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[T Prea PoAl Ll
1. MEDICARE MEDICAID TRICARE CHAMPYA OTHER} 1a. INSURED'S LD. NUMBER {For Program in item 1}

D(Med:care # D (Medicaid # D (Sponsor's S5N) D (Member fD#)D ety

LTH PLAN
oriD)

FECA
BIKLUNG
|:| (SSN)

709485628

NICKEL, CATHY, A

2, PATIENT'S NAME {Last Name, First Name, Middle initia)

3. PATIENT 8 B}RTH DATE SEX
Mt DR

09 14! 1960 1 f[A

4. INSURED'S NAME {Last Name, First Name, Middle Initial}
SAME

5. PATIENT'S ADDRESS (No., Street)
606 3RD ST SW

6, PATIENT RELATIONSH]P TO INSURED

sei| X] Spouselj Chi!dD therD

7. INSURED'S ADDRESS (No., Street)
606 3RD ST SW

CITY STATE | 8. PATIENT STATUS
PIPESTONE M single [ ] Maried [:] Other
ZIP GODE TELEPHONE (Inciude Area Code)
Full-Time Part-Time
56164- ( 507) 5623700 Employed || suent | Swcem |

CITY STATE
PIPESTONE M

ZiP CODE TELEPHONE {Include Arsa Code)
56164- ( 507 5623700

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

10, IS PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a.0THER INSURED'S POLICY OR GRCUP NUMBER

a. EMPLOYMENT? (Current or Previous)

YeES |___| NO

b.OTﬂER INSHRED'S DATE OF BIRTH
MM, ;
L | «[]

SEX

a, INSUREL'S DATE OF BIRTH SEX
MM} DD | YY

09 14! 1960 Ml ] dE

7
b. AUTO ACCIDENT? PLACE (State)

FD DYES NO L

b, EMPLOYER'S NAME OR SCHOOL NAME

c. EMPLOYER’S NAME CR SCHOOL NAME

c. OTHER ACCIDENT?
o

D YES

¢. INSURANGE PLAN NAME OR PROGRAM NAME
COMMERCE AND INDUSTRY ING CO

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[hves [ dno

If yes, return to and complele ilem 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autherize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party wno accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ——————— | <— CARRIER —>

(o) 200 T - N\

SIGNED DATE

& 1568460772

below,
sicnep  SIGNATURE ON FILE DATE sonen | STGNATURE ON FILE v
14. DATE OF CUIRHENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR S!MILAR ILLNESS. | 16. DATES PATIENT LUNABLE TO WORK IN CURRENT OCCUFAﬂON A
MM DD YY % WNJURY {Accicent) OR GIVE FIRST DATE MM DD | MM DD, YY MM [ DD YY
03 012007 PREGNANCY({LMP) i ' FROM i i TO i ;
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSF‘lTAL}ZAT!ON DATES HELATED TO CUF\I\E}E,NT SSFWICES
SCOTT A LOCKWOOD MD o NPl 1508806704 ROV || 01
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[lves o |
21. DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Refate items 1, 2, S or 4 to ltem 24E by Line) 22. MERICAID RESUBMISSION
COLE ORIGINAL REF. NO.
722 73 Y B
23. PRIOR AUTHORIZATION NUMBER
2. L
24. A, DATE(S) OF SERVICE B. C. D, PROCEDURES, SERVICES, OR SUPPLIES E, F. G. H. 1. J. =
From PLACECF {Explain Unusual Circumstances) DIAGNOSIS oA el o RENDERING o
MM 2D YY Mivi DD YY SERVCE | EMG CPT/HCPCS F. i ) MODIF_l_E_H POINTER 3 CHARGES LNITS Plan | QUAL. FROVIDER ID. # E
T BT S N BE
P Do : E : =
05 15108 | o5 1sios | 22| | 62311 | f i1 | 649 001 | N o
g — e 5
osi 1508 | osl15i08 | 22| |77003 | 26f 1 1 |1 | 80 061 | N =
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25. FEDERAL TAX LD NUMBER SSN EIN 26. PATIENT'S ACCOUNT NOC. 27. é?CEﬁEIQ§SIS%§M§N‘? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
460418791 L 319433 NO $ 720 00 3 Lo 720 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 2. SERVICE FAGILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( 50 é 338709 8
INCLUDING DEGREES OR CREDENTIALS AVERA MCOKENNAN HOSPITAL
( certify that the statements on the reverse ANESTHESIOLOGY ASSOCIATES, IN
Jy fo this bill and d i th f.
Sngv 0 sttO?K:;eof’g; ap!j;j eraot} 800 E 21ST STREET PG BOX 2756
T SIQUX FALLS SD 57105 STOUX FALLS SD 57101-
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N 2 1277622215 [P M
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Patient: NICKEL,CATHY A

McKennan Hospital DOB: 09/14/1960 F/47
and University Health Center Acct: MK0001418923 MR: MK(00808186
800 East 21% Street Adm: 05/15/08 Dsch:
Sioux Falls, SD 57117-5045 Loc: MK.OP.PAIN Rm: Status: REG CL!

P#: 605-322-8000 F#: 605-322-8100 Attending: Lockwood, Scott A MD

OPERATIVE REPORT

DATE OF PROCEDURE
May 15, 2008

SURGEON
Scott A Lockwood, MD, Anesthesiology

INDICATIONS

Patient comes to the pain clinic today for an injection for low back and leg pain. She recently
saw Dr. Smith. Patient underwent a microdiskectomy one year ago by Dr. Benson, had been
doing very well up until recently when her current pain developed. MRI scan does show, at the
£ 5-S1 level, a left central, two foramen disk protrusion with scar and granulation tissue
surrounding the left 31 nerve root. Physical examination does reveal pain and tenderness in the
lower lumbar spine. | agree with Dr. Smith that it is reasonable to proceed with an epidural
injection today.

PROCEDURE
Left L5-S1 paramedian epidural injection.

DESCRIPTION OF PROCEDURE

Under strict sterile condition, after Betadine prep, and using fluoroscopy as guidance, 18-gauge
epidural needle was placed in the left paramedial epidural space of L5-51. Needle placement
was verified using flucroscopy from an AP lateral view. Injection was first made by injecting a
small amount of radiographic dye, which did show a nice epidurogram. Injection was then made
by injecting 7 cc of preservative-free saline containing 80 mg of Depo-Medrol. There was no
paresthesia or CSF on needle placement and/or injection. She tolerated it well. She will be
followed on a p.r.n. basis.

Voice ID: 1163195
Meditech report ID number: 0518-0172 Facility: MCK/MR
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Avera

Patient: NICKEL,CATHY A

McKennan Hospital DOB: 09/14/1960 F/47
and University Health Center Acct: MK0001418923 MR: MK(00808186
800 East 21 Street Adm: 05/15/08 Dsch:
Sioux Falls, SD 57117-5045 Loc: MK.OP.PAIN Rm: Status: REG CL|

P#: 605-322-8000 F#: 805-322-8100 Attending: Lockwood, Scott A MD

OPERATIVE REPORT

Scotit A Lockwood MD
ANESTHESIA
ANESTHESIOLOGY ASSOCIATES
800 E 218T ST

SIOUX FALLS, SD 57105
(605)338-7098

cc: Lockwood,Scott A MD; Smith,Craig M MD
D: 05/15/08 1217 Lockwood,Scott A MD
T. 05/18/08 0612 AXO

Meditech report ID number: 0518-0172 Facility: MCK/MR
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