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CENTRAL OFFICE COPY. S T A T E  O F  A L A S K A  . I 15 I PROVIDER REF.

i-v x DEPARTMENT OF HEALTH &  SO€l&L SERVICES

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

Smith

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic
NAME OF PATIENT

H r  BosveldBilly Smith
PROVIDER I.D. NO.

ROB 389
CATEGORY

RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)
ALC501

CASE NO.
X  I 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
DIAGNOSIS 
CODE (OPT.)DIAGNOSIS
PRIMARYLIST PRIMARY DIAGNOSIS FIRST

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

»  PLACE OF SERVICE

TOTALOTHER INS.MEDICARE PAID00 OOCFOPS OFFICE
It INDEFtNOENT tAE

PAFIENIS HOME

01 OTHER lOCATIOFF TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NM NUPSFNO HOME
ECF ERIENOEO CARE FACUIIF UNPAID

BALANCEOH OUTPATIENT HOSPITAt

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

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL dFFICE COP Y

0 6 .

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

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF.
Penn ]

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE NO. 7 4 7 3 1  A
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic 

Dr. DePalatis

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH - — f  SEX ,---.

FU
ELIG. CODE PROVIDER I.D. NO. CATEGORY

SAD 4-17
CASE NO.
■-V' ■. , 5 ?•■;.:

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

ALC 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

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

YES K KHAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

11 S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF ♦ 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

5 / 4 / 7 2 DO M x M x & M E m x x / t a x K i a  esc 85010 8.00 ■ ■ '

5/9/72 DO AHylase 82150 12.00

5/9/72 DO Chest 2 Views 71020 00 .00

6/5/7? DO Brief E x a m  Eval A /o Treatment 90050 1 2 - 00
| ?;5 9 0-9

io/2 5/7:1 DO Brief E x a m  Eval A/0 Treatment 12.8b
if o:

fa?}--* nftyj v *.*

* PLACE OF SERVICE

OO DOCTORS OFFICE 
Ft INDIFtFIDENT FAB.
M PATIENTS HOME 
tH INPATIENT HOSPHAl 
Ot OTHER IOCATION 
F.H NURSING HOME 
ECF EITENDEOCARE EACIU1T 
C*l OUTPATIENT HOSPlTAl

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 68.00

| f|
MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

M
UNPAID
BALANCE

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

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

REMARKS: f y  /

/  .

••

RESUBMITTAL MEDICAL 
INDICATOR REVIEW



CENTRAL OFFICE COPY . , S T A T E  O F  A L A S K A  I 15 I PROVIDER REF,

/ V /  DEPARTMENT OF HEALTH &  SOCIAL SERVICES

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

PATIENT INFORMATION STATE
USE

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic 

D r . ̂ H P a l a t i s
PROVIDER I.D. NO.

SAD kI?

NAME OF PATIENT

Elmore Penn
DATE OF BIRTH ELIG. CODE CATEGORY

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

ALC 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
DIAGNOSIS 
CODE (OPT.)DIAGNOSIS

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

2/15/72 V Pressure Oath Place Percutan

^j-950Appendectomy

2/15/72 ADD Drain Pancreatitis

Brief E x a m  Eval A.O Treatment
COORDINATION OF OTHER BENEFITS* PIACE OF SERVICE TOTAL

CHARGETOTALOTHER INS.MEDICARE PAID00 DOCTORS OTTiCI
It INDEPENDENT IAS
H PATiENTS HOME
TM INPATIENT H0SP1TAI
Ot OTHER tOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECT EATENDED CARE fACIIITV UNPAID

BALANCEOH OUTPATIENT MOSPITAt

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

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

PROVIDER
SIGNATURE.

—RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



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

'

15* CENTRAL OFFJCE COPY -

DEPARTMENT OF HEALTH &  SOCIAL SERVICES 

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

 r

O T P ? ;

PROVIDER REF. penn

0 6 NO. 7 4 7 3 3  A
10 PATIENT INFORMATION STATE

USE
ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The AT.ska Clinic 

Dr. Cates

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH ^ r--y  SEX ,---,

7 5 - ^ K  '□ ,-y. • ■- ... -r - .

PROVIDER I.D. NO. CATEGORY

VAC 419
CASE NO. /, RESOURCE

1

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

ALC 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

DIAGNOSIS DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST

/  y ^ .

PRIMARY

SECONDARY

YES 'dK
 7

HAVE ALL OTHER PAYMENT SOURCES'BEEN EXHAUSTED? N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

11 S E R V I C E S  R E N D E R E D
DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

2/15/72 D O ABD Comp Inc Decub-Erect 74020 32.00 ■ f. -* V • s .
a- - ' •

2/15/72 D O UA 81000 4.00
1

2/15/72 DO CBC 85010 8/00

2/15/72 D<) Sed Rate 85650 6.00 •

2/15/72 SO Kmulase 82150 12.00

.. J *

-

* PIACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL 62.00
'

DO DOCTORS Office MEDICARE PAID OTHER INS. TOTAL CHARGE
11 INDEPENDENT 1*8 
M PATIENTS HOME ' ►

LESS

Ol OIHER tO-CAPON 
NH NURSING HOME

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

ECf EMENDED CAEE lACIUTi 
OH OUTPATIENT HOSPITAL - . , . ' . - . : H

UNPAID
BALANCE

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

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

provider y y

SIGNATURE C  I  y ( . __________  _DATE ' _____________

REMARKS:

' C ry c - fy
'YY'i-

RESUBMITTAl
INDICATOR

MEDICAL 
REVIL «v

06-7014 ■



CENTRAL OFFICE COP Y

0 6 .

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

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

15 PROVIDER REF. | p e n n

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE N O . 7 4 7 3 4  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Olinic 

Dr. To vines

NAME OF PATIENT

Elmore Penn

RACE

DATE OF BIRTH _  /A SEX p— . EUG. CODE
'

PROVIDER I.D. NO. CATEGORY

PJT 139
CASE NO. / PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

AIC 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
DIAGNOSIS 
CODE (OPT.)

LIST PRIMARY DIAGNOSIS FIRST y  .-7 s f J  _  , „ " 7 ^

A  L  ^  ' ^

PRIMARY

/

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES %] N O  □ SERVICE PRE-AUTHORIZATION REFERRING OR

COMMENTS: / NUMBER (IF APPLICABLE)
PHYSICIAN

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

■

2/19/72 : IH Kosp Vis W Brief Exam 90240 12.00
' v. ';: - t i

2/20/7;: IH H osti Vis \1 Brief Exam 90240 12.00 •

..........

■ Wp.<.;§

* PUCE OF SERVICE00 OOCtO«S OfHCt 
11 INDtKNMNI IA»
H PA 1 If NTS MOMt
IM INPAIlENt HOVniAt
01 OIMER lOCAtiON 
NH NC'BSINO MOMl
CCI FAIENOED <A« FACIUtt 
OM OUtPATlCNl HOSPiTAl

12 COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 24.00MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

H'

UNPAID
BALANCE

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

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

PROVIDER ' / ?  
SIGNATURE

REMARKS:

j-

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



S T A T E  O F  A L A S K A  ^5 p ro v id e r re f

DEPARTMENT OF HEALTH &  SOCIAL SERVICES 

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

CENTRAL OFFICE COPY 2-908740-1

PATIENT INFORMATION STATE
USE

O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. Robert W. TaylorNAME OF PATIENT

Topper, Charles
DATE OF BIRTH

12/05/16

PROVIDER I.D. NO. CATEGORY

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

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

ARTERIAL EMBOLISM AND THROMBOSIS

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE STATE USE ONLY 

 ___

1969 RVS 
PROC. CODE CHARGE

10/22/73 IH 32900SURGERY

COORDINATION OF OTHER BENEFITS* PIACE Of SERVICE TOTAL
CHARGETOTALMEDICARE PAID OTHER INS.DO OOCIORS OfllCI

M PAD!NTS HOME
IH INPAIIEN1 HOSRJTAl
Ol OTHER lOCAHON TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NM NURSING HOME

UNPAID
BALANCEOH OJIPAItENI HOSPlTAl

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

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY PROVIDER REF. 2-730290-1

STATE
USE

O N L Y

PROVIDER INFORMATION
NAME OF PROVIDER

Dr. Joseph K. Johnson

PROVIDER I.D. NO. CATEGORY

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

FMS 881__________________

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

PROVIDER
SIGNATURE. .DATE.

REMARKS:

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

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

LIST PRIMARY DIAGNOSIS FIRST 

ACUTE AND SUBACUTE NECROSIS OF LIVER 

FRACTURE OF VAULT OF SKULL

PRIMARY

570

800

f-' DNDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

S E R V I C E S  R E N D E R E D
DATE OP 
SERVICE

PLACE 
OF ♦ 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

01/21/73 IH E R BRIEF EET-FEW 90500 34.00

01/21/73 IH BRIEF EET-5 @ 12.00 90240 60.00

01/21/73 IH COMPR HE EV 90620 70.00

* PUCE OF SERVICE

DO DOCTORS OFFICE 
11 INDfPCNGINT LAB 
H PATIENTS HOME 
IH INPATIENT HOSPlTAl 
Ol OTHER IOCATION 
Nit NURSING HOME 
ECF ERTCNOED CARE EACHIEP 
OH OUTPATIENT HOSPlTAl

12 COORDINATION OF OTHER BENEFITS J TOTAL
CHARGE 164.00 / J 1 7 &MEDICARE PAID OTHER INS. TOTAL

V •' ’*■ . \ •; *. • •' LESS ' : • .
...

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

H
UNPAID
BALANCE

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

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

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

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

PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

NAME OF PATIENT

Pyers, Alice C.
DATE OF BIRTH

03/01/34

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

06-7014



CENTRAi/OFFfcE copy . * %  S T A T E  O F  A L A S K A  115 | p r o v id e r  r e f .

( X /  ~ 1 DEPARTMENT OF HEALTH &  SOCIAL SERVICES

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

2-886058-2

PROVIDER INFORMATION0 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

72-262-41-461______________

STATE
USE
O N L Y

NAME OF PROVIDER

Dr. Charles W. TownsendNAME OF PATIENT

 Thomas. Lottie
PROVIDER I.D. NO. CATEGORYDATE OF BIRTH

04/16/26__________
CASE NO.

■■ ■ ..... - A-
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)DIAGNOSI
PRIMARYLIST PRIMARY DIAGNOSIS FIRST

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS;

S E R V I C E S  R E N D E R E D
PIACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE STATE USE ONLYCHARGE

83440

84455
09/25/72 DO 

■Q.9./_25/.7..2 ... DO 
09/25/72 DO

09125/12 DO

09/28/72 DO

09/28/72 DO 

09/28/721 DQ
♦ PLACE OF SERVICE

T-3 OR T-4 UPTAKE
SGOT. COLORIMETRIC OR FLUO

CHEST
POTASSIUM. BLOOD_____________

SGPT, COLORIMETRIC OR FLUO 

ABDOMEN. SINGLE VIEW-KUB 

BRIEF ET-EST

JEKG______________________________________

71010

84140

84465
74000

90040

93000

88100

74240
CYTOPATH, SMEARS, GENITAL

U PPER GASTROINTESTINAL TR________
[I COORDINATION OF OTHER BENEFITS TOTAL

CHARGETOTALOTHER INS.MEDICARE PAIDno OOCIOP5 OPIICE
It INDEPENDENT IAB

PATIENTS MOM

Ol OIMER LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECE EXTENDED CARE FACIIItr UNPAID

BALANCEOH OUTPAIIENt MOSPHAi

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

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



S T A T E  O F  A i A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES

PROVIDER REF.

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

2-805983-3

96655A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

72-334-41-934

NAME OF PROVIDER

Dr. Nicholas F. DeelyNAME OF PATIENT

Sheakley, Baby Boy

RACE

DATE OF BIRTH --- SEX .---.

11/18/72 M  B; '1— 1

ELIG. CODE-.

f t C d
PROVIDER I.D. NO. CATEGORY

NFD 312

c q 0 l J o ,
RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

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

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

PROVIDER
SIGNATURE. (j’-CWyi .DATE

REMARKS:

r m  ga l
RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

04-70)4 ®.



PROVIDER REF.

PROVIDER INFORMATION

USE
O N L Y

NAME OF PROVIDER

Dr. Edwin Lindig.'iV

.,,v*___
PROVIDER I.D. NO. CATEGORY

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

FMS 881

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

90560

CENTRAL OFFICE COPY S T A T E  O F  A L A S K A

DEPARTMENT OF HEALTH &  SOCIAL SERVICES
2-668637-1

OUTPATIENT HOSPITAL • PRACTITIONER • H O M E  HEALTH A G E N C Y  INVOICE 96682A
10 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

NAME OF PATIENT

0 1Brian, Geraldine L.
DATE OF BIRTH

12/12/43

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

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

LIST PRIMARY DIAGNOSIS FIRST

CHRONIC SINUSITIS

PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES □ N O  □
COMMENTS:

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

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

01/26/73 E R  INTER EF-T-EST

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

PROVIDER
SIGNATURE.

REMARKS:

r s 'O

TOTAL
CHARGE 30.00

MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

UNPAID
BALANCE

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

* PLACE OF SERVICE 

DO DOCTORS Office

COORDINATION OF OTHER BENEFITS
MEDICARE PAID OTHER INS. TOTAL

INDEPENDENT LAB 
PATIENTS HOME 
INPATIENT HOSPITAL 
OTHER LOCATION 
NURSING HOME 
EXTENDED CARE FACILITY 
OUTPATIENT HOSPITAL

II
H
IH
Ol
NH
ECF
OH



ce n tra l OFFICE copy STATE OF A LA S K A , 1 1 5  | provider ref.
T w l  DEPARTMENT OF HEALTH & SOCIAL SERVICES

■ OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-603060-1

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE

O N L Y

COUPON OR AUTHORIZATION NUMBER NAME OP PROVIDER

Dr. George B. MurphyNAME OF PATIENT

Mead. Emma I
PROVIDER I.D. NO. CATEGORY

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

FMS 881

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

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

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

VARICOSE VEINS OF LOWER EXTREMITIES

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS;

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

STATE USE ONLY
PL..CE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE

37721-OZ/.24./.7. SURGERY

COORDINATION OF OTHER BENEFITS* PIACE OF SERVICE TOTAL
CHARGETOTALOTHER INS,MEDICARE PAIDDO DOCTORS OlllCf

II INOfPENOlHt IAS
H PAIIENIS MOMS
ih inpatient mospitai
01 OTHER IOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUC
NH NUPSING HOWE
ECP EAIENDEO CASE EACIUTr UNPAID

BALANCEOH OUIPATIEN! HOSPlTAl

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

REMARKS:

L -  fJL -

f e n

3 3  ' 4  -

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

PROVIDER
SIGNATURE.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY ALASKA | 15 | PROVIDER REF.

I “ 1 ^ l B H ® P ™ ENT OF HEALTH & SOCIAL SERVICES
1 OUTPATIENT ilSBlAL^ PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-777570-1

STATE
USE

o n l y

PROVIDER INFORMATION0 PATIENT INFORMATION
COUPON OR AUTHORIZATION NUM8ER

72-301-41-923______________

NAME OF PROVIDER

Dr. Charles W. TownsendRACE
■Mk%K

NAME OF PATIENT

Rynearson, Bert
DATE OF BIRTH PROVIDER I.D. NO. CATEGORY

11/11/17
CASE NO. RESOU*v.t * PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

BOIL AND CARBUNCLE

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

9700410/30/72 PT-WHIRLPOOL

990701Q JM D Z SUPPLIES AND MATERIAL

COORDINATION OF OTHER BENEFITS* PLACE OF SERVICE TOTAL
CHARGETOTALOTHER INS.MEDICARE PAIDOO DOCIOIS OFFICE

IL INOiHNOtMl iab
H EAFIENIS MOW*

IMPAIIFNF HOSPlTAl

TOTALOl OIHSP LOCATION MEDICARE CO-INS. MEDICARE DEDUCT
NURSING HOME

fCF FRTENOLD CAPE FACIIITT UNPAID
BALANCEOH OUTPATIENT HOSPlTAl

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

REMARKS:

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



 __________
CENTRAL OFFICE COPY STATE OF ALASKA  15 PROVIDER REF,

✓ w  I T  • ~  DEPARTMENT OF HEALTH & SOCIAL SERVICES

M Q  . I OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N

2-925599-1

STATE
USE

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

___
NAME OF PATIENT

Wagar. Robert J
DATE OF BIRTH PROVIDER I.D. NO.

11/22/13
PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881 ___________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

DISEASES OF ESOPHAGUS, STOMACH AND DUODENUM

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? REFERRING OR 
CONSULTING 
PHYSICIAN

SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)COMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

9005009/14/72 LIMITED EET-EST

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

• PLACE OF SERVICE
TOTALOTHER INS,MEDICARE PAIDDO DOCTOR5 OHICI

M PAIIfNIS HOME
IH INPAIKNt HOSPITAL
Ol OfHlR LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECf EOENDIO CARE EACllltf UNPAID

BALANCEOH OUTPATIENT HOSPITAL

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

REMARKS:

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



<!entraloffioe copy , <■> ‘ • STATE OF ALASKA . 15 | provider ref. |
H  DEPARTMENT OF HEALTH & SOCIAL SERVICES

y Q ‘ ' OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O

2-886058

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE

O N L Y

COUPON OR AUTHORIZATION NUMBER

72-262-41-461________

NAME OF PROVIDER

Dr. Charles W. TownsendNAME OF PATIENT

Thomas, Lottie
PROVIDER I.D. NO. CATEGORYDATE OF BIRTH

04/16/26
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARY

400

470

710

530

LIST PRIMARY DIAGNOSIS FIRST 

MALIGNANT HYPERTENSION 

INFLUENZA, UNQUALIFIED

ACUTE ARTHRITIS DUE TO PYOGENIC ORGANISMS 

DISEASES OF ESOPHAGUS
SECONDARY

270CONGENITAL DISORDERS OF AMINO-ACID METABOLISM

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

09/25/72 DO 
Q3J'I J a  aft
09/25/72 DO 

<>ilzLj2 mi
09/25/72 DO

m i w z  m .
09/25/72 DO 

Q 3 J 2 i m  .IllQ
09/25/72 DO

i z B U i .  . .
♦ PLACE OF SERVICE

82565
86T6Q

CREATININE, BLOOD

LATEX, FIX, R H E U M A T Q I C .FACT.
85010 

0: -.!
BLOOD COUNT, COMPLETE
T-3 OR T-4 UPTAKE_____

SEDIMENTATION RATE 

.LDH_______________________

85650

83615;
84520

9DMQ.
UREA NITROGEN, BLOOD 
BRIEF ET-EST__________

81000

84550

URINALYSIS, ROUTINE, COMPLE 

URIC ACID. B L O O D r CHEMICAL .
COORDINATION OF OTHER BENEFITS TOTAL

CHARGETOTALOTHER INS.MEDICARE PAID00 uocior.
H INLHPtNOtMI [A,
H PATIENTS hOME

INPA1ICM MOSPHAl

TOTALOl OIH!« LOCATION MEDICARE CO-INS. MEDICARE DEDUCT
NH N'JRSING HOME

UNPAID
BALANCEOH OUTPATIENT HOSPlTAl

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

REMARKS:

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

PROVIDER
SIGNATURE.

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY STATE O F 'A LA SKA  . I 1 5  I PROVIDER REF. I 2 - 1 8 3 1 2 5

■ < I " . ’ DEPARTMENT OF HEALTH & SOCIAL SERVICES 0  0  7 1 '
O  OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE NO. Sj D I I» »

T 0 l  PATIENT INFORMATION STATE PROVIDER INFORMATION
Co u p o n or authorization number USE n am e of provider

O N L Y
n am e of patient race D r . Raymond D . Evans

Corey. Richard A._______________________________________ ________________________________________ _________
PROVIDER I.D. NO. CATEGORY

EggggjMflDATE OF BIRTH

0 5 / 0 4 / 5 2
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

_______ FMS 881____________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

GASTRITIS AND DUODENITIS

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLY

K?_______________

CHARGE

9 0 0 4 00 3 / 0 1 / 7 3 BRIEF ET-EST

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

* PLACE OF SERVICE
TOTALOTHER INS.MEDICARE PAIDDO OOCIOPS OHICE

II INPLPtMDLNI LAB
H PAULNTS HOME

INPA1IEM HOSPlTAl

TOTALOl OIHEP LOCATION MEDICARE DEDUCTMEDICARE CO-INS,
NURSING HOME

ECT EXIENOEO CARE fACUITY UNPAID
BALANCEOH OUTPATIENT HOSPITAL

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

REMARKS:

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

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW

06-7014 ft



'

CENTRAL OFFICE COPY STATE O F 'A LA S KA  ,

DEPARTMENT OF HEALTH & SOCIAL SERVICES
0 6

15 PROVIDER REF. 2-676145

OUTPATllNT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 6 8 3  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
Co u p o n or authorization number 

72-336-41-984

NAME OF PROVIDER

Dr. Raymond D. EvansNAME OF PATIENT

Olson, Janet R.

RACE

DATE OF BIRTH .---i SEX ---

02/05/51 M l— 1 F XX T r P f A
PROVIDER I.D. NO. CATEGORY

RDE 319
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

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

LIST PRIMARY DIAGNOSIS FIRST 

OTHER DISEASES OF LIVER

PRIMARY

573

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

DATE OF 
SERVICE

PLACE 
OF » 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

11/21/72 DO BILIRUBIN, BLOOD, TOTAL 82250 10.30

11/21/72 DO SG0T, COLORIMETRIC OR FLUO 84455 8.60

11/21/72 DO BRIEF ER-EST 90040 12.00

)J. ■ - =•

* . ■ o
-

* PIACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
;

DO DOCTORS OFFIC£ MEDICARE PAID OTHER INS. TOTAL CHARGE 30.90
II INOfPf NDINI TAB 
H PATIENTS MOVE

h

LESS

01 OTHER LOCATION MEDICARE CO-INS. MEDICARE DEDUCT TOTAL

ECE EXTENDED CARE f ACUITY 
OH OUTPATIENT HOSPlTAl . M

UNPAID
BALANCE

1
. ■. . ■ •

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

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

PROVIDER
SIGNATURE.  DATE.

RESUBMITTAL
INDICATOR

REMARKS:



____________
CENTRAL OFFICE COPY STATE OF ALASKA Q J ]  PROVIDER REF. |

ps / DEPARTMENT OF HEALTH & SOCIAL SERVICES

. ' OUTPAJIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE NO

2-623090-3

PROVIDER INFORMATIONPATIENT INFORMATION STATE
USE
O N L Y

COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. James H. JordonNAME OF PATIENT

Mitchell. Nicholas 
DATE OF BIRTH

 to- 10 -n  i
ELIG. CODE . PROVIDER I.D. NO. CATEGORY

v'$ V \ ______
PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881___________________

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

PRIMARYLIST PRIMARY DIAGNOSIS FIRST

OTHER AND UNSPECIFIED LACERATION OF HEAD

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

S E R V I C E S  R E N D E R E D
PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE STATE USE ONLYCHARGE

12120AZZZJZIA SURGERY

COORDINATION OF OTHER BENEFITS TOTAL
CHARGE

* PLACE OF SERVICE
TOTALOTHER INS.MEDICARE PAIDDO DOCTOPS onic:

H PATIENTS HOME 
TH INPATIENT HOSPlTAl
01 OTHER LOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING HOME
ECE EXTENDED CARE EACIUTY 
OH OUTPATIENT HOSPlTAl

UNPAID
BALANCE

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

REMARKS:

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

it! W W l i’
____

PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



CENTRAL OFFICE COPY STATE O F 'A LASKA  , I 15 I PROVIDER REF. | 2-995250-1

f w  DEPARTMENT OF HEALTH & SOCIAL SERVICES D C  C  f l C
1 J ’ OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O .  d  0  0  0  U i

PROVIDER INFORMATIONPATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

Dr. Charles W. TownsendNAME
1 1 1

Zdanovec, Richard G
PROVIDER I.D. NO.DATE OF BIRTH ELIG. CODE

 ________
RESOURCE

CATEGORY

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

FMS 881

N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSIS 
CODE (OPT.)D I A G N O S I S

LIST PRIMARY DIAGNOSIS FIRST PRIMARY

BUNION

SECONDARY

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

REFERRING OR 
CONSULTING 
PHYSICIANCOMMENTS:

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

STATE USE ONLY 
 ______

PLACE 
OF • 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

DATE OF 
SERVICE

1969 RVS 
PROC. CODE CHARGE

27332SURGERY

Q2/2±12?— JV, D ISCOUNT

COORDINATION OF OTHER BENEFITS* PLACE OF SERVICE TOTAL
CHARGETOTALOTHER INS.MEDICARE PAIDDO DOCTORS OFFICE

II INDEPENDENT TAB
M PATIENTS HOME
IH INPATIENT HOSPlTAl
Ot OTHER IOCATION TOTALMEDICARE CO-INS. MEDICARE DEDUCT
NH NURSING NOME
ECI EXIENDEO CARE IACIIII* UNPAID

BALANCEOH OUIPATIENI HOSPlTAl

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

REMARKS;

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

i p
PROVIDER
SIGNATURE

RESUBMITTAL
INDICATOR

MEDICAL
REVIEW



STATE USE ONLY 
  • ■____

CHARGE

01005

01005

27332

71020

TOTAL
CHARGE

CENTRAL OFFICE COPY PROVIDER REF.STATE OF ALASKA

DEPARTMENT OF HEALTH & SOCIAL SERVICES
2-995250-1

u c r H K i i Y i c r > i i  u r  n c H L i n  at 3 u l . i m l 9 c k v i v . e 3

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 6 9 7  A
10 PATIENT INFORMATION STATE

USE
O N L Y

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

M O  IJtJtSkXd

NAME OF PROVIDER

Dr. Edwin LindigNAMEOF patient 

Zdanovec, Richard G.

RACE

DATE OF BIRTH --- SEX |---,
M X  F [_  :

ELIG. CODE PROVIDER I.D. NO. CATEGORY

E LM 831
CASE NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

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

LIST PRIMARY DIAGNOSIS FIRST 

BUNION

SPRAINS AND STRAINS OF SHOULDER AND UPPER A RM

PRIMARY

730

840

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

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

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

UNPAID
BALANCE

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

IMDiPfNOlNl IAS 
PATIENIS HOME 
INPAIItNI HOSPlTAl
OlHtP tOCAIION 
MUSSING HOME

ECE EIIENOEO CASE EACUItT 
OH OUTPATHMI HOSPlTAl

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

PROVIDER
SIGNATURE. .DATE //“/f- 7< t.

REMARKS:

RESUBMITTAL
INDICATOR

02/21/72

02/21/72 DISCOUNT

02/21/72 DISCOUNT

02/21/72 SURGERY

02/21/72 CHEST, 2 VIEWS

DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

* PIACE OF SERVICE 

00 DOCTORS OPIICt

DATE OF 
SERVICE

PLACE 
OF * 

SERVICE

12 COORDINATION OF OTHER BENEFITS

1969 RVS 
PROC. CODE

93000 30.00

MEDICARE PAID OTHER INS. TOTAL



.

CENTRAL OFFICE COPY

0 6 i
f,

STATE OF ALASKA

DEPARTMENT OF HEALTH & SOCIAL SERVICES
PROVIDER REF. 2 - 9 9 5 2 5 0 - 1

OUTPATIENT HOSPITAL • PRACTITIONER • HOME HEALTH AGENCY INVOICE N O . 9 6 7 1 1  A
10 | PATIENT INFORMATION

ONLY

PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER

x2its c d t b & f a d .

NAME OF PROVIDER

Dr. Edwin LindigNAME OF PATIENT

Zdanovec, Richard G.

RACE

DATE OF BIRTH --  SEX |---,

M X  F L J
ELIG.CODE PROVIDER I.D. NO. CATEGORY

ELM 831
CA.V NO. RESOURCE PAYEE I.D. NO. (IF DIFFERENT FROM ABOVE)

FMS 881

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

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

LIST PRIMARY DIAGNOSIS FIRST

SPRAINS AND STRAINS OF SHOULDER A ND UPPER ARM

PRIMARY

8 4 0

SECONDARY

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

COMMENTS:
SERVICE PRE-AUTHORIZATION 
NUMBER (IF APPLICABLE)

REFERRING OR 
CONSULTING 
PHYSICIAN

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

DATE OF 
SERVICE

PLACE 
OF * 

SERVICE
DESCRIPTION OF MEDICAL 
OR SURGICAL PROCEDURE

1969 RVS 
PROC. CODE CHARGE STATE USE ONLY

0 3 / 0 2 / 7 2 DO PT-EXCERCISE & WHIRLPOOL 9 7 0 5 0 1 3 . 0 0 ' 0 ' W W -

0 3 / 0 2 / 7 2

0 3 / 0 2 / 7 2

DO

DO

BRIEF ET-EST 

DISCOUNT

9 9 0 4 0

0 1 0 0 5 . 7 5 -

0 3 / 0 2 / 7 #

03/03/72
. DO 

DO
ACE BANDAGES 
DISCOUNT

9 9 0 7 1

0 1 0 0 5

2 . 0 0

. 6 5 -

0 3 / 0 3 / 7 2 DO PT-EXCERCISE & WHIRLPOOL 9 7 0 5 0 1 3 . 0 0 - • is

* PLACE OF SERVICE
DO DOCTORS OFIlCE 
11 INOfPiNOiNI TAB 
H PATIFNT5 HOME 
IH INRAIIINT HOSPlTAl 
Ol OTHER IOC ATION 
NH NURSING HOME 
ECI EXTENDED CARE FACIUTT 
OH OUTPATIENT HOSPITAL

1?, COORDINATION OF OTHER BENEFITS

►

TOTAL
CHARGE 2 6 . 6 0MEDICARE PAID OTHER INS. TOTAL

LESS

MEDICARE CO INS. MEDICARE DEDUCT TOTAL

N
UNPAID
BALANCE

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

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

PROVIDER
SIGNATURE. Q . .DATE n - t -  7 V

REMARKS:

3 3 ^ 3 S r 6 - 3 £ > 0

m m
RESUBMITTAL
INDICATOR

MEDICAL
REVIEW 1”

04-7014 9j-



S T A T E M E N T

H O M E  H E A L T H  C A R E  S E R V I C E S
5700 1st Avenue South • Seattle, Wn. 98108 Phone:762-2156 DATE July 2 5 , 1975

John p. Friede 

N A M E  Dept,, of Health & Social Services 
Division of Family and Children 

ADDRESS McKay Bldg.__________________________

Anchorage, Alaska

ADDRESS CHANGE REQUESTED

TOTAI. A M O U N T  DUE 129.25

PLEASE ENCLOSE STUB WITH REM ITTANCE.

DATE OF 
SERVICE EQUIPMENT RENTED

A M O U N T
BILLED

A M O U N T  PAID 

BY
BALANCE

DUE

Rental of Puritan Mask and regulator (/> months ) 256.25 256.25

6/22/72 PAYMENT RECEIVED 0'J ACC0I>u SXA'i'E OF ALASKA 127.00 129.25

PLEASE REMIT LAST A M O U N T  SHO W N  IN THIS C O L U M N

If you have any question regarding your statement, questions regarding equipment, or if 

your financial status changes, please contact this office immediately at 762-2156.

1% interest per month will fre Sharged on all past due balances.

T H A N K  YOU.

75X55

H O M E  HEALTH CARE SERVICE 

5700 FIRST AVENUE SOUTH 
SEATTLE, WASHINGTON 98108
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TO:
Fiscal Services
'Dept of Health & Social Services 
Div. of Correction 
Pouch H
Juneau, Alaska 99801_____________

FROM:

C’KEDIT BUREAU OF KrVTHrAN, INC.
« # I I * •

320BAWC‘N #3ir • KETCHIKAN. ALASKA 99901

/
SUBJECT: DATE: May 6 . 1975

Dear Sirs

Per instructions from the State Jail here in Ketchikan, we are sending this 
billing to your office to see if we can't obtain payment. Apprantely this 
patient is under state care and will be for a long time; and was at the time 
this doctor account was incurred. We have had several conversations with Mr. 
Andrews, at the state jail here; and he states that a voucher was sent into 
Juneau for payment of this account; but to date neither our client our ourselves 
have received payment.

We would appreciate any help you could furnish us in this matter. \

SIGNED

SIGNED DATE

THIS COPY FOR PERSON ADDRESSED



r.*<ITE: 3fc«f 110
CADAHY: 3to«ic Saapwn««
PUT/.. Fr vllor13 Copy

Cor.4 white .1
canary «spies
for pjynent.

M  Prov ide r Re f[ r r
A L A S K A  D E P A R T M E N T  O F  H E A L T H  A N D  S O C I A L  S E R V I C E S

Outpatient Hospital*Practitioner-Home Health Agency Invoice ^  • l l l b y o ,

10 PATIENT INFORMATION

Coupon or Authorisation number

Cr i ppled Child r e n ' s  Services
Name of Patient 

Lombard, P a trick

iilllijiliHiSBill;
IliilliiafiiiYliii

liiiliiiSimE:; PROVIDER INFORMATION

Name of Provide:?

Susan C lark

V isual T h e r a p i s t

Date of Birth 

— OS / _ 2 2 _  / _7

Sex
Mf*v~l f c z ]

Provider ID No.

s u e  2 4 2
ijS&fiegjCira

i l K l i i i
..... Rasiclirce:::::::: Payee ID No. (if different from above)

A T C  964N A T U R E  © F  A C C I D E N T  © &  I L L N E S S
DIAGNOSES Diagnosis Cods 

(opt.)
List Primary Diagnosis First

Blindness

Primary

379

Secondary

Have all other payment sources been exhausted? 1 x 1 Yes 1 1 No Service Preauthorization 
No. (if applicable)

01338

Referring cr Con­
sulting Physician

Dr Mamvillex
Comments:

Coordination of Other Benefits
TotalOther Paid

M/Care Coin Total

mmjsm

Place of 
Service*

:: :::::::: 
liiiiiii07/19/73

07/26/73
*Place of Service 
DO Doctor's Office 
ID Independent Lab 
H Patient's Home 
IH Inratient Hosaital 
OL Other Location 
NH Nui’Sing Home

Extended Care Fac. 
OH Outpatient Hosp.

06/28/73

Unpaid | 
Balance j

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

07/05/73

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

Description of Medical 
or Surgical Procedure

Total
Charge

1969 RVS 
Proc. Code

Visual T h erapy 

Visual T h erapy 

Visual T h e r a p y  

Visual T h erapy

Visual T h e r a p y

9206 5

92.QA1

9206 5 

92065

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

Signature.̂ ->V't lul Date JP-OF,- 7-1

Remarks:

Resubmittal 
Indicator

Revised 0/1/73

Medical
Review
Of: V01N

- c a w r M a w . P - . - ' . Baaflaaaa



;eate XI i«
SusptrvaiJ

C:py

STATE;
iiiSBIIi
©ifiiyii:

PROVIDER INFORMATIONPATIEIJT INFORMATION
Coupon or Authorization number

Cr i p p l e d  C h i l d r e n  Services
Name of Provider
A l a s k a  T r e a t m e n t  C e n t e r

3710. E 20th A venue  
A n c h  A k  99504

Name of Patient 

Lombard, P a t r i c k

IRS2£

Date of Birth

N A T H S 3?IE O F  A C C I D E N T  © U  I L L N E S S
DIAGNOSES

Blind n e s s

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

’ave all other payment sources been exhausted? ExkYes CZJ No

Comment
Dr Manwiller

1969 nvs
Prcc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

0 9 / 0 5 / 7 3 , V isual Therapy  

Visual T h erapy

92.Q6Z

0 9 / 1 0 / 7 3

0 9 / 1 2 / 7 9 2 0 6  5

0 9 / 1 4 / 7 3 Visual T h erapy 9 2 0 6  5

0 9 / 1 7 / 7 3

*?lace of Service 
DC Doctor's Office 
ID Independent Lab 
H Patient's Home 
IH Inoaticnt Hospital 
OD Other Location 
NH Nursing Hone 
ECF Extended Cire Fac. 
Oil Outpatient Hosp.

:32i; Coordination of Other Benefits 
M/Caro Pd. Other Paid Total

Tota 1 
Charge

M/Care Coin Total
•j Unpaid 
\ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of lyGk which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best o£—ts< knowLedya no otherresource exists.

Remarks

Medical
Review _____ :

Resubmittal
Indicator

Revised 6A/7:



'gVAVZPATIENT INFORMATION
::;use:
m M

Coupon or Authorization Number

C r i p p l e d  C h i l d r e n  S e r v i c e s
Name of Patient

Date of Birth

M i l  Provider Ref[

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

Outpatient Hospital*Practitioner-Home Health Agency invoice
$ 1 6 1 :

PROVIDER INFORMATION

Name of Provider
A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Provider ID No.sue 242
Payee ID No. (if different frca above) 

A T C  9 6 4N A T I V E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cedi 

(opt.)
List Primary Diagnosis First 

B l i n d n e s s

Primary

3 7 9

Secondary

Have all other payment sources been exhausted? Yes 1 1 No Service Preauthorization 
No. (if applicable)

0 1 3 8 0

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

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

1 0 - 1 7 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0

1 0 - 1 9 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0

1 0 - 2 2 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0 i i i i i a a
1 0 - 2 4 - 7 3 O L G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 9 . 0 0

1 0 - 2 6 - 7 3  O L V i s u a l  T h e r a p y 9 2 0 8 0 12. 5 0

*Place of Service 
DO Doctor' 3 Office 
ID Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
IIH Nurs ing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination of Other Benefits
M/flare W.

M/Care Coin

Other Paid

M/Care Ded

Total
Total
Charge 5 2 . 0 0

Les:

Total
Unpaid 
Balance 5 2 . 0 0

m m

( 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 196*+ which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that ar • claims, statements or documents,
or concealment of r. mate. act, may be prosecuted under
applicable Federal or Sta xaws."
To the best of my knowledge no other resource exists.

Signature Date/

Remarks:

Resubmlttal 
Indicator

Medical
Review

Revised 6/ 1/73 06 70 lL



I Str.d white 1 
canary ecplea 
frr pay-gn:.

fState File 
State Suspense 

PrtrUer's Cep}
Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice

MMW . PROVIDER INFORMATIONPATIENT INFORMATION
:;;USEI
ioifiai Name of Provider

A l a s k a  T r e a t m e n t  C e n t o r  
3 7 1 0  E  20th A v e n u e  
A n c h  A k  99504

Coupon or Authorization number

rippled C h i l d r e n  S e r vices
Name of Patient

Lombard, P a t r i c k

Date of Birth

Payee ID No. (if differer.
A T C  964________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Dr Manwiller

Have all other payment sources been exhausted? PTTI Yes I I No

Comments
01338S E R V I C E S  R E N D E R E D

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Place of 
Service*

Charge

92030G r o u p  Visual T h e r a p y

92080G r o u p  Visual T h e r a p y

:::::::

“■place of Service 
DO Doctoris Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

!i! Coordinatlon of Other Benefits 
are Pd. Other Paid Total

Total
Charge

Trrrnrr

::::::::
Total

Unpaid
Balance

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

Remarks

Resubmittal
Indicator

Me die a 
ReviewDate

Revised 6/1/7 3 06 701b



/UTS:State File 
CAMAY: State Saspente
P!Prcvligr1? CrpV

m

Ser.d white k
canary ccples
for payrgnt. 15': Provider P.3.eft

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

Outpatient Hospital*Practitioner*Home Health Agency Invoice ^ 1 6 1 3 4 2  J |
110; PATIENT INFORMATION

Coupon or Authorization Number 

Crippled Children Services
Name of Patient 

Lombard, Patrick

jSTAS.E:;;

iidNEsil;

PROVIDER INFORMATION

Name of Provider

Alaska Treatment Center 
3710 E 20th Avenue 
An c h  Ak 99504

Date of Birth

8 / 22 / 71
Sex

F C D

Provider ID No.

sue 242
Resqû e::::::: Payee ID No. (if different from above) 

_________________ AIC-9.S4__________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cede 

(opt.)
List Primary Diagnosis First 

Blindness
Primary

379

Secondary

h'ave all other payment sources been exhausted? CnC^XYes 1 1 No Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller
Comments:

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

J1Q.Y..28 73.. QL, Group Visual Therapy 92080 9.00

Nov 30 73 OL Visual Therapy 92080 12.50

Dec 3 73

Dec 5 73

Dec 12 73 OL

OL Group Visual Therapy 92080 9.00

OL Group Visual Therapy 92080 9.00

iroup Visual Therapy 92080 9.00

"■Place of Service
DO 
IL 
H
IH 
OL
MH Nursing Home 
EC? Extended Care Fac. 
OH Outpatient Hosp.

Doctor's Office 
Independent Lab 
Patient's Home 
Inoatient Hospital 
Other Location

Coordination of Other Benefits
M/Care Pd. I Other Paid Total

•1/Care Coin M/Care Ded

Total
Charge 48.50

w m & m

Less

Tota l

N Unpaid
Balance 48.50

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

Signature U  (M->v _ ' 7'/'

Remarks:

Resubmittal 
Indicator

Medical 
Revlev

Revised 6/I/7 3 Oo yait



Send white 4f 
canary copies 
for payr«mt.

State File 
3tate Suspense 

Provider ■a C :r«y
Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner*Home Health Agency Invoice < 1 1 6 1 3 4 3

ijsppi
Riuagiii
idiiEYiii;

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization Number 

Crippled Children Services A l a k s  A laska Tre a t m e n t  Center 

3710 E 20th Avenue 
Anch Ak 99504

Name of Patient

Lombard, Patrick
Provider ID NoDate of Birth 

 g_ / 22 / 71

Payee ID No. (if different from above) 
A T C  £964N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

List Primary Diagnosis First 

BLINDNESS

Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller

Have all other payment sources been exhausted? txx I Yes I' I No

Comments

S E R V I C E S  R E N D E R E D
1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

92080Group Visual Therapy

92080Group Visual Therapy

"Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
h. Nursing Home 
EC? Extended Care Fac. 
OH Outpatient Hosp.

\ m  Coordination of Other Benefits 
i'i/Care Pd. Other Fa id Total

Total
Charge

M/Care Coin Total
Unpaid 
Ba lance

"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 196b which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
paymant and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remark;

Resubmittal
Indicator

Me die a 
ReviewSignature

Revised U/'i/Yj 06 70IN



W4fS: State PU«
AilAP.Y: State Suspense

Prcvlier'a Copy

Send white S:
$anAry ccples
for payment. 15 Provider ReflL tt

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

Outpatient Hospital'Practitioner*Home Health Ag e n c y l n v o i c g & I 6 1 3 5

10 PATIENT INFORMATION

Coupon or Authorization Number 

Crippled Children Services
l.arae of Patient 

Lombard, Patrick

PROVII/ER INFORMATION

Name of Provider

A l a s k a  S Treatment C enter 
3710 E 20th A v enue 

Anch A k  99504

Date of Birth

8 / 2 2  / 71

Sex

I'Txxl FCZJ

Provider ID No.

sue 242

Resdiivoe::::::: Payee ID No. (if different frcm above) 
A TC 964N A T U R E  © F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES Diagnosis Cede 
(opt.)

List Primary Diagnosis First 

Blindness

Primary

3791
Secondary

Have all other payment sources been exhausted? FSTfr Yes 1 1 No Service Preauthorization 
No. (if applicable)

01388

Referring or Con­
sulting Physician

Dr Manwiller
Comments:

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

LL-02-73 o l ; Visual Therapy 92080 12.50

11-05-73 OL Group Visual Therapy 92080 9.00
M M M m

11-09-73 br, V i s u a l  T h e r a p y 92.080 12 .,50

11-21-73 OL Group Visual Therapy 92080 2.QQ
w m m

*Plaoe of Service 
DO Doctoris Office 
TL Independent Lab 
I! Patient 13 Home 
IH Inpatient Hospital 
OL Otner Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination of Other Benefits
M/0;ire Pd. Other Paid Total

:*: i:i:::::::i

M/Ccire Coin M/Care Ded. Total
:::::::: ::::::::::::::::::::::::::::

Total
Charge 43.00

Less

Unpaid 
Ba lance 43.00 m mP R 0 ¥ 3 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 196A which precludes exclusion or discrimination on the 
ground of race, color, or national origin, I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
-o the best of my knowledge no other resource exists.

Signature D a t / _ 2 ^ Z Z ^

Remarks

/■Re subm itta l
-/f Indicator

Medical
Review

t^cvised5/Vj^_0^70V;



PATIENT INFORMATION

Coupon or Authorization Number

C r i

Date 01'

PROVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3 7 1 0  E  2 0 t h  A v e n u e  

A n c h  A k  9 9 5 0 4
Provider ID No.sue 242

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

A L A S K A  D E P A R T M E N T  O F  H E A L T H  A M D  S O C I A L  S E R V I C E S  ’

Outpatient Hospital-Practitioner-Home Health Agency Invoice 6 - 1 1  b l 4 7 9

Payee ID No. (if different frcm above) 
  A T C  9 6 4  ______

DIAGNOSES Diagnosis Cede 
(opt.)

List Primary Diagnosis First

B l i n d n e s s

Primary

3 7 9

Secondary

Have ail other payment sources been exhausted? SoTI Yes I I No Service Preauthorization 
Ho. (if applicable)

0 1 3 8 8

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

S E R V I C E S  R E N D E R S ©

Date of 
Service

Place of 
Service*

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

0 9 - 2 4 - 7 3
°k-

V i s u a l  T h e r a p y 9 2 0 8 0

0 9 - 2 6 - 7 3 O L V i s u a l  T h e i ^ o y 9 2 0 8 0 1 2 . 5 0

1 0 - 0 1 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0

1 0 - 0 3 - 7 3 O L V i s u a l  T h e r a p y 9 2 0 8 0

1 0 - 0 5 - 7 3  O L V i s u a l  T h e r a p y 9 2 0 8 0 1 2 . 5 0
*Place of Service 
DO Doctor's Office 
IL Independent lib 
H Patient's Home 
TH Inpatient Hospital 
OR Other Location 
!.'K Nursing Home 
ECF Extended Care Fac. 
Oil Outpatient Hosp,

: 3 2 : i  Coordination of Other P.enefits 
M/Care Pel. I Other Paid

M/Care Coin! M/Care Ded.

Total
Tota 1 
Charge 6 2 . 5 0

fetal

Less

, ! Unpaid   ^
'11 lance 6 2 . 5 0

C E R T B F 3 C A T I 0 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 196  ̂which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature
i k - Date/^r-v'^'

Remarks

Resubmittal 
-indicator

He die a 1 
Review

Revised l / l / ' f i 06 701d



W.lyfi 3tato f l l«  
CÂ fPY: btat« Suiper.»o
t/'? Pr .•/ior'r* C:py

Ser.tJ vhlt* i canary o:?t«5 for piyrer.̂ . M i  Provider Kef[
T T

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

Outpatient Hospital*Practitioner-Home Health Ag e n c y  Invoice C l l  l u l 4 8 Q

10 PATIENT INFORMATION

Coupon or Authorisation Number

C r i p p l e d  C h i l d r e n  S e r v i c e s
Nana of Patient

L o m b a r d .  P a t r i c k

:sfA?sv;
iiiiusE::::
iidiiExi:!:

PROVIDER INFORMATION
Nans of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Date of Birth

0 8  / 2 2  / 7 1

Sex

FCZI

Provider ID No.

  sue 242
HRResaiiroe Payee ID No. {if different frcn above)

______________ A T C  9 6 4 ________________N A T U R E  © i F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES Diagnosis Cede 

(opt. )
List Primary Diagnosis First

B l i n d n e s s

Primary

3 7 9

Secondary

Have all other payment sources been exhausted? ggl Yes 1 i No Service Preauthorizaticn 
fio. (if aoplicable)

0 1 3 8 8

Referring or Con­
sulting Physician

D r  M a n w i l l e r
Comments:

Charge

Coordination of Other Benefit

•!/Care Co Ini M/Care Ded Total

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

ignature //£./.■  1)3

Remarks:

~7

s e i z e s  r e n d e r e d
Description of Medical 
or Surgical Procedure

1969 P. VS
Proa. Code

G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0 _9.»QQ

G r o u p  V i s u a l  T h e r a p y 9 2 0 8 0

‘Place of Service 
DO Doctor's Gffice 
IL Independent Lab 
H Patient's Home 
IH Ir.oatlent Hosoital 
OL Other Location 
NH Nursing Home 
RCF Extended Care Fac. 
OH Outpatient Hosp.

Unpaid 
•/ ~ Balance

P R O V I D E R  C E R T I F 3 S A T 3 © ^



STATE
iiiiigsiii
:6iissiiii

'OR MAT I ON

Coupon or Authorisation Number

Crippled Children Services

of 3irth 
/ 22

File
SJita Sacps:-.;s

Sor.d whî f ^
cmiry ccpi«a 
r̂r payŵ . [jilSllI Provider Refj £  Tp/? A?

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner-Home Health Agency Invoice ~ ^-O iG .? /

Provider ID No.

SUC 242

Payee ID No. {if different from above) 
________________ A T C  964_________N A T U R E  © F  A C C I D E N T I L L N E S S

FP.OVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  

3710 E 20th A v e n u e  
Anch A k  99504

DIAGNOSES Diagnosis Ccc's 
(opt.)

List Primary Diagnosis First

Blindness

Primary

3 7 9\

Secondary

Have all other payment sources been exhausted? 1 I Yes I I Ho Service Preauthorization 
No. (if applicable)

01338

Referring or Con­
sulting Physician

Dr M a n w i l l e r
Coaments:

Coordination of Other Benefits
t^ ttt

M/Care Coin Total
Unpaid
Balance

"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 precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my wciiovnpjge nô oTTrar resource exists.

Signature -5Da te

Remarks:

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

0 9 / 1 9 / 7 3 Visual T h e r a m ; 0 ?r>6 q

0 9 / 2 1 / 7 3 Visual T h e r a p y 92065

‘Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hosoital 
OL Other Location 
KH Nursing Home 
ECF Extended Care Fac, 
OH Outpatient Hosp.

Total
Charge

Less

2 5 . 0 9

2 5 . 0 0

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



WITS: Stato Filo
CANARY: S t a t *  3USp«SS«
H K V  V r c v i - i d?»h f t ; y

ill!

Send whits 4 
canary coplea 
/or pa>a»nt. i l l  Provider Ref[

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

Outpatient Hospital*Practitioner* H o m e  Health A§ency Invoice < 1 1 6 1 2 0 3

m PATIENT INFORMATION

Coupon or Authorization number

: r i p p l e d  C h i l d r e n  S e r v i c e s
Name of Patient

E v a n s ,  M a r g a r e t  (Missy)'

iliiiiliSiWfKi;
iiiiililliiiiSEiiii
iiiiiiiidiiiLxiiiii

PROVIDER INFORMATION

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  
A n c h  A k  9 9 5 0 4

Date of Birth

02/ 1 9  / 6 9

aex

VCD FQQc

Provider ID No.
S M M  5 6 0

Paye^^,N^g^if different from above)

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

(cat. )
List Frimary Diagnosis First

C e r e b r a l  P a l s y

Primary

3 4 3

Secondary

Have all other payment sources been exhausted? i.-v I Yes I I No Service Preauthorization 
No. (if applicable)

0 1 8 6 7

Referring or Con­
sulting Physician

D r  B r o w n
Comments:

S E O T I 6 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

1 0 - 1 6 - 7 3 O L P h y s i c a l  T h e r a p y 9 7 1 0 0 1 4 . 4 0

1 0 - 1 8 - 7 3 O L G r o u p  H y d r o  C o n d i t i o n i n g 9 7 2 4 0 3 . 0 0

1 0 - 1 3 - 7 3 O L Ph y s i c a l T h e  r a p y  1 H R 9 7 1 0 0 2 8 . 3 0

1 0 - 2 3 - 7 3 O L P h y s i c a l  T h e r a p y  1 H R 9 7 1 0 0 2 8 . 8 0 :::

1 0 - 2 5 - 7 3  O L P h y s i c a l  T h e r a p y  1 H R 9 7 1 0 0 2 3 . 8 0
m m

1
*Place of Service

Doctor's Office 
Independent Lab 
Patient's Home 
Inpatient Hospital 
Other Location 
Nursing Home 

ECF Extended Care Fac. 
OH Outpatient Hosp.

DO
IL
H
IK
OL
h.

:3 2 i;  Cooidinatlnn of Other Benefits
M/Care Pd.

M/Care Coin

Other Paid

M/Care Ded

Total
Tota 1 
Charge 1 0 3 . 8 0 i g

Less

Total
Unpaid 
Ba lance 1 0 3 . 8 0 m mP 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 P.ighto 
Act of I96N which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Daatc/̂

Remarks:

Resubmittal 
Indicator

Mediea 1 
levlew

Tf?r*aaag«*
Revised 6/1/73 Ob 70 Ik



Send white & 
canary cepios 
«for payment.

WHITS: State Pile
CASAP.Y: State Susr«iv.»e 
PI IK. Pr:vlder's gcpy Provider Refj

ALASKA DEPARTMENT OF HEALTH AND SOCIAL S E R V IC E S ^  J[ 6 1 2 1 1  
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PATIE1JT INFORMATION PROVIDER INFORMATION
Coupon or Authorisation number

C r i p p l e d  C h i ldren S e r vices

Name of Provider

A l a s k a  T r e a t m e n t  C e n t e r  
3710 E 20th A v e n u e  
An c h  A k  99504

Name of Patient

Evans, M a r g a r e t  (Missy)

Date of Birth £

02 / 19 / 69 b
Provider ID No.

SM M  560

Payee ID No. (if different frcm above)
________________A T C  964_________M A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

List Primary Diagnosis First 

C e r e b r a l  Palsy

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? I x.K yes I I No

Comments
01867 Dr B r o w nS E R V I C E S  R E N D E R E D

Description of Medical 
or Surgical Procedure

1969 RVS 
Proc. Code

Charge

Phy g lei al_ The r 0 7 1 0 0

*Place of Service 
DO Doc tor<s Office 
IL Independent Lab 
H Patient is Home 
IH Inoatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
CH Outpatient Hosp.

\ m  Coordination ol Other Benefits 
M/’Care Pd. I Other Paid Total

Tota 1 
Charge

M/Care Colnl M/Care Ded
Unpaid
Balance

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

Remark:

Resubmittal 
Indicator

Medical
Review



WHITE: State Pile Send white k
CASAP.Y State Suspense canary copies
PI IK: Provider1? ?cpy for payment.

0 6

H i Provider Ref;L
ALASKA DEPARTMENT OF HEALTH AND SOCIAL S E R V IC E S ^  ,  _
Outpatient Hospital*Practitioner* Home Health Agency Invoice / ‘o 1

ilOi PATIENT INFORMATION

Coupon or Authorization number 

Crippled Children Services
Name of Patient 

Evans, Margaret (Missy)

PROVIDER INFORMATION

Name of Provider 

Alaska T r eatment Center 

3710 E 20th A venue 
Anch Ak 99504

Date of Birth 
2 / 19 / 69

Sex 

Ml--1 FC23 —
Provider ID No.

S MM 560

iResbiirce::::::: Payee ID No. (if different from above) 
A T C  964N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES Diagnosis Cede 
(opt. )

List Primary Diagnosis First 

Cerebral Palsy

Primary

343

Secondary

Have all other payment sources been exhausted? 1 flxYes 1 1 No Service Preauthorization 
No. (if applicable)

01867

Referring or Con­
sulting Physician

Dr Brown
Comments:

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

Nov 29 73 OL, Physical Therapy 1 H R 97100
28.

Dec 4 73 OL Physical Therapy 1 H R 97100 28.80

Dec 6 73 OL Physical Therapy 1 HR 97100 28.80

■Ilec 6— 13.. DL. Pool. Therapy. 9724.Q..

Dec 13 73 OL Physical Therapy 1 H R 97100 28.80

*Place of Service 
DO Doctor's Office 

Independent Lab 
Patient's Home

IL 
H
ih
OL
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

\:m  Coordination ô  Other Benefits
TotalM/Care Pd.

Inpatient Hospital 
Other Location

M/Care Coin

Other Paid

M/Care Ded.

Total
Charge 118.20

Total

Less

Unpaid
Balance 118.20 i i l l B

m m 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 196H which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Signature Da

Remarks:

Resubmittal 
Indicator

::::::::::::
Medical liijjjiiiiliii: 
Review I::::;::::::-:
06 7014



S't.d white t 
canary copies 
f'r payrant.

WHITS: Stato Fil*
CA'WAP.Yi Stats 
pI: Prividcr'd >-py

Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number

Crippled Children Services 
Name of Patient

:aiJwr
Alaska Trea t m e n t  Center 
3710 E 20th A v enue 
Anch A k  99504

Provider ID No.
S M M  560

Date of Birth

Payee ID No. (if different from above) 
_________________ A TC 964______________

m W M  O F  A C C I D E N T  O R  I L L N E S S
Diagnosis Cc 

(opt.)
DIAGNOSES

List Primary Diagnosis First

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted?

Comments
018678 Dr Brown

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

97100Physical Therapy 1 HR

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
Pr Ocher Location 
!ih Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeTotalOther Paid

M/Care Coin Total
t Unpaid 
^ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 1964 which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
aP?licable Federal or State laws."
To the best of my knowledge no other resource exists.

Remark:

Resubmittal 
Ind icator



Send white 4 
canary ccpir* 
f:r payror.".

WHITE: dtate Pile
CANARY: State Suspense
PI IK: ?r cvlierfslcpy

Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner* Home Health Agency Invoice < $ 1 6 1 3 6 0

STATE
iiitiiife-ii;
idiiEsilii

PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number 

Crippled Children Services Alaska Trea t m e n t  C e tner 
3710 E 20th A v e n u e

Anch A k  99504

iRBfee:Name of Patient
Evans, M a r g a r e t  (Missy)

Date of Birth Provider ID No

Payee ID No. (if different frcm above)
______________________ AIG-Sfid_________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

DIAGNOSES

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? I ̂ ..1 Ves 1 I No

Comments
01867 Dr Br o w n

1969 RVS

Proc. Code
Description of Medical 
or Surgical Procedure

Date of 
Service

Charge

Group Hydro Conditioning Therap% 97240

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy 1 HR

97240Group Hydro Conditioning Therapt
*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Other Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeM/Care Pci. other Paid Total

T ota l
A Unpaid 

Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right; 
Act of 196  ̂which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, nay be prosecuted under 
applicable Federal or State laws,"
To the best of my knowledge no other resource exists.

Remarks

Resubmlttal
In d ic a to r

Medical
Review

Signatu:



M S I

Send whit* A 
caniry ecples 
f*T payrer.t.

MtilTZ: State File
CANARY: State Suspense
PIP.; Prcvllcrt rpy

Provider Ref

SflJACDS;
iiihisgliiioiiiisiiii

PROVIDER INFORMATIONPATIENT INFORMATION

Coupon or Authorization number 

C r i p p l e d  C h i l d r e n  S e r v i c e s

Name of Provide

A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  

A n ch  Ak 9 9 5 0 4M a r g a r e t  ( M i s s y )

Provider ID NoDate of Birth

2 /  1 9  /  6 9

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

Secondary

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted?

Comment
0 1 8 6 7 D r  B ro w n

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Charge

9 7 1 0 0P h y s i c a l  T h e r a p y

*?lace of Sex’Vlce 
DO Doctor's Office 
XL Independent Lab 
H Patient's Home 
IH Inoatient Hosuital 
OL Other Location 
III! Nurs ing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

m  Coordination or Other Benefits 
K/Oa re pp. Other Paid Total

M/Care Coin
/ Unpaid 
\ Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of 1961; which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of my knowledge no other resource exists.

Remarks

Medical
ReviewSignature



WH'TH: Stats File
CANARY: State Suspense
P1KK: PrsvlSer's fcpy

4 l 6 1 4 6 £  ^

liiiiggl!:idiiiisilii
PROVIDER INFORMATIONPATIENT INFORMATION

Name of ProviderCoupon or Authorization number

C r i p p l e d  C h i l d r e n  S e r v i c e s A l a s k a  T r e a t m e n t  C e n t e r  
3 7 1 0  E  2 0 t h  A v e n u e  

A n c h  A k  9 9 5 0 4

Nans of Patient

Provider ID No

S M M  5 6 0

;jGKBeg£l$:Date of Birth

 0 2 / ___ 1 9  / 6fi9

Payee ID No. (if different from above) 
______________ A T C  9 6 4 _______________N A T U R E  O F  A C C I D E N T  O R  I L L N E S S

Diagnosis Cede 
(opt,)___

DIAGNOSES

List Primary Diagnosis First 

C e r e b r a l  P a l s y

Primary
3 4 3

Service Preauthorization 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? Yes I I No

Comment
0 1 8 6 7 D r  B r o w n

E R V B C E S  R E N D E R E D
DescriptJ un of Medical 
or Surgical Procedure

Date of 
Service

Charge

G r o u p  H y d r o  C o n d i t i o n i n g

9 7 1 0 0P h y s i c a l  T h e r a p y

P h y s i c a l  T h e r a p y 9 7 1 0 0

9 7 2 4 0G r o u p  H y d r o  C o n d i t i o n i n g

G r o u p  H y d r o  C o n d i t i o n i n g

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Inpatient Hospital 
OL Otncr Location 
NH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Coordination or Other Benefits Total
ChargeTotalOther Paid

M/Care Coin! M/Care Ded Total
Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Right 
Act of which precludes exclusion or discrimination on the
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the bast of my knowledge no other resource exists.

Resubmittal
Indicator

Medical
Review

Revised fc/i/75 06 7014



STATE
iiiussiii:

Date of Birth
02 , 19

WHITE: State Pile
CAKAPY: State S»j«repaePI?.'< ?r- ?Vpy

r*1 -Send white Sc 
canary copies 
fr*r pay.-gr.t. ill Provider RefL

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES 
Outpatient Hospital*Practitioner*Home Health Agency invoice 4 .^ 1 6  9 6

dif-ersn“ fron: a^cve)

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

PATIENT INFORMATION

Coupon or Authorization number

Crippled Children Services
Name of Patient

Evans, Margaret (Missy)

PROVIDER INFORMATION

Provider ID No. 
*

Name of Provider

Alaska Treatment Center 
3710 E 20th Avenue 
Anch Ak 99504

DIAGNOSES Diagnosis Code 
(opt.)

List Primary Diagnosis First
cerebral palsy

Primary
343

Secondary

Have all other payment sources been exhausted? Yes I I No Service Preauthorization 
No. (if applicable)

01867

Referring or Con­
sulting Physician

Dr Broun
Comments:

m S E R V I C E S  R E N D E R E D
Date of 
Service

12-27-73

01-08-74

Place of 
Service*

01.
p

OL

Description of Medical 
or Surgical Procedure

Physical Therapy

Physical Therapy

1969 RVS
Proc. Code

97100

97100

Charge

28.80

28.80

03-10-74 OL Physical Tlierapy 97100 28.80

01-15-74 OL Physical Therapy 97100 28.80

01-17-74 OL Physical Therapy 97100 28.80
*Place of Service 
DO Doctor's Office 
IL Independent Lab 
H Patient's Home 
IH Innatient Hospital 
Cr Otner Location 
Nh Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

=|2j 
!•!/Care Pd.

Coordination of Other Benefits
T ota l

M/Care Coin

Other Paid

M/Care Ded.

Total
Charge 144.00

Total

Less

unpaid 
Balance^ 144.00

C E R T 3 F 3 S A T 8 D N
'This is to certify that the foregoing is true, accurate, and 

complete, and is in compliance with Title VI of the Civil Rights 
Act of 1964 which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
oi' concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."
To the best of m^/knovd^dge- i/o other resource exists.

 v ?  ///W/./v-, / C ?
Signature___

Remarks:

*Number has been recuested

/Re submit tal 
Indicator

Med-ca 1 
Revsew

Revised 6/1/73 Oo 701



S<?r.d white U 
canary c:;i«' 
fr

atafc-* S\Ao3i‘*e 
; vile?'3 Provider r.ef

 filASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner*Home Health Agency Invoice i l 6 1 6 9 7

provider ikformatioi:PATIENT INFORMATION

;ame of ProviderCoupon or Authorization number

Crippled Children Services
Alaska Treatment Center 
3710 E 20th Avenue 
A n rh AV QCigfU____________

Name of Patient

Evans, Margaret (Missy)
Provider ID NoDate of Birth

 02 / 19 / 69

Payee ID No. (if differer.
-ATC-%-4_____________

'rcm above)

I M T 3 J R E  O F  A C C I D E N T  O R  I L L N E S S
DIAGNOSES

List Primary Diagnosis First

cerebral palsy

Service Preauthorizafcion 
No. (if applicable)

Referring or Con­
sulting Physician

Have all other payment sources been exhausted? ErxH Yes 1 I No

Comments
018SX 67 Dr Brown

1969 RVS 
Proc. Code

Description of Medical 
or Surgical Procedure

Place of 
Service*

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy

97100Physical Therapy

Cocrdinat-ion of Other Benefi 
M/Care Pd. other Paid Total

*Place of Service 
DO Doctor's Office 
IL Independent Lab 
I! Patient's Home 
rH Innatient Hospital 
O. Other Location 
HH Nursing Home 
ECF Extended Care Fac. 
OH Outpatient Hosp.

Tota 1 
Charge

•1/Care Coin Tota
/ Unpaid 
's Balance

"This is to certify that t. ? foregoing is true, accurate, and 
complete, and is in compliance with Title VI of the Civil Rights 
Act of 196h which precludes exclusion or discrimination on the 
ground of race, color, or national origin. I understand that 
payment and satisfaction of this claim will be from Federal and 
State funds, and that any false claims, statements or documents, 
or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws."

rt v ( 2 Ft*

Remarks:

*Number has been requested



Z . 3
C EN TR A L O FFIC E

C q /c q c Jc?

S T A T E  OF A L A S K A I 15 IPROVIDER REF.

0 6 DEPARTMENT OF HEALTH & SOCIAL SE RVICES

O U T P A T I E N T  H O S P IT A L  •  P R A C T I T IO N E R  •  HOME H E A L T H  A G E N C Y  IN V O IC E  n o .  1 9 5 5 5 8
10 PATIENT INFORMATION

C O U PO N  O R  A U T H O R IZ A T IO N  N U M B E R

NAM E Q F  P / J I E N T  * ____

flP HIRTH  7 6 t 7

ic A s b J ^ A  ■' ---------------

STATE
USE
ONLY

R A C E

PROVIDER INFORMATION
N A M E OF  P R O V ID E R

P  £i\)d.fr<L
EFKD .JM O .

a

D A T E  OF  B I R T H
/ 0 7 / _ k y

E L IG .  CO D E
F(Z]

P R O V ip E F H p . J s lO .

I f o O .

C A T E G O R Y

CASE  NO . R E S O U R C E P A Y E E  ID  NO . ( i f  d i f f e r e n t  f r om  above )

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

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

DATE OF 
S E R V IC E

ii I a/a
P LA C E  Or 
S E R V IC E *

D ESC R IP T IO N  OF M E D IC A L  OR 
S U R G I C A L  PRO C E D U R E

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

i l  I n / m i *  1) 0 Q 6 6Q O / O . c o

966 36 S  Q P (

V / ( iZ & jd b i B & o o tL  C tk L o d P S Q Z Q 7. STd)
z

•PLACE OF S E R V IC E  

doctor's office
INDEPENDENT LAB. 
PATIENT'S HOWE 
INPATIENT HOSPITAL 
OTHER LOCt Tl DNS 
NURSING HON
CX~T-NOCO CA E FACILITY 
OUTPATIENT HOSPITAL

1 2 COORDINATION OF OTHER BENEFITS

medicare paid OTHER INS. TOTAL

M EDICARE CO INS. M EDICARE DEDUCT. TOTAL

T O T AL
CH A R G E

\
7

XI

- R Z - S o
L E S S

UNPAID
B ALANCE J U  ‘ S ro

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

HIS IS TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. AN O COMPLE TE A NO IS

^COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS AC F OF 19C<1 WHICH PRECLUDES EX-

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

NOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER- I ,--.
| AIJO-'STATt; FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR 

/J££ALMFN V OF A MATERIAL FA Cyf/?.Y  £i/ PROSECUTEO UNDER APPLICABLE f-FOERAL 

j j f r . l t  LAWS." f  I f\

R E M A R K S :



1

2

3

4

5

6

7

8

9

10

II

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

Introduced: 1/19/76
Referred: Finance

BY THE RULES C O M M I T T E E  BY 
IN THE S ENATE R E Q U E S T  OF THE GOVERNOR

SENATE BILL NO. 530

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE - SECOND SESSION

, A BILL

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

Department of Health and Social Services and the 

Department of Commerce and Economic Development for 

vendor claims; and p r oviding for an effective date." 

BE IT E N A CTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. The sum of $ 5 ,6 6 9 . 32 is a p p ropriated from the general fund 

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

Commerce and Economic Development, 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*1

Department of Commerce and Economic D evelopment 31.08

$5,669.32

* Sec. 2. This Act takes effect immediately in a c c o rdance wit h  AS 01.- 

1 0 . 0 7 0 ( c ) .

-1-

SB 530



S f g 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  S t a t e  L egislature  
Juneau, A l a s k a  99311 *

D e a r  Mr. President:

In a c c o r d a n c e  w i t h  AS 24.30.0G0(b) and the U n i f o r m  Rules  
o f  the A l a s k a  State L e g i s l a t u r e ,  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 S e r vices 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 nomic D e v i 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.

S i n c e r e l y

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



m

titted November 17, 1975 

IVISION . INVOICE fl

Social Svcs. 

VJien Airlines 0042-1+675

Anchorage Times Neakok Children 

Public Health

STR 331895 
A8037 
A8037

STR 339313

1-USCELLANEQHl CLAIMS 
F O l F

LEGISLATIVE APPROVAL 
FOR

FISCAL YEAR 1975

ATZ Travel 
RCA 
RCA

Public Assistance 

ATZ Travel 

TOTAL General Bills (held in fiscal)

"/
TOTAL Medical Bills (detail attached) 

TOTAL Department of Health S Social Svcs.

DATE OF 
SERVICE

7 ^
10-31-75-

06-24-75^

■K

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

08-27-^5

AMOUNT

488.25

67.20

154.55
45.15
37.20

40.64

832.99

4,805.25

5,638.24

DATE RECEIVED

7-1.7-75

6-09-75

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

10-27-75

O

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.
It IT t I
II I » II
II II It

I I 
I I 
I I

I t

I I 
I I 

I I

I I

I I 

I I 

I t

I I



• *

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

D I V I S I O N  • INVOICE //

Public Health

A l a s k a  Clinic 
A l a s k a  C lin ic 
A l a s k a  C l inic  
R i c hard L Day DDS

Medical A s s i s t a n c e

Fairbanks
Fairbanks

Mem
Mon

IIosp
llosp

Pro videnc e 
Providence  
Provideuce 
Providence 
Provi donee 
A 1 a s k a 
A l a ska 
A l a ska 
A l a s k a  
A l a s k a  
Fairbanks 
Fairbanks

IIosp 
IIosp 
rlosp 
IIosp 
IIosp 

Cl ini c 
Cl in ic 
Clinic 
Clinic 
Clinic

M c d -S urg  
M c d - S u r g

Fai rbanks Mcd -Surg 
Fairbanks M c d - S u r g  
Fa i r b a n k s'" Me d - Su r g 
Fairbanks M c d - S u r g
Fa i rbanks 
Fa.i rbanks 
Fairbanks 
Fa i rbanks 
Fai rbanks 
Fairbanks 
Fairbanks 
Fairbanks

M c d -S urg
Mcd- Surg
M c d - S u r g
M c d -S urg
M c d - S u r g
Mc d - S u r g
M c d - S u r g
M c d - S u r g

Corrccti ons

61184
182628
182631
210982

Home Health Care Svc

K e t c h i k a n  M e d  Clinic

LEGISLATIVE
* § >

INGS FOR Y E A R  1975-76

DATE OF 
S E R VICE A M O U N T D A T E  R E C E I V E D CODE

0 7 / 13/73
11/20/72
12/06/72
7/71-10/72.

12.30
25.42
46.33

140.00'

07/1 5/75
05 / 06/75
03/06/7 5
04/1 7/75

0 6 - 3 1 - 1 - 7 6 1 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0  
0 6 - 3 1 - 1 - 6 9 4 - 3 8 0

535486 02/02 73 82.00 06/12/7 5 0 6 - 3 3 - 6 - 1 1 0 - 3 8 0

507685 04/13 71 60.00 • 01/30/7 5 0 6 - 3 3 - 6 - 3 1 0 - 3 8 0

527378 12/28 72 19.20 04 / 12/75 O 6 - 3 5 - 6 - 1 2 0 - 3 S 0

527379 12/2-6 72 19. 20 04/12/75 0 6 - 5 5 - 6 - 1 2 0 - 3 8 0

527385 12/30 72 8.00 0 4 / 12 /75 0 6 - 3 5 - 6 - 1 2 0 - 3 SO

527432 11/10 72 20.40 0 6 / 12 /75 06 -33--6-120 - 380

527450 12/14 72 20.00 0 4 / 12 /75 0 6 - 3 3 - 6 - 1 2 0 - 3 8 0

74 500 03/07 73 15. on 06/30/ 75 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

•’ 74731 . 05/09 72 68.00 '• 0 7 / 1 8 / 7 5 J 06 - 3 3 - 6 - 3 5 0 - 3 8 0

74752 02/15 72 944.00 07/ 18 / 7 5 0 6 - 3 5 - 6 - 3 5 0 - 3 8 0

74 733 0 2/15 72 62. 00 0 7/18/75 0 6 - 3 5 - 6 - 3 5 0 - 3 8 0

74 754 • 02/19 72 24.00 0 7 / 18/75  \ 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96616 10/22 73 72.00 . 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 5 8 0

96637 • 01/21 75 136.70 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96652 09/25 72 264.30 11/28/74 . 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96655 11/18 72 48. 50 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96682 01/26 73 20.00 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96690 07/24 73 543.80 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

90701 10/30 72 14.00 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

.96708 09/14 72 16.00 ’11/23/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96717 03/01 73 12.00 ' 11/28/74 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0

96683 11/21 72 30. 85 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96693 s 0 7/21. 73 22.. 4 0 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0

96696 : 0 2/2.1 72 150.10 1.1/28/74 0 6 - 3 3 - 6 - 5 5 0 - 5 8 0

96097 ’ 0 2/21 72 . 6 4 9 . 80> 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3S0

96711 0 3/02 72 26.60 11/28/74 0 6 - 3 3 - 6 - 3 5 0 - 3 8 0
“ 06/22 72 129.25 0 7 / 51 /75 0 6 - 3 3 - 6 - 4 1 0 - 3 8 0

0 9/14/71 171.00 1 1 / 14 /75 0 6 - 6 6 - 4 - 1 1 2 - 3 8 0

1., •

• X:
D E L A Y  R EASON

Invoice not rev
It II II
It
It

It
It

tt
It

Invoice not rev

It
It
tt
tt
It
II
ft
tt
ft

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

ft
tt
tt
I!
tt
tt
I?
ft

ft
tt
tt

Invoice not rev

Invoice not r

(’continued)



i f fLEGISLATIVE BITKINCS FOR YEAR 3975-76

Page 2.

submit ted 

) IVISION 

Publ ic lien! th

INVOICE a
DATE OF 
S E R V I C E A M O U N T DATE RCVD.

Ai aska T r e a t m e n t C t r . 11.1698 06/28/73 53,60 11/19/75

A 1 a s k a Tree tment C t r . 111900 09/05/73 54.50 .1.1/19/7 5

Alaska T r e a t m e a t C t r . 161228 10/1.7/73 4 8. SO 1.1/19/75

A 1 n s k a TRcn tment C t r . 161229 10/29/73 18.00 11/19/75

A l a s k a Treatment Ctr. 161342 1.1 / 2 8/ 7 3 4 6.90 11/19/75

A 1 a s k a T R c n t m e n t Ctr. J 6.134 3 12/17/75 18.00 11/19/75

Ala ska '1 Rea tment. C t r . 16.1353 J 1/02/73 39. 80 11/19/75

A 1 a s k a Treet men t Ctr. 161479 09 / 24/73 5-1 . 5 0 11/19/75

A 1 a s k a T r e a t m e n t Ctr. 161480 10/08/73 18.00 11/19/75

A 1 a s k a .Treatmen t Ctr. 161627 09/1 9/73 . 2.1. SO 1.1/19/75

A laska Trcatmcr. t Ctr. 1 6J. 209 10/16/73 102.60 11/19/75

Al a s k a T r e n t m e n  t C t r . 161211 10/50/75 14 .40 .11/19/75

Ala ska Tro at m e n t Ctr. 161275 11/29/73 1.16.60 11/19/75

A 1 a s k a Treat ment Ctr. .1612 76 12/18/73 28.40 . 1.1/19/75

Ala ska Tr e a t m e n t Ctr. 161560 11/01/73 63. 20 .11/19/75

A laska T r e a t m e n t Ctr. 161361 11/13/73 14.4 0 11/19/75

Alaska T r e a t m e n t Ctr. 161462 09/27/73 41.80 1.1/19/75

Alas ka Treat men t Ctr. 161696 12/27/73 92.00. 11/19/75

Ala ska T r e a t m e n t Ctr. 161697 01/22/74 65. 80 11/19/75

06 - 31■
06-31
06-31
06-31
06-31'
06-31
06-31
06-31
06-31
06-3.1
06-31
06-31
06-31
06-31
06-31
06-31
06-31
06-31
06-31

CODE

1-6 82-380
1-682-380
1- 6 8 2 -380
1-6 82-380
1-682-380
1-6 82-380
•1-682-380
•1-682-380
1-682-380
1-682-380
1-686-380
1-686-580
1-686-380
1- 6 8 6 -380
1-686- 380
1-686- 380
1-686- 380
-1-686-580
-1-686-380

DELAY REASON

Invoice not rcvd

Medical A s s i s t a n c e

S p e n c e r  Falcon, MD 195558 04/18/73 19.00 09/05/75 0 6 - 3 3 - 6 - 1 5 0 - 3 8 0
it ti

TOTAL 4,805.25



Submitted November 17, 1975 

DIVISION INVOICE #

Social Svcs. 

Wien Airlines 0042-4675

Anchorage Times Neakok Children 

Public Health

ATZ TravelRCA
RCA

Public Assistance 

ATZ Travel

STR 331895 
A8037 
A8037

STR 339313

MISCELLANEOUS CLAIMS 
FOR

LEGISLATIVE APPROVAL 
FOR

FISCAL YEAR 1.975

DATE OF 
SERVICE

7 ^
10-31-75”

06-24-75^

'It
08-27-73
10-10-73
11-11-73

08-27-757 It

TOTAL General Bills (held in fiscal)

TOTAL Medical Bills (detail attached) 

TOTAL Department of Health 8 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

CODE

06-21-3-409-350

REASON FOR DELAY

Invoice not recvd
06-21-3-509-350 11 t t 1 t

06-21-3-618-350 11 t T t 1

06-21-3-212-325 I ! t T t f

06-31-1-870-211 1 t 1 t t t

06-31-1-036-311 1 t t t t »

06-31-1-036-311 1 t T T t t

06-33-6-180-215 1 1 » r t t

cl*



LEGISLATIVE BILLINGS FOR YEAR  1975-76

Submi t t e d  N o v ember 17, 1975

DIVISION INVOICE
DATE OF 
SERVICE AMOUNT DATE RECEIVED CODE DELAY REASON

Eublic Health

Alaska Clinic 61184 07/13/73 12.30 07/15/75 06-31-1-761-580

A laska  Clinic 182628 11/20/72 25.42 03/06/75 06-31-1-694-380

Alaska Clinic 182631 12/06/72 46.33 03/06/75 06-31-1-694-380

Richard L Day DDS 210982 7/71-10/72 140.00 04/17/75 06-31-1-694-380

edical Assistance 

Fairbanks Mem Hosp 555486 02/02/73 82.00 06/12 75 06-53-6-110-380

Fairbanks Mem Hosp 507685 04/13/71 60.00 01/30 75 06-33-6-310-380

Providence Hosp 527378 12/28/72 19.20 04/12 75 06-33-6-120-380

Providence Hosp 527379 12/2-6/72 19. 20 04/12 75 06-53-6-120-380

Providence Hosp 527385 12/30/72 8.00 04/12 75 06-33-6-120-580
Providence Hosp 527432 11/10/72 20.40 06/12 7 5 06- 33-6-120-380

Providence Hosp 527450 12/14/72 20.00 04/12 75 06-33-6-120-380
Alaska Clinic 74500 03/07/73 15.00 06/30 75 06-33-6-150-380
Alaska Clinic • 74731 05/09/72 68.00 07/18 75 06-33-6-350-380

Alaska Clinic 74732 02/15/72 944.00 07/18 75 06-35-6-350-380

Alaska Clinic 74733 02/15/72 62.00 07/18 75 06-33-6-350-380
A laska  Clinic 74 734 02/19/72 24.00 07/18 75 06-33-6-350-380
Fairbanks Mcd-Surg 96616 10/22/73 72.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96637 01/21/73 136.70 .11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96652 09/25/72 264.30 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96655 11/18/72 48. 50 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96682 01/26/73 20. 00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96690 07/24/73 543.80 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96701 10/30/72 14.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96708 09/14/72 16.00 11/28 74 06-33-6-150-380
Fairbanks Med-Surg 96717 03/01/73 12.00 11/28 74 06-33-6-150-380
Fairbanks Mcd-Surg 96683 11/21/72 30. 85 11/2 8 74 06-33-6-350-380
Fairbanks Mcd-Surg 96693 07/21/73 22.40 11/28 74 06- 33-6-350-380
Fairbanks Mcd-Surg 96696 02/2.1/72 150.10 11/28 74 06-53-6-550-380
‘Fairbanks Med-Surg 9669 7 02/21/72 649,80, 11/28 74 06-33-6-350-380
Fairbanks Mcd-Surg 96 7.1.1 05/02/72 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

Invoice not rcvd.
tl
II
II

II
II
II

It
II
II

Invoice not rcvd.

Elig bility f, Ai dit

Invoice not rcvd.

Corrections

Ketchikan Med Clinic 09/14/71 171.00 11/14/75 06-66- 4-112-580 Invoice not rcvd.

(continued)



LEGISLATIVE BILLINGS

Submitted
DATE OP

DIVISION INVOICE If SERVICE

Public Health

Alaska Treatment Ctr. 111698 06/28/73

Alaska Treatment Ctr. 111900 09/05/73
Alaska Treatment Ctr. 161228 10/17/73
Alaska TReatmcnt Ctr. 161229 10/29/73
Alaska Treatment Ctr. 161542 11/28/73
Alaska TReatmcnt Ctr. 161343 12/17/73
Alaska TRc.atment Ctr. 161353 11/02/73
Alaska Tre atment C t r . 161479 09/24/73
Alaska Treatment C t r . 161480 10/08/73
Alaska Trcatmcnt Ctr. 161627 09/19/73
Alaska Treatment Ctr. 161209 10/16/73
Alaska Trcatmcn t C t r . 161211 10/30/75
Alaska Treatment C t r . 161275 11/29/73
Alaska Treatment C t r . 161276 12/18/73
Alaska T reatment Ctr. 161560 11/01/73
Alaska Treatment Ctr. 161361 11/13/73
Alaska Treatment Ctr. 161462 09/27/73
Alaska Tr eatment Ctr. 161696 12/27/73
Alaska Treatm ent Ctr. 161697 01/22/74

Medical A s s i s t a n c e

Spencer Falcon, MD 195558 04/18/73

TOTAL

A MOUNT

S3.60
54. 50
48.80 
18.00 
46.90 
18.00
39.80 
54.50 
I S . 00 
21. 80

102.60
14.40 

116.60
28.40 
63. 20
14.40 
41. 80 
92.00. 
65. 80

19.00

4,805.25

FOR YEAR 1975-76

DATE RCVD. CODE

/19/ 75 06--31--1--682--580

/19/ 7 5 06--51--1--682-■580
/19/ 75 06-■31--1-- 682 -•380
/19/ 75 06-•31- 1--682- 380
/19/ 75 06- 31--1--682-•380
/19/ 75 06-•31- 1--682-•380
/19/ 75 06-■31--1--682-•380
/19/ 75 06-•31--1--682-•580
/ 1 9/ 75 06-•31--1- 682-•380
/1 9/ 75 06--31-•1--682-•380
/19/ 75 06--31- 1--686-•380
/19/ 75 06-•31-•1--686-•380
/19/ 75 06--31--1--686-•380
/19 / 7 5 06--31--1--6 86-•380
/19/ 7 5 06- 31--I -686-•380

/19/ 75 06--31--1--686--380
/19/ 75 06--31--1--686-■380
/19/ 75 06--31--1--6 86-•380

/19 / 75 06--31--1--686-•380

09/05/75 06-33-6-150-380
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J o i n t  F i n a n c e  C o m m it te e  
I n t e n t  

f o r
S p o n s o r  S u b s t i t u t e  f o r  S e n a t e  B i l l  M o. 6 0 6

an d
S e n a t e  B i l l  N o . 5 3 1

It is the Intent of the House and Senate Finance Committees  that 
the Department of Heal th and Social Services transfer $358,200 to 
Contract Institutions in the D i v i sion of M ental H ealth f r o m  general 
funds available in the Medicaid, General Relief Medical, or Assista nce 
Payments a ppropriations notv/ithstanding prior L e g i s l a t i v e  Intent 
against t r a n s f e r r i n g  such funds.

$53,200 of such funds are to be granted to the Ass oc i a t i o n  of Re tarded  
Citizens of Anchorage in lieu of passage of Sponsor S u b s t i t u t e  for 
Senate Bill No. 606. $305,000 of such funds are to cover costs at
the Atascader o State Hospital, the Fairbanks R e h a b i l i t a t i o n  Center, 
and the A sso ciati on of Retarded Citizens of Anchorage in l i e u  of 
passage of Senate Bill No. 531.

House Finance Committee Senate Finance Committee



V J S C A L  .NOTE-

■ .. * F irst S e s s i o n  - N i n t h  L e g i s l a t u r e

I . R E Q U E S T
D i l l  Ncp. N//A 7- Information rfequcstcd on Pressure Vessel Section
T i t l e :  p re s s u re Ve s s e l T ra in e e
R p ^ u c ^ t c 't^y * n o Pi’e^ W H u U v e  IWcKinnon D a t e :
R e t u r n  D a t e  ' R e q u e s t e d :  _
A g e n c y :_____  LAB'O IT P r o g r a m : P R E S S U R E  V E SSE L

••
/•
i

I I ”. F IS C A L  D E T A IL
B u d g e t  R e q u e s t  U n i t ( c )  A f f e c t e d : ____________

. A. E X P E N D I T U R E S :  ( T h o u s a n d s  O f  d o l l a r s )

O B J E C T F Y  75 F Y  75 F Y  77 FY 78 F Y  79' fy .80 ...
10 0 P E R S O N A L  S E R V I C E S 0 I 19.0 1/ 21.3 3/ 22.9 1
200 T R A V E L 0 2.3 2/ 2.4 M  -4.7 ., *
300 C O N T R A C T U A L __ 0__J JLQ - .... 5/ 0.5 .

r
____ - •......

400 C O M M O D I T I E S . n fi.,0 .0_fi. .....n n . I. ...  .
500 E Q U I P M E N T n . ,JL.Q.____Q-Q._ .. (
600 L A N D  & S T R U C T U R E S 0 0.0 . ___  .0.0 ..... n..o .

11
700 GRANTS,  CLAIMS, ETC.

%

T O T A L  6/ ’ 0 21.6 23.7 28.1
___ -  ____

B .  FU N D IN G : ( T h o u s a n d s  o f  d o l l a r s )

G E N E R A L  F U N D . 0. 21.6 _______21JL*u_... 23.1
. I

F E D E R A L  F U N D S ........ .jr.
O T H E R  i 1

C . p o s i t i o n s :

P E R M A N E N T / T E M P O R A R Y 0 / _o_._ 1 / 0 i 1 / 0 . 1, / o l _ z  L ‘_./
MAN. M O N T H S  (P./T.) 0 /  0 12 /  0 ! 12/  .0 .. 12 /  _ 0 i._ z  j _____z _

I I I .  A N A LY S IS  ( S e e  F i s c a l  N o t e  P r e p a r a t i o n  I n s t r u c t i o n s ,  S e c t i o n  I I I )  

N O TES : 1 . No C .O .L .  in c re a s e  in c lu d e d , r a n g e  1 7 , S tep  B

5 .5%  in f la t io n  fa c to r  in c lu d e d , in - s t a t e  t r a v e l  

N o C .O .L .  in c re a s e  in c lu d e d , r a n g e  18 , S te p  B

2.

3 .

4 . 5 .5%  in f la t io n  fa c to r  in c lu d e d , in - s t a t e  t r a v e l  p lu s  tw o m on th  
t ra in in g  at A SM E , C h icag o

IV  ATTACHMENTS r*'w o m on t^ ASME c e r t i f ic a t io n  c o u r s e  tu it io n

1 . S u m m a ry , P r e s s u r e  V e s s e l S e c t io n  O p e ra t io n s

2. P .V .  In s p e c to r  Q u a li f ic a t io n s , from  3 .1  to  .3 .1 .4

Utl'-i"-—V .  D A TE : {lU tcL  £ 3  ACT 7<  PREPARED

Original: Legislative Finance
cc: Budget and Management

. Prime Sponsor (First Legislator. Named)

  '



B .  P ro g ra m  S u m m a ry : P r e s s u r e  V e s s e l S e c t io n  S u m m a ry  A ttach ed

1. F is c a l N ote d e ta i ls  c o s t  p ro je c t io n s  f o r  e s ta b lis h in g  one  
new  p o s it io n  to b e  c la s s i f ie d  as P r e s s u r e  V e s s e l In s p e c to r  
T r a in e e . P o s it io n  w i l l  b e  f le x i b ly  s ta ffe d  fr o m  R a n g e  16 -18 .

2 .  E q u ipm en t e x p e n d i tu r e s ,  F Y '7 6 ,  a r e  f o r  d e s k  and  c h a i r .  
T r a v e l is  f o r  in t r a s t a t e ,  F Y '7 6 ,  '77 and  in t ra s ta te  p lu s  tw o 
m on th  ASME c e r t i f ic a t io n , F Y '7 8 ,  a t C h ic a g o , 111.

NOTES, (II. FISCAL DETAIL)
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shop, the installer or other 
parties involved in ASME 
Code related requirements.

3. AUTHOKIZED SHOP INSPECTORS
3.1 QUALIFICATIONS

All inspectors’ shall comply with 
the National Board By-Laws, Ar­
ticles I I I  and IV, and hold a valid 
Certificate of Competency issued by 
a State of the United States or a 
Province of Canada (where 
required) and a valid National 
Board Commission.
An applicant for designation as an 
Authorized Inspector shall be at 
least 25 years of age and shall have 
education and experience equal to 
at least one of the following:
3.1.1 A degree in Mechanical 

Engineering plus one year of 
experience in design, con­
struction, operation or in­
spection of high pressure 
boilers and pressure vessels.

3.1.2 A degree in a branch of 
Engineering other than 
Mechanical Engineering plus 
two years of experience in

1. Shop Inspectors where Ihc ASME Code Symbol 
Stamps arc applied to the boiler, pressure vessel or 
piping.

34

d e s ig n , c o n s t ru c t io n , 
operation or inspection of 
high pressure boilers and 
pressure vessels.

3.1.3 The equivalent of a high 
school education plus three 
years of experience:
(1) in high pressure boiler 

and pressure vessel 
construction or repair,

or
(2) as an operating engineer 

in charge of high 
p r e s s u r e  b o i l e r  
operation,

or
(3) as an inspector of high 

pressure boilers and 
pressure vessels.

3.2 PRACTICAL EXPERIENCE
In addition to the qualifications of 
(3.1), before an inspector is per­
mitted to conduct shop inspections, 
except under direct personal 
supervision of a qualified 
Authorized Inspector, he shall:
3.2.1 Have a minimum of one year 

of diversified field and shop 
inspection experience in the 
construction of Section I 
and/or Section V III, Pressure 
Vessels, or one year of

35

diversified experience as an 
inspector trainee of items 
under the direct supervision 
of an Authorized Inspector or 
A u th o r iz e d  In s p e c to r  
Supervisor.

3.2.2 Through performance, have 
demonstrated his ability to 
perform shop and assembly 
(on-site) inspections to the 
satisfaction of the Authorized 
Inspection Agency employing 
him.

3.2.3 Have satisfactory experience 
and background for the in­
spection of ASME Code items 
according to the complexity 
of the assignment.

3.2.4 Have knowledge of ap­
plicable Sections of the 
ASME Codes, Addenda and 
Case Interpretations.

3.2.5 Have knowledge of Quality 
Control Systems, Programs 
and shop procedures.

3.2.6 Have knowledge and ability 
to evaluate and monitor shop 
procedures.

3.2.7 Have knowledge of the 
requirements for main­
tenance and retention of in­

transit and permanent 
records.

3.3 RECOMMENDED TRAINING 
COURSE
In addition, it is recommended that 
he attend a training course 
equivalent to that given by the 
National Board on Welding and 
Methods of Nondestructive 
Examination.

3.4 DUTIES
The Inspector's duties are covered 
in the applicable ASME Codes and 
include, but are not limited to, the 
following:
3.4.1 He shall verify that the

manufacturer or installer has 
the required Certificate of 
Authorization to fabricate the 
items to be constructed. It is 
necessary to check the
Certificate to make certain it 
has not expired and to
determine the scope of
construction permitted under 
the terms of the Certificate. 
THE FACT THAT THE 
M ANUFACTURER OR
INSTALLER HAS THE 
REQUIRED CODE SYMBOL 
STAMP IS NOT SUF­
F IC IENT  EVIDENCE TO ^



* •

PRESSURE VESSEL SECTION
Ru s sel l  D. M o l t ,  C h i e f  Pressure Vessel  Engineer

The Pressure Vessel  S e c t i o n  has the r e s p o n s i b i l i t y  to p r o t e c t  the general  p u b l ic  from i n f e r i o r  and o f t e n  hazardous b o i l e r s  and u n f ir e d  pressure v e s s e l s .  Th is  i s  undertaken by a s t a f f  o f  n a t i o n a l l y  l ic e n s e d  pressure v essel  engineers lo c a ted in  Anchorage,  F a irb a n k s ,  Junea u,  and Ketc h ik an .  Th is  program c o n s i s t s  o f  two com plete ly  d i f f e r e n t  a r e a s .In order f o r  a manufacturer to f a b r i c a t e  a pressure vess el  in the S t a t e  o f  A l a s k a ,  he must f i r s t  obtain a c e r t i f i c a t e  o f  a u t h o r i z a t i o n  to  apply the cede symbol stamp from the American S o c i e t y  o f  Mechanical  Engineers (ASME).P r io r  to the is su an ce  o f  the c e r t i f i c a t e ,  the s o c i e t y  w i l l  request  approval of  the f a b r i c a t o r ' s  f a c i l i t i e s  from t h i s  s e c t i o n  and a s c e r t a i n  t h a t  the manu­f a c t u r e r  has obtained an in s p e c t io n  c o n t r a c t  and i s  u t i l i z i n g  s t a t e  en g i n e e r s .  Fees f o r  t h i s  s e r v i c e  are s e t  by r e g u l a t i o n .  The shop in question i s  v i s i t e d  several  times during the c o n s t r u c t io n  of  each pressure vesse l  to assure t h a t  the u n i t  i s  being b u i l t  according to the code.  A f t e r  su c c e s s f u l  completion o f  the h y d r o s t a t i c  t e s t ,  the engineer w i l l  approve the a p p l i c a t i o n  o f  the code symbol stamp and s i g n  the data sheet  i n d i c a t i o n  to a p rosp e cti ve  purchaser the u n i t  was b u i l t  under S t a t e  su p er vis ion to the c o n s t r u c t io n  standards o f  the ASME code.In a d d i t i o n  to thes e d u t i e s ,  s e c t i o n  engineers are required to  e v a l u a te  the c o n d it io n  o f  a l l  op erat ional  b o i l e r s  and pressure v e s s e l s .  B o i l e r s  with s team pressure in ex cess o f  15 psig req uir e  two in sp e c t io n s  per y e a r .  One is  given whi le  the u n i t  i s  in ope ration to check the f u n c t i o n  o f  c o n t r o l s ,  s a f e t y  v alv e s  and operator e x p e r t i s e .  A thorough examination o f  a l l  in t e r n a l  surfac es  i s  done during an outage t h a t  i s  convenient to the company. Low pressure b o i l e r s  and u n f ire d  pressure v e s s e l s  such as a i r  r e c e i v e r s ,  hot water st o rag e  tanks and r e f i n e r y  components are examined e x t e r n a l l y  on a b ie n n ia l  b as is  or i n t e r n a l l y  where c o n s t r u c t i o n  p erm it s .  Upon completion o f  each o b j e c t  i n s p e c t i o n ,  a com­prehensive w ri t te n  re p o rt  i s  se nt  to the Juneau o f f i c e  i n d i c a t i n g  whether or not the u n i t  i s  s u i t a b l e  f o r  c e r t i f i c a t i o n .There are approximately 30,000 op eration al  u n i t s  in A l a s k a .  Of t h e s e ,  appr­ox imately  30 percent are insured and inspected by l ic e n s e d  pressure vesse l  en gin­eers employed by an insurance company. These reports are sent to  the Juneau o f f i c e  f o r  processing  in the same manner as the s t a t e  r e p o r t s .  There are approx­imately  50 insurance f i e l d  engineers l ic e n s e d  by the s e c t i o n  to do business in t h i s  S t a t e .  These l i c e n s e s  are renewable a n n u a l ly .C e r t i f i c a t e s  o f  in sp e c t io n  are required in every work p l a c e ;  in every place o f  p u b l ic  assembly,  and in apartment houses conta in ing  s i x  or more u n i t s .  The workload o f  the s e c t i o n  i s  d i r e c t l y  r e l a t e d  to business growth w it h in  the S t a t e .  The Pressure Vessel  S e c t i o n  i s  c u r r e n t l y  a cq u ir in g  approximately 1,000 new op erat io nal  o b j e c t s  per y e a r .  At  the cu rrent  r a t e  o f  business and population growth, an a d d i t i o n a l  engineer i s  required every 1.75 years to maintain the cu rrent  l e v e l  o f  a c t i v i t y .With the p i p e l i n e  and r e l a t e d  fu n ct io n s  not taken in to c o n s i d e r a t i o n ,  thep i p e l i n e  f u n c t i o n  in l a t e  1974 brought a marked in c r e a se  in the number o f  new o b j e c t  i n s p e c t io n s  f o r  every area except S o u th e a s t .  Pr elim inary  surveys i n d i ­c ate  1975 w i l l  t r i p l e  the work load in new Pressure V e s s e l s  a l o n e ,  f o r  example; A i r  Re ce iv ers  on d r i l l i n g  r i g s ,  Heating B o i l e r s  in c o n s t ru c t io n  camps, Power B o i l e r s  and r e l a t e d  r e f i n e r y  components on the variou s topping p lan ts  on the s l o p e .  A new r e f i n e r y  is  planned fo r  Fairbanks and a LNG p lan t  in Kenai ,  not ' to  mention the p i p e l i n e  Pumping S t a t i o n s .The na t io nal  average work load f o r  a f i e l d  engineer i s  1600 o b j e c t  in sp ec ­t io n s  per year  in a t r a v e l  area o f  100 sq .  m i l e s .  There are p r e s e n t ly  two Pressure Vessel  In spe ct o rs based in Anchorage.  The s t a t i c  work load i s  in excess o f  3,000 o b j e c t s  per y e a r ,  per man. There i s  one p o s i t i o n  in Fairbankswith a s t a t i c  load o f  3,500 o b j e c t s .  These three  p o s i t i o n s  are required tocover the e n t i r e  S t a t e  from Yakutat  -  Northward, an area and o b j e c t  count f a r  in excess o f  the National  ave rag e.  The s t a t i c  load does not take in t o  consi der­a t i o n  new o b j e c t s  s i n c e  1970. New o b j e c t s  alone would exceed 4 ,0 0 0 . '



In a d d it io n  to  S t a t e  b u s i n e s s ,  the s e c t i o n  f u r n is h e s  i n s p e c t io n  s e r v i c e  to v ar io us  departments w ithin  the fe de ral  es ta blish ment  t h a t  do not employ l ic e n s e d  e n g i n e e r s ,  e . g .  the U, S .  Department o f  I n t e r i o r ,  U. S .  Army, U. S .  Post  O f f i c e ,  U. S .  Fores t  S e r v i c e ,  Federal A v i a t i o n  Agency,  General S e rv ice s  A d m i n i s t r a t i o n ,  U. S Department o f  H e a lth ,  Education and W e lfare ,  U. S .  Publ ic  Health S e r v i c e ,  and Atomic Energy Commission. Fees f o r  t h i s  s e r v i c e  are se t  by r e g u l a t i o n  to  compensate the S t a t e  f o r  time spent on f ed e r al  property.Th is  expanding a c t i v i t y  no only  req uires a d d it io n s  to the engineering s t a f f  but c l e r i c a l  s t a f f  as w e l l .  The Pressure Vessel  Techn ic ian p o s i t i o n  i s  needed in  the Juneau o f f i c e  to c o r r e l a t e  incoming rep o rt s from the S t a t e  as well as th e p a r t i c i p a t i n g  insurance companies.The preceeding s t a t i s t i c s  may be v e r i f i e d  by records in the Pressure Vessel  S e c t i o n .



Joint Finance Committee 
Intent 

for
Sp o n s o r  Substitute for Senate Bill No. 606

and
Senate Eill No. 531

It is the Intent of the House and Senate Finance C ommit tees that 
the Department of Health and S ocial  Services transfer $358,200 to 
Contract Instit utions  in the D i v i sion  of Mental H e a l t h  f r o m  general 
funds ava ilable in the Medicaid, General  Relief Medi cal, or Assistance 
Payments a p p r o priati ons n o t w i t h s t a n d i n g  p rior Leg isl a t i v e  Intent 
against t r a n s f e r r i n g  such funds.

$53,200 of such funds are to be granted to the A s s o c i a t i o n  of Retarded 
Citizens of Anc horage in lieu of pass age of S p ons or S u b s t i t u t e  for 
Senate Bill No. 606. $305,000 of such funds are to cover costs at
the Atas cader o State Hospital, the Fairbanks R e h a b i l i t a t i o n  Center, 
and the Asso ci a t i o n  of Retarded Citizens of Ancho rage in lieu of 
passage of Senate Bill Mo. 531.

House Finance Committee
Chairman 
Senate F i nan ce Committee



Joint Finance Committee
Intent

for
S p o n s o r  S u b s t i t u t e  f o r  S e n a t e  B i l l  H o . 6 0 6

and
S e n a t e  B i l l  N o . 5 3 1

It is the Intent of the House and Senate F i n ance C ommit tees that 
the Department of H ealth and S oc ial Services t r a nsfer $358,200 to 
Contract I n s titut ions in the D i v i s i o n  of Me ntal H e a l t h  f r o m  general 
funds available in the Medicaid, General  R elief Medical, or Assista nce 
Payments appr opria tions n o t w i t h s t a n d i n g  p rior L e g i s l a t i v e  Intent 
against t r a n s f e r r i n g  such funds.

$53,200 of such funds are to be g r a nted to the A s s o c i a t i o n  of Retarded 
Citizens of Anc horage in lieu of pass age of Spon sor S u b s t i t u t e  for 
Senate Bill Mo. 606. $305,000 of such funds are to cover costs at
the Atasc adero  State Hospital, the Fairbanks R e h a b i l i t a t i o n  Center, 
and the A ssoc iation  of Reta r d e d  Citizens of Ancho rage in lieu of 
passage of Senate Bill Mo. 531.

Chairman
Senate F i n ance  CommitteeHouse Finance Committee



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

1/29/76 S E N A T E

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   S B  5 3 1 _____________

s u p p le m e n t a l  a p p r o p r i a t i o n  f o r  m e n t a l  h e a l t h  c o n t r a c t  i n s t i t u t i o n s
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  ___________________  A N D  T H A T

C S  F O R  ____________________  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 i 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 h a  i rm a  n



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

S E N A T E

**FINANCE**

1 / 1 9 / 7 6

M r .  P r e s i d e n t : Date 1 '  'Z X 'jf (p

HEALTH, E D U C A T I O N  AND 
T h e  C o m m i t t e e  o n  SOCIAL SERVICES h a s  h a d  SB 531

s u p p le m e n t a l  a p p r o p r i a t i o n  f o r  m e n t a l  h e a l t h  c o n t r a c t  i n s t i t u t i o n s
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 BE R E P L A C E D  W I T H  C S  F O R  ___________________  A N D  T H A T

C S  F O R D O  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

y i 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 ! 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 h a  i r m a n



1 / 1 9 / 7 6  
: H e a l t h ,  E d u c a t i o n

a n d  S o c i a l  S e r v i c e s  a n d  
F i n a n c e

BY THE RULES COMMITTEE BY 
REQUEST OF THE GOVERNORIN  THE SENATE

SENATE B IL L  NO . 5 3 1  

IN  THE LEG ISLA TU RE  OF THE STATE OF ALASKA 

N INTH  LEG ISLA TU RE  -  SECOND S E S S IO N  

A B IL L

F o r  a n  A c t  e n t i t l e d :  "A n  A c t  m a k in g  a  s u p p le m e n t a l  a p p r o p r i a t i o n  t o  t h e

D e p a r tm e n t  o f  H e a l t h  a n d  S o c i a l  S e r v i c e s  f o r  m e n t a l  

h e a l t h  c o n t r a c t  i n s t i t u t i o n s ;  a n d  p r o v i d i n g  f o r  a n  

e f f e c t i v e  d a t e . ”

BE  I T  ENACTED BY  THE LEG ISLA TU RE  OF THE STATE OF ALASKA :

* S e c t i o n  1 .  T h e  cum o f  $ 3 0 5 , 0 0 0  i s  a p p r o p r i a t e d  f r o m  t h e  g e n e r a l  f u n d  

t o  t h e  D e p a r tm e n t  o f  H e a l t h  a n d  S o c i a l  S e r v i c e s  f o r  m e n t a l  h e a l t h  c o n t r a c t  

i n s t i t u t i o n s .

* S e c .  2 .  T h i s  A c t  t a k e s  e f f e c t  im m e d i a t e ly  i n  a c c o r d a n c e  w i t h  AS 0 1 . -  

1 0 . 0 7 0 ( c ) .

COM M ITTEE COPY
SB  5 3 1

— —
■
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•  ~V

J A N  1 6 1975

T he H o n o r a b le  C h a n c y  C r o f t  P r e s i d e n t  o f  t h e  S e n a t e  A l a s k a  S t a t e  L e g i s l a t u r e  J u n e a u , A l a s k a  99811D e a r  Mr* P r e s i d e n t :I n  a c c o r d a n c e  w it h  AS 2 4 .3 0 .0 6 0 ( b )  a n d  t h e  U n ifo r m  R u le s  o f  t h e  A l a s k a  S t a t e  L e g i s l a t u r e ,  I  am t r a n s m i t t i n g  a  b i l l  m a k in g  a  s u p p le m e n t a l  a p p r o p r i a t i o n  t o  t h e  D e p a r t ­m en t o f  H e a l t h  and S o c i a l  S e r v i c e s  f o r  m e n t a l  h e a l t h  c o n t r a c t  i n s t i t u t i o n s .  T h is  am ount w i l l  f u l l y  fu n d  t h e  c o s t  o f  c a r e  f o r  p e r s o n s  i n  A t a s c a d e r o  S t a t e  H o s p i t a l  i n  C a l i f o r n i a  and i n  s t a t e  i n s t i t u t i o n s  f o r  c a r e  o f  t h e  m e n t a l ly  r e t a r d e d . S i n c e r e l y ,
J a y  S .  Hammond G o v e r n o r

it



024CHBSTAf e * of ALASKA
5 6  ^ 3 /

TO:* r FILE

FROM:

MiJvijaelOteiove, Budget Analyst 

Division of Budget and Management 

Department of Administration

DATE i

SUBJECT:

January 6, 1976

Department of Health and Social 

Services, FY 76 Supplemental Request 

of $305.0 for Contract Institutions

Mental Retardation Program $65.0

The legislature funded this BRU as requested at the Governor's original 

level. By legislative intent, they funded two programs not approved, 

but they did not add the funding stating that "the remaining funds (will 

be) allocated at the Dep a r t m e n t’s discretion". At the present time, 

there are no funds available within the Department. These facilities 

meet full cost of care and intent is expressed as: "The . . . two

identified programs are to be fully funded - at $20,000 (for Fairbanks 

Rehabilitation Program) and $45,000 (ARCA)".

Atascadero State Hospital $240.0

The number and severity of mentally disordered offenders has exceeded 

the budgeted amount in this BRU. The Division was budgeted for 9 

patients for 3 months. At the present time. 14 patients have been 

committed to this program and several more are expected before the end 

of this fiscal year. 75% of these cases have committee murder and 

require long periods of treatment.

The construction of the psychiatric security unit at API has been de­

layed because of the unavailability of certain supplies. Completion of 

the unit is now expected by April 1, 1976. This small unit will not be 

able to provide care for all the mentally disordered offenders referred 

by the courts.

MO/lw



.

S T A T E

of A L A S K A

TOi firancis S. L. Williamson 

Commissioner

Department of Health and Social Services

Thru: Catherine Lloyd

Deputy Commissioner 

M0M: Administrative Management

DATE

From: Jerry L. Schradej

Director 

Division of Men llth

November 26, 1975

s u b j e c t :  Supplemental Request:
Division of Mental Health

The Division of Mental Health is facing budgetary short-falls in three areas as a 

result of a) legislative intent without funding; b) continued care of several more 

mentally disordered offenders for a longer period of time than expected during 

FY 1976 budget preparations at Atascadero State Hospital; c) increase in inter­

agency charges at Harborview Memorial Hospital from the Department of Highways for 

heat and rent, effective July 1, 1975, without advance notice for budgetary prepara­

tion.

The Budget Request Units (BRU) and the amounts involved are summarized below:

A. Contract BRU

1. Mental Retardation P r o g r a m :

The Legislature funded this BRU as requested at the Governor's original level.

By legislative intent, they funded two programs not approved, but they did not 

add the funding stating that "the remaining funds (will be) allocated at the 

Department's discretion". At the present time, there are no funds available 

within the Department. These facilities meet full cost of care and intent is e x­

pressed as: "The . . . two identified programs are to be fully funded - at

$20,000 (for Fairbanks Rehabilitation Program) and $45,000 (ARCA)".

$65,000

2. Atascadero State Hospital
The number and severity of mentally disordered offenders has exceeded the 

budgeted amount in this BRU. The Division was budgeted for 9 patients for 3 

months. At the present time, 14 patients have been committed to this program 

and several more are expected before the end of this fiscal year. 75% of these 

cases have committed murder and require long periods of treatment.

The construction of the psychiatric security unit at API has bee n  delayed 
because of the unavailability of certain supplies. Completion of the unit is 

now expected by April 1, 1976. This small unit will not be able to provide 
care for all the mentally disordered offenders referred by the courts.

The referrals just for pre-trial psychiatric evaluation have increased from 

8/month to 12/month and must be given priority for the beds in this unit. The 

Division plans to provide long term treatment on this unit for approximately 

5 to 7 mentally disordered offenders. This will require a continuation of 

treatment services purchased at the Atascadero State Hospital in the foreseeable 

f u t u r e .

a



November 26, 1975"

Page 2

In addition to the large increase in clients in this program, the Atascadero 

State Hospital increased its charges 10% as of July 1, 1975. Based on our 

past experience with them, the Division expects another 10% increase in 

January 1976. The Atascadero cost allocation system is complex and these 

increases are reflected in a variety of specific charges. For example, the 

current room charge for patients on a regular ward was increased in July 

from $33.20 to $38.75. Similar increases have occurred in laboratory, physi­

cian, clinic, dental, radiology, and other services.

Assumptions and computations in determining Atascadero short-fall:

Budget authorization was for three months at $900/pt/mo. average for 9 patients, 

As of September 30, 1975 we had 14 patients at an average cost of 1,272.43 for 

that month for estimated total of $47,581.15.

W e  anticipate:

1. Due to delays in construction and equipping, we do not now 

expect the Security Unit at API to be available before April 1, 1976.

2. A  10% increase in cost of care effective January 1, 1976.

3. Continued patient census increase at Atascadero: November Add 1, 

December Add 2, January-April Add 1 each month.

4. Patient load should stabilize in February at 18. Patient returns 

will depend upon patient condition and when the security unit actually 

becomes physically operational, and our actual capacity to absorb the 

existing patients at Atascadero.

Budget Appropriation 

Existing Appropriation:

14 patients, end of September 1975 

Total expenditure

Existing shortage 9/30

October 1975 = at 14 patients

November 1975 = at 15 patients

December 1975 = at 17 patients

Sub Total 

Total estimated short-fall, 6 mo.

If 18 patients are hospitalized at Atascadero for the remaining 6 months, 

short-fall can be estimated at 10% increase per patient per month $1,399.67,

$24.,300

47,,521

23,,281

17,,919.,02

19,,086.,45

21,,631.,31

58.,536.,78

OO M ,818.

$151,164.36

Estimated total short-fall for Atascadero FY 76. 232,982.36

B . Harborview Memorial H o s pital

Interagency charges by Department of Highways for heat, steam and rent of space.

In July .1.975, wo were informed by the Department of Highways that the cost to 
Harborview for utilities and space rental in the boiler plant building was 

going to be iimno.diately increased. A review of their accounts indicated:



November 26 x 1975 

Page 3

Steam & Heat*

Space rental 

Total

Appropriated

Short-fall Payable to Dept, of Highways 

Total Supplemental Request:

$281,400

22,000
303,400

214,000

89,400

89,400

*(Using average consumption of 3,310,830 gals, of steam condensate return 

0 .085c per gal.)

JLS:CL:prv



S T A T E  O F A L A S K A
Dept, of A d m in istra tio n
Budget &  Management Div.

R E V I S E D  P R O G R A M  
C O S T  A N A L Y S I S  S U M M A R Y  
by B U D G E T  C O M P O N E N T

SUPPLEMENTAL

a g e n c y  H e a lth C A T E G O R Y 03
and S o c ia l  S e r v ic e s P RO G RA M 3?

D IV IS IO N S U B P R O G R A M 02
M ental H e a lth ELEM ENT

SUB -ELEM ENT

Health

Mental Health 

Contract Inst.

C O DE
.100
200
3 0 0
4 0 0
5 0 0
6 0 0
7 0 0
8 0 0

E X P E N D IT U R E  B Y  O B JECT
PE R S O N A L  S E R V IC E S
T R A V E L
C O N T R A C T U A L  S E R V IC E S
C O M M OD IT IE S
EQ U IPM EN T
LA N DS .  B U IL D IN G S .  N O N -S T R U C T U R A L  IM PRO V EM EN TS
G R A N T S ,  CLA IM S . S H A R E D  R E V E N U E
M ISC E L LA N E O U S

IN T E R  A G EN C Y  T R A N S F E R S  ( IN C L U D E D  A B O V E I

NEW  CODE T O T A L

F E D E R A L  R E C E IP T S
R E Q U IR ED  G E N E R A L  FUND-M ATCH ING . ,
O T H E R  G E N E R A L  FU N D

-.IN IfR A G EN CY-TBA N SFERS

O T H E R :

TO TA L

P E R M A N E N T  F U L L  T IME  PO S IT IO N S
PE RM A N EN T  PA RT -T IM E  PO S IT IO N S
T E M P O R A R Y  ( F U L L  T IM E  E Q U IV A L E N T S )

PRESEN T  A U TH O R IZ A T IO N

6.5

1409.2

R E V IS IO N  
IN C RE A SE .  (D E C R E A SE !

7 .0
298 .0

A M EN D ED
A U T H O R IZ A T IO N

13 :5  ~

1707.2

1415.7

1 4 1 5 .7

„i_ 305 .0

3 0 5. 0

j 1720_. 7

1415.7 3 05 .0

1720.7

1720.7

( C U R R E N T  F Y )  
*

\ F E D E R A L
REQ . G .F .  MATCH
O T H E R  G . F.
O T H ER  (S PEC IFY )

» , i — . i n , , , , ,  i  i i '■
02-1041 (Rovitad July, 1973)



HISTORY IN THE S E N A T E HISTORY IN THE H O U S E HISTORY IN THE SENATEA L A S K A  STATE LEGISLATURE

SECONDNINTH Received from HouseRead first time and referred 
to Committee on
Health, E d u c a t i o n  and 

Social Services and
Finance ,Reported back with 

recommendation that y&Zsis?.'
~T7> .̂2 •

Read first time and referred 
to Committee onLegislature Session

N 0 5 3 1SENATE . .H IL L
By THE- -RULES • COMMITTEE - I>Y.. 

REQUEST OF THE GOVERNOR Reported back with 
recommendation that

Read second time andRead second time and

!,An A c t m a k in g  a  s u p p le m e n t a l  
a p p r o p r i a t i o n  t o  t h e  D e p a r tm e n t  
D f H e a l t h  a n d  S o c i a l  S e r v i c e s  f o r  
n e n t a l  h e a l t h  c o n t r a c t  
i n s t i t u t i o n s ;  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 . "

Reported correctly enrolled

Sent to Governor

By GovernorPASS Effective Date
Yeas Yeas
Nays Nays
Absent Absent
Excused Excused

Reconsideration
PASS Effective Date

Yeas Yeas
Nays Nays
Absent Absent
Excused Excused
Reported correctly engrossed 
Signed by Speaker 
Returned to Senate

PASS Effective Date
Yeas Yeas
Nays Nays
Absent Absent
Excused Excused

Reconsideration
PASS Effective Date

Yeas Yens
Nays Nays
Absent Absent
Excused Excused
Reported correctly engrossed 
Signed by President 
Sent to House

irnor

supp. a p p r o p .  f o r  m e n t a l  h e a l t h  
o o n t  r a c  t -  1.n a t

Introduced in the Senate . 1 / 1 9  ■ • •> 19.TP.

•//a* tc
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finance Division
POUCH WF - S W E  CAPITOL

AUDIT DIVISION
POUCH iy —  AlASKA OFFICE BUILDING

BUDGET AND AUDIT COMMITTEE JUNEAU 99801

M E M O R A N D U M

TO: The Hon. B i l l  RayChai rmanSenate Finance Committee DATE: February 10, 1976
FROM: M i l t  Barker SUBJ: SB 531F i s c a l  A n a l y s t  L e g i s l a t i v e  Finance

As Ms. Debbie Staack pointed o u t ,  C o n tr ac t  I n s t i t u t i o n s  rec ei ve d $499,000 in Interagency Funds from M edica id ,  and t h e i r  General Fund a p p rop ria ti o n  was reduced by h a l f  o f  t h i s  amount. A rg u a bly ,  under Sec.  13 o f  the FY 76 General A p propriat ions  A c t ,  C o n tr a c t  I n s t i t u t i o n ' s  General Funds should have been reduced the f u l l  amount o f  the a d d it io n a l  Interagency R e c e i p t s .  However,RP 76-142 was approved which permits an in cre a se  o f  $249,500 in C o n trac t  I n s t i t u t i o n s '  t o t a l  a p p r o p r ia t io n .I f  the Committee now wishes the funds required under SB 531 to be t r a n s f e r r e d  from Me dicaid,  or several  other a r e a s ,  they are a v a i l a b l e  as in d ic a t e d  by the attac hed memo.
MBB/aefAttachment



/ JAY S. HAMMOND, GOVERNOR

O FF IC E  O F  T H E  COMMISSIONEk 1 P O U C H  H  O I  -  JUHEAU S S B II

January 30, 1976

Mr. Milt Barker

Financial Analyst

Division of Legislative Finance

Dear Mr. Barker:

Pursuant to a verbal request b y  the House Finance Committee during a meeting 

on January 22, we have prepared the enclosed summary of projected June 

30, 1976 balances for all B R U 1 a in the Department of H ealth and Social 

Services. Because of the time lag in the State's accounting system these 

projected balances have been necessarily based on cost data covering only 

three to five, months into the current fiscal year. Consequently certain 

factors which might occur during the remainder of the year could result 

in dramatic changes in the projected balances before the year is ended.

'..'here appropriate, we have made comments concerning factors which have 

been the basis for our projections at this point in time.

Please contact our Administrative Services Division if you have any ques­

tions concerning this matter.

Sincerely yours,



F Y’76 Projected Year-Bnd Balances
i

per December 31, 1975 Forecast

G FPsm'gct Request Unit Ar.nunt

Special education Grants — -

AMU Cursing Grant *—

Public Health Mursing (35. 9

Community Health (27.5)

Environmental Health (2.0)

Child 'j Family Health 36.9

llaboratcries 18.9

[Health Program Support 7.6

[Certification & Licensing 16.8

|Public Health Administration 28.8

Ivital Statistics 6.2

z z . f

f 7. ?

~i /

/ t •>• r /

|Alaska Psychiatric Institute (73.7)

[••arborvice Memorial Hospital (55.3)

ICor.tract Trestitutions (304.5)

Istate Operated M.il. Centers (15.3)

|tom-:r.ity Operated M.H. Centers 

M.H. Administration I- Support (30.8)

Remarks

Supplemental request for 25.0 submitted / ___

/ / ;  t :  - i  f.c t\ / 0  J  f  *f
Supplemental request for 13.5 submitted/

Balance to be totally offset by filling Medical Director & PUN-Super­

visor positions and resulting clinics

Filling of vacant positions will reduce projected balance to zero

Federal funds available only in this BRU

Filling of Director, Deputy Director and clerk position wi l l  utilize 

all projected lapses

c > > y "/
Supplemental Request for 39.4 submitted >J O  - --

Supplemental Request for 305.0 submitted ^  f

Supplemental Request for 23.3 submitted



-J 1

• • » .
*»

• •

Program Services (268.2) Supplemental request to be submitted

hlcantra 10.1
*•,
/ A -

rocial Services (184.6) plus (49.1) = (233.7)

KdniniSLr3tior. <■ Support 2.8 I t '

Htaff development (15.3)

271.S
*v V• • t • * I-eduction in Federal funding \ obably reduce balance to zero fj.

I’.d u 1 1 '.orf in**mcnt 14.3 / V* ;

[juvenile Cenfinement (62.5) Supplemental request for 42.6 submitted ( ! U  ^  ? • -

Probation 1  Parole (51.8)

A dr i n . c. Support 8.7
/

Medina id 1,023.4 - »  /'/ Case loads have not increased as much as anticipated (50% Federal funds) ^

General P.elicf Medical 1,581.9 i s ' * Represents efforts to control expenditures

As s i s t an ce P aynen t s 637 4 .
\

Case locids slightly below original estimates

III v i:: H i t  y ! >c L e rrdna t ion 27.3 1 ‘ ' i '

P v. b 1 i c A s s i s t an c e 3.8

Administration

P;;Pf--Av’.rin i. Support j (3.8)

'••■•'li irv Control/Collection

O rficc- on '■zinc 15.4
f f

; ruppert Zn*orccment
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A N A L Y S I S  O F  S E N A T E  B I L L  N O .  5 3 1

For an Act entitled: "An Act m aking a supplemental approp r i a t i o n
to the Depa rt m e n t  of Healt h and Social Service 
for mental  health contr act institutions; and 
p r o v i d i n g  for an effective date."

Section 1 is a new section w h i c h  provides for ap prop r i a t i o n  of 
$305,000 from the general fund to D epartmen t of Health and 
Social Services for mental health contract institutions.

Section 2 is a new section w hi ch provides for the A c t  to be e f f e c­
tive i m m e d i a t e l y .



POINTS OF V I E W  ON BASIS OF NEED 
F O R  S U P P L E M E N T A L  A P P R O P R I A T I O N

I. L e gislati ve Intent to Fund W o r k shops at Fairban ks R e h a b i l i­
tation P r o g r a m  and A R C A

J u s t i f i c a t i o n

The FY 76 Free C o n f e r e n c e  C o m m i t t e e  Repor t i n c l u d e d  a s t a t e­
men t  of legisl ative intent w h i c h  affected this Budget Request 
Unit.

The w o r k  activities programs of the F a i r banks Rehabi l i t a t i o n  
A s s o c i a t i o n  and A R C A  are to be fully funded from the appropri 
ation. A t  $20,000 and $45,000 respectively, w i t h  the r e m a i n­
ing funds allocate d at the Department's discretion.

The D e p a r t m e n t  views this as a r e q u i r e m e n t  to fund these p r o­
grams, a l t h o u g h  they were "not approved" for inclusio n in 
the Gover n o r ' s  b u d g e t  request. No ad ditional funds were i n­
cluded in order to implemen t the intent. T r a nsfer of funds 
from o ther b u d g e t  request  units to provide for these services 
is not p o s si ble this year as there are no available funds 
from the Department, per Budget and M a n a g e m e n t  memo of 
J a n u a r y  6, 1976.

Rebuttal

The followi ng is an anal ysis of the process by w h i c h  the 
FY 76 a p p r o p r i a t i o n  for the C o n t r a c t  Institutions Budget 
R e que st Unit was made.
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P r o g r a m

F r b k s . R e h a b­
ilitation Ass.

Hope Center 
R esidential

Hope I n d u s­
tries

A R C A

W o r k s h o p
P r o g r a m

A c t i v i t y
Center
Pr ogram

D e p t . 1s 
Re q u e s t

299,380

0

64,693

45,174

G o v . 's 
Budget

$ 299,380

0

64,693

0

L e g i s . 
Intent

NO
M E N T I O N

$20,000

NO
MENTION

45,000

Free
C o n f e r e n c e
C o m m i t t e e

N O

R E D U C T I O N

F R O M

G O V E R N O R 'S 

R E Q U E S T

T O T A L  F O R 
A L L  C O N T R A C­
TUA L  SERVICES 
(INCLUDING 
T H E  ABOVE)

$1,114,300 $1,049,100 $65,000 $1,049,100

R E M A I N D E R  F O R  
DEPAR T M E N T ' S  D I S C R E T I O N  - 

$984,000 or 93.8% OF TOTAL G OVERNOR'S REQUEST



The Legi s l a t u r e  only c h a n n e l e d  6.2% or $65,000 of the total 
a p p r o p r i a t i o n  t h r ough its intent. Legisl a t i v e  intent c l e a r­
ly stated that the $65,000 was e a r m a r k e d  for A R C A  and F a i r­
banks R e h a b i l i t a t i o n  A s s o c i a t i o n  and the "remaining funds 
a l l o cated  at the De par t m e n t ' s  discretion". The original 
b u d g e t  r e q u e s t  had included funds for A R C A  and the Fai rbanks 
R e h a b i l i t a t i o n  Association, and the intent appears to have 
been added to insure the channe l i n g  of funds to those a g e n­
cies. The l eg islative intent was m e r e l y  stating a r e a d j u s t­
ment of funding designations. Basing  a supplemental r e­
ques t  on the l egislativ e intent appears to r e q u ire addition al 
justification.

II. Fund ing S h o rtag e at A t a s c a d e r o  State Hospital for Mentally  
D i s o r d e r e d  Offenders

J u s t i f i c a t i o n

The D i v i s i o n  of Mental H e a l t h  was origi n a l l y  budg eted for 
9 patients for 3 m onths  of care for m e n tally d i s o r d e r e d  
offenders. The numbers and severity of these type of o f­
fenders require t r e a t m e n t  costs b eyond the FY 76 budgeted  
amount. C u r r e n t  p a t i e n t  loads of 14 far exceed the p r o­
jected 9 patients for the fiscal year.

The D e p a r t m e n t  antic i p a t e s  the p sychiatr ic security  unit 
at A PI to be open on April 1, 1976, because of a delay due 
to u n a v a i l a b i l i t y  of c e r t a i n  supplies. The un it will not 
be able to provid e care for all the m e n t a l l y  d i s o r d e r e d 
o f f e n d e r s  r e f erred  by the courts so care for some of them  
w i l l  be c o n t r a c t e d  to other facilities.

Rebuttal

A. A v a i l a b i l i t y  of Funds from API P s ychiatric S e c urity U nit

The c o n t r a c t  i n sti tutions b udg et request unit was funded 
at the level r e q u este d by the Agency. That r e q u e s t  included 
9 pers ons care for only 3 m on ths or FY 76 at Atascadero, in 
an t i c i p a t i o n  that the P s y c h i a t r i c  Security Unit at API
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w o u l d  be o p e n e d  for ID months of FY 76. The L e g i s l a t u r e  
s e e i n g  t h a t  the c o n s t r u c t i o n  p r o j e c t  for the P s y c h i a t r i c  
S e c u r i t y  U n i t  h a d  n ot gone to b i d  by M a y  15, 1975, r e­
du c e d  the a p p r o p r i a t i o n  to that unit. It was anticipated,  
as s t a t e d  in l e g i s l a t i v e  i nt ent t h a t  the u n i t  w o u l d  be 
o p e n  for o n l y  6 months, t h e r e f o r e  a r e d u c t i o n  in f u n d i n g  
for s t a f f  and o t h e r  n e c e s s i t i e s  s eemed in order. The 
l e g i s l a t i v e  i n t e n t  also stated that a s u p p l e m e n t a l  w o u l d  be 
c o n s i d e r e d  n e c e s s a r y  if "early c o m p l e t i o n  n e c e s s i t a t e s  
g r e a t e r  funding".

Therefore, the D e p a r t m e n t  r e c e i v e d  the f o l l o w i n g  funds for 
m e n t a l l y  d i s o r d e r e d  offenders:

Total
I n s t i t u t i o n  M o n t h s  of Ca re A p p r o p r i a t i o n

A t a s c a d e r o  3 m on ths $ 24,300

P s y c h i a t r i c  S e c u r i t y  U n i t  6 month s $218,200

Th e  L e g i s l a t u r e  a p p r o p r i a t e d  funds for 9 m o nths of care 
(3 m o n t h s  at A t a s c a d e r o  and 6 m o n t h s  at API P s y c h i a t r i c  
S e c u r i t y  Unit) . 3 a d d i t i o n a l  m o n t h s  of servi ce w e r e  r e­
qui r e d  for t h e s e  patients, but a ppear to be unfunded.

The P s y c h i a t r i c  S e c u r i t y  U n i t  is n o w  sche duled to be c o m­
ple t e d  b y  A p r i l  1, 1976, d ue to d elays c a u s e d  by c o n s t r u c­
tion problems. B a s i c a l l y  this u n i t  w i l l  be able to p r o v i d e  
m a x i m u m  of 3 m o n t h s  of service d u r i n g  FY 76, i n s t e a d  of the 
6 m o n t h s  as w a s  p r e v i o u s l y  anticipated. The D e p a r t m e n t  
m a k e s  no m e n t i o n  in i t s 'j u s t i f i c a t i o n  of the use of the 
e x t r a  funding. P r o j e c t e d  excess of fund at P s y c h i a t r i c  
S e c u r i t y  U n i t  d u e  to d e l a y e d  o p e n i n g  w o u l d  be a p p r o x i m a t e l y  
$1 0 3 , 7 0 0  for FY 76. (See Ch art A)


