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COMMITTEE REPORT

SENATE
Mr. President Date
The Committee on has had
r, '-orr.iation for payment of v-iscf\uM-ous clalns
under consideration. A Majority of the members of the
() recommends it DO PASS

() recommends it DONOT PASS
() recommends it DOPASS WITH ATTACHED AMENDMENT(S)

() recommends it BEREPLACED WITH CSFOR

CS FOR DO PASS

() "and" recommends it BE REFERRED TO THE
COMM ITTEE

() reports it back WITHOUT RECOMMENDATION

() "other"

Members signing the Majority report:

Members NOT concurring in the Majority report:

recommends:

recommends:

recommen ds :

recommends:

recommend s :

Committee

AND THAT

Chairman






January 28, 1075

The Honorable Chancy Croft
President of the _Senate
Alesha State Legislature
Juneau, Alaska 99011

Dear Hr. President:

Pursuant to the Uniform Pules of the Legislature, | a»
transmitting a bill leaking a special appropriation to the
various departments of state governirent for payment of
miscellaneous claims in the amount of !M5,910.CE. The
bill itself is self-explanatory as to tiie specific
allocations to be made from the total appropriation.

Sincerely,

Jay U . Hammond
Governor
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Introduced:

Referred: Finance

IN THE SENATE

For an Act entitled: "An Act making a special appropriation for the payment

BE

SENATE BILL NO. 78

BY THE RULES
REQUEST OF T

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - FIRST SESSION

A BILL

of miscellaneous claims; and providing for an effective

date

IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

1/28/75

COMMITTEE BY
HE GOVERNOR

* Section 1. The sum of $45,910.68 is appropriated from the general

fund for the fiscal year ending June 30, 1975 to be allocated as follows:

Department of Administration, final payment
to beneficiaries and estates of deceased
persons

Department of Administration, vendor claims

Department of Commerce, vendor claims

Department of Education, vendor claims

Department of Fish “r.d Game, vendor claims

Department of Health and Social Services,
vendor claims

Department of Law, assigned court costs

Department of Public Works, vendor claims

Department of Revenue, stale date warrants

* Sec. 2. This Act takes effect immediately

10.070(c).

in

$2,712.
178.
21.

7,950.

896.

9,302.
7,048.
13,884.
3,914.
$45,910.

accordance

37
65
60

83
85

51
88
15
84
68

with AS 01.-



Richard Freer
Deputy Commissioner

Department of Administration
DATE
January

SUBJECT:
FROM:
Edna Caldwell A

State Payroll Supervisor
Department of Administration

Request for special appropriation:

RE: Lance P. Deitellioff
SS#391-40-8289
Terminated March 4, 1971
Date of Death March 5, 1971

Final salary has not been paid as Beneficiary was located in October 1973.

Amount needed to pay this upaid Compensation is $1,893.39.

RE: Mary E. Miles
SS#227-32-8925
Terminated March 24, 1972
Date of Death March 24, 1972

Final salary has not been paid as notice to release salary to the
Administrator of the estate was received in this office December 1973.

Amount needed to pay this unpaid Compensation is $818.98.
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TO:

STAJF 4V
of ALASKA

DEPARTMENT OF ADMINISTRATION

M_R. Charney, Director
Division of Budget & Management
Department of Administration
DATE January 30, 1974

Kellus N. Sewell"fl£2" SUBJECT: Supplemental Claims Request
Administrative Officer

Division of Administrative Services

Department of Administration

The Department of Administration has received copies of fifteen
invoices™-f-rom Capital Office Supply dated January through July

1971 ._~41c~hav~dpeen unable to find proof of previous payment;
therhfo”e, it is"Nrequested the total charge of $178.65 be included
in the Supplemental Claims Request to the Legislature in accordance
with AS 37.25.010

Copies of "th~e"invoices are attached,
KNS:MLH:cb
cc: William C. Mullin, Director

Division of Finance

A.ctachment
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February 20, 1975

The Honorable Bill Ray

Chairman

Senate Finance Committee

Pouch V

Juneau, Aiaska 99811 Attention: Senator George Hohman

Dear Senator Ray:

This'is in response to a question raised by Senator Hohman at this morning's
Senate Finance hearing concerning the Governor's requested supplemental
appropriation for miscellaneous claims (SB 78) .

After reviewing AS 37.25.010 (b) it is our interpretation that the claims assoc-
iated with SB 78 are not legally payable with current year authorization. This
is due to the fact that the provisions (1) and (2) of subsection (b) preclude
such payment.

A copy of the proposed change to the SB 78 appropriated amount which | men-
tioned thismorning is also attached. This alteration has the following effect:

Remove: N.C. Machinery Claim ($935.58)
Add: Spenard Builders

(in. no. R27639) 18.04
Add: Spenard Builders

(in. no. C5972) 8.96

Net effect of revision ($908.58)

We accordingly recommend that SB 73 be amended to reduce theappropriated

amount from $45900 to $44,992; a reduction of $908.00. Within the bill the
amount appropriated to the Department of Public Works should be reduced by a like

amount: $908.58.



Senator Bill Ray -2- February 20, 1975

To avoid miscellaneous claim supplemental appropriations in future fiscal years we
have proposed that the General Appropriation Bill be footnoted to include the
provision that it be allowable for the Governor's Contingency Fund to be used to
pay obligations for any agency for any time period. HB 70 now includes that

provision. We solicit your support in having such a provision included in the
Senate's version of the budget bill this session!

cc: Jay Hogan, Director, Legislative Finance
Attachment:

VKD/bc



M EMORANDUWM State of Alaska

to:

from:

DEPARTMENT OF PUBLIC WORKS

Ronald Lind, Deputy Director DATE January 29, 1975
Division of Budget & Management

Department of Administration Fite no: - 131-1-03K & 131-1-Q3L

TELEPHONE NO:

William H. Race, P.E. subject: Miscellaneous Claims

Director
Division of Buildings

The Division of Buildings, Depai'tment of Public Works requests the
following listed attached invoices be included in the supplemental claims
request.

Vendor Invoice Number Date Amount
Spenard Builders R27639 1/26/71 $18,04
Spenard Builders C5972 1/08/71 $ 8.96

This Division also requests that the claims by N.C. Machinery turned in
on a memo dated November 27, 1974 be taken from the supplemental
claims request. N.C. Machinery has cancelled the balance they claimed
was owing them.
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M EM ORANDUM State of Alaska
TO: Mr. George Porter, DATE: January 21, 1975

Chief of Maintenance

Division of Buildings FILE NO:

Juneau

TELEPHONE NO:

FROM: Mr. Jesse R. Boyer, X SUBJECT: n. C. Machinery Co.,
Building Management Supervisor Past Due Balance
Division of BuildingsJ
Anchorage

Attached are a statement and a credit memo on an account which has been in
question for the past couple years. The account was, as admitted by N. C.
Machinery Co."s credit manager, in a terrible mess. There were double billings,
unposted credits, mismatched invoices to purchase orders, etc.

It is my firm belief that all charges due N. C. Machinery Co. were paid by
the State and that poor bookkeeping was the only reason for the balance which

was claimed to be unpaid. N. C. Machinery Co. has now agreed and have can-—
celled the balance which has been carried for the past couple years.

JT"B/rg

Attachments: as stated

LRI

DIVIol "=



M EM ORANUDUM State of A laska

TO:

FROM:

Mr. William Gillespie, date: January 23, 1975

Cost Accountant

Division of Buildings FILE NO:
Juneau TELEPHONE NO:
o4-/)
Mr. Jesse R. Coyer, subject: openard Builders, Supply Account

Bui lding Management,"/Supervisor
Division of Buildings

Anchorage

By: Mr. Harold Henderson,y /jy j
Supply Officer '

We have worked on our account with Spenard Builder's Supply for some time
and now have it down to only two old invoices which are reflected as unpaid,
Information on these two invoices is as follows:

Invoice No. Date Amount Remarks

R27639 1/125/71 $18.04 Material was purchased for
Ursa Minor School, Ft. Richard-
son on base schools. Purchase
order 13-BA-5965 dated 1/2G/71.
Invoice was sent in for payment
3/8/71. Copies of PO and invoice
are attached.

C5972 118171 8.96 Material was purchased for Pitkas
Point School on SR 5463 dated
1/8/71 and shipped to Pitkas Point
Via Wien Consolidated on air bill
number 212-273845. Invoice and
air bill were sent in for payment
3/9/71. Copies attached.

We hope to get this account straight once and for all.

JRB/HH/rg

Attachments: as stated. v 1



[

IEIEPH'

*|379.£61 |

GRERIG®

J>4,F.
L]
f. P, . S?'L[? T \ o d f m j b
4 A'. .:..7pencrd builders supply -
- ¥ Y \7L
'rlmll 3 M2 1015 DRIVE ¥ ANCHORAGE, AIAS4A 99503 AOORCSS . ? A< M /-
T DELIVER
TO_
U JJrilv ty or. - -
r r
Wood ok P 2 -1 7 /.
& m<§ oy X oa t& p h d tie iM ¢ j?
1
1 > W-. vi Vo o« - -
- - r. r -
i
0
u v
x"-i < -
|I*;J v . . hf:- - M
le ! T «“A
- - e e joe * 'e] xr
AT 1 g M1
1 HA - N f aru.a -
k ° FfICS
PR - - /- R f ("-p B
Lo A
1C
r t - » T - -r 1”1 _—
-
i1iRMS™ Aii AccouMi3 oof hum oi IID fOuowiNG purchase u pir uo charged on pasi due
ACCOUNIS. All RtluRMED GOODS MUSI EE ACCOMPANIED 6V, IhiS Em ?-

DCIIVfBLO
Bv

hm V

RCCD
BY

1Q71

-TVL/Tjis

Nof

5372



S 1A T A

5 CJ>;CIm:,0>~cq7g*o> cn o> WWTugi :

SPEMARD GUILDERS

illlir AJiHii
yagleol &
PITKAS
10 (DRKALON
OIS G |UCIUNG MAHC.D G> PACX™G. ma ;*S 1 NMABS]
m C S

-b'u 1 SA-INMUTICNOMS 10 CAW *| -~ ——————2m =2

D*NIMICKAL WaCHT KCtVAUON UICITO at/[t

PT

PXPAD

li> CG31

SKEAFLL

CAImMf



L STATE OF ALASKA T i DEPARTAN SITAL consignee W7

-DEPARTMENT OF PUBLIC WORKS - ON All PACKAGES
AND PAPERS
. PURCHASE wr
-] F
Ci 911 0i ."Mil ORDER
* RCIALING
*V 10 1S DAIE
ORDER I UNI) AND PROGRAM
eC
CONSIGNEE AND DESIINAUON
®
S
H o KKy * _ %o x na< A *
...................... V'OFL T I - RS . = >*%v
P rT 4t #*~ D>F# 22
n
Sogly

T. I*
0 L]

CONTRACT NO: OALE DELIVERY REQUIRED

SHIP VIA REQUISITION NO.

H.
IK-irO iC IAIM | HKLhAV SHIPMENT AND LIST CHaRGCSta$S A SFIPARATH ITEM ON INVOICE.- SUBMIT COPY OF D/L WIIH'fl-IE : >

b



/

oo

Vlll -

iale

T e ‘j[-mxf’rt‘ﬂ'm' r- = =%
- TC B0 o
LA _ sw=4AMNTTr oX rttri'C 'fzm
a<erpencrd builders suppllﬁ .
VI 1 1015 DRIVE + ANCHORAGE. ALaska sosos  Anonsa D /1 > f <« OA lyt'6Q ¢ Cvcvr/?
CrsM CCD  vetlm « »AID WI AveX Y717/ AN ﬁ
m

i r =T e rs/ rrrrvrj

1 ooF - 4

/ miY & 'X'fa 6//1Zcfa

-A -A fffali- 77~

MAR-8

>
(p1
\

« T'sMthe. <

co

> WRVOWTRV G 29 TT—rr |

U»MS; Ai, /_1iOUNIb OUC ItlIM U» MI), FOilOWING HWCHASt T4 PIP MO CHARGED ON PASI OUE

AH cnifjis AU Rl IUKNFO 0000S MUS5L HC ACCOmPANIEO BY inis pini-

- -Vj Ctv-i?
Y AK--..u
/ r-7° 71
? S:I> yom 1
kool H
- .
...’T* 2
Y “
- - 1
- ] w\ 1 1
n XD ]2si
IY(m A >

Tjilr* .. EJ—~



ey iiate ov Alaska

department Or poolre works

T0: r-'n Lind, Deputy Director DATE: Kovcinbcr 27, *19/4
Division of Cudgct A Manafjcniont
I' i'triiticjrt of Aciirrinistration FILE NO: 131-1-03 K & 131-1-03 L

TELEPHONE NO:

®¥ E. Henson, Director subject: [vised 1ancons Claims
Division of buildings mFY 70-71 A FY 71-72

fho Olviscon of Cmldings, Department of Public Works requests

the ~Mfollowing listed attacked invoices be included in your supplemental
ciaims rcqur.stas

Voia'er [ten Number Date Amount
['i"n Airlines 0\033/1231/ HhiyO '72
. \
M\ it 00*120321 Jul 23 '72
Il /X \ \
| u 00420320 Jul 23 '72
/ o' , 00306210 Jul 7 '72 G.30

:i. C, Machinery e

h I 03030 Fob 3 '70
I I 00030 Feb 16.'70
» I 03640 Feb 16 '70
1 03627 Feb 20 '70
\7
iy 12163 May 6 '70 re/.;;0
I Vo .
fnoxyh 12264 May 0 '70 23.06
I X .c//
12004 May 22 '70
I 21423 . flav 9 70
I 26300 feb 22 '71
27355 Apr 16 '71
) Of.ydu Supply tiscuif Aby 6 '71
X
la Ligiit A Power r'ov 0 '71

A search of our records does not roved that tha attached bills

| ten paid.



‘M EM ORANDUWM State of Alaska

to: Mike Whitehead, Special Assistant date: 5, 1975
Office of the Governor
FILE NO:
THROUGH: James W Brooks, Commissioner

Department of Fish and Ganje TELEPHONE  NO:

from: Vern Roberts, Director jlr SUBJECT:
Division of Administration
Department of Fish and Game Claim of Wilson Potterville

In accordance with your request of April 28, 1975 | am forwarding my recom-
mendation for settlement of the above referenced claim.

| have contacted two different private claims adjusters for their advice
on appropriate procedures and rationale used in settling claims resulting
from fire losses. The recommendations | have made incorporate to the
greatest degree possible the advice of the professional adjusters. In

- those categories where no advice was available, every attempt has been
made to deal fairly for both Mr. Potterville and the state.

The total amount recommended for settlement of this claim is $()/1£,175.55.

riTwirwmrt

Mr. Potterville did not include with his claim information on either the
age or condition of individua items. Therefore, | am ynnij-ynH *0 mcq
adjusters procedure of applying percentages to various categories of items.
The percentages used are shown below.

| have attached a copy of the claim with percentages applied for your in-
formation in reviewing this matter.

Attachment



10.
11

12.
13.
14.
15.
16.
17.
18.
19.

Kitchen Appliances

Kitchen Utensils, dishes, pots,pans, etc.
Groceries & Prescriptions

Supplies - various

Disallow any charge that is not
specifically identified

Furniture
Bedding
Clothing, shoes, boots

Books

Electrical Appliances, radios,stereo, etc.

Carpets, furnishings, luggage,pictures
plaques

Optical Equipment

Toys '
Guns, scopes, knives, sporting goods
Furs, skins, trophies

lewelry

Hobby items

Cosmetics, beauty aids

All  categories not coveredabove

5%
75%
100%

75%

70%
70%
60%
50%
75%

70%
5%
50%
- 60%
50%
75%.
75%
50%
50%



Kitchen *

Appliances (AlIl new - Many wedding gifts priced at McKay"s
Hamilton Beach Blender
Sunbeam waffle 1iron

12 C. Cory Stainless*Steel
Hamilton Beach corn popper
Dominion electric skillet
Sunbeam handmixer

Sunbeam steam N snrav iron

coffee pot

Hardware)

Canister set and cookie jar
Electric toothbruch (Sears)
TV trays
Untensil trays
Coleman water jug 2 1/2 gal.
5 gal. Jerry jug
Lunchbox .
Stanley Thermos
Cup rack (2 sets)
Turntable spice rack
Walnut spice rack
Accompanying spices ,
Rubbermaid turntable & trays
Rubbermaid dishpan
Place mats -
—--1-setplashic

1 set Sydney Lawrence

1 set Calico padded cotton
2 tablecloths and napkin sets
Dishtowels and hot padholders
Triple sifter e
Plastic measuring cups & spoons
Wooden spoon set

3 Bread pans .
Bundt pan. z
Teflon Cake pans square & oblong
Stainless Steel Cookie sheet s

1

2

1

2 muffin pans

2 Sizzler steak servers )

1 salt box - salt & pepper sets

2 one gal, plastic pitchers .

~ ] T |
D

ishes ,

Ducks Unlimited glass set
Corningware 2 qt.
Corningware lid b
Cake p.latter (cut glass)

Apothecary jars (4) ]
Wine decanter & goblet set . 1
Dessert dishes and glass set

1 set 8 tumblers )
1 cup set and stand

1 set flowered tea cups
1 wrought 1iron cup rack
Assorted stainless steel

cooking utensils & aids

\l
\—j<f'\\0//’\\

/
f
\
\

\
A

ll

1°°n 8.

fMi
/

“ = NN

\
\

)
/

/
/

2> L A02

/5

-T6.

50.
40.
35.
19.
35.00
23.00
25.00
25.00
15.00
12.00

5.00
12.00

7.00

3.00
25.00

3.00
.00
22.00
00
5.00
3r00

00
00
00
00

6.00
67.00
8.00
24 .00
15.00
4.00
2.50
1.50
50
.00
7.50
5.50
2.50
.00
.00

4.00
.00



1. sot pots & Pnns , .
Assorted tuppcrware
6 12 oz. tumblers
ice cream container
canister set
cake box
salad bowl
storage set -
popsiclc set
Roaster pan
Canner (Hot Bath)
1 large Butcher Block with handle

1 small Butcher Block
Steak Knife set inWalnut cast
Cookbooks - Woman®s Day Encyclopedia Set & Recipe file box

Cake Decorating Book .
Papertowel rack

Laundry & cleaning supplies

Book Ends (White Onyx)

Gerber Steel

Groceries (including - staples, spices, canned goods,
paper goods, etc.)
Freezer bags & wrap, tape

Home canned foods canning jars
Frozen foods

liquor

ePrescription . .
Vitamin-& Mineral Supplements .

Medicine supplies - First aid Materials

- jellies, etc.

*

«*

Accessories

1 Personalized Rose Maul Decorator Breadboard
of 100 year old Walnut
Hanging plants, pots, vases,

trivats, plaques

7=~ 30.00
C 49.00

A Flni

* 7 4.50
/  9.50
V 15.00
| 1.50]
* 15.0p"
50. 007 *
Sb\ 10.00y
1.50 1.13
4734 .00 JS.sc
7¢ch 25.00 \MSL
yi% 12.50 4y
$401.00

to* 500.00 5*ii

7r=  18.00 2 0S0
25.001 21,

> 175e00j

Af® 65 . 00M3-LSir

o, 150.00~ f

- 21.000>2i&*E

7 45.00
*  75.00
i 75. 00

$1149.00



Bedroom

Furniture

Bed frame

Mattress

Box springs

Walnut headboard - built in bookcase
Walnut dresser

Bedding

3 Blankets

2 Mattress pads (twin & ful)
Wool quilt queen size

Wool afghan queen size
Courduroy quilt full size
Goose down pillow Eddie Bauer
Duck down pillow Eddie Bauer
Bedspread

Sheets & pillow cases 5 sets separate
Pillow protective cover (2)
Shoe bag "
Garmet bags -

Cosmetics J

eMake-up purse *

Make-up mirror)

Perfumes, tales, colognes
Eye glasses - gold rims
Jewelry LI

Ladies wrist watch

Pearl sterling silver ring

Earrings

Necklace

Bracelets -

Jewelry box

Diamond engagement ring & v/edding band
Butch Timex watch

Sterling silver ring

Photo Albums

Wedding pictures

Personal Effects

Oster table model hairdryer
Electric curler set-Clairol
Baby Benn a/arm clock

Haler aft vaporizer

Barber set

™h 30.
/H 145.
if* 145 .

125.
» 75.

45.
22.
75.
125.
75.
38.
29.
45.
125

12.

35

25.

00 iU
007"
00/ " S
00"
00

00 yM |
00

00"

00 1
00 A
50 ]
50 j
00

.00 /
.50J
. 00<

00/

.002
MM

00)

90.00-,

y 42.

.00;

00"

175.00,

7 175.

25..
1 75.

125.
S 50.

50% <50.

* LA2.
(12

$2139.

00

00 )
0Q,/
007?77,rf
00/

00"
00-.
00

00,
30_
liguid



Boxes of Educations 1/Teaching materials
Reference - resource books & supplies
Teaching games, aids

AM-FM - Craig Cassette

Unrecorded tapes

Cassette tape collection

125.
95.
65.

169.

35.

125.
$614.

00)
00 i)ti2S
00J
00)
00117
00j
00 ——-



mLiving Room
Household Furnishings

Hanging Brass Lamp

Floor Lamp with Marble stand
Alaskan scenery shade

Two vanity lamps

Curtains and drapes 0%
Carpet (pile 5x8) *
Shag carpets

6 x 9

5x8 (two) @75.00

3 x5 (two) @ 45.00

2 x 3
Wool Braided rug (5x8)
Vinyl upholstered captains chair
Walnut desk
Sewing machine (Kenmore zig zag)
Colonial sewing cabinet
Console Humidifier
Mediterranean style metal shelf unit
Luggage (2 pieces)
Pioneer stereo speaker
Antique frame mirror 3 1/2 x 4 1/2
Framed pictures collection
.Linen.hand.painted bird-mural
Slide carousel (empty)
Slide stack loader -
Decorator wall plaques
Spanish carved book ends ;
Brass candlestick holder

Accessories

Ricker planter
Posters
Decorator pillows 1 wool hand emboridered”
3 corduroy hand stiched
1 needlepoint:
6" x 6" felt wall hanging
Viv_it.ar 35mm zoom lens & adapter
Desk Items - stationary & gift wrap, etc.
Wastebasket
Ivory collection
Biliken
Ivory fork
Dog key chain 1l -
Cake server
Straw flower arrangements
Decorator plaques
Butch®s reference & resource books
Biology & Natural Resources
3 flight manuals

Black nogahyde piano bench

$/85.00\
< 65.00,).A
v 15.007?
«-.50.00

80.00& 35.G0*
40.00

.00) M S|
.00.

1.00 tt-DD

1-0 =] 73.rc
i-007

<\ 15.00
12.00
85.00

70% 20 .00
m/?% 53.00

* -2-0-r0C
70v,, 8.00 S>Lv

7i7. 22.00)

14 .00] .. .
12.00
v 18.0¢g
70?7, 15.007.
¢ 25.001

J*1. 125.007?
29.003

I 35.00 iH-fC
$2367.50



Alaskan Tr.ophi.os
Trophy Grayling
Cinnamon Black Dear Rug
Seal skin (pup)
Fox piclure
3 Rabbit furs
Reel to reel tape collection
Pioneer head phones
Bausch & Lornb Sunglasses
Bausch & Lomb"Quiet Ears
Gun Rack
Buck folding hunting knife



Clothing Butch

Leather Jacket

Browning Chucka boots
Stearn Flotation jacket
Raichle boots

Dress shoes

Red wing shoes

Bas cross country ski boots
3 Woolrich shirts

Pendleton shirts

White Stag knit tops
Turtlencck sweaters

Levis

Dress slacks (Double knit)
Vests

Cardigan sweater

Dress shirts

Brushed Corduroy Sport Coat
5 ski sweaters

White Stag 3/4 down vest

3 belts

1 knit scarf (wool hand knit)
1 wool suit

9 T-shirts

10 Jockey Briefs

8 pairs wool socks

6 pair dress socks

1 pair of Sorel boot packs

WENWWWM-

ERAD

120

30.
56.
75.
45 .
40.
45 .
75.
175.
40.
60.
39.
66 .
32.
18.
50.
80.

250

.00
00
00
00
00
00
00
00
00
00
00
00
00
00
00
00
00
.00

45100

18

9
18
19

il

11
18
$1463

.00
.50
.00
T50
.00
on
*.50
.00

.50



Bathroom set rug & seat cover
Bathroom scales

Hot water bottle

Heating pad

Storage rack for towels
Towel rack

Shower handy hanging tray
Towel sets (1 doz.)
Separate washcloths

Bath mat

Toilet soap

Toilet tissue |

Facial tissuej

Shampoo - rinse



Clothing Carol

Clothes for teaching

Trench coat - Misty Harbor Wt 75.00
Wool coat & dress outfit (Wedding outfit) 150.00
5 dresses 25.00 up U 170.00
4 pantsuits (33.00, 49.00, 60.00, 55.00,) 197.00
Shoes, Boots & Purses
White Sandies 22.00
Black Pantent . 25.00
Beige pumps 24. 00
Red high top boots 11. 00
Black leather boots high tops * 35.00
Black leather purse 22. 00
Brown leather and suede purse 16. 00
White hand crochedted purse 19. 00
Belts (4) 20. 00
Blouses 16.00 @ x 8 128. 00
2 Maxi dresses 54. 00
2 robes - 29.00 & 22.00 51. 00
Slippers 9.50
Lingerie 40. 00
Pajamas & Gowns 48. 00
5 Nylons 15, 00
4 Slips 32.00
10 paniies - . xu .50
7 bras 36. 00
5 turtlenecks 45. 00
5 cardigan sweaters 85. 00
3 ski sweaters . - 90. 00
3 ski pants = e o 105. 00
Slacks 15.00 @ 4 pairs 7 e Im 60. 00
Raichle hiking boots 75. 00
Refigiware Suite 65. 00
Gold wool coat 55. 00
Snowmobile boots 17. 50
knit scarf & 2 pair of mittens 22. 00
Janoy X country ski boots 45. 00

Personal Effects

Artists supplies 2>20r0
“eNeedlework
Sewing materials 50.00),, ?
kniting bag and large bag of yarn ( 65.00)

$2014.50



ol

Guns

Remington Mod. 700 7MM Magnum
3-9 Buslinell Scopcchief Scope
Weaver Mounts
Mounting Fee

Remington Mod. 760 30-06
Bushnell Banner 4 Power Multi x Scope

Weaver Mounts
Mounting fee
Spare dip

ITHACA Mod. 37 Shotgun
Wincherter 22 Cal. Single Automatic
Remington 22 Target Master

Weaver Scope
Mounting Fee

Ruger Super Black Hawk 44 Magnum Revolver
.Holster

Ruger Single Six Convertable 22 Cal Magnum Revolver

Holster

U#6

184.95
110.00
12.50
10.00
317.45

199.95
49 .95
12.50
10.00

7.95

280.35

154 .95
50.00

49 .95
19.95
10.00
79.90

149750

9.95
159.45

92.50
9.95
102.45

$1144 55"



BHHH

John"s Bedroom

Oak chest of drawers 7jt,

Quilt - handmade child"s
Pillow - Duck down
Mattress Pad
Sheets , pillow case & cover F -
Extra large Needlepoint handmade pillow
3" handmade Raggedy Andy doll
rifle rack - toy rifle
Ed"1 games, including puzzles, toys, Magnetic letters etc,
Library collection of children®s books
Record player (G.E.)
Record collection
Hand crocheted living room ball
Viewmaster and viewmaster picture sets
\e
Toys
Fisher Price playhouse
Putt Putt set (
Tinker toys
Hot wheels
Puppets 5.00 x 2 |
Boxing gloves
Johny West & clothes
Stuffed Bear and clothes
Tonka cars & trucks
Fisher Price telephone -
Sno Machine & People
Model tank, airplane, sub
Water color painting

Clothes

Sorrells

Blue suede shoes e;
Black leather dress shoes
Tennis shoes *
Underwear

Leather vest

SMippers

2 Sweaters

2 vests . ®
4 Pajamas

10 knit tops

7 pants -

3 belts

sport coat

Wool C.0. Jacket

Pile winter parka
5novanobi le suit
Break-up boots
Bathrobe o o
Oshkosh pants

15.00
15.00
8.00 .
9.00!
10.00:
4* 50V,
12 "00
10.50
75.00-
4_.50 \

36.00 j
23.50/

7Ud



Suede cowboy bat (1) 11.
6 Dress shirts / 36.
3 ties 6.
2 Wool hats / 12.
3 pairs nmittens \ 15.
10 pairs socks : 8.

$88.

00
00
00
00
00
50

50

fSTO



Typewriter

hide

Projector
collection

W o lf
Slide
File

box with

(portable

Removed From Fire

Documents/
personal

photo
effects

Smith/Corona)

albums,

(Estimated

tapes,

Damage)

to clean 50.00

Total $15,878.55

ID, 1



Wilson Potterville

P.0. Box 231
Glennallen, AKk. 99588
April 18, 1975

Mr. Bob Palmer
Executive Assistant
Office of the Governor
Pouch A

Juneau, Ak. 99811
Dear Mr. Palmer:

I am writing in regard to the Crooked Creek Fire loss on August 12, 1974.
While an employee of Alaska Department of Fish and Game, Division of
Fisheries Rehabilitation Enhancement and Development, at Kasilof Gravel
Incubation Facility, my family and | resided on site in the small house
provided by the state. We resided here in order that 1 might fulfill

job responsibilities of a routine nature and attend emergency situations.
Living here was not so much a choice as a necessity. As there were no
provisions for running water in the house, it was equipped with a propane
toilet which caught fire on August 12, 1974 and completely burned the inside
of the house. The majority of the furnishings in the house were our own
personal belongings- We lost our furniture, kitchen appliances, professional
libraries and materials, winter clothing, bedding, wedding gifts, and many
many personal effects. My wife"s teaching career required a professional
wardrobe and many specialiEed books and supplies. My work in the biological
field led to the acquisition of many useful reference and textbooks in
related areas of science. My association with the outdoors through work
experience or personal endeavors resulted in my fine Alaskan trophies.

These trophies are not replaceable.

Immediately following the fire we were instructed to submit a list of
everything we had in the fire. Stan Swanson, Robert Libida, Rupert Andrews,
and Rurs Redick were some who requested this. As | was transferring to

Sport Fish Division soon after August 13 or 14, the Division of Fisheries
Rehabilitation Enhancement and Development agreed to have Sport Fish Division
assist us in presenting our fire loss paper to legislature for consideration
and passing a special bill for reimbursement to us. We compiled a list of
items to the best of our recollection and researched widely for today"s
replacement values submitted a paper bfiefly describing the situation

and listing our loss e one which amounted to over $15,000. Rupert Andrews
apparently made every effort to introduce this paper to legislature for

the consideration of reimbursement and found all avenues blocked at the
administrative level for reasons unbeknownst to us. We are aware of prior
incidents in which the state has at least partially reimbursed employees

for losses incurred at state"s responsibility. For the past nine months

we have waited with optimism that the state might offer whole or partial
compensation. We have recently learned that Fish and Game Department has



Bob Palmer -2- April 18, 1973

done all in its" power to assist us and can not get past the administrative
level. For this reason we see no recourse but to either file suit against
the state, for providing substandard housing where on-site residence was
required for the job, - or procuring the interest and cooperation of

an influential political figure. We implore your attention in reviewing
our case and humbly request your assistance in legislating or budgeting
monies for a fair compensation for our incurred loss. Having presented
this limited amount of information to you, 1| would welcome any further
discussion you might desire by phone or letter. Because we find ourselves
in a financial crisis, we find it most urgent to expedite matters. I

will await your reply and hope to be hearing from you in the very near
future.

Wilson D. Potterville
Fisheries Biologist
Glennallen

Copies sent to

Governor Hammond

- Senator Bill Ray-
Representative Keith Specking
Rupert Andrews

............ L...... MBE
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to:

from:

2OB@E.0D

.M EM ORANDUM State of Aiaska
DEPARTMENT OF PUBLIC WORKS
Ron Lind, Deputy Director date: November 27, 1974
Division of Budget & Management
Department of Administration FILE NO: 131-1-03 K & 131-1
% L
TELEPHONE NO:
John E. Benson, Director subject: Miscellaneous”™-aim"si”
Division of Buildings FY 70-71 & FY 7172 /a
hy
0
0
The Division of Buildings, Department of Public Works requests d
the following listed attached invoices be included in your supplemental
claims request:
Vender Item Number Date Amount
Wien Airlines 00334231 Mar 8 "72 $37.80 /
00428321 Jul 28 72 6.30 v
00428325 Jul 28 *72 8.09
00396210 Jul 7 72 6.30
N. C. Machinery
f\
08830 Feb 3 *"70 [5.00]
09030 Feb 16 *"70 112.96
08640 Feb 16 "70 15.18
08627 Feb 20 *"70 33.42
12165 May 5 *"70 87.50
12264 May 8 "70 23.96
12994 May 22 *"70 6.62
21423 Nov 9 "70 302.00
25890 Feb 22 71 33.22
27355 Apr 16 71 323.72
Yukon Office Supply 63692 Aug 6 71 1,662.50
Alaska Light & Power Museum Nov 8 "71 1,082.20 : ? nr,

A search of our records does not reveal that the attached bills

have been paid.
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STATE

[-f.NZ 5 1K)

-of ALASKA -2/ 1 artj |j|jV’\ y V
TO: i i
Ron Lind, Deputy Director
Division of Budget and Management
Department of Administration
date : December 13, 1973
John Benson. Director Miscellaneous claims
FROM: ’ SUBJECT:
Division of Buildings FY 70-71
Department of Public Works 131-1-03 K

The Division of Buildings, Department of Public Works, requests
the attached invoices be included in your supplemental claims request in

accordance with AS 37. 25. 010.

It has been determined that these invoices are just charges and
payment has not been made. Your continued prompt attention to these
matters is appreciated.

Attachments

IMM—m—
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IN ACCOUNT WITH:

TERMS:

ET. PAYABLE BY 1STHOF
MTHFOLLOWINGDATE OF
JROHASE.

EINANCE _CHARGE
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TRANT PAYMENTS AN?/
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HIS STATEMENT, ISCHAR-
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PAGE 1
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A DIVISION or NORTHERN COMMERCIU. COMPANY Pteate remit To:

6450 ARCTIC LV~ POX 614.) 5(.

ANCMiiKAuO, ALASKA .
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STATO GfT ALASKA fp s CUSTOMER NUMBER 9993112

DIVI5l,- "“F BUILD IPOS ,
D'VSCION Or BUILDINGS
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STATEMENT
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70 1 1299fi 6.62 *°
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\'A
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SUBJECT TO A 10% RESTOCKING CHARGE.
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DEPARTMENT Or PUBLIC WORKS
Diviiion oj AJ-ninislratlon
Fisccl Sc;:lon
P. 0. Iix1xl

Jresy, Alisiu
ADMINISTRATIVE DIETERENCE STATEMENT
N C"Machinery Company

Name of Vendor:

P.0. Box 6148
Address:

Anchorage, AK 99502
City:

We are unable to process your invoice for payment because:

We have researched our files and are unable to find where they have
been paid, except for the $323.72. Could it be you copied the number
wrong and it should be 27352 instead of 27355. The money amount and
dates are the same on both. Please send copies of others, 1 am sure
that one time we had them, and sent to our Division of Buildings for
coding. Will need copy of credits also. Will do my very best to
expedite payment.
We suggest that you issue monthly statements with individual invoices attached. The statement should £ invoice

numbers and totals. The original sales ticket may be retained by your office at time of purchase anthwo’\opies given
to the employee. N.

Name of Public Works Official Tiitde \ Date
w. t. ROOE
CHEF ASCAL SECTION £*3/16/"3
- w v V?T/// o ___
THIS SPACE SHOULD BE USED FOR YOUR REPLY ,® N /V
2EPLY: _j}' N

vd £ I8\ .aadXI

amc of Vendor Official Title Date

< r b ~, 7T



OP001B (REV. CBT3)

e M EM ORANUDUM State of Alaska

i ) DATE;
T0: Ron Lind, Deputy Director March 15, 1974
Division of Buo"aet a lianageinent FILE NO:
Department of Ad/dnistration 131-1-03 L

TELEPHONE NO:

) SUBJECT:
John E. Benson, Director Miscellaneous Claims

Division of Buildings FY 71-72
Department of Public Works

FROM:

The Division of Buildings, Department of Public Works requests
that the attached invoices be included 1n your supplemental claims
request in accordance with AS 37.25.010.

It has been determined that the invoices are just charges
and that payment has not been made.

JEBIAGrgj P
Attachment



Alaska Power & Light Company

Museum Site

November 8, 1971 billing $1,094.59
Less Surcharge paid twice (12.46)
Add payment short in July 1972 QI

Balance Due $1,082.20
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99301

11l
U\l Pouch P
13 Juneau, AlasKa
r S/A Museauro Site
OEPOSIT: o0ate -
| AEACING PRESENT MULTI-
DATE READINGS PLIER
MAY 11 "71 3, 668 40
MAY 11 *71 4, 907 80
JUNIO"71 4,181 40
JUN 10 "71 5,035 80
JuL 9r7144,430 40
JuL 9+7151,760 80
AUG 10 "71 4,752 40
AUG 10 "71 5,311 80
SfP j|'71 5,024 40
SEP 3"71 .6,442 60
0CT 871 5,313 40
OCT 871 5,560 80
NOV 871 5,631 | 40
NOV 871 5,667 80
DEC 7 "71 5,816 40
DEC 7 *71 5,794 80
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2202 -
33 Fz
NUMB Eft- frel/ £L AMOUNT 5 BAL. S
h ac ACCO UNT NUMBER!
D credith 10 PAYMENTS-CR.
DILL TOTAL it r OATE . REFUNDS -+ DR, BALANCE
13.962.202S
23,320 1,065.19 + G~
*31.96+JS-
1,097.15 oR K MAY 11 "71 1,097.15
MAY 27*71 1,097.15- v .00®
13.962.202
22,760 1,057.39 + G K
31.72+JSv
1,089.11 <R # JUN 10 "71 1,089.11*
MAY 2871 1,089.11 -K .00 ¢
13,962,202
= 21,760 1,013.07 + G v
30.39+J5-
1,043.46 OR N JuL 9771 1,043.46,%
AUG  4*71 1,043.46- .00 0
13,962,202
23,160 1,074.82+ G v
32.24+JS v
3,107.06 oR AUG 10°71 1,107.06-::-
A SEP 10771 1,107.06 - .00 0
21,360 995.34 +G n
e 29.86 +.1S. Vv
<3,025.20® R SEP 8.7 - 1,025.20
13,962,202
21,000 979.39 + G
29.38 +JS *
1,025.2 0+BL
0,033.97 oR " OCT 871 ?,033.97*
132 0OUM , 06T 14*71 1,025.20 - = 1,008.77
NOV  6*71 3,008.77 - \ .00®
* 13,962,202
2~ 880 1,062.71+ G v» O«iHA
.88+ )
1,094.59 ®R / Nov 8 71 3,094.59~
13,962,202
15,960 756.01+G—\.u*yi
22.68+JS< r
1,094.59 +3L
1,873.28 R 1 DEC 771 1,873.28 +
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Alaska Oopt P7/ 3H 33.
.Pouch P
Juneau, Alaska 99301

DESMIT: REQLUN 418

READING PRESENT MULTI-
DATE, READINGS PLIER
JAN 11*72 6,265 40
JAN 11*72 5,920 80
FEB 8*72 6,562 40
f£B 872 6,032 80
MAR 872 6,871 40
MAR 8*72 6,156 80
APR 10*72 7,185 40
APR 10*72 6,273 80
MAY 872 7,501 40
MAY 872 6,397 80
JUN 872 7,812 40
JUN 8*72 6,535 , 80

/ -

TARIFF

COOES

33

33

33

33

33

33

|
1

1396
2202
o ES
ft  NUMBER AMOUNT S BAL.*/lZZLi
ACCOUNT NUMOER]
S N T PAYMENTS-CR. € ©
DILL TOTAL i a DATE REFUNDS -OR. OALANCE
A
OEC 3171 ..778.69- v L 094.590
13.962.202
28,040  1.291.41+ GME3EA*"
38.74+JSA
1,094.59+31
2,424.740R JAN 1172 2,424 . 74-%
JAN 31*72 1,330.15°“*- 1,094.59 0
~ 13,962,202
20,840 972.2 9+ GA
29.17+J3-Wce/
1,094.59+81
2,096.050R FEB 8*72 2,096.05
MAR 9*72i 1,001.46 “c 1,094.59 0
. 13,962,202
22,280 1,036.12+ G\ A
31.08+JS\f»4"™»
1,094.59+81
2,161.79 oR MAR  8*72 2,161.79-*
APR 672 1,067.20 - » 1,094.59
13.962.202
22,320 1,037.39+ G/\r]-’\
31.14 +JS |(IKc—i "\
1,094.5 9+81 °
2,163.62 0 R APR 10*72 2,163.62*
MAY 2%72 1,069.0 1,094.5%
13.962.202
m?21,160 986.47+G\ ¢ tL 1
29.59+JS-J
1,094.59 +31 r
?,110.650 R KY 8*72 2,110.65*
13,962,202
23,480 1,089.30+G"1
32.68+JS fv .
2,110.65 +BL \"'v-
3,232.630R JUN 8*72
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Juneau,

S/A

DEPOSIT:

Alaska 99301

.Vuseaum 3ite

EAQING PRESENT
DATE READINGS

mm 11?7
mi. 1i"?:

AIR 972
AG 972

SEP 11777
SEP 1172

1CT 9

o 9

DEC 6

i<
1,92

8,436
6,831

8,769
7,002

9,060
7,130

9,387
7,260

.9,681
7,399

DATE

NUMBER
MULTI- Y TARIFF KW HRS. CHARGES IACCOINT NU*<gER]
I COOES USEO CREDITS
SILL TOTAL

Y 13,9.9 2202
33 26,87.0 1,196.30.+G [J,
35.89+.15) 1
=+ 3,232.63+ 2
i AGA °>%HR 4 M 1IH1
* V. X"rCi171969,202
33 22,800 i,059.16+ G

31.77+)89Y
e 240-G B
A, 464 .82+/>7—
5,555.35 <R AUG 972
KP 1762,
33 27,000 1,245.31+S
24.90+.JSNi7 ~ULLY - UG-
. nrnui  Ihe. rrT 4y ee
4,462.42+77. \ Cc4Etcrvg h j jpP15 »I'f
5,732.63 SEP 1172 5,732.53 A
SEP 1872 y Q 12.)<7- J-
SEP IB; 962,202 ,98~-v
33 21,880 %o
780°3"+"31 Lap 3
4,429.87 =R ocT 9 *
NOV 9 1,048 .94 - /
NOV 9 -1,282.67
40 A 13,962,202
80 33 23,480 1,089.30+ G ]|idyciftj>
31.78+35 (|
/£ 12.46+ JSJ
2,093.26 +S_
3,231.80<= R NOV 9
AO 13,962,202
~33- 22,880 1,063.4-9-+G
o« e 31.90+ S
-3,261.80+31
M 4,327,190 P ; -4=5=7=1-9 »
“11 T2G-1-5
- — 4,-3R.66-°- 4,-339.65
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ONG PRESENT
=E READINGS
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< .w

Alaska Dept.

Ppuch P

Juneau, Ak.

Museum Site

1,614
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1,933
8,413

3,983
8,685

9,017

(ar®)

MULTI-
PLIER

80

40
80

80

80

80

w §if =

1768

TARIFF
COOES

33

33
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™7

33

L9

PW Bldg. 1396

2202
e 33
NUMOER 4-2 AMOUNT S -0- OAL. S
KW HRS. CHANGES Q% 'ICCOUNT numoJEnl ) UTIUIT
USED e il oatE RERUNDS ' S GR. BALANCE LcoL
-'=T —rrT*}
2fo0?2rv &
.. 13,962,202
23,560 1,010.96+/5\ N
30.32+J3y'5
1,041.28 o ft JUN 673 1,041.23 *
1,002.20+31
2,123.48® R JUN 673 2,123.43* 5/
10,962,202
24,280 1,040.4 8 +
31.21+ ISRV i
2,12% 40 + 31LN-NT
2.00-31 k
3,195.17 Rt JUL 1073 3,195.1 7*
JUL 25*73 \\ . 1,041.20 - ' 2,153.09
AUG 273 >e 1 071.69- 1,082.20 o
13,962,202 fie 1
23,760 .1,019.16 + G™NoVe. N’
.30.57 +JS>'
1.082.2 0 +3L
2,13.1.93 ° ft AG 773 2:131.93*
*AJG 2973 1,049.73-/ 1*082.20 "
26,560  1,133.96 + GV,nv»*' 13,962,202
34.02+JSJ
1.082.2 0+8L
2,250.18 ®ft SEP 773 2,250.18 *
OCT 173 1,167.93 -/ 1,082.20 ®
23,680 \ 015.88 + G\ ' 13,962,202
* 30.4 8+JS S/fVc.Ni
- -1,002.20+6L-~
2,128.56 0 ft ., OCT 5*73 <>128.56*
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M EMORANDUWM State of Alaska
ro.  Myrton R. Charney date: November 29, 1974

Di rector

Division of Budget & Management FILE NO:

TELEPHONE NO:

FHOM:  Buel A Taggart SUBJECT: Supplemental Re” e/t
Commissioner
Department of Public Works

%

Attached is a claim received from the General Telephone Company of Alaska 1in
the amount of $717.80 for damage to their cable lines at McGrath, Alaska, in

October, 1972.

Inasmuch as the due bill 1is over two years old and cannot be paid from FY 75
funds, please present this claim to the next legislature for an appropriation.



r.. - RECEIVED EVERETT

ETUSIrAM!I T Az rw B</ I=ALASKA grp JE£ 1974
, 1121 s hhoakvay, i\o ijocii.j. ia m.i r.wazivinc;ion i
GENERAL TELEFHDNE CO. OF ALASKA

TE TEI"HIONE 20G- 35!i C.200

n

£ 9 / » M

August 27, 1974

Division of Aviation /?
State of Alaska
McGrath, Alaska 99627

Dear Customer:

our special accounts receivable, we find a balance due of
in your account.

Will you please check your records and notify us if there is a discrepancy.
Please forward your payment to the following address:

General Telephone Company of Alaska
P.0. box 413
Everett, WA S8206

We would appreciate you contacting us within ten (10) days.

Sincerely,

Accounting Manager

JD: jr.

Gentlemen:

Pleasd "sentT an itemized statement of the above nast due balances, if our
,account,-,is still in arrears.

Yours trulv,
w0 -C7W /Patricia Rudolph
Oiv. of Aviation
Poucli 6900
Anchorage, Alaska 99502

Affl (In'id ne* (I It 1
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0327
71
oil
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NOV
1972

MI.72

1, CJ2

el

OTT=) GbIiIlERAL TELEPHONE

'(W'“ALASKA

1l H

T/1fi FOURTH AVE SI AT i"LK WASHINGTON 88101 WA A-173A 1
TFilPuCM Co
DIVISION OF AVIATION AMOUNT
STATE OF AI.ASKA
MCGRATH AI.ASKA 99627
REPAIR OF DAMAGE TO 25 IR CABLE RESULTING EROM
DUMP TRUCK DRIVEN WITH BED UP - OCTOBER 10, 1972
AIR FARE ROUND TRIP NOME - MCGRATH 21600
-\
3 NIGHTS AT MCGRATH ROADHOUSE @ 15.00 EA 4500
A HOURS LINEMAN @ 7.93 PER HOUR \ 31.72
I 1
OVERHEAD @ A .00 PER HOUR ) 16.00
1
100 FEET 25 PAIR CABLE . 1 33.00
LOSS OF REVENUE - 21'—S\UBSCRIBERS FOR 5 DAYS 65.37
N I AMOUNT*DUE - 407.09
/ ' 2V s
“\

PLEASE SLC R jvEHST. SIDE FOR ADDIfION \L INFOHM
PPINTCO INU S A

y S
ey o8

GjIQGCHL-H/VL telephone ALASKA
M§>.'0
Jv<2*
LA3
4
6fT,37

ATI-ON

Pl-rase return this "»b witb your

pci.menl When pnying m person
plr-oisp  briny llie enhrrj bill
Tliranlr you
NOV 1972 407.09
AMOUNT DUE
< oo
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v I LIliJ bpEHERAL TELEPHONE T "VALASKA ; ...

JIj
J 1318 FOURTH AVI- SEATTLE %ASHINT.TON 98101 MA 4-1754 V.V.V.,,,
10"JO UL FPMONt NUMOFM
NOV DIVISION OF AVIATION AMOUNT
1972 STATF. OF ALASKA

MCGRATH ALASKA 99627

REPAIR OF DAMAGE TO fi PAIR CABLE RESULTING FROM
DUMP TRUCK DRIVEN WITH BED UP - AUGUST 1972

AIR FARE ROUND TRIP NOME - MCGRATH - NOME
2 NIGHTS AT MCGRATH ROADHOUSE 0 15.00 EA
2 HOURS LABOR OF LINEMEN @5.28 PER HOUR
OVERHEAD @ 4.00 PER HOUR

150 FEET 6 PAIR CABLE !

LOSS OF REVENUE -3 SUBSCRIBERS FOR 15 DAYS

T AMQUNT pUE
»H «

PLEASL SEE. REVERSE SIDE FOR ADDITIONAL INFORMATION
point*.d INu fa Pr

- [CHP - 2 ,J6 rab
[ 1y?- * m'm't J/b I>r..

>JAA
2

ey - 216.00

** " 30.00 *

E / 15.50

;ﬁﬁ 310.71/

ft*-/ flg-f? return this ".tb with you"
o poy*fOMt, When poymg m person

OO EQ3 GIilJLFJAL TLLUI"MUNE ALASKA bn"V| I~
y 4 LIV € yfill

M famp

A6e;»1 /2.~

_S<-y t” NOV 1972

1)/ 7
Jel/

Jo/l /S, k< y 2, fi".  *<§l 3 i/a- Ai*7. NO

entire hill

310.71

AMOUNT DUE
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M EM ORANUDUWM State of Alaska

T0: Myrton R. Charney DATE:

Di rector
Division of Budget & Management
Department of Administration

November 19, 1974
FILE NO:

TELEPHONE NO:

FROM: Buel A Taggart SUBJECT: FY 75 Miscellaneous Claims,

Commissioner vr Division of Marine Transportation
Department of Public Works

Attached are invoices from Southeastern Electric and North Star
Terminal and Stevedore Co. totaling $9,429.58. Payment of these invoices
has been delayed due to not having received them prior to the two year cut
off date. Attached to the North Star Terminal 1invoice is a memorandum which
is self-explanatory as to the reason for not previously having been billed.

The computer print outs show lapsing funds for the fiscal years in
which these expenses were incurred.

Attachments



T ) wo Il - - £
Moo ottt VaVeesrwl i N W e Lm - Kawesj bUI Vi
5, Stem/ores Ship’s Agents M aterials Handling
(/__;_ / VtRATORS or » 0. BOX r'IM9 AM >i
iji. = tv VVAWEMOUSE CAUu AOlillt «
A Ai<C+i'- COLD STOWAGE

May 22, 1974

Gentlemen:

M are enclosing our revised schedule of rates for stevedoring work ger—
formed at the Port Of Anchorage effective April 15, 1974. The substam ini
increase in rates is entirely due to final settlement of wage negotiations
with the Anchorage Longshoremen which have been going on since 1971. The
Jong time for settlement involved a jurisdictional dispute which was
finally resolved by a National Labor Relations Board election.

The final settlement involves wages and fringe benefits retroactive to
July 1, 1971. Vfe regret that it will be necessary for us to send you
retroactive billing applicable to the retroactive expenses as soon as th

computations can be made.

We are enclosing a summary of the retroactive wage settlements anti
copies of the wage agreement applicable to v/agest'ancT fringe benefits w..<
we hope will be helpful.

Very truly yours,

NORTH STAR TERMINAL &STEVEDORE COMi Ah

Zf. wm&A

C. M. Bentz
President
CMB :ph
J 4 19"
Enclosures
WCmORAGK KENAI VPjDI/ cai iroicniA ™inee

Aitkosd



A=t NORTH STAR TERMINAL 5 STEVEDORE COMPANY

ov ~ SQ1EDULE OF RETROACTIVE BILLING RATES FOR LIAXDLLNG LINES ON A WAN HOUR EASIS, ANCHORAGE,
ALASKA RATES EFFECTIVE FROM JULY 1, 1973 THROUGH APRIL 14, 1974:

LONG — FORKLIFT OPER WALKING LONGSHORE FORE —
SHORE WINCH DRIVER LOSS CRANE-LAN MAN
MAN
RASE STRAIGiIrmiE RATE 1.62 1.79 1.95 2.05 2.155
PLUS 39% .63 .70 .76 .80 .84
PLUS FRINGE BENEFITS 1.005 1.005 1.005 1.005 1.005
BILLING RATE FOR STRAIGHT-
TIME 5.26 3.50 3.72 3.56 4.00
OVERTIME DIFFERENTIAL .81 .895 .975 1.025 1.08
PLUS 29% .23 .26 .28 .30 .31
PLUS STRAIGHTTIME RATE 3.26 3.50 5.72 5.86 4.00
BILLING RATE FOR OVERTLME  4.30 4.66 4.98 5.19 5.39
"PENALTY OVERTIME
DIFFERENTIAL 2.025 2.24 2.44 2.56 2.69
PLUS 29% .57 .65 .71 .74 .78
PLUS STRAIGHT TIME RATE 3.26 3.50 3.72 3.86 4.00

BILLING RATE FOR OVERTLME
PENALTY 5.86 6.87 7.16 7.47



NORTH STAR TERMINAL g STEVEDORE COMPANY

SCHEDULE OF RETROACTIVE BILLING RATES FOR HANDLING LINES AN A MAN HOUR BASIS, ANCHORAGE, ALASKA
RATES EFFECTIVE FROM JULY 1,1972 THROUGH JUNE 30,1973.

LONGSHORE — FORKLIFT OPER WALKING LONGSHORE FORE
MAN WINCH DRIVER BOSS CRANEMAN MAN
BASE STRAIGHTEN RATE 1.45 1.62 1.78 1.88 1.%35
PLUS 39% . .57 .63 .69 .73 .55
PLUS FRINGE BENEFITS .55 .55 .95 .95 -
BILLING RATE FOR STRAIGHT
TIME 2.57 2.80 3.02 3.16 3.31
OVERTIME DIFFERENTIAL .545 .63 .71 .76 .215
PLUS 29% .16 .18 3.5% 3.%2 3.31
PLUS STRAIGHTTIME RATE 2.57 2.30 - . .
BILLING RATE FOR OVERTIME 3.28 3J51 3.94 4.14 4_57
PENALTY OVERTIME DIFFEREN. 1730 i hTts 17775 1790 2.%3
PLUS 29% .39 .46 .51 .55 .
PLUS STRAIGHT TIME RATE 2.57 2.80 3.02 3.16 3.31
BILLING RATE FOR OT PEN- 4.32 4.84 5.30 5.61 5.93
o 1
I s
0 co 0&i
r™ =J £
X no

xJ



NORTH STAR TERMINAL q STEVEDORE CCwRANY
SCHEDULE OF RETROACTIVE BILLING RATES FOR HANDLING LINTS,ANCHORAGE ,ALASiCA FROM
JULY 1, 1971 THROUGH JUNE 30,1972

LONG— FORKLIFT OPER, WALKING LONGSHORE FORE —
SHORE — WINCH DRIVER BOSS CRANEMAN MAN
MAN
E STRAIGIHTIME RATE .93 1.10 1.26 1.36 1.465
S 39% .36 .43 .49 .53 .57
S FRINGE BENEFITS .55 .55 .55 .55 .55
LING RATE FOR STRAIGHTILME 1.84 2.08 2.30 2.44 2.59
RTIME DIFFEREiYITAL .285 .37 .45 .50 .55
)S 29% .03 11 .13 .15 .16
js straigitlme rate 1.84 2.08 2.30 2.44 2.59
TING RATE FOR OVERTIME 2.21 2.56 2.88 3.09 3.30
ALTY OVERTEE DIFFERENTIAL .71 .925 1.125 1.25 1.38
3 29% .21 .27 .33 .36 .40
STRAIGHTE E RATE 1.34 2.08 2.30 2.44 2.59
TNG RATE FOR OVERTEE PENALTY 2.76 3.28 3.76 4.05 4_37

TIONAL LABOR PENALTY DIFFERENTIALS WILL BE BILLED AT RATE PAID PLUS 30.7%

5R
0 s
fra .
Y -
K
W - 5 A
0 O



North Star Terminal

P. O. BOX 2019

and Stevedore Co.

PHONE 272-7537

ANCHORAGE, ALASKA 99510

STATE OF ALASKA-BILLING

DIVISION OF MARINE

TO.
0 POUCH R

TRANSP

JUNEAU, ALASKA 99801

VESSEL
STARTED
FINISHED

PORT
PIER
OPERATION

DATE 8/13/1974

PURCHASE ORDER

BILLNO. RA-44

CHARGES TO COVER RETROACTIVE WAGES PAID TO LONGSHOREMEN JULY 1,1971
JULY 1,1972 THRU JUNE 30,1973, JULY 1,1973 THRU
APRIL 14,1974. SEE ATTACHED DETAIL LISTINGS AND BILLING RATE SCHEDULES:

THRU JUNE 30,1972,

1ST PERIOD
2ND PERIOD

3RD PERIOD

TOTAL HOURS BILLED

TOTAL CHARGES:

HOURS BILLED

1,053.0
1,043.0

895.5

2,991.5

EXTENSIONS

2..348.30
3,235.73

3,721.55

$ 9,355.58

e U C



North Star Terminal and Stevedore Co.

P. O. BOX 2019

PHONE 272-7537
ANCHORAGE, ALASKA 99510

STATE OF ALASKA-BILLING

to. DIVISION OF MARINE TRANSP DATE  g/13/1974
POUCH R
JUNEAU, ALASKA 99301 PURCHASE ORDER
VESSEL PORT
STARTED PIER
FINISHED OPERATION

BILLNO.

CHARGES TO COVER RETROACTIVE WAGES PAID TO LONGSHOREMEN JULY 1,1971

THRU JUNE 30,1972,

JULY 1,1972 THRU JUNE 30,1973, JULY 1,1973 THRU

APRIL 14,1974, SEE ATTACHED DETAIL LISTINGS AND BILLING RATE SCHEDULES:

1ST PERIOD

2ND PERIOD

3RD PERIOD

TOTAL HOURS BILLED

TOTAL CHARGES:

HOARS BILLED EXTENSIONS
1,053.0 2,343.30
1,043.0 3,285.73

895.5 3,721.55
2,991.5
$ 9,355.58

v E D

AUG. : 107
ACCOUNTINT

T i @i m o n mm

RA-44
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GLACIER VILLAGE
X 1748
\ JUNEAU. ALASKA 90801
PHONE 7R9-9S00

i/
Kzr-Nle--/

Adt~ss ft

s, 1/, {1/Xc-CA

ZLE M SIe*

COo., INC.

KETCHIKAN, ALASKA 99901
day ::5-1;7r
NIGHT :J5 4«ft

PHONE

- e £/, Cy

t, /A L4~

OEEC-- -' ¢ .
s Go™CKZCAL 1.  f«-
/ e A -y-—

flnv

(NEiU-Li St 5 n
S

/ £Ec ? 4. -

a’)/ I/ . Jc /v A

TOTAL
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m00.INORTH

BILL
NO.

10960
10968
10968
10968

10969
10969
10969

10976
109 76
10976
10976

10978
10978
10978

10990
10990
10990
10990

10993
10971
10991

10999
10999
10999
10999

20000
20000
20000

20004
20004
20004
20004

20006
20006
20006

STAR RETROACTIVE BILLING
DATE VESSEL
07/L4/771 TUSTAMENA
07/1A/71 TUSTAMENA
07714771 TUSTAMENA
07/1A/771 TUSTAMENA
07/1 A/ 71 TUSTAMENA
07/3.4/71 TUSTAMENA
07/1A/71 1USTAMENA
07/72.1/71 TUSTA8ENA
07/81/71 TUSTAMENA
07/81/71 TUSTAMENA
07/21/71 TUSTAMENA
07/21/71 TUSTAMENA
07721771 TUSTAMENA
07/721/71 TUSTAMENA
07/88/71 TUSTAMENA
07728771 TUSTAMENA
07/28/71 TUSTAMENA
07/88/71 TUSTAMENA
07/728/71 TUSTAMENA
07/728/71 TUSTAMENA
07728771 rUS TAM ENA
08/7/04/71 TUSTAMENA
08/04/7] TUSTAMENA
08/04/71 TUSTAMENA
08704771 TUSTAMENA
0B/04/73 TUSTAMENA
08/04/71 TUSTAMENA
08/04/71 TUSTAMENA
08/11/71 TUSTAMENA
08/11./71 TUSTAMENA
08/11/71 TUSTAMENA
08/11/71 TUSTAMENA
08/711/71 TUSTAMENA
08/711/71 TUSTAMENA
08711771 TUSTAMENA

PERI 00 of/Cl/71 THRU 06/30/7 71
LABOR DESC. TYPE

LONGSHOREMAN oT
LONG SHORE NAN ST
WALKING BOSS CT
WALKING BOSS ST
TOTAI FOR BILL NO. 10968
LONG SHORE KAN 0T
LONGSHOREMAN ST
WALKING BOSS oT
TOTAL FOR BILL NC. 10969
LONGSHOREMAN CT
LONGSHOREMAN ST
WALKING BOSS 0T
WALKING BOSS ST
TOTAL FOR BILL NO. 10976
LONGSHOREMAN GT
LONGSHOREMAN ST
WALKING BCSS CT
TOTAL FOR BILL NO. 10973
HT. F/L DPfcft, ETC 0T
LONGSHOREMAN CT
LONGSHOREMAN ST
WALKING BOSS oT
TOTAL FOR BILL NO. 10990
LONGSHOREMAN oT
LONGSHOREMAN ST
WALKING BOSS oT
TOTAL FOR BILL NC. 10991.
LONG SHOREMAN oT
LONGSHOREMAN ST
WALKING BCSS oT
WALKING BOSS ST
TOTAL FOR BILL NO. 10999
LONGSHOREMAN oT
LONGSHOREMAN ST
WALKING BOSS oT
TOTAL FOR BILL NC. 20000
LONGSHOREMAN CT
LONGSHOREMAN ST
WALKING BOSS CT
WALKING BOSS ST
TOTAL FOR BILL NC. 20004
longshoreman or
LONGSHOREMAN ST
WALKING BCSS oT
TOTAL FCR BILL NC. 20006

-\ -

STATE OFE .ALASKA-BILL IMG t
- mj - .

HOJRS

N N —
s S ro N MNMO
OCOQ

N
® g - N>
. -

(S22 N G}

==

RET RQ

RATE

2.21
1. 84
2.86
/=30

2. 21

.21
84
. 88
. 30

NN - DN

. 84
. 88

N

1. 84
2.88

2.21

.21
84
. 86
30

N O, DN

(e

.21

N

. 88

.84
38
. 30

NN~ N

N

.21

N

. 86

\V\

AMO

22
22
5
4

54.

© "- 'IF’>0 o.

44.

3

11.
.40

59
-n Sy

11.
49.
2
11.
75.

44 .
3.
li.
59 .

10.
35.
3.
11.
60.

44.
3.
11.
59.

11.
40.
2.
9.
63.

44.
3.

11.

59.

27.

17.
/.
3.

55.

55.

14.
73.

UNT

.10 -
.08
.76
.60
54 *
s, -
20
.68
52 V.- m

*

05

68 -
88

50

11

20
68
52
40 *~

24

6 8
52 a
80 ~

20
68
52
40 *

(VR3)
48
8a
20
ol

2 U
6 3
52
40 £

03
48 . .0
20

45
76 * ™

25
6b
40
33

36 &

K-

ot

v



NORTH

BILL
NO.

2001 5
200 15
20015
2001 5

20016
200 16
20016

20036
20036
200 36

20041
20041
20041

20042
200 42
20042
20042
20047
200472

200 56
20056
20056

200 57
20057
200*57
20057

20067
20067
20067

20068
20068
200 68
20068

200 77
200 77
20077

STAR RETROACTIVE
OAT F VESSEL
0871 8 11  TUSTAMENA
08/18/71 TUSTAMENA
08/18/71 TUSTAMENA
08/13/71 TUSTAMENA
08/18/71 TUSTAMENA
03/18/71 TUSTAMENA
08/13/71 TUSTAMENA
03/25/71 TUSTAMENA
03/25/71 TUSTAMENA
08/35/71 TUSTAMENA
09/01/71 TUSTAMENA
09/01/71 TUSTAMENA
09/01/71 TUSTAMENA
09/01/71 TUSTAMENA
09/01/7i TUSTAMENA
09/01/71 TUSTAMENA
09/03/71 TUSTAMENA
09/01/71 TUSTAMENA
09/°.); 271 TUSTAMENA
09/08/7) TUSTAMENA
09/03/7) TUSTAMENA
09/08/71 TUSTAMENA
09/08/73 TUSTAMENA
09/08/71 TUSTAMENA
09/08/71 TUSTAMENA
09/08/71 TUSTAMENA
09/15/71 TUSTAMENA
09/15/7) TUSTAMENA
09/1 5/71 TUSTAMENA
09/15/71 TUSTAMENA
09/15/71 TUSTAMENA
09/15/7) TUSTAMENA
09/3 5/7) TUSTAMENA
09/22/71 TUSTUMENA
09/22/73 TUSTUMENA
09/22/71 TUSTUMENA

BILLING PERIOD

07/01/71

LABOR DESC.

LONG SHORE MAN
LONG SHORE RAN
WALKING BCSS
WALKING BOSS
TOTAL FOR

LONG SHOREMAN

LONG SHCRE MAN

WALKING BOSS
TOTAL FOR

LONGSHOREMAN
LONGSHOREMAN
WALKING BOSS

TOTAL FOR

LONG SHOREMAN

LONG SHORE MAN

WALKING BCSS
TOTAL FOR

LONGSHORE MAN
LONG SH ORE MAN
LONG SHORE MAN
WALKING BOSS
WALKING BOSS
WALKING BOSS
TOTAL FOR

LONG SHOREMAN

LONGSHORE MAN

WALKING BOSS
TOTAI FOR

LONG SHOREMAN
LONG SHOREMAN
WALKING BOSS
WALKING BOSS
TOTAL FOR

LONG SHOREMAN

LONGSHORE MAN

WALKING BCSS
TOTAL FOR

NT, F/L OPER
LONGSHOREMAN
LONGSHORE MAN
WALKING BOSS
TOTAL FOR

LONS SHORE MAN
LONGSHOREMAN
WALKING BCSS

BILL

BILL

1)

BI LL

BILL

BILL

BILL

BILL

BILL

ETC

BILL

THRU

NO.

NC.

NC.

NO.

NO.

NO.

NC.

NC.

06/30/7.

TYPE

or
ST
LIT
ST
20015

CT

ST

GT
20016

CT

ST

0T
20036

0T

ST

CT
20041.

0T
OT P M
ST
cT
cT Pu
ST

20042

oT

ST

0T
20056

CT
ST
CT
ST
20057

CT

ST

oT
20067

0T
oT
ST
oT
20068

STATE OF
HGJRS RETRO
RATE
5.0 2.||
17.0 .84
1.0 . 88
3.0 2. 30
20.0
20.0 2. 21
2.0 1. 84
4.0 2. 88
26.0
20.0 2. 21
2.0 1.84
4.0 2. 88
26 «0
o e*ny
20.0 2. 21
2.0 1. 84
4.0 2. fi8
26. 0
15.0 2. 21
5.0 2. 76
i2.0 1. 84
J. 0 2. 88
i.o 3. 76
2.0 2. 30
38. 0
™o .0 2. 21
2.u i. 84
4.0 2. 88
c6. U
15.0 2. 21
7.0 1. 84
3.0 2. 3ft
1.0 2. 30
26.0
20. 0 2.21
2.0 i. 84
4.0 2. 88
26.0
4.0 2. 5
40.0 2. 21
4.0 i. 34
8.0 2 .rib
30.0
15.0 2.21
7.0 i. 84
3.0 2. 88

ALASKA-BILL ING

AMUUNT

11. 05
31.2 e
2. 88
6.90
52. 11

44. 20

3.68
11. 52
59.40

44. 20
3.638
11.52
59.4¢C

44. 2¢C
3. 68
11.52
59.40-

33. 15
13. 80
22. 08
8. 64
3. 76
4.60
86. 03

44_ 20
3.68
11. 52
59.40

33. 15
12.38
8. 64
2. 30
50. 97

44.20
3*6 8
11. 52
59. 40

10.24
88. 40
7. 36
23. 04
129.04

33. 15
12. 88
8.64

P

(Norg
Qc?

e?
=>

CDs
"mf

ifc,.

rtl



i>

NORTH

BILL
NO.

ROD 77

20079

200 79
2007a3

20092
20097
2009?

20093
20093
2009 3

20104
20104
20104
201 04
20104
20104

20106
20106

20119
20119
20 119

201 20

20120
20120

20127
20122
20122

20292
20292
20292
20797?
20292
20292

20293

|#;.HIIX

STAR RETROACTIVE

CATE VESSEL
09/22/71 TUSTUMENA
09/22/71 TUSTUMENA
09/22/71 TUSTUMENA
09/22/7.1 TUSTUMENA
09/29/71 TUSTAMENA
09/29/71 TUSTAMENA
09/29/71 TUSTAMENA
09/29/71 TUSTAMENA
09/29/71 TUSTAMENA
09/29/71 TUSTAMENA
10/06/71 TUSTAMENA
10/06/71 TUSTAMENA
10/06/71 TUSTAMENA
1C/06/71 TUSTAMENA
10/06/71 TLSTAMENA
10/06/71 TUSTAM £ A
10/06/71 TUSTAMENA
10/06/71 TUSTAMENA
10/13/71 TUGTAM ENA
10/13/71 TUSTAMENA
10/13/71 TUSTAMENA
10/13/71 TUSTAMENA
10/13/71 TUSTAMENA
10/13/71 TUSTAMENA
10/13/73 TUSTAMENA
10/13/71 TUSTAMENA
10/1.3/71 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA
06/07/72 TUSTAMENA

BILLING PER 10D

07/01/71

LABOR OESC.

WALKING BOSS
TOTAL FOR

LONG SHORE PAN

LONG SHORE MAN

WALKING BCSS
TOTAL FOR

LONG S30RE MAN

LONG SHORE MAN

WALKING BOSS
TOTAL FOR

LONGSHOREMAN

LONG SHOREMAN

WALKING BOSS
TOTAL FOR

LONG SHORE MAN
LONGSHOREMAN
LONGSHOREMAN
WALKING BOSS
WALKING BOSS
WALKING BOSS
TOTAL FOR

LONG SHORE MAN
WALKING BOSS
TOTAL FOR

LONG SHORE MAN

LONG SHORE MAN

WALKING BOSS
TOTAL FOR

LONGSHORE MAN

LONG SHOREMAN

WALKING BOSS
TOTAL FOR

LONG SHORE MAN

LONGSHORE MAN

WALKING BOSS
TOTAL FOR

LONG SHORE MAN
LONGSHOREMAN
LONG SHOREMAN
WALKING BCSS
WA LKl NG BOSS
WALKI NG BOSS

TOTAL FOR

LONG SHORE MAN

BILL NC,

81 LL NC.

BILL NC,

BILL NC,

BILL NO.

RI LL NO.

BILL NO.

BILL NO.

BILL NC,

RI LL NO,

THRU 06/30/72

TYPE

20077

oT

ST

0T
20079

0T

ST

0T
2C092

oT

ST

oT
20093

0T
CTPM
ST
CT
GTPM
ST
20104

CT
oT
20106

oT

Sr

CT
20119

CT

ST

GT
20123

CT

ST

CT
20122

CT
or pm
ST
0T
0T PM
ST
20 292

oT

A -

STATE OF AL ASK A-BILL IMG
HOURS P.ETRO AMOUNT
RATE
26.0 56. 97
20 .0 2s 24 44 .20
2.0. 1. 34 3.68
4.0 2*83 11.52
2-6.0 59. 40
20.0 2. 21 44 .20
2.0 1. 84 3.68
4.0 2. 88 11.52
26. 0 59.40
20.0 2.21 44_. 2 ¢C
2.0 1.84 3.68
4.0 2.38 li. 52
26.0 59.40
5.0 2.21 11. 05
5.0 2. 76 13. 80
17.0 X. 84 31.28
L.0 2. 88 2.38
X.0 3. 76 3.76
3.0 2. 30 6.90
.32<0 —_  m 69.0 7
2".0 2.21 48. 62
4.0 2.30 11.52
2b. 0 60. 14
34.0 2. 21 75. 14
2.0 1. 34 3.68
n.o 2.88 23. 04
44 . C 1C1.06
32.0 2.21 70.72
4.0 1. 84 7. 36
8.0 2. 38 23. 04
44 .0 101.12
20.0 2. 21 4420
2.0 1. 84 3.63
4.0 2.88 11. 52
26. 0 59.40
5.0 2.21 11. 05
5.0 2. 76 13. BO
22.0 1. 34 40.4 8
1.0 2.88 2.88
1.0 3. 76 3.76
4.0 2. 30 9.20
38. 0 81. 17
tiv
20 .0 2.21 44.20

BM

Eh «=
14 fo

P S os

05 ~ ClJg

W

i
-

$



NORTH

BILL
NO.

20293
2029 3

20303
20303
2030 3
20303
20303
20 303

20304
20304
20304

20313
20313
20313
20313
20313
20313

20314
20 31 4
20314

20326
20326
20326

STAR RETROACTIVE

DATE VESSEL
06 £G4 7/77? 10 ST1H 4BHA
06/07/72 TUSTAMENA
06/14/72 TUSTAMENA
06/14/72 TUSTAMENA
VW AT/ 71T LTS TLIA MENK
06/14/72 TUSTAMENA
06/14/72 TUSTAMENA
06/14/72 TUSTAMENA
06/14/72 TUSTAMENA
06/14/72 TUSTAMENA
06/14/77? TUSTAMENA
06/21/77? TUSTAMENA
06/21/72 TUSTAMENA
06/2.1/72 TUSTAMENA
06/21/72 TUSTAMENA
06/21/77? TUSTAMENA
06/21/7? TUSTAMENA
06/21/72 TUSTAMENA
06/21/7? TUSTAMENA
06/21/77 TUSTAMENA
06/28/77? TUSTAMENA
06/28/72 TUSTAMENA
06/7? 8/72 TUSTAMENA

BILLING PERIOD

LABOR
A o

L DN SHeOR'E WAN
WALKING BOSS
TOTAL FOR

LONGSHOREMAN
LONGSHOREMAN
LONG SHf;RF MAN
WALKING 3CSS
WALKING BCSS
WALKING BOSS
TOTAL FOR

LONGSHOREMAN

LONG SHORE MAN

WALKING BCSS
TOTAL FOR

LONS SH CRE MAN
LONG SH ORE MAN
LONG SHOREMAN
WALKING BCSS
WALKING BOSS
WALKING BOSS
TOTAL FOR

LONG SHORE MAN
lung shore man
WALKING BOSS

TOTAL FCR

LONG SH ORE MAN

LONS SHORE MAN

WALKING BCSS
TOTAL FOR

TOTAL FOR

07/01/71

DESC.

TV-.

BILL

BILL

BILL

BILL

BILL

BILL

Co.

THRU

NC.

NO.

NC.

NC.

NC.

NC.

NG.

06/30/72

TYPE
v

I
oT
20293

oT
CTPM
ST
CT
GTPM
ST
20303

CT

ST

oT
20304

oT
0T PM
ST
CT
CTPM
ST
20313

or

ST

CT
20314

oT

ST

0T
20326

STATE
HOU RS
i i

0
4.0
26 =0

) -
o © o o o © oo o oo © o oo © o o wu oo

o o o o

1,033.0

OF ALASKA-BILL

RETRO
RATE

1.
2.

R NN

N - N
AV

84
88

.21
. 76
. 84

86

.70
. 30

2. 21
1. 84
2. 88

NN

N WO N

21
76

. 84

88

. 76
. 30

21

1. 84

88

21

1. 84
2. 88

3

[iIMG

AMOUNT
e:>'m”

3* &8

11.
.59.

11.

13.

35.
2.
3.
8.

75.

44 .
3.
11.

« 59

Ii.
13.
40

52
4C

05
80
88
88
76
05
42

20
68
52

.40

05
80

.48
2.

88

3.76
9. 20

44 .

59

44 .
.36

11.
63.

2,348.

.17

20

.68
11.
.40

52

20

52

038

3C



00INCPTH

RILL
NO.

20 3 42.
2034 2
20347

20343

2034.3
2034 2

20340
20340
20340
20340
20148
20340

20349
20343
20349

20 36 2
20 26 2
20367
2036 2
203 67
20362

2036 4
2 y364
203 64

2c1fb
2038 6
20306
203 P.6

20"P 7
2C387
20307

20396
2039 6
20396
2C39 6

20297

STAR RETROACUVE
CATE VESSEL
CT/05/7: US TAMENA
C7/05/7? TLSTAM ENA
C7/09/72 TISI AMENA
07 /Ob/12 U S TAMENA
C7/05/72 U S3AMENA
C7/05/7? TUSTAMENA
07/3 2/72 U STAMENA
C7/12/72 TLSTAMENA
07/1 27772 US TAMENA
07/712/17 11STAMENA
c /12772 11 STAMEN A
07/} 2/77? TISIAMENA
67/ 2/77? TISTAMEMA
C7/12/7/ TISTAMENA
07/12/72 T7USTAMEN
C7/19/77? US TAMENA
07/39/7?? 11 STAMENA
C7./19/72 TLSTAMENA
07/19/77? 11STAMENA
Cr/79/77 TLS TAM.ENA
C7/19/7V U STAMENA
07/ ,3/7. TLS IAMENA
07/19/72 TUSTAMENA
C7/19/7? TLSTAMENA
0:3/02/72 US IAMENA
C8/02 /7y TUSTAMENA
08/02/72 7LSTAMENA
C8/02/72 US TAMENA
0 /5?2777 TLS TAME NA
cal02 y72 U STAMENA
08/02/ 77 TLSTAMENA
C8/09/72 TLSTAMENA
6G5/09/77? TLSTAMENA
08/09/75 TUSTAMENA
CE/04/77? TLSTAMENA
00/09/73 TLS TAMENA

BILLING PERIOD

Cr/01/72

LABOR DESC.

LGNG SH CRE N AN
LONGSHORE NAN
WALKING BCSS
TOTAL FOR
- rany mefn
LONG SHORES8AN
LONG SHORE NAN
WALKING BCSS
TOTAL FOR

LONGSHORE NAN
LONGSHORE KAN
LONG SHORE NAN
WALKING BCSS
WALKING BCSS
WALKING BCSS
TOTAL FOR

LONG SHORE NAN

LONG SHCRFENAM

WALKING BCSS
TOTAL FOR

LONG SHORE NAN
LONGSHORE NAN
LONG SHORE NAN
WALKING BOSS
WALKING BCSS
WALKING BCSS
TOTAL FOR

LONG SHORE NAN

LONGSHORE NAN

WALKING BCSS
TOTAL FOR

IONGSHORE NAN
LONG SIICRO NAN
WALKING BOSS
WALKING BOSS
TOTAL FOR

LONG SHOREMAN

10NG SHORE NANJ

WALKING BCSS
TOTAL FOR

LONG SHORE NAN
LONGSHORE NAN
WALKING BOSS
WALKING BLSS
TOTAL FOR

LONG SHORE NAN

THRU
RILL NC.
*l
BILL NO.
BILL NC.
RILL NC.
BILL NO.
BILL NC.
BILL NC.
BILL NC.
PILL NC.

06/30/73

TYPE

CT

ST

CT
20342

oT

ST

or
20347

CT
CTPM
ST
CT
CTPM
ST
2J.348B

cT
Sr
cT

2034)

CT
01P K
ST
CT
CTPM
ST
20362

CT

ST

CT
20364

CT
ST
CT
ST
20386

or

ST

CT
20387

CT
ST
CT
ST
20396

CT

STATE

HOC) RS

N
N oW N o
PeN
© oo

N w
DX B e N gy O
A .
O oo oo g o

N w
[ SN e el

N
=2 NN}
~

Oe°°o

0E AL ASK /-UILL ING

RETRO
RATE

3. 28
2. 57
3. 94

w

. 28
. 57
. 9.4

w N

.28

.32
57
94
30

.02

- 01w NB

w

. 28

w

. 94

2.11

30

N

. 57

w

28
. 57
.54

N

>

. 57

.57
. 54
. G2

AMO UN 1

65. 6 C

5.14
15. 76
Sc. 5¢C

82.00
5. 14
19. 7C
1C 6. 84

16. 4C
2i_6¢C
56. 54
3. 94
5. 30
12. 06

115. 66

65.60
5.14
15.76
£6. 5C

16.40
21.60
62.97
3.9 4
5.3C
13.59
L22.3 ¢

C5.6C
5. 14
35.76
66. 5C

65.60
5, 14
15. 76
6. 04
52.54

32.80
20. 84

7. 8S
71. 52

24. 6C
50. 12
5.91
10. 57
51. 20

65.6C

&

Wgr

S1.?
6727



NORTH

BILL
NO.

20357
20397

20404
20404
2C404
20404

20407
204C7
7C4C7
204C7

20413
204 13
2041.3
20413

20414
204 14
2044

2C4720
20420
204 2C
204 20

204727
20422
2C4 27

2C427?
20427
204.77
20427

2G428
70478
20428

28429
20439
20429
204 2C,

STAR *RFTR

CATr

C.8/05/7?
08/09/72

08/16/777?
C8/716/72
C8/16/72

C8/16/7 2

08/16/72
08716777

08/16/77

08/7/16/7-

08/73/7 °
08/83/72
0»/?22/7°“
08/23/72

C8/.3/72
08/ :3/72
08722772

Cp/30/77
cos f/77
08730777
CR/730/T =

0873077 *
C 7/°C/T.?
c8s30/7 "

CS/0fc/""?

C5/G6/77
C9/.56/77
09/06/75

C5/C6/77
09/06/77
05/706/77?

C3/713/772
89/13/77
05712772
Cc/33/72

- L J g—*

ACT TVE BILLING

OFSSFL

Vo. -

US TAME NA
TIStAMENA

TUSTAMENA

TLSTAMEN A
TISTAMENA

TLSTAMENA

ILSTAMEN A
TUSTAMENA

TLSTAMENA

ILST AMENA

TUSTAMENA

TUSTAMENA
"ILSTAMENA

TLSTAMENA

TLSTAMENA
TLSTAMFENA
TLSTAMENA

ILSTAMENA
T1ST AM ENA
11 S1AMENA
TLSTAM INA

11ST AMENA
TIS TAM ENA
IUSTAMENA

11 STAME NA
TLSTAMENA
TUSTAMENA

11 ST AM ENA

VLS AMENA
TLSTAMFENA
IL STAMENA

TLSTAMFENA
TLSTAMENA
TLS TAMENA
TL STAMENA

PERIOD 07/01/72

LABOR DC SC.

LONG SHCPE NAN

WALKING BCSS
TOTAI FCR BILL

LONGSHORE PAN

LONG SHCRENAN

WA LKI NG BCSS

WALKING®"BCSS

TOTAL FCR BILL

HT, F/1 CFEP,
LONGSHORE KAN
LONG SHORE KAN
WALKING BCSS
TOTAL FCR BILL
LONGSHCRE NAN
LONG SHCRE NAN
=mWALKING BOSS
WALKING BCSS
TOTAL FOR

LONG SHORE NAN

LONG SUCRE NAN

WALKING BCSS
TOTAL FOR BILL

LONG SHCREN AN

LONG SHORE NAN

WALKING BCSS

WA LKI NG 1.10SS

TOTAL FCR BILL

LONG SHORE NAN
LCMG SHCPE NAN
WALKING BCSS

TCTAL FCR BILL

LONG SH fRENAT
IONGSHORE NAN
WALKING BCSS
WALKING BCSS

TOTAL FCR BILL

LONG SHORE NAN
LONS SHORE NAN
WALKING BCSS

TOTAL FCR BILL

LONGSHCRFNAN
LONG SHORE NAN
WALKING BCSS
WALKING BCSS

rCTAl FCR PILL

ETC

THRU

NC.

NC.

NC.

PILLNC.

NC.

NO.

NC.

NC.

NC.

NC .

06/30/73

TYPE

ST
CT
20397

CT
ST
oT
ST

20404

CT
[T
ST
CT
20407

0T
ST
CT
ST
20413

CT
ST
CT
20414

CT
Sl
CT
ST
20420

CT

ST

cl
20422

CT
ST
oT
ST

2042/

1.C
ST
CT

20423

CT
ST
CT
ST

20439

e T AT
?1q%
STATE CIF ALASKA--13I1LL ING
HGO RS RETRO o AROUNT
RATL
2.0 2. 57 5. 14
4.0 3. 54 15.76
26.0 £6.5C *
10.0 3. 21 22.6C
12.0 2. 57 30.84
2.0 3. 54 7.8£
2.0 3. C2 6. 84 Jt-VV
26. 0 77.56 F
4.0 3.61 14.44
16.0 3. 28 52. 4£
2.0 2. 57 5. 14
4.0 3. 54 15. 76
26.0 67. 62 *
10.0 3. 28 32.6C
12.0 2. 57 20. 64
2.0 3. 54 7.86
2.0 3. C2 6. C4
26. 0 77.56 %
cn
20.0 3.2 8 65. 6C
2.0 2. 57 5. 14 M
.0 2. 94 15. 76
26.0 66.50 * ifr)
ft?
13.0 3. 28 45. 2C
7.0 2. 57 17. 95
3.0 3. 54 11.62
1.0 j.o02 3.C2”
26. 6 62.02  *
20 .6 3. 28 65.60
2.0 2.57 5. 14
4.0 3. 54 15. 76
20. 0 66.50 ™
’i7*r 3.26 24.6¢
2/.0 7. 57 56. 54
1.5 3. £4 5.9 i
1.0 re 0L 12. 06
33.0 59. 12
20.0 j.>8 65.6C
) 2.57 5. i4
4.0 3.54 15.76
26. 0 66.5¢ %
10 .0 3.20 22. EC
12.0 , 57 20.84
7.0 >. 54 7.88
.0 3.C2 6- 04
26.0 77. 56 V

#
~rt 5%
p? *2:
<s>
<i



FITr oo VWV v

"= TR TT
NORTH STAR PFTP. TACTIVE BILLING PERIOD 07/01/72 THRU 06/30/73 STATE OF ALASK A-B ILL ING
EILL CA.TF VESSEL wcgqpmy LABOR DESC. TYPE HOURS RETRO AMOUN T
NC. _ RAT E
20440 ¢S/13/7? TLSTAMENA LONG SHCPE NAN or 20.0 3.28 65. 6C
20440 0S/13/7?  TLSIAMENA LUNG SUCRE RAN ST 2.0 2. 57 5. 14
20440 09/13/77 ILSTAMENA TALKING BCSS cT .0 3. 54 15. 76
TOTAL ECR BILL NO.. 20440 26. U 66. 5C *
2044 7 05/20/77 TLSTAMENA LONG SHO RE RAN CT £59. o 3. 23 E2.0C
20447  CS/--C/72  TLSTAMENA IONG SHCRETAN ST 2. 57 5.14
20447 C5/2C/7?  TLSIAMENA WALKING BOSS LT 5.0 3. 54 19. 7¢C
TGTAI FOR SILL NC . 20447 32.0 ICC.64 *
20450 65/70/7? TLSTAMENA LONG SHORE NAN cT 5.0 7. 23 16. 4 C
20450 C5/20/7?  TISTAMENA LONG SHORE KAN CT PM 5.0 4. 32 21. 6C
704 50 03/72C/72 H STAMENA LONGSHORE KAN ST 22.0 2. 57 56.54
2045C C5/2C/7? T1STAMENA WALKING BCSS oT i.0 3. 54 3. 54
7C450 05/20/7?  TISTAMENA WALKING BCSS CTPM 1.0 m. 30 5. 3C
20450 C5/70/72  TI STAMENA WALKING BCSS ST 4.0 3. C? 12. OE
TOTAL FCR BILL NC. 20450 38.0 il5.86 *
70456 Cc/27/7 TLSTAM ENA LONG SHORE NAN cT 3.0 3» 78 11.4¢C
20456 05/77/72  ILSTAMENA LONG SHORE NAN CTPM 3.0 4. 32 21.6C
7C456 05 /27 /72 11SIAMENA LONG SHORE NAN ST 19.5 2.57 50. 12 P a ©
20456 05/27/77 H STAME: A WALKING BOSS cT i.0 3. 54 3. 94
20456 05/27/72  ILSTAMENA WALKING BCSS CT PM 1.0 5.30 5. 3C Ko Bt
20456 05/27/7? ILSTAMENA WALKING BCSS ST 3.5 3.02 10. 57 b
TOTAl ECR BILL NC. 7.0456 35.0 i(7.92
/-3j ° 9
70457 C /27/7? ILSTAMENA LUNG SHORE NAN LT 20 .0 3.23 65. 6C
70457  Cr/?7/7?  ILSTAMENA LONGSHORE NAN ST 2.0 2. 57 5. 14 8 %«
70457 05/27/77 TISTAMENA WALKING BOSS CT 4.0 3. 54 15. 76
TOTAL FOP BILL NC. 20457 76.0 66.5C *
7046 4 1C/0 4/7 TI LTAMENA LONG SHORE NAN CcT 5.0 3. 26 16. 4 C
20464 C704/7 11 ST AM ENA 101% SHORE NAN CTPM 5.0 6. 72 216 C
20464 0/04/7 2 TLSTAMENA LONGSHORE NAN ST 17.0 2. 57 43.65
70464  ?2C/04/7? TLSTAMENA WALKING POSS cT .0 3. 54 3.54
20464 TC/04/7?  TISTAMENA WALKING BOSS CT PM 1.0 5.20 5. 30
204 64 1C/04/7? H STAMENA WALKING BCSS ST 3.0 3. L2 5. 06
TCLAL FCIII LL NC. 20464 37.0 59.95 *
70466 .c/704/7 ILSTAMHNA LONG SHCRE NAN LT 20.0 3. 23 t5.6C
«"0466 0/04/ 7" U:STAMEN A WA LK1 AG BCSS cT 4.0 3. 54 15. 76
TOTAL FCR BILL NC 20AG66 2-t. G 81.26 *
?2C63C CF /06 /73 "ILSTAMENA LIT, E/L COER, ETC cT 4.0 3.61 14. 44
20630 06/06/7 - 11 5TAMENA LONG SHORE NAN cT i.0»0 5.26 65.60
20630 06/06/73 H 51AMENA LONGSHORE NAN ST 19. 5 2. 57 5C. 12
20620 C6/06/73 11 SIAMENA WALKING BCSS LT 4.0 3.54 15.76
2C6 0 06/06/72 ILSTAMENA WALKING BCSS ST 3.5 3.C2 1C. 57
TOTAL ECP BILL NC. 20631 51.0 156.45
200:32 CO /C6/7 U S5TAMENA LONG SHCPE NAN cT 2. 28 65. 6C
20632 C6/0.6/7? TLSIAMENA LONG Si: ORE NAN ST 2. 57 .14
2062? C6/C6/7" U STAMENA WALKING BOSS cT 3. 54 .76
TOTAL ECR 206 3; .5¢C



NORTH

PILL
NO,

20640
20640
20640
2G64C

2C643
5064 2
"0642

2C-65?
2C653
2C652
206 52

70654
2065 4

2065 4

20659

2C6 59
2C659

7066C
206 60
90660

2C663
70663
7066 3
706 63
506 69

7C663

PERIOD

07/01/72

THRU

STAR RFTRGAC TIVE BILLING
CAT F VESSEL
06/12/73 ILSTAMENA
06/13/7.3  ft STAMENA
06/13/73  T1STAMENA
Ct/12/7? ILSTAMENA
06/12/7' TUSTAMENA
06/13/73 Il STAMENA
06/12/73  TL STAMENA
06/20/73  TLSTAMENA
06/70/72 ILSTAMENA
06/ C/7 TI STAMENA
C6/2C/7?  TLSTAMENA
06/20/73 TUSTAMENA
06/20/72 TLSTAMENA
06/20/73  TLSTAMENA
C6/27/73 ISTAMENA
06/27/73 TUSTAMENA
06/27/73 H STAMENA
06/27/72 Tl STAMENA
06 /27/T' 11-SIAMENA
06/27/7 TISTAMENA
06/27 /73  TLS TAMENA
C7 /C5/7 -  TOST AMENA
07/05/77? T1STAMENA
(7/05/73 11 STAMENA
07/05/7 : Il STAMENA
C7/C5/73 11 5TAMENA
C7/0.5/73 11 STAMENA

LABGF DESC .

LONG SHCPE PAN
LONG SHCRL FAIN
WALKING BCSS
WALKING BCSS
101AL FCR BILL
LONG SHCRE NAN
LONGSHORE MIN
WALKING BCSS
TOTAL FCR BI LL
LONG SHORE NAN
LONG SHORENAN
WALKING BCSS
WALKING BCSS
TOTAL FCR BILL
LONGSHORE PAN
LONGSHCRENAN
WALKING BCSS
TCIAL FCR BILL
LONG SHCRETAN
LONG SUCRE KAN
WALKING BCSS
WALKING BCSS
TOTAL FCR RILL
LONG SUCRE PAN
LONG SHORE NAN
WALKING BCSS
TOTAL FCR BILL
LONG SUCRE NAN
LON"GSHCRE NAN
LONGSHORE PAN
WALKING BCSS

NC.

NC .

NC .

NC.

NC.

NC.

WALKING
WALKING
TOTAL

TOTAL

BCSS
BCSS
FCR

FCR CO. 1i\C.

RILL NC .

06/30/73

TYPE

CT
ST
CT
ST
20640

CT

ST

CT
.20643

CT
ST
CT
ST
20653

CT

ST

CT
20654

CT
ST
GT
ST
20659

CT

ST

CT
>0660

CT

C7

ST

CT

CTPN

ST
.20663

003

o oK i\

STATE OF ALASK A-BILL ING
HCUPS RETRO AMOUNT
RATE

5.0 3. 26 16. 40
24.5 2. 57 62. 97
1.0 3. 54 . g4
4.5 3.C2 32. 59
35.0 56.9C
20. 3. 26 65. 6 C
2. 2.57 Ge14
4. 3. 94 15. 76
26.0 66. 5C
10.c 3. 2t3 22. 80
17.0 2. 57 42. 69
2.0 <. 54 7. 36
3.0 3. C? 5. 06
32-0 S3. 42
20.0 - 28 65. 6 C
2.0 2. 57 .14
4.0 3. 94 15. 76
26.0 66. 5C
10.0 3e 26 22.80
10 .0 —=57 46. 26
2.0 Sle 54 7. 8¢
4*0 3.C2 12.C6
34.0 55. C 2
20.0 .28 65. 00
2.0 £ 57 5. 14
4.0 > 94 15. 76
26.0 66. 5C
3.0 » 28 16. 40
j.o 4% 32 21. 60
17.0 «57 42.69
1.0 3. 94 3.94
1.0 /M3 Ke30
3.0 = C 2 9. 06
j 99.99
3»265.7;

/

1

.
KWV T

p y.f.

B

£

W*

§§ H>

C5¢
3 £5

& 83



0O01INCPTH

BILL
NO.

2C66J3
70668
70668
*T668
70668

2C671
70671
70671
20673
20671
20671

2067 ?
7067"
7C670

70675
7C675
C675
"->0675
mC675

7C675

V6 76
70676
7067 6

70084
70684
7 1684
70684

7C686
7C686
20686
«0686
70686
3C6C6

20687
70687
70687

2C655
70655

STAR*RETROACTIVE BILLING

CATE

c7/711/73
C7/11 /773
C7/H/73
C7/11>73
C7/11/73

C7/11/72
(771 1/73
c7/11 /°73
C7/11/73
C7/13773
C7/H773

0/11/73
C7r/11/73
07/11/73

C7/738/772
C7/1P/7?
C7/18/7 3
C7/718/73
07/18/773
0771 8/7"

(77 18772
(7/18/773
C7/18/713

(7775773
C7/25/77
C7/735/771"
C7/725/7?

07/25/73
C7/75/13
C7/75/73
07725773
c?/2 /75
C7/725/7

C7/25/7 3
C7/35/7
07735772

C0/0T/72
C5/703/73

VESSEL

ILSTAMENA
ILSTAMENA
ILSTAMENA
H STAMENA
TL STAM ENA

TISTAMENA
ILSTAMENA
TI STAMENA

ILSTAMENA
ILSTAMENA
ILSTAMENA

TISTAMENA
TLSTAMENA
ILSTAMENA

ILSTAMENA

TLSTAMENA
TLSTAMENA

ILSTAMENA
ILSTAMENA
ILSTAMENA

ILSTAMENA
ILSTAMENA
TI STAMENA

ILSTAMENA

TLSTAMENA
TLSTAMENA
TLSTAMENA

TLSTAMENA
TLSTAMENA
TLSTAMENA
TLSTAMENA
TLSTAMENA

ILSTAMENA

TLSTAMENA
TLSTAMENA
TLSTAMENA

TLSTAMENA
TLSTAMENA

PERICD C7/01/73 THRU 04/14/74

LABOR OESC. TYPE

LONG SHORE NAN
LONG SHORE NAN
LONG SHORE NAN
WALKING BCSS
WALKING BCSS

TOTAL ECR

LONGSH CRE NAN
LONG SHC FF N AN
LONG SHORE NAN
WALKING BOSS
WALKING BCSS
WALKING BCSS
TOTAL FCR

LONG SHORE NAN
LONG SHCRE NAN
WALKING BCSS

TOTAL FCR

LONGSHCRE NAN
LONG SHCRE NAN
LONG SHCRE NAN
WALKING BCSS
WALKING BCSS
WALKING BOSS

TOTAL FCK

LONGSHCRENAN
LONGSHORE NAN
WALKING BTSS

TOTAL FCR

LONG SHOREMAN

LONGSHCRENAN
WALKING BCSS
WALKING RCSS
TOTAL FCR

LONG SHCRE NAN
LONG SHCRE NAN
LONGSHORE NAN
WALKING BCSS
WALKING ECSS
WALKING BCSS

TOTAL FCP

LONG SHCRE NAN
LONG SH CRE NAN
WALKING BCSS

TOTAL FLR

LONG SHCRENAN
LONG SHORE KAN

LT
CTPM
ST
CT
CTPIM
RILL NC. 20663

CT

CTPM

ST

CT

CTPH

ST
Bill NC. 20671

CT

ST

CT
PILL NC . 20672

CT
CTPM
ST
CT
CTPM
ST
BILL NC. 20675

CT

ST

CT
BILL NC. 20676

CT

ST

CT

ST

BILL NC. 20604
CT

CTPM
ST
CT

CTPM
ST

BILL NC . 20686

CT

ST

GT
BILL NC. 20637

CT
ST

STAT E OF ALA§KAﬁBILLING

HUU RS RETRO AMOUN T
RATE -
25.0 4. 30 1C7.5¢C
5.0 5. 86 29. 30
2.0 3. 26 6. 52
5.0 4. 58 24. 9C
1.0 6. 37 fc. 87
3C.0 175. 05
5.0 4. 30 21. 5C
5.0 :i. 86 29. 30
12.0 3. 26 39.12
1.0 4. 58 4. 58
1.0 6. 87 6. 87
2.0 3. 72 7.44
26. 0 169.2 i
20.0 4. 20 86. CC
2.0 3. 26 c. 52
4.0 4. 58 15.92
26.0 132.44
5.0 4. 30 21.5C
5.0 5. 86 29. 3C
17,0 3. 26 55.42
1.0 4. "98 4.98
i.0 6. 87 6. 87
3.0 3. 72 11.16
32.0 129. 22
20 .0 4. 20 86. GC
3.0 3. 26 6. 52
4.0 4. 98 39.92
26.0 132.44
4. 4. 30 14.35
9.5 3. 26 30.57
1.5 4. 58 7.41
2.5 3.72 . 3C
18. 0 67.05
4.0 4. 30 17.2 0
0.0 5. 86 46. 88
14.0 3. 86 45.64
1.0 4.50 4.58
2.0 6.c7 32.74
3.0 3.72 11. 16
32.0 125.6C
20.0 4. 20 86.0C
2.0 2. 26 6.52
4.0 4« <8 15.52
26. 0 112. 44
; 4. 30 22.75
17.0 3. 26 55.42

CcP.

fe e

ro!



NCrTH

PTI.L
NO.

?C6<=5
20695

20696
2G656
7C656

7C657
20697
2C697
70697

0695
20699
20699

2C706
20706
20706
20706
"C7C6
20706

20707
70707
?2C707

?C7 w7
207 =7
2C717
2C7*7

2C718
2 >718
20 71 8

7071.9
70719
20719
20719

C720
207 2C
70720
207 70

STA.P RETRC1 ACTIVE BILLING

CATT

C3/701777
Cfi/01/73

c8/01/13
08701/73
08/01/73

CP/08/777
C8/6G8/73

C8/08773
CP/Qs/7?

CP/08/73
c8/C8/73
08/C0/73

CF/15/73
08/15/773
06/15/77
08/15/71*
c8/715/7"

CP/15/77

0871577~
C8/15/72
CS/715/7;

C?/2"/ 7 m
CP/22/73
CP/2S/72
08/72/77

CH/27/71
C8/722/72
CP/2 2/7"-

CF/?2c/77?
08/29/777?
CrP/29/777
CF5/29/72S

CF/25/73
08729773
08/29/73

CF/29 /7"

VESSEL

TUSTAMENA
ILS1T AM ENA

TUST AMENA
TLSTAMENA
TLSTAMENA

TLSTUMENA
TLSTUMENA
ILSTUMENA
TUSTUMENA

TLSTI'MENA
TI STUMENA
U SUM ENA

TLSTAMENA
TLSTAMENA
TUSTAMENA
TLSTAMENA
ILSTAMENA
11 STAMENA

TI. ST AM ENA
ILSTAMENA
TLSTAMENA

TL STUMENA
TUSTUMENA
TLSTLMENA
TLSTI.MENA

TISTLMENA
TLSTUMENA
H STLMENA

ILSTAMENA
TLSTAMENA
TLSTAMENA
TLSTAMENA

TLSTAMENA
TLSTAMENA
TLSTAMENA
TLSTAMENA

LABOR OESC.

TALKING BCSS

TALKING BOSS
TOTAL 1-0R 13 LL

LONG SHORE NAN

LONG SHORE NAN

WALKING BCSS
TOTAL FCR BI LL

LONG SHOREMAN

LONG SHORE NAN

WALKING BOSS

WALKING BCSS
TOTAL FCR BILL

LONG SHORE MAN
LONGSHORE MAN

WALKING BCSS
TOTAL FCR BILL

LONG SHORENAN

LONG SUCRE NAN

LONGSHCRENAN

WALKING BCSS

WALKING BCSS

WALKING BCSS
TOTAL FCR RILL

LONG SHCRE NAN

LONG SHCPE NAN

WALKING BCSS
TOTAL FCR BILL

LGNGSHORE NAN
LONGSHCRENAN
WALKING BOSS

WALKING BCSS
TOTAL FCR BILL

LONGSHCRENAN
LONGSHCRENAN

WALKING 8CSS
TOTAL FCR BILL

LONGSHCRENAN
LONGSHORE NAN
WALKING BCSS
WALKING BCSS
TOTAL FCP 811LL

HT, F/L CPER, ETC
LONGSHCRENAN
LONGSHCREir"AN
WALKING BCSS

NC.

NC.

NC.

NC.

NC

NC .

NC.

NC

NC .

PERIOD C7/03./73 THRU 04/14/74

TYPt

CT

ST
20695

CT

ST

CT
.20696

CTPM
S1
CTPM
ST
20697

CT
ST

CT
20699

CT
CTPM
ST
CT
CTPM
ST
20700

CT
Sl
CT

2070 7

CT
ST
CT

ST
20717

CT
ST

CT
207 1B

CTPM
ST
CTPN
ST

20719

CT
CT
ST
CT

STATE

HOU RS

O O o o

© o oo g

o O oo

o ©ooo@ o

o © o© o © o©° o

Ao O BM
oo o ©

o o

UF

retro

RATE

4. 90
5. /2

4. 30
3. 26
4. 98

5. £6
3. 26
6. 67
3. 7.

4. 30
3. 26
4. 58

4. 30
5. 86
3. 26
4. 93
6. 67
3. 72

4. 20
3. 26
4. 53

20
.26
58
. 72

w b w b

™ "0
-e26
<i. 58

. 66
. 26
87
7.2

w o W o

. 66
20
. 26
.5a

-w

ALASKA-6

ILL ING

AMOUN T

7.47
11. 16
1C6.3C

1C7.5C

6. 52
24.9C
12892

58.6C
86. 02
13. 74
18. 6C
178.9 6

£c» CC
6.52
19.92
112.44

21.5C
29. 3C
71.72
4.58
6.8 7
34. 88
145.25

66. CC

6. 52
39.9 2
132.44

24. 4C
52. 16
5.96
12.02
1C5.54

fib. OC
6.52
15. 52
132.4-4

58. 6C
88.02
12.74
18.60
178.9 6

38.64
66.SC
6.52
39. 92

(5 3

° E—)} &
Zyg

g 09

<1



NCPTF

~MILL
NO.

?C 7?7
20737
20727
?C7?7
20727
2077 7

2C728
20727
2072 8

731
2C72T7
30731
207 71
207 31
207 21

20737

2C7T2
2C727

2C73%
207 19-
207 38
2C739
3C739
207 39

2C7TA?
UV A
2C7TA2

207 46
20 7A £
?C74 £
2C74 6
2C746
20746

70747
2€74 1
70743
2C7438

STAR RETROACTIVE

CATE VESSEL
C<7/05/73 TLSTLMENA
CA/G5/73 TLSUMENA
c8/05/73 USTLMENA
C9/0S/73 TLSTLMENA
C5/C5/77? ILSTLMENA
Cc/Q5/73 TLSTUMENA
C9/C5 /7~ TI STLMENA
C5/U5/7 2 TISTLMENA
C9/C5/773 TI SILMENA
C9/12/73 TL STLMENA
09/12/73 TLSTLMENA
c9/12/73 TLSTUMENA
0S/12/73 TL.SUMENA
C8/12/73 TI STLMENA
08/12/73 U STLMENA
09/12/7"- TLSTLMENA
0971777 TLSTUMENA
09/i 2/73 IISTLMENA
09/19/7 U STLMENA
C5/19/7? TLSTLMENA
C9/19/?"5 TLSIUMFNA
09/1 ./72 USTUMENA
C4/19/71  11>ITLMENA
09/19/73 TISTLMLNA
09/19/73 HSTL MENA
09/19/73 TISTUMENA
09/18/73 US TLMENA
c9s2.6/13 TLSTUMENA
Cc/ 6/73 TI 5 ILMENA
C9/36/7J TLSTUMENA
09/26/73 H STUMENA
39/76/1 ; TLSUM ENA
(9/76/7 3 U STUMFNA
C9/> 6/73 TLSUM EAN
09/26/77 US TIME AN
09/ 6/73 H STLMEAN
1/36/73 U STLMEAN

BILLING

TOTAL FCR

LONGSHCRENAN

LONGSHCRENAN

WALKING HCSS
TOTAL FCR

LONGSHCRENAN
LONG SHCRE NAN
LONGSHCRENAN
WALKING BCSS
WALKING BCSS
WALKING BCSS

TOTAL FCR

LONG SHCRE FAN

LONG SMC RENAN

WALKING BCSS
TOTAL FCR

LONG SHCPi- NAN
LONGSHCRENAN
LONGSHCRE NAN
WALKING BCSS
WALKING BCSS
WALKING BCSS
TO1A 1 FCR

IONGSHCRENAN
LONGSHCRENAN
WALKING BCSS

TOTAL FCR

LONG SHCRE NAN
LONG SHCRE NAN
LONG SHCRENAN
WALKING BCSS
WALKING BCSS
WALKING BCSS

TOTAL ECR

NT, F/L CFER
LONG SHCRE NAN
LONGSHCRENAN
WALKING BCSS

TOTAL FCR

PERIOD C7/C1/73 THRU 04/14/74

LABOR DESC. TYRE

TOTAl FCR BILL M. 20720
LONGSHOREMAN CT

LONG SHCRE FAN CTPM
LONG SHCPE PAN ST
WALKING 6CSS CT

WALKING 8CSS CTPM
WALKING ECSS ST

BILL AT. 20727

CT
ST
CcT
BILL NC. 20728

CT

CT PM

ST

CT

CTPM

ST
BILL NC. 2D731

LT
ST
CT
BILL NIC. 20732

L1
CTPM
ST
CT
CTPM
sSr
BILL NC . 207 39

cT
ST
cT
BILL N( . 2074>

CT
CTPM
ST
CT
CTPM
ST
BILL NI . 20746

ETC CT
CT

ST

CT

BILL NC. 20740

™

13r

STATE JF ALASKA--BILL ING

hDURS RET RO
RATE
2c.0
5.0 4. 30
5.0 5. tc
17.0 3. 26
1.0 4. 98
1.0 6. 37
3.0 5.7 2
32.0
16.0 4. 30
2.0 3. 26
.0 4. 96
22.0
5.0 4. 30
5.0 5. 86
22.0 3. 26
1.0 4. 98
1.0 6. F7
4.0 3.72
3b. 0
20.0 4. 30
2.0 J. 26
4.0 4. 98
26. 0
5.0 4. .0
5.0 5. 86
14.5 j. 26
.1.0 4 .98
1.0 6. 87
2.5 3. 72
29.0
16.0 4. 30
2.0 3.26
4.0 4. %8
22. 0
5.0 4. 36
5.0 5. 86
22.0 3. 26
1.C .98
i..0 6. 67
4.0 3. 72
38. 0
4.0 4. 66
16.0 4. 30
2.0 3.26
4.0 4.98
2». 0

AMOUNT 7

1J2.
21

29.
55.

11.
129.

68.

95.

21.
29.
71.

14.
149.

E6G.

19.
112.

21.
29.
47

68.

95.

2U
29.
71.

14.
145.

18.
c8.

35.
i13.

EE

.50

3C
42

.98
. 87

16
22

8C

. 52
19.

92
24

5C
3C
72

. 98
.87

8E
25

cC

.52

92
44

5C
3C

.27
.98
.87
. 3C
119.

22

8C

. £2
19.

52
24

5L
3C
72

.96
.87

88
25

64
8C

.52

52
88

&3

\



NC PTH

BfL1
NC.

2C754
2C754
207 54
20754

2C755
2C755
20755
70755
2C755
207 55

20774
20774
2C 774
20774

20775
20775

STA,R RETRHAC1 1VE 6 ILL ING

CAT F

,10/03/73
1IC/0:/777
JC/02/77
1C/0 2/7»

1C/03/73
10/U3/777
1C/703/7r
TC/03/773
K /*"3/72
1C/03/72

1C/24/73
10/24/73
1C/?24 77 :
1C/247/73

1C/24/73.
1C/ «4/7 *

VESSEL

TLSTUMEAN
TLSTUMEAN
TLSTLMEAN
USTIMFAN

TLSTUMENA
TUSTUMENA
TLSTUMENA
TISTUMENA
TLSTLMENA
TLSTLMENA

11STLMENA
TLSTLMENA
H STLMENA
11STLMENA

TLSTLMENA
Il STLMENA

LCNG SHCRE NAN
LONG SHCRE NAN
LONGSHCRENAN

WALKING BCSS

WALKING BCSS

WALKING BCSS
TOTAI. FCP

LONGSHCRENAN
LONGSHCRENAN

WALKING BCSS
WALKING BCSS
TOTAL FCR

LONGSHCRENAN

WALKING BCSS
TOTAlI ECR
TCTAL COP

RFP10D .9&/01/73 TH
LABOR DESC.
’ U
HTf F/I- CFER, ETC
LONG SHORE NAN
LONGSHORE NAN
TALKING ETFSS
TOTAL FCR BI LL

RILL

BILL

BILL

cc,

R,U

TYPE

oT
CT
ST
CT
NC . 20754

CT
CTPM
ST
CT
CTPM
ST
NC. 20755

CT
ST
CT
ST
NC . 20774

CT

CT
NC. 20775

NC. 003

04714774

STATE

FOURS

12.
22.

42.

O O O O o

20.0

24 .

895.

o

F ALASK A-BILL ING

RET RU
RAT C

N

A w A

oom._oom-h

w P w b

66

.30

26
9E

20
36

. 26
.58

c/

.72

20
26
58
72

30

. 58

AMOUNT

16.64
68. 8C
6.52
15.52
i 13. 88

21. 5¢C
25. 3C
25. 12

1C5.2T

fl1.6C
71.72
19.92
14. 86
156.12

66. OC

15.92
1C5.52

,721.55

"«

e 27? c-/

f<s
N

P
IS

1S
H S ft ;
& . 8m



.do

13 20
78.08
6 6.00
7 IXHO
ft6 #t50
2 0.CO
16D0
12.00
12 JCO
32D0
~12.00
i ft2 e
2 9.00
20.00
2 3.00
6 ft .00
750
750
£6.00
10.70
60.00
1.71623
62 CO
1 Oft .00
99.00
50.00
3,520.88
128.C0
190 00
30.00
168.75
771.00
55.00
12.00
29D0
12D0
100.00
9950
13flo0
62.90
340
1.60
530
ftD8
6.10
18.68
2J 6
180.00
12 240
10.80
7920
2 48
3 tft29
7.00
6.8ft
91D0
5 6.00
ft350
6 ft.C0
2D 0
1150
390 50
98.70
1.76 3 £5
70D0
102.00
5640
11.80
15.00
12,199£2



DEPARTMENT OE ADMINISTRATION /

DMINCFBOETGMANEVENT RAUHC- INRUGRL
March 14, 1975

The Honorable Hugh Malone
Chairman

House Finance Committee
Alaska State Legislature
Pouch V

Juneau, Alaska 99811

Dear Representative Malone:

We hereby request the House Finance Committee's consideration of a proposed amendment
to Senate Bill 78 which would increase the total miscellaneous claims amount requested
for the Department of Health and Social Services by $12,375. 51 to $21,678.02.

This additional amount is required to pay billings recently received in our office which
are more than 2years old and not eligible for payment from current appropriations.
This proposed amendment when combined with the adjustment requested in my letter of
February 20 to Senator Ray (copy attached] would adjust the total requested in the bill
to $57,377.61.

Should further information be desired by the Committee, myself and my staff are at your
pleasure.

Sincerely,
no/ (W9-.fir
V. Kent Dawson, Director

Attachment:
VKD/bc



February 20, 1975

The Honorable Bill Ray

Chairman

Senate Finance Committee

Pouch V

Juneau, Alaska 99811 Attention: Senator George 'rlohman

Dear Senator Ray:

This is in response to a question raised by Senator Hohman at this morning's
Senate Finance hearing concerning the Governor's requested ~upp!emental
appropriation for miscellaneous claims (SB 78}.

After reviewing AS 37.25.010 (b) it is our interpretation that the claims assoc-
iated with SB 73 are not legally payable with current year authorization. This

is due to the fact that the provisions (1) and (2) of subsection (b) preclude
such payment.

A copy of the proposed change to the SB 78 appropriated amount which | men-
tioned this morning is also attached. This alteration has the following eFfect:

Remove: N.C. Machinery Claim ($935.58)
Add: Spenard Builders

(in. no. R27539) 15.04
Add: Spenard Builders

(in. no. C5972) jL96

Net effect of revision ($908.53)

We accordingly recommend chat SB 73 be amended to reduce the appropriated
amount from $45,900 to $44,992; a reduction of $908.00. Within the bill the
amount appropriated to the Department of Public Works should be reduced by a like
amount: $903.58.



Senator Bill Ray -2- February 20, 1975

To avoid miscellaneous claim supplemental appropriations in future fiscal years we
have proposed that the General Appropriation Bill be footnoted to include the
provision that it be allowable for the Governor's Contingency Fund to be used to
pay obligations for any agency for any time period. HB 70 now includes that
provision. We solicit your support in having such a provision included in the
Senate's version of the budget bill this session!

Sincerely,

>

( W ki :nt Dawson, Director

cc: Jay Hogan, Director, Legislative Finance
Attachment:
VKD/bc



(0018

of"ALASKA

from:

Ron Lind

Budget S Management

Ray Davidson
Fiscal Officer

Dept, of Health S Soc.

Ren:

Please find up date to original submission

billings.

Original:

Update:

Svcs

curr.
Reg. 640.86
Medical -
TOTAL 640.86
Reg. 175.89
Medical 12,199.62
Reg. 816.75
Medical 12,199.62
TOTAL 13,016.37

Year

DATE !

subject:

February . , 1975

Prior Year Total
549 .01 .,189.87
8,112.64 ,112.64
8,661.65 1,302.51
175.89
1,199.62
8,661.65 ,678.02

of 2 year old



Legislative Billings for year 1974-75

Submitted November 22, 1974

Invoice / Date of Amount Date Received Code Reason for Delay
Service
Family S Children Services
Alaska Children Services . 69355 03-16-72 307.20 5-15-74 06-21-3-265-336 Vendor Inv. not rcvd
frank Chasley 482677 02-16-72 115.00 5-02-74 06-21-3-150-730  Wt. misplaced 2 yrs.
Anchorage Daily Times L-79415 12-22-70 11.70 8-15-74 06-21-3-263-325  Vendor Inv. not rcvd
Anchorage Daily Times L-79156 6-24-71 67.20 5-30-74 06-21-3-263-325 " " v
Anchorage Daily Times L-79156 6-03-71 63.60 5-30-74 06-21-3-263-325 " " o
Corrections
Schmolsk Plumbing 8 12473 5-04-71 24.25 3-04-74 06-66-04-112-450 Vendor Inv. not rcvd
Heating
Public Health
National Academy of 266362 11-02-70 29.90 2-13-74 06-31-1-980-490 Vendor inv. not rcvd
Engineers
Sea Lana 992903461 22.01 10-19-74 06-26-5-117-350
"Previously submitted)
TOTAL 640.86
Sea Land 992907090 84.21 5-08-74 06-26-5-117-350
National Car Rental K02209S 13.68 12-18-74 06-26-5-610
Mrs. Florence Eilertson 78.00 9-25-74 06-31-1-761-390
TOTAL 816.75
Medical Assistance 12,199.62
(detail attached)
Health 6 Social Services
TOTAL 13,016.37



Submitted November 22, 1974

Family 8 Children Services

Alaska Children Services
Frank Chasley
Anchorage Daily Times
Anchorage Daily Times
Anchorage Daily Times
Corrections
Schmolsk Plumbing 5
Heating
Public Health
National Academy of
Engineers
Sea Land

(Previously submitted)
TOTAL

Sea Land
National Car Rental

Mrs. Florence Eilertson
TOTAL

Medical Assistance
(detail attached)

Health 8 Social Services
TOTAL

Invoice V

69355
482677
L-79415
L-79156
L-79156

12473

266362

992908461

992907090
H022095

Date of
Service

03-16-72
02-16-72
12-22-70
6-24-71
6-03-71

5-04-71

11-02-70

Amount

307.
115.

11.
.20
63.

67

24.

29.

22.

640.

84.

13.
78.

816.

12,199.

13,016.

20
00
70

60

25

90

01

86

21

68
00

75

62

37

Legislative Billings for year 1974-75

Date Received

3-04-74

2-13-74

10-19-74

5-08-74
12-18-74
9-25-74

Code

06-21-3-265-336
06-21-3-150-730
06-21-3-263-325
06-21-3-263-325
06-21-3-263-325

06-66-04-112-450

06-31-1-980-490

06-26-5-117-350

06-26-5-117-350
06-26-5-610
06-31-1-761-390

Reason for Delay

Vendor Inv. not rcvd
Wt.misplaced 2 yrs.
Vendor Inv. not rcvd
n it if it
it it if @

Vendor Inv. not rcvd

Vendor Inv. not rcvd
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j\Mle. ailrM~”~"TolQQ
(571 91 LUNG INFORMATION ONLY 1531
i
MILES
ouT
MILES | | |
JRIVEN | \ I
COMMISSIftNAaLE
SOURCE
AVEICAN- K !
e A% TE Uk
M.C
HEIGHT WEIGHT
Urt»VEBS LICENSE NO.
oY

EXPIRATION DATs

| HAVt/REAO THE TERMS AND CONDITIONS ON BOTH SIDES %F

THIMINTAL AGREEMENT AND AGREE THERCTO. .

77 NIV V) A M

NALOMVEfr-,

RATE DOES NOT INCLUDE GAS

MINIMUM RENTAL-ONE DAY PLUS MILEAGE.

INTER-CITY FEE MAY BE APPLIED IF VEHICLE IS
NOT RETURNED TO LOCATION SPECIFIED ABOVE.

CUSTOMER IS LIABLE FOR ALL PARKING AMO
TRAFFIC VIOLATIONS.

INVOKES SUBJECTTO FINAL AUOIT.
NO REIMBURSEMENT WILL 8E MADE WITHOUT
GAS RECEIPTS.

COMMENTS.

incavor TETES o Ao

1A h

1 CASH |

ICOUPON[ [-NDR. j

ORIGINAL DEPOSIT  ADDITIONAL
(S3)

UNUSED

OEPOSIT

. 1301
TOTAD
REFUND
REFUND RECEIVED BY:

CITY NAME ANO ADORES:

MAKE CHECK PAYABLE TO: NATIONAL CAR RENTAL

MAIL TO

C. DAYS

P. DAYS

s
»<C«

CUSTOMER INITIAL:

H022095 4

CAMCHECKEDIN AT;

16i CHcCK-iN CITY NCX STATION NO.

DAYS 14%1
WEEK.S(->3>

HOUNSIFAI

SUB-TOTAL

TOTAL TIME ANO
MILEAGE OR
MINIMUM CHARGE

INTER-CITY FEE

WEEKSIISOJ

SU3-TOTAL

1b2)TAX

week:

TOTAL CHARGES

NET CHARGE

LESS DEPOSIT

OR 3 DATE

P R E 5YIHIICCMPUMY

B ko4 Too B

RENTAL AGREEMENT NO

H022095 4

THIS RENTAL AGREEMENT NO.
MUST APPEAR ON ALL
MENTS AND CORRESPONDENCES/

PAY /]l

T GOLDEN ROD -CUSTOMER MEMO
PLEASE DETACH AND RETURN THIS STUB WITH YOUR PAYMENT

<! . page2

| iSUPVR. APPROVAL



AUTHORIZATION ORIGINAL

BY
:PAfcTMENT OF HEALTH AND WELFARE
DIVISION OF PUBLIC HEALTH AUTHORIZATION NO.
POUCH H JUNEAU, ALASKA 99G01 00426

SECTION OF CHILD HEALTH

*to Mrs. Florence Ellertaon date 7-23-72
6633 Deborr P.oad
Kdes*Aach«rage, Alaska 99504

Authorization I* ghron to provldo tho following aarvicec, supplies, or equipment to:

patent REID, Michael Birlhdatr. 6—26—59
Address Sicka code: esc 06-5S5-11-00
DATE(S) SEPVICE RENDERED DESCRIPTION OF SERVICE (ITEMIZE) PRICE
f b v

Pleaso submit claims first to:
fin -

*17" 00

This Department will assumo only those charges not covered by the Insurance. Crippled Children’s Services will not W\responsible for collecting
benefits paid by the insurance company directly to the insured.

1263564

Authorized by_
PROGUAM REPRESENTATIVE CRIPPLED CHILDRENS SERVICES

*IMPORTANT NOTICE TO VENDOR
All billing mud bo done on tho loot 3 shoots ottoched lo this AUTHORIZATION Immodlatety alter fulfilling the order as staled
above. Il UNABI.E lo till order, this authorization must bo relumed to DEPARTMENT OF HEALTH and WELFAR.. DIVISION
OF PUBLIC HEALTH, SECTION OF CHILD HEALTH.



VENDOR

Alaska Clinic

It

it

Alaskan Opticians
Agc Comn Hos%ital
? ]

Kenneth Rehymer, MD

G BLankinship,
Fairbanks Med g Surg
n 1] It

n

il

DIVISION® OF MEDICAL ASSISTANCE

INVOICE

50975
155571

216846
216847

59549

82566
2786
504999
554222

161178
96656
96612
96677

145489

145490

145491

145492

145495

145494

145495

145496

145497

151086

151083

151084

151087

157476

137473

137467

137474

137466

137463

137*65
96703
96901
96702

Stale Dated Bills
02/24/75

? OR SVC DATE

8 155572
6/19/72

8 2.16848
11/15/71
7/1/72
6/2/72
6/2/72

8/9/72
1/9/72
12727771
7/9/72
8/50/71
5/247/72
6/26/72
1/10/72

4/27/72

5 96678

5 151085

8 137475

8 137464

A*-10UNT

13.20
78.03
66.00
74.40
464.50
20.00
16.00
12.00
12.00
32.00
12.00
142.00
29.00
20.00
23.00
64.00
7.50
7.50
46.00
10.70
60.00
1,746.23
62.00
104.00
99.00
50.00
3,520.88
128.00
190.00
30.00
168.75
771.00
55.00
12.00
29.00
12.00
100.00
99.50
134.10
62.90
5,40
1.60
5.30
4.8S3
6.10
18.68
2.16
130.00
122.40
10.80

*CODINC

150
350
n



DIVISION OF MEDICAL ASSISTANCE 1
Stale Dated Bills

02/24/75
Fairbanks Med 8 Surg 96704 79.20 350
96810 24 .48 A
63960, 61, 62, 63 344.29 I
64, 65, 66 - Bal after Medicare
Lab of Clin Med 10/9/72 7.00 r
wow o 148270 6.84 T
D J McIntyre, Inc 144130 91.00 It
Ohlson Psych Svcs 1L/1/72 56.00 66-4-241"80
R Peterson, MD 162167 45.50 31-1-674-550
e i 162165 64.00 fi
Providence Hosp 8/17/72 24.00 310
f n 8/22/72 11.50 T
L " 7/20/72 390.50
E Stanley Ray, MD 159178 98.70 550
Seward Gen Hosp 7/18/72 1,763.85 310
b L 6/15/72 70.00
b I I 8/15/72 102.00
J Arlyn Smith, MD 160761 56.40 31-1-677-580
Wright Drug 643975 11.80 390
Wm Reinbold, MD 125075 15.00 350
12,199.62

* 5 digit account codes are preceded by 33-6 unless otherwise indicated.



I:0

DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 AL OUTPATIENT HOSPITAL = PRACTITIONER « HOME HEALTH AGENCY INVOICE no. 50973

10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER

19-320-71-975 ONLY THE ALASKA CLINIC

NAME OF PATIENT RACE

SKAWI! GREEN /i DR.

DATE Or BIRTH - SEX  p--. ENG. CODE PROVIDER 1D. NO. CATEGORY -

i- 13-rin 0 X T
CASE NO. RESOURCE PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
38326-03 X x/7a CTO/
DIAGNOSIS Qone &

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

ANGIONEUROTIC EDEMA

p t /

SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES I NO 1  SERVICE PRE-AUTHORIZATION  REFERRING OR
. NUMBER (FF APPLICABLE) CONSULTING
COMMENTS: PHYSICIAN
n SERVICES RENDERED
DATE OF  PLAE DESCP.PTION OF MEDICAL 199 RS
OF
SERVICE  giIE OR SURGICAL PROCEDURE PROC. CoDE ~ CHARGE STATE USE ONLY
10/29/72 OH  KM2R. ROOM 00500 20.50 JIR DI
* FIAE OF SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
D0 DICIOSGHE MEDICARE PAID OTHER INS. TOTAL CHARGE 20.50 . , s 90
kNP R
N FIBRSHE LESS
H HARFHGXI >
Of - OfERVIATICN MEDICARE DEDUCT A
AL MEDICARE CO-INS. TOTAL
HF EXBNDORE FPCUF UNPAID
OH QURAIBFrOPITE N BALANCE .
REMARKS:  —mmmme
"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. 1UNDERSTAND 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
T\HE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
< it / / RESUBMITTAL MEDICAL
s s f B3 T m "I,e frs~  INDICATOR REVIEV/

B4 >



| 15 |p«OVIOER REF.I

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES 7 X
06 \
OUTPATIENT HOSPITAL » PRACTITIONER » HOME HEAL".H AGENCY INVOICE no. 135372 a
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER ., .
ONLY

NAME OF PATIENT Q/)5E WO RACE

Clenwood Brown OAf) 3 @372
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY

7 ~.5+7 0<0 MS " FO

CASE MO. RESOURCE PAYEE 10 NO. (ifdifferent from above)
/)A O sn/

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES (0PT)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
Page 2
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? DETyes| INO NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE » SURGICAL PROCEOURF. PROC. CODE CHARGE STATE USE ONLY
062672 DO Upper Gl without KUB 9<4z40 56.00
03037.2. DO - -Upper .01 Sirius . I lizdo 56,00
040472 DO Upper Gl SEries 74-z4c¢ 56.00
*PLACE OF SERVICE 12 COORDINATION OF OTHER EENEFITS TOTAL
do doctor’s office MEDICAREPAID  OTHER INS. TOTAL CHARGE 390.50
il  independent LASL
h patient's home \ LESS
I INPATIENT HOSPITAL 312.32
OL  OTHER LOCATIONS
NH  NURSING HOME MEDICARE CO -INs. MEDICARE DEDUCT. TOTAL
ECr EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL ’ BALANCE" 78,08
PROVIDER CERTIFICATION'

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 EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN. Medicare payment $312.32.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-

AL ANO STATE FUNDS, AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR

CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL

OR STATE LAY/S."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

ITTAL M
ATOR R

—
Oz

Zwn
ocC

PROVIDER'S SIGNATURE DATE 9 M Z1



15 PROVIDER REF.

STATE OF ALASKA
DEPARTMENT OF HEALTH &SOCIAL SERVICES

CENTRAL OFFICE

135371
PROVIDER INFORMATION

CATEGORY

06
OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE N O .
10 PATIENT INFORMATION STATE
COUPON OR AUTHORIZATION NUMBER USE NAME OP PROVIDER
ONLY The Alaska Clinic
NAME OF PATIENT RACE
GLENWOOD BROWN h/o. 0AA3 (ST £ Burl Stephens,
DATE OF BIRTH SEX ELIG. CODE PROVIDERID.NO.
6 / 25 /00 M pc* Fr 1 one at that_ time
No ?onopr mi
CASE NO. RESOURCE PAYEE 10 NO. (if different from above)

ALC 501
NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST

Refer to Dr. Hale®"s report for diagnosis

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS CHARGE
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE
011472 DO Upper Gl Series 742 4¢ *56.00
011472- DO Cholecystography oral 747210 33, AO
011572 DO Cholecystography oral (repeat) 142.91 lo. ?n
012172 DO Colon barium enena L7921k 48.00
012172 DO UrographyExcretory I1VP 744nn 60.80
*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL .
. 0.
00 ooctor's office MEDICARE PAID  OTHER INS. TOTAL CHARGE hrrt  M*-7T

IL  INDEPENDENT LAB.
H “patient"shome \ LESS
IH  INPATIENT HOSPITAL

L S NEDICARE CO-INS. MEOFCAHI DEDCT. 1o TAL

ECF EXTEFIDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL k BALANCE

PROVIDER CERTIFICATION

REMARKS:
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO IS

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. ANO 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'S SIGNATURE DATE RESB?CMAl'F—SQL

C53 YEsS 1 1NO NO. (if applicable)

CONSULTING PHYSICIAN

Dr. Hale

STATE USE ONLY

MEOICAL
REVIEW



THE ALASKA CLINIC

a professional corporation

- 825 L ST.
ANCHORAGE, AK. 99501

Phono 274-1303 For oppl. 272-4551

DEPT. OF HEALTH & SOCIAL SERVICES

mHi IEG-T1ARTIAGIHI

CURRENT 30-60 60-90 OVER 90 TOTAL DUE
DATE PATIENT/DOCTOR DESCRIPTION
0/19/72 DR. WIEIiAWO Cm."ST 2 VIEW
Office Call
GDC
SEiJ. RATE

COijt) ACG

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE
CRVS AMOUNT
71020 24 .00
90040 12.00
35010 3.00
35050 0.U0
00000 10



i CENTRAL OFFICE STATE OF ALASKA

| HMOVIUt

V- X ..in._YlE't&'t;‘ <Ayi</|'£|_|_-

DEPARTMENT OF K2ALTH & SOCIAL SERVICES

S 3 OUTPATIENT HOSPITAL « PRACTITIONER

« HOME HEALTH AGENCY INVOICE NO. 216846

10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER .

77)A o is A ONLY

NAME OF PATIENT RACE

0 s
DATE OE BIRTH ELIG. CA3E PROVIDER ID. NO. CATEGORY
I AST/ _vS1 MED #H A~- Alypj <993 A5
RESOUmA PAYEE ID NO. (il different from above)

Hoow -re /S t* |/ n-z-ci SZ*/

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-AUTHO RIZATION

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED’ DU YES d ) NO NO.

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

REFER RING OR

(if applicable) CONSULTING PHYSICIAN

COMMENTS: .
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1069 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE use ONLY
N
//OI_ n+ c fCal 4B "0 TW £> 6/
«PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
DO  DOCTOft"3 OFFICE MEDICARE PAID  OTHER INS. TOTAL CHARGE .
IL  INDEPENDENT LAU. 77-?
*H  patientShome LESS
H INPATIENT HOSPITAL |
OL  OTHER LOCATIONS
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL X BALANCE 7777/
PROVIDER CERTIFICATION
REMARKS:
#THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS AIT OF 10G4 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEOER
AL AND STATE FUNDS, AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEOERAL
OR STATE LAWS.**
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER'S SIGN/VnjRE 7 DATE f RESUBMITTAL MEDLEAT

irvISEn



CENTRAL OFFICE STATE OF ALASKA
) DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 /m/ !

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE no. 21 6847
10 | PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER .
- 1b A ONLY Tut- AfashQ G(n<gd]
NAME OF PATIENT RACE i
L/AJbn 07 U&LL-. u)
DATE OF BIRTH SEX ELIG. CODE PROVIDERIO.NO. category
_if 7 o5/ 67 FO7 Jj ¢ Aril 407 (E)E>
CASE NO. , RESOURCE PAYEE ID NO. (il different from above)
77 /Sk 6 ( PL& 2z>C/
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (0PT)
LIST PRIMARY DIAGNOSIS FIRST ,  PRIMARY
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES SEEN EXHAUSTED? EIfYES -] NO NO. (if applicable) CON §ULTING PHYSICIAN
COMMENTS:
u SERVICES RENDERED
DATE OF PLACE OP DESCRIPTION OF MEDICAL OP 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
e lyz.- / £siGr>n P i'd/ Th. ycoAa /z-3° /2 20 / & |/
'0J;t0/72- bec. <r TWO ViGLOS 7/02v  ji4. 2 v oo 0/
.Io~fh|ir/_7 A A ti r\hh w oiitH ré6tof7i.it- cfr QrXi 7/D /o -2

[0 110> A AD Nrp o llu 770009118 720

lo/fto h~t- WI5d 'Ectp "Moo /7 TO 0

f ‘Place ofservice COORDINATION OF OTHER BENEFITS

TOTAL

00 doctors office MEDICARE PAID  OTHER INS. TOTAL CHARGE

H . PATIENT"S HOME

8 OTHER LOCATIONS ) -
NH  NURSING HOME MCotCARC CO INS. MEIDIC:RE DEDUCT. TOTAL

ECr WTF.NOEO CARE FACILITY UNPAID

OH  OUTPATIENT HOSPITAL X BALANCE

PROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FORECOING IS TRUE, ACCURATE, AND COMpLE TE AND IS REMARKS:

IN CO'. PLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF I96A WHICH PRECLUDES EX

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR. OR NATIONAL ORIGIN.

| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEOER

AL ANO STATE FUNDS, ANO THAT ANY FALSE CLAIMS. STATEMENTS OR OOCUMENTS. OH

CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNOER APPLICABLE FEDERAL

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGN "iNDICATOR REVIEW

SEBES5BS5RBHS



STATE OF ALASKA -2
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE N O

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
| (¢ Afo.s A ONLY  THE  PiLn&tfft
NAME OF PATIENT
L//LSP ] htPplnras
DATE OF BIRTH ELIG. CODE PROVIDER ID. NO. CATEGORY
P-/ ZS! <&l
PAYEE ID NO. (if different from above)
ALCL .15 7/
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (OPT.)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED"’ NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1909 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE ITATE USE ONLY
71CPQ
flppLPbe.O.i0iA/
COORDINATION OF OTHER BENEFITS TOTAL

DO  DOCTOH"™S OFFICK MEDICARE PAID TOTAL CHARGE
IL  INDEPENDENT LAO.
M patients HOME
IH  INPATIENT HOSPITAL
OL  OTHER LOCATIONS
NH NUWS'NG HOME MCOICANC DEDUCT.
£CF EXTENOEO CARE FACILITY UNPAID
OH*  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

REMARKS
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCUPA TE. AND COMPLETE AND IS

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. ANO 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.

ICAL
IEW

RESUBMI TTAL
INDICATOR

o=
mm
<O



THE ALASKA U.INIC
a professional corporation

025 1 ST.
ANCHORAGE, AK. 99501

Phone 274-1303 For oppl. 272-4551

DiSFr OF HEALTH AND SOCIAL SERVICES
DIVISION OF FAMILY AND CHILDREN SERVICES
MACEAY BUILDING ROOM 222

338 DENALI ST.

DATE PATIENT/DOCTOR DESCRIPTION
DR.
11/15/71 WEBB EMER, RM.

CRVS

90500

TOTAL DUE

AMOUNT



Foo 2741303

THE ALASKA aiNIC

a professional corporalion
35 1S

ANCHORAGE, AK. 99501

For oppl. 272-4551
HA
DEPAIUT-1EisT OF HEALTH & SOCIAL SERVICES
30-00 60-90 OVER 90 TOTAL OUE

PATIENT/DOCTOR DESCRIPTION
DR. WIELAUD UA

n n OFFICE CALL

[ svnn'iy lalt. L @ \os\ v &Vl

c.nJ we;=3 =>>> IR

Ofi.cct hi €</'<s Mmi © v U'IV.!
Cl.

a *U1*
U-Oijif ACCCiinl CoJtd Al Quj<til festli

Afic-- b a jlL 15s! [

Caio or Modi Cord No. Romdifel

PLEASE RETURN
THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE
CRVS AMOUNT

81000 4.00

90040 12.00



THE ALASKA CLINIC

a professional corporation

825 L ST.
ANCHORAGE, AK. 99501

Phono 274-1303 For appl. 272-4551

DEPARTMENT OF HEALTH 6 SOCIAL SERVICES

MARIA LIPSCOMB B.D. 4-27-70 Casa No. 67866

CURRENT 30-60 60-90 OVER 90 TOTAL DUE
DATE PATIENT/DOCTOR DESCRIPTION
G/2H% dr, cates brief exam eval a/0 treatment

Diagnosis: 470 Influenza, unqualified

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE

CRVS

900*10



THE ALAbBKA CLINIC
a professional corporation

825 L ST.
ANCHORAGE, AK. 99501

Phone 274-1 303 For appl. 272-4551

DEPARTMENT OF HEALTH & SOCIAL SERVICES

TAMMIE LIPSCOMB B.D. 11-11-69 case 67866

CURRENT 30-60 60-00 OVER 90 TOTAL DUE
DATE PATIENT/DOCTOR DESCRIPTION
6/2/72 Dr. Cates BRIEF EXAM EVAL A/0 TREATMENT

Dia”nosis: 463 Acute tonsillitis

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE

CRVS AMOUNT -

90C>10



"PROVIDER COPV STATE OF At ASKA . 15 PROVIDER REF. /) o 7
-- DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 OUTPATIENT HOSPITAL = PRACTITIONER = HOME HEALTH AGENCY INVOICE NO. 59549A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON 0S AUTHORIZATION NUMBER USE NAME OF PROVIDER
tflI0S7T "i-tv & ONLY .
NAME OF PATIENT RACE J)k  nccflel’i
L. [/))/0rd/
DATE OF BIRTH .\ .- X EUG. CODE  ,, PROVIDER 1D. NO. A CATEGORY
> vy o/ - [P m fv ) - I[ A v /i
.CASE NO. A RESOURCE PAYEE 1. NO. (F DIFFERENT FROM ABOVE) >
- "7<T36J, -al A La f1A 7/
DIAGNOSIS Cone @Y
LISTPRIMARY DIAGNOS S FIRST. PRIMARY
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION - REFERRING OR
COMMENTS: (F UE) PHYSICIAN
DATE OF  PACE, DESCRIPTION OF MEDICAL CHARGE STATE USE ONLY
SERVICE  sepvice OR SURGICAL PROCEDURE
WPLACE OF SRVICE COORDINATION OF OTHER BENEFITS TOTAL
00 oociom OB MEDICARE PAID OTHER . TOTAL CHARGE

n IWOI~NOCMF 1AL
H PATIENTS HQa*(
IN'AIfN! HOSPITAL

01 OB> TOCASOM MEDICARE CO-INS. MEDICARE DEDUCT TOTAL
NH M PSINGHOW
TP TPITHOTO CAAT TACllirr UNPAID
CM  CUTPAIITMI HOSPITAL BALANCE
PROVIDER CERTIFICATION
REMARKS:
Nemd) )6 - A6 P07~

"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. | 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 U ."ER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE, INDICATOR REVIEW



THE ALASKA eLINIC PLEASE RETURN
a professional corporation

825 L ST. THIS STUB WITH

ANCHORAGE, AK. 99501

YOUR PAYMENT

Phone 27 J-1303 For appl. 272-4551

ACCOUNT NUMBER

OIV. OF HEALTH & SOCIAL SERVICES

"E>«r
RICHARD 1-1ULJDTS g tld W Vx-eVI'P'
CURRENT 30-60 00-90 OVER 90 TOTAL DUE TOTAL DUE
T
DATE PATIENT/DOCTOR DESCRIPTION ! CRVS

S/9/72 UR. LITTLE OI-TICE CALL VOOAO



THE ALASKA CLINIC PLEASE RETURN
a professional corporation
-- 025 L ST. THIS STUB WITH

ANCHORAGE, AK. 9950)

YOUR PAYMENT
Phono 274-1303 For oppl. 272-4551
ACCOUNT NUMBER

DIV. OF HEALTH & SOCIAL SERVICES

RICHALD . IGIIOLSON

CURRENT 30- GO 60-90 OVER 90 TOTAL DUE TOTAL DUE

DATE PATIENT/DOCTOR DESCRIPTION CRVS AMOUNT
1/9/72 DII. UK PALATIS KIIKR. ROOM 90050 20.00
History & physical 90215 50.00

Hospital Visit 90240 12.00
1/10/72 ) o x2 90240 24.00
1/11/72 1 " 90240 12.00
1/12/72 90240 12.00
1/13/72 90240 12.00

W"A-00



DIV. OF HEALTH & SOCIAL SERVICES

JOYCELYNE NIELSON

CURRENT

12,21M

1

30-60

PATIENT/DOCTOR
DR.II GIhLS

ip cu. JL c"a- [)--

S 1 if m7 o

OVER 90 TOTAL DUE

DESCRIPTION
0.B.
0.B. LAB
TYPE & R.H.
0.B. VISI*
0.B. VISIT

CRVS
99120

8100

99120
99720

TOTAL DUE

AMOUN]
30.00

1000

"ATOO-






THE ALASKA CLINIC PLEASE RETURN
a professional corporation
825 L ST. THIS STUB WITH

ANCHORAGE, AK. 99501

YOUR PAYMENT

Phone 274-1303 For oppi. 272-4551
ACCOUNT NUMBER
P*1 0, A v U
SHARON REID
CURRENT 30-60 60-90 OVER 90 TOTAL DUE TOTAL DUE

DATE PATIENT/DOCTOR DESCRIPTION CRVS AMOUNT
8/30/71 DR. 1VY UG 83160 6.00
8/30/71 . . 200 mgm PIGAN 00047 5.00

8/30/71 M K OFFICE CALL 90040






THE ALASKA CLINIC
a professional corporation

025 | ST.
ANCHORAGE, AK. 99501

Phone 274)303 For appl. 272-4551

DIV. OF HEALTH & SOCIAL SERVICES

PHYLLIS S]JrtORT

CURRENT 30-60 60-90 OVER 90
DATE PATIENT/DOCTOR
6/26/72 DR. CURTIS PAP
i-U TS

; 1ft* ¥ 7

TOTAL DUE

DESCRIPTION

PLEASE RETURN
THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DU*V

CRVS

88100



Phono 274-1303

DIV.

THE ALASKA

CLINIC

a professional corporation

For appt.

AGUES SMITII

CURRENT

DATE

5A/72
1/10/72)

6/18/72
8/7/72
5/2/72

“u«EB=1""si1*asCTcaa

30-00

PATIENT/DOCTOR

DR. CURTIS
[}
[}
Dr. Webb
Dr. Cates

Outside Dr.

825 |
ANCHORAGE, AK. 99501

OF HEALTH & SOCIAL SERVICES

60-90

272-4551

OVER 90 TOTAL OUE

DESCRIPTION

BRIEF EXAM

1UD

Pap Stuear
Intermed. Exam
Physical
Tissue Path.

PLEASE
THIS S

YOUR

ACCOUNT NUMBER

CRVS

900h0

58300
88100
90060
90005
88310

RETURN
TUB WITH

PAYMENT

| TOTAL DUE

AMOUNT

12.00*"

3000 » -

7+50 0*4
18380 ”
20.00

1



CENTRAL OFFICE COPY STATE OF ALASKA m 15

PROVIDER REF. | Thomason
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 OUTPATIENT HOSPITAL < PRACTITIONER « HOME HEALTH AGENCY INVOICE No. 82366
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
r COUPON OS AUTHORIZATION NUMBER USE NAME of provider
08604 C W (NX.V- c3"trCH ONLY The Alaska Clinic
NAME OF PATIENT RACE
Betty Thomason Dr. CuErtis
DATE OF BIRTH > mm SEX » 1 BIG. CODE PROVIDER ID NO. CATEGORY
12/29/53 M1 1 FLxI 2ZK RWC 418
CASE NO. RESOURCE PAYEE 1D. NO. (IF DIFFERENT FROM ABOVE)
ALC 501
REMARKS:
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, No record of payment
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. | 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 RESUBMITTAL MEDICAL
SIGNATURE 9 = INDICATOR XXXX  REVIEW

04-7014



himfUUi or*20tAii$ inc. O0IN] O 0G

?$20 C. Si,-ol
ANCItORAGZ. VLASBA %rSGFS

1%3taa997-7«10
#

Dept, of Health & Soc-iel Scrtica*
Division of Fs™lly 5 Children Services
P. C, Box.1089

Pfeltti'Sbu”j, Alaska D9B33

-V*[ 72

Fcstiniqgue Freese* w/single vision lenses

(xfe T WD
AV T ytQ=C*-
OUADCUPLICATE



-HITS*  Stiti ril* S*ni unit* h

UejROI-390581 ,
Elwel 1 . M

"AIAPV  start- Susperse  canrj c {2:0of provicier Red
2Cf* Qpy Sr pasnent.
- ALASKA DEPARTMENT OP HEALTH AND SOCIAL SERVICES
Health Care Facility Invoice N? 504999
nr PATIENT INFORMATION . PROVIDER INFOBHATION
Coupon or Authorization Number”> lgg—nn Name of Provider
#691869517 /CREBILL") J&02420571 T Anchorage Community Hospital
Mane of Patient
825 L. Street
Elwell, Mabel Anch, AK. 99501
Date of Birth Sex: Provider ID Number Category
.10 /7 1 [/ 92 m k 1 X ACHS89 01
Payee ID Number (if different from above)
Attending Physician
Have all other payment sources been exhausted? jYes 1 Ino R. Fraser

Comments:

DIAGNOSIS AND

Date of Admission Ref.Code Svc.Unit

9 / 9 / 71 03 01
Billing Period Tot.Days
9/ 9 / 71 thru 9 / 11/ 71 7
Date of Discharge Dis.Code
9 /711 / 71 01

Consulting Physician ID Number
STATEMENT OF SERVICES RENDERED

siood; Pfcs.l pints

N Engﬁi 2er3fAnt  rvnarvp

A»'~ommcdatlon DAVS
1 Sed

2 Beds

3 or More Beds

Intensive Care il

Self Care

Nursery

Operat.ing Room

Anesthesia i
10 Outoatient Services w oo

li Blood Administration
Pharmacy & 1 .V.
Radiology
Laboratory
Medical K Surgical Supplies
Physical Therapy
Occupational Therapy
Speech Therapy
[rhalatlon Therapy St Oxygen

Other CSoeclfv) EKG 30.25

Total
Charge 868.

Service Pre-Authorization No. (if applicable)

PROCEDURES

Primary Diagnosis Code
premature atrial contractions 429
Secondary Diagnosis Code
Primary Procedure Performed Code
non-sur”™ical 1in-nt hosnit-il care 90 L99
Secondary Procedure Performed Code

PROVIDER CERTIFICATION

"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 pre—
cludes exclusion or discrimination on the grounds
of race, color, or national origin. | understand
that payment and satisfaction of this claim will

—  be from Federal and State funds and that any false
i claims, statements or documents or concealment of

a material fact, may be prosecuted under applica—

-mr  ple Federal or State laws."

To the best of my knowledge no other .resource

exists.
Signature J)3tr HI1?2uf
Remarks:
33N I W 320
Resubmittal Medical
Indicator Review

jf] COORDINATION OF OTHER BENEFITS
Other

Benefits Medicare
Medicare Co-Ins.
Ins. or
Other Pd Ded.
Total " 308/2 Total
lest  303.25  HMME 5000

Revised 6/1/73 06 7015



CENTRAL OFFICE- STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

~\
06
HEALTH CARE FACILITY INVOICE no. 534242
20 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
Prior to couoon days per John Lappo ONLY Anchorage Community Hospital
825 "L" Street
NAME OF PATIENT RACE
Anch., Ak. 99501
Wooding, Jeanne
DATE OF BIRTH SEX e ELIG. CODE PROVIDER 1D NO. CATEGORY
03 / 21 / 43 MI- ! FP~I ACH 839 01
CASE NUMBER RESOURCE PAYEE ID NO. @fdifferent from above)
ATTENDING PHYSICIAN 1D NO.
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? EZ3 YESI NO Dr. DePalatis
COMMENTS - SERVICE PRE-AUTHORIZTION NO. (@fapplicable)
21 DIAGNOSIS AND PROCEDURES
DATE OF ADMISSION REF. CODE SVC UNIT PRIMARY DIAGNOSIS CODE
08/ 07 [/ 72 03 02 ) , o
Peoionai enteritis 563
8ILLING PERIOD TOT. DAYS SECONDARY DIGANOSIS CODE
08/ 07 / 73 08 / 14 / 72 07 Chronic active appendicitis 540
DATE OF DISCHARGE DIS. CODE PRIMARY PROCEDURE PERFORMED CODE
08 / 14 / 72
01 Tube enterostomy 14300
CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE
Colostomy 44320
22 STATEMENT OF SERVICES RENDERED PROVIDER CERTIFICATION
PINTS oT " THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE,
%?\Héﬂ%s REPLACED REF{{ACED SE&%%[ CHARGE ACCURATE, AND COMPLETE AND IS IN COMPLIANCE WITH
TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WH.CH PRE-
CLUDES EXCLUSION OR DISCRIMINATION ON THE GROUNDS
ACCOMMODATION DAYS RATE OF RACE, COLOR. OR NATIONAL ORIGIN. | UNDERSTAND
1 BED THAT PAYMENT AND SATISFACTION OF THIS CIAIM WILL
BE FROM FEDERAL AND STATE FUNDS, AND THAT AMY
FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR CON-
2 BEDS 72.00 288.00 CEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED
UNDER APPLICABLE FEDERAL OR STATE LAWS."
3 OR MORE BEDS 66.-60 133.20 TO THE BEST OF MY KNOWLEDGH #O OTHER REJOURCE EXISTS .
INTENSIVE CARE 13 hours 0 7.60 98.80 PROVIDER'(;SySIGNATURE. -p.
SELF CARE paTE P -y - T
NURSERY RENARKS ,
OPERATING ROOM 247.20 . '
/7 i
ANESTHESIA 244 .83 Q tX-/?0 /i/

OUTPATIENT SERVICES
BLOOD ADMINISTRATION

PHARMACY 191.10
RADIOLOGY 48.00
LABORATORY 216.50 REEBJE(A;A;TT()TF?L MREEDVIICEAWL
MEDICAL & SURGICAL SUPPLIES 100.95
PHYSICAL THERAPY 23~ COORDINATION OF OTHER BENEFITS
OCCUPATIONAL THERAPY OTHER
SPEECH THERAPY BENEFITS HEDTCARE
ME E _
INHALATION THERAPY 74.00 A" CO-IN&.
. 103.65
OTHER (SPECIFY) IV™s olSRANGE 0.
TOTAL %
TOTAL
chaRce 1746.23 LESs 00.00  AUPYMT 1746.23

REVISED N/i/nJ



{TJTBIL,* Charles M; if*

- o

r«. .
L KEIWETK BEIn'MER, m.D.
®e - I <V,

TEUPHINI 27P-842J 2211 FAST NORTHERN LIGHTS
ANCHORAGE. ALASKA 99504

| . *tf\

Department of Health & Welfare n
Ra. 222, MacKay Bldg.

‘ , 338" Denali

L“1 Anchorage, Ak. ,9950!
€ r1l . * J
DATE PROFESSIONAL SERVICE CHARGE PAID BALANCE
AR & QcD SD .co

j~3 (& Y 34n%*9

1609 PA* LA3T AMOUNT IN THIS COLUM
Diagnoses: Streptococcal cellulitis of right arm

Chronic fibrotic pulmonary disease



WHVS:  35-t* Fllo 3+<5 white v
CANARY* . 3: /> Suapinst  carury c-pte-
PINK; Pr viaar'a C\MJ 1 piy-ort.

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

05 Outpatient Hospital-Practitioner-Home Health Agency invoice |79
m PATIENT INFORMATION iSTATg:: PROVIDER INFORMATION
Coupon or AMthorization Number Name B PrE
1/0p IGiiipdil:;
Name of Patient ' AL
Ffc/PriP,  PHTHIHL'K _ fnefion-:, 4
Date of Birt Sex :STi£.HC.cd"e! Provider ID No.
7/ L/Q| 20 6J3/V37V
resource: Payee ID No. (if different from above)

NATURE DF ACCIDENT OR ILLNESS

DIAGNOSES Diagnosis Cods
) ) ) o (opt.)
List Primary Diagnosis First Primary
(7) ENfIPftIOSCleRoT/C~ Cflfclfa OPS&Us/P/I d'szssc- 42 @
ft) CQpo/jpry //ofufPtc/ersvd/ / W '
mi f|2<aJgn fI of prosffife an720 a f 4/ Secondary

Thrs po/ajy
3) QecuRR&J-+ uja/jfir'/ tr/lcST' jrAjfecft o ?

Service Preauthorization Referring or Con-
Have all other payment sources been exhaustedVes 1 1No No. (if applicable) suiting Bhysician

Comments:

SERVICES RENDERED

PROVIDER CERTIFICATION

"This is to certify that the foregoing is true, accurate, and  "-"Remarks:
complete,,.and is in compliance with Title VI of the Civil Rights
Act of 190U which precludes exclusion or discrimination on the
ground of race, color, or national origin. 1 understand that 3 3 3 <ro-zs%
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.

Resubnittal

Signature Indicator
Revised b/1/73 70in



STATE OF ALASKA 15
DEPARTMENT OF HEALTH & SOCIAL SERVICES

PROVIDER REF. | 2-701100-1

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. 96 6 36 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
— CQUPCN OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
*@5*8 410-12575 X ONLY
NAME OF PATIENT RACE / Dr. Hoi P. Lee
Perrupato, Pamela V
DATE Or BIRTH F--. SEX -— B.IG. CODE PROVIDER 1D. NO. CATEGORY
10/02/49 MIT 1 F XX =20P HPL 320
CASE NO. RESOURCE ) PAYEE 1D. NO. (IF DIFFERENT FROM ABOVE)
076 .1xv c j v FMS 831
DIAGNOSIS ConE @)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
INFECTIVE DISEASES OF CERVIX UTERI 620
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES O NO O SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (I APPLICABLE) CSH\?SUILCTI!\NG
11 SERVICES RENDERED
DATE oF PACE DESCRIPTION OF MEDICAL 1969 RVS
SERVICE SEF?\'/:.(:E OR SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
01/14/73 HH SLiilSIRY-AXI5IHEHTA 1 Hr. /fl Min. 58805 115.20 0-' 6_
»PACE COF SRVICE ].2 COORDINATION OF OTHER BENEFITS TOTAL
00 DIOISOFC MEDICARE PAID OTHER INS. TOTAL CHARGE 1-
B IMHWNr Mi
M PAEABMMI LESS
H BRI >
. oa— \QATIN
M MTINGIFE MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

o it NN Ao
PROVIDER CERTIFICATION

"THIS IS TO CERTIFY THAT THc 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. | 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 RE50URCE EXISTS.

PROVIDER
SIGNATURE. DATE //- X- M

06*7014



s, TE-££m

CENTRAL OFFICE COPY STATE OF ALASKA 15 PROVIDER REF. 2-848715-1
. \"
DEPARTMENT OF HEALTH & SOCIAL CERVICES
06" OUTPATIENT HOSPITAL « PRACTITIONER = HOME HEALTH AGENCY INVOICE no. 9661 2
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
4 t072-327-41-773 ONLY
NAME OF PATIENT RACE _ Dr. Glen Straatsma
Steffens, Gladys to
DATE OF BIRTH i——mm SEX - EUG. CODE PROVIDER 1D. NO. CATEGORY__~
03/17/24 M J Fa 20 P GWS 318 A S
CASE NO. RESOURCE PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
0S 1 DK4- -ft1 X FMS Sol
DIAGNOSIS cone @)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
ACUTE MYOCARDIAL INFARCTION 410
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES 3 NO 3  SERVICE PRE-AUTHORIZATION  REFERRING OR
) NUMBER (F APPLICABLE) CONSULTING
COMMENTS: PHYSICIAN
11 SERVICES RENDERED
DATE OF  PLACE DESCRIPTION OF MEDICAL 1969 RVS
OF
SERVICE I OR SURGICAL PROCEDURE PROC. CoDE ~ CHARGE STATE USE ONLY
11/13/72 DO  COMPR HE EV 90620 70.00 £0CO 6 /
+PIXE OF SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 ocosME MEDICARE PAID OTHER INS. TOTAL CHARGE 70.00 som

It IHOFFMOMNI »0

H  PATRN'3 HOWE LESS
IH  INPATIENT hOSHTAI

ot othei VOCATION MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL

NH  MUASINO MOmE

ECF  ELTENDEO Case tachitv

Oh

UNPAID
OGTRAITEn T..OiHIAI I

H BALANCE 70 M

PROVIDER CERTIFICATION

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. | 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. WATE //- A3~ 74* IN



CENTRAL OFFICE COPY STATE OF ALASKA 15 PROVDR R 2-018530-1 ]

DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE no. 96778A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON 0S AUTHORIZATION NUMBER USE NAME Or PROVIDER

ONLY

NAME Or PATIENT RACE

Anderson, Cherie N

DATE OF BIRTH * r-m SEX  »--> B.IG. CODE PROVIDER 1D. NO. CATEGORY

5/24/50 M-~ 1 FLJ

CASE NO RESOURCE PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS C%A:%\(Pﬁa
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES I NO I W@BE
COMVENTS,
n SERVICES RENDERED
DATE OF  PLAE DESCRIPTION OF MEDICAL 199 RVS
SERVICE sa%/ﬁo%( OR SURGICAL PROCEDURE PROC. e CHARCGE STATE USE ONLY
07/21/72 IH  SURGERY (HA) .>7506  855.00
07/21/72 IH  SURGERY (HA) 27594  315.00
07/21/72 IH  SURGERY (HA) 27598  630.00
07/21/72 IH  SURGERY (LINDIG) 15100 33.75
07/21/72 IH  SURGERY (LEE) 27594  139.20
07/21/72 IH  DISCOUNT (LINDIG) 01005 14.88-
07/21/72 IH  SURGERY (LEE) 27506  180.00
07/21/72 IH E R EXTENDED RE-EXAM (HANEK) 00570 55.00
07/21/72 IH  DISCOUNT (HA) 01005  132.75-
*PIAE 0P SRAE 12 COORDINATION OF OTHER BENEFITS TOTAFA
Q DICTRoNIC MEDICARE PAID OTHER INS. TOTAL CHARGE  3520.88/
1 NPRErES
H PINSHIE MTSS /
H  bARHImM >
ol o7Pi»iocahon -
N e MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
B IGODCSE »OUN UNPAID
CH CHRAIA HPIU N BALANCE
REVIARKS

"THIS is to certify that the foregoing is true accurate, and complete,
AND IS IN OONBLANE W TR E U O E GV RS Act S hhich
PRECLUDES EXO.LBIO\ICRDS(RMNAHO\IO\H]—EG?QJ\DG:RA% (Il(é
CR NATIONAL CRIGN | UNDERSTAND THAT PAYVENT AND SATISH

THS QAM WLL BE FROM FCRRAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIVG, STATEVENTS CR DOOUVENTS CR CONCEALVENT CF A MATERAL
FACT, MAY BE PROSECUTED UNDER APRLICABLE FHOERAL CR STATE LAWS"  TO
THE BEST CF MY KNOWLEDGEE NO OTHR RESOLRCE EXISTS,

|
T

TAL MEDICAL
R REVIEW

m
ow
P
w
=

o
b=
o—

EII?GOI\\IIILDTEURRE. Q> 'C kayl DATE LLLlI# IR

=

04-7014



CENTRAL OFFICE COPY . STATE OF ALASKA

15 PROVIDER REF. | 2-018530-1
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. 96777 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY Dr. Edwin Lindig, Jr.
NAME Or PATIENT RACE Dr. Robert D. Hanek
Anderson, Cheiie hCMU. 1 3 Dr. Hol P. Lee Dr. Young Ha
DATE OF BIRTH | 4 s—-j SEX - BLiG. CODE PROVIDER 1D. NO. CATEGORY
5/24/50 - FLsJ
CASE NO. RESOURCE PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
FMS S81
DIAGNOSIS géé%”gg}%
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
FRACTURE OF LOWER LIMB 820
FRACTURE OF UPPER LIMB 810
SUPERFICIAL INJURY 910
OTHER DISEASES OF MUSCULOSKELETAL SYSTEM 730
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES 1 NO 1  SERVICE PRE-AUTHORIZATION Ff:EoFNEsRSﬂ%?GR
COMMENTS - NUMBER (IF APPLICABLE) ONSULTIN
n SERVICES RENDERED

PIACE

DATE OF . DESCRIPTION OF MEDICAL 1749 RVS

SRICE g OR SURGICAL PROCEDURE PROC. CODE  CHARGE STATE USE ONLY
07/21/72 .1H SURGERY (LINDIG) 27506 213.75
07/21/72 1IH SURGERY (HANEK) 24120 90.00
07/21/72 IH INIT HOSP CARE-INTER (LINDIG) 90215 50.00
07/21/72 IH DISCOUNT (HANEK) 01.005 15.13-
07/21/72 IH DISCOUNT (LEE) 01005 22.56-
07/21/72 IH SURGERY (LEE) 27594 132.00
07/21/72 IH SURGERY (HA) 15100 135.00
07/21/72 1H SURGERY (HA) 24360 360.00
07/21/72 1IH SURGERY (HA) 24120 360.00
07/21/72 1H SURGERY (HANEK) 27598 157.50

*PUCE OF SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 OXIPSCRCF MEDICARE PAID OTHER INS. TOTAL CHARGE A
k INVERT I8
H PARSHOE LESS
H PARHCHI »

QL OHB ICCAUN

N HESHEIOE MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
HF CAIRDOCYE FQur UNPAID
pH COTPAHEHEHORIAL N BALANCE

REVIARKS

"THS IS TO CERIIFY THAT THE FOREGAING IS TRUE, ACOLRATE, AND COVPLETE,

AND IS IN COVPLANCE WTH TITLE M CF THE OML RIGHTS ACT CF 1964 WHCH
PRECLUDES D(G_lﬁO\ICRDS(]%MhIAﬂG\IO\Iﬂ-EG?QJ\DO:RA%H(IJ_%

CR NATIONAL CRIGN | UNDERSTAND THAT PAYIVENT AND SATISFACTION
THS AAM WLL BE FRCM FCERAL AND STATE RJCE[AIE AND THAT ANY FALSE
CLAIVE, STATEVENTS CR DOCUVENTS CR CF A VATERAL
FACT, A/ BE PROSEOUTED UNCER APRLICABLE FHERAL CR STATE LAWS"  TO
THE BEST GF MY KNOWLEDGE NO OTHRR RESOLURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE. DATE. NIth-4- INDICATOR REVIEW

04-7014 e



{5 PROVIDER REF.

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06
OUTPATIENT HOSPITAL » PRACTITIONER » HOME.HEALTH AGENCY INVOICE N O . 1 4 5 4 8 9 \
‘o PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
9/0 77 77?27?2"71 or Jospsh Johnson
NAME OF PATIENT RACE
JMKcjKcA Jerock. John
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
o/r/7 /2/ / mE} FO M- 0 <1 JIJKJ 303
CASE MO. RESOURCE PAYEE ID NO, (if different from above)
>/ 0 —0/ g §0h
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (OPT.)
LIST PRIMARY DIAGNOSIS FIRST A PRIMARY
9 SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 0 YES CHI NO NO. afapplicable) CONSULTING PHYSICIAN
COMMENTS:
1 5 H " SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
U-2.5 71 prief Lot: h visits X 017.00 op?1Ip /jQ.on
Vs-25-71 Initial hosp care comp 90220 70.00

*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS

TOTAL
do doctor’s office MEDICARE PAID OTHER INS. TOTAL CHARGE 12¢.00
IL  INDEPENDENT LAEL L
H  PATIENT"S HOME \ LEss
IH  INPATIENT HOSPITAE /
N NURSING HomE ™S MEDICARE CO-ING. MEDICARE DEDUCT. total
BCF EXTENDEO CARE FACILITY UNPAID
CH  OUTPATIENT HOSPITAL X BALANCE

PROVIDER CERTIFICATION

REM ARKS
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE AND IS

IN COMPLIANCE WITH TITLE VI Oe THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS CF RACE. COLOR, OR NATIONAL ORIGIN.

| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-

AL. AND STATE FUNDS, AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR

CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL 37" 7l t
OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER 3 SIGNATURE Jij- DATE 3 V-7V RE



15 Iprovider ref.

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

1635-1

OUTPATIENT HOSPITAL « PRACTITIONER » HOME.HEALTH AGENCY INVOICE no . 145490

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT
DATE OF BIRTH PROVIDER ID. NO. CATEGORY

PAYEE ID NO. (if different from above)
F.S P31

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES o)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? NO. (If applicable) CONSULTING PHYSICIAN
COMMENTS
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1969 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
COORDINATION OF OTHER BENEFITS TOTAL 1
DOCTOR*™S OFFICE MEDICARE PAID CHARGE*
INDEPENDENT LAB.
PATIENT"S HOME
OTHER LOCATIONS
EXTENDED CARE FACILITY UNPAID
OUTPATICNT HOSPITAL BALANCE

PROVIDER CERTIFICATION

REMARKS
" THIS IS TO CERTIFY THAT THE FORECOING IS TRUE. ACCURATE. AND COMPLETE AND IS

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
I UNOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS, ANO 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 KNOWLEOCE NO OTHER RESOURCE EXISTS.

. RESUBMITTAL
PROVIDER'S SIGNATURE INDICATOR



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 OUTPA riEIVTHOSPITAL « PRACTITIONER * HOME.HEALTH AGENCY INVOICE NO. 145491
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE or Edwin Lindin
Jeroclc, John
DATE OF BIRTH SEXA ELIG. CODE PROVIDER ID. NO. CATEGORY
I M [ EL~?
CASE NO. RESOURCE PAYEE ID NO.Jif Jiffcjijlt from above)
NATURF OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES orm)
LISTPRIMARY DIAGNOSIS FIRST . N5 PRIMARY
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 00 YES 1--1NO NO. (If applicable) CONSULTING PHYSICIAN
COMMENTS:
1 ros SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE  CHARGE STATE USE ONLY
'>5-05-71 in Surcery (CW Acutf'l/XwUrflafmL bjoQS ~7\ 30.00
f
«PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL f/ ( \
DO DOCTOR"3 OFFICE MEDICARE PAID  OTHER INS. CHA RG EU-
IL  INDEPENDENT LAB. 0 S TOTAL 3000
h patient”s home \ LESS (
O OTER LOCATIONS :
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL X BALANCE

PROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE AND IS REMARKS:

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1D54 WHICH PRECLUDES EX-

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR. OR NATIONAL ORIGIN.

I UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-

AL 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.

PROVI DER'S SIGNATURE DATE REE]%?(’:\AALFCEQL N|'!3EE|3/||(E:OVL



15 [provider ref.|

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES \
06
OUTPATIENT HOSPITAL e PRACTITIONER « HOME.HEALTH AGENCY INVOICE no . 145492 \
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE Rr Joseph P.ibar
Jerock John
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
-/ / MR1 FI- 1 IV.P 30
CASE NO. RESOURCE PAYEE ID NO. (if dif'sr*nt from above)
FMS 361
NATURE OF ACCIDENT OR ILLNESS
¢ DIAGNOSES D'AGN(SF?T'S)CODE
LISTPRIMARY DIAGNOSIS FIRST v PRIMARY
V . 0
c. SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES +-1NO NO. (If applicable) CONSULTING PHYSICIAN
COMMENTS:
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1969 RVS
SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
COORDINATION OF OTHER BENEFITS TOTAL
DO DOCTOR S OFFICE MEDICARE PAID CHARGE
I, INDEPENDENT LAa
H  PATIENT'S HOME
£ el
NH  NURSING HOME MEDICARE DEDLCT.
ECP EXTENDED CARE FACILITY UNPAID
OH  QUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

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 1064 WHICH PRECLUDES EX- H .
CLUSION OR DISCRIMINATION ON THE GROUI OS OF RACE, COLOR. OR NATIONAL ORIGIN. nJJIOLAJM A
| UNDERS TANO THAT PAYMENT AND SATISFAc .ON OF THIS CLAIM WILL BE FROM FEDER-

AL 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"S SIGNATURE W-.U1



CENTRAL OFFICE STATE OF ALASKA

Qg DEPARTMENT OF HEALTH & SOCIAL SERVICES \
OUTPATIENT HOSPITAL > PRACTITIONER ® HOME HEALTH AGENCY INVOICE NO. 145493
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY

NAME OF PATIENT RACE

Dr Josenh Johnson

Jcrock. John
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
/ / Mrt Fn IK.1

CASE NO. RESOURCE PAYEE ID MO. (if different from above)

Fir.

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-AUTHORIZATION
CZ) YES CO NO NO. (if applicable)

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICES RENDERED
DATE OF place of DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE * SURGICAL PROCEDURE PROC. CODE CHARGE
05-06-71 IH Orief Let 7 visits X 517 002 >0 96.00
til Surcer/ *)7605 675.00
“PLACE OF SERVICE 12  COORDINATION OF OTHER BENEFITS totall
00 doctor’s office MEDICARE PAID CHARGE
I INDEPENDENT LAB. OTHER INS. TOTAL 771.00
H PATIENT*S HOME \ LESS
& OTHER LOCATIONS /
Ni NURSING HOME VEDICARE CO*IS, MEDICARE DEDLCT. 10 TA L
iCF EXTENDED CARE FACILITY UNPAID k-_ N—u
CH  OUTPATIENT HOSPITAL BALANCE

k
PROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. ANDCOMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1064 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER
AL ANO STATE FUNDS, ANO THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT.MAY BE PROSECUTED UNDER APPLICABLE FEOERAL
OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

. - - _ _ RESUBMITTAL
PROVIDER*S SIGNATURE  £<2sywuzjj <L~">P2~ oate J- V- 74, INDICATOR

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

REFERRING OR
CONSULTING PHYSICIAN

STATE USE ONLY

MEDICAL.
REVIEW



15 IPROVIDER REF. 0-Mi 1635-1
CENTRAL OFFICE STATE OF ALASKA '
DEPARTMENT OF HEALTH & SOCIAL SERVICES 7.7
06 .
OUTPATIENT HOSPITAL ® PRACTITIONER « HOME HEALTH'AGENCY INvoice NO. 145494 \
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
Dr Raymond Evans
NAME OF PATIENT RACE
eJeroc!;, John
DATE OF BIRTH ,Cl ELIG. CODE PROVIDER ID. NO. CATEGORY
/ / fi— i )
v ! ?2nr in
CASE NO. RESOURCE PAYEE 10 NO. (if different from above)
F’iS Sol

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-AUTHOR12ATION

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? Cz] YES | 1NO NO. (if applicable)
COMMENTS:
1 T*o0 " SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS CHARGE
SERVICE SERVICE * SURGICAL PROCEDURE PROC CODE
ot + 2 &-TI
Mi Initial hoso care brief 90?.'):) 2F.R0
to -Xx 4 30.71 xrief Fct 2 visits X SIS 002-"0 30.00
*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS total"/" i
00  doctor”s office MEDICARE PAID  OTHER INS. TOTAL CHARGY
I INDEPENDENT LARL 55.00
H  PATIENT"S HOME \ J(ESS |
[H  INPATIENT HOSPITAL ‘
GL  OTHER LOCATIONS
EXTENDED CARE FACILITY UNPAIO
OUTPATIENT HOSPITAL X BALANCE
PROVIDER CERTIFICATION
- THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 196<! WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNOS OF RACE. COLOR, OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL AND STATE FUNDS, ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTEO UNDER APPLICABLE FEDERAL
OR STATE LAWS,"
TO THE BES TOF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER 5 SIGNATURE <72~ DATE 3- Y - RESUBMITTAL

DIAGNOSIS CODE
(OPT.)

PRIM ARY

SECONDARY

REFERRING OR

CONSULTING PHVSICIAN

STATE USE ONLY

o=
<O

ICAL
IEW



CENTRAL OFFICE STATE OF ALASKA 12 1 Jey-|

DEPARTMENT OF HEALTH & SOCIAL SERVICES if/'g(
06
OUTPATIENT HOSPITAL » PRACTITIONER = HOME HEALTH AGENCY INVOICE hOo. 145495
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE j Hr Joseph Johnson
Jerock. John ;.
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
ro/s f2-0 £mf Mrh Frn ,
Gl BN i
CASE NO. RESOURCE PAYEE ID NO. (if different from above)
Ft'S 2*11
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (OPT.)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
."cute and subacute necrosis of liver 570
SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR
AVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 1 YES (=I:INO NO. (If applicable) CONSULTING PHYSICIAN

OMMENTS:

Ll SERVICES RENDERED

DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1960 RVS
SERVICE SERVICE * SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
03"25-72s DO pricf Et 90040 12.00
Ic73> xAZo./ — C St "
M AW - 7ilee j2«i™r JIN\J A ft r
; V.
*PLACE OF SERVICE 12  COORDINATION OF OTHER BENEFITS TOTALNE
doctor $office MEDICARE PAID charge/ .
doctor Soffice OTHER INS. TOTAL 12.00
patient”s home \ LESsV
INPATIENT HOSPITAL / .
STHER LOCATIONS VEDICARE CO-IS. MEDICARE DEDLCT. 7o 1aL e -
EXTENDED CARE FACILITY UNPAID
OUTPATIENT HOSPITAL X BALANCE

PROVIDER CERTIFICATION

REMARKS :
IS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, ANDCOMPLETE ANO IS
JMPLIANCE WITH TITLE VI OF THE CIVIL RIGH TS ACT OF 1964 WHICH PRECLUOES EX
ION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
56RSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDEH-
NO STATE FUNDS. AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
EALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER APPLICABLE FEOERAL
'ATE LAWS."
IE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
IDER'S SIGNATURE DATE REEI%IBC’\AALIT(-)FQL Nll?%l\)/IIEGIL

REVISED



CENTRAL OFFICE | STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL » PRACTITIONER < HOME.HEALTH AGENCY INVOICE NO. 145496 \
10 PATIENT INFORMATION STATE PROVIDER INFORMATICS
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY ) o

Dr Edwin Lindie

NAME OF PATIENT RACE
JerocL. John
DATE OF BIRTH cpv ELIG. CODE PROVIDER ID. NO. CATEGORY
/ ./ wrm FC 1 ELM 8.31

CASE NO. RESOURCE PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES DIAGNGSp COPE
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
Seborrheic dermatitis 629
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? CID YES Cz3 NO NO. (If applicable) consulting physician

COMMENTS:

SERVICES RENDERED

DATE OF  PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
06-02-72 DO 3rief Et 12.01
06-05-72 DO iirief ET DOOM 12:00
Supplies and material 99070 5.00
r\
«PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTALA
do doctors office MEDICARE PAID . TOTAL CHARGE f
IL  INDEPENDENT LAt OTHER INS 2900
h patient”s home \
b hemorioe A /
NA NURSING HOVE MEOICANE CD-INS. MEDICARK DEDLCT. TOTAL N
ECF EXTENDEO CARE FACILITY UNPAID
DM OUTPATIENT HOSPITAL X BALANCE
PROVIDER CERTIFICATION
REMARKS :
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS, AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTEO UNOER APPLICABLE FEDERAL
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER'S SIGNATURE DATE RESUBMITTAL MEDICHL

01w



CENTRAL OFFICE
DEPARTMENT OF HEALTH & SOCIAL SERVICES

06
OUTPATIENT HOSPITAL ® PRACTITIONER » HOME HEALTH AGENCY INVOICE NO . 1 45 4 9 7
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY Dr Edwin Lindie
NAME OF PATIENT RACE
Jerock. John
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
/ / Ml a | FIo| ELM  -331
CASE NO. RESOURCE PAYEE ID NO. (if different from above)
;13 »31

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES (0PT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
seborrheic dermatitis 690
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE Al— OTHER PAYMENT SOURCES BEEN EXHAUSTED? d 1 YES CO NO NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
37-31-72 .
2X3.7* - DO Brief ET 900M)0 12.00
*PLACE OF SERVICE 12 COORDINATION OF OTHER EENEFITS TOTAL
DO doctorsoffice MEDICARE PAID CHARGE,-/' )
IL  INDEPENDENT LAB. OTHER INS. TOTAL 17. fin
H  patient"s HOME \ LESSI
IH  INPATIENT HOSPITAL /
[C\j)h ﬁJSEFNléOﬁéRA—EONS MEDICARE co -ins. MEDICARE DEDUCT. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATICHT HOSPITAL BALANCE

PROVIDER CERTIFICATION

REM ARKS:
“ THIS 15 TO CERTIFY THAT THE FOREGOING 15 TRUE, ACCURATE. AND COMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS AC' O~ 1Qo-l VW?' "Tcuo0i.:5EX-
CLUSION OR DISCRIMINATION ON THE GROUNOS OF RACE. COLOR, OR NATION/ L ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR OOCUMENT5. 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'S SIGNATURE DATE R ST Rt MEDIGH:



CENTRAL OFFICE STATE OF ALASKA L--
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL e PRACTITIONER « HOME.HFALTH AGENCY INVOICE no . 151086

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT
DATE OF BIRTH ELIG. COD PROVIDER ID. NO CATEGORY

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D|AGN(8§+S)CODE

LISTPRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTEO? NO. (if applicable) CONSULTING PHYSICIAN

COMMENTS

SERVICES RENDERED

DESCRIPTION OF MEDICAL OR 1969 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY

xtcnsive exam

COORDINATION OF OTHER EENEFITS TOTAL

do doctor's office MEDICARE PAID TOTAL CHARGE
IL  INDEPENDENT LAD.

h patient"s HOME

IH  INPATIENT H 3SPITAL

OL  OTHER LOCATIONS
NH  NURSING HOME MEDICARE CO*I\5, MEDICARE DEDUCT. TOTAL

ECF EXTENDED CARE FACILITY

OH  OUTPATIENT HOSPITAL UNPAID

BALANCE

PROVIDER CERTIFICATION

REMARKS
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE ANO IS

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL AND STATE FUNDS, ANO 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 Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL MEDICAL

PROVIDER'S SIGNATURE INDICATOR REVIEW



STATE OF"ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

CENTRAL OFFICE

| 15 [provider ref-0- 626002-1

06 OUTPATIENT HOSPITAL « PRACTITIONER ¢ HOME.HEALTH AGENCY INVOICE n o . 151083 , -4
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
See attached certification ONLY Pr Charles Townsend
NAME OF PATIENT RACE
,'lonigold. Oeorcie
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
03 / 22 | 33 Mn Frn CIT 30P
CASE NO. RESOURCE PAYEE ID NO. (if differant from abovs)
F4S S31
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (PT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
Intestinal obstruction without rnention of hernia 560
.'euros as 30C0C
Choiera Cco0
SECONDARY
SERVICE PRE-AUTHORIZATION REFE OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 3 YES +—INO NO. (faepHcaSle) CONSU G PHVSICIAN
COMMENTS:
" SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 19G9 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. COOE ~ CHARGE STATE USE ONLY
05 1 /2 00 UGl 7120 60.00
5 2V 7? DO Crief Et 000*40 12.00
0O 12-72 D@ Drief Et 300/40 12.00
XKamuSBKl'rinalysis Bnoo 5.20
Dlood count CPC P5010 10.30
PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL >
do doctor’s office MEDICARE PAID  OTHER INS. TOTAL CHARGE "o?.50
It  INDEPENDENT LAEL
H patient’s HOME \ LESS
IH  INPATIENT HOSPITAL
O OTHER LOCATIONS VEDICARE (D-I\S. MEDICARE DEDICT. T TAL
ECF EXTENDEO CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

" THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1954 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
ITUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL 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"S SIGNATURE a 0) date 3



STATE OF ALASKA L+£
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL » PRACTITIO.NE'R » HOME.HEALTH AGENCY INVOICE n o . 151085

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT
DATE OF BIRTH PROVIDER ID. NO CATEGORY
RESOURCE PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES (OFT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALLOTHER PAYMENT SOU RCES BEEN EXHAUSTED? NO. (if applicable) CORGUL HIRE BrvsICIAN
COMMENTS
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1960 R/S
SURGICAL PROCEDURE PROC. CODE STATE USE ONLY
COORDINATION OF OTHER BENEFITS
00 doctor's office MEDICARE PAID
IL  INDEPENDENT LAE TOTAL
H  patient’s HOME
IH  INPATIENT HOSPITAL
ﬁh ﬁJQSE,RNEO,Eé&'EONS MEDICARE CO-INS. MEDICARE DEDLCT.
ECF EXTENDED CARE FACIUTV UNPAID
CM  OUTPATIENT HOSPITAL BALANCE
PROVIDER CERTIFICATION
- REMARKS
THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR. 1 R NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR OOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT.MAY BE PROSECUTED UNDER APPLICABLE FEOERAL
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER"S SIGNATURE RECEUATORE MER\



15 PROVIDER REF. O 1

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 OUTPATIENT HOSPITAL e PRACTITIONER « HOME.HEALTH AGENCY INVOICE no . 1510 8 4 \
10 '* PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
e ; ONLY
See attached certification. Dr Young I'a
NAME OF PATIENT RACE
S-r e icoil
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
03 / 22/ 33 m— | fH YD1 52
CASE NO. RESOURCE PAYFE ID NO. (if different from above)
AVS 831
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES D'AGN&%}_S)CODE
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
‘cute arthritis due to pyonenic organisms 710
Sprains and strain of shodilder and upper arm 2h0
SECONDARY
VIC EP E AUTHORIZATION REF
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 1 YES CIINO NO (ifapolrcablc) CONSU HYSICIAN
COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1959 nvs
SERVICE SERVICE ~ SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
or, m.2-72 Drier Lt DONINQ 12.00
Cultura i7n°o 6 .ho
Urinalysis 2icno .10
-l, R7-72 I Initial hcaasnoso care intar 10216 60.00
Iricf Hot 10000 20.00
*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
oa doctor 3 office MEDICARE PAID  CTTHJ HARGE
IL  INDEPENDENT LAO. IR INS. TOTAL
H patient’s HOME LESS
§ SRR
NH  NURSING HOME MEDICAPR CO -INS. MCOICAPR CCDLCT. TOTAL
CCF EXTENDED CARE FACILITY . UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

“THIS ISVO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND CQMPLETEAND 5 oM ARKS:

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN. A
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER —

AL AND STATE FUNDS, ANO THAI ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS, OR 3 . ,
CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTEO UNOER APPLICABLE FEDERAL

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER™S SIGNATURE DATE



CENTRAL OFFICE STATE OF ALASKA Lir PROVIDER REF.10-6260H2" 1

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL e PRACTITIONER » HOME.HEALTH AGENCY INVOICE h o . 151087

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIOER

ONLY
NAME OF PATIENT

DATE Or 8IRTH PROVIDER ID. NO, CATEGORY

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D'AGN(%%T'_S)CODE
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
lervousness and debility
SECONDARY
SERVICE PRE_AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES SEEN EXHAUSTED = NO. (il gpplicable) CONSULTING PHVSICI AN
COMMENTS
SERVICES RENDERED
PLACE OF DESCRIPTION OF MEDICAL OR 1969 RV5
SERVICE* SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
A5 5
05050
COORDINATION OF OTHER BENEFITS TOTAL
a0 doctor $office CHARGE
L INDEPENDENT LAa TOTAL
1 patient"s HOME
1 OTER LOCATIONS -
IH  NURSING HOME MEOICAKK QO-INS. MCOICAHe DEDUCT. TOTAL
ICP EXTENDED CARE FACILITY UNPAID
M OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

THIS ISTO CERTIFY THAT THE FOREGOING ISTRUE. ACCURATE, AND COMPLETE ANO IS REMARKS
NiCOMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1954 WHICH PRECLUOES EX-
LUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEOER-
L AND STATE FUNDS, AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR

ONCEALMENT OF A MATERIAL FACT.MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
R STATE LAWS.>”

0 THE BEST OF MV KNOWLEDGE NO OTHER RESOURCE EXISTS.

ROVI Dc R'S SIGNATURE REIIS\I



PROVIDER REF.
CENTRAL OFFICE STATE OF ALASKA L_Ld 1A- 300500

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL » PRACTITIONER « HOME-HEALTH'AGENCY INVOICE

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE DR. JOHNSON
GENES. INOGENE
DATE OF BIRTH ELIG. CODE PROVIDER ID. NO. CATEGORY
YA,

PAYEE ID NO. (if different from above)
FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST PRIMARY

diseases of viens lymphatics and other circulatory systenm

SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? NO. @Fapplicable) CONSULTING PHYSICIAN
COMMENTS
SERVICES RENDERED
CATE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
1..MDDALILIF. 97-Q00.
1, MADAT.TT.TR &7Q00
COORDINATION OF OTHER EENEFITS TOTAL
DO doctor 3 office MEDICARE PAID CHARGE
IL  INDEPENDENT LAB.
H patients HOME
IH  INPATIENT HOSPITAL
L OTHER LOCATION
(N)H (N)URS,NGOHCQMEO S MEDICARE Q0-INS, MEDICAHE DEDLCT. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

«7THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE AND IS REMARKS

IN COMPLIANCE WITH TITLE VI Or THE CIVIL RIGHTS ACT OF 196A WHICH PRECLUOES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
ITUNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL ANO STATE FUNDS. ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATS LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL MEDICAL
PROVIDER 3 SIGNATURE DT CATOR RN



15 PROVIDER REF.
STATE OF ALASKA h-30950Q.<?2""~<

DEPARTMENT OF HEALTH & SOCIAL SERVICE

CENTRAL OFFICE

OUTPATIENT HOSPITAL » pRACTMIONER « HOME.HEALTH AGENCY INVOICE n o . 137473

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHONIZATION NUMBER USE NAME OF PROVIDER
. ONLY
azx t5>Juu$ 45

NAME OF PATIENT RACE DR. MURPHY

GENES, [IMOGENE
DATE OF BIRTH ELIG. CODE PROVIDER ID. NO. CATEGORY

<E/ YV jCW / 94
CA3E_NO. RESOURCE. PAYEE ID NO. (if different from above)

FMS 831

S natoQ"-" & &R
NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES (08T)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
DISEASES OF TKER ENDOCRINE GLANDS
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1969 RV5
SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
10/04/71 GLUCOSE FBS 84330
COORDINATION OF OTHER BENEFITS TOTAL
DO doctor's office CHARGE
It INDEPENDENT LAD. TOTAL
H patients HOME
IH  INPATIENT HOSPITAL
ﬁh ﬁJF';'SE',QN'éoHCé&'EONS MEDICARE CO -I\S, MEDICARE DEDUCT.
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

$THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE ANO IS REMARKS

IN COMPLIANCE VIITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX —
CLUSION OR DISCRIMINATION! ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL ANO STATE FUNOS, ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEOERAL
OR STATE LAv.S."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE

Vo arappiicante) o ATION BEEREHRBvsican



b IA Ir.Ur A LMb ISA

DEPARTMENT OF HEALTH & SOCIAL SERVICES

CENTRAL OFFICE

06/1-1 OUTPATIENT HOSPITAL = PRACTITIONER HOME.HEALTH AGENCY INVOICR n o . 137467
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER

attglid 4-1-0ciciclcicl"A ONLY
NAME OF PATIENT RACE DR. RIBAR

GENES, IMOGENE

OATE OF BIRTH , SEX EUG. CODE PROVIDER ID. NO. CATEGORY

/V /fnmd [/ 6 i— i i

m u mi— | ftti 30 ft JMR 304 o r

CASE NO. RESO URej" PAYEE ID No. (ifdiffersit from above)

£ 7 3109'CcC k1 FMS 831

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES (OPT))
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
DISEASES OF OTHER ENDOCRINE GLANDS 250
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? O  YES OO NO NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS:
1 SERVICES RENDERED

DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS

SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
10/04/71 DO BRIEF ET 90040 12.00 /0 / 6 7/
10/03/71 DO BRIEF ET 90040 8.00 s io ) 01
10/03/71 DO SIrPf.rPS MATERIAL. 99070 11 ft /CC1}6 /

*PLACE OF SERVICE 12 COORDINATION OF OTHER EENEFITS TOTAL

. 30.00
do doctorsoffice MEDICARE PAID  QTHER INS. TOTAL CHARGE
IL  INDEPENDENT LAII
H patient™s HOME \ LESS
IH  INPATIENT HOSPITAL / CZNZO0 <3y .30
OL  OTHER LOCATIONS
NH NURSING HOME MEDICARE QO-INS. MC&CARIX DEDUCT. TOTAL
S SRE R
£ 30 $ 3 6 XBALANCE 3 # o/ f £ 36 1

PROVIDER CERTIFICATION

" THIS ISTO CERTIFY THAT THE FOREGOING ISTRUE, ACCURATE, ANO COMPLETE AND I5 "= 47K

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 196A WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR. OR NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTIC .OF THIS CLAIM WILL BE FROM FEDER—
AL AND STATE FUNDS, ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTEO UNDER APPLICABLE FEDERAL
OF STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER 3 SIGNATURE DATE



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 / a OUTPATIENT.HOSPUAL « PRACTITIONER « HOME-HEALTH AGENCY INVOICE n o . 137474 > \
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER %
NLY

CdiZsHJ). ©
NAME OF PATIENT RACE DR. DOOLITTLE

GENES, IMOGENE
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY

/iy /7 / wj avé ME i XH i £ 0 /2 UJuo 333
CASE NO. RESOURCEA— PAYEE ID NO. (if different from above)

<*13 FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES (0BT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
diseases of the endocrine glands 250
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 0 YES L.-J NO NO. (if applicable) CONSULTING PHVSICIAN
COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE * SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
s\
10/6/71 DO URINALYSIS 81000 4.80 jlfo G
10/06/71  no c:\ni if, 82/65 3.3Q . ry 0/
DO otTimer _3A32 a. no 0 o
in/6/71 o Pl .3l & ¢0 J2,L~o o o/
10/6/71 no . UR'!: Arm ..85L5.a 8..00 J>s-0 &>
+PLACE OF SERVICE 12  COORDINATION OF OTHER BENEFITS TOTAL
do doctor’ office MEDICARE PAID CHARGE CON'T
IL  INDEPENDENT LAB. OTHER INS. TOTAL
H patients home \ LESS
b felenai
ECF EXTENDED CARE FACIUTY UNPAI D
OH  QUTPATEi-."T HOSPITAL BALANCE

PROVIDER CERTIFICATION

«THIS 13 TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO IS REMARKS:
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RICHTS ACT OF 1964 WHICH PRECLUDES EX—

CLUSION OR DISCRIMINATION ON THE GROUNDS Or RACE, COLOR. OR NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—

AL AND STATE FUNDS. ANO THAT ANY FALSE CLAIMS, STATEMENTS OR OOCUMSNTS. 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'S SIGNATURE DATE ijjoJjoL



CENTRAL OFFICE STATE OF ALASKA L— Az.3_Q9500Q
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL » PRACTITIONER » HOME HEALTH AGENCY INVOICE nh o . 137475

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY

DR. DOOLITTLE
NAME CF PATIENT

GENES, [IMOGENE
DATE OF BIRTH PROVIDER ID. NO. CATEGORY

im above)

NATURE OF ACCIDENT OR ILLNESS

DlAGNOSt DIAGN((C))s_IrS)CODE
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
s c - o o 0l
HAVE ALL OTHER PAYMENT SOURCES SEEN EXHAUSTED? Ng?\(/llf aipTi?:bI:)UTH RleATIoN BgﬁEBEHIEG BHVSlClAN
COMMENTS
SERVICES RENDERED
DESCRIPTION OF MEDICAL OR 1969 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
10/6/71 BLOOD COUNT 85010

CCX3RDINATION OF OTHER BENEFITS ToTAL

DO  DOCTOR 5 OFFICE MEDICARE PAIO CHARGE
IL  INDEPENDENT LAB.

H  patients HOME

IH  INPATIENT HOSPITAL

OL  OTHER LOCATIONS
NH  NURSING HOME MEDICARE CO -IV6. MEDICARE DEDLCT. TOTAL

ECP EXTENDED CARE FACILITY

OH  OUTPATIENT HOSPITAL UNPAID

BALANCE

PROVIDER CERTIFICATION

““THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. ANO COMPLETE ANO IS REMARKS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1S64 WHICH PRECLUDES EX—

CLUSION OR DISCRIMINATION ON THE GROUNOS OF RACE. COLOR. OR NATIONAL CRIGIN.
IUNDERSTAND THAT PAYMENT ANO SATISFACTION Or THIS CLAIM WILL BE FROM FEDER—

AL AND STATE FUNOS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATEPIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEOERAL

OR STATE LAWS.*"

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL
PROVIDER'S SIGNATURE DATE INDICATOR MREE?/I&?NL



STATE OF ALASKA L-IM PROVIDER * REF,

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE n o . 137 46 6

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
i ONLY
afteiJld DR. JOHNSON

NAME OF PATIENT

GHNES. TMQGENE
DATE OF BIRTH PROVIDER ID. NO, CATEGORY

<n/ j

PAYEE ID NO. (if different from above)
FMS 831

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES oo
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
GOLD LEAF TREATMENT
SECONDARY

SERVICE PRE-AUTHORIZATION 88FEGE_I|_I}IE(§)B

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? NO. (if applicable) N

COMMENTS

SERVICES RENDERED

DESCRIPTION OF MEDICAL OR 1959 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
107-1/71 1 MODALTTTF. j?7onn
10/1/71 SUPPLIES MATERIAL 99070 /(110

COORDINATION OF OTHER BENEFITS TOTAL

DO  OOCTOW S OFFICE CHARGE
IL  INOF.PENOENT UAH

h  patient"s HOMC

IH  INPATIENT HOSPITAL

OL  OTHF.H LOCATIONS

NH  NURSING HOME MEDICARE CO -NI MEDICARE DEDLCT. TOTAL
ECF CXTENDED CARE FACILITY UNPAID
OH  OUTPATIEHT HOSPITAL BALANCE

PROVIDER CERTIFICATION

" TH"S ISTO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE. ANO COMPLETE AND 15 - " ARKS

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
IUNDERSTAND THAT PA® iGNT AMD SATISFACTION OF THIS CLAIM WILL BE FROM FEOER-
AL ANO STATE FUNOS. 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 KI OWLEOCE NO OTHER RESOURCE EXISTS

. RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



CENTRAL OFFICE STATE OF ALASKA A.3.0Q950QQ

r
DEPARTMENT OF HEALTH & SOCIAL SERVICES A
06
OUTPATIENT HOSPITAL e PRACTITIONER » HOME.HEALTH AGENCY INVOICE n o . 137 4614
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
Cdx+ adJvl> ONLY DR. JOHNSON
NAME OF PATIENT RACE
GENES, IMOGENE J
DATE OF BIRTH SEX ELIG. CODE PROVIDERID.NO. CATEGORY
/ /. mi- | FIn JKJ 309
CASE NO. RESOURCE PAYEE ID NO. (if different from above)
57,3b9 O0AA FMS 331
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES DIAGNOSIS CODE
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
GOLD LEAF TREATMENT
SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING O
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? (ZD YES HZ NO NO. (if aoplicablo) CONSULTING PHVSICIAN
COMMENTS:

1 SERVICES RENDERED
DATE OF  PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE" SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
0/70/71 Do 1 MoDALITIE 97000 12.00 / 0/

9/29/71 DO SUPPLIES MATERIAL 99070 1000 ;4 eo /

os 30/71  nn LR P T 97000 12.00 22S27) / at
9/30/71 DO SUPPLIES MATERIAL 99070 10.00  p/mt-d /

*PLACE OF SERVICE 12  COORDINATION OF OTHER EENEFITS TOTAL

DO OOCTOR®S OFFICE MEDICARE PAID CHARGE 103.9C
DO OOCTOR'S OFFICE OTHER INS. TOTAL 977 *

H patient”s HOME \ LESS
H  INPATIENT HOSPITAL 777 % 797> 07/

OL Ottt LOGATIONS MEDICARE CO -IN6. MEDICARE DEDUCT f
NH  NUHSING HOME - . TOTAL
ECF EXTENDED CA..E FACILITY UNPAID
OH  OUTPATLENT HOSPITAL /(268 P AT s s

FROVIDER CERTIFICATION

" THIS I5TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO I "= M ARKS:

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RICHTS ACT OF 1964 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN.
ITUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL 8E FROM FEDER—
AL ANO 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"S SIGNATURE DATE //\0 (')¥'



X-A=2QaSQQ-11Al
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE n o0 . 137 46 3

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME Or PROVIDER
ONLY
DR. JOHNSON

NAME OF PATIENT
GENES, IMOGENE J

DATE OF BIRTH ELiG. CODE * PROVIDER ID. NO,
0J- / 7-0A
RESOURCE PAYEE ID NO. (if different from above)
FM5 SSI.

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES (OPT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
GOLD LEAF-SURGICAL STOCKING
TREATMENT
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED NO. CONSULTING Pi
COMMENTS
SERVICES RENDERED
PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
1 MODALITIE
RRTFEREX. -90040.
SUEPLIES. MATERIAL 9907Q
ELASTIC HOSE 99077
9./?21/7) DI - EIJIS.T.IC-HQSE---—---——--————-
PLACE OF SERVICE COORDINATION OF OTHER BENEFITS TOTAL
DO doctor’s OFFICE TOTAL CHARGE

IL  INDEPENDENT LAOL
H  patients HOME

IM INPATIENT HOSPITAL
OL  OTHER LOCATION3

NH NURSING HOME MEDICARE CO -INS. MEDICARE OEDUCT. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

" THIS ISTO CERTIFY THAT THE FOREGOING ISTRUE. ACCURATE. AND COMPLETE ANO IS REMARKS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
ITUNOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—

AL AND STATE FUNDS. AND THAT ANY F 1SE 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.

. RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



STATE OF ALASKA

CENTRAL OFFICE
*DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACT.'TIONER » HOME HEALTH AGENCY INVOICE

o .137465

. i L
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
- ONLY
attsAeld. V/-i
NAME OF PATIENT RACE DR. DOOLITTLE, WILLIAM H
GENES, IMOGENE J
DATE OF BIRTH ELIGTCODSE- PROVIDER ID. NO. CATEGORIC.
iH i/ L° Ho [?

JLLiIiH i/ IWQ FIX] : |C]VD 333

CASE NO. RESOURCE IT PAYEE 10 NO. (if different from above)

FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST

GOLD LEAF TREATMENT

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE ~ CHARGE
9/30/71 DO BRIEF ET 90040 12.00
«PLACE OFSERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
do doctors office MEDICARE PAID CHARGE 12.00
IL  INDEPENDENT LAD. OTHER INS. TOTAL
H patient's home \ LESS
y Bl 7. or s
NH  NURSING HOME MEDICARE CO -INS. MEDICARE DEDUCT. TOTAL
£CF  EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL
“£L/ & BALANCE
PROVIDER CERTIFICATION
" REMARKS:
THIS ISTO CERTIFY THAT THE FOREGOING ISTRUE. ACCURATE. ANO COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX —
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL ANO 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.
PROVIOF.R'S SIGNATURE RS MITTAL

DIAGNOSIS CODE
(OPT)

PRIMARY

SECONDARY

@ ves 1 1no Mo, (tappioatey o - ATON BOREIENIRG Brvstcran

STATE USE ONLY

A7 % 0 / <3/

A Jb



CENTRAL OFFICE COPY " STATE OF ALASKA

,15  PROVIDER REF. | 2-769207-1

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE

10 PATIENT INFORMATION STATE
COUPON OR.AUFHORIZATION NUMBER. USE
-f1 " CvAAXhXx ONLY
NAME OP PATIENT RACE
Rosgen, Donna R. tU
DATE OF BIRTH m-, SEX -—- BIG. CODE
,1.0/26/49 mL.l f

XU i £
oL A \ RESOURCE
n i , -0

NATURE OF

DIAGNOSIS
LIST PRIMARY DIAGNOSIS FIRST

ABORTION INDUCED FOR MEDICAL INDICATIONS

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?
COMMENTS

SERVICES

date of Pt DESCRIPTION OF MEDICAL

SEVIE  qyice OR SURGICAL PROCEDURE
07/20/72 SURGERY

»RIXE O SRAE COORDINATION OF OTHER BENEFITS
@ QOCIKOMICE MEDICARE PAID OTHER 6. TOTAL
I NSO IS

PHNTSVOUF

H  HfAAIfH MBAA
ol O KOATIOM
N NSHOMAE MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL

Ef kMO0 flv
QN QUIAAIENEHORATA

PROVIDER

"THIS ISTO 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. 1UNDERSTAND 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.

ACCIDENT

RESUBMITTAL
INDICATOR

m BABA

PROVIDER INFORMATION
NAME OF PROVIDER

Dr. Philip W. Hardie
PROVIDER 1D. NO. CATEGORY __
PWH 321
PAYEE 1D.NO (IFDIFFERENT FROM ABOVE)
FMS 881
OR ITLLNESS
DIAGNOSIS
CODE (@°T.)
PRIMARY
SECONDARY

rERVICE PRE-AUTHORIZATION  REFERRING OR

CONSULTIN
NUMBER (F APPLICABLE) ONSULTING

RENDERED

1969 RVS
PROC. CODE

CHARGE STATE USE ONLY

59850

TOTAL

CHARGE

UNPAID
BALANCE

CERTIFICATION

REMARKS :

MEDICAL
REVIEW

06-70U -y



/rtCC 2-2-
CENTRAL OFFICE COPY ( STATE OF ALASKA 15 PROVIDER REF.  5_.5gr280-2
DEPARTMENT OF HEALTH & SOCIAL SERVICES ey
06 [A OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NoTToiru"i* A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
S7A-VLt. M 2350 L\ (O v ONLY
NAME OF PATIENT RACE DR YOUNG HA
MCCONNELL LYUDA K Lo
DATE OF 3IRMH i 1 SX > 4 ElNG. CODE PROVIDER 1D, NO. CATEGORY
6-13-A7 U I nx1l g /e YOH 5*12
CASE NO. e RESOLE PAYEE 1D.NO. (IFDIFFERENT FROM ABOVE)
741 4 2 ~C » FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS S e
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
OPEU UOUND oF SHOULDER AVD UPPER ARM 880
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES I NO I SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUVBER (FAFPLICBLE) - CONGULTING
n SERVICES RENDERED
DATEOF  PCE, DESCRIPTION OF MEDICAL 199RS
RIE e OR SURGICAL PROCEDURE PROC. COOE  CHARGE STATE USE ONLY
Ur 12 IH  SHRP,FRY 27: 1P -1et¢en- /22w 3
PIEFIAE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 acosic MEDICARE PAID OTHER INS. TOTAL HARGE /312Vo0
I AUNDATLS
H MRMISHOA
H NrRVOIAI
ﬁ'_l W MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
CF NHO00SE ALY UNPAID
CH OMAHNFHBRAL ALANCE 2 32vec B
PROVIDER CERTIFICATION i
REMARKS: ~ mmemmeee

"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. 1UNDERSTAND 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 DATE

?J2SUBM_113S101 OF OLD 1972 CHARGES NEVER

PAID - PLEASE MOLD FOP. SPECIAL
LECISLATI"fE APPROVAL

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014 (i/ »



CENTRAL OPriCE COPY STATE OF ALASKA 15 PROVIDER REF.  2-769207

DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 ./ OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NO . 96702A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE , Dr. Philip W. Hardie
Ros”eu, Donna R.
DATE OF RIRTH j—-i SEX  p—- BLI0. CODE PROVIDER 1D. NO. CATEGORY
10/26/49 ME 1 F XX «m/ £ PWK 321 0Sf~
CASE NO. ) RESOURCE PAYEE 1D.NO. (I DIFFERENT FROM ABOVE)
“ffd./t/"d/ X FMS 851
NATURE OF ACCIDENT OR ILLNESS
| DIAGNOSIS Cone @)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
INFECTIVE DISEASES OF CERVIX UTERI 620
SECONDARY
i
i L ]
[ HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES ™I NO [ W%E?Eééwﬁcﬁgw Ff:EoFﬁsRﬁﬂ%?eR
| COMMENT: PHYSICIAN
1 SERVICES RENDERED
E DATE OF PLACE DESCRIPTION OF MEDICAL 195 RVS
OF *
| SERVICE FRIE OR SURGICAL PROCEDURE PROC. CoDE  CHARGE STATE USE ONLY
Ing/n6/7? no RRTFF F.T-EST 90040 12.00 laP.c / 6 /
*
£ <ACFO" TRIE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 OLIBCHICE MEDICARE PAID OTHER INS TOTAL CHARGE 12.00 I o w
1 1 NfI0OtHTua
1 M R \CE LESS
1 it KatTfod s
1 a 0’*(»1"0_’5'@" MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
I @ Gri\oCkg I UNPAID
] o Oy i7ai | IR0 3L BALANCE C
X v

PROVIDER CERTIFICATION
REMARKS :

"THIS ISTO 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. TUNDERSTAND 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 RESUBMITTAL MEDICAL
SIGNATURE. .DATE. N h h t INDICATOR REVIEW
06-1014



STATE OF ALASKA

RIK. ogliCE COPY 15  PROVIDER REF. 2-769207-1
DEPARTMENT OF HEALTH & sbciAL SERVICES
OUTPATIENT HOSPITAL  PRACTITIONER « HOME HEALTH AGENCY INVOICE NO 96704A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME CF PATIENT . RACE Dr. Hoi P. Lee
Roseen, Donna R. ) la )
DATE OF BIRTH -, SEX - BLIG. CODE PROVIDER 1D. NO. CATEGORY "
10/26/49 ME 1 St/ E. HPL 320 U s
CASE NO. RESOURCE PAYEE 1D. NO. (IF DIFFERENT FROM ABOVE)
7 Y J / V t FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS 853%“23;‘5)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
ABORTION INDUCED FOR MEDICAL INDICATIONS 640
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

YES ™I

NO SERVICE PRE-AUTHORIZATION

— REFERRING OR
ON

COMMENTS: NUMBER (IF APPLICABLE) C H%UIIE'HNG
1 SERVICES RENDERED
DaTE OF  PIAE DESCRIPTION OF MEDICAL 1969 RVS
OF *

SERVICE qruIce OR SURGICAL PROCEDURE prc. coe CHARGE STATE USE ONLY
.07/20/72. IH SURGERY-ANESTHESIA 59850 79.20 3- 0
07720/72, ms.criML -37%-

*PIAE Or FHAGB 12 COORDINATION OF OTHER BENEFITS TOTAL

3 oocic*soMtce MEDICARE PAID OTHER INS. TOTAL CHARGE

IO F I
PATESISHOMI 3 76 LESS
frARQFHGPUA

! IOALTH MEDICARE CO INS.  MEDICARE DEDUCT TOTAL

¢+ NOMNGHOM

»  C*¥Tf*0io CAW fAaurv UNPAID

* OJtPANr VOSIM BALANCE. <fj 4

PROVIDER CERTIFICATION
REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 0

AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 V//HICH r

PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 4,

OR NATIONAL ORIGIN. 1UNDERSTAND 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 Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE. _DATE. INDICATOR REVIEW

04-70u  >;m



STATE OF ALASKA

15 PROVIDER REF. |2-531*2.30-2

DEPARTMENT OF HEALTH & SOCIAL SERVICES

(H?AUFICE COPY
OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE
10

ha 9381 QA

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT [P RICHARD RICKLEFS
MCCONNELL LYNDA K *AC. V
DATE OF BIRH >—-1 SEX |-, ELIG. CODi~ PROVIDER 1D. NO. CATEFIORX»
6-18-1*7 M1 FU 3l WRR 571 0A>
RESAURA PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
CASIN= n u m A AV 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS ConE @Y
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
OPEN wouno OF SHOULDER AVD UPPER ARM 880
SECONDARY
HAVE AIL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES [ NO [  SERVICE PRt-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (F APPLICABLE) CONSULTING
: PHYSICIAN
11 SERVICES RENDERED
DATEOF  PLACE, DESCRIPTION OF MEDICAL 1969 RVS
FIE i OR SURGICAL PROCEDURE PRIC. COE ~ CHARGE STATE USE ONLY
11-12-7; W SURGERY 261(18 1*5,00 v 0
* 41XE OF TRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 COICBOUE MEDICARE PAID OTHER 6. TOTAL CHARGE  \, g 4 #
1 INCFAREE Ud '
H FAIRSHE LESS
H NFRTHBMA }
Ot OtED KA
TRy MEDICARE CO INS.  MEDICARE DEDUCT TOTAL
©F BIBNEOvt it UNPAID
H OAFATRNT VAT BALANCE
PROVIDER CERTIFICATION /

"THIS ISTO 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. 1UNDERSTAND 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:
RESUU"ITISSIOH OF OLD 1072 CHARGES WSVER
PAID PLEASE HOLD FOR SPECIAL
LEGISLATIVE APPROVAL.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

* o

04-7014
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* STATE OF ALASKA v
MEDSCAL ASSISTANCE = & s ¢ = &

Outpatient Hospital - Practitioner -Home Health Agency Inyoicp -/

,u
foe6ws” A,
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CENTRAL OFFICE STATE OF ALASKA L-n
DEPARTMENT OF HEALTH SOCIAL SERVICES

OUTPATIENT.HOSPITAL » PRACTITIONER « HOME HEALTH AGENCY INVOICE n 0 . 148270

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY Laboratory of Clinical Medicine

67 Cobb Building
Seattle,Washington 93101

NAME OF PATIENT

Felicia Mange
PROVIDER ID. NO CATEGORY

LCM525
RESOURCE"! PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES DIAGNOSIS CODE

(OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

SERVICE PRE AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? NO. (if applicable) CONSULTING PHVSICIAN
J.A.Wilson, HD

COMMENTS Ketchikan, Aka.

SERVICES RENDERED

DESCRIPTION OF MEDICAL OR 1969 RVS
SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
8/17/72

COORDINATION OF OTHER DENEFITS TOTAL
do doctors office CHARGE
IL  INDEPENDENT LAU.
H  PATIENT/S HOME
0 OFHER LOGATIONS
NH  NURSING HOME MITCICAK DEDUCT. TOTAL
ECF EXTENDED CAHE FACILITY UNPAIL

OH  OUTPATIENT HOSPITAL

BALAN'

PROVIDER CERTIFICATION

" THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE AND IS REMARKS
IN COMPLIANCE WITH ITTLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECt.UOES EX—

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
TUNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—

AL ANO STATE FUNDS, ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FAT. MAY BE PRMECUTED UNDER APPLICABLE T/CTERAL

OR STATE LANS.** f /7

TO THE BEST OF MY KNOWLEDGE NO OTHER RJ#OURC™ EXISI'P

. RESUBMITT AL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

A\
06 OUTPATIENT HOSPITAL » PRACTITIONER » HOME HEALTH AGENCY INVOICE NO. 144130
101 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY

NAME OF PATIENT RACE VY\QA\NO-~"Ce
Lo'uue- V. | uJ_
DATE OF BIRTH _ . <cy , ELIG. CODE PROVIDER ID. NO. CATEGORY
/S /<2f/ C &

- TOm 709 O S

RESOURCA/ PAYEE ID MO. (if different from above)
r ,ENO' 4 ¢ $o0?'C |/

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES o
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
V-AL]pS-P G p I
.370
SECONDARY

SERVICE PRE-AUTHORIZATION REFERWING 0R
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? CZ) ves 1 1no ND. (if applicable) CONSULTING PHYSICIAN

COMMENTS:

SERVICES RENDERED

11
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1069 RVS
-SERVICE %ERVICE* SURGICAL PROCEDURE CHARGE STATE USE ONLY
Tr 7/
ip& ypve Com 7'k\e, onh- e 777)1
is Crr~u O pwW ~\ 00005* S<:£UiOr-c 11
S -
/ l—
#PLACE OFSERVICE 12 COORDINATION OF OTHER BENEFITS TOT//{L
do doctor’s OFFICE MEDICARE PAID CHARGE
IL  INDEPENDENT LAD. OTHER INS. TOTAL
H patient”s HOME s LEss
b Bl /
NH  NURSING HOME MEDICARE CO*P6. MEDICARE DEDCT.  TQTAL
ECF EXTENDED CARE FACILITY
OH  OUTPATIENT HOSPITAL X UNPAID
BALANCE

PROVIDER CERTIFICATION

“THIS ISTO CERTIEY THAT THE FOREGOING IS TRUE, ACCURATE. AND COMPLETE AND |5 T EMARKS:

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN. VOck
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FHOM FEDER—

AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR

CONCEALMENT OF A MATERIAL FACE, M/yY BE PROSECUTED UNDER APPLICABLE FEDERAL

OR STATE LAVS."

TO THE BEST OF MY KNOWLEDGE N . EXISTS.

RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE DATEQ I* W o I£ INDICATOR REVIEW
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ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

0% ) i . - -
Outpatient Hospital*Practitioner* Home Health Agency Invoice wll1G"iG (
:71Q;| PATIENT INFORMATION jstate: PROVIDER INFORMATION
Coupon or Authorization Number Name of Provider
E1(UJINE yQzF. <™ o 12/<2.
Uanje of Patien- JsL? <™
C i n
Dhte of Birth Sex SUs»: :Ccd®": Provider ID No.
SO0 / /-sT / _EE£ T a FGD
“Resource Payee ID No. (if different from above)
Va; MM
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Code
(opt.)
Nist Primary Diagnosis First Primary
Secondary
7S£r
-5"\3=7-

Have a Il

Comments:

TT
Date of

Service
*-a -7/
£E- 7 1/
CP - 02-7
/ ~S6 -7/

6-/F-7/

other payment sources been exhausted? 1 |

Place of
Service *

J2A-

J2A.
do

Oo

Yes Ja No

(if applicable)

S~<2>G 0/

No.

SERVICES RENDERED

of Medical
Procedure

Description
or Surgical

ZXKW.,

XL:

‘Place of Service -12-, Coordination of Other Benefits

DO Doctor's O ffice “ :

n Independent Lab M/Dare" P3.- Other Paid Total

H Patient's Home

IH Innatient Hospital

oL Other Location

NH Nursing Home M/Care Coin M/Care Ded. Total

EOF Extended Care Fac.

OH Outpatient Hosp.

PROVIDER CERTIFICATIO

"This is to certify that the foregoing is true, accurate, and Remarks:
complete, and is in compliance with Title VI of the Civil Rights
Act of 196U which precludes exclusion or discrimination on the

ground of race,
payment and satisfaction
State funds,
or concealment of a material

applicable Federal

To the

Signature

best pf'TrA

color,

ard that any false claims,

origin. | understand that
be from Federal and
or documents,

or national
of this claim w ill
statements

fact, may be prosecuted under
or State laws."
knowledge no other resource exists.

Resubmittal

Indicator
Revised 6/1/73

Date w>///'7 It

Service Preauthorization

A

Medical
Review

ob 7011

Referring or Con-
sulting Physician



Strd white A

VHITS? 2tite Fild
..AN: 41;((& _A: con-\ry ciplo: .
Zmm PryvIvTl -~ [y 15 Provider Ref
PATIENT INFORMATION PROVIDER INFORMATION

Coupon or Authorization Number Name of Provider

Narte ‘of Patient

tf Birth Provider ID No

Payee ID No. (if different from above)

NATURE OF ACCIDENT 08 ILLNESS

DIAGNOSES Diagnosis Code

(opt.)
List Primary Diagnosis First Primary
Have a Il other payment sources been exhausted? | I Yes ITH No SerV|9e Prea‘uthorlzatlon Referring or Con-
No. (if applicable) sulting Physician
Comments
SERVICES RENDERED
Descr|pt-|on of Medical 1969 r-'s Charge
or Surgical Procedure Proc. Code
ePlace of Service \SZ: Coomination of Other Benefits Total
DO Doctor's O ffice )
IL Independent Lab M/Care Pd. Other Paid Total Charge
H Patient's Horae
IH Inpatient Hospital
OL Other Location e
NH Nursing Home J|/Care Coin Tota
ECF Extended Care Fae. .
i 1 Unpaid
OH Outpatient Hosp.
> Balance

PROVIDER CERTIFICATIONAMA

"This is to certify that the foregoing is true, accurate, and Remarks
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. | understand that
payment ana satisfaction of this claim w ill 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 pf"ijly icrowledge no other resource exists.

‘ Resubmittal Medical
Signature Indicator Review



PROVIDENCE PROFESSIONAL BUILDING -
iJCO.pHOADEIZCSIH@\/EUFSANZgHORAGE, ALASKA PJTOVIDSNCE HOSPITAL - PROVIDENCE PROFESSIONAL 3JIL_ NG

MMIUpA?nT. JO asai L. RRAY fifzttl 1,. 055
DATEL 8 /15/72 tive 4:20 Service
Jo Ann L. Jnfe-m Acaness 1400 2. BLUFF DR., 3LDG 45, APT 2221,
1400 E. Bluff Dr. CirwsTATITzi? A1-TCHCR5G3, Al< &9—591_
S 272-4-335  bhirth 7/3/47 age 25 *rqe
Blag #45, Apa. 2221 socron VC27 ZIPPED - s$¢ DIF. race ™
Anchorage, Alaska IT./STATE OF ALA3FA/D2BT OF RTT.IT3BY AFFAIRS
ASSIGNMENT OF IN Sigggg "BENEFITS. ”’Hdiy i?ﬁfcm SECRETARY

atorepynetoretly Orrovibence HospiTaL 7"

dtereid dikdranisemdle e bt BLUE CROSS

ocH tewid sy dagstrtsmind GRP 7500-01 1-25574—15-3382 x
ropdietin. lutarstad lan reqosble bte
hepa brdagsrdtad ute tsayee (J0OA2233 WOODS) <7, z
PATE A
A
A M CVs ry
/7 msc iy T
(A MEDICAL S 0".D
DATE (DESCRIPTION) SUNDRY DRUGS SURGICAL X-RAY /™. CREDITS BALANCE BALANCE
.00
AUGH U 24.00
HOSPITAL

FILE

2613"0



PROVIDENCE HOSPITAL - ANCHORAGE ALASKA PHOVJOENCE HOSPITAL - PROVIDENCE PROFESSIONAL ELMZ~.DING
<1
Me CCDZ22, CO L 1MJ;T_2'V jLto
DATE 3/31/72 - TINE £ FRVICE
ARS 7.-ni N7 TR nr g, N N
%L > BRH 7/3/47  wE2b ot
BICIR MILLS X p s 5 RACE
SB
URANCE ERNETTS, Iheey MR
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8fioLua0 y Vil

GEN, .DEL. PROVIDENCE HOSPITAAM
KODIAK, AK 9 ft Anchofass, Alaska

IRS-92-0016429N

ASSIGNMENT OF INSURANCE BENEFITS: Ihereby authorize payment directly lo lhe"tShvs
named hospital of the Hospital Benefits otherwise poyoble to me but not to exceed the hospi-
lol*s regular charges for Inis period of italization. 1 undorstand 1am financially respon*
sibl9 o the hospital far chorges not paid under, this cgreement. n

DATE & TIME

0F 01ScCHARG Date_ 19 Slgnodx™?~?r(.- ft/ :l)g’]zﬁ?fSi'. - -
DAILY
DESCRIPTION ~ sunDRY MEDICAL HOSPITAL BALANCE
SUPPLY SERVICE
UL2QT2
TECH CALL
UL2H12 1V
JL25TEr
IL25T'Er  WAT
IL2512 1V
EXPLANATION OF SYMBOLS
Anesthesia [0} - Oepart?rntal Credit
TERMS:  BILLS ARE PAYABLE WEEKLY INADVANCE AND MUST EE SETTLEQ IN Selivery Rood o Dorygen T
FULL BEFORE PATIENT LEAVES THE HOSPITAL Sectrosnccondiogras P - Phyiotnerany
Thil iloiomanl U a» CoropU»« oi potsibla lo rendar ol ihJi lima, Howaver, if lhara ora any ommicoi Emergency Ruo? Tel _ Telepho:\/e
on oddilioncl ilotamanl will La mailrd ta you. Th« Hoipilul Doy endl ol 11:00 A.M. Twis ollowi lha Emergency Surgery T1 - Tissue
pollen! lo I/ova Iha Ho*pilol wilhool on »«trtr doy*» charge balng made. Inflation Therapy TR - Transfusion

Intravenous

- this is n JcO and nrssat
hvi--.-J »h« Dtartrhunl

t pci/.n.-n: of ;jiu.

Q,Dm 5 ?2c¢c67-0 1 __
Cc®B ¢t Mod* Card Hy» R4



STATE OF ALASKA I_LE
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE 1 o . 15917 8

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE
Roy E Iliott
DATE OF BIRTH ELIG. CODE PROVIDER ID. NO. CATEGORY
12/ 02 / 91 SER 271

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES (0PT)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
Severe rheumatoid arthritis
ECONDARY
Diabetes M elitis
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED” NO. (i( applicable) CONSULTING PHYSICIAN
COMMENTS
SERVICES RENDERED
PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE- SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
6/13/72 Admit to hospital 90220
7/11/772 Hosp. discharge

COORDINATION OF OTHER BENEFITS ToTAL

DO  DOCTOR™S OrPICE MEDICARE PAID CHARGE
IL  INDEPENDENT LAU

H  patient’s HOME

IH  INPATIENT HOSPITAL

OL  OTHER LOCATIONS
NH  NURSING HOME MEDICARE QO-IN*. TOTAL

ECP EXTENDED CARE PACILITV

OH  OUTPATIENT HOSPITAL *JNPAICV
BALANOC

PROVIDER CERTIFICATION

% THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE AND I5 "emarks: M edicare was billed re
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF ig4 WHICH PRECLUDES EX—p e ated Iy on this with no results
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN. I* no answer to our notes. | finaljr
I UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER— , (1o 4 the Soc Sec. o ffice and

AL AND STATE FUNDS. AND THAT ANY FALSE CLAINS. STATEMENTS OR DOCUMENTS. OR ' f & that th feck nad b
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTE D UNDE R APPLICABLE FEDERAL ' &Y foun a e chec a een

OR STATE LAWS." 3ent to the patient. We had Just
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS. written this off, but he was
covered, by W elfare at the time & If you can

still pay on this we would sure appreciate [It*

, - resubmittal MEDICAL
PROVIDER'S SIGNATURE /3&c-701. D DATE 672477+ INDICATOR REVIEW



toward General Hospiial Box 365 ~ Seward, Altiska 99654

PATIENT . 7 ift 70 DILL TO
name McCall, Patrizia MMI J1,(7d name Divn. Family & Children's Serv pyoNg
appress Box 138 SOCIAL SECUMTY NO. ADDRESS  BOX 3613 SURANCE Company
city, state Anchor Point, Alaska 99556 £e,£.* HOYES MoD# city, state Kenai, Alaska 99611 DFCS
DATE oAl b LAOONATORY CENTRAL SERVICE MEDICATIONS \-H:I“Prlﬁ MISCCLLANEC. * Nt 1 LALT AMOUNT
bEKVILE CODE 1t amount CODE 2 AMOUNT CODE i AMOUNT AND DRUCS cooe TEAMOL..I et (N_/AH_ EIE
102 16,00
T () 2 ceeveeeeees 16700" TTO 22790
112 27.00
|V E— 50:00 "Titf.00"
7.50
"680735"
Jul 19 70.00 105 69.00 110 2.00
“112- —12.00 —3r00- 867735+
Jul_2QL 70_.00 112 _ 16,00 . 3L.Q0_ 587.35
Jul 21 70.00 105" 32.00 110 1.75 _
112 6.00 _31%.00 J_].j 13110_
lul 22 70.00 3u.00 1,235.10
Jul 23 _70,00 na—. 6.00 _.3b.00 J-1 ,3U5»10__
Jul 2h 70,00 105 17.00 no 1.75 3U.00 m1,U67.85
Jul .25~ _70<I00 112 _.6.00 3U-00 . L.1,577.85
Jul 26 1 70.00 25.00 i 1,672.85
Jul.27 1 70,00 21.00.
Jul 28 172 DISCHARGED 2:50 PM

i : iMtut it nut in llws luivlindm ufitii a Note: See reverse side for code descrip—
Accls. past 30 days interest al 1% PER MONTH or 12% PER YEAR Bk ﬂlmauuf Ihlrgmrlm(d i |il!!n!.||tlji>i| Lllrllmmm!i{lélll it tions, These represent only hospital chargesp.
added to balance due. LUt Htlik 1jx Inclmlctl i till Iit-iii< vHirra < D
I'3iliS 1ti-UIll 1Il1d" sxdi-inoilt fur pnir Itviinlt. " Your doctor"s charges are bhilled to you

FORM i ATiua will Tjo iMta fur tuUlllimil i un. separately by him.



Seward®"General Hosp-1j! Ho c 3655 -"Sowcrd, Alaska 99664
PATIENT * ! . D«LL TO h |
NAME 1 * -r HOOPLIAL NO P<Tr AOMITICD NAME
- - *
ADDRESS P R 00i"AL. SECURITY NO. address - =
CiTY, STATE  +'*" ri'> * " COCTOH i *o< CITY. STATE
DATE DA||é;(“/|ilé§3 LAQonATony CENTRAL S'rT/ICZ “foir, T.{»: tA " 2 I MISCELLANEOUS
CODC & AMOUNT COOC & AMOUNT COCt 0 AMOUNT ako onucs [T cobC C AMOUNT
102 < .c; 100 2 3.00
10*/ S.0" 110 3.C0 7.30
4-6- - -Luoa
1 ow. 2.00 ? .70
4-05- -2-7v 4-15- --2.45
70.00 1.65
wi-fr.00- -4-Ucj .
»l »7 700
.00. P-4L
in EKU;
i/ L
Frss»« w u
\con
m jjset! {T7A- WA
OHtp> 40 £
/- tcvhn 7
- 3«/ - mi
oW 1.
o~ |.U
5BCP*
u" =
JS
fo-.e

Acc.t.p.Tsl 30 day?s interosf al 1%
lo balance due.

added

dijfciii+t "

oyul) |

PC."1 /.ZONTH or 12%

ml*a amiX

PER YEAR Is

B dey i (Y
, b ik oy TUumal By

MbLA -3 o i T

Note:

’g;ﬁs— iese N
our r,éoclor

See

8.™ -
A K

.nil

reverse

sent only
}érges ar%

PHONE

INSURANCE COMPANY

= .

CliLOlla

3.CC

LAST A

BALAN

OUNT

DUE

130
251 A3

9 CO
Ji.7 2Ji3.
5'* t.10
M L1 Q
-5-04 .10,
7-0.00-

side for code descrip*
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hals e



Soward General Hospifo! -> Co* 9c5 - Seward, Alaska 99664

Son® / -elem

BAFTRIRT . CILL. TO
NAME THOMAS H' APPLETON HOSPITAL NO DAT]E- A’DM\TTED NAME *L PfltNE
P. 0. BOX 1292 - o
ADDRESS SEWARD, ALASKA 99661+ SOCIAL SECURITY NO "LDT.".SS b UNCE CompANY
CI7Y, STA* DOCTOR i c.ly, : —TE
OATE . X-RAY LADORATONY CrNTTAU OERY ICC N o |..Cr.LAZ-UU LAAY AMOUNT 1
SLItVICK CODE a AMOUNT COCE RANOUNT CODE a AMOUNT ANO JUucS  (Krainii* In o0o*. & AWU. T BALANCE DCE |
1
- % 70.r0 115 6.2v i '
itr 1< A o ! »w_ﬂ"&
£ i~ Vo.00 | C " _"5.00 AV P 437y
I riv-rr 1-1 > L1oa; 2 At - TN
1 ;70 .00 1 1A 2 /. A . P
ii i, .QJ A3 00 urv7.15
S t =70 .00 110 1,75
L 147 ’;‘ ' _ {9 Trier
h =
1 - 7C C? eif =00 37 .00 752-.7
.N 72 7 1r" < , \ mv 51 L /6 -&f
T Lo L A,7C
" *<1.20 W ¥ oL2 >
.71 \:ov.T.0c 14 3.C-
i L. 0-.:1.7c
7J .00 10r- 2 ..00 112 -A..0 1%.00 , «1,3%0.70
- +2fj- % X9 iart illrr ste/
jr_l < =5 7 . 1 oo 1
1 70.00 J17 N3tV A A 1.A5L.7C
11A -1.70 : 1
. 112 350 21.00 L *
7A N0 117 1
112 22.00 7.00 1,6 0U .10
70 09 110 - h-JuJ- ©
112 7. e 21 .Cj -1b ai»/.r
> L0 TS tin VJif - .
11.1 31.00 A .00 « 1,9 23.30
* Fee T err tydmehiedf® 1 frv 7P.f0 1 jr m
112 « 24 1" .00 2,01 /j 150
Vee* 1" 7r 7.0 ii a
i 112 22.00 7 .70 - . Li 71..20
Cife. e m7 »rA >7]
; 112 13 .00 Z2 63.1*0
| ——— 53 rxpi*r\i i.20 A-7. 2763.U'0S
e Xt MEDICARE CK 2161 MoS 102,\00’\
ChkeViHL nr rradita run In_tho Imtinnv* uffira e Note: See reverse side (pr code ..cWscrip/

Accls. past 20 days interest al 1% PER MONTH or 12% PER, YEAR s

lImo Mt diLivie/ial will I iillc<l > ynu >w * |<wr lions. These srepresent only H ifil £
oK Bk H( ladtind o &l ity >ppl Jaons. frepr y Hogpjfjl ffnurnos.
added o balance due. oh.x cshu. owiu (Ll]* auuoxuu fur yr F’Kini?) A T Your (Joctors charges o;a bllludf*Hl you ®

<1 ronM c-i e . MCt, - WPirfIMIYi_I>Y him.. . MM . MLJI T I *
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17§ Flit Sentl wr.lt-> i

Aarty  3titr oJ3rerjer jipary < pljo is Provider RefL

fv Provt-er's 1 Pi* tev piyrifrr

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

053 Outpatient Hospital*Practitioner-Home Health Agency Invoice
110:1 PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon or Authorisation number _Ii iEii Name of Provider
Crippled Children®s Services nonex- Jack Arlvn Strith, M.D.
Haras of Patient 3300 Providence Drive
KEITH, Kelly » Anchorage, Alaska 99504
Date of Birth Sex aus. Provider ID No.
5 [/ 3 / 63 1723 "CD 307. - Q..CIS- A3 Jjatilijj;;;
Resqurct Fiyee ID No. {if different from above)

*

DO Doctor's O ffice
IL Independent Lab

'H
IH

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
List Primary Diagnosis First
astctiXu- JjJl<oLo\ *.-0
Have a Il other payment sources been exhausted? | I Yes I I No i )
No. (if aoplicable)
Comments:
03414
SERVICES RENDERED
Place of Description of Medical 1962 Rv3 Charge
Service* or Surgical Procedure Proc. Code
Place of Service Coordination of Other Benefit Total

M/Care Pd. Other Paid Charge

Patient's Home
Inpatient Hospital

OL Other Location
NH Nursing Horae M/Care Coin

EOF Extended Care Fac.
OH Outpatient Hosp.

PROVIDER CERTIFICATION

"This is to certify that the foregoing is true, accurate, and Remarks
complete, and Is in compliance with Title VI of the Civil Rights
Act of 196U which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
payment and satisfaction of this claira w ill be from Federal and
State funds, and that any false claims, statements or documents,
or concealment of a material fact, rrJy be prosecuted under
applicable Federal or State-laws.” V

To the pest of ray krawledge no otneK rebource exists.

Resubmittal

Signat Indicator

Diagnosis Code
(opt.)
Primary

Secondary

Service Preauthorization Referring or Con-

sulting Physician

Medical
Review



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

PHARMACY INVOICE NO. S43S75
PROVIDER INFORMATION

PATIENT INFORMATION STATE

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT RACE
Varah, Jackie Wright Drug Co.
DATE OF BIRTH SEX: ELIG. CODE PROVIDER
/__ NO FIZ2! wDS 809
RESOURCE PAYEE ID NO. (if different from above)

CASE NUMBER

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? 0 YES o NO  SERVICE PREAUTHORIZATION
NO. (if applicable)

COMMENTS:

DRUGS DISPENSED

DATE OF PRESCRIPTION DRUG DRUG NAME AND PHYSICIAN CHARGE
SERVICE NUMBER CODE STRENGTH "ID NUMBER
VDC 32U
01-26-77 187-173 Cleocin 150mg.
vDC 82U
01-26-77 187-177 13310020-5 Jovahistine DH
INSERT NAME OF PHY-
SICIAN IF ID NOT OTHER ~ MEDICARE INSURANCE  TOTAL TOTAL
KNOWN. 32 BENEFITS CHARGE
PROVIDER CERTIFICATION OR OTHER
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, ANO COMPLETE AND IS AMOUNT
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX — BILLED
AL ANO STATE FUNOS. AND THAT ANW-FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR MEDICARE
o CO-INS.  DEDUCT

OR STATE LAWS." /1 J/ ! j

TO THE BEST OF MY

PROVIDER'S iTE Q)t-25-7h

REMARKS:
T$is 1is being resubmitted because according tc
our records there has been no payment made.



/xtrcy/xd
ALASKA"DEPARTMENT OF HEALTH AND SOCIAL SERVICES
- . - . N? 125073
Outpatient Hospital-Practitioner-Home Health Agency Invoice

PATIENT INFORMATION PROVIDER 1:.TOP.

Coupon or Authorization number

Payee ID No. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES Code
list Primary Diagnosis First
Have a Il other payment sources been exhausted? Servpe ETeguthorlzatlon
No. (if applicable)
Comments
Description of Medical 1969 Pvs
or Surgical Procedure Proc. Code
ePlace of Service 12 Coordination of Other Benefits Total
DO Doctoris O ffice Other Paid Charge

IL Independent Inb
H patient's Home

IH Inpatient Hospital
OL Other Location

NH Kursing Home M/Care Coin M/Care Ded Total
EC? Extended Care Fac.

; Unpaid
OH Outpatient Hoop. Ba lance
PROVIDER CERTIFICATION
"This Is to certify that the foregoing is true, accurate, and Remark:

complete, and is in compliance with Title VI of the Civil Rights
Act of 196U which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
payment and satisfaction of this claim w ill 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 hest of my knowledge no other resource exists.

F.esubinittal Medical

rindlea tor Review
Revised 6/1/73 0i

Signature”



February 20, 1975

o, 4l i SN
The Honorable BUI Ray
Chairman
Senate Finance Committee Vv m ihwMft, Director?:-
Pooch V
Juneau, Alaska 99811 / Attention: Senator George Hohman

Dear Senator Ray:

-
This is in response to a question raised by Senator Hohman at this morning®"s
Senate Finance hearing concerning the Governor®"s requested supplemental
appropriation for miscellaneous claims (SB 78).

After reviewing AS 37.25.010 (b) ith our interpretation that the claims assoc—
iated with SB 78 are not legally payable with current year authorization. This
isdue to the fact that the provisions (1) and (2) of subsection (b) preclude
such payment.

A copy of the proposed change to the SB 78 appropriated amount which Imen —
tioned this morning is also attached. This alteration has the following effect:

Remove: N.C. Machinery Claim ($935.58)
Add: Spenard Builders

(in. no. R27639) 18.04
Add: Spenard Builders

(In. no. C5972) 8.96

Net effect of revision ($908.58)

We accordingly recommend that SB 78 be amended to reduce the appropriated
amount from $45,900 to $44,992; a reduction of $908.00. Within the billHhe
amount appropriated to the Department of Public Works should be reduced by a like
amount: $908.58.



.nator BUI Ray

February 20,

To avoid miscellaneous claim supplemental appropriations In future fiscal years we
have proposed that the General Appropriation Bill be footnoted to include the
provision that Itbe allowable for the Governor®s Contingency Fund to be used to

pay obligations for any agency for any time period.

provision.

\r. .
1 , .
ot -
T
1
C'em -,
T, woe
cc: Jay Hogan, Director,
Attachment:
[ V)
VKD/bc

Legislative Finance

HB 70 now
We solicityour support In having such a provision
Senate"s version of the budget bill this session!

includes that

In the

O

o/ Ve

.V/ f:O:«j

./
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STATE
of ALASKA

to= r~ ) .
1 Ron Lind, Deputy Director
Division of Budget and Management
Dept, of Administration

date : 11—22-74

FROM: Ray Davidson subject: 2975 M iscellancous Claims

Fiscal O fficer
Dept, of Health £ Sooial Services

We are here with submitting prior year billings for Legislative approval.
The attached billings were not submitted for payment until after the statute
of limitations expired (two years after service). We would appreciate

legislative approval to enable us to make payment to these vendors.

Please Note:
This request contains two parts:
1. $8661.65 billings presented for approval last year and not
acted on to date.
2. $618.85 presented for the first time this date.



Submitted November 22, 1974

Family S Children Services

Alaska Children Services
Frank Chasley

Anchorage Daily Times
Anchorage Daily Times
Anchorage Daily Times

Corrections
Schmolsk Plumbing S
Heating

Public Health
National Academy of

Engineers

TOTAL

Legislative Billings for year 1974-75

Invoice #

69355
482677
L-79415
L-79156
L-79156

12473

266362

Date of
Service

03-16-72
02-16-72
12-22-70
6-24-71
6-3-71

5-4-71

11-02-70

Amount

307

115.
11.
67.
63.

24.

29.

618

.20

00
70
20
60

25

90

.85

Date Recieved

5-15-74
5-02-74
8-15-74
5-30-74
5-30-74

3-04-74

2-13-74

Code

06-21-3-265-336
06-21-3-150-730
06-21-3-263-325
06-21-3-263-325
06-21-3-263-325

06-66-04-112-450

06-31-1-980-490

Reason for Delay

Vendor Inv. not rcvd.
Wt. misplaced 2 yrs.

Vendor Inv. not rcvd.
il n i il

a i i i



OA LA [-hfiCl.jj"."li; S.Upr'Ll.,:. or ALASKA INC.

Ty PEACTr=s
DIVISION FArV_ILY AND CKiLDI”AN SERVICES

1. DISTRICTNO. 9 /

2. CASEWORKER

PCN N O <&?Efm
P tSHIb CHILD CAEE INVOICTS (DISTRICT USE ONLY)
INVOICE NUMBER INVOICE MUST BE SUBMITTED MAIL TO:
WITHIN ONE MONTH FROM DATE LOCAL DISTRICT OFFICE
OF SERVICE
3. FOSTER HOAftg/INSTITUTIOt? HOME ADDRESS 4. CHILD CARE LICENSE NO.

ALASK?rcHILDRE'B SERVICES, INC. 4600 Abbott Rd

5. COMMENTS OF FOSTER HOME/INSTITUTION

6

Anchorage, Alaska 99507

EMERGENCY SHELTER

RECORD OF SRMCES Rendjred [
. CASE  7.PROGRAM 8. NAMES OF CHLDREN 9. BRIH 10. PERIQD 11 12 13 14.
NUMBER INMALS DATE o- SERMCE IEI)(? RATE CHARGE (FOR
NN DSTRCT
(Fm DISTRCT USE MO DAY YK MO YR f|§%¥ D,AOY
LY DAYS USEONLY)
.inger, Melinda 1027 55 3 72 1 16 16 307.20
1
- A |r«7 !
i
"""" "n
* o T t e
C > <
~r g
- rr;
’E ~
(o3 .)é: o \ ;
¢ S ,.m _
i CO iXL. W-
(] A <
15. FOSTER IIOME, "INSTITUTION CERTIFICATE GiArMs 307 ,20

>

I HEREBY CERTIFY UNDER PENALTY OF FRAUD, THAT THE SERVICES
RENDERED IS A CORRECT CHARGE AGAINST THE STATE OF ALASKA,
THE CLAIM IS JUST AND DUE. THAT NO PART OF SAME HAS BEEN
PAID AND I AM AUTHORIZED TO SIGN AS HEAD OF THE FOSTER
HOME/ZINSTITUTION.

SUBSCRIBED THIS . 2 DAY OF.

Mwii.i I"Trw/INS)TUTIGN HIAD SiGNATUR/tIN INK)

COiVAMi-Ni6 irOR OISTKkiCT USE ONLY

16. APPROVED AND AliowED ,.ii.IEAUOQV
AMOUNT. OR AS COR:.EOQOT )

(AuMGSV 1D DOMADJ
(FOR GtSICICl UScOf.LY:



.09

30720

115 .00

.70
20
b3 .60
2725

.9

9

B .35

airiKu rim



JUNEAU, ALASKA

PAY TO THE ORDER OF
agency

CHARLEY» fl’ank,// "
CH1STOoCH IMA VILLAGE

GAKGNA A
NB2677

180/7

000GO 115DO



PcstyTs Sinona Creek Trading Bost
Mile 3H.6 Tok Cutoff :
Gakona, Alaska 99586

Dear Sir:

7~""We received your request to reissue warrard: #M82677 in
the anount of $115.00.. Due to Stale Date law 37.05*180 tliis

warrant was invalid 02~16~8U.

“fr10ve .

“ Weare unable to pay any billing over 2 years old without
special approval by the legislature. The renewal of this
warrant w ill be filed with other billings two years old rareaiting
approval by the legislators. We will be unable to submit this
prior to 1975 legislation. Thanks for your patience.

Fay Davidson

Fiscal O fficer
Health and Social Services



STATEMENT

Anchorage Times Publishing Co.

ALASKA®"™S LARGEST NEWSPAPER
POST OFFICE UOX 40

ANCHORAGE. ALASKA

ACCOUNT OF

Artpi-. OP Mealtk | Uje\Friee.

TERMS ALL ACCOUNTS DUE THE FIRST OF EACH MONTH

AH HA'N MAVL- QLIW fo il -gHL~ get\IsT-,
CF IMEWT7)L H fTALTH OEtfT<=

*

Dec.

I certify that tljo above hill iscorrect 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 lha amounts billed.
ANCHORAGE TIMES PUBLISHING CO.



STATEMENT

Anchorage Times Publishing Co.
ALASKAS LARGEST NEWSPAPER i

POST OFFICE BOX 40

ANCHORAGE. ALASKA

ACCOUNT OF .
" wealTk ~ U)el\Fftee.

TERMS: ALL ACCOUNTS DUE THE FIRST OF EACH MONTH

Al ASM  STFrATL- Qum THIr ColkST.
OF MEM7)L 1+tTVCTH (PEMTt & S

De<L <*i

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

ANCHORAGE TIMES PUBLISHING CO.



STATEMENT

ageUally ®Imcs

X 40 TELEPHONE 279*5622
ANCHORAGE, ALASKA 99510

TERMS
LEGAL ADVERTISING STATEMENT. @ﬁ%ﬁvﬁﬁ%m'w
INVOICES AND PROOFS CF PUBLICATION )i Rk o * s ALOW
were mailed at expiration of ad. AXXXXXXXA
CO missioner/health WELFAR L79156
MCKAY BLDG RiV 222
ANCHORAGE AK 04-12-7A

=0 INSURE PROPER FCRELFIHPLFASE: RETURNTHIS: PORTFOFtWITHYOURVREMITTANCE Eﬁ"éfgg‘gD

BALANCE FORWARD AMOUNT-
DESCRIPTION OUR REFERENCE

UNDER 1 3 cJ-JUWcv /920

s o TOTAL BALANCE DUE
Aitdjorage SaiUi Simcs

P. 0. BOX 40
ANCHORAGE, ALASKA 99510

ALLOWABLE O0IS5COUNT
IF PAYMENT RECEIVED BY 13TH OF MONTH «



I0R COURT
ATE

Proof of Publication

ANCHORAGE DAILY TIMES

n £ 10
S.HBLLIE...KOVLALKE being duly sworn, according

to law declares: That he is the. . LEGAL ADVERTISING. DEPT .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.HA.T.TE.R...Q.E...NEAKOK..CHILDREN MINORS
UNDER 18 YRS

a copy of which ishereto attached, was published. ... i i e .
in said Anchorage Daily Times, beginning with the issue of

and ending with the issue of

Subscribed and sworn to before me this

Notary Public for. tho State of Alaska
s*J°/
My Commission Expires1!

I cerHfTy rfiot'rfifi Is a Just and proper bffl
and hereby authorize the Deoartmont “ortifyfag
Officer to effect paymw V ] e

Signature LUFJ

—IL 2

G-Digl» Account Code 3-=

Jg, 40 ZrP-"f ugPCs,
Coze or Card Ne.



‘ tZ~ "rl.<
imes
X 40 TELEPHOME® 279-5622

ANCHO.TAGE, ALASKA 99510

TERMS
LU.AL ADVEPTI5IMG STATEMENT. AHACHRUNES DUE JHEN GILLED: DEL INQUENT
* §MVJICES Ai"i0 PROOFS OF PUSLICATION W@'ﬁc&mﬁ,rm,\m SNG ALLO
WEPC VAIL£0 at EXPIPatIO\ of ad* WoW W P M aaa AXaa A
;usrb.v
COMM| 55 1O0NER/HEALTH D O fcLFAR L79155
/=CRAY RLDG RM 222
AMCHOPAG2 AK 04- 12-74

BALANCE FORWARD AMOUNT —>

DATE DESCRIPTION QJRW
2 7 L UFNOER 12- J~Lat”JL 63*20
la 9w - momk Lic.
b.r.-=:
W
6
TOTAL BALANCE DUE 130.30*

i\nrljorag? Bailn Simes
P.0 BOX 40
ANCHORAGE,, AIASXA 99510 .

ALLOWABLE DISCOUNT . =
IF PAYMENT RECEIVED DY I3TM OF MONTH



Proof of Publication PoSo-vy.

G "~ JZ
ANCHORAGE DAILY TIMES S 10
.......................... jji"yD niioj.ivujjfirx . 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 DANIEL FEENSTRA...A MINOR CHILD UNDER

18 YRS OF AGE
a copy of which is hereto attached, was published

MAY-10...1.7...2ij... . JUNE...I S

in said Anchorage Daily Time*, beginning with the issue o\f JFLMHY /10 .. .. .. .73
V o»

and ending with the issue of JUNE

Subscribed and sworn to before trie this

- 7M.
ity % Jamsmn 5t Notary Ptfbilc'/ffjPithe State of Alaska
Rb.:ey 1. 7, 2 June L-IKI
My Commission EXpires ...
1 (srtffty the* rifeh a p*
, hsf/tby ovtkofh* tit* D*partm«ni ¢

- Gffitor to »ff*et pdymw* of jone.



June 7, 1974

WA,
Attention* *leceunfcs Hecoiyablo
"V h . eoe 77 T ’ %
m - Cmly - - - w
GootlesKsri™rr
IS Y ivA.3fc

PiLTV/V. dry.

to b« tW original copy, jaid I can find a® prior p&yaent «a your involcee £ .M tis|

in our reeezda* .Therefore*Lit is with regret that I sasfc toll yoat. that
vo are unable to pay the outstanding asafosi® a® afcem on ysrovin®siesa
att‘hi_stia@a. v;:c%l:p>:i;_

1o

lativo approval prior to payaont. Tour invoice® for both publications!
tho isatter «£ tho Neakok children in the aawunt OFf $67.20* and Daniel

A Rt

payxmnb cannot bo aad® to yott nntil such approval-la given scjaetikC
tho legislature reconvene® next yeftr.

If yon should hava further question® regarding these invoices, _

free to contact us,, Wo eertaialy do regret any isconveniaaco thia aay
cause to you* . N

v/tr*

<& EH#H*«
g ill:

@} %éf/{z_ ‘319-



hr 1viol
XV

co a0avi

X*t] Ta rrjr

/
Z " 7 *£GDP! oy-/D IFUAOU  erf

T.Zf—j—rsv— Annr™TvV- anOT_] TA TA

] |
AN Aeroft 7z~ 2o s322. 4550 7 7T

-trrt>/-fc/ -8)
......................... ON «53 SS3c'C3

” CHVt'dOi33<J SO0,

/?
Vo, ., iciii vsynv X0S 0 W r&S?) e -
t-v e K ~ jJ'"M roa ,W VP N V"-
»Wrt>.r) x . y ¢ 1 - . 3 ee_.#" *- m A? \*"



FORM @2-001BC
FORERIFFCOWWNICATIONS: S *

MEMORANDUM StatefollAldskd

=7 Mr» Robert Andrew
/>8] .Ketchikan Correctional Institution

WW st

J a;
subject: Schraolck Plumbing," Heating 8,

' Sheetmetal .
- " s, e *YMZ?-::~

FROM:" o / Wertz

In regard to our previous correspondence regarding the subject past due

account, | regret, that we will be unable to pay the full amount at this
v\ ¥ > . . VWA

State law requires that any invoices over two years old must halve Legis-

lative approval prior to payment. Invoice No. 12473 is dated May 4, 1971
inthe amount OF $24.25, which we will have to hold for approval. We have
already submitted our list to the current session and do not know at this
time if we will be able to make any additions. It may be next year before
this invoice can be paid. - We have processed invoice number 988 in the

amount of s148.27 with a "rush” tag to beat the two year deadline which
WEll be March 12th*. Sorry this was not caught before, but hopefully we
can gatmost of.it out-of the way.



NATIONAL ACADEMY OF SCIENCES <] NATIONAL ACADEMY OF ENGINEERING | NATIONAL RESEARCH COUNCIL

2101 Constitution Avenue, Washington, D.C., U.S.A. 20418

-« PHBLiC HEALTH RHO 5C.RO MO. DAY YEAR INVOICE N.
P ELIZABETH A TOWER HO RHO SCRO 11 0? 70 266362
0 yHH 222 MACKAY RLDC Mako check or money order payable and relum
*,"~130 DENALI ST ANCHORAGE AK 99501 lo National Academy ol Sciences. Alin: AC-
-1 COUNTING OFFICE. Do not send cash. Pleas®
0r ~|  Write invoice number on check or money order.
e~ PUBLIC HEALTH RHO SCRO Secure permission before retuming books for
- credit. A S1.00 service charge is made for han—
_1|c|K ELIZABETH A TOWER MO RHO SCRO dling approved retums. No credit allowed for
i0O*p:PM 22? MACKAY BLOG publications returned in unsaleable condition.
raaa UENALI ST ANCHORAGE, AK 99501 We provide only 2 copies of invoices, customer
_J may reproduce additional copies.
- i il Ul ol amounl
iy e L oty il Aol
i >60?2""* HUMAN CCGLGY ALASKA ERTHQAK 70 2\*50 A ¢ 30 29.30 b
i POSTAGE ANO HANDLING A<t<3 :.A0
V f- ee = Lu KT.-
@in tm
V Ld /!i
J 1:
W r>.
n A S
»
*L fi*
f:/ gk&v.
% A -
) m
"M

P *

Please remit amount due immediately to Hie Accounting Office

al flic nddioss shown. Include invoice number.
PAY LAST AMOUNI SHOWN — NO AOt TriONAL DISCOUNTS ALLOWED TOTAL 29«90Q

ACCOUNTING OFFICE



to

1 KEPYEIIOW QOPY. 2. SEND WHITE AND PINK COPIES WITH CARBON  INTACT. 1. WRITE LY. 2. DETACH STUB, KEEP PINK COPY. RETURN WHITE COPY TO SBNDER.

FM 02006

jjlXzabatkJCfIMer TO.

Public Health

Jle can find no record of ever paying.

Unfortunately* due to the lapse of

to pay without Legislative approval___
since Alaska Law requires that any bll
ir,g over two years old isuct have prior
Loglslativo aprjrova-l _before payment.
h'e have already submitted

tho current Legislati\t&.1l juay.he.next.
year before vie Can obtain approval but

we will do our best .

signed  J.. AWIZ* riacal ooxvicoc SIGNED

REPLY

DATE



m/

LA | S

Legislative

Billings

Jbutaitted-1~2-9=24

Corrections

Vendor |Hete Date Invoice
A £ W 7holesale 1-7-71 18403
it 2-15-71 12007
< 5-10-71 9229
b 5.11-71 6525
t 5.17-71 10165
it 5-20-71 1046
it 5.27-71 2261
it 5-20-71 2300
it 6-7-71 1446
u §-9-71 25266
Pied Piper
Pest Control 1-23-71 2740
Pied Piper
Pest Control 3-20-71 2854
Public Health I'fursing
Bells Gen*
Merchandise 10-21-70 23
Saauielson Flying 9-19-67 25578

Medical Assistance

L. David Derail, MD 8-1-68

Redrrond, DDS 1-12-77?
Addington, MD 4-9-71
1-12-70

T. S.
D. B.
Alaska Clinic

G. B. Von Widunan ML 2-16-71
Anch. Med £ Surg. 6-18-71
A. C. Chalmers MD 1-25-70
* 2-2-11
6-1-71
City of Fairbanks 6-25-71
Fbks Med £ Surg 11-25-71
Fbks Men. Hosp. 4-13-71
t
1-7-71
L. P. Ferucci MD 3-23-71
G. 0. Gould DDS 12-8-69
Geo. .Male MD 6-19-72
10-13-71

Code

06-66-4-110-490
r

it

ARARORAAR &

06-66-4-110-390

L

06-31-1-480-490
06-31-1-301-211

06-33-3-800-

06-33-6-400-330
06-33-6-350-380
06-33-6-350-380
06-33-6-350-380
06-33-6-350-380
06—33—6ﬁ§50—380

T

06-33-6-300-380
06-33-6-350-380
06-33-6-310-380
06-66-4-313-380
06-33-6-350-300
06-33-6-400-380
06-33-6-350-380
06-33-6-350-380

Axrount

58.
29.
104.
1.
20.
17.
.97

37

12.
16.
7.

95.

95.

24.
30.

00
00
21
95
90
00

00

05
00

00

00

93
00

iir »

246.

175.
295.

57.
295.
.00

10

SO

00
68
40
00

3.60

20

.60
.80
37.
3583.
60.
1985.
10.
115.
120.
157.

00
00
00
89
00
00
92
37

Total

304.00

190.00

54.93

n&-



Paul Jaeger MD
*I H. Jones MD
8. D. laymanDDS$

Tt

tt

it
D. Leistitow MD
D. J. Mclintyre

J. W. Mortensen MD
Providence Hosn.
" *
W. S. Stover MD
Tanana Valley
Med 8 Surg. Group

2-8-71
11-17-70
11-24-71

tt

«

9-14-70
10-14-71
10-10-70
5-3-71
8-4-70
7-13-71
1-3-72
8§-24-72

11-2-70
5-12-71

06
06
06

06
06

96

06

06
06

-33-6-400

-33-6-390

-33-6-400
If

i

-33-6-350
-33-6-350
ft

ft
\Y

33-6-310-

a

-33-6-350-

-33-6-350
-31-1-724

-380
470
-380

-380
-380

-380
-330

45
42
15
15
15
35

15
30
196
55
112

240

13
23

00
.60
00
00
00
00
10.
00
00
00
83
15
68.
00

00

00

.80
00

8112764

8681.65
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Whote”aTcThn ly
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Tobacco WHOLESALE CO., INC
Candy BOX 688, FAIRBANKS, ALASKA 99701

Papor Goods

sundri 1003 PIONEER ROAD - PHONE 452-2138

undries

Janitorial Supplies FILLED S

Bar Supplies SOLD TO SALESMAN

ADDRESS

STATE CIGARETTE TAX

DEPARTMENT TOTALS
POSTAGE AND INS

ICE TOTAL



- 12007 . :
" - V*sd t

WHOLESALE CO., INC.

BOX 688, FAIRBANKS, ALASKA 99701

I opor Ooods
1003 PIONEER ROAD - PHONE 452-2138

Sundries
Janitorial Supplies ElolfLeED BY o S tsimt
Bar Supplies SOLD TO ft £ _ £ i
ADDRESS
DESCRIPTION
yid-~

STATE CIGARETTE TAX

7%@c CICAHS*"-? 7Tr.t DEPARTMENT TOTALS
POSTAGE AND INS. — >

Itao2 ami? INVOICE TOTAL



Paper Goods
Sundries
Janitorial Supplies

Bar Supplies SOLD TO _

ofr ¥
ADDRESS _

"V oLj.

P A-2-
(Vv

STATE CIGARETTE T
STATE CiCAREI 7.
POSTAGE AND INS.
itAGE AHD

* BOX 688.

1003 PIONEER ROAD -

ir..<+ m

DEPARTMENT TOTALS

DfiPAST.itS: " -1.S

- INVOICE TOTAL

* TOTAL

WHOLESALE CO., INC.

FAIRBANKS, ALASKA 99701
PHO"NE 452-2138
bate ¢ -/O"'H
SALESMAN
2 3






Wholesale Only

<m
T_obocco

.7 Paper Goods

Sundries

WHOLESALE CO.,
BX 6883 FARBANGS AAKA Bl

INVOICE NO.

10165

INC.

108 HONER ROD - RHONE £2-218

Janitorial Supplies Dote
Bor Supplies SOLD TO
/A-.
ADDRESS f>r> ~* K
OCSCRIPTIOU OCPT. 1 OCPT. 2 OCPT. 3 OCPT. 4
7 77771 ?2>YiAfrfcfl At i 70
. / S cm? J Ah7 o3 o= . St oyo
| -
Vit i
A
Pl
rr
1
i
1
%
ifv
/*/
/sk/ - A .
ES STATE CIGARETTE TAX
DEPARTMENT TOTALS )
70

POSTAGE AND INS

INVOICE TOTAL
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» C ( 1046

/holesale Only t"A'A V f WHOLESALE cO., INC.
Tobacco SOX 688, FAIRBANKS, ALASKA 99707
Candy
Paper Goods tp 1003 PIONEER ROAD - PHONE 452-2138
Sundries 1
Janitorial Supplies ['):é:tl_eLED By P S>A|_cE)s_MAN_?r
Bar Supplies SOLD TO_
L
ADDRESS. SHIP BY
QUANT. DESCRIPTION OCFT. 1 OCFT. 2 OCFT. 4 OCFT. 4
~rjec< vo
v iR \i . A t
V. T —
91*;
iV_f—. T
ATV
* V -
4 \
s —
r
Ly — -
—T7T- - - >
< i . i ) .
— - ') - V. a t — & o1
S
|
J _ _ - * o o -
ete - ® J A e <
% *
. f u- .- -
! -r
_— r . — - - T
STATE CIGARETTE TA X/ - . - .
-— e DEPARTMENT TOTALS . 0X) o

POSTAGE AND INS.

INVOICE TOTAL a‘o
n

Hl



INVOICE

NO.

«C 2261
WHOLESALE CO., INC.
BOX 688, FAIRBANKS, ALASKA 99707
1003 PIGNEER ROAD - PHONE 452-2138
r-<? 7' 9/
G Wo-r FILLED BY SALESMAN

DESCRIPTION

'

STATE CIGARETTE TAX

'DEPARTMENT TOTALS

POSTAGE AND INS.

INVOICE TOTAL

7 .

3 ."-2L
4 -t$L
GV'5P_

izk 7



C C 2300

M w  WHOLESALE CO., INC.
BOX 688, FAIRBANKS, ALASKA 99707

gIIB 1003 PIONEER ROAD - PHONE 452-2138
| Dt 0 -jE-7/
HHESS  qnm ® Y CET
ATHSS.
p IL
QAU QSN 1 [ﬂjz ®4 @F4
D e s A
o — !
—_ o—ol—. . ° _J - *: r ° |
Y P | V. ® \ ~r
b 1 « o -
> C} J ’*o S
- B p-|:|p | o -_ "3 ee* - @ Cow *-
—o_' — \ - ..
o e —%
o d - r ip ;; —_—
— J Y
| "
— SIATE AGAETTE TAX Cs
— CEARIMNT TOAS * 0o
ST INGCE TOAL _r



Only

c

Supplies

INVOICE NO.

1446

WHOLESALE CO., INC.

BOX’688, FAIRBANKS, ALASKA 99707
1003 PIONEER ROAD - PHONE 452-2138

SOLD TO.

ADDRESS _

DESCRIPTION

STATE CIGARETTE TAX

DEPARTMENT TOTALS
POSTAGE AND INS.

— INVOICE TOTAL

Date mg- 7 - 7
FILLED BY SALESMAN
SHIP BY



 obaces w  WHOLESALE CO., INC.
candy BX 688 FARBANGS ALAKA L
el Soodt 1B AOHER ROD - HONE 223

Sundries
Janitorial Su lies
PP SALESMAN
Bar Supplies SOLD TO
ADDRESS

QUANT, DEPT. 2 DEPT. 3

STATE TAX

DEPARTMENT TOTALS
POSTAGE AND INS. DEPART ' * y

INVOICE TOTAL
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W
FIED PIPER PEST CONTROL
,Pox 2535 . 1
FAIRBANKS, "ALASKA 9S701 .

Phona 456-5640

soLo B} DATE
NAME
*/

ADDRESS
cnvEE

O CASH £] CHARGE O MDSE. RETD

[= I 0O PATD OUT O PD. ON ACCT.
OUAN. DESCRIPTION AMOUNT

VZZL

/

RECEIVEID BY / \

/ <ib5 77? \c<b> J

sTOTAL - L]



ED FIF"ER PEST CONTRAQ

v Y- sox253p .
FATREA_NKS, ALA"SKA 99701

, > Phons 456-5540 .

SOLD B DATE
-NAME
OO CASH CO"charge 0 MDSE. RETD
O C.0.D. O paid OUT b PD. ON ACCT.
OUAN

AMOUNT

TOTAL
RECEIVED BY









PLEASE PRESS DOWN HARD FOR CLEAR COPIES
FLIGHT RECORD AND INVOICE

&



DK

i .
17

NOH

| 3= -/ * (c.£
r / ((' _ ACCT. 0 —1—
A NAME FILVM, DCLOP. IS xif -
.?/*--33.20
ADDRESS_ Anchoaagp., Alaska __NO
> CITY. .aw ,T c,, e m> ® “W SK.S).
o/ /" -Po”ul Gi&Jal"CdirSDL Pnpvm-r:r.E prrc-rsTirr-Ai. mas
(@4}} V,/_" u meoical arts bldg. 33P<pr;ovr2 "-Edr .euiTE 04
. - _ _ ) r /7 ao—7—E-NORTHL—|?fruGH"FSABL\_/I?. pNCHORAGE, ALACICA 0050.}
arfate Comp.: LaBoiii Ha"/ncd Co. o~TAlaska, 519 V St., Anchoaaqq
CHARCE: ¢ if .
DATE ' *A */> -Y?M MN— %_' m], BALANCE
COfHui = <ml} - ; 5
Ir& 00,00 | N0 0@
[
0 (p.60 7N
1
M 3d0.ClI
r S | v Q’)L
JLdd. '
< OdU-J;.(7-7 « EVNGd ™ .t (,
* Y
r-p-%=1 2 itC Vv
_____ £ - 1
~orC. 11p-V ks t L (ot ot
- |
/ 0 Ca ('A_\ / ruH t (U o~ Ki
J
rev. . I
Ti /
I. !
- 1
1
I
- I
-5
g &
i? 31973 I
I
( & Social Svcs. 2
0 Saal Assistance . 4

I
|I-"Ii’—S,

PRINTIO IHU »A-



Netlx  tld-rQft
Tri.

«1* I
&LUL/iy (or ddl-h 1dron
U-r.fc-;0% * ol Aflciwfc FMIN( to . 00
0 ‘- G i o0 ’* e J —"ZE.DO
s wm "3 o @ i LS op*
2.-15-71 H )9 o i " fS .00
r & Ib ol H P >0.00%
15-1 o M 15.00
wils oL P 0. 0-0
| # |.8 0 " « m P et5;00
T o;+32. ) 11" » 1A - o
Prophylaxis” PJorJde, as.00
B O ISBHSSE
3—jo’\'73

ei.r

> /\<Zt>M0AJIN k>C>S.

/o So d)/=lfe& lezrt>

#?2u&&t}-ie_A-o0o>t=r" ft-K

3 d-0 &s S7)



t<\H A SFA"IMINF (* Tnf *AJ»N OH SOUR AtSh AI*f CIAIM

V 1°FLiCASUAUrY
PfepareJTyT DAL
/Fin* life B> Crv<jo>\y i
Modnrars Cfeswr: Admimrtrartion " IMPORTANT

gggnSBwl.dg% Avmur MEAT IH IN"A"UNCY 1Uum v
Portland, Orrcjon 9/204

Telephone No~ 222 Afll)

SFE REVERSE SIDfc FOR
GtNERAI INFORMATION.

I M N ffi(iaic | q 7/ 220Los 7 >Efe.

1 ¢» Mining

LOCATION OF SERVICE™ SERVICES
CODES ot . iasi jindTick. DESCRIPTION OP SERVICE
j mm G <z trnttfoiy codes
Tho following will explain. ;,

The following will e»plam -

*he codes shown in lho "Lo- .
cation ol' column in llir the number shown in the
right. . ) IeI1:L)tescr|pt|on of"* column of t

¢+ |- Medical Care
?.  Surgery
+ 3, Contulladon ‘,
Diagnottic X-cny -I -
5 ;Dmgnoitic Lgb -
6. Radiation Theiapy -

10 . Doctor's Olfico
mf + Inpatient Hospital

it * Independent Ioh

ILF lilnndftil for*
fdi tilly 7. . Anesthesia &:mi-
w8, Assistant Surgeon
9. Other Service '

H Patient's Homo
0-“ Whole Blood or

Outpatient Hoipilnl
gDl Olhoi location
'‘JH Nursing | tomr

%

on amount is shown in tho ' Not Allowed
[aph checked below will explain.

column of right, the paro-

11 The Allowed Choree it lest thon the octuol chargo for ptychiafnc
| service, becauso only A7/VA of such expenset ore ullowed und”r the

low." ™1
r? &

The. Allowed Cfioryu is less than the actual charge for psychiatric
service, because the $2.50.00 maximum payable m one calendar yecx

has been reached

Tho charges have boon reduced to the amount indicated, because
they have been determined to be higher thon we can contider as

covered expense undei the Medicare Program.

*' Packed Red Blood
i Cells

NO!
AlIOWD ALIOWD



eepatea By: t*«k " X u
* /Ha Life; & Cosuolfy
7 , Medicare Claim Administration
"Yeon Building

I 522 S W. 5th Avenue
Portland, Oregon 97204
Telephone No. 222-6831 —

THS IS A STATEMENT OF THE ACTION TAKEN ON YOUR MEDICARE CLAIM

DATE

HEALTH INSURANCE CLAIM NUMBER

IMPORTANT

| ecrlifiy that this is a just and-proper bill

and hereby cu'honze the Oeoortrunt Cerh'F/iig

/oA 6" <TI

Officer to clfectSEB/"SVE~Sf-n"DE FOR

* GENERAL INFORMATION.
h CEt m?-.9-7
Signature Data

?

7¢ -~3@£-"//- trc7 O

O-Og* Accouit CoJe m ' J3-Jijit Obje.t Code

£)

JI*/& —Q't

— Case, of Med"-Card No.

J*
£ />icuSu
01. 1
.N-T6
2N\ :
Y czi& C<(at.« 0
LOCATION OF SERVICE SERVICES
CODES ST LODAION
. . . Q-
The following will explain % DAE -
the codes shown in the "'Lo- MO OY MO DN 5

cation of"" column to the

right-
2
. ' 3
O  Doctor's Office
IH Inpatient Hospital . 4
IL Independent Lab , 5
ECF Extended Care . 7.
Facility . 6
H Patient's Home i, 7
'"H  Qutpatient Hospital
JL  Other Location - 8
NH  Nursing Home 9
10:]_ L

VJL

s~) r
7+ﬂ/4_ AL mm//"/ys
ZMt
A(?
u(-

i bt

"TL

If an amount is shown in the "No! Allowed" column at right, the para

graph checked below will explain.

[-~1 The Allowed Charge is less than the actual charge for psychiatric
service, because only 62Vi% of such expenses are allowed under the

lav/.

| | The Allowed Charge is less than the actual charge for psychiatric
servjCe, because the $250.00 maximum payable in one calendar year

hg/been reached.

~The charges have been reduced to the amount indicated, because
they have been determined to be higher than we can consider as

covered expense under the. Medicare Program.

v YI:';c

' X\

AYﬁur $50.00 deductible has been met for 19

PAD TO 6A L €

* h

D /V A-,-Js m
/ /

RINERDBY

\ ,
tcT->

AL S)

deSCRIPIfer~f SERVICE
CODES

The following will explain
the number shown in the
l"I?tescription of" column ot
eft.

%O';

/ I'.._ Medical Care
2. Surgery

JL @ ' Consultation
4. mhiagnostic X-roy
‘5. Diagnostic Lab
6. ; Radiation Therapy
7. Anesthesia
8. Assistant Surgeon
*9." Other Service

Whole Blood or

Packed Red Blood
Cells

LESS DEDUCTIBLE
BALANCE OF ALLOW

LESS 20% COINSURAticE
MEDICARE PAYS

PHYSICIAN'S OR SUPPLIER'S COPY

Jj



STATE M ENT
1 Vv
GEORGE 8. von WICHMAN M.D. ORTHOPEDIC SURGEON
XjeitKM&MmxM X T NX K< X XXX XPW< X XSaXX
XXXXAXXXFXAKXAXKXXWSCXX
r ~i
[T Deparmtent of Health. & Social Services
WITH P.0.Box 3611
Kenai, Alaska 99611
L J
Niue OFFICE EXAM OVMCSCONCV r*ac minor surgery X-RAYS
DATE (IIE A B D CODE OTHER SERVICE
RE; Simon,
BD 37651
Dtagnosfs; fracture displaced lower thtrd rtgrit tibta
16-71 Hospital admftted
17-71 Surgery- Closed reductton rtgB.t tfBta

THIS v A refii Il1tng of June and August, 972

L 7. A i K. CABT WITH MATERIALS XT.
: - NG o "

D. BACK EXAVINATION APIRATIOVINECTION s
3. 9 C. COPLETE BALUATIN M MISCELLANEDS % DRESSING s
4. AL NPROVIOINE P Q  CONSULTATIOWRERCRTS »
5. P ONPREBTRINHS XU XRAY HEOK/SHOUIORRS :
o M. HOSPITAL CARE . XRY LUVBR PINFEMSHIPS 7

Anchorogo Fracture and Ortbcjn
A Professional Corporcti.

3543 Latouchc- Slror!
Anchoxagn. Alaska $95.

George B. vonWichma

CREDITS
DAt.AN

ON ACCOUNT ADJUSTMENTS

25
L+rn
TOTAL L 295.

X-RAY THRATIC SPINE/CHEST

XRAY ARWIEG PLEASE PA*
XRAY DIAITS AMOUNT If
SPRCRTY/SPECIAL SRVICE coLum
AU CHARGE HRE

MEDICATIOYIHICCTIOG

PRESRIPTIONS CHARGEO HERE



L -

* . - * INACCOUNT WITH

ANCHORAGE MEDICAL AND SURGICAL CLINIC

718 K ST.

ANCHORAGE. ALASKA 99501

Alaska Depr. of Welfare
Room 222 HcKay Building
Denali 338

Anchorage, Alaska

DATE PROFESSIONAL SERVICE RENDERED

3-26-73

RE: Sternhagen,Erika

6-18-71 Office Call

This has been billed several times, please
check into this. Thank you.

IRS# 92-001-8977

NO RECEIPTS SENT UNLESS REQUESTED.
ACCOUNTS ARE PAYABLE WITHIN 30 DAYS.



|5 DHEAVAIGN CF MOICAE BINHTS

THS IS A STATEVENT OF THE ACTION TAKEN ON YOUR MEDICARE CLAM

Prepared By. ~ el date L 1 ! G-
Vi . /B Life & Casualty D 1/7{
Medicare Claim Administration TV IMPORTANT
r Yeon Building . ... .
50 S W. B Avenie HEALTH INSURANCE CLAIM NUVBER
Portland, Oregon 97204 ron /1)Yl710 A FOR GENERAL INFORMATION," SEE THE
Telephone No. 222-6831 *3/ /1 &/ c¢s/6?0s.// REVERSE SIDE
- %~ e ;I H -
i ; Ibatrbop Li. 77T .7 L The enclosed Request for Medicare Pay-
- "1 ) .ment form (SSA-1490) is for your use in
HENEifAI?RVS R A | sub-riving fjlure claims.”

ANO AODRESS

nciol J.7r<q o:!j

jrroo”e « <jtw erifi i >»jrr>— no:r
LOCATION OF SERVICE SERVICES DESCRIPTION OF S7E/RVICE
CODES -i--. '-CODES
N e G FENEREDBY O
*“ The following will exploin The following will explain
the codes shown in the "'Lo- the, number_shown in the
cation of"* column to the Descriptiorrof** column at
right. left
. Mediccl-Care
0] Doctor Office 2. Surgery
H Inpatient Hospith"T V) .<d3 4 ' 371 Consultation
IL Independent Labj . *\_/;c.lfa * 4 " Diagriostic X:ray/
ECF Extgnded Cilre .I.ld izrp-S..- 5. Diagnostic Lab™
Facility m V. fro 6 6- Radiation Therapy
H PotientjJHafnev V. .., ' :
“H  Outpatient I-topital \ \ 7. Anesthesia
- o Epal_'f(:\ - \f'\\ . . 070! 8 Assistant Surgeon
" Other LLo%atiap\\\:rV3", 9: . Other Service
NH  Nursing™'m " Whole Blood or
Packed Red Blood
Carr* rjr Mad. Cord Npi
r : m g {Jp, i > Tyt { TOA .alged ALOND
If an amount is shown, in the “Not Allowed™ column at right/ the para— .o~
gkra[p( checked Below'wilTexplain., V,, wy ir o7+ iy A

H The AllowedCharge is’less thanthe actual'charge forpsychiatric
7 service, because only 62/2 ofsuch expenses areallowed under the
4 raw_*~ il }Ofirst ke 4. T
| |The Allowed Charge is less than the actual charge for psychiatric ,,
Service, because the $250.00 maximum payable in one calendar year
reached..
Cimisa
charges have- been reduced to the amount indicated, because
they have been determined to be higher than we can consider as
covered expense under the Medicare Program.

£>6- 33- 6- 3S-° .-3?2°<
Your $50.00 deductible has been met for 1 9 * TOTAL ALLOWED''CHARGES
LESS DEDUCTIBLE™" '07. 2Ui-
I%,EIAI\SH'ITOS al/ . *Iy-Lrn £/7E M BALANCE OF ALLOWED CHARGES

) L%S 20% COINSURANCE
83-<20 r/POdlDe/UCQ—IMED|CAREpAYS

~ 'Aa ckLZt@& L
BENEFICIARY’S COPY FRIEE



IC";ilB»" 1
UFERGASLALTY THS IS A STATEMENT OF THE ACTION TAKEN
Prepared By:. < ... DATt
[Etna Life & Casualty b ERTH T .
X Medicare Claim Administration - (/112"

YeonBuilding.
522 S W. 5th Avenue * “

7/ [/
I-EAL'H-III\&RN\Q)XINMNJVBER

ON YOUR MEDICARE CLAIM

IMPORTANT

Portland, Oregon 97204 A k FOR GENERAL INFORMATION, SEE THE
Telephone No. 222-5831 CX/Oo /7 REVERSE SIDE.
© o) 7/ rbs 'y'_f.,lx{l'l_:': The enclosed Request for Medicare Pay-
_ 331 1y e ment form (SSA-1490) is for your use in
e Ll _ . . submitting future claims. *
ANO ADDRESS u rrotl 3ioi ~*
"I, LoliJji; Vv
LOCATION OF SERVICE SERVICES DESCRIPTION OF SERVICE
CODES .rr+ CODES: *
e A NS
"The following will explain The following will explain
the codes shown in the "'Lo- the number shown in the
cation of* column to the ""Description of” column ot
right. .ii07 101 OGFi left
O  Doctor's Office ;1 '\Sﬂﬁgg:r?) Care-
IH Inpatient Hospital odj nWOit? ' )
L Indecendent Lab' aiiiJ 7/orf A reta 3. Consultation
ndependent Lab" aiilJ 7/orts N AALL 4. Diagnostic X-ray
ECF Extended Care ,,n oidjjoub 5 "D i Lab
" paym.“tv of . "'Diagnostic L
Facility Vp T
. 6. Radiation Therapy
Patient's-Horfie \ \ (>0>v:ov .
Autpatienh™lospnoK ~ 7. Anesthesia
Other. LoMatibn\ ft signe tijr* 8. Assistant Srgeon
Nursing Hoj 9. Other Service
0. Whole Blood or
Packed Red Blood
Cels nv T
WAL plag  AULOED R
If %I’i amount is shown /|n the. ,Not AI(I{owed o cqurflrasat"%ftf"frf,dS .

graph Pehecked bélow wlélh%élam

" nu; V_|0I|q sorti: i '|bo|dola

M THe Allowed C'harge % Yiess thian ‘the Sz cﬁarge kor psychiatric*

service, because only 62A% of such expenses are aIIowed under the

11141 - me Jvir\ Qj il- -JtS. /m: ) oA

m vl .

xc rxjji

-tito".t-: .Di

f~1 The Allowed Charge is Jess than the actual charge for psychiatric
” 'service, because the $250.00 maximum payable in one calendar'year
has been reached. -
Q~iTHe charges have-been reduced to the amount indicated, because
they have been determined to be higher than we can consider as
covered expense under'thefMedicare Program.

& 6 r3 AR
Your $50.00 deductible has been met for 192 /
JHOT-i 1
BENEATS
PAID TO f} d. <2 4 £ #S, 0.
3 30c¢C [(lo d ;D<fT/utb
] & |/ 9fSo</}
(MASOA7-101 BENEFICIARYS COPY

TOTAL ALLOWED CHARGES
LESS DEDUCTIBLE™

BALANCE OF ALLOWED cAaRGE**J D "
LESS 20% COINSURANCE

MEDICARE PAYS

RS



LB CAALTY THS IS A STATEMENT OF THE ACTION TAKEN ON YOUR MEDICARE CLAIM

Prepared By.
/[Etra Life & Cosoofty
Medicare Ckwn Administration

Yeon Building
522 S W. 5th Avenue HEALTH INSURANCE CIAIM NUMBER

Portland, Oregon 97204
Telephone No. 222-6831

MNCPLOIALY'S

LOCATION OF SERVICE SERVICES
CODES LAST  LOOATON
. . . DAE a-
The following will explain
the codes shown in the "'Lo-

cation of"" column to the
right.

Doctor's Office
Inpatient Hospital.
Independent Lab
Extended Care .
Facility
PatienFsJHO'meV
Qutpatient Fes
Other Location
NursingWrjmev

If an amount is shown in the "Not Allowed" column at right, the par<
graph checked below will explain. !

| | The Allowed Charge is less than the actual charge for psychiatric
service, because only 62Vi% of such expenses are allowed under the

jaw.

I~l. The Allowed Charge is less than the actual charge for psychiatric
service, because the $250.00 maximum payable in one calendar year
bras been reached.

The charges have been reduced to the amount indicated, because
they have been determined to be higher than we can consider as
covered expense under the Medicare Program.

- -£>& -3 3 -C -S C o -
Your $50.00 deductible has been met for 19 T

BENEATS
PAID TO

VALY

IMPORTANT

FOR GENERAL INFORMATION, SEE THE
REVERSE SIDE.

The enclosed Request for Medicare Pay-
ment form (SSA-1490) is for your use in
submitting future claims.

DESCRIPTION OF SERVICE
.CODES

RENDRDBY _ _ _
The following will explain
#e number.shown in the
""Description of"* column ot
, left.
RipngrM.
rorAL NOr ALOND
ALOND k
TOTAL ALLOWED CHARGES /? .M
LESS DEDUCTIBLE

BALANCE OF ALLOWED CHARGES
LESS 20% COINSURANCE C

MEDICARE PAYS



IDote—  Juna-258 -19X 1
Requested by - JUsQQa.-AlIxldge
redstaNe  PAMEr* AllridA

STATEMENT =

AMBULANCE SERVICE
CITY OF FAIRBANKS -V -

AN A, idre”-. .M44-WQodriImr

viclir Address. 4444 Woodrivae-Drlve-

Sem» —

No- 3455

1. ;-0 479-2084 -

"W«ad—16-————-
J5JXL

Ihyr ~v 5 /MA

R

Sfafimen Mkt Bo Rolum—d With RamiHnoe

Fron 4444 Woodrivex.Drive - Ealrbank* Community Hospital
S 'ure of Sc-wui. U>L) \Y ' §Io00 )
Tire Roc _.1B27. ...,,
Aid Peilomied routine
Drive'  Willi* - 0-. J128-_
At Alicer ’Q@Iﬂfﬁ [ i, 1SHZ. .
hilt .NO A:",—- :i
/= Jfernic* Alirldgc n N R
By _ 4444 Woodriver Drivef A__ , h, Losh MReiies
.A Fairbanks, Alaska 99701
GHu _r o l.
3 6 - r

~Yii Gk



J

r~ p. o nox ]31) t ftvimuaikv aiaska

Tw7 tc
Ha*wl pftal fR0«iy NrflolIH1 . OfiKr|i«J«l FAMILY CODEi
2y iy :i'?lhm‘r{*wu Gekb i _
PR Wil fuele® 09 G Straatsma.MDj] s
TR o pepa ™ 10 G Walkup HD L Cint
. C"JS(vmrl8-G~r— Murphy- M-v-D, enaner
wvic  coneR I CIAROCS J 9 npl'&?xl:on IMP
11-25-71 09 90275 INTENSIVE CARE  (12-2) 60.00 "
11-25-71 10 90250 LIMITED EET-2 @ 20.00 -
(12-10, 12-11) 40. 06"
11-25-71 09 90275 INTENSIVE CARE  (12-3) 60.00"
11-25-71 09 90250 LIMITED EET-15 @ 20.00
(12-3 thru 12-20) 300.007
11-25-71 09 90630 COMPLEX (12-1) 100. 00p-
11-25-71 10 90610 CONSULT-EXTENSIVE (12-12) 50.00"
11-25-71 39 47360 SURGERY ASSIST 80.00"
11-25-71 39" 39540 SURGERY ASSIST 90.00-
11-25-71 18 32500 SURGERY . 495.00"
11-25-71 39 32500 SURGERY ASSIST" 45.00"
11-25-71 18 39540 SURGERY 900.-007
11-25-71 18 13300 SURGERY . om-: 200.0CT
1-2-9-71 — 3rg- — 1402rS--fTlURG EW f--mmememmememmecems -isn_jQod_/
47360 SURGERY 800.00"
10121 SURCERY 100.06Gk
31600 SURGERY 243.00"
13300 SURGERY ASSIST 20.007
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97003 "TAXirRGI-~
-97000-PT-"1-MOTJ7Q.ITIE
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1-18-72 90040 BRINE-ET"NEST ™ - - "12.0

1-25-72 85050-HEMOGLOBIN, colorimetric" 3.20

2-1-72 90040 BRIEF ET-EST vi2; 0
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ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES vt0O c¢cn7nr,r

06 Health Care Facility Invoice A" DU “DOj
m r PATIENT INFORMATION PROVTDER INFORMATION
Coupon or Authorization Number HMH%HEUHHH“E Name of Provider
DPW OAA 32037 Yormeee
Name of Patient Fairbanks Memorial Hospital
ANDERSON,Peter A.
Date of Birth Sex: Provider 1D Number Category
06 / 28 , 02 1 m
»[- - -FMH 230 - 04-—-o
Payee ID Number (if different from above)
Attending Physician
Have all other payment sources been exhausted? I X jYes T No Raymond Evans,MD

Comments: Service Pre-Authorization No. (if applicable)
HoL DIAGNOSIS AND PROCEDURES
Date of Admission Ref.Code Svc.Unit Primary Diagnosis Code,
04 /13771 ....3 1 Chronic Bronchiectasis A M
Billing Period Tot.Days Secondary Diagnosis Code
04/ 13 /71 thru O™/ 26/71 13
Date of Discharge Dis.Code Primary Procedure Performed Cede
04 / 26 / 71" 1 Non surg inpatient care 90199
Consulting Physician ID Number Secondary Procedure Performed Code
F P STATEMENT OF SERVICES RENDERED PROVIDER CEJUIF?CATION

8igSgie?- allied. mipas

Char

Per Pt -Cha.rge_

"This is to certify that the foregoing is true,
accurate, and complete, and is in compliance with

ajiinn- Days -fal:r-. Title VI of the Civil Rights Act of 1964 which pre—
| Bed 754700 cludes exclusion or discrimination on the grounds
2 Beds 13 58.00 - of race, color, or national origin. 1 understand

3 or- More Beds
Intensive Care

that payment and satisfaction of this claim will
be frcm Federal and State funds and that any false
claim:., statements or documents or concealment of

Self Care N 1 1 a materiql fact, may be prosecuted under applica—
ble FederjLl or State lays,"
Nursery To the hebt of mfNknywledge no other resource

Operating Room
Anesthesia
10 Outpatient Services
ii Blood Administration

exists/ j/V ft 1 \X] f S
1tel10/24/73

Remarks: ./

see attached ledger copy

12 Pharmacy 120-90-

13 Radiology 30.P0—
Taboratory LL 00. Besqbralttal Med!cal
7765 indicator Review

15. Medical k Surclcal Supplies
I£ Physical Therapy

11 Occupational Therapy

18 Speech Therapy

COORDINATION OF OTHER BENEFITS

Other

Benefits Medicare

Medicare 993.5$% _
Tnhalat-.Inn Pherapy Paid n Co-1Ins. 0

. Other (Specif Ins. or
(Spectty) Othnr Pd Ded. 60.00
Total Total " 60.00

Amount .
Bitleds 60.00/
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1 0. - TIME OF =AM.
DEL. RM. I:I DATE L J U 31RTH P_M. TOTAL
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cHAR CARRIER STAMP ToTAL
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X-RA CLIN. IND.
FOR EXAM.
WHEEL PT. CAN ToTAL
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T muCfcvr
W CV III,’
A
et e ZU t /
IIIIIIA A EEERN o E R B EEERBEDR EMC. o
TIME or
DATE OIRTH TOTAL
CL*N NO.
cO” EXAM
nrosiot CARRIER TOTAL
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HOSPITAL

FAIRBANKS COMMUNITY

S P s PTS. NO OATE /7 AM
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CUPP, Kay NMI (46) Er - 005-444 1-7-72 A12:20pni
e_KB- 1-A 01:10nn
30V VTIA-.L

Kay Cupp *
916 23rd
Fairbanks, Alaska FAIRBANKS COMMUNITY HOSPITAL
99701 119 N. CUSHMAN STREET - PHONE: 456-6655
e Tine FAIRBANKS, ALASKA 99701
DESCR*PTIOM sundry DRUGS MEDICAL & X-RAY JIB. DAILY CREDITS BALANCE oLo
SURGICAL HOSPITAL BALANCE
SUPPLY SERVICE
1 70.0@Q 70.00 70.00
a 16 8.0 733.C0 738.00
@ Li 850 52.85170.2p127.03497.03
0 IV £6 0.00 14.5
il es TR 80.00 30.0b
q Vi 38 540.0C 36.00
9 ws 02 irso0.00 22 2.0 3 30.03 168.03 2.433.10 2433.10
\0 13.6p 35 1.0
_ 02 65.0 168.0 3 3.030.703.030.70
Y 7.00 42.00
\* ICU 168.0C 3.257.7p 3,257.70
\ RV 850 404.9: 1150 26.0 50.00
\1 1CU 02 65.00 168.00 3.99 1.6 53.991.65
\ 3 FH 7.CO 24.05 30.00
.d® 1 GJ 60.00 16 0.00 4.290.704.79C*70
ti 1CU 16 8.00 4.45P..70 4 458 70
ICU 147.0C
10.8C 4.6 16.5 ) k.6 16.50
\C r.re 8.50 60.31 43.20 45.00
\ 6 _ 4 57.50 64.00 4.903.054.903.05
\T I,r. 8.50 33.80
\7 2 20 2.00 64.00 5.20 1.355.20 1.35
\ a RiY 8.50 18.6C 04.00 5.292.45
rnv TrosfkVivel 0 rI‘POf

) roissr
MI>UMi ».24* fFfc;a.



Uo! DELAVATICN CF MOICAE BENHTS

U)tA CASUALTY THS 55 * STATEMENT Of THE ACTION TAKEN ON YOU* MEDICARE CLAIM

yETob Life & Ca?uolty _
Medicare Claim Administration 0 / IMPOPTANT

Yoon 3uilding
522 S W. 5th Avenue HEALTH INSLRANCE LAMNUMM*

Portland, Oregon 9720-1 FOR GENERAL INFORMATION, SEE THE
Telephone No. 222-6831 . N7 REVERSE SIDE.
1
The enclosed Request for Medicare Pay-
ment form (SSA-1490) is for your use in
submitting future claims.
fjLrrCOae-.
S) Jr S\n

LOCATION OF SERVICE -SERVICES DESCRIPTION OF SERVICE
CODES LOCATION S CODES
. . . h
;I'r:]ecg%llowwg will ﬁ)ép-lﬂﬂ o8 The following will explain
e codes shown in the numbor shown in the
t c_aﬁion of"" column to the v Vo e ""Description of"* column ot
9 E H f 23 t3 . i L.3).fksnuicC ,f7> 1 left. )
RS L L= b4
O  Doctor's Office i 'w to IN-IBS t
IH  Inpatient Hospital itrel 340 e-47°UIR, o
[ Independent Lob ot Hh- l;pnsujtipor;(
| ECF Extended Core A/1y L flcle ~ Diagnostic X-ray
| Facility t—  mw i %— iJi  Diagnostic Lob
iH  Pmtienti Home =i P2, s e 2T iififttrl]zﬂoTheLapy
* 1GH Ovtpotient H s . . G _ -
ot Othzr Ilf}oréati | f ninii ASCCiil ¢ 1T, -1l PpjM 1 - 0 8 Auistant Surgeon j
NH  Nursing Home %e 9. Other Service  **
7 2 LMy 0.+ Whole Blood or
M- ' o Pocked Red Blood
L. ) 06- = " Cells
not AOND
AUOWK)

H an amount isshown in the “Not Allowed" column ot right, the para—
graph checked below will explain. )
I
0 The Allowed Charge is less than the actual charge for psychiotne
service, because only 6216% of such expenses ore allowed under the
low.

1 The Allowed Charge is less than the octual charge for psyt Siafric
service, because the $250.00 maximum payable in one calendar® year
has been reached.

t
(| chorges have been reduced to the amount indicated, because
they have been determined to be higher than w* can consider os
covered expense under the Medicare Program.
TOTALAILO W f6 -e AN t'"AAADT
LESS DEDUCTIBLE (f~ i
Mu tmt* BALANCE OF ALLOWED CHARGESp V .
end tTo

LESS20% COINSURANCE / Cj&
MEDICARE PAYS



S TATEMENT

LEONARD D. FERUCCI, M.D,,

OBSTETRICS & GYNECOLOGY

N

.-3300 Providence Rd

Providence Professional Bldg. Suilc 304
Phone 279-0588 (24 Hours) Ancliorcge, Alaska
GArUdfOa
FAMILY REN
HCMDEK CHARGE payments! gXEAECE
KIRS-CH
Initial GYN exam
Lab. Fee: Pap
r*T _
rom Medicare
PLEASE PAY Lasr AMOUNT THIS COLUMN  sir
16— Initial GYN Cl- cCauterize CC- Circumcision
1UD—-1.U.D. BI- Biopsy
C- Consultation

10B- Initial 0B
ROB- Return 0B
FUV- Follow-Up Visit
0C- Office Call

THIS 1S AH EXACT COPY OF YOUR ACCOUNT PREPARED OH 3M

1J- Injection
LAB- Laboratory

IP- Insurance Papers

KC- Hospitol Car®

S-— Surgery

““JIFFMASTFR?” COPY PAPER



- %

G. 0. Gould, d.d.s.
1060 FIREWEED L
Spenard. Alaska @%503
9-17-73
fe:. Danny Davidson
Mother Anita. Amick

Welfare
Dentist Robert Biggs

Billing for Danny Davidson

12-8 _e9 #30 FO. Amalgam Filling $20-00
Il ¥ #31E0 " . 20.60
I I #1 EQ " n 20.00

il # FO. I I 20-00

——fx -70 #3 0L It n 20.00

It I 0. n [ 15 <
Total

This was never billed at the time work wasaoHe
because mother did not tell us she was on welfare
We hve. recently been contacted by our collection

agency to whom we had turned the account over for
collection, to send the billing in to welfare.,

to the attention of case worker Mary Kilgore.
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m&ayjrr

NAME.

OATE

FOLkOWUF

BURTON,.-". GEORGE

308 NORTH- LANS

ANCHORAGE ALASKA

DESCRIPTION

BALANCE FORWARD

MEDICARE

WELFARB«« ]

CREDIT
LIMIT.

CHARGES CREDITS BALANCE PREVIOUS

balance

W W W
8#i

"L
OM m

w # ®
W sM

lIs ife

Wmm4

m m m



v o* . -

PHONE NO. — Cj_'m
DR. PAUL J/iGER

602 cowLeEs sTrReeT Z 17. 17
Fairbanks, Alaska ~ -

Phone 456-4268
(oo0>_,

f fl ,+E/6S

EMPLOYED

PERSON RESPONSIBLE FOR THIS ACCOUNT:

AOORESS

I/ccrtlfiy -Thot this'is tf*iusf ond proper bill
ond hereby authorize the Department Certifying

OfficeiMo effect payment, of. same.

A-CAN-C

Signature

8-Digit Account Code

OATE AMOUNT

SERVICES RENDERED DONE PAID

Clinical Examination
F/M X-Rays
Cleaning & Scaiing

ALL ACCOUNTS PAYABLE IN 30 DAYS OR A CHARGE OF 1% PER MONTH ISADDED
UNLESS OTHER ARRANGEMENTS ARE MADE.

DATE
PAID

BALANCE



f STATEMENT

STANLEY N. JONES, M.D.

P. 0. BOX 249 HAINES, ALASKA 99827
TELEPHONE 766-2821

Alaska Department of Welfare
210 Admiral Way
Juneau, Alaska 99801

6/1/73

FOR professional SERVICES: Katherine Dayer
Petersburg

7/11/70 Phenebarhb

7/13/70 Darvon cpd,
Robaxin

8/5/70 Dilantin #200

9/25/70 Diazide #100
Roniacal #100
Dilantin 100 mg #100

Dr-ugs

CS-A

C3-&4- lSjO &
59.60

PLEASE PAY

This statement includes our total charges. Payments we receive from

When you hov" vote insurance coveragji6:
If no such credits appear in 30 days.

your insuron il be credited to your atcount. Overpayments are refunded.

you should contact the Insuronce Company or Agent directly.

PLEASE NOTE: THE RESPONSIBILITY FOR BRINGING 0R SENDING INSURANCE FORMS IS YOURS --

DON*"T DELAY OR FORGET.
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DETACH AND MAIL WITH YOUR CHECK. YOUR CANCELLED CHECK IS YOUR RECEIPT.

PAID BY CHECK NO.
8K 884 Rediform



STATEMENT

6. 0. <-
iy ii - ~ ¢

r W .. oil.

9l

gurclL»*.<v* a0 s+ ]M,

L J
DETACH AND MAIL WITH YOUR CHECK. YOUR CANCELLED CHECK IS YOUR RECEIPT.

|_ £ g A <o» N-J <3 t
/

//-£</-?/ aJ:<~c-v> cjr <m

//-03 ->?/ -d-~ yry 7

[f-71

3co*-X.
C0~cx—tL t"o MuP (

A

AN4g-C+em $°7° e 1

PAID BY CHECK NO.

8K 884 Rodif~rm

MMttaMatMa atffTragaarsHiaim



STATEMENT

£ 0. 0<0J
/$ /1 J*.
&/ . p

CL”cJ. 0Jdi_ 9Cjrz>//

L J
DETACH AND MAIL WITH YOUR CHECK. YOUR CANCELLED CHECK IS YOUR RECEIPT.

JL S Z fz ' />r *0  trEr*-n
/ ??/ *

JIEr- T /v o0y .

7" ydu/Zcnrt

C<J er P ~<d

4U-u&cZ £-87>*-* "=

PAID BY CHECK NO.

8K 834 Rodif~rm



STATEMENT

DAVID LEISTIKOW . M.D.
2110 E. NO. LIGHTS BLVD.
Anchorage, Alaska 99504

1714535

DEFT. OP HEAEEH & WELFARE
DIV. OF PUBLIC WELFARE

338 Denali 222 MacKay Bldg.
Anchorage, Alaska99501

. PLEASE RETURN THIS STUB WITH YOUR CHECK
Pat Backus (Eugene)

DATE REFERENCE CHARGES CREDITS
BALANCE FORWARD f*
7-14-70 Exam 10.00

BALANCE

10.00

pay

LAST AMOUNT
IN THIS
COLUMN



DIAGNOSES
List Primary Diagnosis First
S i P thorizati Ref i Con-
Have a Il other- .payment sources been exhausted? 1 | Yes | I No ervpe rea-u orization € e.rrlng or_ _On
No. (if applicable) sulting Physician
Comments
Description of Medicald. 1969 RVS
or Surgical Procedure Proc. Code
ePlace of Service :32ii Coordination of Other Benefits Total
DO Doctor's O ffice .
Total
IL Independent Lab Other Paid Charge
K Patient's Home
IH Inoatient Hospital
OL Other Location
Nil Nursing Home M/Care folr M/Care Ded Total
ECF Extende‘d Care Fac. Unpaid
OH Outpatient Hosp, Balance

C3ENTJIJME OFFICE COPY M m Provider Reft

Alaska department of Health and social services . .

Outpatient Hospital*Practitioner®Home Health Agency Invoice N o r . An

JSTAIZE PROVIDER INFORMATION

PATIENT INFORMATION

Coupon or Authorization number s e Name of Provider

Name of Patient

ArvVKioOv. I~
Provider ID No.

Date of Birth Sex
-Of / / _CtST tig
=sase;iNi Payee ID No. (If different from above)

NATURE OF ACCIDENT OR ILLNESS

PROVIDER CERTIFICATION

"This is to certify that the foregoing is true* accurate, and Remarks!
complete, and is in compliance with Title VI of the Civil Rights vj Be.vt'c"UJi
Act of 1964 which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that

payment and satisfaction of this claim w ill be from Federal and

State funds, and that any false claims, statements or documents,

or concealment of a ma”“eblal fact, may be prosecuted under
applicable Federal finfzthte laws."”

,To the best of my /pcwltedge no other resource exists.

Resubmittal Medical

Signature Indicator Review
Revised 6/1/73 06 70IN-



Cl? COPY Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner’Home Health Agency Invoice NoJilG.

PATIENT INFORMATION PROVIDER INFORMATION
Coupon or Authorisation ;;uncer Name of Provide
Name of Patient
Date of Birth Provider ID No igassigflasr;
source Payee ID No. (if different from above)

NATURE OF ACCIDENT OR ILLNESS
Diagnosis Code
DIAGNOSES
(opt.)

List Primary Diagnosis First Primary

Service Preauthorizatior. Referring or Con—
Have all other payment sources been exhausted? [ZU ¥es 1 4 No No. (if applicable) sulting Physician

Comments

SERVICES RENDERED

Description of Medical 1969 RVS
or Surgical Procedure Proc. Code Charge
Sglage (t)f §erv02r_c%e_ m  Coordination of Other Benefit Total
octor”s ice i
IL Independent Lab Other Pa'd Total Charge
H Patient"s Home_
&-_l &Qﬁa“fnt HosthaI
er Locatio
NH Nursing Home M/Care Coir Total
ECF Extended Care Fac. Unpaiid
OH Outpatient Hosp. Balance

PROVIDER CERTIFICATION

"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 196U which precludes exclusion or discrimination on the
ground of race, color, or national origin. | 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 amajtepdal fact, may be prosecuted under
applicable Federal U*"State laws.”

To the best of ryMviwige no other resource exists.

Resubmittal Medica
Indicator Revleg



central office COpPY
06
;10 PATIENT INFORMATION

Coupon,,or.-Authorlzatlon Number

Name of Patient

Q n\ms\vv-A"VsV\tO
Dafee of Birth Sex
/ /
iiaaseiiiNaiii-ii..

?Nnn

11 Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner”Home Health Agency Invoice

iRii.ce

Liiiifflirg iiig ssssiiiiiiiili

NATURE

OF ACCIDENT OR

DIAGNOSES

List Primary Diagnosis First

-y f L-LL
\

Have all other payment sources been exhausted? 1 1Yes 1 1No

Comments:
SERVICES
Date of Place of  Description of Medical
Service Service* or Surgical Procedure
Qjx b -&Fm
114 vii<son. QL
SglaBe (t)f §er\6¥%e 12  Coordination of Other Eenefits
octor”s ice i
iL Independent Lab m/care Pd. Other Paid Total
H Patient®s Home.
&-_I (yeﬁatlﬁnt Hosoital
er Location i
NH M/Care Coir M/Care Ded. Total |

Nursing Home
ECF Extended Care Pac.

OH Outpatient Hosp. . L

"This is to certify that the foregoing is true, accurate, and
complet(?l and is in compliance with Title VI of the Civil Rights
9 recludes exclusion or discrimination on the

Act of 196" which
ground of race, color, or national origin.

payment and satisfaction of this claim will be from Federal and
State funds, and that any false claims, statements or documents,

I understand that

or concealment of a material fact, may be prosecuted under

applicable Federal riApjlate laws."

To the best of ray/I/ntf/lede no other resource exists

Signature

3 3 " cC =-35SS " 0 - a -
Date1XI

Total
Charge K

No. 10 8 1 Ol \

PROVIDER INFORMATION
Name of Provider

Provider ID No. liiiaassigflcjf -

NVyvv- t o
Payee ID No. (if different from above)

ILLNESS
Diagnosis Code

~(opt.)
Primary
Secondary
1
-t

Service Preauthorization Referrin% or Con—
No. (if applicable) sulting Physician

RENDERED

1969 RVS
Proc. Code

Charge
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jsittr
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Less

Unpaid (M I'Sil
Balance Y C
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UFE&CASUALTYV

THS IS A STATBVENT OF THE ACTICN TAKEN ON YOLR MDIGARE LAM

4

Prepared By: DATE
[Etna Life & Casualty C
/o l\&edlc%relglam Administration A IMPORTANT
eon Buildin
~P5 5205 EIN'OBt% e HEALTHINSURANCE CLAMNUVBER
ortland, Oregon
Telephone Noq 222-6831 SH H nj %\IEF;I,EAX_E?I\?IEOSHI\XETI%OI\IR
SL'L, i LIRS My ..
mmme'/). R “\U- o
beneficiary's oK A A S AVEYC) e T
AND ATFES /.0iUiol-. Pcts.Lf'hxs .. "o ¥ .
" o . _
Hsjisc/u y/)ri'CLEct s
LOCATION OF SERVICE B FMES ... * DESCRPTION OF SERVICE
The following will explain - The following will explain
the codes shown in the "Lo- ND &Y ND Y the number.shown in the
cation of" column to the | Description of" column at
right. ey : A~ < e PP MfLUL'uci&nv rvE Vo it
' 7, , : !
P - Lre ift L J Medical Care 1
0  Doctor's Office J (1LY " 2J Suerglecra)l/ Care .
IH Inpatient Hospital . 4 pft J T "m8  Consultation
lELCF :Endtepgngegt Labip Gl f (ﬁirtir* /o N B o ;4 Diagnostic X-oy
xtended C are--iw;. _ - - -
Facility  ~ 3,['e SW- b 1S 'f;&*tl\ "V'/ i1 ~C * ¢ 5. g ’ B:aad%gtoiztr:%ibropy
H Patient's Home » :[j » , 7™ 21HD VAL G C o= 6 - 1. -Anesthesia * -1+
OH  Outpatient Hospital Ny . ’ 8. Assistant Surgeon
O et (Ml 8 oa oy Tl R TR K5 o onersenie
; LT A 3 - E  Febiod hed Biod
Wi 0 1 ji.1 o g g PRI e CellsTe o

If an amount is shown in the "Not Allowed” column at right, lhe po
: . |
graph checked below iYY]Ii”Ij gaxlplg_m., fv% ﬁTS'IgO"! .

F1 The Allowed Charge'is less than the actual cgar iatric
service, because only 62'A% of such expenses a nder the
law. v Ji .

Lo/ n. nos:

[1 The Allowed Charge is less than the actual c
service, because the $250.00 maximum pay
has-been reached.

for psychiatric
one calendar year

The charges have been reduced to the amount indicated, because
they have been determined to be higher than we can consider as
covered expense under the Medicare Program.

p... | fo * 3.
Your $50.00 deductible has been met for 19 J()
» t /\ 'ijr- 1) ¢
] xed 'hjrecMMTpv o,
BENEFITS
PAIQ TO j(r 1X I& n\c ctxyirA U*
a k )
C'[-pCCI A _ 'QAUJSA O, Vi Jg v.V

VQV 1GS?

TOTAL ALLOWED CHARGES
LESS DEDUCTIBLE =" <

BALANCE OF ALLOWED CHARGEJMLL-“E
LESS 20% COINSURANCE c m

— i



RAITFLAND, william A.

MEDICARE -
WELFARE

vru HAUGLAND ME
2C009

DESCRIPTION
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DO NOT BILL

SUNDRY DRUGS

D 22351
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PROVIDENCE HOSPITAt
Anchorage. Alaska

chctly
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D
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greements s _d

-
Date «
MEDICAL ft X-RAY LAB DATLY CREOITS BALANCE
oLD
SURGICAL HOSPITAL
SUPPLY SERVICE BALANCE
° -
<N
—_ . %
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LY IN ADVANCE
HOSPITAL
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v
h
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rt

TOTAL
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. /- COVERAGE
time. Howevor, if there are any
Hospital Doy ondt at 130 A.M. M
oxlro day's charge being made. PAﬂE'\RIT
TION OF SYMBOLS ®U
isororis Rfe refiiciilir® sunoAHK 9rreots o*tr
iMTRAVEHOUS tht cfs ¢ CtnTHAL sur”tr
o fMtSIOIMIRAAL
HARCOriCS. CMtIRC STAT J ¢+ CMARGCS UAOfR SUNORT
MIWOORL OircCM AMO + PMOTOCRAMS £R + CXI(RCC.TCT ROOM
ocaatiMintAu cRioir ft > ftASMA 1fAB - inrcftMiricM fosmvec
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HOSPIIAi. AND MEDICAL INSURANCE BENEFITS— SOCIAL SECURITY ACT I..,a

t; OF A% "*'Ci»< information rurjueM «ul by this r,»m may upon conviction U snbjucl to fine and un-i "% *
frirat -—-- IMI 2. Snx 3 Helth s d T
! Holland Lk El« ~ fimm  387-16-5123-
~TlJ."--. (Street numtLec”Cltytate”ZItbGodey 15r--?y|te Of,b'th-?o 6 M= r&r]drjf—,;f
L oor '‘Salvation Army, nchorage, Alaska 9950! . 72-0032
_ vere issi 8. Provider name and address (‘City and State 9. Provider number _
,rsadmlss||0£ ., er name and ad o% y and. ora&e/ d frovi 10 A«eg?;n&?hyﬂc?a(‘

't ji-ei_s;tl,"qualifying stay  12. Qualifying and other prior stay information = -
R | MLUICAL RE V irv.'A
i
* rir hove ctner hFaIth msur%nce or if your State Medical Assistance Alqgencr}/dwnl pay part of your medical expense”1lafid youlvls/-/information

4Lou thisdaim released to them upon”their request, complete items
_ i insuring organi: liON Or State agency name and address ” y 14, O?ﬁllcylorr»*dw»l’ﬁGuM 19 no_
15. Patlents Cert|f|cat|on Authorlz tion to Release Information, and Pa¥menht Request I fgmfg tﬁat the Tnformation 9|ven by me in gplzlr
Ea% nt un er T| tle XVIIl 0 the Social SecurltY Actds correct. 1 authorize an er of m dICE% or other nfo P]atlon argout me to re
the oclal Secu |tX dm|n| tration.or jts in %me laries or Cﬁrrlers any in ormanon needed for this or a related medicare clalm I
request that payment 0 ut orlze beneﬂts e made on my beh _
on aned in ture- ijat|ent ap homed representative) (Signature by mark must be witnessed) Data
rovider's record 0/0a 7-
16. Admitting diagnoses (1t employment related, also give name Do not use 17. Discharge or current diagnoses ?hoisngt;)_ucst.
and address of employer) (a) Primary Artersclerosis obliteroi 3 i
with complete occlusions of the
Circulation Problem L. Foot iliac artery & distally down to tl ¢
y&jStiSQttex profunda femoris which is pa'ti-
18. Surgical procedures (Show date ot each) £1/10/7 2 7jo, | but the superficial femoral arter]j
Transfemoral aortogram 1-4-72, Cross femoral on the left is occluded. There 4s
n mTuon femoral to L. profunda femoral cro S byijiasn. patency of the poplitealaxter-y-- |
19. STATEMENT OF SERVICES RENDERED Total Charges  Non covered Chv's A Statement covers period  ~
Blood pints  Pints Not replaced Charge per PL.IJO3_ _; 72/ 22 72
Krnismd replaced pint 21. Date guarantee of ¢22—Dste-Urt-notrccrTzecivai
Accommodation Days Rate 3 \ " g
u 1 Bed -t [ —
C. 2-3-4 Bed 23. Date active care ended 74. Date benefits exhausted
C. 5 or more Beds 1] |
ron|E. Intensive care 120 ML
|F SE|f care - 25. Patient status
% 'G. PIP TotaT A. Date discharged D. Date OFdeath
; H. Operating room -435125. o2, 7 _ ), [juien
't | AnesthESIa 45 60 2G. (I;?ilfyeslirl;lsiééeserve 27. Nuo»5 cccccc d 20. Covered days
onuy J. Outpatient services B v
K. Blood administration 19
L. Pharmacy 8b 30. RemarKi: :rLPoﬁsidie'_Sn
M. Radiology 648
N. Laboratory 647! of
0. Medical, surgical and central supplies 439 10 N \V.\orei'bulll :
) e %0 a7 - o w S 20000
" Spe:Cph therapy Py (v V(N TV
S Inhalatioi. therapy 209 .75 a0 f Cent o LeKe, R |c1:1
r. Qilier (Describe) EKG 90 06 E> ALV wndl]
P_ruisidp Tsoi. 7 days @$20/dy 140 Q0_
U. TOTALS 4450 11 <4N gA
Vlr-frpatien’[ deduc'[|b|e eiinhnrr.ernont amotift $
W .-Biood deductible pts. Q FOR INTERMEDIARY USE
XU"Coinsuiyince days | ) i,
Y.i-TOTAL DEDUCTIONS 68 I '
| certdyVhat the required physician's certification and recertifications are on file. | |
Signature. of provider representative 10Nl rerc'vrd 5. Approved by 12 Date approved
Xxr\ gk L-, bs.caizzT>
"v;"- SSA-145J (6) <i./zi t) /. «r-i A Dapartnient of Healtn. Education, and 'Welfar-

SZJ’) N Socle! Security AdmInMratlcr



VAS B \ile i white * .
ﬁﬁ?wﬂﬁyqbfgtﬁy fr es PrOVIder Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Outpatient Hospital“Practitioner-Home Health Agency Invoice N? 115163

PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon or Authorization Number 'r:f('g',',! Nane of Provider
tiJ/LLiam N > 7 6 w.j)

Nane of Patient

/>/f/LUP WdOte

Date of Birth Provider ID No

Payee ID No. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
/y/NP* 26 -3/7j P/jlil
WILLIAM S. STOVER, M.D.
2211 E NORTHERN LGTS. E\D., SUITE 108
ANCHORAGE, ALASKA 99504
Have all other payment sources been exhausted? Egrvi((ﬁ ggg;ﬂfggg{ ei)zation Eﬁf‘i'{;&”gh;;igg’gn_
Comments
SERVICES RENDERED
Description of Medical 1969 RVS Charge
or Surgical Procedure Proc. Code
§8|a8e gf Ser\éﬁe 21JCoordination of Other Benefits Total
octor”s ice i
i Independent Irb Care Pd. Other Paid Total Charge
H Patient™s Home _
QE &Ratl nt Hosthal
o atio
Nursmg ome M/Care Coin Total
ECP Extended Care Fac. Unpaitr
OH OQutpatient Hosp. Balance

PROVIDER CERTIFI

"This is to certify that the foregoing iIs true, accurate, and Remarks
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 bestydf my*Tm?i?ledg™ no other resource exists.

[/ i WTLVLtM-L'X ' 2 i
Resubmittal Medical

Signature Indicator Review
Revised 6/1/73 06 7014
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S, JANANA VALLEY MEDICAL SURGICAL GROUP

cm ' . 1007 NOBLE STREET FAIRBANKS, ALASKA 99701

deod TELERKONER &S24 731
’ ’ Tat »

R i v/ Pw
<
I\; . o Try .. f>: = .W.STATEMENT CF ACCOUNT
| f e v o~
ot Dw ‘FCC c2 Vx&th G i;c2fcro ‘m
P MO T ¢ A
oT* B *\Dede 5 <%
L ]
00 o
p- o t FOR PROFESSIONALSERVIC.ES RENDERED:
0 =—*x="nAn *
tct
_ - Arcliio Piercon
lu B as%%w
S_u n AG -1 ccsscc5iC3-Sllit
CR CO0 vy . A
] lfrt‘;a(g) ".-» £1/2/70 lcn'T ditccccco cc22 m|.CO
i —X' - 2/22/71 cfvico Cc22 £2*00
Tqtd
J- w Wi

1 ceertifiy that this s 0 jwst and proper hill
and hereby authorize the Department Cartifyirg
Officer to effect payment of sare.

Signature Date

b-Digif Account Cbde3-Digit Object Coda 3 5_-5=
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. STATE
of ALASKA

TQ
Gary Hppfon
Supply 5 Facilities

-<ltfneau date . October 23, 1974
ROV SWBECT: Sea-Land
/ mRegional Supply"Officer
SCRO

'Reference the attached letter from Sea-Land regarding non-payment

of freight bills (copies attached). As you can see these are quite
old, so I had to do some digging back into the 1972 files. | found
copies of the original invoices in the 1972 files and it does not

look to me like they have been paid but, there's no way that | can
tell for sure.

Would you please review this with Fiscal and see if there is anyway
they can tell if these freight bills have been paid? |If not, it
looks to me like we will have to process them for payment.

Please advise me of your decision on this matter.

Thanks.

LDB/jeg
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0. POX 1939, CITY DOCK ANCHORAGE. ALASKA 99510 - PHONE: (907) 274-2671

DATE April 29, 1974

Public Health Service
Room 222 IfacKay Bldg.
338 Denali St.
Anchorage, Alaska

Gentlemen:

We are in the process of auditing our books. Your account has been
brought to ny attention because we show the attached b ill(s) to be
open for your account.

rtease check |f ««w*m wrnrdg do not agree, or you
have a problem with the b ill(s), please contact me immediately.
Not hearing from you, | will assume the b ill(s) 1is (are) in order,
and | will look for your prompt remittance to P. 0. Box 1939,

Anchorage, Alaska.

Because of the age of the item (s), we would appreciate your handling
this matter at your earliest convenience.

Thank you in advance for your cooperation.



iti - ¢ -& EM
.2 51973
(053
VV
Vv

FALAVD
IVICE, m e

lo=kel
WM
07T GL<tl |
......... . J'|*"
1131: 5L Jf.tr—

°[1-5-I>1V-f P | TALIC KLTH SLOT 0,- LMS

f 527 i; IWJIfnrAvd

GA'WiCWAGE ALASKA

ho;;don ccratci/.t rczFRIGESAI&T co
2200 KSWIDY ST

Efill LA 1A

R

I A TR TRN A R

rf
V o-'t«i re* “Ufiv
re

trn m > f

Fr LA V:\ri ;
It !S
. b
11 fitf.ro
orfciiM 7iioN of Awrir.r.s i;i cmvtn
. rrrvC?~ \'6Tui™
\C W/ \g \\
t ™ \40\\? .b— rr=" »0>i> C
/' m»>F elvi: f. @ /1 £.7%, tF
i<{?2r— rv-rr.*'V '"-tT "ii‘~ eee;r~"r~V' *$— m
\ i7 T r.mT. {-*‘ T.7-
i
T,
,oC' ,C o
COHHIMIIt o« .
Z-rf e
- . H”cgr-
IKOM 1A #»imi | re ~T
k'Z/v.c . erg
»111 + (iOM I'll 1. JI/G @'\M « )
0 D §ter e
00V
n u L3 g%—ﬁrg.\ﬂt
D 2
F I_(]‘ISIXI Ir
r' o i
1t 1hAK »
0 a 0

»fce. tiu st

1 f« ON*.«

SI*I.CIAI

rx.

I'>r M ors'ATA’) cn

0 al
jro»i"ij~vpv.r"

i 1 iruJdLov.

lQI3V.

JtfXE

*

LL

»*0%» 11*.5
fTIV'M
NA la T
CON&IG MU E’S .Vfirivio u
m.CMt &HirMcrfT
« UTr S
srr:Vifim?
S>-/TILE
CIATL SN oL 0CSTIfiIMIOf. r.00f
I ACML tn>«iifru AL Coll»l Lo
ff.crAio “e~rTire~rTi
|
vV /s [ t
> oL
\
ATK> II} glvvvl\)”»” o;CL"
[ =l r T_r*.ovj
Ui, PCSE rffow 70 0 #\TH
= i~ - n.f=R S 5V*r .ofriz
g~ A et
A Qao
f/nge M - ’
_r -/
6 f
1 ** %
///
101V 0,1 vy
.71 M. fti.Cl.vsC

1



Fown SA 1A

fylw - 3 u)4&Ji=x toft mj. J ch <"

M E M 0 R A N D u M S t o I e o f A 1 s s k o
N R - X - 1 f . * *
-Xl |S , /3 r,c.c Ujc are s
DATE:
FROM: SUBJECT : $ (7'77
dU e -
Vo |
4 ilf 0 / /Uv,

£ m [® )\ )-i*" wpemi "



§ 37.25.010 Pubtic Finance § 37.30.100

Chapter 25. Miscellaneous Provisions.

Section Section
10. Unexpended balances of one-year 20. Unexpended balances of appro-
appiopriations printions for capital projects

Sec. 37.25.010. Unexpended balances of one-year appropriations.
(@) The unexpended balance of a one-year appropriation autho-
rised in an appropriation bill lapses on June 30 of the fiscal year
fo.- which appropriated. However, a valid obligation (encumbrance)
e: isting on June 30 is automatically reappropriated for the fiscal
year beginning on the succeeding July 1 if it is recorded with the
Department of Administration by August 31 of the succeeding fis-
cal year.

(b) An indebtedness arising from a prior year for which the ap-
propriation has lapsed shall be paid from the current year’s ap-
propriations, if (1) this expenditure uoes not exceed the balance
lapsed; and (2) the original obligation date is not more than two
years from the requested date of disbursement. (8§ 1ch 113 SLA
1962)

Sec. 37.25.020. Unexpended balances cf appropriation for capi-
tal projects. An appropriation made for a capital project is valid
for the life of the project and the unexpended balance shall be
carried forward to subsequent fiscal years. Between July 1 and
August 31 of each fiscal year, a statement supporting the amount
of the unexpended balance required to complete the projects for
which the initial appropriation was made and the amount that may
be lapsed shall be recorded with the Department of Administration.
(8 2ch 113 SLA 1962)

Chapter 30. Local Government Bonding.
Article
1. Anticipatory Borrowing 37.30.010- 37.30.000)
Article 1 Anticipatory Borrowing.

Section Section
10. Borrowing in anticipationof the 00 Security for repayment of reve-

sulc of bonds permitted ntic bonds
20 Issuance of notes 70 Limitation on issuance of notes
30 issuance of new notes 80 Use of proceeds from sale of
<0 Repayment of notes notes
SO. Security fm repayment ofgen- HO Sale of notes

oral obligation bonds

Sec. 37.30 010, Borrowing in anticipation of the sale of bonds
permitted. A political subdivision of the state which is authorized
by law to inftir bonded indebtedness may borrow money in anticipa-
tion of the sale of general obligation and revenue bonds, if

(1)  the general obligation bonds to be sold have been authorized
by the governing body ol the political subdivision and ratified by



02-0018 (P.EV. 08-73)

MEMORANDUM State of Alaska

DEPARTMENT OF COMMERCE

to: Ron Lind, Deputy Director
Division of Budget & Managemei
Department of Administration

AROM: subject: Miscellaneous Claims %
Administrative Officer

Attached is a miscellaneous claims supplemental request which was
submitted last year but not approved because the bill did not

pass.

Please resubmit.

Attachment

aon «ssnaflwwwB»aa«apff
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4 0A0 Vo) J. U. veil. No.

e PULILIC VOUCHER FOR TRANSPORTATION OF PASSENGERS

State of Alaska
Dept, of Commerce sclied. No

Us Box $7 Korth foie, Alaska

oihcv u* »ptctfml on Thr Unit"d Stotr* of Amcnra Transportation Itfquotll PAID BY
-I-HE lNI-I-ED STA-I-ES, Dl., Cirricr*s Bill No.
L T Kcidiak. Westorn..Ala aka.Air lines.. 11-9-73
P.O. Box 2457
Address  Kodiak,...Alaska 990l9...
THK UNITT.I» STATES ANOUNT
OF AMERICA PAYEE’S CERTIFICATE
TRANSPORTATION RILIVKST 10. TFANsroaTATTOK ACOTINOPATIONS | certify that the account stated hereon, a* evidenced by ihe

attached subvouchcr>, i* correct and juNt; that ticket* have h.*cn
furnished or services rendered as indic.itrd: that payment h;u nut

TR—210417 been received; and that the rates charged ar*™ not in cxcc-* of the
lowest net rates available for the Government, haxed on tarills ellor*

WA|_3827O tive at the date of service.
Glenn Miles 21. b0 NOy-9,.U&§73 ......
raycevKodiak..Western .Alas.ka.Airl.Ifj

Eileen aall™
Buokkeeper

(Capacity)
eWhen a voucher I»sin.vd in the name of o » np.my r.rcorporation, t)**name
of the prtton writing the cri*npnny or corporate i.tinc. as urli us th** cxjn.u. in
which he urn*. nu»i nppc.tr. For r.xaint It: "A. If. C. ibilMhy Co., j.-r John
1foe. Comptroller/” or "Auditor."” n* the ia»<* r°ny hi*.

ADMINISTRATIVE CERTIFICATE

| certify that the services indicated hereon were rendered as
stated and evidenced by the attached subvourhcrs; that the serv-
ices were necessary in the conduct of ofl'tcial Im.inoss; and that
the amount is a proper charge to the appropriations) shown.

tApproved for $

Title

(Authorim! ccttlfjme cflircr)

tit »hc ability to certify rn! authority to approve sr. combIn®it in on»* p**rdii,
afghaturr only itnrcnury; oth* r» nc tin-appruvii-c n"1*r * "I Mjpi jn the Liat k %.»«co
Lriuw "Approvrd for S... ... ... “an«l ov»r n_tulliriitl Hiilf.

Differences

Amount verified; correct for.

(Signature or initials)

Totals

GRAUO TOTM. CLAIMED

ACCOUNTING CLASSIFICATION

MEMORANDUM

. . Note.- If the pityer nnimd in the ft*
enclosed rhrclc settles voucher submitted for pnvment of the account described turhrd voucher w.Il WIpply hrinv *ii>h
ineiiiornntinin hereon data e> will i|.*r>f(fy Il.c tinri. ilfnvi.. ifi

! paynirnt thrmif With the n.r*>uut m hr.
INO ACKNOWI.KPF.MKMT OF FIFXKIIT OF CIIKCK IS NKCKSSAKYI olTirc, thii »Ilp will I*. unik I with it
check.

Dept, of Commerce

(Dfp#i tnrnt, Itmraij, or Kxtaldi“Piii**n*1

Kocllak Western Alaska. Airlines
Unine. 11 -9-1
Amount,J 21.00



M E M O R A ND UM State of Alaska

FROM:

Myrton R. Charney, Director
Division of Budget and Management

Dept, of Administration

DATE November 13, 1974

SUBJECT:
William D. Thomson, Director 1975 Miscellaneous Claims
Management and Finance r
Dept, of Education -
Attached is a listing of prior year indebtedness for which the Department
of Education requests submission of a miscellaneous claims supplemental.
The list contains the names of vendors, date of invoice, number of invoice,
reasons for non-payment, and 'he amounts claimed. The attached envelope

contains a copy of all invoices listed.

W D. T.

FORM 02 18



NAME OF VENDOR

Alaska Airlines

DHEW-PHS-AK Health Svc.

Alaska Railroad

Betty City Cleaners

Blake, Moffitt & Towne

Central Scientific Co.

Copper Valley Fuel

Grossett-Dunlap

Houghton-Mifflin

Island Flying Service

Fred G. Kohli

MacMillan Teachers Center

National Organization on

Legal Problems of Education

DATE/INVOICE

212171

8-24-71
8-30-70
8-11-71
8-4-71
4-20-71
11-17-69

10-18-66
4-18-71

12-16-70
12-30-70
12-16-70

Area 72-1
700261
07532
06386
01714
167260
Cl92549
Cl92549A
11503
100775
OP45747
120308
53700
55001
53702
TR218213
C6965
C7100
C7085
P17683

7537
206876

PA14596

REASON FOR NON-PAYMENT

Forwarded to us late
by Univ. of Alaska

Received late fvom SOS

Forwarded from other
Depts; late arriving

Unable to obtain
invoices from company
Duplicate shipment rec'd;

one paid for

Invoice rec'd 5-15-74

Invoice rec'd 2-20-73
Invoices outdated when
received

Rec'd late from SOS

Rec'd late from company

Rec'd late from company
after they checked files

Invoices requested; none
rec'd; have a statement

Rec'd invoice late

Page 1

AMOUNT

3.15

4914 .42

6.68

364.10

398.23

281.26

15.00

7.41

1,024.93

287.50

93.93

41.36

15.00



NAME OF VENDOR

SealLand

Tok Distributing Soc

University Microfilm

H W Wilson Co

Yukon Office Supply

Janice M Clark

DATE/INVOICE
4-29-70
4-30-70

10-  -70
12-2-70
5-19-70

1-14-71
6-26-70

12-31-69
4-28-71
5-21-71
10-30-70

2-17-74

INVOICE NUMBER

992101051

16695
17186
17291
16807

670563
551864

C21187

A 49828
A 52943
K 48079

Memorandum of
Agreement for
travel

REASON FOR NON-PAYMENT

Due to book audit, invoice
rec'd late

Sent to two other Depts.
first; rec'd late

Did not receive invoices
until we requested them

Invoice was not forwarded
from Librarian

Rec'd in DOE after two year
limitation expired

Itinerary rec'd after close
of fiscal year

TOTAL:

Page 2

AMOUNT

22.56

45.50

76.75

12C.00

93.05

140.00

$7950.83



B2 (ie (4 (B73)

MEMORANDUM State of Alaska

TO:

from:

Ron Lind, Deputy Director date: November 26, 1974
Division of Budget and Management ’

Department of Administration FILE NO:
TELEPHONE NO:

id1el
Vern Roberts, Director . susJecT: 1975 Miscellaneous
Division of Administration Claims Supplemental
Department of Fish and Game

We are requesting a supplemental appropriation for the following
miscellaneous claims (see attached).

Sterling Marine Products FP0212163 5/9/72 8.32
Inv 006007
VWR Scientific FP0229671 6/12/72 78.56

Inv05-027-0242

VWR Scientific FP0229670 115.30
Inv05-055-7612

Unv. of Alaska FP0229914 12/1970 216.30
Unv. of Alaska FP0229915 1/1971 21.25"
Univ. of Alaska FP0229916 7/1971 6.30"
Unv. of Alaska FP0229917 8/1971 68.46
Unv. of Alaska FP0229918 12/1971 36.50"
Stanford Research Inst. FP0221912 6/7/71 12.50
Inv902523
Baranof Book Store Inv9965 4/15 614/27/71
333.36

We can offer no explanation of why the payments are late other than
the fact rhat the original billings were probably misplaced.

To our knowledge, sufficient funds were lapsed in the year involved
and the claims have not been paid.



a Division ol Sterling Net & Twine Co., Inc.
7O0KAAE = MNUAR NBAVEREY 002 = phono: (A) /83980
Maine Plant... JONESRORT, MANEGKGO = phone: (A07) 497565

Attn: Accounts Payable Department

Re: Your P.O.//
Dated
Our 1nv.it
Amt. of Inv f.r.33-
Dear Sir:

Our records show your above purchase order has been
shipped and we invoiced you.

The invoice is now past due and we would like to inquire
about its status. Could you please advise whether you
received the merchandise and if so when you would expect
to make payment?

In the space below may we have your reply? Thank you.

\i o« P -
Sterling Net and Twine Co., Inc.
Date
Reply:
Signed

Federal Truli-indonding Act

"Mcinulacturers ot Sporting and Fishing Nets lor Every Purpose



V,- e er . OMEEX ®evr:.. Ve 7

v STEROMG MET & TWINECQ? 1 o M
L 70AK PLACE s,y

MONTCLAIR, NEW JERSEY 07042
RECREATION, EDUCATIONAL AND MARINE PRODUCTS
TELEPHONE: (201) 703-9800

I' 7. H, loasra B I £33®
ArT pC I
SOLD TO
P
PoLoe T
L | g | SAVEASSOOTOUNESS OTHRWSE INJCATEO
INV ML f AT OUROHOLRNO vouRonnr uno TERMS SALESNAN
C 3 *12163
fioMt MM itiD 29/72 *AAPD’ n.%~ M QOVIVION . ARMIGVI f Ot OtOTINATION OHTiIN PPD OH COIL
« W
OUAJ-JTHY R PHJCE
> M2 1" sq. Eul'-t Kaotfe»rn tfylr.a Sate3 tCsttfttg r»33
FRLIGrtT ZidJ
i |
SRIP Farr e! Port TOTAL g 32
L,
/|'(/v<—/
iS'
A
S ip
" r((iiriri:h Itfit Wb se)ed Iv Il « iNDx d «/ iirt %4 id oil.r tee€x " vr-i, o idwo |, I<o>ﬁjlym1]1iedV\iIItIItrjjfw>i*0<*ct
it~ Fr lltor Mrcoick A o T v alriock v

No dlainsalloned after 10dys JCWel T O%i™> Inarstofl 8% perannum anoverdLe aooonks.



)'N? 12

, STATE 0% ALASKA
AED ARHAE GORAND INGICE

PRINT NAME Ob SELLER

Van W aters and R ogers -

ADDRESS OP SLLLCR

I B 3 d 5 1 Ten dlnal A

Seattle, Washington

DLPAKTMENT

Fish and Game

DELIVER TO

OKUI R NUMBER

Cm 12 2 09 6 71 1
. DAT! OF ORDER
nex
98124
DIVISION

Game

1300 College Rd., Fbks, Alaska 9970!

OUA
YITY ITEM e IDCSCHtIPTION |

2 ct 66012-022
Vial No I Pk-24

2 ct 66012-044
Vial No. 2 Pk-24

1 ct 66012-088
Vial No. 4 Pk-24

el TOTALS

1474 29.48

1=. < 30.88

C

18.20 18.20

iiDoil! m i Ciftr

RESTPIC -I-JONS r.CLD purch

WILL NOT Ls.ccCED ««tCOIl IN TOTAL AMOUNT

SELLER'S CERTIFICATION:

ase CRDF.Rs Or
78.56

1. THE U'.DCRSICNEO, HI.T,Cy." CERTI?V TmAT

ThE VATSRiAK. FbH M jrill SERVICE REND E«ED DISCOUNT TERMS
OF C¢XPcNOiITofiCS INCURRED AS SHOWN
OR ATTACHED. IS A TRUE ANALCOR b cays
CHARGE. AND THAT NO PART THE

SAME HAS BEEN PAID

NS

INV,, 027-0242-000

opoered by EdWard f'fOthk

RECEIVED [

r.ftnr 11-41-2-137-470-"303 &-V'-

BELOW FOR DEPT. ACCOU

DATE PAID

02 fdmrv «illo<

NTING USE ONLY

VOUCHER NUMBER

Spuedisol (R) Moore Bus«r.ujs Forms, Inc.-m



lSTATE 0T ALASKA

FIELD PURCHASE ORDEH AND INVOICE

ORDER NUMBER
PRINT NAME OF SEL-ER

Van Waters and Rogers —9bu3?rP./. 229670

ADDRESS OF SELLER i’ DATE OF ORDER

Eox 3551 Terminal Annex 16"&9 74,

Seattle, Washington 98124

DEPARTMENT DIVISION

Fish and Game Game

DELIVER TO.

1300 College Rd., Fbks, Ak 99701l

QT”\?VN ITEM —mmeerf IOESCRIPTIONI ;JRN|‘(;TE totals
Albone hydrogeon peroxice
4/CS 51.20 102.40

l ea. XX-05-163-01
Prepaid Freight 12.90 12.90

gu uGlahi.e

« iTRICTiMNS A PURCHASE ORDERS 107 AL

WL s ermiediion ™ e 115.30
I THE NDE 16 N E.D HEREBY CERTIFY THAT

the mai naﬁurnlsheé,servlcerendered DISCOUNT TERMS
OR EXPENOITU RES INCURRED AS SHOWN

ABOVE OR ATTACHED. IS A TRUE AND COR- “ days
RECT CHARGE* AND THAT NO PART OF rHt

SAME HAS BEEN PAID

av. bn
Q55-7G12-000

ordered v Edward Kootuh

M\EDH\/ /)/) 33 71? 7?a - ]

yor.- 11-41-2-137-470-4303/ o
(Eliz  LtILOJ FOR DEPT. AOOOUNTING USE ONLY

DATE PAID VOUCHER NUMOER

G2 0.11fIfcv 1 701

Spoodiiol (p) Moore Bc/iineti Fotmi, Inc.-rr.

xq



NORTHERN REGION HTiUSINHSS OFFICE

Univ J'RSIty or Alaska
COLLEGE. ALASKA 99701

May' 30, 1974
jul i no 00

Mrs. Wilma W allace

State of Alaska L)ept. of Fish fi Game 1A\
1300 College Road

Fairbanks, Alaska 99701

Dear Mrs. Wallace; i

Enclosed are copies of the invoices for computer center charges that we
have outstanding on your account.

December 1970 $216.21
December 1970 10
January 1971 20.16
January 1971 1.09
July 1971 1.80
August 1971 68.46
August 1971 4.50
December 1971 36.50

F Ibruary 1973
e $/7y.us

We should be receiving the breakdown on services at Arctic Biology from
Joe Nava, and as soon as we receive them a corrected billing will be sent.

The other problem as you know is payment for the Library card for Stephen
Tack. We have no record of having received your check.

If you have any questions on the computer center invoices please call.

Sincerely yours

Accounts Receivable

Enel.

PLEASE f?EPLY DY AIRMAIL



SI Al EOF ALASKA
FIELD PURCHASE ORDER AND INVOICE

onDIR NUMOFR

PR.NT NAMF. OF SELLER

U/A Computer Center 22991n
**DD»<LbS Or bi wL LV.7L OF Cp;icr
< 70
University of Alaska RK8 6-25 -3
College, Alaska 99701
DtPAHTMENT DIVISION
Fish _and Carrie Game
DEWyIR 'TC
1300 College Rd, Fbks, AK 99701
UNIT
CtViev' ITEM s IDI SCRIPTION 1 PRICE TOTALS
December 1970 Commuter Chers 216.31
Account -253-0903-427
"e-eTS FISK) PURCHASE CRDER
?ZPIACES F?U =17027! issued
2/10/71
LS7T RiC 10.".j, rie..Q ~.Khao ORDERS TOT AL
ALL NOT EXCEED <S 1»<0l IN TOTAL AMOUNT
SEINER™? CERTIFICATION 2163]_
Tfl U «1i-S-NNFED nrEE>LVE Ct'-Nf-y TH T
TyiEv . TL Al —w’MSvHIh‘ SLFv.Ct. Pi.ND;.HED D jCOUN T TEMV.S
¢LOvL 0(; A TACV‘FLI\ VSA ‘: w 'ANDhLO“R
£ T ChATrGt AND YK« ' VC PArT OF THE ’ DAYS
SAVE r-iAS bLL.V PA.D
QY Casll— . ommmm"

TTLC I\

ofoerco »y Richard Bishop

RECEIVED BY .

, code 11-41-2-2X131-380-4306 q > -
BELOW (CF. DEPT ACCOUNTING USE ONLY
DATuU PA VOUCHEH
[FIEIN PN

Spcrditcl (fi) Moore fiuiiniMi

STATE Or ALASKA
FIELD PURCHASE ORDER AND .

PRINT NAME OF SFLiJ.rt

U/A Computer Center

AODKISS OF SELLER

University of Alaska

INVOICE

ORDER NUMBER

22S315

DATE OF ORDER

6-28-74

College, Alaska 99701
OCPAF/TMENT OIVISION
Fish and Game Game
DEUVLR to
1300 College Rd., Fbks, Alaska 99701
OUAN UNIT
TITY TEM —— ~(DESCRIPTION! PRICE TOTALS
Commuter Charges for
January 1971 21.25
Acoount =268-0903-427
RES‘I’RICHONb F:LLD PURCHASE OROLPS TOT AL
WILE NOT EXCEED «SI100) IN TOTAL AMOUNT
S1T11lcr-s ¢ tificpagqy o n :
- 1.25
T HyE, t'iXiMFD WCITY CERTIFY THAT . .
7%\%% r. 'MSHCD. SERVICE RENGRE dISCOU, TERMS
0 K i JIT «_ E ri I CURRED Asg'bm
AlIOVE ATTALr.r0 A TRUE AND COR
RECT CHARGE. A O THAT NO PART 0K THE Cb DAYS
SAME HAS fiLEN PAID
NTI.C INV>
ordered by Richard Rlshop
RCCEIVED BY I
fo.DE 11-41-2-131 -3an-<H06 C
CI'A A OE:-OW FO "DEPT ACCOUNTING USE ONLY
DATE PAID VOUCHER NUMBER

02 04 1LV S»/76»



STATE OF ALASKA
FIELD PURCHASE ORDER AND. INVOICE

ORDER NUMBER
PRINT NAME of SELLER

U/A Computer Center 229916

University of Alaska Tti 6-28-74
College, Alaska 9970!

DEPARTMENT DIVISION

Fish and Game Game

DELIVER TO.

1300 College Rd., Fbks, AK 9970!

Ty ITEM —oe ~iDESCKIPTIONI ;EJRN\‘CTC TOTAuUS

ConDuter Charges for

Tilly 1971 - Auqust 1971 6.30

Amount #268-0903-427

o - It FrZ _vivrmet-v.Tem

r — s_Cj

I'rrC —f-. _rie arr.ou.ir .rrf—

S

e i A

S, uLRs C7*I’Iy'aII0n 6.30
oo CLPTif-v T.*iAT Dmm

OR J>.F1%D1"JH‘LS Ih'CuHHLD A5 SHOWN

Ar.ovece 0'- AT*"ACHED. S A TftuL AN CGr DA\B

RLCT CHAHCT A’.]- f>»AT NO PART THE

SAME HV, Dul.*. VMS

_CA «

TiTLC INV .

OKOCRLD nv Ri.c %r/1 Riah =7

ftCCEiVED o ]
- 11-41-27-12~1-2~0£-*'306 u V,

L/ A/ . BELOW FOR DLPT A(mNT”\G U.?LO\LY
date, paid ~VOUCHER NUMLIES

Qs t

Speed iM(n) Moore Business Fom: Irt. ¢

STATE OF ALASKA

FIELD PURCHASE ORDER AND. INVOICE

PatNT NAME OF SELLER
U/A Computer Center

ADDRESS OF SLLLER

University of Alaska

College, Alaska 99701l
Fish and Game Game

DELIVER TO.

1300 College Rd., Fbks, Alaska

"tYt? ITEM woeeeee| (DESCRIPTION!
Comouter Center Charges for
August 197

Account #268 0903-427

RK.STKJC TIGNS ELD UftCHT H <
rtiktU NOI CYCLES ISVOOI IN rOTAL AMOUNT
SELLER'S C ti >iFICATION

1. THE UNDERS.ONED. MLnCUY CERTIFY THAT
THE MATERIAL FURNISHED. SERVICERENDERED
0R EXPINOITUIHIS INCURRED AS SHOWN
ABOVE OR ATTACHED IS A TRUE AND COR

SLAd BENPAD T T T T T

TITLC INV.*
oroereo I _HicharcV-£ishop_
RECEIVED tiY _A__

11-41-2-131-366-/1306 A

ORDER NUMBER

229 917

DATE OF CKDER

6-28-74

99701

UNIT
PRICE TOTALS

68.46

ror ».
68.46

DISCOUNT TERMS

«c days

—BIIOW FOR DEPT. ACCOUNTING USE ONLY

G/ENE PAD VOUCHR NUVBR



STATE OF ALASKA
FIELD PURCHASE ORDER AND INVOICE
*

PRINT NAML O StLLLH MLt M
U/A Computer Center 229913
A[I]-LSSO(gd.LLR DATE OF OitiLH
University of Alaska 6-28-7*1
Collage, Alaska 9970!

DEPARTMENT D\ASO\I

Eflﬂ.l—ﬁﬁd Game Game

1300 College Rd., Fbks, AK 99701l

W [TEM---- IDCSCHI TION WT oS
Computer Center Charges for

December 197! 36.50

Account v268-0903-427

POSSIBLE REPLACEMENT FOR
FPO 190734 issued 2/72 in
the amount of $449.94

mEE'ﬁélelD(s.;zf%%WM U’;LMO
DISCOUNT TTING

® DAS

ORDERItD [iy Flcha™rd JBishop.
RECEIVED BY
JL1=.41~2~131-380-4306 g.~"
UCLOW fOR DEPT. ACCOUNTING USE ONLY
DATE PAID IVOUCHR NUMURR

0?204inrv it ;ci

Spoedisd () Mboir Busiess Foms, e m



STA N10 K le ESEA KCH IN ST 1T 11T h
account,<I, services

Mii;.i o park C.M.IFOSNIA 'nil 1
' John 3. Burns DATE June 7,A\1971
> Alaska Dvynrtruest and Ga;xia
604 Barnett Street/ son; 116 INVOICE No. 902323 Y73

Fairbanks, Alaska vS701

Book: Proa3cell -": for the :->hAnnual Confer:r.ce

on Bi'olo Jaar m Civin;j . l.wirnal t 1/70,

by T. C. . _eniter 1fce /U
Pub- *» 3 = *Be p “Ber 0

icr no. CHECK NO.1CHECK DATE OEJNCI  ACCONT N0  I'VONO  a™r~-s*

| DATE MAILED SIGNATURE ]

FLE COPY



STATE OF ALASKA
FIELD PURCHASE ORDER ANO INVOICE

PRNT NAMVE CF SHLLER
Stanford Research Tnstitute 221 912
ADDRESS CF SHLLER

CREER NUMBRR

Accounting Services

333 Pavensv/ood Ave.

Menlo Parky California 34025
DEPARTMENT DMSON

Fish and Game Game

DELIVER TO

1300 College Rd., Fbks, AC 99701

it ITEMH——- (DESCRIPTION! HRE  Toms
I Book - Proceedings for the

7th Annual Conf,

on Biological Sonar

and Diving Mammals, i

1970 - bv T. C.

Poulter 12.50

QO L. ppp/mp
I ) &agfﬁ tot AL

. 12.50
DISCOUNT TERVE
et A T 0 st o v
ny_ _CA
TITLE SN.*-902523- -Y28.-

ORDERED By  Z"*ohfO Bu”ns /7

RECENVED BY_ L, gsew VY )3
ron? “II'f41-2-"317-+470-4376

Ifl%:\ BELOW < i DOPT. ke™OUNTING USE ONLY
EPAD \J VOUCHER NINEBEA

Spcedisoi® Moor* Qusinosi Forms. Inc.m Jj A/*v
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©RG30/2

02*0010 (REV. 00*73)

MEMORANDUM State of Alaska

T0

FROM:

Ron Lind, Deputy Director DATE: Nov. 19, 1974

Division of Budget and Management

Department of Administration FILE NO:

TELEPHONE NO:

BL
Robert F. Schroeder SUBJECT: 1975
Legal Administrator

Department of Law

In reply to your memo of October we would like two claims
to be included in the miscellaneous supplemental request.

One 1is for $3,683.88 as Alaska"s share of the attorney
fees in Wilderness Society v. Morton and payment was ordered
in April, 1974 by the U.S. Court of Appeals.

The other is attorney fees ordered by the Superior Court,
Juneau in APEA v. State of Alaska in September. We have paid
$346.50 and there 1is a balance of $1,850.00.

The balance in our Judgment account is $1,477.07 which
is in--sufficient to pay these costs.

RFS:J I

Enc.



OcCvuye

C ovington & B ur il ing
§GG 3 IXTEEIJTH STREET, N. W.
WASHINGTON. D. C. 20006

telephone TWX: 710-022-0000b
267> i1n2-R000 telex:00*r-n?
V/P|TF.tfS DIRECT DIAL »iUMOEnN Cable:COV”no
452-6192
November 12, 1974
RECEIVED
The Honorable Norman C . Gorsuch Department of Law
Attorney General
State of Alaska ||Q/i u i\/4
State Capitol - Pouch K m om
Juneau, Alaska 99811 Vj8j9jiojuil2|l2j3[4[5i6
Dear Norm: &

On April 4, 1974, the Court of Appeals entered
its order taxing costs (apart from attorneys®™ fees) in
Wilderness Society v. Morton against the United States,
Alaska and Alyeska. A copy of the order was sent to you
and Guy Martin under a memo dated April 5, 1974. I am
enclosing another copy.

You will recall that at the same time as this
order was entered the Court of Appeals handed down its
opinion holding that Alyeska should pay 50 percent of the
attorneys®™ fees requested by the plaintiffs. The attorneys®
fees judgment is now pending on review on the merits 1in
the Supreme Court.

The costs other than the attorneys®™ fees were
never questioned by us or the United States, and the April 4
order reflects rejection by the Court of Appeals of certain
objections that Alyeska made. Recently there has been
correspondence between Dennis Flannery for the plaintiffs
and Bob Jordan for Alyeska relating to satisfaction of the
order taxing costs. Copies of the letters that have been
exchanged are ane-losed also.

The sum of all this is that Alaska"s share of the
costs is $3,683.88 and we have no reason not to pay. A check
should be made out in that amount to "Dennis M. Flannery,
Attorney,” 5ncC.sent to him at 1666 K Street, N.W., Washington,
D.C. 200"DT".

Sincerely,

1jk William IT. Allen
Enclosures
cc: Guy R. Martin, Esg.



-Si

HxtdiMS Cmtirf iaf

FOR THE [."STRICT OF COLUMBIA CIRCUIT

. No. 72-1796, 72-1797 & 72-1798 September Term, 19 T3

"IKE IEILDEENESS SOCIETY, ENVIRONMENTAL DEFENSE Civil Action Mo. 928-70

[FUND, INC., FRIENDS OF THE EARTH and DAVID

BAnderson, Canadian wild life federation and

| THE CORDOVA DISTRICT FISHERIES UNION, Appellants United States Court of Appeals

for the District of Columbia Circuit
V.

.M

-j ROGERS C. B. HORTON, Secretary of the Interior, FILED — APR 4 1974

9 EARL L. BUTZ, Secretary of Agriculture, and
vji ALYESKA PIPELINE SERVICE COMPANY and

STATE OF ALASKA Hugh e, kune

[ Before: BAZELON, ChiefJudge, and WEIGHT, LEVENTHAL, ROBINSON, MacKINNON, ROBB
1 and WILKEY, Circuit Judges, sitting en banc.
I
l 0 RDER
J on consideration of the bills of costs and memoranda filed with respect thereto,
Lee) it s
Ny, ORDERED by the court en banc that all expenses requested by appellants Wilderness

Society, Environmental Defense Fund, Inc., and Friends of the Earth are approved. Costs
~" therefore are hereby taxed in favor of the aforesaid appellants in the amount of $11, ~
051.65 against Alyeska Pipeline Service Company, the State of Alaska, and the United

States of Anerica. It is

FURTHER ORDERED by the court en banc that the bill of costs is hereby remanded to
the District Court for the setting of attorneys' fees in accordance with the opinion -

filed herein this date.

*n
0)]

Per Curiam

PR—

For the Court

. Kline
Clerk

VDate: April 4, 1974

Opinion for the court filed by Circuit Judge Wright.
DLssar.tin « opinion file : jv Circuit Judge MacKinnon.
Dissent:..:’-, o, inion. in .lcii Circuit Judges MacKinnon and Robb join, filed by Circuit
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r-vv->mv :

IN THE SUPERIOR COURT FOR THE STATE .QEEJALASKFfcrior Crln
Su;c d” Ak, Fins bsirc:

FIRST JUDICIAL DISTRICT a |b«b (

ALASKA PUBLIC EMPLOYEES

) ECO.
ASSOCIATION, et al., i0 Judith R. </&r.es>jClerk

-1

Plaintiff €6 By
w A - 05
VS t* mo , BILL OF COSTS

M § 2 sa

STATE OF ALASKA and COMMISSIONER 7 ° fe » o, T2-208
. u

OF ADMINISTRATION, JOSEPH R; HENRI ﬁﬂ %: %E

Defendant

Judgment having.been entered in the above-entitled action”on”~the

10"~ day of S k J 1911/ against the JLefe nts
the Clvsrk is requested to Lax the following as costs;

BILL OF COSTS

Fees of the clerk ) A 30.00

Fees for service of process.......... (o e meeeeeeeeaeaaaa

Fees for part for all or ény part of the

transcript necessarily obtained for use In case.......cuuuuun. $
F&es and disbursements for printing....ocoeoiomimimiaiaiaaaana.
I7ees for witnesses (itemize on reverse side)..  .oiiiiiioeoeanaaan. $
t
#Fees for certified copies of papers necessarily
obtained Tor use INn the CaSe. . . .o iiiiir i i ce i
Docket fees (If any) .ooooooiiiiiiiiaaaa.. $.
Costs incident to the taking of depositions ... .. ... ... ..o .o... $
Costs as shown on Mandate of the Supreme Court.....................346.50 -
Attorney Fees c 1850.00 v°
NOTE: The-State has already paid the
$346 50,/shown on the Mandate of the Total $2238.50__
STATE-0"F~ALASKA ) Supreme Court.
)
First Judicial District )
I, Willihm B. Rozell do herebylswear that the foregoing costs

are correct and were necessarily incurred in this action and that the
services for which fees> have been changped were actually aad piEeassdbicily
performed. A copy was this day mailed tothe Attorney Gen- with- postage

fully-prepaid-thereon. h.\d o/t ;%5 S * oy gLral- o, Ny
73] Ll :
Attorney for Plaintiffs
Subscribed and sworn to before me this 16th day of September , 19 ,
at Juneau , Alaska.
L-i. /7
Notar ublic for_ Alask
My co%m?ssfon expires 0fo /1l
Costsrare hereby taxed in the amount of $f U~AA.~ 2 his ETFfV-*-dav
Se - N, 19~7SC- O«
SERVICE ANIj RECEIPT OR COPY >AnUZM v v

acknowledged this > / day of
Sr-nt"-rber, 1974.



SUPREME COURT OF THE UNITED STATES :
OFFICE OF THE CLERK A ”
WASHINGTON, D. C. 20543 bo- i*>

March 27, 19,Z8~~ w

tf 4 70>
Norman C. Gorsuch, Esquire £ M "7 N H
Atty General of Alaska > S*Cl., a.
Pouch K, Capitol Bldg. GTAN '™ e IN
Juneau, Alaska 99801
Attention: Mr. Charles M. Merriner

RE: Davis v. Alaska, No. 72-5794

Dear Mr. Gorsuch:

The mandate of this Court in the above”entitled case
has been mailed today to the Clerk of the Supreme
Court of Alaska.

As this case was reversed with costs, the following
item is due and payable to the Clerk of the Supreme
Court of the United States: ~tC f(M A

i i oA fo , (1
Printing of record $1,515.00

Kindly forward your check for the above amount to the
Office of the Clerk, Attention of Mr. Edward Faircloth,
at an early date.

Very truly yours,
MICHAEL RODAK, JR., Clerk
By cZfVrujs& Z &

(Mrs.) Evelyn R. Limstrong
Assistant
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STATfc
of ALASKA

TQ F

Mr. Ron Lind, Deputy Director
Budget and Management
Department of Administration

n

I
CATE January 16, 1975

Mr/ Wohn M. Daugherty, Director SBECT. Request by payees for payment

Treasury Division
Department of Revenue

The following is a

of "Stale Dated" Warrants for
Calendar years 1973 and 1974,
Totaling $3,914.84.

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 their warrant

as evidence that the item had
because of Stale date.

This listing covers
1973 through November 1974.

not been paid. In checking our records of redeemed

warrants the items listed below are legitimate claims and have not been paid

a period of approximately two years from February

House B ill 482 covering the 1973 warrants (copy attached) was presented
to the 1973 Legislature requesting an appropriation to allow payment for the
1973 items, but died in the Ways and Means Commituee. Since these items continue

to remain legitimate claims,

| am including the 1973 requests for payment with

those received during the calendar year 1974 in the following listing:

Fairbanks Clinic Building $ 32142
Charles F. Wayer, Jr. 167.50
Lynn E. Kriley 21.91
Doyle M. Jowers 100.00
Joe Chin 2.94
Dr. L. A. Johnson 80.00
Henry F. Svetina 15.00
Maxine R. Graham 500.53
Internal Revenue Service 182 58
R. C. and L. C. Sears 3.00
Verona Bowles 11.35
Susan Bullock Stone 18.32
H. L. Kirby 35.58

Mary E. Bahr, Administrator
of Estate of Peter 0. Bahr 310.26
United Vill Volunteer Fire

Department

JMD:il
Attachment

2,144 .45
$ 3,914.84
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16

7

2l

23
24
25
26

27

29

Original sponsor: Rules Committee by Offered: 4725774
request of the Governor Referred: Rules

IN THE HOUSE BY THE FINANCE COMMITTEE
SENATE CS FOR HOUSE BILL NO. 482
IN THE LEGISLATURE OF THE STATE OF ALASKA
EIGHTH LEGISLATURE - SECOND SESSION
A-BILL
For an Act entitled: "An Act making supplemental appropriations for miscel-
laneous claims; and providing for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. The sum of $17,043.27 is appropriated from the general fund
for miscellaneous claims as follows:
(D Department of Revenue for stale date warrants $1,209.30 iL--
(2) Department of Public Works for vendor claims
against the division of buildings $2,744.70
(3) Department of Administration for vendor
claims ! $ 178.65
(4) Department of Administration for final
payment to beneficiaries and estates of deceased persons $2,712.37

(5) Department of Health and Social Services

for vendor claims $8,661.65
(6) Department of Commerce for vendor claims $ 2160
(7) Department of Law for assigned court costs $1,515.00

# Sec. 2. This Act takes effect on the day after its passage and approval

or on the dayit becomes law without approval.

-1- SCSHB 482

nmnsan



WLLIAVI 4, [GAN GCOERNCR

March 27, 1974

The Honorable Clifford J. Groh
Alaska State Legislature
State Capitol
Juneau, Alaska 99801
Dear Senator Groh:
I am requesting that HB 482 "An Act making supplemental appropriations”for
miscellaneous claims; and providing for an effective date” be amended to provide
funds for one additional stale dated warrant received by the Department of
Revenue. This bill should be amended as follows:

change line 11 to read

(1) Department of Revenue for stale date warrants §$1209.30

The Department of Revenue should be contacted if there are any questions concerning
this revision or the attached documents.

Sincerely]

Richard Freer, Deputy Commissioner
Department of Administration

Attachment

cc: Jay Hogan
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r nemfA” Fvr-] N Arsglj * % A
iVi_o/\'i_yi"_-_ *A ] A S fcfa of Alaska

TO r hr. .rv. Lire

, ——iroe.ter, \[?.I’F m cnt
date : Kerch 22, 197U
°C
[
) subject: Rccuc”t for additional a."orcpr
FROM: for o"T.ent of dime -alee
7errant.
p-. o . Grnhr..i delivered the follc.rinr described
"moll /errant; roe. Zostin:; if pose ole. that it bo included in -
recue/it for ..t of otr.lo lance. -..nrra/vee.

A 04 Tq'tt-'o UFTIMe @elh ~y 11?2 <¢ Ahe ar- mt of $ £00.53

Ay kr - ' *BNTP* 4 cuoto- *” of *errant ro“ctration section.



02-001

TO:

FROM:

=K A

/\n tti/

Mr. Ron Lir.d DATE: 12/3/73
Eudgets and Management
FILE NO:
John M. Daugherty subject: Stale dated warrants for
Director of the Treasur which appropriations are
requested
Fairbanks Clinic 51dg» Corp. -------——-——-- $321.1*2
Charles FO Mayer -——————————— o~ 167.50
Mr. Lynn E. Krilsy--——-————————— 21.91
Doyle Joners -—————————mmmmm 100.CO
Joe Chirn-——-—-————me e e - 2.9k
Dr. L.A. Johnson--———————————mm - BO.CO
Mr, Henry F. Svetina-----——-————-—————————- 15.C0
Total $703.77
50 J.53 late request ( see letter in
——————— f-"lo) rs att"ched.
Total $1,209.30






1 _G
06-52-40-02 STATE Or * KA
IMSY.ic; INTW. at [tWE0 TREASURY V/ARRANT

8g71.i‘:5 pate Cf .ﬁﬁ?ﬁ!wm
asy.85 Iw

DATE OF 'SSUE

o™MolYt- PAY

TOTHE MAX INC R GRAHAM
ORDER OF

500.53

©22252""005

H w 154550

® PAYROLL

****5G0.53

PROI2772

ti*.u



FORM Qz-00IB

M E M O R A ND UM State of Al aska

10, p

from:

lir. Ron Lind
Deputy Director, Budget Management

A DATE : March 22, 19TRU
J/C%.H D hert
onh n. baugherty . SUBJECT: Request Tor additional appropriation
gir, Treasury Division for payment of Stale Dated
warrant.

On this date Maxine R. Graham delivered the following described

Payroll warrant, requesting if possblc that it be included in whe appropriation

request Tfor payment of Stale Dated warrants.

Warrant No. 1.5U5?0 dated Jan 31, 1972 in the arm mt of $ 900.53

Original arrant in custody of warrant redemption section.



STATE

of ALASKA.
TO: . DATE:
Mr. Ron Lind
Budget? and Management
FILE NO:
from: JOAN Daugherty subject:
Eirecto.." of the Treasury
Fairbanks Clinic Bldg. Corp. $321.U2
Charles Fo0 Wayer 167.50
Mr. Lynn E. Kriley 2191
Dovle Jovers 100,00
Joe Chinn 29U
Dr. L.A. Johnson 80.00
Mr. Kenry F. Svetina 15.00
Total $708.77
ITferinn R. Jré&hnw 5, .73
Total 1,2)9.30

02-001

1273773

Stale dated warrants for
vhich appropriations are
requested

late request (§seq letter in
ied,

-—- file)as att”
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STATE " ..*SKA

TREASURY WARRANT

»
AS 37.05 1SO

date of ILE
01-31-72 PAY
TOTHE MAXINE R GRAHAM - *
DR CF
500.53

i:+ 25E«'00 5 EH

Hn? 154550
PAYROLL

****500/\53

PROL2772

\ \/3J:
'V 1 g
h r

A -<lvl
>UCr amjcutuikm

/000005005 3/



BY 171E RULE"™ CCI®"?MNITTEE BY
1 IN THE SENATE REQUEST CF THE GOVERNOR >

- B SENATE BILL U
! IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTIl LEGISLATURE - FIRST SESSION
A BILL
For an Act entitled: JAn Act making a special appropriation for the payment
of miscellaneous claims; and providing for an effective
date.™
EE IT ENACTED BY THE LEGISLATURE OP THE STATE CF ALASK\:
* Section 1. The sum of *75,910.68 Is appropriated from the general
fund for the fiscal year ending June 30, 1975 to be allocated as follows:

Department of Administration, final payment

v to beneficiaries and estates of deceased
persons $2,712.37 -
Department of Administration, vendor claims 172.65
Department of Commerce, vendor claims 21.60 L" ~
Department cf Education, vendor claims 7,950.S3 I”

Department of Fish and Game, vendor claims

Department of Health and Social Services,

vendor claims 9,302.51"
Department of Law, assigned court costs 7,0-iG.So " &
Department of Public Uorks, vendor claims 13,26 ".157r1 f
Department of Revenue, stale date warrants 3, rifr.s*r

*><5,910.58

G Sec. 2. Tills Act takes effect immediately In accordance with AS 01.-

10.070¢0).
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