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o Tom"

Io: Safety Manager

DR. WILLIAM H. OLSON
“P.Q, Box 709

101 2nd S§t. SE
Pipestone, MN, 56164

ph.# (507)825-5403
Fax & (507)825-6413

FroM Mavis..Office of Dr.. Glson

TAX 562-6800

PAGES 4

HONE 507-825-5403

DATE 06-23-08

‘£ Emmanuel Gonzales Colon -

cC

__ URGENT , _ FOR REVIEW

*COMMENTS :

__FLEASE COMMENT  _ PCEASE REPLY __ PLEASE RECYCLE
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Referral for Medical Treatment Report to

Employer
BLEELOM o p y
S.R.C. - Pipestone, MN U.S.A. J
Employee Name: _ "2 v ¢ 0 o fag Fony Date of Injury:

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the Health Care Frovider who completes this form o releage any
information to The Suzlon Rotor Corparation which substantiates, clarifics, or elaborates on my fitness for duty.

/ - 3-3-9&

DL \_CVL Emp uy;:c Signature — Date
Yy ' Osal
Mediesl Provider mm - DatelTimeoprpt:c_s- ~-3-0% . at / 35 /ﬂn

ALL WORKERS' COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's “Progress Notes™ for treatrmant. Social Security Number is recommended. Mail all ¢laims for payment diractly to:

Wausau Insurance
PO Box B016
Wausau, Wl 54402

1-877-870-1542

Incomplete billings or those mailed directly to Suzlon Rotor Corparation may result in slow payment processes.

Diagnosis: / /"v"/éf\ /kmﬂft,é,//w/ﬁiﬂmj;’/ .:.%WM Non-wor /rf)ited 7.
,oudf/bt W/iﬁm«vﬁc’%:’té/ﬁwlésf%él Wmﬁ ;7 My “’“Z’M"ﬁmf;ﬁ te:}:ln;r}’em
Treatment Plan: jf“-‘ﬂf WW/Z‘(M er” /f@’ o7 "éfmw{% W%ﬂf related 7

by (R

RETURN TO WORK7 \/With No lei[aﬁons Date: 7."'- ?/@f /{32&4}1.

(Suzlon rotor Corp. has an active return-to-work program. Most temporary restrictions can be
accommodated. Flease call 507-562-6700 if you have any questions regarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: To:
RESTRICTED WORK: Duaration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting: Maximum lift; 10lbs 20lbs 30Ibs 40lbs 50lbs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-5lbs ___ 5-10lbs 10-201bs 20-301bs 30-40
Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):
Restricted use of hand: ___ Right _ Left = NoUseor __ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other:

Next Appt. Date / Time: 6/ / szf Provider's Comments: _Mr\)é Cerr
=0 M @ M W MM M/J//(Maéﬂ&
Meécal Provider Signature: ’% Caat W / 6‘{‘—%:’ / ﬂ S Date: f’/h/ LS

F:HR:07 Rev Num:1l Rev Date: 23-AUG-2005
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ADA Dental Claim Form

HEADER INFORMATION Page 1 of 1
1, Typa of Trangaction (Chack il applicadle boxes}
Statement of Actual Services - OR - [ ] Requast far Fradatarmination/Preactharization
[[] epsoirrite xix
2 PredatedminativiyPraguinorizalion Numbgr PRIMARY SUBSCRIBER INFORMATION
12. Name [Last, First, Middie Initial, Suftx], Addrass, Clty, Stats, Zip Cods
PRIMARY PAYER INFORMATION Colon, Emmanuel Genzales
3. Name, Address, Cty. State, Zip Coda 1218 Foyrth Ave
Wausau insurance Worthington, MN 56187
P.O. Box 8016
Wausau, WI 54402 14, Date of Birth (MMIDIDICCYY) | 14, Gander 15, Subscibar fdantiior (35N or (D#)
10/17 /1983 X]m [JF |SSN:581-95-8626
OTHER COVERAGE 18. Flarn/Group Number 17. Employér Namg
4 Othar Denlal af Madical Covaraga? Mo (Sl 5-11) [ Jres complate 5-14) worker's compensatio Suzlon
5. Subscribar Namg (Laat, Firgl, Middle Inkial, Sutiix) PATIENT INFORMATION
18. Relationship to Primary Subsoribar {Gheck applicabla Gox} 19. Studon Status
6. Daim of Birth (MM/ADDICCYY) ] 7. Gendar 8. Subacriber Idontlar (5N or I0%) [xser []spousa [ Jnependentchid {]Qwer [Jrrs  [Jevws
F
DM D 20. Nsma {Last, Firet, Middie Inttizl, Sutfi) Address, City, Stats, Zip Code
8. Plan/Group Number 19, Relrtignship to Primary Subacriber (Check applicabls box)
[Jsar  []spouse |[“Jepancent [ other :‘:;:%"%E":{:i"ual Gonzzles
gu Ve,
Caarri , A4 , Zi A
11, it Canrier Name, Adarass, City, State, Zip Code Worthmgton, MN 58187
21, Date of Birth (MM/DD/CTYY) 22. Gendgr” 23. Patient IDfAcoount # (Assignad by Danliaty
10717 /1983 M [jr-'
RECORD OF SERVICES PROVIDED
24. Procedure Date (208 128 4 97 oo Number(s) 28. Tooth | 29. Procedura .
[(MM/DDICCYY) Caulty [System ar Latter(s} Surfage Code 30. Description 31 Feg
1 04/01/2008 JP | 8 02751 CROWN-PORCELAIN FUSED TO PREDOM. METAL 776|100
H 04/01/2008 JP 9 D2950 CORE BUILDUFP, INCLUDING ANY PINS 177100
3 04/81/2008 |9 03310 ANTERICR (EX. Final Restoration 366|00
4
§
-]
7
g
2
10
MISSEING TEETH INFORMATION Parmanant Frimary A7, Othor
Foa(g)
1 2z 3 & 8
34, (Place an ‘X’ on gach mizaing loclh) s L. 8198 0 1 12 131415 6| AR CDEIJF G H I J
32 3 30 29 268 27 26 26[24 23 22 24 20 18 18 12| T S R G P|O N M L K 33.T°t=1F=n| 11313140
35, Remarks ~ Pz
Toca VUL guimin TS era < cF BT
AUTHORIZATIONS ANCILLARY CLAINVTREATMENT INFORMATION
36,1 have baen informad of the (reatment plan and associated fegs. | sgrea to be rasponsible for all 38. Place pf Treatment (Che=ck applicable tox) ag, :agmgsr rﬁ;JE%crE?um:.‘(?u o SQJ"
charges for dertal servicas and mgtanials nNot paid by my dental banefit plan, unfess prohibited by law, ﬂ['ﬁﬂ_ﬁ ) odale
the Waatirg dentist or tﬁunml practice hes a contrachss! agremment with my plan prohibiting all or 8 ponf,:-. [xJeroviders ommies I:] Mospitat [ fECH [Jotner
of such chames. To the extenl parmitted by faw, 1 congent ko yeur use and disclosire of my protactad . .
haalih information ta camy out paymant Activitles in connedtion with this clm, 40. 1= Treatmant for Orthodonticn? 41 Date Appliance Placed (MMIDD/CCYY)
Ho (Skip 41-4 Yo {Complete 414
1% Emmanuel Gonzales Calon Signature on File_04/01/2008 [X]Ho (swp 4142y []ves (Comptern 4142}
Patiant/Guardian signafure Duta 42 Months of Treatment| 43, Repliacement of Prosthesis? {44, Date Priar Placement {(MM/DDICCYY)
Rematning D No DYH: {Complote 44)

37 1 hergby authorize payment of the dental bansfiis otharwise payable o me, dicactly 1o tha belew hamad
45. Trealmant Rasuiting from {Check applicabla box)

dontist or dental entity.
x Emmanuel Gonzales Colon Signature on Flla 04/(1/2008 [Joccupationat ilkessfinjury [ auto secider [DJotrer acsiaent
Subsaribar signatra Dste 45, Date of Accident (MM/DDICCYY) I 47. Aute Accident State

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

SILLING DENTIST OR DENTAL ENTITY (Laave blank If dentiat ¢r dantal ankity I8 not submitting
53. | harehy certify that the procedunos s indicatad by date are in progress (for procadures thel reguine

clzim on bahall of the patient or insurgd/subscriber)

48, Nama, Addrasg, Gy, Sigta. Zip Code :’:‘Ud“!:\‘t:::j’“;)ugi‘:;‘}zrbﬁl:n U:T:;::‘C: :Br.[d that the fess aubmittad are the actusl feas | have chargod
Dr, Wiitlam Olgon X William Olson, D.D.S. D4&/01/2008
P.Q. Box 709, 101 2nd. Streat S.E. Signed (Treating Danist) Date
Pipastone , MN 56164 54, NFI 1144399981 £5. Licanse Numbar 5798

S6. Addrmss, City, Stata, 2ip Coga 564, ;;g,vgg;e 1223G0001X
43 NPt 80. Licansa Number S TN P,0. Box 709, 101 2nd. Strest S.E,
1144359381 6796 SIN ; A76-4B.7544 Plpestone . MN 56164
°% e (507) 625-5403 52 eer 1O  mmee (807) 8255403 | 7 padlensl
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ADA Dental Claim Form

P1PESTONE DENTAL CEN PAGE B4

HEADER INFORMATION

Page 1 of 1

1. Type of Tranzaction {Check all applicabte boxes)
Statement of Actun! Servicas - OR - [:] Requag for Predatermination/Praauthorizelion
{ ] epsoTming i

2 Prudetonminaton/Preauthorization Numbar

PRIMARY SUBSCRIBER INFORMATION

12. Nama (Last, First, Middlg Initisl, Suffix), Address, City, State, Zip Cote

PRIMARY PAYER INFORMATION

Colon, Emmanuel Gonzales

3. Name, Address, City, State. Zip Code

Wausau insurance
P.Q. Box B016

1218 Fourth Ave.
Worthington, MN 56187

Wausau, WI 54402

15. Subscibar [dentitier {35N or ID#)
SSN.681-95-8526

14, Gandar

xj» [ e

13. Data of firth (MMIDDICCYY)
10717 /1983

QTHER COVERAGE

16, Plen/Group Numbar 17, Employer Name

4. Other Denlal or Madical Covarage? E No [Skip 5-11) D Y85 (Complate 5-11}

worker's compansation | Suzxion

9. Subscriber Mame (Last, First, Middla Initia), Sutfix)

PATIENT INFORMATION

18, Ralationship to Primary Subscriber (Check applicatile box) 19, Sludenl Staitus

§. Date of Bith (MMOD/GCYY) 7. Gender 8. Hubscriver identifier (SSN or IDK)

[X]ses [Jspouse D Dapendant Child [ Othar Orrs [Jers

L__]M [

208. Name (Last. Firgt, Migdle [ntitial, Suifix} Addmss. City, State, Zip Coda

10. Relatonship to Primary Subseriber (Chack applicabla box)

I:] Jelt [:] Spousg D Deapendent D Ethar

&, Plan/Groyp Numbear

Colon, Emmanyel Gonzalas
1218 Fourth Ave.

1% Qthar Carer Nama, Addrass, Cly, Stale, Zip Code

Worthington, MN 56187

22. Gender ~ 23, patient IDiAceounl # (Assigrad by Dentist

[x]m [T*

21. Date of Bith (MM/DB/CCYY)
10 /17 /11983

RECORD OF SERVIGES PROVIDED

24, Proceura ppte. |25 Areal 26, 27 Toolh Numbas( 28, Toath
(MMIBDICCYY) | Savis [syaram or Lettrger Suten | 2 o 30. Dasaription 3. Fee
I 03/31/2008 JP DO14G LIMITED ORAL EVALUATION-FROBLEM FOCUSED 48100
d 03/31/2008 JP g Do220 INTRAORAL-PERIAPICAL FIRST FILM 20000
3 03/31/2008 JP 0 DO230 INTRAORAL-FERIAPICAL-EACH ADDITIONAL FIL 16|00
4 0373172008 JP DO4a0 PULFP VITALITY TESTS 37{00
5 0373172008 JP 8 MIFL 02335 RESIN-FOUR OR MORE SURFACES, ANTERIOR, 193{00
6
k4
g
g
10
MISEBING TEETH INFORMATION Parmanemt Pimary 32 Othar
39, {Fisca 81 X o sach missing toomy |—2e 34 8 6 7 8% 10 11 12 13 14 15 6| A B € 0 E|F G w14 Featt)
J2 31 30 20 20 27 28 35124 23 22 1 20 49 i@ 17| T 5 R G P IO N M L K [33TotalFeel 315|100

35, Remarks N .

?://é N R Ve P R R SRR ’}'\-Q'e/;n-‘"f fer -/{({/(
ALUTHORIZATIONS ANCIELARY CLAIMITREATMENT INFORMATION

3&.1 have baan infarmaed of the traslment plan and associated feea. | agres to be rasponsible for ai
charges for dental services end maladals rot pald by my dontel benefit plan, urioss pronibied by law. or
ihe treating dentiet of dantal practice has a contractual agrerant with my plan prohibiting all or & portien

38. Place of Traatment (Check applicable box)

Pravidar's Ottice [ |Hospital [_]ECF [ Jother

39, Number of Enclosires (00 lo 93(}

Rydiograph(s) Dra[lmafe(:) M a%ﬂ

of such charges. To Ite axtant permitiad by law, | cansent te yaur usg and dischesure of my protected
health infarmation (o carry out peymant activitias in connaclion with this clgim,

40, I= Trgatment for Orthadontics? 41, Date Appliance Placed {(MMDDICCYY)

X Emmanuel Gonzalex Calon Signature on Flle 03/31/2008
Patisnt/Guardian signatira Diata

E Mo (Skip 47-42} D‘ma {Complaia 41-42)
42. Morths of Treatmanif 43, Reglacament of Prosthosis? | 44, Date Priar Placamers (MMIDDICCYY)
Ramalning [:l No DYH: {Compilate 44)

37.1 haraby aulhot(2e payment of the danlal benefits othervize payatia to ms, diracily 1o the below named
genlist of dental antity.

x_Emmanue! Gonzales Colon Signature on File 03/31/2008

45, Treatimant Rasulting from (Chetk applicable box)

I:lorx:upalional illneasfinjury [:]Autu accident D Qthar gocigent

Subscripar slgrature Crata

46 Data of Accidant (MWDDICCYY} | 47. Auto Actident State

BILLING DENTIST OR DENTAL ENTITY {Laavs tlank if dentist o dental etity is not submBting

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim on behaff of he patisnl or insurad/subseariber)

53. ) hersby certify that the procaduras as Ingicated by @ats 2ra (N prograss (for procedures that raguire
muitipla vislts) or have basn complatad and that the fees submitted &re the aciual fe9s | have chamed

48. Name, Addrees, City, State, Zip Code

Dr. William Qlson

and intend to collect for thoa= procedures.

P.Q. Box 709. 101 2nd. Sireet S.E.
Fipastone , MN 56164

X__Wiliiam Qlson, D.D.5. 03/31/2008
Sigrad (Treating Dentist) Cate
i NP1 1144200981 55, Licensg Numbaqr 6796

58A. Pravider

Specialty Codg 12236G0001X

56 Address, Cily, Slate, Zip Codo

49 NPl 50. Lk Numb 1. 38N or TIN
1144399581 G;;nﬁw i | TIN: 411227567 P-0. Box 708, 101 2nd, Street S.E.
T Ao kT 8dd P_lgestune N 25164 55 Addional
= . ‘ n—
2 e (507) 8266407 oo, 7 e (507 ) 825-5403 Jddtianal




