CITY OF MlL‘@%AUKEE

January 16, 2001

Office of the City Clerk
Milwaukee, Wisconsin

To Whom It May Concern:

~ On September 21, 2000, at approximately 4 p.m., on the sidewalk in front of 411
East Wisconsin Avenue, I fail and broke my right wrist, broke my right arm and injured

my left knee. I was running to catch a city bus when I ran into (city apparatus used when
repairing streets and sidewalks) left on the sidewalk.

With the help of two gentlemen I was helped up and placed in a cab. Iasked the

driver to take me to my home at which time I was transported immediately to St. Joseph’s
Hospital by my daughter and had emergency surgery on my right wrist

Dr. Carl F. Moyer, Covenant Medrcal Group, PO Box 689711, Milwaukee, WI
53268-9711 — Surgeon.

St. Joseph’s Hospltal 5000 W. Chambers Milwaukee, WI

In dlscussmns with the Secunty staff and insurance representatlve from the 411

o Bulldmg they determined that the City, because of'an event occurring that weekend,
i . placed the apparatus on the sidewalk. I did speak with several departments with the City -

(1 e, Water and Sewerage, Street Maintenance; and Samtatlon Department); they found
no record of placing the apparatus at that time.

At this time I am formally submlttlng a claim to the City of Milwaukee for _
reimbursement of loss of wages (approximately $10,000 to-date) and pain and suffering
in the amount of $40,000 — this amount includes future earnings potential. Totals

$50 000. .

Enclosed you will find a copy of the doctor’s statement, medical bills*, and any
other material that may substantiate my claim. I am still receiving medical care for this
fall. :

Also, as a result of this fall, my errlployer took the opportunity to terminate my
employment without cause because of the Company Leave of Absence Policy — which

glveEhe Company the right to terminate an employee if they have not been employed for
gyearwrth the company due to medical problems. I was a personal service administrator
earmﬁgﬁB 000 annually.
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If you need any additional information to substantiate my claim, please contact
me at:

Loretta Haynes-Jordan
1823 N. 53" Street
Milwaukee, WI 53208
Home no. 414/443-1727

* Medical expenses have been paid for by the employer’s insurance (approximately

$10,000). Enclosed are just a few of the medical bills received but will help prove that
this accident did occur. o _




Phone: 1-800-379-1517 : ' , e o
FAX: 1-800-793-1610 Short Term Disability

| : majsal Qssoe  Employee’s Application
JOUY\Q( Qcm1 O\ff | QL >0 for Benefits
Employer lc@’f;%\’%"&.- ] ' . .

/ , . .
rurtone: 1Y np5 Teedun Lor et 113HY]H=]olsTe
! d First Middle - Soclal Security Number
T - B . -~ . -

Residence: }%13 N 53 -SJ( m'\wo\-\\k{(ﬁ_ \/\-1 53 aog

: Street Address City : State/Province Zip.Code
Date of Birth: , l Vi O 1 / 9\1 (a ¥ Female O Male 0O Left-handed X Right-handed
Home Telephone: ({H q ) L{{I ?~ I7 ;’ 7 Work Telephone: - q 'LI ) Q7]’ 72\ </ @)
Occupation: D€ ©.Sor SRe ! ™m Describe your job duties: C l erica ]
Is your condition related to your occupation? 1Yes [ No If Yes, explain:
If Yes, have you filed a claim for Workers' Compensation? OYes ONo if Yes, date applied: ' / /
Have you retumedtowork: [JYes Part Time on L v Full Time on L / J No
if you haven't retumed to work, d_o you expect 10? 3¢Yes PartTimeon / / Full Time on lb i O No
Please provide the name, specialty, address and telephone number of your doctor. Include dates of treatment as indicated.

Cacl Moyor MDD [i2on W (\:orﬂqﬁue W inusdfosd 77}’%9\22 SN I |
Name and Spefialty : | Full Address | Telephone Number - .. | Treated From | To
Is thcs the only doctor you are seemg for treatment and care? NYes OO No If No, attach a list of all other doctors ‘names, addresses, telephone
numbers and specialties.

" IF YOUR CLAIM IS FOR PREGNANCY, PLEASE PROVIDE THE FOLLOWING: Date first: treated / /
Expected or Actual Delivery Date: 1 ' 1 : Type of dehvery a Vagma( O C-Section .. vDé,te.'Scheduléd:-; L 1
Last day worked: 1 { Expected or Actual retum to work date: / /

IF AN ILLNESS, what is the nature of your condition?

: When did you first notice symptoms? / Vi

IF AN INJURY, date of injury: 0% ,d}) ,990 Where did injury occur? 0 Home i/ Work (1 Other -

How did the Injury occur? ____ Q/” on SidQ&"“—\‘k i - Atwhattmeofday? OIAM H/PM -
gart;ﬁnr:orsr: txf%dn;gg‘aﬁ Oq (AL, 00 Last day worked: 09 i ;U 1 00 ]sva’a pending lawsuit for this m'um

If you were hospltalazed or received emergency room treatment, please complete the following:

Name of Hospital: 3 30 Se ]O\\ S Telephone number: _{ )

Complete address: _S 9O s} \J\\ C«"\RW\LQF S S:" | ) _ .
Date admitted:o(_3 [ 9\] Vi 00 Date discharged: 09 ID\D\ Vi OO ADate of emergency room treatment:o ? Ial Vi OO

Have you been treated for this or a similar condition in the past? (O Yes ‘ﬂNe_ If Yes, when?
Has yodr doctor advised you to restrict your activities in any way? ®Yes ONo Explain: -)_ WD L Ty kf n [Kr YY\S }
SQG\rred )q@\r kr\&& , ’f"\kn.\r\ ’}fo S\M\%Qr\/ QN QGS‘*Q\)~ 09

{ hereby certify that the answers | have provided on this form are full, complete and true.

x CoruTha fasoo-Qudan _flo - 04

Signature Date

l h’\, : [ Be sure to read and sign the Authorization & Agreemenlson the other side of this form.]
© 1896 UNUM Life Insurance Company of America. All rights reserved ~ FOR SELF-INSURED PROGRAMS/PORTLAND
153195 (2/96) ’ A
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Phone: 1-800-379-1517
" FAX: 1-800-793-1610

EmployerC\ \"Y\QF an qp PFOHSKL ('{\,.SS 0cC .

Short Term Disability
Attending Physician’s
- Statement

cams e Jas Lq)/‘eﬁLa, A 2512

{ast Frst \ glddu%3 Soclal Security Number '

Height __1_] €) Weight S S W M 1C0-9 DSM-II-R
e cod
Primary Dj gnosis:)‘:/fﬂ/ 7.12&/ K VoA ¢

"f . ' :}%lg-g DSM-lII-R
Secondary Diagrosis: ‘F/ pu Y Zf /J[‘f’ J Mﬂ Zé,(&éé m 3 * D 5 © code
O Pregnancy  DateofLMP: ___/ ! Date first treated ! L Deliverydate: ___ [ ____ [

03 Actual (] Estimated

If Actual delivery date, type of delivery:
" |Has patient been released from your care? O Yes O No

Iif no, estimated date of release:

Xlllnesslln]urylPregnancy Compllcatlons ‘Objecive findings l//VtZVW ¥= ,&%)—/M { A M

Complications:

Subjective Symptoms: ﬂ Aan VA r/lbﬁ" M M A

Has this patient ever had the same or simitar condition: O Yes ){[I\lo

Describe:

i ,Y.ES,’what »year(s)'f :

Date symptoms first appeared (ur,date of gecident) .. -

? Vi A / JZW Is the patlent still under .your.care for- thls condition?

Yes O No |

Dates of treatment: FIRST, 9 2\/ /Z W
Has the patlent undergone surgery? m’és a No If yes, provide date, procedure and resuit:;
| Godo M%ﬁ%
code <’

Next appomtment date: / 0 / /Z y ﬁD

PR D
e '

{f No, do you expect surgery to be performed in the future? [ Yes ONo

Medication, frequency and dosage:

s ﬂmmfm,

If yes, provide date & type

T \

Other types of treatment and frequency: 6&/"5 WM W

Date first unable to work: 7'/ AL /M
Is condition due to Injury/sickness a'lsmg out of patients employment? [1Yes

ﬂgAj/ A

oo

e O Sl o gwmewm g ol o)

. pltahzed From To

- What is your prognosis? When will patient recover: _, . 7
Please.describe any restrictiond (what your patient SHOULD NOT do): }/ @ 'ﬁ ik (L gt /Z? M ﬁ N M @ A/‘:
Please describe any limitations (what your patient CANNOT do): B (/‘HJ N\

Please describe any physical and/or mental impairments:

Do you believe your patient is competgrit to endorse checks and

Has the pétient been released from your

direct the use of the proceeds? s [1No 7 if No, estimated date of release: - /2~ 1 &/ .4 )}
Carl F Mm/ﬂ/ M D e one (414177 €228 it 25T A9
Name of Attending Ph Degree/Specialty Board Certified Telephone No. Facsimile No.
1201 W A s s 53220
Street City State Zip Code
A= Wwﬁm 10/5- /00
] Odgtnal’éxdﬁé’ful’e e Date ~ Tax (D No.

© 1996 UNUM Life Insurance Company of America. All rights reserved

1581-85 (9/96)

FOR SELF-INSURED PROGRAMSIPORTLAND
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_HOSPITAL-MILWAUKEE | COMMUNICATION

Frousrrsrs S MEMORANDUM

| DATE: /0/ z/80

FROM: Q,,’*

e \/éﬂueﬁ;e gfsujﬂw

Lre Lol 1o,
%ﬂ ,a/z;/@

COMMUNICATION

' RESPONSE:

/_ _
E/FYI-Norecbonseneéessary ‘ : D Respond by:
D Review w/me by: .

{SEE DISTRIBUTION INSTRUCTIONS ON REVERSE 8IDE)




Memo

To: Gail Reimer

From: Loretta Haynes-Jordan
Date: October 4, 2000
Subject: =~ Leave of Absence

Please accept this memorandum as my request for a leave of absence from American Appraisal.

As you are aware, I experienced a fall on Thursday, September 21, 2000. In that fall I broke my
. right wrist and required emergency surgery on that same evemng I also sustained a ﬁacture in
. my Ieﬁ arm which d1d not require surgery. e

At thlS tlme I am unable to perform work of any kmd I am attachmg my doctor’s statement SIS
indicating that I am unable to return to work at least through‘October 23,2000. HopefullyIcan - .-
return to-work: on'a part time basis at that time. Ihavebeen: told-that after the cast is removed

from my ngm anmm I w111 require: phys1cal therapy treatments

At this time my-doctor has'said that my estlmaged date of release W111 be December 21, 2000. I
will keep you 1nformed of my progress with each doctor s appointment.

"_;f

Iam askmg that you hold my position open for me for an indefinite period of tifne while I
recover from this accident.

i Lc.vji" ('/)Q_j\,\;
s M aMc(tw\ -

By (VM)
”1
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COVENANT MEDI CAL GROUP-HAR STATEMENT DATE ACCOUNT NUMBER TOTAL DUE
P O BOX 689711 11/29/00| 123057 | 1,524.00
MILWAUKEE, WI 53268-9711
. L PLEASE LIST PAYMENTS
. . \ INVOICE NO. { AMOUNT
ADDRESS SERVICE REQUESTED | AMERIGAN EXPRESS ACEEPTED.
PLEASE CHECK BOX AND COMPLETE
INFORMATION ON REVERSE SIDE .
0EE DES |
2' 77" - AMOUNT .‘
)[;Ncrosab‘ ]
LORETTA  JORDAN o : COVENANT MEDICAL GROUP-HAR
1823 N 53RD ST v P O BOX 689711 B
MILWAUKEE, WI 53208-1759 MILWAUKEE, WI 53268-9711
llllllll”llllllllllll.lllllIIIIIlllllIl'l'llllllll'll“lllllll IlllIIII”I-II'IIIIIIIlllIlll'll'IllllllllllllllllllllIlll“lll

IF ADDING CHANGE OF ADDRESS OR INSURANCE INFORMATION ON REVERSE, PLEASE CHECK BOX ’ D
RETURN THIS PORTION WITH YOUR PAYMENT. RETAIN LOWER PORTION FOR YOUR TAXES.

2 DATE OF SERVICE | PATIENT NAME - INVOICE NUMBER / DESCRIPTION SERVICES PROVIDEDBY | - AMOUNT | INVOICE BALANCE

09/21/00 LORETTA ,],INV#: 932320 . DR MOYER S T
09/21/00 *~'“‘HospITAL ‘ADMIT;" MOD (PRE-SURG) -~ }* " 190.04
09/21/00{f- '=DEVICE . .. . . {...1,105.0Q..0 .. .
RE | sl e i e R 295,00

210/ 16/ 00"5‘ Lo NVE: 952333 - : “ ‘| DR MOYER" -

. INQUIRIES
8-£14-2509

BOPS 100 (6/98)

¢

(PLEASE SEE REVERSE SIDE FOR ADDIT]ONAL INFORMATION)

1957 aifo1 w252-191




LUKET 1A HATNCOJUKDAN £i't'tocuao LURE I 1A NATNCOJURLUAN FALE . 1

EXPLANATION OF BENEFITS
THIS IS NOT A BILL - SAVE FOR YOUR RECORDS
*IMPORTANT INFORMATION ON REVERSE SIDE*

QUESTIONS? CALL 1-888-915-5619 OR
608-221-5665 OR WRITE WPS AT,

P.O. BOX 8688

MADISON, W1 53708-8688

HEALTH INSURANCE

.Wisconsin Physicians Service Insurance Corporation
1717 W. Broadway—Box 8190—Madison. Wl 53708

CUSTOI.HER NO. GROUP NO. DIVISION NO.
LlLildhshlialolaslthabbbbbobballa L 274462056 143275 00001
LORETTA HAYNESJORDAN :

GROUP @ AMERICAN APPRAISAL ASSOC

1823 N 53RD ST
MILWAUKEE, WI 53208-1759

PATIENT : LORETTA HAYNESJORDAN

CUSTOMER : LORETTA HAYNESJORDAN

DATE PRINTED 10/24/2000
ON 10/24/2000, WE PROCESSED $5,432.15 IN CHARGES FOR LORETTA HAYNESJORDAN
PLEASE READ BELOW TO SEE HOW YOUR BENEFITS WERE APPLIED.
PROVIDER =—> ST JOSEPHS HOSP CLAIM # 027863085 PATIENT ACCOUNT: 703087351
TYPE. OF - |DATE(S) OF - | CHARGED ° PROVIDER |INELIGIBLE REASON | COPAY. |DEDUCTIBLE| REMAINING |COIN- - IpaID.|T AMOUNT
SERVICE | SERVICE ‘AMOUNT | DISCOUNT |AMOUNT . |{CODE .| . : AMOUNT SURANCE}AT %|  PAID
360+ --.-09-21-00 - 2146.00 . 751.10 0.00.. . HN- - .0.00 0.00  1394.90 2:.0400 . 100 - 1394 .90
op: ROOM .- 09=22-00 B epentl : ewenie el
1320, 1 09=21-00 783.00 274.05 0:00"" .- HN"71%70.00 0.00 508.95 200 1100 508.99
)(RAY‘; '09=22-00 . ST T A
3707709221400 593,00 207.55 0.007 0.00 385.45 - 0%00 £ 160:% 385,45
ANESTH. - .09-22-00 . Gl ke .
121 % 09-21-00 4906.00 = 171.50 0.00. T:HN - .- 0.00 - 0.00 318.50 0.00°" 7100 .5 ° 318.50
HSP ROOM 09-22-00 R RS T o SERT
710 09-21-00 321,75 - 147.61 0.00 HN © 0.00 =" 0.00 274 .14 0.00 100 274 .14
ROOM 09-22-00 o ’ . .
450 09-21-00 405.00  141.75 0.00 HN 0.00 0.00 263.25 0.00 100 263 .25
EMERG 09-22-00
251 09-21-00 306.60  107.31 0.00 HN 0.00 0.00 199.29 0.00 100 199.29,
DRUGS 09-22-00 ’ )
278 09-21-00 154.75 54,16 0.00 HN 0.00 0.00 _ 100.59 0.00 100 100.59
HSP MISC 09-22-00 : , : ,
730 09-21-00 . 82.25 28.79 0.00 HN 0.00 0.00 53.46 0.00 100 53.46
ILAB 09-22-00
300 09-21-00 38.00 13.30 0.00 HN 0.00 0.00 24,70 - 0.00 100 24,70
LAB 09-22-00 : ‘
250 09-21-00 11.80 .13 0.00 HN 0.00 0.00 7.67 0.00 100 7.67
DRUGS 09~22-00 :
PAYMENT TO PROVIDER ON 10-24-00 B -
CLA{M TOTALS 5432.15 1901.25 0.00 - 0.00 0.00 3530.90 0.00 3530.90
SUMMARY 5432.15 | 1901.25 0.00 - 0.00 0.00 3530.90 0.00 3530.90
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