYSICIAN *PLACE OF SERV_'C;
. . BURO, DOMINICK DO ; ?ggg&%&?&:ﬁéﬁ; 3 gwg G HOME
= " l EMERGENCY ACOM 3 CLINC

MCCORKL4—O03S5(-)9-OOO1 088-0083376-001-000126-#001135

McCorkle Radiology Associates '
777 37th St Suite D 106

" |Vero Beach FL 32960 : : L i

IRS# 59-1406248 Phone: 561/567-1942
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. -.- STATEMENT : . - PAGE 1 °
Payment Due Date " Amount Enclosed
- 0.00 . 78.54 10/30/00
"KIRK E MAES MD R ;
’ 8000 RON BEATTY BLVD. s - . .
BAREFOOT BAY, FL 3297¢ ) ’ -
: - Guarantor - , - Patient -
" SANDRA MAINES. SANDRA MAINES
4765 30TH AVE. -- 4765 30TH AVE. -
VERO BEACH, FL 32967 VERO BEACH, FL 32967.
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR REMITTANCE )
Date Claim # Patient Bro Code Description . Charges Credits
' 08/14/00 002320, SANDRA IR 99205 NEW PATIENT LEVEL S . 195.00 g
- " pri DX: 722.10
a8/31/00 002321 SANDRA s IR . MEDICARE billed 195.00 -
T _09/11/00 002512 SANDRA TIR 99214 OV LEVEL 4 - 85.00
‘ R o . " Pri. DX: 726.10
" a9/11/00 002512 _  SANDRA IR 20610 . INJ/ASPIRATION SHLD, HIP, KNEE 90.00
- . ) C Pri. DX: 726.10 ‘ )
09/11/00 Q02512 SANDRA * ’ IR :1'2930 CELESTONE UP TO 12SMG 5.00
. o - o Pri DX: 726.10
09/18/00 002549 - SANDRA IR 99214 QV LEVEL 4 . 85.00 -
‘ " . - L Pri DX. 722 10 '
09/19/00 002320 SANDRA IR . " MEDICARE : . 131.12-
' 09/19/00 ° 002320 SANDRA IR MEDICARE WRITEOFF' ~31.10
09/19/00 002543 SANDRA - IR MEDICARE billed 85.00 .
10/09/00 002549 SANDRA nor IR MEDICARE , $9.73
Q@ - 10 Days: 0.00 91 - 120 Days: - -0.00 Amount Due....... - 78.54
31 - 60 Days: 45.76 Over 120 Days: -0. QO Outstanding Ins.: 0.00
61 - -90 Days. 32.78° - oo : - ’ , Account Balance.: 78.54.
; From . Office Phone Statement Date ‘Account Balance
KIRK E MAES MD ' ; , (561) . 664-2233 10/30/00 - 78.54 )
- .Tax ID: 593589452 - el L mmeesemmmmmeans aeeeeeeaocoeean
Patient Account Number Payment Due Date - Amount Dué

©10/30/00

................................................................... Izaszzanass=oaas

ssSSIucnasoz=aaas

78 .54

zZz==sassazmaazassaz

‘




Account Bal’ar{ée Outstanding Ins.

87.68 0.00 Lf 02/12/01 - T
"'+ KIRK E MAES MD % 7~ .+ o .. _f“~; K o ' I
.. 8000 RON BEATTY BLVD.. "~ -, e .
', STE B3 _ ; I c T :
. BAREFOOT BAY, FL 32976 S ,

STATEMENT) pAGE 1 -

Amounc‘ Due ™

Payment Due Date Amoun: Enclosed

: - Guarantor - - Patient - ’
- SANDRA MAINES - ’ i O SANDRA MAINES -
. 4765 30TH AVE. .- . 4765 30TH AVE.
.VERO BEACH FL 32967 o VERO BEACH, FL 32967 -
PLEASE DETACH AND RETURN THIS PORTION WITH YOUR gEMITTA&CE ) -
Date Claim # Patient Pro Code ) Descnpcion Charges Credits
) : , : ©+ . Previous Balance - v 78.54
12/14/00 003637  SANDRA - IR - 99213 , EST LEVEL 3 - 55.00
- . Lo ) . _ Pri DX- 724 2 . L
12/20/00 003637  SANDRA IR © ' MEDICARE billed 55 00 ' . ) : : o .
 01/10/01 003637 * “SANDRA .° ' IR MEDICARE ' 36.58 - |
01/10/01 003637  SANDRA IR . MEDICARE WRITEOFF A . 9.28 .
Q0 - 30 Days: 9.14 . 91- - 120 Days: o 45 .,76 . * Amount Due......: q./
31 - 60 Days: 0.00 ' Over 120 Days: 32.78 Outstanding Ins.: 0.00
61 - 90 Days: R 0.00 ’ . ) Account Balance.: 87.68
. ¢ - From OEEJ.ceIPhone = Statement Date Account Balance
KIRK E MAES MD (561) 664-2233 .- 01/12/01 87.68
Tax ID: 593589462 R T e ieemcmemececaiecenn T emmmmmmeace eeieeaaaen ]
’ Patient ) Account Number ' Payment Due Date Amount Due
SANDRA MAINES ] 001021 02/12/01 é? 1]
. - ] o M







"sBINE

‘& SPORT INSTITUTE - .

{2021 INDIAN RIVER BLVD. °
-VERO BEACH, FL 32960 .°

(561)

v Ty

ACCT 103173 -

.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
103/26/01
03/27/01
£ 03/27/01
03/27/01
.03/27/01
.~ 04/02/01
,04/02/01
04/02/01
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""" FED TAX ID# 65-0704415 .- . . . -,

567-8040

BRIAN J CONNELLY
979 BEACHLAND BLVD -

"+ INJURED

STATEMENT DATE: 05/07/2001 -

" PATIENT

.
.
-
.

INSURANCE
PAID

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

ADJUSTS

VERO BEACH . _FL 32963 ID NO:'
- o X EMPLOYER: NONE
SP MR DIAGNOSIS:
DESCRIPTION CHARGES

o BALANCE FORWARD - _ 0.00 N .
EVALUATION ! ‘ ' ] 193.20f
E-STEM | 34.50]
MASSAGL | -'34.50|
E-STEM . | 34.50]
THER. EXERCISE .. |~ 103.50]
MASSAGE ) E |.. 34.50]
E-STEM =~ | -0~ |  34.50]
THER. EXERCISE L | 103.50] .
ULTRASOUND - .. - R |  34.50]
MASSAGE e . | . 34.50]
BRIAN J CONNEL Billed ' 434.70 for 02/27-03/08/1| |
E-STEM : L o - |  34.50]
THER. EXERCISE - 2 o | 51.75|
ULTRASOUND - o | 34.50]
MASSAGE . . . Lo |t 34.50]
BRIAN J CONNEL Billed  641.70 for 02/27-03/21/1| =~ - |
E-STEM o - T L o ] 34.50]
THER. EXERCISE ) | 51.75]
ULTRASOUND | - 34.50|
MASSAGE | - 34.50]
E-STEM - | . 34.50]
THER. EXERCISE | 51.75]
ULTRASOUND L | 34.50]
MASSAGE T |  34.50]
E-STEM B | 34.50]
THER. EXERCISE - | 51.75|
ULTRASOUND ' | -~ 34.50]
MASSAGE ) s | - 34.50]
E-STEM N | . 34.50]
ULTRASOUND | - 34.50]
MASSAGE |  34.50]

.04/03/01
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