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SUZLON ROTOR 0100
WAUSAU INSURANCE
0 2P0 BO 801is
HEALTH INSURANCE CLAIM FORM WAUSAU WI 54402
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
T PieA PICAT T T
1. MEDICARE MEDICAID TRicAgE. CHAMPVA FECA OTHER| 1a. INSURED'S L.D. NUMBER {For Program in ltam 1)
D (Madicare #) |___| {Medicaid #) D Eonors 55N) D {Member ID4) D peoy gﬁg)mz\f v gy 1831092686
2 PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENT'S BIRTH DATE SEX 4, INSURED'S NAME (Last Name, First Name, Middle Inital)
MORALESDECORKE MARIA G s . e 19 5 SMD F MORALESDECGRNE MARIA G
5. PATIENT'S ADDRESS {No., Street) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Straet)
811 QMAHA AVE Seif SpouseD Chi\dD OlherD 17 11 S50 HWY 75
CITY STATE | & PATIENT STATUS CITY STATE
HORTHENGTON MN Single I:I Married D Other D PIPST ONE MN
ZIP CODE TELEPHONE (Include Area Code) ZIP COBE TELEPHONE (Include Area Code)
56187 (507) 343 2024 empoyed || e || e ] 156164 (507) 343 3024

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initiaf)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHEH INSURED'S DATE OF BIRTH

1 MD

c. EMF‘LOYER'S NAME OR SCHOOL NAME

SEX

]

10. 15 PATIENT'S CONDITION RELATED TO-

a. EMPLOYMENT? (Current or Previous)

YES D NO

7
b, AUTO ACCIDENT? PLAGE (Stats)

DYES NO

c. OTHER ACCIDENT?
]

D YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a INSUHEILP\):;S DATE OF BIRTH SEX

! DD% YY MD FD

b, EMPLOYER'S NAME OR SCHOOL NAME

£, INSURANCE PLAN NAME OR PROGRAM NAME

SUZLON ROTCOR

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION — - | <— CARRIER —}-

NG GTHER COVERAPE !:' YES A NO If yes, return to and complete item 8 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURELYS OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENTS DR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necassary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemment banefits either lo myself or to the party who accepts assignment services descrined below.
belor. 2 TGNATURE ON FILE D&1008 PAY SUBSCRIBER
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAF: ILLNESS. | 16. DATES PATIENT UNABLE TQ WORK IN CURRENT QCCUPATION A
MM o DD Y % INJURY (Accident) OR GIVE FIRST DATE MM | DD Yy MM DD, YY MM DD YY
0Ol: 301 08 PREGNANCY({LMP) i : FROM ! ! TO ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 172 18. HOSP&T&I&‘IEZATIEB DATES BELATED TO CU\?I\I’?ENT SEHVLCESY N
. ——t e T RS AT R AT T T T T T i | T | |
RTCHARD D SUDMEIER MD e ine] 1194820811 FROM l ! 10 ! !
19. RESERVED FOR LOGAL USE 20. QUTSIDE LAB? % CHARGES
D YES ﬂ NO }
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY {Relate items 1, 2, 8 or 4 to ltem 24E by Line} 22. MEDICAID RESUBMISSION
| CODE ORIGINAL REF. NO,
715 30 a .
23. PRIOR AUTHORIZATION NUMBER
N al
24. A, DATE{S)OF SEHVECE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H . J. brd
From PLACE OF] (Explain Unusual Gircumstances) DIAGNOSIS A ERc S RENDERING ]
MM DD YY MM DD YY |sEAVICE| EMG | CPTHOPCS | MODIFIER POINTER $ CHARGES UNIFS | Pan | QUAL PROVIDER ID. # ;-4-:
- I I ‘ | | ) N ._m7iigw—____w“;77“.§
otl3clo8] | | l11] |es213 | | | 1 ! 81 .00! 1 e &
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25, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S AGCQUNT NO. 27. c‘?%?ﬂsﬁﬁ?%@?ﬂ?w" 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
N A ~ 4 " H | i
460224743 [J[X 63469861-10 Dves [Zlwo s 81 00 |s i00js 81 j00
31. SIBNATURE OF PHYSICIAN OR SUPPLIER £ 32, SERVICE FACILITY LOCATION INFORMATION 3, BILLING PROVIDERINFO & P [ DO 1) 372 2321
INCLUDING DEGREES OR GREDENTIALS . - i o R ———
(I certify that the statements on the reverse AVERA WORTHI }T\EGTON SP.‘Z‘.:C.LALT AVERA WGRTHLI\QGTOI\I SPECIA ALTY CL
apply to this bill and are made a part thereol.) 508 TENTH bTR‘ﬁET 508 1 OTH STREET
RICHARD 0 SUDMETER MD WORTHINGTON MN 56187-2343 WORTHINGTON MN 56187
sones 041008 DATE = 13069398086p 1306339808p v
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A , /- Worthl - - -
Medp (o I {’.fcbwe_;t{q?r,ry S N 266/
Name Parent History No.
Date
. - I_ .- -
/2408 pogror_ L5 Nuwse_| & Age %9 w — aywr J¥L _ BP G/ p0 (Regs 1o
P Temp_ = Drug inolerance__ ANOA Smoke A~ Pain lavel today 1-10__
Interpreter _ _ e———— )
‘ e € AL l
\I Las Sme As /o8
_ i - e - . R } )
Patient Name Lo oy o AICNNAD  Medical Rgeord o1 olleT—=2

_. Setup appoinmment to see=r WNGEITSS
to De seen at > - on =

- - (date)
_  Referring Dr. SM\M
[msurance referral needed - Y _ £
—  Release information done - Y N T
- : nitials
|
1/22/08 Maria Morales Decome

work. She does not feel she can go

Q: Mo tendemness. Decreasad range of motiorn. of the shoulder.

Her glycosylated hemoglobirt is up. Lipids are safisfactory-

P: Do some physical therapy and see again in 3 months.

Specialty -
at 1O%en

§: 49-year-old with type 1] diabetes. She has besn taving a lot of pain in her 1 .
pack to work yet. She has been using a sling from tmme to time on the arm.

A 1, Type II diabetes mellitus, 2. Shoulder ard am pant

{time}

SQLM_/ Date | —So—0D

MR#07-26-67

arm on the right for which she has been off

" n/'i/
R

.

Richard D. Spdmeier, M. D. -

RD5:sks T-1/23/08 D:1/22/08
) 258 KD Lo G s = Py Dalee T 50

:7'['%; éé,_zz)%q//

4
j

%chpr
P

05 wuse [IC aAge YT i T MW ¥G
ég Temp_— _ Drug lntolerance A Smoke A0 Pain level tode 1-10

/%2 pm

Chief Complaint: Right shoulder pain.

History of Present lllness: She has been having this p

Dlan: Advised to continue with physical therapy and

RDS:sks [:1/30/0

ERRRNAENY

T:1/31/08

has pain; with movement. Doesi’t feel she can go back to work yet.

Interpretar
/L{ e P 1/ )
| fcDsi <pme o
| T
1/30/08 Maria Morales Decommne MRHOT-26-67

ain for several weeks. She has been going to physical therapy. sl
She has been taking Naprosyn with only partial relie

see orthopedics. OFf worle until February 11

3 Richard D. Sudmeier, M. D,
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SUZLON ROTOR 0100
WAUSAU INSURANCE
1500 PO BO 8616
HEALTH INSURANCE CLAIM FORM WAUSAU WI 54402
AFPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE 08/05
7T PIcA PICA T ] | |
1. MEDICARE MEDICAID TRICARE. CHAMPYA FECA OTHER| 1a. INSUREEYS 1., NUMBER {For Program in item 1)
D (tedicare #) D (Medicaid # D (Sponsors SSN) D (MernberiDa D g@ﬁgﬁ&mu (BSLQ(N) iy | 531022086
2. PATIENT'S NAME {Last Nams, First Name, Middle Initial} 3. Pm’jEr}dT %SIF}TH Dﬁ\\(TE SEX 4. INSURED'S NAME {Last Name, First Name, Middle Initial)
MORALESDECORNE MARTIA Gy 08 111185 EMD F MORALESDECORNE MARIA G
5. PATIENT'S ADDRESS {No., Street) 8. PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS {No., Street)
811 OMAHA AVE set[ F] soouse[ Jorm] | omer] ] |1711 SO HWY 75
cITY STATE | 8. PATIENT STATUS ciTY STATE
WORTHINGTON MN|  snge[ | Mamed[ | owe] | | PIPSTONE MN
ZIF CODE TELEPHONE (include Area Code) ZiF CODE TELEPHONE {Include Area Code)
56187 (507) 343 5024 Empioysd || oo || suaen 1] | 56164 (507)343 2024
9. OTHER INSURED'S NAME {Last Name, First Name, Middle Iniial) 10. 18 PATIENT'S CONDITION RELATED TO: 1. INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) SEX

b. OTHER INSURED'S DATE OF BIRTH SEX
MM DD | Y

iMD

c. EMF’LOYER’S NAME OR SCHOO!L NAME

il

YES

b, AUTO ACCIDENT?

D YES

¢. OTHER ACCIDENT?

[ ves

a. INSURED'S DATE OF BIRTH
MMt | YY
NO | |

| | M D

L]

PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME

NO

c. INSURANCE PLAN NAME OR PROGRAM NAME
SUZLON ROTOR

NO

d. INSURANCE PLAN NAME OR PROGRAM NAME

NGO OTHER COVERAGE

10d. RESERVED FOR LOCAL USE

d. IS THERE ANCTHER HEALTH BENEFIT PLAN?

[ Jves NO

¥ yes, return to and ¢

omplete item 9 a-d.

PATIENT AND INSURED INFORMATION ——

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHQRIZED PERSON'S SIGNATURE | authorize the refease of any medical or ether information necessary
to process this claim. | also request payment of govemnment benelits either to myself or to the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNA

services described below.

payment of medical benefits to the undersigned physician or supplier for

TURE | authorize

fow. e . - =
elow.  STGNATURE ON FILE 041008 PAY SUBSCRIBER
SIGNED DATE SIGNED Y
14, DATE OF CURRENT ILLMESS (First symptom) OR 15. IF PATIENT HAS HAD SA‘\:1E OR SIMILAF! ILLNESS. | 16, DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
v D Y % INJURY (Accident) OR GIVE FIRSTDATE MM | DD Yy MM DD, YY MM DD Yy
O P 22 ' a8 PREGNANCYILMP) ; : FROM ! TO

| |
L
7. NANIE GF EEFERRING PROVIDER OF OTHER SOURGE 172, 18. HOSPITALIZATION DATES RELATED TO GURRENT SERVIGES
i 3 MW, DD, YY MM DD YY
RICHARD D SUDMEIER MD N 1194820811 FROM | To } |
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ GHARGES

|:|YES NO !

21 DIAGNGSIS OR NATURE OF ILLNESS OR INJURY (Relate Itams 1, 2, 3 or 4 to tem 24E by Line) ﬁ( 22 MEDICAID RESUBMISSION oo o
- [ N N
L7235 sl 1
23. PRIOR AUTHORIZATION NUMBER
21230 00 al .
24. A, DATE{S) OF SERVICE B. €. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H | I J.
From To PLACECF {Explain Unusual Circumstances) DIAGNOSIS Dégs E—ifﬂ?-r . RENDERING
MM DD YY MM DD YY |SERVICE| EMG | CPTHCPGS | MODIFIER POINTER $ CHARGES UNTS | Plan | QUAL PROVIDER ID. #
I i ! I | i ! A H . it el
01:22,08 | ! i1 59214 | ! i 12 122 .00 i NP
i | 1 | i - s -
; I ' I ; I i Ry
[ I N N T B L | | || [w
i | i i . e T
B A I L | | I Y
i ! ! | 1 e el il |
HE N N N N N L | E I R B
‘ ) j ; i ; ! , S VR
A N N I A R E s
I N S N N B I S I B
25. FEDERAL TAX 1.D. NUMBER S8N EIN | 26. PATIENT'S ACCOUNT NO. iz7. (’é%gﬂlﬁrﬁfﬁé\’%ﬁ” 28, TOTAL GHARGE 29, AMOUNT PAID 30. BALANCE DUE
A = ! ‘ I 4 |
460224743 [ ]i¥] 6346%851-10 [Cves [X]ne 5 122 00 |s 0 00|s 122 0O
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFQ & PH # ( 5 O’}’) 372 2921
INGCLUDING DEGREES OR CREDENTIALS : — . ) . - .
(I certify that the statements on the reverse ; AVERA WORTH INGTON SPECIALT | AVERA WORTH HINGTON SPECIALTY CIL
apply to this bl and are made a part theraof.) 50 o rﬂH\\EmH S T REET 5 o 8 .L O H STQEET
RICHARD D SUDMEIER MD WORTHINGTON MN 56187-2343 | WORTHINGTCON MN 56187
signep 041008 DATE 2 13059398053“ 2130693938060

Y

NUCC Instruction Manual available at: www.nucc.org
OTFAETIWC

APPROVED OMB-0938-0089 FORM CMS-1500 {08/05)
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-
Name Parent History Na.
Date _
|[2040 8 pogor O3 Nurse_ WL Age 2 il th J42_ BIP 0/ /0 (Regs L&
P Temp ———  Drug intolerance A Smoke O pain jevel today 1-10_
Tnterpreter o

{ Hs: 5% 5 JYos

~  Ppatient Name N GM Q&W\Q\%Q Medical Record O] 2‘.2 aloT —~ox

—  Setup appointment (o seeEE. WGaESS ) Specialty - S
to be seen at L e on =3 5:93 at JOHRITN
; ! {date) (iime) i

Referring Dr. S W‘\@J ‘ S
Insurance referral needed - Y A N
—  Release information done - Y _ N

K
| Initiais SQO&J Date | — oo B

1/22/08 Maria Morales Decorme MRHOT-26-67

g 46-year-old with fype 11 diabetes. She has been haviﬁg 2 1ot of pain in her arm o the nght gor which she has been off
work. She does not feel she can g0 wack to work yet. She has been using a sling from tme to time on the arm.

0O No tendemess. Decreased range of motion of the shoulder.

Her glycosylated hemoglobin 15 up. Lipids are satisfactory.

NEREE

A 1. Type 1l diabetes mellitus. 2. Shoulder and arm pain. _

pg )
p. Do some physical therapy and see again in 3 months. 7 °” 2 )
RDS:sks T:1/23/08 D:1/22/08 Richard D. Sodmeier, M. D. -

2508 |8 Lo P i g P Pulamcs [ "
e onb. Ay [ faples K gy Lo i‘/ e

/ 23 /8 %Qctor [‘Dj Nurse ﬁﬁ" Age 4/19 Ht T (A WL {'17(%'2 B/P 590{5@5115:5.7 Le.
P é;g Temp_~——  Drug Tnwolerance A4 Smoke AL Pam leve! todag 1-10

[nterpreter
JiDs: % N
| DS <AnE  TT/e§
| -
1/30/08 Maria Morales Decorne MR#07-26-67

Chief Complaint: Right shoulder pain.

Histery of Present Iliness: She bas been having this pain for several weeks. She has been going to physical therapy. Still
has pain with movement. Dogan’t feel she can go back to work yet. She has beent taking Naprosyn with only partial relie

Plan Advised to continue with physical therapy and ses orthopedics, Off work unti] February 11 //-,
RDS:sks T:1/31/08 D:1/30/08 Richard . Sudmeier, M. D.

b .
i :

T
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SUZLON ROTOR 0100
WAUSAU INSURANCE
m PO BO 801s
HEALTH INSURANCE CLAIM FORM WAUSAU WI 54402
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
.p|CA PICA W
MEDICARE MEDICAID THICARE CHAMPVA OTHER{ 1a. INSURED'S 1.D. MUMBER {For Program in ltem 1)
D (Mediczre #) D (Medicai! #) D (Sponsofs SSN) [:] {Member 104 D F(sEsf\ngP BN T @ g0y 18631092086
2. PATIENT'S NAME {Last Name, First Mame, Middle initial) 3. PATEENT’S BIRTH DATE SEX 4, INSURED'S NAME (Last Name, First Name, Middie initial}
MORALESDECORNE MARIA G ¢ 1 8% 8\AD F[X] | MORALESDECORNE MARIA G
5. PATIENT'S ADDRESS (No., Street) 8. PATEENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
211 OMAHA AVED Self :{ Spousem ChildD OtherD 1711 30 BWY 75
CiTY STATE | 8. PATIENT STATUS CiTY STATE
WORTHINGTON MN Single D Married D Other D PIPSTONE MN
ZIP CODE TELEPHONE {Include Area Code} ZIP CODE TELEPHONE (Include Area Cade)
56187 (507) 343 9024 Ermploved || Suom L] cwaen || | 56164 (507) 343 3024

5. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED" SPATE OF BIRTH 3EX

EnllEn

¢ EMPLOYER'S NAME QR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GRCUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

vES D NO

a. INSURED'S DATE OF BIRTH
MM : DD YY

SEX

ML g

b. AUTO ACCIDENT? PLAGE (State)

D YES NO

b. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
X

D YES

¢. INSURANCE PLAN NAME OR PROGRAM NAME

SUZLON ROTOR

d. INSURANCE PLAN NAME OR PROGRAM NAME

NG OTHER COVERAGE

10¢. RESERVED FOR LOGAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Xino

[ Jves

if yes, return to and complete item ¢ a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medfcal or other information necsssary
to process this claim. [ also request payment of government benefits sither to myself or to the party who accepts assignment

13. INSURED'S OR AUTHQORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

services described bslow.

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

I:'YES ENO ]

blov.  STGNATURE ON FILE 041008 PAY SUBSCRIBER
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS {First symptom) OR 15. F PATIENT HAS HAD SAME OR SIMILAF ILLNESS. | 16. DATES PATIENT UNABLE 7O WORK IN CUBRENT OCCUPATION A
Mh4 | QI | % INJURY (Accident) OR GIVE FIRSTDATE MM | DD MM . DD YY MM, 0D Yy
Q1107108 PREGNANCY(LMP) L FROM : © 1
7. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT@HZATIOB DATESY%ELATED TO CU}FQENT SERVICESYY
il S ST i ! | 1 |
RICHARD D SUDMEIER MD 7o np] 1194820811 FAOM ! ! TO : !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 1o Item 24E by Line} 22. MEDICAID RESUBMISSION
- CODE ORIGINAL REF. NO.
w715 80 N
23, PRIOR AUTHORIZATION NUMBER
-2 L
24. A, DATE(S) OF SERVICE 8. G. | 0. PROCEDURES, SERVICES, OR SUPPLIES E. F. ; i J- z
From PLACE OF] (Explain Unusual Gircumstances) DIAGNOSIS D‘“’S asr D RENDERING =]
MM DD YY MM DD YY_|SERVICE| EMG | CPT/HCPGS | MODIFIER POINTER $ CHARGES Lk i Plan | QUAL. PROVIDER 1D, # 2
- - - . g
| I | - I i h i - 3" -~ - - - T - T T T T~ =71 m
otlo7losl 1 11| lss213 | Vi i1 | 81 ;oo] i [wm 5
— - ! i
A ; 1 | ! 1 ! Y™ R p
L | . | | b | L | [ e o]
— =
, S DU o
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4] 1] I N |1 fw &
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H | i !
SN R | | L | [ 8
o
. | . I =
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L L] i | E | | [ 2
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. . 1 . ; ‘ I R I
I T T R A R I R I N A &
25. FEDERAL TAX I.D. NUMBER 55N EN 28, PATIENT'S ACCOUNT NO. 7. AC%EﬁgQﬁ?LEQNQ‘QCENT? 28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
60224743 MEl | 63469841-10 ves |X]vo 5 81 00 s 0 00js 81 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 5 07) 372 2921
INCLUDING DEGREES OR CREDENTIALS ; N T SINGTON SPECTALTY
{1 certify that the statements on the reverse AVERA WORTHIN TON SPECIALT AVERA WORTHINGT ON SPECIALTY CL
apply to this bilt and are made a part thereof.} 5 08 mE’QTH STREET 5 O 8 i O H STR.&ET
RICHARD D SUDMETER MD WORTHINGTON MN 56187-2343  WCRTHINGTON MN 56187
SIGNED {)4;005 DATE a 1300939806?} 1306939806]b a
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? gDoct r M‘S Nurse et Age (A) Wt / Yo P {/ 8/ ZL@, La.
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P I Temp_——— Drug Intolerance Ml Smoke Ao Pain level roday 1-10

e ————"

Interpreter JETs et ofu.

ST

gy i cad W .4 15

s P xyPreiE

1/7/08 Mazia Morales Decormns MR#07-26-67

S A%-year-old who somplains of pain in the left shoulder. She apparenily at work on the 5" picked 1p something heavy

and felt pamn i her left postenor shoulder down mto her arm. She went to the Emergency Room where she was seen and

had an x-ray of the shoulder that was negative. She was given Darvocet and a sting. She stil las pain with movermert.

O There is pain on movement of the shoulder with mild tenderness over the Tapezius.

A Shoulder pain —~ probable muscle straim.

o P:; Advised Naprosyn 500 b.1.d. for 10 days. Nouse of the right arm fora week, Retum if not betteb/ _

e

RDS:sks _ T.1/0/C8 D: 1/8/08 Richard D. Spdmeter, M. D.

-



