NOTICE OF CLAIM R
A o PR AR . Iy -

TO: City Clerk

City of Milwankee, L

200 East Wells Stfeet’

Milwaukee, W1 33202

5
h : i
Lol i

City Attorney's Office
City of Milwaukee

200 Last Wells Street
Milwaukee, W1 53202

RE: November 5, 2006 incident in front of 820 N. Plankinton Avenue, Milwaukee,
Wl involving Morgan Stencil, f/k/a Morgan Powell, and the City of Milwaukee.

PLEASE TAKE NOTICE that, Morgan Stencil, f/k/a Morgan Powell, the above-
named claimant, sustained injuries and damages under the following circumstances that
give rise to her claim against the City of Milwaukee pursuant to Section 893.80(1)(a) of
the Wisconsin Statutes,

That on or about the 5th day of November, 2006, Morgan Stencil, f/k/a Morgan
Powell, was dropped off for work at the Alds Resource Center located at 820 N.
Plankinton Avenue, Milwaukee, Wisconsin, in the city of Milwaukee, County of
Milwaukee. That as she exited her vehicle she immediately stepp{_:d into a4’ by 2’ sewer
hole in the street which was not covered by a sewer alarm system lid, which was broken.
That the City of Milwaukee, through its agents, were negligent in its failure to repair said
alarm system lid causing Morgan Stencil, f’k/a Morgan Powell, 1o injure her left ankle,
causing her pain, discomfort, and permanent disability to her left ankle. Attached hereio
are photocopies of photographs of the broken sewer alarm lid and the hole into which Ms,
Stencil fell causing her injuries taken contemporaneous with the event. Also, attached
hereto are copies of the Claimant’s medical records relating to the treatment she received
as a result of her injuries. In addition. attached hereto for reference is a copy of a Service

Referral Record performed by a City of Milwaukee Sewer Maintenance Investigator,



As a direct result of the acts of the City of Milwaukee. Morgan Stencil, #/k/a Morgan
Powell. sustained personal injuries as reflected above necessitating medical attention,
Attached hereto is claimant's Claim for Damages pursuant to Section 893.80(1xb) of

the Wisconsin Statutes.
S
Dated at Milwaukee, Wisconsin this ¥ __ day of January, 2007.
MARCUS LAW OFFICES
Attorneys for Claimant, Morgan
Stencil, 7k/a Morgan Powell

/{/,{,é,éi/ —
By: o
Robb A. Marcus

State Bar No.: 1006606




CLAIM FOR DAMAGES

TO:  THE CITY CLERK IN AND FOR THE CITY OF
MILWAUKEE, CITY OF MILWAUKEE ATTORNEY'S OFFICE

RE: November 5, 2004 incident in front of 820 N. Plankinton Avenue,
Milwaukee, Wisconsin, involving Morgan Stencil. f/k/a Morgan Powell.

PLEASE TAKE NOTICE that, Morgan Stencil, f/k/a Morgan Powell, the
above-named claimant, pursuant to Section 893.80(1)(b) of the Wisconsin Statutes,
hereby makes claim to the City of Milwaukee for damages sustained by her on the 5th
day of November, 2004, as a result of the negligence of the City of Milwaukee.

Morgan Stencil, f’k/a Morgan Powell, as claimant, is hereby demanding from the
City of Milwaukee the sum of Fifty Thousand and 00/100 Dollars ($50,000.00) in
satisfaction of personal injuries sustained by her as a result of the negligence and want of
care of the City o_f Milwaukee as more particularly described in the attached Notice of
Claim. Stencil has incurred medical expenses which are in the amount of $4,679.70, all

as set forth on the attached Exhibit A (list of medical bills).
4
Dated at Milwaukee, Wisconsin this % _day of January, 2007.

MARCUS LAW OFFICES
“Attorneys for Claimant, Morgan
Stencil, f/k/a Morgan Powell

By: W

Iiobb A. Marcus
State Bar No.: 1006606

o
ek



MORGAN STENCIL, fik/a MORGAN POWELL

ACCIDENT OF 11/05/2004

MEDICAL BILLINGS
PROVIDER DATE OF SERVICE
St. Joseph's Emergency Physicians 11/05/04
St. Joseph’s Hospital 11/05/04
Medpartners{ankle brace) 11/05/04
St. Francis Hospital 4/20/05-6/29/05
Mysore S. Shivram, M.D. 02/21/05-04/04/05
Lakeshore Medical Clinic 01/31/05

Total Medical Bills

CHARGE

183.00
857.20
85.00
3,101.50
272.00
181.00

4,679.70



ST JOSEPH'S EMER PHYS LLP NPHONE
ST JOSEPH REGIONAL MEDICAL CTR T
75 REMITT. DR #1574

CHICAGO IL 60675 1574

218001 1 12/09/05

MORGAN L POWELL 343724 243724
7801 W WINFIELD

MILWAUKEE Wi 53218 | ACCOUNT NUMBER.

11/05/04

PLEASE RETURN THIS PORTICN WITH YOUR PAYMENT OF §

_ "PATIENT NAME - MORGAN POWELL 343724

11 05 04 HARIRE EMERGENCY DEPT VISIT 99283 183.00
; Dx1 84500

01 14 05 HARIRIE DENIAL RCVD-AETNA PPO Fowi 0.00

: ' ACCOUNT BALANCE 183,00

“CLAIM STATUS™**

. NOT COVERED ON DOS 183.00 SERVICE DATE 11/05/04

[FILEDATE .  12/20/04 AETNA PPO

Please make check payable to 3t Joseph's Emergericy Physicians, LLP..
. Payment may be made by check, money order, or major credit card. This
: bilt is for the Physician services--not for the hospital charges.

Notice: i you Ehave already paid this bifl, please disregard this

© statement. Thank you.
You can emai; your insurance informatich or hilling questions to

* apollobiiling@%eci—med.csm or call 1-80G-219-9811.

‘We have filed this claim with your carrier, howaver, we have fot yet
. received payment. Please contact your carrier fo arrangs for payment.
© We would appreciate your grompt attention to this statement,

Pleage contact our office if you do not agree with the balance due.

343724 | |
12708705 MAKE CHECK PAVABLE 101 ST JOSEPH'S EMER PHYS LLP

TAX D 36-3420925 CBURE0S

Page 1 of 1



.}g;lkiégigi; EZ;Z?@%%@Z%Z ' ' © PATIENT NAME

HEALTHCAERE

F.C. Box 68-9510 POWELL, MORGAN L
Miviaukee. Wi 53266-8610
Address Service Requested
857.20 ! 71178832
T SRR DA R T S TG PLEASE MAKE CHECK OF MONEY ORDER PAVABLE 10"
12/20/04 11/05/04 11/05/04 ST. JOSEPH REGICNAL MEDICAL CENTER
o AMOLUINT ENCLOSBED §
MORGAN POWELL ST. JOSEPH REGIONAL MEDICAL CENTER
7801 W WINFIELD BCX 68-9510
MILWAUKEE, WI 53218-1153 MILWAUKEE, WI 53268-9510
iIIE[[HH!iiil;!ll”l“!i!li”llI”lIigiliiiiuluiII”“HII |ltltiil“lllilit”t[lilil]llIHE!EHHE[HIIHHH”HEHHII
C1

L IF ADDRESS OR INSURANGCE COMPANY HAS CHANGED, PLEASE GHECK HERE AND COMPLETE INFORMATION REQUESTED ON REVERSE SIDE

& IMPORTANT: PLEASE DETACH & ENCLOSE THIS PORTION WITH YOUR PAYMENT &

covenamby SS0f covheal DESGR!PTION . DEBITS _ CREDITS
CUSTOMER SERVICE: (414) 456-3000 | ADJUSTMENT * 171.44 | 171.44~

(888) 553-5009 EMERGENCY DEPT 564.25 0.00
PHARMACY 3.95 0.00

. ps RAD Y . .
Thank you for choosing our facility for ToLoG 283.00 0.00

your health care needs.

The remaining AMOUNT DUE for
hospital services referenced in this
statement is your responsibility.
AMOUNT DUE UPON RECEIPT. Please
mail your payment today.

If you have already mailed your payment,
please disregard this statement and accept
our thanks for your prompt response.

THESE CREDIT CARDS ARE ACCEPTED,
COMPLETE INFORMATION ON THE
REVERSE SIDE,

. PATIENT NAME
POWELL, MORGAN L

TOTAL CHARGE | TOTAL PAYMENT FCRED) AMOUNT DUE -
857.20 | .00 857.20

EMEIRGENCY MEDICINE

: card and patient finaricial infarmation.
Nease visit our websiie for ansiwers 9 Frequently asked guestions at www: covhea?& mrg :




JOSEPH  Zoviay - e

CK]NALMZDKMLCENWER [

.. Box 88-9510 POWELL, MORGAN L
Milwaukee, Wi 53268-8510 - AMOUNT DUE PATIENT NUMBER
Address Service Requested

: 857.20 g 71175892
STATEMENT DATE o . BERMCEFROM. : SERVICE THROUEH PLEASEEWAKEESHECKCDR?ﬁONEﬁFORGEFiRAMABLE"R}
12/14/04 § 11/05/04 f 11/05/04 ST. JOSEPH REGIONAL MEDICAL CENTER

\__AMOUNT ENCLOSED §

MORGAN POWELL ST. JOSEPH REGIONAL MEDICAL CENTER
7801 W WINFIELD BOX 68-9510
MILWAUKEE, WI 53218-31153 MILWAUKEE, WI 53268-9510

tliliIIIiilIIiI%Ei!EEgIIE!E!};'!IifllEtlillllll'lllllljiiilIli IiiliiI!E;!iiiiil!illE[EE!!EEIllli;i!!li!!IIillli;illlIItEIIII

B IF ADDRESS OR INSURANCE COMPANY HAS CHANGED, PLEASE CHECK HERE AND COMPLETE INFORMATION REQUESTED ON REVERSE SIDE.

IMPORTANT: PLEASE DETACH & ENCLOSE THIS PORTION WITH YOUR PAYMENT &
DESCRIPTION | DEBITS |  CREDITS

CUSTOMER SERVICE: (414) 456-3000 ' ADJUSTMENT ; 171.44 | 171.44-
(888) 553~5009 EMERGENCY DEPT 564.25 0.00
. PHARMACY 3.95 0.00
RADIOLOGY 289.00 0.00

The charges for hospital services
referenced in this statement were
submitted to your insurance company more
than thirty (30) days ago. They have
informed us that additional information
was requested from you.

This claim will not be processed for
payment by your insurance company until
you provide the requested information.

The purpose of our letter is to make you
aware of the situation. These charges are
considered your responsibility untif you
comply with their request and payment is
recetved.

Please contact your insurance company
and provide the requested information.

Thank vou.

HESE CREDIT CARDS ARE ACCEPTED. B857.20
COMPLETE INFORMATION ON THE

REVERSE SIDE.

" PATIENT NUMBER LRAY ' e e
71179882 | AETNA

p SERVICE FROM [ SERVICE TRROUGHT  TOTAL CHARGE.  TiCTAL w&gs"s o
ll/OS/Ozi 11/05/04; 857.20 0.00

. UKEEP THIS PORTION FOR YOuR RECORDS. "
See reverse s;de for credit card and patient. fmanmai zn‘formatsan e T
t-our website Tor answers o frequently asked questions at www. covhaalth f.arg ST

e Pt

EMERGENCY MESIC NE 857.20




TOTORKONONT SOSNED

a= (IAKE CHECKS PAVABLE T0: csoenaemme

ADDRESS SERVI

CE REQUESTED

o AUDRESEEE:

bbb beses oo oo 1]

MORGAN L POWELL
7801 W WINFIELD

MILWAUKEE, WI 53218-1153

Flease check bax i address’is incarrect or Insurance )
Lj information has changed, and indicate changeis! on reverse side.

1E4E8-XE38

BAY THIS AMOUNT ACCT.#
$85.00 017987-00

| SHOW ARMOUNT g
| PAID HERE :

STATEMENT DATE

12721104

PAGE: 1 of 1

E REMITTO:

MEDPARTNERS
PO BOX 1410
BROOKFIELD, Wi 53045

16466 XE39 " 1EQOKZE7 1000048

PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT

STATEMENT

|cHARGE  |P

BALANCE |

12/34/04

ACCT:

30-60 DAYS

017987-00 CURRENT 60-30 DAYS [90-120 DAYS | OVER 120 DAYS
INS BALANCE o.0n 5,00 2.0¢ SO0 g.og l PATIENT DUE i
i $85.00 ||
PATIENT BALANCE 85,00 0,00 550 5 ap 5. 00 L

“Amounts nending with insurensce are not included in the balance dus. You will be billed ones your ingurance responds to our olaim,

MEDPART

NEHRS, 1NC.

0 BOX 1410

FROOKFIE

LD, W B304

(414) 727-5940



e MAKE CHECKSE PAVABLETO ! m

n
Lif
= {4143 727-594C
E FEAGE-KE3G
= .
2 ADDRESS SERVICE REQUESTED | STATEMENT DATE AY THIS ARMOUNT | ASCT. # -
o : .
& 12/21/04 | $85.00 017987-00
Z _
= | SHOW AMOUNT
= PAGE: 1 of 1 eaphzRe S
' = ADDRESSEE: e REMITTO: i

Bhloedbaddiden oo ed b i L

MORGAN L POWELL MEDPARTNERS

7801 W WINFIELD P OBOX 1410

MILWAUKEE, WI 53218-1153 BROOKFIELD, WI 53045

18466 XE30 T EOOKZS 7 1000046

[} inrormaion bt Shbos e mSomecLor nsurance e side. STATEMENT -5/5F PETACH AND RETURN TOP POSTION WITH YOUR PAYMENT

o opaTENT |0 pEscmeTioN . lcuarce |ps

an Paymert:000; .
Sprinet covered under plan

ACCT: 017987-00 CURRENT §30—BG DAYS | 60-90 DAYS l90v120 DAYS [OVER 120 DAYS

15 ]

INS BALANCE 0,00 G.00 000 5.00 0.0 i PATIENT DUE i
; Lo $85.00 ||

PATIENT BALANCE | 85.00] .00} 5.00 .00 ] o.o0 | s

“Amounts pending with insurance are not included In the balance due. You wil be bifled once your insurance responds fo our claim,

MEDPARTNERS, INC.
FO BOX 1410
SROGKFIELD, Wi 53045 (414) 727-5940



T PRANCIS HCSPITAL
PO BOX 68-4007
MILWAUKEE, WI 53268~ 4007
Sratement on: 12/14/085 at 05:

|82

57 PM

STENCIL MORGAN L
7801 W WINFIELD
MILWAUKEE, WI 53218-C0C0

Cuarantor:

parient: STENCIL MORGAN L

Visit #: 10836680

AR Seg: 04/20/05 to 04/20/05
§ Date gve Code | D@SCIWPthn Units! Debits Credits
1 04/20/05 g 8512601 | PT THERAPEUTIC EXER/U 1 105.00 | |
|04/20/05 | 8512711 | PT EVALUATION/UNIT i 2 | 220.00 | 1
iO@/ZG/OS . 5848172 = ALLOW UNITEDHEALTHCAR, -1 | * 130.00-
105/16/05 5848539 | ALW UHC ADMIN o i 25.00- |
109/29/05 9848475 | ALLOW BAD DEBT WRITE | -1 | 176.00- ]
LO9/29/05 58484383 | ALLOW RECEIVABLE OFFS B 170.00 |
* - Not posted | Balance | 170.00 |



Sta

ST FRANCIS HOSPITAL

PC BCX 68-40C7
MILWAUKEE, WI 53268
ement On: 12/14f05 at

STENCIL MORGAN L
7801 W WINFIELDR
MILWAUKEE, WI 53218-0000

-4007

05:5

PAGE: 1

Patient: STENCIL MORGAN L

Vigllt

#: 10842045

AR Seg: 04/21/05 to 04/30/05

|04 /27/05
go /27705
104/27/05
106/28/05
.07/27/05

| 8512509
| 8512601
| 61940328
L 9848172
P 9900101

BT ULTRA/US BELECSTIM/|
DT THERAPEUTIC EXER/U|
PT HOT/COLD PACKS |
ALLOW UNITEDHEALTHCAR |
PAY SELF PAY |

* -~ Not posted

Debits Credits |
55.50
105.00 |
70.00 E
; 100.50- |
g 170.00- |
Balance: | ¢.00 |



Cuarantor:

ST FRANCIS HOSPITAL
PO BCX 68-4007

ot
T3
0
£l

M

STENCIL MORGAN L
10842045
05/01/05 to 05/21/05

05/04/05
05/04/05
05/04/05
$5/05/05
05/0%/05
05/09/05
05/08/05
05/16/05
05/20/05
05/20/05
05/20/05
06/28/05
07/25/05
08/15/05
12/01/05

MILWAUKEE, WI B3268-40C7
Statement on: 12/14/05 at 05:54
STENCIL MORGAN L
7801 W WINFIEL
MILWAUKEE, WI B53218-0000

Patient:

Vigit #:

AR Seg:

| Svc Code | Degcription Units|

ER12E509 PT ULTRA/US ELECSTIM/ 1
8512601 PT THERAPEUTIC EXER/U 1
61540328 PT HOT/COLD PACKS 1
8512509 PT ULTRA/US ELECSTIM/ 1
8512509 PT ULTRA/US ELECSTIM/ 1
8512601 T THERAPEUTIC EXER/U 1
619403228 PT HOT/COLD PACKS 1
B512601 PT THERAPEUTIC EXER/U 2
8512508 PT ULTRA/US EBLECSTIM/ 1
B512601 PT THERAPEUTIC EXER/U A
61940328 PT HOT/COLD PACKS 1
9848172 ALLOW UNITEDHEALTHCAR -1
2500627 PAY UNITED HEALTHCARE -1
8848539 ALW UHC ADMIN 0
* 49800627 PAY UNITED HEALTHCARE 1

Debits ‘ Credits

95.50
105.00
70.00
95.50
55.50
105.60
70.00
221.50
1006.75
110.75
73.75

293.25-

92.40-

74 .50~

55.60-

Balance: | 623.50 |



5T FRANCIS HOSPITAL PAGE: 1
PC BOX ©8-4007
MILWAUKEE, WI 53268-40C7
Statement con: 12/14/05 at C5:56 FM

IL MORGAN L
W WINFIELD
MILWAUKEE, WI 53218-00C0

Guarantor: T

Patient: STENCIL MORGAN L
Vigit #: 10842045
AR Seg: 06/01/05 to 06/30/05

§ Date I Sve Code | Description Units Debits ] Credits
06/0G8/05 8512601 PT THERAPEUTIC EXER/U 2 221.50
06/14/05 8512601 PT THERAPEUTIC EXER/U 2 221.50
06/16/05 E512509 PT ULTRA/US ELECSTIM/ 1 100.75
06/16/05 512601 PT THERAPEUTIC EXER/U 1 110.75
06/21/05 85125089 PT ULTRA/US ELECSTIM/ 1 100.75
06/21/05 2512601 PT THERAPEUTIC EXER/U 1 11¢.75
06/23/05 8512509 PT ULTRA/US ELECSTIM/ 1 106.75
06/23/05 8512601 PT THERAPEUTIC EXER/U 1 110.75%
06/23/05 61540328 PT HOT/COLD PACKS 1 73.75
06/29/05 85125089 PT ULTRA/US ELECSTIM/ 1 100.75
06/29/05 8512601 PT THERAPEUTIC EXER/U L 110.7
07/04/05 °B848172 ALLOW UNITEUDHEALTHCAR ~1 342.75-
08/05/05 8900627 PAY UNITED HEALTHCARE -1 816.00-
* - Not posted Balance: | 204.00 |



"

5T FEANCIS HOSPITAL PAGE: 1

PO BOX 68-4007
MILWAUKEE, WI 53268-400C7
Statement on: 12/14/0% at (0L:56 PM

ENCIL MORGAN L
oL W WLWWI&uu
LWAUKEE, WI B3218-0000
Patient: STENCIL MCRGAN L
Visit #: 10842045
AR Seg: 07/01/85 to 07/05/0%

Suarantor: ST
78
MI

3 3

* - Not posted !



Date: 11-03-06 MYSCRE S. SHIVARAM MD SC . Page: 1

Time: 10:12:40 Patient History
R
Chart #19762 SSN# 387027121 MYSORE S. SHIVARAM MD SC
STENCIL , MORGAN poB 08-22-82 4448 W LOOMIS ROAD
7801 W WINFIELD AVE SUITE 202
From
MILWAUKEE, WI 53218 To GREENFIELD, WI 53220
Home- (414)760-8743 Office-(414) (414)282-5555
T Date Code Piagnosis Prov AmountR IR Paid Balance/ Carr
Susp. aAmt
cA 10-04-05 cep—Dad Debt (rite 6FF wsg ~25. 00N 0.00 0.00
CA 05-10-05 cUH N Pmkatdr™ S MSS ~25. 82N 0.00 0.00
P 05-10-05 PUH ES' MSS -33.18N 0.00 0.00 UNIT
C 04-04-05 99213 84500 MSS 84 . 00N NY 84.00 .00
CA 04-0C4-05 CUH MSSs -54 24N 0.00 G.00
P (04-04-05 PUH MSS -108.76N 0.00 0.00 UNIT
P 02-21-05 PPAT MSS -25.,00N 0.00 0.00 PATNT
C 02-21-05 59243 B4500 MSS 188.00N NY 188.00 0.00
Charges Receipts Debits Credits Balance
Patient: 50.00 ~-25,00 0.00 ~25.00 0.00
Insurance: 222.00 ~141.94 0.00 ~-80.06 0.00



PLSPMAN

STATEMENT OF PHYSICIAN SERVICES

FOR APBOINTMENTS

FOR BILLIY

H230B1347§

BETTY POWELL

1438 N 33RD ST

ACCOUNT NUMBER: 2

CALL: 414-541-7410

JH1342

FOQUESTIONS: 414-768

145 OR 4314-764-3786

AMOUNT DUR: 600

MAKE (HECKS PAYABLE TO:

LAKESHORE MEDICAL CLINIC

MITLWALHER, WL 5232048-2307 P BOX 371280
MILWAUKEE, WI 53237-2380
PHYS1CIAN SERVICHE SERVICE  DESCRIPTION TRANMBACTION  INSURANCE PATIENT
FAOILITY DATE R TATE ACTEVITY ACTIVITY
MODY MDLREITA D THVOICE: 25430228

LAKESHORE OHIO BLDG
) g1/31/95

G300

MODY MDD, RITA 0

LARKESHORE OHIO BLDG
017331705
01/31/05

5214

01/31/05

MODY MB, RITA D
¥

STENCIL, MORGAN

CREDIT CARD COPAY CLINIC 01/31/05 - 25.60

IHSURANCE CONTRACT DISCOUNT AMOUNT:

PLEXGON VISA

CREDIT CARD COPAY CLINIC 02/10/05 25.00

TES Recon by Bxt To Iinv
INVOEICE: 25595140

HTENCIL, MORGAN

OFFICE/OUTPATIENT VISIT 18%1.00
CREDIT CARD COPAY CLINIC 02/10/05 25.40
INSURANCE CONTRACT DISCOUNT AMOUNT:

Recon by Ext From In

COMMERCIAL BILLED 02/10/06

UNTTEDHEALTHUARE PAYMENT AMOUNT: 03/08/05 65,83
IHSURAICE CONTRACT DISCOUNT AMOUNT: 90,02

IHVOICE: 25709877
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MORGAN STENCIL, f’k/a MORGAN POWELL
ACCIDENT OF 11/05/2004
MEDICAL RECORDS

St. Joseph’s Hospital
Lakeshore Medical Clinic
Mysore S. Shivram, M.D.
St. Franeis Hospital



MORGAN STENCIL. 7k/a MORGAN POWELL
ACCIDENT OF 11/05/2004
MEDICAL RECORDS

St. Joseph’s Hospital



[P

i1 StJoSEPH'S
JHOSPIT AL

500 W, Chambers St - Mitwaukes, W 33210158

December 19, 2003

MARCUS LAW OFFICES, S.C.
0290 NORTH PORT WASHINGTON ROAD

MILWAUKEE, W1 33217

CERTIFICATION OF MEDICAL RECORDS

Patient Name: MORGAN L STENCIL
Patient DOB: August 22, 1982
Patient MRN: 097-05-70

L JILL KRUEGER, Record Custodian of hospital records at St. J oseph's Hospital, Milwaukee,

Wisconsin, hereby cemiy at 716 documents annexed hereto and consisting of 8 pages and
date(s) of service ‘-1[; , constitutes an accurate,

legible, and complete duph*cauc\of the St. J oseph's Hospital medical record regarding the above
named patient for the service date(s) requested.

'(i\ J}L ’}ﬁwq LA /Sm

] .LKRLEGER \IS RHIAATCS
}Pecfor, Medical Records




PAGE  BZ/Bd

CI%-08 =0

g5 11:13 4149647217 GRAFPER MARCUS

MARCUS LAW OFFICES, S.C.

6300 N. PORT WASHINGTON ROAD
MILWAUKEE, WT 53217

TELEPHONE: (414) 963-8949n

ROBB A. MARCUS
Fax: (414) 964-7217

ATTORNEY AT Law

December 7, 2005
VIA FAX TO 874-4480
St. Joseph’s Hospital
Att: Release of Information
5000 W. Charnbers TN
Milwaukee, WI 53210 %o
A/
Re: My Client: Morgan Powe]] \’”\\k L _ ,
Date of Birth: 08/22/82 | N’ RECEIVED

Case No.: 05CV1010 SEC oz e
Dear Sir or Madam;

Please be advised that we have been retamed to represent Morgan Powell in cormection with
injuries she sustained in an accident that occurred on Novernber 5, 2004. We understand that
Ms. Powell received treagment at St. Joseph s Hospital in connection with her injuries. Enclosed
please find a medical authiotization properly ex¢euted by our client, Ms. Powell. Please provide
us with certified copies of any and medical records relating to any treatment rendered to Ms.
Powell on the date of the accident. I t%;gre is a charge for these services, please provide me with
an invoice along with the billing statements and we will promptly remit payment of same.

m&?ei'arian. Feel free to contact me should you have

Thank you in advance for YPHE *WF ‘

any questions.
Very truly yours,
Robb A. Marcus
Enclosure

ce: Morgan Powell

—
122 “'/'glféﬁjb /ﬁ:i&ﬁfx
f/ﬁkf;i“g’éfézi?iﬁzi? j



ST. JOSEPH REGIONAL MEDICAL CENTER
A MEMBER OF COVENANT HEALTHCARE

Account No: 71175892 MR#: 0970570
Sched Date: 11/05/04 01:22 PM -
PATIENT INFORMATION NEAREST RELATIVE
POWELL MORGAN L Name: STENCIL KEVIN
7301 W WINFIELD Phone: 414 760-8743
MILWAUKEE WI 53218 Bus Phone:
Relat: SPOUSE
Phcne: 414 760-8743 Notify: V¥
DCB: 08/22/1982 Age: 22
Gender: F M3: MARRIED ADDITIONAL CONTACT
SS#: 387-02-7121 Name: POWELL BETTY
Religion: NONE Phone: 414 344-5280
Employer: AIDS RESOURCE CTR OF WI Bus Phone:
Pheone #: 414 273-1991 Relat: PARENT
Occupaticn: Notify: Y

INTERPRETER NEEDED: NO
Language: ENCGLISH

VISIT INFCRMATION

2dmit Reascn: RIGHT ANKLE PAIN
Comment : NK

PHYSICIAN INFO
Adm:
Atf: LACROSSE LARRY
PCP: MODY RITA D

Vigit Type: E
Location: EMERGENCY DEPT MINOR#
Last Inp Date:
Last Outpt Date:

tx)

INSURANCE INFORMATION

PRIMARY: AETNA
Plan: STANDARD
PO BCX 9B11¢7
EL PASO T 79988
Phone #: 800 872-3862
Subr: POWELL BETTY KAREN
Relat: CHILD/INS FIN RESP -
Policy#: 244421574
Croup#: 100440-10

Group Name: NONE

GUARANTOR INFORMATION

Name: POWELL MORGAN L
7801 W WINFIELD
MILWAUXEE WI 53218-G000
Phone #: 414 760-8743
SGH: 387-02-7121

Employer: AIDS RESCURCE CTR OF WI
Phone #: 414 273-138%91

FILE

\
Ay

"



- e | /50
NAME /ﬂ =M !pos . |AGE | DATE/TIME OF TRIAGE
O, //715’7?&/’(,/ ] 52 T iez;s%gEEN 5T BLUE /A /< i
;g’;‘;iff‘;“f"&;j?f& Q /ég@ ,[; A0 I fdf&’/ PRIVATE PHYSICIAN %—ecn MODE OF ARRIVAL
s IR %/ Tl - T T PMD AMBULATGRY
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5t. Joseph Regional Me~"  Center

Emergency Der- *ment QualChart® Page 1 of 1

ANKLE / FOOT PaN

Fill in, circle pertin.., « positive findings. Compilete ai! sections,
Exam Time: | Mode of Arrival EMS  Other VS8 Except: BP Puise Resp. Rate Temp
Nurse's Triage Naﬁs_\ Putse Ox:  NL  Hypoxic _INGT Apphicatie %onRA or O @ Limin
Reviewed: /‘t‘/es No Last Tetanus: URRTGWD Last Menstrual Period: Unknown
HISTORY:. Fhaesineind WX from PL Unobtainable due to: Dementia  Altered MS  Extremis HXfrom: Family / Caretaker EMS Interprefer
CHIEF COMPLAINT: This is a ﬂ zgyear old male / @ho presents with 3 chief complaint of pain at f Left gnkle> Foot Toe
|
Mechanism of Injury; _= {1 %/:LM . Lm Q-LC N3 ‘(_,t’; {OAA LU LM@ Known Trauma
. N i t
Onset / Duration: - Min : rs Days Weeks ) Severity: i0-1 iid) Mod Severe Worse Sinca:
Aggravated By:  Stending A i Nothing Alleviated By: Rest Elevation lce OTC Mads Nothing
Related HX: Able to Bear Weightt Y65 No
Y ! P T
Occupat;ona! njury gL AE [/u,«/n,!ﬂ
REVIEW OF SYSTEMS: .0 . Complaint-Specific Findings: Tendemness:
Motar Complaint: Negative @5@ Swelling Sweiling / Ecchymosis viedial / Latgrat TWENSHh
Neurovascular Complaint: -Negalivk Weakness Numoness / Tiagling | Abnomal Contour / Rofation Heal~rAchiffestrsarticn
PR Ligamenious Instability Midfoot
Qther Ortho Complaints: )
P ‘?endcr& Abnotmality ./-'%Metatarsais 1.2 3 4 5
e TS —————— ” o Laceration / Puncture Wound Digits 1 2 3 4 8
PASYT MEDICAL/FAMILY!SQCIAL HISTOR . Praviousty Hegl ¥ Erythema / Warmth / Blisters
Patient: Prior Ankle or Foot Injury Foreign Body Limited Range of Motion:
Occupation: “Fx{?‘ﬂﬁ\o Inversion / Eversion
Family Hx: Lives: Alone WathFamily At Nursing Home Dorsiflexion / Plantar Flexion

PHYSICAL EXAMINATION

Exirernis
Neormat Findings:

| EXAM LIMITED DUE TO: Dementia  Altered MS

Other:

Abnormal Findings:

Normal Wekﬁ:pgymg li-Appearing: Mild Mod Severe -~
No PairrDistress Pain Distress: ot Severe
Weil-Nourished Obese / THin/ Cachectic .

Normal  Strength / ROM intact Limited éﬁ s
N a Edema @ o
NoCafTendermess Calf Tendemess v

¢ Normat” Warm‘& [y Paie / Digphoretic R L

Color Normal Cyanosis @

Normat- Pulses Normai Abnormal @
A&BOX3 A V P U Disoriented \/ﬁ% —
NV Bundle intact Abnormal @
Distal to njury

MEDICAL DECISION MAKING? | Consieration of the folfowing cicled

cenditions may be warranted for the presesting problem.

Pain Scale (0 - 10)

Time Uneh,  Imp. Worse
Bum / Localized Fracture: Closed / Open tUnch. imp. Worse
Celtuiitis / Infection Gout Chart Copy Avail. to Adgtl Care Providers
Contusion Puncture Wound : > g
Disiocation Subunguat Hematoma Dzscussed case!managementldlsgosutlon of patient with:
Foreign Body Sprain / Strain Tendonitis / Bursitis | Name: at am. !/ pm
Other: Name: at am. / pom
Ancillary Tests and ED Treatmem See Orders Sheet Admit  OBS. Transfer Consult Follow-up:
En PHYSICIAN DIAGHOSES: iT

L fudd (B @@%(&/(LW

Dsscha;ge to: Home chk Nursing Home OR Tele Floor Deceased AMA

2 {_jCondition:  Stable Unstabie
< DYT’/W& I l\/l/’./‘/ Care Endorsed to: @ am./ipm
3 I Fransfer to: Transfer Form Completed
15 Supervising / Management / Progress / Procedure Noies Attached Yes No (‘2

Standard After-Care instructions Given to Patient Upon Discharge From ED

SIGNATURE:

| have reviewed the anciffary/nursing staff documentation.
Physician attests orming History, Pertinent Physical

{initials} Examinatios. [i*! | Dacision Making
Dispogition ot MD/DO
T*mi,{ i MD/DC
E @ 3; %,_g fi }‘; f_”:,, LA -NP [ Resident
am. | gy ﬂh{tﬁ%d Dictated: Yes No

|
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his form is to assist the physician's documeniation of clinical care and treatmsant,
%ﬁ is not intended 10 supplant that judgement ur create a standard of care.
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Elmbrook Memorial Hospital St Francis Hespital St Joseph Regional Medicai Center St Michael Hospitai
16333 West Nerth Avenue 3237 15" Street 5600 West Chambers 2400 West Vittarg
RBrookfield, Wi 53045 Mitwaiukae, Wi 53248 Milwaukee, W1 53210 Mitwaukes, Wi 53208

RADIOLOGY

ORIGINAL

cc:  RITA MODY, MD, Primary Care Physician
ORLANDO ALVAREZ, MD, Ordering Physician
LARRY LACROSSE, MD, Attending Physician

ORDERING PHYSICIAN: Dr. Crlando Alvarez
OCCURRENCE NUMBER: 64787228 EXAM DATE: 11/05/2004

EXAM: THREE-VIEW RIGHT ANKLE PLAIN FILM SERIES SUBMITTED WITHOUT PRIOR STUDIES FOR
COMPARISON

INDICATION: Evaluate for fracture following trauma.

FINDINGS: No fractures, dislocations, radicpaque foreign bodies or focal bony defects demonstrated,

IMPRESSION: No acute bony disease demonstrated.

This document was electronically signed by JEFFREY M. HARTWICK, MD on behalf of ERNEST CONTI,
MD on 11/07/2004 09:17:18.

Radiologist:

ERNEST CONTI, MD

EC/jan D.11/05/2004 15:38:08 T.11/05/2004 18:19:55
Doc 1D #: 3811858 Voice {0 #: 3696730

ST. JOSEPH REGIONAL MEDICAL CENTER

NAME: POWELL, MORGAN L MRN: 970570 VISIT TYPE: £
pOB: 08/22/1982 ACCT #: 71179892 ROOM #: EDM
RADIOLOGY

M. Cutlen, MO - .2 Grum, MD - J. Grogan, MO - 4 Hartwick, M5 - D Lye, MD - S Gryniewicz, MDD - R Neimon, M3 - Gilles, MD - W, MacDonziy, 8D - P, Grebe, MO
M. Lawtor, M0 - K. Kivessendor!, MU - £, Confi, M0 - J. Smith, MD - 0, Reasa, MD - £ Kinsfoged, M0 - 5. Arnold, MD - 5, VanBlarcom, MO - J. Lee, DO - Q. Rose, MDD
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Elmbrook Memorial Hospitai St Francis Hospital 5t. Josaph Regional Medical Center St. Michaal Hospital
18333 West North Avehus 3237 16™ Straet 56400 Wast Chambers 2486 West Villard
Brookfiald, Wl 53045 Mitwaukes, W1 53215 Mltwarikae, WA 53218 Mibwatukes, Wi 83209

PROVISIONAL RADIOLOGY REPORT
ED-MINOR

THE FINAL REPORT WILL FOLLOW IN THE USUAL MANNER

Original Copy
ce:

OCCURRENCE NUMBER: 64787228
EXAM DATE: 11/05/2004
EXAM: ED-Ankle RT 3+ Views

RESULTS: Negative.

RADIOLOGIST:

MARK LAWTON, MD

ML/dik  T. 11/05/2004 14:27:25

ST. JOSEPH REGIONAL MEDICAL CENTER
PATIENT NAME: POWELL, MORGAN L MRN: 370570 DOB: 08/22/1982
ACCT #: 71179892 ROOM #: EDM

THIS IS PART OF THE PERMANENT MEDICAL RECORD

M. Cullen, MD « 4. 7. Grum, MD « 1 P. Grogan, MD ¢ J.M. Hartwick, MD
O.d. Lye, MD « S.M. Gryniewicz, MD « R.E. Neiman, MD « LM Gilles, MO e« WA, MacDonaig, MD
P.J. Grebe, MD « M.T. Lawton, MD « K A Kluessendorf, MD « E.A, Conti, MD « J. SImith, MD « {J. Reasa, MD
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FECIONAL MEDICAL CENTER
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Fatient Name

Provisiona: Diagnosis

Physician who cared for yvou

We have examined and treated vou today on an emergency/urgent care/outpatient basis only, If symptoms or medical problemis) fail 1o improve, call us at 447-2171,

see your doctor, or réturn here,

—[__] You must arrange for an exam with your physician in days.

’{ You should arrange | for an exam with your physician if your condition does

11 Abdominal Complaing
i1 Animai Bite

Please follow the instructions below as indicated for:

1 High Blood Pressure
3 Neck Strain/Sprain

- Asthma J Nosebleed
not improve in {7 days. i Back Pain 1 Ctitis Media (Ear ache)
f«m; e : T { = Burn Care 2 Peivic inflammatory Disease
{__FPhysician 3 LA L3 Cast Care 1 Seizure
R R 2 Ghest Pain ,’élds,ﬁfe Throat
Telenhone < Cold - AduivChilg - Strain, Sprain, Fracture
elep . ) A A Crutch Waiking/Crutchnes 1 Tetanus
. . T SRR AT 3 Culiure 4 Threatened Miscarnage
Additional instructicns S rr’_, i Y - 71 Eye injury 11 Urinary Tract Infection
: ’ A 0 Fever - Chilg J Venereal Disease
A . S UL ASUUN. S0 S St 1 Febriie Convuision 3 Vorniting/Diarrhea - Aduit/Child
o o T 71 Headache -t Wound Care/Suture After Care
T "y 4 Head injury - AdultChild 1V Conscious Sedation
- N Giher
ZI v . (' if you received x-rays, they do not always show njury or disease. Fractures
L [Youhad __ sutures/staples. They must be removed in____ woys. {breaks In the bones) are not always reveaied on the initial x-rays but may

be revealed on subseguent x-rays. Your x-ray has been read on a prefim-
inary basis. Final reading will be made by the Radiclogist. You or your
refersal physician will be notified of any additional findings through the
Emergency Depariment.

You were prescribed sedatives or pain medications that may make you drowsy,
“-Bo not drink aloohol, drive, or oporate machinery white you are taking those
medications.

i
H
i

L If you received an EKG it has been read on a prefiminary basis by the
physician on duty. A final reading will be made and you or your referral
physician will be contacted if additional treatment is requirad.

Cl £mres were done 'odav Reﬂuits WE!E nc? se avai!able fcr 72 hours

I have received discharge instructions and understand that | have received emergency care ondy. | am 1o call or see my family physician for further care.

! alse understand my pn’%nary eare ;;;hysxcnan may ipceive a @ of my ED record
— {

Patient s:gnamre s L

I S PO

Waork/Schoo! Release:
May return to work/schoc! immediataly with no limitations,

Today's date: {7 o K

_ O work/schoo! today, may return next scheduied shift/day.
= O workischoo! for ; days. Re-cheok by family/company doctor or preferred docstor prior o return recommendad.
May refurn 1o work/sc ool with the follow ing kmitations:

GENERAL DISCHARGE - 7
INSTRUCTIONS ED-SJRMC POUELL MORGAN L .
008 26/02/82 22y s F MR 97057

CONSUL TANTS INC. |

=




D. Assignment and Agreement to Pay: | understand that | am responsible for payment forthe
services that | receive and guarantee payment for these services. | hereby assign to Facility and the
physicians and p{ofessionals associated with the Facility, for application {o my bill for services, all of
my rights and claims for reimbursement under any federal or state healthcare pian (including but not
imited to Medicare or Medicaid), insurance policy, any managed care arrangament or any other
similar third party payor arrangement that covers health care costs and for which payment may be
available o cover the cost of the services provided to me. | understand that | am responsible for any
appticable co-payment, deductibles, co-insurance and/or non-covered costs and charges. |
understand that not all insurance companies pay the usual and customary fees of the Facility, the
physicians and/or the professionals associated with the Facility. Therefore, when permitted by law,
any outstanding balance will be my responsibility. | understand and agree that | am responsible for
the cost of coilection and/or reasonable attorney fees related to my account. | understand that my
health information will be released to my insurers, payers, or others for billing purposes. | also
understand that | may receive separate bills from independent physicians involved in my care
including radiologists, anesthesiclogists, pathologists, emergency rcom physicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

E. Valuables: Keeping valuables (such as cash, jewelry, documents) in the Facility is strongly
discouraged. | understand that the Facility has a place where my valuables may be stored. If |
choose to keep vaiuables in the Facility, | do so at my own risk and | understand and agree that
Facility is not liable for ioss or damage to any valuables that | do not turn over for storage.

F. Photographing: | understand and agree that the Facility may take photographic, electronic
and/or video images of me in cases when it is required to assist with my treatment or for my safety. If
my care involves the delivery of a baby, | give consent for my baby io be photographed for security

and/or personal use.

G. Privacy Notice: | acknowledge that | was provided with a copy of Covenant Healthcare’'s Notice
of Privacy Practices. Please refer to the Notice of Privacy Practices for more information regarding
release of your health :nformatlon _and your right to access your health information.

N Ry /-5

/ ngnatufle; of Pat ent/Authorizéd Representative Date

Relationship of Authorized Representative

If unable to sign document, state reason:

\_/‘ W inpatient and Qutpatient PDUEU— MUF.;?GHNr M 8?@{5;% NE T

ALt ARE N
@ rEaLTHCARE Consent for Treatment & E:RESEZNCY ;gtfsw—?;"% k | ‘&\ﬂ“‘
i e Financial Agreement t-f’g E%i“\\i@\\\1‘\1“\3&@\\\“\1\1 é\é\ a‘\% i
AL 13 §e ¥ s BRI
St. Francis Hospital 71 ¢ 79897 i u
St. Michaei Hospital 5 “? — o ArPEARS ON
Eimbrook Memorial Hospial 1820 2/03 R8 L

St. Joseph Regional Medical Center



Covenant Healthcare

Inpatient and Qutpatient Consent for Treatment & Financial Agreement

|| St. Joseph Regional Medical Center {1 St. Michael Hospital
.| Eimbrook Memorial Hospital (] St. Francis Hospital

Covenant Healthcare Hospitals have a number of ambulatory/outpatient sites that are covered
by this Agreement.

A. Consent for Treatment: | am entering the above named facility (the “Facility”) for the purpose of
medical and/or surgical treatment or diagnosis. | consent to my physician, other attending, consulting
and/or referring physicians and their assistants and designees, and other Facility personne!, to
provide me with such medical, surgical, diagnostic or other treatment services judged necessary
and/or appropriate by my physician. This consent includes my consent for hospital services,
diagnostic procedures and all medical treatment rendered under the instructions of my physician(s)
including x-ray and laboratory procedures and other tests, treatments or meadication, monitoring, and
ali other procedures or treatments that do not require my specific informed consent, | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |
authorize Facility personnel to preserve or use such cells, tissuas or parts for teaching purposes
and/or to dispose of any cells, tissues or parts that are removed.

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may involve risks of
injury, and even death. No guarantees have been made tc me with respect to the results of my
examinations or treatments in the Facility. | understand that many of the physicians on the Facility’s
staff are not employees or agents of the Facility but, rather, are independent contractors who have
been granted the privilege of using this Facility for the care and treatment of their patients. |
understand that the Facility is not liable for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Facility. | understand and agree that |
may be observed and/or receive care from medical, nursing, and other health care students in
fraining at the Facility. | understand that it is my responsibility to follow instructions about and make
arrangements for follow-up care. | understand that | may review and obtain z copy my medicai
record, at my own expense, and that this review shall take place in the Facility, during regular

business hours.

C. Medicare Payments: | acknowiedge receipt of the “Important Message from Medicare,” as
applicable

Q‘/m e emeks UL R - mg\\i\\\i\ﬁﬁ |
e e oo e Financial Agreement

g rme e E“““‘GEN \\\\\\\\\\\\\\\\\\\\’*\\\\\\\\\\\\\\\\\

Eimbrook Memaorial Hospital 1820 2/03 R8

St Joseph Regional Medical Canter



MORGAN STENCIL, f’/k/a MORGAN POWELL
ACCIDENT OF 11/05/2004
MEDICAL RECORDS

akeshore Medical Clinic



LAKISHRE PROGRESS | Date: ' Name:

sy NOTE ; Inftials: i Chief Complaint: el
DOoB: &’ RENIESaYr e |
LMP: | oS ! Qual: .
Meds: o Updated, Ses Med Ligt Sever‘ity: S
- - Duration: _
Allergies: %) Km;m‘égted, See Probiem List Timing:
Updated, See Propleln st For: {initial) Context: e
PMSHx:o SHu: o FHx: o ModFact: = & i N A )
95212.50213,9900200  05214,59703:1  08215,60204 0820512 Assoc 5/8: A
ROS:  v=Nomal O= Abnormal M A N M~
oGeneral o | 1 Appetite oWtloss oFever nChills nSweats oFatigue )
sEyes oBlurryDouble Vision cRedness oSweliing oDischarge L{/\ V- t LA e . _
oHENT  oH/A oEar Ache ol Hearing oTinnitus =Sinus oSore Throat "2 C @ﬂ [5‘ Chn g P
wDentures cSealp cRhinorriea oGlands cAnnual Ophtho Exam ) f{ e ufm\ { “\
pResp  aCough oColds oSputum oSOB sWheeze nPost Nasal Drip { & ol - -
oCV oChest Pain/Angina cSOB oDOE wPalpitations oMurmur oEdama f'\,’W
oGl ocNausea cVomiting oDiarthea nConstipation oHeartbum oPain =gl
uDysphagia oHemorrhoids oBRBPR oMelena nUicers
oGy chmpotence oDysuria oHematuria olirgency oFreguency

wProstate oNocturia oPelvic Pain nDischarge sincontinence
cHeme oGlands oBleeding/Bruising Problems cBlood Disorders
oMSK oSwelling cdoints cWeak oSymmetry slow Back Pain  oPain
oS8kin oRash olnsect Biles tMoles nAcne oFczema oitch oHives
oNeuro  oDizzy olightheaded nSyncope oNumbness =Weak oTingling
oPsych  oDepressed oAnxious cinsamnia oConcentrate oSuicide
cAlifimen oUrticaria oSneezing oConjunctivitis =Seasonal Allergies
oEndo  pPolyuria aPolydipsia cPolyphagia oWt gain

fers.d

oHot oCold oHair loss cMenopause oWt loss
99212:0  99213,95002:1 99214,99203: -0 99204,98205: 10+

£l
0) S iooma—B/P: [O Pulse: 7). Temp: §2.0 RR: Ht: wt [ |44 BMI:
General 8Wall-nourished —Well-groomed —ENAD oCoperative
Eyes  pConjunciivalids oPERBLA/EOMI oFundus/Optic Discs .
ENMT nEars/Nosé cOtoscopic Exam oNasal Muecosa/Septum/Turbinates ‘f«% . vé’é’()/
clips/Teeth/Gums oOrophanmnx (6) oHearing Test nSinuses g{ aj”
Neck  oNeck Exam féﬁ&ﬁﬂd Size/Shape/Consistency 2 e
Resp oRespiratory Effort gAustUltation oChest Palpation oGhest Percussion @ S’ \j/{/@c/—?
CV  oPalpation of Heart gAuscTiiation aﬁwaery oAbdominal Aarta

zFemoral Pulses nEdema/Varicosities Urmur/Rub/Gallop oDP/PT Pulse /\A/‘(
Chest nlnspection wPalpation Breasts/Axillas / { ' / ( M
Gl oLivef/Spleen oMassTilends? nGuardfREbound cRS cAnus/Perinsum ' ! ., Mq/f < /
Gu MALE:  oSerotum oTestcles wPenis oProstate } - ; ( @f{ ’fé (LI
FEMALE: cExternai Gen cVaginal Vault  clirethra nkladder 21 < Az
cCetvix oilterus  cAdnexa/Parametria DCVA O{_ (M ki
Lymph oAnt/Post Cervical pAuricular oClavicular oAxillary oGroin i)\vﬁ &(fé‘é 3 ﬁ qu‘{ W«é 7
MS  oGaitStation CDighs/Nails AN A
Clrcle: Mead Nack Cervical Thoracic Lumbar Saeral Pibs Peivia RUEx LUEBEd RLEx LLEa z\yijx - 0«%{,% ~
oinspection cPalpation =R.OM cStabilty/Subluxation cStength/Tone [4 g
-Skin  zinspection of SKin/SQ Tissue zPaipation of Skin/SG Tissua =

Neuro oCraniaf Nerves X1l nDTR oSensabion aCersbeliar ~Vibratory Sense
Psych oJludgment -Aler/Orientad (PPT) oRecent/Remote Mamory oMoodAflect

9921225 90213 88202 A-11  002%4, GOP03: 12.4F  2g2is, 99254, BBR05:15+ Counsgling: 88212:4C min /7002713 45 mik £99213: 25 min Q92 40 fin £
-1

A/P) Stable Diagnoses New Diagnoses E/M Non-Stable ég{/ (o ; - Xo g A VMVQ’E@

Oobe=gie foicte |

{:} 2l -4‘5:4’@"/}3/’ - P{’It/ﬂdf/
o — e &?‘b{héﬂ '3/?'"*/”‘\\
Wit e Conepie “ Y, /1[ ™
=Zs ‘ e

f e . . /7 im - J
LY UK D ackid WRedWEA © [T g __
8821286202 1 Diag Min deta/risk _ 99213,98203 2 Chg LIP\FAIa K a1 S8V 3 Ding Mod data/rish™—00045, 53508 e Ext caasris
Rapid Strep Mono CBC dif PIANR Bhb CWMP Liver Panel F8H Chol HgbA1C ESR Bi2/Folatd UA/micro | CXR EKG
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MORGAN STENCIL, {’k/a MORGAN POWELL
ACCIDENT 0OF 11/05/2004
MEDICAL RECORDS

Mysore S. Shivram, M.D.



MYSORE S. SHIVARAM, M.D. 'g}

Orthopaedic and Hand Surgeon

4448 W. Loomis Road, Suite 102
Greenfield, WI 53220
Talephone: (414} 282-5555

Fox: (414) 282-5588

April 4, 2005
Re: Morgan Stencil

Dear Dr. Rita Mody:

Morgan re-injured the right ankle when she twisted it. She is concemed about continued
pain and feeling of weakness in the right ankle there is no instability of the right ankle.
There is pain over the anterior tibiofibular ligament. She was sent to physical therapy for
rehabilitation. I anticipate good recovery with physical therapy and she will return prn for

recheck.

Thank you for the referral.
Sincerely,

Mysore S. Shivaram M. D.
MSS/jam
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MYSORE S. SHIVARAM, M.D. "QS

Qrthopaedic and Hand Surgeon

4448 W. Loomis Boad, Suite 102
Greenfield, WI 53220
Telephone: (414} 282-5555

Fax: (414) 282-5588

February 21, 2005

Re: Bl Morgan Sencs >

Dear Dr. Rita Mody:

Paula Morgan injured right ankle when she stepped out of the car in November, she continues to have
right ankle pain particularly when she has been on her feet for awhile she has pain along the outer
aspect of the right ankle. She complains of weakness in the right ankle. She denies any previous trauma

to the right ankle.

Examination reveals no swelling or deformity of the right ankle. The range of motion is normal. She has
pain over the anterior tib fib ligament. Right ankle is stable for examination.

She also has a vague clunk in the right ankle with range of motion this appears to be non-pathologic.
Diagnosis: Sprain right ankle with continued discomfort.

Treatment: Conservative care.
Supportive shoes.
Range of motion exercises to the right ankle.

Ice massage.

If she continues to be symptomatic I will repeat x-rays of the right ankle.
Thank you for the referral.
Sincerely,

g‘:\" - ;%\_{\{g\r,fﬁjww

Mysore 8. Shivaram M. D.
MS8/jam




e Mo Hevoile

owre L 05 e NP (&) anicke

HISTORY OF PRESENT ILLNESS! @/ an d;&, J’IJQE{ W, f

<DS

V

PASTFAMILY/SOCIAL HISTORY {attached form): REVIEW BY: ON__/__/
CONSTITUTIONAL: HT wT PULSE RESP BP__ !
ﬁ'j_‘[ﬂm: /=NORMAL FINDINGS
VELOPEDAVELL NOURISHED. ORIENTED 3
s‘x%NLQE a'écafvg G-EARS NOSE,MOUTH
DCARDIOVASCULAR ] RESPIRATORY 0 ARDOMEN
S ABNORMAL FINDINGS:
ONEUROLOGICAL: K T
KNEE ERK: R L BICEPS: R L g eg f)
ANKLE JERK: R L TRICEPS: R L
BABINSKI: R L BRACHIORADIALIS:R L
EXT HAL LONG: R L SENSORY: R____ L
o MUSCULOSKELETAL:
INSEPCTION. -
GAIT. - PALPATION
SWELLING TENDERNESS
DEFORMITY SWELLING
EDEMA INFLAMMATION
CONTRACTURE CREPITUS
LISTING STABILITY
= "= ROMi  FLEXION
N EXTENSION
ABDUCTION
: INT. ROT.
\' o ! EXT. ROT.
Q@V.VW

REVIEWED: CXRAYS OMRI 0O ARTHROGRAM OCTSCAN OBONESCAN

35&4

RESULTS:
TREATMENT PLAN: O OBSERVE 7 CONSERVATIVE
3 SURGERY
STHERAPY. 5 MEDICATION:
5 OTHER

SIGNED: \§* N / DATE. ¢

?(QA’L"” U\_,i



MORGAN STENCIL, f’k/a MORGAN POWELL
ACCIDENT OF 11/0572004
MEDICAL RECORDS

St. Francis Hospital



St. Francis Hospital
3237 S 18TH STREET
MILWAUKEE, W1 53215

{414) B47-5358

December 14, 2005
MARCUS LAW OFFICES

5300 N. PORT WASHINGTON ROAD
MILW, Wi 53217

CERTIFICATION OF MEDICAL RECORDS

PATIENT: MORGAN L STENCH.
BOB: August 22, 1982

MEDICAL RECORD #:  76-13-61 |
DATES OF SERVICE: U-~0) (9~ 05 To-’ L9 05/

Mary Kaye Christensen, RHIT, Record Custedian of Hospital Records at St. Francis Hospital,
Milwaukee, Wisconsin, hereby certify that the documents annexed hereto and consisting of 22
pages, constitute an accurate, legibie, and complete duplicate of the St. Francis Mospital
medical records regarding the above named patient for the Service Date(s) listed.

Mary Kaye Christensen, RHIT
Director of Heaith Information Management




; . Eimbrook Memorial Hospital S, Francis Hospital S, Jeseph Regionai Medicai Center St Michiast Hospital
19333 West North Avenue 3237 15" Street 5060 West Chambers 2400 Waest Villard
Brookiiaid, Wi 53045 Milwaukee, W1 53215 Mitwaukee, W1 532140 Milwaukes, Wi 537208

REHABILITATION SERVICES - MEDICAL ARTS PAVILION

ORIGINAL
ce:  MYSORE SHIVARAM, MD

THERAPY DISCHARGE SUMMARY
PERFORMANCE CENTERS AT THE MEDICAL ARTS PAVILION 647-7670

DIAGNOSIS: Right ankle sprain.

DATE OF ONSET: 11/05/2004

DATE OF EVALUATION: 04/20/2005

DATE OF DISCHARGE: 06/29/2005 TOTAL VISITS RECEIVED: 13.

TREATMENT/EDUCATION RECEIVED:
o Ultrasound, soft tissue message, range of motion, strengthening, stretching, provision of home exercise
program, gait training, balance, reeducation.

FUNCTIONAL STATUS AT DISCHARGE:

CLINICAL STATUS AT DISCHARGE:

e Active range of motion: Dorsiflexion is 8 degrees. Plantar flexion is 64 degrees. Eversion is 135 degrees.
Inversion is 30 degrees. Dorsiflexion strength is 4+; plantar flexion, eversion and inversion is 5 out of 5.
Patient at times does have a tendency to ambulate on lateral border of right foot if ankie is sore. Her pain
levels are 1 out of 10 with daily activity. If she does do more than usual walking, her foof does get sore but
does not go beyond a 3 out of a 10. Stair climbing is still somewhat sore. She can take stairs reciprocally,
but she needs to go slow at times. She is not able to tolerate wearing heels, however.

GOALS MET:

» Patient will achieve right ankle active range of motion to at least 5 degrees to allow for improved gait
pattern,

» Patient will report decreased pain levels by at least 25% with daily activity.

e Patient will be independent with range of motion and stretching program to allow for progression towards
long-term goals.

-« Patient wilt report increased ease of stair climbing by at least 75%.

+ Patient will achieve at least 4+ out of 5 strength throughout right ankle to promote stability of daily
activities.

ST. FRANCIS HOSPITAL

PROVIDER: KRISTEN E. BRODZELLER, NAME: STENCIL, MORGAN L DATE: 04/21/2005
PT

VISITTYPE: R MRN: 761381 ACCT # 10842045
ROOM # SPME DOB: 08/z2/1e82 AGE: 22Y

REHABILITATION SERVICES - MEDICAL ARTS PAVILION

Page 1 of 2
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N Eimbrook Memorizl Hospital §t, Francis Hospital St. Joseph Regianat Medical Cenrter SL Michael Hospital
18333 West North Avenue 3237 16" Street 5000 West Chambers 2400 West Villard
b Brookfieid, Wi 53045 Mitwaukee, WI 53215 Witwaukea, Wi 53210 Milwaukee, Wl 53209

REHABILITATION SERVICES - MEDICAL ARTS PAVILION

GOALS NOT MET:

 Patient will achieve right ankle active range of motion to equal left ankie active range of motion to allow for
return to driving and ambulation in the community including incline with pain no greater than a 3 out of 10
(this goal has not been met secondary to ankle active range of motion is not equal but is getting close to
equal left ankle).

PLAN/FURTHER RECOMMENDATIONS:
» Planis for the patient to continue with calf stretching, home exercise program as instructed. Patient is to
followup with MD as she feels needed. Discontinue physical therapy at this time.

o2 A1 G Fr

KRISTEN E. BRODZELLER, PT

KEB/jsk D. 06/29/2005 12:23:29 T. 06/30/2005 07:03:44
Doc 1D#: 4267972 Voice ID#: 4113482

ST. FRANCIS HOSPITAL

PROVIDER: KRISTEN E. BRODZELLER, NAME: STENCIL, MORGAN L DATE: 04/21/2005
PT

VISITTYPE: R MRN: 761361 ACCT # 10842045
ROOM #: SPME DOB: 08/22/1582 AGE: 22Y

REHABILITATION SERVICES - MEDICAL ARTS PAVILION

Fage 2 of 2



Mysore S. Shivaram, M.D.

" Orthopedic and Hand Surgeon

PT/OT ORDER FORM
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" Eimbrock Mernorial Hospital §t. Francis Hospltal $t. Joseph Regional Bedical Center $t. Michae! Hospitat
19333 West North Avenua 3237 15" Street 5000 West Chambers 24400 West Villard
: Brockfiaid, Wi 53045 Milwaukes, Wi 53215 Mitwauicee, Wi 33210 Miwaukes, WI 53209

REHABILITATION SERVICES - MEDICAL ARTS PAVILION

ORIGINAL
co. MYSORE SHIVARAM, MD

SUMMARY OF THERAPY EVALUATION
PERFORMANCE CENTERS AT THE MEDICAL ARTS PAVILION 647-7670

DIAGNOSIS: Right ankle strain.
DATE OF ONSET: 11/05/2004
DATE OF EVALUATION: 04/20/2005

FUNCTION/PAIN LIMITATIONS:

» The patient reports pain is along the inferior portion of the lateral mallecius on the right ankle and
posteriorly along the Achilles fendon; 8 out of 10 is the current pain rating. Pain can get to a 9 out of 10,
described as throbbing, sharp. Walking and stairs increase his pain. Elevating, rest, and ice decrease
pain. Patient also reports a popping sensation in the right ankie. She is having difficulty driving and
switching her foot from the brake to the gas pedals. She is only able fo wear tennis shoes. Stair climbing
is painful.

CLINICAL LIMITATIONS:

e The patient does not have any edema. She is ambulating stiffly. However, is able to demonstrate a heel-
to-toe gait pattern. Range of motion actively on the right arkie is minus 10 degrees for dersifiexion, 60
degrees for plantar flexion, 10 degrees for eversion, 20 degrees for inversion. Strength has not been
tested at this time. Patient has tenderness along the lateral malleolar area on the right, as well as the
Achilles tendon. The patient has bilateral rearfoot valgus.

GOALS:

Short term goalsitime frame: Two weeks.

« Patient will achieve right ankle active range of motion to at least 5 degrees to allow for improved gait
patiern.

+ Patient will report decreased pain levels by at least 25% with daily activity. - mdf

» Patient will be independent with the range of motion and siretching program to alfow for progression
toward long-term goals.

Long term goals/time frame: Three to four weeks.

« Patient will achieve right ankle active range of motion to equal left ankle active range of motion to allow for
return fo driving and ambulation in tg_;e community, including inclines, with pain no greater than a 3 out of
10. & A

» Patient will report increased ease with stair climbing by atleast 75%. s~

ST. FRANCIS HOSPITAL

PROVIDER: KRISTEN E. BRODZELLER, NAME: STENCIL, MORGANL DATE: G4/20/2005
PT

VISITTYPE: C MRN: 761381 ACCT #: 10838880
ROOM #: SPME DORB: 08/22/1882 AGE: 22V

REHABILITATION SERVICES - MEDICAL ARTS PAVILION



[ Eimbrook Memaorial Hospital St. Francie Hospital St. Joseph Regional Medicai GCenter §t. Michael Hospiial
19333 West North Avenue 3237 16 Street 5600 West Chambers 2409 West Villard
. - Brookfield, WI 530458 Milwaukee, Wi 53215 AMitwaukes, W1 53210 Milwaukee, W1 53208
REHABILITATION SERVICES - MEDICAL ARTS PAVILION

s Patient will achi@ve at least 4 pius out of 5 strength throughout right ankle to promote stability with daily
activities. "

Patient/family goal:
e To reduce pain and strengthen ankle and the knee.

PLAN:

« To see patient two times a week for three weeks for range of motion, strengthening, uttrasound, strefching,
provision of home exercise program, halance, proprioception, soft tissus massage.

Awtuinn it

L KRISTEN @BRODZELLER oT

REHAB PROGNOSIS: Good.

KEB/sas D. 04/20/2005 13:12:17 7. 04/20/2005 20:11:18
Doc 1D#: 4133750 Voice ID#: 3992383

ST. FRANCIS HOSPITAL

PROVIDER: KRISTEN E. BRODZELLER, NAME: STENCIL, MCRGAN L DATE: 04/20/2003
PT

VISIT TYPE: C MRN: 761361 ACCT # 10836680
ROOM # SPME DOB. 08/22/71082 AGE: 22Y
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D. Assignment and Agreement to Pay: | understand that | am responsible for payment for the
services that | receive and guarantee payment for these services. | hereby assign to Facility and the
hysicians and professionals associated with the Facility, for application to my bill for services, all of
my rights and claims for reimbursement under any federal or state healthcare plan {including but not
iimited to Medicare or Medicaid), insurance policy, any managed care arrangemsnt or any othar
similar third party payor arrangement that covers health care cosis and for which payment may be
available to cover the cost of the services provided to me. | understand that | am responsible for any
applicable co-payment, deductibles, co-insurance and/or non-covered costs and charges. |
understand that not all insurance companies pay the usual and customary fees of the Facility, the
physicians and/or the professionals associated with the Facility. Therefore, when permitted by law,
any outstanding balance will be my responsibility. | understand and agree that | am responsible for
the cost of coilection and/or reasonable attorney fees related to my account. | understand that my
heaith information will be released to my insurers, payers, or others for billing purposes. | also
understand that | may receive separate bills from independent physicians involved in my care
including radiologists, anesthesiologists, pathologists, emergency room physicians and other
independent physicians. These physicians may or may not participate in all insurance networks.

E. Valuables: Keeping valuables (such as cash, jewelry, documents) in the Facility is strongly
discouraged. | understand that the Facility has a place where my valuables may be stored. If |
choose to keep valuables in the Facility, i do so at my own risk and | understand and agree that
Facility is not liable for loss or damage to any valuables that | do not turn over for storage.

F. Photograching: | understand and agree that the Facility may take photographic, electronic
anc/or video images of me in cases when it is required to assist with my treatment or for my safety. If
my care involves the delivery of a baby, | give consent for my baby to be photographed for security
and/or personal use.

G. Privacy Notice: | acknowledge that | was provided with a copy of Covenant Healthcare’s Notice
of Privacy Practices. Please refer to the Notice of Privacy Practices for more information regarding
release of your health information and your right to access your health information.

Tttt e | - 28 )5

Siénatuée’of Patient/Authorized Representative Date

Relationship of Authorized Representative

if unable o sign document, state reason:
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Covenant Healthcare

inpatient and Duipatient Consent for Treatment & Financial Agreement

| St. Michael Hospital
I

Eimbrook Memorial Hospital f

St. Joseph Regional Medical Center

St. Francis Hospital

i

Covenant Healthcare Hospitals have a number of ambulatory/outpatient sites that are covered
by this Agreement,

L, N

A. Consent for Treatment: | am entering the above named facility (the “Facility”) for the purpose of
medical and/or surgical freatment or diagnosis. | consent to my physician, other atiending, consulting
and/or referring physicians and their assistanis and designees, and other Facility personnel, 1o
provide me with such medical, surgical, diagnostic or other treatment services judged necessary
and/or appropriate by my physiclan. This consent includes my consent for hospital services,
diagnostic procedures and all medical treatment rendered under the instructions of my physician(s)
including x-ray and {aboratory procedures and other tests, treatments or medication, menitoring, and
all other procedures or treatments that do not require my specific informed consent. | understand that
in the course of diagnosis and treatment, cells, tissues and/or parts may be removed from my body. |
authorize Facility personnel to preserve or use such cells, tissues or parts for teaching purposes
and/or to dispose of any cells, tissues or parts that are removed.

B. General Acknowledgments: | understand that the practice of medicine and surgery is not an
exact science. | understand that medical and surgical treatment and diagnosis may involve risks of
injury, and even death. No guarantees have been made to me with respect to the results of my
examinations or treatments in the Facility. | understand that many of the physicians on the Facility’s
staff are not employees or agents of the Facility but, rather, are independent contractors who have
been granted the privilege of using this Facility for the care and treatment of their patients. |
understand that the Facility is not liable for any actions or omission of, or the instructions given by,
such independent contractors who treat me while | am in the Facility. | understand and agree that |
may be observed and/or receive care from medical, nursing, and other health care students in
training at the Faaility. | understand that it is my responsibility to follow instructions about and make
arrangements for follow-up care. | understand that | may review and obtain a copy my medical
record, at my own expense, and that this review shall take place in the Facility, during regular
pusiness hours.

C. Medicare Paymenis: | acknowledge receipt of the “Important Message from Medicare,” as
appiicanie.

; W : inpatient and Outpatient

Consent for Treatment &
Financial Agreement

s
[ay)

L FTT (3 003
LX)
B2
€
N
ol
Cad



- MEDICAL HISTORY -

ALLERGIES

REHABILITATION INTAKE

Do YC}U have a histery oft {Check, if yes)

Commenis/Date

YVision Probiems (Do vou wear
giasses or contact lenses?s

.
F—1

]

i Cancer

| —
71 Diabetes
[ Low Blood Sugar

Heart Disease

Angina or Chest Pain

Facemaker
implanted Stimulator
Defirllator

Shortness of Breath

froke

Ostecporosis

CHOCCEAO e

Asthma

Pclio

Migraine Headaches

Arthritis

Hypertension or Hich Blood Pressure

RParkinson's Disesse

OO

Dizziness

Falls or Balance Probiems

Fainting speiis

implanted metal

Bladder or bowe! conirol lssues

Are vou pregnant now?

NOOCEo s

Other

Please list alt medications vou are currently taking:

noene/

Piease list any surgeries, hospitalization, and/or broken bones and the year they vcourred: Lo L.
Are vou abergic to: {circle those that apply)

Latex Bee Stings Sheilfish Cortisone
Please list any allergies not listed above:
Co you have an Advanced Directive? 5:_] Yes b No

i no, 4o you want information? ;& Yes  LiNo

Advance Direclive information given? {therapié!t o complete)  [J Yes [ No
What is the best way for you to leam? L :

[l Reading M Listening ™ Pictures A Demonstratfon] Vidso

] Other
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FL JTIONAL LIMITS/OUTCOME TOOL

DATE; DATE: DATE: .
INITIAL PROGRESS/DISCHARGE PROGRESS/DISCHARGE
ACTIVITY Ahility to Function Ability to Function Ahility to Function
NA B 23 e Na (1) 2 3 4 NA 1 2 3 4
NA D 2 34 | NA 4 2 304 NA 12 14
NA 1 B s 4 NALGT 2y 30 4 NA T 2 3 4 ;
NAT 2 @ NA1 O E) 3 4 NA T 203 4
N o120 Ba NA AT Z) 3 4 NA 12 3 4
NA D) 2 3 4 A L/ 20 3 4 NA Y23 4
At
: NAL T2 3 NA 12 a3 A NA 1 2 3 4
{Ruﬁﬁinw gOEiz{"ﬁg, et.) -
Driving & Vehicle NALT (2 3 4 NAL DD 2 3 4 NA 1 2 3 4
Lying Cown NA (2 3 4 NA 1) 2 3 4 NA 17 3 4
Sleeping at Night NA P2 3 4 NA fY o2 2 4 NA Ot 2 3 4
Lifting/Carrying wA &) 2 & 4 | NAY 2z 3 NA 1 2 3 4
(Groceries, brisfease, eic.)
Y LA " . -
Geitng Dressed NA ¥ 2 34 NA (L 2 3 NAGT 2 3 4 |
..... NA 4 @ 2 4 NA fi'}; 2 a ; P - -
Daily Job Activities ! e NA T Z 3 4
Housework/Yard work NAL T [ 5 4 NA - & 2 3 4 N T2 3 4
Reaching NA D 2 3 4 Na ) 2 3 4 NAL T 2 3 4
{Cverhead, behind back, el A
Gripping Na B o2 3 4 NA ’§< 2 4 NA 1 2 3 4
Flexing or Extending Arm/Elbow NA (g 2 3 4 NA L) 2 34 NA T2 3 4
Fine Hand Activity NA @ 2 3 4 NAYT 2 3 4 NA 1T 2 34
Bathing NAe 3z d 4 NAf’? 2 3 4 NA 1 2 3 4
Cther o s heats NA 12 3 @ | na 1t 2 3 4 NA 1 2 5 4
TaL GOALS: ’}z A TOTAL MET:
i .#
Forther Medical Care .. Other
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ST. FRANCIS HOSPITAL
A MEMRER OF COVENANT HEALTHCARE

Account No: 10842045 MR#: 0761361
Sched Date: 04/21/05 08:00 AM -
DATIENT INFORMATION NEAREST RELATIVE
STENCIL MORGAEN L Name: STENCIL KEVIN
7801 W WINFIELD Phone: 414 760-8743
MILWAUKEE WI 53218 Bus Phone:
Relat: SPOUSE
Phone: 414 760-8743 Notify: ¥
DG gs/22/1982 Age 22
Gender: F MS: MARRIED ADDITIONAL CONTACQCT
gg#: 387-02-7121 ‘ Nams: POWELL BETTY
Religion: NONE phone: 414 344-5280
Employer: AIDS RESCURCE CTR OF WI Bus Phone
Phone #: 414 273-1291 Relat: PARIEN
Occupation: Notify: ¥
VISIT INFORMATION INTERPRETER NEEDED: NO
Language: BENGLISH
Admit Reason: RIGHT ANKLE
Comment: KIS
Vigit Type: R PHYSICIAN INFO
Location: SPORTS MEDICINE# Adm:
Last Inp Date: Att: SHIVARAM MYSORE S
Last Cutpt Date: 04/20/05 PCP: MODY RITA D

INSURANCE INFORMATION

PRIMARY: UNITED HEALTHCARE
Plan: STANDARD
PO BOX 740800
ATLANTA GA 30374
Pheone #: 877 842-3210
Subr: STENCIL MORGAN L
Relat: PATIENT IS INSURED -
Policy#: 941429773
Group#: 4R3097
Group Name: AIDS RESCOURCE

CUARANTOR INFORMATION
Name: STENCIL MORGAN L
TEQL W WINFIELD

MTTHATINRW BT R el - I o W W
MITLAHAUKEER WL 53218-00GCC
fy 5 N R o
Dhone #: 4314 760
oo b el -
g5#. 387-02-
- w, =TT Y i FETTYTT it T
oyver: AIDE EE TR OOF WI
it A A oy
ne #: 414 273
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My&ere

. Shivaram, M.D.

4*1 enedic and Hand Surgean

F’TKC}T ORDER FORM

M

Patient Name: ﬁ@{%ﬁﬂ
-~
S

Diagnosis: .

SO

Date, Li -«L}» ’”Db

\%“/,‘*-*-Cx N | J—’Q«K

Treatment Frequency:

Dally Two times & weex _ Thres times & week  ____ Other

Treatment Duration 2@ 4 5 6 7 8 g 10
g
Days Weeks Sessions

PT Only OT Only
- BT with concurrent of progression 10 o7 OT WCP [PT as neeced)
. Evaluation Eveluation
__ Evaluation and Treatment _ Evaluation anc Treatment

FCE Only

Modalities/Procedures:

Lltrasound
Phonophoresis

. Whiripool/Contrast Bath

. Mobitization

. Massage/Myofascial Release
Electrical Stimulation

_ Hot Pack/Cold Pack

o 1omophores

____ Mechanicai Tractio

Modaiities/Procedures

__ Desensitization/Massage
Ultrasound
Phonophoresis

juidotherapy
. raraffin
o Electrical Stimulation
— Hs:)t Pack/Cold Pack
. Spiint Fabrication
’\ro?“ lzation

P =~

Therapeutic Exercise:
MMM

-/m AROM __ AAROM
Q'*enc?hem
____ Sretching
Lido isokinstic
work Simutation

Exercise/

Tesiing

Frecautions/Comments:

. PROM ack k£

Educational Programs:

Fducation

MNeok G camor

ATTEE ThE HBA3T (P 206




ST. FRANCIS HOSPITAL

A MEMBER CF COVENANT HEALTHCARE
Account No: 108366840 MR#: 0761361
Sched Date: 04/20/05 131:15 AM -
PATIENT INFORMATION NEAREST RELATIVE
STENCIL MORGAN L Name : ST:}TCIL EBEVIN
7801 W WINFIELD Phone: 414 760-8743
MILWAUKER WI 53218 Busg Phone
Eelat: SPOUSE
Phone: 414 760-8743 Notify: ¥
DOR: (&/22/1582 Age Zz
Gender: F MS: MARRIED ADDITIONAL CONTACT
S8#: 387-02-7121 Name: POWELL RETTY
Religicon: NONE Phone: 414 344-3280
Employer: AIDS RESCURCE CTrR CF WI Bus Phone:
Phone #: 414 273-1991 Eelat: PARENT
Occupation: Notify: ¥
VISIT INFORMATION INTERPRETER NEEDED: NO
Language: ENCGLISH
Admit Reason: RISHT ANKLE
Comment : TMM
Visit Type: G PHYSICIAN INFOQ
Location: SPCRTS MEDICINEE Adm:
Last Inp Date: ATT: SHIVARZM MYSORE &£
Last Outpt Date: PCP: MODY RITA D
INSURANCE INFORMATION
PRIMARY: UNITED HEALTHCARE
Plan: STANDARD
PO BOX 7408090
ATLANTA GA 30374
Phone #: 877 842-3210
Subr: STENCIL MORGAN L
Relat: PATIENT IS INSURED -
Policy#: 541429779
Group#: 4RE8097
Group Name: NONE
GUARANTOR INFORMATION
MName: STENCIL MORCLAN I
TEOL W WINFIELD
MILWAUKER WI =53213-C0C0
Phone #:
S5,
e .




MORGAN STENCIL, /k/a MORGAN POWELL
ACCIDENT OF 11/05/2004
CITY OF MILWAUKEE SERVICE REFERRAL



.;4?.- (W A

{Dispatched Location: .
Received:(Date). /L. S f_ (Tmey %0 (From): LML

FIELD INVESTIGATION /#496at

v : .
Time Anived// 4= Crew .ol_ﬁ investigator._ £/ (K Assiswd by S7r88E _
Dispatched Location: 1659 S Mlp_{g@w Ve 200
Cppeir. Y - T (circta one) ' o
GRATES LOST ITEMS CHECK CONNECTION  ODOR
{Dye Test Pos Neg. ) OTHER (explain in Action Required below)
LOCATION |

Location { NW NE SW SE ) Comaer On;
Al {Mddrees or Intersacting Street): '
Locaﬂon:( BEHIND ALONGSIDE ) Of;

L

NO _S/7E /(5 Rarnicags&o
REFERRED TO (circle one)

large Crew HandCrew  Mason CCTV  Jet Jetvac Rodder VacAll  Crane  Bucke

SEWER MAIN WORK
{circio ome) : -
STORM coOMB Stre: . Depth:__
CCTV Video # _ Microfiche #
Requiring Work:From Manhole # to Manhoie # .
CLEANED by Cleaning Crew # REPAIR by Large Digging Crew & _
Date Footage Cleansd: it Date Backfilied:
3 Compilete Date: insed: - _ Type of Repair:
o . — ] . . )
pe: CaichBasin  Storminiet  Sewer Manhoie  Drain Communications Manhole
CLEANED by Cleaning Crew # REPAIR by Crew#_____ & Mason Crew#.
; _ Number Cleaned: ~ Istart Date: _ Backfilied: .
Complets Date: : : _ Type of Repain

HOTLINE INFORMATION

Sturt Date: Start Time: Ticket Numbaer: # _
Mariing insiructions '
. - - mE—— . ya . — :
comments: - YX2 Apurs SysTE~ By [Roe Sy cuns |
=, & et S e S Y223
: (Y « AJRC A (i L A RS- [ SH-

-

A/.g..n_ “ﬁ....gel{ e }:’?tﬂ\/ - - # 4

Contact:(Person): ¢4 / WM&M/J Cw( .

Action ; CAIE (P menr, C.f‘_.”p,-. ,5 azp-f WS!"?E" 1

é : /
Tl 7o Speve ST BIReol pig He Bowe Dlep P



