CITY OF p

LWAUKEE

Notice of Injury 99 Ny -5 PH I: |

City of Milwaukee, City Clerk, Room 205, City Hall, 2138 %ét%l{&&@fém Milyaukee, WI
53202 (Attention: Claims). LERK-

PLEASE TAKE NOTICE that on April 15, 1999, Ms. Bernice Winston was 'leaving
Walgreens located at 51st and Capitol Drive in the City of Milwaukee and the State of Wisconsin,
when tripped and fell to the ground. Ms. Winston asserts that her fall was cuased by in a crack in
the sidewalk. ‘

Ms. Winston suffered lacerations over her right eyebrow, a bruised right knee and an acute
muscular strain in her right shoulder. g

~ PLEASE TAKE FURTHER NOTICE that The City of Milwaukes is responsible for
repairs and the care of all sidewalks. Due to the neglige V_Efe_ifg_tothesidewalks located on or
’ Capitol Drive in the city of Milwauke ~Winston suffered serious personal

Wehereby make a demand upon the City of Mi waﬁkéé for Five hundred thousand

Dollars for the injuries suffered by Ms. Bernice Winston,

S0 o

Law Office of Elvis C. Banks

4011 W. Capitol Drive
Suite 100

Milwaukee, WI 53216
(414) 442-2963

(414) 442-3276 (fax) -
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Lincolnshire, IL 60069-1480 ‘
October 1, 1999

City Clerk of Milwaukee
Attn: Claims '
200 E. Wells St., Suite 205
Milwaukee, WI 53202

RE: Claim Number: ' 565 LN 074125
Claimant; Bernice Winston
Insured: Waigreen Co.

. Dateofloss:  04/15/99

d be advised that we are the liability ~
f of Bernice Winston has presented a
ng.Capitol Drive and suffered a laceration
ee. This occurred near the store located at

- ‘Please accept this letter as notice of a claim being pr
- insurance carrier for Walgreens. Attorney Elvis Ba
r ~insured for tripping and falling on the si
nt eye, acute lumbar strain and a bruised rig v
N. Capitol Drive, Milwaukee, WI.

My investigation into this matter has revealed that this is a city sidewalk and not the property or
responsibility of Walgreens. | have enclosed copies of the information we received from Attorney Banks
as well as copies of photos of the sidewalk. Therefore, | am tendering this claim to you for further
handling and denying liability on behalf of Walgreens. | ask that you acknowledge our tender as soon as
possible and confirm that you or your liability insurance carrier will investigate this matter and thereafter
advise Attorney Elvis Banks and our office of your position.

Please be advised that Attorney Elvis Banks can be reached at 4011 W. Capitol Dr., Suite 100,
Milwaukee, W1 53216.His telephone number is 1-414-442-2963. -

I thank you in advance for your attention to this matter.
Sincerely,

KEMPER RISK MANAGEMENT SERVICES

Julie LeVine
Claim Representative

- 190 5661
i

\ 1
il

L]

cc: Law Offices of Elvis Banks
4011 W. Capitol Dr., Suite 100 ' -
Milwaukee, WI 53216 '

g
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'LAW OFFICES | JK L
OF |
ELVIS C. BANKS

4011 W. Capitol Drive
Suite 100
Milwaukee, Wisconsin 53216

Phone (414) 442-2963
Fax (414) 442-3276
Pager (414) 591-7266

September 23, 1999
Kemper Insurance Companies

Ms. Julie Levine
Post Office Box 1480

Lincolnshire, IL 60069
Re: My Client: ' Ms. Bernice Winston
- Your Insured: ‘Walgreens
Claim No.: 565 LN 074125 N 565

Date of Loss: 4 /15’ /99 it

Dear Ms. Levine:

" sf This letter will suffice as a complet ttlement package for the personal 1nJu es.

by Ms. Bernice Winston. "
L Liability:

To briefly recapitulate, on or abbut April 15, 1999, at about 4:30 p.m. or soon thereaﬁer,
Ms. Bernice Winston exit Walgreens and was walking down the sidewalk on Capitol Drive when
she suddenly tripped and fell forward face-down. '

1.  Damages:

A. Description of Damages suffered by Ms. Bernice Winston.

Ms. Bernice Winston experienced excruciating pain to her right eye. She also injured her
right arm, leg and lower back. Since the accident, Ms. Winston has experienced difficulty
sleeping and has been in pain daily. The Doctors that have treated her diagnosed Ms. Winston as

~  having the following injuries:

* Acute traumatic lumbosacral strain/spasms to her back, Bruised right knee and |
Bruised/Lacerated right eye. Minor abrasions to other parts of his body. :

Ms. Winston states that she still experiences discomfort in her right eye, when the sun is shinning.
During some of her daily activities at her employer she experiences spasms in her back.
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'B.  Medical Expenses

Ms. Bernice Winston received treatment at Saint Joseph’s Hospltal with a total b111 of $-0- and
Pyramid Chiropractic Clinic, S.C. total bill is $2240.00

C.. ~Wage Loss
Ms. Bernice Winston did not suffer any wage loss.
III.  Settlement Request of Ms. Bernice Winston.

A Based upon her medical expenses, loss wages and pain and suffering, my client is w11hng
to settle this claim in the amount of $20,000.00

When you have had a chamce‘ to review thl_s matter, -kindly provide a_prorjript-'fre_sﬁon'se.
Thank you.

Very truly yours,

& ( < G o QDQ\
- Elvis Cardell Banks
~ Attorney at Law




5542 West Fond du Lac Avenue
Milwaukee, Wisconsin 53216
(414) 461-2222 -

INITIAL REPORT

PATIENT NAME: Bernice Winston

"DATE OF INJURY: 04-15-99
DATE OF REPORT: 04-20—99

The above-named patient is a 60 year old female who is being seen
for evaluation and treatment of injuries reportedly incurred in a
fall accident on 4/15/99.

PRESENT HISTORY. -

Patient stated that on 4/15/99 at about 4:30-p.m: *she was walking

down the sidew on Capitol Drive when she.suddenly tripped and

a 1. "Sated that she sustaineéd: .to her right
upper eyelid, bruises to her right eye, right:arm-and:right knee.
Stated that she was conveyed in an ambulance to St Joseph's
Hospital emergency room. Stated that her lacerated right eyelid was
stitched and she was given a prescription for pain. Stated that she

" woke up with pain and stiffness in her lower back the following day
and has continued to experience same.

EXAMINATION

On examination, a well developed, well nourished female who
appeared to be in acute distress and discomfort. She was ambulatory
without support. No pathological gait was indentified. She was
alert and showed orientation towards places and things. Head was
normocephalic without scalp lacerations. Stitched laceration to the
lateral aspect of right eyebrow was identified. Moderate swelling
of the right lateral infra-orbital area and the cheek was
identified. Romberg's sign was negative. Postural analysis was
unremarkable for spinal asymmetry. She complained of pain and
stiffness in her lower back, pain in her right knee and right arm.

Thoracolumbar flexion 30 degrees, extension 10 degrees, right
lateral bending was 25 degrees, left lateral bending 15 degrees,
right rotation was 10 degrees, left rotation 10 degrees. Patient
expressed pain during the performance of the motions. Cervical
range of motions were within normal limits without pain.



—

Bernice Winston
Initial Report
Page two

Orthopedic examination revealed a positive Leseque test right at 40
degrees and left at 65 degrees with pain in the lumbar spine. Leg
lowering test was positive bilaterally at 30 degrees with pain in
the lumbar spine. Hypertonicity of lumbar paravertebral muscles
bilaterally. Hypertonicity of right quadratus lumborum and rlght
gluteal muscles. Tenderness upon digital palpation of lumbar spine
and sacral region. Heel and Toe walk caused increased pain in the
lower back. Weakness of the Psoas muscles. Valsalva test was
negative. SLR (sitting) test produced local pain in the lower back.
Bruises were  indentified in’ the right knee. No swelling was:
observed. Active range of motions of the right were within normal
limits. Upper extremities were negative for bruises or swelling.
Patient was ~advised to see an Ophthalmologist for further
evaluatlon of her right eye. Gt

Neurolog;g~fexamlnatlon revealed deep: :tendon 5reflexes 2+ -and .
g : sory was intact. : :

DIAGNOSIS:

1. Acute traumatic lumbosacral musculoligamentous strain with
multiple lumbar vertebral subluxation complex secondary to
the fall of 4/15/99 associated with lumbar paravertebral
muscles spasm and lumbalgia.

2. Bruised right knee

3. Lacerated right eyebrow.

PLAN

Patient is to begin corrective care with chiropractic vertebral
adjustments, soft tissue therapy, and thermotherapy. The goal of
care is to restore function to the injured regions of the spine, to
increase range of motions to within normal limits without pain, to
promote soft tissue healing, to restore normal strength and
stability to joint structure and to return patient to activities of
daily llVlng without pain.

Respectful Submitted,

L {

Adebayo Yusuf, D.C.




Pyramia Chiropractic ¢ linic, S. C.

Dr. Adebayo Yusuf © 5542 West Fond du Lac Avenue
: Milwaukee, Wisconsin 53216
(414) 461-2222

FINAL REPORT
==22480 KREPORT

PATIENT NAME: Bernice Winston
DATE OF INJURY: 04-15-99
DATE OF REPORT: »08-10—99

The abOVe-namedpatlent is a 60 yea;r:,f: ’ |
dent-on 4/15/99, b o

1. 'T}aumatiéglpmbosacral musculoligéﬁehtous'éﬁrain Secondary to
the fall of 4/15/99. Lo e |

FINAL EVALUATION

1

Adebayo Yusuf, Dp.c.



PYRAMID CHIROPRACTIC CLINIC
5542 WEST FOND DU LAC AVE.
MILWAUKEE, WI 53216
(414) 461-2222

STATEMENT OF ACCOUNT

Bernice Winston:

3157 N.33rd Street

Milwaukee,<WIv53216“

(414) 447-1322

Billing...(4/20/99-8/4/99)....2115.00

Report Fee Due Upon Receipt....125.00

BALANCE DUE ON ACCOUNT

S 2240.00
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PLEASE
DO NOT
STAPLE
IN THIS

AREA

3]

HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0938-0008

PICA | | :

[T TapICA
GROUP

1. MEDICARE MEDICAID CHAMPUS FECA
ALTH PLAN __-BLK LUNG
(Medicare #) [ ) (Medicaid #) [ (Sponsor's SSN) [] (VA File #) ] (ss~ orio)  [] (SSN)

CHAMPVA OTHER

1a. INSURED'S 1.D. NUMBER

3P0-38-13%91

{FOR PROGRAM INITEM 1)

[per

2. PATIENT'S NAME (Last Narme, First Name, Middie-Initial) 3. PATIENTS BIRTH DATE SE
MM, DD, YY X

4. INSURED'S NAME {(Last Name, First Name, Middle Initial)

Winestan ., Bernice 07 27 193%[ ] f[X Winston. Bernice
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street) ¢
3157 N 33rd Selt [ Spouse[ | chitd] | Otner[ ] 3157 N 33rd
cmy . STATE | 8. PATIENT STATUS _ cITY - _ STAT
Milwaukee W Milwaukee W1
. Single D Married D Other D
ZIP C 214 TELRPHONE (Ingjude-Area Gogaly Z2IPC TELEPHONE (INCLUDE AREA CODE)
@§ £L6 - f = = Qf“}’ i e Employed Fuli-Time Part-Time Ogg 2 1 & ( )
( ) D Student Student D

9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)

11. INSURED'S POLICY GROUP OR FECA NUMBER

OCAL‘USE

a. INSURED'S DATE OF BIATH SEX
[ves ~ino MM DD oYY M F
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
MM . DD - YY : =
M1 F[ e
e EMPLOYER S NAME OR SCHOOL NAME ¢. INSURANCE PLAN NAME OR PROGRAM NAME -
d. IS THERE ANOTHER HEALTH E

Mves '—_x NO

her information necessarv
0 dccepts assignment

07/23/99

13. INSURED'S OR AUTHORIZED
payment of meaical benefits’
services descrnibea below. ™

—— | <— CARRIER —>

PATIENT AND INSURED INFORMATION

- o - Q el . .. T
ignature on file - SIGNED ulqnatur v
El ATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT: AD SAME OR SIMILAR ILLNESS 16. DATES PATIENT UNABLE TO WORK , CURRENT‘OCCUPATION A
MM . QD 4 INJURY :Accigent) R GIVE FIRST DATE MM - MM :
K . PREGNANCYILMP) ; ) ~_ ) “ROM TO
17. NAME OF REFEFI'RING' PHYSICIAN OR-OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIA’N" T 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
] - . § oD YY
' ’ROM T0 ;
i 19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
, Tves T Ano | -0D
1 21. DIAGNQOSIS CR NATURE CF iLLNESS OR INJURY. {(RELATE ITEMS 1.2.5 CR 4 TO ITEM 24E BY LINE} 22. MEDICAID RESUBMISSION i
| . . R "' CODE . ORIGINAL REF. NO.
¥ T
[T I 3 ! . . ]
23. PRIOR AUTHORIZATION NUMBER
2.1 L E| - i
24 A ) C i p) __E F G H i J K =
. DATE(S) OF SERVICE.. Place | Type | PROCEDURES. SERVICES, OR SUPPLIESI n DAYS EPSDT A 9
rrom io of of | {Expiain Unusual Circumstances) i JIAEC;‘I[;)ESIS $ CHARGES OR |Family ema | cos ELSOE(?XLEBSFSR -
MM oD Y MM oD YY iServicdServicei CPT/HCPCS |- MODIFIER ’ - UNITS| Plan é
T s
. 04 -20 99 11 90020] 10¢ 00| 1 g
Q4 20 99 11 72100 85 00 1 L
| 04 21 99 11 98940| 35 00| 1 c
Q4 21 99 11 97014 2d 00| 1 E
] * .
4 04 21 99 11 97010[ 20 00| 1 o
04 21 99 11 27124 20 00| 1 g
J 04 23 99 11 28940| 35 00| 1 o
2
Q4 23 99 11 27014 20 00| 1 <
: : O
5 17,3
S
: : ! z
5 : : : - : )
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. .27, 2 'l:\CCEPT clf\aS%IGNMEglag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
Ims, see R .
39-1723576  [I[A - ! 02973 .!E;IUES [ no s 335 00| $ 0 0gs 335 00

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

I 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
~ RENDERED ()f other than home or office}

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

(! certify that the statements on the reverse P"y’ ramid Chi rop ractic Clinic . S
ly 16 this bill hereof. ~
apply to this bill and are made a part thereof.) 5542 W. Fond du ]_B.C :’-Wenue
Qbayo MILWAUKEE, WI 5321&
SIGN Pl 14 ) 461“222P6RP# Y
(APPROVED BYWAR0UNCIL ONMEDICAL SERVICE 3/88) PLEASE PRINT OR TYPE. ,582:1 3‘3@;5’3& (12:30)

YT -~ - R

FORM RRB-1500
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INTHIS R ———

A=A I

T THecA ' . HEALTH INSURANCE CLAIM FORM PICA

T. MEDICARE . MEDICAID CHAMPUS CHAMPVA GROUF FECA " OTHER] fa. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
i HEALTH PLAN BLK LUNG .

D (Medicare #) D (Medicaid #) D {Sponsor's SSN) D (VA File #) j {SSNor ID) D (SSN} D}dD) I90-3Z8~ 1321

2. PATIENT'S NAME (Last Name, First Name, Middle Initiaf) SEX

3. PATIENT'S BIRTH DATE
. MM D

4. INSURED'S NAME {Last Name, First Name, Middle Initial)

Winston, Bernice 07 27 19351_'__\ F[X Winston, Bernice
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
3157 N 33rd self [ X Spouse[ | chid[ ] OlherD 3157 N 33rd

oY STATE | 8. PATIENT STATUS cITY ] STATE
Milwaukees . WI SlngleD Married D Other [:l Mi lwau kKee WI )
ZIP CODE TELEPHONE (Include Area Code) ZPCODE TELEPHONE (INCLUDE AREA CODE)
- Empicyed Full-Time Part-Time
53216 (a14) 447-1322 [ Swoent [ swaemt | ] 53216 ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middie Irmial) 70,15 PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER -
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {CURRENT OR PREVIOUS) * | a. msu’as}ag DATE OF BIRTH SEX
. Y :
IYes NO i M1 F
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b, EMPLOYER'S NAME OR SCHOOL NAME
MM , DD . YY ) . .
: : N M|—“ FI ) — G i A4NO P
o EMPLOYER'S NAME OR SCHOOL NAME T ACC!DENT" c. INSURANCE PLAN NAME'OR PROGRAM NAME
j YES [‘_3 NO -

5 :'N'SClJHANCE PLAN NAME OR PRCGRAM NAME 0d: RESERVED FOR LOCAL USE

d. IS THERE ANOTHER:HEALTH BENEFIT PLAN? |

PATIENT AND INSURED INFORMATION —_>

E YES i yes. remh o and complete item 9 a-d.
13. INSURED'S'C ON'S SIGNATURE | authorize
oayment of m ea physician or supplier tor
services descrive C
=+ & LS SIGNED ___& on. File Y
fa, DATE'I £ CURRENT: 4 ILLNESS (First symptorm) OR 115 FPATIENT HASVHAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNAS N CURRENT OCCUPATION A
: SoD vy ‘INJURY iAccigent) OR | GIVEFIRSTDATE' MM ' DD MM DD LY UMM BD LYY
: PREGNANCY(LMP) : o FROM . e il
“{ 17.-NAME OF REEERRING PHYSICIAN OR OTHER SOURCE T7a. 10, NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATICI))N DA‘LEYS RELATED TO CURRENT SERVICES
; p 5 v MM DD . VY
i FROM 70
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
— -y’ i !
: . . L YES [ ¥NnO | o0
©21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE (TEMS 1.2.3 GR 4 TG ITEM 24E BY LINE) ———_ ; 22. MEDICAID RESUBMISSION
{ v - CODE ORIGINAL REF. NO.
Y !
o . 3 . oL
- 23. PRIOR AUTHORIZATION NUMBER
2l . R Jyp—
24, A i3 1 € E F G H i J K =
. DATE(S) OF SERVICE._ P!acel Tvpe |FROCEDUHES SERVlCEa OR SUPPLIES DAYS EPSD"I' RESERVED F 9
From 10 ot | .ot +Exolain Unusuai Circumstances) l DII}_ES(;DC!)ESIS $ CHARGES OR {Famiy| o\ | coB ' QCALE SSEO R -
MM DD YY MM DD YYlServics el CPTHCPCS 1 WODIFIER o : UNITS| Plan_ | = - g
; T
04 2% 99 1 97010 20 00| 1 &
04 23 99 11 7124 20 00| 1 4
08 26 99 11 98940| 35 00| 1 x
Q4 26 29 11 F7014 20 00l 1 7
0426 99 11 97012] 20 00| 1 2
- 7]
04 26 9?9 11 PTL24 20 00| 1 i
04 28 99 11 28240| 35 001 1 CzJ
24 28 99 11 27014 20 00| 1 <
- ; : : . O
04 28 99 11 97010 20 00| 1 S
a4 28 99 11 97124 20 00 1 E
H | o . a.
20 99 11 98940| 35 00| 1
25. FEDERAL TAX 1.D. NUMBER SN EM | 26. PATIENT'S ACCOUNT NG, 27 ACGEPT ASSIGNMENT? |28, TOTAL CHARGE 20, AMOUNT PAID 30. BALANCE DUE
i I {For govt. claims, see back) . .
39-1723576  [(J[4 | 02973 [kves []wo s 265 00| s 0 0Qs 265 00

NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE ~
RENDERED (it other than home or office)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER i
INCLUDING DEGREES OR CREDENTIALS i
{1 certify that the statements on the reverse ;
apply to this bill and are made a part thareof.) |
i
|

rﬁdcba ‘o Yusuf,

32.

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

Pyramid Chiropractic (‘llnlc S
, 5542 W. Fond du lac Avenuse
D.C.;. MILWAUKEE, WI 53214
9 phdld) 461- ‘_:zztenp, Y

\ . R .
\CAL SERVICE 8/88) PLEASE PRINT OR TYPE

/ FORM HCFA-1500 (12-90)
FORM OWCP-1500 'FORM RRB-1500



APPROVED OMB-0938.¢

N — |
"~ .DONOT -
. STAPLE . N : T

INTHIS
AREA
[ T3pica ' HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN IT
- ) HEALTHPLAN gy LUNG :
. (Medicars #) D (Medicaig #) D{Sponsor's SSN) D (VA File # D {SSN or ID) D (SSN) D;(ro)
2. PATIENT'S NAME (Last Name Fi

390*38*1391

4. INSURED'S NAME {Last Name, Firgy Name, M;

iddle intiaj;

Winston Bernice
7. INSURED'S ADDRESS {No., Street)

3157 N 33rd

07 27 193% [] Pl
6. PATIENT RELATIONSHIp TO INSURED

Self Q SpouseD ChildD OtherD

8. PATIENT STATUS
SingleD Married D Other D
Employed Full-Time Part-Time

Student Student
10. 1S PATIENT S CONDITION RELATED TO:

STATE
TELEPHONE (Include Area Code_)

414 447-1327

Name, First Name, Middle Initial)

ZIP CODE

53216
1. INSURED'S POLICY GROUR OR FECA NUMBER

TELEPHONE (INCLUDE AREA co¢

a. OTHER INSURED'S POLICY OR GROUP NUMBER I a. EMPLOYMENT? (CURRENT OR PREVIOUS)

a. INSURED'S DATE oF BIRTH SEX
MM . DD vy
D YES !ENO , M F D
b. OTHER INSURED'S DATE OF 8IRTH SEX b. AUTO AcCiDENT? PLACE (state) [, EMPLOYER'S NAME OR SCHOOL NAME
MM , DD | vy "Mf_f £ — . 7

I D YES [wo
s ¢. OTHER ACCIDENT?

_ [yves {_Jno

.| 10d. RESERVED FOR LogAL USE

|

) PLETING & SIGNING THiS FORM.

: 1
¢. EMPLOYER'S NAME OR SCHOOL NAME )

/ d. INSURANCE PLAN NAME OR PROQRAM NAME:

|

] READ BAC F
12. PATIENT'S OR AUTHORIZED PEASD
{0 process this claim, | also request
delow, -

SIGNED 53

{14 DATE OF CURRENT:
MM T Dp Yy

5. IF PATIENT HAS HAD SAME
* . GIVE FIRST DATE MM DD

17. NAME OF REFERRING

v [ |

i 22. MEDICAID RESUBMISSION
} CODE -

_ | ORIGINAL REF, N, ,
4 N
i i
’ T l' 23. PRICR AUTHORIZATION NUMBER
£+ DATE(S) OF SERVICE
srom [+]

T | Place ’ Tvpe jPROCEDURES, SERVICES, OR SUPP|
of of |}
DD YY MM DD Yy

UES] - ‘ DAYS [EFSDT
| ! {Explain Unusya Circumstances} ] D'%%%%S'S | $ CHARGES I OR | Family
ServicaServicel PTHCPCS *MODIFIER ; . 'UNITS| Plan
. b '» ; >

ESERVED FOF

|
R
EMG | com ! LOCAL usg

EPT ASSIGNMENT?
OVt. claims, sge back)

YES D

ODRESS OF FACILITY WHERE g
RENDERED (i other than home or office)

- £ A

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES oR CREDENTIALS
(I.certify that the stat

i
|

ements on the reversg
apply to this bil and are made a part thereof,) - [

27. ACC|
(For g

i
i
!
i

i 32. NAME AND A

actic Clinie
lac Avenye

- gLidebayo YUsUuF D.C:
SN A N - na N REA14) 461-2225
. Y A - ENo
- {APPR BY AMA COUNCIL ON MEDICA ERVICE a/g8) PLEASE PRINT OR TYPE -~ kRNO
N ¥ "
L. - Y
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T T3PIcA HEALTH INSURANCE CLAIM FORM

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FE OTHER] 1a. INSURED'S 1.0, NUMBER
HEALTH PLAN BLK LUNG
(Medicare #) D {Mesdicaid #) D (Sponsor's SSn) D (VA File #) D (SSN or D) { D 0} 3I90~-3R~ 1391
2. PATIENT'S NAME (Last Name, First Name, Middig Initiaf) 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Winston Bernice
7. INSURED'S ADDRESS (No., Streer)

3157 N 33pd

——

PICA {75
(FOR PROGRAM Iy ITEM 1)

27, 193% [ ]
6. PATIENT HELATIONSHIP TO INSURED

Self B SpouseD ChildD OtherD
STATE | 8. PATIENT STATUS

WI SingleD Married D Other D .

TELEPHONE (Include Area Code)

(4149 4471322

Name, First Name. Middle Initial)

STATE

WI

TELEPHONE (INCLUDE AREA CODE)

ZIP CODE

3321¢
11- INSURED'S POLICY GROUP O FEGR NUMBER

Employed Full-Time Part-Time
D Student Student D
10.1S PATIENT'S, CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GRoOUP NUMBER |a. EMPLOYMENT? (CURRENT OR PREVIOUS)

| | YES NO
b. AUTO ACCIDENT?

Ty AN

P ES o]
c. OTHER ACCIDENT?
¥ [
” 10d. RESERVED FOR LOCAL USE

i

a. INSURED'S DATE OF BIRTH SEX
MM 5D Cyy

. M!:I FD

PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME

b. OTHER INSURED'S DATE OF BIRTH SEX
MM DD vy .

IS THERE ANOTHER HEALTH BENEFIT PLAN?

: ,_"3 NO *f yes, return 1o ang comblete item:g s
D PERSON'S Sig

14. DATE OF CURREN
MM DD v

. " 4

1 17. NAME GF REFERRING PHYSICIAN OR OTHER.50URCE -~

" {15, IF PATIENT HAS HAD
I GIVE FIRST DATE -}

SAME OR SIMILAR (LL N
M - DD " yy

2 i 174.4.D. NUMBER OF REFERRING PHYSICIAN
|

S CHARGES

i
seeLE
[jves [no . |
22. MEDICAID RESUBMISSION i
CODE ORIGINAL REF. NO. ’

|

B : z |
? ! : ’ !‘ l,
Pyt L \«
': e - | 23. PRIOR AUTHORIZATION NUMBER
- , 2.1 { ‘

, . i
5]

= DATE(S) OF SEHVICE{,0

RVICES. OR SUPP

i = i i :

| Piace | Typg | PROCEDURES, Sg| LIES| i ) DAYSTEPSD RESERVED A i
; From I of of | . {Explain Unusuai Circumstances;) ,' - D'A,%%%s's ; $ CHARGES -OR | Family EMG I cos ’ LOE(;LEBSEOE h
MM DD YY MM 2D YY [ServicdlService CPT/HCPCS - ‘ACDIFIER ! v : i ;UNITS| Pilan

1 2

| 2

105 07 9 -MI

,i 05 10 99

. 35 00
10

<
s
<
o
>
a
; g 97014 . # 3
NUMBER SSN' EIN i 26. PATIENTS ACCOUNT NO. -.27. ACCEPT ASSIGNMENT?
! ] . _{For gowt. claims, see back) .
359-1723576  [[} | 02973 Ckves [ no : !
31. SIGNATURE oF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, "
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) E - - . - .
(! certity that the statements on the raverse P}’ ramid Ch 1ropracti ¢ Clin 1c,
applytotmsblllapdaremadeapanlhareo!.) . 5542 W.. Fond dU 130 ,’-Wenue
R A HILW{-‘;UKEE, WI 5321¢
S phetld) d61-222b.
I}

(APPROVED s'\hw{.(yuucu. ON MEDICAL SERVICE 8/8g) PLEASE PRINT OR TYPE FORM HCFA-1500 119.0m | i —
“mmt..h . ‘ ‘.



PLEASE
DO NOT
. STAPLE,
INTHIS
AREA

)

| ;)(PICA

HEALTH INSURANCE CLAIM FORM

APPROVED OMB-0938-0008

PICA [T

1. MEDICARE MEDICAID CHAMPUS
E{" dicare #) Msdicaid #) (Sponsor's SSN)

CHAMPVA GROUP
HEALTH PLAN
D (VA File .#) D (SSN or ID)

FECA
LK LUNG
(SSN}

OTHER

1a. INSURED'S I.D. NUMBER

390~38~-1391

el
3. PATIENT'S BIRTH DATE
MM . DD, YY X

07 27 193%[ ]  *f[NH

2. PATIENT'S NAME (Last Name; First Name, Middle Initial) SE

N\ -
Wineton, Bernice

4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Winston, Bernice

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED

Self [i SpouseD ChiIdD OtherD

7. INSURED'S ADDRESS (No.. Street)

3157 N 33rd

10. IS PATIENT'S CONDITION RELATED TO:

L

3. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)

3157 N 33Zrd
Y - STATE | 8. PATIENT STATUS ciTY STATE
Milwapkee : WI Single{ | Married (] ot J Milwaukee WI
ZIP CODE TELEPHONE {Include Area Gage) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
' Employed Full-Time Part-Time
53216 (4149 447-1322 (] susemt ] Swem ] 53214 (
9. OTHER INSURED'S NAME (Last Name, First Name, Migdie Initial)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM . DD . vy

rJyes NO M[] F ]
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [ EMPLOYER'S NAME OR SCHOBL NANIE
- DD vy : i — 2 . ’
DMl FI] LY v
¢ EMPLOYER'S NAME OR SCHOGL NAME c. OTHER ACCIDENT?, - | ¢ INSURANCE PLAN NAME OR PROGRAM NAME
i EYES ;

(FOR PROGRAM IN ITEM 1)

d. INSURANCE -PLAN:NAME OR PROGF_(AM NAME 10d. HESEFIVED FOH" OCALUSE

{1S-THERE ANOTHER HEALTH BENEFIT PLAN?
D YES E NO if yes. return to.dng:

21 1 17174::: 1( 3 DATE ia

13 INSURED'S OR AUTHORIZED PERSON'S'SIGN
“- payment of megical benefits to the undersigned
services descnibed below. .

NESS!{First sympiom) OR

15. IF PATIENT HAS HAD SAME 6. DATES PATIENT UNABLE TO WORK IN CURRENT OG
NJURY tAcaoidentt OR GIVE FIRST DATE MM . f . Yy
S5 REGNANCY(LMP) - CE FRoM ) To : »
[ 17. NAME OF REFERRING P4 ‘ - 17a.1.D. NUMBER OF REFERRING PHYSICIAN. - -~ {18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
- i : R MM DD vy MM DD vy
FROM - TO . ,
20. OUTSIDE LAB? $ CHARGES ;
] — — i |
g | » Lves Tyno_| .00 |
; 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. ‘RELATE [TEMS 1.2.2 CR4 70 ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION i
i - CODE ORIGINAL REF. NO,
5 s g |l '
P T - 23. PRIOR AUTHORIZATION NUMBER
! 2 1 .
{24. A ;8 ;. € D Il = £ G | H ! J ] K :
- OATE(S) OF SERVICE. i Place | Type | PROCEDURES, SERVICES. OR SUPPLIES] DIAGNOSIS DAYS EPSD | AESERVED FOR t
From ) 'o ' ot | ot | {Explan Unusuai Circumstances) CODE $ CHARGES OR |Family EMG | coB| g AL USE i
MM__ 0D YY MM _ 90 ¥YlsencaSemce CPT/HCPCS MCDIFIER UNITS| Plan [ H :
05 14 o4 i 11 97124] 20 00 1 ¢
05 14 99 11 7010 ; .20 00| 1 s
2 05 17 99 11 98940 - F 35 00| 1 "8
05 17 99 11 P7F0L4 20 00| 1 a
sl 0B 17 od 11 27012/ 20 00| 1 2
05 17 99 11 27124 _ 20 00| 1 T
405 21 99 11 28940] 35 00| 1 <
05 21 99 11 97014, 20 00| 1 E
5|05 2194 11 7012l 20 00f 1 1
! >
05 21 9% 11 ?7124 2Q Q0| 1 E
. I N 11 28940/ 25 00
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. | 27, ACCEPT ASSIGNMENT? * 128 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
: : ¢ __{For govt. claims, see back) . ) A
39-172357¢ [ 1[} ' goovx [ kves []wo s 265 00| 04 % 2¢5i oo
31. SIGNATURE OF PHYSICIAN OR SUPPLIER i 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS * RENDERED (If other than hame or office) & PHONE # - R .. ,
{1 centify that the statements on the reverse ! Pyramid Chiropractic Clinic, |k
apply to this bill and are made a part thereof.) i
! 3542 W. Fond du lac Avenue
MILWQUKEE, WI 53216
Pkt ld) 461-222bsnpe Y

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500

FORM RRB-1500



PLEASE

APPROVED OMB-0938

DO NOT ’ 5 i

STAPLE _ b

IN THIS “

A I

TTTRPICA HEALTH INSURANCE CLAIM FORM Pl
" GROUP & . 'S 1.D.

1. MEDICARE MEDICAID CHAMPUS CHAMPVA HEAI}‘JFH PLAN ;Ll%IA_UNG OTHER] 1a. INSURED'S 1.D NUMBER (FOR PROGRAM IN

D (Medicare #) D {Medicaid #) D (Sponsor's SSN) D (VA File #) D (SSN or ID) (SSN) D'){D} Z90~ 38— 1391

Winston.

Bernice

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE
MM, DD, YY

07 27 193¥%[]

SEX

%

4. INSURED'S NAME (Last Name, First Name, Middle Initiaf)

Winston, Bernice

5. PATIENT'S ADDRESS (Na.. Street)

6. PATIENT RELATIONSHIP TO INSURED

self [ 3} Spouse[ ] chia[_] mherD‘

7. INSURED'S ADDRESS (No.. Street)

3157 N 33rd

3157 N 33rd
TY

CrI STATE | 8. PATIENT STATUS CITY ST2
Milwaukees WI|  snge[ ]| wared [ ] omer [] Milwaukee
ZiP CODE TELEPHONE (Include Area Cade) ZIP CODE TELEPHONE (INCLUDE AREA ¢
Employed Full-Time Pant-Time
53216 (414 447-1322 [ sudent [ SnemT ] 53216 ( )

9. OTHER INSURED'S NAME {Last

Name, First Name. Middie Initial)

10. IS PATIENT'S CONDITION RELATED TO:~

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

YES @ NO

b. OTHER INSURE!

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIATH
MM oD . vy

SEX
‘M

L

RENT: ‘
¥y

ILLNESS (First symptom) OR
INJURY tAccident) OR
PREGNANCY(LMP}

D'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) 1o EMPLOYER'S NAME OR SCHOGT NAME
MM . DD . vY S —_ .
: ' « M e [Jves - [jno
j . EMPLOYER'S NAME OR SCHOOL NAME -
A ‘ i——f NO
RLOCAL USE

L lves Ty

13. INSURED'S OR AUTHORI

NATURE | authon

iz e ]e]

Q t of medical b
services described beiow.

physician or supp!

SIGNED . . &

115, IF PATY AS
i GIVEE DATE MM
! Lo

AD SAME OR SIMILAR ILLNESS. |
DD VY

i6. DATES pATIENTE;JNAB\II's TOWO

>

AK IN -cgﬂaem 'ggcup;mc

NAhélE F'HEEERRING PHYSICIAN OR OTHER SOURCE

| 17a. i.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION
MM ja>]

DATES'RELATED TO CURRENT SERVICES
Yy MM oD YY

FROM TO

© 19. RESERVED FOR LOCAL USE

20. CUTSIDE LAB?

5 CHARGES

Tves Tino | .00

: 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. -RELATE iTEMS 1.2.3 OR 4 TO [TEM 24E 3Y LiNE) ———

1
1 22. MEDICAID RESUBMISSION
COBE

) v f ORIGINAL REF. NO.
e * 5 T 23, PRIOR AUTHORIZATION NUMBER
! - 4 ! L
2 - A OF SERV : PIBace i Tv?)e :PROCEDURES. SEI;\‘:)VICES. OR SUPPLIES]! = £ : DISYS EP:DT o K
MM Fg%l TE{S:Y MM CE/;) vy ,sezl'ac gseii.c : ’:PT'EEDF%% Um!'sua.l-‘ﬁglraﬁlgg:ms’ ’ D“"GG‘;:)%SIS scHarces | OR o’ £MG | coB RE'-SOE(?ILESSF
L_Q5 24 99 11 $7014] 20l 00| 1
05 24 99 11 97012 20, 00| 1
J 05 24 99 11 97124] 20 00| 1
05 28 99 11 98940 35 00 1
|05 28 99 11 97014] 20 00| 1
05 28 99 11 97012 20, 00 1
J 05 28 99 11 971.24]| 20, 00| 1
| 06 04 99 11 99213~ 50 007 1
|06 04 99 11 97014| 200 00| 1
06 04 99 11 97012 200 00] 1
s 06 04 99 ) 11 97124| ¢ 20 00| 1
25. FEDERAL TAX L.D. NUMBER SSN EIN ; 26. PATIENT'S ACCOUNT NO. : 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE D!
j ! (For govt. claims, see back) .
39-1723576 LA | oz973 [kves []no $ 265 00|s O 0Qs 265!
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

SIGNE

: (APPROVED BY AMA COUNCIL ON MEDICAL.SERVICE 8/88)
' -

INCLUDING DEGREES OR CREDENTIALS
(1 certify that the statements on the reverse
apply 10 this bill and are made a part thereot.)

ﬁpébayé Yusuf, D.C.

{ RENDERED (if other than home or office)
i .

Mo

gﬁ%ﬁhid Chiropractic clini
3542 W. Fond du lac fivenue
MILWAUKEE,, WI 5321¢

pkfld) 461-222P .,

-

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM ARB-




: APPROVED OMB-0938-0008
e A '
DONOT ' ——— sun
STAPLE
IN THIS A
ARER I
T 1 HPICA ] HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROl:er AN EE'%?.UNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
[ (Medicare #) [ (Medicaid #) [ ] (Sponsar's SSN) [ ] (VA File #) [] (SSNor o7 [] @M [ %o 390-38-1391
. PATIENT'S NAME (Last Name, First Name, Middie infial) 3 PATIENT S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middie Infial
winston, Bernice 07, 27 193¥[ ] F[A Winston, Bernice
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIGNSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
3157 M 33rd o [5f Spouse[ ] oriaf | oter ] 3157 N 33rd
oIy STATE | 8. PATIENT STATUS iy STATE
Milwankes single[ ] Married (] oter H Milwaukee IWI
ZIP CODE TELEPHONE (Include Area Cade) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time ( )
53216 (4149 447-1322 Stugent |_] " Student | 53216
3 OTHER INSURED'S NAME (Last Name. First Name, Middie nftal) 70. 1S PATIENT'S CONDITION RELATED TO: | 11. INSURED'S POLICY GROUP OR FECA NUMBER
= OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) |2 INSURED'S DATE OF BIRTH SEx
Ov e il O
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
MM : DD . YY s
: ; Fr NO . - o
Ml - Lo — S '
"EMPLOYER'S NAME OR SCHOOL NAME c. INSURANCE PLAN NAME OR.PROGRAM NAME
wLJN° : ’

PATIENT AND INSURED INFORMATION ——————— > | <— CARRIER —)~

13. INSURED'S CR AGUTHORIZE(
nayment of medical benefits:to
services described belo!

VY 2 1D SIGNED ':4:3’24:,

O Bl e 5 A 0 € 1

»

PHYSICIAN OR SUPPLIER INFORMATION

ILLNESS (First symptom) OR | . { 16. CATES PATIENT UNABLE km CUBHENT OCCUPATION
INJURY (Accigent) OR " GIVE FIRST. DATE \4 ) - MM DD o : .
AR PREGNANCYILMPY : FACM S (o R
17, NAME OF REFERRING PRYSICIAN OR OTHER SOURCE 72 0. NUMBER OF REFEARING PHYSICIAN 18. HOSPl'hI’AALIZATl%N DATES HELATED T0 CURRENT ssnvnces
{ FRAOM : : TO
19. RESERVED FOR LOCAL USE . 20. OUTSIDE LAB? S CHARGES |
Tives [yno | of
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. : RELATE ITEMS 1.2.2 OR 4 TO ITEM 24E BY LINE) ———— :22. MEDICAID RESUBMISSION
3 CODE | ORIGINAL REF. NO.
L I P 3! C— '
23. PRIOR AUTHORIZATION NUMBER
20} L . 4. i C— .
24. A 8 1 C : B £ = G | H 1 J K
__DATE(S) OF SERVICE.. Place | Type | PROGEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EPSD AESERVED FOR
From o of | ot j iExptain Unusual Circumstances) CODE S CHARGES OR _|Family| =\~ | coB LOCAL USE
MM DD YY MM 0D YY ISerice{Servicer CPT/HCPCS ¢ MODIFIER UNITS{ Plan
i e E:
. , ] ] . ; . .
l_0& 04 99 11 98940l 35 00 1
06 25 99 111 g 28940, 35 00 1
o D& 25 99 11 - 97014| 20 00| 1
06 25 99 . 11 Q7012 20 00 1
al 0K 28 94 11 *RTI124 2d 00| 1
. o7 02 99 . 11 . 989240 35_ 00| 1
o7 02 9% 11 97014/ 29 00| 1
o7 02 99 . 11 97012 ZQ 1819 1
sl Q7 02 99 11 971"4| 20 00t 1
o7 0% 99 , - 11 98941 45 Q0| 1
L 07 0% 9% 111 97014 20 00
25. FEDERAL TAX 1.0. NUMBER SSN EIN 1 26. PATIENT'S ACCOUNT NO 27. ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
- | :  {For govi. claims, see back) \ !
39-1723576 LIk | 02973 (kyes [ ] no s 290 00| $ g 0d® 290 o0
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) . & PHONE # _ . . .
(1 certify that the statements on the reverse : : pyrﬂmld Chi ropractic Clin ic,

_ apply to this bill and are made a pant thereof.)

5542 W. Fond du lac avenue
MILWAUKEE, WI 53216
4 14) 461 -2220sner

N

. . -1 .9
 (APPROVED BY. AMA COUNCIL ON MEDICAL SERVICE 868) PLEASE PRINT OR TYPE B i oo 1220 SEEB-1500

{q..



= : " APPROVED bms-ossa-
PLEASE v 0536009
20 NCT ' —-' -
STAPLE .
IN THIS ./
AREA I
T eicA _ _ HEALTH INSURANCE CLAIM FORM PICA [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROuUP FECA OTHER| 1a. INSURED'S L.D. NUMBER (FOR PROGRAM IN ITEM 1)
) HEALTH PLAN - BLK L . a
(Medicare #) [ ] (Medicaid 4) [7] tSponsor's ssny [) vaFie m [7) (SSNoriD) (SSN) D X 3I90~-38-1391

2. PATIENT'S NAME (Last Name, First Name, Middle Initial}

3. PATIENT'S BIRTH DATE

SEX

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

SEX

b. OTHER INSURED'S DATE OF BIRTH
' Mr] o T
. i

MM oD - XYY

¢ EMPLOYER'S NAME OR SCHOOL NAME

b. AUTO ACCIDENT? PLACE (State)
B S
L [yes {NO
: OTHER ACCIDENT?
S ivEs i ino

) ~ MM_, DD_, YY . .
Wwinston, Bernice 07 27 193%[] *f[X Winston, Bernice
5. PATIENT'S ADDRESS (No., Street} 6. PATIENT RELATIONSHIP TO INSURED - 7. INSURED'S ADDRESS. (No., Street}
3157 N 33rd | ser [ spouse[ ] cri[ ] omed ] 3157 N 33rd
CIY STATE | 8. PATIENT STATUS cITY STATE
Milwaukes WI singie{ |- Maried [ |  Other [ Milwaukee WI
ZIP CODE TELEPHONE (Include Area Code) _ ZIP CODE TELEPHONE (INCLUDE AREA CODE)'
Empioyed Full-Time Part-Time -
53216 (414 447-1322 | Student ] _Stucent | 53216 ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {CURRENT OR PREVIOUS) a ENSURESI"a DATSE?F BWH SEX
YES NO U : M
Cves [H ] L

b. EMPLOYER‘S NAME OR SCHOOL NAME

¢. INSURANGCE PLAN:NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PRCGRAM NAME - '_ :

0d."RESERVED FOR LCCAL USE

d.15 THERE ANOTHER HEALTH B’EN’EF}T PLAN?

Jf yes. return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ———> l-(— CARRIER —>

READ BACK OF FORM BEF RE
PATIENT S OR AUTHORIZED PERSON'S SIGNATUR|
1o process ihis clam, | aiso request payment of governm,
below.

S35

3
+—F— 1

NING THIS FORM.

'any medical of other informanon necessary °
‘or 10 the party wno accepts assignment

~DATE f2z/

ED;PERSON'S SIGNATURE | authofize
undemlgneu physician or supplier for

2N —Signature _on
4>DATE OF CURRENT: . g ILLNESS {First symotom) OR -+ ¥}
MM DD YY 4 INJURY :Acciaent} OR }

o : PREGNANCY(LMP) I

5.IF PATIENT HAS HAD SAME OR SIMILAR lLLNEaS
: GIVE FIRST. DATE . DD

‘.AM

TO

17. NAME' OF QEFERRING PHYSICIAN OR OTHER SOURCE i 17al D. NUMBEH OF‘REFERRING PHYSICIAN 18. -lOSPILA&.lZATIODN DAT‘:S RELATED T0 CURRENT SEHVIC:S
: : l ' =ROM 0
: 19. AESERVED FCR LOCAL USE 20. DUTSIDE LAB? 3 CHARGES
- [y i 1
! . _f YES 5_‘_iNO . o0
21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY. {RELATE iTEMS 1.2.3 OR 4 TO ITEM-24E BY LINE) ———— 22. MEDICAID RESUBMISSION )
i ! CODE ORIGINAL REF. NO. -
Y B
Py _ 3. —
' .23, PRIOR AUTHORIZATION NUMBER
2.1 R ] SO
24 A B8 c . p) £ s G H i J K
_ DATE(S) OF SERVICE, Place | Type | PROCEDURES, SERVICES, OR SUPPLIES| DAYS [EPSDT] pmpv—
rrom : To of of | iExplain Unusual Circumstances) DIAP(;‘I‘;DESIS_ $ CHARGES OR [Family| o\~ 1 coB ELSOEél ALE SSFEOH
MM DD___YY MM DD __YY |ServicdService] CPTHCPCS MODIFIER ~ : UNITS] Plan
' . .
07 09 99 11 97012 20 0ol 1
7 186 99 11 H 98940 S5 000 1)
J 07 16 99 11 B 9voizl 20 00| 1
1
s :
R .
i
5 .
‘ i 1
N : , 5 ) . , _
25. FEDERAL TAX 1.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSIGNMENT? - }28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| (For govt. claims, see back) ; : . ) .
39-1723576 [ (A 02973 [xves [ no s 75 00|s 0 0ds 75 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER NAME AND ADDRESS OF FACILITY WHERE SEHVICES WERE }33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE

iaz

INCLUDING DEGREES OR CREDENTIALS
(1 certify that the statements on the reverse
‘apply to this bill and are made a par thereof.)

RENDERED (If other than home or offica)

& PHONE #
Byramid Chiropractic Clinic,

5542 W. Fond du lac A renue
MILWAUKEE, WI 53216
fLla) 461-222Pcres

PHYSICIAN OR SUPPLIER INFORMATION

[€1)

(APPIEIOVED BY AMA CsOUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-30)
FORM OWCP-1500

FORM RRB-1500



&660

|<— CARRIER —>

APPROVED OMB-0938-
rerse (NN
‘DOWOT W ]
STAPLE j : :
IN THIS |
ARER I
TSPICA HEALTH INSURANCE CLAIM FORM PICA [T 7]
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHERY 1a. INSURED'S I.D. NUMBER (FOR PROGRAM IN iTEM 1)
-~ HEALTHPLAN __ BLKLUNG
(Medicare #) D (Medicaid #) D (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D HD) 3I90-38-1391

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

Winston. Bernice

3. PATIENTS BIRTH DATE
MM ; DD ; YY SEX

07 27 193%[ ]  *[R

4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Winston. Bernice

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street) .

2157 N 33rd “Seft [k Spouse[ ] chiia[ ] Other| ] 3157 N 33rd
CITY STATE | 8. PATIENT STATUS ) CiTY STATE
Milwaukee WI|  singe[ | Mamed[ |  oOtmer [ ] Milwaukee WI
ZiP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
— Employed Full-Time Part-Time ~a
53216 (4149 aa7-1322 Stdent ctuent | 53216 ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initiai)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH SEX

MM oD YY M D

¢. EMPLOYER'S NAME DR SCHOOL NAME -

‘b. AUTO ACCIDENT?

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)
[]Yes NO
—

PLACE (State}
[jres L_ANo

c. OTHER ACCIDENT?
[ {YES

DNO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD . YY

M)

FOd

b. EMPLOYER'S NAME OR SCHOOL NAME

ISURANGE PLAN NAME OR PROGRAM NAME

TIENT‘,AND INSURED INFORMATION ———F——)

Im i

*.: 10d. ARESERVED FOR LOCAL USE

NOTHER HEALTH BENEFIT PLAN?

r—'{ NO i yes, feturn 1o and complete item 9 a-d. -

RE OMPLETING

10 process this ciaim. | also reaue
below.

SIGNED Signature .o

& SIGNING THIS FORM.

DATE QY21 00

éignﬂtu"ﬂ on_file

ILLNESS (First'sy
INJURY ‘Accidenti OR
PREGNANCY(LMP)

14. DATE OF CURRENT:
MM 2D Y

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS!
GIVE FIRST DATE YY

MM oD

FROM < ‘ 70

- I 7"NAME OF REFERRING PHYSICIAN OR.OTHER SOURCE

17a.-1.0. NUMBER OF REFERRING PHYSICIAN

HOSPITALIZATION DATES RELATED TO CURHENT oERVICES
[3/s]

v-ROM 70
19. ARESERVED FOR LOCAL USE 20. CUTSIDE LAB? 3 CHARGES
i — — '
! i YE! i i :
| | e o | ob
21. DIAGNOSIS OR NATURE OF 'LLNESS OR INJURY. :RELATE !TEMS 1.2.3 OR 4 TO ITEM 24€ BY LINE) ———r ;22

. MEDICAID RESUBMISSION
0D . ORIGINAL REF. NQ.

PHYSICIAN OR SUPPLIER INFORMATION

Adeba

yo Yusuf, D.C.

g ARYSS

Y
[ A :
' - : 23. PRIOR AUTHORIZATION NUMBER
2.1 _ ) 4. ! .
24. A 3 1. C i 3] i = F G i d&d 'y K
DATE(S) OF SERVICE.. Place | Tvoe | PROCEDURES. SERVICES, OR SUPPLlESI DIAGNOSIS DAYS |EPSD i RESERVED FOR
From -0 of | of i iExplain Unusual Circumstances) CODE 3 CHARGES OR Family =MG | com LOCAL USE
MM oD YY MM oD VY !ServiceService] “PT/HCPCS MODIFIER ~ UNITS| 2lan
e :
08 04 99 11 99214] 75 00| 1] |
. ! i
i L !
6 : : ; E : ; .
25. FEDERAL TAX 1.D. NUMBER SSN EIN l 26. PATIENT'S ACCOUNT NO. -27. Ag%%S‘T égs‘?ggﬂeEgT") 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
1723576 [ | 02973 ke [ vo s 75 00[s 0 0Qs 75 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS § RENDERED (If other than home or aoffice} HONE #
{1 certify that the statements on the reverse | vramid Chi rooructlc Clinic -
apply(oxhnsbnlandaremadsapaﬂther_ect.) l .5542 w F(Jnd dy lﬂc Menyue
f

MILWAUKEE, WI 53216
g 14) 461~225gm,

on

\CE 2/88)

CiL \QDI
v

PLEASE PRINT OR TYPE

¢ FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500




NEW PATIENT INFORMATION SHEET

TODAY'S DATE: Y - 50 77

wwlnﬂﬁw//%e/m(e / _Bwrmoare: / /327 1 /537
First Middle Initial ‘

AGE: ((O MARRIED: __ SINGLE: 22 WIDOW(ER):  DIVORCED: SEPARATED: _ OHILIREN:

ADORESS: 5/5214 23 57 7 /m/%;ﬁ”ﬁg/rw's I 53316
Ilouse St. #/Name Apt. ci r State Zip Code
TELEPIKNE: (4 //ﬂ_%/_‘/j_ja_?_ A Ext. EPH |

DO YOU PREFER TO PAY BY: CASH - CHECK

IS THIS AN INSURENCE CASE: YES NO

NAME OF INSURANCE OOMPANY: , : (Primary Ins,)

ALURESS: / / , / Phone: ()
Nurber # St, #/Name Clty State
. POLICY #: __GRoup A 1.D.¥:
PATIENT 5.S.#: 3_20_3$1§2L INSURED S.8. 2 _ - _ -
NAME OF INSURED: ‘ | ___AIRESS: PIKNE: ()
- (IF NOT SMME NS PATIENT)
NAME OF SPOONDARY INS. QO.: moe: () ] Ext.
AIXRESS : , /. / / /
" Number A ST. #/Name City State Zip Oode
POLICY #: GROUP #: ' : I.D.#:
NAME OF INSURED: - / [/ / /
(IF NOT S\ME AS PATIENT) Address City =  State Zip Oode
PERSCHAL INJURY CASE:  ATTORNEY: BM\}(,@ PIIONE S ) . _ _ Ext.
| Aﬁlzms: : Suite #: /



-

4

HEW PATLENT TNFURMATION CONTINUED.....o0d '

shkihisrpll Information MUST Be Completed Belowhkkhikkhk

TO TE PATIENT? please 1ist below the FIVE or B0 main complaints you have,
i1t brder of impottance to you. Include the lenght of time/
date of which you had the complaint,

N T v e Y 1 how tonge_ 4/ — /S -7
-

2. Kt,a%/m‘L Pt oa How tong?__ & /S T F

1. R ;mv/u'f S I _ Mowlong? Zf /2 77

Y Sl e :

5.

< . 1 e ) _ 7
‘SUncery YOU e iz /[~ 1 D 7 pate/year K — /7

2. pate/Year

1IiST %

pate/Year

Y injuries, Aocidents, falls, Work Injuriest

SFAMILY HISTORY*: Please list any family 11liness such as Tuberculosis, Diabetes,
. Cancer, or liigh or Low Blood Pressure; BELOW

FEMALE HISTORY DNTF. OF LAST MENSTRUAL CYCLE: 7{ - /9-7X
. {Circle One) Regular or Irregular? :

BIRTH CONTROL PILLS: YES _ NO

ARE YOU PREGNANT AT IS TIME?: YES NO

O TNE NEXT PAGE 1S A LIST OF POSSIBLE SYMPIUMS, PLEASE CIRCLE ANY THAT MAY APPLY
T0 YO OR YOUR OULD.  (PLEASE READ. CAREFULLY).seco... '




Please underline all of the following symptoms which you have now or have had previously. We wanl ALL
the facts about your health before we accept your case. Your health report is CONFIDENTIAL and is
trealed as such by this CLINIC.

GENERAL SYMPTOMS

SKIN

GENITOURINARY

Frequent Utlnation

Are you on Drugs?
If so, please list and

Headache Skin Eruplions give reason WHY?
Fever ftching Painful Urination

Chills ) Bruises Easily Blood in Urine

Sweasls Dryness Pus in Urine

Fainting Boils Kidney Infection or Stones

Dizziness Sensilive Skin Bed Welling

Convulsions
Loss of Sleep

Hives or Allergy

Inability to Control Urine
Prostale Trouble

CHECK THE FOLLOWING
CONDITIONS YOU HAVE HAD:

Faligus RESPIRATORY : ,
Marvousness ' GASTROINTESTINAL Alcoholism
Loss of Weight Chronic Cough - Poor Appelile ——Anemia-

NumhviesslPaln in
__(Auns Hands ngs)

» S",J'N(-)SE

Spitting up Phlegr’ﬁ ’
Chest Pain
Difficult Brealhing

CARDIO-VASCUL;
Rapid Beating Heart™

Slow Bealing Heart
High Blood Pressure

Difficult Digestion
xcesslve Hunger

P over Stomach
stention of Abdomen
ons"pallon

“Dlarrhea

Appenducalis

arl. D:sease

;_,1-

Near Slghledness _ ..  Low Biood Pressure Hemorrholds. (Plles) Malaria -

Far Sightedness " Pain Over Heart Intestinal Worms Miscarriage
Ciossad Eyes Previous Heart Stroke -~  Gall Bladder Trouble Multiple Sclerosis
Eye Pain Hardening of Arteries Liver Trouble Pleurisy
Dealness Swelling of Ankles Jaundice Pneumonia
Earache Poor Circulation - Colitis Polio

Ear Moises Paralytic Stroke Rheumatic Fever
Ear Dischaige , Stroke

Mose Bleeds MUSCLE & JOINT WOMEN ONLY Tuberculosis

tasal Obstruction

Painful Menstiual Perlods

Typhoid Fever

Sore Throat Stif Neck _Ulcers

~ Hay Fever ack Ach Excessive Flow Venereal Disease
Asthma Swollen Joints Hot Flashes Gout
Gum Trouble Tremors Irregular Cycle .

Frequenl Colds
Enlarge Thyroid
Toanslllitis

Sinus

Eniarge Glands

Painful Tail Bone
. Foot Trouble
Hernia
Pain Between Shoulders
Spinal Curvalure
Faully Posture

Cramps or Backache
Previous Miscarringe
Vaginal Discharge
Lumps in Breast
Menopausal Symploms
Congested Breasls

I ACKNOWLEDGE THAT ALL THE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE

Signed %/(./H LLQ{/L)(/L(_Z\‘ZQ—-/
Dated Z,;/ - A0 - /7 ff

NOTICE TO OUR NEW PATIENTS
FULL PAYMENT FOR CHIROPRACTIC SERVICES RENDERED IS DUE AT THE
END OF EACH VISIT. IF FOR ANY REASON THIS REQUEST CANNOT BE MET,
ARRANGEMENTS MUST BE MADE IN ADVANCE BEFORE SEEING THE DOCTOR.

INSURANCE
O ALL HISURANCE ASSIGHMENTS $100
DEDUCTIDLE MUST BE MET IN THE BEGINNING
UNLESS PRIOR ARRANGEMENTS ARE MADE.
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TIENT STANDING
HERAL APPEARANCE
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Stature G__ F P___ Flaxion 75-8g0° ED {/\/g
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1bulation —_ - : P
Canals) Lataral Right 350 PN
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haelchair —_
Hnn-Ambulalorv\ . Rotation Right 300 l D
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: GM“’& ~4Yp Nachlas-ely n L
Norm Exam - Pbin : B
wion 450 WNI/ N{,Z 1 Dgrl'la|d Cerv. R L
. A v ‘ - Sac. R L
tension ,55 n L
oral 4Q0 | L
er ali- 74_:(130 '
tati 790 ] :
tatio 709 ) Q/ v :
) 1
-amingl R ‘
UL ET, Oe n ﬁ%E - C4 :
1 Fanning ~ 3] _’t L4 cs |
B l,
eps Reflox A AL e Co . .
rens Rallox R tr L (0 C7- | \
Fiatl Aafleyx R T& L % T ' :
ellar Raflex R L/L i T2 i '
10d Pressure l (; \') g) 7 : T3 ] :
— Need trt} / / () T4 ' .
‘ _ , 1 ”
w_ 1% ) Pron @loy A Proes 15 ! '
iratior . N 1
spiration Hﬁlﬁg ) A\~ Qﬁ;\ o\ = : :
- ' 05 T8 N
TIENT SUPINE e B JPN*‘LQ%MNL 9 : :
segue n()b L ();T[ Q ‘()50 & 3 T:(') ! '
1ggard } N‘ﬁg L Ps! Pl (Q T . - il
Idthwrait j C"/'S i T2 ”\I y.
S - R L Lt ;\Y\' Y
Lumbar Hﬁ 9 tZ yr s ’,
over’s sign R :;5 u ? % N L3 | A
7 Lowering R Li~s. Q/% < PL—J ::4 ' ;.' !
rnig’s Sign R . > 5 ! WA
be:z-i’atgick ‘ % “] ;S * " SAC-BAS [ i %
Part 1 Rl o0 )” SAC-APE ' ; !
Part 2 R L RT-IL ; '
P:"‘ 3 R L LT'"— A :
ke Clonys R/ L AN CocCyXx ! !
ywheol PZ ) . kr(z \VCL/\/ ‘
Antle R LEVEL X RAYS 14] « V7 10 x 12 Bx 10
L . LeEVEL
Wrist R LEVEL i’znv
L LEVEL OR )
binksi R_ L LUMBAR |')/7>1 51
(’,) Fiall - Cher vty + 4 o




TIENT STANUING
HERAL APPEARANCE

Thotecle - Lumbat Motlon

Lolehment 0__F _ Nom Exam g
Statyre G: E : Flixlon 76-po° (n/ﬁ //F‘_f
Artityeda G__F__ -
hetattogn G__F . EX‘O"I'D" 300 ‘g& ‘I/
Canels) , ~ Latetsl Hight 3o | (vnWL [ Neg
Crutchlel — ﬁ Lutersl Latt 350 33 | e
Nhiealchale - :
Hon Ambulatory Hotatlon Right 300 WW(_ ﬁNﬂ
Hatgin Weight A Rotatlon Lelt 300 W _J o
HIENT SEATED PATIENT PRONE
vieal Mation Achillas Hailag L'ﬁ’
Norm Exam Paln Nachias-sly BOTH ‘sg( W[MA @,l/
»ion 450 . / DG""Q'(‘ C!'V.
ensinn - 550 IS / / 'S’.o.c.
4go - 8 Motlon
4w - _SEGMENT | LISTING
700 occ .
700 Ci .
e €2 \
. & —d: 08 N
nn' ﬂ-'lal n L . C6 '
~epre ﬂa"o! n L i C? | '
fial Mofley n L JV T | :
2llgr Rellay h L ‘12 i
Tz . L L]
ned Prossipre . ‘ 13 » . | '
Y S T / / (i) 14 ! \
I 15 . !
pieatinn 18 \ ;
T? ! '
18 ) |
qi1e n I J}j&[ ‘4 Qf T10 | )
‘q3rdd H L T !' ;
Ithwait T12 ! ]
! h L L1 ! '
rnbar W L2 ! 7
ret’s sign R ALY L3 _ iK_ Iy
anmluq n J @ 9/‘0 (/Pé\__/ L4 ! ﬂ
Ig's Sign H . L5 ; A
re.Patrictk f WM S8AC-BAS 1 »
g 1 n_J : SAC-APE ! N
7 R_J] L ’ at-iL H !
3 R L LTIL ; ;
= Clamys nds L COCCYX ! ] | ,
I'"" ~ L -
e 'n - tgxgt X RAYS 14 17 10212 8x 10
ist n T Level crhy
- L LEVEL J1vor .
L n___L__ LUMBAR o B

Ti+11




i’yfamw[ Chiropractic Clinic

Dr. Adebayo Yusuf 5542 West Fond du lac Avenue
) Milwaukee, Wisconsin 53216
414) 461.2222

— — e —— — —— ——— — —— —
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pyramid Chiropractie Clinic, S. C.

1. Adebinyt Yuntf ,
: . Milwanitker, Wisconsln 53210
' : (414) 40i.2222

RECORDS RELEASE

gy. ’fk.;ﬁﬂAJ (+vﬁ€f¥wL

"1 erehy Authotize You to Relenso t b, Bayo_Yusuf, D.C,
~ Any Informntion including the 1yingnosis nnd itecotds ol Any Trentment br Examination

g tho Perlo.

Mendered to Me 10
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Onm Na i o seOT (Ash : By
; LR O sePTALT) : e 0y AT = Jo,sAT
K Ocar CsTREPSCREEN |[JABG #1 ON___L 2 Lo,
cl _ I:] MONITOR/RI TENT [Jves [JIno
weC [ BIURUBIN O BLOODCULTURE | oy
OIFF co 0] ALK PHOS ClvoRL P ANUS O visuaL acurty
z 8 Glucose O uPAsE ] 6C CULTURE PCOy ‘O STRAIGHT CATH [_'_] FINGERSTICK GLUCOSE
o s BUN .
= : o ] AMYLASE ] GHLAMYDIA PO, Orfotey ONG [CJoRTHOBP&P [ DIPSTICK URINE
< L [ AmMmONIA [ WET MOUNT HCOZ TIME ORDER
o y O eToH (] KETONES O/
= [ oiGoxin Clca Oua Oothen
Z! Qer Ocas
2 0 THEOPH. OpHos 2
= INR v
2| Oerr [J DILANTIN Owme WM W
; [JTvPE & SCREEN | L ED DRUG SCRN Oeuea TTURINE PREG.
@ | PORTABLECXR - [J PORTABLE C SPINE INTERPRETATION é. 'O cm\
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[JADMiSSIONCXR  [JLS SPINE . ,/\105711"\*/»\ -
, §
O 8D serIES O uLtrasounp READ BY - D
Oecr. OortHER Oeomp [ RADIOLOGY C 27
1 FINAL DIAGNOSIS
= ADMITTING PHYSICIAN ROOM NO.
g . Oicu
2 . o . %FERRED 10 /14 3 CARDIAC TELE
4 (.15! | | € . 1) » j/ A , {7 MEDICAL TELE
! ] TRANSFERRED TO O meDICAL
S [J24HR 0BS.
7 | PATENT MAY RETURN - (] WORK/SCHOOL/GYM ON PHYSIGIAN TO FOLLOW-UP: [T ONLY AS NEEDED OR IF NOT IMPROVING
5 | O NORESTRICTIONS ] RESTRICTIONS UNTIL DAYS OR SOONER IF FEELING WORSE
"7 DRS(KEEP CLEAN AND DRY []DO NOT USE IMPAIRED PART IN DAYS FOR SUTURE REMOVAL
y HEAVY LIFTING [ srrinG Jos 4
3 {Oomer 4,0./7\_},«/\/\7 Z;L AAg__
3
£
T U U
FURTHER DISABILITY TO BE DETERMINED BY YOUR PERSONAL PHYSICIAN
HAVE RECEIVED DISCHARGE INSTRUCTIONS AND UNDERSTAND - PATIENT SIGNATURE

HAT | HAVE RECEIVED EMERGENCY CARE ONLY. | AM TO CALL
R SEE MY FAMILY PHYSICIAN FOR FURTHER CARE.
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&Jﬁ% EMERGENCY ROOM NOTE

5000 W. Charnbezs Sc.-Milvaukes, W1 53210-1658 NAME: WINSTON, ‘BERNICE
MRI: 08-17-07
DATE: 04/15/99 RM: ER
DOCTOR: CARLOS R. SANABRIA, M.D.

=&:  JOSE OSCAR N. TOLEDO, M.D.

DATE OF BIRTH: 07/27/37

DICTATED BY: SHANNON PETERS, P.A.-C
CHIEF COMPLAINT: Eyebrow laceration.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old black female who
zzares that she tripped on some uneven pavement and hit her right
‘eyebrow on the cement. She denies any loss of consciousness, denies
any :visual changes, denies any headache, denies any neck pain, ‘de
any numbness, tingling or weakness any of her extremities, 'd
Ny e ¥ Eficulty with ambulati

MED S:3

1. r pill |
2. 'Cholesterol pill.
2.  Procardia. .

5. Premarin.

PAST MEDICAL HISTORY: Hypertension-and hypercholesterolemia.
TMIMUNIZATION/TETANUS STATUS: Unsure.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 197/99, pulse 85, respirations 20,
temperature 97.3. : ’ ‘
GENERAL: Patient is alert and oriented times three and in no acute
distress.

HEENT: Normocephalic. There is approximately a 2 cm long laceration

to the Jlateral aspect of the right eyebrow. There is partial
thickness of the skin. No deep structures are involved. No foreign
body is noted. There is no overt tenderness with palpation. There is
-a small amount of swelling noted to the infraorbital lateral area on
the cheek which is minimally tender to palpation. The skin is intact
there. Pupils equal, round and reactive to 1light. Sclerae and
conjunctivae are clear. Extraocular muscles are intact, no
entrapment. Tympanic membranes and canals are clear bilaterally.
Mares are patent. Oropharynx is clear with moist mucosal membranes.
NECK: Supple with full range of motion, nontender to palpation.
BIERT: Regular rate and rhythm. ’

LUNGS: Clear to auscultation bilaterally.

EXTREMITIES: No clubbing, cyanosis or edema. CMS 1is intact.
NEUROLOGIC: Cranial nerves II-XII are intact. Coordination and
balance are intact. Cerebellar function is intact. Patient is alert
and oriented times three with steady gait.

PAGE 1 of 2
EMERGENCY ROOM NOTR .- L
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St’;Q,SEI?I;I;SL EMERGENCY ROOM NOTE

H00W. e . Mmoo, W20 1658 NAME: WINSTON, BERNICE
MRI: 08-17-07
DATE: 04/15/99 RM: ER
DOCTOR: CARLOS R. SANABRIA, M.D.

EMERGENCY DEPARTMENT COURSE AND TREATMENT: Patient was given a dT

IM. THE laceration was anesthetized using 1% lidocaine and was
prepped in a sterile fashion. Ethilon 6-0 was used to close the wound
with a total of five simple interrupted sutures. The edges were

approximated well. Neosporin and a dressing was then applied.

DISPOSITION: Patient was discharged home in good condition and told

to follow up with her primary care physician in two days for recheck
‘2nc in seven days for suture removal. She was given head injury
instructions to awaken g.2 hours. ' She is to keep the sutured -areas
lean and dry as p0581b1e?"d she ‘'was told to take her . wa
'e'ykday as directed as ' lood pressure was slightl Eased’

y. - The patient states”s S been taking it only eve: er: day

- when she felt like it. D ' S i

GNOSES'
Right eyebrow laceratlon
Closed cranial trauma.

;‘patlent's chart was rev1ewed by Dr. Sanabrla who ‘agrees Withlthe<u

Th1
ove evaluation and treatment plan

. /Zi@;,// T

SHANNON PETERS, P.X.

)% A’/\““/ b

, OS R. SANABRIA, M.D.
CRE/TL585/SP /Job:240317 dd: 04/15/99 dt: 04/15/99
Eatch: 1122 :

1y~

PAGE 2 of 2
EORM 4116 REV 4/9R EMERGENCY ROOM NOTE:-~ .= :



I .
HOSPITAL-MILWAUKEE U I NS TON BERNI CE

ﬁsgosepns OUTPATIENT/EMERGENCY
s NURSING CARE RECO.BB o Blveor - TR 8L

Milwaukee, WI 53210 SANABRIA CARLOS
~=TTME W TRAGE T2 3 |PATIENT NAME g : \‘ " ACCTs: ”"m l"" l
SRS mém B }’c‘L TS llllIIIHllllll"l”llﬂllllll"”lll
BIRTHDATE AGE Cﬁ "COMPUAINT
720 - %//Agz - |
% MODE OF ARRIVAL D AMB v D We PRIVATE P! y( EFEC FAMILY WITH PATIENT | HMO CODE
= (J cammen AMBULANCE.,M__ d pmo Oves Owo {Oo-nm 1 3~auto auTH
E TODAY"S DATE AUTHORIZED/DENIED BY . D 1=YESIPHYS D 4=LIFE/LIMB THF
(c_g 4_ / 5—,?7 . (] 2-nmo Horune [ s=noaum
o i DIRECT EMERGENCY ADMISSIONS ONLY . v
STREET ADDRESS . crrY STATE zF TELEPHONE
SEX FMARITAL STATUS HESPONSIBLE PARTY T acoment — DATETIME | INSURANGE
DMJZF Os Ou Ow Clo Ole LOCATION: :
[ owverrrecistranion L] reassurance (Jwe [Jvs. [ eevanon [ spunt. TRIAGERN
_meemm REGISTER AND WAIT TO BE CALLED Oiwce [ oressve [ ome M V4.V
4D'HE'ALTH PERCEPTION'MANAGEMENT D ACI’IVHYIEXERCISE "0 seLreercermionconcerT | ' '-!-D,oopmszsmsss TOLERANCE

D NUTRITIONALMETABOLIC D VALUE/BELIEF

X 'Euummon
- susJéCnve 1736

L L] ogseld _6vy). w

£ CEPTUAL : D ROLE/MRELATIONSHIP )
: : sa:uamvmemooucn&zs

OBJECTIVE:

. 7 L\ﬁ(r\f d/LW ‘C/L(
[Q’ u </ .
%JC—‘ A//{/

/k;u e //-)rfda P

" [C] SEE ADDITIONAL NURSING RECORD.

NURSING DIAGNOSIS

Wo’ §tern \z/\/@/»d:/

TIME' NURSING INTERVENTIONS ~— RESPONSE/EVALUATIONS

|20 4 Yaeed e EAC »
B e ————— Y

549 '{’/dc d~o hsgmi. \/C/J"WCLJ-!ub. /
o/\duwlcwm — M/

: /ﬁ PT. VERBALIZES UNDERSTANDING OF AND/OR CAN REPEAT INSTRUCTIONS.

PLAN / INTERVENTION / EVALUATION

en [ aoecuarereTunn DEMONSTRATION OF OBSERVED
TIME | MEDICATION: . RESPONSE/EVALUATIONS
INTAKE
PO,
v,
Y
CREDIT,

PROCEDURES; .
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