


Senator Bill Ray -2- February 20, 1975

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

Sincerely,

>

( W ki :nt Dawson, Director

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

from:

Ron Lind

Budget S Management

Ray Davidson
Fiscal Officer

Dept, of Health S Soc.

Ren:

Please find up date to original submission

billings.

Original:

Update:

Svcs

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

Year

DATE !

subject:

February . , 1975

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

of 2 year old



Legislative Billings for year 1974-75

Submitted November 22, 1974

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



Submitted November 22, 1974

Family 8 Children Services

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

(Previously submitted)
TOTAL

Sea Land
National Car Rental

Mrs. Florence Eilertson
TOTAL

Medical Assistance
(detail attached)

Health 8 Social Services
TOTAL

Invoice V

69355
482677
L-79415
L-79156
L-79156

12473

266362

992908461

992907090
H022095

Date of
Service

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

5-04-71

11-02-70

Amount

307.
115.

11.
.20
63.

67

24.

29.

22.

640.

84.

13.
78.

816.

12,199.

13,016.

20
00
70

60

25

90

01

86

21

68
00

75

62

37

Legislative Billings for year 1974-75

Date Received

3-04-74

2-13-74

10-19-74

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

Code

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

06-66-04-112-450

06-31-1-980-490

06-26-5-117-350

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

Reason for Delay

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

Vendor Inv. not rcvd

Vendor Inv. not rcvd
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HEIGHT WEIGHT
Urt»VEBS LICENSE NO.
oY

EXPIRATION DATs

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

THIMINTAL AGREEMENT AND AGREE THERCTO. .

77 NIV V) A M

NALOMVEfr-,

RATE DOES NOT INCLUDE GAS

MINIMUM RENTAL-ONE DAY PLUS MILEAGE.

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

CUSTOMER IS LIABLE FOR ALL PARKING AMO
TRAFFIC VIOLATIONS.

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

COMMENTS.

incavor TETES o Ao

1A h

1 CASH |

ICOUPON[ [-NDR. j

ORIGINAL DEPOSIT  ADDITIONAL
(S3)

UNUSED

OEPOSIT

. 1301
TOTAD
REFUND
REFUND RECEIVED BY:

CITY NAME ANO ADORES:

MAKE CHECK PAYABLE TO: NATIONAL CAR RENTAL

MAIL TO

C. DAYS

P. DAYS

s
»<C«

CUSTOMER INITIAL:

H022095 4

CAMCHECKEDIN AT;

16i CHcCK-iN CITY NCX STATION NO.

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

HOUNSIFAI

SUB-TOTAL

TOTAL TIME ANO
MILEAGE OR
MINIMUM CHARGE

INTER-CITY FEE

WEEKSIISOJ

SU3-TOTAL

1b2)TAX

week:

TOTAL CHARGES

NET CHARGE

LESS DEPOSIT

OR 3 DATE

P R E 5YIHIICCMPUMY

B ko4 Too B

RENTAL AGREEMENT NO

H022095 4

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

PAY /]l

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

<! . page2

| iSUPVR. APPROVAL



AUTHORIZATION ORIGINAL

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

SECTION OF CHILD HEALTH

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

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

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

Pleaso submit claims first to:
fin -

*17" 00

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

1263564

Authorized by_
PROGUAM REPRESENTATIVE CRIPPLED CHILDRENS SERVICES

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



VENDOR

Alaska Clinic

It

it

Alaskan Opticians
Agc Comn Hos%ital
? ]

Kenneth Rehymer, MD

G BLankinship,
Fairbanks Med g Surg
n 1] It

n

il

DIVISION® OF MEDICAL ASSISTANCE

INVOICE

50975
155571

216846
216847

59549

82566
2786
504999
554222

161178
96656
96612
96677

145489

145490

145491

145492

145495

145494

145495

145496

145497

151086

151083

151084

151087

157476

137473

137467

137474

137466

137463

137*65
96703
96901
96702

Stale Dated Bills
02/24/75

? OR SVC DATE

8 155572
6/19/72

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

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

4/27/72

5 96678

5 151085

8 137475

8 137464

A*-10UNT

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

*CODINC

150
350
n



DIVISION OF MEDICAL ASSISTANCE 1
Stale Dated Bills

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

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



I:0

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER

19-320-71-975 ONLY THE ALASKA CLINIC

NAME OF PATIENT RACE

SKAWI! GREEN /i DR.

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

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

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

ANGIONEUROTIC EDEMA

p t /

SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES I NO 1  SERVICE PRE-AUTHORIZATION  REFERRING OR
. NUMBER (FF APPLICABLE) CONSULTING
COMMENTS: PHYSICIAN
n SERVICES RENDERED
DATE OF  PLAE DESCP.PTION OF MEDICAL 199 RS
OF
SERVICE  giIE OR SURGICAL PROCEDURE PROC. CoDE ~ CHARGE STATE USE ONLY
10/29/72 OH  KM2R. ROOM 00500 20.50 JIR DI
* FIAE OF SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
D0 DICIOSGHE MEDICARE PAID OTHER INS. TOTAL CHARGE 20.50 . , s 90
kNP R
N FIBRSHE LESS
H HARFHGXI >
Of - OfERVIATICN MEDICARE DEDUCT A
AL MEDICARE CO-INS. TOTAL
HF EXBNDORE FPCUF UNPAID
OH QURAIBFrOPITE N BALANCE .
REMARKS:  —mmmme
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE.
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR.
OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
T\HE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
< it / / RESUBMITTAL MEDICAL
s s f B3 T m "I,e frs~  INDICATOR REVIEV/

B4 >



| 15 |p«OVIOER REF.I

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

NAME OF PATIENT Q/)5E WO RACE

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

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

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

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

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN. Medicare payment $312.32.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-

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

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

OR STATE LAY/S."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

ITTAL M
ATOR R

—
Oz

Zwn
ocC

PROVIDER'S SIGNATURE DATE 9 M Z1



15 PROVIDER REF.

STATE OF ALASKA
DEPARTMENT OF HEALTH &SOCIAL SERVICES

CENTRAL OFFICE

135371
PROVIDER INFORMATION

CATEGORY

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

ALC 501
NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST

Refer to Dr. Hale®"s report for diagnosis

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

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

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

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

ECF EXTEFIDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL k BALANCE

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. ANO THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE DATE RESB?CMAl'F—SQL

C53 YEsS 1 1NO NO. (if applicable)

CONSULTING PHYSICIAN

Dr. Hale

STATE USE ONLY

MEOICAL
REVIEW



THE ALASKA CLINIC

a professional corporation

- 825 L ST.
ANCHORAGE, AK. 99501

Phono 274-1303 For oppl. 272-4551

DEPT. OF HEALTH & SOCIAL SERVICES

mHi IEG-T1ARTIAGIHI

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

COijt) ACG

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

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



i CENTRAL OFFICE STATE OF ALASKA

| HMOVIUt

V- X ..in._YlE't&'t;‘ <Ayi</|'£|_|_-

DEPARTMENT OF K2ALTH & SOCIAL SERVICES

S 3 OUTPATIENT HOSPITAL « PRACTITIONER

« HOME HEALTH AGENCY INVOICE NO. 216846

10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER .

77)A o is A ONLY

NAME OF PATIENT RACE

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

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-AUTHO RIZATION

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

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

REFER RING OR

(if applicable) CONSULTING PHYSICIAN

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

irvISEn



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

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

[0 110> A AD Nrp o llu 770009118 720

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

f ‘Place ofservice COORDINATION OF OTHER BENEFITS

TOTAL

00 doctors office MEDICARE PAID  OTHER INS. TOTAL CHARGE

H . PATIENT"S HOME

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

ECr WTF.NOEO CARE FACILITY UNPAID

OH  OUTPATIENT HOSPITAL X BALANCE

PROVIDER CERTIFICATION

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

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

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

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

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

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

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGN "iNDICATOR REVIEW

SEBES5BS5RBHS



STATE OF ALASKA -2
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE N O

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

SERVICE PRE-AUTHORIZATION REFERRING OR

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

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

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. ANO THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS.**

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

ICAL
IEW

RESUBMI TTAL
INDICATOR

o=
mm
<O



THE ALASKA U.INIC
a professional corporation

025 1 ST.
ANCHORAGE, AK. 99501

Phone 274-1303 For oppl. 272-4551

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

338 DENALI ST.

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

CRVS

90500

TOTAL DUE

AMOUNT



Foo 2741303

THE ALASKA aiNIC

a professional corporalion
35 1S

ANCHORAGE, AK. 99501

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

PATIENT/DOCTOR DESCRIPTION
DR. WIELAUD UA

n n OFFICE CALL

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

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

Ofi.cct hi €</'<s Mmi © v U'IV.!
Cl.

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

Afic-- b a jlL 15s! [

Caio or Modi Cord No. Romdifel

PLEASE RETURN
THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE
CRVS AMOUNT

81000 4.00

90040 12.00



THE ALASKA CLINIC

a professional corporation

825 L ST.
ANCHORAGE, AK. 99501

Phono 274-1303 For appl. 272-4551

DEPARTMENT OF HEALTH 6 SOCIAL SERVICES

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

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

Diagnosis: 470 Influenza, unqualified

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE

CRVS

900*10



THE ALAbBKA CLINIC
a professional corporation

825 L ST.
ANCHORAGE, AK. 99501

Phone 274-1 303 For appl. 272-4551

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

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

Dia”nosis: 463 Acute tonsillitis

PLEASE RETURN

THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DUE

CRVS AMOUNT -

90C>10



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

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

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

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED U ."ER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE, INDICATOR REVIEW



THE ALASKA eLINIC PLEASE RETURN
a professional corporation

825 L ST. THIS STUB WITH

ANCHORAGE, AK. 99501

YOUR PAYMENT

Phone 27 J-1303 For appl. 272-4551

ACCOUNT NUMBER

OIV. OF HEALTH & SOCIAL SERVICES

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

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



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

ANCHORAGE, AK. 9950)

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

DIV. OF HEALTH & SOCIAL SERVICES

RICHALD . IGIIOLSON

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

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

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

W"A-00



DIV. OF HEALTH & SOCIAL SERVICES

JOYCELYNE NIELSON

CURRENT

12,21M

1

30-60

PATIENT/DOCTOR
DR.II GIhLS

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

S 1 if m7 o

OVER 90 TOTAL DUE

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

CRVS
99120

8100

99120
99720

TOTAL DUE

AMOUN]
30.00

1000

"ATOO-






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

ANCHORAGE, AK. 99501

YOUR PAYMENT

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

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

8/30/71 M K OFFICE CALL 90040






THE ALASKA CLINIC
a professional corporation

025 | ST.
ANCHORAGE, AK. 99501

Phone 274)303 For appl. 272-4551

DIV. OF HEALTH & SOCIAL SERVICES

PHYLLIS S]JrtORT

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

; 1ft* ¥ 7

TOTAL DUE

DESCRIPTION

PLEASE RETURN
THIS STUB WITH

YOUR PAYMENT

ACCOUNT NUMBER

TOTAL DU*V

CRVS

88100



Phono 274-1303

DIV.

THE ALASKA

CLINIC

a professional corporation

For appt.

AGUES SMITII

CURRENT

DATE

5A/72
1/10/72)

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

“u«EB=1""si1*asCTcaa

30-00

PATIENT/DOCTOR

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

Outside Dr.

825 |
ANCHORAGE, AK. 99501

OF HEALTH & SOCIAL SERVICES

60-90

272-4551

OVER 90 TOTAL OUE

DESCRIPTION

BRIEF EXAM

1UD

Pap Stuear
Intermed. Exam
Physical
Tissue Path.

PLEASE
THIS S

YOUR

ACCOUNT NUMBER

CRVS

900h0

58300
88100
90060
90005
88310

RETURN
TUB WITH

PAYMENT

| TOTAL DUE

AMOUNT

12.00*"

3000 » -

7+50 0*4
18380 ”
20.00

1



CENTRAL OFFICE COPY STATE OF ALASKA m 15

PROVIDER REF. | Thomason
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 OUTPATIENT HOSPITAL < PRACTITIONER « HOME HEALTH AGENCY INVOICE No. 82366
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
r COUPON OS AUTHORIZATION NUMBER USE NAME of provider
08604 C W (NX.V- c3"trCH ONLY The Alaska Clinic
NAME OF PATIENT RACE
Betty Thomason Dr. CuErtis
DATE OF BIRTH > mm SEX » 1 BIG. CODE PROVIDER ID NO. CATEGORY
12/29/53 M1 1 FLxI 2ZK RWC 418
CASE NO. RESOURCE PAYEE 1D. NO. (IF DIFFERENT FROM ABOVE)
ALC 501
REMARKS:
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, No record of payment
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER RESUBMITTAL MEDICAL
SIGNATURE 9 = INDICATOR XXXX  REVIEW

04-7014



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

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

1%3taa997-7«10
#

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

Pfeltti'Sbu”j, Alaska D9B33

-V*[ 72

Fcstiniqgue Freese* w/single vision lenses

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



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

UejROI-390581 ,
Elwel 1 . M

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

Comments:

DIAGNOSIS AND

Date of Admission Ref.Code Svc.Unit

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

Consulting Physician ID Number
STATEMENT OF SERVICES RENDERED

siood; Pfcs.l pints

N Engﬁi 2er3fAnt  rvnarvp

A»'~ommcdatlon DAVS
1 Sed

2 Beds

3 or More Beds

Intensive Care il

Self Care

Nursery

Operat.ing Room

Anesthesia i
10 Outoatient Services w oo

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

Other CSoeclfv) EKG 30.25

Total
Charge 868.

Service Pre-Authorization No. (if applicable)

PROCEDURES

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

PROVIDER CERTIFICATION

"This is to certify that the foregoing is true,
accurate, and complete, and is in compliance with
Title VI of the Civil Rights Act of 1964 which pre—
cludes exclusion or discrimination on the grounds
of race, color, or national origin. | understand
that payment and satisfaction of this claim will

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

a material fact, may be prosecuted under applica—

-mr  ple Federal or State laws."

To the best of my knowledge no other .resource

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

jf] COORDINATION OF OTHER BENEFITS
Other

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

Revised 6/1/73 06 7015



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

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

OUTPATIENT SERVICES
BLOOD ADMINISTRATION

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

REVISED N/i/nJ



{TJTBIL,* Charles M; if*

- o

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

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

| . *tf\

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

‘ , 338" Denali

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

j~3 (& Y 34n%*9

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

Chronic fibrotic pulmonary disease



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

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

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

NATURE DF ACCIDENT OR ILLNESS

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

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

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

Comments:

SERVICES RENDERED

PROVIDER CERTIFICATION

"This is to certify that the foregoing is true, accurate, and  "-"Remarks:
complete,,.and is in compliance with Title VI of the Civil Rights
Act of 190U which precludes exclusion or discrimination on the
ground of race, color, or national origin. 1 understand that 3 3 3 <ro-zs%
payment and satisfaction of this claim will be from Federal and
State funds, and that any false claims, statements or documents,
or concealment of a material fact, may be prosecuted under
applicable Federal or State laws.”
To the best of my knowledge no other resource exists.

Resubnittal

Signature Indicator
Revised b/1/73 70in



STATE OF ALASKA 15
DEPARTMENT OF HEALTH & SOCIAL SERVICES

PROVIDER REF. | 2-701100-1

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

o it NN Ao
PROVIDER CERTIFICATION

"THIS IS TO CERTIFY THAT THc FOREGOING IS TRUE, ACCURATE, AND COMPLETE.
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RE50URCE EXISTS.

PROVIDER
SIGNATURE. DATE //- X- M

06*7014



s, TE-££m

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

It IHOFFMOMNI »0

H  PATRN'3 HOWE LESS
IH  INPATIENT hOSHTAI

ot othei VOCATION MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL

NH  MUASINO MOmE

ECF  ELTENDEO Case tachitv

Oh

UNPAID
OGTRAITEn T..OiHIAI I

H BALANCE 70 M

PROVIDER CERTIFICATION

REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE. WATE //- A3~ 74* IN



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

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

COUPON 0S AUTHORIZATION NUMBER USE NAME Or PROVIDER

ONLY

NAME Or PATIENT RACE

Anderson, Cherie N

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

5/24/50 M-~ 1 FLJ

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

NATURE OF ACCIDENT OR ILLNESS

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

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

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

|
T

TAL MEDICAL
R REVIEW
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04-7014



CENTRAL OFFICE COPY . STATE OF ALASKA

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

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

PIACE

DATE OF . DESCRIPTION OF MEDICAL 1749 RVS

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

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

QL OHB ICCAUN

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

REVIARKS

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

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

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

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

04-7014 e



{5 PROVIDER REF.

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

*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS

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

PROVIDER CERTIFICATION

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

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

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

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

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

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

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



15 Iprovider ref.

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

1635-1

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

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

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

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

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
I UNOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS, ANO THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."

TO THE BEST OF MY KNOWLEOCE NO OTHER RESOURCE EXISTS.

. RESUBMITTAL
PROVIDER'S SIGNATURE INDICATOR



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

PROVIDER CERTIFICATION

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

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

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

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

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

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

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

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



15 [provider ref.|

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

PROVIDER CERTIFICATION

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

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

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

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

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER"S SIGNATURE W-.U1



CENTRAL OFFICE STATE OF ALASKA

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

NAME OF PATIENT RACE

Dr Josenh Johnson

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

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

Fir.

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

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

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

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

k
PROVIDER CERTIFICATION

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

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

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

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

REFERRING OR
CONSULTING PHYSICIAN

STATE USE ONLY

MEDICAL.
REVIEW



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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-AUTHOR12ATION

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

DIAGNOSIS CODE
(OPT.)

PRIM ARY

SECONDARY

REFERRING OR

CONSULTING PHVSICIAN

STATE USE ONLY

o=
<O

ICAL
IEW



CENTRAL OFFICE STATE OF ALASKA 12 1 Jey-|

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

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

OMMENTS:

Ll SERVICES RENDERED

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

PROVIDER CERTIFICATION

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

REVISED



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

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

Dr Edwin Lindie

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

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

NATURE OF ACCIDENT OR ILLNESS

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

COMMENTS:

SERVICES RENDERED

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

01w



CENTRAL OFFICE
DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

NATURE OF ACCIDENT OR ILLNESS

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

PROVIDER CERTIFICATION

REM ARKS:
“ THIS 15 TO CERTIFY THAT THE FOREGOING 15 TRUE, ACCURATE. AND COMPLETE ANO IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS AC' O~ 1Qo-l VW?' "Tcuo0i.:5EX-
CLUSION OR DISCRIMINATION ON THE GROUNOS OF RACE. COLOR, OR NATION/ L ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR OOCUMENT5. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER'S SIGNATURE DATE R ST Rt MEDIGH:



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

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

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

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES D|AGN(8§+S)CODE

LISTPRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

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

COMMENTS

SERVICES RENDERED

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

xtcnsive exam

COORDINATION OF OTHER EENEFITS TOTAL

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

h patient"s HOME

IH  INPATIENT H 3SPITAL

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

ECF EXTENDED CARE FACILITY

OH  OUTPATIENT HOSPITAL UNPAID

BALANCE

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL AND STATE FUNDS, ANO THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."

TO THE BEST Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL MEDICAL

PROVIDER'S SIGNATURE INDICATOR REVIEW



STATE OF"ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

CENTRAL OFFICE

| 15 [provider ref-0- 626002-1

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

PROVIDER CERTIFICATION

" THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1954 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
ITUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL AND STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT,MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER"S SIGNATURE a 0) date 3



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

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

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

NATURE OF ACCIDENT OR ILLNESS

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



15 PROVIDER REF. O 1

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

PROVIDER CERTIFICATION

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

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

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

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

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER™S SIGNATURE DATE



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

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

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

ONLY
NAME OF PATIENT

DATE Or 8IRTH PROVIDER ID. NO, CATEGORY

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

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

PROVIDER CERTIFICATION

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

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

0 THE BEST OF MV KNOWLEDGE NO OTHER RESOURCE EXISTS.

ROVI Dc R'S SIGNATURE REIIS\I



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

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL » PRACTITIONER « HOME-HEALTH'AGENCY INVOICE

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

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST PRIMARY

diseases of viens lymphatics and other circulatory systenm

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

PROVIDER CERTIFICATION

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

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

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITTAL MEDICAL
PROVIDER 3 SIGNATURE DT CATOR RN



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

DEPARTMENT OF HEALTH & SOCIAL SERVICE

CENTRAL OFFICE

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

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

NAME OF PATIENT RACE DR. MURPHY

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

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

FMS 831

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

DIAGNOSIS CODE

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

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

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

PROVIDER CERTIFICATION

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

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

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE

Vo arappiicante) o ATION BEEREHRBvsican



b IA Ir.Ur A LMb ISA

DEPARTMENT OF HEALTH & SOCIAL SERVICES

CENTRAL OFFICE

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

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

GENES, IMOGENE

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

/V /fnmd [/ 6 i— i i

m u mi— | ftti 30 ft JMR 304 o r

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

£ 7 3109'CcC k1 FMS 831

NATURE OF ACCIDENT OR ILLNESS

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

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

DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS

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

*PLACE OF SERVICE 12 COORDINATION OF OTHER EENEFITS TOTAL

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

PROVIDER CERTIFICATION

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

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

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER 3 SIGNATURE DATE



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

CdiZsHJ). ©
NAME OF PATIENT RACE DR. DOOLITTLE

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

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

<*13 FMS 881

NATURE OF ACCIDENT OR ILLNESS

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

PROVIDER CERTIFICATION

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

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

AL AND STATE FUNDS. ANO THAT ANY FALSE CLAIMS, STATEMENTS OR OOCUMSNTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE DATE ijjoJjoL



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

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

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

DR. DOOLITTLE
NAME CF PATIENT

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

im above)

NATURE OF ACCIDENT OR ILLNESS

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

CCX3RDINATION OF OTHER BENEFITS ToTAL

DO  DOCTOR 5 OFFICE MEDICARE PAIO CHARGE
IL  INDEPENDENT LAB.

H  patients HOME

IH  INPATIENT HOSPITAL

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

ECP EXTENDED CARE FACILITY

OH  OUTPATIENT HOSPITAL UNPAID

BALANCE

PROVIDER CERTIFICATION

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

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

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

OR STATE LAWS.*"

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

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



STATE OF ALASKA L-IM PROVIDER * REF,

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

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

NAME OF PATIENT

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

<n/ j

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES oo
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
GOLD LEAF TREATMENT
SECONDARY

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

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

COMMENTS

SERVICES RENDERED

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

COORDINATION OF OTHER BENEFITS TOTAL

DO  OOCTOW S OFFICE CHARGE
IL  INOF.PENOENT UAH

h  patient"s HOMC

IH  INPATIENT HOSPITAL

OL  OTHF.H LOCATIONS

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

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
IUNDERSTAND THAT PA® iGNT AMD SATISFACTION OF THIS CLAIM WILL BE FROM FEOER-
AL ANO STATE FUNOS. AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS.™

TO THE BEST OF MY KI OWLEOCE NO OTHER RESOURCE EXISTS

. RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



CENTRAL OFFICE STATE OF ALASKA A.3.0Q950QQ

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

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

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

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

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

*PLACE OF SERVICE 12  COORDINATION OF OTHER EENEFITS TOTAL

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

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

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

FROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RICHTS ACT OF 1964 WHICH PRECLUDES EX—
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN.
ITUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL 8E FROM FEDER—
AL ANO STATE FUNDS, AND THAT ANY FALSE CLAIMS, STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER"S SIGNATURE DATE //\0 (')¥'



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

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

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

NAME OF PATIENT
GENES, IMOGENE J

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

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

IL  INDEPENDENT LAOL
H  patients HOME

IM INPATIENT HOSPITAL
OL  OTHER LOCATION3

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

PROVIDER CERTIFICATION

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

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

AL AND STATE FUNDS. AND THAT ANY F 1SE CLAIMS. STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT,MAY BE PROSECUTED UNDER APPLICABLE FEDERAL

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

. RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



STATE OF ALASKA

CENTRAL OFFICE
*DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

o .137465

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

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

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

FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
LISTPRIMARY DIAGNOSIS FIRST

GOLD LEAF TREATMENT

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE ~ CHARGE
9/30/71 DO BRIEF ET 90040 12.00
«PLACE OFSERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
do doctors office MEDICARE PAID CHARGE 12.00
IL  INDEPENDENT LAD. OTHER INS. TOTAL
H patient's home \ LESS
y Bl 7. or s
NH  NURSING HOME MEDICARE CO -INS. MEDICARE DEDUCT. TOTAL
£CF  EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL
“£L/ & BALANCE
PROVIDER CERTIFICATION
" REMARKS:
THIS ISTO CERTIFY THAT THE FOREGOING ISTRUE. ACCURATE. ANO COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH PRECLUDES EX —
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORIGIN.
IUNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER—
AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS, OR
CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL
OR STATE LAWS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIOF.R'S SIGNATURE RS MITTAL

DIAGNOSIS CODE
(OPT)

PRIMARY

SECONDARY

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

STATE USE ONLY

A7 % 0 / <3/

A Jb



CENTRAL OFFICE COPY " STATE OF ALASKA

,15  PROVIDER REF. | 2-769207-1

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE

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

XU i £
oL A \ RESOURCE
n i , -0

NATURE OF

DIAGNOSIS
LIST PRIMARY DIAGNOSIS FIRST

ABORTION INDUCED FOR MEDICAL INDICATIONS

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?
COMMENTS

SERVICES

date of Pt DESCRIPTION OF MEDICAL

SEVIE  qyice OR SURGICAL PROCEDURE
07/20/72 SURGERY

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

PHNTSVOUF

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

Ef kMO0 flv
QN QUIAAIENEHORATA

PROVIDER

"THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS."™ TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER

SIGNATURE. .DATE.

ACCIDENT

RESUBMITTAL
INDICATOR

m BABA

PROVIDER INFORMATION
NAME OF PROVIDER

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

rERVICE PRE-AUTHORIZATION  REFERRING OR

CONSULTIN
NUMBER (F APPLICABLE) ONSULTING

RENDERED

1969 RVS
PROC. CODE

CHARGE STATE USE ONLY

59850

TOTAL

CHARGE

UNPAID
BALANCE

CERTIFICATION

REMARKS :

MEDICAL
REVIEW

06-70U -y



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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS."™ TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

SIGNATURE DATE

?J2SUBM_113S101 OF OLD 1972 CHARGES NEVER

PAID - PLEASE MOLD FOP. SPECIAL
LECISLATI"fE APPROVAL

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014 (i/ »



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

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

PROVIDER CERTIFICATION
REMARKS :

"THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. TUNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE. .DATE. N h h t INDICATOR REVIEW
06-1014



STATE OF ALASKA

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

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

YES ™I

NO SERVICE PRE-AUTHORIZATION

— REFERRING OR
ON

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

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

*PIAE Or FHAGB 12 COORDINATION OF OTHER BENEFITS TOTAL

3 oocic*soMtce MEDICARE PAID OTHER INS. TOTAL CHARGE

IO F I
PATESISHOMI 3 76 LESS
frARQFHGPUA

! IOALTH MEDICARE CO INS.  MEDICARE DEDUCT TOTAL

¢+ NOMNGHOM

»  C*¥Tf*0io CAW fAaurv UNPAID

* OJtPANr VOSIM BALANCE. <fj 4

PROVIDER CERTIFICATION
REMARKS:

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

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

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

OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYMENT AND SATISFACTION OF

THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE

CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL

FACT. MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO

THE BEST Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE. _DATE. INDICATOR REVIEW

04-70u  >;m



STATE OF ALASKA

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

DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

ha 9381 QA

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

"THIS ISTO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS."™ TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER

SIGNATURE. .DATE.

REMARKS:
RESUU"ITISSIOH OF OLD 1072 CHARGES WSVER
PAID PLEASE HOLD FOR SPECIAL
LEGISLATIVE APPROVAL.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

* o

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

Outpatient Hospital - Practitioner -Home Health Agency Inyoicp -/

,u
foe6ws” A,
r- . . Uz. U
110! 17576 B [19 4/18/73 ’ 33001
L_{ rfvol"CK PAI"E
N
ALaboratory pf Clinical Medicine LCM 526 - -03 1016-DL 10/9/72 !
rD NUMBER < CATBJwb>' D+ I
| el | | fei
- - 9100,50043
Jas»s_Morstansen. g MDgnj--- irsEiipyy7-tif:EE1:E:" PAXISE " 44) el
t—4-eem-
| :
i ii: _0 ri : <03
- Wice .perry _ A St AR v
| . ST-VTg -- i*lrr:o CHE£ . . . . CAHVIE -8 1 mbem7- _ 3
. Tisi.r -ci ew-rlo.e :.r 0 - patient ict a policy In>iJer f\ j Not n’—C|dem
: miileare .Z-verar* 1 - Benefits of tie patient have M accident, io third
+. 7 - wemsr.f ever cr-, ro '®jicure c been exhausted party Lr\ote/x«t
1 Jr; VAT eee coverage - .'lervice not covered by J - An a-c Ldorit, coicil.ie
j *-v'e~vl.’e nqt revered by patient's insurance third party iiabi‘ity
patients “iedie.sre cjverar”® i - Other insurance payment has
j * - "cc.icare ITayroent been been received
[ k ir?elvgd
| The Laboratory does not have the diagnosis
L"ACHOT f CODE Sr.cr-tnAi-y Plwr~. r;
PLACE
pave DESCRIPTION
07 0P » ” N s
S SEfV7.CK 0? M&DIcAj of surgical procedure oul*
10/9/72 7 (11J) Papanicolaou smear 8915
0K .7RERICK * k*Mmreal’k - title
1 - Ma:r.Kvr hoapi-a: S2 * @« B
- "mepunEST lio.sim. Al Q-f PEI*Vi"i" I'AP i A Mt = 1>
" p---fi_"fi"pioSCTMF. ORE 1w/
" - PA  EHT"."i UOMV : AMITU" AFICK.
J°. o« < ™l K-R / J- 0@l
;y;pr-T cry 7: 0f:
V. ¢« * r rjinTTKV r-A!" n-s kor kioin true, accurate, am)

-rT*E A\r :? v royvlL-raick v-te t'tlf Vvr of the civil
A-- 0- V'--- rdiid! PHECMInEf. EXCLUSION OR PI5CR IMINATION
mir ck race, color, Ol rational orrnn. t undepsta’o
<77 TAVMKf.? A'D 3ATTSFACTION OK TUTS CLAIM WILL 5K FROM
~TyclL AfP ."ATE RRIL'S, ALP THAT AHY EAT?2- CLAIMS, STATEXKITS.
f V"M.v; M Cli CPtCKALf-fv.T C- A MAVERfAL FACT, MAY HE PfCSE-
".STEE M"R".iCAULK K.FPERAF. or V"™ LAIS. ¥
: "Ef r cv :Iiv xrioyiEpcv: t> ox: nsstnics extht.t.



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

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

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

67 Cobb Building
Seattle,Washington 93101

NAME OF PATIENT

Felicia Mange
PROVIDER ID. NO CATEGORY

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES DIAGNOSIS CODE

(OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

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

COMMENTS Ketchikan, Aka.

SERVICES RENDERED

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

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

OH  OUTPATIENT HOSPITAL

BALAN'

PROVIDER CERTIFICATION

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

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

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

OR STATE LANS.** f /7

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

. RESUBMITT AL MEDICAL
PROVIDER'S SIGNATURE INDICATOR REVIEW



CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

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

- TOm 709 O S

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

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

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

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

COMMENTS:

SERVICES RENDERED

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

PROVIDER CERTIFICATION

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

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

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

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

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

OR STATE LAVS."

TO THE BEST OF MY KNOWLEDGE N . EXISTS.

RESUBMITTAL MEDICAL
PROVIDER'S SIGNATURE DATEQ I* W o I£ INDICATOR REVIEW



epaaapuaa saoTAJas Jjo agep aqgq agqou asaapa *

ATUlaH asaapa

saBaaqo tb”oi

00791 gaodaa lao-rBopogqoAsa
OO'Ofr$ M atA jagqu|j oth" souB bty *Z_S-I-'I 'JaQUIaAOJJ

iNswaivis

i>SI-ZL-ZD Aoy "133HJ :aH
Bucuqsuuty g~Ta’i uoTquaqg-qy
17966 ailSBiv "TBuaii

TI8E xog
suoTgoaxzoo joO quauigaadaa

& .61 "TE A”™anuar

AdVUSHA

IVMouvDnas awv onn3SNnc>3 AOOTOMHDASA “1V 3 IN I“13
es'w"vw fiosiho o0 vioiuxvd a -Hd "aaunvw rvanvx
mvnnSNoa_DiaiViHD_ASd A3010HI3ASd TV3IKIITS

e<XW "aaiovw aooli a Ad "NOSLHO A\aiVNOU

PZ6L-z.z (Z0S) 3NOHA3T3X

10S66 VXSV1V "30VMOHDNYV
S6ZE xoa 0 d
E01 3XIDS X33UXS3T3V3 0PI

S301AH3S "IVDIDOIOHDASd NOS1HO



WH2> 3:7b File
CI fKY sV tf Susp-tnrfe
py P

r.vlil.-")

$nd white *

rumry
Cpy

siples 115 |Provider P.ef|

rvoply*wit.

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

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

Have a Il

Comments:

TT
Date of

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

6-/F-7/

other payment sources been exhausted? 1 |

Place of
Service *

J2A-

J2A.
do

Oo

Yes Ja No

(if applicable)

S~<2>G 0/

No.

SERVICES RENDERED

of Medical
Procedure

Description
or Surgical

ZXKW.,

XL:

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

DO Doctor's O ffice “ :

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

H Patient's Home

IH Innatient Hospital

oL Other Location

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

EOF Extended Care Fac.

OH Outpatient Hosp.

PROVIDER CERTIFICATIO

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

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

applicable Federal

To the

Signature

best pf'TrA

color,

ard that any false claims,

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

or national
of this claim w ill
statements

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

Resubmittal

Indicator
Revised 6/1/73

Date w>///'7 It

Service Preauthorization

A

Medical
Review

ob 7011

Referring or Con-
sulting Physician



Strd white A

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

Coupon or Authorization Number Name of Provider

Narte ‘of Patient

tf Birth Provider ID No

Payee ID No. (if different from above)

NATURE OF ACCIDENT 08 ILLNESS

DIAGNOSES Diagnosis Code

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

PROVIDER CERTIFICATIONAMA

"This is to certify that the foregoing is true, accurate, and Remarks
complete, and is in compliance with Title VI of the Civil Rights
Act of 196b which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
payment ana satisfaction of this claim w ill be from Federal and
State funds, and that any false claims, statements or documents,
or concealment of a material fact, may be prosecuted under
applicable Federal or State laws."
To the best pf"ijly icrowledge no other resource exists.

‘ Resubmittal Medical
Signature Indicator Review



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

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

atorepynetoretly Orrovibence HospiTaL 7"

dtereid dikdranisemdle e bt BLUE CROSS

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

FILE

2613"0



PROVIDENCE HOSPITAL - ANCHORAGE ALASKA PHOVJOENCE HOSPITAL - PROVIDENCE PROFESSIONAL ELMZ~.DING
<1
Me CCDZ22, CO L 1MJ;T_2'V jLto
DATE 3/31/72 - TINE £ FRVICE
ARS 7.-ni N7 TR nr g, N N
%L > BRH 7/3/47  wE2b ot
BICIR MILLS X p s 5 RACE
SB
URANCE ERNETTS, Iheey MR
;IVDED\/IEE\[EFCSDITAL @pH-Y3-? C? 1iz/Szz23222&Z
mmbﬁe@g@ ZXS/BC/Z3? 75D0 G1/.K4 574-15~-8332
hdagsotsaal
-sla_tdlam res_pniiet)ite
[ uter tsageae L (s ?5C scsaa)
RGic® XRAY IR

SUPPLY



8fioLua0 y Vil

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

IRS-92-0016429N

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

DATE & TIME

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

Intravenous

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

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

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



STATE OF ALASKA I_LE
DEPARTMENT OF HEALTH & SOCIAL SERVICES

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

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

PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

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

COORDINATION OF OTHER BENEFITS ToTAL

DO  DOCTOR™S OrPICE MEDICARE PAID CHARGE
IL  INDEPENDENT LAU

H  patient’s HOME

IH  INPATIENT HOSPITAL

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

ECP EXTENDED CARE PACILITV

OH  OUTPATIENT HOSPITAL *JNPAICV
BALANOC

PROVIDER CERTIFICATION

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

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

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

still pay on this we would sure appreciate [It*

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



toward General Hospiial Box 365 ~ Seward, Altiska 99654

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

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

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



