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CONFIDENTIAL - MEDICAL RECORDS

This packet may contain information that is privileged, confidential and exempt from disclosure under applicable law. If
you are not the intended recipient, please forward these records to the person(s) who handles medical records for your
organization. Any misuse of this information is a violation of state and federal privacy laws and is strictly prohibited.



PLEASE EMAIL RECORDS TO
OTTOSNOW@TWC.COM #5761

] AL §T: Due to high demand for records, the date, this signed form to Disclose
ﬁ&a?&h mfwmaﬁan iﬁ mwi&mﬁ %rs ﬁw& Paﬁﬁm ﬂawrds Department (Telecom office), the request will e processed within.
7-buslness days. Holidays and weekénds aré sxcluded.

Your paper records will be mailed or sent electronically. There is a $6.50 processing and mailing
fee CD's of 35433#3, f#&i’a érfar 6‘%"8. ’,ﬁ‘;is mm@t be paid ;;riar m msiitngiam&iliﬂg
p* SR8 :_ \ gg &2

Amethod below: pf{’d’%e’ send AS
pdf ;;{??ﬁshmm?’fs

Patient Name: i}‘ﬁ‘fz} E ‘54@‘3&&5

Address: éﬁi L%ﬁ“r’ﬁm St

City: __Dane _ State: ME Zip: _OMM0]
Phone#: ™~ lternate: ' '
Email Addres&‘ Fax#:

I hereby consent to the release and disclosure of my personal health information to:
{P&a&e print the complete addriss. Any migsing information may cause s délay § in obtaining the records.)
Name (Organization i e}iher ﬁmﬂ i}mm}t} Ofte. £ ':»msm e ,
Address: G4 Lewhlon ST City: _ Dangor —State: ME_ Zip: 0490)
Fax #: ' ‘ ‘ ‘
For tiw following purpose(s):
Continuing Care v Personal Use Info for Insurance Info for Attorney
This authorization for release includes my personal health information consisting of:
Please select and specify below what is to be disclosed: _
_____Abstract of medical records: Two years of records mduﬁmg office notes, x-rays, CTs and MR reports.
Ahsmm of medical records; One year of records including office notes x-rays; CTs and MRI reports.
Aﬁaimai uf medical records; awiudmg office notes x-rays. CTs and MR reports. Date range:
T ﬁa&mmg} Images: date range:
_V/_ Physical Therapy records; date range: ?iﬁ 6 %%:‘,. m{‘ tude Al i PLR engr?{; N Foll
__Other (please be specificy ,

NOTE: Operative Reports must be obtained through the Hospital or Ambulatory Surgery Center where the
pmmﬁwﬁwrg&w kmi& place.

v i dnsiractions of i release within seven {75
. ELunderstand that 1 am free to revoke this release.
Ha information discloved wnder iy releise S siioot by

m«e;’m:‘ﬁmm* ad &m'i&ﬁgw g}mze:‘mi i:t the I’m .:m Hegulations $45 € A
This authorization will e of this request. This authorization is not valid if not

E}aim_ 5@ 2 31*‘2 d 5!

!’étiet&tﬁiggéfﬁw: .

Updated 8.10.2020

'@ REvOCATION DATE:
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FLORIDA OR OPAEDIC INSTITUTE THERA.

PAT. NAME: OTTO SNOW MR

Modalities/Procedures allowed/ visit: 4 units

Ded.

Amount: Ded. Met:
#VALUE!

Max out of

Pocket: $2,000.00 Amount Met:

Visit Limitations:

y
ARRIVAL LOG

#: 1027882 CLINIC: Telecom

Auth Required: []
Script Only: [

Owes $ #VALUE!

$94.58 Owes $: $1,905.42

35 VISITS PFR CAL YEAR COMBINED

3/24/2014
Prescription Dates:
USE ONLY
RX LENGTH # Visits Auth Exp DATE: COMMUNICATION LOG INITIALS
in visits  Auth'd ARRIVAL DATE Datg? y { MESSAGE:
\eNG P AT L—1"
v lplalid pad Ll
© ’l]’)hc{ r\qS (U‘/
X4
\{/l
A
N
P
7
"/
o/
L
(\/
"
19 19
20 20
21 21
22 22
23 23
24 24
DISCHARGE DATE: SAT SURVEY SENT DATE: INITIALS:




FLORIDA ORTHOPAEDIC INSTITUTE THERAPY
BENEFIT VERIFICATION AND INSURANCE AUTHORIZATION FORM
NPPES NPI Registry: NP| Rogistry Soarch Home

Availity toginfoAvality  USDeptoflabor  ACgModicolB Processivaonalobiome Tricare pumena witary Hopiincoro Services
Aetna htips /mevinel novimedocom AvMed AyMod for Providers and Hootihcarp Protossionats Cigna gyos;
Humana  ntip:swww humonn.comvproviders/ Medicare medicore {cs0 com United ptpsimwwwunitecestinestoonting com

Patient Name:  |OTTO SNOW | MR#: 1027882 Date: 4/1/2014

Tax ID: 592929608
DOB: Policy Number: [ Hog01933¢ | Dr. NPI: 1770784324

If Medicare FALSE
Verifying: PT Benefits CLINIC: l Telecom | 1f Avmed ., FALSE
We will bill Place of Service: 11 OFFICE VISIT 1f BCBS 14PW2

Secondary Ipsurapce
Insurance Name: BLUE CROSS Effective: 2/1/14 Insurance Name: Effective:
insurance Other Desc: HEALTH OPTIONS |Expires: Insurance Other Desc: Explres:
Is a Referral from PCP required No Is a Referral from PCP required
1s Authorization Required? No Is Authorization Required?
Therapy Visits Used this Year: (1] Therapy Visits Used this Year:
Copay Amount: $20 Co-Insurance %: 0% Copay Amount: Co-Insurance %:
Deductible Amount: $0.00 Deductible met: $0.00 Deductible Amount: Deductible met:
Max out of pocket: $2,000.00 $ Amount met: $94.58 Max out of pocket: $ Amount met:
Therapy Limitations: Therapy Limitations:
35 VISITS PER CAL YEAR COMBINED
(Used, (Used)
Maximum per calendar year or insurance plan year? [ $0.00 | $0.00 $_Maximum per calendar year or Insurance ptan year?
Insurance: [ BLUE CROSS ] [tnsurance: [
Modality/Procedure/Unit Limit?: 4 units Modality/Procedure/Unit Limit?: [
| Restricted Procedures
Restricted Procedures (CPT's): 87010, 87026, 97039 (CPT's): #NJA
Other Information: PER BCBS AUTH REP. AUTH IS NOT RQ REF@1-13451897671 MARTA S. | Other Information:
Reference Number: l AVAILITY/1-13451577221 Reference Number: [
Insurance Rep. Providing Information: [ MELY/AVAILITY ] Insurance Rep. Providing Information: [ ]
Authorization: Authorization:

From To Auth #/Name: # Visits |Source From To Auth #/Name: # Visits _|Source
SPLINT/ORTHOTIC AUTHORIZATION SPLINT/ORTHOTIC AUTHORIZATION
Splint/Orthotic Code: DME Benefits: I Splint/Orthotic Code: DOME Benefits: |
DME Deductible Amount: § Amount Met: DME Deductible Amount: $ Amount Met:
Copay: Co-Insurance: I Copay: Co-Insurance: I
Authorization Required: Yes/No Authorization Required: Yes/No
From To Auth #/Name: # Units  |Source {From To Auth #/Name: # Unkts __ |Source
Notes: ! Notes: [
Therapy Representative: [ TIA WILLIAMS ]




%;ﬁ%{ é Benefits Su 'm%ﬁﬁeéa tm Learn More »>

Transaction |ID: 3234008376 Customer ID: 2279  Transaction Date: April 1, 2014

Physical Therapy

Patient Name: SNOW, OTTO : Payer: FLORIDA BLUE
Date of Birth: 01/15/1956 ; .
Member ID: H88019334 F m

Gender: Male Ek(g @@

Subscriber Information

Address 1: 9177 JENA RD Group Number: 99999
City, ST. Zip: SPRING HILL, FL 34608-4765 ’Zl:rszonsor QHPVINDIVIDUAL UNDERG5 ALL COP
Plan: - 02/01/2014 - 12/31/9999
Pian Begin: 01/01/2014
" Plan End: 12/31/2014

View Less

Plan/Product Information MQ% S Q@Q\__W
Status: Active Coverage ) - m QL:)—‘:'

Service Type: Physical Therapy
Plan/Product: ALL COPAY PLAN 1491

THIS MEMBER IS IN THE 18T MONTH OF GRACE PERIOD. CLAIMS WILL BE PROCESSED
ACCORDING TO THE TERMS OF THE MEMBER'S CONTRACT. ADDITIONAL CLAIMS INCURRED

Message: IN THE 2ND OR 3RD MONTH MAY BE PENDED UNTIL THE OUTSTANDING PREMIUM IS PAID IN
FULL.
Payer: BLUECARE 1491
Address 1: PO BOX 1798
City, ST, Zip: JACKSONVILLE, FL 32231-0014
Status: Active Coverage
Service Type: Health Benefit Plan Coverage
Plan/Product: ALL COPAY PLAN 1491
View Less

Primary Care Provider

Primary Care MENEZES, LAKSHMI Telephone: (352) 686-3991

Provider:

Nano.n‘al Provider 1518983345

Identafagr:

Address 1: 10494 NORTHCLIFFE BLVD

City, ST, Zip: SPRING HILL, FL 34608




Primary Care 03/29/2005
Provider: )
View Less
Pre-Existing Information
Status: Pre-existing Condition
Coverage Level: Individual
Service Type: Plan Waiting Period
Message: PRE-EXISTING IS WAIVED
View Less
Other or Additional Payer
Date of Last
Update: 01/14/2014
Message: MEMBER HAS VERIFIED ONLY BCBSF COVERAGE
View Less

Service Type - Physical Therapy - In Network

View Additional Benefits

Eligibility & Coverage | Auth/Cert i . ~Place Of
Benefit ) Amount || Quantity .

\ Level Reguired : Service
Information 4o _
Co-Payment Individuél No $10.00 Office

Coltect
Payment
Individual No $10.00 Office
Coltect
Payment
Individual = Nao $300.00 Outpatient
Collect Hospital
Payment
Individual No R $20.00 OQutpatient
Collact Hospital
Payment
Limitations No 35 Visits OQutpatient
Hospital

Time

Period

Visit

Visit

Visit

Visit

Description

BLUE PHYSICIAN RECOGNITION

FAMILY PHYSICIAN

FACILITY BENEFIT

PHYSICIAN BENEFIT

COMBINED FACILITY THERAPY
MAXIMUM INCLUDES PT -
HOSPITAL, OT, PT - PHYSICIAN,
SPEECH, CARDIAC REHAB -
HOSPITAL, CARDIAC REHAB -
PHYSICIAN, SPINAL MANIP,
MASSAGE THERAPY




No

No

Out of Family
Pocket
{Stop Loss)

Family

Individual

indlividual ‘

Message:

$4,000.00

$3.905.42

$2,000.00

$1,905.42

35 Visits

35 Visits

35 Visils

Outpatient

Hospital

Qutpatient
Hospital

Quitpatient ~

Hospilal

Remaining

Remaining

Catendar
Year

Remaining

Calendar
Year

Remaining

COMBINED FACILITY THERAPY
MAXIMUM INCLUDES PT -
HOSPITAL, OT. PT - PHYSICIAN,
SPEECH, CARDIAC REHAB -
HOSPITAL, CARDIAC REHAB -
PHYSICIAN, SPINAL MANIP,
MASSAGE THERAPY

COMBINED PHYSICIAN THERAPY
MAXIMUM INCLUDES PT -
PHYSICIAN, OT, PT - HOSPITAL,
SPEECH, CARDIAC REHAB -
HOSPITAL, CARDIAC REHAB -
PHYSICIAN, SPINAL MANIP,
MASSAGE THERAPY

COMBINED PHYSICIAN THERAPY

- MAXIMUM INCLUDES PT -

PHYSICIAN, OT, PT - HOSPITAL,
SPEECH, CARDIAC REHAB -
HOSPITAL, CARDIAC REHAB -
PHYSICIAN, SPINAL MANIP,
MASSAGE THERAPY

Other or
Additiona! Payer:

MEMBER HAS VERIFIED ONLY BCBSF COVERAGE

UNLESS OTHERWISE REQUIRED BY STATE LAW, THIS NOTICE 1S NOT A GUARANTEE OF
Benefit PAYMENT. BENEFITS ARE SUBJECT TO ALL CONTRACT LIMITS AND THE MEMBER'S STATUS
Disclaimer: ON THE DATE OF SERVICE. ACCUMULATED AMOUNTS MAY CHANGE AS ADDITIONAL CLAIMS

ARE PROCESSED.

Coverage Guidelines Florida Blue Products and Plans

Hide Messages




Eligibility & Benefits Summary Results

Learn More »>

Transaction |D: 3234018375  Customer ID: 2279

Professional (Physician) Visit - Office

Transaction Date: April 1, 2014

Patient Name:

Date of Birth:
Member ID:
Gender:

SNOW, OTTO Payer:

H98019334

Floridea

FLORIDA BLUE

Male Bme @@

Subscriber Information

Address 1:
City, ST, Zip:

Plan:
Plan Begin:
Plan End:

" SPRING HILL, FL 34608-4765

9177 JENA RD

Name:
02/01/2014 - 12/31/9998
01/01/2014
12/31/2014

Plan/Product information

Group Number:
Plan Sponsor

99999

QHP INDIVIDUAL UNDERS65 ALL COP

View Less

Status:

Service Type:
Plan/Product:

Message:

Payer:
Address 1:
City, ST, Zip:

Status:

Service Type:
Plan/Product:

Active Coverage

Professional (Physician) Visit - Office
ALL COPAY PLAN 1491

THIS MEMBER IS IN THE 1ST MONTH OF GRACE PERIOD. CLAIMS WILL BE PROCESSED
ACCORDING TO THE TERMS OF THE MEMBER'S CONTRACT. ADDITIONAL CLAIMS INCURRED
IN THE 2ND OR 3RD MONTH MAY BE PENDED UNTIL THE OUTSTANDING PREMIUM 1S PAID IN

FULL.

BLUECARE 1491
PO BOX 1798
JACKSONVILLE, FL 32231-0014

Active Coverage

Health Benefit Plan Coverage
ALL COPAY PLAN 14291

Primary Care Provider

View Less

Primary Care

Provider:

National Provider

Identifier:
Address 1:
City, ST, Zip:

MENEZES, LAKSHMI

1518983345

10494 NORTHCLIFFE BLVD
SPRING HILL, FL 34608

Telephone:




Primary Care

Provider: 03/29/2005
View Less
Pre-Existing Information
Status: Pre-existing Condition
Coverage Level: [ndividual
Service Type: Plan Waiting Period
Message: PRE-EXISTING IS WAIVED
View Less
Other or Additional Payer
Date of Last
Update: 01/14/2014
Message: MEMBER HAS VERIFIED ONLY BCBSF COVERAGE
View Less

Service Type - Professional (Physician) Visit - Office - In Network

View Additional Benefits

Eligibility & Place Of Time

Benefit Coverage Au!hl(.lert Amount Quantity . Description '
. Levei Required Service
Information i
Co-Payment Individual Yes $10.00 Visit BLUE PHYSICIAN RECOGNITION;
Collect : AUTHORIZATION FOR PROVIDER
Payment ADMINISTERED DRUGS NOT

APPLICABLE FOR DRUGS
ADMINISTERED IN AN
EMERGENCY ROOM,
OBSERVATION UNIT OR DURING
AN INPATIENT STAY.

Individual No © $10.00 Visit CONVENIENT CARE CENTER
Collect ’
Payment
individual No $10.00 Visit FAMILY PHYSICIAN -
Collect . CONVENIENT CARE CENTER
Payment
individual No $10.00 Visit SPECIALIST - CONVENIENT CARE
Collect CENTER
Payment
Individuat ‘Yes $10.00 Visit FAMILY PHYSICIAN;

Collect AUTHORIZATION FOR PROVIDER



Payment ADMINISTERED DRUGS NOT
APPLICABLE FOR DRUGS
ADMINISTERED IN AN
EMERGENCY ROOM,
OBSERVATION UNIT OR DURING
AN INPATIENT STAY.
Individual Yes $20.00 Visit SPECIALIST; AUTHORIZATION
Collect FOR PROVIDER ADMINISTERED
Payment DRUGS NOT APPLICABLE FOR
DRUGS ADMINISTERED IN AN
EMERGENCY ROOM,
OBSERVATION UNIT OR DURING
AN INPATIENT STAY.
individual Yes $10.00 . Visit AUTHORIZATION FOR PROVIDER
Collect ADMINISTERED DRUGS NOT
Payment APPLICABLE FOR DRUGS
ADMINISTERED IN AN
EMERGENCY ROOM,
OBSERVATION UNIT OR DURING
AN INPATIENT STAY.
Out of Family $4,000.00 Calendar
Pocket Year
{Stop Loss)
Family $3.905.42 Remaining
Individuat $2,000.00 Calendar
Year
Individual $1,905.42 Remaining
Message:
Other or

Additional Payer:

Benefit
Disclaimer:

MEMBER HAS VERIFIED ONLY BCBSF COVERAGE

UNLESS OTHERWISE REQUIRED BY STATE LAW. THIS NOTICE IS NOT A GUARANTEE OF
PAYMENT. BENEFITS ARE SUBJECT TO ALL CONTRACT LIMITS AND THE MEMBER'S STATUS
ON THE DATE OF SERVICE. ACCUMULATED AMOUNTS MAY CHANGE AS ADDITIONAL CLAIMS
ARE PROCESSED.

Coverage Guidelines

Florida Blue Products and Plans

Hide Messages

.



FLORIDA ORTHOPAEDIC lNSTITU'l:E
Medical History Summary

Patient Name: _ OTTO SNOW MR#: 1027882 Cell Phone #: ~

‘Please complete this brief history form of alert your therapist to your current medical condition. Completing this
form enables the therapist to proceed immediately with your evaluation in the absence of your full medical record.
We appreciate your cooperation.

Date of Injury/lliness: LQte N llcx 1 ‘ \ 12__ Date of Surgery: “ [ {2
i

. {
Job Title: Pu&g(;gh@r’

] N

Description of Job Duties:

Please circle your response befow and list any additional information:

Do you have any metal, plates, pins, screws or joint replacements?

If yes, please list:

Do you have any broken bones:

Are you currently taking any medication(s)? . . \ / ‘
if yes, please list: Lcam 2 epowm | Navon Q, Sl nqu iar) \/l-‘- D
Are you allergic to anything? + ' 4 .
if yes, please list: 4 MOlC‘) y, Ay COr ‘&O”Qmm'MQCQS
1

Have you had heart surgery?
If yes, please list:

Do you have a hearing aid?
Do you wear dentures?
For women: Are you pregnant?

YES

YES
YES

YES

YES
YES
YES

Please check if you have any of Ihe}c')[l-owiﬁg conditions?

Q Heart condition or disease a Pacemaker

Q High blood pressure Qa Stroke (T1A or CVA)
a Low blood pressure a Rheumatoid Arthritis
a Seizures a Diabetes

a Arthritis (Osteoarthritis) Qa Cancer

Q Hemophilia a Respiratory Problems
Q Q

Osteoporosis Other

ALL Patients; (

lease complete
Are you currently receiving Home Health Therapy or Therapy in a Skilled Nursing facility? 0O Yes WNO

Q I have had previous Physical Therapy/Occupational Therapy for this condition / different condition in 2013.
Please circle ' Please cirele

Condition Treated: Approximate visits:

Condition Treated: Approximate visits:

Patient’s Signature:

Dat?: Cl J.( Q’ﬂ Z

Therapist’s Signature: - Date: -1 A

rd



FLORIDA ORTHOPAEDIC INSTITUTE REHABILITATION CENTER
Patient Financial Responsibility Acknowledgement

The following information was provided to us by your insurance company.
Please review and sign below to confirm your acknowledgement and understanding.

PATIENT NAME: OTTO SNOW MR#: 1027882
PRIMARY INSURANCE: BLUE CROSS Other: HEALTH OPTIONS
SECONDARY INSURANCE: Other:
PRIMARY INS. SECONDARY INS. SPLINTS/ ORTHOTICS

Deductible Amount

Ded. Amount Met

Ded. Amount Owed

Co-pay - - $20.00 _ __
Co-Insurance

Maximum out of pocket . $2,000.00
Maximum out of pocket met $94.58

Benefits expire

Authorization required No
Authorization
Number/Name
Code Auth:
I Limitation ECONDAR . Limitati
|35 VISITS PER CAL YEAR COMBINE
Dollar Maximum Per . B . Doltar Maximum Per
Calendar/Insurance plan year Calendar/Insurance plan year if
if applicable applicable
Other; Other;

PER BCBS AUTH REP. AUTH IS NOT RQ REF@1-1j451897671 MARTA S.

*xx r. n ice: (P nt pl e read full

This does not constitute a guarantee of payment or an exact amount of your co-pay, co-insurance or deductible, This Is a
description of benefits from your Insurance company given to us at this time. Should a dispute arise between this estimation

and your Insurance Company Explanation of Benefits (EOB), the Patient Responsibility noted on your insurance Explanation
of Benefits (EOB) shall prevail. We urge you to contact your insurance company, at the phone number listed on your
insurance card, and confirm these benefits, and review your Insurance EOB’s as they come to you. In this way we can work

e L11€]19

SIGNATURE:

WITNESS:




FLORIDA ORTHOPAEDIC INST11UTE

Account #: 1027882
Today's Date: 04/01/14
Recall: 062012

Name : OTTO SNOW
Addr: 9177 JENA RD
L 34608
Phone:
Dob:

Ss#
ACCOUNT EMAIL:

Name : OTTO SNOW
Addr:
2177 JENA RD
SPRING HILL FL 34608-
————— Referring Physician----
Name CHIRAG N PATEL, MD
Addr STE 330
13906 LAKESHORE BLVD
HUDSON FL 34667
Phone: 727-863-7766

Primary Insurance

BCBS HEALTHOPTIONS HMO

Ins Type: I

Policy: H98019334
Group: 99999
Subcriber: OTTO SNOW
1. 3.

BCO1l 2.

Responsible Party Information

Appt Date:
Patient Bal:
Insurance Bal:

Name :
Addr:

-4765

Phone:

999-999-~

04/02

9999

Sex:

Name :
Phone:

476
Rltn

Name :

Addr: STE 250

Primary Care ProvideTr-

/14

SELF EMPLOYED

MUKESH H MEHTA, MD

17222 HOSPITAL BLVD

Phone:

HEALTH INS

‘PLEASE ANSWER THE FOLLOWING

Ins Type: P
Policy:
Group
Subcriber:
5. 6. 7.
QUESTIONS:

FOR AN AUTO RELATED ACCIDENT? YES

FOR A WORK RELATED ACCIDENT?

1. ARE YOU BEING SEEN TODAY

2. ARE YOU BEING SEEN TODAY

3. IN THE PAST YEAR (SINCE 1/1/13),

. SERVICES, INCLUDING IN HOME HEALTH SETTING?

YES

YES

RESIDED IN A SKILLED NURSING FACILITY IN THE PAST 30 DAYS?

YES

BROOKSVILLE FL 34601

HAVE YOU HAD OR ARE YOU CURRENTLY
PARTICIPATING IN OUTPATIENT PHYSICAL, OCCUPATIONAL OR SPEECH THERAPY%EZ

NO

IF YOUR INSURANCE IS MEDICARE, DO YOU CURRENTLY RESIDE IN OR HAVE YO

NO

BLUECARE HMO
PO BOX 1798

JACKSONVILLE FL 32231

Comments:

PATIENT SERVICE REP INITIALS:

ADJ NAME:
ADJ PHONE:
DATE OF INJ:
INS PHONE#:




P T

Patient._( e o INSTTTUTE ~ Clinic:

Diagnosis: 3% ag@m‘ﬁ M MR #:

Sig. Medical Hx: Next MD Visit:
: Treatment Flow Sheet
- Visit #[1/ 2/ 3/ 4/ 5/ 6/ . 7! 8/ 9/ 10/ 11/ 12/
. {continuation)| / / / / / / / / / / / /

Date:f5-% 4 |{ ™ [G2aw 162w [1-1y

Modality/Exercise
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S:fTherapy Dept/Comman Docs/Clinlcal Forms/Evel Forms/TX Flow



Clinic:

Patient:
Diagnosis:

Insurance:

Telecom

OTTO SNOW

“TOR ‘l DA

OR i~ L)l AL

"™
el

CITuUTE

Reeplng you active.

ST oo [shuin

BLUE CROSS

HEALTH OPTIONS

Restricted Modalities/Procedures:

97010, 97026, 97039

MR #: _

1027882

Next MD Visitd ). \l \ \I

Sig Medical HX:

Visit #
(continuation)
Date:|[<-1@
Modality/Exercise
T 3
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OR%]}’}K%%]C Routine For:
INSTITUTE

Keeping you active,

CHART COPY

Created By: Matthew Blevins, DPT, MTC

Jun 26, 2014

BACK - 15 Knee-to-Chest Stretch (Ali-Fours)

With back rounded, pull right knee in toward chest, then
push leg backward, straightening knee and flattening back.

Repeat _10 times perset. Do__3 _ sets per session.
Do__J__ sessions per day.

BACK - 14 Angry Cat Stretch

Tuck chin and tighten stomach, arching back.

Repeat __Q times perset. Do__3  sets per session.

Do__1  sessions per day.

BACK - 101 Piriformis Stretch (All-Fours)

= A

WE DO THIS AT THE TABLE WITH YOU STANDING
ON LEFT LEG AND RIGHT LEG ON TABLE

With right leg crossed in front, slide other leg back, lowering
hips until stretch is felt. HOLD 30 SECONDS

Repeat __3  times per set. Do
Do__1 __ sessions per day.

sets per session.

REHAB: TRUNK - 3 Rotation: Standing

STAND ON RIGHT LEG

Side toward anchor in shoulder
width stance. Hands
overlapping at chest, rotate
body away from anchor.

Repeat _10_ times per set.
X Repeat to other side,
Do_3 sets per session.
Do _3 __ sessions per week.

Anchor Heighi: Chest

HIP / KNEE - 52 Step-Down / Step-Up

STEP UPS LEADING
WITH RIGHT LEG

Repeat __10 times
per set.
Do__3__sets

per session.
Do__1 _secssions
per day.

TRUNK STABILITY - 13 Bridging:
with Straight Leg Raise

St

WE DID THIS AT THE LOW MAT TABLE
With legs bent, lift buttocks inches from floor. Then
stowly extend left knee, keeping stomach tight.

Repeat _ 10  times perset. Do__3  sets per session.
Do __1__ sessions per day.

Copyright © 1999-2010, VHI
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Congratulations on Compleiihg Your Motion Analysis of Running!

Your personal data have been presented to you in a series of pictures about how your joints move in space. The
reflective markers placed on your body reflected the infrared light from the camera rings around you during the
test. The reflected light was captured by the cameras and the signals were processed by the computer. From this
information, we created a 3 dimensional skeleton model of you while you run.

We measured your motion in three planes: [ s MUS cu_ WL eSS

ey - ;—\H-

& 6“4-(-&/30«* (L(vf(:

‘¢
i i do of ST BRAN
the sagittal plane (from the side) ! 4:4\% St " « Jed sicte

Nnawve vav vinent- i
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the frontal plane {from the front)

the transverse plane {looking down from the top)

Each of your joint motions was tracked during the gait cycle. A gait cycle is the time from one heel strike to the
strike of the same foot again. The motion of the ankle, knee, hip, and pelvis are presented in the three planes.
Information on your temporalspatial characteristics of your gait (cadence, step lengths and center of mass
displacement) is provided.

FEXYY

GAIT CYCLE PHASES

Foot strike Mid-stance Late stance Push off Swing Foot Strike

0% of cycle ~65% 100%




PARAMETER DESCRIPTION Total/Left Right

Step Count 33
Distance ' 2120.77
Ambulation Time 19.76
¥ Velocity *- . 107.3
¢ Cadence 100.2
Normalized Velocity 1.14
Step Time Differential 0.04
. Step Length Differential 4.696
Cycle Time Differential 0.005
Functional Amb. Profile 94
Leg Length(cm) 94.5 93
Step Time(sec) 0.617 0.577
% Step Length(cm) : 62.131 66.827
Step Extremity(ratio) 0.66 0.72
Cycle Time(sec) 1.195 1.19
Stride Length{cm) . 129.177 128.796
Y.HH Base Support(cm) . 18.423 18.361
Swing Time(sec) 0.431 0.402
Stance Time(sec) 0.764 0.788
Single Supp. Time(sec) - 0.402 0.431
BDouble Supp. Time(sec) 0.361 0.361
X Swing % of Cycle : 36.1- 33.8
X Stance % of Cycle 63.9. 66.2
Single Supp % Cycle 33.6 36.2
Double Supp % Cycle 30.2 30.3
Toe In/ Out 10.3 10.9
HeelOffOn Time : 0.129 0.057
HeelOffOn Perc 10.8 4.8
Double Supp Load Time 0.175 - 0.186
Double Supp Load %GC 14.6 15.6
Double Supp Unload Time 0.186 0.174
Double Supp Unload %GC 15.6 14.6
Stride Velocity _ ~ 108.169 108.3
Step Len Std Dev 2.707 2.484
Step Time Std Dev 0.021 0.015
Stride Length Std Dev . 4177 3.228
Stride Time Std Dev 0.025 0.023
Swing Time Std Dev 0.019 0.013
Stance Time Std Dev 0.021 0.016
Stride Velocity Std Dev : 4.925 4.43
Single Supp Time Std Dev 0.013 0.019
Double Supp Time Std Dev 0.019 0.017
Heel Off On Std Dev 0.086 0.023
Supp Base On Std Dev - 2.487 2.051
Foot Length 30.6 30.7

Foot Width 9.826 10.042
Standardize Amb Ti .

Trigger 1 First {0/1)

Trigger 2 First (0/1)

Trigger 1 Last (0/1)

Trigger 2 Last (0/1)




W ALKIN &

gAEETFOOT

PARAMETER DESCRIPTION Total/left Right

Step Count : 37

Distance 2161.28
Ambulation Time 20.92

Velocity ’ 103.3

Cadence 106.1

Normalized Velocity 1.1

Step Time Differential 0.031

Step Length Differential 4.79

Cycle Time Differential 0.005

Functional Amb. Profile 89

Leg Length{cm) 94.5 93
Step Time(sec) 0.581 0.55
Step Length(cm) 56.083 60.873
Step Extremity(ratio) 0.59 0.65
Cycle Time(sec) . 1.135 1.13
Stride Length(cm) 117.37 117.353
HH Base Support{(cm) 18.775 18.581
‘Swing Time(sec) 0.445 0.41
Stance Time(sec) 0.69 0.72
Single Supp. Time(sec) 0.41 0.445
Double Supp. Time(sec) 0.278 - 0.274
Swing % of Cycle 39.2 36.3
Stance % of Cycle 60.8 63.7
Single Supp % Cycle 36.1 39.4
Double Supp % Cycle 245 242
Toe in / Out 7.3 10.7
HeelOffOn Time 0.127 0.08
HeelOffOn Perc 11.2 7.1
Double Supp Load Time 0.14 0.138
Double Supp Load %GC 12.3 12.2
Double Supp Unload Time 0.138 0.136
Double Supp Unload %GC 12.2 12
Stride Velocity 103.521 103.955
Step Len Std Dev . 2914 2.116
Step Time Std Dev 0.02 0.027
Stride Length Std Dev 4.264 3.
Stride Time Std Dev 0.033 0.04
Swing Time Std Dev 0.02 0.028
Stance Time Std Dev 0.027 0.024
Stride Velocity Std Dev ’ 5.301 4.843
Single Supp Time Std Dev 0.028 0.02
Double Supp Time Std Dev 0.023 0.021
Heel Off On Std Dev ‘ 0.063 0.033
Supp Base On Std Dev 1.832 1.407
Foot Length 25.6 26.2
Foot Width 7.225 6.993

Standardize Amb Ti
Trigger 1 First (0/1)
Trigger 2 First (0/1)
Trigger 1 Last {(0/1)
Trigger 2 Last (0/1)
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ID 2524
Date 6/10/2014
Speed 19 _mph_
SAGITTAL FRONTAL TRANSVERSE
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UNIVERSITY of

UF |FL.ORIDA

The Foundation for The Gator Nation

& Rehabilitation
PO Box 112727
Gainesville FL 32611
352-273-7073
352-273-7388
Contact: Darlene Bailey
bailede@ortho.ufl.edu

Customer Information:

Department of Orthopaedics

INVOICE

Invoice #: 110

Invoice Date: 6/10/2014

Terms: Net 45 days

‘Billing Address:” ~ 1. Ut o - e
Company:

Name: Otto Snow

Address: 9177 Jena Road

City/State/Zip | Spring Hill, FL 34608

Date i ' " Product Description: . =~ - Quantity. | -~ Rate . - Amount - .
6/10/2014 Galt Analys:s Motion Analysis 1 295 295
0
0
0
0
Comments:
Please make checks payable to: University of Florida
Method: check
CK# 2200 @
A k I D Grand Total: $295

CK.NO. 22000

DATRternatlseOnly_

Principle I'hvestigator:
Study Name:
Project #:

Deposit: 29170100




CHART COPY

FIORIDA .
ORTHOPAEDIC  Routine For:

OPAE .
INIBVIE™  created By: Matt Weaver, PT, DPT, MTC

Keeping you active.

May 20, 2014

HIP / KNEE - 56 TRUNK STABILITY - 13 Bridging:
with Straight Leg Raise

Stand on step, left leg
off step, knee straight,
Raise unsupported hip,
keeping knee straight.

o

Repeat __10  times
per set. " . .

With legs bent, lift buttocks inches from floor. Then
Do _3__sets lowl d right ki keepi hti
per session. slowly extend dght knee, keeping stomach tight,
Do __1__ sessions 5 Repeat __10  times perset, Do__3  sets per session,
per day. Do _1__ sessions per day.

Copyright © 1999-2010, VHI

Page 1 of 1




FLORIDA .
ok'rr%v.:\gmc Routine For:
[NSTITUTE

Keeping you active,

CHART COPY

Created By: Matthew Blevins, DPT, MTC

May 16, 2014

BACK - 14 Angry Cat Stretch

Tuck chin and tighten stomach, arching back.

Repeat 10 times perset. Do__2 _ sets per session.

Do __1 __ sessions per day.

BACK - 10 Arm / Leg Extension: Altemnate (All-Fours)

Raise right arm and opposite leg. Do not arch neck. Then
Switch.

Repeat _10__ times per set. Do __3 _ sets per session.
Do __| __ sessions per day,

Copyright © 1999-2010, VHI

Page 1 of 1




FIORIDA .
ORTHOPAEDIC  Routine For:
INSTITUTE

Keeping you active.

CHART COPY

Created By: Michele Bochert, MA, ATC, LAT

May 07, 2014

Crab Walk

With tubing loop
wrapped around your
shoes, slightly bend
your knees and make
sure your feet arc
facing forward. Side
step ncross the room
( fect) keeping
knees bent and
maintaining feet
forward. Then side
step back across the
room, leading with
opposing leg. Repeat
this times,

Monster Walk

Place tubing loop
around ankles.
Keep feet facing
forward and kaecs
straight, walk
across the room,
swinging each leg
out and around to
take a step.
Maintain feet facing
forward and knees
straight, Walk
feet. Repeat
this exercise
times.

TRUNK STABILITY - 9 Bridging

Slowly raisc buttocks from floor, keeping stomach tight.

Repeat __1Q__ titnes perset. Do __3 __ scts per session.
Do _1__ sessions per day.

REHAB: LOWER EXTREMITY - 6 Hip Abduction: Side-
Lying (Single Leg)

Lie on side with knees bent, tubing around thighs just above
knees. Raisc top leg, keeping knee bent.

Repeat _10 times per set. ___ Repeat on other side.
Do _3  sets per session. Do sessions per week.

Copyright © 1999-2010, VHI

Page 1 of 1



FIORIDA
ORTHOPAEDI
INSTITUT
Keeping you active.

Routine For:
Created By: Michele McCoy, MA, ATC, LAT

CHART COPY

Apr 29,2014

SLR Glut Medius

Lying on your side
with affccted leg os
your top leg.
straighten knee and
pull toes towards
you. Lift leg about
8 inches and then
move it back, not
allowing your hip to
roll backwards,
Hold this position
for scconds.
Retumn to sinrting
position. Repeat

Double 90's

Lying on your side, slide your bottom knee up until your hip
and knee are at a 90 degree angle. Maintnining a 90 degree

Lying on your side, bend top leg go that your hip is a1 90
degrees and your knee is bent to 90 degrees. Keep knee
elevated, do not allow your hip 10 rotate forward go that your
knee is resting on the 1able. Slowly raise your foot so that

times, Do angle ot your hip and knee, raise your foot up so that your your knce rotates down. Then stowly lower foot 5o that your
T sets. knee rotates down, T!:cn Iow:c: your fqol so that your knee knce rotates up, Repent this exercise tmes.
- rotates up. Repeat this exercise umes. -_
Crab Walk M Walk
With tubing loop Piace tubing loop
wrapped around your sround ankles,
shoes, slightly bend Keep feet facing
your knees and make forward and knees
surc your fect are straight, walk
facing forward. Side across the room,
step ncross the room swinging ench leg
{ feet) keeping out rnd around to
knces bent and takc o step.
maintaining feel Maintain feet frcing
forward. Then side forward and knees
step back across the straight. Walk
room, leading with feer. Repent
opposing leg. Repeat this exercise
this times. times,
Copyright © 1999-2010, VHI Page 1 of ]




Lay on side. Rotate
BOTTOM hip to bring foot
up.

Slowly lower foot to start
position.

Perform sets of
repetitions.

Perform times a day.

Lay on side. Rotate

UPPER hip to bring foot up.
Slowly lower foot to start
position.

Perform sets of
repetitions.

Perform times a day.




Layon _____ side. Kick
UPPER leg UP and BACK at
a 45 degree angle.

Perform sets of
repetitions.

Perform times a day.







FTLORID: omr).
R EDIC  Routine For:

CHART COPY

[N““UJE Created By: Matthew Blevins, DPT, MTC

Keeping you active.

Apr 16,2014
Lumbar Routine

HIP/KNEE - 66 Stretching: Piriformis (Supine)

HiP 7/ KNEE - 48 Piriformis (Supine)

Pull right knee toward opposite shoutder. Hold _30__
seconds. Relax,

Repeat 3 times perset. Do
Do __2 __sessions per day.

sets per session.

Cross legs, left on top. Gently pull other knee toward
chest until stretch is felt in buttock/hip of top leg.
Hold _30 scconds,

Repeat __3 __ times per set. Do
Do _2__ sessions per day.

sets per session.

SPINAL MOBILIZATION - 32 Pclvic Rotation:
Knee-to-Chest (Supine)

With right leg hanging over side of bench, other knee to
chest, relax leg as much as possible. Hold _3Q__ seconds.
Relax.

Repeat __3__ times per set. Do
Do _2__ sessions per day.

sets per session,

UPPER LEG - 1 Quadriceps

USE A BELT OR STRAP TO ASSIST

Lying on h with thighs . gently pull ankie
toward buttocks until stretch is felt. Hold 30 seconds. Repeat
with other ankle.

Repent _3  times. Do __2 _ sessions per day.

HEAT IN THE MORNING
ICE OTHERWISE
10-15 MIN

2-3 TIMES A DAY

Copyright © 1999-2010, VHI

Page 1 of 1



. Ol THERAPY BILLING GUIDELIN_

Aetna: Cannot Bill:
1) 95831/95851 together
MMT Ext.&Trunk/ROM Ext& Trunk
2) 95832/95852 together
MMT hand/Rom hand
3) 97033 ionto

Auto: General:
1) First visit require signed GREEN D&A Form
2) Therapist and Patient sign bottom of charge ticket daily

3) Must have secondary insurance which FOI is a provider

Blue Cross Blue Shield of Florida

General:

Cannot Bill

Hot/cold pack 97010
Infrared 97026

Out of State: varies by state confirm benefits

AVMED: 1) Cannot bill 97010

Managed Care:
General:
1) Consult Arrival Log to identify insurance restrictions

Iontophoresis 97033 2) No ROM/MMT's procedures wyin 30 days of each other
ADL 97535 3) No Eval/Re-eval w/in 30 days of each other
Medicare: ‘
) General:

1) Complete billing worksheet for time/service based units

2) Modifiers:
GP: by all Physical Therapy charges
GO: by all Occupational Therapy charges

-59: distinct separate site/procedure/time period

KX: when $1900 cap reached and patient has valid exception

4) icare S ial H
. Electric Stim (97014) bill as G0283
5) Cannot bill
Hot/cold pack 97010
Anodyne Infrared 97039

* Infrared 97026: Cannot bill on Diabetic wounds, ulcers, neuropathies

0-7 min 0 units
8-22 min 1 unit

23-37 min 2 units
38-52 min 3 units
53-67 min 4 units
68-82 min 5 units
83-97 min 6 units

United:

Tricare:
1} Cannot Bill Hot/Cold pack 97010 1) Cannot Bill Hot/Cold pack 97010
2) Cannot Bill Anodyne 97039 2) Electrical Stim use G0283
3) Cannot Bill Infrared 97026 3) Cannot Bill Anodyne 97039, Bill Infrared 97026 .
US Dept of Labor: Modifiers: CPT Supplies: W/C  Non-WC
Cannot Bill 97140 |97530 (59) 99070 electrodes 2x2 $4.00
1) Hot Pack/ Coldpack 97010 97012 | 97140 (59) electrodes 2x4 $5.75
MMT 97752 all 87002 (59) 45 cm Ball $14.00 $23.00
all 97004 (59) S5 c¢m Ball $16.75 $27.50
2) Can Bill: PT Eval * 97001 65 cm Ball $19.50 $32.00
OT Eval * 97003 75 cm Ball $31.00 $41.00
* 1 per claim every 6 mths. 8" Overball $8.50 $14.00
Work Comp: Hybresis Patch $10.00 $10.00
General: home pulley . $10.00 $16.00
1) 4 procedures per visit (only) unless special written auth. to bill more cerv/std ice/hot pack $15.50 $25.00
ie) 2 Dx or body parts, lumbar ice/hot pack $23.00 $38.00
2) Supplies do not count as a procedure ie) can do 4 units plus a supply, (attach invoice) putty 4oz. $4.50 $7.00
3) No ROM/MMT procedures w/in 30 days of each other otoform 2 oz. $5.00 $8.50
4) Can Bill ' otoform 4 oz. $10.00 $16.25
Initial Evaluation PT or OT  97001/97003 otoform 6 oz. $15.00 $24.50
Foliow up MMT= 97752 silicone 1/4 $9.00 $14.50
Follow up MMT+ROM= 97752 silicone 1/2 $17.00 $28.25
Foliow up ROM= 95851 or 95852 coban 1" (per rolf) $1.50 $2.00
HOT PACK 97010 digital gel tube (ea) $5.00 $8.50
digital gel cap (ea) $4.50 $7.50
buddy strap $2.50 - $3.75
Biofreeze 3 oz $8.00 $12.75
Biofreeze 16 oz $25.00 $41.00
VA: Lumbar Roll $9.50 $15.50
1) Modifiers; Ex. Handle $5.00 $8.50
GP: by all Physical Therapy charges Mini Vibrator $15.00 $24.00
GO: by aill Occupational Therapy charges QOedema Glove $5.50 $8.50

L3030  Orthotics

$65.00




FLORIDA
ORTHOPAEDI(, |
IWE Physical Therapy Discharge Summary

Patient: % S0 Date: [ { /T! I K{

Physician: Pl - MR Number:_(Q 2.7] K&’)L
Diagnosis:  SA_ ﬁ“()’“("u.ﬂ . Visits ordered/ attended: ! / ¥ _
TREATMENT: _ . :
}iTherapeuﬁc Exercise o Aquatic Therapy o Neuro-muscular Re-education

anual Therapy 0 Gait Training o Heat / Ice

0 Electrical Stimulation o Traction . o Other:

The patient was taught a home exercise program: %omplete o incomplete 0 none

The pt. is independent with the HEP as instructed. Bkyes 0 1o o unknown -
PHYSICAL EXAMINATION: '

o Last noted objective measurements dated:

o The patient was not available to be examined for this discharge summary. Initial presentation
and measurements can be found on the evaluation dated:

GOALS: (based on observation and assessment during recent appointments)
Tnitial goals can be found on the evaluation.

1) ROM goals fMet o Not Met o Unknown o Partially Met:
2) Strength goals Met o NotMet o Unknown o Partially Met:
3) Functional goals Met 0 NotMet o Unknown 0 Partially Met:

4) Other: Met oNotMef  0Unknown o Partially Met:

ASSESSMENT AND PLAN:
The patient will be discharged at this time because:
o the patient was discharged by the physician.
e patient met all goals; instructed to continue HEP for ROM/strength.
e patient can continue on an independent basis to regain final ROM/strength.
o the patient does not want to returmn to therapy because their condition improved.
o the patient does not want to return to therapy because they feel therapy has not helped.

.. O the patient cannot be reached dTpite multiple atternpts.

o the patient’s benefitg bave b exhausted/expired; patient offered private pay, but denied..
o other: : :

: RN
Date: -

Therapist’s Signature:

T —
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PHYSICAL MEDICINE AND REHABILITATION
L

| _______OESCRPTION | | ] .
EVALUATIONMENT SUBJECTIVE: F’L\m <1 \“k\. AR~

D \wg

DAILY NOTE PHYSICAL THERAPY [ ] OCCUPATIONAL THERAPY

8 IR &N WP O N ot TedT A O
. - TrT Cr 0
J'\)] R3% | EE G O ' I o BTN 100 3 BT 1 2530 ‘ii,tH! A
3 DX x
IRt AU E e 0 0 T 5108 I ) JOR LS T S W S 56 MY
SINET TR

UNTTS (1)

97001 |PT Evaluation

97002 |PT Re-Evaluation

97003 |OT Evaluation

97004 |OT Re-Evaluation Pain Lovet:

Fal')

OO ANO MEASUR 2B OBJECTIVE:

97798 |Func. Capacity Evaluation

95831 |MMT Extremity, Trunk

95851 |ROM Meas. Extremity, Trunk

64550 |TENS Eval/Checkup

97752 |MMT (WC ONLY

CODE  TME BASED PROCEDURES - UNTS (Cirdle) YRl TREATMENT:

\510 Increase Rom [ 1o increase Endurance/Activity Tolerance
. :l }\ THER EX SEE FLOW
97113 |Aquatic Therapy 12 ~

¢ Increase Strength Q\'u Increass fexibill

4 5

97535 |Patient Education/ADL 12 4 5

97112 |Neuromuscular Reeducation  [1 2

-~
[

0O o Increase Jolnt Mobllity ) To improve dreulabon
7]  maNUAL THERAPY: 1 To decrease tightnass/spasm [ Other:

FS
3]

97%30 Therapeutic Activities 12 5 200 NOTE 3 @) ON‘\M\K
v \ [
1971 9 Therapeutic Exercise 12

<@a Manual Therapy Techniques C;\) 2

5 T3 Balance 3 Posture
[] NEurROMUSCULAR RE-ED: [ Proprioception O Coordination

97116 |Gait Training 12

97033 |Iontophoresis (No Astna) 1 2

97032 |Electrical Stimfation (Manual) [1 2 S <] OTHER:

97035 |Utrasound 12

W |w [w W fw |w u-'u w W W |w

B £ £ £ S £ £ £
o

97039 {Anodyne Infrared (No MC)

-
X

NOTRMT [Pt. arrived but not treated

CODE __ SERVKE BASED PROCEDURES UNITS (1) ML £ SSESSMENT : (PROGRESS/ REASON TO CONTINUE THERAPY):
97598 |Active wound care > 20 cm , A % -

97597 |Active wound care < 20 cm

97750 |PPT/Isokinetic Test 1 2
€
|
|
|
|
|
|
|
|
|

Mechanical l’( ‘ﬂ X \/ Es
97012 ractiol he |5,
‘(\\

97022 |Whirlool/Fluidotherapy

97014 |Elec Stim. {No MC & United)
o

60283 |Elgc Stim. (MC & United)
A
97018 |Paraffin Caneh L /

97016 |Vasopneumatic tr it

57026 [infrared WS~
97010 s ‘ s \’U\\& \/ /1 it B A | Op/c IN vISITS

Hot/Cold Pack (WC and Aute 0
SPLINTING/ ORTHOTICS/ SUPPLIES C

SPLINT/ORTHOTIC #:
97760 |Orthotics man. and training 1 2 3 4 5
97762 |C/O for orthotic/prosthetic 1 2 3 4 5

l THERAPIST SIGNA TURE DATE:
SCHEDULING GUIDE SUPPLY PAYMENT INFORMATION

lamtpa: s_ lamtra: s_g_L__

Payment Method: (clrcle one) Payment Method: (circle one)

L3030 |Orthotics custom FEE: $75 depostt STRUCTIONS:
Supply Ciiw/___.. Onotconsdsys CI60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC

29070 — O Medicare Schedule wpsd
MODIFIER  MODFIER EXPIANATION-hst modilier naxt to CPT codo . N . CHECK/CC # ‘CHECKI C ’
-59  [Distinct separate site/procedurs O# visits le \\/

GP/GO [GP Phys. Therapy/ GO Occ. Therapy {Medicare and United}

KX Annual Benefi n lifi P’ n OExpiryDate: Initials: tnitlals:
MC ual Benefit Cap exceaded and qualifies for exception POOL THERAPY SCHEDULING:
| Pool Vis|ts. Land Vislts.

- COPAY/CO-INS, INFORMATION

AMEX

Patient Signature:
{Auto Related Injuries)

FLORIDA ORTHOPAEDIC INSTITUTE
13020 Telecom Parkway North, Tampa, FL 33637 - (813) 876-9700
wunw fladdantha com TAY IDE 656.2G20608 o e 0N
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PHYSICAL MEDICINE AND REHABILITATION I QALY NOTE OCCUPATIONAL THERARY
DESCRIPTION | | . M ~
EVALUATION & ASSESSMENT UNITS (1) SUBJECTIVE: \ il & Dee W ™ Ca
97001 |PT Evaluation M Oaed  ©AS . 3 AN,
87002 |PT Re-Evaluation
\ W 3
97003 |OT Evaluation : o Xy QR
97004 |OT Re-Evaluation &)lg My as % _Can Paintevel: 0
oo AND R 2B OBJECTIVE:
97799 i i !
Func. Capacity Evaluation \é k \ N\ by ?\\«/’M}
95831 |MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
64550 |TENS Eval/Checkup
97752 |MMT (WC ONLY
TiME BASED PROCEDURES . UNTTS (Circle) [ TREATMENT:
) To (ncrease Rom \m' TG Increase Enduranco/Acuvity Yolerance |
97113 Aquatic Therapy 1 2 3 4 5 THER EX SEE FLOW g Toncreasa Strength To Increase flexibliity
97535 |Patient Education/ADL 1 2 3 4 S
97112 |Neuromuscular Reeducation [1 2 3 4 s
A "To Increass Joint Mobility To Imprave Girculatio
97750 |PPT/Isokinetic Test 1.2 3 4 5 [ masuaL THeRseY: 7o dooronse lghtnessispesm _C3 Omars "
Therapeutic Activities 1 2 3 4 5
(3717’9 Therapeutic Exercise 1 2 3('4 x
~—~— \_/
97140 |Manual Therapy Techniques  [1 2 3 4 § 5 Balance 5 Posiare
NEUROMUSCULAR RE-ED: P I ti i
87116 |Gait Training 1 2 3 4 5 n EUROMUSCI [ Froprioception [ Coordination
97033 |lontophoresis (No Aetna) 1 2 3 4 5
87032 |Electrical Stimulation (Manual) (12 3 4 5 []_ ovHer:

P =) {
97035 |utirasound 1.2 3 4 5 R B8 ¥ [,M@n&(’/?\\r\w«\v\

97039 |Anodyne Irfrared (No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated
oD a BASED PROCEDUR oD

97598 |Active wound care > 20 cm
97597 |Active wound care < 20 cm
97012 |Mechanicai Traction
97022 |Whirlool/Fluidotherapy

87014 |Elec Stim. (No MC & United) //” ///)
£~ 7

ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY}:

G0283 |Elec Stim. (MC & United) 1
97018 |Paraffin PLAN: \ L /} / \
97016 |vasopneumatic treatment \ {m\ / / I /
97026 |Infrared ‘ \J V VA vl/ { —

D/C N vi
987010 {Hot/Cold Pack (WC and Auto only) oo/l SITS
SPLWTNG/OATHOTICS/SUPPLIES  © - il 7HERAPIST SIGNATURE: DATE:

SCHEDULING GUIDE SUPPLY PAYMENT INFORMATION - COPAY/CO-INS. INFORMATION

SPLINT/ORTHOTIC #: ook Ko
. .. 1 2 3 4 5 times per w or _______ week(s),
97760 |Orthotics man. and training 1 2 3 45 b AMtPd: §
97762 i i w/ TEAM:
C/O for orthaticiprosthetic 1.2 3 45 SPECIAL SERV!CES:ID Whiripool Payment Method: (circle one)
L3030 (Orthotics custom FEE: $75 deposit SPECIAL SCHEDULING INSTRUCTIONS:
Supply O1:lw/______ Ol notcons d 60min| VISA MC CASH DISC AMEX )
Soo7o =3 O Medicare Schedule  Mga8. Miso  Jped) B
MODIFIER  MODIFIER EXPLANATION-list modifier next lo CPT code . . . . . -y CHECK/ CC #.
-59  |Distinct separate site/procedure o# visits teft:
GP/GO [GP Phys. Therapy/ GO Occ. Therapy (Medicare and United)
P i i OExpiryDate: Initials:
KX |MC Annual Bensfit Cap exceeded and qualifies for exception PGOL THERAPY SCHEDULING:
Pool Vislts Land Vislts,

Patient Signature:
(Auto Related Injuries)

FLORIDA ORTHOPAEDIC INSTITUTE
13020 Telecom Parkway North, Tampa, FL. 33637 - (813) 978-9700 O
www.florldaortho.com, TAX ID# 59-2020608 ) Brares Thermpy /Tharepy Charge TIXET Al Z14 2. FO! Thermy CT
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PHYSICAL MED‘C'NE AND REHABILITATION DAILY NOTE - OCCUPATIONAL THERAPY
DESCRIPTION T B
EVALUATION 8 ASSESSMENT UNITS (1)

97001 |PT Evaluation
87002 |PT Re-Evaluation
97003 |OT Evaluation
87004 |OT Re-Evaluation Pain Lovel: o}

. aledilzs ) L opJECTIVE:
87798 |Func. Capacity Evaluation

95831 |MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
64550 |[TENS Eval/Checkup

P T (HC oMLY TREATMENT:
CODE  TIME BASED PROCEDURES UNITS (Circle) MOD : I _ —_— _
97113 [Sh _THER EX SEE FLOW % To Increase Strength To

Aquatic Therapy 1 2 3 4 5

97535 |Patient Education/ADL 1 2 3 4 5

87112 |Neuromuscular Reeducation 1 2 3 4 5

97750 |PPT/Isokinetic Test 12 34 [ MANUAL THERAPY: 5 7o dourense tgnnessispesm D ounar e
-8F530, | Therapeutic Activities 1 2 3 4 5 4
S -
97119/ | Therapeutic Exercise 1 2 3¢ v)s
~—
97140 |Manual Therapy Technigues 1 2 3 4 5 TT Balance T Postre
n NEUROMUSCULAR RE-ED: [Z1 Proprioception I Coordination

97116 |Gait Training 1 2 3 4 5

87033 |lontophoresis (No Aetna) 1.2 3 4 5

97032 (Electrical Stimulation (Manual) |1 2 3 4 5 'm‘ OTHER: .

97035 |Ultrasound 1.2 3 4 5 Q}(’ (2} . L,:,-' éﬂi‘\’\“
97039 (Anodyne Infrared (No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated

oD R BASED PROCEDUR 0D ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 ¢cm ?\- \*(»x\ ?‘B A\

97597 |Active wound care < 20 cm P

97012 |Mechanical Traction an | & A [Mu\
87022 |Whirlool/Fluidotherapy \ \ P

97014 |Elec Stim. (No MC & United) \i W S
60283 |Elec Stim. (MC & United)

97018 [paratin pam A7 |

97018 |Vasopneumatic treatment \ ‘ /

97026 ||nfrared \\‘ \ (_,‘“ \ V / (0,14.\-\()\ oDiC IN VISITS

97010 |Hot/Cold Pack (WC and Auto only) / -

THERAPIST SIGNAT DATE:
ORTHO PP Q ode 0D V) ORMATIO OPA OR G
SPLINT/ORTHOTIC #: 12 3 4 S times per for week(s).
. - Amt Pd: Amt. Pd:
97760 |Orthotics man. and training 1 2 3 4 5 w! TEAM: D — s
87762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: () Waipool Paymont Mathod: (circle one) Payment Method: {circle one)
y SPECIAL SCHEDULING INSTRUCTIONS:
L3030 |Orthotics custom FEE: $65 deposit O1:1 W Onotconsdays D 60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Supply

FEE: 0O Medicare Schedule M E60  MP6O)
" ; CHECK/ CC # CHECK/CC #
MODIFIER EXPLANATION-list modifier next to CPT code O # authorized visits teft

-58  |Distinct separate sitefprocedure

GPIGO [GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) Q Expiry Date: Initials: Initials:
i i POOL THERAPY SCHEDULING: '
KX [MC Annual Benefit Cap exceeded and qualifies for exception iy \EpuLING
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

13020 Tetecom Parkway North, Tampa, FL 33637 - {813) 978-9700

(Auto Related Injuries) www floridaortho.com, TAX (D# 59-2920608 9 P Ty AEAAPY CHAROE T 0o 912 Pring. PO Ty €1
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DESCRIPTION

PHYSICAL MEDICINE AND REHABILITATION
I

SUBJECTIVE:

0, Qi

A G0

URST RES 44

OCCUPATIONAL THERAPY

Patient Signature:

{Auto Related Injuries}

Poot Vislts

Land Visits,

CODE EVALUATION & ASSESSMENT . UNITS (1) MOD v A
97001 |PT Evaluation O, B o Uk
97002 {PT Re-Evaluation
97003 |OT Evaluation
87004 |OT Re-Evaluation Pain Level: Mo
CODE TESTS AND MEASURES . UNITS (1) MOD OBJECTIVE:
87799 |Func. Capacity Evaluation
95831 |MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
84550 | TENS Eval/Checkup
87752 |MMT (WC ONLY
oD BASED PROCEDUR e TREATMENT; -~
> %»T‘o' Increase Rom [0 To Increase EndurancefActivity Tolerance
. . THER EX SEE FLOW © Increase Strength O Yo increase flexibllity
87113 |Aquatic Therapy 1 2 3 & s
97535 |Patient Education/ADL 12 3 4 5
97112 |Neuromuscular Reeducation 12 3 4 5
N . TJo il Jeint Mobilif O Tel irculati
97750 |PPT/Isokinetic Test 1 2 3 4 5 [] manuaL THERAPY: E Tz ereame e O?thfo"le srodaton
97530 |Therapeutic Activities 1 2 3 4 5
97110 Jrherapeutic Exercise 1 2 3 ﬂ 5
97140 {Manual Therapy Techniques 1 2 3 4 5 T Balance T Fosture
[]  nNEuROMUSCULAR RE-ED: 1 _Proprioception O coordination
97116 {Gait Training 1 2 3 4 5
97033 |lontophoresis (No Aetna) 1. 2 3 4 5
97032 |Electrical Stimulation (Manual) [1 2 3 4 5 []_ omHER: . ;
97035 |Ultrasound 1.2 3 4 s R\ Lﬁj S Yow vy
97038 |Anodyne Infrared (No MC) 1 2 3 4 5
NOTRMT |Pt. arrived but not treated
oD R BASED PROCEDUR S ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):
87598 [Active wound care > 20 cm D e Qo ng\\
97597 |Active wound care < 20 ¢m BN eonn < \g\“x [ Yo WXA\/‘.
87012 |Mechanical Traction F
97022 |Whirlool/Fluidotherapy
987014 |Elec Stim. (No MC & United)
60283 |Elec Stim. (MC & United) Pl
97018 |Paraffin PLaN: [\ l
97016 |Vasopneumatic treatment Ay
97026 |Infrared \ \ N 9. e (n SR ] Opic IN vISITS
97010 |Hot/Cold Pack (We and Autoonty THERAPIST SIGNATURE: DATE:
SPLINTING/ ORTHOTICS! SUPPLIES SCHEDULING GUIDE SUPPLY PAYMENT INFORMATION COPAY/CO-INS. INFORMATION
SPLINT/ORTHOTIC #: 12 3 4 5 times per w week(s).
" . AmtPd: S, Amt. Pd: §
97760 |Orthotics man. and training 2 3 4 5 hedule w/ TEAM:
97762 |C/O for orthotic/prosthetic 2 3 4 5 SPECIAL SERVICES: O Whiripool Payment Method: (circle one) Payment Method: (circle one)
. {SPECIAL SCHEDULING INSTRUCTIONS:
L3030 |Orthotics custom FEE: $65 deposit D11 w. Onotconsdays D 60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Suppl
gg;;oy FEE: O Medicare Schedule MP&0Y
— _— ° CHECK/ CC # CHECK/ CC #
00 o0 ANATIO od o od O # authorized visits left:
-59  |Distinct separate site/procedure
GP/GO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date: Initlals: Initials:
KX [MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:

FLORIDA ORTHOPAEDIC INSTITUTE

13020 Telecom Parkway North, Tempa, FL 33637 - (813) 978-9700

www.floridaortho.com, TAXID# 59-2926608
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EVALUATION & ASSESSMENT

PT Evaluation

. UNITS (1

AL MEDICINE AND REHABILITATION

)

I

MOD

P

DAILY NOTE

=7

SUBJECTIVE:

OCCUPATIONAL THERAPY °

PT Re-Evaluation

OT Evaluation

OT Re-Evaluation
AND MEASUR

Func. Capacity Evaluation

Pain Level:

ol

OBJECTIVE:

MMT Extremity, Trunk

95851

ROM Meas. Extremity, Trunk

64550

TENS Eval/Checkup

97752 [MMT (WC ONLY
CODE  TIME BASED PROCEDURES UNITS {Circle) el L REATMENT:
97113 (] - THER EX SEE FLOW

%o Increase Rom To Increase Endurance/Activity Tolerance
© Increase Strength

SPLINTING/ ORTHOTICS/ SUPPLIES

SPLINT/ORTHOTIC #:

Agquatic Therapy 1. 2 3 4 8§ - Te

97535 (Patient Education/ADL 1 2 3 4 S

"-\ 3
7112 Neuromuscular Reeducation 1Y2 3 4 5
|~ — -

97750 |PPT/Isokinetic Test 1. 2 3 4 8 [T manuaL THERAPY: E IZJ::::EﬂZ:L:::ﬁLZsm 8 g:r:z:?medm'aﬂon

97530 |Therapeutic Activities 12 3 4 5 (91‘311. \\N? Bvene- OG- ; @ T‘S@O\b Qoo
(mTherapeutic Exercise 1 2 /A 4 5 —@ﬁu—ﬁbﬂ?——ﬁb‘%\” AN .

97140 M, I Th Techni 5

anual Therapy Techniques 1 2 3 4 5 Balancs V" Fosture
] NEUROMUSCULAR RE-ED: Propricception @awdimlion

987116 |Gait Training 1 2 3 4 5 T~

97033 |lontophoresis (No Aetna) 1 2 3 4 5

87032 |Electrical Stimulation (Manual) 11 2 3 4 s []__oTHER:

97035 |Uitrasound 1 2 3 4 5

87038 |Anodyne Infrared {(No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated

CODE SERVICE BASED PROCEDURES UNITS (1) MOD ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 cm x> somatx so Sh Loyne ca o¥meea M & gna

97597 |Active wound care < 20 cm L DAY e O end A Voo AL s~

87012 |Mechanical Traction - N <« U =

87022 |Whirlool/Fluidotherapy

87014 |Elec Stim. (No MC & United) "

60283 |Elec Stim. (MC & United) /]

97018 |Parafiin PLAN: \ 4

987016 |Vasopneumatic treatment \ \ & / )

87026 |Infrared \ \OJ Fi Pl - = apic N vISITS

97010 |Bot/Cold Pack (WC and Auto only) THERAPIST s!GNATuR;:-, DATE:

SCHEDULING GUIDE DOPAICCMNS. [

97760

Orthotics man. and training

23

4 5

Amt. Pd: §

97762

C/Q for orthotic/prosthetic

2 3

4 5

1 2 3 4 Stimes pe for week(s).
w/ TEAM:
SPECIAL SERVICES: [ Whirlpoo!

Payment Msthod: (circle one) Payment Method: {circle one)

L3030

SPECIAL SCHEDULING INSTRUCTIONS:

s Orthotics custom FEE: $65 deposit D1:1 wi Cnotconsdeys D 60min| VISA MC CASH DISC AMEX [VISA MC CASH DISC  AMEX
upply
FEE: O Medicare Schedule  ME3) 60  MP6O]
; " — CHECK/CC # CHECK/ CC #.
MODIFIER EXPLANATION-fst modifier next to CPT codo D # authorized visits left: L ">
-59 Distinct separate site/procedure
GP/GO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date: Initials:
KX |MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Poot Visits, Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

{Auto Related Injuries)

13020 Tetecom Parkway North, Tampa, FL 33637 - (813) 978-9700

www.floridaortho.com, TAX ID# 59-2929608
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OAILY NOTE PHYSICAL THERAPY OCCUPATIONAL THERAPY *

PHYSICAL MEDICINE AND REHABILITATION

ol DESCRPTION |
CODE EVALUATION & ASSESSMENT UNITS (1) SUBJECTIVE:

97001 |PT Evaluation T £F Cc - QC(\’t‘ <\-~‘é‘ Nroch / mi—, \b’\"ob
87002 (PT Re-Eva|uatign- Nhn / 7”1\\:4‘!\@)
87003 |OT Evaluation

87004 |OT Re-Evaluation : Patn Level: 0]
CODE TESTS AND MEASURES . UNITS (1} MOD OBJECTIVE:

87798 |Func. Capacity Evaluation
85831 |[MMT Extremity, Trunk
85851 |ROM Meas. Extremity, Trunk
64550 [TENS Eval/Checkup

97752 |MMT (WC ONLY TREATMENT.
[oe]:13 TIME BASED PROCEDURES ) UNITS (Circle) MOD = * Eg: To Increese Rom g_;o Increase Endurance/Activity Tolerance
o . N [A~ THER Ex SEE FLOW © Increase Strength 0 Increase flexibllil

Aquatic Therapy 1 2 3 4 5

!

5 |Patient Education/ADL 1.2 3 4 5
t\&ﬁﬁ Neuromuscular Reeducation (% 2 3 4 5
97750 _|PPT/Isokinetic Test 12 3 4 5 MANUAL THERAPY: %ﬁ ;22::232 :i;:‘l‘n’:::l:i;yasm an:::,ms creutaton
97530 [Therapeutic Activities 12 3 4 5 @ S f“‘[ Ef MF/T
971@- Therapeutic Exercise s 23D 4 s &> Sl 1P Sy~ MET

97140 |Manual Therapy Techniques

(8]
=]
-
[T

Balance * Posture
[~ NEUROMUSCULAR RE-ED: g; priocepti (g—emmlnanon
97116 (Gait Training 1 2 3 4 s B

97033 |lontophoresis {(No Aetna)

~
=3
F
o

97032 |Electrical Stimulation (Manual) |1 2 3 4 5 1 OTHER:
i 7

97035 |Uitrasound 1 2 3 4 5 Teed Hs O

97039 |Anodyne Infrared (No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated
e e eV VYU B TS TM) A5 SESSMENT: (PROGRESS/ REASON T CONTINUE THERARY):

97598 |Active wound care > 20 cm pc %c DA = oy Yo b&d&_ oD \M

97597 |Active wound care < 20 cm ). ] AV S LS 1L,,/ o 9

87012 |Mechanical Traction ' 3

987022 |\Whirool/Fluidotherapy

97014 |Elec Stim. (No MC & United) /

60283 |Elec Stim. (MC & United) i

97018 |Paraffin pLaN: GO O (O

87016 |vasopneumatic treatment { V\ \ -

e

97026 |infrared . L4 \ \ﬁg\) ap/c IN VISITS

97010 |Hot/Cold PaCk C and Auto on THERAPIST SIGNATURE: , QR DATE: “),‘ i ~// i

P OR 0 P o) ode QD D D PP PA ORMATIO COPAY/CO-INS. INFORMATION
SPLINT/ORTHOTIC #: 1 2 3 4 Stimes per week for week(s).

87760 |Orthotics man. and training 1. .2 3 4 5 i TEAM: AmtPd: $____ |AmtPd:s

97762 (C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: O M‘lhTrIpom Payment Method: (circle one} Paymant Method: (circte ons)

- SPECIAL SCHEDULING INSTRUCTIONS:

L3030 |Orthotics custom FEE: $65 deposit O1:1 wy, Onotconsdays D60min| VISA MG CASH DISC AMEX }JVISA MC CASH DISC  AMEX

Suppf

992‘;3 Fee: D Medicare Schedule  ME3Q MESO  MP6O)

; CHECK/CCH CHECK/ICC#_
N Y R . ............ (/)
-59  |Distinct separate site/procedure
GP/GO |GP Phys. Therapy/ GO Occ. Therapy {Medicare and United) O Expliry Date:, Initials: Inltlals (_/_\_/
KX ___{MC Annual Beneflt Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Pool Visits, Land Visits,

Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE Q)W m WM‘/(
13020 Telecom Parkway North, Tampa, FL 33637 - (813) 978-9700'

{Auto Related (njuries) Rov 11472011
Thes O

www.floridaoriho.com, TAX ID# 59-2829608 ) Bres Tharasy [THERARY CHARDT TIOKET D 2012 Priswog FOU




OTTO SNOW

D/Aa: HEAL.TH INS COUNT  #2 1027688
DOB: QL/15/56 SEX: M TBS HEALTHOFTIONS HMO TUaRGE SLIF: 2512137
OS5 /23714 10: 204 INJ DATE: THERAFY COFPAY: 20, Q0
LAST 8 INT BTATE: FT BALANCE: 240, 00
AUTH # ’:;P'VTQF{ HEALYR4MODNODED . . « TWILL INS EALANCE: GO, OO0
DX« DX DXz DX
REF FHYS: ZAL. BRIAN FaAalLUMBEO. MD IMNG FOFs CoR CHIRAG N FATEL.. MD
FOS . [~ SNF FT? .
P A D AND R AR ATIO DA 0 P A RAP o o
—
- O I TRESUBJECTIVE: ~ o 3w Mo, OF 1o \,t\aN.»;\L\)
87001 |PT Evaluation r—)
87002 [PT Re-Evaluation = k.)l\\._\ e\ @)Mu\ﬁ \JAX\ VA e AN
97003 |OT Evaluation oo Cotmentn A
87004 |OT Re-Evaluation _ Pain Level: ng
o0 ANO MEASLR B oBsECTIVE:
87799 |Func, Capacity Evaluation
95831 |MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
64550 | TENS Eval/Checkup
97752 [MMT (WC ONLY .
CODE  TIME BASED PROCEDURES ‘ UNITS (Circle) o REATMENT: \~g_,° e S e Sy o
] Ne] THER EX SEE FLOW To To Incroase flexibility
97113 |Aquatic Therapy 1 2 3 4 5 =
97535 [Patient Education/ADL L1 2 3 4 5
—~ N
QW"? FNeuromuscular Reeducation ( 1 )2 3 4 5
D Joint Mobil 1 T ;
87750 |PPT/Isokinetic Test 23 4 5 [1_ MANUAL THERAPY: g I‘o) ;;::::2 ohinessispasm 0 Omer
87530 |Therapeutic Activities 1 2 3 4 5 © ‘J\,\w\ ey ET
(:;@ Therapeutic Exercise 12 @ 4 5 (la"‘\" \“""" Sucre WIEN
87140 |Manual Therapy Techniques 1 2 3 4 § -Balance Posture
= 4 “$E] NEUROMUSCULAR RE-ED: - Propri % Coordi
87116 |Gait Training 1.2 3 4 5 T~
87033 |lontophoresis {No Aetna) 1 2 3 4 s
97032 [Electrical Stimulation (Manual) [1 2 3 4 5 [[]__oTHeR: .
87035 |Ultrasound 1 2 3 4 5 k \v/n\v\ UEK LA\\A o \O
97039 (Anodyne Infrared (No MC) 1 2 3 4 5
NOTRMT | Pt. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS (1} LISV ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):
87588 |Active wound care > 20 cm A (R \\N
97597 |Active wound care < 20 cm
97012 |Mechanical Traction
97022 |Whirool/Fluidotherapy
87014 |Elec Stim. (No MC & United) .
60283 [Elec Stim. (MC & United) /
97018 |Paraffin PLAN n
87016 |Vasopneumatic treatment . \ I // A
87026 |infrared U Mu o D - oo/C IN visITS
97010 |Hot/Cold Pack WC and Autoonty) THERAPIST SIGNATURE: DATE:
SPLINTING! ORTHOTICS/ SUPPLIES COPAY/CO-INS. IN
SPLINT/ORTHOTIC #:
: — AmtPd: Amt. Pd: $
97760 |Orthotics man. and training 1 2 3 4 5 ule w/ TEAM:
87762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: O Whirifool Payment Method: (clrcle ona) Paymont Method: (circle one}
. SPECIAL SCHEDULING INSTRUCTIONS:
‘5-303’0 Orthotics custom FEE: $65 deposit Oulw/____ Onoteo s D60mn| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
9';‘55.,’ FEE: 0 Medicare Schedule 0 ‘Mso  MPsO
CHECK/ CC # CHECK/ CC #
00 ODIFIER EXPLARATIO gdifier nextlo CRT code O # authorized visits left:
<59 |Distinct separate site/procedure
GPIGO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date:, Initials: Initfals:
KX _[MC Annual Benefit Cap exceeded and qualifies for exception Po?\'h ;rssluw sculilr)‘:l\.nx;g;
00l

Patient Signature:

{Auto Related Injuriss)

FLORIDA ORTHOPAEDIC INSTITUTE
13020 Telecom Parkway Norih, Tampa, FL 33837 - (813) 878-9700
www.floridaortho.com, TAX ID# 59-2629608

R 142013
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1

OTTO ohNOW

D/A:
DOB:

QlL/15/56

SEX: M

1023064

HEALTH INS ACCOUNT #: 1027888

“CRS HEALTHOFTIONS HMO ~{ARGE SLIF: 5519134
INJ DATE: THERAFY COFAY: 20.00
INJ STATE: BT BALANDCE 20,00
INS EBALANCE: 1101.00

DXz DXz DX« DXz
REF BRIAN FALUMEG,. MD INS FCF: CBF CHIRAG N FATEL . MD
FOS: SNF FT7 P &ké

PHYSICAL MEDICINE AND REHABILITATION
L |

I I T -
EVALUATION & ASSESSMENT

PT Evaluation

UMTS (1)

[ ]
SUBJECTIVE: T8 Mt Ny 15

DAILY NOTE PHYSICAL THERAPY

*aq”
A

OCCUPATIONAL THERAPY

PT Re-Evaluation

OT Evaluation

OT Re-Evaluation

Pain Leval: 190,

TESTS AND MEASURES
Func. Capacity Evaluation
MMT Extremity, Trunk

UNITS (1} MOD

OBJECTIVE: Vi 2D en N tdhonr DAV _rn D

ROM Meas. Extremity, Trunk

64550 |TENS Eval/Checkup

87752 [MMT (WC ONLY
CODE  TIME BASED PROCEDURES . UNITS {Circle) TR L REATMENT:
97113 i ‘ THER EX_SEE FLOW

To Increase EndurancelAclivixy Tolerance

%To Increase Rom
Yo Increase Strength " To

O To Increase Joint Mobility O Toimprove circulation

[[]__maANUAL THERAPY: ] _To decresse tightnessispasm J Other:

Belance osture’
Proprioception Coordination

], NEUROMUSCULAR RE-ED:

[[]__OTHER:

CL b0 \E>

Aquatic Therapy 1 2 3 4 5

97535 |Patient Education/ADL 1 2 3 4 5

4
971 ﬂ Neuromuscular Reeducation 1) 2 3 4 8
pa——
97750 |PPT/Isokinetic Test 1 2 3 4 5
97530 |Therapeutic Activities 1 2 3 4 5

—

MTher'apeutic Exercise 1 28D 4 s
\__j
97140 |Manual Therapy Techniques 1 2 3 4 5
97118 |Gait Training 1 2 3 4 5
97033 |lontophoresis (No Aetna) 1 2 3 4 5
97032 |Electrical Stimulation (Manual) |1 2 3 4 s
97035 |Ultrasound 1 2 3 4 5
97039 |Anodyne Infrared (No MC) 1 2 3 4 5
NOTRMT |Pt. armived but not treated

CODE  SERVICE BASED PROCEDURES UNITS (1) MOD

87598 |Active wound care > 20 cm

ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY}:

Cr ) &8 el

87587 |Active wound care < 20 cm

87012 |Mechanical Traction

87022
87014

Whirool/Fluidotherapy
Elec Stim. (No MC & United)

N & \sm«xkuNAG§_9§3£ZEQ&L;&W_¥3§~-

Gt

60283 |Elec Stim. (MC & United)

7
{

T(‘\l I oY LA, @ S YUY,
ot

SPLINYING/ ORTHOTICS! SUPPLIES

97018 |Paraffin eran: [\I| l s e o S

97016 |Vasopneumatic treatment \ V

97026 |Infrared g[' V / S 72O - 1N opicIN VISITS
97010 |Hot/Cold Pack (wC and Auto on! THERAP,'S,-S,GNAT DATE:

SCHEOULING GUIDE COPAY/CO-INS. INFORMATION

SPLINT/ORTHOTIC #: 1 2 3 4 Stimes per for week(s).
97780 |Orthotics man. and training 12 3 4§ wr TEAM: ﬁ) Amt Pd: S Amt. Pd: $
87762 |C/O for orthotic/prosthetic 1 2 3 4 § SPECIAL SERVICES: Mﬂpool Payment Method: (circle one} Payment Method: (circle one}
L3030 - SPECIAL SCHEDULING INSTRUCTIONS:
et Orthotics custom FEE: $65 deposit at:1wf Cnotconsdays O60min{ VISA MC CASH DISC AMEX |VISA MC CASH DISC AMEX
upply
99070 FEE: D Medicare Schedule M| MPSOS
MODIFIER MDF\ER EXPLANATIN-Hsl modifier next o CPT code ’ O # authorized visits left: CHECKICC# CHECK/CC #
-59 Distinct separate site/procedure
GPIGO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) 3 Explry Date: Initlals: Initials:
KX |MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Pool Visits Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

{Auto Related Injuries}

13020 Telecom Parkway North, Tempa, FL 33637 - (513) 978-8700

Ao 142013
) Sy Ty TTHERAPY CHARGE TICKET Oma 7012 Prg, FON Tharsoy CT

www.forideortho.com, TAX ID# 53-29256
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87001

o DESCRIPTION

DAILY NOTE

PHYSICAL MEDICINE AND REHABILITATION
L |

EVALUATION & ASSESSMENT
PT Evaluation

UNITS (1)

EC D/ex LT TS ACCTLINT #
LN i Mu M - BDEE FEALTHOPTLONS M0 CCHARIGE
14 TR
ANNN T, NG
L FAMDEAODED o o THTLL TS ol e
DX B
el LR, R TS FOEE COP OHIRAG MNOF@TEL, M
SN FT?

.30,

OCCUPATHONAL THERAPY

97002

PT Re-Evaluation

97003

OT Evaluation

97004

97799

CODE TESTS AND MEASURES UNITS (1) MOD

OT Re-Evaluation

Paln tLevel: altl

OBJECTIVE:

Func. Capacity Evaluation

95831

MMT Extremity, Trunk

95851

ROM Meas. Extremity, Trunk

64550

TENS Eval/Checkup

To Increase Rom

[J To Increase Endurance/Actlvity Tolerance

97752 [MMT (WC ONLY
CODE  TRWME BASED PROCEDURES . UNITS (Crrcle) gl TREATMENT:
97113 H [~~~ THER EX SEE FLOW

97010

Aquallc Therapy 1 2 3 4 5 To To Increase flexibility

97535 (Patient Education/ADL 1 2 3 4 5
(5711; Meuromuscular Reeducation /‘ID 2 3 4 5

T —— |

97750 PPT/Isokinetic Test 1 2 3 4 5 l-l MANUAL THERAPY: 8 To increase Jolm Mobility [wm] ‘é;\:prwe circulation
97530 |Therapeutic Activities 1 2 3 4 5 ((3 ‘5}\ ALV, P(dm m_.ek Q’ =yt A, w\m
P19 [Therapeutic Exercise 1 2 (3)4 5 = A :

~—7
97140 |Manual Therapy Techniques t 2 3 4 5 TT_Batance %Jos{um
NEUROMUSCULAR RE-ED: roprioception Coordlnation

97116 |Gait Training 1 2 3 4 s

97033 |lontophoresis {No Aetna) 1 2 3 4 5

97032 (Elecirical Stimulation (Manual) |t 2 3 4 5 [Q_ oTHER:

97035 |Ultrasound 1 2 3 4 5 0 \R o L\M{ "5{’ (\f\!\‘

97039 |Anodyne Infrared (No MC) t 2 3 4 5

NOTRMT |Pt. arrived but not treated

OD A BASED PROCEDUR oD ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 cm A N & O A DNeang

97597 |Active wound care < 20 cm

97012 [Mechanical Traction

97022 (Whirlool/Fluidotherapy

97014 [Elec Stim. (No MC & United)

G0283 |Elec Stim. (MC & United)

97018 |Paraffin PLAN: A

97016 (Vasopneumatic treatment \ 41\/

97026 | nfrared \ \U\MN \ -0 opem  wers

Hot/Cold Pack (wc and Auto onty)

87760 )Orthotics man. and training 1.2 3 4 5 nedie w/ TEAM: @
87762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: S Hiripool

- SPECIAL SCHEDULING INSTRUCTIONS:
L3030 |Orthotics custom FEE: $65 deposit Ol w, O not cons days O 60 min

Supply
99070 FEE:
MODIFIER  MODIFIER EXPLANATION-Iist modifier next to CPT code i

(1 Medicare Schedule MPGO
O # authorized visits left:
<

THERAPIS TSJGNA k‘
SPLINTING/ ORTHOTICS! SUPPUES Qry L-Code MOD SCHEDULING GUIDE SUPPLY PAYMENT INFORMATION
SPLINT/ORTHOTIC #: 1 2 3 4 5times per, for _____ week(s).

‘|Amt Pd:

S

Payment Method: (circle one)

VISA MC CASH DISC AMEX

CHECK/ICC #

tnitials:

Amt. Pd: §,

VISA MC CASH

CHECK/CC #

Initials:

DATE:
COPAYICO-INS. INFORMATION

Payment Method: {clrcle one)

DiIsc AMEX

-59  |Distinct separate site/pracedure
GPIGO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date:
KX |MC Annual Benefit Cap exceeded and gualifies for exception POOL THERAPY SCHEDULING:
Pool Visits Land Visits
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

{Auto Related Injuries)

www floridaortho.com, TAX ID# 59-2929608

13020 Telecom Parkway North, Tampa, FL 33637 - (813) 978-9700

e w3

(43 Sharnd Tharpy STHERARY CHARGE TICKET Dwx X012 Prinang_ FOI Therapy CT
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HYSiC’«L MEDICINE AND REHABILITATION -
e gDESCRIPTION 1 ]

OCCUPATIONAL THERAPY

EVALUATION 8 ASSESSMENT UNITS (1) (fb
87001 |PT Evaluation & — e
97002 |PT Re-Evaluation \\\\n v s \t\g\ Vm
97003 |OT Evaluation i s
m < Pain Level: 10

87004 |OT Re-Evaluation oo |
CODE _ TESTS AND MEASURES UNITS (1) MOD OBJECTIVE:
97799 |Func. Capacity Evaluation
95831 i \
MMT Extremit. Trunk VM | s
95851 |[ROM Meas. Extremity, Trunk !
64550 [TENS Eval/Checkup

_9"52 MM (VCONLY. TREATMENT:
CODE TIME BASED PROCEDURES ‘ UNITS {Circle) MOD . [J To Increase Rom [0 7o Increass Endurance/Activity Tolerance

] ]
97113 Aqua!ic Therapy ] 2 4 . 5 I—I THER EX SEE FLOW To Increase Strength o Increase flexibllity
97538 |Patient Education/ADL 1 2 3 4 5
fg i% 7
Neuromuscular Reeducation ’1\ 2 3 4 5
97750 {PPT/Isokinetic Test 1.2 3 4 5 UAL THERAPY: B 7o docreess tght Mm'"ﬁsm 5 o creeton
87530 |Therapeutic Activities 1 2_.3 4 5 I9 L AT s oo v \\\'a:\ >~
-
" 97110)|Therapeutic Exercise 12 @ 4 5
987140 |Manual Therapy Techniques 1 2 3 4 5 T Bialanca TT Posture
[] weuromuscuLar Re-€D: i 1 Coordination
97116 |Gait Training 1 2 3 4 5
87033 |lontophoresis {No Aetna) 1 2 3 &4 5
97032 |Electrical Stimulation (Manual) |1 2 3 4 8 []__OTHER: .
97035 |Ultrasound t 2 3 4 s CL % gy Lrogen
87039 |Anodyne Infrared (No MC) 12 3 4 5§
NOTRMT |Pt. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS {1) MOD ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):
97598 |Active wound care > 20 cm Y Qosrde ¥ anm § SR g"’
97597 | Active wound care < 20 cm m\‘b%\\\\ o n NoA NN & C S CON
97012 (Mechanical Traction N - ~
87022 |Whidool/Fluidotherapy N

87014 |Eiec Stim. (No MC & United)
60283 [Elec Stim. (MC & United}

97018 |Paraffin pmu o mﬂ\ N ;
87016 |Vasopneumatic freatment

0\
87026 |Infrared II \I \N‘k I ) \ / =R '\L\ oD/C IN vISITS

97010 |Hot/Cold Pack (WC and Auto only)

THERAPIST SIGNA TURE DATE:
SPLINTING/ ORTHOTICS/ SUPPLIES Q1Y L-Codo MOD SCHEDULING GUIDE SUPPLY PAYMENT INFORMATION
SPLINT/ORTHOTIC &: 1 2 3 4 5times pel for week(s).
97760 . P AmtPd: § Amt. Pd: §
Orthotics man. and training 1 2 3 &4 5 Vschedule w/ TEAM: EI :‘;'
87762 |C/Q for orlhoticlproslhetic 1 2 3 4 5§ SPECIAL SERVICES: O Whirlpool Payment Method: {circle one) Payment Method: (circte one}
K SPECIAL SCHEDULING INSTRUCTIONS:
's-3°3l° Orthotics custom FEE: $65 deposit Ot:iw/____ Onotoonsdays D60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
upply
99070 Fee: O Medicare Schedule MEG0  MPGO) CHECK! CC # CHECK! CC #
MODIFIER  MODIFIER EXPLANATION-ist modifier next lo CPT code O # authorized visits left _—
-89  |Distinct separate site/procedure
GP/GO |GP Phys. Therapy! GO Occ. Therapy (Medicare and United) 1 Explry Date: Initial initials:
KX |MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Pool Vislts Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Related Injuries) 13020 Telocom Parkway North, Tampa, FL 33637 - {813) 978-9700

www floridaortho.com, TAX ID# 58-2029608 1B Terns THAAPY CHAROE TIGHEY G 2082 g, PO oy 6
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PHYSICAL MEDIC!NE AND REHABILITATION DAILY NOTE | ] PHYSICAL THERAPY [ ] OCCUPATIONAL THERAPY

DESCRIPTION 1 |
EVALUATION & ASSESSMENT UNITS (1) SUBJECTIVE:
97002 |PT Re-Evaluation DA~ ot sints “—16\? PA e ’(ﬁ_ Cen Vs~
97003 |OT Evaluation . VOlol (e O =~ =
97004 |OT Re-Evaluation AN A ASY i }’m\ CRA T Pain Level: o)
CODE TESTS AND MEASURES UNITS (1) T osoecTive: -

97799 (Func. Capacity Evaluation
95831 {MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
64550 | TENS Eval/Checkup

bensz MM WCONLY TREATMENT:
CODE TIME BASED PROCEDURES . UNITS (Circle} MOD - - o Tneease Rom o T

E" THER EX SEE FLOW giro tncrease Strength g To Increase flexibility

i
|
|
|
}
97001 |PT Evaluation AT o v, WO S5y ca aaevéf\\ =00 zr‘;

87113 |Aquatic Therapy 1 2 3 4 5§
) : e Py SN\ ek
97535 |Patient Education/ADL 12 3 4 8 N
b
( 9711 |Neuromuscular Reeducation  (4) 2 3 4 5
To il Joint Mobilif CJ Tei ircut

987750 |PPT/Isokinetic Test 1 2 3 4 5 [] mANUAL THERAPY: % Tzc;en:::ss:li::;ess/‘sgsm [m] o‘:h::?'wecnuamn

87530 |Therapeutic Activities 1.2 3 4 5
( 97"@ Therapeutic Exercise 12 @ 4 5

97140 |Manual Therapy Techniques 1 2 3 4 5 TT Bamnce T Fosture

{1 NEUROMUSCULAR RE-ED: [m] i i O coordi

97116 |Gait Training 1_2 3 4 5

97033 |lontophoresis (No Aetna)
97032 (Electrical Stimulation (Manual) g OTHER:

97035 |Ultrasound 1 2 3 4 5 T G B = (‘E)“D\\“’& o eé‘ol ?‘-))

97039 |Anodyne Infrared (No MC)

NOTRMT |Pt. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS (1) LI ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 cm =N s o “o Hs oo e
i)
87597 |Active wound care < 20 cm :

87012 |Mechanical Traction
987022 |Whirlool/Fluidotherapy

~
=3
-~
o

[
w
-
o

-
o
P
-~
n

A
97014 |Elec Stim. (No MC & United) //
60282 [Elec Stim. (MC & United) . // )
97018 [Paraffin pLan: oM oy @) L
97016 |Vasopneumatic treatment ) \ I ,.7 /’ /
970286 linfrared ‘ Cte . U‘ 1 V L-/ onic |N_,v32rrs

87010 |Hot/Cold Pack (W and Auto onl
SPLINTING! ORTHOTICS/ SUPPLIES

THERAPIST SIGNATURE:
SCHEDULING GUILE

1, ol TE:
SUPPLY PAYMENT INFORMATION COPAYI/CO-INS. INFORMATION

SPLINT/ORTHOTIC #: 1 2 3 4 Stimes per week for ______ week(s).
N . AmtPd:  § Amt.Pd: §.
97760 |Orthotics man. and training 1 2 3 4 5 chedule w/ TEAM:
97762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: [0 Whirlpool Payment Method: {clrcle one} Payment Method: {circle one)
: SPECIAL SCHEDULING INSTRUCTIONS:
£3030 [Orthotics custom FEE: $65 deposit O1:1 w/. Onoteconsdays Dé0min| WVISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Supply
. D Medicare Schedule  ME30 ME60  MP6O)
Ll - - i {CHECKICC # CHECK/ CC #.
ODIFIER oD R EXPLANATIO - 2 o O # authorized vislts left: .
-59  |Distinct separate snelpmoedure
GPIGO |GP Phys. Therapy/ GO Occ. Therapy {Medicare and United) O Explry Date: Initials: Initials:
i i POOL THERAPY SCHEDULING:
KX [MC Annual Benefit Cap exceeded and qualifies for exception Pt EDULING
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Refated lnjuries} 13020 Telecam Parkway North, Tampa, FL 33637 - (813} 976-9700

www floridaortha.com, TAX ID# 59-2029608 iy B Toaopy THERAIY CHARQE TICKEY Do 017 b, #O1 g 67
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PHYSICAL MEDICINE AND REHABILITATION DAILY NOTE [ ] prvsicac teraey GCCUPATIONAL THERAPY
DESCRIPTION L ECTIVE
EVALUATION & ASSESSMENT UNITS (1) _
97001 [PT Evaluation e s O DAQSs D s OTTN 2
97002 |PT Re-Evaluation ATV, N ISNN [ \QL-’P hesd) o ke W I 2y 4D
87003 (OT Evaluation '} L¥-{71
87004 |OT Re-Evaluation u’ N Pain Level: 0
CODE TESTS AND MEASURES UNITS (1) MOD OBJECTIVE:
97799 |Func. Capacity Evaluation
85831 |MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk
64550 [TENS Eval/Checkup
97752 [MMT (WC ONLY )
TIME BASED PROCEDURES . UNITS (Circie) TREATMENT: Ty — T -
. [l THER EX SEE FLOW S_Ton Strength e ibili
97113 |Aquatic Therapy 1 2 3 4 5 > 0 Increase Streng /E‘. To
97535 |Patient Education/ADL 1 2 3 4 5 -
) \ D 4
\!l’_a Neuromuscular Reeducation C'B 2 3 4 5 L U
) . [O To increase Joint Mobility [ To Improva circulation
97750 |PPT/Isokinetic Test 1 2 3 4 8§ [1  MANUAL THERAPY: O Vo decrease Uightness/spasm [ Other:
97530 |Therapeutic Activities 12 3 4 5
97110 Jiherapeutic Exercise 1 2@ 4 5
97140 [Manual Therapy Techniques 12 3 4 5 7 Batence TT Fosture
[1  NEUROMUSCULAR RE-ED: 0o P i Oc
97116 (Gait Training 1 .2 3 4 5
97033 |lontophoresis (No Aetna) 1 2 3 4 5
97032 |Electrical Stimulation{(Manual) |1 2 3 4 5 Y1 omer: \
97035 |Uitrasound 1 2 3 4 s T ® & (-S-&f\* *5)
97039 |Anadyne Infrared (No MC) 1t 2 3 4 %
NOTRMT [P1. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS (%) (G4 B ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):
97598 |Active wound care > 20 cm \p S T C T SV S L Fa S s Ahens oo
97597 |Active wound care < 20 cm Saiiu. Ui padee thar padc
97012 {Mechanical Traction
97022 |Whirlaol/Fluidotherapy
987014 |Elec Stim. (No MC & United)
G0283 |Flec Stim. (MC & United) A
97018 |Parafiin PLAN:_GANSY QQﬁ [
97016 |Vasopneumatic treatment { ‘ [
87026 |\nfrared l urb \ AN . —~ , o ODCIN wIss
.97010 P.i?zlc.old Pack (WC and Autooniy) THERAPIST SIGNATURE: D4, s : DATE: -
SPLINT/ORTHOTIC #: 1 2 3 4 5 times per week for week(s).
. . Amt Pd: §, Amt. Pd: §.
97760 |Orthotics man. and training 1 2 3 4 5 Schedule w/ TEAM; A —_——
97762 (C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: I Whiripool Payment Method: (circle one} Payment Method: (clircle one)
. SPECIAL SCHEDULING INSTRUCTIONS:
L3030 Orthotics custom FEE: SﬁSdngsll O1:1 wf, 0 not cons days [0 60 min VISA MC CASH DISC AMEX |VISA MC CASH DISC AMEX
Su
99‘(’]?? FEE: 0O Medicare Schedule  ME30 MEGD  MP&))
. ) CHECK/CC #, CHECKI/ICC #
h.ODFIER ExPLANATIN-hst modifier next to CPT code O # authorized visits left: -
-59 _ |Distinct separate site/procedure
GP/GO |GP Phys. Therapy! GO Occ. Therapy (Medicare and United) 0 Expiry Date: Initial: Initials:
KX__ [MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Pool Vislts, Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Retated Infuries) 13020 Telecom Parkoway North, Tampa, FL 33637 - (813) 978-9700

www.floridaortho.com, TAX ID# 59-2529608 ) Bhard Tharmpy THCRARY CHRARGR TIGKET Onc 3077 o, 8 Taremy €1




CYTTE) SO Dt FEALTH

DBy L LSS SEXn M TOHOEE AL THOET LONS MO
(RSP Rt 1O a B0 TPy DeTEn JE : g
LSt INE ST 3 Ak NCE
L EIRCAAL PRSP0 W W TWIELLL RS Eahl O P LG GO
X FR) g Iy
Pl BFRCUSM Bl UIMED,  MD TR FOPG MES MUKESH MOMEMTA, MDD
[N Pl o
G T , a\(ﬁ
PHYSICAL MEDICINE AND REHABILITATION DAILY NOTE PHYSICAL THERAPY OCCUPATIONAL THERAPY
oD ESSRIPTION

EVALUATION & ASSESSMENT
97001 |PT Evaluation

97002 |PT Re-Evaluation T N \E ¢ : (\N\ |

97003 |OT Evaluation A con 1290 poe, w7 A A (‘&Jd — 1t

87004 [OT Re-Evaluation m;\‘ \S\J:‘Ow > Pain Level: "o

CODE TESTS AND MEASURES UNITS (1} MOO

UNITS {1}

OBJECTIVE:

97799 |Func. Capacity Evaluation

95831 |MMT Extremity, Trunk

95851 |ROM Meas. Extremity, Trunk

64550 | TENS Eval/Checkup

97752 (MMT (WC ONLY .

CODE  TIME BASED PROCEDURES UNITS (Circle) TR REATMENT: e o Trese Cr i A oo
97113 Aquaﬁc Thefap 1 2 3 N 5 THER EX SEE FLOW To trength &TO Increase

y N~
- : il o VN W
97535 |Patient Education/ADL 1 2 3 4 5§ R /
97112 |Neuromuscular Reeducation ¢ 1) 2 3 4 5
N O To Increase Joint Mobilty L] To & rculati
97750 |PPT/Isokinetic Test 1.2 3 4 5 [T ™ANUAL THERAPY: [=] Tzdr:;:seﬁghmessllspasm 8 omer
97530 | Therapeutic Activities 1 2 3 4 5
T~y
97119 >herapeulic Exercise 12 ® 4 5
97140 |Manual Therapy Techniques 1 2 3 4 5 TT Baiance TT Posture
[l nEuROMUSCULAR RE-ED: 3 _Propri E1 Coordinati

97116 |Gait Training 1 2 3 4 5§

87033 |lontophoresis {No Aetna) 1.2 3 4 5§

97032 |Electricat Stimulation (Manual) |1 2 3 & 5 Ig{ OTHER: L, ~N

97035 |Ultrasound 1. 2 3 4 5 T (e 16 L{S L\‘{)’ (s,

87039 (Anodyne Infrared (No MC) 1 2 3 4 8

NOTRMT |Pt. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS (1) LIS ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

87598 (Active wound care > 20 cm [ A ‘b\ 3 AN S

87597 |Active wound care < 20 cm

87012 |Mechanical Traction

97022 |Whirlool/Fluidotherapy

97014 |Elec Stim. (No MC & United) N

60283 |Elec Stim. (MC & United) /

97018 [Paraftin PLan: SO Der” B8 A

87016 |Vasopneumatic treatment VA )\ N =

97026 ||nfrared P BN ‘\‘ ‘Oﬁ\b
— - ‘

87010 |Hot/Cold Pack (wC and Auto only) THERAPIST SIGNATURE: { =T
SPLINTING/ ORTHOTICS SUPPLIES Q1Y L-Code NOD SCHEDULING GUICE SUPPLY PAYMENT INFORMATION

CIp/C IN NISITS
DATE: @J’g
COPAY/CO-INS. INFURMATION

SPLINT/ORTHOTIC 8: 1 2 3 4 Stimes per week for week(s).
97760 . -~ AmtPd: § Amt. Pd: $.
Orthotics man. and training 1 2 3 4 5 hedule wf TEAM: R —
97762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: O Whiripool Payment Method: (circle one} Payment Method: (circle one)
" SPECIAL SCHEDULING INSTRUCTIONS:
L3030 |Orthotics custom FEE: $65 deposlt O1:1 wy, Onotconsdays O60min| VISA MC CASH DISC AMEX {VISA MC CASH DISC  AMEX
Supply
99070 FEE: O Medicare Schedule ME30 ME60  MP6))

5 CHECK/CC # CHECK/CC #
MODIFIER  MODIFIER EXPLANATION-Iist modifier nexl to CPT code O # authorized visits left: ! 3

-59  |Distinct separate sitefprocedure

GP/GO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date: Initials: Initials:
KX  |MC Annual Benefit Cap exceeded and gualifies for exception POOL THERAPY SCHEDULING:
Pool Visits, Land Vislts,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Related Injuties) 13020 Telecom Parkway North, Tampa, FL 33637 - {813) 978-8700

www floridaortho.com, TAX {D# 59-2929608 9 o T THERARY CHARGE TRXET Om 2012 v, FOn T 61
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P A D AND REHAB ATIO 0 o OCCUPATIO

o A R SUBJECTIVE: !

97001 |PT Evaluation ‘Q\CL(JQ— [ Mﬁ [

97002 |PT Re-Evaluation AN (/

987003 |OT Evaluation

87004 |OT Re-Evaluation Paln Level: o
CODE TESTS AND MEASURES UNITS (1) ) OBJECTIVE:

87799 |Func. Capacity Evaluation

95831 |MMT Extremity, Trunk \ﬂ( Gk Q UW

95851 |ROM Meas. Extremity, Trunk A N . N

L 3
64550 | TENS Eval/Checku|
. p PO OCC>S e (e fdk)
7752 IMMT (WC ONLY TREATMENT: U \J
TIME BASED PROCEDURES : UNITS {Circle) MOO * T Toincrease Rom { To Increase Endurance/Activity Tolerance

97113 Aquaﬁc Therapy 1 2 3 : 5 THER EX_SEE FLOW K}'olncmasestmngm >€~To Increase flexibility

87535 |Patient Education/ADL i 2 3 4 5 = \s

97@Neummuscular Reeducation 'B 2 3 4 5

To # Joint Mobili O Toll Irculati
97750 |PPTAsokinetic Test 1.2 3 4 s []_ manuac THerapy: 5 To dorense tghessisprsm 0 Omer oo
97530 |Therapeutic Activities 1 2 3 4 5
( 97110 [Yherapeutic Exercise 12 ® 4 5
97140 |Manual Therapy Techniques 1. 2 3 4 5 T Balance J Posture
11 NeurROMUSCULAR RE-ED: =] i I coordination

97116 |Gait Training 1 2 3 4 5

97033 |lontophoresis (No Aetna} 1.2 3 4 5

97032 |Electrical Stimulation (Manual) |1 2 3 4 s %1  orHEer: R N N

N | 39 QR

97035 |Ultrasound { 2 3 4 5 ﬂ:k_Q/k\ (S M_J%—
97039 {Anodyne Infrared (No MC) 1+ 2 3 4 5

NOTRMT {Pt. arrived but not treated

CODE SERVICE BASED PROCEDURES UNITS (1) MOD ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):
. })
97598 |Active wound care > 20 cm [OF. N LR o KA — \er‘ ":LL«.SJ_-Q

97597 |Active wound care < 20 ¢cm s WIY X efy . F‘,C"

Ao I CIN 0 Anpal <=

97012 |Mechanical Traction 0 AN S (.,QL“-
s

N I

87022 |Whirlool/Fluidotherapy

97014 |Elec Stim. (No MC & United)

60283 |Elec Stim. (MC & United)

97018 |Paraffin PLAN: CN\t e 4 EJQJC A

¥
87016 |Vasopneumatic treatment \v !/"ﬁ@ N~
97026 |Infrared [ v

OD/C IN VjSITS

97010 |Hot/Cold Pack (wC and Auto onty)
SPLINTING! ORTHOTICS! SUPPLIES _

THERAPIST SIGNATURE:
SCHEDULING GUIDE

DATE:

A
COPAY/CQ-INS. INFORMATIO?,

SPLINT/ORTHOTIC #: 1 2 3 & 5times per week for week(s).
. . AmtPd: § Amt. Pd: §
87760 |Orthotics man. and training 1 2 3 4§ Schedule w/ TEAM: i
97762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: O Whiripool Payment Method: (circle one) Payment Method: {circle one)
N SPECIAL SCHEDULING INSTRUCTIONS:
L3030 |Orthotics custom FEE: $65 deposit Di:1wf Cinotconsdays O60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Supply
: O Medicare Schedule  ME30 ME60  MP6O)
33070 n ) L CHECK/CC # CHECK/CC #
MODIFIER MDFIER EXPLANATIN-Ixst modifier next ta CPT code O # authorized visits left:
.59  |Distinct separate site/procedure
GPIGO |GP Phys. Therapy/ GO Ccc. Therapy (Medicare and United}) ) Expiry Date: Initials: Initials:
KX IMC Annual Benefit Cap exceeded and qualifies for exception POGL THERAPY SCHEDULING:
Pool Visits Langd Visits
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Retated Injuries) 13020 Telecom Parkway North, Tampa, FL 33837 - (813} 978-9700 R

www.floridaorthe.com, TAX I0# 59-2929608
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DALY NOTE

PHYSICAL THERAPY QCCUPATIONAL THERAPY

PHYSICAL MEDICINE AND REHABILITATION
| OESCRPTION | |
EVALUATION & ASSESSMENT

87001 |PT Evaluation
87002 |PT Re-Evaluation
87003 |OT Evaluation

SUBJECTIVE:

UNITS (1)

§7004 |OT Re-Evaluation : Pain Level: o
CODE TESTS AND MEASURES UNITS (1) SEM ogsecTive: Sy s

97799 |Func. Capacity Evaluation -

95831 |MMT Extremity, Trunk g

95851 |ROM Meas. Extremity, Trunk
64550 [TENS Eval/Checkup
97752 |MMT (WC ONLY

e BASED PROCEDUR o o TREATMENT: S~
° @ Increase Rom gﬁ Increase Endurancel/Activity Tolerance
. ER EX SEE FLOW -To Increase Strenglh > To Increass flexiblli

97113 |Aquatic Therapy 1 2 3 4 5 .

87535 (Patient Education/ADL 1. 2 3 4 5

97112 |Neuromuscular Reeducation 1 2 3 4 5

. . To i Joint Mabilli O Tol irculati
87750 |PPT/Isokinetic Test 1.2 3 4 5 (] MANUAL THERAPY: e o T omprove clrculalion
97530 | Therapeutic Activities 1 2 3 45 ) 9\&:&\{_\«\3 \'\«\) = e (LTS
\9?7;5 Therapeutic Exercise 12 E 3} 4 5
S
Manual Therapy Techniques ’1\) 2 3 4 5 I Balance TJ Posture
[1 weuromuscuLAR RE£D: [} p £ Coordination

87116 |Gait Training 1 2 3 4 5

97033 |lontophoresis {No Aetna} 1 2 3 4 5

97032 |Electrical Stimulation (Manual) [1 2 3 4 s [1__oTHER: ot [®) R

97035 |Ultrasound 1.2 3 4 5 (:,G s \AI\VA o

97039 |Anodyne Infrared (No MC) i 2 3 4 & g

notemT |Pt. amived but not treated
CODE SERVICE BASED PROCEDURES UNITS (9) MOD ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 cm (’ Qo> A t$ A b I\GA > (\N\.\

. w: 0 W
97597 |Active wound care <20 cm - C
T

97012 |Mechanical Traction

97022 |Whirlool/Fiuidotherapy
87014 |Elec Stim. (No MC & United)
60283 [Elec Stim. (MC & United) A\
97018 |Paraffin PLAN: A / _// ]
97016 |Vasopneumatic treatment N V / f \ /

87026 ||nfrared V mm / — q -26 _iu anie N wisms
87010 |Hot/Cold Pack (wc and Auto only}
SPLINTING! ORTHOTICS! SUPPLIES

THERAPIST SIGNATU DA
SCHEDULING GUIDE SUPPLY PAYMERT INFORMATIOR

SPLINT/ORTHOTIC #; 123 45tmesper week(s).
97760 . s AmtPd:  § Amt. Pd: §,
Orthotics man. and training 1 2 3 4 5 dle w/ TEAM: e ——————
87762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: fipool Payment Mothod: (circte one) Payment Method: (circle one)
N SPECIAL SCHEDULING INSTRUCTIONS:
ls-303|0 QOrthotics custom FeE: $65 doposlt Q11 wy, Onoteonsdays CO60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
upply
99070 FEE: O Medicare Schedule M| MP6O)
OOFER  MODIFIER EXPLANATIO . CHECK/CC # CHECK/ CC #
O 0 # authorized visits left:
-59  |Distinct separate site/procedure @
GP/GO_|GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) O Expiry Date: Initials: Initials:
KX [MC Annual Benefit Cap exceeded and gualifies for exception POOL THERAPY SCHEDULING:
P ancgual 2L Pool Visits, Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
{Auto Related Injuries) 13020 Telocom Parkway North, Tempa, FL 33637 - (813) 978-3700

wwiw.floridaortho.com, TAX ID# 53-2029608 0B T THERAPY CHARIE TOHET D0 2017 o, 7O et €
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PHYSICAL MEDICINE AND REHABILlTATIO

DESCRIPTION
EVALUATION & ASSESSMENT

DAILY NOTE PHYSICAL THERAPY OCCUPATIONAL THERAPY

|

|

|

|

|

|

‘ UNITS (1) SUBJECTIVE: .
97001 |PT Evaluation i Q )";B)S..L G e vasd AS— D dou s ¥ clc

} 97002 |PT Re-Evaluation . ek { v L ¥

} 87003 {OT Evaluation

|

|

|

|

|

|

|

|

{ GLo -

87004 |OT Re-Evaluation
CODE TESTS AND MEASURES UNITS (1) MOD

97798 |Func. Capacity Evaluation
95831 IMMT Extremity, Trunk % Lo in B Sid
95851 |ROM Meas. Extremity, Trunk
64550 |[TENS Eval/Checkup

87752 |MMT (WC ONLY TREATMENT
CODE TIME 5“553 PROCEDURES UNITS (Circle) MOD REATMENT: To Increase Rom t To Increase EndurancefActivity Tolerance

KTHER EX SEE FLOW E To Increase Strength K,Tu Increass flexibility

Pain Loval: 112‘
OBJECTIVE:

97113 jAquatic Therapy 1 2 3 4 5
Y\

97535 |Patient Education/ADL 1 2 3 4 5 N

87112 |Neuromuscular Reeducation 1 2 3 4 5

97750 |PPT/Isokinetic Test 1 2 3 4 5 @ MANUAL THERAPY: '1|:: v ‘.’;‘:,I.m MOD’|l||y E%‘:hl:‘r?wvs cresation

97530 | Therapeutic Activities 1 2 3 4 5 == -AY' lace  oteston wn (&) DI AN
97110 | Therapeutic Exercise 1 2¢T3N4 s \J

97140 |Manual Therapy Techniques ¢T1) 2 3 4 5 T Balance TT Posiure

[1 nNeuroMuscULAR RE-ED: [ _Proprioception O Coordination

97116 |Gait Training i 2 3 4 5

87033 |iontopharesis (No Aetna) 1 2 3 4 5

87032 |Electrical Stimulation (Manual) |1 2 3 4 5 OTHER:

87035 |Uitrasound 1_2 3 4 5 - T ) (Q‘{,‘O‘ 1)

87039 |Anodyne Infrared (No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated
CODE SERVICE BASED PROCEDURES UNITS (1) LI ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):

87588 [Active wound care > 20 cm ﬂr— AN e voe s — Ao b b&_)baf ,f;g*\

v A
87587 |Active wound care < 20 cm S ‘-)

87012 |Mechanical Traction

87022 |Whirloal/Fluidotherapy
87014 |Elec Stim. (No MC & United)
. G0283 [Elec Stim. {MC & United) :
87018 |Paraffin PLAN: QZ)(’{* QCI’ p("
97016 |Vasopneumatic treatment (/ o

AN
97026 |Infrared ‘ A \ N ~—

oD/c IN VISITS
T P

97010 | Hot/Cold Pack (WC and Auto on THERAPIST SIGNATURE: DATE: / (&2

P OR (8] PP 0 od oD D D PP PA ORMA OPA o) OR A O
SPLINT/ORTHOTIC #: 1 2 3 4 S times per week for week(s).

. P AmtPd: § Amt. Pad: $
87760 |Orthotics man. and training 1. 2 3 4 5 wf TEAM: L,/
87762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: [ Whirlpool Payment Method: (circle one) Payment Method: (circle ona)
: SPECIAL SCHEDULING INSTRUCTIONS:

L3030 |Orthotics custom FEE: $65 depostt D11 w/ Onotconsdays O 60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX

Suppt

99070y FEE: [ Medicare Schedule  ME30 E60  MPEDY

- o " CHECK/CC # CHECK/ CC #
= ’.. ks ,' ally ° e 3 # authorlzed vislts left:
-59 Distinct separate site/procedure
GPIGO |GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) 0 Explry Date: Initials: Initials:
KX [MC Annual Benefit Cap exceeded and qualifies for exception POOL THERAPY SCHEDULING:
Poal Visits, Land Visits,

Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
{Auto Related Injuries) 13020 Tetecom Parkway North, Tampa, FL 33637 - (843) 978-9700

www.floridaortho.com, TAX ID# 59-2920608 et Tharma A AR TIKET Do 2012 P P08 eray Y
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PHYSICAL MEDICINE AND REHABILITATION

DAILY NOTE PHYSICAL THERAPY OCCUPATIONAL THERAPY

WEW\LUAHQN 5 ASSESSMENT ‘ ?sm R SUBJECTIVE: "}\ I\

O PT Evaluation

PT Re-Evaluation

87003 |OT Evaluation

87004 |OT Re-Evaluation Pain Lovol: o
CODE TESTS AND MEASURES UNITS (1) MOD OBJECTIVE:

987799 |Func. Capacity Evaluation

95831 |MMT Extremity, Trunk T e

95851 |ROM Meas. Extremity, Trunk \

64550 |TENS Eval/Checkup ¥

o772 IMMT (WC ONLY ; TREATMENT; :
- S

87113 |Aquatic Therapy 1 2 3 4 s N \TNER EX SEEFLOW O % Strength 0 1o

97535 |Patient Education/ADL 1 2 3 4 5

97112 |Neuromuscular Reeducation 1 2 3 4 5

97750 |PPT/Isokinetic Test 1 2 3 4 5 M mANyAL THERAPY: B Todrns thimessrtpnsm £1 Omar o creseten
L-87530 [Therapeutic Activities 1 2 3 4 5 L) o \!\\‘D S S (ol <€\M \\\ IA. rm\" .

s/D\W) Therapeutic Exercise i) 2 3 4 5 —&MMM_@M_‘E Max
L 71’ Manual Therapy Techniques (—; 2 3 4 5 TT Baiance T Fostwrs

97116 |Gait Training ";’ ) s 4 s r] NEUROMUSCULAR RE-ED: [ p I Coordination

87033 |Iontopharesis {No Aetna) 1 2 3 4 5

97032 |Electrical Stimulation (Manual) {1 2 3 4 5 [l oTHER: . yi

97035 |Ultrasound 1 2 3 4 5 CL B o)\ A\ D(m

97039 |Anodyne Infrared (No MC) 1 2 3 4 5

NOTRMT |Pt. arrived but not treated

0D R BASED PROCEDUR 0D ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97598 |Active wound care > 20 ¢cm

987597 |Active wound care < 20 cm SVLA

97012 |Mechanical Traction 1

97022 |Whirlool/Fiuidotherapy |

87014 |Elec Stim. (No MC & United) N

60283 |Elec Stim. (MC & United) il

97018 |Parafin pa \ A/ :

97016 |Vasopneumatic treatment ) \\ \\ W ~—

97026 |Infrared “\! \ @W)L __— oore IN VISITS

87010 |Hot/Cold Pack (WC and Auto anly) THERAPISTSIGMURE: DATE:

P OR @) PP Q Q0 D D O 0 OPA O OR A O
SPLINT/ORTHOTIC #: 1 29 4 5 tmes per week for b‘ week(s). L )

97760 |Orthotics man. and training 1 2 3 4 5 dule i TEAM: AmtPd: S [AmtPd:s$

97762 |C/O for orthotic/prosthetic 1 2 3 4 5 SPECIAL SERVICES: O Whirlpool Payment Method: (circle one} Payment Method: (clrcle one)

L3030 |Orthotics custom FEE: $65 deposit ge:mim:wg :nf é'f.f'd'i‘y’s‘"é"s'ff;m VISA MC CASH DISC AMEX |VISA MC _CASH DI EX

P FEE: D Medicare Schedule 30 NE60 MPsﬁ CHECK/ GG # ECHI G . -
MODIFIER  MODIFIER EXPLANATION-list madifier next to CPT code O # authorized visits left - # .

-59  |Disfinct separate site/procedure =
GPIGO _|GP Phys. Therapy/ GO Occ. Therapy (Medicare and United) DExplryDate: . (initials: ~ tnitials /\
KX  [MC Annua! Benefit Cap exceeded and qualifies for exception m\l;i;l;gmﬂ" SCN&?;"\#::S: _

e 2 T Pty T L 88701 75470 e
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" ORTHOPAEDIC -

Faciity: Telecom

INSTITUTF, "4
o MR #:

Physical Therapy Spine Evaluation

Patient; Physician:
- O% 5‘\1\\ \ e (}q\um\\o

Diagnosis: Onset/Surgery Date:
S5 sXon
Medical History: ( \s Occupgtion:
\Lsfwvh BNEARI\ MRS W O NSy
Diagnostic Testing: / Sport/Leisure:
LT\ P VIR VA NN

-

History:  Age: Weight: . Prior Level of Function; Unfestrictied/Restricted

Living Situation:

\L\A & \fLw O\ Ww Nw 70\, Cufrent_,Level of Function: Patient's Functional Limitations

9\%(@\\\% SCTENSY Eoe) AN oc\\v\o LC-NIV\D G RN § @\mg QY
P N

Pain Scale: (0 = no pain, 10 Emergengy Room pain): Best_ () __Worst A Activity At Rest
Location: SZlmw& 2N\ Type: o oot L T \Owr

9>
Frequency: Constant/Intermittent Since Onset: Better/Worse/Same

Increased Symptoms (Worse):

Decreased Symptoms (Better):

Functional Assessment Tool:

Observation: @_ N, ORRY R~
019 QNN gy
ROM: N N
Motor Function Cervical Thoracic Lumbar Comments
- Forward Bending  |(60) . . (50) (60) \ A\
Extension (75) (25) \
Right Lateral Flex [(45) (25) |
Left Lateral Flex__[(45) 25 4
Right Rotation (80) (30)
Left Rotation (80) (30)

Strength

Sh. Flex I i Hip Flx. =
Sh. Abd | ' Hip Ext.
Sh. ER i | Hip ER A =
Sh. IR ~NL | 1 HipIR oy B <
Elb. Flex N\ . || KneeFlex S ~
Elb. EdF N ? _ ""Knee Ext > 5
WristFlex ~ : ¥ Ankle DF S P
Wrist Ext ™~ .| Ankle PF A o
Grip L ) | Abdomen ‘
" | Prone Plank . [
~.......!| Side Plank




Mo Deon

" [Patient:

ORT HOP\I DIC

F LORID/\
INSTTTUT E

Page 2

Accessory Motion Tests:

Special Tests: SLR Slump S| comp/distr Neurologic:
C €= TP W~
Spurling VACT Alar instability Reflexes:
Skin/Soft Tissue/Palpation: point tenderness at: Gait:
WL

Assessment/PT Problems/ Functionai Limitations:

PT Goals:

Boa= FA OaSSY) o B § \-\ N

%Z\‘sm. e

ow\’\& (\ v M\N\mt\m ST\, \

z o ), D S 7

VA ey &lu @ \'\nn N\W
ooty DO N\ R N

9\0\\*};\‘\(\ S Qe un DL
R tvww @) Wy B B/

£ DD e, (6

(LD oW

o~ & & o

Rehab Potential: Excellent ?S Good Fair

Pian:

Procedures:
& Therapeutic Exercise ROM
N _Soft Tissue/Joint Mobs Muscle Re-ed
Discuss Diagnosis and Prognosis with Patient

Poor Due to:

Frequency/Duration:

é x/week for ﬂ; weeks

“~__Stabilization/Postural Exercise
____ _Functional Training

HEP

QOther:
Modalities:
Heat/Cold Ultrasound E-Stim
lontophoresis Parrafin Traction: Cervical/Lumbar
Other:

77

Therapist's Signatur \ Date:
> AR
Physician's Signature: Date:




00119708 PROTOCOL REHABILITATION F™=SCRIPTION & PLAN OF CARE
0490746 sical & Occupational / Hand Therapy
Preoperative Authonization is medically necessary
NAME: OTTO SNOW MRN: 1027882 DATE: 3/24/2014
DIAGNOSIS: 846.1 _ SPRAIN/STRAIN SACROILIAC DOI:
DOS:

PROCEDURE:

[ sxwk X 3xwk
FREQUENCY: [J2xwk [J1xwk

X EVALUATE AND TREAT

X 6wks [14Wks

DURATION: [13wWks [] Other
[J HOME PROGRAM

[J MODALITIES PRN

PROTOCOLS | PROGRANS *

wB [OFws [pPws
STATUS: [ TTwB [JWBAT
O %ws

THERAPEUTIC EXERCISE | | LOWER EXTREMITY | l SPINE i

i [ Range of Motion
O3 Passive
: [ Active -Assist
=z OActive
;&2 [ Strengthening
.8 [ stabilization
. O Flexibility

[ Home Program ___Tband ___Free Wis

[ Closed Chain Stressloading

MANUAL THERAPY / PROCEDURES

B Massage
[ Myofascial Release
] Manual Mobilization
[ Traction
O Proprioception
.=z [ Balance
' [ Gait Training  WB Status:
‘== [J Edema Management
[ Coordination
[ Dexterity
[ Flicking
[ Desensitization
I Sensorv Re-education

%

[JJ Ankle Program

[ Ankle Fusion

[ Meniscus Tear

[0 Meniscus Repair

OACL Phase:

[ Anterior Knee Pain Protocol

[ Total Knee Replacement Protocol
[ Total Knee - Revision Protocol
[ Total Hip Replacement Protocol
[ Total Hip - Revision Protocol

[0 Post Arthroscopy

3 Protonics

UPPER EXTREMITY

O Rotator Cuff Impingement
[ Shoulder Impingement
O Rotator Cuff Repair

[ Shoulder Stabilization

[ Shoulder Dislocation

[ Total Shoulder Arthroplasty Phase:

[ Lumbar Stabilization  Level:
[ williams Flexion Exercises
[ MacKenzie Extension
[ Back School / Body Mech. Educ.
[ Postural Exercises
[ Cervical Stabilization
[ ORTHOTICS / SPLINT ]
[ Type of Splint

[ Static Progressive
1 Dynamic
O static
] Adjustment
[ Custom Foot Orthotic
SPECIAL TESTS |
[ Functional Capacity Evaluation FCE

O Physical Capacity Assessment PCA
O tsokinetic Testing (Biodex)

ELBOW

SPECIAL PROGRAMS |

| PATIENT EDUCATION / ADLs

¢ [0 Patient Education / ADL
Z 0 Ergonomics Instruction
a. 1 Work Simplification
[ Joint Protection

O Total Elbow

[ Radial Tunnel Syndrome

[ Epiconaylitis

[ Lateral Epicondylitis Release
[ Cubitat Tunnel Syndrome

{ WOUND CARE

WRIST / HAND

[ wound Debridement
[ Scar Management

[ MODALITIES

" [OHot/Cold Packs
[ lontophoresis / Phonophoresis
[ Contrast Baths

. [ Fluidotherapy

- = [ Paraffin

& [ Whirlpool

o [ uttrasound

" [ Etectrical Stimulation
[ Us 7 Electrical Stimulation
O TENS
] Anodyne / Infrared

[ Ulnar Nerve Transposition

[ Distal Radius Fracture

[ Flexor Tendon Repair - Zone
[ Extensor Tendon Repair - Zone
[ 1st Dorsal Compartment Release
[J Dupuytren's Release

O Tenolysis

[ Trigger Finger Release

O CMC Arthroplasty

O MP Arthroplasty

[ Tendon Transfer :

[ Carpal Tunne! Syndrome

[ Physical Reconditioning
[C1 work Conditioning / Hardening
[ Aquatic Therapy

OTHER

SPECIAL INSTRUCTONS / PRECAUTIONS
S| JOINT STRETCHING

[ Verbal Order Date:

PHYSICIAN’S SIGNATURE:

Therapist Signature:

| certify that the above rehabilitajjon tregtment yayar is medically necessary. The Pian of Care will be reviewed at least every 30 days.
% WM./Q,

Brian Palumbo, MD

DATE: 3/24/2014

FOR OFFICE USE ONLY:
FACILITY:

DATE:

TIVE:

PROVIDER:
LOCATION:

INS TYPE:

NOTES:




Pt. Name:%

FLORIDA ORTHOPAEDIC INSTITUTE THERAPY ARRIVAL LOG

SO )

Modalities/Procedures allowed per visit

b

MR#:M&&CUNK Telecom

Auth Required,
Script only: (]

X Deductible m Not Met Owes $ o

-
Prescription Dates -1

Benefits Expire:

[e]NF=]
VS,

RX # ARRIVAL Front Desk
LENGTH | AUTH'D DATE USE ONLY
in_visits_|_VISITS =4 ' Auth Exp Date:
3 -
¥ WilE
R E
4 4]
E; 5
6 6
8 8
9 9
10 10
11 11
12 12
13 13
14 14
15 15
16 16
17 17
18 18
19 19
20 20
21 21
22 22
23 23
24 24

DISCHARGE DATE:

SATherany Department\FRONT D!

COMMUNICATION LOG
MESSAGE: INITIALS

A o

SATISFACTION SURVEY SENT DATE: INTTIALSC AR
Forms\Arrival Log 4-. S0 g




FLORIDA ORTHOPAEDIC INSTITUTc
THERAPY DEPARTMENT
BENEFIT VERIFICATION ¢ INSURANCE AUTHORIZATION FORM

e Name: O SO e \@gggr @JA_\Q_i@)

[ Verifying ]A PT benefits O OT benefits Dﬂ_ 1 \( provider #
*We bilfincident to the physician*

\\] N I\ PRIMARY I(N{gr SECONDARY INSURANCE
L\ Ins Name: Y— 'ﬁﬂ H HY Ins Name:

O Pt has OUT of Network Benefits(*Co-Ins./Ded amts*) [ Pt has OUT of Network Benefits(*Co-Ins./Ded amts*)

» Referral from PCP is Required YES NO (circle one)
« Authorization is Required YES NO (circle one)

« Has the pt used any therapy visits this year YES NO

(circle one) If so, how many? - (circle one) If so, how many?
Copay $ __ Co-In % (Physician PT) Copay $ Co-Ins. % (Physician PT)
Deductible t Met m Deductible $ Amt Met _$
Max out Mmtme@ﬂ \%QE 7 Max out of pocket $ Amt.met $
Therapy Limitations: N* 1 Therapy Limitations:

__~— Consec. Days per cond/ per cal yr. (circle one) Consec. Days per cond/ per ca!l yr. (circle one)

xsats Qegm .(curcle one) Visits: Per condition/ per cal yr. (circle one)
$ Maxyper cal yr  Visits Medical Necessity $ Max per cal yr __Visits Medical Necessity
Benefits Effectivé: Expire: Benefits Effective: Expire:
Mod/Procedure/Unit Limit [Y \{ ) _ (#) Per visit Mod/Procedure/Unit Limit (#) Per visit
Restricted Procedures (CPTs) _[197039 097124 (0 97010 Restricted Procedures (CPTs) 097039 197124 O 97010
[ 97535 1 97033 [197014 O 97140-manip.tx O 97112 {1 97026 0 97535 97033 (197014 O 97140-manip.tx 0197112 0 97026
Other information: ] Other information:
Reference #: U—‘ ! % 1 % % Reference #:
Ins. Rep providing info' m\ A M 8 Ins. Rep providing info:
AUTHORIZATION AUTHORIZATION

From | Thru | Auth #/Name | # Visits | Source From | Thru | Auth #/Name | # Visits | Source

T AT 2 0SB\ S sIH ()

SPLINT/ORTHOTIC AUTHORIZATION SPLINT/ORTHOTIC AUTHORIZATION
Splint/Orthotic # DME Beneflts'? Y/N | Splint/Orthotic # DME Benefits? Y /N |
DME Deductible § Amt Met 3§ DME Deductible § Amt Met _$
Copay _$ Colns % Copay _$ Colns %

Is L-code billable? Yes /No  Use L Code: Is L-code billable? Yes / No Use L Code:
Authorization Required Yes / No Authorization Required Yes / No
From | Thru Auth #/Name # Vis | Source From | Thru Auth #/Name # Vis | Source
(WY
Notes: ¢S 11 A2 A Notes:
OROOR=VESING A

/*qmm ‘

Verified benefits, insurance billing address, and EOB by{—%
S:\Therapy Department\FRONT DESK\FD Hats\AUTHORIZATIONS HAT\5. Reference Materials'



07/23/2012 15:35 FAX 914 881 ORTHONET GEHA

OrthoNet
P.O. Box 5046
White Plains, WY 10602-5046

Datc: 07/20/2012

OTTO SNOW
9177 JENA RD
SPRING HILL, PL 34608

FLORIDA ORTHOPAEDIC INSTITUTE

TIN # 592929608

PHQNE:_(S?S) 978—9779 FAX: (813) 558-8415
Member Name: OTTO SNOW  Moember Number; 2412847201
Date(s) of Seevice: 07/17/2012 through 08/31/2012
Diagnosis: 736.81 UNEQUAL LEG LENGTH
OrthoNet Reference Number: 2012072021000014

OrthoNet has been authorized by GEHA to administer the roview of physical, oceupational, and ypeech therapy services.
OrthoNet hay reeelved your request for coverage verification and authorization for the following service(x) for the
member referenced above,

FHYSICAL THERAPY VISIT  Visits Requested: 08 Visits Approved (subjcct to calendar year limirx): 7

PLEASE NOTE: Onc visit is cqual to up to two hours in leagth or cight- fifteen miaute inerements. [f yervices bilted in
onc visit arc greator than the two hour maximum plan allowable- the additional units will be denjod based upon the daily
benefit limitation,

Ifadditional visits arc required after the number of approved visits have been exhausted or if ¢he approved date of service
period hus prsscd, the artending physiciaa or therapy provider can submit a request for additional vislts 1 OrthoNet by
fax at 1-877-304-4398 or by phonc at 1-877-304-4399, Mcdical neeesyity for future visits is best determined near the ond
of the currently approved visits.

Note: All therapy services must be preauthorized by OrthoNet. For any services provided, but not yet reviewed
for medical necessity by OrthoNct, plense submit supporting clinical information to OrthoNet at the above fax
number.

When requesting additional visits, the physician or therapy provider will necd to subsmit progress notes and current,
objective clinical data (i.¢., strength, active and passive range of mation, functienal capabilitics, ote.) that address both
e paticnt’s responsc to therapy and the progress madc towards outlined goals. For scrvices denicd, additiona)
information must be received within 30 days of thiv notice.

Please notc that benefit payments for this health care vequest depend on the member's cligibility starus and the terms and
provigions of the health carc contraet that are in offcct when the member received these scrvices, To verity eligibility and
benefit coverage contact PCIP customier service at (800) 220-789%,

Sincerely,

OrthoNet Medical Mangcement

e UNSPECIFIED PROVIDER , GEHA
GLHA_PGIP_PARAPP20120)

g o002/0002

Page 8 of 6




07/23/2012 15:35 FAX 914 88

(1 X 1]
s e
A A XXX Y]
(1354211

“#:" OrthoNet

1311 Mamaroneck Avcnue, Suite 240
White Plains, New York 10605

ORTHONET GEHA #0001/0002

Facsimile Transmission Cover Sheet

Transmit to FAX Number:

Date: 07/23/2012 2:02 PM

Total Number of Pages (Including this sheet): 2

TO:

FROM:

Name: FLORIDA ORTHO INSTITUTE

Name: GEHA/ ORTHONET, LLC

Department: Department: MEDICAL MANAGEMENT
PHYSICAL/OCCUPATIONAL/SPEECH DEPT.

THERAPY DEPT.

Company: 2

Phone; Phone: (877) 304-4399

RE:

Comments:

The information contained in this facsimilc message is privatc and confidential information of OrthoNet and is
intended only for the use of the individual and/or ¢ntity named above. ITthe reader of this message is not the intended
recipient, or the employcc or agent responsible to deliver it to the intended recipient, you are hereby notified that your
reading, distribution, copying or making any other use of this communication is strictly prohibited. In no event shall
receipt of this message by an unintended party be construcd as a waiver by OrthoNet of any privilege or other privacy
rights. If you have received this communication in error, please notify us immecdiately by telephone and return the
original message to us at the above address by mail. Thank you.
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TRANSMISSION VERIFICATION REPORT"

r

TIME : B87/18/2012 89:51
NAME: -

Fax:-

TEL :

SER. # : 0BBESN896618

DATE, TIME

HAND SURGERY

and MICROSURGERY
M, Ellcn Beatty, M.D.
Alficd V., Hess, M.D,
Icffrcy Stonc, M.

IRAUMA, -

Roy W, Sanders, M,D.

Thosas G. DiPasquale, D.O.
Dolfi Herscovici, I, D0,
Anthony Infante Jr., D.O.

M T KELETAL
Arthur K, Walling, MD: . -

LHXSIATRY
Jodi Shields, M.D.

ADULT RECONSTRUCTION
and ARTHRITIS SURGERY
Kenneth A. Gustke, M.D. .
Stecven T. Lyons, MLD.
Thomas L. Bemaselk, M.D.
‘Mark A, Frrokle, MLD, -
Mark A, Mighelt, M.D

vE ERY .-
Aaxtonio B, Castellvi, MLD,
John M. Small, MD ~
Mate A, Weinstcin, M.,

NE
David Leffers, M.D,
Seth L Gasser, M.D.
Adam Mome, D.O.

David M. Herson, M.D
0 GERY

Arthur K. Walling, M.D.
Roy W. Sanders, M.D.
Dollt Hergcovic, Ir., D.O.
MUSCULOSKELETAL ONCOLOGY
Arthur K, Walling,. M.D. -, -

RVENTIONAL NE

Tiactrmerd Thmbenmm NI T

87/19 @9: 49
FAX NO. /NAME 8773044338
DURATION 08: 82: 21
PAGE(S) 87:
RESULT oK
MODE STANDARD
ECM
, FIo . 4
-~ O‘{l HOI"\J DI( A

"]l \.l!lU}‘E

i(chlno youa(hve
This transmission containg parsonal health information that you are required by law t5 maintain in e secure and confidential mnannes. Re-disclosure is prohibited.
Fajlurc to maintain conﬁdcnhnhty or re-disclosure without antliorization couid result in pcmlms ns deseribed in Stntc and Fedeml law, -

PHONE:

SUBJECT:
PAGES:
MESSAGE:

Ry

Tla W. 13020 N. Tenecom Parkway Temple
Terrace Fl. 33637
(813) 978-9779x7109

(8 13) 558-6415

_-.LQ lncludmg cover, a mp\/]

Patlent Name.‘_HD qm O

(La?t tt_ScicsrL % (I’ohcy Number)
Medlcal Record H#: m

- . J - >
We are seeking authorjzation for our facility to start
Therapy. Please revi cw for authorization.

Butation Y0 v AL DA = SIS




mEping you active.

This transmission contains personal health information that you are required by law to maintain in a secure and confidential manner. Re-disclosure is prohibited.
Failure to maintain confidentiality or re-disclosure without authorization could result in penalties as described in State and Federal law.

HAND SURGERY

and MICROSURGERY
M. Ellen Beatty, M.D.
Alfred V. Hess, M.D.
Jeffrey Stone, M.

TRAUMA

Roy W. Sanders, M.D.

Thomas G. DiPasquale, D.O.

Dolfi Herscovici, Jr., D.O.

Anthony Infante Jr., D.Q.
MUSCULOSKELETAL ONCOLOGY.
Arthur K. Walling, M.D.

PHYSIATRY

Jodi Shields, M.D.

ADULT RECONSTRUCTION
and ARTHRITIS SURGERY
Kenneth A. Gustke, M.D.

Steven T. Lyons, M.D.

Thomas L. Bernasek, M.D.

Mark A. Frankle, M.D.
Mark A. Mighell, M.D
SPINE SURGERY
Antonio E. Castellvi, M.D.
John M. Smail, M.D

Marc A. Weinstein, MLD.

SPORTS MEDICINE

David Leffers, M.D.

Seth 1. Gasser, M.D.

Adam Morse, D.O.

PAIN MANAGEMENT

David M. Herson, M.D

FOOT and ANKLE SURGERY
Arthur K. Walling, M.D.

Roy W. Sanders, M.D.

Dolfi Herscovici, Jr., D.O.
MUSCULOSKELETAL ONCOLOGY
Arthur K. Walling, M.D.
INTERVENTIONAL SPINE

Howard Jackson, M.D.

SHOULDER and ELBOW SURGERY

Mark A. Frankle, M.D.

Seth L. Gasser, M.D

Alfred V. Hess, M.D.

David Leffers, M.D.

Mark A. Mighell, M.D.
GENERAL ORTHOPAEDICS
Thomas DPavison, M.D

Anthony Infante Jr., D.O.
Christian Foglar, M.D.

PHONE
FAX:

FROM: Tia W. 13020 N. Telecom Parkway Temple
Terrace F1. 33637
PHONE: (813)978-9779x7109
FAX: (813)558-6415

SUBJECT: \

PAGES: l Q , including cover. mt l
MESSAGE: Patient Name:M

(Last 4 Socigl) or (Policy Number)
b TS NS
Medical Record #: m

Thj i given a pyescripti

We are seeking authorization for our facility to start
Therapy. Please review for authorization.

paraion SIS Y 2O = VS

Ph ys:ca Occupational Splint

Provider #

CPT Codes in need of authorization (circle all that
apply):

Q

G735 '
Patient is scheduled to sta -—\ \ \’—l

Qa Please review and contact me.

Script and notes are attached.
Requestmi jor Continuation. I
‘Warning: This message is intended only for the person listed above. The attached information is confi cnnal mmu)gz/dl);awHQe reader of this

fax is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If you are not
the intended recipient, please notify us and shred this information. Thank you for your cooperation.

Kicompliancel 100\HIPAAFORM10-Fax Cover Sheet.doc



FLORIDA ORTHUPAEDIC INSTITUTE REHABILIT 4 £TON CENTER
Medical History Summary

PatientName.i Ei H 2; S E ! A 2 MR#:\[MCG:M Phone #:

Please complete this brief history form of alert your therapist to your current medical condition. Completing this
form enables the therapist to proceed immediately with your evaluation in the absence of your full medical record.
We appreciate your cooperation.

Date of Injury/Illness: Date of Surgery: \ﬁ/A

Job Title:  Polelichev
Description of Job Duties: [ L{I’P ﬂ’\‘i , mou l\"f‘f bokes

Please circle your response below and list any additional information:

Do you have any metal, plates, pins, screws or joint replacements? Yes
If yes, please list:

Do you have any broken bones?

Are you currently taking any medication(s)? es)

Are you allergic to anything?

- If yes, please list: Lor‘azupam I'MqI ‘fu}a;{ ﬁQqurapcl sam.«,
If yes, please list: Co r\t {co d’u*o R v AN ;'vﬂ.h? Cona'l‘s’]adhﬁ .@

537 CIIELG

Have you had heart surgery? Yes
If yes, please indicate what type:

Do you have a hearing aide? Yes

Do you wear dentures? Yes

For women: Are you pregnant? Yes

Please check if you have any of the following conditions?

Heart condition or disease Q  Pacemaker
High blood pressure O  Stroke (TIA or CVA)
O Low blood pressure 00  Rheumatoid Arthritis
O Seizures QO  Diabetes
O  Arthritis (Osteoarthritis) Q Cancer
O Hemophilia O  Respiratory Problems
O Osteoporosis Other: E&é He manaisama Liter

T2 Qriloerts gyndeomic

ALL Patients: (please complete)

Are you currently receiving Home Health Therapy or Therapy in a Skilled Nursing facility? Q Yes  No

0l I have had previous Physical Therapy/Occupational Therapy for this condition / different condition in 2012.

Please circle Please circle
Condition Treated: Approximate visits:
Condition Treated: Approximate visits:
Patient’s Signature: [c% Z W Date: 7// 7// 2
L4 7
] / -
Therapist’s Signature: 0YY VA DL, "" Date: 7 /]~

S:\Therapy Department\tFRONT DESK\FD Hats\AUTHORIZATIONS HAT\S. Reference Materials\New Patient Forms\Medical History Form 2012.doc Updated: 4/6/2012




FLORIDA ORTHOPAEDIC INSTITUTE REHABILITATIUN CENTER
Patient Financial Responsibility Acknowledgement

The following information was provided to us by your insurance company. Please review and sign
below to confirm your acknowledgement and understanding.

eatzent nave: OO SO MR#_\M

PRIMARY INSURANCE\:\P'\‘\‘ %H—h

{10ut of Network Benefits

SECONDARY INSURANCE {10ut of Network Benefits
PRIMARY INS. SECONDARY INS. { SPLINT/ORTHOTICS
Deductible Amount $ &CI)O $ $ /
Amount Met $ S\OOO $ $
Amount Owed $ -— $ $
Co-pay $ — visit $ \ ~Jvisit $ -
Co-Insurance —>- wvisit %/visit/
Maximum out of pocket $ $ \ $
Amount Met $~J—\—gﬂg é ” ‘ $
, TS A
Benefits expire l @ e )l /
T ] m %
Authorization required YES)/ NO YES / NO YES / NO
FOI has obtained
authorization (YES)/ no YES / YES //NO
# visits authorized ‘ZX Splint codt,/:

PRIMARY Ins. Limitations

O_*— consecutive days per calendar year/diagnosis a ecutive days per calendar year/diagnosis
L@sits perl diagnosis (I} visits per ca ar year/diagnosis

SECONDARY Ins. Limitations

|- ‘- modalities per (mths) /diagnosis (] modalities per ths) /diagnosis
O%__ Daily/per visit maxnmum . (mE Daily/per visit maximum
X other: (N\/1D YOO /. O other:

Insurance Benefit Information Notice: (Patient please read full

This does not constitute a guarantee of payment or an exact amount of your co-pay or co-insurance. Thisis
a description of benefits from your insurance company given fto us at this time. Should a dispute arise
between this estimation and your Insurance Company Explanation of Benefits (EOB), the Patient
Responsibility noted on your insurance Explanation of Benefits (EOB) shall prevail. We urge you to contact
your insurance company, at the phone number listed on your insurance card, and confirm these benefits,
and review your Insurance EOB’s as they come to you. In this way we can work together to ensure accuracy

of your financial res%
SIGNATURE gwmd oate_7/?/r2
WITNESE&W DATE 1 N 7 Ao~

L e emmem b



FLORIDA ORTHOPAEDIC INSTI. _.E

Account #: 1027882 Appt Date: 07/17/12

Today's Date: 07/12/12 Patient Bal: .00
Recall: 062012 Insurance Bal: 961.00
----- Patient Information-----------------Employer Information--------------
Name : OTTO SNOW Name : SELF EMPLOYED

Addr: Addr:

9177 JENA RD

L 34608-4765

Phone: Phone: 999-999-9999
Dob:
SS#H#
Sex: : IL: Init.
----- Responsible Party Information-------Emergency Contact------<----------
Name : OTTO SNOW Name :
Addr: Phone: -
9177 JENA RD
SPRING HILL FIL 34608-476 5
Rltn é:gé Init.
----- Referring Physician------~-----------Primary Care Provider---“+---------
Name : MUKESH H MEHTA, MD Name : MUKESH H MEHTA, MD
Addr: STE 250 Addr: STE 250
17222 HOSPITAL BLVD 17222 HOSPITAL BLVD
: BROOKSVILLE FL 34601 BROOKSVILLE FL 34601
Phone: 352-754-7222 Phone:
( é; Init.
————— Primary Insurance-------------------Secondary Insurance-----»---------
FIRST HEALTH/PPO (Y) HEALTH INS
Ins Type: I Ins Type: P
Policy: 24128472 Policy:
Group: Group:

Subcriber: OTTO SNOW Subcriber:
1. AF02 2. 3. 4. 5. 6. 7. 8.
Init.

PLEASE ANSWER THE FOLLOWING QUESTIONS:

1. ARE YOU BEING SEEN TODAY FOR AN AUTO RELATED ACCIDENT? YES NO GSQ
2. ARE YOU BEING SEEN TODAY FOR A WORK RELATED ACCIDENT? YES NO CS?
P

3. IN THE PAST YEAR (SINCE 1/1/12), HAVE YOU HAD OR ARE YOU CURRENTLY
PARTICIPATING IN OUTPATIENT PHYSICAL, OCCUPATIONAL OR SPEECH THERAPY,

SERVICES, INCLUDING IN HOME HEALTH SETTING? YES NO
FIRST HEALTH PPO ADJ NAME:
P O BOX 4665 ADJ PHONE:
INDEPENDENCE MO 64051 DATE OF INJ:

INS PHONE#:

Comments:

PATIENT SERVICE REP INITIALS : g! ;lQ :@/



ciinic: IAC O OM ’- " MR#) O@jgg%}

FLORIDA
ORTHOPAEDI(

ML NSTTTU
ratient L 2T STV INETITURE NextMDVisit%_\:LL]g%_

RLeplmg youw m‘)wL

Diagnosis: W\o_q_\)m.b/ ‘23 L%S“”L CSJ{D’ + ”‘29“" Sig Medical HX: “az ! 5 S}m
Restricted Modalities/Procedures: i_ MOD§ NBe Livea j
9

00 97039 (Anodyne) 3 97014 (E stim) 1 97124 (massage) 7140 (Manual) . [0 87010 (Hot/Cold pack
0197112 (Neuro Re-ed) [0 97535 (ADI) . 097026 (Infrared) 00 97033 (Jonto) 1 other: ;':
000 LOW REPS 4—&) i
Visit #41/ Y2/ 3/ 4/ 5/ 6/ 7/ 8/ o/ 10/ 11/ 12/ !
{continuation) / /!, |/ / IA IA / / / / / -
Date:[7/17/1A2/2C |37 B3 [3/15 |3/ 22 5/ 23 \
Modality/Exercise “ ‘ v 4 _ _
MUP 5 |5 |5 |5 |5 |2
US 4o R SIT /
- IMFA L ® .
| v
S? o |2 vV v |
[ .p—ﬁoe-vé. C(’N\) y \// "
IMETS 0y P | VT v |
Baf0 /Bt |iox8"|20x5"|20%5 " |20x 5" ueP
Picifornia® ax3” %30 |70 %0u. NeP
HNsS {mew;ﬂ BB 20”7
[ Thowad DM 3v° | 2xp Yy 3x30" [NEP
PPT 1a"x 5] [ox10” fO* 1] dewmo-. WEP
-< wm.A«aQM 2x10 O Rxap |Axie [Zxio
&l-2 hael slidel \ 1ox  |eMWO | Iox [1ox | i0¥
16 /I0TA soo. 1% Lo8] —
W 83 7'15 378
ClowmA— Cealan
S/ I& Maoaatpa
HE® Kicks Mosekoy = T
Mod. Planky® 0x | Nafd
() + G
Rod Low |lox7”|1ox3”
QL (L)
o0 otin, F/or CP pony ,
Therapist Initials ’(ﬂ)\ j’ul m m ﬁm ﬂ/M m

8:fTherapy Dept/‘Common Docs/Clinical Forms/Eval Forms/TX Flow



FIORIDA .
RIFIOPAEDIC  Routine For:
INSTITUTE

Keeping you active.

CHART COPY

Created By: Joy Moulton DPT

Aug 29, 2012

HIP OBLIQUE - 9 Iiiotibial Band

Cross right leg behind the left. Lean
right hip toward wall while bending
left knee and keeping right knee
straight. Hold __30  seconds.
Repeat with left leg behind right.

For a variation of this stretch, cross
right leg iz front of the lcft leg.

Repeat 3 times.
Do__ 1 sessions per day.

SPINAL MOBILIZATION - 34 Pelvic Rotation (Standing)

Right knee behind on chair,
gently lower body by
bending other knee

until stretch is felt.

Do not allow back

to arch.

Hold __ 30 seconds.
Relax.

Repeat 3 times per set.
Do __ 1 sets per session.

Do__1 sessions per day.

Copyright © 1999-2010, VHI

Page 1 of 1



FIORTDA
ORTHOP,
INSTITUTE

Keeping you astive.

Routine For:

CHART COPY

Created By: Joy Moulton DPT

Aug 22,2012

Crab Walk

‘With wbing loop
wrapped around your
shoes, stightly bend
your knees and tnake
sure your feet arc
facing forward. Side
step across the room
( feet) keeping
knees bent and
maintaining feet
forward. Then side
step back across the
room, leading with
opposing leg. Repeat
this times.

Monster Walk

Place tubing toop
around ankles.
Keep feet facing
forward and knees
straight, walk
across the room,
swinging each leg
out and around to
take a step,
Maintain feet facing
forward and knees
straight. Walk
feet. Repeat
this exercise
times.

Standing hip flexion/march

Holding on to
something stable
(kitchen counter or
bathroom counter),
raise your knee towards
your chest, alternating
legs as if you are
marching in place.
Repeat this exercise
times,
alternating legs.

TRUNK STABILITY - 20
Upper / Lower Extremity Extension (All-Fours})

Tighten stomach and raise fight leg and opposite arm.
Keep trunk rigid.

Repeat __I$  times perset. Do__2 _ sets per session.
Do __)__ sessions per day.

Copyright © 1999-2010, VHI

Page 1 of 1



FIORIDA .
ORTAOPAEDIC  Routine For:
[NSTITU)

AFT
UTE

Keeping you aotive.

CHART COPY

Created By: Joy Moulton DPT

Aug 02,2012
Lumbar Stab Routine

TRUNK STABILITY - 4 Isometric Abdominal

Lying on back with knees bent, tighten stomach by pressing
elbows down. Hold_10 _ seconds.

Repeat __10  timesperset. Do__1  sets per session.
Do __] sessions per day.

TRUNK STABILITY - 6 Bent Leg Lift (Hook-Lying)

Tighten stomach and slowly raiseright leg 10-15 inches
from floor. Keep trunk rigid. Hold_1-2 _seconds.

Repeat _ 10 times perset. Do__3 _ sets per session.
Do__1__ sessions per day.

TRUNK STABILITY - 8 Heel Walk (Hook-Lying)

Tighten stomach and slowly slide 1 foot away from torso.
Don't lose abdominal contraction. Slide foot back toward
torso. Repeat with other foot. Then relax abdominals.

Repeat __j® times perset. Do __1 __ sets per session.
Do __1 sessions per day.

TRUNK STABILITY - 10 Unilateral Isometric Hip Flexion

Tighten stomach and raise right knee to outstretched arm.
Push gently, keeping arm straight, trunk rigid. Hold 5
seconds. Repeat with Left leg.

Repeat __10__times per set. Do_1__ sets per session.
Do__1  sessions per day.

Copyright © 1999-2010, VHI

Page 1 of 1



,.

FIORIDA
ORTHOP

i i(C Routine For:

CHART COPY

. —;WW;E Created By: Joy Moulton, DPT
Keeping you active,

TRUNK STABILITY - 4 Isometric Abdominal

Lying on back with knees bent, tighten stomach by pressing
elbows down. Hold __10__seconds.

Repeat __ 1¢ _times perset. Do__1

sets per session.
Do _1-2 sessions per day.

BACK - 21 Mid-Back Rotation Stretch

HIP / KNEE - 48 Piriformis {Supine)

Cross legs, right on top. Gently pull other knee toward
chest unti} stretch is felt in buttock/hip of top leg. Can also
pull across midline a little to enhance stretch.
Hold 30 seconds.

Repeat __3 timesperset. Do__}__ sets per session.
Do _1-2__ sessions per day.

l
Supine Hamstring Stretch with rope

Lying on your back, attach a stretching rope around your
foot. Using your amms to pult the rope, slowly raise your leg
towards the ceiling, keeping your knee straight, until a
stretch is felt on the back of the knee. Hold for

seconds.

Repeat times. Perform times per day.

Reach to each side as far as possible, keeping chest low
to floor. Hold _30 _seconds.
Repeat _2-3__times perset. Do __1

sets per session.
Do __1-2 _sessions per day.

Copyright © 1999-2010, VHI

Page 1 of 1



Routine For:

Keeping you active.

CHART COPY

Created By: Joy Moulton, DPT

Jul 17,2012

HIP/KNEE - 16 Str heni Hip Add — Isometric

With ball or folded pillow between knees, squeeze knees
together. Hold _5 _ seconds.

Repeat 10 times per set. Do __2 _ sets per session.
Do _1-2 sessions per day.

SPINAL MOBILIZATION - 32 Pelvic Rotation:
Knee-to-Chest (Supine)

With dght leg hanging over side of bench, other knee to

chest, relax leg as much as possible. Hold_30 _ seconds.

Relax.

Repeat _3 _ times perset. Do__1 __ sets per session,
Do _1-2 sessions per day.

HIP / KNEE - 34 Stretching: Hip Flexor

Kneeling on right knee, slowly push pelvis down while
slightly arching back until stretch is felt on front of hip.
Hold _30  seconds.

Repeat 3 times perset. Do__1 _ sets per session.
Do _1-2 sessions per day.

aL ® D

Copyright © 1999-2010, VHI

Page 1 of 1



FOIl Therapy Billing Guidelines

Aetna:

Cannot Bill:
1) 95831 /95851 together
MMT Ext.&Trunk/ROM Ext& Trunk
2) 95832/95852 together
MMT hand/Rom hand
3) 97033 ionto

Auto:

General:
1) First visit require signed GREEN D&A Form
2) Therapist and Patient sign bottom of charge ticket daily
3) Must have secondary insurance which FOI is a provider

Blue Cross Blue Shield of Florida

Managed Care:

Electric Stim (97014) bill as G0283
5) Cannot bill

Hot/cold pack 97010

Anodyne Infrared 97039

* Infrared 97026: Cannot bill on Diabetic wounds, ulcers, neuropathies

General: General:
Cannot Bill 1) Consult Arrival Log to identify insurance restrictions
Hot/cold pack 97010 2) No ROM/MMT's procedures w/in 30 days of each other
Infrared 97026 3) No Eval/Re-eval w/in 30 days of each other
Out of State: varies by state confirm benefits
Iontophoresis 97033
ADL 97535
Medicare:
General:
1) Complete billing worksheet for time/service based units 3) 8 min rule guideline:
2) Modifiers: 0-7 min 0 units
GP: by all Physical Therapy charges 8-22 min 1 unit
GO: by all Occupational Therapy charges 23-37 min 2 units
-59: distinct separate site/procedure/time period 38-52 min 3 units
KX: when $1860 cap reached and patient has valid exception 53-67 min 4 units
68-82 min 5 units
4) Medicare Special codes: 83-97 min 6 units

Tricare: |United:
1) Cannot Bill Hot/Cold pack 97010 1) Cannot Bill Hot/Cold pack 97010
2) Electrical Stim use G0283
3) Cannot Bill Anodyne 97039, Bill Infrared 97026
US Dept of Labor: Modifiers: Supplies: W/C  Non-WC
Cannot Bill 97140 |97530 (59) electrodes 2x2 $4.00
1) Hot Pack/ Coldpack 97010 97012 P7140 (59) electrodes 2x4 $5.75
MMT 97752 all 97002 (59) 45 cm Ball $14.00 $23.00
all 97004 (59) 55 cm Ball $16.75 $27.50
2) Can Bill: PT Eval * 97001 65 cm Ball $19.50 $32.00
OT Evai * 97003 75 ¢cm Ball $31.00 $41.00
* 1 per claim every 8 mths. 9" Overball $8.50 $14.00
Work Comp: Hybresis Patch $10.00 $10.00
General: home puliey $10.00 $16.00
1) 4 procedures per visit (only) unless special written auth. to bill more cerv/std ice pack $15.50 $25.00
ie) 2 bx or body parts. lumbar ice pack $23.00 $38.00
2) Supplies do not count as a procedure ie) can do 4 units plus a supply, (attach invoice) putty 4oz. $4.50 $7.00
3) No ROM/MMT procedures w/in 30 days of each other otoform 2 oz. $5.00 $8.50
4) Can Bill otoform 4 oz. $10.00 $16.25
Initial Evaluation PT or OT 97001/97003 otoform 6 oz. $15.00 $24.50
Follow up MMT= 97752 silicone 1/4 $9.00 $14.50
Follow up MMT+ROM= 97752 silicone 1/2 $17.00 $28.25
Follow up ROM= 95851 or 95852 coban 1" (per roll) $1.50 $2.00
HOT PACK 97010 digital gel tube (ea) $5.00 $8.50
digital gel cap (ea) $4.50 $7.50
buddy strap $2.50 $3.75
Biofreeze 3 oz $8.00 $12.75
Biofreeze 16 oz $25.00 $41.00
VA: Lumbar Roll $9.50 $15.50
1) Modifiers: Ex. Handle $5.00 $8.50
GP: by all Physical Therapy charges Mini Vibrator $15.00 $24.00
GO: by ali Occupational Therapy charges Oedema Glove $5.50 $8.50

S:/Therapy Department/Common Docs/ Coding Basics/FOl Therapy Billing Guidelines 4/6/2012




GTTO

CODE

L DESCRIPTION

SNOW

. D/ HEALTH INE

FIRST HEALTH/FFD (Y)

og/e29/12 EF3G 1G: 3040
LABST SDEEN DT

AUTH

DX

INT DATE:
INT BTATE:

FOS: FPTFOI
PHYSICAL MEDICINE AND REHABILITATION
|

DAILY NOTE

— SUBJECTIVE:

SF‘EF(C:QL.YF\‘MDDMEDNEEDEDMTCVDICHD‘/.T
m’ DX« DX
REF FHYS: HIS MARC P HILGERS, MD ING FCF: M

ACTCOUNT #: G788
CHARGE SLIF: G7S7077
THERAFY COFAY: - 30
FT BALANCE: .00

ING BALANCE:

PHYSICAL THERAPY

L2 A N 2
CCCUPATIONAL THERAPY

2068 .00

EVALUATION & ASSESSMENT UNITS (1} MOD

97001 |PT Evaluation —z 0 )U W
97002 |PT Re-Evaluation
97003 |OT Evaluation
97004 |OT Re-Evaluation Fan e M0
D D R oD OBJECTIVE:
97799 |Func. Capacity Evaluation /[
95831 [MMT Extremity, Trunk \J /
95851 [ROM Meas. Extremity, Trunk v
64550 [TENS Eval/Checkup
TREATMENT:
97752 |MMT (WC ONLY M g'/ Increase Rom [0 To Increase Endurance/Activity Tolerance
oD BASED PROCEDUR D B}TZIncmase Strength O To Increase flexibitity
97113 |Aquatic Therapy 1 2 3 4 5 ‘D 1\ C )
97535 |Patient Education/ADL 1 2 3 4 5
97112 {Neuromuscular Reeducation 1 2 3 4 5 E/ BT 75 increase Jomt Moty [ To improve creulation
MANUAL THERAPY: To tightr 1 Other:
97750 |PPT/Isokinetic Test 1 2 3 4 5 MEA "
97530 [Therapeutic Activities 1 2 3 4 5 nad —Ad , "
;\ . :
o 10)1’herapeul|c Exercise 1 2 f £D )4 5 a = Baance T Postre
NEUROMUSCULAR RE-ED: ] Pr i ion O ¢ i
( 97149-3 Manual Therapy Techniques ()1) 2 3 4 5 -
97116 |Gait Training 1 2 3 4 5 _
. 7
97033 |lontophoresis (No Aetna) 1 2 3 4 5 F‘I/ omer: M °“ P 2l IRV SJ o ‘iLs/
. ) 7 —
97032 |Electrical Stimulation (Manual) [1 2 3 4 5 e i @ fd Asae rl’ 4
97035 |Ultrasound 1. 2 3 4 5
97039 |Anodyne Infrared {No MC) 1 2 3 4 5
ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY): ,
NOTRMT |Pt. arrived but not treated LEp
SERVICE BASED PROCEDURES UNITS 4
97598 |Active wound care > 20 cm
87597 [Active wound care < 20 cm
97012 [Mechanical Traction
97022 |Whirlool/Fluidotherapy
97014 [Elec Stim. (No MC & United) PLAN: \ 7
60283 |Elec Stim. (MC & United) /
A4
97018 |Paraffin /] DIc N ISiTS
87028 Infrared THERAPIST SIGNATURE: b erE A g £ Z
97010 [Hot/Cold Pack (WC and Auto only) 0 2
P QORTHO PP D 1 2 3 4 5 times per week for week(s). s
H . Pd:
SPLINT/ORTHOTIC #: s chedule w/ TEAM: C/ amepa: 8 At
97760 |Orthotics man. and training {1 2 3 4§ SPECIAL SERVICES: [J Whirlpool Payment Method: (circle one) Payment Method: {circle one)
SPECIAL SCHEDULING INSTRUCTIONS:
97762 (C/O for orthotic/prosthetic 1 2 3 4 5§ 011wy, Dnotconsdays D 60min | VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Upp])‘ O Medicare Schedule ME30 MEGD MP&0) HE
CHECK/ CC # CK/ICC #
MODIFIER EXPLANATION-Iist modifier next to CPT code -Z{uthorized visits Ieﬂ:_L
-59  [Distinct separate site/procedure ! N L
GPIGO |GP Medicare Phys. Therapy/ GO Meticare Occ. Therapy i et SCHEDULING, Initials: Initials:
KX [MC Annua! Benefit Cap exceeded and qualifies for exception Pool Visits, Land Visits,
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
{Auto Related Injuries) 13020 Telecom Parlfway North, Tampa, FL 33637 - (813) 978-3700 T



OTTO SNOW . D/A: HEALTH INS ACCOUNT e REE
DOE: _ SEX FIRST HEALTH/FPFO (Y CHARGE SLIF: GTLBETE

st

OB/EE/LE EF30 1G:308 INJ DATE: THERAOFY COFAY: .00
LasST SEEN DT INT STATE: FT BALANCE: . OO
SUTH #:1 SOV TSFERCALYRMODMEDNECDEDMTOVDIGORT INS BALANCE : OB .00
DX = 73681 DX : DXz DXz '
REF FHYS: HIS MARC F HILGERS. MD INS FCF:  M32 MUKESH H MEHTA, MD

FOS: FTFOI "

PHYSICAL MEDICINE AND REHABILITATION DAILY NOTE _ PHYSICAL THERAPY - OCCUPATIONAL THERAPY
DESCRIPTION ] .
CODE EVALUATION & ASSESSMENT UNITS (1) SUBJECTIVE: = A }

97001 |PT Evaluation .
97002 |PT Re-Evaluation
97003 |OT Evaluation

97004 (OT Re-Evaluation
D D MEASUR D OBJECTIVE: = N
97799 {Func. Capacity Evaluation 4 ; . i 2 I
95831 |MMT Extremity, Trunk = 4 v [(n: 6/1
95851 |ROM Meas. Extremity, Trunk @ ASHES s ll‘WKJ\{A/ !nJM A, @ p YZ: 5 .,"“/’ A
VA4 figlets [

64550 {TENS Eval/Checkup

Paln Level: 10

X
TREAZMENT: A
52 NA DURES UNITS {Circle) MOD ‘:’:‘R ExGEEFLOY %'/?.’1222222 Swangth B 1o irasen tenity
97113 |Aquatic Therapy 1 2 3 4 5 : C AL ‘ﬂf%\x
97535 |Patient Education/ADL 1 2 3 4 5
87112 Neuromuscular Reeducation 1 2 3 4 5 EAANUALTHERAPY: % IZ ;22:::2:;:«::::::::;5m E;:r:::?mvedmmaﬁon
97750 PP T/Isokinetic Test 12 3 4 5 MET ¥ caosrced @) axt, lpapn ,
97530 | Therapeutic Activities 1 2 3 4 5 XE > Te P4 fe 0 QIM)_@_/&M_‘&MO‘
9;1-bjfl'herapeufrc Exercise 12 @ 4 5 T Balrce £ Posture
(’97—140>Manual Therapy Techniques CD 2 3 4 5 [1_wevrowyscuiar e-co [ Froprocees = Coordnat
97116 (Gait Training 1 2 3 4 5
97033 |lontophoresis {No Aetna) 1 2 3 4 5 E/ orver: M 4] P “Izn [ REV R ‘(y 5‘
97032 |Flectrical Stimulation (Manual) |1_2 3 4 5 @& -
97035 |Ultrasound 1 2 3 4 5
97039 |Anodyne nfrared {No MC}) 1 2 3 4 5

NOTRMT {Pt. arrived but not treated
SERVICE BASED PROCEDURES

Active wound care > 20 ¢m
97597 |Active wound care < 20 cm
97012 |Mechanical Traction
97022 |Whirlool/Fluidotherapy

97014 [Elec Stim. (No MC & United) oo e aatoaa NV o JAL)
60283 |Elec Stim. (MC & United) P Asc 4o A NEP
S

UNITS 1)

97018 |Paraffin A s ODICIN o, VISITS
97026 |infrared THERAPIST SIGNATURE: v DATE: a >
54 Sh A03 h
97010 |Hot/Cold Pack (WC and Auto only) ° 0
P ORTHO PP de D 1 2 3 4 5times per week for week(s).
AmtPd: $ Amt. Pd: $,
SPLINT/ORTHOTIC #: Schedule w/ TEAM:
97760 |Orthotics man. and training 1 2 3 4 5 zP:ﬁ::t ::E:I:':;CUE;N?; \::;D:z\moﬂs Payment Method: (circle one) Payment Method: (circle one)
P H
97762 |C/O for orthotic/prosthetic 1 2 3 4 5§ Ol:1w/_____ Onotconsdays C160min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Supply O Medigafe Schedule  ME30__ME60  MP6()
99070 CHECK/ CC # CHECK/ CC #
“ODIFER  MODIFIER EXPLANATION-hst modifier nexl to CPT code # authorized visits left:
-58  |Distinct separate site/procedure Exoiry Date: Initials: Initials:
GP/GQ |GP Medicare Phys. Therapy! GO Medicare Occ. Therapy "E:]m?xs;ffw SCHEDULING, nitials: :
KX  [MC Annual Benefit Cap exceeded and qualifies for exception Pool Visits Land Visits
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE
(Auto Related Injuries) 13020 Telecom Parkway North, Tampa, FL 33637 - (813) 978-9700 .

www floridaortho.com. TAX ID# 59-2829608 ) Bharsd Theresy THERAPY CHARGE TICKET, FOI Tharsey CT



CTTO ST v

PHYSICAL MEDIClNE AND REHABILITATION
]

| DESCRIPTION

97001

EVALUATION & ASSESSMENT UNITS (1)

PT Evaluation

DAILY NOTE

. SECOLUINT  #1

,/ﬁig?aaa

(Y CHARGBE DL IfF: Q74770
THERAPY COFAY: als
FT oBad ORNCE = 200
NS BOLANCE: 1940, 00
H MUKESH H MEHTET AD —

PHYSICAL THERAPY

97002

PT Re-Evaluation

97003

OT Evaluation

97004

OT Re-Evaluation

Pain Level: 0]

a7110)

Therapeutic Exercise 4 "D2 3 4 5

m

: ] Balance

D O MEA oD OBJECTIVE:

97799 [Func. Capacity Evaluation

95831 [MMT Extremity, Trunk

95851 |ROM Meas. Extremity, Trunk

64550 | TENS Eval/Checkup

97752 {MMT (WC ONLY TREATMENT: P _

" Tp Increase Rom To Increase Endurance/Activity Tolerance
CODE TIME BASED PROCEDURES UNITS (Circle} MOD ,H/rHER Ei SEE FLOD g(; Increase Strength E Tz I:zrease flexibility
"
97113 |Aquatic Therapy 1 2 3 4 5 So o4z W N
97535 |Patient Education/ADL 12 3 4 5
P
97112 |Neuromuscular Reeducation = Joint Mobility TJ Yo improve circulation
uscua 1 2 3 4 § E’/MANUAL THERAPY: B{decrease tightness/spasm [ Gther: 1

97750 |PPT/isokinetic Test 1_2 3 4 5 N v . 7
97530 | Therapeutic Activities 1 2 3 4 5 !

O Posture

NOTRMT

Pt. arrived but not treated
SERVICE BASED PROCEDURES

Active wound care > 20 cm

UNITS (1}

ASSESSMENT: (PROGRESS/REASON TO CONTINUE THERAPY):

Cm Manual Therapy Techniques . 2 @ . s [[] NEUROMUSCULAR RE-ED: [ Proprioception {1 Coordination
97116 |Gait Training t 2 3 4 5 ,
97033 |lontophoresis (No Aetna) 1 2 3 4 5 g/msaz /WL I{/P +@L>(w 5 i = 7.5.:&,
97032 |Electrical Stimulation (Manual) |1 2 3 4 5§ -
97035 |Ultrasound 1.2 3 4 5
87039 |Anodyne Infrared (No MC) 1 2 3 4 5

Active wound care < 20 cm

Mechanical Traction

Whirloo!/Fluidotherapy

Elec Stim. (No MC & United)

Elec Stim. (MC & United)

Paraffin

Infrared

SPLINTING?

Hot/Cold Pack (WC and Auto only)
ORTHOTICS! SUPPLIES

L-Code

1 2 3 4 Stimes per week for

Amt Pd:  §.

Amt. Pd: §

SPLINT/ORTHOTIC #: Schedule w/ TEAM:
97760 (Orthotics man. and training 1 2 3 4 5§ SPECIAL SERVICES: [J Whirlpool Payment Method: (circle one) Payment Method: {circle one)
SPECIAL SCHEDULING INSTRUCTIONS:
97762 |C/O for orthotic/prosthetic 1 2 3 4 5 Oi:lw/_____ Oinotconsdays O60min | VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
upply O Medjgare Schedule  ME30 ME60  MP&()
99070 FEE: j CHECK! CC # CHECK/ CC #
DIFIER D R EXP ATIO adifier ne od autherized visits left: é
-59  [Distinct separate site/procedure O Expiry Date: Initial Initiat
N . nitials:, 1ais:
GP/GO [GP Medicare Phys. Therapy/ GO Medicare Occ. Therapy. "OOLD'I:I{IE:AW SCREDULING. s
KX  |MC Annual Benefit Cap exceeded and qualifies for exception Pool Visits Land Visits.

Patient Signature:

(Auto Related Injuries}

FLORIDA ORTHOPAEDIC INSTITUTE

13020 Telecom Parkway North, Tampa, FL 33637 - (813} 978-9700

wumanw finndandba cram TAY INE SQ.20Q020RN0R

Rev 11872010




EVALUATION & ASSESSMENT

PT Evaluation

UNITS (1)

PHYSICAL MEDICINE AND REHABILITATION
Lol _DESCRPTION |

30
Tt
'

DAILY NOTE OCCUPATIONAL THERAPY

SUBJECTIVE: 5

PT Re-Evaluation

OT Evaluation

OT Re-Evaluation
TESTS AND MEASURES

Func. Capacity Evaluation

UNITS (1)

MMT Extremity, Trunk

ROM Meas. Extremity, Trunk

64550

TENS Eval/Checkup

@ }Q‘TTS /{\AlloA > (é\) /f_‘i‘f /\%L,M

97113

97752 [MMT (WC ONLY TREATMENT:
CODE  TIME BASED PROCEDURES UNITS (Crrle) MOD THER E@%

prd
1 Tg Increase Rom [ To Increase Endurance/Activity Tolerance
370 Increase Strength ] To Increase flexibility

4o N coxe aHnl

Aquatic Therapy 1 2 3 4 5
97535 |Patient Education/ADL 1_2 3 4 5
2.
97112 |Neuromuscular Reeducation - BT Ip increase Joint Mobility [J Toimprove circulation
1 2 3 45 ﬂ/MAMUAL THERAPY: % decrease tightness/spasm [ Other:
I ¢
97750 |PPT/Isokinetic Test 1.2 3 4 5 MET L. ~ l . jonem
97530 |Therapeutic Activities 1 2 3 4 3 ﬂ/]Fp\ —Llc. R QL
("9¥410 A Therapeutic Exercise 1 @3 4 5 T3 Balance T3 Posture
prr—— . NEUROMUSCULAR RE-ED: (1 _Proprioceptio ] Coordination
(.97140 Manual Therapy Techniques 1/2)3 4 5 O = = -
97116 |Gait Training 1.2 3 4 5 P
- _ —
97033 |lontophoresis (No Aetna) 1 2 3 4 5 E/OTHEE M ML&_ML&@&_
97032 |Electrical Stimulation (Manual) |1 2 3 4 5
97035 |Ultrasound 12 3 4 5
97039 |Anodyne Infrared (No MC) 1 2 3 4 5
ASSESSMENT: (PROGRESS/REASON TO %ONTINUE THERAPY): )
NOTRMT |Pt. arrived but not treated s
oD R B D PRO DUR OD 4 .
97598 |Active wound care > 20 cm =
97597 |Active wound care < 20 cm
. ) 4
97012 |Mechanical Traction 0y 5
k3
97022 1 i .
Whlrioo_I/FImdotherapy : 14 z 2 L) AN
97014 |Elec Stim. (No MC & United) PLAN: AV
60283 |Elec Stim. (MC & United) cond DC
97018 |Paraffin [a [ VISITS 4
97026 |Infrared 7 T SIGNATURE: \ DATE: /
97010 [Hot/Cold Pack (W and Auto only) D 0 ORMATIO P 5
P ORTHO PP 0 1 2 3 4 5 times per week for week(s).
Amted:  § Amt. Pd: §.
SPLINTIORTHOTIC #: schedule w/ mmﬁég#@
97760 Orthotics man. and training 2 3 4 SPECIAL SERVICES: O Whiflpool Payment Method: {circle one) Payment Method: {circle one)
SPECIAL SCHEDULING INSTRUCTIONS:
97762 |\C/O for onhoticlprosthetic 2 3 4 011w/, Onctconsdays O60min | VISA MC CASH DISC AMEX |VISA MC CASH DISC AMEX
supply 0O M re Schedule ME30 ME&0 MP&Q)
99070 FEE: fa CHECK/ CC # CHECK/CC #
OIFIER DIFIER EXPLANATIO PT co # authorized visits left: __s 3
-59  {Distinct separate sitefprocedure . ) e N
GPIGO [GP Medicare Phys. Therapy/ GO Medicare Occ. Therapy O e cEDULING: Initials: Initials:
KX [MC Annual Benefit Cap exceeded and qualifies for exception Pool Visits Land Visits

Patient Signature:

{Auto Related Injuries)

FLORIDA ORTHOPAEDIC INSTITUTE

13020 Telecom Parkway North, Tampa, FL 33637 - {813) 978-9700

o Rev 1098010
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PHYSICAL MEDICINE AND REHABILITATION
L

DESCRIPTION
EVALUATION & ASSESSMENT

PT Evaluation

CODE
97001

UNITS (1)

DAILY NOTE

97002 !PT Re-Evaluation

97003 0T Evaluation

97004 |OT Re-Evaluation

877989 |Func. Capacity Evaluation

95831 [MMT Extremity, Trunk

95851 [ROM Meas. Extremity, Trunk

64550 |TENS Eval/Checkup

97752

MMT (WC ONLY

97113 |Aquatic Therapy 1 2 3 4 5

TREATMENT:

OD B/THER ex €EEFLOWD

Pl
g)a‘lncrease Rom [0 To Increase Endurance/Activity Tolerance
To Increase Strength O  To Increase flexibility

97535 |Patient Education/ADL 1 2 3 4 5

97112 |Neuromuscular Reeducation 1.2 3 4 5

To increase Joint Mobility

97750 |PPT/isokinetic Test 1 2 3 4 5

co

IQAANUAL THERAPY:

To decrease tightness/spasm [ Other;

[ To improve circulation

F S

97530 (Therapeutic Activities 1 2 3 4 5

; 7

(67110 drnerapeutic Exercise 1

Balance [ Posture

€
. 97140 [Ranual Therapy Techniques | 1

[w]
[1 NEUROMUSCULAR RE-ED: [ _Proprioception 3 Coordination

97116 |Gait Training 1 2 3 4 5

97033 |lontophoresis (No Aetna) 1 2 3 4 5

o MAIP Fo L 5° 5 1x.

97032 |Electrical Stimulation (Manual) |1 2 3 4 5

97035 |Ultrasound 1 2 3 4 5

97039 [Anodyne Infrared (No MC) 1 2 3 4 5§

Pt. arrived but not treated
“ERVICE BASED PROCEDURES

Active wound care > 20 cm

NOTRMT

97598

URITS §)

ASSESSMENT: (PROGRESS/ REASON TO CONTINUE THERAPY):

97597 |Active wound care < 20 cm

97012 |Mechanical Traction

87022 |Whirlool/Fluidotherapy

97014 |Elec Stim. (No MC & United)

G0283 [Elec Stim. (MC & United}

97018 |Paraffin

97026 |Infrared

/]

97010
SPLINTING!

Hot/Cold Pack (WC and Aute only)
ORTHOTICS: SUPPLIES

SCHEDULING GUIDE SUPPLY PAYMENT INFORIARTIUN

1 2 3 4 5times per week for week(s).

AmtPd: §

SPLINT/ORTHOTIC #: hedule w/ TEAM: AO
97760 |Orthotics man. and training { 2 3 4 5 SPECIAL SERVICES: O Whirlpool Payment Method: (circle one)
SPECIAL SCHEDULING INSTRUCTIONS:
97762 |C/O for orthotic/prosthetic 1 2 3 D1:1 w. Onotcons days O60min| VISA MC CASH DISC AMEX
Supply .
O Medigare Schedute  ME3¢G MES0  MP6&(Q
99070 \ CHECK/ CC #
MODIFIER EXPLANATION-Ist modifier next to CPT code authorized visits left:
-59  [Distinct separate site/procedure o Exoury Dot initial
— - xpiry Date: nitials:,
GP/GO _|GP Medicare Phys. Therapy/ GO Medwcarg Oce. Therapyl POOL THERAPY SCHEDULING:
KX [MC Annual Benefit Cap exceeded and qualifies for exception Pool Visits Land Visits

4 )4 AL
BT Y e AV

[Amt. Pd: §.

Payment Method: (circle one)

VISA MC CASH DisC

CHECK/ CC #

Initials:

AMEX

Patient Signature:
{Auto Relaled Iniuries)

FLORIDA ORTHOPAEDIC INSTITUTE
13020 Telecom Parkway North, Tampa, FL 33637 - (813) 978-9700

N



il

i
[

DESCRIPTION

97001 |PT Evaluation
97002 |PT Re-Evaluation
97003 |OT Evaluation

97004 |OT Re-Evaluation
AND ) OBJECTIVE:

97799 |Func. Capacity Evatuation (K) .Aﬁ'—l:g an BIOA ln Supend
95831 [MMT Extremity, Trunk i
95851 |ROM Meas. Exiremity, Trunk
64550 |TENS Eval/Checkup

97752 [MMT (WC ONLY TRESIMENT

oD BASED PR R e D THER EX(SEE FLO

Pain Level: 10|

e’
S/To Increase Rom E{/fo increase Endurance/Activity Tolerance

o Increase Strength To Increase flexibility

97113 [Aquatic Therapy 1 2 3 4 5 +@ ﬁ‘ CDAO S‘L&Q-"‘
97535 |Patient Education/ADL

-
~
o
FS
o

97112 |Neuromuscular Reeducation 1 2 3 4 5 - T3 To increase Joint Mobllity  [J T0 Improve circulation
#MANUAL THERAPY: ] To decrease tightness/spasm [J Other:
97750 |PPT/Isokinetic Test 1 2 3 4 5 . A )
~
97530 |Therapeutic Activities 1_2 3 4 5 X
» . 4
7110) | Therapeutic Exercise t { \2/ ) 3 4 5 3 + T Matnce 3 Posture

Vg N R — NEUROMUSCULAR RE-ED: O F i O Coordination
(_87140_Manual Therapy Techniques {] 2 3 4 5 =

97116 |Gait Training 1.2 3 4 5

97033 |lontophoresis (No Aetna) 1. 2 3 4 5 [z/omsn-. M)(//} ‘/9 Lv .‘3'/ s -lLX

97032 |Electrical Stimulation (Manual)

-
~
©
S
2]

97035 |Ultrasound 1 2 3 4 5

97039 |Anodyne Infrared (No MC) 1 2 3 4 5 N MENT: (oro REASON T CONTINUE THERAPY): )
NOTRMT |Pt. arrived but not treated ' f

oD R BA PRO DULR D 7 >

97598 |Active wound care > 20 cm = —Fes

97597 |Active wound care < 20 cm

97012 |Mechanical Traction -’z’f”e"i" o i gL
97022 |Whirool/Fluidotherapy oo d o (o, /5‘7— T o S ﬁ

97014 |Elec Stim. (No MC & United) PLAN:
60283 |Elec Stim. (MC & United) Con. FOC.
97018 |Paraffin A /,'A'ﬂ / /7 Vi obic iN VISITS
97026 |Infrared THERAPIST SIGNATURE: ‘ - DATE:
97010 (Hot/Cold Pack (WC and Auto only) D D PPLY PA ATIO COPAY/CO-INS INFORMATION
P RTHO PP 1 2 3 4 5 times per wi week(s).
. Amt Pd:  § Amt. Pd: §
SPLINT/ORTHOTIC #: w} TEAM: [
97760 |Orthotics man. and training 1 2 3 4 5 SPECIAL SERVICES: (1 Whirlpoo! Paymant Method: {circle one) Payment Method: {circle one)
SPECIAL SCHEDULING INSTRUCTIONS:
97762 |C/O for orthotic/prosthetic 1 2 3 4 5 Di:lw/______ Onotconsdays J60min| VISA MC CASH DISC AMEX |VISA MC CASH DISC  AMEX
Supply

O Medjtare Schedule ME3C ME&D MP6O)
99070 FEE: CHECK/ CG # CHECK/ CC #
oD Pi P # authorized visits left:. 5

-59  |Distinct separate site/procedure

" - [ Expiry Date: Initials: Initials:
GP/GO |GP Medicare Phys. Therapy/ GO Medlcarg Occ. TherapyA POOL THERAPY SCHEDULING:
KX IMC Annual Benefit Cap exceeded and qualifies for exception Pool Visits. Land Visits.
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

(Auto Related Injuries) 13020 Telecom F:arkwayNurthTaTPaEE‘ 3’3837 - (81‘?) 978-9700

Rev 101432010



LT NG

ULy ST %

-
3
DY s W b

Sy MED MURESH M OMENTA. .6
#

D A 3 AND R AR ATIO 0 o RAP O PATIO R
T SUBJECTIVE:
ATION & 0 0
. ; ) 2 V14
T Evaluation { (S 3= A S WAV 2 E g
97002 |PT Re-Evaluation
97003 |OT Evaluation 1
97004 |OT Re-Evaluation Pain Level:
AND MEASUR D OBJECTIVE: \
97799 !Func. Capacity Evaluation
95831 [MMT Extremity, Trunk
95851 |ROM Meas. Extremity, Trunk ‘@ /
64550 | TENS Eval/Checkup
TREATMENT:
97752 MMT WC ONLY p— ; [C] Tolncrease Rom [ To increase Endurance/Activity Tolerance
CODE  TIME BASED PROCEDURES UNITS {Curcle) S [] T™EREX SEE FLOW O Tolncrease Strength O To Increase flexibility
97113 |Aquatic Therapy 1 2 3 4 5
97535 |Patient Education/ADL 1 2 3 4 5
et
97112 |Neuromuscular Reeducation {1 2 3 4 5 g/ g/ro increase Joint Mobility ] To improve circulation
MANUAL THERAPY: To de tightnesgi: [ Qther:
. - I3
97750 |PPT/Isokinetic Test i 2 3 4 5 MET 4o conord {@ ard. 5o oann
97530 {Therapeutic Activities t 2 3 4 5 :
97410 |Therapeutic Exercise 1 2 3 4 5 7 alncs 5 PR
. [[]__ NEUROMUSCULAR RE-ED: [1_Proprioception O Coordination
97140 (Manual Therapy Techniques i 2 3 4 5
97116 |Gait Training 1 2 3 4 5
97033 |lontophoresis (No Aetna) 1 2 3 4 5 []_OTHER:
97032 |Electrical Stimulation (Manual) |1 2 3 4 5
97035 |Ultrasound 1 2 3 4 5
97039 |Anodyne Infrared (No MC) 1 2 3 4 5
ASSESSMENT: (PROGRESS/ REASON J0 CONTINUE THERAPY): "
NCTRMT |Pt. arrived but not treated
D R BA PROCEDUR D
97598 |Active wound care > 20 cm cap ld £ MET
97597 |Active wound care < 20 cm v
97012 |Mechanical Traction
97022 |Whirlool/Fluidotherapy ~
97014 [Elec Stim. (No MC & United) PLAN: \]
G0283 |Elec Stim. {(MC & United)
97018 |Paraffin 4 A /2 ] . DD .. ODICIN VISITS
-
97026 |Infrared THERAPIST SIGNATURE: £ Y/ A/ DATE: .
97010 |Hot/Cold Pack (WC and Auto oriy} 0 0 : S el —
P OR PP 1@3 4 5 times per week for weef(s).
[AmtPd:  § Amt. Pd: §
SPLINT/ORTHOTIC #: fedule w/ TEAM:
97760 |Orthotics man. and training 1t 2 3 4 5 SPECIAL SERVICES: O Whirlpoo) Payment Method: (circle one) |Payment Method: (circle one}
SPECIAL SCHEDULING INSTRUCTIONS:
87762 |C/O for orthotic/prosthetic i 2 3 4 5 O1:1 W/, Onotconsdays D60min| VISA MC CASH DISC AMEX [VISA MC CASH DISC  AMEX
Supply O Megfare Schedule  ME30 MEGO  MP6(Q)
99070 CHECK/ CC # CHECK/ CC #
CAODIFIER  MODIFIER EXPLANATION-ist roaifier next to CPT code # authorized visits le&:_N_E@
-59  |Distinct separate site/procedure O Expir Date: 7‘ Initials: Initials:
GPIGO_|GP Medicare Phys. Therapy/ GO Medicare Occ. Therapy Rl gy rrrrryes oy nitials: rals:
KX |MC Annual Benefit Cap exceeded and qualifies for exception Pool Visits tand Visits
Patient Signature: FLORIDA ORTHOPAEDIC INSTITUTE

{Auto Related Injuries) 13020 Telecom P_arl'o{vay rlnrth, TaTP? L 33637 - (813) 978-9700

[P



[ ORT TRIOPAEDIC, )

— Physical Therapy Discharge Summary
Patient: O He Srour Date: 57/30 '//,«Q
Physician: {\l ; ’.a,eAAL MR Number: [ 0OZR 233 2
Diagnosis: W\mfa Q. qu LW _“\ Visits ordered/ attended: 7/ 2
TREATMENT: \ g J

rapeutic Exercise o Aquatic Therapy ;/geuro-muscular Re-education

anual Therapy o Gait Training eat / Ice
1 Electrical Stimulation o Traction 0 Other:
The patient was taught a home exercise program: lzé)mplete ~ oincomplete D none
The pt. is independent with the HEP as instructed. 2435 O no O unknown
PHYSICAL EXAMINATION:

o ast noted objective measurements dated: __§ / ﬂ‘{/f&

o The patient was not available to be examined for this discharge summary. Initial presentation
and measurements can be found on the evaluation dated: .o :

GOALS: (based on observation and assessment during recent appointments)
Initial goals can be found on the evaluation. : ‘

1) ROM goals oMet o NotMet 0 Unknown o Partially Met:
2) Strengfh goals z(ﬁet o Not Met 0 Unknown o Partially Met:
3) Functional goals oMet o NotMet o1 Unknown E({artially Met:
. 4) Other: oMet 0 NotMet o Unknown 0O Partially Met:

ASSESSMIENT AND PLAN:
The patient will be discharged at this time because:
0 the patient was discharged by the physician.
Sﬂzé patient met all goals; instructed to continue HEP for ROM/strength. -
the patient can continue on an independent basis to regain final ROM/strength.
o the patient does not want to return to therapy because their condition improved.
o the patient does not want to return to therapy because they feel therapy has not helped.
o the patient cannot be reached despite multiple attempts.
o the patient’s benefits have been exhausted/expired; patient offered private pay, but denied..

o other:

Therapist’s Signature: W}U}%a { AW Date: 5? / 240 //L

S:\Therapy Department\COMMON DOCUMENTS\CLINICAL FORMS\Discharge Reports\Discharge Summary PT 05.07.D0C 1




P FLORIDA. -
" ORTHO PAEfDIC
\ [NSTITUTE: -

Clinic: Telecom

MD Appointment;_ l / )’L[ ’J\ MR#: ZO£ ng 2
Physical/Occupational Therapy Report (Lumbar)

O Progress & Discharge
Patient: O‘H‘o 5M Date: 5zm (zg

Physician: #Visits: 2

Diagnosis: "gj\aci-l\

Current Treatrhent Modaliti¢é/Interventions

X Moist Heat/Cold Pack O Electrical Modalites Q PROM ‘N Strengthening

O Fluidotherapy/Whirlpool Q lontophoresis O AAROM Xl Patient Education

Q Ultrasound M Therapeutic Exercise D AROM Q@ Scar Management

M MFR/STM ﬂ Joint Mobilization Anodyne "4 E

Pain Rating: Inmal /{C woasd  progent: 7/_/Q @M du/u»y M wk 2 COWJWL/Q-‘/A”

Functional Level:

ROM: initial: Present: Strength: initial: Present:

R L R L
LmbrFB: _ 9p-4p = 60 PE—(,5 = 3y Hip Flex: 5 5 Z z
LmbrExt: /o-4 = &° la—4 < &5° Hip Abd: 5 5 5 5
LmbrSBR: j5._4 < /5° A5~ = [ Hip ER: 3 5 5 5
LmbrSBL: 25-/5= / A5 = ¢° Hip IR: 4 = S 5
= Kn. Flex: z 4+ 5 i
Kn. Ext: 5 5 5 =
AnkleDF: 5 5 5 5
AnklePF: & = 2 5

Ankle Ev:

Ankle Inv:

Goals: STG QNew QUpdated
[ (Z) = NEP €))
: A pos tiag + d
dut 2 4 l/\_ou/\ = 4’ ?5(?7/ @‘/
L] - . .7 1
o
4 T RILE AXa 4, 5/5 3 EES*—% 24000 A 533!(.«49 v
Assessment: (reason for continuation!discharge of current therapy) .
PL Lx. ROM «xx ANNL D Vo ALAN IROA X AA ha . /mpcohg A P Ad
o g V4o 31 - () = A ’ ‘ 2 8 ‘ ) / a0 DX YR VITYS /v’
ALR B A DA MDY, Q3 AAARL .' .’ pnts hep S ia I & LBAANM DAL T NIA
AAJA¢ A!Am QL AL ..!x.-.A-». 2 A n
p 7

Plan/Recommendations: A /e XA [“) ep

Patient discharged secondary to noncompliance with attempts made to reschedule remaining appointments

Patient unavailable for current objective/subjective reassessment
Patient's benefits have been exhausted/expired; patient was offered a private pay option to continue, but denied.

Patient set up with HEP.
, D7 Date: 9/29 A3

S:\Therapy DepartmentiCommor{Pocusfients\Clinical Forms\Eval Forms\Progress

cCoD0OOo

.Therapist Signature:




Faciity: Telecom
oo g MR #: 027882
Physical Therapy Evaluation

Patient: @‘“’o S Physician: B’v g \ag Wy
Diagnosis: Sur ery Date:
Medical Hi MWLQ%LM?H\ » t’ : 7( QMHZ
Cilca ISTOEy. NBP; “W (1,uq_\) m& ccupa 1on.’pr

History: 1. l) Fqngtionl: Patient is currently unable to:

e
whids —Lwr{d +a “’LQER) l\tiﬂf inm@ ! Sﬁ'ﬁ 71? f)/;&ﬂ—

3o ik gt |
\[\_QMAA\ % . y“y
l d—@ km.o_uwy v P (—‘kvuzL/: s/l oad
I(’jm (012345678910 Location™¥ &= -~ Type: dnﬁL IR
LV NCER Y N + e ’ .
MM%/M STJ + “ip_wfgwww
Observatlon% \lﬂu‘- ceest Supane ! R med. Mn.Q\ [W, @ ASTES [Yoan.

ASJS Inn_s)-ﬁ-’\.«

Range of Motion; Strength: & L, o
v Fi-dp = 50" Mpla s 5 knaa/ 5 AT
/o5 =5 s 5 7%

i\;‘% [s' gA 4 5 9?% ¢ é
5-lo=i5" . FORT

Specnal Tests 22=le ,( )-{w Neurologic:

) ,
ST % Y vk //}Mﬂ-
T ik g

Skin/Soft Tissue/Palpation: TTID @ Prox. ceotiqg _‘fm v 11070-4).04-4-«
'7TP@ W(?‘/p.aw%wmww
Accessory Movements: \L@ , A Y 20 [\,_'?o IR = /’! n @ 3SZJ »

" IPT Problems/ Functional Limitations: PT Goals: 3 TP {ks !

$X's cenomle ® ant. anom. LDz HEP

. JM&QOLLNW&M
’ W+sz¥>4kws‘rb‘x}

3. a9 +o retuen 4o L\M For can,
4, T@L& Ste. o S5

Plan; Frequency/Duration:
@M o/PtEdu: : R xweek for 4 weeks
WE/Strengtheningf' - NMR : = Cem e e I
EP Instruction yacﬁon . T A ''''''' -
Modalities PRN Manual Rx _ , oy Y A VAN

Therapist's signature; Wm\ }@PVDate: 7/[7//(52 /

g v




Fellowship Trained Subspecialists

Adult Reconstraction
And Arthritis Surgery
Thomas L. Bernasck, M.D.
Grant G. Garlick, M.D.
Kenneth A. Gustke, M.D.
Steven T. Lyons, M.D.
Michael A. Miranda, D.O.
David T. Watson, M.D.

Foot and Ankle Surgery
Michael P. Clare, M.D.
Dolfi Herscovici, Jr., D.O,
Roy W. Sanders, M.D.
Arthur K. Walling, M.D.

Hand Surgery

And Microsurgery

M. Ellen Beatty, M.D.
Michael J. Garcia, M.D.
Alfred V. Hess, M.D.
Jeffrey D. Stone, M.D.

Interventional Spine
Steven A. Bama, M.D.
Howard B. Jackson, M.D

Musculoskeletal Oncology
Arthur K. Walling, M.D.

Physical Medicine
And Rchabilitation
Jodi A. Shiclds, M.D.

Shoulder and Elbow Surgery
Eddy L. Echols, Jr., M.D.
Mark A. Frankle, M.D.
l\élfrk A. Mighell, M.D.
ar

Spine Surgery
James B. Billys. M.D.,
Antonio E. Castellvi, M.D.
John M. Smail, M.D.
Maﬂ: A Weinstcin, M.D.

dur
Sports Medicine
Grant G. Garlick, M.D.
Sdth 1. Gasser, M.D.
JiKUam C. Morse, D.O.

o

Primary Cure Sports Medicine
H. Wesley Dykes, D.O.
l\:.lﬁrt P. Hilgers, M.D.

n

Trauma
Déniel S. Chan, M.D.
D8It Herscovici, Jr.. D.O.
Anthony F. Infante, D.O.
1. Claude Sagi, M.D.
Roy W. Sanders, M.D.
Anjan Shah. M.D.
David T. Watson, M.D.
Thomas G. DiPasquale, D.O.
> (Consulting Physician)
£

General Orthopaedics
Thomas M. Davison, M.D.
Eddy L. Echals, Sr., M.D.
Anthony F. Infante, D.O.

Ghilropractic Services

Jeffrey Langmaid, D.C.

lf%{\{id A. Reina. D.C.
o

Nt
feer
Late
Juih

B4l

FLORIDA 1027882
ORTHOPAEDI(C, 7/11/329113

INSTITUTE

FROM: FLORIDA ORTHOPAEDIC INSTITUTE
PROV: MARC HILGERS, M.D.

RE: QTTO SNOW

DOB:

DATE: 7/10/2012

MR# : 1027882 (AF02)

Reason for Consult: Buttock and Right Lower Abdominal Pain

Mr. Snow is a 56 year old Caucasian male here for evaluation for buttock
and right lower abdominal pain. The patient's condition is a result of an
injury {( / /2006). The injury occurred at home. The patient has
received previous treatment (physical therapy and chiropractic) for this
problem. The patient describes the mechanism of his injury as lifting and
hiking. At the time of the injury Mr. Snow states he felt pain.

CHIEF COMPLAINT: Buttock and right lower abdominal pain.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old Caucasian male who
presents today with pain in his right lower quadrant and in his right
buttock. He states this has been going on since 2006.

Outcomes Instruments:

SF-12: In general, Mr. Snow feels that his health is fair. In the past
four weeks, he was not limited at all in moderate activities. He
accomplished less than he would like in the past four weeks, due to
physical health. He accomplished less than he would like in the past four
weeks, due to emotional health (feeling depressed or anxious). Pain
interfered with the patient's normal work (including both work outside
the home and housework) extremely, during the past four weeks.

Medical History:
1. Anxiety

Surgeries:

None.

Allergies:

1. Corticosteroids

Medications: )
1. Lorazepum img

2. Metapropol 25mg

He takes the following medications on a regular basis: Prilosec
Zantac
He does not report any pertinent anti-inflammatory use or reaction

Chief Exccutive Officer
X Joyce B. Anderson, MAcc, CPA | CPC

Chief Operating Officer Chief Financial Officer
Marc Katzin, MAcc, CPA Nicholas Marsala, CPA
13020 Telecom Parkway N., Tampa FL 33637 + 959 Del Webb Blvd. E., Sun City Center, FL 33573
7171 N. Dale Mabry Hwy., Suite 502, Tampa, FL 33614 +« 305 E. Brandon Blvd., Brandon, FL. 33511
2106 S. Lois Ave., 2nd Floor, Tampa, FL 33629 « 11373 Cortez Blvd., Suite 303, Brooksville, FL 34613
7229 US Hwy 301, Riverview, FL 33578
Appointiments: 813-978-9797 . General Information: 813-978-9700 *»  www.floridaortho.com
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history.

Family History:

No pertinent family health history reported. His father is deceased at
age 74 (cause of death not specified). His mother is deceased at age 84
(cause of death not specified).

Social History:

He is single. He does not report any exercise frequency. Otto is a part
time publisher. He denies current alcohol use, but previously drank
alcohol. He currently uses tobacco. He smokes on average 1 pack of
cigarettes a day.

ROS:

10 System Review of Systems is positive for difficulty sleeping, high
blood pressure, gallbladder problems, anxiety, muscle pain, back pain and
specifically negative for chest pain, shortness of breath, gross
hematuria and melena.

PHYSICAL EXAMINATION: This is a S56-year-old Caucasian male, awake, alert
and oriented x 3 and cooperative. He is well nourished, well developed
and in no apparent distress. Height: 5 feet 9 inches. Weight: 142
pounds. Blood pressure: 118/82. Pulse: 76. He has full active and
passive range of motion in both hips. The left leg is about half a
centimeter shorter than the right leg.

PHYSICAL EXAMINATION: )

Vital Signs: Ht:5ft.08in. Wt:1451bs.

General:

Healthy appearing stated age. Respiratory rate within normal limits.
Cognitive:

Oriented x 3 demonstrating normal mood and affect.

Lymphatics:
There is no evidence of adenopathy in affected extremity.

Skin:
Head, neck, and extremity skin is intact without rashes or lesions.

Musculoskeletal Exam

Leg length exam reveals the right longer by 0.5¢m. Mild pelvic
obliguity. Right knee demonstrates neutral alignment. Left knee
demonstrates neutral alignment. Feet noted to be normal. Gait is normal.
There is no quadriceps atrophy noted. No effusion present.

Motion
Right hip motion is normal.

Chief Executive Officer Chief Operating Officer Chief Financial Officer
Joyce B. Anderson, MAcc, CPA , CPC Marc Katzin, MAcc, CPA Nicholas Marsala, CPA
13020 Telecom Parkway N., Tampa FL 33637 + 959 Del Webb Blvd. E., Sun City Center, FL 33573
7171 N. Dale Mabry Hwy., Suite 502, Tampa, FL 33614 +« 305 E. Brandon Blvd., Brandon, FL 33511
2106 S. Lois Ave., 2nd Floor, Tampa, FL 33629 + 11373 Cortez Blvd., Suite 303, Brooksville, FL 34613
7229 US Hwy 301, Riverview, FL 33578
Appointments: 813-978-9797 ¢ General Information: 813-978-9700 +«  www.floridaortho.com
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Left hip motion is normal.

Right Hip Tests
Trendelenburg test normal

Left Hip Tests
Trendelenburg test normal

Sensory exam is normal sensation normal sensation. Motor exam is
symmetric. Strength exam demonstrates no motor deficits appreciated
strength.

Right Vascular Exam
Dorsalis pedis pulse 2+.
Posteroir tibial pulse 2+.
Nc edema noted.

Left Vascular Exam
Dorsalis pedis pulse 2+.
Posteroir tibial pulse 2+.
No edema noted.

DIAGNOSTIC STUDIES: Today's bilateral lower extremity scanogram revealed
true leg length discrepancy of 0.5 cm left shorter than the right,
otherwise negative.

ASSESSMENT/PLAN: This is a 56-year-old Caucasian male with true leg
length discrepancy of 0.5 cm left shorter than the right, poor core
strength and slight pectus excavatum. He was also found to have
bilateral pes planus. We gave him a prescription for Lynco arch supports
with metatarsal pads as well as 0.5 cm heel 1lift for the left shoe. We
discussed IntelliSkin shirts to help him with his posture. We discussed
good choices for office chairs. He received a prescription for physical
therapy. He will follow up with Dr. Mehta or us in four weeks or earlier
if necessary.

PROCEDURE NOTE: The patient was found to have a leg length discrepancy
of 0.5 cm. With the help of osteopathic manipulation techniques
including muscle energy techniques targeting the lumbar spine, SI joint
and pelvis, we attempted to correct this. Unfortunately, we were unable
to do so in the office today.

Marc P. Hilgers, MD
MPH: sni/sir

cc: Mukesh H. Mehta, MD

Chicf Executive Officer Chief Operating Officer Chief Financial Officer
Joyce B. Anderson, MAcc, CPA , CPC Marc Katzin, MAcc, CPA Nicholas Marsala, CPA
13020 Telecom Parkway N., Tampa FL 33637 + 959 Del Webb Blvd. E., Sun City Center, FL 33573
7171 N. Dale Mabry Hwy., Suite 502, Tampa, FL. 33614 +« 305 E. Brandon Blvd., Brandon, FL 33511
2106 S. Lois Ave., 2nd Floor, Tampa, FL. 33629 + 11373 Cortez Blvd., Suite 303, Brooksville, FLL 34613
7229 US Hwy 301, Riverview, FL 33578
Appointments: 813-978-9797 *  General Information: 813-978-9700 +«  www.floridaortho.com
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Page 4

D: 07/10/2012
T: 07/11/2012

Chief Executive Officer Chief Operating Officer Chief Financial Officer
Joyce B. Anderson, MAcc, CPA , CPC Marc Katzin, MAcc, CPA Nicholas Marsala, CPA
13020 Telecom Parkway N., Tampa FL 33637 < 959 Del Webb Bilvd. E., Sun City Center, FL 33573
7171 N. Dale Mabry Hwy., Suite 502, Tampa, FLL 33614 < 305 E. Brandon Blvd., Brandon, FL. 33511
2106 S. Lois Ave., 2nd Floor, Tampa, FL 33629 » 11373 Cortez Blvd., Suite 303, Brooksville, FL 34613
7229 US Hwy 301, Riverview, FL 33578
Appointments: 813-978-9797 *  General Information: 813-978-9700 «  www.floridaortho.com



gggggg? PROTOCOL HABILITATION PP' “CRIPTION & PLAN OF CARE

-al & Occupational / Hand Therapy

Preo,,vfrat/ve Authorization is medically necessary

NAME: OTTO SNOW MRN: 1027882 DATE: 7/10/2012
DIAGNOSIS: 736.81 UNEQUAL LEG LENGTH DOI:
DOs:

PROCEDURE:

Osxwk [ 3xwk
FREQUENCY: D3 2xwk [J 1xwk

CO6wks X4 wks
DURATION: [J3Wks [ Other

wB [Orfws [Jrws
STATUS: O TTWB [JWBAT

X EVALUATE AND TREAT [ HOME PROGRAM X] MODALITIES PRN O %ws
TREATMENT PROTOCOLS / PROGRAMS
| THERAPEUTIC EXERCISE | | LOWER EXTREMITY | SPINE o

[ Range of Motion
[] Passive
[ Active -Assist
[ Active
[ strengthening
] stabilization
1 Flexibility
[J Home Program ___Tband __|
[ Closed Chain Stressloading

Free Wts

I MANUAL THERAPY / PROCEDURES

X Massage

X Myofascial Release
X Manual Mobilization
[ Traction

[ Proprioception

[ Balance

[l Gait Training ~ WB Status:
[] Edema Management
[ Coordination

1 Dexterity

[ Flicking

[[] Desensitization

1 Sensorv Re-education

%

[J Ankie Program

[ Ankle Fusion

[ Meniscus Tear

"] Meniscus Repair

[JACL Phase:

[[J Anterior Knee Pain Protocol

[ Total Knee Replacement Protocol
[ Total Knee - Revision Protocol
[] Total Hip Replacement Protocof
[ Total Hip - Revision Protocol

[ Post Arthroscopy

[ Protonics

[ Lumbar Stabilization  Level:
[ witliams Flexion Exercises

[J MacKenzie Extension

[7 Back School / Body Mech. Educ.
3 Postural Exercises

[3 Cervical Stabilization

ORTHOTICS / SPLINT

UPPER EXTREMITY

]

[ Rotator Cuff Impingement
[ Shoulder Impingement
{0 Rotator Cuff Repair

[ Shoulder Stabilization

[ Shoulder Dislocation

[ Type of Splint

[ static Progressive

[l bynamic

[ static

[ Adjustment

[ Custom Foot Orthotic

SPECIAL TESTS |

[ Total Shoulder Arthroplasty Phase:

[ Functional Capacity Evaluation FCE
[] Physical Capacity Assessment PCA
[ 1sokinetic Testing (Biodex)

ELBOW

SPECIAL PROGRAMS |

I PATIENT EDUCATION / ADLs

[ Patient Education / ADL
[ Ergonomics Instruction
[ work Simplification

3 Joint Protection

O Total Elbow

[ Radial Tunnel Syndrome

[ Epicondylitis

[ Lateral Epicondylitis Release
[ Cubitat Tunnel Syndrome

[ WOUND CARE

WRIST / HAND

O wound Debridement
[ Scar Management

[ MODALITIES

[ Hot / Cold Packs

1 lontophoresis / Phonophoresis
[ Contrast Baths

O] Fluidotherapy

O Paraffin

[ whirlpool

[ Uttrasound

[ Electrical Stimulation

[0 US / Electrical Stimulation
[ TENS

71 Anodvne / Infrared

[ Uinar Nerve Transposition
[ Distal Radius Fracture
[ Flexor Tendon Repair - Zone

[ Extensor Tendon Repair - Zone

[ 1st Dorsal Compartment Release
[ Dupuytren's Release

[ Tenolysis

[ Trigger Finger Release

[ CMC Arthroplasty

[ MP Arthroplasty

[ Tendon Transfer :

[ Carpal Tunnel Syndrome

] Physical Reconditioning
[ work Conditioning / Hardening
[ Aquatic Therapy

OTHER

Matt

SPECIAL INSTRUCTONS / PRECAUTIONS

[ verbal Order Date:

| certify that the above rehabilitation treatment and plan of ¢a

PHYSICIAN’S SIGNATURE:

Therapjst Signature:

medically necessary. The Plan of Care will be reviewed at least eve

Marc Hilgers, M.D.

DATE: _

FOR OFFICE USE ONLY:

FACILITY:

DATE: __ / \ TIME:

INS TYPE:

NOTES:

PROVIDER: _
LOCATION:

7¢Wr4u$:. LRI
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. s A i e e b e asaepears o e e e e
/sevo QUEST DIAGHOSTICS INCORPORATED i i) Quest Clitest Dingnasties incorporated
? 1O %‘%’gg H ng?s:gsgg.u gEi%’gggE @ Diagnns&ic:z 33808 Oroga Hwy,, San Jusn Copiairano, CA 92676
[ 2 PAiPA - FL 33 SWLEL 5 CLIENT SERVICES - (600} 553-5445
HERE Nichals inatitute™ Direcion Jea Nakamelo, *AD., Ph. O,
/7 PATIERT HALE PPAHENT ID NG, DATE NG \
SNOW, OTTO THO34066R COUECTED 11/21/2011 11:13 g
LLCESEIGH NO, FAGE sS8X SAVPLE 1D 80 o sa B
RECEVED 11/22/2011 04:40 |
83445072+ 55 | MALE | NOT GIVEN 8¢ I .
£ : PNy weoaiEs 11/29/2011 16:55
FRANKENBERG sTATUS DUPLICATE )
TEST AZSULT (= OUT OF RANGE) UNTS REFERENCE RANOS -
UGTL1ALl TR Repeak SEE BELOW

RESULT: HOQMOZYGOUS FOR THE TA7 POLYHMORPHISH

Intctgrctation: Molecular analysis indicates that the tested individusl is
positive for two copiles of the TAY golymorphism in the UGT1Al gene. The
pokient is expected to have diminished detoxification of the active

metabolite of irinotecan, SN-38, leading to increased toxicity. He/she should
be considered for reduccd dosage of irinotecan.

Laboratory results and submittaed clinieal infarmation reaviocwed hy Franklin
Quan, Ph.D., ABMG, CGMA.

Uridine diphoesphate glucuronesyltransferasc 1A1 (UGT1ALl) is primarily N
respensible far the Hlucuronidstion and detoxificoation of SN-38, the nctive
metabolite of irinotecan (Camptesar). i polymorphic TA sequence in the
promoter rogion of the UGTLIAL goene, TAT {UGTIAL*28), is associated with
reduced SN-38 glucuronidation. Thus,Agatients homozygous for the TA7
olgmorphiam have Gilbert syndrome with decreased detoxification cagacity
eading Lo & higher risk of the side effecks such as neudcepania an
diarrhea. Theso observations have promptoed tha FDR to mandato a changa in tha
irinctecan package label.

The TA7 polymorphism in the UGT1Al gene is detected by amplification of the
ene region by polymerase chain reaction (PCR) in the presence of a«
luorcsccntlxmlabc ed primer. The amplified preduct is detected on an

automated DNA seguencer. Since genetic variation and other prablems can

affcet the accurac? of dircct mutation testing, the results sheuld always be
interpreted in light of clinical and fomilial data.

This does notbt dekeet other polymorphisms or mutations in the UGT1Al gene
which may impair irinotecan dotoxification. Neilther dogs it examine othex
modifiera of irinotecan metaboliam, such as CYPIA4 activity. For assistance
with the interpretation of thase rasults Elaase contact your local Quest
Disgnoatics gehetic counselor or call 1-A66~GENEINFO {(436-3463).

This test was developed and its performance characteristics have beon i
doeterminced by Quast iagnostics Nichols Institute, San Juan Capistrapo. !
Performance characteristies refer to kthe analytical performance of the test.
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History=lINK

Exam=UNK/ Complexity of MDM=UNK

Name: SNOW, OTTO
SSN: 31182  Acct 31182

Birthdate;- Age: 55 yrs. 0 mon.

Visit Date: 01/22/2011 03:45 pm

Employer: Musculoskeletal

PiVoT
ST V1. 3.0 09/01/04
Nob Tile:

SunCoast Urgent Care
4112 Mariner Bivd, Spring Hill, FL. 34609

* Main Problem (iist only one) pain O swelling [

O pressure [ cut or laceration (Jitch [ numbness

C]-other {specify)

{3 constant [ constant, warse at times [] comes & goes

Timing is. . .
List related symploms . o e
o 1 2 37T e T e Y T
Howsevere? (1 OO 0 0O O J O OO OO ¢
(check one) G=na pein or symptams wors! of your ifes10

..... = =AM
%;‘a_T]Onsit:;ir; dd-- { f Ir—’ ['I'nme!of C!r.nsf‘et (hlh -mm) L1Pm
Where I it? / o
Worsewhen. .. B S -
Batter when. . , r | 3~

0 b

Quaslity: Radiation? {7 no [ yes, where? ____

{Osharp (] ache [(Jburn [Jother
What caused this or was happening when ihis slarted? (descnbe below)
Injury? ONTJY MVA? CIN(Y  Work-related? [N [1Y

Norel  Recent Abnormal (for you) Symptoms
Const | '{ﬁr D_!“cur Benins [ sweaty (O] tired [ weight Jass
g [ hl.adanhg (] \\uxknu,s[:] pror hnl‘mu or wordmuilun
Neuro [ sumb [ tingling ] urinary or bowel changes
d panIEI in -) [__] enr i3 moouth ]: tomh )] mmal
Eyés O bluried vision
.S_klfl i =3 ] lliiunn' [w] bli
“Imuse- | muscle';‘)};;\\‘; W onc aren
Skel - joint pain > ) one joim v
'éardio 3 7] chest pain or prc;:z;;c [ tight headed ] a;:{ing
(3 flanering in chest 3 swetling of legs or fees
Resp 18 [ short of becath  [] cough [ wheere
. G 1. Mtn D helly pain _—[:jwt-]”mxl "
Genito- o 3 painful or  frequent  wiination O wakﬁ;;{m up a"r\_-ﬁfi|1n(s;.
tUrinary é‘ {7 irregular periods [3 itching {73 pon [ discharge
Psych‘ E’ 3 dupru;:;flehng Bue [ anxious [ difficaly slucpin; N
Heme | X i ‘:] unusual bruising ‘
Allergy (] succzmg O] frequent infections

..... Ul farm [T homa
[} residentialinstitution I:l recsite [ streethighway ] public building

L1 other(specify)

Peey, injury tobedy part? [ na [ yes J Sesing offier doc for this? £l no ] yes

Chronic ! inactive Conditions {statis} {J None [J LR
f (& o Www B N -
2. . e e e — I e I
3. e R .
4 H g\_\/ AV W L__um"‘" o
S. e f W a— S—
Meds (JNone [J1LR _ dose  freg | Surgeries I None[] LR

el ey

Zold !l =

History unob!ainable because: emergency comr’/ {3 patient not alert

H
H
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L
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L (e

Yvieo, . ) ]
|

Family History T None 1 LR Q. = ] -
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J— . as i i
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Comip Exam; every builet {«) X'ed in 4 columns in Musculo
& Skin seclions and every buliet (o) 'X'ed int all other sections

Name: SNOW, OTTC

VST R /(, Wt (Ibs) _

m—; rabnarma! o
L) Generalnppearang J Z- 37 _/

Muscuio,’ ‘Gait & Station

Inkalatal
sping fribs

H&N pel is L_UE LLE

Skin

Inspection & Palpations ® [ 3 7]

! Musculoskeletal Insp/Paip: alignment, asymmetry,
erepitus, defect, tender, mass, effusion

ZROM: pain, crepitus, contracture

IStability: distocation, subhixation, luxity

4 Muscle: flaccid, cog wheel, spastic, atrophy,
abnormel movements

$ Skin {nsp/Palp: rash, scar, lesion, cafe-au-fait spats,
ulcers

) I-epcnphcral\;asuulnr et e
(swelling, pulses, varicosities, temp., edema, tenderness)

C‘oordmaucn [CX:H ﬁngcr nose, h:cl!kncclshm, mpui
2 altemating movements in U&LE, fine motor in children)

neck axilae

oo ao

grom..” R

oo

SS8N: 31182  Acct 31182

Birthdate: [l Age: 56 yrs. 0 mon.

Visit Date: 01/22/2011 03:45 pm

=

‘f_:;_:_i?.—_(\ifc?r—:‘%;—~“—‘ﬁ#m S—

T A —

Patient seen during Global Period for a Procedure
1 day 0: 0-10d global [ complication
[T} day 0 80d giobal [ related procedure
7] day ©; sched. proc. [ unrelated problem

different provider

{1 routine fiu to gicbal
1 previous procedure

o

Diagnoses * Select 1 highest hox!
01 new (wiu panding)  {[] Iife threat; chr prb (sev exac),

Qrder and/or Review

Spocific Findings: (site, if only one) ___
insp/Palp: [:] I L S

- [:I sm |:] med'_J Ig
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[ mid 3 mod ] sev]
[ mid {23 mod (] sev
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es T rocur (O exac

di chr pth (mid exac),
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(2] minor prob, rest, garglss... records:

3 minor ez, cold, stnea Sy

frsect bire)

feg. cold, tineu corparis, insect bite)

Data Reviewed

{3 Lab Test: CMP surg path...
ad Test: x-ray, CT MR US..
Med Test: EKG,PFT,0Ox sal.. |

] est (stable) 2 chrenic image, tracing, of spscimen

() est (stable) or fracture F no manlpulalson (8] Désc?éggast wi padoming
1 OTC med; tminor surg, [—]‘[’)ysh % get o'd recort

7] ast (stable) ~ acute problem (uncomplic), 1™ 5SS 69 ] emqperr‘;%?i s
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ar discuss wiother provider
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West Hernando via VSI-FAX

Page 1 af 1 #B52573

MUKESH MEHTA MD
7141 MARINER BLVD
SPRING HILL.  FL 34609

h

PATIENT: SNOW QTTOE
MED REC#: H951239
DOB:

1: 02/14/2012

DAT

LS

This study was performed in the West Hernando Spring Hill office.

02/14/2012: 09967 LOCM-300-349-mg/m} TODINE

02/14/2012: 74178 CT ABD/PEL W/ WO CONTRAST

CLINICAL INDICATION: ABDOMINAL PAIN,

TECHNIQUE: Multiple axial images of the abdomen and pelvis were obtained before and after the
infusion of intravenous contrast material.

CONTRAST: 100 ce Tsovue-300,

The study was evaluated after review ofa CT scan report dated March 26, 2004,

FINDINGS: )
The lung bases are clear. Imaging below the diaphragm without contrast material reveals that there
is a subtle but clearly identifiable area of hypo-attenuation seen in the inferior tip of the liver. The
significance of this finding is unclear. The adrenal glands, kidneys, pancreas and spleen all appear
to be within normal limits. Tt is noted that there is a tiny calcification within the lumen of the
gallbladder without evidence of cholecystitis.

Imaging below the diaphragm after the infusion of IV contrast indicates that the inferior most aspect
of the liver most likely features a hemangioma. The gallbladder, adrenal glands, pancreas and spleen
all appear to be within'normal limits. There are no remarkable findings involving the large or small
bowel other than copious amounts of stoo! seen within the large bowel. I believe I see the appendix
present on a bmited basis. There is no indication of free.air, free fluid or lymphadenopathy. Within
the deep pelvis the prostate is enlarged measuring $.4 x 3.5 mm.

IMPRESSION:
1. Hemangioma in the inferior aspect of the liver.
2. Small nonobstructing gallstone.

3, Prostatic hypertrophy.
Electronically Signed By:

MICHAEL K HERRON MD

Diplomate, American Board of Radiology.

MKH/ SN

D: 02/16/12  T: 02/17/12 Date signed: 02/17/12




THE CENTER FOR BONE AND JOINT DISEASE
RADIOLOGY DEPARTMENT

3319 Grand Blvd. 7544 Jacque Road 11207 Cortez Blvd

New Port Richey, FI. 34652 Hudson, FL 34667 Brooksville, FL 34613

727-848-1769 F27-697-2200 352-596-0900
727-863-8774 Fax 352-596-0440 Fax

{MRI Location)

SNOW, OTTO Male - 56 MRN: 211961
03/30/2012 I)OB- CHRISTOPHER REYHER, MD

MRI OF THE THORACIC SPINE:
Clinical History: Back pain

Multiple pulse sequences were obtained through the thoracic spine in the axial and sagittal planes
without the IV infusion of contrast material. All images were obtained on a 1.5 Tesla unit.

Findings: Sagittal images show the vertebral configuration and signal to be normal throughout.
Alignment is maintained. The thoracic spinal cord as visualized appears normal. There is no
significant disc bulging or heriation identified . There is mild disc space narrowing throughout the
thoracic spine with some minimal spondylosts.

I

WLN WILLIAM L. NYMAN, MD
Diplomate, American Board of Radiology
D: 03/30/2012 04:29 PM Electronically Signed on 03/30/°2012 04:38 PAM

IMPRESSION: Minimal spondyvlosis.

MR thoracic spine is otherwise normal



THE CENTER FOR BONE AND JOINT DISEASE <
RADIOLOGY DEPARTMENT 7

5319 Grand Blvd. 7544 Iacque Read 11307 Cortez Blvd

New Port Richey, FL 34652 Hudson, FL 34087 Brooksville, FL 34613

727-848-1769 727-697-2200 352-596-09G0
727-863-8774 Fax 352-596-0440 Fux

(MRI Location)

SNOW, OTTO Male - 56 MRN: 211961

04/02/2012 DOB:_ CHRISTOPHER REYHER, MD

MRI OF THE LLUMBAR SPINE

Clinical history: No Reason Given

Comparison: None

Technique: Sagittal turbo spin echo T1 and T2 weighted images were performed of the lumbar
spine, as well as axial turbo spin echo T1 weighted images and T2 weighted images of the

intervertebral disc spaces from L1 through S1. All images were performed on a 1.5 Tesla Siemens
short bore magnet.

Findings: The vertebral bodies are normal in height and signal. The disc spaces are preserved.
There no compression fractures, disc hemniations, or spinal cord compression. There are no
paravertebral masses, and the spinal cord is normal with the cauda equina at L2.

Axial images: There are no significant stenoses from L1 to 81.

IMPRESSION: Normal MR examination of the lumbar spine. .

"Vt W

DWS DENIS W. STEWART, MD
Diplomate, American Board of Radiology
D: 04/02/2012 03:12 PM Flectronically Signed on 04/02/2012 03:21 PA



1'HE CENTER FOR BONE AND JOINT DISEASE
RADIOLOGY DEPARTMENT >

2319 Grand Blvid. 7544 hueyue Road 11307 Corter Blvd

New Post Richey . FLL 34632 Hudson. I'l. 34667 Broohsy ibe. FL 34603

737-BAR-1 7064 727-697-2200 332-596-0960
727-863-R774 I"ax 332-390-0440 Fax

{MRI Laocation}

SNOW, OTTO Male - 56 MRN: 211961

04/06/2012 DOB_ CHRISTOPHER REYHER, MD

MR BRAIN WITHOUT CONTRAST
Clinical History: Neck pain
Comparison: None

Multiple axial. sagittal. and coronal images were obtained ona 1.3 T Siemens magnet with
multiweighted sequences, FLAIR. and diffusion imaging without contrast.

Findings: There is no focal mass lesion. There is no hemorrhage or extra-axial collection. The
basal cisterns and sulcei or the convexities and ventricles have normal configuration.

IMPRESSION: Normal noncontrast MR of the brain

WILN WILLIAM L. NYMAN., MD

Diplomate, American Board of Radiology
21 044/06/2012 04:25 PM Electronically Signed on 0406720102 04.35 PM



THE CENTER FOR BONE AND JOINT DISEASE  ,
RADIOLOGY DEPARTMENT 6

3319 Grand Bivd, 7544 Jacque Road 1307 Cartez Bivd

New Port Riches. ¥l 34652 Hndson. Fl, 33607 Brooksville, FL 34613

T27-348-1769 727-697-2200 352-396-0900
727-863-8774 bux 352.596-0440 Fax

(MR1 Location}

SNOW, OTTO Male - 56 MRN: 211961
04/06/2012 DOB:_ CHRISTOPHER REYHER, MD

MR BRAIN WITHOUT CONTRAST
Clinical History: Neck pain
Comparison: None

Multiple axial. sagittal, and coronal images werc obtainedona 1.5 Siemens magnet with
muitiweighted sequences, FLAIR. and diffusion imaging without contrast.

Findings: There is no focal mass {esion. There is no hemorrhage or extra-axial collection. The
basal cisterns and sulci or the convexities and ventricles have normal configuration,

IMPRESSION: Normal noncontrast MR of the brain

T

WEN WILLIAM L. NYMAN, MD
Diplomate, American Board of Radiology
D: 04/06/2012 04:25 PM Electronically Signed on 0470672012 04:35 rPM



THE CENTER FOR BONE AND JOINT DISEASE <
RADIOLOGY DEPARTMENT ~

5319 Grand Blvd. 7544 Jacque Road 11307 Cortez Blvd

New Port Richey, FL. 34652 Hudson, FL 34667 Brooksville, FL 34613

727-848-1769 727-697-2200 . 352-596-0900
727-863-8774 Fax 352-596-04:40 Fax

(MRI Lovcation)

SNOW, OTTO Male - 56 MRN: 211961

03/29/2012 DOB_ CHRISTOPHER REYHER, MD

MRI OF THE CERVICAL SPINE

Clinical History: Pain

Comparison: None

Technique: Sagittal turbo spin-echo T1 and T2-weighted images were performed of the cervical
spine, as well as axial gradient-echo images from the inferior endplate of C3 to the upper endplate

of T1. All images were perforined on a 1.5 Tesla Siemens Symphony short bore MRI unit.

Findings: The vertebral bodies are normal in height and signal. The disc spaces are preserved.
There is no evidence of fracture or prevertebral soft tissue swelling. The central canal, lateral
recesses, and foramina are normal.

Axial Images: All levels are normal from C2to T1.

IMPRESSION: Normal MR examination of the cervical spine.

Dt Jluarle

DWS DENIS W. STEWART, MD
Diplomate, American Board of Radiology
D: 03/29/2012 03:19 PM Electronically Signed on 03/29/2012 03:37 PM
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Report Status: F
SNOW, 01

; Patient Information

" Specimen Information

{ Client Information

‘SNOW, OTTO

§DOB- AGE: 56

;Gender: M

‘ Phone:

i Patient TD: NG

- Health ID: 8573006440049697

‘Specimen:  TM110174U
; Requisition: 0000940

Collected:  02/09/2012 /13:33 EST
E Received:  02/10/2012 /01:57 EST
' Reported: 02/10/2012 /07:03 EST

 Client #: 66001888 13NA999
MEHTA, MUKESH H

i MEHTA,MUKESH MD

: 7145 MARINER BLVD

| SPRING HILL, FL 34609-1048

Reference Range L

Test Name In Range Qut Of Range
BASIC MIZTABOLIC PANEL £y
GLUCOSE 106 H 6599 mg/dL
Fasting reference interval
UREA NITROGEZN (RBRUN) 18 7-25% mg/dL
CREATINING G.77 0.70-1.32 mg/dL
For patients >48 years o©of age, the reference limit
for Crestinine is cppxox1mdne1v 13% higher for pecple

identified as African-america

eGFR NON-AFR. AMERICAN 101 > OR = 60 mL/min/1.73m2
eGER AFRICAN AMERICAN 118 > CR = 60 mi/min/1.73m2
BUN/CREATININE RATIO NOT APPLICABLE 6-22 (calc)
SODIOM 139 135-146 mmol/L
POTASSIUM 4.1 3.5-5.3 mmol/L
CHELORIDS 102 98-110 rmol/L
CARBON DICYIDE 25 21-33 mmol/L
CALCTIUM 9.6 8.6-10.3 mg/dL

HEPATIC FUNCTIGN PANSL T
PROTEIN, TOTAL 7.0 5.2-8.3 g/4%
ALBUMIN 4.8 3.6-3.1 g/dL
GLOBULIN 2.2 2.1-32.7 g/dL (calc)
ALBUMIN/GLOBULIN RATIC 2.2 R 1.0-2.1 (calc)
BILIRUBIN, TOTAL 1.6 H 0.2-1.2 mg/dL
BILIRUBIN, DIRECT 0.2 < OR = 0.2 mg/dL
BILIRUBIN, INDIRECT 1.4 H 0.2-1.2 mg/dL (calc)
ALKALINE PHOSPHATASE 51 40-115 U/L
AST 7 10-35 U/L
ALT 16 ¢-60 U/L

CBC {INCLUDES DIFPF/PLT)

WHITE BLOOD CELL COUNT 7.1 .8-10.8 Thousand/ul
RED BLCOD CELL COUNT 4.90 .20-5.80 Million/ul
HEMOGLORIN 15.2 l3~2—17.1 g/dL
HEMATOCRIT 44.3 38.5~-56.0 %
MCV ec.4 80.0~-100.0 £f£L
MCH 31.0 27.0-32.0 pg
MCHC 34.2 32.0-36.0 g/cL
RDW 13.6 11.0-15.0 %
PLATELET COUNT 217 140-400 Thousand/uL
ABSOILUTE NEUTROPHILS 4445 1500-7800 cells/uL
AESOLUTE LYMPHOCYTES 1825 850-3300 cells/ul
ABSOLUTE MONOCYTES 547 200-250 cells/uL
ABSOLUTE EOSINOPHILS 220 1%-500 cells/ul
ABSCOLUTE BASOFHILS &4 0-200 celils/ulL
NEUTROPHILS 62.6 %
LYMPHECOCYTE 25.7 %
MOWQCYTES 7.7 %
EOSINOPETIL 3.1 %
BASOPHILS 6.9 %
PSa, TOTAL 1.7 < OR = 4.0 ng/mL 3
This test was pericrmed using the Siemens
CLIENT SERVICES: 866.697.8378 COLLECTED: 02/09/20012 13:23 EST PAGE { OF
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AITH Quest
@' Diagnostics

Report Status: Final

SNOW, OTTO
< Patient Information | Specimen Information : Client Information
'SNOW, OTTO ESpcmmen: TMI10174U }, Client #: 66001888
iCo]lected: 02/09/2012 /13:33 EST "MEHTA, MUKESH H
DOB Il AGE: 56 {Received:  02/10/2012 /01:57 EST
‘Gender: M 1Reported:  02/10/2012 /07:03 EST ;
_Patient ID: NG i ;*
- Health ID: 8573006440049697 i
Test Name In Range Out Of Range Reference Range Lab
chemiluminescent method. Values obtained from
different assay methods cannot be used
interchangeably. PSA levels, regardless of
value, should not be interpreted as absolute
evidence of the presence or absence of disease.
URINALYSIS REFLEX TR
COLOR YELLCOW YELLOW
APPEARANCE CLEAR CLEAR
SPECIFIC GRAVITY 1.012 1.001-1.035
PH 6.5 5.0-8.0
GLUCCSE NEGATIVE NEGATIVE
BILIRUBIN NEGATIVE NEGATIVE
KETONES TRACE NEGATIVE
OCCULT BLOOD 1+ NEGATIVE
PRCTEIN NEGATIVE NEGATIVE
NITRITE NEGATIVE KEGATIVE
LEUKOCYTE ESTERASE NEGATIVE NEGATIVE
waC NONE SEEN < OR = 5 /HPF
RBC NONE SEEN < QR = 3 /HPF
SQUAMOUS EPITHELIAL NONE SEEN < DR = 5 /HPF
BACTERIA NONE. SEEN NONE SEEN /HPF
BEYALINE CAST NONE SEEN NONE SEEN /LPF
PERFORMING SITE:
iy QUEST DIAGNOSTICS-TAMPA, 4225 E, FOWLER A\A"E. TAMPA, FL 23617 Laboratory Director: LUIS A DIAZ-ROSARIOMD, CLIA: i0D0291 120
&
COLLECTED: 02/09/2012 13:33 EST PAGE20OF2

CLIENT SERVICES: 866.697.8378
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N CSUMMIT IMAGING
12037 Cortez Boulevard
Brooksville 31613
Phone: (3532)397-9008

Name: QTTO SNOW foxam Date: 971972012
Patient 1I): 5058006 Exam: NM BIUIARY DUCT W RX

5741 - CALCULUS OF

DOB: | Reason:  GALLBLADDER WITH OTHER

CHOLECYSTITIS

Phone: ——— | Referver: Dovald Temple MD

AccH: KN1282069 Referrer 20 Mukesh Mehta MD

Resulis
Lxane HIDA SCAN
Indication: CALCULUS OF GALLBLADDER WITH OTHER CHOLECYSTITIS

Technique:

5.5 mCi of technetiun 99m Choletee was injected intravenously. Dynamic anterior images of the
abdomen were obtained. 1.6 mg of Kinevac were administered 1V for galibladder contraction.

Discussion: There is activity in the gallbladder exdending into the common duct duodenum. The
gallbladder gjection fraction was caleulated at onty 11%. This can be assoviated with so-called
“biliary dyskinesia”
Impression:
Abnormally low gallbladder cjection fraction of only [ 1% as above.

Report Electronically Signed by: Albert Gutierrez

Keport Signed on: 9/19/2012
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Completed Date: 971972012 12:041:00 'M Interprefing Rad: Albert Gutierrez

Transcribed By: RAD VR Dictaied Date: 971972012 12:12 PM
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