FORM B10 (Official Form 10) 7 4041915
UNITED STATES BANKRUPTCY COURT +PROOF OF CLAIM :
NORTHERN DISTRICT OF ILLINOIS EASTERN DIVISION hapter 11

In Re Kmart Corporation,

G e

Your claim is scheduled as follows:

Name of Debtor: (sc: attached for complete list of debtors)

KMo Eoy. Top Ip 38-07275%

7 Case N umber'

Class

UNSECURED NON PRIORITY

02 Boryny

quest’ for peyment of al
or property):

F ol 2ol 2999 3

THOMAS, IDA

;NO’I‘E 'l‘hxsfo:mshouldnmbeusadmmakeuchumforanadmnmsmuvcmsemn mmm

Name of Creditor (The pefsou or other entity to whom Ihe debtor owes money

112381091

] Amount

D Check box |f you are aware that
anyone ¢lse has filed a proof of claim
relating to your claim. Attach copy
of statement giving particulars.
Check box if you have never received

any notices from the bankrupic;
court in this case. &A}u«r\ﬂl‘/
Check box if the address differs fi

CONTINGENT, DISPUTED,
UNLIQUIDATED

74Ce

54 S W TIMBER TRAIL a
STUART, FL 34997 the address on the envelope sent to
you by the court.
If address differs from above, please complete the following: 10088542
Creditor Name: Telephone: # ] o
0 This Space is for Court Use
Address: a'lb) 7']8 7 Only
[
City/St/Zip: 7 5{
Account or other number by which creditor identifies debtor: Check here if Oreplaces . .
this claim Dlamends a previously filed claim, dated

1. Basis for Claim

O Goods sold

O Services performed

£1, Money loaned

M Personal injury/wrongful death
0O Taxes

O Other

L Retiree benefits as defined in 11 U.S.C. §1114(a)
0 Wages, salaries, and compensation (fill out below)

Your SS #:
Unpaid compensation for services performed
from to

(date) (date)

2. Date debt was incurred

2b-[a7 - L&D

3. If court judgment, date obtained:

4. Total Amount of Gaim at Time Case Filed:

charges.

s

@O
It all or part of your claim is secured or entitled to priority, also complete Item 5 or 6 be:iow —
O Check this box if claim includes interest or other charges in addition to the principal amount of the claim. Attach ifemized statement of all interest or additional

5. Secured Claim.
0O Check this box if your claim is secured by collateral (including a right of
setoff).
Brief Description of Collateral:
O Real Estate O Motor Vehicle
0O Other

Value of Collateral: $

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

6. Unsecured Priority Claim.

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

O Wages, salaries, or commissions (up to $4,650), eamed within 90 days before filing
of the bankruptcy petition or cessation of the debtor's business, whichever is earlier -
11 US.C. § 507(a)3).

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

O Up to $ 2,100 of deposits toward purchasw, lease, of rental of property or services for
personal, family, or houschold use - 11 U.S.C. § 507(a)6).

0 Alimony, maintenance, or support owed to a spouse, former spouse, or child - 11
U.S.C. § 507(aX7).

O Taxes or penalties owed to governmental units - 11 U.S.C. § 507(a)8).

O Other - Specify applicable paragraph of 11 U.S.C. § 507(a)(_ ).

7. Credits: The amount of all payments on this claim has been credited and
claim.

8. Supporting Documents: Attach copies of supporting documents, such

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

and copy of this proof of claim.

itemized statements of running accounts, contracts, court judgments, mortgages, security agreements, and evidence of
If the documents are not available, explain. If the

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

deducted for the purpose of making this proof of

3 ' This Space is tzr/ (28un Uie Only

as promissory notes, purchase orders, invoices,

413 -0

copy of power of attorney, if any):

<o W  Lhsrred

H-4-0n

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

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




Computer Credit, Inc. A

AMERICAN COLLECTORS

CLAIM DEPT 03450 . 640 West Fourth Street . Post Office Box 5238 . Winston-Salem, NC . 27113-5238 association member

April 04, 2002

CREDITOR :

019 00 CH1 3459

ida M Thomas

541 SW Timber Trl

Stuart, FL 34997-6266

IlI”llIIIIIIIll'IIIIIIIIII"IIIIIIII"IIl“lllIIIIIII"II"II ACCOUNT

Dear lda M Thomas: PLEASE SEE IMPORTANT NOTICE ON BACK

This letter will serve to inform you that your overdue balance with Martin Memorial Health Systems has
been referred to Computer Credit, Inc., a debt collector (referred to in this letter as CCl). The hospital
insists on payment. CCl is not aware of any reason for your nonpayment, therefore we expect you to pay
the balance due. The law prohibits CCI from collecting any amount greater than the obligation stated
above.

Unless you notify CCI to the contrary, we will assume the amount due is correct. This letter is sent to you
in an attempt to collect this debt. Any information obtained will be used for that purpose. If there is no
need to further delay payment, then pay the balance due and resolve this obligation. Payment can be
sent directly to the hospital.

(,W.%,@

C. W. Jordan
Director of Operations

RETURN THIS PORTION WITH YOUR PAYMENT
CREDIT CARD INFORMATION

OVisa UOMastercard ODiscover [American Express

(T TTTIITII I

$ Martin Memorial Health Systems
Post Office Box 9033
SIGNATURE AMOUNT CHARGED stuart, FL 34995_9033

Computer Credit, inc.
cuIM NUMBER: 03450-M17°8651 IlIIIlIllllIlllllllllllllIIIIII"IlllI"lll"lll"lll"lllllll

H1 Z:3666 3459



STATEMENT OF ACCOUNT

“WARTIN
MEMORIAL

Health Systems, Inc.
A family of services serving your family.

ADDRESSEE:

IlII'IIIIl"l'llll'llllllllllll'I'IIIIIIII'IIIIIIIIIIIIIlIIIII
*kkkkkkk k% ¥ AUTO**5-DIGIT 34997
IDA M THOMAS M1708651

541 SW TIMBER TRL

STUART FL 34997-6266

O] Please check box if above address is incorrect or insurance
information has changed and indicate change(s) on reverse side.

IF PAYING BY MASTERCARD, DISCOVER, VISA OR AMERICAN EXPRESS, FILL OUT BELOW.
CHECK CARD USING FOR PAYMENT

€D oo I v o B 55"
MASTERCARD DISCOVER mmmmE VISA EXPRESS

CARD NUMBER AMOUNT

SIGNATURE EXP. DATE

SRR | $™Y T8N0 | M1708EE

Page - 1 SHOW AMOUNT
PAID HERE

IIIIIIIIII'IIIIIIIIIIIIIIIIIllllIIIIIII'IIl'IIIIIIlIIIIlIIIII'
Martin Memorial Medical Center
Martin Memorial Hospital South
P. O. Box 9033

Stuart, FL 34995

PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT

PATIENT NAME SEE&I?E P/%E(S) PATIENT ACCOUNT #
IDA M THOMAS 12/26/01 M1708651
DATE TRANSACTION mm_
12/26/01 2.10732 RT FOOT,COMPL,MIN 3 VIEWS - RIGHT 210.00
12/26/01 2.01992 ER LEVEL2 - LOW COMPLEXITY 215.00
Charges to date: 425.00
Estimated insurance due: 0
WE HAVE NOT RECEIVED A PAYMENT FROM YOU. THIS BALANCE IS DUE
NOW. PLEASE CONTACT OUR OFFICE TO MAKE PAYMENT ARRANGEMENTS.
YOU MAY CALL US AT 561-223-5680 OR
YOU MAY EMAIL US AT BILLING@MMHS-FLA.ORG THANK YOU
" "y TOTAL BALANCE DUE - 425.00
Martin Memorial Medical Center NOTICE: Payments Please Pay
Martin Memorial Hospital South and charges received THIS AMOUNT
P. 0. Box 9033 ~ after statementdatewill || pppppppp
Stuart, FL 34995 Phone: 561-223-5680 be reflected on next
Office Hours: Mon-Fri 9:00am to 5:00pm statement.

Cc



¥ MAKE CHECKS PAYABLE TO:

DIAGNOSTIC IMAGING SERVICES
& 919 Central Parkway

P.O. Box 4
Stuart, FL 34995-0004

IRS #65-0044211 K

ADDRESSEE:
IDA M THOMAS
E%i SW TIMBER TRL
STUART FL 349976244

[[] Piease check box if above address is incorrect or insurance
information has changed, and indicate change(s) on reverse side

BATE-OR-S G 5 PPTION

SUMMARY [FOR IDA WITH DR MARSHALL
12/28704 FOOT, 3 + VIEWS

ANVOUN

_____ _CURRENT __

33.00 80 &0

IF PAYING BY MASTERCARD OR VISA, FILL OUT BELOW.

- [

CHECK CARD USING FOR PAYMENT

MASTERCARD

O

VISA

CARD NUMBER

AMOUNT

SIGNATURE

EXP. DATE

STATEMENT DATE

1710/02

PAY THIS AMOUNT

33.94

ACCT. #

1746890

PAID HERE

SHOW AMOUNT $

DIAGNDSTIC IMAGING SERVICES

PO BOX %

STUART: FL 3499%

541 224-13%i

STATEMENT

33.00
33.00

PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT

'AMOUNT DUE _

33.00 | 2482941

PLEASE CONTACT THIS OFFICE IF YOU HAVE
INSURANCE. THaNE YOU,

v WS e




2002 |

"~ FLNL089349

Your Medicare Number: 236-38-1175A
IDA M THOMAS

541 SW TIMBER TRL If you have questions,write or call:
STUART FL 34997-6266 Medicare Part B
P.O. Box 2360

Jacksonville, FL. 32231

HELP STOP FRAUD: Do not sell your Medicare
Number or Medicare Summary Notice. Toll-free: 1-800-333-7586

CUSTOMER SERVICE INFORMATION

TTY for Hearing Impaired: 1-800-754-7820

This is a summary of claims processed from 12/28/2001 through 01/11/2002.

PART B MEDICAL INSURANCE - ASSIGNED CLAIMS

STUART FL 34995-2900
Referred by: PAUL GAETA, M.D.
SCOTT M DESMAN, M.D.
1227/01 1 Office/outpatient visit, new (99203) $125.00 -$94.59 $75.67 $18.92
Claim number 53-1365-03413-00 Q g i‘“
STUART CARDIOLOGY GRP PA, STE 300, ,ﬁ,b Ml/

1001 SE MONTEREY COMM, STUART FL 34996-3329
JOSEPH S GAGE, M.D.

Claim number 53-1351-57967-00

JAMES J VOPAL, M.D,, 801 E OSCEOLA ST,
STUART FL 34994-2431

Referred by: PAUL GAETA, M.D.

10/30/01 1 Office consultation (99243) $159.00 $122.20 $97.76  324.44

12/27/01 1 Analyze pacemaker system (93734) $65.00 $38.48 $30.78 $7.70

Dates Medicare You See
of Amount Medicare Paid May Be  Notes
Service Services Provided / Charged Approved Provider Billed  Section
Claim number 54-1365-09446-00 N‘
S FL ORTH & SPORTS MED, PO BOX 2900, a

THIS IS NOT A BILL - Keep this notice for your records.




v NAME AS IT APPEARS ON CARD ]

Qﬁ_mzq NAME: IDA M THOMAS

—_— - - - {

PHYSICIAN SERVICES RENDERED AT: MARTIN MEMORIAL SOUTH ,,Gé. W 13066032/4 CRECK NUMBER |
/
- PLEASE WRITE YOUR ACCOUNT NUMBER ON YOUR CHECK. MAKE PAYABLE IN U S. DOLLARS TO:
4
Lalalelluldslaaldlibdibballdaldlulld EMERGENCY PHYS MARTIN SOUTH
~_IDAMTHOMAS o 132689324 P OBOX850001 .

‘541 SW TIMBERTRL

ORLANDO FL 32885-1002
STUART FL 34997-6266

018000132LL9326026004610141200050002400027

(" weavemp:  65-0822862 )
Ow__.r_z,m INQUIRIES: 1-888-952-6772
IOcmm Oﬂmm>._._oz MONDAY - _um__u>< 8AM TO 8PM & SATURDAY 10AM TO 3PM ET
B DATE/INVOICE # DX/ 03 ooom ] ) ommom_E_oZ f nmos_umm ox>mmmm n><_<_mzqm\ommo:
]

12/26/01 | EMERGENCY DEPT VISIT - 992383
1 29846208 924.20 M NICOSIA D.O.,ROGER / WEBER PA-C,ROGER

i
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i
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Y
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)

_umOS m_zmc_abzom _z Om PAY.BY CREDIT O>_,"=u Oz_-_zm AT In_uw ._.m>=.._m>_.._.: OOS = u
|
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Ve eiT Nwom&wu\& _p-0L R
| _\ | | A

._ “ PHYSICIAN CHARGES ARE NOT INCLUDED IN THE FACILITY BILL ~
_u><—sm2.4.m AND _ZwCI>ZOm __ﬁ_mom,\_).:OZ MAILED SEVEN DAYS PRICR TO THE ABOVE w._.>._.m_$mz:. DATE MAY ZO._. YET APPEAR.

/\\__,._. .




EMERGENCY PHYS MARTIN SOUTH

8 ,
cREDIT cARD pAYMenT D (B MR o7 a )

P.0. BOX 189040
PLANTATION, FL 32318 CREDIT CARD CHAR(
' : CARD NUMBER
i :
‘ SIGNATURE
| } NAME AS IT APPEARS ON CAF.
>ATIENT NAME:  |IDA M THOMAS )
PHYSICIAN SERVICES RENDERED AT: MARTIN MEMORIAL SOUTH AGCT. NUMEER 17
- : PLEASE WRITE YOUR ACT
3 o R 4 . o
IIl“llllI"llll'IIIIIIllll"lllIIIII"llI"llllIl'IIl"ll"lI EME’
IDA M THOMAS 13266932/4 PO
541 SW TIMBER TRL OR
STUART FL 34997-6266 ]
: ‘ L)
018000132kb932bLL

DX / CPT CODE
99283 o

12126001 .
29846208 -

&
3
4

, . *EMERGENCY DEPT VISIT - 99283
92420 ' NICOSIA D.O.,ROGER / WEBE

PHYSICIAN CHARGES ARE NOT INCLUDED IN THE FACILITY BILL

. PAYMENTS ANI.JQ INSURANCE INFORMATION MAILED SEVEN DAYS PRIOR TO THE ABOVE STATEMENT DATE MAY NOT YET APPEAR.
! )

ACCOUNT NuMBER: ! 13266932/4 STATEMENT DATE:

01/20/02 toTaL Now pue P $240.00

IF YOU HAVE INSURANCE COVERAGE OR WANT TO PAY BY CREDIT CARD, VISIT OUR WEBSITE AT HTTP://HCFS.TEAMHEAL?H.COM ORFILL
OUT THE BACK COPY OF THIS STATEMENT OR SEND THE FRONT & BACK COPY OF YOUR INSURANCE CARD.

28744

)
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