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FICTITIOUS BUSINESS NAME STATEMENT
THE FOLLOWING PERSON(S) IS (ARE) DOING BUSINESS AS. (Atlach additional pages il raquired)

Ficiiious Businass Nama(s) (FBN)

“'LAS TUNAS ACUPUNCTURE & HERBS CLINIC et SRR
2 ” [Adicles of Tncorporalon/Organizalion Number il appiicatie:
Al¢/0igs

A ~men

" 3 Sirest Address/City/2Zip of Principal Placa of Business in Cahforia (P O Box alone nol accapiabia)

. 206 F LAS TUNAS OR STE | SAN GABRIEL CA 1761411
Full nama of Ragisirant (person or corparabondiic) TR " cotporabion - mcorporatad in whay srate)

4 ROGER § CHAN 1)
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( ) Tnc regisirant commenced 10 ransact business wnde 1 icitious busingss nama of names listed on (Dau.) 124 97

) Registrant has nol yet bequn 1o Iransact business under ina lichious business name or names listed herein

7 | declara that all informalian In thlg statamant is Irue and corrael. (L regisrant who declores o5 tue Wormanon whath be of the tnows 10 oe lolse 1 quly ai g ume
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444N, 3¢ Street, Suite 260, Sacramento, CA 95814-0226
Phone: (916) 445-3021 / Fax (916) 445-3015
E-mail: acupuncture@dca.ca.gov Web: www.acupuncture.ca.gov

UNDER NO CIRCUMSTANCES MAY A LICENSED ACUPUNCTURIST WORK FOR, OR BE EMPLOYED BY, ANY PERSON OTHER
THAN ANOTHER ACUPUNCTURIST, A PHYSICIAN LICENSED BY THE MEDICAL BOARD OF CALIFORNIA (MBC) OR A

State of California
Department of Consumer Affairs
Amold Schwarzenegger, Governor

APPLICATION FOR DUPLICATE LICENSE

B Wall License (Feeis $15.00)
O Pocket License (Fee is $10.00)

PROFESSIONAL HEALING ARTS CORPORATION (SEE CORPORATIONS CODE, SECTION 13401.5).

SECTION I
1; Name: CHAN J ROGER s

Last First : Middle
2 Acupuncture License Number: AC5600
£l Pﬁma_ry Business Name: LAS TUNAS ACUPUNCTURE & HERBS CLINIC
4. Primary Address: 206 E. Las Tunas Dr., # 1

San Gabriel, CA 91776

5 Primary Telephone Number:( 626 ) 285-6373
6. Reason for duplicate license:

& Additional location (complete SectionII & V) ,

0 Damaged, lost or destroyed license (complete Section IIl & V)
] Never received license (complete -Sectiorlx IV &V)

B3 School, hospital or clinic (complete Section I & V)

SECTION II - Additional Location

Requests for a duplicate wall license for an additional location must include a copy of the business
permit (or fictitious name statement) for the primary location and a copy of the business permit (or
fictitious name statement) for the new location. (NOTE: 4 DUPLICATE WALL LICENSE WILL NOT BE

ISSUED WITHOUT THE BUSINESS PERMIT OR FICTITIOUS NAME STATEMENT. IF LICENSEE’S NAME IS NOT
ON THE BUSINESS PERMIT, A CERTIFIED STATEMENT IS REQUIRED FROM THE LICENSED PROFESSIONAL

LISTED ON THE BUSINESS PERMIT INDICATING LICENSEE IS EMPLOYED BY BUSINESS )

1.
2.

3.

Additional Location Business Name: MODERN ACUPUNCTURE CLINIC
Address: 22323 SHERMAN WAY # 21

CANOGA PARK, CA 91303

Telephone Number: (818 )712-3038

~over-
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I, the undersigned, hereby give my voluntary consent for the administration of treatment by the method known
as acupuncture.  This technique is to be applied by or under ths direction of a prolessional acupuncturisi, |
heraby release the office and the ATTENDING PHYSICIAN from any respensitililies. .-

Acupuncture.has been explained to me as a madical traatmant performed by the Insartion of specia! needles
{with or without tha application of smail puises of electric currant 10 the needles) through the skin into the underly-
ing lissues at certain Indicated points on the surfacs of tha body, Ior the purpose of the allgviation or cure of pain-
tut badity diseases and disorders for an undertermined time. : ’

I'have bean made aware of tha possibility of complications that may result from this proé's‘dpr_e. Thesa iricluds, -
infection, ecchymosis, mlord-hemorrhages in the lissues, pain and discomlon, weakriess, fainfing, nausea,
anesthesia. Thess afler effects may disappear In a few days. : .

{ am. aware that due to the differences in human constitution and respenses, it is not possible to warrant the
~ outcoms of such medical care and services. o : : .
{further agrea o pay tha ctinle'center all the'professional and'medical expenses in cash as services are rendarad
in arder to reducq the office ovarhead. o

I heraby.authoiize the.clinfo canfero siubiit the heaith Insuranca banéfit éiafm on behalf of myself and | f'_urif‘@% _
authorize my insurance tompany:te pay the.clinic directly. (n'case of.any uncovered prafessioital servica charges
ar benefit paymisnt dispute, the patlent is lfabls for all the expenses. '

In the event of any controvarsy between the PATIENT or a degenddnt (whether ornat a minor) or the heirsial-
taw 6f personal representative of a PATIENT, as tha casa may be, and tha ATTENDING FHYSICIAN (including .
11s agents and employers).invelving.a.claim in tort or contractudl; the sdme shall be sibmitted (o arbitration. " Wiikin,
fiftasn (15} days-after the PATIENT or ATTENDING PHYSICIAN: sl givenatice toakia Othée of demandingar

bititration 61 such caifitroveisy, the parties to the contravarsy shall sach appoint an arbilrator and give natice of
such appointment to the other.  Within a reasonablg amount of tirhe after such nolices have baen givan, the two

. arbitrators, 5o selacted, shafl safect a neutral arkiteator and.give natige of the'selsation theveit o the gariivs. * The *
arbitrators shafl hold a hearing wihin a reasonable time frof the date of notice of sslaction af neyiral arbittator. Al
notices or other papers tadiiirdd to be served shall be servad by Unilad States mall.  Except as-provided herain,
the arbitralion shall be conducted In acgordance with and.gavarned by the provisions of Title 8-6f the CHiifSinia
Code of Civil Procedure.  The PATIENT.may withdraw from the arbitration portion of this agraemernt.within, Phisty.
{30) days frot tha date of this-agreement by nolification’ ol his intent to do so to the ATTENDING PHYSIZIAN
by registered ma. v . : R

.

[

Witness ‘ i _Dale .. Patient ' “Hate -

If the PATIENT is a minor or incampatent, the parent or guardian should sign here, and in addition the, Eninor
or incompetant PATIENT should sign abave, if possible - e

Physiclan =~ - '  Date  Parentor Guardian , fate




[image: image6.png]Las Tunas Integrated Medical Center

206 E Las Tunas Dr,, #1

San Gabriel, CA 91776
PATIENT SIGN-IN SHEET
DATE :
1 122
2 23
3 24
4 25
5 28
3 27
7 28
8 29
9 30:
10 3
1 32
12 33
13 34
14 35
15 58
18 37
17 18
18 39
19 40
20 41 ’
2 42
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Treatments Records
Patient’s Name Records ID¥ Diagnosis
Acupuncturist Order:
Modes of Acupuncture Treatment
Frequency . Length of Time
Date Acupuncturist Signature
odels . . . . .-
Date 97810 | 97811 | 97813 | 97814 | 97010 | 97124 | 97882 | 97110 |Patient Signature  |Practitioner
97810 Manuel Acupunchire ‘97813 Electrical Acupuncture 97010 Hot/Cold Packs 97782 Cupping
97110 Exercise

97811  Acupuncture Additicnal 15 min. 97814 Electrical Acupuncture Additional 15 min. 97124 Massage
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This notice deseribes how medical information about you may be uzed and disclosed
200 how you can get access to this information, Please review if carefully.

This notics of Privats Practices deseries Bow wo may use aad disclose your protesied bealth
information (PHI).

We may use and diselose your PHI only for each of ihe following purposes: ircatmeat, payment
and health care operations.

{yeatment meas providing, coordinsring, or managing heaith care and related services
by oné or mare heelth cars providen.

Payrmeat racens such activitles 3 obaining rolmbursemant for services, confirmlog
coverage, sndl billing activities,

tealth care oporutions instuds the businesa aspeors of running our prectice, such as

condusting quality atsessment, employes review activitle, liconstag, auditing or
wranging for other business activitios.

Yau have the following rights with respect to your PHI, which you can exersiss by prescnting a
writies request 1o the privacy officer. These rights include:

Ta request restricrions on certain uss and disclosures of PHI,
To inspect and copy PHI;

To amend your PHI;

To recsivo an accountlng of disclosures of PRI; sad

To oblain & paper copy of this soties fiom us upon request.

Yau.may revoks this euthorization, at aay U, i writlag, sxcept to-the-axtent that yous physician
or the physician's practico has taken an action in rellanco on the use or disclasure indicatad in the
autharization.

We arw requised by law to maintain the privacy of, sad provide individuals with, this nodce of our
legal dutiss and privacy practices with respect to PHI. 1€ you have any objections 0 this form, please ask
to speak with ous HIPAA compliance officer la person or by phona.

Signature below is only an acknowledgemant that you have vecoived this notice of our-privacy practices.

Print Name! . Signaturs:

Dae: / /
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Patient Name: DOB: 1D:

S. Head/Neck _ Upper Back____ Lower Back____
Shoulder/Arms/Hands/ ___ Chest ____ Hips/Legs/Feet
Level of Pain on scale of 0-10 is; (nopain) 0123456 78 9 10 {worst)
O. Myopasm___ Tenderness___ Weakness___ Sore ___ Stiffness,
ROM : Normal ___ Restricted: Severs_ Midium___Slight
T.ES__US__MS_ TE TA_ Other _
A. Slow Progress  Improve __ Worse__ New Condition i }

Practitioner Signature Date

S. Head/Neck  Upper Back ___ Lower Back_____
Shoulder/Arms/Hands/ ___Chest ____Hips/Legs/Feot ____ .
Level of Pain on scale of 0-10 is: (nopain) 0 123 4 56 78 9 10 (worst)

0. Myopasm___ Tendemess___ Weakness___ Sore __ Stiffness
ROM : Normal] _ Restricted: Severe_ Midium___Slight -

T.BES__US__ MS__TE_ TA__ Other _

A. Slow Progress___ Improve___ Worse__ New Condition

Practitioner Signature Date

S.Head/Neck  Upper Back Lower Back
Shoulder/Ams/Hands/ ___ Chest ___ Hips/Legs/Feet
Level of Pain on scale of 0-10 is: (no pain) 0 L23 456789 10 (worst)
0. Myopasm___Tenderness___ Weakness_ Sore _ Stiffness
ROM : Normal___ Restricted: Severe __Midium__ Slight
T.ES__US__MS_TE ' TA__ Other
A. Slow Progress___Improve___ Worse___New Condition

Practitioner Signature Date

S. Head/Neck___ Upper Back_____ Lower Back_____
Shoulder/Arms/Hands/ ___ Chest __ Hips/Legs/Feet __
Level of Pain on scale of 0-10 is: (no pain) 0123 4567 8 9 10 (worst)
0. Myopasm___ Tenderness __Weakness___Sore __Stiffness
ROM: Normal ___ Restricted: Severs __ Midium __ Slight
T.BS__US___ MS__TE__ TA__ Other_
A. Slow Progress___ Improve Worse__ New Condition

Practitioner Signature Date

10
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~ B# MENSTRUATION T fioma ™ Treguiar 7 Nore
i _ [ Paintul Periods ~ 0 Breast 0 Abdomen 0 Lowback -
e ] B AMOUNT - T Excessive [ Normal 0 Litle
: # COLOR : 73 Clats
i Other :
¢ #F DISCHARGE [ Discharge Between Periods

& COLOR : B AMOUNT : Other :

- ¥k HISTORY OF PREGNANCY [ ##k# Number Of Pregnandies :

Other :

2RE I Births :
0 & Premature Biths [ AT&E Abortion (] B2%Z Miscariage [J #TI8 C-Section

{ TYPES OF PULSE ER & TONGUE & & FACIAL COLOR @i&s’

-Left &

. TONGUE(Z):

- FACIAL COLOR(@&): %

# Floating, & Slow, £ Empty, $ Thin, # Shppery, Wiry
it Sinking, % Rapid, % Ful, X By, = Choppy, & Tight, 4& Moderate

Right & : [of)
Front

Red, & While{Pale), % Yellow, Other :

%ﬁShlny&Mom,##Puﬁy&Bloaed XE Lusterless & Withered, Other :

ICD.9.CM CODES[

DIFFERENTIATED SYNDROMES #i% :

] " [Rt

EIGHT PRINCIPLES A¥

& Yang & Hot

k& Yin #* Cold . & Extemal & Deficient

£ Intemal R Excess

FIVE ELEMENTS H {7

A Wood ,  Fire ,

+ Earth, £ Metal , X Water

TREATMENT PRINGIPLE A& R

TREATMENT:METHODS 453k

{1 # Acupunctwe  [J %
[J Other :

A Acupuncture Points :

Woxa DﬁBOuPpmg THs Tole 15 s

matem : b " s Ousids
Name Signature . Date
intern ! / )
Doctor ! i
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ARBITRATION AGREEMENT AND INFORMED CONSENT, PAGE 1. "2 PLEASk 5iGN BOTH SIDES

Articie 11 Agreemant to Arbitrate: 1t is understood that any dispute as to 1nadc2: malgractice, that I8 as to whether any
medical services randerad under this contract were unnecsssary or unauthorized of wera impropsrly, negligently or incompe >ntiy
renderad, will be determined by submission te arbitration as provided by California law, and not by a lawsuil or resert to court prc s
axcapt as state and federal law pravides for judicial review of arbiteatlon proceedings. Both parties to this contract, by entering In.

are giving up theis constitutional right to have any such dispute decided In a court of law before a jury, and instead are accepting tha
use of arbitration.

Article 2. All Claims Must be Arbitrated: 1t is alse understood that any dispute that does not relate to medical malpractice,
including disputes as to whether or not a dispute is subject to arbitration, will slso be determined by submission to binding atbitration.
it is the intention of the parties that this agreement bind all parties as to alt claims, including claims arlsing out of or relating to
treatmeant or services pravided by the health care provider including any helrs ar past, presant or future spouse(s) of the patlent in
retation to all ctaims, including loss of consortium. This agreemant is also intended to bind any children of the patient whether born
ar unborn at the time of tha accurrence giving rise to any claim. This agreement I3 intended to bing *he patient and the hesith care
provider and/or other licensed health care providers or preceptarship Intems whe now of in the future eat the patient while amployed
by, working or assoclatad with or serving as a back-up for the health care provider, including thdse working at the health cars
provider’s clinic or.office or any other clinic or office whether signatories to this form or not. Al ¢laims for monetary damages
exceeding the jurisdictional limit of the small ¢laims court againat the health care provider, and/or the heaith care providers
associates, asseciation, corporation, paninership, amployess, agents and estate, must be arbitrated including, without limitation,
claims for loss of consortium, wrangful death, emotionaf distress, injunctive rellef, or punitive damages.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to ait parties. Each
party shell select an arbitrator (party arbitrator) within thirty days and a third arbltrator (neutral arbitrator) shall be selected by the
arbitrators appointed by the parties within thirty days thereafter. The neutral erbitrator shail then be the sole arbitrator and shall
decide the arbitration. Fach pa?fy to the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral
arbitrator, togather with other expenses of the arbitration incurred or approved by the neutral arbitrator, not.inciuding counse fees,
witness fees, or other expenses incurred by a party for such party's own benefit.

Either party shall have the absclute right to blfurcate the lssuoes of liability and damage upon written request to the neutral
arbltrator, The pariies consent to the Intervention and joinder in this arbitration of any parson or entily that would otherwlse be a
‘proper additional party in a court action, and upon such mtervenﬁon and jolnder any existing court action against such additional
persan or entity shail be stayed panding arbitration.

The parties agree that provigions of the California Medlcal Injury Compensation Reform Act shall apply to disputes within this
arbitration agreement, including, but not limited to, sections establishing the right 1 Introduce evidence of any amaunt payable as &
benefit to the patient as aliowed by law (Civil Code 3333.1), the limitation on recovary for non-sconomic losses (Civil Code 3333.2),
and the right o have a judgment for future demages conformed to periodic payments (CCP 867.7). The parties further agree that the:

Commercial Arbltration Rules of the American Arbitration Association shail govem any. arbitration conducted pursuant to this
Arbitration Agreement.

Adticle 4. General Provision: All claims based upon the same incident, transaction or related circumstances shall be
arbitrated in one proceeding. A ¢laim shall be waived and forever barred if {1} on the date natica thereof 18 racetved, the ciaim, if
asserted In a civil action, would be barred by the applicable lagal stalute of limitations, or (2) the claimant fails lo pursus the
arbitration claim in accordance with the procedures prescribaed herein with reasonable diiigence.

Adicle 5. Revocation; This agreement may be revoked by written nolice deliverad to the health care provider within 30 days of
signature and if not revoked will gavern all professional services received by the patlant and all other disputes between the parties.

Adticle @ Retroactive Effect: f patient intends this agreement to cover services rendered bafore the date it is signed (for
example, emergancy treatment) patlent shoutd initiai here. . Effective as the date of first profsssional services.

I any provision of this Arbilration Agreement is hald invalid or unenforceable, the remaining provisions shall remain in full force
and shall not be affeoted by the invalidity of any other provision. | understand that | have the right to recelve a copy of this Arbltration
Agreemsnt. By my signature below, | acknowledge that | have raceived a copy.

NOTICE: BY SIGNING THIS CONTRAGCT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL
WALPRACTICE DEGIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR
COURT TRIAL. SEE ARTICGLE 1 OF THIS CONTRACT,

(Daie)
PATIENT SIGNATURE "
{Or Palicnt Represenlaiive)

{Indicate relationship if signing for pationt)

PLEASE SIGN REVERSE SIDE ALSO

13




[image: image12.png]ARBITRATION AGREEMENT AND INFORMED CONSENT, PAGE 2 OF 2 - PLEASE SIGN BOTH SIDES

I hereby request and consent o the performance of acupunclure trealments and other procedures within the scope of the practice of
acupunciure op ma (or on the patient named below, for whom | am legally respenaible) by the acupuncturist named below andfor other
licensed acupunclurists who now or in the fulure treat me while emplayed by, working or associaled with or serving a3 back-up for the

acupunclurist named below, including thase. working at the efinic or office lisied helow or any ather office or clinie, whether signatories
10 this form or not,

| understand that methads of treatment may include, but are not fimited to, acupuncture, moxibustion, cupping, electical stimulation,
Tiu-Na (Chinese message), Chinese herbal medicine, and nutritional counssling. | understand that the herbs may need io ba
prapared and tha leas consumed according to the instructions provided orally and in writing. The herbs may be an unpleasant smefl

‘or lasta. | will immedialely nolify 9 member of the clinical staff of any unanticipated or unpleasant effacts associated with the
consumption of lhe herbs,

| have been informed Lhat acupuncture is a generally safe method of Ireatment, but that il may have soms side effects, including
bruising, numbness or tingling near Ihe nesdiing sites that may fast a few days, and dizziness or fainting. Bruising is a comman side
effect of cupping, Unusual risks of acupunciure include sponiansous miscariage, nerve damage and organ puncture, including lung
punclure {pneumoiharax). Infaction is another possibla risk, allhough the ¢linic uses sisrile disposable needles and mainteins a clean
and safe environment. Bums and/or scaring are a potential risk of moxibustion and cupping. | understand-that while lhis documant
describes the major risks of ireatment, other side effect and risks may occur. The herbs and nulritional supplements (which are from
plant, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Madicine,
although some may be toxic In large doses, | understand that some herbs may be inappropriate during pragnancy. Some possible
side effacts of taking herbs are nauses, gas, stomachache, vomiting, headachs, diarrhes, rashes, hives, and tingling of the longua. |-
will notify a clinical staff mamber who Is caring for me If t am or become pregnant.

| do not expect the clinical staff lo be able to anlicipate and explain all posaible risks and complications of treatment, and ! wish to rely
on the clinical staff to exercise judgment during he coarse of lreatment which (he clinical staff thinks al the time, based upon the facls
ihen known is in my best interest, | understand that results are not guaranteed.

| understand the clinical and adminisltrative staff may review my patient tecords and lab reports, but afl my records will be kept
confidantial and will not be released without my written consent.

By voluntarily signlag below, | show that | have read, or have had tead to me, the above consent lo treatment, have baen lold about
the risks and benefits of acupuncture and other pracedures, and have had an opportunity te ask questions. | intdnd Lhis consent farm
to cover the entire colrse of freatment for my present condilion and for any future condition(s) for which | sesk irealment.

- (Cnia)

PATIENT SIGNATURE "

(Or Parisit Representative) X {Indicnie relationship if signing for pationt)
{Qate}

OFFICE SIGNATURE

PLEASE SIGN REVERSE SIDE ALSO




[image: image13.png]Projected Total Initial Opening Expenses

LEASEHOLD IMPROVEMENTS. ... .. ..... ... .. . ... . . 3
RENTORLEASEDEPOSIT................... ... ... ... 3
EQUIPMENT LEASEDEPOSIT...................... . $
UTILITIES DEPOSITS. ... $
TELEPHONEDEPOSITS. ...................... ... ... $
PROFESSIONALSUPPLIES ..................... ... ... ... .. $
BOOKKEEPING SYSTEM. ..............0......... ... ... ... $
INTTALPRINTING. ... $
OFFICESUPPLIES ................ ... . ... $
INSURANCE DEPOSITS. . .................... $
ADVERTISING & PROMOTIONS. ....................... ... . $
PROFESSIONAL SIGN (i not in equipmentleass)..................... 3
PERSONAL EXPENSES UNTIL PROJECTED OPENING DATE........... $
CONSULTINGFEES......................................... $ ;
FRONT OFFICE STAFF (if warranted) . ... $
........................................ 3
......................................... $ )
TOTAL INITIAL OPENING EXPENSES. .. ........... ... ... 3 ;

MY PROJECTED OPENING DATE IS
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INITIAL MONTHLY
DESCRIPTION COST COST

WHEN YOU
WILL GETIT

pooooocoooocoo

000

gooOopoooooooo

Treatment Room

Larger Treatment Room Iltems

Treatment Table(s) (Portable)

Table Adjustment Board(s)

Treatment Table Paper

Table Plllows

Support Cushions -- back, leg, neck, wedges

Office Step Stool

Sitting Stool

Practitioner’s Writing Table
Chalr

Treatment Cant

Sterilization Equipment

(Autoclave, electric, steam, tubling, other;

deaning concentrates; glass bed ster-
llizers)
Acupuncture Charts and books

Other

Patient Cloth Gowns or Paper gowns

Treatment Room Small Equipment

Needle case

Needle storage vials

Bio Hazard Disposable Units for needles

Neede sterllizing container

Oxidation protective aids

Needle polishing

Needle sharpener

Scratching tools

Cryostim ice probe

Instrument tray

Kideny shaped basin

Waste bowls

Glass jars

16
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INITIAL
COSsT

MONTHLY
cosT

WHEN YOU
WILLGETIT

gogoooooo poooooooaocgao

000 00oOoaooooo
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Stainless steel jars
Mortar and pestle

Moxa cup

Alcohol dispenser
Tweezers,

Forceps,

Skin tape

Sclzzors

Thermometer and stand
Paper roll dispenser
Rubber stamps, labeling
Medical bag

Disposable and Replaceables

Paper rolls

Cotton balls and swabs

Betadine swab aids

Acohol

Anticeptic pads

Self sealing sterilization pouches & tape
Incense sticks

Germicides

Tongue blades

Examination and Diagnostic Equipment

Dermal & neurological hammers

Tuning, fork , pinwheel, accessories

Magnifers, tongue, ear,-other

Penlight

Stethoscope

Sphygmomanometer

Kirlian equipment

Vega test with accompanying sample
boxes

Entero machine

EAV instrument: dermatron or RMS 10

Acu-Data Electronic Qriental Acu-Ther-

apy
Point detector
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[image: image16.png]Projected Monthly Practice Expenses

OFFICE RENT OR LEASE « 1+ vneveesneeeereinee e 5
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LEGAL FEES AND MANAGEMENT CONSULTING FEES. ... .. $
ACCOUNTING OR BOOKKEEPING. ... evvvevesnsnnnn. $
OFFICE SUPPLIES. ... ...cvv.... e, $
PROFESSIONAL SUPPLIES. . ........ el 8
INSURANCE (DISABILITY & OFFICE OVERHEAD) ... ........ $
INSURANCE (MALPRACTICE). . «++evevvevnesninesenon $
INSURANCE (LIFE, LIABILITY & PROPERTY DAMAGE).. . ... $
TAXES-PAYROLL & OTHER. « v evevreeerenonnenn $
PROMOTION & ADVERTISING. +++vevvevveessnssnenon, $
CONVENTIONS & MEETINGS v v vveevneensnonnonon, $
TELEPHONE & YELLOW PAGES ... . iv it it it i e $
DUES & SUBSCRIPTIONS « v veeveinenneion o $
MISCELLANEOUS. .+« vt veeeeee e eeescees i $
TOTAL PROJECTED EXPENSES « . +vvvvvreresnoenns 3
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[image: image17.png]Blue Shield of California

An independent Member of the Blue Shield Association
®

SUBSCRIBER’S STATEMENT OF CLAIM

This form is to be used ONLY when the Provider of Service does not submit your claim directly to Blue Shield.
Check with the Provider to be sure no claim has been submitted.
Duplicate claims will not only be rejected but may delay payment of the original claim.

w ® *USE A SEPARATE FORM FOR: EXCEPTIONS
b3 A, EACH MEMBER OF THE FAMILY * PRIMARY MEDICARE COVERAGE —
= B. EACH DIFFERENT PROVIDER OF SERVICE A. Submit claim to Medicare first.
'5) C. EACH ITEMIZED BILL B. Complete Boxes 1 and 4 only.
'n_: © PRINT OR TYPE C. Attach your Explanation of Medicare Benefits
wv form and a copy of itemized services to this
L .
= FILLIN ALL ITEMS COMPLETELY claim and send all to Blue Shield.
E ® SIGN YOUR NAME IN THE SPACE PROVIDED : ® FOREIGN CLAIMS —
'<_t Failure to comply with these instructions may Any services rendered outside of the United States
o result in your claim being delayed or returned to or its territories must include the US currency
8 you. exchange rate or value and the translation for all
= billed services.
1 SUBSCRIBER NAME (LAST NAME, FIRST, M1} SUBSCRIBER NUMBER GROUP NUMBER
: AOX 970238
MAIL ADDRESS — STREET CITY STATE 2iP CODE 1S ADDRESS NEW?
O ves OIno
NAME OF PATIENT (LAST NAME, FIRST NAME, MIiDDLE INITIAL) DATE OF BIRTH PATIENT'S SEX RELATIONSHIP TO SUBSCRIBER
2 Month Day Year
R O Mate [ remate | [ self [ spouse [J child

DESCRIBE BRIEFLY PATIENT'S ILLNESS OR INJURY AND, if INJURY, HOW iT OCCURRED

PATIENT WAS TREATED FOR DATE OF iNJURY: ONSET OF ILLNESS | 1S PATIENT RETIRED? EFFECTIVE DATE
OR PREGNANCY If Yes; | Month  Day Year
3 injury CT 1LLNESS [ PREGNANCY Lt OyesONo [
DOES PATIENT HAVE OTHER KEALTH IF YES, POLICY IDENTIFICATION NO. NAME OF INSURING COMPANY EFFECTIVE DATE
3 COVERAGE?
Oves TIno
ADDRESS OF INSURING COMPANY TYPE OF PLAN
O'crour O INDIVIDUAL
NAME OF POLICY HOLDER SEX DAYt OF BIRTH NAME OF EMPLOYER
WAS CONDITION RELATED [ DOES PATIENT HAVE MEDICARE? PATIENT’S DATE OF BIRTH PART A EFFECTIVE DATE PART B EFFECTIVE DATE
& |10 evpLOYMENT If Yes; Month Day Year Month Day Year
Clves {Ino Oves Ono I I I | I N B

SUBSCRIBER’S SIGNATURE

I certify that the foregoing information is accurate and complete, and authorize the release of any medical information necessary
to process this claim. .

X DATE:

BLUE SHIELD OF CALIFORNIA
SEND THIS CLAIMTO:  P.0. BOX 272540
CHICO, CA 95927-2540

CLM-14850 (8/02)
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[image: image18.png]Date:  /

Dear Executive:

My insurance policy number is

[ suffer from

| visited my preferred physician, Roger Chan L.A¢, ta receive

medical treatments, and had paid the medical bill. Enclosed is the receipt.

Please reimburse the fee to me. Thank you very much and please process

this as soon as possible.

Your Truly Subscriber,
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[image: image19.png]STATE OF CALIFORNLY

DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS

Within 5 dwys of your lnitld examination, for every ovcupationsl isjury or illness, send 1wo copies of thia rupor! fo the employer's workers' compensation
Insueanca casriar ar tha insured em playor. Failura 1o fite & imely doctor's vepart muy resull in wssossment of.v civil panalty, In the cuss of diagnosed or

suspectod pasticida poisanlag, sand a copy of the report Lo Division of Labor Statlstics wnd Resesssh, P,O\ Dox 420683, Ssn Fransisco, CA M143-0602, a0y
aotify your local health officer by telephoos within 24 hours, N

1 INSURER NAME ANY ADDRESS - F'-‘ﬁ‘::m;‘m
COLUMN
1. EMPLOYER NAME Case No.
3, Addrons Na. and Shroct City Zip leduaury
4. Naturg ol busiaces (0., food manufacturing, building construction, retatler of women's clothes.} County
3. PATIENT NAME (first namo, middia aitial, last naa) S 3ok Thawal Mo, Oay  Tr. S
. Male female Binth
1. Addresa: No, and Styoel Cily Zip 9. Tolephone mmmber J
A
10, Occupation (Specilic job titie) 1), Social Security Number Divene
12 Injured al: No. and Slront ‘City Caunty Hoapivsiliation
3. Datwand housofinjury Mo, Day ¥r. Hour 14. Date [a3t woekad Mo. Day Yr Gearpates
or osust of illnees 1. p.m.
13. Dals and hour of first Mo, Day Yr Hour 16, Rave you {or your oica) praviotaly Tistare DrtCote
sxasmination of reatmon 4.0, p.m. (eeated pationt? Ya  No

Patlent pleaso camplote 1bis partlon, if abis o Wo so. Quherwise, docior plowaw somplets immedlataly, abilly or failae o1 & petiont 1o Gomplsts tus portion shall

a0l affect hivher sighta to wockons' compensation undey the California Labes Code.

17. DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED. (Give specifts objoct, machmery or chemical, Une reverse vide if more space is
required.}

18, SURVECTIVE COMPLAINTS (Deoribe fally, Use revane side & more pacs is voquired )

19. OBJECTTVE FINDINGS (Une roverse side if moro space i roquired )
A, Physical scxamination

B, X-ny and laborstory soauits {Slalo if non or pending )

20. DIAGNOSIS (if occupational illnces apesify ctiologle ageat and duration of sxposure.)} Chemical of tis Ompoundd invelved? ™ No .
[CO-9 Code

24 Are your findings 1 diagnoais consisical with paticat’s account of injury o ontdl of illness?  Yes Mo I "no", please explain

22 1o there any olher curvent canditon that will impede or delay patient’s recavery?  Ysa No 1 "yes®, please aqlas.

. TREATMENT RENDERED (Uso roverie side i morg spaco i roquired.)

24. If Gurther ireatment required, specify trealment plan/estimated duration.

23, (I bospitalized 3 mpatient, give hospilal namo and iecalion Daic Mo. Day Yr. = Eatimatod alay
wWmikted

26, WORK STATUS -- Is patient able ta perform usual work? Yea  No
1F "na, dats when paticad can return lot  Regular work

Modified work :I,:WI: Spesify ratristions
Doctor's Signature €A License Number
Doctor Name and Degree (please type) 1IR3 Number _
Addreas : - Tulephone Number € ___ ) . v

TR ST (v, 4]
)

RGN IXEIRY
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[image: image20.png][

e g e
Pt (VY GECLOf 3 7apant may aSUl In aSsessment of a awil penalty. In the cesa of diagnosad or suspacted pasUcids polsoaing. sena ane capy
i avs oot ditecily 10 1ng Ovlsion of Laooe Statislied and Aesaareh, RO, Bax 663, San Francised, CA 94101; and nolify your lacal healih offlcer by 1elecnona -

sita 24 hOurs and By 18nding a copy of IMIS reDort within savan 03ys. For & sudoly of Nis form.. plesse cail {415) 557-1524,

ER N A . PLEASE 1O NOT
'} INSURER NEMG ANC AGPRSSHox 0081 Glendate CA  viaw : o
: 8 ¥ Care N
 CMPLOYERNAME - ey
1 noaress: '\!&. ay Shoaar iﬁ‘é’hlnml CA a° -de )
4. Nalurd of busingds (a4g.. lood manulacturing, buiding constriction, rataliar of wamen's clothea) Cauniy
3 PATIENT MAa.é (Firgt name, middle iniliat, last name) -8 Sex T Dale of Mo. Oay ve 90
) . I U Msle XYemaly|  girth
% Addfess: No. and Sireel City Zip | & Teloprone Number - azad
Lok, ity T i .t & ] ]
10.  Occupdtion {Specific jov nile) 1. Soclal Sacuritv Numbae Tuanss
s m Duiidi | '
12, Inyerad i No. and Sireet Clly Caunty Hesgalizalign
Work $797 No victorin Ave., Highlund, CA 92346
3. Date and haur o injury Mo, Day W Roue 14, Daig last wotked  Ma. Oay Yr Vcavaakan
of ansot of iinass Ui 28 199 . am __ om
14 Dale and hour of Tirst Mo.  Osy W Haur {16 Have you (of your olfic) pravigusly | Femin DaniCons
uxamination or iatment 09 21 98 . _am _ _om |  ieasd patent? = ves & No
Patient piease complate this portion, If atie 1o do 8o, Otharwise, dactor plaase Gomplale immediataly. Inabifily or failure of
& patiant to campiete this. portion shall not atfect his/her rights to workery' compensation under the Califernla Labor Code.
17. DESCRIBE HOW THE ACCIDENT OR EXFOSURE HAPPENED {(ive spacific oiect, machinevy o¢ ehemical, Lge revarse side ¥ more spaca s vequired.)
Patleat is workiay vs a Curd Danlur in the Cusian, Her joh 1oqulres froquent mavemeat of har hunds sy ’
shuuldar whily she is dealing earde WIth long Juratiun of oxcuss movensent o hor hnd aud shuulder, the
seacted  have prablem af shoulder, muséle sprain vo her arw and mtlaful thumb.

18,

SUBJECTIVE COMPLAINTS (Ogserib fully, Use revorse side if more $pace 15 eequired,)

1} Buth Shoulders pnin 2) Hund / Right Thumb puing N upperwrmpuin 4 Muscle pain '

8, OBJECTIVE FINUINGS (Use raverse mdu if more spacs & required.}
A. Physical examinarion "
Suvere pain und tanderness on lhu.S'hpu‘Nur'Ragiun with réstrix:,teg[ range of nigtlun. Shuulor puin hna
extended to hur upper aem and ayschd paine Right hung and thumb puln with rostricted g af wotion.
8. X-ray and laboralaty rasulls {State il nane gr. pending,) ) Lo .
0. DIAGNOSIS (If-occupalional illnass, spacity atfolagic 3gant and dUrIion of exposUIE.) ChAmICEE oF 19XIG COMEBUNGS MvoVed 7 3 Vs~ Na
1) Frozea Showlder ) Muscular Paln  3) Arthritis hund
21 Afa your lindings and diagnosis consistent with patleal’s account of injury or onser o iingss? oL ves =) No
i g™, pladse explam. i " i
22, 13 thave any olne currnt condition Inai wil imgede of delay pallant’s recovary? C Yed KRN0
W 748", plaase exptaun, - )
23 TREATMENY RENOERED (Use ravarse sido i more apace is raquirsd.)
Treasment will be consisced ul physioud therapy In e form of SuiY Tlsue Mybilization {97140, Electrnain
Stimalaclan (371 4), Electes Acupuncture (9801} and Hord Tux 9670 Frequency af sreitmont will be ance y
I furthor wediftv aquiced. spacity Lraaiment. - . Eslimated duration
24. W hospitallzed as inpatient. qiva hosmital name and location, Qate r-. | Mo Day ¥ &slimated a1y
N/A ‘ sdmitad :
25. WORK STATUS '3 pavent able 10 periorm ysual worx?  Z Yos L No
it "no. palignt caN (ajurn 19: Mo Day Wr -

Reguidt Wormman .

Moqillea!;?rk_____wq Specily tagtictions

Osctar’'s Siona'%v... i . e —— )1} CA License Numoar____ T S
Ooctar Mame and Dagrae (Maads petl)

——— I1RS Number_

Taloonana Numoer L£22. ) 282 anc o

BORM 344 'Rev )
en

Aaace: m o Aoud £O. LG 10 0

ey 2 22
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Las Tunas Muwlmre 206 £. Las Tunas Dy, #1

San Gabriel, CA 91776 Warker

& Herts el {626) 285-6373

Movemper 3¢ 1999

C N A Commercial 1na

P O Box 29081
(vendalg, CA 91209-208
Aun Mrs Sallv Andarson

RE Claim .
Ciam # 41135910/P3

Dea’ Mrs Andarsen

Sananl Ms gz was nlially seen n our winic on Seplemoer 0 1993 She
ayplaned 1o ma inat sn@ s Sutrenty working as @ Cara Deaier al 5an Maoua Indiar
Bingo/Casing  Her job ieguires freguant movement wilh he- 0ol hancs, 1sr ingers
aspectatly her nghl thumd and both of her shoulders Al a% ime  5he continuea ¢
paror or nef job On or anoul May 28 1989, she stanea 1 feal pain on nef
svouiders, ner nght \numb and muscie pair on ner anm Anotnar dasior inlaly
reated her however. accorang 10 her weatmants Mal she racaived were not halting
her to reduce pain  She sarms (¢ see me and requested treatment from me

PHYSICAL EXAMINATION

General Appearance The pailant 1s awake, aled a3 onentad  However St 3
sufanng mid 10 medarats disirss due to shouidsr pan lnger pam and anm LS,
PAIN

Skin  Warm and dry witrQul €8.0NS OF 1ISTeus

Carvical §pne Tazre was lerderness and o Nuted on DLIN SPOUEIEN 18N,
At There was 120¢eress ang pam Noler ort opet ary
Fingers Sliiinass neted on akt ingsl ¢ints espec aliy g nght 1aame

QIAGNQSTI FINDINGS

1 Frozen Shoulder

Musear Pain

~n)

2 Artr s hand

24




[image: image23.png]|

Las Tunas Acupuncture & Herbs Clinic

1 ‘

268 & LasiTunas Dr. 71 San Qabne: .
Tel: (628) 2BF-6173

My progrosis 1s moderately guarded, since there ave possibilities
of tlare-ups and exacerbation and re-injuries of the areas thac
have beoan demaged and weakened by heavy activities,

The patient was reassured as best as possible. She was told tu
continue to rest as much as she can. She was also advised to
return to this ¢linic for severe vreoccurrenca and gxacernation.
Please contact khis clinic if you need further Lnformation.

Sincerely,

Pogkf Char L.AcC

25




[image: image24.png]Las Tunas Acupuncture & Herbs Clinic

268 & "ag Tunae Cr. 91 San dannel A 217

womloer !
,*
i tal: [626] 285247
i

JULY 11,2060

CNA Commerciel Ins.

p.O.. BOX 29031

Glendale, CA 91209-9081
ATTN: Mrs., Sally Anderscn

RE: Clalm: . .
Claim# B1135910/P3

Dear Mrs, Anderson,

Patient Ms, was initially seen in our clinic on September
01, 1499, Patlient was treated cnce a week since. Patient was
treavsd conservatively and a gradual, favorable resolution of
symptoms was seen. After five months of breatment, patienc's
condition appears to be improved significantly, Re-examination
was performed on January 24,1999, Patient axpress that overall
pain was reduced,, howaver pain sti1l induce on gcapula area and
thumb when pull or carry neavy object. Therefore, patient is
advice not to overly extend activities on her shoulders as well
as on her thumb because her condition 1§ not yet permanent stable.
patient is discharged on January 24,1999 based on the folinwing
conditions:

1) Patiant should not cacry or Lift any item of ltems that
exceeded over 10 Lbu. at any time for at least §i¥ 10onins
after discharged.

2) Patlent is reguired Lo perform self-treatment at home Dy
using a homa alectric stimularion device at least once a
day.

3) if patient desired ro returm tc work, she is recommended to

taka on a part time lighter duty job until her intury shows
gign of permanent racovery,
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TREATMENT PALN

mal reatmert plan require lwelve (12} visits Tresument conssls of Elecyn-

gcJpuncture  eiectic simuislicn, manual massage. ana hem iea 3inze palient
currently San on'y Came for ireaimen: once a week, ana it will requicé icur MONtny o
fewsh the tweive wealmems A ra-gxamoalion wif be than given to patent o
astermine the effeclivaness of the realmonis A thal tme, ) will derarmane il the
palient require any additional reatments

REMARKS

Sinze tha patent 1 sull working. ana she ¢an on'y come for reatment 9 e a week
har recover penod may la<e longes Contrue the excess movement of ner hand
and shouiders may delay her recevery period

Snould you have 3ny Jueshors. p'ease (el free 10 cONEc! Me and thark you very
much '

Sincerely.

Roger Chen,

27




[image: image26.png]Kbrsin

Litigation Support Services
215 S.LEMON CREEK DRIVE, WALNUT, CALIFORNIA 91789
(909) 594-5995

16-66/1220 {CA)

PAY TO THE ORDER OF
LAS TUNAS ACUFUNCTURE

Fifteen and @d/1lgg

REFERENCE  Rp, CHRISTINE LUNSFORD
T6T798

OSETIBI 11123700060 418

Bankof America.

=

56798 AMOUNT
w/ET/En11 $axxx15, g
ORDE?sf'g I0650E-04

DATE

56798

07829w2L358m

AUTHORIZED SIGNATURE
Not Valid For More Than Ninety Doltars

Vold Aiter 180 Days
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[image: image27.png]STATE OF CALIFORNIA o
DEPARTMENT OF INDUSTRIAL RELATIONS .
DIVISION OF WORKERS' COMPENS ATION

WORKERS' COMPENSATION APPEALS BOARD

Case No. .
AKAD  \ ) )
poB: : SUBPOENA DUCES TECUM
- SSN:

(When records are mailed. idenlify them by uSIng 1he 200ve
Case Mumter or silaching a copy ul sSubpoena §

Claimant ! Applicant
Vs,
WELLPOINT HEALTH NETWORKS

Employer / Insurance Carrier / Defendant

The People of the State of California Send Grewtings 10: CLSTODIAN OF RECORDS
ROGER CHAN, LAC,

WE COMMAND YOQU lo allew pholocopying of business records or appear balore MACRO-PRO, INCORFORATED &1
2501 E. 281h Sireet, Suite 111, Signal Hil, California 90753 on May 12, 2004 to leskily in the above-entifed mavuer 2nd to
bring with you end praduce (he foliowing describad documents, papers, bocks and records: ANY AND ALL RECORDS
AND REPORTS PERTAINING TO THE APPLICANT. TO INCLUOE ALL FROM ANY PRIVATE TREATMENT,
LIABILITY TREATMENT AND WORKERS' COMPENSATION TREATMENT FILES.

For {ailura 10 allend and 1o produca said documenls you may be deemed Quilly of contempt and liable 1a pay 10 the
panies aggrieved 2l lossas and damages sustained ihereby and forfeil ane hundred dollars in adduion ikereln

This subpoena is issued al the requesi ol the person making ihe declaration which is served herewiin,

WORKERS' COMPENSATION APPEALS kD
OF THE STATE QF CALIFORNIA

/M ;
L,,.’:y,—z‘zf:“l{} r ég/f‘”’é

7 1
Siercaniztiinn Sceecian, Werteey Compensaiun. v

You May fully Comply with s sydpoana dy mailing Ine secords desenzad (or aulhenucaled copies. End, Code 1561) 1 e Jersen
and 13ce sualed adove it ter (10) ay's of the date of service of ihis suopoens,

This subpaena does not agply lo any memzer al ine Highway Pawet, Sranll's Otfice cr city Pelice Deganméni urless zecampanied
oy npiEe tram s BEAre that ceoosd Cf ihe wilness lee has been Mace « accerdanes vith Gos emmaent Code 6097 2. 31 seq

g IR ety ATUHCIL ZUNCIA THEINE . PR DEGN TAVET weN 100, TS S0 TT04N)

DALIG L POLLAK. ESQ

FINESTING SCHUMAKSR, COCCLYY L TRAMALE ;

VLY LORBA ALE STE 0D . 29
CLESTULSKE I ACGE, CA §1062-340 7
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10/22/07 14:13:43 REMOTE 10> . Imprint 1D . Page 004
1011712007 G1:57 PM ‘ — ' — : g

AUTHORIZATION TO DISCLOSE HEALTH
INFORMATION ANP OTHER RECORDS '
HIPAA COMPLIANT PURSUANT TO Section Cade 164.508

(Page 1 of 2) _
* Patient Name: kuo Date of Birth: | o
Pationt Addresa:1 » - 1 4 -
Claim #: 0660692CWS Medical Record # (if applicable):

[ HERERY GRANT PERMISSION TO AND AUTHORIZE THE USE OR, DISCLOSURE OF
THE ABOVE NAMED INDIVIDUAL'S RECORDS AS DESCRYBED BELOW TO THESE
DESIGNATED RNTITIES:
COMMERCE WEST INSURANCE
P.O. Box 8006, Pleasanton, CA 94588 0
And/or <
COMPEX LEGAL SERVICES 0,
1501 Dove Street, Newport Beach, CA 92660 %
And/or

SECOND IMAGE
417 Borrego Coust; San Dimas, CA 91773

THE FOLLOWING INDIVIDUAL(S), MEDICAL PROVIDER(S), AND/OR
ORGANIZATION(S) ARE AUTHORIZED TO MAKE THE DISCLOSURE:

Name , Address & Phons Number Date Range of =
- - T Treatment Requested
N / nie B Lag Tunas In
Lag Tunas c"zafsam%# pan Gaimel, G89077, QU3 T twewtlts noEmodthe
£ 3 Ac‘ v

SPECIFY RECORDS: Check ¢

to bs disclose .
i %!MEDICAL INFORMATION (All Medical reports including but not limited to
. BOAPE notes, all other notes (typed or handwritten), revords, charts, any letters, physical
therapy records, lab reports and outpatient reports and discharge sunsmary
MEDICAL BILLING o
X-RAYS/FILMS (MRI's, CT-8cans, and Reports) -
Personnel, Attendance, Employrient, Payroll, Wage Records from an Employer or
School .
Insurance records, including all claims, itemized billing, correspondence, payments,
and all documenis within the file
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1017/2007 o 8T BN T

Drug/Adcohol Information (initial)
Psychiatde Information (initial)
Results of an HIV Blood Test (initial)
Others :

Exclugions:

The above information is being obtained to assist said authorized entities in evaluation my
claim for bensfits or darmages. A copy or facsimile of this document shall be considered 28
effective and valid as the original. :

REVOCATION: ] understand that I have the right to revoke this euthorization at any time. 1
understand that if I revoke this Authorization I nust do so in writing and present my written
revocation to the health information management department. 1 understand that revocation will
not apply to my insurance compary when the law provides my insurer with the right to contest
a olaim under my policy,

DURATION: Urnless otherwise revoked, this Autharizntion will expire on the following date,
avent or condition:

The covered eutity cannot require the patieat to sign the authoﬁznﬁén in order to receive
treatment or payrnent or to enroll or be eligible for benefits,

RE-DISCLOSURE: I understand that authorizing the disclosurs of this health information is
voluntary and that I am entitled to a copy of this mithorization end acknowledge receipt of a
copy thereof. I can refise o sign this Awthorization, 1 understand any disclosure of
information carries with it the potential for an unauthorized re-digclosurs and the infoimation
may not be protected by federal confidentiality rules.

2 A

. [0/04 /o

sy =
Signature of Patient or Legal Representative Date

If Signed by Legal Rep.,, Relationship to Patient (pleasa print)

“insurance Coda 18792 - Any person who inowingly prasents d fulve a}ﬁaudufant claim for the payment of a losy (s gutlty of'a crime
anel maaty ba aubject 1o fines and confinement in atate prison.* "Por your proiectian California law requires the following ta appear
an this form. "
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Las Tunas Acupuncture & Herbs Clinic
206 E. Las Tunas Dr. #
San Gabriel, Ca Y1776

Tel: (626) 285-6373 Fax: (626) 285-6806

May 12000
Law Office af Seoit Wapmuth

400 S. Atlaniic Blvd. Swite 203
Monterey Park, CA 91754

Report of Patient Examination and Prouress

RE:

NAME OF PATIENT:

SEX: Female
DATE QOF BIRTH; -
DATE OF INJURY; 1270142000
DATE OF INITIAL ENAM: 12:03/2000
DATE QF FINAL EXAM: 04232001

History ol Injury (per patient):

On Devamber 1. 2000, Mrs. . drove a car 1 Alhumbra Haspiwal 1o prek up ey
mother who way dischurged that day, She parked her car in Athambra Huspital parking
for. She went up 1o 3" Nowr of in-patiun deparinent to send her mother down 1w Lubiby
with Grace. physiotherapist and a nurse. When they were waiting in Lobby, Mys,
wenk 1o the parking lot 1o drover her car back 1o Lobby. On the way, she stepped un o
hollow near ber car in the parking loi. Then. she lell down and hurl hersell, Shenly,
Grace sent her with a wheel chair 10 Cmergency Deparinent and 1o ke the wras. e
il verified that she had 3 non-displaced fraciure of the base of the 5 metnarsal ot lefy
fout. S0, 1 dactor of’ Athumbra Hospitl-hag applied 5 plaster splint 10 rest und protect by
myured Tell fool, and gave her sume pain Kiter, Because of significant feit foot pan any
swelling she came 10 my ulfice un December 03, 2000 fur medical evaluation sud
treatment. The subjective ehiel vomplain are s fillows

1) Lett Tows putn and Hmp.
1 Ledt foar swelling.,
FLeft fonl iemaoma,

[PRIe}
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[image: image31.png]Past Medical History:”
There is no medical hisiory remarkable o this aceident,

Physical Examination;

Viial Signs:  Blood Pressure: 120780 mmHy
Pulse: 35/min
Temperature:. 98.6°F
Respiatory: | 8/min
-~ Heighi: 54
Weight: ' 145 Ibs.

General Appearance:
The patient appeared 10 be @ normal female.  She appeared to be somewhit

NErvous,

Neurological Exam:

There was no moior weakness and decp tendon reflexes were normal. Cranial
nerves | through X1 was prossty intact,

Head:

The shape ui'head is nonnal.

Eve, eor. nose. moulh and throal:
There were no visible or palpable abnormaliiics noted.

Nevk and cervical spineg .
The runge of motion of the neck and cervical spine on Mexion und ratation were
normal,

Shoulder and upper exicemitics:
Ranges of motion of shuulder and upper extremities were nommal. Thete was au
contusion nor deformity noled about the arm, elbow, waist, or hand.

Chest and Thoracic Spine:
The chest has a nonnal appearance,

Lupe:

The lung ficlds were clear w auscultation and percussion.

Hear(, )
Repular rate und sinug chy thin without munnurs.

Thoragic Spine: )

There was no pain or tenderness on patpation of Puravertcbral muscles

A
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[image: image32.png]Abdemen and lumbar spine;
The abdomen was sofi on palpation. No tendemess was noted. Bowel sounds

and peristalsis were nommal. The ranges of motion of lumber spine was normal, There
was no pain or icndemess on Paravertebral muscles.

Lower Extremities:

Patient walked with a limp because of lefi fool trauma. There was a severe
tendemess on lateral and dorsal side of lefi foot. There was also swelling and hematoma
on dorsal side of lefi foot. The range of motion of lefi foot on Plantar Nexion and
dorsiflexion were restricled.

Right leg and foot were intact.

Radiology Consultation {(Alharnbra Hospital Medicul Center/ Arcadia Radiology Medical
Group):

X-ray Number: 134384

There is a non-displaced fracture of 1he base of the 3™ metatarsal of lefi foot.

Diagnosti¢ Impression:
}.) Lefi loot trauma
2.) Fracure of the 5" metatarsal of leg foot.
3.) Sprain of left fool.

Treastment:

The patient, Mrs. was first seen in my office on 12/05/2000. Based upon
her subjective complaints and my objective findinus, | recommended her 10 sun
acupunciure therapy and physical therapies consisting of electric stimulation,
manipulation, Chinese massage therapy, snd Chinese herbs. In order to relieve und
restore pain and discomfort, sirengthen the injured muscles, facilitate healing bone
fracture, and restore ranges of motion, she was encouraged 1o come lo my office as
frequently as possible 10 oblain the maximum benefits. The patient, a very compliznt and
well-motivated patient, retumed on time for scheduled therapy and follow-up office visits
through April 25, 2001 uniil she was essenlially asymplomatic and discharged from my
aclive care.

Prognosis

Prognosis for a complete and full recovery at this time is guarded. This patient
mast likely will experience sympioms during changes in weather or during stress or
increased fatigue for some time 1o come. In the meantime, she was insirucled to rewmio
my office for short tenn care on a demand basis.

Sincerely

-

AC
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Las Tunas Acupuncture & Herbs Clinic
206 E. Las Tunas Dr. #1
Sun Gabriel, CA 91776

Tel: (626) 2836373 Fux: (626) 283-6806

licmized Treatment Sessions

NAME OF PATIENT:
SEN: Female
DATE OF BIRTH:
DATE OF INJURY: 12/01/2000
DATE OF INITIAL EXAM: 12/03/2000
DATE OF FINAL EXAM: 04/25/2001
DATE SERVICE-RENDERED CPT CODE AMOUNT
12-05.2006 | HistorysAnitial Exam 99203 i}
Massage TherupysChiese | erbs 97124
Atupunciure/Electro 97801
12-06-2000 | Massage Therapy/Chinese Herbs 571324 Tl
Acupuncture/Eteciro 97801 '
12.07-2000 | Massape Therapy/Chinese Herbs 97124 i
Acupuncture/Eleciro 97801 - ..
12-08-2000 | Massage Therapy/Chinese Hurbs 97124 S
Acupunclure/Biectro Y280 | _ i
12-11-2000 | Massage Therapy/Chinese Herbs 97124
Acupuncture/Eleciro 47801 P
12.12-2000 | Massage Therapy:Chinese Herbs 97124
Acupuncture/Eleciru . 97801 Y
12-13-2000 | Massage TherapyiChinese Herbs 97124 -
Acupunclure/Eleciro 97801 i
12-14-2000 | Massage Therapy/Chinese Herbs 97124 -
Acupuncture/Electro 97801 L
12-15.2000 | Massage Therapy/Chinese Herbs 97134
Acupunclure/Elecuio 97801
12-18-2000 Massage Therapy/Chincse Herbs 97124
Acupunciure/Electro . 97801 ¢
12.20-2000 | Massage Therapy/Chinese [{erbs 97124
Acupunciure/Cleciro ) 97301 ¥
| 3-22.2000 Massage TherapyiChinese Herbs 97124
Atupuneture/Electro : 97801
12-26-1000 Massape Therapy/Chinese Herbs 97124
Acupuncture/Eleciro 97801
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MEDICAL REPORT et
CUAMA NO.: 5J005631-05
Dite pee,. 03,.1399....—~
Name ol
Patieat " 4 I Cesupation o e
NI s ) . Emplover Go ldun China Age
R Ta,  CA CYLgOTTTT 7T T T -

Data of - "7 Histary 11 Steted
Acgident 0?{2_/__]'9_9_9__ e By Pavem

Fatient _ was driving on 4" street guing uorth, and making a left tura on Maln Street

frrurn; v T traveiTrestboand o MairStrectrorr-cmiet-her cor——
frant the right hand side. The cullision bad caused the back bumper of her car felt ofT

Daws of Your wha Enua ed

Firsy Treatmemt _ 10/05 | 1999 vou 5“'““3'57

fraayment i ——
Given by You! Yas . -

Were Xorays By - - -
Taken? __ np WP ONJA L . oee o liw e Date . .

Wase Patient Treatad By (NAME AND ADDRESS)

by Anyonw Elze? N whon? S Dute

4 Patient Mosgiiied" FATAE ANO ADDAESST - T o
Nane and Address uf Hospnal __.,__/.5.,.,...-_..__.

N dod A i et e <ttt e o e e
Urestmant Neeged? How N0 e em e

Nawre #nd Extent
31 Trvaunent Newded

(Ducrlb' 308 Locate Charmelur
DIAGROSIS,  nd Extent of Inguryl Back Pain (724.2) Neck Paja 122313 .

TORTRIBUTRG ™ {1s Oisability 3 Pesolt of Above

FACTORS: Cyrcrnbrg Accident Soisly? Sute Fullyl No B
Towl Daabiity Eximate _ two gonths  Weeks _ Oaye, Endsd _Novemher M’LE_SL
Pandal Oisavitity Estimate ___Zﬁ.-- Wieks “Days. Ended

My Charges to Oate 3 L,_D.ZQ 40 T My Total Charges ats or Will Be 9 | 520.00
Hoteital Charges 10 Oyte § N/A Estimated Towl Hospitsl Chwges ¥ NZA e

[ATTACH ITEMIZED BILLS AND IRVOICES TO SUPPQRT ALL CHARGES!

o e 5

Signed

C1 o Rev 406
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[image: image35.png]NOTICE OF DOCTOR’S LIEN

TO:
Daclor;

. RE; Medical Reports and Doctor's Lien

{ do hereby authorize the above doctor to furnish you, my attornay, with a full report of his/her axaminalion, dlagnosis,
lrealment, prognosis, sic., ol mysell in regard to the accldent in which | was recently invoivad.

| hereby authorize and direct you, my atlorney, to pay lo said doclor such sums as may be dus and owing him/her tor
medical service rendered me by reason of this accident and by reason of any other bills that are due histher office ahd to
withhold such sums from any settlement, judgment or verdicl as may be necessary to adequalely protect said doctor.
And | hereby further give a llen on my case lo said doctor against any and all proceeds of any selliament, judgment or
ygrd!cl vyhig:h may be paid to you, my attorney, or mysel! a3 e resuil of the injuries for which | have been Irealed or
injuries in connection tharewith.

{ agree never 1o rescind this document and ihat a rescission will not be honored by my attornsy. | hereby Instruct that In
the svent anather altorney is substituled In this matter, the new allorney honor (his leh as Inherant lo the setllement and
enlorceable upon the cage as if it were executed by him/her .

Hully understand that | am directly and lully responsible lo said doctor for all medlcal and/or surgical benefils, including
major medical, submilted by him/har for service rendered me and that this agreement is made solely lor said doctor's
additionat protection. | furiher undersland lhal such payment is nol contingent on any settiemant, judgment or verdict by
which | may evenlually recover said fee. If this account is assigned for collaclion andfor suit, calleclion costs andior
interesl, andlor atlorneys fees, and/or court costs will be added lo the total amount due.

Please acknowledge this letter by signing below and returning to the doctor's office. | have been advised thal il my
attornay does not wish 1o cooperate in prolecting lhe doclor's inlerest, the doctor will not await payment but may declarg
lhe enlire balance due and payable. ’

Date ;
Daled: Palient’s Signalure:
Witness: Address:

Patient:

ACKNOWLEDGEMENT OF ATTORNEY

The undersigned being mm; ofracord tor the above patient does heraby agree to observe'all the terms of the above
and agrees lo withhoid such sums from any settlement, judgment or verdict as may be necessary lo adequately protect
said doctor above named, Any settiemenl of this claim without honcring this assignment/iien will cause you to be
rasponsible to Whis office for payment. The pravailing parly in any litigalion resulting from enlorcamant of this lien shall
be entitied to actual attorney's lges and court cosis.

Datad: Atborney’ Signatuire:

Aﬁ:orney: Please dals, sign and return ona copy to above dector's offlce at once.
Reply envelope sitached.
Keap one copy lor your records.
{Updated)




[image: image36.png]Sent B

0!

. RE: Madical Repurly and Docior's Lien

Date; 114 Aol
G
Dated: ; Patient's Signalure:

witness.

y: LAW OFFICES L SAKAMOTO : 12136770648 Jan-17-7 "0:58AM; Page 1/1
NOTICE OF DOCTOR'’S LIEN
Law Qffice of .
Larey Sakanoto Oootor; Reger Chan L.Ac
‘ Ly Bkt 868 : Las Tanss Asupuncturs
Loa. én‘geleg_ . CA. 90017 : m:ulme
= S Garseh CA S1776

(626)285-6373

| 90 hereby pulnorlze the above dostor lo furnish you, my sttorney, with a iul) r'eport of histhar examin;mon. diegnosls,
treatment, pragnosis, etc., of mysel! In regard (o tha accident in which | wag.recently invaives,

| hareby authorize: and direct you, my stitneay, to.pay 10 sald doctor such sums as may be dus and owing hifn/her for
medlc’alaar\!icu rendarexd e by reason of this accident and by reasun of any other bills that are due histher oifice and to
withhoid suéh sums from any settlement; judgment or verdici a3 may be necessary lo adequately proldct said dostor,
And | heraby-further give a llen oh my casa to said doclor againat any and el proceads of any settlomant, judgment or
verdict which may H¢ paid to you, my stiornay, or mysel! as tha resull ol the injurles tor which I have been trealed of
injuries in dannection thergwith,

| agree neve:;‘ 10 rescind this document and that a rescission will not be honored by my atiornay. | heraby instruct that in
the event andther altorney is substituted ln this matter, the new altorney honor this lien as Inheren! to the getitoment and

antorceable upon the case a8 I it were exacuted by him/her.

| fuily understand that1 am directly and fully rasponsible to sald doctor for aft medical nndior surgica! benelils, including
mmajor medichl, submitted by him/har for service rendered me and that thig agreament is made solely for eald doctor's
additionst protection, | further understand 1hal such payment is notconlingenton any saltiement, judgment of verdict by
which ! may 2ventually recover sald {ee. it this sccount 1s-assigned for collaction andfer sult, colisction costs and/or
interast, andjof attornays tess, andor court costs will tie added to the total amount dus,

Pleass ackrfim'adqu this ietter by signing batow and raturhing lo the doctor's office. | have been advised that It my

altorney doss not wish 1o coopsrae in prolecling the doctor's interesl, the doctor will nol await paymeni but may declare
the entira batance due and payadle

BICM. ¢

Patlent:

ACKNOWLEDGEMENT OF ATTORNEY

Addrass:

Thaundérsighid being atviney. fracord Jor the sbove patient does hereby agree lo observe'all tha lerma-of the above
and agress 1o withkoid such s0ms from aiy settiement, judgmient or verdicl sa may be necassary to adequately protect
waid ‘doctor abyve named. Any setiemahl of this claim without honoring this assignmentfien wili cause you to be
responsible 10 this office for payment. The prevailing party in any litigation resuiyng from enforcerent of this lien shall

ve onllxieungtust attorney’s fees and court coste.
Ly / , ;
Dated: 1 3 r]' Z‘O!V Wsign;wm; \0

A*u'om’ey ¢ Please date, sign and return ane copy 1o 2bove doclor's office al onge,
Heply envalope attached.
Keep onecupy for your records,
{Updated)

NN

-n
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LAS TUNAS ACUPUNCTURE & H
E LAS TUNAS DR #1

1008B04030200%

7 Q 80X 79000
VAN NUYS, CA 91470-000¢

RTORRRTHOR IO < »

EXPLANATION OF BENEFITS

ISSUE DATE

July 19, 2008

PAGE cooBeay
00002 OF 00004 -

Sequence Number:

Provider ID:

SAN GABRIEL, CA 91776

1225070147 2008040019

P

NETWORK PROVIDER: N

FOUNDATION PHYSICIAN: N
I Pattent Naome: . 1041 802468007 Acct Nbr: 65000375 Group: 11875A
t' Claim ID: 08138AW2027 Claim Recoived Date: 07/16{08
| SEAVICE PROGEDURE| UNITS OF BILLED ALLO¥ED NOT ALLOWED| DEDUGTIBLE cgggﬂmgs CLAIMS
| _DATE{s) NLMBER SERVICH AMOUNT ANOUNT ANGUNT AMOQUNT AMOUNT PAYMENT
’ 08127400 99203 00t 120. 00 120, 60 120. 00
} 05127108 81013 601 100. 00 94.38 6. 14f01 34,88
. 06j21108 g7e14 801 60. 00 50. 00 50,00
E 96i27/08 $1110 801 46.00° 45,00 45, 00102 0.00
Lostario | s1iae oot 50,00 .82 80, 00102 000
| 06i29/08 97613 001 100, 00 B4, 8§ 6. 1410} 54,08
]
g TOTAL THIS GLAIM 465, 00 416,64 105, 28 ¢.00 0. 00 158. 12
|
|
L

Patient Neme ALLERQ & ID#: 802468007 Acst Nbr; 56000376 Qroup#: 116754
_Claim ID: 081 Ctaim Recaived Date; 0716108 _

e COINSURANGE

SERVICE PROGEDURE| UNITS OF BILLED ALLOWED NOT ALLOWED| DEDUCTIBLE | COPAYMENT | CLAIMS

DATE(s} NUMBER SEAVICE AMOUNT AMOUNT AMOUNT AMOUNT AMOUNT | PAYMENY

06{3p400 97814 001 50,00 §0.00 60. 00

agfagloe 7140 001 46,00 45.00 45.00102 0. 00

06/29i00 97124 Q01 §0.00 it.e2 §0.00102 8.00

0631400 7813 00t 100, 00 94.06 5,140 34,08

06131/08 97814 001 §0.00 60,00 60,00
. 06/31109 47110, 001 45, 00 45,00 46, 00402 0.00

TOTAL THIS CLAIN 349,00 290,58 146, 14 0, 00 0,00 194, 86

FOR_INFORMATION CALL: 800-677-6669

0N CALL: 800-677-5869
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[image: image38.png]Blue Cross .0. QX 10000

of Calitoria VAN NOYS. " ca EXPLANATION OF BENEFITS '
gy N ISSUE DATE PAGE 002960
May 9, 2003 . 00002 OF 00002
Sequence Number: 200300027
Provider ID:
NETWORK PROVIDER: Y
FOUNDATION PHYSICIAN: N
pgtient Name: ‘ 10 Number: Account Number: NONE Group Humber: H8025C
clatm ID: Claim Recaived Date: 08/01163  AMERYCAN SPECIALTY HEALTH NT
COINSURANCE
SEAVICE PROCEOURE] UNITS OF gILLED ALLOWED NOY ALLOWED| OEDUCTIBLE | COPAYMENT | CLAIMS
OATEls) | NUMBER SERVICE ALOUNT AUQUNT AMQUNT AMOUNY AMNOUNT PAYMENT
04105/93 97780 01 66, 00 $0.00 15, 00101 10, 00402 £0.30
04129403 97180 w01 65, 00 50. 00 15, 00401 10, 007 61 4000
IOIAL. THIS CLAIM 134. 60 100. 00 30.00 09.00 10,00 80, 60
!
!
FOR INFORMATION CALL: (800} £27.8797 !
MESSAGES:
[ This is the amount 1n excess of the allowed expense for a participating provider. The
member, thersfore, is not responsible for this amount.
02 - This balance is the member's coinsurance responsibility.
i PAYMENT SUMMARY
CLAIMS PAYMENT/ADJUSTMENTS PROCESSED PAID AMOUNT
Total Clatims 83.00 40. 09
AdJustments Payable Provider 4. 00 9,00
Dafarrad Adjustmants Oue 0.00 Q, ot
Sub Total 86,00
CHECK AMOUNT (CHK 4 0048485933) $80.00

%

H

a§

®

X 3 3 W K

E LAST PAGE FOR IMPORTANT INFORMATION

1Requierng Man ot 1na Buie G108 Asdocauce
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Blue Cross .0, BOX 70000

November 25, 2003

of Gatforria YA Huvs.er EXPLANATION QF BENEFITS
g reret i ISSUE DATE PAGE C003807

00002 OF 00003

Sequanca Number:
Provider ID:

NETWORK PROVIOER:
FOUNDATION PHYSICIAN:

200300053

Patisnt Name: . 10 Number: Account Number: NONE Group Numbar: 90719C
Clain I0: Cluin Hecaived Date; 1i/17/02
COINSURANCE
SERVICE PROCEDURE| UNXTS OF BILLED ALLOYED NDT ALLQWED| DEDUCTIBLE COPAYUENT CLAINS
DATE(s} NUMBER SERVICE AHOUNT AUOUNT AMOUNT AMOLNT AUGUKT PRYMENT
10116103 717180 [ 3] 66. 00 £5.00 40, 00/01 15,00 ||
TOTAL THIS CLAIM 55. 00 §5.00 10,00 0.080 000 25.00
FOR INFORMATION GALL: (8060) 331-0312
MESSAGES:
01 - This service exceeds either a benefit limitation, tima limitation, number of svents,

or dallar maximum. The membar should refer to the bsnafit plan documentation for

information on Jimitations related to thess services.

B8lus Cross of California oncoura?es and supports tha submission of alectronig trans-
ng electronic transactions, please contact EDI Ser-

actions., For information regard
vices at www. bluecrossca, com.

PAYHRENT SUMMARY
CLAIMS PAYMENT/ADJUSTHENTS PROCESSED PAIO AMOUNT
Total Clatms 26,00 16,00
Adjustments Paysble Provider ' 0,80 9.00
Dalarred Adjustmants Ous 2. 00 g.00
Sub Total 16,00
CHECK AMOUNT (CHK #.0051451272) 325.00

SEE LAST PAGE FOR IMPORTANT INFORMATION

*Hegalied Wit ol ine Blus Cioeq Ajsacavon
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[image: image40.png]Claim Number: 2611885184600

Your Claim Recap 2013
Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: $ 2.750.00
Amount Accumulated Towards Maximum to Date: $ 2,750.00
Maximum for Non Network Providers: $ 4,750.00
Amount Accumulated Towards Maximum to Date: $ 2,875.76

3. Claim Payment

? The information above is accurate as of the prepared date for this claim and the benefit year in which the claim occurred. The balance
information and progress may inciude other claims that are not included in this statement. It may not reflect your most recent account

balance and claims activity. Your actual balance depends upon claims that are in process and on services you have received that are
not yet processed.

Details

*

I

Heaith Care Provider information . Your Health Your Yt
E R T Account Responsibility [Explanation™
Date of Service from: 06/04/2011 to 06/04/2011 Coverage
N Amount ) You Are
Service Units Provider: . Provider Allowed by Amiount Amount Benefit| Responsible
FOOS - LDOS Charged Responsibility Benefit* ] Paid Paid Level For
OTHER MED SERVICES 0003.0 $150.00) $0.00 $150.00) $0.00) $90.00[ 60%)| $60.00| A
L1 |06/0412011 to 06/04/2011
OTHER MED SERVICES 0001.0; $100.00) $0.00, $100.00] $0.00 $60.00] 60%) $40.00; A
LZ 06/04/2011 to 06/04/2011 .
TOTAL $260.00; $0.00 $250.00| $0.00 $150.00| $100.00|

The "Amount Allowed by Benefit" is the amount of the provider's charge covered by your benefits, minus the provider's discount; the sum
of the amounts paid from your Account, your Traditional Heaith Coverage and Your Responsibility will equat this amount,

Check Paid To: KAREN KUOK Check Number 852616955 for $150.00

——

** Explanations

A-HRA FUNDS ARE EITHER NOT AVAILABLE OR HAVE BEEN EXHAUSTED. (Q370)

IF SERVICES HAVE BEEN DENIED DUE TO ONE OF THE FOLLOWING REASONS:NOT MEDICALLY NECESSARY,
OUR ALLOWED AMOUNT, YOU MAY

ION OF THE CLINICAL REASONS THAT
DETERMINED THIS DECISION, PLEASE CONTACT CUSTOMER SERVIGE. THERE IS NG CHARGE TO OBTAIN THIS
INFORMATION. (2834)

You can learn more about the services listed by caliing the customer service phone number on the back of your ID card. We can tell
you the diagnosis and treatment codes included on your claim, along with the descriptions for those codes.

Anthem Biue Cross & Biue Shield

provides administrative claims payment services and does not assume any financial risk or
obiigation with respect to claims





[image: image41.png]T SENLRAL LIFE TNSBRAMUE UONPANY
VISALEY CLANM D rvoe

Y BOX 182224

CHATTANOOGATN 174232 7224

- CIGNA HealthCare
CONNECTICUT GENBRAL LIFL WNRURANCE COMPANY
09/11/2007 AS AGENTFOR o

EVA MRWAYS CORPURA TIUN T~

"l'mn'“m“mlo“um”l‘nlnllNlul_mmm“ull“ &4 Subscrbor; LISA VNEFEMQ}U
ROGER CHAN CA : Subserines [D: UQE05090% -
#1 Eatsants LISA YINGFENG LU
206 E LAS TUNAS DR Rolalionshin: SELF
SAN GABRIEL CA 91776~1411 Providur: RUCER CIN CA
Date of Sesvicas 04/21/28u7
Date of Claia Recsipt: 07/02/200/
Claia Humhar: 9470711450255

Dea; Roger Chan Ca

A few weeks ago, we asked vou te previde additional information. We
need this information bafare we can process this claim. We havae not
received your response, sa we are sending vou this reminder asking you
to provide the information requested balow as soon as possible,

In order to determina benafits payable, we need a doctor's statement
of medical necessity for tha services randered.

SERVICE FROCEDURE CHARGED
PROVIDER DATE CODE AMOUNT
CHAN CA/ROGER 06/21/2007 97813 106.00
CHAN CA/ROGER 042172007 97124 5¢.00
CHAN CA/ROGER 04/21/2007 97110 45.00
CHAN CA/ROGER 04/21/2007 97814 50,00

Plaase accept our apolegy if you have recently provided us with this
information. Otherwise, please send it to us within 30 days from the
date of this latter so wa can pracass this claim. If you hava any
questions about this letter, pleass call our Member Services
Department at the toll=free telephone number listed on the CIGNA
HaalthCare ID card or refer to the number listad in your Employee
Banafit Booklat.

Sincaraly,
Your CIGNA HaalthCare Servica Team

Please provide the subscriber ID for all inquires and claim
submissions.
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CIGNA Healtheare
P07 Box 182223
Chattancoga, TN 37422-7223

RE: subscriber:
D: U06050903

Dear Sirs,

Patient Ms, was initially seen in our clinic on 10-07-2006. She explained that she is
currently working as an agent of reservation section at EVA airways.  Fler job requires frequent
movement with her both hands, fingers and shoulders.
her job, she has an occupational symptom that always feel pain on her shoulders, fingers and
muscle pain on her arm.  She was advised that frcquent treatment is necessary since there are

possibilities of exacerbation.

[.as Tunas clinic

Roger Chen L.Ac

At all time she continued to perform on
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CIGNA Health Care

Visalia Claim Office

P.O. Box 182223
Chattanooga, TN 37422-7223

Re: subscriber:
Subseriber {D: U09263182

Dear Sirs,

Patient Ms, wag seen in our clinic on 11-06-2007,  She explained to me that she has
been suffering from continuous shoulder pain, upper back and lower back pain due to: -

L. she is currently working as a sales representative of DHL and in charge the Asian market.

Due to the area time diffecent, she need frequently to contact with customer in the midnight or
early morning . That sort of work gave her a lot of stress and has been really really tired and
exhausted,

2. from 2003 up to present she has long hours of working from 8 am ~ (0 pm or even at midnight
3. average of 70-80 hours per week starting 2006 Feb,

4. up 1o 75% heavy traveling in US and Asia Starting 2006 Feb.

At all time she continued to perform on her job, She has an occupational symptom that always
feel pain on her shoulders, upper back and lower back pain.  She was advised that frequent
treatment is necessary since there are possibilities of exacerbation.

Las Tunas Clinic

Rogerchan L.Ac
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SECOND REQUEST

| AECOVERY SERVICES
O B
: PO Box 2025

BlueCross #0 Independent Licensee of Ihe Blue Cross Association Miwaukea, Wisconsin 53201-2025

Rl SN Registerad Mark of he Blue Cross Association

2

3

4.

§.

6.

7.

1-800-645-9766
Local 262-312-805 1

_ com 4307681
Client: _ Blue Cross of Calitornia
Provider:
Date of Service: 2/ 1/2004
Patlent. /

If the care given by the ahove provider was due lo an accidental Injuty where anolher person, empioyer or Insurance
company may ba responsible for payment of the madical servicas, plsase complete the back of this questionnaire or calf ys
al 1-800-646-3765. You will be asked to provide the nams, address and telephong numbser of the inswance company
handiing your claim. if an attorney is representing you, we will need your altorney's name, address and leiephong
number, .

Thank yau for your cooperation.

f there is nol another parson, amployer or insurance Company responsible for the above Servicas, please do one of Ihe
tollowing: ) .

» Call our Cuslomer Service Depariment al 1-800-645-9785;

» Loginlo cur websile: www.maridlan[esoums,com/subro,nlml 1o regpond; or

» Check the applicable box below, sign and date ihe back ol 1his form and mait Yyour response 10 us in the enclosed
snvelope.

[l This injury happened al home ot al schaol,

[y This injury was due to a recreational sporls activily,
Thig service was iliness-related or due 19 a non-accident retaled medical condition,

This injury is due 0 a lrip and fall, assaul or animal bile, |am not pursuing a claim against any oiher party.

4
[y This cohdillon is due lo a childhood or pravious {fongar than three years) injury.
L
L3 The patient Is deceased. There is no kinowh accidental injury.

Cx

Qther, Pleage explain,
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For instrushons 1n Spamsh: Para las .
INSLIMCCIONEs an espadot tiam ¢ por favor Continusd on back

UG SO seivicio dé Cllente en 1-800-64 5-9785.





[image: image45.png]Accideni rolated quastions Please fii Oul tha questions balow 1o the besl of your knowledge and relutn the lom 1o us n Ihe anvelops provkiad

Filt oul General Accident Informalion Section ‘A" forall accld

ants than move lo tha appropriate accident Yype and complele lhe questionnaire. You

can also call us at 1-800-645-9706 and our Customer Servics siaft will asstst you. Our allice hours are §:00 AM 10 6:00 PM Central Time.

Section A

Gongral Accident Information
Acoldent Date

Accident Location (Straet, City, State}

’

How did the acckdent happen?

Who was injurad In your family?

Seclion &

Warker's Compansallon Clalm

Was amployer notifled of ageidant?

Yes [ N []
Have you mada a Wo kears' Compensalm.
Yes [ ¥ m.

lyes, was your ciaim approvad?

ves  [] N [ Pandng 7]

Employars narne

Addrass
Clty Siate 2p
Whal lype of injuries were susialned?
W.C. Ins. Co.
Addrass
Ciy . State Zp
t p ol ne;
Name of police dapanment ai the sce P —
W.C. Appeals Boam #:
Adjuster
Do you have an ajtarney? Phone Number
Yes N
D © 0 Section D
Altorney's Name Slip and Fajl, Madleal Matpractica or Other Liabilit
Adcdress Typs of accident -
i ; Name of other party
City State 2Zip Insurance Canlar
Phane Numbat Address
Cly Stata Zp
Seation B Claim #
Malor Vshicle Accident Adjusler

Singla vehicle [} Muliple vehicte [
Was the othur person al lawi?
Yoo (] Ne [

Has selilomeni been reached?
Yao 7] Ne ]

Responsidie Person’s insurance informalion;
Driver

Policy Hokdar
Insurance Co,
Address

City State Zp
Claim # '
Adjusler
Phona Number

Venlde In which patient was a driver or passengsr:
Insurance Co,
Clalm & Pollcy 4
Phene Numbar

Curddntony MOV

N EQINE wh 16 HAIN BNt Puoblry anqAdgunidity ac of UK [LEZSNTTEY AsiuceConpyng, uc Tastgn 4y “ B 9N ALKuls* g semenl Weh Yo health car e, 1 gges
1R E GG Jourhalncain  As mandatyg by HIPAA on,mmmmmnxuulgmhmunmlauu B Lendun bocany ot iy mng KNAIOUOIN @ AMIBA Lo hTia b aavnria dis Silaminh 3 nEl et oo o

Phone Number

tharaby cerlify ihat this Informatigasts tha bast of my
knowlsdge true and accuratg

Relatianship o Tnlured peison

Oayiime Phone ( )

Evening Phone ( )
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= Medicare -

Qragon o
South Dakgte o Madicars Oparations Center - 4305 18" Avenue South  Fai
Washlmgtan o Argo, North Dakots §9108.3373
Wyoming o

Dear Provider: .

Medicare is unable to process yourclitms because Medlicare does nat'sover or pay for-serviczs provided
by a Licensad Acupuncturist.

Since the Medicare program does not caver your aervices and you are unable to hava a provider numbsr,
we CENNOL process your-claims for payment or denlal.

Pleasé subrnit a copy of this letter along with your claims to the patfent’s supplemental insurance
company. This [etter takas the place of the Medicare Explanation of Benefits form (EOMB).

1t you have any questions or If wa ¢an further gssist you in any way. pleasa call the Provider Call Center
af (877) 908-8431, opt. 1.

Sincerely,
Avoosea Enliel

Tassica Gabel
Muadicare Part B
Provider Cal) Centar
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Page 2 0f 3
Viant
535 E. Diehl Road
Suite 100
Naperville, IL 60532
Phone: 877-788-4268 x 8555 Fax: 630-799-3570
Date: 9/26/2011 Consultant ID: Christy Scarborough
Patient: . Phone: 877-788-4268 x 8555
Insured: ' Fax: 630-799-3570
Payor: CIGNA Healthcare Referral #: 2136334 51
. Case ID #: HTGU01957778
Provider: =~ CHAN ROGER »
Address: 206 E LAS TUNAS DR D.0.B.: 8/20/1967
SAN GABRIEL ,CA 91776
Phone #: ~  626-285-6373
Fax #: 626-285-6373 PCN No.: 488138205-4881382
TIN #:

Provider agrees to accept the Adjusted Price listed below less any deductible, coinsurance, and non covered items, if
applicable, as payment in full for the following products/services that have been or will be provided to the above-referenced
Patient, '

Date of Product/Service Provider’s List Price  Adjusted Price
5/11/2011 - 5/20/2011 $1,250.00 $813.00

Provider agrees not to balance-bill patient or patient's family (except for deductible, coinsurance, and hon-covered iterns, if
applicable).

For any unprocessed prior and future claims approved and submitted to Viant by payor for similar treatment for same patient,
you have agreed to accept 35% off billed charges as payment in full,

All ORIGINAL claim forms must be submitted directly to the PAYOR on this account.
Failure to do so may delay payment of claims, )

Provider must submit all claims at List Price.

The signatory to this agreement warrants and represents that he/she is signing on behalf of the provider and is fully
authorized by that party to sign and commit that party to all of its obligations and responsibilities under this agreement.

I Check here if you are interested in receiving additional information regarding a Global Agreement that will eliminate

case by case faxes, and expedite handling for all future claims. You may also contact us for additional information at (866)
568-2928. )

Provider Signature Date

Print Name Title

Services are provided by Viant Payment Systems, Inc. Viant Payment Systems, Inc. is not financially responsible for any
payments due to the Provider. Payment of benefits, if any, is subject to all terms and conditions of the policy. Therefore, this
letter of agreement does not constitute, nor should it be construed as, a guarantee of benefit payment by the Payor, and wilt:
be null and void if no benefit payment is determined to be payable by the Payor. .

After signing this form, please FAX to Viant Payment Systems, Inc. at 630-799-3570

file://C:\Inetpub\fiproot FAX_HTGUO1957778_184.htm 9/26/2011
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We would like to take a moment to welcome you to our office and to assure you will receive the very best
care available fo your condition. In order to familiarize you with the financial policy of this office, we would
like to explain how your medical bills wili be handied.

Explanation of Insurance Coverage:

Not most insurance policies cover acupuncture care. Therefore, this office makes no representation that
your does. Insurance policies can differ greatly in terms of deductible and percentage of coverage for
acupuncture care. Because of the variance from one insurance policy to another, we require that you, the
patient, be personally responsible for the payment of you, deductibles as well as any unpaid balances
inthis office. We will do our best to verify your insurance coverage and witt bil your insurance
company(ies) in a timely manner.

Payment arrangements:

We require that you pay % of your charges on a current basis. Your portion of the bill must be
paid by the day of each month, and any unpaid balances will be considered past due on

the, day of the following month. An interest charge of % per month may be applied to your
past-due balance.

Assignment of Benefits:

Attached is an “ASSIGNMENT OF BENEFIT” which we would fike you to sign. This form instructs your
insurance company to send their payment directly to this office . If your insurance carrier sends your
payment for services incurred in this office, you shall send or bring the full payment to our office
immediately upon receipt.

Release of information:

If your insurance company requires medical report to document your treatment and progress. Your
signature below authorizes the release of medical information necessary to process your claim

Voluntary termination of care:

If you suspend or terminate your care at any time, your portion of all charges for professional services are
immediately due and payable to this office. ‘All services rendered by this office are charged directly to you
and you ultimately, will be personally responsible for payment, regardless of your insurance coverage.

We hope that this answers any questions you might have concerning the financial policies fo this office.
Once again, we welcome you to our office and will be glad to answer any further questions that you might
have.

I have read and agree to the above.

Patient's signature Date
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[image: image49.png]ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO DOCTOR
PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE

PatientName

Employer

Claim/Group#

SSH#ND#

| hereby instruct and direct the Insurance Company

To pay by check made out to and mailed directly to:

OR

If my current policy prohibits direct payment to doctor, then | hereby also instruct and direct you
to make out the check to me and mail it as follows:

clo

for professional or medical expense benefits allowable, and otherwise payable to me under my
current insurance policy as payment toward the total charges for professional service rendered.
THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This
payment will not exceed my indebtedness to above-mentioned assignment, and | have agreed to
pay, in a current manner, any balance of said professional fees for non-covered services and/or
fees over and above the insurance payment or as required by my insurance policy.

A photocopy of this assignment shall be considered as effective and valid as the original.

1 also authorize the release of any information pertinent to my case to any insurance company
adjuster, or attorney involved in this claim

Dated at county, this day of

Signature of Policyholder Witness

Signature of Claimant, if other than policyholder
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:Rav. January 2003)

Request for Taxpayer
Identification Number and Certification

Give form to the
requastar. Do not

Department of tra Treasuty sond to the IRS.
‘aiefnal Revanue Sandes
Name
Busingss name. if ditfaron, kom above
Indivichaatt Exempt from backup
Check appropriate box: D Sale propieno D Corporation D Pannesship D Other ® ... withholning

Address {1umber, sicent, and apl. or sulie np.)

Print or rype

Roquester's name and acerass (aplional)

Clly, state, and ZIP cocla

Spedfic Instructions ¢ page 2.

List account aumbar(s) here (optlongt)

2

Sec

m&r Taxpayer Identification Number (TIN)

Enter your YIN in the appropriate box, For inaividuais, Lhis Is your social security number ($SN).
Howavar, for a resident atian, sole aroprietor, or disragardad antity, sea tha Part | kistruclions on
page 3. Far ather enikles, X is your employer identification number [EIND. iF you da not have a number,

sea Haw to gax a TIN 6n pags 2.

Note: // the accolnt is is mora than one name, 08 the chart on page 4 for guldatines on ihose rumber

o ener,

Soclal sacurity sumber
LIt 141
or
Employer idendficalion numbar

Le It

RN Certification

Under penalties of perury, | certify that;

1. Yha number shown on this famm is my corract taxpayar identitication number (or 1 am waiting for a number L0 ba Issued to me), and

2. 1 am not subject Lo backup withhalding because: {a) | am axempt lram backup withholding, of () 1 nave not bieen notified by ths Intamal
Revenue Servica {IRS) that { am subjact to backug withholding a3 & sasuit of a laiure to raport all Interast or dividends. or {c} the IRS has

notified me thet | am no longer subjact to backup withholding, and

3. [am a U.S, person {ncluding a U.S. rosidant alian).

Certilication instructions, You must cross out flem 2 above if you havs been notlfied by tha IRS that Yau ara cumently sutjeet o backup
withhulding because you have faflad to rapart ol interest and cividends on YOUF 13X feturn, Far real estate rangactions, tem 2 does nat apply.
For morgage interest paid, acquiskion or abandonmant of secured fraparly, canceliation of dabi, contributions to an ndividual retirement
arrangement (IRA), and ganerally, payments aihar than interest and dividend2, you ars not required 1o sign tha Certification, dug you must

provide your correct TIN, (Sae the instructions on paga 4

Sign 8
Here u,.g'.‘:.:s.uﬁlb

Onia »

Purpose of Form

A parson who is raquired 10 file an Information return with
the IRS, must obtain your correct taxpayer identification
aumber (TIN) to report, for example, income paid ta you. raal
estate transactions, mortgage Intecest you pald, acquisition
of abandonment of secured property, cancelistion of dabt, or
contributions you made 10 an IRA,

U.5. person. Use Farm W-9 only if you are a U:S, person
(Includlng a resident alleny, to provide your correct TIN to the
ReSON faquesting it (the requester} and, when applicable, to:

1. Centily that the TIN you are giving Is correct {or yau are
waiting for a number to be Issued), .

2. Certify that you are not subject to backup withholging,
or

3. Claim exemption from backup withhoiding if you are a
U.3, axempt payae,

Nota: if a requester gives you a form other than Form w.9
10 request your TIN, you must use the requester's form If It Is
substantially similar to this Farmy W-9.

Foreign person. if you are a foreign persan, use the

appropriate Form W-8 (see Pub, 5185, Withholding of Tax on
Nonresident Aliens and Foreign Entitles).

Nonresldent ailen wha bacamas a resident alien,
Generally. only a nonresident alien Individual may use the
terms of a tax wreaty to reduce or sliminate U.S. tax on
certain types of incame. Howaver, most tax Usaties contalr a
provision known as a “saving clause.” Excaptions specified
In the saving clausa may permit an exemption irom tax to
continue for cartain types of Income even after the racipient
has otherwize become a U.S, resident allen for tax purposes.

Il you are a U.S. resident allen who i$ relying on an
axception contained in the saving clause of a tax treaty to
claim en examption lrom U.5. tax on cenain types of income,
you must attach a statemsrit that specifles the following five
items: -

1. The treaty country, Gererally. this must be the same
ireaty under which you clalmed axsmption from {ax as a
nanresident ailen.

2. The treaty anicle addrassing the income.

3. The anticle number (or loeation) in the 1sx treaty that
contains the saving clause and its exceptions,

4. The type and amount of income that quaiifies for the
axemption from {ax,

8. Suficlent facts to Justlly the exemption fram tx Under
the terms of the treaty article.

Cal. Na. 10231

Farm We8 (Rav. 1.2002)
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Mational Plsa & Provider Enumarabon Sysiem Help

National Pian and Provider Enumeration Systom (NPPES)

The Adminisirative Simplificalion provisions of the Health Insurance Portabitity and Accountability Act of 1996 {HIPAA ) mandaled the
adoption of slandard uniqus idenlifiers for health care providars, as well as the adoption of standard unique identitiers for haaith plans.
The purpose of these provisions is lo improve the sfficiency and sffecliveness of ihe electronic transmission ot heailh information The

Centars for Medicare & Medicaid Services {(CMS) has developed the Natlonal Plan and Provider Enumeration System (NPPES) 1o
assign thesa unigue idenilifiers.

if you are a Health Care Provlder, the Nationat Provider identifier (NP1 Js your standard unique Identifier.

It you are a covered-Health Plan, the Nalional Health Plan identilier (NPlaniD) Is your standard unique idantifier.

About NPPES.... ,
CM:has contracled with Fox Systems, Inc. 10 serve as the NP| Enumeralor.

The NPl Enumeralor s responsible for dealing with health plans and providers on issuas rslaling to unique dentilicanon
The NPI Enumaralor may ba contacted as follows:

By.phone: By e-mail at; By mail at:
F@x X 1:800-465-3203 (NP1 Tolk-Free) custornerservice® npianumerator.com NP1 Enumerator
Systorow, 10 1-800-692-2326 (NP1 TTY) PO Box 6059

Fargo. ND 58108-6059

ok et o8 2 A A TP $

—
CMJ Centers for Medicare & Medicald Services { é Department of Heaith and Human Services
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Roger Chan L.Ac
206 E Las Tunas Dr., #1
San Gabriel, CA 91776
(626)285-6373

Medical Report 07-05-2011

Patient:

Sex: F

Date of Birth: 08-20-19-

Date of Loss: 04-27-2011

Date of Initial Exam: 04-29-2011
Date of final exam: 07-01-2011
Claim #018-68-11-37-02

History of Injury

1. Patient Ms, was initially seen in our office on 04-29-2011 after a vehicle
accident in which she was involved. She complained the pains and swelling over the
neck, shoulder, upper back, lower back and both arms. She also complained after accident
she became so nervous that causes her menstruation stopped and irregular. She aiso
suffered from persistent headache, loosing focus and cannot sleep. More often she was
emotionally disturbed by the accident and afraid to drive on freeway anymore. She came
to my office for medical evaluation and request for treatment.

Diagnosis;

1. Sprain of unspecified site of shoulder and upper arm
2. neck, upper back sprain

3. Lumbar sprain

4. Endocrine disorder

Past medical history

The patient has no history of operation or hospitalization. There is no medicsl history
remarkable to this accident.
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[image: image55.png]Initia] Physical Examination

Vital signs:

B/P 105/65 mmHg
Pulse  69/min
Height 572

Weight 130 lbs

General Appearance

The patient appeared to be a normal female, She appeared to be somewhat nervous.

Treatment

The patient, Ms. Katie Lau was first seen in my office on 04-29-1 L, based upon her subjective
complaints and my objectiv_e findings, I recommended her to start physical therapies consisting
of acupuncture and electric stimulation, physical therapy, hot treatment and exercises therapy. in
order to relieve and restore pain and discomfort, strengthen the injured muscles and restore
ranges of motion. She was encouraged to come to my office as frequently as possible to obiain
the maximum benefits. The patient, a very compliant and well-motivated patient, returned on
time for scheduled therapy and follow-up office visits through 04-29-11 until she was essentially
asymptomatic and discharged from my active care.

Prognosis

Prognosis for a complete and ful] recovery at this time is guarded. This patient most likely wili
experience symptoms during changes in weather or during stress or increased fatigue for some
time to come. In the meantime, she was instructed to return to my office for short term care on a
demand basis.

Las Tunas Clinic
Roger Chan L.Ac
NPI#1225070147
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[image: image56.png]Itemized Treatment Sessions

Name of Patient;
Sex: F
Date of Birth: 08-20-19

Las Tunas Clinic
Roger Chan L.Ac
206 E Las Tunas Dr., #1
San Gabriel, CA 91776
(626) 285-6373

Date of Loss: 04-27-2011

Date of Initial Exam: 04-29-2011
Date of Final Exam: 07-01-2011
Claim Number: 018-68-11-37-02

[ Date Service Rendered CPT Code Amount
04-29-11 History/Initia] Exam 99203 150.00
Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00
Therapeutic Exercises 97110 50.00
Hot Pad 97010 30.00
05-02-11 Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00
Therapeutic Exercises 97110 50.00
Hot Pad 97010 30.00
05-04-11 Acupuncture/Electro 97813 100.00
Therapeutic Exercises 97110 50.00
Additional 15” 97814 50. 00
Hot Pad 97010 30.00
05-06-11 Therapeutic exercises 97110 50.00
Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00
Hot Pad 97010 30.00
05-09-11 Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00
Therapeutic exercises 97110 50.00
Hot Pad 97010 30.00:
05-11-11 Acupuncture/Electro 197813 100.00
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[image: image57.png]Additional 15 97814 50.00

Therapeutic exercises 97110 50.00

Hot Pad 97010 30.00

05-13-11 Hot treatment 97010 30.00
Acupuncture/Electro 97813 100.00

Additional 15” 97814 50.00

Therapeutic Exercises 97110 50.00

05-16-11 Acupuncture/Elsctro 97813 100.00
Additional 15” 97814 50.00

Therapeutic Exercises 97110 50.00

: Hot Pad 97010 30.00
05-18-11 Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00

Therapeutic Exercises 97110 50.00

Hot Pad 97010 30.00

05-20-11 Acupuncture/Electro 97813 100.00
Additional 15 97814 50.00

Therapeutic Exercises 97110 50.00

Hot Pad 97010 30.00

05-23-11 Acupuncture/Electro 97813 100.00
Additional 15” 97814 50.00

Therapeutic exercises 97110 50.00

Hot Pad 97010 30.00

05-25-11 Acupuncture/Electro 97813 100.00
Hot Pad 97010 30.00

Additional 15° 97814 50.00

Therapeutic exercises 97110 50.00

05-27-11 Acupuncture/Electro 97813 100.00
Additional 15° 97814 50.00

Therapeutic exercises 97110 50.00

Hot Pad 97010 30.00

05-31-11 Acupuncture/Electro 97813 100.00
Additional 15° 97814 50.00

Therapeutic exercises 97110 50.00

Hot Pad 97010 30.00

06-04-11 Acupuncture/Electro 97813 100.00
Additional 15° 97814 50.00

Hot Pad 97010 30.00

Therapeutic exercise 97110 50.00

06-09-11 Acupuncture/Electro 97813 100.00
Additiona] 15° 97814 50.00

Hot Pad 97010 30.00

Therapeutic exercise 97110 50.00

06-14-11 Acupuncture/Electro 97813 100.00
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[image: image58.png]Additional 15° 97814 50.00
Therapeutic exercise 97110 50.00
Hot Pad 97010 30.00
06-17-11 Acupuncture/Electro 97813 100.00
Additional 15° 97814 50.00
Therapeutic exercise 97110 50.00
Hot Pad 97010 30.00
06-22-11 Acupuncture/Electro 97813 100.0
Additiona] 15° 97814 50.00
Therapeutic exercise 97110 50.00
‘ Hot Pad 97010 30.00
06-25-11 Acupuncture/Electro 97813 100.00
Additiona] 15 97814 50.00
Therapeutic exercise 97110 50.00
Hot Pad 97010 30.00
06-28-11 Acupuncture/Electro 97813 100.00
Additiona] 15° 97814 50.00
Therapeutic exercise 97110 50.00
Hot Pad 97010 30.00
07-01-11 Acupuncture/Electro 97813 100.00
Additional 15° 97814 50.00
Therapeutic exetcise 97110 50.00
Hot Pad 97010 30.00
Finally Exam 99214 100.00
| Total: $ 5,310.00
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206 E Las Tunas Dr, #1
San Gabriel, CA91776
(6262856373

ical Rey 0s.02.2003

Name of Ptent:
SEX: M

Dat of Bint:

Date of Loss: 01202013

Dat ofnial Exam: 01222013
Dt offinal exam : 04-25.2013

Historyof Injury

Patent M. was il seen n ou offce 0 01-222013 afe a veicle
accidnt in which e was nvolved. He complained headache and dizziness s wel s the pains
and swelling over the neck,shoulder,upper bock, lower back and hip,espeial on right side. He
o complained aftr sceident h hecame so nerous and more ofte e s cmotionally
istorbed by the accident and can't slcp wll. He came to my ofce for medical evalustion snd
requested trestmernt,

Findings:
1. Sprain & bise of right e ofshoulder and upperarms.
2. Neck, upperback srain and bruise

3 Lumberspain, spondylosis a1 LS-S1

. Headache, dizziness

5. Swollen & brise o,

Pastmedical hisory

“Thepatent has no hisoryof operaion no hosptalizaion. Thereis oo medical history
remrkabie to tis accdent.

fal area
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[image: image62.png]Additional 15”x3 97814 150.00
Massage Therapy 97124 60.00
Hot pad 97010 30.00
Final Exam 99080 100.00
Total 9,960.00

Roger Chan L.Ac., Ph.D
AC#5600
NPI#1225070147
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To:
192 Moo 10 Patiiya Jomtien Rd
Pattiya, Thailand.

Medical Repott

Patient Mz, Male, Hong Kong Citizen, is a 44 year of age. Visit to
ay clinic request of examination and treatment due to client being gun shot wound on his
mid left thigh and living in a day and night mare with a horrible environment, all king
and all type of phone calls, which interrupt to his living privacy and his freedom.

Patient suffered from headache and depression and his left thigh pain with dull aching
these suffer to his dally living live from the gun shot wound since last year of August 26,
2006,

He survived from an assassinate him at his office pattiya, Thailand by a thai lady, on the
same day, who supposs his broken up girl friend almost over on yearago. All the
sudden she show up in his office first interrupting his office and employee, then take
away his some office items and some of his cloth..., After both of them having
unpleasant aitercation., then she take off around fifteen minutes retum with a hand
gunand start shot at him. Fortunately, patient jump up and avoid of the kill. However,
that is never end, the killer still free at last and she continuous make phone call day and
night interrupt of his living quite and his effort and concentration for his business.
{Foreign visit investor of Thailand)

Chief complaints

1. Pain of left mid thigh
2. persisting headache and can not rest well with poor concentration
3. depresston and fluctuations with angry

History Review:

Medical History: There are essential unremarkable, before he suffered from the escaping
from the killing on August 26, 2006

Allergies History: Not know allergy to and medication, and seldom visit any or consult to
hospital or medical facility

FPamily History: Patient relates no history of any serious disease. There are no any kind

Current medications: None
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[image: image64.png]Social Higlovy: Patient denied from cigarette smoking, he had been stop the smoking
hubit for the tast twenly yeurs, und wleoholic drinking only ocensionnlly

Review system:

Control norvous systens: Pationt donics from Y vl nervous systes {lnesy post
» There is no history of psychiatric problem as complaint and
observed,

Ear, Eves, Nose and Throat: there ate no any previous history of broken of nose or nose
bleeding or any disturbance of smelling, no hearing

impairment o ear ringing noise or pain or discharge; teeth

no chipping or gum swollen or bleeds or any sign of injury
in the past. The Uvula and to tongue in normal examined.
Nose, there are no any problem,

Endocrine system: There are no history of diabetes. No adrenal gland or pituitary
problem and no history of Thyroid disorder

Respiratory system: There are no history of pulmonary problem, including chroic cough
or difficuity of breathing and no respiratory distress or bronchial
asthma.

Cardig-vascular system: Thers is no history of hypertension and or cardio-vascular
disease.

Uenitor-utinary system: No past history of hematuria, dysuria or urinary outlet
obstruction

Physieal Examination:

Vital sign: Age: 44 Sex: M Height: 7' Weight: 140 Lbs
Temp: 96.4 F  BP: 122/68 mmHg  Pulse: 66/Min Resp: 14/Min

Patient, Mr. chan ching tak enos represent in front of me, he look king of unpieasant of

his mood, his voice in a low pit and small voice. He is a well development and

moderate nousished male, ambulatory with out too difficulty but with some

pain and soreness of his left thigh patient is alert, conscious, coherent and

cooperative patient looked appropriate to his age '

skin: Normal temperature with little dark in color and normal turgid,  There are no sign
of black blue (purple) on his body and extremities

Head: Patient review with normocephalus, there are no bump or lump seen, but patient.

complaint persisting dull headache
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[image: image65.jpg]Eyes: there are no sign of Nystagmus. The sclera show pink and no icteric or congested,
no discharged, the conjunctivae is pink and no sign of bleeding, both pupils are in

round shape, equal in size and shape, reactive to light with normal accommodation
and vision are normal

Ears: The tympanic membranae of both ears are intact. Patient feel no vertigo or dizzy

Nose: There are not significant of nasal septum and/or nasal bones fracture, the nose in
normal shape

Mouth and throat: There are no post nasal dripping noted.  There are not any oral lesions

on soft palate and uvula and tongue in the central mid-line and normal
swallow function and normal gap reflex

Neck: Upon examination ta patient’s neck region, he had complaint of some sore on both
side of his neck muscle. The neck motion range are normal and within its
normal motion range

Chest: chest wall present symmetrically and freely expansion while breathing, There
are no [.C.S. retraction and no crepitated of rib or any sign of rib fracture, the
anterior-posterior  and lateral compression of chest cage did not elicit of pain or
tenderness, patient breathing freely without difficulty

Lung; Both lung are clear on auscultation and percussion and reveals no dullness and not
rale or rhonchi audible over both lung fields

Heart: the heart in regular sinus rhythm with rate of 66 beat/min.  thére are no murmur
or gallop or friction rubes, no click were audible. Blood pressure 122/68 mmHg

Abdomen: There are no pain or guarding, there are no mass were palpable, no
hepato-splenomegaly noted, normal active bowel sound is audible.

Upper limbs: Both upper limbs are normal in size and shape, all joints function range
within normal limited, there are no pain or joints swollen or any difficulty
of motion no muscular atrophy or dystrophy noted and sensory normally
present

Loywer limbs: The left lower limb look lightly atrophic changed, also noted some pain
On the mid-lateral of left thigh. There a gum shot wound with bullet
likely 3.8 caliber still remaining inside the tender muscle of left thigh, it did
effect to patient walking limbing-galt. Also note the bullet inlet site the skin
and tissue had been perform debridement and repair, the behind tissue
damage therefore the region being depression at the mid upper portion of
the left thigh, there are another two incision scar with-length of 3.5 cm in
length at mid-front of left thigh and another of 2.6 cm at id-lateral of lefl
thigh and surrounding region noted pain and tender on palpation, these two
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[image: image66.png]Incisions likely at the E.R physician attempt of remave the fragment of
bullet and non-make. The right leg are normal on examination and not
pain. -

Upper back and lower back: Nocmal examine and with out any deficil of it-function and
Sensory

Neurological examination: There are some sensory distucbance of the on the surrounding
skin on the left thigh, others seem Lo be reactive and without
any significant of abnormality

Diagnosis: {. Gun shot on left mid-thigh, bullet fragment still in bedding inside the left
- thigh muscle

2. Museular dystrophy from the gum shot bullet route causing muscle
muscular damaged

3. Acute emotional distress, depression and acute anxiety from chronic
mentally abuse from broke up fiend phone calls

Planning and treatment:

.~ Patient should consult to psychologist for his mentally depress.

2. the bullet fragment, if there still creating more on symptomatic
discomfort to his living life, then it should be removed, then follow of
physical therapy and rehabilitation treatment for three to six months

3. Must using legal act and/or settled down with his broken-up girl friend
and to prevent any further interrupt of his work and living life

Sign:
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[image: image67.png]Date: May (8", 2007

To:
192 Moo 0 Pattiya-Jomtien Road
~ Pattiya, Thailand

Medical Report
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‘? Las Tunas Acupuncture & Herbs Clinic

206 £. Las Tunas Or. #1, San Gabriel, CA 1776
Tel: (626) 285-6371

MEDICAL REPORT

PATIENT: Han, . 7 ' Dec. 07,1999

DIAGNOSIS: Shoulder Pain
RECOMMENDATION; ONLY WORK FOUR DAYS A WEEK FOR TWO MONTHS,

Las Tunas Acupuncture
&

Herbs Clinic
206 E. Las Tunas Dr. #1
San Gabriel, CA 91776
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[image: image72.png]LAS TUNAS ACUPUNCTURE & HERBS CLINIC Receipt
ROGER CHAN L.Ac
206 E. Los Tunas Dr., #1, San Gabriel, CA 91776
Tel:{626) 285-6373
DATE:
RECEIVED FROM
DOLLARS $

FOR _Acupuncture Therapy

Amount of Account $
Amount Paid.......... $
Balance Due.......... 3
Cash [} Check [7] M.o. (]

By

THANK YOU!

70




[image: image73.png]190 Lynn foad, Suitc 330
Arthur S, Harﬂs’ M.D. m::iho\.mm! Qaks, CA 91360

Orthopaedic Surgery Telephone (803) 495-2400
0. 3700 Lomtied Street, Suite 110
s Oxnard, CA 93030
. , Telephanc (805) 988-6310
aond (lisg Haley
NAME DATE
ADDRESS

& A\( (UULheE )X WBE( v 6 w(“('

VATH MEALS £
ORIVING PRECAUTIONS O

00 NOT suBsTITUTE (1

REFIL UT. ICT. ’\
1010304 TIMES ’ " M.D.
NOM, RER AEG. NO. AH 8495255
G 37910
; 2190 Lynn Road, Suite 330
. Arthur S. Harris, o, g Thousant One CA 91300
Orthopaselic Surgery . tlephone (HOS) 495.2400
O 1700 Lombard Sireer, Suiw 110
Ox.na.;d. CA 93030
.o Telephone (805) 9886510
MW fs
NAME DATE ]
-/ .
S5/
ADDRESS f !

B Adcumione I} udbc  our

WITH MEALS (3
DRIVING PRECAUTIONS (3

DONQT suasTITUTE [

REFL UYL ICT,
102QIZATIMES M.D,
NON. RER REG. NO. AH 8495295
G 37310

73




[image: image74.png]2

o

@

® Qoooaoa

@ 0 4 I 2z 3

g T % 2 2 3 F
v FREESEE
o QW § g QO
§ £ 588585 ez
v a3 a B30 ~

.

REFERRAL SLIP
Date /-3/-02—

Tine

7
To: D1 }?0@"51 s CA/G’"?’L,
Address
Phane

Thes will titioduce my patient,
don o Fons

For: (D Oragnosis a )é-/Rays
& Trealmen| Q1 0her service

QO Case hislory has been lorwarded lo you undes
sepatale cover.

Remarks:

32 dm, s S I/L')/unaﬁ//ée
Roc ik 30 dy

REFERRINE OA. Raymend Bouchateau, 0.C,
& D ',
AcORESS San Gabrial, CA 81778
) V&I EOIOST
ﬁnONE

M§» 25
UAHGR SR ECIACTIES €O & HOW 143 c$an LEANDAQ. €4 BAY 1D

1 EENRRN

\ R e
Srhdher D aBS ety
AR )G MO 3
. L VC o R AR N
!*\\\(\\\Ewwxj_ R B RN A onter

.

72




[image: image75.png]1€D-9 vs 1CD-10 1 . 16 67

Dlagnosis 9
i Tioar
ow pn A oA
[ o
s pon T 5

v

Towwpon B

Shouterpon oA

i

Wit oo B

ek pun 7

ack i 15

Loverbockpun

E

g B

g

esisch 10

-

|




[image: image76.png]LB WORKERS COMPENSATION

MEDICAL, FEE
CPTCODE HEF AR M WwEAx K&ss
s s N

2 B 15:4) o
99202 Limited 25
99203 Intermediate 35
99204 Intended 451 .
99205 Comprehensive S E UL

ESTABLSHES

99211 Minimal & $20.02

99212 Brief 25 30,03

99213 Limited 35 40.04

99214 Intermediate 45 60.78 '

99215 Comprehensuve 455 Ll b 92.95

~ Acupuncture/Manual &+ & $54.74
78 1 Acupuncture/Electro =&

978  Cupping W

978  Moxibustion X #% 19.07
97124 Massage i s

97999 Unlisted b=l

f
PN
Zr
f-l'lﬂ
s
at
0 gy

R Y He2
R TTR R
FHoF ok ok g

i

%
T

TE.B:
Bk
N
=
o 3
m
&
=
O._i_'
B
Al
b
513
o
5
=
el
+ .
M
¥

75




[image: image77.png]i B I

=

&R

COD|  PROCEDURES ITEM

C-NAME.

RsE

NEW PATIENT (office visit)

2TBHIA
99201[Self Limited or Minor : BUNs O m 3235.00 »

99202|Low to Modcrn!e snv‘ér:l!y 5

Blrsaat

§35.00

99203 |Moderate Severity  +

BWisia

99204 |Moderate to High Severity

345,00

Plids @ $90.00

99205|Com prehensive \

RWsIHEE $250.00

EST.PATIENT {office visit)

WERL

9911 SEComnrolwn.\'h'c

99211 Minimal M5 $25.00
" 9on2 iSelf Limiied or Minor &Mﬁﬁ“ﬂ $35.00
99213 jll.ow to Modernte Scverity @M.ﬁﬂ‘m _ 345.00
'.*99214§r\10dern(c {0 Migh Severity %m%ﬁﬂ - 1890.00

| BHsS ML E $250.00

ACUPUNCTURE TREATMENT

99499 SR Haae oy B8 ATa, 860,00
09100 KT IZ AN BT 7 560.00
96300 RVS) B FBLE R BTE 860,00
97014, Liectrieal Stimulation e $30.00
970391 Undisted Modality (Speclly)’ 3‘?”%3&3 8
97110 ;Thcrapcuﬁlc Exercises (30 tnin,) SEEAR $25.00
97112 [Neuromuscular Reeduention Hevinigin R 325.00
97118 Electrical Stim. (manunt) 7] $30.00
| 97122’Trac(ion(nmnual) 5| $25.00
97124 [Massuge Therapy b7 $30.00
97010 | Hot/Cald treatment (ong areq) %,?%5& $25.00
97012 Tractlan, mechanjecal 3| $25.00
MISCELLANEOUS R |
99056 1Tome Services 3 R
99070!Supp”cs/.’\!nlcﬁhh ﬁ%‘?%&)ﬁﬁﬁnu -
[Herbs
L _‘,".\'ucdles | m;fw ’ —]
[Supplements ! grS
99080 ;Spocinl Reports (UCR) TS S40.00/pag'

|

74




[image: image78.png]ATTORNEY NOT PAYING SETTLED CLAIM
(Send Certified Mail - Retur Receipt requested)

Date

Casey Casemaker, Esq.
1900 Money Bucks Bivd.
Any City, USA 00000

Re: William Dunn
0OI:
Lien Amount $2,054.69

Dear Mr, Casemaker:

We have not received payment on the above noted patient, your client, and we
understand the claim has been settied. Please see the attached lien which you
previously signed and agreed to pay when the case setties. Our lien clearly
states that you agree to pay the amount in full upon settlement,

‘The patient i fully aware that the lien agreement was an agreement for our office
to wait for his claim to settle before the balance of his account became
immediately due, in full, without regard to the amount o the result of his
setloment.

We assume that you will honor your lien contract; but your delay is causing us
concern. Accordingly, we demand that full and immediate payment of SSSSS$
(see copy of bill and report). | am sure you are familiar with the provisions of the
Rules of Professional Conduct of the State Bar of California. The Bar charges
You as a fiduciary for moneys collected in this case.

| expect this payment to be made within 72 hours. Shotild you not be able to
meet this deadiine or make satisfactory arrangements | will make a formal
‘complaint about your fiduciary impropriety to the State Bar of California as well
as file a law suit against you.

Of course we prefer to not resort to these methods and expect we can maintain
the professional relationship established.

Sincerely yours,

<o patient




