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CENTRAL OFFICE COPY. STATE OF ALASKA . 115 1 PROVIDER REF, Smith
iV X DEPARTMENT OF HEALTH & SO€I8L SERVICES
1 OUTPATIENT HOSPITAL = PRACTITIONER « HOME HEALTH AGENCY INVOICE N
PATIENT INFORMATION PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER

The Alaska Clinic
NAME OF PATIENT

Billy Smith Hr Bosveld
PROVIDER 1D. NO. CATEGORY
ROB 389
CASE NO. RESOURCE PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
X 1 I ALC501

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS 853%“253}_5)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY

SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (FFAPPLICABLE) CBH?%HEIANG

SERVICES RENDERED

DATEOF PR, DESCRIPTION OF MEDICAL

190 RS
SIE  gE OR SURGICAL PROCEDURE PRIC.CODE ~ CHARGE STATE USE ONLY

» PLACE OF SERVICE COORDINATION OF OTHER BENEFITS TOTAL

0 QFSTHE MEDICARE PAID OTHER INS. TOTAL CHARGE
E NERN®TE
REBSHE

QL  OHR ONKF
N NPROHDE MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL

EF ERENEOCYE KU UNPAID
(H QR HFIRE BALANCE

PROVIDER CERTIFICATION

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

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE INDICATOR REVIEW

.



CENTRAL dFFICE COPY STATE OF ALASKA 15 PROVIDER REF. Penn ]
DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 . OUTPATIENT HOSPITAL  PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. 74731 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION

COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER

ONLY The Alaska Clinic
NAME OF PATIENT RACE
Elmore Penn Dr. DePalatis
DATE OF BIRH - —f s . ELIG. CODE PROVIDER 1D. NO. CATEGORY
FU SAD 4-17
CASE NO. PAYEE ID. NO. (IF DIFFERENT FROM ABOVE)
- - .5 -y ALC 501

NATURE OF ACCIDEN

T OR ILLNESS

DIAGNOSIS Q00E G
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES K K NO @O SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (IF APPLICABLE) CON SSIICII NG
11 SERVICES RENDERED
DATE OF  PIAE DESCRIPTION OF MEDICAL 199RS
OF ¢
FRIE  FiE OR SURGICAL PROCEDURE PRIC. COE ~ CHARGE STATE USE ONLY
5/4/72 DO MxMx&MEmxx/taxKia esc 85010 8.00 -
5/9/72 DO AHylase 82150 12.00
5/9/72 DO Chest 2 Views 71020 00 .00
) I ?59 09
6/5/77? DO Brief Exam Eval A/o Treatment 90050 12 -00
, /25 7 - if 0:
io /[-1DO0 Brief Exam Eval A/0 Treatment 12.8b
* PLACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL | fi
0 ICTRSTHE MEDICARE PAID OTHER INS. TOTAL CHARGE 68.00
R NRIETR
M PARISHME LESS
t NABETHSA >
. OHR BTN
EH NSIGHE MEDICARE QO-INS. MEDICARE DEDUCT TOTAL
EF HTENECRE FOUT UNPAID
1 UNBETHHAN M BALANCE
PROVIDER CERTIFICATION
REMARKS: f y /
"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 EXISTS”A__ n
RESUBMITTAL MEDICAL

INDICATOR REVIEW



CENTRAL OFFICE COPY . .
/V/

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES
- OUTPATIENT HOSPITAL = PRACTITIONER « HOME HEALTH AGENCY

115 1 PROVIDER REF,

INVOICE N

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY .
NAME OF PATIENT The Alaska Clinic
Elmore Penn Dr.~HPalatis
DATE OF BIRTH B.IG. CODE PROVIDER 1D. NO. CATEGORY
SAD kI?
RESOURCE PAYEE I1D. NO. (F DIFFERENT FROM ABOVE)
ALC 501
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Qo0 BT
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICES RENDERED
DATE OF F‘L@EE* DESCRIPTION OF MEDICAL 190 RS
SBIE e OR SURGICAL PROCEDURE PROC. CODE
2/15/72 V Pressure Oath Place Percutan
Appendectomy ~j-950
2/15/72 ADD Drain Pancreatitis
Brief Exam Eval A.0 Treatment
* PIACE OF SERVICE COORDINATION OF OTHER BENEFITS TOTAL
(0 DRSO MEDICARE PAID OTHER INS. TOTAL CHARGE
kK NHRHETKS
H PARSHME
™ NABTHERIN
0t OHREAIN
N NFSIGHIE MEDICARE QO-INS. MEDICARE DEDUCT TOTAL
BT RO /v UNPAID
H QUPENTMSTAE BALANCE

PROVIDER CERTIFICATION
REMARKS:

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

PROVIDER
SIGNATURE.

—RESUBMITTAL
INDICATOR

SERVICE PRE-AUTHORIZATION  REFERRING OR

CONSUL TING
NUMBER (F APPLICABLE) ONSUL TN

CHARGE STATE USE ONLY

MEDICAL
REVIEW



0TP?;
r

* CENTRAL OFFJCE COPY - STATE OF ALASKA 15 PROVIDER RFF. penn
DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 OUTPATIENT HOSPITAL = PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. 74733 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY .
NAME OF PATIENT RACE The AT.ska Clinic
Dr. Cates
Elmore Penn
DATE OF BIRTH ~ r—-y S -, PROVIDER 1D. NO. CATEGORY
75 -"K '™ A.p- VAC 419
CASE NO. / RESOURCE PAYEE 1D. NO. (F DIFFERENT FROM ABOVE)
1 ALC 501
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Qo0E G
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
, y Ao SECONDARY
HAVE ALL OTHER PAYMENT SOURCES®BEEN EXHAUSTED? YES *dK NO 1  SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: 7 NUVBER (FAPPLICEBLE)  CONSULTING
1 SERVICES RENDERED
DATE OF PG, DESCRIPTION OF MEDICAL 1969 RS
WIE @i OR SURGICAL PROCEDURE PRC. CcoDE  CHARGE STATE USE ONLY
- f.2 es.
2/15/72 DO ABD Comp Inc Decub-Erect 74020 32.00 a1V S
1
2/15/72 DO UA 81000  4.00
2/15/72 DO CBC 85010  8/00
2/15/72  D3) Sed Rate 85650  6.00 .
J*
2/15/72 SO Kmulase 82150 12.00
* PIACE OF SERVICE 12 COORDINATION OF OTHER BENEFITS TOTAL
D COSCHie MEDICARE PAID OTHER IS, TOTAL ciarce - 62.00
1 NERET?S
M RYBNSHME - LESS
| 4
0' OHR OGN MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
NURSING HOME
ET BEDE K UNPAID
H UPETHBI S o H BALANCE
PROVIDER CERTIFICATION
REMARKS:
—
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE, . C yc- fy
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
rovider y y RESUBMITTAI MEDICAL
IGNATURE C |y (. _DATE ' _ INDICATOR REVIL @

06-7014 -



CENTRAL OFFICE COPY STATE OF ALASKA 15 PROVIDER REF. | penn

DEPARTMENT OF HEALTH & SOCIAL SERVICES
06 .

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE Nno. 14734 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY o

NAME OF PATIENT RACE The Alaska Olinic

Elmore Penn Dr. Tovines

DATE OF BIRTH a /A SEX p- . EUG. CODE PROVIDER 1D. NO. CATEGORY

PJT 139
CASE NO. / PAYEE 1D.NO. (FDIFFERENT FROM ABOVE)
AIC 501
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS oD
LIST PRIMARY DIAGNOSIS FIRST y 7 sfJ L., omIn PRIMARY
A L N - AN
SECONDARY
/

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES %] NO O SERQGA%EPFgE—AgFﬂ-PLDIF%IZATION REFERRING OR
COMMENTS: / * CABLE) PHYSICIAN
n SERVICES RENDERED

DATE OF PLACE DESCRIPTION OF MEDICAL 1999 RS

F* CHARGE STATE USE ONLY

RIE e OR SURGICAL PROCEDURE PROC. CODE A

VR

2/19/72 - IH Kosp Vis W Brief Exam 90240 1200

272077::1H  Hosti Vis \l Brief Exam 90240 12.00 .

- Wp.<;8

*PUCE OF SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
0 aoosoree MEDICARE PAID OTHER INS. TOTAL CHARGE 24 .00
1 INDGNNI By
H PAURTSMOM LES
M NNBEHDAAE >
Q. OMRICMHN
N IO MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
O RARND<A« FAut UNPAID
M QBN AN . H BALANCE

PROVIDER CERTIFICATION
REMARKS:

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

AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH

PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, )
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF J-
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE

CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL

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

THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER '/? RESUBMITTAL MEDICAL
SIGNATURE INDICATOR REVIEW



CENTRAL OFFICE COPY STATE OF ALASKA

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY

) provider ref 2.908740-1

INVOICE N

PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT Dr. Robert W. Taylor
Topper, Charles
DATE OF BIRTH PROVIDER 1D. NO. CATEGORY
12/05/16
CASE NO. PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
m m
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS SOETH
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
ARTERIAL EMBOLISM AND THROMBOSIS
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICES RENDERED
DATE OF F%%E* DESCRIPTION OF MEDICAL 199 RS
SERVICE  qRce OR SURGICAL PROCEDURE PRCC. CODE
10/22/73 IH  SURGERY 32900
*PIAE OF TRAE COORDINATION OF OTHER BENEFITS TOTAL
D0 QOCKRSCAN MEDICARE PAID OTHER INS. TOTAL CHARGE
M RONSHME
H NIBLLRA
o OHRICHN
NI NEIGHOE MEDICARE Q0-INS.  MEDICARE DEDUCT TOTAL
UNPAID
H QR AN BALANCE
PROVIDER CERTIFICATION
REMARKS:
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS." TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER RESUBMITTAL
SIGNATURE INDICATOR

SERVICE PRE-AUTHORIZATION  REFERRING OR

CONSULTING
NUMBER (FAPPLICABLE) ONSUL TIN

CHARGE STATE USE ONLY

MEDICAL
REVIEW



CENTRAL OFFICE COPY STATE OF ALASKA PROVIDER REF. 2-730290-1

DEPARTMENT OF HEALTH & SOCIAL SERVICES
OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE

PATIENT INFORMATION STATE PROVIDER INFORMAT ION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT Dr. Joseph K. Johnson
Pyers, Alice C.
DATE OF BIRH PROVIDER 1D. NO. CATEGORY
03/01/34
PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Qo0e &Y
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
ACUTE AND SUBACUTE NECROSIS OF LIVER 570
FRACTURE OF VAULT OF SKULL 800
f-" DNDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES 1 SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (F APPLICABLE) c%g%me
SERVICES RENDERED
DATE OP PLACE DESCRIPTION OF MEDICAL 199 RS
SRIE e OR SURGICAL PROCEDURE PROC.Co0E  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 SRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 DOCTRSOHE MEDICARE PAID OTHER INS. TOTAL CHARGE  164.00 /J178&
1 NGNS . .
H RYBHME vi Leres LESS T e
H NYBTHFRIN ' T
o OHR DTN
Nt RGOE MEDICARE CO INS.  MEDICARE DEDUCT TOTAL
EF ROUDOTE ZHP UNPAID
H URYBTHHN b BALANCE

PROVIDER CERTIFICATION
REMARKS:

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

PROVIDER
SIGNATURE. DATE. DI v

06-7014



CENTRAi/0FFfcE copy ; * % STATE OF ALASKA 115 | provider ref. 9 _ggg058-2

(X/ ~1 DEPARTMENT OF HEALTH & SOCIAL SERVICES
V Q "OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE N
0 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
72-262-41-461 ONLY
NAME OF PATIENT Dr. Charles W. Townsend
Thomas. Lottie
DATE OF BIRTH PROVIDER 1D. NO. CATEGORY
04/16/26
CASE NO. RESOURCE PAYEE 1D. NO. (IFDIFFERENT FROM ABOVE)
- A
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSI Q0e @
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SERVICE PRE-AUTHORIZATION ~ REFERRING OR
COMMENTS; NUMBER (IF APPLICABLE) CCP)INI%ILCEIANG

SERVICES RENDERED

DATEOF  PIAE, DESCRIPTION OF MEDICAL
WIE e OR SURGICAL PROCEDURE CHARGE STATE USE ONLY
09/25/72 DO T-3 OR T-4 UPTAKE 83440
w9/ %/7.2 ..DO SGOT. COLORIMETRIC OR FLUO 84455
09/25/72 DO CHEST 71010
POTASSIUM. BLOOD 84140
09125/12 DO SGPT, COLORIMETRIC OR FLUO 84465
ABDOMEN. SINGLE VIEW-KUB 74000
09/28/72 DO BRIEF ET-EST 90040
BG 93000
09/28/72 DO CYTOPATH, SMEARS, GENITAL 88100
09/28/721 DQ UPPER GASTROINTESTINAL TR 74240
*FLACE CF SRAE [ COORDINATION OF OTHER BENEFITS TOTAL
no  COKFS(IKE MEDICARE PAID OTHER INS. TOTAL CHARGE
E NERETIB
RYRIS\OM
o OMRLOTIN
N1 ENGOE MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
HE EXENIDGYE ROt UNPAID
H QRIBNTFA BALANCE

PROVIDER CERTIFICATION
REMARKS;

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

PROVIDER RESUBMITTAL MEDICAL
SIGNATURE INDICATOR REVIEW



STATE OF ATASKA

PROVIDER REF. 2-805983-3

DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE

. 900A

10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
72-334-41-934 ONLY )
NAME OF PATIENT RACE Dr. Nicholas F. Deely
Sheakley, Baby Boy
DATE OF BIRTH —  SEX - ELIG. CODE-. PROVIDER 1D. NO. CATEGORY
11/18/72 M B: 1 ftCd NED 312
RESOURCE PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
cqO0lJo,
FMS 881
NATURE OF ACCIDENT OR ILLNESS
PROVIDER CERTIFICATION
REMARKS:
"THIS 1S 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. | 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. r m gal
PROVIDER 1 RESUBMITTAL MEDICAL
SIGNATURE. DATE INDICATOR REVIEW

WUy @



CENTRAL OFFICE COPY STATE OF ALASKA PROVIDER REF. 2-668637-1
DEPARTMENT OF HEALTH & SOCIAL SERVICES

OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE m

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

NAME OF PATIENT v Dr. Edwin Lindig
01Brian, Geraldine L. -~

DATE OF BIRTH - PROVIDER 1D. NO. CATEGORY
12/12/43 _

RESOURCE PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)

FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS Qo0 BT
LIST PRIMARY DIAGNOSIS FIRST PRINMARY
CHRONIC SINUSITIS
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES O3 NO ) SERVICE PREAJHRIZETION RECERRING OR
COMMENTS: NUVBER (FAPLICBE)  COISULTIN

SERVICES RENDERED

DATEOF  PIAE DESCRIPTION OF MEDICAL 1999 RS
SIE  aRic OR SURGICAL PROCEDURE PRC. C0DE  CHARGE STATE USE ONLY
01/26/73 E R INTER EF-T-EST 90560
*ALAE CF SRAE COORDINATION OF OTHER BENEFITS TOTAL
0 DR MEDICARE PAID OTHER INS. TOTAL CHARGE 30.00
1 NERETLB
H RYBSHE
H NYBTHRIA
o OHRLOYIN
d e MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
FF EXBIDORE ALY UNPAID
H QRVRTHRIM BALANCE

PROVIDER CERTIFICATION
REMARKS:

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

AND IS IN COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 WHICH

PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, rso
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF

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

CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL

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

THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.



central OFFICE copy STATE OF ALASKA,

115 | provider ref. 2-603060-1

Tw | DEPARTMENT OF HEALTH & SOCIAL SERVICES
" OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE N
PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OP PROVIDER
ONLY
NAME OF PATIENT Dr. George B. Murphy
Mead. Emma |
PROVIDER 1D. NO. CATEGORY
RESOURCE PAYEE 1D. NO. (FFDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ITLLNESS
DIAGNOSIS R D)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
VARICOSE VEINS OF LOWER EXTREMITIES
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

SERVICE PRE-AUTHORIZATION  REFERRING OR

IN
COMMVENTS, NUMBER (FF APPLICABLE) CONSULTING
SERVICES RENDERED
DaTE oF  PALE, DESCRIPTION OF MEDICAL 199 RS
SERVICE SH\QF/ICE OR SURGICAL PROCEDURE PROC. CE ~ CHARGE STATE USE ONLY
YALT SURGERY 37121
*PIE OF FRAE COORDINATION OF OTHER BENEFITS TOTAL
00 DOCTORSCNEF MEDICARE PAID OTHER IS, TOTAL CHARGE
1 NOFEOH IS
H RIBE\OS
h  ipstientoepitai
QL OHRIOTIN
N e MEDICARE CO-INS.  MEDICARE DEDUC TOTAL
P RENBOOE EOUr UNPAID
H QPRI A BALANCE
PROVIDER CERTIFICATION
REMARKS:
“THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND L- TJL -
AND IS IN COMPLIANCE WITH TITLE M OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR, fen
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE '
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL 3 3 4
FACT, MAY BE PROSECUTED UNDEP. APPLICABLE FEDERAL OR STATE LAWS" TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER RESUBMITTAL IVEDICAL
SIGNATURE. INDICATOR REVIEW



CENTRAL OFFICE COPY ALASKA | 15 | PROVIDER R 2-777570-1

I “1 NIBH ® P ™ ENT OF HEALTH & SOCIAL SERVICES
1 OUTPATIENT 1 1SBIAL~ PRACTITIONER ¢ HOME HEALTH AGENCY INVOICE N
0 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMSER USE NAME OF PROVIDER
72-301-41-923 only
NAME OF PATIENT RACE Dr. Charles W. Townsend
mkK
Rynearson, Bert
DATE OF BIRH PROVIDER 1D. NO. CATEGORY
11/11/17
NQ RESOU*v.t * PAYEE 1D. NO. (FF DIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Q00E G
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
BOIL AND CARBUNCLE
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? SFRVICE PRE-AUTHORIZATION  REFERRING OR
NSULTING
COMVENTS, NUMBER (F APPLICABLE) cgl_h?gllu I
SERVICES RENDERED
DATE OF " DESCRIPTION OF MEDICAL 199 RS
FVIE e OR SURGICAL PROCEDURE FRXC. C0DE ~ CHARGE STATE USE ONLY
10/30/72 PT-WHIRLPOOL 97004
1QIMDZ SUPPLIES AND MATERIAL 99070
*ALAF OF SRAE COORDINATION OF OTHER BENEFITS TOTAL
0 DIDIOISGHE MEDICARE PAID OTHER INS. TOTAL CHARGE
L INHOM id
H ERSOr
NARFHEN
o OHPLONIN
\RNGHOE MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
fF FRBADCYE AT UNPAID
H ORTETHHRN BALANCE

PROVIDER CERTIFICATION
REMARKS:

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

AND IS IN COMPLIANCE WITH TITLE M OF THE CIMIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION CR DISCRIMINATION ON THE GROUND OF RACE, COLCR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYIVENT AND SATISFACTION OF
THS CLAM 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.

PROVIDRR RESUBMITTAL
SIGNATURE INDICATOR

2
=



CENTRAL OFFICE COPY
w | T o~
M Q o

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

PATIENT INFORMATION

STATE
COUPON OR AUTHORIZATION NUMBER

USE
NAME OF PATIENT

15 PROVIDRR RH, 2_925599-1

OUTPATIENT HOSPITAL « PRACTITIONER » HOME HEALTH AGENCY INVOICE N

PROVIDER INFORMATION

NAME OF PROVIDER

Wagar. Robert J
DATE OF BIRTH PROVIDER 1D. NO.
11/22/13
PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Qe BT
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
DISEASES OF ESOPHAGUS, STOMACH AND DUODENUM
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMVENTS:
SERVICES RENDERED
DATE OF Hgﬁﬁ* DESCRIPTION OF MEDICAL 1969 RS
HIE e OR SURGICAL PROCEDURE PRCC. CODE
09/14/72 LIMITED EET-EST 90050
*AATF OF TRAE COORDINATION OF OTHER BENEFITS TOTAL
00 DOCTURBHA MEDICARE PAID OTHER IS, TOTAL CHARGE
M PNHRISHOE
H NI
o CHRLOMIN
N NEIGIOE MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
EF EBRDIOOYE EIF UNPAID
H QJRTBTHRIRL BALANCE
PROVIDER CERTIFICATION
REMARKS;
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE M OF THE CIVIL RIGHTS ACT OF 1964 WHCH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS" TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER RESUBMITTAL
SIGNATURE INDICATOR

SERVICE PRE-AUTHORIZATION  REFERRING OR

NUMBER (FF APPLICABLE) CON SIL(EFII NG

CHARGE STATE USE ONLY



<lentralofficecopy , <«  <«STATE OF ALASKA 15 | provider ref. | 5_ggp05s
H DEPARTMENT OF HEALTH & SOCIAL SERVICES
yQ © OUTPATIENT HOSPITAL = PRACTITIONER = HOME HEALTH AGENCY INVOICE NO
PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
72-262-41-461 ONLY
NAME OF PATIENT Dr. Charles W. Townsend
Thomas, Lottie
DATE OF BIRTH PROVIDER 1D. NO. CATEGORY
04/16/26
CASE NO. RESOURCE PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ITLLNESS
DIAGNOSIS Qo0e &)
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
MALIGNANT HYPERTENSION 400
INFLUENZA, UNQUALIFIED 470
ACUTE ARTHRITIS DUE TO PYOGENIC ORGANISMS 710
DISEASES OF ESOPHAGUS 530
SECONDARY
CONGENITAL DISORDERS OF AMINO-ACID METABOLISM 270

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMMENTS:
SERVICES RENDERED
DAEOF P, DESCRIPTION OF MEDICAL 199 RS
SEVIE  gaE OR SURGICAL PROCEDURE PROC. CODE
09/25/72 DO CREATININE, BLOOD 82565
QI"Ja aft LATEX, FIX, RHEUMATQIC.FACT. 86T6Q
09/25/72 DO BLOOD COUNT, COMPLETE 85010
<>ilzLj2 mi T-3 OR T-4 UPTAKE 0: -t
09/25/72 DO SEDIMENTATION RATE 85650
miwz m. .LDH 83615;
09/25/72 DO UREA NITROGEN, BLOOD 84520
Q3J2im IHQ BRIEF ET-EST 9DMQ.
09/25/72 DO URINALYSIS, ROUTINE, COMPLE 81000
izBUi. URIC ACID. BLOODr CHEMICAL . 84550
*AAE OF SRAE COORDINATION OF OTHER BENEFITS TOTAL
0 uocir. MEDICARE PAID OTHER INS. TOTAL CHARGE
H  INHOoM A
H RYBISHOE
O OHLODATION
K
N CRIGOE MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
UNPAID
H URYBTHSIA BALANCE
PROVIDER CERTIFICATION
REMARKS:
"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COVPLETE,
AND IS IN COMPLIANCE WITH TITLE M OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL ORIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THS CLAM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUNMENTS OR CONCEALMENT OF A MATERIAL
FACT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS"  TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.
PROVIDER RESUBMITTAL
SIGNATURE. INDICATOR

SERVICE PRE-AUTHORIZATION  REFERRING OR

CONSULTING
NUMBER (F APPLICABLE) OVSULTIN
CHARGE STATE USE ONLY

IVEDICAL



CENTRAL OFFICE COPY STATE OF'ALASKA

115 | PROUDERREF. | 2-183125

i< " DEPARTMENT OF HEALTH & SOCIAL SERVICES oo71

, 0 OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. §DI I
TOI PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon or authorization number USE name of provider
ONLY

name of patient race Dr. Raymond D. Evans
Corey. Richard A.
DATE OF BIRTH PROVIDER 1D, NO. W
05/04/52
CASE NO. RESOURCE PAYEE 1D.NO. (FDIFFERENT FROM ABOVE)

FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS
LIST PRIMARY DIAGNOSIS FIRST

GASTRITIS AND DUODENITIS

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMVENTS:
SERVICES RENDERED
DATE OF F’L@FCE* DESCRIPTION OF MEDICAL 199 RS
HIE e OR SURGICAL PROCEDURE PROC. CODE
03/01/73 BRIEF ET-EST 90040
*ALAE OF SRAE COORDINATION OF OTHER BENEFITS TOTAL
00 QOKSCHE MEDICARE PAID OTHER INS. TOTAL CHARGE
1 INRONLS
H  PUNSHME
NALEHEA
o OHPLODYION
S CIOE MEDICARE QO-INS,  MEDICARE DEDUCT TOTAL
BT BIRID0YE Y UNPAID
H QURYETHEITL

BALANCE

PROVIDER CERTIFICATION

REMARKS:

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

PROVIDER

RESUBMITTAL
SIGNATURE INDICATOR

DIAGNOSIS
CODE (PT.)

PRIMARY

SECONDARY

SERVICE PRE-AUTHORIZATION  REFERRING OR

NUMBER (FAPPLICABLE) C%SL.JHIANG

CHARGE STATE USE ONLY

K?

06-4 ft



CENTRAL OFFICE COPY STATE OF'ALASKA 15 PROVIDER REF. 2-676145
DEPARTMENT OF HEALTH & SOCIAL SERVICES

06 OUTPATIINT HOSPITAL » PRACTITIONER « HOME HEALTH AGENCY INVOICE NO . 96683 A
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon or authorization number USE NAME OF PROVIDER
72-336-41-984 ONLY
NAME OF PATIENT RACE Dr. Raymond D. Evans
Olson, Janet R.
DATE OF BIRTH ——1 SEX -—- PROVIDER 1D. NO. CATEGORY
02/05/51 ME 1 F XX TrPfA RDE 319
CASE NO. RESOURCE PAYEE 1D. NO. (FDIFFERENT FROM ABOVE)
FMS 881

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSIS Qe G
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
OTHER DISEASES OF LIVER 573
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES O NO O SERVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (I APPLICABLE) CON SéJI CT||NG
1 SERVICES RENDERED
DATEOF  PIAE DESCRIPTION OF MEDICAL 199 RS
SRIE g OR SURGICAL PROCEDURE FROC. COOE ~ CHARGE STATE USE ONLY
11/21/72 DO  BILIRUBIN, BLOOD, TOTAL 82250 10.30
11/21/72 DO  SGOT, COLORIMETRIC OR FLUO 84455 8.60
11/21/72 DO  BRIEF ER-EST 90040 12.00
Ym >
* . .O
1
*PIAE OF FTRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 DCTRSOAE MEDICARE PAID OTHER INS. TOTAL CHARGE 30.90
1 ICFFONI 78
H RYBIIOE LES
@ OFRLOAIN MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
RE EXRIDOTE FUITY UNPAID 1
H OUNETHEHAN ‘ M BALANCE N ol

PROVIDER CERTIFICATION
REMARKS:

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

PROVIDER RESUBMITTAL
SIGNATURE. DATE. INDICATOR



CENTRAL OFFICE COPY
ps/

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

PATIENT INFORMATION

OUTPAJIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE

Q J] PRODRRER. | 5 _623090-3

NO

STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
ONLY
NAME OF PATIENT Dr. James H. Jordon
Mitchell. Nicholas
DATE OF BIRTH . BIG. CODE PROVIDER 1D. NO. CATEGCRY
0-10-N | VBVA
PAYEE 1D.NO. (IFDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS Qe
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
OTHER AND UNSPECIFIED LACERATION OF HEAD
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMVENTS;
SERVICES RENDERED
DATE OF PL@F* DESCRIPTION OF MEDICAL 199 RS
SHVICE  qRce OR SURGICAL PROCEDURE PROC. CODE
AZZZJIZIA SURGERY 12120
*AAE OF SRAE COORDINATION OF OTHER BENEFITS TOTAL
00 DTS aic: MEDICARE PAID OTHER INS. TOTAL CHARGE
H RESHE
H NABETHHIH
a OHRLOOAION
N SNGHOE MEDICARE QO-INS.  MEDICARE DEDUCT TOTAL
EE EQRIDOE EOUY UNPAID
H QPYBTHEHN BALANCE

PROVIDER CERTIFICATION
REMARKS:

“THS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COMPLETE,
AND IS IN COMPLIANCE WITH TITLE M OF THE CIVIL RIGHTS ACT OF 1964 WHICH
PRECLUDES EXCLUSION CR DISCRIMINATION ON THE GROUND OF RACE, COLCR,
OR NATIONAL CRIGIN. | UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THS 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.

awwis =

PROVIDER

RESUBMITTAL
SIGNATURE INDICATOR

SERVICE PRE-AUTHORIZATION ~ REFERRING OR

CONSULTING
NUMBER (FAPPLICABLE) ONUL N
CHARGE STATE USE ONLY

B35
2



CENTRAL OFFICE COPY STATE OF'ALASKA 15 | PROVIDER REF. | 2-995250-1
fw DEPARTMENT OF HEALTH & SOCIAL SERVICES DCCTflIC
1J ' OUTPATIENT HOSPITAL « PRACTITIONER « HOME HEALTH AGENCY INVOICE NO. dOO0OOUI

PATIENT INFORMATION
COUPON OR AUTHORIZATION NUMBER

PROVIDER INFORMATION

NAME OF PROVIDER

NAME Dr. Charles W. Townsend
111
Zdanovec, Richard G
DATE OF BIRTH B.IG. CODE PROVIDER 1D. NO. CATEGORY
CASE NO. RESOURCE PAYEE 1D. NO. (IF DIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS S
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
BUNION
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMVENTS:
SERVICES RENDERED
DATE OF Hﬁi_f, DESCRIPTION OF MEDICAL 1999 RS
SEVIE i OR SURGICAL PROCEDURE PROC. CODE
SURGERY 27332
Q2/2412?— Jv, DISCOUNT
*FLAE OF SRAE COORDINATION OF OTHER BENEFITS TOTAL
00 DCTRSGHE MEDICARE PAID OTHER I\S. TOTAL CHARGE
1 NERRTTS
M RYRISHMVE
H NYETHSIAN
Gt OHR IGONIN
NI \NGIOE MEDICARE CO-INS.  MEDICARE DEDUCT TOTAL
Bl BEEDCE KK UNPAID
H QUPYBNHEHIN BALANCE

PROVIDER
REMARKS,

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COVPLETE,
AND IS IN COVPLIANCE WTH TITLE M OF THE CIVIL RIGHTS ACT CF 1964 WHICH
PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLOR,
OR NATIONAL CRIGIN. | UNDERSTAND THAT PAYMVENT AND SATISFACTION CF
THS 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 CR STATE LAWS."  TO
THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE

CERTIFICATION

RESUBMITTAL
INDICATOR

SERVICE PRE-AUTHORIZATION
NUMBER (FAPPLICABLE)

CHARGE STATE USE ONLY




STATE OF ALASKA
DERARTMENT OF HEALTH & SOCIALSSERVICES

CENTRAL OFFICE COPY

OUTPATIENT HOSPITAL » PRACTITIONER « HOME HEALTH AGENCY INVOICE

10 PATIENT INFORMATION

PROVIDER REF- 2-995250-1

96697 A

STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER
MO 1JtJtSkXxd ONLY S
NAMEOF patient RACE Dr. Edwin Lindig
Zdanovec, Richard G.
DATE OF BIRTH B S ELIG. CODE PROVIDER 1D. NO. CATEGORY
M X FIL - ELM 831
CASE NO. RESOURCE PAYEE 1D.NO. (F DIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSIS %DAEN%&'T%
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
BUNION 730
SPRAINS AND STRAINS OF SHOULDER AND UPPER ARM 840
SECONDARY

HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED?

COMVENTS:
SERVICES RENDERED
DATE OF N DESCRIPTION OF MEDICAL 199 RS
SEVIE e OR SURGICAL PROCEDURE PROC. CODE
02/21/72 93000
02/21/72 DISCOUNT 01005
02/21/72 DISCOUNT 01005
02/21/72 SURGERY 27332
02/21/72 CHEST, 2 VIEWS 71020
*PUECFIRAE 12 COORDINATION OF OTHER BENEFITS TOTAL
00 CCTRSHIE MEDICARE PAID OTHER INS. TOTAL CHARGE
IDPFRON IS
RYRSHOE
NI I
OHPENIN
ke MEDICARE CO INS.  MEDICARE DEDUCT TOTAL
CH QJPATHA KT BALANCE

PROVIDER
REMARKS:

"THIS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COVPLETE,
AND IS IN COMPLIANCE WITH TITLE M OF THE CIML RIGHTS ACT OF 1964 WHCH
PRECLUDES EXCLUSION CR DISCRIMINATION ON THE GROUND OF RACE, COLCR,
OR NATIONAL ORIGIN. I UNDERSTAND THAT PAYMENT AND SATISFACTION OF
THS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE
CLAIMS, STATEMENTS OR DOCUNMENTS OR CONCEALMENT COF 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 //<7f- T<t.

CERTIFICATION

RESUBMITTAL
INDICATOR

SERVICE PRE-AUTHORIZATION ~ REFERRING OR
NUMBER (FAPPLICABLE) CO SéJHING

CHARGE STATE USE ONLY
en

30.00



CENTRAL OFFICE COPY PROVIDER REF.  2-995250-1
; DEPARTMENT OF HEALTH & SOCIAL SERVICES
O 6 ’ OUTPATIENT HOSPITAL  PRACTITIONER ¢« HOME HEALTH AGENCY INVOICE 96711 A
10| PATIENT INFORMATION PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER NAME OF PROVIDER
X2its cdtb&fad. ONLY i o
NAME OF PATIENT RACE Dr. Edwin Lindig
Zdanovec, Richard G.
DATE OF BIRTH — X}, EL1G.CODE PROVIDER 1D. NO. CATEGORY
M X FL J ELM 831
CA.V NO. RESOURCE PAYEE 1D. NO. (IFDIFFERENT FROM ABOVE)
FMS 881
NATURE OF ACCIDENT OR ILLNESS
DIAGNOS 1S st
LIST PRIMARY DIAGNOSIS FIRST PRIMARY
SPRAINS AND STRAINS OF SHOULDER AND UPPER ARM 840
SECONDARY
HAVE ALL OTHER PAYMENT SOURCES BEEN EXHAUSTED? YES O NO O SFRVICE PRE-AUTHORIZATION  REFERRING OR
COMMENTS: NUMBER (IF APPLICABLE) CON SéJILC'IiING
n SERVICES RENDERED
DATE OF n DESCRIPTION OF MEDICAL 199 RS
SVIE  quaE OR SURGICAL PROCEDURE PROC. CODE ~ CHARGE STATE USE ONLY
03/02/72 DO PT-EXCERCISE & WHIRLPOOL 97050 13.00 ToOTwWw -
03/02/72 DO  BRIEF ET-EST 99040
03/02/72 DO  DISCOUNT 01005 75-
03/02/7# . DO ACE BANDAGES 99071 2.00
03/03/72 DO  DISCOUNT 01005 65-
03/03/72 DO  PT-EXCERCISE & WHIRLPOOL 97050 13.00 - &
*UAEFTIE 12, COORDINATION OF OTHER BENEFITS TOTAL
0 DCRSHIE MEDICARE PAID OTHER INS. TOTAL CHARGE 26.60
1 NFONTS
H RIRBHE LES
H MNNINHH >
o OHRICAIN
N \EIGIOE MEDICARE CO INS.  MEDICARE DEDUCT TOTAL
Bl EBRIDOTE FAUIT UNPAID
(H QRN HETAL N BALANCE

STATE OF ALASKA

PROVIDER

CERTIFICATION

REMARKS:

“THS IS TO CERTIFY THAT THE FOREGOING IS TRUE, ACCURATE, AND COVPLETE,
AND IS IN COMPLIANCE WTH TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 \WWHICH

PRECLUDES EXCLUSION OR DISCRIMINATION ON THE GROUND OF RACE, COLCR,
| UNDERSTAND THAT PAYMENT AND SATISFACTION OF

OR NATIONAL ORIGIN.

THS CLAM WILL BE FROM FEDFRAL 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."

THE BEST OF MY KNOWLEDGE NO OTHER RESOURCE EXISTS.

PROVIDER
SIGNATURE.

.DATE n -t- 7V

33"73Sre6-3£>0
TO
mm
RESUBMITTAL MEDICAL 7>
INDICATOR REVIEW

o4 9-



STATEMENT

HOME HEALTH CARE SERVICES
5700 1st Avenue South e Seattle, Wn. 98108 Phone:762-2156 DATE July 25 . 1975

John p. Friede

NAME Dept,, of Health & Social Services
Division of Family and Children
ADDRESS McKay Bldg.

TOTAI. AMOUNT DUE 129.25
Anchorage, Alaska

ADDRESS CHANGE REQUESTED PLEASE ENCLOSE STUB WITH REMITTANCE.

DATE OF EOUIPVENT RENTED amounT  AMOUNTPAID o)) ance
SERVICE Q BILLED  BY DUE
Rental of Puritan Mask and regulator (& monthsy) 56 25 256.25
6/22/72 PAYMENT RECEIVED 0°JACCOI>u SXA"i"E OF ALASKA 127.00 129 .25

PLEASE REMIT LAST AMOUNT SHOWN INTHIS COLUMN

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.
THANK YOU.

HOME HEALTH CARE SERVICE
5700 FIRST AVENUE SOUTH
SEATTLE, WASHINGTON 98108



= name AIFilISK7ETTE, Alfred ~ NO
aopress C/0 Mr. Joe Cornell SPOUSE 1
'..Route 1, Box 866
C{I"Y <City ' FAMILY. 2
3
4
5.
PHONE NO. 6 i
NOTES DATE REFERENCE CHARGES CREDITS BALANCE PreV'B?ﬁkB%lancc
BALANCE FORWARDED T [
‘ wo )
MU SITPSER ET1- - il
LPPYHY iz %% 1D.CO . B0 e
Ar 300 PAID VCTI* * 11300 ©
sr 1'iSPSEfi ‘Evi m WY "|'i« Eiﬁ(;-
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uuTc;:.'YAM A”EDICAL CLINIC CREDIT BUREAU
/ 2612 TOMGASS
M*to KETCHIKAN, ALASKA 99901
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1 ~7~ -



TO: i i FROM:
Fiscal Services
"Dept of Health & Social Services
Div. of Correction
Pouch H
Juneau, Alaska 99801

CREDITBLREAL OF KIVTHIAN, IC.
320BAWC K" #3ir « KETOHIKAN. ALASKA 99001

/
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



rdE 3fod no ar4white 1 _ rr

GO S Sopure TRy cles M Provider Ref]
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner-Home Health Agency Invoice »~ « I11lbyo,
10 PATIENT INFORMATION PROVIDER INFORMATION
et ide:?
Coupon or Authorisation number Ih“IEﬁﬁ“"l Name of Provide:~
Crippled Children®s Services Susan Clark
Name of Patient i i
N Visual Therapist
Lombard, Patrick
Date of Birth Sex Provider 1D No. ijSheglia
- 0S8/ 22 [/ 7 M-I fcz] sue 242 K
_____ Resiclire::—= Payee ID No. Xif different from above)
TC 964
NATURE ©F ACCIDENT ®©& ILLNESS
Diagnosis Cods
DIAGNOSES
~(opt.)
List Primary Diagnosis First Primary
Blindness 379
Secondary

Service Preauthorization Referring cr Con—
Have all other payment sources been exhausted? 1x 1 Yes 1 1No No. (if applicable) sulting Physician

Comments:
01338 Dr Mamvillex
SERVICES RENDERED

Place of  Description of Medical 1969 RVS

Service* or Surgical Procedure Proc. Code
06/28/73 Visual Therapy 9206 5
07/05/73 Visual Therapy msm

Visual Therapy 92.0QA1 S

07/19/73 Visual Therapy 9206 5 o=
07/26/73 Visual Therapy 92065
*Place of Service Coordination of Other Benefits Total
DO Doctor®s Office Other Paid Total Charge

Independent Lab
Patient’s Home

E‘-_I &tﬁat'iotc aHosaltal
NH

Nui ing Home M/Care Coin Total
Extended Care Fac. Unpaid |
OH Outpatient Hosp. Balance

PROVIDES CEeiSFICATION

"This 1is to certify that the foregoing is true, accurate, and Remarks:
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.

Resubmittal Medical

Signature® -Vt m Date JP-OF,- I-1  Indicator Review
Revised 0/1/73 Of: VOIN

-cawrMaw.P-.-". Raaflaaaa



Xk
Susptrvail
Cpy

PATIEIJT INFORMATION STATE; PROVIDER INFORMATION
Coupon or Authorization number E#%ag Name of Provider
Crippled Children Services ) Alaska Treatment Center

Name of Patient IRSE 3710. E 20th Avenue
Lombard, Patrick Anch Ak 99504
Date of Birth

NATHS3?IE OF ACCIDENT ©U ILLNESS

DIAGNOSES
Blindness
o Service Preauthorization Referring or Con—
dve all other payment sources been exhausted? ExkYes CzJ No No. (if applicable) sulting Physician
Comment
Dr Manwiller
Date_of Description of Medical 1969 nvs Charge
Service or Surgical Procedure Prcc. Code
09/05/73, Visual Therapy 92.06Z
09/10/73 Visual Therapy
09/12/7 9206 5
09/14/73 Visual Therapy 9206 5
09/17/73
Sglaggcggr_Sgr\éﬁ?ce :2i; Coordination of Other Benefits Total
15 Independent Lab M/Caro Pd. Other Paid Total Charge
H Patuﬁnt'% Home_t i
& deRaHeRtatssht e
NH  Nursing Hone M/Care Coin Total
ECF Extended Cire Fac. i Unpaid
Gl Outpatient Hosp. { Ba?ance
"This is to certify that the foregoing is true, accurate, and Remarks

complete, and is in compliance with Title VI of the Civil Right
Act of Iyck which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
payment and satisfaction of this claim will be from Federal and
State funds, and that any false claims, statements or documents
or concealment of a material fact, may be prosecuted under
applicable Federal or State laws.”

To the best of-t< knowLedya no otherresource exists.

Resubmittal Medical
Indicator Review
Revised 6A/7:



M

ALASKA DEPARTMENT OF HEALTH

Outpatient Hospital*Practitioner-Home Health Agency

PATIENT INFORMATION o\V/A\V/4
Coupon or Authorization Number rr?liae:
Crippled Children Services
Name of Patient
Date of Birth
NATIVE OF ACCIDENT
DIAGNOSES

List Primary Diagnosis First

Blindness

Have all other payment sources been exhausted? Yes 1 1

il Provider Ref[

AND SOCIAL SERVICES

$161:

invoice

PROVIDER INFORMATION
Name of Provider
Alaska Treatment Center

3710 E 20th Avenue
Anch Ak 99504

Provider ID No.
Sue” 242
Payee ID No. (if different frca above)
ATC 964

OR ILLNESS
Diagnosis Cedi
~ (opt.)
Primary

379

Secondary

Service Preauthorization Referring or Con—

No No. (if applicable) sulting Physician

Comments:
01380 Dr Manwiller
SERVICES RENDERED
Date of Place of  Description of Medical 1969 RVS Charge
Service Service* or Surgical Procedure Proc. Code
10-17-73 OL Group Visual Therapy 92080 9.00
10-19-73 oL Visual Therapy 92080 12.50
10-22-73 OL Group Visual Therapy 92080 9.00 iiiiiaa
10-24-73 OL Group Visual Therapy 92080 9.00
10-26-73 oL Visual Therapy 92080 12. 50
D*OPIaBe %f S WO%‘?:E Coordination of Other Benefits Total
octor ice i
Inde endent 1€ wlare w.  Other Paid Total Charge 59 00
nt"s Home
m &ﬁatlﬁnt Hosthal Les:
er Locatio
Nurs ing Home M/Care Coin M/Care Ded Total
ECF Extended Care Fac. Unpaid
OH Outpatient Hosp. Balance 52.00 )
(PROVIDER CERTIFICATION
"This is to certify that the foregoing is true, accurate, and Remarks:
complete, and is in compliance with Title VI of the Civil Rights
Act of 196% which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
payment and satisfaction of this claim will be from Federal and
State funds, and that 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.
. Resubmlttal Medical
Signature Date/ Indicator Review
Revised 6/1/73 Og 78IL



1 Sr.dvhite 1
E%EE%? mm Provider Ref
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Outpatient Hospital*Practitioner* Home Health Agency Invoice
PATIENT INFORMATION MMW . PROVIDER INFORMATION

Coupon or Authorization number IOI’}%EII Name of Provider
rippled Children Services Alaska Treatment Centor
Name of Patient 3710 E 20th Avenue
Lombard, Patrick Anch Ak 99504
Date of Birth
Payee ID No. gif differer.
ATC 964
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES
Have all other payment sources been exhausted? PTTI Yes | INo  Service Preauthorization Referring or Con—
' No. (if applicable) sulting Physician
Comments .
01338 Dr Manwiller
SERVICES RENDERED
Place of Description of Medical 1969 RVS Charge
Service* or Surgical Procedure Proc. Code
Group Visual Therapy 92030
Group Visual Therapy 92080
‘Wplae of Service ® Coordinatlon of Other Benefits Total
?E %g%ghﬁegff ' are Pd. Other Paid Total Charge
Patient”s Home Tmnr
w &Ratlint HosHltal —
Nursing Home Total
ECF Extended Care Fac. Unpaid
OH Outpatient Hosp. Balance
"This is to certify that the foregoing is true, accurate, and Remarks
complete, and is in compliance with Title VI of the Civil Rights
Act of 196~ which precludes exclusion or discrimination on
ground of race, color, or national origin. | understand that
payment and satisfaction of this claim will be from Federal and
State funds, and that any false claims, statements or documents,
or concealment of a material fact, may be prosecuted under
applicable Federal or State laws. 4
To the best of my knowledge no other resource exists.
Resubmittal lvedlea
Date Indicator

Revised &/1/7 3 06 701b



JUT te File Sr.d white k
I .. :
QQWSPX thqte m'y‘me“’ 15": Provider Reft

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

m Outpatient Hospital*Practitioner*Home Health Agency Invoice "N161342 )|
110; PATIENT INFORMATION JOISE;; PROVIDER INFORMATION
Coupon or Authorization Number sl Name of Provider
Crippled Children Services ’ Alaska Treatment Center
Name of Patient 3710 E 20th Avenue
. Anch Ak 99504
Lombard, Patrick
Date of Birth Sex Provider ID No.
8 / 22/ 11 FCD sue 242
Resqre:::zzz: Payee ID No. (if different from above)
AlIC-9.54
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Cede
) ) . o _ (opt.)
List Primary Diagnosis First Primary
Blindness 379
Secondary

hae all other payment sources been exhausted? CnC"XYes 1 1No  Service Preauthorization Referring or Con—

No. (if applicable) sulting Physician
Comments:
01388 Dr Manwiller
SERVICES RENDERED

Date of Place of  Description of Medical 1969 RVS Charge

Service Service* or Surgical Procedure Proc. Code
JIQ.y..28 B.. QL, Group Visual Therapy 92080 9.00

Nov 30 73 OL Visual Therapy 92080 12.50

Dec 3 73 OL Group Visual Therapy 92080 9.00

Dec 5 73 OL Group Visual Therapy 92080 9.00

Dec 12 73 OL iroup Visual Therapy 92080 9.00
"wPlae of Service Coordination of Other Benefits Total
0 ?ﬂggggngeg{f I WCare Pd. IOther Paid  Total Charge 4559 WM&
H Patient™s Home
&-_I &Ratlﬁnt JEIosrﬁutal Less
M NUFSI”Q Home «1/Care Coin M/Care Ded Total
EC? Extended Care Fac. Unpaid
OH Outpatient Hosp. N Balance 4850

"This is to certify that the foregoing is true, accurate, and Remarks:
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. | 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.

, v -v,. Resubmittal Medical
Signature U v _ 7*/" Indicator Revlev
Revised 6/1/73 0o vyait



ey aples Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner*Home Health Agency Invoice <1161343

PATIENT INFORMATION Fiszpp_i. PROVIDER INFORMATION
Coupon or Authorization Number lli 'i'i'_ Name of Provider

Crippled Children Services Alaks Alaska Treatment Center

Name of Patient 3710 E 20th Avenue
Lombard, Patrick Anch Ak 99504

Date of Birth Provider ID No

g/ 22 [/ 71
Payee ID No. (if different from above)
ATC £964

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES

List Primary Diagnosis First
BLINDNESS

INo  Service Preauthorization Referring or Con—
No. (if applicable) sulting Physician

Comments 01388 Dr Manwiller

Have all other payment sources been exhausted? txx1 Yes T

SERVICES RENDERED

Date of Description of Medical 1969 RVS Charge
Service or Surgical Procedure Proc. Code
Group Visual Therapy 92080
Group Visual Therapy 92080
"Place of Service \ m Coordination of Other Benefits Total
DO Doctor’s Office  jrifae pd.  Other Faid Total Charge

Independent Lab
Patient™s Home

I
i
T o
h

. Nursing Home M/Care Coin Total
EC? Extended Care Fac. Unpaid
OH Outpatient Hosp. Balance

"This is to certify that the foregoing is true, accurate, and Remark;
complete, and is in compliance with Title VI of the Civil Rights
Act of 196b which precludes exclusion or discrimination on the
ground of race, color, or national origin. | understand that
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.

: Resubmittal Mediea
Signature Indicator _ Review
Revised U/"i/Yj 06 /OIN



W%Y';%e p

10

Coupon or Authorization Number

&njmnes

mraymm
ALASKA DEPARTMENT OF HEALTH

AND S

15 Provider RefIL

tt

OCIAL SERVICES

Outpatient Hospital®"Practitioner*Home Health Agency Invoicgé&l6135
PATIENT INFORMATION

Crippled Children Services
laee of Patient

Lombard,

Patrick

Date of Birth
8 / 2 2 /

71

List Primary Diagnosis First

Blindness

PROVII/ER INFORMATION

Name of Provider

Alaska S Treatment Center
3710 E 20th Avenue

Anch Ak 99504
Sex Provider ID No.
mxxl FCZJ sue 242
Rediivcez::zzzz Payee ID No. (if different frcm above)
ATC 964
NATURE ®©F ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Cede
_ (opt.)
Primary
P?Q
Secondary

Have all other payment sources been exhausted? FSTfr Yes 1 1No

Service Preauthorization Referring or Con—
No. (if applicable) sulting Physician

Comments: )
01388 Dr Manwiller
SERVICES RENDERED
Date of Place of Description of Medical 1969 RVS Charge
Service Service* or Surgical Procedure Proc. Code
LL-02-73 ol ; Visual Therapy 92080 12.50
11-05-73 OL Group Visual Therapy 92080 9.00 WA
11-09-73 br, Visual Therapy 92.080 12 .,50
11-21-73 OL Group Visual Therapy 92080 2.0Q womom
*Plage of Service Coordination of Other Benefits Total
?ﬁ ?%8202:15 g{f IS5 WOsire Pd. Other Paid  Total Charge 43.00
I Patien
&-_I &tﬁat'ﬁnt jéosthal g o | Less
NH NUFSI” Home Wccire Coin M/Care Ded. Total
ECF Extende Care Fac. — Unpaid
OH Outpatient Hosp. e Ba lance 43.00 m o m
PRO¥3DER CERTIFICATION
"This iIs to certify that the foregoing is true, accurate, and Remarks
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. a
-0 the best of my knowledge no other resource exists.
i [mResubmittal Medical
Signature Dat/ _2~ZZ%F Indicator Review

t~cvised5/VjN _0~T70V;



ALASKA DEPARTMENT OF HEALTH AMD SOCIAL SERVICES ’

Outpatient Hospital-Practitioner-Home Health Agency Invoice 6-11b 1 479

PATIENT INFORMATION PROVIDER [INFORMATION
Coupon or Authorization Number Name of Provider
Cri Alaska Treatment Center

3710 E 20th Avenue

Anch Ak 99504
Date (" Provider ID No.

e 242

Payee 1D No. gi)l‘ different frcm above)

ATC 9
NATURE OF ACCIDENT OS ILLNESS
DIAGNOSES Diagnosis Cede
(opt.)
List Primary Diagnosis First Primary
Blindness 379
Secondary

Have ail other payment sources been exhausted? SoTl Yes | INo  Service Preauthorization Referring or Con—

Ho. (if applicable) sulting Physician
Comments:
01388 Dr Manwiller
SERVICES RENDERSO
Date of Place of  Description of Medical 1969 RVS Charge
Service Service* or Surgical Procedure Proc. Code
09-24-73 Sl Visual Therapy 92080
09-26-73 oL Visual Thei”oy 92080 12.50
10-01-73 oL Visual Therapy 92080 12.50
10-03-73 oL Visual Therapy 92080
10-05-73 oL Visual Therapy 92080 12.50
D*Oplaggcgr'sgnéif%?ce :32:i Coordination of Other P.enefits Total
i Indegendent H M/Care Rl. 10ther Paid Total Charge 62 .50
H Patient"s Home_
%;H &% atl?_nt HosHltal Less
er Locatio i
LX Nursing Home M/Care Coin! M/Care Ded. fetal
ECF Extended Care Fac. 1 Ungaid
Gl Outpatient Hosp, il v

i lance 62.50

CERTBF3CATION

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

. i Resubmittal Hedieal
Signature ik- Date/"r-v™" -indicator Review
Revised I/1/'fi 06 701d



R o TT
77 P ATy gn M i Provider Kef
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Outpatient Hospital*Practitioner-Home Health Agency Invoice CI1 L ul 480Q

10 PATIENT INFORMATION sfosy, PROVIDER  INFORMATION
Coupon or Authorisation Number llllcll%' Nans of Provider

Crippled Children Services

Nana of Patient Alaska Treatment Center

3710 E 20th Avenue

Lombard. Patrick Anch Ak 99504

Date of Birth Sex Provider ID No.

08 / 22 / 71 FCZI Sue 24?7
HRResaiiroe Payee ID No. {if different frcn above)
ATC 964

NATURE ©iF ACCIDENT OR ILLNESS

DIAGNOSES Diagn(%;,ics )Cede
List Primary Diagnosis First Primary
Blindness 379
Secondary
Have all other payment sources been exhausted? ggl Yes 1 i No ?%Wi(‘ﬁ gggﬁ‘ggg{gaﬁcn gﬁ‘;‘g;&”ghggig?&—
Comments: )
01388 Dr Manwiller
s e i z e s rendered
Description of Medical 1969 PVS  rrarge
or Surgical Procedure Proa. Code g
Group Visual Therapy 92080 _9.»00
Group Visual Therapy 92080
Place of Service Coordination of Other Benefit
DO Doctor™s Gffice
IL Independent Lab
H Patient"s Home
&-_I oatl osoital
er Location i
NH  Nursing Home «1/Care Colni M/Care Ded Total
RCF Extended Care Fac. Unpaid
OH OQutpatient Hosp. o/~ Balance

PROVIDER CERTIF3SAT3ON

"This Is to certify that the foregoing is true, accurate, and Remarks:
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. | 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 //£./.m 3



Srdvhif A
Sita SHIE- s %W@ il Provider Refj £ Tp/? A?

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner-Home Health Agency Invoice ~ *-0iG.? /

"(RVATION STATE. FP.OVIDER INFORMATION
Coupon or Authorisation Number 'g:g::: Name of Provider
Crippled Children Services Alaska Treatment Center

3710 E 20th Avenue
Anch Ak 99504

of 3irth Provider ID No.
/ 22 Suc 242
Payee ID No. {if different from above)
ATC 964

NATURE ©F ACCIDENT ILLNESS
Diagnosis (x's
DIAGNOSES
" (opt.)
List Primary Diagnosis First Primary
Blindness \ 379
Secondary
Have all other payment sources been exhausted? 1 | Yes | IHo  Service Preauthorization Referring or Con—
' No. (if applicable) sulting Physician
Coaments: ]
01338 Dr Manwiller
SERVICES RENDERED
Date of Place of  Description of Medical 196> Rvs
Service Service* or Surgical Procedure Proc. Code
09/19/73 Visual Theram; 0?r>6 q
09/21/73 Visual Therapy 92065
D‘glaggcggrSgrvO}_cfece Coordination of Other Benefits Total
i
IL Independent Lab thett Charge 25.09
H Patient™s Home
&tﬁat'fnt Hosmtal Less
KH Nursing Ome M/Care Coin Total
ECF Extended Care Fac, Unpaid
OH OQutpatient Hosp. Balance 2500

PROVIDER CERTIFICATION

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

Signature Date -5



WITS:  Stato Alo

CANARY: Stat* 3USp«SS«
HKV Vrevi-id?»h ft;y

m

Send whits 4

PATIENT INFORMATION
Coupon or Authorization number

T

ALASKA DEPARTMENT OF HEALTH

i 11 Provider Ref[

AND SOCIAL SERVICES

Outpatient Hospital*Practitioner* Home Health A8ency Invoice <1161203

:rippled Children Services
Name of Patient

PROVIDER INFORMATION
Name of Provider

Alaska Treatment Center
3710 E 20th Avenue

Evans, Margaret (Missy)" Anch Ak 99504
Date of Birth aex Provider ID No.
02/ 19 / 69 VCD FQQc SMM 560

NATIDHE OF ACCIDENT

DIAGNOSES

List Frimary Diagnosis First

Cerebral

Palsy

Paye™ ,N~rg~if different from above)

OH ILLNESS

Diagnosis Code
(cat.)
Primary

343

Secondary

o i Service Preauthorization Referring or Con—
Have all other payment sources been exhausted? i-vIlYes 1 1No No. (if applicable) sulting Physician
Comments:
01867 Dr Brown
SEOTIGBES RENDERED

Date of Place of  Description of Medical 1969 RVS

Service Service* or Surgical Procedure Proc. Code Charge
10-16-73 OL Physical Therapy 97100 14.40
10-18-73 OL Group Hydro Conditioning 97240 3.00
10-13-73 OL PhysicalTherapy 1 HR 97100 28.30
10-23-73 OL Physical Therapy 1 HR 97100 28.80 -
10-25-73 OL Physical Therapy 1 HR 97100 23.80 l
*Place of Service :32i; Cooidinatlnn of Other Benefits Total
?E ?ﬂggggn(sjer?{f % WCare Pd. Other Paid  Total Charge  103.80 ig

Patient®s Home

&f &tﬁatl nt@ thal Less
h. Nursing Home M/Care Coin M/Care Ded Total
ECF Extended Care Fac. Unpaid
OH Outpatient Hosp. Balance 103.80 m m

PROVIDER CERTIFICATION

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

Resubmittal
Datc/” Indicator
Revised 6/1/73

Tf?r*aaag«™

Medieal
levlew
ob 701k



WHTS  State Pile Serd vhite &

HIC g B Provider Fef]
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICESMJ[61211
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PATIELIT INFORMATION PROVIDER INFORMATION

Coupon or Authorisation number Name of Provider
Crippled Children Services Alaska Treatment Center

Name of Patient 3710 E 20th Avenue
Evans, Margaret (Missy) Anch Ak 99504

Date of Birth £ Provider ID No.

02/ 19 / 69 b SMM 560
Payee ID No. (if different frcm above)
ATC 964

MATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
List Primary Diagnosis First
Cerebral Palsy
" Service Preauthorization Referring or Con—
Have all other payment sources been exhausted? i1x.k yes 1 1 No No. (it applicable) sulting Physician
Comments )
01867 Dr Brown
SERVICES RENDERED
Description of Medical 1969 RVS Charge
or Surgical Procedure Proc. Code
Phygleial _Ther 07100
Sglaggc %griser\éﬁ?ce \ m Coordination ol Other Benefits Total
IL Independent Lap  MCare Pd. | Other Paid  Total Charge
H Patient is Home
AE &Ratlfnt Hosthal
er Locatio
NH Nursing Home M/Care Colnl M/Care Ded
ECF Extended Care Fac. Unpaid
CH Outpatient Hosp. BaFI)ance

"This is to certify that the foregoing is true, accurate, and Remark:
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. 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 exists.

Resubmittal Medical
Indicator Review



- i Serd vhite_k
Végf”néy PS%%. %P%;EF Hi Provider Ref}
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICESH |

00 Outpatient Hospital*Practitioner* Home Health Agency Invoice /T 1
i10i PATIENT INFORMATION PROVIDER INFORMATION

Coupon or Authorization number Name of Provider
Crippled Children Services Alaska Treatment Center

Neme of Patient 3710 E 20th Avenue

Evans, Margaret (Missy) Anch Ak 99504

Date of Birth Sex Provider ID No.
2 /19 / 69 ME-1 FC23 —_ SMM 560
iRhiireez::iiiz Payee ID No. (cif different from above)
ATC 964
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Cede
) ) ) o (ont. )
List Primary Diagnosis First Primary
Cerebral Palsy 343
Secondary

o Service Preauthorization Referring or Con—
Have all other payment sources been exhausted? 1 flxYes 1 1No No. Gif applicable) sulting Physician

Comments:

01867 Dr Brown
SERVICES RENDERED
Date of Place of  Description of Medical 1969 RVS
Service Service* or Surgical Procedure Proc. Code Charge
28.
Nov 29 73 OL, Physical Therapy 1 HR 97100
Dec 4 73 OL Physical Therapy 1 HR 97100 28.80
Dec 6 73 OL Physical Therapy 1 HR 97100 28.80
milec 6-13.. DL. Pool. Therapy. 9724.Q..
Dec 13 73 OL Physical Therapy 1 HR 97100 28.80
Sglaggcggr%rvoif%%ce Yo Coordination o™ Other Benefits Total
iL  Independent Lab M/Care Pd. Other Paid Total Charge 118.20
H Patient"s Home_ : L
i ess
o
NH_Nursing Home M/Care Coin M/Care Ded.  Total
ECF Extended Care Fac. Unpaid
OH OQutpatient Hosp. Balance 118.20 iillB

mmIDER CERTIFICATION

"This is to certify that the foregoing is true, accurate, and Remarks:
complete, and is in compliance with Title VI of the Civil Rights
Act of 196H 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 exists.

| cosbittal o _
Signature Da Indicator soien. —

06 7014



Al Stdvhite_t .

ég‘ﬂ& d >y From Provider Ref
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner* Home Health Agency Invoice

PATIENT INFORMATION PROVIDER INFORMATION
Coupon or Authorization number aidir Name of Provider
Crippled Children Services Alaska Treatment Center
Name of Patient 3710 E 20th Avenue
Anch Ak 99504
Date of Birth Provider ID No.
SMM 560
Payee ID No. (if different from above)
ATC 964
mWM OF ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Cc

) ) ) o (opt.)
List Primary Diagnosis First

Service Preauthorization Referring or Con—

?
Have all other payment sources been exhausted- No. (if applicable) sulting Physician
Comments
018678 Dr Brown
Date of Description of Medical 1969 Rvs
Service or Surgical Procedure Proc. Code Charge
Physical Therapy 1 HR 97100
*Place of Service Coordination or Other Benefits Total
D0 Doctor’s Office Other Paid  Total Charge

IL Independent Lab
Patient™s Home

E’H écﬁat'fnt JEIOSHltaI

lih Nursing M/Care Coin Total
ECF Extended Care Fac.

OH Outpatient Hosp.

>+

Unpaid
Balance

"This is to certify that the foregoing is true, accurate, and Remark:
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.

Resubmittal
Ind icator



% d%epéléaﬁz % Provider Ref

ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES

Outpatient Hospital*Practitioner* Home Health Agency Invoice < $161360
PATIENT INFORMATION STATE PROVIDER INFORMATION
Coupon or Authorization number ;‘i"'B'él'l'l Name of Provider
Crippled Children Services Alaska Treatment Cetner
Name of Patient (25 5o 3710 E 20th Avenue
Evans, Margaret (Missy) Anch Ak 99504
Date of Birth Provider ID No

Payee ID No. (if different frcm above)
AlG-Sfid

NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES

Service Preauthorization Referring or Con—
2 N
Have all other payment sources been exhausted? IN1 Ves 1 1No No. (if applicable) sulting Physician

Comments
01867 Dr Brown
Date of Description of Medical 1969 rvs
Service or Surgical Procedure Proc. Code Charge
Group Hydro Conditioning Therap% 97240
Physical Therapy 97100
Physical Therapy 97100
Physical Therapy 1 HR 97100
Group Hydro Conditioning Therapt 97240
B‘glage gf Servoi%e Coordination or Other Benefits Total
OCTOI' S 1ce 3 i
IL Independent  Lab M/Care Rd. other Paid Total Charge

Patient™s Home
M—_I étﬁa ient Hosthal
e oca 10

NH Nursmg Home Total
ECF Extended Care Fac. i
OH Outpatient Hosp. A gg gr!ge
"This Is to certify that the foregoing is true, accurate, and Remarks
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. | 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, L

To the best of my knowledge no other resource exists.

. . Resubmlttal Medical
Signattu: Indicator Review



\illz: State Flle Send uhit A

I -
P PRI, Cﬂ“‘gﬁ%‘rp5 Provider Ref
PATIENT INFORMATION Sll]ﬂ(IB; PROVIDER INFORMATION
Coupon or Authorization number 1(')"" I‘II Name of Provide
Crippled Children Services Alaska Treatment Center
3710 E 20th Avenue
M argaret (M issy) Anch Ak 99504
Date of Birth Provider ID No

2/ 19 / 69

NATURE OF ACCIDENT OR ILLNESS

DIAGNOSES
Secondary
Have all other payment sources been exhausted? S’\SWi(CiE% gggi‘?ggg{gaﬁm zﬁﬁ%gn%’h%igggn_
Comment
01867 Dr Brown
Description of Medical 1969 RVS Charge
or Surgical Procedure Proc. Code
Physical Therapy 97100
B‘Slaggcg'ﬁg(gﬁece m  Coordination or Other Benefits MSI
; .
Independent b K/Qare pp. Other Paid Total
Patient™s Home
w énﬁatl nt JEIosultal
ocation ,
Il Nursing Home M/Care Coin
ECF Extended Care Fac. /  Unpaid
OH Outpatient Hosp. \ Balance
"This 1is to certify that the foregoing is true, accurate, and Remarks

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, may be prosecuted under
applicable Federal or State laws. o

To the best of my knowledge no other resource exists.

: Medical
Signature Reviey



WHTH:  Stats Fille
PIKK: S

PATIENT INFORMATION
Coupon or Authorization number

Crippled Children Services
Nans of Patient

Al

Date of Birth

02/ ___19 / 6fi9

OF
DIAGNOSES

NATURE ACCIDENT

List Primary Diagnosis First
Cerebral Palsy

N

416146¢£
PROVIDER INFORMATION
Name of Provider

Alaska Treatment Center
3710 E 20th Avenue

Anch Ak 99504
Provider ID No ;JOBENS:
SMM 560
Payee ID No. (if different from above)
ATC 964
OR ILLNESS
Diagnosis Cede
T (opt,)__
Primary
343

Service Preauthorization Referring or Con—

"
Have all other payment sources been exhausted- Yes 1 INo No. (if applicable) sulting Physician
Comment

01867 Dr Brown
ERVBCES RENDERED

Date of Descript] wn of Medical Charge

Service or Surgical Procedure
Group Hydro Conditioning
Physical Therapy 97100
Physical Therapy 97100
Group Hydro Conditioning 97240
Group Hydro Conditioning

D*OPIaBe gf Servoi__(%e Coordination or Other Benefits Total
octor”s ice i

1 Inde endent Lab Other Paid Total Charge

H Patient’s Home

H—_I &tﬁatlint Hosthal

NH Nursmg Home M/Care Coin! M/Care Ded Total

ECF Extended Care Fac. Unpaid

OH OQutpatient Hosp. 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. | 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 Medical
Indicator _ Review
Revised f/i/75 06 7014



- i rﬁlm\m't‘e&
%TE{:?L P‘&’Ie, %@F ill Provider RefL
ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner*Home Health Agency invoice 4.216 96
PATIENT INFORMATION STATE PROVIDER  INFORMATION

Coupon or Authorization number s Name of Provider
Crippled Children Services Alaska Treatment Center
Name of Patient 3710 E 20th Avenue
Evans, Margaret (Missy) Anch Ak 99504
Date of Birth Provider ID No.
02 , 19
dif-ersn““fron: a’cve)
NATURE OF ACCIDENT OR ILLNESS
DIAGNOSES Diagnosis Code
) ) ) o (opt.)
List Primary Diagnosis First Primary
cerebral palsy 343
Secondary
Service Preauthorization Referring or Con—
?
Have all other payment sources been exhausted: Yes 1 INo No. (if applicable) sulting Physician
nes: 01867 Dr Broun
m SERVICES RENDERED
Date of Place of Description of Medical 1969 RVS Charge
Service Service* or Surgical Procedure Proc. Code
12-27-73 le Physical Therapy 97100 28.80
01-08-74 oL Physical Therapy 97100 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 -12j Coordination of Other Benefits Total
DO Doctor®s Office : 144.00
Il Independent 1dp  are Pd. Other Paid Total Charge
H Patient®s Home_
&H gtmatl nt HosthaI Less
r Otner Locatio
Nh_ Nursing Home M/Care Coin M/Care Ded. Total
ECF Extended Care Fac. unpaid
Outpatient Hosp. Balance® 14400
CERT3F3SATS8DN
"This is to certify that the foregoing is true, accurate, and Remarks:

complete, and is in compliance with Title VI of the Civil Rights
Act of 1964 which precludes exclusion or discrimination on
ground of race, color, or national origin. I understand that *Number has been recuested
payment and satisfaction of this claim will be from Federal and
State funds, and that any false claims, statements or documents,
a” concealment of a material fact, may be prosecuted under
applicable Federal or State laws."
To the best of mknovd“dge- Wb other resource exists.

B} v ? /I -, /C? /Re submittal Med-ca 1
Signature___ Indicator Revsew
Revised 6/1/73 0o 701



Srduhite U .
aele™ SV ey C; JKE Provider ref

v vile?'3
filASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
Outpatient Hospital*Practitioner*Home Health Agency Invoice

PATIENT INFORMATION provider ikformatioi:
Coupon or Authorization number ;are of Provider

Crippled Children Services
Name of Patient Alaska Treatment Center
i 3710 E 20th Avenue
Evans, Margaret (Missy) Anrh AV  QCigfU
Date of Birth Provider ID No
02/ 19 / 69

il6 1697

Payee ID No. (if differer. “rom above)
-ATC-%-4

IMT3JRE OF ACCIDENT OR ILLNESS
DIAGNOSES
List Primary Diagnosis First
cerebral palsy

Have all other payment sources been exhausted? Ent Yes 1 INo  Service Preauthorizafcion Referring or Con—

No. (if applicable) sulting Physician
Comments
018SX 67 Dr Brown
Place of Description of Medical 1969 RVS
Service* or Surgical Procedure Proc. Code
Physical Therapy 97100
Physical Therapy 97100
Physical Therapy 97100
Physical Therapy 97100
*Place of Service Cocrdinat-ion of Other Benefi Total
?E ?ﬁﬁggénﬁeﬁifﬂgﬁ M/Care Pd. other Paid Total Charge
I Patient™s Home
&nﬂatl nt Hosthal
. ocalo
HH Nursing Home *1/Care Coin Tota
ECF Extended Care Fac. /  Unpaid
Outpatient Hosp. s Balance
"This is to certify that t ? foregoing is true, accurate, and Remarks:

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."

*Number has been requested

i ( 2



Z . 3 Cq/cqcd?

CENTRAL OFFICE STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

115 FROVIDER REF.

06 OUTPATIENT HOSPITAL + PRACTITIONER +« HOME HEALTH AGENCY INVOICE n o . 195558
10 PATIENT INFORMATION STATE PROVIDER INFORMATION
COUPON OR AUTHORIZATION NUMBER USE NAME OF PROVIDER

ONLY
[} : b o Bt | .
NAME QF P/JIENT * _ RACE
P £i\%d.fr<L
DATE P BIRRTTH 7 6t7  ELIG. CODE PROVip EFKP.JMO. CATEGORY
/077 _ky F(] 100 .
CASE NO. RESOURCE PAYEE ID NO. (if different from above)
NATURE OF ACCIDENT OR ILLNESS

1 SERVICES RENDERED

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

b 1)0 06600 /0. co
96636 s or (
Y /' (iz&jdbi B&ootl CtkLod psoze /. S |

=PLACE OF SERVICE 12  COORDINATION OF OTHER BENEFITS

TOTAL
doctor's office i i CHARGE - -
doctor S office. medicare paid  OTHER INS. TOTAL RZ-So
PATIENT™S HOWE \ LESS
|f\PAT|E|\ITlfﬂD|TAL 7
OTHER LOCLTIDNS
NURSING HON MEDICARE CO INS. MEDICARE DEDUCT. TOTAL
CX=T-NOQO CA _E FACILITY UNPAID ‘
OQUTPATIENT HOSPITAL Xl BALANCE J U S ro

PROVIDER CERTIFICATION

REMARKS:
HIS Is TO CERTIFY THAT THE FOREGOING IS TRUE. ACCURATE. ANOCOMPLE TE ANO IS

ACOMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACF OF 19< WHICH PRECLUDES EX-
L ion OR DISCRIMINATION ON THE GROUNDS OF RACE. COLOR, OR NATIONAL ORIGIN.
IJOERSTANO THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FEDER-
| ALJO-'STATE. FUNDS. AND THAT ANY FALSE CLAIMS. STATEMENTS OR DOCUMENTS. OR
JIEEALMFN VOF A MATERIAL FACyf/?.Y £i/ PROSECUTEO UNDER APPLICABLE f-FOERAL
jifr.1t LAWS." £l A
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IN THE SENATE

Introduced: 1/19/76
Referred: Finance

BY THE RULES COMMITTEE BY
REQUEST OF THE GOVERNOR

SENATE BILL NO. 530

IN THE LEGISLATURE OF THE STATE OF ALASKA

NINTH LEGISLATURE -

, A BILL

SECOND SESSION

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

Department of Heal

Department of Comm

vendor claims; and
BE IT ENACTED BY THE LEGISLATURE OF THE

* Section 1. The sum of $5,669.32 is

th and Social Services and the
erce and Economic Development for

providing for an effective date."
STATE OF ALASKA:

appropriated from the general fund

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

Commerce and Economic Development, for the purpose of paying miscellaneous

vendor claims, to be allocated as follows:

Department of Health and Social Services $5,638.2*1
Department of Commerce and Economic Development 31.08
$5,669.32

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

10.070(c).

SB 530



.JAN 16 1976

The Honorable Chancy Croft
President of the Senate
Alaska State Legislature
Juneau, Alaska 99311 ~*

Dear Mr. President:

In accordance with AS 24.30.0G60(b) and the Uniform Rules
of the Alaska State Legislature, 1 am transmitting a
bill making a special appropriation to the Department

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

Sincerely

Jay S. Hammond
Governor



titted November 17,
IVISION
Social Svcs.

VJien Airlines

Anchorage Times

Public Health
ATZ Travel
RCA
RCA

Public Assistance

ATZ Travel

TOTAL General Bills (held in fiscal)

7
TOTAL

TOTAL Department of Health S Social Svcs.

1975

INVOICE 1l

0042-1+675

Neakok Children

STR 331895
A8037
A8037

STR 339313

Medical Bills (detail attached)

1-USCELLANEQHI CLAIMS
FOIF
LEGISLATIVE APPROVAL 0
FOR
FISCAL YEAR 1975

DATE OF
SERVICE AMOUNT DATE RECEIVED CODE REASON FOR DELAY
10-31 7; ) 488.25 7-1.7-75 06-21-3-409-350 Invoice not recvd.
) 06-21-3-509-350 :T :T T:
06-21-3-618-350 »
06-24-75" 67.20 6-09-75 06-21-3-212-325 1 1" It
mK
08-27-73 154 .55 10-27-75 06-31-1-870-211 :: :: ::
10-10-73 45.15 11-07-75 06-31-1-036-311 ! e
11-11-73 37.20 11-07-75 06-31-1-036-311
08-27-75 40.64 10-27-75 06-33-6-180-215 It 1
832.99
4,805.25
5.638.24



(Continued)

. % LEGISLATIVE : INGS FOR YEAR 1975-76
* >
Submitted November 17, 1975
DATE OF o X:
DIVISION e INVOICE / SERVICE AMOUNT DATE RECEIVED CODE DELAY REASON
Public Health
Alaska Clinic 61184 07/13/73 12.30 07/15/75 06-31-1-761-380 Invoice not rev
Alaska Clinic 182628 11/20/72 25.42 05/06/75 06-31-1-694-380 It I I
Alaska Clinic 182631 12/06/72 46 .33 03/06/75 06-31-1-694-380 It It ﬁ
Richard L Day DDS 210982 7/71-10/72. 140.00" 04/17/75 06-31-1-694-380 It It
Medical Assistance
Fairbanks Mem llosp 535486 02/02 73 82.00 06/12/75 06-33-6-110-380 Invoice not rev
Fairbanks Mon [llosp 507685 04713 71 60.00 01/30/75 06-33-6-310-380 i
Providence |llosp 527378 12728 72 19.20 04/712/75 06-35-6-120-3S0
Providence Illosp 527379 12/2-6 72 19. 20 04/12/75 06-55-6-120-380 It
Provideuce rlosp 527385 12730 72 8.00 04/12/75 06-35-6-120-3S0 I
Providence Ilosp 527432 11/10 72 20.40 06/12/75 06 -33--6-120 -380 u
Provi donee [llosp 527450 12714 72 20.00 04/12/75 06-33-6-120-380 It
Alaska Clinic 74 500 03/07 73 15. on 06/30/75 06-33-6-150-380 I
Alaska CI inic 774731 05709 72 68.00 07/18/753J 06-33-6-350-380 ft
Alaska Clinic 74752 02715 72 944 .00 07/18/75 06-35-6-350-380 T
Alaska Clinic 74 733 02/15 72 62. 00 07/18/75 06-35-6-350-380 ft
Alaska Clinic 74 754 02719 72 24 .00 07/18/75 06-33-6-350-380
Fairbanks Mcd-Surg 96616 10/22 73 72.00 . 11728774 06-33-6-150-580 Eligibility 6 Ai
Fairbanks Mcd-Surg 96637 - 01721 75 136.70 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 ft
Fairbanks Mcd-Surg 96655 11718 72 48. 50 11/28/74 06-33-6-150-380 u
Fairbanks™Med-Surg 96682 01/26 73 20.00 11/28/74 06-33-6-150-380 T
Fairbanks Mcd-Surg 96690 07724 73 543.80 11/28/74 06-33-6-150-380 I
Fa irbanks Mcd-Surg 90701 10/30 72 14.00 11/28/74 06-33-6-150-380 T
Fa.i rbanks Mcd-Surg .96708 09714 72 16.00 "11/23/74 06-33-6-150-380 T
Fairbanks Mcd-Surg 96717 03701 73 12.00 11/28/74 06-33-6-150-380 P
Fa irbanks Mcd-Surg 96683 11/21 72 30. 85 11/28/74 06-33-6-350-380 "
Fai rbanks Mcd-Surg 96693 07/21. 73 2..40 11/28/74 06-33-6-350-380 it
Fairbanks Mcd-Surg 96696 : 02/2.1 72 150.10 1.1/28/74 06-33-6-550-580 t
Fairbanks Mcd-Surg 96097 ~ 02/21 72 .649.80> 11/28/74 06-33-6-350-3S0 T
Fairbanks Mcd-Surg 96711 03702 72 26.60 11/28/74 06-33-6-350-380
Home Health Care Svc “ 06/22 72 129.25 07/51/75 06-33-6-410-380 Invoice not rev
Corrccti ons
Ketchikan Med Clinic 09/14/71 171.00 11/714/75 06-66-4-112-380 Invoice not r



submit ted

JIVISION
Publ ic

Al aska

A laska
Alaska
Alnska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska

Medical

lien! th

Treatment

Tree tment
Treatmeat
TRcn tment

Treatment

TRcntment
1 Rea tment.
Treetment
Treatment
.Treatmen t
Trcatmcr. t
Trentmen t

Troatment

Treat ment
Treatment

Treatment

Treatment
Treatmen t
Treatment

Assistance

Spencer Falcon,

TOTAL

Ctr.

Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.

Ctr.

Ctr.
Ctr.
Ctr.
Ctr.

MD

INVOICE a

11.1698
111900
161228
161229
161342
J6.134 3
16.1353
161479
161480
161627
16J. 209
161211
161275
.1612 76
161560
161361
161462
161696
161697

195558

LEGISLATIVE BIFTKINCS FOR YEAR 3975-76

DATE OF
SERVICE

06/28/73

09/05/73
10/1.7/73
10/29/73
11728/ 73
12717775
J1/02/73
09/24/73
10/08/73
09/19/73
10/16/73
10/50/75
11729773
12/18/73
11701773
11713773
09/27/73
12/27/73
01/22/74

04/18/73

AMOUNT

53,
54.
48.
18.
46.
18.

39.
51

102

14

63.

14.

41

92.
65.

19.

60
50
SO
00
90
00
80

.50
18.
2.1.

00
SO

.60
.40
1.16.

28.

60
40
20
40

.80
00.

80

00

4,805.25

DATE RCVD.

11719775
.1.1/19/75
1.1/19/75
11719775
11719775
11/19/75
11719775
11719775
11/19/75
1.1/19/75
11719775
.11/19/75
11719775
1.1/19/75
.11/19/75
11719775
1.1/19/75
11719775
11719775

09/05/75

CODE

06 -31m 1-682-380

06-31

1-682-380

06-31 1-682-380

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

1-682-380
1-682-380
1-682-380

«1-682-380
«1-682-380

1-682-380
1-682-380
1-686-380
1-686-580
1-686-380
1-686-380
1-686-380
1-686-380
1-686-380

06-31 -1-686-580
06-31 -1-686-380

06-33-6-150-380

Page 2.

DELAY REASON

Invoice not rcvd



MISCELLANEOUS CLAIMS
FOR
LEGISLATIVE APPROVAL
FOR
FISCAL YEAR 1.975

Submitted November 17, 1975

DATE OF
DIVISION INVOICE # SERVICE AMOUNT DATE RECEIVED CODE REASON FOR DELAY
Social Svcs.
7A
Wien Airlines 0042-4675 10-31-75~~ 488 .25 7-17-75 06-21-3-409-350 Invoice not recvd
06-21-3-509-350 1 tt 1t
06-21-3-618-350 1 tT o tl
Anchorage Times Neakok Children 06—2411iA 67.20 6-09-75 06-21-3-212-325 I tTotf
Public Health
ATZ Travel STR 331895 08-27-73 154 .55 10-27-75 06-31-1-870-211 1t 1ttt
RCA A8037 10-10-73 45.15 11-07-75 06-31-1-036-311 1t te ty
RCA A8037 11-11-73 37.20 11-07-75 06-31-1-036-311 1t T tt
Public Assistance
ATZ Travel STR 339313 08-27-7% 40.64 10-27-75 06-33-6-180-215 11 »rott
TOTAL General Bills (held in fiscal) 832.99
TOTAL  Medical Bills (detail attached) 4,805.25

TOTAL Department of Health 8 Social Svcs. 5,638.24 o



Submitted November 17,

DIVISION

Eublic Health

Alaska Cli
Alaska Cli
Alaska CIli
Richard L

edical

nic
nic
nic
Day DDS

Assistance

Fairbanks Mem Hosp

Fairbanks
Providence
Providence
Providence
Providence
Providence
Alaska Cli
Alaska Cli
Alaska Cli
Alaska Cli
Alaska CIli
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks
Fairbanks

Mem Hosp
Hosp
Hosp
Hosp
Hosp
Hosp

nic

nic

nic

nic

nic

Mcd-Surg

Mcd-Surg

Mcd-Surg

Mcd-Surg

Med-Surg

Mcd-Surg

Med-Surg

Mcd-Surg

Med-Surg

Mcd-Surg

Mcd-Surg

Mcd-Surg

Med-Surg

Mcd-Surg

1975

INVOICE

61184
182628
182631
210982

555486
507685
527378
527379
527385
527432
527450
74500
= 74731
74732
74733
74734
96616
96637
96652
96655
96682
96690
96701
96708
96717
96683
96693
96696
9669 7
96 7.1.1

eHome Health Care Svc -

Corrections

Ketchikan Med Clinic

(continued)

LEGISLATIVE BILLINGS FOR YEAR 1975-76

DATE OF

SERVICE

07/13/73
11/20/72
12/06/72

7/71-10/72

02/02/73
04/13/71
12/28/72
12/2-6/72
12/30/72
11/10/72
12714772
03/7/07/73
057/09/72
02/15/72
02/15/72
02/19/72
10/22/73
01/21/73
09/25/72
11/18/72
01/26/73
07/24/73
10/30/72
09714772
03/01/73
11721772
07/21/73
02/2.1/72
02/21/72
05/7/02/72
06/22/72

09/14/71

AMOUNT

12.

25.

46.
140.

82.
60.
19.
19.

15.
68.
944.
62.
24 .

72.

136.
264.
48.
20.
543.
14
16.
12.
30.
22.
150.
649,
26 .
129.

171.

30
42
33
00

00
00
20
20

.00
20.
20.

40
00
00
00
00
00
00
00
70
30
50
00
80

.00

00
00
85
40
10
80,
60
25

00

DATE RECEIVED

07/15/75
03/06/75
03706775
04/17/75

06/12
01730
04712
04712
04712
06/12
04712
06730
07/18
07/18
07/18
07718
11728
.11/28
11728
11728
11728
11/28
11728
11728
11728
11/2 8
11/28
11728
11/28
11728
07/51

75
75
75
75
75
75
75
75
75
75
75
75
74
74
74
74
74
74
74
74
74
74
74
74
74
74
75

11714775

CODE

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

06-53-6-110-380
06-33-6-310-380
06-33-6-120-380
06-53-6-120-380
06-33-6-120-580
06-33-6-120-380
06-33-6-120-380
06-33-6-150-380
06-33-6-350-380
06-35-6-350-380
06-33-6-350-380
06-33-6-350-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-150-380
06-33-6-350-380
06-33-6-350-380
06-53-6-550-380
06-33-6-350-380
06-33-6-350-380
06-33-6-410-380

06-66-4-112-580

DELAY REASON

Invoice not rcvd.
i Il it

Invoice not rcvd.

Elig bility £ Aidit

Invoice not rcvd.

Invoice not rcvd.



Submitted

DIVISION

Public Health

Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska
Alaska

Medical

Treatment
Treatment
Treatment
TReatmcnt
Treatment
TReatmcnt
TRc.atment
Treatment
Treatment
Trcatment
Treatment
Trcatmecn t
Treatment
Treatment
Treatment
Treatment
Treatment
Treatment
Treatment

Assistance

Spencer Falcon,

TOTAL

Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.
Ctr.

MD

INVOICE

111698

111900
161228
161229
161542
161343
161353
161479
161480
161627
161209
161211
161275
161276
161560
161361
161462
161696
161697

195558

LEGISLATIVE BILLINGS FOR YEAR 1975-76

DATE OP
SERVICE

06/28/73

09/05/73
10/17/73
10/29/73
11/28/73
12717773
11/02/73
09/24/73
10/08/73
09/19/73
10/16/73
10/30/75
11/29/73
12/18/73
11/01/73
11/13/73
09/27/73
12/27/73
01/22/74

04/18/73

AMOUNT

S3.
54.
48.
18.
46.
18.
39.
54.
I1S.
21.
.60
14.
116.
28.
63.
14.
41.
92.
65.

102

19.

60
50
80
00
90
00
80
50
00
80

40
60
40
20
40
80

00.

80

00

4,805.25

DATE RCVD.

/197 75
/197 75
/197 75
/197 75
/197 75
/197 75
/197 75
/197 75
/19775
/19/ 75
/197 75
/197 75
/19/ 75
/19775
/197 75
/197 75
/197 75
/19/ 75
/19/75

09/05/75

CODE

06--31--1--682--580
06--51--1--682-m680
06-mB1--1--682 =380
06-+31- 1--682- 380
06- 31--1--682-+380
06-+31- 1--682-+380
06-mB1--1--682-+380
06-31--1--682-+580
06-+31--1- 682-+380
06--31-+1--682-+380
06--31- 1--686-+380
06-31-=1--686-=380
06--31--1--686-+380
06--31--1--6 86-+380
06- 31--1 -686-+380
06--31--1--686--380
06--31--1--686-m380
06--31--1--6 86-=380
06--31--1--686-=380

06-33-6-150-380



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

after microfilm reproductions have been made.

QJ1/3%

Signature of Camera Operator Date



Joint Finance Committee
Intfent
0r
Sponsor Substitute fordSenate B ill Mo. 606

an
Senate B ill No. 531

It is the Intent of the House and Senate Finance Committees that

the Department of Health and Social Services transfer $358,200 to
Contract Institutions in the Division of Mental Health from general
funds available in the Medicaid, General Relief Medical, or Assistance
Payments appropriations notv/ithstanding prior Legislative Intent
against transferring such funds.

$53,200 of such funds are to be granted to the Association of Retarded
Citizens of Anchorage 1in lieu of passage of Sponsor Substitute for
Senate Bill No. 606. $305,000 of such funds are to cover costs at

the Atascadero State Hospital, the Fairbanks Rehabilitation Center,
and the Association of Retarded Citizens of Anchorage in lieu of
passage of Senate Bill No. 531.

House Finance Committee Senate Finance Committee



VJISCAL .NOTE-

- * First Session - Ninth Legislature
. REQUEST
Dill Ncp. N//A 7- Information rfequcstcd on Pressure Vessel Section
Title: pressure Vessel Trainee
Rpruc”™tc™y* noPi& WHuUve IWcKinnon Date:
Return Date 'Requested:
Agency: LAB'OIT Program: PRESSURE VESSEL
11" FISCAL DETAIL ,
Budget Request Unit(c) Affected:
. A. EXPENDITURES: (Thousands Of dollars)
OBJECT FY 75 FY 75 FY 77 FY 78 FY 79*  fy .80 ..
100 PERSONAL SERVICES 01 19.0 17 21.3 3/ 22.9 1
200 TRAVEL 0 2.3 2/ 2.4 WM -4.7 x
300 CONTRACTUAL 0 ILQ- .... 5/ 0.5 . R
400 COMMODITIES . n fi.0 0fi..---- nn 1
500 EQUIPMENT n . JLQ._ 0-0._ f
600 LAND & STRUCTURES 0 0.0. .00 ----- n..o .
700 GRANTS, CLAIMS, ETC. .
%
TOTAL 6/ 0 21.6 23.7 28.1

B. FUNDING: (Thousands of dollars)

N
GENERAL FUND .0 21.6 200L*u... 23.1
FEDERAL FUNDS T T jr.
OTHER i 1

C. positions:

PERMANENT/TEMPORARY o/ 0 1/01 1/0 VA z L =/
MAN. MONTHS (P./T.) 0/ 71270112/ 0 127 0 i. z j__ z
11, ANALYSIS (See Fiscal Note Preparation Instructions, Section III)
NOTES: L. No C.0.L. increase included, range 17, Step B
2. 5.5% inflation factor included, in-state travel
3. No C.O.L. increase included, range 18, Step B

4, 5.5% inflation factor included, in-state travel plus two month
training at ASME, Chicago

IV ATTACHMENTS  r‘wo mont™ ASME certification course tuition
1. Summary, Pressure Vessel Section Operations

2. P.V. Inspector Qualifications, from 3.1 to .3.1.4

V. DATE: {lUtcL £3 AQT< PREPARED uel*-i*-—
Original: Legislative Finance
cc: Budget and Management

Prime Sponsor (First Legislator. Named)

S50



NOTES, (. FISCAL DETAIL)

B.  Program Summary: Pressure Vessel Section Summary Attached

1. Fiscal Note details cost projections for establishing one
new position to be classified as Pressure Vessel Inspector
Trainee. Position will be flexibly staffed from Range 16-18.

2. Equipment expenditures, FY'76, are for desk and chair.
Travel is for intrastate, FY'76, '77 and intrastate plus two
month ASME certification, FY'78, at Chicago, 11L



shop, the installer. or other
arties invojved in
0de related requrrements

3. AUTHOKIZED SHOP INSPECTORS

31

1 Shop

QUALIFICATIONS

All inspectors'shall -~ _comply with
the National Board Bh -Laws, Ar-
ticles Il anpr [V, and hold a érlrd

Certrfrcate 0 Comrp ten%r{ ISSue
a State of the ted States or a
Province of Canada (where

required) and .a valid National
Board Commission.

Autrpﬁ'z'gﬁ”ﬁn@ge%?érg”sh“?r b
(ast H earso §e and shall ave

cation and. experience equal to
at llleast one of th followrngq

311 A degree |n Mechanrcal
En |n ering us one year of
ex errence in desigr, con-
st ctron e]rathon or In-
spection o ressure
borlers and pres ure vessels

312 A degree in a pranch of

%rneerrn other th an
Me hanrcal% grneerrngC J)
two years of Experien

Inspectors where Ihc ASME Code Symbol

Stamps arc applied to the boiler, pressure vessel or
piping.

322

323

324

3.25

3.26

321

%

diversified experrence as an
|ns ector tralnee of 1tems
up er the djrect supervision
Qr an Aut orized Ins ector or
Authorized Inspector
Supervisor,

Through performance, have
demonistrated his_ability to
erform shop and assemb

on- srtel Inspections to the
atisfaction of the Authorized
napectron Agency employing

Have satisfactory expeience
and backrrrround for the In-
spection of ASME Code jtems
according. to the complexity
of the assignment.

Have knowledge of ap-
plrcable ectigns of the
ASME Codes, Addenda and
Case Interpretations.

Have knowledge of Quality
Contrﬁl Systers, Programs
and shop %roce ures.

Have knowledge and ability
to evaluate and monitor shop
procedures.

Have knowledge of the
requirements for main-
tenance and retention of In-

desrrtr, construction
operation or inspection of
high pressure, hoilers and
pressure vessels.

313 The e ujvalent of a high
school ducatron plus three
years of experience:

(1) in high pressure boiler
and “pressure  vessgl
construction or repair,

or

2) asanoperating engineer

g In caregpgh1
pressure borler
opera on,

(3) as an mspg ctor of hi h
pressure” boilers and
pressure Vessels.

3.2 PRACTICAL EXPERIENCE

before an inspector is
|tted to conduct shop Inspections
Ny
Lﬁhorrzed Inspector he shaﬁl

321 Have a minimym of one year
of diversified frelr? anr? )shog
Inspection expergence In th
construction of Section |
and/or Section V11, Pressure
Vessels, or one year of

k3

In asddrtron to the, qualrfrcatrons of

transjt and permanent
recoras.

33 RECOSMMENDED TRAINING

I addition. 1t is recommended that
he attend a trarnrn course
equivalent to that

N tronal Board on drng
Metho

Examination.

34 DUTIES

The Inspector's dutres are co

he aplplrcable E.Codes a d
ude d to,
following

341 He s

of  Nondestr ctrve

vered
t are not ||m te

hall verify thﬁt the
manu cturer or msta er has
the reqzurred CFrtr Icate of
Author atron to brrcate the
items to econstructe It 1S
necessarz to check _the
Certificaté to mak cert in |t
as not expire
etermrne e scope of
ructron p%mrtted under
the Certr Ica
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PRESSURE VESSEL SECTION

Russell D. Molt, Chief Pressure Vessel Engineer

The Pressure Vessel Section has the responsibility to protect the general
public from inferior and often hazardous boilers and unfired pressure vessels.
This is undertaken by a staff of nationally licensed pressure vessel engineers
located in Anchorage, Fairbanks, Juneau, and Ketchikan. This program consists
of two completely different areas.

In order for a manufacturer to fabricate a pressure vessel in the State
of Alaska, he must first obtain a certificate of authorization to apply the
cede symbol stamp from the American Society of Mechanical Engineers (ASME).
Prior to the issuance of the certificate, the society will request approval
of the fabricator's facilities from this section and ascertain that the manu-
facturer has obtained an inspection contract and is utilizing state engineers.
Fees for this service are set by regulation. The shop in question is visited
several times during the construction of each pressure vessel to assure that
the unit is being built according to the code. After successful completion of
the hydrostatic test, the engineer will approve the application of the code
symbol stamp and sign the data sheet indication to a prospective purchaser the
unit was built under State supervision to the construction standards of the
ASME code.

In addition to these duties, section engineers are required to evaluate
the condition of all operational boilers and pressure vessels. Boilers with
steam pressure in excess of 15 psig require two inspections per year. One is
given while the unit is in operation to check the function of controls, safety
valves and operator expertise. A thorough examination of all internal surfaces
is done during an outage that is convenient to the company. Low pressure boilers
and unfired pressure vessels such as air receivers, hot water storage tanks and
refinery components are examined externally on a biennial basis or internally
where construction permits. Upon completion of each object inspection, a com-
prehensive written report is sent to the Juneau office indicating whether or not
the unit is suitable for certification.

There are approximately 30,000 operational units in Alaska. Of these, appr-
oximately 30 percent are insured and inspected by licensed pressure vessel engin-
eers employed by an insurance company. These reports are sent to the Juneau
office for processing in the same manner as the state reports. There are approx-
imately 50 insurance field engineers licensed by the section to do business
in this State. These licenses are renewable annually.

Certificates of inspection are required in every work place; in every place
of public assembly, and in apartment houses containing six or more units. The
workload of the section is directly related to business growth within the State.
The Pressure Vessel Section is currently acquiring approximately 1,000 new
operational objects per year. At the current rate of business and population
growth, an additional engineer is required every 1.75 years to maintain the
current level of activity.

With the pipeline and related functions not taken into consideration, the
pipeline function in late 1974 brought a marked increase in the number of new
object inspections for every area except Southeast. Preliminary surveys indi-
cate 1975 will triple the work load in new Pressure Vessels alone, for example;
Air Receivers on drilling rigs, Heating Boilers in construction camps, Power
Boilers and related refinery components on the various topping plants on the
slope. A new refinery is planned for Fairbanks and a LNG plant in Kenai, not
to mention the pipeline Pumping Stations.

The national average work load for a field engineer is 1600 object inspec-
tions per year in a travel area of 100 sq. miles. There are presently two
Pressure Vessel Inspectors based in Anchorage. The static work load is in
excess of 3,000 objects per year, perman. There is one position in Fairbanks
with a static load of 3,500 objects. These three positions are required to
cover the entire State from Yakutat - Northward, an area and object count far
in excess of the National average. The static load does not take into consider-
ation new objects since 1970. New objects alone would exceed 4,000.'



In addition to State business, the section furnishes inspection service
to various departments within the federal establishment that do not employ
licensed engineers, e.g. the U, S. Department of Interior, U S. Army, U. S.
Post Office, U. S. Forest Service, Federal Aviation Agency, General Services
Administration, U. S Department of Health, Education and Welfare, U. S. Public
Health Service, and Atomic Energy Commission. Fees for this service are set by
regulation to compensate the State for time spent on federal property.

This expanding activity no only requires additions to the engineering
staff but clerical staff as well. The Pressure Vessel Technician position
is needed in the Juneau office to correlate incoming reports from the State
as well as the participating insurance companies.

The preceeding statistics may be verified by records in the Pressure
Vessel Section.



Joint Finance Committee
Intent
for
Sponsor Substitute for Senate Bill No. 606
and
Senate Eill No. 531

It is the Intent of the House and Senate Finance Committees that

the Department of Health and Social Services transfer $358,200 to
Contract Institutions in the Division of Mental Health from general
funds available in the Medicaid, General Relief Medical, or Assistance
Payments appropriations notwithstanding prior Legislative Intent
against transferring such funds.

$53,200 of such funds are to be granted to the Association of Retarded
Citizens of Anchorage in lieu of passage of Sponsor Substitute for
Senate Bill No. 606. $305,000 of such funds are to cover costs at

the Atascadero State Hospital, the Fairbanks Rehabilitation Center,
and the Association of Retarded Citizens of Anchorage in lieu of
passage of Senate Bill Mo. 531.

Chairman
House Finance Committee Senate Finance Committee



Joint Finance Committee
Intent
for

Sponsor Substitute fordSenate B ill Ho. 606
an
Senate B ill No. 531

It is the Intent of the House and Senate Finance Committees that

the Department of Health and Social Services transfer $358,200 to
Contract Institutions in the Division of Mental Health from general
funds available in the Medicaid, General Relief Medical, or Assistance
Payments appropriations notwithstanding prior Legislative Intent
against transferring such funds.

$53,200 of such funds are to be granted to the Association of Retarded
Citizens of Anchorage in lieu of passage of Sponsor Substitute for
Senate Bill Mo. 606. $305,000 of such funds are to cover costs at

the Atascadero State Hospital, the Fairbanks Rehabilitation Center,
and the Association of Retarded Citizens of Anchorage in lieu of

passage of Senate Bill Mo. 531.

Chairman
House Finance Committee Senate Finance Committee



COMM ITTTEE REPORT

1/29/76 SENATE
Mr.President: Date
The Committee on FINANCE has had | . SB 531
supplemental appropriation for mental health contract institutions
under consideration. A Majority of the members of the Committee

( ) recommends it DO PASS
( ) recommends it DO NOT PASS
( ) recommends it DO PASS WITHATTACHED AMENDMENT (S)

( ) recommends it BEREPLACEDWITH CSFOR AND THAT

CS FOR DO PASS

() "and"” vrecommends it BE REFERRED TO THE

COMMITTEE
) reports it back WITHOUT RECOMMENDATION
( ) "other™

Members signing the Majority report:

Members NOT concurring in the Major ity report:

recommends:

recommend s :

recommends:

recommends:

recommend s :

Chairman



COMM ITTTEE REPORT
**FINANCE**

SENATE
1/19/776

Mr. President: Date 1" zxX if (p

HEALTH, EDUCATION AND
The Committee on SOCIAL SERVICES has had SB 531
supplemental appropriation for mental health contract institutions
under consideration. A Majority of the members of the Committee
( ) recommends it DO PASS
( ) recommends it DO NOT PASS

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

( ) recommends it BEREPLACED WITH CSFOR AND THAT

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

Members signing the Major? ty report:

Members NOT concurring 1in the Major!ty report:

recommends:

recommends:

recommends:

recommend s :

recommend s

Cha i rman



1/19/76 _
. Health, Education
and Social Services and
Finance

BY
RE

THE RULE
UES

ULES COMMITTEE BY
T OF THE

IN THE SENATE Q GOVERNOR
SENATE BILL NO. 531
IN THE LEGISLATURE OF THE STATE OF ALASKA
NINTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act making a supplemental appropriation to the
Department of Health and Social Services for mental
health contract institutions; and providing for an
effective date.’
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. The cum of $305,000 is appropriated from the general fund
to the Department of Health and Social Services for mental health contract
institutions.

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

10.070(c).

SB 531
COMMITTEE COPY



JAN 16 1975

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

Dear Mr* President:

In accordance with AS 24.30.060(b) and the Uniform Rules
of the Alaska State Legislature, | am transmitting a
bill making a supplemental appropriation to the Depart-
ment of Health and Social Services for mental health
contract institutions. This amount will fully fund the
cost of care for persons in Atascadero State Hospital

in California and in state institutions for care of the
mentally retarded.

Sincerely,

Jay S. Hammond
Governor
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STAfe *
of ALASKA
5 6 N3
TO%
I FiILE
. January 6, 1976
DATE i Y
MiJvijaelOteiove, Budget Analyst
FROV: Division of Budget and Management SBET: Department of Health and Social
. Department of Administration " 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 Department ™ discretion”. At the present tinme,
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 APl 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/ Iw



STATE
of ALASKA

Toi firancis S. L. Williamson

Thru:

MOM :

From:

Commissioner
Department of Health and Social Services

DATE
Catherine Lloyd November 26, 1975

Deputy Commissioner
Administrative Management subject:  Supplemental Request:

Division of Mental Health
Jerry L. Schradej

Director
Division of Men 11th

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 Program:
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 ex—
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 APl has been 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
future.



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.

We anticipate:

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

expect the Security Unit at APl 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 $24.,300
Existing Appropriation:
14 patients, end of September 1975

Total expenditure 47,,521
Existing shortage 9/30 23,,281
October 1975 = atl4 patients 17,,919.,02
November 1975 = atl5 patients 19,,086.,45
December 1975 = atl7 patients 21,,631.,31

Sub Total 58.,536.,78
Total estimated short-fall, 6 mo. 8=,818.

IT 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,

$151,164.36
Estimated total short-fall for Atascadero FY 76. 232,982.36

B. Harborview Memorial Hospital

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 26x 1975

Page 3
Steam & Heat* $281,400
Space rental 22,000
Total 303,400
Appropriated 214,000
Short-fall Payable to Dept, of Highways 89,400
Total Supplemental Request: 89,400

*(Using average consumption of 3,310,830 gals, of steam condensate return
0 .085c per gal.)

JLS:CL:prv



STATE OF ALASKA
Dept, of Administration
Budget & Management Div.

REVISED PROGRAM

COST ANALYSIS SUMMARY

by BUDGET COMPONENT

SUPPLEMENTAL
CODE EXPENDITURE BY OBJECT
100 PERSONAL SERVICES
20 TRAVEL
300 CONTRACTUAL SERVICES
400 COMMODITIES
500 EQUIPMENT
600 LANDS. BUILDINGS. NON-STRUCTURAL IMPROVEMENTS
700 GRANTS, CLAIMS. SHARED REVENUE
800 MISCELLANEOUS

NEW CODE

INTER AGENCY TRANSFERS (INCLUDED ABOVEI

FEDERAL RECEIPTS

REQUIRED GENERAL FUND-MATCHING.,
OTHER GENERAL FUND

- INIfRAGENCY-TBANSFERS

TOTAL

OTHER:

TOTAL

PERMANENT FULL TIME POSITIONS
PERMANENT PART-TIME POSITIONS
TEMPORARY (FULL TIME EQUIVALENTS)

» -, Ly i '

02-1041 (Rovitad July, 1973)

(CURRENT FY)
*

FEDERAL
REQ. G.F. MATCH
OTHER G. F.

OTHER (SPECIFY)

agency Health

and Social Services
DIVISION

Mental Health

PRESENT AUTHORIZATION

14157

14157

1415.7

CATEGORY 03
PROGRAM 3?
SUBPROGRAM 02
ELEMENT
SUB-ELEMENT

REVISION
INCREASE. (DECREASE!

7.0
298.0

i 305.0

305.0

305.0

Heal th
Mental Health
Contract Inst.

AMENDED
AUTHORIZATION

13:5 ~
1707.2

j 1720.7

1720.7

1720.7



ALASKA STATE LEGISLATURE
NINTH | egislature SECOND Sessjon

SENATE . HILL N0531

By THE--RULES «COMMITTEE -I>Y..
REQUEST OF THE GOVERNOR

LAn Act making a supplemental
aPproprlatlon to the Department
DT Health and Social Services for
nental health contract
institutions; and providing for
an effective date.

supp. approp. for mental health
oontract- Lnat

Introduced in the Senate .1/19 me 19.TP.

L /5o tc

HISTORY IN THE SENATE

Read first time and referred
to Committee on

Health, Education and
Social Services and

RepORNBack with .
rec%m menda@w{@gt Y&ZSIS?.

Read second time and

PASS Effective Date
Yeas Yeas
Nays Nays
Abgent AbSent
Excused Excused

Reconsideration

PASS Effective Date
Yeas Yens
Nays Nays
Abgent Absent
Excused Excused

Reported correctly engrossed
Signed by President
Sent to House

HISTORY IN THE HOUSE

Read first time and referred
to Committee on

Reported gac.k wihh
recommendation that

Read second time and

PASS 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 Speakér
Réturned” to Senate

HISTORY IN THE SENATE

Received from House

Reported correctly enrolled

Sent to Governor

By Governor

irnor
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AUDIT DIVISION
POUCH ty— AIASKA CFFICE BUILDING

finance DIVISION
POUCH WF - S W E CAPITOL

BUDGET AND AUDIT COMMITTEE JUNEAU 99801

MEMORANDUM

TO: The Hon. Bill Ray DATE: February 10, 1976
Chai rman
Senate Finance Committee

FROM: Milt Barker SuBJ:  SB 531
Fiscal Analyst
Legislative Finance
As Ms. Debbie Staack pointed out, Contract Institutions received
$499,000 in Interagency Funds from Medicaid, and their General
Fund appropriation was reduced by half of this amount. Arguably,
under Sec. 13 of the FY 76 General Appropriations Act, Contract
Institution's General Funds should have been reduced the full
amount of the additional Interagency Receipts. However,
RP 76-142 was approved which permits an increase of $249,500
in Contract Institutions' total appropriation.
If the Committee now wishes the funds required under SB 531 to be
transferred from Medicaid, or several other areas, they are
available as indicated by the attached memo.

MBB/aef

Attachment



JaY S. HAMMOND, GOVERNOR

OFFICE OF THE COMMISSIONEK 1 POUCH H Ol - JUHEAU SSBII

January 30, 1976

Mr. Milt Barker
Financial Analyst
Division of Legislative Finance

Dear Mr. Barker:

Pursuant to a verbal request by the House Finance Committee during a meeting
on January 22, we have prepared the enclosed summary of projected June

30, 1976 balances for all BRUla in the Department of Health 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,



FY 76iProjected Year-Bnd Balances
per December 31, 1975 Forecast

(; F Remarks

Psm*gct Request Unit Ar.nunt

Special education Grants - -

AMU Cursing Grant *—
Public Health Mursing (35. 9 Supplemental request for 25.0 submitted / _
/ /e f.c /70J f*f
Community Health (27.5) Supplemental request for 13.5 submitted/
Environmental Health (2.0)
Child j Family Health 36.9 77 . F Balance to be totally offset by filling Medical Director & PUN-Super—
visor positions and resulting clinics
llaboratcries 18.9 £f7.? Filling of vacant positions will reduce projected balance to zero
[Health Program Support 7.6
[Certification & Licensing 16.8 Federal funds available only in this BRU
~/
|[Public Health Administration 28.8 Filling of Director, Deputy Director and clerk position will utilize
all projected lapses
Ivital Statistics 6.2 41 i
|/Haska Psychiatric Institute (73.7)
i c> y'/
[eearborvice Memorial Hospital (55.3) Supplemental Request  for 39.4 submitted >J 0 - -
ICor.tract Trestitutions (304.5) Supplemental Request  for 305.0 submitted * L
Istate operated M.il. Centers (15.3) Supplemental Request  for 23.3 submitted

|tom-:r_ity Operated M.H. Centers

M_H. Administration F Support (30.8)



Program Services
hlcantra

rocial Services
KdniniSLr3tior. <@ Support

Htaff development

Idull ".orfin**mcnt
[Juvenile Cenfinement
Probation | Parole
Adrin. c Support
Medina id
General P_elicf Medical
Assistance Paynents
IllvizHity Iclerrdnation
Pvblic Assistance

Administration

P;;Pf--Avrin i. Support j
‘-mliirv Control/Collection
Orficc- on “"mwinc

; ruppert Zn*orccment

(268

10.

(184

(15.

271.

14.
(62.

(51.

1,023.

1,581.

637

27.

15.

.2)
*'!
1 /A-
.6) plus (49.1) =

.8 |t

3)

3 /NV* ;
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ANALYSIS OF SENATE BILL NO. 531

For an Act entitled: "An Act making a supplemental appropriation
to the Department of Health and Social Service

for mental health contract institutions; and
providing for an effective date.™

Section 1 is a new section which provides for appropriation of
$305,000 from the general fund to Department of Health and
Social Services for mental health contract institutions.

Section 2 is a new section which provides for the Act to be effec—
tive immediately.



POINTS OF VIEW ON BASIS OF NEED
FOR SUPPLEMENTAL APPROPRIATION

Legislative Intent to Fund Workshops at Fairbanks Rehabili —
tation Program and ARCA

Justification

The FY 76 Free Conference Committee Report included a state—
ment of legislative intent which affected this Budget Request
Unit.

The work activities programs of the Fairbanks Rehabilitation
Association and ARCA are to be fully funded from the appropri
ation. At $20,000 and $45,000 respectively, with the remain—
ing funds allocated at the Department®s discretion.

The Department views this as a requirement to fund these pro-—
grams, although they were "not approved” for inclusion in

the Governor®s budget request. No additional funds were in—
cluded in order to implement the intent. Transfer of funds
from other budget request units to provide for these services
is not possible this year as there are no available funds

from the Department, per Budget and Management memo of
January 6, 1976.

Rebuttal

The following is an analysis of the process by which the
FY 76 appropriation for the Contract Institutions Budget
Request Unit was made.



Dept.1s
Program Request

Frbks. Rehab—
ilitation Ass.

Hope Center 299,380
Residential

Hope Indus— 0
tries

ARCA

Workshop 64,693
Program

Activity 45,174
Center
Program

TOTAL FOR $1,114,300
ALL CONTRAC—

TUAL SERVICES

(INCLUDING

THE ABOVE)

REMAINDER FOR
DEPARTMENT®"S DISCRETION
OF TOTAL GOVERNOR®"S REQUEST

$984,000 or 93.8%

Gov."s
Budget

$ 299,380

64,693

$1,049,100

Legis.
Intent

NO
MENTION

$20,000

NO
MENTION

45,000

$65,000

Free
Conference
Committee

NO
REDUCTION
FROM
GOVERNOR"S

REQUEST

$1,049,100



The Legislature only channeled 6.2% or $65,000 of the total
appropriation through its intent. Legislative intent clear—
ly stated that the $65,000 was earmarked for ARCA and Fair—
banks Rehabilitation Association and the "remaining funds
allocated at the Department®s discretion”. The original
budget request had included funds for ARCA and the Fairbanks
Rehabilitation Association, and the intent appears to have
been added to insure the channeling of funds to those agen—
cies. The legislative intent was merely stating a readjust—
ment of funding designations. Basing a supplemental re—
quest on the legislative intent appears to require additional
justification.

Funding Shortage at Atascadero State Hospital for Mentally
Disordered Offenders

Justification

The Division of Mental Health was originally budgeted for
9 patients for 3 months of care for mentally disordered

offenders. The numbers and severity of these type of of—
fenders require treatment costs beyond the FY 76 budgeted
amount. Current patient loads of 14 far exceed the pro—

jected 9 patients for the fiscal year.

The Department anticipates the psychiatric security unit
at APl to be open on April 1, 1976, because of a delay due
to unavailability of certain supplies. The unit will not
be able to provide care for all the mentally disordered
offenders referred by the courts so care for some of them
will be contracted to other facilities.

Rebuttal

A.  Availability of Funds from APl Psychiatric Security Unit

The contract institutions budget request unit was funded

at the level requested by the Agency. That request included
9 persons care for only 3 months or FY 76 at Atascadero, in
anticipation that the Psychiatric Security Unit at API



would be opened for ID months of FY 76. The Legislature
seeing that the construction project for the Psychiatric
Security Unit had not gone to bid by May 15, 1975, re—
duced the appropriation to that unit. It was anticipated,
as stated in legislative intent that the unit would be

open for only 6 months, therefore a reduction in funding
for staff and other necessities seemed in order. The
legislative intent also stated that a supplemental would be
considered necessary if "early completion necessitates
greater funding™.

Therefore, the Department received the following funds for
mentally disordered offenders:

Total
Institution Months of Care Appropriation
Atascadero 3 months $ 24,300
Psychiatric Security Unit 6 months $218,200

The Legislature appropriated funds for 9 months of care
(3 months at Atascadero and 6 months at APl Psychiatric
Security Unit) . 3 additional months of service were re—
guired for these patients, but appear to be unfunded.

The Psychiatric Security Unit is now scheduled to be com—
pleted by April 1, 1976, due to delays caused by construc—
tion problems. Basically this unit will be able to provide
maximum of 3 months of service during FY 76, instead of the
6 months as was previously anticipated. The Department
makes no mention in its"justification of the use of the
extra funding. Projected excess of fund at Psychiatric
Security Unit due to delayed opening would be approximately
$103,700 for FY 76. (See Chart A)



