C,loum 1A-S~o

MILHAUKEE
oy OF MURIEE o
ZﬂlZFEB \h rm T ue

Q\J‘—\‘ Cletks. O ice

J J{\QA O >c m\mm an@

e N\DAW&_Q, Cw?x exi\k\

| J J}\m e Jsg&,w &ma ggk_,m?w

W an P I ey wd {;‘)&A;w M

" IR UVS'NVS'S % Sooe to {\)pdt







WEH-5t. Francis Hospital
3237 S. 16ih St.
Milwatkee, Wl 53215
414-647-51656

DISCHARGE INSTRUCTIONS
Patient Name: BOZOVIG, GHERISSE M.

Med Rec No: 209964

Visit Date: 10/16/2011
Acct No: 11653444

The examination and treatment you received in the Emergency Department has been given on a
emergency basis only. Should your condition worsen or any new symptoms develop, or should
you not recover as expected, contact your doctor or the doctor you were given for follow-up care.
If you cannot contact your doctor, return to the Emergency Department.

You were treated today by :
Joel Smukowski MD

ADDITIONAL FOLLOWUP INSTRUCTIONS ’
Arrange for a follow up appoiniment with JOSHUA NEUBAUER, MD in 3 - 5 days or immediately
if your symptoms get worse.

Neubauer, Joshua , MD
3111 W. RAWSON

SUITE 200 \ 2 <
FRANKLIN, W 53132 —e 3OS
414- 325-4320 P
R S
T T =E
DISCHARGE INSTRUCTIONS % = ST
Ankle Fracture- Brief = = i
Fractured Ankle d -
(o]

A fractured or broken ankle may involve one or both bones (tibia and or fibula). Most of the
time, broken ankles do not require surgery. They usually heal in 6-12 weeks with proper care. A

cast, splint, or walking boot or brace is usually applied to immobilize the joint. Do not scratch
the skin under your splint or cast.

Keep your injured ankle elevated to the level of your heart on pillows and chairs for the next 3-4
days. You can apply ice packs to the injured area for 20-30 minutes every 3-4 hours during this
time fo help control swelling and pain. Use crutches to as insiructed. Do not bear weight on

" your injury until your caregiver approves. Walking on a broken ankle before advised by your
provider may compromise the long term result. Take your pain medicine as prescribed. Be sure

o arrange for follow-up care, such as physmal therapy) as recommended. This allows your
ankle to'be fully rehabllltated as quickly and completely as possible.

CALL YOUR CAREG!VEF{ OR SEEK IMMEDIATE MEDICAL CARE IF YOU HAVE:
Increasing pain uncontrolled by pain medicine.

Numb, cold, pale, or painful toes.

Are not improving or are getting worse.
-Have any cther questions or concerns.

MAKE SURE YOU:
Understand these instructions.
Will watch your condition.

Print Date: 10462011 10:01 Confidential Medical Record

Page1 of 5



WFH-St. Francis Hospital
3237 S. 16th St
Milwaukee, Wl 53215
414-647-5165

DISCHARGE INSTRUCTIONS
Fatom Name- BOZOVIC, CHERISSE M. B e
Med Rec No: 209964 AcctNo: 11653444

DISCHARGE INSTRUCTIONS

Metatarsal Fracture(s), Undisplaced
Metatarsal Fracture(s), Undisplaced

A metatarsal fracture is a break in the bone(s) of the foot. These are the bones of the foot that
connect your toes to the bones of the ankle.

DIAGNOSIS
The diagnoses of these fractures are usually made with X-rays. If there are problems in the
forefoot and x-rays are normal a later bone scan will usually make the diagnosis.

TREATMENT & HOME CARE INSTRUCTIONS

Treatment may or may not include a cast or walking shoe. When casts are needed the use is
usually for short periods of time so as not to slow down healing with muscle wasting (atrophy).
Activities should be stopped until further advised by your caregiver.

Wear shoes with adequate shock absorbing capabilities and stiff soles.

Alternative exercise may be undertaken while waiting for healing. These may include bicycling
and swimming, or as your caregiver suggasts.

It is important to keep all follow-up visits or specialty referrals. The failure to keep these
appointments could result in improper bone healing and chronic pain or disability.

Warning: Do not drive a car or operate a motor vehicle until your caregiver specifically tells you
it is safe to do so.

IF YOU DO NOT HAVE A CAST OR SPLINT:

You may walk on your injured foot as tolerated or advised.

Do not put any weight on your injured foot for the first 1-2 weeks or as directed by your
caregiver. Slowly increase the amount of time you walk on the foot as the pain allows or as
advised. '
Use crutches until you can bear weight without pain. A gradual increase in weight bearing may
help.

Apply ice to the injury for 15 to 20 minutes each hour while awake for the first 2 days. Put the
ice in a plastic bag and place a towel between the bag of ice and your skin.

Only take over-the-counter or prescription medicines for pain, discomfort, or fever as directed
by your caregiver.

SEEK IMMEDIATE MEDICAL CARE IF:

Your cast gets damaged or breaks.

You have continued severe pain or more swelling than you did before the cast was put on, or
the pain is not controlled with medications.

Your skin or nails below the injury turn blue or grey, or feel cold or numb.

There is a bad smell, or new stains and/or pus-like (purulent) drainage coming from under the
cast.

MAKE SURE YOU:

Print Nata: 10HAR2N11 1001 ranfirontial Madiral Rarard Pana 2t nf &



WFH-51. Francis Hospital
3237 S. 16th St
Milwaukee, Wl 53215

414-647-5165
DISCHARGE INSTRUCTIONS

‘Patisnt Name: BOZOVIC, CHERISSE M. ) Visit Date: 10/16/2011

Med Rec No: 209964 Acct No: 11653444

DISCHARGE INSTRUCTIONS

Metatarsal Fracture(s), Undisplaced

Understand these instructions.

Wilt watch your condition.

Will get help right away if you are not doing well or get worse.

Document Released: 04/07/2004 Document Re-Released: 03/16/2010
ExitCare® Patient Information ©2011 ExitCare, LLC.

If you had an X-ray: X-rays do not always show any injury or disease. Fractures (breaks in
bones) are not always revealed on the initial X-rays, but may be revealed on subsequent X-rays.
Your X-ray has been read on preliminary basis. Final reading will be made by a radiologist in 24
hours. You will be notified of any additional findings. If you had a culture, the final results will be
reviewed. You will be notified if additional treatment is required. If you need a release to return
to work or school, or an extension of the time period indicated, it should be obtained from your
physician, company physician or the physician given to you for follow-up care.

Print Natar 1NHALA11 10-01 Ninnfidantial Madiral Raraed Pana d nff



| - - 10:
| Patient: BOZOVIC, CHERISSE MELAINE : 1050 |()() | § |

Page 1 of |

: Admission - Acct.
. Lc_:-cat!o.n - Pat. Name Sex Ager. MR.I-\!. Date | Facﬂlty. Number
; ® oIS 108/16/11 BOZQVIC, CHERISSE F 46 209964 10/16/11 08:33 ' WFH-SF 11653444
" 10:34 . ... MELAINE Y

Report for BOZOVIC, CHERISSE MELAINE (MRN: 209964)

TEST: RADIOLOGY
Collected Date & Time: 10/16/11 09:37

RADIOLOGYS& Lat

3
L o
cc: ‘ 5
JOEL SMUKOWSKI, MD, Ordering Physician =, -
~<5 =
EXAM LOCATION: ST. FRANCIS T
=T =

ORDERING PRCVIDER: Joel Smukowski, MD en!”
OCCURRENCE NUMBER: 202079089 EXAM DATE: 10/16/2011-;_? :E
. F‘;i -E‘.
EXAM: LEFT ANKLE THREE VIEWS it "
=

INDICATION: Fall and ankle pain.

FINDINGS: Three views of the ankle were performed and compared to the
examination of February 8, 2011. There is a nondisplaced spiral fracture
involving the distal shaft of the fibula at the level of the tibiotalar joint.
There is no dislocation. Ankle joint appears normal. There is fracture of the
proximal shafts of the second and third metatarsals.

IMPRESSION:
1. Nondisplaced spiral fracture of the distal fibular shaft at the level of the

tibiotalar joint.
2. Nondisplaced fractures at the bases of the second and third metatarsals.

This document was electronically signed by PHILLIP BAINBRIDGE, MD on 10/16/2011
13:34:45. )

Radiologist: -
PHILLIP BAINBRIDGE, MD

PB/1b D. 10/16/2011 09:237:16 T. 10/16/2011 12:08:02
Doc ID #: 8286291 Voice ID #: 8456940

WHEATON FRANCISCAN HEALTHCARE - ST, FRANCIS

NAME: BOZOVIC, CHERISSE M MRN: 209964

DOB: 11/21/1964 ACCT #: 11653444

VISIT TYPE: E ROOM: ED '

DOCTOR: PHILLIP BAINBRIDGE, MD DATE: 10/16/2011
RADIOLOGY

Page 1 of 1

* REPORT IS NOT FINAL UNLESS AUTHENTICATED

View GE Images: |

http://sewportal. wisi.priv/portal/site/hpp/index.j sp7epi-content=HPPMODULEPRINT &printBeanID=cu...
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Progress Notes ' , Page: 1
Date Printed: 01/25/12
Name: Bozovic. Cherisse 1D: 109191 SEX:F AGE:47 years

Date: 11/18/11 : 12:35pm
Title: Followup patient visit
Providers: JN

D.O.S. 11/18/11

Bozovic, Cherisse
D.0O.B.11/21/64
1D #:109191

The patient returns for her left ankle. She has a distal fibula fracture.
X-rays taken today show stable position of the fracture. Her foot and ankle are neurovascularly intact. She has
present dorsiflexion and plantar flexion though with limited range of motion as expected. She will continue

range of motion exercises on her own. She will return to see me in 4 weeks for an x-ray which an insertion shift
questions. problems, concerns.

Procedure: Established Patient Level 2: 99212

Diagnosis: FIBULA FRACTURE, UNSPECIFIED: 823.81

Dictated by Joshua M Neubauer, M.D.

# SIGNED BY Joshua M Neubauer (JN} 11/18/2011 12:36PM

Printed using Practice Partner®



Progress Notes - Page: 1
: Date Printed: 01/25/12
Name: Bozovic, Cherisse ID: 109191 SEX:F AGE:47 years

Date: 10/21/11 : 01:56pm
Title: New patient visit
Providers: JN

D.0.S, 10/21/11

Bozovic, Cherisse
D.0O.B.11/21/64
1D #:109191

History of Present Illness: Cherisse Bozovic

The patient comes in today for her left ankle. She is a pleasant 46-year-old patient who fell proximally 5 days
ago mjuring her left ankle. She was seen at St. Francis Hospital emergency department and subsequently given
follow up with me, '

Past medical history
Asthma
Substance abuse

Past surgical history
Hysterectomy

Medications
Fluoxetine
Methadone

Allergies to medications
Penicillin

Codeine

Cataracts

Family history
Noncontributory

Social history
. The patient smokes cigarettes. She denies alcohol and illicit drug use. .

Examination

This is a pleasant 46 roll patient was moderately over nourished however she is in no acute distress. Her left
ankle demonstrates intact dorsiflexion plantar flexion inversion and eversion. She has brisk capillary refill to
her toes and a palpable dorsalis pedis pulse. She has intact sensation first web space, lateral foot, plantar foot.
She has soft tissue swelling laterally as well as ecchymosis to the lateral aspect of her ankle and extending
posteriorly.

Assessment and plan
Printed using Practice Partner®



Progress Notes . Page: 2

Date Printed: 01/25/12
Name: Bozovic, Cherisse ID: 109191 SEX:¥ AGE:47 years

46 roll patient with left ankle fracture.

X-rays were taken in the office today which demonstrate stable position of the fracture as well as stable
syndesmosis. She has a fracture of the distal aspect of the fibula at the level of the syndesmosis. She will
continue with crutches for assistance. In addition I have given her a prescription for a cam walker boot. She was

placed back in a splint prior to leaving the office today. She will return to see me in 4 weeks with new x-rays of
her left ankle.

Her patient history form and review of symptoms was reviewed and signed by me today.

Procedure: New Patient Level 3: 99203
Procedure: Ankle: 73610
Diagnosis: FIBULA FRACTURE, UNSPECIFIED: 823.81

Dictated by Joshua M Neubauer, M.D.

# SIGNED BY Joshua M Neubauer (JN) 10/21/2011 01:59PM

Printed using Practice Partner®
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Froébel Realty Co Inc

1d: D138 CURRENT CHECK LISTING 9s28/11 ‘ page 1
Cherisse M Bozovic |Check# Regular Overtime Vac Pay Sick Pay Other Gross
3746 S Clement Avenue | 11908 Hrs: 29.25 .ho .00 .00 29.25

. Mi'aukee Wi 53207 |__9/28 Amt: 219.38 .00 .00 .00 219.38
h%n.sf 436 396 66 0048] M T D Hrs: 55.25 2.00 .00 .00 57.25

\7? 11/21/64 Dept: 51500| Amt:  414.38 22.50 .00 .00 436.88

Wire: 1/16/11 Rate: 7.5000] Q T D Hrs: 220.25 5.50 .00 .00 225.75

chgd: 2/15/11 Prev: ?.2500] Amt: 1651.88 61.88 .00 .00 1713.76

pension: N Defr Comp: N| Y 7D Hrs: 608.00 13.25 .00 .00 621.25

Gender: F  Non Emp: N] Amt: 4551.89 149.07 .00 .00 4700.96

Deduct: Fed WH FICA State WH - S§.D.1. ERROR DRAW . Mis¢ Net Pay

11208 .00 12.3%9 .36 .00 206.63
MTID .00 24.68 .63 .00 411,57
21D 00 96.83 10.71 .00 1606.22
YI1D 13.11 _265.60 41.07 .00 4381.18

T s -

o 1

Froebel Realty Co Inc 1d: D}38 CURRENT CHECK LISTING 10712711 page

Cherisse M Bozovic |Check# Regular gvertime Vac Pay  Sick Pay Other §;°:Z

3746 S Clement Avenue | 11934 Hrs: ?6;00 .00 .00 .00 195'00
Mihgukee Wt 53207 |_10/12_Amt: 195.00 .00 .00 .00 :

o . ~00 00 .00 26.00
Bpens 436 396 66 0048| M T D Hrs:  26.00 . . g
Born: 11/21/64 Dept: 51500 Amt: 195.00 .00 .00 .00 .

- . 00 .00 26.00
Hire: 1/16/11 Rate: 7.5000) @ T D Hrs: 26.00 .00 .

00 00 195.00

chgd: 2/15/11 Prev: 7.2500] Amt: 195,00 .00 . . s
pension: N Defr Comp: Hl Y T D Hrs:  634.00 13,25 .00 00 A895'96
Gender: F_Non Emp: N| Amt; 4746.89 _ 149.07 = 20 Mi ﬁet éﬁ!

isc

peduct: Fed WH FICA State WH S.p.1. ERROR DRAW 183 .98

. .00 *

! 11934 .00 11.02 gg 20 183.98
MTD .00 11.22 .00 -00 183.98
Q7D 00 11, . . 4565.16
Yio 13,11 276.62 41.07 .00
—

[ R
Froecbel Realty Co Inc Id: D138 CURRENT CHECK LISTING 10/26/11 Ppage 1
Cherisse M Bozovic | Check# Regutar Overtime Vac Pay Sick Pay Other Gross
3746 S Clement Avenue ] 11960 Hrs: 11.25 .00 .00 .00 11.25
Mi" aukee Wl 53207 | 10726 Amt: 84.38 .00 .00 .00 4
zngd: 84.38

oA 436 396 66 00481 M T D Hrs: 37.25 .00 .00 .00 37.25

Born: 11/21/64 Dept: 51500] Amt: 279.38 .00 .00 .00 279.38
Hire: 1/16/11 Rate: ?.5000[ Q70D Hrs: 37.25 .00 .00 .00 37.25
Chgd: 2/15/11 Prev: 7.2500} Amt:  279.38 .00 .00 .00 279.38
Pension: N Defr Comp: M| Y TD Hrsz 643,25 13.25 .00 .00 658.50
Gender: £ Non Emp: - N]| Amt: 4831.27 149.07 .00 .00 4980 .34
Peduct: Fed WH FICA State WH S$.D.1. ERROR DRAW Misc Net Pay

11960 : .00 4.76 .00 .00 79.62

MTD -.00  15.78 .00 .00 263.60

QTP .00 15.78 .00 .00 263.60

YTD 13 11 281 38 41, 07 00 R Y L

JﬁfCK S\ p s we o Cominneation, OFLXCE

Satremenwt

\F(Kgﬂf\f,\ A
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i P Ml Etanemont Team

Wheaton Medical Equipment Team
PO Box 860012
Mlnneagohs MN 55486-6000

ADDRESS SERVICE REQUESTED
Date: 1/10/2012
Patient Name: CHERISSE M BOZOVIC
Account: 219987
Balance: $51.00

(é]liéeosiosostofvf2;2‘;;:3?507456746“-\’1IO‘M??BDSS? I!I!II!I!I!IIIIII!IIIIII!I!II!IIII!III!!!II!I!III“!IIIIIIII!I

3746 S Clement Ave Wheaton Medical Equipment Team

PO Bex 860012

Milwavkes Wi 53207-4067 Minneapolis MN 55486-6000

**% Please detach the upper portion and return with your payment ¥**

Statement
Serv.Date" Description Amount Payment  Balance
10/16/2011 CRUTCH UNDERARM (Purchasge) $51.00

Total Balance Due  $51.00

PAYMENT DUE BY: 15 days from statement date.

Call 414-258-2800, select Opticn 4 to be connected to the Billing Department option #4 or ask to speak to the
Billing Department.

Please retain this statement for tax purposes. This will be your eonly copy.



MAKE CHECKS PAYABLE TO: TEFAYING BY CREDIT CARD, FLLOUTBELOW

CHECK CARD i USJ' R PAYMENT

a m]
g CASCCYER MABTEFK;AHD VISA
Orthopedic Institute of Wisconsin CARD NUMBER SECURITY CODE
SIGNATURE X DATE

2901 Kinnickinnic River Parkway

Suita 102 STATEMENT DATE PAY THIS ARIOUNT ACCOUNT =
Milwaukes, W1 53215 o :
(414) 384-6700 01/09/12 T 279126
www.theortholnstitute.com
Business Address Payment Dus: 01/29/12 gﬂ%v{{égﬂé)UNT$
Retum Service Requested ) ' —
ORTHOPEDIC INSTITUTE OF WISCONSIN
R i A T B T, 2901 KINNICKINNIC RIVER PKWY STE 102
Cherisse Bozovic 1 5 MILWAUKEE W1 53215-3660
3746 S CLEMENT AVE j|s iyl oy U T QL ATl LU AL
ST S U AT T G R
MILWAUKEE, Wl 53207-4067 !
Plaase check box If above address is Incorract or Insurance information has changed, and PLEASE DETACH AND RETURN TOP PCRTION WITH YOUR PAYMENT
Indicate change(s) on reverse sids.
CHAHGES APPEAHING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT Page 1

' Paymentf B " Ppatient

Patient Description

= —

Adjustment Balance

- ! ; -
. H . | i ' J i
I P R | PR :
l10/21/11 fCherlsse 71 FX DISTAL FIBULAR/LATERAL MA - i 1197700 ! i - 548,00
10/21/11. iCherisse . | X - Ray: Ankle Ap /'Lat / O ! 175.00. | sl .-38700
10/27/11 ;Cherigge; - CREDIT SELP PAY PATTENT' o | - i -686:00 o
11/18/11 licCherisse . . | GLOBAL VISIT. . E ' _ - 50.00 ! R 250,00
11/18/11 | Cherisse—{'._‘ | X -~ Ray: Ankle Ap / Lat- / o ‘ 88,00 : --BBOG:
S e ; R CF - .
i { o e ! . 4
! L T i " 5 i
: = | | .
. .. L. - - . i i
: . MU ; ; .
i e o { ;
. 1 > “"T] . : Tl o . 1- o £ i
_“! 3 At AP L o P E P Q‘"l Enis i /iﬁ:\
a2 &_ﬂ;@ *@ COIC (MSNTHIe O
: R .
T. f f .
i ! g N b i
i : ' K !
- j B '—ﬁf - i
i § i
; i !
| 1 :
1 y B,
o IR . i
= o ; :
. ) : '
i ‘ :
. 1 '.i
ACCOUNT # STA'I_'EMENT DATE 01/09/12 PAY THIS AMOUNT 7324 .00
BILLING QUESTIONS: (414) 384-6700 | pAYMENT DUE BY: '
: L Jeffrey J. Butler, M.D. Thomas .T Perlewitz, M.D. . 01/29/12
Orthopedic Institute of Wisconsin James W. Stone, M.D.
Daniel W. Guehlstorf, M.D.
. Steven R. Trinkl, M.D. D
2901 ”n"'ds‘lmécﬁog’ﬂf Parkway William T, Pennington, M.D, Brian A, McCarty, M.D.
Mthaukae Wl 53215 Jamie O. EdWﬂ.ﬂiS, M.D. Bindu S. BB.FDIB]'L, MD.
414) 384-6700 Brian C. Law, M.D.
B eortholnstitute.com If you have c‘uastions regarding how your insurance company handled reimbursement for the services,
usiness Address pleass call your Insurance company directly. For other bllling inquirles, please call (414) 384-6700



Corporate Office Retail Locations

1444 S. 113th St, @ KNUEPPEL West Allis: 414.258.2800

West Allis, WI 53214 HEALTHCARE Racine: 262.321.0110
414.258.2800 or 800.942.6422 SEAVICES, INC. Mequon: 262.240,1700
www.knueppels.com
" pate Y  numBeER )
[ INVOICE j " 10/22/201 1 284068
BOZOVIC, CHERISSE Frivate
10 3746 5 CLEMENT AVE _ _ _ ,.
MILWALIKEE "W 83207 P E..BV'C.E DATE_'_ N 'S_E"F_IViCE_T_u}'F[E ™
10/22/2011
ITEM QTY FRICE DISCOUNT
BLEALA32005EE 1 WALKING BOOT NON-PNUEMATIC $175.00 30.00
Cash Amourt Tendersd: $200.00 Total Price: $175.00
Total Dise.: $0.00
Total Tax: $0.00
Arnount Paid: $175.00
Balance: F0.00

PLEASE READ BEFDRE SIGNING
o | certify that the equipment provided was done so with my consent and approval, is in satisfactory condition, Is appropriate for my current needs and can be used
safely and effectively in the settings of anticipated use. | have received warranty information and instructions regarding its proper operation, use and care.

® | understand that benefit quotes are based on information provided by my insurance and are not a guarantee of payment, that | will be personally responsible for
all charges not covered by my insurance, that | am required to promptly pay any balance owed on my account and if | default on payment, | will be responsibie
for paying all collection costs including, but not limited to, third-party collsction agency fees, attorney’s fees and court costs.

& Returns are accepted only within 14 days of purchase with the original recelpt, In the criglnal, unopened and undamaged packaging. Products are NOT
RETURNABLE If they are us;d, custom:made, for personal care or worn against tha body. All returns are subject to a 20% re-stocking fee.

VUl Pogrnn [©- 22 B0//

Person Ordering/Receiving Product Relationship to Clignt Date

<
O Minor }&Adult Prepared by: M Pl Delivered by:




e l"P

‘IP Wheaton Franciscan Healthcare

Correspondence

Wheaton Franciscan Healthcare
PO.Box 5985

Peoria, IL 61601-5995

UEAORTAUFIEAN 10 |IIII||IIII|I

FINAL NOTICE

SUMMARY STATEMENT
Account Summary Payment Information
Guarantor name: CHERISSE M BOZOVIC I I
Statement date: - 02/03/2012 Pay your bili onlinel
Total charges™: $1,054.00 Visit: www. mywheaton org/blllpayment
Insurance payments and adjustments: $0.00 Document Code P- TVDHT 43169—LDKFQM i‘-&- L
Patient payments and adjustments: $-474.30 Reference Account # 1.1.653444 T
: Due Dét"a L f - o 02/24/2012_-, . :
Amountyouowe: ¢ . - $679.70 Amount Due: $579.70

*This reflects alt charges to date.

Account Activity
Balance by Locatlon
St. Francis Hospltal: $579.70
Amount you owe for all services: $579.70

0-30 Days 31-60 Days 61-90 Days 21+ Days

$0.00 $0.00 $0.00 $579.70

The balance due should be pald within 21 days. This chart
shows you the time that has passed since the initial bllling for
each amount due,

Please detach bottom portion and retum with your payment.

‘q\WP Wheaton Correspondence

Franciscan Wheaton Franciscan Healthcare
qP H nl(’ih PO Box 5995
€altnCare pegia L 61601-5995

D Check hera If address or Insurance Information Is
Incomrect, and Indicate change{s) on reversa side.

AIMOL Y Al
Tl 1r‘\
§ CHERISSE M BOZOVIC
. 3746 S CLEMENT AVE  (3i1:h 11/ 1” SERRALY
£ BAY VIEW W 53207-406

PRI R
Hina i s AL

P=TYDHT-481E69~LDKFaQM

Tmportant Message

Please note your account has balances older than 90
days that are considered past due. To avold future
coflection actlvity, the balance needs to be pald
Immedlately. If you are unable to make full payment, you
need to contact our office to discuss payment options.

Onestions
Please contact:
Customer Service (B77) 304-6332

Hours: Monday through Thursday 8am - 8 pm
Friday 8am - 5pm

Online: www.mywheaton.org/contact_us
E-mall: wheatonbusinessoffice@wihc.org

Page 1

IF PAYING BY CREDIT CARD, FILL OUT EELOW

aorvousne ) (S 0 e [ visa O

WFH-77

CARD NUMBER i . : SIGNATURE CODE
- L1 00

PRINT CARCHOL.DER NAME

DOCUMENT CODE DUE DATE AMOUNT DUE :

02/24/2012 $579.70 :
P-TVDHT-483ES~-LDKFQN $ SHOW AMOUNT FAID HERE l

! "~ MAKE CHECKS PAYABLE AND SEND TO; it~ AL
WHEATON FRANCISCAN HEALTHCARE i
SDS 12-3088 '
PO BOX 86 .

MINNEAPOLIS MN 55486




LRI

AWM. Wheaton For questions, please contact:

Customer Service (877) 304-6332

[ »
qP II-:iranlct;fcan Hours: Monday through Thursday 8 am - 8 pm
o rlealthcare _ Friday 8 am -5 pm

E-mail: wheatonbuslnessoffice@wfhc.org
Guarantor Name: CHERISSE M BOZOVIC

Statement Date: 02/03/2012
Page: Page 3

Note: Charges appear as patient responslbility is determined; therefore, some charges may not appear on the statament.

Date Activity Description Amount  Due from Patient

Date of Service: 10M18/2011 . : Initial Charge $1,054.00
Patient Name: CHERISSE M BOZ 10/20/2011 ALLOW SELF PAY DISCOUNT $-474.30
Visit Type: OUTPATIENT _ ‘
Service Area: EMERGENCY MEDI -
Account Number- 1165 ‘ Due from Patient $579.70
Primary Insurance: SELF PAY
Secondary Insurance:
St. Francis Hospital services - Total due from patient: $579.70

For questions or itemized bill requests, call toll free at (877) 304-6332 or e-mail wheatonbusinessoffice@wfhc.org.
Financial assistance is available to those who qualify. For more information please call (877) 304-6332. You may pay
your bill online at www.mywheaton.org/billpayment. For information on scheduling an in-person billlng consultation, go
to www.mywheaton.org/billconsuli.

DNt AR (D4 1087 MMM Ankas oA
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FUZU0Y9964 b IAI tMENT We accept Master Card, Visa

EMERGENCY MEDICINE SPECIALISTS Discover, American Expreas.
9875 5 FRANKLIN DR Please see back of statement.
PO BOX 320930 _ 55014 -
IN WL 53132 5392A Please Include Securlty Code From Back Of Card
‘8006 j ~ CHECKCARD u&maonmmsw 0
RETURN SERVICE REQUESTED | & Pacreroaro Ra) B Discover RIS AMERICAN EXPRESS
CARD NUMBER EXP. DATE
CARDHOLDER NAME SECURITY CODE
SKINATURE AMOUNT
) REMIT TO: _ EMERGENCY MEDICINE SPECIALISTS
>0213k 407740 00X 092049% 9875 3 KLIN DR
T PO BOX 320930
CHERISSE M BOZOVIC s  FRANKLIN WI 53132-6151
3746 5 CLEMENT AVE <
MILWAUKEE WI 53207—4067 I I EIII"IIII"II"IIII I “IIIII" ! Illll"ll" "lll"llll
PLEASE BETURN THIS PORTION WITH PAYMENT
Office Phona Numbsar Stetemant Date You: Account Number Page No. ratient Balance SHOW AMOUNT
(414) B58-2200 11/06/11 F0209964 01 433.00 PAID HEHE $

,'7’5

cFranc:I.s Hospital *r E

BATIENT BALANCE
PAY THIS AMOUNT

JNQUIRIES b
EH%RGENCY%,MEP 1t

%5

SR ,:«‘fg‘.g‘g’slgl‘._ﬂ SR




PLEASE RETURN THIS STUB WITH YOUR PAYMENT

BELL AMBULANCE
264-BELL _ Cllent Name: BOZOVIC, CHERISSE M
(414-264-2355)

“IF IT DOESN'T SAY BELL ON THE SIDE,
YOU'VE JUST BEEN TAKEN FOR A RIDE!!/"®
549 E WILSON ST

Trip Number:

MILWAUKEE, W1, .
53207-1635 Service Date. 10/16/2011
#BUNDSFD
#2b 11 D28% D0RS O 0% Amount Due: $ 131’?8
CHERISSE LEBOEOV Billing Date: 11/03/2011
AfcBadkeEs 5 05 uour Billing Department: (414) 486-2000
Toll-Free Number: (800) 896-6200
Se Habla Espaﬁol: (414) 486-4016
T T T senviceDate Trip Number: 11-2890025
BELL AVBU CE Client gzrll:; BOZOVIC, CHERISSE M
2?&;9255!"' From Location: 1207 E SAVELAND AVE
“IF IT DOESN'T SAY BELL ON THE SIDE, To Location: <NO TRANSPORT>
YOU'VE JUST BEEN TAKEN FOR A RIDEI![™® . Insurance Information
~ Billing Department: (414) 486-2000 Bill Patient Patlent SSN
Toll-Free: (800) 896-6200
- B49 EWILSON ST -
MILWAUKEE, W1, 53207-1635 - o
DATE DESQRIPTIQN OF TRANSACTION . ' HCPC QUANTITY UNIT PRICE AMOUNT
10/16/11 BLS Emerg First Responsge - F A0429 1 $120.00 $120.00
10/16/M11 BLS Disposables A0382 1 $11.28 $11.28

L T R TR T L A AT T

BELL AMBULANCE |
264-BELL

(414—264-2355) .

vk

AR FicRe b mz..’;:m

“UIF IT DOESN'T SAY BLLL ON TEE GIDE,
YOU'VE JUST BEEN TAKMEASBRAY XERFANGUNT => $131.28

Rew - 10/20/200H IOC R IRAD S S0 A RnTann.



Fax: 414-359-5701

1912-7

BTHE s CLEHENT
HILMAUKEE Wi

OFFICE PHONE: 414-455-4794
Office Hours: 9:00AM-4:00PM MON-FRI

Patient Name: CHERISSE MELAINE BOQZOVIC
! : Account #: RSM11653444
SBED? lIElI:.? ‘ Amount Due: $103.00

'3 "';'Accordmg to out records your balance of $103.00 is delinquent and remains unpaid to our
-+ prachce; Please pay the amount in full immediately using the boitom portion of this letter or

: ‘call 414-455—47 94 to make payment arrangements.

To pay onlme go to: https://pay.instamed.com/MILWAUKEERAD

el {wolvement by RADIOLOGY SPECIALISTS OF MILWAUKEE, S.C..

" Please Understa;ld that failure to pay could adversely affect your credil rating.
- ﬁesf)dﬁd to this collection notice today.

. CC Collection Coordinator

IIIIIIIIII\III\HIIIIIIII\IIl\iﬂ\lllll\lilﬂliII\II\IIHIII

FINAL NOTICEI

If pavment is not received within 10 days your account may be placed. for collecuon withouty - %

[ S e BVt P

Please detach and return bottom portion with your payment in enclosed envelope

GUARANTOR NAME AND ADDRESS:

CHERISSE MELAINE BOZOVIC
3746 S CLEMENT AVE
MILWAUKEE W1 53207-4067

AMOUNT OF Payment Due
PAYMENT $ 12/25/11
SERVICES PROVIDED BY:
* Patient Name: CHERISSE MELAINE BOZOVIC RADIOLOGY SPECIALISTS OF MILWAUKEE, S.C.
Account #: RSM11653444 PO BOX 14307
Amount Due: $103.00 MILWAUKEE WI 53214-0307

OB 2wl LB 53LLLW 245k ik 20300 CHRESEND AL PAIMENTS AND. o

7-1912



Hllllllllll ML A 9P M e e

heaton Medical Equipment Team
PO Box 860012

anecéaoits MN 55486-6000

ADDRESS SERVICE REQUESTED
Date: 12/9/2011
Patient Name: CHERISSE M BOZOVIC
Account: 919987
Balance: $51 00

IIIIIIIII'II'II'IIISIIIIII[||II;I|III|III|II|II!||IIIII|IIIII!'II

ocofléeo:iioszDﬁoét;cgj?;cv‘“)é?dé'"vlDDzEzoD‘_s787 I [ [lII IllI||II|IIll"Ill"ll"IIIIIlIl”IIlIlIIIIlI Ill” I

‘ . Wheaton Medical Equipment Team
3746 S Clement Ave PO Box 860012
Milwaukee Wi 53207-4067 ox

Minneapolis MN 55486-6000

#4* Please detach the upper portion and return with your payment #+*

Statement
Serv.Date Description Amount Payment  Balance
10/16/2011 CRUTCH UNDERARM (Purchase) $51.00

Total Balance Due  §51.00

PAYMENT DUE BY: 157days from statement date.

Call 414-258-2800, select Option 4 to be connected to the Billing Department option #4 or ask to speak to the
Billing Department.

Please retain this statement for tax purposes. This will be your only copy.



) NOT SEND PAYMENTS OR CORRESPONDENCE T0O THIS ADDRESS
Radiolo%y Sg))ecialis:ts Of Milwaunkee, S.C.
259 Dept #88681

PO Box
QOaks, PA 1945

(NN RO RN ORI

Billing Questions: 414-455-4794

Fax: 414-358-5701

Office Hours: 9:00AM-4:00PM MON-FRI

T STATEMENT DATE St

MR PACTHISTAMOUN T [ S ACEOUNTING?

TN
oy

ey

11-15-11 i $103.00 RSM 11663444

To pay online go to: https:ﬂpay.instamed.comelLWAUKEER.ﬂGIDAHGES AND CREDITS MADE AFTER STATEMENT | SHOW AMOUNT
Crodit cards are accepted for payment

R T A T T TR U O R U || O LTH ST LU PR
CHERISSE MELAINE BOZOVIC

g E&% 374k S CLEMENT AVE
MILWAUKEE WI S53207-40L7

OB dw LiGS3LLEmL L LG L i i0100

"] Plaass chack box If ahave eddress Is Incorrect or Insurance
— Informatlon has changed, and Indleata changa(s) on reverss slda.

STATEMENT. NS

DATE WILL APPEAR ON NEXT STATEMENT. PAID HERE

M AKE CHECKS PAYABLE / REMIT TQ: mem—

Radiology Spcecialists Of Milwaukee, S.C.
PO BOX 14307
MILWAUKEE WI 53214-0307

EIIIIIII!EIIIllEIIIIlIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

Patient: CHERISSE MELAINE BOZOVIC

YOUR PAYMENT IN ENCLOSED ENVELCPE

FLEASE OETACH ANC SETURN TOP PORTION WITH

Patient; CHERISSE MELAINE BOZOVIC -

., - "Referring Physician SMUKOWSKI JOEL

Agcouint No: RSM11653444

__Services Were Provided at: WFH ST FRANCIS

e sescnpranorsmoes | owmoss | Ty | e JoRmEn
‘ o ‘ - 58.00 | S
1'45.00 |1
Se habla espanol 866-729-7008 ,
Current 31-60 Days | 61-90 Days | Over 90 Days PAYMENT DUE: PATIENT
$103.00 $0.00 $6.00 | $0.00 . 12911 | BALANCE DUE' : $103.00

A0 0 G 0 0

STATEMENT

RADIOLOGY SPECIALISTS OF MILWAUKEE, §8.C.
PO BOX 14307

MILWAUKEE WI 532140307

4144554794

Tax ID: 391984839

SEE REVERSE SIDE FOR IMPORTANT BILLING INFORMATION




3L ,
‘IE Wheqton Franciscan Healthcare

‘Correspondence
Wheaton Franciscan Heailthcare
PQ.Box 5885
Peoria, IL 61601-5995

SUMMARY STATEMENT

U ERRRET E

I
AN
S
3
3
§
S

Payment Information

Guarantor name: CHERISSE M BOZOVIC
Statement date: 11/07/2011
Total charges™: $1,054.00
Insurance payments and adjustments: " $0.00
Patient payments and adjustments: $-474.30

“#This reflects all charges to date.

Account Activity
Balance by Locatlon-
St. Francis Hospitai: $679.70
Amount you owe for all services: $579.70
0-30 Days 31-60 Days 61-90 Days 91+ Days
$579.70 $0.00 $0.00 $0.00

The baiance due should be pald within 21 days. This chart
shows you the time that has passed since the inittal blliing for
each amount due.

e

Please detach bottom portion and retum with your payment,

\"h Wheaton  Comespondence
qP Franciscan Vheaton Franciscan Healthcare

PO Box 5995
Healthcare pegria it 51601-5005

Chaﬁk' hers If addrass or Insuranca Information Is
Incormect, and Indicats change(s) on revarsa sida,

g CHERISSE M BOZOVIC
: 3746 S CLEMENT AVE
E BAY VIEW WI 53207-4067

Online blll pay Is now avallablel
Vlslt. www. mywheaton org/ blllpayment

Important Message

Ali payments arg posted to the oldest vislt first unless specified

on the back of the tear off portlon of this statement. if you prefer,
payments can be made online at www.mywheaton.org/bitipayment or
by caillng Customer Service toli free at (877) 304-6332. If you are
paying less than the full amount due, you need to contact aur offlce
to discuss payment options.

For informatlon on schedullng an in-person bllling consurtatlon, g0 to H
www.mywheaton.org/billconsult.

Onestions
Please contact:

Customer Service (877) 304-6332

Hours; Monday through Thursday 8 am - 8 pm
Friday 8am - 5pm

Online: www.mywheaton.org/contact_us
E-mali: wheatonbusinessoffice@wthe.org

———r e

--IF-PAYING BY CREDIT €ARD, FILL OUT BELOW.

s o[ g ofvs) o
CARD NUMBER SIGNATURE CODE
s E?"D”i“j A
PRINT CARDHOI.DER NAME‘
DOCUNIENT CODE " DUE DATE AMOUNT DUE -
P-BNDNJ-7Uk2h-KCXRPL 120172011 557&,70

$ SHOW AMOUNT PAID HERE
SRR

m MAKE CHECKS PAYABLE AND SEND TO: RNy
WHEATON FRANCISCAN HEALTHCARE
SDS 12-3088
PO BOX 86
MINNEAPOLIS MN 55486

--- Paga 1 : e S e - . R .

WFH-177

BPD112 « 00703820-001765-01/02-0-0



AL e

AW, Wheaton _ _ For questions, please contact:

. Customer Service (877) 304-8332
qp Frqn(:lscan Hours: Monday through Thursday 8 am - 8 pm
() _Healthcare _ Friday 8 am- 5 pm

E-mail: wheatonbusinessoffice@wfhc.org

Guarantor Name: CHERISSE M BOZOVIC
Statement Date: 11/0772011
Page: Pags 3

Note: Charges‘ appear as patient responsibility is determined; therefore, some charges may not appear on the statement.

oty

unt

Date Activity Description Dus from Patient

Patlent Name: CHERISSE M BOZ 10/20/2011 ALLOW SELF PAY DISCOUNT $-474.30
Visit Type: CUTPATIENT
Servics Area: EMERGENCY MEDI . , .
Account Number: 11653444 Due from Patlent $679.70
Primary Insurance: SELF PAY
Secondary Insurance:
St. Francis Hospltal services Total due from patient: $579.70

For questions or itemized blll requests, call toll free at (877) 304-6332 or e-mail wheatonbusinessoffice@wfhc.org.
Financial asslstance is avallable to those who qualify. For more information please call (877) 304-6332. You may pay
your bill online at www.mywheaton.org/billpayment. For Information on schedullng an in-person billing consultation, go
to www.mywheaton.org/billconsult. ‘

BPD112 - D0703820-001766-02/02-0-0



MAKE CHECKS PAYABLE Tt

Orthopedic ét% Wisconsin

2901 Kinnlckinnlc River Parkway
Suite 102
Mliwaukee, WI 53215
{414) 384-6700
www.theortholnstitute.com
Business Address

Return Servica quuested

ADDRESSEE:

QL 1 R E T | E T ER T TR B RS TR
Cherisse Bozovic 1 2
3746 S CLEMENT AVE

MILWAUKEE, Wl 53207-4067

[C1 Pleass check box If above addrass Is Incorrect or Insurance Information has chenged, and
indicate change(e} on reverse side.

CHARGES APPEARING ON THIS STATEMENT ARE NOT INCLUDED ON ANY HOSPITAL BILL OR STATEMENT

Description

FX DISTAL FiB

10/2T /T84y Ccheris ¥ - Ray: Ankl
10/2 i 1e¥IEs PAYMENT BY CRE]
1 Finy Cheriss PAYMENT BY CREDI

PAY] L
CHECK CARD USING FOR PAYMENT

o a] a]

DISCOYER MASTEMCARD Yi8A
CARD NUMBER SEGURITY CODE
SIGNATURE EXF. GATE

STATEMENT DATE ACCOUNT #
12/12M11 279126

SHOW AMOU g

Payment Due:

PAID HERE
REMITTO:

ORTHOPEDIC INSTITUTE OF WISCONSIN'
2901 KINNICKINNIC RIVER PKWY STE 102
MILWAUKEE WI 53215-3660

PLEASE DETACH AND RETURN TOP PORTHON WITH YOUR PAYMENT

Payment/
Adjustment

Patient
Balance

Steven R. Trinkl, M.D.

2901 Kinnlckinnlc Aiver Parkway William T, Pennington, M. Brian A. McCarty, M.,
Miiwaukes, Wi 53215 Jamie O. Edwards, M.D. Bindu S. Bamrah, M.D. ‘ '
1S‘_’:M) 384-6700 Brian C. Law, M.D.
www.theortholnstitute.com

BILLING QUESTIONS: (414) 384-6700

PAYMENT DUE BY:

Jeffrey 1. Butler, M.D. Thomas J. Perlewitz, M.D. 01/01/12
James W. Stone, M.D. Ere B. Pifel, MLD,
Daniel W. Guehlstorf, M.D. Joshua M., Neubaner, MLD.

Christopher J. Evanich, M.D.

Business Address It you have questlons regarding how your Insurance companY handled relmbursemant for the services,

please call your Insurance company directly. For other bliling Inquliries, please call (414) 384-6700



