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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE Mt\GUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. l2LA 178 


PLAINTIFF'S ANSWERS TOINTE:!,IBOGATQRIES 


1. State the full name, present residence address, birthdate, birthplace and Social Security 
number of the person answering these Interrogatories; and state PAUL DULBERG's full 
narne, present residence address, birthdme, birthplace and S@cial Security number. 


ANSWER: Paul Dulberg 
4606 Hayden Ct, 
McHenry 
D013: 3-19-70 
SS: 323-76-400.1 
Som: Elk Grove Village 


2. State your tnarital status on the. date of the occurrence in question 8.11d, if man·ied, your 
spouse's name and age on said date. 


ANSWER: · Single 


3. State the full name and present or last known address(indicatingwhich) ofeachperson who: 
(a) Witnessed or claims to have witnessed the oct\urrence in question. 
(b) Was present or claims to have been present at the scene immediately before said 


occurrence. 
( c) Was present or claims to have been present irnmediately after said occurrence, 
(d) Otherwise has or claimsto have arty knowledge ofthe facts or possible causes ofthe 


occurrence to include any damages or injuries alleged to have resulted from said 
occurrence. 


ANSWER: Plaintiff and Defendant Gagnon. McGuires were 011 the premises, S<HfSl'T 


I l 
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4. State specifically and with certainty the personal injuries and propehy damage, if any, 
sustained to PAUL DULBERG as a result Df said occurrence. 


ANSWER: Objection, requires medical narrative. Without waiving, Plaintiff suffered deep 
laceration of right arni with nerve involvement. Investigation continues, 


5, With regard to said injuries, state; 
(a) The name and address ofeach treating and/or consulting practitioner: 
(b) thenameandaddressofeachhospital orcliniowherel>AULDULBERGwastreated 


and the date or. inclusive dates 011 which each hospital or clinic ren.dered PAUL 
DULBERG service. 


(c) The amount to date of their respective bills for services. 
(d) Those from whom you have written reports. (Pursuant to Supreme Court Rule 214, 


please attach a legible copy of said report to the answers hereto.) 


ANSWER: See attached Medical Expense Report. Additional bills and records to be obtained 
from Drs. Marcus Talerico (Mid America Hand to Shoulder) and Karen 
Levin/MltcehellGrobrnan (Associated Neurology), Biofot!J/Sagerrnan (Hand Surgery 
Associates) and Fox take Dynamic Hand Therapy. 


6. As a result of said personal inj.uries to PAUL DULBERG, are you claiming any loss of 
income including, but not limited to, wages or salaries? If so, state: 


(a) The name and address of your employer at the time of the occurrence, 
(b) The dates or inclusive dates on which you were unable to work and the amount of 


income loss claimed. 


ANSWER: AMS Screw Products, High View, Spring Grove, lllinois. 
S1.1pervisor: Joe Groves 
Approx:. $10 per hours. 40 hours a week. 
Was hired but could not pursue employment due to acddent. 
Investigation continues. 


7. State the name and address of each witness or defendant from whom you have obtained 
statements, indicating whether such statements are written or oral, who has possession of 
such statements, and pursuant to Supreme Court Rule 214, attach legible copies of any 
written statements hereto. 


ANSWER: Gagnon gave a statement to Plaintiffs counsel and it will be transcribed and 
produced. 


8. State the name and address of PAUL DULBERO's family practice physician. 


ANSWER: Dr. Sek, 4601 W. Rt. 120, McHenry 
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9. State wl1ether PAUL DULBERG was hospitalized or had suffered any illness or personal 
injury prior to or subsequent to the date of said occurrence, and if so, state the nature anddate 
of each such hospitalization; illness or personal injury, 


ANSWER: Prior; Last 20 years.Involved in auto accident In 2002, I suffered neck injury and left 
ann. Treated with Northern Illinois Medical Center and left arm surg,;:ry with Dr. 
Sag€lmrn.n and Grohman (Libertyville). 
Since: no 


IO. Stat,;: whether PAULDULBERGsuft'ered any permanent scarring as a result of the accident 
alleged in the complaint. If so, state the location ofsuch scar, the width and length of such 
scar or scars. (Pursuant to Supreme Court Rule 214,please attaeh any photos of any such scar 
to your answers hereto.) 


ANSWER: Yes. On right a:rm. Investigation continues. 


11. State whether prior to the accident alleged in the complaint PAtJLDULBERCl suffered any 
physical disability or impainnent of any kind whatsoever. 1f so, state the nature of such 
physical disability or impairment and how PAUL DULBERG came to have such physical 
disability or impairment. 


ANSWER: Yes, as it concerns my above auto accident. The degree of any disability is to be 
determined by my physician. 


12. State the location of the alleged occurrence, pinpointing such location in feet, inches and 
direction frotn fixed o bjeets or boundaries at the scene of the occurrence. 


ANSWER: Behind the garage of.the Defendant's home - as alleged. 


13. State with particula:ritythe nat1.1te oftheal!eged defect, object substance or condition which 
caus.ed the alleged occurrence giving the exact dimensions and. physical description of such 
including the size, shape, color, height, length and depth of such defect or object. 


' 


ANSWER: Objection, irrelevant • improperly worded. Defect is Gagnon's conduct. See 
Complaint. 


14. State with particularitywhatPAULOULBERGwas doingatJhe time ofthe accident alleged 
in the complaint. 


ANSWER: }folding a branch attbe request of Mr. Clagnon. 


15. State with particuladtyyont basis foral!egjngthat on or about June 28,2011, David Gagnort 
living and/or staying at the premises known commonly as 1016 W. Elder Avenue, City of 
McHenty, County ofMcBenty, Illinois. 
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ANSWER: He was at his mother's residence. 


16. State with particularity all the reasons why PAUL DULBBJt(l was present on the premises 
known commonly as 1-016 W.BlderAvenue, CityofMcHenry, Countyof11cHenry,Illinois 
on the. date of the alleged occurrence. 


ANSWER: Dave invited me. 


17. State With particularity your basis for alleging that David Gagnon was contracted and/or 
hired by Defendants Bill McGuire and Carolyn McGuire to cut down, trin1 and/or maintain 
tbe trees and brush at their premises, as further alleged in Plaintiffs Complaint. 


ANSWER: Dave told me. 


18, State with particularity your basis for alleging that David Gagnon was. working under the 
supervision and control of Defendants Bill McGuire and CarolynMcGuire at the time ofthe 
occurrence alleged in Plaintiffs Complaint. 


ANSWER: He was working at their property under their control. 


19. State with particularity your basis for alleging that Defendants Bill McGuire and Carolyn 
McGuire instructed and/or advised David Gagnon intbe U&e of a chain saw on or before the 
date of the occurrence alleged in Plaintiffs Complaint. 


ANSWER; It was the McGuires chain saw. 


20 State with particularity any llnd an defects associated with the chain saw you believe or claim 
was involved in the occurrence alleged in Plaintiffs Complaint. 


ANSWER: Unknown 


21. State whether you have any informationindicating or otherwise suggesting that Defendants 
Bill McGulre and/or Carolyn McGuire knew ◊t should have known that PAUL DULBERG 
was about to assist or was assisting David Gagnon with tree cutting and/or trimming on the 
date and in the location ofthenccurrence alleged in Plaintiffs Complaint. If your answer is 
in the affirmative, further state with particularity the bases for your contention that 
Defendants Bill McGuire and/or Carolyn McGuire knew or should have known that PAUL 
DULBERG was .aboutto assistand/or was assisting David Gagnon with tree cutting and/or 
trimming on the date and in the location of the occurrence alleged in Plaintiffs Complaint. 


ANSWER: The McGuires saw me with Mr. Gagnon. 


22. State whether any photographs or videos were taken of the scene of the occurrence or of the 
persons, objects or premises involved, and if so, state.the number of photographs or videos 
taken, their subject matter and who now has custody of them. 
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ANSWER: Not on the date in question, but I will be produced photos of my injury. 


23. Pursuant to Supreme Court Rule 213(f), furnish the identity and addresses of witnesses who 
·. will testify at trial and the following information: 


(a) Foreuch lay witness, identify the subjects 011 which the witness will testify. 
(b) For eachindependent expert witness, identify the subjects on which the witness will 


testify and.the opinions the party expects to elicit 
(c) For each controlled expert witness, identify: 


(i) the subject matter on which the witness will testify; 
(ii) the conclusions and opiltions of the witness and the bases therefor; 
(iii) the qualifica.tiohS of the witness; and 
(iv) any reports prepared by the witness about the case. 


ANSWER: PLAINTIFF'S RESPONSE TO 213 INTERROOATORJES 


Plaintiff will testify to aI!matters concerning the circumstances of the accident rui:d iajury 
including, but not. limited to, all matters set forth.in any discovery responses, affidavit,. 
statements and/or deposition testimony, and to those matters. and opinions naturally 
flowing from their personal knowledge Md involvement in this matter, and will testify to 
matters hicluding, but not limited to the following: dat@, time aJi:d location of accident, 
observations at the accident scene, weather, defendant's negligence in X; continuing 
medir:;al care to date; medir::al exp(!nse as i;et forth in updated Jvfedical Expense Reports; 
payment of bills; laclc ofprior related symptoms, treatment; need for past and future 
treatment h1clud.ing,ifapplicable; pain and suffering and disability; Jost time at work, 
including rate of pay, time Jost, income and benefits lost; ongoing treatment during 
pending case i1,1cJuding recent exam by treating physician(s); all other foundational 
requirements for admitting photos and medical bills into evidence. 


Barabara Dulhberg, s/a/a to testify to the pain and disability experienced by the Plaintiff 
due to injuries •suffered in the aoeident and the lack of prior symptoms or disability, 
inability to work, hours and wage history aJJd loss of income from work as a result. 


Defendants, each of them, will be called as an adverse witness pursuaJ1t to Section 2-1102 
of the Illinois Code of Civil Procedure, to testify to matters involving the accident. 


All witnesses identified by Defendant aJJd/ordeposed, on matters so identified or testified 
to. 


Court Reporters present during evidcnec and/ or discovery depositions of those parties and 
witnesses 1,10W or in the future deposed 111 .this or aJJY similar cause to testify to the 
accuracy of the transcripts and testimony stated therein by each witness including exhibits 
mar\<ed and testifoid to during the deposition. 
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All other independent witnesses disclosed by answer to previous interrogatory will testify 
to those matters ai1d opinions naturaUy flowing from their personal knowledge and 
involvement in this matter and those matters specifically disclosed. and or to be disclosed 
in the futurG. 


Drs. Ma.cm, Talerico (Mid America Hand to Shoulder) and Karen Levin/Mitchell 
Grobrna11 (Associated Neurology),. Biofora/Sagerman (Hand Surgery Associates), are 
intended to be called as opinion witness( es) to testify to the care and treatment of the 
Plllintiff to the extent allowed under Rule 213 and to all matters expressly and/or 
impliedly set forth in the patient's chart including matters flowing therefrom, including, 
but not limited to, history, exam,. diagnostics/findings, exam/findings, diagnosis, 
treatment, physical therapy, medication, follow-up and continuing treatment through to 
trial; the nature and extent of injuries sustained.by Plaintiff as set forth above and in 
deposition including injuries, and that such injuries were caused/aggravated by the 
underlying trauma; that the treatment for such injuries was/is reasonable and medically 
necessary and causally related to undetlyi11g accident, and any other opinions or matters 
set forth or described in the patients medical file or hospital. chart, ln addition to any 
matters and/or opinions naturally flowing from the witnesses work or personal knowledge 
and involvement in this matter, in addition to testimony and opinions on the following 
issues: 


• Plain:tiffsuffered and is diagnosed as having the above iajuries, not limited to: 
traumatic injury to right ai;m including numbness, neuropathy, scarring, and 
branch nerve involvemnt; 


• Plaintiff'.s injury is consistent with mechanism ◊finjury/history; 
• Plaintiff's injury was caused/aggravated by 1;he underlying accident based upon 


history and fmdings and expetie11ce; 
• Plaintiff's injury is confirmed through exam and diagnostics; 
• Plaintiff will require ongoing and continual treatment for the injury(s ); 
•• Plaintiff's conservative treatment did not n,solve symptoms,. i;equiring surgery and 


chronic pain; 
• Plaintiff's symptoms and disability are permanent; 
• Review and intei:preti1tion ofall diagnostics; 
• Plaintiff may requtre surgery to correct the condition(s); 
• Plaintiff's surgery and costs is medically necessitated and causally related to the 


accident; 
• Plaintiff's symptoms are disabling from activities; 
• Pla:intiff s injury is pain producing; 
• Plaintiff's injury limits and will limit in the future Plaintiff's activity at home an:d 


at work; 
• Plaintiff's injury disabled him/her from work fora period of time causing a Joss in 


income; 
• The charges or expense for the rnedical treatment received. from each and every 


treater or facility re1ere11ced by Plaintiff in deposition or by Medical Expense 
Report was/is customary, reasonable, and medically necessary and due to the auto 
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• 


• 


• 
• 


• 
• 


accident based upon his/her expertise m1d experience and knowledge of the 
billing/chatges for the same .or similar treatment; 
Plaintiff is .susceptible t-0 re-injury in the future due to injury sustained in case, 
requiring future care and treatment, surgery and expense; 
Plaintiffwill require future medical treatment and care and expense due to iitjury, 
estimate.of$10,000 annually; 
That Doctors' practice involves treating patients with similar iltjuries under 
similar settings and causes:; 
The witnesses report(S) ate contained in medical records produced in discovery; 
This witnesses opinion$ are based upon the witnesses expertise, expedence, 
education, treatment .of same and similar injtlries, teview of history, records of all 
treating. physicians and care providers, films/reports, 11nd exam - all which is 
customary for the witness to rely tip on in his/her practice. 
Fcill11dational matters for purposes of admission of medical records into evidence; 
The testimony is also based upon a recent exam conducted before arbitration 
and/or trial. 


Plaintiff expressly reserves the right to withdraw and/or not to call any 213 witnesses 
heretofore disclosed (or fewer tha:n those disclosed) depending on counsel's legal 
determination at the time of trial and his Judgment on the necessity of such testimony 
given the issues and evidence to he prese11ted at the time oftriaL 


The accounts/financial services/billing representatives (any or each of them) from each of 
the facilities whereat the Plaintiff treated, as set forth in his discovery and deposition and 
Medical Expense Report(s) produced in discovery, including { } will each and 
themselves testify that based upon their experience and customs and practices and the 
practices of their internal office and those on their behalf, in their opinion the eharges 
pertaining to Plaintiffs medical treatment in this .case, as outlined. in the Medical Expense 
Report, are reasonabl.e and customary in the industry within the area. No one individual 
has been identified by the facility to testify, but if the defense wants to depose a specific 
individual before the evidence deposition offherepresentative is taken, Plaintiff will then 
designate a person for this purpose, otherwise the evidence depositfon notice may simply 
designate the "representative with knowle,dge of the customary charges for such 
treatment" at each facility. 


The records keepers from each of the facilities whereat the Plaintiff treated, as set forth in 
his/her discovery responses and deposition and Medical Expense Report provided 
tltroughoutthe course of this case; will each themselves testify to all foundational matters 
a11d requirements for admission of such re.oords into evidence, including testimony as to 
the custody of the reco.rds kept in the ordinary course of business, and history provided by 
the patient and reliance upon such in the treatment or care of the plahitiff. 


Plaintiff reserves the right to update these disclosures in the future in accordance with the 
order of the •court, to add or delete witnesses as may he appropriate and in accordance 
with the court's order and reserves the tight not to call a witness above as may be 
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appropriate at trial. 


LAW OFFICES O:F TllOMAS J. POPOVICH 
3A!6West Elm Street 
Mcl·fenry, 11 60050 
815-344-3797 
Attomey Registration No. 06203684 
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Verification by Certification 


Under penalties as provided by law pursuant to Secti-On I-109 of the Code of Civil 
Procedure,. the. undersigned certifies that the statements set forth in this instrument are 
true and correct, except as to ntatters therein stated to be on information and belief and as 
to such mathirs the undersigned certifies as .aforesaid that he verily believes the s.ame to be 
true. 


DATE: 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PLAINTIFF'S INTERROGATORIES TO 
DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C., and pursuant to Illinois Supreme Court Rule 213, 


propounds the following interrogatories to Defendants, to be answered under oath, including full 


information known to you, your agents, and attorneys within 28 days of service: 


In construing these Interrogatories: 


1. If any discovery request cannot be answered in full after exercising due diligence to 


secure the information to do so, please so state and answer the request to the extent possible, specify 


an inability to answer the remainder of any such request and state whatever information or 


knowledge is presently available to you concerning the unanswered portion of said request. 


2. All objections or answers to these Interrogatories that fail or refuse to respond to any 


Interrogatory on the ground of any claim of privilege of for any other reason shall: 


a. State the nature of the claim or other ground of objection; 
b. State all facts relied upon in support of the claim of privilege or other ground of 


objection; 
c. Identify all documents related to the claim of privilege or other ground of objection; 
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d. Identify all persons having knowledge of any facts related to the claim of privilege 
or other ground of objection; and 


e. Identify all events, transactions, or occurrences related to the claim of privilege or 
other ground of objection. 


1. State the full name of the defendant(s) answering, as well as your current residence 
address, date of birth, marital status, and social security number, and, if different, give the 
full name, as well as the current residence address, date of birth, marital status, and social 
security number of the individual(s) signing these Answers. 


2. State the full name and current residence address of each person who witnessed or claims 
to have witnessed the accident to the Plaintiff on the premises as described in the 
complaint. 


3. State the full name and current residence address of each person who witnessed or claims 
to have witnessed the work and/or conditions existing as described in the complaint at the 
location of the accident on the date of the accident described. 


4. State the name and address of the person(s) or entity that owned the property premises 
whereat the accident occurred as alleged, as of the date in question. 


5. State the name and address of the person(s) or entity that was involved in the work and/or 
maintenance of the exterior of the premises as alleged on the date in question. 


6. State the name and address of the person(s) or entity that decided or chose to undertake the 
work and/or maintenance of the exterior of the premises as alleged on the date in question, 
including chain saw use and activity. 


7. State the name and address of the person(s) or entity that was to supervise or oversee the 
work and/or maintenance at the exterior of the premises as alleged on the date in question 
including chain saw use and activity. 


8. State the full name and current residence address of each person, who was present and/or 
claims to have been present at the scene immediately before, at the time of, and/or 
immediately after said occurrence. 


9. State the name and address of each witness that knows or claims to know the circumstances 
of the alleged accident, how it occurred or how the Plaintiff became injured - as alleged 
in the complaint. 
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10. With respect to the chain saw that was being operated on the premises at the time of the 
alleged injury, state as follows: 


a. Who was operating the chain saw at the time of Plaintiffs alleged injury; 


b. Who owned the chain saw at the time of Plaintiff's alleged injury: 


c. Who requested that the chain saw be used to perform work at the time of Plaintiff's 
injury. 


11. With respect to David Gagnon' s experience in use of a chain saw prior to the date of the 
alleged accident, state as follows: 


a. How many times had David Gagnon operated the same or similar chain saw prior 
to the date of alleged accident; 


b. What formal training did David Gagnon received in use or operation of a chain saw 
prior to the oc_currence alleged; 


c. Who, if any, (names and addresses) trained David Gagnon in use or operation of 
a chain saw prior to the occurrence; 


12. What was the scope of work or task David Gagnon was engaged in with use of the chain 
saw at or about the time of the alleged accident. 


13. Who (names and addresses) requested or chose to engage Gagnon in the "task" of use and 
operation of the chain saw at or about the time of the alleged accident. 


14. What instructions or guidance, if any, was given to Gagnon prior to Plaintiff's alleged 
injury/accident with regard to how he was to perform the chain saw work at the premises. 


15. Were you (Defendant) covered under any policy of insurance at the time of the occurrence. 
If so, were you named or covered under any policy, or policies, of liability insurance 
effective on the date of said occurrence, and: State the name of each such company or 
companies, the policy number or numbers, the effective period(s) occurrence, including 
umbrella or excess insurance coverage, property damage and medical payment coverage. 


16. Do you have any information: 


(a) That any plaintiff was, within the 5 years immediately prior to said occurrence, 
confined in a hospital and/or clinic, treated by a physician and/or other health 
professional, or x-rayed for any reason other than personal injury? If so, state each 
plaintiff so involved, the name and address of each such hospital and/or clinic, 
physician, technician and/or other health care professional, the approximate date 
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. ..) 


of such confinement or service and state the reason for such confinement or 
service; 


(b) That any plaintiff has suffered any serious personal injury and/or illness prior to 
the date of said occurrence? If so, state each plaintiff so involved, state when, 
where and how he or she was injured and/or ill and describe the injuries and/or 
illness suffered; 


(c) That any plaintiff has suffered any serious personal injury and/or illness since the 
date of said occurrence? If so, state each plaintiff so involved, state when, where 
and how he or she was injured and/or ill and describe the injuries and/or illness 
suffered; 


(d) That any plaintiff has ever filed any other suit for his or her own personal injuries? 
if so, state each plaintiff so involved, state the court, and caption in which filed, the 
year filed, the title and docket number of said case. 


17. Were any photographs, movies and/or videotapes taken of the scene of the occurrence or 
of the persons involved? If so, state the date or dates on which such photographs, movies 
and/or videotapes were taken, the subject thereof, who now has custody of them, the name, 
address and occupation and employer of the person taking them. 


18. Have you (or anyone acting on your behalf) had any conversations with any person at any 
time with regard to the manner in which the occurrence complained of occurred, or have 
you overheard any statements made by any person at any time with regard to the injuries 
complained of by plaintiff or the manner in which the occurrence complained of occurred? 
If the answer to this Interrogatory is in the affirmative, state the following: 


(a) The date or dates of such conversations and/or statements; 
(b) The place of such conversations and/or statements; 
(c) All persons present for the conversations and/or statements; 
(d) The matters and things stated by the person in the conversations and/or statements; 
(e) Whether the conversation was oral, written and/or recorded; and 
(f) Who has possession of said statement if written and/or recorded. 


19. Do you know of any statements made by any person relating to the occurrence complained 
of by the plaintiff? If so, give the name and address of each such witness, the date of said 
statement, and state whether such statement was written and/ or oral. 


20. State the name and address of each person having knowledge of Plaintiff's activities on the 
premises PRIOR to the accident in question. 


21. State the name and address of each person having knowledge of Plaintiff's activities on the 
premises AFTER the accident in question. 
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22. Had the Plaintiff ever used or operated a chain saw on the premises or for the Defendant's 
prior to his alleged accident. If so, state the dates and times such occurred. 


23. Pursuant to Illinois Supreme Court Rule 213(f), provide the name and address of each 
witness who will testify at trial, and state the subject of each witness' testimony, giving the 
following information: 


(a) The subject matter on which the opinion witness is expected to testify; 
(b) The conclusions and/or opinions of the opinion witness and the basis therefore, 


including reports of said witness, if any; 
(c) The qualifications of each opinion witness, including a Curriculum Vitae and/or 


resume, if any; and 
(d) Identify any written reports of the opinion witness regarding this occurrence. 


24. List the names and addresses of all other persons (other than yourself and persons 
heretofore listed) who have knowledge of the facts of said occurrence and/or of the injuries 
and damages claimed to have resulted therefrom. 


25. Identify any statements, information and/or documents known to you and requested by any 
of the foregoing Interrogatories which you claim to be work product or subject to any 
common law or statutory privilege, and with respect to each Interrogatory, specify the 
legal basis for the claim as required by Supreme Court Rule 201(n). 


26. State the name and address of each person at the premises (although maybe at different 
location or not a witness to the incident) described at the time of the occurrence. 


27. Was the Plaintiff struck and injured by the chain saw while in operation on the date and 
time alleged. If so, what caused the chain saw to strike the Plaintiff. 


28. Describe what, if any, of the Plaintiff's conduct caused or contributed to his injury on the 
date and time in question. 


29. Did the chain saw malfunction at any time during its use prior to Plaintiff's alleged injury. 


30. Prior to Plaintiffs alleged injury, was the subject chain saw operating safely and properly. 
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Demand to Supplement: Pursuant to Supreme Court Rule 213(i), the party answering 
these interrogatories is hereby requested to seasonably supplement or amend any prior answer or 
response whenever new or additional information subsequently becomes known to that party or 
the party's attorneys or agents. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, Illinois 60050 
815/344-3797 
Attorney ID No.: 06203684 


S:\Main\DULBERG, PAUL\Dlscovery\lnterrogaiorles to Defs 6-19-12.wpd 
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STATE OF ILLINOIS ) 
) ss 


COUNTY OF McHENRY ) 


----------- being first duly sworn on oath, deposes and states that 
he/she is a Defendant in the above-captioned matter; that he/she has read the foregoing document 
entitled Answers to Interrogatories; and the answers made therein are true, correct and complete 
to the best of his/her knowledge and belief. 


Defendant 


SUBSCRIBED AND SWORN to 
before me this ___ day of 
_______ , 2012. 


NOTARY PUBLIC 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


l'llf:D 
PAUL DULBERG, ) 


) 
Plaintiff, ) 


) 
vs. ) 


) 
DA YID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


PLAINTIFF'S MOTION FOR PROTECTIVE ORDER 


McHen Count , :mnois 


JUL 3 I 2012 


NOW COME the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW OFFICES 


OF THOMAS J. POPOVICH, P .C. and for his Motion for Protective Order to preserve and protect 


the "chain saw'" involved in the underlying occurrence along with all patis and accessories and 


manual/paperwork, and states as follows: 


1. This suit arises from injuries suffered by the Plaintiff, PAUL DULBERG, on June 


28, 201 I, when he was negligently struck by a "chain saw" operated by DA YID GAGNON while 


working on behalf and/or at the request of the Defendants; CAROLINE McGUIRE and BILL 


McGUIRE at their premises at IO I 6 W. Elder Avenue, in the City of McHenry, County of McHenry, 


Illinois. 


2. Plaintiffs counsel would like an opp01iunity to photograph and inspect the subject 


"chain saw" and any ports, accessories and manual/paperwork pertaining to the saw and moves that 


this coult order the "saw and its parts and accessories and paperwork/manual be preserved and 


protected without destruction or loss until fulther order of this court." 
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WHEREFORE, the Plaintiff, PAUL DULBERG, rdspectfully moves this Court to enter a 
protective order against the Defendants, their agents, employees, staff and/or representatives and any 
others under it's control, and it's attorneys, to preserve and protect the chain saw and its parts and 
accessories and paperwork/manual, from any destruction,alteiations, modifications, or other changes 


from its condition as presently exists, until further order oftbe court and to present the saw and its 
parts etc within 30 days hereof to the Plaintiffs counsel foriinspection and photographing. 


Respectfplly Submitted: 


;'~,;;,,::J:.;,~ ;rtorn,y foe Plaio<iff 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 W. Elm Street 
McHenry, IL 60050 
815/344-3797 
AR.DC. 1106203684 


S·Ui.l~ii>\DULllEltG. PAUL\~lN!,:,ns1.M<>tinn for Pro1<:'Cli\'~ Onlcr 7-l-1-11.wpd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PLAINTIFF'S REPLY TO DEFENDANT, 
DAVID GAGNON'S AFFIRMATIVE DEFENSE 


FILED 


OCT -1 2012 
l'.ATHERJNF. M, KF.EFE 


MeHS\lrN CTY. cm. CU(. 


NOW COMES, the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C., and for her reply to Defendant, David Gagnon's 


Affirmative Defense, states as follows: 


I. Plaintiff denies each and every allegation contained in the affirmative defense of 


Defendant, David Gagnon. 


WHEREFORE, the Plaintiff, PAUL DULBERG, moves for judgment in his favor and against 


the Defendant, David Gagnon plus costs. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
34 I 6 West Elm Street 
McHenry, Illinois 60050 
(8 l 5) 344-3797 
Attorney No. 6203684 


S:IMah1\DULBERG. PAUL\Docl!mcn1s\Rcpl1· lo AITD<lfcnsesorDcr011gnon 9•27-12,t1pd 


\ 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIA 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DA YID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


IF II 11. KS b 
Fts-e 2013 


~Ill/In M. /!llql'll err. °'IL CUt 


PLAINTIFF'S REPLY TO DEFENDANTS, BILL AND CAROLYN MCGUIRE'S AFFIRMATIVE DEFENSE IN THEIR AMENDED ANSWER 


NOW COMES, the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C., and for her reply to Defendants, Bill and Carolyn 


McGuire's Affirmative Defense in their Amended Answer, states as follows: 


1. Plaintiff denies each and every allegation contained in the affirmative defense of 


Defendants, Bill and Carolyn McGuire. 


WHEREFORE, the Plaintiff, PAUL DULBERG, moves forjudgment in his favor and against 


the Defendants, Bill and Carolyn McGuire plus costs. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, Illinois 60050 
(815) 344-3797 
Attorney No. 6203684 


S:1Ma'1n\DULBERO. PAULIO<i<'mnents\Repl)· lo AffDcr.;-uscsofDcfMcGuric 2-4-13.11pd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PLAINTIFF'S REQUEST FOR PRODUCTION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 
OFFICES OF THOMAS J. POPOVICH, P.C., pursuant to Illinois Supreme Court Rule 20l(b) and 
214, and requests the production of the following documents within 28 days of service: 
Definition: The word "document" as used in the following requests shall be defined as defined in 
Supreme Court Rule 201 (b)(l). 


I. All statements ( oral, written, or transcribed, signed or unsigned) by parties to this action given to some person or entity other than their attorney or insurer. 


2. All statements ( oral, written, or transcribed, signed or unsigned) from any person who: 


a) Witnessed or claims to have witnessed the occurrence specified in the Plaintiff's Complaint; 


b) Was present at the scene of the occurrence; 


c) Has or claims to have knowledge of any of the facts of the occurrence specified in the Plaintiffs Complaint; 


d) Has or claims to have knowledge of the condition of the Plaintiff; or 


e) Has or claims to have knowledge of the location specified in the Plaintiffs Complaint. 
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3. All photographs, slides, motion pictures, videotapes, or other photographic reproductions taken subsequent to the alleged occurrence of the Plaintiff, any physical objects involved in the occurrence, the scene of the occurrence, and/or the occurrence itself 


4. All documents pertaining to the physical or mental condition of the Plaintiff prior and subsequent to the alleged occurrence including injuries sustained in other accidents. 


5. Complete, unedited, and unabridged copies of any and all medical reports and documents pertaining to the Plaintiff, and purporting to diagnose, analyze and/or otherwise evaluate any and all injuries allegedly sustained by the Plaintiff in the occurrence specified in the Plaintiff's Complaint. 


6. Complete unedited, and unabridged copies of any and all police, accident or incident documents and reports, including any supplementary or reconstruction reports prepared in conjunction with the occurrence set forth in the Plaintiff's Complaint. 


7. All documents, articles, papers and textbooks you intend to use during the trial of this cause. 


8. All rules, regulations, bylaws, guidelines of any public authority, inspecting or reviewing authority or other private body, which you intend to use during the trial of this cause. 


9. All reports or documents which may contain the opinions, theories, conclusions, or estimates regarding the condition of the Plaintiff existing both prior to and subsequent to the incident in question or the matters in question. 


10. All reports or documents which may contain the opinions, theories, conclusions, or estimates regarding the occurrence in question. 


11. A certified copy of all liability insurance policies and declaration pages that covered the Defendant for the acts or omissions, as alleged in the Plaintiff's Complaint including the policies of members of the Defendant's household. 


12. Each and every document, record, report, writing memorandum, physical object and the like revealed or referenced in this Defendant's Answers to Supreme Court Rule 213. 


13. All maintenance or inspection schedules, records, logs, notes, charts, calenders, or other tangible evidence concerning the maintenance or inspection of the exterior of the premises described in the complaint including dates, locations, employees, and nature of such work. 


14. All maintenance or inspection schedules, records, logs, notes, charts, calenders, or other tangible evidence concerning the maintenance or work described in the 
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complaint on the premises including dates, locations, employees, and nature of such 
work. 


15. All incident reports, investigation or other tangible evidence concerning the accident 
alleged, witnesses etc. 


16. Preserve and maintain the chain saw and any other instrumentalities of the accident 
or scene. 


17. Any written invoices, payments or writings concerning hiring, retaining for use f 
David Gagnon for work at the premises. 


Defendant is requested to preserve and protect the stairs at the premises described in the 
complaint from alteration, modification or destruction until further order of the court. 


If any of the documents requested are in existence, but not in the possession, custody or 
control of a party, please indicate the names and addresses of the persons or firms in whose 
possession custody or control they presently reside. 


If any document(s) requested are no longer in existence, please state whether such document: 
(a) is missing or lost, (b) has been destroyed, (c) has been transferred voluntarily or involuntarily 
to others, or ( d) has been otherwise disposed of, and in each instance explain the circumstances 
surrounding the reason for and manner of such disposition and state the date or approximate date 
thereof. 


If any document called for in this request has been destroyed intentionally at any time during 
the past ten years, such document should be identified and the reasons and date of its destruction 
noted. 


Pursuant to Supreme Court Rule 20l(n), if any documents called for in this request are not 
produced because of claim of common law or statutory privilege, please state the exact privilege 
being claimed together with the nature of the withheld information. 


It is further requested that the parties in compliance 
furnish an affidavit stating whether the production is com I 


HANS A. 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 Attorney No. 6203684 
S:\Main\DULBERG, PAUL\Discoveiy\Rcquest for Prod to D:f6-19-12.wpd 


· th this request for production shall 
i9,accordance with this request. 


ST, Attorney for Plaintiff 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PLAINTIFF'S RULE 237(b) NOTICE TO PRODUCE AT TRIAL AND/OR 
ARBITRATION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C.,and pursuant to Supreme CourtRule237(b), demands 


the production of the following at the commencement of trial and/or arbitration: 


1. Defendant, BILL McGUIRE, to be called as an adverse witness under the applicable 


rules. 


2. Defendant, CAROLINE McGUIRE, to be called as an adverse witness under the 


applicable rules. 


3. Any and all documents previously requested pursuant to Supreme Court Rule 214. 


HANSA. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 
S:'Maln\DULBERG, PAUL\Discoveiy\Rulc 237 Notice lo Defs 6-19-12.wpd 
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IN lllE l'll<.CUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
MclIENRY COUNTY. ILL!NO!S 


l'AllL Dl.lL[lERG. 


Plaintiff. 


vs, 


) 
) 


) 


) 


) 
) 


DA \Ill) GAGNON. Individually. and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McC,UlRE and CAROLINE l'vkGUlRE ) 
and BILL McGlllRF. lndividuallv. ) 


Dcl'cndants. 
) 
) 


No. 12 LA 178 


PLAINTIFF'S MOTION FOR PROTECTIVE ORDER 


NOW COi'vff the Plaintiff, PAUL DULBERG. byancl through his attorneys. LAW OFFlCFS 


01' THOMAS J. POPOVfCH. P.C. ,mcl for his Motion for Protective Order to preserve and prntcct 


the "chain saw .. involved in the underlying occurrence ulong with ull parts ancl accessories rn1cl 


manunl/papcnvork. and states us rollows: 


1. This suit urises from injuries suffered by the Plaintiff. PAUL DULBFRG. on June 


28. 2011. when he wGs negligently struck by a "chain saw .. operated by DAVID GAGNON while 


working on behalf and/or nt the request of the Defendants, C!\ROLINE Mc(iUJRF ,incl 13ILL 


McGUIRE al their premises at 1 () 1 G W, Elder Avenue. in the City of McHenry. Count, ofMcl·Jcnry. 


Jl\inois. 


Plnintiffs counsel would like nn opportunity to photograph and inspect the subject 


"chain saw .. ,111d uny pmts. accessories and rn<1nu<1l/p<1pcrwork pertaining tn the s,1w and moves lh,1t 


this C\>llrt order the --smv and its parts and accessories and papcrwork/manu,1I be preserved and 


protected without destruction or loss until further order of this court. .. 


EXHIBIT 


j A-
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WIIERJJ.'ORE. lhc PlaimifL PAUL DULBERG. respectfully moves this Court to enter a 
pro tee Ii w order against the Defendants. their agents. employees. staff and/or representatives mid any 
others under it·s control. and ifs altorncys, to preserve and protect the chain saw and its parts nnd 
accc·ssoric·s and papcrwork/mamml. from any destruction. alterations. modifications. or other changes 
from its condirion as presently exists. until further order of the corn, and to prcsl'l1t the saw and its 
parts elc within 30 days hereof to the Plaintiffs counsel for inspection and photo['.rnphing. 


Rcspcctfolh· Submitted: I • 


;;:}/_.,., -
,:,·. l.tfl11~·-A. Must. A ttornc·y lt>r Plain ti IT 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 W. Elm Street 
Mcf-knry, IL 60050 
8 I 5/:1-+4-3 797 
/\RDC'. //062ln684 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individnally, ) 


) 
Defendants. ) 


No. 12 LA 178 


FILED 
OCT-3 ZQ;Jl 


PROOF OF SERVICE ~ 
The undersigned, being first duly sworn on oath, deposes and states that on the c2{)2_ day 


of October, 2012, the following described documents were served by mailing true and correct 
copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that 
sufficient U.S. postage for first-class mail was placed thereon, and the same was deposited in the 
U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S REQUEST FOR PRODUCTION TO 
DEFENDANT,DAVIDGAGNON,PLAINTIFF'SINTERROGATORIESTODEFENDANT, 
DAVID GAGNON, RULE 237(b) NOTICE TO PRODUCE AT TRIAL AND/OR 
ARBITRATION TO DEFENDANT, DAVID GAGNON AND NOTICE OF DEPOSITION 
OF DEFENDANT, DAVID GAGNON 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 


Perry Accardo 
Law Office ofM. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 60601-1092 


S:\Maln\DULDERG. PAUL\Discovcry\ProofofSvc 9-27-12.wpd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


PLAINTIFF'S RULE 237(b) NOTICE TO PRODUCE AT TRIAL 
AND/OR ARBITRATION TO DEFENDANT. DAVID GAGNON 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH,P.C., and pursuant to Supreme Court Rule 237(b), demands 


the production of the following at the commencement of trial and/or arbitration: 


1. Defendant, DAVID GAGNON to be called as an adverse witness under the applicable 


rules. 


2. Any and all documents previously requested pursuant to Supreme Court Rule 214. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 
S:\Maln\DULBERO, PAUL\Disoove,y\Rul<.: 2l7 No1ice lo Def Gagnon '.1-27-12.\\lld 
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) 


IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA178 


PLAINTIFF'S REQUEST FOR 
PRODUCTION TO DEFENDANT, DAVID GAGNON 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C., pursuant to Illinois Supreme Court Rule 201 (b) and 


214, and requests the production of the following documents within 28 days of service: 


Definition: The word "document" as used in the following requests shall be defined as defined in 


Supreme Court Rule 201 (b)(l). 


1. All statements ( oral, written, or transcribed, signed or unsigned) by parties to this 
action given to some person or entity other than their attorney or insurer. 


2. All statements ( oral, written, or transcribed, signed or unsigned) from any person 
who: 


a) Witnessed or claims to have witnessed the occurrence specified in the 
Plaintiffs Complaint; 


b) Was present at the scene of the occurrence; 


c) Has or claims to have lmowledge of any of the facts of the occurrence 
specified in the Plaintiff's Complaint; 


d) Has or claims to have knowledge of the condition of the Plaintiff; or 


e) Has or claims to have knowledge of the location specified in the Plaintiff's 
Complaint. 
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3. All photographs, slides, motion pictures, videotapes, or other photographic 
reproductions taken subsequent to the alleged occurrence of the Plaintiff, any 
physical objects involved in the occurrence, the scene of the occurrence, and/or the 
occurrence itself. 


4. All documents pertaining to the physical or mental condition of the Plaintiff prior 
and subsequent to the alleged occurrence including injuries sustained in other 
accidents. 


5. Complete, unedited, and unabridged copies of any and all medical reports and 
documents pertaining to the Plaintiff, and purporting to diagnose, analyze and/or 
otherwise evaluate any and all iajuries allegedly sustained by the Plaintiff in the 
occurrence specified in the Plaintiff's Complaint. 


6. Complete unedited, and unabridged copies of any and all police, accident or incident 
documents and reports, including any supplementary or reconstruction reports 
prepared in conjunction with the occurrence set forth in the Plaintiff's Complaint. 


7. All documents, articles, papers and textbooks you intend to use during the trial of 
this cause. 


8. All rules, regulations, bylaws, guidelines of any public authority, inspecting or 
reviewing authority or other private body, which you intend to use during the trial 
of this cause. 


9. All reports or documents which may contain the opinions, theories, conclusions, or 
estimates regarding the condition of the Plaintiff existing both prior to and 
subsequent to the incident in question or the matters in question. 


10. All reports or documents which may contain the opinions, theories, conclusions, or 
estimates regarding the occurrence in question. 


11. A certified copy of all liability insurance policies and declaration pages that covered 
the Defendant for the acts or omissions, as alleged in the Plaintiff's Complaint 
including the policies of members of the Defendant's household. 


12. Each and every document, record, report, writing memorandum, physical object and 
the like revealed or referenced in this Defendant's Answers to Supreme Court Rule 
213. 


13. All maintenance or inspection schedules, records, logs, notes, charts, calenders, or 
other tangible evidence concerning the maintenance or inspection of the exterior of 
the premises described in the complaint including dates, locations, employees, and 
nature of such work. 


14. All maintenance or inspection schedules, records, logs, notes, charts, calenders, or 
other tangible evidence concerning the maintenance or work described in the 







Dulberg 004480


complaint on the premises including dates, locations, employees, and nature of such 
work. 


15. All incident reports, investigation or other tangible evidence concerning the accident 
alleged, witnesses etc. 


16. Preserve and maintain the chain saw and any other instrumentalities of the accident 
or scene. 


17. Any written invoices, payments or writings concerning hiring, retaining or otherwise 
with respect to David Gagnon and his work at the premises. 


Defendant is requested to preserve and protect the stairs at the premises described in the 
complaint from alteration, modification or destruction until further order of the court. 


If any of the documents requested are in existence, but not in the possession, custody or 
control of a party, please indicate the names and addresses of the persons or firms in whose 
possession custody or control they presently reside. 


If any document(s) requested are no longer in existence, please state whether such document: 
(a) is missing or lost, (b) has been destroyed, (c) has been transferred voluntarily or involuntarily 
to others, or ( d) has been otherwise disposed of, and in each instance explain the circumstances 
surrounding the reason for and manner of such disposition and state the date or approximate date 
thereof. 


If any document called for in this request has been destroyed intentionally at any time during 
the past ten years, such document should be identified and the reasons and date of its destruction 
noted. 


Pursuant to Supreme Court Rule 201(n), if any documents called for in this request are not 
produced because of claim of common law or statutory privilege, please state the exact privilege 
being claimed together with the nature of the withheld information. 


It is further requested that the parties in compliance with this request for production shall 
furnish an affidavit stating whether the production is co te in accor-dailce with this request. 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 Attorney No. 6203684 
S:\Mairt\DULBERG, PAUL\Discovecy\Request for Prod to Def Gagnon 9-27-12.wpd 


ST, Attorney for Plaintiff 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


PLAINTIFF'S INTERROGATORIES TO 
DEFENDANT, DAVID GAGNON 


) 


NOW COMES the Plaintiff, PAUL DULBERG, by and through his attorneys, LAW 


OFFICES OF THOMAS J. POPOVICH, P.C., and pursuant to Illinois Supreme Court Rule 213, 


propounds the following interrogatories to Defendant, to be answered under oath, including full 


information known to you, your agents, and attorneys within 28 days of service: 


In construing these Interrogatories: 


1. If any discovery request cannot be answered in full after exercising due diligence to 


secure the information to do so, please so state and answer the request to the extent possible, specify 


an inability to answer the remainder of any such request and state whatever information or 


knowledge is presently available to you concerning the unanswered portion of said request. 


2. All objections or answers to these Interrogatories that fail or refuse to respond to any 


Interrogatory on the ground of any claim of privilege of for any other reason shall: 


a. State the nature of the claim or other ground of objection; 
b. State all facts relied upon in support of the claim of privilege or other ground of 


objection; 
c. Identify all documents related to the claim of privilege or other ground of objection; 
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d. Identify all persons having knowledge of any facts related to the claim of privilege 
or other ground of objection; and 


e. Identify all events, transactions, or occurrences related to the claim of privilege or 
other ground of objection. 


1. State the full name of the defendant answering, as well as your current residence address, 
date of birth, marital status, and social security number, and, if different, give the full name, 
as well as the current residence address, date of birth, marital status, and social secmity 
number of the individual(s) signing these Answers. 


2. State the full name and current residence address of each person who witnessed or claims to 
have witnessed the accident to the Plaintiff on the premises as described in the complaint. 


3. State the full name and current residence address of each person who witnessed or claims to 
have witnessed the work and/or conditions existing as described in the complaint at the 
location of the accident at the time and on the date of the accident described. 


4. State the name and address of the person( s) or entity that owned the property premises 
whereat the accident occurred as alleged, as of the date in question. 


5. State the name and address of the person(s) or entity that was involved in performing the 
work during which the accident occurred on the date in question, as alleged. 


6. State the name and address of the person(s) or entity that decided or chose to undertake the 
work at the time, as alleged on the date in question, including chain saw use and activity. 


7. State the name and address of the person(s) or entity that was to supervise or oversee the 
work at the premises at the time, as alleged on the date in question including chain saw use 
and activity. 


8. State the full name and current residence address of each person, who was present and/or 
claims to have been present at the scene immediately before, at the time of, and/or 
immediately after said occurrence. 


9. State the name and address of each witness that knows or claims to know the circumstances 
of the alleged accident, how it occurred or how the Plaintiff became injured - as alleged in 
the complaint. 
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10. With respect to the chain saw that was being operated on the premises at the time of the 
alleged injury, state as follows: 


a. Who was operating the chain saw at the time of Plaintiff's alleged injury; 


b. Who owned the chain saw at the time of Plaintiff's alleged injury: 


c. Who requested that the chain saw be used to perform work at the time of Plaintiff's 
injury. 


d. Purpose for the use of the chain saw at the time. 


11. With respect to David Gagnon's experience in use of a chain saw prior to the date ofihe 
alleged accident, state as follows: 


a. How many times had David Gagnon operated the same or similar chain saw prior to 
the date of alleged accident; 


b. What formal training did David Gagnon received in use or operation of a chain saw 
prior to the occurrence alleged; 


c. Who, if any, (names and addresses) trained David Gagnon in use or operation of a 
chain saw prior to the occurrence; 


12. What was the scope of work or task David Gagnon was engaged in with use of the chain saw 
at or about the time of the alleged accident. 


13. Who (names and addresses) requested or chose to engage Gagnon in the "task" of use and 
operation of the chain saw at or about the time of the alleged accident. 


14. What instructions or guidance, if any, was given to Gagnon prior to Plaintiff's alleged 
injury/accident with regard to how he was to perform the chain saw work at the premises. 


15. Were you (Defendant) covered under any policy of insurance at the time of the occurrence. 
If so, were you named or covered under any policy, or policies, ofliability insurance effective 
on the date of said occurrence, and: State the name of each such company or companies, the 
policy number or numbers, the effective period(s) occurrence, including umbrella or excess 
insurance coverage, property damage and medical payment coverage. 


16. Do you have any information: 


(a) That any plaintiff was, within the 5 years immediately prior to said occurrence, 
confined in a hospital and/or clinic, treated by a physician and/or other health 
professional, or x-rayed for any reason other than personal injury? If so, state each 
plaintiff so involved, the name and address of each such hospital and/or clinic, 
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physician, technician and/or other health care professional, the approximate date of 
such confinement or service and state the reason for such confinement or service; 


(b) That any plaintiff has suffered any serious personal injury and/or illness prior to the 
date of said occurrence? If so, state each plaintiff so involved, state when, where and 
how he or she was injured and/or ill and describe the injuries and/or illness suffered; 


(c) That any plaintiff has suffered any serious personal injury and/or illness since the 
date of said occurrence? If so, state each plaintiff so involved, state when, where and 
how he or she was injured and/or ill and describe the injuries and/or illness suffered; 


( d) That any plaintiff has ever filed any other suit for his or her own personal injuries? 
if so, state each plaintiff so involved, state the court, and caption in which filed, the 
year filed, the title and docket number of said case. 


17. Were any photographs, movies and/or videotapes taken of the scene of the occurrence or of 
the persons involved? If so, state the date or dates on which such photographs, movies 
and/or videotapes were taken, the subject thereof, who now has custody of them, the name, 
address and occupation and employer of the person taking them. 


18. Have you ( or anyone acting on your behalf) had any conversations with any person at any 
time with regard to the manner in which the occurrence complained of occurred, or have you 
overheard any statements made by any person at any time with regard to the injuries 
complained ofby plaintiff or the manner in which the occurrence complained of occurred? 
If the answer to this Interrogatory is in the affirmative, state the following: 


(a) The date or dates of such conversations and/or statements; 
(b) The place of such conversations and/or statements; 
(c) All persons present for the conversations and/or statements; 
( d) The matters and things stated by the person in the conversations and/or statements; 
(e) Whether the conversation was oral, written and/or recorded; and 
(f) Who has possession of said statement if written and/or recorded. 


19. Do you know of any statements made by any person relating to the occurrence complained 
of by the plaintiff? If so, give the name and address of each such witness, the date of said 
statement, and state whether such statement was written and/or oral. 


20. State the name and address of each person having lrnowledge of Plaintiffs activities on the 
premises PRIOR to the accident in question. 


21. State the name and address of each person having knowledge of Plaintiffs activities on the 
premises AFTER the accident in question. 


22. Had the Plaintiff ever used or operated a chain saw on the premises or for the Defendant or 
others prior to his alleged accident. If so, state the dates and times such occurred. 
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23. Pursuant to Illinois Supreme Court Rule 213(f), provide the name and address of each 
witness who will testify at trial, and state the subject of each witness' testimony, giving the 
following information: 


(a) The subject matter on which the opinion witness is expected to testify; 
(b) The conclusions and/or opinions of the opinion witness and the basis therefore, 


including reports of said witness, if any; 
(c) The qualifications of each opinion witness, including a Curriculum Vitae and/or 


resume, if any; and 
( d) Identify any written reports of the opinion witness regarding this occurrence. 


24. List the names and addresses of all other persons ( other than yourself and persons heretofore 
listed) who have knowledge of the facts of said occurrence and/or of the injuries and 
damages claimed to have resulted therefrom. 


25. Identify any statements, information and/or documents known to you and requested by any 
of the foregoing Interrogatories which you claim to be work product or subject to any 
common law or statutory privilege, and with respect to each Interrogatory, specify the legal 
basis for the claim as required by Supreme Court Rule 201(n). 


26. State the name and address of each person at the premises ( although at different location or 
not a witnes~ to the incident) described at the time of the occurrence. 


27. Was the Plaintiff struck and injured by the chain saw while in operation on the date and time 
alleged. If so, what caused the chain saw to strike the Plaintiff 


28. Describe what, if any, of the Plaintiff's conduct caused or contributed to his injury on the 
date and time in question. 


29. Did the chain saw malfunction at any time during its use prior to Plaintiffs alleged injury. 


30. Prior to Plaintiffs alleged injury, was the subject chain saw operating safely and properly. 
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Demand to Supplement: Pursuant to Supreme Court Rule 2 l 3(i), the party answering these 
interrogatories is hereby requested to seasonably supplement or amend any prior answer or response 
whenever new or additional information subsequently becomes knoY;'ll to that party or the party's 
attorneys or agents. 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, Illinois 60050 
815/344-3 797 
Attorney ID No.: 06203684 


S:\Main\DULBERG, PAUL\Discovery\Interrogatories to Def David Gagnon 9-27-12.wpd 
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STATE OF ILLINOIS ) 
) ss 


COUNTY OF McHENRY ) 


___________ being first duly sworn on oath, deposes and states that 
he/she is a Defendant in the above-captioned matter; that he/she has read the foregoing document 
entitled Answers to Interrogatories; and the answers made therein are true, correct and complete to 
the best of his/her lmowledge and belief. 


Defendant 


SUBSCRIBED AND SWORN to 
before me this ___ day of 
_____ _,2012. 


NOTARY PUBLIC 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PROOF OF SERVICE 


FILl!D 


JUL 3 0 1.0\2. 
v•ruERlNE M, l<E{1 ~R'I CTY· CIR. 


The undersigned, being first duly sworn on oath, deposes and states that on the~ of July, 2012, the following described documents were served by mailing true and correct copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that sufficient U.S. postage for first-class mail was placed thereon, and the san1e was deposited in the U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S ANSWERS TO DEFENDANTS' INTERROGATORIES AND PRODUCTION 
REQUESTS 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rookfmd,IL61ll4 ~ 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 


s·.\Main\DULBERG, PAUL\Discovery\ProofofSvc 7-24-12.wpd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PLAINTIFF'S ANSWERS TO INTERROGATORIES 


1. State the full name, present residence address, birthdate, birthplace and Social Security number of the person answering these Interrogatories; and state PAUL DULBERG's full name, present residence address, birthdate, birthplace and Social Security number. 


ANSWER: Paul Dulberg 
4606 Hayden Ct. 
McHenry 
DOB: 3-19-70 
SS: 323-76-4001 
Born: Elk Grove Village 


2. State your marital status on the date of the occurrence in question and, if married, your spouse's name and age on said date. 


ANSWER: Single 


3. State the full name and present orlastknown address (indicating which) of each person who: (a) Witnessed or claims to have witnessed the occnrrence in question. (b) Was present or claims to have been present at the scene immediately before said occurrence. 
( c) Was present or claims to have been present immediately after said occurrence. (d) Otherwise has or claims to have any knowledge of the facts or possible causes oftbe occurrence to include any damages or injuries alleged to have resulted from said occurrence. 


ANSWER: Plaintiff and Defendant Gagnon. McGuires were on the premises. 
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4. State specifically and with certainty the personal injuries and propeity damage, if any, 
sustained to PAUL DULBERG as a result of said occurrence. 


ANSWER: Objection, requires medical narrative. Without waiving, Plaintiff suffered deep 
laceration of right arm with nerve involvement. Investigation continues. 


5. With regard to said injuries, state: 
(a) The name and address of each treating and/or consulting practitioner. 
(b) The name and address ofeachhospital or clinic where PAUL DULBERG was treated 


and the date or inclusive dates on which each hospital or clinic rendered PAUL 
DULBERG service. 


(c) The amount to date of their respective bills for services. 
(d) Those from whom you have written reports. (Pursuant to Supreme Court Rule 214, 


please attach a legible copy of said report to the answers hereto.) 


ANSWER: See attached Medical Expense Report. Additional bills and records to be obtained 
from Drs. Marcus Talerico (Mid America Hand to Shoulder) and Karen 
Levin/Mitchell Grohman (Associated Neurology), Biofora/Sagerman (Hand Surgery 
Associates) and Fox Lake Dynamic Hand Therapy. 


6. As a result of said personal injuries to PAUL DULBERG, are you claiming any loss of 
income including, but not limited to, wages or salaries? If so, state: 


(a) The name and address of your employer at the time of the occurrence. 
(b) The dates or inclusive dates on which you were unable to work and the amount of 


income loss claimed. 


ANSWER: AMS Screw Products, High View, Spring Grove, Illinois. 
Supervisor: Joe Groves 
Approx. $10 per hours. 40 hours a week. 
Was hired but could not pursue employment due to accident. 
Investigation continues. 


7. State the name and address of each witness or defendant from whom you have obtained 
statements, indicating whether such statements are written or oral, who has possession of 
such statements, and pursuant to Supreme Court Rule 214, attach legible copies of any 
written statements hereto. 


ANSWER: Gagnon gave a statement to Plaintiffs counsel and it will be transcribed and 
produced. 


8. State the name and address of PAUL DULBERG's family practice physician. 


ANSWER: Dr. Sek, 4601 W. Rt. 120, McHenry 
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9. State whether PAUL DULBERG was hospitalized or had suffered any illness or personal 
injury prior to or subsequent to the date of said occurrence, and if so, state the nature and date 
of each such hospitalization, illness or personal injury. 


ANSWER: Prior: Last 20 years. Involved in auto accident in 2002, I suffered neck injury and left 
arm. Treated with Northern Illinois Meµical Center and left arm surgery with Dr. 
Sagerrnan and Grohman (Libertyville). 
Since: no 


I 0. State whether PAUL DULBERG suffered any permanent scarring as a result of the accident 
alleged in the complaint. If so, state the location of such scar, the width and length of such 
scar or scars. (Pursuant to Supreme Court Rule 214, please attach any photos of any such scar 
to your answers hereto.) 


ANSWER: Yes. On right arm. Investigation continues. 


11. State whether prior to the accident alleged in the complaint PA UL DULBERG suffered any 
physical disability or impainnent of any kind wha(soever. If so, state the nature of such 
physical disability or impairment and how PAUL DULBERG came to have such physical 
disability or impairment. 


ANSWER: Yes, as it concerns my above auto accident. The degree of any disability is to be 
determined by my physician. 


12. State the location of the alleged occurrence, pinpointing such location in feet, inches and 
direction from fixed objects or boundaries at the scene of the occurrence. 


ANSWER: Behind the garage of the Defendant's home - as alleged. 


13. State with particularity the nature of the alleged defect, object substance or condition which 
caused the alleged occurrence giving the exact dimensions and physical description of such 
including the size, shape, color, height, length and depth of such defect or object. 


ANSWER: Objection, iiTelevant - improperly worded. Defect is Gagnon's conduct. See 
Complaint. 


14. State with particularity what PAUL DULBERG was doing at the time of the accident alleged 
in the complaint. 


ANSWER: Holding a branch at the request of Mr. Gagnon. 


15. State with particularity your basis for alleging that on or about June 28, 201 1, David Gagnon 
living and/or staying at the premises known commonly as 1016 W. Elder Avenue, City of 
McHemy, County of McHenry, Illinois. 
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ANSWER: He was at his mother's residence. 


16. State with particularity all the reasons why PAUL DULBERG was present on the premises 
known commonly as 1016 W. Elder Avenue, City of McHenry, County ofMcHenry, Illinois 
on the date of the alleged occurrence. 


ANSWER: Dave invited me. 


17. State with particularity your basis for alleging that David Gagnon was contracted and/or 
hired by Defendants Bill McGuire and Carolyn McGuire to cut down, trim and/or maintain 
the trees and brush at their premises. as further alleged in Plaintiffs Complaint. 


ANSWER: Dave told me. 


18. State with particularity your basis for alleging that David Gagnon was working under the 
supervision and control of Defendants Bill McGuire and Carolyn McGuire at the time of the 
occurrence alleged in Plaintiffs Complaint. 


ANSWER: He was working at their property under their control. 


19. State with particularity your basis for alleging that Defendants Bill McGuire and Carolyn 
McGuire instructed and/or advised David Gagnon in the use of a chain saw on or before the 
date of the occurrence alleged in Plaintiffs Complaint. 


ANSWER: It was the McGuires chain saw. 


20 State with particularity any and all defects associated with the chain saw you believe or claim 
was involved in the occurrence alleged in Plaintiffs Complaint. 


ANSWER: Unknown 


21. State whether you have any information indicating or otherwise suggesting that Defendants 
Bill McGuire and/or Carolyn McGuire knew or should have known that PAUL DULBERG 
was about to assist or was assisting David Gagnon with tree cutting and/or trimming on the 
date and in the location of the occurrence alleged in Plaintiffs Complaint. If your answer is 
in the affirmative, further state with particularity the bases for your contention that 
Defendants Bill McGuire and/or Carolyn McGuire knew or should have known that PAUL 
DULBERG was about to assist and/or was assisting David Gagnon with tree cutting and/or 
trimming on the date and in the location of the occurrence alleged in Plaintiffs Complaint. 


ANSWER: The McGuires saw me with Mr. Gagnon. 


22. State whether any photographs or videos were taken of the scene of the occurrence or of the 
persons, objects or premises involved, and if so, state the number of photographs or videos 
taken, their subject matter and who now has custody of them. 
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ANSWER: Not on the date in question, but I will be produced photos of my injury. 


23. Pursuant to Supreme Court Rule 213(±), furnish the identity and addresses of witnesses who 
will testify at trial and the following information: 


(a) For each lay witness, identify the subjects on which the witness will testify. 
(b) For each independent expert witness, identify the subjects on which the witness will 


testify and the opinions the party expects to elicit. 
(c) For each controlled expert witness, identify: 


(i) the subject matter on which the witness will testify; 
(ii) the conclusions and opinions of the witness and the bases therefor; 
(iii) the qualifications of the witness; and 
(iv) any reports prepared by the witness about the case. 


ANSWER: PLAINTIFF'S RESPONSE TO 213 INTERROGATORIES 


Plaintiff will testify to all matters concerning the circumstances of the accident and injury 
including, but not limited to, all matters set forth in any discove1y responses, affidavit, 
statements and/or deposition testimony, and to those matters and opinions naturally 
flowing from their personal knowledge and involvement in this matter, and will testify to 
matters including, but not limited to the following: date, time and location of, accident, 
observations at the accident scene, weather, defendant's negligence in X; continuing 
medical care to date; medical expense as set forth in updated Medical Expense Reports; 
payment of bills; lack of prior related symptoms, treatment; need for past and future 
treatment including, if applicable; pain and suffering and disability; lost time at work, 
including rate of pay, time lost, income and benefits lost; ongoing treatment during 
pending case including recent exam by treating physician(s); all other foundational 
requirements for admitting photos and medical bills into evidence. 


Barabara Dulhberg, s/a/a to testify to the pain and disability experienced by the Plaintiff 
due to injuries suffered in the accident and the lack of prior symptoms or disability, 
inability to work, hours and wage history and loss of income from work as a result. 


Defendants, each of them, will be called as an adverse witness pursuant to Section 2-1102 
of the Illinois Code of Civil Procedure, to testify to matters involving the accident. 


All witnesses identified by Defendant and/or deposed, on matters so identified or testified 
to. 


Court Reporters present during evidence and/or discovery depositions of those parties and 
witnesses now or in the future deposed in this or any similar cause to testify to the 
accuracy of the transcripts and testimony stated therein by each witness including exhibits 
marked and testified to during the deposition. 
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All other independent witnesses disclosed by answer to previous interrogatory will testify 
to those matters and opinions naturally flowing from their personal knowledge and 
involvement in this matter and those matters specifically disclosed and or to be disclosed 
in the future. 


Drs. Marcus Talerico (Mid America Hand to Shoulder) and Karen Levin/Mitchell 
Grohman (Associated Neurology), Biofora/Sagerman (Hand Surgery Associates), arc 
intended to be called as opinion witness( es) to testify to the care and treatment of the 
Plaintiff to the extent allowed under Rule 213 and to all matters expressly and/or 
impliedly set forth in the patient's chart including matters flowing therefrom, including, 
but not limited to, history, exam, diagnostics/findings, exam/findings, diagnosis, 
treatment, physical therapy, medication, follow-up and continuing treatment through to 
trial; the nature and extent of injuries sustained by Plaintiff as set forth above and in 
deposition including injuries, and that such injuries were caused/aggravated by the 
underlying trauma; that the treatment for such injuries was/is reasonable and medically 
necessary and causally related to underlying accident, and any other opinions or matters 
set forth or described in the patients medical file or hospital chart, in addition to any 
matters and/or opinions naturally flowing from the witnesses work or personal lmowledge 
and involvement in this matter, in addition to testimony and opinions on the following 
issues: 


• Plaintiff suffered and is diagnosed as having the above injuries, not limited to: 
traumatic injury to right arm including numbness, neuropathy, scarring, and 
branch nerve involvenmt; 


• Plaintiffs injury is consistent with mechanism of injury/history; 
• Plaintiffs injury was caused/aggravated by the llilderlying accident based upon 


history and findings and experience; 
• Plaintiffs injury is confirmed through exam and diagnostics; 
• Plaintiff will require ongoing and continual treatment for the injury(s); 
• Plaintiffs conservative treatment did not resolve symptoms, requiring surgery and 


chronic pain; 
• Plaintiffs symptoms and disability are permanent; 
• Review and interpretation of all diagnostics; 
• Plaintiff may require surgery to correct the condition(s); 
• Plaintiffs surgery and costs is medically necessitated and causally related to the 


accident; 
• Plaintiffs symptoms are disabling from activities; 
• Plaintiffs injury is pain producing; 
• Plaintiffs injury limits and will limit in the future Plaintiffs activity at home and 


at work; 
• Plaintiffs injury disabled him/her from work for a period of time causing a loss in 


income; 
• The charges or expense for the medical treatment received from each and every 


treater or facility referenced by Plaintiff in deposition or by Medical Expense 
Report was/is customary, reasonable, and medically necessary and due to the auto 
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accident based upon his/her expertise and experience and knowledge of the 
billing/charges for the same or similar treatment; 


• Plaintiff is susceptible to re-injury in the future due to injury sustained in case, 
requiring future care and treatment, surgery and expense; 


• Plaintiff will require future medical treatment and care and expense due to injury, 
estimate of $10,000 annually; 


• That Doctors' practice involves treating patients with similar injuries under 
similar settings and causes; 


• The witnesses report(s) are contained in medical records produced in discovery; 
• This witnesses opinions are based upon the witnesses expertise, experience, 


education, treatment of same and similar injuries, review of history, records of all 
treating physicians and care providers, films/reports, and exam - all which is 
customary for the witness to rely upon in his/her practice. 


• Foundational matters for purposes of admission of medical records into evidence; 
• The testimony is also based upon a recent exam conducted before arbitration 


and/ or trial. 


Plaintiff expressly reserves the right to withdraw and/or not to call any 213 witnesses 
heretofore disclosed ( or fewer than those disclosed) depending on counsel's legal 
determination at the time of trial and his judgment on the necessity of such testimony 
given the issues and evidence to be presented at the time of trial. 


The accounts/financial services/billing representatives (any or each of them) from each of 
the facilities whereat the Plaintiff treated, as set forth in his discovery and deposition and 
Medical Expense Report(s) produced in discovery, including { } will each and 
themselves testify that based upon their experience and customs and practices and the 
practices of their internal office and those on their behalf, in their opinion the charges 
pertaining to Plaintiffs medical treatment in this case, as outlined in the Medical Expense 
Report, are reasonable and customary in the industry within the area. No one individual 
has been identified by the facility to testify, but if the defense wants to depose a specific 
individual before the evidence deposition of the representative is taken, Plaintiff will then 
designate a person for this purpose, otherwise the evidence deposition notice may simply 
designate the "representative with knowledge of the customary charges for such 
treatment" at each facility. ' 


The records keepers from each of the facilities whereat the Plaintiff treated, as set forth in 
his/her discovery responses and deposition and Medical Expense Report provided 
throughout the course of this case, will each themselves testify to all foundational matters 
and requirements for admission of such records into evidence, including testimony as to 
the custody of the records kept in the ordinary course of business, and history provided by 
the patient and reliance upon such in the treatment or care of the plaintiff. 


Plaintiff reserves the right to update these disclosures in the future in accordance with the 
order of the court, to add or delete witnesses as may be appropriate and in accordance 
with the court's order and reserves the right not to call a witness above as may be 
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appropriate at trial. 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney Registration No. 06203684 
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) 


Verification by Certification 


Under penalties as provided by law pursuant to Section 1-109 of the Code of Civil 
Procedure, the undersigned certifies that the statements set forth in this instrument are 
true and correct, except as to matters therein stated to be on information and belief and as 
to such matters the undersigned certifies as aforesaid that he verily believes the same to be 
true. 


DATE: 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JU 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


PROOF OF SERVICE 


PffLIED 


AUG J.t 2012 
~INllM,i<EEfE 


CTY,cm,ruc, 


The undersigned, being first duly sworn on oath, deposes and states that on the 21st day 
of August, 2012, the following described documents were served by mailing true and correct 
copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that 
sufficient U.S. postage for first-class mail was placed thereon, and the same was deposited in the 
U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S ANSWERS TO DEFENDANTS' 
SUPPLEMENTAL INTERROGATORIES 


ADDRESSED TO: Ronald A. Bai-ch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd . 


. Rockford, IL 61114 


HAN;&, Au,m,y foe PWo@ 
LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3 797 
Attorney No. 6203684 S:\Main\DULBERG. PAUL\Dlscovery\ProofofSvc 8-20-12.wrd 
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C 
IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 


McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) No. 12LA 178 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


PROOF OF SERVICE 


The undersigned, being first duly sworn on oath, deposes and states that on the 21~ day 
of August, 2012, the following described documents were served by mailing true and correct 
copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that 
sufficient U.S. postage for first-class mail was placed thereon, and the same was deposited in the 
U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S ANSWERS TO DEFENDANTS' 
SUPPLEMENTAL INTERROGATORIES 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61 114 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3 797 
Attorney No. 6203684 S:\Mai11\DULBERG. PAUL\Discovcry\ProoforSvc 8-20-12.wpd 
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'' 


IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


PLAINTIFF'S ANSWERS TO 
DEFENDANT'S SUPPLEMENTAL INTERROGATORIES 


1. Please provide the following information about yourself. 


a. Date of Birth; 
b. Social Security Number or Health Insurance Claim Number ("HICN"). 


ANSWER: DOB: 3-19-70 
SS: 323-76-4001 


2. Are you currently a Medicare beneficiary? If so, please identify any and all amounts that 
have been paid by Medicare in satisfaction of medical expenses from any healthcare provider 
involved in the treat of the injuries you are claiming in connection with the above-captioned 
lawsuit. Please also outline any communications that you have had regarding with Medicare 
and/or any Medicare Secondary Payer Recovery Center "(MRPRC") regarding Medicare 
liens, if any. 


ANSWER: No 


3. Describe in detail all injuries you have sustained as a result of the occurrence alleged in your 
Complaint. 


ANSWER: Right arm/elbow 


4. Do you have any documentation in your possession and/or control regarding Medicare 
payments made to you or on your behalf in connection with the injuries you are claiming in 
connection with the above-captioned lawsuit. If yes, please provide copies of all 
documentation responsive to this interrogatory. 
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ANSWER: No 


5. Do you have any documentation in your poss4ession and/or control regarding Medicare's 
rightto recover payments made to you or on your behalf in connection with the injuries you 
are claiming in connection with the above-captioned lawsuit, including but.not limited to 
Medicare conditional payment letters, lien notices from Medicare and/or lien notices from 
aMSPRC. 


ANSWER: No 


6. State all healthcare benefits you have received or will eligible to receive as a result of injuries 
you attribute to the occurrence alleged in your Complaint. 


ANSWER: None 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney Registration No. 06203684 
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Verification by Certification 
\ 
\ 


Under penalties as provided by law pursuant to Section 1-109 of the Ci.~e of Civil 
Procedure, the undersigned certifies that the statements set forth in this i~strument are 
true and correct, except as to matters therein stated to be on information and belief and. as 
to such matters the undersigned certifies as aforesaid that he verily believes the same to be 
true. 


DATE: _________ _ 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) No. 12LA178 
) 


DA YID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


PROOF OF SERVICE 


The undersigned, being first duly sworn on oath, deposes and states that on the 2sth day of June, 2012, the following described documents were served by mailing true and correct copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that sufficient U.S. postage for first-class mail was placed thereon, and the same was deposited in the U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S REQUEST FOR PRODUCTION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE, PLAINTIFF'S INTERROGATORIES TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE, RULE 237(b) NOTICE TO PRODUCE AT TRIAL AND/OR ARBITRATION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE AND NOTICE OF DEPOSITIONS OF DEFENDANTS 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 


S:\Main\DULBERG, PAUL\Discovery\Proof of Svc 6-19-12.wpd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CI~~T 
McHENRY COUNTY, ILLINOIS 'T 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) No. 12 LA 178 
) 


DA YID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


PROOF OF SERVICE 


The undersigned, being first duly sworn on oath, deposes and states that on the 2st" day of June, 2012, the following described documents were served by mailing true and correct copies thereof in an envelope, addressed as is shown below, that said envelope was sealed, that sufficient U.S. postage for first-class mail was placed thereon, and the same was deposited in the U.S. Mail in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S REQUEST FOR PRODUCTION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE, PLAINTIFF'S INTERROGATORIES TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE, RULE 237(b) NOTiCE TO PRODUCE AT TRIAL AND/OR ARBITRATION TO DEFENDANTS, BILL McGUIRE AND CAROLINE McGUIRE AND NOTICE OF DEPOSITIONS OF DEFENDANTS 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 


S:\Main\OULOERG, P AUL\DiS«>very\Proof of Svc 6-19-12. wpd 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CfRCUIT 
McHENRY COUNTY, ILLINOIS p 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) No. 12 LA 178 


PILED 
MAR 12 2013 


) 
DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


PROOF OF SERVICE 


The undersigned, being first duly sworn on oath, deposes and states that on the { flt'\ day 
of March, 2013 the following described documents were served by mailing true and correct copies 
thereof irt an envelope, addressed as is shown below, that said envelope was sealed, that sufficient 
U.S. postage for first-class mail was placed thereon, and the same was deposited in the U.S. Mail 
in McHenry, Illinois, at or about the hour of 5:00 p.m. 


DOCUMENT DESCRIPTION: PLAINTIFF'S SUBPOENA FOR DISCOVERY 
DEPOSffION OF MICHAEL McARTOR 


ADDRESSED TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 6 I 114 


HANS A.MA 


LAW OFFICES OF THOMAS J. POPOVICH 
34 I 6 West Elm Street 
McHenry, IL 60050 
81S-344-3797 
Attorney No. 6203684 


S:\Mai11\DULBERG. l'AllL\Discowry'\Pr(lof ~,rsw .l-8-IJ,wpd 


Perry Accardo 
Law Office of M. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 6060 I -I 092 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JU~ 
McHENRYCOUNTY,ILLINOIS ~'-Ir"' J' 


FILED 
McHenry County, Illinois PAUL DULBERG, 


Plaintiff, 


vs. 


) 
) 
) 
) 
) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


Defendants. 
) 
) 


No. · 12LA 178 


RE-NOTICE OF MOTION 


To: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 


AUG - 8 2012 


KATHERINE M. KEffE 
__ Clem of the Circuit Court __ 


On August 8, 2012 at 9:00 a.m., or as soon thereafter as counsel may be heard, I shall appear before the Honorable Thomas A. Meyer or any judge sitting in his stead, in courtroom 201 in the Circuit Court of McHenry County in Woodstock, Illinois and shall then and there present PLAINTIFF'S MOTION FOR PROTECTIVE ORDER,. a copy of which is hereby served upon you 


AFFIDAVIT OF SERVICE 


I certify that I served this Notice by mailing to whom it is directed at approximately 5:00 p.m. on August I, 2012 in McHenry, IL and further that the statements set forth in this Affidavit of Service are true and correct. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney ID No. 30037 


S:\Main\DULBERG, PAUL\Notices\Notice of Motion 7-31-12.wpd 
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STATE OF ILLINOIS 
IN THE CIRCUIT COURT OF THE 22ND JUDICIAL CIRCUIT 


COUNTY OF McHENRY 


PAUL DULBERG, 


Plaintiff, 


vs. 


DA YID GAGNON, Individually, and as 
Agent of CAROLINE MCGUIRE and BILL 


. MCGUIRE, and CAROLINE MCGUIRE 
and BILL MCGUIRE, Individually, 


Defendants. 


TO: Paul Dulberg 
c/o Attorney Hans A. Mast 
Law Offices of Thomas J. Popovich 
3416 West Elm Street 
McHenry, IL 60050 


) 
) 
) Case No. 12 LA 178 
) 
) 
) REQUEST TO PRODUCE 
) TO PLAINTIFF 
) 
) 
) 
) 
) 


Pursuant to Supreme Court Rule 214, Defendants, Bill McGuire and Carolyn McGuire, by 


Cicero, France, Barch & Alexander, PC, their attorneys, requests PAUL DULBERG to produce for 


inspection, copying, and reproduction on the 28th day after service of this request the documents, 


objects or tangible things set forth below. 


PAUL DULBERG is requested to produce these documents either by mailing legible copies 


to Cicero, France, Barch & Alexander, PC, 6323 East Riverside Blvd., Rockford, IL 61114, or by 


producing the documents for inspection and copying on the 28th day after service of this request at 


Cicero, France, Barch & Alexander, PC, 6323 East Riverside Blvd., Rockford, IL 61114. 


As used in this request the term "document" includes without limitation, any graphic matter, 


whether paper, cardboard, tape, plastic, film or any other material and includes any recording and 


transcript thereof. The term "you" or "your" refers not only to the party to whom this request is 


directed, but also to any representative who acts for you or under your control. 


With respect to each document covered by the request which you refuse to produce by 
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reason of any attorney-client privilege, you are requested to identify the nature and date of the 


document, its author and title, and each recipient of the document and his title. 


1. Medical bills for any medical treatment rendered to PAUL DULBERG from 


January 1, 2010 to the present date. 


2. Pharmacy bills for prescriptions and/or appliances regarding PAUL DULBERG 


from January 1, 2010 to the present date. 


3. All photographs, slides, videos or motion pictures taken of PAUL DULBERG, any 


physical objects involved, or the scene of the occurrence. 


4. All reports or records of doctors, hospitals, clinics or medical practitioners which, in 


any way, relate to the physical or mental condition of PAUL DULBERG prior to the alleged 


occurrence (including other injuries, illnesses or hospitalizations). 


5. All reports or records of doctors, hospitals, clinics or medical practitioners which, in 


any way, relate to the physical or mental condition of PAUL DULBERG subsequent to the alleged 


occurrence (including other injuries, illnesses or hospitalizations). 


6. A list giving the names and addresses of all persons making any examination or 


inspection in reference to the occurrence in question, any of the physical objects involved, or the 


scene of the occurrence. 


7. All accident reports, investigation reports and materials, and all other like documents 


prepared as a result of or in reference to the occurrence complained of in the Complaint. 


8. All receipts, records, bills, statements, invoices, wage loss materials, and any other 


documents relating to the amount of damages sought by the plaintiff. 


9. Statements of any witnesses or persons having knowledge pertaining to the facts or 


issues in the lawsuit, including any party. 
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You are also requested to furnish an Affidavit to counsel for all parties stating whether the 


production is complete, and to advise counsel for all parties as to the date upon which the 


documents, objects or tangible things will be produced. 


CAROLYN MCGUIRE and BILL MCGUIRE, 
Defendants, by their attorneys, 
CICERO, FRANCE, BARCH & ALEXANDER, P.C., 


By--i~---
RONALD A. BARCH (6209572) 


Cicero, France, Barch & Alexander, P.C. 
6323 East Riverside Blvd. 
Rockford, IL 61114 
815/226-7700 
815/226-7701 (fax) 
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CERTIFICATE OF SERVICE 


The undersigned hereby certifies that a copy of the foregoing document was 


served upon: 


Attorney Hans A. Mast 
Law Offices of Thomas J. Popovich 
3416 West Elm Street 
McHenry, IL 60050 


by depositing the same in the United States Post Office Box addressed as above, postage prepaid, 


at Rockford, Illinois, at 5:00 o'clock p.m. on 7 /ro I 11.-


Cicero, France, Barch & Alexander, P.C. 
6323 East Riverside Blvd. 
Rockford, IL 61114 
815/226-7700 
815/226-7701 (fax) 


£VL 
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RESTRICTIONS / RELEASE FORM 
Northern Illinois Medical Center Memorial Medical Center 


Emergency Department D 3701 Doty Rd. 
4201 Medical Center Drive Woodstock, Illinois 60098 


McHenry, Illinois 60050 (a1s) 334.3900 (815) 344-5000 


PATIENT NAME-++-JIM-"+-i~..lf.>---'~H--1:-----f"'~-,----DATE ~ / 1B~ 
PHYSICIAN SIGNATURE_-U-..W:M~,&.:;c:..~~~q_S((i.~f-


0 May return to O work O gym without restriction. 


jQ__ May not return to ~work O school D gym for ;!._, day(s). 


0 May return to school with the following restrictions: 


111111111111111111111111111i111111111111111111111111 Iii 1111 
11179003.13 
DULBERG, PAUL R 
N 11 y 03/19/l 
06/28/WU B 970 


000010938\ 


0 Gym/Sports restrictions are, ____________________ for ___ day(s). 


D Must take prescription medication for ___ day(s). 


0 May return to work with the following restrictions: 


D No litting greater than ___ lbs. for ___ day(s). 


0 Machinery/Driving restriction while on medication that can cause drowsiness. 


0 No continuous O standing O sitting tor ___ day(s). 


D Must keep _______ elevated for ___ day(s). 


D Sedentary work only for ___ day(s). 


D Must use crutches for day(s). 


D No overhead work for day(s). 


D No bending or twisting tor day(s). 


0 Must wear Immobilizer for. day(s). 


D No climbing on ladder or stairs for ___ day(s). 


0 LIMITED WORK WITH 


0 NO WORK WITH 


0 Right 


0 Hand 


0 Arm 


D Foot 


D Leg 


0 Left 


D Hand 


0 Arm 


0 Foot 


D Leg 


For ____ Days 


D Other _______________________________ _ 


D See your physician in ___ days for reevaluation. 


All patients are referred to their personal physicians or a doctor on the staff of this hospital. Release from restriction must 
be obtained from that doctor and not the Emergency Department. 


I (or responsible person) have/has received and understand(s) the instructions to follow as noted above. 


Patient signature (or responsible person):--1tf~~___;...i!/b~---v-1/ ______________ _ 


, PRINTED BY~ eo,o,N1Mcn,Mc 


DATE 09/14/2012 
EMCARE, INC 


MEDICAL AECOROS COPY 
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) 
IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 


McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


SECOND AMENDED NOTICE OF DISCOVERY DEPOSITIONS 


TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 611 I 4 


Perry Accardo 
Law Office ofM. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 60601-1092 


YOU ARE HEREBY NOTIFIED that on JANUARY 24, 2012, we shall for the purpose 
of discovery, take the depositions of 


BILL MCGUIRE at 12:00 P.M.; and 
CAROLINE MCGUIRE at 1:00 P.M. 


at the LAW OFFICES OF THOMAS J. POPOVICH, P.C., 3416 W. Elm Street,McHenry, IL, 
upon oral interrogatories, as though under cross examination, pursuant to the provisions of the Civil 
Practice Act and Rules of the Supreme Court. 


This Notice is served upon you in conformity with the above-named Act and Rules and is 
intended to require the presence of the party, identified herein, at said time and place. It is requested 
that each party or counsel advise the undersigned attorney in writing 72 hours prior to the deposition 
should the witness require an interpreter for the English language. 


CERTIFICATE OF SERVICE 
I certify that I served this Notice by mailing a copy to each person to whom it is directed at 


the address above indicated by depositing it in the U.S. Mail at cHenry, IL 60050, on October 31, 
2012 with proper postage prepaid. ·"· 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 S:\Main\DULBERG, PAUL\Discovery\2NDNoticeofMcGuiresDeps 10-30-12.wpd 
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** Transmit Conf.Report ** 
P.1 Nov 14 2012 11:52am LA\11 OFFICE T POPOVICH Fax 1-815-344-5280 


Fax/Phone Number Mode Start Time Page Result 
18152267701 Normal 14: 11: 51am 0'31" 1 * 0 K 


13125589357 Normal 14: 11 : 52am · o· 19" 1 # 0 K 


IN TIIE CIRCUIT COURT FOR THE T\VENTY-SECOND JUDICIAL ClRCUlT 
McHENRY COUNTY, ILLlNO!S 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) v,. ) 
) 


DAVID GAGNON, Individually, m1d as t 
Agent of CAROLINE McGUIRE and BILL ) 
McGUlRE and CAROLINE McGUIRE ) 
and Btr.L McGUIRE, ludlvidttally, ) 


) 
De:fun<lm1ts. ) 


No. 12 LA 178 


Ill!fil)..AW;NDEDJroJ'ICE OF mscoyERY OEPOSIT!O!'l 
TO: Ronald A. Ba,ch 


Cicero~ France, Barnh & AleXander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 6! 114 
Fax: 815/226-1701 


Perry Accardo 
Law Office ofM, Ge.rru.'d GregQir-;: 
200 N. J.,aS•lle Street, Suite 2650 
Chicago, IL 60601-1092 
Fax: 312/558,9357 


YOU ARE HEREllYNOTIFlED that on JANUARY 17, 2012, at 1:00 p.m, we shall for 
the purpose of ditcove,y, toke the deposition ofDAVll) GAGNON at the LAW OFFlCES OF 
THOMAS J. POPOVICH, P.C,,.3416 W, Elm Street, McHenry, IL, upon otal iutettogawries, 
as though under i;.ross examination, putsu.ant to the provi_sio.us of tbe Civil Practice Act and Rules of the Supreme Court. 


This Notice is sexvr.d upon you in confonnity with the above-narned Act and Rt.des and is 
intended to require the presence of the party, identified herein,-at said time and place. lt is requested 
that each party or coU11Sel advisB the uo.de~ig;ned attorney ht 1vriting 72 hours prior to the depositlon 
should the witness require a.n interpreter for t~e English langu<'t.ge. 


I certify that I served this Notke via facsimile and by mailing a copy to e-?-Ch person to whom 
it is dire9ted a.t the address above indicated by depositing it in the U.S. Mail at McHeruy, IL 60050) 


on N,oVe.ruber 13, 20l2 with proper postage pre=p-~~diif:...-1._· ~-----···· _______ _ 
HANS A. lvlAST, Attorney for Plaintiff 


LAW OFJ!(CES OF THOMAS J. POPOVIC», r.c. 
3416 West Elm St,;eet 
McHenry, IL 6oo5o. 
815-344-3797 ' 
Attorney No. "9203684' s,i1:m1ou~a~◊. rAlK..\l;li~,<:.:'r'1iioi~ofoorGog,_.,..,p,11,n,11 . ..,,.i 


Note 


Brdoast 


Brdcast. 
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IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) 


DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12LA 178 


SECOND AMENDED NOTICE OF DISCOVERY DEPOSITION 


TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 


Perry Accardo 
Law Office of M. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 60601-1092 


YOU ARE HEREBY NOTIFIED that on JANUARY 17, 2012, we shall for the purpose 
of discovery, take the deposition of DAVID GAGNON at the LAW OFFICES OF THOMAS J. POPOVICH, P.C., 3416 W. Elm Street, McHenry, IL, upon oral interrogatories, as though under 
cross examination, pursuant to the provisions of the Civil Practice Act and Rules of the Supreme Court. 


This Notice is served upon you in conformity with the above-named Act and Rules and is 
intended to require the presence of the party, identified herein, at said time and place. It is requested 
that each party or counsel advise the undersigned attorney in writing 72 hours prior to the deposition should the witness require an interpreter for the English language. 


CERTIFICATE OF SERVICE 


I certify that I served this Notice by mailing a copy to each person to whom it is directed at 
the address above indicated by depositing it in the U.S. Mail at McHenry, IL 60050, on October 31, 2012 with proper postage prepaid. 


HANSA. 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 


T, Attorney for Plaintiff 


Attorney No. 6203684 S:\Main\DULBERG, PAUL\Discovery\2ND Notlce ofDefGagnon's dep 10-30-12.wpd 
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The Law Offices of Thomas J. Popovich P.C. 


'THOMAS J. POPOVICH 


HANS A. MAST 


JOHN A. KORNAK 


Paul Dulberg 
4606 Hayden Court 
McHenry, IL 60051 


3416 w. ELM STREET 


McHENRY, ILLINOIS 60050 
TELEPHONE: 815.344.3797 
FACSIMILE: 815.344.5280 


www.popovichlaw.com 


January 13, 2014 


MARK]. VoGG 
]AMES P. TUTAJ 


ROBERT J. LUMBER 


THERESA M. FREEMAN 


RE: Paul Dulberg vs. David Gagnon, Caroline McGuire and Bill McGuire 
McHenry County Case: 12 LA 178 


Dear Paul: 


Please find enclosed the General Release and Settlement Agreement from defense counsel for 
Caroline and Bill McGuire. Please Release and return it to me in the enclosed self-addressed 
stamped envelope at your earliest convenience. 


Thank you for your cooperation. 


i . smq 
Enclosure 


Very truly yours, 


HANS A.MAST 


WAUKEGAN OFFICE 
210 NORTH MARITN LU'J1IER 


KJNGJR, AVENUE 
WAUKEGAN, IL 60085 
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GENERAL RELEASE AND SETTLEMENT AGREEMENT 


NOW COMES PAUL DULBERG, and in consideration of the payment of Five-Thousand 
($5,000.00) Dollars to him, by or on behalf of the WIIJLIAM MCGUIRE and CAROLYN 
MCGUIRE (aka Bill McGuire; improperly named as Caroline McGuire) and AUTO-OWNERS 
INSURANCE COMPANY, the payment and receipt of which is hereby acknowledged, PAUL 
DULBERG does hereby release and discharge the WILLIAM MCGUIRE and CAROLYN 
MCGUIRE and AUTO-OWNERS INSURANCE COMPANY, and any agents or employees of the 
WILLIAM MCGUIRE and CAROLYN MCGUIRE and AUTO-OWNERS INSURANCE 
COMP ANY, of and from any and all causes of action, claims and demands of whatsoever kind or 
nature including, but not limited to, any claim for personal injuries and property damage arising out 
of a certain chain saw incident that allegedly occurred on or about June 28,201 I, within and upon 
the premises known commonly as 1016 West Elder Avenue, City of McHenry, County of 
McHenry, State oflllinois. 


IT IS FURTHER AGREED AND UNDERSTOOD that there is presently pending a cause 
of action in the Circuit Court of the 22nd Judicial Circuit, McHenry County, Illinois entitled "Paul 
Dulberg, Plaintiff, vs. David Gagnon, Individually, and as agent of Caroline McGuire and Bill 
McGuire, and Caroline McGuire and Bill McGuire, Individually, Defendants", Cause No. 2012 LA 
178, and that this settlement is contingent upon WILLIAM McGUIRE and CAROLYN McGUIRE 
being dismissed with prejudice as parties to said lawsuit pursuant to a finding by the Circuit Court 
that the settlement between the parties constitutes a good faith settlement for purposes of the Illinois 
Joint Tortfeasor Contribution Act, 740 ILCS I 00/0.0 I, et seq. 


IT IS FURTHER AGREED AND UNDERSTOOD that as part of the consideration for this 
agreement the undersigned represents and warrants as follows ( check applicable boxes): 


D I was not 65 or older on the date of the occurrence. 


D I was not receiving SSI or SSDI on the date of the occurrence. 


D I am not eligible to receive SSI or SSDI. 


D I am not currently receiving SSI or SSDI. 


IT IS FURTHER AGREED AND UNDERSTOOD: 


a. That any subrogated claims or liens for medical expenses paid by or on 
behalf of PAUL DULBERG shall be the responsibility PAUL DULBERG, 
including, but not limited to, any Medicare liens. Any and all 
reimbursements of medical expenses to subrogated parties, including 
Medicare's rights of reimbursement, if any, shall be PAUL DULBERG's 
responsibility, and not the responsibility of the parties released herein. 


b. That any outstanding medical expenses are PAUL DULBERG's 
responsibility and all payment of medical expenses hereafter shall be PAUL 
DULBERG's responsibility, and not the responsibility of the parties released 
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.. 


c. That PAUL DULBERG agrees to save and hold harmless and indemnify the 
parties released herein against any claims made by any medical providers, 
including, but not limited to Medicare or parties subrogated to the rights to 
recover medical or Medicare payments. 


IT IS FURTHER AGREED AND UNDERSTOOD by the parties hereto that this agreement 
contains the entire agreement between the parties with regard to materials set forth herein, and shall 
be binding upon and inure to the benefit of the parties hereto, jointly and severally, and the 
executors, conservators, administrators, guardians, personal representatives, heirs and successors of 
each. 


IT IS FURTHER AGREED AND UNDERSTOOD that this settlement is a. compromise of 
a doubtful and disputed claim and no liability is admitted as a consequence hereof. 


IN WITNESS WHEREOF, I have hereunto set my hand and seal on the dates set forth 
below. 


Dated: ______ _ 
PAUL DULBERG 


STATE OF ILLINOIS ) 
) ss. 


COUNTYOFMCHENRY ) 


PAUL DULBERG personally appeared before me this date and acknowledged that she 
executed the foregoing Release and Settlement Agreement as his own free act and deed for the uses 
and purposes set forth therein. 


Dated this ___ day of January, 2014. 


Notary Public 
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.,..._ The Law Offices of Thomas J. Popovich P.C. 


THOMAS J. l'Of'QV/CH 
HANS A. MAST' 
JOHN A. /(QRNAK 


Paul Dulberg 
4606 Hayden Court 
McHenry, IL 60051 


3416 W. ELM STREET 


McHENRY, lLLINOIS 60050 
TELEPHONE: 815.344.3797 
FACSIMILE: 815.344.5280 


www.popovlchlaw.com 


January 24, 2014 


MARKJ. Vooc 
JAMES P. TlltAJ 


RonERT J. LUMBER 
THERESA M. FREEMAN 


RE: Paul Dulberg vs. David Gagnon, Caroline McGuire and Bill McGuire 
McHenry County Case: 12 LA 178 


Dear Paul: 


Please find enclosed the General Release and Settlement Agreement from defense counsel for 
Caroline and Bill McGuire. Please Release and return it to me in the enclosed self-addressed 
stamped envelope at your earliest convenience. 


Thank you for your cooperation. 


Very truly yours, 


WAUKEGAN OFFICE 
2 JO No1t111 MARnN LUTHER 


KINGJR.AVF.NUE 
WAUKEGAN, IL 60085 
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GENERAL RELEASE AND SETTLEMENT AGREEMENT 


NOW COMES PAUL DULBERG, and in consideration of the payment of Five-Thousand ($5,000.00) Dollars to him, by or on behalf of the WILLIAM MCGUIRE and CAROLYN MCGUIRE (aka Bill McGuire; improperly named as Caroline McGuire) and AUTO-OWNERS INSURANCE COMPANY, the payment and receipt of which is hereby acknowledged, PAUL DULBERG does hereby release and discharge the WILLIAM MCGUIRE and CAROLYN MCGUIRE and AUTO-OWNERS INSURANCE COMPANY, and any agents or employees of the WILLIAM MCGUIRE and CAROLYN MCGUIRE and AUTO-OWNERS INSURANCE COMP ANY, of and from any and all causes of action, claims and demands of whatsoever kind or nature including, but not limited to, any claim for personal injuries and property damage arising out of a certain chain saw incident that allegedly occurred on or about June 28, 20 l l, within and upon the premises known commonly as 1016 West Elder Avenue, City of McHenry, County of McHenry, State of Illinois. 


IT IS FURTHER AGREED AND UNDERSTOOD that there is presently pending a cause of action in the Circuit Court of the 22nd Judicial Circuit, McHenry County, Illinois entitled "Paul Dulberg, Plaintiff, vs. David Gagnon, Individually, and as agent of Caroline McGuire and Bill McGuire, and Caroline McGuire and Bill McGuire, Individually, Defendants", Cause No. 2012 LA 178, and that this settlement is contingent upon WILLIAM McGUIRE and CAROLYN McGUIRE being dismissed with prejudice as parties to said lawsuit pursuant to a finding by the Circuit Court that the settlement between the parties constitutes a good faith settlement for purposes of the Illinois Joint Tortfeasor Contribution Act, 740 ILCS 100/0.01, et seq. 


IT IS FURTHER AGREED AND UNDERSTOOD that as part of the consideration for this agreement the undersigned represents and warrants as follows (check applicable boxes): 
D I was not 65 or older on the date of the occurrence. 
D I was not receiving SSI or SSDI on the date of the occurrence. 
D I am not eligible to receive SSI or SSDI. 
D I am not currently receiving SSI or SSDI. 


IT IS FURTHER AGREED AND UNDERSTOOD: 


a. That any subrogated claims or liens for medical expenses paid by or on behalf of PAUL DULBERG shall be the responsibility PAUL DULBERG, including, but not limited to, any Medicare liens. Any and all reimbursements of medical expenses to subrogated parties, including Medicare's rights of reimbursement, if any, shall be PAUL DULBERG's responsibility, and not the responsibility of the parties released herein. 


b. That any outstanding medical expenses are PAUL DULBERG's responsibility and all payment of medical expenses hereafter shall be PAUL DULBERG's responsibility, and not the responsibility of the parties released 







Dulberg 004520


,. 


c. That PAUL DULBERG agrees to save and hold harmless and indemnify the parties released herein against any claims made by any medical providers, including, but not limited to Medicare or parties subrogated to the rights to recover medical or Medicare payments. 


IT IS FURTHER AGREED AND UNDERSTOOD by the parties hereto that this agreement contains the entire agreement between the parties with regard to materials set forth herein, and shall be binding upon and inure to the benefit of the parties hereto, jointly and severally, and the executors, conservators, administrators, guardians, personal representatives, heirs and successors of each. 


IT IS FURTIIBR AGREED AND UNDERSTOOD that this settlement is a compromise of a doubtful and disputed claim and no liability is admitted as a consequence hereof. 


IN WITNESS WHEREOF, I have hereunto set my hand and seal on the dates set forth below. 


Dated: --------
PAUL DULBERG 


STA TE OF ILLINOIS ) 
) ss. 


COUNTYOFMCHENRY ) 


PAUL DULBERG personally appeared before me this date and acknowledged that she executed the foregoing Release and Settlement Agreement as his own free act and deed for the uses and purposes set forth therein. 


Dated this ___ day of January, 2014. 


Notary Public 







Dulberg 004521


.. - ; 


.. l 


, . . 


C 







D
ul


be
rg


 0
04


52
2


1211/2016 


·--.r.~·2:2~ !~: ::.:"~::~-~ •.~ ,-: :-:_::_::-/~: 
Office of the Chief Actuary 


Change Gender/Date of Birth 
Life Expectancy Home Page 
Retirement Planner 
Retirement Estimator 
Survivors Planner 
Other Things to Consider 
Apply for Benefits Online 


https:/ /www.ssa.gov/cgi-bin/longevity .cgi 


Retirement & Survivors Benefits: Llfe Expectancy Calculator 


....-,;, " " ,,..._ .- .,, -:-- f"'". -~·\.._f~T:l'""-em.en: & c~i1\.1r\rc,:~s ~~;e11en-~:; 


~ Life Expectancy Calculator 
·\~.n'I-" 


The following table lists the average number of additional years a male born on March 19, 1970, 
can expect to live when he reaches a specific age. 


At Age 


46 and 8 months8 


62 


67b 


70 


a Your current age. 
b Your normal (or full) retirement age. 


Additional Life 
Expectancy 


(in years) 


35.3 


22.8 


18.9 


16.7 


Note: The estimates of additional life expectancy: 


Estimated Total Years 


82.0 


84.8 


85.9 


86.7 


• do not take into account a wide number of factors such as current health, lifestyle, and family history that 
could increase or decrease life expectancy. 


• are based on 
o the gender and date of birth you entered (your cohort) and 
0 information from our cohort life expectancy tables. 


(Some of the information can be found in the 2016 Trustees Report.) 


Estimate as of Thursday December 1, 2016 15:53:45 EST. 


1/1 
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SPECIAL DAMAGES- PAUL DULBERG 
DOB: 03/19/70 


DATE OF INCIDENT: 06/28/11 


1. Centegra Hospital- McHenry (NIMC) 
4201 Medical Center Drive 
McHenry, IL 60050-8409 
Dates of Service: 06/28/11 (ER) $ 1.323.75 


2. Moraine Emergency Physicians 
P.O. Box 8759 
Philadelphia, PA 19101-8759 
Date of Service: 06/28/11 (ER Physician Bill) $ 1,346.00 


3. McHenry Radiologists Imaging Associates 
P.O. Box 220 
McHenry, IL 60051-0220 
Date of Service: 06/28/11 (X-rays) $ 50.00 


4. Dr. Frank W. Sek 
4606 W. Elm Street 
McHenry, IL 60050 
815-385-0164 
Dates of Service: 07/01/11 $ 80.00 


07/08/11 $ 80.00 
01 /14/12 $ 80.00 
02/13/12 $ 80.00 
03/13/12 $ 100.00 
04/24/12 $ 90.00 
08/06/12 $ 80.00 


5. Associated Neurology SC 
Dr. Levin 
1900 Hollister Dr., Suite 250 
Libertyville, IL 60048 
84 7-549-0055 
Dates of Service: 07/28/11 $ 225.00 


08/10/11 (Nerve Conduction Study) $ 930.00 
01/30/12 $ 105.00 
02/13/12 $ 75.00 
03/13/12 (Nerve Conduction Study) $ 1,415.00 
05/16/12 $ 75.00 
02/04/13 $ 115.00 
08/14/13 $ 75.00 
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6. MidAmerica Hand to Shoulder Clinic 
Dr. Talerico 
75 Remittance Drive, Suite 6035 
Chicago, IL 60675 
Dates of Service: 12/02/11 


01/06/12 


7. Dynamic Hand Therapy & Rehab 
498 S. U.S. Highway 12, Suite C 
Fox Lake, IL 60020 
847-587-3301 
Dates of Service: 12/06/11, 12/08/11, 12/12/11, 12/14/11, 


12/15/11, 12/19/11, 12/20/11, 12/23/11, 
12/27/11, 12/29/11, 01/03/12, 01/05/12, 
01/09/12, 01/11/12, 01/16/12, 01/18/12, 
01/23/12, 01/25/12, 01/30/12, 02/01/12, 
02/06/12, 04/03/12, 04/05/12, 04/10/12, 
04/12/12, 04/16/12, 04/18/12, 04/26/12, 
04/27/12, 05/02/12, 05/04/12, 05/07/12, 
05/10/12, 05/15/12, 05/17/12, 05/24/12, 
05/25/12, 05/31/12, 06/04/12, 07/16/12, 
07/19/12, 07/23/12, 07/26/12, 07/30/12, 
08/02/12, 08/06/12, 08/09/12, 08/16/12, 
08/20/12, 08/23/12, 08/28/12, 08/30/12, 
09/11/12, 09/13/12, 09/18/12, 09/20/12, 
09/21/12, 09/25/12, 09/27/12, 09/28/12, 
10/02/12, 10/04/12, 10/05/12, 10/09/12, 
10/11/12, 10/12/12, 10/16/12, 10/18/12, 
10/19/12, 12/12/12, 12/21/12, 12/28/12, 
12/31/12, 01/04/13, 01/11/13, 01/30/13, 
02/05/13, 02/08/13, 02/14/13, 02/15/13, 
02/19/13, 02/25/13, 02/28/13, 03/07/13, 
03/08/13, 03/12/13, 03/14/13, 03/19/13, 
03/22/13, 03/29/13, 04/22/13, 07 /23/13, 
08/01 /13, 08/05/13, 08/09/13, 08/16/13, 


$ 230.00 
$ 160.00 


08/22/13, 10/02/13 $30,190.00 


8. Open Advanced MRI of Round Lake 
Date of Service: 02/03/12 (MRI Right Forearm) $ 3,390.00 
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9. Hand Surgery Associates, SC 
Dr. Sagerman/Dr. Biafora 
515 W. Algonquin Road 
Arlington Heights, IL 60005 
84 7-956-0099 
Dates of Service: 02/27/12 


04/02/12 
05/14/12 
05/17/12 
06/06/12 
07/09/12 (Surgery) 
07/11/12 
07/23/12 
07/30/12 
08/27/12 
10/22/12 
12/03/12 
01/14/13 
03/25/13 
08/26/13 


10. Northwest Community Hospital 
25709 Network Place 
Chicago, IL 60673 
Date of Service: 07/09/12 


11. Northwest Suburban Anesthesiologist, Ltd. 
8163 Solutions Center 
Chicago, IL 60677-8001 
Date of Service: 07/09/12 


12. Alexian Brothers Medical Group 
P.O. Box 5588 
Belfast, ME 04915-5500 
84 7-506-6622 
Dates of Service: 09/25/13 


08/14/14 
11/06/14 
03/10/15 
07/28/15 
02/11/16 
11/11/16 
08/05/16 


$ 
$ 116.00 
$ 90.00 
$ 116.00 
$ 171.00 
$ 8,338.00 
$ 0.00 
$ 0.00 
$ 0.00 
$ 50.00 
$ 116.00 
$ 282.00 
$ 90.00 
$ 90.00 
$ 90.00 


$ 6,366.00 


$ 1,365.00 


$ 153.00 
$ 234.00 
$ 234.00 
$ 234.00 
$ 234.00 
$ 175.00 
$ 119.00 
$ 119.00 
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13. Walgreens Pharmacy 
3925 W. Elm Street 
McHenry, IL 60050 
Dates of Service: 06/28/11 $ 48.68 


14. Walmart Pharmacy 
3801 Running Brooks Farms Blvd. 
Johnsburg, IL 60051 
Dates of Service: 05/16/12 $ 25.79 


06/11/12 $ 126.08 
07/09/12 $ 16.11 
07/19/12 $ 21.15 
08/02/12 $ 126.08 
10/02/12 $ 126.08 
11/16/12 $ 126.78 
12/28/12 $ 126.54 
02/09/13 $ 126.68 


15. Genoa/QOL MEDS Pharmacy 
4100 Veterans Pkwy 
McHenry IL. 60050 
815-344-3263 
Dates of Service: 08/14/13 (Gabapentin) $ 19.49 


10/01 /13 (Gabapentin) $ 19.24 
10/25/13 (Gabapentin) $ 19.24 
11/26/13 (Gabapentin) $ 19.24 
05/13/14 (Gabapentin) $ 19.24 
06/30/14 (Gabapentin) $ 19.24 
08/04/14 (Gabapentin) $ 19.24 
09/02/14 (Gabapentin) $ 19.24 
10/06/14 (Gabapentin) $ 19.24 
11/06/14 (Gabapentin) $ 19.24 
12/09/14 (Gabapentin) $ 19.24 
01/12/15 (Gabapentin) $ 19.24 
03/17/15 (Gabapentin) $ 19.24 
04/20/15 (Gabapentin) $ 30.63 
05/19/15 (Gabapentin) $ 30.63 
06/23/15 (Gabapentin) $ 30.63 
07/23/15 (Gabapentin) $ 30.63 
08/27/15 (Gabapentin) $ 30.63 
09/30/15 (Gabapentin) $ 30.63 
11/02/15 (Gabapentin) $ 30.63 
12/08/15 (Gabapentin) $ 30.63 
12/18/15 (Gabapentin) $ 30.63 
01/12/16 (Gabapentin) $ 30.63 
02/08/16 (Gabapentin) $ 30.63 
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16. Meijer 


03/04/16 (Gabapentin) 
03/29/16 (Gabapentin) 


2253 N. Richmond Rd 
McHenry, IL 60050 
Dates of Service: (misc. medical supplies) 


TOTAL SPECIAL DAMAGES: 
(12/01/16 KNB) 


$ 30.63 
$ 30.63 


$ 19.61 


$60,614.89 
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PAUL DULBERG 


vs. 


) 


STA TE OF ILLINOIS 
IN THE CIRCUIT COURT OF THE 22 nd JUDICIAL CIRCUIT 


McHENRY COUNTY 


Case Number 12 LA 178 
DAVID GAGNON, et al. 


SUBPOENA FOR DEPOSITION 
To: Michael McArtor, 4606 Hayden Court, McHenry, IL 60050 


YOU ARE COMMANDED to appear to give your deposition before a notary public at Law Ofc of Scott Hiera, 3421 W. Elm Street, Room number ____ , McHenry Illinois, on 
March 20 2013 at 12:00 .M. 


YOU ARE COMMANDED also to bring the following: ____ Y_O_U_R_S_E_L_F _________ _ 


in your possession or control. 


YOUR FAILURE TO APPEAR lN RESPONSE TO THIS SUBPOENA WILL SUBJECT YOU TO PUNISHMENT FOR CONTEMPT OF THIS COURT. 


Name Hans A. Mast 


Attorney for _P_l_a_in_t_if_f __________ _ 
Address 3416 W. Elm Street 


M 


postmark 
Here 


Witness March 8 , 2013 


McHenry County Clerk of the Circuit Court 


Signature 


Prepared By Hans A. Mast 
Attorney For Plaintiff ----------------
Attorney Registration No. _6_2_0_3_6_8_4 ________ _ 
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F/C:LI P/T:EDB 


Northern Illinois Medical Center TAX ID# 362338884 
4201 Medical Center Dr 


McHenry, IL 60050 
(815) 338-2544 


DULBERG,PAUL R 11179-00323 06/28/11 06/28/11 1 


06/28 
06/28 
06/28 


06/28 


06/28 


06/28 


06/28 
06/28 


06/28 


PAUL R DULBERG 
4606 HAYDEN CT 
MCHENRY IL 60051-7918 


CODE DESCRIPTION 
***250 PHARMACY 
000196 CEFADROXIL MONOH 500MG,CAPSUL 
002870 HYDROCODONE-AC 10-325MG,TABLE 
000630 BUPIVACAINE HCL 0, 0.25%,30 M 


AREA TOTAL *** 
***258 PHARMACY IV SOLUTIONS 
012251 SODIUM CHLORIDE 0.9% l000ML IRRIG 


AREA TOTAL*** 


***272 STERILE SUPPLIES 
012458 TRAY LACERATION 


AREA TOTAL*** 


***320 RADIOLOGY 
010135 FOREARM XR 


AREA TOTAL *'if* 


***45·0 EMERGENCY DEPARTMENT 
012004 REPAIR SIMPLE 12.5 CM 
019283 ED LEVEL III 


AREA TOTAL*** 


***636 QUANTIFIED DRUGS 
003507 DIPHTHERIA-PERTUSSIS-TE, .5 ML 


AREA TOTAL *** 


TOTAL CHARGES 


TOTAL PAYMENTS/ADJUSTMENTS 


APIWAT W FORD 


601067 PAUL DULBERG/ACCIDENT 


99999 999999999 


QTY 


1 
1 
1 


2 


1 


1 


1 
1 


1 


12/08/11 


19.00 
7,50 


26.50 
53.00 


184,00 
184.00 


125.00 
125.00 


225.00 
225,00 


271.25 
310.00 
581.25 


155.50 
155.50 


1,323.75 


0,00 


1,323.75 


1,323.75 


0,00 
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F/C,LI P/T,EDB 


Northern Illinois Medical Center TAX ID# 362338884 
4201 Medical Center Dr 


McHenry, IL 60050 
(815) 338-2544 


DULBERG,PAUL R 11179-00323 06/28/11 06/28/11 1 


PAUL R DULBERG 
4606 HAYDEN CT 
MCHENRY IL 60051-7918 


CODE DESCRIPTION 
2 5 0 PHARMACY 
258 PHARMACY IV SOLUTIONS 
272 STERILE SUPPLIES 
320 RADIOLOGY 
450 EMERGENCY DEPARTMENT 
636 QUANTIFIED DRUGS 


TOTAL CHARGES 


TOTAL PAYMENTS/ADJUSTMENTS 


APIWAT W FORD 


601067 PAUL DULBERG/ACCIDENT 


99999 999999999 


QTY 


12/08/11 


53.00 
184.00 
125.00 
225.00 
581.25 
155.50 


1,323.75 


0.00 


1,323.75 


1,323.75 


0.00 
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Northern Illinois Medical Center TAX ID# 362338884 
4201 Medical Center Dr 


McHenry, IL 60050 
(815) 338-2544 


F/C:LI P/T:EDB 


DULBERG,PAUL R 11179-00323 


PAUL R DULBERG 
4606 HAYDEN CT 
MCHENRY IL 60051-7918 


CODE 


Insurance Benefits 


Total Charges 
Non•- Covered Chgs 
Deductibles/Co-Ins 


COB/Plan Amt Due 


Payments 
Adjs/Refunds 
Balance Transfers 


Balance Due 


Third Party Excess 
Account Balance 


DESCRIPTION 
Total Charges: 


2 5 0 PHARMACY 
258 PHARMACY IV SOLUTIONS 
272 STERILE SUPPLIES 
320 RADIOLOGY 
450 EMERGENCY DEPARTMENT 
636 QUANTIFIED DRUGS 


601067 
COB. 1 


1,323.75 
0.00 
0.00 


1,323.75 


0,00 
0,00 
0.00 


1,323.75 


0.00 
1,323.75 


06/28/11 06/28/11 1 


APIWAT W FORD 


601067 PAUL DULBERG/ACCIDENT 


99999 999999999 


QTY 


12/08/11 


53.00 
184,00 
125.00 
225.00 
581.25 
155.50 


Patient 


0,00 


0,00 
0.00 
0. 0 0 


0.00 


1,323.75 


1,323.75 


0,00 
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Centegra Hospital-McHenry 
✓ 


1111111111111111111111111111111111111111111~1111111111111111111 


81117900323 
DULBERG, PAUL R ·• · CentegraHealthSystem 


Centegra Hospi1al - McHenry 
M 41 Y 03/19/1970 
06/28/2011 
0000109381 


EMERGENCY ADMISSION ASSESSMENT 


TIMETRIAOEO: \ ':I S~c-t' 
TIME TO TR~ENT AREA:.....,I..J{..) ~ 
ED B(;O#_.;_J...Dµ..,__ 
EXPRESS BEO..Jt:m-


ESl: (J f □ ~4 Q 6 


BROUGHT BY: MODE OF MRI VAL TREATMEITT PTA 
□ Self □ Relative h.~ D lco □ Elevate 
□ Polico lifrlend D Stretcher D 02 
a Olhot □ Carried D IV 
Ambulance: □ lNalked □ Med.:· ___ _ 


l5..f>alient Band appl1ad 
D Hand Off Communication 


8and appliod 
□ Secutlty watch 


Prim,,y Physician: :S,a,\::. 
Height~'"\ "Weight: \ \,,, 0 -<I 


,:::z,3 Lt, "'- Tim• of lnju,y: 
OCS:i.:S: RTS:D:;.; BPr:).:?,P "1 s R I T"l7 . 7SPo;'7 0$oom air □-o-, -P-,-ln-L,-ve1:'°'I - I~ 


Triane RN I .._ '- . 
CURRENT MEOS ~nies ALLERGIES '&.NKA ' '., REACTION 


Medications: "•~.., 


Food: 


Other: D Latex D Dye 
Meds roviewed by: Residence;□ Privatel.J, Family □ Alono □ Nursing home D Group home 
lanQuage bamer O Yes Interpretor N~mefATT Number:-~-~--,- □ Othar: __ .,... ______ ~=-=-,---
Oo You fee! safe at home7 'rsl.. Yes □ No Is !here anyone ln your llfo that threatens, Intimidates or harms you in any way? 0 Yes 'Q No 
Crisis/Social Worker □ Notified: ___ D H~re:____ 0 DNR Resources called: __________ Time: __ _ 


- Yes Ye, Ye, Yes Ye• 


~ 
0 Autoimmune □ OemenUaf Alzholmer's □ Hoadaches/ migraines □ Pressure Ulcer □ lnfoctlous diseases 


0 0 Asthma □ Endoct!oe □ Head inj past 3 months 0 Recent exposure __ □ MRSA 
z a Back problems □ G! problems □ Hypertension □ Reproductlve problems □ VRE 
0 0 Blood disorders tJ GU Problems □ MusculoSkeletat problems □ Respiratory problems □ Chicken Pox 


1:: O Cancer □ Glaucoma □ Nouro problems □ Seizures 0 Measles 


il D Cardiovascular D HEENT problems 9 PsychoSocial problems 0 Skin problems □ Shlngles 
D CHF D Heart murmur □ Vision problems □ Strep Throat 'i' LMP: □ Normal □ Abnormol 0 other: ;; 
O Pregnanl D No D ~ns~r_e Grava_Para _ Ab FHT .2 - -'l; Expandedlsurgical history: - "C'"' • _, -


" ,..\' 


" -
• lmplnntod medical devico: □ Pacemaker □ IV access □ Eye □ Knee CJ Hip □ AICD O Other: 0. 


TB □ None Ever had a positive TB test? D Yes t::Nto O Self•history of TB □ Famlly history of TB □ Cough □ Fever History 0 Bloody sputum □ Weight loss D Night sweats □ Loss of appetite □ Fatigue O Recent International tfavel 
D Denies signs & symptoms 


Vaccine 0 Flu Tetanus D NIA ~Up to date □ >5 years □ Unsure Pedlatclc immunization □ Up to date O No a Unsure 


EDN10000.-0007IDB 10108 03109 12109 03110 
'3~DRN' EMERGENCY ADMISSION ASSESSMENT 


PRINTED BY: Mj,,,~Q+~4 
DATE 09/14/2012 


lllllll llllll lill lllll lllllllllll 


I 
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•' 
+,CentegraHealthSystem 


State of Illinois ) 
) ss 


County of McHenry ) 


Cant~gr8 Northern llllnols MAdkal Center 
4201 _ Medlcal Center Drive 
McHemy, IL600S0 
815-344-5000 


. CERTIFICATION . 


The affiauts, being duly sworn, do hereby state ~nd certify that 


1. Vicki Wheaton is employed by Centegra Health System, as Director of the Health Information 
Services, 


7.. Vicki Wheaton, as part of11er employment duties in Medical Records Department, is authorized 
by the hospital to certify and/or testify concerning the hospital's medical record-keeping 
procedures, including customary practices and the completeness, accuracy, and/or authenticity of 
any original or copy of a hospital medical record. · 


3. The documents enclosed are medical records made in the regular course of the business of 
Centegra Health System and that it was in the regular course of such business to make such 
records, at the time of the act, transaction, ocrnirrence, or event,. or witl11n a reasonable time 
thereafter. 


4. With the exception of ;my' documents excluded pursuant to court order, the documents enclosed. 
are any and. all records within our possession responsive to the subpoena \lnder which the 
documents are being released. 


·11\:c~ 111) ~® 
Sub.o,rribed to and swam before me this 
__ /_;;;h_dayof 1Cl41.JCJt1f , crD/(}. 


Wcki Wheaton, RB1T 
Director, HIS . 
Centegra Health System 


Notary 


OFFICIAL SEAL 
SUSAN HENN. 


NOTAAY PUf!J.IC • STATE o/: ilJJ/IOI$ 
·!It COMlollSSK)N EXPl1U!S:01AM/13 
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Contegra Northern Illinois Medical Center 
4201 Medical Center Drive 


McHenry, IL. 60050 
1815) 344-5000 


Patient: PAUi. DUL.BERG, Med. Rec.#: 80000109381, Visit#: Take this medicine by mouth with food In the following dqse: one 
81111900323, Date: 06/28/2011 Time: 17:02 10mg/326mg tablet every 4 lo 6 hours If needed for pain, Do not take more 


than as dlrecled per day (24 hours). 
l::!2tM ~ )notruction• 


IMPORTANT: We examined and treated you today on an emergency basis 
only. This was not a substitute for1 or en effort to provide, complete med!cal 
care. In most cases, you must let your doctor check you again. Tellyou,doctor 
al>out any new or lasting problems. We cannot recognize and treat all Injuries 
or Illnesses In one EmergencyOepartmentvlslt. lfyou had special tests, such 
as EKG's or X-rays, we will review them again within 24 hours. We will call you 
if there are any new ouggest\ons. Youwere\realed today by: Ford,Aplwa\W .. 


After~~ 12.2ill Emergency pepe rtmeot, VQ!:l!IID receive I!~ln ~ 
m!!L. We ll!ll!ll !Q.!lU.Y!l! we llm~Y2l!~ good care rull!~lll!\lhfil 
WI~ li!l 2Yl !!)§. survey l!llii !l!lYm tl Ju lll!, Jll!ll!. 


After you leave, pl~••• follow tho Instructions below. 


This Information I$ About Your Follow Up care 


Call as soon as possible to make an appointment to see your doctor In 1 O days 
for suture removal. You can reach your doctor by calling their dlnlc phone 
number. 


Pie••• return to the Emergency Department In 10 days forsuture removal If 
you wov'ld pre far to have the sutures removed In the ER. We do recommend 
th al you follow~up wlth your Primary Ca re Physlcian but you can return to the 
ER for removal of your stitches if you choose .. 


This Information 19 About Your Illness and Diagnosis 


WOUND CARE (With stitches) 
Your wound was closed with stitches. These are small threads that keep the 
skin closed to help It heal. You have 3 lnternaland 11 external stitches, These 
should be removed in 10 days, 


At home1 please fellow these Instructions: 
Wash your hands before touching the dressing or wound. 
Keep the wound clean and dry. 
After2 days, wa,h the wound gently withwann water and soap. Pal It dry. 
Put a light dressing on It If ii rubs or there Is drainage. 


Call your doctor If: 
you have redne1s, pain, or swelllng in the area of your stltches. 
your wound drains pus. 
your stitches corne out before your wound is hea!ed. 
you have any new or bo\hen1.ome symptoms, 


This Is lnformatlori About Your New Medications. • Start taking as 
prescribed, 


HYOROCODONE and ACeTAMINOPHEN (Vicodln, Vlcodln ES, Lortab, 
Lortab elixlr1 Zamictt, Norco, Zydone, Anexsia, Anolor, Bancap HC) 


This Is a mixture of medicines (hydrocodone and acetaminophen) used lo 
relieve moderate to severe pain. This medicine may be used for other 
reasons, as prescribed by your doctor. 
Side effecta may Include: 


sleepiness or dizziness 
• upset stomach, nausea or vomltlng 
• constipation 
Other side effects may occur, but are not as common. Al!!Cfil!Yi.21!l!t!IJJ:m: 
.ill!ll:. rash or Itching, facial orthroatswelllng, wheezing or shortness of 
breath. Thls medicine can be hab!t forming If used for a tong period of t!me, 


Follow these instructions: 
Never Jake more of this medicine than prescribed. Too much 
acetaminophen In your body can cause liver damage. 
Read tho labels of non-prescription medicines before laking them. Many 
contain acetaminophen. To avoid an overdose, do not lake any other 
medicines lhat contain acetaminophen. 


• Talk to yourdoctororphanmaclst before taking medicines for sleep, colds 
or allergies. Severe drowsiness may occur, 
Do not share this medicine with others as this medicine is a 
controlled•substance, Sharing this medicine with others ls against the 
law. 


• To avoid constipation whlle taking this medicine: 
• Drink plenty of liquids. Try to drink 8 to 10 eight-ounce glasses of 


water or Juice each day. 
• Include extra fiber in your dlet. 
• Exercise daily. 


• Watch for signs of dependence: 
• feeling that you "cannot live without this medicine". 
• you need more or this medicine than before to get the same 


relief. 
Do not drink alcohol, drive or operate machine I)' until you know how this 
medicine affects you. 
Store this medicine away from heat, moisture or direct light. 
If you aretaklng th!s on a regular schedule and you miss a dose, take It as 
soon as possible. If it Is s.lmost time for your next dose, skip the missed 
dose and return to your regular schedule. Do not double the doses. 
Talk with your doctor before taking any other modlolnes (Including 
vitamins and herbala) as you may require additional monitoring. 


Call your doctor If you have: 
• any sign of dependence or allergy. 


· increased pa!n not helped by the pain medlcine. 
slow, weak breathing. 
seizures. 
slow or irregular heart beat. 
a yeUowwcolor to your skin or eyes, or dark urine, 
s\omach pain. 
unusual or extreme tiredness. 
any now or sovere symptoms. 


CEFADROXIL (DuriceQ 


Take this medicine until gone in tho following dose: 500 mg Dy mouth 2 fimes 
a day for 5 days. 
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Centegra Northern Illinois Medical Center 
4201 Medical Cantor Drive 


McHenry, IL 60060 


(815) 344-6000 
C<>fadroxll ls an anliblotic used to \<ea\ Infections cau,ed by bac\erla. 
Antiblolics kill bicteria or prevent lhem from growing Inside your body. This 
medicine may be used for other reasons, as prescribed by your doctor. 
Side effects may Include: 
• diarrhea 
• upset stomach, nausea or vomiting 
• headache 
Otherslde effecfs may occur, but are notascommon.An upset stomach Is not 
a sign or allergy. Allergy would show up as rash or Itching, facial or throat 
swelling, wheezing or shortness of breath. 


Follow these Instructions: 
Space your medicine doses evenly throughout the day. This medicine 
works best if there Is a constant amount In your blood. 
Take thls medicine with food to avoid an upset stomach. 
Swallow the capsule and tablet form of this medicine whole with a full 
8-ounce glais of water. 
For d\abe11cs, \his medicine can cause falsa-\es\ results when testing your 
urine for sugar. Talk with your doctor If you have questions. 


• Store the tablet or capsule form of thlsrnediclne away from heat, moisture 
or direct light. 
Store tht liquid form of this medicine in the refrigerator. Shake the llquld 
well before i,ach use. 
If you miss a dose, take It as soon as poss Ible. If It Is almo•t time for your 
next dose, skip the missed dose. Do not double the doses. 
Talk with your doctor beforo taking any other medicines (Including 
vitamin• and herbals) as you may require additional monitoring. 


Call your doctor If you have: 
• any sign of allergy. 


no Improvement after you've taken all the medicine. 
• a seizure. 


any slgn of a new Infection ((ever, general aches, chills, or unusual 
tiredness or weakness). 
ongoing nausea, vomiting or stomach pain, 
white patcMs In your mouth. 


• women: ltch!ng in or change In discharge from your vagina. 
• lnnammatiorl (pain and swelling) In your intestine during treatment orup to 


weeks after you've finished this medicine: 
ongoing diarrhea 


• stomach pain or cramping 
• blood or mucus in your bowel movements 


any new or bothersome symploms. 
SMOKING CESSATION 


Smoking is the natlon1s leading preventable cause of death. It 
sfgnlficanlly Increases the risk of coronary heart disease, stroke and ca nee,. 
In fact, more than half of ell smoking related dealhs in America each year are 
from heart disease, slroke, or other cardlovasculardiseases. ~g_QQ!1 ~ 
~ Iha\ Q(l!ll'.l!llli!llru ruill!i!)g, the risk Qf hl!rul~irnll i!lbJ!!f.. After five 
to fifteen smoke~free years, the risk Is that of a person who never smokedl 


If you or someone you love Is Interested In quitting, considarjolnlng our 
~Freedom From Smoking 0 classes for adults. Centegra Health System and 
the McHenry County Department of Health have partnered together to bring 
you an effectivil program that will help you quit smoking Call 
877•CENTEGRA, (677-236-6347) for more informa11on regarding this 
program. To speak with a counselor Immediately, call the Illinois Tobacco llne 
al 1·866-QUIT-YES. 


PAIN MANAGEMENT AFTER DISCHARGE: 
A person may feel less pain just by being In familiar surroundings. Here are 
some frequenUy asked questions about your pain management: 


Whal can I do to help my pain management? A person's level of relaxation 
and their environment can affect their pain. If you are tlred, over e,Umulated 
(too many visitors) are anxious-about your diagnosls1 ora past experience 
with a hospitalization, your pain perception may be Impacted end your 
tolerance de-creased. Ask questions, and Inform us about any problems 
or concerns that you may have, re: pain. Partnerwith your health team for 
your best pain management. 
Whal If the medication is not wor1<1ng? Tell your health-care provider; 
physician, home health nurse, etc, You may need a different dose or type 
of medlcaton. 
Whatlf I feel I'm not getting enough pain control? Talk to your physician or 
home health nurse about It. Together you may be able to develop a plan to 
prevent or ease your pain. Depending on !he cause of your pain, your 
hea!th~care provider may suggest exerclse1 use of heaVco!d, mass.age1 


repositioning, Immobilization of the affected part, or distraction such as 
muslc or rest. 
There are other methods of pain management Let your health~care 
provider assist you In finding the best one for you. 


Weight management Is one step to help maintain a healthy lifestyle. For 
certain medical problems, such as congeatlve heart fa\luro, weight 
should be monitored dally. 


YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY. 
Follow the above Instructions carefully. Take your medicines as prescribed. 
Most Important, see a doctor again as discussed. 
lfYQ!!haye~1hfilYm~!lQ,fdiscussed,or~problem~Q! 
9!l.!l! ™ l,gl! Q! l!!§!l }'.ill!! doctor r!9hl i1lYi!Y, ll Yl!l! cannot reach m 
QQmQL, Ilill!m1.Q !h!l Emerger}cy Department Jmmedja,tely. 


Centegra Health System Is very concarned about your safety and well being. 
As part of our efforts to always. provide very good care, any medications yoLI 
received during this visit were reconciled with medication you are currently 
taking. Th!s reconclllatlon was based on the Information you or your 
representative provided regarding your current medications and allergies. 


"I have rocorvod this lnfonnatlon and my questions havo bean 
answered. I have disc ssad any c longes f soo with thls plan with tho 
nurse or phys an.11 


PAUL DULBERG or Responsible P n has received this Information and 


tells me that all qljJ)/2iffJl2 
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D Other (Specify) 


GENERAL CONSENT AND ACKNOWLEDGMENT 


11111111111 ill/ 111111111111111111111111111111111111111111 
11 7900323 
DU BERG, PAUL R 
M ~1 Y 03/19/197D 
06 8/2011 8 0000109381 


Account Number/Effective Date: -------j--


CONSENT FOR MEDICAL TREATMENT 


I have come to Centegra Health System (CHS) for medical treatment and cons nt to the customary examinations, tests, 
and procedures performed on patients In my condition, I understand and consent hat independent professionals (such as 
my attending physician, on-call physicians, emergency medicine physicians, radlo]oglsts, anesthesiologists, pathologists, 
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, ce •ified registered nurse anesthetists and 
other specialists) may participate in my care as _deemed necessary, . 


I agree to follow the Patient Rights & Responsibilities of CHS and to partli::lpatelwlth independent professionals and CHS 
personnel in my care and treatment 


I understand the practice of Medicine Is not an exact science and, therefore, no guarantees have been made regarding 
the likelihood of success or outcomes of any diagnosis, treatment, test, surgerym


1
examlnatlon performed at CHS. 


- I understand this General Consent and Acknowledgement will remain In effect or this episode of care and will be provided 
to those areas o S where I receive care. 


I un er e language In this Consent guides and controls all other form~ and consents I may sign during my 
,~repJl'l~ 1t Centegra Health System and any inconsistencies shall be Interpret d consistent with terms of this document. 


~ PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS 
~~ . 


I acknowledge the Independent professlonal(s) who provide services to me at CHS are not employees or agents of CHS, 
but are Independent medical practitioners who have been permitted to use Its f cllitles for the care and treatment of their 
patients, They Include but are not limited to, my attending physician, on-call•p ysicians, emergency medicine physicians, 
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consultants1, nurse practitioners, physician asslstanls, 
certified registered nurse anesthetists and other specialists. My decision to seek are Is not based upon any representation 
or advertisement f the Independent professionals and I understand they are not mployees or agents of CHS, CHS bills do 
not Include P. Ian, surgeon, or other Independent professional services and I understand I will receive a separate bill 
directly r independent professional, I have read and understand the abov terms and confirm I am the patient or am 


u r o sign on the patient's behalf. 
~-- PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES 
lnitfals 


During the course of my hospital stay, my physician may determine I require .care at another medical facility, or I may 
request care at an alternate facility. I acknowledge that all transportation servlcesf rovlded in connection with my transfer to 
another facility are provided by an independent third party and I will receive a sep rate bill directly from the service provider 
for which I may be responsible. 


USE AND DISCLOSURE OF HEALTH INFORMATION 


Unless I request otherwise, CHS will provide my room location or telephone nu I ber to visitors and callers. 
I understand CHS will use and disclose my health Information for the purposes pf treatment, payment, and health care 


operations, as permitted by law as described In the CHS Notice of Privacy Practices. Certain information can be used 
without obtaining my consent. I fully understand that the use or disclosure of my h1alth information may include history, 
di~gnosis and /or diagnostic treatment of mental health/ developmental disabilities conditions, alcohol or drug abuse and 
Ayglllred Immune eficlency Syndrome (AIDS/ HIV). 


· · I understa t If I refuse to allow disclosure of my health information to proc ss my insurance claim, I may be 
fina cl onsible for all costs incurred by me for treatment. I agree to releasj1 and hold harmless CHS, its agents, and 
. from any liability that may arise from the use or disclosure of my healt Information. 


~- PICTURES/IMAGES 
Initials-~ 


I understand photographs, videotapes or other Images may be taken to docum nt my care. These Images may be kept by 
CHS and/or by the Independent professional Involved In my care. I understand I h~ve the right to view or obtain copies of 
these materials which are in possession of CHS upon written request. It is my resqonsibillty to confirm if such photographs, 
videotapes or other images have been taken. I understand images Identifying melwill only be released as allowable under law 
or with my written authorization, PRINTED BY: MRVO 12,: 


A~c,oooo-~ 
01101 01108 10108 04109 
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\/ ~E FROM LIABILITY FOR VALUABLES 
Initials 


I 1111m, 1111111111111111 f 1111111!11111 Wll iu,m 
111;!eoos2s 
out;,~ERG, PAUL R 
M A1i Y 03/19/1970 
06 $ 0►2011 B 0000109381 


I understand my belongings are my responsibility and I have been advised to send any Items of value home. I release 
CHS from any liability for the loss, damage to, or theft of any of my belongings. afes or lockers are available at the 
hospjtal facilities and may be used to store valuables. 


PATIENT PRE-CERTIFICATION RESPONSIBILITY 
I u'nderstand I am responsible for the notification to my insurance company t obtain authorization before service Is 


rendered. I further understand that If I do not pre-certify I may Incur a reduction r loss of paid benefits to the hospital for 
which I w!II be liable. 


ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT 
I hereby authorize payment to be made directly to CHS and to the Independent professional(s) for all Insurance benefits 


otherwise payable to me. I understand I am financially responsible to CHS and i dependent professionals for all charges 
incurred. Patient "out-of-pocket" amounts will be requested prior to or upon discharge. In the event of default or non­
payment, CHS shall be entitled to the right of reoovery of all collection expenses, ncluding court costs and reasonable 


· attorney's fees for the purpose of securing payment. It Is further agreed that any ~redlt balance may be applied on any 
other. account owed CHS by the guarantor/responsible party, or any open accoun for his/her dependent family. 


PATIENT INFORMATION OFFERED 


• Patient Rights/Responsibilities . . . . . . . . Yes ~ 
• Advance Directive lnformatlon . . . . . . . . Yes 
• Notice of Privacy Practices. . . . . . . . . . . Yes 
• Flltient Billing Information ... , . . . . . . . Yes· . 


PATIENT CERTIFICATION 


If No, Explain:-+---------­
If No, Explain:~+---------­
If No, Explain:-+---------­
If No, Explain:-+----------


By signing this General Consent and Acknowledgement Form, I acknowledge I h: ve read and understand the Information 
contained in this form and accept Its terms. I also acknowledge I have received l copy of this form for my records. 


INPATIENTS ONLY: 


TRI CARE (Military) Insurance PATIENTS __ Yes, I have received TRICARE "Important Message" 


Relationship Date 


I, -c---,--,---,---c----,---c---c-c--c-c,----,-----,--c---7' have interpreted/translat d the above form to the patient. The 
patient has Informed me he/she fully understands and agrees to the terms set ou In this consent form. 


Interpreter/Translator {Please Print Name) Language 


PRINTED BY: MRV0127 


lnterpretatlon/Translatlon Provfder (Company name or 
Relatlonshlp to Patient) 


G!,JI!~ CONSE!jll)f\ll!l?!/\!.till:!.c.!)IIILEDGMENT 
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•u ~I ff:l J.lit$ ,IBIRno",e l lOC If.¢ ttO r::l.l:~'1'1 AON I OD ""'"' M i S 03/19/70 41Y 323-76-4001 I\T WORK 
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ENGLISH 
DULBERG-,PAUL R SHARP PRINTING-


4606 HAYDEN CT (847) 497-4250 4606 RAYD:EN CT 
CELL# 


MCHENRY IL 60051-7918 *MCHENRY CNTY, . MCHENRY --QIUNUrHIORtuM( N«JMlOR£U ~Jon EW'lOYfA . DULBERG,P1\UL R SliARJ! !'R.LW!'ING-
4606 HAYDEN CT (847) 497-4250 . 4606 HAYDEN CT 


SELF 
NCHENRY IL 60051-7918 CELL# MCHENRY 


lOO IEO HQ 323-76-4001 PHI CONTACT: y 


El,lf.B)ENCl' CONTN;l/Nl,.AllYE 1 N:l.AJNC 1 CUPl.O'rt'.ft 
DULBERG, .HERilER'l' (847) 497-4250 
4606 HAYDEN CT *FATHER 
MCHENRY IL 60051-7918 


IOO K~ HO 
PHI CONTACT: y 


fMEA()ENC't' OONT/Gl Z 
DULBERG,BARBARA (847) 497-4250 


MTIElfT H.Tt:Pt.aATE AOORU~ 


4606 HAYDEN CT *MOTHER 
MCHENRY IL 60051-7918 


PHI CONTAC'I': V ~· "'""'"cu 
PAUL DULBERG/ACCIDENT l 601a61 
4606 HAYDEN CT 
JOHNSBURG IL 60051 DOB: 03/19/70 
A.CC I DENT DULBERG,PAUL R 
99999 999999999 


(847)497-4250 -· -· . 
DOD: 


-~· A.rtENOH:l PtiVMCINI 


ER FORD API ___ '" w 
C(;,l,Mt,.NJ ~ff!N(,.nt1$1CW,: 


...,~..,~ APT ____ •-~ 


PfllNCIPAL DIAGNOSIS 


COMPLICATIONS ANO COMORBIOITIES 


PRINCIPAL PROCEDURE & DATE 


OTHER PROCEDURES & DATE 


. 
I CERTIFY ntAT THE NARRATIVE DESCRIPTtoi&il16f"fl.u/:' PRINtli'iA'L'mo SECONDARY DIAGr.lOSES & THE 
MAJOR PROCEDURES PERFOAMEP ARE ACOOMTEAND CQM;ll;llm,l(l) THE BEST OF MY KNOWLEDGE 


SIGNATURE _______________ ,MO DATE _______ _ 


I l>AI< I' .. 
T"' , 


l"'611NONt0........RtCOlOHO 


l .. non □ l09381 
FIN ClM1 


L LIAB-MVA/M 


(847) 497-4250 
SELF EMP 


IL 60050 


(847) 497-4250 
SELF EMP 


IL 60050 


DOB: 


DOB; 


---s--- -,- A---


AOOlHOkM.l"KY~ 


S'I'N:ERA 
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Northern Illinois Medical Center 
Patient Name: DULBERG, PAUL R 
Account Number: B1117900323 


NIMC Radiology 


Northern Illinois Medical center 


06/28/2011 
HISTORY: 


IMPRESSION: 


FINDINGS: 


10135 RIGHT FOREARM 2139703 
chain saw versus forearm, forearm laceration. 


Right forearm films demonstrate no fracture or 
radiopaque foreign body. There is deep soft tissue 
laceration along the ventral surface of the mid 
forearm. 


This exam consists of two views of the right forearm 
which demonstrate deep laceration on the ventral 
aspect of the mid forearm as best visualized on the 
lateral view. No fracture or radiopaque foreign body 
is i denti fi ed. · 


cc: Apiwat w. Ford, D.O. 
Donald R Kennard, M.D. 
Frank Sek, M.D. 


Electronically Authenticated 
Donald R Kennard, M.D. 06/28/201118:18 


815-759-4683 


D 06/28/2011 
T 06/28/2011 5:19 P / LBA 
Northern Illinois Medical center NIMC Radiology 


PRINTED BY: SJS0422 
DATE 12/08/2011 
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·• • CentegraHealthSystem 


Centegra Hospital • McHenry 


Centegra Hospital-McHenry 


EMERGENCY ADMISSION ASSESSMENT 


TIME TRIAGED: ''-I S">)TIJ..-<" 
TIME. TO Tlff~ENT AREA;~ ~ 
EO B~O#_.W:,w.->--


ESl:01 □ 40S 


BROUGHT av: MODE OF ARRIVAL TREATMENT PTA 
□ Self D Relative 'ts.we □ Ice D Elevate 
□ Pollco 'fu-riend □ Stre1cher □ 02 
0 Qthe( □ Carried □ IV 


✓ 


lllllll llllllllllllllllllll 111111111111111!111111111111111111 


B1117900323 
DULBERG, PAUL R 
M 41Y 03/19/1970 
06/28/2011 
0000109381 


t,.fathmt Band ppplled 
0 Hand Off Communication 


Band applied 
□ Sec1,1rlty watch EXPRESS BE~ 


Primary Physcian: :S-a\:a. 
Height~ "weight: I \,.,, :S -\I 


Ambulance: □ 11¼/ked □ Mod,.· ____ _ 
\ 7,} 4' , , Tlmo of Injury: 4 


GCS:\..:S: RTS::,.:Z,.: BPq_:aP -is R ' r"'17 . 7SPo;"l7 D,J<oom air o=-=o-, -,P-•i-n ~L,-vol: \ - I 1::, 


Tria0 e RN (""""\.' ~. '--· 


CURRENT MEDS ~nies ALLERGIES l"I.NKA . 
I.::, REACTION 


Medications; /'71> .., -


Food: 


Other: D Latex □ Dye 


Meds roviewed by: Residence:□ Prlvate"'l Family D Atono D Nursing home O G10up home 
language barrio, 0 Yos lnterproter Namo/ATT Number; ______ □ Other: __ .,._--~---~=~=~--
Oo You feel safe at homo? 'rsl.., Yes D No Is U11)ro onyone in your life that threatens, lntimidatos or harms you in nny way? □ Yes 'Q..N~ 
Crl~is!Social Worker □ Notified: ___ 0 Here:___ □ DNR Resources called: __________ 'rime: __ _ 


Yes YeiJ 
D Autoimmune □ Oernentia/ Alzheimer's 
0 Asthma O Endocrine 
□ Sack problems □ GI problems 
□ Blood disorders D GU Problems 
CJ Cancor O Glaucoma 
0 Oardio11ascular O HE ENT problems 
D CHF O Hoart murmur 
LMP: _____ □ Normal O Abnormal 


Yes 
□ Headaches/ migraines 
0 Head inj past 3 months 
□ Hypertension 
□ Muscu!oSkolotal problems 
□ Nouro problems 
i,:i PsychoSoclal problems 


O Pr1;1gnanl O No D Unsuro Gra11a Pera Ab 


Yes 
O Pressure Ulcer 
Cl Recent expo':lura __ 
□ Reproductive problems 
□ Respiratory problems 
□ Soizures 
□ Sk:n problems 
□ Vision ptoblems 


FHT _ 


Yes 
0 Infectious diseases 
□ MRSA 
□ VRE 
□ Chicken Pox 
0 Mooslos , 
□ Shlngles 
O Strep Throat 
0 other: ______ _ 


-\· y:r -.:.._; =--- -
Expanded/surgical history: _ __j...;:L--"''>.t:'-"'...,._ __ ,:,::-,,.._+:e:S.-----------------------


~ -
Implanted modiclll device: D Pacemake, D IV access 0 Eya D Knee CJ Hip □ AICD O Othor: 


TB 
History 


Vac(:lne 


0 None Ever had a poi;;(tl110 TB lest? D Yes 't:Nto O Self-history of TB □ Family history of TB □ Cough D Fever 
□ Bloody sputum □ Weight loss D Night sweals D Loss of appe11te □ Fatigue Cl Recent international tra11ol 
Cl Denles signs & symptoms 


a Flu ietanus □ NIA ~Up to d11te D >5 yonrs D Unsure Pedlalric immunizaliori P Up to date O No O Unsure 


EDN 10000-00 07108 10108 03109 12/D9 03110 


lllllll llllll lill lll/111111111111 '3EDRN" PRINTEfi5Rg~,cy tP~Wf ~~ ASSESSMENT 


DATE 12/08/2011 
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·. · CentegraHealthSystem 


/\OMISSION ASSESSMENT 


B1117900323 
DULPERG, PAUL R 
M 41Y 03/19/1970 
06/28/2011 
0000109381 


Mark drawing with number: 
1. Abrasion 
2. Amputation 


"' \'"II 
Do you cummt!y have paln?~ Ye-s ~ (1'•10) □ No If yes, Is it □ Chronic □ Jllew Onset 


3. AvLAsion 
4. Bleeding 
5 B\Jm Type of pain: tJ Burning □ Dul! Pressure O Cramping □ Heavy □ Sharp □ Achy 


□ Olher: ___ _ 
Pain Sc.alf3 used: D Wong Baker D FLACC a Numeric 


AI.COHOL INTAKE:liJ..Never O Occasionally O DAILY 
Type:~-~-_.__Amount: =~-Last Drink: __ _ 


STREET/REC 0RUGS: 'l'SJ Ne var □ Occaslonally □ DAILY 
Type:_=---~Amount: ___ Las! Used: __ _ 
TOBACCO HISfORY: 0 Never O Occaslonally'aJ?AILY 
Type: \ . ~t{1ounl: ___ Date Quit: __ _ 
. I p 'ii;, ,13 • 


NeufOlogical □ NA 
L9C CJ Yes CJ No 


@?onsc~s a Uncon~ious 
I!}__ ~lort )if _Oriented X 
□ Crying O l.othargic MAE 
□ Sturred speech 
Cl lrrllabla 
0 CombaliVQ 
Pupils □ NA,..6 PERL R l 
Reactive O □ 
Sluggish □ D 
Fixed O 0 
Nonreactive O q 
Pupil size 
AVPU DA O VOPOU 
GCS: 


FALL RISK ASSESSMENT 
O Modically unsafe to be 


independently mobil., 
□ Unaware or forgetful 


of phy-sl~l limilations 
P Recent hi5\ory of fall~ 


C~t lac/Circulatory: □ NA 
lnk,O Warrrf O Dry □ Cool 


Hot □ Flushed □ Olaphoretic 
□ Dusky D Ashen □ Jaundice 
□ Pale [l Clammy □ Cya not le 
RADIAL PULSES R L 


Prosont ilJ ,l'I 
Absent □ □ 


PEDAL Present: ;-0_.,,6 
Absent Cl D 


Cap Refill q,,c!:2Sec ~:,,2 Sec 
Ankle eden'\"a lJ Yes/'-" No 
Monitor: ___ _ 


Respiratory fNA 
D Distress □ None □ Mild 
D Moderate D Severe 
D Stridor □ Nasal Flaring 
Cl Retractions 
□ Productive cough: __ _ 
0 Unproductive cough 


t.ung Sot.mds 
Clear 
Rales 
Wheezing 
~honchi 
Diminished 
Absent 


6. Bruise 
7, Deform'ity 
6. Fracture 
9, GSW 
10. Hematoma 
11. LacereHon 
12. Pain 
13. S\abwovnd 
14, Foreign body 
15, Pressure ulcer 
18. Leg ulcer 


□N~ 


□□ 
□□ 
□□ 
OD 


GI/Abdornlnal: □ NA D Denies 
oft O Distended □ Firm 
onlendor D Tonder 


~, SO\JOds: D Present □ AQSenl 
o Hypoactive O Hyperactive 
Last BM;----/ 
□ D!arrhea x Denies 
D Vomiting x __ 


EENT: ONA if Denios D Nausea D Yes 
VISUAL ACU!fy □ NA Last oral lntake:,__,c....,_ __ _ 


L, ____ R:-:c-""C---..,, Comments: _____ _ 


O Correction □ No Correction 
Enr Drainage: □ Yes □ No Genito-Urinary: D Njlo Denios 
Describe:_______ URINA~Y □ NA 
Eplstaxis: □ NA R l □ Froquency O Pain 
Controlled □ 0 □ Hematurla □ lnconUnen1 
Uncontrolled □ 0 □ Unable to void □ CUD 
THROAT; VAGINALlPENILE O NA 
□ DlfL swallowing □ Dischar9e D Bloodlng 
□ Diff, spoaklng Character: ______ _ 
□ Drooling Amount ____ _ 


AN VE ANSWER INDICATES ENHANC80 FAI.L RISK □ No risks notod 


PRINf~!)R<tf~fY ~m~ ASSESSMENT 


DATE 12/08/2011 
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ADMISSION ASSESSMENT 


MD/DO MD,00 
Order Order 


Lab Time Lab Time Lab MO/DO MD/DO 
lnfllals Initial 


DABG □ PTT □ wound culture 
0 Amylase □ RSV D 
D Blood Culture D Sallcvlate 
D BMP D Soutum culture 
ti BNP 0 StreD 
D CBC wld/ff D Trlchimonas 
0 CMPL D Trooonln D POC OtherJMlscellanoous 
DD. Dimer D Tvlenol 00, 
□ Diooxin Level D T"ne & screen 0 EKG Time Acoulred 
Cl ETOH 0 Tvne & cross Time Read 
D GCIChlamvdia of units 0 EKG Time A_,...,uired 
D Heoatic Panel DUA Time Read 
Cl HCG Qualitative D UA/Renex culture Medical lmaolna 
0 HCG Quantllalive D Urine Culture □ Chest PA/Lat 
o Influenza Screen □ Urine Drug Screen D Chest Port 
Cl Lipase Cl UrlneHCG DC-Spine 


□ Pos D Neo D POC 
OMRSA D Urine Dip D POC □ X-Table 
DPT Cl Wet nreo 0 Pelvis 


- ~.,.,,,.Jli.-
MD/DO 


MD/00 
Otuer 
Time 
MD/DO 
lnitlal 


·i 


11111111111111111111111111111111111111111111111111111!111111111 
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Medical Imaging MDfOO 
Ortfer 
Time 
M0/00 
lnltlal 


OT Snlne 
D LS Spine 
□ Ultrasound¥ 
D CT Scan-Brain 
D CT Scan-C Saine 
D CT Scan-Chest 
D CT Scan-Chest PE 
D CT Scan-Abd/Pelvis 
□ MRI 
D FAST Scan 
D ED Preo Ltd US 
□ ED Prea follow up US 
□ ED Pelvis Ltd US 
Cl ED Abd Aorta US 
o ED Doppler pelvis 
□ ED Venous Duplx Ext 


D ED Trauma trans echo 
0 ED Trauma abd ltd 


Order ORS Start Stop IV Solution & Amount Warm Additives Site Cath Size Rate Amt Initials 
Time 8< Time Time YIN Infused 
lnilials 


- / - . 
Pt H';Jiiht: ,1,-,,,,,'/,,,.,,, . ..,. Pt Weight: //'Fr ) Allergies: , IV I 


Mo'Wr' o er ORB lime Stop 


i-
Medication/Order Dosage Route Site Initials Time Effects Pain lnillals 


Time& Give.11.,.. Time Sea~ l"iti~ -. . ',d A , ,,.,~,, I 
.. 


IV IFCI' // , ~ 'A I ,11 , - CJ ,,,,, IT-·- A .,,,,,,,_,r .,,. -. ~M, fl"> y ,,v 
" 


, __ . 
·" ., . -. ' / I 


I 
I 


I 
0 Td 0.5ml D Tdap 0.5mL D TT 0.5ml Time._ Site: __ RN. __ Lot# _____ l':xp __ Mfr _____ 0 VIS Given 


0 Nursing Assessment and Medication Reconciliation Reviewed 
D Vitals Reviewed __ _ 


Tech:~ _________ lnitials:.,,..____ Tech: ,,/~ Initials:~,__ 
RRNN:,~?¥,ef 1


1


nnl
11
ti
1
a
8


1


15


s: ..,., Physician:~:&-J"--'"""'~"-_..,~'4-'"' ____ 111itiais~ c.. 
~~ D"l ~,;; Physician: Initials: __ _ 


Rev 04/04/11 


PRINTED BY: SJS0422 


DATi;MERGEt.JCrr/A(AW®IG)_~_ASSESSMENT 
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EMERGENCY ADMISSION ASSESSMENT 


Time Blood pressure Pulse Resp Temp Sp02 02 GCS l:IV1M Monitor Intake Outp1.1t 


I \ 
I \ 
I \ 
I \ 
I \ 
I \ 
I \ 


Orthos1atic Lying: Sitting: Standing: 


TrcMments/Procedyres: 
□ Ci Therapy:_____ □ Intubated _____ □ Rosplrntory treatment: ____ Neb Tx: ___ o Cont Pulse Ox __ _ 
D Chet,.! tube:--=--- □ Timo Out:__ Cl Eye irri9atio11:---=~-,-.,-.,--- □ Ear lrrlgutlon: ______ _ 
□ NG tube-# __ @ ______ Charactsr: =cc-----=-,------ □ Gastric lavag.e-: ______ _ 
D L.umbar puncture: ______ O Time Out__ □ S0-0 neuro assessment sheol 
□ Pelvic exam: Straight Cath✓CUO@ ______ □~Bladdor scan Amount: ___ _ 


Blood Glucoso value: .---==-Time: ~-~~-Sy:----= D Continuous Cardiac Monitoring 
Nonnal V<1luos Age 60 or more (80-99 mgldl), 13·60 yr. (75-98), 1 mo.~13 yr. {60·99) Critical Value teu than 40 or more than400 
No1rnal Value: Age newborn to 1d (40-60 mg/di) ld-1 Mo. (50-99) Critical Value less than 40 or more than 200 


, 7' Wound Carel I +, /.... 
7-° lrrig~lio11: JQ N/ 


P Soak: ______ _ 


M1tiseptic Wash 


d~ther: ----,----


l&olation Type: 


RN: 
Toe 


0 Oreuing: __ □ Ortho Care: ___ _ D Crntche-s 


D Anti~iotic 0 Ice Time; □ CaiJot 0 Patient's own crutches 


□ Aciaptic □ Elevate Time: 0 Sling □ crutch walking instr/rat domo 


D4X4 □ Splint: □ Tubi Grip 0 Velcro Splint:. ____ _ 


Cl Kling □ Kneo immobllir.or: D Posterior rnold: ___ _ 


□ Tube gauze □ Shoulder Immobilizer d Location: _____ _ 


0 Sterlstrip □ AceWn•p 0 Wdth:. ______ _ 


□ Burn dressing !J SMV's after 1mmobili.za1'on □ Longth; 


□ Inpatient D Observation □ Surgical 
D Mode:,.,.,.--,- Time; Accompanied by: ___ _ 
□ ER hold from __ lo __ 
□ To unlUroom # __ _ 
IJ No old ch<ut □ Old chart In ED O Chart to fto<,r 
O Discharge Pain l.evol: --=-=---(0-10) 


GCS: RTS: ____ _ 


Skin Integrity Intact □ Y.01; D No (see documentption) 


lnltials: 


EMERGENCY ADMISSION ASSESSMENT 
PRINTED BY: W~~~~¥ 
DATE 12/08/2011 
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1


200fi T- ste Inc. Circ/lrnrcheck rmative.f /J(l{!ks/arh ,re tivet. 
++ 06 
++CentegraHealthSystem 


EMERGENCY PHYSICIAN RECORD 
Upper Extremity Injury (4) 


DATE: TIME: II/SJ □ on9;rrlval 
ROOM: _ _.41-___ EMSAmvol ______ _ 


EMS treatments Qrdercd,,_=-.----------------
HISTOR.IAN; i&at1ent: "' spouse paramedics. _____ _ 
_HX / _~XAM 0MtT'f01lY: _________ _ 
HPI 
chief complain~ Injury to: rrlg~t,/ le~ 


hand wrist L~ elbow arm 
shoulder collar~bone area 


duratlon I ocgua:od: rLl!!lr!l: 
jun prior to arrival homo 5<:hool 


park 
street 


todaY------~--- neighbor's 
yesterday________ work 


days ago t========c:__J····-·-··-·-····-·-·· 
severity of pain: l ~OJ$clperlistent since ___ : 


mild moderate SOVf!re I po/rt intermittent I /astlnt-- , 
1-o-o-n-to_xt_: --r.-11--b-lo-w--,.ln-c~ised ., crushed bum 


associated svmnto""a.; tingling I numbness distally 


ROS 


lttils Reiview~d Or (ltanus lmmun. UTD 


GENERAL APPEARANCE ~r(PTAI In ED )/backboard.. 
_no acute distress .,....mild~ severe distre:.s __ _ 


Alert ..,..,...anxiou~-----------
EXTREM/T/ES 
HI\IIID 
?n"11 inspection 


..;?i,on-tender 


~T 
nml inspectlon 


Z'°~n-tender 
,C:-nml I\OM* 


..,........see diagram _________ _ 
~tenderness soft-tissue/bony, ____ _ 


sw-elllllR / ecc:hymosis ______ _ 
=deformity __________ _ 
..,.....see diagram. _________ _ 
___ tenderness .wft~tissue I bony ____ _ 
..,......tenderness ln anatomkal snuff box_ 
......-wrist pain on axial thumb loa~----
..,_..swclling I ecchymosls ______ _ 


limited ROM ________ _ 
=deformity __________ _ 


FOREARM/ 
ELBOW 
_ nmt inspection 


non~tendor 
6mlROM* 
ARM/ 
SHOULDER 
../4 Inspection 
~n-tonder 
.:.,,,in1 ROM* 


B1117900323 
DULBERG, PAUL R 
M 41Y 03/19/1970 
06/28/2011 


0000~ ~ff!I 
V.:.dograni ({;!N~ ~ 


_tenderness soft•tl.S$Ue / bony 
_swelling/ ecchymosls _______ _ 


_limitad RQ~>-------------
doformi~ 
see dia13ra,.~-----------


_tenderness sofl:•UJsUe I bony _____ _ 
_swelling/ ecchymosls, ________ _ 
_Jimltad ROM, __________ _ 
_deformity __________ _ 


I' ...... - '\ 


~ 
' \ J 


T'"Tondr.rnen pff .. Polnl Tr.ndc.m~• 5'-l.<iwdlin11, F,..-Euhyn111~ls U-.Uiirn ().C1mt1ulon 
l,wl,1,ctr•llon A .. Ahrulan M'"Mu•clt lpUm PW .. P,meluro Wound 


(f:J .. wllhm,I trf"'fflUd flUJQ"rrwdtf'al~ l'l"'l'<'l'#eJ 
Exuny,J,,. tin•• 1\,11drr/f11stu11 plUpriJl,m (9<t'l!r,J 


NEURO/VASC/TENDON 
....::::::fensation Intact _sensory I motor dellcl,~------­


~tor Intact 
~vascular 


_;pmprom!se 
6endon (um:tion 


_paUor I cool skin / abnml cap roflO ____ _ 
___pulse defktt radial ulnar ______ _ 


normal _dt'!ficit in tendon functlo.~-------


~3EDTSN• I Rev, 08 / 07 PRINTED ~rExlle~~,i;i- D6 NIMC 


I llllll llllll lllll llllll lllll lllll II IIII DATE 12/o~µ~u>l~ 
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§Jfill _diaphoretk I cool/ cyanotl~------
_.warm, dry 


:~o / ENT -~endern=-----------
: _nm! inspection _swelllng I ecchymos, ________ _ 


'
:~N haryn


1 8
xAnm


0
iK 


N~ _tondernes._ __________ _ 


: 6ml Inspection _swelling/ ecchymosl'--------
1 OOn-tender 
: RESPIRATORY 


_tenderne,,_ ___________ _ 


: ,Ll:hest non-tender 
: ~reath snds nml 


_5welllng / acchymosls / abrasions, ____ _ 
_crepitus / subcutaneous emphysema, ___ _ 
_.:_decreased breath tounds, _______ _ 
_wheezes/ rales / rhQnchc.... _____ _ 


: CVS _ tachycardia I bradycardi~------
: riaart sounds nml 
: fil (~BOOM EN) 
: 6oo-tender 


~tenderness I guardln,,,__ _______ _ 


: _r10 organomegafy 
, nml bowel snds* _________________ • 
l:-;-N~-••••••M••-•••wM•-••••-••~••••••••••••••••J 


PROCEDURES 
i ~no;~d esc lptlon1~~ 1~~(1Jt1(Jn l?>tf/faJ : 
1 linear irregular flap stellate 
: superficial &U cut ( musclC: through-and-through 
; contused tis ation 
1 dean contaminate oderate{yrheav!ly 


distal NVT: ncuto & '/a$cular $taW$ Intact no tendon in~J 
anesthesl · ocal LET/ tetracalne / 11drcn11!1ne / cocaine l mL 
marcainc:, 0.25% ,5% Udo<:: I% 2% cpi / bicarb digit.ii/ mct1C11rp I block 


ro e ,e ati~ 7~r~_! sec atu;,b~d ~d t~mplatc Y'A"'?/J? 
prep; .> wu:,.; C-l,f!:lV;;, ',:y ~~, L,. 


~shed w~ L. c 
Beadine / scrub -~ / ~ 


: minima/ I mod, I •extensive mm/ mod. I• 1 "extensive 
, wound explored un ermined 
: foreign mater~I rc:,moved minima! I mod. I" extensive 
1 part/ally completely "wound margins revised 


minimal I m1Jd. I •extensive multiple flaps aligned 
no foreign body ldendfled 


repair; Wo}'m:f dQSed a;.: wound ad~ steri-strips.............. 
SKIN- #_/_/_ -0 nylon /~staples __ _ 


int:}ptcd ~~ini:- ' muttr~ ( h Iv) 
•SUBCUT~# -7...0 ".cvl~cry~I i;_;c:h::;rom;;;;ii;;';::,~~---


lnterruptcd running · si en-( h / v} 
OTHER- # .Q materla~------- • 


inte1ruptc:d ~fni: Smplc mattress ( h Iv) : 
•m11}' indicutc inttnncdiatc rc~ir _"may indiatc romp1ex rq>air ___________ j 


,- .. --~-.. --------------------~---------~---------
1 splint Vekro OC.1./ Ortht>-g/rml Plostcr Alumirwm-(oa,,~----- ' 


' 


Volar Thumb spfr:11 Ulnar Wrist Sugar• T1.1ng CQck-up Cof/es 
applied by ED Physician I Orthopedist I Tec,~-----­
examlned post splint application NV intact alignment good 


deformity reduced no compartment syndrome 


: slin&-------------------------
: nursemaid's elbow reduced with supinatlo,~---------
: foreign body removed whh forceps with lnc:ision 
: clo.sed reduction finger tmps troctio .. __________ _ 


:------------------------­·-------------------------


B1117900323 
DULBERG, PAUL R 
M 41Y 03/1911970 
06/28/2011 
0000109381 


.. ·-··•"""""'"'"'Olntarp.,l..y n:.,.,,,,., Rcvl,r;~d ~Y, me'"' i;:)?l!Y~ .. ;i"/,~~iologb.t ,,., 


elbow humerus shoulder hand wri for 
_n ml/NAD _ jD•------------


Other study: 


dislocatlon ... ___________ _ 


-Soft.t\S'ltUO 5WOI\IJ'1,&---------­
_positr/f) anterior fat--pad sig,~------
__positive posterior fat-pad sign _____ _ 
_foreign body __________ _ 


_fracture mm-displaced dlq,laced ___ _ 
transverse oblique comminuted fmgulated 
Impacted torus 


0See se arate report 


PROGRESS 
T/mt! __ _ unchanged impt'oved re.examined 


_initial fracture care prQvlcled; foUow•up o,,_ ________ _ 


_Rx givt1"-----------------------
_referred to/ dlm1ssed with Dr _____________ _ 


wlll sec pat/i;nt In: ED I hospital I office In ____ day, 


Fat/ Alleged Assault 


Hematoma arm 
Sprain I Strain 
Dislocation 


ce 
racwre R / L rad{u$ dl$.taf I shaft I proximal 


ulml di:.tal I :.haft I proximal I ulnar sty!oid 
humerus distal I shaft I proximal I supracondyfar 
Collos fracture stabilized I reStQrative 


DiS~0SITI0N- home 
Time ____ ~ 


CONDITION, 


0 ESIDENT I PA I NP SIGNATURE 


ATTENDING NOTE: 
_Resident/ PA I NP's history reviewed, patient intl'!f'Vi~wod llnd exilmined, 
Briefly, pertinent HP! i;·c__ ________________ _ 


Mr pe~onal exam of patient rc-,.eal1·-------------­
Assessmant and plan ro'liewcd with resident;/ mldlcvt!I, lab and ::ancillary 
st~dlC$ show: ____________________ _ 
I confirm the diagnosis-'=·· ________________ _ 
~Care plan reviewed. Patl.en( will Mtld· ___________ _ 


Please see rctldent / midlevel note for details, 


Physician Slunaturo tumod cato ovet at 


Physician SJunaturo RTI # auumod c.erG at 
l1ru!.rrlimi lndicu11,1sorgansy.w.m n Ternplat~ Complete O Addltlonal T~Sheat 
• equivalim1"rmit1im11mrequimlfororg<Jn .r>"StJ1fS,2;NTED BY: SJ O 4 T.2 
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RESTRICTIONS / RELEASE FORM 


0 May return to O work O c ool gym without restriction. 


JIQ.. May not return to ~work O school D gym for ;1... day(s). 


0 May return to school with the following restrictions: 


I Ill/II !Ill !Ill m ,,1, i,111111111111 l111111111 1m 1111 
llt7900323 
0UL8f'.RG, PAUL R 
M 11Y 03/t9/t970 
DB/28/2011 a ooao1os3at 


D Gym/Spons restrictions are, ____________________ for ___ day(s). 


D Must take prescription medication for ___ day(s). 


D May return to work with the following restrictions: 


D No lilting greater than ___ lbs. for ___ day(s). 


0 Machinery/Driving restriction while on medication that can cause drowsiness. 


0 No continuous O standing O sitting for ___ day(s). 


D Must keep _______ elevated for -----'day(s). 


0 Sedentary work only for ___ day(s). 


0 Must use crutches for day(s). 


D No overhead work for day(s). 


D No bending or twisting for ___ day(s). 


□ Must wear immobilizer for day(s). 


0 No climbing on ladder or stairs for ___ day(s). 


0 LIMITED WORK WITH 


0 NO WORK WITH 


0 Right 


D Hand 


D Arm 


0 Foot 


0 Leg 


0 Left 


D Hand 


D Arm 


0 Foot 


0 Leg 


For ____ Days 


D Other _______________________________ _ 


D See your physician in ___ days for reevaluation. 


All patients are referred to their personal physicians or a doctor on the staff of this hospital. Release from restriction must 
be obtained from that doctor and not the Emergency Oepanment. 


I (or responsible person) have/has received and understand(s) the instructions to follow as noted above. 


Patient signature (or responsible person):__M__~¾ft=-''----h"'-1/ ______________ _ 


. PRINTED BY: SJSO -2 E0t02N1Mcm•c 


DATE 12/08/2 11 
EMCARE, INC 


MEDICAi. RECORDS COPY 
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Centogta Northern Illinois Medical Contor 
4201 Medical Conter Drive 


McHenry, IL 60050 
(816) 344-5000 


Patient: PAUL DULBERG, Med. Roe.#: 80000109381, Vl•l1#: Toke this medicine by mouth with food In the following dose: one 
81111900323, Date: 06128/2011 Time: 17:02 10mg/325mg tablet every 4 lo 6 hours If needed for pain, Do not take more 


than as directed per day (24 hours). 
J:lJlrrul. i;;we instructions 


IMPORTANT: We examined and treated you today on an emergency basis 
only. This was not a 1tubstltute for, or an effort to provide, complete medical 
care, In mo~t case~, you mus I h,tyour doclor check you again, Tell your doctor 
about any new or lasting problems. We cannot recognize and treat all Injuries 
or illnesses in one EmergencyDepartmantvlslt. lfyouhad spacial tests, such 
as EKG's orX-reys, we willrevlewlhemogoln within 24 hours. We will call you 
i!there are any new;uggesticn,. Ycuwere\reatad lcdayby: Ferd, Aplwal W .. 


8.fifil:iQY! :tlfil11Q .21![ Emergency Depa rtroent YQll!llfil receive l!fililllm!l!l~ 
/Il!llUJI.~ m to.!l!Ul!!l!)NO have ~ l!Ol! nil ll!!!ll! Sll.ll! rul.11 ri.!! w. lhl!l 
)(Ql! l!ll!l!R fi!l .Q!!! l!l§. survey an~ return tl Jn the mm!. 


After you leave, please follow tho lns1ructlons below. 


This Information I~ About Your Follow Up Caro 


Call as soon as possible to make an appointment to see your doctor In 1 0 days 
tor suture removal. You can reach your doctor by calling their cllnlc phone 
number. 


Please return tc the Emergency Depanment In 10 days for sutura removal~ 
you wou·ld prefer to 11ave the sutures removed ln the ER. We do recommend 
that you follow-up with your Primary Care Physician but you con return to \he 
ER for removal of your stitches if you choose .. 


This Information I$ About Your lllnoss and Diagnosis 


WOUND CARE (with stitches) 
Yourwoun<;t was closed wUh stitches. These are irnwll threads thal keep the 
skin closed to help it heal. You have 3 Jnlernal and 11 external stitches. These 
should be removed in 1 o days. 


At home, please f()IIQW these Instructions: 
Wash your hands before !ouching the dressing or wound, 
Keep the wound clean and dry. 
Afler2 days, wa5h the wound gently with wann water and soap. Pat It dry. 
Pu1 a Hghl dressing on it if It rubs or there is drainage, 


Call your doctor If: 
you have rednes-s, pain, or swelling in the area of your stitches. 


• your wound drains pus. 
your stllches corne oul before your wound is healed. 
yoLI have any new a, bothernome symptoms. 


This Is lnfonmatlon About Your Now Medications • St.rt toking as 
prescribed, 


HYPROCODONE and ACETAMINOPHEN (Vicodin, Vlccdln ES, Lortab, 
Lortab elixir, Zamicel1 Norco, Zydone, Anexsia, Anolor, Bancap HC) 


This Is a mixture of medicines (hydrocodone and acetaminophen) used lo 
relieve moderate to severe pain. This medicine may be used for other 
reasons, as prescribed by your doctor. 
Side affects may Include: 


sleepiness or dizziness 
• upset stomach, nausea or vomiting 
• oons1ipatlon 
Other side effects may occur, but are not as common, Al!!!ml,W21!1.d JW.!m: 
fil!ll.i. rash or Itching, faclal orthroatswellf ng, wheezing orshortness of 
breath. This medicine can be habit forming If used for a long period of time, 


Follow these Instructions: 
Never take more of this medicine than prescribed. Too much 
acetaminophen In your body can cause liver damage. 
Read the labels of non-prescription medicines before taking them, Many 
contain acetaminophen. Tc avoid an overdose, do not take any other 
medicines that contain acetaminophen. 
Talk to your doctor or phanmaclst before taking medicines for sleep, colds 
or aUergles. Severe drowsiness may occur. 
Do not share !his medicine wtlh othero as this medicine is a 
controlled~substance. Sharing this medicine with others is against the 
law. 
To avoid ccnslipation while laking this medicine: 


• Drink plenty of liquids. Try to drink B to 10 elghl-ounce glasses of 
water or juice each day. 


• Include extra fiber in your diet. 
• Exercise daily, 


Watch for sigrs of dependence: 
• feeling that you "cannot live without this medicine". 
• you need more oflhis medicine than before to get the same 


relief. 
Do not drink alcohol, drive or operate machlne'Y until you know how this 
medicine affects you. 
Store this medicine away from heat, moisture or direct light. 
If you are taking this on a regular schedule and you miss a dose, take it as 
soon as possible. If it ls almost time for your next·dose1 skip the mlssed 
dose and return to your regular schedule. Do not double the doses. 
Talk with your doctor beforo taking any other medicines (Including 
vitamins and herbals) as you may require additional monitoring. 


Call your doctor If you haV"e: 
• any sign of dependence or allergy. 


• increased pain not helped by the pain medicine. 
• slow, weak breathing. 


seizures. 
slow or Irregular heart beat. 
a yellow-color to your skin or eyes, or dark urine. 
stomach pain. 
unusual or extreme tiredness. 
ony new or so11e(e aymptoms. 


CEFADROXIL (DuriceQ 


Take thi$ medicine until gone in the following dose: 500 mg by mouth 2 times 
a day for 5 days. 


Port16'JfeWi,y/iii@ed3ilii7 .z@t1 ~lo~it~RE COl])Of8tlon Page 1 of 2 
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Centegra Northern Illinois Medical Center 
4201 Medical Center Drive 


McHenry, IL 80050 
(815) 344-5000 


Coladroxll is an antibiotic used to treat l~fections caused by bac\l)r\a. 
Antibiotics kill b~cleria or prevent them from growing Inside your body. This 
medicine may be used for other reasons, as prescribed by your doctor. 
Side effects may lncludo: 


diarrhea 
• upoot stomach1 nausea or vomiting 
• headache 
Others!deeffects may occur, bu1 are not a$ common.An upset stomach ls not 
a sign of allergy. Allergy would show up as rnsh or Itching, facial or throat 
swelling, whoailng or shortness of breath. 


Follow these l11structlons: 
Space your medicine doses evenly throughout the day. This medicine 
works best If there Is a constant amount In your blood. 
Take this m~dlclne with food to avoid an upset stomach. 
Swallow the capsule and tablet !om, of this medicine whole with a lull 
6-ounce glaos of water. 
for d\abellcs, thra medicine can causela\setest rasu\ts when testing your 
urine for sugar. Talk with your doclor If you have questions. 


• Store the tab IOI or capsule form of this medicine !Wlay from heat, moi$lure 
or direct light. 
Store the ,Uquld form of this medicine In the refrigerator. Shake the liquid 
weM before aach use. 
If you ml$S a dose, lake II as soon as pooslble. If Ills almost time for your 
ne><I dose, skip lhe missed dose. Do not double lhe doses, 
Talk with your doctor before taking any other medicine• (Including 
vitamins Md herbals) as you may require additional monitoring, 


Call your doctor if you have: 
• any sign of allergy. 


no Improvement after you've laken all the medicine. 
1 ii seizure. 


any sign of a new infection (fever, general aches, chills, or unusual 
tiredness or weakness). 
ongoing nausea, vomiting or stomach pain. 
white palchcs In your mouth. 


• women: itching in or change In discharge from your vagina. 
• lnflammaUofl (pain and swelllng) In your intestine during treatment or up to 


weeks after you"ve finished this medicine: 
• ongoing diarrhea 
• stomach pain or cramping 
• blood or mucus in your bowel movements 


• any new or bothersome symptoms. 
SMOKING CE$SATION 


Smoking Is the nation's leading prevenlable cause of death. II 
sfgnificantly Increases Iha risk of coronary heartdlsease, stroke and cancer. 
In fact, more than half of all smoking related deaths in America each year are 
from ha art disease, stroke, or other cardiovascular diseases. IIw good news 
il!,. !lliU!W!H!!l!! i!f!fil !l!ill!ing. the 11!!1\!lf bJlfill ~ Ii rulllll.!li!!l After five 
to fifteen smoke-free years, the risk is that of a person who never smoked! 


lf you or someone you love Is interested In quitting, consider joining our 
"Freedom From Smoking ~classes for adults. Centegra Health System and 
the McHenry county DepMmanl of Heal1h have pallnered together to bring 
you an effectlv~ program that will help you quit smoking. Call 
677-CENTEGRA, (877-236-8347) for more lnfonma11on regarding this 
program. Tospsakwith a counse!orimmedlately, call the IUinoisTobacco line 
at 1-866-QUIT-YES. 


PAIN MANAGEMENT AFTER DISCHARGE: 
A person may feel less pain just by being In lemlliar surroundln9s. Here are 
some frequently asked questions about your pain management: 
• Whal can I do lo help my pain management? A person's level of relaxatlon 


and their environment can affectthelr pain. If you are tlred, over ~Umulated 
(too many visitors) are anxious aboutyourdlagnosls, or a past e1<perlence 
wilh a hospit~lization, your pain perception may be lmpal..1e0 and your 
tolerance decreased. Ask question&, and lnfonn us about any problems 
or concerns that you may have, re: pain. Partnerwlth yourheallh team for 
your best pain management 
Whal II the medication is not wori<lng? Tell your health-care provider; 
physician, home health nurse, etc. You may need a different dose or type 
of medlcaton. 
What Ill feel I'm not getting enough pain control? Talk lo your physician or 
home health nurse about it. Together you may be able lo develop a plan to 
prevent or ease your pain. Depending on the cause of your pain, your 
health-care provider may suggest exercise, use of heat'co!d, rnassage1 


repositioning, lmmoblllzatlon of the aflecled part, or dlslraction such as 
music or rest. 
There are other methods of pain management. Let your health-care 
provider assist you in finding the best one for you, 


Weight management Is one step to help maintain a hoalthy lifestyle, For 
certain medical problems, such as oongEtst!vo heart fallure, weight 
should be monitored dally, 


YOU ARE THE MOST IMPORTANT FACTOR IN YOUR RECOVERY. 
Follow the above Instructions carefully. Take your medicines as prescribed, 
Most Important, see a doctor again as dis-cussed. 
1! }'QY have problems Um!~ have !!Q1djscussed, 01Y.QQ! ll[QQ!mn ~ Q.! 


9IDl! worS<>. !&l! Q[ .!d§!1 )'Q!!! doctor rlg)Ji !!Wl!I'. il l'Ql! £DllllQ1 ~ l'QJ!( 


g.9mQL. return ill ttie Emergency Department Immediately, 


Centegra Health System Is very concerned about your safety and well be!ng. 
As part of our efforts to always provide very good care, any medtcalions you 
received during this visit were reconciled wUh medication you are currently 
taking. This reconclllation was based on lhe lnformallon you or your 
representative provided regarding your current medications and allergies. 


"I have recelVed this lnfonnatlon and my questions have been 
answered. t have disc ssod any c lengos I uoo with this plan with tho 


PAULDULB 
tells me that 


ived this information and 
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Centegra Northern Illinois Medical Center 


4201 Medical Center Drive 


McHenry, IL 60050 


(815) 344-5000 


PAUL DULBERG was discharged on 06/28/2011 at 17:06 from the hospital. The following is a 
summary of the discharge instructions given to PAUL before discharge: 


This Information Is About Your Follow Up Care 


Call as soon as possible to make an appointment to see your doctor in 10 days for suture removal. You 
can reach your doctor by calling their clinic phone number. 
Please return to the Emergency Department in 10 days for suture removal if you would prefer to have 
the sutures removed in the ER. We do recommend that you follow-up with your Primary Care Physician 
but you can return to the ER for removal of your stitches if you choose .. 


This Information Is About Your Illness and Diagnosis 


WOUND CARE (with stitches) 


This is Information About Your New Medications - Start taking as prescribed. · 


HYDROCODONE and ACETAMINOPHEN (Vicodin, Vicodin ES, Lortab, Lortab elixir, Zamicet, Norco, 
Zydone, Anexsia, Anolor, Bancap HC) 
one 10mg/325mg tablet every 4 to 6 hours if needed for pain. Do not take more than as directed per day 
(24 hours). 
CEFADROXII... (Duricef) 
500 mg by mouth 2 times a day for 5 days. 


1. How are you and/or your family doing today? 


2. Is your pain/or symptoms better today? 


3. Did you understand your discharge instructions? 


4. Are you following up with a Doctor? 


Portions Copyrlahted 1987-2011j LOGICARE Corporation Page 1 of 2 
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5. Comments: 


Centegra Northern Illinois Medical Center 


4201 Medical Center Drive 


McHenry, IL 60050 


(815) 344-5000 


Signature of nurse making phone call;, ___________ _ 
Date: ______ Time;, ______ _ 


FORM GOES TO MEDICAL RECORDS 


Portions Copyriahted 1987-2011, LOGICARE Corporation 
PRINTED BY: SuS04~2 
DATE' Patip~)J'/ilJ!'~'lfAUL R 
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++-+ Centeg ra Hea Ith System 


~ RELEASE FROM LIABILITY FOR VALUABLES 
Initials 


111111 IIIM 111111111 m11 llli 11111m Ill~ 11111111 ill 
1117900326 
WELTER, KAITLYN 0 
F tOY ll/28/2000 
06/28/2011 B 0000297787 


I understand my belongings are my responsibility and I. have been advised to send any Items of value home. I release 


CHS from any llablllty for the loss, damage to, or theft of any of my belongings. Safes or lockers are available at the 


hospital facllltles and may be used to store valuables. 


PATIENT PRE-CERTIFICATION RESPONSIBILITY 


I understand I am responsible for the notification to my insurance company to obtain authorization before service Is 


rendered. I further understand that if I do not pre-certify I may Incur a reduction or loss of paid benefits to the hospital for 


which I will be liable, 


ASSIGNMENT OF BENEFITS/ AGREEMENT FOR PAYMENT 


I hereby authorize payment to be made directly to CHS and to the Independent professional(s) for all insurance benefits 


otherwise payable to me. I understand I am financially responsible to CHS and Independent professionals for all charges 


incurred. Patient "out-of-pocket" amounts will be requested prior to or upon discharge, In the event of default or non· 


payment, CHS shall be entitled to the right of recovery of all collection expenses, Including court costs and reasonable 


attorney's fees for the purpose of securing payment. It is further agreed that any credit balance may be applied on any 


other account owed CHS by the guarantor/responsible party, or any open account for his/her dependent family. 


PATIENT INFORMATION OFFERED 


• Patient Rights/Responsibilities ...... , . Yes If No, Explain: __________ _ 


• Advance Directive lnformatlon. , , •. , . . Yes If No, Explain: __________ _ 


• Notice of Privacy Practices, , ..• , . , . . . Yes If No, Explain: __________ _ 


• Fatlont BIiiing Information ... , ....... Yes If No, Explain: __________ _ 


PATIENT CERTIFICATION 


By signing this General Consent and Ackno'h1edgement Form, I acknowledge I have read and understand the information 


contained in this form and accept Its terms. I also acknowledge I have received a copy of this form for my records. 


INPATIENTS ON~Y: 


TRICARE (MIiitary) Insurance. PATIENTS __ Yes, I have received TRICARE "Important Message" 


Relationship Date 
7 


r ..-!:-:::::-1 
Witness '-==' ... 


I, .,,---,------------------~ have interpreted/translated the above form to the patient. The 


patient has Informed me he/she fully understands and agrees to the terms set out in this consent form. 


Interpretor/Translator (Plaase Print Name) Language lnterpretation/Tr~nslatlon Provider (Company namior 
Relatlonship to Patient) 


PRINTED BY: SJS0422 


~RALCOJ,l.~J~O@.i;~NOWLEDGMENT 
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++~ntegra Hea \th System 
CH-M □ CH-W 
Other (Specify) __________ _ 


GENERAL CONSENT AND ACKNOWLEDGMENT 


1U79D0326 
HEL TEA, KAITLYN 0 
F lOY 11/26/2000 
08/28/2011 8 0000297787 


Account Number/Effective Date: _______ _ 


CONSENT FOR MEDICAL TREATMENT 


I have come to Centegra Health System (CHS) for medical treatment and consent to the customary examinations, tests, 
and procedures performed on patients in my condition, I understand and consent that Independent professionals (such as 
my atlending physician, on-call physicians, emergency medicine physicians, radiologists, anesthesiologists, pathologists, 
surgeons, obstetricians, consultants, nurse practitioners, physician assistants, certified registered nurse anesthetists and 
other specialists) may participate in my care as deemed necessary. 


I agree to follow the Patient Rights & Responsibilities of CHS and to participate with Independent professionals and CHS 
personnel In my care and treatment. 


I understand the practice of Medicine is not an exact science and, therefore, no guarantees have been made regarding 
the likelihood of success or outcomes of any diagnosis, treatment, test, surgery or examination performed at CHS. 


I understand this General Consent and Acknowledgement will remain In effect for this episode of care and will be provided 
to those areas of CHS where I receive care. , 


I understand the language in this Consent guides and controls all other forms and consents I may sign during my 


i
,p,lr1ent with Centegra Health System and any inconsistencies shall be interpreted consistent with terms of this document. 


~ 1/flJ!_ PATIENT ACKNOWLEDGMENT OF INDEPENDENT PHYSICIANS 
nitials 


I acknowledge the Independent professlonal(s) who provide services to me at CHS are not employees or agents of CHS, 
but are Independent medical practitioners who have been permitted to use its facilities for the care and treatment of their 
patients, They Include but are not limited to, my attending physician, on-call physicians, emergency medicine physicians, 
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, ccnsultants, nurse practitioners, physician assistants, 
certified registered nurse anesthetists and other specialists. My decision to seek care is not based upon any representation 
or advertisement of the independent professionals and I understand they are not employees or agents of CHS. CHS bills do 
not include physician, surgeon, or other independent professional services and I understand I will receive a separate bill 
directly from the independent professional. I have read and understand the above terms and confirm I am the patient or am 
aJ19,orlzed lo sign on the patient's behalf. · 
£/%<d-PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES 
Initials 


During the ccurse of my hospital stay, my physician may determine I require ca'e at another medical facility, or I may 
request care at an alternate facility. I acknowledge that all transportation services provided In connection with my transfer to 
another taclllty are provided by an independent third party and I will receive a separate bill directly from the service provider 
for which I may be responsible. 


USE AND DISCLOSURE OF HEALTH INFORMATION 
Unless I request otherwise, CHS will provide my room location or telephone number to visitors and callers. 
I understand CHS will use and disclose my health information for the purposes of treatment, payment, and health care 


operations, as permitted by law as described In the CHS Notice of Privacy Practices. Certain information can be used 
without obtaining my consent. I fully understand that the use or disclosure of my health Information may include history, 
diagnosis and /or diagnostic treatment of mental health/ developmental disabilities conditions, alcchol or drug abuse and 
Acquired Immune Deficiency Syndrome (AIDS/ HIV). 


I understand thal if I refuse to allow disclosure of my healtl1 information to process my Insurance claim, I may l:>e 
financially responsible for all costs Incurred l:>y me for treatment. I agree to release and hold harmless CHS, Its agents, and 
e~ees from any liability that may arise from the use or disclosure of my health information. 


PICTURES/IMAGES 
Initials 


I understand photographs, videotapes or other images may be taken to document my care, These images may be kept l:>y 
CHS and/or by the independent professional involved In my care. I understand I have the right to view or obtain copies of 
these materials which are in possession of CHS upon written request. It is my responsibility to confirm if such photographs, 
videotapes or other images have been taken. I understand images Identifying me will only be released as allowable under law 
or with mywrttten authorization. PRINTED BY: s,JS0422 
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DATE 12/08/2011 
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.. ' 
++Centegra Health System 
~ CH-M □ CH-W 111111111111111111111111111111111111111111111111111111111 
D Other (Specify) _________ _ 


DU BERG, PAUL R 
M •lY 03/19/1970 


GENERAL CONSENT AND ACKNOWLEDGMENT 


1117900323 


06 8/2011 8 000010938! 
' 


Account Number/Effective Date: ------f--


CONSENT FOR MEDICAL TREATMENT 


I have come lo Centegra Health System (CHS) for medical treatment and cons nt to the customary examinations, tests, 
and procedures performed on patients in my condition, I understand and consent 


I 
hat independent professionals (such as 


my attending physician, on-call physicians, emergency medicine physicians, radloli□ glsts, anesthesiologists, pathologists, 
surgeons, obstetrlolans, consultants, nurse prsictltioners, physician assistants, ce~ified registered nurse anesthetists and 
other specialists) may participate in my oare as deemed necessary. J 


I agree to follow the Patient Rights & Responsibilities of CHS and to particlpate


1


. with Independent professionals and Cf-IS 
personnel in my care and treatment. · 


I unders.tand the practice of Medicine is not an exact science and, therefore, no guarantees have been made regarding 
the likelihood of success or outcomes of any diagnosis, treatment, test, surgery or examination performed at CHS. 
• I understand this General Consent and Acknowledgement will remain In effect r this episode of care and will be provided 


to those areas o S where I receive care. 
I un rm.~n!l-ll'le language In this Consent guides and controls all other forms a d consents I may sign during my 


tre,at,;na/\fa1 Centegra Health System and any Inconsistencies shall be interpret d consistent with terms of this document. 


...,,,_~ PATIENT ACKNOWLEDGMENT OF INDl:PENDENT PHYSICIANS 
lnltlals ,. 


I acknowledge the Independent professional(s) who provide services to me at CHS are not employees or agents of CHS, 
but are Independent medical practitioners who have been permitted to use Its f cllitles for the care and treatment of their 
patients. They include but are not limited to, my attending physician, on-call •ptiyslcians, emergency medicine physicians, 
radiologists, anesthesiologists, pathologists, surgeons, obstetricians, consultant~, nurse practitioners, physician assistants, 
certified registered nurse anesthetists and other specialists. My decision to seek re is not based upon any representation 
or advertisement f the independent professionals and I understand they are not mployees or agents of CHS, Cf-IS bllls do 
not include P, Ian, surgeon, or other Independent professional services and I understand I will receive a separate bill 
directly independent professional. I have read and understand the abov terms and confirm I am the patient or am 


u rl o sign on the patient's behalf . 
...:,_--'-- PATIENT ACKNOWLEDGMENT OF INDEPENDENT SERVICES 
lnillals 


During the course of my hospital stay, my physician may determine I require .care at another medical facility, or I may 
request care at an alternate facility. I acknowledge that all tran.sportatlon servicesf rovided in connection with my transfer to 
another facility are provided by an independent third party and I will receive a sep rate bill directly from the service provider 
for which I may be responsible, 


USE AND OISCLOSURE OF HEALTH INFORMATION 


Unless I request otherwise, Cf-IS will provide my room location or telephone nu}ber to visitors and callers, 
I understand CHS will use and disclose my health Information for the purposes f treatment, payment, and health care 


operations, as permitted by law as described In the CHS Notice of Privacy Practic s. Certain information can be used 
without obtaining my consent. I fully understand that the use or disclosure of my hlalth information may include history, 
dia._gnosis and /or diagnostic treatment of mental health/ developmental disabilities conditions, alcohol or drug abuse and 
Acquired Immune eflclency Syndrome (AIDS/ f-!IV). 


· I understa t if I refuse to allow disclosure of my health Information to proc ss my insurance claim, I may be 
fina cl onslble for all costs Incurred by me for treatment. I agree to releasland hold harmless CHS, its agents, and 


from any liability that may arise from the use or disclosure of my healt Information. 


Initials-~ 
PICTURES/IMAGES 


I understand photographs, videotapes or other images may be taken to docum nt my care. These Images may be kept by 
CHS and/or by the Independent professional Involved In my care. I understand I h ve the right to view or obtain copies of 
these materials which are in possession of CHS upon written request. It is my res}1onsibility to confirm if such photographs, 
videotapes or other images have been taken. I understand Images Identifying nie ill only be released as allowable under law 
orwilh my written authorization, PRINTED BY: SJS042:; 
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+· 
++CentegraHealthSystem 


\/ ~E FROM LIABILITY FOR VALUABLES 
Initials 


I llllil!I 11111 ~II 11111 iim 11111 11111 WI lilll /111111 
u1$00323 · 
DUIJIERG, PAUL R 
M J1iY 03/19/1970 
oe ,f; BY2011 B 000010938.l 


I understand my belongings are my responsibility and I have been advised to send any items of value home. I release 
CHS from any liablllty for the loss, damage to, or theft of any of my belongings. ates or lockers are available at the 
hospftal facilities and may be used to store valuables. 


PATIENT PRE-CERTIFICATION RESPONSIBILITY 
I u'nderstand I am responsible for the notification to my insurance company t obtain authorization before service Is 


rendered. I further understand that if I do not pre-certify I may Incur a reduction r loss of paid benefits to the hospital for 
which I will be liable. 


ASSIGNMENT OF BENEFITS/ AGREEMENT .fOR PAYMENT 
I hereby authorize payment to be made directly to CHS and to the Independent professional(s) for all Insurance benefits 


otherwise payable to me. I understand I am financially responsible to CHS and i dependent professionals for all charges 
Incurred. Patient "out-of-pocket" amounts wlll be requested prior to or upon discharge. In the event of default or non- . 
payment, CHS shall be entitled to the right of recovery of all collection expenses, Including court costs and reasonable 


· attorney's fees for the purpose of securing payment. It Is further agreed that any bredlt balance may be applied on any 
other account owed CHS by the guarantor/responsible party, or any open accoun for his/her dependent family. 


PATIENT INFORMATION OFFERED 
• Patient Rights/Responslblllties ....... . 
• Advance Directive Information ....... . 
• Notice of Privacy Practices .......... . 
• Flltlent BIiiing lnfomiation .......... . 


PATIENT CERTIFICATION 


Yes~ Yes 
Yes 
Yes.• 


If No, Explain:--+---------­
If No, Explain:--+---------­
If No, Explain:-+---------­
If No, Explain:--+----------


By signing this General Consent and Acknowleagement Form, t acknowledge I h, ve read and understand the Information 
contained In this form and accept its terms. I also acknowledge I have received l copy of this form for my records. 


INPATIENTS ONLY: 


TRI CARE (Military) Insurance PATIENTS __ Yes, I have received TRICARE "Important Message" 


Date 


I, -,,---~~-c--~--,--c-c--c~--,--,---,---,-' have interpreted/transl at d the above form to the patient. The 
patient has informed me he/she fully understands and agrees to the terms set oul In this consent form. 


lnterpreterirranS1ator (Please Print Name) Langwige lnterpreitlonffranslatlon Provider {Company name or 


PRINTED BY: SJS0422 
GE'.l'l'!!>J',ffl. CONSElfi'.,'ii!lt!li f\>l~lll.C!.WU:OGMJ; T 
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D STATEMENT OF ACCOUNT (1) 
Statement Date: July 16, 2011 MORAINE EMERGENCY PHYSICIANS 


PO BOX 8759 ACCOUNT NUMBER: MNl711179003233 


I 


PHILADELPHIA, PA 19101-8759 


•11•11•1111•1'1111•11111•111111•1111•11•1111111•11111111••111'1•' 
1314 □9- □711179 □□ 3233-□ 5 
#BWNJFDB 
#00000MNl11606478# 
PAUL R DULBERG 


Patient Name: PAUL R DULBERG 
Tax ID#: 75-2896896 


Account Balance: $1,346.00 
Amount Pending 


Insurance: $0.00 
Amount Due l=rom 


Patient (Current): $1,346.00 
Amount Due From 
Patient (Past Due): $0.00 


I Pay This Amount: $1,346.00 


4606 HAYDEN CT 
MCHENRY IL 60051-7918 


PLEASE REMIT PAYMENT BY "PAYMENT 
DUE BY" DATE. THANK YOU. Please refer 


to coupon below for payment 
instructions. 


Pay your bill securely online anytime at www.MyMedicalPayments.com 
Date # Description Charge Paid By Paid By Paid By Amount Due From PATIENT 


Firs! Ins. Other Ins, Patient Adjusted Insurance BALANCE 


06/28/11 1 99283-25 EMERG INJURY EVAL & MGMT-LVL 3 $537.00 
DX:880.03 DR. FORD/CENTEGRA HOSPITAL MCHENI Y $537.00 


06/28/11 2 12004 WOUND REP 7.6-12.SCM SCALP ETC $809,00 
OX:880.03 OR. FORD/CENTEGRA HOSPITAL MCHENI y $809.00 


THIS ST,"'-.TC:::MENT MAY NOT REFLECT ANY P,o\VMENTS ltQUM/1,DE TTIMEOF 
SERVICE 


• Important Messages . 
TOTALS: $1,346.00 $0.00 $0.00 $0.00 $0.00 $0.00 $1,346.00 


This statement Is for the direct treatment and/or supervision of care you recently received from an Emergency Physlclan at Centegra Hospital McHenry. The fees for this 
private physician are billed separat1;1ly from any hospital charges or other professlonal fees for Which_ you may also be responsible. Therefore, should you receive a bill from 
the hospital or other physicians for charges In connection with this visit, it Will not ln<llUde the items listed on this statement. 


"Payment Plans" Accepted 
Questions about this statement?/Llame de Lunes a Viernes? 
Call 1-800-355-2470 Monday through Friday 9:30AM • 4:00PM. 


Your automated system access code is 0230-711179003233, or you can send email to 
billing_questions@emcare.com. 


-"-'~•-."1_•9_4.26_. _°""°""·_Please detach and return bottom portion with your remittance. "'°"" ______ _ 
PAUL R DULBERG 
4606 HAYDEN CT 
MCHENRY IL 60051-7918 


YOU MAY PAY THIS BILL WITH YOUR CREDIT CARD 
PLEASE SEE REVERSE SIDE. 


Make Check/Money Order payable to: 


MORAINE EMERGENCY PHYSICIANS 
PO BOX 8759 
PHILADELPHIA, PA 19101-8759 


I,, ,111, I,,,,, 1111,",, ,111, ,I, I," I, I ,I, t, I.,, I ,I, 1,1.,, I ,I, I 


O If your address has changed, check this box. 
and complete the reverse side of this form 


STATEMENT OF ACCOUNT 
Statement Date: July 16, 2011 


ACCOUNT NUMBER: MNl711179003233 
Patient Name: PAUL R DULBERG 


Payment Due By: 08/05/11 
Amount Due: $1,346.00 


Amount Enclosed: .-'--"--'-'------~ 


Go Green ~ pay onllne at 
www.MyMedicalPayments.com 
PROMPT PAY DISCOUNTED 
BALANCE:$ 807.60 


Insurance information not on file 


40% Discount Offer 
In consideration of your 
uninsured status, we are 
willing to extend a 40% 
prompt pay discount. 


1314090711179003233001346000000000000006 
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STATEMENT 0001 


McHenry Radiologists Imaging Associates 
P.O. Box 220 
McHenry IL 60051-0220 


Office Hours: 9:00am - 4:00pm, Monday - Friday 
Phone: 815/759-0800 IRS# 36-3907435 


11111111111 lllll llllllllll 1111111111111111 lllll lllll 1111111111111111 I 1111111111111111111111111111111111 


01518 


11111•11•11111111'1111111111 ll11111•11111111111•• ,II l,111111 l•l 11 
Paul R Dulberg 
4606 Hayden Court 
McHenry IL 60051-7918 


MCHENRY5-0280287-0000000-2038252-001-000063-#007210-0001 
0 PLEASE CHECK BOX IF ABOVE ADDRESS IS INCORRECT AND INDICATE CHANGES ON BACK 


CHECK CRHD::r CARD USJNG FOR PAYMENT AND FILL OUT BELOW. 


□- □ IVJsAI 
CARD NUMBER. !SEC.CODE AMOUNT 


NAME ON CARD (PLEASE PRINl) EXP.DATE 


SIGNATURE 


STATEMENT DATE I ACCOUNT# PAY THIS AMOUNT 


07/07/2011 235130-QMRIG $50.00 


Pay online at www.ePayitOnline.com 
Code!D: MCHENRY5 Access#: 2038252-1-63 
Guarantor: PAULRDULBERG 
Invoice#: 833112 


MAKE CHECK PAYABLE & REMIT TO: 


1,11,1111, 1,11,1111111111,111,111, •111'''11,111111,,,,, 1,1111,111 
McHenry Radiologists Imaging Associates 
P.O.Box 220 
McHenry IL 60051-0220 


AMOUNT PAID 


f'DETACe eER'. AND RETURN THIS TOP PORTION WITH YOUR PAYMENT 
USING THE RETURN ENVELOPE ENCLOSED 


DATE CODE DESCRIPTION OF SERVICES AMOUNT 


06/28/11 73090-26 


Guarantor: PAULRDULBERG 


Invoice#: 833112 


CHARGES FOR PATIENT: PAUL DULBERG (235130-QMRIG) 
X-RAY EXAM OF FOREARM $50.00 
07/07/11 GUARANTOR RESPONSIBILITY DATE (Charge!D: 1275862) 
ADDITIONAL INFORMATION CONCERNING YOUR ACCOUNT 
IF YOU HA VE INSURANCE COVERAGE FOR THIS CLAIM, PLEASE CALL OUR OFFICE. 
REFERRING PROVIDER 043 IS APIWAT FORD - UPIN: C69043 


Account Number: 235130-QMRIG 


BALANCE DUE: $50.00 
NET DUE 30 DAYS: 8/6/2011 


Statement Date: 07/07/2011 


McHenry Radiologists Imaging Associates 
P.O. Box 220 
McHenry IL 60051-0220 


Phone: 815/759-0800 IRS# 36-3907435 


MCHENRYS-028028 7-0000000-2038252-001-000063-#007210-0001 
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TELEPHONE (8\6) 385-0164 


FRANK W. SEK, M. D. 
4606 W. ELM ST. 


McHENRY, IL 60050 


ON ACCOUNT OF---------------------


TCL8PHON8 (815) 385-0184 ri1~ tl> '"3 ,;;--"'[ l cf I} ;, r 
FRANK W. SEK, M. D. 


4606 W, ELM ST, 


McHENRY, JL 60050 


$ 


~1~ 
q;/1//D ~7 /g /11 
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TELEPHONE (815) 385-0164 


FRANK W. SEK, M. D. 
4606 W. ELM ST. 


McHENRY, IL 60050 


l /l'{/2ei-
I 


!Received o/ fc~ ~¾/ 
_'G_~j), vic...,_~:::_C'__.c., .. :v--_:c_•-_-__ · _______ ::> __ 9Jolla1s 
ON ACCOUNT QF _________________________ _ 


TELEPHONE: (815) 385-0164 


FRANK W. SEK, M, D. 
4606 W, ELM ST, 


McHENRY, IL 60050 


!Received o/ p Q,,<,0L /Lo-f? ,,If-,(~, ;:}· 


-~-=·· f-·+------------------ 9Jo//a1s 


ON ACCOUNT OF--------------------------


$ 
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TELEPHONE (815) 385-0164 


TEU .. ElPl!ONE (8ll5) 385-0164 


FRANK W. SEK, M, D. 
4606 w, ELM sr. 


McHENRY, IL 60050 


FRANK W. SEK, M. D. 
4606 W, ELM ST. 


McHENRY, IL 60050 
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TELEPHONE (815) 385-0164 ~t p '1 b,,,..., 11./ 
FRANK W, SEK, M. D. 


4606 W. ELM ST. 
McHENRY, IL 60050 


rJ.-r,~t~ 
~1~u~ 
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Date: 04-04-13 
Time: 14:19:19 


ASSOCIATED NEUROLOGY SC 
Patient History (Applied View) 


Page: 1 


Chart #18062 
DULBERG, PAUL 
4606 HAYDEN COURT 


SSN# 
DOB 03-19-70 


From 07/01/11 


ASSOCIATED NEUROLOGY SC 
1900 HOLLISTER DRIVE 
SUITE 250 


MCHENRY, IL 60051-7918 To 04/04/13 LIBERTYVILLE, IL 60048-5249 
Home-(847) 497-4250 Office-(815 Practice-(847) 549-0055 


Procedure Description 
T Date Code Prov Chg Amount RIB Balance Fam.Bal Ins.Bal Carr 


Check# Pay/Cr PaySrc 


C 
p 
p 


07-28-11 
07-28-11 
08-10-11 


INITIAL 
99203 
PPCASH 
PPCREDITCD 


OFFICE 
KFL 
KFL 
KFL 


EVALUATION 
225.00 


-135.00 
-90.00 


MOTOR NCS WITH F WAVE 
C 08-10-11 95903 KFL 540.00 


SENSORY NCS 
C 08-10-11 95904 KFL 


C 
p 


C 
p 


01-30-12 
01-30-12 


02-13-12 
02-13-12 


RETURN OFFICE 
99213 KFL 
PPCREDITCD KFL 


RETURN OFFICE 
99212 KFL 
PPCREDITCD KFL 


390.00 


EVALUATION 
105.00 


-105.00 


EVALUATION 
75.00 


-75.00 


N NN 
N 
N 


N NN 


N NN 


N NN 
N 


N NN 
N 


0.00 


540.00 


390.00 


0.00 


0.00 


EMG COMPLETE 5+MUSCLES 3+NERVES 4+SPINAL 
C 03-13-12 95886 KFL 485.00 N NN 485 .. 00 


MOTOR NCS WITH F WAVE 
C 01-13-12 95903 KFL 540.00 N NN 


SENSORY NCS 
C 03-13-12 95904 KFL 


C 
p 


05-04-12 
05-04-12 
1817 


COPY OF MEDICAL 
99080 KFL 
OPMEDLEG KFL 


390.00 N NN 


RECORDS/ FORM FEE 
33.17 N NN 


-33.17 N 


RETURN OFFICE EVALUATION 
C 05-16-12 99212 KFL 75.00 N NN 


C 
p 


C 
p 


07-26-12 
07-26-12 
1812 


COPY OF 
99080 
OPMEDLEG 


COPY OF 
07-31-12 99080 
07-31-12 OPMEDLEG 
AA8476013 


MEDI CAT, 
KFL 
KFL 


MEDICAL 
KFL 
KFL 


SUBPOENA FEE 
C 09-12-12 99075 17 KFL 


FORM FEE 
N NN 


RECORDS/ 
67.86 


-67.86 N 


RECORDS/ FORM FEE 
20.00 N NN 


-20.00 N 


38.37 N NN 


540.00 


390.00 


0.00 


75.00 


0.00 


0.00 


0.00 


0.00 


540.00 


390.00 


0.00 


0.00 


485.00 


540.00 


390.00 


0.00 


75,00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0.00 


0,00 


0.00 


0.00 


0.00 


0.00 


0,00 


0.00 


0.00 


0.00 


PATNT 
PATNT 


PATNT 


PATNT 


PATNT 


PATNT 


PATNT 
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================================================================================ 
Date: 04-04-13 
Time: 14:19:19 


ASSOCIATED NEUROLOGY SC 
Patient History (Applied View) 


Page: 2 


Chart #18062 
DULBERG, PAUL 
4606 HAYDEN COURT 


SSN# 
DOB 03-19-70 


From 07/01/11 
MCHENRY, IL 60051-7918 To 04/04/13 
Home-(847) 497-4250 Office-(815 


Procedure Description 
T Date Code Prov Chg Amount RIB 


Check# Pay/Cr 


ASSOCIATED NEUROLOGY SC 
1900 HOLLISTER DRIVE 
SUITE 250 


LIBERTYVILLE, IL 60048-5249 
Practice- (847) 549-0055 


Balance Fam.Bal Ins.Bal Carr 
PaySrc 


=======================-=========================-------------------------------
p 


p 


C 
p 


C 
p 


09-12-12 
1935 
09-12-12 
1955 


11-21-12 
11-21-12 
00668054 


02-04-13 
02-04-13 


OPMEDLEG KFL 


OPMEDLEG KFL 


SUBPOENA FEE 
99075 17 KFL 
OPMEDLEG KFL 


RETURN OFFICE 
99213 KFL 
PPCREDITCD KFL 


-20.00 N 


-18.37 N 


67. 86 N NN 
-67.86 N 


EVALUATION 
115.00 


-115.00 
N NN 
N 


0.00 0.00 


0.00 0.00 


0,00 


0.00 


PATNT 


PATNT 


PATNT 


PATNT 


Charges Receipts Debits Credits Balance 
Patient: 3167.26 -747.26 0.00 0.00 2420.00 


--;~;:;;ee,_ ~---~------::::---·-· --::::----···-~--
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031037 038300 
ASSOCIATED NEUROLOGY SC 
1900 HOLLISTER DRIVE 
SUITE 250 
LIBERTYVILLE, IL 60048~5249 


RETURN SERVICE REQUESTED 


. . . ~ 
PAUL DULBERG 
4606 HAYDEN COURT 


MCHENRY, IL 60051-7918 


□ Please check box if above address is incorrect or insurance 
information has changed, and indicate change(s) on reverse side. 


DATE PATIENT DESCRIPTION 


081011 PAUL MOTOR NCS WITH F WAVE 
081011 PAUL SENSORY NCS 
031312 PAUL EMG COMPLETE 5+MUSCLES 
031312 PAUL MOTOR NCS WITH F WAVE 
031312 PAUL SENSORY NCS 


002704L 
IF PAYING BY CREDIT CARD, FILL OUT BELOW. 


CHECK CARD USING FOR PAYMENT 


-□ IZJD 
-~COVER MASTERCARD VISA 


CARD NUMBER AMOUNT 


SIGNATURE EXP. DATE 


STATEMENT DATE I PAY THIS AMOUNT I ACCT.# 


08/31/13 2420.00 19316 
I SHOW AMOUNT $ 
PAID HERE . 


ASSOCIATED NEUROLOGY SC 
1900 HOLLISTER DRIVE 
SUITE250 
LIBERTYVILLE, IL 60048-5249 


• 


pl 11111 I II, I h 111 h 11, 11 I' h ,111 llp 11 •lh 11nII111 I 111 I• I lul• I 


STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT 


CHARGES INSURANCE/ PATIENT PATIENT 
PAYMENTS ADJUSTMENTS PAID BALANCE 


ADJUSTMENTS PAID DUE 
540.00 0.00 0.00 540.00 
390.00 0.00 0.00 390.00 


3+NERVE 485.00 0.00 0.00 485.00 
540.00 0.00 0.00 540.00 
390.00 o.oo 0.00 390.00 


051612 PAUL RETURN OFFICE EVALUATION 75.00 0.00 o.oo 75.00 
081413 PAUL RETURN OFFICE EVALUATION 
081413 PAUL PATIENT PAYMENT 


ACCOUNT NUMBER: 19316 


75.00 0.00 75.00 0.00 
-75.00 


FOR QUESTIONS, PLEASE CALL PATIENT ACCOUNTS: 
(847) 549- 0055 


ITEMS MARKED WITH AN ASTERISK<*> HAVE BEEN BILLED TO YOUR INSURANCE 


AGING CURRENT BALANCE OVER30 OVER60 OVER90 OVER 120 TOTAL 
INSURANCE 0.00 0.00 0.00 0.00 0.00 0.00 


PATIENT 0.00 0.00 0.00 o.oo 2420.00 2420.00 


ASSOCIATED NEUROLOGY SC PATIENT MAKE CHECKS PAY ABLE TO: 
BALANCE 
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1? ASSOCIATED NEUROLOGY, 8.C. 


July 28, 2011 


Mr. Hans Mast 
3416 W. Elm Street 
McHenry, IL 60050 


RE: Paul Dulberg 


Dear Mr. Mast, 


MITCHELL S. GROBMAN, M,D. 
KAREN F. LEVIN, M.D. 


Mr. Dulberg was previously seen by my associate, Dr. Mitchell Grohman, in 2002 for left 
ulnar neuropathy, and had surgery and essentially became asymptomatic by 2007 and who 
had never had.difficulty in his right arm. Approximately a month prior to the evaluation, 
he had been holding a branch for a neighbor when the chainsaw came up and cut his right 
forearm. He was taken to Northern Illinois Medical Center where they put in inner 
stitches in the muscle and outer stitches. He originally had very significant pain, but as 
the pain was getting better, he started noticing that he had numbness in his fifth digit in 
the inner aspect of his forearm. He had not been dropping things. It was mostly just a 
tingling and a numb feeling. He denies ever having any right-sided symptoms or right­
sided injuries. His examination was significant for a healing scar in the right forearm and 
for decreased light touch, pinprick, and temperature sensation in the ulnar distribution of 
the right arm. His strength was normaL Given the distribution, it was felt that this was a 
branch neuropathy to the sensory nerves. I did have him undergo nerve conductions to 
make sure that the median and ulnar nerves were all without involvement and they were. 
I recommended that he see a hand surgeon as well just to be certain that there were no 
other treatment options for him; however, most likely this was just a sensory branch 
neuropathy that may improve or may result in permanent numbness in the distribution 
that he was showing numbness. Mr. Dulberg should followup if any additional symptoms 
develop or if he wished to try any neuropathic pain treatment if it be<;ame painful and not 
just numb. 


SK~~ ffi'. 1h ,J 
- '.~(_y,1}) 


Karen F. Levin, M.D. @ !} 


KFL/klm 


1900 How,TER DRIVE, SuITE 250, LIBER1YVILLE, IL 60048 
PHONE (847) 549-0055 • FAX (847) 549-0404 
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!DATE: 7 .;;if) ·dDI I ASSOCIATED NEUROLOGY, S.C. I 
NAM;n • • \ \r-.. ll .r--f'~ M,,. n ~ Iii) l!J HANDED 
MENTAL STATUS c 
OR CRANIAL NERVES LO EXPLANATORY NOTES OR REFLEXES LO 


□ SMELi. 


□ VISION 


~ ~ □ACUITY 


□ FIELDS 


EB 
I I EB □ FUNDUS 


OPTIC DISC □ HOFFMAN 


VESSELS □ TAOMNER 
.. 


□ PM FOVEA 


□ LIDS □ GRASP 


0 OCULAR MOVEMENT □ SUCK 


o·sNOUT 


0 GLABELI.AR 0 CONVERGENCE 
□ JAW □ NYSTAGMUS 


□ PUPILS OR GAIT LO 
0 SIZE/ SHAPE 


□ SPONTANEOUS 
□ LIGHT 


□ ON TOES 
0 CONSENSUAL 


□ ON HEELS 
0 AFFERENT PUPIL 


□ ARM SWING 
□ CORNEAL REFLEX 


□ BASE 
0 FACIAL SENSATION 


□ TANDEM 
□ PIN t1 0 POSTURE 
□ LIGHT TOUCH □ STABILITY 


0 MUSC. OF MASTIC. □ ROMBERG 


0 FACIAL MUSCLES 
. ... ) 


□ TANDEM ROMBERG vv• 
□ UPPER 


□ LOWER GENERAL 


□ TASTE □ CAROTID PULSE 


0 AUDITORY ACUITY □ CAROTID BRUIT 


0 SOFTPALATE 0 PERIPHERAL PULSE 


□ GAG □ TINEL 


□ PHALEN 0 STEANOMASTOI0 
□ NECK ROM □ TRAPEZlUS 
□ ROM AT WAIST □ TONGUE 
0 STRAIGHT LEG RAISING 


0 PARASPINAt TENDERNESS OR COORDINATION LO 
0 CARDIAC MURMUR 


OFNF 
□ KERNIG 


□ HKS 
0 BAUDZlNSKI 


RAPID ALTERNATING MOVEMENTS 
0 l!HERMITTES "i I fun, □ TONGUE 


~E STANDING □ HANDS 


□ FINGERS BP 10 C j'l 
-□ FOOT HR I ~ 
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E'tH~ai;tacnes·· 
O Dizzy or O Fainting Spells 
O _Decreased Hearing 
□ Ringing In Ear 
□ Falfmg Vision □ Eye Pain 
O Double or O Blurred Vision 
O Hoarseness 
0 Pilflculty Swallowing 
□.convu/s_ions/Selzures 


O Stroke O Head Injury 
0 Trem1:ir/Hands Shaklng 
,Ell MuSde Weakness 
.RL,Numbnessmn:gling·sensations 
□ Back Pain 
O Foot Pain O Cold Numb Feet 
D Difficulty Sleeping 
0 Memoiy Loss O Phobias 


D Difficulty Walking 
O Difficulty Speaking 
□ Imbalance 


2ltJeck Pain □ Faclal Pain 
D Meningitis/Encephalitis 
D Weight Loss or D G_ain 
D Unusual Fatigue/Loss of Energy 
O Frequent Ear Infections 
D Glaucoma D Cataracts 


,J,1¥AL iH QUSSTIONNAIRE . . Assoc1ATED NEUROLOGY. s.c. 
' I !11.te.~ . . Dale: r' I )-rf I I Handedness: ~ight □ loft 


If l!QY have had ~ny of the folloMilg symptotns or diSeases, please chock(✓) and Indicate at .what ago. 
0 Frequent Nosebleed$ 0 Bowel Polyps D Crohn's/Colltls O Tuberculosis 
0 Sinus Pain O Sore Throat Stools: 0 Bloody 0 Black 0 Pale 0 Herpes 0 AID$ (HIV) 
d Teeth/Gum Paln/Sleediilg 
D Chronic cough 
O Hay Fever/All<irgles 
0 Pneumonia/Pleurisy 
D Hrortchflis/Ell'lphyserna 
D A.sthm_a!Wheazfng 
D Shortness ot Breath: 


0 On Exertion D Lying Flat 
□-Chest Paln or Tightn9ss 
0 High Blood Pressure 
□ Heart Murmur 
□·irregular Pulse □ Palpitations 
0 High Cholesterol/Fat 
0 SWOiien Ankles O Blo0d-Ctots 
0 Calf Pain When Wafklng 
D Varfcose Veins/Phlebitis 
D Loss of Appetite (recent) 
0 fndigestton/Hbartbum 
0 Persistent Nausea/Vomiting 
0 Peptic Ulcer/Abdominal Pain 


0 Gall Bladder Trouble 
0 Jau_ndice/Hepatitls 
0 Change In Bowel Habits 
lzr-Otarrhea d21-Cons\lpatlon 


[j Hemorrhoids D Hernia 
D Urine Infections (frequent) 
Udnation: D Overnight> lwlce 


0 Painful O Bloody O No Control 
0 D e in Force/Flow 


D Kic!n1 1es 
D Venereal Disease/Genital Warts 
D Urethral Discharge 
D An~mla D Bruise Easily 
D Cancer (Type) ____ _ 
0 Diabetes O Excessive Thirst 
0 Thyroid Disease 
D Arthr/11s/Rhoumatlsrn 
D Bone Fracture/Joint Injury 
D Gout □ Osteoporosis 
0 Rashes O H.i•,es 
0 Eczema D Psoriasis 
D Nervousness O Depression 


□ Contact wiBlood or Body Fluids 
D Blood Translu$1ons 
0 Sexual Problems 
Males: 0 Prostate O P$A Tes! 
Females: Please complete rest. 


Menstrual Flow: 
Age Slarted ___ _ 


0 Reg. 0 lrreg. □Pain/Cramps 
Dciys _of Flow __ 


Length of Cycle __ Days 
1st Date of L-ast Period ___ _ 


Number of: 
__ Pregnancies __ Abortions 
__ Miscarriages __ Live Births 


D Pain/Bleeding Durlng Sex_ 
Birth Control Method ____ _ 
It B.C. Pill, Name _____ _ 


O Moodiness D Excessive Stress D !"nlertility History 
O Mental Illness 0 !=lushing/Menopause 
O Chicken Pox [1 Polio O Mumps Date of Last PAP Test ___ _ 
D Measles O German Measles O Normal D Abnormal 
□ Lyme msease Date of Last Mammogram 
0 Rheumal1c Fever D Scarlet Fever D Normal O Abnormal 


o lndfcflte the yelcr of hospitalization and the reaso11. Do not Include normal pregnancies. 


I ' I 


Ust all that 
you take 


include those l-------------+-----------+------------1--/-..!'-'=c'.LC..::'-'------4 
you buy 
without a 


prescription. 


• • If 1YJ:L blood ,elativ.Q has suffered any of the foflowin!k please check below and indicate which relative . 
D Eplfepsy {Seizures) D Glaucoma D Anemia Cl High Blood Pressure 
0 Migraine Headaches D Diabetes D Bleeds Easily O High Cholesterol 
D Stroke O Thyroid Goiter O Clotting D'lsorder □ Alcoholism 
D Other Neurofogic Disease O Hay Fever D Arthritis D Genetic Disease 
O Mental l!lne:::s:,:s ______ c:□c:A:::s:::t:::lm:::1:::a ___ _;O=-'l.'.:·le:::a:::11:::D:::l:::s•:::· •:::s:::o __ :::□c!.::C:::•:::"::.c•:::1_i(.:.TY~P:::•'.!.).c-======c-1-============-l 


Alcohol: f/2 Drinks/Week Coffee: -2.,Cups/Day Cigarettes: ,.L_ Packs/Day tor Ei!!._ Years Regular exeroiso: 0 Yeo BNo 


-~~=--~------S_t_re_o_t _D_ru~g~s_: ~.,""02,=h!c=·:;=. ·c=====<=============~-1 
ChOfestero!, _________ _ Sugnr __________ _ Other Blood Tests _______ _ Rectal __________ _ ChestX-Ray ________ _ Cardiogram ________ _ 
T.B. Test Eye Exam Dental Exam 
OAngiogram ________ _ 0 MRI Scan of Head _____ _ 0 Lumbar Puncture (Spinal Tap)~--
□ CT Scan of Head ______ _ CJ MRI Scan ol Nack □ EEG ·(Brain Wave) _____ _ 
□ CT Scan of -Neck ______ _ O MRI Scan ol Lower Back __ ,., _____ _ OEMG ________ _ 
D CT Scan of Lower Back Cl Neck X-Rays __ □ Mye!ogram 


H ~$ HAFKEY BUSINESS SOLUilONS, INC. 630f29!'Hr232 
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10/14/2013 15:54 FAX l.8479560433 Hand Surgery Associates 


• •,•~,;.'. '~•• ;, • r: .:•,',~) '•• ,'/, O,• • • •• •~• •,-• . . . r.. :.'• . : ... ·:··_·"' ·~. 
Associated Neurology{S.C. · 


MrtCHELL·S. GB.OBMAN, MD. 
KARllN Ji', L8VIN, M;D. . 


N)llJllOJ"W6'?!-0qXU~1! _: -~::::..~ 


. TesjNo.: 11:<J&fa ·(·Dlll~<?fR<llm~:-~~~ Name: Dulbc,g, Paul 


.Mcd.1•11.· 
'Wd,t 


. l!lbo>, 


lR..,.it -· Hc:Ji,,,,dbow 
Ab4Y.04llbow 


-, ... wm!: ;;1~1m:s . 


N-
l!&cllan.R 
lllnnr.B 


L4llau,y 61111]1ii.de .s.c-


3.9. · 9.1 m'V 
8.8:ma 6,.1-mV w;i;._l!lwW 


2.g .. .. !0..:"1-.V 
64 .. 10.l·m"tf V/l-i,t,/3clow .cn- • • . 
t.7'.., ·. 9..Smy B•low el1>o<v..Abo"' eU,ow .. . 


M-~ ll'-La<eucy 
;)JI-,. 30., ... 


. 29.... .2'1.3·ms 


Smmr N,m,~!llfSlOJ!! · 
11.rroand Slf4, . • 01..t )'c,lo; Amp_. -· ~I 


~ l,m:oq, 
'M,,J!u.~ 


·1,J' .. W)i<t-Olg~ll (lnd<x .._). Di#lI(wl<x (mg ~9 ... . 22',v. 
t1l.w.R ~v,wi,,,ti,,gct) D!gil V (llU!e OJ,g z..ll_. 1.~- :m~v 


"----------:..-___ ..... ' 


~. 
l)ffl>....,. 


DI,- c;i::; 


•. 


· SZ.1«. _4..-,_ i$S mp'1 


~-3-JM ',1110~. $!!,:inf• 
~.:inm . : ,oo QUl1. Gin,, 


. 1,,.-.y. :lll""'""' .Cmul-.·-
l)IIJ'..,.... V.lacily 


,2.3Jl(l!l .- 130·- 's1ml4 


:LO"tm: ·j1Q~. 55..,, 


· : fotttnn,tati~n; NC\,'.: Mo\Of': Rlght.medi;t11.and ·ulnar.w.i>r.or~nseii lll'e ~-11;onl!a1 limii&. 
F-wave: 'Risht, median and ulnu f~waV<I!' ..., within oo,w~ limits. $Msqry: :!Usht median ah4 
ulnar respo~se• ""'w:•tl>in =ttl limite: ' · ' 


' . . . . 


.C2nclg!oos; No ·e1ectroplty~i!>logic e~idooco· of diffuse, ~!Olitopathy .. . . . . . . ' . . ' . . . . 


liil 0027 /0039 


j,,CJt,Q6vSlt,8 kS0"10~031Jtt:JOSSU !,Hli,,l OOT 2102 l.ll qa_,, 


10/14/2013 02:58 pm Paul Dulberg DOB 03/19/1970 32/41 
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T1 


C2 


03-J'::: -;:,: 
: 1 .. : 


SENSATION 


HEAD 


UPPER EXTREMmes 


THORAX 


ABDOMEN 


LOWER exmeMmes 


SADDLE GENITALIA 


~ .. 
I •.• 


C8 
) .. . : ... . ~ 


... ::.~ ~ 
•. : Ofrum 


T1 


·:::: ::::::;-\\/ 
.fSi... • •• .,; ·• 
,;:...,. ___ ,-.: 
····· --·· -- . -... 


LS .. : 


s1' ":: . . .. .. . ' .. . ' : . 


' . . : :' .. . . . . . . . ' . ' 
' . 
': 


·. ·• 
· .. 


, 


C, 
: ; 


•. ·,~ b : LS ~- •• • •• :-:-. 
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AS~· ~IATED NEUROLOGY, S.C. /f!r q,Myj__({l)..v 
Mitchell S. Grohman, M.D. Karen F. Levin, M.D. Phone (847) 549-0055 h--qq;\"'"i:f;::~g-~7wv5q~t~ 


~ ?~~/~ ~~------
Phone#: Home,( 8l/]} l/q 7 ~ l/ J;?SCJ Work:. ________ _ 


Send additional copy of report to: __ ~-:-J._,u:~=.1.C/-=.~:;.S~----,---------------­
Diagnosis 6 f D 1:fUUr'l'l~ R/o TuJAroYV\,Ck 


I 
0 With Contrast 


0 MRI 
0 Brain 


0 C-Spine 


0 T-Spine 


0 LS-Spine 


0 Without Contrast 


D anesthesiology administer sedation is medically 
because of 


0 MRA ~,:J- ,.. 95 0 IntracranialL_ __ _.!~~!:::!::..J~~~'0'-"~j· .,!R.S;LJ,nJ!O]!:_Y)l.:1i!)_~ t..- ~ 
0 Extracranial~--~=---~===~-=-___:rF::.,___.. 


0 Ultrasound ___________ _ 0 X-Ray _________ _ 


D er____________ D With Contrast 0 Without Contrast 


0 Ecbo O TEE O 24 Hour Holter O Tilt Table To be read by Dr., ___________ _ 


□ EEG may sedate using gram(s) chloral hydrate ifnecessaryO 


□ Labs 
D carbamazepine 0 phenytoin 


0 valproic acid 0 gabapentin 


0 proteinC 0 protein$ 


0 CBCw/plts 0 folate 


0 thyroid profile 0 TSH 


0 hepatic profile □ PIT 
0 basic metabolic profile Oa12 


0 glycobemoglobin 0RPR 


D immunofixation 0 homocysteine 


□ 


0 Mitehell S. Grohman, M.D. t14J Karon F. Levin, M.D. 


Other 


0 phenobaroital 


0 lupus anticoagulant 


0 antithrombin Ill 


0 activated protein C resistance 


D anticardiolipin antibody · 


0 sedimentation rate 


0 ANA with reflex testing 


0 comprehensive metabolic profile 


0 Acetylcholino receptor antibodies 


□-------


Date 
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·. f MidAmerica 
, Hand to Shoulder Clinic 


OAKBROOK TERRACE 
1 TraosAm Plaza Drive, 


Ste, 460 
Oakbrook Terraoe, IL 60181 


P B30,317.7007 
F 630.317,7068 


LOCKPORT 
10810 W. 159th St. 


Ste, 103 
Lockport, IL60441 


P 708,237.7200 
f 708.237.7201 


PALOS HEIGHTS 
10330 S. Robe~s Road 


Palos HIiis, IL 60465 
P 1oe.2J1.noo 
F 70B,237, 7201 


HISTORY & PHYSICAL 


LIBERTYVILLE 
H 19 Peterson Road 
Libertyville. IL 60048 


P 847.247.0547 
F 847.247,0540 


SCHAUr,'laURG 
1990 Sast Algonquin Rd. 


Sta. 200 
Schaumburg, IL 80173 


P 847.303,5790 
P 847,303.5795 


PATIENT: Dulberg, Paul AGE; 41 years old EXAM DA TE: 12102/11 


CHIEF COMPLAINT; Right forearm pain. 


HPI: Patient is a 41-year-old male who is righHiand dominant. He was referred by Dr. Karen 
Levin, MD, neurology, for evaluation cf an injury he sustained to his right medial forearm in June of 2011. He apparently was using a chain saw when he accidentally struck the volar medial aspect of his right forearm In roughly the mid forearm range with a chain 
saw. He had a large open wound down to muscle. He was seen in the emergency 
department where the wound is here it at the muscle was sewn together and the skin 
was closed, He followed up with his primary care provider. He has noted persistent pain 
which he describes as intermittent and shooting in character radiating from the laceration 
site. He occasionally has intermittent numbness and tingling In the ring and small finger. He reports grip weakness and no endurance with wrist ffexion and gripping. He has not had therapy to date. He did have an EMG/NCS performed by Dr,Levin in August of 2011. 
Per the patient the study was normal. I do not have that study available at this moment. He currently is not working but is a graphic designer by training. He reports using a 
complJ!er mouse for 20 minutes causes significant forearm pain. 


MEDICATION: Patient has no aurrent medications. 
ALLERGIES: nkda 
REFERRAL SOURCE: Nol Referred By 


ILLNESSES: 
OPERATIONS: 
SOCIAL HISTORY: 


FAMILY HISTORY: 
OCCUPATION: 


ROS: 
~ad and Neck: 
2. Heart 
3. Lungs: 
4. GI: 
6, GU: 
6. Neuro: 
7. Musculoskeletal: 
a. Abdomen: 
9, Heme/lymph: 
10. Other: 


PHYSICAL EXAM: 


Arthritis 
Ulnar Nerve Transportation: Active 
Alcohol - Denies 
Marital Status: Single 
Smoking: current every day smoker 
Diabetes 
Graphic Designer 


system reported as normal by patient. 
System reported as normal by patient. 
System reported as normal by patient, 
System reported as normal by palient. 
System reported as normal by patient. 
As per HPI. 
As perHPL 
system reported as normal by patient. 
System reported as normal by patient. 
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Vitals: 
Appearance: 
8kin: 
Neuro: 


Vascular. 
Focused Exam: 


IMAGING: 


ASSESSMENT: 
DIAGNOSIS; 
PROCEDURES: 


PLAN: 
Plan: 


Prescription: 
Work Status; 


Report Date: June 21, 2012 Patient: Dulberg, Paul R DOS: 12/02111 
No data for Vitals, 
No distress, good color on room air, Alert and cooperative. 
Bilateral upper ex(remities: no open wounds or skin changes, 
Bilateral upper extremities: Median, radial and ulnar nerves are motor and sensory intact. Light touch intact all digits, no weakness or wasting. 
Bilateral upper extremities; palpable radial pulses and brisk capillary refill. 
Examination of his right upper extremity reveals his elbow tias normal painless range of motion. No focal tenderness to palpation, Collateral figaments are stable. His forearm 
compartments are soft. He has a well"healed transverse laceration on the volar medial mid forearm level. There is no erythema, drainage, or fluctuance at the level of the laceration, There is no tenderness to palpation at the laceration site. There Is some apparent muscle Incongruity. Distally his hand demonstrates no atrophy. He has 5 out of 5 intrinsic strength. 5 out of 5 APB strength. He can make a full fist with full extension of all digits. He does not demonstrate a clawed posture. He has a negative Fromenl sign. He has a positive 
Wartenberg sign. Wrist flexion and extension is 5 out of 5 strength, He has a palpable FCU and ECU tendons at the level of the wrist They have appropriate tension. None today. 


906.1"lATE EFFECT OPEN WNO EXTREM 
99203-NEW Detailed, Low Complexity 


I reviewed findings, treatment options, and recommendations with the patient concerning the forearm complaints he has. I would like to see the official report of the EMG/NCS. We will obtain this report. There Is no evidence of a complete injury to his ulnar nerve on physical exam. His complaints are likely muscular in origin. He may have some superficial sensory complaints as well. f do not think he needs any surgical intervention at this time, I did 
recommend and provided him with a prescription for occupational therapy to work on 
strengthening and conditioning of the forearm muscles. They can also perform some pain control modalities, I would like to see him back In 4~ weeks' time to see if therapy Is of some assistance to him, I wiJI contact him by phone if his EMG is significantly abnormal, Otherwise v,e will discuss ii at the next followup visit, Patient was In agreement with the plan. 


No data for Prescription 
Not applicable, 


Marcus G, Talerico, M.D. 


Referred by: Dr. Karen Levin 
Primary Care Physician: Dr. Sek 
Other: n/a 


Page2 
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·· c,· MidAmerica 
'Hand to Shoulder Clinic 


OAKBROOK TERRACE 
1 TransAm Plaza Orive, s, •. 460 


Oakbrook Terrace, IL 60181 
P 630,317.7007 
F 630.317,7081! 


LOCKPORT 
16610W. 159lhSI, 


Sle. 103 
loekpo~, IL 60441 
P 708,237.7200 
F70S,237.7201 


PALOS HEIGHTS 
10330 S, Rol>erts Rood 


Palos HIiis, IL 60465 
P 708.~37, 7200 
F 708,237.7201 


H I S 


LIBERTYVILLE 
1419 Peterson Road 
Lil>ertyvllle, IL 60048 


P 847,247,0547 
F 047.247.0540 


PATIENT: Dulberg, Paul R AGE: 41 years old EXAM DATE: D1/06/12 


SCHAUMBURG 
19001=ast Algonquin Rd. 


Ste, 200 
Schaornburg, IL 60173 


P 847.303,5790 
I' 847,303.5705 


HOME: 4648 Aden Court PID: 1002454 Mchenry, IL 60051 


CHIEF COMPLAINT; Right forearm pain. 


PAGE 05/06 


Nurse's Notes: Patient doesn't feel occupation therapy Is helping, He com plaints of pain/soreness and loss of strength. MT 
Referred by; Not Referred By 
HPI: Patient is a 41-year-old male who is right-hand dominant. He was referred by Dr. Karen Levin, MD, neurology, for evaluation of an injury he sustained to his right medial forearm in June of 2011. He apparently was using a chain saw when he accidentally struck the volar medial aspect of his right forearm in roughly the mid forearm range with a chain saw. He had a large open wound down to muscle, He was seen in the emergency department where the wound was debrided and the muscle was sewn together and the skin was closed, He followed up with his primary care provider, He has noted persistent pain Which he describes as intermittent and shooting in character radiating from the laceration site. He occasionally has intermittent numbness and tingling In the ring and small finger. He reports grip weakness and no endurance with wrist flexion and gripping, He has not had therapy to date, He did have an EMG/NCS performed by Dr.Levin in August of 2011. Per the patient the study was normal. I saw the patient a proximally one month ago recommended a course of occupational therapy, He has attended one or 2 sessions thus far. I also obtained and the EMG nerve conduction study to review, The patient reports no improvement in symptoms, He thinks that therapy Is not helpful. He feels he is getting weaker, He feels burning In the forearm region. He also asked me about disability paperwork, 


MEDICAL HISTORY: Arthritis 
MEDICATION: 


ALLERGIES: 
SOCIAL HISTORY 


PHYSICAL EXAM: 
Appearance: 
Skin: 


Neuro: 
Focused Exam: 


IMAGING: 


naproxen (Dosage; 375 mg Tablet, Delayed Release (EC,) SIG: Take 1 tablet Oral twice a day Oral Dispense: 90 Refills: 2) 
nkda 
Alcohol - Denies 
Marital Status: Single 
Smoking: current every day smoker 


No distress. Alert and cooperative. 
Bilateral upper extremities: no open wounds or skin changes, Well-healed laceration in the mid forearm region right side ulnar aspect No evidence of Infection, 
Bilateral upper extremities: light touch intact all digits, no weakness or wasting, Elbow with full and painless motion in the right side. forearm compartments are soft there Is no obvious deformity. He has preserved wrist flexion and extension strength, He can make a full fist and has full extension of all digits. He has no intrinsic or lhenar atrophy. He has 5/5 APl3 and Intrinsic strength. He has a negative Froment sign. He does have a positive Wartenberg sign. FDP to the small finger is 5/5, 


Nooe today. 
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DIAGNOSIS: 
PROCF!DURES: 


Report Date; June 21, 2012 Patient: Dulberg, Paul R DOS; 01/06/12 
906.1 "LATE EPFECT OPEN WNO EXTREM 
99213-ESTABLISHED Expanded, Low Complexity 


ASSISSSl\llf:NT & PLAN; 


PAGE 06/06 


Plan: I reviewed findings, treatment options, and recommendations with the patient concerning lhe forearm complaints he has. I reviewed the EMG/NCS which Is a normal study. There is no evidence of ulnar nerve Injury. Given the location of his injury this Is the only significant problem I can Imagine from this wound. There is no evidence of any nerve or tendon irtjury. He may have some residual soreness and some superficial sensory abnormalities butthls should Improve over time. Our recommendation is simply continued therapy. No need for surgical intervention that I can foresee. Unfortunately do not have anything further to offer the patient at this time. I would be happy to see him back In the future on an as needed basis. 


Work Status: Not applicable. 


Marcus G. Talerico, M.D. 


Referred by: Dr. Karen Levin 
Other: Hans Mast(Attorney) 


Page2 
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--Ivov. o. LVIL I:L1rIv1 IVO. JI IJ r. // LV 


FEB·Oi-2012 WED 03:2S PM p, 002 


DYNAMIC HAND 'l'HEn.Al'V 
. '', Re•Evaluallon o/Pr1;gr..-.r, Goalrnml Pl1m of Care 


Pllli.;: :01,.i: l),.,lk,ao~ Physician: Dv:f,.Pt.4.;,p 
l:llagnosl,: ® Eio.aa•,m (p (~n Git ( .y,~oC Date oflajuzy: ~~,1--U-


SUrgloal lb: OaM t,/71/ 11 Proood•re-~Au.dbbA~U>.-tlJll'i~£:_",1~~.~------
Number ohlll" I.I) d,to: ____ _ 


SUllJECTIVE: 
Pain: ?- /IOatrost/b~ /0 /I0withacllvlty/atWOISI ~~j 


Q l!dema: ___________________ -"-~----+---
/ SenuUon; l~•/e5{lw.f j'::J4::wtw ;YMSA!un) 1/{N/11,h, ,..4, 
ir"ioM:__J'_1J'"-l-,:__.1,'U'/.ru!..~~i:!.e."'J....-l"',W.~-l4.../J,J,..t:~4=-.1.1"""4'...Wl...l:l.~l--+~­


i:✓sfmlAth: J..1.M~µJM~J!l!,l.~/!.i:i!,.'2.l!:Y.fil..t-_.ot!,!:!l;l,.ILDRJl'~ild:l..~~!/l,IL,l.J:J/4w. 


l., ___________ -f.J;:8;\:~------~----+--


3.·------------~-------------+---


,, 
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!1VV, IJ, LVJL l,L/IIVI nu, J I l J r , 0/ L V 


FEB-08-2012 WED 03;29 PM p, 003 


Skilled therapy netd'4l fon □ progression of exerciae O cootinu,,d need for manUtll therapy 


PL.A.NI 


Splintlng: __ ~2,;:::._t..1,!z_JJf~e.JJ.!)&!..:J:1..~&,..J&{,j~,Will/r-ru,w~~.M~L--
Othor: _______ ~:!±:~f-11!'.!:½.....\:'.l~:!_!tlJtelL--------+---


J.tu>,,.; err-· ie-11tVI D ***Freq11ency!Dumtloni ___ t.1m~weei<'fo'i"'_' __ wveks ()r ___ additional vis ts••• 
L hav• rr,Hw•d /hit plan of car• and ,.,,..,.1/fj, o COHl/nu/ng nudfor• s,rv/ca ftOln th• dato of thirnpdattd plan ef c re: r~, abo•~ 1,pdotdd pl/Ill Qf CO/'t ti htrein establish,d and w/1/ b, rr,irwod ,wy JO JIJ1:I. 


AddUiona1~••31's/4onoe1111: ______________ ~-------+----


l'LEASE FAX BACK TO: 847•587·3346 


FEB - 9 2012 
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l~UV, 0, LVIL l,L/IIVI 


fEB-08·1012 WEO 03:29 PM 
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' ' ' ! 
' 


I 


~ov O LVIL I 'LOrM 


fEB-08-2012 WED oa:29 PM 
,,., 


Pvoamlc Hand Ibtmlll -Active R.ftr. .... _.Jr Motlon 


(Q a, '.(it) 
Exil'll l>liD l:u;;;f 11 i.,;.,, 
hLo•••J•• 


FIIIXIOn 
E)danuTon 
Abduction 
J'.lidatnnl Rolalfon . ' 
lnter!l'11 Rolllilon 


E·h••••JI. 


Fieldon J 'II iu ,,v ~ 
E,derielon ~ ~, 
PronaUon •. "' I'. -
l'lunloaUon - -, :c < ~ 


= ... . 
Floxlon • • I(",__ 'l~r, 
l:xten;;ill/1 , .... ~ • 0 
Radial nev~lon .. < .. , ,~ 
Ulnar tJAvl•Uon ~ . ,: "-


T'-··-'-
MOP c..t<;l/lslun/Flexhlll 
PIP ~---alonlfllllllon 
Radial Ab<lu!ltlon 
Palmer Abduction 
Qn•oslHon 


·-·--~-;;;.·. 
MCP Eldenslon/F!®an 
PIP E>llun•loo/Flexlon 
DIP c••em,lonJF-~on 
1AM 


•'' 
tnnn~ 


MCP EXtenslon/FIQlllQO 
PIP Extnnslon/flellion 
OIF' Extensloh/FI"' 1,m 
TAM 


Rlri<i Flnoor 
MCI' =·nslon/Flexlon 


· ~IP Exten~lon/Flexlon . 
DIP <'xtenslon/Pl!l!!\an 
TAM 


Sm11.U ftiiiior 
MCP Eidenalo· ~exlon . , DIP c•~nsloh/ lo• 
· nu, ExtcnRlonJ l<lll!Oh 
TAM , ' • 
'!"er,j""nleflnlllale ~, JIA \ ,11, , 


' 


110,JIIJ r. IV/LU 


p, 005 


--._ h .. -~-J. 
Pa!l•nt Name: ........ \. L . -- .. 


(.) •',• ~,, 
~ ., ' 


,j (, 1:;;, 


... ,..~. , .. . ' 


' 


' •ti 


n ,.., .. ,. 
' ....... 


"' . 


.. 


,, 


.. 


.. 


,. 


: ... 
. 


• ' ' 


', t., 
" 







D
ulberg 004590


= = = .,z_ 


::,a 
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. 


.tllld-


T!tuml:> 
MP 
Pt 
LP 
P2 


Index Anger 
P1 
l'JP 


Q!f. 
PS· 


Ring Anger 
p, 


f!E._• 
P2. 


OLP 
PS 


Small F'tnQe:r 


ff 
PIP 
P2 


OlF. 


Volumwi<: ml}· 
Ttia! 1 
Trial2 
T11al3 
Av 


Therapists ttri1lals 


'entN>ime: 
Dale' Oale: ,Dab, 


lnVOll/edLR\-Dlff.T!m<olltedLRI Cll!f. !lovafuiil LRI Ditt 


-=-i- I 


Pate 


Diff. llnYO!vedLR! Di!f_ 


I I - -


" C 


< 


0 


,_ 
C 


,_ 


,_ 
0 
~ 


"' 


" C 


u 
-
u 
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__ NOV, ~. LUIL l:L~rM 


JjN-05-2012 THU 02,15 PU 


. , DYNAll[(C DANO TREMl'Y 
· . Re-Evaluatwn of Pro gr,,~, Goa/J and Plan a/Care 


No, j I lj r. IL/:LU 


P. 002 


Dato: ~atie,i1: • f@i //Ju.Me,,~ ~~ya~ao: /J.,. ~ 
Dlagno!ll•i ({)~. '.~~ ~ I~ 'flffirl). PIIIBofll\lwy;---"'1'='-'-"'--
8'\Q!ioa!Hlc Datt /4•D1K'i1,Prooeduro $,.,,7/ht.tL ~ If{<· • r • • 
Nuiul>or of vliim lo d&to: -----
SUBJECl'IVE: 


Pa!n: !J,--5 II Q at r0>1 / 1ml -~:f.._,/10 Wi!h. acllvil)' / •I wort,! 


,)'!'uncllott/AllL'11 ~ , 
JmpIOV\llllellls;:~rQ_+f,~"'4;,.,ct£.-14~~~1=~.n.:._a~_J/j...:J..:.ia,._.kJt,_,,.P~-....:.. 


. C~tinu,ddlf!iou!lie,:,~~~!:.+,!'4,~;_,~~~r--1~~;u4.:_~ .... , 


80<> tJ.ow ahcct for. , 


.~oiii!C~r/41.rl.tp,.__.~i.u.a,-Mw.::z.2-l.~,J/4l!.....-~-----__jh-­
o sei1,at\\lll! llW.:....a~LJ.!J.td:.__,~i._,.f;...:,,il;;,,.L.,;~vJA~~§:..~,_.---4-'--~ 
~o:M, J,,W....,__¥--...__.....,_......,,=C<t...;,l-L.(IL<."---~;c,.._,1.--1-.J2J-'c~----'-1r--­


✓suMgti\:-113.ig,i'IJ'l-..:.i=..au'_L;.:__.J.J::,,L.:::....aµu,,.~~--,£..--~--1--:-----


-4-~*e/lsntt11t'thlll'apist hupreaHi~n: ./!J.:A:tz.!lr,Q_..dzj.'2-"l£t!\&2:a~~c__,k,..,____tt~:µ'!uc__ , 


□ :00 
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NOV. ti. /VII l:LYrM No. j I I j r. I j/ L V 
.JAN-05-2012 THU 02:45 PM 


p, 003 


-· ··'" ••• ,,, i, 


$l®id tlterllp~ nuded f~r: o,(p'gressiol.l of Oll:1\1:Clse. ~n!lnued m,ed ft,[ lll8l1w.l fb.erapy 


0 othc,:_2~.d.2Z(l.i;.SL.1!:2.~~~.,.JgR1/JIJ4_1J/::i.td..'-;--~~-h:--~ 
l'LAN: 


Sp~fulg:_~----~-----------------~+----
Ot.lim: ______ ~--------------------+---~ 
•~•Freq,11oney/Durafionr ,ii- :i_ tiruffl!/wcctfoi 1{' wew or~-1..2 additiol\lll viii ts .. • 


•' 
Il,averl'llew,pj tht; plan of""'" IUld recertw t1 flol!/lnuing n•adfi,1<,.rvimfrom me° date ti/lhf411Pdaflldpl111J of o ,: the abuv, ' •pdatod p/1111 a/ cart t, heref>t o,tab/llJhu/ tmdwill b~ MillW.d <VffY !IQ.t1'1)'1, ' . . . 


J.D 
l'b:r•l 


PLEA.SE FAX:BACK TO: 847-58Nl346 


JAN 6 2012 
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110.jllj r. 14/LU 
JAN-05-2012 THU 02:45 PM p, 004 


. ' .. 
~'i ,'I:\,. ··i1 A• -j2yn;1mlq H,1md Therapy .. Aetlvo Ra5-;'of Motion P11tl1mt Nnme: ! ,,. t, 
.. v .. ,, 


([1 .((i) 1h' 
4/"J-


Ext1m Data l:U(cll 11 , .... ,.:i-
·t;:omaor 


Flaxioh 
l=xtenslon .,,~-· ... . ' 
At>duo~an 
J:xternal RolllUon , . 
Internal Ro1atlOh .. 


&&J'Qraann ' ' I 
Fex, n f\jf I \.I llfD 
extanGton ~ A ,:-


Proliallon : ., 
I ·" 


Suolnatlon ~ ._,_ ..... Q"."> 


W••2• . . ... , .. Flexlon <,J\ ......... """' SxtehSiOh ., C'>I' = •~O . 
Radial Deviation '., ="'" f I "if 
Ulnar Deviation ~ 'l.l\J.. .:,.,-


Thi,mb 
MCP Ex{enslon/fleXirm 
PIP Extenslon/Flexlon . 


Radial Abduction 
P11lmar Abduetlon , 
0"""llltlon 


lml!lK Elll9~t 
MOP laxtenslon/Flexlo~ . ' 


. ' 
PIP Exlenslon/Flexlon 
DIP =enslon/Fl(j)(Jon 
l'AM 


.•I 


Lona r:IM.r .. 
MCP Extenslon/Flexlon 


··• PIP ExtenGlonwtaxlon 
DIP Ext;,nslon/fleXlon 
TAM 


Rhm Finner ,, 


MOP Extenslon/Flexlon 
PIP Exlenslon/Flexloh ' 
DIP E)d;:ni;lon/f!lexlon 
TAM .... 


Small Flnaer 
MCP El<tenslon/flexlon 
PIP Extenslon/Flaxion .. 
DIP Extenelon/FleXIOh 
TAM. I 


" Therapist lnltlll$' JAH 1 I ><Ar. l ,wJ : " , 
, .. 


; l, 
' 


I 
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wn;stll&bi? crease 
mi<l-~"1.s 
me!,i.,.tpai::, 


urnb 


Mt 
P1 


~ 
pZ 


Index l'lrlg er 


.!:1. 
PlP 
P2 
ou;,· 
Po 


Mcdl1te Fiu.ger 
P1 
J:!P 
t 
.fl!!: 
1'_3 .• 


Rin,r finger 
P1-\ 


PIP-, 
p;,_ . 


DIP 
P3 


!SmaUFmger 


.f1. 


.Ell: 
P2 


DIP 
P:"! 


Vol ometric {ml) . 


'a!ient Name: 
D,ote . Dabe -Date Dale 


Di!f. \l<1YOllied t.R! Diff. l!nvollred L Olff. Involved l. RI Djff •. llnvolved L. Ri om: 


~ 


"'"" = • = = • = = = -= = 
= = -= 


2 
0 


< 


= 
~ 


= -
~ 


-
~ 


= ~ 
es 


= 0 
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~ 


Trial.1 
Tnr•,. 


1"ti"' ~ 
A,rerage 


Ther.,pists Ja"itials 


:; l I I I I J , I I I I I I , I ii~ 
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Dynamic Hand Ttierap;, GiiplPinch. SlroogfjJ Flow Sheet Patient Name: f O • '-{ J&i ~ 
l;:ia~Da!e 


JileasuTeroe11fs: Kg- Lb R L' R L 


Gll1>$1r•llg!hf.lm,t2n¢ pcsi6:<, 


Triat 1 


.!. na . .-- 1 1-..., . ~ 4 .,.., l lf ...... ,'Tl T"l 2 I I I ~1 
TriaJ3 11"' hJL < :.> I , ,_p ! 11,·r ' \ I I ! 
Average: 


Grio ~..,.,.~ 


lnlrlnsics 1st position 


2ndposil!on 


3<dPosruon 


4!t> position 


~ 


Plnchstren 
'1",-


clwci(} 


-~ -~J ,,~ 
1 
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E:xarniners hl.itia!s 
. · ·-:--- ! 
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Nov. 8. tUlt 1 ::JUPM 
DEC-12-2011 MON 10:48 AM 


DYNAililC HANO T.lffiRAPY 


Naine: .p <.4i).,, ~ 04 'ff 
Physlciii.n: l;x: J(..q~~ 
Piagnosis: @) fuv4 


lntttal Evaluatl/Jn 


No. jJ Jj P. 11nu 
p, 002 


:Mechanism of Injmy/Hx of current coll)J)lalnt:......L~ll.lll,$w.,.,L!!?...:{.l!:lJ!'UlU.;;_£!.'~~q._wr1~~'1i'S,OJ,J . 


Surgical HJ,;; D~t,, t?{2.1</(1 Procedll!'C SvJ.,.,ru 1,r.. £iQ. 
Datt, __ ..___ :f'rocedllrtl ________ ~-----+--~'--


l?MH &/or 'H.ir. rolevautto inj111-y: .M.J$j~ia.i.JMl~.:jl,~~~1.ee....!:1.:::il¢¢~~,p..:i,.j;U,11..Q3.;:t.. 


Occupation: _6~4 #-~ 


--=t _ ____,/10 with activity / at wowt 


See ffow sheet fo1·: 
□ Sensation:_· ~)!2__..::,..J:tux:/J&~~2.f.±~:::)1~~0..4J£~±?::::,,_,..,_ __ ~_,i..~---


'C).&ange ofMotioo J..<1~~~~:U~~.}.h.lbe!lk~~.L,..._pD/l4M1~~<-~61,:c~-­


O 'fi<!ema -..!:'J.-.L~o~~....UM±~~~...tb.U~~-------_:\.--­


,Q'Strength _j,....J.t'1'~~~W!!3..LJ1'U~±ll<:ilk:a:O--..S--j..f2.qt;2.!4;.L~-k---~ , 
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dynamic 
HAND THF.f~AP'/ 
1Eir1L-f~lt"Q f.) fl ! t o t l_ Oif 


MAKE CHECKS PAYABLE TO: 


Dynamic Hand Therapy - Fox Lake 
498 South Route 12 Suite C 


Fox Lake, IL. 600201908 
(847) 587-3301 


Paul Dulberg 
4606 Hayden Court 
Mchenry, IL. 60050 


Account# 0042000185 


Re: Paul Dulberg 
Account# 0042000185 
Payment Due: 24604.00 


Due Date: 11-07-13 


STATEMENT 
STATEMENT PERIOD 


10-07-13 


NOTE: THIS IS A LINE ITEM STATEMENT AND WILL 
SHOW ALL ACTIVITY FOR EACH DATE OF SERVICE IN 


THIS STATEMENT PERIOD 


PATIENT MESSAGE: PLEASE CONTACT OUR OFFICE WITH THE 
STATUS OF YOUR CASE AT 815-399-1975. 
THANK YOU. 


=====> 
Make Checks Payable to: 


call our office with questions 
Dynamic Hand Therapy - Fox Lake 


Total 187.00 


12-08-11 97110 Therapeutic Exercise [ 2] 172.00 


12-08-11 97140 Manual Therapy Techniques 75.00 


12-08-11 97035 Ultrasound 59.00 


12-08-11 97010 Hot/Cold pack 54.00 


Total 360.00 


12-12-11 97110 Therapeutic Exercise 86.00 


12-12-11 97140 Manual Therapy Techniques 75.00 


1.~-12-11 97035 Ultrasound 59.00 


0.00 -70.00 o.oo 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


0.00 0.00 0.00 0.00 


117.00 


172.00 


75.00 


59.00 


54.00 


360.00 


86.00 


75.00 


59.00 


187.00 


-70.00 
117.00 


172.00 


7.5.00 


58.00 


5~.00 


360.00 


86.00 


75.00 


59,00 







Dulberg 004598


· ..... ---~iWfl7 
'"o~~ o.oo 54.;o "'-'·\4 ~~ 


Total 274.00 ' 0.00 0.00 0.00 0.00 274.00 274.00 


12-14-11 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


12-14-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-14-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-14-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00' 54.00 


12-14-11 97014 E-Stim Unattended 54.00 0.00 0.00 0.00 0.00 54.00, 54.00 


Total 328.00 0.00 0.00 0.00 0.00 328.00 328.00 


12-15-11 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


12-15-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-15-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-15-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.oo· 274.00 


12-19-11 97110 Therapeutic Exercise [ 2] 
. 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


12-19-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-19-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.oo: 59.00 


12-19-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 
---~----


12-20-11 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


12-20-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-20-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-20-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


12-23-11 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


12-23-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-23-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-23-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


12-27-11 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


12-27-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-27-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-27-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360,00 0.00 0.00 0.00 0.00 360,00 360.00 


12-29-11 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


12-29-11 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


12-29-11 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


12-29-11 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 
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- , F-, --,.' c ;;c; e-;tN=;~~l~~:=·i~{~"'",;""f=!¾=~~=~;i=i1--:=<, f-~·-a1~r=JA~N&~'e_,•·· 


01-03-12 9711 O Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
l-----+------11------1 


01-03-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f--c------+-c=--~-------------t---.,-,-+-----+---,-----1----,-,, f------l 


01-03-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f----+----~------------t----+---+-----t-----, f------l 
Total 220.00 0.00 0.00 0.00 0.00 220.00 220.00 
f--------r-=--=---,--,,.---;----;;-----t----,-+-----+-------1----7 


01-05-12 97110 Therapeutic Exercise [ 3] 258.00 0.00 0.00 0.00 0.00 258.00 258.00 
f------+-,-.,.----!c-c--------------t----,-+-----+-------1----,-,, 


01-05-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
r-T-o-ta-1--+----~------------+--3-1-1-.0-ot---o-.o-o+---o-.-oo+---o-.o--,o o.oo 317.oo t---3-1-1-.0--10 


f-0--;1--0--;9--1--;2~--;9-7~11--;0~T~h-er_a_p_eu-t~ic..,E,-x-e-rc..,.is-e..,[..,2..,.] ---+--1cc7cc2--c.O-,-Ot----,0-.0,-0+---0~ . ..,.00+----0--,.070 f----,0,-.0,-0+---1 "'72,..._..,.00,, 172.00 


01-09-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f--c------+-c=--~-------------t----,-+-----+---,-----1----,-,, f------l 


01-09-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f--c------+-c=-----------------t------+-----+---,-----1----,-,, f------l 


01-09-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
f----~--~------------t-----1----+-----t----i f----
To ta I 360.00 0.00 0.00 0.00 0.00 360.00 360.00 
f--------=-------..,,------------t-----+-----+----.,-,,-----, 


01-11-12 97110 TherapeuticExercise[2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 
f-------f-----J-,------------------t----,-+-----+----.,-,,-----, f------+---,~---» 


01-11-12 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 0.00 0.00 150.00 150.00 
f------t-,-----t,-;--------------+-----+-----+----.,-,,-----, f------+--=-


01-11-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
t-------t-,-----t,-;----------------t-----+-----+----.,-,,-----, 1------+--=---I 1------1 


01-11-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
t--------t-,-----t-,-----..,,-----------+-----+-----+----.,-,,------, f----+------11------1 


01-11-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 -172.00 0.00 0.00 0.00 
t-------t-,----t-,-------------,..,-,----t-----+------+----.,-,,------, f----+------11------1 


01-11-12 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 -150.00 0.00 0.00 0.00 
·-------lf-----1------------+---+----I-----+----< f----+------11------1 


01-11-12 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 0.00 0.00 
1---c------t-c=----------------t---::-:-::-::i---:,-:-:+----=-=-----:-::1 f----+-------11------1 


01-11-12 97010 Hot/Cold pack 54.00 0.00 0.00 -54.00 0.00 0.00 0.00 
1-----~--~-----------+-------+--:--:+----=-----c:1 f----+-------11------1 
T otal 870,00 0.00 0.00 -435.00 0.00 435.00 435.00 


1---c-------=--=-----------.,...-----t-------+--:,-:-:+----=-=---=-=:-::i f----+-------1 
01-16-12 97110 Therapeutic Exercise [2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


1---c------t-c=------------=---------t---:::::-=-+--:,-:-:+----=-=---=-=:-::i f----+-------1 
01-16-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


f----+----1--------------+----+----+-----+-----I f----+-----+1------1 
01-16-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


1---c------t-c=---=-------------t---::---+--:,-:-:+----=-=---=-=:-::i f----+-----+1------1 
01-16-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


1-----~--~------------t----,-::-t------+---,----t----7 f----+-----+1------1 
Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


1---c-------=--=-----..,,--=------t----,-+------+--=---t----:-::1 >----+----+ 
01-18-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


f---;------t-c----f-----------------t----=-,.,-l---:--+---,----t----:-::1 f----+----+1------1 
01-18-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


1------t-c----f--------------t----,.,-1------+---,----t----7 f----+----tl------1 
01-18-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


f----+----1--------------+----+----+------+-----I f----+-----+1------1 
01-18-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


f----~--~------------t----+----+------+-----1 f----+-----+1------1 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


f--------------------t--~-+----+------+-----1 >----+-----+ 
01-23-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


f----+----1----------1------+----+----+------+-----I >----+-----+ 
01-23-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


01-23-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


01-23-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 
f--------------------+----+----+-----t----; >----+-----tr-----+ 


01-25-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 1.72.00 172.00 
1--0-1--2-5--1-2-+-9-7-14-0-+M-a_n_u_a_l T-h-e-ra_p_y_T_e_c-hn-iq_u_e_s---+---7-5-.0-0+---o-.o-o+----o.-oo-+---o-.o---,o o.oo 75.00 75.00 
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-~·,tot' ~c ... '•~'~i11f£.~ 'l!tli 1t,1{11~i~ Ili~i&o 
01-25-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


01-25-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
>----~-->------------+----+----+----+----, r----1 
Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


f-------~-----------+----+----+----+----i 
01-30-12 97110 Therapeutic Exercise 86,00 0.00 0.00 0.00 0.00 86.00 86.00 


>----+--->------------+--~-+----+----+----, e-----1 
01-30-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


>----+--->------------+----+----+----+----, e-----1 
01-30-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


f----+---f------------+----+----+----+----i e-----1 
01-30-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


>----~-->------------+----+----+----+----, e-----1 
Total 274.00 o.oo o.oo o.oo o.oo 274.00 274.00 


>-------~-----------+----+----+----+----i 
02-01-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


02-01-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
r----+---r------------+----+----+----+----j e-----1 


02-01-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


02-01-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
>----~--~-----------+----+---+---->------1 e-----1 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


f-------------------+----+---+----+f-----l 
02-06-12 97110 Therapeutic Exercise [ 3] 258.00 0.00 0.00 0.00 0.00 258.00 258.00 


>----+---+------------+----+---+----+f-----1 
02-06-12 97112 Neuromuscular Re-education 87.00 0.00 0.00 0.00 0.00 87.00 87.00 


f----~--~-----------+----+---+----+f-----1 o-----1 
Total 345.00 0.00 0.00 0.00 0.00 345.00 345.00 


f-------------------+----+---+----+f-----1 
04-03-12 97003 Occupational Therapy Eval 187.00 0.00 0.00 0.00 0.00 187.00 187.00 


f----+---+------------+----+---+----+f-----1 
04-03-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


>----+---+------------+----+---+----+r-----1 0-----1 
04-03-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


04-03-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 407.00 0.00 0.00 0.00 0.00 407.00 407.00 
f---------------------l----+---+------lf----j 


04-05-12 97110 Therapeutic Exercise [ 2] 172.00 0,00 0.00 0.00 0.00 172.00• 172.00 


04-05-12 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 0.00 0.00 150.00, 150.00 
>----+---+------------+----+----+----+r----, 


04-05-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


04-05-12 97010 HoVCold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 435.00 0.00 0.00 0.00 0.00 435.00 435.00 
>-------------------+----+----+----+-------, 


04-10-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


04-10-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
>----+---+------------+----+----+----+-------, 0-----1 


04-10-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 301.00 0.00 0.00 0.00 0.00 301.00 301.00 
>-------------------+----+----+----+-------, 


04-12-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


04-12-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


04-12-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 285.00 0.00 0.00 0.00 0.00 285.00 285.00 
f-------------------t----+---+------l----j 


04-16-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 
f----+---+-------~----t----+---+------l--~-j 


04-16-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f-0-4--1-6--1-2-+-9-70_3_5-+U-lt-ra_s_o_un-d--------+---5..,.9~.0..,.0f---O-.O~O+---O-.-OO+--~O~.O-,O 0.00 59.00 f--5~9-.0-10 


04-16-12 97010 Hot/Cold pack 54.00 o.oo o.oo o.oo f---0-.0~0+--~54~_..,.ooc-1 54.00 
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~'Jlil~:~ RB 0if!!Ji~; 
Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


04-18-12 97110 Therapeutic Exercise 86.00 · 0.00 0.00 0.00 0.00 86.00 86.00 


04-18-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


04-18-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


04-18-12 97010 Hot/Cold pack 54.00 0.00 0,00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


04-26-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


04-26-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75,00 75.00 


04-26-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


04-26-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


04-27-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


04-27-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


04-27-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


04-27-12 97010 Hot/Cold pack 54.00 0,00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


05-02-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


05-02-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


05-02-12 97035 Ultrasound 59.00 0.00 0.00 0,00 0.00 59.00 59.00 


05-02-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


05-04-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
--


05-04-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


05-04-12 97035 Ultrasound 59.00 0.00 0,00 0.00 0.00 59.00 59.00 


05-04-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00' 274.00 


05-07-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


05-07-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


05-07-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


05-07-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 3'60.00 360.00 


05-10-12 97110 Therapeutic Exercise [ 3] 258.00 0.00 0.00 0.00 0.00 258.00 258.00 


05-10-12 97010 Hot/Cold pack 54.00 0.00 0.00 0,00 0.00 54.oo; 54.00 


Total 312.00 0.00 0.00 0.00 0.00 312.00 312.00 


05-15-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


05-15-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


05-15-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


05-15-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
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Total 
05-17-12 


05-17-12 


Total 
05-24-12 


05-24-12 


05-24-12 


05-24-12 


Total 
05-25-12 


05-25-12 


05-25-12 


05-25-12 


Total 
05-31-12 


05-31-12 


05-31-12 


05-31-12 


Total 
06-04-12 


06-04-12 


06-04-12 


06-04-12 


Total 


97035 Ultrasound 


97010 Hot/Cold pack 


9711 o Therapeutic Exercise 


97140 Manual Therapy Techniques 


97035 Ultrasound 


9701 O Hot/Cold pack 


9711 O Therapeutic Exercise 


97140 Manual Therapy Techniques 


97035 Ultrasound 


97010 Hot/Cold pack 


9711 O Therapeutic Exercise 


97140 Manual Therapy Techniques 


97035 Ultrasound 


97010 Hot/Cold pack 


97110 Therapeutic Exercise [ 2] 


97140 Manual Therapy Techniques 


97035 Ultrasound 


97010 Hot/Cold pack 


07-16-12 97003 Occupational Therapy Eval 


07-16-12 97110 Therapeutic Exercise 


07-16-12 97014 E-Stim Unattended 


Total 
07-19-12 9711 O Therapeutic Exercise [ 2] 


07-19-12 97140 Manual Therapy Techniques 


07-19-12 97010 Hot/Cold pack 


Total 
07-23-12 9711 O Therapeutic Exercise [ 2] 


07-23-12 97140 Manual Therapy Techniques 


07-23-12 97010 Hot/Cold pack 


Total 
07-26-12 97110 Therapeutic Exercise 


07-26-12 97140 Manual Therapy Techniques 


---iiil~J~g~ 
360.00 0.00 . 0.00 0.00 0.00 360.00 360.00 


59,00 


54.00 


59.00 0.00 0.00 0.00 0.00 59.00 


54.00 0.00 0.00 0.00 0.00 54.00 


113.00 0.00 0.00 0.00 0.00 113.00 113.00 


86.00 0.00 0.00 
f----t-----1 


0.00 0.00 86.00 86.00 


75.00 0,00 0.00 
f----t-----1 


0.00 0.00 75.00 75.00 


59.00 0.00 0.00 
f----t-----1 


0.00 0.00 59.00 59,00 


54.00 0.00 0.00 
f----t-----1 


0.00 0.00 54.00 54.00 
f----+----< 


274.00 0.00 0.00 0.00 0.00 274,00 274.00 
f----+----< 


86.00 0.00 0.00 0.00 0.00 86.00 86.00 
f----+----< 


75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f----+----< 


59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f----+----< 1--------' 


54.00 0.00 0,00 0.00 0.00 54,00 54.00 
f----+----11--------' 


274.00 0.00 0.00 0.00 0.00 274.00 274.00 


86.00 0.00 0.00 
f----+--~-,f------1 


0.00 0.00 86.00 86.00 


75.00 0.00 0.00 
f----+----,f------1 


0.00 0.00 75.00 75.00 


59.00 0.00 0.00 
f----+-----lf------1 


0.00 0.00 59.00 59.00 


54,00 0.00 0.00 
f----+-----1 


0.00 0.00 54.00 54,00 


274.00 0.00 0.00 
f----+-----1 


0.00 0.00 274.00 274.00 
f----+----1 


172.00 0.00 0.00 0.00 0.00 172.00 172,00 
f----+----1 


75.00 0,00 0.00 0.00 0.00 75.00 75.00 
f----+----1 


59.00 0.00 0.00 0.00 0.00 59.00 59.00 
>----+----< 


54.00 0.00 0.00 0.00 0.00 54,00 54.00 
>----+----< 


360.00 0.00 0.00 0.00 0.00 360.00 360.00 
>----+----< 


187,00 0.00 0.00 0.00 0.00 187,00 187.00 
>----+----< 


86.00 0.00 0.00 0.00 0.00 86,00 86.00 
>----+----< 


54.00 0.00 0.00 0.00 0.00 54.00 54.00 
>----+----< 


327.00 0.00 0.00 0.00 0.00 327.00 327.00 
f----+----< 


172,00 0.00 0.00 0.00 0.00 172.00 172.00 
>----+----< >------j 


75.00 0.00 0.00 0.00 0.00 75,00 75.00 
>----+----< ,_ __ ___, 


54,00 0.00 0.00 0.00 0.00 54.00 54.00 


301.00 0.00 0.00 
>----+----< 


0.00 0.00 301.00 301.00 


172.00 0.00 0.00 
>----+----< 


0,00 0,00 172.00 172.00 


75.00 0.00 0.00 
>----+----< 


0.00 0.00 75.00 75,00 


54.00 0.00 0.00 
>----+----< 


0.00 0,00 54.00 54 00 
>----+----< f---~ 


301.00 0.00 0.00 0.00 0.00 301.00 301.00 


86.00 0,00 0.00 
>----+----< 


0.00 0.00 86,00 86.00 


75.00 0,00 0.00 
>----+----< 


0.00 0.00 75.00 75.00 
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TN$JJ!!.A,1j~, c ei\n~Ni'i · .. ·•e·A•p·•·•·•'r···~N· .. c0•·.5· .. •.·•··.• ,-:ap;t:;~~g'tfi ~c. S'A~:~:j "' ........ ···•··· -~~-1 
0.00 59,00 59.00 


----1 
07-26-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


1---_J __ _L __ __:_ _______ -+---+----+---+----+ 1-------l 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


f--,-,-,------=-------------1----+---+-----I-----I 
07-30-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


f--c---+----tc--------------1----+---+-----I-----I 
07-30-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


----+---tc--------------1----+---+-----I-----I 1-------l 
07-30-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


f-----.L,---~------------1----+---+-----I-----I 1-------l 
Total 301.00 0.00 0.00 0.00 0.00 301.00 301.00 


f-----~--=--------------1----+---+-----I-----I 
08-02-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


f----+-c=-f---'c-c---------+---+---+-----+-----l 1-----1 
08-02-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


f-0 78--.0"'2--1-.2-+-.9=-7occ3cc5+U~lt-ra_s_o_un-d,---.:..:.. __ _:_ ___ +--=5cc9-._0701---.0-. 0-.0+---0~.~00+----,0-. 0--lO 0. 00 59.00 1---5-9-. 0-10 
----t-----1 


Total 220.00 0.00 0.00 0.00 0.00 220.00 220.00 
f-'-""-'cc--r~--.--~-----=---------f-----,-...--+-----+---+-------l 


08-06-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
1-c---+--c+---'-c---------+----+----4----1----+ 1-------l 


08-06-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0,00 75.00 75.00 
f--,----+----+--------------1----+---+----1------11----+---...,.;1--·--··· 


08-06-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f----f--4-------------+---+----+---+---+ f-----1 


08-06-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
1-----~--,.__------------1-----+---+----1------1 1-----1 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


f--c---------------------1'-----+---+----1------I 
08-09-12 9711 O Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


1-----+---+-------------11-----+---+----I------I 1-----1 
08-09-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0,00 75.00 75.00 


f--c--------------------1----+---+-----1-------1 1-----1 
08-09-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0,00 59.00 59.00 


f-----+---+c-------------+---+---+-----1------l 1-----1 
08-09-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 f------J._ __ L_ __ _;_ _______ -+----+---+----1-----l 1-----1 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 
f-'-""-'cc--r~--.--~-----=---------f----.-...--+--...--+--~+-------l 


08-16-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
1-c---+---f--'--.c---------+---+---+-----+----1 1-----1 08-16-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
1-c---+----f-----,--'--=----=----+---+---+-----+----1 1-----1 


08-16-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
1-c----+---f--------------+---+---+-----+----1 1-----1 08-16-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0,00 54.00 54.00 I----L__ __ L_ __ _:__ _______ -+---+---+----+----1 1-----1 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 
-'-'-C::..-.---~-c-c,-----c-=-----~----1'----c=-~l---...--+--~+-------l 


08-20-12 9711 O Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 
---,-...------+----l------'-c=-----,---c.:...,..:----1---.-~1---...--+-----+-------l 


08·20-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
___ ___L __ _.L ____ :..:__ __ _:__ __ -+---+----+----+----i 1-----1 
Total 247.00 0.00 0.00 0.00 0.00 247.00 247.00 
--------------------1----+---+----+----1 


08-23-12 97110 Therapeutic Exercise [ 4] 344.00 0.00 0.00 0.00 0.00 344.00 344.00 


07-26-12 97035 Ultrasound 


To.ta! 344.00 0.00 0.00 0.00 0.00 344.00 344.00 
l--'--------------------1-----l-,.---+------l-----l 


08-28-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
1-----+---l----'-----------1-----l-,.---+------l-----l 1-----1 


08-28-12 97140 Manual Thempy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
l-----+---+------'----'-----l-----l-,.---+------1-----l f..------l 


08-28-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
l-----+---+-------------1-----l-,.---+------l-----l f..------l 


08-28-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 
1-----L..--1---1----------+-----l-,.---+------1-----l f--------l 
Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


1-----~---------------1------l-,.---+------1-----l 
08-30-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


1-----+---l----'----------+-----l-,.---+------1-----l f--------l 
08-30-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
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\\'~Bkl\'(!¥'i".l&~ i;ll~l~i,_ -~{gl~ae ·,•:-ci:~rii cc:•c••:. 0.00 0.00 0.00 
0.00 54.00 54.00 


Total 215.00 0.00 0.00 0.00 0.00 215.00 215.00 


09-11-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


09-11-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


09-11-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 301.00 0.00 0.00 0.00 o.oo 301.00 301.00 


09-13-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86,00 


09-13-12 97140 Manual Therapy Techniques 75.00 0,00 0.00 0.00 0.00 75.00 75.00 


09-13-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


09-13-12 97010 Hot/Cold pack 54.00 0.00 0,00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


09-18-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86,00 


09-18-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


09-18-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


09-18-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


09-20-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


09-20-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


09-20-12 97035 Ultrasound 59.00 0,00 0,00 0.00 0.00 59.00 59.00 


Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


09-21-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86,00 86.00 


09-21-12 97140 Manual Therapy Techniques 75.00 0.00 0,00 0.00 0.00 75.00 75.00 


09-21-12 97035 Ultrasound 59.00 0,00 0.00 0.00 0.00 59.00 59.00 


09-21-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


09-25-12 97110 Therapeutic Exercise 86,00 0.00 0.00 0.00 0.00 86.00 86.00 


09-25-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


09-25-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


09-25-12 97010 Hot/Cold pack 54.00 0,00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


09-27-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86,00 86.00 


09-27•12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


09-27-12 97035 Ultrasound 59,00 0.00 0.00 0.00 0.00 59.00 59.00 


09,27-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


09-28-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0,00 86.00 86,00 


09-28-12 97140 Manual Therapy Techniques 75.00 0.00 0,00 0.00 0.00 75.0'.l 75.00 
---··---


09-28-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
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09-28-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-02-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86,00 


10-02-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-02-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


10-02-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-04-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


10-04-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-04-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


10-04-12 97010 Hot/Cold pack 54.00 0,00 0.00 0.00 0,00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-05-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 __ ..., __ ~ 


10-05-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-05-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


10-09-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


10-09-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-09-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59,00 59.00 


10-09-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 360.00 0.00 0.00 0.00 0.00 360.00 360.00 


10-11-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


10-11-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-11-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


10-11-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-12-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 36.00 86.00 


10-12-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-12-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


10-12-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-16-12 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


10-16-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-16-12 97010 Hot/Cold pack 54.00 0.00 0.00 0.00 0.00 54.00 54.00 


10-16-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 274.00 0.00 0.00 0.00 0.00 274.00 274.00 


10-18-12 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


10-18-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0,00 0.00 75.00 75.00 
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-,:1~11~1-: RB ;~~lta,r 
-;1:~:i;:1; ·,-9-7035 • Ultrasound 59.00 0.00 0.00 0.00 0.00 '·'" 59.0; •' --~900 


Total 306.00 0.00 0,00 0.00 0.00 306.00 306.00 


10-19-12 97110 Therapeutic Exercise [ 4] 344.00 0.00 0.00 0.00 0.00 344.00 344.00 


10-19-12 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


10-19-12 97035 Ultrasound 59.00 0.00 0.00 0.00 0,00 59.00 59.00 


Total 478.00 0.00 0.00 0.00 0.00 478.00 478.00 


12-12-12 97003 Occupational Therapy Eval 187.00 0.00 0.00 -117.00 0.00 187.00 187.00 


Payme11! PCC CREDIT CARD -70.00 -70.00 -70.00 


12-12-12 99070 Biofreeze Rollon 3oz 14.00 0.00 0.00 -14.00 0,00 14.00 14.00 


Total 201.00 0.00 -70.00 -131.00 0.00 0.00 0.00 


12-21-12 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86.00 86.00 


Payment PCC CREDIT CARD -14.00 -14.00 -14.00 


Payrnent PCC CREDIT CARD -56.00 -56.00 -56.00 


12-21-12 97140 Manual Therapy Tectmiques 75.00 0.00 0.00 -75.00 0.00 75.00 75.00 


12-21-12 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


12-21-12 97010 Hot/Cold pack 54.00 0.00 0.00 -54.00 0.00 54.00 54.00 


Total 274.00 0.00 -70.00 -204.00 0.00 0.00 0.00 


12-28-12 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 -80.00 0.00 150.00 150.00 
----


Pay1ne11t PCC CREDIT CARD -70.00 -70.00 -70.00 


12-28-12 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


12-28-12 97010 Hot/Cold pack 54.00 0.00 0.00 -54.00 0.00 54.00 54.00 


Total 263.00 0.00 -70.00 -193.00 0.00 0.00 0.00 


12-31-12 97140 Manual Therapy Techniques 75.00 0.00 0,00 -5.00 0.00 75.00 75.00 


P;1yment PCC CREDIT CARD -14.00 -14.00 -14.00 


Payment PCC CREDIT CARD -56.00 -56.00 -56.00 


12-31-12 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 134.00 0.00 -70.00 -64.00 0.00 0.00 0.00 


01-04-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 0,00 0.00 150.00 150.00 


Puyr110nl PCC CREDIT CARD -14.00 -14.00 -14.00 


Pc1yment PCC CREDIT CARD -70.00 -70.00 -70.00 


Pc-iyment PCC CREDIT CARD -66.00 -66.00 -66.00 


01-04-13 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86,00 


Pc1yment PCC CREDIT CARD -4.00 -4.00 -4.00 


Payment PCC CREDIT CARD -70.00 -70.00 -70.00 


P:':lyment PCC CREDIT CARD -12.00 -12.00 -12.00 


01-04-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


f--'dy/11(}!1{ PCC CREDIT CARD -58.00 -58.00 -58.00 


F'dvrrn~nt PCC CREDIT CARD -1.00 -1.00 -1.00 
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0.00 -295.00 0.00 0.00 0.00 0.00 Total 295.00 


01-11-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0,00 0,00 0.00 150.00 150.00 


Payment PCC CREDIT CARD -69,00 -69.00 -69.00 


Payment PCC CREDIT CARD -81.00 -81.00 -81.00 


01-11-13 97110 Therapeutic Exercise 86,00 0.00 0.00 0,00 0.00 86.00 86.00 


Payme11t PCC CREDIT CARD -59.00 -59,00 -59,00 


Pny11.1ent PCC CREDIT CARD -27.00 -27.00 -27.00 


01-11-13 97035 Ultrasound 59,00 0.00 0.00 0.00 0.00 59.00 59.00 


F'aymont PCC CREDIT CARD -43,00 -43.00 -43.00 


P<1ymcmt PCC CREDIT CARD -16,00 -16.00 -16.00 


Total 295.00 0,00 -295.00 0.00 0.00 0.00 0.00 


01-30-13 97110 Therapeutic Exercise [ 3] 258.00 0.00 0,00 0.00 0.00 258.00 258.00 


Payment PCC CREDIT CARD -54.00 -54.00 -54.00 


Payment PCC CREDIT CARD -70.00 -70.00 -70.00 


Payment PCC CREDIT CARD -70,00 -70.00 -70.00 


Payment PCC CREDIT CARD -64,00 -64.00 -64.00 


01-30-13 97035 Ultrasound 59,00 0,00 0.00 0.00 0,00 59.00 59.00 


Payment PCC CREDIT CARD -6.00 -6.00 -6.00 


Paymfmt PCC CREDIT CARD -53.00 -53.00 -53.00 


01-30-13 A4466 BandlT Forearm Splint 49.00 0.00 0.00 0.00 0,00 49.00 49.00 


P~1ymr:mt PCC CREDIT CARD -17.00 -17.00 -17.00 


F'avrne1•t PCC CREDIT CARD -32.00 -32.00 -32.00 


Total 366.00 0.00 -366.00 0.00 0.00 0.00 0.00 


02-05-13 L3808 WHFO, Rigid w/o joints 445.00 0.00 0,00 -375.00 0.00 445,00 445.00 


Pc1yment PCC CREDIT CARD -38,00 -38.00 -38.00 


Payment PCC CREDIT CARD -32.00 -32.00 -32.00 


Total 445.00 0.00 -70,00 -375,00 0.00 0.00 0.00 


02-08-13 97110 Therapeutic Exercise 86,00 0.00 0.00 -16.00 0,00 86.00 86.00 


Paym(mt PCC CREDIT CARD -38,00 -38.00 -38.00 


Payment PCC CREDIT CARD -32.00 
. 


-32.00 -32.00 


02-08-13 97140 Manual Therapy Techniques 75,00 0.00 0.00 -75.00 0.00 75.00 75.00 


02-08-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 220.00 0.00 -70.00 -150.00 0.00 0.00 0.00 


02-14-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86,00 86.00 


Payment PCC CREDIT CARD -38.00 -38.00 -38.00 


02-14-13 97140 Manual Therapy Techniques 75.00 0.00 0,00 -75,00 0.00 75.00 75.00 


02-14-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 220,00 0.00 -38.00 -150.00 0.00 32.00 32.00 
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02-15-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86.00 86.00 


02-15-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0.00 75.00 75.00 


02-15-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 220.00 0.00 0.00 -150.00 0.00 70.00 70.00 


02-19-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86.00 86.00 


02-19-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0.00 75.00 75.00 
f----+---+---------------1----+---+-----lf------l c-----<----, 1-------1 


02-19-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 f- ___ .,_ __ L_. __________ ----1----+---+-----lf------l ,-----<----, f------l 


Total 220.00 0.00 o.oo -150.00 o.oo 70.00 70.00 
f----------------------1----+---+-----lf------l ,-----<----, 1-------1 


02-25-13 9711 o Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 
f----+---+---------------1----+---+-----l------l-----<----, 


02-25-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f----+---+---------------1----+---+-----l------l -----<----, f------l 


02-25-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f----.,_ __ L_. __________ ----1----+---+-----l------l ,-----<----, 1-------1 
Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


f----------------------1----+---+-----l------lc-----<----, 
02-28-13 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


f----+---+---------------1----+---+-----l------l 
02-28-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


f----+---+---------------1----+---+-----l------l 1-----l----j 1-------1 
02-28-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


f----+---+---------------1----+---+-----l------ll----+------lf----l 
Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


f--------------------J-~--+---+-------1------IL----i----Jf-----J 
03-07-13 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 


f----+---+---------------l----+---+-------1------1-------1----j 1-------1 
03-07-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


+-0-3--0-7--1-3--+-9-70_3_5-+U-lt-ra_s_o_un--d--------+----5-9-.o-o+---o-.o~o+---o-.-oo+----o-.o---10 ---0.-00+----59 ___ 00""" 1---5-9-.0---10 
---+--------1 


Total 220.00 0.00 0.00 0.00 0.00 220.00 220.00 
f--------------------j----+---+-----J------IL----j----4 


03-08-13 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
+----+---+---------------1----+---+-------I------I -------1----1 '------l 


03-08-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
f----+---+---------------lf----+---+----f------11----lf-----j 1------l 


03-08-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 f- ___ .,_ __ .,_ __________ ----lf-----+---+----f------11----lf-----j 1------l 


Total 220.00 0.00 0.00 0.00 0.00 220.00 220.00 
f----------------------1+-----+---+----f------ll----f-----j 


03-12-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 0.00 0.00 150.00 150.00 
f----+---+---------------lf-----+---+----f------11----f-----j 


03-12-13 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 86.00 86.00 
f----+---+---------------lf-----+---+----f------11----+-------lf----l 


03-12-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
f----+---+------------t----+---+-------1-----11----+-------11----....j 
Total 295.00 0.00 o.oo 0.00 0.00 295.00 295.00 


f-------------------t----+---+-------1-----11----+----I 
03-14-13 97110 Therapeutic Exercise [ 21 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


f----+---J---.:...--------=---.:_----+---+----..--,-,+-----j---,-,-c1 f----+-------1 
03-14-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 f----+---J------,--'-.:_ __ .:_ __ --+---+----..--,-,+-----j---,-,-c1 f----+-------11-------, 
03-14-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


f----+---L-------------+---+----..--,-,+-----+---,-,-c1 f----+-------11-------, 
Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 
f-."'=----------------=---------+---+----..--,-,+-----j---,-,-c1 f----+----


03-19-13 97110 Therapeutic Exercise 86.00 0.00 0.00 0.00 0.00 83.00 88.00 
>-----+-----< 


03-19-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
>-----+-----< 


03-19-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 
>------+------< f------< 


Total 220.00 0.00 0.00 0.00 0.00 220.00 220.00 
f------+------< 


03-22-13 9711 o Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 
f------+------< f------< 


03-22-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 
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03-22-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


03-29-13 97110 Therapeutic Exercise [ 3] 258.00 0.00 0.00 0.00 0.00 258.00 258.00 


03-29-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 317.00 0.00 0.00 0.00 0.00 317.00 3'17.00 


04-22-13 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 0.00 0.00 172.00 172.00 


04-22-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 0.00 0.00 75.00 75.00 


04-22-13 97035 Ultrasound 59.00 0.00 0.00 0.00 0.00 59.00 59.00 


Total 306.00 0.00 0.00 0.00 0.00 306.00 306.00 


07-23-13 97003 Occupational Therapy Eval 187,00 0.00 0.00 -117.00 0.00 187.00 187.00 


07-23-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0.00 75.00 75.00 


07-23-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59,00 


Total 321.00 0.00 0.00 -251.00 0.00 70.00 70.00 


07-29-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 -80.00 0.00 150.00 150.00 


07-29-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -86.00 0.00 86.00 86.00 


07-29-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


' Total 295.00 0,00 0.00 -225.00 0.00 70.00 70.00 


Oll-01-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


08-01-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0.00 75.00 75.00 


08-01-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86.00 86.00 


Total 220.00 0.00 0.00 -150.00 0.00 70.00 70.00 


08-05-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 -80.00 0.00 150.00 150.00 


08-05-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -86.00 0.00 86,00 86.00 


08-05-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 295.00 0.00 o.oo -225.00 0.00 70.00 70.00 


08-09-13 97110 Therapeutic Exercise [ 2] 172.00 0.00 0.00 -102.00 0.00 172.00 172.00 


08-09-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0,00 75.00 75.00 


08,09-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 5.9.00 


Total 306.00 0.00 0.00 -236.00 0.00 70.00 70.00 


08-16-13 97140 Manual Therapy Techn [ 2] 150.00 0.00 0.00 -80.00 0.00 . 150.00 160.00 
---· 


08-16-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -86.00 0.00 86.00 86.00 
--------·-


08-16-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 
. 


I-,-~-~' --·----· 


Total 295.00 0.00 0.00 -225.00 o.uo 70.00 ·to.oo 
08-19-13 97110 Therapeutic Exercise 86.00 0.00 0.00 -16.00 0.00 86,00 86.00 


08-19-13 97140 Manual Therapy Techniques 75.00 0.00 0.00 -75.00 0.00 75.00 75 00 


08-19-13 97035 Ultrasound 59.00 0.00 0.00 -59.00 0.00 59.00 59.00 


Total 220.00 0.00 0.00 -150.00 o.oo 70.00 70,00 


08-22-13 97110 Therapeutic Exercise [ 3] 258.00 0.00 0.00 -188.00 0.00 258.00 258.00 
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08-22-13 0.00 75.00 75.00 


Total 0.00 0.00 70.00 70.00 ...,_ __ _, 
10-02-13 L3808 WHFO, Rigid w/o joints 445.00 0.00 0.00 445.00 445.00 


Total 445.00 0.00 0.00 -375.00 
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dynamic 
Hand & Physical Therapy 


Michelle P. Sharnash, Oii!/t, C1iI 
Clinic Director/Owner· 
Certified 1-/ond Therapist 


www.dynamichandPT.com 


CERTIFICATION 


I, Judith Solmiewicz certify that the 
copies that are enclosed are all of the 
records that you requested for Paul 
Dulberg. 


Date 


498 South r,oute 12, Suite C :: fo)( Loke, IL 6002.0 :: 847.587.330 i +el :: 3,17 _,;e: ,,.•., 
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MidAmerica 
Hand to Shoulder Clinic 


Anton J. Fakhe, .v'ID, FAGS, FIGS 
Gary A. Kronen, MD 


Paul E. Papierski, MD 
Taruna Madhav Crawford, MD 


Marcus G. Talerico, MD 
Jeremy T. Bell, PA-C 


Thomas M. Hunt, OPA-C MBA 


LIBERTYVILLE SCHAUMBURG OAKBROOK TERRACE 
1 TransAm Plaza Prive, 


Suite 460 ' 
:Jakbrook Terrace, IL 60181 


P 630.317.7007 


LOCKPORT 
16610 W. 159th St 


Sulte 103 
Lockport, IL 60441 


P 708.237. 7200 


PALOS HILLS 
10330 S. Roberts Road 


Palos Hills, IL 60465 
P 708.237.7200 


755 South Milwaukee Ave, 1990 East Algonquin Rd. 
Suite 250 Suite 200 


Libertyville, IL 60048 Schaumburg, IL 60173 


F 708.237. 7201 
P 847.247.0547 P 847.303.5790 


F 630.317.7088 F 815.838.8804 F 847.247.0540 F 847.303.5795 


Therapy Prescription 
(X) Hand Therapy ( ) Physical Therapy 


Name of the Patient: Paul Dulber 


DOB: -"0'-"3'--'/1'-'9'---/1'-'9""7""0 ______ Telephone: (84 7)497-4250 


Diagnosis: R forearm laceration with wrist flexor weakness, fatigue, No restrictions 


Special Instructions/Precautions: Strengthening and conditioning, pain control modalities 


Frequency & Duration: ...,1
2
-2,._ __________ times per week x ~4 ___ weeks 


Evaluation and Treatment 
Exercises 
(X) AROM 
() PROM 
(X) Strengthening 
() Manual Therapy 


Splints 
() Static 
() Dynamic 
() Dorsal 
() Hand based 
() WrisVForearm based 
() Volar 
Specific Joint position required: 


() Wrist 
() MP 
() PIP 
() DIP 
() Thumb CMC 
() MCP 
() IP 


Physician's Signature: 


Protocols 
() Flexer Tendon Repair 
() Extensor Tendon Repair 
() Carpal Tunnel Syndrome 
( ) Trigger Finger 
( ) Epicondylitis 


Modalities 
(X) At therapist's discretion 
() Ultrasound 
() lontophoresis 
() High Volt Pulsed Current 
() NMES 
() TENS 
() HeaVCold Pack 
( ) Whirlpool 
( ) Fluidotherapy 
( ) Parrafin 


Miscellaneous 
(X) Home Exercise Program 
() AD L's 
() CPM for home use 
() FCE 
() Work Conditioning 
() Work Hardening 
(X) Per Therapist's discretion 


Scar/Edema 
() Edema Control 
() Scar Control/Massage/Remodeling 
(X) Desensitization 
() Wound Care 
() Soft Tissue Mobilization 
() Sterile Dressing Changes 
(X) Pain Reduction 
( ) Jobst Compression Garment 


Date: 12/02/11 


Scheduled for: _,_T,cue,,,s'-'d"'aLy.,,D'-"e"'cee,m-"-b,_,e,,.r_,60,,2c,0'--'1--'-1-"a"-t ,c3:"'3""0p"'m-'-'----____ at: Dynamic Hand Therapy/ Fox Lake 
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¾II, Hand Surgery Associates, SC. 
~ Hand • Shoulder • Elbow • wrist 


TEL: 847-956-0099 FAX: 847-956-0433 
515 W. Algonquin Rd., Arlington Heights, IL 60005 


J/, ALSIP,BOLING ROOK,CHICAGO, COUNTRYSIDE, ELMHURST, GLENVIEW, OAK LAWN, VERNON HILLS 


PATIENT NAME: / ~ 
DOI:______ DOS:.______ [ MUST BE SEEN TODAY [ ] UPDATED ORDERS [ JrCAN BE RESCHEDULED 


~~AE::~~:S: ~· ~2 VI~~~ ,--TIMES/WEEK C( WEEKS F~~~~EN_C_Y ____ _ 


SITE OF THERAPY ORDERED: SHOULDER_·_ UPPER ARM __ ELBOW __ WRIST __ HAND V PLEASE INDICAT&R L 


ACUTE HAND THERAPY . MODALIIIES /' ~ SPLINTING INSTRUCTIONS 
__ EVALUATE . __:': ULTRASOUND/PHONOPHORESIS 
__k-"l'"REATMENT ELECTRICAL STIM 


AROM FLUIDOTHERAPY 
~ PROM/STRETCHING __ PARAFFIN 
__ Ve_ STTRENGTHENING ~NTOPHORESIS __ DEXAMETHASONE 


BTE __ COLD/HOT PACKS 
~EMA CONTROL BIOFEEDBACK 
__ SCAR MGMT/MOBILIZATION 
_ DJ,SENSITIZATION 
__ V'!'.iOME PROGRAM 


PREVENTION 


WOUND CARE 
__ WHIRLPOOL 


__ DRESSING CHANGES 
TYPE ______ _ 


SPLINTING: STATIC DYNAMIC 
SERIAL STATIC 
HAND BASED THUMB CMC 
SPLINTS ALTERNATIVES 


TO: ____________ _ 


SPECIAL THERAPY INSTRUCTIONS 


FREQUENCY ,fuWORKREADINESS 


FREQ_______ t,/. /. 
SIGNATURE: ----------------------1-.:c._--#----'----- DATE: t f P/1'2-


MICHAEL I. VENDER, M.D. scoTT D. SAGERMAN, M.D. PRASANT ATLURI, M.D. SAM J. BIAFORA, M.D. MICHAEL V. BIRMAN, M.O. 
SIGNATURE OF M.D. CONSTITUTES MEDICAL NECESSITY 


. ,_- r~ 


: ---1,· ,-; J~ 


~ 


I 


I 
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hlf mmd Surgery Associates, SC. 
~ Hand • Shoulder • Elbow • Wrist 


TEL: 847-956-0099 FAX: 847-956-0433 
515 W.Algonquin Rd.,Arlington Heights, IL 60005 


PATIENT NAME: 


?~ROO/,J--IC1'AAG~.0/4,, C-'0'2U¼NT~R:._Y,.S"/ID' .E..-, ELMHURST, GLENVIEW, OAK LAWN, VERNON HILLS 


DIAGNOSIS: 


DOI:______ DOS·~---·__ [ ] MUST BE SEEN TODAY [ ] UP ATED ORDERS /-f6N BE RESCHEDULED 


~ ~ ~ CODE 


THERAPY: ORDER FOR 1-2 VISITS ,:Z TIMES EEK _ _,____ __ WEEKS FREQUEN~ 


SITE OF THERAPY ORDERED: SHOULDER __ UPPER ARM __ ELBOW __ WRIST __ HAND __ PLEASE INDICAl:..!JPR L 


ACUTE HAND THERAPY 
~E11ALUATE 
~TMENT 


MODALITIES SPLINTING INSTRUCTIONS 


__ AROM 
__ PROM/STRETCHING 
__ STRENGTHENING 
__ STE 


-i-T=ISEMA CONTROL 
--~- S;._CAR MGMT/MOBILIZATION 
_ .DESENSITIZATION 
_·_ V_ w HOME PROGRAM 


PREVENTION 


ULTRASOUND/PHONOPHORESIS 
ELECTRICAL STIM 
FLUIDOTHERAPY 
PARAFFIN 
IONTOPHORESIS 
COLD/HOT PACKS 
BIOFEEDBACK 


DEXAMETHASONE 


SPLINTING: STATIC _DYNAMIC 
SERIAL STATIC 
HAND BASED THUMB CMG 
SPLINTS ALTERNATIVES 


/0: ____________ _ 


MICHAEL I. VENDER, M.D. SCOTT D. SAGERMAN, M.D. PRASANT ATLURI, M.D. SAM J. BIAFO 
SIGNATURE OF M.D. CONSTITUTES MEDICAL NECESSITY 


~ 
~ 


~ 
SPECIAL THERAPY INSTRUCTIONS 


WORK READINESS 


MICHAEL V. BIRMAN, M.D. 


"•'··"--\ ,,: 
_,,,. 1.-


' ~-, 
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PATIENT NAME: 


DOI:. ______ _ 


.h[ Hand Surgery Associates, SC. 
~ Hand + Shoulder • ElOOw • Wrist 


TEL: 847-956-0099 FAX: 847-956-0433 
515 W. Algonquin Rd., Arlington Heights, IL 60005 


OK,CHICAGO,COUNTRYSIDE,ELMHURST,GLENVIEW,OAKLAWN,VERNONHILLS 


DOS~: _____ _ BE SEEN TODAY UPDATED ORDERS [ ] CAN BE .RESCHEDLiLED 


DIAGNOSIS: I' CODE _____ _ 


____ 1-2 VISITS y:· TIMES/WEEK y WEEKS FREQUEN;?)\ THERAPY: ORDER FOR 


SITE OF THERAPY ORDERED: SHOULDER __ UPPER ARM __ ELBOW V WRIST V HAN~ V PLEASE lNDICA~R L 


MODALITIES /' /1-,J SPLINTING INSTRUCTIONS ACUTE HAND THERAPY 
E.VALUATE 


~ATMENT 
AROM 


. ULTRASOUND/PHONOPHORESIS 


-,:;;,- PROM/STRETCHING , ,.;..-
L?sTRENGTHENING t I 'I /,..Jr 


__ STE . I 
V'EDEMA CONTROL 


----UcAR MGMT/MOBILIZATION 
~faESENSITIZATION 


ELECTRICAL STIM 
FLUIDOTHERAPY 
PARAFFIN 


__ IONTOPHORESIS __ DEXAMETHASONE 
COLD/HOT PACKS 
BIOFEEDBACK 


C::A-
__'.k"." HOME PROGRAM 


PREVENTION 


SPLINTING: _STATIC DYNAMIC 
SERIAL STATIC 
HAND BASED THUMB CMC 
SPLINTS ALTERNATIVES 


,TO:-------------


~/V'-. 
SPECIAL THERAPY INSTRUCTIONS 


WOUND CARE 
WHIRLPOOL 


FREQUENCY A{;::ORK READLNESS 
__ DRESSING CHANGES 


TYPE ______ _ 


FREQ______ ~ / 
SIGNATURE: _____________________________ --.,,_ _____ DATE:__]_; 


MICHAEL I, VENDER, M.D. SCOTT D. SAGERMAN, M.D. PRASANT ATLUR!, M.D, SAM J. BIAFORA, M.D. MICHAEL V. BIRMAN, M.D. 
SIGNATURE OF M.O. CONSTITUTES MEDICAL NECESSITY ,_ 


~, -l l 


i f ' ___ , 
......... 


I 


I 
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DYNAl\1IC HAND THERAPY 
hiitial Evaluation 


Date: / 'J-/ & ff I --~~------Name: -r ¾_L ~ 'l5 
Physician: VJ.; ::Lc_Q «Z'\,bb9 Date of injury/onset: ~ / '2...1s/ // 


Diagnosis: ® fue&m /di CP<l~'fq of • "4't' &fur;_o,,.­


Mechanism ofinjury/Hx of current complaint: (kaM\;iOJ,i +=, fu--,et1.Kd) - ¥n f./i;fn.'?J~(JN 


'T UVV\UQI\Uvftvd ruJc W pebi:vJi Mm 


Surgica!Hx: Date h(ic;,,/(r Procedure S v}vv-,zd &:----£fJ... 
Date Procedure ---- ------------------~-


Occupation: 6vJ ,pkwr, ~ Hand Dominance 
@J L 


Precautions: ------------------------------
SUBJECTIVE: 
Pain: I ~ 2.- / 10 at rest/ best __ ?:' __ ~/! 0 with activity / at worst 


□ Edema Mo S,{CcD U9/l,yv;~ n,ru d hi IL tlAo 


Q'Strength /___,I u~ VlJ!te..d I I') Es) C:azv4) , "3 ,O~ pu·t,J 


Flexibility: lntrinsics!Extrinsics: ::Tl Ahl .eJvd.,,,,,,,_,,1(·.1, 0, ,v,.} I vifl4A ,qi(,\ , V , 6L 


Function/ADL's: Prior level offunction:____,_,d)i;;,.L---'c:,"----(G,(J~F==-~---------------


Cunellt level of function: ~! UA,/)11') b&,t,,vM1tn,1~) 1,-.J\A.k\~ 1wi ~, ( w~ Iv, v' o·f <I£:? !yp,&fJ,,,,_. 


"T< /l'.l()c01i Joo✓ baa,..dC.£ I penAI)~ r~e..) lMN-1< pvl.?J-1~ ~ o&-cf!J, 
1 
k,,u1,;,,.:,l'-'<'-~-l-r':tr.1. 


OtherRelevantFindings:(t2 ~~\) ~ ) A'OfM~ SI<;) Q1)V\,{: 3/<;-'> Ews-SF,1/1 


Fi)S, 12.f 4f/r; ( f£M,0 
•,'I\ ' 
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Nov, ~- ;!Uli' l :jHM No.3113 P. rnnu 
DEC-12·2011 MON 10:41 AM 


p, 003 


Functlonal Goals: 
Sh 
). W.(~~~~a:i,',,,.~c::.Ji::'.:'.~~:.!.S.A.!~~~~~i,,.l::4~!f/!:::,.f'.~!.,___._, 


Goals dis~ussed wlth p~ent? B"fes □ no Pntient imonn•d cf di!iguosia/progi.,osi~? es D no 


Rehabilitationpot~tial,; 0 e11cell11nt KV'li'ood □ falr _□guarded · Other ____ +-----
PLAl'?, 
Moda!ities.......,l.Afn:+-k:'.I'+----1,L.;).'....... ________ ~------...\------


Matula! Teclwiques ...1:iD'.ll.4~.A!."'1.../h:i.l:l:!l~-+-li!J.~~➔.....&li.':.~-----+~--~ 
· Thetapeutfo ExeroiB~Activitles sJ.c,~ 1. SIA.it Wb J .'. ::t'Git;",_i--~'.'!c-~'h.£~~~~~-­


~ 


Spluiting ____ ~-~------tt-f~t,!;;~~~±i:,~~--~-
Other ________________ !++,+-,,.~+-!Hintt--,-J.,_,-;--t---~ 


Addltional r,,q_uesflJ/ooncoms:: ___ ~------!=:========"--+----


I ceJ"tif.y tl,e 11eedfot the ca services furnished under this care plan date efarcmentloned above, The above plait i9 herein establi.;hed and wi/1 be reviewed every JO day., .. 


I I 
1' dale 


•l'U:A:SE FAX BA,CJC AT 847-5117•334 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: ___ _ 


Appointment Detail 


Disclpllne: ____ _ 


Dale: 12 /06 /11 


10693 


12-06-11 03:14pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0cc0c..c1 ____ _ 


OR 


Dx: 


Co" Insurance: _____ _ 


Payor Name: _____________ _ Financial Class: ______ _ 


Tx Time In: .h 3D 
';r/ ;1, 0 


Tx Time Out: _'j,--+c'-"--


# Visits Prior To Today; _o __ of __ 


Units: Q) 
Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


Treatment codes: -~--"fvc..:' ,,,,,·°"A,Q,_,,· ""J""V-P=Jt~nc..·· !..L.·_,.·c;t-,f~-~--~--.----------
SOAP:_~$11:.· v~f2_;..._::,;½:-""J!....v;;L:1:s.---.:.'l .i,,Ji..11:,CIJ""l..1.<2.~1-:µ~~~~~.J.(,e.Lf:~. _______ _ 


FlcN SCALE '" 


LICENSE NO. 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O~T~---


Date: 12 / 08 111 


I lr.FNRP NO 


10693 


12-08-11 04:14pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co - Insurance.· ______ _ 


Injury#: 001 ------- Ox: 88100 Open wound of forearm, w/out 


Payor Name: _f~tient Responsibility Financial Class: 
0
Se,Ec,Lc,.F ____ _ 


.,0: 30 Tx Time ln: ~.!.~--- Units: -~5_· __ _ 
' '' 6' Tx Time Out: __,_( ~(;-"' __ Total Time Based Time: ____ _ 


#VisitsPriorToToday:_0 __ of _8 __ Total Treatment Time: ____ _ 


. V> ¥Vil' a/ -
' ' 


l, 


..,; :_., -


' '" lu· 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipl!ne: _O~T'------


Oate: 12 / 12 /11 


10693 


12-12-11 08:04am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0_0_1 ____ _ 


Payor Name: Patient Responsibility 


Cl-c,o 
Tx Time In:-~( __ _ 


r()M, TxTime Out:~/=, __ 


# Visits Prior To Today: _0 __ of _8 __ 


OR 


Dx: 


Co - Insurance: _____ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S=E=L:..-F ____ _ 


Units:--¥-'"'-"--


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


PAIH sc/,l( '" 
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atient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O~T __ _ 


Date: 12 / 14 / 11 


, 
\ 


LICENSE NO. 


10693 
12-14-11 07:55am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0~0~1 ____ _ 


Payor Name: Patient Responslbility 


TxTlmeOut: 


# Visits Prior To Today: _2 __ of _8 __ 


I ff " " 


OR 


Dx: 


Co~ Insurance: _____ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S,::Ec;:LccF ____ _ 


Units: _a~'.:}~· __ _ 


Total Time Based Time:~----


Total Treatment Time: ____ _ 


P/1.ltlSC/\U'. 
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Patient Information 


Account#: 00-120001 as 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline:_(_:-_, __ _ 


Date: 12 / 15 /11 


Treatment codes: 


p 


t1CENSl1 NO. 


10693 
12-15-11 10:55am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co - Insurance: ______ _ 


Injury#: _0_0_1 _____ _ Ox: 88100 Open wound of forearm, w/out 


Payor Name: Patient Responslbillty Financial Class: SELF ~~-----


l'e'D 
TxTime ln:_~--- Units: __ L/-· __ _ 


-;ct> 
Tx Time Out: ~u~-- Total Time Based Time·, ____ _ 


# Visits Prior To Today: _2 __ of _8 __ Total Treatment Time: ____ _ 


10 







Dulberg 004623


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 12 / 19 / 11 


10693 


12-19-1112:51pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0~0~1 ____ _ 


Payor Name: Patient Responsibility 


Tx Time In: a '?JD 


TxTimeOut: 2/fO 


# Visits Prior To Today: _2 __ of _8 __ 


OR Co ~ Insurance: _____ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: SELF -------


C'" 
Units: ~J ___ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


. 0 ":J-(i ?£: 
Treatment codes: O] '1-· O I O I 1 


, J q 7--/Lio ;@C/":}--/ro 


SOAP: .S ·, 1
' ~f1 J.- /- trf pf_.r, ( A .l<.e ( 


(). 


PAIN SCAL~ '" 
THE:RAPIST / CREDl':NTIALS 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Dlscipline: ...:O:.cTc.._ __ 


Date: 12 120 111 


10683 
12-20-11 12:00pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co - Insurance: _____ _ 


Injury#: _0_0_1 ____ _ Dx: 88100 Open wound of forearm, w/out 


Payor Name: Patient Responsibillty Financial Class: ~S=E=L~F ____ _ 


/·~5 
Tx Time In:-"---- Units: ~5=---


;).. 7j 
TxTimeOut: ___ _ Total Time Based Time: ____ _ 


# Visits Prior To Today: _2 __ of _B __ Total Treatment Time: ____ _ 


-----------------------------------------·----


~--L-l-->---'-_,__-l----1--l--l•~H 
PAl/l SC.'.I.E ,0 


TI-!ERAPIST I CREDENTIALS / 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O::.T:_ __ _ 


Date: 12 / 23 /11 


10693 
12-23-11 10:02am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0::.:0:..:1 ____ _ 


Payor Name: Patient Responsibility 


/'/(}0 
Tx Time In:-'--'-----


cf) 
Tx Time Out: ---1./£):...__ 


# Visits Prior To Today: _2 __ of _B __ 


OR 


Dx: 


Co~ Insurance: ______ _ 


88100 Open wound of forearm, w/out 


Financial Class: ~S'-'E'-'L~F _____ _ 


Units: __ L[..:._ __ 


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


Treatment codes: (() J]C\il> (jJ9 7rr:,,c;· (j/ 9 7; 1/6 (l) <11 I I c) . 
SOAP: :::) : .t~i-/1t){{1? J,-4,11 /2, A(IAI ,.,at,;1~-r1,<.;s{:.,.-,,, ,:xz,/ ,,c<J'-4::,,., da-✓2£'v-r7t2,-;1,!('1 


(l,?v,7~ Q1[tfd cfhi/ /2!,,,,,t /J 4/ £IN/I ,:/:cn·f ,,;:,¼., 1 t,~~""yi 


PNM SCAl~ 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O~T ___ _ 


Date: 12 / 27 / 11 


10683 
12-27-11 01 :56pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0_0_1 ____ _ 


Payor Name: Patient Responsibility 


), ":} 0 
Tx Time In: ---+---


ll ~t ~' 
Tx Time Out:_~, __ 


#Visits PriorToToday: _7 __ of B 


OR 


Ox: 


Co H Insurance:, ______ _ 


88100 Open wound offorearm, w/out 


) 


Financial Class: __,S"'E"'L,_F ____ _ 


Units: _,:;L----
Total Tfme Based Time: ____ _ 


Total Treatment Time; ____ _ 


PAIN SCAl-~ " 
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Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


PayorCode: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 12 / 29 /11 


Treatment codes: 


lHERAF'lsT I cREDENTiALs 


10693 


12-29-1111:13am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co~ Insurance: ______ _ 


Injury#: _0'-'D'-'1 ____ _ Dx: 
88100 Open wound of forearm, w/out 


Payor Name: Patient Responsibility Flnancial Class: _S_E_L_F _____ _ 


I 3 i) 
Tx Time In:-'---- Units: -l:/--1----
TxTlmeOut: 


.) 30 
Total Time Based Time; ____ _ 


# Visits Prior To Today: _7 __ of _8 __ Total Treatment Time: ____ _ 


/ ' /\ 
I I ,, 


,;1A' 


,, j /Ji p: J.,ru 
? 


" 







Dulberg 004628


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 01 / 03 / 12 


10693 


01-03-12 09:34am 


TREATMENT ENCOUNTER NOTE 


Co• Pay: OR Co~ Insurance: _____ _ 


Injury#: ...:Oco0'...'.1 ____ _ Ox: 
88100 Open wound of forearm, w/out 


Payor Name: Patient Respons!bllity Financial Class: .:S,.,E""L'-F ____ _ 


Units: ~«----


TxTimeOut: Total Time Based Time: ____ _ 


#VisitsPriorToToday:_8 __ of _B __ Total Treatment Time: ____ _ 


Treatment codes: G\?"'JO 
SOAP: 1,P ~fx.., '' 


) r- "'--~~·=s <I 
--~b;ill.:1..,.._:_I.:2.J£L.t.£;,,.m..:'.'..__A,..__,2.l~L.4µ:JLL'.:.;'...,,l~w'1:/...--':2:2~:fi:::.~AZ'L'.~____J:JJ:,'1;¼111-\ 
_..Jd4-£4':cM=-=~y___;:j!:ZM'.02'.=:.____..a,:Zllid::J""2.._-+-___t_:;UiiJC!J.+--'"=~=~-'"'=:cz"• l{.a:o 


!)' 
_ _::__\e,!i.JJ"?fl!._!.~!.£;;'-----L<i=<'::lC.1..lid~..L.i,;:~.-dd'(7;~! t,?,:,:nu,,C;_;,:;J~-144J[l_'J.¥i--'"2::LJ=J.1£:.L.,.~-f.KMD!i=>7' 


,/rJ=,1·1/J. 


PAIN S:/,LE 


TI-1E1{APIST I CREDENTIALS 







Dulberg 004629


DYNAMIC BAND THERAPY 
Re-Evaluation of Progress, Goals and Plan a/Care 


Patient: . fadJ JiJLJJ!f/1}11 __ Physician: ~- J!@-1,,;,J Date: l-5-1 l. 


Diagnosis: © :fo'.WJ·1t1a:-,. ;fbC!!-1Lf0fh cg l,Nt{JI -/Pt1dfJ Date of Injury: k>-,,?_f-ll 


Surgical Rx: Date 0-Mt--1 r Procedure S..,_(l.i;[1u/ ,./4, E/2.. Start of Care: / J-b-1/ 
Nuinber of visits to date: -----
SUBJECTIVE: 


Pain: 


Detai]B: +?£& 1) 


l/ -5 /10 at rest/ best ----'--'
0 110 v.ith activity / at worst 


Function/ADL's: 
Improvements:. ~ :jac;nd'/jp,-,Clrf'. , ✓~4D l't½,;r,an ,& dbo b, 1 ✓,:_,, ,.j72:,.,,2dn 
Cqntinued difficulties: µ)1;j;:;;.,f . @·n1 4:¥:Jj/dfl Q,r74akrf Cifl{'e 1'111,,a-,yx,_d;z;,:u-1 t . t , ' . - / 


~,& 1 +??, 1 Jfr fl.a1cnj wf tJ, /?Au,1/i {)a/h._.,, OBJECTIVE: (J l 
Wound/S¢ar:t'?lm:2il;.$/ ~.al1f->fp liJtth q /4~,o .. ,01 (i:'.Y?cef-'2/22;1 ,,),...,_., 4ji2 (±1 /t~ 
See flow sheet for: . 


~ema: ~ .t2,@4?U. Cl/::.(///;:?;:? (),1q? J .ib 
0 


D Sensation: ·1/>JJt oPki iltad o¼J, J: vlTmd G-224/4~,,,,/4 
hoM: 'uf,n1,I ,/ 1''c1 t, Q woui ,/ f;..) cS c> UV¼)*"; 1' 'of ,'5 D 
B"streugih: @ep,,a 1>J I ) 11 (ig_'):. &r'. 'Z · 4 {;;;! · · . ~ r - ·. 0 · 
Treatment sunrrnaryto date: mttP: us i e:2:ai /n-~tl!r. S:-:r.rn, f}.?£!b'h-()Olt:zn,) '111-11,l:i <( Cl~1i4 
fl.m d QJ1o1.f J1Jh,"aza« '4vf,1/~4 , "6o/,2q.1,,,"-,1;?ki;c~~,:2z;_,.--:,7,if .. (_) . I . - • / .) - ' (/' 


Assessment/therapist impression: (<f ®fl?fl:J ,4::,.,y2,-,£1ft=tlnd?f _,,r,,,, Aat:,,.".J Ju./-. , 
4-:?avM";-:/ d1 0 ,,Ji · "/ -h, hJ'.J2tnC1 


· Goals: STG's met: /)l'Y,~s ~ · LTG's met: D yes 
0) ® w "1-£>'ltjy,.&.{-,_ s ' Revised functional goals: '-l.Lt.,1/to ' 


).{Gm{) 1@pz,,:uzlfth .S -8 ° .l:.i 'l pt-1 {)ft1A4! 1:, pw1 {.1!41 


D no 


2. ;1 ~~1 r,;,7:=#PJ ,c;-11 _ i, .Jn_;a/Jr/1 r ab,i~ df, fulhl an4 ~ ,-J?<ip 
. G .,_ 1-c:i 







Dulberg 004630


Patient: _uP{{U.((I.J;:_f____,}l,loal,l,,!J;.;l'.IJJ£Y.'Jfa~11"-v ----­


Skilled therapy needed for: ~gression of exercise Q--t(ontinued need for manual therapy 


PLAN: 


Modalities: !YI tJf 
1 


/). <; . -· .f/2JJ 


Exercise: tl/Lom .JJAn1:> l u \/Ut,1 \ 
' /I ... 


'(v111 c't-.t/6clf( ifo/4 / atl'K"./4 
. . I 


Splinting: ______________ __:_ _____________ -'-----


Other: ______ ~~---'-----------------------~ 


***Frequency/Duration: ol - 3 times/week for if weeks or 6·/:J. additional visits*** 


I have reviewed this plcm of care and recertify a continuing need forservioesfrom th; date of this updated plcm of care; ti,e above 


updated plan of care is herein established cmdwi// be reviewed every 30. days. · 


Additional requests/concerns:-----------------------'------~ 


ocl L., 


Therapist Signature Physician's Signature date · 


PLEASE FAX BACK 'I'O: 847-587-3346 







Dulberg 004631


JAN-05·2012 THU 02:45 PM r. 004 


Dyn;imlc H@nd Tharnpy :. Ac;llve Rar'.~f Motion ' .... Patient Name: 


(w fol -((i) -4,'J 


EXam Date Tll(Ql,-i hS• f:1-
<>ho1.1lder 
Flexion 
l=xtenalon .... ~ .... . . 
Abduction 
E,ctetnal Rotetlon .. 
Internal Rolatlon 


·t::'I'-- -··" 11• Forearm 
' ' Flexion ·;111, i:iiJ • ltt> ' 


Extension ~ -,c 
Pronalion •.-


, 
',. -. ,_·r-


Sunination -;. ~, .... t?<; ... 
. 


Wrist 
'"';~ 


Flaxlon • n -:] ..... -n 
Extension -;le-,,. ,:; '·D ' Radial DeVlallon ~ .. ~ :,._ ( 


' .i:' 
Ulnar Oevla~on " n AL -"~ -


~ 


Thu-b 
MCP EJ<tanslon/Flexion 
PIP Extenslon/Fl6XIO/l 
Radial AbducUon 
Palmar Abdqc!ion 
o~Msltlon 


!D!l!!l< Fll'lgO( 
MCP Exlenslon/Fle)(ion '' 
PIP E:xtension/Flexion 
DIP Extenslon/Rexlon 
TAM .., 
Lonn I',-;;:; 


" 
MCP Extenslon/Flexlon 
PIP Extenslon/Flexlon 
DIP ~nslon/flexion 
TAM .. 


fllna Finner ., 


MCP Extansion/Flexion 
PIP Exlenslon/Fleld<'m 
DIP Extension/.Ple>~lon 
TAM 


Smell Flnaer 
MOP Extension/Flexion 
PIP EX(eMiOn/FIBldOn " 
DIP E><leoslon/Flexlon 
TAM. l 
Theroniut [nltlals' ,,~ 7UV} ·,11,, ... 


. . 
l, 


082St,t,£S'l8,:O1 0t,S0lt,2lb8T 







D
ulberg 004632


iB 
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" "' "' a. 


w 
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0 
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"'" lf) 
IS) 
f'-


"'" [U 
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"'" m .., 
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_J 
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0 
~ 


u. 
f'-.., .. .., .., 
[U .., 
IS) 
[U 
I 


"' ::0 
<I 
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, 


<.. ,.. 
= ' 


ema Flow Sheet ~tien1 Nama: ;;,..~!!. ~~~-~~--,----,.-::--:-----.--- ~ 
. Date . Dale D<>te · Dale' .Oale Daie ~ 


DlfCl!miolved !.. R{ ~i!f. llnvolv'ed L RI Dlff .. llm,olved l. I . ) I I ~ ~~ I f ,: ~ f ~ I ~-- I \ ' I I , Dlff~ r=lved1. RI Diff. Imwl~ed 1-RlDl/[ ;; 
Wlfl:t/lerloll crease '• · Jfa.,.,---, ~ · 110.7· -:. 


1 
\. • • . '=-


miri-meracwpafs · ·-A ' ~,., - · 


~"'1/Pals; 
Thllm~ 


MP .1 
P1 
11' 
f'2 


lnc!ex: rin.9er· 
P1 
PlP 
P2. 


! 
PIP 
Pi 
O\P 
fl3·, 


rung Firtg&r ~; :1 {=~< f-6~-t~~±~=t I· i l ! 1· 1. 
., ' 


DIP 
P3 


.SmaUFmger 
Pf 
PlP 
!'2 


DlP 
PS 


Vol~meitic (rnll 
Tnal 1 .. -,, 
Trial:2. I I I . I I I l 


' 
-.t 


, = 
Trial 3 .' I I . l 1 l· .. I . = = 
n.,,,,,,_,....,. . .. ~ ,' 
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D)'l'lamic Hand Tl'ierapy Giip/?inch, strer,gth Flow Sheet Patient Name: f OJ: ( N ~ 
Enm Oat& 


r.leasu1-ts: KR U, R L" R L 


G~~a, 2nd poo;i\mn 


Trial 1 


•T I Trial 2 I '1t-- l I 7 J . I c ~ I I IL o I / l/:A I I \ j \ 
Trial 3 Tl "' l v L :;, , -,,. v ,, , I 
Averag~ 


Gr\:> CU!ve-Jama.r Dynamomelsr 


ln1rinsics 1st position 


2nd?C$i!!l>l"I 


3rd posll!on 


4th i,osi!i,:,n 


' ' ,::.. .• 


?fT· 
. f •• .i. ,,: .. ,, 
.,; 
J .,· 
-~ !Pinch Stren 


3::.EI (3-jaw chuck) 


0 
I 2-.p1 (pad 


Lateral K• 


Exam!ner.s lnltla1s 


. t , .. ti<·'···~ 
~-~:;.fl, 
~:,u 


l: 


"f\a 
~: , 


..•• ,. 


•. J: 







Dulberg 004634


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 01 I 05 112 


TAEAAP1s1 /CREDENT1AL1i 


LICENSE NO. 


10693 


01-05-12 09:52am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: _____ _ OR Co - Insurance: _____ _ 


Injury#: _00_1 ____ _ Dx: 88100 Open wound offoreanr.,"11'/out 


Payor Name: Patient Responsibility Financial Class: 0S,:,E=!Lc.F ____ _ 


r\30 
Tx Time In: ~h=,; ,. __ _ Units: __ 1/~·--


50 
Tx Time Out:~\~\ __ _ Total Time Based Time; ____ _ 


# Vislts Prior To Today: _9 __ of _16 __ Total Treatment Time: ____ _ 


Pl\ll<SCALE 







Dulberg 004635


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 01 / 09 / 12 


J 
c.y/\1· >-


10693 


01-09-12 09:43am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co~ Insurance: ______ _ 


Injury#: ----'-00'-1'-------- Dx: 
88100 Open wound of forearm, w/out 


Payor Name: Patient Responslbil!ly Financial Class: __,S,:,Ec:Lc:.F _____ _ 


\l 00 
Tx Time ln: -'~--- Units: c; ~~---


I," Q.5 Tx Time Out: _,
1
-\c,,__, __ Total Time Based Time: ____ _ 


# Visits Prior To Today: _11 __ of ~ Total Treatment Time: ____ _ 


PAIi! SCA!.~ 







Dulberg 004636


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


TREATMENT ENCOUNTER NOTE 


Co - Pay: ____ _ 


Injury#: ---'0=02~---­


Payor Name: Patient Responsibility 


OR 


Dx: 


10693 


01-11-12 11:03am 


Co - Insurance: ____ _ 


88100 Open wound of forearm, w/out 


Financial Class: ~S=E=LF ____ _ 


Discipline: _P~T __ _ Tx Time In: /" 0 t{:, Units: --'O"'-----
Tx Time Out: _,_/_/_a._6 


_ Total Time Based Time: ___ _ 


Date: 01 I 11 I 12 #Visits Prior To Today: _0 __ of _1__ Total Treatment Time: ___ _ 


/ 


, /'lJf, 


~ 


- ' 
, !Jt<Ji{a· 


91..::> ~ 
---f.""-"c..1.i~""1.JJ!J'-';'.l"'k'<'.PJ...UL-#,""-"¥./,-!c-;{--..i.;..~~-fl,~ifK.lc.LLfil..L"-""-.tq----l-L~'7'. 


. . C 


' i; ,.': Jt -A i.Ai/11/J 
t.l .,,.,,·,.~ ~, I .,(. f1_ ~ _.( ..t(),f~"J_,.fi. 


, -·t:,T // f/.(';· /-(J-lr.:lir!fc.2/J-<./., ;JI tc<.;.{q{ 
P; . , , /. . ,tL/) .. c.f. tf"UYJt~· ) 0 Y/.!L(}ct:.A.!S'f pt,; 
r . c. , I/ ;.c..1,· I f'//i;· ·t"'· /'4,- f n. U..IC; "Ir( r~c..;CL (;) A' '-UI / ~-+-+-+--.,+,,-,cs-+ce-+-.j--1-+~\-' 


;,( e~l c)1_)•1(/. A ,,,, 
7ERAPIS~REDENTIALS ,/ \ / ( 


'---··- \ (, 







Dulberg 004637


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 01 / 16 / 12 


10693 


01-16-12 07:45am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co - Insurance: _____ _ 


Injury#: _c0e,0:.,1 ____ _ Dx: 
88100 Open wound of forearm, w/out 


Payor Name: Patient Responsibility Financial Class: -'S~E~L~F ____ _ 


//
&'!) 


Tx Time In:-+-'----- Units: ~5~· __ _ 
TxTime Out: ( -11S Total Time Based Time: ____ _ 


> 
#Visits PriorToToday:_1_2_ of~ Total Treatment Time: ____ _ 


Treatment codes: •'l - ·, ·,) · 0 :l •-· +O /0 


SOAP: <;', ' ' 
C). 


P/>,l/j SCAlf 


THERAPIST I CREDENTIALS 







Dulberg 004638


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O~T~---


Date: 01 / 18 / 12 


r 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR 


Injury#: _0;:.;0:..:1 ____ _ Ox: 


Payor Name: Patient Responsibility 


10693 


01-18-12 07:44am 


Co~ Insurance: ______ _ 


881 DO Open wound of forearm, w/out 


Financial Class: _,S"E"'L"-F _____ _ 


TxTime In: Units: _ 4/41-i __ 


Tx Time Out: / ;)_; c!:'/) Total Time Based Time: ____ _ 


# Visits Prior To Today: _12 __ of ~ Total Treatment Time: ____ _ 


IJ?D/0 1 q ?1</1), tJ'"J//t) 


.-1:, ,, '\} ,1/1 
V O • . 
/' /l'l 


,_,s Ju rw",f<:..a 
1~10., •,, ,.; , 


PAIN SCALE 
., 







Dulberg 004639


10693 
01-23-'12 01 :32pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000165 


Name: Dulberg, Paul 


p ayor Code: 00001 


Appointment Detail 


Dlsclpllne: _Oc..T~---


Date: 01 / 23 / 12 


' ' 


Co - Pay: 


Injury#: _0~0~1 ____ _ 


Payor Name: Patient Responslbility 


Tx Time In: --"2=,--7_" __ 
TxTimeOut: ~--I') 


#VisltsPriorToToday:_1_2_ of~ 


~,<'//t1?Y1/\J1v1 ,,v,,/J,1~()-rz00(_/f-
TI-IERAPIST I CREDENTIALS 


LICENSE NO. 


OR Co~ Insurance: _____ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: ..:S:.:E:::Lc..F ____ _ 


Units: ,,,;c;::c;,.._ __ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


ofo 


PAIN SCALE 







Dulberg 004640


10693 


01-25-12 12:12pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: ...:O:..:T __ _ 


Date: 01 / 25 / 12 


Co - Pay: 


Injury#: --'0'-'0"-1 ____ _ 


Payor Name: Patient Responsibility 


,:;(!',c, 
Tx Time !n: ~'-----­


');ho 
Tx Time Out "'j'------


# Visits PriorToToday:_1_5_ of~ 


~1:)t?f,~vv-vvvvr1 '\.,:J ·u-®' £ 
THERAPIST /CREDENTIALS 


1 l!":FNSF NO 


OR Co - Insurance: _____ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: _S_E_L_F ____ _ 


Units: --'5"'----
Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


PAIN SC/,LE '" 







Dulberg 004641


10693 


01-30-12 01:37pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Dlsclpllne: _O~T ___ _ 


Date: 01 / 30 112 


Co - Pay: 


Injury#: _0:c,0c.:1 ____ _ 


Payor Name: Patient Responsibll!ty 


7 ·,,u 
Tx Time ln: -'-''----


Tx Time Out: -'-3_·3_u __ 


#Visits Prior To Today: _16 __ of 24 


l'-'l°C 1 ·ft: r l)·5,, ,{; !-[,' 


Trealmentcodes: Cf+ lv!O, 0/'.:/-/lo, D;-::;o';f°· q?-[)/{) 


OR 


Dx: 


Co • Insurance: ______ _ 


88100 Open wound of forearm, w/out 


Financial Class: ..:S::E::Lc_F _____ _ 


Units: _l+----


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


<'·,s.· ·1•· , I 
soAP: -~ · ~lli:;: _.P&•'\1,,t


0
t[e_lr v 1 '1hb.7 ~,4<7"1.,a•,1~,;{:..-61 d. c, _ 


O· (_f1_,,-} ~/\. 1v J.-(01, 1L · ~/\£ () tz..li :/s,/.J__!!_ , './fJ(_f-~ lo , ,-.,;;,< ..,1< .. , _ 


. r~ . . --., ,1:,..., . - , , 
I( IL·- v~ cc.-,, ti\_. c,l Vi .(/0,. ·). ,-.,. µ..~~ <1c,f-o·-f.--:V- ll ,.v 9 ~1/11 r-tr.11½;, 


,r 1,..,'":?"" i1 11'-,r'-'J a:) 'l- :• l<~t,!r·JJ;d {J r-h-tOi J-r;:,_. .... tf ms j".:,_, :s.l==-


,-!---1--+--1--+-,~+--+-l-+-+• 
PAIN S<),'.LE 







Dulberg 004642


10693 


02-01-12 07:34am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Dale: 02 / 01 / 12 


Co - Pay: 


Injury#: ----'-00'-1 ____ _ 


Payor Name: Patient Responsibility 


Tx Time In: ----!'X'--7-'-D-' _ 
q -,,,o 


Tx Time Out:_-+-_·; __ 


# Visits Prior To Today: _1_6_ of ~ 


OR Co• Insurance: _____ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: ..cSc.cEc.cLc.F ____ _ 


Units: --4+---
Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


Treatment codes: ---L-',,:::J--'=-----f----cL.1.""'-=-_,_+-__,__,_.,__L-"C-t;-,...:,-..,LL"-"-----------­


SOAP: __:1.....:.:.._,,J..U'l,.-,.f4,\L1.i>si!,4~~M,\A4~'1.'.L:;,...Q_f+------4~'----\&<,UJ.-"""'--'--"""""f-"4~-:--;-:-----.--


"--·V(/(/li'.)~-1/J/'lciv:z/4/V -rvU!· " 
THERAPIST I CREDENTIALS 


11r..,NlSFN<1 







Dulberg 004643


JAN·05-20\2 THU 02:45 PM p, 002 


92/LJ:aGod 


. DffiAMIC HAND Tl'IERAY!/' . 
··' . Re-Evaluation of Progt«ss, Goals and Plan of Car, 


l'•~~i: · f@d /.~j l'~yali-;•o: '[b,. ::h(J,u;.J 
D~all•) © ~ ,_~l'tW/Ml CJ~ ~ 
S1'Il!io•l l!x: ~~ t, •olk'---L ( Proa«l11r6 $,,(t/hu/ r,ii, e"A · 
Number of vi,ilo to dot•: ____ _ 


SUJIJECTIVE: 
l'aln1 'i--5 /JO atrost /best 9 /JO wit!> oorh>ity / at wwst 


Pote oHzt)ury~ ~- ,l.f-,u 


Start ofc.te: / J-b- V 


D•lllls: # % t:7e-e . ¥2. ¼ ~/20 # ./4d-➔ er.lo,. J ak,&r oL 
.J'uoctlon/,\DL',: ,1 • -


Jmpro-..me.nts:_ vi, ~-uf'AAm:f' , ~IJlb"---,,.,."""'A-clua rt, 1k .h..,~,,d:1-2 
_ c~~u•d diffi<Ult!•i: ~ , ~ L'f14'o/44 I f'rWal-=/ qf4t I vfflCt&Jja ~ 


oft:ddr I(~ wl' ti-ate~ ~ ' . 
Wov.nd!B-.'/'lknt"l?ta./ 1,ae~ (,,JfCi, q lk.y,, , /2, ~ k ~ on 4-~ 


806 flow sheet tor:. . · · 


-~~~: <IH,.J4-1tr1;, .o;lq-nu_ ~a:,-;, i>rtJP'!,6 . 
0 Sen.oalion:1:0.d: O"l2Ari: r/t4t/ oh<R _,/, ./4x.A ~fu,,.,/4 
.r;_OM: f}l,p-1 ,/1'J ha wr,d-,Lt);/ .s: t.) ,,JJUtP(-I 7''a{.S b 


l 


e-'StteJlglh; ®~~ 1''d /JI!- @"- 'h-71, '!J (0_ _I 


'I'X•$b!A«l1t slllDlilOiy to d~1•:J'u.te....US. t t(}"M ~t-. Srrn, ffa,,a,,. ot£,,,in t (th td-<L dr, 
. ~ '6 ~! I ,/a'}/~ ~/44? I pt,== ~~7 ' 
~nemnent/thera~lstbnl)rewsl.om /!t.al;oJAK} </4-ykieitt½zvt,z# ;..., Anny-, M 
f~ hynott?,,m1--,c 4auM di,e ·.Ji -1' k ..tlkm= 


2, 1 ~ fm:'idw ,s:-# _i, ~,. ~ .;JJ6 A& (Zl'/4· ~ r7Wf' 
- m . <1(-19:n r 


' /ti:iLS 


0t>S0Lt>2Lt>BJ 







Dulberg 004644


JAN-05·2012 THU 02:45 PM 


,., 
Patl.~nt: f!at1J., _J{Lf-..Atvt 


Skilled tlu:ra1,>~ n~ded (or: ~gressio.n of cxeroise g.i(ojitlnued n~ed for menuel. 1ht:rapy 
' ' . ' . 


D othe.(! ~ 4'71-riff, . SV?:J I fR-ev':\ ~.JI Ubd. ; ¥ 
:PLAN: 


M.odallii .. , rnl!f, ,1..£. f(1.JJ • 


l!x•rouo: 14°:_® aOthn,) 1 ~-VII&-/ 1 ¥ _ , ~ ,4x,&:ie~ 
'r~tJ Y¥! ti ,t¼K.-1. > ~"7 412 #uzW 


.' 


p_ 003 


Other: _________ ___,_ __________ ~---------~ 


"'**ll'A"eqo.e»cy/Dtlr'9ti.on,· iJ - 3 fune.i/wellli: foi 1f- v,eeks or !fwf .2 addition9l visits•*• 
' 


1 hav• rrJ/,rw,d 1h14 plan of car• ,md rec,rtjfy d <onttnwng ne,dfors•nial&from lht
0 


dat• 0J'1hu updar-l<f plan ~f care; rbe aha,, · 
1,1,pdat~d plr,r, u/ cur< II hv;i,, ti:ttabli.th•d "'!dwllf b, rw(f)lled tv,ry 30. tlay;, ' 


Additiomluque,1>/co,Joe.rns: _________ :_..., __ ..4-______ c__ _ _:_ ___ .,_ 


l'J.,EASE FAX J'!Ac}( TO: 847-587-3346 


JAN 6 2012 


082St,t,ES18, : 0 1 0t,S0Lv2Lt,B, 







Dulberg 004645


DYNAMIC HAND THERAPY 
Re-Evaluation of Progress, Goals and Plan of Care 


Patient: :Pa u :· b t ii ~ ~ Physician: D 11:f_g,i? g A_.t C;? 


Diagnosis: ® bco Q.~.,, 14'\ lei (,(/,VJ1Pr. Of l AdAoK ~r;-r 


Surgical Hx: Date V, I zt/ {I Procedure --1~911_,,,;J..ch..,,,"',,uil!cJ;,'.....f-ll '"'-~ -;<2:,6. ,pf/,,,., ________ Stait of Care: l?:-/<,,/r, 


Date: ;2/t,,( f;J-..,. 


Date oflnjury: l,o{z -g,/ l,t 


Number of visits to date: _____ _ 


SUBJECTIVE: 
Pain: ?- /10 at rest/ best / 0 II o with activity/ at worst {se..e. ~) 


OBJECTIVE: , v 
Wound/Scar: (!_q,1_, j'= Gu,11


1
!)e,v."J0v,.W1,A.,'-'i 93=;+--•"-"-)<......$,._.c,..o,,,"""11 _________________ _ 


See flow sheet for: o-t,-ti,?vvl--wvJev1 t;;ie.,vt/ \; s~.,:Y. SF 


~OM: 1· 1 1,L . .f' .. eJ✓,,,·w wLe,v"'x-. .,,,,,,/,,. f' . t,~e<a'I- f,..-J. 'lM d u b ,1t:dct.cl 
/ I i • / 


r✓s'trength: J / c), tirv:' 'J" X { ,7 rd. <:,1,1(.{ If' 1£1/\.tv,;,,1'\/,';..( I d;.i-'\.Li,✓.-,!c't>I tinU·, 1sPiul '>,,nit ,,.,i'.{,J {_u,,' 
, ..- V i':,a,·7_. 


Treat111ent summary to date: G,u. /; C ~ {!,;, lb/-,., bt M,•\ Sr,;;.,.., (_d)(1·(111~ ci«<Jf!.AA,,td, ?;o1:,J,,-, / <:;64;./d,,15, 


, ,, \' k l.;l -rz;; -;: I > c ,ztL s'--c 'ti1,,.,,--.e; 


l.. ________________ ~;:1"-0;;.'l,c::./ ___________________ _ 


2. ____________________________________ _ 


3. ____________________________________ _ 







Dulberg 004646


02/08/2012 23:00 8472470540 
~tD·v~-ZUll WED U3:29 PM 


Patient: ft¼ I ~ 


#0849 P.001/001 


P. 003 


Skilled therapy nwied for: □ progression ot' exercise D continued need for manual therapy 
D other: _____________________________ _ 


PLANt 


Modalities: :f !:: k kt (} w J, (h\_ ~(d Uf'tfi e .bt, ~e/.w fvv:~ wJu;g I 
Ex~e: I (lkdenhnn - 1M f$v,e ~ ~ h'\g -h ~ (tjM,O( " b-t.g-Vb« ,7frifz 


f'! ~' ~J.. 0 _ r1o} W4""t, L~:eeJ ,fi ,./w~- Mb 
Splinting: Sf- F'D> ~,e4,M h k.e.. ~cJ.z6P0 b u/mrr#:r:V-.e 
Other: . ~ ,h J-1{.t ~ ~ 'QlCeP, 


1-kP d (Y(' - · 1e.111V1]) k**Frequency/Duration: ____ tlmes/weeic'f.;"'_' __ weeks o, ___ additional visits**" 
J hav• ,·evtewed this p/Qn qf ca,·• and recerti/j, a c<mllnulng need/or seni/ces from the dal~ of this updt,.ted pltJJI ef co~e: the ahwe upr!Qtecl plan of care. is herefn establishod and will b,, revi""""1 e,;e,y 30 dt(ys. 
AdditionalreqnesWe011cern.-: _________________________ 


_ 


-6t}(k,,/I_,µ._~-~--- _"l--'_\if_ .. ~_-· TI1erapist Signature Ph date 
PLEASE )!A,"'{ BACK TO: 847-587-3346 







Dulberg 004647


Cominerit!i . 


,... 
. :· if'-. . .J . :~ f, 


'!i;;. ~{Ii -~--.: : ~~ y 


•• ··.i \' ·' : ., •,·:· 


Filai:nent' · 


... 3 .. n ·,6,61 (Blue) 


. @edUned) 


I <.} 


O\:::! 


Left Volar 


· Semmes-Wein.stein Monofllame,qt 
Sensory Testing Results . 


l)iminj_$edilgbt 'ibuch .. 172 .217 
.;n'ltnirusiied Protecifv.e $ensat1ou .445 i3.5; 







Dulberg 004648


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O-"-T'-------


Date: 02 / 06 / 12 


THERAPIST I CREDENTIALS 


LICENSE; NO 


10693 
02-06-12 07:58am 


TREATMENT ENCOUNTER NOTE 


Co~ Pay: _____ _ 


Injury#: _00_1 ____ _ 


Payor Name: Patient Responsibility 


Tx Time In: __ '7-+--e_ct_-_ 


Tx Time Out: \ (; i!:r"\) 


' 
# Visits Prior To Today; _1_7_ of 2.±.__ 


OR Co~ Insurance: _____ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: -'S'-'E'-'L'-F ____ _ 


Units: __,a."',"'-, __ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


P/>.IH SCAlE 10 







Dulberg 004649


DYNAMIC HAND THERAPY 
Re-Evaluation of Progress, Goals and Plan of Care 


Patient: ~/J JOu~f; Physician: -~ ~(2:41. Date: t/ ~a-12 


Diagnosis:® "fw,flW, -~#nlv:41 't u4n@1 ~ Dateofinjnry: 0-o2J1-{/ 
Surgica!Hx:Date0$// { Procedure ~. 1y,(f1'.) f;J;_ StartofCare: j;l. -{,-(( 


Number of visits to date: -----


SUBJECTIVE: A 
Pain: __ U'---'/10 at rest/best /() /10 with activity/ at worst 


Detai\s: ',;,., /c)/,0, "4W Ccf/UUC/4,;rn ~~'5 .,,;/ Sf'- . rnlJdµ/o _;,,, ?C',n a@ 
~ pcz,,,..-.f f f'Clh-.. e, 9PJ;;;:;iiZj,-U~ 1J I 


Function/AbL's: 
Improvements.:_ -!J.il'.LL,__ _________________________ _ 


Continued difficulties: lw(c/;;7/lrf t? (Ar:1 Gf'/-£7 


~CTIVE: 


See flow sheet for: . 


Dyes Ono 


Revised functional goals: 


1. ti .i> 11P7I 1J1;;z;",_, r:j, 5/iu ca h 2 Cpr:;@-r1t ,t:. 







Dulberg 004650


U4/UlJ/ ZU1-l.: Hi: U'/ ¥AA lM47H5ti0433 Hand Surgery Associates ~ 0001/0001 
APR-03-~012 TUE OJ: 10 PM p, 003 


·' P!ltfont: --'-f?r"""'"JA.._f. ...,,..£~""""""""~'-"'--''-+f.-. ---
Skilled therapy needed for: ~~sion of exercise ~tiuued need fox manual therapy 


PLAN: 


Modalities: &J,. 1/. ~, ( £ - rz;;,,.,., ~ @-;J 
Exerdse: 'fta.#'y>'\ ( iJ11.!/: <Lo/& c ~ \/</A~- ?7& If f&.; 


~1 B'Tl:?cZ;:?~~lid 
Splinting: _______________________________ _ 


Other: ___________________________________ _ 


* **Frequency/D11ration: ,;)_ times/week for __ '-(+-·_ weeks or ~ additional vhits*** 
l hav• m,;ew•d rhis flan of aQl'e and reaertijj, a aoJtmuing need for «ervices j/',m1 rhe dare of thi, updated plrm ef care; the above updat<d plan of care is herein established and will be reviewed every 3q dqys, 
Additional r•q~ests/ooncerns: ____________________________ _ 


Theraplsl Signature 


PLEASE FAX BACK TO: 847-587-3346 







Dulberg 004651


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O:::..,.T ___ _ 


Date: 04 I 03 / 12 


RT Code Description 


A001 PT Eva.I 


A002 PT Re Evar 


A003 OT Eval 


A004 OT Re Eval 


Fooa HP/CP 


F004 Estlm Unattend 


LICENSE NO. 


10693 


04-03-12 03:38pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co - Insurance: _______ _ 


Injury#: _0~0~1 ____ _ Dx: 88100 Open wound of forearm, w/out 


Payor Name: Patient Responsibility Financial Class: _S"-E::.L:::F _____ _ 


Units: 


Tx Time Out: ___ _ Total Time Based Time: ____ _ 


#Visits Prior To Today: 19 of 24 Total Treatment Time: 


Units RT Code Description Units RT Code Description Units 


F010 Vasopnaumatlc Device coos Galt Training 


G001 Ultrasound I F008 Traction Mechanical 


I 8001 Manual Therapy , H003 Custom WHFO Static 


0001 Theraputl c Activltl es H006 Custom WHO Stat\r, 


0002 Naurnmu .. cular Re,E'.d H005 Custom WHFO Dynamic 


C003 Therapeutlo Exercise I H018 Custom HFO Static 


••---1-+------<--+-+-----<-+-f--+-f--+-o 
PAIN SCAlE 







Dulberg 004652


10693 
04-05-12 11 :50am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: ....=Oc.T ___ _ 


Date: 04 I 05 / 12 


RT Code Description 


AD01 PTEval 


A002 PT Re Evel 


A003 01 EV"ll 


A004 OT Re Eva[ 


F003 HP/)::P 
F004 1Estlm Unattend 


Co - Pay: 


Injury#: _0:c0:..:1 ____ _ 


Payor Name: Patient Responslbility 


31:l 
Tx Time In: -<:;,7 __ _ 


Tx Time Out: 4-/JO 


#Visits PriorToToday: 20 of 24 


Units RT Coda Description 


F010 Vaaopneurnatlc Oev!ce 


G001 Ultrasound 


6001 Manual Therapy 


C001 Theraputic Actlv!t!ea 


I C002 Neuromuscular Re-Ed 


C003 Therapeutic Exercise 


LICENSE; NO. _______________ _ 


Units 


I 
-., 


-


OR 


Dx: 


Co~ Insurance: ______ _ 


88100 Open wound of forearm, w/out 


Financial Class: --'S"E"L~F _____ _ 


Units: _ _.(gcb'----
Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Description u,,Lts 


coos Galt Training 


FOOS Traction M"chanlcal 


H003 Custom WHFO Static 


HOOS Custom WHO Static 


H005 Custom WHFO Dynamic 


H018 Custom HFO Static 


PAIN SCALE 







Dulberg 004653


1()693 


04-10-12 0l:40pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 Co - Pay: OR Co• Insurance: _______ _ 


Name: Dulberg, Paul Injury #: _0_0_1 _____ _ Dx: 
88100 Open wound of forearm, w/out 


Payor Code: 00001 Payor Name: Patient Responsibility Financial Class: -'S"'E"'L"F _____ _ 


Appointment Detail 


Discipline: _O_T ___ _ 


Tx Time Out: 


..., \'.:lD Tx Time In: __ ...'.]_,_ __ _ 


'qo-() 
,,{ 


Units: __ , ___ _ 


Total Time Based Time: ____ _ 


Date: 04 I 10 / 12 # Visits Prior To Today:~ of 24 Total Treatment Time: 


RT Code Description Units RT Code Description Units RT Code Description Units 


A001 PT Eva! F010 Vasopneumatlo Device coos Galt Training 


A002 PT Re Eva! G001 Ultrasound FOOS Tractlon Mechanlcal 


A003 OTEval B001 Manual Therapy I H003 Custom WHFO Static 


A004 OT Re Eva! C001 Theraputlc Activities HOOS cu .... tom WHO Static 


F003 HP/CP J C002 Neurom1.u«:ufar Re-Ed HDD6 Custom WHFO tlynamlc: 


F004 Estlm Unattend COOJ Therapeutic:: Exercise H01B Custom HFO Static 


PAIN SCI.LC '" 
THERAPIST I CREDENTIALS 


UCENSENO. ________________ _ 







Dulberg 004654


10725 
04-12-12 10:22am 


TREATMENT ENCOUNTER NOTE 


~ 
Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 04 / 12 / 12 


RT Code Description 


A001 PTEval 


A002 PT Re Eval 


AOOJ OT Eval 


A004 OT Ra Eval 


FD03 HP/CP 
F004 Esttm Un:a.ttand 


THERAPIST /CREDENTlALS 


Co - Pay: 


Injury#: 001 -------
Payor Name: Patient Responslbility 


Units 


' 


,,.o 
Tx Tlme In:-~'·_, __ _ 


') -;,o 
Tx Time Out: ~er __ , __ 


# Visits Prior To Today: _2_1 __ of 24 


RT Code D11scrlptlon 
FD10 Vasopneumatlc Device 


G001 Ultrasound 


B001 Manual Therapy 


C001 TheraputJo Activities 
C002 Neuromuscular Re-Ed 
COO::! Th<>re.pautlo Exorntse 


Units 


! 
-,.,, ., 


;1, 


ff 1) ·~ -
1_./!,\_pfi 


/J .•. ·-· 


LICENSEND. _________________ _ 


OR Co - Insurance: _______ _ 


Dx: 88100 Open wound of forearm, w/out 


Financial Class: ...::S=E=LF'-------


Units: 4: 
Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Descr!ptltm Units 
C005 Galt Tralnlni;i 


F006 Tract!on Mechank:al 


H003 Custom WHFO Static 


H006 Custom WHO Sl<1tlc 


H005 Custom WHFD Oynam!c 
H016 Custom HPO Static 







Dulberg 004655


10693 
04-16-12 10:15am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 Co - Pay: OR Co - lnsuiance: _______ _ 


Name: Dulberg, Paul Injury#: -'-00~1 ____ _ Ox: 
88100 Open wound of forearm, w/out 


Payor Code: 00001 Payor Name: Patient Responsibllity Financial Class: ~S:::E:::lc:_F _____ _ 


Appointment Detail 


Disclpllne: _O_T ___ _ ) 
?,(J 


Tx Time In: ~l~L~-- Units: ___ s..,_· __ 


Tx Time Out: ) ) 1/fJ Total Time Based Time: ____ _ 


Date: 04 / 16 / 12 # Visits Prior To Today:~ of 24 Total Treatment Time: 


RTCodll Descr!ptlon Units RT Coda Description Units RT Code Oescrlp\lon Ur,1t1, 


A001 PT Eva) f'010 Vasopnaumatlc Device coos Galt Tram~nfJ 


A002 PT Re EV'al G001 Ultrasound I F008 Trn...,tion M~ctumlcal . -
A003 OT Eval B001 Manual Therapy I HD03 Custom WHFO S\atJc 


A004 OT Ra Eva! C001 Theraputlc Ac-tfvltlas H006 Costom WHO -Sta,lc ______ ~--
F003 I Hptr.p CD02 No-uromuscu\ar Re-Ed HOOS Custorn\11/l'JFO Oym.rr'c 


F004 Esttrn Unattend C003 Therapeutic Exerclse _;;;,__ H018 Gt.atom hi"'(.) Static 


-----------------------------------------


>-~+-4~-+-+ ·-1•--J--+--·l---+-·i-ll 
µMIS\ ',L~ 1') 


THE~PISr, cREDENllALS 


LICEMSE ND. ________________ _ 







Dulberg 004656


10693 


04-18-12 07:45am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O:;.T.c_ __ _ 


Date: 04 118 112 


R,TCode Oescrlptlon 


A001 PTEvaJ 


A002 PT Re Eva( 


A003 OTEval 


A004 OT Re Eva! 


F003 f.litCP 
F004 Estlm Unattend 


Co - Pay: 


Injury#: ....:;00'--1'------­


Payor Name: Patient Responsibility 


Units 


t 


Tx Time In: __ o.,_· _7_v_· _ 


.. ,-,0 
Tx Time Out: _ __,_/.,,,G'-·. _ 


#Visits PrlorToToday:_2_5 __ of 24 


RT Code Description 


F010 Vasopneumatlc Device 


G001 Ultrasound 


8001 Manual Therapy 


0001 Theraputlo Actlvltles 


C002 Neuromui;;cular Re•Ed 


C003 Therapeutic Exercise 


. ' C? c.>·. 


LICENSENO. _______________ _ 


OR Co - Insurance: ______ _ 


Dx: 
88100 Open wound of forearm, w/out 


F·inanclal Class: sELF -"-'=------


Units: __,L/"-·----
Total Time Based Time; ____ _ 


Total Treatment Time: 


Units RT Code Descrlptlrm lJn\t:s 


coos Galt Training 


I FOOB Traction Mechanical 


J H003 Custom WHFO Statlr: 


H006 Custom WHO Static 


H005 Custom WHFO Dynamic 


I H010 C1.1stom HFO Static 


PAIM SC/\LE '" 







Dulberg 004657


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: D0001 


Appointment Detail 


Discipl!ne: _0::.T_:.__ __ _ 


Date: 04 I 26 / 12 


RT Code Oescrlptlon 


A001 PTEval 


A002 PT Re Eval 


A003 OT Eval 


A004 .QT.Re EV<1I 


FOOS ' HP/li;p 


F004 stlm Unattene1 


10693 


04-26-12 01 :42pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: _0;c:0'...'.1 ____ _ 


Payor Name: Patient Responslbility 


Unlls 


Tx Time In: ~o!~!) __ _ 
~30 


Tx Time Out: -J • 


# Visits Prior To Today: 26 


RT Code Delicr!ption 


FD10 Vasopneumatlc Device 


G001 Ultrasound 


8001 Manual Thernpy 


C001 Thernputic Actlvlttee 


C002 Neuromuscular Re-Ed 


G003 Therapsutlc exen;l,ae 


of 24 


OR 


Dx: 


Co - Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _::S:.:E:.:L:_F ____ _ 


c· 
Units: _:::::> ___ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


Units RT Code Oescrlpllon Units 


coos Galt Training 


' FOOB Traction Mech<1nlcal 


I' HD03 Custom WHFO Static 


H006 Custom WHO Stat!c 


HOOS Custom WHFO Dynamic 


ff, H01B Custom HFO Static 


Additional Treatment Codes: ---------~--------------~--,-,­
SOAP :_""s.,,_· __,;· __ · ·.,.., +JJ_,"''7Lc,;.1,41,L· -LJa..;;1--!c=='----lli~~=(l'.d;;t......,--1Mc(l/f_._,.,;;;=:.c'4S· ;,L-J'LLL;L_,4=4--'--'-=c,,1"-,-


a ~ - . 


" 
THERAPIST I CREDENTIALS 


LICENSE NO 







Dulberg 004658


10693 
04-27-12 07:52am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 Co - Pay: 


Name: Du!be.r~g~•-P~•~u~I _____ _ Injury#: _0'-'0'-'1 ____ _ 


Payor Code: 00001 Payor Name: Patient Responslb!llty 


Appointment Detail 


Discipline: _o_T ___ _ 


Date: 04 I 27 I 12 


RT Code Description Units 
A001 PT Eva.I 


Aoo2 PT Re Eval 
A003 OT Eval 


A004 OT Re Eva! 


FD03 H.[3/CP ' 1"004 Estlm Unatlend 


LICENSE NO. 


,,,,,,-;; 
,Tx Time In: _'1~•-l_)_I._. _ 


) ·[,I ,· 1.?l) 
Tx Time Out:~~-'-'-


# Visits Prior To Today: _E___ of 24 


RT Code Descrtptlon 
F010 Vasopneurnatlc Device 
G001 Ultrasound 
8001 Manual Therapy 


C001 Tharaput!c ActMtles 


C002 Neuromuscular R.a-Ed 
C003 Therapeutic Eh:erch1e 


OR Co - !nsurance:. _______ _ 


Dx: 88100 Open wound of forearm, w/out 


Financial Class: 0S::;E::;L::;F _____ _ 


Units: __ lf.1· __ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


Units RT Cod,. Description Units 


coos Galt Trnlnlng 


I FOOB Traction Mechanical 


I H003 Custom WHFO Static 


HOOS Custom WHO Static 


H005 Custom WHFO Dynamic 


r H018 Cu,atom HFO Statro 


Pl,IH SCAl€ 







Dulberg 004659


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Dlscipline: _O_T ___ _ 


Dale: 05 / 02 / 12 


RT Code Description 


A001 PT Eval 


A002 PT Re Eval 
A003 OT Eval 


A004 OT Ra Eva! 
F003 '!'IP}CP 
F004 Estlm Unattend 


10683 


05-02-12 08:59am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: OR Co M Insurance: _______ _ 


Injury#: 001 -~----- Dx: 88100 Open wound of forearm, w/out 


Payor Name: Patient Responsibility Financlal Class: ..::S=E=LF'------


Units 


' 


Unlts: 


Tx Time Out: / ,' .J() Total Time Based Time: ____ _ 


# Visits Prior To Today:~ of --1±.._ Total Treatment Time: 


RT Code Description Unit~ RT Cocle Dsscrlptlon Units 
FD10 Vasopneumo1tlc Device 
G001 Ultrasound I 
B001 Manual Therapy I 
0001 Theraputlc Activities 
0002 Neuromuscular Re-Ed 
C003 Therapeutln exercise ~, 


COOl:i Galt Training 


F008 Trnctle>n Mflchanl.:-i.l - ·---
HOD2 Custom liVHr-co Stat'c 


HOOS Cuutom WHO Shit!c 


HD0-5 Custom VI/HFO Dyr,&mlc 
H018 Gustom HFO Static I 


o-+--+- f----l--+-+- ,---.--,----,--,-, 


'" 
LICENSE NO, ________________ _ 







Dulberg 004660


D1'NAMrC HAND THERAP 
.Ke-Evaluation of Progress, Goals and Plan of Care 


P~tient: 'PaJoQ_ 'Dulh),'/16 Physician: 1),,, So,,af.&.tJM{lr~ Date: 


D10gnos1S: @ Bn,21;1/\Mn I 4(.IJ"\f/J-6,,_ of uk,o<> -ft{½;oC Dateofinjury: 


Surgical Bx: Date &/-28)1 ! Procedure Suh,,,vgJ /h y 12 Start of Care: 


Number of visits to date: -----
SUBJECTIVE: 1 


Pain: p' /10 at rest/ best I O /1 O with activity/ at worst 


Details: ';(th lf'-~J. pt(,(11 A,f{#v Vti-.¥.-{¾ Ii,,.;, L,}-tt,,) 'tf'--~ ~ fa,,,, 5th{!) oav,S. C ac,hc.,.;\,~,.~ 
, · v, o . · 0 ~ tt,f-5!=!~)5 


Function/ADL s: _,_ hi ( , , 
Improvements: Ai;µ: ~ obj?L,3 ~ :; 'V1:Nu5 l,,r{le 4',n.cl-v,--,'¥1-j}_ Cnv,w1mH'-'n"~ 


Continued difficulties: O~v* 1,,~,L,,, en ;,,,;, • } CIH1+4JhQA A ' h_p(d;,,1,;;.,,., <->. pl:,_,te in Siv.a1,, 
V - Q- I .J ~ v' 


lJvH '¥)&j'.?1<0&hp~,,) h,vv\b\ ;, (2_,0\,,.,V,1 '"'-",,,, Cil-1.,0::iea to/to fM n N,,bv ro w1in, 
~JEC~: u · 7 


Wound/Scar,:_------------------------------,-


See flow sheet for: , 


ti"Edema 't t d, , If) Wvwi\/rJ,;.'tlh .f 1 , i., /6)/1) kA r a , b,,,,Jj}v ad i,vPv,,ffll!A.,_ 


D Sensation: &,1/J(bow (lF/ ·r=--' v~to.,,., JIV\M,f'.;, ~ • !.. ;:,V4rt_0,,,(,e,(-


W'ROM: klA ,,,,1.Vv:JuJ ~ e&t ~ PD ; 
~eng'cl1: ,; , ,, ? <ia_,,h. · ,k__. l 


,, ' 


) c1At,i'l S:f:::'/ P-J::: 
C)e C1P,&1.£,tl l~ ✓,/ao 


Treatn:ient summary to date Fr,, d Y2 1,f {!-1<, h.vk:7 h.eh-n f:1YP-1/\Pj,1,,v.,,_,,..,.:v,6 ) ful l'J/l I f\(,iA,U:' ., 


·~ .. l~}l o/,,v0() ) <, [41A_ ~ 


Assessment/therapistimpression: $1~ S{vvYrn,1'3 dt'.:{i ~, h ,vf:eJi - ft.{/{ clov<;vL flf/sr)/¥, 
\f-1.,4 __{) ~ l;;> "l''t#. ~.,,k~, ((.{)[')/\ k'.'0!o 1'' d 1;,, ,('/JG-/-/1//) 


0 I 
· Goals: STG's met: D yes w{o LTG's met: o yes lll'no 


Revised fanctional goals: [ >z.c{ W£~.F\ . .-a..--) 
I. @j@ La\OAPJ/ )( S'- xif. ·h> (t} ?LvI c1i'77iJ71f -/2, ope-qo~j-""/w, 


j_/l 
u 







Dulberg 004661


Patient: Po A; ,t ·0:r ,,L,ke A 15' 
Skilled therapy needed for: ~ogression of exercise rn✓ontinued need for manual therapy 


D other: ______________________________ _ 


Modalities: --;,,,L'4--'+L+-"U---,L----------------------------­


Exercise: _LJ/J(I_J_(tul'LJ?Jd:,C-LfV)~/-----"'xtfa.L.'..:'.-L1 "--{ -Dgf.D'.-✓.:;Ll.m=~l-iA~%rtr1 ----1._;l;;,i,_1i b:::b!l,l' ~/LrJ._:E_j_'-1, ·/),_,C.='-;,/~1-l-'0'-il'+;'"'-,-7 ,,_,,(11,{LJ=Wf:c_,,,,,, 


qfirLi-«Yf> ·1 ~1aj•~~ 1 fun, .hcnu,/! (J.'__c,h,vt+~ 
Splinting: __________________________________ _ 


Other: ___________________________________ _ 


***Frequencyilluration: ? times/week for t/ weeks or f' additional visits*''* ---- ---- ---'--


I ho:ve r<n>iewed this plan of care and recertify a continuing need/or servicesji'Oln the dme of this updated plan of care; the above 
updated plan of care is herein established and will be r<n>iewed <n>ery 30 days, 


Additional requests/concerns: ____________________________ _ 


,,_{;1/\/lf 'ilNivi,w:vb (I (7(16 5" 
Therapist Signature Physician's Signature date 


PLEASE FAX BACK TO: 847-587-3346 







Dulberg 004662


cciruinen:hi · Filament• 
·····;, '' ., ... '' ' ,,, ' 


Lo5 , 2.83 (Green) 
. 3,2.J ·:3,61 (Blue) 


.:. .. ,- - - ·- -· - ::-, .. (56 (Rec/) 


. (];led Lined) 


Left Volar 


. Semmes-Weinstein Monof'uameqt 
Sensory Testing Results 


Diminished tlgbtTiJucb ·.172 ~ .217 


'.-• 







Dulberg 004663


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Disclpline: _O"-T'------


Dale: 05 / 04 / 12 


RT Code Description 


A001 PTEval 


A002 PT Re Eva! 


AOOJ OT Eval 


A004 OT Re Eval 


F003 HP/CP 
F004 E:,tlm Unattend 


Additional Treatment Codes: 


10693 


05-04-12 D7:49am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: ...;0:..:0-'-1 ____ _ 


Payor Name: Patient Responsibility 


lo ;;;, 
Tx Time In:-~~-~--


TxT1me Out: / ("?v 


#Visits PriorToToday: 29 of 51 


Un!ts RT Code Descrlptlon 


F010 V<1sopneumatlc Device 


/..JC- G001 Ultrasound 


B001 Manual Therapy 


0001 Theraputlc Activities 


01 C002 Neuromuscular Re-Ed 


0003 Thoro.poutlo Excrol.,., 


OR 


Dx: 


Co - Insurance: ______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S"E"'L"'F _____ _ 


Units: 


Total Time Based Time: ____ _ 


Total Treatment Time: 


Units RT Code Description Unlts 


coos Galt Training 


(t),. FOOS TraCtlon Mechanlcal 


(() HOD3 Custom WHFO Static: ·- HD06 Custom WHO Static 


H005 custom WHFO Dynamic 


/ii H018 Custom HFO Static 


----~--~-----------------
SOAP: __ s,:): d.2:c· ~t.~__,c"".,"'.C·.-=---""",,,'""''''-·· .,,'-. ..,,1-1--!e..,.? "':JS.' -:,ft_,__tL!?,.,,.•-=· _,g,,t""/c"C~--'L' 4t'-"----------------


PAIII SCI..LI: rn 


LICENSE NO. _________________ _ 







Dulberg 004664


10693 
05-07-12 08:06am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O~T~---


Date: 05 / 07 / 12 


RT Code Descrlptlon 
AD01 PTEVal 


A002 PT Re Eval 


A003 OT Eval 


A004 OT Re Eva! 


FOO:.l HP/CP 


F'!.04 E'stlm UnRtt&ncl 


Co-Pay: 


Injury#: -'-00'-'1'-----­


Payor Name: Patient Responslbllity 


G1?.0 
Tx Time In:--<'-'✓"----


Tx Time Out:_J ()1../Y 


# Visits Prior To Today:~ of 51 


Units RT Code Description 
F01o Vasopnaumat!c Device 


G001 Ultrasound 


B001 Manual Therapy 


C001 Theraputk Activities 


I C002 Neuromuscular Re-Ed 
coo:, Th,.repeutlo E'xercl.o:Fl 


UCENSENO. _________________ _ 


Units 


f 
f 


" 


OR Cow Insurance: _______ _ 


Dx: 
88100 Open wound of forearm, w/cut 


Financial Class: ~S:cEc:;L::F _____ _ 


Units:~-"----


Total Time Based Time: ____ _ 


Total Treatment Time: ____ _ 


RT Code Oesorlptlon U11lts 


C005 Galt Training 


F008 Traction Mechanical 


HOO:! Custom WHFO Static 


H006 Custom WHO Statl,., 


H005 custurn \VHFU Dyna1rnlc 


H018 custom HFO Stati,; _ __J 


,---l--1-----+---+--+----+-+---l-+--l-l~---hl 
D 







Dulberg 004665


10693 


05-10-12 01:34pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: --'O'"T'-----


Date: 05 / 10 / 12 


RT Code Description 


A001 PT Eval 


A002 PT Re Eval 


A003 OT Eval 


A004 o:i;.Re Eva! 


F003 Aft)CP 
F004 E,allm Unattend 


THERAPIST I CREDENTIALS 


Co - Pay: 


Injury#: _0_0_1 _____ _ 


Payor Name: Patient Responsibility 


/(? 
Tx Time In: Pi ' :J{; 


Tx Time Out: e;/ '3() 


# Visits Prior To Today: _31 __ of ~ 


Units RT Code Description Unlis 


FD10 Vasopneumatlc OevJc:e 


G001 Ultrasound 


$001 Manual Therapy 


C001 There.putlc Actlvltles 


I CD02 Neuromuscular Re-Ed 


COD-3 Tharar><><1llc El<Rrnl"a 
,, ~-


Lu U 


UCENSENO. ________________ _ 


OR Co - Insurance: _______ _ 


Dx: 
88100 Open wound of forearm, w/out 


Flnanclal Class: ..:Sc:Ec:L:cF _____ _ 


IL,-
Units: __ !_,,._ __ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Description Units 


coos Galt Training 


Fooa Traction Mechanical 


H003 custom WHFO Static 


H006 Custom WHO Static 


H005 Custom WHFO Dynamic 


H018 Custom HFO Static 


PAIN SCALE 10 







Dulberg 004666


1(1693 


05-15-12 10:22am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Co - Pay: Account#: 0042000185 


Name: Dulberg, Paul Injury#: _oc.cocc1 ____ _ 


Payor Code: 00001 Payor Name: Patient Responsibility 


Appointment Detail 


·Disclpline: _O=.T;_ __ _ ~--Tx Time In: /I .·eo 
Tx Time Out: / 2 ', J/Jfij 


Date: 05 / 15 / 12 # Visits Prior To Today: 32 of 32 


RT Code Description Units RT Cocle □ascription 


A001 PT Eval F010 Vasopnaumatlc Device 


A002 PT Re l~va\ G001 Ultrasound 


A003 07 Eval 8001 Manual Therapy 


A004 ~Ra E:val C001 Theraputlc Activities 


· FD03 iHPlp'P i, C002 Neuromuscular Ra-Ed 


1"004 estlm Um,tt,md C003 Therapeutic Exercise 


. ' 
,i .'\ ,1 .:·<~l~ A(', /'1 ,. ;),-, , .. , ~,,-. 


;-:., .. ~ ... -,./t/ V :1 \. 0 t· V/;. . ..r1,,'\.f,-VV t, V.~·'( /) ' .. if-· 
THERAPIST I CREDENTIALS 


LI0ENSEN0. ________________ _ 


Un!ls 


I 


j 


' 


OR 


Dx: 


Co• Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: --'Sc.=EccLc..F ____ _ 


Units: --5-"-·---
Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Dascrlptlon Units 


C005 Galt Training 


FOOS Tnctlon Mechanical 


H003 Custom WHFO Static 


H006 Custom WHO Static 


HOO<i Custom WHFO Dynamic 


H011l Cuetom Hl"O Static 


' ' 


PAIi! $CN.C 







Dulberg 004667


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


10693 
05-17-12 11:35am 


TREATMENT ENCOUNTER NOTE 


Co• Pay: 


Injury #: _0'--0'--1'------­


Payor Name: Patient Responsibility 


/') .. , 
TX Time In: /<.:!<.' 00 


TxTlme Out: 


OR 


Dx: 


Co~ Insurance: _______ _ 


8B100 Open wound of forearm, w/out 


Financial Class: sELF ~=-----


Units: -"=---


Tota! Time Based Time: ____ _ 


-~□~a:te~:~0=5=/:1:7=1:1:2:_ _______ ~#:_::V:is:it:s~P~r:io:r~T~o~T~o~d:ay::.=3=3::::=..'.o:f-=3=2==--_.:.T~ot~a:IT,'..'.'.re~a~t•:1e~n:t~T~im:'.:,'.'.e~:~-::-::-::-::-::-::-::-.:-:: ____ _ 


RT Coda Description Units RT Code !Jescrlption Units RT Code Description Units. 


A001 PT Eval F010 Vasopneumatlc Device C005 Galt Training 


A002 PTR" Eva! G001 Ultrasound I FOOS Tr.1ctlon Mechanlcc1I 


A003 OTEval 8001 Manual Therapy H003 Custom WJ-lFO Static 


A004 OT Re Eval C001 Theraputlc Act!vlt)es H006 Custom WHO Static 


F003 J-rP. CP I C002 Neuromuscular Re-Ed H005 Custom WHFO Dynamic 


FOO.ii Estlm Unath>nd C003 Thorapsutrc Exsrch,<> H018 Custom HFO Static 


Additional Treatment Codes: 


80 AP: ~, dl -----------------------------------------


P/\llr5Cl,U. 


LICENSENO. _________________ _ 







Dulberg 004668


10693 


05-24-12 09:48am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 Co - Pay: OR Co - Insurance: _______ _ 


Name: Dulberg, Paul Injury#: _0_0_1 ____ _ Dx: 88100 Open wound of forearm, w/out 


Payor Code: 00001 Payor Name: Patient Responslbllity Financial Class: ~S"E"'L"'F _____ _ 


Appointment Detail 


Discipline: _O~T~--- ( (''J,Q Tx Time ln: - _,,_.,. -~----
Lh 


Units: __ ,._{ __ _ 


Tx Time out: ;:;:i..; 3o Total Time Based Time: ____ _ 


Date: 05 I 24 112 # Visits Prior To Today: 34 of 32 Total Treatment Time: 


RT Code De,scrlptlon Units RT Code Description Units RT Code Dascrlptlon Units 
A001 PT Eval F010 Vasopnaumatlc DevJoe coos Galt Tn1lnlng 


A002 PT Re Eval G001 Ultrasound i FOOS Traction Mechanical 
A003 OT Eval 8001 Manual Therapy I H003 custom WHFO Static 


A004 OT Re Eva[ C001 Theraputlc Aotlvltlas HOO$ Custom WHO Static 


F003 p I COO:.! Neuromuscular Re-Ed 1-!0 □5 Custom WHFO Dynamic 


F004 Estrrn Unattand C003 Therapeutic Exercise b HD18 custom HFO Static . 
Additional Treatment Codes: 


. <" .. \\ __,,, . . \ ------------------,,~~,----,/--,-1---/,---------+-
SOAP. ,)· "L (,f,),I\~ _!::. n:;,.o/,,l/L- Gn - 1onCS: vCtJ.t.d·\...-Wv'l"rl 0<1 -


L- /"\[1 •1., IP-; 


PAINSCnE rn 


LICENSE NO, ________________ _ 







Dulberg 004669


10693 


05-25-12 08:18am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 05 I 25 / 12 


RT Code Description 


A001 PT Eval 


A002 PT Re Eval 


A003 OT Eva\ 


A004 OT Re Ev&I 


FD03 HP/CP 
F004 Estlm unattend 


THERAPIST I CREDENTIALS 


Co - Pay: 


Injury#: 001 -------
Payor Name: Patient Responsibility 


Units 


I 


Tx Time In: __ q,_.(:11)_, __ 


{ (,'1h~ 
TxTlme Out: ___ _ 


# Visits Prior To Today:~ of 32 


RT Code Description 


F010 Vaaopneumatlc Device 


G001 Ultrasound 


B001 Manual Therapy 


C001 Theraput!c Aotlvltles 


C002 Neuromuscular Re-Ed 


coo:i Thorap.,uUc Exorclee 


LICENSENO. ________________ _ 


OR Co - Insurance: _______ _ 


Dx: 88100 Open wound of forearm, w/out 


Financial Class: _S_E_L_F _____ _ 


Units: _,4, ___ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


Units RT Code Description Units 


coos Galt Training 


t FOOS Traction Mechanical 


' H003 Custom WHFO Static 


Hoos Custom WHO Static 


HOOS Custom WHFO Dynamic 


' H018 Cwstnm HFO Static 


F,',IIISCJ\tE 







Dulberg 004670


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


A pointment Detail 


Discipline: _O=T ___ _ 


Date: 05 / 31 112 


RT Code De,;crlptlon 


A001 PT EVal 


A002 PT Re E.val 


A003 OT Eval 


A004 QT Re Eval 


F003 HP.tCP 


F004 Mtlm Unattend 


10693 


05-31-12 02:12pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: -'0"'0'"1 ____ _ 


Payor Name: Patient Responsibility 


Units 


' 


TxTime In: '8 ;· 6 () 


Tx Time Out: y; CJ Cl 


#Visits PriorToToday: 36 


RT Code Description 


F010 Vasopneumatlc Device 


G001 Ultrnsound 


8001 Manual Therapy 


C001 Theraputic ActMtles 


C002 Neuromuscular Re-Ed 


coo;; Therapeutic 1::xerclea 


of ~ 


Unite 


I 


' 
• 


OR Co H Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S::;E::;L::;F _____ _ 


Units:--~-'----


Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Oescrlptlon Units 


0005 Gau Tralnlng 


Fo08 Traction M.echanloal 


H003 Custom WHFO Static 


HOOS Custom WHO Statlo 


HOO!i Custom WHFO Dynamic 


H011l Custom HFO StaUc 


Additional Treatment Codes: ____________________________ _ 


SOAP: _c:, ·, ":f},,t~ 
o--


__ ic::-'-'-----L.li'.L~"'l'-'""-1L. 7l.UJi1.1:,-,,1"UL:.,, ____::::::._c:'-):'..,1!:f'.,':Y_,Vd_~____:~1""-!-.::~t-r,{;.,L1_!_,_/l.c_,.,~,"'~--=-"»~92' :!"-,,J:;o~;.._,[9':i,t2"",p.,~"""-:i-,1-. 4?,Jd­


; s;;... 


LIGENSENO. ________________ _ 







D
ul


be
rg


 0
04


67
1


. Dynamic Hand Therapy Grip/ Pinch Strength Flow·She:_t 


Exam Date 


Measurements: K.9. Lb 
=~ 


Grip Strength - Jamar 2nd Position 


Trial 1 


Trial 2 


Trial 3 


'.'[ I "' I r >- 6-y-;).. 
' R 


i O "-/ 


ln4 
~ 


l-10 


L R 
===== '===== 


1 °\S .. JD7 
l<vi II 11..f 
' 
f.5:b__ II C\ I 


L 


j y /; 
_I I 


)7Lf 
)4(.. 


';:::, ·,. /u ::i_ 


.. : A " 
Patient Name: -r tw,J_ I )1., Q hW'I 'i:> 


.. 0 


R L R L R 
"··,---•-·-·,_, ___ 


Average ,.,•-::;. le'> :? / '/ 


~,rarmr,r~~-iE!!ill-=~•1iilt~-~~&i~,.~§~~'1!W~~~~~~-{,1 
I I I II I ii 


Grip Curve - Jamar Dynamometer 


Intrinsics: 1st Position 


2nd Position 


3rd Position 


4th Position 


':'_""""".~ 


L 


•~: ___ ·,:::~~=-;~~ --~~~~ ~~--m~sf. =-~~~~~"r~~~Jftlif~,,aa.:~•iif41AY,L~~~i5i(\t;f~;~~~::;~i[§'£:~:l~~:1 


I I ii I Ii I Ir I II I -
Pinch Stre_n_gt_hs 


3--Point (3..Jaw Chuck) !0 )0 ,yLJ -;z tr' 
2--Point (Pad) /')_. 


Lateral Key J. "\ d-~ ~ lf ,Q; 
j .K. lli,_ \ °' 


I Ii 


Examiner's Initials -~ 1faJ 







Dulberg 004672


DYNAMIC HAND THERAPY 
Re-Evaluation of Progress, Goals and Plan of Care 


.tient: Pt:11:J /f1Jl&,1 Physician: /Jh c ¥ Clc:C11'?0:3 Date: C:" t/ -/ 2 
Jiagnosis:(E) efrw,r/Jo-,c,, fJa&14"brh 1 ui/2?1h J@/J(/(JLJ b?'~Date oflnjury: 0 -r;)f;--• I I 


Surgical Hx: Date ___ Procedure ________________ Start of Care: /.:J-dr I I 


Number of visits to date: ------
SUBJECTIVE: 


Pain: __ ,_J~/10 at rest/ best ---'-/~6'-'/10 with activity/ at worst 


Details: /(J/1{) '12a 'if¼') ~re0 @a ,&nx;Z 
Function/AOL's: . 1~ , 


Improvements: f?J: qt~ /21i';, j~~ ?iz 1 ~~ ,,/<:J J; ~ 
Continued difficulties: °fP'r1t,-,,7f ,j}lJocm r1 /c,,;n;&;,;t,yo , Jwl}rl,,,z,#, c:t,,a_/4.,6 


._/,?, d~r-a~, l)ft,0~ C,(VA/.'1;2 I 6/(0 ,c:ii;,..,.__ 'l Iii/???,&, · OBJEC IVE: ' (/ iJ 
Wound/S_qar: ____________ _ 


See flow sheet for: 


!Yidema: j, d • :;). - ..So,..,, ciJ, !7.l'r/r(,;n,,/' hz,,.,,d / a,,_u,d/-
o Sensation: ·SA ~~~----------------------------


Revised functional goals: 


1. ___ ~-/3=~--=;:/,-"'-_,/fl.=f/it=~=··'1/2='./v_,_1 ---"';:li""-----'--111.-"'1]::i=----'¥1++'· ~=11,=rt,-,'?f1/i.,,_,, .. ?C,=~"'--, """cA"""'..l//?lli::tt=
01=-~~t'l/4~.~=i:~h~-


\ 0 


\, 2------------------l-------------------


' "·-----------------1------------------







Dulberg 004673


06/06/2012 08:40 FAX 18479560433 Hand Surgery Associates igJ 0001/0001 JUN-04-2012 MON 04:16 PM P. 003 


Patient: __ f._,<w,....__~ --'-"J1"""Jfi"""""'t&i~4'----­Skilled therapy needed fo1•: 0 pl'ogression of exercise O COlltinued need for manual therapy 
iJ othe1·: -----------------,,k------------=----p l, AN: 


Modalitles: ____________ __,"-----~====~f-----------


Sp)illting: _______ +----------,,;,-----------------
Other: _______ ..,,_ _________ --7"-------------------


***Frequency/Dm;-ation; ,{:I b times/week fox :::t$D, weeks or ~ P additional visits*** 
I have reviewed this plan of care and recertijj, a aonlflmfng need/01• ,-e,-v/cey fi·om the date of this 11pda1ed pion of care; the ,bove updaied plan of cm·e is herein established and wfll be reviewed eve,y 30 days. 
Additional requests/concern,: _____________________________ 


_ 


Therapist Signature 


PLEASE FAX .BA CK TO: 847-587-3346 







Dulberg 004674


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O_T ___ _ 


Date: 06 I 04 112 


RT Cod,.. Description 


A001 PT Eval 


A002 PT Re Eval 


A003 OT Eval 


A004 OT Re Eval 


F003 -"' HPlCP 
F004 Sum unattanc:1 


Additional Treatment Codes: 


10693 


06-04-1211 :07am 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury#: 001 ~~-----
Payor Name: Patient Responsib!lity 


Units 


I 


oo 
Tx Time In:_,_ ___ _ 


~- IS TX Time Out:~·~'"~---


# Visits PriorToToday: 37 


RT Code Description 


F010 Vasopneumat!c Device 


G001 Ultrasound 


8001 Manual Therapy 


C001 Theraput!c Activities 


C002 Neuromuscular Ra-Ed 


C003 Tl,eraµeuUc Exerol,se, 


of 32 


Unlts 


I 
I 


;;,_ 


OR 


Dx: 


Units: 


Co - Insurance; _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S_E_L_F _____ _ 


5 
Total Time Based Time: ____ _ 


Tota! Treatment Time: 


RT Code Oest:Crlptlon Units 


coos Galt Trelnlng 


F008 Trnctlon Mechanical 


Hoo3 Custom WHFO Static 


HOOS Custom WHO Static 


H005 Custom WHFO Dyn.,mlc 


Ho18 cu ... tom HFO Static ' 
-------------------------------


SOAP: _______ ~--~----------------------
l<cD-(?/J!i7l d ~?, L2iu:Vk 


" 
rnERP:PiST I CREDENTIALS 


UCENSENO. _________________ _ 







Dulberg 004675


Name: Pr11J }Q!le~~ 


DYNAMIC HAND THEWY 
Initial Evaluation \ 


Date: 7-1 lo-/ ?-


Physician: ;fj . Safj?oO?J(li74 Date of injury/onset: h ~ d:/t:-I I 
Diagnosis: fJtna4 ,,cnf'&?/r ~/?-:J 
Mechanism of Jnjury/Hx of current complaint: @pah&, ~crZa-5 e-~ 16it,,.,J · 


. Surgica1Hx: Date 7--f-;J-, Procedure u, 01:Jad,ma~mq/J Qo~«,/tb/4¼1"1-4@ 
Date ____ Procedure _____________ -r _____ _ 


PMH &/or Hx relevant to injury: ~:r D C -3 -( i @)u1,;: tdna1 O(i?/?r14'. :tu,flff? /Phn ¥-Sp a!fJ 


Occupation: 1 JJip/?LC, ~ /PJ/~f ~@4'hT HcffeDomin~ce · 


Precautions: ___________ '-------------'---------


□ Strength --i,l"'--1--------------------------~~ 


Flexibility: Intrinsics/Extrinsics: ~¼¢ adt'hl ,-,:,:;,., rlmti-, 


Function/ADL's: Priorlevel of function: fbe 41f"'1j f2I-1A[7X.---, @,/;;_, di)L S 


Current le:l o:function:~';, cr,2mflf C{Y(hz,,,/77::?= ~41('/4{ lb ,On4<4l~ /}io&~:, 
1 


/4f.m ,,uh:&? • (J;/!fr4 <'.l.~4J_ tu.-?01£{ /J,4///:d::, aa,J,J2/a14L lni 1f!.tJ;v,4 Wl-/Ju1 (;,¼lb 
• (/ . 1 j v r i; 0 1 u Tv (l. rr · /J iJ ._ .. 


Other Relevant Findings:-----------------..,-------







Dulberg 004676


07/t7/2012 14:07 FAX 18479560433 
- JUL-16-2012 MON 04:11 PM 


Hand surgery Associates ~ 0001/0001 


p, 003 
•r •••• •••--•••• •• • ""'""~ .:~,..,. ""'' '""'" ,., • •'•: "•"' •••• '•" "'"" "' •••••••''"" "" ••••••u• ••••, ••-•• ••••••• --- •• ,,, , , , "" """'"'• "' ••• •, ,., •• ••• ••••• ,,,.. •,.., ••• ..,.,,,, ,,,-H •••• ••• .., ••• .,.. . ., , .. ---••• _,,,, •• ,, 


' ' - . ·,.'. { 
·. ~ ' _ Patient.name: .f01,# ,LOu/ktdJ, · , 


· Assessme1i#Therapist impressi~n: /~ /4 c ·. ~ MthtuJ ,I,~ 
1 
,$xd, 


· ~ 1 cmfd: l~o&M ·Mr~ r, Ji'd ~t~A f/4;5 ·@✓·~~~ 
' ' D--._ 


Skilled.Th~apyneed~dio.or«lel;'to•,~·!lf'/22M . .f;_edlb,,w1
1 


fl t1Wm:i .t 1" f-°~ 
ti£ t;:,-,,., md I ' 1 -f:n, 4f;;h af} Lt /;3 trdD . 


Goals disoussed withpat!ant7 ~ D no Patient infuoned of diagnosis/prognosis? ~ □ no 


Rehabili~tionpoteii.1ial: 0 (U(cellent. o,(ood- uH'air. Ogmirded . Other ___ -,--____ _ 


PLAN: - . : . 
Modalities/lNd:/w{ t/:UfJG-i. U, S.,/ :~t ~ f{ZtJ 


. Manual Tecbniques_S'tm, odr'b-nA £~ ~r,- Pf4'>ro· 


, 


Toera:peuticExexoise/Activities meo:n q al/.Jffe.) '-d.at.fl/l/"rts [AN/It? d! /44 
¥ \u • v ' I ' . 


~ rt Jiknd t?P4;:i.i7'1 l diah;rUlfj~ OP ~~ 
~ 


Splinting __ ~-----------------------


*"'*JJ'requ:ency ·. 2 times/ week for _L( ___ ·weeks oi: __,,f,__ __ .visits"""' 


Additionalrequests/ooncel.'Illl:_.'-------:---:__..---------:----------


I certify t~e need /or these services fatnlshed under thi:J care plan date aforementioned above. The above plan is 
herein estahlt:,hed and will be reviewed every SO days. ,/J. ~ · , '?/ 
,.~ .. Qf/?:(L 7-//,-1.2. ,,t<Yf-4. ~- ·/J~c ~ 7/4_ 


riiea:aplst Signl!f!l(• date Ph;yiiicl.an Signature qate · 







Dulberg 004677


07(16/2012 10:19 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Faul 


P•yor Coda: 00001 


Appointment Detail 


Discipline: ...;0::.T,_ __ _ 


Da1e: 07 / 16 / 12 


RT Oodo ooncrlptlon 


Aoo, T'Tr.lvA\ 


AOOO F'T 11\.o 13vAI 


A003 CT EYn! 


A004 OTR1' E;w1I 


Foo:i MP/OP 
OM E.atlm Un11,ttond 


8473362575 
10691 


07-16-12 10:18am 


TREATMEN1r EINCOUNTER NOTE 


Co• Pay: 


Injury#: ...:O:.:cOc..1 ____ _ 


Payor Name: Pa(iont Rosponslblllty 


,30 
TxTlmeln:_L·----


'.., vl,_5 


Tx Tirne Out:00''----


11 Visits PrloiTo Today: 38 of 89 


Unlt51 RT Codo D1n•1trlpflcn 


ro10 VollopnoumntlQ tJ,;iyJq.,:t 


G-ClM Ultr11lil0Unc! , aoo1 fJlrm~tlll Tl11'11'1l~Y 


CCl01 Thorttputla Ai::\lvllloe 


ei:ii:i:i Nriuromu!l.eulnr R11.Ed 


' CD03 Th,;,rn-(l~tl/t: P,,:11r.elA.rt 


Unlb 


' 


OR 


Dx: 


Co a Insurance:, ______ _ 


88100 Open wound of!oreerm, w/out 


Flnonclol Class: -'S""E:,L,._F _____ _ 


Unila: --'2,=----
Total Time Based Time: ____ _ 


1"01,1 Troatment Time: 


RTOodc Coiu;,:rlpth:•n U'11t!II 


C06!1 Cilnlt Tr;1lnlng 


FOOO Trl'lctlon Mo01,t1nlonf 


HOOJ (;u!'IU)m WHfO StntJt:l 


Hll06 CU11tcm WHO Gtotli; 


1-11:lOO: CUlll.l!!!M WHFO pym1m](; 


H018 cuoti;;rm nr-o .f;t,11U!l 


Additional Treatment Codes: __________________________ _ 


SOAP: __________________________________ 
_ 


t4mft/ ~#ln;,) ;i< ~x 
{I 


to 


r ERAP1s T 1 CRE.DENll/\La 







Dulberg 004678


Dynamic Hand Therapy --Active Ra. 1 Motion 


(L) ,-.,__ ({i\ 
-~ 


~' (i?j (p.) 12..) "-) r 


Patient Name: ~ J.,, ~ 
f,xd---ap. 


Exam Date /.1 wl II l·S- IJ.. 2.T(p/{ir '-!--?,-/ )- c !:1,/(-, b lii In V -i-11.~1;, 


Shoulder 
Flexion 
Extension .. 
Abduction 
External Rotation .. 
Internal Rotation 


Elbow & Forearm 
Flexion J lf /, :\ ll I t.ro TTlb ::(·, iS'l Jtf' I :,.,c-


Extension '"'\. ~ ~ -;< 5 c_, I-; 5· 5A 
Pronation ,.:.c nC:: r~< "+o -z.<; ".1·(1 7~- -,r, +-
Sunination -;;; ,{:""L '.<. e< "'"lr:'1 KO --:=t, 7<;" .70 . 
Wrist -..... 
Flexion ""' ~ ~o VD )((, ·-:J'iS $8 '7< 
Extension -'.:1,-y- c;r ·' Go / .. ,·- ,,/',.. /'•,f iti r i e,s 
Radial Deviation ;,c -::, ;::; J.. r l> 1f -,,:-·r, /. -- ,;;,,, .,:;,r \ 
Ulnar Deviation ---1\1 ~ ~f: .,;!. <:: . .,__,- r,...) ,. 'r, .,, ,, 4- $'(' \ 


~ . 


Thumb r II" /1/ 1,i·-iJ'v 
MCP Extension/Flexion " 
PIP Extension/Flexion 
Radial Abduction I \ 


Pal mar Abduction 
Oooosition 


I ' .. .. .. - - . ... . .. 
Index Finger 
MCP Extension/Flexion &f:" . 
PIP Extension/Flexion i 9/lf-
DIP Extension/Flexion 'l::!i'·f) 


TAM 
_., I ) 


- -·· - - ... - . .. ., . 


Lonn FinNer 
MCP Extension/Flexion .. 11:,-
PIP Extension/Flexion I C.r'/-
DIP Extension/Flexion . , /4r 
TAM ' 


I 
Rinn. finner . . 


.. .. =~•~- .. -- ••="=·- .. ·~·&~~~-.. - ... ,,.,. ~~· •••. r,•,••• .. ·•·-~- .. ~····· ·= .. ,.., .. ~----" - ~-:,-~--.-, ~ ·-· .. ... -- ,._ ·-·· 
. 


MCP Extension/Flexion "\ s;..,, 


PIP Extension/Flexion I 9,/---
DIP Extension/.Flexion ,., r-· 
TAM 


"1 1-\..1 ' 


"s"mall Finaer" 
""" .. -· ... .. -·- -7-·· r .... , .. .. . .. .. - . --~~ -~= ... ,_ '~1..,~#'1...:,_s_ ,' 


// .. '\ 


MCP Extension/Flexion / ~t\ . .-\(.~ ·'{e,.,,.. 


PIP Extension/Flexion )( V '" ,I.) --l ---'-' .. h.,:3!-i-i 
DIP Extension/Flexion \ Jf.} .. ~ / &s·-
TAM 


. 
I I ·;;;;6 ' , . ...J-


Theraoist initials vW~ 7,,1/l'J ,.11;,.../ i \!'..J 
... 


I .A.A,19) A/' I )/1.,J ,/vu· ! !/.'-,.,' 
I, ; 


--
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~a:ff oP Edema Flow Sheet Patient Name: ?{,# it, 1.1 
?Mw 


: I /s,61.J= 
d .Date 1 


Date 
Diff. 


Involved L RI Diff. 
wrist flexion crease 
mid-metacarpals 
metacarpals 


Thump t~l,.,f,~iit,.t-~Jil~~1~~1!! MP 
P1 


'f\ Is IP 
P2 


lnde)[ Finger 


~~~:~;t~~ff&V~ P1 
PIP 
P2 
DIP 
P3 


l\/liddle Fir,,ger 


•w~~'.~ ii:!~t~)~~J¾i!ll~~~~!~i Pi 
4' :?, PIP 


P2 
DIP I· 1, 


P3 
Ring Finger 


·~1tl}!%~~~%~ti~~-1; P1 
PIP 


✓ P2 
DIP 
P3 


.,Small Finger _ 
ll.O,;,,"'ci!l·i,.:Fii;;/J..,;,\',Ji~(fl.,;,.;,~,(s•1!.'1',,,,lll1J,>1>,@,,:..>Jr.','a::w,Viiis:f.<e'f/1"~\,.~-'~,:;~~&f;i'~ftS~'.!mf~f~llfet.~-1~ p·J 


PIP 
P2 


DIP 
P3 


'll~~r1~~{J!/~$irtf.?''"""~''''""'''""· 


Avera_8e 
Therapists Initials •IT1v I 


/'ifa' fl};· 
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·~ 


Dynamic Hand Therapy Grip/Pinch Strength Flow Sheet Patient Name: f Q & iJ.g., ])uC ~1,-' ~ 0 


Exam Date 


Measurements: Kg Lb 


Grip strengtll-jamar 2nd position 


1-i,lfc/i1 
R I l ~ .. --1=-~t? I~ I /<It}- ot.l01,1-2,} L,, I 17 + tj- 3:_; .,1-l !f-_3-1 ;_ ' ' ,. s /)-


R L R l I R L 


Trial 1 
__,. 


I 3. 14 I IIS< }?ff 
I ! ( 0 /1./1 ' i 


Trial 2 


Trial 3 


Average: 


Grip Curve-Jamar Dynamometer_ 


qz._, 11 '15 ,<~/ 11 o [ '--( ~ 


:CF 
~ ~ -~ ~,,,_~- ~-1- " 


,/ 


•-II H'.>S:: 'I Ll6 )IQ 1 37 ~ 
'/1 1'39 J ;i.u* /LfL 


/1.//tt'I ii\.{ 13'6 ll 7,+f-1---1Lf/R-' 
, /i•a) I (wcz. 


"~~ f•*'- ' ,,<) / ' \ ' 
Intrinsics 1st eosition 


2nd eosition 


(0 W4>iti 


. I I I 
I 
I 


. I 
I 


• i 3rd eosition 


4th eosition ii 0 I /D~ I I d 


\( 


} !Pinch Strength 


3-pt (3-jaw chuck) I 17--\.D I d-9 \, I .,~0~1r:t ·.·•· · I -- 1 I I I It.? 1;;. J.?- : I 9 r I r). '"' 
2°pt (pad 


Lateral Ke 


,, I I *r-,-~ .. 1 ··· ~l I "'· . ± I I ,;~:f · :LO \ 8 0\r!Jf" A:'~ i!Tr):'~ •. I J-- . r / ~ . . . lJ\ ,, 1 .> .. f'l'f ")(/ '.:\( - ~ '.) 'ti? ' \ \ii J-?- ·, ;).,1-.p cJ-}:_ ' .! 


IExaminersinitlals , ~) IM) I I I ,rftlJ~ l~d);J 1-M•(,',S l,,,vvYT !-· -/lYU\ ~Jl. 
u 


¥ t'W" -p-
1,rtiu ,,;_ 


' 







Dulberg 004681


10693 


07-19-12 11:43am 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


A pointment Detail 


Discipline: _O,::T.!.... __ _ 


Date: 07 / 19 / 12 


RT Code Description 


A001 PT Eval 


A002 PT Re Eval 


AOOJ OTl::Vat 


A004 o--=-;.;;e Eval 


Foo:i !:ip19P 
FOO,\ Estlm Unettend 


Co - Pay: 


Injury#: ...:0::.:0c,1 ____ _ 


Payor Name: Patient Respons!bility 


Units 


I 


Tx Time In: __,}2_'---'-,_, _3_e'_)_ 


Tx Time Out: 3; '3t) 


# Visits Prior To Today:~ of 40 


RT Coda Description 


F010 Vasopneumatlc Device 


G001 Ultrasound 


8001 Manual Therapy 


C001 Theraputlc Activities 


0002 Neuromuscular Re-Ed 


0003 TherapBUIIC EXBrc!se 


OR Co • Insurance: _______ _ 


Dx: 
88100 Open wound of forearm, w/out 


Financial Class: ..:S::.:E::.:L::.F _____ _ 


li,, 
Units: ___ \,___ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


Units RT Code Do!scrlpt!on Units 


coos Galt Training 


FOOS Traction Mechanlcal 


I H003 Custom WHFO Static 


HOOS Custom WHO Stailc 


Hoos Custom WHFO Dynamic 
., 


H01B Custom HFO Static 


___ 'u.Jl!.i:'..¥;-,,._-W--/Ll=~~-:;._..../!f¥141::J.,2Jµ~.U...W-~~--'4'9-_µt.J"""""Yf4Ll?W;,,J'--"C•r?1 


I \a (o):x \F, I<& ,4y. ;,1:, 


{) 
' ' 


{. 


.i . /1;/_/;
1 j _ -1.-- l· 


\ ~/1 7 /1 l/'\1 .. ' t \Clt /'\.t,f//f[',(Y ( ({(J./f 
...... ~ /./[I 


pi.11: SCALE ,0 


THERAPIST r CREDENTiALs 


LICENSE NO. ________________ _ 







Dulberg 004682


10693 


07-23-12 02:46pm 


TREATMENT ENCOUNTER NOTE 


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


A pointment Detail 


Discipline: _O_T ___ _ 


Date: 07 / 23 / 12 


RT Code Descrlptlon 


A001 PT Eval 


A002 PT Re Eval 


A003 OTEval 


A004 OT Re Eval 


F003 pJcP 


Foo4 'Estlm U11attend 


SOAP: 


Co - Pay: 


Injury#: _0_0_1 ____ _ 


Payor Name: Patient Responslbility 


Tx Time In: ____ _ 


TxTime Out: ____ _ 


# Visits Prior To Today:~ of 40 


Units RT Code Description 


F010 Vasopneumatlc Device 


G001 Ultrasound 


6001 Manual Therapy 


C001 Theraput\c Activities 


I C002 Neuromuscular Ra•Ecl 


0003 Tharapeutic Exercise 


Units 


I 


~ 


OR 


Dx: 


Co - Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S_E_L_F _____ _ 


Units: ____ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Coda Description 
Units 


coos Galt Training 


Fooa Traction Mechanical 


HOOS Custom WHFO Stat\c 


1-1006 custom WHO Static 


HOOS Custom WHFD Dynamic 


H018 Custom HFO Static 


r\ 01 HP K .k? Ol\10 p//u, .:& S.IYY\<C cg.,.-iz,,,,~A o-nb -~ la11d~A' d.fha-....1 


~lh 1) ,W,.,;zii,.) {j80r2&:>-» {,!fvJ;2(Jl ,;('" lvz.;,-7,.-,/, ''Af:vz-.c:;})),___af} 0,C&.~ 


, ta,,c./!tvlal Ale .t?p /40/ d/r& ,,.t.,f,..,._~,,.q ~M 'i]' aJtl./(1icJ . 


,{ ~-1 ,1 W /,j 


" 


LICENSE NO. ________________ 
_ 







Dulberg 004683


107Lb 


07-26-1210:11am 


TREATMENT ENCOUNTER NOTE / I 
Patient Information 


Co - Pay: 
Account#: 0042000185 


Name: Dulberg, Paul Injury#: _0,:.:0::.:1 ____ _ 


Payor Code: 00001 Payor Name: Patient Responsibility 


Appointment Detail 


Discipline: ---"O_,_T ___ _ TxTlmeln: 5JO 


/, _:;.u 
Tx Time Out: _.r,,_ __ _ 


Date: 07 I 26 / 12 # Visits PrlorTo Today: 41 of 40 


RT Code Description Units RT Code Description 


A001 PT Eval 
F010 Vasopneumatlo Device 


A002 PT Re Eval 
(3001 Ultra"'ound 


A003 OT Eva\ 
8001 Manual Therapy 


Aoo4 nr.~e Eval C001 Theraput!c ActlVltles 


F003 HPirlP I. C002 Neuromuscular Re-Ed 


F004 ~!Tl Unattend C003 Therapeutic exercise 


'ff ''"',d (tl'P t, c wi= 
C- Ar'wM 


LICE'NSE'NO. ________________ 
_ 


Units 


I 


I 


' 


OR 


Ox: 


Co~ Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S::;E:c:L::.F _____ _ 


Units: __ T.,__ __ _ 


Total Time Based Time: ____ _ 


Tota! Treatment Time: 


RT Code Description Units 


coos Galt Training 


F008 Traction Mechanloa\ 


H003 Custom WHFO Static 


HD06 Custom WHO Static 


HOOS Custom WHFO Oynamlc 


H01B Custom HFO Static 


" 







Dulberg 004684


Patient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


A pointment Detail 


Discipline: _O::.T.:..... __ _ 


Dale: 07 I 30 112 


RTCocle Dl'!s-c:r\ption 


A001 PT Eval 


A002 PT Re Eval 


A003 OT Eva\ 


A004 OT Re Eva! 


F003 HP/CP 


F004 Estlm Unattend 


.. 


1l'ti8cl 


07-30-12 01:01pm 


TREATMENT ENCOUNTER NOTE 


Co - Pay: 


Injury #: _0::.0cc1c_ ____ _ 


Payor Name: Patient Responsib\llty 


Tx Time In: _.:../_o1_o __ 


2/ov 
Tx Time Out: ___,__L ___ _ 


#Visits PriorToToday:~ of 40 


Units RT Code Oascriptlon 
Units 


F010 Vasopneumatlc Device 


G001 Ultraaounc\ -
B001 Manual Therapy I ' ' 
C001 Theraput\c Activities ' ' 


l"•,1 coo:z Neuromuscular Re•Ed -.. 


C003 Therapeutic ElC:erclse .... ~1 


\'.'....I 


OF. 


Dx: 


Co• Insurance: _______ _ 


88100 Open wound of forearm, w/out 


Financial Class: _S"E"L"F _____ _ 


r.L 
Units: --<---


Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code De:scrlptlon 
l.Jn\t:s 


coos Galt Training 


FOOS 1 ractlon Mechanical 


H003 Custom WHFO Static 


HOOS Custom WHO Static 


H006 custorn WHFD Dynamic 


H018 custom HFO Static 


_:::____~~4b~~~42--J2!~~~~1!4b~filip~d-.aJ,~8t) 
-.f-, f 


-./!.'.-11...-· -'--, _..¥JL_'!/!LLI~Wcj_~At.Jui:\AA..~c£WJLl.!/Jel..lJ2'.l...,..4f'tl-_.="1£,d.L14..µL/;;,?Ll4t=:'.l.' 
~f 


f:£:;/J--., 


he(vl S'.!\M',, 5,x:, I - ISriL:. · :/?1)( c;.,, d.c,_,,J2,a~ 


~11. pl~ V-:Pf,.,..,J. . "' ~ 


~t/1A/f1l~v:,. t,-1:':JtlJl,1/1.,1·~ 
111£RAPIST I CREDENTIALS 


uct:NSENO. -----------------







Dulberg 004685


"i~tient Information 


Account#: 0042000185 


Name: Dulberg, Paul 


Payor Code: 00001 


Appointment Detail 


Discipline: _O"-'-T ___ _ 


□ate: 08 / 02 / 12 


RT Code Descrlptlon 


A001 PT Eval 


A002 PT Re Eval 


AO□ J OT Eval 


A004 OT Re Eval 


FOOJ HPICP 


F004 Estlm Unattend 


Additional Treat nt Codes: 


SOAP: 


Ii I 
{,\ \{~ 


100\J<l 


08-02-12 10:22am 


TREATMENT ENCOUNTER NOTE 


Co~ Pay: 


Injury#: _0""0'--1'-----­


Payor Name: Patient Responsib!lity 


Units 


, 


f"''-


Tx Time In: _.,,'/""----<:l"':...'t>_'_ 


TxTime Out: 


#Visits Prior To Today:~ of 40 


RT Code Oescrlpllon 


F010 Vasopneumatlc Device 


G001 Ultrasound 


8001 Manual Therapy 


C001 Theraputlc Actlv1tles 


C002 Neuromusi,ular ~e-Ec:l 


cooJ Therapeutic: Exercise 


Units 


' 


OR Co ~ Insurance: _______ _ 


Ox: 
88100 Open wound of forearm, w/out 


Financial Class: _S"E"'L'--F _____ _ 


Units: __ tf_,___, __ _ 


Total Time Based Time: ____ _ 


Total Treatment Time: 


RT Code Description Units 


C005 Galt Tralnlng 


FOOS Traction 11/lachanlcal 


I H003 Custom WHFO Static 


H006 Custom WHO Static 


HOOS custom WHFO Dynamic 


, HO18 Custom HFO Static 


-------------------------------~,,,, 1 ° L o--/'-n~ 


a)'- (LU /.IJL. ,J;: .P,i "'1:,/f $: C 
. , ' . to 


Pl'INSC/\LE 


LICENSE NO. ________________ _ 
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Dulberg 004687


10/14/2013 15:53 FAX 18470560433 ]!and surgery Associates Ii!] 0023/0039 


~ From: OAMR.I d Round lake 6475463600 6475463633 To: lc\'JN KA.REN ~ase: 'J3 Date: 2131'2012 11:4425 AM 


PA UENT: DULBERG, PAUL 
llmN: 1585839 


DOB: 03/19/1970 


'"''l, 


Opei' l 
~~I 


.,3 .. 


PlIYSICIA!I': 
EXAM: 


DOS: 


LEVIN, MD, KAREN 
MR fOREARM: WI AND 
W/O73220 
02/03/2012 


EXAMINATION: MRI eltamination of the right forconn witl><>ut ond with int, .. venou, controst infusion .. 


CLINICAL HISTORY: History of right forearm tr.um• with a chainsaw, Posoible neuromll, 
nerve impingem011t or injuxy in the forearm. Possible tendon disruption. 11 appears that the 
patient had sane difficclty h~lding ;till during-image acquisition, There is mo1ion artifact on ~• •"""1ioation. Weakness in the fourth and fifth fingers. P>.in in the forearm and hand. 


TllCJlNJQIJil: Mo!tiplanar Tl and T2.weiglrtcd ,pin-echo pulse sequenc"8 and STIR •t:quen<:<:. Poot-infusion mu!tiplanar Tl.weighted sequences were performed. A skin marker was taped to 
th• point of maxim al symptom,. 


Contr•st: 15 cc ofgsdolinium '""' infused. 


FlNDlNGS: There is n6 b0nc abnonnality soon. The bone marrow sigMI chna.cteristics aJc 
norrmtl. 


There is no cystic or solid m""• appreciated. The visu;.Jized muscle, hove nounal oignol 
cluracieristiru;. · 


Thet'@ is no abnonnal soft tis:sue infiltration or foduntio-n. Spooificall_v, in fu.e aren of the &dn 
marker which is marking tho point of maxinul symptoms, there is no soft: li;suo abnoo:t1alily 
appnxiotcd. 


There is no abnormality idenUfiod along tho cour,e of11le ulnar oerve i11 tile forearm. 


lJ\1PRESSION: There is no fm:eann abnarmaJjiy appreda~. TI1is d.oes not exclude1he 
ro•sibili,y of.,, ulnar ne':'._• impiageme:n or ini":Y.~llt.th~.,,di;~• ii!a>"!Kl<-ai>n<>!;n>al iJ!filtr1l1llin"16flgllieexpeoted course of tlioiifnor oerve. No ohv19!.ltllmifun..Qt..im:_scle allnoonaliif apprectateirafilili"1irn e. . 


Thank you for referring your patient to Open Advanced MIU lfyou have any questions, Dr. 
Levin, please !eel free to contact me at111ydired line which is: 630.885.2100, 


720 Rollll'l.S Road ROUnd l..aklll Beach, IL 60073 Ph~oo: &•H-546-3600 Fa:<: 847-5<16-.J6J3 
lfJVVW.openadvancedm!i.com 


!f tti~re are 1:3ny quei;:.1ion.s about this fax or vou are f'IO-t the Int.ended teclpf.ent Please call 1~Ba8Al74-4674. 


10/14/2013 02:58 pm Paul Dulberg DOB 03/19/1970 


/ 


~ 


28/41 







Dulberg 004688


10/14/2013 15:53 FAX 18479560433 Hand Surgery Associates 


" From: OAMRI o1 Round L:ak~ 64754~600-8475463633 To: U:VIN KAREN ·~age: ~I~ Date: ml201Z 11 ;,i4:Z5 AM 


,,., ... .., 


OPen ~) 
Advanced/ 
MRt· -~ 


DULBERG, l'AUL 
MR FOREARM W/ AND W/O 73l:Z0 
02/03/2012 


Pag•2 of2 


Tluntk )'(IU for referrr;r.1r your ptdi.rnt tv Op,m Ativo:nccdMRT n/ Rtmndl,akn. 


-1,.~ . ..-1 4-. 1f I.,.:;~ l,. f~r ..... ,~ V,.. ,~ .. ~-1.,. ... .._,. :."! ~ " ·1~ 7 ',1-"'• 


Elech-onical!y Sig,,ed By: THOMAS A .PREDEY MD 
To the refening or consulting pliysician: If you woulr.1 llke to discuss this case In mora c:!<>tall or have any questions, ploa•e fe<>I fteo to contact tile <11lllhor of th!$ ropon: Or. lbn Fisller(B-47) 414-605', Or. Jay Korach (847) 691-7673 


72{) RQllins Roaa Rout".d Lali.G Beach, IL 6J073 Phone: 841 546-3600 fax: 847-548~36'.33 
WVV1.v.ope1'ladvanced1nn.ccm 


lf ther~ are any qu1-:Sti011$ about 1his: fax orvo1.t are not th~ intanded re.-tlplent. PIMse. call 1~888-674-4674. 


10/14/2013 02:58 pm Paul Dulberg 008 03/19/1970 


igJ 0024/0039 


29/41 







Dulberg 004689







Dulberg 004690


Hand Surgery Associates, S.C, 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart #: 19877 


------------------------------------------------------------------------------
5/06/2004 


CHART NOTES 
SCOTT D, SAGERMAN, M.D. 


The patient was in the office today for evaluation of left elbow. He is 
doing well. His arm is feeling much better. The strength in his hand has 
improved dramatically. He is very pleased with the results of his surgery. 
He does not report any paresthesias in his hand. 


PHYSICAL EXAMINATION: The left elbow scar is stable. Range of motion is 
full. Sensation around the scar is decreased as expected. This should 
improve with time. Intrinsic strength is 5/5. Pulp-to-palm distance is O. 
Sensation is intact in all distributions. 


TREATMENT PLAN: He will continue home exercises as directed by the 
therapist. He may resume use of his left hand for activities as tolerated. 
He was cautioned to limit heavy lifting activities if any symptoms arise. 


He did not wish to schedule a follow-up appointment. He was invited to 
return back to the office at his discretion if any further problems or 
concerns.arise. Follow-up PRN. Work status is no restriction. 


NEXT VISIT: PRN. 


ACTIVITY/WORK STATUS: Unrestricted. 
Scott D. Sagerman, M.D./sld 
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Hand Surgery Associates, S.C. 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart #: 19877 


------------------------------------------------------------------------------
3/18/2004 SCOTT D. SAGERMAN, M.D. 


CHART NOTES 
function is intact. 


TREATMENT PLAN: I reviewed the operative findings. The patient's questions 
were answered. The need for activity restriction was explained. 


He was given a therapy referral for fabrication of an elbow extension-block 
splint and instruction iri protected range of motion exercises. 


The sutures will be removed next week, and he will begin scar management 
after that. Follow up is three weeks. Work status is no use, wear splint. 


NEXT VISIT: Three weeks. 


ACTIVITY/WORK STATUS: Restricted. No use of affected hand/arm. Keep wound 
clean and dry. Wear splint. 
Scott D. Sagerman, M.D./jkl 


4/08/2004 
CHART NOTES 


SCOTT D. SAGBRMAN, M.D. 


The patient was in the office today for evaluation of left elbow. He is 
doing well. His symptoms have improved. His pain is decreased. Sensation 
has improved. He is participating in therapy. His progress is satisfactory. 


PHYSICAL EXAMINATION: The left elbow scarring is stable. Range of motion 
is satisfactory. There is no nerve subluxation. He reports diminished 
sensation surrounding the surgical scar which is expected. Sensation is 
intact distally. Finger motion is satisfactory. 


TREATMENT PLAN: He will continue postoperative therapy including scar 
management and gradual strengthening exercises. I reviewed the need for 
temporary activity restriction and protection of the left arm. He was given 
a padded elbow sleeve for protection of the surgical scar. The sensation 
surrounding the scar should improve gradually over time. Follow-up one 
month. Work status is no forceful, no heavy. 


NEXT VISIT: One month. 


ACTIVITY/WORK STATUS: Restricted. No forceful gripping/strenuous use. No 
heavy lifting. 
Scott D. Sagerman, M.D./sld 


-CONTINUED-
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Hand Surgery Associates, S.C. 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart#: 19877 


------------------------------------------------------------------------------
1/19/2004 


CHART NOTES 
JOHN R. RUDER, M.D. 


with Dr. Sagerman who will be contacting the patient to schedule the surgery. 


NEXT VISIT, Dr. Sagerman will call. 


ACTIVITY/WORK STATUS: Unrestricted. 
John R. Ruder, M.D./sld 


3/10/2004 
SURGERY NOTE 


SCOTT D. SAGERMAN, M.D. 


DATE OF SURGERY: 3/10/04 


SURGERY: REVISION, LEFT ULNAR NEUROLYSIS AND ANTERIOR TRANSPOSITION. 
Scott D. Sagerman, M.D./sld 


3/15/2004 
CHART NOTES 


JOHN R. RUDER, M.D. 


The patient was in the office today for evaluation of left elbow. 


PHYSICAL EXAMINATION, Wound is unremarkable. There is no hematoma. No sign 
of infection. 


The dressing is changed. The posterior splint is replaced. He will return 
to see Dr. Sagerman later this week. 


NEXT VISIT: 3/18/2004 with Dr. Sagerman. 


ACTIVITY/WORK STATUS: Off work. 
John R. Ruder, M.D./all 


3/18/2004 
CHART NOTES 


SCOTT D. SAGERMllN, M.D. 


The patient was in the office today for evaluation of left arm. He is doing 
well. His pain is controlled. No other problems reported after surgery. 
His preoperative symptoms have improved. 


PHYSICAL EXAMINATION: On exam, the left elbow incision is clean. Sutures 
are in place. No sign of infection or hematoma. There is minimal swelling 
as expected. Circulation and sensation are intact distally. Ulnar nerve 


-CONTINUED-
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Hand Surgery Associates, s.c. 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart #: 19877 


------------------------------------------------------------------------------
1/15/2004 


CHART NOTES 
SCOTT D. SAGBRMAN, M.D. 


The patient was in the office today for evaluation of left elbow. He is 
doing okay. overall, his ulnar nerve symptoms have improved. He still has 
intermittent medial elbow pain and paresthesias associated with movement of 
his elbow. He is concerned about the persistent snapping of the ulnar nerve. 


PHYSICAL EXAMINATION: Left elbow scar is stable. The ulnar nerve is 
nontender. There is no Tinel's sign. Range of motion is full. Sensation is 
intact distally. Intrinsic strength is normal. There is marked left ulnar 
nerve subluxation at the cubital tunnel. 


TREATMENT PLAN: I reviewed the clinical findings. The patient's questions 
were answered. Treatment options were discussed. 


Additional surgery may be indicated to address the ulnar nerve instability. 
Options would include ulnar nerve transposition or medial epicondylectomy. 
The timing of additional surgery would be elective, and I believe observation 
is appropriate at this time. 


I asked the patient to obtain a second opinion regarding additional surgery. 
Follow up for second opinion with HSA M.D. Work status is no restriction. 


NEXT VISIT: After second opinion. 


ACTIVITY/WORK STATUS: Unrestricted. 
Scott D. Sagerman, M.D./jkl 


1/19/2004 
CHART NOTES 


JOHN R, RllPBR, M.D. 


The patient was in the office today for evaluation of left elbow. The 
history is as given by Dr. Sagerman. 


PHYSICAL EXAMINATION: On examination, his symptoms are reproduced with elbow 
flexion and extension with subluxation of the ulnar nerve. 


The soft tissues are soft. I don't think that there would be a problem with 
proceeding with a second surgery at this point. 


Because his symptoms are present both at rest, though aggravated with flexion 
extension, it may be that an epicondylectomy would not be enough. I would 
favor a submuscular transpositic:in and have reviewed reasonable expectations 
of outcome of such a surgery with Mr. Dulberg as well as potential risks and 
complications. He believes that he would proceed and I have discussed this 







Dulberg 004694


.. 
• 


Hand Surgery Associates, s.c. 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart#: 19877 


------------------------------------------------------------------------------
11/06/2003 
CHART NOTES 


SCOTT D. SAGERMAN, M.D. 


stable. Range of motion is satisfactory. Sensation is intact distally. 


TREATMENT PLAN: He will continue therapy for range-of-motion exercises, scar 
management and strengthening. I reviewed the need for activity restriction. 
He will use a padded elbow sleeve for protection. 


NEXT VISIT, Four weeks. 


ACTIVITY/WORK STATUS: Restricted. No forceful gripping/strenuous use. No 
heavy lifting. Wear splint. 
Scott D. Sagerman, M.D./all 


12/04/2003 
CHART NOTES 


SCOTT D, SAGERMAN, M,D, 


The patient was in the office today for evaluation of left elbow. He is 
doing well. His symptoms have improved. He reports some residual 
paresthesias, which is expected. 


PHYSICAL EXAMINATION: Left elbow scar is stable. Range of motion is full. 
There is slight ulnar nerve subluxation at the cubital tunnel. Sensation is 
intact in all distributions. The patient reports that his grip strength has 
improved. 


TREATMENT PLAN: He will continue postoperative therapy for range of motion 
exercises and gradual strengthening. Continued improvement is expected over 
time. 


I briefly explained the option for ulnar nerve transposition, if the nerve 
subluxation causes persistent symptoms. For now, his symptoms will be 
observed. 


Follow up is one month. Work status is no restriction. 


NEXT VISIT: One month. 


ACTIVITY/WORK STATUS: unrestricted. 
Scott D. Sagerman, M.D./jkl 


-CONTINUED-
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Hand Surgery Associates, s.c. 
515 West Algonquin Road, Suite 120 


Arlington Heights, IL 60005 
TEL: 847/956-0099 * FAX: 847/956-0433 


Patient name: Paul Dulberg Date of Birth: 03/19/70 
ss #: 323 76 4001 Chart #: 19877 


9/11/2003 
CORRESPONDENCE 


SCOTT D, SAGERMIIN, M,D, 


(Ref) MITCHELL S. GROHMAN, M.D 


10/28/2003 SCOTT D, SAGERMIIN, M,D, 
SURGERY NOTE 
DATE OF SURGERY: 10/28/03 


SURGERY: LEFT CUBITAL TUNNEL RELEASE. 
Scott D. Sagerman, M.D./all 


10/30/2003 
CHART NOTES 


SCOTT D, SAGERMAN, M.D. 


The patient was in the office today for evaluation of left arm. He is doing 
well. No problems reported after surgery. His pain is controlled. 


PHYSICAL EXAMINATION: The left elbow incision is clean. Sutures are in 
place. No sign of infection or hematoma. Elbow motion is satisfactory. 
Circulation is intact distally. 


TREATMEm PLAN: I reviewed the operative findings. The patient's questions 
were answered. The expectation for gradual improvement and ulnar nerve 
symptoms was discussed. 


A therapy referral was provided for range-of-motion exercise and scar 
management. Infection precautions were reviewed. Follow up in one week for 
suture removal. 


NEXT VISIT: One week. 


ACTIVITY/WORK STATUS: Restricted. No use of affected hand/arm. Keep wound 
clean and dry. 
Scott D. Sagerman, M.D./all 


ll/06/2003 
CHART N'OTES 


SCOTT D. SAGERMAN, M.D. 


The patient was in the office today for evaluation of left elbow. 
doing well. His pain is controlled. His symptoms have improved. 
reports scar tenderness and weakness which is expected. 


He is 
He still 


PHYSICAL EXAMINATION: The left elbow incision is healed. The sca-r is 
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MICl-lAEL I. VENDEA, M.O. 


JOHN A. RUDER, M.O. 


SCOTTO. SAGERMAN, M.D. 


PRASANT ATtURI, M.O, 


DONNA J. KERSTING, MBA 
e.~ecurrve omcc.roA 


HAND SURGERY ASSOCIATES, S.C. 


September 16, 2003 


Mitchell Grobman, M.D. 
1900 Hollister Drive 
suite 280 
Libertyville, IL 60048 


RE: Paul Dulberg 
O/V: 9/11/03 


Dear Dr. Grobman: 


SPECIALISTS IN THE SHOULDER, ELBOW, WRIST AND HAND 


I had the opportunity to examine your patient, Paul Dulberg, 
concerning his left arm. He reports persistent numbness and 
tingling in the ulnar nerve distribution of the left hand 
following a motor vehicle accident which occurred in March, 
2002. He has had conservative treatment including injections, 
medications and therapy. A nerve conduction study from May, 
2002 and repeat study in December, 2002 showed evidence of ulnar 
neurapathy at the elbow. 


PHYSIC1\L EXAMINATION: Examination in the left arm shows 
positive Tinel sign at the cubital tunnel with local 
sensitivity. Range of motion is full. Sensation is diminished 
in the ulnar nerve distribution. There is slight weakness of 
the intrinsic muscles and positive Froment's sign. There is no 
visible atrophy. Circulation is normal distally. 


X-RAY EXAMINATION: X-rays of the left elbow are negative. 


IMPRESSION: Left cubital tunnel syndrome. 


TREATMENT PLAN: I explained the diagnosis and treatment 
options. surgery is indicated on an elective basis for cubital 
tunnel release .. The patient requested to proceed with surgery. 


515 w. ALGONQUIN AD. STE 120 This may be scheduled at his convenience. 
ARLINGTON 1-lEIGHTS, IL 60005 
TEL: 847•956·0099 
FAX: 847·956-0433 for the opportunity to participate in his care. 


565 LAKEVIEW PKWY, STE 140 
VEAl~ON HILL$, IL 60061 
TEt · !l47•247•5100 
FAX: 047-956-0433 


222 ~• l.ASALLE. STE 260 
CHtC/IGO, IL 60601 
TEL. J12·'214-2222 
FAX· ~1'2:s'.i!:23•1075 


www t1s11.sc,oom 


Scott D. Sagerman, M.D. 
SDS/cla 
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NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HEIGHTS, ILLINOIS 


MLS: 55233 
DD: Wed Mar 10 12:03:00 2004 CST 
DT: Wed Mar 10 18:23:44 2004 EST 
JN; 27810 


DSC OPERATIVE REPORT 


DATE OF OPERATION: 03/10/2004 


PREOPERATIVE DIAGNOSIS: Recurrent left ulnar neuritis at the cubital tunnel with ulnar nerve 
subluxation. 


POSTOPERATIVE DIAGNOSIS: Recurrent left ulnar neuritis at the cubital tunnel with ulnar nerve 
subluxation. 


PROCEDURE: Revision of left ulnar neurolysis at the cubital tunnel with anterior transposition. 


SURGEON: Scott D. Sagennan, MD 


ASSIST ANT: John R. Ruder, MD 


ANESTHESIA: General. 


COMPLICATIONS: None. 


TOURNIQUET TIME: I hour and 10 minutes. 


OPERATIVE FINDINGS: The patient developed symptomatic ulnar nerve subluxation at the cubital tunnel 
with recurrent ulnar neuritis following previous cubital tunnel release surgery. Exploration revealed marked 
instability of the ulnar nerve which easily subluxated anterior to the medial epicondyle with elbow flex ion. Scar 
fonnation was present surrounding the ulnar nerve within the cubital tunnel. 


TECIDIJIQUE: Consent was signed by the patient, and he was taken to the operating room. General anesthesia 
was given. The left arm was prepped and draped sterilely. A sterile tourniquet was applied to the upper arm 
and inflated following exsanguination of the limb. 


DULBERG, PAUL R 
000034432104 
0001307925 
Room#: 
Scott D. Sagerman, MD 
DSC OPERATIVE REPORT 
cc: Scott D. Sagennan MD, John R. Ruder, MD 
DICTATOR COPY for Scott D. Sagerman, MD 
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' DSC OPERATNB REPORT, continued 


'The previous longitudinal scar over the cubital tunnel was incised at the posteromedial aspect of the elbow, and 
the incision was extended proximally and distally in longitudinal fashion for additional exposure. Under loupe 
magnification, the subcutaneous tissue was dissected. The branches of the medial antebrachial cutaneous nerve 
were identified, dissected, and retracted safely. The skin flaps were elevated, and the ulnar nerve was exposed. 


Neurolysis was performed to mobilize the ulnar nerve from surrounding scar tissue. The release was carried 
proximally and to the upper arm. The medial intermuscular septum was excised. The arcade of Struthers were 
absent. The release was then carried distally into the flexor/pronator musculature. The aponeurosis was divided 
to mobilize the ulnar nerve. The articular branch had to be divided to allow adequate mobility of the ulnar 
nerve for anterior transposition. Small horizontal vessels were ligated and divided, preserving the longitudinal 
blood supply to the ulnar nerve. 


The ulnar nerve was then transposed to the medial epicondyle, assuring a straight line course of the nerve. 
There was no kinking of the nerve either proximally or distally. The transposition was then stabilized using 
submuscular flap. The flexor/pronator muscle fascia was incised to create a Z-plasty, permitting lengthening of 
the muscle fascia. The muscle fibers were then divided, with ligation of perforating vessels. The ulnar nerve 
was placed in the submuscular position, maintaining a thin layer of muscle fibers deep to the nerve. The fascia 
was then reapproximated in a lengthened position using 3-0 Vicryl sutures, maintaining the ulnar nerve in the 
transposed position without excessive tension on the nerve. The elbow was taken through a range of motion, 
and the nerve showed excellent gliding with no visible angulation of the nerve. 


The field was irrigated with antibiotic solution. One free end of a cutaneous nerve branch was identified. This 
was placed deep to the medial arm fascia which was sutured with Vicryl, to prevent symptomatic neuroma 
formation. 


The subcutaneous tissue was reapproximated with buried 5-0 Vicryl sutures, and the skin edges were 
reapproximated with 5-0 nylon sutures. A sterile bulky gauze dressing was applied followed by posterior 
plaster splint to maintain the elbow in a flexed position. The patient was awoken, extubated, and transported to 
the recovery room in stable condition. He tolerated the procedure well. There were no complications. 


DULBERG, PAUL R 
000034432104 
0001307925 
Room#: 
Scott D. Sagerman, MD 
DSC OPERATNE REPORT 


Scott D. Sagerman, MD 


Scott D. Sagerman MD, John R. Ruder, MD 
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Preoperative Diagnosis: 
Left cubltal tunnel syndrome, 


Postoperative Diagnosis: 
Same. 


Operation Performed: 
Left cubital tunnel release. 


Surgeon: Scott Sagarman, M.D. 
Anesthesia: General. 
Compllcatlons: Nona. 
Tourniquet llma: 38 minutes. 


OPERATIVE REPORT 


OPERATIVE FINDINGS: The left ulnar nerve showed obvious constriction at the distal aspect of the 
cub/la/ tunnel beneath the cub/ta/ tunnel ligaments. The ligament was thickened wlth several bands of 
deep layers over the area of nerve compression. The floor of the cub Ital tunnel was clear. The ulnar 
nerve did subluxate slightly over !ha medial aplcondyle at end range of flaxlon. There was no arcade of 
Sttu!hars. 


PROCEDURE: Consent was signed by the patient, taken to Iha operating room, general anesthesia 
was administered. Tha laft arm was prepped and draped sterilaly. A toumlquatwas Inflated on the 
upper arm following axsangulnatlon of the limb. A longitudinal Incision was made over the cubltal 
tunnel at the posteromedial aspect of the left elbow. Under loupe magnification the subculanaous 
tissues dissected, superficial veins were ligated with bipolar cautery. Branches of the medial 
lnterbrachlal cutaneous narva were Identified. These ware dissected and gently retracted safely using 
a vessel loop. The fascia was Incised proximal to the cubltal tunnel to expose Iha ulnar nerve. The 
nerve was dissected distally by dividing the cubltal tunnel ligament, until the nerve entered the 
fiaxor/pronator fascia of the proximal 1'0rearm. The fascia was Incised distally and motor branches of 
the ulnar nerve were seen with normal perinaural fat at this level. Proximally, Iha nerva was dissected 
by dividing the arm fascia fer a distance of 10 cm proximal to Iha epicondyle. 


The ulnar nerve was Inspected, adhesions around !ha nerve were divided with gentle blunt dissection. 
The nerve was noted to be constricted at Iha distal aspect of the cubltal tunnel. Following naurolysis, 
tendon gliding was found to ba satisfactory with elbow motion. No other areas of nerva compression 
were seen. 


The field was Irrigated with antibiotic solution. The vessel loop was removed. The subcutaneous 
tissues were reapproximated with 5-0 Vicryl undyed buried sutures. The skin edges were 
reapproxlmated with 5-0 and 6-0 nylon sutures. A sterile bulky compressive dressing was applied. The 
tourniquet was deflated, circulation retumed to the left hand with normal capillary refill. The patient was 
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awoken and transportad to the recovery room In stable condmon. The patient tolerated the procedure 
well, there were no compllcatlons. 


SS/Jmt 
D: 10/28/2003 
T: 10/29/2003 14:52:37 


cc: Scott Sagerman, M.D., <Dictator> 
Mitchell Grobmen, M.D. 


OPERATIVE REPORT 
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NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HEIGHTS, ILLINOIS 


MLS: 55235 
DD: Tue Mar 09 20:02:00 2004 CST 
DT: Wed Mar 10 02:12:39 2004 EST 
JN: 27318 


PREOPERATIVE HISTORY AND PHYSICAL 


DATE OF ADMISSION: 03/10/2004 12:00 AM EST 


DATE OF BIRTH: 03/19/70 


DATE OF SURGERY: 03/10/04 


HISTORY OF PRESENT ILLNESS: The patient is a 33-year-old male who reports symptoms ofleft medial 
elbow pain and intermittent paresthesias due to ulnar neuritis decubitus tunnel. Previously he underwent 
decubital tunnel release surgery in October of 2003 which resulted in some improvement in his symptoms, 
however, due to persistent symptoms he is now being admitted for additional surgery. 


PAST MEDICAL HISTORY: Negative. 


MEDICATIONS: Naproxen. 


ALLERGIES: None. 


HABITS: Smoking history is positive. 


FAMILY HISTORY: Noncontributory. 


PHYSICAL EXAMINATION: 
VI,TAL SIGNS: Stable. 
LUNGS: Clear. 
HEART: Rate is regular. 
EXTREMITIES: The left elbow shows healed surgical scar across the cubital tunnel. Range of motion is 
satisfactory. Circulation and sensation are intact distally. There is ulnar nerve subluxation at the cubital tunnel 
and paresthesias with flexion and extension of the elbow. Circulation and sensation are intact distally. 


DULBERG, PAUL R 
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PREOPERATIVE HISTORY AND PHYSICAL, continued 


X-rays of the left elbow are negative. 


IMPRESSION: Left ulnar neuritis at the cubital tunnel with nerve subluxation. 


TREATMENT PLAN: Repeat neurolysis left ulnar nerve with anterior transposition. Surgery scheduled under 
general anesthesia in Day Surgery. The patient understands the risks, benefits and possible complications of 
surgery and requests to proceed. 


DULBERG, PAUL R 
000034432104 
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Scott D. Sagerman, MD 


Scott D. Sagerman, MD 
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10/14/2013 15:53 FAX 18479560433 


Lateral Epicondvlltls (Tennis Elbow) (726.32) 
Current Plano 


I Treatment options exolalned 


Hand Surgery Associates 


I Patient provided with referral forOctupatlonal TheraPY 
I Intermediate Joint (Wrist/ Elbow) Injection I Aspiration (20605) 
I PROCEDURE / INJECTION 


PROCEDURE; STEROID INJECTION 


SITE: left elbow 


'4J 0021/0039 


Treatment options were revie..ved. Explained risks, benefits, expectations, and pomible side eff«:ts of steroid Injection. The patient elected to proceed, 


A Betadlne and/or alcohol prep was performad. Precautions Fonov,.fo9 the Injection were explained, The patient tolerated the procedure well. FoUowinQ the procedure there were no complaints. The patient was instrucfud to contw.t ttie office f any adverse reactions were noted. l 1% Lldocaine HCI Iniec:tion, USP (J3490) (3 Units) 
I Dexamelhasone Sodium Phosphate lniectlon, USP (4mq/mL) (JUOO) I Fonow up in 6 weeks 
I Return toWorkDate: _7-8-13 _____ _ 


Work status d lscussed with patient and written s:atement was provided. 


[ x ] U n restricted [ ] Reslricted Therapy: [ J Yes [ J No 


I I 
Keep wound clean & diy/ J No overhead user] No lifting/ pushing/ pulling No use of affected hand arm [] Limited over'head use 
Lim~ed liftinl / pushing pullng # Wear Splint SUng/_Cast L l No forcelurgripping [] No gym /sports 
Sedentary [ Limited forceful gripping · 


[] Other: 


Signed electronkally by Scott D Sagerman, MD (7/12/2013 10:59 AM) 


Procedures 
Intennediate Joint(Wriot / Elbow) Injection/ Aspiration (20605) Performed: 07/08/2013 (Ordered) 
1% Udoeaine HCI Inje<:tion, USP (J3,190) (3 Un its) Performed: 07/08/2013 (Ordered) 
Dex<0nethasone Sodium Phosphate Injed:lon, USP (4m9fml) (?11~9?,.~l;lf~rjl)eq; 07/08/2013 (Ordered) 


t, .. :·""','r.-.·~\i,i.':;,i•.~-.. f!~-ik<•· ,;"•,ii.' . .-•n , .. •, ~, :, . -~---~.:{,_·.~~-· 
1
, • ··•·,. '. ;_ • .. \~l":i''r,/f,,·'-;1l•"" . t' ~ >! ,. ,\~ ,,· . ·, 1':/·':)__,_,.,:;1. !(•1-:1-~;•'.'i(j•. 11~· ~ ·. 


10/14/2013 02:58 pm Paul Dulberg 00803/19/1970 Page S/41 







Dulberg 004704


10/14/2013 15:56 FAX 18479560433 Hand surgery Associates 14J 0039/0039 
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IICHAEL I. VENDER, M.D. 


,COTT D. SAGERMAN, M.D. 


·RASANT ATLURI, M.D. 


AM J. BIAFORA, M.D. 


IICHAEL V. BIRMAN, M.D. 


JAY K. BALARAM, M.D. 


-ONNA J. KERSTING, MBA 
XECUTIVE DIRECTOR 


RLINGTON HEIGHTS 
15 W. ALGONQUIN RD. 
RUNGTON HE1GHTS, ll 60005 
EL: 847-956-0099 
AX: 847-9.56-0433 


_SIP 


:':LVIDERE 


JLINGBROOK 


;1cAGO - DOWNTOWN 


--IICAGO - 6 CORNERS 


JUNTAYSIDE 


.MHURST 


:CANON HILLS 


IIIW.hsasc.com 


hl Hand t~~~~d~:g~::c~~ociates 
~ Hand • Shoulder • Elbow • Wrist 


EDUCATION; 


FELLOWSHIP; 


RESIDENCY; 


INTERNSHIP; 


MEDICAL SCHOOL; 


UNDERGRADUATE; 


CURRICULUM VITAE 


SCOTT DAVID SAGERMAN, M.D. 


Division of Hand Surgery 
Department of Orthopaedic Surgery 
State University of New York Health 
Science Center 
550 Harrison Street 
Syracuse, N.Y. 13202 
August 1992 - July 1993 


Emory University Affiliated Hospitals 
Department of Orthopaedic Surgery 
69 Butler Street S.E. 
Atlanta, GA 30303 
July 1988 - June 1992 


Emory University Affiliated Hospitals 
Department of Surgery 
69 Butler Street S.E. 
Atlanta, GA 30303 
July 1987 - June 1988 


Northwestern University Medical School 
303 E. Chicago Avenue 
Chicago, IL 60611 
July 1983 - June 1987 
Doctor of Medicine, 1987 


Northwestern University 
633 Clark Street 
Evanston, IL 60201 
July 1981 - June 1983 
Bachelor of Science, 1985 
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BOARD CERTIFICATION: 


SOCIETY MEMBERSHIPS: 


COMMITTEE MEMBERSHIPS/ 
APPOINTMENTS: 


LICENSURE: 


National Board of Medical Examiners, Parts I, 
II, and III, 1988. 


American Board of Orthopaedic Surgeons - Board 
Certified, 1995. Recertified through 2015. 


Certificate for Added Qualifications in Surgery of 
the Hand, American Board of Orthopaedic Surgery 
1996. Recertified through 2015. 


American Board of Independent Medical Examiners, 
Certified Independent Medical Examiner (CIME), 2012 


American Society for Surgery of the Hand 
American Association for Hand Surgery 
Chicago Society for Surgery of the Hand 


Board of Directors 2006-2013 
Secretary 2006-2007 
Vice President 2008-2009 
President 2010-2012 


American Academy of Orthopaedic Surgeons 
Illinois State Medical Society 


Lurie Children's Hospital of Chicago 
Chicago, IL 


• Foundation Board Member 
2010 Present 


Alexian Brothers Medical Center 


• Department Chairman, Hand/Microvascular Surgery -
2000-2006 


• Section Chief, Hand/Microvascular Surgery -
2000-Present 


Illinois - 1993 (036-086000) 
"Certified with the Drug Enforcement 
Administration" 
Illinois State Controlled Substance 
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EMPLOYMENT: 


Hand Surgery Associates, S.C., Arlington Heights, IL 60005 
August, 1993 - present 


Research Assistant - Department of Orthopaedic Surgery 
Children's Memorial Hospital, Chicago, IL 
August 1986 - June 1987 


Research Assistant - Division of Ambulatory Pediatrics 
Children's Memorial Hospital, Chicago, IL 
July 1982 - June 1985 


ACADEMIC APPOINTMENT: 


Northwestern University Medical School Department of Orthopaedic 
Surgery - Instructor of Clinical Orthopaedic Surgery: 1993-2000 


HOSPITAL AFFILIATIONS: 


Advocate - Condell Medical Center 
Libertyville, IL 60048 


Alexian Brothers Medical Center 
Elk Grove Village, IL 60007 


Elmhurst Memorial Hospital 
Elmhurst, IL 60126 


MetroSouth Medical Center 
Blue Island, IL 60406-2428 


Northwest Community Hospital 
Arlington Heights, IL 60005 


Northwestern - Lake Forest Hospital 
Lake Forest, IL 60045 


St. Alexius Medical Center 
Hoffman Estates, IL 60194 
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PUBLICATIONS: 


Short W., Sagerman S., TFCC 
Advanced Arthroscopy 2000: 


Repair: Radial-Sided Tear 
219-224. 


In: Chow Jed. 


Sagerman S., Palmer A., Short W., Triangular Fibrocartilage Complex 
Injury and Repair In: Watson K., Weinzweig J., ed. The Wrist. 
Lippincott Williams & Wilkins. 2001: 607-613. 


Sagerman S., Vender M.I., Infections. In: Kasdan Morton L. ed. 
Occupational Medicine: State of the Art Reviews. Vol. 13 No. 3, 
Philadelphia: Hanley & Belfus, 1998. 


Sagerman S., Vender M.I. Distal Radioulnar Joint. In: 
Morton L., Jebson, P. ed. Hand Secrets. Philadelphia: 
Belfus, Inc. 1998; 107-112. 


Vender M.I., Sagerman S. Compression Neuropathies. In: 
Morton L., Jebson, P. ed. Hand Secrets. Philadelphia: 
Belfus, Inc., 1998; 133-138. 


Kasdan, 
Hanley & 


Kasdan, 
Hanley & 


Sagerman s., Truppa KL. Diagnosis and Management of Occupational 
Disorders of the Shoulder. In: Kasdan, Morton L., ed. Occupational 
Hand & Upper Extremity Injuries & Diseases. 2nd ed. Philadelphia: 
Hanley & Belfus, Inc., 277-285, 1998. 


Pomerance, J., Sagerman, S. "Replantation and Revascularization in a 
Community Based Microsurgical Practice". Alexian Medical Review, Vol. 
13, No. 1: Fall 1997. 


Pomerance, J., Truppa, K., Bilos, Z.J., Vender M.I., Ruder, J.R., 
Sagerman, S.D., "Replantation and Revascularization of the Digits in 
a Community Microsurgical Practice". Journal of Reconstructive 
Microsurgery, Vol. 13, No. 3: 163-170, April 1997. 


Sagerman S., Palmer A.K., "Wrist Arthrodesis Using A Dynamic 
Compression Plate". J. Hand Surgery (Br.), 21B: 4: 437-441, 1996 


Sagerman S., Short W., "Arthroscopic Repair of Radial-Sided Triangular 
Fibrocartilage Complex Tears". J. Arthroscopic and Related Surgery, 
Vol.12, No.3: 339-342, June 1996. 


Sagerman s., Zogby R., Palmer A., Werner F., Fortino M., "Relative 
Articular Inclination of the Distal Radioulnar Joint -
A Radiographic Study". J. Hand Surgery, 20A:597-601, 1995. 


4 







Dulberg 004719


PUBLICATIONS (Cont): 


Sagerman S., Hauck R., Palmer A., "Lunate Morphology - Can It Be 
Predicted With Routine X-Rays?" J. Hand Surgery, 20A:38-41, January, 
1995. 


Sagerman S. , 
Nail Biter: 
1995. 


Lourie G., "Eikenella Osteomyelitis in a Chronic 
A Case Report". J. Hand Surgery, 20A:71-73, January, 


Seiler J., Sagerman S., Geller R., Fleming L., "Venomous 
Snakebite - Current Concepts of Treatment". Orthopedics, 17(8): 
707-714 August 1994. 


Sagerman S., Rooks M., Ensor C., "Carpal Tunnel Syndrome: 
An Alternative Method of Conservative Treatment". Submitted. 


Sagerman S., Seiler J., Fleming L., Lockerman E., "Silicone 
Rubber Distal Ulnar Replacement Arthroplasty". J. Hand Surgery 
(Br.), 17B:689-93, December 1992. 


Christoffel K., Marcus D., Sagerman S., Bennett S., "Adolescent 
Suicide and Suicide Attempts - A Population Study" . 
Ped Erner Care 4(1) :32-40, March 1988. 


Tanz R., Christoffel K., Sagerman S., "Are Toy Guns Too 
Dangerous?". Pediatrics. 75(2) :265-268, February 1985. 


Christoffel K., Tanz R., Sagerman S, Hahn Y, "Childhood Injuries 
Caused by Non-powder Firearms 11 • Am J"Dioeaoes of Children. 
138:577-561, June 1984. 


PRESENTATIONS: 


Sagerman, S., "Wrist Arthroscopy". Presented at Northwest Community 
Hospital - October, 1995 


Sagerman, s., "Management Issues in Upper Extremity Disorders 
Among Workers". Presented at Alexian Brothers Medical Center 
Conference Center - June, 1995. 


Sagerman, s., "Wrist Fractures 11
• 


Medical Center Conference Center, 
Orthopaedic Nurses - April, 1995 
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PRESENTATIONS (Cont) 


Sagerman, 8., "Management Issues in Upper Extremity Disorders 
Among Workers". Presented at Alexian Brothers Medical Center 
Conference Center - November, 1994. 


Sagerman, 8., Short, W., "Arthroscopic Repair of Radial-Sided 
TFCC Tears: A Follow-Up Study". Presented at American Society 
for Surgery of the Hand, Annual Meeting, Cincinnati, OH -
October, 1994. 


Sagerman, 8., "Management Issues In Upper Extremity Disorders 
Among Workers". Presented at Alexian Brothers Medical Center 
Conference Center - October, 1994. 


Sagerman s., "Wrist Arthrodesis Using Dynamic Compression 
Plating". Presented at the Mid America Orthopaedic Association 
Annual Meeting, Bermuda - April, 1994. 


Sagerman S., Palmer A., "Wrist Arthrodesis Using Dynamic Compression 
Plating". Presented at the Chicago Society for Surgery of the Hand, 
Quarterly Meeting, Chicago, IL - January, 1994. 


Hauck R., Sagerman S., Palmer A., "Lunate Morphology - Can it 
be Predicted With Routine X-rays?". Presented at the American 
Association for Hand Surgery, Cancun, Mexico - November, 1993. 


Sagerman s., "Wrist Arthrodesis Using Dynamic Compression 
plating". Presented at S.U.N.Y. Health Science Center, 
department of Orthopaedic Surgery, Alumni Day, Syracuse, NY -
June, 1993. 


Sagerman S., "Management of Extremity Snakebite Wounds". 
Presented at S.U.N.Y. Health Science Center Department of 
Orthopaedic Surgery Grand Rounds, Syracuse, NY - March, 1993. 


Sagerman s., "Flexor Tendon Injury and Repair". Presented 
at S.U.N.Y. Health Science Center, Department of Orthopaedic 
Surgery Grand Rounds, Syracuse, NY - November, 1992. 


Sagerman s., "Management of Extremity Snakebite Wounds". 
Presented at Emory University, Department of Orthopaedic 
Surgery Grand Rounds, Atlanta, GA - March, 1992. 


Sagerman s., Roberson R., "Total Hip Arthroplasty Using the Mecron 
Ring". Presented at Southern Orthopaedic Association Residents 
Conference, Atlanta, GA - November, 1991. 
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PRESENTATIONS (Cont): 


Sagerman S., Fleming L., "Long-Term Results of Distal 
Ulna Replacement Arthroplasty". Presented at American 
Orthopaedic Association Residents' Conference, Kansas City, MO 
April, 1991. 


Sagerman S., Fleming L.,"Long-Term Results of Distal Ulna 
Replacement Arthroplasty". Presented at Southern Orthopaedic 
Association Residents' & Fellows• Conference, Washington, D.C. 
1989. 


Hajek M., Conway J., Sagerman S., Carroll N., Dias L., "A 
Scientific Classification of Legg-Calve-Perthes Disease". 
Presented at Northwestern University of Orthopaedic Surgery 
Resident-Alumni Thesis Day, Chicago, IL - 1987. 


EXHIBITS: 


Sagerman S., Truppa K., Bohan Ruff S., "Fasciotomy for Acute 
Compartment Syndrome in the Upper Extremity: A Follow-up Study". 
Poster exhibit, Annual Meeting American Association for Hand Surgery, 
Boca Raton, Florida, 1997 


Sagerman S., Roberson R., "Total Hip Arthroplasty Using 
the Mecron Ring". Poster exhibit at the Annual Meeting 
of the American Academy of Orthopaedic Surgeons, 
Washington D.C. - February, 1992. 


Sagerman s., Seiler J., Fleming L., "Long Term Results of Distal Ulna 
Replacement Arthroplasty" . Poster exhibit, Annual Meeting of the 
American Society for Surgery of the Hand, Orlando, Florida 
October 1991. 


Sagerman s., Ensor c., Rooks M., "Treatment of Carpal Tunnel Syndrome 
with a Full Tendon Gliding Hand Therapy Protocol". Poster exhibit, 
Annual Meeting of the American Society for Surgery of the Hand, 
Orlando, Florida - October, 1991. 


Sagerman S., Roberson R., "Periacetabular Bone Loss with Early 
Loosening of the Mecron Threaded Ring". Poster exhibit, 
American Academy of Orthopaedic Surgeons Annual Meeting, 
Anaheim, CA - March, 1991. 
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INSTRUCTOR: 


Lab Instructor - "The Wrist: Arthroscopic and Open Techniques''. 
Wrist Arthroscopy 2004. Co-sponsored by the American Society for 
Surgery of the Hand and the American Academy of Orthopaedic Surgeons, 
held at Orthopaedic Learning Center, Rosemont, IL - August 7-8, 2004. 


Lab Instructor - "Common Hand and Wrist Problems". Presented by 
American Academy of Orthopaedic Surgeons, Rosemont, IL - October 1998 


Lab instructor - "Open and Arthroscopic Shoulder Surgery: 
Anterior·and Posterior techniques". Presented by American 
Orthopaedic Surgeons, Rosemont, IL - May 1998. 


Advanced 
Academy of 


"The Masters Experience" in Arthroscopic Surgery of the Wrist, 
Elbow & Carpal Tunnel. Presented by the Arthroscopy Association of 
North America, Rosemont, IL - November, 1996. 


A Comprehensive Approach to Challenging Wrist Problems 
American Society of Hand Therapists 
Chicago, IL - April 28-30, 1995 


Problem Based Learning 
Northwestern University Medical School, Chicago, IL 
1995, 1996, 1998 


3M Endoscopic Carpal Tunnel Release Course 
Syracuse, NY - May, 1993. 


Cardiopulmonary Resuscitation 
Northwestern University Medical School, Chicago, IL 
July, 1984 - July, 1985. 


8 


03/2013 







Dulberg 004723


10/14/2013 15:52 FAX 
't L 0\''<Y:!•J 


18479560433 Hand Surgery Associates Ii!! 0020/0039 


History&. Physical Report #1 


Paul Dulbe,g 
7/8/2013 10:39 AM 
location: VH Office 
Patient#: 80330 
DOB: 3/19/1970 
Undefined /Language: English /Race: Undefin<d 
Male 


Hlsoory of Present Illness (Kim E Brandon, RT; 7/8/201310:44 AM) 
The ratioot Is a 43 year old male who presents for an evaluation of elbow Rain. The pain Is located in the left elbow. The onset of the 


elbow pain has been gradual and has been occurring fur months. The course has been worsening. There are no relieving factx>rs. Previous 
evaluations/ b"eatmen1s include : occupational therapy. 


Allergies(Kim E Brandon, Rr; 7/8/201310:40AM) 
No Known Drug Allergies. 07/08/2013 


Family History(~m E Brandon, RT; 7/8/2013 3:34 PM) 
cancer 
Diabet,,s Mellitus 


Social Hlstx>ry (Kim E Brandon, RT; 7/8/2013 3:34 PM) 
Hand Dominance. Right Hand<d. 
Current Occupation. not working 
Alcohol use. 07 /0~013: does not drink alcoholic beverages 
Diabetic Diet. 07. 8/2013: no 
lllicitdrug use. '7/08/2013: no 
Tobacco use. 07/08/2013: Current ev""{ day smoker: 0.5 pack per day; Smoker fur 20 years· 


Medication History (Kim E Brandon, RT; 7/8/201310:40 AM) 
Naproxen DR ( Oral) Spocific dose unknown - Active. 


Other Problems (Kim E Brandon, RT; 7/8/2013 3:34 PM) 
Chronie or past head/ neck disorders 
Depression 
He ad Injury · 
Neurological disorder 
Pneumonia 


Review of Systems (Kim E Brandon, RT; 7/8/2013 3:34 PM) 
General: Present-Chronic pain. Not Present-Fatigue, Fever, Night Sweats, Rapid weight loss or ~ai.1 and Varicose velos / leg swelling. 
HEENT: Not Present-Headache, BHndness /vision problems, Wears glasses/oontact lensea, Hearing Lom, R.irmln.g fn the Ears and DenbJres. 
Respiratory: Not Present-Chronic Cough, Home oxygen use, Shortness of breath while r,sting, Shortness of breath from exertion and 
Whee~ng. 
Breast: Not Present-Breast Mass. 
Cardiova&wlan Not Present-Difficulty Breathing Lying Down, Leg cramps from exertion, Palpitations and SWollen ankles. 
Gastrointestina~ Not Present-Abdcminal Pain, Constipation, Diarrllea Frequent nausea/ vomiting, Heartburn and Stomach ulcers. 
Male Genitou1•inary: Not Present~ Blood In Urine, Bladder contro[ problems, Chronic or past urinary disorders, Painful Urination and Rtecurrent 
bladder/ kidney infections. 
l'>luscu loskeletal, Not Present-Back Pain Fractures, Joint Pain, Joint swelling and Muscle Cramps. 
Neurologicah Present-Numbness or tingling and Wealmess In Extremties. Not Present-Bl:ockout spells, Dizziness and Memory lapses. 
Hematology, Not Presen~ Abnormal Bleeding, Easy Bruising and E.'<l:essive bleeding. 


Vitals [Kim E Brandon, RT; 7/8/2013 10:42AM) 


7J912013 10:42 AM 
eight: 165 lb Height: 69 in 


Body Surfaoo Area: 1.91 m2 B06/ Mass Index: 24.37 kg/m' 


Physical Exam (Scott D Sagerman, MD; 7/8/2013 10:52 AM) 
The physical exam findings are as follows: 
Note: Left eibow sl~ ht tenderness over the lateral epicondyle. Skin intact. Range of motion full. Slight pain with res~ted wrist extension. 


Assessment & Plan (~m E Brandon, ITT; 7/8/2013 3:35 PM) 


10/14/2013 02:58 pm Paul Dulberg 008 03/19/1970 Page4/41 
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110V, ~. LVIL 1:l~rlVI NO.JIil .r. LIIV 


HISTORY & PHYSICAL 
f>AilENT: Dulberg, Paul AGE: 41 years old EXAM DATE: 12/02/11 


CHIEF COMPLAINl; Right forearm pain. 


Patient is a 41-year-old male who is right-hand dominant. He was referred by Dr. aren 
Levin, MD, neurology, for evaluation of an injury he sustained to his right medial lo earm 
in June of 2011. He apparently was using a chain saw when he accidentally struc the 
volar medial aspect of his right forearm in roughly the mid forearm range with a ch In 
saw. He had a large open wound down to muscle. He was seen In the emergency 
department where the wound Is here ii at the muscle was sewn together and the s in 
was closed. He followed up with his primary care provider. He has noted persisten pain 
which he describes as intermittent and shooting In character radiating from the lac ration 
site. He occasionally has intermil:lent numbness and tingling in the ring and small nger. 
He reports grip weakness and no endurance with wrist fiexion and gripping. He ha not 
had therapy to date. He did have an EMG/NCS performed by Dr.Levin in Augusto 2011. 
Per the patient the study was normal. I do not have that study available at this mo ent. 
He currently is not working but is a graphic designer by training, He reports using 
computer mouse for 20 minutes causes significant forearm pain. 


MEDICATION; Patient has no current medications. 
ALLERGIES; nkda 
REFERRAL SOURCE: Not Referred By 


ILLNESSES; 
OPERATIONS; 
SOCIAL HISTORY: 


FAMILY HISTORY: 
OCCUPATION: 


ROS; 
1. Head .ind Neck: 
2. Heart 
3. Lungs: 
4. GI; 
5. GU: 
6. Neuro: 
7. Musculoskeletal: 
8. Abdomen: 
9. Heme/Lymph: 
10. Other: 


PHYSICAi. EXAM; 
Vitals: 
Appearance: 
Skin: 
Neuro; 


Vascular: 
Focused Exam: 


Arthritis 
Ulnar Nerve Transportation: Active 
Atcohal - Denies 
Marital Status: Single 
Smoking: current every day smoker 
Diabetes 
Graphic Designer 


System reported as normal by patient. 
System reported as normal by patient. 
System reported as normal by patient. 
System reported as normal by patient. 
System reported as normal by patient. 
As per HPI. 
As per HPI. 
System reported as normal by patient. 
System reported as nonrnal by patient. 


No data for Vitals. 
No distress, good color on room air, Alert and cooperative, 
Bilateral upper extremities: no open wounds or skin changes. 
BIiaterai upper extremities; Median, radial and ulnar nerves are motor and sensory in ct 
Light touch intact all digits, no weakness or wasting. 
Bilateral upper extremities; palpable radial pulses and brisk capillary refill. 
Examination of his right upper extremity reveals his elbow has normal painless rang of 
motion. No focal tenderness lt1 palpation. Collateral ligaments are stable. His forear 
compartments are soft. He has a w~-healed transverse laceration on the volar medi I mid 
forearm level. There is no erythema, drainage, or fluctuance at the level of the lacer ion. 
There is no tenderness to palpation at the laceration site, There is some apparent m scle 
incongruity. Distally his hand demonstrates no atrophy. He has 5 out of 5 intrinsic sir ngth, 
5 out of 5 APB strength. He can make a full fist with full extension of all digits. He do snot 
demonstrate a clawed posture. He has a negative Froment sign, He has a positive 
Wartenberg sign. Wrist flexion and extension is 5 out of 5 strength, He has a palpabl FCU 
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110 v. ~- LV IL I: onv1 Report Date: Novembor 07, 2012 Patient: Dulberg, Paul R DOti!,0· j I I j r. j/ LV 


and ECU tendons at the level of the wrist. They have appropriate tension. 
IMAGING: None today. 


ASSESSMENT: 
DIAGNOSIS: 
PROCEPURES; 


PLAN; 
Plan: 


Prescription: 
Work Status: 


906.1-LATl:: EFFECTOP(;N WNO EXTREM 
99203-NEW Detailed, Low Complexity 


r reviewed findings, treatment options, and recommendations with the patient concer ing the 
forearm complaints he has. I would like to see the official report of the EMGINCS. W will 
obtain this report. There Is no evidence of a complete Injury to his ulnar nerve on phy ical 
exam. His complaints are likely muscular in origin. He may have some superficial sen ory 
complaints as well. I do not think ha needs any surgical intervention at this time. I did 
recommend and provided him with a prescription for occupational therapy to work on 
strengthening and conditioning of the forearm muscles. They can also perform some ain 
control modalities. I would like to see him back in 4-6 weeks' time to see if therapy is f 
some assistance to him. I will contact him by phone if his EMG is significantly abnorm I. 
Otheiwise we will discuss it at the next followup visit. Patient was In agreement with t e plan. 


No data for Prescription 
Not applicable. 


Marcus G, Talerico, M. D. 


Refened by; Or. Karen Levin 
Primar,i care Physician: Dr. Sek 
other: n/a 


06/21/12 -- Patient clarified that this Injury occurrred on the above mentioned data but that he was not hOidi g on to the chainsaw. 
ln,;tead, he was helping his neighbor by holding a branch and the neighbor was the one cutting the branch ith the chainsaw. vv 


I Fax Created - Dated Jun 21 2012 9:52AM 


Page 2 
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llUV, 0, LV IL 1 ; ,urivi Report Dato: November 07, 2012 Patient: Dulberg, Paul R DOI:'."· J 1 1 J 


PATIENT: Dulberg, Paul R AGE: 41 years old l:XAM DATE: 01/06/12 
HOM~: 4646 Aden Court PID: 1002454 
Mchen,y, IL 60051 


CHIEF COMPLAINT: Right forearm pain. 


Nurse's Notes: Patient doesn't feel occupation therapy is helping. He complaints of pain/soreness and I ss of 
strength. MT 


Referred by: Not Referred By 
HPI: Patient is a 41-year-old male who is right-hand dominant. He was referred by Dr. Karen Levin, M , 


neurology, for evaluation of an injury he sustai~ed to his right medial forearm in June of 2011. He 
apparently was using a chain s,;iw when he accidentally struck the volar medial aspect of his right 
forearm in roughly tha mid forearm range with a chain saw. He had a large open wound down to uscle. 
He was seen In the emergency department where the wound was debrided and the muscle was s wn 
together and the skln was closed. He followed up with his primary care provider. He has noted pe istenl 
pain which he describes as intermittent and shooting in character r1;1diating from the laceration site He 
occasionally has intermittent numbness and tingling In the ling and small finger, He reports grip 
weakness and no endurance with wrist flexion and gripping. He has not had therapy to date. He di have 
an EMGINCS performed by Dr.Levin in August of 2011. Per the patient the study was normal. 
I saw the patient a proximally one month ago recommended a course of occupational therapy. He as 
attended one or 2 sessions thus far. I also obtained and the EMG nerve conduction study lo revle . The 
patient reports no improvement in symptoms. He thinks that therapy is not helpful. He feels he Is g tting 
weaker. He feels burning in the forearm region. He also asked me about disability paperwork. 


MEDICAL HISTORY: 
MEDICATION: 


ALLERGIES: 
SOCIAL HISTORY 


PHYSICAL EXAM: 
Appearance: 


Arthritis 
naproxen (Dos,,ge: 375 mg Tablet, Delayed Rele8$e (E.C.) SIG: Take 1 tablet Or I twice 
a day Oral Dispense: 90 Refills: 2) 
nkda 
Alcohol - Denies 
Marital Status: Single 
Smoklng: current every day smoker 


No distress. Alert and cooperative. 


r. 4/ I U 


Skin: Bilateral upper extremities: no open wounds or skin changes. Well-healed lacerali n in the 
mid forearm region light side ulnar aspect. No evidence of infection. 


Neuro: 
F'ocused Ex.im: 


IMAGING: 


DIAGNOSIS: 
PROCEDURES: 


Bilateral upper extremities: light touch intact all digits, no weakness or wasting. 
Elbow with full and painless motion in the right side. Forearm compartments are soft there is 
no obvious deformity. He has preserved wrist flexion and extension strength. He c1;1 make 
a full fist and has full extension of all digit:,. He has no intrinsic or thenar atrophy. He has 515 
APB and intrinsic strength. He has a negative Froman! sign. He does have a positiv 
Wartenberg sign. F'DP to the small finger is 6/5. 


None today, 


906.1-1..ATE EFFECT OPEN WNO EXTREM 
99213-ESTABLISHED Expanded, Low Complexity 


ASSESSMENT & PLAN: 
Plan: I reviewed findings, treatment options, and recommendations with the patient concer ing the 


forearm complaints he has. I reviewed the EMG/NCS which is a normal study. There is no 
evidence of ulnar nerve Injury. Given the location of his Injury this is the only significa t 
problem I can imagine from this wound. There is no evidence of any nerve or tendon injury. 
He may have some residual soreness and some superficial sensory abnormalities b I this 
should improve overtima. Our recommendation is simply continued therapy. No nee for 
surgical intervention that I can foresee. Unfortunately do not have anything further to ffer 
the patient at this time. I would be happy to see him back in the future on an as need d 
basis. 


Work Status: Not applicable. 


Page 3 
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IVVV, V, !VIL , , ,v, '" Keport uate: Noverr1oero1, 2012 P~tient: Dulberg, Paul R OOS:!u. J 11 J 


M11rcus G. Talerico, M.D. 


Referred by: Dr. Karen Levin 
Other: Hans Mast(Attorney) 


Page4 
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NOV. ~. LU IL I: /DrlVI 110, ll ll r. D//V 


MEDICAL HISTORY 


Initials- 1n toms Onset:~ Gradual Date of Injury Z21 z_o I 
4-!-Yearol _::AhandedF~ ,,(] ,,,LL~.,_ 0,~---.s~ '21'i.,.,--..J,._ 


n:J,-:.~ O S-~ ~. D11 ,...-, ./-fAA.. E.,~, f'+ t->...,, v= 
r fl. t . .\' <..O ,y,, <,;v ,u M • .<X... '-"' n. 
l,volq_, ti- 'lt"✓ILW= c _ v--J- "-<!.,,ve d,,.JL +o ,$\.-o=No .0...:-s. Vf 1 


H~ v-.V{: f? · t;;,.v~~ ~ i._+-w~~ "'" ~--r'L. 
O()P M ,ee.p ::tQ... '-- f...,J\ N "1•~1,:,;, IJJ»(ie,.M~ - _;: ,:;,, "tt:J.1'--"""-' 


f, ne,.<>W'- I, , ,1 _ j} - - -~ 
'-tO "'{, { rJ("'- d~ t-...,,.:-.K...uv ~ 1) c~(j'v~ 


Current Symptoms . 
Location: · t fDIZ.6-A:e 111/ r)l.,l,},tt:6 1 bf,., Lefr-._,...--=--t---
Pain; Ml . . evere :;).{<2 @ , .,_,,. ,\- @.,, Mild de e 


m:t:tmt Ontinuoua .::> lbtl!Itnittc: Qntinuou1;1 
r: d' ... W~ Slcepclbtut m:r: 


Son•~~: Th lK.\!t)'\t)JG..v,1.,-.,~ V l, Sensory, Th MRS 
diifii:ttr:rt l::ontiotJOU~ -~' / ~ (ncennlttent ontl11uoua 


c'.fiwie.u?r ling Pate:sthcsias / • Nllmbncss T gling Paresthesiils 
Othe Swelling 


S Stiffness 
TriggetingC,C, Ttiggcring 
Crcpitu, ~ . Crepituij/ 
Cold intoloran~ Cold int er nee 
Colo, ChangeC.:;::) Color Ch, 


Previo~•~~ilar symptoms/injur® Yes Moss 


Steroids Injections@; Yes 


Splint/,;~ Yes 


Previous Surgery: No s ~ lJL/vfJll.. j\) 


Previous tests and results 
EMG/li(:V~es ~.l,£V//J Arthrogram®!Yes _______ _ 
MR~/Ye.s HlmeSc:.\n:~es _____ ~--
X-R~""._,G,...(,---,U,---,----,\_\_I ___ CAT scan,,@Yes ______ ~_ 


Height 5 'r o (' Weight I G <; BMI_~--


Oceupatlon/Hobbies: ~ ok:,...¼,v _ 
Referred By lb(? , [)i_,1/ l JIJ . Age :'ft I 


Date tLjzl I\ 
Examined in the presence of ,___,_s'tco,...,__----~-~ Name-


. !)OL 13 t, 'l h 
• I 


PflU 


• , ... ,i..~ 
rt...J,.'"'> ~ 11.. .,._ ' 


- tJ/r - , ~ 
( I ) t- .-,.,..-ff 


'!,tY .,,..,,,, ...... 
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Dulberg 004729


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO, IL 60678-1374 


ADDRESS SERVICE REQUESTED 


SA 11 1003 000427 4 22000427 4 


ADDRESSEE 


>08428 2116426 001 092096 
PAUL DULBERG 
4606 HAYDEN 
MCHENRY, IL 60050 


IF PAYING BY MASTERCARD OR VISA FILL OUT BELOW. 
CHECK CARD USING FOR PAYMENT 


- ;'ASTERCARD 151 □ VISA 
CARD NUMBER VERIFICATION# 


CARDHOLDER NAME EXP.DATE 


SIGNATURE AMOUNT 


REMIT TO 


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO IL 60678-1374 
I, 11,, I I,,,, II,, I,,, I I,, I,, u I I,, II, I,,, I, I,, 111,,, 11, u I,, I, I 


Page 
1 


Statement Date 


08/10/12 
Due Date 


08/25/12 
Office Phone Number Account# Patient Balance 


Continued 
Show Amount 
Paid Here$ (847) 956-0099 80330 


D Please check box and use reverse side to 
Indicate address or Insurance changes STATEMENT RETURN THIS PORTION WITH PAYMENT 


Date ICPT & Reason Explanation of Activity 


Patient: Paul Dulberg 
Balance Forward 
---- Balance Forward Total 


Provider: Sage.rman1 Scott D 
Voucher: 751730 
06/28/12 RECEIPT 124 Self Pay Credit Card Pa 
07/30/12 RECEIPT 126 Self Pay Credit Card Pa 


---- Visit Total 


Voucher: 767730 
05/14/12 99212 Office Outpt Est 10 Min 


---- Visit Total 


Voucher: 841480 
06/06/12 99214 Office Outpt Est 25 Min 


---- Visit Total 


Voucher: 887630 
07/09/12 64718 Neurp&/Trpos Ur Nrv Elb 
07/09/12 64708 Neurp Major Prph Nrv Ar 


---- Visit Total 


Provider: Biafora, Sam J 


Voucher: 818900 
05/17 /12 99213 Office Outpt Est15 Min 


---- Visit Total 


Voucher: 887640 
07/09/12 64718 Neurp&/Trpos Ur Nrv Elb 
07 /09/12 64708 Neurp Major Prph Nrv Ar 


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO, IL 60678-1374 


Your prompt payment is greatly 
appreciated. 


08428 2116426 016856 016856 00001 /0□002 920966912 


Charges & Insurance 
Debits Pending 


116. 00 


90.00 


171.00 


3318.00 
3353.00 


116. 00 


829.00 
838.00 


Account Number: 


Office Phone Number: 


Ins. Pending; 


Patient Balance: 


Payments & Patient 
Credits Amount 


116.00 


-20.00 
-20.00 


-40.00 


90.00 


171.00 


6671.00 


116. 00 


80330 


(847)956-0099 


o.oo 
Continued 


92096811028 







Dulberg 004730


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO, IL 60678-1374 


Page 


2 


SA 11 1003 000427 4 22000427 4 


ADDRESSEE 


PAUL DULBERG 


Statement Date 


08/10/12 


Due Dale 


08/25/12 


Office Phone Number 


(847) 956-0099 


----


IF PAYING BY MASTERCARD. OR VISA FILL OUT BELOW. 
CHECK CARD USING FOR PAYMENT 


- ~ASTERCARD =□ VISA 


CARD NUMBER VERIFICATION# 


CARDHOLDER NAME EXP. DATE 


SIGNATURE AMOUNT 


REMIT TO 


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO IL 60678-1374 
I, II,, 11,,,, 11,,1,,,11 ul,,, ,11, ,I I ,I ,,,I, 1,,111,,, 11,, ,I nl, I 


Account # Patient Balance 


80330 8791.00 
Show Amount 
Paid Here$ 


□ Please check box and use reverse side to 
Indicate address or Insurance changes STATEMENT RETURN THIS PORTION WITH PAYMENT' 


Date ICPT & Reason Explanation of Activity 


---- Visit Total 


HAND SURGERY ASSOCIATES SC 
37400 EAGLE WAY 
CHICAGO, IL 60678-1374 


Your prompt payment is greatly 
appreciated& 


08428 2116426 016857 016857 00002/00002 


Charges & Insurance 
Debits Pending 


Account Number: 


Office Phone Nwnber: 


Ins. Pending, 


Patient Balance: 


Payments & Patient 
Credits Amount 


1667.00 


80330 


(847)956-0099 


o.oo 
87 91. 00 


92096S 11 028: 







Dulberg 004731


8/12/2014 10:38:SlAM 


Account: 80330 


Paul Dulberg 
4606 Hayden Ct 
McHenry, IL 60051 


Home: 847 497-4250 
Work: 
Cell: 


Account Type: LITIGATI Simi? Y 


Account Summary 
Hand Surgery Associates SC 


Self: 


Insur: 


Collect: 


Current 


0.00 


0.00 


0.00 


31-60 


0.00 


0.00 


0.00 


Dun? Y Last Simi: 08/08/2014 9384.00 


Page: 42 


61-90 Over90 Balance 


0.00 9384.00 9384.00 


0.00 0.00 0.00 
0.00 0.00 0.00 


Unassigned: 0.00 


Total Balance: 9384.00 


Last Pml: 04/18/2014 20.00 


Patient: 80330 Paul Dulberg 
Self Pay Insurance 


DOB: 03/19/1970 Sex: M 1st Service: 02/27/2012 Last Service: 10/11/2013 
Cert: Grp: 


Service Original Patient No. & Name 
Voucher Date Bill Date Payor 


Actual 
Location Provider Pract 


841480 06/06/2012 07/11/2012 80330 Paul Dulberg HSAAH SDS 
Self-Pay 


06/06/2012 Proc: 99214 Office Outpt Est 25 Min 
10/31/2013 Ref: receipt# 16612 v Self Pay Credit card Payment 
11/19/2013 Ref: Receipt #16722 Self Pay Credit Card Payment 
12/31/2013 Ref: receipt #16865 Self Pay Credit Card Payment 
01/29/2014 Ref: receipt #15978 Self Pay Credit Card Payment 
02/27/2014 Ref: Receipt #16144 Self Pay Credit Card Payment 
04/18/2014 Ref: Receipt #15597 Self Pay Credit Card Payment 


887630 07/09/2012 08/10/2012 80330 Paul Dulberg NWCH SDS 
Self-Pay 


07/09/2012 Proc: 64718 Neurp&jTrpos Ur Nrv Elbw 
07/09/2012 Proc: 64708 Neurp Major Prph Nrv Arm/Leg Olh/Thn Spe 


887640 07/09/2012 08/10/2012 80330 Paul Dulberg NWCH SJB 
Self-Pay 


07/09/2012 Proc: 64718A Neurp&jTrpos Ur Nrv Elbw 
07/09/2012 Proc: 64708A Neurp Major Prph Nrv Arm/Leg Olh/Thn Spe 


919100 08/27/2012 09/13/2012 80330 Paul Dulberg HSAVH SDS 
Self-Pay 


08/27/2012 Proc: 99024 Po F-Up Vst Related To Original Px 
08/27/2012 Proc: 91 Protector Heel Or Elbow Each 


1020590 10/22/2012 12/07/2012 80330 Paul Dulberg HSAVH SDS 
Self-Pay 


10/22/2012 Proc: 99213 Office Outpt Est15 Min 
1025240 12/03/2012 01/10/2013 80330 Paul Dulberg HSAVH 


Self-Pay 
12/03/2012 Proc: 99213 Office Outpt Est15 Min 
12/03/2012 Proc: 73p80 Radex Elbw Campi Minimum 3 Views 


1076080 01/14/2013 02/08/2013 80330 Paul Dulberg HSAVH 
Self-Pay 


01/14/2013 Proc: 99212 Office Outpt Est 10 Min 
1208470 03/25/2013 04/10/2013 80330 Paul Dulberg HSAVH 


Self-Pay 
03/25/2013 Proc: 99212 Office Outpt Est 10 Min 


1345580 07/08/2013 08/09/2013 80330 Paul Dulberg HSAVH 
Self-Pay 


07/08/2013 Proc: 99213 Office Outpt Est!S Min 
07/08/2013 Proc: 20605 Arthrocnts Asplr&/Njx Intrm JI/Bursa 


1400320 08/26/2013 09/11/2013 80330 Paul Dulberg HSAVH 


08/26/2013 
Self-Pay 


Proc: 99212 Office Outpt Est 10 Min 


SDS 


SDS 


SDS 


SDS 


SDS 


HSASC 


Diag: 354.2 
18.00 
20.00 
20.00 
20.00 
20.00 
20.00 


HSASC 


Diag: 354.2 
Dlag: 955.2 


HSASC 


Diag: 354.2 
Diag: 955.2 


HSASC 


Diag: 354.2 
Diag: 354.2 


HSASC 


Diag: 354.2 
HSASC 


Diag: 726.32 
Diag: 726.32 


HSASC 


Diag: 354.2 
HSASC 


Diag: 354.2 
HSASC 


Diag: 719.42 
Diag: 726.32 


HSASC 


Diag: 719.42 


Sub:Paul Dulberg 


Charges 


171.00 


Units: 


6671.00 


Units: 
Units: 


1667.00 


Units: 
Units: 


50.00 


Units: 
Units: 


116.00 


Units: 
282.00 


Units: 
Units: 


90.00 


Units: 
90.00 


Units: 
275.00 


Units: 
Units: 


90.00 


Units: 


Pmts& 
Adjs Net Due 


118.00 53.00 


1 Charge: 171.00 


0.00 6671.00 


1 Charge: 3318.00 
1 Charge: 3353.00 


o.oo 1667.00 


1 Charge: 829.00 
1 Charge: 838.00 


o.oo 50.00 


1 Charge: 0.00 
1 Charge: 50.00 


o.oo 116.00 


1 Charge: 116.00 
0.00 282.00 


1 Charge: 116.00 
1 Charge: 166.00 


0.00 90.00 


1 Charge: 90.00 
0.00 90.00 


1 Charge: 90.00 
0.00 275.00 


1 Charge: 116.00 
1 Charge: 159.00 


o.oo 90.00 


1 Charge: 90.00 


Age 


762 


732 


732 


698 


613 


579 


550 


489 


368 


335 







Dulberg 004732


10/14/2013 15:50 FAX 18479560433 Hand Surgery Associates 


• 


I.AfCHAE:LI, VS.NOER, M.D, 
SCOTT D. SAGERMAN, M,D, 
PR,1,SANTATLl.ffll,M.O. 
SAl.i.J. BIAJ:i'ORA, M.D. 
MICHAEL V. B!AMAN, M.D. 


ARUNS'l"ONHEIGHTS 
51.$ W.).l.GON'QUJNRD. 
ARLINGTON !tSIGHTS1 IL SOOOS 
TEl:M7-S!iG-OOOO 
fAX: 947~.00G-C:433 


At~IP 
qaoow tZ9TH 61"1'1:<:CT 
ALS:l'.11.0,;>003 


60L.l'IG8R00k 
!1Q1 S, 80t.lNU1i'.ROOI< 0-FI 
130LINGBR00(, IL 6a~O 


CIHCACO 
SOOW.A.ClhMBST, 
Cl-{IC/\00, 1!..£ot'lSt 


C:OUNTRv'SlDS 
c-.:s:r., $. VV)l.:.O'f'I ;:iJ>f'<n•~GS fl;D. 
¢0U~FIY~ OC:, IL ao:le";> 


ELMt-11Jl1$T 
360 W, SlfITTR~IF.~O RO., STt.. lSCl 
.!::.MHUl'IS..-. IL 00123 


GU:NVIEW 
2'1~(1 PFINGSTE.IJ RO., STE, Z:00 
Gl.EIIWIEW, L 600::1:ii 


Vlil'IM)t,i Hll.L8 
1i55 COFIPORATGi WOOD& Pl(WY. 
Vl:.f-ll>fON .:irus, !LS036i 


10/14/2013 02:58 pm 


I-Jf Hand Surgery Associates, S.c, -A,_ Hand • Shoulder + Elbow • Wrist 


February 29, 2012 


FRANK SEK, M.D. 
'1605 W. ELM STRE8' 
MC HENRY, ll. 60050 


RE: PAUL DULBERG 
OV: 02/27/1JJ12 


Dear Dr. Sek: 


On February 27, 2012, I evaluated your patient, Mr. Paul Dulberg, concerning his right iitm, He sustained a laceration of his forearm from a chainsaw accident on June 28, 2011. He developed SYITIPtoms of numbness In ltil! small finger with weakness. He was treated with therapy. He had an EMG tl3st and MRI scan. 
PAST MEDICAL HISTORY; Remarkable for arthritis and cervical disc disease 
MEDICATIONS: Naproxen, Tramadol, CV<:lobenzoprlne, Flexetine. 


PHYSICAL EXAMlN~T!ON: The right forearm shows a 7 cm. t1onsverse scar at t/1e ulnar aspect of the mid forearm. There Is local tenderness and sensitivity to percussion with a poslt!Ve Tinel sign and paresthesias radiating into the small finger. There Is also 5ensitlvily at the cublta/ tunnel region. Wrist and elbow motion arl'! unre.stticted. There Is na visible atrophy. He is unable to adduct the small finger. Flexlon strength is gross!y normal. Sensation 1s decreased to light · touch in the small finger only with inconslsts<nt two point discrimination. 
X-RAY EXAMJ.NATION: Outside fill'ils of the right forearm from June :1.0, 2011 were reviewed. There is no fracture or foreign body, 


MRl fflms of the r!ght forearm from February 3, 2012 were reviewed. No abnormality Is seen, 


A nerve conductior1 study by Dr. Levin from August 10, 2011 shows no evidence of diffuse ,11euro1>Pthy. -/_ <,-, .ffdo,r,,,t!!J. /lc',e{;( <41Mtf-R:. • 
IMPReiSlON: Right forearm laa;raoon with probable partial ulnar nerve injury. 
TREATMfJ'ff PLAN; I explained the diagnosis. For further evaluation, the patient was referred for additiorial electrodlagnostlc testing Including an EMG. 


Paul Dulberg DOB 03/19/1970 


l4J 0002/0039 


26/41 







Dulberg 004733


10/14/2013 15:50 FAX 18479560433 Hand surgery Associates 


10/14/2013 02:58 pm 


fubruary_29, 2012 
Re: Paul Dulberg 
Page TWO 


Occupational therapy reports ware reviewed. 


I explained 1he potential indication for surgery for nerve exploration, pending 
review of the electrical study. 


Ire will follow-up llfu'.r the EMG. Work status is n~ restriction. 


If you have any further questions regarding Mr. f'ilul Dulberg, please feel free t.o 
contact rne. 


SDS/sld 
Cc: Karen Levin, MD 


Paul Dulberg DOB 03/19/1970 


'4]0003/0039 


27/41 







Dulberg 004734


10/14/2013 15:50 FAX 18479560433 Hand surgery Associates 


, ; 
.,_,, 


,r ·' 


Patient ID: 
Patient Name: 
Date of Blrth: 
o.te or service: 


CHART NOTE: 


HANO SURGERY ASSOCIATES, S.C. 
SPEdAUS'TSl.1'1 TI-ESltJU.Ofn., ELBOW Wll!Sf AND tw«:! 


MlQ-fAELl. VENDER, MD. PRASANT ATtURr, M.D. 
SCOTT D, S."-GERMAN, M.D. SAM J. lilAFORA, M.D. 


80330 
· PAUL DULBERG 
03/19/1!170 
04/02/2.012 


MICHAEL V. BIRMAN, M.D. 


The patient was fn the office today fur evaluation of the right hand. He reports no change in his 
symptoms, 


He had an EMG test by Dr. Levin, and the report from March 13, 2012 shows no evidence for 
neuropathy. The EMG portion showed no deneivation, and ulnar nerve ·conduction was within normal limits. 


PHYSfCAL EXAMINATION; Toe li!lflt forearm scar is stable and nontender, There is sensitivity to _..,,.. 
peI·cuss1on v.1th a posltlve Tine! sign at the ulnar aspect of the scar. Adduction of the small fing~r 
remains nmlted consistent with a positive Wartenberg's sign. 


TREATMENT Pl.AN; I explDined the findings of the EMG test. Treatment options were given. He does 
not wish to pursue any surg~ry at this time. 


A therapy referral was given for strengthening exercises and s,;ar management. ="· 


NEXT VISIT: Six weeks or PRN, 


ACl1V::TY/\NORK STA11JS: Unrestricted. 
Scott D. Sagerman, ll'iD./all 


PHOME; 841-956-0099 FAX, 847-!156-0433 
S:15 W. ALGONQUIN ROAD, SUlTli 120 .ARUNG"J'(lN HiiGUJs-, IL 60005 


Ai.SIP 8,0UNUIHtOOK 0-i!CAGO O)UNTRYSIOE 
1:MHURSY 6LEHVlEW OAKLAWN Vl:RNON HILLS 


WWW.HSASC.COM 


10/14/2013 02·58 pm Paul Dulberg DOB 03/19/1970 


.@0004/0039 


25/41 







Dulberg 004735


10/14/2013 15:50 FAX 18479560433 Hand Surgery Associates 


Patient ID: 
Patient Name: 
Date of Sirth: 
Date or Service: 


CHART NOTE: 


HAND SURGERY ASSOCIATES,. S.C. 
SFECJ:AUSTS JN THE StiOULDER, El.f£1W WRIST" AND HANO 


MIQ-IAELI, VENDER, MD. PRASANT ATI.URI, M.D. 
SCOTT D. SAGERMAN, M.D. SAM J, BIAFORA, M.D. 


80330 
PAUL'DULBERG 
03/19/1970 
05/14/2012 


MICHAEL V. BIRMAN, M.D. 


The patient was in the office today For evaluation of the right arm. He reports persistent pain with use 
of his arm, especially !lJ:ipping activities. He has had additional tllerapy whkh has bee'n beneficial. He 
reports no change in his symptoms of numbness which is not bott.erso"le. However, his function Is 
limited due to his pain symptoms. 


PHYSICAL EXAMINATION: The light forearm scar is tender at the ulnar aspect with a poSitlve 71nel 
sign and local sensitivity. Composite finger flexion Is full. There is no triggering or locking, there is no 
clawing. Wartenberg sign is positive. Intrinsic strength is slightly weak. 


·--....:.._::_..'.:'.__....:.._'.___~ -
TREATMENT PLAN: I reviewed the diagnosis and lreatment options. The possible surgical indication 
for ulnar nerve neurolysls was discussed. Before deciding on surgery, the patient will contact Dr, Levin 
fat discussion of me<Jlcatlo~ to address his nerve-_related pain symptoms. 


He WIii als<:1 .. ~ I~c ... ~.9.fora for a second opinion regarding possible surgi,al intervention. ---- - .. ..,,.,.,.,,_,,...,,,.., __ 


~)(TVJSIT: 5/17/2012 wi~~ 


---·----------ACTIVITY/WORK STATUS: Unrestricted. 
Scott D. sagerman, MD.fall 


10/14/2013 02:58 pm 


PHONE! R47..g5&-0099 FAXt 8,47-956-083. 
s:tS W, AtEiONQUffll ROAD~ SUITE 1Z:O ARUNQTO~ H!:!IG:HTS. IL 00005 


AlSIP BOUNG6ROOK O~ICAGO C::ouNmVSIOE 
EMHURST GLENVlEW OAK'..AWN VERNON t·UUS 


'WWW.HSMC.LOM 


Paul Dulberg DOB 03/19/1970 


14] 0005/0039 


24/41 







Dulberg 004736


10/14/2013 15: 50 FAX 18479560433 Hand Surgery Associates @ 0006/0039 


Patient ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


CHART NOTE: 


HAND SURGER.Y ASSbCIATES, S,C, 
lPECJA!l'.Sf5 IN Tl£ SHOIJI.DER, WOW Wl!IS'r ANO HANll 


MICHAEL I. VENDl:R, MD. PRASANT ATLURI, M.D. 
SCOTTO. SAGl:RMAN; M.D, SAM J. BIAFORA, M.D. 


80330 
PAUL DULBERG 
03(19/1970 
05/17/2012 


MICHAEL V. BIRMM!, M.D. 


Tue patient was seen in the ollke today furevaluatlon of the right u~per extremff.y. Mr. Dulberg is a patient of Dr, SageJITlan's who presents today lot a second apinion, refetred by Dr. Sagennen. Briefly, Mr. Dulberg is a 41 year old, right hand dominant male who on Jun<1 28, 2011 sustained a chain saw Injury to the right forearm. The patient states that he was told he had a partial neive iajury in the emeltllln;;Y..!l!Qlll. Today, he reports some weakness lo his riglit lilind. Re repoit,j numbness in his right smal and·ring ffn~ at rest wirh·oa:aslonal / ti~~~"ll, ... He also reports oo:as1;,ioi 'siioollng;6uming type pain which rodio~;I,ath prn:ximaily-iiiid-disf.ally from (f-.._ the area of the Injury In the proximal forearm. Thls occurs "'"""'' ttmas a day at rest and rnore predieiably with use. He denies nY previous inJUrfes. He has undergone electrodiagnostic t.ests in the recent past. He was recerItly seen by Dr. Levin a rew days ago and t;as been taking Neurontln over the past couple of days. The patient is currently applying for disabflfly, secondary to his Injury as he states thot h,a is unable to pet'fonn his previous work activities.. 


PAST M!';D!CAL HISTORY: ArthriUs, migraine headaches, 


PAST SURGICAL HISTORY: Ulnar nerve detomp,esslon at th<a elbow with anl>lrior transposl~011. 


MEDICATIONS: Neurontin, Naproxen, FiexlUne, namaaOl, cyclobenzaprrne. 


ALLERGIES: No known drug allergies, 


SOOAL HISTORY: He smokes one pact of cigarettes per day, 


PHYSICAL EXAM: Examination of the light upper extremity- elbi>w r.iotlon is from Oto 140 degrees with full forearm rotatlon Which Is painless. There Is a POOil:Ne Tl!1el at the cubital tunnel tllrough to approxlmately several centimeters disbll to this. There Is a transverse swelling and a healed scar, several mllimete<S In' length In the pro>dmal lhird of the forearm on the ulnar side. There is a positive Tlnel over the scar at tho most: volar r~dlal aspect of the scar. There is also significant tenderness at the scar to deep palpa!:ion on Its masi: ulnar and distal 
1 border near the ulna. The llnel over the most \llllar an<I radraI aspect of the scar radiates Into the ulnar dlglt:S. ~ Mosing two point discri'nination in the smoll finger is 6--7 mm. There appe,,rs to be good strength to first dcm,al 


10/14/2013 02:58 pm 


PHONE: 3:4Nl$&.0099 fAX: 847-,56-0433 
51> W. AlGONQlJIN ROAi/. SUlfE 120 ARLINGTON HEIGHTS, 11 6000.S 


ALSIP BOUNGBl100~ CHICAGO COUNTRYSIDE 
EMJ-IURST GlENVCEVJ OAKUWN V~RNON Hit.LS 


WWW .HSASC.COM 


Paul Dulberg DOB 03/19/1970 23/41 







Dulberg 004737


10/14/2013 15:51 FAX 18479560433 Hand Surgery Associates 


Patient ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


HAND SURGERY ASSOCIATES, S.C. 
SPe:lALISrs IN' "rHe: SftOUf:OE:R, ELBOW WRIST AND HAND 


MICHAEL I. VENDER, MD. PR/ISP.ITT ATLURI, M.D. 
SCOTT D. SAGERMAN, M.D, SAM J. BTAFORA, M,D, 


80330 
PAUL DULBERG 
03/19/1970 
05/17/2012 


MICHAEL V. SIRMAN, M.D. 


lnterosseous tesllng, l'tegatlve Froment's sign. f.!?Iftlve wart.enberg's. Fuff digital motion. He has good strength 
tu DIP 1'1<,xion of tlte small and.ring fingers. There is pain at tlte scar on its~ dorsal and ulnar border With 
resisted DIP flexion of tlte sman finger. FCU function also appears tu be int,ct, also eliciting pllin at ti·,e scar. 
Electmdlognoslic studies dated March 13, 2012 oas been ravfewecl. 


li!]0007/0039 


ASSESSMclff: Approximately one year status post right forearm laceration with likely paltlal ulnar nerve Injury, ~-
with ulnar nerve neuritis. . 


PLAN: Tlle nattJre of the pa~ent's con<Jltion has been explained in detail, All of his questions were answered, 
The patient may benefit fmm an ulnar nerve exploration 1,,vfth neurolysfs. I would recommend this also Fndude a 
cubital tunnel decompression wltf1 possible antalior transposition. Heundorstands that this will not likely improve 


_..tbg motor defldts in hls...b.and. however, It ma¥ improve he pain to bi£...fQrearm. Ara ulnar naive reparr of a partial 
laceratbn Is unlll<.ely atthls point. He alSO has a separate and distinct tenderness in the most dorsal ulnar aspect 
of the wound. He may n,quire exploration of this po,tion of the scar as well. The paUent wot.id like some time 
lo think about this. He will continue to be treat«! With the Neurotin under the neurologist, He will follow-up with 
Dr. Sagerman in fuur' weeks. 


NEXT VISIT: Frntr weeks. 


ACTI\lfn'/WORK STATUS: Unrestricted. 
Sam J. Blafora, MO/Sid 


10/14/2013 02:58 pm 


PHONE': M?-S5G-00!1-9 ·F.AX: 847-956-04J3 
515 W. ALGONQU1N ROAD, SUITE 120 Mllr4GYON Hl:IGHTS, It t®OS­


AISfP 80llNGB000K CHfCAGO COUITTR'VSlOE 
t:MHURST 6LEN\4FW OA~WN VERNON HILLS 


Wi/JW.HSASC.COM 


Paul Dulberg DOB 03/19/1970 22/41 







Dulberg 004738


10/14/2013 15:ul FAX 18479560433 Hand surger,y Associates 


Patient ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


CHAATNOTE: 


HAND SUR.GERY ASSOCIATES, S.C. 
SFECIAUSTS ~ ltt.E SliDUl.DER, EUlOW \\rusr AND HAND 


MICHAEL I, VENDER, MD. PRASANT ATI.URI, M.D, 
SCOTT D, SAGERMAN, M.D. SAM J, BWORA, M.D. 


80330 
PAUL DULBERG 
03/19/1970 
06/06/2012 


MICHAEL V. BIRMAN, M.D. 


The patient was In the of1'1ce today for evaluation of the right elbow. He reports no change In hlS 
symptoms despite medication. He·has side effe¢;.from the medication which interfere wiU1 
functioning. He would like b? proceed with surgery which was discussed with Dr. Biafora previously. 
He had additional therapy, but this was discontinued due to l•ck of progress. 


PHYSICAL EXAMINATION: Examination of the right elbow and forearm ls unchanged. A posltive Tinel 
sign Is present at the cubltal tunnel without ulnar nerve subluxatton. The fol'l!arm scar Is stable with 
lendamess and sensitivity ID percussion. He Indicates pain with gripping i!cl:ivities localized to the 
forearm region and resulting In increased nuinbness in his ring and small fingers with weak:ness of his 
grip. 


TREATMENT PLAN: I reviewed the dlagnosl~ <!fill.treaJJ:rntnt0lltl0[ls.._The-suroJca~-llldlcarron . .was 
discussed. lrifonned consenfwas obtained for the procedure. He understands the risks, lleneftls and 
possible compllcatlons of surgery as well as the expected outcome. l11e prognosis is guarded in terms 
of symptom improvement. However, he feels that any improvem~tin symptoms would be beneficial in terms of his arm functbnlng: · ·•··- · ······· •· ······· · · ·· · · · · ·· ·· ···· · · · · ··· · 


··•-"··"-·----, 


He was advised to contact the neurologist to report his oymptoms associated with the use of Neurnritin 
medication. Medical clearance will .be obtained froni his primary c11re physician before surgery is 
scheduled. 


l~EXT VISIT: After surgery. 


ACTIVITY/WORK 5TATUS: Unrestricted. 
Scott D. Sagerrnan, MD.fall 


10/14/2013 02:58 pm 


?HON£~ 847-9S6-.00Y9 fAX:. t47.9.S6-0433 
515 w. ALGO~\JIN ~AD, .surre: 1ZO ARUNaTON tt:E16Hn, !L 00005 


Al.SIP BOUNGBROOK (}lfCl\60 COUNTTIYSIDE 
EMJ-IUF-IS'T GLEN\,1E:W 01\l<lAWN VERNON HIU.S 


WW\.\U-ISASC.COM 


Paul Dulberg .DOB 03/19/1970 


l?lJ 0008/0039 


21/41 







Dulberg 004739


10/14/2013 16:51 FAX 18479660433 Hand surgery Associates 


Patient IO: 
Patient Name: 
Date of Birth: 
Dam of Service: 


CHART NOTE: 


HAND SURGEllY ASSOCIATES, S.C. 
SPECW.lSTS JN lHE SliOIA.DER, etedw WRIST AHO HAND 


M!OiAEl L VENDER, MD. PRASANT ATLURI, M.D, 
SCOTTO. 5AGERMAfl, M.D. SAM J. BIAFOM, M,D. 


80330 
PAUL DULBERG 
03/19/1970 
07/11/2012 


MICHAEL V, BIRMAN, M,D. 


The patient was in the office today for evaiuation of the right ami. He is doing Ok. No problems after surgeiy. His pain is controlled. 


PHYSICAL EXAMINATION: The right elbow and forearm Inc1srons are clean. sutures are rn place. 
Minimal swelling. No drainage. ·No sign of Infection, Circulation and sensation are Intact distally. 


TREAlMEITT PLAN: Operative findings were reviewed. Dresslng was reapplied. Infection prearutions were explained. Activity restrictions were given. 


A therapy referral was piuvided for range-of-motion exercises and edema control measures. A padded elbow sleeve was applied for protection. 


Follow up In two weeks for suture removal. 


NEXr VISIT: Clinical 7 /2:J/2012. Dr. Sagennan 'in Vemon Hills office 7/30/2012. 


ACTIVITY/WORK STATUS: Offwo~. 
Scotto. Sagennan, MD.Jan 


10/14/2013 02:58 P,m 


PHONE: 847-956-0099 FM: 847-956-0433-
515 W. ALGONQutf'll flOAD1 SUfTE UQ ' All:UNGTON HEIGHTS,. IL SOOOS 


Al.SIP Bl)t.iNGBROOK CHICAGO COUNfRYSIOE 
cMHURSr GLENVIEW OAKLAWII VfRNON HILLS 


WWW J-ISASC.COM 


Paul Dufb,;rg DOB 03/19/1970 


'4J 0012/0039 


20/41 







Dulberg 004740


10/14/2013 15:51 FAX 18479560433 Hand Surgery Associates 


Patl~nt ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


CLINIC NOTE: 


HAND SORGEltY ASSOCIATES, S,C, 
SJtEClAf.Isrs JNTHESHOULDIER, a.aow MlsT AND HANO 


MIOiAEL I. VEN DER, MD. PRASANT ATIUR.I, M ,D, 
SCOTT D. SAGERMAN, M.D. SAM J. BIAFORA, M.O. 


60330 
PAUL DULBERG 
03/19/1970 
07(23/2012 


MICHAEL V. BIRMAN, M,D. 


The patient was seen for a dinic visit today for evaluation of right forearm/elbow. 


The patient stares he Is doing Ok. 


Al! dressing, are removed, and Steri-strlps are applied. 


NEXT VISIT; 7/30/2012 with Dr. Sagennan in the Vernon HUis office, 


ACTIVIlYJWORK STA1US: Off work, 
Oinlc staff/all 


PHON[a ll4HS&s0099 WC, 141-1156-0433 
6-1S W~ /.!.GONQIJIN ROAO, SUITl:i UC! - , ARl.lNGTON HEIGHTS, IL 60005 


ALSIP BOLINGBROOK CHICAGO COUN"l'AYSIO~ 
E.MHURST GLENVIEW bA!(IAWN VrRNON HILLS 


WWW.HSASC,COM 


10/14/2013 02:58 pm Paul Dulberg DOB 03/19/1970 


Ii!] 0013/0039 


19/4-1 







Dulberg 004741


10/14/2013 15:52 FAX 18479660433 Hand Surgery Associates 


Patient ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


OlARTNOTE: 


HANO SURGERY ASSOCXATES, S.C. 
SPEClALtSrs IN THE $ID111.DER, ELBOW WRJST AtJO HANO 


Mia--tAEL l. VENDER, MD. PRASAllfl" ATWRI, M.D. 
S<i:OTT D. SAGERMAN, M.D. SAM J. BIAFORA, M.D. 


80330 
PAUL DULBERG 
03/19/1970 
07/30/2012 


M!CHA,L V. BIRMAN,M,D, 


The patient was 111 the office today for evaluation of the light forearm/elbow, He is doing well. ~ 
, arm feels better. liis hand function has Increased, and he Feels that hls symritPmilhalleJmprO\ied since 
the§!!~~~~~-


PHYSICAL EXAMINATION: l'he rtght elbow and fbrearm lnClsJons are hffiled. Scarrtng Is stable. There 
is mild diffuse swelling adjacent to the forearm scar but no erythema, warmth or tendeme~. WrlSt, 
elbow and finger mo~on are satisfdctory. Sensation ls intad;_jo all distributions. He indicates improved independent finger flexlon In comparison to the prmper,,thre fllncijon. 


TREATMENT PLAN: r reviewed the operative findings. He will conti111.1e supervised therapy and home 
exercises, ir.cluding light strengthening and scar managr.ment. A foream, sleeve will be prescrtbed for edema control. 


Activity restrictions were reviewed. Follow up in one month. 


NElCT VISIT: One month. 


ACTIVITY/WORK STA1US; Restricted. Urnlted forceful gripping. No lifting/pushing,'pulllng. 
Scotto. Sagerman, MD.fall 


10/14/2013 02:58 pm 


PffONE, 847-9.S&-6(,Jg F~ ,R47-B*0433 
515 W. ALGONQUIN ROAD1 SUfl'E 120 : AaUNGWN .. EIGHU 1 II.. 60005 


ALSIP BOUNISB'ROOK CHICAGO COUNTR'tSIOE 
EMHURH GLENVIEW OAY.IAWN VERNON Hill$ 


WWW J;SASC.COM 


Paul Dulberg DOB 03/19/1970 


~ 0014/0039 


18/41 







Dulberg 004742


10/14/2013 15:52 FAX 18479560433 Hand Surgery Associates 1410015/0039 


Patient 1D: 
Patient Name: 
Date of Birth: 
Date of SeNia.: 


CHART NOTE: 


HAND SURGERY ASSOCIATES, S.C. 
~ IN lHESl-lOUt.OfR, ELOO\V WrusT ANl:,HAND 


MlQ-IAfL l. VENDER, MD. PIWlANT ATLURI, M.D. 
SCOTT D, SAGERMAN, M,D, SAM J. BII\FORA, M.D. 


80330 
PAUL DULBERG 
03/19/l!JJ0 
08/27/2012 


MICHAEL V. BIRMAN, M.D. 


. The patient was In the office today for evaluation of the right elbow. He is doing ok. His elbow is sore. //-
He is participating In therapy, His progress Is satisfactory. His gr1p strength has increased. His harid ·✓ 
function has Improved. · 


PHYSICAL EXAMINATION: The right elbow and forearm scais are stable. 'There is mftd tenderness 
over the forearm scar at the ulnar aspect. There is no sign of inrectidn. Elbow and wrist motion are 
unrestricted. There Is no ulnar nerve sublu~alion. Intrinsic strength is increased. Sensation is intact ln 
all distributions. 


TREATMENT PLAN: The therapy progress report from .August 21 2012 was reviewed. Additional 
therapy was prescribed, induding scar management and strengthening. Continued improvement ls 
expected over time. 


He may advance actiVities astolerated in conjunction with therapy. Follow-up six weeks. Work status 
is limited forceful gHpping and no lifting/pushing/pulling. 


NEXT VISIT: Six weeks. 


ACTIVITY/WORK STATUS: Restricted. Limited forceful gripping and no lifting/pushing/pulling. 
Scott D. Sagerman, Mb./sld 


10/14/2013 02:58 pm 


PHONE: 847-956-0099 FAX': 841-9Sli-OlaS 
515 W, ALGONQUIN R0Al>,$UITE 120 ·ARLINGTON HEJGHTl, IL 60005 


ALS!P U.OLINGMOOK a-tt6\GO COrJNTRYSlDE 
EMt-lURST GLENVIEW OAKlAWN VERNON lllUS 


WWW .HSAStCOM 


Paul Dulberg !JOB 03/19/1970 17/41 







Dulberg 004743


10/14/2013 15:52 FAX 18479560433 Hand Surger~ Associates 


Patient ID: 
Patient Name: 
Date of B!rth: 
Date of service: 


CHARTN01E: 


HAND SUR.GERY ASSOCIATES, S.C. 
g>ECTAf.ISTS IN T1'E SHOULDER.. 1;1..&0w wmsr AND HA.No 


Mla-JAEL I. VENOER, MD, PRASANT ATWRI, M.O. 
SCOTTP,SIIGERMAN, M.D. SAMJ. BIAFORA, M,D. 


B0330 
PAUL DULBERG 
03(19/1970 
10/22/2012 


MICHAEL V. BIRMAN, M.D. 


The patient was in the office today for evaluation of the right arm. He is feellng better. His functlon 
has improved. He had adcfltional therapy wi1tJ gains in his strengtt,. The sensation in his fingers has 
Improved. He Is please/! that tte can now.grasp objects better than he did before surgery. He still has 
some difficulty with certain activitjes Involving gripping and pinching sman objects. 


PHYS!t:AL EXAMINATION: The r!gtit elbow and forearm scars are st.able and nontender. There Is no 
sensitivity at the cubital U:.nnel. "!here is no ulnar nerve sLbluxation. He still has tenderness at the 
dorsal aspect of the forearm scar but less pain with gripping activities. His ma,dmum grip strength was 
112 pounds, according to the most recent therapy measurement, 


TREATMENT PLAN: The· patient will continue home exercises as previously directed by the therapist. 
He may advance actiVities with use of his right arm as tolerated. Continued improvement in strength is. 
expected over time. 


We discussed his work activities. He is currently unemployed and plans to f.1ur5Ue cflsability. 


NEXT vrsrr: six weeks. 


ACTIVITY/WORK STATUS: Restricted. Limited forcefUI gripping. UmiOO<I lilting/pushing/pulling. 
Scott D, Sagerman, MO.fall 


10/14/2013 02:58 pm 


PHONE: 847-956-0099 Ml<: 847-9-33 
L-15 Wo At,GQr.lQUl~ ROAD., SUffE UC _ AIU.ING TON Ha:JGNTS~ IL tiOO!J:5 


Al.SIP BOl.tNG!:11\00li'. ettlCAfio COUITTRY51DE 
EMHURSf GLENVIEW OMU\WN VERNON Hilts 


WWW.HWC.COM 


Paul Dulberg DOB 03/19/1970 


liZ)0016/0039 


16/41 







Dulberg 004744


10/14/2013 15:52 FAX 18479560433 Hand Surgery Associates 


Patient ID: 
Patient Name: 
Date of Birth: 
Date of Service: 


CHART NOTE: 


HAND SURGERY ASSOCIATES, S.C, 
SPECIAI.JSTS 1N lHE 5HOULD"ER, el.BOWWPIST AUD 111\NO 


MICHAEi. i. VENOER, MD. PRASANT A'nURI, M.D. so:rrr D. SAGERMAN, MD. SAM J. B!AFORA, M.D. 


80330 
PAUL DULBERG 
03/19/1970 
12/03/2(112 


MICHAEL 11. BIRMAN, M.O. 


The paijent was in the office today for evaluation of his right !land. He still has some weaknl!ss in hi• plni.h strength and difficulty grasping objects. He is performing home exercises. 


He also reports a recent onset of left elbow symptoms with no preceding trauma. 


PftYSICAL EXAMINATION: Examinaiion of the-right elbow and foream, scars are stable'w!th no tenderness or sensltMty, Finger motion is normal. There Is slight weakness in key pinch. SensaUon is intact in all dfstributloHS. 


The le~ elbow shows tenderness at the latoral epicondyle. Range of motion is guarded. There is pain at the end range of extension and pain is reproduoed w'rt:h resisted wrist extension. There Is no effusion .or bursitis. The posteromedial scar Is stable .. There i$ no joint crepltus. 


X-P.AY EXAMINAl10N: Multiple views Of the left elbow !Dday are negathre. 


IMPRESSION: Left lateral epicomfylltls, 


TREATMENT PLAN: I explained the diagnosis and treabnent options. The etiology Of the cone11uon was discussed. A therapy referral is g!llen for epicondylitis protocol. Activity modifications were explained. He will continue home exercises for the right hand for strengthenlng. 


Follow-up 4-6 weeks. Work status Is limited fOrcel\JI gripping; limited lifting/pushing/pulling. 


NEXT VISIT: 4-6 weel<S. 


ACTIVITY/WORK STATUS; Restrlcted. Limited fol'a!fiJI gripping; limited 111tlng/pushln9/pUIIJng, Scott D. Sagerman, MD./sld 


10/14/2013 02:58 pm 


PHONf; 847--9.56-000! 1:A)C: 847"9.56-04J3 
515 W. AtGONQ.UIN ROAD, SUIT).:! 120 'ARLINGTON HEl6}t:t5, JL 60005 


ALSIP BOLINGBROOK CHJCACiG COUNTRYSIDE 
.fMHURST GlEN\lll;W OAi'UWN VfRNON HILLS 


WWWJ-!SASC,.COM 


Paul Dulberg 008 03/19/1970 


!ill 0017 /0039 


15/41 







Dulberg 004745


10/14/2013 15:52 FAX 18479560433 Hand Surgery Associates 


Patient ID: 
Patient Name: 
Date of Birth: 
Dara of Service: 


' CHART NOTE: 


HAND SUN.GERY ASSOCIATES, S.C. 
S?ec:tAl,.J.'3TS lf'll TI)!! sttou~ El.SOW W!UST Mo t'fANIJ 


MlCHA.a l. VENDER, MD. PRASANT 11nuru, M.O. SCOTTD. SAGERMAN, M.D. SAM J, BIAFOP.A., M.D. 


80330 
PAUL DULBE,R.G 
03/19/1970 
01/14/2013 


MICHAEL V. BIRMAN, M.O. 


The patient was In the offic~ today for evaluation of the left arm. He is doing ok. He Is participating In therapy, His symptoms have Improved. 


PHYSICAL EXAMINATION: Examination of the left elbow shows tenderness at the lateral epicondyle which is improved. Ran~ of motion is improved. There is slight pain with resisted wrist extension, There is no crepitus. The skin is intact. 


TREATMENT PLAN: He will continue therapy and home exercises for epicondyliti~ protocol. Activity modifk;ations reviewed. A counterforce forearm brace may aloo be tried in conjunction with the therapy program. 


Follow-up one month. Work status is li,nibad forceful gripping; limited llfting/pushlng/pulilng. 


NEXT VISff: One month. 


ACTIVITY/WORK STA1US: Restricted. Limited forceful gripping; limited lifting/pushing/pulling, Scott D. Sagerman, MD./sld 


10/14/2013 02:58 pm 


PHONE: 841-!156-0099 PAX; 847-956-M!l3 sis w. At.GONQUIN nOAo, !t.VlTE 12.0 AllUNGTON HEtGH'IS. IL soons 
Al5fl' BOLINGBROOK CH!cPGO COUNTRYSIDE 


EMf-fURST GlENViEW O.AKI.AWN VERNON HILLS 


WWW.HS"-SC.O)M 


Paul Dulberg DOB 03/19/1970 


14] 0018/0039 


14/41 







Dulberg 004746


10/14/2013 15:52 FAX 18479660433 Hand surgery Associates 


Patient ID: 
Patient Namll: 
Date of Birth; 
Date of Seivice: 


CHART NOTE: 


HAND SURGERY ASSOCIATES, S.C. 
SPa::m..ISTS IN THE SHOULClffl,, aaow WRIST' ANO HANO 


MICHAEL I. VENDER, MD. 
SCOTT D. SAGERJ\fAN, M.D. 
MlCHAEl V. BIRMAN, M.D. 


80330 
PAUL DULBERG 
03/19/lg'lO 
03/'.!5/2013 


PRASANr ATUJRJ, M.D. 
SAM J, BIAFORA, M.O, 
AJAY K. llALARAM, M.D. 


The patient was in the office today for evaluation of left elbow. He Is doll'IJ W•II. His elbow feels bettet following therapy. 


He has lnterm lttent soreness In hrs rtght rorea1111 area. 


PHYSICAL EXAMINATIO~: The left elbow shOws minltnel tenderness at the lateral eplrondyle. The sl<ln is intact. Rali!ie of motion is full. There i, slight pain with reslstad wrist extension, There Is no weakness. 


The light forcami scar is smble. There is mild senslUvlty at tile most ulnar aspect. 


TREA'TMENT PLAN: He wffl continue therapy and home exercises for the le/1: elbow epioondyli~s promcol. Contlnued Improvement is expected over time. rt does not appear that any invasive ti-eatment is needed. 
f'<lr the right forearm scar, a padded elbow sleeve was provided for protection. 


He may return ror follow up on an as-needed ba~is if symptoms worsen. 


NEXT VISTT: PRN, 


ACTIVITY/WORK STAii.JS: Restricted. Limited Forceful gripl)lng. Limited lll'tlng/pushlng/pulling. St:ott 0. Sagerman, MD./alJ 


10/14/2"013 02:58 pm 


PHONi, 8414$6--009!:l' fAK: 847~95&0433 
515 W. ALGONQ,UlN ROAD, SUITE lZO , ARLINGTON HEIGHTS-k IL 60005 


AtSIP uauNGBROOK CHICAGO C~ffTIIYSIDE 
t:MHUF<ST GU!NVl~W OAKt.AWN VERNON mus 


11,W\N.HSASC.COM 


Paul Dulberg ()()B 03/19/1970 


14] 0019/0039 


13/41 







Dulberg 004747


10/14/2013 15:53 FAX 18479560433 Hand Surgery AssociaLes I{/! 0022/0039 


History & Physical Report #2 


Paul I) u/belJI 
8/26/2013 lO :57 AM 
Location: \IH Office 
Patient#: 80330 
DOB: 3/19/1970 
Undefined / Language: English/ Race: Undefin&! Male 


History of Presenlliness (Scott D Sagerman, MD; 8/29/2013 5:01 PM) 
The patient Is a 43 year old male presenting fur a follow up visit The p•tient i,; imprwlng (Stlll complains of intermittent right forearm muscle cramp In g). 


Physical Exam (Scott D Sagerman, MD; 8/26/2013 11:15 AM) 
The physical exam findiogs are as follows: 
Note: left elb<Mt shows the IBndemess in the lateral c:ondyle region. Skin is Intact Range of motion full. No. pain with resisted wrist extension. No joint crepltus. 
right forearm scar is stable with no focal tendernes; or sensitivity. He describes intermltent muscle spasms with the dfscomfurt despilB medication. 


Assessment & Plan (Scott D Sagenman, MD; 8/29/2013 5:00 PM) 
lateral Eplcondyltls (Tennis Elbow) (726.32) · Storv: Le~ 
Current Plans 
· I Treatment options explained 
I Tharao•l notes reviewed / discussed w~h patient I Patient inslruct.d tn ccntinue home exercise oro<1ram. When morninQ stiffness has resolved, then home exercises may be discontinued. I Ar.tivltv restrictions discusse.i 
I Foiiowuo as needed 
I Relurn to Work Date: _08/26/13, ______ _ 


Work status discussed with patient and written statement was provkied. 
( xx J Unrestricted (] Restricted Therapy: [ J Yes [ ] No 


! l 
Ke.p wound clean & dry/ J No overllead use f J No Ufting / pushing/ pulling No use of affected hand arm [] Limited over'head use 
Lim ~ed li~inj / pushing puffing # 
Wear Splint Sing/ Cast [ l No rorceful'gripping [ J No gym/ sports Sedentary [ Lim11Bd forceful gripping 


[ J Other: 


PAIN IN JOINT, FOREARM/ ELBOW (719.43) Storv: riAht 
current Pl~ns ,•,, · -.. . . • : · 


··.· .. ,, I·•Ref,,rr;fl to'NeuroloAY, Dr Katlileen Kuiawa . . . . . ' . ., .~·'.,;.'.. :· .. ••· ' 
Note: the patient's neurologist suspects p9§Sible ciYS!I>nia. R!'f~rr,1I ~Hggested for evaluation and medical treatment. Discussed with Dr, Levin. . . ,_,.·,·,,.:-~•.••' 


Signed electronic.ally by Scott D Sagerman, MD (8/2.9/2.013 5:01 PM) . 


10/14/2013 02:58 pm Paul Dulberg DOB 03/19/1970 Page 3/41 
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Dulberg 004749


Page l of 3 DULBERG, PAUL R 71265382 ****307925 


NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HEIGHTS, ILLINOIS 


MLS: 
DD: 
DT: 
,JN; 


55223 
Mon Jul 09 17:36:30 2012 
Tue Jul 10 02:03:22 2012 
51418590 


DSC OPERATIVE REPORT 


DATE OF OPERATION: 07/09/2012 


PREOPERATIVE DIAGNOSES: 


EST 
EST 


1. Right oubital tunnel syndrome. 
2. Right ulnar nerve injury at the forearm. 


POSTOPERATIVE DIAGNOSES: 
l. Right oubital tunnel syndrome. 
2. Right ulnar nerve injury at the forearm. 


PROCEDURES: 
l. Right oubital tunnel release. 
2. Right ulnar neurolysis at the forearm. 


SURGEON: Scott Sagerman, MD. 


ASSISTANT: Sam Biafora, MD. 


ANESTHESIA: Regional block. 


COMPLICATIONS: None. 


TOURNIQUET TIME: l hour. 


36 of 63 


FINDINGS: The right cubital tunnel showed thickening of the cubital tunnel 
ligament with scarring of the ulnar nerve to the floor of the oubital tunnel 
and local constriction. The nerve also appeared constricted at the flexor 
pronator aponeurosis at the distal aspect of the cubital tunnel. Also, a 
thick arcade of Struthers was present proximal to the cubital tunnel, though 
the ulnar nerve was not visibly constricted at this level. 


The right forearm, the site of the previous chainsaw laceration revealed 
extension to the subcutaneous tissue and fascia overlying the flexor carpi 
ulnaris muscle. A piece of retained absorbable suture material was present. 
The musc1e fibers were in intact. The ulnar nerve was intact beneath the 
muscle belly. There was no visible scarring around the ulnar nerve at this 
level. 


DESCRIPTION OF PROCEDURE: Informed consent was obtained from the patient. 
Prophylactic IV antibiotic was given. He received medical clearance from his 
primary care physician. Regional block anesthetic was administered by the 


DULBERG, PAUL 
071265382 
0001307925 
Room#: 
Scott D Sagerman, MD 
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anesthesiologist in the right upper extremity. The right arm was prepped and 
draped sterilely. A sterile tourniquet was applied to the right upper arm, 
and it was elevated following exsanguination of the limb. 


A longitudinal incision was made over the posteromedial aspect of the right 
e1bow centered at the cubita1 tunne1. Under 1oupe magnification, the 
subcutaneous tissue was dissected. Superficial veins were ligated with 
bipolar cautery. A branch of the medial antebrachial cutaneous nerve was 
identified. This was gently retracted safely and protected. The fascia was 
incised proximal to the cubital tunnel, and the ulnar nerve was visualized. 
The cubital tunnel ligament was divided and completely released. The flexor 
pronator aponeurosis was a1so incised and released, and the nerve was 
dissected distally into the IIUlsculature where motor branches were identified. 
The release was then carried proximally, and the arcade of Struthers was 
divided and completely released. The ulnar nerve was inspected. The nerve was 
mobilized from adhesions with gentle blunt dissection. Nerve gliding was 
checked and found to be satisfactory. The ulnar nerve was stable at the 
cubital tunnel. The field was irrigated with antibiotic solution. The 
subcutaneous tissue was reapproximated with buried Vicryl sutures, and the 
skin edges were reapproximated with nylon sutures. 


Attention was then directed to the forearm scar. A longitud.i.na1 incision was 
made over the ulnar aspect of the mid forearm centered at the site of the scar. 
Under loupe magnification, the subcutaneous tissue was dissected. The fascia 
was visualized. Superficial vein was ligated with bipolar cautery. The dermis 
was elevated off of the scarred fascia with blunt dissection. The retained 
suture material was removed. The muscle fibers were visualized and found to be 
in continuity. The ulnar nerve was exposed in the interval between the flexor 
digitorum and flexor carpi ulnaris muscle bellies. The nerve was dissected 
proxima1 and distal from the region of the laceration. The nerve was 
cong;,letely intact at this level with no visible scarring or adhesions. The 
field was irrigated with antibiotic solution. The subcutaneous tissue was 
reapproxim.ated with buried Vicry1 sutures, and the skin edges were 
reapproximated with nylon sutures. 


A sterile bulky gauze dressing was applied. The tourniquet was deflated. 
Circulation returned to the right arm 
with normal capillary refill distally. The patient was transported to 
recovery in stable condition. He tolerated the procedure well. There were no 
complications. An arm sling was applied for protection. 
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NORTHWEST COMMUNITY HOSPITAL/ DAY SURGERY CENTER 
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Sub 1: DULBERG,PAUL 


Ins 2: 
Pol#: Type: 


Sub2: 


Ins 3: 
Pol#: Type: 


Sub3: 


::Jii:: ilf ATTENDING PHYSICIAN: 009628 SAGERMAN, SCOTT D MD 
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Outpatient Coding Summary 


Patient Name 
DULBERG, PAUL R 


Admit Date 
07/09/12 12:02 PM I Discharge D'ate 


07/09/12 12:02 PM 


Attending Physician 
SAGERMAN, SCOTT D MD 


3542 Lesion of ulnar nerve 


8552 Injury to ulnar nerve 
E9269 Unspocifled environmental and accidental causes 


Sox 
Male 


LOS 
1 


Coder 


Birth Date 
03/19/1970 


Financial Class 
Self Pay 


Litty Vincent 


64718 ~T Neuroplasty and/or transposition; ulnar nerve at elb 


00220 64718 00220 Level I Nerve Procedure5 


APC Total Reimbursement 


1344.01 


BIii Type 


131 
ClalmType 
Single day proc 


ii 


APC Total Weight 


18.B8 


Clalm Disposition 


No edits on clatm 


Age 
42 


MR Number 
0001307925 


Disposition 


Patient Type 


Account Number 
71265382 


0/P Day Surgery Center (DSC, 


SAGERMAN, SCOTT D MD 07/09112 


18.BB 1.00 1344.01 


'fetal CMS Reimbursement 


1075,21 


Condition Code 


None of the above 


1075,21 


1111111111 1111111111 
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Patient Name 
DULBERG, PAUL R 


Admit Date 
07/09112 12:02 PM 


DULBERG, PAUL R 71265382 ****307925 


Outpatient Coding Summary 


I Di$charge Date 
07109112 12:02 PM 


Sex 
Male 


LOS 
1 


Birth Date 
03/1911970 


Financial Class 
Self Pay 


Ago 
42 


MR Number 
0001307925 


Disposition 


Attending Physicltm Coder Patient lype 


5 of 63 


Account Number 
71265382 


SAGERMAN, SCOTT D MD Litty Vincent 0/P Day Surgery Center (DSC) 


,, Re~9~if;;f.m,v18Jfh.{ . ; : .::;,;tiB,ai,.· ;"~~--·-""..::..:o,l~,,:,~,,.~:c"?-'''.:...,·::.,.~"4tllos.,.,-,,· F.,~.,_:·-_·· _·:.;• -.,';i.c_.C", ·-·-· ·~"~~:.·\,.,i},"--J:"-:!:_· _;.· _. ·o.,.' ,:,,i!,!1},,:ri?;s~if.,1:.~;-'\'-:,:.· ·:.·;.,'-;.i,,"';~"':""i~,.J"'{"'::"'?~.'_···:-': ,'.::,··:::···'r"~'\lc,:•1"-'•' ·c;, "--""----I 
3542 Lesion of ulnar nerve 


9552 lnju,y to ulnar nerve 
E92B9 Unspecified environmental and accidental cawes 


;~Rroce<tures --~}-:.:,.~~J~liil"if-~r:f. \--~:/0h}'l~X--. ·' -~·:•1 - ··t;· ·-·};J~1t' -~-'-:7t,_~.:1( . .':'.,.:if mt~Y-J!!~1t4,~ tB~if?i~ii~/:;,)l~.S 
0449 Peripheral nerve/ganglion decompress1on/lysls of adhesion 


APC Total Reimbursement 


1344.01 


BIii Type 


131 I Claim Type 


Single day proc 


iii 


APC Total Weight 


18.88 


Claim Dl5pOSlUon 


No edits on clalrn 


SAGERMAN, SCOTT D MD 


Total CMS Reimbursement 


1075.21 


CondlUon Code 


None of the above 


07/09/12 


1111111111 1111111111 
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AUTHORIZATION FOR PERIPHERAL NERVE BLOCK PLACEMENT 


A peripheral nerve block has been chosen by both your surgeon and anesthesiologist as a way to 
manage your pain after surgery. The following Information outlines the type of block that has been 
indicated for your procedure. Your anesthesiologist, who Is specially trained in performing this 
procedure, and Is an independent practitioner and not an employee of Northwest Community 
Healthcare, will be placing the nerve block. 


Though peripheral nerve blocks have a good safety record, all the listed blocks below have possible 
adverse effects of incomplete block, infection, bleeding, hematoma formation, adverse drug reaction, 
local anesthetic systemic toxicity, damage to nerve and/or surrounding structures. The duration of block 
may ~ween patients and some motor and sensory deficits may last longer then expected. 


~)3rachlal Plexus block 
This is performed to reduce post operative pain in the upper extremity. Possible specific adverse 
effects Include but are not limited to dryness or numbness of the throat/facial region, hoarseness of 
the voice, redness of the eye, drooping of the eye lid, shortness of breath and rarely collapsed lung. 


__ Femoral, Sciatic, Popliteal nerve block(s) 
This Is performed to reduce post operative pain in the lower extremity. This block(s) will reduce your 
sensation and muscle strength in your leg. You will be required to have a leg splint on at all times 
when standing or walking until full feeling and muscle strength has returned, otherwise a potential 
injury due to fall may occur. 


Lumbar Plexus block 
This is performed to reduce post operative pain in the hip and lower extremity. Possible specific 
adverse effects Include but are not limited to hematoma of the retroperitoneal space, spread of local 
Anesthetic to epidural/subarachnold space, hypotension, possible injury due to fall. 


__ Transversus Abdominis Plane Block (TAP block) 
This is performed to reduce post operative pain In the abdominal area. Possible adverse effects 
include inadvertent needle puncture of the peritoneal space or abdominal viscera, bowel hematoma. 


Other regional nerve blocks: _________________________ _ 


With your signature, you have acknowledged that you have been informed of risks and benefits as 
well as expected outcomes for the post operative nerve block chosen for you. You are also confirming 
that you have read and fully understand the content of this authorization. 


Patient Signature B--9 ~ = Date and Time -'-+-=+-1---\.:.._.:..f:J_~...:"'._
1
_ 


Witness Signature_ c ~- u Date and Time _7..4/_.:.,~ (H/r--"-l __ /1..c}'-'-. ~=--·" 


OULBERG ,PAUL R = 
71265382 M 42 07/09112-
00B 03/1911970 0001307926k 
SAGERMAN, SCOTT D MD -


NCH Item# 56917 


Northwest Communlly Hospital 
A"'l)loo Heigh~, ll 00005 


I IIIII IIIII IIIII IIIII IIIII IIIIII IIIIII IIIII IIIII IIIII II IIII 
1 4 6 7 5 C O N S N 


AUTHORIZATION FOR PERIPHERAL NERVE 
BLOCK PLACEMENT 


Form# 001 .175-07/11-1-PS 
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• • • 
1. I hereby authorize -------~=--....,!J~/,t~.~-r/...,--'-"--'L_tl_l)-'------------------
------------------------------------------------' M.D. and whomever he may designate as physician, assis nts, to administer such medical treatment, Including blood trans-


(Slate Nature of ?rocedure(s) to be Perfomied) 
and II any unforeseen condition arises In the course of the procedure calling, In his judgment, for procedures in addition to, or different from, those now contemplated, I further request and authorize him to do whatever he deems advisable. 
2. My physician has explained the nature and purpose of the procedure, or blood transfusion, possible alternative methods of treatment, the risks Involved, and the posslblllty of complications. I acknowledge that no guarantee or assurance has been made as to the results that may be obtained. 
3. I consent to the admlnlstrstlon of anesthesia and/or sedation to be applied by or under the direction of a qualified physician, and to the use of such anesthetics as he may deem advisable, and that the nsks and benefits of anesthesia have been explained to me, wtth the exception of: 


(A 81ank Space or the Word "None" lndlcatea No Exceptions) 
4, I consent to the disposal by authorities ot Northwest Community Hospital of any tissues or parts which may be removed. 
5. I consent to and authorize the photographing or televising of such operations and/or procedures, Including appropriate portions of my body for medical, scientific or educational purposes, provided my identity is not revealed by the picture or by desc~ptlve text accompanying them. 
6. I consent to and authorize students in the health care professions and appropriate non .. medlcal persons to be present during the above procedure. 
7, The above physician, the anesthesiologist, If applicable, their assistants, and 1heir physician groups are not employees or agents of the hospital, but are Independent practitioners. 
8. I certify that I have read and fully unders1and 1he entire contents of this authorization in proof of whfch I affix my stgnature below. 


~ 
{WITNESS) 


NOTE: II patient Is a Minor or Incompetent to give consent, complete the following: 


(WITNESS) 


(WITNESS) 


(DATE/TlME) 


DULBERG ,PAUL R -= 
71265362 M 42 07/09/12 ... 
DOB 03/19/1970 0001307925 
SAGERMAN, SCOTT D MD -


NCH Item H 114;j lrront) 


{SIGNATURE OF PERSON AUTHOAIZED TO CONSENT FOR PATIEND 


(RELATION TO PATIENTI 


Northwest Community Hospital 
Northwest Community Day Surgery Center 
Arlington Heights, IL 60005 


I llllll 11111111111111111111111111 llllll lllll 1111111111111111 2 4 6 0 1 C O N S N 
AUTHORIZATION FOR SURGICAL TREATMENT OR 


DIAGNOSTIC OR MINOR PROCEDURES 
Form No, 001 ,011~03/10~1~SD 
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1. Por medio de este documento autorlzo al Doctor ____________________________ _ 


ya qulen el sefiale como medico, y aslstentes, para que adminlstren tratamlento medico, lo cual lncluye 1ransfuslones de sangre, 


sl lo estlma necesario, y /o practlcar en ______________________ el slgulente procedlmlento: 
(lndlque nombre de/ paclente) 


(lndique la naturaleza de/ procedimlento o procedlmlentos a ser pract/cado(s)) 


y, sl surglere alguna sltuac/6n imprevlsta en el transcurso del procedlmlento menclonado, yo pldo y tambien le autoriw para 
que, a su criterio, apllque otros procedlmlentos que no hayan sldo aqul conslderados; y que proceda con ro que est/me 
aconse/able. 


2. Ml medico me ha expllcado la naturaleza y el prop6sIto del procedlmlento, o transfusion de sangre, los metodos 
alternal/Vos poslbles del tratamlento, tos rlesgos que lmpllca y la poslbllldad de compllcac/ones. Oeclaro que nl garantra nl 
seguridad ha sldo expresada acerca de los resultados que puedan ser obtenidos. 


3. Cons/enlo en que la admlnlstracl6n de anestesla y/o sedacl6n sea ap/lcada por o bajo la eupervlsl6n de un medico 
callflcado, y que el uso de tales anestaslcos-sera seg0n el lo est/me aconseJable, con-la-excepclon de: 


(Un espaclo en blanco o la palabra "nlnguna" lndlca que no hay excepclones) 


4. Conslento en qua las autoridades de Northwest Community Hospital dlspongan de /os tejldos o partes que hayan s/do removldos. 


5. Conslento y autorizo la toma de fotograflas y las grabaciones televlslvas de la/es operaclones y/o procedlmlentos, lo cual 
lncluye porclones apropladas de my cuerpo con fines medicos, cientlficos o educac/ona/es, s/empre que ml ldentldad no sea 
revelada en las fotograflas o en el texto que acompana a estas. 


6. Conslento y autorizo que estudlantes <Je la profes/6n del culdado de la salud, asf como personal no-medico callflcado, 
puedan estar presentes durante el procedlmlento arriba mencionado. 


7. El m6dico arrlba menclonado, el anestesiOlogo, sl es apllcab!e, sus aslstentes y su grupo m0dlco no son empleados nl 
agentes del hospital, pero son personal medico lndependiente. 


8. Certlflco que he Jefdo y que comprendo completamente todo el contenldo de esta autorizacl6n y, aomo prueba estampo mi 
firma aquf. 


(TESTlGO) (FIAMA OE:L PACIENTE) 


SI el paciente es menor de edad o esta lncapacltado para dar su consentimiento, complete la slgulente lnformacl6n; 


(TES,-IGO) 


(TESTIGO) 


(FECHNHORA) 


DULt:SEKG ,PAUL R =====: 
71265382 M 42 07/09/121!'iii=!ii! 
00B 03/19/1970 0001307925---= 
SAGERMAN, SCOTTO MO == 


NCH Item# 1143 (backer) • • 


(FIAMA DE LA PERSONAAUTORl'ZADA PARA DAR CONSENTIMtE:NTO POR EL PACIENTE) 


(RELACION CON EL PACIENTE) 


Northwest Community Hospital 
Northwest Community Day Surgery Center 
Mnolon Heigho, IL !0005 


AUTORIZACJ6N PARA PROCEDIMIENTOS E 
DIAGN6STICO, TERAP~UTICOS 6 QUIRURGICOS 


AUTHORIZA,-ION FOR SURGICAL TREATMENT OR 
DIAGNOS,-IC OR MINOR PROCEDURES (SPANISH) 


Form No. 001.011-03/10-1-SD • • • 
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• • • • • DAY SURGERY CENTER PATIENTS 


~ I received the Day Surgery Center brochure by mail outlining my Patient Rights and Advance Directive options. 


□ I have received a copy of the Patient Rights and Responsibilities. 
SHARING CONSENT 
• To comply with the Federal Privacy rules, we request that a spokesperson be Identified by the patient to be the primary contact to receive updates about the patient's condition. An alternate spokesperson(s) may be selected in case the primary spokesperson Is not available. It is a requirement that both primary and alternate spokespersons have the patient's permission to receive protected health information as it relates to his/her care. 


• Information requests via the telephone will be given only to an identified spokesperson on this written document. 


Physician may share information about my procedure with the following Individuals: /.!>cvw ~ Name Relationship (Celf Phone Number) 


Name Relationship (Cell Phone Number) 
□ Do not share routine Information regarding my procedure 


Responsible adult that will drive me home: _____________________ _ □ Same as above 


□ My driver plans to stay in the immediate area (waiting room)- Pager number_L(?._'.), ___ _ 
□ My driver will pick me up when ready:_.,.,..---,--,-----,----,--.,..,..---------


Name and phone number for driver 
□ Adult who will stay with me at home for 24 hours: _______________ _ 
Notes: ____________________________________ _ 


Patient/Guardian Signature: ___ \h~ll=:;__-'--"~'--':;;._----,.,c..-----Date: _______ _ 


ol-oc 
DULBERG ,PAUL R = 
71265382 M 42 07109112 DOB 03/19/1970 D001307925~ 
SAGERMAN, SCOTT D MD " 


NCH Item# 57533 


Northwest Community Hospita 
Northwest Commlmity Day Surgery Center 
Arlington Helghs, IL 60005 


! !Im Ill~ IIIII IIIII IIII IIIII IIIIII 11111111111111 llll 1 4 6 2 9 C O N S N 
SHARING PATIENT INFORMATION FORM 


Form# 001.170-09/11·1·SO 
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• • • 
UNIVERSAL CONSENT 


LANGUAGE SERVICES I m I (please initial) 
~derstand that I have the right to a free Interpreter. 
~ English Speaking - No Interpreter Necessary. 
DI accept the Interpreting services provided by the hospital. 


Language Name of 


··••307925 10 of 63 


• • 


Requested:-------=~--- Interpreter: ____________ _ 
D I refuse the interpreting services. D I request a friend or family member to interpret. 


Refusal Signature: ___________________________ _ 


D Form read to patient by: ___ ~~----------------------


CONSENT FOR TREATMENT 1@1 (please Initial) 
I hereby consent to the administration and performance of all tests and treatments by members of the 
medical staff and personnel at Northwest Community Hospital, Northwest Community Day Surgery Center, 
and/or Northwest Community Medical Group ("NCH") which in the judgment of the physicians may be 
considered necessary or advisable for the diagnosis or treatment for the condition for which I am presenting 
myself. I understand that the practice of medicine and surgery is not an exact science and acknowledge that 
no guarantees have been made to me. I authorize NCH to request and receive Information, including my 
medical record, from my treating physician(s) or agents. 


DISCLOSURE STATEMENT I PR I (please initial) 
My care will be managed by physicians who are not employed by or acting as agents of NCH but have 
privileges at these facilities. My physician may decide to call In consultants who are also not 
employed by or agents of NCH and who practice in other specialties to .p_rpvlde care to me. To 
provide specialized services such as emergency medicine, radiology, radiation oncology, pathology and 
anesthesiology, NCH has entered into agreements with independent physician groups. The 
members of these groups are not employees or agents of NCH. My care may be managed by allied health 
professionals such as nurse anesthetists, physician assistants, advanced practice nurses and nurse 
midwives who are not employees or agents of NCH. I understand that NCH does not exercise any control 
or authority over any physician's professional or allied health professlonal's judgment, diagnosis or treatment 
decisions. I understand that my treating physicians may not participate In the same insurance plans as 
NCH, and that I will receive a separate bill for these physician services. 


RELEASE OF RESPONSIBILITY FOR VALUABLES I /.;..f I (please initial) 
I acknowledge that NCH WILL NOT be liable for any loss or theft of any personal property of mine, other 
than that which is deposited in the hospital safe, whether such loss or theft is caused by any patient, 
visitor, guest, agent or employee of NCH. I hereby release and exonerate NCH from any loss or theft of my 
personal property. 


DULBERG ,PAUL R ===: 
71265382 M 42 07/09/12'"""""' 
DOB 03/19/1970 0001307925 ~ 
SAGERMAN. SCOTT D MD -


NCH Item fl 24839 


Northwest C0mmunt1y Hospltal 
Northwest Community Day Surgery Center 
Northwest Communily Medical Group 


l llllll lllll lllll lllll lllll llllll llllll lllll lllll lllll II IIII 
24605CONSN 


UNIVERSAL CONSENT 
Page 1 of 1 Form# 001.002-05/11-1-SD 
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• • • • • 
ASSIGNMENT OF INSURANCE BENEFITS AND RELEASE OF RECORDS ~ (please initial) 
I currently maintain insurance coverage which will reimburse the charges from NCH, my 
treating physicians, and any ambulance transport for medical care provided to me. In 
consideration of those services, I hereby assign, transfer and convey to NCH, my treating 
physicians, and any ambulance providers all of my rights, title and Interest In my medical insurance 
for medical expense reimbursement, Including, but not limited to adding dependent eligibility, and to 
have a policy continued or Issued in accordance with the terms and benefits under any Insurance 
policy continued or Issued. 


I hereby authorize the NCH and any physician or other healthcare provider who may treat me to 
release, for the purpose of billing and collecting, any and all pertinent information contained In my 
medical records, including HIV, to one another and/or their billing agents, and third party 
payors responsible for payment of patient charges Including but not limited to insurance. 
companies, health benefit plans, employers Involved in approval of benefit claims, government agencies 
or intermediaries representing any of the above. 


PAYMENT GUARANTEE ~ (please initial) 
I hereby assume full responsibility for and agree to pay all costs, charges and expenses incurred by me 
for the medical care provided by NCH and/or my treating physicians, whether as an inpatient or 
outpatient, unless I qualify for financial assistance or charity care. If my medical insurance coverage Is 
not sufficient to satisfy such costs, charges and expenses in full, or I do not follow guidelines of my 
insurer and the resulting balance Is not covered by the Assignment of Insurance Benefits, I will be fully 
responsible for payment of the balance. 


RECEIPT OF NOTICE OF PRIVACY PRACTICES I ~please Initial) 
I acknowledge that I have received NCH's Notice of Privacy Practices. I understand that the notice 
describes the uses and disclosures of my protected health information by NCH and Informs me of my rights 
with respect to my protected health information. For more information, please contact the Patient 
Advocate Office at 847.618.4390. 


RECEIPT OF CHARITY CARE/FINANCIAL ASSISTANCE BROCHURE ~ (please initial) 
I acknowledge that I have received the NCH Charity Care/Financial Assistance brochure. For more 
information, please contact a Financial Counselor at 847.618.4542. 


Upon signing this consent, I acknowledge 
its terms. d /7 


at I have read and understand the foregoing and accept 


Patient Slgnature_.£5:~~:::t::___,,-c:::::l,":'.':!'::'.::::kt.=:::;;Z.==.-----­ Date_ 1 __ / _C\-tl~/ :Y __ 


lf Patient under 18 years Parent or Guardi 
DAtA 


If Patient unable to sign-Legal Representative _______ _ 


Relationship to Patient and reason Patient unable to sign ___ _ 


DULBERG ,PAUL R 
71265382 M 42 07/09/12~ 
008 03/19/1970 0001307925 -- -
SAGERMAN, SCOTT D MD 


Date of Service __________ ·ttJ~½-,----------
NCH Employee Witness Signature __ ---'}'--__ ¥{j_µ... _______ _ Date _______ _ 
NCH Item# 24839 (backe~ Form# 001.002-05/11-1-SD 
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0 0 0 
UNIVERSAL CONSENT 


LANGUAGE SERVICES I /z2 I (please Initial) 
!::J.!.nderstand that I have the right to a free interpreter. 
J£1 English Speaking - No Interpreter Necessary. 
D I accept the Interpreting services provided by the hospital. 


Language Name of 


'***307925 12 of 63 


0 


Requested:-------=~--- Interpreter: ____________ _ 
0 I refuse the interpreting services. D I request a friend or family member to interpret. 


Refusal Signature: ___________________________ _ 


D Form read to patient by:--~-_,.-:;,-=-.... ~ c,.,.;--c., ----------------------~ 


CONSENT FOR TREATMENT! IT 2 
I (please initial) 


I hereby consent to the administration and performance of all tests and treatments by members of the 
medical staff and personnel at Northwest Community Hospital, Northwest Community Day Surgery Center, 
and/or Northwest Community Medical Group ("NCH") which In the judgment of the physicians may be 
considered necessary or advisable for the diagnosis or treatment for the condition for which I am presenting 
myself. I understand that the practice of medicine and surgery is not an exact science and acknowledge that 
no guarantees have been made to me. I authorize NCH to request and receive information, including my 
medical record, from my treating physician(s) or agents. 


DISCLOSURE STATEMENT I£.£ I (please initial) 
My care will be managed by physicians who are not employed by or acting as agents of NCH but have 
privileges at these facilities. My physician may decide to call in consultants who are also not 
employed by or agents of NCH and who practice In other specialties to provide care to me. To 
provide specialized services such as emergency medicine, radiology, radiation oncology, pathology and 
anesthesiology, NCH has entered Into agreements with independent physician groups. The 
members of these groups are not employees or agents of NCH. My care may be managed by allied health 
professionals such as nurse anesthetists, physician assistants, advanced practice nurses and nurse 
midwives who are not employees or agents of NCH. I understand that NCH does not exercise any control 
or authority over any physician's professional or allied health professional's judgment, diagnosis or treatment 
decisions. I understand that my treating physicians may not participate in the same insurance plans as 
NCH, and that I will receive a separate bill for these physician services. 


RELEASE OF RESPONSIBILITY FOR VALUABLES I a I (please Initial) 
I acknowledge that NCH WILL NOT be liable for any loss or theft of any personal property of mine, other 
than that which is deposited in the hospital safe, whether such loss or theft is caused by any patient, 
visitor, guest, agent or employee of NCH. I hereby release and exonerate NCH from any loss or theft of my 
personal property. 


DULBERG ,PAUL R -
71266382 M 42 07/09/12"""""5 
DOB 03/1911970 0001307925-
SAGERMAN, SCOTT D MD == 


NCH Item # 24839 


Northwesl Community Hospltal 
Northwesl Community Day Surgery Center 
Northwest Community Medical Group 


111111111111111111111111111111111111111111111111111111111111 
24605CONSN 


UNIVERSAL CONSENT 
Paga 1 of 1 Form# 001.002-05/11-1-SD 
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u 
ASSIGNMENT OF INSURANCE BENEFITS AND RELEASE OF RECORDS ~ (please initial) 
I currently maintain insurance coverage which will reimburse the charges from NCH, my 
treating physicians, and any ambulance transport for medical care provided to me. In 
consideration of those services, I hereby assign, transfer and convey to NCH, my treating 
physicians, and any ambulance providers all of my rights, title and interest in my medical insurance 
for medical expense reimbursement, including, but not limited to adding dependent eligibility, and to 
have a policy continued or Issued in accordance with the terms and benefits under any insurance 
policy continued or issued. 


I hereby authorize the NCH and any physician or other healthcare provider who may treat me to 
release, for the purpose of billing and collecting, any and all pertinent information contained in my 
medical records, including HIV, to one another and/or their billing agents, and third party 
payors responsible for payment of patient charges including but not limited to insurance 
companies, health benefit plans, employers involved In approval of benefit claims, government agencies 
or intermediaries representing any of the above. 


PAYMENT GUARANTEE ~ (please initial) 
I hereby assume full responsibility for and agree to pay all costs, charges and expenses incurred by me 
for the medical care provided by NCH and/or my treating physicians, whether as an inpatient or 
outpatient, unless I qualify for financial assistance or charity care. If my medical insurance coverage is 
not sufficient to satisfy such costs, charges and expenses in full, or I do not follow guidelines of my 
Insurer and the resulting balance Is not covered by the Assignment of Insurance Benefits, I will be fully 
responsible for payment of the balance. 


RECEIPT OF NOTICE OF PRIVACY PRACTICES ! ~(please Initial) 
I acknowledge that I have received NCH's Notice of Privacy Practices. I understand that the notice 
describes the uses and disclosures of my protected health information by NCH and informs me of my rights 
with respect to my protected health information. For more information, please contact the Patient 
Advocate Office at 847.618.4390. 


RECEIPT OF CHARITY CARE/FINANCIAL ASSISTANCE BROCHURE ~ (please initial) 
I acknowledge that I have received the NCH Charity Care/Financial Assistance brochure. For more 
Information, please contact a Financial Counselor at 847.618.4542. 


at I have read and understand the foregoing and accept 


Date __ 1-'-l-/ _i\-1)_._1_:r-__ 


Date _______ _ 
If Patient unable to sign-Legal Representative _____________________ _ 


Relationship to Patient and reason Patient unable to sign ________________ _ 


Date of Service __________ --11--tJ-M-~~--------
NCH Employee Witness Signature __ __,}_1 __ ¥{o-4_,_ ______ _ Date _______ _ 
NCH Item # 24839 (backer; Form # 001.002-05/11-1-SO 
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C 0 0 0 
DAY SURGERY CENTER PATIENTS 


~ I received the Day Surgery Center brochure by mall outllnlng my Patient Rights and 


Advance Directive options. 


□ I have received a copy of the Patient Rights and Responsibilities. 


SHARING CONSENT 


• To comply with the Federal Privacy rules, we request that a spokesperson be Identified by the 


patient to be the primary contact to receive updates about the patient's condition. An alternate 


spokesperson(s) may be selected in case the primary spokesperson is not available. It Is a 


requirement that both primary and alternate spokespersons have the patient's permission to 


receive protected health information as it relates to his/her care. 


• Information requests via the telephone will be given only to an Identified spokesperson on this 


written document. 


Physician may share information about my procedure with the following individuals: 


/:>evw- ~ 
Name Relationship (Celi Phone Number) 


Name Relationship (Cell Phone Number) 


□ Do not share routine information regarding my procedure 


Responsible adult that will drive me home: ______________________ _ 


□ Same as above 


□ My driver plans to stay In the Immediate area (waiting room)· Pager number _4,_), ___ _ 


□ My driver will pick me up when ready:--:--:----,--:-------:---:--:-:---------
Name and phone number for driver 


□ Adult who will stay with me at home for 24 hours: _______________ _ 


Notes: ____________________________________ _ 


Patient/Guardian Signature: ___ \~tll=··=--·...;;.;.-"~'-'"--'-'---~"'"-----Date: _______ _ 


ol-o 
DULBERG ,PAUL R -=-
71265382 M 42 07109/12 -
DOB 0311911970 0001307925 
SAGERMAN, SCOTT D MD 


NCH Item# 57533 


Nori west Community Hospira! 
Northwest Community Day Surgery Center 
Arlington Heights, IL 60005 


I llllll lllll lllll lllll lllll llllll llllll lllll lllll IOI II IIII 
14629CONSN 


SHARING PATIENT INFORMATION FORM 


Form # 001.170-09/1 M-SD 
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Key Points to observe after hospital discharge: 


1) Begin to take your oral pain medication when you start to have feeling in your operative limb. 
This will provide more effective pain relief than if you wait until the block wears off 
completely. · 


2) Start taking your home medications as directed by your family physician or surgeon. 


3) You may notice a slight temperature difference between your "blocked" limb versus your 
other limbs. This is not unusual and is a normal occurrence for this type of anesthesia. 


Upper Limb (Arm) 


1) The nerve block will wear off in about 6 - 24 hours. Until then, your arm and shoulder area 
will be numb and weak. DO NOT lift or carry objects. 


2) Limit your activities until full feeling and strength have returned to avoid Injury due to altered 
sensation. 


3) If given an arm sling, wear sling until you have feeling and muscle strength to control your 
arm or your surgeon tells you to remove it. This also Is to prevent injury. 


Lower Limb (Leg). 


1) The nerve block will wear off in about 6 - 24 hours. Until then, your leg will be numb and 
weak. DO NOT try to bear weight on your leg or you might fa/II When given a brace, wear it 
at all times that you are up and about, until your surgeon tells you otherwise. 


2) Limit your activities until full feeling and muscle strength have returned to avoid injury due to 
altered sensation. 


3) Use assistive devices such as crutches or a walker as ordered by your physician. 


If you have redness or swelling at the injection site, metallic taste in your mouth, facial 
numbness or tingling, slurred speech, restlessness, or any question that Is of concern please 
call the 847.618.7200 immediately and ask to talk to an anesthesiologist. 


NCH Item# 56906 
Original - Chart 


Nurse Signal 


Northwest Community Hospital 
Arliniron Haiih~. IL 60005 


Date and Time 5y() 


I 1111111111111111 lllll lllll llllll 1111111111111111 ~ Ill 
1 4 0 5 4 D I S R 


Regional Anesthesia/ Single Block Injection 
Discharge Instruction Sheet 


Form# 005.789-12/11-1-PS 
Photocopy - Patient 
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ACTIVITY: 


DULBERG, PAUL R 71265382 ****307925 


You are urged to carefully follow these instructions. Following anesthesia you may 
experience llghtheadedness, dizziness, and sleepiness. 


YOU MUST HAVE A RESPONSIBLE ADULT TO TAKE YOU HOME AND STAY 
WITH YOU FOR THE FIRST 24 HOURS. 


·he first 24 hours after surgery/procedure • 
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0 operating of power/heavy equipment. J3.t-j,O activities that require Judgment decisions. 
O driving a motor vehicle. ~a.work or school. 


ST at home. Limited activity as tolerated. No heavy lifting. . 
o weight bearing. □ Weight bearing as tolerated with orutches/walker/surgical shoe as discussed. 
eep operative site elevated.~ air~ □ May shower on ___________ _ 
all prevention discussed. □ May return to work on ________ _ 


DIET: 
ear liquids for 24 ho~s, then advance to soft diet then regular diet. 
esume normal diet · s tolerated □ after _____________________ _ 


Do not drink alcoh;ic averages Including beer or wine for 24 hours. 
MEDICATIONS: f><e,L} 
Pain medication cont nlng codeine or other narcotics may produce some loss of judgment and/or coordination. If 


are taking such medication, please adhere to the following Instructions: 
1 o not drive a motor vehicle; operate power tools or machinery while taking this medication. 


o not drink alcoholic beverages (including beer and wine) whlle taking pain medication. 
Medication reconciliation sheet discussed and given to patient. 


ORTANT: Call your physician promptly for the following: 
~igns of Infection at operative area(s) and/or IV site: fever >101 or chills, pus or foul smelling drainage, 


redness or swelling at site, severe pain. _ / 
~ny abnormal bleeding g:sHeart palpitations ~ New or unusual pain 


ersistent nausea and vomiting ,S-Rash 
your extremity looks pale or blue, become's swollen, or you feel a change In sensation. 


you are unable to contact your physician/surgeon and feel that your symptoms require a physician's 
attention, call or go directly to the nearest emergency department or call 911. 
GYNECOLOGY/UROLOGY 
□ Avoid sexual intercourse as Instructed by your physician for 
□ No tampons, no douching, and no tub baths or swimming as Instructed by your physician for 
□ You may expect some vaginal bleeding, some abdominal cramping, and lower back pain. 


unable to urinate within 6-8 hours after discharge, go to the Emergency Room. 


LOW UP· f' /) ·-dJ 
~all for an ~ppointment to see Dr , t}1,.t3:~ fh:P.Ynton _ __,:f'L..1.---1\_Q__,,=------------
&w;th Dr ______________ as fot,:Fw/~--------------------
Catl 911 or go directly to the nearest emergency department for the following: 
• difficulty breathing • chest pain • Inability to remain alert. 


DUL.BERG ,PAUL R .:---'\ 
71265382 M 42 07/0 9/ 12 
DOB 03/19/1970 0001307925 
SAGERMAN, SCOTT D MD --


Northwest Community Hospital 
Northwest Community Day Surgery Center 


Arlingron Heigh~. IL 
6
000S 1111m111111111111111111n11111111111111111u11 


1 4 0 1 0 D I S R 
PATIENT DISCHARGE INSTRUCTIONS 


for Dlc1gno8tlc, Therapeutic or Surgical Procedures 


NCH Item# 27008 Form# 006.044-04/11-2-PS 
White Copy- Chart Yellow Copy - Patient 







Dulberg 004768


Pagel of 3 DULBERG, PAUL R 71265382 ··••307925 17 of 63 


• DATE: TIME: 
HISTORY AND PHYSICAL: 
This patient was examined, and "no change" has occurred In the patient's condition since the history and physical was 
comoleted. 


Physician Signature 


Interval Changes: 


Physician Signature 


DULBERG ,PAUL R E=E 
71265382 M 42 07/09/12"'='=" 
DOB 03/1911970 0001307925 -
SAGERMAN, SCOTT D MD 


NCH Item# 48027 


Nori west Community Hospita 
Northwest Community Day Surgery Center 
Arlingto11 H&lohis, IL 60005 


M.D./D.O. 


M.D./D.O. 


111111111111 lllll lllll lllll 111111111111111111 
10037HP 


HISTORY AND PHYSICAL UPDATE NOTE 


Form# 005,739-01112-1-SD 
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NORTHWEST COMMUNITY HOSPITAL 
ARLING'l'ON HIUGHTS, ILLINOIS 


MLS: 
DD: 
DT: 
JN: 


95331 
Mon ,Jul 09 11:20,41 2012 
Mon Jul 09 11.:35:47 2012 
51400438 


EST 
F..S'J' 


PREOPERATIVE HISTORY AND PHYSICAL 


Dl\'l'.I!! OF ADM:ISSION: 07/09/2012 12:00 AM 
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CHIEF COMPLAT.NT/DETAILS OF PRESENT ILT.NESS: The patient is a 42-y<>ar-old male 


being admitted for eler.tive surgery for. right ulnar nerve injury. 


PI\B'l' MEDICAL HISTORY: Negative. 


PAST SURGICAL HISTORY: 
1eft u1nar nerve decompression - ss 


FAMILY HISTORY: n/c - ss 


ALLERGIES: None. 


MEDICATIONS 


Sor.TAT, HISTORY: 


Naproxen, tramadol and fluoxetine 


Smoking hiflt:ory positive. 


REVIEW OF SYSTEMS: Neyati.ve. 


PHYSICAL EXAMINATION: 
HEART AND LUNGS: Normal. 
EXTREMITIES: The right elbow shows positive Tinal signs at -Lhe cubital tunnel 


with satisfactory range of motion. Scar is noted at the ulnar aspect of the 


midforearm from priOL' chainsaw occ.idont with local sensitivity and 


tenderness. He indicates numbness in his riny and .!imall finger:.,, with gripping 


activities. 


DIAGNOSTIC DAT/\ : X-rays of tho right forearm from June 20, 2011, F.1ra 


hegative. Th0 MRI of the right forearm trom February of 2012 was 


unremarkable. 


IMPRESSION: R.i.ght ul.nar neuritia at: the cubita1 tunnel Qnd partiul. ulnar: 


nerve injury right :[o.a:·ea.r.m. 


PLAN: Right ulnar nerve decompresa:1.on, po.s:sible transpooition and neuroly::::Jia 


at the fo.t:earm. The surgery is scheduJ.ed under regional block anesthetic; in 


duy surgery. The pa-l:iP.nt understands the risks and benefjt:s of surgery and 


the chance of complications, and he r.equests to proceed. 


DULBERG, PAUL 
071265382 
0001307925 
Room#: 
Scott D Sagerman, MD 
PREOPERATIVE HISTORY AND PHYSICAL Page l o:f: 2 
cc: 


SS - Sagerman MD, Scott Tue Jul 31 12:24:16 CDT 2012 


SS - Sagerman MD, Scott Fri Aug 24 13:15:32 CDT 2012 
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PREOPERATIVE HISTORY AND PHYSICAL, continued 


NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HF,TGH'l'S, TLT..TNOIS 


DULBERG, PAUL 
071265382 
0001307925 
Roomlf: 
Scott D Sagerman" MD 
PREOPE:RA'l'IVE HISTORY AND PHYSICAL Page 2 of 2 
cc: 


Authenticated by Scott Sagermem MD On 07/10/2012 11:58:23 AM 
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NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HEIGHTS, ILLINOIS 


MLS: 
DD: 
DT: 
JN: 


95331 
Mon Jul 09 11:20:41 2012 
Mon Jul 09 11:35:47 2012 
51400438 


EST 
EST 


PREOPERATIVE HISTORY AND PHYSICAL 


DATE OF ADMISSION: 07/09/2012 12:00 AM 


20 of 63 


CHIEF COMPLAINT/DETAILS OF PRESENT ILLNESS: The patient is a 42-year-old male 
being admitted for elective surgery for right ulnar nerve injury. 


PAST MEDICAL HISTORY: Negat:i.ve. 


PAST SURGICAL HISTORY: 


FAMILY HISTORY: 


ALLERGIES: None. 


MEDICATIONS Naproxen, tramadol and fluoxet:i.ne 


SOCIAL HISTORY: Smok:i.ng h:i.story pos:i.tive. 


REVIEW OF SYSTEMS: Negative. 


PHYSICAL EXAMINATION: 
HEART AND LUNGS: Normal. 
EXTREMITIES: The right elbow shows posit:i.ve Tinel signs at the cubital tunnel 
with satisfactory range of motion. Scar is noted at the ulnar aspect of the 
midforearm from prior cha:i.nsaw accident with local sensitivity and 
tenderness. He indicates numbness in his r:i.ng and small fingers with gripping 
activities. 


DIAGNOSTIC DATA: X-rays of the right forearm from June 20, 2011, are 
negative. The MRI of the right forearm from February of 2012 was 
unremarkable. 


IMPRESSION: Right ulnar neuritis at the cubital tunnel and partial ulnar 
nerve injury right forearm. 


PLAN: R:i.ght ulnar nerve decompress:i.on, possible transposit:i.on and neurolysis 
at the forearm. The surgery :Ls scheduled under regional block anesthet:i.c in 
day surgery. The pat:i.ent understands the risks and benefits of surgery and 
the chance of comp1ications, and he requests to proceed. 


DULBERG, PAUL 
071265382 
0001307925 
Room#: 
Scott D Sagerman, MD 
PREOPERATIVE HISTORY AND PHYSICAL Page 1 of 2 
cc: 
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PREOPERATIVE HISTORY AND PHYSICAL, continued 


NORTHWEST COMMUNITY HOSPITAL 
ARLINGTON HEIGHTS, ILLINOIS 


DULBERG, PAUL 
071265382 
0001307925 
Room#: 
Scott D Sagerman, MD 
PREOPERATIVE HISTORY AND PHYSICAL Page 2 of 2 
cc: 


Authenticated by Scott Sagerman MD on 07/10/2012 11:58:23 AM 
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• DATE: '"7 / '1ft): TIME: ___ _ 


Patientfsignificant other verbatlzes mrstanOlng of planned procedure. 
urgical consent signed 
ompliance with verbal or written 


..,.,fnstructlons 
~ States In own words understanding of 


pre-procedure teaching 


• • EXPECTED PATIENT OUTCOMES 


•pauent demonstrates or verballzes an 
acceptable level or coping with anxiety. 
D States in own words anxiety level 
J;;i ~•.In own words coping needs 
~emeanor appropriate to situation 


*(one or more of above) 


IMMEDIATE PRE-PROCEDURE PATIENT ASSESSMENT 


··••307925 22 of 63 


• • 
Patient exhlbils evidence of bei~g prepared 
for the procedure in a safe and supportive 
environment. 
0 CompUes with activity restrictions 


-1::J..Re.ady for procedure 


CHART Rl=VtEW 
--trlDbracek>t on □ ALLERGIES KJ/ ff'.¢ <-'k:2 
□ allergy bracelet on 


□ Old Records__ .J:J-<:l'cmsent completed~ 
□ H&P complete □ Advanced directive~~ 


Scaled Weight: 7; I kg Height c;.. ·"' Last menses Al :yJjl~{IJj,Ct,T~•t?:Of.~ ,::·9.~¥Jr'::!J,~¥~'&:!P.,ltlltJ. Ri$Uf1st.Q~(qhifrf:i 
Vttal Signs: T ~ / □ oral □ exlll~J•nic tu temporal □ Basic Metabolic □ Pregnancy Test 


P t[• Re~/.zt.: BP SaO. 1.(2,P ) 1 □ CBC I with Dlff ---- □ Blood Glucose 
NPOslnce/7<7D '7/o/(::{__ LastVoid /.a;;:>..o □ °?lr!>·M•tabollc ____ □ UIA--------


□ M1croRhogam _____ □ UrineCul!ure ______ _ 
-••••'' r!'. • F'''"Cr..,;,~- - •-•· "'f"''S1'/i •••1•~•~-,C~'\1t"i ., ••• '''"'"" Checl{,~-if~.-fol,oJ!!!i.qillffL.tl~'!I.~ WJ!P.!u-'(>'?'9.!!.,~Jr..:...t,.:_.~~ 0 PT/PTT_______ D CXR ________ _ 


Present . Removed □ none □ CoagulationProlle □ EKG ________ _ 
□ make up/nail polish D □ hearing (right I left) 11□~H~l~V,,;;;;;;;:;:;;;:;;;;;;;;;;;,,,,;□~Olher~;.;::::::;;:;=:;==;::;;;;;;;:;:::;:;:;:::: □ iewelry/plerclng/rlng D □ moblllty □ vision t, 
0 dentures/partials D o speech □ language tibii"b"fniiiiel[ab7-j\;ri'"ej~'.i,.Ai>ilf1~1i! Mib1jn~ chlilme#t;.,.)inlt -~ 
□ glasseslccntactlenses D □ prosthesis _______ 1------1-----+----+-----l--
O wig □ Implants· O none □ pacemaker 
□ hearingald(righVleft) D □ Jo.Int replaced □ ICD 1------+-----+----+----+--
□ other_________ □ other 
Given to -------


__o-sur'91oal side/site verlfled~wlth atlent/famlly~ardlan. 
eS~u;rg~lca~I ~•i~te~l'.:oo:'.a~tl:on~~7'.l;;::A:-~~:::::::df~:':~~=;R~•N~ln'.:lt'.'.'.la'.,'.l•'._.=:~=;~;,---J1-io',.61.FUJ;Jfr.$h 
il .- Directed donor blood available_ 
f1ii:j Time: / ~ ,x Solu<ion: ,C,,,(_, GaU9J>i, c,)J),,, □· Type and screen ___ Autologous blood available 


Sl1e: / /J 
1 -·,,1 '--"A'Rale: 7 .r,: J By:~ D Type and crossmafch Number of units ordered 


'Jy;.1 Time: ' 
Site: 


l o 10 -...-v 11"' 
.1,or ,_,, _.,,, • 


Solution: 
Rate: 


Gauge: 
By: 


'P..1-e"ifli. □ enema □ foleycatheter □ other ___________ ~-~~;!,,,,~ ''~Ac'.1'-:i..& '';4-see~-~;')_, _____ 1:_ _____ _ 
-- _ ... 0 anti-embolism stockings D SCO (□ OR aware) u (/ -


D Hair clipped: tim"' locauo-n,_ _____ by ____ f------------------------
0 Skin Prep: time ___ location by ___ _ 


Type f----------------------
;ln:sirUcllims~'9::J stayinbed,on cartori~ D slderallsup 
D crutch /cane walking <□ ueep breathing, coughing, leg exercises 
□ PCA D Incentive Spirometry --clpaln scale □ CPM 
□ other 


~:~~l!me.~.:: --~-=----'-''-'""'.,tt1_""'+--------
Jf?hone # If not present 


_,,,f ,/J. Al _,,_, ,, _, • pt--· "'\ 


1.£1Jlil~:: -~~;i~•==.ti~;~:r~;:.i.flqgiL'tliJri:,,:_· ;:~1r~~j~ ~VJ/Lt~}':_: 
-'[J Confirmadultsupervislonathome~ ~.A"/ 


Name ~ 
Signature: 


NCH 11em 


DULBERG,PAULR --'--
71265382 M 42 07/09112""'="' 
DOB 03/19/1970 0001307925 --­
SAGERMAN, SCOTT D MD 


RN 
Northwest Community Hospital 
Northwest Community Doy Surgery Center 


Nlmgton Hogh!!, IL 


60005 


I IIIIII IIIJ) 1111111111 II~ Jllllll 111111111/ ~Ill~ f 111 
f 5 4 0 0 P I O P 


PRE-PROCEDURE PLAN OF CARE 


Form No. 005.015-12/09-1-SO 
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Teaching A.ence ITTatien. Family/Slgnifi.t Other ...01='h. Interview D I.arson 


Purpose: To educate the patient in preparation for their procedure. 


Expected Outcomes 
I The patient will verbalize the planned procedure. 
II The patient will arrive on day of surgery safely prepared for procedure and anesthesia. 
111 The patient will be aware that discharge Instructions will be given to them and their family or 


significant other upon discharge. 


Individual Needs Assessment 
Patient 


D Language D~n 
D Hearing 
D Cognitive 


..i:a--1>hysical Limitations 
D None 


Family/Significant Other 
D Language D Vision 
D Hearing D Physical Limitations 
□ Cognitive .CJ-None 


D Comment ___________________________________ _ 


Readiness to learn Is evidenced by: 
□ Asking questions D Verbalization of treatment plan □ Focusing attention 


Patient preference for learning: 
□ Demonstration 
,PA1erbal Instruction/discussion 
D Video (if available} 


□ Printed material 
□ Return demonstration 
□ Other 


Teaching Plan and Material 
Discussed 


DSC Brochure D 
Provided 


D 
Discussed 


Pre Operative Instructions □ 


Pain Management □ 


Herbal/Dietary Supplement □ 


Provided 


□ 
Pre Operative Booklet □ 
Advance Directives □ 


□ Carelink 
□ Complete on ADM 


..,P-'Not Interested 


□ Other 


RN Signature: 


D 


□ 


DULBERG ,PAUL R 
712 65382 M 42 07/09/12~ 
DOB 03/19/1970 0001307925 . 
SAGERMAN. SCOTT D MD -


NCH Item# 64479 


□ 
□ 


Peripheral Nerve Block □ □ 
Crutch Walking □ □ 
Smoking Cessation □ □ 


Date/Time 


Northwest Community Hospital 
Northwest Community Day Surgery Center 


Adlngmn Hoighs, IL 
6
000S 1111111111111111111111111111111111111111111111111111111 


1 5 4 1 6 P I O P 
PRE-SURGICAL TEACHING 


NEEDS ASSESSMENT 


Form# 005.867-08/10-1-SO 
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Northwest Community Hospital orthwest Community Day Surgery nter • • • 
675 W. Kirchoff Rd. 800 W. Central Rd. 


Arlington Heights, IL, 60005 Arlington Heights, IL, 60005 
D.,.e_1, P' D 847.618.7258 D 847.618.7255 847.618.7080 


Entrance# 2 Entrance# 3 


North Elevator to 2nd Floor 
M ..... .JJ_., 


Date of Procedure 7 "' --+IC/ u 
Date of Procedure 


On between 2:00-7:00PM 
11me of Procedure r .~o 1-00 


Call 847.618.7244 for arrival time 
Time of Arrival { ~30 12..CD 


ftBeginning at midnight prior to surgery, do not eat or drink anything, Including water, candy, mints, or gum. 


_;a--No solid food after midnight before surgery. 
0 Clear liquids until __________ and then nothing by mouth after that time . 


.,.e(' Continue to take all of your routine medications up until the night before surgery. Check with your physician regarding 
taking any blood thinning medications like Aspirin, NSAIDS (Motrin®, Advil®, Aleve®), Coumadin®, Plavlx®, or Herbal 
supplementsNltamlns. 


jd'1f not allergic, you may take the following acceptable pain medications (e.g. Tylenol®, Acetaminophen, Vlcciclin®, etc.) 


_;:yon the day of surgery, take the following inhalers and/or medications with a small sip of water ________ _ 


~o alcoholic beverages and no smoking 24 hours before and after surgery. 


[t('aathe/shower day of surgery. Leave off makeup, contact lenses, nail/toe polish, and all Jewelry including wedding 
,..-bands/body piercings. Wear loose, comfortable clothes. Leave all valuables at home. ~C--~ ~ 


0 Bring on the day of surgery if applicable: Q _5-C..-~ 
..E"l Photo ID & Insurance Card □ Medications/inhalers O Glasses with Case O. 
□ Crutches/Walker O CPAP machine □ Hearing Aids O Physician Orders 
□ Toiletries, robe, and slippers if desired D Laboratory/X-ray results/ECG 
0 Advance Directives/living Will/ Power cit Attorney for Healthcare 
D Other: _________________________ _ 


fr Report any signs of illness/Infection/respiratory symptoms to your surgeon. You may need to reschedule 
your surgery . 


.,D-Name of responsible adult to drive you home after the procedure, _____ +---------------


.,,.ia-Name of responsible adult to stay with you overnight after your procedure 


Date _______ _ 
PatienVSignificantOther,~ignature~ 


RN Signature __ _:V:.....:~.c....._..:c... ______ ....,_,:.____~----- Date/llme __ 4_(_~ __ {_,_{..:;~:__ __ 


fl'Phone Interview 


DULBERG ,PAUL R , . 
7126538 2 M 42 07/09/12 
DOB 03/19/1970 0001307925 __ -
SAGERMAN, SCOTT D MD -


NCH ttem # 26675 


Northwest Community Hospital 
Allington Height, IL 60005 


I IIIIII IIIII IIIII IIIII IIIII IIIIIII IIII IIIIII IIIII II IIII 
15401PIOP 


PRE-OPERATIVE INSTRUCTIONS . 


White Copy (Chart) Yellow (Patient) 
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• • • • • 
DATE: 7/~l, .. isuRGEON:.f.-. • .,. .... ,.. ,a,f,r. !ALLERGIES: /1--~~ NOTES: 


DIAGNOSIS PER SURGEON: /L-4 .__~ v~ ....... /' 1-e..,,,,--. -ft.1 ,..., •. , ... - 111:• 'f 
~T:::IM"'E::;------,,- •· •=t,----::-,-_-_ ---'---'--=----::{ ,.._-_ --'"------'-----''--"-_,::- •. ------ ,L,.t}~ ~.:· .... ,.,.., rC ... .,.(.: 


2 
2 


. 


2' 
2 -, 


2 


fflf ... I ~ ~ 


~t<A.: 260 
. ' Ht • 


.,.,_, ... lG'l 240 


G1. 220 
P: 


I 200 
AIRWAY· 


180 
PHYSICALSTATUS: '2--- 160 


SUPPORTNE OIAGN0$1S: 140 c~-ro (l_'j 120 


.. 


Q.:,..:..--.f...(V'~,.,,..-...,1 ... ,, •• ' 
V<-,-:1,>- 1~, , F--r..,_..,( $'•~•, 
:J,c.., o ... ~,. tf~,\,,..,." ... ~~ ,~.;I:~ 
-


INDUCTION 
D MASK IND N 
D PAEOXYGE I 


DENITROG NATION 
D RAPID srj UENCE 
0 CRICOI PRESS, 
□ WSKMt:ff(SSJ.IEWf 


FLUID TOTA1.S ad~ 
CRYSTAWXO: ~ 
BLOOO: 
COU.OID; ___ _ 
llll; ____ _ 


IRINB ____ _ 
OTHER ___ _ 


INTUBAT ON 
H--+-+--1-+-+-+--t-t-t--+--l-l-!-·H-l--l-•~-l-l---l-~-l---l-~H---l-~H--++-I D rnRECT NGOSCOPY 


MACMILl£R, NO. _ 


ruv;orr;ti AIIITTIIOIOS 


~~IIJOTR ~­
□ lllW. [ 'l:t"'~ Q.fF 
AIRlfAKSAT _ r-tmH20 


--l-~4--l-~H--+-I-H--+-1-H--+-I-H-+-1-H-+-1-H-i---1-H-1---1-H D II\A16REATH~NOS 
,. 


,, 
---+-"' 
"----t--­
DSCCA DO HER:_ 
0 El!CARE:_ I-'! mlWE, TIJ'E, 


EXTUBATION 


D FOLLOWS CO~ 0 SWALLOWS 
0 SUSOOIEIJ TIT, 


0~ 
0 SflOl'illlcSPJWlllNS.MTE_ 
OETC02 ___ _ 


D REVERSAL_ mg(+) _____ mg 


0 HAI..OXONE __ _ 


0 """ UR > 5 SEC. 
PREOP. MEOS 


~fS£SSMEllfffiW 
NASAL =ti_.SIIEIYaia:K 


100 


80 


60 


40 


20 


OPRGMD 
0 fftESSIRE fflllll Ol£CK!O 


gl\llJOO) 


0 PA1!'!f ~.PACO WITH 
All """"'MO 


-•., ITTGlfJITOl'AflJRN 


'
I ~A!,l)!J'AW_:_ ..,,,r' 


MONITORS ..,...., ..,.,...., _ 
TYPE LOCATION O flllat/SY O llllSWU 


~F_;:O~O-T-NO;,T_E_S:...c..:N,;.U,;_M.;.B_ER ___________________________ -J □ CVP D UNMOOOABII □ l!Jlll!llD D A~UNf D SOIINO!lNT D ltmlW£0 


.;.•,.;;o..,s~ITll~O,..N.,.:_~==--+✓-,... ... .::•c...,..._'-'.c.._ ____________________ --1 □ S· z/4 ... _ ,_, ,vwni-02 UM 


I.V.SITE: FLUIDS: " 0□ 0 ~ 8:tJt2 ~ 
IL, I \,.,. I\""'' -- THER TEMP. I Ii 


TECHMOUE:OGA 1.J.MAC 1,-REGIONAL(TYPE: f _ -"~ ,, ,1,v(.- Nf,,. I,,,,. 
OPERATION: .......... IA'-,._. . / ... _,.·.;.;.~ Ue,. - ~-- ll'JS.«,"'-. 


"'c-vv-;l,. 1 ,e,_."-·r,,,r-e,~-. 


Anestheslologlst I PAINT l'IIAME: 


DULBERG ,PAUL R === 
71265382 M 42 07/09/12 
DOB 03/19i1970 0001307925 "F➔ 
SAGERMAN. SCOTT D MD ....;;;;;;;; 


lSIGNATURE: 
-


Northwesl Community Hospital 
Doy Surgery Center 
Arlington Helghts, IL 60005 


POST-OP PAIN BLOCK SPO'ls, 7 R; ( l 
□ mouRAL 
0 OTHER 


ANESTHESIA STARTED 
OPEMTIO~ STARTED 
OPEMTlnN ENDED 
ANESTIIESIA EHDEO 


'C..,,., •e.r,t'{7 


I llllll 111111111111111 lllll llllll 11111111111111111 
21502ANE 


ANESTHESIA RECORD 


Item# Q1036 
~Orm # 005,095 - 05/-04 - 2 - S&O 







Dulberg 004777


Page 2 of 8 


.. - ' 


. ' . " 


, ... ;-. 


' 


• 


DULBERG, PAUL R 71265382 ****307925 26 of 63 


NOTES 


.. _ ..... ' ,' 
' .· 


, .. ,...,t 
,. .. :. 


,. 


i • / . ' 
V 


'·, 


" DULBERG ,PAUL R -
71265382 M 42 07/09/12-
D0B 03/19/1970 0001307925~ 
SAGERMAN, SCOTT D MD 


-~~---'---c--"--------... -.-. 


• • • • 
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DULBERG, PAUL R 71265382 ****307925 


• • • 


ANESTHESIA PRE-OPERATIVE 
HEALTH HISTORY 


ASSESSMENT 
& PHYSICAL EXAM 


Northwest Community Hospital 
Northwest Community Doy Surgery Center 


27 of 63 


• 


D1Jl8E:RG 
712653 82 ,PAUl R 


~~B 0311911~70 
42 07109/12 <= 


E:RMAN, SCOT OOOJ3079 25 ~ 
ro Mo - -


Arllnglon Heights, IL 60005 


1111111 ~llljllllJllll !lllljllll~III\ llll 1111111 


NCH Item # 32132 


ANESTHESIA PRE-OPERATIVE HEALTH 
HISTORY ASSESSMENT ANO PHYSICAL EXAM 


Form# 002.01s.02,11M1Mso 
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• • • • • 
Please Print; p~ l'-.... n b.Q...,(\Y f,../,.✓- /(2-
Patlent's full name: -----~---------~~~~-----l--t,.x_;--~-~--4''----- Date: '-{--J ""' ,. 


first middle lnltlql_\ c.l last _1.. fl 1L. 
Age: Ljd- Sex: Cj!'.Male D Female Stated height: J 0, Stated weight: I (p!: BMI • T 
Home phone: ( __ ) __ • Work phone: 1 __ ) ___ • {.fm( - ()1}'$ - d t7Ly 
Primary care physician: ---~\'<'c_-• ___ 5...,ao-cJ.t'-"=~•-------------Phone #: +-~ 
Specialist: Phone#: ____________ _ 


ALLERGIES: _;a-rfone D Yes (lnclude food & latex, list; Ir yes, describe reaction). ___________________ _ 


MEDICAL/ HEALTH HISTORY given by obtained by D In person -EfP'hone 


NO YES NO YES ~J□ES 
1. Heart attack/disease fl D 14. Tuberculosis er D 28. Cancer ..,.e:r-[ 
2:, Chest pain/pressure .,.0 0 15. Cold In last 2 weeks 8 0 29. Blood Clotsfdlsorders .13"' 0 
3, Irregular heart beat/palpitation$ .Ja O 16. Acid reftux/hlatal hernia ..f3 O 30. Brulses easily .Ja- D 
4. Mitra[ Valve Prolapse -0 0 17. Hepatitis/Jaundice ,El O 31. A~• t)J D ~ 0 ~ 


~ 5. High Blood Pressure J:J--O 18, Liver disease/cirrhosis .J,;l- D 32, eo ck pain D lo!:I 


O
w.. 6, Pacemaker/AICO _Q. D 19. Kidney dlsaase/dlalysis r:J,- D 33. G auooma ![:}' D 
t- 7. Shortness of breath 2 O 20. Peripheral vascular/arter!al disease ,0- D 34. Infectious Disease (C•Dlff, HIV, 
U) 8. Able to climb 1 flight of stairs O 0" 21. Stroke .0 0 MRSA, VRE) .g-,· 0 
- 9. Able to walk 2 city blocks O J3 22. Seizures .0" D 35. Malignant Hyperthermla 
:C 10. Asthma/wheezing ,0 O 23. MoUon Sickness 8 D Self Famlfy ~D 
:C 11. COPO (emphysema/bronchitis) B D 24, Parkinson's disease ,t;;3 0 36. Any Anesthesia compllcatlons !:J 12, Other lung Disease B O 25. Mulllple Sclerosis J;3-- D Self Family . ~ ~ 
<C 13. Sleep Apnea .,l2t' D 26. Diabetes R D 37. Other U1ness/lnjury ~ 
W ________________ 27_._T_h_yro_ld _________ CJ--_□ _______________ _ 


~
:Ccome) 
c;. -e- 'l-0!/.r;, ~ M-£.#" ( :£..::'. O<.. cJv,,,; .. .,,.,;J ~ ""'-VO e...ve' 


~-------------------------


J 


w-------------------------------------D.. Previous surgery and previous anes1hesh::1· D None n . . SURGERY TYPE DATE OF SURGERY TYPE OF A-STHESIA A ANESTHESIA PROBLEMS 


1 ND-) l t..V I . ti!) 1/1,1,nA .. ~A..• • . - • 


a: 2. ~ u 
3. 


4. 


5. 
6. 
7. 


Aspirin; NSAIDS (Motlin/Advil), Coumadln- Plavlx, Other blood thinners? Bl'[o □ Ye$ Last taken: ,,,,,-.. .A ~ ~ ,.....-
I / /J ~ Steroid use In the last 6 months? ,~·No .IVes __ " --


Do you smoke? □ No ~es # packs/day? "1 Y" -, # years smoked: v Date ault? 


Do vou drink alcoholic beveraaes? 
Do you use recreational drugs? 
Females: could you be pregnant? 
Did you donate blood for surgery 


Patient/Guardian Signature: 


Admitting RN Signature: 


DULBERG ,PAUL R 


=M~ 
r.:v No 


71265382 M 42 07/09/12 
DOB 03/19/1970 00013o 7925 ~ 
SAGERMAN, SCOTT D MD _ 


1 r Yes 


□ Ye8 


I-low much every davfweek? 
How much every daytweek? 


Northwest Community Hospital 
Northwest Community Duy Surgery Center 
Arlington Heights, IL 60005 


PRE-OPERATIVE HEALTH HISTORY 


• 


NCH ltern # 32132 Form #002.018-02/11-1-SD 


/T 
V 
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• • • • • 
PHYSICAL EXAM· PAT Vitals· T p RR BP SA02 


DENTAL WORK: 


Airway Loose Caps --- Partlals 


/ \ Dentures 


----
ASSESSMENT: Female Male 


C rA /\-cJ..,--,1 


ASA CLASS: I CJQ Ill IV V E 


PREOPERATIVE ORDERS: 


.k'.:.J NPO past midnight ' , TEST REASONIOX 


( MEDICATIONS " ,....- QECG 


1/1 IV:/ K (Oc,() = '/'CL/ l/l/\r QCXR 
< 11v· QCBC 


0 Reglan 10mg po OCOR I , , D Metabolic Panel, 8asfo 


V1 Pepcld 20mg po OCOR / J- , ., ;;,i ~ab~llc Panel, Comprehensive 
•· 
J§VallLim ' mg rfo OCOR ,f[ JI ,.. J D Hepatic Function Panel / 


D Versed mgl.poOCOR • O Coagulation Profile -~A /,it. /7OPT ----O Home med: r- □ PTT - - -, / 


D Pregnancy Test serum/urine / / f,.A A / -D Other / 
, 


--J /c..;,//1 
,/ 


,. --
/ - , / 


- ~ 


If I ~<-,~l 
n revlewed health history 


Day of surgery. Patient seen 
and record reviewed. 


Physician Signature: 


Physician Signature: 


DULBERG ,PAUL R '="'="' 
71265382 M 42 07/09/12-
00B 03/19/1970 0001307925 = 
SAGERMAN, SCOTT D MD 


Patient accepts anesthesia plan 


Date; 


Northwest Commuaity Hospital 
Northwest Community l>ay ,urgert Center 
Arlington Heights, IL 60005 


Time: 


ANESTHESIA ASSESSMENT & PHYSICAL EXAM 
COMPLETED BY ANESTHESIOLOGIST ONLY 


,q 


?z m 


~ 
m 
(/) 


> 
)> 
(/) 
(/) 


~ :s: 
m z 
-I 
QO 
"ti 
:I: 
-< 
CJ) 


o· 
~ 


~ s:: 


NCH Item# 32132 Form #002.018-02/11~1~S&D 
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• • • • • 
MEDICATIONS (Daily, Over the Counter, Herbal, Vitamins, Dietary Supplements) 


NAME DOSE 


.. 


ROUTE FREQUENCY LAST DOSE 
TAKEN 


Yes r, ,..,.., __ ~- ... , '!_ · k..valkiale·"'---+-------+-------+-------J--------1 
0 Na O Form mailed/t¢ be given day of surgery 
w NOi interested 


ADDITIONAL COMMENTS 


DATE/TJME 


Post Anesthesia Evaluation Note for Outpatients 


ij Blood Pressure and pulse returned to baseline 
Cardiovascular functkm/hydralion status stable 
Respiratory function stable; airway patient; 02 
saturation returned to baseline 


Post Anesthesia Evaluation Note for Inpatients 
Cardiopulmonary status returned to baseline: 
Level of consciousness returned to baseline: 
Cornpllcatlons occuring during post-anesthesia recovery: 


ij Temperature returned to baseline 
Mental status recovered; patient participates In evaluation 
Nausea and vomiting control satisfactory 
Pain control satisfactory 


Mental status recovered; patient participates in evaluation: 


0 yes D no (explain below) 
D yes D no (explain below) 
D yes D no (explain below) 
D yes D no (explain below) 
0 yes D no (explain below) Anesthetic follow-up care and/or observations: 


Notes:------------------------------------------


Ph siclan Signature 


DULBERG ,PAUL R 
71265382 M 42 07109112 -
DOB o3t19/1970 000130792ol3 
SAGERMAN, SCOTT D MO 


NCH Item# 32132 


Date 


Northwest Community llosplt 
Northwest Community Doy Surgery Center 
Arlington Heights, IL 60005 


Time 


ANESTHESIA ASSESSMENT 


• t,..... 


Form #002.018~02/11-1-SD 
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Date:. __ _,'---L---'-"--'~Roo~umber: I Allerglos: 


Report received from, __ __,A.c..,_;~_,__""'-/LJJ<=<""-".S,.._ ____ ,at /3/f?' 
Position Verified: 
Correct Patient: 
Agreement Procedure 
Correct Site / Side 
Correct Implants 
Antibiotics Given Check Identity: ~.and onsent Anxiety Level: □ Moderate □ Severe 


y 
y 


TYPE OF BLOCK: ~lght □ Left 


D lnterscalene ;/ Supraclavicular 


~ogle O Continuous 


Axillary □ □ Lumbar plexus □ Popllteal □ tap 


' □ Other ____ _ 


Nurse: 
Nurse: 


PATIENT POSITION: 
)1\1..Suplne □RighULeft Lateral □ Prone □ Sitting !'!v!Jother 


AFE AND SUPPORTIVE ENVIRONMENT 
~roper body alignment for self end procedure maintained 
· V ....Provide quiet environment 


xplaln procedure and reassure patient 
in Integrity maintained 


I ated 


SKIN PREPARATION: < 
□ Betadine ~hloraprep □ Other _________ by_$":-~9,e-, ___ _ 02 per Nasal Cannula at 3 Umin 


Umuplex ·wi)11trasound D Other ________ _ te. lPMENT 


TAL SIGNS· ..,...,., 


TIME B/f 


ft.Pt,/ r~ • 


IJL/4 1 't> -
/1/-'!,I Ill>. ""' 
I 'fl// 1//JI ;sl 


Rhythm 
o, 


SAT"/4 
/, '.19-


• '7n 


_..,,.-


RESPIRATORY 
RATi= DEPTH 


/& u 
/&:> /f_ 


LOC COLOR 


,z 


... 


--


. 


MEDICATIONS 
TYPE DOSE ROUTE 


--


PATIENT 
RESPONSE 
/1 
/ 


,, 


KEY: CQlor: 
2=Plnk 


RESP 
Depth 


R=Regular 
l=lrregUlar 
S=Shallow 
L=L~bored 


LOC A=Awake 
S=Sleepy 


PATIENT: A=An}(1ous/ 
apprehem1olve 


C=Calm/Comfortabla 
CO=Combatlvo 


G=Gnmaclng 
M=Moanlng, 
R=Restless 
ST=States Pain 


N 


T 


1=Changes In skin condition 
(pale,Jaundice flushed 


In room, ___ ...,.=""'-""'--start end,_..,_;-u 


Time Patient Tranferred to/t/~ 
OR room 7 Condition· 


RN Initials 


UUU::U:.t<t:3 ,PAUL R ~ 
71265382 M 42 07/09/12 .. 
DOB 03/19/1970 0001307925 
SAGERMAN, SCOTT D MD •· 


NR=Not Responding 


RN lnltlals Si nature 


Mort west Communily HOJplta 
Northw,r;t Community Doy Surgery Center 
Arhgton Height,, IL 60□05 


111111111111111111111111111111111 m11111111111111 
11510ANE 


REGIONAL BLOCK PROCEDURE 
PRE AND POST PROCEDURE ASSESSMENT/PLAN OF CARE 


NCH Item# 58068 White - Chart Yellow - Department Form# 005.811~04(11~2-PS 
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Do you have known Sleep Apnea? 


□ Yes (complete section A only) )2t"No (complete sections B only) 


A. Diagnosed Sleep Apnea 


1. Do you have a CPAP machine? □ Yes 


2. Do you know your pressure settings? D Yes ______ _ 
□ No 


D No 
3. Who supplies your equipment? _______________ _ 


4. How many hours/night do you wear your CPAP? ________ _ 


Patients with a CPAP machine should bring the unit for use during hospital stay. 


B. Screening: 


Do you snore? □ Yes .,a-No 


Are you excessively tired during the day? □ Yes ~No 


Have you been told you stop breathing during sleep? □ Yes ,.,er-No 


Do you have a history of hypertension? □ Yes HNo 


Do you wake during the night feeling breathless? D Yes ..Q"No 


Comments: 


To be completed by NCH Staff 


C. Results Calculation of BMI =, ~l/ · tf 
A positive screening for sleep disordered breathing is one or more of the following: 


1. A ''YES" response In section A 


2. A "YES" response to 3 or more of the screening questions 


3. BMI > 35 and "YES"' response to one additional screening question 


PLEASE CIRCLE THE FINAL RESULT: Positive 


32 of 63 


Notify physician of positiv;~scr8nni: or his~leep apnea. 
RN Signature: L,.~• Date: __ ___,_G,...~+/-?1~ ..... f~I....__. ____ _ 
D See Preoperative Health History Asse~nt !3nd Exam for additional orders/c rnents. 


:_R:::e:_:v:_::ie:w:.::.::_in:':g'...'...P_:__:h~y::_sl:_::c:ia:_:n.:_:S::_:ig:'n.'.:_a::_:t::::u_:__:re::,:: __ ::-::-::-::-::-::-ZJa/4-..='='="='=':;-=-~=·'=".:-::-::-::-::-::-::-::-::-::-:_'.:D::.:a::_:t::::e::_: -===='..!.6='.r··==::s:==== ,,. 
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Allergies: Date: f7 7-· 
Pre-Operative RN confirms Pre-Induction RN/Anesthesia discuss 


ID Band w/2 Identifiers ;1:;1--Procedural consent 
&site Marked/O NA 5-Preanesthesla assessment 
l!:rNPO Status 119-H & P □ DNR pf.NA 
□ Diagnostic test results; iS-NA 
□ Type/Screen JZ§--NA □ Blood avallable __ unlts;l3' NA 
,IS- Equipment/Implant avail; □ NA □ Isolation ~A 
B--Pre-op antibiotic ordered □ NA 


nfirm patient Identity, and signed consent 
Ji!l'.-Allergles □ Latex Precaution~A 
_l:S'-t>lfflcult airway/Aspiration risk/Preparation confirmed 
RN Confirm 


□ VTE Prophylaxis order S: NA 


VTE prophylaxis 
~A 
0 SCD/Ted Hose/PlexiPulse 


Left/Right 
Level of Consciousness: )Zt'Responslve D Non Responsive 
Anxiety Level:,11'.1-MIid □ Moderate □ Severe 


Knee/Thigh 
Bi..Medlcatlon given 


Skin Condition: tzr-lntact □ other ~ 'P 
ReportFrom 112., Z-/..:::..~ • L'/C7 
Transferred to ORper □ Cart Bed □ Chair 


RN/Scrub confirm 
_9i'.-chemlcal Indicators Verified 


□ Ambulated □ earned By 
Pre-Incision Team reviews: 


- Team Introductions 
Allergies 


J!:1-Antlclpated blood loss □ NA 
Blood products available units 


et,,1an of Care discussed --
□ Imaging Dlsplayedta'NA 
i;a.. Skin prep dry per manufacturer's 


guideline 
Other __________ _ 


,me ut at 1 
Correct Patient 121-Yes 
Correct Procedure i:a::..Yes 
Correct Site 12J--Yes 
Site/Side Marked IZ!-Ves □ NA 
Implants available .fi-Yes □ NA 
Position verified .1!3:--Yes 
Anfiblotlc given -1:'.}-yes □ NA 


Redose ordered D Yes O NA 


,me ut 2at 
□ Yes 
□ Yes 
□ Yes 
□ Yes □ NA 
□ Yes □ NA 
□ Yes 
□ Yes □ NA 
0 Yes ONA 


Preoperative diagnosis · 7" :4 .-G -r nil -<--
Tt,yvp,'e,,(.._ rl;,t/p i~l9-Gt? ce·C.. UL-&&?.-.. ,&<Xf?,4 '7 C?;:r~~ 


Ret:...e.&s:,,,,. 4P ,.·rh" Operative Procedure 1: ?, 7 <¥'>:::: (?,L,-A/.4d. d/-44:tAa 
Ne.,u,;e,,,'=rr:,· s l,rlT fZ1,J-4z t/'t~ ______________________________ Start~ __ Stop __ 


Operative Procedure 2: □ NA -~-----------------------------


__________________ -,- ___________ start, ___ Stop __ 


Post operative diagnosis: □ Same as preoperative 


OR Number Anesthesia (Circle) General ~ Scheduled Acu°i\y # _,:.__ 
Regional (Type) ________ _ □ Add-On ASA# ~ 


OR In Case start 
OR Out Case Stop 


DULBERG ,PAUi.. R = 
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□ Emergency 
Family Notified Family Notified 
Family Notified Family Notified 


Northwest Community Hospital 


~i~~:;:\~~~:nunlty Day Surgery! ii1if ][111111111111111111111111111111111111111111111 
3126710RR 
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Surgeon 1 
Surgeon 2 
Asslslant 
Asslslant 
Anesthesiologist 1 Scrub2 


Anesthesiologist 2 Scrub relief 


PerfuslonlsVCell Saver Other 


Other Other 


surgical Position: pf-supine □ Prone □ Jackknife □ Sitting □ Llthotomy □ Lateral □ Right □ Left 


jl9-Arm ssured on Armboard □ Arm at secured Side □ Fluroscopy □ Fluroscan □ X-Ray 
pr-Right 0<-Left 


Check all those that apply 
□ Andrews Frame 
□ Arthroscopy leg holder Left/Right 
□ Axillary Roll Left/Right 
□ Beach chair posltloner ___ _ 
□ Bean Bag 
0 Elbow Pads LefVRight 
□ Fracture Table 
□ Hand table 
D Head butler 
□ Head support ______ _ 
0 Heel Pads Left/Right 


□ Right □ Left □ Patient shielded location 


□ Jackson Table 
□ Kidney Rest 
□ Lateral Arm Holder Left/Right 
□ Lateral posltloner ___ _ 
□ Mayfield Head Holder 
□ Montreal Positioner 
□ PIiiows 
□ Positioning Rolls 
□ Sandbags 
□ Shoulder Holder Left/Right 
□ Type _____ _ 


□ Spreader bars 


□ Stirrups (Circle) 
Padded Fins Candycane 


□ WIison Frame 


Warming/Cooling Interventions 
Forced Air Warming 
□ Upper □ Lower Setting 
□ Blanketrol Setting __ _ 
.I!!! Warm Blankets 


Comments: _______________________________________ _ 


Skin Preparation l5 
□ Betadlne: __ 10% _ 5% D 
□ Other: 
Item Locations 
BP Cuff L'> 
Safety Strap = 
ESU Pad □ 
Monitor Leads 0 
Tourniquet + 
Pulse Oximeter -
Prep/II// 
Reddened R , , 
Bruise B 
Decubiti D 


Hair Removal: 
e El Cllpperb ..,...,,..,,.,,,,, 


Tourniquet Jl9-· Padded Cuff A~led By: 'J&C S >· 
# <?'6° f Inflated @i'zt7 ·3 Deflate<t@"'°Z-.;" Pressure~ 
# ______ Inflated @, ___ Deflated @ ___ Pressure 


# ______ Inflated @ ___ Deflated @ ___ Pressure 


Anterior Posterior 1--------------------l Additional equipment: 
□ Laser Protocol Followed, Joules____ Type _______________ Unit No ___ _ 
Laser Type _______ Time ____ _ Setting(s) ___________________ _ 


DULBERG ,PAUl R = 
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tAatlons Dose Route nme .nistered By .. ed: Initials 


Irrigation Type Amount Warmed 


I ,,,-c,·o ,-,,,(., 9fl:,,v 4 a L,.. Iv, 7/ ~ Yor~ ' 


5 ti, ,,.,.,._ O /,J-C-,.'; RLJc:;,,J YorNo 


Scrub Rellef Meds Verified: lnltlals I I t 


Blood Products Given J!1. No □ Yes (See Transl\Jslon record) □ Pathology (See 11ssue Record) 9QJA 
,..,, 1turec:. □ 1mn1ant /See lmnlan• Record) rv .. A 


A Drains 


B Drains 


C Urinary Catheter: Type Size By 


D Amount Color Source Time 


□ lndwelllna 0 Voided prior to OR □ Discontinued al 


Initial Count By~2l VL-- - - I,? l-,, R(!ttef By: 
~ 


~ J.,,?{_ First By: Flnal By: 


SPONGE:.E!I Completed DNA Correct: p[Y_ □ N □ NA Coih,cy: □ Y □ N □ NA Correct:.P,Y ON □ NA 


ITEM:<Jll.Completed □ NA Correct: lfrY □ N □ NA Correct: □ Y ..., -NA Correctcr-Y ON □ NA 


INSTRUMEITT. □ Completed □ NA Correct: □ Y □ N nAJA --· Correct: □ Y □ N □ NA~ Correct: □ Y □ N _13:'.NA 
□ UNRESOLVED COUNT X-RAY TAKEN □ YES 0410 SURGEON NOTIFIED □ YES RESULTS: PER: 


DRESSING □ NONE JQ SOFT □ PRESSURE □ CAST □ SPLINT □ IMMOBILIZER □ BINDER LOCATION: I</ 19-,,,.:::./,1,.. 
PACKING: □ NONE □ LOCATION ~ ,-,:. " ,-- □ TYPE 


V 
l~t-Procedure I Team review: 
c;j"j:>rocedure(s) Confirmed p6Yound Class confirmed t::J II Ill IV 
□·speclmel(s Identified and labeled Number of Specimens-..,....~~ .......... ._----- □ NA 
Outcomes: atient malntaine<J in a safe and supportive environment ~ 


eptic technique maintained 
' kin integrity maintained 


Body allgnment maintained JZ f1/. 
□ Concerns for recovej)( discussed ._.., ,2 -r · .-,,,e <'."'""' 
Transferred to; t-fC<4'6€? Report Given to: V, U ,,,,__,A t::V6,(/,(7P/tt:,y U<-: ~, ":fo:?f'l-iP 
Notes 


□ See additional □ NA 
RN Signature(s); 
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Spoke with Patient D Patient representative as Identified above Date Time D Left Message □ Unable to Contact 2nd I I --Date--
4th Oay / / 


Time 
Spoke with D Patient □ Patient representative as Identified above 


D Left Message □ Unable to Contact 
(CPNB)Date-- Time 


Spoke with D Patient D Patient representative as Identified above 
□ Left Message □ Unable to Contact 


PATIENT OUTCOMES 
Pain Scale 0-None 1-3,Mlnlmal 4-7 Moderate 8-10 Severe 
Pain level at .3 .' . , 
IV/Surgical Site condltl6n Wl)IL ( ,,...,,,_,No NA 
Tolerating Diet )' ~ / No NA 
Urinating as usual _.,., No NA 
Minimal bleeding ~SI No NA Taking prescription mads as directed >-es No NA 
Questions or concerns regarding Post- live Care and Activity ______________ _ 


Perlneural Local Anesthethetlc 
Alternate pain relief □ po meds □ IV meds 
Site redness or swelling noted Yes No 


D Site covered/dressing 
Any unusual symptoms/problems Yes No 
Date ______ Comment_~-------


Date_-,- _______ □ No Change 
Comment ________________ _ 


DULBERG ,PAUL R- = 
71265382 M 42 07/09/12 
DOB 03119/1970 0001307925 --
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Physician notified of any Issues Yes N;;C) 
Who notified/Action taken __________ _ 


We would appreciate feedback on your surgical 
experience. If you receive a su,vey In the mall, we 
hope that you will take a moment to complete it. 
Any comments/suggestions: 


~minded/Advl•~.!R contact Physician:,/ ) 
.)"-Any problems )21-Follow-up appt: /- I - Y 


I ; 


RN Siana,,.,,.;, d , Date I -Ml- Id-
, I. r-v-


Northwest Community · ospftal 
Northwest Community Day Sur9ery Center 


Arlington HelghB, IL 
6
000S 111111111111111111111111111111111111111111111111111111 


1 4 5 0 1 P A C U 
PATIENT POST-OPERATIVE 


PHONE ASSESSMENT NCH Item# 25014 
Form# 005.021--03l12·1·SD 
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DATE POST-OPERATIVE DATE PRE-OPERATIVE ORDERS: /TIME OUTCOME OF PROCEDURE NOTE /TIME 


hi~ SURGEON: JA-~_,,..._ 
1-,oV. v -


ASSISTANT: Rr{A,/~ 
. 


7 )< lt'l--/11,,1-.J 
- _, ./ 


PREOPERATIVE DIAGNOSIS: R...c---,t-1( CB'STATUS OUTPATIENT: 


~ /_ - ,.!....,,R I - .,.,.L, DISPO_SITI0N: (select one) 


~-/1 • I 
, - lB'Discharge when criteria met with Post-Op Instructions . ' 


J,Jl,t,,,-,,..,{__ (1,, r J 
a - I, D To Phase Ill Recovery for hours . 


" f Discharge When criteria met wllh Post-Op Instructions 


POSTOPERATIVE DIAGNOSIS: A , , ~ 


' 
Discharge Instructions: 


' Diet: LI - . 
• 


u . 
-- 'Medications: 


PROCEDURE PERFORMED: £,,..-,,j?v'{ DOCUMENT ON MEDICATION RECONCILIATION FORM 


/I~~ A A V - , r, . . , ' / -
A• ./ /. - - ~ 


I/ - J - Incision Care: -, 
' r A 


~- ~ I -
, • , 


, 
, ; -


FINDING/ COMPLICATIONS: tt I A- Activity: I" J //41.-. - • - ..... 
A ./ ·......., '/: )_. ..., 0 


I . . \ 0 


"- J Follow-up: rf' - - '71/,), II ;J.... 
, ' I I 


SPECIMENS REMOVED: ~ i 
I Other: 


i 
- .,-


/I Disposition/condition on disclilarge: ,_ , . ;r /if / 
ESTIMATED BL090 toss: , 


' // / 


// // _,.,.."( M 
Physician SI ' '· ~ __..,...,,_,.. 


Physician Signature: /,. 
-,~ 


r 
,,..... _; u .. I 


I I I 
~ V _... . ~ ~ . ~ ~ 


~~west Community Hospitffl 
1
J, ~' ~ - hwest CommunJty-Day Surgery Cent r · 


--, Arlington-lclaights;-rC 60005 


p.\11.-R ,o91' 2 @ f 
I IIIIIIJIIII !IIIIJIIII !111~11111111! IIIIJIII\ 111111 oUl-6~~; ,f' w, 4~00~~o7926~ 


712.66 0'31'9i1970 ;(1" O w,O 
ooa w,N• sco OUTPATIENT PHYSICIAN POST OPERATIVE 
sl'-G"R ' ORDERS/ DISCHARGE NOTE 
NCH ITEM# 5365 Form# 002.011-02/09-1-PS 
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Directions: Check boxes to Indicate a choice and select all those that apply. 
ALLERGIES: _..,,,,,v_~ _A__.. 


' GENERAL MEDICAL ORDERS 
□ Bunass Phase I Recoverv 


OXYGEN THERAPY: ~ 
~annula a'fl,, ......-S tars per minute ~an to room air as tolerated o High humidity face tent __ FlO2 


Oxlmetery: Wean patient to lower Fi 2 of __ % as long as SPO2 Is greater than ___ for 15mln 
oContlnue Oxygen overnight per at liters. 
□Ventilator: TV FIO2 % Rate-,-- PS: PEEP: 
D Other 
PAIN MANAGEMENT: 
Nurses: Give the analgesic medicatlon(s) below In the order specified until the patient's pain score Is an acceptable 
level to the pt. 
Treatment Order 
1 2 3 4 D Fen_tanyl mcg IV every minutes PRN up to a total of mcg. 
1 w3 4 ~ne I mg IV every -3' minutes PRN pain up to total of { - mg 


,1:) J.A ydromorphone (Dilaudld) ~ .,_... mg IV every .._r- minutes PRN pain up to C::::: mg. 
1 2 _p..Meperldlne (Demerol) ").-J mg IV every ......i::::....mInutes PRN pain up to a total t. ~ mg. 


1 2 3 4 D Other 
~minophen (Oflrmev) /#• ., mg fV x 1 PRN pain: Infuse over 15 minutes IVPB 
o Kelorolac (Toradol) mg IV x 1 dose 
o Hydrocodone/Acetaminophen (Norco) 51325mg pox 1 PRN pain 


ANTIEMETICS: 
Treatment Order ~ o/, 2 3 4 ~nsetron (Zofran) 4 mg IV x 1 PRN nausea c.:Y 3 4 ~lo pram Ide (Raglan) 1 o mg IV x 1 PRN nausea 
1 2 4'::4 ~orperazlne (Compazlne) 10 mg IV x 1 PRN nausea 
1 2 c_J/ ndansetron (Zofran) ODT , mg place on the tongue x 1 PRN nausea 
1 2 3 4 D Dexamethasone (Decadron) 1 0mg IV x 1 PRN for nausea 


D Other 
~ MEDICATIONS: 


perfdine 12.5 mg IV x 1 time as needed for shivering 
□ □ 


\ 
IVFLUI 


R □ D5LR D NS o Other __ lnfuse at __ ml/hour 
0 Give ml bolus x1 for SBP lower than 
□ Give ml bolus x 1 for low urine output less than < 


STAT LABORATORY: 
D CBC (Without Dlff) D Metabolic Panel, Basic OABG D POC blood glucose □ Cardiac Markers 
□ Other 


RADIOLOGY: 
0 PA Chest X-Ray Reason: □ Other 


CARDIAC DIAGNOSTICS: 
\ 0 12 Lead ECG Reason: o Central Telemetry D Other 
GENERAL MEDICAL ORDERS: 


o Warming blanket for temperature less than < _, .. .--·· 
□ Discharge to Inpatient un!t wh~lscharge criteria are met. __- .,..-----


~• to: ..e-Pl!ase II e when discharge criteria are met. _ __.J ~ fJ,,_ 
rovlde Perlneural Nerve Block discharge Instructions sheet. --------- ,w 


O Provide Obstructive Sleep Apnea Discharge Instructions. ..... ./ • V / 


D Other ___ .,. .... ..- .. . -
Ph\,slcian Signature: J-~ Date: 7 je,).,;·C·--;me: Irr "'1- I J/.., pvv~I <!//Iv 


0 A -


\ ---- ii iY,V 


\_____ --· Northwest Community Hospital . ---______ .. ~-··-· Northwest Community Haspltal Day Surgery Center 


DULBERG ,PAUL R - Arlington 


II 


eights, 


11 6
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Allergles __ ~'J/.l'2Le:..,..J:.4t/l:ld.Z:ti. ______ _ 
Reason for Block: 


O Post-op Pain Management 


Block start lim• ( '( ~"' V Block end time -----'--


Blocks performed: . Left Right Single Continuous 
0 lntersoalene □ B,---D □ ITTupraclavicutar □ □ ~- □ nfraclavicular □ □ 0 AXIiiary □ D □ □ D Lumbar Plexus □ D □ □ O Sciatic □ D D □ D Femoral □ D D □ O Popllteal □ □ □ □ O tap □ □ □ □ D Other 


Ultrasound guided: ~ 0 No 


p~ pine D Lateral Left 0 Right 0 
Prone D Other 


Prep:...----
Ja'"thlora-prep D Other _________ _ 


Skin infiltration 1 % Lldocalne / mis 
r 


Needle type: Nerve Response @: 
0 Touhy _____ Gauge __________ mA 
D stimuplex ___ Gauge mA 


.Q-Other ,'):CA?_.. ) , I f U\•-'f,.__ 


Catheter (If applicable): 
D Slimucath D Perifix O Other ____ _ 


T';.':! ~ 1.5% Lidocaine with Eplnephrlne,_....,.:C ___ mis 
y,es O No 


Secured on the skin @ ___ cm 


Madi5!1ion(s): ,, ,,.--- WiJ!:l-Eplnephrine Volume (ml): 
cE:rBuplvacainer__tl._~Yes D No ".J '.2 
D Ropivacaine __ % D Yes D No ____ _ 
D Meplvacalne __ % D Yes D No ____ _ 
D Xylocaine __ %0 Yes D No ____ _ 
D Clonldlne __ mcg D Other ________________ _ 


Narrative: After negative aspiration, medications Injected in 
5ml in~e~· 


Complications: ..-,1:::r No D Yes (please explain) 


Note: ____________________ _ 


71265382 ****307925 


CPNB Administration Orders Post-Operatively 


Pump continuous Peripheral Nerve Block 


Fill with ______ ml of ____ % 
D Buplvacalne 
D Ropivacalne 
D Meplvacalna 


42 of 63 


D Other __________________ _ 


Rate _______ ml/H 


Bolus _______ ml 


Interval _______ min 


Initiated@ ___________ (time) 


1. Nursing to instruct patient on use of the pain pump, 


2. Place post block peripheral caution sign at patient bed. 


3. ,If llghtheadedness, oversedatlon, tinnitus, metallic 
taste in the mouth or circumoral numbness occurs, 
stop the Infusion and notify anesthesiologist immediately. 


4. If redness, swelling, fever, purulent drainage occurs at the 
catheter site, Immediately notify anesthesiologist on call. 


5. Maintain Integrity of dressing. Reinforce If needed. If 
leakage occurs at the catheter site, reinforce with gauze 
and tape . 


6. For breakthrough pain, call primary anesthesiologist, if 
not available, notify on-call anestheslologlst. 


7. For purnp discontinuation consult surgeon. 


8. Ad)uvant pain mads: _____________ _ 


Aneffo1e5io1ogist Signature 


I 7 
Date 


1/-v 
Time' 


OULBERG ,PAUL R 


Northwest Community Hospital 
Allington Holgh15, tl 60005 


712663 a2 M 42 07/09112-
DOB 0311911970 0001307925-= ,.; 
SAGERMAN, SCOTTO MD -


NCH Item# E52182 
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Procedural Note/Orders for Continuous Peripheral 


Nerve Block Infusion (CPNB) 
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~ Cay surgery 
Fax: 847,61 ll. 7068 


71265382 


0 Main-OR 
F!"(: 847.618.7259 


··••307925 


D Lal>or & Delivery 
Fax: 84 7.618,8409 


43 of 63 


Admission Status: O Inpatient '&( Outpatient 
, Patl~n1 Name: "'Z>~U:'", , /';11,,(,.£-,. DOB: 


3/;? /70· Medicare: CJ yaa J€ no ' surgeon: Seo t t Sa~ro.~ M.,:, . D9<',tor ,:ea1>~n,slble for H&I'>: _____________ . __ _ Reason I Ox for Sutery/: _JlJ{.~;,!,,;...~'µ_.3.._.5:;>:_iJr,.hl.2.IJ.1/')\)~L_!.N~cSl.cSl.,~~!'.'.'~"'e;~::•';f':!._! J-J31S"l..-_~.J,~_.;·,..,.. ___________ _ surgery Data: ? __ 4 _I'- t) All.,rgles: N~ . ·' ,.~ 
DIRECTIONS: Checi< boxao Indicate a oholoo, Select those thot apply. 
TeSTING: , Reason/Ox Reason/Ox CJ. , Basic Metabolic 
CJ . CBC-/ with Dlfl 
□ Comprehensive M .. tabollc 
CJ MIOl'O Rhogam 
0 Potas .. lum 
D 'PT 
□ PTT 


□ Pregnancy• SaNm 
□ Pregnancy• Urine · 
Cl. Typa & Crpss ·· 
D Type & Soreen 
Cl LI/A. 
D U/A (Wllti reflex) 
0 EKG 


X -'---units 


□ Other: __ ..,.. ______________ _ 
CJ OXR._ 


Cl NPO after midnight 
CJ Per aneSthesla order/ g ulde,Une:s. 


PATIEN~ E::;:,,-0-_N_P_R_E_•_Ci_P_:____________ ( 3f~ .) . 
0 ContlnuoU$ PertAl)eral Nerv<l Block D POA Pump . • 0 ·. ~REAT:::~:I Cl Slngl~ lnjaotlon Block ·:" ~ 
□ Surglcal Site Hair Removal Location:' . · / o Incentive Splromelty- Instruct Pre op I c, /'v D Enema O Fleet:, □ Other:-------------'~ r'l l· · / 
D Other: _____ .,... _____________ _ 


VTE PROPHYLAXIS •·Meohanlcal: 
· _/).Af-/ D Graduat .. d Compression Stockings (TEDS) D Knee D · O'f y1)' .□ ·t,nlermlttent P11eumet10 Compression O Knee (SCD) D □ Foot (P_lexlpub,/} 


MEDICATIONS: ·Antll,lotlc - order D'1 page 2 
□ IV (Non-anesthesia patients): 


D Other: -----'-'---------------..:..-----,:.._-


Patient on Olalyals □ Yes D No 
Soaltlc/ Weight:-~-----


Physician Signature: 


NCH Item#:.. 


DULBERG ,PAUL R .. ·. 
7 1265382 M 42 07/09/12~ 
DOB 03/19/1970 0001307925~ 
SAGERMAN. SCOTT D MD -= 
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PRE.SU RGI CAL TESTING/ PRE.OPERA TIVI! ORDERS 
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Patient name: . Rn,<Jk~ ) ~ lnltlal and repeat dose and tlmasp'Perloperatlve Prophylactic Antibiotic Polley" □ MD aware of PCN allet • ok to Ive antibiotics as ordered below Preoperative Antibiotic Regimen Altematlve Rag men for pt with Ntttur• of O eratlon IVPB X 1 dosa OCOR Bale lactan, allar IVPB X 1 osa OCO Colon Surgery • adult pt 


Hysterectomy• oduft pt 


C:ABO • edull pt 
Cardlao • adult P.I 
v.-scular • adult pt 


□ cefox!Un 
1 gm for pt« 80 kg 
2 gm ror pt !!:_80 kg 


tJ "mplcill!n / slllbactam 3 gm 
□ c,;fazolln 


1 gmlcrpl<80kg 
2 gm for pt !::·80 kg 


ANO metronldezol" 500 mg 


Cl cefa20lln 
1 gm fbrpt < 80 kg 
.iem for P1!:: BO 1<g 


o cefo>dtln 
1 gm for pt < BO kg 
2 gm for Pl!:: 80 kg 


0 smplclllfn I GuJb<octam 3 gm 


□ CGfilzolln 
1 gm lcrpt<80 kg 
2 gm for p!J!! 80 kg 


0 vanoomycln (MRSA rn,k) Orthopedio • •d•ll t 1 gm for pt< BO kg 


Pedlatrh: Prooodurea 
contult i;::1,1bllah$d guldt1llaiH 
for eun-ont procadure ~ 
&{)OClffo antlblorlo 


. tooommendatfons 


1.6 llITT for pt l!! 80k11 


common R&glmsne: 
□ cefazolln 


25 mg I kg• for pt <40 kg 
1 gmforpt40• SO kg 
:i gm forptJ!! 80 kg 


"'dos• rounded to th• ne.~t SO mg 
□ ca1o.)(JtCn 


30 mg/ kg' for pt <30 k 
1 gmforpt30- BO kg 
2 gm for pt,,. 80 kg 


''dooe rounded th• nN et 50 mg 


CJ cllndamyoln 800 mg AND gantamlcln 1,5 mg I kg 
CJ cllnd;,myoln 800 mg AND c/profloxacln · 400 mg 
Cl c!lndamycln 900 mg AND levoftoxacln 500 mg 
□ cllndamvcln 900 mg ANO Bl:ITaonam 2 gm 
Cl matronidHola 500 mg AND genti,mlcln 1,5 mg / kg 
'CJ metronklazola 500 mg AND clprofl<>xeoln 400 mg 
CJ metronldazole 500 mg ANO 1 .. vonoxacln 500 mg 
□ mg AND genlamlo n , ,S mg / kg 
CJ ollndemyoln 900 mg ANC olprofloxacln 400 mg 
C cllndamyoln 900 mg AND tevofloxa~rn eoo ms 
CJ motronldazol~ 800 m11 Af,lD gi>ntamloln 1.6 mg/ kg 
□ m.,tronlda~ole 500 mg AND ofproflOKacln 400 mg · □ metronldazole 500 mg ANO lovofioxacln 600 mg 
For hyatereotomy WITH colon prooedum 
tJ dlndam~o;n 900 mg AND eztreot1em 2 pm• 
□ vancomvorn 


1 gm for pt< 80kg 
1,5 gm ror pt J!! 80kg 


tl plndamycin aoo mg 


comrnon Re91men1r. 
CJ ver,CQmyoln 


1 gm for <·80 kg 
1.5 gm pt l!! S~kg 


IJ cllndamy 900 mg 


llndamycin 
1Q mg/ kg •for pt< 80 kg 


•dO&Q ruunded to the n•ar.oet 50 mg 
000 mg for pt i, BO kg 


□ venoomyoln 
20 mg/kg• for pt< 50 kg 


"'dClaa rounded to tha neare!Jt 50 mg 
1 gmforpt50-B0kg 
1.5 gm for pt a 80kg 


Northwest Community Hospital 
Northwest Community Day Surgery Center 


NCH 11am 


DULBERG ,PAUL R = 71265382 M 42 07 /09112 iiil 
DOB 03119/1970 0001307925....,,.,;;; 
SAGERMAN, SCOTT D MD -="" 


4rlil!1Dn H1l1hu, IL 600D5 


PRE-SURGICAL TESTING/ PRE-OPERATIVE ORDERS 
Form# 003.121~02112 .. 1.so 


WdB2•2t 2102 62 un~ 
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• TD Mo 


DULBERG ,PAUL ~2 07/09112 
71265382 . M · · · 926 
DOB 03/1911970 0001307. 
SAGERMAN, SCOTT D MD 


NCH Item # 64199 


llli~llll)lil!Jl\llfflij\ti~I\IM 
PATiE:NT 


scanned Radiology Reports 


-FOrm # 005,858-06/1(}.1~8D 
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• • • • • 
DATE: 
PR: HRCECG),C- l BPM Resp(ECG II), - - RPM 


ORS '.. "' 


OT 


R-R 


RATE 


INTERPRETATION 


SIGNATUI 
DULBERG ,PAUL R · 


PR: 


ORS 


QT 


R-R 


RATE 


71265382 M 42 07109112 
DOB 03/19/1970 0001307925= 
SAGERMAN, SCOTT D MD 
-··· --- - - .... - (Po•• 3nf ,opon r on thla llne) 


INTERPRETATION ◄ al111UaA:t a11va aan~ 1n.;,o u • .,._.., ...... ,.,..., • , .. ,.,,,..., ........ _ -•-••-
!SIVE ENLEYEA POUR EMP08ER L'ADHES1F QlJITAR PARA IP<PONEA l.A GOMA oe PEOAI\ ReMOVETO ,xPOSE AD 


SIGNATURE 


PR: 


ORS 


QT 


R•R 


RATE 


INTERPRETATION 


SIGNATURE 


PR: 


ORS 


OT 


R-R 


RATE 


INTERPRETATION 


SIGNATURE 


.)Wau ::ilUHOV,1 l:l!ISOdXal unod U:ll\31N3 UVO!ld aa YWOO V, lf!INOd)ra VUVd UVJ.IOb ifAIS:ilHOV i1S0d:X3 Ol. :!. 
MOVE TO '1:XPOSE ADHESIVE £NL.EVER POUR EXPOSER L'ADHESIF QUITAR PAR"" E)(PONER LA GOMA llE Pl!OAR fl 
4S';JH.OW' il.90dJ(;f O.tll,\OW31:f .el18l1Hav., llifS(ldXil 1:1nOd U11A.111N!I HVD!ld ;i(l VW09Y'1 UIINOdXII Vl:IVJ uv.uno i! 
•u .... ...,.,...,. 111 .. ,.nuc:..-n •va,,,a:c:, AnMf'.•uvi= £NL!.VER POUR EXPOSER L'ADHt:Slfl QUITAR PARA BXPONER LA ~I 


(Post 2nd mport · I on this l!ne) 


(Poot1 st mpon r on this line) 


m~~~~"L~~~~~~~'ratt .li93HOV:; li3l0~~00d U3A~iNa" °HII03d ilC YWOO ,,, U3NOdXil VUW 01:lV.111\0 =iAlf 
MA DE PEOAff REMOVE! TO litXPOSE ADHESIVE ENWSVEA POUR GXPOSSR L'AOHll'.SIF QUITAR PARA l!.XPONER LA OOM, 
l '-'llVd uv.unt:, aAIUHOV .ilSOdXil·OJ.il,\OIN;IQ #1S3HaV,1 l:li:ISOcll<al ltROd li'ilA31Nil UVOitd a:o wwoo V, U:lliNOdXlJ • 
S>AAA EXPONER LA GOMA DE Pf!GAR REMOVE TO e,(POSE ADHESIVl! ENLINER POUR EXPOSER L'AOHESIP QUITAR P .. ,. .,, ............. U'1•t,._,,.. wu..-.r uw,, ... ~ tllllC:::tMnv :tqnrlY=I n1 lllAnW=iM ,,HSiiHav,, ij31S0d)(;t l:mQd li31\i11N3 U'f'Oild ;" 


Northwest Community Hospital 
Arlington Heights, IL 60005 11111111111111111111111111111111111111111111111111 


DULBERG ,PAUL ~2 07/09/12 . 
71265382 M 307925~ 


1 2 0 0 0 E K G 


DOB 03/19/1970 0001 _ 
SAGERMAN, SCOTT D MD 


ELECTROCARDIOGRAM TRACINGS 


NCH Item #973 
Form N 005.673•10/04·1·S&D 
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• • • • • 
. 


TIE~ E A ••• ,,, "'IP --·'"-""'-l"J ,~\1-,t___ /hn0J I _/ • I \ U.GEND 
L = LOW A ART. X • HEART RATE el'.bSD 


l-0-Y-lQrV~ ' 0 M-MEO. V "' L!NE 0 = RESPIRATIONS + 1 ,=; FLEETING '- ,.., - . H'"' HIGH 1 = BLOOD PRESS. ., = WEAK 
Al.LEF\GIES .IN)Z,\ n_ ✓=PRESENT ., ,. NORMAL 


I "" NOT APPLICABLE .. .. FULL& 


MEOICALf~:3 Jl../PJ? A = ADMISSION BOUNCING 
0 "' OISCHARGt 


SURGEON c>.r:,_ ,r:: fl 1h i'.'.\:'1 , ~.'..'.'.'.'''OLDO•ST ~Flmo,-11 
• • SEE NURSE$ NOTES BC = BLOOD CLOTS 
G = GRAVITY CL= CLOUDY B • BILE 


ANESTHESIA (ciR'cte: ONF,j GENERALV • ~1Qt§lf" ~ /'.OOAO 
C • CLEAR V = YELLOW $$ • SER0SANGUIN0US 


SPINAL EPIDURAL I = INTERM!TTENT BL= BLOODY FB = FRANK BLOOD 


AIRWAY A .o RT Molllod FIO, ON F REFLEXES Time WNQSND A D BED Position Time DRESSING A "'' D 
.. ,o 


NONE \/ L-- NASAL /.. v ',,, COUGH )t,;,1 BILAT V flAT SITE· DtJf V ✓ ✓ CANNutA CLEAR -
ORAl./ NASAt MASK SWALLOW COLOR A D HOD 1' so· I:\- ORY(INTACT I.,, V Iv 
CHIN/ JAW SUPP FACE TENT llFT HEAD PINK v ~ H08 1' 45" 11.,i<"' REINfORCE{Jf 


PALE CHANGED 
ENOOTRACHEAL l·PIECE ENCOu~;eo TO COUGH/ EXTREMITY v -./ v' ORAL' NASAL cm on UP 


DEEP ~Eq 10 JALJNDICEO ELEVATED 
TIME OUT DUSKY ICE 


VENTtU.TOR ORAIJIS Size/Mode D ChMactertatlca A PH, D PHtlO EQUIPMENT A .. ,o PHn D 
Time FIOI! ""' 


Tldat 
PEE~-.. , --~~!~~· FOLEY --.--SCD'S/TEDS 


-·- POSlrlON 
NG XM·~irv ----- ELECTRICOOL - .--


1__,,...- J.f' I HEMOVAC i--- PLEXIPULSE - c.--
L,,- CONSTA'Y'AC -- SI lhlA"f'1MMOB SITE: 


CHEST nmf""' TRACTION "" 
RESTRAINTS TIME ON TIME Off I OfHEfl OTHER SllE 


PAR SCORE II A D PAT,ENT OUTCOMES EXTREMITY LL> 
SURGICAL BLEEDING ~OST~PROCEDURE CIRC.CHK, A ... , D Pbll D . ..... PhUD A Ptill) PflllP A .. ,. PftllD 


jl') """"'"'I d<>l!O not roqwe dog "''""ll" ;l, cJ 
ATIENT WILL EXHIBIT PATENT TEMPERATURE Jill '"" Nm 


(I) Modorale up ID IWQ ll~g ctiarioes ~WAV ANO GAS EXCHANGE 
◄OI 11,w,..., mo,o lhlm U~H ""' r~, ........ TIEl'IT WILL DEMONSTRATE COLOR 'IL n-\-i: DI/ 
NAUSEA I VOMITING 


d 
FLEXES & LEVEL Of 


i 
CONSC!OOSNESS APPROP FOR PULSE I- -I- +-' l:>J ~~jm,,,._oJN&Y , 


~0CEDURE (IJ N&'loo,,trQ!le<lt,ym~~ • CAPILL. RHllL --r + -101 1,1,-.,:(lnlrlMIO<IN&V TIENTWILL EXHIBIT STABLE 
~MOOYNAMIC PARAMETERS 


-21 PAIN 


I l TIENT WILL EXHIBIT FLUIO SENSATION 1' ". m o,rNop,-,,1,..~<1 
BALANCE WlTHIN NORMAL 0 m 3,oO<scomlott,r,Q/O,aucu,"Q 
LIMITS FOR SELF ANO MOBILITY --, ~,re, 


CO) 7 1 D lil)ffltllQ I t':<Cf\1m1l"'II 
~ROCEDURE PAR"SCOREI A 15• . D AMBULATION 


~ 
ATIENT MAINTAINS BOOY 


M SIH<fyq,M.NodtuiMH "'n'IO@I~ Pfl'l>l-"""""~'e-el l TEMf'ERATURE WITlllN CONSCIOUSNESS 121 ,\W~KE.f'OlLOWSCOMMANDS I· '" ~e--$t>;f>l;(t PARA.METERS FOR SELF ANO t z_ ., ~!<>-ta PR EOURE ltl $Lf:~PV. AAOUS,,.IUf' . -- ·,-. -- . 
PHASE II TOTAL: - I ATIEITT COMMUNICATES THAT CIRCULATION !21 O.P _. :zomm Of P~f.AN~SIHtlTJCLEVEl /ftPs l:2. r;_ DISCOMFORT IS MINIMAi. OR t~) .!c 20-SOmm OF l'JlJ:ANlaSTl-lCIIC \(\leL 2. ,., "\ INTAKE OUTPUT TOLEAABLE - . rH-r - l'vl' ,. 


OKlvtBLOOO <.J(c,(__) OH I URINl I eol PATIENT/SO COMMUNICATES RESPIRATION l~l COUGH I DEEi' llliEAIH /CI\V l I UN0ERSTANDING OF POST (I) DVS~EAISHA~l0W/AH1W ... V 'Z.. ""- ;)a:") UfllNE / vo~o ~ PROCEDURE CARE. --- Wft(',AI.V~N 


/-QJl.--" 
VERBALIZES UNDERSTANDING PAIN fl! 0·1N0PAIN/Mll0 


~ ~ " OflAINS Qt) OF tNSTRUCTJONS 111 -l IIDISGOMFQIHlWJ/ lllSTflESS1"1G '2-
~ETURN OEMONSTRATION OF 


·- .. 
- ' ' ,I DLOOO ,~ EMES15 CME IF APPROPRIATE 01 SATURATION ~ t.t-'lln"o\JN$0,SAI o-9~0HR00"1Alll I \ 2... tJ,u:) ) ISCttARGE 1NSTRUCncJNS {II l'IEEOS O•IN>1AU<JION TO ""'INTl\!N OtSAT. >-oo,. 


TOTAL TQTA'- SIGNED -· - ---~~.w -M· 


OATf: ACTIVITY (:;') 4 EKlflEMITIES OR A$ ?RE-01' 


'}f, J J \ RP 1 A n 


-;r\<>inv 
!ii :J EKIRE'-'ITTES z. AU SEA I VOMnlNG ((I) NOMO\lf:M.ENlOF6XTFl!iMmES 


:;: Mlnlmol ( tibsence cf N ,& V I.)_ J.. z... Temnoraturn m1-1st bo wilti,n 2' of nreOri teriineraturn V -- ~ 


1 N ll V e-on~t~-'-!Y. moda 
PHASE I TOTAL: ' lnit. I SIGNA'TU .., - St NATURE ""-rthwest Community Hospital 


I 1111111111 !IIIIJIIIIJIIIIJIIIIIJIII! Ill~ 111111 ~ .i.... v< '~- r,.,.rrthwest Community Day Surgery Center 
\) " ~ 6-".£.~. - £,,. I/ - Arlington Heights, IL 60005 


PMASl=:t -s ARRIVAL II, DISCHARGE,. II NOOGUIIIOl4R 
PHASE H J !5 ARRIVAL 711 01 ...... 


IL.JI -


~ POSTANESTHESIA FLOWSHEET 
TRANSFEflRED TO TRANSFERRED BY REPORT GM:N TO 


. --- -- --..-.~ -t 


002 QEKG □ RN - DULBERG ,PAUL R 
71265382 M 42 07/09/12~ NCH Item # 25904 DOB 03119/1 '01¥1•8&0 
SA GERMAN 970 0001307925 iL _s 


' SCOTT D MD =--· l 
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• • ------- ------ • • • 
.... .. . .. ..... ·-\ .... ..:.:..;.· : : : . : : : : . ': .: :: : : : 


TIME ~. ,~,, .zo 'fl) 6() '~b 
PATIENT TEMP(, i '1 ,/ / / / Jift,3 l)t:J ) 
WARMING jb I 1!--/ / / / Ml!TttOD 


RHYTHM STAI? )\<, I~ -;/{ C, -:J? op., 
PULSE OXIMElfN .: ,~ ,<tl-c,q 1--' qg ? /1 ,-


220 -,_ 
200 


r "' 


180 
~ 


~ 


- -160 


140 


120 


100 


80 


6 
... , 


"" 
40. 


20 
I ' > ( ' 


?It, ~D I , qq Pf 
., JI-\\ 


Iott. _\ SIGNATURE 1nll. SIGNATURE Northwest Community Hospital 
tl/ l F V \ r}., ·er -' 0 //1 Northwest Community Day Surgery Center 


ff f?i Ht,-. .f<l..l . Arlington Heights, ll 60005 
DATE 


OULBERG ,PAUL R = 1191/1.,, ,/ 
POSTANESTHESIA FLOWSHEET 


71265382 M 42 07/0 9112 PLAN OF CARE 2 
DOB 03/19/1970 0001307925-
SAGERMAN, SCOTT D MD m Page 2 of 4 
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• • • • • 
TIME MEDICATIONS oose RTE 


-ww,ATION 
~~ ····., TIME IV SOLN./ IVPB MEDS PAi"EiiT 1!'.flT .. jr .. MURH A D D 


\),-- v/10 '"·" ·- L.Y.. I I Lr,, 111:X: ,Y ·tu 
~ ' 


' , I"' I e_ "7,_ '-- ·If "'"' r; 7} \ 


r, 11~,<al ,n Pall mt am y 
Reore entati ,a 


TIME EPIDURAL DOSE RTE AMTA AMTD o, ~· aracter of pain 


_./ 


--- --- _,/' 


D Insertion Site Clean & Dry ~----□ No Aspirate from Calheter \ )\1,,, IV CATH D/C'd AND INTACT\,K I...,/ . 
PCA ---r ,[ com. 


LOCKOUT 4HOUA A-LINE __,.ooDWAVE A D rnlns LOCKOUT -mg m 011.1. 


PT TEACHINlfW/ flETURN DEMO Of PCA B{JfTON CJ \ AMOUNT USED PA CATH------- G000WAVE A D 


!:.,_ME 
S.0.f: H;~ILS.I> P,.T ALL TIMES ~io_L)J• -r ;; . . . 1t~"~ J?I_:1----.. J - i,/:,i,;, ... ·· dJ-'f ~-fs0e:· ... .. - ",,.1vv . \f J }'.j:?lrJltl:" ....,. . , ~ f I" 


. I II' I J I . et.< 
IJl.',1,7 ,A,,~-· I ~ .. - ...,,.T"':'"'-- - .-A.. n,_ . _.. ; • -;;-f!-;-] ,, . V-;:,:::, ('.). (Fr... 


11.52.. ... _;,._ ,/_.JJ, ; ~ , v-- •: A -/. - V s.s tl rJ '· 
.. ,. . V , 


, .., /')'fl A .J . ' ' ,-/,._ AAA _J- r.) . - = .OA/ - V _d', ?r 
/--,II - 9 II 


; __ 
.VS< --rA.,,:.,b. • -rL -ii=../~ ~ 


_, ,_ ,./I = ~ 


I 'I\ , ·---~•·..., vn .t?Vh,l fl? ~ \/b:::, +olR...~£'111.ll • rJ n/, v"7 t # A•~ , , .,.I 


• 1 1 Ill ."'lirlO 
, . 


\ V . - ' 
1--ii:::1, '\ le'.. ,,.,n, . ., IA,..-1- ,t ,.. '-...L_ r.... .,.r?'l,A"' 11 • .,..,. ..A 1• - ,_,,,. .j., ~ n.~ "..-vl ,....__f 


·- ., Al • - ..V(..(J,-· J --r 
. ' t- • --. ·1 


,,.. ~· 
IV">t o .r.,.,,:.J,-'l <>- l \?' ti < =, 'Y-t:Mil ,le· CA. --r l"i ll " ■' '\ - ~ I .I J ~ l I -A -· ' ' ---- - '' -


lnlt. SIGNATURE It. I\ Northwest Community Hospital 
,h ,'\\ I:> t r J.,.,l,, - ,, ll Northwest Community Day Surgery Center 


,v P,~ (for Arlington Heights, IL 60005 
DATE 


&-[911'1,, POSTANESTHESIA FLOWSHEET 
DULBERG ,PAUL R = PLAN OF CARE 3 
71265382 M 42 07/09/12====' 
DOB 03/19/1970 0001307925 ~ Pago 3 of 4 .. _ 
SAGERMAN. SCOTT D MO 
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• • • • • 
' ' ' ' ' ' ' ' INITIALS 


TIME ' ' • ' ' • ' ' • ' OFNUFISE ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ! 


' ' ' ' ' ' ' ' ' ' ' ' : ' ' ' ' ' ' ' ' ' ! ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' : ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' : ' ' ' ' : ' ' ' ' ' ' ' ' : ' ' : : ' ' ' ' T T ! ; ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' ' : : ' ' ' ' ' ' ' ' ' l : ' ' ' ' ' ' ' ' : ' ' ' ' ' ' ' ' ' ' ' ' TIMI! NURSE'S NOTl!S INITIALS CIRCLE ONE: Spinal Epidural 0-f'NUA:SE 
BLOCKS Femora( CmJdaf Soalena 


Other 
Sensation Sensation 


Cold ffi Tactile 


~: .,,:.:,.:". 
" " 


' ---~ ...... ~ 


" · l::··-::_:\ 


~~~~"J\ ~-;... \ l / :i;· •!f IC \,••/ LI \ 


' / ', / ', 
' 


" " , 
',, ---~· ... ,,,. 
' ,,. ~-\ I 


" !, ·; 
., 
I 


'\Ll ~ ' 


0 PROM q 30 minutes 
lnlt. SIGNATURE lnit. SIGNATURE Northwest Community Hospital 


Northwest Community Day Surgery Center 
Ar1inglon Heights, IL 60005 


DATE: / 
DULBERG ,PAUL R = 'r-\~\,v. POSTANESTHESIA FLOWSMEET 71265382 M 42 07/09/12 PLAN; OF CARE· 4 DOB 03/19/1970 0001307925 
SAGERMAN, SCOTT D MD == .. ~ ··- -


Page 4 Of 4 
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SIGNATURE SIGNATURE SIGNATURE INIT. SIGNATURE 


TYLENOL TABLET __ MG POX 1 
(ACETAMINOPHEN) RN;_~----


ON CALL TO OR DATE: 
• ••••••••••••••••• ••• •--.-••• •••••••••••• u•••••••••••••••••• ••••••••••••••••••••••••••• ••••••••• ••••• .. ••••••••••• •• .. ••••••••••••••••••••••• 


GM IVPREOPX 1 _ 
'C OLIN) RN: 


D6W 100 ML DAr·=e-, ----


·········INFUSE OVER 30 MINUTES ............................................................................................................................. . 


i')._NN~~Tit -- MG :r:REOP X 1 
D5W250ML DATE: ___ _ 


••••••.•• INFUSE OVER 1.HOUR ................................................................................................................................. .. 
CLINDAMYCIN MG IV PREOP X 1 
(CLEOCIN) RN:_~----


........ ~5~J~o~~R 30 MINUTES ............ °.~:~'.-.. -.. -.. -.. -.. -.. -............................................................................................ .. 
~~'b~~I~ GM :r:REOP X 1 


......... ~


5


~J~OO~~R 30 MINUTES ............ °.~~~'.-.. -.. -.. -.. -.. -.. -............................................................................................. . 
AMPLICILLIN __ GM IV PREOP X 1 
(AMPLICILLIN) RN:_~----


NS 100ML OATE: ___ _ 
INFUSE OVER 30 MINUTES 


GENTAMICIN __ MG 
(GARAMYCIN) 


NS 100 ML 
INFUSE OVER __ MINU'rES 


IVPREOPX 1 
RN:_~----DATE: ___ _ 


0 Oo o ••••• ••• 000 0 HO 00 • OoooO 00 00.0 OOOoo O •H•OOHo •••••••• o ••••• • Ooooo 00.0 OH 00 0 00 ••OOO .. 00 0 OooO o • oo •oo 00 00 0 00000000 O O 00 000 O 00 ••noo•• o• 0000000 00000• O ooo Oo•ooo o• o 00000000 


LEVAQUIN __ MG 
(LEVOFLOXACIN) 


:~~~OVER ML MINUTES 


IVPREOPX 1 RN: ____ _ 
DATE: ___ _ 


Administration Period: 07:01----J /# // ),date) to 07:00 


I Allergies: 


PATIENT ID DOB: 
MED REC NO: AGE: 
ADMITTED: 
PHYf'lr'IAM• 
DX: DULBERG ,PAUL R = 


71265382 M 42 07/09/12 
DOB 03/1911970 0001307925:__-.AI 
SAGERMAN. SCOTT D MD 


NCH Item # 62496 


(date) 07:01 - 15:00 15:01 - 23:00 23:01 7:00 


Page1of2 


Nori west Community Hospital 
Northwest Community Doy Surgery Center 
Alinglon Heigh•, IL 60005 


111111111111111111111111111111111111111111111111 
30917MAR 


DSC MEDICATION 
ADMINISTRATION RECORD 


Form# 005.850-04/10-1-SD 
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INIT. SIGNATURE 


NORMAL SALINE 
RATE:TKO 


ZOFRAN 
(ONDANSETRON) 


ON CALL TOOR 


VERSED_MG 
(MIDAZOLAM) 


ON CALL TOOR 


TYLENOL LIQUID __ MG 
(ACETAMINOPHEN) 


ON CALL TOOR 


ALBUTEROL.8 GM INHALER 
(VENTOLIN HFA) 


ON CALL TOOR 


DULBERG, PAUL R 


INIT, SIGNATURE 


IV500MLX 1 
RN: 
DATE;-:----


P08 MG X 1 
RN: 
DATE;-:----


PO SYRUP X 1 
RN: 
DAT'=E-: ----


POX 1 
RN: 
oAr·=e-, ----


2 PUFFSX 1 
RN: 
OAT'=E-: ----


SCOPOLAMINE 1,5 MG PATCH X 1 


71265382 ****307925 52 of 63 


INIT, SIGNATURE SIGNATURE 


(TRANSDERM·SCOP) SITEAPPLIED,,· ____ _ 
RN: 


•••••.••• ON CALL TO OR ••••••••••••••••.••.•.••• DATE'=":---- .......................................................................................... . SOLUCORTEF __ MG 
(HYOROCORTISONE) 
ON CALL TOOR 


IVPREOPX 1 
RN: 
DATE--:----


Administration Period: 07:01 (date) tQ 07:00 ____ (date) 07:01 -15:00 15:01 -23:00 23:01 -7:00 


Allergies: 


PATIENT ID DOB: 
MED REC NO: AGE: 
ADMITTED: 
PHYSICl/1 .,, 
DX: DULBERG ,PAUL R 


71265382 M 42 07/09/12~ 
DOB 03119/1970 0001307925?773 
SAGERMAN, SCOTT D MO == 


NCH Item# 62496 


Page 2 of 2 


Northwest Community Hospital 
Northwest Community Doy Surgery Center 
Arling~n Heiyhis, fl 60005 


DSC MEDICATION 
ADMINISTRATION RECORD 


Fonn #005.650-04110·1-SD 
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Pagel of l DULBERG, PAUL R 71265382 


1111111,111~111 YIII 11111 !lllijl\11 !111111 


··••307925 


DULBERG, PAUL R. 
NCH·A•DSC 
MO: Sagerman, Scott o., MO 


53 of 63 


Medication Reconcile Record Acct: 71265382 MAN: 0001307926 
Discharge Date: 


Aller 8n 
No Known Allel'I ies 


Medication 


Neuronlln Oral 
Generic; gabapenUn 


Norco Oral 
Generic: hydrocodona• 


acetaminophen 


Comment: for severe oaln 


cyclobenzaprine 10 mg Tab 
Gent!lrlc: 


napro1ten Oral 
G,merlc: naproxen 


tramadol SO mg Tab 
Generic: 


Comment: no1 for months 


Requestec( Date:07/09/201216:33 


Page 1 of 1 


Allergy History 
Onset Date Prima Roactlon. Severlt 


Patient Medication Reconciliation 
Dose· Route . Ff'eq Last Taken Next Dose Start Date Slop Dale 


Due .. 
900 mg Tablet Oral 2 times per 07/08/2012 


day 


7.5-352 mg Ora, Every 8 
hours as 
needed 


11 Tablet !Oral rs Needed 106/08/2012 


I I I 


1500 mg Tabla110ral 
day 
r times per 107/06/2012 


I I I 


1 Tablet o,a1 As Needed 06/16/2012 


DULBERG ,PAUL R = ---1:0 the best of our knowledge, thls isa 
bat o.r the medications you are taking as 
of t1i,1s date. Questions regarding these 
medications should be directed to the 
prescribing physician, 


71265382 M 42 07109/12 
DOB 03/19/1970 0001307925~ 
SAGERMAN, SCOTT D MD = 


Nurse Signature: 


Patient Signa1ure: 


_
4
~75t-++------------Dale: 


-/~~d/~~o-- Da1e: 


This report indicates medicalions to be 1aken/given following discharge. Do nol 1ake any add!Uonal medications unless you chock with your Physician. 
Please take this report with you when you visit your Physician and other Heallhcare Providers. 
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Pagel of 2 DULBERG, PAUL R 71265382 ··••307925 54 of 63 


DULBERG, PAUL A. OptQut: 


NOH-A-DSC 
Discharge Med Reconclltatlon Orders 
From: 07/08/201212:49 To: 07/09/201212:49 
Am-aed: Admit Ot; 07/09/201212:02 
Age: 42 yr Gendet: M MO: Sagarman, Scotto., MD 
DOB: 03119/1970 Acct: 71285382 
MAN: 0001307a2s 
Requested: 07/0912012 12:49 (lB57> Page 1 of 2 


Allergy History 


Na Known Allergles 


Active Medications 
urug Name Dose noute Fr~quency Last Taken .. ; uomments: Continue Dlsco1t1nue M.0. Initials St~rt Date 
cyclobenzaprine 10 mg 
Tab 


1 Tablet Oral As Needed 06/08/2012 Strength: 1 O mg r::J □ □ D 
gabapenttn(Neuronlln 900 mg Oral 2 tlmes per 07108/2012 


□ □ □ D Oral) Tablet d"'' 
hydrocodone• 0.5-1 Tablet Oral As Needed 03/0112012 Special Instructions: not CY □ D □ acetaminophen 10-650 Tablet for months 
mg Tab S1rength: 10-650 mg 


naproxan{naproxen Oral) 500mg Oral 2 times per 07/06/2012 cg- D D D Tablet dav 
ll'amadol 50 mg Tab 1 Tablet Ora! As Needed 06/16/2012 Special lns1ruc1ions: not ID". □ D □ for months 


Strength: 50 mg 


NO DATA FOUND FOR MODULE: 3. Active Inpatient Medications 


New Medication Orders 
Drng Name 


'\tww 


DULBERG, PAUL R. 


qose .Route 


:.\-i\ ,-,(J / ,~,4~ fO 
l I 


NCH·A· DSC 


DULBERG ,PAUL R ~ 
71265382 M 42 07/09/12 .... 
DOB 03119/1970 0001307925 '--· 
SAGERMAN, SCOTT D MD = 


,frequency • . 1 : A I 


~1 ·l~'O) ~'. 
~,_ /f) , p IL 


Page 1 of 2 


1111111111111111111111 11111111111111111111111 
FORM: 1100042 


, 
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Page 2 of 2 DULBERG, PAUL R 71265382 ****307925 55 of 63 


DULBERG, PAUL R. OptOl.lt: 
NCH-A· DSC 
Discharge Med Reconclllatlon Orders 
From; 07/08/201212:49 To: 07/09/201212:49 
Rm-Bed: Admit Dt: 07/09/201212:02 
Age: 42 yr Gender: M MD: Sagerman, Scott D., MD 
DOB: 03/19/1970 Acct 71265382 
MAN: 0001307925 
ReqU88led: 07/09/2012 12:49 (l857) Page 2 ol 2 


$lg natures: 
Any medication changes (le, dose, route, Ire cy) needs to be written in the New Medication Order Section. 


Date: 'J / 'I /; "- Time: I '1 l-o Physician: 


Physician: 


Physician: 


Nurse: 


Nurse: 


DULBE:RG, PAUL R. 


Date: 


Date: 


~ 
Date: 


Date: 


tlCH-A • DSC 


DULBERG ,PAUL R 
71265382 M · 
DOB 03/19/1970 4g0 07/09/12 
SAGERMAN SCOTT 01307925~ 


' D MD 


Time: 


Time: 


Time: 


Time: 


Pago~of2 


111111111111111111111111111111111111111111111 
FORM: 1100042 
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Page 1 of 4 DULBERG, PAUL R 71265382 0 ••307925 56 of 63 


Admission History Assessment 


Observables 


Template: Admission History 


DULBERG, PAUL R, Opt Out: 


NCH-A 
nch_hhsao'mhx 
Rm-Beel: 
Age: 42yr 
DOB:03/19/1970 


Admit Dt: 07/09/201212:02 
Gender: M MD: Sagerman, Scott D., MD 


Accl: 71265382 
MAN: 0001307925 
Requested: 07/11/2012 22:01 


Page1 of4 


;:;:::;:;:;: .......... :::::.:;:;;::;:::.:::· :::::·:·:::::::::::::::::;·· ............ ::::::::·::;:;;:::: ··············"···· 
Observable 
Name 


Arrival Date/Time 


Observable 
Name 


Have you smoked within 
the last 30 days? 


Smoking status 


Observation 


07/09/2012 12:14 


Observation 


yes 


current every day smoker 


Chart Time 


07/09/201212:48 
BURNS, LYNDA, 
RN 


Chart Time 


06/26/2012 12:00 
MANALANSAN, 
LORENA RN 
06/26/201212:00 
MANALANSAN, 
LORENA RN 


Perform Time 


07/09/2012 12:46 
BURNS, LYNDA, 
RN 


Confirm nme 


..... ::::::::::::•·· 


Perform Time 


06/26/2012 11 :59 
MANALANSAN, 
LORENA RN 


Confirm Time 


06/26/2012 11 :59 
MANALANSAN, 
LORENA, RN 


06/26/201211:59 06/26/201211:59 
MANALANSAN, MANALANSAN, 
LORENA. RN ..... LOREf\JA,_i=:tN 


......... .. ........... ... , ........ . ............... ::::::::;;::·· .. ··:::::::::::::;: ................................... . 
Observable 
Name 


Advance directives 


Observation 


no 


Neuronlin Oral (gabapentin Oral) 
PAN: No 
AKA: 
Indication: 
Type: 
Info Source: 
Spec lns1r: 


Comments: 
Entered: 


Confirmed; 


Modified: 


06/26/2012 11 :43 Manalansan, Lorena, RN 


07/09/2012 16:32 Balawender, Edyta, RN 


07/09/201216:32 Balawender, Edyta, RN 


DULBERG, PAUL R. 
Rm-Bed: 


Acct: 71265382 
MRN: 0001307925 


Chart Time 


06/26/2012 12:00 
MANALANSAN, 
LORENA, RN 


Perform Time 


06/26/2012 11 :59 
MANALANSAN, 
LORENA. RN 


Confirm Time 


06/26/2012 11 :59 
MANALANSAN, 
LORENA, RN 


900 mg Oral 2 Umes per Tablet 
day 


DOB: 03/19/1970 
nch_hhsadmhx 


Page 1 of 4 
::::::::::f~~Y.W~W~ijt/ •::::: 
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Page 2 of 4 DULBERG, PAUL R 71265382 **••307925 57 of 63 


Active .. unKnown 
Norco Oral (hydrocodone .. acetaminophen Oral) 


PAN: No 
AKA: 
Indication: 
Type: 
Info Source: 


Spec Instr: for severe pain 
Comments: 
Entered: 07/09/201216:33 Balawender, Edyta, RN 


Confirmed: 07/09/2012 16:33 Balawender, Edyta, AN 


Modified: 07/09/201216:33 Balawender, Edyta, RN 


cyclobenzaprlne 1 o mg Tab (cyclobenzaprlne 1 O mg Tab) 
PRN: Vos 
AKA: 
Indication: 
Type: 
Info Source: 


Spec Instr: 


Comments: 
Entered: 06/26/2012 11 :45 Manalansan, Lorena , RN 


Confirmed: 07/09/201216:32 Balawender, Edyta, RN 


Modified: 07/09/201216:32 Balawender, Edyta, RN 


naproxen Oral (naproxen Oral) 
PAN: No 
AKA: 
Indication: 
Type: 
Info Source: 


Spec Instr: 


Comments: 
Entered: 


Confirmed: 


06/26/201211:42 Manalansan, Lorona, RN 


07/09/2012 16:32 Balawender, Edyta, RN 


Modlfled: 07/09/2012 16:32 Balawender, Edyta, RN 


tramadol 50 mg Tab (tramadol 50 mg Tab) 
PAN: No 
AKA: 
lndfcation: 
Type: 
Info Source: 


Spec Instr; not for months 


Comments: 
Entered: 06/26/201211:45 Manalansan, Lorena, RN 


Confirmed: 07/09/201216:32 Balawender, Edyta, RN 


Modified: 07/09/2012 16:32 Balawander, Edyta, RN 


DULBERG, PAUL R. 
Rm-Bed: 


Acct: 71265382 
MRN: 0001307925 


DULBERG, PAUL R, Opt Out: 


NCH-A 
nch_hhsadmhK 
Rm-Bed: 
Age: 42 yr 
DOB: 03/19/1970 


Admit Ot: 07/09/2D1212:02 
Gender: M MD: Sagerman, Scolt D., MD 


Acct: 71265382 
MAN: 0001307925 
Requested: 07/11/2012 22:01 


7.5-352 mg Oral 


Oral 


500mg Oral 


Every 6 
hours as 
needed 


As Needed Tablet 


2 times per Tablet 
day 


Page2of4 


10mg 


Oral As Needed Tablet 50mg 


DOB: 03/19/1970 
nch_hhsadmhx 


i 


Page 2 of 4 
::::::::::JfeffflW:i:~tj:f::/): 
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Page 3 of 4 DULBERG, PAUL R 


hydrocodone- acetaminophen 10-650 mg Tab (hydrocodone­
acetaminophen 10- 650 mg Tab) 


PRN: No 
AKA: 
Indication: 
Type: 
Info Souroe: 


Spec lnstc no1 for months 
Comments: 
Entered: 06/26/2012 11:47 Manalansan, Lorena, RN 


Confirmed: 07/09/2012 16:32 Balawender, Edyta, RN 


Modified: 07/09/2012 16:32 Balawender, Edyta, RN 


Inactive- ERROR - Unknown 
Bayer Aspirin Oral (aspirin Oral) 


PAN: No 
AKA: 
Indication: 
Type: 
Info Source: 


Spec lns1r: 
Comments: 
Entered: 06/26/2012 11 :49 Manalansan, Lorena. RN 


Confirmed; 07/09/2012 12:46 Burns, Lynda, RN 


Modified: 07/09/2012 12:46 Burns, Lynda, RN 


Problem De1oil 


Active - Medical 


71265382 


Neuritis (84299009) (Right)(1] ICD: 729.2 
Problem Priority: 


Problem Onset: 


Current Ocourrence: 


Comment: 
Entered: 


Last Confirmed: 


Last Modified: 


right ulna 


06/26/2012 1 i :59 Manalansan, Lorena , RN 
07/09/2012 12:46 Burns, Lynda, RN 


07/09/201212:46 Burns, Lynda, RN 


DULBERG, PAUL R. 
Rm-Bed: 


Acct: 71265382 
MRN: 0001307925 


****307925 58 of 63 


DULBERG, PAUL R. OptOut: 


NCH-A 
noh_hhsadmhx 
Rm-Bed: 
Age: 42 yr 
DOB: 03/19/1970 


Admit Dt: 07/09/2012 12:02 
Gender: M MD: Sagerman, Scott D., MD 


Acct: 71265382 
MAN: 0001307925 
Requested: 07111/2012 22:01 


0.5-1 Tablet Oral As Needed Tablet 


Oral As Needed Tablet 


Page3 of4 


10-650 mg 


250mg 


Page 3 of 4 DOB: 03/19/1970 
nch_hhsadmhx :\j\B~hrt@:91f?/( 
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Page 4 of 4 DULBERG, PAUL R 


Allergy Detail (continued) 


Active 


[NS] No Known Allergies 
Onset Date: 
Reported BY! 
Rel. 1o Patient: 


Comments: 
Entered: 
Confirmed: 


Verified: 


07/09/201212:44 Burns, Lynda, RN 


07/09/2012 00:00 Staffld, Auto 
07/09/2012 00:00 Staffld, Auto 


71265382 ****307925 59 of 63 


DULBERG, PAUL A. OplOut: 


NCH-A 
nch_hhsadmhx 
Rm-Bed: 
Age: 42 vr 
DOB: 03/19/1970 


Admit Dt: 07/09/2012 12:02 
Gender: M MD: Sagerman, Scott D., MD 


Acot: 71265382 
MAN: 0001307925 
Requested: 07/11/2012 22:01 


Page4 of 4 


NO DATA FOUND FOR MODULE: 5. Immunization Details 


DULBERG, PAUL R. 
Rm-Bod: 


Acct: 71265382 
MRN: 0001307925 


DOB: 03/19/1970 
noh_hhsadmhx 


Page 4of 4 
::::::::::J?:i;lt~0:~-~rn:::::::: 
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Page l of 2 DULBERG, PAUL R 71265382 ··••307925 60 of 63 


• • 
□ Lives Alone 
□ Home Health Agency 
□ Foster Care 
0 Other 


• • • 
Facility:------------------------------------------
CulturaVRellglous Practices .,0111one List: 


,,-; "'_v_, "'-Primary Language Spoken: ______ '(.,-=c..._11/e: __ c:;.._ Support System ___________________ _ 


Recant Stressors (Major Loss/Chanaesl □ None List: 
FUNCTIONAL SCREEN Y=Yes FALL RISK ASSESSMENT c~~ts; IF eB:~l;:NT QN Al2MISSIQN 


l~R~~ ~$ 


N=No (Cheok All That Apply) ! EQUIPMENT/PROSTHESES USEO I = Independent 
A =Assisted Previous Fall (In past 6 months) (Check All That Apply) 
D = Deeendent 


.<9°#0 ~~ U"" Un nown Moblllty Problem Cane ~ ~ ~ ~~c,.p~ ~~~ Confusion Walker q~ -~~ {:> 


l I Ambulation (PT) Incontinent Crutches 


I I Transfers {PT) Hearing / Visual Impairment Wheel chair 


I r, Toileting (OT) Meets That Put Patient at Risk of Falling Dentures FuU u L 


I I Hygiene (OT) Communic;:atlon Barrier Part;al u L 


I r, Dressing (OT) CNS Impairment Glasses 


r J Feeding (OT) None of Above Contact Lenses 


' ~ Swallowlng ( ST) PRESSURE ULCER RISK ASSESMENl Artificlaf Eye A L 


I '! Communication (Cl) Braden Scale tool attatohed Hearing Afd A L 
a Therapy not appropriate upcoming surgery ls within: Bra.den Scale Score ► OTHER:NONE 24 hours 


NUTRITION SCREEN a,ole numbo,-s that apply to patient: 1D1a1 tho polms. 


Dx. of mBlrJutrltlon 


Inadequate po Intake/dehydration 


Surgical patient > 65 yrs. old 


Appears emaciated/morbidly obese 


Special diet/diet schedule _________ _ 


Pregnantllactatlng (non-OB admission) 


Braden scale :s: 12 


Points 
5 


3 


2 


4 


3 


5 


Points 
Neuse-a/vomiting/diarrhea> 3 days 2 


Dlfficulty chewing/swallowing 3 


Decubltls ulcer/non-heallng wound 5 


Trauma/sepsis 3 


Unintentional 1 o lb. gain/loss ln 1 month 3 


Total Points [ill 
Risk Level: Law (1 •4) / Moderate (&-7) I High > 7 FUsk total 6 or groatar munt be reformd by documentation an physic Ion orders for order to NFS. 


RN Slgnotu"' _,L""'-~==-----~---Date 


DULBERG ,PAUL R ~ 
71265382 M 42 07/09/12 
DOB 03/19/1970 0001307925~ 
SAGERMAN, SCOTT D MD -=-


NCH ltom No. 25&!6 


Northwast Community Hospllal 
Northwesl Communily Day Surgery Center 
Ailill{Jl:on Hei(ltit&, IL 60005 


NURSING ADMISSION ASSESSMENT 


Form# 005.014-02/04~1-s&O 
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Dulberg 004810


Do not send mail to below address. For USPS use only. 
P. 0. Box 1259, Dept. 92667 
Oaks, PA 19456 


II I 1111111111111111111111111111111111111 


For more information about your statement, contact 
Patient Accounts at l-800-709-2715, or visit our website 
at www.patientaccounts.net 


'1 r• 11111• 'I 1111 J, rl It r 1•1 ,, , I 1'•111 "t'lr 11 ,, hit rl ,. , lit 111· '·' 95156 - 1225 


~~ PAUL DULBERG 
~ 4606 HAYDEN CT 


MCHENRY IL 60051-7918 


D Please check if address or insurance information 


r 


MOST MAJOR CREDIT CARDS ACCEPTED 


To pay via credit card please call l-800-709-2715or 


Pay online at www.palientaccounts.nebnd use 


Access Code: FP897 


Statement Dote Pay This Amount 
I 07/16/2012 $1,365.00 


Payment Due Dote SHOW AMOUNT$ 
08/13/2012 PAID HERE 


Northwest Suburban Aneslhesiologist Ltd 
8163 Solutions Center 
Chicago IL 60677-8001 


l,ll,,ll,,,,I1,,I,,,ll,,,ll,,l,ll,,,ll,,,,,,ll,ll,,,,ll,,l,l,I 


Account# 
71265382 


' 


a 


____ is_iQ.CQrLest .s,Q..d_cQm_pLet§ .f.oLm_o_!l pQch. ________ ~ ___________ PlE6SJ QU~CJ:1 f~Q.RJT.\JtN_TQtP.9BTLO.t:,l_\/>l!TJ:I YQUJ ff\Yl\1E.!:-ll __ 


Pay online at www.patientaccounts.netand use Access Code: FP897 


Account#:71265382 Please Pay: $1,365.00 Due Date: 08/13/2012 


Anesthesiology Services by Dr. S. SINGH for Dr. S. Sogerman 


07/09/2012 CPT Code: 64718 
Billed To Patient 


ACCOUNT CURRENT 30 DAYS 60 DAYS 90 DAYS 120 DAYS 
CONDITIONSl-$-l-,3-6-5.-00-+--$-0-.0-0--+--$-0.-0-0-+----,-$0-.-oo--+---,-$-O.-O-O--I 


13180035 


IMPORTANT MESSAGE ABOUT YOUR ACCOUNT Total Balance 1--=-~=~-~-~~~-~--~-,,-.,-~---------lhis is a bill tor services not included on your Hospital bill. Insurance Pending 
Please call our office with questions concerning your bill. Amount You Owe 
If payment has been made please disregard this bill. Thank you. 


$1,365.0( 


\ 


' ' 


$1,365.00 
$0,00 


$1,365.00 


Make Checks Payable To: Northwest Suburban Anesthes,olog1sl Ltd 
Call l-800-709-2715 


1111111111111111111111111111m 111111111111111111111111111 


For Billing Questions Call 
1-800-709-2715 [En Espanol 1-888-850-1446) 


Mon - Fri 8:00AM to 7:30PM ET 
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B(}f'())( P/\'I'fFJ~l- ASS~rs·ri\NCr::-,_; .Pruorarti 
FLc~•···En+·oi trncnt t~JnUfi;ci;)bon 


K.~hyKJjffi\·?, MD -Mi~:it(~iCrxw.­
.:-.Jrri:.!iZ'1 ft:;:..~~~b::it::i~irx: ~k.931--~h 
~-OOPti [fai-ti ~~1h }fa.s1~;rticir3 ti:d :r G10 
8.k G:'O'Ji tfilag~ .. r:. 6(if]jll 


':f:& 60TCX PA.TIE ~JT .-~ss:s ! {i.,NCF..~: Prngrcm: :_; p:8..::"lS:ild ;Q ilrfl~ ptG)'idE:(!: yevr pi:!H;m, Pa,ll ~(ibo/.f:l;, wrn·: BOT::;x,::, a! i1{:. (.i)*''8~ fur ~;11-0· P<Hi( ~-'3er. A~nr '.-i1) mcn~i$: ftom ii':(; -d t~U-,;.1f enrci1t~:1t wJ ~r,;:; ir.lq::~irt~ k1 ::W1i:e:w tt10 pnnr:t;: ti~iijibili~· ir:ffei-:11:mit:-n it) t.01:1:::.irc-hU lht; t-;ati~nl' C):m~r.~a to q:i.ia:if:i:-tcr ih•,; pr-:::§nl!'~· 


1-:) :-e-twr,.\:I !r:: thi-!: i-¾O J'QX PA i f)H A-~.StS i MIZ:b:t Pr: .. Jgrmri. ~;iN:t~ r:.:1}~~1~~ th~ :t-,.,~0•1;ir:g Mi::p~. 
l. 
2. 
:,. 


l~rl~=f~1\' t!'Hi (:1)13lif:lt:: .. 1 ~ippt~:;:;~1~c::n fm-i~.o::tM:~. 
Er:si;m )'0:-,J u::ct yntl j}~~i~fit S;~J{I: !ht! Cr.-t::11:(~:for:: w·::d CDn!Jc:r:{ StJl~rne-ni 0-!1 hi i~pp!:t~tim ·fon-n. 
ln:';;w~f.l ,<:1 ~;Ili~ of y'l';,ur f>ll'il,:,'H1$ (or ~'-!W~ia~f;,) :r1cQ!~~$-0<.:•::1;:m~llr1'iilJ-'!'l. 


Act~t.\L~e-fotrn::i of bc,~11::e: C1)W~t.~!1tW.:i-t..'i1 :ncl;;jij ~t1ei t)l H:~ t;!lcwa~: 
• ·~c;,.;.f:. I t:-:/.C)A.. or H~:f.i-ti:~-n 11,fr f'l1Q'i-t rnr-0m t~.t. f~i;,;t 


• w.2 
• socrnl Se(;~;~t~· s~atrimt:::1=. 


3J··iou:t; /('j:Jr~~m:. NK~A-m rn-1,iem~~for gi.)'\QX:'5 thr.-A.igt":: k-:t1&r.~1r.a. Mm:l\(:a:..:'!, -:.r ar,y Q/:.'Jer tr:\:(;. parttP-.::lfert~Pe=f.:·. it6i.J:!B r::ati th& f'KYfDX r>S,TiHff AShlfi-''i't\NCf':'.5; Pro~vi~::·: itw:~~di~t~y ,~ti ~h:.;t wB tW< Hcw:•w y;1r. p:11:~~rt\ i\~tr.:~~-. 


Ph)t)~l:1 r~W-~lrt½Ji (!:l3! i.t~ i'_)n:j;-?;t t(;. ({.;.';'(lP,f -1;~\lh :appik'J'.bh:i J f':#9 il1:J re.Ql:l~rJar.t ';':Ju ~Hie Nf: i.c bF1 ~ l':~fa~rt 1:-c.irn tl'd): ~tle!1t Of .a~1 ~:J,•B!Ylnlfr11 l ~:: pri,•ftt& j}il.f:}(~ •'.)I" Hl ~f~ide;, $·*~: .. ~;<,.f·ter fl;t ,'it. r:::tufl? fW {,fl:Hfr!' i~l lf ~~~)~ y·r,t: P}.:t;'iV·l) i.f(;~&,; U'1ii ~tt!:;r~::{L 111 .wi-r}.f.:1){:, :f y.::,l:; f~f;." ~.Jl':1#Jh;i fl w;;)~(3 thP, 
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HIPAA AUTHORIZATION FOR THE USE ANO DISCLOSURE OF PATIENT INFORMATION 


I au1horiw my physir:ian, -~--~~---~~ ('Physician'') to give Allergan, lnG,, any 
subcontractors or agerits of Allergan, 111c. fAl!erga1Y') inforrni,1ion about me which is necei;smy b 
de!ennine my eRgibiJHy for Iha flOTOX PATIENT ASSISTANT Program ("Program''), lo administer the 
Program al'ld lo acmunt tor my withdrawal should I decide to stop prniicipating in tfie Program. I 
understand tl1at the type of informalion 1hat ca1; be given llnder this autl~:irlzaiion may inclllde my name, 
birth date, address, telephone number, social security number, income, pretcripUon coverage, prescription 
for medicationis). financial documents and insurance nicordl\. I f,1rther understand that if my informatlon is . . . 


incomplete or th£; completed 1nfomiation does not allow me to participate in the Program that I may tie 
nolified of such by Mergan. I also understand lhal signing this authorization does not guaran1ee lhat I will 
be acei,pled intr1 th@ Program. I further understand !hat because Allergan is no! covered by federal privacy 
regulations, after 1111• inforrna\ion is disclosoo to Allir;rgan, it will no longer be protected under federal law 
anct co,dd be subject 10 re-dIsclosure. Tt1is authori2ation wm exptre one (1) year after the date it ls signed 
below, er onn (1) year after the last date I recerve medk:ations under the Program, whichover is late,r, I 
ffi/Jy cancel t11is authorization at any time by providing wril!en notice lo Allergan at the address set forth 
btilow. My re11o<ll'J!i()n will become effective oo the dale my written notice is received and processed by the 
Program and al such time I will no longer ue qualified 10 receive medication assistance from the Program. I 
und0rsm11d that my' rnfusal to sign this alrthorization will not affect my ability to obtain trnatm,;nt from my 
PhysicJan, but !!lat I will not be abte to participate 1n the Program. 


You are entilled to a copy ol this authorizatiall for your records. 


···••······ .. ···········································---
Signature of pa!!enl or authorized peroon Date 


--- ................................................................. __ _ 
Relatio11sl11µ1Reasoo palient is unable lo sign 
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Dec. 1. 2016 10:09AM Arnita Health (847) 303-7929 
ALEXIAN BROTHERS 
MEDICAL GROUP 
BONAVENTURE MEDICAL 
FOUNPATION 
PO BOX 5588 
BELFAST, ME 04915-5500 
billing phone: /84 7/ 505-6622 


iiiiM#MliMP 
PAUL DULBERG 
4606 HAYDEN COURT 
MCHENRY, IL 60051 


3§12197 9921':I 11/11/2016 11/28/2016 PAYMENT 


315684 PAUL DULBERG 


03/19/1970(847) 497-4250 


CHECK 
00877475 


HEAL 
FAMILY HEAL 


PLAN (MEDIC 
H 


AETNA BITTER 
HEALTH -


FAMILY H~ALTH 
PLAN (MEDICAID 


HMO) 
3612197 99213 .11/:L1/2016 11/28/2016 ADJUSTMENT CONTRACTUAL AETNA BETTER 


HEALTH• 
FAMILY HEALTH 


PLAN (MEDICAID 
HMO) 


No. 5546 P. I 
printed 12/01/2016 09:58 AM 


KATHY S•2B.35 
KUJAWA 


KATHY $-90.65 
KUJAWA 


TOTAL CHARGE OUTSTANDING Mi o~.!_2/Ql/20'-6 'SO.OD $0.00 SO.DO 
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Nov.22.2016 2: 17PM No. 6 728 
ALEXIAN BROlHERS MEDICAL GROUP • 800 BIESTERFIELD RD, ELK GROVE VILLAGE IL 60007·H61 


DULBERG, PAUL (id #315684, dab: 03/19/1970) 


Date:11/22/2016 


RE: Patient: Dulberg, Paul 
DOB: 03/19/1970 
Address: 4606 Hayden Court 
McHenry, IL 60051 


AM,IIIA, Hi::·•·•·-,:,:,,, 
., . .. . . .. . - .. ~.M."-71'.t:7 


N~liOSci~CF.5 
iMsnfuiii ' ' 


Patient ID: 315684 


---------··•····"'"······· ... ---------


To Whom It May Concern: 


P. 2 


I am writing at the request of my patient, Mr. Paul Dulberg, after our most recent clinic visit on 11/11/16, During 
that visit, we discllSsed at length the IME from Dr. Craig Phillps at the Illinois Bone & Joint Institute completed on 
10/4./16, Dr. Phillips wrote a very detailed, elegant and comprehensive review of Mr. Dulberg's orthopedic injury 
that occurred on June 2011. However, I was rather surprised and shocked at the paucity of neurologlc Input into 
Mr, Dulberg's evaluation. 


A Movement Disorders neurologist, like myself, practices in a highly subspecialized field that 
includes Tourettes syndrome, Parkinsons disease, Essential tremor, and Mr, Dul berg's condition of dystonia. I 
completed an additional 2-year fellowship program at Rush Medical Center in Chicago, after my 4-year 
neurologic resident training period, and have been practicing exclusively in this field for the past 17 years. I do 
not know Dt'. (?Karen) Levin, from the Associates of Neurology, but I can assume this physician is a general 
neurologist. 


Dystonla Is a rare neurological disorder, and can be easily missed by any physician who does not have the 
specific training or experience to recognize its symptoms. Therefore I ask that this information be considered in 
Mr. Dulberg's case. 


Sincerely, 


KATHY KUJAWA, MD 
ALEXIAN BROTHERS MEDICAL GROUP 


ALEXIAN BROTHERS Ml'DJCAL GROUP Dulberg, Paul (ID; 315684), DOB: 03/19/1970 
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ALEXIAN BROTHERS MEDICAL GROUP • BOO BIESTERFIELD RD ELK GROVE VILLAGE IL fl0007 ·3361 


DULBERG, PAUL (id #315684, dob: 03/19/1970) 


Encounters and Procedures 
Clinical Encounter Summaries 
Encounter Date: 08/05/2016 
Patient 
Name DULBERG, PAUL (46yo, M) ID# 


315684 
03/19/1970 
KATHY KUJAWA, MD 


Appt. Date/flme 08/05/2016 10:DDAM 


Service Dept, ABMG - ALEXIAN NSI EMR DOB 
Provider 
Insurance Med Primary: MEDICAID-IL: ILLINOIS DEPARTMENT OF PUBLIC AID 


Insurance# : 921912416 
Med Cash: SLIDING FEE SCHEDULE - DISCOUNT 
Prescription: SURESCRIPTS LLC - This member could not be found in the payer's files. Please 


verify coverage and all member demographic Information. details 


_<::hief <::ornplc:1ir1t __ 
, Followup: Organic writer's cramp 
, Followup:Acquired torsion dystonla 


HPI 
*HPI Text Box 


Reported by patient. 


Notes: 


Here with mother, last seen 2/11/16 
Today is "pretty good" day. 
He reports cramping is worse by the end of the day, only lasts seconds, could not tolerate Baclofen 
(sedation) In the past. 
Requesting handicap parking placard (ok with me) since he has difficulty loading heavy groceries (dog 
food) Into his car. 
Pain still present, but improved with Neurontin 


Vitals 


Wt: 160 lbs 
08/05/2016 10:14 
am 


BP: 130/80 sitting R 
arm 08/05/2016 
10:17 am 


Pain scale: o 08/05/2016 
10:14 am 


...... ,., ...... .. 
AUergies 


Reviewed Allergies 
NKDA 


Medic at ions 


Reviewed Medications 


Ht: 5ft 8 in 
08/05/2016 10 :14 
am 


Pulse: BB bpm regular 
08/05/2016 10:17 
am 


alfuzosln ER 10 mg tablet,extended release 24 hr 
1 tab daily 
Internal Note: (for bladder) 


gabapent In 300 mg capsule 
takes 3 caps in am, noon & 4 caps at hs (up to 10 tabs/day) 
Internal Note: (reports difficulty cutting the scored 600 mg tabs) 


naproxen 500 mg tablet 
1 tab at 6a & 6p PRN for neck pain 


Neurontin 600 mg tablet 
1.5 tabs at 8a and 12noon, and 2 tabs at bedtime; scored-tabs 
Note: never started this strenqth due to concern of beinq too weak to cut the 


BMI: 24.308/05/2016 
10:14 am 


RR: 18 08/05/2016 
10:17 am 


01/29/16 filled 


02/08/16 filled 


01/07/15 filled 


11/06/14 prescribed 
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' MAKl;C:M~Cl{S PAYABLE TO: .•. ·. 
ALSXfAN BR0'rHERS MEDICAL GROUP 
PO BOX 5588 . . . -~ 
Bt:LFA$T, ME 04915-5500 


DATE · DESCRIPTION 
PATIENT: PAUL DULBERG . 


09/25/2013 


09/25/2013 


NEW PATIENT OFFICE EXAM0 DETAILED 
PROVIDER: KATHY KUJAWA, MD 
CREDIT PATIENT PAYMENT -THANK YOU 
PATIENT BALANCi:: DUE. -


**' YOU ASKE:DFOR IT, YOU GOTITi '" 


'F0RACCOUNTQUESi'IONS CALL: 
84 7-506-6622 


• • DUE0ATE: 10/14/2013 
PAGE: 1 Qf1 


CHG$/t:Rl:OliS . OUTS'rANDING 


$ 153.00 


$-110,00 
$ 43.00 


WE NOW OFFER THE: ABILll'YT0 MAKE ONLINE PAYMENTS! PLEASE VISIT 
MYALEXIANDOC.NETTO LOG INTO OlJRPATIENTP0RTAL, YOU CAN ALSO CONTACTTHE 
!llLLING DEPT., MONDAY,FRIDAY, 8:30AM-, 4:00PM, PHONE.# ~47•506-6622 EMAIL:· 
ABMGBll.LING@ALEXIAN,NET ' -


THANKY0U FOR SELECTING A. MG AS YOUR PROVIDER! PLEASE REMIT BALANCE NOW. 
tURRENT 


43.00 


CLOSING 


0.00 


· DATE: 09/26/2013 


OVER 6oDA 5 


0,00 


AccouNr 


OVER 90 DAYS . OVER 120 DAYS 


0,00 0.00 


NUMBER: ~1$684A380 


TOTA(ACGOUNT 
BALANCE 
43,00 


7890 


- IN$lJRANCE 
PENOING 
0,00 


CR ENT· 
aAJ.ANCEDUE 


43,00 


11111111111111 IIIII IIIIIII Ill lllll 11111111111111111111 llli 11111111111111 HI 1111 







Dulberg 004820


Billing Su1nir1ary: DULBERG, PAUL #315684 (E:#315684) 
ALEXIAN BROTHERS pr/nt@d 02/26/2016 11 ;09 AM 
MEDICAL GROUP 
BONAVENTURE MEDICAL 
FOUNDATION 
PO BOX 5588 
BELFAST, ME 04915--5500 
billing phone: (847) 506-6622 


·l'.s.UARP,N?[()JfNAME.AillbAPtlRES$: 
PAUL DULBERG 
4606 HAYDEN COURT 
MCHENRY, IL 60051 


Claim m~nnJs$ 
~_;(:/.B-:h}f, \ 09214 F4A8, 02/11/2016 02/16/2{]16 


G248 


PAlJEriitlf / • 
315684 PAUL DULBERG 


pos HOMEJ!;LEPHO~E 
03/19/1970 (847) 497-4250 


CHARGE 992"14 FAMILY KATHY $175,0ll 
HEALTH KUJAWA 


NETWORK-
APEX 


HEALTHCARE 
INC• 


(MEDICAID[ 
HMO). 


OUTSTANDING $175.00 $0.00 $0.00 
: _c1~,~-:•.0.~?.1~rn~ . ' .. , ··• ... 
[ 2,c;:::,4:j(~9 j 99215 ,,;1>-,·. 01/28/201 b 07/29/2015 


,33384, 
CHARGE 99216. FAMILY, KA THY $234. ()0 


99215. 


33379} 


.,.·;,:-•. , 07/28/2015 01/12/2016 
(33384, 
33379) 


PAYMENT CHECI( 935849 


';'fQe,9'\t>: 99215 1,:·r;.:,, 07/28f20'15 01/12/2016 ADJUSTMENT CONTRAClUAL: 


-,:1 ~!T \P,f'.;,l!U,{!ili 
?Qs,n:ni? · 99?15 


t.)3384, (136232) 
'33379, 


•33384, 
33379_, 


. :::: ;:/:_::::,::::::<::--::: 
·oii1iii:.;o;;·: diiiii2120ii;···· 


•,·o·•;· • 03/10/2015 08/08/2015 


,33384, 
33379;; 


CHARGE 99?15 • 


PAYMENT CHECK 919520: 


HEALTW 
NETWORK-• 


APEX 
HEALTHCARE 


INC 
(MEDICAID' 


HMO) 


FAMILY 
HEALTH 


NETWORK-
APEX 


HEALTHCARE 
INC 


(MEDICAID• 
HMO). 


FAMILY• 
HEALTH 


NETWORK-
APEX 


HEALTHCARE • 
INC 


(MEDICAID. 
HMO)[ 


KUJAWA' 


l<ATHY $-54,75 
KUJAWA 


KATHY. $- : 
KUJAWA 179.25 


OUTSTANDING $0,00 


FAMILY. 
HEALTH 


NETWORK· 
APEX 


HEALTHCARE 
INC 


(MEDICAID 
HMO) 


FAMILY 


KA THY . $234. 00 . 
KUJAWA 


KATHY $-48.00 


HEAL TH KUJAWA 
NETWORK-,.,-.,v 


$0.00 $0.00 







Dulberg 004821







Dulberg 004822


!ll!!: 


PAUL DULBERG 
4806 J-1aytlen Ct, McHenry, IL 600617918 


{847)497-4260 


RX # 2132245-05469 DATE: 06/28/11 


= .....,.,============,,_----, == HYDROCODONE/APAP 10MG/325MG TABS 


QTY: 20 NO REFILLS - DR. AUTH REOU\RED 


New NDC:00591-0853-05 


2 751!"Jt:1'<JW,-____________ _, 


= MFG:'wATSON = SMC!fNT/TNT/ /TNT 


;;;;,; 
3920 W ~lM Si


1
MCHENRY, IL 600504361 


PH: (815)363-0722 


1 20.69 


Mt■ 







Dulberg 004823


PAUL DULBERG ;'J'fJiJ.1sal.~~'l;gt, McH~nry, IL 600517918 
RX #-2132246-05469 


DATE: 06/28/11 


QTY:10 
New 


s NO REFILLS - DR. AUTH REQUIRED 
NDC:D0093-3196-01 


ii!lj l-,o'"R'°A'"""'. ,"o"R"D,----------------' MFG:TEVA = .... 
""" !8 


SMC/TNT/TNT/ /TNT 


3921l WEI.MST MCHENRY, IL 600~04361 PH: (815)363-0722 


127.99 







Dulberg 004824







Dulberg 004825


Store#: 1377 
Report Date: 03/25/2013 


Patient: DULBERG,PAUL, 
4606 HAYDEN CT 
MCHENRY IL-60051 


Birthdate: 03/19/1970 


Connexus Pharmacy System 
Wal-Mart Pharmacyl0-1377 
Medical Expenses Summary 


Below is a list of your Pharmacy Orders for the date range of:01/01/2012 To 03/25/2C13 


Page 1 of2 


Wal-Mart Pharmacy,3801 RUNNING BROOK FARMS BLVD, JOHNSBURG IL-60051 
NABP Number:1458074 ID: BW2107806 NPI Number :1588681852 


Date Filled Rx 
Date Fill ID 
Written 


05/16/2012 7547463 
05/16/2012 3420093 
06/11/2012 7552483 
06/11/2012 3435316 
07/09/2012 4551869 
07/09/2012 3451595 


07/19/2012 4552169 
07/19/2012 3457029 


08/02/2012 7552483 
06/11/2012 3465201 


10/02/2012 7552483 
06/11/2012 3500318 
11/16/2012 7552483 
06/11/2012 3527707 
12/28/2012 7552483 
06/11/2012 3553163 


02/09/2013 7552483 
06/11/2012 3580282 


Report Date :03/25/2013 
Attested To By : 


Drug Name 
NOC 


Prescriber 


Physician NPI 


GABAPENTIN 300MG CAP LEVIN,KAREN FAITH 
53746-0102-05 1811930811 


GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 
HYDROCO/ACETAMIN 
7.5-325MG TAB 
00406-0366-01 
HYDROCO/ACETAMIN 
7.5-325MG TAB 
00406-0366-01 


SAGERMAN,SCOTT D 
1841383031 


SAGERMAN,SCOTT D 
1841383031 


GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 


GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 
GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 
GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 


I t----:P.,· 2 


GABAPENTIN 600MG TAB LEVIN,KAREN FAITH 
00228-2636-50 1811930811 


If 


pc 
Registered Pharmacist 


Qty Days Dispense Patient Paid 
Refill Supply As Written TP Ref # 
# 


60 
0 
135 
0 
25 
0 


35 
0 


135 
1 


135 
2 
135 
3 
135 
4 .... 


30 0 


45 0 


4 0 


3 0 


45 0 


45 0 


45 0 


45 0 


···-.. ----•··· 


45 0 


• 


$ 25.79 WHI 
94291 
$ 126.08 WHI 
91281 
$ 16.11 WHI 
97611 


$ 21.15 WHI 
50281 


$ 126.08 WHI 
03741 


$ 126.08 WHI 
08581 
$ 126.78 WHI 
123211810197015999 
$ 126.54 WHI 
123631811033010999 


I 


$ 126.68 WHI 
130401804678017999 


Total: $ 886.44 


**PRIVATE-IF YOU RECEIVE THIS REPORT IN ERROR, PLEASE RETURN TO WAL*MART PHARMACY IMMEDIATELY, 
WAL*MART STORES, INC. 







Dulberg 004826


Store ff:: 1377 
Report Date: 03/25/2013 


Patient: DULBERG,PAUL, 
4606 HAYDEN CT 
MCHENRY JL-60051 


Birthdate: 03/19/1970 


Connexus Pharmacy System 
Wal-Mart Pharmacyl0-1377 
Medical Expenses Summary 


Below is a list of your Pharmacy Orders for the date range of:01/01/2012 To 03/2~/2013 


Page 2 of2 


**PRIVATE-IF YOU RECEIVE THIS REPORT IN ERROR, PLEASE RETURN TO WAL*MART PHARMACY IMMEDIATELY. 
WAL*MART STORES, INC. 


• • 


• • 
' 


i, 


• 







Dulberg 004827


' I 
I 
! 


,. ...... ! 







Dulberg 004828


FROM 8-01-13 TO 4-08-16 GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 RECORD OF PRESCRIPTIONS FOR: PAGE 4 PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 4606 HAYDEN COURT SENSITIVITIES: 


MCHENRY IL 60050 
847-497-4250 


RX # DATE BILL - - - - DRUG - - - - - - - RPH QTY FILL# 


1 Ill tU S?r 
II ii HU f liiJIIAl!lii I 1 "Milli 


2 St flWRi .t 


. .i,,,[ LI JI Jt !lliil!l!d!I t& .. 


00105375 9-02-14 ILM GABAPENTIN 3D0MG CAP 30DMG JS 300 D of 5 67877-0223-05 DS:30 $2.00 DR KUJAWA 


00105375 3-17-15 APC GABAPENTIN 300MG CAP 300MG JS 300 5 of 5 67877-0223-05 DS:30 $.00 DR KUJAWA 


00105375 1-12-15 APC GABAPENTIN 300MG CAP 300MG JS 300 4 of 5 67877-0223-05 DS:30 $.00 DR KUJAWA 


00105375 12-09-14 APC GABAPENTIN 3D0MG CAP 300MG JS 300 3 of 5 31722-0222-05 DS:30 $.DO DR KUJAWA 


00105375 11-06-14 ILM GABAPENTIN 300MG CAP 300MG JS 300 2 of 5 31722-0222-05 DS:30 $2.00 DR KUJAWA 


00105375 10-06-14 ILM GABAPENTIN 300MG CAP 300MG JS 300 1 of 5 67877-0223-05 DS:30 $2.00 DR KUJAWA 
.'143BtQ@ 


-■11 .. JQj a 


' l !JIii. . . . , . 
0 :.:ttlt - liiidi •. , I 1 ii: liCiit!L 2 


■ L ,, 
00100296 5-13-14 ILM GABAPENTIN 300MG CAP 30DMG JS 180 D of 5 67877-0223-05 DS:30 $2.00 DR KUJAWA 


00100296 8-04-14 ILM GABAPENTIN 3D0MG CAP 300MG JS 180 2 of 5 67877-0223-05 DS:30 $2.00 DR KUJAWA 







Dulberg 004829


FROM 8-01-13 TO 4-08-16 GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 RECORD OF PRESCRIPTIONS FOR: PAGE 2 PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 4606 HAYDEN COURT SENSITIVITIES: 


MCHENRY IL 60050 
847-497-4250 


RX# DATE BILL 


••••rs:r i•r:•I••• ~ 
11.LJ __ ;_ 


11 IHINfflllli.111■ 


od118291 


00118291 9-30-15 APC 


00118291 8-27-15 APC 


00118291 7-23-15 APC 


00118291 6-23-15 APC 


00118291 5-19-15 APC 


ffJJl ffl !I t it IIFJfllll-■t 


::rn 11 1 1w•J1811111J11& 
.t1 


1••r•11:c 
••


1-.111. •1111 L 


- - - - - - DRUG - - - - - - - RPH QTY FILL# 
,I . . i, 


-:t'::til~·===::::::-·~ •• 1
•
11•' 


6 {Uiiil illt:mt:21 
jg •t .... ~,:111 1'11


•---:-


allll•. if!IU!Mlla 
' . . '-1; .. -· •' '' ' 


,:1;,;:!1=:::"®ll$ka ~~-llfflll~wi5a.. 
,l..:1 


-•l'lt.Jll 


ifJABA~'ENTtN 3 0 OMG CAP 3 0 OMG\y / js
1 


'67877-0223-05 DS:30 $,OD DR KUJAWA 


,, 
3 DO o of 5 · 


GABAPENTIN 300MG CAP 300~G JS 300 5 of 5 67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG DL 300 4 of 5 67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 3 of 5 67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 2 of 5 67877-0223-05 DS:30 $.OD DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 1 of 5 67877-0223-05 DS:30 $.OD DR KUJAWA .. 
.• Xidl!il!Y 1111!11 ..... 







Dulberg 004830


FROM 8-01-13 TO 4-08-16 GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 RECORD OF PRESCRIPTIONS FOR: PAGE 1 PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 4606 HAYDEN COURT SENSITIVITIES: MCHENRY IL 60050 


847-497-4250 


RX # DATE BILL - - - - DRUG - - - - - - - RPH QTY 


--- II I l!!i&Ji!I-


AJJll!I $u 


• 7 I il!llillii4 ..a 
00132809 12-18-15 APC GABAPENTIN 300MG CAP 30CMG AMB 290 67877-0223-05 DS:29 $.00 DR KUJAWA 
00132809 3-29-16 APC GABAPENTIN 300MG CAP 300MG JS 300 67877-0223-05 DS:30 $.00 DR KUJAWA 
00132809 3-04-16 APC GABAPENTIN 300MG CAP 300MG JS 300 67877-0223-05 DS:30 $.00 DR KUJAWA 
00132809 2-08-16 APC GABAPENTIN 300MG CAP 300MG JS 300 67877-0223-05 DS:30 $.00 DR KUJAWA 
00132809 1-12-16 APC GABAPENTIN 300MG CAP 300MG JS 300 67877-0223-05 DS:30 $.00 DR KUJAWA 
00132241 12-08-15 APC GABAPENTIN 300MG CAP 300MG JS 70 67877-0223-05 DS:7 $.DO DR KUJAWA 
00130047 11-02-15 APC GABAPENTIN 300MG CAP 300MG cs 300 67877-0223-05 DS:30 $.DO DR KUJAWA 


FILL# 


o of 


4 of 


3 of 


2 of 


1 of 


D of 


o of 


11 


11 


11 


ll 


11 


D 


0 


~ ........ 
m&E&libi!i4 I 1■111111! IHI 11111111! "'" 1!11111 Ill 


R 


Ill 1■■1 •c 







Dulberg 004831


FROM 
GENOA A QOL HC CO #10170 
4100 VETERANS PARKWAY 
MCHENRY IL 60050 


8-01-13 TO 4-08-16 
RUN DATE: 4-08-16 


PH# 815-344-3263 
PAGE 


RECORD OF PRESCRIPTIONS FOR: 4 PAUL DULBERG 
4606 HAYDEN COURT 
MCHENRY IL 60050 
847-497-4250 


DATE BILL 


00108143 11-06-14 ILM 


00107661 9-26-14 ILM 


00105375 9-02-14 ILM 


00105375 3-17-15 APC 


00105375 1-12-15 APC 


00105375 12-09-14 APC 


00105375 11-06-14 ILM 


00105375 10-06-14 ILM 


00105096 8-08-14 ILM 


00105096 10-06-14 ILM 


00105096 9-03-14 ILM 


00103621 7-14-14 


00103619 7-14-14 ILM 


00100296 5-13-14 ILM 


00100296 8-04-14 ILM 


GENDER: M BIRTH DATE: 3-19-70 
SENSITIVITIES: 


- - - - - - DRUG - - - - - RPH QTY FILL# 


OXYBUTYNIN TAB 5MG ER 5MG ER JS 30 1 of 3 
00378-6605-01 DS:30 $2.00 DR BERGER 


PROCHLORPERAZINE 5MG TAB 5MG JS 10 0 of 0 
59746-0113-06 DS:2 $2.00 DR PARKER 


GABAPENTIN 300MG CAP 300MG JS 300 0 of 5 
67877-0223-05 DS:30 $2.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 5 of 5 
67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 4 of 5 
67877-0223-05 DS:30 $.DO DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 3 of 5 
31722-0222-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 2 of 5 
31722-0222-05 DS:30 $2.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 300 1 of 5 
67877-0223-05 DS:30 $2.00 DR KUJAWA 


TAMSULOSIN 0.4MG CAP 0.4MG JS 30 0 of 2 
00093-7338-01 DS:30 $2.00 DR BERGER 


TAMSULOSIN 0.4MG CAP 0.4MG JS 30 2 of 2 
00781-2076-01 DS:30 $2.00 DR BERGER 


TAMSULOSIN 0.4MG CAP 0.4MG JS 30 1 of 2 
62756-0160-88 DS:30 $2.00 DR BERGER 


SALINE MIST SPR 0.65% 0.65% JS 45 0 of 0 
00536-2506-76 DS:10 $5.15 DR PRICE 


AZITHROMYCIN 250MG TAB 250MG JS 6 0 of 0 
61679-0961-04 DS:5 $2.00 DR PRICE 


GABAPENTIN 300MG CAP 300MG JS 180 0 of 5 
67877-0223-05 DS:30 $2.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 180 2 of 5 
67877-0223-05 DS:30 $2.00 DR KUJAWA 







Dulberg 004832


FROM 8-01-13 TO 4-08-16 
GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 
4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 


RECORD OF PRESCRIPTIONS FOR: PAGE 3 
PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 
4606 HAYDEN COURT SENSITIVITIES: 
MCHENRY IL 60050 
847-497-4250 


RX # 


00111638 


00111638 


00111638 


00111638 


DATE BILL 


4-17-15 APC 


3-18-15 APC 


2-11-15 APC 


1-07-15 APC 


00110581 11-20-14 


00110581 1-07-15 APC 


00109452 10-31-14 ILM 


00108149 10-08-14 RXW 


00108146 10-08-14 RXW 


00108145 10-08-14 ILM 


00108144 11-04-14 ILM 


00108144 12-05-14 APC 


00108143 10-08-14 ILM 


00108143 1-07-15 APC 


00108143 12-05-14 APC 


- - DRUG RPH QTY FILL# 


ALFUZOSIN l0MG TAB l0MG JS 30 4 of 5 
31722-0302-01 DS:30 $.00 DR BERGER 


ALFUZOSIN l0MG TAB l0MG DL 30 3 of 5 
31722-0302-01 DS:30 $.00 DR BERGER 


ALFUZOSIN l0MG TAB l0MG JS 30 2 of 5 
60505-2850-01 DS:30 $.00 DR BERGER 


ALFUZOSIN l0MG TAB l0MG JS 30 1 of 5 
60505-2850-01 DS:30 $.00 DR BERGER 


NAPROXEN 500MG TAB 500MG JS 60 0 of 1 
53746-0190-01 DS:30 $4.00 DR ONWUTA 


NAPROXEN 500MG TAB 500MG JS 60 1 of 1 
53746-0190-01 DS:30 $.00 DR ONWUTA 


TIZANIDINE 4MG TABLET 4MG JS 60 0 of 0 
57664-0503-89 DS:30 $2.00 DR ONWUTA 


VITAMIN D 2000UNIT TAB 2000UNIT JS 100 0 of 0 
00904-6157-60 DS:30 $8.36 DR BERGER 


PHENAZOPYRID TAB 200MG 200MG JS 21 0 of 0 
65162-0520-10 DS:7 $39.26 DR BERGER 


CIPROFLOXACIN 500MG TABLET 500M JS 20 0 of 0 
00143-9928-01 DS:10 $2.00 DR BERGER 


TAMSULOSIN 0.4MG CAP 0.4MG JS 30 0 of 3 
00781-2076-01 DS:30 $2.00 DR BERGER 


TAMSULOSIN 0.4MG CAP 0.4MG JS 30 1 of 3 
00781-2076-01 DS:30 $.00 DR BERGER 


OXYBUTYNIN TAB 5MG ER 5MG ER JS 30 0 of 3 
00378-6605-01 DS:30 $2.00 DR BERGER 


OXYBUTYNIN TAB 5MG ER 5MG ER JS 30 3 of 3 
00378-6605-01 DS:30 $.00 DR BERGER 


OXYBUTYNIN TAB 5MG ER 5MG ER JS 30 2 of 3 
00378-6605-01 DS:30 $.00 DR BERGER 







Dulberg 004833


FROM 
GENOA A QOL HC CO #10170 
4100 VETERANS PARKWAY 
MCHENRY IL 60050 


8-01-13 TO 4-08-16 
RUN DATE: 4-08-16 


PH# 815-344-3263 
PAGE RECORD OF PRESCRIPTIONS FOR: 2 


PAUL DULBERG 
4606 HAYDEN COURT 
MCHENRY IL 60050 
847-497-4250 


RX # 


ocf-122242 


0
1
0122242 


00122242 


' '10122242 


00118291 


00118291 


00118291 


00118291 


00118291 


00116538 


00111640 


otlil639 


OQ\1163 8 


001,1163 8 


DATE BILL 


9-30-15 ~PC 


8-27-15 A.PC 


7-23-15 APC 
' 


r1. • , 
4i20-15 tPC 


9-30-15 APC 


8-27-15 APC 


7-23-15 APC 


6-23-15 APC 


5-19-15 APC 


3-18-15 APC 


12-09-14 APC 


·it ' 
12-09-1\ APC 


GENDER: M BIRTH DATE: 3-19-70 
SENSITIVITIES: 


- - - - - - DRUG - - - - RPH 


~ cs 


QTY FILL# 
.. ' 


AJ#UZOSJin,,,J.OMG TAB lOMG 
31722-0302-01 DS:30 


¥FUZOSJN lOMG TAB lOMG 
60505-2850-01 DS:30 


,,:, 
ALFUZOSIN lOMG TAB lOMG 
60505-2850-01 DS:30 


A~FUZO~N lOMG TAB lOM~ 
6V505-2850-01 DS:30 


'ill 
. '6 "'~-f: o o DR BERGER 


30·1' 4 ~f 


' 
J's 3 of 


$.DO DR BERGER 
i, ; 


sV DL 
$.00 DR BERGER 


30 2 of 


" JS 1 of 
$.00 DR BERGER 


'·' ~ABAl,;ENT:fN 3 0 OMG CAP 
~7877-0223-05 DS:30 


+' ;• i 
JS 300 o of 


DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 
67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG DL 
67877-0223-05 DS:30 $.DO DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 
67877-0223-05 DS:30 $.00 DR KUJAWA 


GABAPENTIN 300MG CAP 300MG JS 
67877-0223-05 DS:30 $.DO DR KUJAWA 


GABAPENTIN 300MG CAP 30.0MG JS 
67877-0223-05 DS:30 $.00 DR KUJAWA 


PROCHLORPER TAB lOMG lOMG DL 
00781-5021-01 DS:5 $.00 DR LI 


CIPROFLOXACIN SOOMG TABLET 500M JS 
00143-9928-01 DS:14 $.DO DR BERGER 


~ROXEN 500MG TAB 50.0MG JS 
5~46 0190-01 DS:20 $.00 DR BERGER 


ALFUZOSIN lOMG TAB lOMG , JS 
60505-2850-01 DS:30 $.00 DR BERGER 


AJ,,FU~SIN lOMG TAB lOMG 
3'f722-03d2-01 DS:30 


., • "'Js 
f O O DR BERGER 


300 5 of 


300 4 of 


300 3 of 


300 2 of 


300 1 of 


30 O of 


28 o of 


4d 
J,.. ' 


0 of 


O of 


f' 
5 


,, 
5 


5 


5 


5 


5 


5 


0 


0 


fk 
5 


5 
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FROM 8-01-13 TO 4-08-16 
GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 
4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 


RECORD OF PRESCRIPTIONS FOR: PAGE 1 
PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 
4606 HAYDEN COURT SENSITIVITIES: 
MCHENRY IL 60050 
847-497-4250 


RX # DATE BILL - - - - - - DRUG - - - - - - - RPH QTY 


.... 
~ --- - . -


' . . . ' " ~ ...• ~ ' 


Qlilll (: 


11 I 


00132809 12-18-15 APC GABAPENTIN 300MG CAP 300MG AME 290 
67877-0223-05 DS:29 $.00 DR KUJAWA 


00132809 3-29-16 APC GABAPENTIN 300MG CAP 300MG JS 300 
67877-0223-05 DS:30 $.00 DR KUJAWA 


00132809 3-04-16 APC GABAPENTIN 300MG CAP 300MG JS 300 
67877-0223-05 DS:30 $.00 DR KUJAWA 


00132809 2-08-16 APC GABAPENTIN 300MG CAP 300MG JS 300 
67877-0223-05 DS:30 $.00 DR KUJAWA 


00132809 1-12-16 APC GABAPENTIN 300MG CAP 300MG JS 300 
67877-0223-05 DS:30 $.00 DR KUJAWA 


00132241 12-08-15 APC GABAPENTIN 300MG CAP 300MG JS 70 
67877-0223-05 DS:7 $.00 DR KUJAWA 


00130047 11-02-15 APC GABAPENTIN 300MG CAP 300MG cs 300 
67877-0223-05 DS:30 $.00 DR KUJAWA 


FILL# 


0 of 


4 of 


3 of 


2 of 


1 of 


0 of 


0 of 


11 


11 


11 


11 


11 


0 


0 ........ 
a 1 l!llll 111 II! 11 ll!!I - ,~,11 I 


--a..••.i•lilf1 5 
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GENOA A QOL HC CO #10170 
4100 VETERANS PARKWAY 
MCHENRY, IL60050 


Drug Name Str 
-------------------- - - - - -
GABAPENTIN 300MG CA 300MG 
GABAPENTIN 300MG CA 300MG 


CASH PRICING 


Unt Home Cvg FS 
---- --- - - -


500 
100 00378-5427-01 


Qty 
- - - - -


300 


RUN DATE: 4-08-16 


Aq Cst 
-------


-
Cost 


-------


-
C-...>N<2."'-T 
Retail 


30. 63 
53.93 --
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FROM 8-01-13 TO 4-08-16 
GENOA A QOL HC CO #10170 RUN DATE: 4-08-16 
4100 VETERANS PARKWAY 
MCHENRY IL 60050 PH# 815-344-3263 


RECORD OF PRESCRIPTIONS FOR: PAGE 5 
PAUL DULBERG GENDER: M BIRTH DATE: 3-19-70 
4606 HAYDEN COURT SENSITIVITIES: 
MCHENRY IL 60050 
847-497-4250 


RX # DATE 


00100296 6-30-14 


■ua1■.11 __ -
"'ltflf@ 1 II L. 


00089746 11-26-13 


00084883 8-14-13 


00084883 10-25-13 


00084883 10-01-13 


BILL - - - - - - DRUG -


ILM GABAPENTIN 300MG CAP 
67877-0223-05 DS:30 


I. t 


GABAPENTIN 300MG CAP 
67877-0223-05 DS:30 


GABAPENTIN 300MG CAP 
14550-0512-04 DS:30 


GABAPENTIN 300MG CAP 
14550-0512-04 DS:30 


GABAPENTIN 300MG CAP 
14550-0512-04 DS:30 


TOTAL COST OF PRESCRIPTIONS LISTED: $219.18 


- - - - - - RPH QTY 


300MG JS 180 
$2.00 DR KUJAWA 


300MG JS 60 
$19.24 DR KUJAWA 


300MG JS 60 
$19.49 DR LEVIN 


300MG JS 60 
$19.24 DR LEVIN 


300MG JS 60 
$19.24 DR LEVIN 


FILL# 


1 of 


O of 


O of 


2 of 


1 of 


5 


3 


2 


-
2 


2 " 
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lllghc1 Slondmtl~ •• 


me•J~.:~ 
N. Richmond Rd. 


McHenry, IL - # 218 
(81.5) 578•9700 rneiJar.com 


, Mel,ier.Jeam apweclates your buslnes, 
07 /01/11 


Your fast and fr·I end I y checkout was 
pr·ovlded by Fastlane114 


,, UGSTORE 
3380700 FIRST AID PADS 
1073087 NE0SP0RIN 
3634008 PAIN RELIEF 


TAL 
TOTAL TAX 
lOTAL 


VMENTS 
SH 


· SH 
TENDER 
CHANGE , 


2.29 + ~ 
7.19 ~ 
9. 79 N 


.34 
19.61 


20.00' 
.39. 


NUMBER OF ITEMS' 3 


See Servlce Desk or Me1,ier.com for 
notional a~d fale item r·eturn cletai_ls. 


llllllllllllllllll!~!lij~~~~!ll~~~[l]lllllllllllllllllllllllli 
Tx:40 0p:565 Tin,11,1 ,... 
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) 
IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT McHENRY COUNTY, ILLINOIS 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


vs. ) 
) DAVID GAGNON, Individually, and as ) 


Agent of CAROLINE McGUIRE and BILL ) McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defendants. ) 


No. 12 LA 178 


THIRD AMENDED NOTICE OF DISCOVERY DEPOSITIONS 
TO: Ronald A. Barch 


Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 
Fax: 815/226-7701 


Peny Acc!IIdo 
Law Office of M. Gerllrd Gregoire 
200 N. LaSalle S lreet, Suite 2650 
Chicago, IL 60601-1092 
Fax: 312/558-9357 


YOU ARE HEREBY NOTIFIED that on March 20, 2013, we shall for the purpose of discovery, take the depositions of 


BILL MCGUIRE at 1:00 P.M.; and 
CAROLINE MCGUIRE at 2:00 P.M. 


attheLAWOFFICES OF SCOTT A.HIERA,3421 W.ELMSTREET,MCHENRY,IL, upon oral interrogatories, as though under cross examination, pursuant to the provisions of the Civil Practice Act and Rules of the Supreme Court. 


This Notice is served upon you in conformity with the above-named Act and Rules and is intended to require the presence of the pllrty, identified herein, at said time and place. It is requested that each pal'ty or counsel advise the undersigned attorney in writing 72 hours prior to the deposition should the witness require an interpreter for the English language. 


CERTIFICATE OF SERVICE I certify that I served this Notice via facsimile and by mailing a copy to each person to whom it is directed at the ad<ll'ess above indicated by depositing 'ti the U.S. Mail a.!Jyl.cHenry, IL 60050, on January 29, 2013 with proper postage prepaid. 


HANS . MAST, Attorney for Plaintiff 
LAW OFFICES OF THOMAS J. POPOVICH, P.C. 3416 West Elm Street 
McHemy, IL 60050 
815-344-3797 
Attorney No. 6203684 


S:\Main\DULBERG,PAUL\Discovery\3rdNoticeofMcGuiresDeps 1-29-IJ,wpd 
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/--~-\ 
/ 


** Transmit Conf.Report ** 
P. 1 
LAW OFFICE T POPOVICH Fax 1-815-344-5280 


Jan 29 2013 04:58pm 


Fax/Phone Number Mode Start Time Page Result 
18152267701 Normal 29:04:57pm 0'32" 1 * 0 K 


13125589357 Normal 29:04:58prn 0' 17" 1 # o K 


IN TIIE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 
McHENRY COUNTY, ILLINO!S 


PAUL DULBERG, ) 
) 


Plaintiff, ) 
) 


V$. ) 


) 
DAVID GAGNON, Individually, and as ) 
Agent of CAROLINE McGDIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE, Individually, ) 


) 
Defenilllnts. ) 


No. 12LA178 


THIRD AMENDED NOTICE OF DISCOVERY DRl'OSITIONS 


TO: Ronald A. Barch 
Cicero~ France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 
Fax: 815/226-7701 


Perry Accardo 
Law Office ofM. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 60601-1092 
Fax: 312/558-9357 


YOU ARE HEREBY NOTlFIED that on March 20, 2013, we shall for the purpose of 
discovery, ta1ce the depositions of 


llILL MCGUIRE at 1;00 P.M.; and 
CAROLINE MCGUiru; at 2:00 l' .M. 


at the LAW OFFICES OF SCOTT A, HIERA,3421 W. ELM STlmET,MCHENRY, IL, upon 
oral interrogatoties, as though under cross examination, pursuant to the provisions of the CivU 
Practice Act and Rules of the Supreme Court 


This Notice is served upon you in confu1'111ity with the above-named Act and Rules aud is 
intended to require the p.i:esence of the party~ identified herein; at said time and place. It is requested 
that each patty or counsel advise the undersigned attorney iu wiiting 72 hours prior to the depositfon 
shouJd the witness require an interpreter for the English language, 


.Qli:RTIFICATF, OF SERVICE 
I certify that I served this Notice via facsimile and by mailing a copy to each person to whom 


it is directed ITT the ad~ss above indicated by deposhing)'t i the U.S. Mail at. McHemy, IL 600:SOi 
on January 29, 2013 with p,oper postage prepaid. _ -----


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West El□1 S!rect -
McHenry, JL 60050 
815-344-3797 


Att:ontey No. 6203684 S:\M&i,JID'JLll~RG,f'AUL.IDbc~tllri<Xkoorldc(MfiuOtp, M\l-1~.wp.l 


Note 


Brdcast 


Brdcast 
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) 
IN THE CIRCUIT COURT FOR THE TWENTY-SECOND JUDICIAL CIRCUIT 


McHENRY COUNTY, ILLINOIS ,, 
' " 
PAUL DULBERG, ) 


) 
Plaintiff, ) 


) 
vs. ) 


) 
DA YID GAGNON, Individually, and as ) 
Agent of CAROLINE McGUIRE and BILL ) 
McGUIRE and CAROLINE McGUIRE ) 
and BILL McGUIRE)Individually, ) 


) 
Defendants. ) 


No, 12 LA 178 


THIRD AMENDED NOTICE OF DISCOVERY DEPOSITION 


TO: Ronald A. Barch 
Cicero, France, Barch & Alexander, PC 
6323 E. Riverside Blvd. 
Rockford, IL 61114 
Fax: 815/226-7701 


Perry Accardo 
Law Office of M. Gerard Gregoire 
200 N. LaSalle Street, Suite 2650 
Chicago, IL 60601-1092 
Fax: 312/558-9357 


YOU ARE HEREBY NOTIFIED that on JANUARY 17, 2012, at 1 :00 p.m. we shall for 
the purpose of discovery, take the deposition of DAVID GAGNON at the LAW OFFICES OF 
THOMAS J. POPOVICH, P.C., 3416 W. Elm Street, McHenry, IL, upon oral interrogatories, 
as though under cross examination, pursuant to the provisions of the Civil Practice Act and Rules 
of the Supreme Court. 


This Notice is served upon you in conformity with the above-named Act and Rules and is 
intended to require the presence of the party, identified herein, at said time and place. It is requested 
that each party or counsel advise the undersigned attorney in writing 72 hours prior to the deposition 
should the witness require an interpreter for the English language. 


CERTIFICATE OF SERVICE 


I certify that I served this Notice via facsimile and by mailing a copy to each person to whom 
it is directed at the address above indicated by depositing it in the U.S. Mail at McHenry, IL 60050, 


on November 13, 2012 with proper postage p-r-ep_a_~_-___£_. ___ -_-_,._ ... ________ _ 


HANS A. MAST, Attorney for Plaintiff 


LAW OFFICES OF THOMAS J. POPOVICH, P.C. 
3416 West Elm Street 
McHenry, IL 60050 
815-344-3797 
Attorney No. 6203684 S:\Main\DULBERG, PAUL\Discovery\3nl Notice ofDefGag11on'sdep 11-13-12.wpd 
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'>-,·, 


....,..._The Law Offices of Thomas J. Popovich P.C. 


THOMAS J. POPOVICH 


HANS A.MAST 
JOHN A. KORNAK 


VIA CERTIFIED MAIL: 


Michael McArtor 
4606 Hayden Court 
McHenry, IL 60051 


3416 w. ELM STREET 


McHENRY, ILLINOIS 60050 
TELEPHONE: 815.344.3797 
FACSIMILE: 815.344.5280 


www.popovichlaw.com 


March 8, 2013 


MARK]. VOGG 


JAMES P. TUTAJ 


ROBERT J. LUMBER 


THERESA M. FREEMAN 


RE: Paul Dulberg vs. David Gagnon, Caroline McGuire and Bill McGuire 
McHenry County Case: 12 LA 178 


Dear Mr. McArtor: 


Please find enclosed a Subpoena issued by the Circuit Court of McHenry County compelling your 
attendance at a discovery deposition set for March 20, 2013, beginning at 12:00 p.m. in the above­
captioned matter. The deposition will proceed at the Law Office of Scott A. Hiera at 3421 W. Elm 
Street, McHenry, Illinois. Further enclosed, please find a check in the amount of$35.00 for your 
attendance. 


Please contact my assistant, Sheila upon your receipt of this letter to confirm the date, time and 
location of your deposition. Do not appear on your deposition date without confirming your 
availability. Please be advised that pursuant to the applicable Supreme Court Rules, your 
failure to respond to the enclosed subpoena may subject you to further sanctions upon order 
of the Circuit Court of McHenry County. 


Thank you in advance for your cooperation. 


Very truly yours, 


C PY 
smq 
Enclosures 


S:Vvl~i11\0ULBERG, PAULILcncrs\LcHcr lo Mike McArtor re sub J.l\-13.llµd 


HANSA.MAST 


WAUKEGAN 0FFtCE 
210 NORT1/ MARTIN LUTHER 


KING JR. A VENUE 


WAUKEGAN, IL 60085 
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Fonn W•9 
(ROY.January 2011) =·~~ 


Request for Taxpayer 
Identification Number and Certification 


Give Fom, to the 
requester, Do not 
send to the IRS. 


Name (as uhown on your lnc:ome tax return) 


aw Off 


!l>i--------------------------------,----0. Check appropriate box r..-federal tax 


li classlllcalk>n (required): 0 lndlvldueVsole proprietor [j. C Ccxpomtlon O S Co,pomtlon O Partnerahlp O TNOtl.-o 


0 Umltvd llablllty company. Enter the tax classification (C==C corpomtlon, S=S corporation, P<>partnorshlp) ► -------- Exempt payee ii :s 
~!~□;c,-~c....,er~~"i-'e~lnstru~~ctfOll,=•~1►_,--,,--~--------------..,...====-,-====~:.-----!g Address (numbor, street. and apt, or suite no.) Requester's name and address (optional) ,g-1-,;;.,..,3,.,,4c:-1-c:6=:Ws-:.=-E_l_m_S_t_r_e_e_t ___________ --t 


<b ity, state, and ZlP codo 


~ McHenr , IL 60050 
Ust acccunt number(s) hero (opflenal) 


Enter your TIN In the appropriate box. Tho TIN provided must match the name given on tho "Name• lino to avoid backup withholding. For lndMduals, this Is your social securtty number (SSN). However, for a resident alien, eole proprietor, or disregarded entity, see tho Part I Instructions on page 3. For other entitles, It Is your employer ldenttfloaUon number (EIN}, If you do not have a number, see How to get a 11N on page 3. 


Soclal security numbor 


ITO -[I] -I I I I I 
Noto. If the account Is In more than one name, see the chart on page 4 for guldellnes on whose \ Employer identffloatlon number number to enter. · 


36-4275085 
CertHlcatlon 


Under penalties of petjuiy. I certify that: 
1. The number shown on this fom, Is my correct taxpayer identification number(or I am waiting for a number to be Issued to me), and 
2. I am not subject to backup wlthholdlng because: (a) I am exempt from backup wllhholdlng. or (b) I have nol been notified by tho Internal Revenue Service ~RS) !hat I em subject to backup withholding es a result of a failure to report all Interest or dividends. or (c) the IRS has notified me !hat I am no longer subject to backup wllhholdlng, and 


3. I am a U.S. citizen or other U.S. person (defined below). 
Cet11flcatlon lns1ruotlons. You must cross out Item 2 above W you have been notified by lh• IRS that you are currently subject to backup wllhholdlng because YoU have lalled to report all Interest and dividends on your tox return. For real estate transactions, Item 2 does not apply. For mortgage Interest paid, acquisition or abandonment of secured property, cancallatfon of debt. contributions to an lnd!Vldual retirement arrangement {IRA), and generally, payments other than Interest dividends, you are not required o sign !ho certification, but you must provide your correct TIN. See the Instructions on page 4. 


General Instructions 
Section references are to the Internal Revenue Code unless otherwise 
noted. 


Purpose of Form 
A person who Is required to file an Information return with the IRS must 
obtain your correct taxpayer ldentiflcaflon number (11N) to report, for 
example, Income paid to you. real estate transactions. mortgage Interest 
you paid, acquisition or abandonment of secured property. cancellation 
of debt, or contributions you mode to an IRA. 


Uae Form W-9 only W you are a U.S. person ~ncludlng a resident 
alien), to proVlde your correct TIN to tho pereon requesting It (the 
requesteij and, when applicable, to: 


1, Certify that the TIN you are giving Is correct (or you are waiting tor a 
number to ba Issued), 


2. Cortl1y !hat you are not subject to backup withholding, or 
3, Clalm exemption from backup wllhholdlng If you are a U.S. exempt 


payee. If applicable, you are also certifying !hat as a U.S. person, your 
allocable share of any partnership Income from a U.S. trade or business 
Is not eubjoct to the withholding tox on foreign partners' share of 
effeottvely connected Income. 


Note. II a requester gives you a fonn other than Form W-9 to request 
your TIN, you must use lhe requester's fonn If It Is sobstantlally slrnller 
to this Fonn W-9, 
Definition of a U.S. pcraon, For federal tox purposes, you are 
considered a U.S. peraon If you are: 
• An Individual who Is a U.S. citizen or U.S. resident alien, 
• A partnership, corporation, company, or association created or 
organized In the United States or under the laws of tho United States, 
• An estate (other than a foreign estate), or 
• A domestic trust (as defined In Regulations section 301.7701-7). 
Special rules for partnenlhlps. Partnemhlps 1hat conduct a trade or 
business In the United States are generally required to pay a wllhholdlng tox on any foreign partners' share of Income from such business. 
Further, fn certain cases where a Form W-9 has not been recefved, a 
partnership Is required to presume that a partner Is a foreign pe!SOl1, 
and pay !ho wllhholdlng tax. Therefore, If you are a U.S. person !hat Is a 
partner In a partnership conducting a trade or business In the United 
Slates, provide Fann W-9 to the partnership to establish your U.S. 
status and avoid withholding an your share of pa:rtnershfp Income. 


Cat. No. 10231X Fonn W-9 (Rov. 1-2011) 
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Page I of! 


htto://sz0069.ev.mail.comcast.net/service/home/~/?id=437580&oart=l.2.2&auth=co&disn=i 1 /?.4/?0l? 
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Page 1 of 1 


htto:/ /sz0069 .ev .mail.comcast.net/service/home/~/?id=43 7 580&part= l .2.2&auth=co&disp=i 1/24/2012 
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Page I of I 


http://sz0069.ev.mail.comcast.net/service/home/~/?id=4 3 7 5 S0&part= l .2.2&auth=co&disp=i 1/24/2012 
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Page 1 of 1 


htto:/ / sz006 9 .ev .mail. comcast.net/servi ce/home/ ~/?i d=4 3 7 5 8 0&oart=2&auth=co&d iso=i 1/24/2012 
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Page 1 of 1 


htto://sz0069.cv.mail.comcast.net/service/home/~/?id=437580&oart=2&auth=co&diso=i 1/24/2012 
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Your B-enefits and Opportunities 
With the Allstate® Your Choice Home Gold Protection package, you enjoy a wide range of rewards! 


Gold Protection Package Features at a Glance: 
✓ Guaranteed Renewal tor Claims-with this feature, your policy will be renewed rngardless of the number of claims you have. 


✓ Claim-Free Bonus-if you remain claim-free, you can earn a credit of up to 5%, which can be applied toward your next renewal premium. Your current credit amount is $19.59. 
✓ Coverage Cushion -extended protection that provides reimbursement of up to 120% of your policy limit tor covered losses. 


✓ Increased contents coverage -for contents and valuables inside your home (while th'1s amount is typically equal to 60% of your current Dwelling coverage limit, it is increased to 75%). 
✓ Coverage for !heft of jewelry, watches and furs-up to $5000. 
Please see the "Important Information"' section of this form for additional Gold Protection package features information. 


New Personalized Options 
In addition to Allstate® Your Choice Home packages, we also now offer new Personalized Options. These specialized options provide specific coverage and limit combinations that cater to the individual interests of today's homeowner. Perhaps one of these Personalized Options is right for you: 
Prized Possessions : provides extended coverage -up to $10,000 --and increased limits for special assets, such as jewelry, watches and furs and increased limits for silverware. 
Home Enterprise Coverage : provides increased coverage limits for those who work from home in an office or studio and need additional protection for equipment, supplies, furnishings and liability for business pursuits. Also includes $5000 worth of electronic data recovery expense. 
Electronic Data Recovery Endorsement : provides expense reimbursement up to $5000 for costs associated with researching, replacing and restoring lost data. It also provides covorage in the event of lost data due to a computer virus. 


Yard & Garden: includes l1igher limits and extended coverage for trees, shrubs, landscaping and motorized land vehicles (such as riding lawn mowers and garden tractors). 
Sports & Leisure: provides expanded coverage for items such as sports equipment and increased coverage limits for certain watercraft. 


Music & Photography : provides extended coverage for musical instruments and photography equipment. 
You can add a Your Choice Home package or Personalized Option to your policy right away, without waiting for your current policy to expire-just call your Allstate representative for a quote today! 


PROP '510004810081053004221002* 


I IIII II Ill 111111111111111 I 1111111111 ~11111111111 I ~I II ~ 1111111111 ~ 11111 ~1111111111 I 11111 I~ II ii II ii I I~ II I~ 1111111111 
Information asof 
l!ugust 10,2010 


Page 1 
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• Michael Koch Ins 
' 612 S Wells, Unit F 


Lake Geneva WI 53147 


•ll111•111llllpl•l11d11111111h1111111•1l111lhl(l1hhl11111h 
David and Pam Gagnon 
39010 90th Pl 
Genoa City WI 53128-2402 


Your Quick Insurance Check 


✓ Verify the information listed in the 
Policy Declarations. 


✓ Please call If you have any questions. 


I Now you can pay your premium 
before your bill is issued - visit 
allstate.com orcall 1-800-Allstate ®. 


With this renewal, keep getting protection and rewards like never before. 


Allstate ® Yonr Choice Home Insurance-Your Renewal Offer 
We're pleased to offer to renew your Allstate Property and Casualty Homeowners policy 
with the Your Choice Home Gold Protection package for another year. 


With this package, you're saying YES to extra benefits, including: 
• Being renewed regardless of the number of claims you have. 
• For remaining claim-free, a credit ofup to 5% to apply towards your next renewal 


premium. 


• Extended protection iu the event of a covered loss. 


• Increased coverage for contents and valuables inside your home. 
• Coverage for theft of jewelry, watches and furs-up to $5000. 


Be sure to check the Your Benefits and Opportunities page, which provides information 
about the Gold Protection package features, along with ways to save even more on your 
premium. And don't forget that we now offer new Personalized Options, which provide 
tailored coverages designed to meet the needs of today's homeowner-details are also 
highlighted on the Your Benefits and Opportunities page. 


Additional Information 
You'll want to review the attached Policy Declarations to make sure you're comfortable 
with the coverage choices you've made. Also, unless a mortgage company or lienholder 
pays your insurance premium for you, your bill will be sent to you separately. If you're 
enrolled in the Allstate Easy Pay Plan, you won't receive a bill. Instead, we'll send you a 
statement detailing your payment withdrawal schedule. 


PRCf' *510004810081053D04221001' 000000912697167 070 065 WI 


11111111111111 ! 111111111111 I 1111111111111111 I 1111111111111111 f Ii 1111111111111111111 I Ill II Ill II Ill I Ill 111111111111111 


(over) 


ln1ormallon aso1 
AUDUSl 10, 2010 


RP468 







Dulberg 004851


• Have Questions? Please Contact Us 
To learn more about Personalized Options, or if you have questions about your policy, 
please call your Allstate representative at (262) 248-0861. For online services, such as 
making a payment or viewing policy information, you can register at our Customer Care 
Center on al/state.com. And for 24-hour-a-day, 7-day-a-week service and information, just 
call 1-800-ALLSTATE® (l-800-255-7828). 


We Appreciate Your Business 
Thanks again for choosing Allstate-where you get more than just great coverage and 
service. You get Allstate's 75 years of business experience behind you. So you're working 
with a team of people who know insurance and give you the freedom to manage your policy 
your way. 


Frederick F. Cripe 
President, Allstate Property and Casualty Insurance Company 


100810530D422 41097083 









