UNITED STATES BANKRUPTCY COURT PROOF OF CLAIM
FOR THE CENTRAL DISTRICT OF CALIFORNIA

In re: Case Number:

WATTSHealth Foundation, Inc., dba UHP
Healthcare, a California not-for-profit corporation LA 05-22627-TD

INOTE: This form should not be used to make a claim for an administrative ™ Check box if you are
expense arising after the commencement of the case. A "request” for payment %50 oot anyon: else has
of an administrative expense may be filed pursuant to 11 U.S.C. § 503. filed a proof of claim relating to
. . your claim. Attach copy of
Name of Creditor and Address: statement giving particulars.
Good Samaritan Hospital 7 Check box if you have
FILE 53289 never received any notices
from the bankruptcy court in
Los Angeles, CA 90074-3289 this case.

I Check box if this address
differs from the address on the

Fed. Tax I.D.#95-1656366 envelope sent to you by the
Creditor Telephone Number (213 977-2910 court. THIS SPACE IS FOR COURT USE ONLY
Account or other number by which creditor identifies debtor: Check here replaces
ifthisclaim  ~ amends a previously filed claim dated:
1. BASIS FOR CLAIM y_
~ Goods sold "~ Personal injury/wrongful death ~ _.  Retiree benefits as defined in 11 U.S.C. § 1114(a)
X Services performed 7! Taxes . Wages, sataries, and compensation (Fill out below)
= Money loaned " Other (describe briefly) Last four digits of SS #:
Unpaid compensation for services performed from: ) to
ST T (date) (date)
2. DATE DEBT WAS INCURRED: 5/ 31 / 2005 ]3. IF COURT JUDGMENT, DATE OBTAINED:
4. Total Amount of Claim at Time Case Filed.
Amount of Claim Listed on Debtor's Schedules: $ NA _ NA - NA- N/A
__(Excludes any contingent, unliquidated and disputed amount) __(unsecured) . (secured) {priority) (Total
Amount of Claim Asserted by.Creditor: $ 995,814.30
(To be completed if creditor disputes scheduled amount) ST ‘(u'ﬁ"s'eéﬁred) (secured) (priority) $ 995 (’Tgl}")l‘ .30

"7, Check this box f claim includes interest or other charges in addition to the principal amount of the ciaim.
Attach itemized statement of all interest or additional charges. If all or part of your claim is secured or entitied to priority, aiso complete ltem 5 or 7 below.

5. SECURED CLAIM 7. UNSECURED PRIORITY CLAIM

T Check this box if your claim is secured by collateral (includinga] .. Check this box if you have an unsecured priority claim
right of setoff). Amount entitled to priority $
Specify the priority of the claim:
o Wages, salaries, or commissions (up to $10,000)", earned within 180 days

:' Real Estate - :' Motor Vehicle " before filing of the bankruptcy petition or cessation of the debtor's business, whichever is
earlier - 11 U.S.C. § 507(a)(3).

T Other I, :
T * Contributions to an employee benefit plan - 11 U.S.C. § 507(a)(4).
Value of Collateral: $ . ,
— Up to $2,225" of deposits toward purchase, lease, or rental of property or services

Amount of arrearage and other charges at time case filed included in for personal, family, or household use - 11 U.S.C. § 507(a)(6).
secured claim, if any:

Brief description of collateral:

Alimony, maintenance, or support owed to a spouse, former spouse, or
child -11 U.S.C. § 507(a)(7).

LAIM $ ;-
TNSECURED NONPRIORITY CLAIM : oo ' Taxes or penallies owed to governmental units - 11 U.S.C. § 507(a)(8).
- . it . " . . ! ) )
s ek o) e e e v, | - O Spocl pplcabe paregraph of 1 USC. §507() ().
PP ¥ L " s ' * Amounts are subject to adjustment on 4/1/107 and every 3 years thereafter
or if ¢) none or only part of your claim is entitled to priority. with respect to cases commenced on or after the date of adjustment,

8. CREDITS: The amount of all payments on this claim has been credited and deducted for the purpose of making this proof of claim.

9. SUPPORTING DOCUMENTS: Attach copies of supporting documents, such as promissory notes, purchase orders, invoices, itemized statements of
running accounts, contracts, court judgments, mortgages, security agreements, and evidence of perfection of lien. DO NOT SEND ORIGINAL DOCUMENTS.
if the documents are not available, explain. If the documents are voluminous, attach a summary.

10. DATE-STAMPED COPY: To receive an acknowledgment of your claim, please enclose a self-addressed, stamped envelope and an

additional copy of this proof of claim (signed face page only).
The original of this proof of claim form must be sent by mail or hand delivered (FAXES NOT ACCEPTED) so that it THIS SPACE FOR COURT

Is actually received on or before 4:00 P.M. prevailing Pacific Time on January 31, 2006: USE ONLY
BY MAILTO: WATTSHealth Foundation, inc., dba UHP Healthcare

United States Bankruptcy Court . REeQB F EB 6 8 Qﬁ%

PO Box 53229
Los Angeles, CA 90053-0229

DATE SIGNED: SIGN and print the name and title, if any, of the creditor or other person authorized to . \ III""II |||I|I|||| |||
CLAIM 01068

l file this claim {attach y of power of attorney, if any).
/30 vk ﬁ/)ﬂﬁd Alan Ino, CFO

 WATTSHealth Foundation, Inc. dba UHP

Penalty for presenting fraudulent claim is a fine of up to $500,000 or imprisonment for up to 5 years, or both. 18 U.S.C. §§ 152 AND 3571




Good Samaritan Hospital
UHP Proof of Claim
Filed on 1/31/2006

Amount per UHP Proof of Claim As Amended on 11/30/2005 $ 134,165.46
Disputed Amount as Filed by Good Samaritan on 1/31/2006 130,123.45
Total Revised Amount Due for Claims on UHP's Schedules 264,288.91
Total New Medical Claim Summary Filed by Good Samaritan 731,525.39

Total Amount of Good Samaritan Proof of Claim Filed on 1/31/2006 $ 995,814.30




Medical Claim Summary
Creditor Name: GOOD SAMARITAN HOSPITAL
Facility Name :
Provider TaxID: 95-1656366

If you disagree with the "Balance Due per UHP" amount for any Medical Claim listed on this Medical Claim Summary, place an "X" or other mark in the "Disagree” column next to each Medical Claim as to
which you disagree and complete one or more Medical Claim Dispute Explanation Forms to cover all such Medical Claims.
Please refer to the "Supplemental Instructions For Completing Medical Claim Proof of Claim”.

DO NOT MARK THE "DISAGREE" COLUMN FOR MEDICAL CLAIMS THAT LIST THE CORRECT AMOUNT OWED TO YOU IN THE "BALANCE DUE PER UHP" COLUMN.

Medical Claims

Reference | Provider Name | Payor Ciaim Member Plan | Patient SSN Patient Last Patient First | Patient Date | Start DOS | End DOS | Gross | Balance Due | Disagree
Number Number Number Type Name Name ~ of Birth Charges Per UHP

1 GOOD 03220460828 300207001 M 617337137 CARRASCO ISAI 05/30/2002  01/01/2004 01/01/2004 $69.88 $0.00 O
SAMARITAN
HOSPI TAL

2 GOOD 02220380009 394938 C 607602502 KIM JUNO 01/02/2003  01/02/2003 01/04/2003 $1,981.74 $0.00 O
SAMARITAN
HOSPI TAL

3 GOOD 02200380025 743915 C 607602502 KIM SUNGMIN 01/12/1970  01/02/2003 01/04/2003 $7,368.19 $0.00 O
SAMARITAN
HOSPI TAL

4 GOOD 03040380034 300169160 M 606505716 RODRIGUEZ JESUS 09/01/1991  01/27/2003 01/27/2003 $1,853.96 $0.00 ]
SAMARITAN
HOSPI TAL

5 GOOD 02200480003 700004559 ] 548887917 TOMIOKA MITSUTA 03/23/1918  01/28/2004 01/28/2004 $0.00 $1,866.11 O
SAMARITAN
HOSPI TAL

6 GOOD 02130460417 300173921 Cc 610124712 BELLOSO JUANA 01/18/1959  02/01/2003 02/01/2003 $5,120.61 $0.00 O
SAMARITAN GLADIS
HOSPI TAL

7 GOOD 03100380001 419938 C CHUN NATHAN 02/02/2003  02/02/2003 02/04/2003 $1,981.74 $0.00 O
SAMARITAN
HOSPI TAL

8 GOOD 02190460433 300118454 M 624488732 WILLIAMS CORRII 02/10/11991  02/03/2004 02/03/2004 $231.48 $0.00 [
SAMARITAN
HOSPI TAL

9 GOOD 03030461039 700014480 S 499746291 OHTOMO HACHIRO 08/29/1936  02/13/2004 02/13/2004 $813.18 $0.00 d
SAMARITAN
HOSP!I TAL

10 GOOD 03010380018 10791588 C JUNG BABY B 02/14/2003  02/14/2003 02/15/2003 $945.20 $0.00 O
SAMARITAN
HOSPI TAL

1 GOOD 03010380019 10791588 C JUNG BABY B 02/14/2003  02/14/2003 02/15/2003 $4,641.61 $0.00 |
SAMARITAN
HOSPI TAL

See Glossary For Important Definitions




12

GOOD
SAMARITAN
HOSPI TAL

03030380018

107648

344642315

Medical Claim Summary

DIAZ

BIANCA

01/09/1973

02/17/2003

02/17/2003  $37.81

$0.00

13

GOOD
SAMARITAN
HOSPI TAL

02270480014

75310

437305162

CLARK

BERNICE

02/01/1924

02/17/2004

02/17/2004  $838.76

$0.00

14

GOOD
SAMARITAN
HOSPI TAL

03040380033

731233

563654812

ANDERS

NAKEYA

04/01/1981

02/18/2003

02/18/2003  $154.08

$0.00

15

GOOD
SAMARITAN
HOSPI TAL

03210360198

414328

422036262

CLAUSELL

CLYDE

08/15/1922

02/19/2003

03/06/2003 $27,547.35

$0.00

16

GOOD
SAMARITAN
HOSPI TAL

03030480027

300142590

546823663

CORNEJO

RUSSELL

11/27/1950

02/20/2004

02/20/2004 ($3,659.90)

($1,650.00)

O

17

GOOD
SAMARITAN
HOSPI TAL

03100360628

300211119

AGUILAR

LINDSEY

06/07/2002

02/22/2003

02/22/2003  $352.63

$0.00

X

18

GOOD
SAMARITAN
HOSPI TAL

03050480010

923915

SONG

HYUN JUNG

03/23/1973

02/23/2004

02/24/2004 ($1,000.00)

$0.00

19

GOOD
SAMARITAN
HOSPI TAL

03100460048

923915

SONG

HYUN JUNG

03/23/1973

02/23/2004

02/24/2004 $6,561.52

$0.00

20

GOOD
SAMARITAN
HOSPI TAL

03060380038

333835

554176563

BUCKLEY

DEBRA

04/09/1956

02/24/2003

02/24/2003 $2,485.50

$0.00

21

GOOD
SAMARITAN
HOSPI TAL

03220460827

700011741

476163115

GORDON

LYLE

11/11/1926

02/24/2004

02/25/2004 $32,105.77

$0.00

22

GOOD
SAMARITAN
HOSPI TAL

05100560278

700016747

554374224

PABLO

ROSALINA

06/07/1936

02/24/2005

02/24/2005  $36.00

$0.00

23

GOOD
SAMARITAN
HOSPI TAL

03090580010

300048545

554517286

PEREZ

JOSE

01/17/1958

02/26/2005

03/01/2005 ($4,437.50)

$0.00

24

GOOD
SAMARITAN
HOSPI TAL

03100380010

333835

554176563

BUCKLEY

DEBRA

04/09/1956

02/27/2003

03/03/2003 $7,705.60

$0.00

25

GOOD
SAMARITAN
HOSPI TAL

03140380024

770915

001841937

BAEK

EUNICE

02/27/1972

02/27/2003

03/01/2003 $6,196.87

$0.00

26

GOOD
SAMARITAN
HOSPI TAL

05070580005

700004559

548887917

TOMIOKA

MITSUTA

03/23/1918

03/03/2005

03/31/2005 $14,516.38

$11,613.05

See Glossary For Important Definitions



27

GOOD
SAMARITAN
HOSPI TAL

03140380025

316920

144662067

Medical Claim Summary

GADSDEN

ERIC

03/23/1965

03/05/2003

03/05/2003  $86.40

$0.00

28

GOOD
SAMARITAN
HOSPI TAL

11290460018

202262

551796110

RODRIGUEZ

ROSA

12/06/1965

03/06/2004

03/06/2004  $290.30

$0.00

29

GOOD
SAMARITAN
HOSPI TAL

03200380029

300133626

QUINTANILLA

MARLENE

09/12/1998

03/07/2003

03/07/2003 $154.08

$0.00

30

GOOD
SAMARITAN
HOSPI TAL

05050512803

700014491

554266247

SAKAI

MASAYOSHI

06/13/1919

03/08/2004

03/08/2004 $172.80

$0.00

31

GOOD
SAMARITAN
HOSPI TAL

03230480042

700014491

554266247

SAKAI

MASAYOSHI

06/13/1919

03/08/2004

03/08/2004 $172.80

$0.00

32

GOOD
SAMARITAN
HOSPI TAL

04020360454

699731

566647432

MOTEN

WILLIAM

09/18/1946

03/10/2003

03/13/2003 $24,606.22

$0.00

33

GOOD
SAMARITAN
HOSPI TAL

04040380012

300196770

624293664

ANDUJO

BRIANNA

10/27/2001

03/23/2003

03/23/2003 $154.08

$0.00

GOOD
SAMARITAN
HOSPI TAL

04150560217

700005650

539122833

PAULSON

ROBERT

04/10/1924

03/23/2005

03/23/2005 $1,582.19

$0.00

35

GOOD
SAMARITAN
HOSPI TAL

05120560139

300171882

610147069

RODRIGUEZ

PABLO

07/20/1953

03/28/2005

04/02/2005 £62,690.25

$0.00

36

GOOD
SAMARITAN
HOSPI TAL

05260560410

300171882

6101470869

RODRIGUEZ

PABLO

07/20/1953

03/28/2005

04/02/2005 b62,690.25

$7,578.96

37

GOOD
SAMARITAN
HOSPI TAL

04270580017

700010046

421463165

KIZZIAH JR

LESTER

05/11/1937

04/01/2005

04/02/2005 29,980.92

$3,356.00

38

GOOD
SAMARITAN
HOSPI TAL

05110580007

700004559

548887917

TOMIOKA

MITSUTA

03/23/1918

04/01/2005

04/18/2005 $5,921.86

$4,737.46

39

GOOD
SAMARITAN
HOSPI TAL

04140580011

21158360

466782337

MOSQUERA

JAIME

11/16/1933

04/07/2005

04/07/2005 $9,469.98

$0.00

40

GOOD
SAMARITAN
HOSPI TAL

04230580019

568916

545429536

ELLIOTT

PETER

11/23/1933

04/08/2005

04/13/2005 529,683.62

$4,480.00

4

GOOD
SAMARITAN
HOSPI TAL

04290560309

166702

426363789

JOHNSON

WILLIE

01/01/1926

04/08/2005

04/20/2005 §53,631.59

$36,400.00

See Glossary For important Definitions



42

GOOD
SAMARITAN
HOSPI TAL

05130580006

568916

545429536

Medical Claim Summary

ELLIOTT

PETER

11/23/1933

04/13/2005

05/01/2005 38,501.82

$6,570.00

43

GOOD
SAMARITAN
HOSPI TAL

05060580010

700017136

551947348

MOJARRO

FRANCISCO

12/02/1938

04/13/2005

04/13/2005 $8,653.09

$1,990.00

GOOD
SAMARITAN
HOSPI TAL

05040560718

21153100

312202317

MILLS

BEVERLY

10/14/1924

04/20/2005

04/21/2005 543,104.34

$0.00

45

GOOD
SAMARITAN
HOSPI TAL

04280580010

21153100

312202317

MILLS

BEVERLY

10/14/1924

04/20/2005

04/21/2005 543,104.34

$4,675.70

46

GOOD
SAMARITAN
HOSPI TAL

03290313801

841536

432307030

HALLIBERTON

BEATRIC

06/21/1920

04/25/2002

04/25/2002  $968.07

$0.00

47

GOOD
SAMARITAN
HOSPI TAL

05260560292

700015093

568529364

MATSUISHI

MICHIYE

06/13/1916

04/28/2005

05/05/2005 547,389.51

$7.,875.00

48

GOOD
SAMARITAN
HOSPI TAL

05040580018

21158360

466782337

MOSQUERA

JAIME

11/16/1933

04/28/2005

04/28/2005 $10,284.73

$1,990.00

49

GOOD
SAMARITAN
HOSPI TAL

05050580010

300237681

570992793

GOMEZ

ELIZABETH

05/16/1980

04/29/2005

04/30/2005 $1.497.49

$0.00

50

GOOD
SAMARITAN
HOSPI TAL

05260560293

700014968

567527071

UYENO

GARY

11/20/1933

05/04/2005

05/10/2005 $82,306.59

$21,298.96

51

GOOD
SAMARITAN
HOSPI TAL

05190580006

700014501

409722424

IWASAKI

MIKE

07/05/1935

05/05/2005

05/05/2005 $7,671.36

$1,990.00

52

GOOD
SAMARITAN
HOSPI TAL

05190580014

631889

561558626

KIM

CHARLIE

10/26/1940

05/06/2005

05/06/2005 $8,719.51

$2,101.92

53

GOOD
SAMARITAN
HOSP! TAL

05180580013

700015093

568529364

MATSUISHI

MICHIYE

06/13/1916

05/08/2005

05/10/2005 510,877.93

$1,792.00

GOOD
SAMARITAN
HOSPI TAL

06010580025

461217

572948477

ROSS

PHILINESE

02/12/1950

05/10/2005

05/17/2005 $21,947.80

$7,722.15

55

GOOD
SAMARITAN
HOSPI TAL

06020580020

568916

545429536

ELLIOTT

PETER

11/23/1933

05/11/2005

05/20/2005 $16,337.18

$3,285.00

56

GOOD
SAMARITAN
HOSPI TAL

05280380037

311916

425623023

TOUSSAINT

ANNIE

01/10/1933

05/13/2003

05/13/2003  $136.80

$0.00

See Glossary For Important Definitions



57

GOOD
SAMARITAN
HOSPI TAL

05300380002

56328

464106061

Medical Claim Summary

GRAY

GIRTHA

01/01/1907

05/13/2003

05/13/2003 $172.80

$0.00

58

GOOD
SAMARITAN
HOSPI TAL

05260580007

21158430

549700164

TOSTADO

DORA

04/06/1921

05/16/2005

05/16/2005 $9,006.63

$1,990.00

59

GOOD
SAMARITAN
HOSPI TAL

05290380016

300194926

612295995

MIRANDA

KATHY

08/27/2001

05/17/2003

05/17/2003  $159.26

$0.00

60

GOOD
SAMARITAN
HOSPI TAL

06020580018

300237681

570992793

GOMEZ

ELIZABETH

05/16/1980

05/19/2005

05/23/2005 14,957 .49

$3,553.70

61

GOOD
SAMARITAN
HOSPI TAL

07150580001

700016238

586019350

GASPAR

ADRIANO

03/05/1924

05/20/2005

05/20/2005 523,845.43

$1,990.00

62

GOOD
SAMARITAN
HOSPI TAL

06020580019

700003396

421104754

HUBBARD

JOHN

12/05/1911

05/23/2005

05/26/2005 $9,448.72

$2,688.00

63

GOOD
SAMARITAN
HOSPI TAL

06080580014

700015093

568529364

MATSUISHI

MICHIYE

06/13/1916

05/23/2005

05/30/2005 27,710.24

$6,272.00

GOOD
SAMARITAN
HOSPI TAL

06020580017

300049566

568999819

RUIZ

FLORENCE

06/24/1987

05/24/2005

05/26/2005 $8,154.97

$1,964.99

65

GOOD
SAMARITAN
HOSP! TAL

06080580015

21113924

435205373

SMITH

HILDRED

07/28/1924

05/25/2005

05/31/2005 $33,971.01

$5,760.00

66

GOOD
SAMARITAN
HOSPI TAL

11300460891

300171882

610147069

RODRIGUEZ

PABLO

07/20/1953

06/14/2004

06/18/2004 §52,148.92

$0.00

67

GOOD
SAMARITAN
HOSPI TAL

03150360139

228423

555734694

ZEPEDA

NANCY

04/15/1982

06/28/2002

06/28/2002 $3,837.66

$0.00

68

GOOD
SAMARITAN
HOSPI TAL

07200460905

21151166

555426314

CABADING

04/02/1939

06/28/2004

07/03/2004 $0.00

($19,481.00)

69

GOOD
SAMARITAN
HOSPI TAL

12010480019

964915

621502871

YOO

HYE-YOUNG

11/11/1972

07/06/2004

07/06/2004 $1,086.34

$0.00

70

GOOD
SAMARITAN
HOSP!I TAL

11170480023

964915

621502871

YOO

HYE-YOUNG

11/111972

07/10/2004

07/10/2004  $549.58

$0.00

X X X =

71

GOOD
SAMARITAN
HOSPI TAL

03140312814

300205818

607152922

MORENO

NANCY

04/28/1980

07/19/2002

07/19/2002 $1,931.04

$0.00

]

See Glossary For Important Definitions



72

GOOD
SAMARITAN
HOSPI TAL

09060460111

300172771

612040339

Medical Claim Summary

ROMERO

MAYRA

01/18/1998

07/27/2004

07/27/2004 $3,731.96

$0.00

73

GOOD
SAMARITAN
HOSPI TAL

12010480013

8953

Kim

SE

10/04/1971

07/29/2004

07/29/2004  $302.40

$0.00

74

GOOD
SAMARITAN
HOSPI TAL

05050512805

700014491

554266247

SAKAI

MASAYOSHI

06/13/1919

07/30/2004

07/30/2004 $172.80

$0.00

75

GOOD
SAMARITAN
HOSPI TAL

09030480038

469500

560475062

WILSON

DIANA

08/15/1976

08/21/2004

08/22/2004  $531.33

$0.00

76

GOOD
SAMARITAN
HOSPI TAL

10180560621

300200137

567212670

ANGULO

MARIA

06/16/1944

08/22/2003

08/22/2003 $6,318.86

$844.06

77

GOOD
SAMARITAN
HOSPI TAL

11300460890

700002317

260384697

WHITE

NEOMIA

01/01/1913

08/27/2004

09/08/2004 £46,387.23

$0.00

78

GOOD
SAMARITAN
HOSPI TAL

09150480015

594648

613407341

LOPEZ

JOSEPH

10/11/1990

09/04/2004

09/04/2004 $1,707.23

$0.00

79

GOOD
SAMARITAN
HOSPI TAL

03200360314

460660

618284298

CACEREZ

LIDIA

03/16/1981

09/05/2002

09/08/2002 $11,909.87

$0.00

80

GOOD
SAMARITAN
HOSPI TAL

05170580013

3953

JANG

WONG

01/22/1975

09/06/2004

09/08/2004 $9,910.48

$2,076.21

81

GOOD
SAMARITAN
HOSPI TAL

10060461015

700014573

566468978

SEKIDO

SHIZUKO

06/04/1917

09/07/2004

09/07/2004 $2,538.85

($3,301.58)

X

82

GOOD
SAMARITAN
HOSPI TAL

10110480003

978915BG

HWANG

KYLIE

09/08/2004

09/08/2004

09/10/2004 $2,786.00

$0.00

O

83

GOOD
SAMARITAN
HOSPI TAL

03240360467

300181362

547775272

GIBSIN

iICIE

07/18/1983

09/14/2002

09/14/2002 $2,237.68

$0.00

GOOD
SAMARITAN
HOSPI TAL

03200360312

21132832BB

ESCOBAR

BABY BOY

09/15/2002

09/15/2002

09/22/2002 528,762.39

$0.00

85

GOOD
SAMARITAN
HOSPI TAL

10180460266

397376

278143045

JORDAN

VERA

12/02/1918

09/21/2004

09/27/2004 ($3,875.40)

$0.00

86

GOOD
SAMARITAN
HOSPI TAL

05050512807

700014491

554266247

SAKAI

MASAYOSHI

06/13/1919

09/24/2004

09/24/2004 $172.80

$0.00

See Glossary For Important Definitions



87

GOOD
SAMARITAN
HOSPI TAL

10220360642

300216573

572812465

Medical Claim Summary

SEQUEIRA

DIANA

09/24/1982

10/05/2003

10/05/2003 ($103.68)

$0.00

88

GOOD
SAMARITAN
HOSPi TAL

03200360317

196889

610040879

KIM

HYEKYUNG

06/03/1970

10/06/2002

10/07/2002  $789.23

$0.00

89

GOOD
SAMARITAN
HOSPI TAL

10150480024

784950

MENDOZA

ELVIA

07/13/1971

10/06/2004

10/08/2004 $0.00

$136.77

90

GOOD
SAMARITAN
HOSPI TAL

11120460364

289379

333168780

GAUSLIN

ANTHONY

01/10/1922

10/20/2004

10/23/2004 554,868.17

$0.00

9N

GOOD
SAMARITAN
HOSPI TAL

10280480018

516944

613096602

GUTIERREZ

RAYMUNDO

11/01/1949

10/21/2004

10/22/2004 $32,228.84

$0.00

92

GOQD
SAMARITAN
HOSPI TAL

11170460871

582334

569014889

VALDEZ

PETE

11/25/1915

10/25/2004

10/29/2004 $10,335.63

$0.00

93

GOOD
SAMARITAN
HOSPI TAL

11220480001

2095388

563999140

PARK

CHRIS

10/29/2004

10/29/2004

10/31/2004 $2,908.01

$0.00

94

GOOD
SAMARITAN
HOSPI TAL

11100480016

20953

563999140

SHIN

MICHELLE

07/21/1973

10/29/2004

10/31/2004 $7,017.01

$0.00

95

GOOD
SAMARITAN
HOSP! TAL

11260460457

438302

374144683

PARK

MARGARET

03/10/1921

11/03/2004

11/04/2004 515,404.50

$0.00

96

GOOD
SAMARITAN
HOSPI TAL

11120480013

438302

374144683

PARK

MARGARET

03/10/1921

11/03/2004

11/04/2004 511,244.86

$0.00

97

GOOD
SAMARITAN
HOSPI TAL

03180360413

300180165

PEDEAZA

LUCIA

11/12/1963

11/04/2002

11/07/2002 $8,010.41

$0.00

98

GOOD
SAMARITAN
HOSPI TAL

11180480022

295409

549564983

ROSS

ELLEN

07/05/1941

11/04/2004

11/04/2004 $2,794.43

$0.00

99

GOOD
SAMARITAN
HOSPI TAL

03180360412

300193537BG

PEDRAZA

BABY GIRL

11/05/2002

11/05/2002

11/07/2002 $1,610.20

$0.00

100

GOOD
SAMARITAN
HOSPI TAL

11170480015

700014598

548383961

TAMURA

KIMIYE

07/2711914

11/08/2004

11/11/2004 $5,473.61

$0.00

101

GOOD
SAMARITAN
HOSPI TAL

11290480001

23891588

CHUNG

BABY BOY

11/09/2004

11/09/2004

11/11/2004 $2,710.98

$0.00

See Glossary For Important Definitions



102

GOOD
SAMARITAN
HOSPI TAL

12010480012

295409

549564983

Medical Claim Summary
ROSS ELLEN

07/05/1941

11/15/2004

11/15/2004  $689.26

$0.00

103

GOOD
SAMARITAN
HOSPI TAL

11240480018

876908

568565151

YAMAUCHI MITSUKO

03/27/1932

11/16/2004

11/16/2004 $2,422.05

$0.00

104

GOOD
SAMARITAN
HOSPI TAL

12020480015

300246749

602786298

HERNANDEZ SARAH

05/11/1994

11/19/2004

11/19/2004 $5,817.87

$0.00

105

GOOD
SAMARITAN
HOSPI TAL

12010480018

876908

568565151

YAMAUCHI MITSUKO

03/27/1932

11/23/2004

11/23/2004 $4,617.94

$0.00

106

GOOD
SAMARITAN
HOSPI TAL

01120480003

21156820

724164067

ARELLANO JESUS

04/03/1923

12/14/2003

12/19/2003 $100,026.8
0

$0.00

X X X

See Glossary For Important Definitions

TOTAL

$134,165.46



UHP Proof of Claim Detailed List of Claims

Patient Name ) léccj Number ;Ad_m{S_er» Date LDis Date LPﬁm Ins llns Grp 1PT 'Ser/Loc [Total Chg t Total Adj _: Total Pmt  Total Ref | AcctBal | Balance per | Difference . | UHP POC |

: . _; . . ! S : |- .. _._ {perGSH UHpPpPOC_ | | Reference#
Disputed Claims: | __ NS T S O i R . I R A R
AGUILAR LINDSEY D V00004595567 2/22(20(1:3 2/22/2003 UHPMC-M [MCL "jO (ED | 35283 1 17407 T S 17856 - T 47886 17
JOHNSON WILLIE V00006811921 471/2005, 4/21/2005UNP-H  |[HMO I MED | 118,86361| 53,488.62| 19,600.00 B - 45774.99|  36,400.00! 937498 41
MILLS,BEVERLY J fvoooossswgr 4/20(2005 4/21_/2995 UNP-H  |HMO i1 [MED | 43,104.34| 34,769.08 21456 |  812070| ~ 467570(  3,.44500| _ 45
MATSUISHI MICHIYE V00006895312, 4/28/2005, 5/5/2005UNP-H ~ 'HMO || MED  47,389.51, 3869854 19225 |  849872| __7.875.00 62372 41
UYENO,GARY. , lvoooose30699‘ 5142005 5/10/2005UNP-H  [HMO |I [MED | 8230659 57,25059|  244.46| | 24,802.54| ~ 21,208.96] _ 3,503.58 50
IWASAKIMIKEM V00006907745 5/5/2005._ 5/512_00{» UNP-H [HMO 'O /POH @ 7671361 153427 ! "7 " "  6137.09; _ 1,990.00 4,147.09 | 51
KiM,CHARLIE C. - 'V00006853352, _ 5/6/2005, 5/6/2005lUNP-H_ [HMO O IOPS | 8719511 1743.90] ~ 15.00] "1 696061 210192] 485869 52
TOUSSAINT,ANNIE M V00004767554 5/13/2003 5/13/2003 UNPH _HMO 1O IMAM | ~13680: _ 27.36 LT TTh T10944, T - T Ti0944| 56
TOSTADO,DORA V00006936207,  5/16/2005] 5/16/2005UNP-H ~ jHMO (O IOR | 9,00463 180093 b 208 70*___ 199000 521370, 58
GASPAR,ADRIANO VO0006915755:  5/20/2005! 5/20/2005UNP-H ~ {HMO O 'POH | 23,84443' 4,768.80 o | 1907554| 199000 _17,08554. _ 61 _
ZEPEDA,NANCY V00003836491 6/28/2002, 6/28/2002/UNP-H HMO O iSUR™ {3,837 66 767.53 S ~ 307013 - . 307043] &7
CABADING JOHNE V00006022826  6/28/2004" 7/3/2004 UNP-H 'HMO "I 'MED !139,697.76 99,297.76 59,881.00  19481.00° -7 (19,481.00)  19,481.00: 68
YOO,HYE YOUNG V00006046544 7/6/2004  7/6/2004 UNP-H  IHMO “O '0BS ' 108634 0 21727 - X 869.07. - | 86907 69
YOO,HYE YOUNG V00006057418 7/10/2004 7/10/2004 UNP-H ~ 'HMO O 0BS 54958  109.92 - : 439.66 T T 43966 70
KIM,SE JUNG V00006004949 7/29/2004 7/29/2004 UNP-H ~ HMO O OBS  302.40 60.48 ' 241.92 . I 24192 73
LOPEZ,JOSEPH V00006218093 9/4/2004  9/4/2004 UHPMC-M MCL O ED = 1707.23 34145 ) o : 1365781 - ' 1,365.78 78
SEKIDO,SHIZUKO 'V00006208003 9/7/12004  9/7/2004' 4' UHPMC-M_MCI 'MCL 'O OR . 662698 462698 5301.58 3301.58 (3,301 58) 330158, 81
ROSS,ELLEN V00006390942°  11/4/2004" 11/4/2004UNP-H ~ 'HMO O .ED . 279443 55889 i 2235 54| T T 223554 T 98
HERNANDEZ,SARAH V00006434120  11/19/2004 1 ]/_19_/_2994‘UNP -H HMO O ED [_ 5817.87, 1,163.57 ). 485430 - _'_"‘_f_: 4654301 104
YAMAUCHI,MITSUKO V00006431175 11/23/2004, 11/23/2004 UNP-H ~“HMO ~ O ‘MED_ 5934.98  1,187.00° 4,127.82 | 62016 - | "82016. 105
ARELLANO,JESUS V00005487814 12/14/2003 12/19/2003UNP-H ~ HMO | MED  107,826.80. 48,522.06 14,000.74 { 45304.00] - 1 4530400 106 _

: . I

Agreed Upon Claims:  * o . o e ~:_i R e | N T
CARRASCO,ISAI V00005532304  _ 1/1/2004_ 1/1/2004 UHPMC-M MCL O ED |  254.78 5096 203820 G - T oo 0T
KIM,BABY BOY V00004440491 /22003 1/472003UNP-H ~ 'HMO | NBN | 198174, 1,081 74 T T R R N A S
KIM,SUNGMIN V00004355087 1722003 1/4/2003;UNP-H " |HMO | .OBS : 9,368.19 730419 1,974.00] " . - T -3
TOMIOKA MITSUTARO V00005597877 1/28/2004 1/28/2004 UNP-H ~ HMO - O MED = 234514 47903 : 1,866.111 1,866.11] ST 5
BELLOSO,JUANA V00004530523 20112003 2172003 UNP-H = HMO O MED | 512061 296116 215045 r S - s
HAN,BABY BOY V00004531802 2/2/2003 2/4/2003 UNP-H  HMO I NBN ;. 188174, 198174 T ; R Y A
WILLIAMS CORRII V00005620943 /32004 21312004 UHPMC-M MCL .0 'ED |, 23148, 19411 L I B e A SR S
OHTOMO,HACHIRO V00005648548 ‘211312004 2/13/2004 UNP-H  HMO O NEU , 81318, 24396  569.22| e R S - e
JUNG,BABY BOY V00004571592, 2/14/2003, 2/15/2003UNP-H ~ HMO | 'NBN : 94520, = 945.20 T . |
JUNG,HYE Y 'VO0004526208  2/14/2003 2/15/2003UNP-H ~ HMO .1 OBS 7,59. 75! " 6.252.75 11,3440 i - - -0
CLAUSELL,CLYDE V00004585733 2/19/2003  3/6/2003UNP-H  HMO | MED 6163231 2561890 3601341 ' - ‘. . . | 15
CORNEJO,RUSSELLS V00005663331 2/20/2004 2/20/2004 UNP-H ~ HMO O CAR  14,214.19 10,40563  5458.56 © (1,650.00)  (1,650.00), 000, 16
SONG,KATIE JIMIN 'V00005673421°  2/23/2004 2/24/2004 UNP-H  HMO | NBN ~ 1,364.08 1,364.00 - o T I |
SONG,HYUN JUNG V00005671508 2/23/2004 2/24/2004 UNP-H  HMO | OBS  6561.52 5107.06 145446 . E R I
GORDON,LYLE H V00005671268 2/24/2004 2/25/2004 UNP-H  'HMO | 'SUR  32,105.77 20,193.13 1191264 T ST -2t
PEREZ,JOSE V00006712871 2/26/2005 3/1/2005UNP-H  HMO | MED 1571229 11,740.05° 3,972.24° _— - - 23
BUCKLEY,DEBRA V00004608352 2/27/2003  3/3/2003UNP-H  HMO | MED 1170560 8,225860  3,480.00° - T - 24
BAEK,EUNICE Y 'V00004462990,  2/27/2003  3/1/2003UNP-H. 'HMO | 'OBS  8,196.87  6,222.87  1,974.00 ) [ .
TOMIOKA,MITSUTARO V00006721039 3/3/2005 3/31/2005UNP-H  HMO O RAD ' 14,516.38  2,903.33 - oo 613 05 , 11,613.05 . - 26
QUINTANILLA MARLENE V00004636486 3/7/2003 3/7/2003UNPH  HMO O ED |, 15408  138.90 15.18 ; - - - 29
SAKALMASAYOSHI V00005714589 3/8/2004  3/8/2004 UNP-H  HMO O PAC  172.80 4312 12068 . - - - 30,31
MOTEN,WILLIAM V00004632733 3/10/2003° 3/13/2003UNP-H  'HMO | 'SUR ' 24,31571 19,290.71  5490.00,  465.00 - o -] 32
ANDUJO.BRIANNA| V00004683579 3/23/2003 3/23/2003UNP-H 'HMO 'O ED = 15408  119.50 34.58 | - - - 33
RODRIGUEZ, PABLO V00006765309 3/28/2005  4/2/2005UNP-H  HMO | 'SUR  62,690.25 41,111.29 14,000.00 : 7,578.96 | 757896 - . 3536
KIZZIAH,LESTER V00006800981 4/1/2005  4/2/2005 UNP-H ~ HMO "I MED 29,980.92 26,522.20  102.72 | 3,356.00 . 3,356.00 - 37
TOMIOKAMITSUTARO V00006814198 4/1/2005 4/30/2005UNP-H  HMO O RAD  5921.86  1,184.40 j 4,737.46 4,737.46 - 38
MOSQUERA,JAIME V00006832026 4/7/2005  4/7/2005UNP-H ~ HMO O POH 13,006.37 11,016.37  1,990.00 ! - - - 39
ELLIOT,PETER V00006838510 4/8/2005 4/13/2005UNP-H ~ HMO | 'MED  29,683.62 25,105.21 98.41 ' 4,480.00 4,480.00 - 40
ELLIOT,PETER V00006852339 4/13/2005  5/1/2005UNP-H ~ HMO | SNF 38,501.82  31,931.82 : 6,570.00 6,570.00 - 42
MOJARRO,FRANCISCO V00006826812 4/13/2005 4/13/2005UNP-H  HMO O 'OR 8,652.09  6,652.09 10.00 1,990.00 1,990.00 _ 43
HALLIBERTON,BEATRICE V00003680022 4/25/2002 4/25/2002UNP-H  HMO O ED 1,649.67 354.93  1,294.74 - - - 46
MOSQUERA,JAIME V00006891121 4/28/2005 4/28/2005UNP-H  HMO O OR 10,283.73  8,283.73 10.00 1,990.00 1,990.00 - 48
GOMEZ ELIZABETH V00006898746 4/29/2005 _4/30/2005 UHPMC-M _MCL | OBS 2697.49  1,827.49 870.00 - - - 49
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UHP Proof of Claim

Detailed List of Claims

Patient Name :Acct Number  ‘Adm/Ser Date \Dis Date “E’n'm Ins ’Ins Grp |PT [Ser/Loc | Total Chg | Total Adj . Total Pmt , Total Ref . AcctBal | Balance per | Difference ! UHP POC _
7 S e l | ! | per GSH UHP POC B T Reference #
MATSUISHI,MICHIYE  'V00006923221 5/8/2005. 5/10/2005fUNP -H  IHMO ;1 'MED | 10877.93, 897072 11521 | 1.792.00 1,792.00 - 53
LEE ROSS,PHILIENESE 'V00006931109!  5/10/2005 5/17/2005UHPMC-M [MCL || |MED , 21,947. 804 14,2565, | . _T1.722.15 7,722.15 - 54
ELLIOT PETER V00006934780 5/11/2005 5/20/2005UNP-H  |HMO ' SNF ' 16337.18' 1305218, : . 3,285.00 3,285.00 - 55
GRAY,GIRTHA T 'V00004843371;  5/13/2003 5M13/2003UNP-H  [HMO 'O 'CAR | 17280  14332] 29.48 | | - - - { 57
MIRANDA KATHY Y voooogt_;ggggw _ 5/17/2003 5/17/2003 UNP-H ‘HMOV 10 ED 15926  12437| _ 34.89 E | - I 59
GOMEZ ELIZABETH V00006957997 519/2005 5/23/2005UHPMC-M 'MCL ~ 11 '0OBS 14957491 11,403.79, : 3,553.70 385370 T - ] 60
AUBBARD,JOHN O V00006966287 5/23/2005 5/26/2005UNP-H  'HMO | IMED  944872! 671472 P46 00 2,688.00 2,688.00 - 1 62
MATSUISHIMICHIYE ~ [V00006967020)  5/23/2005 5/39@095 UNP-H  [HMO |1 MED 27,861 44 21474231 11521 o 6272.00]  6272.00] - 63
RUIZ, FLORENCE ALEXAF V00006944201 | 5/24/2005  5/26/2005UNP-H = 'HMO | 0BS 8,154.97' 6,189.98 o S 1,964.99 | 196499 T LT a4
SMITH,HILDRED LLOYD V00006971287  5/25/2005 5/31/2005'UNP-H  |HMO i 'MED 34,235.01 28,378.44 96.57 ; 5,760.00 5.76000] - 65
RODRIGUEZ,PABLO V000059089831  6/14/2004, 6/18/2004UNP-H  1HMO "I 'SUR 52,148.921 40,948 92_1 711,200.00 ! ' R - 66
ROMERO,MAYRA 'V00006074009 | 7/27/2004 7/27/2004 UHPMC-M 'MCL ' O "OPS 5457.20' 3,457.20° 2,00000° - - - - 72
ANGULO,MARIA :V00005156195 8/22/2003, 8/22/2003 MCR 'HMO |0 'SUR 6318.86, 3,360.35' 2,10545 844.06 84406 - 76
WHITE, NEOMIA V00006193072 8/27/2004  9/8/2004 UNP-H  'HMO | 'MED 46,387.23' 2892963 17,457.60 B - - 77
CACERES,LIDIA M V00004081493 9/5/2002  9/8/2002UNP-H  HMO | OBS 12,727.79 10,177.79  2,550.00 - - - 79
JANG WON V00006181721 9/6/2004  9/8/2004 UNP-H 'HMO | OBS 991048  7,834.27 2,076.21 2,076.21 - 80
HWANG KYLIE SUNG-KY! V00006227102 9/8/2004 9/10/2004 UNP-H ~ HMO | NBN 2,786.00  2,786.00 - - - 82
ESCOBAR,BABY BOY V00004113627,  9/15/2002 9/22/2002UNP-H  'HMO | NBN 28,762.39 20,850.39  7,912.00 - - - 84
JORDAN,VERA J V00006263271 9/21/2004 9/27/2004 UNP-H  'HMO | MED 65,295.91 47,285.91 18,010.00° R o - 85
SEQUEIRA,DIANA 'V00005289186 | 10/5/2003  10/5/2003 UHPMC-M :MCL O 'ED__ 103.68 | 574 97.94° - - - 87
MENDOZA-LOPEZ, ELVIA V00006308209 | 10/6/2004 10/8/2004 UNP-H ~ 'HMO | OBS 12,766.98  9,830.21  2,800.00 ‘ 36.77" 136.77 0.00 89
GAUSLINANTHONY E V00006348122 10/20/2004 10/23/2004UNP-H ~ HMO || 'MED 60,090.80  57,295.10  11,795.70° R - oo 90
GUTIERREZ,RAYMUNDO V00006343529 10/21/2004 10/22/2004UNP-H HMO 1 'MED  45100.94 34,779.94  10,321.00 - - - 91
VALDEZ PETE V00006356810 10/25/2004 10/29/2004 UNP-H  'HMO i1 'MED ' 41714.19 30,216.69  11,497.50 - - - 92
PARK,CHRIS Y V00006377626 10/29/2004 10/31/2004 UNP-H ~ 'HMO | 'NBN 2,908.001 290801 = = - - - 93
SHIN,MICHELLE V00006372031 10/29/2004 10/31/2004 UNP-H ~ 'HMO 1 .0BS 9,417.01 7,443.01  1,974.00 i - - - 94
PARK,MARGARET V00006371959 11/3/2004. 11/4/2004UNP-H .HMO O MED 15,404.50° 13,764.50° 1,640.00 T T - - " 95,96
PEDRAZA,LUCIA V00004174751~ 11/4/2002 11/7/2002UNP-H  HMO ‘I "OBS 11,010.41 ~ 853041 248000 = - - - 97
ALCAUTER,LUCY J V00004274296 . 11/5/2002° 11/7/2002UNP-H ~ HMO | 'NBN 161020 161020 : - - - 99
TAMURA KIMIYE V00006401616 11/8/2004 11/11/2004 UNP-H ~ HMO | MED 15,901.54  11,813.54  4,088.00 - . - 100
KIM,DANIEL MINSOO V00006406391 11/9/2004, 11/11/2004 UNP-H ~ HMO .t NBN 2,710.98 2,710.98 o - - - 101
ROSS,ELLEN V00006420152 11/15/2004 11/15/2004 UNP-H ~ HMO O ED 689.26 6377 79 51.47 - - - 102
_- _ . U .
Total per UHP Proof of Claim 264,288.91  134,165.46 _ 130,123.45
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UHP Healthcare

Medical Claim Dispute Explanation Form

INSTRUCTIONS

o Please complete the below form. All fields with an asterisk ( * ) are required.
o Be specific when completing the DESCRIPTION OF THE DISPUTE.
e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim

Summary.

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental

Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of

your Proof of Claim.

Internal Use Only-UHP

id :
;:Z:lerg;n:a r:"/m Hwﬁla/

Pl@(id .r_ T@IDS,Z écgz#:

Group Name:

"B 3287

") os Anaeles

State: a /q

* TYPE OF PRODUZT
*TYPE OF SERVICE

[J Comm

Wedi-Cal

n Medicare
[OMD [] Mental Health NHospita] [ Asc
] Home Health  [] Ambulance
* CLAIM IN'FORMAT]ONX Single (] Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:____

[ Other

Zip Codeqoo7¢_3289

[ HF
[JSNF- [JDME [JRehab’

ﬁ;-ﬁznu 73

* 1

* UHP Member ID Number:

A002 |11

(9

Patient Account Number:

Claim ID Number;

3100360628

Sk Sl

Original Claim Ampupt Billed:
357 .63

Balance Due: I _78' ‘%

Description of Dispute: (In Detail)

Conteact Rete of 807 of charges.
[)anmu&" )’VLS /oeeb\ {Zc.zi‘\/ect X

No

[ ] CHECK HERE IF ADDITIONAL INFORMATION IS ATTACHED

382178v]



UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
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*CLAIM INFORMATIONX Single [J Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:_

o

* UHP Member ID, Number: Patient Account Number: Claim ID Number:
Tloly To2 ol 240560307

+

i N a1 W A MY 2K

Description of Dispute: (In Detail)
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP

PCP ID# Grp#

L

g::ijer- %r:n::;l o tla . / ./‘,'ﬁ_ plﬂ / Prqgi_e.r_ %mﬁ;gcgz# Group Name:
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Ele 53287

%) os Ahae/ééc e CA 2 ooz - 3289

* TYPE OF PRODUZT O Medi-Cal R Medicare O HF
*TYPE OF SERVICE OMD [ Mental Health HHospital [Oasc [OsSNF [ODME [JRehab

[0 Home Health [J Ambulance  [] Other : :
* CLAIM INFORMATION M Single (] Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:__ ﬂ-@r(ﬁ ¢

s

* UHP Memzbﬂ ?‘Iumber: Patient Account Number:

3160 O BH5800/0

* frfze.;’yggg;)jt? /2, /Zop { On'gingyiDm é\zfl(%nérilled: Balancg)jezz o _70
Description of Dispute: (In Detail) Szc our Calc\)/@;ﬁ‘j aW\o\)\_QL &((/e,’ L,Q,/QL()
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.
 Be specific when completing the DESCRIPTION OF THE DISPUTE.
-1 o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary. )
e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
PCP ID# Grp# -

g:;:j? %Zr::;z - )[a ’ / J‘,'ﬁ_ .‘?‘4 / Prqid _r_ %Isgzgcgs&# Group Name:

rpvider Address: O

Cg‘f | JBZ 8 ’) State: a A ’ Zip Code; [/ ?
05 /qme/eéc Hf07 3323

* TYPE OF PRODUZT O Medi-Cal ﬁMedicare O
*TYPE OF SERVICE OMD [ Mental Health Nﬂospital OJaAsc [OsSNF- O DME [JRehab

] Home Health [J Ambulance [ Other : F e
* CLAIM INFORMATION x Single [] Multiple "LIKE" Claims (attach listing of Claim 1D #'s) Number of claims:_ #4-7
* UHP Member ID Number; ) Patient Account Number: Claim ID Number:
“ooois5693 05240560292

;Seilzzﬁé)fz;b é)ai- 55: /])5 /200 7 Oﬁglzilgl.%ir?g%o?lmlled: ) Balage L?%897 2
eschiption of Dispute: 5e,e, ‘("ﬁ,iCV/ﬁ;ﬁi(o"i DF @WDUK+ C{UQ', Aﬂ./&b‘)

-

[CONTRACT ADJUSTHENTS

CONTRACT ADJUST/UNITED
HEALTH PLAN
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7.875.00
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L] | $39.00 :

=

TOTAL = $ 8,498.72
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

Please complete the below form. All fields with an asterisk ( * ) are required.

Be specific when completing the DESCRIPTION OF THE DISPUTE.

Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary.

Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of

your Proof of Claim.

Internal Use Only-UHP
PCP ID# G

g

id : »
g;;:lerg;nr‘:a n'rlam /‘/w;fa/

Group Name:

anid .r. %IDS’Z gcgz#:
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E

g Addresss 2 9 89
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* TYPE OF PRODUZT
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[J Home Health [] Ambulance
* CLAIM INFORMATION MSingle [ Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:__

Comm

State: a/q Zip COdquO7[/" 323?

[IMedi-Cal K Medicare  JHF
Hospital [JASC [SNF- [JDME [JRehab’

O other ﬂ( ﬁrth.c.l

50

[ Mental Health

00,4468

Claim

20 bo5t0293

Patient Account Number:

.5?7 "[7 {gt(’);f} lo

/2005

Original Claim
306

‘.

(2]
,. %iPB02.54

Description of Dispute: (In Detai

ee (Laltv

Amount B
letion of amovnt due, he low

tadl
S/L Expected:$16.800.00

(6 X 2800.00)

IMPLANTS:
FIBREN SEALANT @ COST
= $451.00

+10%

DURAGEN @ COST +10% =
$394.90

4 MED SOFAMOR SCREWS
(7540000) @ COST +10%
§726.00

{ ] CHECI
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TOTAL XR: $24.802.54

ACCOUV\f (S5 \)V\'DQi&e.



UHP Healthcare
Medical Claim Dispute Explanation Form

'INSTRUCTIONS

e Please complete the below form. All ficlds with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

» Pleasc complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ' )

Internal Use Only-UHP
PCP ID# Grp#

RN T 77 A
P 287 —
)05 Aragles | CA G007 -3289

* TYPE OF PRODUZT = [ Comm OJ Medi-Cal wedicare OnF
*TYPE OF SERVICE OMD [ Mental Health IXHospital [Oasc [OSNF- [ODME [OJRehab

[J Home Health [ J Ambulance [ Other ' pa é e
* CLAIM INFORMAT]ONﬂSingIe [0 Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:___  f b’ /
* UHP Member 1D Nungber; ' Patient Account Number: Claim ID Number:
000 450 | 570580006

-Servi\??} zocz:;ites’ /5’ /ZO o r Oﬁgigg?Zlaia /'\r%uc Billed: Balanczl))ye\'3 7‘ 0 7

Description of Dispute: (In Betail)

Comtm c'j' ﬂd{'e o‘/C @@% fﬂ[ C Lar{je 5’4 . |
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[l
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

o Please complete the below form. All fields with an asterisk ( * ) are required.

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary.

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim” and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
PCP ID# Grp#

{};r::‘\'z)ijer‘ ;ﬂ::;l " ‘/am / ‘/t}'/-/,‘ ila / Prgid ‘r_ ?&%%cgs&# Group Name:

e 53287

* TYPE OF PRODUZT [J Medi-Cal O Medicare O HF _
*TYPE OF SERVICE OMD [ Mental Health Wnospital [Jasc [OSNF- [JDME [JRehab .
[J Home Health [J Ambulance [ Other

City::j-05 Anqejéf , State: a/q ' Zip COquDO7I/" 328?

ﬂ,ﬂrzn 2

* CLAIM INFORMATIONXSingIe [J Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:__ # 5 2

* UHP M%bf;lli %r- i Patient Account Number: . Clah@wb 5 8 00 / L/

*Service "Fr; o" Date: Original Claim Amount Billed: Balance
/L2005 5/eleoos | R 5760.6 /
Description of Dispute: (In Detail) o

CorﬂLmd' Kate o‘/C @O% o’f CLcu;je 5‘0 .'
NO W&\ memC}’ )’\45 beeb\ flCei‘Vép{ .

| 1 CHECK HERE IF ADDITIONAL INFORMATION 1S ATTACHED

382178vl



UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. Al fields with an asterisk ( * ) are required.

e Be specific when compieting the DESCRIPTION OF THE DISPUTE.

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

« Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ’

Internal Use Only-UHP
PCP ID# _Grp#

| 27 i
Previder Address:
e 3287

CiW:ZOS /4)‘146/25 State: ﬁ/} - »IZip Codeqoo74_3289

*TYPE OF PRODUZT =[] Comm [ Medi-Cal B Medicare O HF
*TYPE OF SERVICE OMD [JMental Health M Hospital  [JASC [OJSNF- [ DME [JRehab’
[0 Home Health [ Ambulance ~ [] Other ’ ﬁ évzu e
* CLAIM INFORMATIONMSing]e O Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:___ #— 5&
* UHP Member ID Number: ' Patient Account Number: Claim ID Number: -
2L91C 06020586020

-Servf,/'ig '2?0";_‘;&: 5 /[ 3 /2 003 Original Cljﬁ@A&ngilloed: Balance Due:/ 0 q' )7l 4

Description of Dispute: (In Detail)

C)on.+mch ﬂdd?/ 070 @O%‘ b"E CLm‘;je 5.0 |
No ﬁaymu@" }’VLS )geeb\ rzca‘\/epi .

Wl
.'g-' '
ant
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

o Please complete the below form. All fields with an asterisk ( * ) are required.
o Be specific when completing the DESCRIPTION OF THE DISPUTE.
| » Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. ’
o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ‘

Internal Use Only-UHP
PCP ID# G

id : ~T Provider Tay 1D§ Licenss #: Group Name:
e ol LA |

PEle 53287

City::.z“)5 ',4,'14@/25 | State: aA - Zip Codeqpo7“/l_3289

*TYPE OF PRODUZT = [J Comm [ Medi-Cal ﬁmedicm O HF _
*TYPE OF SERVICE {OMD [ Mental Health Nﬂospital Oasc [Os~F O DME [JRehab .
" [OHomeHealth [ Ambulance  [J Other :

f J

*CLAIM INFORMAT]ONM Single (] Multiple "LIKE" Claims (attach listing of Claim ID #s5) Number of claims:__~ ¥ ‘5/ g

* UHP hﬁmrelrgglvgo B Patient Account Number: Claim 8}122:9 5g0907

Description of Dispute: (In Detail)

*Service /From/To" Date: Original Glaim Ang Billed: Balai ue:
et - 562005 | ™00t tS” " V03 To

Con{maf ﬂad'e, o; @@% 'ovf CLm;j¢ 5' )
N«o fuymu@‘/ )’\45 }Qeeb\ {ZCei‘v"ép{ X

[ 1 CHECK HERE IF ADDITIONAL INFORMATION 1S ATTACHED
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UHP Healthcare
Medical Claim Dispute Explanation Form .

INSTRUCTIONS

« Please complete the below form. All fields with an asterisk ( * ) are required..

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. : ’

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental

Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of

your Proof of Claim.
Internal Use Only-UHP

PCP ID# Grp#

/gr:;r)i.‘clier' :r:i;l .r,' !am / ‘/t;',{ Ja / Prqid .r. 'l}zll)ﬁ;%cgz# Group Name:
Bl 53287

“%)os Anaeles |*CA | i COd%OW./'gZBC}

*TYPE OF PRODUZT ' ] Comm TTMedi-Cal  JX Medicare  LIHF

*TYPE OF SERVICE OMD [ Mental Health Hnospixal Oasc Os~F O DME [JRehab’

[J Home Health [ Ambulance [ Other
* CLAIM INFORMAT]ONX Single (] Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:_

ﬂﬂc@n 2

* UHP er ID Numt/ae& 2 3 8 Patient Account Number: Claim ID Number;

op O © 75058000/

Description of DiSpute: (In Detail)
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. Al fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

1 e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. ’

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. :

Internal Use Only-UHP
PCP ID# Grp#

f;r:;f)ijer‘ ;n::a " !a ’ / ‘/‘,'ﬁ_ i‘a / Pr@(id " 'I]ZIDS,Z%CZS&# Group Name:

Prﬁa?g Addresi:b-f..97 2 8(? ' | ' K
oy Argeles 1A [P ho7)-3281]

“TYPEOF PRODUGZT © LJComm  Medi-Cal  [JMedicare  LJHF

*TYPE OF SERVICE [OMD []Mental Health [X(Hospital [1ASC [ISNF- CODME [JRehab .
[0 Home Health [] Ambulance [ Other : /2‘.@\7\ 4
* CLAIM INFORMATION 'M Single [] Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:___ # (y‘7

;UHPMem&r%)@uEXFﬁ- 3 B Patient Account Number: Claimé:l;%u’m‘bgeco 3 60/ 3 7

*Service "Frop/To" ate: Original Claim Amounj Billed: Balance Due:
ET8 [oo02 /282002 | " BEZTL 5670.13

Description of Dispute: (In Detail)

Conbract Rate of BO% of charges.
No f&\ M¢K§7‘/ }’\&5 )geeb\ (ann‘v’ec& .

{ 1 CHECK HERE IF ADDITIONAL INFORMATION 1S ATTACHED
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS .

o Please complete the below form. All fields with an asterisk ( * ) are required.

 Be specific when completing the DESCRIPTION OF THE DISPUTE.

e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary.

e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
Grp#

£

id : Proyider Tax ID i #: G N :
[roviteame. o Misgital | "GBL [ 5L BEE roup Tame
Prpvider Address: S .
Fle 53287
City:: i State: i ;
ity Z\OS Ahqg/e% tate a/q ‘ Zip Code, 0074'323?

* TYPE OF PRODUZT Comm O Medi-Cal medicare OBF
*TYPE OF SERVICE OMD [ Mental Health E’Hospital Oasc [OsNF [ODME [JRehab

(JHome Health [ ] Ambulance  [] Other ﬂ ﬁ&u e
* CLAIM INFORMATIONMSingle [ Multiple "LIKE" Claims (attach listing of Claim ID #s) Number of claims:__ < é 8

* UHP M‘Et}er’]_%N77lZ: é Patient Account Number: Claim ID Number:

*Service "From/Jo" Date:. Original Clajm mountB’l]es? -72133:112?])[\%0?9(
b [z'zj?&d"?[ﬁ [zo0f | ™340 90" -

Description of Dispute: (In Detail)

.Q«/.erpa)/mccf 9)0 Jfl?, 48!35’ Waes a‘redcg/
(épah&cj . : ‘

05,2305 [PFS.LODBE |C-263 REFUND APPROVED. DOC ATT'D
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JREC CALL FROM SHARON @ ORPS
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CALL BACK NXT WK FOR CHK#
05,26,05 |PFS.MIRDA |RUNP-H 1 [UNITED HEALTH PLAN REF 19431.08
05,26,05 |PFS.CASCA |C-266 REFUND PROCESSING

DATE OF REFUND: 0526705
CHECK NUMBER @ 125501
AMT OF REFUND : $19481.00
REFUND PYBLE : UHP HC




UHP Healthcare
Medical Claim Dispute Explanation Form .

INSTRUCTIONS

e Please complete the below form. Al fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

o Please complete 3 Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. .

e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ’ ’

Internal Use Only-UHP
PCP ID# Grp#
N ¢.i% 5’.‘3",’

T

@r::i.‘(ller' ;n:a r" {am / ‘/\}'p,' fa / Pl&id T '1/"21135,23cgs&# Group Name:
Ele 53287 | __
CIWZZOS Aﬂéé[éﬁ State: a/q . Zip COdquO7l/' 328?

* TYPE OF PRODUZT ] Medi-Cal ] Medicare O HF
*TYPE OF SERVICE OMD [ Mental Health m'ﬂospital Oasc [OsS~f O DME O Rehab

. [ Home Health [} Ambulance [0 Other : {ence
* CLAIM INFORMATIONNSingle O Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:___ ¥ @?

"SUHP Me%b&r }i%ulm\bsv " Patient Accoun(t) Numble;:] BCla:iZ ggu/:%ez/ 8 DD / ?
*Service "From/To" Date: riginal Claim Amount Bjlled: alance N
‘7IQ7QODJ' ‘7/4/2@95/ Rl St Q7. 07

“Description of Dispute: (In Detail)
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

| e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary. -

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ‘

Internal Use Only-UHP
PCP ID# _Grp#

f;rsli‘cief ma o r[a W ‘/‘}'ﬂ ;a. / Pr?«id 3 Tf&l;;z%cgs&# Group Name:

“)os Anaele

e S —
State: ﬂ/q - Zip COdquO7[/‘ 328?

* TYPE OF PRODUZT Comm [ Medi-Cal ] Medicare CJ HF

*TYPE OF SERVICE [OMD [ Mental Health E’Hospi_xal OAsc [OsNF DbME ) Rehab .
* [JHomeHealth [JAmbulance [ Other ' ﬁ_@rzncc
* CLAIM INFORMATION X Single [] Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:__ < "70

* UHP b Number: B Patient Account Number: Claim ID Number: — e
/A1G /N 17080023

Description of Dispute: (In Detail)

-Ser_\%e 'ng Zool;D ti: - / o /Z,op 5[ Oﬁénai?sjr ﬁmﬁn Billed: Balancﬁg: 9’ b L
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UHP Healthcare
Medical Claim Dispute Explanation Form .

INSTRUCTIONS

« Please complete the below form. Al fields with an asterisk ( * ) are required.

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

 Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. . .

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. ’ ‘

Internal Use Only-UHP
PCP ID# Grp#

RPN 2777 T

B 53287

% Jos Anacles, 1™ C/ oo -3267

* TYPE OF PRODUZT ~ [J Medi-Cal [J Medicare O HF
*TYPE OF SERVICE [OMD [JMental Health  [XHospital [Jasc [DOSNF- [ DME [JRehab’
[J Home Health [J Ambulance [ Other

ﬂ?z*peﬂu ¢t

* CLAIM INFORMATIONXSingIe O Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:___ 1}‘7 3

* UHP Member Wﬂ\; ) Patient Account Number: Claim ID Number;
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'SeWiQEi'yfignégapt:y/ — /27 /200 171 Original C agn 2Ar‘no 01 Billed: Balance Dx% L/ /' q 7

Description of Dispute: (In Detail)
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. Al fields with an asterisk ( * ) are required.

« Be specific when completing the DESCRIPTION OF THE DISPUTE.

| o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. .

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. '

Internal Use Only-UHP
PCP ID# Grp#

(};r:;i‘cller. ;n:a - ‘/an / ~/"'ﬂ_ fa / Pr@(id I_ %%%czs&# Group Name:

e 53287

City::j\05 /4)’146[25 State: alq — Zip COdquO74'32 8?

“TYPE OF PRODUJT ' [J Comm X Medi-Cal [T Medicare I HF

*TYPE OF SERVICE [OMD []Mental Health [X(Hospital [1ASC [ISNF- [JDME [JRehab .
- [JHomeHealth [J Ambulance  [] Other : 02 —QY‘a weed
* CLAIM INFORMATIOT\MSingIe O Multiple "LIKE" Claims (attach listing of Claim ID #s) Number of claims:__ -+ .7 8

* UHP Mem}ﬁ?ﬂ?ﬁ? " Patient Accoun(t) ]\.lumbc; A | :l:ir:D I%}‘lgj\;ger}—/ §0 o/ {
*Service "Er " Date; riginal Claim Amount Billed: alance Due:
5Tl oond - 9/4/200d |10 23 565,79
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

o Please complete the below form. All fields with an asterisk ( * ) are required.
e Be specific when completing the DESCRIPTION OF THE DISPUTE.
. glease complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
ummary.
e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. :

Internal Use Only-UHP
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=
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ﬂ feacd
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UHP Healthcare _
Medical Claim Dispute Explanation Form .

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary. :

e Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. :
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* CLAIM INFORMAT]ON% Single (] Multiple "LIKE" Claims (attach listing of C}aim 1D #'s) Number of claims:___ ;(kq g
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

« Please complete the below form. Al fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE. .

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

e Atach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim. :

Internal Use Only-UHP
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Vi
~TYPEOF PRODUZT © LiComm  [X(Medi-Cal L] Medicare OuF .
*TYPE OF SERVICE OMD [J Mental Health NHospital [JAsc [SNF- [ODME O Rehab
- [JHomeHealth [JAmbulance [ Other o ﬂ;{ar&u ce
*CLAIM INFORMATIONX@ingle 0 Multiple "LIKE" Claims (attach listing of Claim ID #'s) Number of claims:__ + /01/
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o Sposdb 49 /Zo2 0480015
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Description of Dispute: (In Detail)
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS .

e Please complete the below form. All fields with an asterisk ( * ) are required.

e Be specific when completing the DESCRIPTION OF THE DISPUTE.

o Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as 'Disagree’ on the Medical Claim
Summary.

o Attach all completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
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- (-4
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UHP Healthcare
Medical Claim Dispute Explanation Form

INSTRUCTIONS

e Please complete the below form. All fields with an asterisk ( * ) are required.

o Be specific when completing the DESCRIPTION OF THE DISPUTE.

e Please complete a Medical Claim Dispute Explanation Form(s) for all medical claims you marked as ‘Disagree’ on the Medical Claim
Summary.

e Attach al} completed Medical Claim Dispute Explanation Forms to your completed Proof of Claim. Please refer to the "Supplemental
Instructions For Completing Medical Claim Proof Of Claim" and the Bar Date Notice for instructions regarding the completion and filing of
your Proof of Claim.

Internal Use Only-UHP
PCP ID# Grp#

%‘;Zi.‘?er‘A%r;& rl‘ %a ’ / \/‘,'ﬂ. i‘a / Prq_gi_e—r_ %%%cgs&# Group Name:
P M5 0 85 |

City:ZOS : Anqg/éé State: a /4 ‘ ) Zip Codeqo 071/ _ 3 2 8?
* TYPE OF PRODUZT Comm CJ Medi-Cal )ZMedicare O HF R

*TYPE OF SERVICE OMD [ Mental Health E’Hospital [0AsC [JSNF- [ODME [JRehab’

" [JHomeHealth [JAmbulance [J Other : ﬂ:ﬁe Ye e
* CLAIM INFORMATIONF{Single [] Multiple "LIKE" Claims (attach listing of Claim ID #s) Number of claims:__ ¥ J©
* UHP Member 1D Number: ' Patient Account Number: Claim ID Number:

T bs 2.0 o) 26480003
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New Medical Claim Summary

Creditor Name: Good Samaritan Hospital R ! J'( o b o P [ J[ R _‘ b L _____ 1 I
Facility Name: Good Samaritan Hospital _ ! N R E _ e | VR | o] R A S S
Provider Tnx ID: 95-1656366 : ‘ | { ; } R j . o _
! i O A .
If you belleve that }rle Medu:al Claim Summary provrded to you omlts any Medlcal Claxm(s) for whlch the Debtor is liable to you (each ar"iegyle_dlcal Claim’ "), fi fill in the requested rnformatlon below forie_a’qh ygw“l\{lgi_rcilga_HE argd I L o
prepare and prbv]de suppomng ‘documentation in the standard CMS 1500 andlor UB 92 form as apphcable An electronic version of this form is avallable for download at R N I _ N 4 _r; ) _ _ :. .
WWW. bmcgroup com/uhp. Please refer to the "Supplemental lnstructlons For Complelxng Medlcal Claim Proof of Claxm R R } ; _ | I I P ~
- ; ! R L o1 N S - SO i - ce o g _
New Medicat Claims __ _ __ | R S Sl AU AR TR R IS EE SN BN DY RPN SRS
7 T
Provider Patient Gross Contractual
Reference Claim Patient Patient First Date of Service |Service] Service Charges - | Amount Paid| Allowances | Balance Due
Number Provider Name Number | Member Number | Plan Type SSN Patient Last Name Name Birth Type Level | Description | Start DOS | End DOS Provider - Provider | per Provider | per Provider Notes
| Good Samaritan Hospital | VAI80157 700000885 C 556047819 {RAMIRES,LUIS _ {LUIS 11/4/1939 | Inpatient | MED MED 12/14/2004] 1/21/2005{ 486,331.05 | 175,995.97 | 218,176.51 92,158.57 |Underpaid
2 Good Samaritan Hospital | VAI86674 21169140 M 417404540 | BRAXTON, JIMMIE]JIMMIE 7/4/1934 ] Inpati MED MED 2/4/2005( 2/16/2005] 232,918.30 | 31,401.15| 112,487.72 89,029.43 |Underpaid
3 Good Samaritan Hospital | VA159309 700001451 C 562532216 JANSELMO. VALEN|VALENTIN 11/3/1928 1 1 MED MED 12/10/2004 12/20/2004| 154,045.73 [ 20,972.00 [ 69.,320.58 63,753.15_|Underpaid
4 Good Samaritan Hospital | VAJ49395 568916 C 545429536 |ELLIOT,PETER __ [PETER 11/23/1933 { Inp MED MED 5/1/2005] 5/11/2005{ 112,179.70 147.28 | 50,480.86 61,551.56_|Underpaid
5 Good Samaritan Hospital | VAI87439 104223 C 545183582 |GILLETT.GERTRUGERTRUDE 5/30/1915 | Inp MED MED 2/10/2005] 2/20/2005] 135654.75 | 20,962.00 | 61,089.63 53.603.12 {Underpaid
6 Good Samaritan Hospital | VAI34693 289379 C 333168740 | GAUSLIN ANTHOHANTHONY E 1/10/1922 | Inpatient | MED MED 11/16/2004] 11/22/2004] 164,130.37 | 30,871.00 | 80,142.42 53,116.95 |Underpaid
7 Good Samaritan Hospital | VAI84768 516944 C 613096602 | GUTIERREZ, RAYNRAYMUNDO 11/8/1949 | Inpatient | MED MED 1/22/2005| 1/28/2005] 111,332.62 16.462.00 50,099.68 44,770.94 |Underpaid
8 Good Samaritan Hospital | VAI23293 458448835 C 458448835 |VELASQUEZ MANMANUEL 4/16/1926 | Inpatient | MED MED 8/9/2004] 10/13/2004] 532,138.26 | 227,170.31 | 274,977.20 29.990.75 |Underpaid
9 Good Samaritan Hospital [VAK93655 562478681 M n/a| AUGUSTINE, SABH SABRINA 5/21/2004} Inpati NIC NIC 6/22/2004] 7/11/2004| 80,169.85] 24.320.00| 32,067.94 23,781.91 jUnderpaid
10 Good Samaritan Hospital | VAJ19828 166702 S 426363789 [ JOHNSON, WILLIE |WILLIE 1/1/1926 | Inp SUR SUR 3/6/2005] 3/25/2005| 139,617.39 | 5281290 | 63.,115.78 23.688.71 |Underpaid
i Good Samaritan Hospital | VAJ07260 813733 C 547259294 [HUGHES PAULINFPAULINE 5/3/1911 ] Inpatiem | MED MED 3/10/2005[ 3/23/2005) 5182703 | 11.743.75| 20,730.81 19,352.47_|Underpaid
12 Good Samaritan Hospital |[VAG82256 57297 C 525093451 JARMIJO,HIPOLITGHIPOLITO 4/5/1919 | Inpati MED MED 12/19/2003] 1/12/2004| 169,119.18 | 83,000.00 | 77,288.31 8,830.87 |Underpaid
13 Good Samaritan Hospital [VAH95370 295409 C 549564983 |ROSS,ELLEN ELLEN 7/5/1941 | Inp SUR SUR 9/15/2004] 9/21/2004| 5146548 43.633.18 7.832.30 {Unpaid
14 Good Samaritan Hospital |VAK93666 407383754 C 407383754 |RACE WILLIAM __ [WILLIAM 4/19/19317 1 MED MED 3/28/2003|  4/3/2003| 142,237.07 40,720.86 94,775.21 6,741.00 |Underpaid
15 Good Samaritan Hospital |VAGS1477 534514 C 571106510 [BARTON,FRANK HFRANK 6/8/1917] Inpatient | SUR SUR 1/12/2004] 1/14/2004| 32,301.85 6,012.63 | 21,492.95 4.796.37_|Underpaid
16 Good Samaritan Hospital |VAG98090 21159410 S 436402107 [PORCHE ,LEON M [LEON 10/25/1930 ] Inpatient | MED MED 1/16/2004]| 1/21/2004| 12,885.09 4.880.00 3,637.79 4.367.30 |Underpaid
17 Good Samaritan Hospital {VAK93656 69579216A M 616185600 |CIPRES.JESUS _ |JESUS 6/1/1946 | Inpati MED MED 5/10/2005] 5/11/2005] 22,814.91 18,728.21 4,085.70 |Unpaid
18 Good Samaritan Hospital [VAG53501 434166564 C 434166564 |ELIE,T.J. T.J. 4/1/1917| Inpatient | MED MED 1/23/2004{ 1/27/2004] 13,607.09 9.639.09 3,968.00 |Unpaid
19 Good Samaritan Hospital [VAG98017 21104876 C 550839029 |LUK,ELIZABETH |ELIZABETH 4/20/1960 | Inpati SUR SUR 4/9/2004| 4/10/2004] 27,781.93 3,763.00 21,377.93 2,641.00 {Underpaid
20 Good Samaritan Hospital | VAJ40812 300250753 C 617435731 |KANYINDA BEATHBEATRICE 3/25/1978 | Inpatient | OBS [o]:1] 5/19/2005| 5/21/2005 8,673.90 - 6,699.90 1,974.00 {Unpaid
21 Good Samaritan Hospital |[VAG27009 120472 C 368200594 |CUCUIAT,ANDREYANDREW 11/24/1922 | inpatient | MED MED 3/22/2003| 3/26/2003]| 44,749.56 8,509.80 34,338.56 1,901.20 |Underpaid
22 Good Samaritan Hospital [VAH26055 554266247 C 554266247 | SAKAI MASAYOSHMASAYOSHI 6/13/1919| Inpati SUR SUR 4/12/2004]  5/1/2004| 85674.94 | 5140490 | 32474.94 1.795.10_|Underpaid
23 Good Samaritan Hospital {VAK93658 626585719 [o} 626585719 |FUENTES MARIA [MARIA 3/10/1951 | Inpatient | SUR SUR 2/4/2004| 2/6/2004] 10,321.08 - 8,581.08 1,740.00 |Unpaid
24 Good Samaritan Hospital [VAH11611 547643675 C 547643675 | KURATA,YOSHIO |YOSHIO 4/3/1924] Inpatient | MED MED 3/24/2004| 3/26/2004) 52,543.92 822520 | 42,697.72 1,621.00 |Underpaid
25 Good Samaritan Hospital [VAK93662 469241 C 439168867 JFREEMAN,ALVIN |ALVIN 12/9/19191 Inpati SUR SUR 2/17/2003]  3/4/2003| 94,866.86 49,277.41 44,066.86 1,522.59 |Underpaid
26 Good Samaritan Hospital [VAG27013 77262 C 561415405 | DELGADO,SUSANSUSAN 10/21/1953 | Inpatient | MED MED 6/13/2002| 6/15/2002| 32.023.43 7.186.00 | 23,557.43 1.280.00 {Underpaid
27 Good Samaritan Hospital [VAK93665 613181399 M 613181399 |[PENA,PAULA PAULA 7/24/1929 | Inpati MED MED 12/20/2002 12/24/2002] 25,792.07 5,862.23 18,659.57 1,270.27 |Underpaid
28 Good Samaritan Hospital [VAK93669 443784 C 563992090 [ YANG,SUNG MO _|SUNG MO 11/18/1942 | Inpatient | MED MED 9/20/2002] 9/24/2002| 22.729.19 4,408.00 17,219.19 1,102.00_|Underpaid
29 Good Samaritan Hospital {VAK93661 862883 C 619869252 {CALLES ANABELUANABELL 11/14/1966 | Inpatient | OBS 0oBS 1/5/2002] 1/11/2002| 13,022.67 4,300.80 7,646.67 1.075.20 {Underpaid
30 Good Samaritan Hospital [VAK93668 613149766 C 613149766 [ VASQUEZ NORMANORMA 1/8/1966 | Inpatient | OBS 0OBS 6/22/2002| 6/23/2002 8,141.29 - 7,245.29 896.00 |Unpaid
31 Good Samaritan Hospital [VAK93657 300219246 M 326809034 [FLORES ALMA D |ALMA 12/30/1970 | Inpatient | MED MED 1/30/2005]| 1/30/2005 5,268.84 - 4,398.84 870.00 |Unpaid
32 Good Samaritan Hospital [VAH88411 163642 C 565816851 [LEE, MYONG MYONG 5/21/1960{ Inpatient | MED MED 8/10/2004]| 8/18/2004| 56,664.90 21,560.00 34,264.90 840.00 |Underpaid
33 Good Samaritan Hospital [VAG73917 392944 C 607286037 |SANTOS . NIMFA__[NIMFA 6/27/1969 | Inpati [o]:5] 0BS 2/25/2004| 2/29/2004] 12,878.85 2,587.20 9,644.85 646.80 |Underpaid
34 Good Samaritan Hospital {VAH50474 623821744 C 623821744 |]THONG TEKHOANTEKHOANG 5/28/1974| Inpatient | OBS o8BS 7/14/2004]  7/6/2004 8,471.74 1,404.00 6,497.74 570.00 |Underpaid
35 Good Samaritan Hospital | VAI28113 700014539 C 572580099 | TERASHITA, YUKIH YUKIKO 10/16/1914 | Inpati MED MED 712512003 7/29/2003] 15.827.98 4,515.00 10,843.98 469.00 |Underpaid
36 Good Samaritan Hospital [VAK93654 698143-BB2 M n/a] ANTHONY, SAMUHSAMUEL JOHN | 6/30/2004 { Inp NIC NIC 6/30/2004]  7/1/2004| 25.839.78 1,150.00 | 2422779 462.00_|Underpaid
37 Good Samaritan Hospital [VAK93660 571081 M 451528873 {REYES.ANITA ANITA 12/29/1933 | [npatiemt | MED MED 6/25/2004] 6/29/2004| 34,013.97 5,616.00 27,938.97 459.00 |Underpaid
38 Good Samaritan Hospital | VAF91950 700014497 C 547476285 |KOYAMA,TERUO |TERUO 1/31/1941] Inpatiemt | MED MED 10/11/2003] 10/17/2003}  28,648.20 5,376.00 | 22,866.05 406.15 |Underpaid
39 Good Samaritan Hospital | VAI05923 7616 C 552775702 |MOK.EUN KYUNG EUN KYUNG 7/9/1964 | Inpatient | OBS 0BS 9/29/2004] 10/1/2004 9.394.85 1,579.20 7.420.85 394.80 jUnderpaid
40 Good Samaritan Hospital {VAK93659 52214 M 546476783 [MADEROQ,TERESATERESA 4/23/1969] Inpatient | SUR SUR 4/2/2004]  4/6/12004| 33,526.43 3.820.00 | 29.264.91 371.52_|Underpaid
41 Good Samaritan Hospital [VAK93663 815889 C 593345176 HBRAHIM RAMADARAMADAN 6/18/1952] Inpati MED MED 12/9/2002| 12/11/2002|  41,932.91 7,359.50 34,211.91 361.50 [Underpaid
42 Good Samaritan Hospital [VAK93667 304143331 C 304143331 |ROBERTSON,FREFREDRICK 6/28/1915| Inp MED MED 7/30/2002 8/1/2002] 33,376.84 9,866.00 | 23,225.84 285.00 {Underpaid
43 Good Samaritan Hospital [VAG32944 903915 C 612064339 |LEE, SUNNY EUNYSUNNY 8/29/1971| Inp 0BS 08Ss 12/15/2003] 12/18/2003] 11,749.0¢ 2,688.00 8,809.09 252.00 {Underpaid
44 Good Samaritan Hospital |VAG92038 300128128 C 570419384 |BISCARRA,GUAD{GUADALUPE 12/12/1964 [ Inpatient | RHB RHB 3/15/2004] 3/29/2004| 47,303.52 | 12,070.01 34,999.15 234.36_|Underpaid
435 Good Samaritan Hospital |VAHS54433 334608 C 459323240 |SHIELDS,DELL DELL 7/12/1931 | Inpati MED MED 7/8/2004| 7/10/2004 8,006.44 2,698.80 5,221.44 86.20 |Underpaid
46 Good Samaritan Hospital [VAG69210 300232923 C 602121453 | TORRES,GRACIE{GRACIELA 3/8/1951 | Inpatient | MED MED 2/11/2004] 2/12/2004} 17,195.57 3,303.32 13,828.57 62.68 |Underpaid
47 Good Samaritan Hospital [VAK93664 5659095650 C 565909565 [JIMENEZ RAMONJRAMONA 7/13/1943 | lnpatient | MED MED 2/9/20031  2/9/2003 5,149.91 870.00 4,253.91 26.00 {Underpaid
48 Good Samaritan Hospital [VAH80011 700016007 C 383783833 [NISHIOKA,FRANC|FRANCIS 2/4/1939 | Outpatient | MED MED 8/12/2004| 8/13/2004 9,105.21 1,821.04 7,105.21 178.96 |Case Rate - Underpaid
49 Good Samaritan Hospital {VAH85150 700014405 C 566586891 [CLARK.YAEKO  [YAEKO 10/18/1924 | Qutpati oPs OPS 8/26/2004| 8/26/2004 6,049.43 780.11 4,049.43 1.219.89 [Case Rate - Underpaid
50 Good Samaritan Hospital [VAG13828 300214721 C 551891089 [RIOS.MARGARITAMARGARITA 5/16/1970 | Qutp OR OR 11/12/2003| 11/12/2003 5.615.20 1,445.76 3,615.20 554.24 [Case Rate - Underpaid
51 Good Samaritan Hospital |[VAH63689 334608 C 459323240 |SHIELDS,DELL DELL 7/12/1931 | Outp CAR CAR 7122/2004) 7/22/2004] 10,588.04 3.763.00 2,117.61 4.707.45_jUnderpaid
32 Good Samaritan Hospital |[VAK94751 21131921 (o} 617204196 {SORIA,JOSE JOSE 4/24/1931 | Outp CAR CAR 12/2/2002| 12/2/2002 1,100.40 559.35 220.08 320.97 jUnderpaid
53 Good Samaritan Hospital |[VAG94659 008244952A M 978077194 |ORDOOKHANIAN|CLARA 6/26/1930 | Outpatient | ED ED 3/26/2004] 3/26/2004 894.49 3.56 178.90 712.03 |Underpaid
34 Good Samaritan Hospital | VAI85813 931437 M 155466273 |ROQUE RENEE A |RENEE 9/29/1961 ) Outpatient FL FL 12/28/2004 | 12/28/2004 276.48 22.85 55.30 198.33 |Underpaid
33 Good Samaritan Hospital | VAJI3331 862-128 M 563198290 |GORDON,LYDIA |LYDIA 9/16/1939 | Outpatient | LIT LIT 3/30/2005| 3/30/2005 282.91 13.51 58.58 220.82 {Underpaid
50 Good Samaritan Hospital [VAG47176 557191403 C 337191405 |OLMOS-TALAMO.|JUANITA 10/16/1963 | Outpatient | OBS [o]:} 5/6/2003|  5/7/2003 1.696.67 14.42 339.33 1.342.92 [Underpaid
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New Medical Claim Summary

Creditor Name: Good Samaritan Hospital B j ] t o 'l B 0 oL . Lo D R D ]
Facitity Name: Good Samaritag Hospital_ | S S D A P S S A S S RSN IR SR S
Provider Tax ID: 95-1656366 ; [ ; J | - | _ 1 . I
' ) b b L TS T A S U N SIS S N i T
If you believe that the Medical Claim Summary provided to you omits any Medical Claim(s) for which the Debtor is liable to you (each, a "New Medical Claim™), fill in the requested information below for each New Medical Claim and _ 1 N
prepare and provide supporting documentation in the standard CMS 1500 and/or UB 92 form, as applicable . An electronic version of this form is available for download at __ 1 o . _ |\
www.bmegroup.comiuhp.  Please refer to the "Supplemental Instructions For Completing Medical Claim Proof of Claim”. oL B I : 1 I L o e
. : I —_ : — - __‘_ — }- - - .- S N - S WU UUUNPURUIY RO | [ O A ]
New Medieal Claims__ "~ . 7 R IR RIS ENUUU SRS ARSI EUNU SRS DU RN N SN R L _
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57 Good Samaritan Hospital | VAJ42382 563654812 M 563654812 |ANDERS, NAKEYAINAKEYA 4/1/1981 | Outpati 0BS 0BS 5112/2005] 5/12/2005 433.92 63.95 86.78 283.19 |Underpaid

58 Good Samaritan Hospital { VAJ33396 865916 C 555349765 | CRENSHAW, ALBHALBERTA 11/12/1912 | Outpatient | MED MED 4/26/2002| 4/27/2002| 11,878.48 2,000.00 2,391.09 7.487.39 |Payment Retracted

59 Good Samaritan Hospital | VAI70797 700004559 C 548887917 | TOMIOKA MITSUTIMITSUTARO 3/23/1918 | Outpatient | MED MED 17712005 1/8/2005 8,631.78 6,631.78 2,000.00 |Case Rate - Unpaid

60 Good Samaritan Hospital JVAK94752 21100791 C 555759188 |KIM,JAE B JAE B 2/10/1939 | Outpatient | MED MED 11/29/2001] 11/30/2001 6,960.26 4,960.26 2,000.00 |Case Rate - Unpaid

61 Good Samaritan Hospital | VAI90320 300186103 M 557452888 |CLARK,LASHANN |LASHANN 1/24/1971 | Outpati OPS OPS 2/25/2005| 2/25/2005| 6,764.19 - 4,764.19 2,000.00 |Case Rate - Unpaid

62 Good Samaritan Hospital [VAK94753 919142754 C 919142754 [LOPEZ MARIBEL |MARIBEL 7/3/1971 { Qutpatient | SUR SUR 10/7/2002] 10/7/2002f 9,108.44 - 7,108.44 2,000.00 {Case Rate - Unpaid

63 Good Samaritan Hospital |[VAG64942 700003181 C 545961151 |[RUIZ RAMON RAMON 8/2/1930{ Outpatient | MED MED 2/9/2004] 2/10/2004]  9,530.25 1,906.05 7,624.20 [Unpaid

64 Good Samaritan Hospital {VAK56060 292184780 C 292184780 |IBOS,DOROTHY |DOROTHY 12/13/1924 | Outpatient | SUR SUR 11/12/2003| 11/12/2003]  4,094.50 - 818.90 3,275.60 [Unpaid

65 Good Samaritan Hospital [VAK94754 700005915 C 554699848 IMANNES, JEANNH JEANNE 9/10/1924 | OQutpatient | CT CT 10/21/2002] 10/21/2002 3.086.20 617.24 2,468.96 {Unpaid

66 Good Samaritan Hospital [VAK61202 700001951 C 418325201 | BROWN.FREDDIHFREDDIE 7/19/1931 | Outpatient { CAR CAR 5/16/2005| 5/16/2005 186.62 37.32 149.30 |Unpaid

67 Good Samaritan Hospital |VAG09954 967842 C 466606549 | YOAKUM,BEULAHBEULAH 4/11/1932 | Outpatient | CAR CAR 6/13/2003| 6/13/2003 172.80 - 34.56 138.24 |Unpaid

68 Good Samaritan Hospita) |[VAK94733 835661 C 436341792 |MANNING WESLEWESLEY 6/16/1928 | Outpatient | CAR CAR 7/9/2003|  7/9/2003 172.80 - 34.56 138.24 |Unpaid

69 Good Samaritan Hospital [VAG61504 555810414 C 555810414 |BAQUIRAN,LORE{LORENZO 5/4/1920 | Qutpatient | CAR CAR 8/26/2003] 8/26/2003 172.80 - 34.56 138.24 |Unpaid

70 Good Samaritan Hospital [VAK94719 557469135 M 557469135 |ARIAS,MARTIN _ [MARTIN 3/26/1937 | Outpatient [ DIS DIS 4/28/2003[ 4/28/2003 241.92 - 48.38 193.54_[Unpaid

71 Good Samaritan Hospital [VAK94728 | 96247005C35053 M 567690181 |TELLERY WESLEYWESLEY 4/23/1980 | Qutpatient | ED ED 2/10/2005| 2/10/2005 4,899.27 979.85 3,919.42 |Unpaid

72 Good Samaritan Hospital | VAI60884 206608 S 525462249 | JINSO.MARGAREIMARGARET 6/10/1927 | Outpati ED ED 1/9/2005]  1/9/2005]  4,868.80 - 973.76 3,895.04 |Unpaid

73 Good Samaritan Hospital | VAI45788 300207652 C 570652369 [LOYOLA LILLIAN |LILLIAN 10/15/1974 | Outpatient | ED ED 12/13/2004| 12/13/2004 4,099.88 - 819.98 3,279.90 |Unpaid

74 Good Samaritan Hospital |VAK94726 5629957629 M 562995762 | SALAZAR MARIA (MARIA 5/18/1951 | OQutpati ED ED 9/24/2004] 9/24/2004 3,919.01 783.81 3,135.20 |Unpaid

75 Good Samaritan Hospital | VAI38913 615291107 C 615291107 JGARCIA DIAZ AIDJAIDEE 10/13/1985 | Outpatient | ED ED 12/1/2004]| 12/1/2004 3.673.66 734.73 2,938.93 |Unpaid

76 Good Samaritan Hospital | VAJ33285 434013506 C 434013506 [CARSTON,JOSEP|JOSEPH JR 11/5/1916 | Outpati ED ED 4/22/2005| 4/22/2005]  2,738.20 547.64 2,190.56 |Unpaid

77 Good Samaritan Hospital [VAK94730 573957259 M 573957259 |WHITE KALINDA |KALINDA 12/11/1983 | Outpatient | ED ED 3/20/2005| 3/21/2005] 2.638.77 527.75 2,111.02_{Unpaid

78 Good Samaritan Hospital | VAI80106 567690181 C 567690181 |[TELLERY WESLEYWESLEY 4/23/1980 | Qutpatient ED ED 3/21/2005| 3/21/2005 2,376.40 475.28 1,901.12 [Unpaid

79 Good Samaritan Hospital |[VAK94727 5577709062 M 577770906 | SPEIGHTS,QUANIQUANISHA 8/31/1983 | Outpatient | ED ED 4/19/2003] 4/19/2003 1,979.75 395.95 1,583.80 {Unpaid

80 Good Samaritan Hospital [VAG79883 700003396 C 421104754 |HUBBARD,JOHN ¢JOHN 12/5/1916 | OQutpati ED ED 7/28/2003| 7/28/2003 1,948.89 389.78 1,559.11 |Unpaid

81 Good Samaritan Hospital [VAG27033 6131454693 C 613145469 | GONZALEZ RUFINRUFINO 9/9/1962 | Outpatient | ED ED 7/2/2003]  7/2/2003 1,743.40 349.88 1,399.52 |Unpaid -

82 Good Samaritan Hospital [VAG47330 889915 C 569791661 |YLHELENA HEER{HELENA 6/27/1966 | OQutpatient| ED ED 8/1/2003]  8/1/2003 1,692.35 - 338.47 1,353.88 |Unpaid

83 Good Samaritan Hospital |VAG27029 94538796A C 624165542 | GARCIA,RICARD(RICARDO 10/16/1988 | Outpati E ED 6/7/2003 6/7/2003 1,644.93 328.99 1.315.94 |Unpaid

84 Good Samaritan Hospital {VAK94722 95214119C0 M n/a|CRUZ.DEYSY DEYSY 2/5/1992{ Qutpatient| ED ED 7/2612004| 7/26/2004 1,404.00 - 280.80 1,123.20 {Unpaid

85 Good Samaritan Hospital | VAJ42394 568529664 [of 568529364 |MATSUISHI,MICHIMICHIYE 6/13/1916 | O i ED ED 5/18/2005| 5/18/2005 1,297.02 - 258.40 1.037.62 [Unpaid

86 Good Samaritan Hospital [VAK94732 837400 C 570514013 JCHAPARROQ,.SER(SERGIO 3/6/1964 | Outpatient | ED ED 7/20/2003| 7/20/2003 1,078.22 - 21564 862.58 {Unpaid

87 Good Samaritan Hospital |VAK94721 92764541A0 M 570198936 |CERVANTES ENE|ENEDINA 2/9/1963 | Outpatient | ED ED 8/28/2004{ 8/28/2004 886.61 - 177.32 709.29 jUnpaid

838 Good Samaritan Hospital [VAK94729 566377338 M 566377338 [WESLEY .NANETT|NANETTE 6/10/1972 | Outpatient | ED ED 7/29/2004| 7/29/2004 854.95 170.99 683.96 |Unpaid

89 Good Samaritan Hospital |[VAK94736 300125012 C 607865869 |ROMERQ,JOVANYJOVANY 11/17/1995 | Outpatient | ED ED 11/29/2002| 11/29/2002 768.37 - 153.67 614.70 |Unpaid

90 Good Samaritan Hospital |[VAG79884 700003396 [9 421104754 {HUBBARD.JOHN ¢JOHN 12/5/1916 | Qutpatient ] ED ED 8/14/2003]| 8/14/2003 504.25 - 100.85 403.40 |Unpaid

91 Good Samaritan Hospital | VAI54548 546024215 C 546024215 |MILLER,ANNIE ANNIE 2/27/1955 | Qutpatient | ED ED 12/29/2004| 12/29/2004 494.16 - 98.83 395.33 |Unpaid

92 Good Samaritan Hospital [VAG47148 963885 100E7 C 563770866 |MEJIA,ROSA ROSA 7/14/1980 | Outpati ED ED 8/9/2003]  8/9/2003 347.20 - 69.44 277.76_[Unpaid

93 Good Samaritan Hospital [VAK94734 625801881 C 625801881 |MARTINEZ NANCINANCY 3/19/1995 | Outpatient | ED ED 1/15/2003] 1/15/2003 319.88 63.98 255.90 [Unpaid

94 Good Samaritan Hospital |VAK94724 96301620E3 M 612392248 [GAYTON,RACHAHRACHAEL 4/11/2003 | O i ED ED 12/20/2003] 12/20/2003 309.77 61.85 247.82 {Unpaid

95 Good Samaritan Hospital | VAJ49766 574097089A C 574097089 |TARR,EUGENE  [EUGENE 3/11929 [ O ED ED 5/24/2005] 5/24/2005 255.43 51.09 204.34 |Unpaid

96 Good Samaritan Hospital | VAI61393 104950 C 622146937 [IMENDEZ ARNULFARNULFO 5/10/1964 | Outp ED ED 1/42/2005] 1/12/2005 221.88 - 44.38 177.50 |Unpaid

97 Good Samaritan Hospital | VAI5S2180 565672147 C n/a]WILSON,RYAN _ |RYAN 8/10/2001 | Qutpatient | ED ED 12/24/2004 | 12/24/12004 221.88 44.38 177.50 |Unpaid

98 Good Samaritan Hospital | VAJ10992 568916 C 545429536 |ELLIOT,PETER _ [PETER 11/23/1933 | Qutpatient | ED ED 3/29/2005| 3/29/2005 221.88 44.38 177.50 |Unpaid

99 Good Samaritan Hospital [VAK94723 344642315 M 344642315 |DIAZ, BIANCA BIANCA 1/9/1973 | Outpatient | ED ED 1/25/2004| 1/25/2004 194.05 38.81 155.24 {Unpaid

100 Good Samaritan Hospital |[VAK94720 570778406 M 570778406 |BARAHONA,LIZENLIZENIA 1/22/1975 | Outpati ED ED 12/13/2003 12/13/2003 187.55 37.51 150.04 |Unpaid

101 Good Samaritan Hospital |[VAK94731 6214406517 M 621440651 JYLUN A UN A 1/11/1974 | Qutpatient | ED ED 2/16/2004| 2/16/2004 184.90 36.98 147.92 |Unpaid

102 Good Samaritan Hospital |VAG06847 607865869 C 607865869 | ROMERO,JOVANYJOVANY 11/17/1995 | Qutpati ED ED 5/27/2003| 5/27r2003 171.94 - 34.39 137.55 Unpaid

103 Good Samaritan Hospital | VAJ48576 574097089A C 574097089 |TARR,EUGENE  [EUGENE 3/7/1929 | Outpatient| ED ED 5/23/2005]| 5/23/2005 124.42 24.88 99.54 |Unpaid

104 Good Samaritan Hospital [VAK94735 223936 C n/a|RAFAELANO,FRA{FRANCISCO JR | 9/26/2001 | Outpati ED ED 5/26/2002| 5/26/2002 108.00 21.60 86.40 |Unpaid

105 Good Samaritan Hospital [VAG06846 607865869 C 607865869 | ROMERO,JOVANYJOVANY 11/17/1995 { Outpatient| ED ED 4/24/2003] 4/24/2003 95.33 - 19.07 76.26 |Unpaid

106 Good Samaritan Hospital | VAF99756 21103526 C 549533357 [CHANG,SANDY _ |SANDY 11/21/1964 | Outpati ED ED 8/22/2003] 8/22/2003 86.40 - 17.28 69.12 |Unpaid

107 Good Samaritan Hospital |VAG89892 901524843 C 571882294 [WEINBERG,SHER SHERRY 4/2/1968 | Outp FL FL 3/24/2004| 3/24/2004 896.15 179.23 716.92 {Unpaid

108 Good Samaritan Hospital |VAG01339 700014577 C 550554150 [WATANABE, TOM |TOM 1/17/1930 | Outpatient Gl Gl 8/4/2003 8/412003 1,462.83 - 282.57 1,170.26 [Unpaid

109 Good Samaritan Hospital |VAG26979 300169179 C 621149191 JANDRADE,JULIA JJULIA 5/22/1952 | Qutpatient | LAB LAB 12/12/2002| 12/12/2002 401.52 - 80.30 321.22 [Unpaid

110 Good Samaritan Hospital | VAI70796 700015853 [8) 556648126 JACEVEDOQ.JESUS |JESUS 7/10/1939 | Ouipatient | LAB LAB 1/21/2005| 1/21/2005 184.32 36.86 147.46 |Unpaid

11 Good Samaritan Hospital [VAK94723 971848480 M 605598331 IMARTINEZ EDUAHEDUARDO 10/16/1963 | Quipatient | LAB LAB 1/6/2005 1/6/2005 158.80 - 31.76 127.04 |Unpaid

112 Good Samaritan Hospital [VAG69124 164642 C 607481244 |LEE.DAL YONG  |DAL YONG 6/11/1957 | Outpatient} LAB LAB 2/13/2004] 2/13/2004 141.60 28.32 113.28 |Unpaid

113 Good Samaritan Hospital [VAG44995 368594472 [of 568594472 |TERRISSE.KIERN{KIERNA 6/21/1969 } Outpatient | LAB LAB 1/6/2004 1/6/2004 138.02 27.60 110.42 JUnpaid
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114 Good Samaritan Hospital | VAJ44616 568529664 C 568529364 |MATSUISHI,MICHIMICHIYE 6/13/1916 | Outpatient | LAB LAB 5/23/2005| 5/23/2005 129.20 25.84 103.36 |Unpaid
115 Good Samaritan Hospital [VAH37003 7000005264 C 545063002 |REDMOND,ERNE{ERNEST 6/5/1956 | Outpatient{ LAB LAB 7/412003] _ 7/4/2003 118.80 - 23.76 95.04 |Unpaid
116 Good Samaritan Hospital |VAK94743 570477289 C 570477289 |PANG,YOUNG,SO YOUNG,SO0K 2/4/1945 | Qutpatient | LAB LAB 3/21/2003[ 3/21/2003 108.20 - 21.84 87.36 |Unpaid
117 Good Samaritan Hospital |[VAG06819 557697157 C 557697157 |PARK,ROY ROY 8/1/1940 | Outpati LAB LAB 4/24/2003| 4/2412003 109.20 21.84 87.36 |Unpaid
118 Good Samaritan Hospital | VAJ44023 805211324 C 567793076 |GRUBB,CARRI CARRI 4/11/1970 | Outp LAB LAB 5/18/2005} 5/18/2005 98.40 19.68 78.72 |Unpaid
119 Good Samaritan Hospital {VAH02850 p200340102396370 C 610785381 [MENDEZ,DORIS §DORIS 5/10/§973 | Outp LAB LAB 4/6/2004]  4/6/12004 87.97 17.59 70.38 JUnpaid
120 Good Samaritan Hospital [VAG35092 528567262 C 7/29/1943 |PIKULA,PAULA __ [PAULA 7/29/1943 | Outpatient | LAB LAB 12/24/2003] 12/24/2003 77.76 15.55 62.21 |Unpaid
121 Good Samaritan Hospital [VAK94749 616560382 C 616560382 {TORRES,ALMA E [ALMA 8/20/1972] O i LAB LAB 10/21/2002]| 10/21/2002 67.20 - 13.44 53.76 |Unpaid
122 Good Samaritan Hospital |VAK94739 6168003585 C n/a| ALVARADO,GABR GABRIELA 12/20/2002 | Outpatient | LAB LAB 12/23/2002| 12/23/2002 48.00 9.60 38.40 |Unpaid
123 Good Samaritan Hospital | VAJ30596 572903550 C 572903550 | GRANVOLD,JUDY|JUDY 4/18/1951 | Outpatient | LAB LAB 4/26/2005| 4/26/2005 25.20 5.04 20.16 |Unpaid
124 Good Samaritan Hospital |VAG03275 607031961 M 607031961 [MEJIA JOSE JOSE 5/27/1952 | Outpatient { LIT LIT 4/30/2003] 4/30/2003 207.36 41.47 165.89 |Unpaid
125 Good Samaritan Hospital {VAK94750 550925433 C 550925433 | SALINAS,CARMENCARMEN 7/8/1921 | Outpatient | NM NM 5/29/2002| 5/29/2002 273828 - 547.66 2,190.62 |Unpaid
126 Good Samaritan Hospital | VA123230 20953 C 563999140 |SHIN,MICHELLE |MICHELLE 7/21/1973 | Qutpati 0BS 0BS 10/26/2004| 10/26/2004 311.04 - 62.21 248.83 |Unpaid
127 Good Samaritan Hospital jVAGA46953 881915 C 618064316 |KIM,JUNG A JUNG 8/9/1974 | Outpatient | OBS 0Bs 1/16/2004| 1/16/2004 302.40 - 60.48 241.92 [Unpaid
128 Good Samaritan Hospital [VAK94741 196889 [ 610040879 |KIM,HYE KYUNG |HYE KYUNG 6/3/1970] O i OBS 0BS 10/23/2002] 10/23/2002 288.00 - 57.60 230.40_{Unpaid
129 Good Samaritan Hospital | VAJ52522 700015853 C 556648126 |ACEVEDOQ,JESUS [JESUS 7101939 Outp PAC PAC 3/25/2005] 3/25/2005 1,011.56 202.31 809.25 |Unpaid
130 Good Samaritan Hospital [VAG07831 967842 [ 466606549 | YOAKUM,BEULAHBEULAH 4/11/1932 | Outpatient | PAC PAC 3/21/2003| 3/21/2003 698.97 139.79 559.18 |Unpaid
131 Good Samaritan Hospital [VAK94747 967842 C 466606549 | YOAKUM,BEULAHBEULAH 4/11/1932{ Qutpatient | PAC PAC 2/20/2003] 272012003 184.32 - 36.86 147.46 |Unpaid
132 Good Samaritan Hospital |VAK94746 566387838A C 566387838 |RANEY,OTTO OoTTO0 12/11/1919 | Outpatient | PAC PAC 2/18/2003| 2/18/2003 172.80 - 34.56 138.24 |Unpaid
133 Good Samaritan Hospital |VAK94740 555810414 C 5558104 14 |[BAQUIRAN,LORE{LORENZO 5/4/1920 | Outpatient | PAC PAC 7/1/2003|  711/2003 172.80 - 34.56 138.24 |Unpaid
134 Good Samaritan Hospital |VAG79875 440-076 C 451079137 [HARDIN,JOHN JOHN 10/4/1911 | OQutpatient | PAC PAC 7/30/2003} 7/30/2003 172.80 - 34.56 138.24 {Unpaid
135 Good Samaritan Hospital |[VAG27872 700014526 C 563202424 |FUJILAKI AKI 8/22/1919 | Outpati PAC PAC 12/9/2003| 12/9/2003 172.80 - 34.56 138.24 |Unpaid
136 Good Samaritan Hospital | VA109843 700003857 C 564181667 JROBLES,SOLEDA|SOLEDAD 6/26/1907 | Outpatient | PAC PAC 12/20/2001] 12/20/2001 144.00 - 28.80 115.20 |Unpaid
137 Good Samaritan Hospital [VAK94742 000-955-370 C 556347984 [IMOORE MYRTLE [MYRTLE 10/23/1917 | Outpati PAC PAC 9/13/2001| 9/13/2001 120.00 - 24.00 96.00 |Unpaid
138 Good Samaritan Hospital |VAGO7844 000-067-200 C 458129525 |CLAY, JAMES L {JAMES 1/4/1920 | Outpatient | PPR PPR 2/11/2003] 2/11/2003 934.96 - 186.99 741.97 |Unpaid
139 Good Samaritan Hospital [VAGT75i01 631249211 C 631249211 JAGUILAR,GREGO|GREGORIA 5/29/1929 | Qutpatient PT PT 8/1/2003| 8/31/2003 1.241.52 - 248.30 993.22 |Unpaid
140 Good Samaritan Hospital |[VAK94738 631249211 C 631249211 |AGUILAR,GREGO|GREGORIA 5/29/1929 | Outpatient| PT PT 7/22/2003] 7/31/2003 603.92 120.78 483.14 |Unpaid
141 Good Samaritan Hospital [VAG47172 547048127 C 547048127 [INOVELO,MIGUEL [MIGUEL 10/16/1930 | Qutpati RAD RAD 6/2/2003} 6/30/2003 497.67 - 89.53 398.14 {Unpaid
142 Good Samaritan Hospital |VAG74435 310938 C 620333617 |PARK,KIMBERLY |KIMBERLY 6/9/2002 | O SAM SAM 1/22/2003] 1/22/2003 4,331.73 - 866.35 3,465.38 |Unpaid
143 Good Samaritan Hospital [VAG56263 301938 C 620333617 |PARK,KIMBERLY |KIMBERLY 6/9/2002 | Outp AM SAM 2/19/2003] 2/19/2003 4331.73 - 866.35 3,465.38 {Unpaid
144 Good Samaritan Hospital |VAG56262 301938 C 620333617 |PARK,KIMBERLY |KIMBERLY 6/9/2002 | Outpatient | SAM SAM 3/19/2003] 3/19/2003 4,331.73 - 866.35 3,465.38 |Unpaid
145 Good Samaritan Hospital |VAK94745 301938 C 620333617 |PARK KIMBERLY {KIMBERLY 6/9/2002 | Outpatient | SAM SAM 4/23/2003] 4/23/2003 433173 - 866.35 3,465.38 |Unpaid
146 Good Samaritan Hospital | VAF77396 310938 C 620333617 |PARK,KIMBERLY [KIMBERLY 6/9/2002 | Outpatient | SAM SAM 10/9/2002] 10/9/2002 2,791.51 - 558.30 2,233.21 |Unpaid
147 Good Samaritan Hospital [VAG74434 310938 C 620333617 [PARK KIMBERLY [KIMBERLY 6/9/2002 | Outpatient | SAM SAM 11/6/2002| 11/6/2002 2,791.51 - 558.30 2.233.21 {Unpaid
148 Good Samaritan Hospital [VAK94744 310938 C 620333617 |PARK KIMBERLY [KIMBERLY 6/9/2002 | Qutpatient | SAM SAM 12/11/2002} 12/11/2002 2,791.51 - 558.30 2,233.21 |Unpaid
149 Good Samaritan Hospital | VAJ48025 700014434 C 054480620 |FUJIWARA, SHIZU|SHIZUYE 3/13/1923 | Outpati sP SP 5/12/2005] 5/12/2005 900.24 180.05 720.19 |Unpaid
150 Good Samaritan Hospital [VAG09915 565415545 C 565415545 |KIM,SHIN OAK SHIN OAK 12/25/1951 | Outp us us 6/2/2003|  6/2/2003 432.00 - 86.40 345.60 jUnpaid
151 Good Samaritan Hospital [VAH80010 464366753 C 464366753 |HAYNES FAY R _ [FAY 12/28/1916 | Outpatient | PAC PAC 8/19/2004] 8/19/2004 172.80 574.22 34.56 (435.98) |Overpaid
152 Good Samaritan Hospital [VAK94770 458448835 C 458448835 [VELASQUEZ MANMANUEL 4/16/1926 | Outpatient | PPR PPR 8/9/12004|  8/9/2004 1,440.00 1,330.45 288.00 (178.45) |Overpaid
153 Good Samaritan Hospital |[VAH28051 300164516 C 614484868 [SIERRA ANNA ANNA 7/14/1980 | Outpatient]| ED ED 5/21/2004| 5/22/2004 1,874.04 1,610.75 374.81 (111.52) |Overpaid
Grand Total 731,525.39
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GOOD SAMARITAN HOSPITAL 2 V00006501894 3PATIENT CONTROL NO. g&i
FILE 53289 556-04-7819 VAI80157 111
I.OS ANGELES CA 900743289 srep 1axno. © STATEMENT COVERSPERIOD | 7covp.| encD. | 9cio. |10 LRD. | 11
2134822700 2134822721 US|95-1656366]121404{012105] 38 0
TZPATIENT NAME T3 PATIENT ADDRESS
RAMIRES, LUIS 4966 TEMPLETON ST;LOS ANGELES;CA;920032
14 BIRTHDATE 5SEX[16MS|  pare  AOVISSION o rvee apspc |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " CONDITIONCODES w |31CO
11041939 M| M[121404[16 | 2] 1]16/03|M0004823438 541
Gooe TG Cone TR Tooe | o nouon |y
11| 121404 3
[
UNITED HEALTH PLAN | VR T VS
C/O0 MERIDIAN HLTHCARE MGMT a| 01 1320i00
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS { RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
111 ROOM & BOARD MED/SURG 1200.00 2 240000
200/ ROOM BOARD ICU GENERAL 4300.00 30| 12900000
201| ROOM BOARD ICU SURGICAL |3600.00 3 1080000
-201| ROOM BOARD ICU SURGICAL |4700.00 3 1410000
#250| PHARMACY GENERAL 460| 2475776
- 251| PHARMACY GENERIC DRUGS 421 1345431
'‘252| PHARM NONGENERIC DRUGS 138 1423661
258 PHARMACY IV SOLUTIONS 13 160906
259| PHARMACY OTHER 496 480747
270 MED SURG SUPPLIES 839 6177905
271| MED/SRG SUPP NONSTERILE 3 23710
272| MED/SRG STERILE SUPPLY 89 390410
278| MED/SRG SUPP OTHER IMP 4 284735
300( LABORATORY GENERAL 102 928551
301| LAB CHEMISTRY 113 2339956
305| LAB HEMATOLOGY 62 414116
306 LAB BACTERIOLOGY 24 335859
310 LAB PATHOLOGICAL GEN 2 30758
320| DIAGNOSTIC RADIOLOGY 25 647168
341| NUCLEAR MEDICINE/DX 2 222451
.351| CT SCAN/HEAD 5 831515
.360| OR SVCS GENERAL 3 1536264
“370| ANESTHESIA GENERAL 602 645080
50 PAYER 51PROVIDER NO. #3451 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[(|Y| 17599597 9215857
57 | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
RAMIREZ, LUIS 01| 700000885
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
114440-01
GTPRIN.DIAG.CD. | g cone o.Co0E OTHERDUSG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
| 2273 4254 4280 2532 2535 70719 16826 99702 [431 2273 E9320
79p.] 80 PANCIPALPROCEDURE BT _ OTHERPROCEDURE B2ATTENDING PHYS. 0. AAD 4 1 84
_ghtglgg 1 121604] 311 12280414311 011005]| |D87572 FARINHA,6JOSE B MD
T cog NERPROCEDURE, cosk RERPRC CEDURE e 830THERPHYS.ID C28810
.1 9672 1218041 3893 010305 A87298 PITTS,FREDERICK W MD
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 56 DATE
X 012706

CIIRCAAE AFPIQVED G NG € 2338270

OCRORIGINAL

TCERTIFY THE CLRTIFiCAT:ONS ON THE REVLRLE APFLY TO TH:3 Bl AXD ARE EADE A FART H 0 GF
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U307 RCFA 1410

APPROVL D OM3 NO €330-0279 OCRORIGINAL

2 V00006501894 3PATIENT CONTROL NO. gg?
FILE 53289 556-04-7819 VAI80157 11%7
ILOS ANGELES CA 900743289 sren.maxno. 6 STATEMENT COVERSFPERIOD . |7 covo.| smcD. | 9cip. |10 LRD.| #1
2134822700 2134822721 US|95-1656366[121404[012105| 38 0
12 PATIENT NAME 13 PATIENT ADDRESS
RAMIRES, LUIS 4966 TEMPLETON ST;LOS ANGELES;CA;90032
14 BIRTHDATE 15Sex|16MS| o AOMISSION o rvee, 20sec |21 D HR|22 STAT| 23 MEDICAL RECORD NO. “ CONDITIGN CODES » |31CO
11041939 M| M[121404[16 ] 2| 1/16] 03/M000482348 541
% QUCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN 7
COOZ DATE CODE DATE CODE FROL THROUGH A
11| 121404 8
c
UNITED HEALTH PLAN T T S T
C/0 MERIDIAN HLTHCARE MGMT a| 01 132000
PO BOX 1561 b
SELLEVUE, NE 68005-1561 c
o d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
- 390[ BLOOD STORAGE/PROCESS 9 313300
410| RESPIRATORY THERAPY 67| 11268375
460 PULMONARY FUNCTION GEN 2 31104
480| CARDIOLOGY GENERAL 6 264096
621 M/S SUPP INCID TO RAD 3 65547
636| RX REQ DETAILED CODING 12 21102
730| EKG/ECG GENERAL 1 18662
740] EEG GENERAL 8 220512
921| PERIPHERAL VASCULAR LAB 1 1054i08
001} TOTAL CHARGE 48633105 0
50 PAYER 51 PROVIDER NO. w5 | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y |Y| 17599597 9215857
5 | DUIE FROM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
RAMIREZ, LUIS 01700000885
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
714440-01
67PRN.DIAG.CD.|  geope | oo | OTRERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
2273 4254 4289 2532 12535 70719 16826 99702 (431 2273 E9320
76PC.] 8 DRNCIPALPROCEDURE BT _ OTHER PROCEDURE R2ATTENONG PHYS.0 AR D 4 ] 84
' ol] o761 | 121604] 311 1228044311 011005]| |D87572 FARINHA,6 JOSE B MD
 OTHERPROCEDURE  OTFER PROCEDURE B OTHERPHYS.D C2 8 81 0
9672 12180413893 010305 A87298 PITTS,FREDERICK W MD
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE BEDATE
X 012706

o n T o T o

ICERTIFY THE CERTIFICATIONT ON THE RE VERSE APPLY TO THIS EiLL AND ARE: MADE A PART Hi &t OF
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GOOD SAMARITAN HOSPITAL 2 V00006615001 3 PATIENT CONTROL NO. ?"WU
FILE 53289 417-40-4540 VATS6674 N
LOS ANGELES CA 900743289 |sre.taxno. 6 STATEMENTCOVERSPERIOD. ~ T7 covp. | 8N.cD. | 9CiD. |10 LRD. [ 11
2134822700 2134822721 US|[95-1656366|020405[0216057] 12 0
12 PATIENT NANE 13 PATIENT ADDRESS
BRAXTON, JIMMIE 3429 MERCED ST;LOS ANGELES;CA;90065
14 BRTHDATE 1556X|16MS|  youe  ADMISSION o rvee, 20 se |21 DHR|22 STAT] 23 MEDICAL RECORD NO. " CONDITION CBES o |31C0
07041934 M| M[020405[18 [ 3 [ 1/14]06[M00103985° 107
e FONGE | ooe TG Tooe | e M s |
111020405 5
"UNTTED HEALTH PLAN T T T
C/0 MERIDIAN HLTHCARE MGMT al 01 132000
£O BOX 1561 b |
BELLEVUE, NE 68005-1561 ¢
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS | RATES W5SERV.DATE | 46SERV.UNTTS | 47 TOTAL GHARGES 48 NON-COVERED CHARGES | 49
201 ROOM BOARD ICU SURGICAL [4700.00 1 470000
201|{ ROOM BOARD ICU SURGICAL {3600.00 6 2160000
214|RM BRD CCU- POST CCU 2400.00 3 720000
219|RM BRD DOU OTHER 2400.00 2 4800:00
250| PHARMACY GENERAL 136 619031
251| PHARMACY GENERIC DRUGS 42 280881
252 | PHARM NONGENERIC DRUGS 5 189 18 9
255 PHARM INCID TO RAD SERV 1 57600
258 PHARMACY IV SOLUTIONS 15 142352
259 PHARMACY OTHER 151 215268
270| MED SURG SUPPLIES 255 15219:51
272| MED/SRG STERILE SUPPLY 820 4206357
275| MED/SRG SUPP PACEMAKER 1| 2500200
'278| MED/SRG SUPP OTHER IMP 5 613 3514
300 LABORATORY GENERAL 53 379108
“301| LAB CHEMISTRY 32 642611
.305| LAB HEMATOLOGY 27 293102
306 LAB BACTERIOLOGY 8 62 9:00
320| DIAGNOSTIC RADIOLOGY 15 571377
351| CT SCAN/HEAD 1 166303
360|OR SVCS GENERAL 3 220185;32
370| ANESTHESIA GENERAL 791 962550
390| BLOOD STORAGE/PROCESS 15 274009
50 PAYER 51 PROVIDER NO. W e | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 3086229 8902943
MEDI-CAL/RISARC YiiY 0
5 | DUIE [FROWM PATIENT > 53886 0
58 INSURED'S NAME 59P REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
BRAXTON, JIMMIE 01721169140 EMPLOYEE HEALT |900
BRAXTON, JIMMIE 417404540
G3'TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
116444-1
BTPRN.DIAG.CD.|  geope | 70 ConE OTHERDIAG. CODES 74C00E 76 ADM. DIAG. CD. | 77 E-CODE 78
42690 4111 30560 |[496 41401 (25000 |4439 60000 5939 4260
79pC 80 FRINCPALPROCEDURE BT _OTHERPROGEDURE ATTENONGPRYS. D 39905
(9] ] 3613 020705]3722 020405(3615 020705 | |[A48008 LEE,FAYE MD
T OTHER PROCEDURE  OTHER PROCEDURE - ROTERPSBCS 0460
3775 021305)8856 020405[8853 020405 ARCIDI,JOSEPH M MD
84 REMARKS OTHER PHYS. ID
| 85 PROVIDER REPRESENTATIVE 8 DATE
012706



T o

e 0 T D

O mw

a o T o

© @ N e N A W N =

T o T O T o

GOOD SAMARITAN HOSPITAL 2V00006619001 3 PATIENT CONTROL NO. éﬁﬁT
FILE 53289 417-40-4540 VAIB6674 111 ]
LOS ANGELES CA 900743289 |srep.taxno. 6 STATEMENTCOVERSPERIOD | 7.covD.| 8NcD. | 9Ci0. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366[0204051021605| 12 0
12 PATIENT NAME 13 PATIENT ADDRESS
BRAXTON, JIMMIE 3429 MERCED ST;LOS ANGELES;CA;90065
14 BRTHDATE 15SEX|16MS| o APMISSION Lo rvee, 20sg |21 O HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31CO
(7041934 M [ M[ 02040518 | 3 | 1/14[06}M001039899 107
| Yoo TR oo ENE Tove | SR M oo A
11| 020405 8
[
[—'UN I TED HE"%LTH PLAN 3C9005 VALUE CA?%REJST 401035 VALUE CA?%EET
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b |
BELLEVUE, NE 68005-1561 c
d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES W5SERV.OATE | 40SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 410| RESPIRATORY THERAPY 74 1150042
2l 460| PULMONARY FUNCTION GEN 2 35552
s| 481| CARDIAC CATH LAB 5 11608bl
4] 489| CARDIOLOGY OTHER 9 79137
sy 636|RX REQ DETAILED CODING 55 672791
sy 710[ RECOVERY ROOM GENERAL 11 314462
7| -*730| EKG/ECG GENERAL 5 93310
sf .921| PERIPHERAL VASCULAR LAB 2 55800
] A
001| TOTAL CHARGE 23291830 0
50 PAYER 51 PROVIDER NO. o[ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
t/INITED HEALTH PLAN 951656366 Y| |Y 3086229 8902943
ﬂEDI—CAL/RISARC YI[|Y 0
7, | DUE FROM PATIENT > 53886 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
BRAXTON, JIMMIE 0121169140 EMPLOYEE HEALT |900
BRAXTON, JIMMIE 417404540
63 TREATMENT AUTHORIZATION CODES 5| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
116444-1
67PRIN.DIAG.CD.| 45 cooe 10 ConE OTHERDIAG. CODES 4 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
42690 4111 30560 496  |41401 25000 /4439 60000 |5939 4260
79pC.| 80 PRINCIPAL PROCEDURE 81 OTHERPROCEDURE ' 82ATTENDING PHYS.ID 339905
9113613 020705]3722 020405|3615  |020705| |A48008 LEE,FAYE MD
’t — OTHER PROCEDURE - oo OTHER PROCEDURE BOTHERPYS DCE 04 60
13775 02130518856 020405|8853 020405 | ARCIDI,JOSEPH M MD
4 FEMARKS OTHER PHYS. ID
i%ﬁ 85 PROVIDER REPRESENTATIVE 86 DATE
X 012706
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GOOD SAMARITAN HOSPITAL 2 V00006471615 3 PATIENT CONTROL NO. STE |
FILE 53289 562-53-2216 VAT59309 ITT
LOS ANGELES CA 900743289 [seep taxno. 6 STATEMENT COVERS PERIOD | 7oovD. [ sncD. | 9ciD [10LRD.| 11
2134822700 2134822721 US{95-1656366( 121004122004 10 0]
12 PATIENT NAME T3PATIENT ADDRESS
ANSELMO, VALENTIN 20023 ALBURTIS AVE;LAKEWOOD;CA;90715
14 BIRTHDATE 158X 16MS|  pare  ADVISSION o rvee aysnc [21 D HR[22 STAT| 23 MEDICAL RECORD No. " CONDITION CODES o |2C0O
11031928[M | M[121004]11 ] 2] 1/13]06/MO01035465 108
Hoor TG Cooe TG Tooe | OB M rouen |l
o 41| 121004
b .
»[GNTTED HEALTH PLAN R S
C/0 MERIDIAN HLTHCARE MGMT a| 01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
s/ 201[ ROOM BOARD ICU SURGICAL [3600.00 2 720000
2l 201 ROOM BOARD ICU SURGICAL (4700.00 1 470000
sl 214|RM BRD CCU- POST CCU 2700.00 4 1080000
4 219/ RM BRD DOU OTHER 2400.00 3 720000
s|] 250 PHARMACY GENERAL 95 4284188
s 251| PHARMACY GENERIC DRUGS 29 268566
71 252| PHARM NONGENERIC DRUGS S 104835
s/ 255| PHARM INCID TO RAD SERV 1 57600
o] 258] PHARMACY IV SOLUTIONS 15 121291
1| 259 PHARMACY OTHER 79 125046
u| #270| MED SURG SUPPLIES 193 10030ﬂ8
12 ﬁ272 MED/SRG STERILE SUPPLY 661 3824435
w| 1278| MED/SRG SUPP OTHER IMP 5 145908
| '300| LABORATORY GENERAL 86 729944
5] 301| LAB CHEMISTRY 24 474391
s 302| LAB IMMUNOLOGY 1 4666
7| 305| LAB HEMATOLOGY 42 480421
w| 306 LAB BACTERIOLOGY 2 10368
1] 320| DIAGNOSTIC RADIOLOGY 8 403417
x| 360[OR SVCS GENERAL 1 1207860
x| 370 ANESTHESIA GENERAL 410 526030
2| 390| BLOOD STORAGE/PROCESS 21 298660
»| 410 RESPIRATORY THERAPY 11 579197
50 PAYER §1PROVIDER NO. W | 54 PrioR PAYMENTS 55 EST. AMOUNT DUE 56
Al UNITED HEALTH PLAN 951656366 Y| |Y 2096200 6375315
B
[
ER | DUIE RO PATIENT > 1000 0
56 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
A| ANSELMO, VALENTIN 01(700001451 GLOBALCARE MED
B
[
63 TREATMENT AUTHORIZATION CODES | 65 EMPLOYER NawE 66 EMPLOYER LOCATION
Al 2004120104400028 5
B
Cc
67PRN.DIAG.CD.|  gcome oo | OTHERDIAG. CODES 74 C00E 76 ADM. DIAG. CD. | 77 E-CODE 8
41401 | 4111 4019 2724  [41411 [4422 4139
79pC 80 LRNCIPAL PROCEDURE BT _ OTRERPROCEDURE ! e Ps D AC28338
(9] [ 3691 121604] 3614 1216043615 121604 | |A32618 HOFFMAN,RICHARD L MD
i  OTHER PROCEDURE - ~OTHER PROCEDURE SOTERPS DCE 0460
13961 121604 |3722 121004 | 8856 121004 | ARCIDI,JOSEPH M MD
o | B REMARKS OTHER PHYS. ID
2 55 PROVIDER REPRESENTATIVE G5 DATE
d X 012706
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GOOD SAMARITAN HOSPITAL 200006471619 3 PATIENT CONTROL NO. o
FILE 53289 562-53-2216 VAIS59309 111 |
1OS ANGELEES CA 900743289 |srep.axno. 6 STATEMENT COVERSPERIOD. 17 covp.| 8ncD. | 9ciD. |10 LRD. | 11
%134822700 2134822721 US|[95-1656366(121004[122004; 10 0
TZPATIENT NAME 13 PATIENT ADDRESS
ANSELMO, VALENTIN 20023 ALBURTIS AVE;LAKEWOOD;CA;90715
14 BIRTHDATE sssex[1oms]  ppue  ADVISSION e msrc |21 DHR[22STAT| 23 MEDICAL RECORD NO. " LONDITIONCODES » |31CO
11031928/ M | M 121004]11 J__2 | 1[13]06[M001035465 108
% GCCURRENCE % GCCURRENCE % OCCURRENCE SPAN T
CORE DATE CODE DATE CODE FROM THROUGH A
| 11[ 121004 5
C
UNITED HEALTH PLAN Tooe | Tooe | M R
C/O MERIDIAN HLTHCARE MGMT al01 132000
PO BOX 1561 b i
BELLEVUE, NE 68005-1561 c
d :
42REV.CD. | 43 DESCRIFTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
481| CARDIAC CATH LAB 4 9482§7
489 CARDIOLOGY OTHER 12 113244
636| RX REQ DETAILED CODING 6 376613
,.,..7 10{ RECOVERY ROOM GENERAL 2 51840
-‘3’730 EKG/ECG GENERAL 4 74648
- 921| PERIPHERAL VASCULAR LAB 1 55800
"501| TOTAL CHARGE 15404573 0
50 PAYER 51 PROVIDER NO. S5 7L | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YI|Y 2096200 6375315
57 | DUEE [FRONM PATIENT > 1000 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANGE GROUP NO.
ANSELMO, VALENTIN 01(700001451 GLOBALCARE MED
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NawE 66 EMPLOYER LOCATION
2004120104400028 5
GTPRN.OAG.CD.|  groope | nooe | OTHERDIAG. CODES 4 CODE 76 ADM. DIAG. CD. | 77 E-CODE )
41401 | 4111 |4019 2724 41411 4422 41309
79PC] 80 PRINCIPAL PROCEDURE BT _ OTHERPROCEDURE aamenonGrvs D AC28338
of13691 12160413614 1216043615 1121604 | |1A32618 HOFFMAN, RICHARD L MD
\ comp MER PROCEDURE, e comp R PROCEDUR e 8OTHERPHYS.DC504 6 0
13961 121604[(3722 12100418856 121004 ARCIDI,JOSEPH M MD
84 REMARKS OTHER PHYS. ID
%5 PROVIDER REPRESENTATIVE 56 DATE
X 012706

Vo 2 HCFAALY)

AFROV, D OMING C30T

OCRORCNAL

TCERTIFY THE CERT.FICATIONS ON YHE RE VERL. APFLY TO TH:u B.LL AND ARE MAE A PART HC AL OF
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3 PATIENT CONTROL NO. il
FILE 53289 545-42-9536 VAJ49395 11
LOS ANGELES CA 9007432889 |sren.1axno. 6 STATEMENTCOVERSFERIOD |7 covo.| 8 NCD. | 9ciD. 10 LRD. | 11
2134822700 2134822721 US[95-1656366|050105|051105| 10 0
12 PATIENT NANE 13 PATIENT ADDRESS
ELLIOT, PETER 245 S HILL ST;LOS ANGELES;CA;90012
14 BIRTHDATE wssex[16Ms|  pae  ADVISSION o vwe, z0sac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES « |3HMO
11231933|M | S[050105[21 [ 2 | 5]20[03[M001042223 416
oo TERNE ooe PO Tooe O e SPAN oo 3\7
11| 050105 B
C
UNITED HEALTH PLAN T | T | S
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
.-200| ROOM BOARD ICU GENERAL 4300.00 6 2580000
i214|RM BRD CCU- POST CCU 2400.00 4 9600p0
"250| PHARMACY GENERAL 104 790797
-251{ PHARMACY GENERIC DRUGS 54 870541
252 | PHARM NONGENERIC DRUGS 29 489718
255| PHARM INCID TO RAD SERV 1 36979
258 | PHARMACY IV SOLUTIONS 35 348395
259 PHARMACY OTHER 35 143016
270{MED SURG SUPPLIES 416 18769B3
272|MED/SRG STERILE SUPPLY 6 147255
300| LABORATORY GENERAL 45 291848
301| LAB CHEMISTRY 29 532117
305| LAB HEMATOLOGY 23 307933
306 LAB BACTERIOLOGY 14 184477
320| DIAGNOSTIC RADIOLOGY 6 1937975
352|CT SCAN/BODY 1 166303
359|CT SCAN/OTHER 1 197712
390 | BLOOD STORAGE/PROCESS 3 99625
‘402 | OTHER IMAG ULTRASOUND 1 79834
»410| RESPIRATORY THERAPY 51 501553
420 | PT GENERAL 5 31814
424 | PT EVALUATION 1 20160
430| 0T 4 30024
50 PAYER 5% PROVIDER NO. ot e[ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 0 6155156
57 | DUE [FHROM PATIENT > 14728 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ELLIOT, PETER 01568916 GLOBAL CARE ME
63 TREATMENT AUTHORIZATION CODES .| 65 EmpLOVER NaME 66 EMPLOYER LOCATION
2005050206300014
6TPRN.OKG.CO.| 5 cone 10CO0E OTHERDIAG. CODES 4 COBE 76 ADM. DIAG. CD. | 77 E-CODE 78
£389 78552 |51882 |5750 6826 2762 42731 [5180 5119 4589
79P.C] 8 DRINGPAL PROCEDURE - 67 _ OTHERPROCEOURE - 2 ATTENONGPHYS.D A 8754 3
9{18964 0502055101 050305 RICE,JOSHUA L MD
T OTRERPROCEDURE_— < OTHER PROCEDURE BOTERPAYS. 02 OA T4 50
ABRISHAMI, BABAK B DO
84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATVE GG DATE
012706

U1 IZHC A A.) AFPRGV: O MG NO 0333:0279 OCRIORIGINAL

TCERTIFY THE CERTIFICATIONS ON THE REV RAt APPLY TO THIS BILL AND ARE MADE A PART HERT OF
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GOOD SAMARITAN HOSPITAL 2V00006905384 3 PATIENT CONTROL NO. M&FT
FILE 53289 545-42-9536 VAJ49395 11L‘
LOS ANGELES CA 900743289 |sre0 1axno. 6 STATEMENT COVERSPERIOD |7 covo.| 8NCD. | 9cID. |10 LRD. | 11
2134822700 2134822721 US[95-1656366 050105051105 10 0
12 PATIENT NANE 13 PATIENT ADDRESS
ELLIOT, PETER 245 S HILL ST;LOS ANGELES;CA;90012
14 BIRTHDATE 15SEx|16MS| oy ADVISSION o me, sosre |21 D R[22 STAT| 23 MEDICAL RECORD NO. " CONDTTION COBES » (3HMO
11231933|M [ S[050105[21 [ 2 | 512003 |M001042223 416
11] 050105 8
: [
| "UNITED HEALTH PLAN Woor | PLUECODES, oo | OB
</O MERIDIAN HLTHCARE MGMT a|01 132000
FO BOX 1561 b i
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44HCPCS | RATES SERV.DATE | 46SERV.UNTS | 47 TOTAL CRARGES 48 NON-COVERED CHARGES | 49
480 CARDIOLOGY GENERAL 3 132048
621|M/S SUPP INCID TO RAD 1 24883
636| RX REQ DETAILED CODING 44 105718
730| EKG/ECG GENERAL 1 18662
921| PERIPHERAL VASCULAR LAB 1 55800
o
001} TOTAL CHARGE 11217970 0
50 PAYER 51 PROVIDER NO. b | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| Y 0 6155156
57 | DUIE (FIROWM PATIENT > 14728 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
;.IE,{_.LIOT , PETER 01|568916 GLOBAL CARE ME
63 TREATMENT AUTHORIZATION CODES o | 65 EmPLOYER NamE 66 EMPLOYER LOCATION
2305050206300014
67PRN.DIAG.CD.] 4 cone ncooe | OTHERDIAG. CODES 74 COBE 76 ADM. DIAG. CD. | 77 E-CODE 78
0389 78552 | 51882 [5750 |6826 2762 42731 5180 5119 4589
76pC.| 80 PRNCIPALPROCEDURE §7 _ OTRER PROCEDURE - TaarenonGravs. o A8754 3
o[ 8964 050205]5101 050305 RICE,JOSHUA L MD
~OTRER PROCEDURE ~OTRER PROCEDURE BOMERPVS. 02 0A 7450
i ABRISHAMI, BABAK B DO
84 REMARKS OTHER PHYS. 1D
85 PROVIDER REPRESENTATIVE 8 DATE
X 012706

OCRORGNAL

TCEATIY THE CC RTICATIOND ON THE REVLRL.? APFLY TO TH:3 BILL AND RRE MAD A RART Ki w CF
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GOOD SAMARITAN HOSPITAL |2 VOOU0U06665335 S PATIENT CONTROL NG,
FILE 53289 545-18-3582 VAI87439 1
LOS ANGELES CA 900743289 |5ren taxno. 6 STATEMENT COVERSPERIOD. ™™ 7 'covp, | 8 N-CD. | 9 C4D. | 10 LRD. | 11
2134822700 2134822721 US|[95-1656366[021005[022005| 10 0
T2PATIENT NANE 13 PATIENT ADDRESS
GILLETT, GERTRUDE 1919 CARMEN ST;LOS ANGELES;CA;90068
14 BIRTHDATE 18SEX| 16MS|  yppare  ADMISION o rvee ) s0sre |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " LCONDITION CODES o |31C0
| 05301915 F | W[ 021005704 [ 2 [ 1[17]20[M001040546 107
| o PR ooe TR Tooe | RN M wmovan | A
J11021005 3 B
"ONITED HEALTH PLAN e S T |
C/O0 MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
201 ROOM BOARD ICU SURGICAL [4700.00 2 940000 1
219 RM BRD DOU OTHER 2400.00 8 1920000 2
250| PHARMACY GENERAL 79 304223 3
251| PHARMACY GENERIC DRUGS 28 193 1;42 4
252| PHARM NONGENERIC DRUGS 9 31302 5
255| PHARM INCID TO RAD SERV 2 115200 6
258| PHARMACY IV SOLUTIONS 13 92484 7
259| PHARMACY OTHER 75 107986 ;
270 MED SURG SUPPLIES 203 1183815 9
- 272| MED/SRG STERILE SUPPLY 427 2545767 10
“278| MED/SRG SUPP OTHER IMP 3 8181 1
300 LABORATORY GENERAL 58 377068 12
301| LAB CHEMISTRY 35 643438 13
305| LAB HEMATOLOGY 29 322118 14
306| LAB BACTERIOLOGY 2 15137 15
320| DIAGNOSTIC RADIOLOGY 9 513767 16
360[OR SVCS GENERAL 1 692310 17
370| ANESTHESIA GENERAL 235 301505 18
390| BLOOD STORAGE/PROCESS 13 356535 19
410( RESPIRATORY THERAPY 28 715934 20
430|0T 3 20904 21
450 EMERGENCY ROOM 1 66148 22
480| CARDIOLOGY GENERAL 3 132048 2
50 PAVER 51 PROVIDER NO. “wr 4 | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 2096200 5360312
gy
57 - | DUIE [HROW PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT.- SSN- HIC. - [DNO. 61 GROUP NAME 62 INSURANCE GROUP NO
GILLETT, GERTRUDE 01(104223 A
B
c
63 TREATMENT AUTHORIZATION CODES ot | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
117526-1 5 A
B
c
BTPRN.DIAG.CD.|  goope | ncoe | OTRERDIAG. CO0ES . 76 ADM. DIAG, CD. | 77 E-CODE 78
41401 |[4111 5939 4019 4439 4549 V1251 [V1041 {V4577 78650
79pc.| 80 PRINCIPAL PROCEDURE 81 OTHERPROCEDURE {"Ts2arrenomerrvs.0 AC28338 a
9] ] 3615 021605|3722 021105|8853 021105] |A32618 HOFFMAN,RICHARD L MD b
OTHER PROCEDURE - OTRER PROCEDURE BOTERPVS D0 70338 a
8856 021105|8848 021105| 8844 021405 HOM, SOPHIA S MD b
[ 84 REMARKS OTHER PHYS. 1D a
55 PROVIDER REPRESENTATIVE 8 DATE °
X 012706

U3 TIMFAIES AFFROVE D OMIND €333:04T)
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GOOD SAMARITAN HOSPITAL 2 V00006665335 3PATIENT CONTROL NO. &W{E“
FILE 53289 545-18-3582 VAI87439 11
1.0S ANGELES CA 900743289 |sren.1axno. © STATEMENT COVERSPERIOD. |7 covo. | 8 neD. [ 9¢ip. |10 LRD. [ 11
2134822700 2134822721 US|[95-1656366[021005[022005[ 10 0
12 PATIENT NANE 13 PATIENT ADDRESS
GILLETT, GERTRUDE 1919 CARMEN ST;LOS ANGELES;CA;90068
14 BIRTHDATE 156X 16M] o ADVISSION o g nc |21 D HR|22 STAT| 23 MEDICAL RECORD NO. a CONDTTIGN COES » | #CO
05301915[F | W[ 02100504 17[20[M001040546 107
7. e T O B | R R
11| 021005 a 5
C
’_’UN I_TAE‘D—H-E—":LTH PLAN 30900E VALUE CA?-‘-%EET 46100E VALUE CA?BEET ¢
C/0 MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42 REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
481| CARDIAC CATH LAB 6 1160801 1
489| CARDIOLOGY OTHER 6 45030 2
636/ RX REQ DETAILED CODING 5 252541 3
14710| RECOVERY ROOM GENERAL 8 164955 4
?730| EKG/ECG GENERAL 4 74648 5
761| TREAT/OBSERV RM- TRTMNT 1 18000 6
921| PERIPHERAL VASCULAR LAB 3 250488 7
8
]
10
11
12
13
14
15
16
17
18
19
20
21
\'" 22
‘001| TOTAL CHARGE 13565475 0 2
50 PAYER 51 PROVIDER NO. w e | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 2096200 5360312
57 | bUEE PAVIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - D NO. §1GROUP NAME 62 INSURANCE GROUP NO.
GILLETT, GERTRUDE 01]104223 A
B
c
63 TREATMENT AUTHORIZATION CODES o4 | 65 empLOYER NAME 66 EMPLOYER LOCATION
117526-1 5 A
B
c
BTPRN.OAG.CO.| oo | 10CODE OTHER DIAG. CODES 74 CODE 76 ADM, DIAG. €D. | 77 E-CODE 78
41401 [4111 5939 4019 4439 4549 V1251 |V1041 |v4577 78650
79pC | 8 PRNCIPAL PROCEDURE BT OTAERPROCEDURE ‘ S ATTENDNGPHYS.D AC28338 a
[ 3]] 3615 021605]|3722 021105(8853 021105 | |A32618 HOFFMAN,RICHARD L MD b
T OTHERPROCEDURE ~ OTHERPROCEDURE RoERPS G0 T 033 € a
| 8856 021105|8848 021105]8844 021405 HOM, SOPHIA S MD b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 5 DATE °
012706
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TGERTFY TH.E CLRT: CATIONS ON THE RE VERLE APFLY TO THI3 E-LLAND ARE MADS A PART H REOF
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GOOD SAMARITAN HOSPITAL 200006418891 3PATIENT CONTROL NO. &Eﬁj
FILE 53289 333-16-8740 VAI34693 111
LOS* ANGELES CA 9007432889 |srem.1axno. 6 STATEMENT COVERSPERIOD. {7 covp, | 8NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US|95-1656366|111604 (112204 6 0
T2BATIENT NAVE 13 PATIENT ADDRESS
C‘AUSLIN, ANTHONY E 14318 CARNELL ST;WHITTIER;CA;90603
14 BIRTHDATE 15SEX|16MS|  ypare  "DVISSION o rvee, 20se |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |31CO
C1101922[M | M|111604]16 | 3 ] 2]/09]20[M001031571 110
:gODE CCCURR%’X‘T:F[.:- 3(;zODE CCCURREIer?EE :?ODE Oggg;}RENCEISPAN THROUGH 3A7
11/111604 B
C
UNITED HEALTH PLAN | T | P,
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210] ROOM BOARD CCU GENERAL 5600.00 4 2240000
210} ROOM BOARD CCU GENERAL 4300.00 2 860000
250] PHARMACY GENERAL 59 4368?2
251| PHARMACY GENERIC DRUGS 44 424206
:252| PHARM NONGENERIC DRUGS 3 190982
255| PHARM INCID TO RAD SERV 1 115200
5258 | PHARMACY IV SOLUTIONS 14 108800
.259| PHARMACY OTHER 41 100208
:270{MED SURG SUPPLIES 215 1853474
272| MED/SRG STERILE SUPPLY 32 20483?6
278 | MED/SRG SUPP OTHER IMP 3 2392500
300] LABORATORY GENERAL 17 130984
301 LAB CHEMISTRY 30 461451
305| LAB HEMATOLOGY 18 207212
306 LAB BACTERIOLOGY 5 78106
320| DIAGNOSTIC RADIOLOGY 5 189733
360| OR SVCS GENERAL 1 4982?1
390| BLOOD STORAGE/PROCESS 1 37960
410| RESPIRATORY THERAPY 31 1964730
420| PT GENERAL 2 13680
421| PT VISIT 2 11760
424 PT EVALUATION 1 15120
;§8O CARDIOLOGY GENERAL 3 132048
50 PAYER 51 PROVIDER NO. n el 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
"NITED HEALTH PLAN 951656366 Y||Y 3087100 5311695
57 | DUE FROM PATIENT > 0
58 INSURED'S NAME 59P REL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GAUSLIN,ANTHONY E 011289379 ALLIED PHYSICI |900
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
113272-1 5
6TPRN.DAG.CD.|  greope | 10CODE OTHERDIAG. CODES = 74 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 [4254 [42741 [4271 42731 ]51881 4275 5070 0389 41401
79pC] 8 PRINCIPAL PROCEDURE BT _OTHERPROCEDURE . ATTENONGPRYS. D A49135
9113761 11160413721 1116043601 111604 | |F52935 JAFARI,ALIREZA MD
-  OTFER PROGEDURE oo OTVER PROCEDURE BOTERPIS. DAL 0135
. 13607 111604(8856 11160413778 111604 | |F52935 JAFARI,ALIREZA MD
8 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
X 012706
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TCERTIFY THE CERTIFICATIONS ON THE REVLRGE APFLY TO THIS BiLL AND ARE MADE A PART HUREOF



'GOOD SAMARITAN HOSPITAL 200006418891 3 PATIENT CONTROL NO.

FILE 53289 333-16-8740 VAT34693 1
LOS' ANGELES CA 900743289 [sse.maxn0. § STATEMENTCOVERSPERIOD  T7 covp. | & nco. | 9cip. [10LRD. | 11

2134822700 2134822721 US|[95-1656366[111604[112204 6 0

12 PATIENT NAME

GAUSLIN,ANTHONY E

13 PATIENT ADDRESS

14318 CARNELL ST;WHITTIER;CA;90603

T o

@
D

O W N b WA e

@

24

o o0 & o

| 14 BIRTHDATE 15SEX|16MS| o "DMISSION o rvee, 20src |21 D HR|22 STAT| 23 MEDICAL RECORD NO. s CONDITION CODES » |31C0
(01101922|M | M[111604]16 | 3 09]120[M001031571 110
%, GECURRENCE 34 QUCURRENCE % CCURRENCE SPAN T
| “cooe DATE CODE DATE cooe FRC: THROUGH | A| A
117111604 5 B
[ [
"ONITED HEALTH PLAN T T
C/O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
TELLEVUE, NE 68005-1561 ¢ ¢
o d d
42 HEV. CD. | 43 DESCRIPTION 44 HOPCS | RATES G5SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
481 CARDIAC CATH LAB 5 1794389 1
‘636| RX REQ DETAILED CODING 11 13695 2
730| EKG/ECG GENERAL 5 93310 3
4
5
6
7
8
9
10
1
12
13
14
15
t 5: 16
17
e 18
19
20
21
22
001| TOTAL CHARGE 16413037 0 2
50 PAYER 51 PROVIDER NO. . e | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 3087100 5311695
57 | DUE PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GAUSLIN,ANTHONY E 01289379 ALLIED PHYSICI |900 A
B8
Cc
63 TREATMENT AUTHORIZATION CODES o5 | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
113272-1 A
o B
Vi c
BTPRN.DIAG.CD.| oo | 10 CODE OTHER DIAG. CODES 4 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 |4254 _|_42741 4271 42731 [51881 (4275 [5070 0389 41401
76pC 8 PRINCIPAL PROCEDURE ~ BT OTFERPROCEDURE r Q2 ATTENDNGPHYS.D A49135 a
9] ]3761 1116043721 1116043601 111604 | |[F52935 JAFARI,ALIREZA MD b
T OTERPROCEDURE - - OTHER PROCEDURE__ BOTERFS A4 9135 a
3607 1116048856 111604 (3778 111604 | |[F52935 JAFARI,ALIREZA MD b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 5 DATE °
X 012706

15 REPAE D RPROW D OMBNO L30027 OCR OKIGINAL

VYCERTIFY THZ GERTIFICATIONS ON THE RIVERLE APPLY TO THIJ GiLL AND ARE MADE A PART HERLOF
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GOOD SAMARITAN HOSPITAL 2V00006607279 3 PATIENT CONTROL NO, STV ]
FILE 53289 613-09-6602 VATSZ2768 S
LOS ANGELES CA 900743289 [sre maxno. 6 STATENENTCOVERSFERIOD |7 covo.| smcD. | 9 cip |10 LRD. | 11
2134822700 2134822721 US[95-1656366[012205[012805 6 0
12 FATIENT NANE 13 PATIENT ADDRESS
GUTIERREZ, RAYMUNDO 2052 STOCKWELL ST;COMPTON;CA;90222
| 14 BRTHDATE 1SSEX{16MS|  yoare  AOMBSION o ype, ssmc |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. N SONDIFION CUbes » |3CO
11011949|M | M[012205]10 [ 3 [ 4[13][01|M001031608 107
jzcgz Occuf@f{ _ 3c‘:‘onz CCCURR%'}\%-:E 3(:6035 oggg:fxz RENCE SPAN THROUGH 2\7
17012205 B
[
UNITED HEALTH PLAN T T | VY
7/O MERIDIAN HLTHCARE MGMT al 01 132000
0O BOX 1561 b
SELLEVUE, NE 68005-1561 c
d
42REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
201| ROOM BOARD ICU SURGICAL (3600.00 1 360000
210| ROOM BOARD CCU GENERAL 4300.00 2 860000
219|RM BRD DOU OTHER 2400.00 3 720000
250 | PHARMACY GENERAL 69 287250
251 | PHARMACY GENERIC DRUGS 17 161179
252 | PHARM NONGENERIC DRUGS 4 8623
255| PHARM INCID TO RAD SERV 1 576b0
258 PHARMACY IV SOLUTIONS 11 103987
259 | PHARMACY OTHER 53 68167
270 MED SURG SUPPLIES 166 7943PO
272|MED/SRG STERILE SUPPLY 510 2493788
278|MED/SRG SUPP OTHER IMP 2 5454
~'300| LABORATORY GENERAL 51 585216
~'301| LAB CHEMISTRY 19 367915
:"305| LAB HEMATOLOGY 18 205995
3306 | LAB BACTERIOLOGY 2 10368
310({LAB PATHOLOGICAL GEN 1 107ﬂ4
320 DIAGNOSTIC RADIOLOGY 6 220422
360|OR SVCS GENERAL 1 869070
370| ANESTHESIA GENERAL 295 378485
390| BLOOD STORAGE/PROCESS 4 1838p0
410| RESPIRATORY THERAPY 16 620496
480| CARDIOLOGY GENERAL 3 132048
50 PAYER 51 PROVIDER NO. 5] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 1646200 447770024
57 | DUIE FROM PATIENT > 0
58 INSURED'S NAME 59P.REL} 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO
GJTIERREZ, RAYMUNDO 01516944 EXEPTIONAL CAR
63 TREATMENT AUTHORIZATION CODES o< | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
1'16406-3 5
§TPRN.DAG.OD.|  greoe | 70 c00E OTHERDIAG. CODES 74 C00 76 ADM. DIAG. CD. | 77 E-CODE 78
41071 [41401 [2720 27800 |V1581 (V1582 41071
79pc.| 80 PRINCIPALPROCEDURE 81 oOTHERPROCEDURE s2ATTENDING PHYS. D G6T704 8
(9] [ 3611 012405]3615 012405|3961 012405| |[E64813 MAYEDA,GUY S MD
o OTRERPROCEDURE - mgmﬁﬂmWﬁm 83 0THERPHYS.IDC'S 04 6 O
3722 012205]8853 012205[8856 012205 ARCIDI,JOSEPH M MD
84 REMARKS OTHER PHYS. 1D
| 85 PROVIDER REPRESENTATIVE 86 DATE
X 012706

T o T 0 o0

TCERTFY TH: Cf ATIF-CATION ON THE REVER'G AFRLY TO THIG Bl AKD ARE MADZ A PART HLRCP
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GOOD 3 PATIENT CONTROL NO. TV
FILE 53289 613-09-6602 VAT84768
LOS ANGELES CA 900743289 |5 o, 6 STATEMENTCOVERSPERIOD. ™ T7 covo.| 8 NcD. | 9.C4D. | 10 LRD. | 11
2134822700 2134822721 US[95-1656366 0122057012805 6 0
T2PATIENT NAVE T3 PATIENT ADDRESS
“UTIERREZ , RAYMUNDO 2052 STOCKWELL ST;COMPTON;CA;90222
T4 BRTHDATE ssex|oMs| par  ADVISSION e, 20spc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITIONCODES o |V
L0194 M M UIZZUbllU 3 41713701 TMOUL03L608 107
¥ L I AT
1117012205 B
UNITED HEALTH PLAN W VALUECODES € %1 VALUECODES
GODE AMOUNT CCDE ALICUNT
C/0 MERIDIAN HLTHCARE MGMT al 01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV, CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1] 481 CARDIAC CATH LAB 4 948257
2| 489| CARDIOLOGY OTHER 11 1018{75
s 636|RX REQ DETAILED CODING 10 410391
s 730| EKG/ECG GENERAL 6 111972
s 921| PERIPHERAL VASCULAR LAB 1 55800
s .
|
o -
|
001| TOTAL CHARGE 11133262 0
50 PAYER 51 PROVIDER NO. W] s4prioRPAYMENTS §5 EST. AMOUNT DUE 56
.NITED HEALTH PLAN 951656366 YITY 1646200 44777094
57 | DUIE PATIENT > 0
58 INSURED'S NAME 59PREL] 60 CERT. - SSN- HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GUTIERREZ, RAYMUNDO 01516944 EXEPTIONAL CAR
63 TREATMENT AUTHORIZATION CODES 2 T 65 empLovER NavE 66 EMPLOYER LOCATION
116406-3 5
6TPRN.DAG.CD.]  greope | 10CoDE OTHERDIAG.CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41071 |41401 12720 27800 |VvV1581 |V1582 41071
79pc. 80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE S s2aTTENDING PHYS.0 G6 704 8
Ji] 3611 012405|3615 012405 (3961 012405} |[E64813 MAYEDA,GUY S MD
d OVER PROCEDURE OTHER PROCEDURE S oTERPe nCE 0460
CODE DATE CODE DATE
. [3722 0122058853 0122058856 012205 ARCIDI,JOSEPH M MD
B REVARKS OTHER PHYS. ID
75 PROVIDER REPRESENTATIVE 86 DATE
5 012706
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TCERTIFY THZ CERTIF CATIONG ON THE REVER'.? AFFLY TO TH:S BiL AND AHE RADZ A PART HRCCT
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GOOD SAMARTITAN HOSPITAL [z VOOUU6I43093 P ——— 7T |
FILE _53289 458-44-8835 VAT23293 4
LOS ANGELES CA 900743289 [see taxno. 6 STATEVENT COVERSPERIOD. " T7 covp. | 8 N-CD. | 9 C4D. | 10 LRD. | 11
2134822700 2134822721 US[95-1656366|08090410T304| 65 0
12 PATIENT NAWE 13 PATIENT ADDRESS
VELASQUEZ , MANUEL 12427 RUSH STREET; SOUTH EL MONTE;CA;91733
14 BIRTHDATE 155X 16MS | pure  ADVRSION o 1e g gne |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES 1C0
04161926|M | S 080904|l9i2 [ 4712106 [M0O01025687 536
% _OECURRENCE % QECURRENCE B | CURENCESAN TS
177080904 8
TNITED HEALTH PLAN i S o |
+ /O MERIDIAN HLTHCARE MGMT a| 0T 132000
I O BOX 1561 b i
EELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
TTTI[ROOM & BOARD MED/SURG 1200.00 15 1800000
200| ROOM BOARD ICU GENERAL 3600.00 S 3240000
201 ROOM BOARD ICU SURGICAL |3600.00 1 360000
214|RM BRD CCU- POST CCU 2000.00 12 2400000
214|RM BRD CCU- POST CCU 2400.00 13 31200:00
219|RM BRD DOU OTHER 2000.00 2 400000
219|RM BRD DOU OTHER 2400.00 13 3120000
250| PHARMACY GENERAL 387 14377;’74
251| PHARMACY GENERIC DRUGS 190 1004155
252| PHARM NONGENERIC DRUGS 53 592509
255} PHARM INCID TO RAD SERV 2 73958
258 PHARMACY IV SOLUTIONS 95 _8571:65
©259| PHARMACY OTHER 842 | 1028016
. 270 MED SURG SUPPLIES 532 3599129
© 271| MED/SRG SUPP NONSTERILE 9 557§46
272| MED/SRG STERILE SUPPLY 234 1978776
275| MED/SRG SUPP PACEMAKER 1 297000
278 | MED/SRG SUPP OTHER IMP 5| 11932500
300| LABORATORY GENERAL 182 78425’79
301{ LAB CHEMISTRY 112 2118055
305| LAB HEMATOLOGY 135 1504686
306| LAB BACTERIOLOGY 39 4733;40
310| LAB PATHOLOGICAL GEN 7 110043
50 PAYER 51 PROVIDER NO. WL | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[ [Y[] 22717031 2999015
MEDI-CAL HSC30471F Y| |Y 0
51 | DUEE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - [D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ViLASQUEZ, MANUEL 01458448835
/ TLASQUEZ , MANUEL 01|458448835
63 TREATMENT AUTHORIZATION CODES .| 5 EMPLOVER NAME 66 EMPLOYER LOCATION
107832-2
6TPRN.DIAG.CD.|  goome | nooe | OTHERDIAG. CODES _ - 4 COBE 76 ADM. DIAG. CD. | 77 E-CODE 7
41401 | 4280 4271 5997 4255 12874 99672 (42731 [42732 41401 [E9342
767G 80 PRINGIPAL PROCEDURE - BT OTHERPROCEDURE ' T szamenoncrivs.0 G6704 8
9[]3794 081304 8856 081104 3605 081104 | [E64813 MAYEDA,GUY S MD
B " GTHERPROCEDURE ~OTHER PROCEDURE pryp—— T A 1)
3607 0811043722 080904 8856 080904 | [C08368 ESTIOKO,MANUEL R MD
8 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 86 DATE
012706

o o O o0 oo

TCERTIFY TRC CERTIFICATIONS ON THE REVERSE APRLY TO THIS E(LL AND ARE MADE A PART HERL OF
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. &g{
FILE .53289 458-44-8835 VAIZ23293 111
LOS ANGELES CA 900743289 srep.1axno. 6 STATEMENT COVERSPERIOD {7 covp.| 8NCD. | 9CID. |10 LRD. | 11
'2134822700 2134822721 US|[95-1656366[080904[101304] 65 0
TZFATIENT NAME 13 PATIENT ADDRESS
\ ELASQUEZ , MANUEL 12427 RUSH STREET; SOUTH EL MONTE;CA;91733
14 BIRTHDATE wsex[toms| o AOVISSION e, sosec |10 HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |31CO
[ C4161926[M | S[080904|19 | 2 | 4|/12/06|M001025687 536
N L T I A <
| 11} 080504 B
c
"UNITED HEALTH PLAN % VALUECODES. T VAUECODES.
C/0 MERIDIAN HLTHCARE MGMT al 01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV. CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
320| DIAGNOSTIC RADIOLOGY 18 890177
341| NUCLEAR MEDICINE/DX 4 559860
350| CAT SCAN GENERAL 1 107620
351| CT SCAN/HEAD 1 188490
352| CT SCAN/BODY 4 721822
“360| OR SVCS GENERAL 7| 1330126
".370| ANESTHESIA GENERAL 504 416772
- 390| BLOOD STORAGE/PROCESS 23 592948
"402] OTHER IMAG ULTRASOUND 3 128218
420 PT GENERAL 73 465450
421| PT VISIT 2 5880
424| PT EVALUATION 1 151290
430| OT 17 100704
480| CARDIOLOGY GENERAL 15 714240
481 CARDIAC CATH LAB 8 2297998
482| CARDIOLOGY STRESS TEST 1 48384
489 CARDIOLOGY OTHER 15 133559
543| AMBULANCE HEART MOBILE 1 44880
610| MRI GENERAL 1 332813
621 M/S SUPP INCID TO RAD 4 103287
635| ERYTHROPOIETIN <10000 U 12 528000
636| RX REQ DETAILED CODING 65 470967
©710| RECOVERY ROOM GENERAL 24 387388
50 BAYER 51 PROVIDER NO. "W 7| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
_NITED HEALTH PLAN 951656366 Y||Y| 22717031 29990775
+EDI-CAL HSC30471F Y||Y 0
57 | DUE [FROM PATIENT > 0
58 INSURED'S NAME 59 P.REL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
VELASQUEZ, MANUEL 01|458448835
VELASQUEZ , MANUEL 01|458448835
63 TREATMENT AUTHORIZATION CODES 4| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
107832-2 5
BTPRINDIAG.CD.|  geope | ncooe | OTHER DIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 [4280 [4271 5997 |4255 [2874 99672 [42731 (42732 41401 |E9342
79pc] 8 PRINCIPAL PROCEDURE _ BT _OTHERPROCEDURE — . ATTENONGPHYS.D GG 704 8
_gl 3794 081304]8856 0811043605 081104 | |E64813 MAYEDA,GUY S MD
JU_; —OTHER PROCEDURE ~ OTHERPROCEDURE - ROMERPSDC42750
+ 3607 081104(3722 0809048856 080904 | |C08368 ESTIOKO,MANUEL R MD
84 REMARKS OTHER PHYS. (D
85 PROVIDER REPRESENTATIVE SHDATE
012706

© ® ~w o o0 & w N = o 0 T O O @
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APPHOVI D OB NO 07380279

OCRIORIGINAL

TCERTIFY THE CERTIFGATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADL A PART HLREOF
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éOOD SAMARITAN HOSPITAL

200006143093 3PATIENT CONTROL NO.
FILE . 53289 458-44-8835 VAI23293 111
LOS ANGELES CA 900743289 srep.maxno. B ST ENT COVERS PERIOD . |7 covD.] ancD. | scip |10 LRrD. | 11
2134822700 2134822721 US|[95-1656366|080904{101304| 65 0
12 PATIENT NAME 13 PATIENT ADDRESS
VELASQUEZ , MANUEL 12427 RUSH STREET;SOUTH EL MONTE;CA;91733
14 BIRTHOATE 155X 16MS|  ypare  POVISSION o vee mpsnc |21 D HR[22STAT| 23 MEDICAL RECORD NO. N "CONDITION CODES » 131CO
04161926|/M | S[080904|19] 2| 4[/12[06|M001025687 536
| oor D os 1S Sooe | R M o [ A
11| 0809504 B
C [
UNITED HEALTH PLAN Sooe | R0 Cope | MRS
C/0O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b : b
EELLEVUE, NE 68005-1561 c c
o d i d
@REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
: 730{ EKG/ECG GENERAL 17 317254 1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
! 16
L 17
18
19
2
21
2
001| TOTAL CHARGE 53189058 0 2
50 PAYER 51 PROVIDER NO. 27| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y| 22717031 29990{75
MEDI -CAL HSC30471F Y||Y 0
57 | DUE PATIENY > 0
58 INSURED'S NAME 59 P REL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
VELASQUEZ, MANUEL 01{458448835 A
VELASQUEZ , MANUEL 01{458448835 B
Cc
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
107832-2 5 A
B
o c
GTPRIN.DIAG.CD. | g0 come 10 CoDE OTHERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 [4280 4271 5997 |4255 2874 99672 42731 (42732 41401 |ES9342
79pc.| 80 PRNGIPAL PROCEDURE - BT OTRERPROCEDURE ezaENoNGPYS D G677 04 8 a
19113794 0813048856 0811043605 1081104 | |[E64813 MAYEDA, GUY S MD b
cont FERPROCEDURE e cose o e 830THERPHYS.DC4 2790 a
3607 081104[3722 08090418856 080904} 1C08368 ESTIOKO,MANUEL R MD b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE 86 OATE °
X 012706
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GOOD SAMARITAN HOSPITAL

a o T o
e

'OCRIORICINAL

2 V00006007660 3 PATIENT CONTROL NO. L
FILE 53289 000-00-0001 VAK93655 11
LOS ANGELES CA 900743289 [sren.1axno. G STATEMENTCOVERSPERIOD * 7 covn. [ s ncD. | 9cip. |10 LRD. [ 11
2134822700 2134822721 US[95-1656366 (062204071104 19 0
12 PATIENT NANE T3 PATIENT ADDRESS
AUGUSTINE, SABRINA ANN 2915 HALL DALE AVE;LOS ANGELES;CA;950018
14 BIRTHDATE 166X 16MS| o ADVISSION 1o sosee |21 DHR[22 STAT| 23 MEDICAL RECORD NO. N CORDITION CODES o |3MCD
052712004|M | 57106220418 ] 3 ] 2]11]01|M001022087 190
,_3("2@“: 0 CCURRED’:‘\(;‘EE 3(‘:‘()DE CCCURRED'/\;(T:EE 3CGODE O%ggSRENCE SPAN THROUGH 3A7
117062204 5
[ORP MEDT-CAT, Yy T | "R
C/0 MERIDIAN HLTHCARE MNGT a| 01 132000
PO BOX 1561 b
LELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
“173| NEONATAL LEVEL 3 3480.00 19 6612000
:250| PHARMACY GENERAL 71 39342
251 | PHARMACY GENERIC DRUGS 19 14395
252 | PHARM NONGENERIC DRUGS 16 3350
259 | PHARMACY OTHER 1 1999
270|MED SURG SUPPLIES 157 856350
272|MED/SRG STERILE SUPPLY 14 25332
300 | LABORATORY GENERAL 9 10284
301 LAB CHEMISTRY 34 237568
305{ LAB HEMATOLOGY 7 95879
306 | LAB BACTERIOLOGY 4 9553
320 DIAGNOSTIC RADIOLOGY 1 24883
el
001 TOTAL CHARGE 8016985 0
50 PAYER 51 PROVIDER NO. W7 LS| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y| |Y 2432000 2378101
57 | DUIE FEROM PATIENT [> 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SMITH, TONISHA 031562478681
63 TREATMENT AUTHORIZATION CODES x| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
04224-3
6TPRN.DWG.CO.|  cyoope | 10Co0E OTHERDIAG. CODES - 74000E 76 ADM. DIAG. CD. | 77 E-CODE 8
7513 0389 [7795 6910 7766 7824 7513
79pC.| 8 PRINCIPALPROCEDURE BT _ OTFERPROCEDURE ' 1 ZAenonG Y A44319
9]]3893 062204 F56432 SARDESAI, SMEETA MD
~_ OTHERPROCEDURE - OTHER PROCEDURE S OTERPS PAA4 319
F56432 SARDESAI, SMEETA MD
84 REMARKS OTHER PHYS, ID
85 PROVIDER REPRESENTATIVE 86 DATE
012706

CERTIFY THE CERTIFICATRINS ON TRE Rt VI.REE AFPLY TO THIS B.LL AND AKE MADI: A PANT HEHLO?
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GOOD SAMARITAN HOSPITAL 2 V00006739064 3PATIENT CONTROL NO. ggﬁ;
FILE 53289 426-36-3789 VAJ19828 111
LOS ANGELES CA 900743289 srepn.1axno. § STATEMENT COVERSPERIOD |7 covp.| 8ncD. | 9CiD. |10 LRD. [ 11
2134822700 2134822721 US[95-1656366]0306057032505] 19 0
T2 PATIENT NAME 13 PATIENT ADDRESS
JOHNSON, WILLIE 4036 BRIGHTON AVE;LOS ANGELES;CA;90062
| 14 BIRTHDATE 155ex|16MS|  ypare  AOVISSION o rvee, 2psac |21 DHR|22 STAT] 23 MEDICAL RECORD NO. N CONDITION CODES o |31C0
01011926|M| M 030605|23 [ 2] 7]17]03|M001042663 1
7 OO % OCCURRENCE B | CCCURRNCESAN T A
] l 030605 B
c [o]
UNITED HEALTH PLAN/ SENIORS W ey VALUECODES A . VALUECODES
%/O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV. CO. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
111 ROOM & BOARD MED/SURG 1200.00 13 1560000 1
200| ROOM BOARD ICU GENERAL 4300.00 6 25800;00 2
250| PHARMACY GENERAL 214 671952 3
251| PHARMACY GENERIC DRUGS 68 631353 a
252| PHARM NONGENERIC DRUGS 32 455182 5
258| PHARMACY IV SOLUTIONS 22 1881%11 6
259| PHARMACY OTHER 249 334821 7
270 MED SURG SUPPLIES 358 1421052 8
272| MED/SRG STERILE SUPPLY 49 314518 0
278| MED/SRG SUPP OTHER IMP 4 1346:62 10
~300| LABORATORY GENERAL 43 425567 1
301| LAB CHEMISTRY 26 581619 12
''’305| LAB HEMATOLOGY 17 184745 13
~306| LAB BACTERIOLOGY 30 459151 14
'320| DIAGNOSTIC RADIOLOGY 9 223947 15
351| CT SCAN/HEAD 2 332606 16
360| OR SVCS GENERAL 1 354140 17
370{ ANESTHESIA GENERAL 120 130800 18
390| BLOOD STORAGE/PROCESS 2 49800 19
410| RESPIRATORY THERAPY 51 20402322 20
420 PT GENERAL 32 2218;44 21
421| PT VISIT 12 70560 22
424 PT EVALUATION 1 15120 2
50PAYER §1PROVIDER NO. wF 0| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN/ SENIO|951656366 Y| |Y 5281290 2368871
5 - | DUIE HROWM PATIENT > 0
58 INSURED'S NAME 5P REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
_'L“:DHNSON,WILLIE 01]166702 A
. B
Cc
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
118898-1 A
:]
[
BTPRN.DAG.CD.|  gcone | 70c00E OTRERDIRG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
85221 [3314 |4280 5990 51881 (48241 [34982 [34292 |4019 85221 |E8849
70pc| 8 PRINGIPALPROCEDURE BT _ OTRERPROGEDURE T Te2amrenoncrvs. o CAAOG66211 a
Elll 0131 030705|0206 03070519604 030605 GUZMAN, JULIO V. b
L OTHERPROCEDURE < OTRER PROCEDURE BOMERPIVS DAB 5370 2
XIE,SEAN X MD b
84 REMARKS OTHER PHYS. D a
55 PROVIDER REPRESENTATIVE 86 DATE °
012706

CILINCHAED ALROV: D OXI KO €142 OCRORGINAL

“ry

TCERTIFY THE CCRT F:CATIONS GO THE RE Vi AZE APFLY TO TH.) CAL AND ARE LADE A BART K. <. CF
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GOOD SAMARITAN HOSPITAL 2 V00006739064 3 PATIENT CONTROL NO. ar
FILE 53289 426-36-3789 VAJTO828 11
108 ANGELES CA 9007432809 seep taxno. § STATEMENTCOVERSPERIOD. |7 covp. | s ncD. | 9cap. [10 LRD. [ 11 '
7134822700 2134822721 US| 95-1656366[030605[032505] 195 0

12 PATIENT NAME 13 PATIENT ADDRESS

'OHNSON, WILLIE 4036 BRIGHTON AVE;LOS ANGELES;CA;90062

| 14BRTHDATE 15SEx|16MS|  pare  ADVISSION e, 20 sg |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |31C0O

| 01011926|M [ M 030605[23 [ 2 ] 7[17]03|M001042663 1

32, CFCRENE % QCCURRENCE % COCORRENCESPAN A
1I[ 030605 5 o

[

TUNITED HEALTH PLAN/ SENTORS B e | VALUECODES e | VAUECODES ¢
C/0O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 ¢ c

d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
430|OT 6 50894 1
450 EMERGENCY ROOM 12 356823 2
480} CARDIOLOGY GENERAL 3 132048 3
-536| RX REQ DETAILED CODING 11 21540 4
"730| EKG/ECG GENERAL 1 18662 5
' 6
7
8
9
10
1
12
13
14
15
16
17
18
19
20
21
;ﬁ 22
-'301| TOTAL CHARGE 13961739 0 2
50 PAYER 51 PROVIDER NO. Wl e [ saPRORPAYMENTS 55 EST. AMOUNT DUE 6
UNITED HEALTH PLAN/ SENIO| 951656366 Y 5281290 23688771
57 | DUE PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
JOHNSON, WILLIE 01|166702 A
B
c
63 TREATENT AUTHORIZATION CODES 2 T 65 EMPLOYER NAME 66 EMPLOYER LOCATION
118898-1 5 A
B
[
STPRN.DAG.CD.|  geope | 10 Co0E OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
85221 | 3314 4280 5990 51881 [48241 |34982 [34292 |4019 85221 |E8849
79p.c| 80 PRINGPAL PROCEDURE BT _ OTHER PROCEDURE — ‘ aATeNoNG s D CAROG66211 a
;ﬂ 0131 030705|0206 030705|9604 030605 GUZMAN, JULIO V. b
T QTHERPROCEDURE o OTHERPROCEDURE, 830THERPHYS.DAB 5370 a
: XIE,SEAN X MD b
A REMARKS OTHER PHYS. D a
§5 PROVIDER REPRESENTATIVE SEDATE °
X 012706

U0 T HCEA ) 'ARPROVI O OM3 NO 3330479 OCRORIGINAL

TCERTIFY THE CERTIFICATIONG ON TH REVE RSE APPLY TO THIS BILL AND ARE MADS A PART NEREQF
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Uia7 HCFA 1A%

AFPROVI D ONB RO £333-0270 GCRORIGINAL

GOOD SAMARITAN HOSPITAL 200006749345 3 PATIENT CONTROL NO.
FILE 53289 547-25-9294 VAJ07260 111
LOS ANGELES CA 900743289 |srep.1axno. © STATEMENTCOVERSPERIOD 17 covn.| encD. | 9cio. |10 LRD. | 11
2134822700 2134822721 US|95-1656366(031005(032305| 13 0
12 PATIENT NAME 13 PATIENT ADDRESS
HUGHES, PAULINE 4724 S BUDLONG AVENUE;LOS ANGELES;CA;90037
14 BIRTHDATE 15SEX[16MS|  ypure  AOVRYON o rvee, snsac |21 D HR |22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3CO
05031911|F | W[ 03100500 | 2 | 1[22][01]M000933840 127
oo PG oo PR Tooe | R M ponan [ A
11{ 031005 5 B
C Cc
UNITED HEALTH PLAN Tooe | R Tooe | HERRG
7405 W IMPERIAL HWY #510 a|01 132000 a
#TTN: CLMS OPERATIONS b E b
TNGLEWOOD, CA 50303 c c
d i d
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
117| RCOM & BOARD ONCOLOGY 1200.00 5 600000 1
219|RM BRD DOU OTHER 2400.00 8 19200p0 2
250| PHARMACY GENERAL 130 573608 3
251 | PHARMACY GENERIC DRUGS 11 25740 4
258| PHARMACY IV SOLUTIONS 2 15330 5
259| PHARMACY OTHER 95 97785 6
270| MED SURG SUPPLIES 167 406394 7
272| MED/SRG STERILE SUPPLY 2 37280 8
300| LABORATORY GENERAL 6 5760 o
301| LAB CHEMISTRY 21 409505 10
305| LAB HEMATOLOGY 8 94351 1
320 | DIAGNOSTIC RADIOLOGY 3 78796 12
.1410| RESPIRATORY THERAPY 48 4561;92 13
150 | EMERGENCY ROOM 3 110985 1
#%480| CARDIOLOGY GENERAL 6 264096 15
'536|RX REQ DETAILED CODING 25 31125 16
730| EKG/ECG GENERAL 2 37324 i
921 | PERIPHERAL VASCULAR LAB 1 184i32 18
i 19
20
21
i 22
001 | TOTAL CHARGE 5182703 0 S
50 PAYER 51 PROVIDER NO. o .| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| Y 1164800 1935247
57 | DUE [FROM PATIENT > 9575 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
HUGHES , PAULINE 01(000813733 UHP HEALTHCARE A
A B
: [
G3TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
119201-1 A
' B
o]
67PRIN.OIG.CD.| g4 cone oot | OTHERDIAG. CODES - 7400 76 ADM. DIAG. CD. | 77 E-CODE 78
4280 49122 [41401 [4019 [2859 2948 2724 412 V4501 78605
79pc |80 PRINGIPAL PROCEDURE - B _ OTRER PROCEDURE - B2 ATTENONG PHYS.0 233928 a
9 A84540 PITTOKOPITIS,KYRIACOS MD (s
7 conoeT HERPRO CEDUREDATE cogsT WCEDUR%ATE 83 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 86 DATE °
X 012706

TCERTIFY THE CERTIFICAT:ONS ON THE REVERZL APALY TO THI3 E-LL AND ARE EADS A FANT iR\ CF
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GOOD SAMARITAN HOSPITAL 2 V00005504220 3 PATIENT CONTROL NO. ST ]
FILE 53289 525-09-3451 VAG82256 T
LOS ANGELES CA 9007432809 [sren. taxno. 6 STATEVENTCOVERSPERIOD.  T7 covp. | 8 NCD. | 8 C4D. | 10 LRD. | 1t
2134822700 2134822721 US|95-1656366 (1215030112047 24 0
12 PATIENT NAME 13 PATIENT ADDRESS
ARMIJO,HIPOLITO 653 S TAYLOR AVE;MONTEBELLO;CA;S0640
14 BRTHDATE 15SEX|16MS| o ADMSSION o ee) svsmc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CDOES o |3C0
04051919|M [ M 121903717 [ 3 [ 4[18[03|M0O00473755 517
7, T o T T | T A
117121903 3 B
. [ [o]
[(NTTED HEALTH PLAN T S
C/0 MERIDIAN HLTHCARE MGMT al 01 132000 a
EO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210 ROOM BOARD CCU GENERAL 3600.00 8 2880000 1
214(RM BRD CCU- POST CCU 2000.00 16 3200000 2
250| PHARMACY GENERAL 193 398690 3
251| PHARMACY GENERIC DRUGS 158 7096?4 4
255{ PHARM INCID TO RAD SERV 2 115200 5
258| PHARMACY IV SOLUTIONS 16 124924 6
259| PHARMACY OTHER 381 432564 7
270 MED SURG SUPPLIES 131 11547i2 8
272 MED/SRG STERILE SUPPLY 47 1374757 9
278 MED/SRG SUPP OTHER IMP 1 485395 10
-300| LABORATORY GENERAL 61 97402 o
301 LAB CHEMISTRY 58 1158077 12
1305 LAB HEMATOLOGY 47 565114 1
f306 LAB BACTERIOLOGY 1 4032 14
'320| DIAGNOSTIC RADIOLOGY 5 269557 15
360| OR SVCS GENERAL 1 111240 1
370| ANESTHESIA GENERAL 45 36630 17
390| BLOOD STORAGE/PROCESS 4 1911%2 18
402| OTHER IMAG ULTRASOUND 1 79834 19
420| PT GENERAL 22 140986 20
424| PT EVALUATION 1 15120 21
480 CARDIOLOGY GENERAL 6 3512ﬂ6 2
481) CARDIAC CATH LAB 8 2262591 23
50 PAYER 51 PROVIDER NO. © .+ | 54PRIORPAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 8300000 883087
57 | DUIE (FROW PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ARMIJO, HIPOLITO 0157297 CENTRAL HLT/PH A
b . 8
[
63 TREATMENT AUTHORIZATION CODES ot | 65 EMPLOVER NAME 66 EMPLOYER LOCATION
2003121903800004 A
B
(o4
BTPRN.DAG.CD.|  yoomr | oo | OTHERDIAG. CODE 7 C00E 76 ADM. DIAG. CD. | 77 E-CODE 78
41402 |4280 2875 42732_L§O391 42731 (99673 |9975 5845 41071 ([E8798
7gpc.| 80 PRINCIPALPROCEDURE 81 OJHERPROCEDURE 82ATTENDING PHYS. D G547 94 a
_g] 3601 122303}3606 1223038856 122303 | |[A52797 MATTHEWS,RAY V MD b
T STFERPROCEDRE - - OTHER PROCEDURE - BOTERPSOAAOED 6 a
3722 122203|8856 1222039962 010204 | |[E96946 BURSTEIN,STEVEN MD b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 86 DATE °
X 012706

RET TR TIz) OCRORIGINAL

IXE

AFPROV: D ORI NO € 1308278

TCERTH Y THE CERTIFICATIONS DN THE Ri VERGE APFLY TO THIS BILUAND ARE MADT A PART H, #:.GF
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GOOD SAMARITAN HOSPITAL 2 V00005504220 3PATIENT CONTROL NO. ou. |
FILE 53289 525-09-3451 VAG82256 111
I.OS ANGELES CA 900743289 |sren.1axno. § STATEMENT COVERSPERIOD |7 covD. | 8MNCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US[95-1656366[121903 011204 | 24 0
T2 FRTIENT NAVE 13 PATIENT ADDRESS
ERMIJO,HIPOLITO 653 S TAYLOR AVE;MONTEBELLO;CA; 20640
14 BIRTHDATE 155ex|16MS| o AOVIRSION Lo rvpe, 20 sac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3CO
04051919|M [ M|121903[17 | 3 ] 4{18]03|M000473755 517
37 OCCURRENCE % OCCURRERCE B OCCURRENGE SFAN 7
[aRI0 DATE ConE DATE CODE FRC:A THROUGH A
11121903 3
C
UNITED HEALTH PLAN Tooe | o Cove | MR
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CO. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
543 | AMBULANCE HEART MOBILE 1 44880
635 ERYTHROPOIETIN <10000 U 5 220000
636/ RX REQ DETAILED CODING 4 22219
:710 RECOVERY ROOM GENERAL 5 79920
::730| EKG/ECG GENERAL 11 2052;82
.'801| I/P RENAL HEMODIALYSIS 3 180800
AY
2901} TOTAL CHARGE 16911918 0
50 PAVER 51PROVIDER NO. . un | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
INITED HEALTH PLAN 951656366 Y| Y 8300000 883087
57 | DUE [FROM PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - IDNO. §1 GROUP NAME 62 INSURANCE GROUP NO.
ARMIJO,HIPOLITO 01(57297 CENTRAL HLT/PH
§3 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NaME 66 EMPLOYER LOCATION
2003121903800004
67PRN.DAG.CD.|  gocoe | 10 Co0E OTRERDIAG.CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
41402 |[4280 2875 42732 140391 [42731 [99673 9975 5845 41071 |E8798
79pC) 8  PRINCIPAL PROCEDURE BT OTHERPROCEDURE ‘ RATENONGPHYS.D 354 794
| 2113601 122303[3606 1223038856 122303 | |A52797 MATTHEWS,RAY V MD
Ny  OTAERPROCEDURE. _OTERPROCEDURE I gromerpivs DAL 062 6
| 13722 122203[8856 122203[9962 010204 | [E96946 BURSTEIN, STEVEN MD
83 FEMARKS OTHER PHYS, ID
55 PROVIDER REPRESENTATIVE TG DATE
012706

OCRORIGINAL

EXYITYYNTE) Ar+ROVL D O NO £235:0470

TCEMTIFY THE CERTIFICATIONS GN THE REVERGE APFLY TO THIG BiLL AKD ARE MADE A PART H &: GF
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GOOD SAMARITAN HOSPITAL 2 V00006221501 3 PATIENT CONTROL NO. g@i
FILE 53289 549-56-4983 VAH95370 111
LOS ANGELES CA 900743289 |sfe.taxno. 6 STATEMENTCOVERSPERIOD. 17 covp | g NcCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US|95-1656366[091504 (092104 6 0
12 PATIENT NAME 73 PATIENT ADDRESS
ROSS, ELLEN 2907 W FLORENCE AVE;LOS ANGELES;CA;90043
14 BIRTHDATE 556X 16MS|  yrpare  POVISSION o rver, sspo |21 D HR[22 STAT| 23 MEDICAL RECORD No. " CONDITION CODES o |3CO
07051941|F [ M[091504 (11 | 3 | 2[16[06[M001021493 478
Yoo [ ooe TGS Tooe | R M v [
11] 091504 B
c
TNITED HEALTH PLAN
/0 MERIDIAN HLTHCARE MGMT a|01 132000
1D BOX 1561 b
EELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
201| ROOM BOARD ICU SURGICAL {3600.00 1 360000
214|RM BRD CCU- POST CCU 2400.00 1 240000
219|RM BRD DOU OTHER 2400.00 4 9600b0
250| PHARMACY GENERAL 47 206169
251| PHARMACY GENERIC DRUGS 9 82400
252| PHARM NONGENERIC DRUGS 9 25713
258 PHARMACY IV SOLUTIONS 5 49816
259| PHARMACY OTHER 98 124569
270|MED SURG SUPPLIES 64 348175
272 MED/SRG STERILE SUPPLY 84 4631?9
278| MED/SRG SUPP OTHER IMP 1 477000
300 LABORATORY GENERAL 22 152502
“301| LAB CHEMISTRY 14 309926
©305] LAB HEMATOLOGY 12 133749
306| LAB BACTERIOLOGY 2 15552
©:320| DIAGNOSTIC RADIOLOGY 4 106444
360{OR SVCS GENERAL 1 642720
370 | ANESTHESIA GENERAL 260 283400
420| PT GENERAL 8 61030
421|PT VISIT 4 23520
424 | PT EVALUATION 1 15120
636 | RX REQ DETAILED CODING 4 9568
730| EKG/ECG GENERAL 3 55986
50 PAYER 51 PROVIDER NO. W' Lo | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 783230
57 | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 53P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
ROSS, ELLEN 01(295409 CRENSHAW COMMU
63 TREATHENT AUTHORIZATION GODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
107794-1
6TPRN.DIAGCD.|  groope | 10CODE OTHERDIAG. CODES 74 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
44422 (496 [5990 4471 25050 [36201 4019 2720 71690 4439
7P| ®  DRINCIPAL PROCEDURE §7_ OTRER PROCEDURE T B2 ATTENDNG PRYS.D C 42790
9113929 091604 C08368 ESTIOKO,MANUEL R MD
! — OTHER PROCEDURE ~ STHER PROCEDURE BOTHERPIYS.DCA 2790
4 C08368 ESTIOKO,MANUEL R MD
84 REMARKS OTHER PHYS. 1D
§5 PROVIDER REPRESENTATIVE 86 DATE
012706

A ROVED OMUNG C1304T OCRORIGNAL

TCCRTIFY THE CEATIFICATIONS ON THE RE VE RSE APPLY TQ THIS BILL AND ARE MADE A FAHT HER: OF
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2 V00006221501

ST |

GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. A ‘
FILE 53289 549-56-4983 VAH95370
LOS ANGELES CA 900743289 |sfe.1axno. 6 STATEWENT COVERSPERIOD 7covn. | snGD. | 9cip |10 LRD. |11
2134822700 2134822721 US|[95-1656366[0915041092104 6 0
2.PATIENT NAVE 13 PATIENT ADDRESS
"28S, ELLEN 2907 W FLORENCE AVE;LOS ANGELES;CA;90043
14 BRTHOATE 15X 16MS]  ypare  APMIBSION o roe zosme |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u CONDITON CODES o |31C0
770515241 F | M 091504|11 I3 [2 1606 [MO010214953 478
37 OCCURRENCE . 3 OCCURRENGE % OCCURRENCE SPAN 7
COJE DATE CCDE DATE CODE FROM § THROUGH A A
117091504 B B
[ [o]
UN TED HEI LT PLAN 3CQOBE VALUE CA?A%FJ'?T 4CIODE VALUE CA%%SST
C/0O MERIDIAN HLTHCARE MGMT al 0T 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 1
2 2
3 3
4 4
5 5
8| 6
7 7
8| 8
0 g
10
1"
12
13
14
15
1
17
18
19
20
21
2
J01| TOTAL CHARGE 5146548 0 2
50PAYER 51 PROVIDER NO. .| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
- NITED HEALTH PLAN 951656366 Y| |Y 783230
51 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
ROSS, ELLEN 011295409 CRENSHAW COMMU A
B
c
63 TREATMENT AUTHORIZATION CODES 24 | 65 EmpLOVER NamE 66 EMPLOYER LOCATION
107794-1 A
B
[
6TPRIN.DAG.CD.|  gicope | 10C00E OTHERDIAC. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
44422 1496 | 5990 4471 25050 |36201 (4019 2720 71690 4439
79PC 80 PRINCIPAL PROGEDURE _ 5 _OTHERPROCEDURE . S ATTENONGPRYS. D G423 790 a
_2] 3929 091604 C08368 ESTIOKO,MANUEL R MD b
] — OTFER PROCEDURE ~OTHERPROCEDURE 1 [ gsomerpivs 0C4 2790 a
Ny '} |c08368 ESTIOKO,MANUEL R MD b
“BAEFMARKS OTHER PHYS. ID a
! 35 PROVIDER REPRESENTATIVE 8 DATE °
X 012706

REYITEY AT AFWOV, B ONINO €5027 GCRORSNAL

TCERTIY THZ CLATIFCATIONG ON THE REVERLE AXFLY TO THS3 BAL AND ARE MADS AFART 1 v CF
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. STV ]
FILE 53289 407-38-3754 VAR93666 1
LOS ANGELES CA 900743289 |sem.1axno. 6 STATEMENTCOVERSPERIOD.  T7 covo. | enco. | s cio [0 LD |11
2134822700 2134822721 US|[95-1656366[032803[040303 6 0
1ZPATIENT NAME 13 PATIENT ADDRESS
RACE, WILLIAM PO BOX 564 ;DOWNEY;CA;90241
14 BIRTHDATE 15SEX|16MS|  pae  ADVISSION e, 20sac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " GONDITIONCODES » |31C0
0419193T[M | U|032803[22 [ 2 [ 2[16]01[M000980511 514
ﬁgzicf‘fﬁ'iﬁf__ oo T Tooe | SR M poven | A
117032803 8 a
c
(UNITTED HEALTH PLAN T VRS T |
PO BOX 90579 al01 132000 a
MPTN: CLMS OPERATIONS b ? b
~28 ANGELES, CA 90009-0579 c c
N d i d
42'REV, CO. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
214|RM BRD CCU- POST CCU 2000.00 6 1200000 1
250| PHARMACY GENERAL 52 315432 2
251) PHARMACY GENERIC DRUGS 5 252?2 3
252 PHARM NONGENERIC DRUGS 8 25462 4
255| PHARM INCID TO RAD SERV 1 48000 5
258| PHARMACY IV SOLUTIONS 5 37552 6
259 PHARMACY OTHER 9 13906 7
270| MED SURG SUPPLIES 23 158989 8
272{MED/SRG STERILE SUPPLY 58 242413 0
275| MED/SRG SUPP PACEMAKER 1 2700p0 10
278 | MED/SRG SUPP OTHER IMP 2 9900000 1
301 LAB CHEMISTRY 11 180221 12
305{ LAB HEMATOLOGY 8 76032 e
'306| LAB BACTERIOLOGY 1 8294 1
'"320| DIAGNOSTIC RADIOLOGY 4 195609 15
i360({ OR SVCS GENERAL 1 267800 16
“370| ANESTHESIA GENERAL 130 98410 17
'410| RESPIRATORY THERAPY 2 10368 18
480| CARDIOLOGY GENERAL 3 110040 19
481 CARDIAC CATH LAB 5 9056?4 20
636| RX REQ DETAILED CODING 3 28097 21
710| RECOVERY ROOM GENERAL 4 59520 2
730| EKG/ECG GENERAL 3 46656 2
50 PAVER 51 PROVIDER NO. W' | s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 4047086 699100
& | DUEE FIROM PATIENT [> 25000 25000-
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
RACE, WILLIAM 01407383754 A
B
c
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
£1548-3 A
B
c
BTPRN.DIAG.CD.[  gooope | 70 CODE OTHERDIAG. CODES - 14 G00E 76 ADM. DIAG. CD. | 77 E-CODE 78
4271 42731 (4148 41401 |4019 49390 12720 V4581 [V4582 4271
79pc] 8 PRINCIPALPROCEDURE BT OTHERPROCEDURE B2 ATTENDNGPHYS. D A6 066 O a
+jﬂ73794 1040203[3722 033103[3726 040203 ARTAL, ROY MD b
- OTHER PROCEDURE. ~ OTHERPROCEDURE ROHERPYS DG E 22 04 a
8856 0331038853 033103 F36709 LERMAN,ROBERT D MD b
84 REMARKS OTHER PHYS. ID a
B PROVIDER REPRESENTATIVE 86 DATE °
X 012706

TCERTIZ¥ THE CTRT.FCAT.ONS ON THE REVE RUE APFLY TO TH. 3 Gk AND AR KADE A PART M. A CF
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GOOD SAMARITAN HOSPITAL Py ——— TV
FILE 53289 407-38-3754 VAKI3666 T
LOS ANGELES CA 900743289 [srep axno. 6 STATEVENTCOVERSPERIOD. |7 covp. | ancD. | 9CiD. |10 LRD. | 11
2134822900 2134822721 US[95-1656366 (0328037040303 6 )
12 PATIENT NAME 13 PATIENT ADDRESS
FACE, WILLIAM PO BOX 564 ;DOWNEY;CA;90241
14 BRTHDATE 15X 16MS| oy APMIBSION e sosec |21 D HR[22STAT] 23 MEDICAL RECORD NO. " ‘CONDITION CODES N ES
~i'::&191931 MT U 032803]22 LE |2 16[01{MO00S80511 514
:‘('ifl;)F CCCURREDrX(T:EE 3(:4ODE CCCURRED'§$E 3CGODE OE(R:CL){'?RENCE SPAN THROUGH ?A?
117032803 B B
C c
UNITED HEALTH PLAN Ty VS
PO BOX 90579 al 01 132000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 900059-0579 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 1
2 2
3 3
4 4
5 5
6 6
71 7
8| 8
9 9
10
1"
12
13
14
15
16
17
18
19
20
21
22
001} TOTAL CHARGE 14223707 0 2
50 PAYER 51PROVIDER NO. 3,1 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
TNITED HEALTH PLAN 951656366 YITY 4047086 699100
57, | DUE FROM PATIENT [> 25000 25000-
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
RACE,WILLIAM 011407383754 A
B
c
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
81548-3 A
B
c
BTPRN.DIG.CO.|  goope | 10C00E S T 4 CoDE 76 ADM. DIAG. CO. | 77 E-CODE 78
4271 42731 |[4148 41401 [401° 49390 [2720 V4581 [v4582 4271
79pc. |80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE s2aTrENONGPHYS.0 A60669 a
| 9] [ 3794 0402033722 033103|3726 040203 ARTAL, ROY MD b
~ OTHER PROCEDURE - < OTHERPROCEDURE pry— LS/ B NI T! a
8856 033103|8853 033103 F36709 LERMAN,ROBERT D MD b
84 REMARKS OTHER PHYS. ID a
i 55 PROVIOER REPRESENTAT VE BHDATE °
X 012706

VIOTRGEANTY Aberov, 0 ORINO £3.0C77) OCRORIGNAL
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GOOD SAMARITAN HOSPITAL

L o2 HCHA WS A DV, TORIND B30 IT0 GCROWGNAL

2 VOO005558150 3 PATIENT CONTROL NO. gﬁf_
FILE 53289 571-10-6510 VAG5 1477
LOS ANGELES CA 900743289 [see maxno. 6 STATEMENT COVERSPERIOD. ~ T7 covp.| 8NCD. | 9.CID. |10 LRD. | 11
2134822700 2134822721 US[95-1656366(011204(7011404 2 0]
12 PATIENT NAME 13 PATIENT ADDRESS
BARTON, FRANK E 10151 STANFORD AVE;SOUTH GATE;CA;90280
14 BIRTHDATE sssex|oms| o ADVISSION o ee, spseg |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES ESS
06081917[M [ M[0I1204[17 [ 2 [ 2[20[03[M000667633 118
S o P T | e [ A
117011204 B B
UN ThD HE}XLT PLAN 30900E VALUE CA?:%E&T : 4(31005 VALUE (i(y‘)'.[())EﬁT ¢
C/0 MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b § b
RELLEVUE, NE 68005-1561 ¢ ¢
. d | d
42 REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
. 219/ RM BRD DOU OTHER 2000.00 2 400000 1
'250| PHARMACY GENERAL 8 22826 2
251| PHARMACY GENERIC DRUGS 2 12700 3
252 | PHARM NONGENERIC DRUGS 2 43 9 3 4
258 PHARMACY IV SOLUTIONS 1 13693 5
259 PHARMACY OTHER 13 18669 6
270 MED SURG SUPPLIES 19 585:63 7
272| MED/SRG STERILE SUPPLY 30 88559 8
275| MED/SRG SUPP PACEMAKER 1 1854000 0
301( LAB CHEMISTRY 3 52762 10
305| LAB HEMATOLOGY 3 35252 o
306 LAB BACTERIOLOGY 2 51840 12
320 DIAGNOSTIC RADIOLOGY 2 53913 13
360| OR SVCS GENERAL 1 247200 14
370| ANESTHESTA GENERAL 100 81400 1
-2480| CARDIOLOGY GENERAL 3 132048 1
636| RX REQ DETAILED CODING 1 3133 17
710| RECOVERY ROOM GENERAL 3 44640 18
+ 730| EKG/ECG GENERAL 2 37324 19
921 PERIPHERAL VASCULAR LAB 2 17280 20
21
22
001} TOTAL CHARGE 3230195 0 2
50 PAYER 51 PROVIDER NO. “¥ 4| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 571263 479637
57 | DUIE [FROM PATIENT > 30000 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
BARTON, FRANK E 01000534514 CROWN CITY MED |571106510 A
B
Cc
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
970511-1 5 A
| 5
C
67PRN.DAG.CD.|  geopr | 1oco0E OTHER DIAG. CODES - 4 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
V5331 [41400 (4019 2449 3310 29410 ([v4581 V5331
7gpc |80 PRINCIPALPROCEDURE 81 OTHER PROCEDURE = 82 ATTENDING PHYS.0 A3 9656 a
913785 011304 A28538 BHANDARI,ANIL K MD b
i T OTRERPROCEDURE - —_OTHER PROGEDURE s omERPS DG ED 204 a
F36709 LERMAN,ROBERT D MD b
84 REMARKS OTHER PHYS. 1D a
55 PROVIDER REFRESENTATIVE 86 DATE ’
X 012706

TCZRNIFY THE CT T CATOWS ON THE REVERLT ARrLY TO THE3 Gl AND ARE FADZ A PART KC i GF
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GOOD SAMARITAN HOSPITAL

2 V00005570563
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GIITHCEA APOROVE B UMBNO C233-027) OCRIOMIGINAL

3PATIENT CONTROL NO. Faa
FILE 53289 436-40-2107 VAG98090 1
I0OS ANGELES CA 9007432809 [5rep raxno. © STATEMENTCOVERSPERIOD. 17 covp. | 8 NCD. | 9 C4D. [ 10 LRD. | 11
71134822700 2134822721 US|[95-1656366 0116047012104 5 0
14 FIATIENT NAE 13 PATIENT ADDRESS
IORCHE, LEON M 1807 W. 36TH ST;LOS ANGELES;CA;90018
14 BIRTHDATE 155X 16MS| o ADVIRSION o 1oe nsec |21 D HR[22 STAT] 23 MEDICAL RECORD NO. ” CONDITION CODES o |30
10251930{M | M]011604[21 L2 [ 7]16][01[MOO1010150 14
oo PO Cooe TS Tooe | e v [
111011604 8
c
"UNITED HEALTH PLAN | S T
C/O0 MERIDIAN HLTHCARE MGMT a| 01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
IT7TROOM & BOARD ONCOLOGY 1000.00 5 500000
250| PHARMACY GENERAL 3 6924
259 PHARMACY OTHER 23 21132
270| MED SURG SUPPLIES 11 220?1
~301| LAB CHEMISTRY 4 59570
. 305| LAB HEMATOLOGY 3 36507
“320| DIAGNOSTIC RADIOLOGY 1 24883
351| CT SCAN/HEAD 1 166303
420{ PT GENERAL 2 11760
424| PT EVALUATION 1 15120
450| EMERGENCY ROOM 2 841§4
610{ MRI GENERAL 1 221875
730| EKG/ECG GENERAL 2 37740
740| EEG GENERAL 1 24720
921| PERIPHERAL VASCULAR LAB 1 55800
301 TOTAL CHARGE 1288509 0
50PAYER 51 PROVIDER NO. 5 2] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[[Y 488000 0
MEDICARE PART A 050471 Y| |Y 0 436730
57 | DUIE [FIROW PATIENT [> 0
56 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
PORCHE, LEON 01({021159410
PORCHE, LEON 01(436402107A
63 TREATMENT AUTHORIZATION CODES o | 85 EMPLOVER NawE 66 EMPLOYER LOCATION
BTPRN.DAG.CD.| oo | 10CO0E OTHERDIAG. CODES 74 Co0E 76 ADM. DIAG, CD. | 77 E-CODE 78
431 3051 [30503 [V1259 431
79PC.| ®  PRINCIPAL PROCEDURE - BT OTHER PROCEDURE . 2 ATTENONG PvS 0 A2 9921
7] C35367 LEMAILEWILLIAMS, ROBERT L
— OTHER PROCEDURE_—~ o OIFER PROCEDURE. P ————
84 REMARKS OTHER PHYS. (D
55 PROVIDER REPRESENTATIVE §6 DATE
012706

T ®» T o o o

TCERTIFY THE CERTIFICATIONS ON THE REVE RSE APPLY TO THIS BILL AND ARE MADE A PART Ht RLOF
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GOOD SAMARITAN HOSPITAL 200006930457 3PATIENT CONTROL NO.
FILE 53289 616-18-5600 VAK93656 1
LOS ANGELES CA 9500743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD 17 coyp. | s ncD. | 9.¢ID. |10 LRD. | 11
2134822700 2134822721 US|[95-16563661051005|051105 1 0
12 PATIENT NAVE 13 PATIENT ADDRESS
CIPRES, JESUS 9227 KLINGERMAN; SOUTH EL MONTE;CA;91733
14 BIRTHDATE 5Sex|16MS| o ADVIRSION e, 20sc |21 DHR22 STAT| 23 MEDICAL RECORD NO. ” CONDTIONCOES » |3MCD
[06011946[M | M| 051005[16 [ 2 | 2|/16{01|M000818309 124
i I I
»1{ 051005 8
[+
UHP MEDI-CAL Ry T VY
C/0O MERIDIAN HLTHCARE MNGT a|01l 132000
PO BOX 1561 b §
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 4SSERV.ONTE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210 ROOM BOARD CCU GENERAL 4300.00 1 430000
250| PHARMACY GENERAL 10 26 54 0
251 | PHARMACY GENERIC DRUGS 4 13894
255| PHARM INCID TO RAD SERV 1 57600
258 | PHARMACY IV SOLUTIONS 1 7011
259| PHARMACY OTHER 6 11596
270| MED SURG SUPPLIES 23 143651
272 | MED/SRG STERILE SUPPLY 5 148294
'278| MED/SRG SUPP OTHER IMP 1 660313
2300| LABORATORY GENERAL 4 3840
+301| LAB CHEMISTRY 6 118619
305| LAB HEMATOLOGY 7 75688
"306| LAB BACTERIOLOGY 2 16313
320{ DIAGNOSTIC RADIOLOGY 3 137479
481 | CARDIAC CATH LAB 4 948257
543 | AMBULANCE HEART MOBILE 1 538:56
636 RX REQ DETAILED CODING 2 4178
730| EKG/ECG GENERAL 1 186;62
001| TOTAL CHARGE 2281491 0
50 PAYER 51 PROVIDER NO. W 4| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y 408570
51" | DUE [FROW PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
ZIPRES, JESUS 01|69579216A CROWN CITY IPA
53 TREATMENT AUTHORIZATION CODES o< | 65 EMPLOYER NamE 56 EMPLOYER LOCATION
2005051000200001
GTPRN.DIAG.CD.| oo | 0 cone OTHER DIAG. CODES - 4 oD 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 4111 70706 (40391 1412 25000 1490 2749 v1is582 78650
79pC] 8 PRINCPALPROCEDURE B OTHERPROCEDURE RATTENDNGPHYS.D AC28338
9113722 05110518856 051105(8853 051105 | |A32618 HOFFMAN,RICHARD L MD
- OTRER PROCEDURE - OTRER PROCEDURE 50THERPHYS. DAC2 83 3 8
) A32618 HOFFMAN,RICHARD L MD
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE T OATE
012706

o
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SAMARITAN HOSPITAL 200005590294 3PATIENT CONTROL NO. g%i
FILE 53289 434-16-6564 VAG53501 111
LOS ANGELES CA 9007432889 | seen.taxno. 6 STATENENTCOVERSPERIOD |7 covo.| 8wnco. | 9¢iD. |10 LRD. | 11
2134822700 2134822721 US|{95-1656366({012304012704 4 0
12 PATIENT NAME 13 PATIENT ADDRESS
ELIE,T.J. 1247 MLK BLVD;LOS ANGELES;CA;90011
14 BIRTHDATE 155X/ 16MS| o AOMSSION e apsrc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. " "CONDITION CIBES » |3CO
04011917|M | S[012304{21 ] 2 | 2[15[/01|M001010689 88
%2 GCCURRENCE 34 OCCURRENCE % OCCURRENCE SPAN T
CODE DATE CODE DATE CehE FRCI THROUGH A
11{ 012304 3
C
UNITED HEALTH BLAN T S T | "
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b ;
BELLEVUE, NE 68005-1561 c
d i
42IREV. CD. | 43 DESCRIPTION 44 HOPCS / RATES USSERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
-110| ROOM BOARD 1000.00 3 300000
’210| ROOM BOARD CCU GENERAL 3600.00 1 360000
'250| PHARMACY GENERAL 6 23973
252| PHARM NONGENERIC DRUGS 1 385;85
259| PHARMACY OTHER 33 39769
270|MED SURG SUPPLIES 21 175627
272| MED/SRG STERILE SUPPLY 1 21436
300| LABORATORY GENERAL 9 705?9
301| LAB CHEMISTRY 3 108000
302| LAB IMMUNOLOGY 1 4666
305| LAB HEMATOLOGY 4 456?0
306| LAB BACTERIOLOGY 1 9953
320| DIAGNOSTIC RADIOLOGY 1 24883
410| RESPIRATORY THERAPY 10 921p6
420| PT GENERAL 2 11760
424| PT EVALUATION 1 15120
730| EKG/ECG GENERAL 1 18662
Pt i
001) TOTAL CHARGE l3607b9 0
50 PAYER §1PROVIDER NO. « e | 5 PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
UNITED HEALTH PLAN 951656366 Y||Y 396800
57 | DUIE FROW PATIENT > 0
§8 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
ELIE,T.J. 01434166564 GLOBAL CARE IP
63 TREATMENT AUTHORIZATION CODES o | s5 EmpLOvER NAME 66 EMPLOYER LOCATION
GTPRNDAGCD.| oo | 10C00E OTHERDING. CODES 14 GO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
19121 [5997 |515 2859 12948 4019 5939 2888 7906 78605 |E9320
79pc.| 80 PRINGIPAL PROCEDURE BT OVHERPROCEDURE | [sAmeroncPRYS.D AGB2009
ol _ | [E99424 KIM, SUCHA MD
i —TAER PROCEDURE - o STHERPROGEDURE | { g3 0THER PHYS. D
|
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 8o DATE
X 012706
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EENTEYRTE)

APROW, D OMINO C113:047) OCRORIGNAL

FCERTIFY THZ CLATFCATIONG ON THL REV: RLT APFLY 7O TH-; LL AND ARL KADE A PART . <ECH
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AFPROV, D DAIND €313027) OCRORIGINAL

CLRTIFY THE CCRTIFICATIONS DN THE REVEREE APPLY TO THIG BILL AND ARE MADE A PART HEREOF

GOOD SAMARTITAN HOSPITAL 2 V00005784830 3 PATIENT CONTROL NO. 07T |
FILE 53289 550-83-9029 VAGIBOUT7 1
LOS ANGELES CA 900743289 [sre0 taxno. 6 STATEVENT COVERSPERIOD. ™ T7 covp. | 8NCD. | 9CID. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366(|0405904 (041004 1 0]
TZ PATIENT NAME 13 PATIENT ADDRESS
LUK, ELIZABETH 9141 E. FAIRVIEW AVE;SAN GABRIEL;CA;91775
14 BIRTHDATE 15SEx|16MS| o ADVISSION o rvpe, s0src |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u LONDITION CODES 3CO
+4201960[F | M[040904]06 Iil 2110101 |M001016541 518
7 OCCURRENGE 3 OCCURRENCE 3% TCCURRENCE SPAN T
P_(TODE DATE CODE DATE CODE FRCL THROUGH A A
111040904 3 B
"UNITED HEALTH PLAN L S o
C/0O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 ¢ c
d d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
214[RM BRD CCU- POST CCU 2000.00 1 200000 1
250| PHARMACY GENERAL 7 27487 2
258| PHARMACY IV SOLUTIONS 1 8259 3
259 PHARMACY OTHER 2 1 56 6 4
270| MED SURG SUPPLIES 6 26178 5
272|MED/SRG STERILE SUPPLY 13 728690 5
301| LAB CHEMISTRY 1 36000 7
''305| LAB HEMATOLOGY 3 35252 5
#320| DIAGNOSTIC RADIOLOGY 1 34704 9
480| CARDIOLOGY GENERAL 3 1597536 10
" 636|RX REQ DETAILED CODING 2 5799 1
710| RECOVERY ROOM GENERAL 3 580860 12
730| EKG/ECG GENERAL 1 18662 13
14
15
16
17
18
19
20
21
22
001| TOTAL CHARGE 2778193 23
50 PAYER 51 PROVIDER NO. 5] 54 PRIOR PAYMENTS §5 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YilY 301100 264100
5 | DUIE FROW PATIENT > 75200 0
58 INSURED'S NAME 5P REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
LUK, ELIZABETH 0121104876 PACIFIC IPA A
B
[
63 TREATMENT AUTHORIZATION CODES 2 | 65 EmpLOYER NamE 66 EMPLOYER LOCATION
2004122300800001 A
B
[
67PRIN.DIAG.CD.| g5 cone 10GO0E OTHER DIAG.CODES 74 C00E 76 ADM. DIAG. CD. 78
4270 4270
r9pc. |80 FRINCIPALPROCEDURE | 81 OTHERPROCEDURE g2 ATTENDING PHYS.D G622 04 a
9] 13734 | 040904]3726 0409043729 040904 | [F36709 LERMAN, ROBERT b
T GTRERPROCEDURE, < OTFER PROCEDURE BOTERPS DG E 2204 a
3727 040904 F36709 LERMAN, ROBERT b
| 8 REMARKS OTHER PHYS. ID a
i 55 PROVIDER REPRESENTATVE 5 DATE ’
X 012706
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GOOD SAMARITAN HOSPITAL |7 VOUUUG958T93 Pv—— Qm
FILE 53289 617-43-5731 VAJ40812 1
LOS ANGELES CA 9007432809 [srep taxno 6 STATENENTCOVERSPERIOD. 17 covp. | 8 N-CD. | 9 CID. | 10 LRD. | 11
2134822700 2134822721 US[95-1656366[051905[052105 2 0
12 PATIENT NAME 13 PATIENT ADDRESS
KANYINDA, BEATRICE 746 S. CORONADO STREET;LOS ANGELES;CA;90057
14 BIRTHDATE 15X 16MS| o ADVISSION o e sng |21D HR[22 STAT| 23 MEDICAL RECORD NO. w CONDITION CODES o | 3#HMO
_93251978 F[ S 051905IZO L} |2 11{01|MO01049115 373
1171 051905 B
C
UNITED HEALTH PLAN
C/O MERIDIAN HLTHCARE MGMT a| 01 132000
©0 BOX 1561 X
»ZLLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
112 ROOM & BOARD OB 1200.00 2 240000
250 PHARMACY GENERAL 5 13846
259 PHARMACY OTHER 6 23811
270| MED SURG SUPPLIES 11 95605
272| MED/SRG STERILE SUPPLY 1 32359
300 LABORATORY GENERAL 5 24730
305| LAB HEMATOLOGY 2 16162
361| OR SVCS MINOR SURGERY 1 559?0
370 ANESTHESIA GENERAL 1 43320
636 RX REQ DETAILED CODING 1 6637
710 RECOVERY ROOM GENERAL 1 276p0
720|{ LABOR ROOM/DEL GENERAL 3 287400
001| TOTAL CHARGE 867390 0
50 PAYER 51 PROVIDER NO. 0| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 0 157400
BECKA ASSOC., DR. BETHEL Y(|Y 0
57 | DUE PAVIENT > 0
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
KANYINDA, BEATRICE 01300250753 EMPLOYEE HEALT
KANYINDA, BEATRICE 01{617435731
63 TREATIENT AUTHORIZATION CODES 4 T 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2122376776
BTPRIN.DIAG.CD.| g cone 10CoDE OTHERDIAG. CODES 14 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
66431 | 64511 | V270 i V232
79pc |8  PRINCIPALPROCEDURE - 81 OTHERPROCEDURE » s2ATTENDINGPHYS. 0 A31955
| 9] ] 7359 052005] 7562 0520057534 051905 BARNES,DAVID A MD
T OTER PROCEDURE — ~ STRERPROGEDURE prysp—— N
7309 051905 BARNES,DAVID A MD
84 REMARKS OTHER PHYS. ID
| 85 PROVIDER REPRESENTATIVE 86 DATE
012706

o o T 9 o o

A-PROV: DO RO 30270 OCROR:GNAL

TCERTIFY THZ CLRTH#ICATZONG ON THE REVERLE APHLY TO THI GLL AND ARE MADE A PART M7 REOF



GOOD SAMARITAN HOSPITAL 2V00004682480 3 PATIENT CONTROL NO. T |
FILE 53289 368-20-0594 VAGZ7003 71
LOS ANGELES CA 900743289 [sren.1axno. B STATEMENTCOVERSPERIOD 17 covp, | sncp. | 9ciD. [ 10 LRD.[ 11
2134822700 2134822721 US[95-1656366[032203[032603 4 0
12PATIENT NAME 13 PATIENT ADDRESS
CUCUIAT, ANDREW 1 CEDARWOOD DR ;POMONA;CA;91766
| 14 BRTHOATE 16SEX|16MS| o AOMISSION o vee, sosnc |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |3C0O
11241922[M | M| 032203f16 | 2 1 4[11]01|M0O00979959 518
j?;VgE OCCU?B_‘?{:EFL: 3(?0DE CCCURREDNA'?EE 308095 oegg‘?RENCE SPAN THROUGH X A
al 111 032203 5 B
# UNITED HEALTH PLAN Sooe | A SO “one | AR
D) BOX 90579 al 01 132000 a
#TTN: CLMS OPERATIONS b i b
.OS ANGELES, CA 90009-0579 c c
d | d
42 REV. CO. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1y 210[ ROOM BOARD CCU GENERAL 3600.00 2 720000 1
2] 214|RM BRD CCU- POST CCU 2000.00 1 200000 2
3y 219|RM BRD DOU OTHER 2000.00 1 ZOOOpO 3
s 250 PHARMACY GENERAL 24 51659 4
s| 251| PHARMACY GENERIC DRUGS 9 31509 5
s|] 252| PHARM NONGENERIC DRUGS 8 404?8 6
71 255| PHARM INCID TO RAD SERV 2 96000 7
s|] 259| PHARMACY OTHER 35 36309 8
o] 270 MED SURG SUPPLIES 22 217241 0
| 272 MED/SRG STERILE SUPPLY 15 5202?2 10
n| 300 LABORATORY GENERAL 1 5200 "
2| 320| DIAGNOSTIC RADIOLOGY 2 146188 12
»|-410| RESPIRATORY THERAPY 2 13306 13
1| “481| CARDIAC CATH LAB 9| 1891047 "
15| 7543 | AMBULANCE HEART MOBILE 1 44880 15
6] 636| RX REQ DETAILED CODING 14 260827 16
17 17
18 18
19 19
20 20
21 21
2 2
»| 001]| TOTAL CHARGE 4474956 0 2
50 PAYER 51 PROVIDER NO. &7 | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
a| UNITED HEALTH PLAN 951656366 Y||Y 850980 190120
Cc
57 | DUE PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
a| CUCUIAT, ANDREW 01120472 EASTLAND MED G A
Bl - B
Cc Cc
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
Al - A
B B
[ C
GTPRN.DAGCD.|  goope | 0CO0E OTHERDIRG. COLES e 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41402 4139 4019 49390 [2720 |2859 71590 (V4582 4139
79p.C| 80 PRNCIPAL PROGEDURE - BT OTHERPROCEDURE [samenoncrvs © A30496 a
9] ]3601 03250313722 0323038856 032303} |A26127 SCHEELE, WOLFGANG MD b
j — OTHER PROCEDURE oo TR PROCEDURE GOMERPYS DA3 0496 a
18853 032303 A26127 SCHEELE, WOLFGANG MD b
o | B REMARKS OTHER PHYS. ID a
b b
. 55 PROVIDER REPRESENTATIVE 86 DATE
d X 012706

U3 SEHCFA 1420 AVRROVI D M NO. 0333-0279 QCRIORIGINAL

TCERTIFY THZ CLRTIFICATIONG ON THE REVERL APFLY TO THI3 Gy AND AR KADL A PAKT Ml CF
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EXPnOVi D ORZING €73052T8 OTRORTNAL

COOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. ‘
FILE 53289 554-26-6247 VAH26055 11
LOS ANGELES CA 900743289 [seen.taxno. 6 STATEMENT COVERSPERIOD. 17 covp. | 8 NCD. | 9 C4D. |10 LRD. | 11

2134822700 2134822721 US[95-1656366]041204 [050104| 19 0
T2PATIENT NAVE 13 PATIENT ADDRESS
SAKAI ,MASAYOSHI 455 E. 3RD STREET;LOS ANGELES;CA;90013
14 BIRTHDATE SSEX[16MS]  ppare  POVSSON o rvee, 20sac |21 O HR[22 STAT| 23 MEDICAL RECORD NO. ” CONDITION CODES w |31C0O
06131919[M | W[041204]18 | 2 [ 1[23]03[M000722031 415
% OCCURRENCE 34 GCCURRENGE % GCCURRENCE SPAN 7
_COOE | DATE CODE DATE CODE FRCL THROUGH A A

' 11[ 041204 B B

[

(UNITED HEALTH PLAN T, | T
C/0O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
EELLEVUE, NB 68005-1561 c ¢
. d d
42 REV. CD. { 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
117 ROOM & BOARD ONCOLOGY 1000.00 19 1900000 1
250 PHARMACY GENERAL 25 263380 2

251| PHARMACY GENERIC DRUGS 86 612771 3
252| PHARM NONGENERIC DRUGS 28 7659$7 4
258 | PHARMACY IV SOLUTIONS 7 51296 5
259| PHARMACY OTHER 43 21341 6
270|MED SURG SUPPLIES 126 726053 7
272 | MED/SRG STERILE SUPPLY 155 529802 8
300| LABORATORY GENERAL 37 90432 9
301} LAB CHEMISTRY 29 707277 10
305{ LAB HEMATOLOGY 24 2769?4 1
306| LAB BACTERIOLOGY 25 327772 12
310| LAB PATHOLOGICAL GEN 6 54376 13
320| DIAGNOSTIC RADIOLOGY 7 168158 14
360|OR SVCS GENERAL 3 1255776 15
'370| ANESTHESIA GENERAL 508 461264 16
;390 BLOOD STORAGE/PROCESS 2 48742 17
120| PT GENERAL 9 74646 18
424 | PT EVALUATION 1 20150 19
430 OT 5 32304 20
636 RX REQ DETAILED CODING 1 2429 21
710! RECOVERY ROOM GENERAL 5 799?0 22
730| EKG/ECG GENERAL 2 37324 2

50 PAYER 51 PROVIDER NO. 55w | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 5140490 179510
5 | DUE FEROM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
SAKAI,MASAYOSHI 01554266247 TOTAL MED CARE A

8
[

63 TREATMENT AUTHORIZATION CODES . | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
700500000935 A
: B

[

67PRN.DAG.CD.|  geope | noowe | OTHERDIAG. CODES - 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 8
0389 7070 5180 2639 00845 [3441 4019 73028 2859 7806
79p.C.| 8 PRINCIPAL PROCEDURE - BT OTFERPROCEDURE 62 ATTENDING PHYS.0 337835 a
9| |4611 04160417789 042204 8674 042204 | [E50474 CHALISON,JOHN R MD b

~-OIHER PROCEDURE OTHER PROCEDURE prp——— NV a
8604 0414047789 041404 HEARTFIELD,WESLEY R MD b
84 REMARKS otHerPHYS. DG3 7835 a
E50474 CHALISON,JOHN R MD b
85 PROVIDER REFRESENTATIVE 86 DATE
X 012706

ICERTIFY THZ CERTIFICATIONS ON TH: REVER .E APFLY TO THE] (7L AND AKE WACT A PART W, Ri G
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GOOD SAMARTTAN HOSPITAL 2 V00005812789 3 PATIENT CONTROL NO, JI
FILE 53289 554-26-6247 VAH26055 11
LOS ANGELES CA 900743289 [srep 1axno. B STATEMENT COVERSPERIOD. 17 covp. | s ncD. | 9 cip. |10 LRD. | 11
2134822700 2134822721 US[95-1656366]041204 (050104 19 0
T2PATIENT NAME 13 PATIENT ADDRESS
SAKAI,MASAYOSHT 455 E. 3RD STREET;LOS ANGELES;CA;90013
14 BIRTHDATE 1SSEX 16MS|  pure  ADMISSION L rpe gosee |21 D HR[22STAT] 23 MEDICAL RECORD NO. 2 CONDITION CODES o | 3C0
(6131919 M W 041204]18AL? [ 1 23103 1M000722091 415
EN g P T | T 1T .
T 041204 . .
[ (o]
"ONITED HEADTH PLAN T T | T
C/O MERIDIAN HLTHCARE MGMT al01 132000 a
PO BOX 1561 b .
BELLEVUE, NB 68005-1561 c ¢
d d
42 REV. CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 947/ OTH THER COMP EQP ANC 11 59400 1
2 2
3 3
a 4
5 5
5 6
7 7
8 8
9| ¥4 9
10
11
12
13
14
15
16
17
18
19
20
21
22
001| TOTAL CHARGE 8567494 0 2
50 PAYER 51 PROVIDER NO. w i | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 Y[ Y 5140450 179510
5., | DUE [FROM PATIENT > 0
58 INSURED'S NAME 59 P REL| 60 CERT. - SSN - HIC, - D NO. §1 GROUP NAME 62 INSURANCE GROUP NO.
SAKAT ,MASAYOSHI 01554266247 TOTAL MED CARE A
B
[+
63 TREATMENT AUTHORIZATION CODES 2 T 65 EMPLOYER NAME 66 EMPLOYER LOCATION
000800000935 A
B
Cc
STPRN.DAG.CD.| g | 70 CO0E OTHERDIAG. CODES 70 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
0389 7070 5180 2639 00845 3441 4019 73028 (2859 7806
7opc | B0 PRINGIPAL PROGEDURE _ BT _ OTHER PROCEDURE T l 2ATENONGPYS.0 G37835 a
gj 4611 04160417789 042204 8674 042204 | |[E50474 CHALISON,JOHN R MD b
T OTERPROCEDURE  OTHERPROCEDURE ROMERPS DA 70276 a
8604 0414047789 041404 HEARTFIELD,WESLEY R MD b
84 REMARKS OTHERPHYS.DG3 7835 a
E50474 CHALISON,JOHN R MD b
55 PROVIDER REPRESENTATIVE % DATE
P 012706
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GOOD SAMARITAN HOSPITAL 2 V00005616644 3PATIENT CONTROL NO.
FILE 53289 626-58-5719 VAKY93658 ITT
LOS ANGELES CA 900743289 |sre.1axno. 8 STATEMENTCOVERSPERIOD 7 covp, | ancD. | 9.c40. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366[0204041020604 2 0
12 PATIENT NANE 13 PATIENT ADDRESS
FUENTES,MARIA D 200 N.BIXEL ST;LOS ANGELES;CA;90026
14 BIRTHDATE SSEX[16MS|  pare  POMRYION Lo 1vee, snsec |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » (3MCD
03101951[F [ M[020404[08 | 3 [ 2[15]01M0O0C0S79770 359
oo T ooe TR Tooe | OO M oo a)
i A
IT[ 020404 B B
BB Y ininh c c
UHP MEDI-CAL Tooe | Ve VA T
(:/O MERIDIAN HLTHCARE MNGT a| 01 132000 a
&0 BOX 1561 b b
EELLEVUE, NB 68005-1516 c c
d d
42REV. CD, | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
111 ROOM & BOARD MED/SURG 1000.00 2 200000 1
250| PHARMACY GENERAL 13 64372 2
251} PHARMACY GENERIC DRUGS 2 12700 3
252| PHARM NONGENERIC DRUGS 2 11 14 8 4
258 PHARMACY IV SOLUTIONS 2 27386 5
259| PHARMACY OTHER 2 2710 6
270| MED SURG SUPPLIES 19 1454:54 7
272|MED/SRG STERILE SUPPLY 42 71780 8
300 LABORATORY GENERAL 4 19008 9
305| LAB HEMATOLOGY 2 82 94 10
310| LAB PATHOLOGICAL GEN 1 22440 #
360[OR SVCS GENERAL 1 2842;80 12
.'370{ ANESTHESIA GENERAL 115 104420 13
+'536| RX REQ DETAILED CODING 1 8292 14
#710| RECOVERY ROOM GENERAL 3 49824 15
1
17
18
19
20
21
22
001| TOTAL CHARGE 1032108 0 23
50 PAYER 51 PROVIDER NO. « . | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
UHP MEDI-CAL 951656366 Y([|Y 0 174000
5 | DUIE PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
FUENTES,MARIA D 01]626585719 GLOBAL CARE 60000 A
- B
! 7( c
&3 TREATMENT AUTHORIZATION CODES ot | 65 EmpLOVER NamE 66 EMPLOYER LOCATION
27142-1 A
B
c
GTPRN.DIAG.CD.|  goope | 1000 OTHERDIAG. CODES 14 CODE 76 ADM. DIAG CD. | 77 E-CODE 78
2180 2181 2182 6268 [2859 6202 6262 6259 6268
79p..| ® PRINCIPAL PROCEDURE - 87 OTFERPROCEDURE - ~ B2 ATTENDNGPHYS. 0 CAGA 51509 a
9] ] 684 020404]6561 020404 {8606 020404 | |[A92554 BETHEL,MYRON W b
| -GTER PROCEDURE ' < OTHER PROCEDURE BOTERPS DCAGAS 159 a
A92554 BETHEL,MYRON W b
#4 REMARKS OTHER PHYS. 1D a
55 PROVIDER REPRESENTATIVE 86 DATE °
X 012706

APRROV: D OMBNO 6330479 OCRIORIGINAL

TCERTIFY THE CERTIFICATIONG ON THE REVERLE APPLY TO THLS BILL AND ARE MADE A PART Ni HLOF
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0D SAMARTITAN HOSPITAL

2 V00005760687 3 PATIENT CONTROL NO. arE
FILE 53289 547-64-3675 VAHTT6TT T
LOS ANGELES CA 900743289 [sre maxno. 6 STATEMENT COVERSPERIOD. ~ T7 covp.| 8 NCD. | 9 C4D. | 10 LRD. | 11
2134822700 2134822721 US|[95-1656366|0324047[032604 2 0]
TZPATIENT NANE T3 PATIENT ADDRESS
KURATA,YOSHIO 611N BAILEY ST;LOS ANGELES;CA;90033
14 BRTHDATE 15SEX|16MS| o ADMISSION e msnc 21D HR[22 STAT| 23 MEDICAL RECORD NO. 24 LONDITIONCODES o |3C0
_94031924 M| W 032404|14l;?| 1715701 1M000694605 527
R ooe TR Tooe | oS e Al
11032404 o o
c c
"UNITED HEALTH PLAN T,
C/0O MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210 ROOM BOARD CCU GENERAL 3600.00 1 360000 1
“214|RM BRD CCU- POST CCU 2000.00 1 200000 2
250 PHARMACY GENERAL 1% 456{72 3
251| PHARMACY GENERIC DRUGS ] 19842 4
252 PHARM NONGENERIC DRUGS 1 26539 5
255 PHARM INCID TO RAD SERV 1 57600 6
258 PHARMACY IV SOLUTIONS 2 16243 7
259 PHARMACY OTHER S 37234 8
270{ MED SURG SUPPLIES 15 156786 9
272 MED/SRG STERILE SUPPLY 14 586482 10
278| MED/SRG SUPP OTHER IMP 1 1145500 1
300 LABORATORY GENERAL 3 6240 12
301| LAB CHEMISTRY 14 225836 13
305| LAB HEMATOLOGY 4 47694 14
320| DIAGNOSTIC RADIOLOGY 2 112596 15
480| CARDIOLOGY GENERAL 3 132048 16
481| CARDIAC CATH LAB 8 l9l72bl 17
©5636]{ RX REQ DETAILED CODING 3 104813 18
.730| EKG/ECG GENERAL 3 55986 19
: H 20
21
§ 22
001| TOTAL CHARGE 5254392 0 23
50 PAYER 51 PROVIDER NO. 0] 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YilY 822520 162100
st | DUEE PATIENT > 0
56 INSURED'S NAVE 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
KURATA, YOSHIO 547643675 A
B
c
63 TREATMENT AUTHORIZATION CODES =] 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
i c
STPRN.OG.CD.|  goone | 10 GODE OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
11401 [4111 [3051 [v4582 | 4111
79PC] 8 PRINGIPAL PROCEDURE 57 __OTHER PROCEDURE — x e ATENDNGPRYS © GG 704 8 a
_21 3601 032504|3607 03250413722 032504} |E64813 MAYEDA,GUY S MD b
T OTERPROCEDURE  CTRERPROCEDRE ORI 0G6 704 8 a
8856 032504 (8853 0325043778 032504 | |[E64813 MAYEDA,GUY S MD b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE B DATE °
X 012706
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GOOD SAMARITAN HOSPITAL 2 V00004571022 3PATIENT CONTROL NO. ST )
FILE 53289 439-16-8867 VAK93662 f%%;
LOS ANGELES CA 900743289 |sren.1axno. B STATENENTCOVERSPERIOD. |7 covp. [ snco. | 9cip. [10LRD.{ 11
21348229700 2134822721 US|95-1656366[021703][030403[ 15 0
12 PATIENT NAME 13 PATIENT ADDRESS
FREEMAN, ALVIN 4118 EDGEHILL DR;LOS ANGELES;CA;90008
14 BIRTHDATE 165EX| 16MS|  ppae  ADVISSION o rvee, 20seo |21 D HR|22 STAT| 23 MEDICAL RECORD NO. “ LCONDITIONTODES o |31C0
12091919[M | M|021703]07 [ 3 ] 2[15[05[M000977040 116
:?:)QQE Occufﬁ),\i_?g 3(?095 CCCURRE[)"}\(%EE :?CDE O%gg?RENCEISPAN THROUGH ;A?
Fﬁl 021703 3
C
[ UNITED HEALTH PLAN Sooe | A o Tooe | Y SR
PO BOX 90579 a0l 132000
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV. CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
110] ROOM BOARD 1000.00 8 800000
214 RM BRD CCU- POST CCU 2000.00 7 14000p0
250| PHARMACY GENERAL 55 137731
251 PHARMACY GENERIC DRUGS 50 247766
255( PHARM INCID TO RAD SERV 1 48000
258! PHARMACY IV SOLUTIONS 8 293?7
259| PHARMACY OTHER 92 147557
270| MED SURG SUPPLIES 64 4407839
271| MED/SRG SUPP NONSTERILE 4 18174
272|MED/SRG STERILE SUPPLY 50 6087?9
“275| MED/SRG SUPP PACEMAKER 3 2556000
278| MED/SRG SUPP OTHER IMP 1 184450
“300| LABORATORY GENERAL 40 121207
301{ LAB CHEMISTRY 22 3638/74
305{ LAB HEMATOLOGY 17 153494
306| LAB BACTERIOLOGY 3 12096
310| LAB PATHOLOGICAL GEN 4 544?2
320 DIAGNOSTIC RADIOLOGY 7 749822
360{OR SVCS GENERAL 2 398222
370| ANESTHESIA GENERAL 95 64410
390| BLOOD STORAGE/PROCESS 4 916p0
420| PT GENERAL 25 154242
424| PT EVALUATION 1 15120
50 PAYER §1PROVIDER NO. ¥ | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y|[|Y 4927741 152259
Wi | DUIE [FROWM PATIENT [> 0
58INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
EREEMAN,ALVIN 01]469241 CRENSHAW MED G
63 TREATMENT AUTHORIZATION CODES 2. | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
6TPRNDIAGCD.|  geope | oot | OTHERDIAG. CODES 24 co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
44389 (4280 4538 42613 140391 |3970 9971 5939 53550 44389
76pC 80 PRINGIPAL PROCEDURE BT OTERPRQCEDURE x s2ATTENONGPHYS.D G6 704 8
9] [ 3772 022103]3783 022103 |4516 021903 | |[E64813 MAYEDA,GUY S MD
' ~ GTHER PROCEDURE o OTHER PROCEDURE - BOTERFTSBAG 3382
[4542 021950318848 0217038847 021703 SELLAMI, MOHAMED MD
o | 8¢ REMARKS OTHER PHYS. ID
: B5 PROVIDER REPRESENTATIVE 8 DATE
al X 012706
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. & B
FILE 53289 439-16-8867 VAKII662
-0S ANGELES CA 900743289 [srep.taxno. 6 STATEMENTCOVERSPERIOD. ~ T7 covo. | snco. | 9. cap. |10 LRD. | 11
2124822700 2134822721 US[95-1656366 0217030304037 15 0
12 PATIENT NAME 13 PATIENT ADDRESS
FREEMAN, ALVIN 4118 EDGEHILL DR;LOS ANGELES;CA;90008
14 BIRTHDATE wSEX[16MS|  pue  ADMISSION e snsec |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u CONDITON CODES o |31C0
12091919IM | M[021703[07 15105|M000977040 116
T2 (CCURRENCE 3 QUCURRENCE kS OCCURRENCE SPAN 7
f_(ﬂgﬁ__ ___DbATE CODE DATE CCRE FRC. THROUGH Al
117021703 B
[
ONTTED READTH PLAN T S
PO BOX 90579 al 01 132000
ATTN: CLMS OPERATIONS b 5
LCS ANGELES, CA 90009-0579 ¢
d i
42 REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 480 CARDIOLOGY GENERAL 3 110040
2|/ '636|RX REQ DETAILED CODING 5 328014
3] '710| RECOVERY ROOM GENERAL 8 115704
a| ~#730 EKG/ECG GENERAL 3 46656
s| '921| PERIPHERAL VASCULAR LAB 1 89280
-
7
8
°
'001| TOTAL CHARGE 9486686 0
$0 PAYER 51 PROVIDER NO. o .. | 5PRIORPAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 YIIY 4927741 152259
57 | DUIE (FIROWM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
FREEMAN, ALVIN 01469241 CRENSHAW MED G
63 TREATMENT AUTHORIZATION CODES &4 T 65 EmpLOYER NAME 66 EMPLOYER LOCATION
6TPRINDAG.CD.|  goooe | 10 cooE OTRER DI, GO e 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41389 4280 4538 42613 (40391 {3970 9971 5939 53550 44389
795G 80 PRINCIPAL PROCEDURE BT OTHER PROCEDURE § T {aamoonermsn GE 7048
[ =]]3772 0221033783 0221034516 021903 | [E64813 MAYEDA,GUY S MD
& . GTHER PROCEDURE - ~ OTHER PROCEDURE ROTERPS DAS 3382
_ {4542 021950318848 0217038847 021703 SELLAMI , MOHAMED MD
64 REMARKS OTHER PHYS. 1D
§5 PROVIDER REPRESENTATIVE 86 DATE
7 012706
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GOOD SAMARITAN HOSPITAL

2 V00003828134

ATFE

3PATIENT CONTROL NO
FILE 53289 561-41-5405 VAGZ70T3
LOS ANGELES CA 900743289 [srep.taxno. 6 STATEVENTCOVERSPERIOD. 17 covp. | s NcD. | 9.ciD. [10 LRD. [ 11
2134822700 2134822721 US[95-1I656366 061302061502 2 0
12 RATIENT NANE ; 13 PATIENT ADDRESS
TELGADO, SUSAN T 13204 S MAIN STREET;LOS ANGELES;CA;90061
$4BIRTHDATE 15SEX 16MS|  jypare  ADVISSION o e snseg |21 O HR[22 STAT] 23 MEDICAL RECORD NO. " CONDITION CODES o | 3C0
102119531 F | XT061302[17 [ 2 7 1716[01M0O00715671 518
Yoo TN Fone TR oot Og%lgRENCEISPAN THROUGH ‘2\?
117061302 s
9
UNITED HEALTH PLAN Tl VTS
P O BOX 90759 a| 01 132000
ATTN: CLMS OPERATIONS b |
LOS ANGELES, CA 950009 c
d .
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210[ ROOM BOARD CCU GENERAL 3600.00 1 360000
214|RM BRD CCU- POST CCU 2000.00 1 200000
250| PHARMACY GENERAL 14 41056
251 | PHARMACY GENERIC DRUGS 1 108?3
255( PHARM INCID TO RAD SERV 1 48000
‘'258| PHARMACY IV SOLUTIONS 4 8023
7259| PHARMACY OTHER 13 15727
' 270| MED SURG SUPPLIES 25 226892
272| MED/SRG STERILE SUPPLY 12 568992
300| LABORATORY GENERAL 7 21040
301| LAB CHEMISTRY 14 152808
305{ LAB HEMATOLOGY 5 41750
320| DIAGNOSTIC RADIOLOGY 2 78192
450 | EMERGENCY ROOM 1 58440
481| CARDIAC CATH LAB 5| 10122{72
636{ RX REQ DETAILED CODING 7 280668
710| RECOVERY ROOM GENERAL 2 25800
730| EKG/ECG GENERAL 4 51840
001| TOTAL CHARGE 3202343 0
80 PAYER 51 PROVIDER NO. ¥ TS| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
"'NITED HEALTH PLAN 951656366 Y 718600 128000
57 | DUE FROW PATIENT [> 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
DELGADO, SUSAN T 01|77262 ALLTIED PHYSICI |561415405
63 TREATMENT AUTHORIZATION CODES oar. | 63 EMPLOYER NAME 66 EMPLOYER LOCATION
62856-1 1
STPRN.OAG.CO.|  goope | 10C00E OTHERDIAG. CODES e 74008 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 [4111 J412 2720 4019 6256 30000 4111
79pC.[ 80 PRINCIPALPROCEDURE - 81 OTHERPROCEDURE ‘ s2aTTENDING PHYS.D (554794
| 9] ] 3601 061402}3722 061402 (8856 061402 | |[AB2797 MATTHEWS,RAY V MD
T SR PROGERURE ~OTHER PROCEDURE ROTERPS DS54 794
. 18853 061402 A52797 MATTHEWS,RAY V MD
i?ﬁ%MARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 8 DATE
012706
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GOOD SAMARITAN HOSPITAL 2 v00004410185 3 PATIENT CONTROL NO. h
FILE 53289 613-18-1399 VAKI3665
LOS ANGELES CA 900743289 [see. maxno. 6 STATEMENT COVERS PERIOD. | 7covo. [ 8NCD. | 9ciID [10LRD. [ 11
2134822700 2134822721 US[95-1656366 (122002122402 4 0
TZPATIENT NANE 13 PATIENT ADDRESS
PENA, PAULA 1533 3/4 6TH STREET;LOS ANGELES;CA;90019
14 BRTHDATE 156X 16MS|  yrpue  ADVISSION o rvoe e |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITON CODES o |30
07241929 F | M 122002115 L2 I 411101 [MO0O0OB72359 124
3(;’0‘.)[ CCCURR%‘)\I(T:E S(E‘ODE CCCURRED'»\;?EE 3CGODE OgggfﬁRENCE SPAN THROUGH z’ A
1711122002 8 B
. [ c
CNITED HEALTH PLAN 7 T R
IO BOX 90579 a0l 132000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
200 ROOM BOARD TICU GENERAL 3600.00 I 360000 1
214|RM BRD CCU- POST CCU 2000.00 3 600000 2
250| PHARMACY GENERAL 28 52897 3
252 | PHARM NONGENERIC DRUGS 9 915?0 s
255| PHARM INCID TO RAD SERV 1 48000 5
258 | PHARMACY IV SOLUTIONS 1 8259 6
259| PHARMACY OTHER 26 29726 7
270|MED SURG SUPPLIES 12 61101 8
272 |MED/SRG STERILE SUPPLY 4 93921 9
278| MED/SRG SUPP OTHER IMP 1 55011 10
~301{ LAB CHEMISTRY 10 144542 1
305} LAB HEMATOLOGY 8 70157 12
"320| DIAGNOSTIC RADIOLOGY 2 93830 3
- 481| CARDIAC CATH LAB 4 790215 14
636 RX REQ DETAILED CODING 1 2636 15
710| RECOVERY ROCM GENERAL 2 25800 16
730| EKG/ECG GENERAL 1 15552 17
761| TREAT/OBSERV RM- TRTMNT 2 36000 18
19
20
21
22
001| TOTAL CHARGE 2579207 0 2
50 PAYER 51 PROVIDER NO. 2 ¥ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YI[|Y 586223 127027
MEDI - CAL HSC30471F Y|[|Y 0 0
57 | DUIE [FROWM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - (D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
~ANA, PAULA 01613181399 TOTAL MEDICAL A
£ ENA, PAULA 01|/613181399 B8
) c
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
C
BTPRN.DIAG.CO.|  gyoope | 10Co0E OTHER DIAG. CODES 14 000E 76 ADM. DIAG. CD. | 77 E-CODE 78
4111 4280 [42731 [4019 4111
79pc.[ 80 FRINCIPALPROCEDURE 8 OTHERPROCEOURE g2 ATTENDINGPHYS. D 337835 a
_21 3722 122302]8856 122302|8853 122302 | ([E50474 CHALISON,JOHN R MD b
| OTHERPROCEDURE. <o OTHER PROCEDURE RoTERAS DG37835 a
E50474 CHALISON,JOHN R MD b
84 REMARKS OTHER PHYS. 1D a
785 PROVIDER REPRESENTATIVE 8 DATE °
X 012706

b W AALD AFPROV: D OMSNG (1330279

o~

OCR/ORIGINAL

TCERTIFY THE CERTIFICATIONS ON THE REVERSE APFLY TO THI BilL AND AR MADE A PART HLALOF
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GOOD 3PATIENT CONTROL NO. 9
FILE 53289 563-99-2090 VARII669
LOS ANGELES CA 900743289 see.maxno. B STATEMENT COVERSPERIOD. 7oovo. | sncD. | scip [10LRD | 11
2134822700 2134822721 US{95-1656366[0920027092402 4 0]
12 PATIENT NAME 13 PATIENT ADDRESS
YANG, SUNG MO 13154 PALM PL;CERRITOS;CA;90703
14 BIRTHDATE 156X 16MS|  pue  AOVISSION o vee, aspc [21DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES B
771181942 M [ M 092002'19 u [ /T11701[MOC0741012 14
3()2(1015. CCCURREDIXGY:EE 3(:}ODE CCCURRED’X?EE 3(:6005 ochg‘.?RENCE SPAN THROUGH 2\7
11092002 B
9]
UN rl‘ED HEI LT PLAN 3(?ODE VALUE CA?‘.%SET QC’ODE VALUE CA%%E)?T
P O BOX 90578 al 01 132000
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
201 ROOM BOARD ICU SURGICAL [3900.00 2 780000
219/ RM BRD DOU OTHER 2000.00 2 400000
250| PHARMACY GENERAL 5 12628
251, PHARMACY GENERIC DRUGS 2 4554
252| PHARM NONGENERIC DRUGS 4 8832
259] PHARMACY OTHER 18 20869
270| MED SURG SUPPLIES 14 148530
300| LABORATORY GENERAL 5 550
.-301{ LAB CHEMISTRY 16 205087
.7305| LAB HEMATOLOGY 4 35597
“351| CT SCAN/HEAD 1 138586
+ 444 | SPEECH PATH EVALUATION 3 23760
450 | EMERGENCY ROOM 1 81792
480| CARDIOLOGY GENERAL 3 110040
610 MRI GENERAL 1 184896
636 RX REQ DETAILED CODING 2 29928
730| EKG/ECG GENERAL 2 31450
921| PERIPHERAL VASCULAR LAB 1 558p0
001| TOTAL CHARGE 2272919 0
50 PAYER 51 PROVIDER NO. "oF 5| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[ Y 440800 110200
57: | DUEE PAVIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
YANG, SUNG MO 01443784 LA VIDA MED.GR (563992090
63 TREATMENT AUTHORIZATION CODES oo | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
4
STPRN.DAG.CD.| oo | 10CoDE OTHERDIAG. CODES 4 CODE 76 ADM, DIAG. CD. | 77 E-CODE 7
43401 [4010 72989 |2724 41400 |[V4581 [2948 V1582 436
79pC 80 PRNCIPAL PROCEDURE § _ OTHERPROCEDURE - Q2 ATTENDNGPRYS.D A3534 1
9] A84762 RANAVAT,AMRITLAL C MD
 OTHER PROCEDURE - OTRER PROCEDURE 53 OTHER PRYS. 1D
84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 8 ATE
X 012706

a2 HCrA- 345D APROV; D OMBNG C133-027% OCRIORIGINAL

[
i

(CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO TH:U BILL AND ARE MADE A BART HER( OF
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GOOD SAMARITAN HOSPITAL 200003341773 3 PATIENT CONTROL NO. g%&_
TILE 53289 619-86-9252 VAK93661 111
DS ANGELES CA 900743289 |sren. Taxno. 8 STATEMENTCOVERSPERID. 17 covo. | 8nco. | 9cap. |10 LRD. [ 11
2134822700 2134822721 US|95-1656366 (010502011102 6 0
ZPATIENT NAME T3 PATIENT ADDRESS
CALLES, ANABELL 2817 SAN MARINO ST #14;LOS ANGELES;CA;90006
14 BIRTHDATE 15SEX[16MS | yypare  AOMRSION (g 1ype, gnsne |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » | 31CO
111141966 F [ M[010502[09 | 3 | 2/15]01 |M000944356 379
| oo UG ooe UG Tooe | RN poien (X A
11{ 010502 8 B
C [
UNITED HEALTH PLAN T T VS
PO BOX 90579 a0l 132000 a
ATTN: CLMS OPERATIONS b b
LGOS ANGELES, CA 90009-0579 c c
d d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
112| ROOM & BOARD OB 1000.00 6 600000 1
250 PHARMACY GENERAL 4 66774 2
."251| PHARMACY GENERIC DRUGS 15 108257 3
7258| PHARMACY IV SOLUTIONS 14 105§3 a
:259| PHARMACY OTHER 15 48859 5
'270| MED SURG SUPPLIES 30 1757p4 6
271|MED/SRG SUPP NONSTERILE 1 11520 7
272|MED/SRG STERILE SUPPLY 2 13188 8
300 LABORATORY GENERAL 15 39440 0
301| LAB CHEMISTRY 4 38352 10
305| LAB HEMATOLOGY 4 28080 1
306| LAB BACTERIOLOGY 4 22560 12
320| DIAGNOSTIC RADIOLOGY 1 172$0 1
410 RESPIRATORY THERAPY 13 121680 14
i 15
16
17
18
19
20
21
e 22
‘001 | TOTAL CHARGE 1302267 0 2
50 PAYER 51 PROVIDER NO. ‘o' e | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y Y 430080 0
MEDI -CAL HSC30471F Y| |Y 0 0
57 | DUIE EROM PATIENT > 40000 107520
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
CALLES, ANABELL 01862883 1001 A
CALLES, ANABELL 011619869252 B
[
63 TREATMENT AUTHORIZATION CODES 4. | 65 EmpLovER NaME 66 EMPLOYER LOCATION
52714-1 LOS ANGELES A
B
[o]
67PRIN.DIAG.CD. | g cone 10.ConE OTHER DIAG. CODES 14 GoDE 76 ADM. DIAG. CD. | 77 E-CODE 78
51403 [486 64783 65223 64403
7gpc |80 PRINCIPALPROCEDURE 8 OTHERPROCEOURE i | s2aTenomGPHvs.0 A0484 95 a
BN F58714 WING,DEBORAH A MD b
= - OTRER PROCEDURE. < OTHERPROCEDURE 2 OTHERPHYS. D a
b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE % DATE °
X 012706

DS TRy XTI A OV, DOMIND 030210 OCRORIGINAL

TCURTIFY THE CERTIFICATIONS ON THE REVERSL APPLY TO THIS BILL AND ARE MADE A FART HZR! OF
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TOOD SAMARITAN HOSPITAL

2 V000038546776

3PATIENT CONTROL NO. OTE |
TILE 53289 613-14-9766 VAKI3I668 1
I'0S ANGELES CA 900743289 [sre mno. 6 STATEMENTCOVERSPERIOD |7 covD. | 8 NCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US[95-16563661062202(062302 1 0
T2 PATIENT NAME 13 PATIENT ADDRESS

VASQUEZ,NORMA PALACIOS

523 S RAMPART BL #113;LOS ANGELES;CA;90057

14 BIRTHDATE 155X 16MS| g ADMSSION e apsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDIMCR CRDES o [3C0
01081966 F | X[062202715 [ 2 7[11]01JMO00854674 381
e TS B SR A
111 062202
3 B
UNITED HEALTH PLAN A T |
PO BOX 90579 a] 01 132000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 ¢ c
d d
42REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
112 ROOM & BOARD OB 1000.00 1 100000 1
250 PHARMACY GENERAL 7 22449 2
251| PHARMACY GENERIC DRUGS 5 72379 3
259 PHARMACY OTHER 9 7307 s
“'270| MED SURG SUPPLIES 15 51641 5
272| MED/SRG STERILE SUPPLY 21 46155 6
300| LABORATORY GENERAL 7 29520 7
301| LAB CHEMISTRY 2 420{72 8
305 LAB HEMATOLOGY 6 43920 9
306| LAB BACTERIOLOGY 2 19296 10
310| LAB PATHOLOGICAL GEN 1 19296 1
320 DIAGNOSTIC RADIOLOGY 1 17280 12
360| OR SVCS GENERAL 1 128775 13
370| ANESTHESIA GENERAL 75 473?5 14
402} OTHER IMAG ULTRASOUND 1 57744 15
450} EMERGENCY ROOM 1 68160 16
636| RX REQ DETAILED CODING 2 6250 17
710| RECOVERY ROOM GENERAL 1 216p0 18
730| EKG/ECG GENERAL 1 12960 19
o | 20
21
. E 22
‘001| TOTAL CHARGE 814129 0 2
50 PAYER 51 PROVIDER NO. L] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 0 89600
5 | DUEE [FROW PATIENT [> 0 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
PALACIOS,NORMA V 01|613149766 300025262 A
B
c
63 TREATMENT AUTHORIZATION CODES o | 65 EmPLOYER NamE 66 EMPLOYER LOCATION
A
B
c
67PRN.DAG.CD.|  geoe | 10C00E OTRERDIAG. CODES ¢ 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
3511 | V433 » 63511
7860 80 PRINCIPAL PROCEDURE BT _ OTFERPROCEDURE 2 ATTENONG PRYS. D G51234 a
3116902 062202 E8570 KJOS,SIRI L MD b
T T OTHER PROCEDURE <o CTFER PROCEDURE S OTERPSDAS 1981 a
E89389 STEK,ALICE M MD b
64 REMARKS OTHER PHYS, ID a
§5 PROVIDER REPRESENTATIVE 86 DATE °
X 012706

L IO ANED AFwRav, D ORINO LI OCRORGINAL

TCERTIFY THC CCRTIFiGATIONS ON THE REVE XoE APFLY TO TH:) EAL AND ARE BADE A PARY H. KR! O
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GOOD SAMARITAN HOSPITAL 2V00006628333 3PATIENT CONTROL NO. @@L_
FILE 53289 326-80-9034 VAK9S3657 111
1,O0S ANGELES CA 95007432889 |sre 1axno. 6 STATEMENT COVERSPLRIOD 17 covn. | 8mCD. | 8ciD. {10 LRD. | 11
2134822700 2134822721 US[95-1656366[013005[013005 1 0
1ZPATIENT NAVE 13 PATIENT ADDRESS
FLORES,ALMA D 1330 INGRAHAM ST;LOS ANGELES;CA;20017
14 BIRTHDATE SSEX|16MS|  ypare  POMRRSN 191ype, 2sac |2} O HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » 1 uMCD
12301970]F | S{013005/04 [ 2 [ 1]10]07]M001039619 380
31?331: ¢ CCURRED'XSY:EE :%?ODE CCCURRE[)hi?EE 30600E o%(?:ggRENCE SPAN THROUGH 3A7
11{ 013005 8
C
UHP WEDT-CAL o T,
C/0 MERIDIAN HLTHCARE MNGT a|01 132000
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV. CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 48
117 ROOM & BOARD ONCOLOGY 1200.00 1 120000
258 PHARMACY IV SOLUTIONS 3 26749
‘259| PHARMACY OTHER 4 5152
+270|{MED SURG SUPPLIES 12 46327
. ‘300! LABORATORY GENERAL 4 23770
'301| LAB CHEMISTRY 4 68888
305| LAB HEMATOLOGY 4 43546
402|{ OTHER IMAG ULTRASOUND 1 91467
450 | EMERGENCY ROOM 1 100985
‘001| TOTAL CHARGE 526884 0
50 PAYER 51PROVIDER NO. W =] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 YI[|Y 0 87000
5 | DUE FROWM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
FLORES,ALMA D 01(300219246 AKM MEDICAL GR
63 TREATMENT AUTHORIZATION CODES oo | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
117141-1
BTPRN.OMG.CO.| oo | core | OTHERDIAG. CODES 74CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
63491 64093
79PC| 80 PRNCIPALPROCEDURE 87 _ OTHERPROCEDURE @ ATTENONGPHYS.D A3 1955
B BARNES,DAVID A MD
i - OTAERPROCEDURE - OTRER PRGCEDURE 53 OTHER PHYS. 10
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 56 DATE
X 012706

TCEATIFY THC CLRTIFICAT DN ON THT R YEHCE APVLY TO TH:) DL AKD ARE NADZ A PART M. ACCH
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GOOD SAMARITAN HOSPITAL |7 VOUOU&I43507 prv————)
FILE 53289 565-81-6851 VAHS84 1T
LOS ANGELES CA 900743289 [5re0 axno. 6 STATENENTCOVERSFERIOD. |7 covp. | 8NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US{95-1656366 081004081804 8 0
1ZPATIENT NAVE 13 PATIENT ADDRESS
LEE, MYONG 17404 PAMELA COURT;ROWLAND HEIGHTS;CA;91748
14 BIRTHDATE 156X 16MS|  ome  ADVSSION o rvee, msrc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CBDES o |3C0
_V05211960 F| S 081004!09 [_2 | 7121703 TMO01025817 148
one TR oo T Toor | CRETE M onen [
717081004 8
UNITED HEALTH PLAN T T
7/O MERIDIAN HLTHCARE MGMT a| 0T 132000
PO BOX 1561 b |
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1107 ROOM BOARD 1000.00 2 200000
111} ROOM & BOARD MED/SURG 1000.00 6 600000
250({ PHARMACY GENERAL 40 165574
251 PHARMACY GENERIC DRUGS 14 1231?6
252| PHARM NONGENERIC DRUGS 28 521558
255 PHARM INCID TO RAD SERV 1 369779
258| PHARMACY IV SOLUTIONS 16 148242
259| PHARMACY OTHER 29 61022
270 MED SURG SUPPLIES 75 4050{72
271| MED/SRG SUPP NONSTERILE 3 19758
-272| MED/SRG STERILE SUPPLY 63 432250
300| LABORATORY GENERAL 19 63 84 5
:’301| LAB CHEMISTRY 14 396093
' 305| LAB HEMATOLOGY 14 165073
306| LAB BACTERIOLOGY 6 98082
310| LAB PATHOLOGICAL GEN 3 76190
320|{ DIAGNOSTIC RADIOLOGY 3 74649
352| CT SCAN/BODY 6 1035556
360 OR SVCS GENERAL 2 5173:54
370{ ANESTHESIA GENERAL 205 1699770
402| OTHER IMAG ULTRASOUND 1 79834
450 EMERGENCY ROOM 9 123294
636| RX REQ DETAILED CODING 22 893:09
50 PAYER 51 PROVIDER NO. 2o ™| 54 PRIOR PAYMENTS 55 EST. AVOUNT DUE 56
UNITED HEALTH PLAN 951656366 YITY 2040000 84000
§ | DUIE [FIROWM PATIENT > 116000 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
. 2E, MYONG 01{163642 LA VIDA MED GR [SEE CARD
63 TREATMENT AUTHORIZATION CODES 24| 65 EmpLOYER NaME 66 EMPLOYER LOCATION
108612-1 4
67PRN.DUG.CD.] g cone oot | OTHERDIAG. CODES 7400 76 ADM. DIAG. CD. | 77 E-CODE 78
1533 1962 99859 ) 78906 [E8782
76pC| 0 FANGIPAL PROGEDURE - B OTHERPROCEDURE — T mamevoncrmvs 0 CAAG1923
9] ] 458 081204]403 081204 (4525 081104 | {G66424 EL ASMAR, IMAD MD
 GTFER PROCEDURE < OTFERPROGEDURE P —— N WL
4516 081104 HEARTFIELD,WESLEY R MD
84 REMARKS OTHER PHYS. ID
35 PROVIGER REPRESENTATIVE 85 DATE
X 012706
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GOOD SAMARITAN HOSPITAL 2V00006143507 3PATIENT CONTROL NO. &‘@W{
FILE 53289 565-81-6851 VAH88411 111 ]
EOS ANGELES CA 900743289 |sren.7axno. § STATEMENT COVERSPERIOD 17 covn.| encD. | 9CiD. |10 LRD. | 11
4134822700 2134822721 US[95-1656366[081004[081804 8 0
12 PATIENT NAME 13 PATIENT AGDRESS
L' EE, MYONG 17404 PAMELA COURT;ROWLAND HEIGHTS;CA;91748
14 BIRTHDATE 1656X| 16MS|  ypare  ADMISSION o vee, 20see |21 DHR|22STAT| 23 MEDICAL RECORD NO. a0 CONDITION CODES » |31CO
05211960[F | S[081004]09] 2| 7[21[03|M001025817 148
CODE CCCURH%\;{?E 3(?005 CCCURR%’»Q\(T:EE %:Goos ogggﬁ RENCEISPAN THROUGH /3{
|11 081004 B
C
UNITED HEALTH PLAN T VA T VS
C/0 MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
710| RECOVERY ROOM GENERAL 1 25920
730| EKG/ECG GENERAL 2 37740
901| TOTAL CHARGE 5666490 0
50 PAYER 51 PROVIDER NO. .| 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
CUNITED HEALTH PLAN 951656366 Y||Y 2040000 84000
57 | DUE FROM PATIENT > 116000 0
58 INSURED'S NAME 59P REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
LEE, MYONG 01163642 LA VIDA MED GR |SEE CARD
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
108612-1 4
STPRN.DAG.CD.|  eoe | 70CODE OTHERDIAG. CODES 74 CODE 76 ADM. DIAG CD. | 77 E-CODE 78
1533 1962 99859 7 _ 78906 (E8782
79p.C.| 80 PRNGIPAL PROCEDURE BT OTHERPROCEDURE — x R ATTENONGPRYS. 0 CAAG1 92 3
211458 | 081204]403 08120414525 081104 | (G66424 EL ASMAR, IMAD MD
f - -OTHER PROCEDURE - o OTFERPROCEDURE BOTERPIYS DA T 937 6
. 14516 081104 HEARTFIELD,WESLEY R MD
| 84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 85 DATE
X 012706

FILHGHA4D A5PROV, D ONIND 3935270 OCRORICINAL

VGERTIFY THE CERTIFICATIONS ON THE REVERGE APPLY Y0 THIS BILL AND ARE MADE A PART HEHLOF
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77O0D SAMARITAN HOSPITAL 2 V00005607353 3 PATIENT CONTROL NO. STV |
FILE 53289 607-28-6037 VAGT3917 11
0SS ANGELES CA 900743289 [sre maxno § STATENENTCOVERSPERIOD. T covp, [ g N-CD. | 9.C4D. |10 LRD.| 11
2134822700 2134822721 US|{95-1656366[022504 (022204 4 0
12 PATIENT NAME 13 PATIENT ADDRESS
SANTOS, NIMFA 2347 MEADOWDALE AVE;LOS ANGELES;CA;90031
| 14 BRTHDATE 15SEX| 16MS|  pare  APMISSION o voe, 0 sac |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31C0
06271969 F [ M| 022504120 | 3 | 2]17[01[M000989530 373
37__ OCCURRENCE 34 QCCURRENCE % OCCURRENCE SPAN 37
| CoE | DATE ! CODE DATE CODE FROM THROUGH A
1£T022504 3
C
_UN-I_TED-ﬁRE}S‘LTTH_P.EA—N 36900!3 VALUE %\?‘BEST 40100E VALUE 9\9%5&7
C/O MERIDIAN HLTHCARE MGMT a|01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 455ERV.DATE | 48 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
112| ROOM & BOARD OB 1000.00 4 400000
"250| PHARMACY GENERAL 13 65952
252 PHARM NONGENERIC DRUGS 1 66537
'258| PHARMACY IV SOLUTIONS 3 262?1
--259| PHARMACY OTHER 13 46795
270| MED SURG SUPPLIES 31 166251
272 MED/SRG STERILE SUPPLY 10 1190p5
300| LABORATORY GENERAL 5 19008
305| LAB HEMATOLOGY 3 20736
361|OR SVCS MINOR SURGERY 1 466p0
370| ANESTHESIA GENERAL 1 36100
636 RX REQ DETAILED CODING 2 9770
710| RECOVERY ROOM GENERAL 1 23000
720| LABOR ROOM/DEL GENERAL 3 241900
001| TOTAL CHARGE 1287885 0
50 PAYER 51 PROVIDER NO. " LY | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 258720 0
57 | DUIE FROWM PATIENT [> 64680
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SANTOS, NIMFA 01392944 AKM MED GRP
63 TREATMENT AUTHORIZATION CODES oo | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
99700-1
BTPRINDIAG.CO.| oo | 10c00E OTHERDIIG. CODES 7400 76 ADM. DIAG. CD. | 77 E-CODE 78
15411 | 65981 [5768 |V270 v221
75ec] 8 PRINCIPALPROCEDURE BT OTRERPROCEDURE 1 2 ATTENDNGPHYS.D BB 5006
=1 ].7359 022704]|7569 0227047309 022704 DUONG, THINH H MD
 OTHER PROCEDURE < OTRER PROCEDURE BOTHERPIVS.DAB 5006
7534 0227049649 022704 |734 022704 DUONG, THINH H MD
84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 85 DATE
012706

T o T o oo

a o T o

GCR 0w NAL

TCERTIFY TRE C; ATIFICAT:CNJ ON THE REVERSE APFLY 10 TH:3 E-LL AKD ARE BADC A PART H; i GF
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GOOD SAMARITAN HOSPITAL

2 V00006041138 3 PATIENT CONTROL NO. OTE
FILE 53289 623-82-1744 VAHS5 0474
LOS ANGELES CA 900743289 [sren taxno. 6 STATEMENT COVERS PERIOD 700vD.| 8NCD. | 9CID. [10LRO. | 11
2134822700 2134822721 US[95-1656366 070404 070604 2 0
12 PATIENT NAME 13 PATIENT ADDRESS
THONG, TEKHOANG 21011 OSTERMAN ROAD;LAKE FOREST;CA;22630
14 BIRTHDATE 15SEX[16MS|  yyoume  ADVSSION o rvee, apsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. w CONDITION CODES o |30
05281574 F [ M 070404]12 16101 MO01I022945 374
Foo UOURREEE Fooe TR Booe O RENCEISPAN THROUGH 2\7 A
117070404
B B
[ [+
UNITED HEALTH PLAN 3 VALUE CODES 4 VALUE CODES
CORE ALQUNT CODE ALIOUNT
C/0 MERIDIAN HLTHCARE MGMT a| 01 132000 a
PO BOX 1561 b b
EELLEVUE, NE 68005-1561 c c
g d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
T127ROCM™ & BOARD OB T000.00 2 200000 1
'250| PHARMACY GENERAL 5 22915 2
258| PHARMACY IV SOLUTIONS 2 8551 3
259| PHARMACY OTHER 7 6889 4
270| MED SURG SUPPLIES 19 147879 5
272|MED/SRG STERILE SUPPLY 8 65640 6
300| LABORATORY GENERAL 4 15008 7
305} LAB HEMATOLOGY 1 12442 8
310| LAB PATHOLOGICAL GEN 2 8880 9
361|OR SVCS MINOR SURGERY 1 46600 10
370| ANESTHESIA GENERAL 1 36100 1
636| RX REQ DETAILED CODING 2 97170 12
710 RECOVERY ROOM GENERAL 1 23000 13
720| LABOR ROOM/DEL GENERAL 3 239500 14
15
' 16
17
18
19
20
21
2
001 TOTAL CHARGE 847174 0 2
50 PAYER 51PROVIDER NO. " H 54 PRIOR PAYMENTS §5 EST, AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 140400 57000
5 | DUE PAVIENT > 0
58 INSURED'S NAME 59 PREL} 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
THONG, TEKHOANG 011623821744 / 981-850 A
B
Cc
63 TREATMENT AUTHORIZATION CODES ot | 65 EmpLOVER NavE 66 EMPLOYER LOCATION
116769-1 3 A
: B
Cc
67PRN.DAG.CD.|  eone | 70CODE OTHERDIAG. CODES " econE 76 ADM, DIAG. CD. | 77 £-CODE 78
66551 | 65971 |V252 V270 V221
79pC.| 80 PRINCIPAL PROCEDURE - B OTHERPROCEDURE s2atTENDING PHYS.ID GT7 7252 a
9] (7279 070404]7561 070404 |6632 070504 PARK, KERRY MD b
o OTHER PROCEDURE ™" coOTHER PROCEDURE 830THER PHYS. IDG 77252 a
PARK, KERRY MD b
84 REMARKS OTHER PHYS. ID a
B5 PROVIDER REPRESENTATIVE %6 DATE °
012706

[REI ST AFPROV, D ONING C3530279

GCRORGNAL

TCERTIFY THE CEHT.F:CATIONS ON THE RE Vi, 455 ALY TO THL) BILL ARD ARE ZADE A PART H nt 07
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GOOD SAMARITAN HOSPITAL 2V00005073069 3 PATIENT CONTROL NO. gﬁﬁ:
FILE 53289 572-58-0099 VAIZ28113 111
LOS ANGELES CA 900743289 |srem.1axNo. § STATEMENT COVERSPERIOD |7 covp. | 8NcCD. | 9cdp. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366[072503[072903 4 0
T2PATIENT NAVE 13 PATIENT ADDRESS
“ERASHITA, YUKIKO 2221 LINCOLN PARK;LOS ANGELES;CA;90031
14BIRTHDATE 15Sex|16MS| o ADMISSION e, 20 sac |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CDOES o |3CO
10161914|F | W/ 072503[10 [ 1 | 1]22 M000850214 236
_Sg?bus CCCURRjrﬁgg Fooe LURRGE Sooe Ot ENCE SPAN  ouen 3\7
11{ 072503 B
Cc
UNITED HEALTH PLAN T L T VS
PO BOX 90579 a]01 132000
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45 SERV,DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
110/ ROOM BOARD 1000.00 4 400000
250 PHARMACY GENERAL 2 5452
251 | PHARMACY GENERIC DRUGS 6 57%2
252 | PHARM NONGENERIC DRUGS 1 15616
.258| PHARMACY IV SOLUTIONS 1 7300
259 PHARMACY OTHER 58 684?4
270 MED SURG SUPPLIES 10 25448
©'301| LAB CHEMISTRY 7 100062
:305| LAB HEMATOLOGY 2 12960
320| DIAGNOSTIC RADIOLOGY 5 1157?6
341! NUCLEAR MEDICINE/DX 1 66120
420| PT GENERAL 6 37200
424 | PT EVALUATION 1 151?0
430(OT 6 38004
450 EMERGENCY ROOM 2 74128
460! PULMONARY FUNCTION GEN 3 68602
480 | CARDIOCLOGY GENERAL 3 llOO%O
610 MRI GENERAL 2 369792
730| EKG/ECG GENERAL 3 470p2
301} TOTAL CHARGE 1582798
50 PAYER 51 PROVIDER NO. WL | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
- VITED HEALTH PLAN 951656366 Y| |Y 403400 46900
il | DUE FROM PATIENT > 48100 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
TERASHITA, YUKIKO 01700014539 TOTAL CARE MED |SEE CARD
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NamE 66 EMPLOYER LOCATION
87981-1 5
G7PRN.DAG.CD.|  geoe | 70C00E OTHER DIAG. CODES 24 COBE 76 ADM. DIAG. CO. | 77 E-CODE 78
8082 4168 2449 42789 |56400 7830 53390 71945 |E8889
79pC| 8 PRINCIPAL PROGEDURE _ B OTFERPROCEDURE TTaamenoncrvs 0 G4 4744
9] A92523 FISHMANN,ANDREW J MD
. - OTRER PROCEDURE <o OTHER PROCEDURE 83 OTHER PHYS. ID
84R§MARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
X 012706

o o O o9 oo

AL oiOv, B OMAND CE2TY

OCRORIGINAL

YCERTIFY THC CLRTIFICATIONS ON THE RLVERSE APPLY TO THIS GiLL AND ARE NADE A PART HER_ D7
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GOOD SAMARITAN HOSPITAL 2 V00006026561 3 PATIENT CONTROL NO. @W_
FILE 53289 000-00-0001 VAK93654 T
LOS ANGELES CA 900743289 [sren.1axno. § STATEMENT COVERSPERIOD. ™17 covp. [ snco. | 9 cip. |10 LRD. [ 11
'2134822700 2134822721 US|[95-1656366[063004 (070104 1 0
"2 PATIENT NAME 13 PATIENT ADDRESS
ANTHONY , SAMUEL JOHN 1325 76TH STREET;LOS ANGELES;CA;90002
14 BIRTHDATE 15SEX|16MS| ypue  AOMISSION 5 tvpe | s |21 DHR|22STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |SMCD
06302004|M [ S|063004[01 4] 1]18[20][M001022631 385
f@sif‘f“iﬁjé oo RS Tooe | RN v
11] 063004
"UHP MEDI-CAL T Toe | WS
C/0O MERIDIAN HLTHCARE MNGT a| 01 132000
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
174 NEONATAL LEVEL 4 5520.00 1 552000
250| PHARMACY GENERAL 45 130801
251} PHARMACY GENERIC DRUGS 6 7854
.1 252| PHARM NONGENERIC DRUGS 7 2124 0 6
':258| PHARMACY IV SOLUTIONS 19 156382
259 PHARMACY OTHER 1 5623
¥270|MED SURG SUPPLIES 77 461187
272 | MED/SRG STERILE SUPPLY 49 42297
300| LABORATORY GENERAL 17 60908
301| LAB CHEMISTRY 18 1732y74
305| LAB HEMATOLOGY 4 50204
306| LAB BACTERIOLOGY 3 42233
320| DIAGNOSTIC RADIOLOGY 5 124415
361|OR SVCS MINOR SURGERY 1 5000
390/ BLOOD STORAGE/PROCESS 18 194339
410| RESPIRATORY THERAPY 11 230042
480 CARDIOLOGY GENERAL 3 132048
636|RX REQ DETAILED CODING 2 2966
;‘.""001 TOTAL CHARGE 2583979 0
50 PAYER 51PROVIDER NO. x| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
YJHP MEDI-CAL 951656366 Y| |Y 115000 115000-
BECKA ASSOC., DR. BETHEL Y| |Y 161200
5 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
WASHINGTON, SHAUNDA 031698143-BB2
WASHINGTON, SHAUNDA 03{571493764 BECKA PROTOCOL
63 TREATMENT AUTHORIZATION CODES eac | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
106672-1
STPRIN.DIAG.CD. | gy cone 10 CO0E OTHERDIAG. CODES - 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V3301 | 76502 |769 7756 2762 77181 |7742 2875 2760 V3301
79pc | 80 FRINCIPALPROCEDURE 81 OTHER PROCEDURE e ’ 82 ATTENDINGPHYS.I0 A22396
9] 19960 1070104]9983 070104 3891 063004 | |[A82611 SIASSI,BIJAN MD
. —CTHER PROCEDURE < OTRERPROCEDURE B OTERPRS.DAA 1002
| . 13893 06300495604 063004 (9671 063004 RAMANATHAN, RANGASAMY MD
BEREMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 85 DATE
012706

U SIHCFA D

A-RDV: D OMING CIAE4T0 OCRORGNAL

TCERTWY THE CLRY/F:CATIONG ON THE RFVERG.. APFLY TO TH.5 BAL AKD ARE MAD: A PART K. AEOF



o]

8o

W @ N @ ;B W N =

@ >

B »

a o6 T o

TO0D

(g 20 )

a o T o

© ® N O G hr W N =

3 2N AT

AFEROVI D ONI NO 19230478 OCR ORIGNAL

TCUMTIFY THE CLRTIFICATIONS ON THE RE

SAMARITAN HOSPITAL 200006012454 3 PATIENT CONTROL NO. T
I'ILE 53289 451-52-8873 VAK93660 fﬁf‘
LOS ANGELES CA 900743289 |seren. axno. 8 STATEMENT COVERSPLRIOD. - |7 covo. | sned. | 9cap. |10 LRD. | 11
2134822700 2134822721 US[95-1656366[062504 (062904 4 0
1ZPATIENT NANE ' 13 PATIENT ADDRESS
REYES,ANITA 938 E. 25TH STREET;LOS ANGELES;CA;S0011
| 14 BIRTHDATE 1556X| 16MS|  ypar  "PMISSION o rvee, zsac |21 D HR|22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3MCD
12291933[F | W[ 06250412 [ 3 | 4[{16|01[M001010741 125
_i?g OCCU_WE:'XEE _ Fooe JOUNRGRE oo o RENCEISPAN THROUGH %Z
11[ 062504 3
 UHP MEDI-CAL Sooe |V e : Tooe | VSR
C/0 MERIDIAN HLTHCARE MNGT a|01 132000
PO BOX 1561 b
BELLEVUE, NB 68005-1516 ¢
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
214|RM BRD CCU- POST CCU 2000.00 4 800000
250 PHARMACY GENERAL 21 45587
'255| PHARM INCID TO RAD SERV 1 57600
' 259| PHARMACY OTHER 36 68838
270| MED SURG SUPPLIES 12 88448
271|MED/SRG SUPP NONSTERILE 7 41567
272|MED/SRG STERILE SUPPLY 5 132898
300| LABORATORY GENERAL 5 15671
301| LAB CHEMISTRY 2 42783
305| LAB HEMATOLOGY 1 12442
310|{ LAB PATHOLOGICAL GEN 3 312{77
320| DIAGNOSTIC RADIOLOGY 1 87713
360|OR SVCS GENERAL 2 202522
370| ANESTHESIA GENERAL 30 13380
481y CARDIAC CATH LAB 5 1311759
543 | AMBULANCE HEART MOBILE 1 448@0
635 ERYTHROPOIETIN <10000 U 3 208272
+ 536| RX REQ DETAILED CODING 2 5964
’710 RECOVERY ROOM GENERAL 2 445§2
730| EKG/ECG GENERAL 1 18662
801} I/P RENAL HEMODIALYSIS 2 111000
: |
001]| TOTAL CHARGE 3385845 0
50 PAYER 51 PROVIDER NO. W L) 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y|[|Y 561600 45900
57 | DUIE FAROWM PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC.- IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
REYES,ANITA 01000571081 UHP MEDI-CAL 005900
63 TREATMENT AUTHORIZATION CODES o | 65 EmPLOYER NamE 66 EMPLOYER LOCATION
105747-3
GTPRNOAG.CO.| oo | 70C00E OTHER DG, CODES 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
41401 [3942 [40391 [25001 [53510 [53789 [56210 |2809 1101 78650
79pic.| 8 PRINGIPAL PROCEDURE _ BT _ OTHER PROCEDURE — B ATTENONGPRYS.D (339905
9113723 |062504]8856 062504 8853 062504 | [A48008 LEE,FAYE MD
/ . OTHER PROCEDURE <+ OTHER PROCEDURE @OTERPS 0G 39905
[8842 06250418844 062504 (4516 062704 | |[A48008 LEE,FAYE MD
84 REMARKS OTHER PHYS. ID
§5 PROVIDER REPRESENTATIVE 8 DATE
012706

TN T gD

VORED APPLY TO THE, DAL AND ARE FAD- A PART H. ALTF
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GOOD SAMARITAN HOSPITAL 200005308424 3 PATIENT CONTROL NO. oL,
FILE 53289 547-47-6285 VAF91950 111
LOS ANGELES CA 900743289 |sren 1axno. B STATENENT COVERS PERIODW |7 covD. [ anco. | acip [10LRD. | 1
2134822700 2134822721 US|95-1656366(101103|101703 6 0

12 PATIENT NAME T3 PATIENT ADDRESS

KOYAMA, TERUO 23217 VILLAGE;CAMARILLO;CA;93012

14.BIRTHDATE 15X/ 16MS|  pare  ADVIRSION o1 g gac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. 24 CONDITION CODES » |31CO
| ©1311941|M| M|101103]16 | 3 | 4[17]/05|/M000876020 211
33 CCURRENCE 3 QCCURRENCE % GCCURRENCE SPAN 7

CCIE DATE. CODE DATE CODE FROM THROUGH Al

11} 101103 8

[

UNITED HEALTH PLAN T | VST T | S
C/0 MERIDIAN HLTHCARE MGMT al 01 132000

PO BOX 1561 b i

BELLEVUE, NE 68005-1561 c

d

42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 4SSERV.DATE | 45SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49

111/ ROOM & BOARD MED/SURG 1000.00 6 600000

250{ PHARMACY GENERAL 10 571@4

251 PHARMACY GENERIC DRUGS 8 50800

252| PHARM NONGENERIC DRUGS 5 74028

258| PHARMACY IV SOLUTIONS 6 57354

259| PHARMACY OTHER 23 24821

‘270| MED SURG SUPPLIES 32 264153

. 272| MED/SRG STERILE SUPPLY 42 249042

*278| MED/SRG SUPP OTHER IMP 12 1394@2

_301| LAB CHEMISTRY 4 140000

'305| LAB HEMATOLOGY 7 80872

306| LAB BACTERIOLOGY 3 61793

320| DTAGNOSTIC RADIOLOGY 6 2206?2

360| OR SVCS GENERAL 1 395520

370| ANESTHESIA GENERAL 160 96320

420| PT GENERAL 6 49764

424| PT EVALUATION 1 15120

430( OT 6 38004

636 RX REQ DETAILED CODING 5 10683

710| RECOVERY ROOM GENERAL 3 446%0

921 PERIPHERAL VASCULAR LAB 2 194688

001 TOTAL CHARGE 2864820 0

50 PAYER 51 PROVIDER NO. 5| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56

'WITED HEALTH PLAN 951656366 Y||Y 537600 40615

fn

57 | DUIE (FROM PATIENT > 0

58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
KOYAMA, TERUO 01700014497 TTOTAL CARE ME

63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NaME 66 EMPLOYER LOCATION

92059-1

67PRNOAG CD.|  gyoope | 10CCoE OTRERDRG.CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
82101 |43820 25000 L 82101 |E8889
79pC |80 PRNCIPALPROCEDURE 5 OTRER PROCEDURE B2 ATTENDNGPHYS.D (337835
191 ].7235 101403 E50474 CHALISON,JOHN R MD

T OTFERPROGEDURE — ~OTRERPROCEDURE BOMERPYSDG2 7855
| [A43519 MATTA,JOEL M MD
89 REMARKS OTHER PHYS. ID
I 85 PROVIDER REPRESENTATIVE 86 DATE
X 012706

O mw

o 0 T o

© @©® N O 0 A W N -

o 8 T o oo

CERTIFY THE CLRTIFICATIONS ON THE REVERSE APPLY TO THIG BILL AND ARE MAD: A PART HER_ OF
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*O0D SAMARITAN HOSPITAL 2V00006249759 3PATIENT CONTROL NO. Pl
FILE 53289 552-77-5702 VAIO05923 111
I1OS ANGELES CA 900743289 |srep.taxno. B STATENENT COVERS PERIODW | 7COVD.{ 8NCD. | 94D [10LRD. | 11
2134822700 2134822721 US|95-1656366[092904 /100104 2 0
12 PATIENT NAME 13 PATIENT ADDRESS
MOK, EUN KYUNG 3555 SANTA CARLOTTA ST;LA CRESCEATA;CA;91214
14 BIRTHDATE 155ex| 16MS)  ypare  AOMIRSION o rvee, 20se |21 0 HR|22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES » | 3CO
07091964 |F | M 092904|08] 3 [1[11[/01[M000792455 373
%?"CDE CCCURRED’);?S CODE CCCURREM:E 3CGODE o‘éggf?RENCE SPAN THROUGH z’ A
11092904 B B
(% Cc
[ UNITED HEALTH PLAN B VA o L e
3405 W IMPERIAL HWY a|01 132000 a
b b
INGLEWOOD, CA 90303 c ¢
d d
42.REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
'112| ROOM & BOARD OB 1200.00 2 240000 1
’250| PHARMACY GENERAL 5 314979 2
'258| PHARMACY IV SOLUTIONS 1 8551 3
‘259 PHARMACY OTHER 12 45088 4
270 MED SURG SUPPLIES S 64707 5
272| MED/SRG STERILE SUPPLY 2 75851 6
300 LABORATORY GENERAL 5 24730 7
305| LAB HEMATOLOGY 3 21565 8
361|OR SVCS MINOR SURGERY 1 55920 0
370} ANESTHESIA GENERAL 1 43320 10
636| RX REQ DETAILED CODING 2 13274 1
710| RECOVERY ROOM GENERAL 1 27600 12
720| LABOR ROOM/DEL GENERAL 3 287400 13
14
15
16
17
18
N 19
’ 20
21
22
001| TOTAL CHARGE 939485 0 23
50 PAYER §1 PROVIDER NO. W o] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yi|Y 157920 39480
57 | DUIE (FROW PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
MOK, EUN KYUNG 01|000007616 LA VIDA MED GR [150 A
B
[
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
111019-1 A
B
Cc
6TPRIN.DAG.CD.| gy cope ncoe | OTHERDIAG. CODES 74.ConE 76 ADM. DIAG. CD. | 77 E-CODE 7
35961 66311 iy27o . V221
79p..| 80 PRINCIPAL PROCEDURE _ BT _OTHERPROCEDURE G ATTENONGPRYS. D A4 233 3 a
9] 7359 092904 A29558 PARK,SANG H MD b
- OTHER PROCEDURE_ oo OTERPROCEDURE B OTHERPIYS DAL 2 3 3 3 a
R A29558 PARK,SANG H MD b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE 86 DATE °
X 012706

[ - - T < 5 ]

Ua” THCFATE 3

A PROV, D UNU NO 0306470

GCRORICINAL

VFCERTZY THZ Gt HTH -CATIONG ON THE REVERLY, APFLY T0 TH3 Cal AND ARE LAD:: A PAKT Kl OF
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GOOD SAMARITAN HOSPITAL 200005784863 3PATIENT CONTROL NO. égﬁq
FILE 53289 546-47-6783 VAK93659 1117
LOS ANGELES CA 900743289 |sren.axno. § STATEVENT COVERSPERIOD |7 covp.] sncp. | 9 cip. |10 LRD. | 11
2134822700 2134822721 US[S5-1656366[040204 (040604 4 0
12PATIENT NANE 13 PATIENT ADDRESS
MADERO, TERESA 826 1/2 WATERLOO ST;LOS ANGELES;CA;90026
14 BIRTHDATE 15ex[16MS]  pare  "OMISSIOV o rvee, 205c |21 D HR|22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES o |3MCD
34231969 |F | S 040204[06 | 3 2[12]06|M001016034 500
%, QCCURRENCE QUCURRENCE % OCCURRENCE SPAN T
| thoe | DATE CODE CODE FROM THROUGH Al A
111040204 B B
c c
UHP MEDI-CAL T RS T | PR
C/0O MERIDIAN HLTHCARE MNGT aj01l 132000 a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42REV. CO. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
117| ROOM & BOARD ONCOLOGY 1000.00 3 300000 1
200| ROOM BOARD ICU GENERAL 3600.00 1 3600p0 2
250| PHARMACY GENERAL 31 137515 3
251 | PHARMACY GENERIC DRUGS 16 180035 4
252 | PHARM NONGENERIC DRUGS 1 84984 5
258| PHARMACY IV SOLUTIONS 4 49856 6
-'259] PHARMACY OTHER 48 70742 7
_270{MED SURG SUPPLIES 44 521840 8
272 | MED/SRG STERILE SUPPLY 49 196362 9
f278 MED/SRG SUPP OTHER IMP 1 619?0 10
-301{ LAB CHEMISTRY 4 59842 1
305| LAB HEMATOLOGY 2 24884 12
310| LAB PATHOLOGICAL GEN 3 27188 13
320 DIAGNOSTIC RADIOLOGY 2 425p8 14
360|OR SVCS GENERAL 1 667440 15
370| ANESTHESIA GENERAL 270 245160 16
420| PT GENERAL 6 35280 7
424 | PT EVALUATION 1 15120 18
4301 0T 6 38004 19
636| RX REQ DETAILED CODING 1 l22p3 20
710| RECOVERY ROOM GENERAL 5 63360 21
922| OTH DX ELECTROMYELOGRAM 2 1584b0 2
001] TOTAL CHARGE 3352643 0 2
50 PAYER 51 PROVIDER NO. o] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 6
Uﬁ? MEDI-CAL 951656366 Y Y 389000 0
57 | DUIE (FROWM PATIENT > 37152
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
MADERO, TERESA 0152214 CITIZENS MED G A
B8
C
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAWE 66 EMPLOYER LOCATION
2004032304200001 A
B
[
6TPRN.OAG.CO.|  goope | 10C00E OTHERDIAG. CODES 74 CoDE 76 ADM. DIAG. CD. | 77 E-CODE 78
7213 72210 [V452 V1085 72402
76pC| 80 PRINCIPALPROCEDURE BT _ OTHERPROCEDURE [ Tearevoncriso C34121 a
| 9] ] 0309 04020410309 0402040309 040204 | |[F18942 CARTER, THOMAS E MD b
 OTHERPROCEDURE. IFERPROCEORE ™| ["gzomverprrs 0C34 12 1 a
| |[F18942 CARTER, THOMAS E MD b
84 REMARKS OTHER PHYS. ID a
i 85 PROVIDER REPRESENTATIVE 86 DATE °
012706

PR NTE) AFHHOVI D O3 NO ©)350479 OCRORIGINAL

TCURTIFY THE CERTIFICATION:: ON THE REVE REE APRLY TO THG BLL AKD ARG HADE A PART HCRUGR
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Ul HCr A A0 ALFAOVI O OM3 NO £:33:0470

'OCR/ORIGINAL

GOOD SAMARITAN HOSPITAL 2 V000043612589 3PATIENT CONTROL NO. ITE )
FILE 53289 593-34-5176 VAKS3I663 11
L.OS ANGELES CA 900743289 [sren.1axno. 6 STATEMENT COVERSPERIOD. 17 covp, | 8 NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US[95-1656366[120902[121102 2 0
12 RATIENT NANE 13 PATIENT ADDRESS
IBRAHIM, RAMADAN 3031 JOY ST;WEST COVINA;CA;S91791
BIRTHDATE 15SEX|16MS|  pare  PDVISSION o rvee, 20sg |21 DHR|22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES o |31C0O
06181952[M | M{120902[14 [ 3 | 211201 MO00971102 517
| Sooe TG oe T Toor | RN v IR A
11} 120902 3 8
c
"UNITED HEALTH PLAN T L P -
PO BOX 90579 al 01 132000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV. CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV, DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
210 ROOM BOARD CCU GENERAL 3600.00 1 360000 1
214} RM BRD CCU- POST CCU 2000.00 1 200000 2
250| PHARMACY GENERAL 21 49306 3
251 | PHARMACY GENERIC DRUGS 6 22570 4
252 | PHARM NONGENERIC DRUGS 3 4650 5
255| PHARM INCID TO RAD SERV 2 960p0 6
258 PHARMACY IV SOLUTIONS 8 24284 7
259 PHARMACY OTHER 16 18144 8
--270| MED SURG SUPPLIES 22 247806 9
272| MED/SRG STERILE SUPPLY 11 2591%37 10
278 | MED/SRG SUPP OTHER IMP 1 322950 1
301| LAB CHEMISTRY 5 101261 12
305| LAB HEMATOLOGY 5 50112 13
320| DIAGNOSTIC RADIOLOGY 2 146188 1
481| CARDIAC CATH LAB 8 1786599 15
636| RX REQ DETAILED CODING 11 367004 16
710| RECOVERY ROOM GENERAL 4 59520 17
730| EKG/ECG GENERAL 5 77760 18
19
20
21
22
001| TOTAL CHARGE 4193291 0 23
50 FAYER 51 PROVIDER NO. o | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
T.f.ii:.\IITED HEALTH PLAN 951656366 YI[|Y 735150 36150
57 | DUE PATIENT [> 800 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
IBRAHIM, RAMADAN 01|813889 DOC'S MEDICAL (28149 A
B
[
63 TREATMENT AUTHORIZATION CODES 3. | o5 EmpLOYER NAME 66 EMPLOYER LOCATION
A
B
c
GTPRN.DIG.CD.|  cooomr | 70008 OTHERDIRG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 (4139 [4019 25000 [43889 |78079 4139
76pC] 8 PRINCIPALPROCEDURE 8 _ OTHERPROCEDURE - ' BZATTENDING PHYS.D AC2 8338 a
1 9] 1.3601 12100213606 121002(3722 120902 | |[A32618 HOFFMAN,RICHARD L MD b
OTHER PROCEDURE - oo JTFERPROCEDIRE. ™| [“g30merPrvs 0G7 028 6 a
i 8856 12090218853 120902 | |]A55660 COHEN,DAVID I MD b
87 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 86 DATE °
X 012706
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G Ko A 1423

AbreOVs D ORI ND €2270400 OCRORGNAL

OOD SAMARITAN HOSFITAL 3 PATIENT CONTROL NO. s
FILE 53289 304-14-3331 VAKII667 1
1.OS ANGELES CA 900743289 [srep. maxno. 6 STATEMENT COVERS PERIOD 7covp. | sncD. [ scio [10LRD | 11
2134822700 2134822721 US[95-1656366 073002080102 p 0
12 PATIENT NAME 13 PATIENT ADDRESS
ROBERTSON, FREDRICK S 425 ELLEN DR;WEST COVINA;CA;91790
14 BIRTHDATE 155X 16MS |y pare  APMIRSION o rpe, spsec |21 DHR|22 STAT| 23 MEDICAL RECORD NO. w CORDITION CODES o |9C0
06281915|M [ WJ073002[13 [ 2 | 2 11101 |MO009439533 517
3(?0315 CCCURR%’X?EE 3(;10::'E CCCURREIZ)"\;?EE 356005 ogggg RENCE SPAN THROUGH A7 A
117073002 B B
C Cc
UN TED HEI LT PLAN 3(?095 VALUE CA?‘%S%T 4C1()DE VALUE CAS‘)%EST
PO BOX 90579 a| 01 132000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
[~ 210 ROOM BOARD CCU GENERAL 3600.00 1 360000 1
“219|RM BRD DOU OTHER 2000.00 1 200000 2
"'251| PHARMACY GENERIC DRUGS 2 4448 3
'255| PHARM INCID TO RAD SERV 1 48000 s
- 259| PHARMACY OTHER 2 1720 5
270| MED SURG SUPPLIES 14 155912 6
272| MED/SRG STERILE SUPPLY 15 9929312 7
278| MED/SRG SUPP OTHER IMP 1 299400 8
300; LABORATORY GENERAL 1 5200 9
320{DIAGNOSTIC RADIOLOGY 1 60912 10
481 | CARDIAC CATH LAB 5 10122%’72 1
543 | AMBULANCE HEART MORILE 1 44880 12
636| RX REQ DETAILED CODING 2 110628 13
710| RECOVERY ROOM GENERAL 4 41400 14
15
16
17
18
19
20
21
N 22
001| TOTAL CHARGE 3337684 0 23
50 PAYER 51 PROVIDER NO. o' . | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 986600 28500
5 | DUE FROM PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - D NO., 61 GROUP NAME 62 INSURANCE GROUP NO.
ROBERTSON, FREDRICK S 01(304143331 EASTLAND MED G A
B
[
63 TREATMENT AUTHORIZATION CODES | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
. c
6TPRIN.DAG.CD.|  greope | nooe | OTHERDIAG.CODES - 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
| .1401 [25000 [2724 71590 |V4582 78650
78pC| 80 PRNGPAL PROCEDURE - BT OTRERPROCEDURE [ [samevoncras o A30496 a
5]]13602 073102]|3606 073102[3722 073102 | [A26127 SCHEELE, WOLFGANG MD b
=  OTHER PROCEDURE <o OTRER PROCEDURE POTERPS A3 0406 a
| 8856 07310219919 073102 A26127 SCHEELE,WOLFGANG MD b
84 REMARKS OTHER PHYS. D a
55 PROVIDER REPRESENTATIVE T DATE °
X 012706

TCERTIFY TH. CERTI.CAT:ONG O THT REVLALL APFLY TO THZ, Ll AND ARE BASE A PART b AECF
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GOOD SAMARITAN HOSPITAL 2 V00005299151 3PATIENT CONTROL NO. é@[
FILE 53289 612-06-4339 VAG32944 111
LOS ANGELES CA 900743289 |sre.1axno. 6 STATENENT COVERSPERIOD. 17 covp. [ sncD. | 9cip. |10 LRD. | 11
2134822700 2134822721 US|95-1656366[121503[121803 3 0
12 PATIENT NANE 13 PATIENT ADDRESS
LEE, SUNNY EUNSUN 9160 EAST FLORENCE AVENUE;DOWNEY;CA;90019
14 BRTHDATE 6SEX|16MS|  prome OSSN yorvee, 20sc |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |31CO
08291971|F [ M|121503]15 [ 3 | 2[10]01|M000951807 371
jg’oDE 4 CCURRED'X(T:EE 3(340DE CCCURREI;A?EE 3CSC}-'TE Og%lﬁRENCE SPAN THROUGH X A
117121503 B B
C [
"UNITED HEALTH PLAN T | R T | "
PO BOX 1561 a|01 132000 a
VERIDIAN HLTH CARE MGMT b b
TELLEVUE, NB 68005-1561 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HCPCS  RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
112| ROOM & BOARD OB 1000.00 3 300000 1
250| PHARMACY GENERAL 6 30266 2
251| PHARMACY GENERIC DRUGS 11 106510 3
258| PHARMACY IV SOLUTIONS 10 82641 4
259| PHARMACY OTHER 2 3106 5
270 MED SURG SUPPLIES 23 172822 6
272|MED/SRG STERILE SUPPLY 10 89152 7
300 LABORATORY GENERAL 5 19008 8
305| LAB HEMATOLOGY 2 24884 5
310| LAB PATHOLOGICAL GEN 2 8 88 0 10
370{ ANESTHESIA GENERAL 1 36100 1
636| RX REQ DETAILED CODING 3 24300 12
710| RECOVERY ROOM GENERAL 1 36000 1
720| LABOR ROOM/DEL GENERAL 1 337100 1
‘) 15
L 16
17
18
19
20
21
22
001] TOTAL CHARGE 1174909 0 2
50 PAYER 51 PROVIDER NO. o | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 268800 25200
57 | DUE PAVIENT > 0
58 INSURED'S NAME 69 PREL| 60 CERT.- SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
LEE, SUNNY EUNSUN 0119203915 AIM PROGRAM 112 A
B8
! c
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
53338-1 A
B
o]
STPRINDIAG.CO.| oo | weove | OVHERDRE.COCES 14 GO 76 ADM. DIAG, CD. | 77 E-CODE 7
65421 | V252 V270 V221
76pc 8 PRINCIPALPROCEDURE BT _OTRERPROCEDURE - a R ATENONGPRYS D G1 0882 a
911741 1215036632 121503 A90094 HAHN,YOUNG I MD b
T SIERPRCEDRE ~OTHER PROCEDURE BoTHERPAS DG 10882 a
A90094 HAHN,YOUNG I MD b
82 REMARKS OTHER PHYS. ID a
"85 PROVIDER REPRESENTATIVE 86 DATE ®
012706

U 9ZHCPAT4 "APPWOVL D ONB NO C138.0279 OCRIQRIGINAL

(CERTIFY THC CERTIFICATIONS ON THE REVERLE APPLY TO THIJ BILL AND ARE LADZ A PARTH ALOF
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3 PATIENT CONTROL NO. i
FILE 53289 570-41-9384 VAG92038 T
LOS ANGELES CA 900743289 [see taxno B STATEVENTCOVERSPERIOD |7 covp.| 8ncD. | 9ciD |10 LRD. | 11
2134822700 2134822721 US[95-1656366 (0315047032904 14 0
T2 PATIENT NANE 13 PATIENT ADDRESS
BISCARRA, GUADALUPE 561 CLIFTON AVE;LOS ANGELES;CA;90031
14 BIRTHDATE 155X 16MS|  par  ADMISSON o oe aenc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. . SONDITION CODES S
_}2121964 FITM 0315041194L2 |4 10|06 |MO01014661 461
S PR Cone TGN Tooe | o M mouon [
l; 031504 B
CNITED HEALTH PLAN T Ty "
'C/0O MERIDIAN HLTHCARE MGMT al 01 132000
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1T8TROOM & BOARD REHAB 1000.00 I4 1400000
250 PHARMACY GENERAL 82 140902
251| PHARMACY GENERIC DRUGS 23 22195
255 PHARM INCID TO RAD SERV 1 57600
259| PHARMACY OTHER 128 184146
270| MED SURG SUPPLIES 14 127834
272|MED/SRG STERILE SUPPLY 2 34793
278 | MED/SRG SUPP OTHER IMP 1 207672
300( LABORATORY GENERAL 1 17000
301{ LAB CHEMISTRY 5 87682
“305{ LAB HEMATOLOGY 2 15552
320| DIAGNOSTIC RADIOLOGY 4 620916
"'351| CT SCAN/HEAD 1 166303
" '410| RESPIRATORY THERAPY 59 579726
420 PT GENERAL 41 267510
424 | PT EVALUATION 5 47520
430| 0T 36 200124
440| SPEECH LANGUAGE PATH 7 182000
444 | SPEECH PATH EVALUATION 1 26400
480 CARDIOLOGY GENERAL 5 153648
636| RX REQ DETAILED CODING 7 85421
921| PERIPHERAL VASCULAR LAB 1 1054p8
001 | TOTAL CHARGE 4730352 0
50 PAYER 51 PROVIDER NO. W | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 1207001 23436
57 | DUE FROM PAVIENT > 0
SEINSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
QISCARRA,GUADALUPE 01(300128128
63 TREATMENT AUTHORIZATION CODES o4 | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
59734-3
GTPRN.DIAG.CD.|  qeope | | mcooe i i 74 GODE 76 ADM. DIAG, CD. | 77 E-CODE 78
V5789 | 7812 [4538 [78039 [412 34690 |[V1259 |v452 V5789
76pC| 80 PANCPAL PROCEDURE 87 _ OTAERPROCEDURE = . 2 ATTENONG VS AP 537
jﬂ 387 031804 |8851 031804 / A24411 LORBER,PETER MD
[~ OTHERPROCEDURE < CTRER PROCEDURE S OTERPNS OGB4 794
| A52797 MATTHEWS,RAY V MD
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE GBOATE
X 012706

TCURTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIG BILL AND ARE MADE. A PART HLR{ OF



o o

O ® N O b W N -

o 0 T

GOOD SAMARITAN HOSPITAL 2 V00006053839 3 PATIENT CONTROL NO. STRE
FILE 53289 459-32-3240 VAHS4473 11
LOS ANGELES CA 9007432889 |sren.1axno. 8 STATEMENT COVERSPERIOD. - |7 covp. | 8ncD. | 94D |10 LRD. [ 11
2134822700 2134822721 US|95-1656366[070804[071004 2 0
12 PATIENT NANE 13 PATIENT ADDRESS
SHIELDS, DELL 13704 BENBROOK DR;LA PUENTE;CA;91746
| 14 BIRTHDATE 15SEX|16MS | ypare  "OMBSIN 1 ryee, znsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. w ! CONDITION CODES o |3CO
07121931|M | M[070804]21 [ 2] 4]13]01][M001014164 138
3(?'@5 QUCURRENE R Fooe OO ENCE SPAN . ouon A7 A
(I1] 070804 3 8
Cc
(UNITED HEALTH PLAN |
/0 MERIDIAN HLTHCARE MGMT a| 01 132000 a
£0 BOX 1561 b o
EELLEVUE, NE 68005-1561 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
214| RM BRD CCU- POST CCU 2000.00 2 400000 1
250| PHARMACY GENERAL 4 9232 2
251| PHARMACY GENERIC DRUGS 2 5 0:2 0 3
259| PHARMACY OTHER 15 20973 4
270| MED SURG SUPPLIES 4 40867 5
301| LAB CHEMISTRY 4 718;9'7 6
305| LAB HEMATOLOGY 2 22810 7
351| CT SCAN/HEAD 1 166303 8
543 | AMBULANCE HEART MOBILE 1 44880 9
730| EKG/ECG GENERAL 1 18662 10
11
12
13
14
15
16
17
18
18
20
21
22
001|{ TOTAL CHARGE 800644 0 2
50 PAYER 51 PROVIDER NO. 20 7| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y (Y 269880 8620
57 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME £2 INSURANCE GROUP NO.
S[i-IIELDS , DELL 01334608 DOCTORS MEDIC |900 A
B
: (o]
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
106757-1 A
B
(o]
BTPRN.DAG.CD.|  geope | 70 GODE OTHERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
4271 4254 4321 4019 2749 V4501 4271
76pC] 8 FRINCIPALPROCEDURE BT _OTHERPROCEDURE aATEONG PRSI C33466 a
9] A35289 CANNOM,DAVID S MD b
coon NER PROCEDURE coOTHER PROCEDURE 83 OTHER PHYS. ID a
b
| 84 REMARKS OTHER PHYS. ID a
"85 PROVIDER REPRESENTATIVE 86 DATE ®
012706

U 3T ReF AC1E

[

) ALTROWE D OV ND ©)300270

OCRORGNAL

TCERTIFY THZ CLAT.FICATIONG ON THE REVERCE APFLY TO TH2 Bl AND AHE NADE A PART K Ai OF
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o o0 T o

GOOD SAMARITAN HOSPITAL 2 V00005638499 3 PATIENT CONTROL NO. gggj
FILE 53289 602-12-1453 VAG69210 111
LOS ANGELES CA 900743289 | sre.1axno. G STATEMENTCOVERSPERIOD. |7 covp. | 8 NCD. | 94D, |10 LRD. | 11
2134822700 2134822721 US|[95-1656366(021104[|021204 1 0
TZPATIENT NAME T3 PATIENT ADDRESS
TORRES, GRACIELA 8984 CYPRESS AVE;SOUTH GATE;CA;90280
14 BIRTHDATE 15SEX[16MS| o PRSI g rvee, spsre |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31CO
3081951 F [ M|021104[14 [ 3 | 4[/18]/01|M001011964 124
:’(‘ZODE CCCURRED'X(%EE 3(;‘ODE CCCURR%’X?EE 3CGODE ochg?TRENCElspAN THROUGH ?A? A
31] 021104 B B
C c
UNITED HEALTH PLAN T | S, T | VS
C/0O MERIDIAN HLTHCARE MGMT a|01 132000 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c ¢
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
219|RM BRD DOU OTHER 2000.00 1 200000 1
250 PHARMACY GENERAL 12 79925 2
251 | PHARMACY GENERIC DRUGS 2 73?4 3
252| PHARM NONGENERIC DRUGS 2 5714 4
255| PHARM INCID TO RAD SERV 1 57600 5
258| PHARMACY IV SOLUTIONS 1 8259 6
259| PHARMACY OTHER 8 9165 7
270\ MED SURG SUPPLIES 5 59543 8
272 MED/SRG STERILE SUPPLY 9 179609 9
.302 LAB IMMUNOLOGY 1 4666 10
320] DIAGNOSTIC RADIOLOGY 1 87713 1
341| NUCLEAR MEDICINE/DX 1 193709 12
'480| CARDIOLOGY GENERAL 5 256176 13
481| CARDIAC CATH LAB 3 400464 14
482| CARDIOLOGY STRESS TEST 1 48384 15
636{ RX REQ DETAILED CODING 2 5320 16
710| RECOVERY ROOM GENERAL 7 115976 7
18
19
20
21
22
001| TOTAL CHARGE 1719557 0 23
50 PAYER 51 PROVIDER NO. Wit 7| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| Y 330332 6268
5. | DUIE (FIROW PATIENT [> 0
58INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
I'DORRES, GRACIELA 01300232923 (SEE ADMI A
B
[
63 TREATMENT AUTHORIZATION CODES o< | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2004021011100004 3 A
B
Cc
6TPRN.DAG.CD.| g | 10Co0E OTHERDUG. CODES 70 CoCE 76 ADM. DIAG, CD. | 77 E-CODE 78
41401 [4280 [4148 412 V433 V4581 41401
79pc.| 80 PRINCIPAL PROCEDURE 81 OTHER PROCEDURE ’ @2 ATTENDNGPHYS.ID A2 9529 a
9] [ 3722 021104]8856 021104 8842 021104 | [A83973 ZAMBRANO,OSCAR G MD b
o OIER PROCEDURE - o OTHER PROCEDURE ®OTERPISDAD 0529 a
A83973 ZAMBRANO,OSCAR G MD b
84 REMARKS OTHER PHYS. ID a
b

85 PROVIDER REPRESENTATIVE

X

b
U3 W 10 FeOW 3 O INO TIoM0LTY

l;[(

OCRORGINAL

86 DATE

012706

TCLRTIFY THE CERTiF iATIONS ON THE RE vi WCE APPLY TO THI3 BLL AKD ARG t2ADZ A PART HoR_Cr



:O0D SAMARITAN HOSPITAL

2 v00004553137

47

3PATIENT CONTROL NO. o
FILE 53289 565-90-9565 VAKI3664 T
LOS ANGELES CA 9007432809 [srep maxno. 6 STATENENTCOVERSPERIOD. 17 covp.{ 8NCD. | 9 CID. |10 LRD. | 11
2134822700 2134822721 US[95-1656366[020903 (020903 T 0
TZPATIENT NAME 13 PATIENT ADDRESS

© B N ;b W N -

o 0 oD

JIMENEZ , RAMONA 1616 W 53RD STREET;LOS ANGELES;CA;90062
14 BIRTHDATE 15SEX[16MS|  ypye  PDMISSION o rvee, 20 see |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |3C0
07131943 F T M 020903105]71| 7116 [021M0009764479 320
oo FRENE ooe B Tooe | R e |l A
117020903 B B
c c
UNITED HEALTH PLAN oo | MO P i
PO BOX 90579 a| 01 I32000 a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
d2'REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48NON-COVERED CHARGES | 49
110 ROOM BOARD 1000.00 I 100000 1
:250| PHARMACY GENERAL 3 26500 2
"252| PHARM NONGENERIC DRUGS 1 2610 3
258| PHARMACY IV SOLUTIONS 3 78p0 4
259 PHARMACY OTHER 9 12023 5
270{ MED SURG SUPPLIES 13 782778 6
272| MED/SRG STERILE SUPPLY 1 3976 7
301| LAB CHEMISTRY 5 661?4 8
305 LAB HEMATOLOGY 3 22166 9
306| LAB BACTERIOLOGY 3 51494 10
320| DIAGNOSTIC RADIOLOGY 2 49421 1
450| EMERGENCY ROOM 3 93792 12
636 RX REQ DETAILED CODING 1 787 1
14
15
16
17
. 19
- 20
21
22
001| TOTAL CHARGE 514991 0 2
50 PAYER 51 PROVIDER NO. “w. s | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[ 87000 2600
7 | DUIE FROM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
JIMINEZ, RAMONA 015659095650 UHP A
B
c
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NawE 66 EMPLOYER LOCATION
A
B
Cc
67BRIN.DAG.CD.| g cone 10C00E OTHER DIAG. CODES - 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
5990 5997 5715 5609 2848 25002 |2761 2768 5997
7gpc |80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE gaartenoinG PHys.0 2 0AT7262 a
[ 9] H43430 BAHRAMI, POUYA DO b
-OTRER PROCEDURE — OTRERFROCEDURE 3 OTER PIYS. 0 a
b
| 84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 85 DATE ’
X 012706

[T Y7

B T, D OING | TIT) OCROAGNAL

TCERT.FY TH: CRTHCATIONG ON THE REVs RGE APFLY TO TH: BiL AND ARE EALT A PART K. 4L OF
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o o0 T o

GOOD SAMARITAN HOSPITAL [2 V00006147722 3 PATIENT CONTROL NO. e ]
FILE 53289 383-78-3833 VAH80011 g3f_
LOS ANGELES CA 900743289 |sren 1axno. B STATENENT COVERSPERID « |7 covo.| encD. | 9cin [10LRD. | 1t

2134822700 2134822721 US| 95-1656366|081204[081304
12 PATIENT NAME 13 PATIENT ADDRESS
NISHIOKA, FRANCIS 611 N. BAILEY STREET;LOS ANGELES;CA;90033
14 BIRTHDATE 155X 16MS| o APVSION (o rvee g sag |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITIGN CI0ES o |CO
02041939[ M| M| 081204[07] 3] 2 01| M001023519 AS
| oo T"“ﬁ"@'ﬁ%_ Fooe T Tooe | et oM ouon [ A
111 081204 B B
: c
UNITED HEALTH PLAN |
/O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 081204 3 12082 1
250 PHARMACY GENERAL 081304 6 35855 2
250| PHARMACY GENERAL J7051 081304 1 2308 3
251| PHARMACY GENERIC DRUGS 081204 1 6350 4
251 PHARMACY GENERIC DRUGS 081304 4 19142 5
252 PHARM NONGENERIC DRUGS 081304 1 90879 6
258| PHARMACY IV SOLUTIONS 081204 1 8496 7
258 PHARMACY IV SOLUTIONS 081304 1 8496 8
270 MED SURG SUPPLIES 081204 11 38028 9
270 MED SURG SUPPLIES 081304 3 29015 10
272| MED/SRG STERILE SUPPLY 081204 37 80474 1
300| LABORATORY GENERAL 86850 081204 1 7776 12
°300| LABORATORY GENERAL 86900 081204 1 60148 1
©’300| LABORATORY GENERAL 86901 081204 1 5184 14
#300| LABORATORY GENERAL 86920 081204 1 8208 15
'310| LAB PATHOLOGICAL GEN 88307 081204 2 20640 1
360 OR SVCS GENERAL 38571 081204 1 252144 7
370 ANESTHESIA GENERAL 081204 102 92616 18
636/ RX REQ DETAILED CODING J1260 081204 1 12203 19
636] RX REQ DETAILED CODING J2275 081204 1 2446 20
636/ RX REQ DETAILED CODING J3010 081204 1 3133 21
710 RECOVERY ROOM GENERAL 081204 3 168998 2
001| TOTAL CHARGE 910521 2
50 PAYER 51 PROVIDER NO. 5, | s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YiiY 182104 16896
57 | DUE FEROM PATIENT > 1000
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NANE 62 INSURANCE GROUP NO
NISHIOKA, FRANCIS 01700016007 TOTAL CARE A
: B
- c
63 TREATMENT AUTHORIZATION CODES | 65 EMPLOYER NamE 66 EMPLOYER LOCATION
1'07803-1 A
8
c
GTPRN.DIAG.CD.|  goops | 700D OTHERDING. CODES 74 o0 76 ADM. DIAG. CD. | 77 E-CODE 78
185 | 1 185
79PG,| 80 PRINGIAL PROCEDURE BT OTHER PROCEDURE RATTENDNGPHYS. D Q2122 2 a
| o[ | 4053 081204 A41212 BOGAARD,THOMAS T MD b
H - OTHERPROCEDURE - OTHER PROCEDURE ROMERPS D G5156 7 a
A93080 THOMAS,EDGAR L MD b
84 REMARKS OTHER PHYS. 1D a
b

X

o VA D 25ROV, DORDING C..001T0 GCRORICNAL

85 PROVIDER REPRESENTATIVE

86 DATE

013006

TCERTIFY THE CERTIFICATIONS ON THE RE VEREE APFLY TO TH-) LU AKD AKE BADS: A PART H, HEOF
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oo

GOOD SAMARITAN HOSPITAL [2 V00006173280 3 PATIENT CONTROL NO. e
FILE 53289 566-58-6891 VAH85150 <3f_
LOS ANGELES CA 9500743289 |see.1axno. 6 STATEMENTCOVERSPERIOD. |7 covp. | 8NCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US|{95-1656366[082604]082604
T2 PATIENT NAME T3 PATIENT ADDRESS
CLARK, YAEKO 325 S BOYLE AVENUE;LOS ANGELES;CA;90033
14 BIRTHOATE wsex|16Ms] o ADMISSION e snsec |21 D HR[22 STAT| 23 MEDICAL RECORD NO. 0 CONDITION CODES o |3CO
| T0181924| F| W/ 082604[07 ] 3] 2 01|{M000784349 AS
N s 2 TR I ik AL \
11] 082604 8 B
- c c
UNTTED HEALTH PLAN T T VU
C/0O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42 REV. CO. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 082604 2 16293 1
250; PHARMACY GENERAL J3470 082604 1 14700 2
251| PHARMACY GENERIC DRUGS 082604 2 30118 3
252| PHARM NONGENERIC DRUGS 082604 1 207770 4
258| PHARMACY IV SOLUTIONS 082604 2 20144 5
272{ MED/SRG STERILE SUPPLY 082604 16 189840 6
276| SUPP- INTEROCCULAR LENS 082604 1 49316 7
360] OR SVCS GENERAL 66984RT 082604 1 172524 8
+370] ANESTHESIA GENERAL 082604 1 46656 9
. 710/ RECOVERY ROOM GENERAL 082604 2 44582 10
urt 1
12
13
14
15
18
17
18
19
2
21
2
001] TOTAL CHARGE 604943 0 2
50 PAYER 51 PROVIDER NO. ol e| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 YI|Y 77011 121989
5, | DUIE [FROM PATIENT > 1000 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
CLARK, YAEKO 01}700014405 TOTAL MEDICAL |900 A
B
C
63 TREATMENT AUTHORIZATION CODES 4| 65 empLOVER NaME 66 EMPLOYER LOCATION
000500V01199 RETIRED A
8
[
GTPRN.DIAG.CD.|  cyeope | 10 CODE OTHERDIAG. CODES ¢ 14CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
3668 3669 3669
79pC] 8 PRINCIPALPROCEDURE _ 8T _OTHERPROCEDURE ATeonG P D A21690 a
9] [ 1341 082604] 1371 082604 A82479 JANES,CHARLES L MD b
OTHER PROCEDURE — OTHER PROCEDURE. BOTERPS DA 1690 a
AB82479 JANES,CHARLES L MD b
84 REMARKS OTHER PHYS. D a
55 PROVIDER REPRESENTATIVE S DATE °
013006

TCERTIFY THE GERTIFICATIONS ON THE RE Vi RGE APPLY TO THIS BILL AND ARE MAOE A FART HEHE OF
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OCRORIGINAL

GOOD SAMARITAN HOSPITAL 2 V00005396270 3 PATIENT CONTROL NO. &@_
FILE 53289 551-89-1089 VAG13828 831
LOS ANGELES CA 900743289 |sren.1axno. B STATEMENTCOVERSPERIOD . |7covp.] 8ncp. | 9cip |10 LRD. | 11
2134822700 2134822721 US|{95-1656366[111203|111203
12 PATIENT NAME 13 PATIENT ADDRESS
RIOS,MARGARITA 901 N KODAK DRIVE;LOS ANGELES;CA;90026
14 BIRTHDATE 1556X[ 16MS|  ypae  POMSSION Lo rvee, a0 sc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. n CONDITION CODES » |31CO
05161970 F[ M 111203]11 ] 3| 2 01{M000829027 CA
3(:,2?DE qCCURREI-J,:i(T:'EE 3(?ODE y CCURRED'I\;(T:EE 3(‘35005 OEEgSRENCE SPAN THROUGH 3A7 A
11] 111203 8 B
. C Cc
UNITED HEALTH PLAN T 1 VR T | VS
/0 MERIDIAN HLTHCARE MGMT a a
FO BOX 1561 b o
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 111203 4 17708 1
251 PHARMACY GENERIC DRUGS 111203 3 176{77 2
252| PHARM NONGENERIC DRUGS 111203 1 84984 3
258| PHARMACY IV SOLUTIONS 111203 1 13693 4
259| PHARMACY OTHER 111203 1 4602 5
270 MED SURG SUPPLIES 111203 7 16377 6
272| MED/SRG STERILE SUPPLY 111203 36 66848 7
310| LAB PATHOLOGICAL GEN 88304 111203 2 7680 8
360 OR SVCS GENERAL 11406 111203 1 173040 9
360| OR SVCS GENERAL 11406 111203 0 10
360 OR SVCS GENERAL 12032 111203 0 1
360| OR SVCS GENERAL 12032 111203 0 12
1370| ANESTHESIA GENERAL 111203 70 63560 1
“'536| RX REQ DETAILED CODING |J1260 111203 1 12203 L
7636 RX REQ DETAILED CODING J2765 111203 1 3293 15
636| RX REQ DETAILED CODING J3010 111203 1 3133 16
710| RECOVERY ROOM GENERAL 111203 3 58060 7
730| EKG/ECG GENERAL 93005 111103 1 18662 18
19
20
21
22
001[ TOTAL CHARGE 561520 0 2
50 PAYER 51 PROVIDER NO. "WE LT 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 1445776 55424
57 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
RIOS, MARGARITA 01300214721 GLOBAL CARE ME A
i ' B
il c
63 TREATMENT AUTHORIZATION CODES o5 | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2003103104400080 A
B
[
67PRIN.DAG.CD.|  geope | 10008 OTHERDIAG. CODES - 74CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
2141 7822
76p.c.| 8 PRNCPALPROCEDURE §7  _ OTFER PROCEDURE - B2 ATTENDING PHYS.D (332025 a
(911863 1111203 A91389 FITZGIBBONS, TERRENCE J M b
i <o OTHER PROCEDURE - ~OTHER PROCEDURE BOTHERPHYS. D G372 02 5 a
i | | |1A91389 FITZGIBBONS,TERRENCE J M |b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 36 DATE °
013006

CCERTIFY THZ CLRTIFICATIONS ON THE REV: RSE AFPLY TO THIS BILL AND ARE MADE A PART HER: OF
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GOOD SAMARITAN HOSPITAL 2 V00006064844 3PATIENT CONTROL NO. &ﬁaj‘z
FILE 53289 459-32-3240 VAH63689 831
LOS ANGELES CA 900743289 |sre.1axno. § STATEMENTCOVERSPERIOD 7 covo. | anco. | 9cip. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366[072204(072204
12 PATIENT NAME 13 PATIENT ADDRESS
SHIELDS,DELL 13704 BENBROOK DR;LA PUENTE;CA;91746
14 BIRTHDATE wsex|oMs| o AOVISSION e, g0sac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDIVION CODES » |3CO
07121931 M| M[ 072204 06 L} | 2 01{M001014164 AR
3(3055 CCCURRF[)"X% 304005 CCCURR%:(T:E 3060:»: O(";gg\f‘i RENCEISPAN THROUGH 3A7
11| 072204 B
C
(UNITED HEALTH PLAN T | PESEE
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250( PHARMACY GENERAL 072204 3 15719
250| PHARMACY GENERAL J2250 072204 1 42666
258| PHARMACY IV SOLUTIONS 072204 1 82589
270 MED SURG SUPPLIES 072204 8 625{75
*4272| MED/SRG STERILE SUPPLY 072204 6 146784
272( MED/SRG STERILE SUPPLY C1730 072204 2 199440
3300| LABORATORY GENERAL 36415 072204 1 960
.. 301| LAB CHEMISTRY 80048 072204 1 4340
'301| LAB CHEMISTRY 83735 072204 1 2160
305 LAB HEMATOLOGY 85025 072204 1 2600
305| LAB HEMATOLOGY 85610 072204 1 2640
305| LAB HEMATOLOGY 85730 072204 1 2640
320| DIAGNOSTIC RADIOLOGY 76000 072204 1 34704
480| CARDIOLOGY GENERAL 93620 072204 1 462240
636| RX REQ DETAILED CODING J3010 072204 1 3133
636{ RX REQ DETAILED CODING Q0163 072204 1 2666
710{ RECOVERY ROOM GENERAL 072204 5 85016
730| EKG/ECG GENERAL 93005 072204 1 18662
"p01| TOTAL CHARGE 1058804 0
S0PAYER 51 PROVIDER NO. WL | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
NITED HEALTH PLAN 951656366 Y| |Y 375300 470743
i
5 | DUIE [FROWM PATIENT [> 1000 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN-HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SHIELDS, DELL 01334608 DOCTORS MEDIC|900
63 TREATMENT AUTHORIZATION CODES 5. | 65 EmpLOYER NaME 66 EMPLOYER LOCATION
143165
STPRN.DIAG.CD.| g eone woove | OTHER DIAG. CODES 74.CoDE 76 ADM. DIAG. CD. | 77 E-CODE 78
7802 4271 4019 V4589jL 7802
79pc 8  PRINCIPAL PROCEDURE BT _ OTHERPROCEDURE 2 ATTENONG PHYS.D 354794
1 9] 3726 1 072204]3729 072204 A52797 MATTHEWS,RAY V MD
T o QTERPROCEGURE. < OTRER PROCEDURE BOTERPE D C33466
. A35289 CANNOM,DAVID S MD
81 REMARKS OTHER PHYS. ID
785 PROVIDER REPRESENTATIVE 86 DATE
X 013006

ITIHGTA ROy D DN RO L 10621 CCRORCNAL

TCERTWY THT C: AT :LATON:

IS ON THE REVE RLE A-FLY T0 THI DAL AKD ARE FAGE A FART KA. OF
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GO0OD SAMARITAN HOSPITAL 2 V00004328951 3PATIENT CONTROL NO. G oL |
£ILE 53289 617-20-4196 VAKS4751 131
LOS ANGELES CA 900743289 |sren 1axno. 6 STATEMENTCOVERSPERIOD |7 covo.| ewnco. | 9cip |10 LRD. | 11
2134822700 2134822721 US|95-1656366|120202|120202
1ZPATIENT NAME 73 PATIENT ADDRESS
SORIA,JOSE 11825 WASHINGTON BLVD;WHITTIER;CA;90606
14 BIRTHDATE 155X 16MS|  pare  APMIRSON o rvee, 5o |21 D HR[22 STAT] 23 MEDICAL RECORD NO. " LONDITION CODES o 131CO
04241931[ M| W[ 120202]10] 3] 2 01|M000948599 oT
%7 OCCURRENCE 34 QCCURRENGE k3 GCCURRENCE SPAN kY
CoDE DATE CODE DATE CODE FROM | THROUGH A
11( 120202 B
[
‘ONITED HEALTH PLAN T | T 1 P,
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
.. 480| CARDIOLOGY GENERAL 93307 120202 1 64800
~480| CARDIOLOGY GENERAL 93320 120202 1 22200
'480| CARDIOLOGY GENERAL 93325 120202 1 23040
M
‘001| TOTAL CHARGE 110040 0
50 PAYER 51 PROVIDER NO. o ae| 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y(|Y 55935 32097
5 | DUE AR PATIENT [> 0
58 INSURED'S NAME 53 P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SORIA,JOSE 01021131921 ALTA MED HEALT[617204196/5014
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
67PRN.DIAG.CD. | gy cone o.Co0E OTHERDIAG. COOER 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
1241 4241
79PL | LRINCIPAL PROCEDURE BT OTERPROCEDURE SZATTENDNGPHYS.D C4 084 9
3 A88209 KAY,GREGORY L MD
~ OTHER PROGEDURE <o OTFER PROCEDURE - S OTHERPHYS. D
54 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
X 013006

TCERTIFY THL CLRTIFICATIONS ON THL HE V. RSE APRLY TO THIG B-LL AND ARE MADY A PART W, k OF
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CToIHCHATAS 'AFPROVE D ORJ ND €239.0279

OCRIDRIGINAL

GOOD SAMARITAN HOSPITAL 3 PATENT CONTROL NO. TTET |
FILE 53289 978-07-7194 VAGI4659 91
1.0S ANGELES CA 900743289 |srep.1axno. 6 STATEMENT COVERSPERIOD. |7 covp. [ sncD. | 9cap. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]|032604(032604
12 PATIENT NANE 13 PATIENT ADDRESS
RDOOKHANIAN, CLARA 4255 W. 5TH ST APT 206;LOS ANGELES;CA;90020
14 BIRTHDATE 15SEX[16MS| yppare  ADMRSION L ee, nsmc 210 HR[22 STAT] 23 MEDICAL RECORD NO. N CONDITIONCODES » |3MCD
06261930 F1 U[032604[16 [ 1] 7[17]01]MO00553726 ca
37 OCCURRENCE 36 GCCURRENCE % BCCURRENCE SPAN 7
| “cooe DATE CODE DATE COE FROM THROUGH A
AT 062630 B
—_— C
"URP MEDTTCAL B
C/0 MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL J1885 032604 1 72114
320} DIAGNOSTIC RADIOLOGY 72070TC 032604 1 21254
320| DIAGNOSTIC RADIOLOGY 72100TC 032604 1 27786
-450| EMERGENCY ROOM 90782 032604 1 3128
*450| EMERGENCY ROOM 27502 032604 1 30067
~901| TOTAL CHARGE 89449 0
50 PAYER 51 PROVIDER NO. w .| 54 PRIOR PAYMENTS 55 EST. AMOUNT OUE 56
74P MEDI-CAL Y| |Y 356 71203
57 | DUIE (FIROM PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP N,
ORDOOKHANIAN, CLARA 01| 068244952A
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
GTPRN.DAG.CO.|  yoope | 70ConE OTHERDING. CODES 74 CO0E 76 ADM, DIAG. CD. | 77 E-CODE 78
95215 7245 E8859
79[ 90 PRINCIPALPROCEDURE BT OTERPROCEDURE [ [samevoncrvs o C32505
Kl | [A34963 FAGAN JR.,PHILIP MD
Y ~cOTHER PROCEDURE L OTFERPROCEDURE | g3 orrer phvs, 0
N l
B4 REMARKS OTHER PHYS. ID
—
85 PROVIDER REPRESENTATIVE 5 BATE
013006

o8 O 6 g oo

ICERTIFY THE CERTIFICATIONS ON THE RE VERSC APPLY TO THIS BILL AND ARE MADY A PART HE AL OF
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VB9 HCHA 1420 AFPROVI 3 OMBND £233-0179

GCRORIGINAL

2 V00006526032 3 PATIENT CONTROL NO. o
FILE 53289 155-46-6273 VAI85813 1
10S ANGELES CA 900743289 [srep taxno. 8 STATEMENTCOVERSPERIOD  [7 covp. | snco. | ecip. |10 Lro. [ 11
2134822700 2134822721 US|[95-1656366]122804[122804
T2PATIENT NANE 13 PATIENT ADDRESS
ROQUE, RENEE A 4001 N MISSION RD;LOS ANGELES;CA;90032
14 BIRTHDATE 15 SEX| 16 MS ADMISSION 1o rvpi | s0.ac |21 O HR22 STAT| 23 MEDICAL RECORD NO. N CONDITION CODES ., |3MCD
09291961 F| S| 1228041071 3T 2[99]0I|M0009771350 ca
37 OCCUARENCE 34 OCCURRENGE £ DCCURRENCE SPAN 7
CooF DATE CODE DATE CODE FROM THROUGH A
AT 092961 B8
c
UHP™ MEDT=CAL T T |
C/0 MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV. CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
.. 320] DIAGNOSTIC RADIOLOGY 74220TC 122804 1 27648
R
001| TOTAL CHARGE 27648 0
50 PAYER 51 PROVIDER NO. M| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL Y||Y 2285 19833
= | DUEE FROWM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - IDNO, 61 GROUP NAME 62 INSURANCE GROUP NO.
ROQUE, RENEE A 01931437 GLOBAL CARE UHP MEDICAL
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
DIRECT REFERRAL
67.}.’RIN. 060 oo | 10C00E OTHERDIFG. CODES 74 CoDE 76 ADM. DIAG. CD. | 77 £-CODE 78
7372 7872
106c |80 PRINCIPALPROCEDURE 81 L oOTHERPROCEDURE i g2 ATTENDING PHYS. 1D A29921
9] C35367 LEMAILEWILLIAMS, ROBERT L
i - OTFER PROCEDURE < OTFER PROCEDURE | = OTHER PYS. D
84 REMARKS T omeremso
85 PROVIDER REPRESENTATIVE 85 DATE
013006

o 2 T o T o

TCERTIFY THE CF RTIFICATIONS ON THE REVERIT APPLY TO THIG BELL AND ARE MADY A PART HL R.OF
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GOOD SAMARITAN HOSPITAL 2 V00006782494 3PATIENT CONTROL NO. &&ﬁi
FILE 53289 563-19-8290 VAJ13531 131
LOS ANGELES CA 900743289 |sren.axno. 6 STATEMENTCOVERSPERIOD w7 covD.| sncD. | 9cip. |10 LRD. | 1
2134822700 2134822721 US| 95-1656366[033005[033005
T2 PATIENT NAME 13 PATIENT ADDRESS
“ORDON, LYDIA 857 E 112TH ST.;LOS ANGELES;CA;90059
14 BIRTHDATE 15X 16MS| o APVSSN, g rype, 2 sme |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3WMCD
9161959 F | S[033005/10] 3 [ 1199/01/M001044636 CA
47 GUCURRENCE 34 GCCURRENGE % OCCURRENCE SPAN T
| COJE DATE CODE DATE CODE FRC:.. 1 THROUGH A
Al| 091659 B
%]
UHP MEDI-CAL T | P
C/0O MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42 REV, CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
305| LAB HEMATOLOGY 81003TC 033005 1 1520
320| DIAGNOSTIC RADIOLOGY 74000TC 033005 1 273{71
‘01| TOTAL CHARGE 29291 0
50 PAYER 51 PROVIDER NO. W8 | s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
" JP MEDI-CAL Yil|Y 1351 22082
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 53P.REL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GORDON, LYDIA 01| ID# 862-128
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
ATTACHED
6TPRN.DAG.CD.|  goope | 70 00E OTRERDHE.CO0ES. 74 CO0E 76 ADM. DIAG. CD. | 77 £.CODE 8
5920 5920
79pC| @ PRINGIPALPROCEDURE BT _ OTHER PROCEDURE B2 ATTENDING PHYS D G3 0255
9| 7 7 A91273 BRAGIN,STEPHEN D MD
o ~-GTHER PROCEDURE. <o OTHER PROCEDURE &3 OTHER PHYS.
"8 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
_ ‘ _ 013006
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UT S HCPA S APPROV: O DN NG L 1330413

‘OCR.ORIGINAL

00D SAMARITAN HOSPITAL 2vy00004729810 3 PATIENT CONTROL NO.
FILE 53289 557-19-1405 VAG47176 831 ]
#238 ANGELES CA 900743289 [sre.mxno. 6 STATEMENT COVERSPERIOD. |7 covo. | 8ncD. | 9.C4D. |10 LRD.{ 11
2134822700 2134822721 US|[95-1656366|050603 050703
12 PATIENT NAME 13 PATIENT ADDRESS
OLMOS-TALAMO, JUANITA 1454 SUNSET AVE;PASADENA;CA;S91103
14 BIRTHDATE 1550 16MS| o APVSSION o rype, a0 snc [21 D HR[22 STAT| 23 MEDICAL RECORD No. 24 CONDITION CODES » |31CO
10161963 F [ M[{050603]20 [ 2] 2 01|M000581214 ca
s P e T T | T e |7
11] 050603 a
c
TUNITED HEALTH PLAN T L S
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
270 MED SURG SUPPLIES 050603 1 36243
"'270{ MED SURG SUPPLIES 050703 4 397:64
’300| LABORATORY GENERAL Go0o001 050603 1 960
"305| LAB HEMATOLOGY 81015 050603 1 2500
+305| LAB HEMATOLOGY 85025 050603 1 2600
306| LAB BACTERIOLOGY 87088 050603 1 4800
762| TREAT/OBSERV RM OBSERV 99218 050603 23 82800
"001| TOTAL CHARGE 169667 0
50 PAYER 51 PROVIDER NO. o | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yi||Y 1442 134292
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - (D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
OLMOS-TALAMO, JUANITA 01(557191405 STEWART MED GR
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
BTPRN.DAG.CD.|  Geooe | 70 GODE OTHERDIAG. CODES - 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
*4403 | 64663 5990 65103 64403
79pC.| ©  PRINCIPALPROCEDURE - B _ OTFERPROCEDURE - Q2ATTENDNG PHYS D G661 9 3
([ 7535 050603]7534 050603 F11385 DWIGHT,MARK A MD
T CIERPROCEDURE o OTHER PROCEDURE BOTERPIS DG 66193
! F11385 DWIGHT,MARK A MD
84 REMARKS OTHER PHYS. 1D
§5 PROVIDER REPRESENTATIVE 8 DATE
X 013006

O w

o 0 T o

© ® N O O A W N =

o 9 T o o o

TCERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADL A PART HE RL OF
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GOOD SAMARITAN HOSPITAL 2V00006936470 3 PATIENT CONTROL NO. ST
FILE 53289 563-65-4812 VAJ42382 %3%
LOS ANGELES CA 900743289 |sren.1axno. § STATEMENTCOVERSPERIOD. 7 covn. | ancD. | 9 cip. [10LRD. [ 11
2134822700 2134822721 US|[95-1656366|051205[051205
TEPATIENT NAVE 13 PATIENT ADDRESS
. NDERS, NAKEYA 345 S COLUMBIA AVE;LOS ANGELES;CA;90017
13.BIRTHDATE 15SEX|16MS|  pae  ADVISSION e, z0src |21 DHR[22 STAT| 23 MEDICAL RECORD NO. a CONDIION COGES » |9MCD
¢4011981[F | S[051205]/11 ] 3] 2}15[/01/M000977299 AA
i ;]wa% Y T R I A
Al| 040181 3 B
S P C c
UHP MEDI-CAL 3 | VALUECODES AT 1 VALUECODES.
C/0O MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 305| LAB HEMATOLOGY 81003TC 051205 1 1920 1
2l 361| OR SVCS MINOR SURGERY 59025 051205 1 25920 2
3 762| TREAT/OBSERV RM OBSERV Z7500 051205 3 15552 3
4 4
5 5
8 - 5
7 7
8 8
0 9
10
1"
12
13
14
15
16
17
18
19
20
21
22
J01| TOTAL CHARGE 43392 0 23
50 PAYER 51 PROVIDER NO. W e | 54 prioR PAYMENTS 55 EST. AMOUNT DUE 56
- IP MEDI-CAL Y 6395 28319
51 | DUE PATIENT > 0
58 INSURED'S NAME 53 P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ANDERS, NAKEYA 01|563654812 TOTAL MED GRP A
B
c
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
NO AUTH REQ A
B
Cc
67PRN.DIAG CD.]  gocope | 10C00E OTHERDIRG. CODES 74 Co0E 76 ADM. DIAG CD. | 77 £-CODE 78
78909 V288
79pC] 8 PRINGIPAL PROCEDURE _ BT OTFERPROCEDURE — B2 ATTENDNGPRYS.D G864 96 a
@ 7534 051205 ABRAHAMS ,ARIEL E MD b
o - OTER PROCEDURE. - o CTHER PROCEDURE BOMERPIS 0GBE496 a
L ABRAHAMS,ARIEL E MD b
84 REMARKS OTHER PHYS. 1D a
55 PROVIDER REPRESENTATIVE 56 DATE °
X 013006

TR TSy N} AFROVI 0 OMINO CASEITY OCRORIGINAL

TCERTWFY THE CERT/FCATIONG ON THE REVERLE APFLY 10 THZ) LAl AND AQE LADL A PART HIALGE



GOOD SAMARITAN HOSPITAL 200003682218 3PATIENT CONTROL NO. ST ]
FILE 53289 555-34-9765 VAJ33396 831
LOS ANGELES CA 900743289 |sren.taxno. © STATEWENT COVERSPERIOD. |7 covo.| 8ncD. | 9¢iD. |10 LRD. | 11
2134822700 2134822721 US|95-1656366|042602(042702
12 PATIENT NAME 13 PATIENT ADDRESS
CRENSHAW, ALBERTA 7310 S. HOBART AVE;LOS ANGELES;CA;90006
14 BIRTHDATE 155X/ 16MS|  pae  ADMISSION o rvee, 20sec |21 D HR[22 STAT] 23 MEDICAL RECORD NO. " CONDITION COOES « |31CO
11121912[F | W[ 042602]16 ]| 3 [ 2 01|/M000897974 AA
:ghgs QECURRESE oo TR oo O RENCE SPAN,  roun ,?\7
a| 1| 042602 8
b| c
¥ UNITED HEALTH PLAN Toor | R Cooe | MG
I. O BOX 90579 a
b
LOS ANGELES, CA 90009-0579 c
d
42REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 250 PHARMACY GENERAL 042702 2 1539
2l 251 PHARMACY GENERIC DRUGS 042602 1 73?5
3l 255 PHARM INCID TO RAD SERV 042602 1 48000
st 270| MED SURG SUPPLIES 042602 10 607?2
sy 270| MED SURG SUPPLIES 042702 1 2304
s 272 MED/SRG STERILE SUPPLY 042602 3 326940
71 272| MED/SRG STERILE SUPPLY 042702 1 11808
8f 300| LABORATORY GENERAL 86850 042602 1 64?0
of 300 LABORATORY GENERAL 86900 042602 1 6600
1/ 300 LABORATORY GENERAL 86901 042602 1 4320
1| ..300| LABORATORY GENERAL 86920 042602 3 20520
12| ,.300{ LABORATORY GENERAL G0001 042602 2 1920
13| ©-300| LABORATORY GENERAL G0001 042702 1 9?0
1] ~300( LABORATORY GENERAL 86900 042802 3 22320
] 301} LAB CHEMISTRY 80048 042602 1 43%0
wl 301| LAB CHEMISTRY 80048 042702 1 4340
7| 301| LAB CHEMISTRY 80076 042702 1 4320
% 301| LAB CHEMISTRY 83735 042702 1 2160
9l 301| LAB CHEMISTRY 84100 042702 1 19?0
»| 305| LAB HEMATOLOGY 85023 042602 1 3720
21 305| LAB HEMATOLOGY 85610 042602 1 2640
2| 305| LAB HEMATOLOGY 85730 042602 1 2640
»| 305/ LAB HEMATOLOGY 85025 042702 1 2640
50 PAYER 51 PROVIDER NO. o uh | 5a prior PaYMENTS 55 EST. AMOUNT DUE 56
A| UNITED HEALTH PLAN 951656366 Y |Y 200000 748739
B
[+
5, | DUVIE [FROW PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - (D NO. &1 GROUP NAME 62 INSURANCE GROUP NO
A| . RENSHAW, ALBERTA 01|865916 GLOBAL CARE ME
B8
c H
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NavE 66 EMPLOYER LOCATION
Al 58764-2 RETIRED
B
Cc
BTPRIN.DIG.CD.|  geope | 20CoDE OTHERDIAG. CODES 20.CODE 76 ADM. DIAG. CD. | 77 £-CODE 78
199673 140391 [25000 [42731 12819 44024 V1259 99673
79pC] 8 CNCIPALPROCEDURE B OTHERPROCEDURE T eameonerms 0 G44744
' 9l1395 0426028860 042602 _ A92523 FISHMANN, ANDREW J MD
‘IT B 7;:8; FERPRG CEDURE e cosk HERPRO CEOURE e 830THERPHYS.DA4 9626
E96946 BURSTEIN, STEVEN MD
o | oREmARKS OTHER PHYS, 1D
: 85 PROVIDER REPRESENTATIVE 86 DATE
dl___. X 013006
TN bc.l,\ (] Ao eiOV: DIVEIIND U 33627) OCRORIGNAL YCERTIFY THE G RTFICATIONS ON THE RE Vs RLE APPLY TO TH 2L AND ARE EIAD! A PART HZRLO?
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GOOD SAMARITAN HOSPITAL 2VvV00003682218 3PATIENT CONTROL NO. éﬁﬁf
FILE 53289 555-34-9765 VAJ33396 831
"OS ANGELES CA 900743289 [srep taxno. 6 STATEMENTCOVERSPERIOD. |7 .covo.| encD. | 9ciD. |10 LRD. |
(134822700 2134822721 US| 95-1656366]042602]042702
TZBATIENT NAME 13 PATIENT ADDRESS
CRENSHAW, ALBERTA 7310 S. HOBART AVE;LOS ANGELES;CA;90006
14 BIRTHDATE 15X 16MS|  pare  AOVISSION o rvee, apsnc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDATCN CODES » |31CO
11121912 F | W[ 042602]16 [ 3] 2 01|{M000897974 AA
o Hooe LTORRNE Teoe O RRENCE SPAN, rowan ?\7
11] 042602 3
%]
UNITED HEALTH PLAN T T T | T,
P O BOX 90579 a
b
LOS ANGELES, CA 90009-0579 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
306{ LAB BACTERIOLOGY 87040 042602 2 12240
306| LAB BACTERIOLOGY 87088 042702 1 4800
- 320| DIAGNOSTIC RADIOLOGY 71010 042602 1 17280
320 DIAGNOSTIC RADIOLOGY 75790 042602 1 177120
320 DIAGNOSTIC RADIOLOGY 75962 042602 1 192600
320| DIAGNOSTIC RADIOLOGY 76000 042602 1 35280
390| BLOOD STORAGE/PROCESS Po016 042802 3 62400
635 ERYTHROPOIETIN <10000 U |Q9930 042602 1 39200
730| EKG/ECG GENERAL 93005 042602 1 12960
801| I/P RENAL HEMODIALYSIS 042602 1 83400
~201| TOTAL CHARGE 1187848 0
S0PAYER 51 PROVIDER NO. as. 5| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
ONITED HEALTH PLAN 951656366 Y 200000 748739
57 | DUEE [FROM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
CRENSHAW, ALBERTA 01|865916 GLOBAL CARE ME
63 TREATMENT AUTHORIZATION CODES . | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
58764-2 RETIRED
67PRIN.DIAG.CD.| g cone 70600 OTHER DIG.CODES 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
99673 | 40391 | 25000 |42731 12819 44024 V1259 99673
79pC.| 8 PRINCIPAL PROCEDURE B __OTHERPROCEDURE - RATTENONGPHYS. O G4 4 74 4
113950 0426028860 042602 A92523 FISHMANN,ANDREW J MD
: - OTHER PROCEDURE.__ < OTFER PROCEDURE BOMERPIYS DAL 0626
. E96946 BURSTEIN, STEVEN MD
84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
013006

VoI ALY AFPROV: D OO NO €103-0eT0 OCRORIGINAL

TCERTIFY THE GERTIFICATIONS ON THE REVLRE APFLY YO THIU BILL AND ARE MADE A PART HERE 07
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700D SAMARITAN HOSPITAL

25,8 2 V00006504666 3PATIENT CONTROL NO.
I'ILE 53289 548-88-7917 VAT70797 1L
[:0S ANGELES CA 900743289 [sre taxno. 6 STATEMENT COVERS PERIODw |7 covD.| 8 ncD. | scap. [10LRD. | 11
2134822700 2134822721 US| 95-1656366[010705[010805
1ZPATIENT NAME T3 PATIENT ADDRESS
TOMIOKA,MITSUTARO 714-2 W. 168TH STREET; GARDENA;CA; 90247
14 BIRTHDATE 15Sex|16MS| o AOVISSION o rvpe, sosac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31C0O
03231918 M| W[ 010705[21 [ 3| 2 01[M000897168 AS
1)035 "CCUEREX?_EE_ N Sooe TURREE Fooe R VENCE SPAN | cosan 2\7 A
af 11]010705 5 )
bl ). }C c
% UN I TED HEAL T]-I PL"AN 33002 VALUE CA?EEET 4(;005 VALUE %\%%SST
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| - 250 PHARMACY GENERAL 010705 2 6415 1
2| 250 PHARMACY GENERAL J7051 010705 1 2308 2
3| -250| PHARMACY GENERAL 010805 5 68748 3
4 “251| PHARMACY GENERIC DRUGS 010805 1 9348 4
s| 258 PHARMACY IV SOLUTIONS 010705 2 18532 5
s 258 PHARMACY IV SOLUTIONS 010805 3 31889 6
71 259| PHARMACY OTHER 010705 1 26028 7
s] 271| MED/SRG SUPP NONSTERILE 010705 1 2172 8
o] 272| MED/SRG STERILE SUPPLY 010705 23 104448 9
] 310 LAB PATHOLOGICAL GEN 88305 010705 5 1157775 10
n| 360| OR SVCS GENERAL 31536 010705 1 296524 x
2] 360| OR SVCS GENERAL 31625 010705 0 12
1| 360] OR SVCS GENERAL 43202 010705 0 13
u[ 710} RECOVERY ROOM GENERAL 010705 10 182891 14
15 15
16 16
17 17
18 18
18 19
2| 20
21 21
2 22
23] 001| TOTAL CHARGE 863178 0 23
50 PAYER 51 PROVIDER NO. oo | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
Al UNITED HEALTH PLAN 951656366 Yi|Y 200000
B
Cc
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 P.REL] 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
Al TOMIOKA,MITSUTARO 01|700004559 TOTAL MEDICAL |548887917 A
B B
c (o]
63 TREATMENT AUTHORIZATION CODES . | 65 EmpLOYER NAME 66 EMPLOYER LOCATION
al 20041109 RETIRED A
B B
[ [
67PRN.OMG.CO.| o | 70C00E OTHER DG, CODES 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
189 2300 |7872 7872
79pc 8 PRNCIPALPROCEDURE B OTFERPROCEDURE - T T e2arrenonerivs. 0 G36062 a
_‘_31 4224 010705| 3324 0107053143 010705)| |A46560 SILBERSTEIN, SOL MD b
T IRERPROCEOIRE - ~OTRERPROCEDURE HOTERPE P G36062 a
{2912 010705 A46560 SILBERSTEIN, SOL MD b
o | B4 REMARKS OTHER PHYS. ID a
b | 85 PROVIDER REPRESENTATVE 86 DATE °
: X 013006

U 1 HCA TS VROV DOMINOG 0333027

OCR/ONIGINAL

VCERTIY,

THE GERT#ICATIONG ON THE R VURLE APOLY TO THEI Bl AND ARE BADZ A PART HC ki CF
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APPROV: D OMIIND 0332027

OCRORIGINAL

ICERTIFY THE CLRTIFICATIONS ON

GOOD SAMARITAN HOSPITAL 2700003226560 3 PATIENT CONTROL NO. gﬁi
FILE 53289 555-75-9188 VAK94752 831
1:0S ANGELES CA 900743289 |sren.1axno. B STATEMENT COVERSPERICD 7COVD. | 8NCD. | 9CID. [10LRD. | 11
3134822700 2134822721 US|[95-1656366[112901[113001
12 PATIENT NAME T3 PATIENT ADDRESS
KIM,JAE B 12750 CENTTALIA STREET;CITY OF INDUSTRY;CA;91715
14 BIRTHDATE 55X 16| o APVISSON o rvee, apsme [21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |31CO
02101939 M| M[112901]16 L} | 2 01|M000941591 AS
Tooe IO Fooe 1O oNE Booe | Ohran AN v
11| 112901 8
C
UNITED HEALTH PLAN T | T S
P.O. BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 112901 5 145774
250| PHARMACY GENERAL 113001 6 44920
-'251| PHARMACY GENERIC DRUGS 113001 2 11258
3252 PHARM NONGENERIC DRUGS 113001 1 70950
268 PHARMACY IV SOLUTIONS 112901 2 7200
. 258 PHARMACY IV SOLUTIONS 113001 3 21147
'259| PHARMACY OTHER 113001 4 7264
270/ MED SURG SUPPLIES 112901 2 4400
270{ MED SURG SUPPLIES 113001 5 22320
272| MED/SRG STERILE SUPPLY 112901 S 71304
300{ LABORATORY GENERAL G000l 112901 1 960
300! LABORATORY GENERAL G0001 113001 1 960
301| LAB CHEMISTRY 80048 112901 1 4340
301 LAB CHEMISTRY 82310 113001 1 1920
305| LAB HEMATOLOGY 85025 112901 1 2640
310{ LAB PATHOLOGICAL GEN 88305 112901 3 21240
310! LAR PATHOLOGICAL GEN 88314 112901 1 3840
320| DIAGNOSTIC RADIOLOGY 71010 112901 1 17280
360{ OR SVCS GENERAL 60500 112901 1 155688
370 ANESTHESIA GENERAL 112901 2 76128
7536| RX REQ DETAILED CODING 113001 1 3734
. 536/ RX REQ DETAILED CODING J2765 113001 1 3199
" 710| RECOVERY ROOM GENERAL 112901 3 115800
50 PAYER 51 PROVIDER NO. Wb | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YIY 200000
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
KIM, JAE B 01121100791 USC AFFILIATE (1383
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2001112813900012
67 PRIN, DIAG. CD. 63CoDE oot OTHER DG, CODES 74 COOE 76 ADM. DIAG. CD. | 77 E-CODE 78
2520 2271 2520
ropc @ FRNCPRLPROCEDURE, |81 cofren R0 BZATTENDNGPHYS. D A4 5633
sz“9§§§ 1112901 E50407 AHN,YEONG K MD
o COSQHER PRCCEDUREDATE CoggHmCEDUREDATE 83 OTHER PHYS. ID A4 5 6 3 3
E E50407 AHN,YEONG K MD
84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 8 DATE
013006
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THE REVERTE APPLY TO THIG GELL AND ARG MADE A PART HIR..OF



T o

(23
o

W ® N O ;A W N =

@

O o P

[ - S 2 I - N 3}

GOOD SAMARITAN HOSPITAL

200003226

560

3 PATIENT CONTROL NO.

TTE |

[REXTNTNTIN] A PWD D ORIRO (2MEdT)

GCR ORIGINAL

QFELL |
FILE 53289 555-75-9188 VAK94752 831
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEXENTCOVERSPERIOD 17 covn.| sncD. | 9cio |10 LRD. | 1t
2134822700 2134822721 US|95-1656366[112901|113001
12 PATIENT NAME 13 PATIENT ADDRESS
KIM,JAE B 12750 CENTTALIA STREET;CITY OF INDUSTRY;CA;91715
14 BIRTHDATE 155eX| 16MS| o ADMISSION o rvpe, 20 sac |21 DHR 22 STAT| 23 MEDICAL RECORD NO. u CONDITION COOES o |3CO
02101939[M[ M[112901|16] 3 [ 2 01|{M000941591 AS
T2 OCCURRENCE 34 CUCURRENCE % GCCURRENCE SPAN 7
CO2E DATE CoDE DATE CODE FRC: THEROUGH A
11] 112901 B
c
UNITED HEALTH DLAN T | VAU T TS
©»0. BOX 90579 a
. I'TN: CLMS OPERATIONS b
{OS ANGELES, CA 90009 c
d
42REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV,UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
730| EKG/ECG GENERAL 93005 112901 1 12960
001] TOTAL CHARGE 696026 0
50 PAYER 51PROVIDER NC. e wa| 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 200000
57 | DUIE FROM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
KIM,JAE B 01121100791 USC AFFILIATE (1383
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2001112813900012
BTPRIN.DG.CO.| oo | o0 OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
2520 2271 2520
79p.C | ®  PRNCIPAL PROCEDURE - B OTHERPROGEDURE Q2 ATTENDNG PHYS. 0 A4 563 3
9| ] 0689 1112901 E50407 AHN, YEONG K MD
T -GYFERPROCEDURE o QTFER PROCEDURE BOTMERFIVS DAA 563 3
E50407 AHN,YEONG K MD
84 REMARKS OTHER PHYS, ID
%5 PROVIDER REPRESENTATIVE 86 DATE
X 013006
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APPROVI D OWU NO £235:0470

GCRIORIGINAL

TCERTIFY THE CERTIFICATIONS ON THE REVERGE APPLY TO THI BILL AND ARL MADE

GOOD SAMARITAN HOSPITAL [z VOOOU6655955 PP ————
FILE 53289 557-45-2888 VAT90320 837
LOS ANGELES CA 900743289 |[srep axno. § STATEMENT COVERSPERIOD. ~ T7 covo.| 8mcD. | 9cip. |10 LRD. [ 11
2134822700 2134822721 US[95-1656366|022505[022505
12 PATIENT NANE 13 PATIENT ADDRESS
CLARK, LASHANN 700 W. 41ST STREET;LOS ANGELES;CA;S90037
14 BIRTHDATE 1SSEX[16MS|  ypare  APMRSION o rvee ) sosre |21 DHR[22 STAT| 23 MEDICAL RECORD NO. » CONDITION CODES » |WMCD
01241971 F| 51022505]06 | 3 [ 2[/99]01]M001041767 AA
oo JPCURRENE oo CCCURREDB}&E 3ceous Ogggg RENCE SPAN THROUGH 2\7 A
Al] 012471 a a
"THP MEDI=CAL L T iy
/O MERIDIAN HLTHCARE MNGT a a
+) BOX 1561 b b
LELLEVUE, NB 68005-1516 ¢ c
. d d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 022505 3 9988 1
250 PHARMACY GENERAL J1885 022505 2 11788 2
250 PHARMACY GENERAL X5608 022505 1 3848 3
250 PHARMACY GENERAL X6258 022505 1 2765 4
250( PHARMACY GENERAL X6496 022505 1 36i17 5
250 PHARMACY GENERAL X6634 022505 1 6813 6
251| PHARMACY GENERIC DRUGS 022505 2 11827 7
252| PHARM NONGENERIC DRUGS 022505 1 90879 8
258| PHARMACY IV SOLUTIONS X7700 022505 2 21012 9
258| PHARMACY IV SOLUTIONS X7704 022505 1 13133 10
259| PHARMACY OTHER 022505 2. 9214 "
270 MED SURG SUPPLIES 022505 2 3356 12
+i271| MED/SRG SUPP NONSTERILE 022505 1 272 13
-272| MED/SRG STERILE SUPPLY 022505 20 84746 14
*272| MED/SRG STERILE SUPPLY X7700 022505 3 14508 15
“272| MED/SRG STERILE SUPPLY X7704 022505 1 346 1
300] LABORATORY GENERAL 36415 022505 1 960 17
305 LAB HEMATOLOGY 81003TC 022505 1 1920 1
305/ LAB HEMATOLOGY 81025TC 022505 1 1560 19
305| LAB HEMATOLOGY 85025TC 022505 1 2600 20
310| LAB PATHOLOGICAL GEN 88302TC 022505 2 5040 21
360 OR SVCS GENERAL 58600 022505 1 172524 22
370| ANESTHESTA GENERAL 022505 1 102520 23
50 PAYER 51 PROVIDER NO, o' w| 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
UHP MEDI-CAL Y| l|Y 0 200000
57 | DUIE (FROWM) PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
CLARK, LASHANN 01|/300186103 PREFERRED IPA A
. B
. [
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
£RF04CvV0008 UNEMPLOYED A
B
[
67PRIN.OAG.CD.| e300 10 CODE OTRERDING.CO0ES 2 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
V252 V615 - V252
79pc] 8 PRNCIPALPROCEDURE B OTFERPROCEDURE — QATTENDINGPHYS.D C 37254 a
9] | 6632 022505 ROBINSON, PETER J MD b
- OTHERPROCEDURE < OTHER PROCEDURE. - BOTHERPIS. D C 3 7254 a
u ROBINSON, PETER J MD b
84 REMARKS OTHER PHYS. 1D a
85 PROVIDER REPRESENTATIVE 56 DATE °
X 013006

APART HLRGOF
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GOOD SAMARITAN HOSPITAL

2 V00006655955

3 PATIENT CONTROL NO.

TTRE ]

U337 HOFA- TaE0

F @I
FILE 53289 557-45-2888 VAIS0320 831
LOS ANGELES CA 900743289 |sren.maxno. 6 STATEMENT COVERSPERIOD. |7 covo. | 8N<D. | 84D, |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|022505|022505
TZPATIENT NAME 13 PATIENT ADDRESS
..LARK, LASHANN 700 W. 41ST STREET;LOS ANGELES;CA;90037
14 BIRTHDATE 15SEX|16MS|  gpare  AOVIRSION (o pe, gy pc |21 DHR[22 STAT| 23 MEDICAL RECORD NO. N LONDITION COOES « | 3MCD
(1241971 F | S]022505/06 | 3 [ 2({99]01[M001041767 AA
32 CCURRENCE 34 OCCURRENCE % BCCURRENCE SPAN 7
CGODE DATE CORE DATE CODE FROM THROUGH A
Al| 012471 8
C
UHP MEDI-CAL B |
C/0 MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
636| RX REQ DETAILED CODING X6206 022505 1 3133
636| RX REQ DETAILED CODING X7479 022505 1 12203
710 RECOVERY ROOM GENERAL Z7500 022505 3 48522
710| RECOVERY ROOM GENERAL Z7512 022505 1 37325
'001| TOTAL CHARGE 676419 0
5id PAYER 51 PROVIDER NO. 1] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
. 4P MEDI-CAL Y 0 200000
57 | DUIE FROW PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
CLARK, LASHANN 01300186103 PREFERRED IPA
63 TREATMENT AUTHORIZATION CODES - | 65 EmpLOVER NAME 66 EMPLOYER LOCATION
PRF04CV0008 UNEMPLOYED
6TPRN.DIG.CD.|  geone | 10co0E OTHERDIAG. CODES 74 CoDE 76 ADM. DIAG. CD. | 77 E-CODE 78
V252 V615 v252
79pC| 80 PRNCIPALPROCEDURE - B OTFERPROCEDURE B2 ATTENDNGPHYS. D C 37254
9] ] 6632 022505 ROBINSON, PETER J MD
o — OTHER PROCEDURE - OTRERPROCEDURE ROTERPIVS.DC 37 254
- ROBINSON, PETER J MD
"84 RENMARKS OTHER PHYS. D
55 PROVIDER REFRESENTATIVE 8 DATE
IS 013006
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APPROVI D OMG NO 733-0278 DCRORIGINAL

TCERTIFY THE CERTIFICATIONS ON THE REVERCE APPLY TO THL BILL AND ARK: HADE A PART HERTOF
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700D SAMARITAN HOSPITAL 2 V00004177085 3 PATIENT CONTROL NO. e
LILE 53289 619-14-2754 VAKYS4753 831
i.0S ANGELES CA 9500743289 |sren.1axno. § STATEMENTCOVERSPERIOD. ™ "7 covp. | s nco. | scip. [0 LRD. | 11
£134822700 2134822721 US[95-1656366|1007027100702
12PATIENT NAVE 13 PATIENT ADDRESS
LOPEZ,MARIBEL 4331 147TH STREET;LAWNDALE;CA;90260
14 BIRTHDATE 15SEX[16MS|  ypure  ADMISSION 1o snsc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. . CONDITION CODES N ELSY
| 07031971 F ] S[100702T17 1 31 2 0T|MO00966036 CA
L, T T | T R A
11L100702 5 8
c
"ONITED HEALTH PLAN T, | =
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA $0009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 100702 11 140241 1
" 250| PHARMACY GENERAL J2250 100702 1 4184 2
:+250| PHARMACY GENERAL J3470 100702 1 14238 3
"'251| PHARMACY GENERIC DRUGS 100702 6 23235 ‘
©252| PHARM NONGENERIC DRUGS 100702 2 19978 5
258 PHARMACY IV SOLUTIONS 100702 1 13268 6
259| PHARMACY OTHER 100702 6 53787 7
270, MED SURG SUPPLIES 100702 4 6225 8
272| MED/SRG STERILE SUPPLY 100702 33 253028 9
278| MED/SRG SUPP OTHER IMP 100702 1 89400 10
360( OR SVCS GENERAL 67108 100702 1 156560 3
360| OR SVCS GENERAL 67038 100702 0 12
370;{ ANESTHESIA GENERAL 100702 76 51528 1
636| RX REQ DETAILED CODING J3010 100702 1 3092 1
710| RECOVERY ROOM GENERAL 100702 6 82080 15
16
17
18
19
20
L 2
22
“D01| TOTAL CHARGE 910844 0 2
50 PAYER 51 PROVIDER NO. S0 | seprior pavmenTs 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yi|Y 0 200000
7 | DUIE FROM PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
LOPEZ,MARIBEL 01{619142754 OMNICARE MED G|60000 A
]
c
63 TREATMENT AUTHORIZATION CODES .| 65 EmpLOVER NAME 66 EMPLOYER LOCATION
A
B
Cc
6TPRN.DIAG.CD.|  goope | 1000 OTHER DIAG. CODES - 74 CoDE 76 ADM. DIAG, CD. | 77 £-CODE 78
25050 | 36202 136100 | 36181 25050
74pp |8 PRNCPALPROCEDURE ~— [ 81 OTERPROCEDURE aAeoNe s D G78240 .
3111459 100702]| 1474 100702149 100702 | |G30650 GALLEMORE, RON MD b
TN QIHERPROCEDURE. < OTHER PROCEDURE BOTHERPYS DG T 824 0 a
G30650 GALLEMORE,RON MD b
84 REMARKS OTHER PHYS, ID a
55 PROVIDER REPRESENTATIVE 86 DATE °
X 013006
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GCRGRGINAL

TCERTZFY THL GERTIFICAT:ONG ON THE REVERE APPLY 10 THIS BILL AND ARK MADE A FART K. AL OF

GOOD SAMARITAN HOSPITAL |2 VOO005629738 3 PATIENT CONTROL NO. T
FILE 53289 545-96-1151 VAG64942 831
LOS ANGELES CA 900743289 |seen axno. 6 STATEMENT COVERSPERIOD . |7 covn.| sncD. | scio. [10 1w, |11
2134822700 2134822721 US|[95-1656366[020904[021004
72 PATIENT NAME T3 PATIENT ADDRESS
RUIZ, RAMON 1753 W 48TH ST;LOS ANGELES;CA;90062
14 BIRTHDATE 1550 16MS|  pure  ADMISSION e apsnc |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES . [3CO
| 8021930 M| M| 02090418 [ 3 | 1 01[MO0O1011754 CA
|G ORGSR ooe 1UEE Sooe | R M roun | A
211020904 3 B
“CNITED HEADTH PLAN s R e
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 ¢ c
d d
42REV, CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250] PHARMACY GENERAL 020904 1 52501 1
250 PHARMACY GENERAL 021004 3 5315 2
255| PHARM INCID TO RAD SERV |A4644 020904 1 57600 3
258 PHARMACY IV SOLUTIONS 020904 1 8259 4
270| MED SURG SUPPLIES 020904 8 67320 5
272| MED/SRG STERILE SUPPLY 020904 2 30755 5
272| MED/SRG STERILE SUPPLY C1769 020904 2 56383 7
272| MED/SRG STERILE SUPPLY C1887 020904 1 34560 8
..300| LABORATORY GENERAL 36415 020904 1 960 9
"~ 300| LABORATORY GENERAL 86850 020904 1 77776 10
t 300| LABORATORY GENERAL 86900 020904 1 6600 1
-.300| LABORATORY GENERAL 86901 020904 1 5184 12
'301| LAB CHEMISTRY 80048 020904 1 4340 13
305 LAB HEMATOLOGY 85025 020904 1 2600 1
305| LAB HEMATOLOGY 85610 020904 1 2640 15
305 LAB HEMATOLOGY 85730 020904 1 2640 16
320| DIAGNOSTIC RADIOLOGY 75625 020904 1 166406 17
320 DIAGNOSTIC RADIOLOGY 76000 020904 1 42336 18
480{ CARDIOLOGY GENERAL 93320 020904 1 26640 19
480 CARDIOLOGY GENERAL 93325 020904 1 27648 2
480 CARDIOLOGY GENERAL 93350 020904 1 95040 21
482| CARDIOLOGY STRESS TEST 93017 020904 1 48384 2
710| RECOVERY ROOM GENERAL 020904 4 182476 2
50 PAYER 51 PROVIDER NO. Wb MAT| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 762420
AN | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
3 JIZ, RAMON 01|700003181 GLOBAL CARE ME A
B
c
63 TREATMENT AUTHORIZATION CODES 4| 55 EmpLOYER NAME 66 EMPLOYER LOCATION
2004020304400003 A
B
c
GTPRN.DIAG.CD.|  geope | 10c00E OTHERDIAG. CODES 400 76 ADM. DIAG. CD. | 77 E-CODE 78
4414 4241 [3051 7 4414
79pc |80 PRINCIPAL PROCEDURE 81 OJHERPROCEDURE s2ATTENDING PHYS.D G6 704 8 a
9[] 8842 020904 E64813 MAYEDA,GUY S MD b
[ ¥ OTRERPROCEDURE - STHER PROCEDURE - BOTERPS DB 7048 a
E64813 MAYEDA,GUY S MD b
84 REMARKS OTHER PHYS. ID a
o 85 PROVIDER REPRESENTATIVE 86 DATE °
o 013006
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'.BDOD SAMARITAN HOSPITAL

' 2 V00005629738 3 PATIENT CONTROL NO. @ i,
: ILE 53289 545-96-1151 VAG64942 831
10S ANGELES CA 9500743289 |sFe.1axno. 6 STATEMENTCOVERSPERIOD 17 covp, | sncD. | 9 cip. [1oLRD. [ 11
2134822700 2134822721 US| 95-1656366(020904|021004
12 PATIENT NAME 13 PATIENT ADDRESS
RUIZ, RAMON 1753 W 48TH ST;LOS ANGELES;CA;90062
14 BIRTHDATE 155X 16MS|  yypare  AOVISSION 1o 1vee, 9snc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. a CONDITION COES » |31CO
08021930{ M| M| 020904 18 |_3 [ 1 01{M001011754 CA
| 37 OCCURRENCE 34 QCCURRENCE 36 OCCURRENCE SPAN 37
COE DATE COJE DATE CODE FROM THROUGH Al
11| 0205904 8
C
UNITED HEALTH PLAN Tooz | AV o oo | SR
C/0O MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
. 130 EKG/ECG GENERAL 93005 020904 1 18662
001| TOTAL CHARGE 8953025 0
50 PAYER 51 PROVIDER NO. s ma | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yi|Y 762420
5 | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
RUIZ, RAMON 01|700003181 GLOBAL CARE ME
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
2004020304400003
BTPRN.DMG.CD.|  gcone 10 CODE OTHEROIAG.CO0ES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
1114 (4241 [3051 4414
79pC| 8 PRNCIPAL PROCEDURE - §T _ OTHERPROCEDURE - B2 ATTENDNG PHYS.D G367 04 8
2] 1. 8842 1020904 E64813 MAYEDA,GUY S MD
" oo OTHER PROCEDURE ~ OTHER PROCEDURE B3 0THERPHYS. D36 7 0 4 8
i F64813 MAYEDA,GUY S MD
B4 REMARKS OTHER PHYS, ID
35 PROVIDER REPRESENTATIVE B6 DATE
X 013006

SIIRCEA1ED ASROYLD DAND C530027) OCRORTNAL

TCERTIFY 114 CERTIRCATIOND ON THE RE VERSE APF LY TO TH:S TilL AND ARG MAD: A PART HERC OF
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GOOD SAMARITAN HOSPITAL 2 VOO0O05358656 3 PATIENT CONTROL NO.
FILE 53289 292-18-4780 VAK56060
1.0S ANGELES CA 900743289 [seen taxno. § STATEMENT COVERSPERIOD. 7 covp.| enco. [ scip JroLro [ 1
7134822700 2134822721 US[95-1656366IT1203 111203
T2 RATIENT NAVE 13 PATIENT ADDRESS
1 BOS, DOROTHY 10303 VALLEY VIEW AVE;WHITTIER;CA;S0604
14 BRTHDATE 15SEX|16MS | ypure  ADVIRSION e apsnc |21 D HR[22 STAT| 23 MEDICAL RECORD No. " CONDITION CODES o |3V
12131524 F M 111203[ 13 LZ ! 4 01TMO01005265 CA
¥ T T O T
117111203 5
| c
| UNITED HEALTH PLAN Sooe | R Yoo | DR
C/0O MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250] PHARMACY GENERAL 111203 2 57657
258 PHARMACY IV SOLUTIONS 111203 1 8259
270 MED SURG SUPPLIES 111203 4 43879
- 272| MED/SRG STERILE SUPPLY 111203 1 155233
"301| LAB CHEMISTRY 80048 111203 1 36000
305 LAB HEMATOLOGY 85025 111203 1 12442
» 305| LAB HEMATOLOGY 85610 111203 1 10368
305| LAB HEMATOLOGY 85730 111203 1 12442
480| CARDIOLOGY GENERAL 93320 111203 1 26640
480| CARDIOLOGY GENERAL 93325 111203 1 27648
480| CARDIOLOGY GENERAL 93350 111203 1 95040
543| AMBULANCE HEART MOBILE 111203 1 44880
730| EKG/ECG GENERAL 93005 111203 1 18662
01| TOTAL CHARGE 409450 0
50 PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
-NITED HEALTH PLAN 951656366 Y| |Y 0 327560
57 | bUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
IBOS, DOROTHY 01292184780
63 TREATMENT AUTHORIZATION CODES D] 65 EMPLOYER NawE 66 EMPLOYER LOCATION
93537-2
B7PRN.DIAG.CD. | g5 cone 70Co0E OTHERDIAG. CODES 74 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
41401 | 2724 4019 V4589 4111
r9pc.| 80 ERNCIPAL PROCEDURE 81 OTHER PROCEDURE - s2ATTENDINGPHYS. D A4 9135
7. F52935 JAFARI,ALIREZA MD
- GTHER PROCEDURE. ~OTHER PROCEDURE__ 3 OTERPIYS
|84 REMARKS OTHER PHYS. ID
§5 PROVIDER REPRESENTATIVE 86 DATE
013006
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GOOD SAMARITAN HOSPITAL 200004178232 3 PATIENT CONTROL NO. G
FILE 53289 554-69-9848 VAK94754 131
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEMENT COVERSFERIOD |7 covo.| swcp. | 9 cip |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]102102|102102
12 PATIENT NAVE 13 PATIENT ADDRESS
MANNES , JEANNE 2700 SEVERANCE ST;LOS ANGELES;CA;90007
14 BRTHDATE 15 SEX| 16 MS ADHISSION o rvpe, 0sre |2 D HR|22 STAT| 23 MEDICAL RECORD NO. u CONDITION CDES « |3'HMO
09101924[F | M[102102[15[ 3 [ 2 01|M000961239 CA
32 OCCURNENCE 34 OCCURRENCE % GCCURRENCE SPAN 7
CODE DATE CODE DATE CCDE FROM | THROUGH A A
11} 102102 B B
C c
UNITED HEALTH PLAN Tooe | MU ORG Cove | AECRES
&/0 MERIDIAN HLTHCARE MGMT a a
FD BOX 1561 b b
ZELLEVUE, NE 68005-1561 c c
d d
42REV. CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
350] CAT SCAN GENERAL 70491 102102 1 154310 1
352| CT SCAN/BODY 71260 102102 1 154310 2
3
4
5
6
7
8
9
10
1
12
Ji 1
K 14
15
16
17
18
19
20
21
22
001]| TOTAL CHARGE 308620 0 2
50 PAYER 51 PROVIDER NO. . 1| 54PRIOR PAYMENTS 55 EST. AVOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 246896
LATINO HEALTH CARE Y| |Y 0
57 | DUE PAVIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO, 61 GROUP NAME 62 INSURANCE GROUP NO.
MANNES , JEANNE 01 A
TANNES , JEANNE 01]700005915 B
. Cc
63 TREATMENT AUTHORIZATION CODES o | 65 EmpLOVER NAME 66 EMPLOYER LOCATION
o RETIRED A
B
[
6TPRN.DIAG.CO.| goope | 70C00E OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
20280 20280
76pC| 80 PRINCPALPROCEDURE - BT OTFERPROCEDURE [Teearenoncrivs o CAC3803 7 a
El A36824 KENNEDY, PETER b
 OTHERPROCEDURE cool FERPROCEDURE " |3 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE BE DATE °
013006

CI M EbrnOvi D DI KD 20190470

OCK ORIGNAL

FCTRTIFY TH, COATI GATIONG ON TH, REVE 4.0 APFLY 7O TH3 CLLU AND ARE KASS APART K &t 07
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GOOD SAMARITAN HOSPITAL

: 2700006946438 3 PATIENT CONTROL NO. oy
FILE 53289 418-32-5201 VAK61202 ]@.)1'31
LOS ANGELES CA 900743289 [sre.maxno. B STATEMENTCOVERSPERIOD. 17 covb.{ 8 NCD. | 9 GID. [ 10 LRD. | 11
2134822700 2134822721 US[95-1656366[051605]051605
12 PATIENT NAME 13 PATIENT ADDRESS

BROWN, FREDDIE L

14517 S CASWELL AVENUE; COMPTON;CA;90220

O w

c 0 U o

© O N ®» ¢ s W N -

T o U o T o

THHCVAR 3

AFPROV: D ONG RO 1300170

'OCRORIGINAL

14 BIRTHDATE wsex|toms|  pue  ADYISSION o rme ) spsac |21DHR[22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES » | 3HMO
07191931[M | M[ 05160513 [ 3 ] 2 0I1[M0O00511371 AA
| 32 GCCURRENGE 34 OCCURRENCE 3 GCCURRENCE SPAN 7
 come | DATE CODE DATE CODE FRO:: THROUGH A
11] 051605
| C
GLOBAL CARE MED GRP ¥ | VAUECODES A e | VALUECODES
PO BOX 571420 a
b
TARZANA, CA 91357 c
' d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
“730| EKG/ECG GENERAL 93005 051605 1 18662
001| TOTAL CHARGE 186562 0
50 PAYER 51 PROVIDER NO. W] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
GLOBAL CARE MED GRP 951656366 Yi|Y 14930
57 | DUIE [FROW PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT.- SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
BROWN, FREDDIE 01|700001951 GLOBAL CARE/UN [900
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NamE 66 EMPLOYER LOCATION
2005050507100060 RETIRED LOS ANGELES
GTPRIN.DIG.C0.| g cone | meone | OTHER DG o Gone 74 CODE 76 ADM. DIAG. CD. | 77 £-CODE 78
1292 4292
79pC| 8 PRINCIPAL PROCEDURE BT OTFERPROCEDURE T ATENONGPRYS D AD 9921
9 C35367 LEMAILEWILLIAMS,ROBERT L
 OTRERPROCEDURE cogTHERPROCEDURE 83 OTHER PHYS. D
U
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE G DATE
013006

TCERTIFY THE GL RTIFICATIONS ON THE RLVI RSE AFPLY TO THIG LILL AND ARE MADE A PART HCHI OF



GOOD SAMARITAN HOSPITAL

2 V000049542157

%

3 PATIENT CONTROL NO.

FILE 53289 466-60-6549 VAG09954 ](%El‘é
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEMENT COVERSPERIOD. | 7covp.| 8NCD. | 9C4D. |10 LRD. [ 11
2134822700 2134822721 US|95-1656366|061303[061303
12 PATIENT NAME 13 PATIENT ADDRESS
YOAKUM, BEULAH M 145 E. 71ST STREET;LOS ANGELES;CA;90003
14 BIRTHDATE 15sex|16Ms|  ypar  ADVISSION o rve, s0sac |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION COOES » | 31CO
04111932| F | W[ 061303[08 [ 3| 2 01|M000965143 AA
T TR R, | oS .
al 11| 061303 B 8
b C Cc
%[ TNITED HEALTH PLAN o | U T | "
£D BOX 90579 a a
LTTN: CLMS OPERATIONS b b
L.OS ANGELES, CA 90009-0579 c c
d d
42REV. CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 921| PERIPHERAL VASCULAR LAB | 93733 061303 1 17280 1
2 2
3 3
4 4
5 5
5 6
7 7
8 8
9 9
10 10
" 11
12 12
13 7 13
1 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
2 2
| 001| TOTAL CHARGE 17280 0 2
50 PAYER 51 PROVIDER NO. O 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
a| UNITED HEALTH PLAN 951656366 Y 0 13824
B
Cc
57 | DVE PATIENT > 0 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
A| (DAKUM, BEULAH M 01967842 / 466606549 A
B| 8
c| = c
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOVER NAME 66 EMPLOYER LOCATION
A| 2003053006900045 A
B B
Cc Cc
GTPRIN.DWG.CD.|  gioonr | nooe | OTRERDIAG. CODES 18.Go0E 76 ADM. DIAG, CD. | 77 E-CODE 78
V5331 V5331
79pC 80 PRINCIPALPROCEDURE - §7 _ OTAERPROCEDURE PRy —— a
9] b
 OTRERPROCEDURE cooTHER PROCEDURE 83 OTHER PHYS. ID a
b
o | 84 REMARKS OTHER PHYS. ID a
b
: 55 PROVIDER REPRESENTATIVE BB DATE
d 013006

D2 HCFA G APPROVI D OMBNG 03350270 OCR/ORIGINAL

e

(CORTIFY THE GLATIMCATIONS ON THE REVL RS APPLY TO THIG BILL AND ARE MADE A PAKT HERLOF
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GOOD SAMARITAN HOSPITAL 2 VOO005022801 3 PATIENT CONTROL NO.
FILE 53289 436-34-1792 VAKS4733 137
LOS ANGELES CA 9500743289 s taxno. § STATEMENT COVERSPERIOD. |7 covp.| enco. | 9c4p. |10 LRD, | 11
2134822700 2134822721 US| 95-1656366(070903[070903
12 PATIENT NAVE 13 PATIENT ADDRESS
MANNING, WESLEY 819 EAST CENTURY BLVD;LOS ANGELES;CA;90002
14 BIRTHDATE 166X 16MS|  rpure  ADMISSION o vpe | apsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITTON CODES » |9C0
06161928 MT S[070903]112 ] 3T 2 0I|MO008B67584 AA
37 GCCURRENCE 34 OCCURRENCE ] GCCURRENCE SPAN g
CCE DATE CODE DATE CODE FROM THROUGH A A
11} 070903 B
_ c c
'UHP HEALTHCARE Cooe | MO Goge | MR
F O BOX 90579 a a
o b b
S ANGELES, CA 90009-0579 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921 PERIPHERAL VASCULAR LAB [93731 070903 I 17280 1
2
3
4
5
6
7
8
0
10
1"
12
13
14
y 15
P ©
7
18
19
20
21
22
001| TOTAL CHARGE 17280 0 2
50 PAYER 51 PROVIDER NO. o . | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP HEALTHCARE 951656366 Y[|Y 0 13824
57 | DUE PAVIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
MANNING,WESLEY 01000835661 WATTS HEALTH C{000835661 A
B
' c
68 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAWEE 66 EMPLOYER LOCATION
2'003062703700013 5| RETIRED A
B
[o3
67PRN.DAG.CD.| oo | 10.CODE OTHERDIAG.CODES 74 GO0 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 | . V5331
79pC| 80 PANGPALPROCEDURE _ BT _OTRERPROCEDURE PRy —— a
9 , | b
 OTHER PROCEDURE colHER PROCEDURE, 83 OTHER PHYS. ID a
b
"84 REMARKS OTHER PHYS, ID a
85 PROVIDER REPRESENTATIVE % DATE °
X 013006

STIRCPA D ACPROV, D ONI NG ©32304T)

OCRORIGINAL

VCERTIFY THG GERTIFICATRONG ON THE RF Vi RTE APRLY TO TH. ) B.LL AND ARE KADT A PART H. RCO7
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FILE 53289

GOOD SAMARITAN HOSPITAL 2 V000051659578

3 PATIENT CONTROL NO, S
555-81-0414 VAGET504 31
6 STATEMENT COVERSPERIOD. 17 covp.| 8ncD. | 9¢4D. |10 LRD. [ 11

LLOS ANGELES CA 900743289 [sren.taxno.

ST |

2134822700 2134822721 US

95-1656366 082603082603

12 PATIENT NAME

'EAQUIRAN, LORENZO E.

13 PATIENT ADDRESS

259 N UNION AVENUE;LOS ANGELES;CA;90026

14 BIRTHDATE i5SEX[16MS|  ypu  ADMISSION o vpe, ;sc 21D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |3C0
C5041920[M [ MJ082603J09 [ 3 ] 2 017M000881884 AS
s e TR I i A
111082603 5 a
C c
(UNITED HEADTH PLAN D | TS
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
9271 PERIPHERAL VASCULAR LAB [93733 082603 1 17280 1
2
3
4
5
N 6
3 7
. 8
o
10
1"
12
13
14
15
16
17
18
19
2
21
22
001] TOTAL CHARGE 17280 0 23
50 PAYER §1 PROVIDER NO. W ,| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| Y 0 13824
,
57 | buE PAVIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN-HIC. - IDNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
BAQUIRAN, LORENZO 01(555810414 A
B
Cc
63 TREATMENT AUTHORIZATION CODES o | 65 EmPLOYER NamE 66 EMPLOYER LOCATION
A
B
Cc
6TPRN.DAG.CD.|  geope | 10 CoBE OTHERDIAG. CODES - 24 CODE 76 ADM. DIAG. CD. | 77 £-CODE 78
V5331 V5331
79p.C.| 80 PRNCIPAL PROCEDURE - 8 OIFERPROCEDURE [ Teameoncrvsn GE67048 a
9] E64813 MAYEDA,GUY S MD b
‘ — OTRER PROCEDURE < OTHER PROCEDURE - 53 OTHER PRYS. a
b
[ BREMARKS OTHER PHYS. ID a
b
55 PROVIDER REPRESENTATIVE 8 DATE
X 013006

U CIHCRA IR D A0V DOWIRD Coudoul OCRORCNAL

VCERTIFY THE CLRTY CATONG ON THE REVERLE AFFLY TO TH:S LLL AND ARE LABE A PART K RLOF
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1
GOOD SAMARITAN HOSPITAL

4TEE |

2 V00004794988 3 PATIENT CONTROL NO. O HL.
FILE 53289 557-46-9135 VAK94719
LOS ANGELES CA 900743289 |[sren.1axno. 6 STATEMENTCOVERSPERIOD |7 covp.| sncD. | 9.cin. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366[042803[042803
12 PATIENT NAME 13 PATIENT ADDRESS
ARIAS,MARTIN 1155 CALLADA ST;LOS ANGELES;CA;90023
14 BIRTHDATE 155X | 16MS | pare  POVIRION o e, a9 sac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION COOES o |MCD
03261937| M| S| 042803]12 ] 3| 2 01{M000982980 ca
oo PN ooe PR Tooe | o R i | A
11 042803 B B
| C Cc
UHP MEDI-CAL
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
SELLEVUE, NB 68005-1516 c c
d d
42 REV.CD. | 43 DESCRPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
320 DIAGNOSTIC RADIOLOGY 71020 042803 1 24192 1
2
3
4
5
6
7
8
9
10
1
12
13
14
o 15
3 1
17
18
19
20
21
22
001] TOTAL CHARGE 24192 0 23
50 PAYER 51 PROVIDER NO. ] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y[|Y 0 19354
5 | DUIE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO., 61 GROUP NAME 62 INSURANCE GROUP NO.
ARIAS,MARTIN 011557469135 7000010463 A
B
c
63 $REATMENT AUTHORIZATION CODES o< | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
1. A
B
c
GTPRN.DAG.CD.]  goope | 70C00E OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V725 — V725
79pC] 8 RINCIPALPROCEDURE - 87 _ OTRERPROCEDURE 2 ATTENONGPHYS.D A5 6264 a
[ 9] MADRID, ROBERTO MD b
~OTHER PROCEDURE - OTRERPROCEDURE prp—— a
b
84 REMARKS OTHER PHYS, ID a
85 PROVIDER REPRESENTATIVE 86 DATE °
X 013006
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GOOD SAMARITAN HOSPITAL 2 V00006781033 3PATIENT CONTROL NO. &W_
FILE 53289 567-69-0181 VAK94728 131
LOS ANGELES CA 9500743289 |sre.taxno. 6 STATEMENTCOVERSPERIOD. 17 covD. | 8NCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366[032105{032105
12 PATIENT NAME 13 PATIENT ADDRESS
TELLERY, WESLEY 231 WITMER #201;LOS ANGELES;CA;90027
| 14 BRTHOATE sSex|16MS|  pae  AOVISSION o me . zosac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES » |3tMCD
1 04231980[ M| S| 032105[/04 ] 2] 7 01[M001040563 AA
47 OCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN 7
COnE _ DATE CODE DATE CODE FROM | THROUGH A A
rl 1] 032105 3 B
L . C (o]
UHP MEDT-CAL T, T | T
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 032105 1 3315 1
258 PHARMACY IV SOLUTIONS 032105 1 7300 2
259| PHARMACY OTHER 032105 1 46{07 3
301} LAB CHEMISTRY 80048 032105 1 360000 4
301) LAB CHEMISTRY 80076 032105 1 20944 5
301| LAB CHEMISTRY 82150 032105 1 12192 5
301| LAB CHEMISTRY 83690 032105 1 12192 7
305( LAB HEMATOLOGY 85025 032105 1 12442 8
450{ EMERGENCY ROOM 90780 032105 1 32500 9
450 EMERGENCY ROOM 90784 032105 3 30000 10
t450| EMERGENCY ROOM 99283 032105 1 66148 iy
12
v r 13
14
15
16
17
18
19
20
21
2
001| TOTAL CHARGE 237640 0 2
50PAYER 51 PROVIDER NO. w .o | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y{|Y 190112
5 - | DUE PATIENT > 0
S8INSURED'S NAME 53 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
I"SLLERY, WESLEY 01;96247005C35053 LACARE HEALTH |[NO CARE AVA A
N ,‘. B
c
63 TREATMENT AUTHORIZATION CODES - | 65 EwPLOYER NAME 66 EMPLOYER LOCATION
A
8
[of
STPRN.DAG.CD.|  geoe | 1000 OTHERDIAG. CODES 70 C00E 76 ADM. DIAG. CD. | 77 E-CODE 78
5589 56489 78906
79pC] 8 PRINGIPALPROCEDURE - §7 _ OTHERPROCEDURE - S ATENDNGPHYS.0 A8 2 770 a
9] CHIU,PAO Y MD b
~ OTHERPROCEDURE < OTRERPROCEDURE 23 OTHER PHYS. 1D a
b
[ 64 REMARKS OTHER PHYS. 1D a
| 85 PROVIDER REPRESENTATIVE 86 DATE °
. X 013006
Lo g A AbrROVL D GRINO C330621 QCRORTINAL TCLATIFY TRE CERTF CATIONT ON THE REVT RTE APRLY TO THL, BAL AND ARE RADS A BART HEREOF



VIIZH AR APPROVID OMING (1230278 GCRORCNAL

sO0D SAMARITAN HOSPITAL 2 y00006568885 3 PATIENT CONTROL NO. &Vg:
FILE 53289 525-46-2249 VAI60884 131
LOS ANGELES CA 9500743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD |7 covp.| 8NCD. | 9 ¢ID. |10 LRO. | 11
2134822700 2134822721 US| 95-1656366|010905(010905
12PATIENT NAME 13 PATIENT ADDRESS
JINSO, MARGARET B 880 W.1ST STREET;LOS ANGELES;CA;90012
14 BIRTHDATE 15SX[ 16MS]  pare  AOVISSION (o rvpe, apsnc |21 D HR[22 STAT] 23 MEDICAL RECORD NO. 2 CONDITION CODES » |31CO
06101927| F| W/ 010905[/20] 2] 7 01{M001006158 CA
o oo TURRERE Sooe i ENCE SPAN, ouc %Z A
al 11} 010905 3 B
b c c
¥ UNITED HEALTH PLAN FOR SENIORS 3 oe | VALUECODES 4 VALUECODES
3405 W.IMPERIAL HWY a a
b b
INGLEWOOD, CA 90303 c c
& d d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| [250] PHARMACY GENERAL 010905 3 53181 1
2| "258| PHARMACY IV SOLUTIONS 010905 1 7500 2
sl 270{ MED SURG SUPPLIES 010905 2 6746 3
4 300 LABORATORY GENERAL 36415 010905 1 960 4
sf 301| LAB CHEMISTRY 80048 010905 1 36000 5
s 301 LAB CHEMISTRY 82150 010905 1 12192 6
7l 301| LAB CHEMISTRY 82550 010905 1 7465 7
s 301) LAB CHEMISTRY 83615 010905 1 7465 8
of 301| LAB CHEMISTRY 83690 010905 1 12192 9
o 301| LAB CHEMISTRY 84484 010905 1 8640 10
1l 305! LAB HEMATOLOGY 85025 010905 1 12442 1
12 305| LAB HEMATOLOGY 85610 010905 1 10368 12
1B} 305/ LAB HEMATOLOGY 85730 010905 1 12442 13
4l 320| DIAGNOSTIC RADIOLOGY 71010 010905 1 24883 14
s 351| CT SCAN/HEAD 70450 010905 1 166303 15
11 450| EMERGENCY ROOM 90780 010905 1 32500 1
7| 450 EMERGENCY ROOM 90784 010905 1 3754 17
8 450 EMERGENCY ROOM 99284 010905 1 100985 18
1| 730| EKG/ECG GENERAL 93005 010905 1 18662 19
P 2
21 21
2 22
x| 001j TOTAL CHARGE 486880 0 2
50 PAYER 51PROVIDER NO. T 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
A| UNITED HEALTH PLAN FOR SE| 951656366 Y 0 389504
8
[
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
Al JINSO, MARGARET B 011206608 PACIFIC IPA ME|SEE CARD A
B B
[ C
63 TREATMENT AUTHORIZATION CODES .| 65 EmpLOYER NavE 66 EMPLOYER LOCATION
al 5 A
¢ B
cl c
6TPRN.DAG.CD.| oo | 70CoDE OTHER DIAG. CODES 74 C00E 76 ADM. DIAG. CD. | 77 E-CODE 78
7804 4263 | 4414 4019 141400 (V433 V103 v4571 7804
79pG] 8 CRINCPAL PROGEDURE BT _ OTHER PROCEDURE _ ; RATTENDNGPHYS. D (338677 2
o] KERNS , ROBERT F MD b
[ CTRERPROCEDURE o SIPERPROCEDURE ™| ™55 GrieR pivs. 0 a
b
o | BORENARRS | OTHER PHYS, D a
b . b
. 85 PROVIDER REPRESENTATIVE SEOATE
d 013006

TCERTIFY THZ CLRT/FICAT.ONS ON THE REVLRLE APFLY TO THLI BiLL AND ARE KADS A PART K. & CF
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GOOD SAMARITAN HOSPITAL |2 V00006496046 3 PATIENT CONTROLNO. |
FILE 53289 570-65-2369 VAI45788 %%%_
LOS ANGELES CA 900743289 |sren.1axno. § STATEMENTCOVERSPERIOD. |7 covo.| 8NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US[95-1656366| 121304121304
12 PATIENT NAME 13 PATIENT ADDRESS
LOYOLA, LILLIAN 3717 1/2 HALLDALE AVE;LOS ANGELES;CA;90018
14 BIRTHDATE 155X 16MS|  pe  ADMISSION o 1or sne [21 D HR[22 STAT| 23 MEDICAL RECORD No. " CONDITION CODES « |31CO
10151974 F | S[121304[{08 | 2] 7/ 01[M0O01035738 CA
 Too PSR oo TN Tooe | R M o[ A
11121304 o o
C
“UNITED HEACTH PLAN 7 T R
3405 W IMPERIAL HIGHWAY a a
PO BOX 1561 b b
INGLEWOOD, CA 90303 c c
- 4 4
42REV.CD, | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 48
250] PHARMACY GENERAL J1885 121304 1 5894 1
250{ PHARMACY GENERAL J2060 121304 1 8969 2
259 PHARMACY OTHER 121304 2 2248 3
272| MED/SRG STERILE SUPPLY 121304 1 5725 4
300] LABORATORY GENERAL 36415 121304 1 960 5
301} LAB CHEMISTRY 80048 121304 1 36000 8
301} LAB CHEMISTRY 84702 121304 1 194i09 7
305/ LAB HEMATOLOGY 85025 121304 1 12442 8
320| DIAGNOSTIC RADIOLOGY 71010 121304 1 24883 9
351| CT SCAN/HEAD 70450 121304 1 166303 10
450 EMERGENCY ROOM 90784 121304 2 7508 1
450 EMERGENCY ROOM 99284 121304 1 100985 12
'S730 EKG/ECG GENERAL 93005 121304 1 18662 13
et 14
P -
H 16
B 17
18
19
20
21
22
001| TOTAL CHARGE 409988 0 2
50 PAYER 51 PROVIDER NO. “w. x| 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 0 327990
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN- HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
I.OYOLA, LILLIAN 01|300207652 GLOBAL CARE ME A
B
c
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
I'. A
B
c
67PRIN.DIAG. CD. | g5 cone 10CO0E OTHER DIpS. CODES - 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
30781 | 2768 7840
79pC |80 PRINCPALPROCEDURE - 87 OTRERPROCEDURE - ’ SATTENONGPHYS D G38156 a
9| A47377 KUHN,NANCY J MD b
f GTHER PROCEDURE o OTPER PROCEDURE # OTHER PHYS. a
| b
4 REWATRS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 83 DATE °
X 013006

VITERCRA N

B r WDV O URIRD (04IT)

GCRORIGNAL

TGERTIFY THZ CLRTFICATIOND ON THE RE VERLE

AFELY YO THI3 G,LL AND ARE MADT A PART HER:OF



GOOD SAMARITAN HOSPITAL 2 V00006270383 3 PATIENT CONTROL NO. o@m—
FILE 53289 562-99-5762 VAKI4726 19
LOS ANGELES CA 200743289 [srep.taxno. 6 STATEMENTCOVERSPERIOD. |7 covp. | 8 NcD. | 94D |10 LRD. | 11
2134822700 2134822721 US[95-1656366]092404[092404
72 PATIENT NAME 13 PATIENT ADDRESS
SALAZAR,MARIA C 1818 BELLEVUE AVENUE;LOS ANGELES;CA;90026
| 14BIRTHOATE 156X 16MS| o APVSSION Lo rvee, sgsnc |21 D HR[22 STAT] 23 MEDICAL RECORD NO. u CONDITICNCH0ES » |3MCD
O05181951[F[ D[ 092404J02 ] 2] 7 01[M001029393 ca
37 OUCURRENCE 34 OCCURRENCE T DCCURRENCE SPAN %
| ‘Cooe |~ DATE_ CODE DATE CoDE FROL THROUGH ___IA A
a| T1] 092404 a B
b i c c
»[ UHP MEDI-CAL Boor | AT Tope | RUECORES
C/0O MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS { RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
{/ 250 PHARMACY GENERAL 092404 2 5073 1
2| 250{ PHARMACY GENERAL J1885 092404 1 5894 2
sl 270{ MED SURG SUPPLIES 092404 3 22365 3
4/ 300| LABORATORY GENERAL 86850 092404 1 93EBl 4
s| '300| LABORATORY GENERAL 86900 092404 1 7258 5
s| '300| LABORATORY GENERAL 86901 092404 1 6221 6
7| #301] LAB CHEMISTRY 80048 092404 1 3GOEOO 7
8 1301 LAB CHEMISTRY 80076 092404 1 209;44 8
o ‘301 LAB CHEMISTRY 82150 092404 1 12192 9
w| 301{ LAB CHEMISTRY 82550 092404 1 74165 10
| 301 LAB CHEMISTRY 83615 092404 1 7465 1
12| 301| LAB CHEMISTRY 84484 092404 1 8640 12
1»| 305| LAB HEMATOLOGY 85025 092404 1 12442 13
1| 305| LAB HEMATOLOGY 85610 092404 1 10368 0
1] 305| LAB HEMATOLOGY 85730 092404 1 12442 15
1] 320| DIAGNOSTIC RADIOLOGY 71010 092404 1 24883 16
7| 320 DIAGNOSTIC RADIOLOGY 72170RT 092404 1 21898 17
1| 320| DIAGNOSTIC RADIOLOGY 73550 052404 1 24407 1
1] 450 EMERGENCY ROOM 90784 092404 6 22524 19
»| 450 EMERGENCY ROOM 99284 092404 1 100985 20
2| 730| EKG/ECG GENERAL 93005 092404 1 13104 21
22 22
»| .-001| TOTAL CHARGE 391901 0 23
50 PAYER 51PROVIDER NO. "0 | s4prior paYMENTS 55 EST. AMOUNT DUE 56
Al UHP MEDI-CAL 951656366 Y||Y 313520
B
[
57 | DUEE PAVIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
a| SALAZAR,MARIA C 01|5629957629 SEE CARD A
B8 B
Cc Cc
63 TREATMENT AUTHORIZATION CODES i | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A A
8
c [
6TPRN.DAG.CO.| oo | noooe | OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 €-CODE 78
82021 | 1985 1749 _ 7295 E8844
76PC] 80 PRINGPAL PROCEDURE - BT _OTHERPROCEDURE ATTENDNGPRYS D GO 70720 a
ﬂ N E98412 HARRIS,BRIAN W MD b
?  OYHER PROCEDURE  OTHERPROCEDURE 53 OTHER PIYS. a
e b
a 84 REVARKS OTHER PHYS. D a
: |55 PROVIDER REPRESENTATIVE SGDATE °
d X 013006




O O N ;b W N =

a o0 T oD

FILE

GOOD SAMARITAN HOSPITAL

LOS ANGELES CA 500743289

53289

200006463871 3 PATIENT CONTROL NO. gﬁi
615-29-1107 VAI38913 131
5 FED. TAXNO. B STATEMENTCOVERSPERIOD 17 covp. | gncD. | 9ciD. [10LRD.| 11

UhSTHCFA- 140

t

AFEHOV, D ONIND 00330270

OCRORIGINAL

2134822700 2134822721 US|[95-1656366 (120104 |120104
12 PATIENT NAME 13 PATIENT ADDRESS
GARCIA DIAZ,AIDEE S 727 S. MARIPOS AVE;LOS ANGELES;CA;90005
14 BIRTHDATE 15SEX16MS|  yrpare  APMISSION (o rvee, zpspc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. ” CONDITION CODES o |3CO
10131985|F | S|120104(09 |1 [ 7 01 |M001034776 CA
3(303[5 CCCURREI;;};(T:[E 36‘005 9 CCURR%’i?EE 306005 Ogggﬁ RENCE SPAN THROUGH 3A7
11120104 3
[
UNITED HEALTH PLAN T | Y e S
/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
RELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
258 | PHARMACY IV SOLUTIONS 120104 1 7300
259 | PHARMACY OTHER 120104 1 1031
270|{MED SURG SUPPLIES 120104 1 3578
272 |MED/SRG STERILE SUPPLY 120104 1 18640
300 | LABORATORY GENERAL 86850 120104 1 9331
300{ LABORATORY GENERAL 86900 120104 1 7258
300 | LABORATORY GENERAL 86901 120104 1 6221
300 | LABORATORY GENERAL 87490 120104 1 675
301|LAB CHEMISTRY 80048 120104 1 36000
301 | LAB CHEMISTRY 84702 120104 1 19409
305|LAB HEMATOLOGY 81001 120104 1 8204
305|LAB HEMATOLOGY 85025 120104 1 12442
1306 | LAB BACTERIOLOGY 87070 120104 1 8916
-306 | LAB BACTERIOLOGY 87210 120104 2 12442
."3402 | OTHER IMAG ULTRASOUND 76856 120104 1 91467
12450 | EMERGENCY ROOM 90780 120104 1 32500
450 | EMERGENCY ROOM 90784 120104 1 3754
450 | EMERGENCY ROOM 99283 120104 1 66148
636 | RX REQ DETAILED CODING J2765 120104 1 3298
730| EKG/ECG GENERAL 93005 120104 1 18652
001 [ TOTAL CHARGE 367366 0
50 PAYER §1 PROVIDER NO. 5] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| Y 293893
57 | DUE FROW PATIENT > 0
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN - HIC. - D NO, 61 GROUP NAME 62 INSURANCE GROUP NO
GARCIA DIAZ,AIDEE S 01615291107
L
Q_S::TREATMENT AUTHORIZATION CODES SF.| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
BTPRIN.DIG.CD.|  geope | nooee | OTHERDAG. COOES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
66923 66923
79p..| 8 PRNCIPAL PROCEDURE - BT _ OIFERPROCEDURE B2 ATTENDING PRYS.0 AB2 770
9] CHIU,PAO Y MD
—GTHER PROCEDURE - oOTHER PROCEDURE §3 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTAT IVE 8 DATE
X 013006

[CCRTIFY THL CERTIFICATIONS ON THE REV. RLE APPLY 70 THIB BILL AND ARE MADE A PART Hi REOF
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[}

@

[ <20 I - S I - A ]



=]

8 o

© WO N O A W N -

a 0o T o

T RTE

b~y

GOOD SAMARITAN HOSPITAL 2 V00006878409 3 PATIENT CONTROL NO. QW_
FILE 53289 434-01-3506 VAJI3285 51
LOS ANGELES CA 900743289 |sren.1axno. B STATEMENTCOVERSPERIOD 17 covp.| sncD. | 9cio. |10 LRD. | 11
2134822700 2134822721 US|95-1656366{0422051042205
12 PATIENT NAVE T3 PATIENT ADDRESS
CARSTON, JOSEPH JR 258 S CORONADO ST;LOS ANGELES;CA;90057
14 BIRTHOATE wseiems] e ADVISSION o s sme |21 D R[22 STAT] 23 MEDICAL RECORD NO. u CORDITION CODES » |#HMO
11051916|M | S| 042205[15 L2 [ 1 01{M001046750 AA
7 - QEOURRENCE 30 QCCURRENCE % OCCURRENCE SPAN Y
cone DATE_ | conE DATE cone FROM THROUGH 1A A
11[ 042205 . :
) Cc
"ONITED REALTI PLAN T OIS e
/O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b .
BELLEVUE, NE 68005-1561 ¢ c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL J7051 042205 1 2308 1
258| PHARMACY IV SOLUTIONS 042205 1 7300 2
259] PHARMACY OTHER 042205 2 27559 3
270| MED SURG SUPPLIES 042205 1 35?8 4
301 LAB CHEMISTRY 80048 042205 1 36000 5
301| LAB CHEMISTRY 82550 042205 1 7465 6
301( LAB CHEMISTRY 83615 042205 1 7455 7
301| LAB CHEMISTRY 84484 042205 1 8640 8
305| LAB HEMATOLOGY 81003 042205 1 3110 9
305( LAB HEMATOLOGY 85025 042205 1 124?2 10
+320| DIAGNOSTIC RADIOLOGY 71010 042205 1 24883 1
320{ DIAGNOSTIC RADIOLOGY 74022 042205 1 34422 12
+J450| EMERGENCY ROOM 90780 042205 1 32500 13
"450| EMERGENCY ROOM 99283 042205 1 66148 14
15
16
17
18
19
20
21
2
001| TOTAL CHARGE 273820 0 23
50 PAYER 51 PROVIDER NO. W] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 219056
57 . | DUE PATIENT [> 0
58 INSURED'S NAME 59PREL] 60 CERT.- SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ZARSTON, JOSEPH JR 434013506 A
o B
(o]
63 TREATMENT AUTHORIZATION CODES 22| 65 EMPLOYER NAVE 66 EMPLOYER LOCATION
A
B
[
GTPRNOAG.CO.|  goone | 70C0DE OTHERDIAG.CODE 74G00E 76 ADM. DIAG. CD. | 77 E-CODE 78
78900 [ 7906 [41400 14019 ) 78909
79pc | B0 FRINCIPAL PROCEDURE B OTHERPROCEDURE AN S0 G070720 s
El E98412 HARRIS,BRIAN W MD b
' ~ GTRER PROCEDURE.  CTHER PROCEDURE _ 5 GTHER PHYS. D a
b
84 REMARKS OTHER PHYS. 1D a
55 PROVIDER REPRESENTATIVE 86 DATE °
X 013006
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GOOD SAMARITAN HOSPITAL 2 V00006780720 3PATIENT CONTROL NO. “ﬁ_
FILE 53289 573-95-7259 VAKS4730 %3%7
LOS ANGELES CA 900743289 [sren.1axno. § STATEMENTCOVERSPERIOD. |7 covn. | snco. | 9 cip. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366[032005[032105
12 PATIENT NAME 13 PATIENT ADDRESS
WHITE, KALINDA 1682 W 12TH PL;LOS ANGELES;CA;90015
14 BIRTHDATE 15SEX|16MS| o ADVISSION o vpe, s src |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3MCD
| 12111983 F| S[032005[ 20 2 7 0I|M001030223 AA
| oo O oo TN Tove | SR oo | A
11] 032005 3
I U c c
URP™ WEDT-CAL T T VO
C/0 MERIDIAN HLTHCARE MNGT a a
FO BOX 1561 b .
“ELLEVUE, NB 68005-1516 ¢ ¢
R . d d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250] PHARMACY GENERAL 032005 3 18239 1
258| PHARMACY IV SOLUTIONS 032005 1 7300 2
270 MED SURG SUPPLIES 032005 3 7120 3
270 MED SURG SUPPLIES 032105 1 7381 4
300| LABORATORY GENERAL 36415 032005 1 960 5
301} LAB CHEMISTRY 80048 032005 1 36000 6
301| LAB CHEMISTRY 84132 032005 1 11695 7
305 LAB HEMATOLOGY 81001 032005 1 82i94 8
305{ LAB HEMATOLOGY 85025 032005 1 12442 9
450{ EMERGENCY ROOM 90780 032005 2 65000 10
450} EMERGENCY ROOM 90784 032005 2 20000 1
450| EMERGENCY ROOM 99283 032005 1 66148 12
636| RX REQ DETAILED CODING J2765 032005 1 3298 13
S 14
> 15
) 16
3 17
18
19
2
21
2
001| TOTAL CHARGE 263877 0 2
50 PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y||Y 211102
57 | DUE PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
WHITE, KALINDA 01|573957259 A
B
Cc
63 TREATMENT AUTHORIZATION CODES 24 ] 65 EmpLOYER NANE 66 EMPLOYER LOCATION
A
B8
[
67PRIN.DIAG.CD.|  eope | 10600 OTRERDIAG. CODES e 14 CoDE 76 ADM. DIAG, CD. | 77 E-CODE 78
64303 [ 7806 462 64303
7opC| @ PRNGPAL PROCEDURE _ BT _OTRERPROCEDURE ATEoNG s D AS83884 a
__9] LIEBERMAN, RONALD E MD b
T GTHER PROCEOURE  STHER PROCEDURE pry—— a
b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTAT VE 86 DATE °
013006

Al ROV, D ORINO LI03ELrD OCRORIGNAL
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* 50D SAMARITAN HOSPITAL

2V00006665665 3 PATIENT CONTROL NO. il
I'ILE 53289 567-69-0181 VAIB0106 131
1.OS ANGELES CA 900743289 |sren.Taxno. § STATEMENT COVERSPERIOD - |7 covo.| 8NcD. | 9¢iD |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|021005]021005
12 PATIENT NANE 13 PATIENT ADDRESS
TELLERY, WESLEY 231 WITMER #201;LOS ANGELES;CA;90027
14 BRTHDATE 15X 16MS|  rpare  "PMSSIRN 1 1yee, 2psrc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3CO
04231980[ M| S[021005[{07 ] 2| 7 01| M001040563 AA
3(720DE CCCURRED’:%E 3(‘:‘ODE CCCURRED’X?EE SCGODE OgggMRRENCE’SPAN THROUGH 3A7 A
11} 021005 ] 8
C Cc
UNITED HEALTH PLAN Toe | A Rt Gope | AE RO
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45 SERV, DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
. 250( PHARMACY GENERAL 021005 1 2517 1
"'258| PHARMACY IV SOLUTIONS 021005 1 12384 2
'’259| PHARMACY OTHER 021005 5 9759 3
:270| MED SURG SUPPLIES 021005 8 32959 4
270 MED SURG SUPPLIES A4606 021005 1 22591 5
300 LABORATORY GENERAL 36415 021005 1 960 6
300| LABORATORY GENERAL 86850 021005 1 9331 7
300{ LABORATORY GENERAL 86900 021005 1 7258 8
300| LABORATORY GENERAL 86901 021005 1 62?1 9
301| LAB CHEMISTRY 80048 021005 1 36000 10
301| LAB CHEMISTRY 80076 021005 1 20944 1
301| LAB CHEMISTRY 80101 021005 7 85347 12
301| LAB CHEMISTRY 80196 021005 1 13426 13
301| LAB CHEMISTRY 82003 021005 1 13436 14
301| LAB CHEMISTRY 82055 021005 1 11695 15
301| LAB CHEMISTRY 82150 021005 1 12192 16
301| LAB CHEMISTRY 83690 021005 1 12192 7
305 LAB HEMATOLOGY 85025 021005 1 12442 18
.305| LAB HEMATOLOGY 85610 021005 1 10358 19
.305| LAB HEMATOLOGY 85730 021005 1 12442 20
"320| DIAGNOSTIC RADIOLOGY 71010 021005 1 24883 21
320 DIAGNOSTIC RADIOLOGY 74022 021005 1 34422 22
450{ EMERGENCY ROOM 90784 021005 2 20000 2
50 PAYER 51 PROVIDER NO. o n| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 391542
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
TELLERY, WESLEY 01567690181 LACARE HEALTH |NO CARE AVA A
B
[
63 TREATMENT AUTHORIZATION GODES o< | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B8
. C
67PRIN.DIAG.CD. | gy cope 70 co0E OTHERDIAG. CODES 74 600 76 ADM. DIAG. CD. | 77 E-CODE 78
73551 , 78506
7gpc.| 80 PRINCIPAL PROCEDURE B OTHERPROCEDURE 82ATTENDINGPHYS.D (338156 a
9] A47377 KUHN,NANCY J MD b
oot HERPROCEDURE, coSTHER PROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS, ID a
85 PROVIDER REPRESENTATIVE B DATE °
X 013006

U351 RCFA 180 'APPROVL D OMB NO 0038-0270

OCR/GRIGINAL

(CERTIFY THE CERTIFICATIGNS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HLREOF
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GCAORICNAL

GOOD SAMARITAN HOSPITAL 2 V00006665665 3 PATIENT CONTROL NO. &'{“‘7"5\—
FILE 53289 567-69-0181 VAI80106 13717
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD 17 covp, | g ncD. | 9.¢ID. |10 LRD.| 11
2134822700 2134822721 US| 95-1656366]021005[021005
17 PATIENT NAME 13 PATIENT ADDRESS
TELLERY, WESLEY 231 WITMER #201;LOS ANGELES;CA;90027
14 BIRTHDATE 15SEX| 16MS| o AOMISSION o rvee, z0sac |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3C0O
 04231980[ M| S[ 021005/ 07 2] 7 01I|M001040563 AA
2 QGCURRENCE 34 QCCURRENCE g GCCURRENCE SPAN T
| oo DATE | CODE DATE CODE FROL THROUGH A A
1 l 021005 L B B
: C c
Z!:IN I TED HEALTH P LAN 3CBODE VALUE CA%%EET 4C’QDE VALE CA%-%EET
(/O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
450 EMERGENCY ROOM 99283 021005 1 66148 1
2
3
4
5
6
7
8
9
10
"
12
., 13
14
15
1
17
18
19
20
21
22
001| TOTAL CHARGE 489927 0 23
50 PAYER 51 PROVIDER NO. S5 L | 4 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[|Y 391942
5 | DUEE PATIENT [> 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
'7‘)}LLERY , WESLEY 01567690181 LACARE HEALTH [NO CARE AVA A
Vo B
Cc
63 TREATMENT AUTHORIZATION CODES 4| 65 EmpLOYER NamE 86 EMPLOYER LOCATION
A
B
[
§7PRN.DIAG.CD.|  gcone 1000 OTHERDIRG. CODES 74 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
53551 | 78906
79pC 8 PRINCIPALPROCEDURE - BT OTAER PROCEDURE RATTENONGPHYS. D G38156 a
9 A47377 KUHN,NANCY J MD b
" OTHERPROCEDURE QTR PROCEDURE 53 OTHER PHYS a
‘ b
84 REMARKS OTHER PHYS. D a
b
55 PROVIDER REPRESENTATIVE 86 DATE
X 013006

TCERYIFY THE CLRTIF.CAT:ON; ON THS REV RE APFLY TO TH3 ELL AND ARE MAET A FART HLALCF
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GOOD SAMARITAN HOSPITAL 2 V00004770657 3PATIENT CONTROL NO. il
FILE 53289 577-77-0906 VAK94727 131
LOS ANGELES CA 900743289 |sreo.1axno. 6 STATEVENTCOVERSPERIOD. 17 coyp, | sncD. | 9 CiD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|0419031041903
12 PATIENT NAME 13 PATIENT ADDRESS
SPEIGHTS, QUANISHA 846 W 42ND PLACE;LOS ANGELES;CA;90037
14 BRTHDATE 155eX[16MS|  pae  APVISSION o rvoe zysnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3MCD
08311983| F] S| 041903]20 ] 2| 7 01]M000982311 AA
oo JPOURKEREE Fooe 1R Fooe RN VENCE SPAN. o A7 A
11j 041903 3 B8
[ [
UHP MEDI-CAL Tooe | MO Coe | MR
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
T d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 4GSERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
'270| MED SURG SUPPLIES 041903 2 6148 1
‘?’300 LABORATORY GENERAL 86850 041903 1 6480 2
300 LABORATORY GENERAL 86900 041903 1 5040 3
300| LABORATORY GENERAL 86901 041903 1 4320 4
301| LAB CHEMISTRY 80048 041903 1 30000 5
301| LAB CHEMISTRY 84702 041903 1 134{78 6
305 LAB HEMATOLOGY 81015 041903 1 6912 7
305] LAB HEMATOLOGY 85025 041903 1 10368 8
402| OTHER IMAG ULTRASOUND 76856 041903 1 69293 0
450 EMERGENCY ROOM 9928225 041903 1 45936 10
1
12
13
14
15
16
17
18
19
20
21
2
001] TOTAL CHARGE 197975 0 3
50 PAYER 51 PROVIDER NO. Fr | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
UHP MEDI-CAL 951656366 Y| iY 158380
57 | bUE PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SPEIGHTS, QUANISHA 01|5577709062 SEE CARD A
B
Cc
63 TREATMENT AUTHORIZATION CODES 4. | 65 EmpLOVER NaME 66 EMPLOYER LOCATION
A
B
Cc
6TPRN.DIG.CD.|  goroe | 10 C00E OTRERDING.COOES 74 CODE 76 ADM. DIAG CD. | 77 E-CODE 78
64663 | 5990 | 64003
70pC] 8 PRINGIPALPROCEDURE - BT QIR PROCEDURE 2 ATTENDNGPHYS D A6 124 0 a
9] . | BRENNER, FRED J MD b
e cosHERPROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. D a
55 PROVIDER REPRESENTATIVE B DATE °
X 013006

CITIRA D REPITV D ONUND £3230470 OCRORIGINAL

TCLATIFY THT CERTIFICATIONG ON THE REVLRGE APPLY TO TH:3 Tl AND ARE KADE A PART HC Al OF



W D N D D W N =

CGCOOD SAMARITAN HOSPITAL

o o0 T D

STRCFAIEC ACvOV: B 0SNG € 1ILITY OCROWIGNAL

2V00005080585 3PATIENT CONTROL NO. o
FILE 53289 421-10-4754 VAG79883 ég%ﬂ
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEMENT COVERSPERIOD. 17 covp. [ 8 NcD. | 9ciD. |10 LRD. | 11
2134822700 2134822721 US{95-1656366 [072803 {072803
1Z PATIENT NAME 13 PATIENT ADDRESS
HUBBARD, JOHN O 2529 3RD AVE;LOS ANGELES;CA;90018-1817
14 BIRTHDATE SSEX{1MS|  ypare  POVRYON 1o rype, zosmc |21 O HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES o |3C0
12051916 M [ W[072803 11 [ 2 [ 7 01 [M000429895 AA
3(“.7.ODE q CCURRED’X?E 3(?0DE CCCURRED’X$EE 3(36005 OE(R:(L)J:S‘ RENCE SPAN THROUGH 3A7
111072803 5
Cc
[UNITED HEALTH PLAN T | VO
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 | PHARMACY GENERAL 072803 1 6124
i258 | PHARMACY IV SOLUTIONS 072803 1 6828
"270|MED SURG SUPPLIES 072803 4 10961
272 |MED/SRG STERILE SUPPLY 072803 1 129@4
301 |LAB CHEMISTRY 80048 072803 1 30000
305|LAB HEMATOLOGY 81015 072803 1 6912
305|LAB HEMATOLOGY 85025 072803 1 10368
320 |DIAGNOSTIC RADIOLOGY 71010 072803 1 20736
450 | EMERGENCY ROOM 90799 072803 1 4000
450 | EMERGENCY ROOM 9928325 072803 1 70128
730 | EKG/ECG GENERAL 93041 072803 1 15898
001 | TOTAL CHARGE 194889 0
50 PAYER 51 PROVIDER NO. % 2T 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
UNITED HEALTH PLAN 951656366 Y [ (Y 155911
5 | DUE [FROM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
HUBBARO, JOHN O 01700003396 GLOBAL CARE ME
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOVER NAME 66 EMPLOYER LOCATION
GTPRN.DMG.CO.| oo | 10.CODE OTHERDIAG. COCES - 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
78820 ]5989 78909
76pC 8 PRINCIPALPROCEDURE BT OTFER PROCEDURE. B2 ATTENONGPAYS.0 GO 70720
9] E98412 HARRIS,BRIAN W MD
- GHER PROCEDURE ~-OTFER PROCEDURE. 53 OTHER PHYS. 1D
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE BGDATE
X 013006

TCFRTFY THZ CERT:FiCATIONS ON THZ REVe rLE APFLY TO THIJ ELL AND ARG 1ADZ A PART HRL On
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APHROV: D OMOND 330270

OCRORIGINAL

GOOD SAMARITAN HOSPITAL 3PATIENT CONTROL NO. T ]
FILE 53289 613-14-5469 'VAGZ7033 131
LOS ANGELES CA 900743289 |sre.1axno. 6 STATEMENTCOVERSPERIOD |7 covp.| encD. | 9cso. |10 LRD. | 11
2134822700 2134822721 US|95-1656366 070203070203
12PATIENT NANE 13 PATIENT ADDRESS
(ONZALEZ, RUFINO 117 1/2 S WESTLAKE AVE;LOS ANGELES;CA; 90057
14QIRTHDATE 16SEX|16MS| o ADMISSION e spsrc |21 DHR[22STAT] 23 MEDICAL RECORD NO. " CONDITION CODES o |3CO
09091962 M [ M[070203[12 |1 [ 7 01 [M000988085 CA
% OCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN Ky
| Cooe | DATE CcopE DATE CODE FRCY THROUGH  |A
11[070203 8
L [
"UNITED HEALTH PLAN T
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS  RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 250 PHARMACY GENERAL J1885 070203 2 11504
2l 450 EMERGENCY ROOM 90782 070203 1 2640
3| 450| EMERGENCY ROOM 99281 070203 1 25056
4/ 921| PERIPHERAL VASCULAR LAB |939%926 070203 1 47900
s| 921| PERIPHERAL VASCULAR LAB |93970 070203 1 87840
6
8l ¢
o
001 | TOTAL CHARGE 174940 0
50 PAYER 51 PROVIDER NO. L2 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
WNITED HEALTH PLAN 951656366 Y| |Y 139952
57 | DUEE FROW PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GONZALEZ, RUFINO 016131454693
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER Name 66 EMPLOYER LOCATION
BTPRN.DIAG.CO.|  gcope | 70Co0E OTHERGIAG. CO0ES 74 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
9588 . 7295
79pC| 80 PRNGPAL PROGEDURE - BT _OTERPROCEDURE T T ezamenomcepivs® GO 70720
9] E98412 HARRIS,BRIAN W MD
- comg HER PROCEOURE, o coOHER PROCEDURE. 83 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
o B5 PROVIDER REPRESENTATIVE 8 DATE
X 013006

o8 T o T o

TCLATIFY THE CERT\FICATIONS ON THZ REVERSL, APPLY TO THES UL AND ARE WADE A PART NEREOF
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GOOD SAMARITAN HOSPITAL 2 V00005100185 3 PATIENT CONTROL NO. ggﬁi—
FILE 53289 569-79-1661 VAG47330 131
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEMENT COVERSPERIOD. 17 covp. | 8 NcD. | 9CiD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366(080103]080103
1ZPATIENT NAME 13 PATIENT ADDRESS
YI,HELENA HEERAN 6980 CATALINA ST;LOS ANGELES;CA;90005
14 BIRTHDATE SSEX[16MS|  pare  AOVIRSION e, anskc |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » | 31CO
06271966/ F[ M/ 080103[16 ]| 1] 7 01|{M000990833 AS
Y I B | I I s
11} 080103 B B
: c c
UNITED HEALTH PLAN e VG o | TR
C/0O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1561 c ¢
d d
42REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
258| PHARMACY IV SOLUTIONS 080103 1 10320 1
300; LABORATORY GENERAL 86850 080103 1 6480 2
300{ LABORATORY GENERAL 86900 080103 1 5040 3
300] LABORATORY GENERAL 86901 080103 1 4320 4
301} LAB CHEMISTRY 84702 080103 1 13478 5
305] LAB HEMATOLOGY 85025 080103 1 10368 6
402} OTHER IMAG ULTRASOUND 76856 080103 1 69293 7
450; EMERGENCY ROOM 90799 080103 1 4000 8
‘450 EMERGENCY ROOM 9928225 080103 1 45936 9
! 10
1
: 12
’ .j“ 13
14
15
16
17
18
19
20
21
22
001| TOTAL CHARGE 169235 0 2
50 PAYER 51PROVIDER NO. " JEe vl 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[]Y 0 135388
G | DUE PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
Y.I, HELENA HEERAN 01| 889915 LA VIDA MED GR A
B
[
63 TREATMENT AUTHORIZATION CODES .| 65 EmpLOYER NaME 66 EMPLOYER LOCATION
UNEMPLOYED A
B8
c
BTPRN.DIAG.CO.|  goope | 70CODE OTHERDIAG.CODES 14 CODE 76 ADM, DIAG. CD. | 77 E-CODE 78
632 1 64000
79p.c| 0 PRINCIPAL PROCEDURE B OTHERPROCEDURE s2ATTENONGPVS. D A4 3111 a
| 9] ES9338 OBLITAS,DANIEL H MD b
T < OTRERPROCEDURE - < JTHER PROCEDURE - 33 OTHER PHYS. ID a
b
[ 64 REMARKS OTHER PHYS. ID a
65 PROVIDER REFRESENTATIVE 5 DATE °
013006

x5 .2 HywA 140 AHPHOVL D OMB NO £310.0270

o7

OCRORICINAL

TCERTIFY THZ CLATIFICAT.ON3 ON THE REVL RCE APELY TO TH-3 L:oL AXD ARE KADE A PART MCRL 07
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TCERTIFY THE CLRTIFICATIONG ON THE REVERGE APPLY TO THIG BILL AND ARE MAGE A PART HEREOF

GOOD SAMARITAN HOSPITAL [z VOOUUZ924460 PP — TV
FILE 53289 624-16-5542 VAG27029 3
1.OS ANGELES CA 900743289 [srep mxno 6 STATENENTCOVERSPERIOD. ™~ T7 covp. | 8 NCD. | 9 CD. | 10 LRD. | 11
2134822700 2134822721 US[95-1656366 [U60703 (060703
12 PATIENT NAME 13 PATIENT ADDRESS
GARCIA,RICARDO I 337 N CARMELITA AVE;LOS ANGELES;CA;90063
14 BIRTHDATE 15SEX| 18NS ypyre  ADMRSION e apsnc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES S
10161988 M| & 0607()3[01 1 I / 01 [MOO0OS/845606 CA
agCDE CCCURRED‘}?'EE 3(;4005 CCCURR%,ﬁ?EE 3CSCDE O%gngENCE SPAN THROUGH X A
111060703 B
C c
UNTTED HEALTH PLAN Ty T, T
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
i 2591 PHARMACY OTHER 060703 1 85T 1
.| *351|CT SCAN/HEAD 70450 060703 1 138586 )
3 1-.‘450 EMERGENCY ROOM 99281 060703 1 250656 3
4 4
| 5
8 6
7 7
8 8
9 9
10
1
12
13
14
15
16
17
18
19
. 20
i 21
' N 22
‘001 | TOTAL CHARGE 164493 0 2
50 PAYER 51 PROVIDER NO. o el 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YTTY 137594
57 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL} 60 CERT. - SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GARCIA,RICARDO J 01]94538796A UHP W/HLT FAMI |SEE CARD A
B
o}
63 TREATMENT AUTHORIZATION CODES - | 65 EmpLOYER NavE 66 EMPLOYER LOCATION
AFTER HRS. A
B
c
BTPRN.DAG.CO.| g | 10CO0E OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
320 | 95901 [E8880
79pc.| 80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE soatrENDNGPHYS. D A43111 a
] ES9338 OBLITAS,DANIEL H MD b
B colTHER PRCC’EDUR% - coOTHERPROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REFRESENTATIVE 5 DATE °
013006
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. AN
FILE 53289 000-00-0001 VAKS4722 3
LOS ANGELES CA 500743289 |sren.maxno. § STATENENTCOVERSPERIOD T covp. [ 8 NCD. | 9 G4D. [ 10 LRD. | 1t
2134822700 2134822721 US[95-1656366(072604 072604
T2 PATIENT NAME 13 PATIENT ADDRESS
CRUZ,DEYSY 1558 W 2ND ST;LOS ANGELES;CA;90026
14 BIRTHDATE 155ex|16MS| o ADVISSION o rvee, ssrc 21D HR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES o |3MCD
020519921 F [ S 0726041 13 LZ I 7 011M001024673 CA
ons OCCURREDi\A%E 304005 CCCURRED’);(T:E 3(?005 0(@%{5{ RENCE SPAN THROUGH 3\
11] 072604
UHP MEDT=CAL e T | RS
/0 MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
PELLEVUE, NB 68005-1516 c
d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 072604 il 3705
258} PHARMACY IV SOLUTIONS 072604 1 73100
259| PHARMACY OTHER 072604 1 1504
270| MED SURG SUPPLIES 072604 4 11649
301{ LAB CHEMISTRY 80048 072604 1 36000
305| LAB HEMATOLOGY 81015 072604 1 82194
305] LAB HEMATOLOGY 85007 072604 1 136097
450| EMERGENCY ROOM 90784 072604 1 3128
450| EMERGENCY ROOM 99283 072604 1 55123
o
001| TOTAL CHARGE 140400 0
50 PAYER 51 PROVIDER NO. Sl 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y 0 112320
7 | buE PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
CRUZ,DEYSY 01]95214119C0
63 TREATMENT AUTHORIZATION CODES 24| 65 empLover Name 66 EMPLOYER LOCATION
6TPRN.DIAG.CD.|  geope | noose | OTHERDIAG. CODES 7400 76 ADM. DIAG. CD. | 77 £-CODE 78
5589 . 78701
79pC.[ 80 PRINCIPAL PROCEDURE 81 OTHERFROCEOURE szaTenDINGPHYS.D A82770
9 CHIU,PAO Y MD
 OYHER PROCEDURE — coOTHER PROCEDURE 83 OTHER PHYS. ID
5 REMARKS OTHER PHYS. 1D
85 PROVIDER REPRESENTATIVE 86 DATE
013006

IITHPA ALY AFnOVL 0 0N NO E3130470 QTR ORCNAL

TCERTIFY THG CLRTiF CATIONS ON THE REVL REE APFLY TO THL BLL AND ARE IPADZ APART K A7 OF



i

T o

O ® N D G bW N -

o 0 o o

GOOD SAMARITAN HOSPITAL 2V00006954184 3PATIENT CONTROL NO. o
rILE 53289 568-52-9364 VAJ42394 1
1.0S ANGELES CA 900743289 [srentaxno. § STATEMENT COVERSPERIOD. 17 covp. | 8NCD. | 9CiD. |10 LRD. | 11
2134822700 2134822721 US|95-1656366|051805[051805
1ZPATIENT NANE 13 PATIENT ADDRESS
MATSUISHI,MICHIYE 2221 LINCOLN PARK AVENUE;LOS ANGELES;CA;90031
14 BIRTHDATE tssex|16MS| o ADMISSION o fvee, 20sac |21 DHR|22 STAT| 23 MEDICAL RECORD NO. ” CONDITION CODES » |®HMO
06131916[F | W[ 05180515 [ 1 [ 7 01[{M001047292 AS
 Cooe TN Cone TR Tooe | R M v [ A
11 051805 B
C Cc
UNITED HEALTH PLAN T L e | S
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
251 PHARMACY GENERIC DRUGS 051805 1 1410 1
2259 PHARMACY OTHER 051805 1 8i71 2
“270| MED SURG SUPPLIES 051805 5 15135 3
~300| LABORATORY GENERAL 36415 051805 1 960 4
'301| LAB CHEMISTRY 80048 051805 1 36000 5
305| LAB HEMATOLOGY 85025 051805 1 16436 6
305| LAB HEMATOLOGY 85610 051805 1 10368 7
305| LAB HEMATOLOGY 85730 051805 1 12442 8
450 EMERGENCY ROOM 99282 051805 1 36080 9
10
"
12
13
14
15
16
17
18
19
20
21
: 2
001]| TOTAL CHARGE 129702 0 2
50PAYER 51PROVIDER NO. 0o | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 66262
57 | DUIE FROWM PATIENT > 37500 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
MATSUISHI,MICHIYE 01568529664 TOTAL CARE IPA A
B
C
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
c
6TPRN.OIG.CO.|  goope | 10CODE OTHERDIAG.CODES 4CO0E 76 ADM, DIAG. CD. | 77 £-CODE 78
%9674 [40391 [25040 [VS5867 99674
79pic 8 PRINCIPAL PROCEDURE - BT _ OTHER PROCEDURE - RATTENDNGPRYS.0 A8 3 884 a
2] LIEBERMAN, RONALD E MD b
o OTER PROCEDURE " oo HERPROCEDURE 83 OTHER PHYS, 1D a
b
84 REMARKS OTHER PHYS. ID a
B5 PROVIDER REPRESENTATIVE §6 DATE ’
X 013006

0 J HCFATS

et 0O ND CIIuTY

DCRORIGNAL

TCERTFY Tz CURTHICATIONS ON THZ REVERSE APFLY TO TH3 LLL AND ARE KA. A PART MR OF
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GOOD SAMARITAN HOSPITAL

2 V00005056536 3 PATIENT CONTROL NO. o
FILE 53289 570-51-4013 VAK94732 131
LOS ANGELES CA 900743289 |sren.axno. B STATEMENTCOVERSPERIOD . |7 covo.| snco. | 9cap. |10 LRD | 11
2134822700 2134822721 US|95-1656366{072003|072003
12 PATIENT NAVE 13 FATIENT ADDRESS
CHAPARRO, SERGIO 10856 WOLCOTT PLACE;MISSION HILLS;CA;91345
14 BIRTHDATE SSEXLI6MS| o PORIRY t91ye, znsec |2} O HR[22STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » | 3CO
03061964[M | M{072003[03 [ 1|7 01{M000989707 CA
% QUCURRENCE % OCCURRENCE B | CCURROCESAN T A
111072003 8 B
C Cc
UNITED HEALTH PLAN oo | ARG ooe | TR
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
ﬂQS ANGELES, CA 90009-0579 c c
d d
42%EV.CD, | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 072003 1 2498 1
259| PHARMACY OTHER 072003 2 1596 2
320| DIAGNOSTIC RADIOLOGY 72040 072003 1 23155 3
320| DIAGNOSTIC RADIOLOGY 72100 072003 1 36979 a
450| EMERGENCY ROOM 90782 072003 1 2640 5
450 EMERGENCY ROOM 99281 072003 1 25056 6
730| EKG/ECG GENERAL 93041 072003 1 15898 7
8
9
10
1
12
13
14
o 15
, '. 16
17
18
19
2
21
22
001 | TOTAL CHARGE 107822 0 23
50 PAYER 51 PROVIDER NO. 5| 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y|I|Y 86258
57 | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
CHAPARRO, SERGIO 01837400 SAN FERNANDO M |20000501 A
B
C
63 TREATMENT AUTHORIZATION CODES - | 65 EmPLOYER NaME 66 EMPLOYER LOCATION
‘ 1|US POST OFFICE VAN NUYS A
B
Cc
STPRN.DIAG.CD.|  ocoe | 10CeoE OTHERDIAG. CODES 76GO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
8472 8470 7 7242 E8121
79P.C| B FRINCIPAL PROCEDURE BT _OTRERPROCEDURE - B2 ATTENDING PHYS. 0 A6 124 0 a
9] BRENNER, FRED J MD b
o THERPROCEDURE - coddHERPROCEDURE 83 OTHER PHYS. ID a
b
| 64 RENARKS OTHER PHYS. ID a
B5 PROVIDER REPRESENTATIVE 86 DATE °
X 013006

o o T 0

WGV, O ORI ND CoisCiTh

OCH ORCNAL

TCCRT#Y THT CERTH#ICATIONS GN THE Ri Vo RSL APFLY T0 I ; G.LL AND ARE WADE A PART K. REOF
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U % HCHA 1479 'APPROVI O O NO 03330270 OCRORIGINAL

(7O0D SAMARITAN HOSPITAL 2 V00006195192 3PATIENT CONTROL NO. &’&fi
P'ILE 53289 570-19-8936 VAK94721 13717
1.0S ANGELES CA 900743289 |sren.1axno. § STATEMENTCOVERSPERIOD. 17 covp, | encD. | 9ciD. |10 LRD.| 11
2134822700 2134822721 US|[95-1656366[082804(082804
TZPATIENT NANE 13 PATIENT ADDRESS
CERVANTES, ENEDINA A 528 S PARKVIEW ST;LOS ANGELES;CA;S0057
14 BRTHDATE 155EX[16MS|  ypare  AOMIBSION o rvee, z0sec |21 DHR[22 STAT| 23 MEDICAL RECORD NO. N CONDITION CODES o |3MCD
02091963 F | W/ 082804|20 ] 2 [ 7 01|M001027338 CA
3303(5 CCCUERED'X% 3(-?ODE CCCURREDNA’?EE %6005 OCFRCgf-?RENCE SPAN THROUGH 3\7 A
11| 082804 3 8
[ [
UHP MEDI-CAL e L S T VS
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 45 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL J1885 082804 1 7214 1
#2591 PHARMACY OTHER 082804 2 16000 2
¥270| MED SURG SUPPLIES 083004 1 188526 3
2320 DIAGNOSTIC RADIOLOGY 72040 082804 1 27786 4
1450 EMERGENCY ROOM 90782 082804 1 3168 5
450| EMERGENCY ROOM 99282 082804 1 30067 6
7
8
9
10
1
12
13
14
15
16
17
18
19
20
= 21
I 2
'001| TOTAL CHARGE 88661 0 2
50 PAYER 51 PROVIDER NO. W5, '| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y||Y 0 70929
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO,
CERVANTES, ENEDINA A 01(92764541A0 A
B
Cc
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
A
B
C
6TPRN.DAG.CD.|  geome | 10Co0E OTRERDIAG. COOES 7400 76 ADM. DIAG. CD. | 77 E-CODE 78
2470 |8409 7231  [E8121
7970 9 PRNCPALPROCEDURE 8T _ OTHER PROCEDURE - SZATTENOING PHYS.0 A8 2770 a
3] CHIU,PAO Y MD b
o o JTHER PROCEDURE cosTHER PROCEDURE, 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
b
85 PROVIDER REPRESENTATIVE 56 DATE
X 013006

T
TCERTIFY THE CLRTIFICATIONS ON THE REVLRS! APPLY TO TH{ BILL AND ARE MADE A PART K. REOF
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. TTE ]
FILE 53289 566-37-7338 VAK94729 31
LLOS ANGELES CA 900743289 |[srep.1axno. 6 STATEMENTCOVERSPERIOD. 17 covp. | ancD. | scip. [10LRD. [ 11
2134822700 2134822721 US| 95-1656366]072904[072904
T2 FARTIENT NAVE 13 PATIENT ADDRESS
WESLEY, NANETTE PO BOX 155;COMPTON;CA;S0221
14 BIRTHDATE 15SEX 16MS|  jypare  APMRSION o rve avsne |21 DHR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |#MCD
061019721 F ] S O72904|l6j_1| 7 011M001024962 AA
|5 GTCURRENCE 3 OCGURRENCE % OCCURRENCE SPAN 7
COOF DATE CODE DATE CODE FRO.} THROUGH A A
117072904 5 5
] 1 [+ [
FUH P—ME:D_I B CAL 3C90DE VALUE CA%%SET 4(210DE VALUE a?.!%bE'gT
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b o
BELLEVUE, NB 68005-1516 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
252 PHARM NONGENERIC DRUGS 90718 072904 1 4943 1
259| PHARMACY OTHER 072904 1 915 2
270 MED SURG SUPPLIES 072904 1 4100 3
320 DIAGNOSTIC RADIOLOGY 73610 072904 1 21151 4
320| DIAGNOSTIC RADIOLOGY 73630RT 072904 1 21151 5
450{ EMERGENCY ROOM 950471 072904 1 3168 6
1450 EMERGENCY ROOM 99282 072904 1 30067 7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
o 22
"901| TOTAL CHARGE 85495 0 2
50 PAYER 51 PROVIDER NO. W w | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Yi|Y 68396
51 | DUE FROWM PATIENT > 0
58 INSURED'S NAME 53 P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
WESLEY, NANETTE 01|566377338 A
B
[
63 TREATMENT AUTHORIZATION CODES pae | 65 EMPLOYER NAVE 66 EMPLOYER LOCATION
A
B
c
6TPRIN.OMG.CD.|  greope | 10.CoDE OTHERDIAG. CODES e 74 CODE 76 ADM. DIAG. CD. | 77 £-CODE 78
84500 71947 |E927
79pC] 8 PRNCPALPROCEDURE BT OTFERPROCEDRE T s aTEnoNGPHYs. 0 GO 70720 a
2] 19359 072904 E98412 HARRIS,BRIAN W MD b
7 —-OTAERPROCEDURE. — < OTRER PROCEDURE - HOTERPIS 0G0 70720 a
. ES8412 HARRIS,BRIAN W MD b
B4 REWARKS OTHER PHYS. 1D a
b
85 PROVIDER REPRESENTATIVE 86 DATE
X 013006

U ZHCEA TGS

AFPRGV D OWG RO €33:0270 OCROAIGINAL

TCERTIFY THC CLRTIFICATIONG ON THE REVERSE APPLY 70 THIS BILL AND AR MADE A PART HERLOF
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GOOD SAMARITAN HOSPITAL 2V00004344966 3 PATIENT CONTROL NO.
FILE 53289 607-86-5869 VAK94736 131
1.0S ANGELES CA 9500743289 |sreo.taxo. 6 STATEMENTCOVERSPERIOD. |7 covo.| 8wncD. | 9.ciD. |10 LRD. | 11
©134822700 2134822721 US| 95-1656366[112902[112902
2 PATIENT NAVE 13 PATIENT ADDRESS
ROMERO, JOVANY 13225 1/2 W LLINWOOD AVE;LOS ANGELES;CA;90017
14 BIRTHDATE 15sex[16MS] o ADVISSION - vee znsac |21 HR[22 STAT| 23 MEDICAL RECORD NO. N "CONDITION COBES » |3CO
11171995/ M| S[112902]13 ] 1] 7 01{M000970599 CA
"5 OCCURRENCE 34 OCCURRENCE K3 OCCURRENCE SPAN g
CODE DATE CORE DATE CODE FROM THROUGH A
11| 112902 8
C
UNITED HEALTH PLAN T T L
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 112902 3 24829
270| MED SURG SUPPLIES 112902 5 11572
306| LAB BACTERIOLOGY 87070 112902 1 10714
~306| LAB BACTERIOLOGY 87205 112902 1 4666
~450| EMERGENCY ROOM 99281 112902 1 25056
‘001| TOTAL CHARGE 76837 0
50 PAYER 51 PROVIDER NO. o .\ | 54PRIORPAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 0 61470
51 | DUIE [FHROV PATIENT > 0
58 INSURED'S NAME 53 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ROMERO, JOVANY 01|300125012 AKM MEDICAL GR
63 TREATMENT AUTHORIZATION CODES o4 1 65 EmpLOYER NAME 66 EMPLOYER LOCATION
BTPRN.DMG.CD.|  oone | 70.COBE OTHERDIAG. CODES 74 COBE 76 ADM. DIAG. CD. | 77 £-CODE 78
7842 7842
79pc. B0 PRINCIPALPROCEDURE Bl OTHERPROCEDURE 2 ATIENDING PHYS. D 3070720
o] E98412 HARRIS,BRIAN W _MD
i — OTHER PROCEDURE ~ OTHERPROCEDURE 53 OTHER PHYS.
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 86 DATE
X 013006

BETaYNTI ATROV: D ORI ND 3150270 GCROMGINAL

TCERTIFY THZ CT RTI iCATIONS ON THE RE VRLE AFFLY TO THE LiLL AND ARE NATG A PART F..ALOF
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GOOD SAMARITAN HOSPITAL

2V00005137641

3 PATIENT CONTROL NO.

FILE 53289 421-10-4754 VAG79884 1@.231
LOS ANGELES CA 900743289 |srep1axno. B STATENENT COVERS PERIOD | 7covD. [ 8 ncD. | 9 ciD. |10 LRO. | 11
2134822700 2134822721 US|95-1656366 081403 |081403
72 PATIENT NAWE 13 PATIENT ADDRESS
HUBBARD, JOHN O 2529 3RD AVE;LOS ANGELES;CA;90018-1817
14 BIRTHDATE 155X 16MS|  ypare  POVSSN (g rvee, s smc |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u "CONBITION COBES » |3CO
112051916 |M | W][081403 |11 |2 [ 7 01 |[M000429895 AR
o e P T o T .
1.1[081403 B B
C Cc
UNITED HEALTH PLAN Tooe | AR oo | o
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 ¢ ¢
d d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 | PHARMACY GENERAL 081403 1 6124 1
270 |MED SURG SUPPLIES 081403 1 4039 2
305 |LAB HEMATOLOGY 81015 081403 1 6912 3
306 | LAB BACTERIOLOGY 87088 081403 1 82954 4
450 | EMERGENCY ROOM 99281 081403 1 25056 5
6
7
8
9
10
11
12
. '1‘ 13
a 14
15
16
17
18
19
20
21
22
001 | TOTAL CHARGE 50425 0 23
50 PAYER 51 PROVIDER NO. 55| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| I|Y 0 40340
577 | DUIE PATIENT [> 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
HIJBBARO, JOHN O 01]700003396 GLOBAL CARE ME A
! B
(o}
63 TREATMENT AUTHORIZATION CODES o4 | 65 empLover nave 66 EMPLOYER LOCATION
A
B
(o4
G7PRIN.DIAG.D. | o0t 10 CoDE OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
9975 5990 ) L 7881
79pC.| 80 FANGPAL PROCEDURE - BT OTHER PROCEDURE T TszAmeNoNGPYS D C32505 a
9] A34963 FAGAN JR.,PHILIP MD b
~ OTHER PROCEDURE  STHER PROGEDURE prysy———— a
b
84 REMARKS OTHER PHYS. 1D a
85 PROVIDER REPRESENTATIVE G DATE °
X 013006

U™ TREPAZD APHOV, D ONI NG DHIFLR
Pt

Y.

GCRORTINAL

TCERTIZY THE CERTIFICATIONS ON THE R VERSE APPLY 70 TH23 BILL AND AHL: MADE A PART H. ALOF
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00D SAMARITAN HOSPITAL 2 V00006537971 3PATIENT CONTROL NO. e
FILE 53289 546-02-4215 VAIS54548 ]@.&3‘1~
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD 17 coyp. | sncD. | 9cin. [10LRD. | 11
2134822700 2134822721 US| 95-1656366]122904]|122904
TZPATIENT NANE 13 PATIENT ADDRESS
MILLER, ANNIE 734 S VALENCIA ST;LOS ANGELES;CA;90017
14 BRTHDATE 15SEX|16MS|  ypare  PDVISSION o rvee, 2psrc |21 O HR|22 STAT] 23 MEDICAL RECORD NO. 24 CONDITION CODES o |31C0
02271955 F [ S[122904[09] 1] 7 01{MO00550954 CA
77 OCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN T
|_C0oE DATE CODE DATE CODE FROM { THROUGH Al
11] 122904
C
UNITED HEALTH PLAN Sooe | SR Hooe | M CERR
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
: d
43:REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250/ PHARMACY GENERAL J1885 122904 1 7214
+'251| PHARMACY GENERIC DRUGS 122904 1 965
259 PHARMACY OTHER 122904 1 13{55
450 EMERGENCY ROOM 90782 122904 1 3802
450 EMERGENCY ROOM 99282 122904 1 36080
001| TOTAL CHARGE 494i16 0
50 PAYER 51 PROVIDER NO. . .| 54PRIORPAYMENTS 55 EST, AMOUNT DUE 58
UNITED HEALTH PLAN 951656366 Y| |Y 0 39533
57 | DUIE FROM PATIENT [> 0
58 INSURED'S NAME 50 PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MILLER,ANNIE 01| 546024215
63 TREATMENT AUTHORIZATION CODES oo | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
& PN, OAG. 0. woooe | 70C00E OTHERDIAG. CODES 7400 76 ADM. DIAG, CD. | 77 E-CODE 78
7245 [ 4019 | - 7245
70p.C.| 8 PRINCIPAL PROCEDURE - BT _ OTHER PROCEDURE - 2ATENDNGPHYS. D AB83884
9] LIEBERMAN, RONALD E MD
L OTHER PROCEDURE coOTHERPROCEDURE 83 OTHER PHYS. D
84 REMARKS OTHER PHYS. 1D
55 PROVIDER REPRESENTATIVE 85 DATE
X 013006

© ® N O o & W N - o 0 T o O ®

Y
- o

w

T o T o oo

OCRORLNAL

UGS THCFA AFPROV, 0 ORI NO €230

TCERTIFY THT CE ATIHCATIOND ON THE RF VERZS APFLY TO TH: ) ELLUAND ARE KAD! A PART KZAEC?
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GOOD SAMARITAN HOSPITAL

200005123260

3 PATIENT CONTROL NO.

© ® N D G b W N =

O @

© @ N O ;s W N - o 0 O D

-
(=]

11

w

@

[ I « - B - )

@ @Il
FILE 53289 563-77-0866 VAG47148 131
LLOS ANGELES CA 900743289 |sre1axno. 6 STATEMENT COVERSPERIOD . [7covo.| 8ncD. | 9ciD |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|080903|080903
T2 PATIENT NAME 13 PATIENT ADDRESS
MEJIA,ROSA 467 3/4 S LUCAS AVENUE;LOS ANGELES;CA;90017
14 BIRTHDATE sssex[toms|  pue  AOMISSION o ve, ssec |210 HR[22 STAT| 23 MEDICAL RECORD NO. 24 SONDITIONCODES » |31CO
07141980| F | S[080903{21 | 1| 7 01| M000991480 oT
32 OCGURRENCE 34 OCCURRENCE % GCCURRENCE SPAN 37
CODE DATE CODE DATE COOE FRCL! THROUGH Al
11| 080903 B
C
UNITED HEALTH PLAN B | "R T RS
PO BOX 920579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90005-0579 c
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250( PHARMACY GENERAL J1885 080903 1 7024
450 EMERGENCY ROOM 90782 080903 1 2640
450| EMERGENCY ROOM 99281 080903 1 25056
~001| TOTAL CHARGE 34720 0
50 PAYER 51 PROVIDER NO. et "L | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
INITED HEALTH PLAN 951656366 Y{|Y 0 27776
57 | DUIE [FHROWM PATIENT > 0
58 INSURED'S NAME 50 PREL| 60 CERT. - SSN - HIC. - 2 NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MEJIA,ROSA 01| 96885100E7
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
6TPRN.DIAGCO.|  goope | 10Co0E OTHER DIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
462 462
79pC.[ 80 PRINCIPAL PROCEDURE 81 OTHERPRCCEOURE 82ATTENDING PHYS.D A4 3111
Bl E99338 OBLITAS,DANIEL H MD
= - OTHER PROCEDURE ~OTHER PROCEDURE - 2 OTHERPHYS.
BT REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 86 DATE
X 013006

U2 HCFA IR A0V: D O NG CROEIR OCRORIGNAL

TCERTIFY TH: CLRTIFICATION GN THE REV:, <5E APFLY TO THIG BILL AND ARY KADE A PART H_mi OF
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GOOD SAMARITAN HOSPITAL [z V00004478061 3 PATIENT CONTROL NO. ol
FILE 53289 625-80-1881 VAK94734 13
LOS ANGELES CA 500743289 |sre.1axno. 6 STATEMENT COVERSPERIOD . |7 covo.| 8nco. | 9ciD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366({011503|011503
12 PATIENT NAME 13 PATIENT ADDRESS
MARTINEZ, NANCY 7155 KINGSLEY DR;LOS ANGELES;CA;90005
14 BIRTHDATE 15SEX[16M5|  pure  POMIRSION | vee, ansne |21 DHR[22STAT| 23 MEDICAL RECORO No. " CONDITION CODES » |31CO
03191995/ F| S[011503[21] 3| 7 01({M000974284 CA
577" QCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN 37
vope DATE CODE DATE COLE FROM THROUGH A A
11| 011503 B B
' c c
ONITED HEALTH PLAN T |
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA S0009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
251| PHARMACY GENERIC DRUGS 011503 3 53104 1
259| PHARMACY OTHER 011503 1 112776 2
450 EMERGENCY ROOM 99281 011503 1 15408 3
4
5
]
7
8
:
o 10
1"
12
13
14
15
16
17
18
19
20
21
2
001 TOTAL CHARGE 31988 0 2
50 PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 25590
5. | DUIE (FROM PATIENT > 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MARTINEZ, NANCY 01| 625801881 A
B
[
63 TREATMENT AUTHORIZATION GODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
[
67PRIN.DIAG.CO.| e cooe 70CODE OTHERDIAG. CODER e 74 O0E 76 ADM. DIAG. CD. | 77 E-CODE 78
3829 38870
79pC| @ FRINCIPALPROCEDURE BT OTFERPROCEDURE s2ATENDNGPHYS. D A43111 a
9| ES9338 OBLITAS,DANIEL H MD b
- OTHER PROCEDURE. < OTHER PROCEDURE - 5 OTHERPIVS. D a
b
|84 REMARKS OTHER PHYS, 1D a
b
'f--' 85 PROVIDER REPRESENTATIVE 8 DATE
‘ X 013006

M.t APROV D DI RO C2364TS CCRORIGINAL

FCERTIFY THE CLAT#:CATIONS ON THE RI Ve AGE APPLY TO YH:) BiLL AND ARE MAT A PAXT HCR..OF
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00D SAMARITAN HOSPITAL

SR |

VBTHGTAED AFOROV, O OV NG, £3200279 DCRONGINAL

2 V00005505482 3PATIENT CONTROL NO. Fa
EILE 53289 612-39-2248 VAK94724 13
LOS ANGELES CA 900743289 [seen taxno. 8 STATEMENT COVERSPERIOD 17 6ovp. | 8 NCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366[122003[122003
12 PATIENT NAME 13 PATIENT ADDRESS
GAYTON, RACHAEL 1029 S. CATALINA ST;LOS ANGELES;CA;S90006
| 14 BIRTHDATE 16SEX[16MS|  ypare  AOVIRSION o rvee, apsmc [21D HR[22 STAT] 23 MEDICAL RECORD NO. . CONDITION CODES » | WMCD
04112003 F| S| 122003]14 [ 1] 7 01{M001008344 Ca
77 OCCURRENCE 3 GCCURRENCE % OCCURRENCE SPAN 7
| CooE | DATE CODE DATE CODE FROM | THROUGH A
11} 122003 B
L c
TUHP MEDI-CAL Ty | T |
C/0 MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 45 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
:'250f PHARMACY GENERAL Q0163 122003 1 910
'-':;5450 EMERGENCY ROOM 99282 122003 1 30067
001| TOTAL CHARGE 30977 0
50 PAYER 51 PROVIDER NO. 2+ %" 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y||Y 24782
57 | DUIE [FROWM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - ID NO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
GAYTON, RACHAEL 01|96301620E3
63 TREATMENT AUTHORIZATION CODES - | 65 EmPLOYVER NAME 66 EMPLOYER LOCATION
67TPRN.DIAG.CO.|  gcone 10CODE OTHERDIAG. CODER e 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
EEEINN 4871
79pC] 80 PRINCIPALPROCEDURE B OTAERPROCEDURE 2 ATTENONG PRYS. 0 GO 70720 :
9] E98412 HARRIS,BRIAN W MD
CQTHER PROCEDURE o THERPROCEDURE 83 OTHER PHYS. ID
| 84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 56 DATE
013006

O o

[~ T+ I - )

© ® N @ 0 b w0 N -

©

o o U D T o

TGERTIFY THZ CERTIFICATIONS ON THE REVE RCE APFLY TQ THIS BILLAND ARE MADE A PAKT Hi il OF
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2 V00006968929

O

a o o e

© ® N O G A W N -

w

GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. ST
FILE 53289 574-09-7089 VAJ4976%6 %3%_
LOS ANGELES CA 900743289 |srep axno. 6 STATEMENTCOVERSPERIOD. |7 covn. | anco. | s cip. |10 LR, | 11
2134822700 2134822721 US| 95-1656366|052405[052405
TZPATIENT NANE 13 PATIENT ADDRESS
TARR, EUGENE 1926 1/2 LAKESHORE AVE;LOS ANGELES;CA;90039
14.8IRTHDATE 15SEX| 16MS| o ADMIBSION e s sc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u CORDITION CODES » |3HMO
03071923 M| W[052405/03 1 117 011M001049433 Ca
37__ GUCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN___ 7
€Ot DATE CODE DATE CODE FRCL THROUGH A
11052405 B
UNITED HEALTH PLAN T T
C/O MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 ¢
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
[ 270/ MED SURG SUPPLIES 052405 1 3355
450 EMERGENCY ROOM 99281 052405 1 22188
001| TOTAL CHARGE 25543 0
50 PAYER 51 PROVIDER NO. n ¥ <v| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
NITED HEALTH PLAN 951656366 Y| |Y 20434
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - (DNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
TARR, EUGENE 01{574097089A
63 TREATMENT AUTHORIZATION CODES 2% | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
6TPRN.DAG.CD.|  gicoe | 10Co0E OTHERDIAG. CODES 14 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 8
7840 V583 , 7 7840
79pC| 0 PRNCIPALPROCEDURE BT OTHERPROCEDURE 62 ATTENDNGPHYS.D C 32505
Ell A34963 FAGAN JR.,PHILIP MD
- OTRERPROCEDURE. _OTRERPROCEDURE 53 OTHER PHYS. 10

"84 REMARKS

OTHER PHYS. ID

-2 I - S B -

85 PROVIDER REPRESENTATIVE

86 DATE

0130

06

U3 52 HCFA- 50

AP0V, 0 OND NO 2300278

OCRORICINAL

TCTRTIFY TH CERTIFCATIONSD ON THE REVERCE AFPFLY TO THIS BILL AKD ARE HADE A PART b OF
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> 2 HFAE D AFPROY, O CIRINO ¢ 330:647) OCRORENAL

GOOD SAMARITAN HOSPITAL 200006578785 3 PATIENT CONTROL NO. m
FILE 53289 622-14-6937 VAI61393 131
LOS ANGELES CA 900743289 |sren.waxno. § STATENENTCOVERSPERIOD T covp. | 8nCD. | 9 G4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]|011205|011205
TZPATIENT NAME 13 PATIENT ADDRESS
"MENDEZ , ARNULFO 1129 1/2 E 42ND PL;LOS ANGELES;CA;90011
14 BIRTHDATE 15SEX[ M8 yrpare  POMRYIN g 1ype, s9spc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3CO
| ¢5101964| M| M/ 011205[16 [ 1] 7 01}1M001038092 CA
g PO I W A
11} 011205 B 3
C Cc
UNITED HEALTH PLAN Cove | M ORG ove | AUERO
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV, CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 450{ EMERGENCY ROOM 99281 011205 1 22188 1
2 2
3 3
4 4
s| 5
sl - 6
7 ) 7
s - 8
of 1 9
10
1
12
13
14
15
18
7
18
19
20
21
22
701| TOTAL CHARGE 22188 0 2
50PAYER 51 PROVIDER NO, e | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
~NITED HEALTH PLAN 951656366 Yi|Y 0 17750
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MENDEZ , ARNULFO 01{104950 LA VIDA MED GR A
B
Cc
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NamE 66 EMPLOYER LOCATION
A
B
c
GTPRN.DAGCD.|  goope | et | OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
38010 7 38870
79pC] 80 PRINCPALPROCEDURE BT _ OTHER PROCEDURE 82 ATTENONGPHYS.D A3 884 a
ol ] LIEBERMAN, RONALD E MD b
: ooV HERPROCEDURE couT HER PROCEDURE 83 OTHER PHYS. ID a
b
o REMARKS OTHER PHYS. 1D a
b
85 PROVIDER REPRESENTATIVE T DATE
X 013006

TCUATIFY THE GL N T:H /CATIONS ON THC R Vi H2E APFLY TO THID EALL AND ARE MAC. A PART H_ . OF
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;‘Z:-iQOD SAMARITAN HOSPITAL

2 V00006529507

3 PATIENT CONTROL NO.

< OB
tILE 53289 000-00-0001 VAI52180 1@3‘1;
1.0S ANGELES CA 900743289 |sre.1axno. § STATEMENTCOVERSPERIOD. [ covp. [ s ncD. | 9 GID. [ 10 LRD. ] 11
2134822700 2134822721 US|95-1656366[122404(122404
1ZPATIENT NAME 13 PATIENT ADDRESS
WILSON, RYAN 729 S UNION AVE;LOS ANGELES;CA;90017
14 BIRTHDATE 15X 16MS|  ypare  ADVISRION oo sgsng |21 DHR|22 STAT| 23 MEDICAL RECORD NO. u CONDITIGN CH0ES o | 3CO
08102001 M| S[122404[20] 1] 7 01|MO01036670 AR
£ jr__ e P T LT .
1} 122404 5 B
o Cc
UNITED HEALTH PLAN T T S
C/0O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 450 EMERGENCY ROOM 99281 122404 1 22188 1
2| 2
3 3
4 4
5] ° 5
6 6
7 7
8 8
9 9
10
1
12
13
14
15
16
17
: 18
“ 19
: 20
. 21
22
001| TOTAL CHARGE 22188 0 23
50 PAYER 51 PROVIDER NO. 15| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y(I|Y 17750
57 | bUE PATIENT > 0
58 INSURED'S NAME 53P REL| 60 CERT. - SSN - HIC. - D NO. §1 GROUP NAME 62 INSURANCE GROUP NO.
TYSON, CAMMIE 031565672147 A
B8
[
63 TREATMENT AUTHORIZATION CODES .| 65 EmpLoOYER Nawe 66 EMPLOYER LOCATION
A
8
[
67PRIN.DIAG.CD. | gy coe 70 CoDE OTHERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
.)783 6079 E9688
79P] 80 DRNGPAL PROCEDURE - BT _OTRERPROCEDURE 2 ATTENONGPHYS.D AB3 884 a
El LIEBERMAN, RONALD E MD b
T o STRERPROCEDURE <oOTHER PROCEDURE 83 OTHER PHYS. 1D a
b
[ 84 REMARKS OTHER PHYS. 1D a
65 PROVIDER REPRESENTATIVE B6 DATE °
013006




GOOD SAMARITAN HOSPITAL 200006802680 3PATIENT CONTROL NO. éﬁ‘gz
FILE 53289 545-42-9536 VAJ10992 131
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEKENTCOVERSPERIOD 17 covp.| 8 NCD. | 9.Ci0. |10 LRD. | 11
2134822700 2134822721 US|95-1656366[032905(032905
1ZPATIENT NAME 13 PATIENT ADDRESS
ELLIOT, PETER 245 S HILL ST;LOS ANGELES;CA;S0012
14 BIRTHDATE 15SEX16MS] o OV joryee, svsac |21 D HR[22STAT| 23 MEDICAL RECORD NO. " CORDITION CODES - o |31C0O
11231933 M [ SJ032905[03 [ 2 [ 7 01]|M001042223 CA
N Fooe R Tooe | o M i A
a] 1] 032905 5
b c
% UNTTED HEALTH PLAN T 1 P e | P
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 450| EMERGENCY ROOM 99281 032905 1 22188
2
3
4
5
6
7
8
of -
10
ml -
12
13
14
15
16
17
18
19
2
21
2
» 001| TOTAL CHARGE 22188 0
50 PAYER 51 PROVIDER NO. 0 | s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
a| UNITED HEALTH PLAN 951656366 Y| |Y 17750
8
C
57 | DUE PATIENT > 0
SBINSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
a| ELLIOT, PETER 01/568916 GLOBAL CARE ME
c
63 TREATMENT AUTHORIZATION CODES .| 65 empLovER NamE 66 EMPLOYER LOCATION
A
3
Cc
GTPRN.DAG.CD.|  greopr | 10 conE OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
8730 8730 E9174
76pC 8 FRINGIPAL PROCEDURE - BT _OTRERPROCEDURE — B2 ATTENDINGPHYS.D A4 3111
9] ] 8659 032905 £E99338 OBLITAS,DANIEL H MD
 OTFER PROCEDURE - < OTHER PROCEDURE BOTERPVSDAA 3111
E99338 OBLITAS,DANIEL H MD
o | B REMARKS OTHER PHYS. ID
: 85 PROVIDER REPRESENTATIVE 85 DATE
d 013006

O
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GOOD SAMARITAN HOSPITAL 2 V00005592423 3 PATIENT CONTROL NO. @“f’g_[ﬁ:
FILE 53289 344-64-2315 VAKS4723 131
LOS ANGELES CA 900743289 |sren.7axno. 6 STATEMENT COVERSPLRICD., |7 covd. | encD. | 9cip. |10 LRD. [ 11
2134822700 2134822721 US|[95-1656366|012504(012504
12 PATIENT NAME 13 PATIENT ADDRESS
}:.l_:IAZ,BIANCA 4316 W 4TH ST;LOS ANGELES;CA;90020
14 BRTHDATE 15SEX[16MS] o AOVIRSION o rvee, 20 sc |21 DHR[22 STAT| 23 MEDICAL RECORD NO. a0 CONDITION CoDES » |3MCD
01091973[F] X[ 012504]20 | 1] 7 01[{M000977278 ca
Ve (CCURREICE 34 QCCURRENCE % GCCURRENCE SPAN i
(00E DATE COBE DATE CODE FROM THROUGH A A
11} 012504 5 B
, c c
UHP MEDI-CAL Tooe | MR Cooe | MG
C/0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 ¢ ¢
d d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
259| PHARMACY OTHER 012504 1 915 1
450| EMERGENCY ROOM 99281 012204 1 18490 2
3
4
5
) 6
i 7
. 8
: 9
10
1
12
13
14
15
16
17
18
19
20
21
2
001| TOTAL CHARGE 19405 0 2
50 PAYER 51 PROVIDER NO. W 12 | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y 15524
57 | buE PATIENT > 0
58 INSURED'S NAME 59P.REL} 60 CERT. - SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
DIAZ,BIANCA 01|344642315 LA VIDA MED GR|SEE BOTH CARDS A
B
Cc
63 TREATMENT AUTHORIZATION CODES 4| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
9 A
B
c
67PRIN.OAG.CO.|  grcone 10CODE R e 1 . 76 ADM. DIAG. CD. | 77 E-CODE 8
7062 6821
79pC] 8  PRINCPAL PROCEDURE BT _OTHERPROCEDURE 2 ATTENDNG PHYS D 38677 a
9] KERNS, ROBERT F MD b
comy R PROCEDURE,, e coDHER PROCEDURE, 83 OTHER PHYS. ID a
b
B REMARKS otHerRPHYS.DA24 218 a
| AB2971 KWON, PYOUNG-IL J MD b
‘ 85 PROVIDER REPRESENTATIVE 56 DATE
X 013006

UdST HCHAAES ARPROVL O DMBNO L)33-0279 OCRORIGNAL

TCERTIFY THE CERTIFICATIONS ON THE RE VL RSE APPLY TO THI3 BILLAND AHF MADE A PART HEREOP
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GOOD SAMARITAN HOSPITAL

2V00005486485

3 PATIENT CONTROL NO.

G - |

e ey =T AFPROVLD OV NG C3300219

.

FILE 53289 570-77-8406 VAKS4720 131
LOS ANGELES CA 900743289 [sre.1axno. 6 STATEMENT COVERSPERIOD. 17 covp. | 8 NCD. | 9 C4D. [ 10 LRD. | 11
2134822700 2134822721 US{95-1656366|121303]121303
12 PATIENT NAME 13 PATIENT ADDRESS
BARAHONA, LIZENIA 2300 W.JAMES M WOOD BLVD. ;LOS ANGELES;CA;90006
14 BIRTHDATE 155X 16MS | pure  AOVISSION e gysag |21 DHR|22STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » | 3MCD
01221975/ F [ M{121303[00[ 1] 7 01|M000984589 CA
| oo PO Bove TR Tooe | OB M oo A A
I 11‘1‘2 1303 B
. L. c c
[ UHP MEDT -CAL Cooe | ERR one | MUEQR
C/O0 MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42 REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
259| PHARMACY OTHER 121303 3 3075 1
270| MED SURG SUPPLIES 121303 2 5312 2
451, EMTALA ER MED SCRN SVCS |[99281 121303 1 10368 3
4
5
6
7
. 8
0. o
10
L "
12
13
14
15
16
17
18
19
20
21
2
001| TOTAL CHARGE 18755 0 23
50 PAYER 51 PROVIDER NO. O, ] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Yy 15004
i
5 . | DUE FROM PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
BARAHONA, LIZENIA 01570778406 NO CARD AVAIL A
B
Cc
63 TREATMENT AUTHORIZATION CODES o3| &5 EmpLoOYER NawE 66 EMPLOYER LOCATION
9 A
8
Cc
6TPRN.DAG.CD.|  greope | 0 CobE OTHERDIAG. CO0ES 74 GO0 76 ADM. DIAG. CD. | 77 £-CODE 78
6259 6259
79p.C.| 0 PANGIPAL PROCEDURE _ BT OTRERPROCEDURE ATEoNGPS D AE867 3 a
5T NEWMAN, STOBHAN D_MD b
e T OTHER PROCEDURE STHERPROCEDURE 53 OTHER PHYS. a
b
84 REMARKS OTHERPHYS. 0G6 751 3 a
E61484 PARK,PETER H MD b
55 PROVIDER REPRESENTATIVE B5DATE
_ X 013006
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GOOD SAMARITAN HOSPITAL 2 V00005654686 3PATIENT CONTROL NO. o L
FILE 53289 621-44-0651 VAK94731 131
LOS ANGELES CA 900743289 |sren.1axno. § STATEMENTCOVERSPERIOD. |7 covn. | 8 ncD. | 9ciD. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366[021604[021604
12 PATIENT NAME 13 PATIENT ADDRESS
YI,UN A 404 SHATTO PL #436;LOS ANGELES;CA;90020
14 BIRTHDATE 156X 16MS] o ADVISION e nsnc |21 DHR[22 STAT| 23 MEDICAL RECORD N, " LONDITON CODES » | 3MCD
01111974 F| M[021604]15] 1] 7 01[M000699217 AS
32 OCCURRENCE 37 QCCURRENCE % BCCURRENCE SPAN 37
| Cobg | DATE CODE DATE CODE FROM THROUGH  |A
i 1%0 21604 8
c
UHP MEDI-CAL Tooe | R Coe | M SRG
C/0O MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
450 EMERGENCY ROOM 99281 021604 1 18490
4
001| TOTAL CHARGE 18490 0
50 PAYER 51 PROVIDER NO. %% <] 54 PRIOR PAYMENTS 55 EST. AVOUNT DUE 5
UHP MEDI-CAL 951656366 Y||Y 14792
57 | DUE [FROM PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
YI,UN A 016214406517 LA CARE HEALTH
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
67PRN.DAG.CD.|  gcope | 10CoDE OTRER DIRG. CO0E e 74 oD 76 ADM. DIAG. CD. | 77 E-CODE 78
37230 37991
79PC] 80 DRUNGPAL PROCEDURE - BT _OTHERPROCEDURE ZATTENDNGPHYS. D G38156
9 A47377 KUHN,NANCY J MD
 OTRER PROCEDURE codTHERPROCEDURE 83 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
I 85 PROVIDER REPRESENTATIVE 8 BATE
013006

TCERTIFY THE CERTIFICATIONS ON THE REVE RUE APRLY TO THID BiLL AND ARE MADE A PAKT Hi RLOF
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GOOD SAMARITAN HOSPITAL 2 V00004886461 3PATIENT CONTROL NO. o
FILE 53289 607-86-5869 VAGO6847 %
LOS ANGELES CA 900743289 [sre.mxno. § STATEMENTCOVERSPERIOD. |7 covp. [ anco. | 9 CiD. |10 LRD. [ 11
2134822700 2134822721 US|[95-1656366]052703[052703
TZPATIENT NAME 13 PATIENT ADDRESS
ROMERO, JOVANY 13225 1/2 W LLINWOOD AVE;LOS ANGELES;CA;90017
14 BIRTHDATE 15X 16MS|  pue  ADVISSION o sne |21 DHR[22STAT| 23 MEDICAL RECORD NO. " CONDIION CBDES o |3CO
11171995 M| S[ 05270315 1 7 01|M000970599 CA
| oo PRGN one UG Tooe | RN v [ A
11] 052703 B
c Cc
ONITED HEACTH PLAN
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 ¢ ¢
w d d
42 REV, CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 052703 2 1786 1
7450| EMERGENCY ROOM 99281 052703 1 15408 2
K )
4
5
6
7
8
9
10
1
12
13
14
15
16
17
18
. 19
: ;
21
: 22
001} TOTAL CHARGE 17194 0 23
50 PAYER 51 PROVIDER NO. 2| s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 0 13755
57 | DUE PAVIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ROMERO, JOVANY M 01|607865869 AKM MEDICAL GR A
B
[
63 TREATMENT AUTHORIZATION CODES oot | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
[
|G7PRNORG.CD.] oo | 10CODE OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CO. | 77 E-CODE 8
£3550 | 78701 78701
79pC 8 PRINCIPAL PROGEDURE _ BT OTHERPROCEDURE ATTENONG PYS. D 38677 a
9] KERNS, ROBERT F MD b
com NERPROCEDURE, o THER PROCEDURE 83 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. 1D a
85 PROVIDER REPRESENTATIVE 8 DATE °
X 013006
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GOOD SAMARITAN HOSPITAL 2 V00006967137 3PATIENT CONTROL NO. &?ﬂ?—
FILE 53289 574-09-7089 VAJ48576 13
LOS ANGELES CA 900743289 [sren. taxno. § STATEMENTCOVERSPERID. 7 covp. | snco. | 9 cin [10LRD. [ 11
2134822700 2134822721 US| 95-1656366][052305[052305
T2 PATIENT NAME 13 PATIENT ADDRESS
TARR, EUGENE 1926 1/2 LAKESHORE AVE;LOS ANGELES;CA;90039
14 BIRTHDATE 155X 16MS|  pae  APMISSION o ooe pnc [21 D HR[22STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |3SP
03071929 M| W[ 052305[16 | 1] 7 01|(M001049433 CA
7, CCCRENCE % QCCURRENCE Boe | CURRENCESAN T A
11] 052305 3 B
C Cc
UNITED HEALTH PLAN T |
C/0 MERIDIAN HLTHCARE MGMT a a
T0 BOX 1561 b b
FELLEVUE, NE 68005-1561 c c
d d
42REV.CO. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
451| EMTALA ER MED SCRN SVCS |[99281 052305 1 12442 1
2
3
4
5
6
7
8
9
10
1"
12
. 13
- 14
5
T 1
I 17
18
19
20
21
2
001| TOTAL CHARGE 12442 2
50 PAYER §1PROVIDER NO. 2T 5] 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YiiY 9954
5 | DUEE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
TARR, EUGENE 574097089A A
B
N c
| 63'TREATMENT AUTHORIZATION CODES 2. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
,.'~a A
B8
[of
6TPRIN.OIG.CD.|  greope | 10CODE OTHERDIAG.CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
7231 7231
79P.] 80 DRINGIPAL PROCEDURE - BT _ OTHERPROCEDURE s2ATTENONGPHYS.D A8 2770 a
El CHIU,PAO Y MD b
—OTHER PROCEDURE — oo OTHER PROCEDURE 3 OTHER PAVS. 0 a
b
54 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 85 DATE °
X 013006

T YTy Fa w0 DO ING (3304273

GERTRGNAL

TCIRTIFY THE CERTIFICATIONS ON THE RE VL RLE APFLY TO THII ULL AND ARE HADS A PART HIRLOF



o

8o

© B N @ U B W N =

W

@

[~ - S - 2 ]

GOOD SAMARITAN HOSPITAL 2 VO0O003771706 3 PATIENT CONTROL NO. f\/f{
FILE 53288 000-00-0001 VAK94735 %
LOS ANGELES CA 900743289 {sre0.taxno. 6 STATEMENTCOVERSPEROD. ~ T7 covp. | 8N.CD. | 9CID. |10 LRD. [ 11

2134822700 2134822721 US| 95-1656366| 0526021052602

12PATIENT NAME 73 PATIENT ADDRESS
RAFAELANO, FRANCISCO JR 325 1/2 S BURLINGTON AVENUE;LOS ANGELES;CA;90057
14 BIRTHDATE 1SSEX[16MS|  pare  ADMIBSION o rvoe | snsre [21 D HR |22 STAT| 23 MEDICAL RECORD NO. “ SONDITIONCODES o |31C0
09262001 M| 5[1052602{13] 2 [ 7 01|M000937787 oT
o PGSR Cooe TUREE Tooe | O moen | A

~LI[ 052602 " .

[

“UNTTED HEALTH PLAN T | T |
PO BOX 90579 a .
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c

d d

42REV. CD. [ 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49

450 EMERGENCY ROOM 99281 052602 1 10800 1
2

3

4

5

6.

7

8

9

10

"

12

I 3
14

15

16

17

18

19

20

21

2

001} TOTAL CHARGE 10800 0 2

50 PAYER 51 PROVIDER NO. W i | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 YTTY 8640
5 | DUE PATIENT [> 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
= AFAELANO, FRANCISCO JR 01] 223936 HPC3 7149 A
e B

Cc

63 TREATMENT AUTHORIZATION CODES o] o5 EmpLOYER NAME 66 EMPLOYER LOCATION

TAM PRODUCTS A
8
Cc

67PRN.OAG.CO.| g cone 10C00E OTHERDIAG CODES - 74C00E 76 ADM. DIAG. CD. | 77 E-CODE 78
3009 3009
79pC] 8 PNGPAL PROGEDURE - BT OTHERPRCCEDURE B ATENONG RS D G386 7 a
g KERNS, ROBERT F MD b

com R PROCEDURE, e cosp R PROCEOURE, e 83 OTHER PHYS. ID a
b
B4 REMARKS OTHER PHYS. 1D a
%5 PROV.DER REPRESENTATIVE B DATE °
5 013006
e o T e TS LT SRR T T AT G TE WV W APPLY 70 TS GLL AN AE BT A T TEREOT

Ha
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GOOD SAMARITAN HOSPITAL 2 V00004787115 3 PATIENT CONTROL NO. @‘J E:;t..:
FILE 53289 607-86-5869 VAGU6846 iy
LOS ANGELES CA 900743289 [see.maxno. & STATEVENTCOVERSPERIOD.  T7 covp. | 8NCD. | 8.CD. |10 LRD. ] 11
‘2134822700 2134822721 US[95-1656366|042403(042403
12 PATIENT NAME 13 PATIENT ADDRESS
"ROMERO, JOVANY 13225 1/2 W LLINWOOD AVE;LOS ANGELES;CA;90017
{4 BIRTHDATE 15SeX|16MS|  pur  ADMISSION e snsec |21 DHR|22 STAT| 23 MEDICAL RECORD NO. N LONDITIONCODES o |3CO
Llll7l995 MT 5] 042403115 2] 7 01|MO00S70599 CA
47 GCCURRENCE 34 OCCURRENCE K OCCURRENCE SPAN g
| & g DATE CODE DATE CODE FROL! THROUGH A
11170642403 B
C
UNITED HEALTH PLAN T VG T | T
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42 REV. CO. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250 PHARMACY GENERAL 042403 1 893
451| EMTALA ER MED SCRN SVCS |99281 042403 1 86140
.
“001| TOTAL CHARGE 9533 0
50 PAYER 51 PROVIDER NO. | saprioR PAYMENTS 55 EST. AMOUNT DUE 56
JNITED HEALTH PLAN 951656366 Y| |Y 0 7626
57 | DUE FROWM PATIENT [> 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. §1 GROUP NAME 62 INSURANCE GROUP NO.
ROMERO, JOVANY M 01| 607865869 AKM MEDICAL GR
63 TREATMENT AUTHORIZATION CODES 4 ] 65 EmPLOYER NAME 66 EMPLOYER LOCATION
BTPRN.DG.CO.] e | 10CO0E OTHERDIAG. CODES e Cone 76 ADM. DIAG. CO. | 77 E-CODE 78
7840 7840
79p.C] 8 PRNGPAL PROCEDURE - BT OTRER PROGEDURE aATeonersD GOT0720
9L ] E98412 HARRIS,BRIAN W MD
. OTHER PROCEDURE coOTHER PROCEDURE 83 OTHER PHYS. 1D
—i&_‘ﬁEMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE B6 OATE
013006

(o 2]

a o0 & o

[7- T - - T L7 I

[~ T < S B - S ']

TCERTIFY THZ CERTIICATIONG ON THE RI VERSE APFLY TO THL) DILL ANO ARE NADE A PART N, REOF
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GOOD SAMARITAN HOSPITAL [z VOUUUSI62714 PP TCTr——— THE |
FILE 53289 549-53-3357 VAF99756 41
1.OS ANGELES CA 900743289 [srotaxno, 6 STATEMENTCOVERSPERIOD. |7 covp.{ 8 NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366082203 1082203
{ZPATIENT NAVE 13 PATIENT ADDRESS
QHANG,SANDY 722 S BIXEL ST;LOS ANGELES;CA;S0017
14 BIRTHDATE 15SEX[16MS| o ADVISRION e nsrc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |9C0
112711964 F | S 082203|21 I 2 01MO00S73119 AS
3 OCCURRENCE 3 OCCURRENCE ) GCCURRENCE SPAN 7
CODE DATE CODE DATE CODE FROM THROUGH A A
111 082203
B
C Cc
UNITED HEALTH PLAN T T, T |
C/0O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
451 EMTALA ER MED SCRN SVCS (99281 082203 1 8640 1
2
3
! 4
,‘ . 5
' 6
7
8
9
10
11
12
13
14
15
18
17
18
19
20
21
' 22
'001| TOTAL CHARGE 8640 0 23
50 PAYER 51 PROVIDER NO. W | 4 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
SNITED HEALTH PLAN 951656366 Y[TY 0 6912
57 | DUE PATIENT [> 0
58 INSURED'S NAME 59P.REL| 60 CERT.- SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
CHANG, SANDY 01|21103526 A
B
[
63 TREATMENT AUTHORIZATION CODES pac | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
c
STPRNDAG.CD.| e | 1000 OTHERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
78900 78900
7955 8 PRNCPAL PROCEDURE _ BT OTRERPROCEDURE 2 ATTENDONGPRYS. D BA3111 a
2] ES9338 OBLITAS,DANIEL H MD b
o OTHER PROCEDURE coSTHER PROCEDURE. 83 OTHER PHYS. ID a
. b
84 REMARKS OTHER PHYS. D a
"85 PROVIDER REPRESENTATIVE 86 DATE ’
013006

U2 HOrA1e S AVROV: 0 0K MO 03330270 OCRORTNAL

ICEATFY THE CERTIFICAT:ONG ON THE R VL <43 APFLY 1O TH:3 il AND ARE KAET APART K AL CF
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GOOD SAMARITAN HOSPITAL 2 V00005740774 3 PATIENT CONTROL NO. |
FILE 53289 571-88-2294 VAG89892 131
LOS ANGELES CA 900743289 |sren.axno. 6 STATEMENT COVERSPERIOD. 17 covp. | 8nCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US|95-1656366|032404|032404
12 PATIENT NAME 13 PATIENT ADDRESS
WEINBERG, SHERRY 901 CORONADO DR.;GLENDALE;CA;91206
14 BIRTHDATE 15SEX[16MS|  yrpare  AOMRIION o rvpe, znsac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » | 3CO
74021968/ F | M[ 03240414 | 3 [ 2 01|M001015413 AS
%2 (CCURNENCE 34 OCCURRENCE % OCCURRENGE SPAN T
Rl DATE C00E DATE CODE FROM THROUGH Al A
‘11| 032404 B B
c Cc
UNITED HEALTH PLAN Soor | MR Cone | AHOE GG
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
320| DIAGNOSTIC RADIOLOGY 74740 032404 1 47520 1
621| M/S SUPP INCID TO RAD 032404 2 42095 2
3
4
5
6
7
8
9
10
1
12
13
14
15
16
17
18
1
20
21
22
001| TOTAL CHARGE 89615 0 2
50 PAYER 51PROVIDER NO. T | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 71692
§ | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO, 61 GROUP NAME 62 INSURANCE GROUP NO.
WEINBERG, SHERRY 011901524843 213514 A
B
C
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
DOCTORS ORDER A
B
c
BTPRIN.OMG.CO.| oo | o0 OTHERDIAG. CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 8
6289 6289
79pc.] 80 PRINCIPALPROCEDURE BT OTHER PROCEDURE T [s2ameNoNGPRYS.D Q44995 a
9] PAULSON, RICHARD J MD b
- OTER PROCEDURE. ~OTFER PROCEDURE 23 OTHER PHYS. 0 a
b
84 REMARKS OTHERPHYS. 0G4 4 995 a
. PAULSON, RICHARD J MD b
Fi 85 PROVIDER REPRESENTATIVE 8 DATE
X 013006

TCERTIFY THE CERTIFICATIONS ON THE WEVL Rl APPLY TO TH BILL AND ARE MADE A PART HUREOF



W O N O G s W N

2 0 T o

GOOD SAMARITAN HOSPITAL 2 V00005105325 3PATIENT CONTROL NO. @@E(YFL’Q
FILE 53289 550-55-4150 VAG01339 831
LOS ANGELES CA 900743289 |[sren.maxwo. § STATENENT COVERSPERIOD. 17 covD. | 8 N-CD. | 9 C4D. | 10 LROD. | 11
2134822700 2134822721 US|95-1656366|080403|080403
12 PATIENT NAME 13 PATIENT ADDRESS
WATANABE , TOM 112 JUDGE JOHN ALISO ST;LOS ANGELES;CA;S50012
14 BRTHDATE 155ex[16MS|  yoare  "DMISSION o ryee, 205c |21 DHR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3MCRA
01171930[M| W[ 080403[14 [ 3 [ 1 01|M000591003 AS
37 CCURRENCE 3 OCCURRENCE 3 OCCURRENCE SPAN T
COOE DATE COBE DATE CODE FROM THROUGH A A
11| 080403 B
[+ [
TOTAL MEDICAL GROUP Tooe | MR Cone | AUE Qo
200 S SAN PEDRO ST a a
y b b
DS ANGELES, CA 90012 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 080403 3 8390 1
270| MED SURG SUPPLIES 080403 1 1200 2
271| MED/SRG SUPP NONSTERILE 080403 3 16465 3
360[ OR SVCS GENERAL 43235 080403 1 92448 4
370| ANESTHESIA GENERAL 080403 5 1860 5
710 RECOVERY ROOM GENERAL 080403 1 25920 6
7
8
°
10
11
12
13
14
15
1
17
18
19
20
21
2
001| TOTAL CHARGE 146283 0 2
50 PAYER 51 PROVIDER NO. "0 | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
TOTAL MEDICAL GROUP 951656366 Y||Y 0 117026
57 | [FIROW PAVIENT [> 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - DNO. 51 GROUP NAME 62 INSURANCE GROUP NO.
WATANABE, TOM 01|700014577 TOTAL CARE MED A
B
c
63-TREATMENT AUTHORIZATION CODES o | 65 EmPLOYER NavE 66 EMPLOYER LOCATION
70500000302 A
B
[
BTPRN.DIAG.CD.| g | 70Co0E OTHERDIAG. CODES 14 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
7871 ] 7871
79p.| 80 PRINCIPAL PROCEDURE BT OTHERPROGEDURE — R ATTENDNGPHYS. D A3 1532 a
9] [ 4513 [ 080403 COHEN, HARTLEY MD b
T OTHERPROCEDURE —OTHER PROGEDURE BOTERPS DA3 153 2 a
COHEN, HARTLEY MD b
84 REMARKS OTHER PHYS. 1D a
b
55 PROVIDER REFRESENTATIVE 86 DATE
X 013006

IR AT MOV, O CHINO €5 021 OCROR-ZNAL

VCLRTWY THE GELRT.FICATIONG GN THE REV: ALE APFLY TO TH.S LLL AN ARE KADL A PART Hin. CF



GOOD SAMARITAN HOSPITAL |2 V00004385811 3PATIENT CONTROL NO. §f§:
FILE 53289 621-14-9191 VAG26979 %31
LOS ANGELES CA 900743289 [sre maxno. 6 STATEMENTCOVERSPERIOD. ™~ 17 covp. | s NCD. | 9 C4D. [ 10 LRD. | 11
2134822700 2134822721 US| 95-1656366[121202{121202
12 PATIENT NAME 13 PATIENT ADDRESS
ANDRADE, JULIA 975 1/2 S CATALINA ST;LOS ANGELES;CA;90006
14 BIRTHDATE 15SEX| 16MS|  poae  POMISSION o rvee, 20 sac |21 DHR|22 STAT| 23 MEDICAL RECORD No. " CONDITION CODES « |31CO
[ 052271952 F [ X[ 121202[11 | 3] 01[M0O00971666 CA
Foor TP ooe PR Tooe | RO pouen |y A
o T1] 121202 3 B
bl | c c
% UNITED HEALTH PLAN oo | M RBG ooe | SR
¥O BOX 90579 a a
ATTN: CLMS OPERATIONS b b
1.0S ANGELES, CA 90009-0579 c c
d d
42 REV. CD. | 43 DESCRIPTION 4 HOPCS ! RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 300 LABORATORY GENERAL G0001 121202 1 960 1
2| 301] LAB CHEMISTRY 80053 121202 1 4580 2
sl 305| LAB HEMATOLOGY 81015 121202 1 2500 3
s/ 305/ LAB HEMATOLOGY 85025 121202 1 2640 4
sy 305 LAB HEMATOLOGY 85610 121202 1 2640 5
s/ 305 LAB HEMATOLOGY 85730 121202 1 2640 6
71 320 DIAGNOSTIC RADIOLOGY 71020 121202 1 24192 7
8 8
o 9
10 10
1 1"
12 12
13 \'{f“\{ 13
14 =~ 14
15{ - " 15
16 \ - 16
17 17
18 18
19 19
2 20
21 21
22 22
| 001| TOTAL CHARGE 40152 0 2
50 PAYER 51 PROVIDER NO. W el 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
a| UNITED HEALTH PLAN 951656366 Y 0 32122
B
c
57 __|buE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
a| ANDRADE, JULIA 01|300169179 A
8| -, B
cl c
63 TREATMENT AUTHORIZATION CODES S| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
al A
B B
c C
GTPRN.DIAG.CO.|  goope | oot | OTHERDIAG. CODES 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
78900 78900
79p.C.| 80 PRINCIPAL PROCEDURE _ B OTFER PROCEDURE ZATTENONG PHYS.0 AG5006 a
9 o DUONG, THINH H MD b
 QTER PROCEBURE coDHER PROCEDURE 83 OTHER PHYS. ID a
b
o | B REMARKS OTHER PHYS. (D a
b - b
. 85 PROVIDER REPRESENTATIVE 8 DATE
d X 013006

U3 RCRA 18D ArnO¥ 0 OMIND 01136279 OCROMTNAL

}
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GOOD SAMARITAN HOSPITAL

2 V00006604805

3 PATIENT CONTROL NO.

Ui 32 HGHAWEY

APPROVI D ORI NO 1330270

OCRORIGINAL

TILE 53289 556-64-8126 VAI70796 ](izlgl_[lL_
1.0S ANGELES CA 900743289 [sren axno. § STATENENTCOVERSPEROD ™ 17 Coyp. | 8 N.GD. | 9 GID. | 10 LRD, | 1
2134822700 2134822721 US| 95-1656366| 012105012105
1ZPATIENT NANE 13 PATIENT ADDRESS
ACEVEDO, JESUS 1725 S OAKGREEN AVE;WEST COVINA;CA;91792
14 BIRTHDATE 155X 16MS|  pare  AOMISSION o rvee, apsnc [21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITONCODES » |31CO
| 07101939 M| M| 012105]/12] 3] 2 01| M001038888 oT
‘i)r‘: Cc”ﬁﬁﬁ?_ﬁ_ ooz TR oot ochclfr?RENCEISPAN THROUGH 2\7 A
1 ITO 12105 B a
C Cc
UNITED HEALTH PLAN T | T T | "R
C/0 MERIDIAN HLTHCARE MGMT a a
3405 W IMPERIAL HIGHWAY b b
INGLEWOOD, CA 90303 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
'921| PERIPHERAL VASCULAR LAB | 93734 012105 1 18432 1
I 2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
' 20
a 21
Iy 2
'001] TOTAL CHARGE 18432 0 2
50 PAYER 51 PROVIDER NO. 6| 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yil|Y 14746
§ | bUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - (D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
ACEVEDOQO, JESUS 01| 700015853 BELLE VISTA IP|STND A
B
Cc
63 TREATMENT AUTHORIZATION CODES o, | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
2004120706900003 A
]
Cc
6TPRN.DAG.CD.|  greope | 10CODE OTHERDIG. CODES 74 CoDE 76 ADM. DIAG. CD. | 77 E-CODE 78
25331 - V5331
79pc[ 80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE 82 ATTENDING PHYS.D A2 9529 a
S A83973 ZAMBRANO,OSCAR G MD b
T . oggHER’PR'CCEDUR% - cooTHERPROCEDURE, 83 OTHER PHYS. ID a
b
| 4 REMARKS OTHER PHYS. ID a
"85 PROVIDER REPRESENTATIVE 86 DATE °
013006

VCERTIFY TH: CLRTIFCATIONS ON THE REVE RSE APFLY TO TH' . BALL AND ARE MADE A PART H. RLOF
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2 v00006563134

G

GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. sk
FILE 53289 605-59-8331 VAR9IE 725 41
LOS ANGELES CA 900743289 [sre maxno. § STATEMENT COVERS PERIOD 7COVD.| 8NCD. | 9CID. |10 L-RD. | 11
2134822700 2134822721 US| 95-1656366| 010605010605
12 PATIENT NAME 13 PATIENT ADDRESS
MARTINEZ, EDUARDO 3323 CAZADOR ST;LOS ANGELES;CA;90065
14 BIRTHDATE 15SEX|16MS|  rpue  APVBSION o rvpe apsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u SUNDIVION CUDES o |3MCD
N10161963 M] U] 010 OS]lBl_;I 1 01[MO001037672 UN
i, o I T | I A
Tl 010605 B 8
Cc [
HP MEDI=CAL T T,
¢/O MERIDIAN HLTHCARE MNGT a a
PO BOX 1561 b b
BELLEVUE, NB 68005-1516 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
300] LABORATORY GENERAL 87088 010605 1 40000 1
301| LAB CHEMISTRY 80053 010605 1 4580 2
305/ LAB HEMATOLOGY 81001 010605 1 2500 3
306| LAB BACTERIOLOGY 87086 010605 1 4800 4
5
6
7
8
o
10
11
12
U} 13
":“ 14
S 18
16
17
18
19
2
21
22
001| TOTAL CHARGE 15880 0 %
50 PAYER 51 PROVIDER NO. i we| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL 951656366 Y| |Y 0 12704
5 | DU PATIENT > 0 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO
MARTINEZ, EDUARDO 01]197184848D A
o B
1 [
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER Nawe 66 EMPLOYER LOCATION
A
B
Cc
67PRN.DAG.CD.| oo | 7060DE OTHERDIAG. CODES 74600 76 ADM. DIAG. CD. | 77 E-CODE 78
4019 27800 4019
79pc |80 FRINCIPAL PROCEDURE 81 OTHERPROCEDURE s2atTenoinG PHYs.i0 A4504 4 a
9] F57681 ROE,JAMES T MD b
- OTFER PROCEDURE. o OTFER PROCEDURE 3 OTHER VS D a
b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE 86 DATE °
013006

Uit 34 BGFA 4D APVHOV: D OMBNG 930-0270 OCRIORIGINAL

N7

TCERTIFY THE CLKTIFICATIONG ON THE REVERE APFLY TO THE DLLL AND ARL KADE A PART HCRC 2%
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GOOD SAMARITAN HOSPITAL 2 V00005649397 3PATIENT CONTROL NO. -
FILE 53289 607-48-1244 VAG69124 41
[.OS ANGELES CA 9007432895 |sfe0.1axn0. 6 STATEMENT COVERSPERIOD. |7 covp.| 8NCD. | 9 C4D. |10 LRD. | 11
2134822700 2134822721 US[95-1656366(021304[021304
12 PATIENT NAVE 13 PATIENT ADDRESS
LEE,DAL YONG 17404 PAMELA COURT; ROWLAND HEIGHTS;CA;91748
14 BIRTHDATE 15SEX|16MS|  ypare  PDVIRSION e, 205c |21 DHR|22STAT| 23 MEDICAL RECORD N, u CONDITION CODES o |31C0O
06111957/ M| M| 021304]15] 011M000655778 AS
| Foor PR oo TG Qooe | R M o[ A
11} 021304 B B
I c c
UNITED HEATH PLAN T T
3405 W.IMPERIAL HWY a a
b b
INGLEWOOD, CA 90303 c c
d d
42 REV. CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
310 LAB PATHOLOGICAL GEN 88305 021304 2 14160 1
2
3
o 4
\ 5
]
7
8
9
10
1"
12
13
14
15
16
17
18
19
20
21
2
)01} TOTAL CHARGE 14160 0 2
50 PAYER 51 PROVIDER NO. W se] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEATH PLAN 951656366 Y|Y 11328
57 | DUE PATIENT [> 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
LEE, DAL YONG 01000164642 LA VIDA MED. G|164642 A
B
[
63 TREATMENT AUTHORIZATION CODES o | 65 EmpLOYER NAME 66 EMPLOYER LOCATION
20040112T0300055 A
B
[+
6TPRN.DIAG.CD.|  gcoe | 10CO0E OTRERTIAG.CODES 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
2113 V1005 | 2113
78pC 8 PRINCIPAL PROCEDURE ~ BT OTHER PROCEDURE — 82 ATTENDNGPRYS. D G53608 a
5 A93239 LEE,MARTIN H MD b
ot comy e PROCEDURE, o OTHERPROCEDURE 83 OTHER PHYS. D a
b
84 REMARKS OTHERPHYS.D A4 0302 a
A85431 HYUN,MOSES MD b
55 PROVIDER REPRESENTATIVE 86 DATE
X 013006

U392 HCFA 140 APPHOV: D OM3 NO €333-0270 OCR GRIGINAL

TCERTIFY THE CLRTIFICATIONS ON THE REVERSE APPLY TO THIS BILLAND ARE MADE A PARY Hi REOF
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2 V00005542964
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GOOD SAMARITAN HOSPITAL 3 PATIENT CONTROL NO. i
FILE 53289 568-59-4472 VAG44995 l&lfl_
I.0OS ANGELES CA 900743289 |sren 1axno. 6 STATEMENTCOVERSPERIOD. |7 .covD.| 8NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US[95-1656366[010604[010604
TZPATIENT NAVE T3 PATIENT ADDRESS
FERRISSE, KIERNA KAE 2215 E MOUNTAIN ST;PASADENA;CA;S1104
| 14 BRTHDATE 15SEx|18MS| o ADVISSION oo gy spg |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u LONDITION CODES o |#CO
06211969 F | U[010604]19] 3| 1 01|(M001000275 ca
oo TR ooe PUNGE Sooe | oo M noun [
11] 010604 3
%]
UNITED HEALTH PLAN T | T | S
C/O MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 300 LABORATORY GENERAL 87490 010604 1 1346
2l 306 LAB BACTERIOLOGY 87070 010604 1 4680
sy 310 LAB PATHOLOGICAL GEN 88142 010604 1 77776
J4
s -
8
7
8
9
'201| TOTAL CHARGE 13802 0
5) PAYER 51 PROVIDER NO. o n| 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 11042
5 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
TERRISSE, KIERNA KAE 01568594472
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
GTPRN.DIAG.CO.|  gooope | 10co0E OTHERDAG. CODES 74000 76 ADM. DIAG. CD. | 77 E-CODE 78
61610 | 6160 7 61610
79pC] 8 RINCIPAL PROCEDURE _ (57 OVHERPROCEDURE ‘ BZATTENONGPHYS D G661 93
3 _ F11385 DWIGHT,MARK A MD
4 cogr NER PROCEDURE, codHER PROCEDURE 83 OTHER PHYS. ID
WEMIARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 5 DATE
X 013006

GERORIGINAL

REVITey TIE) AFPnGV: B OMING C04047)

VCERTHY THE CLRTIFCATONG ON TH., RL vy RIS APRLY TO TH:3 BILL AND ARL EADS A PARTH RLOF
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VI HOP A4 AFPROVI D ONJ NG 1330370

1.2

OCRIORIGINAL

GOOD SAMARITAN HOSPITAL 2 V00006967277 3PATIENT CONTROL NO. ST |
FILE 53289 568-52-9364 VAJZ4616 1417
LOS ANGELES CA 9500743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD. |7 covn.| encD. | 9 cap. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366[052305[052305
12 PATIENT NAME 13 PATIENT ADDRESS
MATSUISHI,MICHIYE 2221 LINCOLN PARK AVENUE;LOS ANGELES;CA;90031
14 BIRTHDATE 15SEX|16MS|  ypare  ADMISSION e, z0sac |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |3HMO
06131916] F| W] 052305]17 | 3| 1 017M001047292 AS
¥ QUCURRENCE 3§ CCCURRENCE % GCCURRENCE SPAN 7
| Cooe | PATE CoDE DATE CcovE FRC: THROUGH ___[A
1 fﬁl»O 52305 B
C
“NITED HEALTH PLAN T T | ",
/O MERIDIAN HLTHCARE MGMT a
FO BOX 1561 b
EELLEVUE, NE 68005-1561 c
d
42 REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
300( LABORATORY GENERAL 87147 052305 1 800
306| LAB BACTERIOLOGY 87070 052305 1 4800
306| LAB BACTERIOLOGY 87186 052305 1 5160
306 LAB BACTERIOLOGY 87205 052305 1 2160
001| TOTAL CHARGE 12920 0
50 PAYER 51 PROVIDER NO. o | 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 10336
57 | DUIE (FROW) PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MATSUISHI,MICHIYE 01| 568529664 TOTAL CARE IPA
63 TREATMENT AUTHORIZATION CODES 24| 65 EmpLOVER NAME 66 EMPLOYER LOCATION
GTPRINDIAG.CD.|  ycome | 7 cons OTHERDIAG. CODES - 74 GO0 76 ADM. DIAG, CD. | 77 E<CODE 78
6869 6869
79pC] 8 PRNGPALPROGEDURE - §7 _ OTHERPROCEDURE — RATTENONGPRYS D G32025
9] A91389 FITZGIBBONS, TERRENCE J M
~ GYHER PROCEDURE - o OTERPROCEDURE 53 OTHER PHYS. 1D
84 REMARKS OTHER PHYS. ID
% PROVIDER REPRESENTATIVE 86 DATE
013006

TCERTIFY THE GERTIFICATIONS ON THE REVERSL APPLY TO THIS BILL AND AR, MADE A PART HC REOF




]

© ® N O ;DA W N e

O O P»

@

©

o o T o

GOOD SAMARITAN HOSPITAL
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2 V00005010137 3 PATIENT CONTROL NO, Ly
FILE 53289 545-06-3002 VAH37003 131
LOS ANGELES CA 900743289 |sren.taxno. 8 STATEMENT COVERS PERIOD |7 CcOvVD. [ ancD. | 9 ciD. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366|070403|070403
12 PATIENT NAME 13 PATIENT ADDRESS
REDMOND, ERNEST 4927 AUGUST STREET;LOS ANGELES;CA;90008
14 BIRTHDATE 155X 16MS| oy APMBSON Lo rvee, sosnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. N CONDITIGN COOES » |31CO
06051956/ M| M| 070403{10[ 3] 2 01| M000988453 ca
37 OCCURRENCE 3 GCCURRENCE % GCCURRENCE SPAN 7
CODE DATE CoDE DATE CCDE FRO: THROUGH  {A
11 070403 B
[
UNITED HEALTH PLAN Sooe | M R ooe | AEDR
3405 WEST IMPERIAL HWY a
ATTN: CLMS OPERATIONS b
‘NGLEWOOD, CA 90303 c
L d
2REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
306, LAB BACTERIOLOGY 87070 070403 1 4800
306| LAB BACTERIOLOGY 87075 070403 1 4920
306! LAB BACTERIOLOGY 87205 070403 1 2160
001| TOTAL CHARGE 11880 0
50 PAYER 51 PROVIDER NO. L5 | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 0 9504
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
REDMOND, ERNEST 017000005264 69
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
& PRIN. 0AG. CD. 8 conE 10 CobE OTHERDIAG. CODES 4 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 7
6821 _ 6821
79p.C 80 PRINCIPAL PROCEDURE _ B OTHERPROCEDURE QATIENONGPHYSD A2 65965
9] B50036__ BRENNEISEN, MARTA M MD
| TR PROCEDURE - - OTHER PROCEDURE 53 OTHER PHYS. 10
84 REMARKS OTHER PHYS. ID
| 85 PROVIDER REPRESENTATIVE 86 DATE
X 013006

|
T Y T o T D

AFPROVLD OMING 0):30278 OCRORIGNAL

TCLRTIFY THE CERTIFICATIONS ON THE REVERLE ARPLY TO THIG BiLL AND ARG MADT A PAHT HERLO?
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GOOD SAMARITAN HOSPITAL |[? V00004680377 3 PATIENT CONTROL NO. e
FILE 53289 570-47-7289 VAK94743 141
LOS ANGELES CA 900743289 |sren.taxno. § STATEMENT COVERS PERIOD 700vD. | 8NCD. | 9ciD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]0321031032103
12 PATIENT NAME 13 PATIENT ADDRESS
PANG, YOUNG, SOOK 943 HILL CREST ST;EL SEGUNDO;CA;90245
14 BIRTHDATE 1550 16MS| o POVISSON | rvee, snc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. 24 CONDITIONTODES o |31CO
02041945[F | S[032103[14 [ 3 [ 1 01/M000917341 AS
32 OCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN T
CODE DATE CODE DATE COCE FROM THROUGH A A
11| 032103 ) B
C [
UNITED HEALTH PLAN Sone | M ORG oo | MU ERG
3405 W IMPERIAL HWY #510 a a
ATTN: CLMS OPERATIONS b b
TNGLEWOOD, CA 90303 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
310| LAB PATHOLOGICAL GEN 88305 032103 1 7080 1
310| LAB PATHOLOGICAL GEN 88313 032103 1 3840 2
3
4
5
6
7
8
°
10
"
12
13
14
15
16
17
18
19
20
21
2
001] TOTAL CHARGE 10920 0 2
50 PAYER 51 PROVIDER NO. o 0] 54 prior PavmENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y |Y 0 8736
57 | DUIE ROV PATIENT [> 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
PANG, YOUNG, SOOK 01|570477289 ' A
B
[
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
' UNEMPLOYED A
B
[
BTPRN.OAG.CD.|  goope | 70C00E OTHER DIRG. COUES - 400 76 ADM. DIAG. CD. | 77 E-CODE 78
78900 78900
7opc) 8 PRINCIPALPROCEDURE BT OTHERPROCEDURE s RATTENDNGPRYS.D (353608 a
of A93239 LEE,MARTIN H MD b
- OTHER PROCEDURE ~OTRERPROCEDURE - 33 OTHER PHYS. 1D a
b
8 REMARKS OTHER PHYS. ID a
b
55 PROVIDER REPRESENTATIVE 8 OATE
013006

Ui 3 HOFA40 AFPROV: D OMB NO (338.027% OCRORIGINAL

TCERTIFY THE CL RTIFICATIONS ON THE REVE HGE AFPLY TO THID ELL AND ARE MADE A PART Hi ALOR



00D SAMARITAN HOSPITAL

2 V00004786331

3 PATIENT CONTROL NO.

4 UY/_‘:I-';

T D

© @ N s W N =

[~ - B - A o }

B
TILE 53289 557-69-7157 VAG06819 ]%QI_
I.0S ANGELES CA 900743289 [sren taxno B STATEMENTCOVERSPERIOD | 7 covp. | s ncD. | 9.CaD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|042403]|042403
12 PATIENT NAME 13 PATIENT ADDRESS
PARK, ROY 1221 GABRIEL GARCIA MARQUEZ ST;LOS ANGELE;CA;90033
14 BIRTHDATE 15SEX[16MS| o APMRSION o ver, ansme |21 D HR[22 STAT| 23 MEDICAL RECORD No. a CONDITION CODES » |%1CO
08011940/ M| M| 042403]15]| 3] 1 01[{M000903241 AS
% GUCURRENCE 3} GCCURRENCE % GCCURRENCE SPAN T
| cooe | oAt _ CODE DATE CODE FRCH THROUGH____[A A
11| 042403 B B
b d C [
UNITED HEALTH T T T | T
P.O. BOX 9051 a a
b b
OXNARD, CA 93031 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
310| LAB PATHOLOGICAL GEN 88305 042403 1 7080 1
‘l:;'310 LAB PATHOLOGICAL GEN 88313 042403 1 3840 2
o 3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
2
- 2
- 001| TOTAL CHARGE 10920 0 23
50 PAYER §1PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH 951656366 Y| Y 8736
5 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT.- SSN - HIC. - (DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
PARK, ROY 01557697157 A
B
[+
63 TREATMENT AUTHORIZATION GODES - | 65 EMPLOYER NaME 66 EMPLOYER LOCATION
A
B
C
67PRIN.DIAG.CD.|  ieone | 1000 OTHERDIAG. CODES - 74 CODE 76 ADM. DIAG. CD. | 77 £-CODE 78
73550 53550
79pc.| 80 PRINCIPALPROCEDURE 81 OTHERPROCEDURE B ‘ 82 ATTENONGPHYS. 0 353608 a
Eil A93239 LEE,MARTIN H MD b
: oo OTRERPROCEBURE -GTHER PROCEDURE 3 OTWER PHYS.ID a
b
84 REMARKS OTHER PHYS. ID a
| 85 PROVIDER REPRESENTATIVE 86 DATE °
013006

T35 RCHA 140 APPIOVE D OMB ND CO38.0170

OCROHIGINAL

TCERTI?Y TH: CERTIF.CATIONG ON THE RF Vi RIS APFLY TO TH ELLAND ARE KADT A PART K- 4L 07
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GOOD SAMARITAN HOSPITAL [2 V000069541092 3 PATIENT CONTROL NO. |
FILE 53289 567-79-3076 VAJ44023 1417
LOS ANGELES CA 900743289 (sren.1axno. § STATEMENTCOVERSPERIOD ' [7 covn. | anco. | scin [1oLRD. [ 11
2134822700 2134822721 US| 95-1656366|051805|051805
12 PATIENT NAME 13 PATIENT ADDRESS
GRUBB, CARRI 4979 TOWNSEND AVE;LOS ANGELES;CA;90041
14 BIRTHDATE 15SEX/16MS|  ypare  "OMIBSION 1o rype, 20sac |21 D HR|22 STAT| 23 MEDICAL RECORD NO. a CONDITION CODES » |3HMO
04111970/ F| U] 051805[15] 3| 1 011M001048999 UN
37 OCCURRENCE 34 OCCURRENCE % GCCURRENCE SPAN 37
T3 DATE CODE DATE CODE FRC | THROUGH Al
J.1{ 051805 3
c
UNITED HEALTH PLAN T T | P,
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
301| LAB CHEMISTRY 80061 051805 1 3600
301) LAB CHEMISTRY 80076 051805 1 4320
301{ LAB CHEMISTRY 82550 051805 1 1920
001| TOTAL CHARGE 9840 0
50 PAYER 51PROVIDER NO. 2% 2] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YilY 7872
57 | DUE FROW PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
(3RUBB, CARRI 01|805211324
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
67PRN.DIG.CO.| ¢cone 10C00E ORERDRG. ConEs 74008 76 ADM. DIAG. CD. | 77 E-CODE 78
4019 4019
79P.C. 80 C%%E‘JCIPAL PR OCEDUF:)ETE 81 CODOJHER PRCCEDUREDATE 82 ATTENDING PHYS. ID G2 5 '7 1 o
ﬂ | 242767 KANEGAE, THOMAS H MD
| ool MERPRO CEDURE ¢ coDTHER PROCEDURE. 83 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
55 PROVIDER REFRESENTATIVE S DATE
] _ _ 013006

1

1
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GOOD SAMARITAN HOSPITAL 2 V00005798053 3 PATIENT CONTROL NO. Gﬁ?’ﬁ:
FILE 53289 610-78-5381 VAH02850 14
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEMENT COVERSPERIOD. |7 covo.| 8nco. [ 9 cip. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|040604 (040604
12 PATIENT NANE [ 13 PATIENT ADDRESS
MENDEZ,DORIS E 131 S OCCIDENTAL;LOS ANGELES;CA;90057
14 BIRTHDATE 155X/ 16MS| o AOVISSION o rvee, z9sac |21 O HR|22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » |31CO
| 05101973| F [ U] 040604[15] 3| 1 01|M001016393 CA
e TR I i A
11| 040604 8 8
' C [
UNITED HEALTH PLAN oo | MV CGR oo | MR
F.O. BOX 740800 a a
N b b
ATLANTA, GA 30374 c c
d d
42REV, CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
300( LABORATORY GENERAL 87490 040604 1 1346 1
300{ LABORATORY GENERAL 87590 040604 1 27771 2
306| LAB BACTERIOLOGY 87070 040604 1 4680 3
4
5
6
7
8
9
10
1
12
g 13
5 14
15
16
17
18
19
20
21
22
001] TOTAL CHARGE 8797 0 2
50 PAYER 51 PROVIDER NO. "t W] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[(|Y 7038
§1 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC.- IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
“iINDEZ,DORIS E 01|5200340102396378 A
P B
Cc
63 TREATMENT AUTHORIZATION CODES 24| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
[+
GTPRNDIAG.CO.|  gyoome | 10G00E OTHERDIAG. CODES - 4 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
61610 i 61610
76pC 8 PRNCIPALPROCEDURE BT _ OTHERPROCEDURE B2 ATTENONGPRYS. D A 62 956 a
9l PARK,ALANE S MD b
-OTRER PROCEDURE. < OTHER PROCEDURE. %3 OTHER PHYS. 1D a
b
'8¢ REMARKS OTHER PHYS. ID a
b
85 PROVIDER REPRESENTATIVE 5 DATE
013006

CILIRCPA WD A W B GMIND CA0aTS GCRORGNAL

MI -

VCERTAY THE CLRVIFILATIONT ON THE REvi 5 AFPLY TO THI) E-LUARD ARL KADE A FART K. LOF
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GOOD SAMARITAN HOSPITAL

2 V00005514567

3 PATIENT CONTROL NO.

(o3 ]

o o0 o o

© © ~N O W s W N -

[

w

UD LMo AT 3

17

APYROY, D NRZING CII3TITY

GCRORANAL

:]3 :!!1 iy
FILE 53289 528-56-7262 VAG35092 141
LOS ANGELES CA 900743289 |sren.taxno. B STATEMENT COVERSFERIOD. ~ | 7covd. | 8nco. | 9caD. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366(122403|122403
12 PATIENT NAME 73 PATIENT ADDRESS
PIKULA, PAULA 3522 GREENWOOD AVE;LOS ANGELES;CA;90066
14 BIRTHDATE 15Sex[16MS] o ADVISSION o oe sosac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |3CO
07291943| F| U[ 122403]13 ] 3| 1 01| M001008624 UN
%7 OCCURRENCE 34 OCCURRENGE % GCCURRENCE SPAN T
CODE DATE CODE DATE CODE FROM THRCUGH A
11} 122403
R [
CNITED HEALTH PLAN Do RS Tor | T
/O MERIDIAN HLTHCARE MGMT a
FO BOX 1561 b
BEELLEVUE, NE 68005-1561 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
310{ LAB PATHOLOGICAL GEN 88142 122403 1 7776
At
001]| TOTAL CHARGE 7776 0
50 PAYER 51 PROVIDER NO. W | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[|Y 6221
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
¥ [KULA, PAULA 01| 528567262
)
63 YREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NaME 66 EMPLOYER LOCATION
G7PRNOMG.CO.|  goopr | 1000 OTHERDIAG CODES - 74008 76 ADM. DIAG. CD. | 77 €-CODE 78
6160 6160
7opC] 8 PRINCIPALPROCEDURE 87 OTHERPROCEDURE B2 ATTENONGPHYS D A62956
9] , , PARK,ALANE S MD
< OTRERPROCEDURE coDTHERPROCEDURE 83 OTHER PHYS. 1D
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 86 DATE
013006

VTCERTIFY THC GERTIFICATONU ON THE REVA ALT APPLY TO THIS ELUAND ARG EAGZ A PAKT M. K. CF

T v U o T o



O ® N D ;bW N

@

®

a o0 T o

G

O

o o0 T8

© ® N O o A W N A

[~]

DI RCFA )

GOOD SAMARITAN HOSPITAL 2 V00004226189 3 PATIENT CONTROL NO.
FILE 53289 616-56-0382 VAK94749 141
LOS ANGELES CA 900743289 |[sren.taxno. 6 STATEMENT COVERSPERIOD 7covD.| 8NcD. | 9¢iD. [10LRD. | 11
2134822700 2134822721 US| 95-1656366|102102|102102
12 PATIENT NAME 13 PATIENT ADDRESS
TORRES,ALMA E 1243 N GORDON ST;LOS ANGELES;CA;90038
14 BIRTHDATE 1ssex|16Ms| o APYISSIOY g ryee, sosec |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES » | #CO
| 08201972| F | S[102102[19 | 3] 1 01| M000966248 CA
3 OCCURRENCE 31 OCCURRENCE 3 OCCURRENCE SPAN 3
COOE DATE CODE DATE CODE FROM | THROUGH A
11} 102102 B
C
UNITED HEALTH PLAN ooe | MV R0 oo | SRR
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
L.OS ANGELES, CA 90009-0579 c
) d
42REV. CD. | 43 DESCRIPTION 44HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
305| LAB HEMATOLOGY 81003 102102 1 1920
306| LAB BACTERIOLOGY 87088 102102 1 4800
001]| TOTAL CHARGE 6720 0
50 PAYER 51 PROVIDER NO. %% TN 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y| |Y 0 53i76
57 | DUIE (RO PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
TORRES,ALMA E 01616560382
63 TREATNENT AUTHORIZATION GODES s | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
BTPRINDAG.CD.|  groooe | 10.60%E OTHER DTG, CODES ot 74 GODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V222 v222
70pc.| 80 PRINCIPALPROCEDURE §7 _ OTHERPROCEDURE = [ TearenonePis D AQ4 8495
ol | _ . F58714 WING,DEBORAH A MD
o OTRER PROCEDURE coOTHER PROCEDURE 83 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 86 DATE
X ] __ 013006

T o T o T o
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GOOD SAMARITAN HOSPITAL 2 V000044163776 3 PATIENT CONTROL NO. o
FILE 53289 000-00-0001 VAKS4739 13
LOS ANGELES CA 900743289 [Gsre mxno. 6 STATEVENT COVERS PERIOD ™ [7 oD, | 8 NCD. | 9 CID. | 10 LRD.| 11
2134822700 2134822721 US[95-1656366[122302]122302
12 PATIENT NAME 13 PATIENT ADDRESS
ALVARADO, GABRIELA 4412 E 57 ST;MAYWOOD;CA;90270
14 BIRTHDATE 15SEX|16MS| o POVISSION o rvee, s0se |21 D HR|22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES o |31C0
12202002 F| 5[ 122302719] 3| 2 01 M000972324 CA
%‘?l\)E CCURR%’:SFE 3(?ODE CCCURRE[;‘}“C'EE 3CGODE O(IES(L)J??RENCE SPAN THROUGH 3A7
a| T1[ 122302 3
b C
w[ UNITED HEALTH PLAN T "
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 ¢
d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1 '300] LABORATORY GENERAL G0001 122302 1 960
2| #301{ LAB CHEMISTRY 82247 122302 1 1920
s| 301| LAB CHEMISTRY 82248 122302 1 1920
4
5
6
7
8
9
10
Lh
12
13
1
15
16
17
8
19
0
21
2
s 001] TOTAL CHARGE 4800 0
50 PAYER 51 PROVIDER NO. w7 "o 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
A| UNITED HEALTH PLAN 951656366 Y |Y 3840
B8
[
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
a| REYES, RUTH 0316168003589 LAVIDA
B
Cc
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
c| '
STPRN.DIAG.CD.|  geope | 70 CO0E OTHERDIAG. CODES 74 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 78
V726 V726
79pC| 8 DRNCIPALPROCEDURE BT _ OTAERPROCEDURE T 2 ATTENDNGPRYS. D AS51157
9] A51157 MAKABALI,REYNALDO L MD
 OTHER PROCEDURE " ool HER PROCEDURE 83 OTHER PHYS, ID
a "84 REMARKS OTHER PHYS. ID
® 85 PROVIDER REPRESENTATIVE 56 DATE
: X 013006
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GOOD SAMARITAN HOSPITAL 2 V00006887046 3PATIENT CONTROL NO. é{gﬁi
FILE 53289 572-90-3550 VAJ30596 141
LOS ANGELES CA 900743289 | sren.taxno. B STATEMENT COVERSPERIOD. 17 covp. | 8NcCD. | 9 C1D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|042605|042605
1ZPATIENT NANE 13 PATIENT ADDRESS
GRANVOLD, JUDY 865 MORRO ST #15;SAN LUIS OBISPO;CA;93401
14 BIRTHDATE 8SEX[16MS]  ppare  AOVISSIRN 1o ryee, 20sac |21 D R[22 STAT] 23 MEDICAL RECORD NO. u CONDITON CODES o | 3HMO
04181951 F[ U[042605[/11] 3| 1 01{M001047054 UN
Y T | T T \
11| 042605 B B
C [
| UNITED HEALTH PLAN Toor | AR T Tope | AR R
C/0O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c ¢
d d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
©310| LAB PATHOLOGICAL GEN 88321 042605 1 2520 1
it )
3
4
5
8
7
8
9
10
1
12
13
14
15
16
17
! 18
. 19
’ 20
) 21
22
001} TOTAL CHARGE 2520 0 2
50 PAYER 51 PROVIDER NO. o uy | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[|Y 20116
57 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
GRANVOLD, JUDY 01| 572903550 A
B
[
63 TREATMENT AUTHORIZATION CODES o+ | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
‘ c
G7BRIN.OAG.CO.| oo | 10CODE OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 7
1748 2330 7 1748
76pC] 8 PRINCIPAL PROCEDURE - BT _OTHERPROCEDURE - Q2 ATENONGPHYS D (35803 a
9] A36075 ORR,LEOC E MD b
‘ o OTRERPROCEDURE coggmc CEDURE 33 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. 1D a
b
55 PROVIDER REPRESENTATIVE 5 DATE
X 013006

UTIIHORA NG AP0V O ORUNG ¢330 CCRORGINAL

TCERTIFY THE CERTIFICATIOND ON THE Rt VERSE APPLY TO TH:3 BiLL AND ARE: MADE A PART Hi Rt OF
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GOOD SAMARITAN HOSPITAL

200004788980

3 PATIENT CONTROL NO.

(o2}

o o T o

W ® N O ;A W N -

o o T 0 T o

ORBII
FILE 53289 607-03-1961 VAG03275 131
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEMENTCOVERSPERIOD |7 covp. | s ncD. | 9 cin. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366|043003|043003
12 PATIENT NAME T3 PATIENT ADDRESS
MEJIA,JOSE 9618 E EVERS AVE.;LOS ANGELES;CA;90002
14 BIRTHDATE ssex[16Ms|  pae  AOVMISSION Lo rvee, 205rc |211DHR[22 STAT| 23 MEDICAL RECORD NO. ' u CONDTTIGN CODES » |3MCD
05271952 M| M/ 043003[10] 3] 1/99/01[{M000982117 CA
3 OCCURRENCE 34 OCCURRENCE % BCCURRENCE SPAN 7
CORE DATE CODE DATE CODE FROM THROUGH A
Al| 052752 8
C
UHP MEDI-CAL Sooe VALCE %0».%5% Cooe VALLE %?’.%EET
C/0O MERIDIAN HLTHCARE MNGT a
PO BOX 1561 b
BELLEVUE, NB 68005-1516 c
d
42REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
320| DIAGNOSTIC RADIOLOGY 74000TC 043003 1 20736
1
4
001| TOTAL CHARGE 20736 0
50 PAYER 51 PROVIDER NO. Sl SRR 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP MEDI-CAL Y||Y 16589
57 | DUIE ROV PATIENT > 0
58 INSURED'S NAME 59 PREL] 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MEJIA, JOSE 01|607031961
63 TREATMENT AUTHORIZATION CODES - | 65 EmPLOVER NavE 66 EMPLOYER LOCATION
BTPRINDIAG.CO.|  gooe | wooe | OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
5920 5920
79p.C.| 8 PRINCIPAL PROCEDURE - BT _OTHERPROGEDURE ATTENDNGFRYS D Q30255
9] A91273 BRAGIN,STEPHEN D MD
~OTHER PROCEDURE - OTHERPROCEDURE. %3 OTHER PIYS. D
83 REMARKS OTHER PHYS. 1D
55 PROVIDER REPRESENTATIVE 86 DATE
N X ; 4 013006
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GOOD SAMARITAN HOSPITAL 2 V00003768827 3 PATIENT CONTROL NO. - & E:Yﬁfm
FILE 53289 550-92-5433 VAK94750 131
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEVENT COVERSPERIOD [ 7 covo.| 8ncD. [ scip. [10tRD.[ 1
2134822700 2134822721 US| 95-1656366|052902| 052902
12 PATIENT NAME 13 PATIENT ADDRESS
SALINAS, CARMEN 6823 SHERMAN WAY;BELL;CA;S90201
14 BIRTHDATE 15SEX[16MS | ypare  POMRSION o vpe, gsre |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES » |3CO
07081921| F| W/ 052902{ 09| 3| 2 01|M000955683 CA
37 GCCURKENCE 34 QCCURRENGE % DCCURRENCE SPAN 7
CODF DATE CODE DATE CODE FROM THROUGH A A
1] 052902 B 8
C Cc
UNITED HEALTH PLAN T VS T | R
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
258| PHARMACY IV SOLUTIONS 052902 1 6932 1
340 NUCLEAR MEDICINE GEN 78478 052902 1 15000 2
340} NUCLEAR MEDICINE GEN 78990 052902 1 31824 3
341| NUCLEAR MEDICINE/DX 78465 052902 1 161424 4
341} NUCLEAR MEDICINE/DX 78480 052902 1 15000 5
482| CARDIOLOGY STRESS TEST 93017 052902 1 403i20 6
636 RX REQ DETAILED CODING Jl1245 052902 1 3328 7
8
: 2 9
. 10
i 11
12
13
14
15
16
17
18
19
20
21
22
001| TOTAL CHARGE 273828 0 2
50 PAYER §1 PROVIDER NO. Wl a| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 Y[|Y 0 219062
. :)
57 | DUIE FROW PATIENT [> 0
58INSURED'S NAME 53PREL| 60 CERT. - SSN - HIC.- IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SALINAS, CARMEN 01550925433 UHP HLTHCARE F A
' B
c
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NawE 66 EMPLOYER LOCATION
582321:2 A
B
o]
67 PRIN. DIAG, CD. oo | 10Ca0E OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
78650 _ 78650
70pC] 8 PRINCIPAL PROCEDURE - BT OTFERPROCEDURE _ RATENORGPHIS D (330795 a
9 ES51139 KUMMER,ROBERT D MD b
 OTER PROCEDURE < OTHER PROCEDURE 5 OTRER PIVS. 1D a
b
[ 84 REMARKS OTHERPHYS.D A5 4 50 2 a
H42809 ARIMIE,RALUCA B MD b
85 PROVIDER REPRESENTATIVE OATE
X 013006

UTnIHgrA D AFROV: D OMINO € X279 OCR OAGNAL

~

TCERTIFY THI CERTWiCATIONG G THE RE vi K2 APFLY TO THUI G L AND ARI KACE A PART H:rL0é
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GOOD SAMARITAN HOSPITAL 2 V00006241806 3 PATIENT CONTROL NO. Pl
FILE 53289 563-99-9140 VAIZ23230 831
1.OS ANGELES CA 900743289 |srep.axno. 6 STATEMENT COVERS PERIOD . |7 covo. | enco. | acip. |10 LRO. | 11
2134822700 2134822721 US| 95-1656366|102604|102604
1ZPATIENT NAVE 13 PATIENT ADDRESS
SHIN,MICHELLE 330 S. HARVARD BLVD;LOS ANGELES;CA;90020
14 BRTHDATE 15SEX|16MS| o "OMISSION o rvee, 20sac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. N CONDITIONCODES « |31CO
07211973[F| M| 102604]12 | 3 [ 2 01|{M001028597 AS
7 CCURRENCE 34 CCCURRENCE 3 OCCURRENCE SPAN 7
[plerid DATE CODE DATE CODE FRC. THRCUGH Al
11} 102604 )
%]
UNITED HEALTH PLAN : T | O
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS ! RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
361] OR SVCS MINOR SURGERY 59025 102604 1 25920
762) TREAT/OBSERV RM OBSERV 99218 102604 1 5184
“001| TOTAL CHARGE 31104 0
50 PAYER 51 PROVIDER NO. nF ko] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
JNITED HEALTH PLAN 951656366 Y||Y 0 24883
57 | DUIE [HROWM PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
SHIN, MICHELLE 01]20953 LA VIDA MED GR|112
63 TREATMENT AUTHORIZATION CODES 24 | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
BILL W/RECORDS
67PRN.DAG.CD.| o | 10Co0E OTHER DIAG. CODES e 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
64683 | 78900 _ ; 64683
7gpc.[ 80 PRINCIPALPROCEDURE | 81 OTHERPROCEDURE Q2 ATTENDNGPHYS.D (376980
91| 7534 102604 F62853 PARK,PATRICK T MD
i OTHERPROCEDURE | ["g30mmErpYs G376 98 0
F62853 PARK,PATRICK T MD
8% REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE T DATE
013006

U3 od HEPATD Brrwwdvi D OR RO €3I OCRORIGINAL TCERT.FY TH: CT RTFICATIOND ON THE KLYt REE AFFLY TO THI GLLLAND ART MADE A FAKT HERLDF
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GOOD SAMARITAN HOSPITAL

2v00005434402

3 PATIENT CONTROL NO.

U WTAN T AT TV D UM RO DICIN GCRORIGINAL

FILE 53289 618-06-4316 VAG46953 g%%&
LOS ANGELES CA 900743289 |sren.Taxno. § STATEMENT COVERSPERIOD. |7 covo. | snco. | 9cip. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]011604]|011604
12 PATIENT NAME 13 PATIENT ADDRESS
KIM,JUNG A 414 S ARDMORE AVE;LOS ANGELES;CA;90020
14 BIRTHDATE 155X 16MS]  yrpure  APVISSION o rvee, apsno |21 D HR[22 STAT] 23 MEDICAL RECORD NO. " CONDITION CODES » 1 3CO
08091974 F| M[011604[/06 [ 3| 2 01{M001006323 AS
o TR ooe PR Tooe | SRR M o |a] A
11j 011604 B B
C c
UNITED HEALTH PLAN Cooe | M R Coe | MR
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
361 OR SVCS MINOR SURGERY 59025 011604 1 25920 1
762| TREAT/OBSERV RM OBSERV 99218 011604 1 4320 2
3
4
5
6
7
C 8
h% 9
10
"
12
13
14
15
16
17
18
19
20
21
22
001} TOTAL CHARGE 30240 0 23
50 PAYER 51 PROVIDER NO. ¥ 5| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
JNITED HEALTH PLAN 951656366 Y| |Y 0 24182
3
57 | DUIE [FROM PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
KIM, JUNG A 01|881915 UNIVERSAL MEDT 236 A
) B
[
63 TREATMENT AUTHORIZATION CODES s | 65 EMPLOYER NamE 66 EMPLOYER LOCATION
0109044316 A
B
C
67PRIN.DIAG.CD.| g4 cone wooe | OTHERDIAG.CODES 74000 76 ADM. DIAG, CD. | 77 E-CODE 8
64413 | 64513 | 64413
79pC| 8 PRINGPALPROCEDURE BT OTHERPROCEDURE B2 ATTENDNGPHYS. D G108 82 a
9] | 7535 011604 A90094 HAHN,YOUNG I MD b
[ QIPERPROCEDIRE  OTERPROCEDURE ROTERPISDG1 0882 a
‘ A90094 HAHN,YOUNG I MD b
84 REMARKS OTHER PHYS. 1D a
55 PROVIDER REPRESENTATIVE 86 DATE ’
013006

VYCERTEY THZ CLRTIF.CATROND ON THE RLVERSE APPLY TO THIS BILL AND ARE MADE A PART HC RI OF
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GOOD SAMARITAN HOSPITAL 2V00004233599 3 PATIENT CONTROL NO. o s
FILE 53289 610-04-0879 VAKS94741 g3°l—
LOS ANGELES CA 900743289 [srep.1axno. 6 STATEVENTCOVERSPERIOD. 7 covp.| 8mcD. | 9C4D. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366]102302[102302
12 PATIENT NAVE 13 PATIENT ADDRESS
KIM, HYE KYUNG 737 S KINGSLEY DR;LOS ANGELES;CA;90005
14 BIRTHDATE 15SEX|16MS | ypare  AOMBSION o pe, gnsnc |2) D HR[22 STAT| 23 MEDICAL RECORD NO. " "CONDITION CODES o |31C0O
| 06031970] F[ M[102302[21] 2 2 0I|MO00917150 AS
;’)C‘EE O(;CURR%‘X%E: 3(:4005 CCCURRED"A’?EE 3(36005 oggggRENCE SPAN THROUGH 3A7 A
11] 102302 5 a
[
UNITED HEALTH PLAN Toor | QS Cooe | MUECRS )
3405 W IMPERIAL HWY #510 a a
ATTN: CLMS OPERATIONS b b
INGLEWOOD, CA 90303 c c
d d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
361 OR SVCS MINOR SURGERY 59025 102302 1 21600 1
762| TREAT/OBSERV RM OBSERV 99218 102302 2 7200 2
3
4
5
6
7
8
9
10
1
12
13
14
.{:-‘! 15
£l 1
‘ 17
P 18
19
20
21
2
001| TOTAL CHARGE 28800 0 2
50PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 58
UNITED HEALTH PLAN 951656366 Y| |Y 23040
51 | DUE PATIENT > 0 0
58 INSURED'S NAME 59 PREL| 60 CERT.- SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
KIM,HYE KYUNG 01000196889 LAVIDA A
B
[
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A 9| UNEMPLOYED A
B
[ c
BTPRN.OMG.CD.|  greope | noooe | OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
64403 64403
78pC] 8 PRNCPALPROCEDURE BT OTFERPROCEDURE 2 ATTENONG PHYS.D A33357 a
9] ] 7534 102302 A27125 CHANG,MOON S MD b
Y OTHERPROCEDURE ooQTFERPROCEDURE ™| " g30mvRPHYs DA3 3357 a
| |[a27125 CHANG,MOON S MD b
84 REMARKS OTHER PHYS. ID a
%5 PROVIDER REPRESENTATIVE 86 DATE °
X 013006

3T HEE AR A-PROV, D ORIND CoedTd OCRORCNAL

TCERTIFY THZ CGRTIFICATION.} ON THE R Ve HLE APRLY TO TH:; Dl AND AR(. FADE A PART R RECF
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GOOD SAMARITAN HOSPITAL

2V00006796361

3 PATIENT CONTROL NO.

.

G ELA

FILE 53289 556-64-8126 VAJ52522 ](%;ElL

LOS ANGELES CA 900743289 |srep.1axno. § STATEMENT COVERSPERIOD. |7 covo. | snco. | 9cip |10 LRrD. | 11
2134822700 2134822721 US| 95-1656366|032505[032505

12 PATIENT NAVE 13 PATIENT ADDRESS

ACEVEDO, JESUS 1725 S OAKGREEN AVE;WEST COVINA;CA;91792

14 BIRTHDATE 155ex|16MS| o ADMISSION o oE . 20snc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. “ SONDITION CODES » | 3HMO
07101939 M| M| 032505]16 | 3| 2 01({M001038888 oT

3Cz()DE CCCURRED'XGT:EE 3(;‘ODE CCCURR%"}\?EE 306005 ogggﬁ RENCElspAN THROUGH 3A7 A
11 032505 B B

C [

CNITED HEALTH PLAN ) T | VS
C/0 MERIDIAN HLTHCARE MGMT a a

%4405 W IMPERIAL HIGHWAY b b
INGLEWOOD, CA 950303 c c

. d d

42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49

730] EKG/ECG GENERAL 93012 032505 1 838{76 1
921| PERIPHERAL VASCULAR LAB |93736 032505 1 17280 2
3
a
5
6
7
8
9
10
11
12

; )::g 13
l 14
- 15
s 16

17
18
19
20
21
22
001| TOTAL CHARGE 101156 0 23

50 PAYER 51 PROVIDER NO. S M 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56

UNITED HEALTH PLAN 951656366 Y 80925

57 | DUE PATIENT > 0

58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.

ACEVEDOQO, JESUS 01]/700015853 BELLE VISTA IP |STND A
¥ 2
c

63 TREATMENT AUTHORIZATION CODES ot- | 65 EmpLOYER Name 66 EMPLOYER LOCATION
2005021406500001 A

B
[

67PRN.DAG.CD.|  gocope | oovE | OTHERDIAG. CODES 14.GoE 76 ADM. DIAG, CD. | 77 E-CODE 78
V5331 V5331

79pC. 8 PRINCIPAL PROCEDURE _ BT OTFERPROCEDURE 2 ATTENDNGPHYS. D A2 952 9 a
Ell AB83973 ZAMBRANQO,OSCAR G MD b

cooeER PRACEDURE o THER PROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. 1D a
85 PROVIDER REPRESENTATIVE 86 DATE °
X 013006

1392 HCFA-1420 'AFPROVI D OMD NO 03380219 OCRIORIGINAL

[CERTIFY THE CERTIFICATIONS ON THE REVE RSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF
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U ZHGFAE ) APPROV: D OMIND £3330270 OCR/ORIGINAL

GOOD SAMARITAN HOSPITAL 2700004680831 3PATIENT CONTROL NO. gﬁz
I"ILE 53289 466-60-6549 VAGO07831 131
I.DS ANGELES CA 500743289 |sren.1axno. 6 STATEMENT COVERSPERIOD. |7 covp. | 8 ncCD. | 9ciD. |10 LRD. [ 11
| 2134822700 2134822721 US| 95-1656366|032103|032103
12 PATIENT NANE 13 PATIENT ADDRESS
YOAKUM, BEULAH M 145 E. 71S8T STREET;LOS ANGELES;CA;90003
14 BIRTHDATE 155X/ 16MS|  pue  APVSSN 1 rype, zpsnc |21 D HR[22 STAT] 23 MEDICAL RECORD NO. 24 CONDITION CODES » 31CO
| 04111932/ F] W/ 032103[15] 3| 2 01]M000969143 AA
Yoo TR oo P Toor | e M s [ A
11| 032103 8 B
C Cc
UNITED HEALTH PLAN Tove | M Cone | AU G
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c ¢
d d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 730| EKG/ECG GENERAL 93012 032103 1 698097 1
2] Y 2
3 . 3
af 4
s| 5
8 6
7 7
8 8
0 9
10
1
12
13
14
15
16
17
18
19
20
21
22
*201| TOTAL CHARGE 698987 0 23
50 PAYER 51 PROVIDER NO. o wa| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y[|Y 55918
57 | DUE PATIENT > 0
58 INSURED'S NAVE 59 P.REL| 60 CERT. - SSN - HIC. - DNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
YOAKUM, BEULAH M 01| 967842 466606549 A
B
Cc
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
C
67PRIN.DIAG.CD.| g cone 1000E OTHERDIAG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 V5331
79h| @ PRINCPAL PROCEDURE - BT OTHERPROCEDURE 22 ATTENDING PHYS. 1D a
5 b
- 1_- cog)ETHER PRO CEDURFBATE cor?ETHER PRCCEDUR% - 33 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE 86 DATE °
013006

TCERTIFY THE CU RTIFICATIONS ON THE REVERGE APPLY TO THIG BILL AND ARE MADL A PART HURL OF
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GOOD SAMARITAN HOSPITAL 2 V00004588794 3 PATIENT CONTROL NO. oat e
FILE 53289 466-60-6549 VAK94747 131
LOS ANGELES CA 900743289 [sre.Taxno. 6 STATEVENTCOVERSPERIOD. ™17 covp, | 8 N-CD. | 9 C4D. | 10 LRD. | 11
2134822700 2134822721 US| 95-1656366(022003|022003
1ZPATIENT NAME 13 PATIENT ADDRESS
YOAKUM, BEULAH M 145 E. 71ST STREET;LOS ANGELES;CA;90003
14 BIRTHDATE 1556X| 16MS| o ADMISSION o rvee, zosre |21 D HR|22 STAT] 23 MEDICAL RECORD NO. 2 LONDITION CODES ., |31CO
£4111932[ F[ W[ 022003[11 ] 3] 2 01| M000969143 AA
%7 OCCURRENCE 3 QCCURRENCE % GCCURRENCE SPAN 7
| CODE DATE CODE DATE CODE FROM THROUGH A
31| 022003 3
C
UNITED HEALTH PLAN T | "
PO BOX 90579 a
ATTN: CLMS OPERATIONS b
LOS ANGELES, CA 90009-0579 c
d
42REV.CD. | 43 DESCRIPTION 4 HCPCS | RATES 45 SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB | 93731 022003 1 18432
001| TOTAL CHARGE 18432 0
50 PAYER 51 PROVIDER NO. 5 ... | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 Y| |Y 0 14746
57 | DUIE [EROW PATIENT > 0 0
58 INSURED'S NAME 59PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
' JAKUM, BEULAH M 011967842 466606549
63 TREATMENT AUTHORIZATION CODES . | 6 EmpLOYER NavE 66 EMPLOYER LOCATION
BTPRN.OKG.CD.|  goeoor | nooe | OTHERDIAG. CODES - 74 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 1 V5331
79pC| 8 FRINCIPALPROCEDURE BT _ OTRERPROCEDURE 22 ATTENDNG PYS. 1D
9
. —_ CTHERPROCEDURE < OTHER PROCEDURE 53 OTHER PHYS. D
|84 REMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE BEDATE
‘ ] _ I 013006
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GOOD SAMARITAN HOSPITAL 2 V00004582052 3 PATIENT CONTROL NO. &E—
FILE 53289 566-38-7838 VAK94746 131
LOS ANGELES CA 9500743289 |sren.1axno. 6 STATEMENT COVERSPERIOD. |7 covp, | 8NcD. | 94D |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366(021803[021803
T2 PATIENT NAME 13 PATIENT ADDRESS
FANEY, OTTO 756 S NEW HAMSHIRE AVE;LOS ANGELES;CA;90005
14 BIRTHDATE 15SEX[16MS|  ypue  ADVISSION o rvee, zosc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. N CONDITION CODES » |31CO
TI2I11919[ M| S 021803[15] 3| 2 01| M000950630 AA
% Y NI e A
| 11] 021803 5 B
c Cc
UNITED HEALTH PLAN Tooe | MERR Coe | MO
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB | 93731 021803 1 17280 1
2
3
4
. “ 5
".‘J. 6
i, )
8
9
10
1"
12
13
14
15
1
17
8
19
20
21
22
-001| TOTAL CHARGE 17280 0 28
50 PAYER 51 PROVIDER NO. 0 | 54 prior pavmENTS 55 EST. AMOUNT DUE 56
'“NITED HEALTH PLAN 951656366 Y Y 0 13824
57 | DUIE PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
RANEY, OTTO 01| 566387838A EMPLOYEE HEALT {900 A
B
C
63 TREATMENT AUTHORIZATION CODES o« | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
RETIRED A
B8
[of
6TPRN.DAG.CD.|  geope | 70CODE OTHERDIAG. CODES - 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 i} V5331
70pC 8 PRINGIPALPROCEDURE - BT GIFERPROCEDURE B2 ATTENDNGPRYS.D G831 12 a
9 GIRSKY,MARC J MD b
:  GTHER PROCEDURE -OTHER PROCEDURE B OTER PHTS. D a
: b
B{REMARKS OTHER PHYS. ID a
b
85 PROVIDER REPRESENTATIVE B DATE
X 013006
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BAQUIRAN, LORENZO E.

259 N UNION AVENUE;LOS ANGELES;CA;90026

GOOD SAMARITAN HOSPITAL 2 y00005000146 3 PATIENT CONTROL NO. QEW—
FILE 53289 555-81-0414 VAKS94740 131
LOS ANGELES CA 900743289 |sren.Taxno. 6 STATEMENTCOVERSPERIOD. 17 covp. | 8NCD. | 9C4D. |10 LRD. | 11

2134822700 2134822721 US| 95-1656366|070103|070103

12 PATIENT NAVE T3 PATIENT ADDRESS

G35 Py A AoV, FOVIND CIEIEIT

OCR ORGINAL

14 BIRTHDATE 155X/ 16MS|  ypue  POVRSION o rvee, sosee |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " LONDITION CODES » |9CO
| 05041920{ M| M| 070103]12 ] 3 | 2 01]/M000881884 AS
Yoo TR Fooe TR oot o REN(:E|SPAN THROUGH 2\7 A
11] 070103 B B8
C Cc
LUNITED HEALTH PLAN Tooe | MO Cope | MR
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 4GSERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB | 93733 070103 1 17280 1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
001] TOTAL CHARGE 17280 0 2
50 PAYER §1 PROVIDER NO. W | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 0 13824
57 | DWEE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
. 555810414 A
i B
C
63 TREATMENT AUTHORIZATION CODES S| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B8
Cc
67PRIN.DIAG.CO.|  eope | 100D OTHER DIAG. CODES - 2¢ CoDE 76 ADM. DIAG. CD. | 77 £-CODE 78
V5331 , V5331
79pC | 8  PRINCIPALPROCEDURE BT OTHER PROCEDURE SZATTENONGPHYS. D G 6704 8 a
9 E64813 MAYEDA,GUY S MD b
i ~ OTERPROCEDURE cooTHERPROCEDURE 83 OTHER PHYS. 10 a
b
84 REMARKS OTHER PHYS. ID a
o b
55 PROVIDER REPRESENTATIVE 86 DATE
X 013006

TCFRTFY THC CLATIFICATIONG ON THI: HLV, RGE APFLY TO TH: | BLL AND ARE KA. A PAKT HERTO?
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UBI2HOPA 140 AFYROVI D O NO 5160270

OCRORIGINAL

GOOD SAMARITAN HOSPITAL 2 V00005089537 3PATIENT CONTROL NO. @4.']&%
FILE 53289 451-07-9137 VAG79875 131
LOS ANGELES CA 9007432895 |sren.Taxno. 6 STATEMENT COVERSPERIOD. 17 covn.| sncp. | 9ciD |10 LRD. | 11
7134822700 2134822721 US| 95-1656366(073003]073003
12 PATIENT NAME 13 PATIENT ADDRESS
HARDIN, JOHN 9718 ZAMORA AVE;LOS ANGELES;CA;90002
14 BIRTHDATE 5sex|16Ms| o AOVISSION e, zosac |21 D HR[22 STAT| 23 MEDICAL RECORD NO. a CONDITION CODES » |31CO
10041911 M| W[ 073003][15] 3] 2 01|/M0008595259 AA
%7 OCCURRENCE 3 OCCURRENCE % GCCURRENCE SPAN T
COBE DATE CODE DATE CODE FROM | THROUGH A
11| 073003 3
c
UNITED HEALTH PLAN T | U o VECHES
P O BOX 90579 a
. b
LOS ANGELES, CA 50007-0579 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB | 93733 073003 1 17280
“001| TOTAL CHARGE 17280 0
50 PAYER §1 PROVIDER NO. W27 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
¢NITED HEALTH PLAN 951656366 YilY 0 13824
57 | DUIE (FIROV PATIENT [> 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC.- {D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
HARDIN, JOHN 01|440-076
63 TREATMENT AUTHORIZATION CODES . | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
20030630006900007 RETIRED
6TPRN.DAG.CD.|  groope | noooe | OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 V5331
79p| 80 PANGPALPROCEDURE - BT OTHERPROGEDURE o2 ATTENDING PIVS.
z T OTHERPROCEDURE ~OTHERPROCEDURE ey ———
(8 REMARKS OTHER PHYS. ID
55 PROVIDER REPRESENTATIVE 8 OATE
013006

(CURTIFY THL CLRTIFICATIONS ON THE REVL RSE APPLY TO THI3 BILL AND ARE MADE A FART H{ HL OF
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GOOD SAMARITAN HOSPITAL 200005474978 3 PATIENT CONTROL NO. o
FILE 53289 563-20-2424 VAG27872 131}
LOS ANGELES CA 900743289 |srniaxno. B STATEMENT COVERS PERIOD |7 covp.| 8ncD. | 9ciD. |10 LRD.| 11
2134822700 2134822721 US| 95-1656366|120903 120903
12 PATIENT NAME 13 PATIENT ADDRESS
FUJII,AKI 455 E 3RD ST;LOS ANGELES;CA;90013
14 BIRTHDATE 15SEX[16MS| o PPN g vee, 20 sme |21 D HR|22 STAT| 23 MEDICAL RECORD NO. “ CONDITION CODES » |3CO
08221919[F [ W[120903[13 [ 3] 2 01|M000708816 AS
T2 QGCURRENCE 3 OCCURRENCE % GCCURRENGE SPAN 77
| _CobE DATE CODE DATE CODE FROM THROUGH A
11} 120903 3
c
UNITED HEALTH PLAN oo | MGG oo | DR
C/0 MERIDIAN HLTHCARE MGMT a
20 BOX 1561 b
BEELLEVUE, NE 68005-1561 c
d
42 REV. CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB |93733 120903 1 17280
iy
i
001| TOTAL CHARGE 17280 0
50 PAYER 51 PROVIDER NO. w7 LT'{ 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE 5
UNITED HEALTH PLAN 951656366 Y| |Y 0 13824
57 | DUIE (FROW PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN- HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
FUJII,AKI 011700014526 TOTAL MED.CARE
61 TREATMENT AUTHORIZATION CODES v | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
090000000542
BTPRN.DAG.CD.|  geope | 10COBE OTHERDIG. CODES 2 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 V5331
70pC| 80 PRINGIPALPROCEDURE BT OTRER PROCEDURE — B2 ATIENDINGPHYS.D A 38882
9 AB88476 MITSUOKA,HIROSHI MD
QIR PROCEDURE 2 + OTFER PROCEDURE 2 OTHER PHYS. D

84 REMARKS

OTHER PHYS. ID

85 PROVIDER REPRESENTATIVE

86 DATE

013006

o o T 9 U o

U5 HeFAEY RFORONT O O TRO £ 200410 OCK ORIGINAL

VTCTRTIFY THE CLRTIF.CATIOND ON THE KE Ve RLE APFLY TO THIS ELL AND ARE KADT A FART RaREOF
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GOOD SAMARITAN HOSPITAL

2 V00003302403

O m

o 0 T o

W O N O s W N -

v

3 PATIENT CONTROL NO. e
FILE 53289 564-18-1667 VAT09843 41
LOS ANGELES CA 900743289 [srep axno. 6 STATEMENT COVERSPERIOD. 7 covp. | 8 NCD. | 9 c4D. [ 10 LRD. | 11
2134822700 2134822721 US| 95-1656366]122001[122001
T2PATIENT NAME 13 PATIENT ADDRESS
ROBLES, SOLEDAD 5809 VILL SAN DELARRO;LOS ANGELES;CA;S0022
14 BIRTHDATE 15SeX|16MS| o ADIRSION e 2 src |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31C0O
06261907 F| W/ 1220011 15] 3] 2 01[M000597330 CA
3 GOCURRENCE 34 OCCURRENCE 3 OCCURRENGE SPAN Y
_CODE DATE CODE DATE CODE FROM 1 THROUGH A
111122001 5
Cc
[ UNITED HEALTH PLAN Tooe | AU Tooe | MY
PO BOX 1561 a
ATTN: CLMS OPERATIONS b
BELLENUE, NE 68005 c
d
42 REV.CD. | 43 DESCRIPTION 44HCPCS | RATES 45SERV.DATE | 46SERV.UNTS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
hﬁ@?l PERIPHERAL VASCULAR LAB |93736 122001 1 14400
001| TOTAL CHARGE _ 14400 0
50 PAYER 51 PROVIDER NO. o [ s4PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y I[Y 11520
57 | DVIE FROV PATIENT > 0
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NANE 62 INSURANGE GROUP NO
ROBLES, SOLEDAD 01{700003857
63 TREATMENT AUTHORIZATION CODES 2 | 65 EMPLOYER NAWE 66 EMPLOYER LOCATION
il
6TPRN.DAG.CO.|  gcone | 10CODE R L 74CO0E 76 ADM. DIAG, CD. | 77 E-CODE 78
V4501 | V5331
79pc.[ 80  PRINCIPALPROCEDURE 81 OFHERPROCEDURE I a2 ATTENDNGPHYS. D A29529
;ﬂ A83973 ZAMBRANO,OSCAR G MD
o THER PROCEDURE coaTHER PROCEDURE 83 OTHER PHYS. ID
BAREMARKS OTHER PHYS. ID
85 PROVIDER REPRESENTATIVE 5 DATE
X 013006

T 8 T o T
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GOOD SAMARITAN HOSPITAL

2vV00002982247

3 PATIENT CONTROL NO.

O

o o0 T o

W ® N O G A W N -

[}

o]

o o T o oo

FILE 53289 556-34-7984 VAK94742 131
LOS ANGELES CA 900743289 |sren.1axno. © STATEMENTCOVERSPERIOD. |7 covn. | 8 NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]091301(091301
1ZBATIENT NAME 13 PATIENT ADDRESS
MOORE, MYRTLE R 3333 CARLIN AVE;LYNWOOD;CA;90262
14 BIRTHDATE 15SEX|16MS| o ADMIBSION e 2smo [21 O HR[22 STAT| 23 MEDICAL RECORD No. 2 CONDITION CODES » |31CO
10231917/ F| W/ 091301]15] 3| 2 01{M000818873 AA
37 OCCURRENCE M OCCURRERCE S GCCURRENCE SPAN 7
CODE DATE CODE DATE CODE FROM | THROUGH A
11} 091301 3
- c
UHP HEALTH CARE T | VRS T | TS
FIRESTONE MEDICAL GROUP a
3638 TWEEDY BLVD b
SOUTH GATE, CA 950280 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
921| PERIPHERAL VASCULAR LAB | 93736 091301 1 12000
£001| TOTAL CHARGE 12000 0
50 PAYER 51 PROVIDER NO. Wl %" | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
{*HP HEALTH CARE 951656366 YI|Y 0 9600
57 | DUIE (FIROM PATIENT [> 0
58 INSURED'S NAME 59 P.REL| 60 CERT.- SSN - HIC. - (D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
MOORE, MYRTLE R 01| 000-955-370 RETIRED
63 TREATMENT AUTHORIZATION CODES i< | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
500400966 5
GTPRN.DIAGCD. |  goope | 10 CoDE OTHER DIAG. CODES 20 Go0E 76 ADM. DIAG. CD. | 77 E-CODE 78
V4501 , V4501
79pc. |80 PRINCIPALPROCEDURE 81 OTHERFROCEDURE 82 ATTENDING PHYS. ID
]|
ST SIRERPROCEDURE - OTHER PROCEDURE %3 OTHER PHYS. D
6T REMARKS OTHER PHYS. 1D
85 PROVIDER REPRESENTATIVE GEDATE
013006

G5 ZHCEA D AFRav, D OKING C13082Te GTRORIGNAL

TCERTIFY THZ CLRTIF.CAT:ONS ON THE REVE RLL APFLY TO THII L'LL AN AR BADE A PAKT K. REOF
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GOOD SAMARITAN HOSPITAL 2 V00004535605 3PATIENT CONTROL NO. %
FILE 53289 458-12-9525 VAGO07844 831 ]
I.0S ANGELES CA 900743289 |sren.maxno. B STATEMENT COVERSPERIOD. . |7 covp.| sncD. | 9ciD. |10 LRD. | 11
2134822700 2134822721 US|95-1656366|021103|021103
S2PATIENT NAVE 13 PATIENT ADDRESS
CLAY,JAMES L 13908 HILLFORD AVE;COMPTON;CA;90222
14 BIRTHDATE 155X 16MS|  rpare  AOVISSION o 1voe s snc |21 D R[22 STAT| 23 MEDICAL RECORD NO. " CONDITION COOES » | 31CO
'01041920{M| W/ 021103|18 | 3| 2 01[M000S904775 AA
e R Sooe TG T | e M v |y A
1 11 021103 B B
C [
"ONITED HEALTH PLAN
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV. CD. | 43 DESCRIPTION 44 HOPCS / RATES G5SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
250| PHARMACY GENERAL 021103 4 10242 1
250 PHARMACY GENERAL J2250 021103 2 8368 2
"270| MED SURG SUPPLIES 021103 1 29046 3
300| LABORATORY GENERAL G0001 021103 1 960 4
~301| LAB CHEMISTRY 82565 021103 1 1920 5
‘301| LAB CHEMISTRY 84132 021103 1 2160 6
301| LAB CHEMISTRY 84520 021103 1 1920 7
305| LAB HEMATOLOGY - 185610 021103 1 2640 8
305| LAB HEMATOLOGY 85730 021103 1 2640 0
710| RECOVERY ROOM GENERAL 021103 3 33600 10
11
12
13
14
15
1
17
18
19
20
21
ot 22
"'_-C') 01| TOTAL CHARGE 93496 0 23
50 PAYER 51 PROVIDER NO. o7 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 0 74797
57 | DUEE PAVIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - D NO. 61 GROUP NAME 62 INSURANGE GROUP NO.
CLAY,JAMES L 01|000 067 200 901 A
B
[o]
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
77486-1 A
B
[
BTPRN.DIAG.CD.|  goope | 70C00E OTHER DIAG. CODES 74 CODE 76 ADM. DIAG, CD. | 77 E-CODE 78
4538 7964 [V641 4538
79p| ®  LRINCIPAL PROCEDURE _ 87 OTHERPROCEDURE B2 ATTENDNG PHYS.D (4 279 0 a
L—:J C08368 ESTIOKO,MANUEL R MD b
i comp R PRGCEDURE, o THER PROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE E3DATE °
013006
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GOOD SAMARITAN HOSPITAL 2 V000050963775 3 PATIENT CONTROL NO.
FILE 53289 631-24-9211 VAG75101
LOS ANGELES CA 900743289 |sren.taxno. 6 STATEMENTCOVERSFERIOD |7 covo.| sncD. | 9ciD |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|080103[083103
1ZPATIENT NAME 13 PATIENT ADDRESS
AGUILAR, GREGORIA 1709 W 8TH ST;LOS ANGELES;CA;90017
14 BIRTHDATE 15SEX[16MS | ypare  AOVIRSIN 1 rype, gnsre |21 DHR[22 STAT| 23 MEDICAL RECORD NO. . CONDITION CODES » |31C0O
| 05291929 F | M[ 08010313 [ 3| 2 M000989883 AS
T2 GUCURHENCE 34 QCGURRENGE ] GCCURRENCE SPAN k1
(02% DATE COBE DATE CODE FROM THROUGH A A
B B
| c c
UNITED HEALTH PLAN T O T PR
C/0 MERIDIAN HLTHCARE MGMT a| 50 500 a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
. d d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
420 PT GENERAL 97110GP 080503 2 16588 1
i420] PT GENERAL 97140 080503 1 82108 2
“420| PT GENERAL 97110GP 080703 2 16588 3
420| PT GENERAL 97140 080703 1 82108 4
420 PT GENERAL 97110GP 081403 2 16588 5
420| PT GENERAL 97140 081403 1 82108 6
420| PT GENERAL 97110GP 081903 3 24882 7
420| PT GENERAL 97110GP 082103 3 24882 8
9
10
1"
12
13
14
15
16
- 17
i 18
19
2
21
2
001} TOTAL CHARGE 124152 0 23
50 PAYER 51 PROVIDER NO. x| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yi|Y 0 99322
57 | DUIE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
AGUILAR, GREGORIA 01631249211 A
B
[
63 TREATMENT AUTHORIZATION CODES o | s5 EmpLOVER NAME 66 EMPLOYER LOCATION
A
¢ B
‘.a [
67PRIN.OIAG.CD.|  gocane 10CCoE GTHERDIAG. COOES 74 Co0E 76 ADM. DIAG. CD. | 77 E-CODE 78
31380 | i . ] 81380
79p.c 8 PRNCIPALPROCEDURE 8 OIFERPROCEDURE ' g aTTENONGPYS D CAGS85170 a
9] SHIN,TAE M MD b
~-CTRERPROCEDURE < OTRER PROCEDURE 5 OTHER PAYS. 1D a
b
8 REMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE 86 DATE °
X 013006

VCERTIFY THZ CERTIRCATIONG ON THE RI VURLT APFLY TO TH: » BXLL AND ARG BALL A AT HERLO?
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GOOD SAMARITAN HOSPITAL 2 V00005061742 3 PATIENT CONTROL NO. & i
FILE 53289 631-24-9211 VAK94738 131
LOS ANGELES CA 900743289 |sren.taxno. § STATENENT COVERS PERIOD . [ 7covo.| anco. | scip [0 uRp. | 11
2134822700 2134822721 US| 95-1656366(072203|073103
1ZPATIENT NAVE 13 PATIENT ADDRESS
EGUILAR,GREGORIA 1709 W 8TH ST;LOS ANGELES;CA;90017
14 BRTHDATE 156X 16MS|  rpure  AOVISSION o rvee, mpsnc |21 D HR[22 STAT| 23 MEDICAL RECORD No. . LONDITION CODES « | CO
05291929 F | M[ 07220311 ] 3| 2 01|M000989883 AS
"32 " QCCURRENCE 34 QCCURRENCE 36 OCCURRENCE SPAN 37
LouE DATE CODE DATE CODE FROM THROUGH A
{ 111 072203 3
c
UNITED HEALTH PLAN Tooe | MR Gooe | AUEC
C/0 MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NB 68005-1561 c
d
42 REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
i1 420| PT GENERAL 97110GP 072203 2 16588
2l 420 PT GENERAL 97110GP 072903 2 16588
3| 420| PT GENERAL 97140 072903 1 8208
af 424 PT EVALUATION 97001GP 072203 2 19008
5
o] "
7| 2%
8
o
001| TOTAL CHARGE 60392 0
50 PAYER 51 PROVIDER NO. W ] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
iNITED HEALTH PLAN 951656366 Y 48314
57 | DUIE FROWM PATIENT > 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN- HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
631249211
€3 TREATMENT AUTHORIZATION CODES .| 65 EmPLOYER NaME 66 EMPLOYER LOCATION
67PRN.DIAG.CD.| g cone 10CO0E OTHERDIAG. CODES 74 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
81380 81380
79pc.| 80 PRINCIPAL PROCEDURE 8 OTHERPROCEDURE s2arTEnDINGPHYS. 0 CAG85170
ol | ,, SHIN,TAE M MD
~-GTHER PROCEDURE - —OTHER PROCEDURE. 23 OTER PIIVS. 10
737’1FEMARKS OTHER PHYS. ID
- §5 PROVIDER REPRESENTATIVE 8 DATE
013006
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GOOD SAMARITAN HOSPITAL 2 V00004907119 3PATIENT CONTROL NO. Pl
FILE 53289 547-04-8127 VAG47172 131
1,0S ANGELES CA 900743289 |sren.taxno. 8 STATENENT COVERSPERIOD 7C0VD.| 8NCD. | 9CID. [10LRD.| 11
2134822700 2134822721 US| 95-1656366)|060203|063003
12 PATIENT NAME T3 PATIENT ADDRESS
NOVELQO, MIGUEL 5122 DAHLIA DR.;LOS ANGELES;CA;90041
14 BIRTHDATE 156X 16MS] o ADMISSION e nsnc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " LONDITION CO0ES » |3CO
[ 10161930| M| M[060203[12 | 3| 2 M000985825 CA
3(:2305 CCCURR%‘X% 3::1005 CCCURR%\}{(T:EE 3(?005 O(ERCgl\l? RENCEISPAN THROUGH Z A
B B
: c c
JHP HEALTHCARE Tooe | QR Cooe | MYUEGEOE
13405 WEST IMPERIAL HWY a a
STE 304 b b
INGLEWOOD, CA 90303 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS [ RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
333 RAD THERAPY RADIATION 77789 060203 1 16589 1
333} RAD THERAPY RADIATION 77789 060903 1 16589 2
333| RAD THERAPY RADIATION 77789 061603 1 16589 3
4
5
6
7
8
9
10
1
12
T 13
R 14
15
16
17
18
19
20
7
22
001 TOTAL CHARGE ‘ 49767 0 2
50 PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UHP HEALTHCARE 951656366 Y 0 39814
5 | DUE PAVIENT > 0
§8 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
INOVELO, MIGUEL 01|547048127 A
B
L c
63 TREATMENT AUTHORIZATION CODES .| 65 EmPLOVER NAME 66 EMPLOYER LOCATION
A
B
c
67PRIN.DIAG.CD.| g5 con oot | OTHERDIAG. COOES 74 CO0E 76 ADM. DIAG. CD. | 77 E-CODE 8
37240 _ 37240
70pC| 8 RINCIPALPROCEDURE 87 OTHERPROCEDURE 2 ATTENDING PITTS. 10 a
9 b
- o OTAER PROCEBURE ™™ - coOTHER PROCEDURE 83 OTHER PHYS. ID a
[ b
84 REMARKS OTHER PHYS. ID a
b
55 PROVIDER REPRESENTATIVE 56 DATE
X 013006

TCLRT(Y THE CERTIF.ICATIONG ON THE REVL RiE APPLY TO THE) DAL AND ARL MARL A PART He RUOF
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GOOD SAMARITAN HOSPITAL 2y00004498796 3 PATIENT CONTROL NO. oo |
FILE 53289 620-33-3617 VAG74435 131
LOS ANGELES CA 900743289 |[sre.1axno. & STATEMENT COVERSPERID. ™ 17 covp. | 8 NGD. | 9 CID. | 10 LRD. | 11
2134822700 2134822721 US| 95-1656366|012203[012203
12 PATIENT NANE 13 PATIENT ADDRESS
PARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
14 BIRTHDATE 15SEX|16MS | pare  ADVISSION e, spsc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. u LONDITION CODES » |3CO
06092002 F| S/ 012203[17 [ 4 | 01| M000956560 AS
32 OCCURRENCE 34 OCCURRENCE 36 CCCURRENCE SPAN 37
_tost DATE CODE DATE CODE FROLY THROUGH A
11| 012203 3
- C
NITED HEALTH PLAN Tooz | AR oo | MRS
3405 W IMPERIAL HWY a
ETTN: CLMS OPERATIONS b
INGLEWOOD, CA 90303 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46 SERV, UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
636/ RX REQ DETAILED CODING Cs003 012203 3 433173
2k
001] TOTAL CHARGE 433173 0
50PAYER §1 PROVIDER NO. WL | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 YilY 346538
57 | DUE FROM PATIENT > 0 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
JOUNG, HYE 03]310938 LA VIDA MEDICA
63 TREATMENT AUTHORIZATION CODES .| 65 EMPLOYER NaME 66 EMPLOYER LOCATION
BTPRN.DIG.CD.|  oope | 10 ConE OTHERDVG. CODES 14 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
V058 _ V058
79pc | 80 PRINCIPALPROCEDURE - BT OTRERPROCEDURE k SZATTENONGPHYS.D A4 4 31 9
9] F56432 SARDESATI, SMEETA MD
—~GTHER PROCEDURE < OTHER PROCEDURE 3 OTHER PHYS. 10
"84 REMARKS OTHER PRYS. ID
"85 PROVIDER REPRESENTATIVE TG OATE
013006

TCERTIFY THE, CERTIFICATIONG ON THE REVERGE APPLY TO THIJ BILL AND ARE MADE A PART HLREOF
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GOOD SAMARITAN HOSPITAL 2v00004586871 3PATIENT CONTROL NO. o e,
FILE 53289 620-33-3617 VAG56263 131
LOS ANGELES CA 900743289 | sren.taxno. 6 STATEMENT COVERSPERIOD. -~ |7covD.| 8NCD. | 9C4D. |10 LRD. [ 11
2134822700 2134822721 US| 95-1656366[021903{021903
2 PATIENT NAME 13 PATIENT ADDRESS
FARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
14 BIRTHDATE s 16MS| o AOMISSION e spsme |21 DHR[22STAT| 23 MEDICAL RECORD No. " "CONDITION CODES « |3CO
| 06092002 F | S[021903|17] 4 | 01|{M000956560 AS
R I T T I .
| 11} 021903 B B
C c
UNITED HEALTH PLAN Tooe | ME Ot Cone | A R
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD, | 43 DESCRIPTION 44 HOPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
11 636/ RX REQ DETAILED CODING C9003 021903 3 433173 1
2 2
3 3
4 4
5| - 5
sl 6
7 ':" 7
8 8
9 9
10
1
12
13
14
15
1
17
18
19
20
21
) 22
'001] TOTAL CHARGE 433173 0 2
SUPAYER 51 PROVIDER NO. %] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 0 346538
57 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| B0 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
PARK, KIMBERLY 01|301938 A
B
Cc
63 TREATVENT AUTHORIZATION CODES .| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
Cc
BTPRN.DAG.CD.]  eope | 1000 OTHER DING. CODER o 24 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
Vo058 7 - V058
79pC.| 8 PAINCPAL PROGEDURE - 87 OTHERPROCEDURE 2 ATTENONGPRYS.D A4 1002 a
9 RAMANATHAN , RANGASAMY MD b
W[ o HERPROCEDURE, cosJHERPROCEDURE 33 OTHER PHYS. ID a
b
88 REVARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE B6DATE °
X 013006

TCURTIFY TH CLRTIHCATONS ON THE REVE A7 APPLY TO THE; Bl AND AR LADC A RART K RLOF
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GOOD SAMARITAN HOSPITAL

2 V00004673695 3 PATIENT CONTROL NO. o Bt
FILE 53289 620-33-3617 VAG56262 131
LOS ANGELES CA 900743289 |sFen.1axNo. § STATEMENTCOVERSPERIOD. 17 covp, | sncD. | 9CiD. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|031503{031903
1Z PATIENT NANE 13 PATIENT ADDRESS

PARK, KIMBERLY

3817 MAYFIELD AVE;LA CRESCENTA;CA;91214

14 BIRTHDATE ssex|ems| e AOMESIRN o rve, sosec |21 D HR|22 STAT| 23 MEDICAL RECORD NO. " LONDITION CODES o | ¥CO
06092002 F| S/ 031903]16| | 9 01| M000956560 AS
% QCCURRENCE 3 OCCURRENCE % GCCURRENCE SPAN 7
CODE DATE CODE DATE CODE FROW THROUGH A A
11| 031903 3 8
C [
UNITED HEALTH PLAN T U T | TS
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
ZELLEVUE, NE 68005-1561 c c
d d
42 REV. CD. | 43 DESCRIPTION 44HCPCS | RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
636 RX REQ DETAILED CODING C9003 031903 3 433173 1
' 2
3
4
5
6
7
8
9
10
1
12
13
14
A 15
kS 16
17
18
19
20
7
22
001| TOTAL CHARGE 433173 0 23
50 PAYER 51 PROVIDER NO. o 5| 54 PRIOR PAYMENTS 55 EST. AMOUNT OUE 56
UNITED HEALTH PLAN 951656366 Y[|Y 0 346538
5 | DUE PATIENT > 0
58 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO,
PARK, KIMBERLY 01|301938 A
B
[
63 TREATMENT AUTHORIZATION CODES oo | s EmpLOYER NamE 66 EMPLOYER LOCATION
T A
B
Cc
67PRN.DG.CO.| g come 10CoDE OFHERDIAG. CODES 4 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
Vo058 . __ vo58
7968  PRINCIPALPROCEDURE §7_ OTFERPROCEDURE SZATTENONGPHYS. D AZ44 319 a
ol - F56432 SARDESAI, SMEETA MD b
oOTRERPROCEDURE - cogETHWR‘c CEDURE 83 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. ID a
85 PROVIDER REPRESENTATIVE 86 DATE ®
013006

X092 HCFA14D

'AFFROVED 0D RO (0330719

OCRORIGINAL

TCURTIFY THZ CERTIFICATIONG ON TH. Ri Vi RLE APFLY TO THE; DILL AND ARE MADE A B2 ML i OF
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GOOD SAMARITAN HOSPITAL 2y00004782702 3 PATIENT CONTROL NO. &'?E:
FILE 53289 620-33-3617 VAK94745 131
LOS ANGELES CA 900743289 |sren.1axno. 6 STATEMENTCOVERSPERIOD |7 covp. | s MCD. | 9.C4D. | 10 LRD. | 11
2134822700 2134822721 US| 95-1656366|042303|042303
12 PATIENT NAME 13 PATIENT ADDRESS
PARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
14 BIRTHDATE 155X 16MS|  pare  APMSSION 1o rvee, zpsnc |21 DHR[22 STAT| 23 MEDICAL RECORD No. “ CORDITION CODES » |3CO
| ©6092002] F | S[ 042303[15 ] 4 | 01|M000956560 AS
34 OCCURNENCE 34 QCCURRENCE ] GCCURRENCE SPAN T
COOE DATE CODE DATE CODE FRO!M THROUGH A
31| 042303 3
C
UNITED HEALTH PLAN Tor | Y T | "
C/0O MERIDIAN HLTHCARE MGMT a
PO BOX 1561 b
BELLEVUE, NE 68005-1561 c
d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 636| RX REQ DETAILED CODING C9003 042303 3 433173
2
3
4
5| -
6
7
8
s| i
001| TOTAL CHARGE 433173 0
50 PAYER 51 PROVIDER NO. | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 329039
N
57 | DUEE [FROM PATIENT > 0 17499
56 INSURED'S NAME 59P.REL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO
2ARK, KIMBERLY 01301938
63 TREATMENT AUTHORIZATION CODES - | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
6TPRN.OAG CD.|  goope | 10 CoDE OTHERDIAG.CODES - 4 CO0E 76 ADM. DIAG. CD. | 77 €-CODE 78
V058 Vo058
79pC| 8  DRINCPALPROCEDURE BT OTHERPROCEDURE 2 ATTENDNGPRYS.D AA4 310

9l

F56432

SARDESATI, SMEETA MD

OTHER PROCEDURE
CODE DATE

OTHER PRO

CEDURE
CODE DATE

83 OTHER PHYS. ID

84 REMARKS

OTHER PHYS. iD

T 8 T o T o

85 PROVIDER REPRESENTATIVE

X

86 DATE

013006

[EAgeTRTy YNy A ROV D GYZINO £3308470 OCKORIGINAL

100

TCORTIFY THZ Gt RTIFGATIONG ON THL K2 Wi HIZ APELY TO THIS BXLL ARD ART LADY A PAKT HLREOR
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GOOD SAMARITAN HOSPITAL 2 V00004191961 3PATIENT CONTROL NO. o
FILE 53289 620-33-3617 VAF77396 131
LOS ANGELES CA 900743289 |srepiaxno. 6 STATEMENT COVERSPERIOD. 17 covp. | 8 NCD. | 9C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|100902(100902
12 PATIENT NANE 13 PATIENT ADDRESS
PARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
14 BIRTHDATE 15SEX)16MS| o AOVSSON 1o rvpe, 29snc |21 D HR[22 STAT| 23 MEDICAL RECORD NO. . CONDITION CODES » |3CO
{’6092002][ F| S{ 10090216 | 4 | 01]M000956560 AS
35 GECURRENCE 34 CCCURRENGE ] BLCURRENCE SPAN 7
[Jeri] DATE CODE DATE CODE FRC. THROUGH Al
11| 100902 B
C
UNITED HEALTH PLAN T T | "R
3405 W IMPERIAL HWY a
ATTN: CLMS OPERATIONS b
INGLEWOOD, CA 90303 c
d
42REV. CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48NON-COVERED CHARGES | 49
636| RX REQ DETAILED CODING C9003 100902 2 279151
ERN
001| TOTAL CHARGE 279151 0
50 PAYER 51 PROVIDER NO. o' .. | 54PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Yil|Y 0 223321
57 | DUIE FROW PATIENT > 0
58 INSURED'S NAME 53 PREL| 60 CERT. - SSN - HIC. - D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
JOUNG, HYE 03310938 LA VIDA MEDICA
63 TREATMENT AUTHORIZATION CODES o | 65 EMPLOYER NamE 66 EMPLOYER LOCATION
67PRN.DIG.CO.|  ¢gcone 0.CODE OTHERDIRG. CODES 14 Co0E 76 ADV. DIAG. CD. | 77 E-CODE 78
V058 0796 V058
79pc. |80 PRINCIPALPROCEDURE 8 OTHERPROCEDURE 82ATTENDINGPHYS.I0 244319
Ell F56432 SARDESAI, SMEETA MD
 OTHER PROCEDURE couTHER PROCEDURE 83 OTHER PHYS. ID
84 REMARKS OTHER PHYS. ID
w 55 PROVIDER REPRESENTATIVE S6DATE
_ _ _ 013006




()

[

a o0 T o

GOOD SAMARITAN HOSPITAL

2 V00004278586

3 PATIENT CONTROL NO.

GTHE |

o

© @ N O ¢ s B N =

OF G
FILE 53289 620-33-3617 VAG74434 f%%h
LOS ANGELES CA 900743289 |srep1axno. © STATEMENTCOVERSPERIOD . |7 covo.| sncD. | 9cin. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366|110602|110602
1ZPATIENT NAME 13 PATIENT ADDRESS
?ARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
34 BIRTHDATE 15Sex|16MS| o AOVISSION o vee, spsac |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. 2 CONDITION CODES 2CO
06092002[ F | S[110602| 15| 4 | 01|M000956560 AS
Ty T Y T | T s T A
11| 110602 B B
C c
UNITED HEALTH PLAN Coor | M ORGN Gone | ME RGN
3405 W IMPERIAL HWY a a
ATTN: CLMS OPERATIONS b b
INGLEWOOD, CA 90303 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
636 RX REQ DETAILED CODING C9o003 110602 2 279151 1
2
3
4
5
6
H 7
' 8
' 0
10
11
12
13
14
15
16
17
18
19
20
21
22
001]| TOTAL CHARGE 279151 2
50 PAYER 51 PROVIDER NO. At 0| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 5
ﬁNITED HEALTH PLAN 951656366 Y| |Y 0 223321
i
57 | bUE FroW PATIENT > 0 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC. - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO
JOUNG, HYE 03310938 LA VIDA MEDICA A
B
c
63 TREATMENT AUTHORIZATION CODES 4. | 65 EMPLOVER NAME 66 EMPLOYER LOCATION
A
B
[
GTPRN.DIAG.CO.| oo | 10C00E OTHERDIAG.CODES 74 CODE 76 ADM. DIAG, CD. 78
V058 V058
79pc] 8 DRNCIPALPROCEDURE B OIFERPROCEDURE B2 ATTENDNGPRYS 0 A4 4319 a
El F56432 SARDESAI, SMEETA MD b
| oQTHERPROCEDURE oo HERPROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
v 85 PROVIDER REPRESENTATIVE BGDATE °
013006

G RCEAIED AFPROVED CIAING C2-06270 GCROKGINAL

TCERTIFY THC CTRTIFICATIONG ON THE RLVERSE AFFLY TO TH) B4 AND AHE KATE A PART H HLGF
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GOOD SAMARITAN HOSPITAL 2vy00004383980 3 PATIENT CONTROL NO. el
FILE 53289 620-33-3617 VAK94744 131
1.0S ANGELES CA 900743289 |[srep.taxno, § STATENENT COVERSPERIOD. ™ [7 CovD. | 8 NCD. | 9 CID. | 10 LRD, | 11
2134822700 2134822721 US| 95-1656366(121102/121102
12 PATIENT NAME 13 PATIENT ADDRESS
PARK, KIMBERLY 3817 MAYFIELD AVE;LA CRESCENTA;CA;91214
14 BIRTHDATE 1550 16MS| o PPMISSION o e, g sec |21 DHR[22 STAT| 23 MEDICAL RECORD NO. u CONDITION CODES « |3CO
06092002[ F| S[ 12110217 [ 4 | 01| M0O00S956560 AS
Toor TUEE oo B Tooe | R ovan [ A
11 121102 a 8
o] [
UNITED HEALTH PLAN Tooe | EGRE Cooe | RGOS
3405 W IMPERIAL HWY a a
ATTN: CLMS OPERATIONS b b
INGLEWOOD, CA 90303 < c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
636| RX REQ DETAILED CODING C9003 121102 2 279151 1
b 2
- i
o 4
' 5
6
7
8
0
10
il
12
13
14
15
16
17
18
19
- 20
‘ 21
.o 22
'001] TOTAL CHARGE 279151 0 2
50 PAYER 51 PROVIDER NO. Ca atl 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 223321
8 | DUIE FROW PATIENT > 0 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN- HIC.- IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO
JOUNG, HYE 03310938 LA VIDA MEDICA A
B
[
63 TREATMENT AUTHORIZATION CODES oae. | 65 EMPLOYER NAME 66 EMPLOYER LOCATION
A
B
c
67PRIN.OIAG.CD. | g4 cone 10CODE OTHERDIAG. CODES 7400 76 ADM. DIAG. CD. | 77 E-CODE 78
7580 7 V058
76pC] 8 PRINCIPALPROCEDURE - BT OTAERPROCEDURE B ATTENONGPHYS D AG 6245 a
_21 H36834 CAYABYAB,ROWENA G MD b
. o OTRERPROCEDURE coOTHERPROCEDURE 83 OTHER PHYS. ID a
b
84 REMARKS OTHER PHYS. ID a
b

85 PROVIDER REPRESENTATIVE

86 DATE

013006

U2 RGP A 1473 AROV, D ORING £1300278 OCROR:CINAL

TCURTIFY THE GERTIFCATIONG ON THI: REVERLE APPLY TO THE) iLL AND ARE NADZ A PART HLRL OF
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GOOD SAMARITAN HOSPITAL 2v00006907943 3 PATIENT CONTROL NO.
FILE 53289 054-48-0620 VAJ48025
LOS ANGELES CA 500743289 |srep.1axno. 5 STATEMENTCOVERSPERIOD |7 covp, | 8 NcD. | 9.CID. |10 LRD. | 11
2134822700 2134822721 US|[95-1656366|051205[051205
17 PATIENT NAME 13 PATIENT ADDRESS
FUJIWARA, SHIZUYE 455 E 3RD STREET;LOS ANGELES;CA;90013
1 BIRTHDATE 15SEX|16MS|  ypue  AOVISSION o ee, 2psre |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. a0 CONDITION CODES » | 3#HMO
€3131923|F [ W/ 051205/13 | 3 [ 2 01{M001048182 AS
% OCCURRENCE 34~ OCCURRENCE % OCCURRENCE SPAN T
€0aE DATE CODE DATE CODE FRQ | THROUGH A A
11] 051205 3 8
C (o]
UNITED HEALTH PLAN T | R | e S
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
310| LAB PATHOLOGICAL GEN 88305 051205 1 7080 1
402 OTHER IMAG ULTRASOUND 76942 051205 1 82944 2
3
4
5
6
7
. 8
¢ ®
10
H
12
13
14
15
16
17
18
18
20
21
2
001] TOTAL CHARGE 90024 0 2
50 PAYER 51 PROVIDER NO. o o] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y||Y 72019
:"‘?:
57 | DUE PAVIENT > 0
58 INSURED'S NAME 59P.REL] 60 CERT. - SSN - HIC. - 1D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
FUJIWARA, SHIZUYE 01]700014434 TOTAL MED IPA A
B
c
63 TREATMENT AUTHORIZATION CODES 22| s empLover name 66 EMPLOYER LOCATION
000500001745 5|RETIRED A
B
Cc
67PRIN.DAG.CD.|  gocone 0 CODE OTHER DIAG. CODES 4 CODE 76 ADM. DIAG. CD. | 77 E-CODE 78
1749 7 61172
T P AP S ™ ETEGERS b 637042 :
9118511 05120518873 051205 ROCKOFF , MARK MD b
CODOJHERAPRCCEDUREDATE COggHER PRCCEDUREDATE 83 OTHER PHYS. IDG3 7 O 4 2 a
, ROCKOFF , MARK MD b
&7 REMARKS OTHER PHYS. ID a
o 55 PROVIDER REPRESENTATIVE 85 DATE °
013006

U3 37 HCTA-14%0 APPROV: D OMDNO £233:0270

OCR/GRIGINAL

TCURTIFY THE CERTIFICATIONG O THZ REVE RGE APPLY TO THES HILL AND ARL MAGE A PART HE RLOF



o o

© O N ! D& W N

O W P

o 0 T o

700D SAMARITAN HOSPITAL

2 V00004865556

3 PATIENT CONTROL NO.

AT
FEILL

FILE 53289 565-41-5545 VAG09915 131
1.OS ANGELES CA 900743289 |sren.Taxno. © STATEMENT COVERSPERIOD |7 covD. | 8NCD. | 9¢C4D. |10 LRD. | 11
2134822700 2134822721 US| 95-1656366]060203|060203
12 PATIENT NAVE 13 PATIENT ADDRESS
KIM, SHIN OAK 2136 BRIDGE PORT WY; TORRANCE;CA;90503
14 BRTHDATE 155X 16MS|  ypar  APMRSION o e, psne |21 D HR[22 STAT| 23 MEDICAL RECORD NO. " CONDITIONTOGES » |31CO
12251951 F[ M[ 060203[14] 3| 2 01|{M000891187 AS
37 OCCURRENCE 4 OCCURRENGE % DCCURRENCE SPAN 3
[§enl DATE CODE DATE CODE FROG i THROUGH A A
| 11| 060203 3 B
c Cc
UNITED HEALTH PLAN Tove | MU P Cooe | AUE QR
PO BOX 920579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42 REV.CD. | 43 DESCRIPTION 4 HCPCS / RATES 45SERV.DATE | 4GSERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
402| OTHER IMAG ULTRASOUND 76645 060203 1 43200 1
2
3
4
5
6
7
8
9
10
1
12
13
14
15
16
17
18
. 19
d 20
21
' 22
001} TOTAL CHARGE 43200 0 2
50 PAYER 51 PROVIDER NO. 5 57| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
| UNITED HEALTH PLAN 951656366 Y| IY 0 34560
57 | buE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC. IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
KIM, SHIN OAK 01]565415545 UNPO 827601 A
B
c
63 TREATMENT AUTHORIZATION CODES 4 | 6 EmpLOVER NavE 66 EMPLOYER LOCATION
20030515459800011 A
B
C
67PRN.DIAG.CO.|  gcone 7000 OTRERDIAG. CODES 14 Co0E 76 ADM. DIAG, CD. | 77 £-CODE 78
51172 i 61172
79P..] ©  PRINCIPAL PROCEDURE _ 5T OTHER PROCEDURE — S2ATTENDNGPHYS.D A38291 a
Ell A28585 WHANG,SEON H MD b
' o QTRERPROCEDURE coogHERPROCEDURE 83 OTHER PHYS. 1D a
b
84 REMARKS OTHER PHYS. ID a
[ 85 PROVIDER REPRESENTATIVE 86 DATE °
X 013006

RSNV XTI APRGY, D ORING (3330270

GCRORCNAL

TCERTIFY THZ CERT.F.ICAT:OND N THE REVERLE APFLY TO TH | BLLAND ARE MADE A PAHT Ki AT OF







GOOD SAMARITAN HOSPITAL 2 V00006171003 3 PATIENT CONTROL NO. &r&f:
FILE 53289 464-36-6753 VAH80010 13
LOS ANGELES CA 900743289 |sren.1axno. © STATEMENTCOVERSPERIOD |7 covp. | sncD. | 9cip. [10LRD. | 11
2134822700 2134822721 US|[95-1656366]081904[081904
12 PATIENT NAME 13 PATIENT ADDRESS
HAYNES,FAY R 633 E 90TH ST;LOS ANGELES;CA;50002
14 BIRTHDATE 15SEX[16MS|  ypare  "PMISSRN 1o rvee, 2psme |21 D HR[22 STAT| 23 MEDICAL RECORD NO. ” CORGIION CODES o |3CO
12281916/ F| W/ 08190413 [ 3] 2 01{M000865704 AA
P R B R T A
al 11| 081904 8 8
b| , c c
% ONITED HEALTH PLAN T
C/O MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
RELLEVUE, NE 68005-1561 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HCPCS | RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48NON-COVERED CHARGES | 49
i 921| PERIPHERAL VASCULAR LAB |93731 081904 1 17280 1
2 2
3 3
4 4
5 5
6 8
7 7
8 8
9 9
10 10
1 11
12 12
13 . 13
o 14
15 ’-‘;' 15
16 o 16
17 17
18 18
19 19
2 2
21 21
2 22
| 001| TOTAL CHARGE 17280 0 2
50 PAYER 51 PROVIDER NO. W' 0| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
a| UNITED HEALTH PLAN 951656366 Y{|Y 57422 43598 -
B8
c
57 | DUE PATIENT > 0
58 INSURED'S NAME 59 PREL| 60 CERT. - SSN - HIC.- D NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
a| HAYNES, FAY R 01464366753 021-157-321 A
B B
c| . c
63REATMENT AUTHORIZATION CODES ot | 65 EMPLOYER NavE 66 EMPLOYER LOCATION
Al 27004070110000034 |5|[RETIRED A
8
Cc Cc
BTPRN.DIAG.CD.| oo | 10CODE OTHERDIAG.CODES 74008 76 ADM. DIAG. CD. | 77 E-CODE 78
V5331 V5331
79pC 8 FRINGIPALPROCEDURE B OFFERPROCEDURE - 2 ATTENONGPHYS.D C4 2790 a
9] C08368 ESTIOKO,MANUEL R MD b
< OTHER PROCEDURE oo HERPROCEDURE, 83 QTHER PHYS. ID a
b
a | B4 REMARKS OTHER PHYS. ID a
b b
55 PROVIDER REPRESENTATIVE S5 DATE
: 013006




GOOD SAMARITAN HOSPITAL 2 V00006139273 3 PATIENT CONTROL NO. &ﬁg{:
FILE 53289 458-44-8835 VAK94770 831
LOS ANGELES CA 900743289 [sren.maxno. 6 STATEMENTCOVERSPERIOD. ™ T7 covn.| snco. |9 cin [roLro. |1
2134822700 2134822721 US| 95-1656366(080904({080904
TZPATIENT NANE 13 PATIENT ADDRESS
VELASQUEZ , MANUEL 12427 RUSH STREET; SOUTH EL MONTE;CA;91733
14 BIRTHDATE 5SEX|16MS| o POVRSRN o vee, sosac [21DHR 23 MEDICAL RECORD NO. " CONDITIONCODES » |31CO
04161926[ M| S/ 080504[13 | 2 [ 4 M001025687 CA
42 QCCURRENCE 3 QCCURRENGE % OCCURRENCE SPAN g
COOE DATE CODE DATE CODE FROM | TRROUGH Al A
a| 11| 080904 3 B
ol i | c
% UNITED HEALTH PLAN Tove | MEDRE Cone | AR
C/0 MERIDIAN HLTHCARE MGMT a a
PO BOX 1561 b b
BELLEVUE, NE 68005-1561 c c
d d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
1| 255 PHARM INCID TO RAD SERV |A4644 080904 1 57600 1
2l 636/ RX REQ DETAILED CODING 081104 1 86400 2
3 3
4 4
5 5
0 6
7 7
8 8
9 9
10 10
1| 11
2] 12
13 ! 13
1 1
15 15
16 16
17 17
18 18
19 19
20 2
21 21
2 2
»| 001| TOTAL CHARGE 144000 2
50 PAYER 51 PROVIDER NO. 5w 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
A| UNITED HEALTH PLAN 951656366 Y| |Y 133045 17845-
8{ MEDI-CAL Z2Z2T40471F Y |Y 0
cl ¢
5. | DUVEE RO PATIENT > 0
56 INSURED'S NAME 50PREL| 60 CERT. - SSN - HIC. - IDNO. 61 GROUP NAVE 62 INSURANCE GROUP NO.
A "\iELASQUEZ,MANUEL 01| 458448835 A
VELASQUEZ , MANUEL 01| 458448835 B
c c
63 TREATMENT AUTHORIZATION CODES 2T 65 EMPLOYER NAME 66 EMPLOYER LOCATION
Al 2004080610700006 A
B 8
c c
STPRN.OAG.CD.|  goope | 70ConE OTHERDirG. CODES 74 CODE 76 ADM, DIAG. CD. | 77 E-CODE 78
141401 [4254 14019 |3051 41401
79Pc] 8  PRNCPALPROGEDURE | 81 OTHERPROCEDURE. ~ RATTENONG PYS. D G677 04 8 a
_9‘L,__3_ZA2, _1080904] 8856 080904|8853 080904 | [E64813 MAYEDA,GUY S MD b
 STFERPROCEDURE - . CTHERPROCEDURE BIOTERPHYS. D 36 7 0 4 8 a
E64813 MAYEDA,GUY S MD b
84 REMARKS OTHER PHYS. D a
85 PROVIDER REPRESENTATIVE B DATE °
X 013006

OCRIORIGINAL

SV FROVE D OMBNO C3380279

TCCRTIFY THE CERTFICATIONS ON THS REVE RLE APPLY TO VHIS BILE ANG ARG LADL A PART HERLOF
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UINTHCFA 450 APPROVI O OMO NG G38-0279 OCRORIGINAL

VYCERTY THI CERTIFCAT-ONS ON TH: REVERTE AFFLY TO TH?) EiLL AND AR:

GOOD SAMARITAN HOSPITAL [z V00005922695 3 PATIENT CONTROL NO. oo
FILE 53289 614-48-4868 VAH28051 ]@.231_
LOS ANGELES CA 900743289 |sre.1axno. & STATENENTCOVERSPERIOD 17 covp.| encD. | 9cin. [1oLRD. |11
2134822700 2134822721 US|95-1656366]052104(052204
12 PATIENT NAVE 13 PATIENT ADDRESS
SIERRA, ANNA 159 W 52ND ST;LOS ANGELES;CA;90037
14 BIRTHDATE SSEX|16MS|  yypare POMISSION ok, s |21 D HR[22.STAT| 23 MEDICAL RECORD NO. " CONDITION CODES o |31CO
{0;7141980] F | M| 052104]20 [ 2] 7 01]7M000948070 167:1
ic,z()_:g OCCUER%%:E o oo OCF(R:%RENCEISPAN THROUGH 2‘3 A
11} 052104 5 B
[ [
"ONITED HEALTH PTAN T |
PO BOX 90579 a a
ATTN: CLMS OPERATIONS b b
LOS ANGELES, CA 90009-0579 c c
d d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATES 45SERV.DATE | 46SERV.UNITS | 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
258| PHARMACY IV SOLUTIONS 052104 1 12384 1
270 MED SURG SUPPLIES 052104 6 18849 2
270{ MED SURG SUPPLIES 052204 1 4660 3
300{ LABORATORY GENERAL 86850 052104 1 7716 4
'300{ LABORATORY GENERAL 86900 052104 1 6048 5
' 300| LABORATORY GENERAL 86901 052104 1 5184 6
£301| LAB CHEMISTRY 84702 052104 1 161{74 7
' 305{ LAB HEMATOLOGY 81003 052104 1 3140 8
“'402| OTHER IMAG ULTRASOUND 76856 052204 1 83152 o
450( EMERGENCY ROCM 99282 052104 1 30067 10
11
12
13
14
15
16
17
18
19
20
21
22
'D01| TOTAL CHARGE 187404 0 2
50 PAYER 51 PROVIDER NO. S 1 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
UNITED HEALTH PLAN 951656366 Y 161075 11152~
57 | DUE PATIENT [> 0
58 INSURED'S NAME 59 P.REL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 62 INSURANCE GROUP NO.
SIERRA, ANNA 01|300164516 A
B
c
63 TREATMENT AUTHORIZATION CODES o | 65 EmpLOYER NaME §6 EMPLOYER LOCATION
A
B
C
BTPRIN.OIMG.CD.|  geope | o cont OTHER DIAG. CODES_ ~ 70 GO0 76 ADM. DIAG. CD. | 77 E-CODE 78
64003 64000
79P] 8 PRNGPAL PROCEDURE - BT OTAERPROCEDURE 2 ATIENDNG PHYS. 0 AB236 3 a
9| ZIDE,ELIZABETH R MD b
! couER PROCEDURE coSTHER PROCEDURE 83 OTHER PHYS. 1D a
X b
BATREMARKS OTHER PHYS. ID a
55 PROVIDER REPRESENTATIVE B6 DATE ’
013006
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