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I n t r o d u c e d :  1 / 1 9 / 7 6

R e f e r r e d :  F i n a n c e

BY THE RULES COMM I T T E E  BY 
IN THE SENATE R E Q U E S T  OF THE GOVE R N O R

SENATE BILL NO. 530

IN THE LEGISLATURE OF T HE ST A T E  OF ALASKA

NINTH L EGISLATURE - S E COND SESSION

A BILL

For an Act entitled: "An Act m a k i n g  a special a p p r o p r i a t i o n  to the

Department of Health a n d  Social Services and the 

Department of Commerce and Economic D e v e l opment for 

vendor claims; and p r o v i d i n g  for an effective date." 

3E IT ENACTED BY THE L E G I S LATURE OF THE STATE OF ALASKA:

# Section 1. The sum of 4>5»669.32 is a p p r o p r i a t e d  from the general fund 

to the Department of H e a l t h  and Social Services and the Department of 

C ommerce and Economic D e v e l o p m e n t } for the purpose of p aying m i s c e l l a n e o u s  

vendor claims, to be allocated as follows:

Department of Health and Social Services $ 5,638.2^
Department of Commerce and Economic D evelopment 31.08

$5,669.32

* Sec. 2. This Act takes effect Immediately in acc o r d a n c e  with AS 01.- 

1 0 . 0 7 0 ( c ) .
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P O U C H  C -  JUNEAU 9 S B I1

JAYS. HAMMOND, GOVERNOR

March 22, 1976

Honorable Hugh Malone 
Chairman, House Finance Committee 
Alaska State Legislature 
State Capitol - Pouch V 
Juneau, Alaska 99811

Dear Representative Malone:

We are requesting an amendment to the "miscellaneous claims" supplemental 
appropriation b i l l ,  SB 530, which is currently in the House Finance Committee.

This change adds one additional stale dated warrant to the list provided in my 
letter of February 18 in the amount of $50. A revised list is attached.

The title of the b ill should be changed to read "An act making a special appro­
priation for the payment of miscellaneous claims; and provid ing for an effective 
date ."

The revised amounts requested are as follows:

Department of Health & Social Services $6,422.06 
Department of Commerce and Economic

Development 
Department of Revenue 
Total

31.08
732.61

$7,185.75

Andrew S. Warwick 
Chairman
Budget Review Committee

ASW/MO/co



M E M O R A N D U M S t a t e  o f  A l a s k a

TO:
Ronald Lind, Deputy Director 

Division of Budget & Management 

Department of Administration

DATE:
March 10, 1976

FILE NO:

T E LEPH O N E  NO :

FROM :
Richard E. Alexander 

State Investment Officer

S U B JE C T :
Request for Payment of Stale Date 
Warrants - Revised Listing

Department of Revenue

The following is a list of "Stale Dated" warrants for which the payees 

have contacted the Treasury Division requesting payment. Each payee was 

required to forward either the original warrant or a xerox copy of the 

original warrant as evidence that the item had not been paid. In checking 

our records of redeemed warrants the items listed below are legitimate 

claims and have not been paid because of stale date.

Mr. J. Glen Cassity 

Mr. M. H. Shelton 

Richard K. Armstrong 

Lorin T. Oldroyd 

V. E. Baker

Eagle River Plumbing & Heating
Jeff C. Jeffers

Clifford W. Berry

Mrs. Ruth N. JOrgensen

Mrs. Ruth N. Jorgensen

Mrs. Ruth N. Jorgensen

Mrs. Ruth N. Jorgensen

First Virginia Bank

Mrs. Ruth N. Jorgensen

Paula Terrel

M. T. Reynolds

$ 64.93

19.74

69.49 

152.25

22.50 

24.48

78.50 

59.11 

' 3.00

33.75

33.75

1.50 

49.41

2.50 

67.70 

50.00

T o t a l $ 7 3 2 , 6 1



JAY S. HAMMOND, Covernor

D E P A R T M E N T  O F  A D M I N I S T R A T I O N

DIVISION OF BUDGET & MANAGEMENT j POUCH f —  JUNEAU 99801

/

February 18, 1976

Honorable Hugh Malone 

Chairman, House Finance Committee 

Alaska State Legislature 

State Capitol - Pouch V 

Juneau, Alaska 99811

Dear Representative Malone:

We are requesting an amendment to the "miscellaneous claims" supple­

mental appropriation bill,(SB 530j..-which is currently in the House 

Finance Committee. Two add'ltrtohal items need to be covered in this 

bill:

1) Stale date warrants

2) Health and Social Services 

miscellaneous prior year's bills

$682.61

$783.82

We are requesting an additional appropriation of $1,466.43 general funds. 

Your consideration of this amendment is appreciated.

Vv tCerft Dawson 

Director

VKD/JC/lw
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M E M O R A N D U M
R E C E I V E !

S t a t e  o f  A l a s k a  JAiJ 2 7 w/s
BViHikl &  i m m E M

TO:
R o n a l d  L i n d ,  D e p u t y  D i r e c t o r  
D i v i s i o n  o f  B u d g e t  & M a n a g e m e n t  

D e p a r t m e n t  o f  A d m i n i s t r a t i o n

n  A  _

F p o ^ J o h n  M. D a u g h e r t y ,  D i r e c t o r  
' T r e a s u r y  D i v i s i o n

DATE:
J a n u a r y  27, 1 9 7 6

F ILE NO:

T E L E PH O N E  NO:

S U B JE C T :

D e p a r t m e n t  o f  R e v e n u e

R e q u e s t  f o r  P a y m e n t  o f  
S t a l e  D a t e  W a r r a n t s  - 
R e v i s e d  L i s t i n g

T h e  f o l l o w i n g  is a  l i s t  o f  " S t a l e  D a t e d "  w a r r a n t s  f o r  w h i c h  
t h e  p a y e e s  h a v e  c o n t a c t e d  t h e  T r e a s u r y  D i v i s i o n  r e q u e s t i n g  p a y m e n t .  

E a c h  p a y e e  w a s  r e q u i r e d  t o  f o r w a r d  e i t h e r  t h e  o r i g i n a l  w a r r a n t  o r  
a x e r o x  c o p y  o f  t h e  o r i g i n a l  w a r r a n t  as e v i d e n c e  t h a t  t h e  i t e m  h a d  
n o t  b e e n  p a i d .  I n  c h e c k i n g  o u r  r e c o r d s  o f  r e d e e m e d  w a r r a n t s  t h e  

i t e m s  l i s t e d  b e l o w  a r e  l e g i t i m a t e  c l a i m s  a n d  h a v e  n o t  b e e n  p a i d  

b e c a u s e  o f  s t a l e  d a t e .

M r .  J. G l e n  C a s s i t y $ 6 4 . 9 3

J. H. S h e l t o n 1 9 . 7 4

R i c h a r d  K. A r m s t r o n g 6 9 . 4 9

L o r i n  T. O l d r o y d 1 5 2 . 2 5

V. E. B a k e r 2 2 . 5 0

E a g l e  R i v e r  P l u m b i n g  & H e a t i n g 2 4 . 4 8

J e f f  C. J e f f e r s 7 8 . 5 0

C l i f f o r d  W. B e r r y 5 9 . 1 1

M r s .  R u t h  N. J o r g e n s e n 3 . 0 0

M r s .  R u t h  N. J o r g e n s e n 3 3 . 7 5

M r s .  R u t h  N. J o r g e n s e n 3 3 . 7 5

M r s .  R u t h  N. J o r g e n s e n 1 . 5 0

F i r s t  V i r g i n i a  B a n k 4 9 . 4 1

M r s .  R u t h  N. J o r g e n s e n 2 . 5 0

P a u l a  T e r r e l 6 7 . 7 0

T o t a l $ 6 8 2 . 6 1



y '  W-CoioSTATE of ALASKA
TO: p

Ron Lind, Deputy Director 

Divi s i o n  of Budget & Management 

Dept, of Administration

FROM: Eugene A.

Acting Deputy Director 

D ivi s i o n  of Administrative Services 

Dept, of H e alth & Social Services

F J E C E f V E D

FEB 41976

BUDGfiL &  M A N A GEMFtffi

date j February 3, 1976

subject: Addition to P r i o r  Year's

Claims Bill

Please add $783.82 to the supplemental appropriation request to cover 

miscellaneous prior year's bills as detailed on the attached list. 

$592,37 of the total is in the Medicaid B RU and the remaining $191.45 

in the Crippled Children component of the Child and Family H e a l t h  BRU.

- ± S o %  J J )  ?

* M
Attachment



LEGISLATIVE BILLINGS FOR YEAR 1 9 7 5 - 7 6 -  SUPPLEMENTAL

SUBMITTED 1/20/76

D I V I S I O N

P U B L I C  A S S I S T A N C E

• Kent M e d i c o  1 Ctr.

•.. A n c h o r a g e  C o m  Iiosp,

.’/. A l a s k a  C l i n i c  

; A l a s k a  C l i n i c

/ A l a s k a  C l i n i c

A l a s k a  C l i n i c

■"..Alaska C l i n i c  
•: A l a s k a  C l i n i c

S u b - T o t a l  

P U B L I C  H E A L T H  •
• A l a s k a  O r t h o p e d i c s  
Al.aska O r t h o p e d i c s

' G r a n d  T o t a l

I N V O I C E

1 2 7 3 9 5111596

SVC. D A T E A M O U N T D A T E  RCVD. C O D E D E L A Y  R E A S O N

1 2 / 2 9 / 7 2 - 2 / 1 3 / 7 3  2 7 3 . 6 0 0 6 / 1 8 / 7 5

5 5 5 0 7 2 0 7 / 0 1 / 7 3 1 1 4 . 6 4 1 2 / 1 5 / 7 5 0 6 - 3 3 - 6 - 1 2 0 - 3 8 0

5 8 8 2 7 } 1 0 / 1 6 / 7 3 - 1 1 / 3 0 / 7 3 7 9.10 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
5 5 720

* 5 7 6 8 9 , 0 1 / 1 0 / 7 4 - 0 1 / 2 6 / 7 4 31.41 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
57687,
57688

185788, 
60004. 

.185790 , 
185791,

0 7 / 1 9 / 7 3 - 0 8 / 2 3 / 7 3 34. 78 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

1 8 5 7 8 9
185792,
185787,
185786,
1 8 5 7 8 5

0 7 / 1 9 / 7 3 - 0 8 / 1 5 / 7 3 4 2 . 1 3 0 1 / 1 2 / 7 6

i

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

6 0 0 0 5 0 7 / 1 9 / 7 3 7.26 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
*57689,
5 8 826

1 0 / 1 1 / 7 5 - 1 1 / 1 8 / 7 3 9.45 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  O u t  o f  S t a t e
s t a l e - d a t e d  wt. 
s t i l l  o u t s t a n d i n g  
R e v e n u e  a p p r o v a l  
pay.

o f  p a t i e n t  e l i g­
ibil i t y .

59 2 . 3 7

1 1 / 0 1 / 7 3
0 7 / 2 4 / 7 5

39.6 5 
1 5 1 . 8 0

0 7 / 0 1 / 7 5
0 7 / 0 1 / 7 5

0 6 - 3 1 - 1 - 6 8 7 - 4 7 0  I n v o i c e s  Lost. 
0 6 - 3 1 - 1 - 6 8 7 - 4 7 0

1 9 1 . 4 5

T S T T 8 T

*2 m o n t h s  o f  this i n v o i c e  c o v e r e d  b y  d i f f e r e n t  e x p l a n a t i o n  o f  b e n e f i t s  by M e d i c a r e .
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r

FROM:

Ron Lind, Deputy Director 

Division of Budget & Management 

Dept, of Administration

Eugene A. tSnfL*t?fCB’rV j  
Acting D eputy Director 

Division of Administrative Services 

Dept.' of H ealth & Social Services

DATE

SUBJECT:

F e b r u a r y  3, 1 9 7 6

Addi t i o n  to Prior Y e a r’ 

Claims Bill

P lease add $783.82 to the supplemental appropriation request to cover 

miscellaneous prior y e a r’s bills as detailed on the attached list. 

$592.37 of the total is in the Medicaid B RU and the remaining $191.45 

in the Crippled Children component of the Child and Family H e a l t h  BRU.

A t t a c h m e n t



LEGISLATIVE BILLINGS I-OB YEAR 1975-76 - SUPPLEMENTAL

SUliM I TTI;D 1/2U/76

D I V I S I O N

P U B L I C  A S S I S T A N C E

Kent M e d i c a l  Ctr.

A l a s k a  C l i n i c  

A l a s k a  C l i n i c

A l a s k a  Cl ini c

A l a s k a  C l i n i c

A l a s k a  C l i n i c  
A l a s k a  C l i n i c

S u b - T o t a  L

P U B L IC M L A L T H
7TI as F a  O r t T i o p e d  i cs 
A 1 a s k a  Oi l h o p e d  i-es

Cirand Total

I N V O I C E  II SVC. DA T E A M O U N T

A n c h o r a g e  C o m  Iiosp. 5 550 7 2

1 8 5 7 8 7

185786, 
.185 785
6000:

* 5 7 6 8 0  

5 8 8 2 6

1 2/395 
I 1 I 596

1 2 / 2 9 / 7 2 - 2 / 1 3 / 7 3  2 7 3 . 6 0

0 7 / 0 1 / 7 3 1 1 4 . 6 4

58827, 1 0 / 1 6 / 7 3 - 1 1 / 3 0 / 7 3  7 9.10
5 5720

*5 76 89-, 0 1 / 1 0 / 7 4  - 0 1 / 2 6 / 7 4  31.41
57687,
5 7688

185788, 0 7 / 1 9 / 7 3 - 0 8 / 2 3 / 7 3  3 4 . 7 8
60004.

185790,
1 8579 L ,
1 8 5 7 8 9

185792, 0 7 / 1 9 / 7 3 - 0 8 / 1 5 / 7 3  4 2 . 1 3

0 7 / 1 9 / 7 3  
1 0 / 1 1 / 7 5 - 1 1 / 1 0 / 7 3

7.26
9. 4 5

5 9 2 . 3 7

i 1/01/73 
07/24/73

3 9 . 6 5  

L_51_. 80
'19.1 .4  5

T 8 T 7 S 7

D A T E  RCVD. C O D E D E L A Y  REASON

0 6 / 1 8 / 7 5

1 2 / 1 5 / 7 5

0 1 / 1 2 / 7 6

0 1 / 1 2 / 7 6

0 1 / 1 2 / 7 6

01/3 2/76 
0 1 / 1 2 / 7 6

0 7 / 0 1 / 7 5
0 7 / 0 1 / 7 5

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  O u t  of S t a t e
s t a l e - d a t e d  v.t. 
s till outsta n d i n g  
R e v e n u e  ap p r o v a l  
pay.

0 6 - 5 3 - 6 - 1 2 0 - 3 8 0  P r o v i d e r  u n a w a r e
o f  p a t i e n t  elig- 
i b i 1 L t >'.

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  As a b o v e  - Medic;

0 0 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 5 3 - 6 - 1 5 0 - 3 8 0

0 1 / 1 2 / 7 6  0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
0 6 - 3 5 - 6 - 1 5 0 - 3 8 0

11 

If

0 6 - 3 1 - 1 - 6 8 7 - 4  70 Invoice.-' L.o-:i 
0 6 - 3 1 - 1 - 6 8 7 - 4 7 0

*2 m o n t h s  of this I n v o i c e  c o v e r e d  by d i. fforent e x p l a n a t i o n  o f  b e n e f i t s  by M e d i c a r e .
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C E N T R A L  O F F I C E
I

pt-TToitmrgtv i noirib, auscirr

0 6

STATE OFJ\L A S K A  

D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  SERVICES

H E A L T H  C A R E  FACILITY I N V O I C E

50029

N O .  5 5 5 0 7 2

20| PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Anchorage Community Hospital
NAME OF PATIENT 

Susan Harris

RACE 825 L Street 
Anchorage, Alaska 99501

DATE OF BIRTH SEX:
3 / 26 / 53 M n  F rt l

ELIG. CODE-S o  P PROVIDER ID NO. 

ACH 889

CATEGORY

02
CASE NUMBER / l ,  <?,/<-/ b D ' / S - G / RESOURCE PAYEE ID NO. Hi ditferen1 Ftcm cbcvc'

ATTENDING PHYSICIAN ID NO.

HAVE AH OTHER PAYMENT SOURCES EEEN EXHAUSTEDf C S  YES CZ) NO Dr. Roberts
COMMENTS: SERVICE PRE-AUTHORIZATION NO if cppliccb'e

DATE OF ADMISSION

7 . / J H _ /—IX REF. CODE 

01

SVC UNIT

05
PRIMARY DIAGNOSIS
Extension f le x io n  in ju ry  to nec A

CODE

BILLING PERIOD
7 / 01 /  73 7 / 01 / 73

TOT. DAYS 

0
SECONDARY DIAGNOSIS
Contusion to hand

CODE

7 > '

DATE OF DISCHARGE
7 / 01/ 73

DIS. CODE 

01
PRIMARY PROCEDURE FERFORMED 
Non surg ica l emergency care

CODE

CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE

22 S T A T E M E N T  O F  SERVICES R E N D E R E D P R O V I D E R  CERTIFICATION

BLOOD PINTS FKSTS NOT C*-.a-GF.
C oHM SH fD  HECL*CED <'6T-LACFO Pt-K f

AC'C.OV.V'OPA-iC*"
1 BED

2 BEDS

3 OR MORE BEDS

INTENSIVE CARE

SELF CARE
NURSERY
OPERATING ROOM

PA-i S PA'

Imer. Room

10

i i

12

13
k-—*■

ANESTHESIA

OUTPATIENT SERVICES
BLOOD ADMINISTRATION

PHARMACY
RADIOLOGY

Ui LABORATORY
MEDICAL & SURGICAL J'PPLIES

1 c ! PHYSICAL THERAPY
OCCUPATIONAL therapy

SPEECH THERAPYif!_____________________

7c]•NHALATION THERAPY
’I OTHERiSPfCirYi

CHARGE

15.90

128.10

13.04

THIS IS TO CE?T(fv ,HAI THE fORFGOING '5 TRvE AND COM­
PLETE AND IS IN COMPL'ANCf WITH TITlE V: OF THE C'V" : AC* CF "?£•<:
which PPECLUDES FXC'.UE'CN or Oi'CPIMiNAT C‘. CS O-'G.NCS CF 
RACE COLOR OF NASCVAl OPIGIN t CNDERS'ANG '-a' fa * VENT AND 
SATISFACTION cr This CLAIM WILL BE TFc m FcCEFA: AND S'A'F FUSC5 
AND THAT ANY FALSE CLAIMS STATEMENTS CF DCCCViVS C» CON- 
CcALMENT CF A MATiFIAl FACT MAY KE FPOSECJ’tC w*C-E: APPLICABLE 
FEDERAL OR STATE LAWS,
'OTHE 5EST OF MY KNOWLEDGE NC^Omcr RFSCi-RCE i' 1*E

providers Signature

DATE__
REM.ARKS-

C -  / J
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USE
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PROVIDER INFORA',ATION
COUPON OR AUTHORIZATION NUMBER NAME OT PROVIDER

NAME OF PATIENT RACE
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■ DATE OF BIRD}/ 2—. SEX |--- ,/si-s/-os' M Fl Z l

ELIG. CODE

^ 2 0 /P
PROVIDER I.D. NO. CATEGORY
U jS/S /d  S ' Ojz>

CASE NO.

V / ^ 3 /  O / .
RESOJRCE___cV PAYEE I.D. NO. (IF DIFFERENT 'ROM ABOVE)

/9  <C O ' S T D /

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CCDE IOPT.I

LIST PRIMARY DIAGNOSIS FIRST

• »

PRIMARY

J?srO

SECONDARY

hAVE ALL OTHER PAYMENT SOURCES EEEN EXHAUSTED? YES Kf NO LJ SERVICE PRE-AUTHORIZATION REFERRING OR 
CONSULTING 

PHYSICIANCOMMENTS: NUMBER (IF APPLICABLE)

n S E R V I C E S  R E N D E R E DDATE OF SERVICE PIACE OF . SERVICE DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

H??7T t f i HsP. Co/np. 9022£> 73. T 'C s T ) i

I/7S93 IH HcsP 7 / 0 /T 9oP^0 /2 . JT/T y
1

//7C)'?3 JH 2. H  V (2) 9 2 ,/TS foTZ/CL z c r. /o k y p  yro f

//Tn'73 / H
•(

V J-/L/  ZD /2. 577 S/77. fsTJ/P 27C7* /o !V
• KACt OI S!W,CE 

CO 0000*1 o**-ci 
v. isy*»v:4s' ui 
H T|«

■ i" i»«***i«s-r 0. OTn| C IC< A* :*T w*» ►>{
1C* CA*! •*

12 COORDINATION OF OTHER BENEFITS

• I. 
/

TOTAL
CHARGE a23 7. 7s - /S C S oMEDICARE PAID OTHER 'NS. TOTAL

7/■■< LESS
■yy y e 7 6 -7 7

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

- //? .  /o ' UNPAID
BALANCE y j j .  3 s 7 7 -0

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRL'S. ACCURATE AND COMPLETE. 
AND IS IN COV.FliANCE V.'lTri TITLE VI Or THE CIVIL RIGHTS ACT Or 19£4 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND Or SACf COLOR. 
OR NATIONAL OR GiN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM Will EE FROM FEDERAL AND STATE FUNDS. AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT. MAY EE PROSECUTED UNDER APFUCA'FLE FEDERAL OR STATE LAWS." TO 
THE BEST Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIC-NATUREe. J . . M i W p a t r .

REMARKS.

/
s / .

Rl SUBMIT I Al 
INDICATOR

/AL DIC Al 
REVIEW
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StRVICtS ; j tRE . ^PRDvlDLu BY
.. fROI.I

MO. I DAY
TO

MO. I DAY IYR.
CHARGfSSoiiMIIICO c i i t n c t s

ALLOYTtO
HIA50N CHARGE NOT AllOWCO MEDICARE DOLS NOT PAY fOP: nrvtss

ARCHER
ARCHER
ARCHER
ARCHER

Or i 2 3

1— ;— r

0 7  * 1 9  13
0 8  ! 0 6  i 3  

0 3  11 5  i 3  
0 8  12 3  !3

i
i

3 0 -  7 5 '  
1 4 7 - 6 0  

3 0 - 7 5  
. 1 6 - 4 0

3 0 - 0 0  
1 0 0 . 2 0  

3 0 . GO 
1 3 . 7 0

MORE THAN THE ALLOWABLE AMOUNT
MORE THAN THE ALLOWABLE AMOUNT
MORE THAN THE ALLOWABLE AMOUNT

MORE THAN THE ALLOWABLE AMOUNT

1 A 
3  A 

1 A 
1 A

///»'

T o t a l s 2 2 5 - 5 0  1 7 3 . 9 0 3 1 , 0 0

I n p a t i e n t  R a d i o l o g y  a n d  P a t h o l o g y  P h y s i c i a n s  C h a r g e s  
N o t  S u b j e c t  T o  A  D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e  .  
. M e d i c a r e  P a y s  1 0 3 % )  K

MEDICAREPAID

o t a l  A l l o w e d  C h a r g e s  S u b j e c t  T o  T h e  §50 .  
D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e . ► 1 7 3 - 9 0

T h i s  i s  a  s t a t e m e n t  o f  t h e  a c t i o n  t a k e n  o n  y o u r  
M e d i c a r e  C l a i m .  B e  s u r e  t o  r e a d  t h e  im p o r t a n t  
i n f o r m a t i o n  o n  t h e  b a c k  o f  t h e  n o t i c e .  ’

0 0 0 0  0 0 0 0

T h i s  A m o u n t  W e n t  T o w a r d  T h e  $50  D e d u c t i b l e . > . 0 0 You have rr.et $ 6 0 « 0 0  of the deductible for ]_97"

A l l o w e d  C h a r g e s  O v e r  T h e  D e d u c t i b l e .  
( M e d i c a r e  P a y s  805'=) 1 7 3 - 9 0 1 3 9 . 1 2

Dale CCT 1 2 ,  1 9 7 3 T o t a l  M e d i c a r e  P a y m e n t 1 3 9 . 1 2

I M P O R T A N T  

W h e n  W r i t i n g  

P l e a s e  

R e f e r  T o  B o t h

HI 5 7 4 - 0 1 - 9 9 2 9 A

c0  #  3 2 8 3 - 8 0 1 1 5  3 2 £

AETNA L I F E  £  CASUALTY 
CRCWN PLAZA BU IL D IN G  

1 5 0 0  S - W .  F I R S T  AVENUE 
PORTLAND, OREGON 9 7 2 0 1  
TELEPHONE NO. 2 2 2 - 6 8 3 1

R e m a r k s :
THE PART B MEDICARE INSURANCE PLAN 
D E D U C T IB L E  HAS BEEN IN C REA SED  FROM 

$ 5 0  TO $ 6 0  FOR ALL S E R V I C E S  PERFQRM-
1 9 7 2 .ED A FTER  DECEMBER 3 1 ,

B e n e f i c i a r y

o r

R e p r e s e n t a t i v e DORA P LARSON 

6 0 0  FAIRBANKS 
ANCHORAGE AK

/ c 9
ST

T o

(MR-60392) T H I S  I S  N O T  A  B I L L  —  K E E P  T H I S  C O P Y  F O R  Y O U R  R E C O R D S



B e n e f i c i a r y

o r

R e p r e s e n t a t i v e
D O R A  P  L A R S O N  

6 0 0  F A I R B A N K S  S T  

A N C H O R A G E  A K  •

T H I S  I S  N O T A  B I L L  — K E E P  T H I S  C O P Y  F O R  Y O U R  R E C O R D S(MR-6S392)

s r n v i c t v w t a t  
PROVIDID or MO. I DAY

CHARGIS
s u b M im o

CHARGES
Utu/.iu

RfASOM CHARGE NOT AllOWfO 
3  MtDICARE DOES hGT PAY FDR:

SCI
i .rvc?

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

07 S'25

i 1-

0 7  j l * 9  i 3  

0 7  | 2 0  i 3

0 7  ! 2 2  S3 

O B  1 0 4  i3

0 8  l 0 2  S3 

0 8  S l 5  S3
08  ! l S  S3

7 0 .  C O  

2 4 . 6 0  

1 2 . 3  0  

1 7 2 . 2 0  

3 6 - 9 0  

1 2 . 3 0  

4 . 5  0

3 5 . 5 0

1 6 . 9 5  

9 . 6 0

1 1 3 . 6 5

1 6 . 9 5  

1 0 . 0 0

3 . 0 0

M O R E

M O R E

M G R E

.M O R E

M O R E

M O R E

M O R E

T H A N

T H A N

T H A N

T H A N

T H A N

T H A N

T H A N

T H E

T H E

T H E

T H E

T H E

T H E

T H E

A l l o w a b l e

A L L O W A B L E

A L L C W A B L E

A L L O W A B L E

A L L O W A B L E

A L L C W A B L E

A L L C W A B L E

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

3 3 2 . 8 0 , 2 1 0 . 6 5

'

-  M j i  O H

I n p a t i e n t  R a d i o l o g y  a n d  P a t h o l o g y  P h y s i c i a n s  C h a r g e s  
N o t  S u b j e c t  T o  A  D e d u c t i b l e  a n d  2 0 % ‘ C o i n s u r a n c e  .  
( M e d i c a r e  F a y s  1 0 0 % )  r

T o t a l  A l l o w e d  C h a r g e s  S u b j e c t  T o  T h e  $ 5 0 .  
D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e .

MEDICARE
PAID

2 1 0 - 6 5

T h i s  i s  a  s t a t e m e n t  o f  t h e  a c t i o n  t a k e n  o n  y o u i  
M e d i c a r e  C l a i m .  B e  s u r e  t o  r e a d  t h e  im p o r t a n t  
i n f o r m a t i o n  o n  t h e  b a c k  o f  t h e  n o t i c e .

0 0 0 0  0 0 0 0  5 9

T h i s  A m o u n t  W e n t  T o w a r d  T h e  $ 5 0  D e d u c t i b l e . You have met $ 6 0  . 0 0  of the deductible tor 1 9 7 .

A l l o w e d  C h a r g e s  O v e r  T h e  D e d u c t i b l e .  
( M e d i c a r e  P a y s  8 0% ) 2 1 0 - 6 5  ' 1 6 3 . 5 2

Date D E C  L I ,  1 9 7 3 T o t a l  M e d i c a r e  P a y m e n t 1 6 8 . 5 2

I M P O R T A N T

W h e n  W r i t i n g  

P l e a s e  

R e f e r  T o  B o t h

H I #  5 7 4 - 0 1 — 9 9 2 9 A

C O #  3 2 3 3 - 8 0 1 1 4  3 3

A E T N A  L I F E  £  C A S U A L T Y  

C R O W N  P L A Z A  B U I L D I N G  

1 5 0 0  S . W .  F I R S T  A V E N U E  

P O R T L A N D ,  O R E G O N  9 7 2 0 1  

T E L E P H O N E  N O .  2 2 2 - 6 3 3 1

R e m a r k s :
T H E  P A R T  B M E D I C A R E  I N S U R A N C E  P L A N  

D E D U C T I B L E  H A S  B E E N  I N C R E A S E D  F R O M  

$ 5 0  T O  $ 6 0  F D R  A L L  S E R V I C E S  P E R F O R M  

E D  A F T E R  D E C E M B E R  3 1 ,  1 9 7 2 .

Printed In U.S.A
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PRECLUDES E.XCll.SION CR DISCRIMINATION ON THE GROUND OF RaCB COLOR. 
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12 COORDINATION OF OTHER BENEFITS

V,

TOTAL
CHARGE

J j r . D U a / 7 ^MEDICARE PAID OTHER INS TOTAL

LESS 3 - 7 * °
C. O-i* l5:»’Os 
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MEDICARE CO INS. MEDICARE DEDUCT TOTAL

KUNPAID
BALANCE
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P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREC-OIN'G IS TRUE ACCURATE. AND CO.vFLETE. 
AND IS in COMPLIANCE WITH TITLE VI Of THE ClV.U RIGHTS ACT CF 5964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON Th E GROUND OF RACF. COLOR. 
OR NATIONAL OR.GIN I UNDERSTAND THAT PAYMENT AND SATISFACTION CF 
THIS CLAIM WILL EE FROM FEDERAL AND STATE RUNGS. AND 1HAT ANY FALSE
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FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR 5.TATE LAWS.' TO 
THE FLST- OF MY KNOWLEDGE N O  OTHER RESOURCE E'llETS.

PROVIDER
s ig n a t u r e . . / '  , • T ./'/«/ RE SUBMITTAL 1 \~ A'lJlCAL

L. ' DATE____-'./.'I.I . ~____ INDICATOR |____| RlVliW

REMARKS.
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AUTHORIZATION
• - ' m r

n j  u  i_ . i i  i

*T0 Alaska Orthopedics 
1CS7 W. 27th Avenue 

A*Jrr” Anchorage, Alaska 99503

Authorisation b  air*r> to provide th» following aorYlee*, suppl ies , or equipment lo :

AUTHORIZATION NO.

7 J ‘y rS ~ -

D E P A R T M E N T  O F  H E A L T H  A N D  W E L j $ A £ E  SOCIAL SERVICES

DIVISION OF PUBLIC HEALTH 

P O U C H  H JUNEAU, ALASKA 99801 

SECTION OF^KlOtpHEALTHFjm m x
FAMILY DATE

0 2 7 6 4  .

November 6, 1973

Patient

Address

t \
MAZE, Russell 
Palmar ^

0 6 - P  u ) 3 7  7 3  J T
B lr thda le :  0 6 - 2 6 - 7 2

code-. SCRO-Appliar.ce-Ortno

OATC;Si S rRV .C5  RENDERED

/

11-73

A

DESCRIPTION OF SERVICE (ITEMIZE)

/

■J- Z2 s
' S ”* -  \

Dennis Browne/bar anc^pre-walker s h c e s y

FL'i -^7

r  *

! Ceri:f!y :hc‘ M s  h 0 j.
o n - :  h - . - . ’j v  • ,  1

" Cs •' f 7 } " ' V ' S  :n >  o f  .

P l e a s e  s u b m i t  c l a i m s  f i r s t  t o :
Aetna Insurance— Group po licy  
Douglas MAZE— father

\ V

PRICE

$33*00

> ■

3y '3 ‘ C b j . - f  C o d e

Cq5^ /'f j*
T h i s  D e p a r t m e n t  w i l l  a s s u m e  o n l y  t h o s e  c h a r g e s  n o t  c o v e r e d  b y  t h e  i n s u r a n c e .  C r i p p l e d  C h i l d r e n  

b e n e f i t s  p a i . j  b y  t h e  i n s u r a n c e  c o m p a n y  d i r e c t l y  t o  t h e  i n s u r e d .

iwilbnot be responsive TJn~rofiecting 
—   ...  __ Acrr.cr<cs

G2-.4M
/

Authorized by  ’ •!
yRKtitM h£P«iSEKUTIVt C .W„13 CM-tArNS Si?'. LtS

s* IMPORTANT NOTICE TO VENDOR 

All billing must bo don* on Di p  Im I 3 sheets ol lached lo Ihls AUTHORIZATION Immediately afler lulHMIng Ihe order a s  sta led 
above .  II UNABtE  lo fill order, this pulhorizalion must bo , s , n ird lo DEPARTMENT OF HEALTH ond WELFARE , DIVISION 
OF PUBL IC  HEALTH, SECTION OF CHILD HEALTH.



cr. *wr

. 1
•C C S  C E N T R A L

AUTHORIZATION 

“ - fW

D E P A R T M E N T  O F  H E A L T H  A N D  W f t ^ R g x S O C I A L  S E R V I C E S
DIVISION OF PUBLIC HEALTH autho r iza t io n  n o .

. P O U C H  H JUNEAU, ALASKA 99801 0 1 3 2 2

SECTION OF CWH-DvHEALTH 
A a A a a

FAJ4ILY
*T0 Alaska Qrthcoedlcs DATE July 5, 1973

1087 y. 27th*Avenue
Anchorage. Alaska 99503 ^

 -?r' /  / /  5
AvtSorir jt ion I* pr»*n to pro»Wt tho following wnric** ,  tuppJI**,  or equipment to:

^  TALBOT, Yolanda Gail
Anchorage _

______________

'" / / / 7 3 ,

A Mmt

Blrthdele:
1 1 - 1 1 - 2 3 -

SC80-0rtho-Applianee

DATE'.S) SERVICE PENDSRSD DESCRIPTION OF SERVICE (ITEMIZE) PRICE

f t ? *  * / ? 3

Ana prosthesis f y *

/

- y A c * .  ̂

I COrllfly fhcf f. . . .
°Rt/ hcroby . . •* S ° I O  Y c .  h^,Z5 .t,s o

r lo e-hcl ________ ;  n •poym »«;• _O. ; o m .

P l e a s e  s u b m i t  c l a i m s  f i r s t  t o :
Traveler’s thru Era Helicopters

Signs’,

v s / -
p ro p e r bi<( 

-nr Certifying

Ô i'ecf c~• V.vv'Cid

T h i s  D e p a r t m e n t  w i l l  a s s u m e  O n l y  t h o s e  c h a r g e s  n o t  c o v e r e d  b y  t h e  i n s u r a n c e .  C r i p p l e d  C h i l d r e n ' s  S e r v i c e s  w i l l  n o t  b e  r e s p o n s i b l e  f o r  c o l l e c t i n g  

b e n e f i t s  p a i d  b y  t h e  i n s u r a n c e  c o m p a n y  d i r e c t l y  t o  t h e  i n s u r e d .

C ■ : if" 
L JL J  - Aulhorljr>?<1 by ~ • • / /* ' / , /

C-W.iO CwtCKNS ScFaJXS

/*  IMPORTANT NOTICE TO VENDOR 

Ail billing must bo don#.* on tho la»1 3 shoots at tached lo this AUTHORIZATION immediately niter fu.'fi'linp Ihe order a s  slated 
V . .  abowc. If UNABLE  to liil order, this authorisation mutt be ••hirned to DEPARTMENT OF HEALTH end WELFARE , DIVISION
~  v  OF  PUBL IC  HEALTH, SECTION OF CHILD HEALTH.
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,'̂ TIJ > ?,,'l91t'f''AUjjVVjf? I'̂ iViiViVdlf;\ " frST2fAVi»U;Ti5« • •V'v̂ ; a5!fA>: 
»v-T?»' ' W r t V V '  *•. > >• (’*  .*"• »v'*»v iw"' Vi X*. • ••¥'•#••:>•'
« & !» . ;A A 0 M  .k l.V  •* fe- i >"vV;..'.'' ' i  ’,  " .. .>  , ;y  vtf-Y j. *V «. :V ;d t . .->

■noAAtlu \jmv»4 h'lTVIiTF^tfTrt'RuT io ic iiiju ii i<i*V
4IOO-l!UlT;tJ/\TIOflAl'AISF037 CCUD 
* . AMCHOlWGg;VU.f S.lfA yoSO'i ■pre pa id '.'. .' ^  c o u c c r : :

CCHinlMt 1  ACt'OCI.I HUVCU

'ciauM
r.iiwMr"cnii7Ti7

m n n ^ o F F X C E
tv t i i  a o u vu > 7  

# ■ £ £

t Xf, up

QUIVUV

^ a!W » 7

FT'Tf7s73f<A\ v.*i;i 7 uT oiioF

SSilB O F  ALASKA.
mill ACuklT!- C. Mifi iiW t i llC.O.D.'SMIPMEIirv ' . . I  . . '
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/

S T A T E M E N T

A n c h o r a g e  T i m e s  P u b l i s h i n g  C o .

ALASKA'S L A R G E S T  N E W S P A P E R

P O S T  O F F I C E  B O X  4 0

A N C H O R A G E .  A L A S K A
J u n e  2 lr, 1971.

O F F IC E  OF THE ATTORNEY GENERAL
A C C O U N T  O F  3 6 o  K  S T ^ S U I T 2  1 Q ?

A N C H O R A G E ,  A L A S K A  9 9 5 0 1

T E R M S :  A L L  A C C O U N T S  D U E  T H E  F I R S T  O F  E A C H  M O N T H

r*. . . *7j “j * /

H OTICE TO ABSENT PATTY: MATTER 0 ? !ESAKOK CHILDREN, M'BeORS UNDER 13 Y R S ................. |
j

J u n e  2, 9, 1 6 ,  23 ih x  %  l i n e s  $ 6 7 0 2 0
1PROOF OF PUBLICATION ATTACHED.
i

is / '  < 7
\ ff*

/ ‘ J • 
■M'lt / j L
[W " ?  J  • •

< ¥ ' r • ■ v l '. [ <  k  ^  'i . ft li*  ■

\

J

i 'IOC /:*
!/ ./r/:^

Cf. , ' ■[f  1 L I
/ ' 1'

I certify that the above bill is correct and just; that payment therefor has 
not been received; that all statutory requirements as to American produc­
tion and labor standards, and all conditions of purchase applicable to the 
transactions have been complied with; and that state or local taxes are 
not included in the amounts billed.

A N C H O R A G E  T I M E S X.ISHING CO.

.Clerk

C c i u p l e ' e  a n d  return' to F i s c a l  

/  ufb^rize'd S i g n a t u r e  

/ t d  V a l i d  n . c c c u n t  C o d e  

C e r t i f i c a t i o n  S t a m p

Vf-JL /

... . .



«INTHE SUPERIOR COUIt I
roium; m a t eOP.M. ASKA 'V 4TtllHDJUDIClAI.OiSTKlCT . AT ANCHORAGE . * . !•.I-'AMILY DIVISION IniheMuilorol: )  I

n e a k o k  c h i l d r e n - d o n n a ,EVA MAIIIE and ) •THOMAS. •■.>. .  ! >Minor Cl.ilJrrn under llic . ... j  M
A(tc of Ellihtc.' I (16) • '■ " 1 . ; > y ‘Yearn.; ) dNo. CP 1019, IQfc; and 1910 ' • • I iNOTICE TO ABSENT PAI1TY 0 : Mis. Frances Neakok ''. ‘ M
You u party In the above entitled children's proceeding, uro hereby* summoned and required lo appear In tho Superior Court. Family Division,| at AnchoruKC. Alaska, on the tiih day tif July, lil7l, ut the hour of 3:UQ a.m.; to answer to the petition filed In thq above entitled children's proceeding In this Court. ’ • ?

• If you tail to appear und answer, thq Court will proceed to hearing of thq abova cu|tiled case, without further process. v '•
• The proceeding could result In thg termination of parental rights in the above named children.
You may be represented at the heart lug by an attorney of your desire. In the event you lm 'c no funds tu employ an attorney and satisfy the Couri In this regard, an uliorncy will bo up*I pointed to represent you. You may also waive the presence or un attorney I in such proceeding.
DA'f HD ut Anchoruge, Alaska, this f|? day of May. 1071.

i A. M. Vokacek i' , •, Clerk of tho • ...)• 1 , Superior Cuurt 'J
"  Ity: (s) M. Kyun ' ?.t '■ • • Dupuly

PUB.: June 1, 9, 16. 21. 19 11

i* .i.i

■ ■ -y, W r>$f: " '■ - '

rf.- 'i'- f  f
,r, ... TV* r

, • ; • ' > y. :
1 - : • •

. ‘ Proof  of Publication
■. • I.'*' . *. . .  t .  -

. A N C H O R A G E  D A I L Y  T I M E S

     .dftlllee iiUys bring duly swum, aci-nrriing

* to law declares: That he is the.™®.S™ .̂..Â .y.̂ ?.!'.1;® .̂l?....P®.PH.r. of The Anchorage
- > *„ . * - •.* * , . •

Daily Times, a daily newspaper published in the town of Anchorage, in the Third Judicial Divi-
■

sion, State of Alaska; that the notice of .’A.. M.iJOPJ* ..Didder.. 1.3.....................
.* .

a copy of which is hereto attached, was published  ..........................................

..................................................... ........................ ..................................... ....................J u n e . . 2 . . . . 9 . . . 1 6 . .  2 . 3 ..................................................................
t . . .

in said Anchorage Daily Times, beginning with the issue of J.UIV0...2..........  I D. ...71...,
and ending with the issue of..:............................ , ID 7.1.....

• .......

Subscribed and sworn to before m e  this 22j$d^~,..day of ........  10..75...

• • CL/IL - < _ c f l  c• c /lv— 77--*

. 1 Notary Public for the State of Alaska.

M y  Commission Expires ... .12.-l!j...., 10..7-7---



TRAVEL
B R A N C H  O F F I C E S

WASHINGTON: 
SEATTLE 
ANACORTCS 
MOUNT VERNON 
OAK HARBOR

ALASKA:
JUNEAU
KENAI
KODIAK

HOME OFFICE 
3 6 5 3  W E S T  I N T E R N A T I O N A L  A I R P O R T  R O A D  

A N C H O R A G E .  A L A S K A  9 9 5 0 2  

T E L E P H O N E  ( 9 0 7 )  2 7 9 - 5 6 1 1

•  ALWAYS OPEN

• TICKETS AND RESERVATIONS 
NO EXTRA CHARGE

• PARKING

• DRIVE-U? WINDOW SERVICE

Dept, of Health and Social Services 
Fiscal Operations 
Pouch H

Juneau, Alaska 99801

Excursion rcros must be o s m : wfos c '“.

STATE O F  A L A S K A  No. 331 89b
REQUEST FOR TRANSPORTATION

COURTESY LIMOUSINE 
SERVICE

OCTOBER 24, 1975

The_
Q s  i  S Q C lt iL  £ F n requests the  --  — fc

“ Department or Office rcqu^tiTrgTransportatlon and address) ,------— „

Company to furnish Transportation .‘41L6A
*T o  r\r\

for. ///•> y ~ r c M / c  A
(Name of Traveler)

Fori

(Name of Traveler) 

Cl No. Ticket No..

...from.

Tn h<±irl>drfk} V  _____________1 ------^ .........................   (Place and Date of Issue)

/Q f-<? • 2. 7  i 9fL

i-5.4.55.

;4£L£A_

;T3.-00-

08.19

(Signature of Trayeler) ^  I

Value  ;----(No tax payable)...—
Tourlpt class fare (Sec Instruction #1 on ► ' 141110;
reveiiso side) (To be Inserted by carrier).

I Carrier will forward tliis request to the Department or Office Requesting Transportation
02^9  I (SEE I N S T R UCTIONS O N  R E V E R S E  SIDE I

• . , 8 7 D  - > / /
Account Codo OS ____L— ,  a

-----   X- ..... r*. - . •. - u v

The  _________

Excursion ra^fAtJ ) is J )^ ^ tlcA,̂ ,cn aYC1'l'“  

REQUEST FOR TRANSPORTATION
DEPARTMENT O? HEALTH & SOCIAL SERVICES

No. 33931 3

/ ) Llmnartmenl or Qiflc
...requests the

miuifiriiriKnl or Office requesting transportation and address)

 _____________________ Company to furnish Transportation

'd ie .*  / c . f <? ' J/C
) y \  /  ( N amy or Traveler)

 __ from!fy~, /  t is a m y o i

L Z d L £ L / t A . f } cjj _________ ___ ________ _________________________________
■jf e (Place /nd DaurOT^rtsuc) f ‘

«> 1 ________ /^Cri£.5'£j3.. CjZLl,^
(S^naturef i t  Traveler) C /

To.

Form No. (QJM>

~/) c~ /C /Ix. -

^ 7 7 /  ' . 1 * ^1
ace jind Daurr^-frsue) (  1

Ticket No *

02-019

(Title)1
Value %— J.l— JX/j. UPj'te___________(No tax payable)__________

Tourist class faro (See instruction on 
■ e \ c r / c  side) (To be inserted by carrier).

Carrier will forward this request to the Department or Office Requesting Transportation 
(SEE INSTRUCTIONS O N  R E V E R S E  SIDEl

-7 '

j/>j>



K G 7 2 E Q L E

From Klitco

osco u k l a c y  
o s ^ - a i c r t L Y

1 0  06 NUrih U l U  N O M E A L A S

A L A S

U K L a C Y
NUrth

N O M E

To Place

K G T 2 - E  B U E  

K C T Z H B U E  

K O T Z E B U E . 

K C T  Z E B 'J E

Amount

Ccaes: SO - S;.M.on Day; S i  >■' Siat:on Eyc-mr.g; s.N Stat.on Nigm; £L = Station Late N igh:; PD Per ion Day; F>N - Parson N ;jn :; “b'u - Day L ^ .o fT ^T - -~TC g n 1 La.ior,

| Personal Opinion MSG; Type of Cali: 1 = Non-Coin Paid; 2 «• Third Number; 3 == Credit Card; 4 = Collect; 5 = Special Collect; C = Coin Paid; 7 =  Col.'ec; 10 Co..-.; 0 - Special

[arid Tclagrsm Ststemsr.t Form F C301-;
' .7". f ' I ) 0. V '3 *4 uT-~P /«." • *

LC V c *  1 /.E 6 0 S A l S  C C L C  B A Y  A U j — 2 £ _ - > ! L ^ «

C Ur'. i i  E 'i f  C riA i -G .. S 

Y U T A L AMG -Ti I" G L c

C S J

\ .r«>

VV. rdi cr 
Mmules Claes Type ol Cr.il

Otlr 1.15 No

4 4  2 - 3 2 7 0

442-3270

Calling Number

9 4 7 - 5 0 4 3

6 8 6 - 4 4 4 7
4 4 3 - 2 9 2 2

4 4 3 - 2 9 2 2

Called Number

9 0 7 - 4 4 2 - 3 K 7 0  

9 0 7 - 4 4 2 - 2 K 7 C 

9 0 7 - 4 4 2 - 2 2 7 0  
9 0 7 - 4 4 2 - 2 2 7 G

Serial Number

X R 2 6 7  2 3 1 1  

X R 2 8 4 1 3 4 0  

0 4 2 £ 2 1 4 0 4 4  

0 4  2  £ 5 1 5 5 9 4

Amount

2 t!£5

1 9 7 0

30

T E L E P H O N E  C H / S R G E S  * $ * * 4 5 * 1 5



E  S t r e e t .  A n c h o r a g e ,  A l a s k a  9 9 5 0 1 , > ■  T e l e p h o n e  ( 9 0 7 )  2 7 2 - 8 4 1 1

M  - 1 1/30/13m m  9  ■ :
:Date

N U R S

Account ' -r 
Number.,' ' >5 80 3 7

‘ -7,r;- '
A l l  B i l l s . A r e  p u e  W h e n  R e n d e r e d

•’V Serial -fi ■ I Amount
Number V

C a l l e d
^umber

wonts | class rr/pciCallins 
M.nutcs I Iciu R m b e r

S e n d e r

ViCUS 8ALA K i£
< i. ;

m £ i :: ■
ft*5*

TGY/.L' AMGOtiT Gl.c

s i t e a r i y  ' ■ ! .
i;; ' W  <nK- Vi' Xt'fm  ; i  ■ . f:

I,'1. vS; ■



Celling Number Colled Number Seriol Nurr.bor Amount

aTT2T9TZIT7T 
C42SU 5375

W 7 ^ v 2 ~ 2 7 T C  
9 0 7 - 4 4 2 - 3 2 7 0

< 2 9 . 2 0
• • • • i. . •:** n» •• !CHARGESTELI-P

■*>:>; U-j

Fom f-O’JOl

rv;’..-v j *-' ....J*

Amount

f \ f C o d # » ; S p  Station Upyi Slj *  bloliori Ev'cilppi ?  Sicilian Night; ST u Slcilion Into Night; PD "  Pcnon Day; PN -  Pt-rion Night; UL =  Doy Letter; NL 53 Night ftottcri
‘ ' * “*■ ‘ V ‘ - - - *-«• *   * “ " “ “ a ^0;n PoiJ. 7 n •(moiioI Opinion MSG; Typ* t f  Cell ; 1 ®  Non-Coin Pnidi 2 «  Third Numbii;  3 «  Credit ffcird; 4 «  Colled; 5 -  Speciol Coll* ft; 6 35 Coin Poid; ) »  Collect to Coin; B r- Spociol

4 4 2 - 3 2 L 'j '■ 9 0 7 - 5 3 2 ~ T s ' « 3 T“ITVTTrc’v:-
2 J i"'. T /. fc00 'c A l  S L.ClC '3 AY ALJ-. u_

C y  t'> ii N f C H A K C j; S.

TOY/.Li AMGLi-rr u l t :  

1

M . L ^ P  c<



PROVIDER C O P Y

• 0 6 ’

S T A T E  O F  A U S K £
DEPARTMENT OF HEALTH &  SO’CSAL^SERVICES

15 PROVIDER REF.

OUTPATIENT HOSPITAL • PRACTITIONER • HOME'HEALTH A G E N C Y  INVOICE NO.
i > v  “
I ; u  v

10 PATIENT INFORMATION STATE
USE
O N L Y

PROVIDER INFORMATION-
COUPON OR AUTHORIZATION NUMBER

r rt C*ntf?r

NAME OF PROVIDER

in* Alaska Clinic 

ft) L  St.
rr.ohcrcro, Alnnka 99501

NAME OF PATIENT

ci-.vrj. "cberfc

RACE

DATE OF BIRTH i-- 1 SEX .-- ,
12/,-7/‘ft m [_J f |__ |

EllG. CODE PROVIDER I.D. NO. CATEGORY
f\ft~ TTT *) A ?, * )

CASE NO. .

. ..' a - - . J i ‘ -

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)
"; rrrv*i ll L ft J .u

V  N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

r DIAGNOSIS
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

7 'inti ’ C itl'1 r,;.i GorOOrdTV'-'.

PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES C  N O  □ SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

021';"!

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

n S E R V I C E S  R E N D E R E D

DATE OF 
SERVICE

PLACE 
OF + 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

196? RVS 
PROC. CODE CHARGE STATE USE ONLY

tt r ", i - ‘ *, :. “i "

/ - / fr ■ ,-i ■ . 1

♦ PEACE OF SERVICE 

so ooaow omcf
It ls5!»tN5!Nt l»J 
H PATI'NIS MOVE 
M l-SPATIENr HOS'lfAl 
OI OM|« EOCATIOrl 
KH N'.AS-NO HOVE 
ECf £<'£'.OS5 CASE PACIVIf 
OH OJVA1IE-H HOSPllAl

12 COORDINATION OF OTHER BENEFITS

>

TOTAL
CHARGE 12.30MEDICARE PAID -OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

N
UNPAID
BALANCE 12 - 3 6

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 V/HICH 
'•'SECLUDES EXCLUSION OR DISCRIAMNATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. 1 UNDERSTAND THAT PAYAAENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIA\5, STATEAAENTS OR DOCUMENTS OR CONCEALAAENT OF A MATERIAL 
FACT, AAAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF AAY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

REAAARKS: / .

. . J '  >!.“ '

PROVIDER
GNATURE _ DATE ....« ,------------------------------------------------------------------

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

V,
06-70 U



. 0 6

D E P A R T M E N T  O F  H E  U T H  &  S O C I A L  S E R V I C E S
--------  -----  — . .» r * r * n q  ■

OUTPAT IENT HOSPITAL « PRACT IT IONER « HOME HEALTH AG& ICY  INVO ICE  N O .  j U  ^  0  0

1 0 P A T I E N T  I N F O R M A T I O N S T A T E  

• U S E  

O N L Y

P R O V I D E R  I N F O R M A T I O N

COUPON OR AUTHOR IZAT ION  NUMBER . '—  '•

/  / ■ .. ■. / s  rl c ' •<•!.•< C ■•••’ ...

NAME OF PROV IDER
s'-y  ' .

. * •V  -''/iSs ''i-J c J U l c . c . -NAME OF PATIENT

■' • ' ^  .. . - c

RACE

DATE OF BIRTH c p v

/ / M S  F D ELIG . CODE PROV IDER ID. NO.

l  ( ) J  I ,  '  *  Z .  O

CATEGORY

RESOURCE PAYEE ID NO. (if different from above)
' ' / ' - I

N A T U R E  O F  A C C ID E N T  O R  I L L N E S S

D I A G N O S E S
D IAGNOSIS CODE 

(OPT.)

LIST PRIMARY DIAGNOSIS F IRST PRIMARY

SECONDARY

HAVE ALL  OTHER PAYMENT SOURCES BEEN EXHAUSTED? □  YES CH) NO

COMMENTS:

SERVICE PRE-AUTHORIZAT ION 
NO. (if applicable)

R E F ER R IN G  OR 
CONSULT ING PHYS IC IAN

11
S E R V IC E S  R E N D E R E D

DATE OF 
SERVICE

PLACE OF 
SERVICE*

DESCRIPTION OF M ED IC AL OR 
SURG ICAL PROCEDURE

19G9 RVS 
PROC. CODE CHARGE STATE USE ONLY

.

, . 1 * v
y . / t • * •V.. 3 0

/ - / & *• / * .' • s' i t .

•PLACE OF SERVICE 

do doctor's office
IL INDEPENDENT LA CL
h patient's HOME
|H INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2 CO O RD INAT IO N  O F OTHER BENEFITS

\
/

TOTAL
CHARGE

j
MEDICARE PAID OTHER INS. T O T A L

LESS ' < s * ’

MEDIC APE CO* INS, MEOICAME DEDUCT. T O T A L

X
UNPA ID  

B A LA N C E X - )
P R O V ID E R  C E R T I F I C A T I O N

*' TH IS  IS TO C E R T I F Y  THAT  THE F O R E G O IN G  IS TRU E .  A C C U R A T E .  AND  C O M PLETE  A N D  IS 

IN CO M PL IAN CE  WITH T IT LE  V I OF THE C IV IL  R IG H TS  ACT  OF 1904  WHICH P H E C L U D E S  E X ­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF R A C E .  C O LO R .  OR N A T IO N A L  O R IG IN .  

I U N D E R S T A N D  T H A T  P A Y M E N T  AND  S A T IS F  AC I IO N  OF TH IS  C LA IM  WILL BE FRO M  F E D ER  

AL  AND  ST A TE  FU N D S .  AND  T H A I  A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR DOCUM ENTS .  OR 

CO N C EA LM EN T  OF A M A T E R IA L  FACT .  M A Y  BE P RO SECU TE  O UNDE  R A P P L IC A B L E  F E D E R A L  

OH STATE  L A W S . "
TO THE BEST  OF M Y  KN O W LED G E  NO O T H ER  R ESO U R C E  EX IST S .

p r o v i d e ns s i g n a t u r e DATE

REM ARKS :

R E S U B M I T T A L
I N D I C A T O R

MED ICAL
R EV IEW

KtVISCO |6/l/7j|



D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S

■ 1 Q 0 P 0 7
, . O U T PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGEVICY INV O IC E  N O .  j  O i C i U u  i

1 0 . P A T I E N T  I N F O R M A T I O N S T A T E

U S E

O N L Y

P R O V I D E R  I N F O R M A T I O N

COUPON  OR A U T H O R IZ A T IO N  N UM BER  *> *■

- . / >  . '  v i  ,  " - V - :  ■ ^

NAME OF P R O V ID E R

/  ; v
------- - /  ' . J  ,  C

NAME OF  PAT IEN T
P  J' / 1V* « r  /

RACE

DATE  OF  B IRT H  SEX
7  / /  r e  m p h  f ( — i

EL IG . CODE P R O V ID E R  ID . NO.

i .. • • . " t  j

C A T E G O R Y

CASE NO. RESO U RC E PA YEE  ID  NO. ( i f  d i f f e r e n t  f r om  ab o v e )

N A T U R E  O F  A C C ID E N T  O R  I L L N E S S

D I A G N O S E S
D I A G N O S I S  C O D E  

( O P T . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T

/  ' • •' "  ‘ ' '

P R IM A R Y

*• ** * •'

■ c .  -
S E C O N D A R Y

...
•

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? E D  Y E S  E D  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (i f a p p l i c a b le )

R E F ER R IN G  OR 
CONSULT ING  PHYS IC IAN

C O M M E N T S :

11
S E R V IC E S  R E N D E R E D

D A T E  O F  
S E R V I C E

P L A C E  O F  
S E R V I C E *

D E S C R I P T I O N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

1969  R V S  
P R O C .  C O D E CHA RG E STATE USE O N L Y

-- /
L > ‘ ’ - - V . '■ .- _ • i„.*

• / * /' /' / t . i . *\* ) <■ v '<-/ . ,  ̂.

/  / - 7 / ’ C VY r / .

•/. ;v ’ > i
■

// - 'V:_ ,y • • •/ *r j . ■
/

• P L A C E  O F  S E R V I C E  

oo doctor’s office
IL INDEPENDENT LA Li.
H patient's home
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF CXTENOEO CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2  C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S

\

/

T O T A L
C H A R G EMEDICARE PAID O T H E R  INS. T O T A L

L E S S

MEDICARE CO-IN?. MEDICARE OFOUCT. T O T A L

X
U N P A I D

B A L A N C E

P R O V ID E R  C E R T I F I C A T I O N

"  TH IS IS TO C E R T I F Y  TH AT  THE FO R E G O IN G  IS T R U E ,  A C CU RA  TE. ANO  CO M PLETE  A N D  IS 

IN  CO M PL IAN CE  WITH T IT LE  VI OF THE C IV IL  R IG H TS  ACT OF l ‘JG4 WHICH P R E C L U D E S  E X ­
C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF RACE .  C O LO R .  OR N A T IO N A L  O R IG IN  

I UNDE R S  T AN D  T H A T  P A Y M E N T  A NO  S A T IS F A C T IO N  O F  THIS C LA IM  W ILL  BE FRO M  FEDE  R 

A L  ANO  STATE  FU N D S ,  AND  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR  DOCUMENTS . OR 

C O N C E A LM E N T  OF A  M A T E R IA L  FACT .  M A Y B E  PRO SECU TE  O UN DE R A P P L IC A B L E  F E D E R A L  

O R  STATE  L A ’.VS."
TO THE BE ST  OF M Y  K N O W LEDG E  NO O TH ER  R ESO U R C E  C X IST S

PROVIDER 'S S IG NATURE DATE

REM ARKS :

RESUBM ITTAL
I N D I C A T O R

M E D I C A L
R E V I E W

REVISED (6/ I / 711



D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S
«F— ---■ —  - =  A Q  ̂  P  '‘M

' O U T PA T IE N T  H O SP ITA L  > P R A C T IT IO N E R  *  HOME HEALTH  AGENCY IN V O IC E  N O .  j L * £ l O O  <

1 0 P A T I E N T  I N F O R M A T I O N
V ---------------------- -

S T A T E  , 

U S E  

O N L Y

P R O V I D E R  I N F O R M A T I O N

COUPON  OR  A U T H O R IZ A T IO N  NUM BER
/ ' V . '  ■ S ' '  /

 ̂ » —• /  i m y l . " A a . y- • .

NAME OF P R O V ID E R

\ ,V# " ■* / . *  .•
NAME OF PAT IEN T

: . k :  ;  •• /

RA C E

D A TE  OF B IR T H  <.p y
2 .  / / ?  M F ” I ? n

EL IG .  CODE P R O V ID E R  ID . NO.
O j ; '-

C A T E G O R Y

CASE  NO. ( , < & - . § $ &
RESO U RC E PA YEE  ID  NO. (i f d i f fe rent f r om  above)

d -  '~<£ ? /

A N A T U R E  O F  A C C ID E N T  O R  I L L N E S S .

f  1 H ~ \ *

D I A G N O S E S
D I A G N O S I S  C O D E  

(O PT . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T P R IM A R Y

f ' H..'

- .  -

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? c m  y e s  c m  n o

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  ( if a p p l i c a b l e )

R E F ER R IN G  OR 
CONSULT ING PHYS IC IAN

C O M M E N T S :

11
S E R V IC E S  R E N D E R E D

D A T E  O F  
S E R V I C E

P L A C E  O F  
S E R V I C E *

D E S C R I P T IO N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

19 6 9  R V S  
P R O C .  C O D E CHA RG E STATE USE  O N L Y

/. • ~ '<-■ /  /  / • ••... ' r r%. ' v ./ r • v ’ . } " ■' : /  ”  . .

■ ) - -  7 .  ' , i  . > ^  . i  ,• „ * yl *.* • / </ • i 3.:-

/ 7- * / ' ; . . /' f t  . **.*.: • • «./ ! •' / .* • • A  A 2 s.X ■ 3 ,  .’

/.?. ■ 1- /<*. / // * '/y .• #. i .• , *-.*£_ * •' i .

/  • 7 ;  , , ) j
^  , / V. /// / 7. ? • •

• P L A C E  O F  S E R V I C E  

oo doctor's office
IL INDEPENDENT LAO.
H patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2 C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S

\

T O T A L
C H A R G E */. 7  •;MEDICARE PAID O T H E R  INS . T O T A L

L E S S /  • 5 ^ 2.
MEDICARE CO - INS.MCDICARE DEDUCT. T O T A L

XI
U N P A I D  a? 

B A L A N C E ^ 3 3
7

P R O V ID E R  C E R T I F I C A T E

*• TH IS  IS TO C E R T I F Y  THAT THE FO R E G O IN G  IS T RU E .  A C C U R A T E .  ANO  CO M PLETE  A N O  IS 

IN C O M PL IA N CE  WITH T IT LE  VI OF THE C IV IL  R IG H TS  ACT OF 1904  WHICH P R E C L U D E S  EX­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF RAC E .  C O LO R .  OR  N A T IO N A L  OFUC lN .

I U N D E R S T A N D  THAT  P A Y M E N T  ANO  S A T IS F A C T IO N  OF TH IS  C LA IM  W ILL  BE FRO M  &EOER  

AL  A N O  ST A TE  FU N DS .  ANO  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR D OCUM ENTS .  OR 

C O N C E A L M E N T  OF A M A T E R IA L  FACT . M A Y B E  PRO SECU  TE O UN OE R A P P L IC A B L E  F ED ER A L -  

O R  S T A TE  L A W S . "
TO THE BEST  OF MY KN O W LED G E  NO O T H ER  R ESO U R C E  E X IS T S .

P  H O V I  DE Fi*S S I G N A T U R E O A T E

R E M A R K S :

S

R E S U B M I  TT  A L  
I N D I C A  T O R

M E D I C A L
R E V I E W

R E V I S E D  ( C / I / 7 J )



D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S
 ---------- -- — — iz .) Q  O  n

O U T PA T IE N T  H O SP ITA L  » P R A C T IT IO N E R  » HOME HEALTH  AGENCY  IN V O IC E  N O .  ;  Q  C : 0  C , 3

1 0 P A T I E N T  I N F O R M A T I O N S T A T E

U S E

O N L Y

P R O V I D E R  I N F O R M A T I O N

COUPON  OR A U T H O R IZ A T IO N  NUM BER

: st '  ■ - - 'x- •

NAME OF P R O V ID E R
• - • ‘

/  ' ________•' ■ s.-s

NAME OF PA T IEN T RACE

DATE  OF B IR T H  SEX
'• /  •' /  M F H  F l  1

EL IG . CODE P R O V ID E R  ID .  NO. C A T E G O R Y

CASE NO. R E SO U RC E PA YEE  ID  NO . ( if d i f f e r e n t  f r o m  a b o v e )

//A . C l .  J J s C  /

N A T U R E  O F  A C C ID E N T  O R  IL L N E S S

D I A G N O S E S
D I A G N O S I S  C O D E  

(O PT .)

L IST  P R IM A R Y  D IA G N O S IS  F IR S T

• *P *
.  • /  '  '

P R IM A R Y

:> i

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  (ZE3 Y E S  1 - - I  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if a p p l i c a b l e )

R E F E R R IN G  OR 
CONSULT ING  PHYS IC IAN

C O M M E N T S :

S E R V IC E S  R E N D E R E D

DATE OF 
SERVICE

PLACE OF 
SERVICE*

DESCRIPTION OF M ED IC AL OR 
SURG ICAL PROCEDURE

1969 RVS 
PROC. CODE C HARGE STATE USE O NLY: j> •' ”  V - * j
. ,* •’ » V ’? - 7 '

/  •. ' > / f' y I . . r  .... '  -'"X- /< 7 ' .- V '

' - • . • •  .•-• ? > ,  ,  \  .
* * s’ V f / • \ • /  • J O

//;< - - • * - .  * * f L / ’ . y • / . .  ̂
• .*• '  ■

1 ~ ./ y. . y  • I

J /  - ; 'XL . i / ' "it* "o ■ ‘ ■ • L , / . ^0
•PLACE OF SERVICE 

do doctor's office
IL INDEPENDENT LAH.
H patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2  COORDI NAT IO N  O F OTHER BENEFITS

\/
TOTAL

CHARGEMEDICARE PAID OTHER INS. T O T A L

LESS

MEDIC ARK CO • INS. MEDICARE OEOUCT. T O T A L

X
UNPA ID

BALANCE.

P R O V ID E R  C E R T I F I C A T I O N

"  TH IS 13  TO C E R T I F Y  T H A T  THE FO R E G O IN G  IS T R U E .  A C C U R A  TE, A N D  C O M PLETE  A N O  IS 

IN CO M PL IAN CE  WITH T IT L E  VI OF THE C IV IL  R IG H T S  ACT OF 19G<I WHICH P R E C L U D E S  E X ­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  O F  RAC E ,  COLOR ,  O R  N A T IO N A L  O R IG IN .

I U N D E R S T A N D  TH A T  P A Y M E N T  A N D  S A T IS F A C T IO N  O F  TH IS  C LA IM  W IL L  BE FR O M  F E D E R  

A L  AN D  STA TE  FU N D S .  A N D  THAT  A N Y  F A L S E  C L A IM S .  S T A T E M E N T S  OR  OO CUM ENTS .  OR 

CO N C EA LM EN T  OF  A M A T E R IA L  FACT .  M A Y  BE PRO SECU T E  D UN DE R A PPL IC  A B L E  FE  DE RAL  

OR  STA TE  L A W S . "

TO THE BE ST  OF M Y  KNO W I .EO GE  NO O TH ER  R E S O U R C E  E X IS T S .

PROVIDER 'S S IG NATURE DATE

RE M A R K S :

R E S U B M I T T  A L  
I N D IC A  TO R

M ED IC AL
R EV IEW

RLVIiLO lc; t / M I



0 6

D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S  

O U T PA T IE N T  H O SP ITA L  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE  n o .  1 8 2 5 3 0
1 0 . P A T I E N T  I N F O R M A T I O N S T A T E

U S E

O N L Y

P R O V I D E R  I N F O R M A T I O N

COUPON  OR  A U T H O R IZ A T IO N  N UM BER
/'f . / , /  ' V

• a /  o  i C r/  '  . ls-

NAME OF P R O V ID E R

‘  '<  > V . ' .  . y . f , . »

1 • ' <r>. ■- ' '  f

NAME OF PA T IEN T

/ .•

RA C E

DA TE  OF B IR T H  SEX
/ 1 /  7 c  m f h  f i — I

EL IG .  CODE P R O V ID E R  ID. NO.

/ : '■ f / _  '/  S  - o

C A T E G O R Y

CASE NO. RE S O U R C E PA YEE  ID  NO. ( i f  d i f fe rent f r om  above)
/ 'i  ' •  !  /

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S E S
D I A G N O S I S  C O D E  

(O P T . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T

.  .. _____. ✓  / / > . . '  1 ■’ ‘

P R IM A R Y

X  )

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  (HD  Y E S  □ □  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (If a p p l i c a b le )

R E F ER R IN G  OR 
CONSULT ING  PHYS IC IAN

C O M M E N T S :

S E R V IC E S  R E N D E R E D

D A T E  O F  
S E R V I C E

P L A C E  O F  
S E R V I C E  •

D E S C R I P T I O N  O F  M E O I C A L  O R  
S U R G I C A L  P R O C E D U R E

1969  R V S  
P R O C .  C O O E C H A RG E STATE  USE  O N L Y

’ ” -- ' / /"*•’
‘ /

••v. ; , y
X ,  / r . '■ , /•  . 

'  • v r- / / /  1 / - • *

. V .  7 i  :  /  / - / . .  - /  - ' "(O /  x ,■ .* / C X  £ // o '  ~  J

•' ? - ' / •  7 c , i • ? /  ■ .- 'V 1 / ;" < .<  - / / )

•' V - ' 7 *  7 ./ j / .* 7 7 ^ 7  / C  r  - / J  S O

/ # •  •,7 / .  ' t. V /  '  “ ?.■1
• P L A C E  O F S E R V i C E 1 2 C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S T O T A L

do doctor's office
IL INDEPENDENT LAtt
h patient's home
|H INPATIENT HOSPITAL

MEDICARE PAIO O T H E R  INS. T O T A L C H A R G E

\
X

L E S S

OL OTHER LOCATIONS 
NH NURSING HOME MEDICARE COHNS. MEDICARE OEOUCT. T O T A L

ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL X

U N P A I D
B A L A N C E

P R O V ID E R  C E R T I F I C A T I O N

TH IS  IS 1 0  C E R T I F Y  THAT  THE FO R E G O IN G  IS T R U E .  A C C U R A T E .  ANO CO M PLET E  ANO  IS 

IN C O M PL IA N C E  WITH T IT L E  V I OF THE C IV I L  R IG H TS  ACT  OF 1964 WHICH P R E C L U D E S  EX  

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N O S  O F  RAC E .  C O LO R .  OR N A T IO N A L  O R IG IN .  
I U N D E R S T A N O  THAT P A Y M E N T  AN D  S A T IS F A C T IO N  O F  TH IS  C L A IM  W ILL  BE FRO M  FEDF .R  

A l .  ANO  ST A TE  FU N D S .  ANO  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR D OCUM ENTS .  OR 

C O N C E A L M E N T  OF A  M A T E R IA L  FACT . M A Y  BE P R O S E C U T ED  U N D E R  A P P L IC A B L E  F E D E R A L  

O R  S T A TE  L A W S ”
TO THE BEST  OF M Y  K N O W LED G E  NO O T H E R  R ESO U R C E  E X IS T S .

P R O V I D E R ' S  S I G N A T U R E D A T E

REM ARKS :

R E S U B M I T T A L
I N D I C A T O R

M E D I C A L
R E V I E W

f t  L  V I S  K  O  1 6 /  I /  7 1 1



S T A T E  O F  A L A S K A  I—

D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S

CENTRAL OFFICE

D I A G N O S E S
D I A G N O S I S  C O D E  

(O PT . )

L IST  P R IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip & Palate

P R IM A R Y

SECO N D A RY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? Y E S  □ □  N O

C O M M E N T S :

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if ap p l i c a b le )

04971

REFERR IN G  OR 
CONSULTING PHYS IC IAN

S E R V IC E S  R E N D E R E D

D A T E  O ^  
S E R V I C E

P L A C E  O F  
S E R V I C E "

D E S C R I P T IO N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

19 6 9  R V S  
P R O C .  C O D E CHARGE

Oct. 72 Debanding & Retainer fee $200.00

• P L A C E  O F  S E R V I C E  

do doctor's office
IL INDEPENDENT LAtt
H patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2 CO O RD INATIO N  OF OTHER BENEFITS

MEDICARE PAlO

MEDICARE CO-INS.

OTHER INS.

ChampHS

mi : dicahc  dl-duct .

T O T A L

T O T A L

T O T A L
C H A R G E

L E S S

JL5I1JKL

8 1 0 .0 0

U N P A ID
B A L A N C E 140•00

P R O V ID E R  C E R T I F I C A T I O N

15 I P R O V ID E R  R E F .  I

O UT PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE n o . 2 1 0 9 8 2
10 ' PATIENT INFORMATION STATE

USE

O N L Y

PROVIDER INFORMATION

COUPON OR A U T H O R IZ A T IO N  NUM BER
Crippled Children's Services

NAME OF P R O V ID E R

Richard L. Day, D.D.S. M.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

NAME OF PAT IENT

FORBUSH. Douelas

RACE

w
DATE  OF B IRT H  o PX

05 , 02 , 56
EL IG . CODE

30P
P R O V ID E R  ID. NO. C A T EG O RY

in

m

RESO U RC E PAYEE  ID NO. (if d if fe rent f rom  above)

N A T U R E  O F  A C C ID E N T  O R  I L L N E S S

** TH IS IS TO C E R T I F Y  THAT  THE FO REG O IN G  IS T R U E .  AC CU R A TE .  AN D  C O M PLETE  AND  IS 

IN COM PL IANCE  WITH T IT L E  V I OF THE C IV IL  R IGHTS  ACT  OF 1904 WHICH P R E C L U D E S  E X ­

CLUS ION  OR D ISC R IM IN A T IO N  ON THE G RO UNO S  OF  RAC E .  COLOR .  O R  N A T IO N A L  O R IG IN .  

I U N D ER ST A N D  TH AT  P A Y M E N T  A N D  SA T IS FA C T IO N  O F  THIS C LA IM  W ILL  BE FRO M  F E D E R ­

A L  AND  STATE  FUN DS .  AND  THAT  A N Y  F A L S E  C LA IM S .  ST A TEM EN T S  O R  DOCUMENTS . OR 

C O NCEALM EN T  OF A M A T E R IA L  FACT . M A Y  BE P RO SEC U T ED  U N D ER  A P P L IC A B L E  F E D E R A L  

O R  STA TE  LAW S . "

TO THE BEST  OF M Y  KNO W LEDGE  NO OTHER  R ESO U R C E  EX IST S .

REM A RKS : •9  ofv



P R O V ID E R  REF .CENTRAL OFFICE
D E P A R T M E N T  O F  H E A L T H ' S  S O C I A L  S E R V I C E S

STATE

USE

O N L Y

RACE

 i
P R O V ID E R  ID. M ODATE  OF B IRTH

—05  / — 0 2  / - 5 6 -

c a t e g o r y

PAYEE  ID  NO. ( i f  d i f fe rent f rom  above)

S T A T E  O F  A L A S K A

O UT PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE

P A T I E N T  I N F O R M A T I O N

COUPON OR A U T H O R IZ A T IO N  NUM BER
Crippled C h i l d r e n’s Services

NAME OF PAT IENT

_________ FORBUSh, Douglas

P R O V I D E R  I N F O R M A T I O N

NAME OF P R O V ID E R

Richard L. Day, D.D.S. M.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

N A T U R E  O F  A C C ID E N T  O R  I L L N E S S

D I A G N O S E S
D IA G N O S I S  C O D E  

(O PT .)

L IST  PR IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip A Palate

P R IM A R Y

749

SECO N D A RY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? CJiO Y E S  E H )  N O

C O M M E N T S :

S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO . (if ap p l i c a b le )

04971

REFERR IN G  OR 
CONSULTING PHYS IC IAN

11
S E R V IC E S  R E N D E R E D

D A T E  O F  
S E R V I C E

P L A C E  O F  
S E R V I C E  •

D E S C R I P T IO N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

10 6 9  R V S  
P R O C .  C O D E CHARGE STATE  USE O N LY

Hay 72
Treatment $50.00

June 72
II $50-00 .

■ T i l l y  7 9
II $50.00

. .

August 72 If $50.00

S t . 7 2 _ . II S50.no . . _
• P L A C E  O F  S E R V I C E

do doctor's office 
IL INDEPENDENT LAtt 
H patient's HOME 
IH INPATIENT HOSPITAl 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPI*. \L

1  2  C O O R D IN A T I O N  O F  O TH ER  BENEF ITS

\

/

T O T A L
C H A R G E

' -
:-X \ J . |  >MEDICARE PAID OTH ER  INS. T O T A L

- . . - ' L E S S

MEDICARE CO INS.MKOICAHC DIJOUCT. T O T A L

- ■ X
U N P A I D

B A L A N C E 1 '

P R O V ID E R  C E R T I F I C A T I O N

"  TH IS  IS TO C E R T I F Y  THAT THE FO REG O IN G  IS T RU E .  A C C U R A TE .  AND  C O M PLETE  A N D  IS 

IN CO M PL IAN CE  WITH T IT LE  VI OF THE C IV IL  R IGHTS  ACT OF 1904 WHICH P R E C L U D E S  EX  

CLUS ION OR D ISC R IM INAT IO N  ON THE G RO U ND S  OK RACE .  COLOR .  OR N A T IO N A L  OR IG IN .  

I U N D ER ST A N D  TH A T  P A Y M E N T  A N D  SA T IS FA C T IO N  OF TH IS  CLA IM  W ILL  BE FROM  F E D E R ­

AL  AND  STATE  FU N DS .  AND  THAT  A N Y  FA L S E  C LA IM S .  ST A TEM EN T S  OR DOCUMENTS . OR 

C O N C EA LM EN T  OF A M A T E R IA L  FACT . M AY  BE PRO SECU TE  D UN DE R A P P L IC A B L E  F E D E R A L  

OR  STATE  LAWS.**
TO THE BEST  OF M Y  KNO W LEDGE  NO O TH ER  R ESO URC E  EX IST S .

PROVIDER'S SIGNATURE DATE

R EM A RK S : 5

_________________________ _ _ _

R E S U B M I T T A L
IN D IC A T O R

M E D I C A L
R E V I E W



I!15
S T A T E  O F  A L A S K A  Li-

D E P A R T M E N T  O F  H E A L T H ' S  S O C I A L  S E R V I C E S

O V ID ERCENTRAL OFFICE
OUTPATIENT HOSPITAL » PRACTIT IONER > HOME HEALTH AGENCY INVO ICE 'NO

P A T I E N T  I N F O R M A T I O N P R O V I D E R  I N F O R M A T I O N

NAME OF PROVIDER
Richard L. Day, D.D.S. M.S 

//3606 Rhone Circle 

Anchorage, Alaska 99504

COUPON OR AUTHOR IZAT ION NUMBER

------- Crippled Child ren's Services
NAME OF PATIENT

   FORBUSIt, Douglas
C A TEG O RYPROVIDER ID. NO.DATE OF BIRTH

_Q5_ / _Q2_ /_ 5 f i

RESOURCE
F

PAYEE ID NO. (if different from above)

N A T U R E  O F  A C C ID E N T  O R  I L L N E S S

D IA G N O S I S  C O D E  
(O PT .)D I A G N O S E S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

Cleft Lip & Palate

SECONDARY

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (it a p p l i c ab le )

R E F ER R IN G  OR 
CONSULTING PHYS IC IANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?

04971C O M M E N T S

S E R V IC E S  R E N D E R E D

D E S C R I P T IO N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

I9 6 0  R V S  
P R O C .  C O D E

STATE USE ONLYCHARGE

Treatment

larch 72

CO O RD INATIO N  OF OTHER BENEFITS T O T A L
C H A R G Edo doctor’s office 

IL INDEPENDENT LAD.
H PATIENT’S HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
EOF EXTENDED CARE FACILITY
OH OUTPATIENT HOSPITAL

T O T A L

MEDICARE CO - INS. MEDICARE DEDUCT. T O T A L

U N P A ID
B A L A N C E

P R O V ID E R  C E R T I F IC A T IO N

REMARKS
’ ’ TH IS  IS TO C E R T I F Y  THAT  THE FO R E G O IN G  IS T R U E .  AC CU R A TE .  A N D C O M P L ET E  A N D  IS 

IN COM PL IANCE  WITH T IT L E  VI OF THE C IV IL  R IGHTS  ACT OF 19G4 WHICH P R E C L U D E S  E X ­

CLUS ION OR D ISC R IM IN A T IO N  ON THE G RO U N D S  OF RACE .  COLOR .  OR  N A T IO N A L  O R IG IN .  

I U N D ER ST A N D  THAT  P A Y M E N T  A N D  SA T IS FA C T IO N  OF THIS C LA IM  W ILL  BE FROM  F E D ER  

AL AND  STATE  FUNDS .  AND  THAT  A N Y  F A L S E  C LA IM S .  ST A TEM EN T S  OR DOCUMENTS . OR 

CO NC EALM EN T  OF A M A T E R IA L  FACT .  M AY  BE P RO SECU T ED  U N D ER  A P P L IC A B L E  F E D E R A L  

OR  STATE  LA W S ."
TO THE BEST  OF M Y  KNOW LEDGE  NO O TH ER  R ESO U R C E  E X IS T S .

M E D I C A L
R E V I E W

R E S U B M I T T A L
I N D IC A T O RP R O V I D E R ' S  S I G N A T U R E



CENTRAL OFFICE
OUTPA T IEN T  HOSP ITAL  « P R A C T IT IO N E R  •  HOME HEALTH AGENCY INVO ICE  ' N  O

P A T I E N T  I N F O R M A T I O N P R O V I D E R  I N F O R M A T I O N

U S E

O N L Y

NAME OF P R O V ID E RCOUPON OR  A UT H O R IZA T IO N  NUM BER

Richard L. Day, D.D.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

Crippled Children's Services

NAME OF PAT IENT
FORBUSH, Douglas

P R O V ID E R  ID. NODATE  OF B IRTH
05 , 02

C A T EG O RY

7  _  R E SO U RC E  PA YEE  ID NO. ( if  d i f fe rent f rom  above)
I . ____________________________

N A T U R E  O F  A C C ID E N T  O R  IL L N E S S

D IA G N O S I S  C O D E  
(O PT .)D I A G N O S E S

PR IM A R YL IST  P R IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip & Palate

S EC O N D A RY

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (It ap p l i c a b le )

REFERRING OR 
CONSULTING PHYSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?

C O M M E N T S
04971

S E R V IC E S  R E N D E R E D

D E S C R I P T IO N  O F  M E D I C A L  O R  
S U R G I C A L  P R O C E D U R E

P L A C E  O F  
S E R V I C E *

I9 6 0  R V S  
P R O C .  C O D E

STATE USE  O N LYCHARGE

Treatment

COORD INATION O F OTHER BENEFITSP L A C E  O F  S E R V I C E T O T A L
C H A R G Edo ooctor's office

IL INDEPENDENT LAtt
H patient's HOME
IH INPATIENT HOSPITAL
OC OTHER LOCATIONS 
NH NURSING HOME 
ECI* EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

T O T A LMEDICARE PAID

T O T A LMEDIC ARE CO-INS. MEDICARE DEDUCT.

U N P A ID
B A L A N C E

P R O V ID E R  C E R T I F I C A T I O N

REM A RK S
"  THIS IS TO C E R T I F Y  THAT THE FO REG O IN G  IS TRU E .  A C C U R A TE ,  A N D C O M P L E T E  ANO  IS 

IN COM PL IAN CE  WITH T ITLE  V I OF THE C IV IL  R IGHTS  ACT OF 10G4 WHICH P R E C L U O E S  E X ­

CLUS ION OR D ISCR IM INAT IO N  ON THE G RO U N D S  OF RACE .  C O LO R .  OR  N A T IO N A L  O R IG IN .  

I U N D ER ST A N D  THAT  P A Y M E N T  ANO  SA T IS FA C T IO N  OF THIS C LA IM  W ILL  BE FROM  F E D E R ­

AL  ANO  STATE  FUN DS .  AND  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR  DOCUMENTS . OR 

C O N C EA LM EN T  OF A  M A T E R IA L  F A C T .M A Y  BE PRO SECUTE  D UNDE  R A P P L IC A B L E  F E D E R A L  

OR  STATE  LAW S .”
TO THE BEST  OF M Y  KNOW LEDGE  NO OTHER  R ESO URC E  E X IS T S .

R E S U B M I T T  A L  
I N D IC A T O R

M E D I C A L
R E V I E WP R O V I D E R ' S  S I G N A T U R E







File
c*jsc(?nse

r ,v i< *  '■> Copy ,

PATIENT INFORMATION STATS
M & i
ishey:;:

PROVIDER INFORMATION

Coupon or Authorization Humber

HP" c\A 37037
Name of Provider

Fairbanks M e m o r i a l  H o s p i t a lName of Patient iRas'e!

ANDliRSOI^Peter A

Date of Birth Provider ID Number Category

Payee ID Number (if different from above)

3D;:HuH&e:tvAttending Physician 

Raymond Evans,MDHave all other payment sources been exhausted? I x I Yes f
Service Pre-Authorization No. (if applicableComments

D IAG N O SIS AND PRO CED U RES
Svc.Unit Primary Diagnosis 

C h ro n lr. Hron-chlffctasln

Billing Period Secondary Diagnosis Code

thru

Date of Discharge 
QA / 26 /

Primary Procedure Performed 
jjlon surg inpatient care

Code
90199

Consulting Physician ID Number Secondary Procedure Performed Code

PRO VIDER C E R T IF IC A T IO NSTATEMENT OF SERVICES RENDERED
RpfiT.ar.pfl "This is to certify that the foregoing is true, 

accurate, and complete, and is in compliance with 
Title VI of the Civil Rights Act of 196^ which px 
eludes exclusion or discrimination on the grounds 
of race, color, or national origin. I understand 
that payment and satisfaction of this claim will 
be from Federal and State funds and that any fals 
claims, statements or documents or concealment of 
a material fact, may be prosecuted under applica­
ble Federal or State laws."

To the best of my'>knowledge no other resource 
exists/ f/y /■ , Vf // /  /

A cs. nmmnda.ft.lea

1 Bed__________

i nr More Beds

Operating Room

RemarksOutpatient Services

Blood Administration see attached ledger copy
Pharmacy

Radiology

Resubmifctal
Indicator

Medical
Review

ilsdl? 11, , Surglea1 Supplies,

Mn/c-tonl Thornnv____________

Occupational Therapy_________

Speecli Therapy_________________

fnh-. 1 ri M  on T h p m  pv___________

Othay I C,f>«.p 1 Py)_____________

2 3 !} COORDINATION OF OTHER BENEFITS
Other

Benefits

Medicare 
Pa id

Total Total

Total
Charge



:  . .  - r  S T A T E  O F  A L A S K A  

D E P A R T M E N T  O F  H E A L T H  &  S O C IA L  S E R V IC E S

n o . 5 2 7 3 7 8H E A L T H  C A R E  F A C I L I T Y  I N V O IC E

P A T I E N T  I N F O R M A T I O N P R O V ID E R  I N F O R M A T I O NS T A T E R
U S E .

O N L Y
C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R  

4 4 7 5 8  D
N A M E  O P  P R O V I D E R

P r o v i d e n c e  H o s p i t a l

N A M E  O F  P A T I E N T
P a n t a g e s ,  J o h n  C

R A C E
■1

P R O V I D E R  I D  N O . 
P 3 E  4 0 9

D A T E  O F  B I R T H
H!9 / __ 0 5 / ___ 21

C A T E G O R Y
02

P A Y E E  I D  N O .  (if d i f fe ren t  f rom  above )C A S E  N U M B E R

A T T E N D I N G  P H Y S I C I A N  
Dr. 3. HunterHAVE A L L  O T H E R  P A Y M E N T  S O U R C E S  BEEN EX H A USTED ?

S ERV IC E  P R E -A U T H O R IZ T IO N  NO. ( i f  applicable)C O M M E N T S

D IA G N O S IS  A N D  P R O C E D U R E S

REF .  CODE P R I M A R Y  D IA G N O S I S  
c h e a t  x - r a y

D A T E  O F  A D M I S S I O N
_ H  /  2 8  / ____ 7 2

C O D E
7 3 8

S E C O N D A R Y  D IG A N O S I SB I L L I N G  P E R I O D  
1 2 ,  2 8 ,

TOT . DAYS C O D E

DIS . CODE P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
n o n  s u r g i c a l  o u t p a t i e n t  c a t e

C O D E
) 0 2 9 0

D A T E  O F  D I S C H A R G E
1 2 / ____ 2 8 /  7 2

S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D C O D EC O N S U L T I N G  P H Y S I C I A N

S T A T E M E N T  O F  S E R V IC E S  R E N D E R E D P R O V ID E R  C E R T I F I C A T I O N

BLOOD PINTS 
FURNISHED " THIS IS TO C ERT IFY  TH AT  THE FO REG O IN G  IS TRUE , 

ACCURATE, AND  COMPLETE AND IS IN  COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 W H ICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTAND  
THAT PAYMENT AND SAT ISFACTIO N OF TH IS C LA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS, A N D  THAT ANY 
FALSE CLA IM S , STATEMENTS OR DOCUMENTS. OR CON­
CEALM ENT OF A M A T ER IA L  FACT, M A Y  8E PROSECUTED 
UNDER APPLICABLE FED ER A L  OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOL1 RCG EXISTS .

C H A R G E

a CCOMMOO a T K W

3  O R  M O R E  B E D S
I N T E N S I V E  C A R E PRO V IDER’S S IGNATURE

S E L F  C A R E
N U R S E R Y

R E M A R K SO P E R A T I N G  R O O M
A N E S T H E S I A
O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y
R A D I O L O G Y

R E S U B M I T T A L
IN D I C A T O R

M E D I C A L
R E V I E WL A B O R A T O R Y

M E D I C A L  &  S U R G I C A L  S U P P L I E S
C O O R D I N A T I O N  O F  O T H E R  B E N E F I T SP H Y S I C A L  T H E R A P Y

O T H E R
B E N E F I T S

O C C U P A T I O N A L  T H E R A P Y M E D I C A R E
S P E E C H  T H E R A P Y

MEDICARE
PAIDI N H A L A T I O N  T H E R A P Y

O T H E R  ( S P E C I F Y ) INSURANCE 
DR OTHER PAY.

TOTAL

TOTAL
CHARGE

AMOUNT
BILLED



, S T A T E  O F  A L A S K A  

D E P A R T M E N T  O F  H E A L T H 'S  S O C IA L  S E R V IC E S

N O .  5 2 7 3 7 9H E A L T H  C A R E  F A C I L I T Y  I N V O IC E

P A T I E N T  I N F O R M A T I O N P R O V I D E R  I N F O R M A T I O NS T A T E  
U S E  / .  

O N L Y * 1
C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R  

4 4 7 5 8  C
N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s o i t a l

N A M E  O F  P A T I E N T
P n a t a g e s ,  J o l i n  C

R A C E

D A T E  O F  B I R T H
05, 06

E L IG .  C O D E  , C A T E G O R Y

C A S E  N U M B E R - ' P A Y E E  I D  N O .  (i f d i f fe rent  f r om  above)

A T T E N D I N G  P H Y S I C I A N
HAVE A L L  O T H E R  PA YM EN T  S O U RC ES  BEEN EX H A U STED ?

S E R V IC E  P R E -A U T H O h lZ T IO N  NO. ( i f  applicable)C O M M E N T S

D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S I O N
1? /  2£ / 12

SVC  U N IT P R I M A R Y  D IA G N O S I S  
C h e s t  x - r a y

C O D E233
B I L L I N G  P E R I O D S E C O N D A R Y  D IG A N O S I STOT. D A YS C O D E

D A T E  O F  D I S C H A R G E  
. 1 2  /  2 6  /  ' 7

P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
n o n  s u r g i c a l  o u t p a f c t i i t  c a r e

C O N S U L T I N G  P H Y S I C IA N S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D C O D E

S T A T E M E N T  O F  S E R V IC E S  R E N D E R E D P R O V I D E R  C E R T I F I C A T I O N

0.000 PINTS 
FURNISHED

PINTS
REPLACED

CHARGE 
PER PINT C H A R G E " TH IS  IS TO C ERT IFY  TH AT  THE FO REG O ING  IS TRUE , 

ACCURATE , A N D  COMPLETE AND  IS IN  COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTAND 
THAT PAYM ENT AND  SAT ISFACTIO N OF TH IS  C LA IM  W ILL  
BE FROM FEDERAL AND  STATE FUNDS, A N D  THAT A NY  
FALSE CLA IM S , STATEMENTS OR DOCUMENTS, OR CON­
CEALM ENT OF A M A T E R IA L  FACT, M AY BE PROSECUTED 
UNDER  APPLICABLE FED ER A L  OR STATE LAWS.”

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .

ACCOM M ODAT ION

3  O R  M O R E  B E D S
I N T E N S I V E  C A R E

PRO V IO ER’S S IG NATURE

S E L F  C A R E
N U R S E R Y

R E M A R K SO P E R A T I N G  R O O M
A N E S T H E S I A

1 0  O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y
R A D I O L O G Y

R E S U B M I T T A L
IN D I C A T O R

M E D I C A L
R E V I E WL A B O R A T O R Y

M E D I C A L  &  S U R G I C A L  S U P P L I E S
C O O R D I N A T I O N  O F  O T H E R  B E N E F IT SP H Y S I C A L  T H E R A P Y

O T H E R
B E N E F I T S

O C C U P A T I O N A L  T H E R A P Y M E D I C A R E
S P E E C H  T H E R A P Y
I N H A L A T I O N  T H E R A P Y
O T H E R  ( S P E C I F Y ) INSURANCE 

DR OTHER PAY.

TO TAL
C HARG E



P R O V I D E R
2 5  I provider REF.l xrc y a r l a n d ,  K e r r y

0 6

S T A T E  O F  A L A S K A  

D E P A R T M E N T  O F ^ H E A L T H  &  S O C IA L  S E R V IC E S .‘,T» -•

H E A L T H  C A R E  F A C I L I T Y  I N V O I C E n o . 5 2 7 3 8 5
2 0  P A T I E N T  I N F O R M A T I O N s t a t e A t. k»—

U S E > * £  ‘ 

O N L Y

P R O V I D E R  I N F O R M A T I O N
C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R

4 4 7 4 5  A
N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s ^ f c A l l

w , . - ..'. :  .v-
N A M E  O F  P A T I E N T

H e  F a r l a n d ,  K a r r y  S . 1 / ) f ) d _
R A C E

D A T E  O F  B I R T H  S E X j .
0 7  /  0 3  /  6 3  M  r r  F 1 1

E L I G .  C O D E -
■

P R O V I D E R  I D  N O .
P S H  4 0 9

C A ^ G O R Y

C A S E  N U M B E R  • R E S O U R C E P A Y E E  I D  N O .  ( i f  d i f fe ren t  f r om  above)

. s. 'j  ’• •' ‘ »♦ A T T E N D I N G  P H Y S I C I A N  

D r .  D .  R o b e r t s IDS l fHAVE A L L  O T H E R  PA YM EN T  S O U RC ES  BEEN EX H A U STED ?  C S ]  Y E S  □  NO
C O M M E N T S :

. . .  • v ■* - * ? «•«

S E R V IC E  PR E -A U T H O R IZ T IO N  NO. ( i f  applicable)
< - - » » . • --J '-- ■ ■

21
D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S IO N
1 2 / 3 0 / 7 2

R E F .  CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
o u t p a t i e n t  l a b w o r k

C O D E
7 3 8

B I L L I N G  P E R I O D
i ->  /  m  /  1 7 2  1 2 /  3 0 /  7 2

TOT. DAYS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 2  /  3 0  /  7 2

DIS . CODE 
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D
n o n  s u r g i c a l  o u t p a t i e n t  c a r e

C O D E
9 0 2 9 0

C O N S U L T I N G  P H Y S I C I A N I D  N O . S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D C O D E

22 S T A T E M E N T  O F  S E R V IC E S  R E N D E R E D P R O V I D E R  C E R T I F I C A T I O N

BLOOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION

1  B E D

2  B E D S

3  O R  M O R E  B E D S

I N T E N S I V E  C A R E

S E L F  C A R E

N U R S E R Y

NOT
REPLACED

m m

CHARGE 
PER PINT

RATE

O P E R A T I N G  R O O M

A N E S T H E S I A

O U T P A T I E N T  S E R V I C E S

B L O O D  A D M I N I S T R A T I O N

P H A R M A C Y

R A D I O L O G Y

L A B O R A T O R Y

M E D I C A L  &  S U R G I C A L  S U P P L I E S

P H Y S I C A L  T H E R A P Y

O C C U P A T I O N A L  T H E R A P Y

S P E E C H  T H E R A P Y

I N H A L A T I O N  T H E R A P Y

O T H E R  ( S P E C I F Y )

C H A R G E

10.00

R E M A R K S  f j r

" THIS IS TO C ERT IFY  THAT THE FO REGO ING  IS TR U E , 
ACCURATE, A N D  COMPLETE AND  IS IN COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISC R IM INAT IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTA ND  
THAT PAYM ENT AND  SATISFACTION OF TH IS  C LA IM  W IL L  
BE FROM FEDER AL AND STATE FUNDS, AND  THAT A N Y  
FALSE CLA IM S , STATEMENTS OR DOCUMENTS, OR CON­
C EALM ENT OF A M A T E R IA L  FACT, MAY BE PROSECUTED 
UNDER APPLICABLE FED ER AL  OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE £$

PROVIDER 'S S IG N A T U R E .

y - J -  JDATE

R E S U B M I T T A L M E D I C A L
I N D I C A T O R R E V I E W

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F IT S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
>R OTHER PAY.

T
TO TAL

CHARGE i n . n o /£■ * ? .. L E S S
0

M E D I C A R E

CO - INS. /
DEO.

\

TOTAL
)

AMOUNT
BILLED 1 0 . 3 0

REVUEP I././T.I



P R O V ID E R

0 6

S T A T E  O F  A L A S K A  

1 D E P A R T M E N T  O F  H E A L T H  &  S O C IA L  S E R V IC E S  '

1 25 |pRoviDEn REF.I TVritt:. vTrHn frT.

H E A L T H  C A R E  F A C I L I T Y  I N V O IC E n o : 5 2 7 4 3 2 ■

2 0 P A T I E N T  I N F O R M A T I O N S T A T E  
U S E  ‘ 

O N L Y

, P R O V ID E R  I N F O R M A T I O N

C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R
4 5 2 1 0  K N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s p i t a l
i

N A M E  O F  P A T I E N T  , 7
T r i t t ,  Y e r l i n  V . / ) [ ) C

R A C E

D A T E q F B I R T K  S E X  :
■ ' /  ~ L /  —  M n T  f h

E L IG .  C O D E P R O V I D E R  I D  N O .
m u  4 0 0

C A T E G O R Y
0 2

C A S E  N U M B E R R E S O U R C E P A Y E E  ID  N O .  (if different from  above)

A T T E N D I N G  P H Y S I C IA N
L .  T o n e s .

I D  N O .
HAVE A L L O T H E R  PA YM EN T  SO U RCES  BEEN EX H A U STED ?  O - Y E S  ( Z D  NO
C O M M E N T S : S ERV IC E  PRE -A U T H O R IZ T IO N  NO. (if applicable)

D IA G N O S IS  A N D  P R O C E D U R E S

H DA TE  O F  A D M I S S IO N
1  1 1 /  1 1 /  7 2

REF . CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
1 "  l a c  p u n c t u r e  w o u n d  m e d i a l  ( P . )  r o o t

C O D E
9 0 1

B I L L I N G  P E R I O D
1 1 /  1 0  /  7 2  1 1  /  1 0  /  7 2

TOT. DA YS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 1 /  1 0  /  7 2

D IS . C ODE  
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D
s u t u r e  w o u n d

C O D E
1 2 1 2  J

C O N S U L T IN G  P H Y S I C I A N ID  N O . S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D C O D E

S T A T E M E N T  O F  S E R V IC E S  R E N D E R E D P R O V ID E R  C E R T I F I C A T I O N

LU.OOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION
1 B E D
2  B E D S
3  O R  M O R E  B E D S
IN T E N S I V E  € A R E
S E L F  C A R E
N U R S E R Y

NOT
REPLACED

DAYS

CHARGE 
PER PINT

RATE

O P E R A T IN G  R O O M
A N E S T H E S I A
O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y

R A D I O L O G Y

L A B O R A T O R Y
M E D IC A L  & S U R G I C A L  S U P P L I E S
P H Y S I C A L  T H E R A P Y
O C C U P A T I O N A L  T H E R A P Y
S P E E C H  T H E R A P Y
IN H A L A T IO N  T H E R A P Y
O T H E R  ( S P E C I F Y )

C H A R G E

25.50

" THIS IS TO C ERT IFY  THAT THE FOREGO ING  IS TRUE. 
ACCURATE, AND  COMPLETE AND  IS IN COMPLIANCE W ITH 
T ITLE V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISCR IM INAT IO N  ON THE GROUNDS 
OF RACE. COLOR, OR NA T IO N AL O R IG IN . I UNDERSTAND 
THAT PAYMENT AND  SATISFACTION OF THIS CLA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS. AND THAT ANY 
FALSE CLA IMS, STATEMENTS OR DOCUMENTS. OR CON­
CEALM ENT OF A M A TER IA L  FACT. MAY BE PROSECUTED 
UNDER APPLICABLE FEDERAL OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .

PRO V IDER’S S IGNATURE .

VDATE

R E M A R K S :

+
R E S U B M I T T A L

I N D I C A T O R
• M E D I C A L

R E V I E W

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F IT S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
On OTHER PAY.

TOTAL
CHARGE 2 5 . 5 0 L E S S 0

M E D I C A R E

CO - INS.
/

OCD.

TOTAL
J

AMOUNT
DJLLLD 25.50

Tr/TTAT



P R O V I D E R
P R O V ID E R  R E F .

0 6

.

S T A T E  O F  A L A S K A  

D E P A R T M E N T  O F  H E A L T H  &  S O C IA L  S E R V IC E S

H E A L T H  C A R E  F A C I L I T Y  IN V O ' lC E  N O .  5 2 7 4 5 0

^ J u d y

2 0  P A T I E N T  I N F O R M A T I O N
/ S T A T E : / /

U S E

O N L Y  .

P R O V I D E R  I N F O R M A T I O N

C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R  
4 4 7 5 6  A

N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s p i t a l
. . .  . . . . .N A M E  O F  P A T I E N T  .. ,  /  \  

H u e  H e r ,  J u d y R A C E  .•;/ T.

D A T E  O F  B I R T H  S E X  •
10 /  1 2 / 4 5  • M C ]  F I " ?

E L I G .  C O D E / P R O V I D E R  I D  N O .  
P R H  4 0 9

C A T E G O R Y

C A S E  N U M B E R  :; v . - r  y V R E S O U R C E / g y ; P A Y E E  I D  N O .  (i f  d i f fe ren t  f rom  above)

 ̂* . '•* p ^ * » A T T E N D I N G  P H Y S I C I A N
B r o w n s b e r g e r

I D  N O . - . .
HAVE A LL  O T H E R  P A Y M E N T  S O U R C E S  BEEN EX H A U STED ?  C D  Y E S  C Z 1  NO
C O M M E N T S :

- . 7* „ v 4-. '■* 1
..  i *

S ERV IC E  P R E -A U T H O R IZ T IO N  NO. ( i f  applicable)
. . ■■ir.. • . • .........  ■

i -V 3  SC.

21
D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S I O N
1 2  /  1 4  /  7 2

R E F .  CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
r a i s e ,  l a b  -?*/■.

C O D E
7 8 8

B I L L I N G  P E R I O D  ,  _  ...........
1 2  /  1 4  /  7 2  1 2 /  1 4  /  7 2

TOT. D A YS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 2  /  1 4  /  7 2

D IS . CODE  
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
O u t p a t i e n t  c a r e

C O D E
9 0 2 9 0

C O N S U L T I N G  P H Y S I C I A N ID  N O . S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D C O D E

22 S T A T E M E N T  O F  S E R V IC E S  R E N D E R E D P R O V ID E R  C E R T I F I C A T I O N

□LOOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION
1 B E D
2  B E D S
3  O R  M O R E  B E D S
I N T E N S I V E  C A R E
S E L F  C A R E

N U R S E R Y

NOT
REPLACED

-D A Y ? .

CHARGE 
PER PINT

RATE

O P E R A T IN G  R O O M
A N E S T H E S I A
O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y

R A D I O L O G Y

L A B O R A T O R Y
M E D I C A L  &  S U R G I C A L  S U P P L I E S
P H Y S I C A L  T H E R A P Y
O C C U P A T I O N A L  T H E R A P Y
S P E E C H  T H E R A P Y
IN H A L A T I O N  T H E R A P Y

22

O T H E R  ( S P E C I F Y )

C H A R G E

2 5 . 0 0

" TH IS IS TO C ERT IFY  THAT THE FO REG O ING  IS TR U E , 
ACCURATE, AND  COMPLETE AND IS IN  COMPLIANCE W ITH  
T IT LE  V I OF THE C IV IL  R IGHTS ACT OF 1964 WH ICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UN DERSTA ND  
THAT PAYMENT AND  SAT ISFACTIO N OF TH IS C LA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS, AND  TH AT ANY  
FALSE CLA IMS, STATEMENTS OR DOCUMENTS, OR CON­
C EALM ENT OF A M A T E R IA L  FACT, M A Y  BE PROSECUTED 
UNDER  APPLICABLE FED ER A L  OR STATE LAW S .”

TO THE BEST OF MY KNOWLEDGE NQXDTHER,RESOURCE£XI<

PROVIDER 'S S IGNATURE

...............

R E S U B M I T T A L
IN D I C A T O R

M E D I C A ^
R E V I E W ,.L -

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
3R OTHER PAY.

TOTAL
CHARGE 2 5 . 0 0 c2S'.<^

M E D I C A R E

CO - INS. /
DEO.

\
TOTAL )

L E S S .00
AMCUNT
BILLED 2 5 . 0 0



V
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j:
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1650 Cowlas 

FAIRBANKS, A L A S K A  99701

v orcw^rco nv
LUTHERAN HOSPITALS ANO IIOMCS SOCIETY 

FARGO. NORTH DAKOTA 39102 7~h •'

I ■

~3

J;
I
A.

May 31, 1975

Dear Sir:

7

I*
i:

!i
~A

f
|i
?!

P a t i e n t :  A n d e r s o n ,  P e t e r  A .

I D  II D P W  O A A  32037

Group Name: MAID
*

Admission Date: April 13, 1971

On January 30, 1975 this hospital submitted a claim on the above 

named person. As of this date we have received no information regarding 

payment nor final disposition. Please advise as to the status of 

mentioned claim. Your immediate attention will be appreciated.

Sincerely, .

C q H v u  H q m w  

)
Mrs.RffdiuJa N c u a a n  

Insurance

W e h a v e  s e n t  m u l t i p l e  r e q u e s t s  f o r  p a y m e n t  o n  
t h i s  p a t i e n t ,  a n d  h a v e  r e c i e v e d  * n o  r e s p o n c e  f r o m  
y o u .  Y o u r  i m m e d i a t e  a t t e n t i o n  t o  t h i s  p a s t  d u e  
a c c o u n t  w i l l  b e  a p p r e c i a t e d .

REPLY: / J )

•)

ii

!l

1

•)



BASIC PLUS MAJOR MEDICAL P U N

> £SPLANAT!ON OF BENEFIT PAYMENT   ____ ____________________ _ w / ? 5 3 g o a y r z 7 & 'V

I- - / ~ )  .  K e y  - L - ' i . - c . .C o n t r o l  N o .  f  S u f

r L m m n  v — • ^ 7- ^  ; ' J
M  *<f S '/ cS  : nerf! Nn. V  3 3 -  7 5 1 0  A  Dependent (Fi

Year/ Sheet No.. _ ji Statistics Yes □

Tctal Benefits Charged Against Maximum Prior 
To This Payment (On First Worksheet For Each 
Calendar Year Adjust For Automatic Restoration 
If Included In P lan).

. C H A R G E S  B Y

: ( F i r s t  N a m e ) .

f/j.ska. U /rt ic
V  •

<7

D A T E S
I N C U R R E D

A M O U N T
O F

C H A R G E S

E X P E N S E S  
N O T  • 

C O V E R E D

M I
* J if / 't y c s X .1 0

'd k

C O V E R E D  
E X P E N S E S

m m2 d  d 3 3 .9 C ,
m u  m m

r g £ S 5  K 2 U  U L L
T O T A L S

BASIC
B E N E F I T S

$ _k S D .Q L

I o d e  tzhc^QFTS CXAc c .g s ,s W  Q  n.- k s > W  c k ^ g £ ‘ .j& JU fZXX______

B A S IC  B E N E F IT  P A Y M E N T

(D
o $ U d

S e e  
C o m m e n t  

N o .

M A D E  T O :
□ ( T h i s  b o x  c o m p l e t e d  o n l y  i f  a c t u a l  

p a y m e n t  d i f f e r s  f r o m  “ B "  a b o v e ) —

v -

S. S. Suf. Clmt Code" , - . State ■ /

' I e c u
n.~! Anmuiir .. iScccia! . . j . . n t r r ? - ■ |~-rjs '.U-I.Amoimti.~- -• •

•'.mount : sccci.-i (*.* Class CCI Amount

Special

Special

T h i s  S e c t i o n  C o m p l e t e d  O n l y  
I f  M a j o r  M e d i c a l  D e d u c t i b l e  
H a s  N o t  B e e n  S a t i s f i e d .

E X P E N S E S  A P P L f E D  T O  M E E T  Y O U R  

M A J O R  M E D I C A L  D E D U C T I B L E  

F O R _________________ / _ Y E A R

C O V E R E D  . o< :c  
E X P E N S E S  L e s s  B E N E F I T S

T h i s  W o r k s h e e t  $ -

P r e v i o u s  W o r k s h e e t s  $ _
T O T A L  F O R  Y E A R

T O  d V t e  $ _

N o t e :  M a j o r  M e d i c a l  B e n e f i t s -  
w i l l  b e  p a y a b l e  w h e n  
t h i o  a m o u n t  e x c e e d s  

 y o u r  d e d u c t i b l e .

Processor. M

Clmt Age Salary

_______A A /

Disa
Type
Claim DedA. . . a A

c/over
Days

Confined
Days 

Pvt Rm

a A
M A J O R

M E D I C A L

B E N E F I T S

< A >
C O V E R E D

1 .

2.

3.

4.

5.

6.

S u m  o f  
1  t h r u  6 =

B A S I C

Mlsc Fees _A
Total Hosp^ A
K Allow InvA 1&

Surg Fees A
Phys Fees A
Nurses A
Drugs r.
All Other

ToUl
Covered 11

I -'O

Basic Ben

- ♦ J e s s

r \  u u v c n c u  > . . .  o n o iv .
1/ E X P E N S E S  L e s s  B E N E F I T S  I &

6 ( = >

S e e
C o m m e n t
N o .

P L U SI
□  P r i o r  E x p e n s e s  t o  b e  A p p l i e d  

A g a i n s t  T h i s  Y e a r ' s  D e d u c t i b l e  5 _

T O T A L  E X P E N S E  E L I G I B L E  
U N D E R  M A J O R  M E D I C A L  £

L E S S

□  D E D U C T I B L E

B e n e f i t  J \ Q
C a l c u l a t i o n  S  t 2> (Sv  L 7  %  —

M A J O R  M E D IC A L -

B E N E F IT  P A Y M E N T

□  ( T h i s  b o x  c o m p l e t e d  o n l y  
i f  a c t u a l  p a y m e n t  d i f f e r s  
f r o m  a b o v e ) __________________________

T O T A L  C H A R G E D  A G A I N S T  
M A X I M U M  ( P L A N  L I M I T  O F

5 m D c ^ o O )
J U C l L

•• : <

e q u a l s

1 t»n

“ a  I
2 Ul - ."A'
♦a

.in

a
a-

c-
S

a

LM
ru
r ummm m

•v3

■^3

- a

I



i . l ' C J O L

_________________________________________________ m w I ' T / T * ' !
K e y  ' • v . i .  C o n t r o l  N o . ; . . i f - S u f  ^  ’

•• g 1 V'-: v ■ " ;-"v ?

X f ^ B A S l C  PLUS MAJOR MEDICAL P U N  ^

‘ ' ">PLANATION OF BENEFIT PAYMENT A ^ C ^ o O ^ Q V . A

Yeor^ Sheet No.. -A  Statistics Yes □

Total Benefits Charged Against Maximum Prior 
To This Payment (On First Worksheet For Each 
Calendar Year Adjust For Automatic Restoration 
It Included In Plan).

i h e / 'S / lc  0  C e r t :  No.y ify  3>2-' <7S ~ ?C ):A n p n p n d p n t  l F i f s t  H a m e )

js f '

1.

C H A R G E S  B Y

l lll? 2 ~ 0 / / x / 't

k a . G / n ic

D A T E S
I N C U R R E D

A M O U N T
O F

C H A R G E S

E X P E N S E S  
N O T  • 

C O V E R E D
C O V E R E D
E X P E N S E S

7VB h
^ h > c s n n

‘ % S / d  5 1 . ^ 1

i3 k M

d L 2 o V  o 5  
4 1 2 L .  f r T T

r « s s  î CP/o X f£ L
T O T A L S

B A S IC

B E N E F IT S

®
L 3 m \

311 orole t h r o n e  s  c u e  c g s s W  q

i k d igiJ

B A S IC  B E N E F IT  P A Y M E N T

CD

0 3
qL>

ZL S e e  
C o m m e n t  

N o .

M A D E  T O :

( T h i s  b o x  c o m p l e t e d  o n l y  i f  a c t u a l  
p a y m e n t  d i f f e r s  f r o m  " G "  a b o v e ) —

s . s . su f. State •/

'  • S V " <
n n Aninun* ,  , 13-t.

i >. •> ,*

i 1

cm! r.o

i / > * 7  (

c lm t Code

-rjr.l-. l Amount —

:n jur.t j SuwC in ®  Class CCI Amount Special

• ' : 
----- 1------------------------

Special

T h i s  S e c t i o n  C o m p l e t e d  O n l y  
I f  M a j o r  M e d i c a l  D e d u c t i b l e  
H a s  N o t  B e e n  S a t i s f i e d .

E X P E N S E S  A P P L I E D  T O  M E E T  Y O U R  

M A J O R  M E D I C A L  D E D U C T I B L E  

F O R _________________jL ____ Y E A R®
C O V E R E C
E X P E N S E S  L e s s  B E N E F I T S

T h i s  W o r k s h e e t

P r e v i o u s  W o r k s h e e t s  
T O T A L  F O R  Y E A R

T O  D A T E $ .
N o t e :  M a j o r  M e d i c a l  B e n e f i t slaic

w i l l  b e  p a y a b l e  w h e n  
t h i s  a m o u n t  e x c e e d s  
y o u r  d e d u c t i b l e .

Processor- M

Clmt Age Salarya A 4
Disa

Type
Claim DedA A A

c/over
Days

Confined
Days 

Pvt RmA A A
M A J O R

M E D IC A L

B E N E F IT S
S u m  o f  
1  t h r u  6 -

®

Mlsc Fees • A
Total Hosp^ 4
K Allow InvA 1

Surg Fees A
Pliys Fees A
Nurses A
Drugs

A
All Other

Total
Covered A,
Basic Den A

( •

- * - l e s s

A  C O V E R E D  B A S I C  W C
1 /  E X P E N S E S  L e S S  B E N E F I T S  0 _ 2

S e e
C o m m e n t
N o .

P L U S

\ e q u a l s

j |  P r i o r  E x p e n s e s  t o  b e  A p p l i e d
A g a i n s t  T h i s  Y e a r ' s  D e d u c t i b l e  $ _

T O T A L  E X P E N S E  E L I G I B L E  
U N D E R  M A J O R  M E D I C A L  i V s

L E S S

I
~\  D E D U C T I B L E

B e n e f i t  
C a l c u l a t i o n  $

MAJOR MEDICAL
BENEFIT PAYMENT 

( T h i s  b o x  c o m p l e t e d  o n l y□  ti
i f  a c t u a l  p a y m e n t  d i f f e r s  
f r o m  a b o v e )

. Dato

HC7AS OFFICE CO PY .

T O T A L  C H A R G E D  A G A I N S T  
■ M A X I M U M  ( P L A N  L IM I T  O F

3 u :. 0 ) M L
Cat 238333 

-Prinlpf’.-ln UJLA
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;& CASUALTY

iployce’s Name.

MEDICAL INSURANCE PLAN

EXPLANATION OF BENEFIT PAYMENT

_ _  a
C . . A  7
 / -•; z . V - ■ A , 2 -to

3  -

Certificate No. / / S * ?  3 -'v Year.

v ^ A t l a n t i c R i c h i i a l r i C o m p a n y

_ 2 L . 5 -  Sheet No. O  Key rf- >*^

IF DEPENDENT (FinST NAME)

e g .  / 1 d d ' o & j

RELATIONSHIP

\ Q — „

JNTROL NO. SUF. SCD S.S. SUF. STATE

A U lJ -

CLM'T.

* 2 .

CODE

CHARGES BY
DATES

INCURRED

AMOUNT ...r U r U t Q W  ....
^  COMMENT NOT COMMENT COVERED DASIC

CHARGES NO. COVERED Nof EXPENSES BENEFITS

I o

EXPENSES 
NOT

*
/ /

? s) n

®ASIC COMMENT
CO-INS. n o .

ELIGIBLE 
MAJOR MEDICAL 

EXPENSES

<̂r-- V / Y r  ^ n rQ _ 5 / - < t s i / F t t 3 2 >  ^ . 3 3 m

% -X-?, -=v-l—'O'

n n  ........ m

n

i

n m

. n  ... . n . .  m

TOTAL L - O

AYhlENTS MADE TO:

5/

pdL. 13. >2. -H- ^ . ^ 4  ~  c j Z . ^ C ?

AMOUNT n  (This box completed only if actual 
. payment differs from above) ►>.

(). c>‘~iA ,
V
s

Including the expenses on this form, 
you have accumulated $---------

toward your 19- deductible of 
$1G0. When this amount, is met, Major 
Medical payments v/ill' be payable.

JAL Ai\iQl!$T*CHARGED AGAINST 
'^/^SVOjllRJ/IATOh MEDICAL LIFETIME
y ^ y i M v u M :  $___________________

c ~ n >  Z ^ . ' T 'O  dioJsrrx.

COMMENTS:__________________

Prior Expenses toward 
This Yr’s Deductible

TOTAL EXPENSE ELIGIBLE 
UNDER MAJOR MEDICAL

LESS DEDUCTIBLE 

NET ELIGIBLE EXPENSE

MAJOR MEDICAL

$ X - ? .  -:M

S______________________

% 3£>

/■ ? %

BENEFIT PAYMENT 
Q  (This hex completed only 

if actual payment differs 
from above)___________

PROCESSOR:. DAT/ */ *> / < /
Comments arc listed on the reverse side of this form. 

fOTE:
his form may be useful to you in the preparation of your Federal Income Tax Return.

•■C.503M) Ed. 3-73 EMPLOYEE COPY
Printed ill U.S.A.



BASIC PLUS MAJOR MEDICAL PUN (PUNATION OF BENEFIT PAYMENT j 8 0  a33 ? C 0 0 ^ 7 7 ^
Sheet flo..

Key Control No. Suf

StaMf.'cs n 5 s r
Benefits Charged Against Maximum Prior 

To This Payment (On First Worksheet For Cach 
Calendar Year Adjust For Automatic Restoration 
If Included In Plan).

.Employee. A  Dependent JFirst Namfl

M.se l

IL

See 
Comment 
No.

CHARGES BY
DATES

INCURRED

AMOUNT
OF

CHARGES

EXPENSES
NOT

COVERED
COVERED
EXPENSES□ / .

2 ^ a

i / il  &

□  •  □  _□
COMMENTS

TOTALS

7 /

BASIC BENEFIT PAYMENT5Z>

BASICBENEFITS

(D

ejC-CdtiLe.

See 
Comment 

No.

PAYMENTS MADE TO:
□ (This box completed only if actual 

payment differs from "B" above)—

S. S. Suf. SI T o  Clmt ~Codp

5 7  ,  a y
®  Class

•
; *

PCI Amount

S

Special ©  Class PCI Amount

$

Special

©  Class 1A CCI Amount

3

Special ( j)  Class PCI Amount 

$ :

Special

REMARKS:

This Section Completed Only 
If Major Medical Deductible 
Has Not Been Satisfied.

EXPENSES APPLIED TO MEET YOUR 
MAJOR MEDICAL DEDUCTIBLE 
FOR ^ yL^-YEAR

®  (D
COVERED ,__ BASIC
EXPENSES Less BENEFITS

This Worksheet

Previous Worksheets 
TOTAL FOR YEAR

TO DATE
Note: Major Medical Benefits 

will be payable when 
this amount exceeds 
your deductible.

Processor- Q d

Clmt Age SalaryA A A
Pisa

Typo
Claim PedA A

c/over
Pays

Confined
Days 

Pvt Rm4 A AMAJORMEDICALBENEFITS

1
Total Hcio \ • ’

h Altcw \\r.7. .

Surg Fees

■fn ’ ‘L i  ‘
Phys Fees

Nurses

Drugs

Sum of 
1 thru 6 =

All Other

Total
Covered

Basic Ucn

-•Jess

COVERED BASIC
1/ EXPENSES Le5S BENEFITS L

See
Comment
No.

PLUS

j equals

j | Prior Expenses to be Applied
Against This Year's Deductible f. 

TOTAL EXPENSE ELIGIBLE
UNDER MAJOR MEDICAL L

LESS

\
Q  DEDUCTIBLE

Benefit 
Calculation S

MAJOR MEDICAL
BENEFIT PAYMENT 

(This box completed only□  u
if jctuai payment differs 
from above)

TOTAL CHARGED AGAINST 
MAXIMUM (PLAN LIMIT OF

J . Pate

H Q M £  Q E H L E  r o p y
. Cat. 733333 

—  °f" ' ' ‘ '
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CENTRAL OFFICE COPY. S T A T E  O F  A L A S K A  . I 15 I PROVIDER REF.

i-v x DEPARTMENT OF HEALTH &  SO€l&L SERVICES

1 OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N

Smith

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic
NAME OF PATIENT

H r  BosveldBilly Smith
PROVIDER I.D. NO.

ROB 389
CATEGORY

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)
ALC501

CASE NO.
X  I I

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)DIAGNOSIS
PRIMARYLIST PRIMARY DIAGNOSIS FIRST

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

»  PLACE OF SERVICE

TOTALOTHER INS.MEDICARE PAID00 OOCFOPS OFFICE
It INDEFtNOENT tAE

PAFIENIS HOME

01 OTHER lOCATIOFF TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NM NUPSFNO HOME
ECF ERIENOEO CARE FACUIIF UNPAID

BALANCEOH OUTPATIENT HOSPITAt

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL dFFICE COP Y

0 6 .

S T A T E  O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF.
Penn ]

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE NO. 7 4 7 3 1  A
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic 

Dr. DePalatis

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH - — f  SEX ,---.

FU
ELIG. CODE PROVIDER I.D. NO. CATEGORY

SAD 4-17
CASE NO.
■-V' ■. , 5 ?•■;.:

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

ALC 501

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

YES K KHAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

11 S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF ♦ 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

5 / 4 / 7 2 DO M x M x & M E m x x / t a x K i a  esc 85010 8.00 ■ ■ '

5/9/72 DO AHylase 82150 12.00

5/9/72 DO Chest 2 Views 71020 00 .00

6/5/7? DO Brief E x a m  Eval A /o Treatment 90050 1 2 - 00
| ?;5 9 0-9

io/2 5/7:1 DO Brief E x a m  Eval A/0 Treatment 12.8b
if o:

fa?}--* nftyj v *.*

* PLACE OF SERVICE

OO DOCTORS OFFICE 
Ft INDIFtFIDENT FAB.
M PATIENTS HOME 
tH INPATIENT HOSPHAl 
Ot OTHER IOCATION 
F.H NURSING HOME 
ECF EITENDEOCARE EACIU1T 
C*l OUTPATIENT HOSPlTAl

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 68.00

| f|
MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

M
UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. 1 UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE E X IS T S ^ _ _ _ n

REMARKS: f y  /

/  .

••

RESUBMITTAL MEDICAL 
INDICATOR REVIEW



CENTRAL OFFICE COPY . , S T A T E  O F  A L A S K A  I 15 I PROVIDER REF,

/ V /  DEPARTMENT OF HEALTH &  SOCIAL SERVICES

' OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N

PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic 

D r . ̂ H P a l a t i s
PROVIDER I.D. NO.

SAD kI?

NAME OF PATIENT

Elmore Penn
DATE OF BIRTH ELIG. CODE CATEGORY

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

ALC 501

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)DIAGNOSIS

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

2/15/72 V Pressure Oath Place Percutan

^j-950Appendectomy

2/15/72 ADD Drain Pancreatitis

Brief E x a m  Eval A.O Treatment
COORDINATION OF OTHER BENEFITS* PIACE OF SERVICE TOTAL

CHARGETOTALOTHER INS.MEDICARE PAID00 DOCTORS OTTiCI
It INDEPENDENT IAS
H PATiENTS HOME
TM INPATIENT H0SP1TAI
Ot OTHER tOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECT EATENDED CARE fACIIITV UNPAID

BALANCEOH OUTPATIENT MOSPITAt

P R O V I D E R  C E R T I F I C A T I O N
REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.

—RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



S T A T E  O F  A L A S K A

'

15* CENTRAL OFFJCE COPY -

DEPARTMENT OF HEALTH &  SOCIAL SERVICES 

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE

 r

O T P ? ;

PROVIDER REF. penn

0 6 NO. 7 4 7 3 3  A
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The AT.ska Clinic 

Dr. Cates

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH ^ r--y  SEX ,---,

7 5 - ^ K  '□ ,-y. • ■- ... -r - .

PROVIDER I.D. NO. CATEGORY

VAC 419
CASE NO. /, RESOURCE

1

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

ALC 501

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

/  y ^ .

PRIMARY

SECONDARY

YES 'dK
 7

HAVE ALL OTHER PAYMENT SOURCES'BEEN EXHAUSTED? N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

11 S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

2/15/72 D O ABD Comp Inc Decub-Erect 74020 32.00 ■ f. -* V • s .
a- - ' •

2/15/72 D O UA 81000 4.00
1

2/15/72 DO CBC 85010 8/00

2/15/72 D<) Sed Rate 85650 6.00 •

2/15/72 SO Kmulase 82150 12.00

.. J *

-

* PIACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL 62.00
'

DO DOCTORS Office MEDICARE PAID OTHER INS. TOTAL CHARGE
11 INDEPENDENT 1*8 
M PATIENTS HOME ' ►

LESS

Ol OIHER tO-CAPON 
NH NURSING HOME

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

ECf EMENDED CAEE lACIUTi 
OH OUTPATIENT HOSPITAL - . , . ' . - . : H

UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

provider y y

SIGNATURE C  I  y ( . __________  _DATE ' _____________

REMARKS:

' C ry c - fy
'YY'i-

RESUBMITTAl
INDICATOR

MEDICAL 
REVIL «v

06-7014 ■



CENTRAL OFFICE COP Y

0 6 .

S T A T E  O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. | p e n n

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 7 4 7 3 4  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Olinic 

Dr. To vines

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH _  /A SEX p— . EUG. CODE
'

PROVIDER I.D. NO. CATEGORY

PJT 139
CASE NO. / PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

AIC 501

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST y  .-7 s f J  _  , „ " 7 ^

A  L  ^  ' ^

PRIMARY

/

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES %] N O  □ SERVICE PRE-AUTHORIZATION REFERRING OR

COMMENTS: / NUMBER (IF APPLICABLE)
PHYSICIAN

n  S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

■

2/19/72 : IH Kosp Vis W Brief Exam 90240 12.00
' v. ';: - t i

2/20/7;: IH H osti Vis \1 Brief Exam 90240 12.00 •

..........

■ Wp.<.;§

* PUCE OF SERVICE00 OOCtO«S OfHCt 
11 INDtKNMNI IA»
H PA 1 If NTS MOMt
IM INPAIlENt HOVniAt
01 OIMER lOCAtiON 
NH NC'BSINO MOMl
CCI FAIENOED <A« FACIUtt 
OM OUtPATlCNl HOSPiTAl

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 24.00MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

H'

UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER ' / ?  
SIGNATURE

REMARKS:

j-

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



S T A T E  O F  A L A S K A  ^5 p ro v id e r re f

DEPARTMENT OF HEALTH &  SOCIAL SERVICES 

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N

CENTRAL OFFICE COPY 2-908740-1

PATIENT INFORMATION STATE
USE

O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. Robert W. TaylorNAME OF PATIENT

Topper, Charles
DATE OF BIRTH

12/05/16

PROVIDER I.D. NO. CATEGORY

____________
CASE NO.m m PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

ARTERIAL EMBOLISM AND THROMBOSIS

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE STATE USE ONLY 

 ___

1969 RVS 
PROC. CODE CHARGE

10/22/73 IH 32900SURGERY

COORDINATION OF OTHER BENEFITS* PIACE Of SERVICE TOTAL
CHARGETOTALMEDICARE PAID OTHER INS.DO OOCIORS OfllCI

M PAD!NTS HOME
IH INPAIIEN1 HOSRJTAl
Ol OTHER lOCAHON TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NM NURSING HOME

UNPAID
BALANCEOH OJIPAItENI HOSPlTAl

P R O V I D E R  C E R T I F I C A T I O N
REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY PROVIDER REF. 2-730290-1

STATE
USE

O N L Y

PROVIDER INFORMATION
NAME OF PROVIDER

Dr. Joseph K. Johnson

PROVIDER I.D. NO. CATEGORY

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881__________________

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE.

REMARKS:

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST 

ACUTE AND SUBACUTE NECROSIS OF LIVER 

FRACTURE OF VAULT OF SKULL

PRIMARY

570

800

f-' DNDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

S E R V I C E S  R E N D E R E D
DATE OP 
SERVICE

PLACE 
OF ♦ 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

01/21/73 IH E R BRIEF EET-FEW 90500 34.00

01/21/73 IH BRIEF EET-5 @ 12.00 90240 60.00

01/21/73 IH COMPR HE EV 90620 70.00

* PUCE OF SERVICE

DO DOCTORS OFFICE 
11 INDfPCNGINT LAB 
H PATIENTS HOME 
IH INPATIENT HOSPlTAl 
Ol OTHER IOCATION 
Nit NURSING HOME 
ECF ERTCNOED CARE EACHIEP 
OH OUTPATIENT HOSPlTAl

12 COORDINATION OF OTHER BENEFITS J TOTAL
CHARGE 164.00 / J 1 7 &MEDICARE PAID OTHER INS. TOTAL

V •' ’*■ . \ •; *. • •' LESS ' : • .
...

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

H
UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

S T A T E  O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE

PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

NAME OF PATIENT

Pyers, Alice C.
DATE OF BIRTH

03/01/34

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

06-7014



CENTRAi/OFFfcE copy . * %  S T A T E  O F  A L A S K A  115 | p r o v id e r  r e f .

( X /  ~ 1 DEPARTMENT OF HEALTH &  SOCIAL SERVICES

V Q  'OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N

2-886058-2

PROVIDER INFORMATION0 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

72-262-41-461______________

STATE
USE
O N L Y

NAME OF PROVIDER

Dr. Charles W. TownsendNAME OF PATIENT

 Thomas. Lottie
PROVIDER I.D. NO. CATEGORYDATE OF BIRTH

04/16/26__________
CASE NO.

■■ ■ ..... - A-
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)DIAGNOSI
PRIMARYLIST PRIMARY DIAGNOSIS FIRST

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS;

S E R V I C E S  R E N D E R E D
PIACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE STATE USE ONLYCHARGE

83440

84455
09/25/72 DO 

■Q.9./_25/.7..2 ... DO 
09/25/72 DO

09125/12 DO

09/28/72 DO

09/28/72 DO 

09/28/721 DQ
♦ PLACE OF SERVICE

T-3 OR T-4 UPTAKE
SGOT. COLORIMETRIC OR FLUO

CHEST
POTASSIUM. BLOOD_____________

SGPT, COLORIMETRIC OR FLUO 

ABDOMEN. SINGLE VIEW-KUB 

BRIEF ET-EST

JEKG______________________________________

71010

84140

84465
74000

90040

93000

88100

74240
CYTOPATH, SMEARS, GENITAL

U PPER GASTROINTESTINAL TR________
[I COORDINATION OF OTHER BENEFITS TOTAL

CHARGETOTALOTHER INS.MEDICARE PAIDno OOCIOP5 OPIICE
It INDEPENDENT IAB

PATIENTS MOM

Ol OIMER LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECE EXTENDED CARE FACIIItr UNPAID

BALANCEOH OUTPAIIENt MOSPHAi

P R O V I D E R  C E R T I F I C A T I O N
REMARKS;

"THIS IS TO CERTIFY THAT THE FOREGOiNG IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND Ol: RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



S T A T E  O F  A i A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

PROVIDER REF.

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O .

2-805983-3

96655A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

72-334-41-934

NAME OF PROVIDER

Dr. Nicholas F. DeelyNAME OF PATIENT

Sheakley, Baby Boy

RACE

DATE OF BIRTH --- SEX .---.

11/18/72 M  B; '1— 1

ELIG. CODE-.

f t C d
PROVIDER I.D. NO. CATEGORY

NFD 312

c q 0 l J o ,
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAI ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. (j’-CWyi .DATE

REMARKS:

r m  ga l
RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

04-70)4 ®.



PROVIDER REF.

PROVIDER INFORMATION

USE
O N L Y

NAME OF PROVIDER

Dr. Edwin Lindig.'iV

.,,v*___
PROVIDER I.D. NO. CATEGORY

   _
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

90560

CENTRAL OFFICE COPY S T A T E  O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES
2-668637-1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE 96682A
10 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

NAME OF PATIENT

0 1Brian, Geraldine L.
DATE OF BIRTH

12/12/43

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

CHRONIC SINUSITIS

PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF ♦ 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

01/26/73 E R  INTER EF-T-EST

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.

REMARKS:

r s 'O

TOTAL
CHARGE 30.00

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

* PLACE OF SERVICE 

DO DOCTORS Office

COORDINATION OF OTHER BENEFITS
MEDICARE PAID OTHER INS. TOTAL

INDEPENDENT LAB 
PATIENTS HOME 
INPATIENT HOSPITAL 
OTHER LOCATION 
NURSING HOME 
EXTENDED CARE FACILITY 
OUTPATIENT HOSPITAL

II
H
IH
Ol
NH
ECF
OH



ce n tra l OFFICE copy STATE OF A LA S K A , 1 1 5  | provider ref.
T w l  DEPARTMENT OF HEALTH & SOCIAL SERVICES

■ OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-603060-1

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE

O N L Y

COUPON OR AUTHORIZATION NUMBER NAME OP PROVIDER

Dr. George B. MurphyNAME OF PATIENT

Mead. Emma I
PROVIDER I.D. NO. CATEGORY

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

VARICOSE VEINS OF LOWER EXTREMITIES

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS;

S E R V I C E S  R E N D E R E D

STATE USE ONLY
PL..CE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE

37721-OZ/.24./.7. SURGERY

COORDINATION OF OTHER BENEFITS* PIACE OF SERVICE TOTAL
CHARGETOTALOTHER INS,MEDICARE PAIDDO DOCTORS OlllCf

II INOfPENOlHt IAS
H PAIIENIS MOMS
ih inpatient mospitai
01 OTHER IOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUC
NH NUPSING HOWE
ECP EAIENDEO CASE EACIUTr UNPAID

BALANCEOH OUIPATIEN! HOSPlTAl

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

L -  fJL -

f e n

3 3  ' 4  -

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDEP. APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY ALASKA | 15 | PROVIDER REF.

I “ 1 ^ l B H ® P ™ ENT OF HEALTH & SOCIAL SERVICES
1 OUTPATIENT ilSBlAL^ PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-777570-1

STATE
USE

o n l y

PROVIDER INFORMATION0 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUM8ER

72-301-41-923______________

NAME OF PROVIDER

Dr. Charles W. TownsendRACE
■Mk%K

NAME OF PATIENT

Rynearson, Bert
DATE OF BIRTH PROVIDER I.D. NO. CATEGORY

11/11/17
CASE NO. RESOU*v.t * PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

BOIL AND CARBUNCLE

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

9700410/30/72 PT-WHIRLPOOL

990701Q JM D Z SUPPLIES AND MATERIAL

COORDINATION OF OTHER BENEFITS* PLACE OF SERVICE TOTAL
CHARGETOTALOTHER INS.MEDICARE PAIDOO DOCIOIS OFFICE

IL INOiHNOtMl iab
H EAFIENIS MOW*

IMPAIIFNF HOSPlTAl

TOTALOl OIHSP LOCATION MEDICARE CO-INS. MEDICARE DEDUCT
NURSING HOME

fCF FRTENOLD CAPE FACIIITT UNPAID
BALANCEOH OUTPATIENT HOSPlTAl

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



 __________
CENTRAL OFFICE COPY STATE OF ALASKA  15 PROVIDER REF,

✓ w  I T  • ~  DEPARTMENT OF HEALTH & SOCIAL SERVICES

M Q  . I OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-925599-1

STATE
USE

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

___
NAME OF PATIENT

Wagar. Robert J
DATE OF BIRTH PROVIDER I.D. NO.

11/22/13
PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881 ___________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

DISEASES OF ESOPHAGUS, STOMACH AND DUODENUM

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? REFERRING OR 
CONSULTING 
PHYSICIAN

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)COMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

9005009/14/72 LIMITED EET-EST

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

• PLACE OF SERVICE
TOTALOTHER INS,MEDICARE PAIDDO DOCTOR5 OHICI

M PAIIfNIS HOME
IH INPAIKNt HOSPITAL
Ol OfHlR LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECf EOENDIO CARE EACllltf UNPAID

BALANCEOH OUTPATIENT HOSPITAL

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



<!entraloffioe copy , <■> ‘ • STATE OF ALASKA . 15 | provider ref. |
H  DEPARTMENT OF HEALTH & SOCIAL SERVICES

y Q ‘ ' OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O

2-886058

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE

O N L Y

COUPON OR AUTHORIZATION NUMBER

72-262-41-461________

NAME OF PROVIDER

Dr. Charles W. TownsendNAME OF PATIENT

Thomas, Lottie
PROVIDER I.D. NO. CATEGORYDATE OF BIRTH

04/16/26
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARY

400

470

710

530

LIST PRIMARY DIAGNOSIS FIRST 

MALIGNANT HYPERTENSION 

INFLUENZA, UNQUALIFIED

ACUTE ARTHRITIS DUE TO PYOGENIC ORGANISMS 

DISEASES OF ESOPHAGUS
SECONDARY

270CONGENITAL DISORDERS OF AMINO-ACID METABOLISM

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

09/25/72 DO 
Q3J'I J a  aft
09/25/72 DO 

<>ilzLj2 mi
09/25/72 DO

m i w z  m .
09/25/72 DO 

Q 3 J 2 i m  .IllQ
09/25/72 DO

i z B U i .  . .
♦ PLACE OF SERVICE

82565
86T6Q

CREATININE, BLOOD

LATEX, FIX, R H E U M A T Q I C .FACT.
85010 

0: -.!
BLOOD COUNT, COMPLETE
T-3 OR T-4 UPTAKE_____

SEDIMENTATION RATE 

.LDH_______________________

85650

83615;
84520

9DMQ.
UREA NITROGEN, BLOOD 
BRIEF ET-EST__________

81000

84550

URINALYSIS, ROUTINE, COMPLE 

URIC ACID. B L O O D r CHEMICAL .
COORDINATION OF OTHER BENEFITS TOTAL

CHARGETOTALOTHER INS.MEDICARE PAID00 uocior.
H INLHPtNOtMI [A,
H PATIENTS hOME

INPA1ICM MOSPHAl

TOTALOl OIH!« LOCATION MEDICARE CO-INS. MEDICARE DEDUCT
NH N'JRSING HOME

UNPAID
BALANCEOH OUTPATIENT HOSPlTAl

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY STATE O F 'A LA SKA  . I 1 5  I PROVIDER REF. I 2 - 1 8 3 1 2 5

■ < I " . ’ DEPARTMENT OF HEALTH & SOCIAL SERVICES 0  0  7 1 '
O  OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE NO. Sj D I I» »

T 0 l  PATIENT INFORMATION STATE PROVIDER INFORMATION
Co u p o n or authorization number USE n am e of provider

O N L Y
n am e of patient race D r . Raymond D . Evans

Corey. Richard A._______________________________________ ________________________________________ _________
PROVIDER I.D. NO. CATEGORY

EggggjMflDATE OF BIRTH

0 5 / 0 4 / 5 2
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

_______ FMS 881____________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

GASTRITIS AND DUODENITIS

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLY

K?_______________

CHARGE

9 0 0 4 00 3 / 0 1 / 7 3 BRIEF ET-EST

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

* PLACE OF SERVICE
TOTALOTHER INS.MEDICARE PAIDDO OOCIOPS OHICE

II INPLPtMDLNI LAB
H PAULNTS HOME

INPA1IEM HOSPlTAl

TOTALOl OIHEP LOCATION MEDICARE DEDUCTMEDICARE CO-INS,
NURSING HOME

ECT EXIENOEO CARE fACUITY UNPAID
BALANCEOH OUTPATIENT HOSPITAL

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014 ft



'

CENTRAL OFFICE COPY STATE O F 'A LA S KA  ,

DEPARTMENT OF HEALTH & SOCIAL SERVICES
0 6

15 PROVIDER REF. 2-676145

OUTPATllNT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 6 8 3  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
Co u p o n or authorization number 

72-336-41-984

NAME OF PROVIDER

Dr. Raymond D. EvansNAME OF PATIENT

Olson, Janet R.

RACE

DATE OF BIRTH .---i SEX ---

02/05/51 M l— 1 F XX T r P f A
PROVIDER I.D. NO. CATEGORY

RDE 319
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST 

OTHER DISEASES OF LIVER

PRIMARY

573

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □  NO □ SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

11 S E R V I C E S  R E N D E R E D

DATE OF 
SERVICE

PLACE 
OF » 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

11/21/72 DO BILIRUBIN, BLOOD, TOTAL 82250 10.30

11/21/72 DO SG0T, COLORIMETRIC OR FLUO 84455 8.60

11/21/72 DO BRIEF ER-EST 90040 12.00

)J. ■ - =•

* . ■ o
-

* PIACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
;

DO DOCTORS OFFIC£ MEDICARE PAID OTHER INS. TOTAL CHARGE 30.90
II INOfPf NDINI TAB 
H PATIENTS MOVE

h

LESS

01 OTHER LOCATION MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

ECE EXTENDED CARE f ACUITY 
OH OUTPATIENT HOSPlTAl . M

UNPAID
BALANCE

1
. ■. . ■ •

P R O V I D E R  C E R T I F I C A T I O N

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.  DATE.

RESUBMITTAL
INDICATOR

REMARKS:



____________
CENTRAL OFFICE COPY STATE OF ALASKA Q J ]  PROVIDER REF. |

ps / DEPARTMENT OF HEALTH & SOCIAL SERVICES

. ' OUTPAJIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE NO

2-623090-3

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE
O N L Y

COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. James H. JordonNAME OF PATIENT

Mitchell. Nicholas 
DATE OF BIRTH

 to- 10 -n  i
ELIG. CODE . PROVIDER I.D. NO. CATEGORY

v'$ V \ ______
PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

OTHER AND UNSPECIFIED LACERATION OF HEAD

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

12120AZZZJZIA SURGERY

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

* PLACE OF SERVICE
TOTALOTHER INS.MEDICARE PAIDDO DOCTOPS onic:

H PATIENTS HOME 
TH INPATIENT HOSPlTAl
01 OTHER LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECE EXTENDED CARE EACIUTY 
OH OUTPATIENT HOSPlTAl

UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

REMARKS:

“THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

it! W W l i’
____

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY STATE O F 'A LASKA  , I 15 I PROVIDER REF. | 2-995250-1

f w  DEPARTMENT OF HEALTH & SOCIAL SERVICES D C  C  f l C
1 J ’ OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O .  d  0  0  0  U i

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. Charles W. TownsendNAME
1 1 1

Zdanovec, Richard G
PROVIDER I.D. NO.DATE OF BIRTH ELIG. CODE

 ________
RESOURCE

CATEGORY

CASE NO. PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

BUNION

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
. . ■

STATE USE ONLY 
 ______

PLACE 
OF • 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE

27332SURGERY

Q2/2±12?— JV, D ISCOUNT

COORDINATION OF OTHER BENEFITS* PLACE OF SERVICE TOTAL
CHARGETOTALOTHER INS.MEDICARE PAIDDO DOCTORS OFFICE

II INDEPENDENT TAB
M PATIENTS HOME
IH INPATIENT HOSPlTAl
Ot OTHER IOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING NOME
ECI EXIENDEO CARE IACIIII* UNPAID

BALANCEOH OUIPATIENI HOSPlTAl

P R O V I D E R  C E R T I F I C A T I O N

REMARKS;

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

i p
PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



STATE USE ONLY 
  • ■____

CHARGE

01005

01005

27332

71020

TOTAL
CHARGE

CENTRAL OFFICE COPY PROVIDER REF.STATE OF ALASKA

DEPARTMENT OF HEALTH & SOCIAL SERVICES
2-995250-1

u c r H K i i Y i c r > i i  u r  n c H L i n  at 3 u l . i m l 9 c k v i v . e 3

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 6 9 7  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

M O  IJtJtSkXd

NAME OF PROVIDER

Dr. Edwin LindigNAMEOF patient 

Zdanovec, Richard G.

RACE

DATE OF BIRTH --- SEX |---,
M X  F [_  :

ELIG. CODE PROVIDER I.D. NO. CATEGORY

E LM 831
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST 

BUNION

SPRAINS AND STRAINS OF SHOULDER AND UPPER A RM

PRIMARY

730

840

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

S E R V I C E S  R E N D E R E D

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

IMDiPfNOlNl IAS 
PATIENIS HOME 
INPAIItNI HOSPlTAl
OlHtP tOCAIION 
MUSSING HOME

ECE EIIENOEO CASE EACUItT 
OH OUTPATHMI HOSPlTAl

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE //“/f- 7< t.

REMARKS:

RESUBMITTAL
INDICATOR

02/21/72

02/21/72 DISCOUNT

02/21/72 DISCOUNT

02/21/72 SURGERY

02/21/72 CHEST, 2 VIEWS

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

* PIACE OF SERVICE 

00 DOCTORS OPIICt

DATE OF 
SERVICE

PLACE 
OF * 

SERVICE

12 COORDINATION OF OTHER BENEFITS

1969 RVS 
PROC. CODE

93000 30.00

MEDICARE PAID OTHER INS. TOTAL



.

CENTRAL OFFICE COPY

0 6 i
f,

STATE OF ALASKA

DEPARTMENT OF HEALTH & SOCIAL SERVICES
PROVIDER REF. 2 - 9 9 5 2 5 0 - 1

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 7 1 1  A
10 | PATIENT INFORMATION

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

x2its c d t b & f a d .

NAME OF PROVIDER

Dr. Edwin LindigNAME OF PATIENT

Zdanovec, Richard G.

RACE

DATE OF BIRTH --  SEX |---,

M X  F L J
ELIG.CODE PROVIDER I.D. NO. CATEGORY

ELM 831
CA.V NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

SPRAINS AND STRAINS OF SHOULDER A ND UPPER ARM

PRIMARY

8 4 0

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ NO □

COMMENTS:
SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

11 S E R V I C E S  R E N D E R E D

DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

0 3 / 0 2 / 7 2 DO PT-EXCERCISE & WHIRLPOOL 9 7 0 5 0 1 3 . 0 0 ' 0 ' W W -

0 3 / 0 2 / 7 2

0 3 / 0 2 / 7 2

DO

DO

BRIEF ET-EST 

DISCOUNT

9 9 0 4 0

0 1 0 0 5 . 7 5 -

0 3 / 0 2 / 7 #

03/03/72
. DO 

DO
ACE BANDAGES 
DISCOUNT

9 9 0 7 1

0 1 0 0 5

2 . 0 0

. 6 5 -

0 3 / 0 3 / 7 2 DO PT-EXCERCISE & WHIRLPOOL 9 7 0 5 0 1 3 . 0 0 - • is

* PLACE OF SERVICE
DO DOCTORS OFIlCE 
11 INOfPiNOiNI TAB 
H PATIFNT5 HOME 
IH INRAIIINT HOSPlTAl 
Ol OTHER IOC ATION 
NH NURSING HOME 
ECI EXTENDED CARE FACIUTT 
OH OUTPATIENT HOSPITAL

1?, COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 2 6 . 6 0MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

N
UNPAID
BALANCE

P R O V I D E R  C E R T I F I C A T I O N

“THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDFRAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. Q . .DATE n - t -  7 V

REMARKS:

3 3 ^ 3 S r 6 - 3 £ > 0

m m
RESUBMITTAL
INDICATOR

MEDICAL
REVIEW 1”

04-7014 9j-



S T A T E M E N T

H O M E  H E A L T H  C A R E  S E R V I C E S
5700 1st Avenue South • Seattle, Wn. 98108 Phone:762-2156 DATE July 2 5 , 1975

John p. Friede 

N A M E  Dept,, of Health & Social Services 
Division of Family and Children 

ADDRESS McKay Bldg.__________________________

Anchorage, Alaska

ADDRESS CHANGE REQUESTED

TOTAI. A M O U N T  DUE 129.25

PLEASE ENCLOSE STUB WITH REM ITTANCE.

DATE OF 
SERVICE EQUIPMENT RENTED

A M O U N T
BILLED

A M O U N T  PAID 

BY
BALANCE

DUE

Rental of Puritan Mask and regulator (/> months ) 256.25 256.25

6/22/72 PAYMENT RECEIVED 0'J ACC0I>u SXA'i'E OF ALASKA 127.00 129.25

PLEASE REMIT LAST A M O U N T  SHO W N  IN THIS C O L U M N

If you have any question regarding your statement, questions regarding equipment, or if 

your financial status changes, please contact this office immediately at 762-2156.

1% interest per month will fre Sharged on all past due balances.

T H A N K  YOU.

75X55

H O M E  HEALTH CARE SERVICE 

5700 FIRST AVENUE SOUTH 
SEATTLE, WASHINGTON 98108
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TO:
Fiscal Services
'Dept of Health & Social Services 
Div. of Correction 
Pouch H
Juneau, Alaska 99801_____________

FROM:

C’KEDIT BUREAU OF KrVTHrAN, INC.
« # I I * •

320BAWC‘N #3ir • KETCHIKAN. ALASKA 99901

/
SUBJECT: DATE: May 6 . 1975

Dear Sirs

Per instructions from the State Jail here in Ketchikan, we are sending this 
billing to your office to see if we can't obtain payment. Apprantely this 
patient is under state care and will be for a long time; and was at the time 
this doctor account was incurred. We have had several conversations with Mr. 
Andrews, at the state jail here; and he states that a voucher was sent into 
Juneau for payment of this account; but to date neither our client our ourselves 
have received payment.

We would appreciate any help you could furnish us in this matter. \

SIGNED

SIGNED DATE

THIS COPY FOR PERSON ADDRESSED



r.*<ITE: 3fc«f 110
CADAHY: 3to«ic Saapwn««
PUT/.. Fr vllor13 Copy

Cor.4 white .1
canary «spies
for pjynent.

M  Prov ide r Re f[ r r
A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner-Home Health Agency Invoice ^  • l l l b y o ,

10 PATIENT INFORMATION

Coupon or Authorisation number

Cr i ppled Child r e n ' s  Services
Name of Patient 

Lombard, P a trick

iilllijiliHiSBill;
IliilliiafiiiYliii

liiiliiiSimE:; PROVIDER INFORMATION

Name of Provide:?

Susan C lark

V isual T h e r a p i s t

Date of Birth 

— OS / _ 2 2 _  / _7

Sex
Mf*v~l f c z ]

Provider ID No.

s u e  2 4 2
ijS&fiegjCira

i l K l i i i
..... Rasiclirce:::::::: Payee ID No. (if different from above)

A T C  964N A T U R E  © F  A C C I D E N T  © &  I L L N E S S
DIAGNOSES Diagnosis Cods 

(opt.)
List Primary Diagnosis First

Blindness

Primary

379

Secondary

Have all other payment sources been exhausted? 1 x 1 Yes 1 1 No Service Preauthorization 
No. (if applicable)

01338

Referring cr Con­
sulting Physician

Dr Mamvillex
Comments:

Coordination of Other Benefits
TotalOther Paid

M/Care Coin Total

mmjsm

Place of 
Service*

:: :::::::: 
liiiiiii07/19/73

07/26/73
*Place of Service 
DO Doctor's Office 
ID Independent Lab 
H Patient's Home 
IH Inratient Hosaital 
OL Other Location 
NH Nui’Sing Home

Extended Care Fac. 
OH Outpatient Hosp.

06/28/73

Unpaid | 
Balance j

P R O V I D E S  C E e i S F I C A T I O N

07/05/73

S E R V I C E S  R E N D E R E D

Description of Medical 
or Surgical Procedure

Total
Charge

1969 RVS 
Proc. Code

Visual T h erapy 

Visual T h erapy 

Visual T h e r a p y  

Visual T h erapy

Visual T h e r a p y

9206 5

92.QA1

9206 5 

92065

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196*1 which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature.̂ ->V't lul Date JP-OF,- 7-1

Remarks:

Resubmittal 
Indicator

Revised 0/1/73

Medical
Review
Of: V01N

- c a w r M a w . P - . - ' . Baaflaaaa



;eate XI i«
SusptrvaiJ

C:py

STATE;
iiiSBIIi
©ifiiyii:

PROVIDER INFORMATIONPATIEIJT INFORMATION
Coupon or Authorization number

Cr i p p l e d  C h i l d r e n  Services
Name of Provider
A l a s k a  T r e a t m e n t  C e n t e r

3710. E 20th A venue  
A n c h  A k  99504

Name of Patient 

Lombard, P a t r i c k

IRS2£

Date of Birth

N A T H S 3?IE O F  A C C I D E N T  © U  I L L N E S S
DIAGNOSES

Blind n e s s

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

’ave all other payment sources been exhausted? ExkYes CZJ No

Comment
Dr Manwiller

1969 nvs
Prcc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

0 9 / 0 5 / 7 3 , V isual Therapy  

Visual T h erapy

92.Q6Z

0 9 / 1 0 / 7 3

0 9 / 1 2 / 7 9 2 0 6  5

0 9 / 1 4 / 7 3 Visual T h erapy 9 2 0 6  5

0 9 / 1 7 / 7 3

*?lace of Service 
DC Doctor's Office 
ID Independent Lab 
H Patient's Home 
IH Inoaticnt Hospital 
OD Other Location 
NH Nursing Hone 
ECF Extended Cire Fac. 
Oil Outpatient Hosp.

:32i; Coordination of Other Benefits 
M/Caro Pd. Other Paid Total

Tota 1 
Charge

M/Care Coin Total
•j Unpaid 
\ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of lyGk which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best o£—ts< knowLedya no otherresource exists.

Remarks

Medical
Review _____ :

Resubmittal
Indicator

Revised 6A/7:



'gVAVZPATIENT INFORMATION
::;use:
m M

Coupon or Authorization Number

C r i p p l e d  C h i l d r e n  S e r v i c e s
Name of Patient

Date of Birth

M i l  Provider Ref[

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner-Home Health Agency invoice
$ 1 6 1 :

PROVIDER INFORMATION

Name of Provider
A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Provider ID No.sue 242
Payee ID No. (if different frca above) 

A T C  9 6 4N A T I V E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cedi 

(opt.)
List Primary Diagnosis First 

B l i n d n e s s

Primary

3 7 9

Secondary

Have all other payment sources been exhausted? Yes 1 1 No Service Preauthorization 
No. (if applicable)

0 1 3 8 0

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

S E R V I C E S  R E N D E R E D
Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

1 0 - 1 7 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0

1 0 - 1 9 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0

1 0 - 2 2 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0 i i i i i a a
1 0 - 2 4 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0

1 0 - 2 6 - 7 3  O L V i s u a l  T h e r a p y 9 2 0 8 0 12. 5 0

*Place of Service 
DO Doctor' 3 Office 
ID Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
IIH Nurs ing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination of Other Benefits
M/flare W.

M/Care Coin

Other Paid

M/Care Ded

Total
Total
Charge 5 2 . 0 0

Les:

Total
Unpaid 
Balance 5 2 . 0 0

m m

( P R O V I D E R  C E R T I F I C A T I O N

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196*+ which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that ar • claims, statements or documents,
or concealment of r. mate. act, may be prosecuted under
applicable Federal or Sta xaws."
To the best of my knowledge no other resource exists.

Signature Date/

Remarks:

Resubmlttal 
Indicator

Medical
Review

Revised 6/ 1/73 06 70 lL



I Str.d white 1 
canary ecplea 
frr pay-gn:.

fState File 
State Suspense 

PrtrUer's Cep}
Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice

MMW . PROVIDER INFORMATIONPATIENT INFORMATION
:;;USEI
ioifiai Name of Provider

A l a s k a  T r e a t m e n t  C e n t o r  
3 7 1 0  E  20th A v e n u e  
A n c h  A k  99504

Coupon or Authorization number

rippled C h i l d r e n  S e r vices
Name of Patient

Lombard, P a t r i c k

Date of Birth

Payee ID No. (if differer.
A T C  964________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Dr Manwiller

Have all other payment sources been exhausted? PTTI Yes I I No

Comments
01338S E R V I C E S  R E N D E R E D

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Place of 
Service*

Charge

92030G r o u p  Visual T h e r a p y

92080G r o u p  Visual T h e r a p y

:::::::

“■place of Service 
DO Doctoris Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

!i! Coordinatlon of Other Benefits 
are Pd. Other Paid Total

Total
Charge

Trrrnrr

::::::::
Total

Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196  ̂which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remarks

Resubmittal
Indicator

Me die a 
ReviewDate

Revised 6/1/7 3 06 701b



/UTS:State File 
CAMAY: State Saspente
P!Prcvligr1? CrpV

m

Ser.d white k
canary ccples
for payrgnt. 15': Provider P.3.eft

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner*Home Health Agency Invoice ^ 1 6 1 3 4 2  J |
110; PATIENT INFORMATION

Coupon or Authorization Number 

Crippled Children Services
Name of Patient 

Lombard, Patrick

jSTAS.E:;;

iidNEsil;

PROVIDER INFORMATION

Name of Provider

Alaska Treatment Center 
3710 E 20th Avenue 
An c h  Ak 99504

Date of Birth

8 / 22 / 71
Sex

F C D

Provider ID No.

sue 242
Resqû e::::::: Payee ID No. (if different from above) 

_________________ AIC-9.S4__________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cede 

(opt.)
List Primary Diagnosis First 

Blindness
Primary

379

Secondary

h'ave all other payment sources been exhausted? CnC^XYes 1 1 No Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller
Comments:

S E R V I C E S  R E N D E R E D
Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

J1Q.Y..28 73.. QL, Group Visual Therapy 92080 9.00

Nov 30 73 OL Visual Therapy 92080 12.50

Dec 3 73

Dec 5 73

Dec 12 73 OL

OL Group Visual Therapy 92080 9.00

OL Group Visual Therapy 92080 9.00

iroup Visual Therapy 92080 9.00

"■Place of Service
DO 
IL 
H
IH 
OL
MH Nursing Home 
EC? Extended Care Fac. 
OH Outpatient Hosp.

Doctor's Office 
Independent Lab 
Patient's Home 
Inoatient Hospital 
Other Location

Coordination of Other Benefits
M/Care Pd. I Other Paid Total

•1/Care Coin M/Care Ded

Total
Charge 48.50

w m & m

Less

Tota l

N Unpaid
Balance 48.50

"This is to certify that the foregoing is true, accurate, and 
complete, and in in compliance with Title VI of the Civil Rights 
Act of 196L which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
cr concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature U  (M->v _ ' 7'/'

Remarks:

Resubmittal 
Indicator

Medical 
Revlev

Revised 6/I/7 3 Oo yait



Send white 4f 
canary copies 
for payr«mt.

State File 
3tate Suspense 

Provider ■a C :r«y
Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner*Home Health Agency Invoice < 1 1 6 1 3 4 3

ijsppi
Riuagiii
idiiEYiii;

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization Number 

Crippled Children Services A l a k s  A laska Tre a t m e n t  Center 

3710 E 20th Avenue 
Anch Ak 99504

Name of Patient

Lombard, Patrick
Provider ID NoDate of Birth 

 g_ / 22 / 71

Payee ID No. (if different from above) 
A T C  £964N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

List Primary Diagnosis First 

BLINDNESS

Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller

Have all other payment sources been exhausted? txx I Yes I' I No

Comments

S E R V I C E S  R E N D E R E D
1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

92080Group Visual Therapy

92080Group Visual Therapy

"Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
h. Nursing Home 
EC? Extended Care Fac. 
OH Outpatient Hosp.

\ m  Coordination of Other Benefits 
i'i/Care Pd. Other Fa id Total

Total
Charge

M/Care Coin Total
Unpaid 
Ba lance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196b which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
paymant and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remark;

Resubmittal
Indicator

Me die a 
ReviewSignature

Revised U/'i/Yj 06 70IN



W4fS: State PU«
AilAP.Y: State Suspense

Prcvlier'a Copy

Send white S:
$anAry ccples
for payment. 15 Provider ReflL tt

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital'Practitioner*Home Health Ag e n c y l n v o i c g & I 6 1 3 5

10 PATIENT INFORMATION

Coupon or Authorization Number 

Crippled Children Services
l.arae of Patient 

Lombard, Patrick

PROVII/ER INFORMATION

Name of Provider

A l a s k a  S Treatment C enter 
3710 E 20th A v enue 

Anch A k  99504

Date of Birth

8 / 2 2  / 71

Sex

I'Txxl FCZJ

Provider ID No.

sue 242

Resdiivoe::::::: Payee ID No. (if different frcm above) 
A TC 964N A T U R E  © F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES Diagnosis Cede 
(opt.)

List Primary Diagnosis First 

Blindness

Primary

3791
Secondary

Have all other payment sources been exhausted? FSTfr Yes 1 1 No Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller
Comments:

S E R V I C E S  R E N D E R E D

Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

LL-02-73 o l ; Visual Therapy 92080 12.50

11-05-73 OL Group Visual Therapy 92080 9.00
M M M m

11-09-73 br, V i s u a l  T h e r a p y 92.080 12 .,50

11-21-73 OL Group Visual Therapy 92080 2.QQ
w m m

*Plaoe of Service 
DO Doctoris Office 
TL Independent Lab 
I! Patient 13 Home 
IH Inpatient Hospital 
OL Otner Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination of Other Benefits
M/0;ire Pd. Other Paid Total

:*: i:i:::::::i

M/Ccire Coin M/Care Ded. Total
:::::::: ::::::::::::::::::::::::::::

Total
Charge 43.00

Less

Unpaid 
Ba lance 43.00 m mP R 0 ¥ 3 D E R  C E R T I F I C A T I O N

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196A which precludes exclusion or discrimination on the 
ground of race, color, or national origin, I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
-o the best of my knowledge no other resource exists.

Signature D a t / _ 2 ^ Z Z ^

Remarks

/■Re subm itta l
-/f Indicator

Medical
Review

t^cvised5/Vj^_0^70V;



PATIENT INFORMATION

Coupon or Authorization Number

C r i

Date 01'

PROVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3 7 1 0  E  2 0 t h  A v e n u e  

A n c h  A k  9 9 5 0 4
Provider ID No.sue 242

N A T U R E  O F  A C C I D E N T  O S  I L L N E S S

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A M D  S O C I A L  S E R V I C E S  ’

Outpatient Hospital-Practitioner-Home Health Agency Invoice 6 - 1 1  b l 4 7 9

Payee ID No. (if different frcm above) 
  A T C  9 6 4  ______

DIAGNOSES Diagnosis Cede 
(opt.)

List Primary Diagnosis First

B l i n d n e s s

Primary

3 7 9

Secondary

Have ail other payment sources been exhausted? SoTI Yes I I No Service Preauthorization 
Ho. (if applicable)

0 1 3 8 8

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

S E R V I C E S  R E N D E R S ©

Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

0 9 - 2 4 - 7 3
°k-

V i s u a l  T h e r a p y 9 2 0 8 0

0 9 - 2 6 - 7 3 O L V i s u a l  T h e i ^ o y 9 2 0 8 0 1 2 . 5 0

1 0 - 0 1 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0

1 0 - 0 3 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0

1 0 - 0 5 - 7 3  O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0
*Place of Service 
DO Doctor's Office 
IL Independent lib 
H Patient's Home 
TH Inpatient Hospital 
OR Other Location 
!.'K Nursing Home 
ECF Extended Care Fac. 
Oil Outpatient Hosp,

: 3 2 : i  Coordination of Other P.enefits 
M/Care Pel. I Other Paid

M/Care Coin! M/Care Ded.

Total
Tota 1 
Charge 6 2 . 5 0

fetal

Less

, ! Unpaid   ^
'11 lance 6 2 . 5 0

C E R T B F 3 C A T I 0 N

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196  ̂which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature
i k - Date/^r-v'^'

Remarks

Resubmittal 
-indicator

He die a 1 
Review

Revised l / l / ' f i 06 701d



W.lyfi 3tato f l l«  
CÂ fPY: btat« Suiper.»o
t/'? Pr .•/ior'r* C:py

Ser.tJ vhlt* i canary o:?t«5 for piyrer.̂ . M i  Provider Kef[
T T

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner-Home Health Ag e n c y  Invoice C l l  l u l 4 8 Q

10 PATIENT INFORMATION

Coupon or Authorisation Number

C r i p p l e d  C h i l d r e n  S e r v i c e s
Nana of Patient

L o m b a r d .  P a t r i c k

:sfA?sv;
iiiiusE::::
iidiiExi:!:

PROVIDER INFORMATION
Nans of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Date of Birth

0 8  / 2 2  / 7 1

Sex

FCZI

Provider ID No.

  sue 242
HRResaiiroe Payee ID No. {if different frcn above)

______________ A T C  9 6 4 ________________N A T U R E  © i F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cede 

(opt. )
List Primary Diagnosis First

B l i n d n e s s

Primary

3 7 9

Secondary

Have all other payment sources been exhausted? ggl Yes 1 i No Service Preauthorizaticn 
fio. (if aoplicable)

0 1 3 8 8

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

Charge

Coordination of Other Benefit

•!/Care Co Ini M/Care Ded Total

"This is to certify that the foregoing is true, accurate, and 
conplete, and is in compliance with Title VI of the Civil Rights 
Act of 196h which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

ignature //£./.■  1)3

Remarks:

~7

s e i z e s  r e n d e r e d
Description of Medical 
or Surgical Procedure

1969 P. VS
Proa. Code

G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 _9.»QQ

G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0

‘Place of Service 
DO Doctor's Gffice 
IL Independent Lab 
H Patient's Home 
IH Ir.oatlent Hosoital 
OL Other Location 
NH Nursing Home 
RCF Extended Care Fac. 
OH Outpatient Hosp.

Unpaid 
•/ ~ Balance

P R O V I D E R  C E R T I F 3 S A T 3 © ^



STATE
iiiiigsiii
:6iissiiii

'OR MAT I ON

Coupon or Authorisation Number

Crippled Children Services

of 3irth 
/ 22

File
SJita Sacps:-.;s

Sor.d whî f ^
cmiry ccpi«a 
r̂r payŵ . [jilSllI Provider Refj £  Tp/? A?

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner-Home Health Agency Invoice ~ ^-O iG .? /

Provider ID No.

SUC 242

Payee ID No. {if different from above) 
________________ A T C  964_________N A T U R E  © F  A C C I D E N T I L L N E S S

FP.OVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3710 E 20th A v e n u e  
Anch A k  99504

DIAGNOSES Diagnosis Ccc's 
(opt.)

List Primary Diagnosis First

Blindness

Primary

3 7 9\

Secondary

Have all other payment sources been exhausted? 1 I Yes I I Ho Service Preauthorization 
No. (if applicable)

01338

Referring or Con­
sulting Physician

Dr M a n w i l l e r
Coaments:

Coordination of Other Benefits
t^ ttt

M/Care Coin Total
Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196^ which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my wciiovnpjge nô oTTrar resource exists.

Signature -5Da te

Remarks:

S E R V I C E S  R E N D E R E D
Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

196? RVS
Proc. Code

0 9 / 1 9 / 7 3 Visual T h e r a m ; 0 ?r>6 q

0 9 / 2 1 / 7 3 Visual T h e r a p y 92065

‘Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hosoital 
OL Other Location 
KH Nursing Home 
ECF Extended Care Fac, 
OH Outpatient Hosp.

Total
Charge

Less

2 5 . 0 9

2 5 . 0 0

P R O V I D E R  C E R T I F I C A T I O N



WITS: Stato Filo
CANARY: S t a t *  3USp«SS«
H K V  V r c v i - i d?»h f t ; y

ill!

Send whits 4 
canary coplea 
/or pa>a»nt. i l l  Provider Ref[

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner* H o m e  Health A§ency Invoice < 1 1 6 1 2 0 3

m PATIENT INFORMATION

Coupon or Authorization number

: r i p p l e d  C h i l d r e n  S e r v i c e s
Name of Patient

E v a n s ,  M a r g a r e t  (Missy)'

iliiiiliSiWfKi;
iiiiililliiiiSEiiii
iiiiiiiidiiiLxiiiii

PROVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Date of Birth

02/ 1 9  / 6 9

aex

VCD FQQc

Provider ID No.
S M M  5 6 0

Paye^^,N^g^if different from above)

N A T I D H E  O F  A C C I D E N T  O H  I L L N E S S
DIAGNOSES Diagnosis Code 

(cat. )
List Frimary Diagnosis First

C e r e b r a l  P a l s y

Primary

3 4 3

Secondary

Have all other payment sources been exhausted? i.-v I Yes I I No Service Preauthorization 
No. (if applicable)

0 1 8 6 7

Referring or Con­
sulting Physician

D r  B r o w n
Comments:

S E O T I 6 E S  R E N D E R E D
Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

1 0 - 1 6 - 7 3 O L P h y s i c a l  T h e r a p y 9 7 1 0 0 1 4 . 4 0

1 0 - 1 8 - 7 3 O L G r o u p  H y d r o  C o n d i t i o n i n g 9 7 2 4 0 3 . 0 0

1 0 - 1 3 - 7 3 O L Ph y s i c a l T h e  r a p y  1 H R 9 7 1 0 0 2 8 . 3 0

1 0 - 2 3 - 7 3 O L P h y s i c a l  T h e r a p y  1 H R 9 7 1 0 0 2 8 . 8 0 :::

1 0 - 2 5 - 7 3  O L P h y s i c a l  T h e r a p y  1 H R 9 7 1 0 0 2 3 . 8 0
m m

1
*Place of Service

Doctor's Office 
Independent Lab 
Patient's Home 
Inpatient Hospital 
Other Location 
Nursing Home 

ECF Extended Care Fac. 
OH Outpatient Hosp.

DO
IL
H
IK
OL
h.

:3 2 i;  Cooidinatlnn of Other Benefits
M/Care Pd.

M/Care Coin

Other Paid

M/Care Ded

Total
Tota 1 
Charge 1 0 3 . 8 0 i g

Less

Total
Unpaid 
Ba lance 1 0 3 . 8 0 m mP R O V I D E R  C E R T I F I C A T I O N

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil P.ighto 
Act of I96N which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Daatc/̂

Remarks:

Resubmittal 
Indicator

Mediea 1 
levlew

Tf?r*aaag«*
Revised 6/1/73 Ob 70 Ik



Send white & 
canary cepios 
«for payment.

WHITS: State Pile
CASAP.Y: State Susr«iv.»e 
PI IK. Pr:vlder's gcpy Provider Refj

ALASKA DEPARTMENT OF HEALTH AND SOCIAL S E R V IC E S ^  J[ 6 1 2 1 1  
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PATIE1JT INFORMATION PROVIDER INFORMATION
Coupon or Authorisation number

C r i p p l e d  C h i ldren S e r vices

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  
3710 E 20th A v e n u e  
An c h  A k  99504

Name of Patient

Evans, M a r g a r e t  (Missy)

Date of Birth £

02 / 19 / 69 b
Provider ID No.

SM M  560

Payee ID No. (if different frcm above)
________________A T C  964_________M A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

List Primary Diagnosis First 

C e r e b r a l  Palsy

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? I x.K yes I I No

Comments
01867 Dr B r o w nS E R V I C E S  R E N D E R E D

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

Phy g lei al_ The r 0 7 1 0 0

*Place of Service 
DO Doc tor<s Office 
IL Independent Lab 
H Patient is Home 
IH Inoatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
CH Outpatient Hosp.

\ m  Coordination ol Other Benefits 
M/’Care Pd. I Other Paid Total

Tota 1 
Charge

M/Care Colnl M/Care Ded
Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of 196U which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remark:

Resubmittal 
Indicator

Medical
Review



WHITE: State Pile Send white k
CASAP.Y State Suspense canary copies
PI IK: Provider1? ?cpy for payment.

0 6

H i Provider Ref;L
ALASKA DEPARTMENT OF HEALTH AND SOCIAL S E R V IC E S ^  ,  _
Outpatient Hospital*Practitioner* Home Health Agency Invoice / ‘o 1

ilOi PATIENT INFORMATION

Coupon or Authorization number 

Crippled Children Services
Name of Patient 

Evans, Margaret (Missy)

PROVIDER INFORMATION

Name of Provider 

Alaska T r eatment Center 

3710 E 20th A venue 
Anch Ak 99504

Date of Birth 
2 / 19 / 69

Sex 

Ml--1 FC23 —
Provider ID No.

S MM 560

iResbiirce::::::: Payee ID No. (if different from above) 
A T C  964N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES Diagnosis Cede 
(opt. )

List Primary Diagnosis First 

Cerebral Palsy

Primary

343

Secondary

Have all other payment sources been exhausted? 1 flxYes 1 1 No Service Preauthorization 
No. (if applicable)

01867

Referring or Con­
sulting Physician

Dr Brown
Comments:

S E R V I C E S  R E N D E R E D
Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

Nov 29 73 OL, Physical Therapy 1 H R 97100
28.

Dec 4 73 OL Physical Therapy 1 H R 97100 28.80

Dec 6 73 OL Physical Therapy 1 HR 97100 28.80

■Ilec 6— 13.. DL. Pool. Therapy. 9724.Q..

Dec 13 73 OL Physical Therapy 1 H R 97100 28.80

*Place of Service 
DO Doctor's Office 

Independent Lab 
Patient's Home

IL 
H
ih
OL
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

\:m  Coordination ô  Other Benefits
TotalM/Care Pd.

Inpatient Hospital 
Other Location

M/Care Coin

Other Paid

M/Care Ded.

Total
Charge 118.20

Total

Less

Unpaid
Balance 118.20 i i l l B

m m I D E R  C E R T I F I C A T I O N
"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196H which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature Da

Remarks:

Resubmittal 
Indicator

::::::::::::
Medical liijjjiiiiliii: 
Review I::::;::::::-:
06 7014



S't.d white t 
canary copies 
f'r payrant.

WHITS: Stato Fil*
CA'WAP.Yi Stats 
pI: Prividcr'd >-py

Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number

Crippled Children Services 
Name of Patient

:aiJwr
Alaska Trea t m e n t  Center 
3710 E 20th A v enue 
Anch A k  99504

Provider ID No.
S M M  560

Date of Birth

Payee ID No. (if different from above) 
_________________ A TC 964______________

m W M  O F  A C C I D E N T  O R  I L L N E S S
Diagnosis Cc 

(opt.)
DIAGNOSES

List Primary Diagnosis First

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted?

Comments
018678 Dr Brown

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

97100Physical Therapy 1 HR

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
Pr Ocher Location 
!ih Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeTotalOther Paid

M/Care Coin Total
t Unpaid 
^ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 1964 which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
aP?licable Federal or State laws."
To the best of my knowledge no other resource exists.

Remark:

Resubmittal 
Ind icator



Send white 4 
canary ccpir* 
f:r payror.".

WHITE: dtate Pile
CANARY: State Suspense
PI IK: ?r cvlierfslcpy

Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice < $ 1 6 1 3 6 0

STATE
iiitiiife-ii;
idiiEsilii

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number 

Crippled Children Services Alaska Trea t m e n t  C e tner 
3710 E 20th A v e n u e

Anch A k  99504

iRBfee:Name of Patient
Evans, M a r g a r e t  (Missy)

Date of Birth Provider ID No

Payee ID No. (if different frcm above)
______________________ AIG-Sfid_________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? I ̂ ..1 Ves 1 I No

Comments
01867 Dr Br o w n

1969 RVS

Proc. Code
Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

Group Hydro Conditioning Therap% 97240

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy 1 HR

97240Group Hydro Conditioning Therapt
*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeM/Care Pci. other Paid Total

T ota l
A Unpaid 

Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right; 
Act of 196  ̂which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, nay be prosecuted under 
applicable Federal or State laws,"
To the best of my knowledge no other resource exists.

Remarks

Resubmlttal
In d ic a to r

Medical
Review

Signatu:



M S I

Send whit* A 
caniry ecples 
f*T payrer.t.

MtilTZ: State File
CANARY: State Suspense
PIP.; Prcvllcrt rpy

Provider Ref

SflJACDS;
iiihisgliiioiiiisiiii

PROVIDER INFORMATIONPATIENT INFORMATION

Coupon or Authorization number 

C r i p p l e d  C h i l d r e n  S e r v i c e s

Name of Provide

A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  

A n ch  Ak 9 9 5 0 4M a r g a r e t  ( M i s s y )

Provider ID NoDate of Birth

2 /  1 9  /  6 9

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES

Secondary

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted?

Comment
0 1 8 6 7 D r  B ro w n

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Charge

9 7 1 0 0P h y s i c a l  T h e r a p y

*?lace of Sex’Vlce 
DO Doctor's Office 
XL Independent Lab 
H Patient's Home 
IH Inoatient Hosuital 
OL Other Location 
III! Nurs ing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

m  Coordination or Other Benefits 
K/Oa re pp. Other Paid Total

M/Care Coin
/ Unpaid 
\ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of 1961; which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remarks

Medical
ReviewSignature



WH'TH: Stats File
CANARY: State Suspense
P1KK: PrsvlSer's fcpy

4 l 6 1 4 6 £  ^

liiiiggl!:idiiiisilii
PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number

C r i p p l e d  C h i l d r e n  S e r v i c e s A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  

A n c h  A k  9 9 5 0 4

Nans of Patient

Provider ID No

S M M  5 6 0

;jGKBeg£l$:Date of Birth

 0 2 / ___ 1 9  / 6fi9

Payee ID No. (if different from above) 
______________ A T C  9 6 4 _______________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

Diagnosis Cede 
(opt,)___

DIAGNOSES

List Primary Diagnosis First 

C e r e b r a l  P a l s y

Primary
3 4 3

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? Yes I I No

Comment
0 1 8 6 7 D r  B r o w n

E R V B C E S  R E N D E R E D
DescriptJ un of Medical 
or Surgical Procedure

Date of 
Service

Charge

G r o u p  H y d r o  C o n d i t i o n i n g

9 7 1 0 0P h y s i c a l  T h e r a p y

P h y s i c a l  T h e r a p y 9 7 1 0 0

9 7 2 4 0G r o u p  H y d r o  C o n d i t i o n i n g

G r o u p  H y d r o  C o n d i t i o n i n g

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Otncr Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeTotalOther Paid

M/Care Coin! M/Care Ded Total
Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of which precludes exclusion or discrimination on the
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the bast of my knowledge no other resource exists.

Resubmittal
Indicator

Medical
Review

Revised fc/i/75 06 7014



STATE
iiiussiii:

Date of Birth
02 , 19

WHITE: State Pile
CAKAPY: State S»j«repaePI?.'< ?r- ?Vpy

r*1 -Send white Sc 
canary copies 
fr*r pay.-gr.t. ill Provider RefL

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner*Home Health Agency invoice 4 .^ 1 6  9 6

dif-ersn“ fron: a^cve)

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

PATIENT INFORMATION

Coupon or Authorization number

Crippled Children Services
Name of Patient

Evans, Margaret (Missy)

PROVIDER INFORMATION

Provider ID No. 
*

Name of Provider

Alaska Treatment Center 
3710 E 20th Avenue 
Anch Ak 99504

DIAGNOSES Diagnosis Code 
(opt.)

List Primary Diagnosis First
cerebral palsy

Primary
343

Secondary

Have all other payment sources been exhausted? Yes I I No Service Preauthorization 
No. (if applicable)

01867

Referring or Con­
sulting Physician

Dr Broun
Comments:

m S E R V I C E S  R E N D E R E D
Date of 
Service

12-27-73

01-08-74

Place of 
Service*

01.
p

OL

Description of Medical 
or Surgical Procedure

Physical Therapy

Physical Therapy

1969 RVS
Proc. Code

97100

97100

Charge

28.80

28.80

03-10-74 OL Physical Tlierapy 97100 28.80

01-15-74 OL Physical Therapy 97100 28.80

01-17-74 OL Physical Therapy 97100 28.80
*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Innatient Hospital 
Cr Otner Location 
Nh Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

=|2j 
!•!/Care Pd.

Coordination of Other Benefits
T ota l

M/Care Coin

Other Paid

M/Care Ded.

Total
Charge 144.00

Total

Less

unpaid 
Balance^ 144.00

C E R T 3 F 3 S A T 8 D N
'This is to certify that the foregoing is true, accurate, and 

complete, and is in compliance with Title VI of the Civil Rights 
Act of 1964 which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
oi' concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of m^/knovd^dge- i/o other resource exists.

 v ?  ///W/./v-, / C ?
Signature___

Remarks:

*Number has been recuested

/Re submit tal 
Indicator

Med-ca 1 
Revsew

Revised 6/1/73 Oo 701



S<?r.d white U 
canary c:;i«' 
fr

atafc-* S\Ao3i‘*e 
; vile?'3 Provider r.ef

 filASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner*Home Health Agency Invoice i l 6 1 6 9 7

provider ikformatioi:PATIENT INFORMATION

;ame of ProviderCoupon or Authorization number

Crippled Children Services
Alaska Treatment Center 
3710 E 20th Avenue 
A n rh AV QCigfU____________

Name of Patient

Evans, Margaret (Missy)
Provider ID NoDate of Birth

 02 / 19 / 69

Payee ID No. (if differer.
-ATC-%-4_____________

'rcm above)

I M T 3 J R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES

List Primary Diagnosis First

cerebral palsy

Service Preauthorizafcion 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? ErxH Yes 1 I No

Comments
018SX 67 Dr Brown

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Place of 
Service*

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy

Cocrdinat-ion of Other Benefi 
M/Care Pd. other Paid Total

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
I! Patient's Home 
rH Innatient Hospital 
O. Other Location 
HH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Tota 1 
Charge

•1/Care Coin Tota
/ Unpaid 
's Balance

"This is to certify that t. ? foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196h which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."

rt v ( 2 Ft*

Remarks:

*Number has been requested



Z . 3
C EN TR A L O FFIC E

C q /c q c Jc?

S T A T E  OF A L A S K A I 15 IPROVIDER REF.

0 6 DEPARTMENT OF HEALTH & SOCIAL SE RVICES

O U T P A T I E N T  H O S P IT A L  •  P R A C T I T IO N E R  •  HOME H E A L T H  A G E N C Y  IN V O IC E  n o .  1 9 5 5 5 8
10 PATIENT INFORMATION

C O U PO N  O R  A U T H O R IZ A T IO N  N U M B E R

NAM E Q F  P / J I E N T  * ____

flP HIRTH  7 6 t 7

ic A s b J ^ A  ■' ---------------

STATE
USE
ONLY

R A C E

PROVIDER INFORMATION
N A M E OF  P R O V ID E R

P  £i\)d.fr<L
EFKD .JM O .

a

D A T E  OF  B I R T H
/ 0 7 / _ k y

E L IG .  CO D E
F(Z]

P R O V ip E F H p . J s lO .

I f o O .

C A T E G O R Y

CASE  NO . R E S O U R C E P A Y E E  ID  NO . ( i f  d i f f e r e n t  f r om  above )

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

11
S E R V I C E S  R E N D E R E D

DATE OF 
S E R V IC E

ii I a/a
P LA C E  Or 
S E R V IC E *

D ESC R IP T IO N  OF M E D IC A L  OR 
S U R G I C A L  PRO C E D U R E

1969 RVS 
PROC. CODE C H A R G E S T A T E  U S E  O N L Y

i l  I n / m i *  1) 0 Q 6 6Q O / O . c o

966 36 S  Q P (

V / ( iZ & jd b i B & o o tL  C tk L o d P S Q Z Q 7. STd)
z

•PLACE OF S E R V IC E  

doctor's office
INDEPENDENT LAB. 
PATIENT'S HOWE 
INPATIENT HOSPITAL 
OTHER LOCt Tl DNS 
NURSING HON
CX~T-NOCO CA E FACILITY 
OUTPATIENT HOSPITAL

1 2 COORDINATION OF OTHER BENEFITS

medicare paid OTHER INS. TOTAL

M EDICARE CO INS. M EDICARE DEDUCT. TOTAL

T O T AL
CH A R G E

\
7

XI

- R Z - S o
L E S S

UNPAID
B ALANCE J U  ‘ S ro

P R O V I D E R  C E R T I F I C A T I O N

HIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AN O COMPLE TE A NO IS

^COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS AC F OF 19C<1 WHICH PRECLUDES EX-

L ion OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN.

NOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER- I ,--.
| AIJO-'STATt; FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR 

/J££ALMFN V OF A MATERIAL FA Cyf/?.Y  £i/ PROSECUTEO UNDER APPLICABLE f-FOERAL 

j j f r . l t  LAWS." f  I f\

R E M A R K S :



1

2

3

4

5

6

7

8

9

10

II

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

Introduced: 1/19/76
Referred: Finance

BY THE RULES C O M M I T T E E  BY 
IN THE S ENATE R E Q U E S T  OF THE GOVERNOR

SENATE BILL NO. 530

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - SECOND SESSION

, A BILL

For an Act entitled: "An Act m a king a special a p p r o p r i a t i o n  to the

Department of Health and Social Services and the 

Department of Commerce and Economic Development for 

vendor claims; and p r oviding for an effective date." 

BE IT E N A CTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. The sum of $ 5 ,6 6 9 . 32 is a p p ropriated from the general fund 

to the Department of Health and Social Services and the Department of 

Commerce and Economic Development, for the purpose of p aying m i s c e l l a n e o u s  

vendor claims, to be allocated as follows:

Department of Health and Social Services $5,638.2*1

Department of Commerce and Economic D evelopment 31.08

$5,669.32

* Sec. 2. This Act takes effect immediately in a c c o rdance wit h  AS 01.- 

1 0 . 0 7 0 ( c ) .

-1-

SB 530



S f g g ' S o
)

. J A N  1 6  1976

T h e  H o n o r a b l e  C h a n c y  C r o f t  
P r e s i d e n t  of the Senate 
A l a s k a  S t a t e  L egislature  
Juneau, A l a s k a  99311 *

D e a r  Mr. President:

In a c c o r d a n c e  w i t h  AS 24.30.0G0(b) and the U n i f o r m  Rules  
o f  the A l a s k a  State L e g i s l a t u r e ,  I a m  t r a n s m i t t i n g  a 
b i l l  m a k i n g  a special a p p r o p r i a t i o n  to the D e p a r t m e n t  
o f  H e a l t h  and Social S e r vices and the D e p a r t m e n t  of 
C o m m e r c e  and E c o nomic D e v i e l o p m e n t  for m i s c e l l a n e o u s  
v e n d o r  claims.

S i n c e r e l y

J a y  S . H a m m o n d  
G o v e r n o r



m

titted November 17, 1975 

IVISION . INVOICE fl

Social Svcs. 

VJien Airlines 0042-1+675

Anchorage Times Neakok Children 

Public Health

STR 331895 
A8037 
A8037

STR 339313

1-USCELLANEQHl CLAIMS 
F O l F

LEGISLATIVE APPROVAL 
FOR

FISCAL YEAR 1975

ATZ Travel 
RCA 
RCA

Public Assistance 

ATZ Travel 

TOTAL General Bills (held in fiscal)

"/
TOTAL Medical Bills (detail attached) 

TOTAL Department of Health S Social Svcs.

DATE OF 
SERVICE

7 ^
10-31-75-

06-24-75^

■K

08-27-73
10-10-73
11-11-73

08-27-^5

AMOUNT

488.25

67.20

154.55
45.15
37.20

40.64

832.99

4,805.25

5,638.24

DATE RECEIVED

7-1.7-75

6-09-75

10-27-75
11-07-75 
11-07-75

10-27-75

O

CODE

06-21-3-409-350
06-21-3-509-350
06-21-3-618-350
06-21-3-212-325

06-31-1-870-211
06-31-1-036-311
06-31-1-036-311

06-33-6-180-215

REASON FOR DELAY

Invoice not recvd.
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• *

S u b m i t t e d  N o v e m b e r  17, 1975 

D I V I S I O N  • INVOICE //

Public Health

A l a s k a  Clinic 
A l a s k a  C lin ic 
A l a s k a  C l inic  
R i c hard L Day DDS

Medical A s s i s t a n c e

Fairbanks
Fairbanks

Mem
Mon

IIosp
llosp

Pro videnc e 
Providence  
Provideuce 
Providence 
Provi donee 
A 1 a s k a 
A l a ska 
A l a ska 
A l a s k a  
A l a s k a  
Fairbanks 
Fairbanks

IIosp 
IIosp 
rlosp 
IIosp 
IIosp 

Cl ini c 
Cl in ic 
Clinic 
Clinic 
Clinic

M c d -S urg  
M c d - S u r g

Fai rbanks Mcd -Surg 
Fairbanks M c d - S u r g  
Fa i r b a n k s'" Me d - Su r g 
Fairbanks M c d - S u r g
Fa i rbanks 
Fa.i rbanks 
Fairbanks 
Fa i rbanks 
Fai rbanks 
Fairbanks 
Fairbanks 
Fairbanks

M c d -S urg
Mcd- Surg
M c d - S u r g
M c d -S urg
M c d - S u r g
Mc d - S u r g
M c d - S u r g
M c d - S u r g

Corrccti ons

61184
182628
182631
210982

Home Health Care Svc

K e t c h i k a n  M e d  Clinic

LEGISLATIVE
* § >

INGS FOR Y E A R  1975-76

DATE OF 
S E R VICE A M O U N T D A T E  R E C E I V E D CODE

0 7 / 13/73
11/20/72
12/06/72
7/71-10/72.

12.30
25.42
46.33

140.00'

07/1 5/75
05 / 06/75
03/06/7 5
04/1 7/75

0 6 - 3 1 - 1 - 7 6 1 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0

535486 02/02 73 82.00 06/12/7 5 0 6 - 3 3 - 6 - 1 1 0 - 3 8 0

507685 04/13 71 60.00 • 01/30/7 5 0 6 - 3 3 - 6 - 3 1 0 - 3 8 0

527378 12/28 72 19.20 04 / 12/75 O 6 - 3 5 - 6 - 1 2 0 - 3 S 0

527379 12/2-6 72 19. 20 04/12/75 0 6 - 5 5 - 6 - 1 2 0 - 3 8 0

527385 12/30 72 8.00 0 4 / 12 /75 0 6 - 3 5 - 6 - 1 2 0 - 3 SO

527432 11/10 72 20.40 0 6 / 12 /75 06 -33--6-120 - 380

527450 12/14 72 20.00 0 4 / 12 /75 0 6 - 3 3 - 6 - 1 2 0 - 3 8 0

74 500 03/07 73 15. on 06/30/ 75 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

•’ 74731 . 05/09 72 68.00 '• 0 7 / 1 8 / 7 5 J 06 - 3 3 - 6 - 3 5 0 - 3 8 0

74752 02/15 72 944.00 07/ 18 / 7 5 0 6 - 3 5 - 6 - 3 5 0 - 3 8 0

74 733 0 2/15 72 62. 00 0 7/18/75 0 6 - 3 5 - 6 - 3 5 0 - 3 8 0

74 754 • 02/19 72 24.00 0 7 / 18/75  \ 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96616 10/22 73 72.00 . 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 5 8 0

96637 • 01/21 75 136.70 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96652 09/25 72 264.30 11/28/74 . 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96655 11/18 72 48. 50 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96682 01/26 73 20.00 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96690 07/24 73 543.80 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

90701 10/30 72 14.00 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

.96708 09/14 72 16.00 ’11/23/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96717 03/01 73 12.00 ' 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96683 11/21 72 30. 85 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96693 s 0 7/21. 73 22.. 4 0 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96696 : 0 2/2.1 72 150.10 1.1/28/74 0 6 - 3 3 - 6 - 5 5 0 - 5 8 0

96097 ’ 0 2/21 72 . 6 4 9 . 80> 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3S0

96711 0 3/02 72 26.60 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0
“ 06/22 72 129.25 0 7 / 51 /75 0 6 - 3 3 - 6 - 4 1 0 - 3 8 0

0 9/14/71 171.00 1 1 / 14 /75 0 6 - 6 6 - 4 - 1 1 2 - 3 8 0

1., •

• X:
D E L A Y  R EASON
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(’continued)



i f fLEGISLATIVE BITKINCS FOR YEAR 3975-76

Page 2.

submit ted 

) IVISION 

Publ ic lien! th

INVOICE a
DATE OF 
S E R V I C E A M O U N T DATE RCVD.

Ai aska T r e a t m e n t C t r . 11.1698 06/28/73 53,60 11/19/75

A 1 a s k a Tree tment C t r . 111900 09/05/73 54.50 .1.1/19/7 5

Alaska T r e a t m e a t C t r . 161228 10/1.7/73 4 8. SO 1.1/19/75

A 1 n s k a TRcn tment C t r . 161229 10/29/73 18.00 11/19/75

A l a s k a Treatment Ctr. 161342 1.1 / 2 8/ 7 3 4 6.90 11/19/75

A 1 a s k a T R c n t m e n t Ctr. J 6.134 3 12/17/75 18.00 11/19/75

Ala ska '1 Rea tment. C t r . 16.1353 J 1/02/73 39. 80 11/19/75

A 1 a s k a Treet men t Ctr. 161479 09 / 24/73 5-1 . 5 0 11/19/75

A 1 a s k a T r e a t m e n t Ctr. 161480 10/08/73 18.00 11/19/75

A 1 a s k a .Treatmen t Ctr. 161627 09/1 9/73 . 2.1. SO 1.1/19/75

A laska Trcatmcr. t Ctr. 1 6J. 209 10/16/73 102.60 11/19/75

Al a s k a T r e n t m e n  t C t r . 161211 10/50/75 14 .40 .11/19/75

Ala ska Tro at m e n t Ctr. 161275 11/29/73 1.16.60 11/19/75

A 1 a s k a Treat ment Ctr. .1612 76 12/18/73 28.40 . 1.1/19/75

Ala ska Tr e a t m e n t Ctr. 161560 11/01/73 63. 20 .11/19/75

A laska T r e a t m e n t Ctr. 161361 11/13/73 14.4 0 11/19/75

Alaska T r e a t m e n t Ctr. 161462 09/27/73 41.80 1.1/19/75

Alas ka Treat men t Ctr. 161696 12/27/73 92.00. 11/19/75

Ala ska T r e a t m e n t Ctr. 161697 01/22/74 65. 80 11/19/75

06 - 31■
06-31
06-31
06-31
06-31'
06-31
06-31
06-31
06-31
06-3.1
06-31
06-31
06-31
06-31
06-31
06-31
06-31
06-31
06-31

CODE

1-6 82-380
1-682-380
1- 6 8 2 -380
1-6 82-380
1-682-380
1-6 82-380
•1-682-380
•1-682-380
1-682-380
1-682-380
1-686-380
1-686-580
1-686-380
1- 6 8 6 -380
1-686- 380
1-686- 380
1-686- 380
-1-686-580
-1-686-380

DELAY REASON

Invoice not rcvd

Medical A s s i s t a n c e

S p e n c e r  Falcon, MD 195558 04/18/73 19.00 09/05/75 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
it ti

TOTAL 4,805.25



Submitted November 17, 1975 

DIVISION INVOICE #

Social Svcs. 

Wien Airlines 0042-4675

Anchorage Times Neakok Children 

Public Health

ATZ TravelRCA
RCA

Public Assistance 

ATZ Travel

STR 331895 
A8037 
A8037

STR 339313

MISCELLANEOUS CLAIMS 
FOR

LEGISLATIVE APPROVAL 
FOR

FISCAL YEAR 1.975

DATE OF 
SERVICE

7 ^
10-31-75”

06-24-75^

'It
08-27-73
10-10-73
11-11-73

08-27-757 It

TOTAL General Bills (held in fiscal)

TOTAL Medical Bills (detail attached) 

TOTAL Department of Health 8 Social Svcs.

AMOUNT

488.25

67.20

154.55
45.15
37.20

40.64

832.99

4,805.25

5,638.24

DATE RECEIVED

7-17-75

6-09-75

10-27-75
11-07-75 
11-07-75

10-27-75

CODE

06-21-3-409-350

REASON FOR DELAY

Invoice not recvd
06-21-3-509-350 11 t t 1 t

06-21-3-618-350 11 t T t 1

06-21-3-212-325 I ! t T t f

06-31-1-870-211 1 t 1 t t t

06-31-1-036-311 1 t t t t »

06-31-1-036-311 1 t T T t t

06-33-6-180-215 1 1 » r t t

cl*



LEGISLATIVE BILLINGS FOR YEAR  1975-76

Submi t t e d  N o v ember 17, 1975

DIVISION INVOICE
DATE OF 
SERVICE AMOUNT DATE RECEIVED CODE DELAY REASON

Eublic Health

Alaska Clinic 61184 07/13/73 12.30 07/15/75 06-31-1-761-580

A laska  Clinic 182628 11/20/72 25.42 03/06/75 06-31-1-694-380

Alaska Clinic 182631 12/06/72 46.33 03/06/75 06-31-1-694-380

Richard L Day DDS 210982 7/71-10/72 140.00 04/17/75 06-31-1-694-380

edical Assistance 

Fairbanks Mem Hosp 555486 02/02/73 82.00 06/12 75 06-53-6-110-380

Fairbanks Mem Hosp 507685 04/13/71 60.00 01/30 75 06-33-6-310-380

Providence Hosp 527378 12/28/72 19.20 04/12 75 06-33-6-120-380

Providence Hosp 527379 12/2-6/72 19. 20 04/12 75 06-53-6-120-380

Providence Hosp 527385 12/30/72 8.00 04/12 75 06-33-6-120-580
Providence Hosp 527432 11/10/72 20.40 06/12 7 5 06- 33-6-120-380

Providence Hosp 527450 12/14/72 20.00 04/12 75 06-33-6-120-380
Alaska Clinic 74500 03/07/73 15.00 06/30 75 06-33-6-150-380
Alaska Clinic • 74731 05/09/72 68.00 07/18 75 06-33-6-350-380

Alaska Clinic 74732 02/15/72 944.00 07/18 75 06-35-6-350-380

Alaska Clinic 74733 02/15/72 62.00 07/18 75 06-33-6-350-380
A laska  Clinic 74 734 02/19/72 24.00 07/18 75 06-33-6-350-380
Fairbanks Mcd-Surg 96616 10/22/73 72.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96637 01/21/73 136.70 .11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96652 09/25/72 264.30 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96655 11/18/72 48. 50 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96682 01/26/73 20. 00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96690 07/24/73 543.80 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96701 10/30/72 14.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96708 09/14/72 16.00 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96717 03/01/73 12.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96683 11/21/72 30. 85 11/2 8 74 06-33-6-350-380
Fairbanks Mcd-Surg 96693 07/21/73 22.40 11/28 74 06- 33-6-350-380
Fairbanks Mcd-Surg 96696 02/2.1/72 150.10 11/28 74 06-53-6-550-380
‘Fairbanks Med-Surg 9669 7 02/21/72 649,80, 11/28 74 06-33-6-350-380
Fairbanks Mcd-Surg 96 7.1.1 05/02/72 26.60 11/28 74 06-33-6-350-380
•Home Health Care Svc - 06/22/72 129.25 07/51 75 06-33-6-410-380

Invoice not rcvd.
tl
II
II

II
II
II

It
II
II

Invoice not rcvd.

Elig bility f, Ai dit

Invoice not rcvd.

Corrections

Ketchikan Med Clinic 09/14/71 171.00 11/14/75 06-66- 4-112-580 Invoice not rcvd.

(continued)



LEGISLATIVE BILLINGS

Submitted
DATE OP

DIVISION INVOICE If SERVICE

Public Health

Alaska Treatment Ctr. 111698 06/28/73

Alaska Treatment Ctr. 111900 09/05/73
Alaska Treatment Ctr. 161228 10/17/73
Alaska TReatmcnt Ctr. 161229 10/29/73
Alaska Treatment Ctr. 161542 11/28/73
Alaska TReatmcnt Ctr. 161343 12/17/73
Alaska TRc.atment Ctr. 161353 11/02/73
Alaska Tre atment C t r . 161479 09/24/73
Alaska Treatment C t r . 161480 10/08/73
Alaska Trcatmcnt Ctr. 161627 09/19/73
Alaska Treatment Ctr. 161209 10/16/73
Alaska Trcatmcn t C t r . 161211 10/30/75
Alaska Treatment C t r . 161275 11/29/73
Alaska Treatment C t r . 161276 12/18/73
Alaska T reatment Ctr. 161560 11/01/73
Alaska Treatment Ctr. 161361 11/13/73
Alaska Treatment Ctr. 161462 09/27/73
Alaska Tr eatment Ctr. 161696 12/27/73
Alaska Treatm ent Ctr. 161697 01/22/74

Medical A s s i s t a n c e

Spencer Falcon, MD 195558 04/18/73

TOTAL

A MOUNT

S3.60
54. 50
48.80 
18.00 
46.90 
18.00
39.80 
54.50 
I S . 00 
21. 80

102.60
14.40 

116.60
28.40 
63. 20
14.40 
41. 80 
92.00. 
65. 80

19.00

4,805.25

FOR YEAR 1975-76

DATE RCVD. CODE

/19/ 75 06--31--1--682--580

/19/ 7 5 06--51--1--682-■580
/19/ 75 06-■31--1-- 682 -•380
/19/ 75 06-•31- 1--682- 380
/19/ 75 06- 31--1--682-•380
/19/ 75 06-•31- 1--682-•380
/19/ 75 06-■31--1--682-•380
/19/ 75 06-•31--1--682-•580
/ 1 9/ 75 06-•31--1- 682-•380
/1 9/ 75 06--31-•1--682-•380
/19/ 75 06--31- 1--686-•380
/19/ 75 06-•31-•1--686-•380
/19/ 75 06--31--1--686-•380
/19 / 7 5 06--31--1--6 86-•380
/19/ 7 5 06- 31--I -686-•380

/19/ 75 06--31--1--686--380
/19/ 75 06--31--1--686-■380
/19/ 75 06--31--1--6 86-•380

/19 / 75 06--31--1--686-•380

09/05/75 06-33-6-150-380
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