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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 y e a r s . 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 in accordance with AS 01.-

1 0 . 0 7 0 ( c ) .
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O r i g i n a l  sponsor: R u l e s  C o m m i t t e e
by r e q u e s t  of the G o v e r n o r

Offered: 4/27/76
Referred: Finance

BY THE COMMUNITY AND 
REGIONAL AFFAIRS COMMITTEEIN THE SENATE

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 p r o­

viding for an effective date."

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

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

(g) 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 

m unicipalities 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 R E I M BURSED TO THE M U N I­

CIPALITY BY THE STATE.]

* Sec. 2. AS 29.53.035(a) is 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 U 3e, and shall not be assessed as if subdivided 

or used for some other nonfarm purpose. The assessor shall maintain
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records v a l uing the farm use land for both full and true value and farm 

use value. Should the farm use land be sold, leased, or otherwise
i

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 y e a r s . 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

p ortion of the amount reimbursed under this section. Each lien is

e ffective for seven years after the date it; is filed.

* Sec. -3. AS 20 • 53 • 035 (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 d e s i r e d , but during the same year the governing body 

of the m u n icipality 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 f i l e d . The appli­

cation shall be ma d e  upon forms prescribed by the stale assessor for the 

use of the J.oea.1 asse s s o r  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-
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period for which the exemption is requested.

(e) In this section "farm use" means the use of land for raising

and h a r v esting crops or for the feeding, bree d i n g  and management of

livestock or for d a i r y i n g  or another a g r i c u l t u r a l  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 m i n i m u m  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 r e s p e c t i n g  which the o w n e r  has granted, and has

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

owner w i s hing to file for farm use clas s i f i c a t i o n  h aving no history of

farm-related income may submit a de c l a r a t i o n  of intent at the time of

filing the a pplication with the. assessor setting out the Intended use of
/Mi xWhfr

the land and the anticipated Ipercentagefjof income. An applicant using

this procedure shall file with the asse s s o r  before February 1 of the
fin\£-o/\ 7T:

f ollowing year a notarized statement of the [percentage] of gross income 

a ttrib u t a b l e  to the farm use land. Failure to make the filing required 

in.this subsection forfeits the exemption.

* Sec. 'I. Section 2 of this Act is retroactive to January 1, 1975.

* Sec. 5. This Act takes effect immediately in a c c o rdance with AS 01.10.- 

070(c).

(d) In the event of a crop fa ilu re  by an act of God the previous 
year, the owner or lessee may submit an a f f id a v it  that [10 PERCENT OF 
HIS GROSS INCOME] a minimum of $25 gross farm income per acre was derived 
fo r each o f the past three years.
[WAS FROM FARMING]

-3- HCSSJ3 529
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M a y  5, 197 6

,i . i . iVJ. • 4 . I I* •’ • , * 1 '.«■ >l!
The Honorable Hugh Malone ’
House Finance Conv-iittee ... , • : *:■
Alaska State Legislature
pouch V . i i. y

Juneau, Alaska 99811 .

Re: House CS for Senate Bill Ho. 529

Dear Mr. Halone:

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 w h i c h  the e x e m p t i o n  Is requested. • •'

(<:) in this s e c t i o n  "farm use" me a n s  the use of land for r a i s i n g

and harvest lug. crops or for the feeding, b r e e d i n g  and m a n a g e m e n t  of

l i vestock or for d a i r y i n g  or a n o t h e r  a g r i c u l t u r a l  use for profit or any

c o m b i n a t i o n  thereof. To be farm use land, the o w n e r  or the lessee must

be actively e n g aged in farming the land [,] and d e r i v e  a m i n i m u m  of $25

gross farm Income per acre yearly [AT L E A S T  10 PER CE N T  OP HIS YEARLY

G ROSS INCOME] from the farm use land. The p r o v i s i o n s  of this s e c tion do

not apply to land r e s p e c t i n g  which the o w n e r  has granted, and has

•outstanding; a lease or o p tion to buy the s u r face rights. A property

o wner w i s h i n g  to file for farm use c l a s s i f i c a t i o n  h a v i n g  no history of

farm-r e l a t e d  income may submit a d e c l a r a t i o n  of intent at the time of

filing the a p p l i c a t i o n  with the a s s e s s o r  s e t t i n g  out the intended use of

/Mirtiv/vy”
the land and the a n t l e i p a t e d p j e r c o n t a g b j o f  income. An app l i c a n t  us i n g 

tills p r o c e d u r e  shall file with the a s s e s s o r  before Febr u a r y  1 of the 

fol l o w i n g  year a n o tarized statement of the^percentage] of gross income 

a t t r i b u t a b l e  to the farm use land. F a i lure to ma k e  the filing requ i r e d  

in.this s u b s e c t i o n  forfeits the exemption.

Sec. Jl. S e c t i o n  ?. of this Act is r e t r o a c t i v e  to J a n u a r y  1, 19715.

Sec. 9. This Act takes effect immediately in a c c o r d a n c e  wit h  AS 01.10.- 

c). . .*

•

(d) In the event of a crop fa ilu re  by an act of God the previous 
year, the owner or lessee may submit an a f f id a v it  that [10 PERCENT 0F^
HIS GROSS INCOME] a minimum of $25 gross farm income per acre was derived 
fo r each o f the past three years.
[WAS FROM FARMING]

n c s s n  529



I, the undersigned, an employee o f the State o f Alaska, do hereby certify 

tha t the m icrofilm  images on this m icroform  are accurate reproductions 

o f the original records o f the Stats o f Alaska as accumulated during the 

regular course o f business, and tha t it  is the established policy and practice 

o f this State to  m icrofilm  its records and to dispose o f the original records 

after m icrofilm  reproductions have been made.

Date



JAY S. HAMMOND, GOVERNOR

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

OFFICE OF THE COmSSIOHEH / POUCH C ~  JUNEAU 93811

M a rc h  22 , l 976

H o n o ra b le  B i l l  R a y
C h a ir m a n ,  S e n a te  F in a n c e  C o m m itte e
A la s k a  S ta te  L e g is la tu r e
S ta te  C a p ito l  -  P o u c h  V
J u n e a u ,  A la s k a  99811

D e a r  S e n a to r  R a y :

W e a re  r e q u e s t in g  an a m e n d m e n t to  th e  " m is c e lla n e o u s  c la im s "  s u p p le m e n ta l 
a p p r o p r ia t io n  b i l l ,  S B  530, w h ic h  is  c u r r e n t l y  in  th e  H o u s e  F in a n c e  C o m m itte e .

T h is  c h a n g e  a d d s  on e  a d d it io n a l s ta le  d a te d  w a r r a n t  to  th e  l is t  p r o v id e d  in  m y  
le t te r  o f  F e b r u a r y  18 in  th e  a m o u n t o f $ 50 . A  r e v is e d  l is t  is  a tta c h e d .

T h e  t i t le  o f  th e  b i l l  s h o u ld  be  c h a n g e d  to  re a d  " A n  a c t m a k in g  a s p e c ia l a p p r o ­
p r ia t io n  fo r  th e  p a y m e n t o f m is c e lla n e o u s  c la im s ; a n d  p r o v id in g  fo r  an  e f fe c t iv e  
d a te ."

T h e  r e v is e d  a m o u n ts  re q u e s te d  a re  as fo l lo w s :

D e p a r tm e n t o f  H e a lth  & S o c ia l S e r v ic e s  
D e p a r tm e n t o f C o m m e rc e  a n d  E c o n o m ic  

D e v e lo p m e n t 
D e p a r tm e n t o f R e v e n u e  
T  ota  I

$ 6 ,4 2 2 .0 6

3 1 .0 8
732.61

$ 7 ,1 8 5 .7 5

S in c e r e ly ,

A n d r e w  S .  W a rw ic k  
C h a irm a n
B u d g e t  R e v ie w  C o m m itte e

A S W /M O /c o



02 -00 IB  (REV. 08-73)

M E M O R A N D U M S t a t e  o f  A l a s k a

TO:
Ronald Lind, Deputy Director 

Division of Budget & Management 

Department of Administration

FROM:
Richard E. Alexander 

State Investment Officer 

Department of Revenue

DATE:

FILE NO:

March 10, 1976

TELEPHONE NO:

SUBJECT:
Request for Payment of Stale Date 

Warrants - Revised Listing

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 be l o w  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



C O M M I T T E E  R E P O R T

- \\ • •' ,'■■■ ••v'v •

1/19/76

M r  . P r e s  i d e n t D a t e

T h e  C o m m  i t t e e  o n F I N A N C E  h a s  h a d  3 B  1330

'special a p p r o p r i a t i o n  to D e p t , lieaitn “ SocTSl Service." T7TT v-.uui/r 31.

u n d e r  c o n s i d e r a t i o n .  A  M a j o r i t y  o f  t h e  m e m b e r s  o f  t h e  C o m m i t t e e

( ) r e c o m m e n d s  it D O  P A S S  

( ) r e c o m m e n d s  it D O  N O T  P A S S

( ) r e c o m m e n d s  it D O  P A S S  W I T H  A T T A C H E D  A M E N D M E N T ( S )

( ) r e c o m m e n d s  it B E  R E P L A C E D  W I T H  CS  F O R  ________________

CS F O R

A N D  T H A T

DO  P A S S

" a n d "  r e c o m m e n d s  it BE R E F E R R E D  T O  T H E  

C O M M I T T E E

( ) r e p o r t s  it b a c k  W I T H O U T  R E C O M M E N D A T I O N  

( ) " o t h e r "

M e m b e r s  s i g n i n g  t h e  M a j o r ?  t y  r e p o r t :

M e m b e r s  N O T  c o n c u r r i n g  in t h e  M a j o r i t y  r e p o r t :

------

r e c o m m e n d  s :

____ ______
/<• /'

r e c o m m e n d  s :

r e c o m m e n d s : 

r e c o m m e n d  s : 

r e c o m m e n d  s :

C.ha i r m a n

amm ■



J A N  1 6 1976

Th e  H o n o r a b l e  Chancy C r o f t  
P r e s i d e n t  of the Senate 
A l a s k a  S t a t e  Legislature  
Juneau, A l a s k a  99811

Dear Mr. President:

In a c c o r d a n c e  w i t h  AS 24.30.060(b) a n d  the U n i f o r m  Rules 
o f  the A l a s k a  State Legislature, I a m  t r a n s m i t t i n g  a 
b i l l  m a k i n g  a special a p p r o p r i a t i o n  to the D e p a r t m e n t  
o f  H e a l t h  and Social Services and the D e p a r t m e n t  of 
C o m m e r c e  and Economic D e v l e l o p m e n t  for m i s c e l l a n e o u s  
v e n d o r  claims.

Sincerely,

J a y  S . H a mmond 
Governor



#

lubnitted November 17, 1975 

)I7ISI0N INVOICE fl

Social Svcs.

Wien Airlines

Anchorage Times

Public Health

ATZ Travel
RCA
RCA

Public Assistance 

ATZ Travel

0042-4675 

Neakok Children

SIR 331895 
A8037 
A8037

STR 339313

MISCELLANEO®  CLAIMS 
FOR

LEGLISLATIVE APPROVAL 
FOR

FISCAL YEAR 1975

DATE OF 
SERVICE

?2-
10-31-7-5*"

06-24-75^

I t

08-27-73
10-10-73
11-11-73

08-27-^5

TOTAL General Bills (held in fiscal)

TOTAL Medical Bills (detail attached)

I TOTAL Department of Health 6 Social Svcs.

AMOUNT

488.25

67.20

154.55
45.15
37.20

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

S ' S  o 3 oA

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

REASON FOR DELAY

Invoice not recvd.
11 11 it
it ti it
ti it ti

11 
11 
11

11

11 
11 
11

11 
11 
11

ii ti



# L E G I S L A T I V E  B R I N G S  F O R  Y E A R  1 9 7 5 - 7 6
£ e ;e l.i

S u b m itted N o v e m b e r  17, 1975 

DIVISION • INVOICE fl

Public Health

A l a s k a  Clinic 
A l a s k a  Clinic 
A l a ska Clinic 
Richard L Day DDS

Medical A s s i s t a n c e

61184
182628
182631
210982

DATE OF 
SERVICE

07/13/73
11/20/72
12/06/72
7/71-10/72

AMOUNT

12.30
25.42
46.33

140.00'

DATE RECE IVED CODE

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

0 6-31- 1-761-380
0 6-31- 1-694 -380
06-31- 1-694- 380
06-31- 1-694- 380

Fairbanks M e m  Hosp 555486 02/02 73 82.00 06/12 75 06- 53-6-1 10-38 0

Fairbanks Mem Iiosp 507685 04/13 71 60. 00 01/30 75 0 6 - 5 3 -6-31 0-380

Pro videnc e iiosp 527378 12/28 72 19.20 04/12 75 0 6 - 3 5 - 6 - 1 2 0 - 3S0

P rovidence Iiosp 527379 12/2-6 72 19.20 04/12 75 06- 55-6-1 20-38 0

Providence riosp 527385 12/30 72 8. 00 04/12 75 0 6 - 3 5 - 6 -120-3 80

Provide nce Iiosp 527432 11/10 72 20.40 06/12 7 5 06- 53- 6 - 1 2 0 - 3 8 0

P rovidence Iiosp 527450 12/14 72 20.00 04/12 75 0 6-33- 6-120 -380

Alaska Clinic 74500 03/07 7 3 15.00 06/30 75 0 6 - 3 3 -6-15 0-380

Alaska Clinic • 74731 0 5/09 72 68.00 07/18 75 0 6 - 3 3 - 6 -350-3 80

Alaska Clinic 74732 0 2/15 72 944.00 07/18 75 0 6- 35-6- 350-38 0

A l a s k a  Clinic 74733 0 2/1.5 72 62.00 07/18 75 0 6- 33-6- 550-38 0

A l a ska Clinic 74 734 ■ 02/19 72 24.00 07/18 75 0 6- 33-6- 350-38 0

Fairbanks Mcd-Surg 96616 10/22 73 72. 00 11/28 74 0 6 - 3 3 - 6-15 0-380

Fairbanks M c d -S urg 96637 01/21 73 136.70 11/28 74 0 6 - 5 3 - 6-15 0-380

Fairbanks Mcd-Surg 96652 09/25 72 264.30 11/28 74 0 6 - 3 5 - 6-15 0-380

Fairbanks M c d -S urg 9665 5 11/18 72 4 8. 50 11/28 74 06 - 3 3 - 6-15 0-380

Fairbnnk s'"Mcd-Surg 966 82 01/26 73 20. 00 11/28 74 06- 33-6-1 50-38 0

Fairbanks M c d -S urg 96690 0 7/24 73 54 3. 80 11/28 74 06- 33-6-1 50-38 0

Fairbanks M c d -S urg 96 701 10/30 72 14 . 00 11/28 74 0 6-33- 6-150 -380

Fairbanks Mcd-S urg 96708 09/14 72 16.00 • 11/28 74 06-33-6-15 0-380

Fairbanks M c d - S u r g 96717 03/0.1 73 12.00 11/28 74 0 6-33- 6-150 -380

Fai rhanks Mc d-Sur g 96683 11/21 7 2 30. 85 11/28 74 06-33-6 -550-3 80

F a i rh a 11 k s M c d - S u r g 96693 0 7/21 73 2 2.40 11/28 74 06 - 3 3 - 6-35 0-380

Fairbanks M c d - S u r g 96696 . 02/2.1 72 150.10 1 1/28 74 0 6-33-6 -550- 580

Fairbanks Mcd- S u r g 96697 * 02/21 72 649 . 80 , 11/28 74 0 6-33- 6-550 -580

Fairbanks M e d - S u r g 96 7.1.1 03/02 72 26.60 11/28 74 0 6 - 5 3 -6-35 0-380

Home Health Care Svc - 06/2 2 72 129.25 07/51 75 06-33- 6-410- 380

3or recti on.s

Ketc hikan  M ed Clini c - 09/14/71 171.00 11/14/ 75 06-66- 4-112- 580

DELAY REASON •'

Invoice not rcvd.
it it ii

it it it •
i t  i i  i i

Invoice not rcvd.
tt 

II 
tt 
tt 

tt 

it 

tt 
ft 
tt 
tt 

It

E l i g i b i l i t y  6 Audi

It 
tt 

tt 
tt 
II 
11 
It 
tt 

ft 
tt

Invoice not rcvd.

Invoice not t

(continued)



submit ted

L E G I S L A T I V E  B I L L I N G S  FO R  Y E A R  1 9 7 5 - 7 6

DATE OF

IVISI ON INVOICE Ii SERVICE A M O U N T DATE RCVD. CODE

Public Heal tli

Aiaska T r e a t m e n t C t r . 111698 06/28/73 53.60 11/19/75 06-31-1-' 82-380

Alaska Trea tment C t r . 111900 09/05/73 54.50 11/19/75 06- 31- 1 - 6 8 2 - 5 8 0

Alas ka T r e a t m e n t Ctr. 161228 10/17/73 48. SO 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

Ala ska TRcatmcnt Ctr. 161229 10/29/73 18.00 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

Ala ska Tr eatment Ctr. 161542 11/28/73 4 6.90 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

Alas ka T R c a t m c n t Ctr. 161543 12/17/75 18.00 11/19/75 0 6 - 3 1 * 1 - 6 8 2 - 3 8 0

Alas ka T R c a t m c n t Ctr. 161353 J 1/02/73 39.80 11/19/75 06- 31 - 1 - 6 8 2 - 3 8 0

Alaska T r e a tmcn t c: t r . 161479 09/24/73 54 . 50 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

A .1. ask a T r e a tmen t Ctr. 161480 10/08/75 IS. 00 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

A 1 a ska .Trcatmcn t Ctr. 161627 09/19/73 . 21.80 11/19/75 0 6 - 3 1 - 1 - 6 8 2 - 3 8 0

Alas ka T r e a tmen t Ctr. 161209 10/16/73 102.60 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

A 1 aska Tr c atmcn  t C t r . 161211 10/30/73 14.40 11/19/75 0 6 - 5 1 - 1 - 6 8 6 - 3 8 0

Alaska T reatmcnt Ctr. 161275 11/29/73 1.16.60 11/19/75 06 - 3 1 - 1 - 6 8 6 - 3 8 0

A l a s k a T r e a t m e n t Ctr. 161276 12/18/73 2S.40 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

A laska Tr e a t m e n t Ctr. 161560 11/01/73 6 3. 20 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

Alaska T r e a t m e n t Ctr. 161361 11/13/73 14.40 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

Alaska Tre atment Ctr. 161462 09/27/73 41.80 11/19/75 0 6 - 5 1 - 1 - 6 8 6 - 3 8 0

Alaska T r e a t m e n t Ctr. 161696 12/27/73 92.00. 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

Alaska T reatmcnt Ctr. 161697 01/22/74 65.80 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

Medical A s s i s t a n c e .

Spence. ' Falcon, MD 195558 04/18/73 19.00 09/05/75 0 6-33- 6 - 1 5 0 - 3 8 0

DELAY REASON

Invoice not rcvd.

n H n

T O T A L 4,805.25



I n t r o d u c e d :  1 / 1 9 / 7 6
R e f e r r e d :  F i n a n c e
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BY THE RULES COMMITTEE BY 
IN THE SENATE R E Q UEST OF THE GOVERNOR

SENATE BILL NO. 530

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - SECOND SESSION

A BI L L

For an Act entitled: "An Act m a k i n g  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 L E G I S LATURE OF THE STATE OF ALASKA:

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

to the Department of H ealth and Social Services and the Department of 

Commerce and Economic Development, for the purpose of paying miscellaneous 

vendor claims, to be a l located as follows:

Department of Health and Social Services $5,638.24

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 ) .

- 1-
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I n t r o d u c e d :  1 / 1 9 / 7 6
R e f e r r e d :  F i n a n c e

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

SENATE BILL NO. 530

IN T HE 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 D e v e l o p m e n t , 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 31■08

$5,669.32

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

1 0 . 0 7 0 ( c ) .

-1-

S B  530
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J A N  1 6  1976

T h e  h o n o r a b l e  C h ancy C r o f t  
P r e s i d e n t  of the Senate 
A l a s k a  State L e g i s l a t u r e 
Juneau, A l a s k a  99811

Deal* Mr. President:

In a c c o r d a n c e  w i t h  AS 24.30.060(b) a n d  t h e  U n i f o r m  Rules 
o f  the A l a s k a  State Legislature, I a m  t r a n s m i t t i n g  a 
b i l l  m a k i n g  a special a p p r o p r i a t i o n  to the D e p a r t m e n t  
of H e a l t h  and Social Services a n d  the D e p a r t m e n t  of 
C o m m e r c e  and E c o n o m i c  D e v l e l o p m e n t  for m i s c e l l a n e o u s  
v e n d o r  claims.

Sincerely,

J a y  S. K a m m o n d  
G o v e r n o r

\v



Submitted November 17, 1975 

DIVISION INVOICE #

Social Svcs.

Wien Airlines

Anchorage Times

Public Health

ATZ Travel
RCA
RCA

Public Assistance 

ATZ Travel

0042-4675

Neakok Children

STR 331895 
A8037 
A8037

STR 339313

MISCELLANEG® CLAIMS 
FOIT

LEGLISLATIVE APPROVAL 
FOR

FISCAL YEAR 1975

DATE OF 
SERVICE

10-31-7-5-

0 6 - 2 4 - 7 ^

7 /

08-27-73
10-10-73
11-11-73

08-27-^5

TOTAL General Bills (held in fiscal)

TOTAL Medical Bills (detail attached) 

TOTAL Department of Health 6 Social Svcs.

AMOUNT

488.25

67.20

154.55
45.15
37.20

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

S S Ac

CODE

06-21-3-409-350 
06-21-3-509-350 
06-21-3-61R-350 
06-21-3-2 -325

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

06-33-6-180-215

REASON FOR DELAY

Invoice not recvd.
t T t t T t
11 It II

II II II

I I 

I I 
I I

I I

I I 

I I 
I I

11
I I

II

II II

/ /vO o'



L E G I S L A T I V E  B R I N G S  F O R  Y E A R  1 97 5 - 7 6

S u b m i tted N o v e m b e r  17, 1975 

DIVISION INVOICE U
DATE OF 
SERVICE A M O U N T DATE RECE IVED CODE

Public Health

Alaska Clinic 
A la ska C linic 
A laska  C linic 
Richar d L Day DDS

61184
182628
182651
210982

07/15/73
11/20/72
1.2/06/72
7/71-10/72

12.30 
25.42 
46. 33 

1 4 0 . 0 0’

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

06-31-1 -761-5 80
0 6-31- 1-694 -380
06- 31-1-6 94-38 0
0 6 - 5 1 -1-69 4-380

Medical A s s i s t a n c e

Fairbanks M e m  Iiosp 555486 02/02 7 3 82.00 06/12/75 0 6-35- 6-110 -580

Fairbanks Mem Iiosp 507685 04/13 71 60.00 01/50/75 0 6 - 3 3 - 6 -310-3 80

P rovidence Iiosp 527378 12/28 72 19.20 04/12/75 ■ 06-35-6-1 20-58 0

Providence Iiosp 527379 12/2-6 72 19. 20 04/12/75 0 6- 33-6- 120-38 0

Providence Hosp 527385 12/50 72 8.00 04/12/75 0 6 - 3 5 - 6-12 0-380

Providence llosp 527432 11/10 72 20.40 06/12/75 0 6 - 3 5 - 6-12 0-380

Providence Iiosp 527450 12/14 72 20. 00 04/12/75 0 6 - 3 3 - 6 -120-3 80

Alaska Clinic 74500 0 3/07 7 3 15.00 06/50/75 06- 55-6-1 50-38 0

Alaska Clinic 74 731 0 5/09 72 68.00 07/18/75 0 6 - 3 3 - 6-35 0-380

Alaska Clinic 74 732 0 2/15 72 944.00 07/18/75 0 6-33- 6-350 -380

Alaska Clinic 74733 02/15 72 62. 00 07/.18/75 0 6-33- 6-350 -380

Al a s k a  Clinic 74 734 0 2/19 72 24 .00 07/18/75 0 6-33- 6-350 -380

Fairbanks Mcd-S urg 96616 10/22 73 72. 00 11/28/74 0 6-33- 6-150 -380

Fairbanks M c d -Surg 96637 01/21 73 136.70 .11/28/74 06-33-6 -150- 380

Fairbanks Mcd-Surg 966 52 09/25 72 264.30 11/28/74 06-33- 6-150- 380

Fairbanks Mcd-Sur g 96655 11/1 8 72 4 8. 50 11/28/74 0 6 - 3 3 -6-15 0-380

Fairbanks M c d -Sur g 96632 01/26 73 20. 00 11/28/74 0 6-33- 6-150 -380

Fairbanks M c d -Surg 96690 0 7/24 73 54 3. 80 11/28/74 0 6-33- 6-150 -380

Fairbanks M c d -Surg 96701 10/50 72 14 . 00 11/28/74 0 6 - 3 3 -6-15 0-580

Fairbanks Mcd- Surg 96708 09/14 72 16.00 11/28/74 06-33-6 -150- 380

Fairl) a n k s Me d - S urg 96717 0 3/01 73 12 . 00 11/28/74 06-33-6 -150-3 80

Fai rhanks Mcd-Sur g 966 83 11/21 7 2 30.85 11/2 8/74 06-33-6 -350-3 80

Fairbanks M c d -S urg 96693 07/21 73 2 2.. 4 0 11/28/74 0 6-33- 6-350 -380

Fairbanks M e d -Suvg 96696 02/2.1 72 150.10 11/28/74 06-53 -6-35 0-5 8 0

Fairbanks M c d -Surg 9669 7 0 2/2.1 72 649. 80 , 11/28/74 0 6-33- 6-550 -580

Fairbanks M c d - S u r g 967.1.1 0 5/02 72 26.60 11/28/74 0 6-33- 6-350 -380

Home Health Care Svc - 06/22 7 2 129.25 07/51/75 0 6-33- 6-410 -380

Cor reelj or.s

;e 1.

DELAY REASON

Invoice not rcvd
ii it M
ii ii ii

it H ii

Invoice not rcvd
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Invoice not rcvd.

Ketchikan Med Clinic 

(continued) ___

09/14/71 171.00 11/14/75 0 6 - 0 6 -4-1 12-38 0 Invoice not t

A



Page 2.

L E G ISLAT IVE HILLINGS FOR Y E A R  1975-76

INVOICE a
DATE OF 
SERVICE AMOUNT DATE RCVD. CODE

Public Health

A laska T r e a tmen t Ctr. 111698 06/28/75 S3»60 11/19/75 06- 31- 1 - 6 8 2 - 3 8 0

A l a s k a T r e a tmen t Ctr. 111900 09/05/73 54. 50 11/19/75 0 6 - 3 1 -1-68 2-580

A laska T r e a tmen t Ctr. 161228 10/17/73 48.80 11/19/75 0 6 - 5 1 -1-68 2-380

A l a s k a TRcatmcnt Ctr. 161229 10/29/73 18.00 11/19/75 0 6 - 5 1 -1-68 2-380

A 1 a s k a T reatmcnt Ctr. 161542 11/28/73 46.90 11/19/75 0 6 - 3 1 -1-68 2-380

A la ska T R c a t m c n t Ctr. 161543 12/17/73 18.00 11/19/75 0 6 - 3 1 -1-68 2-380

A 1 a s k a T R c a t m c n t Ctr. 161353 1 1/02/73 39.80 11/19/75 0 6 - 3 1 -1-68 2-380

A 1 a s k a Tre atmcn t C t r . 161479 09/24/73 54 . 5 0 11/1.9/75 06- 31- 1 - 6 8 2 - 3 8 0

A laska Treat m e n t Ctr. .1614S0 10/08/75 18.00 11/19/75. 06-51.-1-682-380

A l a s k a Trcatmcn t Ctr. 161627 09/19/75 21.80 11/19/75 06-5.1-1-682-380
Ala ska Tre atment Ctr. 161209 10/16/73 102.60 11/19/75 0 6 - 3 1 - 1 - 6 S 6 -380
Al a s k a T r c a tmcn t C t r . 161211 10/50/73 . 14.40 11/19/75 0 6 - 5 1 -1-68 6-380
A l a s k a Treatment Ctr. 161275 11/29/73 116.60 11/19/75 0 6 - 3 1 -1-68 6-380

A l a s k a Tre atmcnt Ctr. 161276 12/18/73 28.40 11/19/75 0 6 - 3 1 - 1 - 6 8 6 - 3 8 0

A l a s k a Treatme nt Ctr. 161560 11/01/73 63. 20 11/19/75 06-31- 1-686- 380

A l a s k a T rcatment Ctr. 161361 11/13/73 14.40 11/19/75 06-31 - 1 - 6 8 6 - 3 8 0
A l a ska Trea tment C t r . 161462 09/27/73 41. 80 11/19/75 0 6 - 3 1 -1-68 6-380
Alaska T r e a t m e n t Ctr. 161696 12/27/73 92.00. 11/19/75 06 - 3 1 -1- 686-3 80

A l a s k a T r e a t ment Ctr. 161697 01/22/74 65.80 11/19/75 0 6 - 3 1 -1-68 6-380

DELAY REASON

Invoice not rcvd.
II • . 
II 
II
I I  . 
I I  
I I  
I I  
II 

I I  
II 
I I  
fl 
I I  
It 
I I  
m 
it 
it

Medical A s s i s t a n c e  

S p e n c e r  Falcon, MD 

TOTAL

195558 04/18/73 19.00

4,805.25

09/05/75 06- 33-6-1 50-38 0

©
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I n t r o d u c e d :  1 / 1 9 / 7 6
R e f e r r e d :  F i n a n c e

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

SENATE BILL NO. 530

IN THE L EGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - SECOND SESSION

A BILL

For an Act entitled: "An Act m a k i n g  a special appropriation to the

BE IT ENACTED BY THE LEGISL A T U R E  OF THE STATE OF ALASKA:

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

to the Department of H e a l t h  and Social Services and the Department of 

Commerce and Economic Development, for the purpose of paying miscellaneous 

vendor claims, to be a l located as follows:

$5,669.32

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

1 0 . 0 7 0 ( c ) .

Department of H e a l t h  a nd Social Services and the 

Department of Commerce ana Economic Development for 

v endor claims; and providing for an effective date."

Department of H ealth and Social Services 

Department of Commerce and Economic Development

$5,638.24

31.08

- 1 -

SB 530



S 6  g ' s - o

■ J A N  1 6 1976

T h e  H o n o r a b l e  C h a n c y  C r o f t  
P r e s i d e n t  of the Senate 
A l a s k a  State Legisl a t u r e  
Juneau, A l a s k a  99811

D e a r  Mr. President:

In a c c o r d a n c e  w i t h  A S  24.30.060(b) and the U n i f o r m  Rules  
o f  the A l a s k a  State Legislature, I am t r a n s m i t t i n g  a 
b i l l  m a k i n g  a special a p p r o p r i a t i o n  to the D e p a r t m e n t  
of  H e a l t h  and Social Services and the D e p a r t m e n t  of 
C o m m e r c e  and E c o n o m i c  D e v l e l o p m e n t  for m i s c e l l a n e o u s  
v e n d o r  claims.

Sincerely,

J a y  S. H a m m o n d  
Gover n o r



ubmitted November 17, 1975 

IVISION INVOICE #

Social Svcs.

V/ien Airlines .

Anchorage Times

Public Health

ATZ Travel
RCA
R'CA

Public Assistance 

ATZ Travel

0042-1+675

Neakok Children

STR 331895 
A8037 
A8037

STR 339313

MISCELLANEOf^CLAIMS
FOIT"

LEGLISLATIVE APPROVAL 
FOR

FISCAL YEAR 1975

S S

DATE Or 
SERVICE

10-31-7-5- 

06-24-75^

I t
08-27-73
10-10-73
11-11-73

08-27-^5

TOTAL General Bills (held in fiscal)

TOTAL Medical Bills (detail attached) 

TOTAL Department of Health 5 Social Svcs.

AMOUNT

488.25

67.20

154.55
45.15
37.20

40.64

832.99

4,805.25

5,038.24

DATE RECEIVED

7-17-75

6-09-75

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

10-27-75

ii

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

A
• V . s s

REASON FOR DELAY

Invoice not recvd.
11 
11 
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11 
11 
11
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t »

1 t

t t 
t t 
t t

t t 
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L E G I S L A T I V E  B R I N G S  F O R  Y E A R  19 7 5 - 7 6

S u b m i t t e d  No v e m b e r  17, 1975 

DIVISION INVOICE

DATE OF 
SERVICE A M O U N T DATE RECEIV ED CODE

Public Health

Al a s k a  Clinic 
A l a s k a  Clinic  
Ala ska Clinic 
Richard L Day DBS

61184 
182 62 8 
182631 
210982

07/13/73
11/20/72
12/06/72
7/71-10/72

12.30 
25.42 
46. 33 

140.00'

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

06- 31-1-7 61-58 0  
06- 51-1-6 94-58 0  
0 6-51- 1-694 -380  
06- 31- 1 - 6 9 4 - 3 8 0

Medical A s s i s t a n c e

Fairbanks Mem Iiosp 535486 0 2/0 2 73 82.00 06/12/75 06- 53-6-1 10-38 0

Fairbanks Mem Iiosp 507685 04/13 71 60. 00 01/50/75 06 - 3 3 - 6-31 0-380

Providence Iiosp 527378 12/28 72 19.20 04/12/75 06-33-6-12 0-580

Providence Iiosp 527379 12/2-6 72 19. 20 04/12/75 06-55-6-.120- 3S0

Providence Hosp 527385 12/30 72 8. 00 04/12/75 06 - 3 5 - 6-12 0-380

Providence Iiosp 527432 11/10 72 20.40 06/12/75 06 - 3 3 - 6-12 0-580

Provi dcncc Hosp 527450 12/14 72 20.00 04/12/75 0 6 - 33-6- J. 20-380

Alaska Clinic 74500 03/07 7 3 15.00 06/30/75 0 6 - 3 3 - 6-150 -380

Alaska Clinic 74 731 05/09 72 68. 00 07/18/75 06-33- 6 - 3 5 0 - 3 8 0

Alaska C.1 nic 74 752 0 2/15 72 944.00 07/18/75 0 6-33- 6-350 -380

Alaska Clinic 74733 02/15 72 62.00 '07/.18/75 0 6-33- 6-550 -380

A laska  Clinic 74 734 02/19 72 24. 00 07/18/75 0 G - 33-6-350-380

Fairbanks Mcd-Surg 96616 1.0/22 73 72. 00 11/28/74 06 - 3 3- 6 - .1 50-580

Fairbanks M c d - Surg 96637 01/21 75 136.70 11/28/74 06-33- 6-150- 380

Fairbanks Mcd-Su rg 96652 09/2 5 72 264.30 1.1/28/74 06-35-6- 1.50- 380

Fairbanks Mcd-Surg 966 5 5 11/1 8 72 48. 50 11/28/74 06-33- 6-150- 380

Fairbanks M c d -S urg 96682 01/26 73 20. 00 11/28/74 0 6-33- 6-150 -380

Fai rbanks M c d -S urg 96690 0 7/24 73 54 3. 80 11/28/74 0 6-33- 6-150 -380

Fajrbanks M c d -S urg 96 701 10/30 72 14 . 00 11/28/74 06- 33-6-1 50-38 0

Fn.i rbanks Mcd-S urg 96708 09/14 72 16.00 11/28/74 06-33-6 -150-3 80

Fairbanks M c d -S urg 9671 7 0 3/0.1 73 12.00 11/28/74 06-33- 6-150- 380

Fa irbanks Mcd-S urg 96683 11/21 72 30. 8 5 11/28/74 06-53-6 -550-3 80

Fai rbanks M c d -Surg 96693 0 7/21 73 7.2. 4 0 11/28/74 0 6 - 3 3 -6-35 0-380

Fu j. rbanks M c d -S urg 96696 02/2.1 72 150.10 1 1/28/74 06 -33-6- 350-5 80

Fai rbanks M c d -S urg 9669 7 0 2/21 72 649 . 80 , 11/28/74 06-33- 6-350- 580

Fai rbanks Med-S ura 96711 03/02 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

Correct j ons

#
Se I- *•

DELAY REASON '

Invoice not rcvd.
i i  i i  i i

ii ii H
n  i i  i t
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Ket chikan Med Clinic 

(continued)

09/14/71 171.00 11/14/75

Invoice not rcvd.
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Invoice not rcvd

06- 66-4-1 12-38 0 Invoice not r



ubnit ted

i v  r s i o x

Public Health

invoice a
DATE OP 
SERVICE A M O U N T DATE RCVD, CODE

A l aska Tre at m e n t Ctr. 111698 06/28/75 S3.60 ■ 1.1/19/75 06- 51- 1 - 6 8 2 - 5 8 0

A 1 a s k a Treatm ent Ctr. 111900 09/05/73 54. 50 11/19/75 0 6 - 5 1 -1-68 2-580

A laska T r e a tmen t C t r . 161228 10/17/73 • 48.80 11/19/75 0 6-51- 1 - 6 8 2 - 3 8 0

A la ska TRc atmcnt C t r . 161229 10/29/73 18.00 11/39/75 0 6 - 3 1 -1-68 2-380

A laska Treatment Ctr. 1613-12 11/28/73 4 6.90 11/19/75 06- 31-1-6 82-38 0

Alaska T R c a t m c n t Ctr. 161543 12/17/73 18.00 11/19/75 0 6 - 3 1 *1-68 2-380

A l a s k a '1 Re a t men t. Ctr. 161353 1 1/02/73 39.80 11/19/75 0 6-31- 1-682 -380

A 1 a s k a T r e a t mcnt Ctr. 161479 0 9/24/73 54 . 50 11/19/75 0 6 - 3 1 -1-68 2-380

Alaska T r e a t m e n t Ctr. 161480 10/08/73 IS. 00 11/19/75 0 6 - 5 1 - 1 -682-5 80

A 1aska T rcatmcn t C t r . 161627 09/19/73 21. SO 11/19/75 0 6 - 3 1 -1-68 2-380

A laska Trea tment Ctr. .161209 10/16/73 102.60 11/19/75 •06 -31-1- 6S 6 -380

Al a s k a Trcatmc n t Ctr. 161211 10/30/73 14.40 11/19/75 06- 53.- 1-686- 380

Ala ska Trca tmcnt Ctr. 161275 11/29/73 116.60 11/19/75 0 6 - 3 1 - 1 -686-3 80

A 1 a s k a Treat ment Ctr. 161276 12/18/73 28.4 0 11/19/75 06-31-1.-686-380
Alas ka T r e a tmc nt Ctr. 161560 11/01/73 6 3. 20 11/19/75 0 6 - 3 1 - 1 -686-3 80

Alas ka T reatm ent Ctr. 161361 11/13/73 14.4 0 11/19/75 06- 31 - 1 - 6 8 6 - 3 8 0

Alaska Tre at m e n t C t r . 161462 09/27/73 41.80 11/19/75 06 - 3 1 - 1-68 6-380

Alaska T r e a t m e n t Ctr. 161696 1.2/27/73 92.00. 11/19/75 0 6 - 3 1 - 1-68 6-380

A laska T r e a t m e n t Ctr. 161697 01/22/74 65.80 11/19/75 06 - 3 1 - 1-68 6-380

Medical  A s s i s t a n c e  

Sp ence r Falcon, MD 

TOTAL

195558 04/18/73 19.00

4,805.25

09/05/75 0 6-33- 6-150 -380

DELAY REASON

Invoice not rcvd.

II tt

9 9



I, the undersigned, an employee o f the State o f Alaska, do hereby certify 

tha t the m icrofilm  images on this m icroform  are accurate reproductions 

o f the original records o f the State o f Alaska as accumulated during the 

regular course o f business, and tha t it is the established po licy and practice 

o f this State to  m icrofilm  its records and to dispose o f the original records 

after m icrofilm  reproductions have been made.

& J 2 .

Signature o f Camera Operator Date



I i T - M
"An Act m a k i n g  a s p e c i a l  a p p r o p r l a t l o h  to t h e  D e p a r t m e n t  of  H e a l t h  a n d  
v ocl^il o e r v l c e s  and the D e p a r t m e n t  of  C o m m e r c e  a n d  E c o n o m i c  D e v e l o p m e n t  for 
v e n d o r  c l a ims; a n d  p r o v i d i n g  f o r  an e f f e c t i v e  d a t e . "

C O M M I T T E E  R E P O R T

1 / 2 6 / 7 6

M r .  S p e a k e r : D a t e  C i) 3 t  5>* i t

T h e  C o m m i t t e e  on h a s  h a d  S B  5 3 0

u n d e r  c o n s i d e r a t i o n .  A M a j o r i t y  o f  t h e  m e m b e r s  o f  t h e  C o m m i t t e e

w  I r n o J

PASS WITH ATTACHED AMENDMENT ( S )  .. , A
.  TiM'Vfc/C £  uJ*

R E P L A C E D  WITH ''CS FOR - f t  $ '< >  AND THAT

7' 0  DO P AS S

( ) r e c o m m e n d  s i t DO

( ) r e c o m m e n d s i t DO

( ) r e c o m m e n d  s i t DO

( » r e c o m m e n d  s i t BE

f l . o  V t  CS FOR iz  ■:

( ) " a n d "  r e c o m m e n d s  i t  BE R E F E R R E D  TO THE 

COMMI TTEE

( ) r e p o r t s  i t  b a c k  WITHOUT RECOMMENDATION 

( ) " o t h e r "

Me m b e r s  s i g n i n g  t h e  M a j o r i t y  r e p o r t :
J  /

 - ̂ j- . * '

Me m b e r s  NOT c o n c u r r i n g  i n  t h e  M a j  o r i t  y r e p o r t :

___________________________________  r e c o m m e n d s :

___________________________________  r e c o m m e n d s :

___________________________________  r e c o m m e n d s :

___________________________________ r e c o m m e n d  s :

/ /
r e c o m m e n d  s : / /

j f y
C h a i r m a  n

/ /

1 • V\.



I n t r o d u c e d :  1 / 1 9 / 7 6

R e f e r r e d :  F i n a n c e

BY THE RULES COMM I T T E E  BY 
IN THE SENATE R E Q U E S T  OF THE GOVE R N O R

SENATE BILL NO. 530

IN THE LEGISLATURE OF T HE ST A T E  OF ALASKA

NINTH L EGISLATURE - S E COND SESSION

A BILL

For an Act entitled: "An Act m a k i n g  a special a p p r o p r i a t i o n  to the

Department of Health a n d  Social Services and the 

Department of Commerce and Economic D e v e l opment for 

vendor claims; and p r o v i d i n g  for an effective date." 

3E IT ENACTED BY THE L E G I S LATURE OF THE STATE OF ALASKA:

# Section 1. The sum of 4>5»669.32 is a p p r o p r i a t e d  from the general fund 

to the Department of H e a l t h  and Social Services and the Department of 

C ommerce and Economic D e v e l o p m e n t } for the purpose of p aying m i s c e l l a n e o u s  

vendor claims, to be allocated as follows:

Department of Health and Social Services $ 5,638.2^
Department of Commerce and Economic D evelopment 31.08

$5,669.32

* Sec. 2. This Act takes effect Immediately in acc o r d a n c e  with AS 01.- 

1 0 . 0 7 0 ( c ) .

- 1 -

S B  5 3 0



P O U C H  C -  JUNEAU 9 S B I1

JAYS. HAMMOND, GOVERNOR

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 b i l l ,  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 b ill should be changed to read "An act making a special appro­
priation for the payment of miscellaneous claims; and provid ing 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 
Department of Revenue 
Total

31.08
732.61

$7,185.75

Andrew S. Warwick 
Chairman
Budget Review Committee

ASW/MO/co



M E M O R A N D U M S t a t e  o f  A l a s k a

TO:
Ronald Lind, Deputy Director 

Division of Budget & Management 

Department of Administration

DATE:
March 10, 1976

FILE NO:

T E LEPH O N E  NO :

FROM :
Richard E. Alexander 

State Investment Officer

S U B JE C T :
Request for Payment of Stale Date 
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 

Mr. M. H. Shelton 

Richard K. Armstrong 

Lorin T. Oldroyd 

V. E. Baker

Eagle River Plumbing & Heating
Jeff C. Jeffers

Clifford W. Berry

Mrs. Ruth N. JOrgensen

Mrs. Ruth N. Jorgensen

Mrs. Ruth N. Jorgensen

Mrs. Ruth N. Jorgensen

First Virginia Bank

Mrs. Ruth N. Jorgensen

Paula Terrel

M. T. Reynolds

$ 64.93

19.74

69.49 

152.25

22.50 

24.48

78.50 

59.11 

' 3.00

33.75

33.75

1.50 

49.41

2.50 

67.70 

50.00

T o t a l $ 7 3 2 , 6 1



JAY S. HAMMOND, Covernor

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

DIVISION OF BUDGET & MANAGEMENT j POUCH f —  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

2) Health and Social Services 

miscellaneous prior year's bills

$682.61

$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/lw



, v

M E M O R A N D U M
R E C E I V E !

S t a t e  o f  A l a s k a  JAiJ 2 7 w/s
BViHikl &  i m m E M

TO:
R o n a l d  L i n d ,  D e p u t y  D i r e c t o r  
D i v i s i o n  o f  B u d g e t  & M a n a g e m e n t  

D e p a r t m e n t  o f  A d m i n i s t r a t i o n

n  A  _

F p o ^ J o h n  M. D a u g h e r t y ,  D i r e c t o r  
' T r e a s u r y  D i v i s i o n

DATE:
J a n u a r y  27, 1 9 7 6

F ILE NO:

T E L E PH O N E  NO:

S U B JE C T :

D e p a r t m e n t  o f  R e v e n u e

R e q u e s t  f o r  P a y m e n t  o f  
S t a l e  D a t e  W a r r a n t s  - 
R e v i s e d  L i s t i n g

T h e  f o l l o w i n g  is a  l i s t  o f  " S t a l e  D a t e d "  w a r r a n t s  f o r  w h i c h  
t h e  p a y e e s  h a v e  c o n t a c t e d  t h e  T r e a s u r y  D i v i s i o n  r e q u e s t i n g  p a y m e n t .  

E a c h  p a y e e  w a s  r e q u i r e d  t o  f o r w a r d  e i t h e r  t h e  o r i g i n a l  w a r r a n t  o r  
a x e r o x  c o p y  o f  t h e  o r i g i n a l  w a r r a n t  as e v i d e n c e  t h a t  t h e  i t e m  h a d  
n o t  b e e n  p a i d .  I n  c h e c k i n g  o u r  r e c o r d s  o f  r e d e e m e d  w a r r a n t s  t h e  

i t e m s  l i s t e d  b e l o w  a r e  l e g i t i m a t e  c l a i m s  a n d  h a v e  n o t  b e e n  p a i d  

b e c a u s e  o f  s t a l e  d a t e .

M r .  J. G l e n  C a s s i t y $ 6 4 . 9 3

J. H. S h e l t o n 1 9 . 7 4

R i c h a r d  K. A r m s t r o n g 6 9 . 4 9

L o r i n  T. O l d r o y d 1 5 2 . 2 5

V. E. B a k e r 2 2 . 5 0

E a g l e  R i v e r  P l u m b i n g  & H e a t i n g 2 4 . 4 8

J e f f  C. J e f f e r s 7 8 . 5 0

C l i f f o r d  W. B e r r y 5 9 . 1 1

M r s .  R u t h  N. J o r g e n s e n 3 . 0 0

M r s .  R u t h  N. J o r g e n s e n 3 3 . 7 5

M r s .  R u t h  N. J o r g e n s e n 3 3 . 7 5

M r s .  R u t h  N. J o r g e n s e n 1 . 5 0

F i r s t  V i r g i n i a  B a n k 4 9 . 4 1

M r s .  R u t h  N. J o r g e n s e n 2 . 5 0

P a u l a  T e r r e l 6 7 . 7 0

T o t a l $ 6 8 2 . 6 1



y '  W-CoioSTATE of ALASKA
TO: p

Ron Lind, Deputy Director 

Divi s i o n  of Budget & Management 

Dept, of Administration

FROM: Eugene A.

Acting Deputy Director 

D ivi s i o n  of Administrative Services 

Dept, of H e alth & Social Services

F J E C E f V E D

FEB 41976

BUDGfiL &  M A N A GEMFtffi

date j February 3, 1976

subject: Addition to P r i o r  Year's

Claims Bill

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 B RU and the remaining $191.45 

in the Crippled Children component of the Child and Family H e a l t h  BRU.

- ± S o %  J J )  ?

* M
Attachment



LEGISLATIVE BILLINGS FOR YEAR 1 9 7 5 - 7 6 -  SUPPLEMENTAL

SUBMITTED 1/20/76

D I V I S I O N

P U B L I C  A S S I S T A N C E

• Kent M e d i c o  1 Ctr.

•.. A n c h o r a g e  C o m  Iiosp,

.’/. A l a s k a  C l i n i c  

; A l a s k a  C l i n i c

/ A l a s k a  C l i n i c

A l a s k a  C l i n i c

■"..Alaska C l i n i c  
•: A l a s k a  C l i n i c

S u b - T o t a l  

P U B L I C  H E A L T H  •
• A l a s k a  O r t h o p e d i c s  
Al.aska O r t h o p e d i c s

' G r a n d  T o t a l

I N V O I C E

1 2 7 3 9 5111596

SVC. D A T E A M O U N T D A T E  RCVD. C O D E D E L A Y  R E A S O N

1 2 / 2 9 / 7 2 - 2 / 1 3 / 7 3  2 7 3 . 6 0 0 6 / 1 8 / 7 5

5 5 5 0 7 2 0 7 / 0 1 / 7 3 1 1 4 . 6 4 1 2 / 1 5 / 7 5 0 6 - 3 3 - 6 - 1 2 0 - 3 8 0

5 8 8 2 7 } 1 0 / 1 6 / 7 3 - 1 1 / 3 0 / 7 3 7 9.10 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
5 5 720

* 5 7 6 8 9 , 0 1 / 1 0 / 7 4 - 0 1 / 2 6 / 7 4 31.41 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
57687,
57688

185788, 
60004. 

.185790 , 
185791,

0 7 / 1 9 / 7 3 - 0 8 / 2 3 / 7 3 34. 78 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

1 8 5 7 8 9
185792,
185787,
185786,
1 8 5 7 8 5

0 7 / 1 9 / 7 3 - 0 8 / 1 5 / 7 3 4 2 . 1 3 0 1 / 1 2 / 7 6

i

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

6 0 0 0 5 0 7 / 1 9 / 7 3 7.26 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
*57689,
5 8 826

1 0 / 1 1 / 7 5 - 1 1 / 1 8 / 7 3 9.45 0 1 / 1 2 / 7 6 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  O u t  o f  S t a t e
s t a l e - d a t e d  wt. 
s t i l l  o u t s t a n d i n g  
R e v e n u e  a p p r o v a l  
pay.

o f  p a t i e n t  e l i g­
ibil i t y .

59 2 . 3 7

1 1 / 0 1 / 7 3
0 7 / 2 4 / 7 5

39.6 5 
1 5 1 . 8 0

0 7 / 0 1 / 7 5
0 7 / 0 1 / 7 5

0 6 - 3 1 - 1 - 6 8 7 - 4 7 0  I n v o i c e s  Lost. 
0 6 - 3 1 - 1 - 6 8 7 - 4 7 0

1 9 1 . 4 5

T S T T 8 T

*2 m o n t h s  o f  this i n v o i c e  c o v e r e d  b y  d i f f e r e n t  e x p l a n a t i o n  o f  b e n e f i t s  by M e d i c a r e .



70:
r

FROM:

Ron Lind, Deputy Director 

Division of Budget & Management 

Dept, of Administration

Eugene A. tSnfL*t?fCB’rV j  
Acting D eputy Director 

Division of Administrative Services 

Dept.' of H ealth & Social Services

DATE

SUBJECT:

F e b r u a r y  3, 1 9 7 6

Addi t i o n  to Prior Y e a r’ 

Claims Bill

P lease add $783.82 to the supplemental appropriation request to cover 

miscellaneous prior y e a r’s bills as detailed on the attached list. 

$592.37 of the total is in the Medicaid B RU and the remaining $191.45 

in the Crippled Children component of the Child and Family H e a l t h  BRU.

A t t a c h m e n t



LEGISLATIVE BILLINGS I-OB YEAR 1975-76 - SUPPLEMENTAL

SUliM I TTI;D 1/2U/76

D I V I S I O N

P U B L I C  A S S I S T A N C E

Kent M e d i c a l  Ctr.

A l a s k a  C l i n i c  

A l a s k a  C l i n i c

A l a s k a  Cl ini c

A l a s k a  C l i n i c

A l a s k a  C l i n i c  
A l a s k a  C l i n i c

S u b - T o t a  L

P U B L IC M L A L T H
7TI as F a  O r t T i o p e d  i cs 
A 1 a s k a  Oi l h o p e d  i-es

Cirand Total

I N V O I C E  II SVC. DA T E A M O U N T

A n c h o r a g e  C o m  Iiosp. 5 550 7 2

1 8 5 7 8 7

185786, 
.185 785
6000:

* 5 7 6 8 0  

5 8 8 2 6

1 2/395 
I 1 I 596

1 2 / 2 9 / 7 2 - 2 / 1 3 / 7 3  2 7 3 . 6 0

0 7 / 0 1 / 7 3 1 1 4 . 6 4

58827, 1 0 / 1 6 / 7 3 - 1 1 / 3 0 / 7 3  7 9.10
5 5720

*5 76 89-, 0 1 / 1 0 / 7 4  - 0 1 / 2 6 / 7 4  31.41
57687,
5 7688

185788, 0 7 / 1 9 / 7 3 - 0 8 / 2 3 / 7 3  3 4 . 7 8
60004.

185790,
1 8579 L ,
1 8 5 7 8 9

185792, 0 7 / 1 9 / 7 3 - 0 8 / 1 5 / 7 3  4 2 . 1 3

0 7 / 1 9 / 7 3  
1 0 / 1 1 / 7 5 - 1 1 / 1 0 / 7 3

7.26
9. 4 5

5 9 2 . 3 7

i 1/01/73 
07/24/73

3 9 . 6 5  

L_51_. 80
'19.1 .4  5

T 8 T 7 S 7

D A T E  RCVD. C O D E D E L A Y  REASON

0 6 / 1 8 / 7 5

1 2 / 1 5 / 7 5

0 1 / 1 2 / 7 6

0 1 / 1 2 / 7 6

0 1 / 1 2 / 7 6

01/3 2/76 
0 1 / 1 2 / 7 6

0 7 / 0 1 / 7 5
0 7 / 0 1 / 7 5

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  O u t  of S t a t e
s t a l e - d a t e d  v.t. 
s till outsta n d i n g  
R e v e n u e  ap p r o v a l  
pay.

0 6 - 5 3 - 6 - 1 2 0 - 3 8 0  P r o v i d e r  u n a w a r e
o f  p a t i e n t  elig- 
i b i 1 L t >'.

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0  As a b o v e  - Medic;

0 0 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 5 3 - 6 - 1 5 0 - 3 8 0

0 1 / 1 2 / 7 6  0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
0 6 - 3 5 - 6 - 1 5 0 - 3 8 0

11 

If

0 6 - 3 1 - 1 - 6 8 7 - 4  70 Invoice.-' L.o-:i 
0 6 - 3 1 - 1 - 6 8 7 - 4 7 0

*2 m o n t h s  of this I n v o i c e  c o v e r e d  by d i. fforent e x p l a n a t i o n  o f  b e n e f i t s  by M e d i c a r e .
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C E N T R A L  O F F I C E
I

pt-TToitmrgtv i noirib, auscirr

0 6

STATE OFJ\L A S K A  

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

H E A L T H  C A R E  FACILITY I N V O I C E

50029

N O .  5 5 5 0 7 2

20| PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Anchorage Community Hospital
NAME OF PATIENT 

Susan Harris

RACE 825 L Street 
Anchorage, Alaska 99501

DATE OF BIRTH SEX:
3 / 26 / 53 M n  F rt l

ELIG. CODE-S o  P PROVIDER ID NO. 

ACH 889

CATEGORY

02
CASE NUMBER / l ,  <?,/<-/ b D ' / S - G / RESOURCE PAYEE ID NO. Hi ditferen1 Ftcm cbcvc'

ATTENDING PHYSICIAN ID NO.

HAVE AH OTHER PAYMENT SOURCES EEEN EXHAUSTEDf C S  YES CZ) NO Dr. Roberts
COMMENTS: SERVICE PRE-AUTHORIZATION NO if cppliccb'e

DATE OF ADMISSION

7 . / J H _ /—IX REF. CODE 

01

SVC UNIT

05
PRIMARY DIAGNOSIS
Extension f le x io n  in ju ry  to nec A

CODE

BILLING PERIOD
7 / 01 /  73 7 / 01 / 73

TOT. DAYS 

0
SECONDARY DIAGNOSIS
Contusion to hand

CODE

7 > '

DATE OF DISCHARGE
7 / 01/ 73

DIS. CODE 

01
PRIMARY PROCEDURE FERFORMED 
Non surg ica l emergency care

CODE

CONSULTING PHYSICIAN ID NO. SECONDARY PROCEDURE PERFORMED CODE

22 S T A T E M E N T  O F  SERVICES R E N D E R E D P R O V I D E R  CERTIFICATION

BLOOD PINTS FKSTS NOT C*-.a-GF.
C oHM SH fD  HECL*CED <'6T-LACFO Pt-K f

AC'C.OV.V'OPA-iC*"
1 BED

2 BEDS

3 OR MORE BEDS

INTENSIVE CARE

SELF CARE
NURSERY
OPERATING ROOM

PA-i S PA'

Imer. Room

10

i i

12

13
k-—*■

ANESTHESIA

OUTPATIENT SERVICES
BLOOD ADMINISTRATION

PHARMACY
RADIOLOGY

Ui LABORATORY
MEDICAL & SURGICAL J'PPLIES

1 c ! PHYSICAL THERAPY
OCCUPATIONAL therapy

SPEECH THERAPYif!_____________________

7c]•NHALATION THERAPY
’I OTHERiSPfCirYi

CHARGE

15.90

128.10

13.04

THIS IS TO CE?T(fv ,HAI THE fORFGOING '5 TRvE AND COM­
PLETE AND IS IN COMPL'ANCf WITH TITlE V: OF THE C'V" : AC* CF "?£•<:
which PPECLUDES FXC'.UE'CN or Oi'CPIMiNAT C‘. CS O-'G.NCS CF 
RACE COLOR OF NASCVAl OPIGIN t CNDERS'ANG '-a' fa * VENT AND 
SATISFACTION cr This CLAIM WILL BE TFc m FcCEFA: AND S'A'F FUSC5 
AND THAT ANY FALSE CLAIMS STATEMENTS CF DCCCViVS C» CON- 
CcALMENT CF A MATiFIAl FACT MAY KE FPOSECJ’tC w*C-E: APPLICABLE 
FEDERAL OR STATE LAWS,
'OTHE 5EST OF MY KNOWLEDGE NC^Omcr RFSCi-RCE i' 1*E

providers Signature

DATE__
REM.ARKS-

C -  / J

RESUE MITTAL 
INDICATOR

MEDICAL
REVIEW

C O O R D I N A T I O N  O F  O T H E R  BENEFITS

OTHER
BENEFITS

I
t f

r i  • i'.

• ’•* i 
*. t »> ‘'A«

MEDICARE

CO iNS

fcfi-O

101A|
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S T A T E  O F  A L A S K A
DEPARTMENT OF HEALTH & SOCIAL SERVICES

15 PROVIDER REF. [

OUTPATIENT HOSPITAL •  PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 5 8 8 2 7 A
10 -PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORA',ATION
COUPON OR AUTHORIZATION NUMBER NAME OT PROVIDER

NAME OF PATIENT RACE

I V
■ DATE OF BIRD}/ 2—. SEX |--- ,/si-s/-os' M Fl Z l

ELIG. CODE

^ 2 0 /P
PROVIDER I.D. NO. CATEGORY
U jS/S /d  S ' Ojz>

CASE NO.

V / ^ 3 /  O / .
RESOJRCE___cV PAYEE I.D. NO. (IF DIFFERENT 'ROM ABOVE)

/9  <C O ' S T D /

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

D I A G N O S I S
DIAGNOSIS 
CCDE IOPT.I

LIST PRIMARY DIAGNOSIS FIRST

• »

PRIMARY

J?srO

SECONDARY

hAVE ALL OTHER PAYMENT SOURCES EEEN EXHAUSTED? YES Kf NO LJ SERVICE PRE-AUTHORIZATION REFERRING OR 
CONSULTING 

PHYSICIANCOMMENTS: NUMBER (IF APPLICABLE)

n S E R V I C E S  R E N D E R E DDATE OF SERVICE PIACE OF . SERVICE DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

H??7T t f i HsP. Co/np. 9022£> 73. T 'C s T ) i

I/7S93 IH HcsP 7 / 0 /T 9oP^0 /2 . JT/T y
1

//7C)'?3 JH 2. H  V (2) 9 2 ,/TS foTZ/CL z c r. /o k y p  yro f

//Tn'73 / H
•(

V J-/L/  ZD /2. 577 S/77. fsTJ/P 27C7* /o !V
• KACt OI S!W,CE 

CO 0000*1 o**-ci 
v. isy*»v:4s' ui 
H T|«

■ i" i»«***i«s-r 0. OTn| C IC< A* :*T w*» ►>{
1C* CA*! •*

12 COORDINATION OF OTHER BENEFITS

• I. 
/

TOTAL
CHARGE a23 7. 7s - /S C S oMEDICARE PAID OTHER 'NS. TOTAL

7/■■< LESS
■yy y e 7 6 -7 7

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

- //? .  /o ' UNPAID
BALANCE y j j .  3 s 7 7 -0

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRL'S. ACCURATE AND COMPLETE. 
AND IS IN COV.FliANCE V.'lTri TITLE VI Or THE CIVIL RIGHTS ACT Or 19£4 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND Or SACf COLOR. 
OR NATIONAL OR GiN. I UNDERSTAND 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
SIC-NATUREe. J . . M i W p a t r .

REMARKS.

/
s / .

Rl SUBMIT I Al 
INDICATOR

/AL DIC Al 
REVIEW
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A  S T A T E  O F ,  A L A S K A
DEPARTMENT OF HEALTH & SOCIAL SERVICES

15 PROVIDER REF. =•111 -i

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE n o . 5 7 6 8 9 / 4
10 PATIENT INFORMATION STATE 

USE 
O N L Y  ,

PROVIDER INFORMATION
Coupon oil authorization number NAME OF PROVIDER

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

OR. B E A C h A M
NAME OF PATIENT
i . I C h f T l L L C - . 1. ,ACE a j

DATc OF 6IRTH i i ~| -5EX r - 1

S f / a / / - / - / ' U

ELIS. CODE PROVIDER I.D. NO. CATEGORY
uso lo s

CASE NO. ' ' RESOURCE

0

PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)
A L C  501

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

D I A G N O S I S
DIAGNOSES 
CODE (Cr.)

LIST PRIMARY DIAC-NOSIS FIRST

-JEACACHS

PRIMARY

7 9 1

SECONDART

0 0 0

n o n

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES n NO □
COMMENTS;

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPUCAELE)

RE'ERRING C- 
CONSULTING 

PHYSICIAN

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

DATE CF 
SERVICE

PLACE 
OF • 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY ’

0 J. 1 0 7 A pp L' L I ’A si* A h  6VAL A/0 T .\ ‘«i A T X t  IT 90050 16 .7 5  / / ^ .  7 S " '
... . .

--.V-’-V

4 4 -3 37 3 ^ D o - 0 0 6 4 7 -
*

4 ! 3 3 7 3 - B o J & £ c is r -n 3 ) fc o s o - -  / £ . V 5 ” --- J -

-//■ /a -73 - -B-H- Q o so o cQq - .Q S - - ... / - V  '

—  d .....  (/
' r -

V/;: • -

•  PLACc Of SERVICE
DO COCTCXS 0“<t 

H U»
M HC'Af

IK l*«P*Ti|WT **05̂ f At 

O; 0’*!« lOCAT'ON 
sh KuIJInC

fw* (>’(».«: CAif fAcrjrr 
C*« •'OŜ fAl

12 COORDINATION OF OTHER BENEFITS

5>.
&

TOTAL
CHARGE / S 7 - 3 SMEDICARE PAID OTHER INS. | TOTAL

LESS -
*"• * 1 */ f 'm’ •

/  ‘
MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

MlV-p 
r N

' ;
’

UNPAID
BALANCE .* £ 3 :13 / -

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

"TH’S IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AND COMPLETE, 
AND IS IN COMPLIANCE WITH TI”L3 VI C' THE ClV't RIGHTS ACT OF IR64 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION CN THE GROUND CF RACE. COLOR, 
OR NATIONAL ORIGIN I UNDERSTAND THAT PAYMENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS. AND THAT ANY FALSE 
CLAIMS, STATEMENTS CR DOCUMENTS CR CONCEALMENT OF A MATERIAL 
FACT„ MAY BE PROSECUTED UNDER AF'LICASLS FEDERAL CR STATE IAWS.“ TO 
T E BEST OF MY KNOWLEDGE N O  OTHER RESOURCE E.NiSTS.

I PROVIDER 
| SIC-.N Al UR  •NWCATOR*'*

REMARKS:

QSLSs

/ ■ '•** --- • ..s • / —

r Vr-?/- --

Pr£U?MlIT Al 
INDICATOR

MEDICAL
er.virw



StRVICtS ; j tRE . ^PRDvlDLu BY
.. fROI.I

MO. I DAY
TO

MO. I DAY IYR.
CHARGfSSoiiMIIICO c i i t n c t s

ALLOYTtO
HIA50N CHARGE NOT AllOWCO MEDICARE DOLS NOT PAY fOP: nrvtss

ARCHER
ARCHER
ARCHER
ARCHER

Or i 2 3

1— ;— r

0 7  * 1 9  13
0 8  ! 0 6  i 3  

0 3  11 5  i 3  
0 8  12 3  !3

i
i

3 0 -  7 5 '  
1 4 7 - 6 0  

3 0 - 7 5  
. 1 6 - 4 0

3 0 - 0 0  
1 0 0 . 2 0  

3 0 . GO 
1 3 . 7 0

MORE THAN THE ALLOWABLE AMOUNT
MORE THAN THE ALLOWABLE AMOUNT
MORE THAN THE ALLOWABLE AMOUNT

MORE THAN THE ALLOWABLE AMOUNT

1 A 
3  A 

1 A 
1 A

///»'

T o t a l s 2 2 5 - 5 0  1 7 3 . 9 0 3 1 , 0 0

I n p a t i e n t  R a d i o l o g y  a n d  P a t h o l o g y  P h y s i c i a n s  C h a r g e s  
N o t  S u b j e c t  T o  A  D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e  .  
. M e d i c a r e  P a y s  1 0 3 % )  K

MEDICAREPAID

o t a l  A l l o w e d  C h a r g e s  S u b j e c t  T o  T h e  §50 .  
D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e . ► 1 7 3 - 9 0

T h i s  i s  a  s t a t e m e n t  o f  t h e  a c t i o n  t a k e n  o n  y o u r  
M e d i c a r e  C l a i m .  B e  s u r e  t o  r e a d  t h e  im p o r t a n t  
i n f o r m a t i o n  o n  t h e  b a c k  o f  t h e  n o t i c e .  ’

0 0 0 0  0 0 0 0

T h i s  A m o u n t  W e n t  T o w a r d  T h e  $50  D e d u c t i b l e . > . 0 0 You have rr.et $ 6 0 « 0 0  of the deductible for ]_97"

A l l o w e d  C h a r g e s  O v e r  T h e  D e d u c t i b l e .  
( M e d i c a r e  P a y s  805'=) 1 7 3 - 9 0 1 3 9 . 1 2

Dale CCT 1 2 ,  1 9 7 3 T o t a l  M e d i c a r e  P a y m e n t 1 3 9 . 1 2

I M P O R T A N T  

W h e n  W r i t i n g  

P l e a s e  

R e f e r  T o  B o t h

HI 5 7 4 - 0 1 - 9 9 2 9 A

c0  #  3 2 8 3 - 8 0 1 1 5  3 2 £

AETNA L I F E  £  CASUALTY 
CRCWN PLAZA BU IL D IN G  

1 5 0 0  S - W .  F I R S T  AVENUE 
PORTLAND, OREGON 9 7 2 0 1  
TELEPHONE NO. 2 2 2 - 6 8 3 1

R e m a r k s :
THE PART B MEDICARE INSURANCE PLAN 
D E D U C T IB L E  HAS BEEN IN C REA SED  FROM 

$ 5 0  TO $ 6 0  FOR ALL S E R V I C E S  PERFQRM-
1 9 7 2 .ED A FTER  DECEMBER 3 1 ,

B e n e f i c i a r y

o r

R e p r e s e n t a t i v e DORA P LARSON 

6 0 0  FAIRBANKS 
ANCHORAGE AK

/ c 9
ST

T o

(MR-60392) T H I S  I S  N O T  A  B I L L  —  K E E P  T H I S  C O P Y  F O R  Y O U R  R E C O R D S



B e n e f i c i a r y

o r

R e p r e s e n t a t i v e
D O R A  P  L A R S O N  

6 0 0  F A I R B A N K S  S T  

A N C H O R A G E  A K  •

T H I S  I S  N O T A  B I L L  — K E E P  T H I S  C O P Y  F O R  Y O U R  R E C O R D S(MR-6S392)

s r n v i c t v w t a t  
PROVIDID or MO. I DAY

CHARGIS
s u b M im o

CHARGES
Utu/.iu

RfASOM CHARGE NOT AllOWfO 
3  MtDICARE DOES hGT PAY FDR:

SCI
i .rvc?

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

B E A C H A M

07 S'25

i 1-

0 7  j l * 9  i 3  

0 7  | 2 0  i 3

0 7  ! 2 2  S3 

O B  1 0 4  i3

0 8  l 0 2  S3 

0 8  S l 5  S3
08  ! l S  S3

7 0 .  C O  

2 4 . 6 0  

1 2 . 3  0  

1 7 2 . 2 0  

3 6 - 9 0  

1 2 . 3 0  

4 . 5  0

3 5 . 5 0

1 6 . 9 5  

9 . 6 0

1 1 3 . 6 5

1 6 . 9 5  

1 0 . 0 0

3 . 0 0

M O R E

M O R E

M G R E

.M O R E

M O R E

M O R E

M O R E

T H A N

T H A N

T H A N

T H A N

T H A N

T H A N

T H A N

T H E

T H E

T H E

T H E

T H E

T H E

T H E

A l l o w a b l e

A L L O W A B L E

A L L C W A B L E

A L L O W A B L E

A L L O W A B L E

A L L C W A B L E

A L L C W A B L E

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

A M O U N T

3 3 2 . 8 0 , 2 1 0 . 6 5

'

-  M j i  O H

I n p a t i e n t  R a d i o l o g y  a n d  P a t h o l o g y  P h y s i c i a n s  C h a r g e s  
N o t  S u b j e c t  T o  A  D e d u c t i b l e  a n d  2 0 % ‘ C o i n s u r a n c e  .  
( M e d i c a r e  F a y s  1 0 0 % )  r

T o t a l  A l l o w e d  C h a r g e s  S u b j e c t  T o  T h e  $ 5 0 .  
D e d u c t i b l e  a n d  2 0 %  C o i n s u r a n c e .

MEDICARE
PAID

2 1 0 - 6 5

T h i s  i s  a  s t a t e m e n t  o f  t h e  a c t i o n  t a k e n  o n  y o u i  
M e d i c a r e  C l a i m .  B e  s u r e  t o  r e a d  t h e  im p o r t a n t  
i n f o r m a t i o n  o n  t h e  b a c k  o f  t h e  n o t i c e .

0 0 0 0  0 0 0 0  5 9

T h i s  A m o u n t  W e n t  T o w a r d  T h e  $ 5 0  D e d u c t i b l e . You have met $ 6 0  . 0 0  of the deductible tor 1 9 7 .

A l l o w e d  C h a r g e s  O v e r  T h e  D e d u c t i b l e .  
( M e d i c a r e  P a y s  8 0% ) 2 1 0 - 6 5  ' 1 6 3 . 5 2

Date D E C  L I ,  1 9 7 3 T o t a l  M e d i c a r e  P a y m e n t 1 6 8 . 5 2

I M P O R T A N T

W h e n  W r i t i n g  

P l e a s e  

R e f e r  T o  B o t h

H I #  5 7 4 - 0 1 — 9 9 2 9 A

C O #  3 2 3 3 - 8 0 1 1 4  3 3

A E T N A  L I F E  £  C A S U A L T Y  

C R O W N  P L A Z A  B U I L D I N G  

1 5 0 0  S . W .  F I R S T  A V E N U E  

P O R T L A N D ,  O R E G O N  9 7 2 0 1  

T E L E P H O N E  N O .  2 2 2 - 6 3 3 1

R e m a r k s :
T H E  P A R T  B M E D I C A R E  I N S U R A N C E  P L A N  

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

$ 5 0  T O  $ 6 0  F D R  A L L  S E R V I C E S  P E R F O R M  

E D  A F T E R  D E C E M B E R  3 1 ,  1 9 7 2 .

Printed In U.S.A
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15 PROVIDER REF.
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OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 0

10 PATIENT INFORMATION STATE
USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

? 4 2  7 1 /  n

NAME Of PROVIDER

THE A L A S K A  C L I N I C  

DP.. WEf.o
NAME OF PATIENT
D O R A  L A R S C W

RACE

u -
DATE OF BIRTH |-- . SEX i-- .

MI_J F 1_ J
EUG. CODE PROVIDER I.D. NO. CATEGORY

0 1 * 3 9 2

CASE NO.

_  . . 0 7 4 4  1 . 6  r  f i t  -

RESOURCE

J
PAYEE I.D. NO. (IF DIFFERENT FROA\ ABOVE)

A L C  501

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

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRL'E ACCURATE AND COMPLETE. 
AND IS IN COVPl'ANCE V/lTH TITLE VI CF THE CIVIL R!C-HTS ACT CF l«c4 WHICH 
PRECLUDES E.XCll.SION CR DISCRIMINATION ON THE GROUND OF RaCB COLOR. 
OR N'ATIONAl ORIGIN. I UNDERSTAND THAT PAT V,ENT AND 5ADS: AC'ON CF 
THIS CLAIM W.LE F.E 5POM FEDERAL AND STATE FUNDS AND THAT ANY FALSE 
CLAIMS. STA7E'.‘rNTS OR DOCUMENTS OR CONCfAIMFNT CF A AUTERIAl 
FACT. MAY EE PROSECUTED UNDER APPLICABLE FEDERAL CR STATE LAWS." TO 
THE BEST OF Mi KNOWLEDGE N O  OTHER RESOURCE EXISTS

~j REMARKS:

PROVIDER
SIGNATURE. •‘‘I- DATE__

L'.‘ . r

M SUB'•*.!! f AL 
INDICAlCie I J 'Z T

AM DU. Al 
F.l VIEW
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OUTPATIENT HOSPITAL • PRACTITIONER • HO/4E HEALTH AGENCY INVOICE N O .

10- PATIENT INFORMATION STATE
USE
ONLY'

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

y / 0 ¥ 9 s / 3 . &

NAME OF PROVIDER

7 7 V  £  CLlfiJifL 

5

NAME OF PATItNT

f!)r.hftrri ff)t H e r

RACE

u
DATP Of BIRTH ,-- , SEX ,-- ,

f i - V - i / l }  “0  ' □

EllG. CODE ,

. F o C

PROVIDER I D. NO. CATEGO=v

v f lc , V / 7  < - ^ 3
CASE N O . __

- 5 2 ?  3 0 . 7 0 /

RESOURCE /

X

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

/ Q l c  S o /
N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

D I A G N O S I S•
D'AGNOS-S 
CODE !OPT )

LIST PRIMARY DIAGNOSIS FIRST

M o t o r  f J e u . r o n e .  D t

H  - C O j c I c l ^ c A j L ^

• r-
V ?  l U F X t  Cl '-/fLjJ L lS  f\/d-

PRIMARY

S ' - / ?

SECONDARY

7<?/
- , A—

HAVE ALc OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ NO [_ SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

RE'EKRINC- OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

/o m 3 O n o f f  t c ir  C / Il U  R F C  R e f  K 4 o o 3 a ft 2  o F .  - o /

.

’i
•  puce of sc*.-:c to :o:tc-5 o" :*

•« *« vot •• • .*»
H *!»•!•.*$ +Z + {

12 COORDINATION OF OTHER BENEFITS

V,

TOTAL
CHARGE

J j r . D U a / 7 ^MEDICARE PAID OTHER INS TOTAL

LESS 3 - 7 * °
C. O-i* l5:»’Os 
h i V.l‘ h5 0^1
ic» n-iN^: t«»j **:
(v. hOS»’aJ

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

KUNPAID
BALANCE

cV 'VjT

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

"THIS IS TO CERTIFY THAT THE FOREC-OIN'G IS TRUE ACCURATE. AND CO.vFLETE. 
AND IS in COMPLIANCE WITH TITLE VI Of THE ClV.U RIGHTS ACT CF 5964 WHICH 
PRECLUDES EXCLUSION OR DISCRIMINATION ON Th E GROUND OF RACF. COLOR. 
OR NATIONAL OR.GIN I UNDERSTAND THAT PAYMENT AND SATISFACTION CF 
THIS CLAIM WILL EE FROM FEDERAL AND STATE RUNGS. AND 1HAT ANY FALSE
claims, statements o r  d o c u /aents c r  c o n c e a l m e n t  or a material
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR 5.TATE LAWS.' TO 
THE FLST- OF MY KNOWLEDGE N O  OTHER RESOURCE E'llETS.

PROVIDER
s ig n a t u r e . . / '  , • T ./'/«/ RE SUBMITTAL 1 \~ A'lJlCAL

L. ' DATE____-'./.'I.I . ~____ INDICATOR |____| RlVliW

REMARKS.
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.‘•IV.

AUTHORIZATION
• - ' m r

n j  u  i_ . i i  i

*T0 Alaska Orthopedics 
1CS7 W. 27th Avenue 

A*Jrr” Anchorage, Alaska 99503

Authorisation b  air*r> to provide th» following aorYlee*, suppl ies , or equipment lo :

AUTHORIZATION NO.

7 J ‘y rS ~ -

D E P A R T M E N T  O F  H E A L T H  A N D  W E L j $ A £ E  SOCIAL SERVICES

DIVISION OF PUBLIC HEALTH 

P O U C H  H JUNEAU, ALASKA 99801 

SECTION OF^KlOtpHEALTHFjm m x
FAMILY DATE

0 2 7 6 4  .

November 6, 1973

Patient

Address

t \
MAZE, Russell 
Palmar ^

0 6 - P  u ) 3 7  7 3  J T
B lr thda le :  0 6 - 2 6 - 7 2

code-. SCRO-Appliar.ce-Ortno

OATC;Si S rRV .C5  RENDERED

/

11-73

A

DESCRIPTION OF SERVICE (ITEMIZE)

/

■J- Z2 s
' S ”* -  \

Dennis Browne/bar anc^pre-walker s h c e s y

FL'i -^7

r  *

! Ceri:f!y :hc‘ M s  h 0 j.
o n - :  h - . - . ’j v  • ,  1

" Cs •' f 7 } " ' V ' S  :n >  o f  .

P l e a s e  s u b m i t  c l a i m s  f i r s t  t o :
Aetna Insurance— Group po licy  
Douglas MAZE— father

\ V

PRICE

$33*00

> ■

3y '3 ‘ C b j . - f  C o d e

Cq5^ /'f j*
T h i s  D e p a r t m e n t  w i l l  a s s u m e  o n l y  t h o s e  c h a r g e s  n o t  c o v e r e d  b y  t h e  i n s u r a n c e .  C r i p p l e d  C h i l d r e n  

b e n e f i t s  p a i . j  b y  t h e  i n s u r a n c e  c o m p a n y  d i r e c t l y  t o  t h e  i n s u r e d .

iwilbnot be responsive TJn~rofiecting 
—   ...  __ Acrr.cr<cs

G2-.4M
/

Authorized by  ’ •!
yRKtitM h£P«iSEKUTIVt C .W„13 CM-tArNS Si?'. LtS

s* IMPORTANT NOTICE TO VENDOR 

All billing must bo don* on Di p  Im I 3 sheets ol lached lo Ihls AUTHORIZATION Immediately afler lulHMIng Ihe order a s  sta led 
above .  II UNABtE  lo fill order, this pulhorizalion must bo , s , n ird lo DEPARTMENT OF HEALTH ond WELFARE , DIVISION 
OF PUBL IC  HEALTH, SECTION OF CHILD HEALTH.



cr. *wr

. 1
•C C S  C E N T R A L

AUTHORIZATION 

“ - fW

D E P A R T M E N T  O F  H E A L T H  A N D  W f t ^ R g x S O C I A L  S E R V I C E S
DIVISION OF PUBLIC HEALTH autho r iza t io n  n o .

. P O U C H  H JUNEAU, ALASKA 99801 0 1 3 2 2

SECTION OF CWH-DvHEALTH 
A a A a a

FAJ4ILY
*T0 Alaska Qrthcoedlcs DATE July 5, 1973

1087 y. 27th*Avenue
Anchorage. Alaska 99503 ^

 -?r' /  / /  5
AvtSorir jt ion I* pr»*n to pro»Wt tho following wnric** ,  tuppJI**,  or equipment to:

^  TALBOT, Yolanda Gail
Anchorage _

______________

'" / / / 7 3 ,

A Mmt

Blrthdele:
1 1 - 1 1 - 2 3 -

SC80-0rtho-Applianee

DATE'.S) SERVICE PENDSRSD DESCRIPTION OF SERVICE (ITEMIZE) PRICE

f t ? *  * / ? 3

Ana prosthesis f y *

/

- y A c * .  ̂

I COrllfly fhcf f. . . .
°Rt/ hcroby . . •* S ° I O  Y c .  h^,Z5 .t,s o

r lo e-hcl ________ ;  n •poym »«;• _O. ; o m .

P l e a s e  s u b m i t  c l a i m s  f i r s t  t o :
Traveler’s thru Era Helicopters

Signs’,

v s / -
p ro p e r bi<( 

-nr Certifying

Ô i'ecf c~• V.vv'Cid

T h i s  D e p a r t m e n t  w i l l  a s s u m e  O n l y  t h o s e  c h a r g e s  n o t  c o v e r e d  b y  t h e  i n s u r a n c e .  C r i p p l e d  C h i l d r e n ' s  S e r v i c e s  w i l l  n o t  b e  r e s p o n s i b l e  f o r  c o l l e c t i n g  

b e n e f i t s  p a i d  b y  t h e  i n s u r a n c e  c o m p a n y  d i r e c t l y  t o  t h e  i n s u r e d .

C ■ : if" 
L JL J  - Aulhorljr>?<1 by ~ • • / /* ' / , /

C-W.iO CwtCKNS ScFaJXS

/*  IMPORTANT NOTICE TO VENDOR 

Ail billing must bo don#.* on tho la»1 3 shoots at tached lo this AUTHORIZATION immediately niter fu.'fi'linp Ihe order a s  slated 
V . .  abowc. If UNABLE  to liil order, this authorisation mutt be ••hirned to DEPARTMENT OF HEALTH end WELFARE , DIVISION
~  v  OF  PUBL IC  HEALTH, SECTION OF CHILD HEALTH.



V ■■'■”’'T̂’v.-V.'': V'v̂ fl’XiU 11’T jr/MW! i>f cV'>lt*4l oi;i« ( i'i.l:i'iW.y

,'̂ TIJ > ?,,'l91t'f''AUjjVVjf? I'̂ iViiViVdlf;\ " frST2fAVi»U;Ti5« • •V'v̂ ; a5!fA>: 
»v-T?»' ' W r t V V '  *•. > >• (’*  .*"• »v'*»v iw"' Vi X*. • ••¥'•#••:>•'
« & !» . ;A A 0 M  .k l.V  •* fe- i >"vV;..'.'' ' i  ’,  " .. .>  , ;y  vtf-Y j. *V «. :V ;d t . .->

■noAAtlu \jmv»4 h'lTVIiTF^tfTrt'RuT io ic iiiju ii i<i*V
4IOO-l!UlT;tJ/\TIOflAl'AISF037 CCUD 
* . AMCHOlWGg;VU.f S.lfA yoSO'i ■pre pa id '.'. .' ^  c o u c c r : :

CCHinlMt 1  ACt'OCI.I HUVCU

'ciauM
r.iiwMr"cnii7Ti7

m n n ^ o F F X C E
tv t i i  a o u vu > 7  

# ■ £ £

t Xf, up

QUIVUV

^ a!W » 7

FT'Tf7s73f<A\ v.*i;i 7 uT oiioF

SSilB O F  ALASKA.
mill ACuklT!- C. Mifi iiW t i llC.O.D.'SMIPMEIirv ' . . I  . . '

.1 AAvoijiit m u m n  h(* i  nif j m y K t
X & ? 2  O F  HEAIitH A K D r, S C C B A  SKrtVItffiS

’FORT YUKON. Aitr
I'hliTinToN \Sf okigu# auvamcI cmahois auTanTi7*TgT1;7m.uhphoh or oiU'Uah'ou AuuAJiri cwahcIT
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CJSTSeT:IfiLCCT. H O  06»»26«»3^00*£$Q~ii3‘r£i00Q ijj
OrH.M IMARGtS

cas <u p com rt • GIvOUP Nl>.
cak(:S4 tow/ ty onmH' f«o'

(OAU*. |Y
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/

S T A T E M E N T

A n c h o r a g e  T i m e s  P u b l i s h i n g  C o .

ALASKA'S L A R G E S T  N E W S P A P E R

P O S T  O F F I C E  B O X  4 0

A N C H O R A G E .  A L A S K A
J u n e  2 lr, 1971.

O F F IC E  OF THE ATTORNEY GENERAL
A C C O U N T  O F  3 6 o  K  S T ^ S U I T 2  1 Q ?

A N C H O R A G E ,  A L A S K A  9 9 5 0 1

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

r*. . . *7j “j * /

H OTICE TO ABSENT PATTY: MATTER 0 ? !ESAKOK CHILDREN, M'BeORS UNDER 13 Y R S ................. |
j

J u n e  2, 9, 1 6 ,  23 ih x  %  l i n e s  $ 6 7 0 2 0
1PROOF OF PUBLICATION ATTACHED.
i

is / '  < 7
\ ff*

/ ‘ J • 
■M'lt / j L
[W " ?  J  • •

< ¥ ' r • ■ v l '. [ <  k  ^  'i . ft li*  ■

\

J

i 'IOC /:*
!/ ./r/:^

Cf. , ' ■[f  1 L I
/ ' 1'

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.

A N C H O R A G E  T I M E S X.ISHING CO.

.Clerk

C c i u p l e ' e  a n d  return' to F i s c a l  

/  ufb^rize'd S i g n a t u r e  

/ t d  V a l i d  n . c c c u n t  C o d e  

C e r t i f i c a t i o n  S t a m p

Vf-JL /

... . .



«INTHE SUPERIOR COUIt I
roium; m a t eOP.M. ASKA 'V 4TtllHDJUDIClAI.OiSTKlCT . AT ANCHORAGE . * . !•.I-'AMILY DIVISION IniheMuilorol: )  I

n e a k o k  c h i l d r e n - d o n n a ,EVA MAIIIE and ) •THOMAS. •■.>. .  ! >Minor Cl.ilJrrn under llic . ... j  M
A(tc of Ellihtc.' I (16) • '■ " 1 . ; > y ‘Yearn.; ) dNo. CP 1019, IQfc; and 1910 ' • • I iNOTICE TO ABSENT PAI1TY 0 : Mis. Frances Neakok ''. ‘ M
You u party In the above entitled children's proceeding, uro hereby* summoned and required lo appear In tho Superior Court. Family Division,| at AnchoruKC. Alaska, on the tiih day tif July, lil7l, ut the hour of 3:UQ a.m.; to answer to the petition filed In thq above entitled children's proceeding In this Court. ’ • ?

• If you tail to appear und answer, thq Court will proceed to hearing of thq abova cu|tiled case, without further process. v '•
• The proceeding could result In thg termination of parental rights in the above named children.
You may be represented at the heart lug by an attorney of your desire. In the event you lm 'c no funds tu employ an attorney and satisfy the Couri In this regard, an uliorncy will bo up*I pointed to represent you. You may also waive the presence or un attorney I in such proceeding.
DA'f HD ut Anchoruge, Alaska, this f|? day of May. 1071.

i A. M. Vokacek i' , •, Clerk of tho • ...)• 1 , Superior Cuurt 'J
"  Ity: (s) M. Kyun ' ?.t '■ • • Dupuly

PUB.: June 1, 9, 16. 21. 19 11

i* .i.i

■ ■ -y, W r>$f: " '■ - '

rf.- 'i'- f  f
,r, ... TV* r

, • ; • ' > y. :
1 - : • •

. ‘ Proof  of Publication
■. • I.'*' . *. . .  t .  -

. A N C H O R A G E  D A I L Y  T I M E S

     .dftlllee iiUys bring duly swum, aci-nrriing

* to law declares: That he is the.™®.S™ .̂..Â .y.̂ ?.!'.1;® .̂l?....P®.PH.r. of The Anchorage
- > *„ . * - •.* * , . •

Daily Times, a daily newspaper published in the town of Anchorage, in the Third Judicial Divi-
■

sion, State of Alaska; that the notice of .’A.. M.iJOPJ* ..Didder.. 1.3.....................
.* .

a copy of which is hereto attached, was published  ..........................................

..................................................... ........................ ..................................... ....................J u n e . . 2 . . . . 9 . . . 1 6 . .  2 . 3 ..................................................................
t . . .

in said Anchorage Daily Times, beginning with the issue of J.UIV0...2..........  I D. ...71...,
and ending with the issue of..:............................ , ID 7.1.....

• .......

Subscribed and sworn to before m e  this 22j$d^~,..day of ........  10..75...

• • CL/IL - < _ c f l  c• c /lv— 77--*

. 1 Notary Public for the State of Alaska.

M y  Commission Expires ... .12.-l!j...., 10..7-7---



TRAVEL
B R A N C H  O F F I C E S

WASHINGTON: 
SEATTLE 
ANACORTCS 
MOUNT VERNON 
OAK HARBOR

ALASKA:
JUNEAU
KENAI
KODIAK

HOME OFFICE 
3 6 5 3  W E S T  I N T E R N A T I O N A L  A I R P O R T  R O A D  

A N C H O R A G E .  A L A S K A  9 9 5 0 2  

T E L E P H O N E  ( 9 0 7 )  2 7 9 - 5 6 1 1

•  ALWAYS OPEN

• TICKETS AND RESERVATIONS 
NO EXTRA CHARGE

• PARKING

• DRIVE-U? WINDOW SERVICE

Dept, of Health and Social Services 
Fiscal Operations 
Pouch H

Juneau, Alaska 99801

Excursion rcros must be o s m : wfos c '“.

STATE O F  A L A S K A  No. 331 89b
REQUEST FOR TRANSPORTATION

COURTESY LIMOUSINE 
SERVICE

OCTOBER 24, 1975

The_
Q s  i  S Q C lt iL  £ F n requests the  --  — fc

“ Department or Office rcqu^tiTrgTransportatlon and address) ,------— „

Company to furnish Transportation .‘41L6A
*T o  r\r\

for. ///•> y ~ r c M / c  A
(Name of Traveler)

Fori

(Name of Traveler) 

Cl No. Ticket No..

...from.

Tn h<±irl>drfk} V  _____________1 ------^ .........................   (Place and Date of Issue)

/Q f-<? • 2. 7  i 9fL

i-5.4.55.

;4£L£A_

;T3.-00-

08.19

(Signature of Trayeler) ^  I

Value  ;----(No tax payable)...—
Tourlpt class fare (Sec Instruction #1 on ► ' 141110;
reveiiso side) (To be Inserted by carrier).

I Carrier will forward tliis request to the Department or Office Requesting Transportation
02^9  I (SEE I N S T R UCTIONS O N  R E V E R S E  SIDE I

• . , 8 7 D  - > / /
Account Codo OS ____L— ,  a

-----   X- ..... r*. - . •. - u v

The  _________

Excursion ra^fAtJ ) is J )^ ^ tlcA,̂ ,cn aYC1'l'“  

REQUEST FOR TRANSPORTATION
DEPARTMENT O? HEALTH & SOCIAL SERVICES

No. 33931 3

/ ) Llmnartmenl or Qiflc
...requests the

miuifiriiriKnl or Office requesting transportation and address)

 _____________________ Company to furnish Transportation

'd ie .*  / c . f <? ' J/C
) y \  /  ( N amy or Traveler)

 __ from!fy~, /  t is a m y o i

L Z d L £ L / t A . f } cjj _________ ___ ________ _________________________________
■jf e (Place /nd DaurOT^rtsuc) f ‘

«> 1 ________ /^Cri£.5'£j3.. CjZLl,^
(S^naturef i t  Traveler) C /

To.

Form No. (QJM>

~/) c~ /C /Ix. -

^ 7 7 /  ' . 1 * ^1
ace jind Daurr^-frsue) (  1

Ticket No *

02-019

(Title)1
Value %— J.l— JX/j. UPj'te___________(No tax payable)__________

Tourist class faro (See instruction on 
■ e \ c r / c  side) (To be inserted by carrier).

Carrier will forward this request to the Department or Office Requesting Transportation 
(SEE INSTRUCTIONS O N  R E V E R S E  SIDEl

-7 '

j/>j>



K G 7 2 E Q L E

From Klitco

osco u k l a c y  
o s ^ - a i c r t L Y

1 0  06 NUrih U l U  N O M E A L A S

A L A S

U K L a C Y
NUrth

N O M E

To Place

K G T 2 - E  B U E  

K C T Z H B U E  

K O T Z E B U E . 

K C T  Z E B 'J E

Amount

Ccaes: SO - S;.M.on Day; S i  >■' Siat:on Eyc-mr.g; s.N Stat.on Nigm; £L = Station Late N igh:; PD Per ion Day; F>N - Parson N ;jn :; “b'u - Day L ^ .o fT ^T - -~TC g n 1 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 Form F C301-;
' .7". f ' I ) 0. V '3 *4 uT-~P /«." • *

LC V c *  1 /.E 6 0 S A l S  C C L C  B A Y  A U j — 2 £ _ - > ! L ^ «

C Ur'. i i  E 'i f  C riA i -G .. S 

Y U T A L AMG -Ti I" G L c

C S J

\ .r«>

VV. rdi cr 
Mmules Claes Type ol Cr.il

Otlr 1.15 No

4 4  2 - 3 2 7 0

442-3270

Calling Number

9 4 7 - 5 0 4 3

6 8 6 - 4 4 4 7
4 4 3 - 2 9 2 2

4 4 3 - 2 9 2 2

Called Number

9 0 7 - 4 4 2 - 3 K 7 0  

9 0 7 - 4 4 2 - 2 K 7 C 

9 0 7 - 4 4 2 - 2 2 7 0  
9 0 7 - 4 4 2 - 2 2 7 G

Serial Number

X R 2 6 7  2 3 1 1  

X R 2 8 4 1 3 4 0  

0 4 2 £ 2 1 4 0 4 4  

0 4  2  £ 5 1 5 5 9 4

Amount

2 t!£5

1 9 7 0

30

T E L E P H O N E  C H / S R G E S  * $ * * 4 5 * 1 5



E  S t r e e t .  A n c h o r a g e ,  A l a s k a  9 9 5 0 1 , > ■  T e l e p h o n e  ( 9 0 7 )  2 7 2 - 8 4 1 1

M  - 1 1/30/13m m  9  ■ :
:Date

N U R S

Account ' -r 
Number.,' ' >5 80 3 7

‘ -7,r;- '
A l l  B i l l s . A r e  p u e  W h e n  R e n d e r e d

•’V Serial -fi ■ I Amount
Number V

C a l l e d
^umber

wonts | class rr/pciCallins 
M.nutcs I Iciu R m b e r

S e n d e r

ViCUS 8ALA K i£
< i. ;

m £ i :: ■
ft*5*

TGY/.L' AMGOtiT Gl.c

s i t e a r i y  ' ■ ! .
i;; ' W  <nK- Vi' Xt'fm  ; i  ■ . f:

I,'1. vS; ■



Celling Number Colled Number Seriol Nurr.bor Amount

aTT2T9TZIT7T 
C42SU 5375

W 7 ^ v 2 ~ 2 7 T C  
9 0 7 - 4 4 2 - 3 2 7 0

< 2 9 . 2 0
• • • • i. . •:** n» •• !CHARGESTELI-P

■*>:>; U-j

Fom f-O’JOl

rv;’..-v j *-' ....J*

Amount

f \ f C o d # » ; S p  Station Upyi Slj *  bloliori Ev'cilppi ?  Sicilian Night; ST u Slcilion Into Night; PD "  Pcnon Day; PN -  Pt-rion Night; UL =  Doy Letter; NL 53 Night ftottcri
‘ ' * “*■ ‘ V ‘ - - - *-«• *   * “ " “ “ a ^0;n PoiJ. 7 n •(moiioI Opinion MSG; Typ* t f  Cell ; 1 ®  Non-Coin Pnidi 2 «  Third Numbii;  3 «  Credit ffcird; 4 «  Colled; 5 -  Speciol Coll* ft; 6 35 Coin Poid; ) »  Collect to Coin; B r- Spociol

4 4 2 - 3 2 L 'j '■ 9 0 7 - 5 3 2 ~ T s ' « 3 T“ITVTTrc’v:-
2 J i"'. T /. fc00 'c A l  S L.ClC '3 AY ALJ-. u_

C y  t'> ii N f C H A K C j; S.

TOY/.Li AMGLi-rr u l t :  

1

M . L ^ P  c<



PROVIDER C O P Y

• 0 6 ’

S T A T E  O F  A U S K £
DEPARTMENT OF HEALTH &  SO’CSAL^SERVICES

15 PROVIDER REF.

OUTPATIENT HOSPITAL • PRACTITIONER • HOME'HEALTH A G E N C Y  INVOICE NO.
i > v  “
I ; u  v

10 PATIENT INFORMATION STATE
USE
O N L Y

PROVIDER INFORMATION-
COUPON OR AUTHORIZATION NUMBER

r rt C*ntf?r

NAME OF PROVIDER

in* Alaska Clinic 

ft) L  St.
rr.ohcrcro, Alnnka 99501

NAME OF PATIENT

ci-.vrj. "cberfc

RACE

DATE OF BIRTH i-- 1 SEX .-- ,
12/,-7/‘ft m [_J f |__ |

EllG. CODE PROVIDER I.D. NO. CATEGORY
f\ft~ TTT *) A ?, * )

CASE NO. .

. ..' a - - . J i ‘ -

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)
"; rrrv*i ll L ft J .u

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

r DIAGNOSIS
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

7 'inti ’ C itl'1 r,;.i GorOOrdTV'-'.

PRIMARY

SECONDARY

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

021';"!

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

DATE OF 
SERVICE

PLACE 
OF + 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

196? RVS 
PROC. CODE CHARGE STATE USE ONLY

tt r ", i - ‘ *, :. “i "

/ - / fr ■ ,-i ■ . 1

♦ PEACE OF SERVICE 

so ooaow omcf
It ls5!»tN5!Nt l»J 
H PATI'NIS MOVE 
M l-SPATIENr HOS'lfAl 
OI OM|« EOCATIOrl 
KH N'.AS-NO HOVE 
ECf £<'£'.OS5 CASE PACIVIf 
OH OJVA1IE-H HOSPllAl

12 COORDINATION OF OTHER BENEFITS

>

TOTAL
CHARGE 12.30MEDICARE PAID -OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

N
UNPAID
BALANCE 12 - 3 6

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

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, 
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 V/HICH 
'•'SECLUDES EXCLUSION OR DISCRIAMNATION ON THE GROUND OF RACE, COLOR, 
OR NATIONAL ORIGIN. 1 UNDERSTAND THAT PAYAAENT AND SATISFACTION OF 
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE 
CLAIA\5, STATEAAENTS OR DOCUMENTS OR CONCEALAAENT OF A MATERIAL 
FACT, AAAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO 
THE BEST OF AAY KNOWLEDGE N O  OTHER RESOURCE EXISTS.

REAAARKS: / .

. . J '  >!.“ '

PROVIDER
GNATURE _ DATE ....« ,------------------------------------------------------------------

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

V,
06-70 U



. 0 6

D E P A R T M E N T  O F  H E  U T H  &  S O C I A L  S E R V I C E S
--------  -----  — . .» r * r * n q  ■

OUTPAT IENT HOSPITAL « PRACT IT IONER « HOME HEALTH AG& ICY  INVO ICE  N O .  j U  ^  0  0

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

• U S E  

O N L Y

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

COUPON OR AUTHOR IZAT ION  NUMBER . '—  '•

/  / ■ .. ■. / s  rl c ' •<•!.•< C ■•••’ ...

NAME OF PROV IDER
s'-y  ' .

. * •V  -''/iSs ''i-J c J U l c . c . -NAME OF PATIENT

■' • ' ^  .. . - c

RACE

DATE OF BIRTH c p v

/ / M S  F D ELIG . CODE PROV IDER ID. NO.

l  ( ) J  I ,  '  *  Z .  O

CATEGORY

RESOURCE PAYEE ID NO. (if different from above)
' ' / ' - I

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

D I A G N O S E S
D IAGNOSIS CODE 

(OPT.)

LIST PRIMARY DIAGNOSIS F IRST PRIMARY

SECONDARY

HAVE ALL  OTHER PAYMENT SOURCES BEEN EXHAUSTED? □  YES CH) NO

COMMENTS:

SERVICE PRE-AUTHORIZAT ION 
NO. (if applicable)

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

11
S E R V IC E S  R E N D E R E D

DATE OF 
SERVICE

PLACE OF 
SERVICE*

DESCRIPTION OF M ED IC AL OR 
SURG ICAL PROCEDURE

19G9 RVS 
PROC. CODE CHARGE STATE USE ONLY

.

, . 1 * v
y . / t • * •V.. 3 0

/ - / & *• / * .' • s' i t .

•PLACE OF SERVICE 

do doctor's office
IL INDEPENDENT LA CL
h patient's HOME
|H INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2 CO O RD INAT IO N  O F OTHER BENEFITS

\
/

TOTAL
CHARGE

j
MEDICARE PAID OTHER INS. T O T A L

LESS ' < s * ’

MEDIC APE CO* INS, MEOICAME DEDUCT. T O T A L

X
UNPA ID  

B A LA N C E X - )
P R O V ID E R  C E R T I F I C A T I O N

*' TH IS  IS TO C E R T I F Y  THAT  THE F O R E G O IN G  IS TRU E .  A C C U R A T E .  AND  C O M PLETE  A N D  IS 

IN CO M PL IAN CE  WITH T IT LE  V I OF THE C IV IL  R IG H TS  ACT  OF 1904  WHICH P H E C L U D E S  E X ­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF R A C E .  C O LO R .  OR N A T IO N A L  O R IG IN .  

I U N D E R S T A N D  T H A T  P A Y M E N T  AND  S A T IS F  AC I IO N  OF TH IS  C LA IM  WILL BE FRO M  F E D ER  

AL  AND  ST A TE  FU N D S .  AND  T H A I  A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR DOCUM ENTS .  OR 

CO N C EA LM EN T  OF A M A T E R IA L  FACT .  M A Y  BE P RO SECU TE  O UNDE  R A P P L IC A B L E  F E D E R A L  

OH STATE  L A W S . "
TO THE BEST  OF M Y  KN O W LED G E  NO O T H ER  R ESO U R C E  EX IST S .

p r o v i d e ns s i g n a t u r e DATE

REM ARKS :

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

MED ICAL
R EV IEW

KtVISCO |6/l/7j|
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, . O U T PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGEVICY INV O IC E  N O .  j  O i C i U u  i

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

U S E

O N L Y

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

COUPON  OR A U T H O R IZ A T IO N  N UM BER  *> *■

- . / >  . '  v i  ,  " - V - :  ■ ^

NAME OF P R O V ID E R

/  ; v
------- - /  ' . J  ,  C

NAME OF  PAT IEN T
P  J' / 1V* « r  /

RACE

DATE  OF  B IRT H  SEX
7  / /  r e  m p h  f ( — i

EL IG . CODE P R O V ID E R  ID . NO.

i .. • • . " t  j

C A T E G O R Y

CASE NO. RESO U RC E PA YEE  ID  NO. ( i f  d i f f e r e n t  f r om  ab o v e )

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

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

( O P T . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T

/  ' • •' "  ‘ ' '

P R IM A R Y

*• ** * •'

■ c .  -
S E C O N D A R Y

...
•

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

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

C O M M E N T S :

11
S E R V IC E S  R E N D E R E D

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

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

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

1969  R V S  
P R O C .  C O D E CHA RG E STATE USE O N L Y

-- /
L > ‘ ’ - - V . '■ .- _ • i„.*

• / * /' /' / t . i . *\* ) <■ v '<-/ . ,  ̂.

/  / - 7 / ’ C VY r / .

•/. ;v ’ > i
■

// - 'V:_ ,y • • •/ *r j . ■
/

• P L A C E  O F  S E R V I C E  

oo doctor’s office
IL INDEPENDENT LA Li.
H patient's home
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF CXTENOEO CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\

/

T O T A L
C H A R G EMEDICARE PAID O T H E R  INS. T O T A L

L E S S

MEDICARE CO-IN?. MEDICARE OFOUCT. T O T A L

X
U N P A I D

B A L A N C E

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

"  TH IS IS TO C E R T I F Y  TH AT  THE FO R E G O IN G  IS T R U E ,  A C CU RA  TE. ANO  CO M PLETE  A N D  IS 

IN  CO M PL IAN CE  WITH T IT LE  VI OF THE C IV IL  R IG H TS  ACT OF l ‘JG4 WHICH P R E C L U D E S  E X ­
C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF RACE .  C O LO R .  OR N A T IO N A L  O R IG IN  

I UNDE R S  T AN D  T H A T  P A Y M E N T  A NO  S A T IS F A C T IO N  O F  THIS C LA IM  W ILL  BE FRO M  FEDE  R 

A L  ANO  STATE  FU N D S ,  AND  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR  DOCUMENTS . OR 

C O N C E A LM E N T  OF A  M A T E R IA L  FACT .  M A Y B E  PRO SECU TE  O UN DE R A P P L IC A B L E  F E D E R A L  

O R  STATE  L A ’.VS."
TO THE BE ST  OF M Y  K N O W LEDG E  NO O TH ER  R ESO U R C E  C X IST S

PROVIDER 'S S IG NATURE DATE

REM ARKS :

RESUBM ITTAL
I N D I C A T O R

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

REVISED (6/ I / 711
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1 0 P A T I E N T  I N F O R M A T I O N
V ---------------------- -

S T A T E  , 

U S E  

O N L Y

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

COUPON  OR  A U T H O R IZ A T IO N  NUM BER
/ ' V . '  ■ S ' '  /

 ̂ » —• /  i m y l . " A a . y- • .

NAME OF P R O V ID E R

\ ,V# " ■* / . *  .•
NAME OF PAT IEN T

: . k :  ;  •• /

RA C E

D A TE  OF B IR T H  <.p y
2 .  / / ?  M F ” I ? n

EL IG .  CODE P R O V ID E R  ID . NO.
O j ; '-

C A T E G O R Y

CASE  NO. ( , < & - . § $ &
RESO U RC E PA YEE  ID  NO. (i f d i f fe rent f r om  above)

d -  '~<£ ? /

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

f  1 H ~ \ *

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

(O PT . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T P R IM A R Y

f ' H..'

- .  -

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? c m  y e s  c m  n o

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

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

C O M M E N T S :

11
S E R V IC E S  R E N D E R E D

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

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

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

19 6 9  R V S  
P R O C .  C O D E CHA RG E STATE USE  O N L Y

/. • ~ '<-■ /  /  / • ••... ' r r%. ' v ./ r • v ’ . } " ■' : /  ”  . .

■ ) - -  7 .  ' , i  . > ^  . i  ,• „ * yl *.* • / </ • i 3.:-

/ 7- * / ' ; . . /' f t  . **.*.: • • «./ ! •' / .* • • A  A 2 s.X ■ 3 ,  .’

/.?. ■ 1- /<*. / // * '/y .• #. i .• , *-.*£_ * •' i .

/  • 7 ;  , , ) j
^  , / V. /// / 7. ? • •

• P L A C E  O F  S E R V I C E  

oo doctor's office
IL INDEPENDENT LAO.
H patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

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

\

T O T A L
C H A R G E */. 7  •;MEDICARE PAID O T H E R  INS . T O T A L

L E S S /  • 5 ^ 2.
MEDICARE CO - INS.MCDICARE DEDUCT. T O T A L

XI
U N P A I D  a? 

B A L A N C E ^ 3 3
7

P R O V ID E R  C E R T I F I C A T E

*• TH IS  IS TO C E R T I F Y  THAT THE FO R E G O IN G  IS T RU E .  A C C U R A T E .  ANO  CO M PLETE  A N O  IS 

IN C O M PL IA N CE  WITH T IT LE  VI OF THE C IV IL  R IG H TS  ACT OF 1904  WHICH P R E C L U D E S  EX­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  OF RAC E .  C O LO R .  OR  N A T IO N A L  OFUC lN .

I U N D E R S T A N D  THAT  P A Y M E N T  ANO  S A T IS F A C T IO N  OF TH IS  C LA IM  W ILL  BE FRO M  &EOER  

AL  A N O  ST A TE  FU N DS .  ANO  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR D OCUM ENTS .  OR 

C O N C E A L M E N T  OF A M A T E R IA L  FACT . M A Y B E  PRO SECU  TE O UN OE R A P P L IC A B L E  F ED ER A L -  

O R  S T A TE  L A W S . "
TO THE BEST  OF MY KN O W LED G E  NO O T H ER  R ESO U R C E  E X IS T S .

P  H O V I  DE Fi*S S I G N A T U R E O A T E

R E M A R K S :

S

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

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

R E V I S E D  ( C / I / 7 J )
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O U T PA T IE N T  H O SP ITA L  » P R A C T IT IO N E R  » HOME HEALTH  AGENCY  IN V O IC E  N O .  ;  Q  C : 0  C , 3

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

U S E

O N L Y

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

COUPON  OR A U T H O R IZ A T IO N  NUM BER

: st '  ■ - - 'x- •

NAME OF P R O V ID E R
• - • ‘

/  ' ________•' ■ s.-s

NAME OF PA T IEN T RACE

DATE  OF B IR T H  SEX
'• /  •' /  M F H  F l  1

EL IG . CODE P R O V ID E R  ID .  NO. C A T E G O R Y

CASE NO. R E SO U RC E PA YEE  ID  NO . ( if d i f f e r e n t  f r o m  a b o v e )

//A . C l .  J J s C  /

N A T U R E  O F  A C C ID E N T  O R  IL L N E S S

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

(O PT .)

L IST  P R IM A R Y  D IA G N O S IS  F IR S T

• *P *
.  • /  '  '

P R IM A R Y

:> i

S E C O N D A R Y

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?  (ZE3 Y E S  1 - - I  N O
S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if a p p l i c a b l e )

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

C O M M E N T S :

S E R V IC E S  R E N D E R E D

DATE OF 
SERVICE

PLACE OF 
SERVICE*

DESCRIPTION OF M ED IC AL OR 
SURG ICAL PROCEDURE

1969 RVS 
PROC. CODE C HARGE STATE USE O NLY: j> •' ”  V - * j
. ,* •’ » V ’? - 7 '

/  •. ' > / f' y I . . r  .... '  -'"X- /< 7 ' .- V '

' - • . • •  .•-• ? > ,  ,  \  .
* * s’ V f / • \ • /  • J O

//;< - - • * - .  * * f L / ’ . y • / . .  ̂
• .*• '  ■

1 ~ ./ y. . y  • I

J /  - ; 'XL . i / ' "it* "o ■ ‘ ■ • L , / . ^0
•PLACE OF SERVICE 

do doctor's office
IL INDEPENDENT LAH.
H patient's HOME
IH INPATIENT HOSPITAL 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2  COORDI NAT IO N  O F OTHER BENEFITS

\/
TOTAL

CHARGEMEDICARE PAID OTHER INS. T O T A L

LESS

MEDIC ARK CO • INS. MEDICARE OEOUCT. T O T A L

X
UNPA ID

BALANCE.

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

"  TH IS 13  TO C E R T I F Y  T H A T  THE FO R E G O IN G  IS T R U E .  A C C U R A  TE, A N D  C O M PLETE  A N O  IS 

IN CO M PL IAN CE  WITH T IT L E  VI OF THE C IV IL  R IG H T S  ACT OF 19G<I WHICH P R E C L U D E S  E X ­

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N D S  O F  RAC E ,  COLOR ,  O R  N A T IO N A L  O R IG IN .

I U N D E R S T A N D  TH A T  P A Y M E N T  A N D  S A T IS F A C T IO N  O F  TH IS  C LA IM  W IL L  BE FR O M  F E D E R  

A L  AN D  STA TE  FU N D S .  A N D  THAT  A N Y  F A L S E  C L A IM S .  S T A T E M E N T S  OR  OO CUM ENTS .  OR 

CO N C EA LM EN T  OF  A M A T E R IA L  FACT .  M A Y  BE PRO SECU T E  D UN DE R A PPL IC  A B L E  FE  DE RAL  

OR  STA TE  L A W S . "

TO THE BE ST  OF M Y  KNO W I .EO GE  NO O TH ER  R E S O U R C E  E X IS T S .

PROVIDER 'S S IG NATURE DATE

RE M A R K S :

R E S U B M I T T  A L  
I N D IC A  TO R

M ED IC AL
R EV IEW

RLVIiLO lc; t / M I
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D E P A R T M E N T  O F  H E A L T H  &  S O C I A L  S E R V I C E S  

O U T PA T IE N T  H O SP ITA L  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE  n o .  1 8 2 5 3 0
1 0 . P A T I E N T  I N F O R M A T I O N S T A T E

U S E

O N L Y

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

COUPON  OR  A U T H O R IZ A T IO N  N UM BER
/'f . / , /  ' V

• a /  o  i C r/  '  . ls-

NAME OF P R O V ID E R

‘  '<  > V . ' .  . y . f , . »

1 • ' <r>. ■- ' '  f

NAME OF PA T IEN T

/ .•

RA C E

DA TE  OF B IR T H  SEX
/ 1 /  7 c  m f h  f i — I

EL IG .  CODE P R O V ID E R  ID. NO.

/ : '■ f / _  '/  S  - o

C A T E G O R Y

CASE NO. RE S O U R C E PA YEE  ID  NO. ( i f  d i f fe rent f r om  above)
/ 'i  ' •  !  /

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

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

(O P T . )

L IS T  P R IM A R Y  D IA G N O S IS  F IR S T

.  .. _____. ✓  / / > . . '  1 ■’ ‘

P R IM A R Y

X  )

S E C O N D A R Y

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

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

C O M M E N T S :

S E R V IC E S  R E N D E R E D

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

P L A C E  O F  
S E R V I C E  •

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

1969  R V S  
P R O C .  C O O E C H A RG E STATE  USE  O N L Y

’ ” -- ' / /"*•’
‘ /

••v. ; , y
X ,  / r . '■ , /•  . 

'  • v r- / / /  1 / - • *

. V .  7 i  :  /  / - / . .  - /  - ' "(O /  x ,■ .* / C X  £ // o '  ~  J

•' ? - ' / •  7 c , i • ? /  ■ .- 'V 1 / ;" < .<  - / / )

•' V - ' 7 *  7 ./ j / .* 7 7 ^ 7  / C  r  - / J  S O

/ # •  •,7 / .  ' t. V /  '  “ ?.■1
• P L A C E  O F S E R V i C E 1 2 C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S T O T A L

do doctor's office
IL INDEPENDENT LAtt
h patient's home
|H INPATIENT HOSPITAL

MEDICARE PAIO O T H E R  INS. T O T A L C H A R G E

\
X

L E S S

OL OTHER LOCATIONS 
NH NURSING HOME MEDICARE COHNS. MEDICARE OEOUCT. T O T A L

ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL X

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

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

TH IS  IS 1 0  C E R T I F Y  THAT  THE FO R E G O IN G  IS T R U E .  A C C U R A T E .  ANO CO M PLET E  ANO  IS 

IN C O M PL IA N C E  WITH T IT L E  V I OF THE C IV I L  R IG H TS  ACT  OF 1964 WHICH P R E C L U D E S  EX  

C LUS IO N  OR D ISC R IM IN A T IO N  ON THE G R O U N O S  O F  RAC E .  C O LO R .  OR N A T IO N A L  O R IG IN .  
I U N D E R S T A N O  THAT P A Y M E N T  AN D  S A T IS F A C T IO N  O F  TH IS  C L A IM  W ILL  BE FRO M  FEDF .R  

A l .  ANO  ST A TE  FU N D S .  ANO  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR D OCUM ENTS .  OR 

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

O R  S T A TE  L A W S ”
TO THE BEST  OF M Y  K N O W LED G E  NO O T H E R  R ESO U R C E  E X IS T S .

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

REM ARKS :

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

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

f t  L  V I S  K  O  1 6 /  I /  7 1 1



S T A T E  O F  A L A S K A  I—

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

CENTRAL OFFICE

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

(O PT . )

L IST  P R IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip & Palate

P R IM A R Y

SECO N D A RY

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

C O M M E N T S :

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (if ap p l i c a b le )

04971

REFERR IN G  OR 
CONSULTING PHYS IC IAN

S E R V IC E S  R E N D E R E D

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

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

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

19 6 9  R V S  
P R O C .  C O D E CHARGE

Oct. 72 Debanding & Retainer fee $200.00

• P L A C E  O F  S E R V I C E  

do doctor's office
IL INDEPENDENT LAtt
H patient's HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

1 2 CO O RD INATIO N  OF OTHER BENEFITS

MEDICARE PAlO

MEDICARE CO-INS.

OTHER INS.

ChampHS

mi : dicahc  dl-duct .

T O T A L

T O T A L

T O T A L
C H A R G E

L E S S

JL5I1JKL

8 1 0 .0 0

U N P A ID
B A L A N C E 140•00

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

15 I P R O V ID E R  R E F .  I

O UT PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE n o . 2 1 0 9 8 2
10 ' PATIENT INFORMATION STATE

USE

O N L Y

PROVIDER INFORMATION

COUPON OR A U T H O R IZ A T IO N  NUM BER
Crippled Children's Services

NAME OF P R O V ID E R

Richard L. Day, D.D.S. M.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

NAME OF PAT IENT

FORBUSH. Douelas

RACE

w
DATE  OF B IRT H  o PX

05 , 02 , 56
EL IG . CODE

30P
P R O V ID E R  ID. NO. C A T EG O RY

in

m

RESO U RC E PAYEE  ID NO. (if d if fe rent f rom  above)

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

** TH IS IS TO C E R T I F Y  THAT  THE FO REG O IN G  IS T R U E .  AC CU R A TE .  AN D  C O M PLETE  AND  IS 

IN COM PL IANCE  WITH T IT L E  V I OF THE C IV IL  R IGHTS  ACT  OF 1904 WHICH P R E C L U D E S  E X ­

CLUS ION  OR D ISC R IM IN A T IO N  ON THE G RO UNO S  OF  RAC E .  COLOR .  O R  N A T IO N A L  O R IG IN .  

I U N D ER ST A N D  TH AT  P A Y M E N T  A N D  SA T IS FA C T IO N  O F  THIS C LA IM  W ILL  BE FRO M  F E D E R ­

A L  AND  STATE  FUN DS .  AND  THAT  A N Y  F A L S E  C LA IM S .  ST A TEM EN T S  O R  DOCUMENTS . OR 

C O NCEALM EN T  OF A M A T E R IA L  FACT . M A Y  BE P RO SEC U T ED  U N D ER  A P P L IC A B L E  F E D E R A L  

O R  STA TE  LAW S . "

TO THE BEST  OF M Y  KNO W LEDGE  NO OTHER  R ESO U R C E  EX IST S .

REM A RKS : •9  ofv



P R O V ID E R  REF .CENTRAL OFFICE
D E P A R T M E N T  O F  H E A L T H ' S  S O C I A L  S E R V I C E S

STATE

USE

O N L Y

RACE

 i
P R O V ID E R  ID. M ODATE  OF B IRTH

—05  / — 0 2  / - 5 6 -

c a t e g o r y

PAYEE  ID  NO. ( i f  d i f fe rent f rom  above)

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

O UT PA T IE N T  HOSP ITAL  •  P R A C T IT IO N E R  •  HOME HEALTH  AGENCY INVO ICE

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

COUPON OR A U T H O R IZ A T IO N  NUM BER
Crippled C h i l d r e n’s Services

NAME OF PAT IENT

_________ FORBUSh, Douglas

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

NAME OF P R O V ID E R

Richard L. Day, D.D.S. M.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

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

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

(O PT .)

L IST  PR IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip A Palate

P R IM A R Y

749

SECO N D A RY

H A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ? CJiO Y E S  E H )  N O

C O M M E N T S :

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

04971

REFERR IN G  OR 
CONSULTING PHYS IC IAN

11
S E R V IC E S  R E N D E R E D

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

P L A C E  O F  
S E R V I C E  •

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

10 6 9  R V S  
P R O C .  C O D E CHARGE STATE  USE O N LY

Hay 72
Treatment $50.00

June 72
II $50-00 .

■ T i l l y  7 9
II $50.00

. .

August 72 If $50.00

S t . 7 2 _ . II S50.no . . _
• P L A C E  O F  S E R V I C E

do doctor's office 
IL INDEPENDENT LAtt 
H patient's HOME 
IH INPATIENT HOSPITAl 
OL OTHER LOCATIONS 
NH NURSING HOME 
ECF EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPI*. \L

1  2  C O O R D IN A T I O N  O F  O TH ER  BENEF ITS

\

/

T O T A L
C H A R G E

' -
:-X \ J . |  >MEDICARE PAID OTH ER  INS. T O T A L

- . . - ' L E S S

MEDICARE CO INS.MKOICAHC DIJOUCT. T O T A L

- ■ X
U N P A I D

B A L A N C E 1 '

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

"  TH IS  IS TO C E R T I F Y  THAT THE FO REG O IN G  IS T RU E .  A C C U R A TE .  AND  C O M PLETE  A N D  IS 

IN CO M PL IAN CE  WITH T IT LE  VI OF THE C IV IL  R IGHTS  ACT OF 1904 WHICH P R E C L U D E S  EX  

CLUS ION OR D ISC R IM INAT IO N  ON THE G RO U ND S  OK RACE .  COLOR .  OR N A T IO N A L  OR IG IN .  

I U N D ER ST A N D  TH A T  P A Y M E N T  A N D  SA T IS FA C T IO N  OF TH IS  CLA IM  W ILL  BE FROM  F E D E R ­

AL  AND  STATE  FU N DS .  AND  THAT  A N Y  FA L S E  C LA IM S .  ST A TEM EN T S  OR DOCUMENTS . OR 

C O N C EA LM EN T  OF A M A T E R IA L  FACT . M AY  BE PRO SECU TE  D UN DE R A P P L IC A B L E  F E D E R A L  

OR  STATE  LAWS.**
TO THE BEST  OF M Y  KNO W LEDGE  NO O TH ER  R ESO URC E  EX IST S .

PROVIDER'S SIGNATURE DATE

R EM A RK S : 5

_________________________ _ _ _

R E S U B M I T T A L
IN D IC A T O R

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



I!15
S T A T E  O F  A L A S K A  Li-

D E P A R T M E N T  O F  H E A L T H ' S  S O C I A L  S E R V I C E S

O V ID ERCENTRAL OFFICE
OUTPATIENT HOSPITAL » PRACTIT IONER > HOME HEALTH AGENCY INVO ICE 'NO

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

NAME OF PROVIDER
Richard L. Day, D.D.S. M.S 

//3606 Rhone Circle 

Anchorage, Alaska 99504

COUPON OR AUTHOR IZAT ION NUMBER

------- Crippled Child ren's Services
NAME OF PATIENT

   FORBUSIt, Douglas
C A TEG O RYPROVIDER ID. NO.DATE OF BIRTH

_Q5_ / _Q2_ /_ 5 f i

RESOURCE
F

PAYEE ID NO. (if different from above)

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

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

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

Cleft Lip & Palate

SECONDARY

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (it a p p l i c ab le )

R E F ER R IN G  OR 
CONSULTING PHYS IC IANH A V E  A L L  O T H E R  P A Y M E N T  S O U R C E S  B E E N  E X H A U S T E D ?

04971C O M M E N T S

S E R V IC E S  R E N D E R E D

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

I9 6 0  R V S  
P R O C .  C O D E

STATE USE ONLYCHARGE

Treatment

larch 72

CO O RD INATIO N  OF OTHER BENEFITS T O T A L
C H A R G Edo doctor’s office 

IL INDEPENDENT LAD.
H PATIENT’S HOME
IH INPATIENT HOSPITAL
OL OTHER LOCATIONS
NH NURSING HOME
EOF EXTENDED CARE FACILITY
OH OUTPATIENT HOSPITAL

T O T A L

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

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

P R O V ID E R  C E R T I F IC A T IO N

REMARKS
’ ’ TH IS  IS TO C E R T I F Y  THAT  THE FO R E G O IN G  IS T R U E .  AC CU R A TE .  A N D C O M P L ET E  A N D  IS 

IN COM PL IANCE  WITH T IT L E  VI OF THE C IV IL  R IGHTS  ACT OF 19G4 WHICH P R E C L U D E S  E X ­

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

I U N D ER ST A N D  THAT  P A Y M E N T  A N D  SA T IS FA C T IO N  OF THIS C LA IM  W ILL  BE FROM  F E D ER  

AL AND  STATE  FUNDS .  AND  THAT  A N Y  F A L S E  C LA IM S .  ST A TEM EN T S  OR DOCUMENTS . OR 

CO NC EALM EN T  OF A M A T E R IA L  FACT .  M AY  BE P RO SECU T ED  U N D ER  A P P L IC A B L E  F E D E R A L  

OR  STATE  LA W S ."
TO THE BEST  OF M Y  KNOW LEDGE  NO O TH ER  R ESO U R C E  E X IS T S .

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

R E S U B M I T T A L
I N D IC A T O RP R O V I D E R ' S  S I G N A T U R E



CENTRAL OFFICE
OUTPA T IEN T  HOSP ITAL  « P R A C T IT IO N E R  •  HOME HEALTH AGENCY INVO ICE  ' N  O

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

U S E

O N L Y

NAME OF P R O V ID E RCOUPON OR  A UT H O R IZA T IO N  NUM BER

Richard L. Day, D.D.S. 

3606 Rhone Circle 

Anchorage, Alaska 99504

Crippled Children's Services

NAME OF PAT IENT
FORBUSH, Douglas

P R O V ID E R  ID. NODATE  OF B IRTH
05 , 02

C A T EG O RY

7  _  R E SO U RC E  PA YEE  ID NO. ( if  d i f fe rent f rom  above)
I . ____________________________

N A T U R E  O F  A C C ID E N T  O R  IL L N E S S

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

PR IM A R YL IST  P R IM A R Y  D IAGNOS IS  F IR S T

Cleft Lip & Palate

S EC O N D A RY

S E R V I C E  P R E - A U T H O R I Z A T I O N  
N O .  (It ap p l i c a b le )

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

C O M M E N T S
04971

S E R V IC E S  R E N D E R E D

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

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

I9 6 0  R V S  
P R O C .  C O D E

STATE USE  O N LYCHARGE

Treatment

COORD INATION O F OTHER BENEFITSP L A C E  O F  S E R V I C E T O T A L
C H A R G Edo ooctor's office

IL INDEPENDENT LAtt
H patient's HOME
IH INPATIENT HOSPITAL
OC OTHER LOCATIONS 
NH NURSING HOME 
ECI* EXTENDED CARE FACILITY 
OH OUTPATIENT HOSPITAL

T O T A LMEDICARE PAID

T O T A LMEDIC ARE CO-INS. MEDICARE DEDUCT.

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

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

REM A RK S
"  THIS IS TO C E R T I F Y  THAT THE FO REG O IN G  IS TRU E .  A C C U R A TE ,  A N D C O M P L E T E  ANO  IS 

IN COM PL IAN CE  WITH T ITLE  V I OF THE C IV IL  R IGHTS  ACT OF 10G4 WHICH P R E C L U O E S  E X ­

CLUS ION OR D ISCR IM INAT IO N  ON THE G RO U N D S  OF RACE .  C O LO R .  OR  N A T IO N A L  O R IG IN .  

I U N D ER ST A N D  THAT  P A Y M E N T  ANO  SA T IS FA C T IO N  OF THIS C LA IM  W ILL  BE FROM  F E D E R ­

AL  ANO  STATE  FUN DS .  AND  THAT A N Y  F A L S E  C LA IM S .  S T A T E M E N T S  OR  DOCUMENTS . OR 

C O N C EA LM EN T  OF A  M A T E R IA L  F A C T .M A Y  BE PRO SECUTE  D UNDE  R A P P L IC A B L E  F E D E R A L  

OR  STATE  LAW S .”
TO THE BEST  OF M Y  KNOW LEDGE  NO OTHER  R ESO URC E  E X IS T S .

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

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







File
c*jsc(?nse

r ,v i< *  '■> Copy ,

PATIENT INFORMATION STATS
M & i
ishey:;:

PROVIDER INFORMATION

Coupon or Authorization Humber

HP" c\A 37037
Name of Provider

Fairbanks M e m o r i a l  H o s p i t a lName of Patient iRas'e!

ANDliRSOI^Peter A

Date of Birth Provider ID Number Category

Payee ID Number (if different from above)

3D;:HuH&e:tvAttending Physician 

Raymond Evans,MDHave all other payment sources been exhausted? I x I Yes f
Service Pre-Authorization No. (if applicableComments

D IAG N O SIS AND PRO CED U RES
Svc.Unit Primary Diagnosis 

C h ro n lr. Hron-chlffctasln

Billing Period Secondary Diagnosis Code

thru

Date of Discharge 
QA / 26 /

Primary Procedure Performed 
jjlon surg inpatient care

Code
90199

Consulting Physician ID Number Secondary Procedure Performed Code

PRO VIDER C E R T IF IC A T IO NSTATEMENT OF SERVICES RENDERED
RpfiT.ar.pfl "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 196^ which px 
eludes exclusion or discrimination on the grounds 
of race, color, or national origin. I understand 
that payment and satisfaction of this claim will 
be from Federal and State funds and that any 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/ f/y /■ , Vf // /  /

A cs. nmmnda.ft.lea

1 Bed__________

i nr More Beds

Operating Room

RemarksOutpatient Services

Blood Administration see attached ledger copy
Pharmacy

Radiology

Resubmifctal
Indicator

Medical
Review

ilsdl? 11, , Surglea1 Supplies,

Mn/c-tonl Thornnv____________

Occupational Therapy_________

Speecli Therapy_________________

fnh-. 1 ri M  on T h p m  pv___________

Othay I C,f>«.p 1 Py)_____________

2 3 !} COORDINATION OF OTHER BENEFITS
Other

Benefits

Medicare 
Pa id

Total Total

Total
Charge



:  . .  - r  S T A T E  O F  A L A S K A  

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

n o . 5 2 7 3 7 8H E A L T H  C A R E  F A C I L I T Y  I N V O IC E

P A T I E N T  I N F O R M A T I O N P R O V ID E R  I N F O R M A T I O NS T A T E R
U S E .

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

4 4 7 5 8  D
N A M E  O P  P R O V I D E R

P r o v i d e n c e  H o s p i t a l

N A M E  O F  P A T I E N T
P a n t a g e s ,  J o h n  C

R A C E
■1

P R O V I D E R  I D  N O . 
P 3 E  4 0 9

D A T E  O F  B I R T H
H!9 / __ 0 5 / ___ 21

C A T E G O R Y
02

P A Y E E  I D  N O .  (if d i f fe ren t  f rom  above )C A S E  N U M B E R

A T T E N D I N G  P H Y S I C I A N  
Dr. 3. HunterHAVE A L L  O T H E R  P A Y M E N T  S O U R C E S  BEEN EX H A USTED ?

S ERV IC E  P R E -A U T H O R IZ T IO N  NO. ( i f  applicable)C O M M E N T S

D IA G N O S IS  A N D  P R O C E D U R E S

REF .  CODE P R I M A R Y  D IA G N O S I S  
c h e a t  x - r a y

D A T E  O F  A D M I S S I O N
_ H  /  2 8  / ____ 7 2

C O D E
7 3 8

S E C O N D A R Y  D IG A N O S I SB I L L I N G  P E R I O D  
1 2 ,  2 8 ,

TOT . DAYS C O D E

DIS . CODE P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
n o n  s u r g i c a l  o u t p a t i e n t  c a t e

C O D E
) 0 2 9 0

D A T E  O F  D I S C H A R G E
1 2 / ____ 2 8 /  7 2

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

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

BLOOD PINTS 
FURNISHED " THIS IS TO C ERT IFY  TH AT  THE FO REG O IN G  IS TRUE , 

ACCURATE, AND  COMPLETE AND IS IN  COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 W H ICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTAND  
THAT PAYMENT AND SAT ISFACTIO N OF TH IS C LA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS, A N D  THAT ANY 
FALSE CLA IM S , STATEMENTS OR DOCUMENTS. OR CON­
CEALM ENT OF A M A T ER IA L  FACT, M A Y  8E PROSECUTED 
UNDER APPLICABLE FED ER A L  OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOL1 RCG EXISTS .

C H A R G E

a CCOMMOO a T K W

3  O R  M O R E  B E D S
I N T E N S I V E  C A R E PRO V IDER’S S IGNATURE

S E L F  C A R E
N U R S E R Y

R E M A R K SO P E R A T I N G  R O O M
A N E S T H E S I A
O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y
R A D I O L O G Y

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

M E D I C A L
R E V I E WL A B O R A T O R Y

M E D I C A L  &  S U R G I C A L  S U P P L I E S
C O O R D I N A T I O N  O F  O T H E R  B E N E F I T SP H Y S I C A L  T H E R A P Y

O T H E R
B E N E F I T S

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

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

O T H E R  ( S P E C I F Y ) INSURANCE 
DR OTHER PAY.

TOTAL

TOTAL
CHARGE

AMOUNT
BILLED



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

D E P A R T M E N T  O F  H E A L T H 'S  S O C IA L  S E R V IC E S

N O .  5 2 7 3 7 9H E A L T H  C A R E  F A C I L I T Y  I N V O IC E

P A T I E N T  I N F O R M A T I O N P R O V I D E R  I N F O R M A T I O NS T A T E  
U S E  / .  

O N L Y * 1
C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R  

4 4 7 5 8  C
N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s o i t a l

N A M E  O F  P A T I E N T
P n a t a g e s ,  J o l i n  C

R A C E

D A T E  O F  B I R T H
05, 06

E L IG .  C O D E  , C A T E G O R Y

C A S E  N U M B E R - ' P A Y E E  I D  N O .  (i f d i f fe rent  f r om  above)

A T T E N D I N G  P H Y S I C I A N
HAVE A L L  O T H E R  PA YM EN T  S O U RC ES  BEEN EX H A U STED ?

S E R V IC E  P R E -A U T H O h lZ T IO N  NO. ( i f  applicable)C O M M E N T S

D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S I O N
1? /  2£ / 12

SVC  U N IT P R I M A R Y  D IA G N O S I S  
C h e s t  x - r a y

C O D E233
B I L L I N G  P E R I O D S E C O N D A R Y  D IG A N O S I STOT. D A YS C O D E

D A T E  O F  D I S C H A R G E  
. 1 2  /  2 6  /  ' 7

P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
n o n  s u r g i c a l  o u t p a f c t i i t  c a r e

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

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

0.000 PINTS 
FURNISHED

PINTS
REPLACED

CHARGE 
PER PINT C H A R G E " TH IS  IS TO C ERT IFY  TH AT  THE FO REG O ING  IS TRUE , 

ACCURATE , A N D  COMPLETE AND  IS IN  COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTAND 
THAT PAYM ENT AND  SAT ISFACTIO N OF TH IS  C LA IM  W ILL  
BE FROM FEDERAL AND  STATE FUNDS, A N D  THAT A NY  
FALSE CLA IM S , STATEMENTS OR DOCUMENTS, OR CON­
CEALM ENT OF A M A T E R IA L  FACT, M AY BE PROSECUTED 
UNDER  APPLICABLE FED ER A L  OR STATE LAWS.”

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .

ACCOM M ODAT ION

3  O R  M O R E  B E D S
I N T E N S I V E  C A R E

PRO V IO ER’S S IG NATURE

S E L F  C A R E
N U R S E R Y

R E M A R K SO P E R A T I N G  R O O M
A N E S T H E S I A

1 0  O U T P A T I E N T  S E R V I C E S
B L O O D  A D M I N I S T R A T I O N
P H A R M A C Y
R A D I O L O G Y

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

M E D I C A L
R E V I E WL A B O R A T O R Y

M E D I C A L  &  S U R G I C A L  S U P P L I E S
C O O R D I N A T I O N  O F  O T H E R  B E N E F IT SP H Y S I C A L  T H E R A P Y

O T H E R
B E N E F I T S

O C C U P A T I O N A L  T H E R A P Y M E D I C A R E
S P E E C H  T H E R A P Y
I N H A L A T I O N  T H E R A P Y
O T H E R  ( S P E C I F Y ) INSURANCE 

DR OTHER PAY.

TO TAL
C HARG E



P R O V I D E R
2 5  I provider REF.l xrc y a r l a n d ,  K e r r y

0 6

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

D E P A R T M E N T  O F ^ H E A L T H  &  S O C IA L  S E R V IC E S .‘,T» -•

H E A L T H  C A R E  F A C I L I T Y  I N V O I C E n o . 5 2 7 3 8 5
2 0  P A T I E N T  I N F O R M A T I O N s t a t e A t. k»—

U S E > * £  ‘ 

O N L Y

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

4 4 7 4 5  A
N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s ^ f c A l l

w , . - ..'. :  .v-
N A M E  O F  P A T I E N T

H e  F a r l a n d ,  K a r r y  S . 1 / ) f ) d _
R A C E

D A T E  O F  B I R T H  S E X j .
0 7  /  0 3  /  6 3  M  r r  F 1 1

E L I G .  C O D E -
■

P R O V I D E R  I D  N O .
P S H  4 0 9

C A ^ G O R Y

C A S E  N U M B E R  • R E S O U R C E P A Y E E  I D  N O .  ( i f  d i f fe ren t  f r om  above)

. s. 'j  ’• •' ‘ »♦ A T T E N D I N G  P H Y S I C I A N  

D r .  D .  R o b e r t s IDS l fHAVE A L L  O T H E R  PA YM EN T  S O U RC ES  BEEN EX H A U STED ?  C S ]  Y E S  □  NO
C O M M E N T S :

. . .  • v ■* - * ? «•«

S E R V IC E  PR E -A U T H O R IZ T IO N  NO. ( i f  applicable)
< - - » » . • --J '-- ■ ■

21
D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S IO N
1 2 / 3 0 / 7 2

R E F .  CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
o u t p a t i e n t  l a b w o r k

C O D E
7 3 8

B I L L I N G  P E R I O D
i ->  /  m  /  1 7 2  1 2 /  3 0 /  7 2

TOT. DAYS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 2  /  3 0  /  7 2

DIS . CODE 
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D
n o n  s u r g i c a l  o u t p a t i e n t  c a r e

C O D E
9 0 2 9 0

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

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

BLOOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION

1  B E D

2  B E D S

3  O R  M O R E  B E D S

I N T E N S I V E  C A R E

S E L F  C A R E

N U R S E R Y

NOT
REPLACED

m m

CHARGE 
PER PINT

RATE

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

A N E S T H E S I A

O U T P A T I E N T  S E R V I C E S

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

P H A R M A C Y

R A D I O L O G Y

L A B O R A T O R Y

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

P H Y S I C A L  T H E R A P Y

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

S P E E C H  T H E R A P Y

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

O T H E R  ( S P E C I F Y )

C H A R G E

10.00

R E M A R K S  f j r

" THIS IS TO C ERT IFY  THAT THE FO REGO ING  IS TR U E , 
ACCURATE, A N D  COMPLETE AND  IS IN COMPLIANCE W ITH  
T ITLE  V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISC R IM INAT IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UNDERSTA ND  
THAT PAYM ENT AND  SATISFACTION OF TH IS  C LA IM  W IL L  
BE FROM FEDER AL AND STATE FUNDS, AND  THAT A N Y  
FALSE CLA IM S , STATEMENTS OR DOCUMENTS, OR CON­
C EALM ENT OF A M A T E R IA L  FACT, MAY BE PROSECUTED 
UNDER APPLICABLE FED ER AL  OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE £$

PROVIDER 'S S IG N A T U R E .

y - J -  JDATE

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

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F IT S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
>R OTHER PAY.

T
TO TAL

CHARGE i n . n o /£■ * ? .. L E S S
0

M E D I C A R E

CO - INS. /
DEO.

\

TOTAL
)

AMOUNT
BILLED 1 0 . 3 0

REVUEP I././T.I



P R O V ID E R

0 6

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

1 D E P A R T M E N T  O F  H E A L T H  &  S O C IA L  S E R V IC E S  '

1 25 |pRoviDEn REF.I TVritt:. vTrHn frT.

H E A L T H  C A R E  F A C I L I T Y  I N V O IC E n o : 5 2 7 4 3 2 ■

2 0 P A T I E N T  I N F O R M A T I O N S T A T E  
U S E  ‘ 

O N L Y

, P R O V ID E R  I N F O R M A T I O N

C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R
4 5 2 1 0  K N A M E  O F  P R O V I D E R

P r o v i d e n c e  H o s p i t a l
i

N A M E  O F  P A T I E N T  , 7
T r i t t ,  Y e r l i n  V . / ) [ ) C

R A C E

D A T E q F B I R T K  S E X  :
■ ' /  ~ L /  —  M n T  f h

E L IG .  C O D E P R O V I D E R  I D  N O .
m u  4 0 0

C A T E G O R Y
0 2

C A S E  N U M B E R R E S O U R C E P A Y E E  ID  N O .  (if different from  above)

A T T E N D I N G  P H Y S I C IA N
L .  T o n e s .

I D  N O .
HAVE A L L O T H E R  PA YM EN T  SO U RCES  BEEN EX H A U STED ?  O - Y E S  ( Z D  NO
C O M M E N T S : S ERV IC E  PRE -A U T H O R IZ T IO N  NO. (if applicable)

D IA G N O S IS  A N D  P R O C E D U R E S

H DA TE  O F  A D M I S S IO N
1  1 1 /  1 1 /  7 2

REF . CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
1 "  l a c  p u n c t u r e  w o u n d  m e d i a l  ( P . )  r o o t

C O D E
9 0 1

B I L L I N G  P E R I O D
1 1 /  1 0  /  7 2  1 1  /  1 0  /  7 2

TOT. DA YS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 1 /  1 0  /  7 2

D IS . C ODE  
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D
s u t u r e  w o u n d

C O D E
1 2 1 2  J

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

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

LU.OOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION
1 B E D
2  B E D S
3  O R  M O R E  B E D S
IN T E N S I V E  € A R E
S E L F  C A R E
N U R S E R Y

NOT
REPLACED

DAYS

CHARGE 
PER PINT

RATE

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

R A D I O L O G Y

L A B O R A T O R Y
M E D IC A L  & S U R G I C A L  S U P P L I E S
P H Y S I C A L  T H E R A P Y
O C C U P A T I O N A L  T H E R A P Y
S P E E C H  T H E R A P Y
IN H A L A T IO N  T H E R A P Y
O T H E R  ( S P E C I F Y )

C H A R G E

25.50

" THIS IS TO C ERT IFY  THAT THE FOREGO ING  IS TRUE. 
ACCURATE, AND  COMPLETE AND  IS IN COMPLIANCE W ITH 
T ITLE V I OF THE C IV IL  RIGHTS ACT OF 1964 WHICH PRE­
CLUDES EXCLUSION OR D ISCR IM INAT IO N  ON THE GROUNDS 
OF RACE. COLOR, OR NA T IO N AL O R IG IN . I UNDERSTAND 
THAT PAYMENT AND  SATISFACTION OF THIS CLA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS. AND THAT ANY 
FALSE CLA IMS, STATEMENTS OR DOCUMENTS. OR CON­
CEALM ENT OF A M A TER IA L  FACT. MAY BE PROSECUTED 
UNDER APPLICABLE FEDERAL OR STATE LAWS."

TO THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS .

PRO V IDER’S S IGNATURE .

VDATE

R E M A R K S :

+
R E S U B M I T T A L

I N D I C A T O R
• M E D I C A L

R E V I E W

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F IT S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
On OTHER PAY.

TOTAL
CHARGE 2 5 . 5 0 L E S S 0

M E D I C A R E

CO - INS.
/

OCD.

TOTAL
J

AMOUNT
DJLLLD 25.50

Tr/TTAT



P R O V I D E R
P R O V ID E R  R E F .

0 6

.

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

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

H E A L T H  C A R E  F A C I L I T Y  IN V O ' lC E  N O .  5 2 7 4 5 0

^ J u d y

2 0  P A T I E N T  I N F O R M A T I O N
/ S T A T E : / /

U S E

O N L Y  .

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

C O U P O N  O R  A U T H O R I Z A T I O N  N U M B E R  
4 4 7 5 6  A

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

P r o v i d e n c e  H o s p i t a l
. . .  . . . . .N A M E  O F  P A T I E N T  .. ,  /  \  

H u e  H e r ,  J u d y R A C E  .•;/ T.

D A T E  O F  B I R T H  S E X  •
10 /  1 2 / 4 5  • M C ]  F I " ?

E L I G .  C O D E / P R O V I D E R  I D  N O .  
P R H  4 0 9

C A T E G O R Y

C A S E  N U M B E R  :; v . - r  y V R E S O U R C E / g y ; P A Y E E  I D  N O .  (i f  d i f fe ren t  f rom  above)

 ̂* . '•* p ^ * » A T T E N D I N G  P H Y S I C I A N
B r o w n s b e r g e r

I D  N O . - . .
HAVE A LL  O T H E R  P A Y M E N T  S O U R C E S  BEEN EX H A U STED ?  C D  Y E S  C Z 1  NO
C O M M E N T S :

- . 7* „ v 4-. '■* 1
..  i *

S ERV IC E  P R E -A U T H O R IZ T IO N  NO. ( i f  applicable)
. . ■■ir.. • . • .........  ■

i -V 3  SC.

21
D IA G N O S IS  A N D  P R O C E D U R E S

D A T E  O F  A D M I S S I O N
1 2  /  1 4  /  7 2

R E F .  CODE
3

SVC  U N IT
5

P R I M A R Y  D IA G N O S I S
r a i s e ,  l a b  -?*/■.

C O D E
7 8 8

B I L L I N G  P E R I O D  ,  _  ...........
1 2  /  1 4  /  7 2  1 2 /  1 4  /  7 2

TOT. D A YS  
1

S E C O N D A R Y  D IG A N O S I S C O D E

D A T E  O F  D I S C H A R G E
1 2  /  1 4  /  7 2

D IS . CODE  
1

P R I M A R Y  P R O C E D U R E  P E R F O R M E D  
O u t p a t i e n t  c a r e

C O D E
9 0 2 9 0

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

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

□LOOD PINTS 
FURNISHED

PINTS
REPLACED

ACCOMMODATION
1 B E D
2  B E D S
3  O R  M O R E  B E D S
I N T E N S I V E  C A R E
S E L F  C A R E

N U R S E R Y

NOT
REPLACED

-D A Y ? .

CHARGE 
PER PINT

RATE

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

R A D I O L O G Y

L A B O R A T O R Y
M E D I C A L  &  S U R G I C A L  S U P P L I E S
P H Y S I C A L  T H E R A P Y
O C C U P A T I O N A L  T H E R A P Y
S P E E C H  T H E R A P Y
IN H A L A T I O N  T H E R A P Y

22

O T H E R  ( S P E C I F Y )

C H A R G E

2 5 . 0 0

" TH IS IS TO C ERT IFY  THAT THE FO REG O ING  IS TR U E , 
ACCURATE, AND  COMPLETE AND IS IN  COMPLIANCE W ITH  
T IT LE  V I OF THE C IV IL  R IGHTS ACT OF 1964 WH ICH PRE­
CLUDES EXCLUSION OR D ISC R IM IN A T IO N  ON THE GROUNDS 
OF RACE, COLOR, OR N A T IO N A L  O R IG IN . I UN DERSTA ND  
THAT PAYMENT AND  SAT ISFACTIO N OF TH IS C LA IM  W ILL  
BE FROM FEDERAL AND STATE FUNDS, AND  TH AT ANY  
FALSE CLA IMS, STATEMENTS OR DOCUMENTS, OR CON­
C EALM ENT OF A M A T E R IA L  FACT, M A Y  BE PROSECUTED 
UNDER  APPLICABLE FED ER A L  OR STATE LAW S .”

TO THE BEST OF MY KNOWLEDGE NQXDTHER,RESOURCE£XI<

PROVIDER 'S S IGNATURE

...............

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

M E D I C A ^
R E V I E W ,.L -

2 3 C O O R D I N A T I O N  O F  O T H E R  B E N E F I T S

O T H E R
B E N E F I T S

MEDICARE
PAID

INSURANCE 
3R OTHER PAY.

TOTAL
CHARGE 2 5 . 0 0 c2S'.<^

M E D I C A R E

CO - INS. /
DEO.

\
TOTAL )

L E S S .00
AMCUNT
BILLED 2 5 . 0 0



V
i!

j:

^ n c m o f u u  £ ] o s ;

1650 Cowlas 

FAIRBANKS, A L A S K A  99701

v orcw^rco nv
LUTHERAN HOSPITALS ANO IIOMCS SOCIETY 

FARGO. NORTH DAKOTA 39102 7~h •'

I ■

~3

J;
I
A.

May 31, 1975

Dear Sir:

7

I*
i:

!i
~A

f
|i
?!

P a t i e n t :  A n d e r s o n ,  P e t e r  A .

I D  II D P W  O A A  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 

mentioned claim. Your immediate attention will be appreciated.

Sincerely, .

C q H v u  H q m w  

)
Mrs.RffdiuJa N c u a a n  

Insurance

W e h a v e  s e n t  m u l t i p l e  r e q u e s t s  f o r  p a y m e n t  o n  
t h i s  p a t i e n t ,  a n d  h a v e  r e c i e v e d  * n o  r e s p o n c e  f r o m  
y o u .  Y o u r  i m m e d i a t e  a t t e n t i o n  t o  t h i s  p a s t  d u e  
a c c o u n t  w i l l  b e  a p p r e c i a t e d .

REPLY: / J )

•)

ii

!l

1

•)



BASIC PLUS MAJOR MEDICAL P U N

> £SPLANAT!ON OF BENEFIT PAYMENT   ____ ____________________ _ w / ? 5 3 g o a y r z 7 & 'V

I- - / ~ )  .  K e y  - L - ' i . - c . .C o n t r o l  N o .  f  S u f

r L m m n  v — • ^ 7- ^  ; ' J
M  *<f S '/ cS  : nerf! Nn. V  3 3 -  7 5 1 0  A  Dependent (Fi

Year/ Sheet No.. _ ji Statistics Yes □

Tctal Benefits Charged Against Maximum Prior 
To This Payment (On First Worksheet For Each 
Calendar Year Adjust For Automatic Restoration 
If Included In P lan).

. C H A R G E S  B Y

: ( F i r s t  N a m e ) .

f/j.ska. U /rt ic
V  •

<7

D A T E S
I N C U R R E D

A M O U N T
O F

C H A R G E S

E X P E N S E S  
N O T  • 

C O V E R E D

M I
* J if / 't y c s X .1 0

'd k

C O V E R E D  
E X P E N S E S

m m2 d  d 3 3 .9 C ,
m u  m m

r g £ S 5  K 2 U  U L L
T O T A L S

BASIC
B E N E F I T S

$ _k S D .Q L

I o d e  tzhc^QFTS CXAc c .g s ,s W  Q  n.- k s > W  c k ^ g £ ‘ .j& JU fZXX______

B A S IC  B E N E F IT  P A Y M E N T

(D
o $ U d

S e e  
C o m m e n t  

N o .

M A D E  T O :
□ ( T h i s  b o x  c o m p l e t e d  o n l y  i f  a c t u a l  

p a y m e n t  d i f f e r s  f r o m  “ B "  a b o v e ) —

v -

S. S. Suf. Clmt Code" , - . State ■ /

' I e c u
n.~! Anmuiir .. iScccia! . . j . . n t r r ? - ■ |~-rjs '.U-I.Amoimti.~- -• •

•'.mount : sccci.-i (*.* Class CCI Amount

Special

Special

T h i s  S e c t i o n  C o m p l e t e d  O n l y  
I f  M a j o r  M e d i c a l  D e d u c t i b l e  
H a s  N o t  B e e n  S a t i s f i e d .

E X P E N S E S  A P P L f E D  T O  M E E T  Y O U R  

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

F O R _________________ / _ Y E A R

C O V E R E D  . o< :c  
E X P E N S E S  L e s s  B E N E F I T S

T h i s  W o r k s h e e t  $ -

P r e v i o u s  W o r k s h e e t s  $ _
T O T A L  F O R  Y E A R

T O  d V t e  $ _

N o t e :  M a j o r  M e d i c a l  B e n e f i t s -  
w i l l  b e  p a y a b l e  w h e n  
t h i o  a m o u n t  e x c e e d s  

 y o u r  d e d u c t i b l e .

Processor. M

Clmt Age Salary

_______A A /

Disa
Type
Claim DedA. . . a A

c/over
Days

Confined
Days 

Pvt Rm

a A
M A J O R

M E D I C A L

B E N E F I T S

< A >
C O V E R E D

1 .

2.

3.

4.

5.

6.

S u m  o f  
1  t h r u  6 =

B A S I C

Mlsc Fees _A
Total Hosp^ A
K Allow InvA 1&

Surg Fees A
Phys Fees A
Nurses A
Drugs r.
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