Account Acti vity for Ehrique Rodriguez

< Printed on August 18, 2008
00024014 03/26/2008 Robert C Gutierrez MD 11 $300.00 $0.00 $0.00 $300.00
Govind Koka
99213 03/26/2008 lorrie OFFICE/OP VISIT, EST PT, 2 KEY $300.00 $0.00 $0.00 $300.00
COMPONENTS: EXPAND PROB HX; EXPAND
PROB EXAM;MED DECISION LOW COMPLEX
- 727.03
04/01/2008 lorrie Ins 1.1(1): Jonathan Weber Aty Closed
-misc- 08/19/2008 Robert C Gutlerrez MD $41.40 $0.00 $0.00 $41.40
RecCopy  08/19/2008 [urrie Copy Medical Records -~ $41,40 $0.00 $0.00 $41.40
Charges Payments Adj Balance
Totals: $3,362.40 $10.20 $0.00 $3,352.20
Total Pending
0-30: 31-60 61-90 91-120 121+ Balance Belance Insurance
._._l?atient: $41.40 $0.00 $0,00 $0,00 $3,310.80 $3,352.20 $3,352.20
Insurance: $0.00 $0.006 $0.00 $0.00 $0.00 $0.00 $0.00
".
Notes
Date User Miscellaneous Notes
08/19/2008 Mrs. Lorretto E Records released to Prodox
. Owen
12/04/2007 Mrs. Lorretto E - Released printed records to Morgan Law Firm with Subpoena j
Owen
10/23/2007 Mrs. Lorretto B records released to Benson
Owen
10/10/2006 Mrs, Lorretto E Records Release to benson, Bertoldo
Owen .
Date User Statement Notes
07/31/2008 Lorretto Owen  Included in Batch Run
Statement Generated: 07/31/2008 03:01:26 PM on Machine: CPS
Statement Printed: 07/31/2008 03:03:53 PM
Report Date Range: 01/01/2006 thru 07/31/2008
Total Balance Due By Patient: $3,310.80
01/25/2008 Lorretto Owen  Included in Batch Run
Statement Generated: 01/29/2008 12:43:27 PM on Machine: CPS
Statement Printed: 01/29/2008 12:45:35 PM
Report Date Range: 01/01/2006 thru 01/31/2008
Total Balance Due By Patient: $3,010.80
12/10/2007 Lorretto Owen  Included in Batch Run
Statement Generated: 12/10/2007 05:51:12 PM on Machine: CPS
Statement Printed: 12/10/2007 05:52:16 PM
Report Date Range: 01/01/2006 thru 12/31/2007
Total Balance Due By Patient: $3,010.80
11/06/2007 Lorretto Owen  Included in Batch Run
Statement Generated: 11/06/2007 07:48:20 AM on Machine: CPS
Statement Printed: 11/06/2007 07:51:40 AM
Report Date Range: 01/01/2006 thru 11/30/2007
Total Balance Due By Patient: $3,010.80
Account Activity for Enrique Rodriguez -- August 19, 2008
Regquested by Mrs. Lorretto £ Owen Page 3 of 4
ROBERT GUTIERREZ MD-00004
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HEALTH INSURANCE CLAIM FORM

BENSCON BERTOLDO BAKER AN
7408 WEST SAHARA AVE

APPROVED BY NATIONAL UNIFGRM CLAIM COMMITTEE 08/05 LAS VEGAS NV 89117
PICA PICATT T ]
1. MEDICARE MEDICAID TRICARE CHAMPVA FECA OTHER| 12. INSURED'S |.D, NUMBER {¥or Program in ltem 1)
B pLAN — B LoNG
D {Madicars #) [:] (Madicaid #) D (Sponsor's SSN) E] (Member lD#)E (SN or i0) {SSNJ D (D)
2. PATIENT'S NAME {Last Name, Flrst Name, Middie Initial} 8EX 4, NSURED'S NAME: (Last Name, First Name, Middle Initial}

I zZE
5. PATIENT'S ADDRESS (No., Strast)

J

3, PATIENT'S BIRTH DATE
MM, DD oYY

b Fanme neLA nunaHir TO INSURED

Se%E] SpouseELCl‘ﬂldD oter[_|

F RODRIGUEZ ENRIQUE J

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

i cITY i STATE { 8. PATIENT STATUS CiTY STATE
. | Single I:] Marriad [:] Olnx[:l
iZIP CODE TELEPHONE {Include Area Code) ZIP CODE | TELEPHONE (Include Area Cods)
Full-Time Part-Time i
e o | Emplayed l:l Student D Sludent D 3

9. OTHER INSURED'S NAME (Last Nama, First Name, Middla Iniliaf)

a. OTHER INSURED'S POLICY OR GROUFP NUMBER

b. OTHER INSURED'S DATE OF BIRTH SEX

N~ Enllils

¢. EMPLOYER'S NAME CR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Currant or Fravious)

YES }EI NO
b. AUTO ACCIDENT? PLACE (State)
[ Jves NO )

¢, OTHER ACCIDENT?

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD YY¥

2 FO]

| b, EMPLOYER'S NAME OH SGHUOL NAME

[ves & Jno

c. INSURANCE PLAN NAME OR PROGRAM NAME

TEVE RBAKER

d. INSURANCE PLAN NAME CR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
[:I YES xD NO If yes, raturn {0 and complete llem 9 a-d.

PATIENT AND INSURED INFORMATION ~~-r—rr———)|-4— CARRIER —)>-

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other Informalion necessary
to process this claim. | also request payment of government benefits eilher to myself or to the party wha accepls assignment

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | authorize
paymant of madical benefits to 1he undersigred physiclan or supplier for
services described telow.

below.
sGNepSTENATURE _ON EFILE oae10/8/2008 SIGNE ON FILE Y
14, DATE OF guaﬂewz ILLNESS (First symplom) OR 16, IF PATIENT HAS HAD SAME OR SIMILAR) ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CUHHENT OCGUF’ATOON A
MM | Y 4 INJURY (Accident) DR GIVE FIRSTDATE MM | DD 1 ¥Y oo
! H PREGNANCY(LMP) ! i FROM ) i 0 | x
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a, 18, HOSPIT'G\IMIZATI%EI DATES Y%ELATED TO CU'\?RENT SERVICE% v
I T FROM | i 0
18. RESEAVED FOR LOCAI USE 20, OUTSIDE LAB? $ CHARGES

[Tves X[ Tno |

21. DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Relate ltams 1, 2, 3 or 4 10 ilem 24E by Line)

¥

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

203502995 [JK] 16331P140575

owi, claims, see bac)

YES NO

1.566 3 Y I
23. FRIOA AUTHORIZATION NUMBER
2 Bh6d 00 4. e
24. A, DATE(S) OF SEHVICE B. | C. |D. PROCEDURES, SERVICES, OR SUPPLIES E, F. G, | H] L K
From PLACECF, {Explain Unusual Clrcumstances) DIAGNOSIS A S o RENDERING
MM DD YY MM DD Yy |sERvice | BMG | CPT/HOPGS | MODIFIER POINTER § CHABGES utirs_ | Fen | ouac, PROVIDER 1D, #
tneing ha o7 ng | | & | oo 4] | ‘0 1] | [nmssssasszo |
04 0708 04 107 08 111 Q214 H | 12 2398 00 NFL%88646830
1 [ : i 1 1 ! ( s T R
T T EE S O I I N | S N R L
| i b ' } | 3 i T R
R T N N N N B [ S A | I I I
| 1 1 o ) | f by 3 kacdanmecac e awad
T RS S U N B R A A l N I A R
1 1 1 1 } ( i T T T S B R R R
R N N N T N [ N N | R B
1 2T S T T R T S SR SR T Sty Rt i e e e
I N N A S N B R i NPl
25. FEDERAL TAX L.D. NUMBER S&N EIN 26, PATIENT'S ACCOUNT NO. 27 éCCEPT ASSIGNM NT” 28. TCTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$ 239 O@ 5 i s 239 0D

31. 8IGNATURE OF PHYSICIAN QR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 certify that the statements on ihs reverse
apply o Ihis bilt and are made a part theraol.)

CRAIG JORGENSON MD

S URGENE ERRE PRI
9875 S EASTERN AVE 110
LAS VEGAS NV 891830010

33, BILLING Pnovman |NF0&PH#7((2 36;1 -2273

ADVANCED URGENT CARE
RO BOX 530010
HENDERSON NV 880530010

SiGNED 10/842008 4457382963

lu

1457382863

Jn.

h &

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE
@ Printed on Recycled Paper

APPROVED OMB-0638-0899 FORM CMS-1500 {08-05)
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T, EMPTOYER'S NAME OR SCHOOL'NAME -

O)U'l-hmm-—-l-

6655

(1500

HEALTH INSURANCE CLAIM FORM

BENSON BERTOLDO BAKER AN
7408 WEST SAHARA AVE

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA

LAS VEGAS NV 89117

PICA

1. MEDICARE MEBICAID TH[CAHE

CHAMPVA

[:] (Madicare #) D (Madicaid £) D S ssny D (Member 104) D.(ss.v or ro; D eS5) D (D)

1a. INSURED'S 1.D. NUMBER {For Program in em 1)

RODRIGUEZ ENRIQUE J

2. PATIENT'S NAME {Last Name, First Name, Middle Initial}

3 PATIENT‘S BIRTH DATE

"8 "1% 19 63@ F[]

4. INSURED"S NAME (Last Name, First Name, Middle Initial)

RODRIGUEZ ENRIQUE J

5, PATIFNTS ADDRESS {No., Streat)

6. PATIENT BELATIONSHIP TG INSURED

SeifB{SpauseD Childl:l OiherD

7. INSURED'S ADDRESS (Ne., Street)

Lo RS AT I N g ——
cITyY STATE { 8. PATIENT STATUS
i Ca Single D Marded D Olher@
ZIP CODE TELFRRONF finsduds Araa Coda)
( . Employed gull-’l’lme Pan—TlmeD
L, tudeat Student

9. OTHER INSURED'S NAME (L.ast Name, First Name, Middle initial}

10, 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSUREDFS POLICY OR GROUP NUMBER

&, EMPLOYMENT? {Current or Praviousy

[(Jres [T “

b. OTHER INSURED'S DATE
CMM., 0D e

b.A!.?TQ A.CCII_JE T? R
.0"

B

[lves [o

& DTHE

CITY STATE
Z|F‘.CODE TELEPHONE {includa Area Code)
HTTTTIT T T T T T TEGA NUMBER

SEX

a. INSUREED'S DATE OF BIRTH

b. EMPLOYER'S NAME.CR'SCHODI, NAME.~ .

STEVE BAKER

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESEAVED FOR LOCAL USE

4. i5 THERE ANOTHER HEALTH BENEFIT PLAN?
D YES [:SND I yes, retum 2o and complele ilem 9 a-d.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other i
to process this claim. | alsa request payment of goverment benelits either to mysell or to the party who accapls assignmant

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

18. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE [ authorize

¢ of medical benstils 1o the undarsigned physlnan or supplier for
services described below,

SIGNATURE ON FILE

below,
sicnep SIGNATURE ON FILE oare 4/17/2009 SIGNED
14, DATE OF CUARENT: ILLNESS (First symplam} OR 15, IF PATIENT HAS HAD SAME OR SiMILAF! IELNESS.,
MM DD YY INJURY (Accidant) O GIVE FIRST DATE MM
! ! PREGNANCY(LMP)

16. DATES Wi RENT O TION
IEI%I“FNEHN‘:BLEJ‘!O ORK IN CUi?'JI N3 N;T x DCIIJPA on
FROM | i O ! '

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

£7. NAME OF REFERAING PROVIDER OR OTHER SOURCE

[ t8. HOSPITALIZATION DATES RELATED TO CURAENT SERVICES
] MM DD ¥ MM, DD, YY

FROM t 1 0 I !
i 1 1

19. RESERVED FOR LOCAL USE

Il
26. OUTSIDE LAB? $ CHARGES

D‘IES BNO

21, IAGNQSIS OA NATURE OF ILLNESS OR INJURY (Ralata ltems 1, 2, 3 or 4 to ltem 24E hy Line}

3

22, MEDICAID RESUBMISSION
COPE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

4.
AENDERING

F. G, H. 1
Dsgs o
3 CHARGES .

+ V01 89 a b .
2.1 al .
24, A DATE(S} OF SEHVICE B. C. | D. PROCEDURES, SEAVIGES, OR SUPPLIES E.
From PLACE OF{ {Explain Unusual Circumslances) DIAGNOSIS
MM DD YY MM fJD YY CPTMCPCS | MODIFIER

o=

NPI

1
H
35 FEDERAL TAX 1D, NUMBER

|
: i
26. PATIENT'S ACCOUNT NO. 7.

INCLUDING DEGREES OR CREDENTIALS
{) certify ihai the slatements on the reverse
apply 1o this bl and are made a part thereol.}

CRATIG JORGENSON MD

SIGNED DATE

:
SENM EIN CCEPII..,’,;"S“SIS%EMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
203502995 I:”:F{ 6655P140575 cs O s 74i 00| ; s 7?1 0¢
31. SIGNATUAE OF PHYSICIAN OR SUPPLIER 2 R CR A ME Y PCAT RN OMABR  MA R Y 33, BILLING PROVIDER INFO & PH # TUZYSB L=l 75

9975 S EASTERN AVE 110
LAS VEGAS NV 891830010

JORGENSCON AND KOXKA LLP
PO BOX 530010
HENDERSON NV 880530010

4/17/20094

a 1457382863 ib.

21457382863

PH&’.SICIAN OR SUPPLIER INFORMATION

V)
)

MNUCC Instruction Manuat available at: www.nucc.org

PLEASE FRINT OR TYPE
@Pnnted on Recycied Paper

APPROVED OMB-0938-0998 FORM CM3-1500 (08-05)
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MAR/30/2008/SUN §1:52 PM  BONE & JOINT INST.

75206

1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NAYIONAL UNIFOFM SLAIM COMMITTEE D8/05

‘T'rIPICA

7435 S,
8TE. A5-273

LAS VECGAS NV 89123

FAX No. 702 530 2297

CANYON MEDICAY, BILLING
EASTERN AVE.

P, 045

FIcA [T T

1. MEDICARE MEDICAID THICAHE

CHAH-&II:VA
[ | meecrears )| precizatd #) D (EemoPs S5y (] tomterion [:] (35N ar D)

GRO
EALTH PLAN EE?{UNG
L]

(SSN)

K]

PPl —
OTHER | 1a. INSURED'S 1.0, NUMBER

{Fer Pragram in [tem 1}

2, PATIENT'S NAME (Last ame, First Nama, Mldma Inltinl)
RODRIGUEZ ENRIQUE J -

4, BATIENTIS BIBTD AATE SEX

e[ ]

8. PATIENT® Arnocec fn.'l.. Ciroaty

{

4. INSURED'S NAME {Last Name, First Name, Middls bnlfixt)
RODRIGUEZ ENRIQUE

B. PA‘!’IENT RELATIONEH%P TO INGURED

BBIFE apuunnI:] C&»IldD OlharD

7. INGURED'S ADLDRESS (No. Streal)

§. OTHER INSURED'S NAYIE {Lest Nama, First Nama, Middla Inllia1}

8. DTHER INSURED'S PO

‘,slz ary T=raTe [ 8. PATIENT STATUS oy arsre
£f . tinga | wumiaa[ ] Dmer[:] B -
78 AT TELEPHGNE (Inaluds Arva Code) 3P GomE TELEPHGNE (includs Argn Cage)
Ful-Tima Part-Time, \
! Employed l:] Studant Ej Student D

+§ 10,18 PATIENT'S CONDITION RELATED TO!

a, EMFLOYMENT? (Curant or Pravioua)

11, INBURED'E FOLICY GROUP OF FEOA NUMBER

ICY OR GROUP NUMBER 2. INSURED'S DATE CF Bll_%l]'l . SBEX
[ ]ves PE]N° ] F[ ]
. THER nggu?so'g DATE OF BIRTH sex b. AUTO ACCIDENT? PLAGE (Stbte) |5 EMPLOYER'S AME OR BOHOCL, NAME
.' | u FEJ ["Jves No |
4. BEMPLOYRA'S NAME OR BCHOOL NAME o, OTHER ACCIDENT? o, INSLIRANSE PLAN NAME OR PROGHAM NAME
[Cves  Klwo CANYON MEDICAL BILLING
& INSVIRANGE PLAN £ OR PROQRAM NANE 10¢, AESERVED FOR LOCAL UBE d. 16 THERE ANOTHER HEALTH BENEFIT PLAN?

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

D YES g:l NO {f yaa, 1tury Yo gnd complels ham 9 a-d.

% precwss dhis dalm, [ al
bataw.

EAD BAGK OF FORM BEFORE COMPLETING & SIQNING THIS FORES,
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | aviborixs the raleags of any medical of ather lnformation neceesery
raquest paymen of govemnment henstita sither ta mysalf or 1a the Ay wnd rodspts assionment

13, INSURER'S OR AUTHORIZED PERSON'S SIGNATURE | ayihalize
paymant ef madioal banabis ta ta undaraignsd physielan or supplar far
£orvicas desctbed balow,

Feld—]

eiaNEDSIGNATURE ON FILE BATE 3/17/2008 SIONED STENATURE ON FILE 4
14, DQTEO&S:URR% 1 ILLﬁEKS{Hul lymNﬁnm) OR 18, IGF-‘ISEAE%%‘I_;_%AA?SAWE BgeItMILA&ILLNESE. 18. DATES ﬁﬁrlﬁ&m& BN?&.EYTYK,DWORK IN BUR; ENTG%GL#PATT?{’ e
I PHEGHANDY(LMF) | FROM TO | !
17, NAME OF REFERRING PROVIDER OR OTHER BOURCE 178, e Hosrlr‘:}L\za‘ncg DATﬁswa.J\TEb ™ auﬁ‘ham SERVJGEA
. { 175, NP) 7 10
|19, AEGERVEG FOR LOGl L USE 20, QU'FBIDE U\B? * ¥ OHARGEB
. ) Cves Eno | |
Wumﬁ‘ﬁ‘ﬁwmmsm e 1, 2, 3 or # 10 llam 24E by Ling) —} 22, MEQIDAID REGUEMISEION e o,
| P s M
22, PAIOR AUTHORIZATION NUMBER
2 LN
24, A DATE{S] GFSEFIV(CE €. | D PROCEOUARS, SSRVICES, OR SUPPLIEB E. F. B? H i & =
mcacr {Explain Unutus! Ciktuindlsnces) DIAGNOSIS Pl -y RENDERING E
MM DD aia M EMG | OPTHOPCS _( MODIFIER PONTER | _3CHARGES F¥ qui]  PROVIDERID.H g
RN - g B m T T e T A T
03T13|08 IO' 113 ;08|11] - }99243 |25 283 DO]l 'R)‘S‘S‘E‘G'B‘l'tl St E
03’ 13'|08 |Dq i 13 EOB ] Ty | "‘25?00 |1 LG336914 ----'-'“fﬁ
BELLLLER A LI 5 T T ¢ Rt
“03_1"1:3‘[0‘8“]0" i13 '\08 ‘ 11 | 30 IDO ]1 083 269E%T- -~ 1R
_N—QGU‘!UIS‘IJLIQLA T — — 5;9—1,-4 e 7
Vot e Lt it L :-.'.‘ [ g [T
0313 %" 03 ;13 105 | 11| Hg2b6 ‘34 .oop 038269347 &
WE00074161050, - N R o N IS
03i13:08 |0" |13 |08|11 |c,r3490 ’ '”r L 24 K)O FZ LOI32ETIET o
. B P P T, B A PR g
'03| nig- }08 10, |13 [03 lll i }|73562 'l - 5‘-' ,} 38 00 F_ | " Fir 3033269149~ - z
ﬂgé%ﬁ’g%‘iggab NLMQER E%ﬁl % J'gﬁ P€g€"g‘2 O%CEUNT NO. ﬁﬁtcﬁzp'{ %GN&!%T? ﬁ: TOTALC%‘%H@E?D 9!; AMGUNT PA"? . :U.BI\LA‘?%EDDUOED .
o FO2-350 -2 250!
B A R N P
d’ "’;’é'mé’.}i’:f\ﬁ':, e on %:;T,.‘;’,’:m . |880 SEVEN H;:';“sszrm STE 140  |3gp SEVEN HILLS DR STE 140
ME EL J CROVET HEERDERSON NV 0 MENDERSON NV B9052
3/17/2008
| 81GNED i /'oi'{a st SETIRANTS T sl |

NUGC instruction Manual available at: www.nuce.org
Mid. by Madics! Ara Areas
Gl tolidree; 1-8004 aza—zwp

PLEASE PRINT QR TYPE
@ Frintad on Racyeled Paper

APP HOVED OMB 0938-0999 FOHM CMS-1500 (0B-05)
14710 - Madienl Arts Press
Uua With Envelcpe 814145 tnummad] or 214148 (seifseal)
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CENTER FOR DISERSES & SURBERY OF THE SPINE
£2@ 5. RANCHD DR. STE 127

LAS VEBAS NV 83106-4806

7pE-B78-3356

Printed 13:45:3
By: 8%z THALGOTT.MB JJF

24 JUL Zoeg

TaxIDd#: BB-P34@195

ENRIQUE "HENRY" RODRIBUEZ (S7817)
##4#. Dabe.... Code.... Deseription.. DrFocle. Dée... Original Batch.o... Refo...
647596, 1457217 ENRIQUE "HENRY" RODRIGUEZ ¥Privaten
1 BE/2l/0e B980T OV NEW LEVEL 31.16  7=22.9 4@, 20 BE21DEDFF E47596.
Balance: Apidiiz, B

Frigary: &.00 Secondary: 9. Personals @, 03

ﬁdjustmenté: /|

6R7568. 1#57217 ENRIQUE "HENRY" RODRIGUEZ

#Privates
& B3/07/06 33903 NCV MOTOR W/F 38.16€  782.8 B, B0 BI1IMIENER &R7S68.
Balance: BRI, &R
Primary: @. 3@ Secondary: @. 00 Personal: 0. 210 Adjustmentss 0,92
GR7A68. 2%57217 ENRIQUE "HENRY" RODRIGUEZ *Privated
3 BI/W7 /D6 9504 MV SENBORY 38416 7828 SER. 0 B3 1MAENER ER7568.
Balance: ZEE, DR

Frimary: @.09 Secondarys .00 Farsanal: @, 0@

Adjustments: 098

ER7EES. 3x57217 ENRIGUE “HEMRY"™ RODRIGUEZ
4 BE/07 /36 95926 B8ER LOWER LI 28.16  725.5
Balance:

Primarys @.00 Becondary: 4. 60 Personal: @.20

#Mrivate#
272, 5% DI1GAENER GR7SEB.

272, 58

Adjustments: @.B0

BR7568. 4457217 ENRIRBUE "HENRY" RODRIGUEZ

#Hrivate®
3 B3/07/06 95927-39 DEF TRUNK OR 3B.16  784.4 817.50 B310PENER GR7568.
Balance: £17.50
Primary: 9.00 Secondary: 0.00 Fersonals B.909 Adjustments: 0,020
ER72EA. S¥F7217 ENRIGUE "HEMRY" RODRIGUEZ *Privataes
& R3/B7 /06 95934 H-REFLEX STUD 3B.16  724.4 240, 50 D31MAENER 607568,
Ralance: 240, 58
Primary: & 0@ Secondary: @, 28 Fersanal: @. 02 Adjustments: .00
G49BET. 1457217 ENRIDUE "HENRY" RODRIGUEZ #Privates
7 B4/ UG/ BE 99213 OV OLD LEVEL 31,16 722.9 145,09 Q4PEGEOFF G6430E7,
Balance: 145, B@
Frimary: @00 Secondary: @. 0@ Persenal: @,08 Ad justmenls: @, 00
£49849, 1%57217 ENRIGUE “"HEMRY" RODRIGUEZ #Rrivates
B B4/27 /06 99213 oV OLD LEVEL 3i.16  722.0 145, 00 w42 7T060FF 649849,
Balance: 145,00

JOHN S THALGOTT MD-00002

646



#t. Date.... Code,... Description.. Drfcl..

Drenan

Driginal Bateh.... Refo.s.

Primary: @. 2@ Sepondary: ©.00 Fersonals @.020 RAdjustments: 2,00
51408, 1#57217 ENRIGUE "HENRY" RODRIGUEZ #Private#
9 DE/D8/DE 99214 OV OLD LEVEL 3i.1&6 722.9 RED, 2 BERBBEDFF 51498,
Balanca: 8. 1
Primary: @.00 Secondary: @, 20 Personal: @9 Adjustments: 9.90
EEA9AT. 1257217 ENRIQUE “HENRY"™ RODRIGUEZ #rivates
1@ BB/24/0E 99213 ov oLD LEVEL 31.16 7&82.0 145,20 O8Z4Be0FF &53985.
Balance: 145, mid
Primary: 9.28 Secondary: 2.0 Fersonals 0. Rdjustments: B A
96814, 1#57217 ENRIGUE "HENRY" RODRIGUEZ #Privatex
11 11/09/B6 39214 oV OLD LEVEL 31,16 722.@ 22, 09 11@90E0FF E56814.
Balance: cER. o
Primary: @, 28 Secondary: R.90 Fersonal: B. B0 Adjustmentss @ @R
&90990, 1457217 ENRIQUE “HENRY" RODRIGUEZ Hrivate#
18 @1/18/787 99213 OV OLD LEVEL 31.16 722.1@ 145, 33 0118070FF G5899@.
Balance: 145, 23

Prigary: @.94 Secandary: 1. QH Fersonals B.00

Adjustments: @.20

EE2212. 1457217 ENRIQUE “HENRY"

RODRIGUEZ #Private#
13 a4/12/w7 389813 oy oLD LEVEL 3116 722.0 145, @ p41ZBR70F 6E2Z1Z.
Balance: 145, Qi
Primarys @282 Secandary: @902 Personal: .00 Adjustrents: 0.B0
EEE387. 1457217 ENRIQUE "HENRY" RODRIGUEZ #Privatex
14 BB/ 3a/87 99213 0V OLD LEVEL 31.16 728.8 145, B 2R3DG70FF £63387.
Balance: 1435, 00
PFrimary: @08 Secondary: 9. 00 Personaly D. 2@ Adjustments: @, 08
658633, 1457217 EMRIQUE "HENMRY" RODRIGUEZ #Closed#
15 0l/a7/78 53982 CORY MEDICAL 31.16  722.@ 197, 48 D104ABMAL &6ZBE33.
16 R2L/e7/88 15 MORAR ATTY CH 31,16 ~197. 40 B109498MAI E58633.
Balance: @, B
Frimary: @.90@ Secondarys: .28 Fersonal: ~197.48 Adjustments: D.90
£68994, 1#37217 ENRIQUE "HENRY" RODRIGUEZ #Frivatas
17 ©1/19/B8 99213 ov OLD LEVEL 3i.16  72E.7 145. 0 21190B0FF EE8990.
Balance: 145,99

Primarys &. 80 Secandary: @. 79 Parsonal: B.Q@6

Adjustments: . BF

&6R735. 1#57217 ENRIBUE "MENRY"™ RODRIGUEZ

18 B2/820/%8 59388 COPY MEDICAL Ji.l& 7ec. 4
19 BR/R%/08 4 54598 BBBC RFE 31, 16

Balance:

Primary: @,70 Secondary: 0.00

#C1losed®
465, 210 PECOGEMAT G&BTIS.
~4G, 20 PEEHIAMAI GLEDT3S.
Mg

Personal: —46.20 Adjustments: 2,20

JOHN S THALGOTT MD-00003
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###. Date....

. Description.. DrFel.. Dx.... Original Batch,... Refi...

671329, 1#57817 ENRIGUE "HENRY" RODRIGUEZ *Privatex

m3/13/08 39213

Primary: 0,03

OV OLD LEVEL 31,16 7229 145, 03 @513080FF 671329,
Balances: 148, @9

Secondary: @.20 Fersonal: @, 08 Adjustments: @, 00

JOHN S THALGOTT MD-00004
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Can)Y/on

Medical Billing

8170 S. Eastern Ave Ste 4-273
Las Vegas, NV 89123

Bill To:

Enrique Rodriguez

7408 W Szhara Ave

Las Vegas, NV 89117

C/0 Benson Bertoldo & Baker

Patient Name:

Enrique Rodriguez

Invoice

Date Invoice #

07/15/2008 2343

Terms

Due Upon Settlement

Claim # Social Security #
lien
Decription Amount
Rodriguez, Enrique ambu surg 63650/6365059/6365059/c1778/c1778/c1778/ Las Vegas Surgery Center 7,14.08 $32,550.00
Canyon Medical Billing, LLC has purchased the accounts receivable/lien from Las Vegas Surgery Center,
Attorney:
Procedure Date: Q7/14/08
Diagnosis 1 722.10
Diagnosis 2 722.0
CPT Code 53650/8365059/6365059/c1778/c
Canyon Medica! Billing, LLC has purchased the accounts receivabie/lien from Las .
Vegas Surgery Center. TOtaln $32,550.00
Please Make Checks payable to Canyon Medical Billing, Inc.
Taxpayer |D #16-16486399

LV Surgery Center 0000003
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Can)/on
Medical Billing

8170 S. Lastern Ave Ste 4-273
Las Vegas, NV 89123

Bill To:

Enrigque Rodriguez.

C/0 Benson Bertoldo & Baker
7408 W Sahara Ave

Las Vegas, NV 89117

invoice

Date invoice #

12/01/2007 1651

Terms

Due on receipt

Patient Name:; Enrigue Rodriguez
Claim # Social Security #
lien
Decription Amount
Rodriguez, Enrique ambul surg care 84520LT LVSC 11.30.07 $1,972.00
Canyon Medical Billing, LLC has purchased the accounts receivableflien from Las Vegas Surgery Center.
Attorney:
Procedure Date: 11/30/2007
Diagnosis 1 337.22
Diagnosis 2 7244
CPT Code 6§4520LT
Canyon Medical Billing, LLC has purchased the accounts receivableflian from Las .
Vegas Surgery Center, Total: $1,972.00
Please Make Checks payable to Canyon Medical Billing, inc.
Taxpayer 1D #16-1648698

LV Surgery Center 0000004
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Joseph J. Schifini, MD

Patient Ledger
Sorted By: Case Number
Entry Date POS Description Case Procedure Document Provider Amount
RODENOOC Enrique J Rodriguez !
Last Payment:
203228 11/26/2007 11 35449 0711266000 JISMD 150000
203514 11/30/2007 24 35453 0712030000 JISMD 600.00
203515 11/30/2007 24 35433 0712030000 JISMD 150.00
203516 11/30/2007 24 35453 (712030000 JISMD 75.00
204129 12/6/2007 11 35453 0712060000 JISMD 150.00
206476 1/10/2008 11 35453 (1801100000 JISMD 150.00
320976  TH2008 11 35453 0807020000 JISMD 150.00
221847 TH42008 24 38179 0807140000 JISMD 1950.00
221848  7/14/2008 24 38179 0807140000 JISMD 1950.00
221849 W14/2008 24 38179 0807140000 JISMD 1950.00
221850 7/14/2008 24 38179 0807140000 JISMD 150.00 ,
221851 7/14/2008 24 38179 0807140000 JISMD 75.00 :
221852 7/14/2008 24 38179 0807140000 JISMD 150.00 E

Printed on 8/8/2008 9:30:44 AM

Patient Total  $9,000.00 i

Page 1

JOSEPH J SCHIFINI MD-00002
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Cal. Hand Sarg & Orthop Spec Med Clinic, we
P O Box 515110 '

Los Angeles CA, 900515110
(818) 700-1250

Ta: Law offices of Jonathon Weber
7408 W, Sahara Ave

Las Vegas NV, 89117
7022282600

Adjuster:

Employer: Jonathan Weber

Diagnesis 1) 337.22 3)

2) 4
1)337.22
DOS Description

07/17/2008 QFFICE OR OTHER OUTPATIENT VISIT FO
07/17/2008 REPORT PREPARATION

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ADJUSTMENT
BALANCE NOW DUE

FED. Tax. .14724131

Medical Record #: 0703070017

Patient Rodriguez, Enrique
SSN:
Date Of Injury: 11/22/2004

Claim Number(s):

WCAB #:

Code DX Charge Unit Payment  Adj
99214 1 134.36 1.0 0,00 0.00
959080 1 80.00 20 0.0¢ 0.0

21436 .
0.00
0.00

21436

Balance
134,36
80.00

N

Cal. Hand 0000001

[l
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Cal Hand Surg & Orthop Spec Med Clinit, L.o
P O Box 515110 A

Los Angeles CA, 900515110
(818) 700-1250

To: Law offices of Jonathon Weber
7408 W. Szhara Ave

Las Vegas NV, 89117
7022282600

Adjuster;

Employer:

Diagnosis 1} 33722 3)

2) 4)
1)337.22
DOS Description

04/23/2008 OFFICE OR OTHER QUTPATIENT VISIT FO
04/23/2008 REPORT PREPARATION

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ADJUSTMENT
BALANCE NOW DUE

FED. Tax: = 54724131

Medical Record #: 0703070017

Patient Rodriguez, Enrique
SSN: !
Date Of Injury: 11/22/2004

Claim Number(s):

WCAB #:

Code DX Charge  Unit  Payment  Adj
99214 1 13436 Lo 0.00 0.00
99080 1 80.00 20 0.00 0.00

214.36
0.00
0.60

214.36

Balance
134,36
80.00

Cal. Hand 0000002
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Cal Hand Surg & Orthop Spec Med C: . |, inc
PO Box 515110

Los Angeles CA, 900515110
(818) 700-1250

To: Law offices of Jonathon Weber
7408 W. Sahara Ave

Las Vegas NV, 89117

7022282600
Adjuster:
Employer:
Diagnosis 3} 337.22 3)
2) 4)
13337.22
DOs Description

01/69/2008 OFFICE OR OTHER CUTPATIENT VISIT FO

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ADJUSTMENT
BALANCE NOW DUE

FED.T. ' .472413]

Medical Record #: 0703070017

Patient Rodriguez, Enrigue

S8N:
Date Of Injury: 11/22/2004

Claim Nember(s):

WCAR #:

Code DX Charge Unit Payment
99214 1 13436 LG 0.00

13436
0.00
0.00

134.36

Balance
134.36

Cal. Hand 0000003
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Cal Hand Surg & Orthop Spec Med Clinic, inc
P OBox 515110

Los Angeles CA, 200515110
(818) 700-1250

To: Law offices of Jonathon Weber
7408 W. Sahara Ave

Las Vegas NV, 89117

7022282600
Adjuster:
Employer:
Diagnosis 1) 337.22 3
2) 4)
1)337.22
DOSs Description

05/03/2007 OFFICE OR OTHER OUTPATIENT VISIT FO

05/03/2007 SUPPLEMENTAL REPORT

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ARJUSTMENT
BALANCE NOW DUE

FED. Tax: v54724131

Medical Record #: 0703070017

Patient Rodriguez. Enrique
SSN:
Date Of Injury: 11/22/2004

Claim Number(s):

WCAB #:

Code DX Charge Unit Payment  Adj
59214 1 13436 1.0 0.00 0.00
99080 1 80.00 2.0 0.0¢  0.00

2[4.36
0.00
0.00

214,36

Balance
134.36
80.00

Cal. Hand 0000004

657



Cal Hand Surg & Orthop Spec Med Clinic, It
P O Box 515110

Los Angeles CA, 900515110
(818) 700-1250

To: Law offices of Jonathon Weber
7408 W, Sahara Ave

Las Vegas NV, 89117

7022282600
Adjuster:
Employer:
Diagnosis 1}  337.22 3}
2} 4
1)337.22
DOS Description

04/18/2007 LUMBAR OR THORACIC (PARAVERTEBRAL

04/18/2007 FLUOROSCOPY UP TO ONE HOUR

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ADJUSTMENT
BALANCE NOW DUE

FED. Tax: . +724131

Medical Record #: 0703070017

Patient Rodriguez, Enrique
S8N:
Date Of Injury: 11/22/2004

Claim Number(s):

WCAB #:

Code DX Charge Unit Payment  Adj
64520-LT 1 300.00 1.0 0.00  0.00
7600026 1 70.00 1.0 0.00 0.00

370.00
8.00
0.00

370.00

Balance
300.00
70.00

Cal. Hand 0000005
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Cal Hand Surg & Orthop Spec Med Clinie, Ine
P O Box 515110

Los Angsles CA, 900515110
(818) 700-1250

To: Law offices of Jonathon Weber
7408 W, Sahara Ave

Las Vegas NV, 89117

7022282600
Adjuster:
Employer:
Diagnosis 1) 33722 3
2) 4)
13337.22
DOS Description

04/05/2007 OQFFICE OR OTHER OUTPATIENT VISIT FO

04/05/2007 SUPPLEMENTAL REPORT

TOTAL CHARGE
TOTAL PAYMENT
TOTAL ADFUSTMENT
BALANCE NOW DUE

FED. Tax: v34724131

Medical Record #: 703070017

Patient Rodriguez. Enrigue
SSN:
Date Of Injury: 11/22/2004

Claim Number(s):

WCAB #:

Code DX Charge Unit Payment  Adj
99214 1 13436 1.0 0.00  0.00
99080 1 150.00 1.0 .00 0.00

284.36
Q.00
0.00

284.36

Balance
134.36
150.00

Cal. Hand 0000006
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Cal Hand Surg & Orthop Spec Med Clinic, D
P OBox 515110

Los Angeles CA, 900515110
{818) 700-1250

FED. Tax: ..

To: Jonathan Weber, Esq Medical Record #: 0703070017
2029 Century Park E Ste 2100
. : Patient Rodriguez, Enrique
Los Angeles CA, 90067 SSN:
3102267570 Date Of Injury: 11/22/2004
Adjuster: Claim Number(s):
Employer: WCAB#:
Disgnosis 1} 33722 k)]
2) 72704 4)
1333722 2 727.04
DOS Deseription Code DX Charge Unit Payment  Adj Balance
03/14/2007 LUMBAR OR THORACIC (PARAVERTEBRAL 64520-LT 1 300.00 1.0 0.00  0.00 300.00
03/14/2007 INJECTION(S); TENDON SHEATH, LIGAME 20550-51-LT 2 80.00 1.0 000  0.00 80.00
03/14/2067 FLUOROSCOPY UP TO ONE HOUR 76000-26 1 70.00 1.0 0.00  0.00 70.00
TOTAL CHARGE 450,00
TOTAL PAYMENT 0.00
TOTAL ADJUSTMENT 0.00
BALANCE NOW DUE ' 450.00

Cal. Hand 0000007
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Account 0703070017 01

Bpisode Rodtlguez, Enslque

Charge Number DOS CPT Chargas Payments

Company COHS .

Insurancg PI Jonathan Webar, Esq

0018182800-000 03/07/07 $9245°-CONSULT COMPLEX 600.00 0,00

(018182800-000 03/07/47 PI99080-PI REPORT 350,00 0.00

0018182800-000, 03/07/07 9585L-RANGE OF MOTION MEASUREMENTS AND REPORT (SEPARATE PROCEDURE 70.11 0,00

0018426100-000 03/14/07 64520-LUMBAR OR THORACIC (PARAVERTEBRAL SYMPATHETIC) 300.00— PU¥ 0.00

0018426100-000 03/14/07 20550-INJECTION(S); TENDON SHEATH, LIGAMENT 80.00 — ™ 0.00

0018426100000, 03/14/07 76000-FLUORDSCORY UP TO ONE HOUR 7000 Q.00
Jonathan Weber, Bsq 1,470.11 0.00
COHS 1,470,110 0.00
P.l.-neck,Rt uppar extrm,back,Lt lowar extrm 1,470,11 0,00

1,470,411 040
v/t 4 BTL6 oN WS TY3T03W 49 AVOL L 200D 6t tidy

Cal. Hand 0000008
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Balance

£00.00
350.00
70,14
300,00
80,00
70,00
1470.44
1,470.11
1,470,11
1,470,11

VAT

BCL6 "ON

LRIW T¥OTCIN 4D

Well:ill LO02 6] ity

Cal. Hand 0000008
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MEDICAL ASSOCIATES SOUTHERN NV
P.O.Box 778195 - “Statement Date
HENDERSON, NV 82077-8195 3/46/2010

(702)492-7208

Enrigue J. Rodriguez A RODEND00
DATE PROCEDURE UNITS DESCRIPTION CASE NUMBER AMOUNT
l |
Patient: Enrique J. Rodriguez DX 1: 723.1 DX 2: 847.0 DX 3: 784.0 DX 4:724.1
Case Dascription: LN- Jonathan Weber
172612006 00204 1 New Patient Comprehensive 1876 300.00
2/1/2006 00214 1 Office Visit Detalled 1876 165.00
272012006 99214 1 Office Visit Detailed 1876 165.00
3/6/2006 99214 1 Office Visit Detailed 1876 165.00
3/6/2006 73110 1 X-Ray Wrist Complete 1876 110.00
3/22/2006 99214 1 Office Visit Detailed 1876 165.00
4/3/2008 09214 1 Office Visit Detalled 1876 165.00
4/26/2006 99214 1 Office Visit Detailed 1876 165.00
5/10f2006 . 099214 1 Office Visit Detailed 1876 165,00
5/22/2006 99214 1 Office Visit Detalled 1876 165.00
5/31/2006 99214 4 Office Visit Detailed 1876 165.00
5/31/2006 99080 1 Special Reports Form 1876 60.00
6/22/2006 99214 1 Office Visit Detailed 1876 165.00
6/30/2006 99214 1 Office Visit Detailed 1876 165.00
7/1712008 99214 1 Office Visit Detailed 1876 165.00
8/16/2006 99214 1 Office Visit Detailed 1876 165.00
10/23/2007 PCO00 88 Medical Records PC Charge 1876 52.80
2/25/2008 BEN 1 Benicorp payment for medical records 1876 -52.80
7/29/2008 RECBILL 1 Records and Blli 1876 0.00
1 STATUS 1876 0.00

6/20/2008  STATUS

$2667.80 2,615.00

Koka 0000157
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{
Primary Care Consultants
P.O.Box 778195
Henderson, NV 89077-8195
(702)492-7208

Enrique J. Rodriquez

 Statemont Date -
3/16/2010

. Chart Number -

RODENOQO

DATE PROCEDURE UNITS DESCRIPTION CASE NUMBER AMOUNT
I |
Patient: Enrique J. Rodriguez DX 1: 847.1 DX 2 847.2 DX 3: 840.8 DX 4:E812.9
Case Description: MVA/LN/John Webear/MASN

10/25/2006 gg211 1 SUTURE REMOVAL 159 45,00
11/9/2008  g9214 1 OFFICE VISIT DETAILED 159 230.00
11/30/2006 99214 1 OFFICE VISIT DETAILED 159 230,00
2/8/2007 99214 1 OFFICE VISIT DETAILED 159 239.00
372012007 99214 1 OFFICE VISIT DETAILED 159 239.00
5/10/2007 99214 1 OFFICE VISIT DETAILED 159 239.00
6/11/2007 99214 1 OFFICE VISIT DETAILED 159 239.00
10/12/2007 go214 1 OFFiCE VISIT DETAILED 159 239.00
10/23/2007 pC 17 Medical Records Photo Copy Char 169 10.20
11/6/2007 99214 1 QFFICE VISIT DETAILED . 168 239.00
12/3/2007 99214 1 OFFICE VISIT DETAILED 159 239.00
1/4/2008 99214 1 OFFICE VISIT DETAILED 159 239.00
2/25/2008 COPYFEES 1 Photocopy Fees 159 -10.20
1/21/2008 99214 1 OFFICE VISIT DETAILED 159 239,00
4/9/2008 99214 1 OFFICE VISIT DETAILED 159 239,00
4/9/2008 85025 1 CBC W/DIFF 1569 16.60
7/21/2008  STAT 1 Status 169 0.00
6/13/2008 99214 1 OFFICE VISIT DETAILED 158 239.00
7/23/2008 90214 1 QFFICE VISIT DETAILED 159 239.00
772912008 PG 89 Medical Records Photo Copy Char 189 53.40

Continued

Continued

Continued

Continued

Koka 0000158
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1
Primary Care Consultants
P.O.Box 7781985
Henderson, NV 89077-8195
(702)492-7208

Enrigue J. Rodriquez

. Stalement Date
3/16/2010

7 Chart Number
RODEN00O

DATE PROCEDURE UNITS DESCRIPTION CASE NUMBER AMOUNT
7/29/2008 RECBILLS 1 Records & Bills 169 0.00
8/8/2008 COPYFEES 1 Photocopy Fees 159 -53.40
8/20/2008 89214 1 OFFICE VISIT DETAILED 159 239.00
9/17/2008 99214 1 OFFICE VISIT DETAILED 159 239.00
10/1/2008  go214 1 OFFICE VISIT DETAILED 159 239.00
10/22/2008 99214 1 OFFICE VISIT DETAILED 159 239.00
11/119/2008 99214 1 OFFIGE VISIT DETAILED 159 239.00
12/M17/2008 99214 1 OFFICE VISIT DETAILED 159 239.00
271212009 99214 1 OFFICE VISIT DETAILED 159 200.00
3/2/2009 09214 1 OFFICE VISIT DETAILED 159 200.00
3/30/2009 99é14 1 OFFICE VISIT DETAILED 159 200.00
5/6/2009 99214 1 OFFICE VISIT DETAILED 159 200.00
6/16/2009 99214 1 OFFICE VISIT DETAILED 159 225.00 -
7/20/2009 09214 1 OFFICE VISIT DETAILED 159 225.00
8/7/2009 BALCON 1 Balance Confirmation 159 0.00
11/4/2009 99214 1 OFFICE VISIT DETAILED 159 225.00
12/16/2009 99214 1 OFFICE VISIT DETAILED 159 225.00
12/17/2009 g9244 1 CONSULTATION INITIAL 159 560.43
12/17/2009 82055 1 Breathalyzer 159 30.00
12/17/2008 80101 1 uDS (5) 159 40.00
1/13/2010 99214 1 OFFICE VISIT DETAILED 150 225.00
3/3/2010 99214 1 OFFICE VISIT DETAILED 159 239.00

7,618.03

Koka 0000159
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MATT SMITH PHYSICAL THERAPY [COFMAIN]
848 N RAINBOW BLVD 357 - Date 08
* . Time
LAS VEGAS, NV 89107-1103 User

Page

702 804 0026

Inguixy
/13/2009
T:2l1a

eak00lL
1

Patient #: 18843

Bill To #: 18843 Resp Party: ENRIQUE .J RODRIQUEZ

|

|
DOB: . | Dr #4: - 15 LORI M SKOPHAMMER: PT
Age" “ 4e Bex: M : | RDr #:- + 37 JOHN S THALGOTT MD
S8 . . | Patient Type: 40 LIENS/LITIGATION
H/Ph # | Bill Cycle: 4 SAA-ZZ2Z
W/ Ph #: i | Credit Status: 28

i

* Date- Reglstered 02/22/2006

Patient E-mail:
Responsmble ‘Party E-mail'

Patient Name: ENRIQUE J RODRIQUEZ é} ;7

Balances . . | ot
0 - -30: . v - ' .00 | Responsible Party Address R
31 - 60: . .00 |
61 - 90: .- . - J00 |
81 - 120: ) ' : .00 P T
121 - 150: o : .60 - ]
151+ v oo 29,330.00 " | Patient Address:
' . |
. ) |
Total Balance: 29,330,00 ]
~ Pending: 00 |
= Patient Balance: 29,330.00 o e i e e
: | Last Transactions: T
| Charge: 06/14/2007 | 130.00
] Personal: 05/23/2008 154.80
l _Insurance: 00/00/0000 .00
[ .
| Location: 2 RANCHO OFFICE
| Diagnosis: 847.0 SPRAIN OF NECK
| Billing History: 06/30/2008 05/31/2008
| 04/30/2008 03/31/2008
Current Coverages
** No Current Insurance found **
Archived Coverages
** No Archived Insurance found *# )
~~~~~~~~~~~~~ Collection Information—w——————— ——— e e ———— e
** No Collection Information found ** .
————————————— Alert Notes~~"-—m——~~~~~~~~—~————-~~j—ﬂ~————v~4~~~~—~~—————————ﬂ-—-——————-——-—~*—~~
Posted  Type Description ‘ * - Receiptf Status Dr#
02,/22/2006 8000001 RX 2- 21 06 3X4 DX 847.0 _ 000421876 U 7
————————— Billing Notes—-——————*— e e e e e e e o e e
Posted Time  Initlals Description '
08,/01/2008 2:10p DRL THIS PT HAS TWC ACCOUNTS FOR LIEN BALANCE 18843 & -
08,/01/2008 2:1lp DRL 23591. PLEASE CHECK BOTH BALANCES!E!!!E!!%!!!!!!!
————————————— On-Bill Notes~--w—————L———-————————----—-~———————————————~~~~nr-~m~~-————~—~~~—-———
*% No On-bill notes found **
~~~~~~~~~~~~~ COL1eCtion NOEES—r——m o e e e e e e e e e e e o e e etk e
¥k HNo Collection notes found **
e FGUTANCE NOL@S  meom s st s et e e e e e e e e i o
** No Insurance notes found **
Valley Rehab. 0000007
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PIEASE REMIT 'TO:

F P PR T T ) - DALYCROLUE gWuLe

SERVICES RENDERED AT:

?,Q, BOX 870
MURRIETA, CA 092564
(951) £96-5353

FED TAX Ib # 33~0493339

RANCHG PRISICAL THERADY, ING.
830 E, LATHAM AVENUE
REMET, (A 92543

STATEMENT DATE: 11/13/2009
PATIENT: ENRIQUE RODRIGUEZ

EENBON, BERTOING, BAKER, AA INJURED: 11/22/2004

7408 WEST SAHARA AVENUE

PHEYSICIAN: NORK MD, JOHN G

-LAS VEGAS NV 82117

EMPLOYER: SELF

ACCT N20022 AL N2 DIAGNOSIE: PAIN IN JOINT. INVOLVING LOWER LEG )

STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, INVOLVING LOWE

OIHER JOINT DERANGEMENT, NOT ELSEWHERE CLASSTEIED

SFRAIN OF OTHER SEECIFISD BITES OF KNEE AND LEG

TNSURANCE PATIENT
DATE DESCRIPITON CHARGES  PAID ADJUSTS PAID
BATANCE FORWARD 0.00 | | | |

12/08/04 PHYSICAL THERAPY EVALUATION 1 UNIT ] 120.00/ | !
12/08/04 THERAPEUTIC EXERCISE 1 UNIT i 45,001 | }
12/08/04 ELECTRICAL STIMULATICN 1 UNIT [ 25.00| | f
12/08/04 HOT PACK/COLU PACK | 25.00) ! |
12/08/04 ELECTRODES | 8.00] | |
12/10/04 POOL THERAPY 3 UNITS | 210.00] | 1
12/1G/04 WHIRLPQOL 1 UNIT ) 30.00] | I
12/10/04 ELECTRICAL SUIMULATION 1 UNIT | 25.000 | |
12/10/04 HOT PACK/COLD PACK | 25,00} ] I
12/13/04 POOL THERAPY 3 UNITS i 210.00} i ]
12/13/04 97140- MANUAL THERAPY 1 UNIT 1 45.00} ] {
12/13/04 WHIRLPQOL 1 UNIT | 30.00) | f
12/13/04 BELECTRICAL STIMULATION 1 UNIT | 25,00! ( {
12/15/04 200L THERAPY 3 UNiT8 | 210,00] | |
12/15/04 97140~ MANUAL THERAPY 1 TUNIT | 45.00| I |
12/15/04 WHIRLPOOL 1 UNIT 1 30.00] | |
12/15/04 ELECTRICAT, STIMULATION 1 UNIT | 25.00] ) |
12/17/04 POOL THERAPY 3 UNITS I 210.00] l !
12/17/04 97140- MANUAL THERAPY 1 UNIT i 45.00| t !
12/17/04 WHIRLDPOOL 1 UNIT [ 30.00] | |
12/17/04 BLECTRICAL STIMULATION 1 UNIT | 25.00] | |
12/20/04 POOL THERAFY 3 UNITS | 210.00} | |
12/20/04 97140~ MANUAL THERARY 1 UNIT l 45.00} 1 |
12/20/04 WHIRLPOOL 1 UNIT [ 30.00] i i
12/22/04 200L THERAPY 4 UNITS i 280,000 I i
12/22/04 97140~ MANUAL ZTHERAPY 1 UNIT I 45.00] | f
12/22/04 ELECTRICAL STIMULATION 1 UNIT |  25.00] | |
12/23/04 POOL THERAPY 4 UNITS | 280.00] i |

e e e i i e

CCNTINUED ON NEXT PAGE
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' PLEASE REMIT 70: SERVICES RENDERED AT:

mﬁmmmwﬁmm. RANCHG PHY STICAL THERADY, INC.
P.0. BOX 870 630 E. LATHAM AVENUE

MURRTETA, CA 92564 HEMET, CA 92543
(951) 696-8353
FED TAX ID # 33-0493338

STATEMENT DATE: 11/13/2009
PATIENT: ENRIOUE RODRIGUEZ

BENSON, BERYOLDO, BAKER, AA INJURED: 11/22/2004
7408 WEST SAHARA AVENUE PHYSTCTAN: NORK MD, JOEN G
LAS VEGAS Nv 89117

EMPLOYER: SELF

ACCT M20022 ‘AL N2 DIAGNOSIS: PAIN IN JOINT INVOINING LOWER IEC
STIFENESS OF JOINT, NOT ELSEWHERT CLASSIFIED, INVOLVING L.OWE
OTHER JOINT DERANGEMENT, NOT BLSEWHERE CLASSTFTED
SPRATN OF OTHER SPHCIFIED SITES OF KNEE AND I.EG

INSURANCE PATIENT
DATE DESCRIPTION CHARGEB  FATID ADJUSTS PATD

BATANCE FORWARD  2358.00 ] I i ]
12/23/04 EILECTRICAL STIMULATION 1 UNIT | 25.00] } |
12/23/04 HOT PRCK/COLD FACK i 25.00] 1 i
01/03/05 THERAPEUTIC EXERCISE 2 UNITH ! 80.00] | f
Q1/93/05 MANUAL THERAPY 1 UNIT | 45.00] f i
01/03/05 ELECTRICAL BTIMULATION 1 UNIT | 25.00] | !
01/03/05 HOT PACK/COLD PACK | 25.001 | [
01/05/08 POOL THERAFY 4 UNITS | 280.60} ! {
01/0%/05 WHIRLPOOL 1 UNIT | 30.00] | i
01/07/05 B,T. RE-BVATLUATION | 45.00] I |
01/07/05 POOL THERAFY 4 UNITS | 280.001 I )
01/07/05 MANUAL THERAPY 1 UNIT ] 45, ¢0! | |
01/07/0% WHIRLPOOL 1 UNIY | 30.00¢ | |
01/07/05 HOT PACK/COLD RACK | 25.00] f |
#1/10/05 POOL THERAPY 4 UNITS 1 280,00} ] |
01/10/05 THERAPEUTIC EXERCISE 2 UNITS i 90.00j ! i
01/10/05 MANUAL THERAPY 1 UNIT [ 45.001 } |
01/10/05 ELECTRICAT. STIMULATION 1 UNIT | 28,001 [ |
01/10/05 HOT PACQK/COLD PACK | 25.00] | 1
Q1/12/05 CORY JONES, billed 2408.00 for 12/08-12/23/4 | | { {
01/22/05 POOL THERAPY 4 UNITS | 280.00]| i |
01/12/05 THHRAFEUTIC EXERCISE 2 UNITS I 90.00] i [
'01/12/05 MANUAL, THERAFY 1 UNIT | 45.00% ! I
01/12/05 ELECTRICAL STIMULATION 1 UNIT |  25.00] | |
01/12/05 HOT PACK/COLD PACK |  25.00] ! !
01/13/05 CORY JORES, AA Billed 2,408.00 fox 12/08-01/12/ | 1 | I
01/13/0% CORY JONES, billed 920.00 for 01/03-0L/07/5 | | | |
01/13/05 EQOL THERAPY 4 UNITH | 280.00] t 1
01/13/05 THERAPEUTIC EXERCISE 2 UNIYS | 80.00) f |

CONTINUED ON NEXT PAGE
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{951) 6£96-9353
FED TAX ID # 13-0493339

- MM VAN AL RabuLiTAT -+ DLYBRD>ILH Wwolry
! PLEASE REMIT TO: SERVICES RENDERED AT;
'WT“"M——MWMMC. RANCHO PEYSICAT. THERAFY, INC.
P.O, BOX 870 630 E. LATHAM AVENUE
I MURRTETA, CA 92564 EEMET, CA 92543

STATEMENT DATE: 11/13/2000
PATIENT: ENRIQUE RODRIGUEZ
BENSON, BERTOLDO, BAKER, A7 INJURED: 11/22/2004

7408 WEST SAHARA AVENUE
LAS VEGAS NV B&117
EMPLOYER: BELF

ACCT N20022 AL N2 DIAGNOSIS: PAIN IN JOINT INVOLVING LOWER LEG
STIFFNESE OF JOINT, NOT ELSEWHERE CLASSIFIED, INVOLVING LOWE
OTHER JOINT DERANGEMENT, NOT ELSEWHERE CLASSIFTED

SPRAIN OF OTHER SPECIFIED SITER OF KNEE AND LEG

a1 i s

61/13/05
01/13/08
01/13/05
01/17/05
01/17/0%
01/17/08
01/17/05
61/17/05
01/20/085
01/21/05
01/21/08
01/21/05
01/21/05
01/21/05
01/21/08
QL/24/05
01/24/05
01/24/05
01/24/05
01/24/05
01/27/0%
01/27/05
01/27/08
p1/27/05
01/31/08
01/31/05
01/31/08
01/31/05

e B e L R M 8 8 o e 1 1t e e e e s ki .

PHYSICIAN: NORK MR, JOHM G

INBURANCE PATIENT
DESCRIPTION CHARGES  PATD ADJUSTS BATD

: BALANCE FORWARD 4628.00 | | { i
WHIRLPOOL 1 UNIT | 30.00] { {
ELECTRICAL, STIMULATION 1 UNTT | 25.00] I f
HOT PACK/COLD PACK | 25.001 I I
POOL THERAPY 4 UNITS b 280.00) ] 1
THERAREUTIC EXEROLSE 2 UNITS [ 90.00] | i
MANUAL THERAPY 1 UNIT | 45.00] !
ELECTRICAL STIMULATION 1 UNIT | 25,001 i
HOT PACK/COLD PACK ) 25.00] { |
NO SHOW ARPT FEE | 25.00] i
CORY JONES, Dbilled 1380.0C for 01/10-01/13/8% | | i |
POOL TEERAPY 4 UNITS | 280.00) [ i
THERABEUTIC EXERCISE 2 UNITS | 90.00] | [
MANUAT. THERAPY 1 UNIT | 45,001 | |
WHIRLFOOL 1 UNIT f 30.00] [ ]
ELECTRICAL STIMUZATION 1 UNIT | 25.00] i !
FOOL THERAPY 4 UNITS | 280.00] I !
THERAPEUITC EXERCISE 1 UNIT 45,00 | ]
WHIRLPOOL 1 UNIT | 30.00) } ]
ELECTRICAY, STIMULATION 1 UNIT | 25.00] | |
BOT PACK/COLD PACK ! 25.00] | i
POOL THERAPY 4 UNITS | 280.001 ] |
THERAPEUTIC EXERCISHE 1 UNIT | 45.00] 1 I
ELECTRIGAL STIMULATION 1 UNIT | 25,00] i [
HOT PACK/COLD PACK I 25.00] } |
CORY JONEE, billed 935,00 for 01/17-01/21/5 | | I ]
POOL THERAPY 3 UNITS | 21¢.0014 | |
MANUAL THERAPY 1 UNIT | 45.00] | 1
WHMIRLPOOL 1 UNIT i 30.00) f 1

e At e

- -

CONTINUED ON NEXT PAGE
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PLEASE REMIT TO:

PO FETLNS F VIt

i mmmr e A s asadaitw

SERVICES RENDERED AT:

v

W_m_N~_mum_RANCHCL$H¥SEGﬂé—ﬂﬂﬂﬁﬂ&fﬁ*ﬁ&ﬁh"“"‘"“"FENCﬁ@“ﬁHYEICAL THERAPY, INC.
P.C. BOX 870 630 E. LATHAM AVENUE
MURRIETA, CA 02564 REMET, CA 92543
(851 696-9353

ﬁ
I
i
|

FED TAX ID # 33-0493339

STATEMENT DATE: 11/13/2009
ENRTOUE RODRIGUEZ
11/22/2004

NOKK MD, JOHN ¢

BATTIENT:

BENSON, BERTOLLO, BAKER, AR INJURED:

7408 WEST SAHARA AVENUE PHYSTOIAN:
LAS VEGAR Ny 88117

EMPLOYER:

ACCT N20022 AL, N2 DIAGNOSIS: PAIN IN JOINT INVOLVING LOWER LEG
SPIFFNESS OF JOINT, NOT ELSIWHERE CLASSIFIED, INVOLVING LOWE
OTHER JOINT DERANGEMENT, NOT ELSEWHERE CLASSIFIED

SPRAIN OF OTHER SPECIZIED SITES OF KNSE AND TBG

01/31/05
01/31/05
02/03/08
02/07/05
02/18/08
02/18/05
0z2/18/08
03/14/05
03/14/05
04/14/05
04/14/08
04/14/06
95/19/05
05/18/058
06/14/08
07/05/08
07/05/08
07/20/05
08/10/05
08/15/05
08/15/08
09/16/08
05/16/05
09/26/05
10/17/05
1¢/17/05
10/24/058
10/24/05

e

INSURANCE
BAID

DESCRIPTION CHARGES

SELF

DATIENT
ADJUSTS PAID

BALANCE FORWARD  £733.00 |
ELECTRICAL STIMULATION 3 UNIT {
HOYT PACR/COLD PACK .
CORY JONES, Lilled 780.00 for 01/24-01/27/5 |
CORY JOMES, billed 335,00 for 01/31-01/31/5 |
CORY JONES, AA Billed 6,783,00 Ffor 12/08-02/07/ |
ENRIQUE RODRIG Billed §€,783.00 fer 12/08-02/18/ |
CORY JONES, AA Billed 6,783.00 fox 12/08-03/18/ |
CORY JONES, AA Billed 6,783.00 for 12/08-02/18/ |
ENRTQUE RODRIG Billed §,783.00 for 12/08-03/14/ )
CORY JONES, AA Billad 6,7B3.00 fox 12/08-03/14/ |
CORY JONBS, AA Billed £,783.00 for 12/08-04/14/ |
CQRY JONES, AA Billed 6,783.00 foxr 12/08-04/14/ |
CORY JONES, AA Billed 6,783.00 for 12/08-04/14/ |
ENRIQUE RODRIG Billed 6,783.00 for 12/0B-05/18/ |
CORY JONES, AA Billed €,783,00 for 12/08-05/15/ |
CORY JOMES, AA Billed 6,783.00 for 12/08-~06/14/ |
CORY JONES, AA Billed 6,783.00 for 12/08-07/05/ |
CORY JONBES, AA Billed €,783.00 fox 12/08-07/05/ |
BENSON, BERTOL Billed 6,783.00 for 12/08-07/20/ |
BENSON, BERTOL Billed 6,783.00 for 12/68-08/10/ |
BENSON, BERTOL Billed €,783.00 #or 12/08-08/15/ |
ENRIQUE RODRIG Billed 6,783.00 for 12/08-09/15/ |
ENRIQUE RODRIG Billed €,783.00 £or 12/08-09/18/ |
BENSON, BERTOL Billed 6,783,00 for 12/08-08/16/ |
BENSON, BERYOL Billed 6,783.00 for 12/08~09/26/ |
ENRIQUE RODRIG Billed 6,783.00 far 12/08-10/17/ |
POOL THERAPY 3 UNITS |
MANUAL THERAPY 1 UNIT ]

210.00]
45.00|

e e e

CONTINUED ON NEXT PAGE
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PLEASE REMIT TO:

vy Lt DidasdiNe + KLYERKSIDY

SERVICES RENDERED AT:

018

1
e RANGHO-PIFGTOAL THRRADY - TND
i P.O. BOX 870
MOURRIETA, CA 82564

(951) 696-9353

FED TAX ID # 33-0493338

l
|
|
|
|

7408 WEST SAHARA AVENUE

LAZ VEGAS NV 88117

BENSON, BERTOLDQ, BAKER, AA

RANCHO PHYSICAL THERADY, INC.
£30 E. LATHRM AVENUE
HEMET, A 92543

STATEMENT DATE: 11/13/20039
FATIENT: ENRIQUE RODRIGUEYZ

INJURED: 11/22/2004

PHYSICIAN: NORK MD, JOHN @

EMFLOYER: SELF

ACCT N20022 AL N2 DIAGNOSIS: PAIN IN JOINT INVOLVING LOWER LEG
STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, INVOLVING LOWE
OTHER JOINT DERANGEMENT, NOT ELSEWHERE CLASSIFIED
SPRATN OF OTHER SPECIFIED SITES OF RKNEE AND LEG

DATE DESCRIPTION

INSURANCE

CHARGES PALID

PATIENT
ADJUSTS PATD

bt - ——— e ——

10/24/05 WHIRLPOOL 1 UNIT
10/24/05 ELECTRICAL STIMULATION 1 UNIT
10/26/05 POOL THERAPY 3 UNITS

10/26/05 MANUAL THERAPY 1 UNLT
10/26/05 WHIRLBOOL 1 UNIT

10/26/05 ELECTRICAL STIMULATION 1 UNIT
10/26/05 HOT PACK/COLD PACK

10/27/05 POOL THERARY 3 UNITS

10/27/05 MANUAL THERAPY 1 UNTT
10/27/05 WHIRLDPOOL 1 UNIT

10/27/05 ELECTRICAL STIMULATION 1 UNIT
10/27/05 HOT PACK/COILD PACK

11/03/0% POOL THERAPY 2 UNITS

11/03/05 MANUAT: THERAFY 1 UNIT
11/03/05 THERAPEUTIC EXERCISE 1 DNIT

11/03/05 NEUROMUSCULAR RE-EDUCATION 1 UNIT

11/03/05 ELECTRICAL STIMULATION 1 UNIT
11/03/05 HOT DACK/COLD PBACK

11/04/05 P.T. RE-EVALUATION

11/04/05 POOL THERAFY 2 UNITS

11/04/05 MANUAL THERAPY 1 UNIT
11/04/05 THERAPEUTIC EXRRCISE 1 UNIT

11/04/05 NEUROMUSCULAR RE-EDUCATION 1 UNIT

11/04/0% WHIRLFOOL 1 UNIT
11/04/05 ELECTRICAL STIMULATION 1 UNIT
11/04/05 HOT PACK/COLD PACK

BALANCE FORWARD 7038.00

{
|
[
|
t
|
|
|
|
|
!
|
}
| 140.00|
|
'
|
[
|
i
I
!
f
[
I
|
|

%1/14/05 BENSCN, BERTOL Billad B8,488.00 for 12/08-11/04/ | |

11/14/056 ENRTIQUE RODRIG Billed 8,488,

00 for 12/08~11/14/ | f

i
}
I
|
I
|
J
|
|
I
|
|
I
!
I
|
|
i
!
[
{
i
I
|
|
!
|
|
!

e e e mu

CONTINUED ON NEXT PAGE
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PLEASE REMIT TO: SERVICES RENDERED AT:

L PNy RIVLY

‘Mw“";mw,“MBANEHQMRHYEICALMEHERAQXvmENGw*“*”_“_RANCHU“PHYHIUKﬁ"TﬁEﬁE?Y, INC.
?.0. BOX 870 630 E. LATHAM AVENUE
MURRIETA, CA 92564 HEMET, CA 92843
(951) 696-9353

FED TAX ID # 33-0433339

STATEMENT DATE:

11/13/2009

PATIENT: ENRIQUE RODRIGUEZ

BENSON, BERTOLDO, BAKER, aa INJURED: 11/22/2004
7408 WEST SAHARA AVENUE | PHYSICIAN: NORK MD, JOEN ¢
LAS VEGAS NV 89117

EMPT.OYER: SELF

ACCT N20022 AL NZ DIAGNOSIS: PAIN IN JOINT INVOLVING IOWER LEG

11/14/05
12/01/08
12/01/05
12/01/05
12/01/08
i2/01/05
12/01/05
12/01/05
1z2/02/05
12/02/05
12/02/05
12/02/08
12/05/05
12/05/05
12/05/05
12/05/08
12/06/08
12/06/05
12/06/08
12/06/05
12/06/08
12/07/0%
12/0%/05
12/07/05
12/07/05
12/07/08
12/07/05

STIFENESS 'OF JOINT, NOT ELSEWHERE CLASSI

FIED, INVOLVING L.OWE

OTHER JOINT DERANGEMENT , NOT E1LSEWHERE CLASSIFIED
EPRAIN OF OTHER $PECIFIED SITES OF KNEE AND LEG

INBURANCE PATIHENT
PESCRIPTION CHARGES  RALD ADJUSTS FAID

: BALANCE FORWARD  8488.00 | | } |
ENRIQUE RODRIG Billed 8,488.00 for 12/08-11/14/ | | t [
POOL THERAPY 3 UNITS | 219.00] | ]
MANUAL TEERARY 1 UNIT | 45.00] | |
THERAFEUTIC EXBRCISE 1 UNIT I 45.00] ] |
ULTRASOUND 1 UNIT | 30.00] I [
WHIRLPOOL 1 UNIT | 30.00% l |
ELECTRICAL STIMULATION 1 UNIT I 25.00] i
HOT PACK/COLD PACK I 25.00] | i
POOL THERAPY 3 UNITS ! 210.00¢ | !
WHIRLEOOL 1 UNIT [ 30.00] i |
ELECTRICAL STIMULAYION 1 UNIT | 25.001 | ]
HOT PACK/COLD PACK | 25.00| | t
POOL THERAPY 3 UNITS i R210.00] i
WHIRLPOOL 1 UNIT | 30.00] ] ]
ELECTRICAL STIMULADION 1 UNIT | 25.001 | {
HOT PACK/COLD BACK | 25.00] | I
BENSON, BERIOL Billed 8,488.00 for 12/08-11/14/ | | ! I
POOL THERAPY 3 UNITS | 210,00] f [
WHIRLEOOL 1 UNTTD | 30.00] | |
ELECTRICAL STIMULATION 1 UNIT ] 25.00] i |
HOT PACK/COLD PACK | 25,00 | !
BENSON, BERTOL Billed 8,488.00 for 12/08~12/06/ | | { |
F.T, RE-EVALUATTON [ 45.004 ! |
POOL THERAPY 3 UNITS |” 210.00} | !
WHIRLPOOL 1 UNIT | 30.00] ] [
ELECYRICAL. STIMULATION 1 UNIT [ 25.00) I
HOT PACK/COLD PACK |  25.00] [ I
NO SHOW FEE | 25.00§ ] i

12/12/05

- - - —— s,

CONTINUED ON NEXY PAGE
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PLEASE REMIT 10; SERVICES RENDERED AM:
RANCHO PHYSICAL”QEEBﬁgl;WIHR—wmuwmwwvﬂﬂﬁeﬂﬁ PHISICAL THERAPY, ING.
BOTBOX 870 630 E. IATHAM AVENUR
MURRIETA, CA 92564 HEMET, CA 52543

{951) 696~9353
¥ED TAX ID # 33-0493339

STATEMENT DATE: 11/13/200%
PATIENT: ENRIQUE RODRIGUEZ

BENSON, BERTOLDO, RAKER, Aa : INJURED: 11/22/2004
7408 WEST SAMARA AVENUE PHYSICIAN: NORK MD, JOEN @
LAS VEGAS HV #9117

EMPLOYER: SELF

ACCT N20022 AL N2 DIAGNOSIS: PATN IN JOINT INVOLVING LOMER LEG
STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, INVOLVING LOWE
OTHER JOINT DERANGEMENT, NOT ELEEWHERE CLASSIFIED
SPRATIN OF QTHER SPECIFIED SITES OF KNEE AND LEG

INSURANCE PATIENYT
DATE DESCRIPTION CHARGES  palp ADJusTS PAID

e o o e e i e e P

- [— —— - s T ok e e 4 et e o e

BATANCE FORWARD 10128.00
12/15/05 BENSON, BERTOL Billed 10,103,00 for 12/08-12/07/
01/17/06 BENSON, BERTOYL Billad 10,128.00 for 12/08~12/15/
01/17/06 ENRIOQUE RODRIG Billed 10,128.00 for 12/08-01/17/
02/16/06 BENSON, HERTOL Billed 10,128.00 for 12/08-01/17/
02/16/06 ENRIQUE RODRIC Hilled 10,128 00 for 12/08-02/16/

03/04/06 BENSON, BERT billed 3320.00 for 10/24~12/07/5
03/16/06 BENSON, BRRTOL Billed 10,128.00 for 12/08-03/04/
03/16/06 BENSON, BERTOL Billed 10,128.00 for i2/08-03/16/
03/16/06 ENRIQUE RODRIG Billed 10,128.00 o 12/08-03/16/ |
03/18/06 BENSON, BERTOL Billed 10,128,00 for 12/08~03/16/ |
03/20/06 ENRIOUE RODRIG Billed 10,128.00 for 12/08~03/18/ |
03/29/06 BENSON, BERTOL Billed 10,128.00 for 12/08-03/20/ |
04/17/06 BENSON, BERTOL Billad 10,128.00 €or 12/08-03/29/ |
04/17/06 ENRIQUE RODRIG Billed 10,128.00 for 12/08~04/17/ |
08/31/06 EENSON, RERTOL Billed 10,128.00 for 12/08~04/17/ |
02/27/07 BENSON, BERTOL Billed 10,128,000 for 12/08-08/31/ |
04/24/07 BENSOW, BERTOL Billed 10,128,00 for 12/08~02/27/ ¢
06/18/07 BENSON, BERTOL Billed 10,128,00 for 12/08-12/12/ 4
1
!
{
|
!
!
]
!

06/19/07 BENSON, BERTOL Billed 10,128.00 for 22/08-06/18/
10/22/07 BENSON, BERTOL Billad 10,128.00 #ax 1z2/08-06/19/
10/23/07 BENSON, BERTOL Billed 10,128.00 f£or 12/08-10/22/
11/15/¢7 BENSON, BERTOL Billed 10,128.00 for 12/08~10/23/
11/21/07 BENSON, BERTOL Billed 10,128,00 for 12/08-11/15/
04/21/08 BENSON, BERTOI, Billed 10,128.00 for 12/08~11/21/
04/21/08 BENSON, BERTOL Billed 10,128.00 for 12/08-04/21/
08/21/08 RENSON, BERTOL Billad 10,128.00 fer 12/08-04/21/
08/12/08 BENSON, RERTOL Billed 10,128,00 for 12/08-08/21/ |
10/20/08 BENSON, BERTOT, Billed 10,128.00 for 12/08-09/12/ |

- T ———— T ey s 1y s e

CONTINUED ON NEXT DAGE

Rancho PT 0000145
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PLEASE REMIT TO:
RANCHD_.EHISICALWT 0

P.O., BOX 870
MURRIETA, €A

925864

(951) 696-8353
FED TAX ID # 33-0483339

——— ——— A ] Vel

SERVICES RENDERED AT:
CAL THRRAGY, ING.

€30 E. LATHAM AVENUE

HEMET, CA 92543

STATEMENT DATE: 11/13/2000
PATYENT: ENRIQUE RODRIGUEZ

BENSON, BERTOLDO, BAKER, AA INJURED: 11/22/2004
7408 WEST SAHARA AVENUE -

LAS VEGAS

PHYSICIAN: NORK MR, JORN G

NV 88117

EMPLOYER: SELF

ACCT N20022 AT N2 DIAGNOSIS: PAIN IN JOINT TNVOLVING LOWER LEG
SPIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, INVOLVING LOWE
CTHER JOINT DERANGEMENT, NOT ELSEWHERE CLASSIFTED

BPRAIN OF OTHER SPECIFIED SITES OF KNEE AND ILEG

DATE

DESQRIPTION

- S

03/19/09 BENSON,
04/25/09 BENSON,
04/25/09 BENSON,
06/29/09 BENSON,
06/29/09 BENSON,
11/12/09 BENSON,

P T kst e g M B e+ e e 1w e e o o

BERTOL Billed 10,128.00
BERTOL Billaed 10,128.00
BERTOL Billed 10,128.00
BERTOL Billed 10,128.00
BERTOL Billed 10,128,00
BERTOL Billed 10,128.00

BALANCE FORWARD

INSURANGE ZATIENT
CHARGES BPAID ADJUSTS PATD
10128.00 f I ! |
for 12/08-10/20/ } | [ |
for 12/08-03/18/ | | | |
foxr 12/08-04/29/ | | { i
fox 12/08-04/28/ | i ) ]
for 12/08-06/28/ | f [ ]
for 12/08-06/2%/ | | { |
TOTALS 10128.00 0.00 c.00 0.00
PLEASE PAY 10128.00

THIBs BATANCE REFLECTS YOUR CHARGES AS OF THE DATE OF THIS
STATEMENT, ALL CHARGES ARE YOUR RESPONSIBILITY AND ARE DUE
UPON SETTLEMENT OF YOUR LAW SUIT. BILLING QUESTIONS?

CALL 951-£096~9353

Rancho PT 0000146
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At B - bl ]
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1500

ATTY BENSON & BERTOLDO

MEDICAL CLAIMS

HEALTH INSURANCE CLAIM FORM 7408 W. SAHARA AVE
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0B/05 LAS VEGAS NV 89117
PICA PICA T
MEDICARE MEDICAID THICARE CHAMPVA FEGA OTHER | 1a. INSURED'S I.D. NUMBER {For Program in tem 1)
D (Medicare #) D (Medicald #) D A sy |:| (Member 1Y) [:| (ssﬁ}'ono}"m S ) oy
2. PATIENT'S NAME (Last Nama, First Name, Middle Initial) 3. PATIENT'S BIRTH RATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle titiaf)

RODRIGUEZ ENRIQUE g mx] [} | SAME
5. PATIENT'S ADDRESS (No., Streel) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
senf] spouse| Jcne ] orer[ ] | SAME
[y STATE | 8. PATIENT STATUS CITY STATE
? L Single D Married m O!herD
ZIP CODE TELEPHONE (tnciuda Area Code) ZIF CODE TELEPHONE (Inciude Area Code)
Full-Time Part-Time|
: ( ) Employed D Student l:} Student D ( )

9. OTHER INSURELYS NAME (Last Name, First Name, Middle Inital}

N/A

10. IS PATIENT'S CONDITION RELATED TO.

11. INSURED'S POLICY GROUP OH FECA NUMBER

a, OTHER INSURED'S POLICY OR GROUP NUMBER

a, EMPLOYMENT? (Current or Previous)

VES {:] NG

b. ?AWEH INSURED'S DATE OF BIRTH

I I
i I

L u ]

SEX

il

a. INSURED'S DATE OF BIRTH SEX

3 Mz L

?
b. AUTO ACCIDENT? PLAGE {State)

D ves  [X]mwo

b. EMPLOYER'S NAME CR SCHOOL NAME

DISABLED

¢, EMPLOYER'S NAME OR SCHOOL NAME

. OTHER ACGIDENT?
e

|:| YES

5. INSURANCE PLAN NAME OR PROGHAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. AESERVED FOR LOCAL USE

d. IS THERE ANQTHER HEALTH BENEFIT FLAN?

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

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

{t ceriity that talempgte on 58
apply 1o ihfs, an

areod.)
>

32. SERVICE FACILITY LOCATION INFCAMATION

% BLLENEORRRLY SELKANLICH MD
2680 CRIMSON CANYON DRIVE
LAS VEGAS NV 89128-9995

A

SIGNED 09 16,4008

1841229762 G HB84814. R

L__|YE5 NO ¥ yes, ratum fo and complsta itam 9 a.d.
READ BACK OF FORK BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTBORIZED PERSON'S SIGNATURE | autharize
12. PATIENT'S OR AUTHORIZED PERSCN'S SIGNATURE ! autherlze lhe refease ol any medical or other information necessary payment of medical bensflts 1 the undarsigned physician ar supplier for
to process this clalm, | also request paymenl of govemment benatits either to mysell or 1o the party who accepls assignment services doscribed balaw,
below.
sienep__ STGNATURE QN FILE oate,__ (19/16 /08 sieven, STGNATURE ON FILE Y
14. DATE OF CURRENT: ILLNESS (First symptom} OR 15, IF PATIENT HAS HAD SAME OR S[MIU\R ILLNESS. | 16. DATES WTIENT gNhBLE TO WORK IN CURHENT OCCUPATION A
MM | DD YY < INJURY (Accident} OR GIVE FIRSTDATE MM DO
! ! PREGNANGY{LMP) ! FAOM { ! O I :
17. NAME OF REFERRING PROVIDER OR OTHER S 18. HOSP&TALEZATIC}N DATES RELATED TO CURRENT SERVICES
QURCE 1 valG (546280 [ RS P
JOSEPH J_ SCHIFINI 170, kP FROM | | o 4
19. RESERVED FOR LGCAL USE 20, QUTSIDE LAB? $ CHAHGES
s (v | .00
21. DIAGNOSIS OR NATURE OF ILLNESS OR iNJURY {Relate lems 1, 2, 3 or 4 10 ltem 24€ by Ling} 22. MEDICAID RESUBMISSION
] I CODE ORIGINAL REF, NO,
1422 .10 HERNIATED DISK 2422 .52 DEGENERATI
23. PRIOR AUTHORIZATION NUMBER
2723.1 CERVICALGIA 24,2  LUMBAGO
24, A, DATE(S) OF SERVICE B. C. | 0. PROCEOURES, SERVICES, OR SUPPLIES € [ G, L H. I Jo -4
From PLACE OF] {Explain Unusual Circumslancas) DIAGNOSIS b ey T RENDEAING =]
MM oB YY Mbd DD YY |SERVCE | EMG CPT/HCPCS | MODIFIER PQINTER % CHARGES UNITS | Plan | QUAL ] PROVIDER ID. # l;
E . ‘ E CONSULTATION COMPREHENS Iv ‘ 1GiHB84814 =
i H it Tl e
09fo2y0s| | i lii| leg2as | 1 i i [123a] s70i00| 1| [w]31437148442 |5
L o X~RAY L- SPINE 5 VIEW N 1G|HB84814 | g
09702708 + 1 J11| 7e1io | i 1 1234] 215 oo| 1| [w11437148442 |%
1 ¢ 1 H f | | \ | SRR U o
N O N S B N I N A I A N g
' . (7]
1 t ! 1 1 i ! 1 el Bl o
N SO N N S N R A S B | N I A S
I b t I i t 1 5
1 [ T IR i St 0
N T N S T B N I I I B 2
=
1 i | ! 1 1 | i
N TN N S S A I S O L np &
25, FEDERAL TAX L. NUMBER S5N EIN 26, PATIENT'S ACCQUNT NO. 27. @CCE“PE ﬂﬁ?lﬁGﬂN@dEﬁT? 28. TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
i 1 :
880218251 [e] 69721 Klves [ no s 785.00|%0.00 ! |5 785.00

~y

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0338-0989 FOFIM CMS 1500 (GB/OS)
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Fold—i

1500

ATTY BENSON & BERTOLDO

MEDICAL CLAIMS

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 LAS VEGAS NV 89117

PICA "PICA [T T]
1. MEDIGARE  MEDICAID TRIGARE CHAMPVA GRoy OTHER | 1a. INSURED'S 1.0, NUMBER {(For Frogram In ltam 1}
D, # D Modicaid 8] Eromars ssn [ ] omberion D Plesalitany SSN) [ﬂ (D) )

2. PATIENT'S NAME (Last Nama, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE
MM DN VY

4, INSURED'S NAME {Last Name, First Nama, Middlg initial)

()

RODRIGUEZ ENRIQUE J L FD SAME
5. PATIEMT'S ADDRESS (No., Sireal) 6. PATIENT RELATIONSHIP 70 INSURED 7. INSURED'S ADDRESS (No., Streel}
sell[ ] spouse Jonial | owe | | SAME
Ity STATE | B. PATIENT STATUS Ty [stATE
B m singio [ | amiea[ | ower[ ]
ZiP COBE TELEPHONE (Inciude Area Cede, ZIP CODE TELEPHONE (Inclutle Area Code}

Full-Time Past-Time
Employed Student Student

( )

9.0

N/A

ED'S NAME (Las! Name, First Name, Middia Initial}

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Currant or Previous)

ves [ Jwor

b, %WP"‘HEFI INSURED'S DATE OF BIRTH

I i
] i
L

i Ml

8EX

. AUTO ACCIDENT? PLACE (State)
[Jves NO ;

el

¢. EMPLOYER'S NAME OR SCHOCL NAME

¢. OTHER ACCIDENT?
m

[Jves

11. INSURED'S POLICY GROUP OR FECA NUMBER

SEX

a. INSURED'S DATE OF BIRTH
M 2l -~

b. EMFLOYER '5 NAME OR SCHOOL NAME

DISABLED

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME CR PROGAAM NAME

10d. RESERVED FOR LOCAL USE

<. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[:I YES NO If yes, relurn 1o and complete item 8 a-d.

below.

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other Informalmn ¥

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize

1o process [his claim. | also request payment of government banefils sither to myself or te the party who accepls assignment

pay of medicat banefits to the undi phy of suppliet for
services describad balow,

PATIENT AND INSURED INFORMATION ——— |« CARRIER—)>

sieneo___STGNATURE ON FILE DATE signen STGNATURE._ON FILE
piiiiuipninke e ——— E——
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. [F PATIENT HAS HAD SAME o8 S!MII.AF! ILLNESS. | 16, DATES PATIENT UNABLE TG WORK IN CUBRENT CCLUPATIO)
l&@ ] EE | t/‘\’ ‘INJURY {Accident) OA GIVE FIRST DATE E‘M | DB : Y$ Nﬁf ( DGD V‘?
! ! PREGNANCY{LMP) : ! FROM ! H To !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 1743 [18. HOSPITALIZATION DATES RELATED TO CURRENT senwcss
_________________________ MM, DD, YY MM DB
176, 1 NPI FROM I g TO 1[ f
19, RESEAVED FOR LOCAL USE 20. OUTSIDE LAB? $ CBARGES

[Jves [Jno |

Fold—|

21, DIAGNGSIS OR NATURE OF ILLNESS OR INJURY (Relate ltams 1, 2, 3 or 4 to ltem 24E by Line)

22, MERICAID RESUBMISSION
CODE ORIGINAL REF. NO.

3
F

G Ot bW N

2 A22.0 DISPLACEMENT, 2722 ,10 HERNIATED
23, PRIOR AUTHORIZATION NUMBER
27123.0 CERVICAL SPINA $723.1 CERVICALGIT
24. A, DATE(S) OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES £ E ETHT . =
From To PLACEOF {Explain Unusuat Circumstances) DIAGNOSIS baxs  &Psin RENDERING =]
MM DD YY MM DD Yy |seRvicE| EMG | CPT/HCPCS | MODIFIER POINTER § CHARGES unTs | Pen | Quat, PROVIDER ID. # E
| ‘ . \ ESTARBLI SHED PATIENT DETAI , '1G|H84814 £
ooyaovos] I 1 lial 99214 L1 l123a] 240i00] 1| [w71437148442 |5
' Z
I PO R N N B [ N N N | N N S «
. o
R N N A B B [ S T | S I I N %
A N S N N [ S T | I I I L §
N <
N IO R A B R A N A I L 5
N N N O I |t ] T I 23 &
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO, 27. ACCEPT ASSIGNVIENT? | 28. TOTAL CHARGE 29, AMOUNT PAID | 30. BALANGE DUE
880218251 [:”E 68721 YES NO s 240.|DO $ 0.00 j* § 240.EOO
. YSICIAN OR SUPPLIER _SEAVICE FACILITY LOCATION INFGRMATION )
¢ ?Aﬁ?@;&%ﬁ%ﬁ’&g OR GREDENTIALS 02 SERVICE FAGILITY LOGATION INFARMAT! 3. BLLSHPROETRIE SELKANTICH MD
{l certify thai the slaternenis op4he jeverse 2 6 8 O CRIMSON CA_NYON DRIVE
a""”’W” et LAS VEGAS NV 89128-9995
]
SIGNED 10 01lp2£008 :i* lb' 1841229762 h’.‘G 184814 Y
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-0889 FORM CMS-1500 (08-05)

Mid. by Medical Arts Press
. Call loi){ree: 1-800-328-2179

@ Printed on Recycled Paper

#14710 - Medical Arts Press
Use with Envelope 114145 (gummed) or $14146 (seil-seal)
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1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

WEBER JONATHON ESQ
7408 W SAHARA AVE

PI

T riea LAS VEGAS NV 89117 el l
. MEDICARE MEDICAID I:'I‘iAM]l:lEls CHAMPYVA K LUNG OTHER la, INSURED'S 1.D. NUMBER {FOR PROGRAM IN ITEM B

D(Medlcare #)D(Meiluld #JE] {Sponsor's SSNim {Member ID#)[:] (SSN or l{].‘p SSNI im S gl

2 PATIENT'S NAME (Last N¥ame, First Nome, Middle |nitist) 3. PATIENT" SEHTH[IATE SEX 4, INSURED'S NAME {Last Name, First Name, Middle Initial}
RODRIGUEZ ENRICH %] ]

B PATIENT'S ADDRESS (No., Street}

CITY

6. PATIENT REEATIO

Hi# TO INSURED

Self[ X jspousd |enii[ | ther[ ]

7, SNSURED'S ADDRESS (Mo, Steeet!

STATE | B, PATIENT STATUS

S[ngle Marrled}j

ZIP CORE TELEPHORE {Include

S, OTHER INSURED'S NAME (Last Name, First Name, Middle lnitial}

Area Code)
EmployedJEblfeni™

Part-T1:
Student

ather [__|

| mrsI:

CETY STATE

ZIP CODE TELEPHOXHE {Inelude Ared Code)

10,

a. OTHER INSURED'S POLIDY GR GROUP NUMBER

b. OTHER INSUAED'S DATE UF BIRTH

MM, DD, Y i SEX

m[ ]

¢, EMPLOYER'S NAME OR SCHOOL NAME

8. EMPLOYMENT? {Curront or Previous)

15 PATIENT'S CONDITION RELATED TQ:

[Jves Ho
b. AUTG ACCIDENT PLACE (State)
] YES Mo
c. GTHER ACCIDENT?
s [ |

11. INSURED'S POLICY GROUP QR FECA NUMBER

> INSURED'S DATE OF BIRTE SEX
MM DD - ¥
M

b. EMPLOYER'S NAME OR SCHOOL NAME

FL

c. INSURANCE PLAN NAME OR PROGRAM NAME

S, INSURANCE FLAN NAME OR PROGHAM NAME

10¢. RESERVED FOA LOCAL USE

d. IS THERE ANGTHER REALTH BEREFIT PLAN?
[Jves [ ] o i yes, rewrn te and complate item § a-d

READ BACK OF FORM BEFORE COMPLETING & S!IGNING THIS FORM
. PATIENT'S OR AUTHORIZED PERSON'S SIBNATURE 1 suthorise tha reease of ny medient or seher information neceasasy

to pregeas Hale clalm. | alze request paymeat of gavernment beaefite alther to myssif o ta the patly wha accrply wasignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorlze
paymeat of medical bepeflts to the undersigned physician or
supplier for sarvices describsd belaw.

SIGNATURE ON FILE

BIGNEL

KOKA GOVIND

™ SIGNATURE ON FILE 04 02 2009
SIGNED, DALE
14. DATE OF CURRENT: Itljl'&esst(ﬂrsl sy'mplom} oA T5. IF PATIENT HAD SAME OR SIMILAR,ILLNESS.
. B ) {NJURY {Accldent} G
M- B2 004 binanty wp) /A
17. NAME OF REFERRING PROVIDER OR OTHER SQURCE ; ;

18. HOSPITALIZATIBN DATES RELATED TO CURRENT SERVICES
! MM DD WY MM - DD - YY

16, DATES PATIENT UNABLE TQ WORK IN CUARENT DCEUPATIGN
MM : . .

FROM TQ

FROM T0

19. RESERVED FOR LGCAL USE

20, OUTSIDE .LAB? § CHAAGES

s {Xw|NO PURCH.| SVC.

02032009 02'032'009

02032009 | 02032009

013
21.GIAGNDSIS OR NATURE OF ILLNESS DR INJURY. {Relate ftems 1,23 or 4 to lem 24E by Line)
8470 8409
2. 3540 4, 8472
24, A. DATE{S] DF SERVILE B. C.| D.PROCEBURES, SERVICES, DR SUPPLIES
A0 1] I’LIJ&F[:E Explain Unusugl Circemstancos)
MM MDI:I hi MM T o] ¥Y EMG !r P MINIFIER

E

BIAGNDSIS
POINTER

7Z. MEOICAID RESUBMISSIOI
CODE BMISSION  inicinaL ser. ho.

23, PRIDR AUTHORIZATION NUMBER

k- umrg e | .
PS T 1 REHDERING
§ CHARGES FE QUAL. | pRoviDER ID. #

1346324092

1346324092

75, FEDERAL TAX 1.0, NUMBER SSN EIN  |26. PATIENT'S ACCOUNT NO. 2 Acncwﬁg'rcln;'snﬁ}:wgrw 0 28, TOTAL CHARGE [ 23. AMBUNT PAID 30 BALANTE DUE
770637238 1958 [ 1ves E:]NO s 425 -00|° 0 00[* 425 00
3Y. SISHATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFQ &PK ¢ (70206440500
i'::‘:ﬁ'? E‘?:ﬁ?fﬂ',}:?'g"‘:';:?:::s’mﬂ.,., CHARLESTON OFFI RUSSEL J SHAH MD LTD
SHAH MD RUSSEL J 2628 W CHARLESTON AVE 10624 S EASTERN AVE A425
04 02 03} LAS VEGAS NV 89102 HENDERSON NV 838052
$1GHED DATE 2. 3

Shah 0000001
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1500

HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIDNAL UNIFORM CLAIM COMMITTEE 0B/06

WEBER JONATHON ESQ

PI

7408 W SAHARA AVE

LAS VEGAS NV 88117
LT pica picalTTT |
. BAEDICARE MEDECAID }:HAM s CHAMPYA Wﬂ SLAK FE?({‘LUNE OTHER 1z, INSURED'S 1.0, NUMBER {FOR PROGRAM 1N TTEM 1)
D(Medf:n:: #)D {Madicald #)[:] {Sponsos's SSN)D {Member ID#)D(SSN or 10) [E:510] {ID} :
2 PATIENT'S NAME {Las1 Hame, Flrst Name, Middle Inlitel} 3, PATIENT'S BIRTHDATE SEX 2. NSl ME {Last Neme, First Name, Middle Initial)

RODRIGUEZ ENRIQUE J

6 PATIENY'S ADURESS (No., Strest}

CivY

TELEPHONE {laclude Are

ZIP COBE

STATE

]
6. PATIENT RELATIONSHIP TO INSURED

self X Jspause] Jenitg] 1 other[ ]

7. INSURED'S ADDRESS (No, Street)

8. PATIENT STATUS
Diker D

SanIe MsrrlndD
Part-Time}

EWPWY“D&QE!S-ETI%M Student

CiTY STATE

ZIP L0DE TELEPJIONE {fncluds Area Code}

9, ER INSURED'S NAME (Last Mame, Flrst Name, Middie Initialy

10, 15 PATIENT'S CONDITION RELATED TO:

2. OTHER INSURED'S POLICY OR GROUP NUMBER

3. EMPLOYMENT? (Curreat or Previous}

us o
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