1041 W. Montclaire Ave.
(Glendale, W1 53217
May 6, 2003

City Clerk

Attn: Claims
200 E. Wells St. - Room 205 S
Milwaukee, W1 53202-3567 .

)
w2 AL L
S I

Subject: Filing of Claim

it
(Ede

To Whom It May Concern:

Description of Incident =
[ f

I was dispatched to the scene by WITI-Channel 6 on 8/27/02 for a 9:00
p.m. news story. At the time it was very dark and raining heavily. I
parked at the location across from 8569 W. Lancaster Avenue adjacent to
Vogel Park. After exiting the van, just before I got to the curb, I stepped
upon a metal object that snapped up and struck me in the back of my right
leg. The metal kept my feet from moving and caused me to fall on both
knees and arms.

The back of my leg was bleeding profusely and I discovered what I had
stepped on was the window frame of a van that had burned on that spot
several days before. I attempted to control the bleeding with whatever I
had in the truck and did my best to complete my job.

I was told the Dodge van that burned there had been witnessed by
neighbors who told me a large amount of debris remained at the scene
because the heat from the fire had blown out the windows and completely
incinerated the car.

When [ returned to WITI late that night, a co-engineer, Tom Nielsen,
observed my injuries and was concerned about their extent. 1 was in pain
and reported the next day to the Work Injury Clinic for a tetanus shot and
exam. No x-rays were taken or MRI were done and I was given physical
therapy which did not improve the pain in my knee. [ then sought a second
opinion from Dr. Michael Anderson who, with the help of an MRI, © '
diagnosed my meniscus had been severely torn and knee surgery was done
to repair the damage. =



COB&MEEA HOSPITAL INC RECORD OF SERVICE PGH 1

BIN 503 DATE: 04/08/03
MILWAUKEE, WI 53288-0503 414 $61-3770 ACCT TYPE: O

PATIENT NAME: REICHARD ,SCOTT A PATIENT NUMBER: 7643280001 FC: O

IPMXB8656

ADMIT DATE: 10/15/02 DISCHARGE DATE: BIRTH DT: 09/16/1%5% PT: H
GUARANTOR: SCOTT A REICHARD | TOTAL CHARGES: 10154 .51
NAME AND : 1041 W MONTCLAIRE R et T
ADDRESS { ACCOUNT BAL: .00
GLENDALE WI 53217 | PATIENT BAL: .00
| BAL: INS1: K59 INS2: H70 INS2 PATIENT
DATE S8SVC CD  DESC | .00 .00 .00
101502 1 CISATRACURIUM 2 6530568 35.06 0.00 0.00 0.00
101502 1 BUPIVACAINE W/E 6590049 13.55 0.00 0.00 0.00
101502 1 CEFAZOLIN 1GM/D 6550057 32.24 0.00 0.00 0.00
101502 1 EPHEDRINE S04 5 6590146 29.76 0.090 ¢.00 0.00
101502 2 GLYCOPYRROLATE 6590207 26.32 0.00 0.00 0.00
101502 1 LACTATED RINGER 6590260 29.76 0.00 0.00 0.00
101502 2 METOCLOPRAMIDE- 6590331 78.56 0.00 0.00 0.00
101502 1 METOCLOPRAMIDE- 6590331 39.28 0.00 0.00 0.00
101502 1 MIDAZOLAM-VERSE 6590334 24.01 0.00 0.00C 0.00
101502 3 NEOSTIGMINE-PRO 6590359 39.48 0.00 0.00 0.00
101502 2 ONDANSETRON-ZOF 6590378 6§1.02 0.00 0.00 0.00
101502 1 PROPOFOL 10MG/M 6550426 31.89 0.00 0.00 0.00
101502 1 SUCCINYCHOLINE 6590508 14.85 0.00 0.co 0.00
101502 1 SUFENTANIL 50MC 6590510 41.30 0.00 0.00 0.00
101502 1 THIOPENTAL-PENT 6590525 32.97 0.00 0.00 0.00
101502 1 TRIAMCINOLONE A 6590536 19.43 0.00 0.00 0.00
101502 1 KETOROLAC INJ 6 6550556 25.74 0. 00 G.00 0.00
101502 1 PACU SUPPLIES A 4230005 67.65 0.00 0.00 0.00
101502 1 ARTHROSCOPY 4020001 £997.18 0.00 0.00 0.00
101502 4 ANESTHESIA 15 M 4420004 187.44 0.00 0.00 0.00
101502 1 ANES-ORTHOPEDRIC 4420017 580.38 0.00 0.00 0.00
101502 4 MORPHINE SULFAT 6590342 52.64 0.00 C.00C 0.00
101502 1 PACU RECOVERY R 4210004 648.31 0.00 0.00 0.00
101502 1 AMBULATORY SURG 4310001 27.50C 0.00 0.900 0.00
101502 1 AS ASSESSMENT F 4320001 396.75 0.00 0.00 0.00
1061502 1 EKG 12 LEAD 5600005 120.14 0.00 0.00 0.00
101502 1 PERCOCET 5/325 6526329 2.11 0.00 0.00 0.00
101502 1 VENIPUNCTURE 7080052 16.96 0.00 0.00 0.00
101502 1 CBC PLT COMP DI 7110150 82.23 0.00 0.00 0.00
121802 -1 COMMERCIAL/OTH 1011799 ~10154.51 ¢.00 0.00 0.00

12:45 04/08/03 FROM IBIX,EDPABLFX



COLUMBIA HOSPITAL INC RECORD OF SERVICE DGH# 1

BIN 503 DATE: 04/08/03
MILWAUKEE, WI 53288-0503 414 961-3770 ACCT TYPE: 0O
PATIENT NAME: REICHARD ,SCOTT A PATIENT NUMBER: 7643280001  FC: J
ADMIT DATE: 10/15/02 DISCHARGE DATE: BIRTH DT: 09/16/1959 PT: H
GUARANTOR: SCOTT A REICHARD ! ACCOUNT BAL: 00
NAME AND : 1041 W MONTCLAIRE [T T e
ADDRESS | PATIENT RAL: .00
GLENDALE WI 53217 !
TOTAL CHARGES: 10154.51  INS1l: K59 .00 INS2: H70 .00
INS3: INS4:
1 PAYMENTS -10154.51 -10154.51 0.00
2 LABORATORY 99.19 899.19 0.00
3 OR SERVICES 6997.18 £957.18 C.00
4 ANESTHESIA 1167.82 1167.82 0.00
5 SELF ADMIN DRUG 2.11 2.11 0.00
6 MED/SURG SUPPLI 67.65 £7.65 0.00
7 PHARMACY 627.86 627.86 0.00
8 RCVRY RM PROC C 1072.56 1072.56 0.00
S EKG/ECG 120.14 120.14 0.00

12:45% 04/08/03 FROM IBIX, EDPABLFY
IPMX8657



Date 13-24-03 BLOUNT ORTHOPAEDIC CLINIC Page: 1
Time: 13:45:04 Patient History
Chart #99845 SSN# 390806267 BLOUNT ORTHOPAEDIC CLINIC

Reichard, Scott A DOB (0S9-~-16-5%9 625 B ST PAUL AVE
1041 W Montclaire Avenue

From
Glendale, WI 53217 To 03/24/03

Home- {414} 963-189C Office-(414}355-6665

Milwaukee, WI 53202-5%507
{(414) 223-2727

T Date Code Diagnosis Prov AmountR IB Paid Balance/ Carr
Susp. Amt
C 08-13-02 895204 836 0 MJAOZ 193.00N NY 153.00 0.00
C 09-18-02 208610 836 © MJAODO 141.00N NY 141.00 0.00
C 09-18-02 J3301 836 C MJAQG 12.00N NY 12.00 0.00
C 09-23-02 99213 836 0O MJAGO 88.00N NY 88.00 0.0C
C 09-27-02 97110TI 836 0 MSDZ0 72.00N NY 72,00 0.00
C 09-27-02 97035 836 0 MSDZO0 61.00N NY 61.00C 0.00
C 10-04-02 971107TE 836 O MSWSO0 88.00N NY 88.00 0.00
c 10-07-02 95213 836 0 MJAQO 88.00N NY 88.00 0.00
C 10-07-02 97110TI B36 O MSMAG 144 . 00N NY 144,00 0.00C
C 10-11-02 97110TH 836 0O MSTS0 88.00N NY 88.00 0.00
C 10-14-02 97110TI 836 0O MSMAOD i44.00N NY 144 .00 0.00
C 10-15-02 25881 835 0 MJAOL 2530.00N NY 2930.00C 0.00
P 10-21-02 PWC MJAOO -~128.66N 0.00 0.00 GBSO1
CA 10~21-02 CFOC MJAQOC -24.34N 0.00 0.00
P 10-21-02 PWC MJAO0Z -~173.70N 0.00 0.0C GBSOl
Cca 10-21-~02 CROC MJAQZ -19.30N 0.00 0.00
C 10-30-02 2995024 836 0 MJACO 0.00N NN 0.00 ¢.00
C 11-11-02 97110TI 836 0 MSMAOD 144 .00N NY 144 .00 0.00
C 11-13-02 5711CTI 836 0O CMDRBRO 144 . 00N NY 144.0¢C 0.00
C 11-18-02 87110TE 836 O MSMAD 88.00N NY 88.00 0.00
C 11-20-02 97110TI 836 0 CMDBO 72.00N NY 72.00 0.00
C 11-20-02 397032 836 0 CMDREO 61.00N NY 61.00 0.00C
P 11-22-02 PWC MSMAO -127.74N 0.00 0.00 GBSO1
CA 11-22-02 CWC MSMAO ~-16.26H 0.00 0.00
P 11-22-02 PWC MJAGCO ~-79.20N G.00 G.00 GBSOL
CA 11-22-02 CFOC MJAQO -8.80N 0.00 0.00
T 11-25-02 99024 836 0 MJIAQ0 0.00N NN 0.00C 0.00
P 11-26-02 PWC MSEMAO ~127.74N 0.00C 0.00 GBSOL
CA 11-26-02 CWC MSMAOD -16.26N 0.0C 0.00
P 11-26-02 PWC MJAGO -73.20N G.00 0.00 GBSOL
CA 11-26-02 CWC MJACO -8.80N 0.00 0.00
C 12-02-02 9711071 836 ¢ CMMAO 72.00N NY TZ2.00 0.0C
C 12-02-02 97014 836 G CMMAD 55.00N NY 55.00 0.00
P12-03-02 PWC MJIAQL -2637.00N 0.00 0.00 GBSOL
CA 12-03-02 CWC MJAOL -293.00N 0.0C 0.90
P 12-03-02 PWC MSTS0 -79.20N G.00 0.00 GESOL
ChA 12-03-02 CWC MSTSG6 -8.80N 0.00 0.00
P 12-03-02 PWC MSWSG ~79.20N 0.00 0.00 GESGL
CA 12-03-02 CWC MEWS0 ~8.80N 0.00 G.00
P 12-03-02 PWC MSDZ0  -103.88N 0.060 0.00 GBSO1
CA 12-03-02 CWC MSDZ0 ~29.12N 0.00 0.00
C 12-08-02 5711071 836 0 CMMAD 72.00N NY 72.00 0.00
¢ 12-05-02 87014 836 O CMMAD 55.00N NY 55.00 0.00
P 12-17-02 PWC CMDBO -127.,74N 0.60 0.00 GBSOL
CA 12-17-02 CWC CMDREC ~16.26N 0.00 0.00



Chart #99845

BLOUNT ORTHOPAEDIC CLINIC

Reichard, Scott A

1041 W Montclaire Avenue

Glendale,
Home- {414} 963-1890 Office-{414)355-6666

Date

12-18-02
12-18-02
12-23-02
12-23-02
12-23-02
12-23-02
12-232-02
01-07-03
01-07-03
01-27-03
02-19-03
02-19-03
02-25-03
62~25-03
G3-03-03

Patient:
Insurance:

Cod

WI 53217

e

Charges
0.00C
4988.00

Patient History

SSN# 390608267
DOB 05-16-59

From

To 03/24/03

Diagnosis

Receipts
0.00
-4312.37

BLOUNT ORTHOPAEDIC CLINIC
625 E ST PAUL AVE

e/ Carr
Amt

0 GBSO1

G GBSO1

0 GBS01

0 &BSC1

TOTALS:

4988.00

-4312.37

Milwaukee, WI 53202-%907

{414} 223-2727
Prov AmountR IB Paid Balanc

Susp

MSMAC -127.74N 0.00 g.0
MSMAQ ~16.26N Q.00 0.0
MSMAQ -79.20N 0.00 0.0
MSMAQD -8.80N C.00 0.0
CMDRO -104.58N C.00 0.0
CMDBO ~28.42N 0.00 C.0
JAOO 0.00N NN 0.00 0.0
CMMAQC -86.17N .00 0.0
CMMADQ -40.83N 0.00 0.0
MJAQO 88 .00N NY 88.00 0.0
CMMAD -92.22N G.00 0.0
CMMAG -34 78N 0.00 .0
MJAQO -79.20N 0.00C 0.0
MJAQO ~-8.80N G.00 0.6
MJAOQOO 88.00N YY 0.00 88.0
Debits Credits Bal

0.00 0.00
G.00 -587.63 8
0.00 -587 .63 8



' Arthur L. Jones
Police Bepartment Chiel of Police

January 29, 2003

Lauris Reichard
3400 S. Indiana Avenue
Milwaunkee, W1 53207

Dear Ms. Reichard:

This is in response to your request for information pursuant to the Wisconsin
Open Records Law. [ vopy 'sier -inted Jumrary 10, 2093, you requeswed " Roiice Keport
# 022293051 dated 8/17/2002 concerning the burning of a vau at 8570 W. Lancaster
Ave., Milwaukee, WI”, as well as “Tow Report #1132789”.

Enclosed is a partial copy of the requested report on file with our department of
ant Atson of Property report 02-229-3051, and a partial copy of Fire Investigation Keport
#O2-FFG0967, as well as a complete Tow Record repevt #11327589,

Please be advised that vour saguest for a copy ot the complete Arsen of Proverty
report and compicte Fire Investigation report is denied. Thisis a pending investigation
and the request is denied per Wisconsin State Statutes 905.09, and Wisconsin Supreme
Court decision: Mewspapers, Inc. v. Brefer, 8¢ Wis. 2d 417 {1979,

Further be advised that in the event that all or part of your request is denied, that
this determination iz subject to veview by mandamus, Wisconsin Statutes {9.37(1), or
upoa application to the District Attorney or Attorney General.

Sincerely,

ARTHUIR I TONES
CHIEF OF PCLICE

W%ﬁ%%/w’%

“ ANTHONY R. HENDRIC
CAPTAIN OF POLICE

ALIARH3d
Encl.
PO1937

Potice Administration Building, 749 West State Street. Post Office Box 531, Miwaukee, Wisconsin 53201-0531 {414} 933-4444
Web Site: http:/farww. milw-police org



SCOTT REICHARD
MEDICAL BILLS INVENTORY

Dated April 15, 200

Work Injury Clinic
Includes some meds

St Mary’s/Ozaukee &
Milwaukee

Emergency Room
& Hospital

Dr. - Emergency
Dr. - Surgery &
Physical Therapy
Prescriptions
Mileage @ $.34/mi.

TOTAL

Charges Mileage
$ 749.00 21 (D)
$10,692.00

18 M
$ 134.00 40 )
$ 4,988.00 480 (20)
$  80.00 28 (7)
$__206.38 20 (1)
$16,849.38 607 Miles



APPROVED OMB-0938-0008

PLEASE ¢ 1
DO NOT-
%Té\g}sff Wiy FOX & Ty ' i
AREA GTTMG MARCTA MICKICH &
7o) O N B b 1% HaY  R0Dab ¢
T ipicA MITLWAUKEE, Wy FE20Y HEALTH INSURANCE CLAIM FORM PlCA r_:_fﬁ¢
1. MEDICARE MEDIGAID CHAMPUS CHAMPYA GROUP FECA OTHER] 1a. ENSU‘RES’S £O. NUMBER (FOR PROGRAM IN ITEM 1} 17
Medicare & D Modicaid #} D (Sponsors SSN D (VA Fie # D [SSN‘;ﬁ E‘E%A“‘ IS%( LI%NG E ];:o; POLH0LHTST
2. PATIENT'S NAME (Last Name, First Nare, Migdie Fal 3. FPATIENT S BIRTH DAT SEX 4 INSURED'S NAME (Last Name, First Name, Midde imifal]
RETCHARD, SCOTT A B 18 %% X1+ RELCHARD, SCOTT A
8 PATIENT'S ADDRESS M. Streat} & PATIENT HELAT’O\ESH P TO INSURED 7. INSUPED'S ADDAESS tMo., Streat)
A0AL W OMONTCLAIRE ave Seif [Z] SpcuseD cmD Gmerm ATTH MealRCIs MICICH
irewy E STATE [E BATIENT STATIR oy . STATE z
S GLENDALE ib.l.{ Sing%eD Married [:] Other E} MEILwaliKER Wi i_S._?
ZIP CODE g TELEF’HON& {Incisde Area Code} 7 ' ZPCODE FELEPHONE (INCLUDE AREA CODE §
; (f-} LAYy 9631890 FmbloyedrR] fuk Tme ’;fjég;fjf-‘[] D3ROV { ) 3
8 OTHEA INSURED'S NAME {Las: Name, First Name, Middie miliaf] | 10, 15 PATIENT S CONGHTICN RETATED 725 TLINSUREDY'S POLICY GROUP GH FECA NUMBER &
Moy, PORE o
2. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) |5 INSURED'S DATE OF SiRTH SEX a&:
[ ]ves [(po ?é’m Yo s E,’] E D é
b. OTHER INSURE[YS DATE OF 8IATH SEX B AUTC ACCIDENT? PLACE {State} |b. EMPLOY&R s NAME OF SCHOOL NAME S
MM BBy Lo ] vES o, | WITI FOX & TV z
e, EMPLE)YER’S NAME OR SCHOOL ;%AME —1 ¢ OTHER ACCIDENT? :!NSGHANCE PLAN NAME OH PROGRAM NAME E
veg o WITY FOX & TV i‘u-"“l
d. INSURANCE PLAN NAKME OR PHOGRAM NAME 10d. RESERVED EOR LOGAL USE @ #5 THERE ANOTHER HEALTH BENEFIT PLAND ;‘_

DYES E] NO 1 yes, return o and compiete item 9 a.d.

READ BACK OF FORM BEFORE

COMPLETING & SIGNING THIS FORM
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or othar intormation necessary
to process !?ns claim. | also request payment of gavemmert benefits efther 1o myself or 1o the party who accepts asssgnment

- INSURED'S OR AUTHORIZED PERSONS SIGNATURE | authorize
payrment of medicat benefits 10 the urdersigned physician or suppiier for
services described befow.

pelow.  SDigrnature OUn File DB/ 2200 Sigrnature On File
e o oA s I P ) 4
14 DATE OF CURBENT. LLNESS (F*rst sSymptom; OR 15 1F PATIENT MAS HAD SAME OR SiMiLAF: RLNESS. | 16. DATES PATIENT UNABLE TO WORK in CURRENT OLCU?ATION A
5 ¥ ‘ INJURY {Accident) OR GIVE FIRST DATE MM : DD MM B 0o
Bl R PREGNANGYILMP) = FRoM f o :
7. NAME OF REFERRING PHYSIGIAN OR OTHER SOURGE i7a 10 NUMBER OF REFERRING PEVSIGTAR 18, HOSPiTALIZAT;}%N DATES RELATED T0 CURHENT SERVICES
[t
Mo Reterred Servicos o™ i 7o 0D
: : : ,
19 RESERVED FOR LOCAL USE 20, OUTSIDE LAY $ CHARGES

Dvss [FIno

21. DIAGNOSIS OH NATURE OF ILLNESS OR INJURY. (RELATE

TTEMS 1 2.3 OR 4 TO ITEM 24E BY LINE}Y ——my

- MEDICAID RESUBMISSION
CODE GRIGINAL REF. NO.

8910 Y
1 c— : 3 L . - -
~ 23. PRICR AUTHORIZATION MUWBER
]
- L
b, A
2 A . B cT ) £ £ G 1 H i J I =
DATE(S) OF SERVICE, Place T,fpe PROCEDURES, SERVICES TR SUPPLIES DAYS [EPSDT, RESERVED E o
From Ta | e AR Unesyal Circumstances) e 5 CHARGES QR v | cos | oo e B
MM BS. YY MM DD vy Servic B edpeEtT vc}_&ﬁmg S D ey UNITS! Plan é
e RE 3 2’.“;1‘ A 111 PEOH 1a4 O 1L g
! ) : : T R S Ar t J,lt::v’-,}i) T %
Q5 an Li FLE OO 1 o
2 : u
o
; . i
a ‘ : b o
7
| :
I
4 z
! =
) | i I i ,,%’
{ i : >
i . X
& : ; : : | i : : o
= Fﬁaeﬂm_ TaxT, D NUMBER 38N EN HFEY & ACCOURT ND. 27, AGCERT ASSIGMMENT? 128 TOTAL CHARGE V29 AMOUNT PAT | 46, ggLANcc OUE i
- Y . . . { ¥ govi cllns, see Daok: e g . H i
A W i Te mia Sl @S [T s 17300 | 000 Qo
31 SIGNATURE OF PHYSICIAN OR SUFPLER | 32 NAME AND ADDRESS OF FACILITY WHEPF ;Echas WERE {33 FHYSICAN Stfiﬁﬁ'&h % Bl RIS ﬁé%{’@bﬂess ZF CoOE
INCLUDING DEGREES OR CREDENTIALS -;Q REDRE oy, g fice) L e MNE 1 = - "
{f cartify that the sintements an ihe reverse “,.)Ee?g %ﬁ f‘T '% "‘}”H ,fmg‘ ; } fh i}v %ﬁ}?,‘, t s JI }j.,,..‘ 'ﬁhrt i.:;i -N :I. - E\ l [N
S bl v aédﬁﬁ"ﬁﬂi& é‘s’pr ‘h%«aflﬁ v G LFEO WOFLORTST avEe FOOBOX 78427 AMNDREW T, SETER MDD
IGLENDALE CIRPORATE 05 TER  IMItwalies 2 WI ‘:nSL & ~C“’~',Z-'-"’
FIILWALIKEE . Wi =53209 AR Ty b .
SIGNED DATE - ? Ping GRPY h
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE /33, PLEASE PRINT OR TYPE FORM CMS- 1500 (12-90), FORM ARE-150,

Mid. by Medical Arts Prass

FORM QWGP 1800



APPROVED OMB-0838-0008

PLEASE - .
DO NOT
STARLE f e e £
IN THIS Ji T ;
AREA AN MICEICH L
GOGL K, Bey Rab ¢
[[Pea  CLWAUKEE, Wi 83209 _HEALTH INSURANCE CLAIM FORM rica [T Ty
1. MEDICAHRE MEDICAID CHAMPLS CHAMPVA ggﬁhl-vfr?; BLAN gEftUNG OTHER] 1a. INSURED'S 1.0, NUMBER {FOR PROGRAM 4 ITEM 1} 7
iMedicare 1 T ] (Medicaid # D ISponsor's SSN) {:] YA Fle 3 D (5N or 10} D (55N E] a0y JP0G0AT4L7 1
2. PATIENT'S NAME (Lasl Name, First Name, Midds tnitia: 3. %&ii&fﬁgaﬁ!ﬁf;iymm SEX 4. INSURED'S NAME {Last Name, Eirst Marme, Middie Initiafy H
RETCHARD, S007TT a OV 116 5% F {'_] RELICHARD, SCOTT A
5. PATIENT'S ADDRESS Mo, Street) & PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS {No., Strast)
LOA1 W OMOMTCLATRE AVE sof | X] spowse[_Joro[ ] ove ] | ATTHM:  MARCTA MICTICH
ﬁ: cITY ;sm?e 8 PATENT STATUS oY W >
2 GLENDALE W Singé-e[:] Marriagt D Other E} MILWALIK T WT
ZIP CORE ; TELEPHONE (nciude Area Code) o 2P CODE TELEPHONE (INCLUDE AREA CODE
BEE | B14) 981890 ETOVSAIT Gl Time () PartTme 53209 ( )
9. OTHER INSURED'S NANE {Last Name, Firgt Name, Middie initiaf] R PATIENT S CONTION RELATED 1O TNSUREDYS POLIGCY GROUP OR FECA NUMBER
Bleiy. MONE

2. EMPLOYMENT? (CURRENT OR PREVIOUS)

w—:s DNO

b. AUTO ACCIDENT? PLACE /State}

vES 0 I

2 CTHER ACCIDENT?
DYES o

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. GYHER INSURED'S DATE OF BIRT: SEX
Yy

<. EMPLOVER'S NAME OF SCHOOL NAVE

a. ENSUF&E&;& DATE%)F B!\ﬁyTH
0% L& 59 “
b EMPLOYER'S NAME OR SCHOOL NAME

SEX

U

WITL FOX & Ty
¢ INSURANCE PLAN NAME OF FROGRAM NAME
WITY FOX & 71V

o INSURANCE PLAN NAME CH PROGHEAM NAME 10d. RESERVED FOR LOCAL USE

.15 THERE ANOTHER HEALTH BENEF[T PLARNS

DYES NO #yes, refurn to and complete tem g a-4.

PATIENT AND INSURED INFORMATIO

READ BACK OF FOHM BEFOBE COMPLETING & SIGNING THIS FORM,
ORIZED PERSON'S SIGNATURE 1 authorize {he refease of any medical or other informarion Recessary
Is0 request payment of government benefits either to myself o to the party who accepls assignment

12 PATIENT'S OR AUTH
16 provess this claim. | al

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authprize
payment of medical benefits ta the undersigned physician or supplier for
serviees described helaw.

v Sianature On Fiile QRARZSOR Signature On File
SIGNED e BATE e SIONED 1Y
14, DATE OF GURRENT: ILLNESS (First symptom) OR 18, [F PATIENT MAS HAD SAME DR SIMILAR LINESS. | 15 DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
M0 [ 4 MJURY {Accident) OR GIVEFIRST DATE MM : DD Y s 0D oYY MM . DD vy
LA J Lo Lian PREGNANGY{LMP : EFROM i i TO ! ;
t7. NAME OF REFERFING PHYSICIAN OR OTHER SOURGE 17a. 1.0, NUMBER OF AEFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
. - o . MR DD i Y MM DD YY
Mo Referred Seroice FROM : O E ;
18 RESERVED FOR LOCAL USE 20. OUTSIDE LAB?Y $ CHARGES

DYES ENO !

&1 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY RELATE ITEMS T 53 BR IS ITEM Z4E BY LiNE; — 22 MEDICAID RESUBRISSION
B o v CODE f ORIGINAL REF. NO.
FR AP R y
N - A N i
Ly e 23. PRIOR AUTHGRIZATION NUMBER
Z.L% 2- I._*——"“ oo 4—-—@—_%% i EORPR—
24. A [ 2} E F e H | J K z
DATE(S) OF SEAVICE Plaze | Type |FRCCEDURES, SERVICES, OB SUPPLIES DIAGNOSIS DAYS IEPSDT] HESEAVEDFOR | Q
From To of of (Explain Unusuat Giroumstances) \ | OR Famiy -~
MM DD ¥Y MM DD YV iSenvicdSamvidh CHTARPEET 4 o Py [ GODE SOMARGES | NiTs] plan | EMG { COB LOCAL USE g
fi}ifi S0OODE DBIS0 oY it |1 P23 lf : PEIOG L g
: i . i A i _ :
BE L RBUFROFER &S00 PR IETTY >
in [ [, Ly o, g g : ' . : - -
20%3 B0 O 08130 0w i 1 FOF0 if L 00 T Iy
H i i i : fiy)
; wd
. : A
E: g f %
&
. . | %
4. H i =
. =<
H I | &
5 H J i . #_L H a
i i T | i S
B H H § ,E ; : H x
R N N L | ; | ®
25 FEDERAL TAX 1D, NUMBER SEN BN |28 PATIENTS ACCOLNT M : z;f,a-cch ASSIGNMENT?  [38 TOTAL CRARGE | 28, AMOUNT PAD 30. BALANCE DUE
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INFINITY HEALTHCARE PHYSICIANS, S.C.

: 03/27/2003 .

1251 W GLEN OAKS LANE

MEQUON, WI 530%2-3378

SCOTT REICHARD

1041 W MONTCLATRE | QUESTIONS REGARDING THIS STATEMENT?
PLEASE CALL 414-290-6720 OR TOLL FRER
888-290-6720, MONDAY THROUGH FRIDAY
8 AM to 4 PM.

MILWAUEKEE, WI 53217

PROFESSTONAL SERVICES

FOR SCOTT REICHARD

BY CHRIS FELTON M.D.

AT ST MARYS HOSPITAL - OZK

DESCRIPTION

09/06/2002 (CPT:99283) LEVEL 3: EVALUATICN
10/18/2002 UNITED HEALTHCARE OF WI/PC:CONTRACT ADJ
10/18/2002 UNITED HEALTHCARE OF WI/PC:PD PER CONTRACT

THESE CHARGES ARE FOR EMERGENCY PHYSICIAN SERVICES ONLY.
THEY ARE NOT INCLUDED IN YOUR HOSPITAL BILL.

PAYMENT DUE by 04/10/2003---=---- >

e

1251 W GLEN OAKS LANE
MEQUON, WI 53092-3378

INFINITY HEALTHCARE PHYSICIANS, £5.C.

9-2382858

TAX ID# 39-1861457

$0.

lgohde

GO0



ST.ﬁARY}S HOSPITAL MILWAUKEE RECCRD OF SERVICE PGH 1

DRAWER 78408 DATE: 04/08/03
MILWAUKEE, WI 53278-0408 414 961-3770 ACCT TYPE: ©
PATIENT NAME: REICHARD ,SCOTIT A PATIENT NUMBER: 505330307 FC: 8
ADMIT DATE: 09/06/02 DISCHARGE DATE: BIRTH DT: 08/16/1$5% PT: E
GUARANTOR: SCOTT A REICHARD | TOTAL CHARGES: 537.49
NAME AND : 1041 W MONTCLAIRE I L kT
ADDRESS | ACCOUNT BAL: -247.24
GLENDALE WI 53217 | PATIENT BAL: -25.00
{ BAL: INS1l: RS58 INS2: (31 INS3: PATIENT
DATE SVC CD  DESC | .00 -222.24 -25.00
090602 2 VICODIN 5/500 T 65575612 3.88 0.00 0.00 0.00
090602 1 XNEE 4+ VIEWS R 31800617 2%1.28 0.00 0.00 0.00
090602 1 EMERGENCY RM LE 34010145 282.33 0.00 0.00 0.00
101502 -1 PRIMECARE PAYME 10117895 0.00 ~222,24 0.00 0.00
101502 -1 PRIMECARE DISC 16030090 0.00 -290.25 0.00 0.00
101502 1 PRIMECARE DISC 16030090 0.00  290.25%5 0.00 0.00
112502 -1 PATIENY PAYMENT 10117097 0.00 0.00 0.00 -25.00
030503 -1 COMMERCIAL/OTH 10117992 -497.18 0.00 0.00 0.00
030503 -1 FIRST HEALTH PR 16030597 -40.31 0.00 0.00 0.00

o tnph Bt o

12:48 04/08/03 FROM IBIX,EDPABLFX
IPMXZE03



ST.MARY'S HOSPITAL MILWAUKER RECORD OF SERVICE PGH# 1

DRAWER 78408 DATE: 04/08/03
MILWAUKEE, WI 53278-0408 414 961-3770 ACCT TYPE: ©
PATIENT NAME: REICHARD ,SCOTT A PATIENT NUMBER: 505330307 FC: 8
ADMIT DATE: 09/06/02 DISCHARGE DATE: BIRTH DT: 09/16/1959 PT: & -
GUARANTOR: SCOTT A REICHARD ! ACCOUNT BAL: -247.24
NAME AND : 1041 W MONTCLAIRE e
ADDRESS | PATIENT BAL: -25.00
GLENDALE WI 53217 |
TOTAL CHARGES: 537.49 INS1: RG58 .00 INS2: G31 -222.24
INS3: INS4:
1 PAYMENTS -744 .42 ~719.42 -25.00
2 ADJUSTMENTS ~40.31 -40.31 0.00
3 X-RAY DIAGNOSTI 251.28 251.28 C.00
4 EMERG. CENTER 282.33 282.33 0.00
5 SELF ADMIN DRUG 3.88 3.88 0.00

12:48 04/08/03 FROM IBIX,EDPABLEY
IPMX2604



