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JAN/04/2011/TUE 
	:36 AM 	Royal, Jones 
	 FAX No, 702 - 531 - 6777 

	
P. 015/087 

2009-Nov-10 02:13 PM 	PRI. 	' ,ALLEY SURGE 	702-227-4386 
	

5/10 

Las Vegas Pain institute & Riled Cntr LLC Page 3 

Patient Ledger 
November 10, 2009 

Date 
	

Patient 
	

BM No, 	Description 
	

Amount 

05/21/2009 
	

WILLIAM 
	

4235585 	29214 - OFFICE/OP - VISIT, EST PT, 2 KEY COMPON 
	

3270_00 10/30/2009 
	

WILLIAM 
	

42355E36 	INSPAYMEN7 - PRIMARY INSURANCE PAYMENT 
	

($27.36) 10/30/2009 
	

WILLIAM 
	

423'3580 	INSADJUST PRIMARY INSURANCE ADJUSTMENT 
	($99 2_64)  05/21/2009 

	
WILLIAM 
	

4235868 	CREDIT- PATIENT COPAYMEN7 CREDIT CARD 
	

($20.00) 

TotW for BIll No. 4235585 
	

$0.00 

WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 

WILLIAM 
WILLIAM 
WILLI,A1v1 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM) 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 

05/28/2009 
06/22/2009 
06/22/2000 
D0/28/2009 

05/29/2009 
• 10/30/2009 
10/30/2009 
05/29/2009 
10/30/2000 
10/30/2009 
05/28/2009 
10/30/2009 
10/30/2009 
06/20/2009 
10/30/2009 
10/30/2009 
05/29/2009 
10/30/2009 
10/30/2009 

4236084 	09214 - OFFICE/OP VISIT, EST P7, 2 KEY COMPON 
4236084 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4235084 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
423608-4 	CHECKCDPAY - Patient copayment by personal' chec 

Total for 8111 No, 4238084 

4230241 	64483 - INJECTION, ANESTHETIC/STEROID, TRAM 
4235291 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4238241 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
4236241 	64484 - INJECTION, ANESTRHIC/STEROID, TRANI 
4236241 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4236241 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
4236241 	64484 - INJECTION, ANESTHETIC/STEROID, TRANI 
4236241 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4236241 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
4236241 	77003 - FLUOROSCOPIC GUIDE & LOCALIZATION, 
4226241 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4230241 
4230241 	

INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
99149 CONSCIOUS SEDATION W1W0 ANALGESti 

4236241 	INSPAYMENT - PRIMARY INSURANCE PAYMENT 
4236241 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 

$270.00 
($27.36) 

($222,54) 
($20.00) 

$0,00 

$1,450.00 
($19.30) 

($1,391,70) 
$700,00 
($82.19) 

($617.81) 
$700.00 
($82.10) 

($617.81) 
$500.00 
($26.14) 

($473.86) 
$200_00 
($38,05) 

(6161.92) 

06/01/2009 
05/29/2009 
06/29/2009 
00/01/2009 

WILLIAM 
WILLIAM 
WILLIAM 
WILLIAM 

4230250 
4230256 
423E3266 
4236256 

Total for Bill No. 4238241 

99214- OFFICE/OP VISIT, EST PT, 2 KEY OOMPON 
INSPAYMENT PRIMARY INSURANCE PAYMENT 
1NSADJUST - PRIMARY INSURANCE ADJUSTMENT 
CREDIT.- PATIENT COPAYMENT CREDIT CARD 

350.00 

$270.00 
($27.36) 

($222.54) 
($20.00) 

Total or Bill No, 4236256 
	

$0,00 

06/08/2000 
	

WILLIAM 
	

4235692 	98214-OFFICE/OP VISIT, EST PT, 2 KEY COMPON 
	

$270.00 06/29/2009 
	

WILLIAM 
	

4226692 	INSPAYlvIENT - PRIMARY INSURANCE PAYMENT 
	

($27.36) 06/20/2009 
	

WILLIAM 
	

4236592 	INSADJUST - PRIMARY INSURANCE ADJUSTMENT 
	

($222.64) 06/08/2009 
	

VV1LLIAM 
	

4236692 	cHECKCOPAY - Patient copayrnent by peraona I ohec 
	

($20.00) 

Total for Bill No, 4236602 
	

$0,00 

4236327 
4236827 	

20610 - ARTHROcEN 	ESIS, ASPIRATION_ WOR INJ 
INSPAYMENT- PRIMARY INSURANCE PAYMENT 

4238327 	INSADJUST - PRIMARY INSURANCE ADJUS i 	MENI 
4236827 

	

	64479 - INJECTION, ANESTHETIC/STEROID, I NAM 

Integrated Iviedical BillIng LLc 

05/09/2009 
	

WILLIAM 
09/08/2009 
	

WILLIAM 
09108/2009 
	

WILLIAM 
06/09/2009 
	

WILLIAM 

$260_00 
($34.87) 

($225.13) 
$1.750.00 
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X No, 7L12 - b- '31 1 - b777 
	

F, U21/1137 

MATTHL _ 'DUNKLEY, ATTORNEY 
2920 N. GREEN VALLEY PKWY 
SUITE 424 

HENDERSON NV 89104 

(II 

DE 

3. PATIENTS SIRTH DA 
MM DD 
06 30 64 	 

SEX 

I 6 PATIENT RELATIONSHIP TO INSURED 

Belli *Ss0000[ _J Chill 	Omer 

STATE 8. PATIENT STATUS 

I NV 1 	Single I I M8med 
	

Other 

4 INSURED'S NAME (Loot Name, First Nome. Middle withal! 

POREMBA WILLIAMM  
7.,NSUFIEO'S ADDRE S S INo., Strast) 

168 RED ARCHES COURT 
CITY 

HENDERSON 
2IF CODE 
	

I TELEPHONE (Inolucle Ar:la 

89012 

	
I 

.
( 

(702))263-2936 

1, STATE 

; a 
1'6 O. 15 PATIENT'S CONDITION RELATED TO: 	1 I IJR2O'S POLICY GROUP OR FECA NUMBE 

   YES 	I ND 	it yes'. (elute to And bumplma gem a4.1. 	
! 

a. EMPLOYMENT'? ICurrered Co PrEvIoual 

	

—1 YES 
	

kl0 

	

AUTO ACOIDENT'; 	
PLACE ISe:tri )  

Li yEs laq° 
C OTHER ACCIDENT'', 

E YES  a. 

RESERVF.0 FOR LOCAL USE 

a. INSURED'S DATE OF BIRTH 
MM DD 	yy 

06 30 64 
b. EMPLOYER'S NAME OR SCHOOL NAME 

C. INSURANCE PLAN NAME OR PROGRAM NANIE 

MATTHEW DUNKLEY, ATTORNEY 	 117  ETHERS ANOTHER HEALTH BENEFIT FLAW? 	
LL. 

SE?: 

1,4 

1(1. RESERVED FOR LOCAL USE 

	

21. DIAGNOSIS OR NATuRE OF ILLNESS OH INJURY jPelflut llama !. 2.2 Or 4 to hem 	by bee) 

3, 	 

20. OUTSIDE LAB', 	 S CHARGES I 	OO I 
I 	 I. 

22. MEDICAID RESuBMISSION 
CODE 	 1  ORIGINAL REF. NC  

I  
23. PRIOR AUTHORIZATION NuMSER 

L 723.4 

2 I  724.4  
24, A. 	 E 

From 
 DATE(S) OF SERVICE 

To 
MM DOYY MM DS 

4. L 	 
C. 	D. PROCEDURES, SERVICES. OR SUPPLIES I 	E. (Explain umlausi circumatar,a) 	I DIAGNOSIS EMG 	CPT/HCPCS 	 IMODIRER 	e.1  POINTER.  

G.H. 	t, 
eAYS 	so; 	, 

RLre,, MEM" 	DUAL 

B .  
FLACE OF 

( 

F. 

S CHARGES 

• I iq 1 •1_9_a214_ilil12_11_22000i  1  

Nr, 1 

I Nri 
r- 	

I< 

I 

-6-7967-6060-12 

IO 
	  1LI 

; 

FEHDE. RIFJG 
PROVIDER ID. 

RP, 

(4P i 

I   I  2e.AMOL NPI 

 

20. G1LANC:4 OUT 

AiDROVED OME;-0938-C)gt3R FORB4tiCM0150'.: ,  

JAN/U4/U1 I/TUE 1 1 	 Noya, 1 , Jones 

[1500 j 
HEALTH INSURANCE CLAIM FORM 
AppRovED ay NATIONAL UNIFORM CLAIM COMMITTEE 0505 
-7-771PICA 

 
 

FIcA, F -71—. 
(For Program in Item 1 ;  

1. MEDICARE 	MEDICAID 	TRICAP,E 
CHAMPUS 	

CHAMPVA 	 OTHER 18. INSURED'S 1.0. NUMBER C3HEF1ATTPH FLAN 	BFLHECLUA NO 

	

(ModicorE 4)1 j /14edicsio 	(.Sporpoor'r, LEN) 	'Wen-4'9r ILI) 1-31:(SSN  or ID) 	(SAN) 	(ID) 
2 PATIENT'S NAME (Last Nome, Re0t Name, Middle mitizr )  

POREMBA WILLIAM M 
S. PATIENTS ADDRESS (NO., Street) 

168 RED ARCHES COURT 
CITY 	• 
HENDERSON 
IP CODE 

89012 
	

((702)263 -2936 
S. OTHER INSURED'S NAME (Loa! Name. Fest (40100, 17111510 initial )  
• POREMEA WILLIAM M .  
o. OTHER INSURED'S POLICY OR GROW. NUM9ER 

347669782 
0. OTHER INSURED'S DATE OF BIRTH N1M 	DO 	•Y 

06 30 64 	 ML  
O. EMPLOYER'S NAME OR SCHOOL NAME 

SEX 

I U. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631  
READ BACK OF FORM BEFORE COMPLETING S. SIGNING THIS FORM. 12. PATIENT'S OR AUTHORIZE° PERSON'S SIGNATURE I ztn1)00 2 0. Lh. release of tro y  meet:m=10f °mar mfo(reseen rtecesnari  to p rocess' this claim. I elm 	pa yment of oovernment Dertertis eaner to myaeli or to Me ()any  who mom  ap.siorneni omow. 

I  TELEPHONE (include Area Code) 

EMployeci H Full.Tirne 
StuUem I 	I P3rt-Ttme 

Suroen t 1 	I 

14. INSURED'S; OR AUTHORIZED RERsoxtS SIGNATURE I authaqx ,,, payment of medicmi benelito to the undetrctenoo priyarcien or 00 7 1101 01' 0 0,010 3 cresCribed 

I  SIGNED 	 ratur0-oti_fiLe_ 	 DATE ._„ 
1 1. DATE O LGURRENT: 	,4  ILLNESS (FIral symplom) OR MM 	UU • 	YY 	INJURY lAccideno OR 	

115, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16, DATES MM 
	

TO WORK IN CURRENT OCCUPATION GIVE FIRST DATE MM 	DD • 	
MM 	DD 	YY FROM 	• 	 TO 

	 FREGNIANCYILmp) 
I 17. NOME OF REFERRING PROVIDER OR OTHER SOURCE 	I  1 7 0', 

NPf 1  

SIGNED _„__ 

10. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES MM 	, TY 	 MM 	DO 	TV 
FROM 	 TO 

20. PEDERAL TA% LEn. NumaER SSN Elm • 22' PATIENTS AccOurr 	 20 TOTAL CHARGE 
880404982 	IL 'II: SIGNATURE OF PHYSICIAN OFt SUPPLIER INCLuDiNo DEGREES OR CREDENTIALS 

(I certif y  Mai tne statbmerne on the reyeree 
Anelv thla bre anu are made fl pen I LAS VEGAS PAIN INSTITUTE 

3835 S JONES #104 
JEREMY M LIPSHUTZ, MD 	',---LAS-._VEGAS-N-V-8.91-0.3 
450,3E11 	03111/2010 DATE 
LJOC;inslruztion Manual available at: WWW.flUcc..010 

	
PIATT 	7"/P5 

s ?70 00 25. BILLING PROVIDER INFO i1WI= 

Las Vegas Pain Institute & Most Cntr, L 
4616 W. Sahara # 337 
ba-s-Veges-NV 	8a102--38 	7 

)(ES 	NCI 
: 32 SERVICE FACILITY LOC AT ION INFORMATION 

(702)8'80 -4193 



JAN/U4/2U1 rUE 1 
	A 	Eoyal, Jones 
	

FAX No, lUl*J1 - 077 	 f, U22/H7 

ROYAL ._ 7:S DUNKLEY AND WILSON 
2920 N. GREEN VALLEY PARKWAY SUITE 424 
LAS VEGAS 89014 

HEALTH INSURANCE CLAIM FORM 
AFPclOvED EYPIATIOI4AL UNIFORM CLAIM COMMITTEE 08/05 

(PICA 
	

PICA 

1. 	MEDICARE 	MEDICAID 

per.ficar6 #) 	Mac113ald 19 
	 Nal\  P5S 

(Sponsor's SSN) 

CHAMPVA 	GROUP 	 FECA 
HEALTH PLAN 	 EU-CLUNG 	

OTHER 

(t454nber 104) Dt(SSN or ID) 	(S.SN) 	(/D) 

la:INSURED'S ID. NUMBER 	 -(For Program Jr Item 11 

. 

.0 	PATIENTS NAME (Lao! Name, First Name, Middle Initial) 

POREMBA WILLIAM M 

	

3. PATIENT'S BIRTH DA 	 $EY, 
MM 	• 	DD i 	Y 

06 	! 30 	4 	V , 	F I 	1 

a. INSU/WO'S NAME (LEM Name, Firat Name, lmindle Initial) 

prip.pk. 	‘ WILLIAM n 

5. PATIENTS ADDRESS (N o., slre e l ) 

168 RED ARCHES COURT 
8. PATIENT pELATIoN81-op TO INSURED 

_ 
Sell 	Spouse 	Child' 	1 

	
Other fl 

_ 

7. INSURED'S ADDRESS (No., Street) 

.168 RED ARCHES COURT 
CITY 

HENDERSON 
STATE 

NV 
A. PATIENT STATUS 

sivel 	I 	Married I 	i 	Other Ei 

	

Errooyec  r-  ruivrirm, 		1 Parl-Tim41 	1 
Student 	I 	I 	student 	I 

CITY 

HENDERSON 
STATE 

NV 
ZIP CODE 

89012 

TELEPHONE (Include Area Code) 

702)63-2936 
ZIP CODE 

89012 

TELEPHONE (Incluoe Area Cooel 

((702 )263-2936 
9. OTHER INSURED'S NAME (Last Narn, Firal Narne,mioaelnillail 

. FOREMBA WILLIAM M 
10, IS PATIENT'S CONDITION RELATED TO: 

L. EMPLOYMENT? (Current or Previou;) 

I 	I YES 	 0 

	

t), AUTO ACCIDENT? 	
PLACE (StRte)  

	

EYES 	 `(0 

11. INSLIftElYS POLICY GROUP OR FECA NUMDER 

a. OTHER INSURED'S POLICY OR GROUP NUMBER 

347669782 

	

a. INSURED'S 	DATE OF EiIRTH 	 SFX 

	

MM, 	DO: 	YY 

	

06 	30 	64 	m  _j( 	F -1 

b. OTHER INSURED'S DATE OF GIRTH 	SEX MM 	OD . 	Yr 	 i 
06 	: 30 • 64 	: 	m 	 F 

b. EMPLOYER'S NAME OR SCHOOL NAME 

C. EMPLOYER'S NAME OR SCHOOL NAME mOTHER ACCIDENT? 

YES 	
D(4C3  

c INSURANCE PLAN NAME OR PROGRAM NAME 

ROYAL JONES DUNKLEY AND WILSON 
cl. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 
104. RESERVED FOR LOCAL USE S. IS THERE ANOTHER HEALTH BENEFIT PLAN? 

YES 	0 NO 	II yea. return ID and comdleie Hern 9  S'd 

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIG FORM. 
12. PATIENTS OR AUTHORIZED PERSON'S SIGNATURE I etrtbori7,3 me release of any mediczi or other inlorma;inn necenary 

In process Ihib claim. I also request payMenl cl government benefits ei(her to rn m11 o r ie  Ow party who eccopte enignment 
below. 

, 

SIGNED. 	II 	• • • Jle 	DATE _04/261201  o  

12. INSURED 'S OF AUTHORIZED PERSON'S SIGNATURE I authorile 
payment of meOlPel benents IC trlo 	rsigned pnysezien or 	upplier Inf 
serVioa 	oeettribed below. 

SIGNED _SignatlirP ort_fil-e= 

	

4, DATE OF.UFIRENT: 	4  ILLNESS (Firm symptom) OR 
MM 	; 	Du , 	rr 	INJURY (ACcIden1) OR 

PREGNANOYILMP) 

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 
DIVE FIRST DATE 	Kim 	; 	WO i 	YY 

15. DATES WIEnrTorABLE ,,TO WORK IN CURRENT ODSCUPATI,,Ov 

FROM 	) 	 TO  

7. NAME OF REFERRING PROVIDER OR OTHER SOURCE 175. 

17b. NPI 

B. HOSPITALIZATION DATES RELATED TO CuFIFENT SERVICES 
MM , 	DD 	, 	YY 	 MM . 	DO , 	YY 

FROM 	' TO • . 
19. RESERVED FOR LOCAL USE 

CORRECTED CLAIM 

20. OUTSIDE (-AV 	 $ CHARGES 

E'° 
	10 

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Re SO Ilemo 1.2.3 or A 10 Item 24E by Line) 

1. 1 	7244 	 3. I 

22, nEFAID RESUBMISSION 
ORleINAL REF. NO. 

2. I 	 a. 	) 

22. PRIOR AUTHORIZATION NUMBER 

, 

24. A. 	DATE(S) OF SERVICE 
From 	 To 

M M 	DD 	YY 	MM 	D 	'Cr' 

B. 
RAcE 0: 
SERVICE 

C. 

EMG 

D. PROCEDURES. SERVICES OR SUPPLIES 
(Explain LInuBuel Clrb2melenoee) 

CPT/HCPCS 	I 	MODIFIER 

E. 
DIAGNOSIS 
POINTER 

F. 

51 , 	ROES 

G.
DAYS 
Da 

UNDO. 

H. 
.estA- 

P01 
c, 

OUSL 

J, 
RENDERING 

PROVIDER 10, : 

	

. 	 i 

	

I 	: 

	

02 	24 	101, 	
: 
. 	11 99214 

' 	I • 	' 

e 	• e NPI  

. 	, • . 
, ' . 

. 	.   

1 	1 	. 
, 

I 

. ' 	
I 	 I 

, • . 
, NRI 

 	. 

, ' 

• I NPI 

, 	 , 	• 
' 

, 
' 	

I -1 
NPi 

. 	 ■ 

• . 	I 	4 , 	1 1 
I I 
i NPI- 

28. FEDERAL TAX I.D. NUMBER 

880404982 
SSN SIN 	' 26. PATIENT'S ACCOUNT NO. 	. 27. ACCEPT ASSIGNMENT? 

1 or emt.ciarne.  net back ,  

ox 	i 	5210980 	 ES 	) NO 

26. TOTAL CHARGE 	I 29. AMOUNT PAID 	I 90. SALANCE DUE 

5 	
I 	I II 	 I 	II 

31. SIGNATURE OF PHYSIC i AN Oft SU 	FLIER 	32, SERVICE FACILITY LOCATION INFORMATION 	 93. BILLING PROVIDER INFO 8, PH C  -^. 	- 

LI( 

<: 

certify that Ihe elelemenro on the reverse 
sent,/ tn SI. 1,11 onel orio rnona o non th.on-nf LAS PAIN INSTITUTE & MEDICAL CEI Las Vegas Pain Institute 8,  Mod Cntr, L 

2705 W HORIZON RIDGE PKWY 
Godwin 0. Maduka, MD, Pharml  HPNnFRSONAV 890R2 	 I aq__Vagaals1V29_1•02-3.6.2-7  

SIGNED 	 0412612010 DATE 	 E  1669431443 lb 

4616 W. Sahara # 337 

S. - 

RIUCC insiruCtion Manual available at; www.nucc.orc PLEASE PRIN7 OF TYPE 	 tPFFIOVED OMB-0930-0099 P'OFtrVi CMS-1500 (08-05, 



; NP: 

APP 

J PI.A/ IJ4/ 	1 / 1 Lib' 1 1 :id 	M 	oyal, Jones 	 k'AX F, Un/Uji 

ROYAL 	'S DUNKLEY AND WILSON 
2920 N. GRE EN VALLEY PARKWAY SUITE 424 
LAS VEGAS 89014 

FICA 

11500 j 
HEALTH INSURANCE CLAIM FORM 
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0E105 

	!PICA 
- 

I. 	MEDICARE 	MEDICAID 	TRICARE 	 ' CHAMPVA 	GROUP 	 FECA 	OTHER 	 CHAMPOS   HEALTH PLAN' 	1 ELK LUNG 	 (mod/cave #.11 	I (1..fecfi22k1 1!)[ 	I (Spcneor's SSNj 	I 	1 (1114Ver la7.1 IX [(SSN 0? ID) 	(.SA/J 	(ID) 

la. INSURED'S 1.D, NUmEER 	 (17;cr FroprIrn in Item 1) 

2. PATIENT'S NAME flsal Name, First Flarne. Middle 111(15) 	, 

POREMI3A WILLIANI M 

0. PATIENT'S EIRTH DATE 	SEX 
FAM 	DD 	; 	Yy 	,  

06 	30 	AA 	ml 	Fi 	I 

4; INSURED'S NAME (Lee) Narne. First !VATIC, Minie In136() 

POREN1BA WILLIAM M 
5, PATIENTS ADDRESS (Na., Street) 

, 
168 RED ARCHES COURT 

6. PATIENT 

Sell 

	

RELATIONSHIP TO INSURED 	2. INSURED'S ADDRESS (1911.. Streei) 

X Sbagse 	Child 	Omer 	
' 168 RED ARCHES COURT 

CITY 

HENDER-SON 

STATE 

NV 

5. PATIENT 

Single 

STATUE 	. 	 CITY 	 STATE , 	 . 
Mnrned 	 ompy 	HENDERSON 	 I 	NV 

ZIP CODE 

LET.21zAo _ Lli_70 

TELEPHONE fIncidas Ares Code) 	 ?JP CODE 
Empoyo  p  eruLulicilin7 	I sP leur ,ii6Tnime 	89012  

TELEPHONE crciude Area Dole; 	. 
. 	

2 23-29 36 
O. OTHER INELIREaS NAME (1_06,1 Name. First Name. tytiedie Inifiel) 	10. IS PATIENT'S CONDITION RELATED TO; 	1 1 . INSURED'S POLICY GROUP OR FECA IgumBE9 

POREMBA WILLIAM M 
a, OTHER INSURED'S POLICY OR GROUP NU MBER 

347669782 

	

a. EMPLOYMENT? (Currcru nr PrENI0Lis i a. INSURED'S DATE OF GIRTH 	 SEY, . 	
NAM , 	OD 	YY r - I 	l YES 	 TrO 	

' ' 	06 	30 	64 	141 Ili 	 F I 	I 
b. OTHER INSUREO'S DATE OF BIRTH SEX Mr.1 	DD 	YY 

06 	130 	!64 	 , 	IA 	 F 

b, AUTO ACCIDENT? 
PLACE (Slate) 	U.EMPLOYER'S NAME OR SCHOOL NAME 

i 	I YES 	 110 	. 

C. EMPLOYER'S NAME OR SCHOOL 1 .4ANAS 

	

c. OTHER ACCIDENT, 	 c, INSURANCE PLAN NAME OR PROGHAM NAME 

	

YES 	I xl NC, 	 ROYAL JONES DUNKLEY AND WILSON 
5. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 

I 1041. RESERVED FOR LOCAL USE 	 5, IS THEF,E ANOTHER HEALTH eENEFIT PLAN? 

r I 	If yes. relern lil and comuola licrn e a -C. Ix I YES1 	- 0 

READ SACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 	 12. ASLIREN*8 09 AUTHORIZED PERSON'S SIGNATURE I bUIflGli2d 2. PATIENT'S 09 AUTHORIZED POISON'S SIGNATURE 1 autroNZra Ma 0100L. 01 any mothcal or other int0rm0000 necessary 	pv-riehl CI medtcal beneliis lo Na uncursigned privcorm or searol'er lof IA proccss- Ili; ()lawn. I also request 00yrritril 01 rjoyernment nenelits either to mysotf c.r In Ihe earr/ wan accepts aLSinfirniGril 	 services described nelow below. 

SI 3NE 1j --Signature-on file 	
. 	

DATD __ O 5/lp ,,,,,SIGNED 	 •----  , r  ...,....,.-Sgiwaature• -on -ffie----  	' .' . '..“. 
- ...--■.. 	• 

1-I.pirkTE OF CURRENT; 	41 lu_NECdS (First sympiom) OR 

, 	 INJURY (Aacluer ■ II OR 
PREGNANCY(LLAP, 

15.1F PATIENT HAS NAD SAME W;c1,  SIMILAR ILLNESS. 	12. DATES rialENT.) LEJ) NAELL, ',1, 0 \MORI< IN C;.1,11.; IHNENT ObOOCUPATIOV 
GIVE FIRST DATE 	VA 

FROM 	 TO 
17. NAME OF REFERRING PROVIDER OF( OTHER souncE 176 

--- 
175. 

--; 
1,1P1 

16. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 
-.4-4-4-44_ _4_4-4_ 	 MM, 	DO . 	TY 	 MM 	DD . 	YY 

FROM 	. 
	

TO ,  
19,  19, RESERVED FOR LOCAL USE 	 20. OUTSIDE LAE? 	 $ CHARGES 

• 	i I CORRECTED CLAIM 	 YES 	I XI NO 	I 	 1 
21. DIAGNOSIS Oil NATURE OF ILLNESS OR INJURY (Reiagr hams 1, 2. 3 or 4 o, hem 2gE by 1,r, 	 22. MEDICAID RESUbmISSiON 

ORIGINAL REV. NO. 
1. L122;44_ 	 2, I 	 I 

20- PRIOR AUTHORIZATION NUmEER 

2. I 	727 52 	 , 
24 A. 	DATE(S) OF SERVICE 

From 	 To 
MM 	DO 	YY 	MM 	CD 	YY 

a 
PLACE 
SECIV1C 

C 

.EMO 

D 	PROCEDURES. SERVICES. OR SUPPLIES 	i 	E 	 F 	 0. 	1--  H. 1 	i, 
1Expisin Unusu20 Circurnut80000 	 I DIAGNOSIS 	 OgiS 	15.PA1 	Ira 

CPTiNCFCS 	1 	MODIFIER 	I POINTER 	5 CHARGES 	I 	urrri'S 	I P,..” ! 01511 

J. 
ReIrDEFIING 

PROVIDER ID. F 

1 
1 	

L 
03 	24 1 	10 I 11 	194214 	• 	. 	 ! 	1? 	770 	:00 	1 	I 	NEI 

. 	 I 1 	
' 	

I 	
; 
, 	 . 	. 

iI 	 , 	 . 	 I 	WA! 

, 
, 	 1 	 , 	 , 	i- 	• 	 . ; , 	 I 	 1 	 NP; 

- 	. 	. 	 . 	 ' 	 _I 

5 	
t 

" 26. TOTAL CHARGE. 

i 771L1113 • 
-,SIWI‘K .: PROVIDER INFO C. PH g 

ZE FEDERAL TAX LC/ NUMBER 
	ssN GIN 	25, PATIENT'S ACCOuNT NC.. 

880404982 
22. SERVICE FACILITY LOCATION INFORmATIOrg 

LAS PAIN INSTITUTE & MEDICAL CEN 
2705 W HORIZON RIDGE PKWY 

Godwin 0. Maduka, MD, Pharml FiENDERSOALN-rV  8905,  
sic.;14E1-• 	05/1712010 	DATE 

	
44 

I 29. AMOUNT PAID 
	

20, BALANCE DUE 

1 5 

()!02)880-4 11'0Q' 
Las Vegas Pain Institute & Med Cntr, L 
4616 W. Sahara # 337 
Las-V-e•gas-NV-8-8402-362-7 	

 

' __15.4auzz5.8,,a2L. 1 4  

yEs r1 NC 
I 01 SIGNATURE 0 4' PHYSICIAN OR SuP.L1Ep 
; 	iNCLUDINC, DEGREES DR CREDENTIALS 
ti 	=lily 11)&1 the Ettztemems on the reverse 
; 	apple tottha: bill and ars made a pan (hereof.) 

'2 

NLJC InStrucilon MaRLIE.i avaclablE• aO vavvvi„fiLIC.c.org  Pi:iaCA Cif4,1/ ..47 O TYPE AFPROVEp 	 (0 ,1t- 1,151 



JAN/L14,/ LLII TUt ii: JF AM 	Koyal, Jones FAX No, 7U2 - 531 - 077 	 F, U24/037 

   

'ROYAL Jk 	DUNKLEY AND WILSON 
2920 N. GR_N VALLEY PARKWAY SUITE 424 
LAS VEGAS NV 89014 

' PICA 

11500)  
HEALTH INSURANCE CLAIM FORM 
APPROVED BY NATIONAL UNIDORM CLAIM COMMITTEE 08,,B5 

'PICA 

1 	NIEDIGARE 	MEDICAID 	TRICARE 	 CHAMPVA 	GROUP 	 FEDA 	CEO-LEA 
CHAMPU9 	 ' HEALTH PLAN 	ELK LUNG 	 

I (A4 =DILD4re e) 	(Medicaid F) 	(Sponsp('s 551 ,1) 	I 	I (A4.--mos, 040 gi ($55 or ID) 	(SSA() 	(ID) 

Ia. INISUREDA 1.0. NUMBER 	 (For ProBram  in ie 

2, PATIENTS NAME (LAM Name, Firet Name, Middla miljAii 

PDEEMBA WILLIAM Ni 

2. PATIENTS BIRTH Q,A,TE 	SEX 
MM 	DD 

06 	30 	64 	MX 	I 
4. INSURED'S NAME (Last ilame, F el Neale 	ddls Initial) 
POREMBA WILLIAM•M 

A. PATIENT'S ADDRESS (No., strael) 

168' R. EP ARCHES COURT 	. 

Cl, PATIENT RELATIONSHIP TO INSURED 

Seif 	Spouae 	Cliild 	Other ! 
7. INSUREDS ADDRESS (No.. Aired) 

168 RED ARCHES COURT 
CITY 	' 	 I STATE 

NDFRSON 	 I NV 

B. PATIENT STATUE 
— 

SiPple Li 	Mauled 	Oln6r 1 	) 

Employed 	
Full-Time! 	1 Psol-Tmen.  

	

Studer.; 	I 	Siudem 

CITY 	 .5TATE 

 	HENDERSON 	 NV 
ZIP CODE 

89012 

TELEPHONE (Include. AWA CoLfej 

0'02)203-2936 
ZIP CODE 	 • 1 TELEPHONE rindourt Arca Coos) 

89012 	 , 	( 702)263-2936 
j 	%. 	/ 

9, OTHER INSURED'S NAME (Leet 

PORFREA WILLIAM 

Nfifile, Firm Home. ',Odle alai I 

Ni 
GROUP NUMBER 

IC. IS. PATIENTS S CONDITIO 	RELATED TO .  

a. EMPLOYMENT( (Currant or Provx,u8) 

	

(1. AUTO ACCIDENT 	
PLACE 

PC111°  
PLACE 	.S., ioiE.) 

	

YES 	

, 

0 	. 

r. ,  OTHER ACCIDENT' 

	

7 yes 	ND 

I I. INSUREDS POLICY GROUP OH FECA NUMBER 

A. OTHER INSURED'S POLICY OR 

' -'34 

 1669782 

	

a. ENSU ED'S DATE OR 619TH 	 SEX 

61d6, 	̀'Cl 	Olt 
0 C OTHER INSURED'S DATE OF BIRTH 

MM 	, 	OD , 	yY 

06 	:30 	I64 	 M X 	

SEX 

F 
.._ 

0. EMPLOYER'S NAME OR SCHOOL NAME 

c. EMFLOYEIIS NAme OR SCHOOL NAME c INSURANCE PLAN NAME OR PROGRAM NAME 

ROYAL JONES DUNKLEY AND WILSON 
C, INSURANCE PLAN NAME OR PROGHAm NAME 

TEAMSTER LOCAL 631 

105. RESERVED FOR LOCAL USE U. IS THERE ANOTHER HEALTH BENEFIT PLAN-, 

YES 	NO 	II yeK, Worn IV and CompIe.to item 9 A-fl 
READ 

12. PATIENT'S OR AUTHORIZED 
ID process this clam. I also reoljest 
below. 

, 	IGN.E"-----Sislriatur-e -on-file.--- 

RACK OF FORM BEFORE COMPLETING & SIGNING THIS PORm, 
PERSONS SIGNATURE 	I authorizP 1Ire relEGSe CI Sri},  M ,, i ,W or CAhe ,  inloanalion necensary, 

payrncoI 010overnmera bartala& attn. (  IC mysEll or to ths idany whlr Accept!: .02.-mgrm,n1 

- 	_ 	-• 	DAT ,: 	07/12/2010 

	

- 	. 	......_____ 	_ 	......,.... 	,. 

13, INSUREDS OR AuTHORI2ED PERSON'S SIGNATURE I authorize 
paimenlof rneolcai bonellt8 to Me anuorsignea plwoctan nr supplier (or 
oat'vices r.18_,:z.rIber.1 Wow 

GNED 	Signature °nine _ 	,..    
DATE OP CURRENT: 	I ILLNESS (ra'sr ayrapiorn OR tAm 	 FY 	INJURY (Acoidsot) DR 

PREGNANCYILMP)  
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 
DIVE FIRST DATE mm 	DD 	YY 

17a.1 	I 

170 NIP! 

IC. DATES PATIENT UNABLE 1 .0 WORK IN CURRENT OCCI.(PATION 
MM 	DD 	YY 	 MM , OD 	yy 

FROM 	 TO 

18. HOSPITALIATION DATES RELATED TO CURRENT SERVICES 
DD 	CY 	 MM DD 	YY 

FROM 	 TO 
S. RESERVED FOR LOCAL USE 20. OUTSIDE I.A.13 , 

	
$ CHARGES 

CORRECTED CLAIM 
I 21. DIAGNOSiS OR NATURE OF ILLNESS OR INJURY (Relate tlaros 1. 2. 3 or 1 to Ram -24E uy Line; 

LI  723 1 	 „ 	723.4  

I 	YES 	1,10 

22. MEDICAID ResuamiSsioN 
CODE 	 ORICINAL REF. NO. 

2. 	721 3 4. I 	724 .4 
23 PRIOR A.UTHORIZAT NUMBER 

C. 

Em G 
R-‘,CE(Y:  
SENVICE CHARGES 

2.4. A. 	DATEIS) OF SERVICE 
Prom 	 To 

MM 	DO 	YY 	 DID 	YY 

D. PROCEDURES. SERVICES. OR SUPPLIES 
(E.xplan Unusual Ciroilmstancesi 

	CPT/HCPCS 	I 	MODIFIER  

E ,  
DiAGNOSIS 
POINTER 

	

C. 	H. 	I, 
DAY:s inCri 

, 	On 	Fartay 

	

I UNITS 	1011 QUA:- 

J. 
RENDER FIG 

PROVIDER ID, g 

fl4 77 IQI 	 11 	99214 ; 	 I 1234 	270 00: 1• 	 Nri 
	132611 -5429 -  

N PI 

NPI 

NPI 

I NP! 

1 NPI 
OIL FEDERAL TAN I.D NUMBER 	ESN EIN 	28. PATIENT'S ACCOUNT NO 

6215888  

27. ACCEPT ASSIGNMENT% I 25 TOTAL CHARGE 	!Zit, AMOUNT PAID 	30. RALANcE DUE .Nd 	tuter,10. et! InSk 

NO 
	

270' 00 5 	 `S, 	
270 00 

33. BILLING PROvIDE5i INFO & PH it 0 02WECC 	 I 

LAS PAIN INSTITUTE & MEDICAL CEN 	Las Vegas Fain Institute & Med Cntr, L I 
2705 W HORIZON RIDGE PKWY 	 4616 W. Sahara # 337 	 ! 

! SUDHIR KHEMKA, MD 	,_H.FNDFRSON NV 89052 	 Las Vegas NV 89102-3627 	 I 
I S I GN 4LL:a....,........,1121.12/ 	 ,mazia .,_L___ 	 . , 	. . 	 . 	_, 	 , 	 1 3261 1 542 . 
N LI .0 InGtruclion Manual available av wwvv.r1110:;,aq: 	 F`LFA:::.5' ,D.-17 INT D. niP;-25 	 A ., PPIOVE.--.D ON,90238-0992 FC). 

DOX 
! Si. SIGNATURE OF PHY2IC:IA(40R SUDPLIER 
' 	INCLUDING DEGREES OR CREDENTIALS 

II Certify Mal Ina twat-Pante op the reverse 
apply to this hill aria ara mode a pal thereof., 

32:SERVICE FACILITv LOCATION INFORMATION 

, Q- 1 500 (02-05', 

AP 



D A5NOSIS OR NAILIRE OF ILLNESS OR INJURY (1-1.3lata 116nl•:. 1. 2. 3 orb in hem 24E o y  LOOr 

2   

122. MEDICAID RES:u8mISSION 

I 
CODE 

4 I 721  	 

 

3 1_723.4 

 

  

ORIGINAL REF. NO. 

. 	 , 	 . 

ion • I 	
NG 	

518363583--i 
, 
.1f1. 

234 	 

NP1 ' 	 I 0 
--i-1-23.4------1--4.0  '  i 	 4 51836358-3  

ie 

:  7 

I f 

I- 	• 
! 

I V) I 

t i 	IA4,1E 

11 	IA4244— 

iA.471  

4.4 22_10  

3' 
104 77 10  

4 
• 27 10 

I 	I I 11 

- ES. FEDERAA. TAX ED NUMEE 
	

SSN 
	

20. PATIENT'S ACCOUNT NC,, 

1889404282 
	

ChAre..1AA 

SIGNATURE OT PmYSICAAN OR IUOPLICF 
INOLLIDitin DE, O3R5.E.s OR CREDENTIALS 
(lot,J1Irv tnal the staff:menu; op the reveree 
eDol'y to INS bill and ((10 (303 1)0r1 

	
! 32. SERVICE FACILITY LOCATION INFORM ATLOI 

LAS PAIN INSTITUTE & MEDICAL CEN 

2705 W HORIZON RIDGE PKWY 

s Godwin 0. Maduka, MD, Pharml --14-ENLDERS-ON-N,V-49052 

S K:sI,:lr.! • 	01.11512./ 	1:1 

avolioh p. ww ,r.nucf.:.orcr, 	 PL 

HP! 

'....L.,C20T ASSiGHtviEr 	4. TOT 	H CiE 	120 AMOL11 ,1' PAM; 	30. BALANCE DUE 
ri. 901 0t.01. 190 sac, 

YES 	I 	(NE s 
17—Q0 	  

32. DOWNS PROVID=R INFO Z, 	 1 
(702)880-4193 

Las Vegas Pain Institute & Med Cntr, L 

4616W. Sahara ft 337 

Las-Vegas-N 

42113.63315a39P7;k1T01197■1:131[1.1J0.1=11R.. 

(-_,-150C; (0;s-05" ,  

JAN/04/2011/TUE 11:39 AM 	Royal, Jones 

t  1500  
HEALTH INSURANCE CLAIM FOAM 

APPROVED BY NATIONAI. UNIFORM CLAIM COM,MITTEE 013/1)5 

FAX No, 702-531-6777 	 P. 025/037 

ROYAL A.., 	DUNKLEY AND WILSON 

2920 N. GRLEN VALLEY PARKWAY SUIT7 "71+ 

LAS VEGAS 89014 

1 	AEolCARE 	MEDICAID 	TRICARE 	 CHAMP VA 
	 CHAMPUS 

(tvielicero 9)1 -1  (Medicaid 41/4..) 	(sponsor's, ssrv) (A.4emte' r 10if) 

GROUP 	 EEC/. 	OTHER 
HEALTH FLAN 	ELK LUNG 

NSURED'S La NumeIER 	 (For Pro gram ink 	11) n  (S2(4 or ID) 	(S9N) 	 (ID) 

2. PATIENT'S NAME (Les1 Home, First Nemo. Mlarllo Inhir:fb 

PORPMBA WILLIAM M 

2, EaliENTIRIRTH DATE 	SEX 

J 	F 	1  06 	30 	6, 4 	 l_ 

4. INSURED'S NAME 11-251Narrly, Aral Name. MIOcIle 1011(91) 

DEMBA WILLIAM M  	  OP .  x  
7. INSURED'S ADDRESS 1146., Street' )  

168 RED ARCHES COURT 

5, PATIENT'S ADDRESS (No., Street) 	 I 
,_ 
 6, PATIENT RELATiONSHiF TO INSURED 

168 RED .ARCHES COURT 	 Sell 	Sooilee 	Childl 	I 	Olherril 

CITY 	 , STATE 

HENDERSON 

S. PATIENT STATLIS . 	
_ 

	

5, ^Coe I 	1 	""rntdi  Xi 	OIOArLJ 

	

Employed  1 	I ski lullolirrna  c 11-7  F5,11,1r01- 917  ;--, 
' 	I 

CITY 	 STATE 

I-IENDERSON____ 	
I L 1\ 1V______i 

zip CODE 	 I TELEPHONE rinciucie Area COCCI 

89012 	 j (V02)2l83-2936 

ZIP CODE 	 1 TELEPHONE 11901o0e ArE.a Code) 
1 	

\ 
89012 	 i 	(70212,63-2936 

9. OTHER INSURED'S NAME ILao t.,f,rn. Foot Nemo, miccIto inoini, 

POREMBA WILLIAM M 

1D. IS PATIENTS CONDITION RELATED TO 

a. EMPLOYMENT? (Current or Previous, 

1 	'YES 	NO 

	

U. AUTO ACCIDENT', 	
PLACE (Smis l  

_x ,,,,, 

C. OTHER ACCIDENT? 

	

YES 	iii NO 

11. INSURED'S POLICY GROUP OR FEcA NuroEF4 

_. 
:,. OTHER INSURED'S POLICY 09 OROLIF NUMBER 

, 

L347_66.9_732 

	

iNCuRED'S DATE OF BIRTH 	 SEX 
MM. 	DO , 	YY 

06 	30 	64 	
V 	 FE 

II). clye iA-iER InURED'SDATE OF BIRTH 	SEx 1 
06 	!30 	:64 	 M 	 E 

0. EMPLOYERS NAME OR SCHOOL AME 

!.c. EMPLOYER'S NAME OR SCHOOL rinmE i.. INSURANCE PLAN NAME OR FFOGRAM NAME 

ROYAL _JONES DUNKLEY AND WILSON  

ki YED 	NO 	IT leo . (mum io  sod comoIete item 

S. INSUREDS OR AUTHORIZED PERSON'S SIGNATURE I :surname 
011'04'006101 mermal oentfits to tne Eincferstgncci phy sician or supplier Int 
fierviceri aeertrilfefibelow 

!TEAMSTER LOCAL 631  
READ BACK OF FORM BEFORE COMPLETING & SIGNING THiS FORm. 

112. PATIENT'S OR ANINOR120 PERSON'S SIGIOTURE I atithotte the rfilaaee ol Any Otedif;010r Other inforfnatiori necessary 
10 prOCeSS thiS Olen. I bin rc-guem payment of Rovernneent benefits pallor 14 myanll 0110 Inc OfirlY WhO OCCefffil aeSiOnfOOrn 

I below 

DATE OF CURRENT* 	ILLNESS (10101 emptorn1 0 
MM 	DO 	"CY 	A1  INJURY li,xt.iocwAl OR 

PREGNANCYIIMP J  

15 IF PATIENT HAS HAD SAmE OR 
GIVE FIRST DATE MM 	DO 

	

MILAR 	 1116. 

FROM 	 TO

PATIENT UNABLE TO WORK IN CURRNT OCCuPATION 

	

Yy 	 MM s  DD 	YY 	 tom • DO 	YY 
TO 

HOSPITALQATION DATES RELATED TO CuRRENT SERVICES 
MM DO 	Y( 	 KW DU 	YY 

I 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 

  

FROM TO 

I 19. RESERVED FOR LOCAL USE 

 

I 20 OUTSIDE LAB'1 

YES   NC,  I 
11 CHARGES 

23. PRIOR AUTHORIZATION NumSEP 

 Lj 	 I 

■ 24 k . 	IATEISI OF SERVICE 	i E. 	C. i  D. PROCEDURES. EERVICES. OR SUPPLIES ' 1 	S. 	t 
From 	 To 	ru..c EC 	I 	(Explain UnusuM Cireumvance 5 1 	 i DIAGNOSIS I 

I MM 	DD 	re 	Mr:,; 	DO 	YY ISERVICE ((MG I CPT/HCPCS : 	MODIFIER POINTER I 	S CHARGES I  

4 ' L-724 
I 	G. 

OAy`i, on 
uneTe 

Er%Sr/T ■ „ 

IPso:Cuiv- 

J. 
RENDERING 

PROVIDER ID. If 

 

1 

       

104 22 In I  

 

lIP 

   

'1,5483635 "g3---i 

       

APPCI3 



11 
104 22 10 ! 

711f) 
-104 22 10 

22  

4 104 22 10 

1 11 I 	963_66 

Ml 	11  _2001 

11 I 	111885 

ill 	 1134 

1_0, I 

	

! 1234 	77n !nn  

! 
80 Tin 

	

1734 	RD ;00 i 4 

5 104  22 10  	 _L113'  4 	7 AO  

   

 

! 173AL : 

  

JAN/64/2011/TUN 11:00 AM 	Royal, Jones 

r.f.k51  
HEALTH INSURANCE CLAIM FORM 

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 2:105 

	!PICA 

FAX No, 7L12 - 631 - 6777 	 P. 026/037 

ROYAL J. !S DUNKLEY AND WILSON 

2920 N. GREEN VALLEY PARKWAY SUITE 424 

LAS VEGAS 89014 

PICA 

C
A

R
R

IE
R

 -
- 

, 	MEDICARE 	MEDICAID 	TRICARE 	 CHAMPVA 	 Pc,,,,, 	OTHER 
	 CHAMPLIS 	2MPHRLAN 	 ELI. LUNO 	 

viadicare a) 	(Medicaid U) 	I (Spen!:ar's SS/V) 	(Member ION x 	15511 or101 	(SSN) 	((C) 

__..... 
la. INSuRED'S I.D. NUMEIER 	 CPEr ProgrEm in Item 1 1 

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

POREMBA V.VILLIAM1v1. 

3. PATIENT'S GIRTH DATE 	SEX 
MM 	DO . 	YY 

06 	30 	54 	mr•Vil 'LLN.1 	F n  
4. INSURED'S NAME (L em Name. Final Name. Mtdole15111511 

POREMBA WILLIAM Ivi 
5. PATIENT'S ADDRESS (No.. S1reel) 

168 RED ARCHES COURT 

E. PATIENT RELATIONSHIP TO INSURED 

5eI(J Spouse 	CT1=1 Other 

7, INSURED'S ADDRESS fNu., Sirtet) 	. 

168 RED ARCHES COURT 	
. 

CITY 	 - 1 STATE 

 	HENDERSON 	 NV 

CITY 	 t 	I STATE 

HENDERSON 	 I NV 

EL PATIENT STATUS 

Sinort pi  • mmr,ea 1 x  1 	other 1 	 I 

	

----, FuIST ■ me L  Parl-Tme 	 
EmC' 1°Ve'i I 	1 	Siu0en( 	Eluclen1 .  

ZIP CODE 

89012 

TELEPHONE (Inclecle Area Cod.) 

(02)263-2936 	
. 

ZIP CODE 	 1 TELEPHONE (Inman Area Code, 

89012 	 : 	002)2b3-2936 , 
S. OTHER INSURED'S NAME (L.,:t N.ma, Firs! Nome, MIdthe Irwin!) 

POREMBA WILLIAM M 	. 

10. IS PATIENT'S CONDITION RELATED TO' 

a, EMPLOYMENT? (Cpirer,i Of Previoos? 

	

vErs 	X 	i' 10  
I b. AUTO ACCIDENT/ 

pi.AcE (stale) 

	

I YES 	I X 1N0 	:.._ 	. 
p. OTHER ACCIDENT,  

	

ri YEE 	yNCI. 	,. 

11. INSURED'S POLICY GROUP OR EEC:A NUMBER 

- I a. OTHER INSuREEPS POLICY OR CROUP NUIAEER 

!347669782  

	

a. INSURED'S DATE OP BIRTH 	 SU, 
MM 	DID 	. 	'I'Y' 

06 	30 	64 	
',A . --xl 

1 b. OTHER INSURED'S DATE OF BIRTH 	SEX i 	MM 	DD 	, 	YY 	 .  
1 06 	i30 	164 	 NI r)( ,...._ 

S. EMPLOYER'S NAME OR SCHOOL NAME 

I 	EMPLOYER'S NAME-OR SCHOOL NAME 
I 
i  

p. INSURANCE PLAN NAME OR PROGRAM NAME 

ROYAL JONES DUNKLEY AND WILSON 
I (I. INSURANCE PLAN NAME OR PROGRAM NAME 

'TEAMSTER LOCAL 63 	. 

101, RESERVED FOR LOCAL USE 2. IS THERE ANOTHER HEALTH BENEFIT PLAN? 	
i 

! 
ND Ri YES 	ri 	et ye.,:. rel.urit 10 anci cprripirAp4nm f: a-0. 

READ BACK OF FORM DEFORE COMPLETING & SIGNING THIE'. FORM. 	 13. INSURED'S CR AUTHORIZED puiE:ol-re SKIN/JURE I aulharile 
; 12. PATIENT'S OR AUTHORIZED FERSDN'T, SIGNATURE I euthome Ihe re lease CI shv  merlicel Or 01110., irillrrnation necessnr y 	ph yrnent ol mechEai ber ■ EHE (tt ihz. ithOett;101160 21 1 E1 ,:ibrl Sr 50001Ar for 

IS P1556SS IrlIS FISI/h. I ah,F rarILIP,r4 Ost/ITIeril 01 uoeemme.ch ush.elds &iltiiSr tu m y sall or IS Ire onny who ((mac ayE , cire-r,ani 	semcts 2,.,scric,tv boin,,, 
i.::How 

SIGN20 ._-5i 	,na 	-re-on-file 	 OATS 	-07105/201.0.. 	 sist,,ED 	 1.. 	 It - 	" 	' , 	..;,-.9 
14. DATE OP CURRENT: 	.01 ILLNESS (Firei S ymptom) O 

INJURY (Acclaera) OR 
. 	 PREGNANCY(LNIP: 

, IF PATIENT HAS HAD SAME OP, SIMILAR ILLNESS. ILLNESS, 	1E. DATES CinATIENTD .)INAELE j,sp WOF1K IN C..7,UFII,AUNT OECDCUPATIOV 
DIVE FIRST DATE 	MIS 	00  

FROI.,1 	 TO , 	 . 
1 17, NAME OF REFERRING PROVIDER OR OTHER SOURCE 

1 

17a. 	I 	 1. HOSPITALIZA1101 ,1 DATES RELATED TO CURRENT SERVICES 
TO  MIS 	DO 

	

NPI t 	
PROM  . 	 Nlm 	DO 	, 	Y 	 Y',' 

17b
Y  

. 	 , 
12 REEEP\'Er,I FOR LOCAL USE 

	
20. OUTSIDE LA2') 
	

5 C1-1A9CES 

YES 
	

rIO 

j 	L..11/SUNOWti U1-1 NIA !UNE OF ILLNESS OR INJURY iFIttatP Items 1. 2. 3 or 4 1011(M) 245 Py  Lir 

i,i 7231 	 

I 22. meoicAtO P,E.Susl,,w3siON 
I CODE 	 , ORIGINAL REF. NO 

; 23. PRIOR AUTHORIZATION NUMEER 

I ! 2, 721,3  	 4. 	724  
; 24. A. 	DATE(SI OP SERVICE 	- 	 D. PROCEDURES, SERVICES, OR SUPPLIES 	I 	 J. 

Prom 	 IPLASEOFI 	 G.Xplair.Untluzit CirpumsmworiploiEreyEri 
	F. ! 

RENDERING 
MM 'DO 	vy 	MM 	DO 	YY I SEF,VICE I EMS 	CPT/HCPCS 	

IDIADEN.OEIS! 
PoiNTEri 	CHARGES 	1.11:73nArvi 	tLPP7f./1 	t1 j  .L 	movio ER 10. u 

r"Np,  1548363583  E T 1  	i;!.-... 
1 	, 	. 	.......,- 
. ,ip! 	 i : 	154E3E3583 	t LL1 

171 
I C:,... 

' NPi  
. 	' 	 1548163583 	. 

• 

48363583 
 

I <, 

	54a3a3.5Ea---J 
- 

02. SERVICE FACILITY LOCA1 !ON iNPD91 ,4/,TIO!*: 

22. TOTAL CHARGE 	23, A vic.,!,..VT PAID 	:32, sA.LANcE DUE 

NPI 	
154/13-8358.3._! 

I V- 

4'" 90-  
OIL, EILLLINA PROVIDER 11400 	,1 ; 	' 

(702)880-4193 
1 

	• • . 
CEN 	Las Vegas Pain Institute & Med Cntr, L 

4616W. Sahara # 337 

Las-Vegas4V-1194D2-3,a2.7 

terl-CZ`.  

E80404982 	 El I 

31. SIGNATURE OP PHYSICIAN 011 SUPPLIER 
INCLUDING DECREED, oFi CREDENTIALS 

; 	Ce,tIty trIal the: statarnent; sr 	rA,e(& ,: 
' 	apply 10 this 01 StICI are made it oar, titAreof 

!Godwin O. 11,/laduka, MD, Pharml 

	

0710512010 	RA,TE!, 
• • ...m.war■ra .. -  

Iqu  '2 C!! iriCZruclton Manua: ELVAItaiE.- 	viv 

22. PATIENT'S ACCOUNT NO. 	, 27. SCCE'T ASSIGNMENT? 
*a. 

15216344 	 i x   I YE5 ! 	 U.  ' 
453 9(1 	! 

LAS PAIN INSTITUTE ex MEDICAL 

2705 W HORIZON RIDGE PKWY 

1-1EN1Nasobuti_2c1nc7  

141-1_f_____ 

nucn,o7c, 

APP 



; 05 25 10 

"106 25 10 

05 2 

05 25 10  

05 25 10 
25 FEDERAL TAX ;.0. NumBEF: 

880404982 
31, SIDNATUP.2 OF PHYSICIAN OR SUPPLIER 

INCLUDING DEGREES OR CREDENTIALS 
BerIlly 10n1 the slate.menta c d, 	revsrat.-. 

ep :or thrs Dill ana are macs o..trt Mama, 

SUDHIR KHEMKA, MD 

62001 

D3475 

LI1885 

03420 

27'. ACCEPT ASSiGNMENT't .kK g rm.eeemtee 

HNC" 

S;RvIC:: FACILITY LOCATION INFORMATION 

LAS VEGAS PAIN INSTITUTE 
2705 W HORIZON RIDGE PKWY 
HEEDERSQN 8 

BO :OD  ; 4 

14 !40 

80 ooJ 4 

7  '50 1 

22. AMOUNT PAID 

453 99 
I 22. BILLING PROVIDER INF° & PH (702)880-4193 

Las Vegas Pain Institute & Med Cntr, 
4616W. Sahara #337 

ragas NV 891-02-3.R77'  

132611_5429  

1326115429 IE I :- 

1326115429  
lOX 

1326-1154-2-9 	I Q 

'11 

	  ii 
-SSN 	 ,(5. PATIENTS ACCOUNT W... 

11 	IA6220 

LL 5219836 

2 
20. TOTAL CHARGE 

12611 
2ALANCE DUE 

sIcNiEr. 	07122/2010 	D A T,1 
	

1326115429 l b' 
inslaLAtort Manual avalla 

	
VtAvvr.r11.41'../..."..CY/.• 
	

PRIM?' 0:1 
	

PP.(iVED (..)11)-0911-099E, PORI 

105 25 101  111 1 	i96365  	 270 '00 1  NP1 

JAN/U4/aI11/TUE 11:4U AM 	Royal, Jones 

1- 1500  j 

HEALTH INSURANCE CLAIM FORM 

FAX No 7.12-b1-U777 	 F, U27/U37 

ROYAL A. iS DUNKLEY AND WILSON 
2920 N. GREEN VALLEY PARKWAY SUITE 424 
LAS VEGAS NV 89014 

APpROVED EY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 

PICA 
	

PICA 
1. MEDICARE 	MEDICAID 	TRICARE 	 CHAMPVA - 	 CHAmRuS 	- (Medicate li) 	i (Medicaid 	) 	(Spon‘lor's SSAI; 	(kIterriben /0. -  
2. PATIENT'S NAME (Last Darns . Foo l Nuna, midoie in iy a r, 

POREMBA WILLIAM M 

GROUP 	 PEER 	OTHER 
	 HEALTH PLAN 	 BLS/LUNG 	 
X 	(SSW or (0) 	ISSN) 	(10) 

3. PaliENT'281RTH OyAvTE . 	SEX 

..)''''' 06 	50 	64. 

1e. INSURED'S I.D. NUMBER 	 (FA/ Proyrsm if, Item 1) 

4. INSURED'S NAME (Lcat NBME. First Nzwis. midme Milo, 

POR.EMBA WILLIAM hiri 
E. PATIENT'S ADORESS INo., Strentc 

168 RED ARCHES COURT 
6. PATIENT RELATiDNISHIP TO INSURED 

SellpS_ Er,cur.e' 	SEMIS 	Otharl 	1 _ 

7. INSURED'S ADDRESS (No.. Street) 
., 	. 

168 RED ARCHES COURT 
CITY 	 I STATE 

HENDERSON 	 1 	NV 

1 
---1 

I 

CITY 	 I STATE 
I 

HENDERSON 	 1 NV 
E PATIENT STATUS 

snprnE 	
IrnO5[X1 	Oined 	1  

emoioyed 1 	1  rs-lirr-::: -- 	pseturd,-97-76 7  
ZIP CODE 	 I TELEPHONE find... AfM, C.0/16• ;  

89012 	' 	1(V02)263-2936 
ZIP CODE 	 I TELEPHONE (Include Al oe  Cods :  
89012 	 1 ! 	(702)263-2936 

I 

1 
I S. OTHER INSURED'S 14AME ILael Weil, Firsi llama, Mrudia 1011,01 

POREIVIBA WILLIAM M 
10.19 PATIENT'S CONDITION RELATED TO: 

s. EMPLOymENTY (Currsni or Previous, 

	

ri  YES 	X NO 

	

 	PLACE (Slats) 
0. AUTO ACCIDENT',  

1 	IVES' 	[ X 	NO 	
......._. 

C. OTHER ACCIDENT" 

	

17 YES 	1 XI t 0  

l' 	
MIA 	DO 	YY 

1). INSuRED'S POLICY GROUP OR EECA NUMBER 

.. OTHER iNSuRED'S POLICY OR GROUP NUmeErc 	 -1 

347669782 

	

a. INSURED'S DATE OF BIRTH 	 SEX 
MM • 	DO 	YY 
06 	30 	64 	mIX 

0t. OTHER INSURED'S DATE OF DIRTH 	SEX 

06 	I30 	64 	: M 	F 	I 

o EMPLOYER'S NAME OR SCHOOL NAPE 

C. EMPLOYER'S NAME on SCHOOL NAME 
c. INSURANCE PLAN NAME OR PRO3RA.1%1 NAME 

ROYAL JONES DUNKLEY ANDWILSON . , I 
( 
1 

dI NSURANCE PLAN NAME OR PROGRAM NAME 	 I 100, RESERVED FOR LOCAL NSE 

TEAMSTER LOCAL 631 	
, 

cl, IS THERE ANOTHER HEALTH 	F.i..1EFi T pLAN',  

.15-0 YES 	NO 	11 ycE... relu.R,  nnu ornoo,,, iturn E AL: 
READ BACK OF FoRhi PEFoRE COMPLETING el SIGNINC) THIS FORM. 1::. PATIEHT 	C)FI AUTHORIZED PERSON'S SIGNATURE I s.,,thdw o  ilfu reionsa nt an y m edic:DI Sr ulncr ,nformatou 11E4c: 5 f-fry  !u p/50098 Mel 001rn. I also re011501paymorii ol 50 	101115111 betnctlite elfin.* v, ru'REll Of I: II le part y  Nno ar:cepu. n.srlomfAN bEllm 

, 	8IC3NED ..__SignatUr_e Dn.  -file -....,-, - - 	 " 5 	...117122120111__ 

12. INSURED'F'4 OR AUTHORIZED IDRS01,1•:." 
pymerd Of mechnzIp9nelils m tna undErrin y neo 
55,viCee. Cescricaci 0rilfA•r 

SIGNED__  ._SiRnature._on_file_.._.. 

10. DATES ,PATIENT    DENABLE ‘j).9 WORK IN CURRENT 

FROM 	 TO 

SIGNATuRE I adinoost: 
n il y r,oian nr 8002 1forfol 

. 	._.... 	,.._,_._... 1,1 
 MM 	

O fF)Ellf9f9ENe :!"; 	. II L:4LjHusp,aysiArEcc,Tci etryormr ) 011 A: 	 5 IF PARENT HAS HAD DAME Qp, SIMILAR ILI.NESs, 
C3IVP FIRST DATE 	MM 	' 	IA' • 	YY N PR EGNANCYrLMP) 

000,L;UHAT1,19,1, / 

17. NAME OF 11F_FERFIING PROVIDER OR OTHER SOURCE 	17A 
. 	 - 	- --- - 	- 

7o 	Pi ,- 

10. 16. HOSPITALIZATION DATES RELATED TO CuRREN I' SERVICES MM 	DO 	YY 	 MIA 	DC 	Y'r 
FROM 	 • 	 TO 

12, RESERVED FOR LOCAL LiSL 

CORRECTED CLAIM 
5 0 ( 4 ),, 	lab 	rpi  U11E1 

e0. OUTSIDE LAB? 	 .7. t:HP.RGE 

1 	YES  
21, OIAGFIOSISORI4A'IURE or-ILLNESS DR INJURY m oicaa . 

1 L729 . 5  

Rem:, 1. 2, 

• 

22. 1618B IEAIO RESUBMISSION 
, 	ORIGINAL REP. NO. 

i 

■ 	 _. 
22 PRIOR AUTH0R12.A .HON NUMEER 

24, A, 	DATE(S: OF SERVICE 	 1 	L, 	C. 
From 	 To 	Ilv.CSo7 

I MI,-', 	DC, 	TV 	MM 	ED 	rr 	ISERIICF.i EMS 

D. PROCEDURE.. SERVIC ,ES, OR SUPPLIES 	1 	. 
rE,0)(6in Urngubl Cf(C.u(nctanuE•aj 	 DIAGNOSIS 

CPT/HCPCS 	1 	 MODIFIER 	 POINTER 

F. 	, 	0 	! 	H. 	p 
• o...1•1 	'EP.W1 
I 	Or 	I F*Tei 

S CHAR SES 	UNTIE 	f-,,,, 	DUAL 

- 
J. 

RENDERING 
PROVIDER ID. ,- 

APPO 



JAN/U4/2U11/TUR 11:4U AM 	Royal, Jones 

1500  j 
FIEiliLTI-1 INSURANCE CLAIM FORM. 
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE oedos . 
7-n71'1CA 

FAX No. 702 - 531 - 6777 	 I", 6128/037 

ROYAL J.. 	DUNKLEY AND WILSON 

2920 N. GRtEN VALLEY PARKWAY SUITE 424 
LAS VEGAS NV 89014 

PICA 	, 

1. MEDICARE 	MEDICAID 	THICARE 	 CHAMPVA 	GROUP 	 FECA 	OTHER 
	 CHAMPLIS 	 _ 	 HEALTH PLAN 	ELK LUN3 	 

I (Medicare 0,1 	(Medicaid ;I) 	(Sponsore SSN) 	I 	I (Member ID.19  lx 	I (9SN or ID) 	(DEN) 	I 	I IA 

1., INSUFIRDIS I. . NUMBER 	 or FlOWSM In hem Ii 

2. PATIENTS NAME (Laat Name. First Name. Middle Initial) 

POREMBA W1LLIAN1M 
3. PATIENT'S, BIRTH DATE 	SEX 

PrIM 	10D 	YY ' 
0 6 	3_ 0 	64 	ml XI 	F r---i 	, 

4. I SURED'S NAME (Les' Name, Flret Name. Middle Initial) 

pnRENIRA kiwi I !Am m 
5. PATIENT'S ADDRESS (No., St ra ti !'  

168 RED ARCHES COURT 

6. PATIENT RELATIONSHIP TO INSURED 

Self IX 	Spause-  Chilli 	°Merl . j 

7. INSURED'S ADDRESS (No., Street) 

168 RED ARCHES COURT 
CITY 

HENDERSON 	 . 

I STATE 

WV 

5. PATIENT STATUS 

	

, 	 
sine 	MDME.1 I X I 	Clrier 

CITY 

HENDERSON 

STATE 

I 	NV 
ZIP CODE 

89012 
TELEPHONE lInCILItle Area Coda) 

(02)23-2936 rm,ic,y,9c1 l- 	e FulTim 
Sludeni 

	

Student 	
Pari-Time i

1 
	I  

ZIP CODS 

12 , 

TELEPHONE (Includs Area Code) 

(702)263-2936 
9. OTHER INSURED'S NAME (Leal Name, Firm Name, Middle Iniaal )  

POREMBA WILLIAM M 
lOIS PAT1ENT'E CONDITION RELATED TO: 

. 

11. INSURED'S POLICY DROOP OR FECA NUMBER 

a. OTHER INSURED'S POLICY OR DROOP NUMBER 

347669782 
C. EMRLOYMENTI2 (Curren! OF PrevTDss) 

EYES 	X N O 

	

a. iNsur=c=o's DATE OF BIRTH 	 SEX 
MM 	. 	DD 	1 	'FY 

• 06' 	30 	64 	Mlxi 	F 

b. OTHER INSURED' 	CATE OF BIRTH 	SEX MM 	DD 	re 

06 	30 	64 	• 	MiX 	1 	Fl 	I 

	

b. AUTO ACCIDENT'? 	
PLACE (s,ti  

I 	I YE. 	I-X1 NO . 	• 

0. EMPLOYER'S NAME OR SCHOOL NAME 

C. EMPLOYER'S NAME OR SCHOOL 	ME c. OTHER ACCIDENT/ 

YES 	X NO 

C. INSURANCE PLAN NAME OR PROGRAM NAME 	 . 

ROYAL JONES DUNKLEY AND WILSON 
d. INSURANCE KAN NAME OR PROC. Al• NAmE 

TEAMSTER LOCAL 631 
103. RESERVED POE LOCAL USE u. IS THERE ANOTHER HEALTH BENEFIT'PLA.N7 

170 YES 	I 	I No 	(f y00, relum 1e ancl cornple[e Item 9. 0-9. 

IREA0 RACK OF FORM BEFORE COp.APLETINcs & SIGNING THIS FORM. 
12. PAT1ENTSOR AUTHORIZED PERSON'S SIGNATURE 	I author= too P1PW,.; of any medical or oilier inlorenzlion noeaaaat y  

LO p100030 I1110 claim. I slso rea uect pe yn-eni et govgrnroarq aaneNs eilher 0 m v :.eil or la Inn porly Who sccepis aseig nmem 
balm/. 

SIONED __Sig nature.sittfile_ 	......... 	 DATE 	07]2212010 

1'.. INSURED'S OR AUTHORIZED PERSON 	SIGNATURE I aoherize. 
payment of meoical 0909510 ID Mo undersigned phy t.ibtan Or aupplierior 
tervicce e3e01i000 below. 

sioNED 	Sig/ 	ure_en file , 
14. a iy- E. O ISCURRENT:    ),, N 	4  ILLNESS SRSYS(  IAI:ctr ieLeryzr i  OR 

. 	 N PREGRANC`N LM1,1P1 

8.. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS , 
GIVE FIRST DATE 	MM 	. 	DD , 	Yy 

10. DATES pit. .ATIENT0ENABLE,1co  WORK IN CUR, 14)ENTO0C0CUPATIO.1,A 

FROM 	 TO 	. 

17, I/AVE OF REFERRING PROVIDER OR OTHER SOURCE 17 9 . 

17b. 

I 

NPI I 

6, HOSPITALIZATION DATES RELATED TO CURREHT SERVICES 
MM 	DO . 	YY 	 MM 	DD 	YY 

FROM 	 TO 	 , 
19 RESERVED FOR LOCAL USE 

CORRECTED  CLAIM 

20. OUTSIDE LAG? 	 S CHARGES 

II YES 	IX I NO 	I 
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY 00o1n1e berth! 1, 2, n or 4 10 lien', 24E by  Lins 

1 , 1 	729.5 	
3. 	I 

22. MEDICAID RESusmiEsioN 
ORIGINAL REF. NO. 

2. 	 4. 	1  

22. PRIOR AUTHORIZATION NUMBER 

24, A. 	OATE(S )  OF SERVICE 	 ' 	E. 	1 	C. 	1 D. PROCEDURES, SERVICES OR SUPPLIES 
From 	 To 	LACE Of, 	 (Explain Unusual Cir..1rnmnrico al  

, mtm 	DO 	YY 	MM 	DO 	̀17 	ISERVCE I EMC-t I 	CPT/HCPOS 	I 	MODIFIER 

E. 
DIAGNOSIS 
POINTER 

O. 
DAVE 
OR 

S CHARGER 	1..T.1[TS 

	

H. 	I 	I. 

	

SPEC.). 	,. 

	

Fararil 	1,' 

	

Pao 	()UAL. 

I 	 J 
RENDERING 

PROVIDER 0. 0 

' 	
, 

	  1 05 	25 	10 	 11 	51015 	 • I 1 	 10 	!00 	1 	' I/PH 	1326115429 
. 	 , 

' 05 	' 25 	10 	 111 	' 	A4216 	 !00 	1 	NL 	1326115429 
. 

105 	25 . 10 	 11 
• . 	, 

144244 	 • 
. 

5 	!00 I- 	1‘/Ft 1326115429 

' 05 05 	25 	10 	I 	 1 11 	14.4213 	I 	 • 	
. 

 1 	 • 1 	 1 	!00 	1 	l 	1 NP, ' 	1326115429 

, 	1 	 , 	. 	 1 	i 
, 	, 	 i  I 	 I . 

25 FEDERAL, TAX I.D. NUMBER 

880404982 
21. SIGNATURE OR PHYSICIAN OR SURFLIER 

INCLUDING DE.GRE-E.S OR CREDENTIAL 
It eFillty  Mai the titztarnAnta an the reverse 
ODDlY lo 11110 Nil and EFS merle a earl thereet.: 

SUDHIR KHEIVIKA, MD 

!.9.(Gsvpr, 	07/22/2010 	DATE 

1 .11:CC: instru:Aion 105nua I 2v IDL3IE a wv-Aii.nUC...7.01';:. 

	

ft'at 00./1. Cldifilb, 03 G4Cle 	
122. AMOUNT PAID 	1 30. BA.LANOE DUE 27. ACCEPT ASSIO 	N 	28. TOTAL CHARGE NMEri 

S 	 17 00 	1 5 	 1 1̀ 	17 I00., 
23. SILLINO PROVIDER INFOS PH it (702)9th) .4193  

Las Vegas Pain Institute & Med Cntr, L 
4616 W. Sahara #337 

' 	1326115429 
; Fr' ROV:=7.) ONG-M3E-0999 FORC:s__IIINI 500 (01.-0E; 

• LX.1YES 1 	1NO 

01-E-17;41.5.. PAINT OP 71TE 

APPO9 

551)EIN 

:5219836  
23. PATIENT S ACCOUNT I/O, 

32 , sp.p,vicc rAcILIT ,  LOCATION INFORMATION 

LAS VEGAS PAIN INSTITUTE 
2705 W HORIZON RIDGE PKWY 
HENDERSON NV 89052  



JAJN/U4/ ZU11/Illt 11:41 AM 	toyal, Jones 	 AA NO, 71.1'2 - bj1 - 1:1/T/ 
	

U2d/n7 

15001  

HEALTH INSURANCE CLAIM FORM 

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 05105 

n-TIPICA 

ROYAL 	 DUNKLEY AND WILSON 

2920 N. GREEN VALLEY PARKWAY SUITE 424 n: 

LAS VEGAS NV 89014 
.a• 

PICA IT 
, MEDICARE 	MEDICAID 	TRICARE 	 CHAMPVA 	GROUP 	 FECA 	OTHER 

	 CHAMPUS   HEALTH PLAN 	 6 1..3( LUNG 	 
(Medicare 11)1 	I (Me dicaid 21)1 	I (Sponeer's SS N) 	I 	1  (Memder 10101 XI (SSN or 'DI 	I 	I (ssN) 	I 	I (ID) 

_ 
Ia, INSURED'S I.D. NUMBER 	 (For Program in Om 	) 	., 

2. PATIENT'S NAME (Last Name, Fired Name, Atiddle InItiel) 

POREMBA WILLIAM M 
3. 

 Pai.ENTEIRTH DATE 	SEX 

06 	p. n 	;64 	NIFR 	F L1 
4. INSURED'S NAME (Last Warne, First Name. MIddle orrIal) 

POREMBA WILLIAM M 
7, 	SURED'S ADDRESS (No,. Sireel) 

168 RED ARCHES COURT 

S. PATIENT'S ADDRESS (No., 'Street) 

168 RED ARCHES COURT 

S. PATIENT RELATIONSHIP TO INSURED 

sell 	x 	Soo:reel 	I CnItd 	1 	Omar 

C ITY 	 1 STATE 

HENDERSON 	 I NV 

8. PATIENT STATUS 

1  51,-,Q1E , 	Morti•SO I 	Other 1  

	

1 	1 	Pan.T,mei 	 

	

EmployedFaitTate 
	

I Studem 	1 	1 	Student 	1  

CITY 	 1 STATE 
I 

HENDERSON 	 ' 	NV 
z1P CODE 

89012 

TELEPHONE oneiwie Ateo Loom '  

((702)2;63-2936 

ZIP CODE 

89012 

TELEPHONE (Include Area Code) 

702)2)63-2936 
9. OTHER iNsuRD'S NAME (Lest Name, Firsi 1.4prris, more 	oial) 

POREMBA WILLIAM M 

10.18 PATIENT'S CONDITION RELATED TO: 

2. EMPLOYMENT [Current or Prevousi 

YES 	NO 

11. INSURED'S POLICY OFT7 UP OR FEC.,A NUMBER 

., OTHER INSURED'S POLICY OR GRC)UP NUMBER 

347669782 

a. INSURED'S DATE OF 	RTI-1 	 SEX 
tAM 	,- 	DO 	. 	YY 

06 	30 	64 	
Ma 	F 

b. OTHER NsuRED'S DATE OF BIRTH 	SE)' MM 	DD 	YY 
_ 06 	30 	64 	 : M )E 	F 

It. AUTO ACCIDENT'.' 	
PLACE (Stale)  

 I 	J" 
	NO 

b. EMPLOYER'S NAME OR SCHOOL NAME 

c, INSURANCE PLAN NAME OH PROGRAM NAME 	 I 

ROYAL JONES DUNKLEY AND WILSON 	
. 

C. EMPLOYER'S NAME OR SCHOCL NAME c. OTHER ACCIDErgT 

,)(NO 

. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 

100, RESERVED FOR LOCAL USE 	 • a. IS THERE ANOTHER 

YES 

HEALTH GIENEFIT PLAN? 

D NO 	.1! yee, ',alum I.0 000 com,oItto tit,. (! p.0. 
READ BACK OF FORM BEFORE COMPLETINC e. SIGNING THIS FORM. 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I adlhorlte ac &lease 91 any ronclIccl or otnar intormidlen necaFFAry 
It proce:151102 claim. I SEE request payment at Qovernmant beriDlItr: DiihDr In 0151911010 me Party corm accepts aealdnmeni 
below. 

SiaNED_.-SVIlatUrE.SMI-file-. 	...______.. 	DATE 	 0.7.122/201,0  

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATUP.E I 3u1501i2e 
payment at miclical benr.1.12. vd, the anaarsiElr.ed PhYsIcIl of wnnlio In' 
eervi0a2 OoSortlAia tt610,, 

SIGNED_ ..._§_gi 	; 1.ture-ori_f_ii e=....... • . „ ...____,._____., 
1 S. DATES IZTIENT0ENP:ELER WORK IN CUP1 1.470ENT OCCUPATION 

FROM 	 TO 

-, 

	

14. DATE OF CuRR ENT: 	,4 ILLNESS (Firer symptom) OR 
MM , 	DO , 	ri 	INJURY (Accident) OR 

FREGNANCY(LMPI 

115. IGFRIPEATI IERNSTr  HOAAS144ALL,7,.,4ArytE ,c23 pri  SIMILAR ILLNESS. ILLNESS. 

. 	' 
17. NAME OF REFERRING PROVIDER OR OTHER SOURCL 

, 

172. 

1.171.1 NPI 

19. HOSPITALIZA.TION DATES RELATED TO CURRENT SERVICES 
MM 	DD 	YY 	 MM . 	GO 	YY 

FROM 	 . 	 TO 
U. RESERVED FOR LOCAL USE 

CORRECTED' CLAIM 

20, OUTSIDE LW, 	 $ CHARGES 

YES 	/ V I NO 	!I L.L. 	 i 
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Itenv.; 1. 2. 3 014 10 11 ,,m 245 oy Ohs, 	____1 	' 

1.  I 	721.3 	
3. 	i 

22. r4cE) fa.:AID RESUBtAISSION 
ORIGINAL REF. NO. 

I 
I 

2.1 	724.4 	 4. I 

22, PRIOR AUTHORIZATION NUMBER 

, 

21. 1,, 	DATE(S) OF SERVICE 	I 	6. 
From 	 To 	'PLACE OF 

IA 	DO 	YY 	Niro 	OD 	. YY 	ISF.FrACE 

C. 	I C. PROCEDURES. SERVICES, OR SUPPLIES 	I 	E. 
(Exphrt 1.1 , IttEilial CIrcurcotoncet; 	 'DIAGNOSIS 

DAG I 	CPT/HUSS 	I 	MODIFIER 	. POINTER 

F. 	I 	G. 
I 	0,‘S 
, 	GI; 

S CHARGES 	I 	011172 

H. 	' 
D'Sen 
Fr1ty 
Fa.; 

I. 
,,, 
'''' 

DUAL I 

.l. 
RENDERING 

PROVIDER ID. 4 

05 	25 .  10 1 05 	25 	10 11 	199214 II 	I NI., . 	. 	• 

. 	 . 	. 	 , 
'. , 

1 	 1 	 1 	 1 
, 	 I 	 , 	 ' 	I 

. 

14F1 

, 
' 	 I 	

. 	

141.1 

, 	 . 
I 	 ' 	I 	 I- 

1 	
, 
1 	 I 	

. 

, 	. 	
. 	 . 	, 

I 	 . .• 	i 	I 	 i 	 l'IPt 

-, 
It 	 t 	 I 	 • 	 ' 	i 

I 	 i 	' 	 I 	 I 	 I 	 1 	I 	IYRI 
29. FEDERAL TAX I.D. NUMBER 

1880404982  
21. SIGNATURE OF PHYSICIAN OR SUPPLIER 

. 	INCLUDING DEGREES OR CREDENTIALS 
lIceclIty that Olt, frtztommn1s on the rever.se 
EFFly 10 	bill Ono are 0)308 11 521 tooritoL, ,  

1SUDHIR KHEMKA, MD 

ERNEC 	07/22/2010 	m8 

NUCC: in2tr 	n Manua: availabif: a 7 . 	 ,131 
	

//VT' 0.5? -ryp,F 
	

APPROVED OMS-0935-0999 FORI,fi 	 (oa-u.,; 

APP093 

SSN EtN 	2 13. PATIENT'S ACCOUNT NO, 

Or- / 5219253 

LAS PAIN INSTITUTE & MEDICAL CEN 

2705 W HORIZON RIDGE PKWY 

__HENDE.U.O_NAV  R905 ,  
01 659431443 	!' 

d. SERVICE FACILITY LOCATION INFORMATION 

27.4,EWTlavgg, ir,  I n. TOTAL CHARGE 	28. AMOUNT PAIDdg 

 

 

1 NO 	 S 
	 770  00 	'  	 
133, BILLING PROVIDER INFO AP)4 

(702)880-4193 

Las Vegas Pain Institute & Med Cntr, L 
4616 W. Sahara #337 

LP  C  V-P-rJas-N-Y 
Lla1:15429 

I 

I 30, RALANCE 

IS 	97M11)  H 



,S
ti
l>

0t
4
0
 FC

4J
..)

 
JAN/U4/21_111/TU 	11:41 AM 	Hoyal, Jones 	 U, 702 - t31 - b777 

	
F. U30/037 

   

ROYAL ..., ES MILES DUNKLEY & WILSON 

1522 VVES1 WARM SPRINGS ROAD 

HENDERSON NV 89014 
(  1500:  
HEALTH INSURANCE CLAIM FORM 

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE Cia(05 

1 	1 VILA 	 PICA 

1, 	MEDICARE 	MEDICAID 	TRICARE 	 C AMRVA 	GROUP 	 FECA 
- CHAmPuS 	HEALTH PLAN - ELK LUNC- 

(MedIcere P) 	a) 	(Spencer's SSW) 	(Member IDY) 	.SSN or 10) 	(SSN) 

OTHER 
(ID) 

I a. .1RISU RE US HI NUMBER 	 (For Program in Item 1) 

347669782 
2 	PATIENT'S NAME ILaal Name, Firal Name, Middle InitiW) 

POREMBA WILLIAM M 

3, PATIENTS BIRTH DATE 	SEX 
MM I 	DO 	1 	YY 	I 	i 
06 1 30 1 64 	MX 	F r-  

4. INSURED'S NAME (Last Name, FIFal Name, Middle Initial) 

PnREIVIBA WILLIAM IAM M 
5. PATIENT'S ADDRESS (No„ Street) 

168 RED ARCHES  COURT 

4. PATIENT RELATIONSHIP TO INSURED 

Self 	ciotree 	Cr' il 	Omer 	I 

7. I SURE.D'S ADDRESS No., Strop( 

168 RED ARC FS COURT 
CITY 

HENDERSON 

STATE 

NV 

E. PAT1ENT STATUS 

	

Single 	Married 	Ottier I 	J 

	

Emalopc11 	I 	Fs,uu"d    • 	rurl,'GrniTc l 	I 
10. IS PATIENT'S COND)TION RELATED TD: 

E. EMPLOYMENT? (Current or PreviOuC) 

	 YES 	 0 
E. AUTO AGOIDENT 

	

PLACE (Sta 	I 

YES 	j to I1 

CITY 

HENDERSON 

STATE 

NV 
ZIP CODE 

89012 

TELEPHONE (Include Area C.;ode.) 

((702))263-2936 

ZIP CODE 

8 .9_912 
11. INSuRED'S POLICY GROUP 

TELEPHONE (1=ude Area Cadet 

( (7o263-29 
ON FECA NUMBER 

. 

B. OTHER INSuRED'S NAME (Laat Name. Firat Name, Middle lidit)dl) 

POR.EIVIE_tA WILLIAM M 
a. OTHER INSURED'S POLICY OR GROUP NUMBER 

347669782 

A. 	I URED'S DATE OP BIRTH 	 SET 
MM 	i 	DO 	i 	YY 	 M 	 

DE 	30 	64 	 X 	
F 1 	 

b. OTHER INSURED'S DATE OF BIRTH 
MIA 	. 	DO 	i 	YY 
06 ! 30 	64 

SE>: 

M[ 	Pp 

B. EMPLOYER'S NAME OR SCHOOL NAME 

‘. OTHER ACCIDENT? 

EYES 	 0 

c. INSURANCE PLAN NAME OR P OORAm NAME 

ROYAL JONES MILES DUNKLEY & 	WILSON 
4, IS THERE ANOTHER HEALTH BENEFIT PLAN? 

riYa5 	n  HO 	u yes. return to and complete il3M 0 a-d. 

r:. EMPLOYER'S NAME on SCHOOL NAME 

II. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 

OW RESERVED FOR LOCAL USE 

REAP BACK OF FORM BEFORE COMPLETING L SIGNING THIS FORM. 
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I aulnarize the reieaee of any medical or oilier irilorrnetion neceasery 

to pcdCeaa  AN  .Idtm, I also reques1 payment at povernmenz benetire either in myeell or in the party who acceple ateignment 
bEltrw. 

SIGNED 	Signature on filp 	 DATE 	09/2: 	I 	t _ 

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I nutncrize 
payrdenl ot medical benelita to the undeitigned pnyticlen of eupeller lar 
soryw.;ozt Oot-icriDed below. 

SlaNED  

	

14. DATE OF CURRENT: 	ILLNESS (First aym torn) OR 
MM 	i 	OD i 	YY 	INJURY (Acpldent) 	R 

i 	 I PREGNANCY (LIAR) ; 

16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 
GIVE FIRST DATE 	MM 	i 	DD 	1 	YY 

I 	I 

--Sittnatare-otrfif 
0. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 

	

MM 1 	DD 	1 	YY 	 MM 	1  , OD , 	YY 
FROM 	I 	 TO 	1 	1 

V. NAME OF REFERRING P ROMER OH OTHER SOURCE 

BRANDON NGUYEN 

	

17a. 	iG 

	

17o. 	4P1 	1508882564 

. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 

	

mt,4 , 	OD 	, 	yy 	 NAM 	, 	DO , 	YY 
mom 	1 	I 	 TO 	■ 

19, RESERVED FOR LOCAL USE 

I 

20. OUTSIDE LAB 	 S CHARGES 

I YES 	NNO I 
1 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (Relate Items 1.2,2 or 4 Ia Itarn 24E by Line)

-1 
1.  I 	723 . .1 	. 	 , 	I 	721.3 

22. MEDICAID RESUBMISSION  
CODE 	 ORIGINAL FIEF, NO. 

I 

, 	721 .0 	 4 , 1 	724.2 

22. PRIOR AUTHORIZATION NUMBER 

24, A. 	DATE(S) OF SERVICE 
From 	 To 

miii, 	OD 	YY 	MM 	DD 	̀IS 

B. 
FLATS Of 
SEIVIE11 

C, 

EMG 

D. PROCEDURES, SERVICES, OR SUPPLIES 
(Explaln UnuSual cirEurmipncest 

CPT/HCPCR 	I 	MODIFIER 

B. 
DIAGNOSIS 

POINTER 

F, 

.$ CHARGES 

C. 1  
08XS 
Luis 

H. 
1,R0r, 
?V 

I. 
ID. 

DUAL 

NPi 

J. 
RENDERING . 

PROVIDER ID. n 

1326115429 
05I 	2.: , : 	1f1 	, , 	

, 
, 1 1 	I 

	
5 S101 	 , , 1 	

• 	,
10 ! 	00 	1 I  

.; 	05 	.4i ';:' ! 	1 Ci 	
, 	

1 1 	I 	I 44216 	
i 
, 	 , 	00 1 Npi 	1326115429 

'1 	05 	70-.11 	•V-: 	
i 	, 	 . 	1

. 	 , , 	11 	1 	1A4244 	 , 	. 
, 	 1 	5 : 	001 	1 	1 ...., NPi 1326115429 

, 
105 	25: 	10 	, 	

:11 	1A4213 	
, 
, 	

, 	
' 1 	 1 	:: 	001 	1 i 	 . 141.1 1326115429 

i 
-I 

• . 	 .• 	 .- I 	
, ,, 	1  - 

I  -  
--______ 

' 	i 	
1 	 i 	1 	 I  I 	 1 	I NP 

23. FEDERAL TAX 1.0, NUMBER. 	SSN Ell ,' 

I 880404932 	 n 1 X 
20. PATIENTS ACCOUNT NO. 	127 it ,C;CE.D P,T,SIT,t,tlarl? 	I 28, TOTAL CHARGE 	I 20, AMOUNT PAID 	)30. BALANCE DUE 

I 
5219836 	 11  xyEs 	7 NO 	1  S 	 6P

■
0 

I
1=, 	' 	10 20 ; 	1 17 00 	5  

.e 	 I 	INPUFIMAT I OI• 

LAS PAIN INSTITUTE & MEDICAL CEN1 

270'3 W HORIZON RIDGE PKWY 

HENDERSON NV 89052 

[77-1-FA. 	443 	ih 

ILLING PROVIDERINFO tS PH. d (r7r32) 
	

0-4193 

000 011.0000 001r 	 & Med Cutr, L 

00110 000 00.0000 0 "7.."0.0 

00'' 00-0 27 

13261154291a. 

V=MEI 0.9'3S-0999 FORM 	i 500 (08/05 

APP042 



, 	INCLUDING DES ES: 
; 	II certify chat the t .  ter 
I 	apply to thla bill Sr 

I SUDHiR, KH 
SIGNET:. 
	nti2 

REDrVTiALS 
romp 
thqr.epi.) 

K /IV in ID 

10  DATE 

ar ■ 

APPROVED OM 0938 -0995 F9R1 100 (03/05 

APPO9 

JAN/U4/2U11/TUE 11:41 AM 	Royal, Jones 	 FAX No, 702 - 581 - 6777 
	

P. 031/037 

1500 
HEALTH INSURANCE CLAIM FORM 

APPROVED BY NATIONAL UNIFORM CLAW commaTEE 03/09 

ROYAL 	S MILES DUNKLEY & WILSON 

1522 WES' WARM SPRINGS ROAD 

HENDERSON NV 89014 

  

 

I PiOA, 	. 	
PICA I 

1. 	MEDICARE 	MEDICAID 	TRICARE 	 CHAMP VA 	GROUP 	 FECA 	0111CR 
— 	 CHAMPUS 	— 	 HEALTH PLAN — ELK LUNG 	 

(Medicare II) 	(Medicaid 1;) 	(Sponsors SSW) 	(Mcrnbar IDA') 	SSN or ID) 	(SSN) 	(ID) 
11. inuRED's 1.D. NUMBER 	 For Pro ram in Run 1) 

47669782 
P. PATIENT'S NAME (LOCI Namt, Faut Name, Middle Initial) 

POREMBA WILLIAM M 

3. PATIE(T'S BIRTH DATE 	SEX 	' 
MM i 	PP i 	YY 

06 	; 30 	! 	64 	1 -1 	IX 	F  

. INSURED'S NAME (Laat NemO, First Nome, Middle InElial) 

POREMBA WILLIAM M 
. PATIENT'S ADDRESS (No., Street) 	, 

168 RED ARCHES COURT 

5. PATIENT 

so-  

RELATIONSHIP TO INSURED 

i(SDouee 	1 ChM 	1 	Mei 

7. INSURED'S ADDRESS (No., Street) 

168 RED ARCHES COURT 
CITY 

HENDERSON 

STATE 

NV 

a. PATIENT STATUS 

Single! 	1 	Marcie 	0,1-.Fi  
, 	, 	_,7--i 	Fulk -iimB, 	rari.firnei 	i 

rnolo Yea ; 	: 	SlucIent 	1 	Student 	! 	I 

CITY 	 'STATE 

HENDERSON 

. , 
1 

NV 	' ZIP CODE 

89012 	. 

TELEPHONE (Include Arae. Cods) 

((702)63-2936 

ZIP COOS,  

89012 

TELEPHONE (111CILAIE Are.1 Code) 

((702 263-2936 
5. OTHER intSuRED's NAME (i-ast Name. EIrst Name. Micldle . lnitial) 

POREMBA WILLIAM M 

10, IS PATIENT'S CONDITION RELATED TO: 11, INSu RED'S POLICY GROUP DR FECA NUMBER 

• . 
a. OTHER INSURED'S POLICY OR GROUP NUMBER 

347669782 

N. EMPLOYMENT? (Current or Prvlouz) 

YES 	J io 

a. INSUREDS DATE OF BIRTH 
IAFI, 	, 	DO 	, 	YY 

06 	30 	64 	
IA 	 

SEX 

F — 

b. OTHER INSURED'S DATE OF BIRTH 	SEX 

06 ; 30 ; 64 	 m 	 FD 
— 

	

b. AUTO ACCIDENT? 	
PLACE ISlole f 

	

fl YES 	 10  I 	J 

S. EMPLOYERS NAME OR SCHOOL NAME 

C. EMPLOYER'S NAME OR SCHOOL NAME c, OTHER ACCIDENT? 

ri YEE 	jy0 

C. INSURANCE PLAN NAME OR PFIDGRAM NAME 
„ 

ROYAL JONES MILES DUNKLEY & WILSON' 
ci. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 

lId. RESERVED FOR LOCAL USE 4. IS THERE ANOTHER HEALTH BENEFIT PLAN? 

I 	X Yz2 	1 	I NO 	!T )0C, rsiorn in and zomplete item 9 rod. 
READ BACK OF FORM 13ETOHE COMPLETING B SIGNING THIS FORM, 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authorize the release ol airy rneoiloal or other intormeljon hocesaary 
to froceaa Ihaa 010im, I WED raclueei payrntrt .1 coyE:rnmol et:info. 911001 to my80 0110 the party who ,..ccocLs Assignment 

SIGNED -.Sig 	tut 	on filp 	DATE 	0- 2E31201 0  

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authanza 
Payment of MscilCal benebto to Ma undereignau priyalcian or suppter lor 
sarvic.ae der:of -food Delon. 

SIGNED 	1 	p;na 	 age 

	

14. DATE OF CURRENT: 	A ILLNESS  (Fir?. 1 syrnocm) OR MM 	, 	DD , 	YY 	j INJURY  (Accident) OR 
i N PREGNANCY (LMP) 

15. IF PATIENT HAS HAD SAME DR SIMILAR ILLNESS, 
CIVE FIRST DATE 	MM 	, 	DD 	, 	YY 

1 	I 

IS. PATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 

	

MM I 	DO 	, 	YY 	 MM 	1 	Elp I 	TY 
FROM 	f 	) 	 TO 	I 	I 

, 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

1 BRANDON NGUYEN 

7a. 

170. 

A e 
NPI 	1508882564 

a, HOSPITALIZATION DATES RELATE 	TO CURRENT SERVICES 

	

MM ; 	PD 	; 	YY 	 MM , 	DC, . 	YY 
FROM 	1 	) 	 TO 	 i 

19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? 	 S CHARGES 
_ 

YES 	7)(40 	I , 	2 1 - DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (Relate Rene 1.2,3 Cr I to liaro 24E by one) 

723.1 	 3 .  I 	721.3 _ 

22. MEDICAID RESUBMISSION 
CODE 	 ()RONAL REF. NO. 

• 

S 	2, 	 7 21 0 	 A, I 	724.2 

2:.., . PRIOR AUTH3RI2ATION NUMBER 

	

I 24. A. 	DATE'S) OF SE RVICE 
From 	 To 

	

MM 	DO 	YY 	MI ,A 	00 	Yr( 

B. 
PLACE Of 
SERVICE 

C. 

EMS 

D. PROCEDURES, SERVICES, OR SUPPLIES 
(B*Iain unueued Circumstances) 

CPT/HCPCS 	i 	MODIRIFP 

E. 
DIAGNOSIS 

I 	POINTER 

F. 

S CHARGES 

G. 
DAVE 

ZS 

H. 
EFF,71 

V 

- 	I. 
ID. 

QUAL 

J 
RENDERING 

PROVIDER ID. I 

: 1 	05 ', 	25: 	VI! 	 11 96365 1 	 270 i ' 	00 	1 NH 1326 	• ‘.., 

),  
-1  05; 	25: 	10 1 	 11 	J2001 	I 1 	 80 	00 1 	4 ! r FiR 1326115429 

! -; 05 ; 	2,5 : 	ICI ! 	 11 	J3475 	 • 	; 	, 	1 	 14 	40 	4 ; 	, 	, NPI 
. 

1326115429 
; 

i; 
' 05; 25: 101 11 

• 
J1885 	 I 	1 	I 	80 	001 	4 NFI 1326115429 

_ 
I-- 	 

; 	
, 
; 	, 25; 	10 	 11 	1J3420 	 . 	

, 	
1 	- 	; 	 7 1 50! 	1 	1 	11 PI 

I 	

, 	
, 	

1 
1326115429 

1326115429 

•, 
, 	 1- 	 101 	 11 	1A6220 	 2:001 	1,1p; , 

23. FEDE AL TAXI  .D. NUMBER 	SSN EN 	H. PATIENT'S ACCOUNT 'O. , 

I 8804049E2 	 11,X 	5219836 	 1 

7 ACCEPT ASSIGNMENT? 	1 
'  (For gcm clown:. no oackl 	I 

- 	• I 	No 7 YES 

20. TOTAL CHARGE 

' 
6 	453 ;90 
0 ,1 	Pool 10.1re toDrikillThrED 	impr, 

29. AMOUNT PAID 

F.; 	14456 
P. DI-! 	lo 	.-.......• ors el. 

30. BALANCE DUE 

". 	309 	34 
n 	• .. o. ... 

I C• 

LAS PAIN INSTITUTE & MEDICAL CEIN 

2705 IN HORIZON RIDGE PKWY 

HENDERSON 	NV  89052 

16 -69431443 	1 0  

Las Vegas Pain institute & Plied Cntr, L 

4616W. Sahara #337 

Las Vegas NV 89102-3627  
1326115429r,-  

NUOC.; InstructiordiVianual avaitable, at: www.nui_tc.org 

WOWS-1602CE; 



°Val) ()MB 0938-0909 F0910 GIVIS- 

APPO 

/05) 

JAN/04/2011/THE 11:42 AM 	Royal, Jones 	 FAX No, 702 - 531 - 6777 
	

P. 032/037 

   

ROYAL J ■ :S MILES DUNKLEY & WILSON 
1522 WEST WARM SPRINGS ROAD 
HENDERSON NV 89014 

HEALTH INSURANCE CLAIIVI FORM 
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE mos 

VICIA 

. 	MEDICARE 	MEDICAID 	TRICARE 	 CHAMPVA, 	GROUP 	 FECA 	OTHER 
- 	 CHAMPUS   HEALTH PLAN 	ELK LUNG 	 

(Msclicaro a')r-i  (Medicaid e) 	(Gponor'a SSAg 	(Membet ICif) 	, 5SN or ID) 	(SSN) 	,J 00) 
1. INSURED'S SD. NUMBER 	 (For Prooreon in ham 1) 

347669782 
2. PATIENTS NAME (Las? Homo, First Nome, Mime IntlIal) 

POREMBA WILLIAM NI 

3. PATIENTS BIRTH DATE 	SEX 
MIM i 	001 	YY 
06 ,  30 ' 	4 	m Fix 	F J 

4. INSURED'S NAME (Last Name, First Newts, Middle Mills!) 

POREIVIBA WILLIAM M 
5. PATIENT'S ADDRESS (No.. Street) 

168 RED ARCHES COURT 	.  
6. PATIENT RELATIONSHIP TO INSURED 

Self 	)(Spousal 	I Child I 	I 	(Dim I 	I 

7. INSURED'S ADDRESS (No., Street) 

168 RED ARCHES COURT 
CITY 

HENDERSON 

STATE 

NV  

B. PATIENT STATUS 

Singlo 	I 	Married 	Other 	I 

CITY 

HENDERSON! 

STATE 

NV 
ZIP CODE 

89012 

TELEPHONE (Include Area Code) 

((7a2)63-2936 Employad I 	I 	ull-Time - 	Parl-T,ma I 	1 
Letant 	Student 	I 	I 

ZIP CODE 

9012 

TELEPHONE (Includo Area Code) 

702 263 -2936 
. OTHER INSURED'S NAME (Last name. Firs Name, 1000Ia Initial) 

POREMBA WILLIAM M 
10, 15 PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NuMBER 

a. OTHER INSURED's POLICY OR GROUP NUMBER 

3476782 
a, EMPLOYMENT? (Curran! or Freytoue) 

1 	IVES 	r /(10 

	

a. INSURED'S DATE OF BIRTH 	 SEX 

	

Mm 1 	DD 	1 	YT 

	

3( 	Y 	
F -1 M 

	

q 	 ____I _) )C 
U. OTHER INSURED'S DATE OF BIRTH 	SEX IM 
	:ti"'8 	: 	.,,,IY 	IA 	 F-  , 

b. AUTO ACCIDENT? 
PLACE (Stain.) 

YES 	 0 	1 	I 

h. EMPLOYER'S NAME OR SCHOOL NAME 

c. EMPLOYER'S NAME OR SCHOOL NAME 0. OTHER ACCIDENT/ 

I 	iyEs 	c, 
c. INSURANCE PLAN NAME OR PROGRAM NAME 

ROYAL JONES MILES DUNKLEY & WILSON 
cl. INSURANCE PLAN NAME OR PROGRAM NAME 

TEAMSTER LOCAL 631 

101 RESERVED FOR LOCAL USE 0, IS THERE ANOTHER HEALTH BENEFIT PLAN? 

AYES 	i NO 	If y6,5,1010,2 to en0 complain iinm 5 a ,d, 

READ BACK OF FORM GP,FORE COMPLETING & SIGNING THIS FORM. 
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authorize tric relsoas or any madlcs1 or oIner Information necee.aary 

Lc, toroceao ir-es clam. I slen requeat payment of goverrn,-nem benahts oilnor to rnyeell or to Ina party who 'accepts. asoignmen1 

SIGNED 	5i , nature on file 	 DATE 	O ck 2,61201  a  

13. INSUREVS OR AUTHORIZED PERSON'S SIGNATURE I Aomori. 
payment of medical benefits to the undersigned physician or cupplier for 
services. detcrlbad below, 

SIGNED  

	

4. DATE OF CURRENT: 	4 ILLNESS (First symptom) OR 
MM 	, 	DC! , 	YY 	INJURY (Accident) OR 

, 	
PREGNANCY (LMP) 

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, 
GIVE FIRST DATE 	M1/1 	i 	DP 	I YY 

1 	I 

16. DATES PATIENT UNABLE TO WORN IN CURRENT OCCUPATION 

	

MM , 	DO I 	YY 	 MM I 	DO 	I 	YY 
FROM 	i 	1 	 TO 	1 	1 

, 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 

BRANDON NGUYEN 
17o.  

170. 
id 
NP1 1508882564 

10. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 

	

MM I 	DO 	, 	YY 	 MM 	DO 	0'.'  , 	, 
FROM 	I 	 TO 	 i 

2. RESERVED FOR LOCAL U 20. OUTSIDE AB? 

YES 	CiONO 

!r; CHARGES 

; 	21. DIAGNOSIS OP NATUREOF ILLNESS OR INJURY. ( dale Items. 1,2,3 or 4 to Iliro 24E by Ltne) 

	

•  `
?1 	' 	

. 
I 	71 	 3, 	I 	721.3  

22. MEDICAID RESUBMISSION 
CODE 	 ORIGINAL REF. NO, 

721.0 	 4 	1 	724,2 
23. PRIOR AUTHORIZATION NUMBER 

I 24. A. 	DATE(S1 OF SERVICE 
From 	 To 

I • r.AM 	OD 	Yy 	him 	no 	00 

6. 
PLACE CF 
SERVICE 

C. 

EMG 

0. PROCEDURES, SERVICES, DR SUPPLIES 
(Explain Unueual Ciinunistonnos) 

cpplicPcs 	L 	MODIFIER 

E. 	 F. 

DIAGNOSIS 
POINTER 	S CHARGES 

G. 
o.g& 
00110 

H. 
r ,g,  

tOV 

I. 
ID, 

OU4L, 

J. 
RENDERING 

PROVIDER ID, tf ' 
I 

, 	, 	, ' 	07 : 	1 	'101 	07 	21i 	101 	11 	I 	1,99214 	, 	, 	I 	1234 	270 ! 	001 	1 PI 1506882564 

, 	1  
i I 	 I 	
, 

I/PI 

; 
	

. 
. 

1 	 i 	 I r Pi 

I 	

i 

1 	I 	
, , 	 II 

i 	 • , i 	 ' 	 i 	 I 	

1 
I 	 I 	

, 
NP1 

i 	 i 	r 	r 

t 	! 	
1 	

i 	L 	I 	I 	I 	, . 	, 	, 	I 
I 2S. FEDERAL TAX ID, Num.

:
ER 

1 
NPI 

I 880404982 
SSN EIN 

1 	x 
26. PATIENT'S ACCOUNT NO. 

6224934 

27. ACCEPT ASSIGNMENT? 
(Fur 001.1. claire:,  

DYES 

cue occkl 

NO 

2E. TOTAL CHARGE 

S 	 270 !00 

N. AMOUNT PAID 

s 

30. BALANCE DUE 

s 	270 00 
I 31. SIGNATURE OF PHYSICIAN OR SuPPLIGR 

INCLUDING DEGREES OR CREDENTIALS 
: 	(I canny !hal the miements or, tne reverse 
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22. SERVICE FACILITY LOCATION It FORMATION 

LAS PAIN INSTITUTE & MEDICAL CEN 
2705 W HORIZON RIDGE PKWY 

,HENDERSON NV 89052 
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Las Vegas Pain Institute & Med Crib -, L 
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NUCC Instruction Manual availa(e at: Stiww.nucc.org  
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C. EMPLOYER'S NAME OP SCHOOL NAME 
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23 P.3d 255 
117 Nev. 421 

EMPLOYERS INSURANCE COMPANY OF NEVADA, a Mutual Company, filaa Employers 
Insurance Company of Nevada, an Agency of the State of Nevada, Appellant, 

V. 
Harry CHANDLER, Respondent. 

No. 35079. 
Supreme Court of Nevada. 

May 24, 2001. 

[23 P.3d 256] 

Shirley D. Lindsey, Associate General Counsel, 
Employers Insurance Company of Nevada, Las 
Vegas, for Appellant. 

Nancyann Leeder, Nevada Attorney for 
Injured Workers, and Gary T. Watson, Deputy 
Nevada Attorney for Injured Workers, Carson 
City, for Respondent. 

Before YOUNG, LEAVITT and BECKER, 
JJ 

OPINION 

PER CURIAM: 

Respondent Harry Chandler sustained 
injuries in a motor vehicle accident that occurred 
during the course of his employment. Appellant 
Employers Insurance Company of Nevada 
(EICON) paid Chandler workers' compensation 
benefits and eventually closed his claim. After 
receiving a third-party settlement and 
reimbursing EICON for benefits paid, Chandler 
later requested EICON to reopen his workers' 
compensation claim. EICON denied Chandler's 
request on the basis that he was required to 
exhaust the third-party settlement proceeds 
before it could reopen his claim. EICON's denial 
was upheld by a hearing officer, but reversed by 
an appeals officer. The district court 
subsequently denied EICON's petition for 
judicial review. On appeal, EICON contends 
that Chandler is not entitled to receive further 
workers compensation benefits, including 
medical benefits, without first exhausting the  

entire amount of his third-party settlement 
proceeds because the term "compensation" in 
NRS 616C.215 includes payment of medical 
expenses. We agree and reverse the order of the 
district court denying the petition for judicial 
review. 

FACTS 

Chandler, an employee of Greyhound 
Lines, Inc., was injured in the course of his 
employment when the bus he was driving was 
involved in a motor vehicle accident. The 
accident was caused by a third-party driver 
whose vehicle collided head-on with the bus in 
Kingman, Arizona. Chandler sustained injuries 
to his left knee and right toe. He also suffered 
post-traumatic stress disorder 

[23 P.3d 257] 

as a result of the collision, which killed the 
third-party driver and his passenger. EICON 
paid Chandler workers' compensation benefits 
amounting to $3,267.46 before closing his claim. 

Chandler also pursued a claim against the 
third-party driver's insurer. That case was settled 
for $7,267.46, and Chandler received $4,000.00 
in damages after reimbursing EICON the 
$3,267.46 in benefits out of the settlement 
proceeds. 

Thereafter, Chandler requested EICON to 
reopen his claim for further psychological 
therapy because he continued to experience 
symptoms of post-traumatic stress disorder 
following the accident. EICON advised 
Chandler that he would have to exhaust the 
third-party settlement proceeds before it would 
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City,,State, Zip Code 
(71. ' ) 	 777 Telebhone Number 

Cfc 2j Y/1—‘)/ 77 ( 	- 
Telephone Number 
	

Date 

REQUEST FOR HEARING BEFORE THE APPEALS OFFICER NEVADA DEPARTMENT OF ADMINISTRATION HEARINGS DIVISION 

In the matter of the Contested 
	

Hearing Number: 	82071-DH -- Industrial Insurance Claim of: 
	

Claim Number: 	739255 

'WILLIAM POREMBA 
	

SOUTHERN NEVADA PAVING 168 RED ARCHES CT 
	

3101 CRAIG RD HENDERSON, NV 89012-6004 
	

N LAS VEGAS, NV 89030 

I WISH TO APPEAL THE HEARING OFFICER DECISION DATED: 

(Please attach a copy of  the  Hearing Officer's Decision 
PERSON REQUESTING APPEAL: (circle one) CLAIMANT/EMPLOYERJINSURER 

REASON FOR APPEAL: .P/ 15/-- /(:(7-: 	i'L,7-/ /1S--1-i,27-6.4 	 ' 

If you are represented by an attorney or other agent, please print the name and address below. 

("-vt. 
	

///gh1-77i/Z-1-:141  Name of Attorney or Representative 
	

Person,requesting this hearing (please pi-int) 14-' //f 	 /4-S 	
__—  Address 	

Peritm-reciiiesting this htrarirra-6ignature) V 

NOTICE 
If the Hearing Officer Decision is appealed, CLAIMANTS are entitled to free legal representation by the Nevada Attorney for Injured Workers (NAIW). If you want NAIW to represent you, please sign below: 

Sig-pat u re 	 := Telephone Number If you are appealing the Hearing Officer's decision, file this form no later than thirty (30) days after that decision at: 

NEVADA DEPARTMENT OF ADMINISTRATION 
APPEALS OFFICE 

2200 S RANCHO DRIVE, SUITE 220 
LAS VEGAS, NV 89102 

(702) 486-2527 

-> 7  /1-7  API Ai 
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Claimant treated on his own outside of worker's compensation arena on August 2, 

2 II  2005. (Insurer's Document Packet, p. 11-12). 

Claimant was informed by the Insurer that he could not treat with non-preferred 

4 II providers and could only have one treating physician. (Insurer's Document Packet, p. 13-15). 

Care was transferred to Dr. Angela Thomas. (Insurer's Document Packet, p. 16). 

6 	 On August 12. 2005, the claim was accepted for cervical strain, lumbar strain and  

7 left knee sprain. (Insurer's Document Packet, p. 20). The scope of the claim was never appealed. 

8 	 On August 12, 2005, Dr. Thomas documented that claimant had a non-industrial 

9 history of chronic low back pain. (Insurer's Document Packet, p. 22). Physical therapy was 

10 recommended. 

Claimant and his counsel were informed of the Insurer's lien in August 2005. 

(Insurer's Document Packet, p. 24). Appropriate treatment was provided and on January 27, 

2066 the Insurer sent a claim closure letter. (Insurer's Document Packet, p. 46). There was no 

appeal and the claim closed. 

On October 5, 2010, the Insurer sought recovery of its worker's compensation 

lien. (Insurer's Document Packet, p. 45). 

On November 3, 2010 Claimant sought to reopen his claim, more than one 

year after it closed. Claimant provided a one page letter from Sudir Khenika MD which does not 

have ANY medical records attached. The letter purports to say that the doctor compared MRIs but 

does not provide any of the alleged reports or films. Finally, the doctor's letter asks for reopening 

since the Claimant has had increased pain complaints. (Insurer's Document Packet, p. 50). 

On November 8, 2010 the Insurer denied reopening as the Claimant has not 

proven that he has exhausted his third party recovery which he must do before the Insurer 

would be responsible to pay for reopening and future medical treatment. (Insurer's 

Document Packet, p. 53). 

The Claimant received a settlement of $63.500 from a responsible third party who 

caused his accident. Claimant received close to $20,000 personally, there is no evidence that 

said money has been exhausted prior to this reopening request as is required in Nevada. 

4823-6545-3065.1 
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1 	 Claimant appealed the denial of reopening and the hearing officer affnmed it. 

2 Claimant appealed to create the current appeal hearing. 

3 

STANDARD OF REVIEW 

Summary judgment is appropriate where no genuine issue of fact remains for trial 

6 and one party is entitled to judgment as a matter of law. See NRCP 56(c) and Pacific Pools 
7 

Construction Co. v. ivIcClain's Concrete, Inc., 101 Nev. 557, 706 P.2d 849 (1985). 
8 

9 	
When a motion for summary judgment is made and supported as required by 

10 NRCP 56, the adverse party must, by affidavit or otherwise, set forth facts demonstrating the 

11 existence of a genuine issue for trial. See NRCP 56(e) and Bird v. Casa Royale West, 97 Nev. 67, 

12 628 P.2d 17 (1981). 

13 	 The non-moving party's documents must be admissible evidence and that party "is 

14 
not entitled to build a case on the gossamer threads of whimsy, speculation and conjecture". 

15 
16 Sprague v. Lucky Stores, Inc., 109 Nev. 247, 250, 849 P.2d 320 (1993) (citation omitted). 

17 
	 The U.S. Supreme Court has held the moving party's burden in such situations is 

18 simply to identify the elements of its adversary's case with respect to which it considers there to be 

19 a deficiency in proof If a district court agrees as to the existence of the deficiency, summary 

20 judgment should follow as a matter of course. 

21 

/2 
NEVADA CASE LAW IS CLEAR THAT A CLAIMANT MAY NOT REOPEN IS CLAIM 

23 
	

UNTIL HE PROVES HE HAS EXHAUSTED HIS THIRD PARTY SETTLEMENT  
PROCEEDS 

24 
It is the claimant, not the Employer who has the burden of proving his case, and 

that is by a preponderance of all the evidence. State Industrial Insurance System v. Hicks, 100 

Nev. 567, 688 P.2d 324 (1984): Holley v. State ex rel. Wyoming Worker's Compensation Div.. 

798 P.2d 323 (1990): Hagler v. Micron Technology. Inc., 118 Idaho 596, 798 P.2d 55 (1990). 
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STATE OF NEVADA 
DEPARTMENT OF ADMINISTRATION 

HEARINGS DIVISION  

In the matter of the Contested 
Industrial insurance Claim of 

WILLIAM PROEMBA 
168 RED ARCHES CT 
HENDERSON, NV 89012 

Hearing Number: 	1305062-TH 
Claim Number: 	739255 

SOUTHERN NEVADA PAVING 
440 FREHNER RD 
NORTH LAS VEGAS, NV 89030 

ORDER TRANSFERRING HEARING TO APPEALS OFFICE 

The Claimant's Request for Hearing was filed on January 10, 2013 and scheduled for 
February 7, 2013. The requesting party appealed the Insurer's determination dated 
November 8, 2012. The hearing was scheduled for February 7, 2013. 

The parties have filed a stipulation to waive a hearing at the Hearing Officer level and to 
proceed directly to the Appeals Officer level. 

NRS 616C.315(7) provides that the parties to a contested claim may, 
if the Claimant is represented by counsel, agree to forego a hearing before a 
Hearing Officer and submit the contested claim directly to an Appeals 
Officer. 

Therefore, good cause appearing, the Hearing Officer Proceeding shall be and is hereby 
transferred to the Appeals Officer for further proceedings. 

IT IS SO ORDERED this  11 -Nay of February, 2013. 

Tracey Hagan 
Hearing Officer 

NOTICE: If any party objects to this transfer to the Appeals Office, an 
objection thereto must be filed with the Appeals Office at 2200 South Rancho 
Drive, Suite 220, Las Vegas, Nevada 89102, within 15 days of this order. 
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9075 W. Diablo Drive, Suite 140 

Las Vegas, NV 89148 

Main - (702) 873-5115 

Toll Free - (800) 362-5198 

Fax - (702) 876-5584 Ices 

November 8, 2012 

Matthew Dunkley Esq. 

2450 St Rose Pkwy #210 

Henderson NV 89074 

Re: 	Claimant: 
Claim No: 
DOT: 
Employer: 

Dear Mr. Dunkley, 

William Poremba 
739255 
07/22/2005 
Aggregate Industries 

S&C Claims Services, Inc. has reviewed your request for reopening. After 

review, it appears there is no evidence of an objective change in circumstance to 

warrant reopening. There was no reporting enclosed from any physician with 

the request. Therefore, your request for reopening is denied. 

If you disagree with this determination, you may request a Hearing before a 

Hearing Officer. If you wish to appeal, complete the Request forklearing form 

and mail it to the address on the top of the form within seventy (70) days of the 

date of this letter. If you do not appeal within seventy (70) days, you lose your 

appeal rights. 

ZLocL  
Julie Wood 
Supervisor 

Enclosures 

cc: 	Aggregate Industries 

William Poremba 

File 

NOV 13 ri? 
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