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~:0,05, :: 4 2PM JA:~~u:,~:~ SUPPLY 

P.o. eox 4t59 First Report 
_,.M.S.F. MAIL ROOM #12 F8'!:406444-IS983 Helena, MT 59804-4759 

Voice: 800432~102 

Worker Dept Cod1;1: (If a 

Medical 

Signature 

No.8175 P. 213 

Adjuster Date Stamp 

4 
D:l.tc I Amount 

/ 
o~ 

~'-tf t»atlnutd? 
0 Yes 0 No 

State PoJU! Code: 
Ml' 

'Ihls u inyW,ii:Q fbi:wor~c:n' rompcm>1don ~~ c{g,c to th<; <:>1Nhc.-joblnjuq.~iti011:i.!dl~;t Otd~ of th.e ~.,,c.rwned worker. I unlkuwnd thf.t sigtifogtlJ~ 
~.ajm. for COlrlpulll2Qon alltfiO~ the rcJca&c of .cchabi.litUion tcC;Ollh, SodJ S«urlty tccofdl Md hel!Jili ~ l.nfulll>.•tiotl (r;ntd,i<:"" J:«<)r~\$} tdtW.111 IO thil claim {(J the 
wo.tb.a:' compauWOl'I lntum l.Od !he~· ~ta • .l -1to Wllkn'tand m,,t if I obtilii OJ: c:rert unawhori~ contl.'Ql ovef wor~t1' co~tion ~ T m2y be fine.{ 
and/ ot imptifOCICd. 

Sbm..wie oflnJIU!ed Work~ ot l!eudiduot: tnte 

P~ll OM!!B.cuion Olde 

under-..bichyo11repon €'I J , .... 00 
emol•ivor.'• ~: DAtc:~' !"?--+---) 0-=----.s= _ 

&3-c:>St- 37{.f-- ~ 
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MOUNTAJN SUPPLY 

2101 Mullan Road 
1'fissoul~ MT 59808 

No.8175 p. l/3 

JAN 0 3·2005 

543 ... 8255 Fax# 728-5888 M.S.F. MAIL ROOM #12 
i 800-821~1646 
: -Ti-o:-~rrm-~-~;::;=b::.---N-· o---=..::..::::=_;::: .· ~F~ro~m~: --=,-:;=tA=:--CA-t::__..14:--:-1 _Qd? __ _ 

' ' 

' 
' I 

I 

Company: -------
Phone#: --------
Fax#: Yol1 - lf'--'4: ~ S9w"3 
Date: 'J3 ! 0$ 
Nnmber of Pages:_. _?,.......___ __ _ 

Company: llouataia luppl9 Co. , 

Phone#: 

Fu#: 

Email: msc@mounuinsupply .. com 
a URGENT o FORREVIEW 

CC: -. --~-~---.---.,.--- )<"PLEASE co~ a PLEASE REPLY 

' Message: 

; 8AN D ·,srv~1 ~&\.\.. '\?~ 1N To~ otzR..ov.J IO 
.' St~t--J ~ A-~u~-0 ~ri~, 12t~IC\ '.FoVZM · . 

.. i (.\,\)() o01i e-01,.rnQ.o~l.~ WH ... "'· 13~ ~PA-fi1!0b ~ . 
! ~'I Yu>\_.\..- l ~ ~o~ A l}'Ql\.t. ; 
i v\)ov\..-D \'\ -s~ ~5te,Ct=: \012-cc....~\'\J:c_· A.. ~IM : 
i ~tA.M~'EQ. ~o \,\ 'C(-.\rJ 13~ ~/)L-\€0 TO C!o1.11.Mvtt..J ny.1 

' ' l - .i' n I . . . 
f ~v~I~· : .. i. 
; '.p""~~ C.ON\f\.c....\ M~ rt=Y<U1. Ht-tVt: ~ tPv<~llo1S. 
____. . : 

i l ~1l. yout ' 
; ~ tt-tbc~"i) 

' I 
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J a n • 3 .. 2 0 0 5 4 : 4 3 PM MOUNT A I N SUPPLY ••• COMMUNrrY •••• 
No.8l75 P. 3/3 

2827 Fort Mrssovla Rood • Missoula, MT 59804 

('106) 3'27-4747 • www.commvnitymed.org 

,·RECEIVED 

JAN 0 3 2005 

You were unable to give us your complete insurance infonnation ·at the tun~o~foM~~OM #12 
·Please c.omplete the items checked below. Please mail to 1he Patient Accounts Department at the 
above address .or call our custotµer·service representative at-406-327-4747 with the correct1 

infolnlation. If we do not receive your insur!Ulce inform~tion within 7 days from your sernce 
you will be responsible for billing your own insurance. , a /" · ~ · t 

.. 6:) ZOD:JD,0.1 oZ.; 
Insurance lufonnation: 

0 · NameofinsuranceCompany __ -..----.------~---.----
0 Policy or Certificate#-----.----------~----
0 Group# ___ ~~~~--,,_,.----~---~..._-.--~--~ 

·. ' 0 Subscribei: Name 
----------~---~------...-.-~--...-.-0 Subscriber SS# 

-~~~--..,....,....~--------~----~----0 Addr~ of~surance Company ______ -...-_.,....,... ______ _ 
D Copy of Your Insurance ID Card - Both Front and Back 

Third Party/Private Auto Insurance: 
· 0 Name.of Insurance Company __________ ~-----
0 . A~dress of Insurance Cornpany _____ __.,,___,..-.-----~--'-:-
0 PoUeyNumbers _________ __,__..,.._--.---.------

0 Agent or Adjuster Name __ ~-~--......... --------~ 
0 jelei>hone.Num~ of Agent or Adjustor-....---------------~ 
0. Policy. Holders ~lame & Address_~_..,._,. ___ _,_ _ _..,__~---

IF TIIERE IS .AN ADDmONAL INSURANCE YOU WOULD LIKE BILLED, PLEASE 
PROVIDE INFORMATION ON THE BACK OF THIS .FORM. . 

Customer Service: 406-327-4747 
Fax Number; 4()6..327-4545 . 

"·Thank you for·o/QUI time and cooperation. 

8261-lD 

...... 

,. 

# •• 

• 
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05 05 09:42a 
.. 

-~fil la~ 
P.O. Box 4759 

Helena, MT 59604-4759 

Worker 
l.."1t Name 'f"\ 

\_/ I ~ N 'G:'f 

. ~-· ·-. ----·---·· 

Doue: Tallent 40$-?28-0590 p.2 
~ECEIVFnlN 

7·- JJDS--otR~~~ 1 t J~ o s2005 

First Report 
Fax:406-444-5963 

Voice: 80~32-6102 

Dept Code-: ur appncabla) 

. S.F~ MAlL R~OM 

- ' ~djuster Date Stamp 

l!d~tion 0 l..cs.! 'Ilian High School Cf 

0 GEO or High School Diplom~ 
S lkyonll High School 

1 
cc I Arnouni 

H 11. I CO ... 

olc 0 Unknown 
caWC 

es 

Medical 

2) 

. s~fccy equipment provid 
iQ,Yc' 0No 

Slate Pono.I Code 
MT 

UK>J? 
Yes 0 No 

So.l1try contin"od? 
0 Yc:s 0 No 

~~~W~'A(1P~·~~~d:tiSr."1~~.r..wu;--;~~~~~~.....,-w..=-rr.Ti.::r""""'~..:.~.am~~11U:~&'!~-lZ':':tW"~,,:.·.tt;""::"T!!~a~ .... -"'!t..T;o".l-:"Jrn:tt=
1 ii Thia Js my dl\i "1 fur wo1kcN' compcllS<ltlon benefits due co the on•rhc·job injluy, occup:itlonol disease or dC1lh of chc above nnmc:d worlc~r. I undcmta nd that 'igning this ~ 

~ cl11im for compc:n~;i.tioll tlllthe>ti?.c~ the rdei.5e of rcbablllmtian rccon'ls, Soclll.L Secudcy tccord' nnd health c:IIC infoanalion (medical recorcls) r-=lr:v~nt to thb d~im to the ;) 
~ "'orkcn: C<l~pa152don insurer ::r.nd the in.sllfcr'~ ngcnts. I ~u undcr.uand dm ifI obll\in or i:otcrt unauthorittd control over workciti' oompcnntion benefits, 1 m~y be ftnw ri 
~ and/ or .IDlpnsoncJ. iJ 
ij SintUturc Df Tniim:<l Worl<er or Bcnclici:uy: · Olio~~ &:1 ~~~lr.:#.~....,.x-:d:.wiw~..-w.mJr."~ti:"l'/P.::.t"{~_µr6111!'~·~~~:;,:r~~f.!:'l'.~~«ai.~~f"'1.~t";":~".t'1l-W.Jl"'"''l"'.ff~~~\"\'lit.2;.1'?."~"°A:t~·~A?r>..,t.l 

under which you rcl"'n 
emnl<Wt:f:'• ""'1Dt'>;' 

· Em lo er 

Wt>.$ wor~M in~cd while in 
yoUI employ? ~ yc.s 0 no 
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~~ .. :: :~5.,~·::·: $·: ·:•· . .. 
Doug Tallent 406-728-0590 p. 1 

r .... -..... -· ....... -------; .• =· - >· .... ----------· ..... _! 

l I moun.111n suPP1Y· oo. 1 ! . : . ' : 
1 
.. ,.... ..-·- -·-· -- .,.,_ •o.••, •• , • • " •<-, "·• • 1, -·· -., • .,.,. .. ..,.,. • •• • < • 1 •u-~•• • • • ,., • n-. , ' '0 • 'I • • • • • i 

I 

2101 Mullan Road RECEIVFn 'N j 

Missoula, MT 59808 JAN O 52005 i 
543-8255 Fax# 728-5888 s.f, MAJi.. RuOM 

800-821-1646 l 
~~~~~~-~~~~:::..::..;~=-=.-=.;;.....:..:;__ _ ___,,....-~-~--~-~ 

From: __ .;!C..D-!::C>~·J.::.:..c. __ /1,..1.A...:.;;L-;;;..;;t.,..........;;.._~_,-1_r__ ! 

Company: __ ~----~----~ 

Phone#:. ____ ~---~~-

Fax#: ___ 4_c.....:.l_-_4......:.i.j.....;~---5_q....::;..~ """-} __ 

Date:. ____ ---=/-1-/...;;.. 5-../-/.;;..0..;;...>--____ _ 
I I 

Number of Pages: __ 2""'-----
CC: __________ _ 

Message: 

/iA?.- ~· ~ 

H:::k - l~ THC.. 

Company: ••uatcaira lupplg Co. 

Phone#: 

Fax#: 

(406) 543.;g255 . 

(406) 728-5888 

Email: msc@mountainsupply.com 
a URGENT a FORREVIEW 

a PLEASE COMMENT o PLEASE REPLY 

~ ·? 2-r-::r t\ ' 

AD .0 I \ I D Nit ._ 

lioataaau PIHdlg luildia9 Pe111taeulliP1 liace 1960 
"' ··------· .. - .............. -... ·---·-~ ... ~··--·~-----~··-· ·-· ...................... - .................. -.... ',_, ...... .- ..... . 

! 
; 
I 

r 
i 
! 
1· 
l 

/ 
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~~WTAN~!I> 
~17\TE.-UND 

January 05, 2005 

EV AN A DISNEY 
7777 ST ARR DRIVE 
MISSOULA MT 59804 

RE: First Report oflnjury 
Evan Disney 

5 South Last Chance Gulch • P.O. Box 4759 • Helena, MT 59604-4759 
Customer Service: 1-800-332-61 02 or 406-444-6500 

Fraud Hotline: 1-888-582-7463 (888-MT-CRIME) 

Claim Number - 03-2005-06962-7 

Dear EV AN DISNEY: 

Please read this over carefully and check it for accuracy. As I explained to you on the telephone, 
one of your parents or a legal guardian will also have to sign this due to your age. After you and 
your guardian have signed it, please return one copy, and keep one copy for your own file. 

Please call if you have any questions. 

Sincerely, 

Lynn Lutz 
Claim Adjuster 
(464) 444-5961 

Enclosure( s) 

SF·MIS MC55L5 (REV 06/04) 
Injured Worker Under Age Verification 

Montana's insurance carrier of choice and industry leader in service. 
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Fo:rmJ :Procea.mes: .tnc1v1V,l\,l.LUu1µ>.c.uv'-' >~-- ~ ---- , _ 
· _Montana Vocational Rehabilitation Prograros (MVR) 

· · .~ .. · MontanaD.epartmeil.tofPublicHealth&IlninanSer-vices · : ~/~-V 
· AUTHOlUZATION FOR RELEASE OF PERSONAL INFORMATION ( .r w I 

0 "n~ fue inf~nnation is disclos~ it may he subject to r~closure by the r~ipienl and federal priva.cy Jaws.or regulations may110 longer 
.,."" vteci. the informapon.. I can cancel permissiorito ;use and disclosemyinfo,nnation atwy time inwritipg_Permissionto ~e ~d ill_sclose · 
'•.... .ilcobo 1 and drug trf«llment rewrds can be canceled by talking W:i1h my counselor. :Myn;fusal to sign fuis 1elease may impact tbe provision of 
.. "'. 11\lR services and my counselor will inf orrn Ilfe oJ;_the .i.¥1pact sboy1d J choose not to sign. 

h" ·Mt' .:51a.:ca. -tt-un..a @· . ~ 
;::; To: \. LJo ( ~· 1 Gn wif? . · Return to: VR Qnmsdot-,--......... _~_,,,_~ 
(il.~ · ~ · Vocational Rehabilitation 
.,... ftJ .6 415'l SI IPo+ N __ ~ 2675 Palmer St A 
. .;.., · · Missoula, MT 59&08-1700 . 
~ y.e/vruL (Jilt 51 ((2 Of-~(.;. 'J Phone: 406 329 5400 Fax: 406 329 5420 ,, 

*********************~***~***************************************************************** 

Bir:th date: Y J l ?t l ?fn 
· Social Sf!curify #: 5 t 3: - j 3 ..... 'i-'ilff!J · 

~_;.eques_t and autpqrize to r~~e to 1'.1~~™:a Vocatio~al Re~abiliration ~e ~ified ~onnation 
llT'1 authorize Montana Vocational Rehab.ilit.O:tJ.qn to release to you 1:he specified informa't!on 

·n:esp~cifieil expiratio; datefiJr thZ: rele~e of infcn~~on is~ (. J~· ( t={ ._ (~e~;~~ date:may 
not e..x:cee<l 30 months from the ate of signature. The cxpiratl.cm date LS 6 months.from signature. if this field lS left blank.} 

' \ \ I \ I . • . . 

E:x:plan:ation I Pur:pose: t 

anon T~ Be Released: plea.se initial thaf "info.nnation you wi.s11Teleased 
'Y-: edical Records. . _ . . Social InfoIIDaqoo . ___ VlDik Evaluation 

x sychological E-val~iion/Treatment · · Academic fufom:iq:tl~ __ .'--'Emp1oymen1 lo.formation 
.. ' . 

______)sjchiairic Evaluation/Treatment ___ Chemi~ Dependency A.ssesSm.ent!Treatment 

_:_-====-S_0C1_.al...:.·_,__s_ec_u,,,___n_·ty ______ ~--- -------~in_an_c_ia_1 ~9~~-ion. __________ -~- ------ .. ·--·----.. ·- ··-
. . 

·~e: ... 
·a·~- ~ 

: . :-~""''r""ov""'ai=._ =::;;;;:;;?~=------

... -

. Dat{ . . 
.//(· (12-

*Panmt or Guardian Signature I Approval Date 

. '"''*Witness Si.gnature Date . 

"'~V/itness ·Signature . Date 
*If consumer is a mIDOT~ signature of a parent OT guardian is required. 

4 ~ Jf unable to v.'rite his or her nami;:., the consumer shouJd enter an 1.x" or other mark Sl.gi.tatures of two v.~tnesses ai 

required. . . . .. . · _ . .· . · . _ . 

I request this authorization to release personal information be revoked. 
Signature: Date: _____ _ 

Vocational Rehabilitatio~ is ~HIP .AA compliant frogra~ .. of Department of.Public Health and liuma1;1. Senii 

-. 




