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divided or used for some other nonfarm purpose. The assessor shall
maintain records valuing the farm use land for both full and true
value and farm use value. Should the farm use land be sold, leased,
or otherwise disposed of [,] for uses incompatible with farm use
[OTHER THAN FARM USE PURPOSES] or be converted to a use incompatible
with farm use [NONFARM USE] by the owner, the owner shall be liable to
pay an amount equal to the additional tax at the current mill levy
together with eight [FIVE] per cent interest for the preceding seven
years, as though the land had not been assessed for farm use purposes.
Payment by the owner shall be made to the state to the extent of its
reimbursement for revenue loss under (e) of this section for the
preceding seven years. The balance of the payment shall be made to the
city or borough.

* Sec. 4. Section 3 of this Act is retroactive to January 1, 1975.

* Sec. 5. This Act takes effect immediately 1in accordance with ASO01l.-

10.070(c).
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Original sponsor: Rules Committee Offered: 4/27/76
by request of the Governor Referred: Finance
BY THE COMMUNITY AND
IN THE SENATE REGIONAL AFFAIRS COMMITTEE

HOUSE CS FOR SENATE BILL NO. 529

IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTH LEGISLATURE - SECOND SESSION

A BILL
For an Act entitled: "An Act relating to property tax exemptions; and pro—

viding for an effective date."

IBE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 29.53.020(g) and (h) are amended to read:

(9) The state shall reimburse a borough or city, as appropriate,
for the real property tax revenues lost to it by the operation of (e)
of this section. However, reimbursement will be made to a borough or
city for revenue lost to it only to the extent that the loss exceeds
an exemption which was granted by the borough or city, or which upon
proper application by an individual would have been granted by the
borough or city, under sec. 25(a) of this chapter.

(h) Except as provided in (g) of this section, nothing [NOTHING]
in (e) - (1) of this section affects similar exemptions from property
taxes granted by municipalities on September 10, 1972 or prevents
municipalities from granting similar exemptions by ordinance as provided
in sec. 25 of this chapter. [HOWEVER, UNDER (e) - (i) OF THIS SECTION
ONLY THE AMOUNT OF REVENUE LOST TO THE MUNICIPALITY BY REASON OF THE
EXEMPTION AUTHORIZED IN THOSE PROVISIONS MAY BE REIMBURSED TO THE MUNI —
CIPALITY BY THE STATE.]

* Sec. 2. AS 29.53.035(a) 1is amended to read:
(a) Farm use lands included in a farm unit and not dedicated or

being used for nonfarm purposes shall be assessed on the basis of full
and true value for farm U3e, and shall not be assessed as if subdivided

or used for some other nonfarm purpose. The assessor shall maintain
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records valuing the farm use land for both full and true value and farm
use valuei Should the farm use land be sold, leased, or otherwise
disposed of [,] for uses incompatible with farm use [OTHER THAN FARM USE
PURPOSES] or be converted to a use incompatible with farm use [NONFARM
USE] by the owner, the owner shall be liable to pay an amount equal to
the additional tax at the current mill levy together with eight [FIVE]
per cent interest for the preceding seven years, as though the land had
not been assessed for farm use purposes. Payment by the owner shall be
made to the state to the extent of its reimbursement for revenue loss
under (e) of this section for the preceding seven years. The balance
of the payment shall be made to the city or borough. The Department of
Community and Regional Affairs shall, at the time of reimbursement, fiie
a lien on each farm unit in favor of the state for that unit"s pro rata
portion of the amount reimbursed under this section. Each lien is
effective for seven years after the date it; is filed.

* Sec. 3. AS 20 +53035(b) and (c) are amended to read:

(b) An owner of farm use land must, to secure the assessment,
make application to the assessor before February 1 of each year in which
the assessment is desired, but during the same year the governing body
of the municipality for good cause shown may, waive the claimant"s failure
to make timely application for the exemption for that year and authorize
the assessor to accept the application as if timely filed. The appli—
cation shall be made upon forms prescribed by the stale assessor for the
use of the J.oea.l assessor and shall include information which may
reasonably be required to determine the entitlement of the applicant.

If the farm use land is leased for farm use purposes, the applicant
shall furnish to the assessor a copy of the lease bearing the signatures

of both lessee and lessor along with the completed application. The
applicant shall furnish the assessor a copy of the lease covering the

HCS SB 529 -2-



period for which the exemption 1is requested.

(e) In this section "farm use" means the use of land for raising
and harvesting crops or for the feeding, breeding and management of
livestock or for dairying or another agricultural use for profit or any

combination thereof. To be farm use land, the owner or the lessee must

6 be actively engaged in farming the land [,] and derive a minimum of $25
/ gross fTarm Income per acre yearly [AT LEAST 10 PER CENT OP HIS YEARLY

a GROSS INCOME] from the farm use land. The provisions of this section do
9 not apply to land respecting which the owner has granted, and has

0 outstanding; a lease or option to buy the surface rights. A property

1 owner wishing to file for farm use classification having no history of
P farm-related income may submit a declaration of intent at the time of

filing the application with the. assessor setting out the Intended use of
MixWhfr

u the land and the anticipated Ipercentagefjof income. An applicant using
b this procedure shall file with the assessor before February 1 of the
6 Fin\E-o/N\ 7T:
following year a notarized statement of the [percentage] of gross income
7
attributable to the farm use land. Failure to make the filing required
IB
in.this subsection forfeits the exemption.
19
* Sec. "I. Section 2 of this Act is retroactive to January 1, 1975.
70
* Sec. 5. This Act takes effect immediately in accordance with AS 01.10.-
1 070(c).
77
2 (d) In the event of a crop failure by an act of God the previous
4 year, the owner or lessee may submit an affidavit that [10 PERCENT OF

HIS GROSS INCOME] a minimum of $25 gross farm income per acre was derived
76 for each of the past three years.
[WAS FROM FARMING]

76
7/
1)

79
-3- HCSSJ3 529
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May 5, 1976

.*4 L o o , *1 '«

The Honorable Hugh Malone >

House Finance Conv-iittee .
Alaska State Legislature

pouch V ; i i.
Juneau, Alaska 99811

Re: House CS for Senate Bill Ho. 529

Dear Mr. Halone:

.M

Sl

|

House Bill Ho. 529 1s now before the House Finance Committee for consideration.

The House Community and Regional Affairs Committee Amendment deleted the per—
centage of gross income eligibility formula 1n subsection (c) and adopted a
more acceptable productivity formula.

The purpose of this letter 1s to call your attention to the need for deletion
of all subsequent language 1n both subsection (c¢) and (d) of AS 29.53.035,
which relates to the deleted pereentage of income formula.

A copy of the bill with recommended additions and deletions to AS 29.53.035
Is enclosed for your consideration.

Very truly yours.

S. Robert Dozier
State Assessor

SRD:gl s

Enclosure: " “



period for which the exemption Is requested. o -
(<) in this section "farm use" means the use of land for raising
and harvest lug. crops or for the feeding, breeding and management of
livestock or for dairying or another agricultural use for profit or any
combination thereof. To be farm use land, the owner or the lessee must
be actively engaged in farming the land [,] and derive a minimum of $25
gross farm Income per acre yearly [AT LEAST 10 PER CENT OP HIS YEARLY
GROSS INCOME] from the farm use land. The provisions of this section do
not apply to land respecting which the owner has granted, and has
eoutstanding; a lease or option to buy the surface rights. A property
owner wishing to file for farm use classification having no history of
farm-related income may submit a declaration of intent at the time of
filing the application with the assessor setting out the intended use of
Mirtiv/ivy””
the land and the antleipatedpjercontagbjof income. An applicant using
tills procedure shall file with the assessor before February 1 of the
following year a notarized statement of the”percentage] of gross income
attributable to the farm use land. Failure to make the filing required
in.this subsection forfeits the exemption.
Sec. A. Section 2 of this Act is retroactive to January 1, 19715.

Sec. 9. This Act takes effect immediately in accordance with AS 01.10.-

C). . >

(d) In the event of a crop failure by an act of God the previous
year, the owner or lessee may submit an affidavit that [10 PERCENT OF*
HIS GROSS INCOME] a minimum of $25 gross farm income per acre was derived
for each of the past three years.
[WAS FROM FARMING]
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[, the undersigned, an employee of the State of Alaska, do hereby certify

that the microfilm images on this microform are accurate reproductions

of the original records of the Stats of Alaska as accumulated during the

regular course of business, and that it is the established policy and practice

of this State to microfilm its records and to dispose of the original records

after microfilm reproductions have been made.

Date



JAYS HWWON) GOARNR

DEPARTMENT OF ADMINISTRATION

OFFICE OF THE COmSSI10HEH / POUCH C~ JUNEAU 93811

March 22, 1976

Honorable Bill Ray

Chairman, Senate Finance Committee
Alaska State Legislature

State Capitol - Pouch V

Juneau, Alaska 99811

Dear Senator Ray:

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

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

The title of the bill should be changed to read "An act making a special appro-
priation for the payment of miscellaneous claims; and providing for an effective

date."

The revised amounts requested are as follows:

Department of Health & Social Services $6,422.06

Department of Commerce and Economic
Development 31.08
Department of Revenue 732.61
T otal $7,185.75
Sincerely,

Andrew S. Warwick
Chairman
Budget Review Committee

ASW/MO/co



02-001B (REV. 08-73)

MEMORANDUM State of Alaska

T0: Ronald Lind, Deputy Director DATE: March 10, 1976

Division of Budget & Management )
. . FILE NO:
Department of Administration

TELEPHONE NO:

FROM: . SUBJECT:
Richard E. Alexander Request for Payment of Stale Date

State Investment Officer Warrants - Revised Listing
Department of Revenue

The following is a list of "Stale Dated"” warrants for which the payees
have contacted the Treasury Division requesting payment. Each payee was
required to forward either the original warrant or a xerox copy of the
original warrant as evidence that tha item had not been paid. In checking
our records of redeemed warrants the items listed below are legitimate
claims and have not been paid because of stale date.

Mr. J. Glen Cassity $ 64.93
Mr. M. H. Shelton 19.74
Richard K. Armstrong 69.49
Lorin T. Oldroyd 152.23
V. E. Baker 22.50
Eagle River Plumbing & Heating 24.48
Jeff C. Jeffers 78.50
Clifford W. Berry 59.11
Mrs. Ruth N. JOrgensen 3.00
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 1.50
First Virginia Bank 49_41
Mrs. Ruth N. Jorgensen 2.50
Paula Terrel 67.70
M. .T. Reynolds 50.00

Total $732.61

REA:ge
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COMMITTEE REPORT

1/19/76
Mr . Pres ident Date
The Comm ittee on FINANCE has had 3B 1330
"special appropriation to Dept, lieaitn ““SocTSI Service." T7TT v-.uui/r 31._
under consideration. A Majority of the members of the Committee

() recommends it DO PASS
( ) recommends it DO NOT PASS
( ) recommends it DO PASS WITH ATTACHED AMENDMENT(S)

( ) recommends it BE REPLACED WITH CS FOR AND THAT

CS FOR DO PASS
"and" recommends it BE REFERRED TO THE
COMMITTEE
() reports it back WITHOUT RECOMMENDATION
() "other"

Members signing the Major? ty report:

Members NOT concurring 1in the Majority report:
recommend s :

______ e /"
recommend s :
recommends:

recommend s :

recommend s :

C.ha irman

amm ||



JAN 16 1976

The Honorable Chancy Croft
President of the Senate
Alaska State Legislature
Juneau, Alaska 99811

Dear Mr. President:

In accordance with AS 24.30.060(b) and the Uniform Rules
of the Alaska State Legislature, | am transmitting a
bill making a special appropriation to the Department

of Health and Social Services and the Department of
Commerce and Economic Devlelopment for miscellaneous
vendor claims.

Sincerely,

Jay S . Hammond
Governor



lubnitted November 17,

YI7ISION
Social Svcs.

Wien Airlines

Anchorage Times
Public Health

ATZ Travel

RCA

RCA

Public Assistance

ATZ Travel

TOTAL General Bills (held in fiscal)

TOTAL

ITOTAL Department of Health 6 Social Svcs.

1975

INVOICE 1Ml

0042-4675

Neakok Children

SIR 331895
A8037
A8037

STR 339313

Medical Bills (detail attached)

MISCELLANEO® CLAI
FOR

MS

LEGLISLATIVE APPROVAL

FOR
FISCAL YEAR 1975

DATE OF
SERVICE AMOUNT
22-
10-31-7-5*" 488.25
06-24-757 67.20
It
08-27-73 154 .55
10-10-73 45.15
11-11-73 37.20
08-27-75 40.64
832.99
4,805.25
5,638.24

DATE RECEIVED

7-17-75

6-09-75

10-27-75
11-07-75
11-07-75

10-27-75

CODE

06-21-3-409-350
06-21-3-509-350
06-21-3-618-350
06-21-3-212-325

06-31-1-870-211
06-31-1-036-311
06-31-1-036-311

06-33-6-180-215

s B

REASON FOR DELAY

Invoice not recvd.
1 1 it

it ti it

ti it t
u

u u 1n
u

n ii t



£ e L
;@f LEGISLATIVE BRINGS FOR YEAR 1975-76

Submitted November 17, 1975

DATE OF
DIVISION « INVOICE 1 SERVICE AMOUNT DATE RECEIVED CODE DELAY REASON ¢
Public Health
Alaska Clinic 61184 07/13/73 12.30 07/15/75 06-31-1-761-380 Invgice nqt rcvd.
Alaska Clinic 182628 11/20/72 25.42 03/06/75 06-31-1-694-380 ik i "
Alaska Clinic 182631 12/06/72 46 .33 03/06/75 06-31-1-694-380 X F ,¢’
Richard L Day DDS 210982 7/71-10/72 140.00" 04/17/75 06-31-1-694-380 L ! i
Medical Assistance
Fairbanks Mem Hosp 555486 02702 73 82.00 06/12 75 06-53-6-110-380 Invoice not rcvd.
Fairbanks Mem liosp 507685 04/13 71 60. 00 01/30 75 06-53-6-310-380 ﬁ
Providence 1iiosp 527378 12/28 72 19.20 04/12 75 06-35-6-120-3S0
Providence liosp 527379 12/2-6 72 19.20 04/12 75 06-55-6-120-380 T
Providence riosp 527385 12/30 72 8. 00 04/12 75 06-35-6-120-380 ®
Providence liosp 527432 11/10 72 20.40 06/12 75 06-53-6-120-380 «
Providence liosp 527450 12/14 72 20.00 04/12 75 06-33-6-120-380 It
Alaska Clinic 74500 03/07 73 15.00 06/30 75 06-33-6-150-380 T
Alaska Clinic e 74731 05/09 72 68.00 07/18 75 06-33-6-350-380 it
Alaska Clinic 74732 02/15 72 944 .00 07/18 75 06-35-6-350-380 T
Alaska Clinic 74733 02/1.5 72 62.00 07/18 75 06-33-6-550-380 «
Alaska Clinic 74734 m02/19 72 24.00 07/18 75 06-33-6-350-380 It
Fairbanks Mcd-Surg 96616 10/22 73 72. 00 11/28 74 06-33-6-150-380 Eligibility 6 Audi
Fairbanks Mcd-Surg 96637 01/21 73 136.70 11/28 74 06-53-6-150-380
Fairbanks Mcd-Surg 96652 09/25 72 264.30 11/28 74 06-35-6-150-380 it
Fairbanks Mcd-Surg 9665 5 11/18 72 48. 50 11/28 74 06-33-6-150-380 °
Fairbnnks""Mcd-Surg 966 82 01/26 73 20. 00 11/28 74 06-33-6-150-380 T
Fairbanks Mcd-Surg 96690 07/24 73 54 3. 80 11/28 74 06-33-6-150-380 T
Fairbanks Mcd-Surg 96 701 10/30 72 14 .00 11/28 74 06-33-6-150-380 .
Fairbanks Mcd-Surg 96708 09/14 72 16.00 «11/28 74 06-33-6-150-380 1
Fairbanks Mcd-Surg 96717 03/0.1 73 12.00 11/28 74 06-33-6-150-380 Ik
Fai rhanks Mcd-Surg 96683 11721 72 30. 85 11/28 74 06-33-6-550-380 o
Fairhallks Mcd-Surg 96693 07/21 73 22.40 11/28 74 06-33-6-350-380 ft
Fairbanks Mcd-Surg 96696 . 02/2.1 72 150.10 11/28 74 06-33-6-550-580 w
Fairbanks Mcd-Surg 96697 * 02/21 72 649 .80 , 11/28 74 06-33-6-550-580
Fairbanks Med-Surg 96 7.1.1 03/02 72 26.60 11/28 74 06-53-6-350-380
Home Health Care Svc - 06722 72 129.25 07/51 75 06-33-6-410-380 Invoice not rcvd.
3o0r recti on.s
Ketchikan Med Clinic - 09/14/71 171.00 11/14/ 75 06-66-4-112-580 Invoice not

(continued)



submit ted

IVISI ON

Public Heal th

Aiaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
A laska
A laska
Alaska
A laska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska

Medical

Spence. " Falcon,

Treatment
Treatment
Treatment
TRcatmcnt
Treatment
TRcatment
TRcatment
Treatment
Treatment
.Trcatmcn t
Treatment
Trcatmecn t
Treatment
Treatment
Treatment
Treatment
Treatment
Treatment
Treatmcnt

Assistance

TOTAL

Ctr.

Ctr.
Ctr.

Ctr.

Ctr.
Ctr.
Ctr.
ctr.
Ctr.
Ctr.
Ctr.
Ctr.

Ctr.
Ctr.
Ctr.
Ctr.
Cctr.
Ctr.
Ctr.

MD

INVOICE &

111698

111900
161228
161229
161542
161543
161353
161479
161480
161627
161209
161211
161275
161276
161560
161361
161462
161696
161697

195558

LEGISLATIVE BILLINGS FOR YEAR 1975-76

DATE OF
SERVICE

06/28/73

09/05/73
10/17/73
10/29/73
11/28/73
12/17/75
J1/02/73
09724773
10/08/75
09/19/73
10/16/73
10/30/73
11/29/73
12/18/73
11/01/73
11713773
09/27/73
12/27/73
01/722/74

04/18/73

AMOUNT

53.
54.
48.
18.
46.
18.
39.

54

I1S.
21.
102.
14.

60
50
SO
00
90
00
80

.50

00
80
60
40

1.16.60

2S.
6 3.
.40
41.
92.
65.

14

19.

40
20

80

00.

80

00

4,805.25

DATE RCVD.

11/19/75
11719775
11/19/75
11/19/75
11/19/75
11/19/75
11/19/75

11719775
11/19/75
11719775
11/19/75
11719775
11719775
11/19/75
11/19/75
11719775
11719775
11/19/75
11/19/75

09/05/75

CODE

06-31-1-" 82-380
06-31-1-682-580
06-31-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31*1-682-380
06-31-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31-1-686-380
06-51-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-51-1-686-380
06-31-1-686-380
06-31-1-686-380

06-33-6-150-380

DELAY REASON

Invoice not rcvd.



!

15
16
17
18

19

m

23

24

25

26

27

28

29

Introduced: 1/19/76
Referred: Finance

BY THE RULES COMMITTEE BY
IN THE SENATE REQUEST OF THE GOVERNOR

SENATE BILL NO. 530
IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTH LEGISLATURE - SECOND SESSION
A BILL

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

Department of Health and Social Services and the

Department of Commerce and Economic Development for

vendor claims; and providing for an effective date."”
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

# Section 1. The sum of $5,669.32 is appropriated from the general fund

to the Department of Health and Social Services and the Department of
Commerce and Economic Development, for the purpose of paying miscellaneous

vendor claims, to be allocated as follows:

Department of Health and Social Services $5,638.24
Department of Commerce and Economic Development 31m08
$5,669.32

* Sec. 2. This Act takes effect immediately in accordance with AS 01.-

10.070¢c)y.

SB 530



13
14

15

17
18

19

)

23
24
25
26
27
28

29

Introduced: 1/19/76
Referred: Finance

BY THE RULES COMMITTEE BY
IN THE SENATE REQUEST OF THE GOVERNOR

SENATE BILL NO. 530
IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTH LEGISLATURE - SECOND SESSION
A BILL

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

Department of Health and Social Services and the

Department of Commerce and Economic Development for

vendor claims; and providing for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. The sum of $5,669.32 is appropriated from the general fund

to the Department of Health and Social Services and the Department of
Commerce and Economic Development, for the purpose of paying miscellaneous

vendor claims, to be allocated as follows:

Department of Health and Social Services $5,638.24
Department of Commerce and Economic Development 31m08
$5,669.32

* Sec. 2. This Act takes effect immediately in accordance with AS 01.-

10.070(c).

SB 530



JAN 16 1976

The honorable Chancy Croft
President of the Senate
Alaska State Legislature
Juneau, Alaska 99811

Deal* Mr. President:

In accordance with AS 24.30.060(b) and the Uniform Rules
of the Alaska State Legislature, 1 am transmitting a
bill making a special appropriation to the Department

of Health and Social Services and the Department of
Commerce and Economic Devlelopment for miscellaneous
vendor claims.

Sincerely,

Jay S. Kammond
Governor

<-



MISCELLANEG® CLAIMS

Ac
LEGLISLATIVE APPROVAL P

FOR
FISCAL YEAR 1975

Submitted November 17, 1975

DATE OF
DIVISION INVOICE # SERVICE AMOUNT DATE RECEIVED CODE REASON FOR DELAY
Social Svcs.
i irli - 10-31-7-5- 488 .25 7-17-75 06-21-3-409-350 Invoice not recvd.
Wien Airlines 0042-4675 06213509350 Y9 ot v
06-21-3-61R-350 ﬁ :T ::
Anchorage Times Neakok Children 06-24-7" 67.20 6-09-75 06-21-3-2 -325
7/
Public Health
1 11 n
ATZ Travel STR 331895 08-27-73 154 .55 10-27-75 06-31-1-870-211 ¥ n ”
RCA A8037 10-10-73 45_15 11-07-75 06-31-1-036-311 T I T
RCA A8037 11-11-73 37.20 11-07-75 06-31-1-036-311
Public Assistance
1 1 ]
ATZ Travel STR 339313 08-27-"5 40.64 10-27-75 06-33-6-180-215
TOTAL General Bills (held in fiscal) 832.99
TOTAL  Medical Bills (detail attached) 4,805.25
TOTAL Department of Health 6 Social Svcs. 5,638.24

VO o



Submitted November 17,

DIVISION

Public Health

Alaska Cli
Alaska Cli
Alaska Cli
Richard L

Medical

Fairbanks
Fairbanks
Providence
Providence
Providence
Providence
Providence
Alaska CIli
Alaska Cli
Alaska Cli
Alaska Cli
Alaska CIli
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairl)anks
Fai rhanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks

nic
nic
nic
Day DDS

Assistance

Mem
Mem
liosp
liosp
Hosp
Ilosp
liosp
nic
nic
nic
nic
nic
Mcd-Surg
Mcd-Surg
Mcd-Surg
Mcd-Surg
Mcd-Surg
Mcd-Surg
Mcd-Surg
Mcd-Surg
Med-Surg
Mcd-Surg
Mcd-Surg
Med-Suvg
Mcd-Surg
Mcd-Surg

liosp
liosp

1975

INVOICE U

61184
182628
182651
210982

555486
507685
527378
527379
527385
527432
527450
74500
74 731
74732
74733
74 734
96616
96637
966 52
96655
96632
96690
96701
96708
96717
966 83
96693
96696
9669 7
97.1.1

Home Health Care Svc -

Cor reelj or.s

Ketchikan Med Clinic

(continued)

LEGISLATIVE BRINGS

DATE OF
SERVICE

07/15/73
11/20/72
1.2/06/72

7/71-10/72

02702
04713
12/28
12/2-6
12/50
11/10
12/14
03707
05709
02/15
02715
02719
10/22
01/21
09/25
11/1 8
01726
07724
10/50
09/14
03701
11721
07/21
02/72.1
02/2.1
05702
06722

73
71
72
72
72
72
72
73
72
72
72
72
73
73
72
72
73
73
72
72
73
72
73
72
72
72
72

09714771

AMOUNT

12.

25.

46.
140.

82.
60.
19.
19.

15
68
944

24

72.

136

14

16.

12

30.
22..

150

26
129

171.

30
42
33
00~

00
00
20
20

.00
20.
20.

40
00

.00
.00
.00
62.

00

.00

00

.70
264 .
48.
20.
54 3.

30
50
00
80

.00

00

.00

85
40

.10
649.

80 ,

.60
.25

00

FOR YEAR 1975-76

DATE RECEIVED

07/15/775
03/06/75
03/06/75
04/17/75

06/12/75
01/50/75
04/12/75
04712775
04712775
06/12/75
04712775
06/50/75
07/18/75
07/18/75
07/.18/75
07/18/75
11728774
.11/28/74
11/28/74
11/728/74
11/28/74
11/728/74
11/728/74
11/28/74
11/728/74
11/28/74
11728774
11/28/74
11/28/74
11/28/74
07/51/775

11714775

CODE

06-31-1-761-580
06-31-1-694-380
06-31-1-694-380
06-51-1-694-380

06-35-6-110-580
06-33-6-310-380

m06-35-6-120-580

06-33-6-120-380
06-35-6-120-380
06-35-6-120-380
06-33-6-120-380
06-55-6-150-380
06-33-6-350-380
06-33-6-350-380
06-33-6-350-380
06-33-6-350-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-580
06-33-6-150-380
06-33-6-150-380
06-33-6-350-380
06-33-6-350-380
06-53-6-350-580
06-33-6-550-580
06-33-6-350-380
06-33-6-410-380

06-06-4-112-380

DELAY REASON
Invoice not rcvd
ii it M
ii i ii
it H ii
Inv%lce n%t rc%F
| | |
] | ]
] I |
| | i
it it ]
it ] I
| | |
] ] ]
It | |

Edigipility 8 Auc

!
!
!
!
[
|
i

o

Invoice not rcvd.

Invoice not

t



Public Health

Alaska Treatment

Alaska Treatment
Alaska Treatment
Alaska TRcatmcnt
A laska Treatmcnt
Alaska TRcatmcnt
Alaska TRcatmcnt
Alaska Treatmcnt
Alaska Treatment

Ctr.

Ctr.

Ctr.

Ctr.
Ctr.

Ctr.
Ctr.
Ctr.

Ctr.

Alaska Trcatmcn t Ctr.

Alaska Treatment
Alaska Trcatmcnt
Alaska Treatment
Alaska Treatmcnt
Alaska Treatment
Alaska Trcatment
Alaska Treatment
Alaska Treatment
Alaska Treatment

Medical Assistance

Spencer Falcon,

TOTAL

Ctr.

Ctr.

Ctr.
Ctr.
Ctr.
Ctr.

Ctr.

Ctr.
Ctr.

MD

INVOICE a

111698

111900
161228
161229
161542
161543
161353
161479
.1614S0
161627
161209
161211
161275
161276
161560
161361
161462
161696
161697

195558

LEGISLATIVE HILLINGS FOR YEAR 1975-76

DATE OF
SERVICE

06/28/75

09/05/73
10/17/73
10/29/73
11728773
12/17/73
11702773
09724773
10/08/75
09/19/75
10/16/73
10/50/73
11/729/73
12/18/73
11/01/73
11713773
09/727/73
12727773
01722774

04/18/73

AMOUNT

S3»60
54. 50
48.80
18.00
46.90
18.00
39.80
54 .50
18.00
21.80
102.60
14.40

116.60

28.40
63. 20
14.40
41. 80

92.00.

65.80

19.00

4,805.25

DATE RCVD.

11719775
11719775
11/19/75
11719775
11/19/75
11/19/75
11719775
11/1.9/75

11/19/75.

11/19/75
11/19/75
11/19/75
11/19/75
11/719/75
11/19/75
11719775
11/19/75
11/719/75
11/19/75

09/05/75

CODE

06-31-1-682-380
06-31-1-682-580
06-51-1-682-380
06-51-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31-1-682-380
06-51.-1-682-380
06-5.1-1-682-380
06-31-1-656-380
06-51-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380

06-33-6-150-380

Page 2.

DELAY REASON

Invoice not rc¥F.
]
|
Il
Il
Il
Il
I
Il
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Il
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Il
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14

15

17

18

R

23

24

25

26

27

28

29

IN THE SENATE

For an Act entitled:

Introduced: 1/19/76
Referred: Finance

SENATE BILL NO. 530

BY THE RULES COMMITTEE BY
REQUEST OF THE GOVERNOR

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - SECOND

A

BILL

"An Act making a special

SESSION

appropriation to the

Department of Health and Social Services and the

Department of Commerce ana Economic Development for

vendor claims

; and provid

ing for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1.

to the Department of Health and Social Services

Commerce and Economic Development,

vendor claims,

* Sec.

10.070(c).

for the purp

to be allocated as follows:

The sum of $5>669.32 is appropriated from the general fund

and the Department of

ose of paying miscellaneous

Department of Health and Social Services $5,638.24
Department of Commerce and Economic Development 31.08
$5,669.32

2.

This Act takes effect

immediately

in accordance with AS 01.-

SB 530



mJAN 16 1976

The Honorable Chancy Croft
President of the Senate
Alaska State Legislature
Juneau, Alaska 99811

Dear Mr. President:

In accordance with AS 24.30.060(b) and the Uniform Rules
of the Alaska State Legislature, 1 am transmitting a
bill making a special appropriation to the Department

of Health and Social Services and the Department of
Commerce and Economic Devlelopment for miscellaneous
vendor claims.

Sincerely,

Jay S. Hammond
Governor



MISCELLANEOFACLAIMS

FOIT" I I
LEGLISLATIVE APPROVAL S S
FOR

FISCAL YEAR 1975

ubmitted November 17, 1975

DATE Or
IVISION INVOICE # SERVICE AMOUNT DATE RECEIVED CODE REASON FOR DELAY
Social Svcs.
V/ien Airlines 0042-1+675 10-31-7-5- 488.25 7-17-75 06-21-3-409-350 In%gice n%% re%%d_
- 06-21-3-509-350 | O
06-21-3-618-350 ﬁ: tf L
Anchorage Times Neakok Children 06—24-rfA 67.20 6-09-75 06-21-3-212-325
Public Health
1 it tt
ATZ Travel STR 331895 08-27-73 154.55 10-27-75 06-31-1-870-211 n S
RCA A8037 10-10-73 45.15 11-07-75 06-31-1-036-311 m L
R"CA A8037 11-11-73 37.20 11-07-75 06-31-1-036-311
Public Assistance
1 1t it
ATZ Travel STR 339313 08-27-"5 40.64 10-27-75 06-33-6-180-215
TOTAL General Bills (held in fiscal) 832.99
TOTAL  Medical Bills (detail attached) 4,805.25 A
e S S

TOTAL Department of Health 5 Social Svcs. 5,038.24



Se I- %

LEGISLATIVE BRINGS FOR YEAR 1975-76 1
Submitted November 17, 1975
DATE OF
DIVISION INVOICE SERVICE AMOUNT DATE RECEIVED CODE DELAY REASON -
Public Health
Alaska Clinic 61184 07/13/73 12.30 07/15/75 06-31-1-761-580 Invoice not rcvd.
Alaska Clinic 182628 11/20/72 25.42 03/06/75 06-51-1-694-580 " " '
Alaska Clinic 182631 12/06/72 46. 33 03/06/75 06-51-1-694-380 " " H
Richard L Day DBS 210982 7/71-10/72 140.00° 04/17/75 06-31-1-694-380 " " It
Medical Assistance
Fairbanks Mem liosp 535486 02/02 73 82.00 06/12/75 06-53-6-110-380 Invoice not rcvd.
Fairbanks Mem liosp 507685 04713 71 60. 00 01/50/75 06-33-6-310-380 t
Providence liosp 527378 12728 72 19.20 04/12/75 06-33-6-120-580 T
Providence liosp 527379 12/2-6 72 19. 20 04/12/75 06-55-6-.120- 3S0 L
Providence Hosp 527385 12730 72 8. 00 04/12/75 06-35-6-120-380 t
Providence liosp 527432 11/10 72 20.40 06/12/75 06-33-6-120-580 bt
Provi dcncc Hosp 527450 12/14 72 20.00 04/12/75 06-33-6-120-380 t
Alaska Clinic 74500 03/07 73 15.00 06/30/75 06-33-6-150-380 I
Alaska Clinic 74 731 05709 72 68. 00 07/18/75 06-33-6-350-380 bt
Alaska C.1 nic 74 752 02/15 72 944 .00 07/18/75 06-33-6-350-380 t
Alaska Clinic 74733 02715 72 62.00 "07/.18/75 06-33-6-550-380 "
Alaska Clinic 74 734 02/19 72 24. 00 07/18/75 06-33-6-350-380
Fairbanks Mcd-Surg 96616 1.0/22 73 72. 00 11/28/74 06 -33-6-150-580 Eligibility 6 Aud:
Fairbanks Mcd-Surg 96637 01/21 75 136.70 11/28/74 06-33-6-150-380
Fairbanks Mcd-Surg 96652 09/25 72 264 .30 1.1/28/74 06-35-6- 1.50- 380 t
Fairbanks Mcd-Surg 966 55 11/1 8 72 48. 50 11/28/74 06-33-6-150-380 t
Fairbanks Mcd-Surg 96682 01/26 73 20. 00 11/28/74 06-33-6-150-380 t
Fai rbanks Mcd-Surg 96690 07/24 73 54 3. 80 11/28/74 06-33-6-150-380 t
Fajrbanks Mcd-Surg 96 701 10/30 72 14 .00 11728774 06-33-6-150-380 1t
Fn.i rbanks Mcd-Surg 96708 09714 72 16.00 11/28/774 06-33-6-150-380 't
Fairbanks Mcd-Surg 96717 03/0.1 73 12.00 11/28/74 06-33-6-150-380 bt
Fa irbanks Mcd-Surg 96683 11721 72 30. 85 11/28/74 06-53-6-550-380 k
Fai rbanks Mcd-Surg 96693 07/21 73 7.2. 40 11/28/74 06-33-6-350-380 t
Fu jrbanks Mcd-Surg 96696 02/2.1 72 150.10 11728774 06-33-6-350-580 L
Fai rbanks Mcd-Surg 9669 7 02/21 72 649 .80 11/728/74 06-33-6-350-580 "t
Fai rbanks Med-Sura 96711 03702 72 26.60 11/28/74 06-33-6-350-380
Home Health Care Svc - 06/22 72 129.25 07/51/75 06-33-6-410-380 Invoice not rcvd
Correct jons
Ketchikan Med Clinic 09714771 171.00 11714775 06-66-4-112-380 Invoice not r

(continued)



ubnit ted

ivrsiox

Public Health

Alaska Treatment
Alaska Treatment

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
A laska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska

Medical
Spence

T

Treatment
TRcatmcnt
Treatment
TRcatment
1Reatment
Treatmcnt
Treatment
Trcatmcn t
Treatment
Trcatmcn t
Trca tmcnt
Treat ment
Treatment
Treatment
Treatment
Treatment
Treatment

Assistance

Ctr.

Ctr.

Ctr.
Ctr.

Ctr.
Ctr.
Ctr.
Ctr.
Ctr.

Ctr.
Ctr.

Ctr.
Ctr.
Ctr.
Ctr.
Ctr.

Ctr.

Ctr.
Ctr.

r Falcon, MD

OTAL

invoice a

111698

111900
161228
161229
1613-12
161543
161353
161479
161480
161627
.161209
161211
161275
161276
161560
161361
161462
161696
161697

195558

DATE OP
SERVICE

06/28/75

09/05/73
10/17/73
10/29/73
11/28/73
12/17/73
11702773
09/24/73
10/08/73
09/19/73
10/16/73
10/30/73
11/29/73
12718773
11701773
11713773
09727773
1.2/27/73
01722774

04/18/73

AMOUNT

S3.
54.
e 48.
18.
46.
18.
39.

54

IS.
21.
102.
14.
116.
28.
63.
14.
41.
92.
65.

19.

60
50
80
00
90
00
80

.50

00
SO
60
40
60
40
20
40
80

00.

80

00

4,805.25

DATE RCVD,

1.1/19/75
11719775
11719775
11739775
11/19/75
11/19/75
11/19/75
11719775
11/719/75
11719775
11/19/75
11719775
11/19/75
11719775
11/19/75
11719775
11719775
11719775
11719775

09/05/75

CODE

06-51-1-682-580
06-51-1-682-580
06-51-1-682-380
06-31-1-682-380
06-31-1-682-380
06-31*1-682-380
06-31-1-682-380
06-31-1-682-380
06-51-1-682-580
06-31-1-682-380
*06-31-1-6S6-380
06- 53.-1-686- 380
06-31-1-686-380
06-31-1.-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380
06-31-1-686-380

06-33-6-150-380

DELAY REASON

Invoice not rcvd.



I, the undersigned, an employee of the State of Alaska, do hereby certify
that the microfilm images on this microform are accurate reproductions
of the original records of the State of Alaska as accumulated during the
regular course of business, and that it is the established policy and practice
of this State to microfilm its records and to dispose of the original records

after microfilm reproductions have been made.

& 2

Signature of Camera Operator Date
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"An Act making a special
vocl” il

vendor claims; and providing for an effective date."

COMMITTEE REPORT
1/26/76
Mr. Speaker: Date
The Committee on has had SB 530

under consideration. A Majority of the members of

() recommends it DO
rnold

() recommends it DO w I

() recommends it DO PASS WITH ATTACHED AMENDMENT (S)

. TIM"Vfc/C £

(» recommends it BE REPLACED WITH "CS FOR -ft $<>
fl.o VvVt CS FOR iz m70 DO PASS
() "and" recommends it BE REFERRED TO THE
COMMITTEE
() reports it back WITHOUT RECOMMENDATION
() "other"
Members signing the Majority report:
N J' / *
//
1aA.
Members NOT concurring in the Majority report:
recommends:
recommends:
recommends:
recommend s :
/ /
recommend s : !/ /
j fty

Ci)3t

approprlatloh to the Department of Health and
oervlces and the Department of Commerce and Economic Development for

5 t

the Committee

., A
uJ*

AND THAT

Chairma n



Introduced: 1/19/76
Referred: Finance

BY THE RULES COMMITTEE BY

IN THE SENATE REQUEST OF THE GOVERNOR

SENATE BILL NO. 530
IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act making a special appropriation to the
Department of Health and Social Services and the
Department of Commerce and Economic Development for
vendor claims; and providing for an effective date."

3E IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

# Section 1. The sum of 45»669.32 is appropriated from the general fund

to the Department of Health and Social Services and the Department of

Commerce and Economic Development} for the purpose of paying miscellaneous

vendor claims, to be allocated as follows:

Department of Health and Social Services $5,638.2A
Department of Commerce and Economic Development 31.08
$5,669.32

* Sec. 2. This Act takes effect Immediately in accordance with AS 01.-

10.070(c) .

SB 530



JAYS. HAMMOND, GOVERNCR

POUCH C - JUNEAU 9SBIL

March 22, 1976

Honorable Hugh Malone

Chairman, House Finance Committee
Alaska State Legislature

State Capitol - Pouch V

Juneau, Alaska 99811

Dear Representative Malone:

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

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

The title of the bill should be changed to read "An act making a special appro-
priation for the payment of miscellaneous claims; and providing for an effective
date."

The revised amounts requested are as follows:

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

Development 31.08
Department of Revenue 732.61
Total $7,185.75

Andrew S. Warwick

Chairman
Budget Review Committee

ASW/MO/co



MEMORANDUM State of Alaska

10 Ronald Lind, Deputy Director DATE: March 10, 1976

Division of Budget & Management ,
- - FILE NO:
Department of Administration

TELEPHONE NO:

FROM: . SUBJECT
Richard E. Alexander Request for Payment of Stale Date

State Investment Officer Warrants - Revised Listing
Department of Revenue

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

have contacted the Treasury Division requesting payment. Each payee was
required to forward either the original warrant or a xerox copy of the
original warrant as evidence that the item had not been paid. In checking

our records of redeemed warrants the items listed below are legitimate
claims and have not been paid because of stale date.

Mr. J. Glen Cassity $ 64.93
Mr. M. H. Shelton 19.74
Richard K. Armstrong 69.49
Lorin T. Oldroyd 152.25
V. E. Baker 22.50
Eagle River Plumbing & Heating 24 .48
Jeff C. Jeffers 78.50
Clifford W. Berry 59.11
Mrs. Ruth N. JOrgensen "3.00
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 1.50
First Virginia Bank 49.41
Mrs. Ruth N. Jorgensen 2.50
Paula Terrel 67.70
M. T. Reynolds 50.00

Total $732,61



JAY S. HAMMOND, Covernor

DEPARTMENT OF ADMINISTRATION

DIVISION OF BUDGET & MANAGEMENT j POUCH - JUNEAU 99801
/

February 18, 1976

Honorable Hugh Malone

Chairman, House Finance Committee
Alaska State Legislature

State Capitol - Pouch V

Juneau, Alaska 99811

Dear Representative Malone:
We are requesting an amendment to the "miscellaneous claims" supple—
mental appropriation bill,(SB 530j..-which is currently in the House

Finance Committee. Two add®ltrtohal items need to be covered in this
bill:

1) Stale date warrants $682.61

2) Health and Social Services
miscellaneous prior year®s bills $783.82

We are requesting an additional appropriation of $1,466.43 general funds.
Your consideration of this amendment is appreciated.

Vv tCerft Dawson
Director

VKD/JC/ 1w



MEMORANDUM

T0:

Ronald Lind,
Division

Deputy Director
of Budget & Management

DATE:
January 27,

FILE NO:

Department of Administration

n

Fpo~rJohn M.

A

Daugherty,
Treasury Division
Department of Revenue

TELEPHONE NO:

Director SUBJECT:

State of Alaska

1976

RECEIVE!

JAJ2 7T WS

BViHIKI & TmmEM

Request for Payment of
Stale Date Warrants -
Revised Listing

The following is a
Each payee was
a xerox copy of the original
not been paid. In checking

list of
the payees have contacted the Treasury Division
required to forward either the original

warrants for which
requesting payment.
warrant or
warrant as evidence that the item had
our records of redeemed warrants the

"Stale Dated"”

items listed below are

legitimate claims and have not been paid

because of stale date.

Mr. J. Glen Cassity $ 64.93
J. H. Shelton 19.74
Richard K. Armstrong 69.49
Lorin T. Oldroyd 152.25
V. E. Baker 22.50
Eagle River Plumbing & Heating 24 .48
Jeff C. Jeffers 78.50
Clifford W. Berry 59.11
Mrs. Ruth N. Jorgensen 3.00
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 33.75
Mrs. Ruth N. Jorgensen 1.50
First Virginia Bank 49 .41
Mrs. Ruth N. Jorgensen 2.50
Paula Terrel 67.70

Total $ 682.61



y "'  W-Coio

STATE
of ALASKA
FJECEfVED
FEB 41976
0 p BUDGHL & M AN A GEMFtFFi

Ron Lind, Deputy Director
Division of Budget & Management
Dept, of Administration

date j February 3, 1976
FROM: Eugene A. subject: Addition to Prior Year"s
Acting Deputy Director Claims Bill

Division of Administrative Services
Dept, of Health & Social Services

Please add $783.82 to the supplemental appropriation request to cover
miscellaneous prior year®s bills as detailed on the attached list.

$592,37 of the total is in the Medicaid BRU and the remaining $191.45
in the Crippled Children component of the Child and Family Health BRU.

-+ So% JJ) ?

* M
Attachment



SUBMITTED 1/20/76

DIVISION

PUBLIC ASSISTANCE

e Kent Medicol Ctr.

e.Anchorage Com

Z.-Alaska Clinic

; Alaska Clinic

/Alaska Clinic

Alaska Clinic

m'' _Alaska Clinic
o= Alaska Clinic

Sub-Total

PUBLIC HEALTH -

liosp,

eAlaska Orthopedics
Al .aska Orthopedics

" Grand Total

*2 months of this

INVOICE

555072

58827}
55720
*57689,
57687,
57688
185788,
60004 .
.185790 ,
185791,
185789
185792,
185787,
185786,
185785
60005
*57689,
58826

127395
111596

invoice

SVC. DATE

12/29/72-2/13/73

07/01/73

10/16/73-11/30/73

01/10/74-01/26/74

07/19/73-08/23/73

07/19/73-08/15/73

07/19/73
10/11/75-11/18/73

11/01/73
07/24/75

covered by different explanation

AMOUNT

273.

114.

79.

31

34.

42.

592.

39.
151.
.45

191

60

64

.41

78

13

.26
.45

37

65
80

TSTTS8T

LEGISLATIVE BILLINGS FOR YEAR 1975-76-

DATE RCVD.

06718775

12/15/75

01/12/76

01/12/76

01/12/76

01/12/76

i
01/12/76
01/12/76

07/01/75
07/01/75

SUPPLEMENTAL

CODE

06-33-6-150-380

06-33-6-120-380

06-33-6-150-380

06-33-6-150-380

06-33-6-150-380

06-33-6-150-380

06-33-6-150-380
06-33-6-150-380

06-31-1-687-470
06-31-1-687-470

of benefits by Medicare.

DELAY REASON

Qut of State
stale-dated wt.
still outstanding
Revenue approval

pay.

of patient elig—
ibility.

Invoices Lost.



70:

FROM:

Ron Lind, Deputy Director
Division of Budget & Management

Dept, of Administration
DATE

SUBJECT:

Eugene A. tSnfL*t?fCBTV j

Acting Deputy Director

Division of Administrative Services
Dept.” of Health & Social Services

February 3, 1976

Addition to Prior Year
Claims Bill

Please add $783.82 to the supplemental appropriation request to cover
miscellaneous prior year 3 bills as detailed on the attached list.

$592.37 of the total is in the Medicaid BRU and the remaining $191.45
in the Crippled Children component of the Child and Family Health BRU.

Attachment



LEGISLATIVE BILLINGS 1-0B YEAR 1975-76 - SUPPLEMENTAL

SUIMITTID 1/2U/76

DIVISION INVOICE I SVC. DATE AMOUNT DATE RCVD. CODE DELAY REASON

PUBLIC ASSISTANCE

Kent Medical Ctr. 12/29/72-2/13/73 273.60 06718775 06-33-6-150-380 Out of State
stale-dated v.t.
still outstanding
Revenue approval

pay .
Anchorage Com liosp. 555072 07/01/73 114.64 12/15/75 06-53-6-120-380 Provider unaware
of patient elig-
ibilLt>.
Alaska Clinic 58827, 10/16/73-11/30/73 79.10 01/12/76 06-33-6-150-380 As above - Medic;
55720
Alaska Clinic *5768-, 01/10/74 -01/26/74 31.41 01/12/76 00-33-6-150-380
57687,
57688
Alaska CI inic 185788, 07/19/73-08/23/73 34.78 01/12/76 06-53-6-150-380
60004.
185790,
18579 L,
185789
Alaska Clinic 185792, 07/19/73-08/15/73 42.13 01/12/76 06-33-6-150-380
185787
185786,
.185785
Alaska Clinic 6000: 07/19/73 7.26 01/3 2/76 06-33-6-150-380 1
Alaska Clinic *57680 10/11/75-11/710/73 9. 45 01/12/76 06-35-6-150-380 If
58826
Sub-Tota L 592 .37
PUBLIC MLALTH
7Tl asFa OrtTioped ics 12/395 i1/01/73 39.65 07/01/75 06-31-1-687-4 70 Invoice.-" L.o-:i
A laska Oi lhoped i-es 111596 07/24/73 L51 .80 07/01/75 06-31-1-687-470
191 .45
Cirand Total T8T7S7

*2 months of this Invoice covered by difforent explanation of benefits by Medicare.
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I pETOItMgtY  § noirib, auscirr

CENTRAL OFFICE STATE OFJ\LASKA 50029

DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 HEALTH CARE FACILITY INVOICE NO. 555072
20| PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUVBER USE NAME OF PROVIDER
ONLY Anchorage Community Hospital
NAME OF PATIENT RACE 825 L Street
_ Anchorage, Alaska 99501
Susan Harris
DATE OF BRTH X EIG CODE- PROVIDERID NO. CATEGORY
CASE NUMBER /1, <?/<- RESOURCE PAYEE ID NO. H dtferen1Romdoc
/bD'/S-G/
ATTENDING PHYSICIAN ID NO.
HAVE AH OTHER PAYMENT SOURCES EEEN EXHAUSTEDF cs Yes C2) NO Dr. Roberts
COMMENTS. SERVICE PRE-AUTHORIZATION NO  ifgpplicch™e
DATE OF ADMISSION RF.CODE  SVCWNIT  PRIMARY DIAGNOSIS QODE
7 . /JH_ /X 01 05 Extension flexion injury to nec A
BILLING PHRCD TOT. DAYS  SECONDARY DIAGNOSIS CCDE
7/ 01/ 73 7 /00 /73 0 Contusion to hand s
DATE OF DISCHARGE DIS. CODE  PRIMARY PROCEDURE FERFORVED QODE
7 / 01 73 01 Non surgical emergency care
CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORVED QODE
29 STATEMENT OF SERVICES RENDERED PROVIDER CERTIFICATION
PCoMSHID.  HECL'CED  <6TACFO Pkt CHARCE THIS BT0 ce?T(iv J-IAI THE fORFGOING "STR\E &é*ND COM—
o s L P e
1 BD
1= U A e R
3 ORMORE BEDS OTHE EBFOF MY KNOWLEDGE NC~Oncr RESCHRCE i* T
INTENSIVE CARE providers Signature
HFCARE DATE__
NURSERY REVIARKS-
OPERATINGROOM  Imer. Room 15.90
A c /3
10 QUTPATIENT SERVICES )
i i BLOOD ADMINISTRATION
12 PHARMACY
RS aRADIOLOGY 128.10 RESLEMITTAL MEDICAL
VEDICAL & SURGICAL JPPLIES 13.04
1c! PHYSICAL THERAPY COORDINATION OF OTHER BENEFITS
- OCCUPATIONAL therapy OT"E%S VEDICARE
i1 SPEECH THERAPY if .
7CINHALATION THERAPY i © N5
1 OTHERISPICIrYi Ay ©HO

1A



. CENTRAL OFFICE STATE OF ALASKA

15  PROVIDER REF. |

DEPARTMENT OF HEALTH & SOOAL SERMICES

06 m/} OUTPATIENT HOSPITAL + PRACTITIONER + HOME HEALTH AGENCY INVOICE No. HD882T7A
10 -PATIENT INFORMATION STATE PROVIDER INFORA! ATION
OOUPON CR AUTHORIZATION NUVERR USE NAVE OT PROVIDER
ONLY
NAVE CF PATIENT RACE
|V
nTE@cBlR?}/ I 2— X -, BIG OOCE PROVIDRR 1.D. NO CATEGORY
SI-S/-08S M FIZI rpop  UjSIS /d S Ojz>
CAE NO RESOJR PAYEE |.D. NO (IF DIFFERENT 'ROM ABOVE)
V /N3] 0 . C /9 CO' STD/
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS SaNES
LIST PRIVARY DIAGNOSIS ARST PRIVARY
J?sr0
SEOCONDARY
FRMCE PRE-AUTHORIZATION
hAVE ALL OTHER PAYVENT SOURCES EEEN EXHAUSTED? YES Kf NO LJ N R
n SERVICES RENDER
DESCRIPTION OF MEDICAL
M ﬁ CR SURGCAL PROCEDLRE FeE OARE STATE UEE ONLY
H??7T tfi HsP. Colnp. oo2e> (3. TCsT) i
1
/7593 |H HcsP 7/0/T 90P™0 12 . JTfI'y
7823 JH 20 HV (2 92,/TS foTzIcL zcr. /o kypyro f
|
//Tn'73 /H V HU 23 /2. 577 977, fsTJP 27C7* /o V -
e IWE 12 COORDINATION CF OTHER BENEATS TOTAL
g VEDICARE PAD OHR NG TOTAL GRE a237. 7s-/SCSo
//mm< my ye 76-77
VEDICARE OO INS IVEDICARE CHOUCT TOTAL /
[? 1o =/ u\AD
n 1 0 - . -
vy ij. 3s 77-0
PROVIDER CERTIFICATION
REMARKS.
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRL"S. ACCURATE AND COMPLETE. IS /.
AND IS IN COV.FIiANCE V."Iri TITLE VI Or THE CIVIL RIGHTS ACT Or 19£4 WHICH /
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND Or SACFf COLOR.
OR NATIONAL OR GIN. TUNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM Will EE FROM FEDERAL AND STATE FUNDS. AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT. MAY EE PROSECUTED UNDER APFUCA"FLE FEDERAL OR STATE LAWS.™ TO
THE BEST Or MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER ) RI SUBMIT 1Al /ALDICAI
SIC-NATUREe. J _MiWpatr. INDICATOR REVIEW



CENTRAL OFHCE GOPY A STATE OF,ALASKA 15 PROVIDER REF.

—el111 -i
DEPARTVENT OF HEALTH & SOCIAL SERVICES
-06 OUTPATIENT HOSPITAL + PRACTITIONER + HOME HEALTH AGENCY INVOICE no. b7689/4
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon ail authorization number USE NAVE CF PROMDRR
ONLY , THE ALASKA CLINIC
NAVE CF PATIENT
i.IChfTILLC-.1 ACE a | OR. BEAChAM
DAlc CFARH i i & r-1 ELIS. QOCE PROVDR I.D NO CATEGCRY
Sf/al/-/-/"U uso los
CASENO ' RESOURCE PAYEE |.D. NO. (IF DIFFERENT FROM ABOVE)
0 ALC 501
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS g&g\(cc%
LIST PRMARY DIAC-NOSIS ARST PRIMARY
-JEACACHS 791
SEOONDART
000
non
HAVE ALL OTHER PAYVENT SOURCES BEEN EXHALUSTED? YES n NO [0 SERVICE FREAUTHCRIZATION  REERRING\ G
COMMENTS: NUVERR (F APPUCAEE) - S5NSEAN
1 SERVICES RENDERED
DATE CF 3 DESCRPTION OF MEDICAL 19DRS ,
WE be CR SURGICAL PROCEDLRE mCaE  HARGE STATE LEE ONLY
0J107A PP LIA si*Ah 6VAL A/0 TA\GATXt IT 90050 16.75/ jn 75" V-V
*
44-3373 "D o- 00647 -
413373 -BoJ &£cisr-n3) fcoso- - /£ .V5" T J-
-//m/a-73- -B-H- Qosoo  dRqg-.QS- AR
— d... (/ - v/l -
cecOsie 12 COORDINATION OF OTHER BENEATS TOTAL
D0 QCIOS0%<t VEDICARE PAD OHR INS | TOTAL CHARE /S7-38
H U Hlg * *,
M HCAf 2? LESS - b it
K PP 05YA )
g} m;jcmm VEDICARE oo(l\s IVEDICARE CEDUCT TOTAL
for (>7(».«: CAIf fA'IjIT UNPAID
Cx "OSYA ! BALANCE
' rN *£3 83/ -
PROVIDER CERTIFICATION
REMARKS:
"THS ISTO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE,
AND IS IN COMPLIANCE WITH TI’E3 VI C* THE CIV*t RIGHTS ACT OF IR64 WHICH QSLSs
PRECLUDES EXCLUSION OR DISCRIMINATION CN THE GROUND CF RACE. COLOR,
OR NATIONAL ORIGIN IUNDERSTAND THAT PAYMENT AND SATISFACTION OF / e ® S e / -
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS. AND THAT ANY FALSE
CLAIMS, STATEMENTS CR DOCUMENTS CR CONCEALMENT OF A MATERIAL
FACT,, MAY BE PROSECUTED UNDER AF"LICASLS FEDERAL CR STATE IAWS.“< TO rVr-2/-
T E BEST OF MY KNOWLEDGE NO OTHER RESOURCE E.NiSIS. -
1 PROVIDER PrEUMIIT Al MEDICAL
| SIC-NAIUR NDESRIRR * er_virw



y . R T0 i
RO AR O, 1 DAY MO. § DAY IYR soli plkelariel
ARCHER 07 *19 13 30- 75" 30-00
ARCHER Ori23 08 '06 i3 147-60 100.20
ARCHER 03 115 i3 30-75 30.GC0
ARCHER 08 }23 13 .16-40 13.70
1
Totals 225-50 173.90
Inpatient Radiology and Pathology Physicians Charges
Not Subject To A Deductible and 20% Coinsurance .
.Medicare Pays 103%) K
otal Allowed Charges Subject To The §50.
Deductible and 20% Coinsurance. » 173-90
This Amount Went Toward The $50 Deductible. > .00
Allowed Charges Over The Deductible.
(Medicare Pays 805'=) 173-90

Total Medicare Payment

Dele oot 12 1973

Remarks:

AETNA LIFE £ CASUALTY
CRCWN PLAZA BUILDING

1500 S-W. FIRST AVENUE
PORTLAND, OREGON 97201
TELEPHONE NO. 222-6831

Beneficiary
or

DORA P LARSON
600 FAIRBANKS ST
ANCHORAGE AK

Representative

(MR-60392)

e ERT5 T ARPYEP

nrvtss
MORE THANTHE ALLOWABLE AMOUNT 1 A
MORE THANTHE ALLOWABLE AMOUNT 3 A
MORE THANTHE ALLOWABLE AMOUNT 1 A
MORE THANTHE ALLOWABLE AMOUNT 1 A
///»"
31,00
e
This is a statement of the action taken on your
Medicare Claim. Be sure to read the important
information on the back of the notice.
0000 0000
Yauhaemg $60«00 of the cedctible far ] 97"
IMPORTANT H
139.12 When Writing 574-01-9929A
Please
139.12 Refer To Both cO # 3283-80115 32£

THE PART B MEDICARE INSURANCE PLAN
DEDUCTIBLE HAS BEEN INCREASED FROM
$50 TO $60 FOR ALL SERVICES PERFQRM-
ED AFTER DECEMBER 31, 1972.

THIS IS NOT A BILL — KEEP THIS COPY FOR YOUR RECORDS



RFASOM CHARGE NOT AlIOWfO R0

srnvictvwtat CHARGIS fW;ES .
PROVIDID or MO. | DAY ; subMimo -1uU 3 MtDICARE DOES hGT PAY FDR: i.rve?
1
BEACHAM 07 jl*9 i3 70.CO 35.50 MORE THAN THE Allowable AMOUNT
BEACHAM 07 |20 i3 24.60 16.95 MORE THAN THE ALLOWABLE AMOUNT
BEACHAM 07 122 S3 12.30 9.60 MGRE THAN THE ALLCWABLE AMOUNT
BEACHAM 07 S25 0B 104 i3 172.20 113.65 .MORE THAN THE ALLOWABLE AMOUNT
BEACHAM 08 102 sS3 36-90 16.95 MORE THAN THE ALLOWABLE AMOUNT
BEACHAM 08 slis5 S3 12.30 10.00 MORE THAN THE ALLCWABLE AMOUNT
BEACHAM 08 11s S3 4.5 0 3.00 MORE THAN THE ALLCWABLE AMOUNT
332.80 .210.65 Moo o
; . . MEDICARE
Inpatient Radiology and Pathology Physicians Charges PAID
Not Subject To A Deductible and 20% ‘Coinsurance o . )
(Medicare Fays 100%) r This is a statement of the action taken on youi
Medicare Claim. Be sure to read the important
. information on the back of the notice.
Total Allowed Charges Subject To The $50.
Deductible and 20% Coinsurance. 210-65 0000 0000 59
This Amount Went Toward The $50 Deductible. You have met $60 .0 0 of the deductible tor 197.
Allowed Charges Over The Deductible. ) IMPORTANT
(Medicare Pays 80%) 210-65 163.52 When Writing HI # 574-01-9929A
Please
Date DEC L I, 1973 Total Medicare Payment 168.52 Refer To Both CO# 3233-80114 33
Remarks:
AETNA LIFE £ CASUALTY THE PART B MEDICARE INSURANCE PLAN
CROWN PLAZA BUILDING DEDUCTIBLE HAS BEEN INCREASED FROM
1500 S .W. FIRST AVENUE $50 TO $60 FDR ALL SERVICES PERFORM
PORTLAND, OREGON 97201 ED AFTER DECEMBER 31, 1972.
TELEPHONE NO. 222-6331
Beneficiary
or
’ DORA P LARSON
Representative
600 FAIRBANKS ST
ANCHORAGE AK .
(RE3D) THIS IS NOTA BILL — KEEP THIS COPY FOR YOUR RECORDS Prirted In USA



CENTRAL OFFICE COPY ' state of.Alaska 15  PROVIDER RE.

- > APS.-"-"
DEPARTIVENT OF HEALTH & SOCIAL SFRVICES

06 OUTPATIENT HOSPITAL + PRACTITIONER + HOME HEALTH AGENCY INVOICE NO. O
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME Of PROVIDER

v 4 2 71 n ONLY THE ALASKA CLINIC

NAME OF PATIENT RACE

DORA LARSCW U - DP.. WEf.o

DATE OF BIRH . S i—. BUG. CODE PROVIDER 1D. NO. CATEGORY

Ml J Fi J 01*392
CASE NO. - - RESOURCE PAYEE 1D.NO. (FF DIFFERENT FROA\ ABOVE)
. J ALC 501
07 44 1.6 7r fit -

NATURE OF ACCIDENT OR ILLNESS

PROVIDER CERTIFICATION
~+ REMARKS:

"THIS ISTO CERTIFY THAT THE FOREGOING ISTRLE ACCURATE AND COMPLETE.

AND IS IN COVPI"ANCE V/ITH TITLE VI CF THE CIVIL RC-HTS ACT CF l«c4 WHICH

PRECLUDES E_XCII.SION CR DISCRIMINATION ON THE GROUND OF RaCB COLOR. P
OR N"ATIONAI ORIGIN. [TUNDERSTAND THAT PATV,ENT AND 5ADS: AC*ON CF L.

THIS CLAIM W.LE FE 5POM FEDERAL AND STATE FUNDS AND THAT ANY FALSE

CLAIMS. STAZE". TNTS OR DOCUMENTS OR CONCFAIMENT CF A AUTERIAI

FACT. MAY EE PROSECUTED UNDER APPLICABLE FEDERAL CR STATE LAWS.™ TO

THE BEST OF Mi KNOWLEDGE NO OTHER RESOURCE EXISTS

PROVIDER M SUB AL AM DU. Al
SIGNATURE. <t DATE__ INDICAICie |]'Z T FIVIEW



CENTFy-1 OFrICf COcY > STATE OF. ALASKA 15 PROVIDER REF.

U-LIZR
DEPARTVEN] OF HEALTH & SOCIAL SERMCES
06 =>2 OUTPATIENT HOSPITAL « PRACTITIONER + HO/4E HEALTH AGENCY INVOICE NO.
10- PATIENT INFORMATION STATE PROVDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
y/0¥9s/3.& ONLY" 77V £ CLIfiJifL
NAME OF PATHNT RACE
. u 5
ottt Ot Her o . accoe ,  PRVIDRID. . CATEGO=v
fi-v-i/l} <0 O .FocC v ft , V/7 <-n~3
CASENO . RESOURCE/ PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
52230 .70/ X [Qlc  Sol
NATURE OF ACCIDENT OR ILLNESS
. DIAGNOSIS Cone 2P
LIST PRVARY DIAGNOSIS ARST FRMVARY
) ) SFOONDARY
H —CO._|C|C|"\:CAJL’\ 7<7/
V2 IUFXt CI "_/fLjJ L 1S f\7d- ~ A=
SHRVICE PRE-AUTHORIZATION  RE"BRRING- OR
HAVE AL.c OTHER PAYVENT SOURCES BEEN BEXHAUSTED? YES [ NO [ NUVBER (F AFPLIGELE) C%H’CTI,ANG
n SERVICES RENDERED
DATE OF « CESCRPTION OG- MEDICAL 190 RS
SBICE ;‘/%(EE OR SURGCAL PROCEDLRE . aoe  CHARGE STATE LEE O\LY
/om 3 On offtcir C/IMU RFCRef K 4003a ft20 F. -0 /
i
+ puce oF £*—C 12 COORDINATION CF OTHER BENEHTS Tora. Jjr .DU
0 ottc5o" MEDICARE PAID OTHER INS TOTAL CHARGE al 7 "
< Fe Vot B V,
Hyh 3G A7- LESS
H *$ 2 3.7 *°
C. O-i*15:»"0
C U eong MEDICARE CO INS.  MEDICARE DEDUCT TOTAL
o> N-iNA: teoy ** .
o e BALANCE oV TViT

PROVIDER CERTIFICATION
REMARKS.

"THIS ISTO CERTIFY THAT THE FOREC-OIN"G ISTRUE ACCURATE. AND CO.VFLETE.
AND IS in COMPLIANCE WITH TITLE VI OF THE CIV.U RIGHTS ACT CF 5964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON ThE GROUND OF RACF. COLOR.
OR NATIONAL OR.GIN IUNDERSTAND THAT PAYMENT AND SATISFACTION CF
THIS CLAIM WILL EE FROM FEDERAL AND STATE RUNGS. AND 1HAT ANY FALSE
claims, statements or docu/ents cr concealment Or a material
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR 5.TATE LAWS." TO
THE AST- OF MY KNOWLEDGE NO OTHER RESOURCE E'HETS.

PROVIDER /T, T S I<d RESUBMITTAL 1 \= A"IJICAL
signature.. L. * DATE___ /11 . ~ INDICATOR || RIVIiW



nj ui.iii

ST =5t AUTHORIZATION
e -"mr 7 J ¥rS~-
A\ DEPARTMENT OF HEALTH AND WELJSALE SOCIAL SERVICES
DIVISION OF PUBLIC HEALTH AUTHORIZATION NO.
POUCH H JUNEAU, ALASKA 99801 02764
SECTION OF"KIOtpHEALTH
Fimm x
FAMILY DATE November 6, 1973

*T0 Alaska Orthopedics
1CS7 W. 27th Avenue
A*3r*” Anchorage, Alaska 99503

Authorisation b all*1>to provide th» following aorYlee*, supplies, or equipment lo:

Patient MAZE. Russell Blrthdale: 06 -26-72
Address Palmar " ° axk- SCRO-Appliar.ce-0rtno
06 - p u) 37 73I7 ' pplrar.
OATC;Si SrRV.C5 RENDERED DESCRIPTION OF SERVICE (ITEMIZE) PRICE
w2 s
/ , N
11-73 Dennis Browne/bar anc”pre-walker shcesy $33*00
A
FL* i A7
r * >m

! Ceri:fly :hc“Ms h 0O 1]
h-.-v . ,

on-:

" Cs ¢f73} "V'S in> of .

Please submit claims first to: Aetna |nsurance— Group pO||Cy
Douglas MAZE— father

3y '3 “cubj.-f code
\ Vv
Cq5" /'f i*
This Department will assume only those charges not covered by the insurance. Crippled Children
benefits pai.j by the insurance company directly to the insured.

iwilbnot be responsive TJnrofiecting
- Adr.or<cs

G2-.4N
.(

Authorized by !
YRKtitM hEP«SEKUTIVt C.W,13 CM-tArNS Si?". LtS

s* IMPORTANT NOTICE TO VENDOR

All billing must bo don* on Dip Im | 3 sheets ollached lo Ihls AUTHORIZATION Immediately afler lulHMIng lhe order as staled
above. Il UNABtE lo fill order, this pulhorizalion must bo ,s,nird lo DEPARTMENT OF HEALTH ond WELFARE, DIVISION

OF PUBLIC HEALTH, SECTION OF CHILD HEALTH.



o *wr '«CCS CENTRAL
AUTHORIZATION

1 << fW

DEPARTMENT OF HEALTH AND W ft"RgxSOCIAL SERVICES

DIVISION OF PUBLIC HEALTH authorization no.
POUCH H JUNEAU, ALASKA 99801 01322
SECTION OF Q\WH—DVHEALTH
aAaa
FAJALILY
*T0 Alaska Qrthcoedlcs DATE July 5, 1973
1087 y. 27th*Avenue
Anchorage. Alaska 99503 A
-r"/ // 5
AvtSorirjtion I* pr»*n to pro»Wt tho following wnric**, tuppll**, or equipment to:
A TALBOT, Yolanda Gail VAR Blrthdele:
Anchorage B 11-11-23-
AMmt SC80-0rtho-Applianee
DATE'.S) SERVICE PENDSRSD DESCRIPTION OF SERVICE (ITEMIZE) PRICE
Ana prosthesis t
ft?2**/?3
/
— AC* . N
y vs/ -
1 Oy ficf 1. .

R heroby ¢ paze”rS o1 O PIOPer b
rlo e-hel poymsce i . 0,* -nr Certifying

Signs,”

Please submit claims first to: _
Traveler ¥ thru Era Helicopters i
OMi‘ect gsyrcid

This Department willassume Only those charges not covered by the insurance. Crippled Children's Services will not be responsible for collecting
benefits paid by the insurance company directly to the insured.

¢ - i | :
A<l by~ i -/ gfw. i0 c/wtc'KN/s SFa S
/

* IMPORTANT NOTICE TO VENDOR
Ail billing must bo dor#* on tho la»! 3 shoots attached lo this AUTHORIZATION immediately niter fu'fi'linp Ihe order as slated
V.. abowc. If UNABLE to liil order, this authorisation mutt be eehirned to DEPARTMENT OF HEALTH end WELFARE, DIVISION
~ v OF PUBLIC HEALTH, SECTION OF CHILD HEALTH.
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ACCOUNT OF 36 0

jl’*sjs* 7

STATEMENT

Anchorage Times Publishing Co.

ALASKA®S LARGEST NEWSPAPER
POST OFFICE BOX 40

ANCHORAGE. ALASKA
June 2Ir, 1971.

FFICE OF THE ATTORNEY GENERAL
K T~ S Ul 2 1Q7?

S T

ANCHORAGE, ALASKA 99501

TERMS: ALL ACCOUNTS DUE THE FIRST OF EACH MONTH

HOTICE TO ABSENT PATTY: MATTER 07

ESAKOK CHILDREN, M'BeORS UNDER 13 YRS.......

June 2, 9, 16, 23

h x % lines $67020

PROOF OF PUBLICATION ATTACHED.

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

Vf-JL 7/

ANCHORAGE TIMES X_ISHING CO.

.Clerk

Cciuple®e and

- - —

return® to Fiscal

/ ufb”~rize*d Signature
/td Valid n.cccunt Code

Certification Stamp
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INTHE SUPERIOR COUIt |

y

InlheMuh )

Iﬁll::'ludren donnas ]
grf lHrrn rlllc %
| fgq%dEWPAuTY

1. Frances
he a \9\/ nt|t

chQﬁ%eHsDar:%cee 'E%m I I

uHer ? % [SE 5|8n |

Q/w rtlteédm feh rﬂroc%edmg IH,

S
|| t0 ageo(fa[r nd answer,

gp% e eese, Lt Bh
rocee |n co It n
%d;é#a sm

_D-<ZV - —

[Hg %u rr%\ﬁy% ?rre Eys%n}tlj%d at o ﬁn
i g

|Efmteog?o re%ﬁ AN L
phpruge, Alaska, this

f|7

@ acek i
up ﬁqurt
PtUB June 19 gg{lwn

*to ;aw dec*lares:*That he is ﬂe.*TM®.STM"...A(‘.y.’\?.!'.l;®".l?...

mmy, W pSf " = -

o
ot >
. | Proof of Publlcatlon
- t
ANCHORAGE DAILY TIMES
.dftlllee iiUys bring duly swum, aci-nrriing

P®.PH.r. of The Anchorage

Daily Timesia daily newspaper published in the town of Anchorage, in the Third Judicial Divi-

sion, State* of Alaska; that the notice of K M.1JOPJI* _.Didder.. 1.3 ... ...
a copy of Which is hereto aﬁached, was published .. it
.................................................................................... tJ Une.. 2.0 000 2.3 s
in said Anchorage Daily Times, beginning with the issue of JUIVO...2.......... ID....7L...
and ending with the issue Of..iceeee oo oo ool ID 71....

10..75...

22j3$dn~, . .day of

--CL/|L— < _ ¢ f 1

Notary Public for the State of Alaska.
2-1Y...., 10..7-1—

Subscribed and sworn to before me this

My Commission Expires ...

cec /lv-77-—*



RAH

BRANCH OFFICES HOMEOFFICE
WASHINGTON: 3653 WEST INTERNATIONAL AIRPORT ROAD * ALWAYS OPEN
SEATTLE ANCHORAGE. ALASKA 99502 .
ANACORTCS TELEPHONE (907) 279-5611 ESKE;?RQNCDHEFE(SBERVATIONS
MOUNT VERNON
OAK HARBOR « PARKING
JUN-EAU « DRIVE-U? WINDOW SERVICE
KENAI
KODIAK Dept, of Health and Social Services COURTESY LIMOUSINE
_ _ SERVICE
Fiscal Operations
Pouch H OCTOBER 24, 1975
Juneau, Alaska 99801 ’
Excursion rcros must be osm:wfos ¢ ™f
STATE OF ALASKA M 3—&)
REQUEST FOR TRANSPORTATION
) Qs i——SQCItiL gFn requests the
The_ “ Department or Office rcqu”tiTrgTransportatlon and address) 5455 .
Company to fumish Transportation AL BA
73,400
for /1> y~rcM/c A ....fron.
) (Name of Traveler) 08.19
. /Qf-<2e 2.7 i9fL ’
Tn—————h—<’\ilrl>drfk}v ....... (Place and Date oftssue)y——
ForiCl No. Ticket No.. (Signature of Trayeler) n |
Value +---(No tax payable)..
Tourlpt class fare (Sec Instruction #1 on (. 141110;

reveiiso side) (To be Inserted by carrier).
| Carrier will forward tiis request to the D%partment or Office Re(iuesting Transportation
0279 1 (SEE INSTRUCTIONS ON REVERSE SIDE

. 87D ->//1
Account Codo OS —, I

Bxcursion rarfALd )is )M MeAren aa™ - Ny TIPR] 3

REQUEST FOR TRANSPORTATION

CEPARTVENT O? HEALTH & SOCIAL SERMICES

The requests
7) biunkriareknl or QFfice requesting transportation and address) ” the
Company to furnish Transportation
WA % 1
d 1. /C f<) \]/C from!~/) c~/C /Ix. -
Vel V4 (isamyor Traveler) —
To. LZALEL/tA. f}cjj _ NT 7/ ' L1*FA
ujf e (Place jimdl Daur@T™ ftsue) f =
Form No. (QJIm> Ticket N& T /"Cri£.5"£j3..CjzL1  »
(S™naturefit Traveler) c/
Value %-JF JX/j.UPj"te (No tax payable)
Tourist class faro (See iNSTruction = on (Title)1

mc\crse Side) (To be inserted by carrier).

Carrier will forward this request to the DeRPartment or Office Requesting Transportation
02-019 _7 (SEE INSTRUCTIONS ON REVERSE SIDEI

j/>j>

v -uv



\.r«>

44 2-3270
KG72EQLE arsne  442-3270
From Klitco To Place WIS Clags W Calling Number  Called Number Serial Number Amount
OSCO UKLa€y KGT2-E BUE 947-5043 907-442-3K70 xRrR267 2311 2 t1£5
os'\—aicr_tLY KCTZHBUE 686-4447 907-442-2K7C xR2841340 1970
1006 NUrth KOTZEBUE. ALAS 443-2922 907-442-2270 042£214044 30
Ulu NOME KCT ZEB'JE ALAS 443-2922 907-442-227G 04 2£515594

TELEPHONE CH/SRGES *$**45*15

Amount

Ccaes: SO - S;M.on Day; Si #sSiat.on Eyc-mrg; sN Stat.on Nigm; £L = Station Late Nigh:; PD  Perion Day, PN - Parson N;jn:; ‘b'u - Day L*.ofTAT - =TCgnl! La.ior,
| Personal Opinion MSG; Type of Cali; 1 = Non-Coin Paid; 2 < Third Number; 3 =Credit Card; 4 = Collect; 5 = Special Collect; c = Coin Paid; 7 = Col.'ec; 10 Co.-; 0 - Special

[arid Tclagrsm Ststemsr.t . FOMECAL:
- 7 f 1) av 3% UT-~P /c.* o*
LC Vc * 1/.E60SAIS CCLC BAY AUj- 2£_->1L"«
CUriiE'if CriAi-G.S

YUTAL AMG-TiI' GLc

c s J



site ariy

m

1 = '
"W <nK- Vi©

E Street. Anchorage, Alaska 99501,>s Telephone (907) 272-8411

Date M -11/30/13
NURS mm 9 m

Account " ¥
Number.,® * 580 37

-7 -
All Bills.Are pue When Rendered

wonts  |class n/pciCallins Called <7 Serial -fi
Mrutcs | IciuRmber ~umber Number V
Sender

VICUS B8ALAKIE

<i.

mET - m TGY/.L" AMGOtiT Gl.c

Xt f

mAmount



Celling Number ~ Colled Number Seriol Nurr.bor Amount

W7ArAv2~27TC all2T9TZIT7T
907-442-3270 C42SU 5375

TELI-P CHARGES <29.20,

: | Amount

f\fCodg»;Sp SL)Q_tion Upyi SIj * blp}w E\‘zlnopi ?*Sici’ljcan Night; ST U Slcilion Int&[\light; PD " Rgnon Dgy; AN - Pt-rion Night; }\bﬁﬁﬁ ter;, NL 3 Night ftottcri
moiiol Opinion MSG; Typ* tf Cell, ® Won-Coim Pnid 2 « Third Numbii; 3 « Credit ffcird, 4 « Colled; 5 - Speciol Coll*ft; 6 Bc 4 néollect to Coin; B I'=Spociol

Fomf-CID

442-32L7M07-532~Ts"«3T“1TVTTrc¥-
2J I"T/f00cAl S LCIC 3BAY AJu

Cy tiiNf CHAKCj;S

TOY/.Li AMGLi-rr ult:
1

M_.L”AP c<



PROVIDER COPY STATE OF AUSKE

15 PROVIDER REF.

DEPARTMENT OF HEALTH & SO TSAL"SERVICES

> i>v
06 OUTPATIENT HOSPITAL e PRACTITIONER « HOME*HEALTH AGENCY INVOICE NO. I ;uv
10 PATIENT INFORMATION STATE PROVIDER INFORMATION-
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
rrt C*ntf?r ONLY in* Alaska Clinic
NAME OF PATIENT RACE ft) L St.
ci-.vrj. "cherfc rr.ohcrcro, Alnnka 99501
DATE OF BIRTH —1 S —, ElG. CODE PROVIDER 1D. NO. CATEGORY
12/,-7/ Tt n [ FL| Ne 177 A
CASE NO. RESOURCE PAYEE 1D. NO (FDIFFERENT FROM ABOVE)
] L iHL U
e J 1 =
Vv NATURE OF ACCIDENT OR ILLNESS
r DIAGNOSIS c':JOIS\EN%JIrS)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
7 tinti T ith"1 r;i GorOOrdTvV"-".
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES C NO ™ SHRVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS:: NUMBER (FAPPLICARLE) CE’H%H,!NG
021";"1
n SERVICES RENDERED
DATE OF DESCRIPTION OF MEDICAL 1%65? RS
SRVICE ¢ OR SURGICAL PROCEDURE FRC. CO0E ~ CHARGE STATE USE ONLY
ttr Ni- o
/- / frmi m ]
*FRE OF FRKE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 ooaowarck MEDICARE PAID -OTHER INS. TOTAL CHARGE  12.30
[ o <35 5L\ o )
H RINSWE LESS
M Le;lmmsm >
o v«
K N /SNOMOE MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
Ef &£ 0S0EFOMF UPAID 4, 56
H QAIEHHAIA N BALANCE

PROVIDER

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 V/HICH
"e"SECLUDES EXCLUSION OR DISCRIAMNATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. 1UNDERSTAND THAT PAYAAENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIA\S, STATEAAENTS OR DOCUMENTS OR CONCEALAAENT OF A MATERIAL
FACT, AAAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS."™ TO
THE BEST OF AAY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
GNATURE

«

v,

CERTIFICATION

REAAARKS: /
RS L

RESUBMITTAL MED ICAL

INDICATOR REVIEW

06-70U



DEPARTMENT OF HEUTH & SOCIAL SERVICES

- . »> r*r*ngq -
-06 OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AG&ICY INVOICE NO. jUMO0 O
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER : — - ® USE NAME OF PROVIDER
/[ [/ mm / s rloc - <ol ¢ W, ONLY 'y
NAME OF PATIENT RACE L F e
s R - . Vo -tt/iss “i-J clUlc. c.-
DATE OF BIRTH cpv ELIG. CODE PROVIDER ID. NO. CATEGORY
/ / M S FD ()01, Fx 7.0
RESOURCE PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

HAVE ALL OTHER PAYMENT

SERVICE PRE
SOURCES BEEN EXHAUSTED?

O YES CH) NO NO. (if applicable)

[-1

DIAGNOSIS CODE
(OPT))

PRIMARY

SECONDARY

-AUTHORIZATION REFERRING OR

CONSULTING PHYSICIAN

COMMENTS:
m SERVICES RENDERED
DATE OF  PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS
SERVICE SERVICE* SURGICAL PROCEDURE proc. cope  CHARGE STATE USE ONLY
v
*
| y / tr w30
/-/% o * - . s i t.
"PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL _
do  doctor's office MEDICARE PAID  OTHER INS TOTAL CHARGE :
IL  INDEPENDENT LAQ '
h patient’s HOME \ LESS
h / e
NH  NURSING HOME MEDICAPE C0* N5, MECICAVE DEDUCT. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL X BALANCEX- )
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 1904 WHICH PHECLUDES EX-

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTAND THAT PAYMENT AND SATISFACIION OF THIS CLAIM WILL BE FROM FEDER
AL AND STATE FUNDS. AND THAI ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTE O UNDE R APPLICABLE FEDERAL
OH STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

DATE

providelS signature

REMARKS:

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

KEVISCO |6/7j]



DEPARTMENT OF HEALTH & SOCIAL SERVICES

0P 07
, . OUTPATIENT HOSPITAL + PRACTITIONER + HOME MEALTH AGEVICY INVOICE N O . :& 8|0C IUOU [
10. PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER > - USE NAME OF PROVIDER
A N ONLY
NAME OF PATIENT RACE .
' PITVE «r s 2 p— -/ / '3 PV , C
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
7 / / re mph f(— [ i . ot
" ]
CASE NO. RESOURCE PAYEE ID NO. (if different from above)
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (0PT.)
LISTPRIMARY DIAGNOSIS FIRST PRIMARY
/ e W e N MK
L] C.
SECONDARY

SERVICE PRE-AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? ED YEs ED No NoO. (if applicable) CONSULTING PHYSICIAN

COMMENTS:

SERVICES RENDERED

11

DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS CHARGE STATE USE ONLY

SERVICE SERVICE* SURGICAL PROCEDURE PROC. CODE
L ;‘l _ V. - - oi"_*

* . . *\*) </ N
o/ *f /" /i - -
1 7-1 / =C wWr /
/. v 7 > i .

/

// - Vi e ee/*rj . m

«PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 doctor 3office MEDICARE PAID  otThER INS ToTAL CHARGE
IL  INDEPENDENT LALL '
H patient’s home \ LEss
£ febpean |

THER LOCATI
NH  NURSING HOME MEDICARE QO-IN?. MEDICARE OFOLCT. TOTAL
ECF CXTENOEQ CARE FACILITY UNPAID
OH  QUTPATIENT HOSPITAL X sALANCE
PROVIDER CERTIFICATION
REMARKS:
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURA TE. ANO COMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1)G4 WHICH PRECLUDES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN
| UNDE RS TAND THAT PAYMENT ANO 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. MAYBE PROSECUTE O UNDER APPLICABLE FEDERAL
OR STATE LA'VS."
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE CXISTS
RESUBMITTAL MEDICAL

PROVIDER'S SIGNATURE DATE lSSmATOR REVIEW

REVISED & I/711



DEPARTMENT OF HEALTH & SOCIAL SERVICES

Fe - -= AQAP M
" OQOUTPATIENT HOSPITAL > PRACTITIONER * HOME HEALTH AGENCY INVOICE N O . j L*£100 <
10 PATIENT INFORMATION VSTATE --------- 1_ PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
v - S 'imy O Joo ONLY
NAME OF PATIENT RACE
\w " ¥ I* .
ko e /
DATE OF BIRTH <py ELIG. CODE PROVIDER ID. NO. CATEGORY
2. /[ 1> MF I 2 n oj -
CASE NO. (<a -5 sa RESOURCE PAYEEd_ID IT{E).£7(|f/d|fferent from above)
A NATURE OF ACCIDENT OR ILLNESS.
f 1 H- A
DIAGNOSES D'AGN(gS'T?‘)CODE
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
f! H
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? cm yes cm 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
/e ~ <mm e e r v Ior v} e I
-) - -7 P> " - »" yl R 3.:-
/ T1- /" T 272 B AR SX m, .~
/2. w- [/ /] N e Hie he AT
) v )i ) , I Voo M 1T 2.
«PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 doctor"s office MEDICARE PAID CHARGE .7 <
|!|L INDEPENDIIE_ll\(I;FMLEAO. oTHER INS. TOTAL
tient"
H g A
ECF  EXTENDED CARE FACILITY UNPAID @ 7
OH  OUTPATIENT HOSPITAL y| PALANCE: 33

PROVIDER CERTIFICATE

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 1904 WHICH PRECLUDES EX-

CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL OFUCIN.

| UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM &EOER S
AL ANO STATE FUNDS. ANO THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT.MAYBE PROSECUTEO UNOER APPLICABLE FEDERAL-

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMI TTAL MEDICAL

PHOVIDEFi*SSIGNATURE OATE INDICA TOR REVIEW

REVISED (C/1/71)



DEPARTMENT OF HEALTH & SOCIAL SERVICES

—————————— —_- 74 JQoO n
OUTPATIENT HOSPITAL » PRACTITIONER » HOME HEALTH AGENCY INVOICE NO . ;o c 0 c,3

10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
: St' mm -'%. ONLY .- .
NAME OF PATIENT RACE
/ ' e s
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
woo e / MFH FI 1
CASE NO. RESOURCE PAYEE ID NO. (if different from above)

//7A. Cl. Jisc |/

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES (OPT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
> |
o*p *
. /
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? (ZE3 ves 1--1 NOo 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
> . WV o] S > V n-7"
/> fy | . r I < 7°'-v
- 25 N 75\ 1 / 0
//,< - - ’ * -. *. f L/ ’ly ./.--_"- 'A- / yll h;.l
[] . 1
I/ -y XL I/ "it* om H o VAR O
‘PLACE OF SERVICE 12  COORDINATION OF OTHER BENEFITS TOTAL
do doctor”s office MEDICARE PAID CHARGE
I TROEPENDENT L. OTHER INS. TOTAL
H  patient’s HOME LESS
§ Mhnen !
NH  NURSING HOME MEDICARK CO «I\5. MEDICARE CEOLCT. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL X BALANCE.

PROVIDER CERTIFICATION

" THIS 13 TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURA TE, AND COMPLETE ANO IS REMARKS:

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 19G<I| 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 AND STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR OOCUMENTS. OR

CONCEALMENT OF A MATERIAL FACT. MAY BE PROSECUTE D UNDER APPLIC ABLE FE DERAL

OR STATE LAWS."

TO THE BEST OF MY KNOWI.EOGE NO OTHER RESOURCE EXISTS.

PROVIDER'S SIGNATURE DATE R TR MEDICAL

RLVIILO ;M |



DEPARTMENT OF HEALTH & SOCIAL SERVICES

06

OUTPATIENT HOSPITAL + PRACTITIONER . HOME HEALTH AGENCY INVOICE no. 182530
10. PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
/'t /| oty ,
Jal o | cr/ - . ls- onNLY < vy
NAME OF PATIENT RACE
. I - o
DATE OF BIRTH SEX ELIG. CODE PROVIDER ID. NO. CATEGORY
/1 ; T1c¢C m fh fi— | /whl 7S
CASE NO. RESOURCE PAYEE ID NO. (if different from above)

/o !

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES

LIST PRIMARY DIAGNOSIS FIRST

SERVICE PRE-

/

DIAGNOSIS CODE
(OPT.)

PRIMARY

SECONDARY

AUTHORIZATION REFERRING OR

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? (HD YES 0O NO NO. (If applicable) CONSULTING PHYSICIAN
COMMENTS:
SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEOICAL OR 1969 RVS CHARGE STATE USE ONLY
SERVICE SERVICE » SURGICAL PROCEDURE PROC. COOE
_ J ey Im e A R *
VT I I 0 X mr c X emo '~ ]
- Tc, /™ W1 /< =11)
sV TR T v < T 1IN 4 c v /J so
s#e 0 /. vV ] |
*PLACE OFSERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
do doctor's office MEDICARE PAIO CHARGE
IL INDEPENDENTLAtt OTHER INS. TOTAL
h patient”s home \ LEss
K O ook - X
NH_ NURSING HOME MEDICARE COHNS. VEDICARE CEOCT.  roraL
ECF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL X saLance
PROVIDER CERTIFICATION
REMARKS:

THIS IS 10 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 GROUNOS OF RACE. COLOR. OR NATIONAL ORIGIN.
| UNDERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDF.R
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.

RESUBMITTAL

DATE INDICATOR

PROVIDER'S SIGNATURE

MEDICAL
REVIEW

ftLVISKO 16/ 1/711



15 IprOVIDER REF. |
CENTRAL OFFICE STATE OF ALASKA I—

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL + PRACTITIONER + HOME HEALTH AGENCY INVOICE NO, 21098 2

10 ' PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
Crippled Children"s Services ONLY Richard L. Day, D.D.S. M.S.
NAME OF PATIENT RACE 3606 Rhone Circle
FORBUSH. Douelas W Anchorage, Alaska 99504
DATE OF BIRTH 0PX ELIG. CODE PROVIDER ID. NO. CATEGORY
05 , 02 ,56 30P
in
RESOURCE PAYEE ID NO. (if different from above)
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
Cleft Lip & Palate
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES OO NO NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS:
04971
SERVICES RENDERED
DATE O* PLACE OF DESCRIPTION OF MEDICAL OR 1969 RVS CHARGE
SERVICE SERVICE" SURGICAL PROCEDURE PROC. CODE
Oct. 72 Debanding & Retainer fee $200.00
*PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
do doctor"s office MEDICARE PAIO CHARGE
L INGEPENDENT At OTHER INS. TOTAL JL511IKL
patient’s
H  INPATIENT HOSPITAL ChampHS LESS 810.00
OL OTHER LOCATIONS o
NH  NURSING HOME MEDICARE CO-INS. mi:dicahc dl-duct. TOTAL
ECF EXTENDED CARE FACILITY UNPAID
OH  QUTPATIENT HOSPITAL

BALANCE 14000

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 1904 WHICH PRECLUDES EX- .9 ﬂ
CLUSION OR DISCRIMINATION ON THE GROUNOS OF 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

OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.



CENTRAL OFFICE STATE OF ALASKA PROVIDER REF

DEPARTMENT OF HEALTH'S SOCIAL SERVICES

OUTPATIENT HOSPITAL + PRACTITIONER . HOME HEALTH AGENCY INVOICE

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
Crippled Children 3 Services ONLY
Richard L. Day, D.D.S. M.S.
NAME OF PATIENT RACE 3606 Rhone Circle
FORBUSh, Douglas i Anchorage, Alaska 99504
DATE OF BIRTH PROVIDER ID. M0 category

—05/ -02 /-56-
PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE

DIAGNOSES (OPT)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
Cleft Lip A Palate 749
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? Cli0 YES EH) NO NO. (if applicable) CONSULTING PHYSICIAN
COMMENTS: 04971
1 SERVICES RENDERED
DATE OF PLACE OF DESCRIPTION OF MEDICAL OR 1069 RVS
SERVICE SERVICE » SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
Hay 72 Treatment $50.00
]
June 72 $50-00
]
willy 79 $50.00
August 72 if $50.00
s t. 72 . " $50.n0 . ~
*PLACE OF SERVICE 12 coorpINATION OF OTHER BENEFITS TOTAL .
do doctor's office MEDICARE PAID  QTHER INS. CHARGE X \J >
IL  INDEPENDENT LAtt TOTAL
H patient”s HOME _ A LESS
NH_ NURSING HOME MEDICARECO P MKOICAHCDIDLT.  rotaL
ECF EXTENDED CARE EACILITY UNPAID .
OH  QUTPATIENT HEPI*. \L . X BALANCE 1
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 1904 WHICH PRECLUDES EX 5
CLUSION OR DISCRIMINATION ON THE GROUNDS OK 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 PROSECUTE D UNDER APPLICABLE FEDERAL
OR STATE LAWS.**
TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
. RESUBMITTAL MEDICAL
PROVIDER*S SIGNATURE DATE NDICATOR REVIEW



E}F OVIDER
CENTRAL OFFICE STATE OF ALASKA =

DEPARTMENT OF HEALTH'S SOCIAL SERVICES

1
OUTPATIENT HOSPITAL » PRACTITIONER > HOME HEALTH AGENCY INVOICE NO

PATIENT INFORMATION PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER
Richard L. Day, D.D.S. M.S
NKMEEF%m%%m%ed Children®"s Services //3606 Rhone Circle

Anchorage, Alaska 99504
FORBUSIt, Douglas
DATE OF BIRTH PROVIDER ID. NO. CATEGORY

_Q5_/ _Q2_ /_5fi
RESOUFRCE PAYEE ID NO. (if different from above)

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS CODE
DIAGNOSES

(OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
Cleft Lip & Palate
SECONDARY
SERVICE PRE-AUTHORIZATION REFERRING OR
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? NO. (it applicable) CONSULTING PHYSICIAN
COMMENTS 04971

SERVICES RENDERED

SNSRI PN MR STATEUSEONLY

Treatment

larch 72

COORDINATION OF OTHER BENEFITS

TOTAL
do doctor $office CHARGE
IL  INDEPENDENT LAD. TOTAL
H  PATIENT SHOME
b
NH  NURSING HOME MEDICARE CO -I\S. MEDICARE DEDUCT. TOTAL
EOF EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

REMARKS
" THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. ANDCOMPLETE AND IS
IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 19G4 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 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 RESUBMITTAL MEDICAL

INDICATOR REVIEW



CENTRAL OFFICE

QUTPATIENT HOSPITAL « PRACTITIONER + HOME HEALTH AGENCY INVOICE 'N O

PATIENT INFORMATION PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
Crippled Children™s Services ONLY Richard L. Day, D.D.S.
NAME OF PATIENT 3606 Rhone Circle
FORBUSH, Douglas Anchorage, Alaska 99504
DATE OF BIRTH PROVIDER ID. NO CATEGORY
05 , 02
T_ RESOURCE PAYEE ID NO. (if different from above)
|
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS CODE
DIAGNOSES (OPT.)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
Cleft Lip & Palate
SECONDARY

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

COMMENTS
04971

SERVICES RENDERED

PLACE OF DESCRIPTION OF MEDICAL OR 1960 RVS
SERVICE* SURGICAL PROCEDURE PROC. CODE CHARGE STATE USE ONLY
Treatment
PLACE OF SERVICE COORDINATION OF OTHER BENEFITS TOTAL
do ooctor's office MEDICARE PAID TOTAL CHARGE

IL  INDEPENDENT LAtt
H  patients HOME

IH  INPATIENT HOSPITAL
OC  OTHER LOCATIONS

ECI* EXTENDED CARE FACILITY UNPAID
OH  OUTPATIENT HOSPITAL BALANCE

PROVIDER CERTIFICATION

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

IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 10G4 WHICH PRECLUOES EX-
CLUSION OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR. OR NATIONAL ORIGIN.
I UNDERSTAND THAT PAYMENT ANO SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
AL ANO STATE FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
CONCEALMENT OF A MATERIAL FACT.MAY BE PROSECUTE D UNDER APPLICABLE FEDERAL
OR STATE LAWS.”

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

RESUBMITT AL MEDICAL









File

Cjo(e
nvk*14{bw,
PATIENT INFORMATION STATS
Coupon or Authorization Humber M & im
HP" c\A 37037 ishey
Name of Patient iRse!

ANDIiRSOI"MPeter A

Date of Birth

Have all other payment sources been exhausted? I X IYes f
Comments

PROVIDER INFORMATION

Name of Provider

Fairbanks Memorial Hospital

Provider ID Number Category

Payee ID Number (if different from above)

Attending Physician
Raymond Evans,MD

3D; :HuHSe: tv

Service Pre-Authorization No. (if applicable

DIAGNOSIS AND PROCEDURES

Svc.Unit Primary Diagnosis
Chronlr. Hron-chlffctasln
Billing Period Secondary Diagnosis Code
thru
Date of Discharge Primary Procedure Performed Code
QA / 26 / jjlon surg inpatient care 90199
Consulting Physician ID Number Secondary Procedure Performed Code

STATEMENT OF SERVICES RENDERED
RpfiT.ar.pfl

Acs.nmnda. ft. lea
1 Bed

i nr More Beds

Operating Room

Outpatient Services
Blood Administration
Pharmacy

Radiology

ilsdl? 11, ,Surgleal Supplies,

PROVIDER CERTIFICATION

"This 1is to certify that the foregoing is true,
accurate, and complete, and is in coq@éiance with
Title VI of the Civil Rights Act of which px
eludes exclusion or discrimination on the grounds
of race, color, or national origin. 1 understand
that payment and satisfaction of this claim will
be from Federal and State funds and that any fals
claims, statements or documents or concealment of
a material fact, may be prosecuted under applica—
ble Federal or State laws."

To the best of my">knowledge no other resource
exists/ ffy /rm VT / / /

Remarks
see attached ledger copy

Medical
Review

Resubmifctal
Indicator

231 COORDINATION OF OTHER BENEFITS

Mn/c-tonl Thornnv
Occupational Therapy Othgr
Benefits

Speecli Therapy i

) Mgdlgare
frh-. 1M on Thpm pv a1
Othay ICf«plPy)

Total Total

Total
Charge



. ..-r STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

HEALTH CARE FACILITY INVOICE nO. 527378

PATIENT INFORMATION STATER PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE. NAME OP PROVIDER

44758 D ONLY Providence Hospital
NAME OF PATIENT R-ACE

Pantages, John C
DATE OF BIRTH PROVIDER ID NO. CATEGORY

HI9 /__05/__ 21 P3E 409 02
CASE NUMBER PAYEE ID NO. (if different from above)

ATTENDING PHYSICIAN

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? Dr. 3. Hunter
COMMENTS SERVICE PRE-AUTHORIZTION NO. (if applicable)

DIAGNOSIS AND PROCEDURES

DATE OF ADMISSION REF. CODE PRIMARY DIAGNOSIS CODE
_H 28 T2 cheat x-ray 738
BILLIII\%G PERZI(é)D TOT. DAYS SECONDARY DIGANOSIS CODE
DATE OF DISCHARGE DIS. CODE PRIMARY PROCEDURE PERFORMED CODE
12/ 281 12 non surgical outpatient cate )0290
CONSULTING PHYSICIAN SECONDARY PROCEDURE PERFORMED CODE
STATEMENT OF SERVICES RENDERED PROVIDER CERTIFICATION
MREAEBS CHARGE " 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

aCCOMMOOaTKW 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 CON-
CEALMENT OF A MATERIAL FACT, MAY 8E PROSECUTED
UNDER APPLICABLE FEDERAL OR STATE LAWS."

3 OR MORE BEDS TO THE BEST OF MY KNOWLEDGE NO OTHER RESOLIRCG EXISTS .

NTENSIVE CARE PROVIDERS SIGNATURE
SELF CARE

NURSERY

OPERATING ROOM REMARKS
ANESTHESIA

OUTPATIENT SERVICES
BLOOD ADMINISTRATION

PHARMACY
RADIOLOGY RESUBMITTAL
MEDICAL

LABORATORY INDICATOR REVIEW
MEDICAL & SURGICAL SUPPLIES
PHYSICAL THERAPY COORDINATION OF OTHER BENEFITS
OCCUPATIONAL THERAPY BSJEB%S MEDICARE
SPEECH THERAPY

ME| E
INHALATION THERAPY PAfB"
OTHER (SPECIFY) oNSHRANGE,

TOTAL

CHARGE g: i)



STATE OF ALASKA
DEPARTMENT OF HEALTH'S SOCIAL SERVICES

vo. 927379

HEALTH CARE FACILITY INVOICE

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE /. NAME OF PROVIDER
44758 C ONLY*!1 Providence Hosoital
NAME OF PATIENT RACE

Pnatages, Jolin C

DATE OF BIRTH
05, 06

CASENUMBER-'

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?
COMMENTS

ELIG. CODE ,

CATEGORY

PAYEE ID NO. (if different from above)

ATTENDING PHYSICIAN

SERVICE PRE-AUTHORIZTION NO. (if applicable)

DIAGNOSIS AND PROCEDURES

DATE OF ADMISSION SVCUNIT PRIMARY DIAGNOSIS CODE
1?7 / 2£ / 12 Chest x-ray 233
BILLING PERIOD TOT. DAYS SECONDARY DIGANOSIS CODE

DATE OF DISCHARGE
. 12/ 261 '7

CONSULTING PHYSICIAN

STATEMENT OF SERVICES RENDERED

LIS BB SEABGRT  CHARGE

ACCOMMODATION

3 OR MORE BEDS
INTENSIVE CARE
SELF CARE
NURSERY
OPERATING ROOM
ANESTHESIA

10 OUTPATIENT SERVICES
BLOOD ADMINISTRATION
PHARMACY
RADIOLOGY
LABORATORY
MEDICAL & SURGICAL SUPPLIES
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH THERAPY
INHALATION THERAPY
OTHER (SPECIFY)

TOTAL
CHARGE

PRIMARY PROCEDURE PERFORMED
non surgical outpafctiit care

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 CLAIMS, STATEMENTS OR_ DOCUMENTS, OR CON-
CEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED
UNDER APPLICABLE FEDERAL OR STATE LAWS.”

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .
PROVIOERS SIGNATURE

REMARKS
RESUBMITTAL MEDICAL
INDICATOR REVIEW
COORDINATION OF OTHER BENEFITS
OTHER
BENEFITS MEDICARE
DRSHRANERy.



25 |provider REFI Xrc yarland, Kerry
PROVIDER
STATE OF ALASKA
DEPARTMENT OFAHEALTH & SOCIAL SERVICES [
06
HEALTH CARE FACILITY INVOICE no. 527385
20 PATIENT INFORMATION stateAt PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE>*f - NAME OF PROVIDER
44745 A ONLY Providence Hos”AfcAll
NAME OF PATIENT RACE
He Farland, Karry S.I /)f)d_ W,.-..'.: V
DATE OF BIRTH SEX]. ELIG.CODE- PROVIDER ID NO. CANGORY
07/ 03 [ 63 Mrr F1 1 . PSH 409
CASE NUMBER RESOURCE PAYEE ID NO. (if different from above)
Sy jo. ATTENDING PHYSICIAN
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? CS]YESO NO Dr D. Roberts DS | f
COMMENTS: SERVICE PRE-AUTHORIZTION NO. (if applicable)
oy I - 7 <-- 0 » » . ° ] ' [ 1]
’1 DIAGNOSIS AND PROCEDURES
DATE OF ADMISSION REF. CODE SVC UNIT PRIMARY DIAGNOSIS CODE
12/301/172 3 outpatient labwork 738
BILLING PERIOD TOT. DAYS SECONDARY DIGANOSIS CODE
>/ m s 172 12/ 30/ 72
DATE OF DISCHARGE DIS. CODE PRIMARY PROCEDURE PERFORMED CODE
12 130 1 12 non surgical outpatient care 90290
CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE
29 STATEMENT OF SERVICES RENDERED PROVIDER CERTIFICATION
WRSED  reflBeo peloen AT chance A RS 5. TQ CERTICY THAT THE_ FORECOING 18 TRUE,
CLUDES EXCLUSION OR DISCRIMINATION ON THE GROUNDS
ACCOMMODATION m m RATE OF RACE, COLOR, OR NATIONAL ORIGIN. | UNDERSTAND
\ BED THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL
BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY
FALSE CLAIMS, STATEMENTS OR DOCUMENTS, OR CON-
2 BEDS CEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED
UNDER APPLICABLE FEDERAL OR STATE LAWS."
8 OR MORE BEDS TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE £$
INTENSIVE CARE PROVIDER'S SIGNATURE.
SELF CARE DATE y-J-
NURSERY )
REMARKS fijr
OPERATING ROOM
ANESTHESIA
OUTPATIENT SERVICES
BLOOD ADMINISTRATION
PHARMACY
RADIOLOGY
RESUBMITTAL MEDICAL
LABORATORY 10.00 INDICATOR REVIEW
MEDICAL & SURGICAL SUPPLIES
PHYSICAL THERAPY 23 COORDINATION OF OTHER BENEFITS
OCCUPATIONAL THERAPY OTHER MEDICARE
SPEECH THERAPY BENEFITS
ME RE _
INHALATION THERAPY BA% CO-Pe. /
OTHER (SPECIFY) IS RANER, DEO.
TOTAL
T )
TOTAL
CHARGE in.no semxo. "Eo° 0 gl 10.30
REVUEP 1//T.



125 |pRoviDEn RE.I Tvritt:. vTrHn .

PROVIDER
STATE OF ALASKA
IDEPARTMENT OF HEALTH & SOCIAL SERVICES °
n -
06 HEALTH CARE FACILITY INVOICE nNo. 527432
20 PATIENT INFORMATION STATE ., PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE * NAME OF PROVIDER
45210 K ONLY - Providence Hospital
NAME OF PATIENT .1 RACE
Tritt, Yerlin v. /)¢
DATEQFBIRTK SEX : ELIG. CODE PROVIDER ID NO. CATEGORY
m - - MnT fh mu 400 02
CASE NUMBER RESOURCE PAYEE ID NO. (if different from above)
ATTENDING PHYSICIAN D NO.
HAVE ALLOTHER PAYMENT SOURCES BEEN EXHAUSTED? 0-YES (ZD NO L. Tones.
COMMENTS: SERVICE PRE-AUTHORIZTION NO. (if applicable)
DIAGNOSIS AND PROCEDURES
HDATE OF ADMISSION REF. CODE SVC UNIT PRIMARY DIAGNOSIS ) CODE
1 (O O O A 3 5 1" lac puncture wound medial (P.) root 901
BILLING PERIOD TOT. DAYS SECONDARY DIGANOSIS CODE
11/ 10 [/ 12 11/ 10 /7 12 1
DATE OF DISCHARGE DIS. CODE PRIMARY PROCEDURE PERFORMED CODE
11/ 10 [ 72 1 suture wound 12121
CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE
STATEMENT OF SERVICES RENDERED PROVIDER CERTIFICATION
RS rellEeo et FERBRT cHARGE oS 5.0 SERTIEY, THAT, THE FOREGOING IS, ThUE
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 CLAIM WILL
BE FROM FEDERAL AND STATE FUNDS. AND THAT ANY
2 BEDS FALSE CLAIMS, STATEMENTS OR DOCUMENTS. OR CON-
CEALMENT OF A MATERIAL FACT. MAY BE PROSECUTED
3 OR MORE BEDS UNDER APPLICABLE FEDERAL OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .

INTENSIVE €ARE PROVIDER’™S SIGNATURE .

SELF CARE Care v
NURSERY el ARKS.
OPERATING ROOM S
ANESTHESIA
OUTPATIENT SERVICES 25.50
BLOOD ADMINISTRATION
PHARMACY +
RADIOLOGY
RESUBMITTAL  * MEDICAL
LABORATORY INDICATOR REVIEW
MEDICAL & SURGICAL SUPPLIES
PHYS|CALTHERAPY 23 COORDINATION OF OTHER BENEFITS
OCCUPATIONAL THERAPY OTHER
BENEFITS MEDICARE

SPEECH THERAPY e
INHALATION THERAPY BABR COo-1e.
OTHER (SPECIFY) SRR .

TOTAL

J
CLCXII—QAGLE 25.50 LESS 0 W 25.50

Tr/TTAT



PROVIDER

PROVIDER REF. NJudy

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

HEALTH CARE FACILITY INVO'ICE

06
20 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER
44756 A
NAME OF PATIENT . , / \
HueHr er, Judy

DATE OF BIRTH SEX

10 / 127 45 MC] Fimo
CASENUMBER Y ryv

A * 13 A *

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?
COMMENTS:

vo. 527450

PROVIDER INFORMATION

/ISTATE://
NAME OF PROVIDER

USE
ONLY
Providence Hospital
RACE -/ T e
ELIG.CODE/ PROVIDER ID NO. CATEGORY
PRH 409
RESOURCE/gy; PAYEE ID NO. (if different from above)
» ATTENDING PHYSICIAN IDNO.-..

CD YESCZINO Brownsberger

- ™ vi-ml . e, e .
i i -V3sc.
1 DIAGNOSIS AND PROCEDURES
DATE OF ADMISSION REF. CODE SVC UNIT pPRIMARY DIAGNOSIS CODE
12 1 14 | 712 3 5 raise, lab -, 788
BILLING PERIOD , _ TOT. DAYS SECONDARY DIGANOSIS CODE
127 141 712 12/ 14 | 72 1

DATE OF DISCHARGE DIS. CODE PRIMARY PROCEDURE PERFORMED CODE
1/ 11 n 1 Outpatient care 90290
CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE

STATEMENT OF SERVICES RENDERED

22
RS rePMB  reA%er  MERBHWT cHARGE

ACCOMMODATION -DAY?. RATE
1 BED

2 BEDS
3 OR MORE BEDS

INTENSIVE CARE

SELF CARE

NURSERY

OPERATING ROOM
ANESTHESIA

OUTPATIENT SERVICES
BLOOD ADMINISTRATION
PHARMACY

RADIOLOGY

LABORATORY

MEDICAL & SURGICAL SUPPLIES
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH THERAPY
INHALATION THERAPY
OTHER (SPECIFY)

25.00

22

TOTAL

CHARGE 25.00

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 CLAIMS, STATEMENTS OR_ DOCUMENTS, OR CON-
CEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED
UNDER APPLICABLE FEDERAL OR STATE LAWS.”

TO THE BEST OF MY KNOWLEDGE NQXDTHER,RESOURCEEXI<
PROVIDER'S SIGNATURE

RESUBMITTAL MEDICAA
INDICATOR REVIEW -
23 COORDINATION OF OTHER BENEFITS
DU wevioare
MER) CARE CO- IS, /
HOHERR. DED.
\
TOTAL )
c25*.<h  LESS oo HEE 2500



-

“ncmofuu £]los;

1650 Cowlas
FAIRBANKS, ALASKA 99701

orcw™rco nv

v
LUTHERAN HOSPITALS ANO TIOMCS SCCIETY
FARGO. NORTH DAKOTA i@ 7~h e*

May 31, 1975

Dear Sir:

Patient: Anderson, Peter A.

ID n DPW OAA 32037
Group Name: MAID*

Admission Date: April 13, 1971

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

named person. As of this date we have received no information regarding
payment nor final disposition. Please advise as to the status of 9)
mentioned claim. Your immediate attention will be appreciated.

We have sent multiple requests for payment on
this patient, and have recieved *no responce from
you. Your immediate attention to this past due
account w ill be appreciated.

Sincerely,

CqgHvu Hqgmnw

Mrs.affdiuJa Ncuaan
Insurance

REPLY: /|



BASIC PLUS MAJOR MEDICAL PUN

Year/ Sheet No..  _|| Statistics Yes [
1 Tctal Benefits Charged Against Maximum Prior Misc Fees
- _> /§§PLANAT'ON OF BENEFIT PAYMENT Ke WL| -c/(;onstrril ?\‘00 v ”7f &Suf Y To This Payment (On First Worksheet For Each
) y =C.. : ﬁa,enﬁadr \éelar éFIUSt For Automatic Restoration Total Hosoh~
N N ! ncluded In Plan). otal Hos
r L m m n V_ ¢ 7' y \] ) P
1.
) _ K Allow Inv
Mm *<f SY/cS nerf! Nn_ V 33- 7510 A Dependent irst Name). .
Cimt Age Salary Surg Feeé
AMOUNT EXPENSES
DATES OF NOT - COVERED BASIC __A A /2 A
CHARGES BY INCURRED CHARGES COVERED EXPENSES BENEFITS ) Type Phys Fees
' Disa Claim Ded
3. A
M | ) ) . A a A Nurses
fiska U/rti I
c/over onfine vt Rm Druas
jS'cl rIC T 2 d d33.9Cc, kSD.QL 9
a A 5.
All Other
V d k m u m m
) 6.
MAJOR
<l ToUl
MEDICAL Covered 1
Sum of
BENEFITS ! thru 6 - 1
Basic Ben
-¢Jess
<A>
D ; 6(=>
TOTALS r\ QOVERED >... BAGIC.
K 2U ULL EXPENSES Less BENEFITS 1&
rg£Ss BASIC BENEFIT PAYMENT o s U See PLrS
lode tzhc™QFTS CXAcc.gs,sW Qn. See comment equals
. Comment No.
No. Prior Expenses to be Applied
- N ¢ . . 00 p pp
ks>W ck”g£ 'J&JUfZXX— (This box completed only if actual Against This Year's Deductible 5_
] payment differs from “B" above)—
MADE TO:
This Section Completed Only TOTAL EXPENSE ELIGIBLE
If Major Medical Deductible UNDER MAJOR MEDICAL £
Has Not Been Satisfied. LESS
EXPENSES APPLfED TO MEET YOUR
MAJOR MEDICAL DEDUCTIBLE o DEDUCTIBLE
FOR /_ YEAR
v_
COVERED . 0<iC Benefit J\g
EXPENSES Less BENEFITS Calculation s t 2> (Sv L % —
S.S.suf. " - . State s Cimt Code
' This Worksheet $- MAJOR MEDICAL-
e cu Previous Worksheets s BENEFIT PAYMENT
. . . . . P viou
n~' Anmuiir iScccial SJontrr?- me-rjst.U-1LAmoimti~+ ¢+ Special -
I * J TOTAL FOR YEAR 0 (This box completed only
TO dV te $_ if actual payment differs
*.mount : scCCi.-i (** Class CCI  Amount Special Note: Major Medical Benefits- from above)
will be payable when
thio amount exceeds TOTAL CHARGED AGAINST
your deductible. MAXIMUM (PLAN LIMIT OF
5mDc”o00) o L

Processor. M

1tn

a
20Ul -X
4a

*v3

| X}



XFABASIC PLUS MAJOR MEDICAL PUN A Yeor” SheetNo..  -A smtistis  Yes I
€ " "SPLANATION-OF BENEEIT PAYMENT ANAC Ag QO m@ l\/' 1A/ T * " 1 Total Benefits Charged Against Maximum Prior Misc Fees - (
Key 'ev.i. Control N o . if-suf A» » To This Payment (On First Worksheet For Each
y o o ICa‘eniiadr ée?r é?]uit For Automatic Restoration Total Hosp™
) . - 1 V'=: v m:--"v 2 It Included In Plan). _ Total Hosp
i.1"cJioL g : v f
L
1 : ' . K Allow Inv
| he/ S/lco0 Cert: I\b.y |fy 3>2' £~?7C )A npnpndpnt IFifst Hame)
1
Cimt Age Salary Surg Fees
AMOUNT EXPENSES
DATES oF NOT e COVERED BASIC a A 4 Plivs F A
CHARGES COVERED EXPENSES BENEFITS Type 'ys Frees
CHARGES BY INCURRED Disa Céim Ded
S? Nurses
14 2 ~ o/ / x It B h Bk M A A A
Days Days A
c/over Confined  PvtRm Drugs
L G AL h > c son n d L 2 o Vv 05
A A A A
All Other
% s /o4 501 1 4 1 2 L f r T T
MAJOR
Total
MEDICAL Covered
Sum of
BENEFITS ! thru 6 - A
Basic Den
-*-less
®
rotaLs ® CD L> A COVERED BASIC W C
. 3 om \ q 1/ EXPENSES LeSS BENEFITS 0 _ 2
r«ss PCP/o XfEL BASIC BENEFIT PAYMENT 03 See PLos
silorole thrones cue c gssW g zL See Comment \ equars
Comment No.
ikdigiJ No. ) ) j | Prior Expenses to be Applied
! g1 (This box completed only if actual Against This Year's Deductible $_
payment differs from "G" above)—
MADE TO:
This Section Completed Only TOTAL EXPENSE ELIGIBLE Y
If Major Medical Deductible UNDER MAJOR MEDICAL !
Has Not Been Satisfied. LESS
EXPENSES APPLIED TO MEET YOUR
~\ DEDUCTIBLE
MAJOR MEDICAL DEDUCTIBLE
FOR JL__YEAR
®
COVEREC Benefit
EXPENSES Less BENEFITS Calculation $
s. s. suf. State «/ Imt Code
e o This Worksheet MAJOR MEDICAL
LSV < | BENEFIT PAYMENT
Ani 13-t.cm! ro rjrl-. | Amount S ial Previous Worksheets
nn ninun*_, -t.cm! ! =rjr.l-. - pecia
>0 ) TOTAL FOR YEAR [1 @&ihis box completed only
) i 1 i />*7 ( TO DATE $. if actual payment differs
:n jurt jSuwCin ® Class CCl  Amount Special Note: Mlajor Medical Benefits from above)

..... e e

will be payable when
this amount exceeds
your deductible. .

M S
Processor- . Dato

HC7AS OFFICE COPY.

TOTAL CHARGED AGAINST
MAXIMUM (PLAN LIMIT OF

: 0)

ML

Cat 238333
~Prinlof>-In UJLA



MEDICAL INSURANCE PLAN

- v~rAtlanticRichiialriCompan
Ve i EXPLANATION OF BENEFIT PAYMENT 3 B P y
;& CASUALTY
iployce 3 Name . - 7A_.; 27_ y- = A ,2-to Certificate No. //S*? 3 -'v Year. 2L .5- Sheet No. 0 Key rf->*n
JNTROL NO. SUF. SCD S.S. SUF. STATE CLM'T. CODE IF DEPENDENT (FinST NAME) RELATIONSHIP
AUII- F2- eg. / 1 dd*o0¢&j \Q-
AMOUNT ...r EXRENQEE ELIGIBLE
DATES N COMMENT NOT COMMENT COVERED DASIC QASIC COMMENT MAJOR MEDICAL
CHARGES BY INCURRED CHARGES NO. COVERED Nof EXPENSES BENEFITS CO-INS. no. EXPENSES
?$) n I 0) b -x-2, =
// N vV/Yr ~ n rQ_5/-<tsi/Ftt32> n 3 3 m
n n L. m
i
n n m
n n m
_V
TOTAL L -0 0-&~i s
i i Prior Expenses toward
AYhIENTS MADE TO: AMOUNT gQ;;gﬁi G Efcergmog!)%v'g%ma' 5 This Yr 8 Deductible
TOTAL EXPENSE ELIGIBLE " .
Including the expenses on this form, UNDER MAJOR MEDICAL $ X- =M
you have accumulated $ -———---——-
5/ toward your 19- deductible of LESS DEDUCTIBLE S
$100. When this amount, ismet, Major
Medical payments Vill" be payable. NET ELIGIBLE EXPENSE % 3£>
JAL Ai\iQIT$T*CHARGED AGAINST /m? U
"/{"S\_/OdIIRJ’jI_ATgh MEDICAL LIFETIME MAJOR MEDICAL
yoy rivui- BENEFIT PAYMENT
Q is hex completed only
i i (l}hacmal payment differs
pdL . 13. >2. -H- A_N4 ~ cjz.nc? CTn> ZM'T'O dioJsrrx. from above
COMMENTS:
PROCESSOR: . par/ */*=> 1</

Comments arc listed on the reverse side of this form.
fOlE:

his form may be useful to you in the preparation of your Federal Income Tax Returm.

= T8)) B 33

EMPLOYEE COPY

Printed ill U.S.A.



BASIC PLUS MAJOR MEDICAL PUN
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