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522 FIFTH AVENUE
FOUNDED IN 1932 

P.O. BOX 1330 FAIRBANKS. ALASKA 99707 907-452-1761

February 23, 1973

Mr. Robert Lesher 

Administrative Officer 

Department of Administration 

Pouch C

Juneau, Alaska

Dear Mr. Lesher:

Mrs. Stella M u c k e n t h a l e r , manager of the Pioneers' Home, has suggested 

that we write to you in reference to the unpaid bills for Helen Callahan.
These bills date back to February 17, 1968.

As we explained in earlier correspondence to Mrs. M u c k e n t h a l e r , Mrs.

Callahan did not have coverage under the Medicare Program for services 

she received in 1968. This was verified to us by communication from 

Medicare, dated April 8, 1969, wherein they state: "Expenses were incurred

after September, 1966, the date your coverage terminated due to non-payment 

of premium." A  copy of this communication is attached.

T he billings for 1970 services (December 7, 1970) were submitted first to 

Medicare on February 15, 1971, and no response was made. These charges were 

resubmitted on July 2, 1971, and on July 9, 1971, we received a communication 

from Medicare indicating that these were duplicates of charges previously 
submitted. It, therefore, is apparent that the original claim was received 

by them. Inasmuch as we agreed to accept the assignment and did not receive 

payment, we can only assume that payment was not made on the basis that the 

$50.00 deductible required was not met. These charges totalled only $47.60.

We will appreciate an early review of the charges due and an equitable s ettle­

ment. Copies of the billings are enclosed.

Re: Helen Callahan

Very truly yours

P M : ch

Enclosures: As stated

P. Mayr

Credit Manager

Gonora! Suryory
A. J. Schaible. M.D.
J. K. Johnson. M.D.
G. B. Murphy. Jr., M.D.

Obstetrics * Gynecology
J. M Ribor, M.D 
J. A. Worroll. M.D. 
Philip W. Hordie. M.D

Intornal Modicino
G. W. Straotsmo. M.D. 
G. L. Walkup, M.D.

Gonorol Prnctiro Podiatrics
J. M. Ribor, M.D. N. F. Dooly, M.D.
R. D. Evans, M.D.
R. 0. Honok. M.D Ophthalmology
C. W. Townsend. M.D S. K. Dickshool. A 
W  R. Ricklols, M.D.

Orthopodici
E. Lindig, M.D.
P. B. Hogglond. M.D. 
Young Ha. M,D

Administration
J. P. Colwell 
J.R Hlinka

Anesthesiology
H P Lee, M.D.

Radiology
Abram Cannon, M.D.

S. K. Dickshool, M.D Physicians Assistants
J.L. Ealos J.J. Winklmann
R.J. Mcllvoy Kon Ryther



822 FIFTH AVENUG
F O U N D G D  IN  10 32

P.O. UOX 1330 FAinOANKO, ALAOKA 00701 432-2127
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/ I
IN A C C O U N T  WITIls Helen Callahan A C C O U N T  NO. .4-130825

11
OCT. 20, 11

Date Doctor , Service

2/17/68

3/8/68
3/15/68

K i n n  •*.

Kinn '

Kinn

Office Visit

Office Visit 
Lab' - UA

I I *
I. .If {.

3/16/68

4/18/68

Straatsjna

' Lab - CBC 

■ Lab - FBS 

\ Lab - BUN 1 I

Kinn

4/28/68 

4/28/68' 

6/17/68 

6/17/68 

7/3/68 .

Straatsma

StrnaLsma
Kinn

Butler

Kinn

.12/31/68 H a n e k  

2/25/70

3/13/70

3/18/70

12/7/70 Lindig

Office Visit- :

I" EKG . ’1 ■

’ Lab - SGO-T 

, . Hospital. Surgery 
Hospital Surgery 

Hospital Visits.. 

Hospital Consultation 
. c Office Visit . < ,  

Payment 

Office Visit 

•' Payment , .

j. Office Visit 

., Lab

■ Lab - ;

Payment 

. ■ Payment

O ffice Visit 

X-ray, knee 

.Supplies & Material

C h arge ’ / Credit. ! B.\lMl

I'- , i.

I.' ; 8. 50 

r : 8.50 / i 

■ 5.50/ ; 
,!: 110.50

! i

I
*• I

' ,1 ,10.50

. .10 .50 !

i .. ii i !

•i
1-. i : 8.50 

20.00 
13.50 

640.00 . ..

300.00

|70.. oo
0.1. .135.00 •; | , •
. - • "  30.00, ii; ill ,

. I '30.00

2 5 .oo :

25.00

i . " 
i i
• -3 . i . . * 1

I

' 8.00 
-I 6.40 J  '9.60

• I •
: |* ' i •

6.40 |

•: 9.60

20.00
2 5.60,

2.00

I

■ i

Finance Charges 7/18/70 thru 9/20/72': $280.56

• » m

$1196.|

I I.

MEDICARE FILED JUNE, 1968

OCTOBER, .1968, PIONEERS HOME RECEIVED L E T T E R  FRO M  MEDICARE STATING'THAT P A T I E N T 1 S \ COVERAGE 

HAD TERMINATED in 1966 DUE TO' NON-PAYMENT O F  PREMIUM. . ' ; . . I 'L

Otn.rol  Jurg.ry Obiltlt ln • Ofntto log / Inltrnal Mtdltlnt
A, I. Siholblt, M.D. )> M, fllbof, M.D. ' «. O, W, Slroolsmo, M,D.
I, K. Million, M.D, J. A. Worrell. M.0. , 0 . 1. WalKup, M.O,
0 , n. Mur|ih>», l h i MO,

Oimral Frntllc.
J. M. Ribor, M.O, 
H, 0 Evnni, M.O, 
ft. Oi llliimtii M.Pi

Podlalf lei
N, F, Dooly, M.D, 
C, S.Wu, M.O, 

nplilhnlmnlng/

Orlhop.dlci Admlnlij
E.llndlg. M.D, . J, P, j 

I P, 0, Mogglond, M.O,

a m M M
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LI FE&CASUALTY

NOT i f  I CAT! ON OF CLAtiVi
d e t e r m i n a t i o n

MIC Number L> 7<-/ ~ y 3 ' IL LI I 

Date________  ̂ ~ j  I______________

(~| £  L C N) C f)LL A i l A i ) ______________

_ p [-Air ,• ^ h\ phi- . A  ,.q/i y

_ E a  0  iV -L lhC  i  A  L •- /<! A ■•-?■■/ 7 J l

<r-

We are unable to make payment on the attached bill(s) because:

0  Expenses were incurred prior to____________________
coverage. _____ ________________________

, your effective date of

Expenses were incurred after -S> lrPT  I iw b  , the date your coverage
terminated due to non-payment of premium.

0  The Social Security Ad minis tr a ti o i i-h as_a dvise d us that, you are not ^Sailed
under the Supplementary' Medical Insurance £laij.^ _

0  The Social Security Administration (Jap^MMseX us that tft«/ h ^ ^ n o ^ eco rd  of
coverao^^H-iyuu1 bT'^b^Njj.mtf^rnd' Claim Nun£^fe^!l^uDmitted to us. Please 

these items ca

ôu have aa*f*miestions regarding the action taken on this claim, please contact your 
nearesT’Social Security Office.

/Etna Life & Casualty 
Medicare Claim Administration 
Yeon Building 
522 S. W. 5th Avenue 
Portland, Oregon 97204 
Telephone No. 222-6S31

6 0 M  F. VC i MNJ, (A.O.

( SO -k ( 3  S U  

r  A t 0 M S- ^  h  L  3  L  K  A tf'l I

(M R -69238 -3 ) C A T . 15251A
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i / n ^ g i j h i
■
kx-. »• -4‘« | i4k * . H l < U « k l u J

LIFE & CASUALTY

r<U 111'IL. A  < tOiM O r  Cl/-iWA i' 
D E T E R M I N A T I O N  ' ! I F T f t f l . ' f a  fiA f T D r ?

=a '1 M  l\\ 1 . ' •“ u Ĵ a Li vi^L/““u J  Lj Li:

l-lcfal (dllfllten

Beneficiary

HIC Number K l  9  ̂  / /

Date lk / / j/ ________________________

r?(P-J !  Z  C ^ O l /

l O a / j V i K  /-)/<.

We are unable to make payment on the attached bill(s) because:

D The plan excludes Orthopedic shoes, except when used as an integral part of 
a 12g brace, and other supportive 'devices of the feet.

□  The plan excludes services and supplies in connection with the care, treat­
ment, filling, removal or replacement of teeth.

□  The plan excludes the services of a Private Duty Nurse,.
1 i

□  The plan excludes purchase of supplies not directly administered and charged 
by the physician.

□  The time limit on filing claims for these charges 'has expired. Please refer 
to "Your Medicare Handbook".

■ i : i .

Cl The plan excludes treatment for flat fool: conditions, subluxations of the foot 
(structural misalignments) and routine foot care which includes removal of 
corns, warts or callouses, the trimming of nails and routine hygienic care.

j\7j I ! ' ( ' !  ')<<■ I /, ! I ' s Q i  f \ Q )  p a l  / / < ( ■)('../ r i ,  i j : U : a r L
1 j ' T ~ T  , I

If you have any questions regarding the action .iken on this claim, please contact 
/Etna Life & Casualty, Medicare Claim Administration, Yeon Building, 522 S. W. 5th 
Avenue, Portland, Oregon 97204, Telephone No. 222-6831.

f  Liixh^uJfS. ' 0

& W 3 3 0

f j u / x v i k / l k

PHYSICIAN OR CiUPPLIPR CAT* m 'm



L S .

\ " h  MEDICARE CLAIM ADMINISTRATION
' 300 YEO.'t BUILDING

C o p y  f r o m  
y o p r  HEALTH 
IN S U R A N C E  
C A R D  A

V

NAME OF OENEFICIARY (Patient)

C U L A H A ' l ,  I I F L P I

. —  ... .. j  PORTLAND, URtGuil 97204 
UFE U CASUALTY 222-6S31 CLAIM NUMOER

f i 7 A - 2 2 - 2 7 F a . i l □
MALE fT |  "EM

P A R T  1— C L A I M S  I N F O R M A T IO N — T O  B E  C O M P L E T E D  B Y  P A T I E N T .

1. D escribe  the illness or  injury fo r  which you  received treatment. ( Y o u  d o  n o t  n e e d  t o  c o m p l e t e  t h i s  i t e m  if y o u r  d o c t o r  c o m p l e t e  

P a r t  1 1  b e l o w )

2. W as your illness or injury connected 
w ith you r em ploym ent? ■ □  YES □  NO

3. A rc  you  attaching itemized 
receipted bills? □  « s

0z□

4. A S S IG N M E N T : D o  you  want payment fo r  an unpaid bill m ade directly to the physician o , supplier? yes Qj  no

A U T H O R IZ A T IO N : 1 authorize release o f  any inform ation required to act on this claim  and permit a photographic or othi 
facsim ile reproduction  o f  this authorization to be used in place oi' the original.
R E Q U E S T  F O R  P A Y M E N T : I am requesting paym ent cither to m yself or  to the party accepting m y assignment for  the medica 

( insurance benefit, if any, payable for  the reasonable charges for  services or supplies described. W here payment is assigned. I under 
stand I am responsible for  the deductible and 2 0 %  o f  the remaining reasonable charges.

5. S I G N A T U R E  (Patient o r  authorized representative) D A T E  S IG N E D

(J. A D D R C S S  (S treet address, City, Slate, Z IP  C ode) T E L E P H O N E  N U M B E R

P A R T  I I — R E P O R T  O F  S E R V IC E S — T O  B E  C O M P L E T E D  B Y  P H Y S I C I A N -
This Part, In c lu d in g  Physic ian 's Siena*' 
N eed N ot 3e C om ple ted  If  Paid, Irerr.i 
B ills  A re  S ubm itted .

7. a .
D A T E  O F  

E A C H  

S E R V IC E

D .

P L A C E

O F

S E R V IC E 1

C .

F U L L Y  D E S C R IH C  S U R G I C A L  O R  M E D IC A L  

P R O C E D U R E S  A N D  O T H E R  S E R V IC E S  O R  

S U P P L IE S  F U R N IS H E O  F O R  E A C H  D A T E  G IV E N

D .

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

IN J U R Y  R E Q U IR IN G  S E R V IC E S  

O R  S U P P L IE S  (Diagnosis)

E .

C H A R G E S

Leu*. 
i Ion

'12/7/7° 0
U

Inter HET Q o % n  pp. Lindiq 

Standi no 7355°
Arthritis (moderate) in k e e n i n g  w i t h  aduanrdH 20.00 

or; £0

both knees 

Ace bandage 9 0 0 7 0 2.00

s. N A M E  A N D  A D D R E S S  O F  P H Y S IC IA N  O R  S U P P L IE R  (N um ber and street, City, 
States ZIP Code)

Fdvin Lindio,  d r . ,  *1.0.
Fairbanks Medical A Suroinal Clinic 
n9v 1.730
r,vj rbnnks, M a s 1'.a 90707

T E L E P H O N E  N U M O E R

C O D E  N O ,

S. A7.P9

I A C C E P T  A S S IG N M E N T12. A S S IG N M E N T  O F  I’ A T II iN T S  B IL l.
( S e e  r e  verst')

13. S IC .N A T U R E  O F  P H Y S IC IA N  O R  S U P P L IE R  (A  physician's sigiuttttre ccrltHrS that physician's
| , sendee tl u  cre personally rendered It}  h im  nr under Ills pcjsnnal direction)

'/ L ^ U ^ c . ) u  ̂  ye
• I . - p .

>0— Dodor'i Office 'IM— Inpallyif Moiplfol/ friended Core facility OL— Oilier location# ( S p e c i f y  in 7 0

II— fndcpgndrr,* Inbcrolory (riivt noroca n d  odd/ciMfl 7 0  t  ̂ II— PoHcnl*e Home OH— Oulpnllrnt Hoepltol NR— NM/rwi'j

« II r.‘A , • n  A ̂ if *



FORM 02-00 IB

i .

M E M O R A N D U M

TO :: r

FROM:

Myrton R. Charney, Director 
Division of Budget and Management 

Department of Administration

Vern Roberts, Director \j.r~r 

Division of Administration 
Department of Fish and Game

S t o l e  o f  A i a s k o

0 -"Vo
b u d g u

d a t e  : January 25, 1973 1

s u b j e c t : Requests for supplemental
appropriations, old billings

The Department of Fish and Game respectfully requests a supplemental 
appropriation for the following two billings:

1. Service Electric Co., Inc. - Invoice #8514 - dated 3/19/68 in the 
amount of $83.00

2. Western Alaska Airlines - Invoice #6825 - dated 5/16/69 in the 
amount of $244.00

We have attached copies of all our material with reference to the above. 

Thank you.

cc: Accounting



S E R V I C E  E L E C T R I C  C O . ,  I N C

744 WATER STREcT .  KETCHIKAN, ALASKA 99901
SERVING SOUTHEASiERN ALASKA

8
■ i > v O  i v» _

T_cl /■', /  ■/ C f 7fgf- A A f - t * -
/  ' f) T~ X~ ■°E~" /*- ̂ 'y

AOOKISS @LSr.e*~A\JL—P-IJ-A- \ HOX--------- --------------j f  1_1_-T 

JCSCITY
Ql/ANTlTt

/

PART N U M B E R

. y c

D M E J ?  • /  /■

•JAl {

DESC R IPTIO N

^  ^  * * - *  

# 6  / / / ? - #

del n

1 \ 
I

Jt
,y

A :

)

/■ c

uf
a/

f

T A X

c.v.n;: -r oi 

IN V O IC E

l l - .R M S : N F T

'io Jt’.lI *••!! !■ 
aiI’i i>u* pr".i'i 
{..io ■'! itnuut* 
rliu><|u ».i 'o.*" 
gui'iit untflt

____________U .

hatc smtped

u n .t
PRICE

r
T O T A L

\ n

! It

a s

• ircr;i<» I for »rr>li* mi'itu illuiiifH 
i,.’i Iiurit.u i l.il'Oii (l.tin.M p*t .1 unil 
. «onij-un 11< <| i »lt A l<*n |tfiu*><l
i iiii.Ii "f rti lr titulii (>•' (ill f** i'IT' I 
uni j>i tUii'Ti"! i* bfi»., lUUiL.e in

c it of on c»’f po> I Oot'di cut oi n»ficliiit»*J Io erJei o»a

Out r • »i»oo»ib 'lily ft o»o* r f l i ’iiw ;l  ̂ la 'ior» 
t>oi Viiioo cwmpnny Tb % b j h9trn».|* d*t  •'nn-#-! r.»* . 
il Oia pur<hu\cr iwinanol '• Itl'i oi*
Ud niti Of binl'vi1!. c i »~#J Pncoloi# id*
i«<t o (lmnij* Mll'O .l Of/tica 'nHrotl nil' be -bury#-! a* 
(Mil duo o(cownli

i



Form 07-06

•. -r e p l y  m m S l a b 3  o f  A

1M E S S A G E R E P L Y

U jretf O v c i r s t r e e t *  A d m i n i s t r a t i o n  DATE 3 - 1 0 - 7 2  
.T u aeau

t o___ DA TE
/ ' V  /?'' / / (. h r

!’.e; S e rv ice  E le c t r ic / S  '{/ '‘f-

r'.: * u> / ‘ ' //Sa  Z / / 4 '

Finally got to the loft, diur't think I'd 

ever ■< ale it. A n y w a y  found oat ttiu f o llowing

FFO 130293, Ed Vo 653166 on 5 -6 -63  
FTP 131004 ,  -pd Vo S4408Q ou .4 -2 -62  tt*u // 
F?0 131018 , no record  o f  th in  in  any o f our 
______________rile^y . ivb./ V ...........................

 I  r e a l l y  am  s o r r y  i t  t o o k  s o  l o n g .

V
signed Account in * TA Innyalde

F / %  J.3J..Q.l SL

/ / £ / £ £  M M r t £ r t  A c e  7 4 s  6  

•/■ r ■' . /‘O '  ___

/  /  iJjfkL (ft & ( s  / £ &  0O'i‘:£ -

/» £ A f7 A k  J M d P A /J T /0 4 J . ...

/ /'•'i 5 & 4 / P { A / i <  /.t Z & l  / /i/i/jO A  &£■

M  c  y~2> / c c  su  ( f __

£ p / l  / 1 c ~ ‘& ' U - ____ ___  __________

G o f f . ’ / ! c c t * * &  ..........

1 . KEEPYEILOW copy. 2. SEND WMIIC AND PINK COPIES WITH CARBON INTACT.

SIGNET

I. WHITE I:SPIV. 2. OEIACII STUB, KEEP PINK COP'. RETURN WHITE COPV TO SENDER.



n o . 6825 DEPT.. -DATE.

NAME

&■ / < *  U ?

ADDRESS. 

CITY_____

sciD er CASH C O. D. CHARGE ON ACC'T MDSE. REID. PAIO our ■a a;.

QUAN. DESCRIPTION PRICE jj AMOUNT

-'l
L.̂ . _  ...- y y r

JL?si. / Z A t C .  ~4Pj£?.

< ? / < £ / /

4W
1
’1

5 •* c 3  a * ?^CS'
<
AC

/? /  Z / u u u ^ c  : J
^  I

’ /
/;

:■

I
4 R

■

1
BiR
i ■i ■

1i I
I2 '■

13 * ! * w 00 |

CUSTOMER'S 
ORDER NO.

Redifprn
KEEP THIS SUP FOP Rc.FERENr F
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DA TE T O , _________ DA TE

. ' R e n * • S f a t e  o f  ' A l a s k a

J s s m

I. WRITE kEPLV. 2. DETACH STUB, KEEP PINK COPY. RETURN WHITE COPY TO SFNDER.
iJ

I. KEEP YEUOW COPY. 2. SEND WHITE AND PINK COPIES WITH CARBON INTACi

<^c. S' / 2 ^ .  r^-

SIGNED



02-001B

S T A T E  

o f  A L A S K A

TO: r

Thru:

FROM:

M.R. Charney, Director 
Dept, of Administration 

Div. of Budget &  Management

Roger G. L a n g e y r a m p t r o l l e r  

Dept, of Healtfn Spiral Services

R ay Davidson, Fiscal officer 
Dept, of Health &  Social Services

date : March 1, 1973

subject: Statute of limitations
outdated billings

The attached billings were not submitted for payment by vendors 

until after the statute of limitations required legislation to process 

them (2 years after service). We would appriciate legislative approval 

for supplemental funds to enabling us to make payment to these vendors.

Regular Billings 

Medical Billings

1996.25
5398.02

Total 7394.27



I
t

H e a l t h  & Social Services 

Outdated Billings (Medical)

Alaska Clinic
ii n
'I ii

J.A. Baldauf MD 
ii ii ii

ii ii ii

G? Blankinship M D

Blood Bank of Alaska Svs

R W  Carr MD

Josehp Cummings DDS

G P Dittrick M D

Doctors Collection Service

L David Ekvall M D

Hugh B Fate

Fairbanks Med & Serg (M. Cameron)

" (Townsend)

" " (Bradford)
"  n ii

" M n
ii ii it
"  ii ii

" " (Ratloff)

" " (Kirby)
ii ii ii

Fairbanks Comm. Hospital 

Fairbanks Memorial Hospital 

Leonard D Ferucci M D

06-35-6-350-330
I*
II

0 6-35-6-150-330
tl
It

06-35-6-. 50-3S0

06-35-6-350-350

0 6-35-6-250-380

06-35-6-400-380

C6-35-6-350-3S0

06-35-6-350-330

0 6-35-6-150-330

06-35-6-' 30-380

06-35-6-250-380

06-21-3-2-0-384 

06-21-3-2 0-334 

06-35-6-3 0-380

Page #2

81.00

15.00

15.00

21.23

4.00

112.00

2244.90 

2 S. 00 

10.00 
3.20 

5.00 

34.40 

10.00 
22.00 
12.00 
12.00

111.00

137.23

13.20

25.00 

9.20

60.00 

140.60

50.00

42.50

5.00

2331.50

30.00

44.00

30.00



page #2 continue 

Miles H  Fritz M D  

H ar b o r v i e w  M e m o  Hospital 

Hicks Boarding Home 

Holmes Johnson Clinic 

W  R Jones MD

Credit Bureau of Ketchikan 

K e tchikan Gen Hospital 

Ketc h i k a n  Med Clinic 

Eduard Lindig 

J VJ M o rtenson M D  

Nelson M e d i c a l  Group 

Sitka Com m  Hospital 

M a r t i n  Slisco M D  

T anana M e d  &  Surg
If I) II

V a l l e y  IIosp. Palmer 

E M  Voke M D

06-35-6-350-380

06-32-2-200-360

06-35-6-350-380

06-35-6- 350-380

06-35-6-350-380

06-35-6-350-380

06-35-6-350-380

06-35-6-350-380

06-35-6-350-380

06-35-6-350-380

06-35-6-340-385

06-35-6-310-384

06-35-6-350-330

06-35-6- 50-330 
06-32-2- 11-380

06-35-6-350-380

06-35-6-350-380

49.00
45.00

104.00

30.00

150.00

80.00 

9.00

73.50

353.30

69.00 

424.89 

137.60

60.00

44.00

25.00

94.00

44.00 

620.00

Total 5398.02







S T A T E M E N T  »■

T H E  A L A S K A  C L IN IC
“A rrofrarianal C o r p o r a t i o n "

825 L STREET P H O N E  272-4551

A N C H O R A G E .  A L A S K A

July 28, 1972

Departmentof Health &  Social Services

Re: Pat Knott 92-0036732

T R E A T M E N T CHARGES C R E D I T B A L A N C E

4-27-70 Office call Dr. W l e land 

M e d i c a t i o n

8-4-70 X - r a y  Chest Dr.Wieland

Larnex

9-15-71 O f fice _caiib- 

Q*T5-/l Pat h o l o g y Df * Dunrr

12.00
13.00

V  ' •nrp r'ir
-Br —-Cart i -a—

V 16.00

J S 4 0 .0 0 ./; 
•— r2roo~*
— 2&7dfr

c-
* ’ J

a'-1'.-o
V

. \ y
°S>y

... ^
• V

y-' r**'

t lTjOO*



T H E  A L A S K A  C L IN IC
l*rofra tiona l C o r p o r a t io n "  i 

823 L STREET P H O N E  272-55S1 *

A N C H O R A G E .  A L A S K A

July 28, 1972

Department of n ealth &  Social Services

Debbie Knott dtr. of Pat Knott
92-0036732

6»ol,l"'0 p-M-ee— l JxT
T,nh; s t rap



S T ATEMENT

* THE ALASKA CLINIC
"A P rofcttlcnal Corporation ”

823 L STREET P H O N E  272-4331

A NC H O R A G E ,  A L A S K A

July 28, 1972 

Department of Health & Social Services

Re: Sharon Knott dtr. of Pat Knott 92-0036732
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THIS IS A STATEMENT j F  THE ACTION TAKEN ON VCIJI! MEDICATE CLAIM

lif.i uCr .inlly
i Ada Inisfrciion

.> . .nun
... r 7 4

•a>. 2 / / * u , j 1

DATE

/ U
HEALTH INSURANCE CLA'.’.t NUMSE&

o 1 •

. o

rrp  ,2 E V E " c ~ 
general" I N E C  :

.j • ,.il evp ain 
. . :.'.i in the "Lo- 

cc or.io Io liio

D o c t o r ' s  C i . ’ i c j  

: Hospital
— * ;ri* Lei*'

Cora
• -:i

s, hpr.'.e 
1 .  -t Hosp'ia! 
Cl* '■ L* colion

.j : G 1 L .

'V\"\. V.)\: * 0
.  , *. . r  - - r v  u  i i

: \

cr^\ •
r I.LiJ

FAST
DATE

MO OAY

LAST . LOCATION
DATE j OF

MO DAY I

. $ j a  9 i ' o >  : +

0

J°L.

v y , .

• i, \

h— t-

-f— i-

EENCE'ED CY

*'

'‘I

Ti ...

i. • :
I;' I.

c f

• 1.
~  2. S.
J _ 4  3. C ;- . . .  r
. 1  4. V " c .

_L L l_l-

I 5.
j 6.

1 7- 7 ■ ‘

-* 9. C  ■-
! 0. V I'.

P-: :s 
I C-G-

i s shown in the "Not Allowed" column at right, the para-
. ■_ 1: Gov/ will explain. > ■ ••

J Charea is !oss than the actual charge for psychiatric
’ S3 c.dy 62)V/i cf such expenses are allowed under the

. . • j-i Charge is loss than the actual charge for psychiatric
. ..j E250.CD maximum payable in one* calendar year

■ :n r..ached.
I . 'I:.!). .

, have been reduced to the amount indicated, because 
. : . e r:-en determined to be higher than we can consider as
:3 c  ajnro under the Medicare Program.
1 ~  (c  “3  -b>— -  o  ( ____

£> 6  - J ?  ?  - 3  / ^  -  3 *  ,
Your :,eO.C3 deductible has been met for 19 ■ ■ ^

:: ■ ::?• i ^ l o r u f .

— 7-,; ■ '< • ■
y  Jl f. ui T'7'* : • ■. v , v -v/x^ •, *. *.. y •

TOTAL

c
|h

!a  5
g! 6

7 i

C J
9

10

• i /

MIV. w -

TOTAL ALLOWED CHARGES 

LESS DECU ZTI'LE 

BALANCE OF ALLOWED CHAZ.C' 

LESS 20G COINSURANCE



ed C h a rg e  is loss then the cictoal charge for psychiatric
, . c.,’ / 6'2Vi7o of such expenses are allowed under the

j . .z. ed Charge is less than the octucl charge for psychiatric 

, she •;2J0.C0 m a x i m u m  payable in one calendar year

; _an reached.

■ -gcs !vc-n been reduced to the amount indicated, because 

e been ' - terrr.incc! to bn higher than w o  can consider as 

expense r̂.d-er the Medicare Program.

"7 / -  f  / __
o O  - 3 1  - 3 i  - o  / - 3 % ^

Vr.ur C59.00 deductible has been met for 19____

.
^  ! '

c

' 7 - o e Z o 2 d  &c>

2 . : !

•3

H 4 >
A
n
u 5 :...... . 1

C- 6 ;
E 7
0

fl ' i

1

L _ _ . .

% o . o oTOTAL ALLOWED CITA.'.OES 

LESS DEDUCTIBLE

BALANCE OF ALLOWED C! IA ..C :  £  D  . 0 0  
LESS 20% COINSURANCE (^ 3 4 ^ 3  

------MEDICARE PAYS



REQUEST* F O H  M E D I C A U E  P A Y M E N T

MEDICAL INSURANCE BENEFITS— SOCIAL SECURITY ACT
(Soo Instructions on Back— Typ ’ or Print Information)

Ft* V '* 's  street address.  j  /i,y. . . /  C 
. ' - ' : '/4 m \ />// '• Z l&u/

Z .  : • tiro il'nrss-cr-injury far which you received t

Copy (tern your 
HEALTH 
INSURANCE 
CARD I
(Sec? example /  
o n  b a c k )  ' i >

c

i tain > of patient

C  /) *

Heal.h insurance claim number ! /  -  ..........

'< 2 & -  9 -  /&-/ ~

i^ M a t e  r  r  

-
City, State, ZIRcocic j

cr ~  :;s Fat II bslow)
y o u  received treatment (Aftv.r.Z fill i n  this i t e m  it y o u r  d o c t o r  d o c s  n o t  ( Was your i

in j u r y  c c r

r\
r*'_-

I
• ycur c r ip :. , .

! □ Yes

I’ " j  bqv<* cthe* health insurance or if your State m edical assistance agency will pay part o f  your med>cal expenses - 
■: m rm Len cbnut this claim released to the insurance com pany or Stale agency upon its request, give the following inf; ••

■ C ': -h ctt  cn cr State agency name and address

1 - H i

| Pnlicy or Medical Assistance Num : .

I aut arize any holder 0 f medical or other inform ation about m e to release to tha Social Security Administration cr  its inter: 
terriers any inform ation needed for this or a related M edicare claim. I permit a copy  of this authorization to be used in p 'r t '  : 
ri. an d  request payment o f m edical insurance benefits cither to myself or to tha party who accepts assignm ent ba le ...

_ mature of patient (See i n s t r u c t i o n s  o n  reverse where patient is u n a b l e  t o  s :j n '

. iis ,  x Z _ v / 1L t & z w . _______________

( Date signed

sir.
i b t ‘- ii -1 /

0-7

e
' ; u*

n •> V 'fV -W
- .ce ‘ i ’ S s c  Co-rs

C, /  J
fo '. lo  su rg ic a l o '  m e d i'V l p roc ed ure s  and 

c „  •’  services o r s u p p lie r  fu rn is h e d  
fo r  each d a te  g ive n

C ode

Complete examination

El ec trccard i oara m
I
j 03000-52

n.
M ature  of illn e s s  or 

In ju ry  re q u iring  services 
or r i ’p p lie s

C h a v e s  re­
la ted  rs i ■

C'rcurns' ;  s 
c jv I j  n i 701

1. Coronary a rtery  d isease  I
with nngin\ p e c to r is  j c

2. D iabetes me H i  tvs  1 > 52.00
3. Questionable r ig h t lower quadrant 

mass

O Chest x -ray (Pa/HInt) 
O ; Urinalusis

i 71020 
\81000

'?7 AT?
5/eq

P.e-examina tion  
Re-examination

l 90040 
90040l

/ 1 7 / 7 0  O H Emergency room care 90500
r e  -and adrfrers ol physician or supplier ( N u m b e r  a n d  stri ct, city,

a. . r e .  Z IP  c c r ." )

Jarr.es A .  Baldauf, M.D.
207 E .  Northern Lights B l v d .

Zstchorage, Alaska 99503

t !"i A; i: jn a w ri of patient's billi

;c  :pt assignment tjfcd do not accept assignment

S a m e 20.00
Sami
Sami

! 20.00 
5.00

0robable v.iral b ron ch itis

12.00
'■12.00

20.00
Telephone No. 

277-9725
9 Total

charges
I •>

1 4 7 . 0 0

Physician or 
supplier code

01 J3 BIWJG

10 Amount 
paid 70.00

11 Any unpaid | 
balance due !

2/LtOO-

l --

1 3  Show liame—and address o f facility where services • 
formed (I! o i l i e r  t h e n  h o m e  o r  o f f i c e  v is.es)

6/17/70 = Providence Hospital Emergency 
__________  Room

m tu r a  of ,-thysicinn or supplier (A p h y s i c i a n ' s  signature certifies t h a t  p h y s i c i a n ' s  

s'v'*.ces v.ere p e r s o n a l l y  r e n d e r e d  b y  h i m  o r  u n d e r  h i s  p e r s o n a l  d i r e c t i o n )
Ge MD n  DO □  DDS 

Other d e g re e ----------------------

Date signed 
6/22/70

—2. zWi <M*ce
• -' •»*% n i - iJwjrjlDry

SSA-1-190D U-63)

H—ratio. I'-; Homo Ilf portable X ray services, identity the suppharl ECf—(attended Care Facility 
III—liipat,cut Hospital OH—Outpatient Hospital OL— 0 it...

,‘IH— Nu.- ir • n
us |



a r. c rj

10/16/70 Hospital Admission

10/1Q f70 S p ecia l.A ttendance
90240 

F —12 .00.

rJCci It 4.

■ ------.a . . 1 4. I'V V n. J A  . M . H  / — , -

I ■* ' J,A,/ M '■
, 207 L\ NO l< inrun LIGHTS tiLVO, 

ANCHOlTAGt;. ALAUI^rt 00503 
PHONE 27/-07i'0

-

r
|

n

1 Nr. Jeffry Hogue
3801 Aft±c Blvd. Sp 112V 
Anchorage, Alaska

a , OHico l,xa»n 
R. Office Visit
C. Illyctrocard'ci'jram
D. K FtAV
F.. Consultation

F . H o s p ita l Care

G. Spec. Diagnostic Service
H. Injection — Medication 
i. Laboratory

J. F.muffjoncy Care 
K. Home Car«
L . Miscellaneous 
NC No Charge
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STATEMENT

CllCDIT: BALANCE

f /  .  D H 3 . CLP. B LA N K IN 31H P , O .B . R H V N E E R

x  r ,  -  _ i .  • . am lJ« \ . '

* Aiii-'.. *.■. . , . at a 99604  A Profeu m l radon

Ds-vc.to^of William Haugland
Larsons Day
Alaska

Phono : 279-H577 
S iu lu  31*1

DOCTOR cooc misc. § on acct. | cash

UALANCC FORWARD

y 's u i \  

(& }\

^  '(£) 

"c W j t c

m n o

<?/n u t  
? 4 h l

tiMcV

CiPQ>

inc.

Zz°'L r .Z « J j£ K f l

,4/Xir a/4/Lx,

i0l72oA - >U-& MlSO V-iv /‘I
f^ i,’i/s{hi*-'■ UiotiC i i

0 /r>u4

v a n A

/ c l

k £

ts~-

kL v-

7/

.. . X'ci
A+<*t<r s)l>& ?^ i i b S P M h

CaL\"L 4 5  c:\yU t  

/lUrJjf H cci\a)skicked

A— OHice Ciom,
R—EI«?elroc<miioufos>t 
C— X-Kdy 
D—lQfjcrirtf*»»y 
t—t. "t -MdQr.ssHr 5?VvUa 
f— l|<'i»>iful Cckv

(Ut 7 
/  / M

o'o; „ -^'yvw?ru'<
S A ^ x S X  \/ir-ru__________
PLEASE PAY LAS T AMOUNT IN THIS COLUMN •&■

C— CdlHUlt'tJiPfl 
M'-lniucllrtn 
!•—firii:.fc;«;sLy Co»u 
J— lhtA'I Ctifd
K I.V.ntl
MC- ’-•“i.iu



1020 I STR^EiiT 
A N C H O R A G E ,  A L A S K A  99501

N.I.H LICENSE NO. 361
D eceu ifoer 3 ,  1 9 7 2 TELEPHONE 272-OB20

D e p a r tm e n t  o f  H « l t h  & W e l f a r e  
D i v i s i o n  o f  P u b l i c  W e l f a r e  
P a t i e n t :  M a ry  £• M i l l a r

6603 T ud o r R d . #4 
A n c h o r a g e , A la s k a  

R e p la c e m e n t  f e e  f o r  o n e  ( I )  u n i t  o f  f r e s h  hum an 
T o t a l  $ 2 5 .  I  h e r e b y  c e r t i f y  t h a t  t h e  a b o v e  i s  
n o  p a y m e n t h a s  b e e n  m a d e .

D a t e  1 2 / 2 4 / 7 0

i ; l a o d  
j s s t  a n d

~~7

L a e A n n e  Brcr&OTi 
B o o k k e e p e r

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

M E M B E R  O F  N A T I O N A L  C L E A R I N G H O U S E  P R O G R A M  \ .  *

MEDICALLY SPO N S O R E D NON-PROFIT ORGANIZATION

B L O O D  B A N K  O F  INC.
D r . M i c h a e l . F. D e i i c m , D i r e c t o r





M  - jE X P L A t iA T T O H ' O F  M E D I C A R E  B E N E F I T S
tint . iAcuALrr 

Prepared By:

j .

BENEFICIARY 5 
MAM2 

AND ADDRESS

/Etna Life & Casualty i 
v 'ed icare Claim Administration 
Ycon Building 
522 S. W . 5lh Avenue 
Portland, O regon 9720*1 
T-luahon* No. 222-c83i

\ A -o j-

DATC

HEALTH 
INSURANCE 
Cl AIM
WUV?iX

?

IM P O R T A N T

Sso reverse side lo r  G enera! in fo rm a tion .

a

D o  riot lose this copy.
1,9

■Tfic \

LOCATION OF SERVICE 
CODES

The fo llow in g  will explain 
the codes sh Dwn in the "Lo­

riRsr
DATE

MO DAY

LAST
DATE

MO DAY

SERV

LOCATIOM
Of

'ICES

Sj ’ RENDERED DY
>“ a.
.4°
Z

7.
O
fcu-c-; OUin
a

DESCRIPTION OF SERVICE 
CODES

The follow ing  will explain 
the num ber show n in the

ca tion  o f  ‘ colum n  to the 
right. 1OS a

. C) 
-  t %  l v  C  CVlA 4 11)

"Description o f "  column at 
left.

2

O  Doctor's O ffice 
IH Inpatient Hospital

3 1. V edical Care

A
1

2. Surgery
3. Co Itation

!L Independent Lab ' 
ECF Extended Care *?

5 4. Diagnostic X-ray

Facility ' >7 
H Patient's Home 
OH Outpatient Hospital 
OL Oiher Location i

6
5. Diagnostic Lab
6. Radiation Therapy
7. Anesthesia7

1

3 8. Assistant Surgeon
9. Other Service

9

10 • __ 1__ __ i___1__ 1

If an a m o u n t  is s h o w n  in the " N o t  Allowed" column at right, the paragraph

checked below will explain;

□ The Allowed Charge is less than the actual charge for psychiatric service, 

because only 621/2%  of such expenses are allowed under the law.

□ The Allowed Charge is less than the actual charge for psychiatric service, be­

cause 1 ha $250.00 m a x i m u m  pjyable in one calendar year has been reached.

□ The charges have been reduced to the amount indicated, because they ha •? 

been determined to be higher than v/e can consider as covered expense un­

der the Medicare Program.

Your $50.00 deductible has been met for 19C

1

2

C  3 
H  

A  

R 5 

G  6

4

TOTAl

’t/.c

nor
ALLOWED

BENEFITS 
PAID TO 3  A 5  

!* V : U W

c v x j v  / h  o

A . -J
' I I

' J 1 - . 7.

TOTAL ALLOWED CHARGES 

LESS DEDUCTIBLE
V-

BALANCE OF ALLOWFD CHARGES P . f ! 1 

LESS 20% COINSURANCE

AllOWcO

'Jl

MEDICARE PAYS

( M2 i f ? 2  HJ
,r T / GST. IS:!02

PHYSICIANS OR COPY



R E Q U E S T - F O R  . M E D I C A R E  P A Y M E N T  v  _  •

IN S U R A N C E  3'ENEFI'iTj— SOCIAL SECURITY ACT »• '  « ' / u y  ■ }}' 

v . ,*>•? I-.stfucticns on Dark— Type or Print Information)
f -s rr i A: ,ifQV'. I 
Z \ .. t u N - 
/2 -» i0 7 2 iJ

Copy f.om  yoiir 
HlAI.th ; ;
insurance
CARD A |
f  ! • r.- --.T rnpl s ■ /' 
on :..:!■■)

Nome of patient

Robert Milonich

Ij j II'.t i n .u r .m c e  c la im  n u m b e r  

574-01-7659 A

City, State, ZIP code

Kc.U.chikan}_/\.laska_ 9990.JL

■•-•I

. ■ , illness or injury for which you received treatment (Always fill i n  t h i s  i t e m  if y o u r  d o c t o r  d o c s  n o t  

o i i n p l c t o  P u r l  II b e l o w )

releptione Number

War. your illness or 
injury connected with 
your employment?

□  Yoo X X .  No

If you"have "other health insurance or if yopr State medical assistan ce  agency will pay p?.rt o f your m edical expenses and you want 
information about this claim released io  the insurance com pany or State agency upon its request, give the following inform ation.

Insuring organization or State agency name and address Policy or Medical Assistance Number

bv i I authorize any holder o f  m edical or  other information about m e to release to the Social Security Adm inistration or its interm ediaries or 
I'M carriers any inform ation needed for this or a related M edicare claim , i permit a copy o f  this authorization to be used in place o f the origi- 
' ' nal, and request payment o f  m edical insurance benefits either to myself or to the party who accep ts  assignm ent below.

SIGN 
'.HERE \

Signature of patient (See i n s t r u c t i o n s  o n  r e v e r s e  w h e r e  p a t i e n t  is u n a b l e  t o  sign)

_ L < L iV _ i ______

Date signed

7  A. 
D.Ue of 
O’ -’s 
Sf.'fViCO

S/22/6S Office

3/29/6;

a.
Pi.iCC Of
'.CrviCO

(*Sco Codes 
_ b tlov*) _

O ffice

F u lly  cJesc.'ibc la irrp ciil or rr.edic.i! p roc ed ure s  on d  
o th e r services or s u p p lie s  fu rn ish e d  

for each dr.to g ive n

Office c a ll  and R,

Office ca l l  and  ̂  ,
______________________ I C r i- ! ‘ r : y  ilo c i ti-.!5 r . u  |UV. e n d

Poor circu lation  in the 

.i,'c3 ? 2  ?.'il!
oori h ::r J>v c jth .u L  ■* Dr.»pcivliYi2M 

n*-* -;nf of? samr?.

0   / 0___> %
/!// <?' ■- -4^. /

r !"->  * ~ ■ > y o  '■

n.
ftjturo of illness or 

injury requiring civiccti 
or supplies

High blood pressure

£crtif/in g

£.
C harge:, ill r e ­

la ted  io  unusual 
c ircu m sta n ces  
c x p /n in in VC)

$ 7.00

$7.00

Leave
Blank

Dbiert Code
r'V/y? / y. /■ 7 - <■" /

3 Name and address o f physician or supplier ( N u m b e r  a n d  s t r e e t , - c i t y , - -  -Yclcpfronc-No. 
S t a t e , ' Z I P  c o d e )  C u r ?  )• • •: **e. temnrks

CA5-4114
Ralph W. Carr, M.D.
525 Dock Street 
Ketchikan, Alaska 99901

Physician or 
supplier code

!) Total 
charges

1(1 Amount 
paid

*14.00

5 1 4 . 0 0

1?. Assignment o f patient's biil 

\
- t  X ,  I accept assignment □  I do not accept assignment

13 Show noire and address o f facility where services were per­
formed (It o t h e r  t h a n  h o m e  o r  o f f i c e  vi s i t s )

1.; Signature of physician or supplierfA p h y s i c i a n ' s  s i g n a t u r e  c e r t i f i e s  t h a t  p h y s i c i a n ' s  

services w e r e  p e r s o n a l l y  r e n d e r e d  b y  h i m  o r  u n d e r  h i s  p e r s o n a l  d i r e c t i o n )

'■"C"

JO MD □  DO □  DOS 

Other d e g re e  —-------

Date signed 

1/22/69

'C — Doctor's Ollico \  H—Patient's Home ( i f  p or ia t i l e  X -ra y  s e r v i c e s ,  id e n t i f y  thu s u p p l i e r )  ECF—Extended C.ire Facility
IL—Independent Laboratory'  ̂ i IH—Inpatient Hospital OH—Outpatient Hospital

OL— Oilier Locations 
NH—Nursing Home

rOPM SSA-1490 ('i-63) Department of Hcaltii. Education, and SVmfare 
So»ltii bucutity AuV.MhljUtitijFi



ATTENB'NG DENTIST'S STATEMENT -  INSURANCE CLAIM . UNIFORM REPORT FORM

T h is  f o r m  s h o u ld  b o  c o m p l e t e d  i m m o d i a t o l y  a n d  r o iu r n o d  t o  f h o  E M P L O Y E E

REPLACEMENT)

PATIENT
NAME

DENTIST 
NAME
LICENSE NO. 
DENTIST MAILING 
ADDRESS 
PHONE NO.
CITY 
STATE 
ZIP
IF PROSTHESIS, 
IS THIS INITIAL 
PLACEMENT

Ve.pantDie.fU Health S Social 
Viviilon oi family G ChJZdken Sesivicci 
336 V e m l i  Stncet 
AnahoM&i ̂ M a A M

SHIP TC EMPLOYEE
m a j > T  BIRTHDATE
MONTH DAY YEAR

DATE PATIENT FIRST 
VISIT (Current Sories)

Williams, VeJofuL

szphVwnrUng—  #134 

1Q6-G7StrtzU- i n - 9575-

date OF PRIOR 
PLACEMENT

IS'PATI&T CO#&ED 5SOTHER PLAN|J»3~-£
(name o l other plan)

IS ANY OF TREATMENT FOR ORTHODONTIC 
PURPOSES?

TREAtMENT RTSULT OF ACCIDENT?

RESULT OF OCCUPATIONAL INJURY?

EXAMINATION AND TREATMENT RECORD-LIST IN ORDER FROM TOOTH NO. I inROUGH TOOTH NO. 32
TOOTH 
No. OR 
LETTER SURFACES

DESCRIPTION OF SERVICE 
(INCLUDING X-RAYS. PROPHYLAXIS MATERIAL5 

USED. ETC.)

Full Mouth X-WHjt

DATE 
SERVICE 
PERFORMED 
MO. DAY YR

PROCEDURE
NUMBER OO NOT USE 

THIS 
COLUMN

ApProved by Council on Dental Care Programt 0/ the American Dental Asiociation July 1967

Furnished by the courtesy o f the Alaska State Dental Society

30 t m  Amalgam Filling

REMARKS FOR UNUSUAL SERVICES

2 0 0

INDICATE MISSING TEETH 
WITH AN "X"

- S s s & M U m ^ .
l-mhg&naj T/LMiment to neleJve. pain.

I HEREBY CERTIFY THAT THE SERVICES LISTED ABOVF WILL BE OR HAVE BEEN PERFORMED.

DENTIST
SIGNATURE, .    ■ .... . DATE -------------
I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE ABOVE-NAMED DENTIST OF Trf£~feri5lJP*INSURANCE BENEFITS 
OTHERWISE PAYABLE TO ME. BUT NOT TO EXCEED THE CHARGES SHOWN ABOVE. I UNDERSTAND THAT I AM 
FINANCIALLY RESPONSIBLE FOP, ANY CHARGES NOT COVERED BY THIS AUTHORIZATION.

PATiENT
SIGNATURE_______________________________________________ DATE.(or rmpfoyao if palion! is a minor) ____ _

Amalgam Titling W . O O
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IMPORTANT

FOR GENERAL INFORMATION, SEE THE 
REVERSE SIDE.

' /

fl.e enclosed Request for Medicare Pay- 
j men! form (SSA-1490) is foi your use in 

submitting future claims.

\ . _____
AtlO N  O f SERVICE 

CODES

,dluWI,:<J will C'.pUliil
I ihi'yfc’M in ’[ O*

• :■< co lim ill l.j lilt;

P o t i o r  » O f f - .  •*
i H..'V[jil(jl

[ li .ii p̂ n-.lenl tub 
l ■ • Iti-.T».’l One 
I i ’ i>i!ily 

j * I|!h*u!'v I t.'C’ K' 
j '. VU.'nl «u l  i ! ’ j.iUiJi*\

r L - r . ^ Z '  \  \\ V '

SERVICES
IIRSI
IJATt

IASI IOC A IlON
DAIC Ol

/. i r-.’Y

UUL-, IJ  BY

7.a
n u.;; O

1

2
I-

3i-
1

<0 <

.7 4 L i b .7

|  \\VVu\̂  c 1
10

4

~ I

I

- I

I -

I -

I I I

/ ( _|

-f- - I -  -  

— I I-

I - I 

I I

-4--4

. I 1-  .

- I -

4 -

1 .

/ .

t

DESCRIPTION OF SERVICE 
CODES

The fo llow in g  will explain 
the nvn-t.cr she i.. .‘he 
"Description o f "  column ol 
lefl.

■j M e d ic a l  C » e  

^  \2 - ^ S u i g ? i y

3. C oi isu l lo l ion

4. D ia g n os t i c  X -roy

5. D ia g n ost ic  Io I j  

  6 . R o d m ' i o n  t h e r a p y

7. A n os lh os io  

\ 8 . Assistant S u r g e o n

i 9.  O il ier  S erv ice
| 0. W h o l e  B lo o d  or

Pmc f e d  P e d  B lo o d  
Cells

< . u ' is s' le r t  m 'he  " N a t  A llo w e d "  co lum n at l ig l i t ,  the para -
■ ■•«.» • .1 in u>.> v.ii* explciin.

A ' i a r .1 O i o r q e  is l o s s  t h a n  t h e  a c t u a l  c h a r g e  f o r  p s y c h i a t r i c

r. i/n’c* isnly 62!'/% of such expenses cup allowed under the
»

F ' t  it mat

• ,;5

141)1 r A\11 AVI: t
AllOWtD I •’

1

A. V
*• v l  i i n i r j "  I s s  ll ia n  life  ac tua l ch a rg e  fo r p sych ia lr ic  
. .. ~ . , ( ji ,, j . ' / l ;j  GO maximum'pdy<M)lc in one ca lendar year.

c > C  - 3  - 3 3 0  - 3 SS-&i-oc?
<T\ 2 2 •>“

.! i;. r.. 
\r' ..
i-. a i
IH: . i

U t i l .

“frxtj

W >  '

' M W .  i|
I r * -'f• p • S I., ,«

><̂ >c!g' 6 f ‘\

  ^ ' ^ e !  7 1 >'i
ii'|.-i. Ecvn toducerl to the amount indicated, because * "jc f"

*.n i.n-r- I ■ le iri.'n.d to be higher than v/o can considei as n P •'

..’ ” v | i ..sc -..•i-’if j he Medicare Program.

o C - 3 1 - 3 1-
• • . ‘ r,.v0 dednr libit., has b. on met for 19____

<J P  A l c P  c  i . V A 7 / 1 __________

' . f ) ? > C ‘Q ,  ) V c  \ c f L t t c  i  c ,

^ U c c U c i ^ y < j _  'Y'Y-XA
/

io;. jf .....

l O f A L  A I L O W I I )  C H A RG E S

' i r r . S  Df'DUCllHI E .. . „
. vPrar ftft&j/Ks// ■■
1BAI At TCI. Of At I Owhyll fAf '

ITSS 20'/, COINSl.'CAtTCr 1

j Me DICAK'I' PAYS



D op artm ont o f H o a lth . Education, and W elfare 
■SQhlnLSocurltv Apr. in b u n tlo n

R E Q U E S T  FOE. M E D I C A R E  P A Y M E N T

MEDICAL INSURANCE BENEFI1 S— SOCIAL SECURITY ACT
(S eo In stru c tio n s  on B ac k — T yp e or P r in t In fo rm a tio n )

A A A

Form Approved 
DuUcot IJoreoil tlo. 
72-1 )073 0

Copy from your 
LhALIH 
•,'JSURANCE 
CARD A
(See e x a m p l e  1 /  

o n  b a c k )

Nome of patient

CaroI d York

Health insurance claim number

449 26 0)413 A

City, State, ZIP code
Anchorage, Ak.

e n fs  street address
jlar Hotel 111 E 5th

Describe the illness or injury for which you received treatment ( A l w a y s  lill in t h i s  i t e m  if y o u r  d o c t o r  d o c s  n o t  

c o m p l e t e  P a r t  II h e l o w )

ft Male □  Female

Tclephon- Number

Was your illness oi 
injury connected with 
your employment?

□  Yes □  No

If you have ether health insurance or if your State m edical assistance agency will pay part o f your m edical expenses ana you want 
information about this claim released to the insurance com pany or S ta te  agency upon its request, give the following information.

i Policy or Medical Assistance NumberInsuring organization or State agency name and address

I authorize any holder o f medical or other information about me to release to the Social Security Administration or its intermediaries or 
carriers any information needed for this or a related Medicare claim . I permit o copy of this authorization to  he used in place of the origi­
nal, and request payment of medical insurance benefits either to m yself oi to the party who accepts assignm ent below.

* Signature of patient (See instructions o n  r e v e r s e  w h e r e  p a t i e n t  is u n a b l e  t o  sign)

'3N r\
1 !?E r

Date sign' d

t — --
A

D a le of
vacli 

f service

N

 ■"•iipiTCi A N  Vi? ' I ' ~~~ ,~AI ? ~ '

U
PI.ICC of 
service 

( Sen Codes 
helow)

Code  surf tt: »l or m e dic al p rocedures and 
other * :rvicr>5 or s up p lie s  furn ish ed  

lor each d ale  g ive n

Code

M ature of illn e s s  nr 
in ju ry  re q u irin g  services 

or su p p lie s

^18/69 C o n s u l t a t i o n  at P r o v i d e n c e  j Ho spitial for Dr, V.'ilkins

dtefj | -----1—  —  ----------— 4 "| - - —  --------
• 3/69 1 S u r g e r y  at P r o v i d e n c e  Iloopital n i g h t  h i p  p i n n i n g

E.
C h arg es (If re- ! 

fa ted  fo u n u s u a l 
circu m sta n ces  
explain m 7C)

Office 
x-rays

$ 35.00 

640.00

Leave
Blank

Call
of_ right hip

Name and address of physician or supplier ( N u m b e r  a n d  s t r e e t ,  city, 

State, Z7P c o d e )

. J . P a u l  D i t t r i c h ,  M.D,
207 E H o r t h o r n  Lighto 
A n c h o r a g e : Alaei.r ?9503

Assignment of patient's bill

(Seea attached)

Telcphotie No.

Physician or 
supplier code

8. 0 0
3 0 . 0 0

9 Total 
charges

$

10 Amount 
paid

...j.:

11 Any unpaid 
balance due

7 1 3 . 0 0

* 713.00

t i n .accept assignment r j  I do not accept assignment

13 Show name and address of facility where services we re per­
formed (If o t h e r  t i t a n  h o m e  o r  o f f i c e  vi s i t s )

P r o v i d e n c e  H o o p i  t a l  
A n c h o r a g e ,  Ale.

Signature of physician or supplier (A p h y s i c i a n ' s  s i g n a t u r e  c e r t i f i e s  t h a t  p h y s i c i a n ' s  

services were p e r s o n a l l y  r e n d e r e d  h y  h i m  o r  u n d e r  I n s  p e r s o n a l  d i r e c t i o n )
(J MD □  DO 

Other degree —

—D octor's  Offlca 
-In d e p e n d e n t L s n o in to ry

H — P a tie n t's  H om o III portable X rny servrcos, hler.uly tho ! ippller) 
IH— In p a tie n t H ospita l

F C F— Extend ed  C are F .icd ity  
O i l — O u tp a tie n t H u s p ita l

O L — O th er Locutions 
N t t — N u rs in g  Hom o

Date signedLJ DDS

1/27/70



Date 1 1 / 9 / 7 2  Balance Due ̂

Your Account with. a 'J J J p

W e l f a r e  D e p a r t m e n t  
B o x  755
S e w a r d , A l a s k a  9 9 6 6 4

L

3

J

Re: M r s .  B i l l  W i l l i a m s  Son: J a m e s  B a g l i e n ,  ,rr.

S f e j ^ a v o l r e c e i v e d  a n  a c c o u n t  f r o m  Dr. J o h n  T o w e r  f o r  
S S O ^ Q ^ o n  t h e  a b o v e .  W e  h a v e  c o n t a c t e d  M r s .  B a g l i e n  
wfiiJ'^was t h e n  M r s .  W i l l i a m s .  S h e  s a i d  a t  t h e  t i m e  
w h i c h  w a s  J u l y  24, 1 9 7 0  t h a t  s h e  w a s  c o v e r e d  b y  w e l f a r e  
a n d  t h a t  she w a s  i n s t r u c t e d  b y  y o u r  o f f i c e  lo ta k e  
h e r  s o n  J a m e s  Jr. to Dr. T o w e r ' s  o f f i c e  in A n c h o r a g e .  
S h e  w a s  u n d e r  t h e  a s u m p t i o n  t h a t  w'elfare h a d  t a k e n  
c a r e  o f  t h i s  b i l l .
C o u l d  y o u  p l e a s e  t e l l  u s  if wre l f a r e  is r e s p o n s i b l e  for 
t h e  b i l l .
W e  w o u l d  a p p r e c i a t e  a n y  h e l p  y o u  c g j i ^ ^ j ^ ^ p ^ ^ g r n i n g  
t h i s  m a t t e r .

M a k e  c l !  p a y m e n t s  t o  th is  o f f i c e  S i r c e r e l y ,
K a r e n  S m i t h

0 & - '3C'-' < ^ - 3  Z o ~ % , r o



T E L E P H O N E
279-3641

6-19-72

O B S T E T R I C S .  

G Y N E C O L O G Y  A N D  

I N F E R T I L I T Y

L. DAVID EKVALL, M.D., F.A.C.S.
3300 PROVIDENCE DR. • SUITE 104 

ANCHORAGE, ALASKA 99504

Patient: Susan Manning

c o m p e t e  examination, history 
6_25-/Q m i t x a l  vaei&, com.

and evaluation.
Urinalysis
Pap smear

Total



"-t&t.C O'!’ Al.HliK£
ep t. o f  : 6 c !<•..!

IN
A C C O U N T

W IT H  : ; V :  .

:iu;-'h Jr.. T-. .: .

n

; Mitur.
PLEASE DETACH AND RETURN UPPER PORTIOI' WITH YOUR REMITTANCE—CANCELLED CHECK IS YOUR RECEIPT.

InICIrI StflSwnatia AB43322

H U G H  B. FATE. D.M.D. 
C A R L T O N  A. HIGGINS. D.D.S. 

D O U G L A S  M. MCDONALD, D.M.D.
F A M P A R T  B U IL D IN G , S U IT E  6 

5 2 9  5 t h  A V E N U E  

F A IR B A N K S . A L A S K A  9 9 7 0 1

B A L A N C E
P R E V IO U S

B A L A N C E
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T ô onpWy

I F * ; :  ?5-51 Jrins ysit - o or am btam s. !

J‘ > rac»sl -v.
: - v  -*
hr.^ b ia  ? .6 0f . 'r a  i ct i

744?:
Rc»*aPyelc yem •

32415
CFa’esterol 3.S

8*125
RH T ifre 3.

:? : ;o
s ib ,-

825&5
C ir r fn n c  3,

31260
A30 T ifre 3 .

73070
; F - - S. m ’ 9.7

32ti3
UCG l.-.i

37030
C j.f .'ic  J * '

75113
Ar»jt ‘ co'nl »’•!•

EiJOO
PE* 1 a-!

2 ’ C35 . | 
Sensitivity • 3.1

1

S3bl5
LCH 5.

35130
Pap Jneot <* 12. i ,

73533 • 
H.e rclvic

£.J3 ;0  ,  I(.-•UCOSC 3.
2iC55-3cl00
Tvoc5«nH

K »ii*n I .̂C 1
■ •i - ' 3  i 1
I C-.'je T il ?■!. ■

57013 1 !
f j ,  j  Prep : .

Ciri ;ct Lrns

.- : - . '  v- n. n. 
P syr arv

! T : „
i r-4 :5o 

i ?.:• ‘ 1 SC-0 T
! 3 71 CO 
• 5av*um

, i ; o' i:o
fi'O al

F ir-
'i

I U» r ''lid
! I S-M:0 

: .  : i 0 3  I  ab

i >: f - :
. r - j * * I r.Vp"

1 '*70! "•
1 ... . j •'■■Jl r - ' r p :

■1 73IC0 r 444 w j 1 33310
• H :m: i TS-v-cl - • J T i »*: C : j .

;V 4 .' 1 5J303 | : 35530
1 Fir.aer* I • r  *; u 4. ! ? !*st• •'cf Count 5.6

MJri
Cs.r.rr lnfe-r E.

92:cC

* rr*'.‘ 2 j-
. C : C c c - . . ‘ C rr : c :*ec i

* _
Blei»- nrj Ccc^ I i-.p E..‘

* 77^ : - - T . » . . : • ‘.-a- trie | C.’ .‘ I-'* i|ary*« c f.-.

| 24:. ?  ̂ : c7. : o
j i . : . : J5. 2 .J frf-vy-. •index

55050
H*-n: ; i am • ♦ •*

' ? i <  j j  ' • * f . » *- 
j i“ -v. 2 ..  I ! : ;i-r Counr -.*

| 35120
i Bo-c Marrow £6.



Cj'S* T?l C 1 <* * 

/ &  O  J 5

*a>. *. » i .
£ \ / 3  --3 J & S T .X

Vf.MCi'll *.w.

J . J

Br.ef HET
;:::i
£> r Eicn ** Re*

9JD10
Limited H PET

j ! 9305 0
! Vis. F .c ld ,

<50011
In*. Eiom

°21C0 
T oninfiiy

.  J 15 2 
2»nj% -3.4

0 iCOO t 
L'ri-i.iiysn !•? !

2 . v «u
Grpm SfQin 3

70150
Pocuf J v).

62240
Bilifkbin ? .0

36000 | 
M jro T e n  3.

74430
RrtroPyplo^ram -3.

3 2-165
Chile sterol 3.3

3p02i
RH Tlire 3.

73270
t.bpw |9.2

62545
Crecrnine 3.

ec060
ASO Ti»rc 3 4

73390
F 0*** 2'TI 19.2

o31:J
UCG 13.4

87C30 1
Cu,f«ir«'

1 '3110
1 ' ‘fist icon) 20.

33330
P ci O '

S7C35 j 
Sensitivity 13.6

r 725 13
| Hip Caml *3.

22515
LCH 3.

33100
Pop Snicor 12. 1

93015
Uief H PET

{ / X J w *>
C c r i z z i  L**"*

90C70
Compr. H PET ‘ : 9:233 53 mn.







rosff r
DR. c-A- ' . ' L . I . - j

RCP£P
ro :•?:

i d

INSURANCE E f  'd 'd  [Z! ■‘■*£C:Ca«E NO I 1 I [  j  I D  1 1 ' H  [

DP.W. 0 _____________ I___□ __ ____j— r—
YO UR A CCO U N T N c 0 1 J 5 2 : ? j £ 5 r ' /  su o  N O

F A I R B A N K S  M E D I C A L  &  S U R G I C A L  C L I N I C  w i * * » « » * * >
PO 83X1330- AUStA 99701

PHONE 453 7177
N V O ' E  N O  H  1 7 0 1 9  ~ 7 ° _____________________

H S E
PLEASE SHOW  v q i j O m e w  OR CORRECT M A ILIN G  ADDRESS BELOW.

H O U S E  CALL
DATE: 208

N E V /
A DD R E SS

HERE

C S N
C O N S U L T A T I O N  
W I T H  DR.: 209

PATIENT /*' ’  ■ !  ;
£■/•? . I t  ■} / .'v V  ~ V  - O’ <r -rt-/'. -0>

j/ Q  _

BILL TO / y

MA ii\G  
ADC?£ i i

C.!v J  
Sl.'.Jh A S / -  • / .  A - . ' * ,

H O S P I T A L  SERVICES R E N D E R E D  B Y  P H Y S  C I A N \

HOSPI T A L

C 5 l - A D M I T T A N C E
DATE: S  7£> 200 3 < r

(1
*  • /

_____^ PROM TO

v H O Y
V T ;  '

"

HOSPI T A L
w i c n r  ’ C / .  T V .  e  .  .• 1̂ /11 sj — '  / / «— r jy  4 /* — U 1

! ,  ! . s
• u

1
" O  1

M I S C  I M I S C E L L A N E O U S :

-> L -7 !

nDV/ | O U T  PATIENT
I VISIT DATE: 20?|

O B D
I O B  .
I DELIVERY 2031

N B  | N E V /  B O R N  
P H Y  | PHYSICAL 20-

S U R  ! HOSPITAL 
! S U R G E R Y 205

SA
i S U R G I C A L -
I a s s i s t a n t 2 0 6 1

A N E 5 ;  ANESTHETIST

J. n

' V'-ZU*

sr- a ~? ~

T O T A L  

I N V O I C E  A M O U N T



• )

!0 SEE
DR, 0 3 _
BEFE9

10 DR:

FAIRBANKS MEDICAL & SURGICAL CLlNlC *««!»««*t*«-««,
P O  BO X 13 JO -  T A P A N I S  A IA 4K A  9 9 /0 1  

PKO.'JE A53 3 I J /

INVOICE NO. H 1 0  9  8  1 C> -  .2 . 7  -  7  <u

INSU» 

0 P.V/

InCE □  CUMP □'••tJiCAKE NO I i I L J ~ r D  I I m  i
□  □  _

YOUR A C C O U N f N z O A j > £ 3 H 5 r /  SU3 N O .
U S E

PLEASE SHOW  y o u r  NE'.V OP CORRF.C MA.LI.NG ADDRESS SElOW l
H O U S E  CALL 
DATE: 203

N E W
A DD R E SS

HERE

PAIIENT 

BILL TO

i i.’.G

CiW i 
SI.'.’E

J (' <C .■'> i- v <
•r • /

H O S P I T A L  SERV I C E S  R E N D E R E D  BY P H Y S I C I A N

H A
H O S P I T A L
A D M I T T A N C E
DATE: 200

F R O M

f f o v  I H O  S P I R A L  ’

j VISITS o  "--v'-7i' ~

TO

- 7 e  2 0 1 •/:

n D W  | O U T  PATIENT
Ul V ! VISIT DATE: 202

0 B D  ! DELIVERY 203

NB i MEW BORN 
P H Y  j P H Y S I C A L 20-1

SUP. ! H O S P I T A L  •
I S U R G E R Y  

s u r g i c a l  '

205-

SA
I A S S I S T A N T 2CS

A N E S *  A NESTHETIST 207

r Q M  j c o n s u l t a t i o n

W I T H  DR.: 20V

Ml S C  M I S C E L L A N E O U S : 210

S--

i""' /!’. \ 7~\
\-±=LL Vr? j~ ) ----J

<?c ilsrc

' ,-> J _ K'-.Clc - -TV»- t /V  V.I_____________________ * «>___

r~

T O T A L  .

I N V O I C E  A M O U N T  b

I



to SEE 
DR
SEE ''-)// . J

------------ r ~
J O

1 0  DR:_______________________________________ _ _______________________iNSÛIrio □ ccw DvcCICAtE NO j 1 I n~T~U~! i ]~D i
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NET INVOICE A M O U N T

AMOUNT
T
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Accou.fr mi

OOCTOn

AODUCS

--Y.-ihrfc «
rovr-g-i—

90000 
B r ie f H E T

70220
Sinus
70150 B6300 

Mono T o s t
82250
tiilirubir.70010

L im ite d  H P E T
92080

8602S 
RH  T it,

74420
RetroPyelogrum

82465
Cholostero l

92100
T  onometry

73070
Elbow

86060 
ASO  T itre

82565
Creatin ine

92300
C o n to c t L e n s

83160
U C G

73090 87080 
C  u 11 ur

90015
•nter H P E T

87085
Sons itiv iry

83420
PBI20020

Com pr. H P E T
jtojbainxr* YM BiBH
90300 50 mm.
P sycho th crop y

83615
L D H

S810073510

99702
^mployirent Exam

86080-86100 
T y p e  & RH

73S40
90301 25 min.
Psychotherapy 87010 

Fung Prep
84340 
G lue To l‘,-VV

87100
Sputum

73S90 
T  ib ia -F ib u l

89120
Stool

90705
39450 
O B  La b

73620
Fo o t:0u60 

n ter E E T 73550

88310 
T i  ss-jox! ReExom ivmo
85580
P la te le t Count

82385 
C cp h  F|

35000
Bleedi

73650 
O S C o l93C00

E K G 85640
R e tic c

73660

93020
E K G  Masters

85060
Hemogram
85100
Bone Marrow

S50I0
Blood Count

92500
logram

99070
Supplies - Mat

xom

xtensive  Exam
35050-35055
H C B - H C T
85030-35040
Y .'B C -D IFF

34075
A lxali

85730
P T T

74270
9.E.

72100
Spine. Lumb L td

84295
Sodiur

36355 
L E  P-

99000
H ii- s i i

73030

970 iO 
U ltra  Sound
’jmoo"
1 M itdolitic’

97002 ^
M edco-Sonlolor

97005
Th e ia m o tic

97007
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. F A I R B A N K S  M E D I C A L  &  S U R G I C A L  C L I N I C
7. B OX  1330 PHO N E  <152-2127 

FA IRBAN KS , A LASKA  99701
522 F IF T H  AVE .

' ILING 
D R ESS

MARKS:
■■   - -■ . 1 ■■ _ i ■ — . ■■ .. - — -.i---------- uno.rm. j* : :-u a—  j

p u p w
m m n

& i 4 A

ifrT^r.. l*j '*>rrc, •%»».■_ *
rrmrntvr •TrrrrnTT--  " ’

j S

WTO"..........^A l  t . ■ ,Jm. -  ,  ̂  t — Jt,. J

y /  j v / / ^  I

m ?  .

r u s  j [ | 2 ? " , S|$> - l a d  j

_ . .- j . . .. .. X
5T10

R IE F  E E T 30.00
90200
INITIAL HOSPITAL 
CARE - BRIEF 30.00

90240
B R IE F  E E T ___ C< 12.00

90130
MINIMAL S ER V IC E 15.00

■

0510
'M ITED E E T 40.00

90215
INITIAL HOSPITAL 
CARE • INTER. 50.00

r . ^ 5 0
L IM ITED  E E T _<* 20.00

90140 
B R IEF  E E T 20.00

7515
TER. E E T 60.00

90220
INITIAL HOSPITAL 
CARE - COMP. 70.00

90260
IN TER. E E T ___& 30.00

90150
LIM ITED  E E T 30.00

si?patEPtisSd•Hi 90275
INTENSIVE C A R E

90270
E X TEN D . RE-EXA M . 40.00

90160 
INTER. E E T 35.00

' 5 3 0
■ NIMAL SER V ICE 18.00

90285
NEW  BORN CA R E 60.00

90170
E X T . R E -EXA M . 40.00

0540 
RIEF E E T 22.00 X

m m  .

90600
LIM ITED  EXAM . 30.00

90620 
COMP. H EEV 70.00

99600
DEPOSITION'550

M ITED  E E T 26.00
c

90610
EX TEN S IV E  EXAM . 50.00

90330
CO M P LEX

99601
W ITN ESS  F E E0560 

TER . E E T 30.00 88010
A U TO P SY7570

•:t . r e - e x a m . 40.00
RVS CODE NO. SU R G E R Y

A SS IS T

URGENCY
'OM
RGERY

RVS CODE NO. SU R G ER Y
A S S IS T . 0

59410
O.B. D ELIV E R Y lm r * 9 r ? .
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PHONE: 452-2127

INVOICE NO.B i l l  t o :  T OP P iF T .lC  rr'r-F.A? *  'A c c t .~ t :o .Z P & % % bC a s e  K o .____________.______________ ^ lle d ica rc . J/ o s__________________ 1 LABORATORY

PATIENT

Pai-ent:

uignosvsP

PHYSICIAN | F f:f.

ffl.ifV f T ^ j  F ic] fZo"

INJCCIION:.

[iniSSlNO:
OS 
VISIT: peg

A

*Mr>* r cx»»

■ LJ STAT

TEST

ucc
UA
CEC
SEO  RALE

HO B  I  MCI

W3C I. OlFF
PRO IIME
FDS
R 31.

X-RAY DEPT,

CHEST

o .- f ic r  
s;'';c.f nr

CAST;

□
 111 or I 1 m i  or
K.k5* I I HiOllH

I HI l__J  sconphysic ai '<*Ari* >**
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Q - j  iM C m .

C O N S U L  I A l!O N ;

O P H Im a LM O LO G IC A L  
f XAA*.:
Oil ILK 
TREATMENT:

SUPPIIC5  U SED ;

SPINE: CER V ICAL: 

DORSAL- IU.v OAR.

lu .vr'o  ■ sa cr a I:
.• SM

1LSL
G.l. 
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r>6_
IVP

skiui

FA CIA L___

SIMJS 
l.‘A5.IOO 
2;IV]5_
R.ES

W O O  Ra m

S P tC lfY  O tr ltR  ;

M ISCELLA N EO U S

ELECTROCARDIOGRAM,
A U O IO G P A M

8ENNEIT MACHINE

FEE C '--:C AC.O
CMQl.
BUN.

; c i u c .  tci.

BILIRUBIN

cri'HFiocc
IAICX
TYPE I .  fill

IlSSUE

CRE A H N lN c

cr- 3
iCICRU S INDEX

SOP I

P.S.P.

L.D.H.
SCO I
VL'-RL 

CULI'JRE 

SEN S

FEE TEST

g ram  stain
W EI PF.EP

F U N G

SFUIUM
srooi
IE PREP

G A S IR iC

PAP
BSP

THYMOL_____
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Pit

A S O  TllER

PKU

0B_1AR_
sFfciEr 0:11111

FEE

PHYSICAL 1HFRAFY

EXERCISE

ME A T .

W ICR IP O O I

U llP A S O U N D

t r a c t i o n

A M 3 U IA IIO N  
Y r i f l f i  ~ OlHC n

SUNDRY I . ADJUST//,ENTS

TOTAL INVOICE AMOUNT:

-fx i OTHER CHARGES:L- *- 1
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r
NET INVOICE AMOUNT

a m o u n :

l o i
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F A IRBANKS MEDICAL &  SURGICAL CLIN
P.O. CO X  1330 -  FAIRBANKS. ALASKA 99701 

PHONE: 4S2-2I27

IN V O K E  N O .

LABORATORY

PATIENT

sputum

STO O L

CASTR IC

THYMOL

IN JECTIO N : SPINE: CERVICAL:

DORSAL: LUMBAR: 

IUW.SO • SACRAL: C f f ’t i F lO C C

PHYSICAL THERAPY

Sk u l l

t r a c t i o n

a m b u l a t i o nAKMUl l» OfHtt
f  I t r t c t r r .

coNSu.r.MiON;
SPECIFY  OitlC-R SUNDRY <. ADJUSTMENTS

T o t a u n v o i c e  A / A O u n t !

OTHER CHARGES/AiscruANEOus

E LF C IR O C  ARE.':
s u p p l i e s  u s e c e C R E D I T SA U O IO G P a a

BEN N ETT 7AACHINE
NET INVOICE AMOUNT
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ANESTHESIA
BLOODCIHC'JMCISION 
DCJVCMV nooM

Er.C • ClFCTROCA.AOiOr.HAM
E 5 • CMCRGLfiCY SUfij/RV * OR SERVICES'
IV • HITKAV t’lOUSHZ 2 NCWOuPN 0* Vbl.il *}

OEPAR1 MENTAL CREDIT 
Of'CPA fI(• 0 BOOM rMVSIOTHERAl r

I". • PLASMA
RET - REFUND

TELEPHONETISSUE
TRANS FUSION 
» f.Ai irlCRACV
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TIM E  
HARG E

9’-.7- /<-> Z.3-2
d e s c r i p t i o n  s u n o i d

D A T E  &  TIM E  
O f  D IS C H A R G E

FAIRBANKS C O  AW, UNITY HOSPITAL
I 19 N . CUSHMAN ST.ICCT -- THONG: 456-61>5? 

FAIRBANKS, Al/.f.KA 99701

-C>'" • r-' 
<

DAT E

69.UB ?.a
6 9 JA N  9 . 9  

6 9  JAM  s  0  
6 9 J A f?  vj \09FED \69FE3 69FEB 3
o v / . r , *  2 t .  M E D I C A R E

S U B  T O T A L S

f .  *..T 
*#

O H U G S MEDICAL S 
SUUOlCAL 
surrt V

. 6 0  

1.3 5 
.75 

1.3 3

. 3

X-PAY

-j - o

.13

.23

1.23

I 1 . 0 0

I 9.00

I.AB

3 0.0 0 
8.0 0 

I 0 . 0  0

6.0 0

07

DAM V 
I IO S iM A L
S E R V IC E

6 6.0 C 
6 6.0 A 

6  6 . 0  0  

6 6.00

6 6.0 0 

6 6.00

-17-72

Cf(CO|TJ

3 0  6.5 0

65.5 C - 0o
3 0 6 . 5C - C 2

62.09 0o

257*00

TOTAL
ChA'tiVS

LE S S :
covemoi:

I »)ts • AN'S’HtSir.
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ci • :ip.:«vha 
c; l
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C'JE IT'D’.! 
!A  ilc.N T

B A LA N C E O L D
I: At ANCE

• 6 6 . 8 5

I 2 0.2 p
1 7 2.9.9’ 
26 6.5:9

2 0 6 . 8 5  

33 0.3 3 
35 0.00

.0 0

6 6 . 8 5  
1 2  0 . 2 0  

172.9 3

26 6.95

2 96235
3 3 3.3 5 
35 0.0 0

6 6 , 0 0 *

rt
pf r

p-.r.iMA 
I »ruN?

i n
Tl
111
M

?r. CT..0:.f 
niLur 
iaA*SFtf*lO 
J-IVV

HOV 0819/2
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a ,
U FE & *A S U A LT Y THIS IS A  STATEM ENT O F  THE A CTIO N  TAKEN  O N  YOUR MEDICARE ClA IM

’Prepared By:

/Etna Life &  Casualty 

M ed icare C la im  Adm inistration 

Veon Build ing 

522 S. W .  5th Avenue

DATE

h  7 ” 7 *
, HEALTH INSURANCE C lA IM  NUMBER

IMPORTANT

\ )

I jz z  d. w .  jr n  Avenue

i l j  Portland, O regon 97204 , . _  si 1 F O R  G E N E R A L  I N F O R M A T I O N ,  S E E  T H E
Telephone N o . 222-6831 R E V E R S E  S I D E .

Ii.
M ' '

MNEFICIAtY'j 
NAME 

AND AOOMSS *1 . I

T h e  e n c l o s e d  R e q u e s t  f o r  M e d i c a r e  P o y -  

J 1 f  ! m e n t  f o r m  ( S S A - 1 4 9 0 )  is  f o r  y o u r  u s e  in/ /  • y/< n  d c
7 a  7  ' f )  Jf\  ’ " W ,  ’ '■ , , 0 /  11 < 1 • ! s u b m i t t i n g  f u t u r e  c l a i m s .
'  V  f  i 1 4 /  , o • /  . i. (■. . * .> v i .  /  - 5 , ^  a<j  r \

■' f i n c h  / ? * .  ........

LOCATION O F SEPVICE 

CODES

'The fo llo w in g  w ill e xp la in  

the codes shown in the "Lo­

cat io n  o f"  c o lum n  to the 

right.

O  Doctor's O ffice

IIH Inpatient Hospital

IL Independent Lab , 

ECF Extended Care

Facility 

H Patient's

O H  Outpatient V lisp ii\ jl

OL Other Location

NH  Nurs ing Horn

DESCRIPTION OF SERVICE 

CODES

J V o llo w in g  w ill e xp la in  

e n u m b e r  show n  in the 

"Description of" column at 

left.

< 1. M ed ica l Care

2. Surgery

3. ' Consultation

4. 1 D iagnostic X-ray 

, i 5. D iagnostic Lob 

1, 6 . Rad iation Therapy

7. Anesthesia 

. 8 . i Assistant Surgeon 

. 9.. O ther Service 

. 0, W h o le  Blood or 

Packed Red Blood 

Cells

I f  a n  a m o u n t  is  s h o w n  in  t h e  “ N o t  A l l o w e d "  c o l u m n  a t  r i g h t ,  t h e  p a r a ­

g r a p h  c h e c k e d  b e l o w  w i l l  e x p l a i n .
■ 1 'i *

[ U  T h e  A l l o w e d  C h a r g e  is  l e s s  t h e n  t h e  a c t u a l  c h a r g e  f o r  p s y c h i a t r i c  - 1, ' 

s e r v i c e ,  b e c a u s e  o n l y  6 2 '/2 %  o f  s u c h  e x p e n s e s  a r e  a l l o w e d  u n d e r  t h e  

l a w .  1

■ • , . ■ ■ . 1 , 1 ' ’ . 1 •. 111 iv *  j

f~~l T h e  A l l o w e d  C h a r g e  is  f e s s  t h a n  t h e  a c t u a l  c h a r g e  f o r  p s y c h i a t r i c  

1 s e r v i c e ,  b e c a u s e  th  

h a s  b e e n  r e a c h e d .

s e r v i c e ,  b e c a u s e  t h e  $ 2 5 0 . 0 0  m a x i m u m  p a y a b l e  i n ' o n e  c a l e n d a r  y e a r  :/-J 

re

J y f j h e  c h a r g e s  h a v e  b e e n  r e d u c e d  t o  t h e  a m o u n t  i n d i c a t e d ,  b e c a u s e  iiT '.M  

t h e y  h a v e  b e e n  d e t e r m i n e d  t o  b e  h i g h e r  t h a n  w e  c a n  c o n s i d e r  a s  j " u i  

c o v e r e d  e x p e n s e  u n a e r  t h e  M e d i c a r e  P r o g r a m .  , rj 1

Y o u r  $ 5 0 .0 0  d e d u c t i b l e  h a s  b e e n  m e t  f o r  1 9  /  '7 /
i H 1

TOTAL

M W Q j / x
•-••MOT

ALLOWED

U J—\
U o o  
-?-----

BENEFITS 

PAID TO

M & fijO j/ L  s / < r c / t •1 ..

V

TOTAL ALLO W ED  CHARGES 

LESS DEDUCTIBLE 

BALANCE OF ALLO W ED  CHARGES! 

LESS 2 0 %  CO INSURANCE

MEDICARE PAYS

ALLOWED

b a

-----

/ o v
O0\. JWj

jm
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UfCfc CASUALTY THIS Ii «  ..A IL, •." l v,' 'H E  A CT IO N  TAKEN  O N  YOUR M EDICARE CLAIM

r  Prepared By: DATE

/Etna Life &  Casualty 

M ed icare  C lair Adm inistration 

Yeon Build ing 

522 S. W .  5th Avenue 

Portland, O regon  97204 . . m •

Telephone N o . 222-6831

i 7 '  7 *
HEALTH INSURANCE Cl MM NUMBER

SENEFICIASy’j 
NAME 

*ND AOOSESS I

I M P O R T A N T

l . ’. r .  •, I .

n  /  // - ,  ^  / )  1 F 0 R  G E N E R A L  I N F O R M A T I O N ,  S E E  T H E5 3 0  -o  ( -  4  7<r«3// reverse side.
• -I . * • I

_ 11 - T h e  e n c l o s e d  R e q u e s t  f o r  . M e d i c a r e  P a y -  

•' 1 m e n t  f o r r  ( S S A - 1 4 9 0 )  is  f o r  y o u r  u s e  in/ /  • j / r r  c  k -

7 6 ?  «■>><;; * " " ! doi" V  .

"■ ■ ' f i n c h  f i k .  * 7 5 0 3  •••
LO C ATIO N  OF SERVICE 

CODES

The fo llo w in g  w ill e xp la in  

rhe codes shown in the "Lo- 

r a t io n  o f"  c o lu m n  to the 
-ight.

O  Doctor’s O ffice

H  Inpatient Hospital

Independent Lab 

ZCF Extended Care 

Facility 

4 Patient'

DH Outpatient 

JL Other

■IH Nurs ing

S E R V I C E S

FIRST
DATE

MO DAY

LAST
DMC

, LOCATION 
OF

OF SERVICE 

CODES

w ill e xp la in  
n um be r sh ow n  in the 

"Description of" column ot 

left.

1. M ed ica l Care

2. Surgery

3 . • Censttltation 

D iagnostic X-ray 

D iagnostic Lab

:i 6 . Radiation Therapy 

7 . Anesthesia 

, 8. . Assistant Surgeon 

. ;  9 . O ther Service 

, 0, W ho le  Blood or 

Pocked Red Blood 

Cells

-  a n  a m o u n t  is  s h o w n  in  t h e  " N o t  A l l o w e d "  c o l u m n  a t  r i g h t ,  t h e  p a r a -  

c h e c k e d  b e l o w  w i l l  e x p l a i n .  • 1
• . t • 1 ' * j ' f

T h e  A l l o w e d  C h a r g e  is  l e s s  t h a n  t h e  a c t u a l  c h a r g e  f o r  p s y c h i a t r i c  

s e ; v i c e ,  b e c a u s e  o n l y  6 2 '/2%  o f  s u c h  e x p e n s e s  a r e  a l l o w e d  u n d e r  t h e  1 

l a w .  '•

. • . . • • . . '. . 1 • i! i i 7* j

T h e  A l l o w e d  C h a r g e  is  f e s s  t h a n  t h e  a c t u a l  c h a r g e  f o r  p s y c h i a t r i c  

.- s e r v i c e ,  b e c a u s e  t h e  $ 2 5 0 . 0 0  m a x i m u m  p a y a b l e  in  o n e  c a l e n d a r  y e a r  ;:J 

h a s  b e e n  r e a c h e d .
• 1! *

T h e  c h a r g e s  h a v e  b e e n  r e d u c e d  t o  t h e  a m o u n t  i n d i c a t e d ,  b e c a u s e  iS7 u| 

t h e y  h a v e  b e e n  d e t e r m i n e d  t o  b e  h i g h e r  t h a n  w e  c a n  c o n s i d e r  a s  ; 7 1* ; 

s r  c o v e r e d  e x p e n s e  u n d e r  t h e  M e d i c a r e  P r o g r a m .

TEFITS 
O TO

Y o u r  $ 5 0 .0 0  d e d u c t i b l e  h a s  b e e n  m e t  f o r  1 9  
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BALANCE OF ALLOW ED 
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MEDICARE PAYS



I

I t

v n p - ' v
\ \ J f  \

DUPLICATE

X *

ciir.Toi.trn n o . INVOICF HO. i n v o i c e  OA7i

6  0 3 3  5 6 0 0 0 0 0 4 2 t 5 2 1 6 1 2 - 3 1 - 0 9

‘:i

i m . L  T O

H A R B O R  V 1 C W  
M E M O R I A L  H O S P I T A L  
V A L D E Z  A K  9 9 6 U 6

6 H I P  T O / I N 5 1 A L I  C O  A T ruLAor niitci all ino-jhiico io:

X G K C  X C C K P J R A I 1 U N  

5 05 1 C 6 T H  A V E N U E  N  
B E L L E V U E  W A S H I N G T O i  

9 8 0 0 *

TELtiMONt- 2 0 6 - 4 5 5 - 1 0 6

f'UHCMASe OHOf.ll NUMOLII

3 5 9 4
TEKM S

P A Y A B L E  U P G N  R E C E I P T

SP4.CIAL H L f C n t M C E  H U M U U

C U V LH N M CN I CON 1IIAC1  N UHUEH

I T E N P E R I  Oil A M O U N T

X E R O X  2 4 0 0  

B A S I C  USE C H A R G E

S E R I A L  M O .  1 5 0 - 0 1 7 3 7 9  

J A N U A R Y  

S U B  T O T A L  

T O T A L

>.;*.<NVva * « •• ••
.•..MEXtR.c/mu .r e c e i v e u .b u t  n o t .b i l l a b l e -•

* J • • * ’ . ' ’ * .

- aI- «• :
" . . .  * * • • •• • •

*. ■ t . • •. v .  .
V r& :* •

 ̂ ■ ' / 0  
•'J:/»•>•;v. :: V  •••»«/;%^i :; v ' O  (fr : \v>.-*V%-.*•-.

; ;  ^  • '■ •

; • Vr-i--: V v  ::>* sV.;*-1 :  f '

. . j

/ l - f ' 0 %  *  

( f t  , y

r  V  ’

u  -ip



1
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Department of Social Services 

Do.; 2515 

Kodiak Alaska 92615

L J

STATEMENTS RENDERED MONTHLY
IF NOT CORRECT. PLEASE NOTIFY OFFICE IMMEDIATELY 
ITEMIZED ACCOUNT SHOWN IN OFflCE



i
I -'£& CASUALTY

EXPLANATION OF EXPENSES CREDITED TO
"'CALENDAR YEAR DEDUCTIBLE .ON WHICH 

.-NO MEDICAL INSURANCE BENEFITS CAN BE PAID 
FOR GENERAL INFORMATION SEE REVERSE SIDE,

• / î / I aaIED
■ A  A  - r

re p a re d  By:

l L - l .

y p K '

/E tna Life & Casualty 
M edicare Claim Administration 
Yeon Building 
522 S. W. 5tti Avenue 
Portland. Oregon 97204 
Telephone No. 222-6831

HEALTH INSURANCE CLAIM NUMBER 

 t f  . .  r 7 - rf r  op'd*

IZ N E F IC IA R Y ’S 
1 N AM E
|n d  a d d r e s s

y y v v t
SERVICES

FIRST
DATE

10. DAY

LAST
D A TE

LOCATION 
’ OF*
I

MO. DAY ! R E N D E R E D  GY
J T 77M l I ___

IMPORTANT

These expenses have been credited toward 
the beneficiary's calendar year deductible.

No benefits can be paid on these  charges.

CHARGES

TO T A L
NOT

A LLO W ED ALLO W ED

DEDUCTIBLE STATUS 
CALENDAR YEAR

Deductible to be met for 
this  year according to 
Social Security records

EXPl . .NATION OF CHARGES NOT ALLOWED

The charges have  been reduced to the amount indicated, because they have been deter­
m ined  to be h ig h e r  than we can consider as  covered expense under the Medicare Program.

f  L i./-

Total allowed expense 
on this claim

Deductible balance 
to  be met for this  year. 
If zero your deductible 
Las been met for this 
year

*SEE REVERSE SIDE

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

CAT. 1943-14 
PRINTED IN U.SA.

i ll
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D e p a r t m e n t  o f  H e a l t h  a r i d  W e ]  f a r e  

D i v i s i o n  o i '  H e a l t h

V E N D O R ' S  I N V O I C E

'  1

P A Y E E  C R E D I T  B U R E A U  O F  K E T C H I K A N ,  I N C .

A D D R E S S  B o x  2 2 0 7 ___

K e t c h i k a n ,  A l a s k a  9 9 9 0 1

R E :  B E R N H O F T ,  G e r a l d  S .  ( F a t h e r :  R i c h a r d )

D A T E

1 0 / 1 9 / 7 0
II

1 0 / 2 0 / 7 0
If

Inv. #
0 7 3 8 8 9

0 7 3 8 9 0

0 7 3 8 9 1  

0 7 3 8 8 8  

E 3 5 6 5 0  

E 3 5 6 4 9  

E 3 5 6 6 2

B l o o d  C r o s s  M a t c h
II
If
VI

It
II
II

T O T A L

( O r i g i n a l  V e n d o r  w a s  K i n g  C o u n t y  C e n t r a l  B l o o d  B a n k ,  I n c .  

T e r r y  a t  M a d i s o n ,  S e a t t l e ,  W a s h i n g t o n  9 8 1 0 4 )

X e r o x  c o p i e s  o f  c o r r e s p o n d e n c e  r e g a r d i n g  t h i s  b i l l  a r e  a t t a c h e d  f o r  e x p l a n a t i o n . ^

AMOUNT

1 0 . 5 0

1 0 . 5 0

1 0 . 5 0

1 0 . 5 0

1 0 . 5 0

1 0 . 5 0



D i v i s i o n  o f  P u b l i c  W e l f a r e  

P .  0 *  B o x / 2 5 7  

K e t c h i k a n ,  A l a s k a  9 9 9 0 1

KETCHIKAN GENERAL HOSPITAL
3100 - TONGASS AVE. PHONE CA 5-5171 

KETCHIKAN, ALASKA 99901

patient's nam e B R A N D A ,  R o s e

X-RAY OPERATE
OR

DEL. ROOM
ANES­
THESIA

LABORA­
TORY

ROOM 
BOARD OR 
DAILY CARE

MISC. CHARGES TOTAL DAILY CHARGES

6 7 . 0 0 2 . 3 5

5 . 7 5

9 . 7 0

7 . 2 5

2 1 . 5 0

7 . 5 0

4 9 . 0 0

4 9 . 0 0

4 9 . 0 0

3 6 . 0 0 +  6 +

2 1 . 7 5 +  6 +  

11.00+ 1+ 
10.00+ 6+ 

7 . 0 0 +  8 +

I a n 2 9 ' 6 9

J a n 2 9 i 6 9

I a n 3 0 * 6 9

J A N 3 1 * 6 9

I a n 3 1 * 6 9

v i s i o n  c 
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1

f  F a r a i l ;  
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lean DO
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o r  h a s  n o t

■i., ,;_1T.'-.KAI 
G E N E R AtiiAN

B i l

n  i i  c o r r e c t  a n d  

b i l l  i s  c q j f ? £ © t  a n d  

b o o n  

H O S P I T A L  

H O S P I T A L

jd&JSEL*
i n g  D e p t .

THIS STATEMENT IS $UB1ECT TO ADDITIONAL CHARGES OR CREDITS THAT HAD NOT BEEN 

REFERRED TO THE BUSINESS Of'fICE AT TIME OF PATIENTS DISMISSAL. TOTAL CHARGES S

STATE. TENTS PAYABLE 
UPON PRESENTATION 
OR ARRANGEMENTS 
MUST BE MADE WITH 
BUSINESS OFFICE.

EX P LA N A T IO N  O F  C O D E S

1 -  IN TR A V EN O U S  S O L U T IO N S
2 -  R E N T A L
3 -  O X Y G EN
4 -  C A S T S  a  S P L IN T S
5 -- T R A N S F U S IO N  ADM .

6 - - C E N T R A L  S U P P L Y
7 -  T I S S U E  EXAM .
8 -  P H Y S IO T H E R A P Y
9 -  M ISC.

C R E D IT S

1 -  C A S H  P A Y M EN TS
2 -  IN S U R A N C E
3 — A L L O W A N C E S
4 -  O T H E R

III ........................................ I IIIMI■ HIP .........................................................


