‘ . SUZLON ROTOR Ci00
; WAUSAL INSURANCE
1500 PO BO 8016
HEALTH INSURANCE CLAW FORM WAUSAU WI 54402
APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE 08/05
[ FIcA PICA 7]
MEDICARE MEDICAID TRICARE CHAMPYA a OTHER | 1a. INGUREDYS |.D. NUMBER {For Program in Item 1)
]:} Medicare #) |:| (Meadicaid 4 D (Sponsors SSN D (Member D8 D (sEs’R?EHS’““N (SSN) E gy | 582915474

REYESRIVERA YELISS

2. PATIENT'S NAME (Last Name, First Name, Middie Initiaf)

3. PATIENT’S BIRTH BATE

582MD

B
A 1

F[4]

4. INSURED'S NAME (Last Narne, First Name, Middle Initiaf)

REYESRIVERA YE

LISsA

5. PATIENT'S ADDRESS (Ng., Streat)
1114 7TH AVE

Self@ Spouselj ChildD

8. PAT]ENT RELATIONSHEF' TO INSURED

Oiher[]

7. INSURED'S ADDRESS (No., Strest}

PO BOX 8016

citY STATE | 8. PATIENT STATUS
WORTHINGTON MN|  sige] | Marea] ]
ZIP CODE TELEPHONE (Inctude Area Code)

Full-Ti
56187 (507) 370 7341 Employed ;Judel:e

Part-Time
Student

omer| |
L]

CITY STATE
WAUSAY Wl
ZIP CODE TELEPHONE {Inciude Area Code)
54402 {507) 370 7341

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

b. OTHER INSURED'S DATE OF BIRTH
MM bo Y¥

L | W[

SEX

h. AUTO ACCIDENT?

FD DYES

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

D YES

Ko
| X|no

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)
NO

PLAGE (State)
]

1. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | YY

| J

| i M D

SEX

L]

b. EMPLOYER'S NAME OR SCHOOL NAME

<. INSURANGE PLAN NAME OR PROGRAM NAME
SUZLON ROTOR

d. INSURANCE PLAMN NAME CR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION ——e——p -~ CARRIER —»

DOt B W

apply to this bili and are made a part thereof.)

RICHARD D SUDMEIER MD
signep 022508

DATE

508 TENTH STREET
WORTHINGTON

MN £56187-23413

502 10TH STREET
WORTHINGTON

NO OTHER COVERAGE D YES NO If yes, return to and complete item § a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE 1 authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medica! benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment seivicas described below.
below.  STGNATURE ON FILE 042508 SIGNATURE OW FILE
SIGNED DATE SIGNED Y
14, DATE or: CUHHENT HLENESS (First symptom) OR 15. IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
8!‘ INJURY (Accident) OR GIVE FIRSTDATE MM | DR [ vy MM DD, YY MM DD, YY
g | f_ PREGNANCY{LMP) ; ! FROM | ! TO ! I
17. NAME OF HEFEHRENG PROVIDER OR OTHER SOURCE 17a. 18. HOSP!T@HZATI%B DATESYEEKELATED TO CUA?NITENT SERVICES
o e e e — ] i 1
RICHARD D SUDMEIER MD o el 11948208711 FROM ! ; TO : !
19. RESERVED FOR LOCAL USE 20, QUTSIDE LAB? $ CHARGES
D YES NO
21. DIAGNOSIS OR NATURE OF {LLNESS OR INJURY (Refate ltems 1, 2, 3 or 4 to ltem 24E by Ling) ————J( 22. gggzﬁcma RESUBMISSION ORIGINAL REF. NO
11715 90 sl .
23, PRICR AUTHORIZATION NUMBER
2. 4, P
24 A DATE(S) oF SERVICE 8. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H ] I J. =
From PLACE OF {Explain Unusual Circumstances) DIAGNGSIS PR | o RENDERING o
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | QUAL. PROVIDER ID. # :‘.
- - _ — o T %
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o L o o fdt &
i ; | s f l ] I | 1 : | L | i 2
| s i | T i Tl N o
IR A I N 2 N N R S
| | 1 L i Z
| | i i ! ! 5
: ' : ' ! AV o
I [ . | e 3
-
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26. FEDERAL TAX i.D, NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. g%gfg}fgggygm&:}m 28. TOTAL CHARGE 20. AMOUNT PAID 30. BALANCE DUE
460224743 C[E 163512161-10 YES NO s 118 0O |s 0 00fs 118 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FAGILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH# | 50 '?) 72 2521
INCLUDING DEGREES OR CREDENTIALS . - - ’ r >
(i certify that the statements an the reverse ‘AVERA WORTHINGTCN SPECIALT AVERA WORTHINGTON SPECIALTY CI

MN 56187

2 1306939806k

a. 1306939806{5

h 4

NUCC Instruction Manual available at: www.nuecc.org
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A.Veraﬁ o IL‘,Y ]@{Uc

Spe‘figwg on i MR # [-’
Name (J}Flgggf; ?n[ i{ K‘i\f'o/i/d MW S D Sex: 4 Male Eﬁ(female DOB{\‘ {2 6}2
Address | My Home Phons -
\,\\-\f\;:ﬁﬁﬁgw}q ) SR04 |
Responsible Farty : Occ/Empr
in Emergency Centact: Oce/Empr {spouse)
Y A G IE Ay
immunizations Dates
Td
Tet. Tox.
MMR
Preumovax
Hepatitis A
Hepatitis B
Varicelia
influenza
Tuberculin Test
Allergic to Medications:
Date
|5~ 08 prr £l JNGNE cnse rS A0 Framatel. IS f—gfu} A7
_LM Dagtor Q-OJ Nurse HC Age 23 B 57 (wWwt /FY  Bip /5‘7’/ /0 @‘_ Le.
P ‘7(5 Temp — _ Drug Intclerance DA Smoke MY M Pam level toda‘vl 10

Interpreter Ml &

Pleswsy . Suzian

' \ g 5 (S Doctor QJ > Nurse. ‘\Mf\ Aze 2N W (A)Wr \L‘ 32 B C/IC/C/’C/ Reg.¥ Le.
P ﬂcg Temp =~ Drug Intolerance \J X Smoke e V) Pain lavel today i- IOM\LL;’IQLﬂ
TnterpreteR MOGG_ L=l i

NS, OGO




nme L ElISSG Reyes Kiverg g QP [H- 1] @) WC
[k

Datz~
o Patient Name \‘\S {—r ¢S¢\0Q’k"" Medical Reﬁgrd @ l"‘[ l
T Set up appointment to see£m (0 AANRON\Specialty £
——  tobeseenaf O - on_ Juf= 2% -Q8 at H.?JD —
' / (date) (time)
T Referring Dr. SM\S-— ‘A
——  Insurance referral needed - Y N & —_—
Release information done - Y N }(

o nitials 'Qm- Date 4—&-0‘& —

4/21/08 Yelissa Reves-Rivera MR#08-14-11

CHIEF COMPLAINT: Wrist pain,

S: 24-year-old with pain in both wrists for the last few weeks. She has been working at a job where she does a lot of -
heavy use of her hands. She has noticed swelling over the left wrist first and now the right wrist is starting to swell. She
has never had problems like this before. She is not taking any medication.

w0 Her wrists are both tender. There is 2 lot of swelling, probably a ganglion over the left wrist and a smaller one on the

right.
A: T) Wrist pain. S i
———— P! Limit use of the hands for a week and have her see orthopedics. Try Motrin 800 tid in the meantime, L-<~

DD: 4/2108 DT 4/22/08 rap Richard D. Sudmeier, M.D.
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1500 ' WAUSAU INSURANCE:
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HEALTH INSURANCE CLAIM FORM WAUSAU WI 54402
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
i EPICA PICA “‘TT
1. MEDICARE MEDIGAID JRICARE CHAMPVA FECA OTHER | 1a. INSURED'S 1.D. NUMBER {For Program in ltem 1)
D (Medicare #) D (Msdicaid #) D (s,oonsors S5N) D (Member ID2) D (S%?\.’Lgnl%LAN fag E | 5829185474
2. PATIENTS NAME {Last Name, First Name, Middle InTtial) 3. PAEENT‘%SIF?TH %TE SEX 4. INSURED'S NAME (Last Nams, First Name, Middle Initiah)
REYESRIVERA YELISSA 102111982 | ¢|X] |REYESRIVERA YELISSA
5. PATIENT'S ADDRESS (No., Strest) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Strest)

1114 77H AVE sei[ K] spouse[ |oni] | omer] | |PO BOX 8014

CITY STATE | 8. PATIENT STATUS CiTY STATE
WORTHINGTON MN Single D Married D Other!j WALUSAU Wl
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Goda)
56187 (507) 370 7341 employed || Saont || oncom || | 54402 (507)370 7341

8, OTHER INSURED'S NAME {Last Name, First Name, Middle Initiaf)

10,18 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

Xlves NO
By

b, OTHER rNSUHED’S DATE OF BIRTH

SEX

b. AUTO ACCIDENT?

D YES

PLACE (State)

o]

[} EMPLOYER’S NAME OR SCHOOL NAME

Kwo
c. OTHER ACGIDENT?

D YES NO

1.

INSURED'S PCLICY GROUP OR FECA NUMBER

a.

[NSUHEAS'S DATE OF BIRTH SEX

oD

MI ; YY MI:' Fl:]

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

SUZLON ROTOR

d. INSURANCE PLAN NAME OR PROGRAM NAME

NO OTHER COVERAGE

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves N

If yes, raturn to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ——

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED FERSON'S SIGNATURE | autharize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical or other information necessary payment of medical benefits 1o the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or 1o the party who accepts assignment services described halow,
below.
SIGNATURE ON FILE 050608 PAY SUBSCRIEBER
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS {First symptom) OR 15. IF PATIENT HAS HAD SAME QR SIMILAH ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM : A INJURY (Accident) OR GIVE FIRGT DATE MM | DO MM, DD oYY MM DD YY
0510108 PREGNANGY(LMP) ! ! FROM | ! 70 I :
17. NAME OF REFERRING PROVIDER OR OTHER SCURCE 17a. 18. HOSPIT“.?‘E\_"IIZATION DATES\R’ELATED TO CU@&ENT[%SHVJCE%Y
T T R A A e e —————— | M 1 | i
JAMES M DONARHUE e |nel] 15098728580 FROM | ! TO ! ;
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAR? $ CHARGES

DYES NO r

INCLUDING DEGREES OR CREDENTIALS
{l certily that the statements on the reverse
apply to this bill and are made a part therzol )

RICHARD D SUDMEIER MD

SIGNED 050608 DATE

?AVERA WORTHINGTON
508 TENTH STREET
WORTHINGTON MN

SPECIALT

B56187-2343

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate liems 1, 2, 3 of 4 ta ltem 24E by Line) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
715 380 N [
23. PRIOR AUTHORIZATION NUMBER
P ale
24 A, DATE(S) OF SERVICE B. G. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, a2 1 J.
From To PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS A e Y RENDERING
MM DD YY MM DD YY |SERVICE| EMG | GPT/HCPCS | MODIFIER POINTER § CHARGES UNITS | Plar | QUAL. PROVIDER ID, #
| i I i | Fmmdm e e m o — e ]
05101, OS[ | : [ 1l| l99242 [ : w i [ 157 IOO] 1| NP
i H | | | prom o 4 - — — - — — — — — — — = = =
1 | i
| I . | | ||
‘ , . Lo o]
| i 1 | |
| I T N R i R | (O R R
| i i i 1 | | U S
| I R R ! A | | R
, . ‘ . b e L1
| o | - | ] L | e
: | i i i i T R
o] S N N N ] | [
25, FEDERAL TAX 1.B. NUMBER SSN EIN 28. PATIENT'S ACCOUNT NO. 27. pSCEPT, QESS'S%N‘QCENT" 28. TOTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE
460224743 T ]i¥] 163544421-10 ves  [X]no s 157 00 is 0 iC0js 157 0C
31, SIGNATURE OF PHYSICIAN OR SUPPLIER " 32 SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( 50 ?) 372 Z58Z1

AVERA WORTHINGTON SPECIALTY CL
508 10TH 3TREET
WORTHINGTON

MN 55187

= 13069398086

a.

1306939806k

OR SUPPLIER INFORMATION

PHYSICIAN

v

NUCC Instruction Manual available at: www.nucc.org

0814112WC

APPROVED OMB-0938-0992 FORM CMS-1500 (08/05)



Admission History & Physical
ALL BLANKS MUST BE FILLED IN

5 i
Referring Doctor: D!Q LONARUE 752 WRH
Patient Name: YEZISSA  REXESRiVELA

Date of Birth/Age: /2 /217 82 5 yo.
Reason of present 1lmess: Loy 3 T A —
Current/active medical conditions: {zf

Current medications:  HOTRIN QOOMJ Ti 0

T lleroies: UKDA

SHG-My 1 6 ATT,
Past mediceal history: Aoy - Sk

Past 1llnesses:

Accidents:

Bleeding tendencies: & OVE

Previcus hospitalizations:
Previous surgeries;  MONE

~ Previous anesthesia problems:

Family history: M- Sigan Ecmat

' Social history/habits,_ ST NGLE | [IvE Ceonwpedd Enlioyep,
Smoking:_ AJD

Alechol:  MD

Non-prescription drugs: MOVE ~

Pediatric Patienss:  Developmental age: ' [mmunization status:

Review of systems: (required on inpatients only)
General: ~

Skin:

HEENT: N

e

)

Cardiovascular/Respiratory: } 2
Gastrointestinal: /] TE

Genitourinary: ) /

Neuromuscular: ' /
Psychological statns: 4

Admission History & Physical
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