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S e n a t o r  B i l l  R a y -2- F e b r u a r y  2 0 ,  1 9 7 5

To avoid miscellaneous claim supplemental appropriations in future fisca l years we 
have proposed that the General Appropriation B ill be footnoted to include the 
provision that it be allowable for the G overnor's Contingency Fund to be used to 
pay obligations for any agency for any time period. HB 70 now includes that 
p ro vision . We so lic it  your support in having such a provision included in the 
Senate's version of the budget b ill th is session!

S in ce re ly ,

>

( W k i :nt Dawson, Director

cc: Jay Hogan, D irector, Leg is la tive  Finance 
Attachment:
VKD/bc
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of ̂ A L A S K A

TO: I Ron Lind
Budget S Management

DATE ! February .

from: Ray Davidson subject:
Fiscal Officer 
Dept, of Health S Soc. Svcs

Ren:

Please find up date to original submission of 
billings.

Curr. Year Prior Year
Original: Reg. 640.86 549.01

Medical — 8,112.64

TOTAL 640.86 8,661.65

Update: Reg. 175.89
Medical 12,199.62

Reg. 816.75
Medical 12,199.62

TOTAL 13,016.37 8,661.65

, 1975

2 year old

Total
.,189.87
,112.64

1,302.51

175.89
1,199.62

,678.02



Legislative Billings for year 1974-75

Submitted November 22, 1974

Family S Children Services

Invoice // Date of 
Service

Amount Date Received Code

Alaska Children Services . 
frank Chasley 
Anchorage Daily Times 
Anchorage Daily Times 
Anchorage Daily Times

69355
482677

L-79415
L-79156
L-79156

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

307.20
115.00
11.70
67.20
63.60

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

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

Corrections

Schmolsk Plumbing 8 
Heating

12473 5-04-71 24.25 3-04-74 06-66-04-112-450

Public Health

National Academy of 
Engineers

266362 11-02-70 29.90 2-13-74 06-31-1-980-490

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 
(detail attached)

12,199.62

Health 6 Social Services 
TOTAL 13,016.37

Reason for Delay

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

II II II II

II II If II

Vendor Inv. not rcvd

Vendor inv. not rcvd

4
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Submitted November 22, 1974

Legislative Billings for year 1974-75

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

Invoice iV Date of 
Service

Amount Date Received Code

69355 03-16-72 307.20 5-15-74 06-21-3-265-336
482677 02-16-72 115.00 5-02-74 06-21-3-150-730

L-79415 12-22-70 11.70 8-15-74 06-21-3-263-325
L-79156 6-24-71 67.20 5-30-74 06-21-3-263-325
L-79156 6-03-71 63.60 5-30-74 06-21-3-263-325

12473 5-04-71 24.25 3-04-74 06-66-04-112-450

266362 11-02-70 29.90 2-13-74 06-31-1-980-490

992908461 2 2 . 0 1

640.86

10-19-74 06-26-5-117-350

Sea Land

National Car Rental 

Mrs. Florence Eilertson

TOTAL

Medical Assistance 
(detail attached)

Health 8 Social Services 
TOTAL

992907090

H022095

84.21

13.68

78.00

816.75

12,199.62

13,016.37

5-08-74

12-18-74

9-25-74

06-26-5-117-350

06-26-5-610

06-31-1-761-390

Reason for Delay

Vendor Inv. not rcvd 
W t . 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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C A ^ C H £ C K £ D iN  AT;

CA*i WILL 0* fUr JfNi J lO (0 4 )  A L T 2 R N A T E  R A  NO 16i C H cC K - iN  C IT Y  NCX. STATION NO.

H T T  k V T Y Q
(C9I 

CAR WILL BE 
RETURNED BY

MILEAGE OETERMlNcO 
BY READING 

rs^v i nstalled QSOMngR
o w n i n g  a n (231 

Ml Leo 
IN

ICARCCNO.  'd r  I07i STATE :oa>-OVVNlNG (JrY NO n

j \ l e .  a i r M ^ T o l Q
(571 91 LUNG INFORMATION ONLY 1531

MILLS
SPiycNi

D A Y S  14*1

W E £ K .S (- >3>

MILES
OUT

H O U n S IF A lM IL E S  | |  |

□ RIVEN | \ I

COMMlSSlftNAaLE 
SOURCE

S U B - T O T A L

TOTAL TIME ANO 
MILEAGE OR 
MINIMUM CHARGEcah;«

3LA-SCHt
AMEaiCAN-
LXPHE55

amcRiCan
OIL

MAJ!£A
CHAACE
M .C .

I N T ER -C I T Y  F E EHEIGHT WEIGHT

C. DAYS WEEKSi lSOJUrt»V£BS LICENSE NO.
COU15JCV DAMAGE WAIVER

IN CONS'OiPATiCN OF 'he GOlUSICN CA.VACt 
WAlVtR PA.’E ICO.LVI AOREEO UPON = 
LESSCa AiAEES TO RClllvS C03TCVt«* CF 
IIAOIUTY C4 DAMAGES CA'.'SEO B* COLLI­
SION AG •JpflViiGED in MAHAGPÂ H 5 CN 3ACX
:f PAiit; rv this penU i/ O vment but
CUSTOM*** e\aiL 8L Toll/ tlA&Ol TOP A'.L 
OAMAOEb I Y*W NMillE IF Tm\ VEHICLE 
OESCnutif-: \-*i sma'.Ibe GPTujrD :j 
VIOLATONIIJ l\:' rf̂ -̂ f̂elO.NS Jt 
THIS MENTAL AGPCiMt?!̂  f  f
CUSTOMER ACCEPTS OR CICUNES PUHiyUs/ 
OF COW AT ua?£ SPECIfltD COW I\p".'U  
APLEONL^H ACCIPTEO________ *

EXPIRATION DATs

S U 3 - T O T A L

l b 2 ) T A X

P-A.I.  _  ,
AC»K,S I PWSOMM. .CtCUMUi L

r. A* accioen: ***•
X______________________ I INSURANCC X ______________________

'CUS/OMER ADEPTS Oft OfCUTiCJ PA I. 
iT mAiTE SHOvW\jm 5EPAijAi<'-r̂)oiURL
q̂ tance iŝ roof of :t&rPA-y under
6io issucofro l̂ sormvamyTiinu/ in
CPARATE 3RoAuRE ) /  If'.

P.  DAYS w e e k :

I HAVt/REAO THE TERMS AND CONDITIONS ON BOTH SIDES OF  
TH I ^^ i NTAL  AGREEMENT AND AGREE THERcTO. f f  . "  J

x /  /  j  / \ t t j  i j* \  j t \  f V j . A  M i l  A h
TOTAL  C H A R G E S

NALOMVEfr-,

1 CASH | |COUPON[ [~N D R. j
RATE DOES NOT INCLUDE GAS

N E T  C H A R G E

L E S S  D E P O S I TM I N I M U M  R E N T A L - O N E  D AY  P L U S  M I L E A G E .
ORIGINAL DEPOSIT ADDITIONAL

(S 3 )

U N U S E D
O E P O S I T

I N T E R -C I T Y  F E E  M A Y  B E  A P P L I E D  I F V E H I C L E  IS 
NOT  R E T U R N E D  TO L OC A T I ON  S P E C I F I E D  A B O V E .  
C U S T O M E R  I S  L I A B L E  FOR  A L L  P A R K I N G  AMO 
T R A F F I C  V IO L A T IO N S .

I N V OK E S  S U B J E C T T O  F I N A L  AU O IT .
NO R E I M B U R S E M E N T  W I L L  8E M A D E  W IT H O U T  
G A S  R E C E I P T S .

iWaH 0 »» < c «
.  1391

T OT AD
R E F U N D

OR 3 DATECUSTOMER INITIAL:

REFUND RECEIVED BY: P R E 5Y I H I I C C M P U ^ ^ Y

-HlliaK R-J ILL) ~
COMMENTS .

^fAMPN t:« r & M
| 'OH- MAtLCO

R E N T A L  A G R E E M E N T  N OL ICENSEE
in CANADA ITS TILDE* CAR ftCNTAL

H 0 2 2 0 9 5  4CITY NAME ANO ADORES:

THIS RENTAL AGREEMENT NO. _  
MUST AP PEAR  ON ALL PAY / j l  
MENTS AND C O R RE S P O N D E N C E S /

M A K E  C H E C K  P A Y A B L E  TO:  N A T I O N A L  C A R  R E N T A L  I
M A I L  TO _________________________________ZT

PLEASE DETACH A N D  RETURN THIS STUB WITH Y OU R  P A Y M E N T
G O L D E N  R O D  - C U S T O M E R  M E M O  

_  < ' . p a g e 2

|
i
S
U
P
V
R
.
 
A
P
P
R
O
V
A
L



AUTHORIZATION
BY

: P A f c T M E N T  O F  H E A L T H  A N D  W E L F A R E

D I V I S I O N  O F  P U B L I C  H E A L T H  
P O U C H  H J U N E A U ,  A L A S K A  9 9 G 0 1  

S E C T I O N  O F  C H I L D  H E A L T H

ORIGINAL

AUTHORIZATION NO.

0 0 4 2 6

* t o  M r s .  F l o r e n c e  E l l e r t a o n  

6 6 3 3  D e b o r r  P.oad 

Ac'dtes* Aach«rage, Alaska 99504

Authorization I* ghron to provldo tho fol lowing aarvlcec,  suppl ies,  o r  equipment to:

patient R E ID ,  M ic h a e l  

Address S i c k a

d a t e  7 - 2 3 - 7 2

B lr lh d a t r . 6 — 2 6 — 5 9

c o d e : e s c  0 6 - S 5 - 1 1 - O O

DATE(S) SEPVICE RENDERED DESCRIPTION OF SERVICE (ITEMIZE) PRICE

f b  v  .

Pleaso submit claims first to:
f i n -

o o

* 1 ? '  O O
This Department will assumo only those charges not covered by the Insurance. Crippled Children’s Services will not by\responsible for collecting 
benefits paid by the insurance company directly to the insured.
f f l  263564

Authorized b y _
PRO GUAM REPRESENTATIVE CRIPPLED CHILDRENS SERVICES

* IMPORTANT NOTICE TO VENDOR 

A ll b illin g  m u d  bo done  on tho loot 3 shoots ottoched lo  th is AUTHORIZAT ION Immodlatety a lter fu lf illin g  the o rde r as staled 

above . II UNAB I.E  lo  till o rde r , this authorization must bo re lum ed  to DEPARTM ENT OF HEALTH and  W ELFA R ... D IV IS ION  

OF PUBLIC  H EALTH , SEC T IO N  OF C H IL D  HEALTH .

/



DIVISION' OF MEDICAL ASSISTANCE 
Stale Dated Bills 

02/24/75

VENDOR INVOICE ? OR SVC DATE A'-iOUNT *CODINC

Alaska Clinic 50975 13.20 150
I f II 155571 8 155572 78.03 350
f f tl 6/19/72 66.00 II

ti II 216846 74.40 IT

ti IT 216847 8 2.16848 464.50 II

it It 11/15/71 20.00 II

11 II 7/1/72 16.00 II

»i II 6/2/72 12.00 11
»t II 6/2/72 12.00 11
► t II 59549 32.00 11
i} II 8/9/72 12.00 II

t1 II 1/9/72 142.00 II

ii II 12/27/71 29.00 11
11 It 7/9/72 20.00 IT

ri II 8/50/71 23.00 If

? i II 5/24/72 64.00 11
»• II 6/26/72 7.50 11
11 II 1/10/72 7.50 II

i f II 82566 46.00 11

Alaskan Opticians 2786 10.70 411
Anc Comn Hospital 504999 60.00 310
1 ? II 11 554222 1,746.23 11

Kenneth Rehymer, MD 4/27/72 62.00 350
G BLankinship, MD 161178 104.00 11

Fairbanks Med q Surg 96656 99.00 150
II II It 96612 50.00 II

11 II II 96677 5 96678 3,520.88 350
11 II II 145489 128.00 II

11 II It 145490 190.00 II

1» II 11 145491 30.00 II

11 II 11 145492 168.75 II

II II 11 145495 771.00 II

II II II 145494 55.00 II

II II 11 145495 12.00 II

11 II II 145496 29.00 II

11 II 11 145497 12.00 11

II 11 11 151086 100.00 11

II II 11 151083 99.50 II

11 11 II 151084 5 151085 134.10 II

II 11 II 151087 62.90 II

II II 11 157476 5,40 II

It II II 137473 1.60 II

II II II 137467 5.30 II

11 II 11 137474 8 137475 4. S3 II

11 II II 137466 6.10 II

11 II II 137463 8 137464 18.68 II

II II II 137*65 2.16 II

II II 11 96703 130.00 II

II II II 96901 122.40 II

II It II 96702 10.80 II



DIVISION OF MEDICAL ASSISTANCE
Stale Dated Bills
02/24/75

II

Fairbanks Med 8 Surg

Lab of Clin Med
If If ff ff

D J McIntyre, Inc 
Ohlson Psych Svcs 
R Peterson, MD

f» f I

Providence Hosp
f I

f ?

f I 

IT

E Stanley Ray, MD 
Seward Gen Hosp

ff ft ff

ff If If

J Arlyn Smith, MD 
Wright Drug 
Wm Reinbold, MD

96704 79.20

96810 24.48

63960, 61, 62, 63 344.29
64, 65, 66 - Bal after Medicare

10/9/72 7.00
148270 6.84
144130 91.00

1L/1/72 56.00
162167 45.50
16216S 64.00

8/17/72 24.00
8/22/72 11.50
7/20/72 390.50

159178 98.70
7/18/72 1,763.85
6/15/72 70.00
8/15/72 102.00

160761 56.40

643975 11.80

125075 15.00

350
»l

If

f f 

f f 

I f

66-4-241^80
31-1-674-550

f I

310
f f

550
310

31-1-677-580
390
350

12,199.62

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

a
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D E P A RT M E N T  OF HEALTH &  SOCIAL SERVICES 

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE

C E N T R A L  OFFICE C O P Y PROVIDER 1 Q/c 9 P./U&

n o . 5 0 9 7 3

10 PATIENT INFORMATION STATE
US E

O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

7 2 - 3 2 0 - 7 1 - 9 7 5

NAME OF PROVIDER

T H E  A L A S K A  C L I N I C  

DR.

NAME OF PATIENT

SKAWI! G R E E N

RACE

/i)
DATE Or BIRTH r— SEX |---.

'i -  1 3 - r i n  m  X  M  1

EllG. CODE

P
PROVIDER I D. NO. CATEGORY -

CASE NO.

3 8 3 2 6 - 0 3

RESOURCE X PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

X / a  C T O /

NATURE OF ACCIDENT OR ILLNESS
D I A G N O S I S

DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

A N G I O N E U R O T I C  E D E M A

PRIMARY

p t /

S ECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

n SERVICES RENDERED
DATE OF 
SERVICE

PLACE 
OF » 

SERVICE
DESCP.PTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE C HARGE STATE USE ONLY

1 0 / 2 9 / 7 2 OH K M2R. R O O M 0 0 5 0 0 2 0 . 5 0 | j| | )| j
!

* FIACE OF SERVICE

DO DOCIOXS OFFICE 
It INCtPtNOENI UR.
N FAIIENIS HOVE 
IH IHFAFIENF HOSmxl 
Ol Of HER VOCATION 
NM nufVfxG hOFAE 
ECF EXTENDED CXRE FACIUrf 
OH OUIFXIIENF nOtPITAt

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 20.50 . / S  9 -0MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL ^

N
UNPAID
BALANCE

/ 3 a o

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 
PRECLUDES EXCLUSION OR DISCRIMINATION O N  THE GROUND OF RACE, COLOR. 
OR NATIONAL ORIGIN. 1 UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF M Y  KNOWLEDGE N O  OTHER RESOURCE EXISTS.
\

< <=*.---- /  /

REMARKS: -------

S S f  -7 r3 T  m  ' / , e  f r s ~ RESUBMITTAL MEDICAL 
INDICATOR REVIEV/

06*7014 .>>•



C E N T R A L  O F F I C E S T A T E  O F  A L A S K A
I 1  5  | p «O v I O E R  RE F .  I

0 6
DEPARTMENT OF HEALTH & SOCIAL SE RVICES 7 ’\

OUTPATIENT HOSPITAL » PRACTITIONER » HOME HEAL'. H AGENCY INVOICE n o .  1 3 5 3 7 2
\
a

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAM E OF PROVIDER . , •

NAM E OF PATIENT Q/)5£ t\/0- 
Clenwood Brown O A f )  3 C/ 3 r7'2^

RACE

DATE OF BIRTH SEX

/ ^ . 5 " /  0<0 M S '  F O

ELIG. CODE PROVIDER ID. NO. CATEGORY

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

/) A O  s n /

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D I A G N O S I S  C O D E  
(OPT . )

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

Page 2
SECONDARY

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

C O M M E N T S :

S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO .  (i f a pp l i c a b l e )

R E F ERR ING  OR 
CONSULT ING PHYS IC IAN

11
SERVICES RENDERED

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

P L A C E  O F  
S E R V I C E  •

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

1 9 6 9  R V S  
P R O C .  C O D E CHARGE STATE USE ONLY

062672 D O Upper GI w i t h o u t  KUB 9 < 4 z 4 o 56.00

. 03037.2. DO „ .Upper .01 Si r i u s  . l Li z 4 o 56,00

040472 DO U p p e r  GI SE r i e s 7 4 - z 4 c 56.00

• P L A C E  O F  S E R V I C E

do doctor's office 
il independent LASL 
h patient's ho me
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECr EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\

T O T A L
C H A R G E 390.50MEDICARE PAID O T H E R  I N S . T O T A L

L E S S
312.32

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

k

U N P A I D
B A L A N C E ' ' 78,08

PROVIDER CERTIFICATION'

"  THIS IS TO CE R T I F Y  THAT THE FOREGO ING IS TRUE.  ACCURATE ,  AND COMPLETE AND  IS 
IN COMPLIANCE WITH T ITLE  VI OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRECLUDES  E X ­
CLUSION OR DISCRIMINATION ON THE GROUNDS  OF RACE.  COLOR.  OR NAT IONAL  ORIGIN.  
I UNDERSTAND THAT PAYM ENT  AND  SAT I SFACTION OF THIS CLAIM WILL BE FROM F E D E R ­
AL  ANO STATE FUNDS,  AND THAT ANY  F AL SE  CLAIMS.  STATEMENTS OR DOCUMENTS.  OR 
CONCEALMENT OF A M A T ER IA L  FACT.  MA Y  BE PROSECUTED UNDER APPL ICABLE  F E D E R A L  
OR STATE LAY/S . "
TO THE BEST OF MY  KNOWLEDGE NO OTHER RESOURCE EX ISTS .

P R O V I D E R ' S  S I G N A T U R E D A T E  9 M Z 1

REMARKS:

Medicare payment $312.32.

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

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



C E N T R A L  O F F I C E S T A T E  O F  A L A S K A
1 5  PROVIDER REF.

0 6
DEPARTMENT OF HEALTH & SOCIAL SE RVICES

OUTPATIENT HOSPITAL • PRACTITIONER » HOME HEALTH AGENCY INVOICE n o .  1 3 5 3 7 1
7

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OP PROVIDER

T h e  A l a s k a  C l i n i c

Bu r l  S t e ph e n s ,  MD

NAM E  OF PATIENT

G L E N W O O D  B R O W N  h / o . O A A 3 Ci S 7 £

RACE

DATE OF BIRTH SEX

6 / 25 / 0 0  M pc* FI— I
ELIG. CODE PROVIDERID.NO. CATEGORY

N o n e  at that time 
No lo n o p r mi fVi ijc

CASE NO. RESOURCE PA YEE  10 NO. ( if  different from above)

A L C  501

NATURE OF ACCIDENT OR ILLNESS

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

LIST PRIMARY DIAGNOSIS FIRST

R e f e r  to Dr. H a l e ' s  r e p o r t  for d i a g n o s i s

PRIMARY

SECONDARY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  C53 Y E S  1 1 NO
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if a pp l i c a b l e )

R E F ERR ING  OR 
CONSULT ING PHYS IC IAN

Dr. Hal e
C O M M E N T S :

11
SERVICES RENDERED

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

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

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

1 9 6 9  R V S  
P R O C .  C O D E C H A R G E S T A T E  U S E  ONLY

01 1 4 7 2 D O U p p e r  GI Series 7  4 2  4  c ’.56.00

0114 7 2 - D O C h o l e c y s t o g r a p h y  oral 7  4 Z l O 33, AO

01 1 5 7 2 DO C h o l e c y s t o g r a p h y  oral (repeat) 1 4 2 .9 1 lo. ?n

0 1 2 1 72 D O C o l o n  b a r i u m  e n e m a . 7 ‘J  2 1  r- 4 8 . 0 0

0 1 2 1 7 2 D O U r o g r a p h y E x c r e t o r y  IVP 7 4 4 n n 6 0 . 8 0

• P L A C E  O F  S E R V I C E  

oo ooctor's office
IL INDEPENDENT LAB.
H ‘ patient's h o m e
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSJNC; HOME
ECF EXTEflDED CARE FACILITY
OH OUTPATIENT HOSPITAL

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

\
/

T O T A L
C H A R G E

So.

hrrt M'-7T
MEDICARE PAID O T H E R  I N S . T O T A L

L E S S

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

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

PROVIDER CERTIFICATION

"  THIS  IS TO C E R T I F Y  THAT  THE  F O R E G O I N G  IS TR U E ,  AC CU R A TE ,  A N D  C OM PL ETE  A NO  IS 

IN COMPL I AN CE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS ACT  OF 1964 WHICH P R E C L U D E S  EX  

CLUS ION OR D I S C R IM IN A T IO N  ON THE  GR O U N D S  OF RACE ,  COL OR ,  OR  N A T I O N A L  OR IG IN .  

I U N D E R S T A N D  T H A T  P A Y M E N T  A N D  SA T I S F A C T I O N  OF  THIS  C L A I M  WI LL  BE  F R OM  F E D E R ­

A L  ANO STA TE  FUNDS .  A NO  T HA T  A N Y  F A L S E  C LA IMS ,  S T A T E M E N T S  OR DOCUMENTS ,  OR 

C O N C E A L M E N T  OF  A  M A T E R I A L  FACT .  M A Y  BE P RO SE CU T ED  U N D E R  A P P L I C A B L E  F E D E R A L  

OR  STA TE  LA W S . "

TO THE B E ST  OF  M Y  K N O W L E DG E  NO OT HE R  R E S O UR C E  E X I S TS .

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

REMARKS:

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

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



Phono 274-1303

THE ALASKA CLiNIC
a professional corporation

- 825  L S T .
A N C H O RA G E , A K . 99501

Fo r opp 1 . 272-4551

DEPT. O F  H E A L T H  & S O C I A L  S E R V I C E S

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

■HilEG -iiARiiAGil

DATE

0/19 / 7 2

C UR REN T 30-60 60-90 O V E R  90 T O T A L  DUE TO TAL  DUE

-------------
T

PATIENT/DOCTOR

DR. WIEIiAWO

DESCRIPTION

Cm.'ST 2 V I E W  

O f f i c e  C a l l  

G D C

S E iJ . RA TE 

COijt) A C G  •

C RVS

71020

9 0040

35010

3 5050

0 0000

A M O U N T

2 4.00

1 2.00 

3.00 

0.U0

10



. V -’vX •• •iYf'-Yi'ti': <^:vV .

j C E N T R A L  OFFICE

' S 3

S T A T E  O F  A L A S K A
|  L> HMOV lU t K  K t r M £LL-

DEPARTMENT OF K2ALTH & SOCIAL SERVICES
O U T P A T I E N T  H O S P I T A L  • P R A C T I T I O N E R  • HOME  H E A L T H  A G E N C Y  INV O I CE  N O .  2 1 6 8 4 6

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR  A U T H O R I Z A T I O N  N U M B E R

7 7 ) A l o i s '  A

N A M E  OF P R O V I D E R  _  •

N A M E  OF  P A T I E N T R A C E

o s
D A T E  OE B IR TH

/  A S T /  _ v S 7  MED f#
EL IG .  C ^ 3 E  .

A ~ -

P R O V I D E R  ID. NO.  C A T E G O R Y
A / y p j  < 9 9 3  ^ 2 5 "

H ™  - r e / S t * /
R E S O U m ^ P A Y E E  ID NO.  (i l  d i f f e r e n t  f r om  a b ov e )

/9 -Z -C / S Z ‘ /
NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D I A G N O S I S  C O D E  
(OPT . )

L I S T  P R I M A R Y  D I A G N O S I S  F I R S T P R I M A R Y

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ’  D U  Y E S  d )  N O
S E R V I C E  P R E - A U T H O  R I Z  A T  ION  
N O .  (if app l i cab l e )

R E F E R  RING O R  
C O N S U L T I N G  PHYSICIAN

C O M M E N T S :  •

11
SERVICES RENDERED

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

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

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

1 0 6 9  R V S  
P R O C .  C O D E C H A R G E S T A T E  U S E  O N L Y

/  / o L . n + c  f  C aJ 4  <£9 ^ 0 7 W £ > 6 /

• P L A C E  O F  S E R V I C E

DO DOCTOft'3 OFFICE 
IL INDEPENDENT LAU.
*H patient's h o m e
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
ECF EX TENDED CARE FACILITY
OH OUTPATIENT HOSPITAL

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

I

T O T A L
C H A R G E

7 7 - ? °
MEDICARE PAID O T H E R  I N S . T O T A L

L E S S

MEDICARE CO * INS. MEDICARE OEOUCT. T O T A L

X
U N P A I D

B A L A N C E 7 7 7 7 /
‘

PROVIDER CERTIFICATION

•* THIS  IS TO C E R T I F Y  THAT THE F O R E G O I N G  IS TRUE ,  AC CURATE ,  ANO COMP LETE  AND  IS 

IN COMPL I ANCE  WITH T IT L E  VI OF  THE C I V I L  R IGHTS  A l T OF 1QG4 WHICH P R E C L U D E S  E X ­

C LUS ION OR D I SCR IM INAT ION  ON THE G R O U N D S  OF  RACE .  COLOR .  OR  N A T IO N A L  OR IG IN .  

I U N D E R S T A N D  THAT  P A Y M E N T  A N D  SA T I S F A C T I O N  OF  THIS  C LA IM  WI LL  BE F ROM  F E O E R  

A L  AND  STATE  FUNDS ,  AND  THAT A N Y  F A L S E  C LA IMS ,  S T A TEM EN T S  OR DOCUMENTS ,  OR 

C ON CE AL MEN T  OF A M A T E R I A L  FACT .  M A Y  BE P RO SE CU T ED  U N D ER  A P P L I C A B L E  F E O E R A L  

OR  STATE  LAWS.**

TO THE BE ST  OF M Y  KN OWLEDGE  NO OTHER  R E S O UR C E  E X I S TS .

P R O V I D E R ' S  S I G N / V n j R E  _____________________^ 7 __________________________  D A T E  f  '

R E M A R K S :

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

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

i  r  v ISEn



C E N T R A L  O F F I C E

. i

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

0 6  /■/

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

O U T P A T I E N T  H O S P I T A L  • P R A C T I T I O N E R  • HOME  H E A L T H  A G E N C Y  I N V O I C E  n o .  2 1  6 8 4 7

10 j PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR  A U T H O R I Z A T I O N  N U M B E R

7 lb A -
N A M E  OF P R O V I D E R  .

Tut- AfashQ G(>n< gJ
N A M E  OF  P A T I E N T

L / A J b n  0 7  U & L L - .

R A C E  i
u )

D A T E  OF  B I R T H  S E X
_ j f  / c^-5-/ *67 F0 7

E L I G .  COD E

J j  £

P R O V I D E R I O . N O .  c a t e g o r y

AriJb 407 (£)£>
C A S E  NO.  ,

7 j? / S k -6  (
R E S O U R C E P A Y E E  ID NO. (i l d i f f e r e n t  f r om  a b o v e )

P L &  z>C/

NATURE OF ACCIDENT OR ILLNESS

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

L I S T  P R I M A R Y  D I A G N O S I S  F I R S T  , P R I M A R Y

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  S E E N  E X H A U S T E D ?  Elf Y E S  1-----J NO
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if a p p l i c a b l e )

R E F E R R I N G  O R

C O N  iULTING PHYS IC IAN

C O M M E N T S :

11
SERVICES RENDERED

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

P L A C E  OP  
S E R V I C E *

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

1 9 6 9  R V S  
P R O C .  C O D E C H A R G E S T A T E  U S E  O N L Y

/ y z . - £ s i.G .r> n P i ’d  /  T h . y c o A a / z -  3 ° / 2 2 0 / & /~r~-

'O  J,to / 7 2 . b c _

/

<  r T W O  V i G  LO S 7 / o ? v j i 4 . 2 v o o 0 /

lo  hi, /7 ^ A t ;. r\ hh  W  o iitH  r 6 t o f 7 i . i t -  c fr  Q rX i 7 / D / o - 2■ ~ f  —r~  ~

/O //0>  A A'D ^ r p / / u 7 7 0 0 0 J |. :§ 7 2 0
/  I

I  c> / / t o  h ~ t - ■ I5d -is ftp ?Moo 7 . T O 6
f  ‘ P l a c e  o f s e r v i c e 1 2 C O O R D I  N A T I O N  O F  O T H E R  B E N E F I T S T O T A L

/
00 doctor's office MEDICARE PAID O T H E R  I N S . T O T A L C H A R G E

H . PATIENT'S HOME 
IH INPATIENT HOSPITAL

\
/ L E S S ■

OL OTHER LOCATIONS 
NH NURSING HOME MCotCARC CO INS. MtlDlC»R£ DEDUCT. T O T A L
ECr WTF.NOEO CARE FACILITY 
OH OUTPATIENT HOSPITAL X

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

PROVIDER CERTIFICATION

"  THIS  IS TO C E R T I F Y  THA T  THE F O R E C O I N G  IS TRUE ,  A C CU R A TE ,  AND  CO MpLE TE A N D  IS 

IN CO' .  P L I AN CE  WITH T I T L E  VI OF  THE  C I V I L  R IGHTS ACT  OF  I96A WHICH P R E C L U D E S  EX  

C LUS ION OR  D I SCR IM INA T IO N  ON THE  G R OU ND S  OF  RACE ,  COL OR .  OR  N A T I O N A L  OR IG IN .  

I U N D E R S T A N D  T HA T  P A Y M E N T  A N D  SA T I S F A C T I O N  O F  THI S  C L A I M  W I LL  BE  F ROM  F E OE R  

A L  ANO ST A TE  FUNDS ,  ANO  THAT  A N Y  F A L S E  C LA IMS .  S T A T E M E N T S  OR  OOCUMENTS .  OH 

C O N C E A L M E N T  OF A  M A T E R I A L  FACT .  M A Y  BE P RO SE C U T ED  U N O E R  A P P L I C A B L E  F E D E R A L  

OR  STA TE  LAWS . "

TO THE B E ST  OF MY  KN OW LE DGE  NO OT HE R  R E S O UR C E  E X I S TS .

P R O V I D E R ' S  S I G N

R E M A R K S :

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

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

S E B E 5 5 B 5 B 5



STATE OF ALASKA \—2
DEPARTMENT OF HEALTH & SOCIAL SERVICES

O U T P A T I E N T HO S P l T A L  « P R A C T I T I O N E R  » HOME  H E A L T H  A G E N C Y  INV O I CE  N  O

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
COUPON OR  A U T H O R I Z A T I O N  N U M B E R
i  (c A fo  7s  A

N A M E  OF P R O V I D E R
T H E  P iL n & t f f t

h t  P p l  n r  a s
N A M E  OF  P A T I E N T

L / / L S P  J
D A T E  OF  B IR TH

P -  /  Z S !  < & /
P R O V I D E R  ID. NO.E L I G .  CO D E C A T E G O R Y

P A Y E E  ID NO.  (i f  d i f f e r e n t  f r om  ab o v e )
A L C L  . T S  /

NATURE OF ACCIDENT OR ILLNESS

D I A G N O S I S  C O D E  
(OPT . )DIAGNOSES

L I S T  P R I M A R Y  D I A G N O S I S  F I R S T P R I M A R Y

S E C O N D A R Y

S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO .  (if a pp l i cab l e )

R E F E R R I N G  O R  

C O N S U L T I N G  PHYSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ’

C O M M E N T S

SERVICES RENDERED

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

1 9 0 9  R V S  
P R O C .  C O D E I TATE  U S E  O N L YC H A R G E

? I C P Q

f l pp L P b e .O. i o i A /

C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S T O T A L
C H A R G EDO DOCTOH'S OFFICK 

IL INDEPENDENT LAO.
M patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS 
NH NUWSING HOME 
£CF EXTENOEO CARE FACILITY 
OH* OUTPATIENT HOSPITAL

MEDICARE PAID T O T A L

M C O I C A N C  DEDUCT.

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

PROVIDER CERTIFICATION

R E M A R K S
"  THIS  IS TO C E R T I F Y  THAT THE F O R E G O I N G  IS TRUE ,  A C CUP A  TE. AND  COMPLETE  A N D  IS 

IN COMPL I ANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS ACT  OF  1964 WHICH P R E C L U D E S  EX  

C LUS ION OR D I SCR IM INA T IO N  ON THE G R OU ND S  OF RACE .  COLOR .  OR N A T IO N A L  OR IG IN .  

I U N D ER ST A N D  THAT  P A Y M E N T  A N O  SA T I S F A C T I ON  OF  THIS C LA IM  W IL L  BE F ROM  F E D E R ­

A L  ANO  STATE  FUNDS .  ANO THAT  A N Y  F A L S E  CLAIMS .  S T ATE ME NT S  OR DOCUMENTS .  OR 

CONCE AL MEN T  OF A M A T E R I A L  FACT .  M A Y  BE P RO SE CUT ED  UND ER  A P P L I C A B L E  F E D E R A L  

OR STATE  LAWS.**
TO THE BEST OF MY  KN OW LE DGE  NO OT HE R  R E SO UR C E  EX I ST S .

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

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



Phone 274-1303

a profession a I corporation
02 5  1. S T .

A N C H O RA G E, A K . 99501

T H E  A L A S K A  U . I N I C

Fo r opp l. 272-4551

DiSFr OF HEALTH A N D  SOCIAL SERVICES 

DIVISION OF FAMILY A N D  CHILDREN SERVICES 

M A C E A Y  BUILDING ROOM 222 

338 DENALI ST.

T O T A L  DUE

DATE P ATIENT/ D O C T O R

DR.

1 1 / 1 5 / 7 1  W E B B EMER, RM.

- h  O'?

DESCRIPTION CRVS

9 0500

A M O U N T

I

I

II



Phono 274-1303

a  p r o f e s s i o n a l  c o r p o r a  I i o n  
325 l ST.

A N C H O RA G E , A K . 99501

T H E  A L A S K A  a i N I C

Fo r o p p l. 272-4 551
H A

r

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

DEPAlUT-iEisT O F  H E A L T H  &  S O C I A L  S E R V I C E S

C U R R EN T 30-00 60-90 OV ER  90 T O T A L  OUE T O T AL  DUE

DATE

7/ 1 /7 2

7/ 1 / 7 2

PAT IE N T / D O C T OR

DR. WIELAUD
ii ii

DESCRIPTION C RVS

C l .

U A

OFFICE CALL
j

I ,‘ v n n ' i y  I al t .  L  Cl \c>s\ fttVi) &iVl

c.nJ w«;-3 -’>>> I’M

Ofi.cct hi t <'•’< M mi ‘ v  U'lV.'

.01 *Ul*

U-Oijif ACCCiinl CoJtJ fl'jljjll Qu|«*il feStli

A f i c - -  b  a j I L l s !  I-----------
Caio or Modi Cord No. Romdifel

81000
90040

A M O U N T

4.00
1 2 . 0 0



Phono 274-1 303

a professional corporation
825  L S T .

A N C H O RA G E, A K . 99501

T H E  A L A S K A  C L I N I C

Fo r app l. 272-4551

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

D E P A R T M E N T  OF H E A L T H  6c S O C I A L  S E R V I C E S

M A R I A  L I P S C O M B  B.D. 4 - 2 7 - 7 0  Casa No. 67866
C U R R E N T 30-60 60-90 O V ER  90 T O T AL  DUE T O T AL  DUE

D AT E  PA T I ENT/DOCTOR DESCRIPTION

G / 2 H %  dr, cates brief exam eval a/0 treatment

C RV S

900*10

Diagnosis: 470 Influenza, unqualified



Phone 274-1 303

T H E  A L A b K A  C L I N I C

a professional corporation 
825  L S T .

A N C H O RA G E , A K . 99501

Fo r app l. 272-4551

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

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

T A M M I E  L I P S C O M B  B.D. 1 1 - 1 1 - 6 9  c a s e  6 7866

C U R R E N T 30-60 60-00 OV ER  90 T O T AL  DUE T O T A L  DUE

DATE

6 / 2 / 7 2

P ATIENT/ D O C T O R DESCRIPTION

D r . Cates B R I E F  E X A M  E V A L  A / 0  T R E A T M E N T

CR VS

90C>10

A M O U N T -

D i a ^ n o s i s :  463 A c u t e  t o n si l l i t i s



'PROVIDER COPV 15

0 6

S T A T E  O F  A t  A S K  A  .

.. - - ‘ D E P A R T M E N T  OF HEALTH &  SOCIAL SERVICES

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE

PROVIDER REF. / )  ; , : ’J  !

N O . 5 9 5 4 9 A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OS AUTHORIZATION NUMBER

t f l O S 7  "i - T V  &
NAME OF PROVIDER

] ) k  n c c f / e / ' iNAME OF PATIENT

L  . / )  )  /  O r J  /
RACE

DATE OF BIRTH ,, . --- SEX
> *y . /  - /'?> m  f V

EUG. CODE ‘4. *
PROVIDER I.D. NO. ^

cG- / [ A  V  / i

CATEGORY

..

.CASE NO. ^

! -  ' 7 < T 3 6 J ,  - a /
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE) >

A  L a  fTA  /

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOS S FIRST. PRIMARY

S E CONDARY

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

SERVICES RENDERED
PLACE 

OF • 
SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE STATE USE ONLYCHARGE

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

♦PLACE Of SERVICE

TOTALOTHER INS.MEDICARE PAIDoo oociom oina
II IwOI^NOCMf IAI

H PATIENTS HQa*(

IN’AI'fN! HOSPITAL

01 0T» TOCAtSOM TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH M jPSIMG H O W

TCP TPITHOTO CAAT TACIlirr UNPAID
BALANCECM CUTPAIITMI HOSPITAL

PROVIDER CERTIFICATION
REMARKS:

/v<-m d ) ) | G  - ^  G  ?>0- ?~
"TH IS IS  TO CERTIFY THAT THE FOREGOING IS  TRUE, ACCURATE, AND COMPLETE, 
AND IS IN  COMPLIANCE W ITH  TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIM INATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIG IN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
TH IS CLAIM W ILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STA TEM ENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED U . ^ E R  APPLICABLE FEDERAL OR STATE LAW S." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EX ISTS .

PROVIDER
SIGNATURE,

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



Phone 27 J - 1 303

a professional corporation
8 2 5  L S T .

A N C H O RA G E, A K . 99501

T H E  A L A S K A  e L l N I C

Fo r a pp l. 272-4551

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

OIV. OF H E A L T H  & S O C I A L  S E R V I C E S

RICHARD 1-IUlJDTS

"£>«r

g tl-} -W ^°» Vx-eVl'P'
C UR R EN T 30-60 00-90 OVER  90 T O T AL  DUE

DATE

S/9/72

PATIENT/DOCTOR

uR. L I T T L E

DESCRIPTION

Ol-TICE C A L L

T

I

T O T A L  DUE

CRVS

VOOAO



a professional corporation 
- -  025  L S T .

A N C H O RA G E , A K . 9 9 5 0 )

T H E  A L A S K A  C L I N I C

Phono 274-1303 Fo r opp l. 272-4551

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

A C C O U N T  N U M B E R

DIV. O F  H E A L T H  & S O C I A L  S E R V I C E S

RICIIA11D I IG1I0LS0N
C U R R E N T 30- GO 60-90 OV ER  90 T O T A L  DUE T O T A L  DUE

DATE

1/9/72

1 / 1 0 / 7 2

1 / 1 1 / 7 2

1 / 1 2 / 7 2

1 / 1 3 / 72

PA T IENT/DOCTOR

Dll. UK P A L A T I S

DESCRIPTION

KlIKR. R O O M  

H i s t o r y  & p h y s i c a l  

H o s p i t a l  V i s i t

" x2
:i ii

C R V S

9 0050

90215

90240

90240

9 0 2 4 0

9 0240

9 0240

A M O U N T

20 . 0 0

5 0 . 0 0

1 2 . 0 0

24.00

1 2 . 0 0 

12.00 

1 2 . 0 0

W ' A - 0 0



DIV. OF HEALTH 8= SOCIAL SERVICES
J.\

JOYCELYNE NIELSON
CU R R EN T 30-60 60-90 OVER  90 T OT AL  DUE T O T AL  DUE

DATE PATIENT/DOCTOR DESCRIPTION12/27/71 DR. GILLS O.B.
ti II II O.B. LAB
11 II II TYPE 8c R.H.
11 II II

O.B. VISI*
11 II II O.B. VISIT

T

I CRVS

99^20
8 0 0 1 886100
9 9 ^ 2 0

99^20

A M O U N ]

30.00

9.0010.00
w 6 '
' ^ T O O -

/ /  ip cu. JL c^a - [)-/- S '- !  if ■ 7 c(





T H E  A L A S K A  C L I N I C

a professional corporation
825  L S T .

A N C H O RA G E, AK. 99501

Phone 274 -1303  Fo r opp i. 272-4551

P * i 0 , A v U

S H A R O N  R E I D
CU RR EN T 3 0 - 6 0 60-90 OVER  90

DATE

8/30/71

8/30/71

PATIENT/DOCTOR

DR. IVY

II II
UCG

200 mgm. PIGAN

8/30/71 M it
O F F I C E  CAL L

T O T A L  DUE

DESCRIPTION

A C C O U N T  N U M B E R

P L E A S E  R E T U R N

TH!S S T U B  W I T H

Y O U R  P A Y M E N T

T O T A L  DUE

C RV S A M O U N T

83160

00047

90040

6.00

5.00





T H E  A L A S K A  C L I N I C

a professional corporation
025  l  S T .

A N C H O RA G E , A K . 99501

Phone 274)303 Fo r app l. 272-4551

DIV. OF HEALTH & S OCIAL SERVICES

PHYLLIS S]rtORT
C U R R E N T 30-60 60-90 OV ER  90

DATE P AT IENT/DOCTOR

6/26/72 DR. CURTIS PAP

; 1 1f t *  -Y 7
i'- U  T S

T O T A L  DUE

DESCRIPTION

A C C O U N T  N U M B E R

P L E A S E  R E T U R N

THIS S T U B  W I T H

Y O U R  P A Y M E N T

T O T A L  DU*V

C R V S

88100



T H E  A L A S K A  C L I N I C

a professional corporation
825  l  S T .

A N C H O RA G E , A K . 99501

P L E A S E  R E T U R N

T H I S  S T U B  WITH 

Y O U R  P A Y M E N T
Phono 274-1303 Fo r appt. 272-4551

A C C O U N T  N U M B E R

DIV. OF H E A L T H  & S O C I A L  S E R V I C E S

A G U E S  SMITII

DATE

5A/72 . 
1 / 1 0 / 7 2 J

PATIENT / D O C T O R

DR. C U R T I S

II

II

DESCRIPTION

B R I E F  E X A M  

IUD

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

Dr. Webb 

Dr. Cates 

O u t s i d e  Dr.

Pap Stuear 

Intermed. E x a m  

P h y s i c a l  

T i s s u e  Path.

C U R R E N T 30-00 60-90 O V E R  90 T O T A L  OUE ! |  TO T AL  DUE  1

l

C RVS

9 0 0 h 0

58300
88100
90060
90005
88310

A M O U N T

12.00*'

30.00 ^ •

7 *50  0*4
2 0 -0 0 ^  
15.00
2 0 . 0 0

F, i :u«EB=i^^si*asCTcaa



C ENTRAL O FFICE COPY

0 6

S T A T E  O F  A L A S K A  ■

DEPARTMEN T  O F  HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. | T h o m a s o n

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 8 2 3 6 6

10 P A T IEN T  IN FO RM A TIO N STATE
US E

O N L Y

PROVIDER IN FO RM A TIO N
r COUPON OS AUTHORIZATION NUMBER

0 8 6 0 4  C V* (NAX.V- c’S'trCH

NAME of provider

T h e  A l a s k a  C li n i c

Dr. CuErtis

NAME OF PATIENT

B e t t y  T h o m a s o n

RACE

DATE OF BIRTH >- ■ i SEX »—  l

1 2 / 2 9 / 5 3  M  1___1 F Lxl

ELIG. CODE PROVIDER I D NO. CATEGORY

2 Z K  R W C  41 8
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

A L C  501

NATURE OF ACCIDENT OR ILLNESS

PROVIDER CERTIFICATION

"TH IS IS  TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS  IN COMPLIANCE W ITH T ITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIM INATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIG IN . I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
TH IS  CLAIM W ILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STA TEM ENTS 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 EX ISTS .

P R O V I D E R
S I G N A T U R E 9 -

REMARKS:

N o  r e c o r d  of p a y m e n t

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

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

04-7014



F c s t i n i q u e  F reese*  w / s i n g l e  v i s i o n l e n s e s

hi m?jUu i or* ? ;o tA ii$  in c .
?$20 C. Si,-c»i 

ANCJtORAGZ. .VLA5BA %rSGFS

0 IN] O  0 G

I%3taa997-7«10
#

D e p t ,  o f  H e a l t h  & S o c - i e l  S c r t i c a *  
D i v i s i o n  o f  F s ^ l l y  5 C h i l d r e n  S e r v i c e s  
P .  C ,  B o x . 1 0 89  
P fe ltti’ S b u ^ j ,  A l a s k a  D9B33

- V * /  72

(Xfft
fi-t* ■ŷ 'Cp
* 's ' n A-'V .i y tQ -'C * -

OUADCUPLICATE



-HITS* S t i t i  r i l * S*ni unit* h
"A.'iAPV start- Suspense canr.j c
?Cf* Crpy s r  pasnent.

UejROl-390581 ,
{2:of provlcier R e d  E l w e l  .l . M

0 8
A L A S K A  D E P A R T M E N T  O P  H E A L T H  A N D  S O C I A L  S E R V I C E S

Health Care Facility Invoice N ?  5 0 4 9 9 9

n r PATIENT INFORMATION

Coupon or Authorization Number”

# 6 9 1 8 6 9 5 1 7  / C R E B I L L ’) J & 0 2 4 2 0 5 7 1
Mane of Patient

E l w e l l ,  M a b e l
Date of Birth

. 1 0  / 1 / 9 2

Sex:

m I~ I X

::::USE:::*
:!&&$!!!!

PROVIDER INFOBHATION
Name of Provider

A n c h o r a g e  C o m m u n i t y  H o s p i t a l

8 2 5  L .  S t r e e t
A n c h ,  A K .  9 9 5 0 1 ___________
Provider ID Number

A C H S 8 9
Category
0 1

Payee ID Number (if different from above)

Have all other payment sources been exhausted? j Yes 1 INo
Attending Physician 

R .  F r a s e r

Comments: Service Pre-Authorization No. (if applicable)

D I A G N O S I S  A N D  P R O C E D U R E S

Date of Admission

9 / 9  / 7 1
Ref.Code

0 3
Svc.Unit

0 1
Primary Diagnosis
p r e m a t u r e  a t r i a l  c o n t r a c t i o n s

Code
429

Billing Period

9 /  9 / 7 1  thru 9 / 1 1 /  7 1

Tot.Days

7
Secondary Diagnosis Code

Date of Discharge
9 / 1 1  / 7 1

Dis.Code
0 1

Primary Procedure Performed 

n o n - s u r ^ i c a l  in-nt hosnit-il care

Code 

90 L99
Consulting Physician ID Number Secondary Procedure Performed Code

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

10

li

s i o c d ;  Pfcs.I p in ts  . 
. ' _ . . . .

A»'^ommcdatlon
1 Sed
2 Beds
3 or More Beds

Intensive Care

S e l f  Care
Nursery

Not P.e- 
.aline2_

D^VS

?er3f^nt

Operat.ing Room

Anesthesia

Outoatient Services

Blood Administration

Pharmacy & I . V  .
Radiology

Laboratory
Medica l  k S u r g i c a l  Suppl ies

Phy s ica l  Therapy
Occupat ional  Therapy
Speech Therapy

[ r h a l a t l o n  Therapy St O x y g e n

Other CSo ec l fv ) EKG

rVnarvp

7 0 . 9 0
2 4 . 0 0

3 2 . 0 0
8 . 6 0

1 9 8 . 5 0

3 0 . 2 5

H P
i l l ! : :r

-T

Hi.

w m n

iiiiiiiiiiii!

!!!!;l!!!!!!!
I::::;;:::::-
•••■I;::::;;:rrrr

~

—::::
iiii:
—
rrrr

"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. I understand 
that payment and satisfaction of this claim will 
be from Federal and State funds and that any false 
claims, statements or documents or concealment of 
a material fact, may be prosecuted under applica­
ble Federal or State laws."

To the best of my knowledge no other .resource
exists. 

Signature

Remarks:

J)3t^ H l ? uf

3 3 ^ 3 W _  ' . 3 2 0

Resubmittal

Indicator
Medical
Review

j f ]  C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S

Other
Benefits

Medicare
Paid

Ins. or
Other Pd

Total' 308/2

Total
Charge 8 6 8 . Lest

Medicare

Co-Ins.

Ded.

Total

303.25 Amount
Billed 50.00

Revised 6/1/73 06 7015



C E N T R A L  OFFICE-

0 6

STATE OF ALASKA 

DEPARTMENT OF HEALTH & SOCIAL SERVICES

HEALTH CARE FACILITY INVOICE n o . 5 3 4 2 4 2

~ \  i

20 PATIENT INFORMATION S T A T E
USE

O N L Y

PROVIDER INFORMATION
C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R

P rior t o  c o u o o n  days p e r  Joh n L appo

N A M E  O F  P R O V I D E R  
A n c h o r a q e  C o m m u n i t y  H o s p i t a l  

825 "L" S t r e e t  

A n c h ., Ak. 9 9 5 0 1
N A M E  O F  PATIENT 

W o o d i n g ,  J e a n n e

R A C E

D A T E  O F  BIRTH SE X  •
03  / 2 1  / 43 Ml- ! FP^l

ELIG. C O D E P R O V I D E R  ID NO.
AC H  8 39

C A T E G O R Y
01

CASE N U M B E R R E S O U R C E P A Y E E  ID NO. (if different from above)

A T T E N D I N G  PHYSICIAN 

Dr. D e P al a t i s

ID NO.

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? EZ3 YES □  NO

C O M M E N T S : SERVICE PRE-AUTHORIZTION NO. (if applicable)

21
DIAGNOSIS AND PROCEDURES

D A T E  O F  ADMISSION
0 8 /  07 / 72

REF. CODE
03

SVC UNIT 
02

P R I M A R Y  DIAGNOSIS 

P e o i o n a i  e n t e r i t i s

C O D E

563

8ILLING PERIOD
08/ 07 / 73 08 / 14 / 72

TOT. DAYS
07

S E C O N D A R Y  DIGANOSIS 
C h r o n i c  active a p p e n d i c i t i s

C O D E

540

D A T E  O F  D I S C H A R G E
08 / 14 / 72

DIS. CODE 

01

P R I M A R Y  P R O C E D U R E  P E R F O R M E D  

Tub e  e n t e r o s t o m y

C O D E

14300

C O N S U L T I N G  PHYSICIAN ID NO. S E C O N D A R Y  P R O C E D U R E  P E R F O R M E D

Col os t o m y

C O D E
44320

22 STATEMENT OF SERVICES RENDERED

OCOOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION

1 BED

2 BEDS

3 O R  M O R E  BEDS

INTENSIVE C A R E

SELF C A R E

N U R S E R Y

NOT
REPLACED

DAYS

13 h o u r s

CHARGE 
PER PINT

R A T E

72.00

6 6 . 6 0

0 7.60

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

A N E S T H E S I A

O U T P A T I E N T  SERVICES

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

P H A R M A C Y

R A D I O L O G Y

L A B O R A T O R Y

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

PHYSICAL T H E R A P Y

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

SPEECH T H E R A P Y

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

O T H E R  (SPECIFY) IV's

C H A R G E

28 8 . 0 0

133.20

98.80

24 7 . 2 0

2 4 4 . 8 3

191.10

48.00

216.50

100.95

74.00

103.65

PROVIDER CERTIFICATION

"  T H I S  I S  T O  C E R T I F Y  T H A T  T H E  F O R E G O I N G  IS T R U E ,  
A C C U R A T E ,  A N D  C O M P L E T E  A N D  I S  I N C O M P L I A N C E  W IT H  
T I T L E  V I  O F  T H E  C I V I L  R I G H T S  A C T  O F  1 9 6 4  W H . C H  P R E ­
C L U D E S  E X C L U S I O N  O R  D I S C R I M I N A T I O N  O N  T H E  GROUNDS  
O F  R A C E ,  C O L O R .  O R  N A T I O N A L  O R I G I N .  I U N D E R S T A N D  
T H A T  P A Y M E N T  A N D  S A T I S F A C T I O N  O F  T H I S  C l A I M  W I L L  
B E  F R O M  F E D E R A L  A N D  S T A T E  F U N D S ,  A N D  T H A T  A M Y  
F A L S E  C L A I M S ,  S T A T E M E N T S  O R  D O C U M E N T S ,  O R  C O N ­
C E A L M E N T  O F  A  M A T E R I A L  F A C T ,  M A Y  B E  P R O S E C U T E D  
U N D E R  A P P L I C A B L E  F E D E R A L  O R  S T A T E  L A W S . "
TO THE  BE ST  OF  M Y  KNOWLEDGE  NO OTHER  R ESOURCE  EX I STS  .

P R O V I D E R ' S  S I G N A T U R E .cy
D A T E  ______ 7 - y - 7 r

l f^O OTHER RE’jC

• p .

R E M A R K S :  ?
Q_ tX-/?o /i/

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

23 COORDINATION OF OTHER BENEFITS

O T H E R
BENEFITS

ME Cl C AH E 
PAJO

INSURANCE 
DR OTHER PAY.

M E D I C A R E

CO - INS.

OED.

TOTAL %

T O T A L
C H A R G E 1746 . 2 3 LESS 00 .00 AMOUNT

BILLED 1746.23

REVISED N/l/nJ



{ T J T B I L , *  C h a r l e s  M ;
•' , -• • . . -

i f *

r « .n  - :
•> • ; ,*»r« < v ,
TEU P H IN l 27P-842J

KEIW ETK BEin 'MER, m .D.
. 2211 FAST NORTHERN LIGHTS 

ANCHORAGE. ALASKA 99504

| . * t f \
D e p a r t m e n t  of H e a l t h  &  W e l fare  

R a . 2 2 2 ,  M acK ay  B l d g .
' , 338 ' D e n a l i

1 ‘ I  A n c h o r a g e ,  A k .  , 9 9 5 0 1
. (•’ r 1 I . I. *

n

J

D A T E P R O F E S S IO N A L  S E R V IC E C H A R G E  P A I D B A L A N C E

/ / W ? - ^ ___________________________________________ & Q.cD________S D .c o

j ^ 3 '  (&  * ' 3 ^ * 9

1609 PA* LA 3 T AMOUNT IN THIS COLUM

Diagnoses: S t r e p t o c o c c a l  cellulitis of right arm
C h r o n i c  fibrotic pulmonary disease

A



WHI VS: 35-t* Fllo 3-r.<5 white v
CANARY* .  3: /*> Suapins* carury c-.pte-
PINK; Pr v:a«rr'4 C VJ r r piy-ort.

O S
A L A S K A  D E P A R T M E N T  OF HEALTH A N D  SOCIAL SERVICES 

Outpatient Hospital-Practitioner-Home Health Agency invoice | 7 g

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

Coupon or ̂ lthorization Number
l / O p

Name of Patient '

F fc /P r J P . P f iT f lH L 'K

iSTATg::

IlGiiiixiil:;

PROVIDER INFORMATION

Name o£̂ _Pr£

,1)̂ 1 f - , .

Ancfiom-:, <\

Date of Birth

7  / L2L / Q l
Sex :Sii£.HC.cd'e!

? □

Provider ID No.

6 J 3 / V 3 7 V

resource: Payee ID N o .  (if different from above)

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

DIAGNOSES Diagnosis Cods 
(opt.)

List Primary Diagnosis First

(7 ) £)fflP ftlO S C l e.RoT/C~ C flfclfa OPS&Us/P/l d 'szssc-

_  ft ) CQpo/jpry //ofu.fPtc./ersvd'/ / W

■ C f l i2<3iaJ<j m  f l  o f  p r o s f f i f  e  a n  77> 0 a  f  4 / '
Thrs po/ aj •/

3 )  Qecu.R.R&'J-f- u ja / jfir '/  tr/lcST' jrA jfe c ft oX> ?

Primary

4 2  <?

Secondary

Have all other payment sources been e x h a u s t e d V e s  1 1 No Service Preauthorization Referring or Con- 
No. (if applicable) suiting Physician

Comments:

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

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

"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 I96U which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

'-'Remarks:

Signature

3  3 ' 3 < r o - z s ’o

Resubnittal 
Indicator

Revised b/l/73 70in



15S T A T E  O F  A L A S K A

DEPAR T M E N T  O F  HEALTH &  SOCIAL SERVICES 

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE

PROVIDER REF. | 2-701100-1

NO. 9 6 6 3 6 A
10 P A T IEN T  IN FO RM A TIO N STATE

USE
ONLY

PRO VIDER IN FO RM A TIO N
— CQUPCN OR AUTHORIZATION NUMBER

' @ 5 * 8  4 1 0 - 1 2 5 7 5  X

NAME OF PROVIDER

Dr. H o i  P. L e eNAME OF PATIENT

P e r r u p a t o ,  P a m e l a

RACE /

V
DATE Or BIRTH |---. SEX ---

10/02/ 4 9  M l 1 F X X

ELIG. CODE

= 2 .0  P

PROVIDER I.D. NO. CATEGORY____

H P L  320
CASE NO.

0 7 6 . l x .v c j

RESOURCE )

V
PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

F M S  831

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS DIAGNOSIS 

CODE (OPT.)

L IS T PRIM ARY D IA G N O SIS  F IR S T

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

PRIM ARY

620

•
•

SECONDARY

HAVE ALL O THER PA YM EN T SO URC ES BEEN  EX H A U S TE D ? Y ES  □ NO  □ SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

11 SERVICES RENDERED
DATE OF 
SERVICE

PLACE 
OF • 

SERVICE
D ESC R IP T IO N  O F M ED ICAL 
OR SURG IC A L PRO CEDURE

1969 RVS 
PROC. CODE CHARGE STA TE  U SE  O NLY

01/14/73 IH SliilSlRY-AXI5IHEHTA 1 Hr. /.fl Min. 58805 115.20 O - ' 6!

» PIACE OF SERVICE

00 DOCtO<S CIFlCt 
li IMHWNr Mi 
M PAt.fMS MOMi
IH IHAAllfMf MOSRlTAt
01 or--. VOCATION
NH M.Ti NG MOF'fc
ecf (A'fNsto CAie fAciiirr
OH OVIFATIFNT HOSPITAV

12 C O O RD IN A TIO N  O F O TH ER  B EN E F ITS

►

TOTAL
CHARGE 1 -MEDICARE PAID OTHER INS. TO TA L

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TO TA L

N
UNPAID
BALANCE fl̂fb

PROVIDER CERTIFICATION

"TH IS IS TO CERTIFY THAT THc FOREGOING IS  TRUE, ACCURATE, AND COMPLETE. 
AND IS IN COMPLIANCE W ITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIM INATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIG IN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
TH IS  CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STA TEM ENTS 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 EX ISTS .

P R O V I D E R
S I G N A T U R E .  DATE / / -  x- m

06*7014



CENTRAL OFFICE COPY 
 . v

0 6 '

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

D E P A RT M E N T  OF HEALTH &  SOCIAL CERVICES

15
s , T £ - £ £ m

o

PROVIDER REF. 2-848715-1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE n o . 9 6 6 1  2
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

4  to7 2 - 3 2 7 - 4 1 - 7 7 3

NAME OF PROVIDER

Dr. Glen StraatsmaNAME OF PATIENT

S te ffe n s , Gladys

RACE _

t o
DATE OF BIRTH i---■ SEX ---

0 3 / 1 7 / 2 4  M l J F ^

EUG. CODE

- z o  P

PROVIDER I.D. NO. CATEGORY__^

G W S  318 A S
CASE NO.

0 S 1  D K 4 -  - ft 1

RESOURCE

X

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FM S  S o l

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS DIAGNOSIS 

CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

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

PRIMARY

410

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

11 SERVICES RENDERED
DATE OF 
SERVICE

PLACE 
OF » 

SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

11/13 / 7 2 DO C O M P R  HE EV 9 0620 70.00 £ O C O 6 /

♦ PIACE OF SERVICE 

oo ooc:o«s CMlCE
It IHOfFfMOfNl :»o 

H PATftN’3 HO.WE 

IH INPATIENT hOSHTAl 

ot othei VOCATION 

NH MUA51NO MOm£

ECF E1TENDEO Case tachitv 

Oh OtjTPaITEnT ..OiHlAl

12 COORDINATION OF OTHER BENEFITS TOTAL
CHARGE 70.00 s o mMEDICARE PAID OTHER INS. TOTAL

LESS _ ____ _

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

H
UNPAID
BALANCE 7  o M I

PROVIDER CERTIFICATION

"TH IS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN  COMPLIANCE W ITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIM INATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
TH IS CLAIM W ILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEM ENTS 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 EX ISTS .

P R O V I D E R
S I G N A T U R E . ■ D A T E  / / -  A 3 ~  7 4 *

REMARKS:

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

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



CENTRAL OFFICE C O P Y

0 6

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

DEPA R T M E N T  OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. 2-018530-1 ]
OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE n o . 9 6 7 7 8 A

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OS AUTHORIZATION NUMBER NAME Or PROVIDER

NAME Or PATIENT

Anderson, Cherie ^

RACE

DATE OF BIRTH * r- ■ | SEX »--->

5/24/50 Ml— 1 FL J

ELIG. CODE PROVIDER I.D. NO. CATEGORY

CASE NO RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS DIAGNOSIS 

CODE (OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ N O  □ SERVICE PRE-AUTHORIZATION REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS: NUALBER (IF APPLICABLE)

n SERVICES RENDERED
DATE OF 
SERVICE

PLACE 
Of « 

SERVICE

DESCRIPTION OF MEDICAL 
O R  SURGICAL PROCEDURE

1949 RVS 
PROC. CODE CHARGE STATE USE ONLY

0 7 / 21/72

07 / 2 1 / 7 2

IH

IH

S U R G E R Y  (HA) 

S U R G E R Y  (HA)

.>7506

27594

855.00

315.00

07 / 2 1 / 7 2

07 / 2 1 / 7 2

IH

IH

S U R G E R Y  (HA) 

S U R G E R Y  (LINDIG)

27598

15100

630.00

33.75

0 7 / 2 1/ 7 2

0 7 / 2 1/ 7 2

IH

IH

S U R G E R Y  (LEE) 

D I S C O U N T  (LINDIG)

27594

01005

139.20

14 . 8 8 -

0 7 / 2 1/ 7 2

0 7 / 2 1/ 7 2

IH

IH

S U R G E R Y  (LEE)

E R E X T E N D E D  R E - E X A M  (HANEK)

27506

00570

180.00

55.00

0 7 / 2 1/ 7 2 IH D I S C O U N T  (HA) 01005 1 3 2 . 7 5 -

* PIACE OP SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAf^

OQ DOCTOR on ICC MEDICARE PAID OTHER INS. TOTAL CHARGE 3 5 2 0 . 8 8 /
11 iNufPffcCEfir IA8 
H PAtlCNtS HOME 
IH l»«#4flEHr HQimM ► MTSS /

oi o?hi» iocahon
NM NU*SIN»S »*0«§

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL
-

EC* IXlCsOCD C*»£ »AC»UW 
OH CHjfPAlltVl HCSPlUl N

UNPAID
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 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE. LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

P R O V I D E R
S I G N A T U R E . Q > .c k a y ' . D A T E  LLL li#

REMARKS:

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

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

04-7014 ■



CENTRAL OFFICE COPY .

0 6

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

DEPAR T M E N T  OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. | 2 - 0 1 8 5 3 0 - 1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 9 6 7 7 7  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. E d w i n  Lind i g ,  Jr.

Dr. R o b e r t  D. H a n e k

Dr. H o i  P. L e e  Dr. Y o u n g  H a

NAME Or PATIENT

A n d e r s o n ,  C h e i i e  JbCMU. 1
RACE

DATE OF BIRTH [ j  <[ ,---j SEX .---.

5 / 24/ 5 0  —  F LsJ

ELiG. CODE PROVIDER I.D. NO. CATEGORY

CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS S81

NATURE OF ACCIDENT OR ILLNESS
D I A G N O S I S

DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

F R A C T U R E  O F  L O W E R  L I M B  

F R A C T U R E  O F  U P P E R  L I M B  

S U P E R F I C I A L  INJ UR Y

O T H E R  D I S E A S E S  O F  M U S C U L O S K E L E T A L  S Y S T E M

PRIMARY

820

810

910

730
SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

n SERVICES RENDERED
DATE OF 
SERVICE

PIACE 
OF * 

SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1749 RVS 
PROC. CODE CHARGE STATE USE ONLY

0 7 / 2 1 / 7 2

0 7 / 2 1 / 7 2

. IH 

IH

S U R G E R Y  (LINDIG) 

S U R G E R Y  (HANEK)

27506

24120

213.75

90.00

0 7 / 2 1 / 7 2

0 7 / 2 1 / 7 2

IH

IH

I N I T  H O S P  C A R E - I N T E R  (LINDIG) 

D I S C O U N T  (HANEK)

90215

01.005

50.00

1 5 . 1 3 -

0 7 / 2 1 / 7 2

0 7 / 2 1 / 7 2

IH

I H

D I S C O U N T  (LEE) 

S U R G E R Y  (LEE)

01005

2 7594

2 2 . 5 6 -

13 2 .0 0

0 7 / 2 1 / 7 2

0 7 / 2 1 / 7 2

IH

IH

S U R G E R Y  (HA) 

S U R G E R Y  (HA)

15100

2 4360

135.00

360.00

0 7 / 2 1 / 7 2

0 7 / 2 1 / 7 2

IH

IH

S U R G E R Y  (HA) 

S U R G E R Y  (HANEK)

2 4120

2 7598

360.00

157.50

* PUCE OF SERVICE

00 OOCIOPS OFMCf 
It INW‘t/*CeNT IA8 
H PAUENTS HOVE
IH IPI.AEIEM HCtHUl
01 OTHfB lOCAUON 
NH HU3SIHG HOME
ECF CAIFNDO CAPE FAOurr 
pH OOTPAHEHt HOSRIAl

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE AMEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

N
UNPAID
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 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, AAAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

P R O V I D E R
S I G N A T U R E . .D A TE . n l t h - 4 -

REMARKS:

RE S UB M ITT A L
I N D I C A T O R

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

04-7014 <tl •



C E N T R A L  O F F I C E S T A T E  O F  A L A S K A
1 5 PROVIDER REF.

0 6
D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S

O U TP A T IE N T  H O SP ITA L  » P R A C T IT IO N ER  »  H O M E .H EA LTH  AGENCY INVOICE N O .  1 4 5 4 8 9  \

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

USE

O N L Y

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

COUPON OR A U TH O R IZA T IO N  N UM BER

9 / 0  7 7  7 ? ? ^ 1

NAME OF PRO V ID ER

O r Jospsh Johnson
NAME OF P A T IE N T

J^KcjKcA Jerock .  John

RACE

D A TE  OF B IR TH  S£X

O /  7 / 2 /  / m£ }  F O
E L IG . CODE

”2- O  <1_

PRO V ID ER  ID . NO.

JIJKJ 303
CATEG O RY

CASE MO.

0> /  0  —'O  /
RESO URC E PA YEE  ID NO. ( if  different from above)

"■ 10 Q O i  r .  .0 O u  1

NATURE OF ACCIDENT OR ILLNESS

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

L IS T  PR IM A RY  D IAGNOSIS F IR S T  ^

9

PR IM A RY

SECONDARY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  □  Y E S  C H I  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO .  (If app l i ca b l e )

R E F E R R I N G  O R  

C O N S U L T I N G  PHYSICIAN

C O M M E N T S :

11 5  H  "*> SERVICES RENDERED

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

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

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

1 9 6 9  R V S  
P R O C .  C O D E CHARGE S T A T E  U SE  O NLY

U-?.5 71 p r i e f  Lo t :  h v i s i t s  X 0 1 7 . 0 0 Op? Ip /jQ.on

V s -25-71 I n i t i a l  hosp care comp 9 0 2 2 0 7 0 . 0 0

• P L A C E  O F  S E R V I C E  

do doctor's office
IL INDEPENDENT LAEL
H PATIENT'S HOME
IH INPATIENT HOSPITAE
CL. OTHER LOCATIONS

NH NURSING HOME
BCF EX TEN DEO CARE FACILITY
CH OUTPATIENT HOSPITAL

1 2  CO OR D I  N A T I O N  O F  O T H E R  B E N E F I T S
MEDICARE PAID O T H E R  INS .  T O T A L

MEDICARE CO-IN5. MEDICARE DEDUCT. t o t a l

T O T A L
C H A R G E

\

/

L
12c.00

L E S S V

X
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

"  THIS  IS TO C E R T I F Y  THAT THE F O R E G O I N G  IS TRU E .  A C CU R A TE ,  AND  C OM P L ET E  A N D  IS 

IN COMPL I ANCE  WITH T I T L E  VI  O e THE  C I V I L  R IGHTS  ACT  OF 1 964 WHICH P R E C L U D E S  EX-  

C LUS ION OR D I SC R IM INA T IO N  ON THE  G R O U N D S  C F  RACE .  CO LOR ,  OR N A T I O N A L  OR IG IN .  

I U N D E R S T A N D  T HA T  P A Y M E N T  A N D  SA T I S F A C T I O N  O F  THIS  C L A IM  WI L L  B E  F RO M  F E D E R ­

AL.  AND  S T A T E  FUNDS ,  AND  T HA T  A N Y  F A L S E  C LA IMS ,  S T A T E M E N T S  OR DOCUMENTS ,  OR 
C O N C E A L M E N T  OF A  M A T E R I A L  FACT .  M A Y  BE P R O SE CU T ED  U N D E R  A P P L I C A B L E  F E D E R A L  
OR STATE  LA WS . "

TO THE B E ST  OF MY  KN OW LE DG E  NO O T H E R  R E S O U R C E  EX I ST S .

P R O V I D E R’S SIGNATURE Jij- DAT E 3  V - 7 V

REM A RKS

3 7 ' ’I t

/

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

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



1 5  I p r o v i d e r  r e f .  1 6 3 5 - 1
S T A T E  OF A L A S K A  

D E P A R T M E N T  O F  H E A L T H  &  SOCIAL SE RVICES

C E N T R A L  OFFICE

n o . 1 4 5 4 9 0O U T P A T I E N T  H O S P I T A L  « P R A C T I T I O N E R  » H O M E . H E A L T H  A G E N C Y  INV O IC E

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

USE

O N L Y

COUPON OR  A U T H O R I Z A T I O N  N U M B E R NAM E  OF  P R O V I D E R

N A M E  OF  P A T I E N T

D A T E  OF  B IR TH P R O V I D E R  ID. NO. C A T E G O R Y

P A Y E E  ID NO.  ( i f  d i f f e r e n t  f r om  ab o v e )
Fr'.S P) 31

NATURE OF ACCIDENT OR ILLNESS

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

P R I M A R YL I S T  P R I M A R Y  D I A G N O S I S  F I R S T

S E C O N D A R Y

S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO .  (I f  app l i ca b l e )

R E F E R R I N G  O R  

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

C O M M E N T S

SERVICES RENDERED

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

1 9 6 9  R V S  
P R O C .  C O D E S T A T E  U S E  O N L YC H A R G E

C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S T O T A L  1 
C H A R G E *DOCTOR'S OFFICE 

INDEPENDENT LAB. 
PATIENT'S HOME 
INPATIENT HOSPITAL 
OTHER LOCATIONS 
NURSING HOME 
EXTENDED CARE FACILITY 
OUTPATICNT HOSPITAL

MEDICARE PAID

T O T A LMEDICARE CO-INS. MEDICARE OEOUCT.

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

PROVIDER CERTIFICATION

R E M A R K S
"  THIS  IS TO C E R T I F Y  TH AT  THE  FO R E C O IN G  IS TRU E .  AC CU RA TE .  AND  C OM PL ETE  A N D  IS 

IN COMPL IANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS  ACT OF  1964  WHICH P R E C L U D E S  E X ­
C LUS ION OR  D I SC R IM INA T IO N  ON THE  G R OU ND S  OF  RACE .  CO LOR .  OR N A T I O N A L  OR IG IN .  

I U N OE R ST AN O  T H A T  P A Y M E N T  A N D  S A T I S F A C T I ON  O F  THIS  C L A I M  W I L L  BE F R OM  F E D E R ­

A L  ANO ST A T E  FUN DS ,  A NO  T HA T  A N Y  F A L S E  C LA IMS .  S T A TE M E N T S  OR DOCUMENTS .  OR 

C ON C E A LM E N T  OF A  M A T E R I A L  FACT .  M A Y  BE P RO SE CU TED  U N D E R  A P P L I C A B L E  F E D E R A L  

OR  STATE  LAWS . "

TO THE B E ST  OF M Y  KNOWL EO CE  NO OTHE R  R E S O UR C E  E X I S T S .

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

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



C E N T R A L  O F F I C E

0 6

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

D E P A R T M E N T  O F  H E A L T H  &  SOCIAL SERVICES

OUTPA riEIVT HOSPITAL « PRACTITIONER • HOME.HEALTH AGENCY INVOICE n o .  1 4 5 4 9 1

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

USE

O N L Y

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

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

Or E dwin Lin d  inN A M E  OF P A T I E N T
Jeroclc, John

R A C E

D A T E  O F  B I R T H  S E X ^
/  . .  /  M [ ^

E L I G .  CO D E P R O V I D E R  ID. NO.

E L”:

C A T E G O R Y

C A S E  NO. R E S O U R C E P A Y E E  ID N O . J i f  J i f f ^ c j i j l t  f r om  a b ov e )

NATURF OF ACCIDENT OR ILLNESS

D I A G N O S E S
t

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

L I S T  P R I M A R Y  D I A G N O S I S  F I R S T  . ^ 5 P R I M A R Y

S E C O N D A R Y

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

R E F E R R I N G  O R  
C O N S U L T I N G  PHYSICIAN

C O M M E N T S :

11 r . >
SERVICES RENDERED

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

P L A C E  OF  
S E R V I C E *

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

1 9 6 9  R V S  
PROC.  CO D E C H A R G E S T A T E  U S E  O N L Y

' > 5 - 0 5 - 7 1 i n S u  r c e r y  (  C W A c u t f ' l / X w U r f l a f m L bjoQS ~7\ 3 0 . 0 0

f 'J
V

• P L A C E  O F  S E R V I C E
DO DOCTOR'3 OFFICE 
IL INDEPENDENT LAB.
h patient's ho me
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\

T O T A L  f /  
C H A  RG EU­ 3 0 .00

\ \
MEDICARE PAID O T H E R  INS . T O T A L

L E S S  ( J
MEDICARE CO-INS. MEDICARE DEDUCT. T O T A L V

X
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

"  THIS IS TO C E R T I F Y  THA T  THE F O R E G O I N G  IS T R U E .  A C CU R A TE .  AND  C OM PL ETE  A N D  IS 

IN CO M PL I A N CE  WITH T I T L E  VI  O F  THE  C I V I L  R IGHTS  ACT  OF  1D54 WHICH P R E C L U D E S  E X ­
C LUS ION OR  D I SC R IM INA T IO N  ON THE G R OU ND S  O F  RACE ,  CO LOR .  OR  N A T I O N A L  OR IG IN .  

I U N D E R S T A N D  T H A T  P A Y M E N T  A NO  SA T I S F A C T I O N  OF THI S  C L A IM  W IL L  BE  F RO M  F E D E R ­

A L  AND  ST A TE  FUNDS ,  AND  T HA T  A N Y  F A L S E  C LA IMS .  S T A T E M E N T S  OR DOCUMENTS ,  OR 

C O N C E A L M E N T  OF  A  M A T E R I A L  FACT ,  M A Y  BE P RO SE CU T ED  U N D E R  A P P L I C A B L E  F E D E R A L  

OR STA TE  LA W S . "
TO THE B E ST  OF M Y  KN OW LE DGE  NO OT HE R  R E S O U R C E  E X I S T S .

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

R E M A R K S :

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

R E V I E W



C E N T R A L  O F F I C E S T A T E  O F  A L A S K A
1 5  [p r o v i d e r  r e f .|

0 6
D E P A R T M E N T  O F  H E A L T H  &  SOCIAL SERVICES

\

O U T P A T I E N T  H O S P I T A L  • P R A C T I T I O N E R  « H O M E . H E A L T H  A G E N C Y  INV O IC E  n o . 1 4 5 4 9 2  \

10 PATI E N T  I N F O R M A T I O N S T A T E

USE

O N L Y

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

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

Rr Joseph P. ibarN A M E  OF  P A T I E N T

J e r o c k  John

R A C E

D A T E  OF  B I R T H  S E X
.. / / M R 1  FI— 1

EL I G .  CO D E P R O V I D E R  ID. NO.
JV.P 30

C A T E G O R Y

C A S E  NO. R E S O U R C E P A Y E E  ID NO. (i f d i f ‘ s r ^ n t  f r om  ab o v e )
FMS 361

NATURE OF ACCIDENT OR ILLNESS

c D I A G N O S E S D I A G N O S I S  CO D E  
(OPT. )

L I S T P R I M A R Y  D I A G N O S I S  F I R S T  V

V - °
c .

P R I M A R Y

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? CZZ3 Y E S  1------ 1 NO
S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO.  (If ap p l i c a b l e )

R E F E R R I N G  O R  
C O N S U L T I N G  PHYSICIAN

C O M M E N T S :

SERVICES RENDERED

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

1 9 6 9  RV S  
PROC.  CODE C H A R G E S T A T E  U S E  O N L Y

C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S T O T A L
C H A R G EDO DOCTOR S OFFICE

II, INDEPENDENT LAa
H PATIENT'S HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
ECP EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

MEDICARE PAID

MEDICARE DEDUCT.

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

PROVIDER CERTIFICATION

R E M A R K S
"  THIS  IS TO C E R T I F Y  T HA T  THE  F O R E G O I N G  IS TRU E ,  AC CUR ATE ,  AND  COMP LET E  A N D  IS 

IN COMPL IANCE  WITH T I T L E  VI  OF  T HE  C IV I L  R IGHTS ACT  OF  1064 WHICH P R E C L U D E S  E X ­

C LUS ION OR  D I S C R IM IN A T IO N  ON THE  GROU I  OS OF  RACE ,  COLOR .  OR  N A T IO N A L  OR IG IN .  

I U ND ER S  TANO T H A T  P A Y M E N T  A N D  S A T I S F A c  .ON OF  THIS C L A IM  W I LL  BE F R O M  F E D E R ­

A L  AND  ST A TE  FUN DS ,  A N D  THAT  A N Y  F A L S E  C LA IMS ,  S T A TE M E NT S  OR  DOCUMENTS ,  OR 

C ON C E A L ME N T  OF A  M A T E R I A L  FACT .  M A Y  BE P RO SE CU T ED  U N D ER  A P P L I C A B L E  F E D E R A L  

OR  STA TE  LAWS . "

TO THE B E ST  OF M Y  K N O W L E DG E  NO OTHE R  R E S O UR C E  E X I S T S .

n jJio L A jM A

R E S U B M I T T A L  
iNmriiTn a M E D I C A L

□ C U i C l A JW-.U 1PROVIDER'S S I G N A T U R E



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

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

______________________________O U TP A T IE N T  H O SP ITA L  > P R A C T IT IO N ER  • HOME H E A L TH  AGENCY INVOICE n o .  1 4 5 4 9 3

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

U S E

O N L Y

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

COUPON OR A U TH O R IZA T IO N  N UM BER NAME OF PRO V ID ER

Dr J o s e n h  J o h n s o n
NAME OF P A T IE N T

J c r o c k . J o h n

RACE

D A TE  OF B IR T H  S EX

/ / M r t  F n

E L IG . CODE PRO V ID ER  ID . NO.

JK.I 4 6 7

CATEGO RY

CASE NO. RESO URCE PA YEE  ID MO. ( if  different from above)

Fir. 7:i

NATURE OF ACCIDENT OR ILLNESS

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

(OPT . )

L IS T  P R IM A RY  D IAGNOSIS F IR S T  ,

V - - ' 1

£  °

PR IM A RY

SECONDARY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  C Z J  Y E S  C O  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
NO .  (if a p p l i c a b l e )

R E F E R R I N G  O R  
C O N S U L T I N G  PHYSICIAN

C O M M E N T S :

SERVICES RENDERED

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

p l a c e  o f
S E R V I C E  *

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

1 9 6 9  R V S  
P R O C .  C O D E CHARGE S TA T E  U SE  ONLY

05 -06 - 7 1 IH O r i e f  L et '7 v i s i t s  X 5 17 002  > : 0 9 6 . 0 0

til S u r c e r / *)7605 6 7 5 . 0 0

\  \
• P L A C E  O F  S E R V I C E  

oo doctor's office
IL INDEPENDENT LAB.
H P ATI ENT'S HOME
IH INPATIENT HOSPITAL
CL OTHER LOCATIONS
NH NURSING HOME
iCF EXTENDED CARE FACILITY
CH OUTPATIENT HOSPITAL

1 2 COORDINATION O F O TH ER  B E N E F IT S

\

/

k

t o t a l /
C H A R G E 7 7 1 . 0 0

\ \

MEDICARE PAID O TH ER  IN S . T O T A L

L E S S /

MEDICARE CO * INS, MEDICARE DEDUCT. T O T A L

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

k--_ ^— ■

PROVIDER CERTIFICATION

"  THIS  IS TO C E R T I F Y  T HA T  THE F O R E G O I N G  IS TR U E .  AC CU RA TE .  A N D C O M P L E T E  A NO  IS 

IN COMPL I ANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS  ACT  OF 1064 WHICH P R E C L U D E S  E X ­

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

I U N D E R S T A N D  T HA T  P A Y M E N T  A N D  SA T I S F A C T I O N  OF  THI S  C LA IM  WI LL  BE F ROM  F E D E R  

A L  ANO ST A T E  FUN DS ,  A NO  T HA T  A N Y  F A L S E  C LA IMS .  S T A TE M E NT S  OR  DOCUMENTS .  OR 
CO N C E A L M E N T  OF  A  M A T E R I A L  F A C T . M A Y  BE P RO SE C U T ED  U N D ER  A P P L I C A B L E  F E O E R A L  

OR  STATE  LA W S . "
TO THE B E ST  OF  M Y  K N O W L E D G E  NO OTHE R  R E S O UR C E  E X I S T S .

PROVIDER'S S I G N A T U R E £<2sywuzj j <L^ J>2~ DATE J -  V -  7 4 , R E S U B M I T T A L
I N D I C A T O R

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



C E N T R A L  O F F I C E STATE OF A L A S K A
1 5  I PROVIDER REF. 0 - M i  1 6 3 5 - 1

0 6
D E P A R T M E N T  OF H E A L T H  &  SOCIAL SE RVICES 7-7

O U TP A T IE N T  H O SP ITA L  • P R A C T IT IO N ER  « HOME H E A L TH ’ AGENCY INVOICE N O .  1 4 5 4 9 4  ' \

10 PATIENT I N F O R M A T I O N STATE

USE

O N L Y

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

COUPON OR A U TH O R IZA T IO N  N UM BER NAME OF PRO V ID ER

Dr R a y m o nd  Evans
NAME OF P A T IE N T

•Jeroc!;, John

RACE

D A TE  OF B IR T H  , .c i

/ / w m  fi— i

E L IG . CODE PRO V ID ER  ID . NO.

?.n r i n

CATEGO RY

CASE NO. RESO URCE P A Y EE  10 NO. ( if  different from above)

F ’ iS  S o l

NATURE OF ACCIDENT OR ILLNESS

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

(OPT. )

L IS T  PR IM A RY  D IAGNOSIS F IR S T PR IM A RY

SECONDARY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? CZ ]  Y E S  I 1 NO

C O M M E N T S :

S E R V I C E  P R E - A U T H O R  12 A T  I ON 
NO .  (if appl i cable)

R E F E R R I N G  O R  
C O N S U L T I N G  PHVSlClAN

11
'I * o " SERVICES RENDERED

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

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

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

1 969  R V S  
P RO C  CO D E CHARGE S TA T E  U SE  O N L Y

O t  +  2 & - T I
Mi Initial h o s o  care b r ie f 9 0 ?.'):) 2 F .R0

t o  - x 4 3 0 - 7 1 ;<rief F.ct 2 visits X SI5 002-'0 3 0 . 0 0

• P L A C E  O F  S E R V I C E  

oo doctor's office
I* INDEPENDENT LAfJL
H PATIENT'S HOME
|H INPATIENT HOSPITAL
GL OTHER LOCATIONS
NH NURSING HOME
ECF EXTENDED CARE FACILITYCH OUTPATIENT HOSPITAL

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

\

t o t a l '/'
C H A R G y

/-

55.00 !
MEDICARE PAID O T H E R  INS . T O T A L

/ ( . ES S  I /
MEDIC AHC CO * IN?). MEOICAHK DEDUCT. T O T A L

X
U N P A I O

B A L A N C E

PROVIDER CERTIFICATION

-  THIS IS TO C E R T I F Y  THAT  THE  FO R E G O I N G  IS TRUE .  AC CU RA TE .  AND  COMP LETE  A NO  IS 

IN COMPL IANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS  ACT OF  196<1 WHICH P R E C L U D E S  E X ­

C LUS ION OR D I S CR IM INAT ION  ON THE  G R OU NO S  OF  RACE .  COLOR ,  OR  N A T IO N A L  OR IG IN .  

I U N D E R S T A N D  T HA T  P A Y M E N T  A N O  SA T I S F A C T I O N  OF  THIS C L A I M  W I L L  BE F ROM  F E D E R ­

A L  AND  STATE  FUNDS ,  ANO T HAT  A N Y  F A L S E  C LA IMS ,  S T A TE M E N T S  OR  DOCUMENTS ,  OR 

C ON C E A LM E N T  OF  A M A T E R I A L  FACT .  M A Y  BE P RO SE CU T EO  U N D E R  A P P L I C A B L E  F E D E R A L  

OR  STATE  LAWS , "
TO THE B ES  T OF M Y  KNOWLEDGE  NO OTHER  R E S O U R C E  E X I S T S .

P R O V I D E R’S S I G N A T U R E '<7-2^- DAT E 3 -  y - R E S U B M I T T A L
I N D I C A T O R

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



C E N T R A L  O F F I C E S T A T E  O F  A L A S K A 1 2  1 J *> y;)~ I

0 6
D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S

O U TP A T IE N T  H O SP ITA L  » P R A C T IT IO N ER  • HOME. H E A L TH  AGENCY INVOICE n o .  1 4 5 4 9 5

•/ X
i t ' s

10 PATIENT I N F O R M A T I O N S T A T E

USE

O N L Y

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

COUPON OR A U TH O R IZA T IO N  N UM BER NAME OF PRO V ID ER

Hr Jo s e p h  Johnson
NAME OF P A T IE N T

Jerock. John

RACE j

/ J

D A TE  OF B IR T H  SEX

r ? /  f 2 -  i  £■/ M r h  F r n

E L IG . CODE

. ’ C l—•

PRO V ID ER  ID . NO.

.11'.J .'if 7

CATEGO RY

CASE NO. RESO URCE PA YEE  ID  NO. ( if  different from above)

F t ’S 2 * 11

NATURE OF ACCIDENT OR ILLNESS

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

LIST PRIMARY DIAGNOSIS FIRST

.'cute a n d  s u b a c u t e  n e c r o s i s  o f  l i v e r

PRIMARY

570

SECONDARY

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

O M M E N T S :

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

R E F E R R I N G  O R  
C O N S U L T I N G  PHYSICIAN

I I
SERVICES RENDERED

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

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

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

I 9 6 0  R V S  
P R O C .  C O D E CHARGE S T A T E  U SE  O NLY

03'25-72 S> DO p. r i c f E t 90040 12.00

lc 7  3~> xAZo./ — C .s-ru9 ^  :

" M ?Juu. - 7 ilex? j2«i^ jl*\J A f t r
V.

• P L A C E  O F  S E R V i C E  

doctor’s office
INDEPENDENT LA11
patient's home
INPATIENT HOSPITAL 
OTHER LOCATIONS 
NURSING HOME 
EXTENDED CARE FACILITY 
OUTPATIENT HOSPITAL

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

\

/

T O T A L ^ £
c h a r g e / 12.00 '

MEDICARE PAID O T H E R  I N S . T O T A L

L E S s V
'

MEDICARE CO-INS. MEDICARE DEDUCT. T O T A L --------—■•'

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

PROVIDER CERTIFICATION

IS IS TO C E R T I F Y  T HA T  THE  F O R E G O I N G  IS TRUE .  AC CURA TE ,  A N D C O M P L E T E  A N O  IS 

JM P L I A NC E  WITH T I T L E  VI O F  THE  C I V I L  R IGH TS ACT  OF  1964 WHICH P R E C L U O E S  E X  

ION OR D I SCR IM INA T IO N  ON THE  G R OU ND S  OF  RACE ,  COLOR ,  OR  N A T I O N A L  OR IG IN .  

5 6RSTAND  THAT  P A Y M E N T  A N D  SA T I S F A C T I O N  OF  THIS C LA IM  W IL L  BE  F ROM  FEDEH -  

NO STATE  FUNDS .  A N D  T H A T  A N Y  F A L S E  C LA IMS ,  S T A TE M E NT S  OR DOCUMENTS ,  OR 

E A L M E N T  OF  A  M A T E R I A L  FACT ,  M A Y  BE P RO SE CU TED  UN D ER  A P P L I C A B L E  F E O E R A L  

' AT E  LAWS . "
IE B E ST  OF MY  KNOWL EDG E  NO  OT HE R  R E SO UR C E  EX I ST S .

I D E R ' S  S I G N A T U R E D A T E

REMARKS:

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

REVISED



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

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

OUTPATIENT HOSPITAL » PRACTITIONER • HOME.HEALTH A G E N C Y  INVOICE N O .  1 4 5 4 9 6  \

10 PATIENT I N F O R M A T I O N S T A T E

USE

O N L Y

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

C O U P O N  OR AUTHORIZATION N U M B E R N A M E  OF PROVIDER

Dr Edwin Lindie
N A M E  OF PATIENT

J e r o c L .  John

RACE

D ATE OF BIRTH cpv

/ .. / w r m  F ( I

ELIG. C O D E PROVIDER ID. NO.

E L M  8.31

C A T E G O R Y

CASE NO. RESOURCE P A Y E E  ID NO.  ( i f  d i f f e r e n t  f r om  a b ov e )

NATURE OF ACCIDENT OR ILLNESS

D I A G N O S E S D I A G N O S I S  COD E  
(OPT . )

LIST PRIMARY DIAGNOSIS FIRST

S e b o r r h e i c  d e r m a t i t i s

PRIMARY

6?9

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? CID Y E S  CZ3 NO
C O M M E N T S :

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

R E F E R R I N G  O R
c o n s u l t i n g  p h y s i c i a n

SERVICES RENDERED

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

P L A C E  OF 
S E R V I C E *

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

1969 R V S  
PROC .  COD E C H A R G E S T A T E  U S E  O N L Y

0 6 - 0 2 - 7 2 DO 3rief Et 12.01

0 6 - 0 5 - 7 2 DO iirief ET D O O M 12:00

S u pplies and material 9 9 0 7 0 5.00

r \
•PL A CE  O F  S E R V I C E  

do doctor's office
IL INDEPENDENT LAtt
h patient's ho me
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDEO CARE FACILITY 
DM OUTPATIENT HOSPITAL

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

\
/

T O T A L ^ l  
C H A R G E  f 29.00MEDICARE PAID O T H E R  INS . T O T A L

L E S S  I /
MEOlCAnE CO-INS. MEDIC ARK DEDUCT. T O T A L N ____

X
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

"  THIS IS TO C E R T I F Y  T HA T  THE  F O R E G O I N G  IS TR U E ,  A C CU R A TE ,  ANO COMP LET E  A N O  IS 

IN COMPL I ANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS  ACT  OF 1 964 WHICH P R E C L U D E S  E X  

C LUS ION OR  D I SCR IM INA T IO N  ON THE  G R O U N D S  O F  RACE .  COLOR .  OR N A T I O N A L  OR IG IN .  

I U N D E R S T A N D  T H A T  P A Y M E N T  A N D  SA T I S F A C T I O N  O F  THIS  C L A I M  W I LL  BE F RO M  F E D E R ­

A L  ANO  STA TE  FUNDS ,  AND  THAT A N Y  F A L S E  C LA IMS ,  S T A T E M E N T S  OR  DOCUMENTS .  OR 

C O N C E A L ME N T  OF A  M A T E R I A L  FACT .  M A Y  BE  P RO SE CU T EO  U N O E R  A P P L I C A B L E  F E D E R A L  

OR  STA TE  LAWS . "
TO THE B E ST  OF M Y  KN OW LE DGE  NO OT HE R  R E S O U R C E  E X I S T S .

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

REMARKS:

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

R E V I E W
70! W



C E N T R A L  O F F I C E

0 6
D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E  R V I C E S

O U TP A T IE N T  H O SP ITA L  • P R A C T IT IO N ER  » HOME H E A L TH  AGENCY INVOICE N O .  1 4 5 4 9 7  ’

10 PATIENT I N F O R M A T I O N S T A T E

USE

O N L Y

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

COUPON OR A U TH O R IZA T IO N  N UM BER NAME OF PRO V ID ER

Dr Edwin Lindie

NAME OF P A T IE N T

J e r o c k .  J o h n

RACE

D A TE  OF B IR T H  S EX

/ / Ml a | F I  I

E L IG . CODE PRO V ID ER  ID . NO.

ELM  -331

CATEG O RY

CASE NO. RESO URCE PA YEE  ID  NO. ( if  different from above)
f ; 13 »31

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

D I A G N O S E S D I A G N O S I S  CODE 
(OPT. )

L IS T  P R IM A RY  D IAGNOSIS F IR S T

s e b o r r h e i c  d e r m a t i t i s

PR IM A RY

690

SECONDARY

H A V E  Al—  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? d l  Y E S  C O  NO
C O M M E N T S :

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

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

11
S E R V I C E S  R E N D E R E D

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

P L A C E  OF  
S E R V I C E *

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

1 9 6 9  R V S  
PROC.  COD E CHARGE S T A T E  U SE  O NLY

3 7 - 3 1 - 7 2  
2X3.7* - DO B r i e f  ET 900^)0 1 2 . 0 0

• PL A C E  O F  S E R V I C E
DO doctor's office 
IL INDEPENDENT LAB.
H- patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPAT1CHT HOSPITAL

1 2  COO RDINATIO N O F O TH ER  E E N E F IT S

\
/

T O T A L
C H A R G E , - / '

1 ? .  fin
MEDICARE PAID O TH ER  IN S . T O T A L

IL E S S

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

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

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

“  THIS 15 TO C E R T I F Y  THAT  THE F O R E G O I N G  15 TRUE ,  AC CU RA TE .  AND  COMPLETE  A N O  IS 

IN COM PL I AN CE  WITH T I T L E  VI O F  THE  C I V I L  R IGHTS  A C '  O',- JQo-l VW?' " T C U O i . : 5 EX-  

C LUS ION  OR  D I S CR IM INAT ION  ON THE G R O U NO S  O F  RACE .  COLOR ,  OR  N A T I O N /  L OR IG IN .  

I U N D E R S T A N D  THA T  P A Y M E N T  A N O  SA T I S F A C T I O N  OF  THIS  C L A IM  W I LL  BE F R OM  F E D E R ­

A L  ANO  STA TE  FUNDS .  AND  THA T  A N Y  F A L S E  C L A IMS .  S T A T E M E N T S  OR OOCUMENT5 .  OR 

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

OR  ST A T E  L AWS . "

TO THE  B E ST  OF MY  KNOWL EDG E  NO OT HE R  R E S O UR C E  E X I S T S .

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

R EM A RKS :

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



S T A T E  O F  A L A S K A  L— —

D E P A R T M E N T  O F  H E A L T H  &  SOCIAL SERVICES

C E N T R A L  O FFICE

n o . 1 5 1 0 8 6O U T P A T I E N T  H O S P I T A L  • P R A C T I T I O N E R  « H O M E . H F A L T H  A G E N C Y  INV O IC E

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

USE

O N L Y

CO UPO N OR A U T H O R I Z A T I O N  N U M B E R N A M E  OF P R O V I D E R

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

C A T E G O R YP R O V I D E R  ID. NOE L I G .  CODD A T E  OF  B IR TH

P A Y E E  ID NO.  ( i f  d i f f e r e n t  f r om a b o v e )

NATURE OF ACCIDENT OR ILLNESS

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

P R I M A R YL I S T  P R I M A R Y  D I A G N O S I S  F I R S T

S E C O N D A R Y

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

R E F E R R I N G  O R  
C O N S U L T I N G  PHYSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E O ?

C O M M E N T S

SERVICES RENDERED

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

1 9 6 9  R V S  
P R O C .  C O D E C H A R G E S T A T E  U S E  O N L Y

x t c n si v e  e x a m

C O O R D I N A T I O N  O F  O T H E R  E E N E F I T S T O T A L
C H A R G Edo doctor's office

IL INDEPENDENT LAD.
h patient's HOME
IH INPATIENT H 3SPITAL
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

T O T A LMEDICARE PAID

MEDICARE DEDUCT. T O T A LMEDICARE CO * INS,

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

PROVIDER CERTIFICATION

R E M A R K S
"  THIS  IS TO C E R T I F Y  T HA T  THE  F O R E G O I N G  IS TRUE ,  AC CU RA TE ,  ANO COMP LET E  ANO  IS 

IN COMPL I ANCE  WITH T I T L E  VI  OF  THE  C I V I L  R IGHTS  ACT  OF 1964 WHICH P R E C L U D E S  EX  

C LUS ION OR  D I SC R IM INA T IO N  ON T HE  G R O U N D S  OF RACE ,  COLOR ,  OR  N A T I O N A L  OR IG IN .
I U N D E R S T A N D  T HA T  P A Y M E N T  A N O  SA T I S F A C T I O N  OF  THIS  C L A IM  W I LL  BE  F ROM  F E D E R ­

A L  A N D  ST A TE  FUNDS ,  ANO TH AT  A N Y  F A L S E  C LA IMS .  S T A TE M E NT S  OR  DOCUMENTS ,  OR 

C O N C E A L M E N T  OF A  M A T E R I A L  FACT ,  M A Y  BE  P RO SE CU T ED  U N D ER  A P P L I C A B L E  F E D E R A L  

OR  STA TE  LA WS . "

TO THE B E ST  O r  M Y  KN OW LE DGE  NO OT HE R  R E S O UR C E  E X I S TS .

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

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



C E N T R A L  O F F I C E STATE OF'ALASKA
| 15 [provider ref- 0 — 626002-1

0 6
D E P A R T M E N T  OF H E A L T H  & SOCIAL SERVICES

O U T P A T I E N T  H O S P IT A L  « P R A C T I T IO N E R  • H O M E .H E A L T H  A G E N C Y  IN V O IC E n o . 1 5 1 0 8 3  , - 4

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON  O R  A U T H O R IZ A T IO N  N U M B E R  

See a tta c h e d  c e r t i f i c a t i o n
N AM E  O F  P R O V I D E R

Pr C ha rle s  Townsend
N A M E  OF P A T I E N T  

, 'lo n iq o ld . O eo rc ie
R A C E

D A T E  OF B IR T H  S E X
03 /  22 /  33 Mn  F rn

E L IG .  CO DE P R O V ID E R  ID. NO.

C IT 30 P
C A T E G O R Y

C A S E  NO. R E S O U R C E P A Y E E  ID NO. ( if  d i f f e r a n t  f r om  a b o v s )
F‘iS S3 1

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES DIAGNOSIS CODE 
(OPT.)

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T
I n t e s t in a l  o b s t r u c t io n  w ith o u t  rnen tion  o f  h e rn ia
.'eu ros as 
C h o i e ra

P R I M A R Y
560 

30 OC 
CO O

S E C O N D A R Y

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? CZZ3 YES 1--1 NO
SERVICE PRE-AUTHORIZATION 
NO. (if aepHcaSle)

REFERRING OR 
CONSULTING PHVSICIAN

COMMENTS:

11
SERVICES RENDERED

DATE OF 
SERVICE

PLACE OF 
SERVICE*

DESCRIPTION OF MEDICAL OR 
SURGICAL PROCEDURE

19G9 RVS 
PROC. COOE C H A R G E S T A T E  U S E  O N L Y

05 1 /2 00 UGI 7*12^0 60.00

■>5- 2:V 7? DO C r ie f  E t 000*40 12.00

O' 1 2-72 DO D r ie f  Et 300/40 12.00

X K a m u S B K l'r in a  ly s is B n o o 5.20
Dlood coun t CPC P5010 10.30

‘PLACE OF SERVICE 1 2 C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S TOTAL , ---->
do doctor's office
It, INDEPENDENT LAEL 
H patient's HOME 
IH INPATIENT HOSPITAL

MEDICARE PAID O T H E R  IN S . T O T A L CHARGE ^ o ? . 5 0

\
/

LESS

OL OTHER LOCATIONS 
HH NURSING HOME MEDICARE CO-INS. MEDICARE DEDUCT. T O T A L
ECF EX TEN DEO CARE FACILITY 
OH OUTPATIENT HOSPITAL k UNPAID

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 1954 WHICH PRECLUDES EX­
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN. 
I 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 
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE O )a d a t e 3



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

n o . 1 5 1 0 8 5O U T P A T I E N T  H O SP IT A L  » PRACT IT IO .NE 'R  » H O M E .H EA L T H  A G E N C Y  IN V O IC E

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
COUPON  OR A U T H O R IZ A T IO N  N U M B E R N A M E  OF P R O V ID E R

N AM E  O F  P A T I E N T

D A T E  O F  B IR T H P R O V ID E R  ID. NO C A T E G O R Y

P A Y E E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )R E S O U R C E

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE 
(OPT.)DIAGNOSES

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T P R I M A R Y

S E C O N D A R Y

SERVICE PRE-AUTHORIZATION 
NO. (if applicable)

REFERRING OR 
CONSULTING PHYSICIANHAVE ALLOTHER PAYMENT SOU RCES BEEN EXHAUSTED?

COMMENTS

SERVICES RENDERED

DESCRIPTION OF MEDICAL OR 
SURGICAL PROCEDURE

1969 RVS 
PROC. CODE S T A T E  U S E  O N L Y

C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S
oo doctor's office
IL INDEPENDENT LAE
H- patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACIUTV 
CM OUTPATIENT HOSPITAL

MEDICARE PAID T O T A L

MEDICARE CO-INS. MEDICARE DEDUCT.

UNPAID
BALANCE

PROVIDER CERTIFICATION

R E M A R K S
'* 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. l R NATIONAL ORIGIN. 
I UNDERSTAND 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.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEWPROVIDER'S SIGNATURE



C E N T R A L  O F F I C E STATE OF A L A S K A
1 5  PROVIDER REF. 0 1

0 6
D E P A R T M E N T  OF H E A L T H  &  SOCIAL SERVICES

O U T P A T I E N T  H O S P IT A L  • P R A C T IT IO N E R  «  H O M E .H E A L T H  A G E N C Y  IN V O IC E  n o . 1 5 1 0 8 4  \

10 '• PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
CO UPO N  O R  A U T H O R IZ A T IO N  N U M B E R

See attached c e rt if ic a t io n .

N A M E  OF P R O V ID E R

Dr Young I!a
N A M E  OF P A T I E N T

' > - ’ r  - i e  i c o i  1

R A C E

D A T E  OF B IR T H  S E X
03 /  22/ 33 mi— l f H

E L IG .  CO DE P R O V ID E R  ID. NO .
YD 11 5^2

C A T E G O R Y

C A S E  NO. R E S O U R C E P A Y F E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )
FMS 831

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES DIAGNOSIS CODE 
(OPT.)

L I S T  P R IM A R Y  D IA G N O S IS  F I R S T
.'cute a r th r it is  due to pyonenic organisms 
Sprains and s tra in  o f shodilder and upper arm

P R I M A R Y
710
2h0

S E C O N D A R Y

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? □  YES □□ NO
SERVICE PRE AUTHORIZATION 
NO. (If apolrcablc)

REFERRING OR 
CONSULTING PHYSICIAN

COMMENTS:

11
SERVICES RENDERED

DATE OF 
SERVICE

or, ■ y.2-72

PLACE OF 
SERVICE’

DESCRIPTION OF MEDICAL OR 
SURGICAL PROCEDURE

D r ie r  L: t
CuItu ra

Urina lys i s

1959 nvs 
PROC. CODE

r)Or)l\Q

i7n°o
?icno

C H A R G E

12.00

6 .h o

;. 7.0

S T A T E  U S E  O N L Y

.-!, . p17-72 I !i I n i t i a l  hcaasnoso ca re  in  ta r 10216 60.00
I r ic f  Hot 10000 20.00

•PLACE OF SERVICE
oa doctor’s office
IL INDEPENDENT LAO.
H patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
CCF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2  C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S
MEDICARE PAID

MEDIC APR CO -INS.

CTTHJIR INS.

MCOICAPR OCDUCT.

TO T A L

T O T A L

TOTAL
CHARGE>t

'Xf
LESS

UNPAID
BALANCE

PROVIDER CERTIFICATION

” THIS IS VO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND CQMPLE TE 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 UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER­
AL AND STATE FUNDS, ANO THAI 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

R E M A R K S :

3 . , ^ “

, A

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



PROVIDER REF.I0-6260H2" 1STATE OF ALASKA L i r
DEPARTMENT OF HEALTH & SOCIAL SE RVICES

C E N T R A L  O F F I C E

n o . 1 5 1 0 8 7O U T P A T I E N T  H O SP IT A L  • P R A C T I T IO N E R  » H O M E .H E A L T H  A G E N C Y  IN VO IC E

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
COUPON OR A U T H O R IZ A T IO N  N U M B E R N A M E  OF P R O V IO E R

N AM E  O F  P A T IE N T

D A T E  O r  8 IR T H C A T E G O R YP R O V ID E R  ID. NO,

P A Y E E  ID NO. (if d i f f e r e n t  f r om  a b o v e )

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE 
(OPT.)DIAGNOSES

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

lervousness and deb ili ty

S E C O N D A R Y

SERVICE PRE-AUTHORIZATION 
NO. (II applicable)

REFERRING OR 
CONSULTING PHVSICI ANHAVE ALL OTHER PAYMENT SOURCES SEEN EXHAUSTED’

COMMENTS

SERVICES RENDERED

PLACE OF 
SERVICE*

DESCRIPTION OF MEDICAL OR 
SURGICAL PROCEDURE

1969 RV5 
PROC. CODE C H A R G E S T A T E  U S E  O N L Y

^ 5 5
05050

COORDINATION OF OTHER BENEFITS TOTAL
CHARGEao doctor’s office

L INDEPENDENT LA a 
1 patient's HOME
H INPATIENT HOSPITAL
3L OTHER LOCATIONS 
IH NURSING HOME 
ICP EXTENDED CARE FACILITY 
)H OUTPATIENT HOSPITAL

TO T A L

T O T A LMEOICAKK CO-INS. MCOICAHe DEDUCT.

UNPAID
BALANCE

PROVIDER CERTIFICATION

R E M A R K S
THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE ANO IS 
Ni COMPLIANCE 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.”
O THE BEST OF MV KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEWROVI Dc R'S SIGNATURE



PROVIDER REF.
1A- 30Q50QSTATE OF ALASKA L_Ld

DEPARTMENT OF HEALTH & SOCIAL SERVICES
C E N T R A L  O F F I C E

O U T P A T I E N T  H O S P IT A L  » P R A C T I T IO N E R  « H O M E -H E A L T H ’A G E N C Y  IN V O IC E

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
CO UPO N  O R  A U T H O R IZ A T IO N  N U M B E R  

N A M E  OF P A T I E N T

N AM E  O F  P R O V ID E R

DR. J O H N S O NR A C E

GENES. I N O G E N E
D A T E  OF B IR T H

/ V  /

P R O V ID E R  ID. NO.E L IG .  CO DE C A T E G O R Y

P A Y E E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )
FMS 8 81

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
L I S T  P R I M A R Y  D IA G N O S I S  F I R S T P R I M A R Y

d i s e a s e s  of vi ens  l y m p h a t i c s  and o t h e r  c i r c u l a t o r y  s y s t e m

S E C O N D A R Y

SERVICE PRE-AUTHORIZATION 
NO. (if applicable)

REFERRING OR 
CONSULTING PHYSICIANHAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS

SERVICES RENDERED

CATE OF 
SERVICE

DESCRIPTION OF MEDICAL OR 
SURGICAL PROCEDURE

1969 RVS 
PROC. CODE C H A R G E S T A T E  U S E  O N L Y

1..MDDALI1IF. 9 7-Q 00.

1, MflDAT.TT.TR ■97 Q O O

C O O R D IN A T IO N  O F  O T H E R  E E N E F I T S TOTAL
CHARGEDO doctor’s office

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

MEDICARE PAID

T O T A LMEDICARE CO-INS, MEDICAHE DEDUCT.

UNPAID
BALANCE

PROVIDER CERTIFICATION

R E M A R K S
•’ THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE AND IS 
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. 
I 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 STATS LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEWPROVIDER’S SIGNATURE



|a - 3 0 9 5 0 Q . < ? ^ ^ ~ <
15 PROVIDER REF.STATE OF ALASKA 

DEPARTMENT OF HEALTH & SOCIAL SE RVICE
C E N T R A L  O F F I C E

n o . 1 3 7 4 7 3O U T P A T I E N T  H O S P IT A L  »  p R A C T M IO N E R  « H O M E .H E A L T H  A G E N C Y  IN V O ICE

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
COUPON  OR A U T H O n iZ A T IO N  N U M B E R

a± t5 > J u u $  4j_
N A M E  O F  P A T I E N T

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

R A C E
DR. M U R P H Y

GENES, I M OG ENE
D A T E  O F  B IR T H

< £ / _ !  j C W  /

C A T E G O R YP R O V ID E R  ID. NO.E L IG .  CO DE

9 4
CA3E_NO.
s  natoQ'-' & & R

P A Y E E  ID NO . (if  d i f f e r e n t  f r o m  a b o v e )
F M S  831

R E SO U R C E .

NATURE OF ACCIDENT OR ILLNESS

D IA G N O S I S  CO D E  
(OPT .)DIAGNOSES

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T P R I M A R Y

D I S E A S E S  O F  T K E R  E N D O C R I N E  G LA N D S

S E C O N D A R Y

S E R V IC E  P R E -A U T H O R IZ A T IO N  
NO. ( I f  a p p l i c a b l e )

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

C O M M EN T S

SERVICES RENDERED

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

1 9 6 9  R V 5  
PRO C . CO D E C H A R G E S T A T E  U S E  O N L Y

1 0 / 0 4 / 7 1 G L U C O S E  FBS 8 4330

C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S T O T A L
C H A R G EDO doctor's office

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

T O T A L

MEDICARE CO - INS, MEDICARE DEDUCT.

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

PROVIDER CERTIFICATION

R E M A R K S
’• THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE ANO IS 
IN COMPLIANCE VIITH TITLE VI OF THE Cl VIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX­
CLUSION OR DISCRIMINATION! ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN. 
I UNDERSTAND 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.

R E S U B M IT T A L
IN D IC A T O R M E D IC A LR E V IE WP R O V I D E R ’S  S IG N A T U R E



C E N T R A L  O F F I C E b  I A  I r. U r  A  L M b  I S A

06/1-1

D E P A R T M E N T  OF H E A L T H  &  SOCIAL SERVICES

O U T P A T IE N T  H O SP IT A L  • P R A C T IT IO N E R H O M E .H E A LTH  A G EN C Y IN V O IC Ee n o . 1 3 7 4 6 7

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON O R A U T H O R IZ A T IO N  N U M B E R

a t t & l i d  4 - l - 0 ci ci c1 ci c! ' A

NAM E OF P R O V ID E R

DR. R I B A R
N AM E OF P A T IE N T

G E N E S ,  I M O G E N E

R A C E

O A TE  OF B IR T H  , SEX

/ V  / m J  / u  6  m i— i f t t i

E U G . CODE

3 Q  ft

P R O V ID E R  ID. NO.

J M R  304

C A T E G O R Y

o r
C A S E  NO.

£  * 7  3 l o 9 ' C  C i# i\
R E S O U R e j " P A Y E E  ID NO. (if differ-snt from above)

FMS 831

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D IA G N O S I S  CODE 
(OPT .)

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

D I S E A S E S  OF O T H E R  E N D O C R I N E  GLA ND S

P R IM A R Y

250

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  □  Y E S  □ □  NO
S E R V IC E  P R E -A U T H O R IZ A T IO N  
NO. ( i f  a p p l i c a b l e )

REFERRING OR 
CONSULTING PHYSICIAN

C O M M E N T S :

11
SERVICES RENDERED

D A T E  O F  
S E R V IC E

P L A C E  OF 
S E R V I C E *

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

1 9 6 9  R V S  
PROC . CODE C H A R G E S T A T E  U S E  O N L Y

1 0 / 0 4 / 7 1 DO B R I E F  ET 90040 12.00 / 0 / 6 /

1 0 / 0 3 / 7 1 D O B R I E F  ET 90040 8.00 s i o ) 01

10/03/71 DO S i^P f.rP S  MATERIAL.. 99070 1  I !  f t ; / C 'C }  6 /

•P L A C E  O F  S E R V I C E  
do doctor's office
IL INDEPENDENT LAll
H patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENOED CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\
/

T O T A L
C H A R G E 30.00

MEDICARE PAID O T H E R  INS . T O T A L

L E S S c Z /JZ 0 < 3 \ / , 3 0

MEDICARE CO-INS. MC&CARIX DEDUCT. T O T A L

£ 3 0  _ $ 3 6 X U N P A ID
B A L A N C E . 3  #  0 / f  £  3 6 1

PROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE AND IS 
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. 
I UNDERSTAND 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.

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

R E M A R K S :

R E S U B M IT T A L
IN D IC A TO R M E D IC A LR E V IE W



C E N T R A L  O F F I C E STATE OF A L A S K A

0 6
/ a

D E P A R T M E N T  OF H E A L T H  & SOCIAL SE RVICES

O U T P A T I E N T .H O S P U A L  « P R A C T I T IO N E R  « H O M E -H E A L T H  A G E N C Y  IN V O IC E  n o . 1 3 7 4 7 4  > \

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
CO UPO N  O R  A U T H O R IZ A T IO N  N U M B E R

C d iZ s H J) .

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

DR. DOOLITTLEN A M E  OF P A T I E N T

GEN ES , I M O G E N E

R A C E

D A T E  O F  B IR T H  S E X
/j / / w j  dv 6  M|— i XH i

E L IG .  CODE 

£ 0  / ?

P R O V I D E R  ID. NO.
UJ U O  3 3 3

C A T E G O R Y

.
C A S E  NO.

.< *13 ........
RE SO U RC E ^— P A Y E E  ID NO. (i f d i f f e r e n t  f r om  a b o v e )

F M S  8 8 1

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D IA G N O S IS  C O D E  
(OPT .)

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

diseases of t h e  e n d o c r i n e  g l a n d s 250

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? □  Y E S  L.-J NO
C O M M E N T S :

S E R V IC E  P R E -A U T H O R IZ A T IO N  
NO. ( if  a p p l i c a b l e )

REFERRING OR 
CONSULTING PHVSICIAN

11
SERVICES RENDERED

D A T E  O F  
S E R V IC E

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

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

1 9 6 9  R V S  
PRO C . CO D E C H A R G E S T A T E  U S E  O N L Y

1 0 / 6 / 7 1 DO URINALYSIS 81000 4 .80 j l f O G
s'.

1 0 /0 6 /7 1 no c:\ni i f . 82/65 3.. 3 Q. . /y 0 /

DO o t  T i m e r _3A32 a .  no 0 O '

i n / 6 / 71 n o P.II'J . 3/ & c0 J2,L~o 0 0 /

1 0 / 6 / 7 1 no . UR'!': A rm ._.8.5L5.a 8 ..00 J> s-0 6>
• P L A C E  O F  S E R V I C E  

do doctor's office
IL INDEPENDENT LAB.
H patient's h o m e
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACIUTY 
OH OUTPATli-.̂ T HOSPITAL

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

\
/

T O T A L
C H A R G E CON'TMEDICARE PAID O T H E R  INS . T O T A L

L E S S

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

X UN PA I  D 
B A L A N C E

PROVIDER CERTIFICATION

•• THIS 13 TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO IS 
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.
I UNDERSTAND 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.

P R O V I D E R ’S  S IG N A T U R E D ATE ijjoJjOL

R E M A R K S :

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

M E D IC A L
R E V IE W



Az.3_Q95.OQSTATE OF ALASKA L—
DEPARTMENT OF HEALTH & SOCIAL SERVICES

C E N T R A L  O F F I C E

n o . 1 3 7 4 7 5O U T P A T I E N T  H O S P IT A L  » P R A C T I T IO N E R  » H OM E H E A L T H  A G E N C Y  IN V O IC E

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
COUPON  O R  A U T H O R IZ A T IO N  N U M B E R N A M E  O F  P R O V ID E R

DR. D O O L I T T L E
N A M E  C F  P A T I E N T  
GENES, I M O G E N E

D A T E  OF B IR T H P R O V ID E R  ID. NO. C A T E G O R Y

im a b o v e )

NATURE OF ACCIDENT OR ILLNESS

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

( O P T . )
DIAGNOSt

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

S E C O N D A R Y

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

N O .  ( I f  a p p l i c a b l e )
REFERRING OR 
CONSULTING PHVSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  S E E N  E X H A U S T E D ?

C O M M E N T S

SERVICES RENDERED

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

S U R G I C A L  P R O C E D U R E
1 9 6 9  R V S  

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

10/6/ 71 8 50 10B L O O D  C OUN T

CCX3RD INAT ION  O F  O T H E R  B E N E F I T S
T O T A L

C H A R G EDO DOCTOR 5 OFFICE 
IL INDEPENDENT LAB.
H patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS 
NH NURSING HOME 
ECP EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

MEDICARE PAIO

MEDICARE CO - IMS. MEDICARE DEDUCT. T O T A L
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

R E M A R K S
“ 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 1S64 WHICH PRECLUDES EX­
CLUSION OR DISCRIMINATION ON THE GROUNOS OF RACE. COLOR. OR NATIONAL ORIGIN. 
I UNDERSTAND 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.

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

I

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

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



PROVIDER REF,STATE OF ALASKA L-1M
DEPARTMENT OF HEALTH & SOCIAL SERVICES

n o . 1 3 7 4 6 6O U T P A T I E N T  H O S P IT A L  « P R A C T I T IO N E R  » HOM E H E A L T H  A G E N C Y  IN V O IC E

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
CO UPO N  O R  A U T H O R IZ A T IO N  N U M B E R

a f t e i J L d

N AM E  O F  P R O V ID E R

DR. JOHNSONN A M E  OF P A T I E N T

G H N E S . T M Q G E N E
D A T E  OF B IR T H

<n/ j
P R O V ID E R  ID. NO, C A T E G O R Y

P A Y E E  ID NO. ( if  d i f f e r e n t  f r om  a b o v e )
FMS 831

NATURE OF ACCIDENT OR ILLNESS

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

( O P T . )
DIAGNOSES

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T P R I M A R Y

GOLD LEAF TREATMENT

S E C O N D A R Y

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

N O .  ( i f  a p p l i c a b l e )

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

C O M M E N T S

SERVICES RENDERED

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

S U R G I C A L  P R O C E D U R E

1 9 5 9  R V S  

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

107-1/71 1  M O D A L T T T F . j?7onn

/(If! 01 0 /1 /7 1 99070S U P P L I E S  M A T E R I A L

C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S
T O T A L

C H A R G EDO OOCTOW S OFFICE
IL INOF.PENOENT UAH
h patient's HOMC
IH INPATIENT HOSPITAL
OL OTHF.H LOCATIONS
NH NURSING HOME
ECF CX TENDED CARE FACILITY
OH OU TP ATI EHT HOSPITAL

MEDICARE CO -1 Nil. MEDICARE DEDUCT. T O T A L
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

R E M A R K S
" TH'S IS TO CERTIFY THAT THE FOREGOING IS TRUE, 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. 
I UNDERSTAND 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 K! OWLEOCE NO OTHER RESOURCE EXISTS

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

R E S U B M I T T A L

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



C E N T R A L  O F F I C E STATE OF A L A S K A -A-.3.Q95Q.Q.

0 6
D E P A R T M E N T  OF H E A L T H  & SOCIAL SERVICES

r<
A

\
O U T P A T I E N T  H O S P IT A L  • P R A C T I T IO N E R  »  HOME. H E A L T H  A G E N C Y  IN V O IC E  n o . 1 3 7 4 6 4 *

A

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON  O R  A U T H O R IZ A T IO N  N U M B E R

C d± a J v J >

N AM E O F  P R O V ID E R

DR. J O H N S O N
N A M E  O F  P A T I E N T

GENES, I M O G E N E  J

R A C E

D A T E  OF B IR T H  S E X
/ / . mi— | F | ^

E L IG .  C O D E P R O V I D E R I D .N O .  C A T E G O R Y
J K J  309

C A S E  NO.
.5 7 , 3 b  9 O A A

R E S O U R C E P A Y E E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )
FMS 331

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D IA G N O S I S  CODE 
(OPT .)

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T

GO L D  L E A F  T R E A T M E N T

P R I M A R Y

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? (ZD  Y E S  H Z  NO
C O M M E N T S :

S E R V IC E  P R E -A U T H O R IZ A T IO N  
NO. ( if  a o p l i c a b lo )

REFERRING OR 
CONSULTING PHVSICIAN

11
SERVICES RENDERED

D A T E  O F  
S E R V IC E

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

D E SC R IP T IO N  O F  M E D IC A L  OR 
S U R G IC A L  P R O C E D U R E

1969 R V S  
PRO C . CODE C H A R G E S T A T E  U S E  O N L Y

0  / 7  0  / 7 1 D O 1 M 0 D A L I T I E 97000 12 .00 / 0 /

9/29/71 DO SUPPLIES M A T E R I A L 99070 10 .0 0 / a . e o
/

o/ 30/71 nn . 1 ’ '' ' i f . ’ r f T 9 700 0 12 .0 0 2 ? S Z ) / a t

9/30/ 71 DO S UP PLIES M A T E R I A L 99070 1 0 .0 0 //■J. t ' d /

• P L A C E  O F S E R V IC E 12 C O O R D IN A T IO N  O F  O T H E R  E E N E F I T S T O T A L
1 0 3 . 9C

9 7 7 *
DO OOCTOR'S OFFICE 
IL INDEPENDENT LAD.
H patient's HOME 
IH INPATIENT HOSPITAL

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

7 / 7 * 7 9 7 >
\

/
L E S S

■ 7 /
OL OTHEtl LOCATIONS 
NH NUHSING HOME MEDICARE CO -IN5. MEDICARE DEDUCT. T O T A L f
ECF EXTENDED CA..E FACILITY 
OH OUTPAT1 ENT HOSPITAL

/ ( ? . 6  8 / * &  S' X U N P A ID
B A L A N C E

/ 2 . t > 3

F ROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE ANO IS 
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. 
I UNDERSTAND 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.

P R O V I D E R ' S  S I G N A T U R E D A T E / / \ o  (- )¥ -

R E M A R K S :

R E S U B M IT T A L
IN D IC A TO R

M E D IC A L
R E V IE W



X - A = Z Q a S Q Q - l l A l

DEPARTMENT OF HEALTH & SOCIAL SERVICES
n o . 1 3 7 4 6 3O U T P A T I E N T  H O S P IT A L  « P R A C T I T IO N E R  « H O M E  H E A L T H  A G E N C Y  INVO ICE

PATIENT INFORMATION PROVIDER INFORMATIONSTATE
USE

ONLY
CO U PO N  O R  A U T H O R IZ A T IO N  N U M B E R N AM E  O r  P R O V ID E R

DR. J O H N S O NN A M E  O F  P A T I E N T
GENE S,  I M O G E N E  J

D A T E  O F  B IR T H
O J —  /

E L iG .  C O D E  ^
7 - 0  A

P R O V ID E R  ID. NO,

R E S O U R C E P A Y E E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )
FM5 SSI._______________________

NATURE OF ACCIDENT OR ILLNESS

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

( O P T . )
DIAGNOSES

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T P R I M A R Y

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

T R E A T M E N T
S E C O N D A R Y

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

N O .  (if aoDHcablo)
REFERRING OR 
CONSULTING PHYSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D

C O M M E N T S

SERVICES RENDERED

P L A C E  O F  

S E R V I C E *

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

S U R G I C A L  P R O C E D U R E

1 9 6 9  R V S  

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

1 M O D A L I T I E

RR.T.F.E1—EX. -90040.

SUEPLIES. MATERIAL 9.9Q7.Q.

E L A S T I C  HOSE 9907?

_9./?.I /.7.) DI
P L A C E  O F  S E R V I C E

- EIJIS.T.IC-HQSE----------------
C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S

T O T A L

C H A R G EDO doctor's OFFICE 
IL INDEPENDENT LAOL
H patient's HOME
IM INPATIENT HOSPITAL
OL OTHER LOCATION3 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

T O T A L

MEDICARE CO -INS. MEDICARE OEDUCT. T O T A L
U N P A I D

B A L A N C E

PROVIDER CERTIFICATION

R E M A R K S
" 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. 
I UNOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER­
AL AND STATE FUNDS. AND THAT ANY F lSE 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.

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

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



C E N T R A L  O F F I C E STATE OF ALASKA 
• DEPARTMENT OF HEALTH & SOCIAL SERVICES

O U T P A T I E N T  H O S P IT A L  « P R A C T . 'T IO N E R  » H O M E  H E A L T H  A G E N C Y  IN V O IC E  n o . 1 3 7 4 6 5
_______________________. ___________________________________________________________________________i ■' A

10 PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
CO UPO N  O R  A U T H O R IZ A T IO N  N U M B E R

a t t s A e J .  V / - i

N A M E  OF P R O V ID E R

DR. D OO LI T T L E ,  W I L L I A M  HN A M E  O F  P A T I E N T

G E N E S , I M O G E N E  J

R A C E

D A T E  O F  B IR T H
J L L i  H i '/  L ° IWQ FIX]

E L I G T C O D E -
H O  /? P R O V ID E R  ID. NO.

lOMD 333
CATEGOR IC .

C A S E  NO. R E S O U R C E  J T P A Y E E  1 0  NO. ( i f  d i f f e r e n t  f r om  a b o v e )
FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D IA G N O S IS  CODE  
(OPT .)

L I S T  P R I M A R Y  D IA G N O S IS  F I R S T

G O L D  L E A F  T R E A T M E N T

P R I M A R Y

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? (ZD Y E S  I 1NO
C O M M E N T S :

S E R V IC E  P R E -A U T H O R IZ A T IO N  
NO. (It a p p l i c a b l e )

REFERRING OR 
CONSULTING PHYSICIAN

11
SERVICES RENDERED

D A T E  O F  
S E R V IC E

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

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

1 9 6 9  R V S  
PRO C . CODE C H A R G E S T A T E  U S E  O N L Y

9 /3 0/ 71 DO B R I E F  ET 90040 12.00 .//? % 0 / <3/

• PLA C E  O F S E R V i C E  
do doctor's office
IL INDEPENDENT LAO.
H patient's hom e
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
£CF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\
/

T O T A L
C H A R G E 12.00MEDICARE PAID O T H E R  INS . T O T A L

3?. 6r ' /
L E S S

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

*£L/ & X U N P A ID
B A L A N C E ' A  J b

PROVIDER CERTIFICATION

" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. 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.
I 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 LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PR O V IO F .R 'S  S IG N A T U R E

R E M A R K S :

R E SU  8 M IT T A L  
IN D IC A T O R M E D IC A L

R E V I E W



10 PATIENT INFORMATION STATE
USE

O N L Y

PROVIDER INFORMATION
COUPON OR.AUFHORIZATION NUMBER. .

- f l ' C v A ^ h x

NAME OF PROVIDER

Dr. Philip W. HardieNAME OP PATIENT

Rosgen, Donna R.

RACE

t U
DATE OF BIRTH ■---, SEX ---

,1.0/26/49 m L.I f

ELIG. CODE

X! i £

PROVIDER I.D. NO. CATEGORY ___ _

PWH 321

n i ^ , 4 - o \
RESOURCE 

- .....

PAYEE I.D. NO (IF DIFFERENT FROM ABOVE)

FMS 881

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

CENTRAL OFFICE COPY ' STATE O F  A L A S K A

DEPARTMENT O F  HEALTH &  SOCIAL SERVICES

,15 PROVIDER REF. | 2-769207-1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE no. 96703 A

DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

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

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? rERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS

S E R V I C E S  R E N D E R E D
P L A C E  
Of- * 

S E R V I C E

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

date of
SERVICE

1 9 6 9  R V S  

P R O C .  C O D E
CHARGE STATE USE ONLY

07/20/72 59850S U R G E R Y

COORDINATION OF OTHER BENEFITS» RlACE Of SERVICE TOTAL
CHARGETOTALOTHER INS.MEDICARE PAIDCO OOCIOKOMICE

II IN3!P£N0tNT IAS-
fAHNTS MOMf

IH IflAAIIfHr MOSWTAl

Ol OTMtR IOCATIOM TOTALMEDICARE DEDUCTMEDICARE CO-INS.
NM NU»yNO MOA»E
ECf I«TfMOIO CAae fACIlirv UNPAID

BALANCECN CUTAAflENE HOSAITAl

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

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION O N  THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-70 U  '«■; •



CENTRAL OFFICE COPY

0 6  [A

( STATE O F  A L A S K A

DEPARTMENT OF HEALTH & SOCIAL SERVICES

/rtC C  2-2—

15 PROVIDER REF. 2 -5 8 ^ 2 8 0 - 2

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE
- f e z

N o T T o i r u ' i '  A

10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

-7^-V.t. M  235. L\ (0 V
USE

O N L Y

NAME OF PROVIDER

NAME OF PATIENT
MCCONNELL LYUDA K

RACE

1 0

DR YOUNG HA

DATE OF 3IRTH i i SEX > -i

6 - 1 3-A7 M l___1 n  x 1

EllG. CODE

& / e

PROVIDER I.D. NO.

Y0H 5*12

CATEGORY

CASE NO. ____ , , . _ ,

7 4 I 4 2 ~ C »

RESOLE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST 

0PEU UOUND OF SHOULDER AMD UPPER ARM
PRIMARY

880

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

DATE OF 
SERVICE

PLACE 
OF • 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

U r  1.2 IH SIIRP,FRY 27: 1 P -1 °' . C: n- / 2 2 W 3

« PIACE OF SERVICE 

co ooc:o«s OMic«
II *NUt̂ND«NT LAS 
H MfUMJS hO*l
IH iNPAI'fNl MOWAl 
Ol OTM#* LOCATION 
NH NUBS'NO MOM(
CCF lXIf»«DIO CA3t FACILITY 
OH OUlfAHtNf HOS«fAt

12 COORDINATION OF OTHER BENEFITS

►TOTAL
CHARGE

/ J 2 V 0MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL HUNPAID
BALANCE ’ / J 2 V C Ai i

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

"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 O N  THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. 1 UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

REMARKS: ---------""

?J2SUBM.l!3SIO‘I O F  O L D  1972 C H A R G E S  N E V E R  

P A I D  - P L E A S E  M OLD FOP. S P E C I A L  

L EC IS LAT I'fE  A P P R O V A L

SIGNATURE DATE
RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014 (i/ •



CENTRAL OPriCE COPY

0 6  \ / n

STATE O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. 2-769207

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 96702A
10 PATIENT INFORMATION STATE

US E
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. P hi l i p  W. H a r d i eNAME OF PATIENT

Ros^eu, D o n n a  R.

RACE ,

DATE OF RIRTH j---i SEX p--

10/26/49 M 1— 1 F X X

ELIO. CODE 

«£■/ £

PROVIDER I.D. NO. CATEGORY

P W K  321 O S f ~
CASE NO. .

' f f d . / t / ' d /

RESOURCE

X

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 8S1

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

| D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

IN F E C T I V E  D I S E A S E S  O F  C E R V I X  UTERI

PRIMARY

620

i

i •

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIAN| C OM ME NT:

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

E DATE OF 
| SERVICE

PLACE 
OF * 

SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

| n q / n 6 / 7 ? no R R T F F  F.T-EST 90040 12.00 l a P . c / 6 /

*

f! • ?l*Cf O' SERVICE 

fi OO OOCIOHS OHICf 
1 11 INDtf’ShOtHT ua 
I M PH'-tMl', MC'*E 
1 irt iK.artCNT f-csxiAi
1 oi 0!*(» :oc*i;qn
1 M* HOME
I CC* tirfNOtO CA«g MCIIIVV 
J OH OOttAfllHT fiOSMAl 
1

12 COORDINATION OF OTHER BENEFITS

>

TOTAL
CHARGE 12.00 l o wMEDICARE PAID OTHER INS TOTAL

LESS
,

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

J L X

UNPAID
BALANCE ' i o w

V

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION O N  THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE. n h h t

REMARKS:

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014



CENTRAL OrriCE COPY5M STATE O F  A L A S K A

DE PARTMENT OF HEALTH &  sbciAL SERVICES

15 PROVIDER REF. 2 - 7 6 9 2 0 7 - 1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 96704A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. H o i  P. L e eNAME CF PATIENT '

Roseen, D o n n a  R.

RACE

La )
DATE OF BIRTH j---, SEX ---

10/ 26/49 M l— 1

ELIG. CODE

S l  / £.

PROVIDER I.D. NO. CATEGORY "

H P L  320 U S
CASE NO.

7  Y J / V t

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

D I A G N O S I S
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

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

PRIMARY

640

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ N O  □

COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

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

DATE OF 
SERVICE

PIACE 
OF * 

SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

.07/20/72. IH S U R G E R Y - A N E S T H E S I A 59850 79.20 3 - 0

0 7 7 2 0 / 7 2 , m s . c r i M L - 3 ^ % -

* PIACE Or SFHVIC6 

3 ooc:c*soMtce
INCtttNOt’Jf lAk 
PATtsIS HOMl 
|r./4f (Nf HO&PtlAl 

I lOCAtJOM
•i NCW-NG HOMl

:» c*Tf*oio CA»f fAaurv 
* OjtPAMNr MOSWM

12 COORDINATION OF OTHER BENEFITS

MEDICARE PAID

MEDICARE CO INS.

OTHER INS.

3  7 6

MEDICARE DEDUCT

TOTAL

TOTAL

TOT^L
CHARGE> LESS

UNPAID
BALANCE. • fj 4

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 V/HICH 
PRECLUDES EXCLUSION OR DISCRIMINATION O N  THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST Or MY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE.

REMARKS:

O
r

4/

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

04-70 u  >;■



CENTRAL OFFICE COPYHU STATE O F  A L A S K A

DEPARTM EN T OF HEALTH &  SOCIAL SERVICES

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

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE ho. 9681 0A
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

DP, RICHARD RICKLEFSNAME OF PATIENT

MCCONNELL LYNDA K ”AC. V
DATE OF BIRTH >---1 SEX |---,

6-18-1*7 M l___1 F U

ELIG. CODi^

c3l

PROVIDER I.D. NO. CAT£fiORX»

W RR 5^1 0 ^ >

CASiN° n u m  ^

RES^UR^ PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

OPEN W O U N D  OF SHOULDER AMD UPPER ARM

PRIMARY

880
SECONDARY

HAVE AIL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ N O  □ SERVICE PRt-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

DATE OF 
SERVICE

PLACE 
OF • 

SERVICE

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

1 1 - 1 2-7; IH SURGERY 261(18 1*5.00 Y 0 /

♦ 41ACE OF SERVICE

OO OOCICA5 O'UCE 
11 INCfFfNCEH: Ud
H FAIlFNTS HOVE 
IH INFAFIF NT HOSMTAl 
Ot OtHED lOCAtiON 
NM NU4SIMC HOVE 
tCf EAIENOE3 CA»t f ACitin 
_CH OVIFATltNT MOSFITAl

12 COORDINATION OF OTHER BENEFITS

►
TOTAL
CHARGE V S # # .MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

H UNPAID
BALANCE

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION O N  THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF MY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. .DATE.

REMARKS:---------------- ---------

RESUU'IISSIOH O F  O L D  1072 C H A R G E S  W S V E R  

P A I D  - P L E A S E  H O L D  F O R  S P E C I A L  

L E G I S L A T I V E  A P P R O V A L .

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

04-7014 * •
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. M E D S C A L  A S S I S T A N C E  P R G Q R m

Outpatient Hospital - Practitioner - H o m e  Health A g e n c y  Inyoicp
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— - 03
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1 0 1 6 - D L  1 0 / 9 / 7 2  !
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1 ’jr; "A" ••• coverage
j .* - v 'e ~ v l.’e nqt revered by

p at ients 'iedie.sre cjverar^ 
j * - "cc. icare I'ayrcent been 
[ k i r ? e lv gd______________________________________

0 - p a t ie n t ic t a p o lic y  !n>iJer
1 - B ene fits  o f t ie  p a t ie n t have 
c been exhausted
- .'lerv ice not covered by 

p a t ie n t 's  insurance 
i  - Other insurance payment has 

been rece ived

- ^ H v l - 8— 1 ..■!•■ .7- CJ:": -  J
f \  j  Not .tr.-c id em .

.Vi acc id en t , i o t h ir d
party Lr.vot•/»««nt

J - An a-c Ldorit, c o ic i l . ie
t h ir d  party  i i a b i ' i t y

. | T h e  L a b o r a t o r y  d o e s  n o t  h a v e  t he  d i a g n o s i s

L'ACHOf • f CODE Sr.cr-tnAi-y P 1 wr~ .  r.;

p a v e

07
* ■ • t r ri

1 0 / 9 / 7 2

PLACE 
OP » 

SEf.V7.CK

DESCRIPTION
0? MxSDIcAj  of surg ical procedure
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ONLY
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R E M A R K S
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE, AND COMPLETE AND IS 
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. 
I 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 F^T. MAY BE PRMECUTED UNDER APPLICABLE’f^CTERAL 
OR STATE LAWS.** f  / /
TO THE BEST OF MY KNOWLEDGE NO OTHER RJ#OURC^’ EXISJ^P
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PROVIDER INFORMATION
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.:SUs»::Ccd®': P r o v id e r  ID  N o .
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Payee ID  N o . ( i f  d i f f e r e n t  f r o m  a b o v e )

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

DIAGNOSES D ia g n o s is  Code 
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^ i s t  P r im a r y  D ia g n o s is  F i r s t P r im a r y

S e c o n d a ry  

7 S £ r  
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Have a l l  o t h e r  p a ym en t s o u rc e s  b e e n  e x h a u s t e d ?  1 I Yes □ a No

Com m ents :

S e r v ic e  P r e a u t h o r iz a t io n  

N o . ( i f  a p p l i c a b l e )

S~<Z>G O /

R e f e r r in g  o r  C on­

s u l t i n g  P h y s ic ia n

T T
S E R V I C E S  R E N D E R E D
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S e r v ic e
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•P la c e  o f  S e r v ic e  
DO D o c t o r 's  O f f ic e  
I L  In d e p e n d e n t  Lab 
H P a t ie n t ' s  Home 
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OL O th e r  L o c a t io n  
NH N u r s in g  Home 
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" T h is  i s  t o  c e r t i f y  t h a t  t h e  f o r e g o in g  i s  t r u e ,  a c c u r a t e ,  a nd  

c o m p le t e , a n d  i s  i n  c o m p lia n c e  w i t h  T i t l e  V I  o f  t h e  C i v i l  R ig h t s  

A ct o f  196U w h ic h  p r e c lu d e s  e x c lu s io n  o r  d i s c r im i n a t i o n  on th e  
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o r c o n c e a lm e n t  o f  a m a t e r ia l  f a c t ,  m ay be  p r o s e c u t e d  u n d e r  

a p p l i c a b l e  F e d e r a l  o r  S t a t e  la w s ."

To th e  b e s t  p f 'T r ^  k n o w le d g e  no  o t h e r  r e s o u r c e  e x i s t s .
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ol the hospital benefils otherwise payable to me but not 
to exceed the hospital's regular charges for this period ol 
hospitalization. I understand I am responsible to the 
hospital lor charges not paid under this agreement.
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MT2.V --
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ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize payment directly lo Ihe'tSbvs 
named hospital of the Hospital Benefits otherwise poyoble to me but not to exceed the hospi- 
lol's regular charges for Inis period of hospitalization. I undorstand 1 am financially respon*
sibl9 to the hospital far chorges not paid under, this cgreement. ^

Date_________________ 19____ SlgnodX^^?~?r(.- ft / : r*7 “Z-Si'. ''■____1---------
—  tysuKfo

D A T E  &  T I M E  

O F  O I S C H A R G

DAILY
HOSPITAL
S E R V I C E

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

S U P P L Y

O L D

B A L A N C E
S U N D R YDESCRIPTION

UL2QT2

T E C H  C A L L

UL2H12 IV

JL25T£r  
IL25T'£r  WAT
IL2512 IV

EXPLANATION OF SYMBOLS
A n e s t h e s i a  O  - O e p a r t a r n t a l  C r e d i t

C 1 r c u a c 1 s 1 o n  O R  - O p e r a t i n g  R o o t

D e l i v e r y  Roo'J - O x y g e n

El e c t r o e n c c o h x l o g r a a  P T  - P h y s i o t h e r a p y

E 1 e c  t r o c a r d  1 o g r a ' a  R R  - R e c o v e r y  R o o a

E m e r g e n c y  R o o t  T e l  - T e l e p h o n e

E m e r g e n c y  S u r g e r y  T 1  - T i s s u e

I n f l a t i o n  T h e r a p y  TR  - T r a n s f u s i o n

I n t r a v e n o u s

TERMS: BILLS ARE PAYABLE WEEKLY IN ADVANCE AND MUST EJE SETTLEQ IN
FULL BEFORE PATIENT LEAVES THE HOSPITAL
Thil i l o i o m a n l  U  a »  C o r o p U » «  o i  potsibla lo r e n d a r  ol ihJi lima, H o w a v e r ,  if lhara o r a  a n y  o m m i c o i  

o n  oddilioncl i l o t a m a n l  will L a  m a i l r d  ta y o u .  T h «  Hoipilul D o y  e n d l  ol 1 1 : 0 0  A . M .  TV»is ollowi lha 

pollen! lo I / o v a  l h a  Ho*pilol w i l h o o l  o n  »«trtr doy * »  c h a r g e  b a l n g  m a d e .

-„-.i this is n ]cO and nrssat 

hvi.-.-j »h« Dtartrhunl 

:t p c i / . n . - n :  o f  ; j i u .

0 0 6  /

Q , D m  5  ? c 6 7 - o  I ____

Cc5B ct Mod* Card Ho» Rvflf)Ufk4



S TA TE  OF A L A S K A  l_L£

D E P A R T M E N T  OF  H E A L T H  &  SOCIAL SERVICES

n o . 1 5 9 1 7 8O U T P A T I E N T  H O S P IT A L  • P R A C T IT IO N E R  » HOME H E A L T H  A G E N C Y  IN V O IC E

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

USE

O N L Y

COUPON OR A U T H O R IZ A T IO N  N U M B E R N A M E  OF P R O V ID E R

N A M E  OF P A T I E N T R A C E
R o y  E l l i o t t

D A T E  O F  B IR T H
1 2  / 0 2  / 9 1

P R O V ID E R  ID. NO.
S E R  2 7 1

C A T E G O R YE L IG .  CODE

P A Y E E  ID NO. ( i f  d i f f e r e n t  f r om  a b o v e )

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

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

( O P T . )
D I A G N O S E S

L I S T  P R I M A R Y  D IA G N O S I S  F I R S T P R I M A R Y

S e v e r e  r h e u m a t o i d  a r t h r i t i s

E C O N D A R Y
D i a b e t e s  M e l i t i s

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

N O .  ( i (  a p p l i c a b l e )

REFERRING OR 
CONSULTING PHYSICIANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ’

C O M M E N T S

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

P L A C E  O F  

S E R V I C E -

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

S U R G I C A L  P R O C E D U R E

1 9 6 9  R V S  

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

6/13/72 9 0 2 2 0A d m i t  t o  h o s p i t a l

7 / 1 1 / 7 2 H o s p . d i s c h a r g e

C O O R D IN A T IO N  O F  O T H E R  B E N E F I T S
T O T A L

C H A R G EDO DOCTOR'S Or PI CE 
IL INDEPENDENT LAU
H patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
ECP EXTENDED CARE PACILITV
OH OUTPATIENT HOSPITAL

MEDICARE PAID

MEDICARE CO-IN*. T O T A L
• J N P A I C V

B A L A N O c

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

r e m a r k s : M e d i c a r e  w a s  b i l l e d  r e ­
p e a t e d l y  o n  t h i s  w i t h  n o  r e s u l t s  
I* n o  a n s w e r  t o  o u r  n o t e s .  I  f i n a l j r  
c a l l e d  t h e  S o c .  S e c .  o f f i c e  a n d  
t h e y  f o u n d  t h a t  t h e  c h e c k  h a d  b e e n  
3 e n t  t o  t h e  p a t i e n t .  W e  h a d  J u s t  
w r i t t e n  t h i s  o f f ,  b u t  h e  w a s

*• THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, ANO COMPLETE AND IS 
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF ig64 WHICH PRECLUDES EX­
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN. 
I 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 PROSECUTE D UNDE R APPLICABLE FEDERAL 
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
c o v e r e d ,  b y  W e l f a r e  a t  t h e  t i m e  &  I f  y o u  c a n  
s t i l l  p a y  o n  t h i s  w e  w o u l d  s u r e  a p p r e c i a t e  I t *

P R O V I D E R ' S  S I G N A T U R E  / 3 & C - 7 01. ; D A T E  6 / 2 4 / 7 ^
r e s u b m i t t a l

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



L A O O n A T O R Y

A N D  D R U C 3C O D E  -Z: A M O U N T

toward General Hospiial Box 3 6 5  ~  Seward, Altiska 9 9 6 5 4

P A T I E N T  •  7  i f t  7 0  D I L L  TO
n a m e  M c C a l l ,  P a t r i z i a  M M I  ,7, ( ? d n a m e  D i v n .  F a m i l y  &  C h i l d r e n ' s  S e r v

A D D R E S S  Box 1J>8 SOCIAL SECUmTY NO. ADDRESS BOX 361 3

city, state Anchor Point, Alaska 99556 £•„£.* H0YES MoD# city, state Kenai, Alaska 99611 DFCS

PHONE

I N S U R A N C E  C O M P A N Y

Note: See reverse side for code descrip­
tions. These represent only hospital charges. 
Your doctor's charges are billed to you 
separately by him.

Accls. past 30 days interest al 1 %  PER M O N T H  or 1 2 %  PER Y EA R  is 

added to balance due.

FORM c-i

riMtut, ur rrvillt* nut in llu» lui •Iih-.im ufitii al
lima uf illn<nlnH«l will liu I.IIIl-iI In yiMj lit a I ill r 
ll.iUt. Hrtli-k Ijx Inclmlctl irti till llt-iii< vHirra ««|«|-it• 
I'JtiliS Iti-UIll III Id .s l>« li-inoilt fur pnir Itviinlt. .\
.11.11 ua will Ijo niMita fur tuUllllim.il i h | > U n .

CODE f t  A M O U N T

1 0 2  1 6 , 0 0
T 0 2 -------------1 6 7 0 0 "

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

C O D E  i  A M O U N T

M E D I C A T I O N S
l T n i i r f P l i r y
Tf ■ trri C r \ u L > l  I s

LALT AMOUNT 
Id

(‘AL/.ACL ElE

"Titf.OO"

7 . 5 0
"680735"

8 6 7 7 3 5“ 

_________587.35

J__1j 131.1 o_ 
1 , 2 3 5 . 1 0

J - 1 , 3 U 5 »  1 0 _
■ 1,U67.85 
L.1,577.85 
i 1,672.85

DATE D A I L Y  H O S P  
bEKVICE

T T 0  2 2 7 9 0  
1 1 2  2 7 . 0 0
t t U -------------5 0 : 0 0

M I S C C L L A N E C .  ^

C O D E  ft AMOL..I

1 0 5  6 9 . 0 0 110 

- 1 1 2 —

112 _

1 1 0

112

—3lr;oo-
. _ 3 L . Q 0 _

_ 3 l * . o o _

3U.00
_ . 3 b . 0 0

3U.OO

 3U-00 _.
2 5 . 0 0  
2 1 . 0 0 .

J u l  1 9 7 0 . 0 0

J u l _ 2 Q L  
J u l  2 1

 7 0 _ .0 0
7 0. 00

J u l  2 2  
Jul_23_ 
J u l  2h 
Jul .25- 
J u l  2 6  

J u l .  2 7  
J u l  2 8

7 0 . 0 0  

_ 7 0 , 0 0  

70 ,0 0 

_70<l0.0 
I 7 0 . 0 0
I 7 0 . 0 0
1 7 2

1 0 5 " '  3 2 . 0 0

105 1 7 . 0 0
n a ­

n o  

. 1 1 2

2 . 0 0
— 1 2 . 0 0

1 6 , 0 0

1 . 7 5
6 . 0 0

. .  6 . 0 0  

1 . 7 5
_ . 6 . o o

2 : 5 0  P MD I S C H A R G E D


