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Pages: 9




Frem: Billing & Collection
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HEALTH INSURANCE CLAIM FORM
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Helmsman Management
Po Box 7203
London, KY 40742

APPRCVED BY NATIGNAL UNIFGRM CLAIM COMBMITTEE (NUCC) D2/iz
FICA PICA

1. KEDICARE MEDE AED TRIGARE CHAMPY A EEE&P}_‘ BLAN BLK LUN OTHER| 1a. INSURELDNS 1.1 NUMBER {For Pragram ir ftem 1}
:E (Msclizarat} m (Medieaisi) E::} (D D0) E:} ey [ | (AD#) [:] a0 | 999-09-0999

2. PATIENT'S NARE {Last Mame, First Name, Middle nitial) 3. F'A.TEENT % BIRTH DATE 4. INSURED'S MALIE Last Wame, First Name, RMiddle Initiaf)
Kendrick, Raymond 04 | ! 68 |19§é X F[:} The Home Depot

E. PATIENT'S ADDRESS {Ne., Streat) 5. PATIENT RELATIQNSHIP TQ INSURED 7. INSURED'S ADDRESS [Na., Street)

1511 E.Wwardlow Rd. #5 seif | spouse| Jonie] ] omerDX] | 2415 Cherry Ave

Gy STATE | 8. REGERVED FOR NUGE USE GITY STATE
Long Beach CA Signal Hill CA
ZIP GobE TELEFHOMNE {Include Arez Code) ZIP GODE TELEPHONE {Include Area Gode)
90807 { 562 } 7947708 90755 { )

3. OTHER INSURER'S NAME {Last Nams, First Mams, Middls Initial) 16 18 PATIENT'S CONDITHIN RELATED TS 11, INSUREDYS POLIGY GROUP OR FEGA NUMBER

Unknown

. OTHER INSURED'S POLIGY OR GROUP NURBER

2. EMPLOYEAENT 7 {Cureent or Previous)

YES D NO

b. RESERYED FOR NUGCG USE

7
b. AUTO AGGIDENT? PLAGE IState]

DVES XNO | |

a2 INSURED'S DATE OF E\RTH
B

\DDI

04 | 08 11956 M F[]

b OT‘HER GEAIR 1D {Designated by NUCC)

Y4 | WO608D60865

<. RESERVED FOR NUGG USE

<. OTHER AGGIDENT?
(X1

DYES

<. INSURANGE PLAN NAME QR PROGRAR NARE

Helmsman Management

d. INSURARNGE PEAN NAME OF PROGRAM NAME

10d. CLAIM GODES {Designated by NUGE)

. 1& THERE ANOTHER HEAETH BENEFIT PLAN?

K Jres, complets kams 8, 3a, and 54,

DYES ND

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authari
o precess this daim. | 2lso reguest payment of government benefits

READ BACK OF FORM BEFORE COMPLETIRG & SIGNING THIS FORM.

22 the telsase of any medicat or other iwformation necessary
elthar ta myself or to the pakty who zcospis z2ssignment

[

INSURED'S OR AUTHOREZED PERSON'S SIGNATURE | autharizs
payrnent of medizal benefits ta the undersignad physician or supplier for
serfices dascribed balow.

03/06/2019% 12:46 AM

PATIENT AND INSURED INFORMATION — » < CARRIER —>

belaw,
sighEn Sighature On File pATE 3/6/2019 signen dignature On File i
14, DATE OF CURRENT RLNESS, INJUR\ or PREGNANGY (LMP) |15 OTHEKR DATE 16. DATES F‘ATIENT UNAEEE..E T8 WORK IN GURRENT OGCUF'ATIDN A
|5 1 | B DD oYY Bdhd jal3] Y¥ |
04 01 '2007 auaL | ' 439 QUAL| ! RO } ! o ! ‘

NAE\IE OF REFERRING PROVIDER OR OTHER SQURGE
|

17k,

=)

1
. HOSPITALIZATION DATES BELATEDR TO CUBRRENT SERYICES
(Y] YY Bih 513} ¥Y

| NP FROM } } TG : I
19, ADDITIONAL CLAIM INFORMATION (Designalted by MUGE) 20, QUTEIDE LAY £ CHARGES
[j YES [X ND ‘
21. DIAGNOSHS OF NATURE OF ILLNESS OR INJURY Relate A-L lo ssrvics ins below (24E) 'l 22, RESUBMISSION
1GB Ind. | 0 | CADE GRIGINAL REF. NO.
a LM79.1 5 LM60.9 . 1G89.21 s LF430
E M46.06 £ M54.5 s LM51.16 b R51 23, PRIOR AUTHORIZATION NUMBER
L 1 G47.9 il K | L
24, A, DATE(S) OF SERVICE B. G 0O PROGCEDURES. SERVIGES. OR SUPPLIES E. F. 4. H. k. J.
Ta PLACE OF {Explaln Unusitat CircUmstancss) DEAGROSIS oaxs o BENDERING
: EM DD YY |SERMIE | EMS | CPTHEPGS | HCDIFI _PUINTER $ CHARGES | uis PEOVIDER |
i litial: Evaliiation{Compre _ '
06 1 25 118 11 | NEl 1780120386
i ge) s--F?lrst ReportofOccupatlonal Tlr i NO0000X
062518 |06 /25 |18 |11 |01 wel | 1780120386

Iseke, Harold D.C.

Long Beach, CA 80807

] b MEl
| | | | -
25, FEDERAL TAX LD, NUMBER GEN EIN 26. PATIENT'S ACCOUNT NO. 27. ‘égggfz‘ggglggﬂj?\ﬂ? 28 TOTAL CHA‘RGE 28, AMGUNT PAID 0. Fsvd for NUCC Use
B I | |

272582044 L] 46463 Xves [ no s 45188 | 0.00 ;
31. SIEGMNATURE &F PHYSICIAN QR SUPPLIER 32, SERVIGE FACILITY LOCATION INFORRMATION 33. BILLING PRQVIDER INFO & PH # 1f0 870_

INGLUDING DEGREES OF GREDENTIALS Harold Iseke Chiropractic Professional Corp | Harold Iseke Chiropractic Professional Corp

{t ceHity that the stataments an the reverse

appiy 16 s bill and are mads a patt thereof.) 3711 Long Beach Blvd Ste #200 3711 Long Beach Blvd #200

Long Beach, CAS0807

DC30855 3/6/2019
SHENED BATE

= 1780120386 |

a

PHYSICIAN OR SUPFLIER INFORMATION

1780120386 P

NUGCE Instruction Marnual available at: www.nucc.org

PLEASE PHINT OR TYPE

APPHROVED OMEB-0938-1197 FORM 1500 {02-12)
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STATE OF CALIFORNIA DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS

1. INSURER NAME AND ADDRESS e O Mot
Helmsman Management, Po Box 7203, London, KY 40742 COLUMN
2. EMPLOYER NAME c N
THE HOME DEPOT ase o
3. Address No. and Street City Zip —
2415 Cherry Ave, Signal Hill, CA 90755 naustry
4. Nature of business (e.g., food manufacturing, building construction, retailer of women's clothes.)

. County
Industrial
5. PATIENT NAME (first name, middle initial, last name) gcx 7. Date of Mo. Day Yr. A
Raymond Kendrick i | Bith 4781956 ge
8. Address:  No. and Street City Zip 9. Telephone number - N
1511 E. Wardlow Rd. #5, Long Beach, CA 90807 (562) 794-7708 azar
10. Occupation (Specific job title) 11. Social Security Number i
Customer service 999999999 1sease
12. Injured at: No. and Street City County o

Hospitalization
13. Date and hour of injury Mo. Day Yr. Hour 14. Date last worked Mo. Day Yr. .
: Occupation:
or onset of illness

5. Date and hour of first Mo. Day Yr Hour 16. Have you (or your office) previously R Date/Cod
examination or treatment 06/25/2018 treated patient? No eturn Date/Code

[Patient please complete this portion, if able to do so. Otherwise, doctor please complete immediately, inability or failure of a patient to complete this portion shall not affect
his/her rights to workers' compensation under the California Labor Clode.

17. DESCRIBE HOW THE ACCIDENT OR EXPOSURE HAPPENED. (Give specific object, machinery or chemical. Use reverse side if more space is required.)

While performing his usual and customary duties as a customer service worker Mr. Raymond Kendrick sustained traumatic injuries to the back.

18. SUBJECTIVE COMPLAINTS (Describe fully. Use reverse side if more space is required.)

Frequent moderate pain in the back.

19. OBJECTIVE FINDINGS (Use reverse side if more space is required.)

A. Physical examination

+3 tenderness to palpation in the back with decreased range of motion and positive orthopedic tests.

B. X-ray and laboratory results (State if none or pending.)

20. DIAGNOSIS (if occupational illness specify etiologic agent and duration of exposure.) Chemical or toxic compounds involved?
ICD-9 Code Chronic pain due to trauma (G89.21) and Radiculopathy, lumbar region (M54.16)
21. Are your findings and diagnosis consistent with patient’s account of injury or onset of illness? If "no", please explain.
ves
22. Is there any other current condition that will impede or delay patient’s recovery? If "yes", please explain.
10
23. TREATMENT RENDERED (Use reverse side if more space is required.)
Examination, physiotherapy, manipulation.
24. If further treatment required, specify treatment plan/estimated duration Requesting authorization for:
Acupuncture 1x per week for 4 weeks, physiotherapy and manipulation 1-2X per week for 4 weeks, shockwave 1X per week for 4-6 weeks, Orthopedic
and psych evaluation. Reevaluate in 4 weeks.

25. If hospitalized as inpatient, give hospital name and location Date Mo. Day Yr. Estimated stay

26. WORK STATUS -- Is patient able to perform usual work? Yes
If "no", date when patient can return to: Regular work
Modified work 08/06/2018 Specify restrictions No lifting

Doctor's Signature CA License Number DC30855

Doctor Name and Degree (please type) Iseke, Harold D.C.  IRS Number 272582044

Address 3711 Long Beach Blvd Ste #200, Long Beach, CA 90807 Telephone Num: (562) 980-0555
FORM 5021 (Rev. 4)

1992

Any person who makes or causes to be made any knowingly false or fraudulent material statement or material representation for the

purpose of obtaining or denying workers' compenszation benefits or payments iz guilty of a felony.

Page 1 of 2
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State of California
Division of Workers’ Compensation
Request for Authorization for Medical Treatment (DWC for RFA)

Attach the Doctor’s First Report of Occupational Injury or Iliness, Form DLSR 5021, a Treating Physician’s Progress Report, DWC Form PR-2, or
narrative report substantiating the requested treatment.

[v] New Request [ Resubmission Change in Material Facts

] Expedited Review: Check box if employee faces an imminent and serious threat to his or her health

[ ] check box if request is a written confirmation of a prior oral request.

Name (Last, First, Middle):  Raymond Kendrick
Date of Injury (MM/DD/YYYY): 4/1/2007

Date of Birth (MM/DD/YYYY):  04/08/1956

Claim Number:  WC608-D60865 Employer: THE HOME DEPOT

Name: Iseke, Harold D.C.

Practice Name: Harold Iseke Chiropractic Professional Corp Contact Name:

lAddress: 3711 Long Beach Blvd #200 City: Long Beach IState: CA
[Zip Code: 90807 |Ph0ne: (562) 980-0555 Fax Number:

Specialty: License Number: DC308355

E-mail Address:

Company Name: Helmsman Management Comntact Name:
Address: Po Box 7203 City: London |State: KY
Zip Code: 40742 |Ph0nc: Fax Number:

E-mail Address:

List each specific requested medical services, goods, or items in the below space or indicate the specific page number(s) of the attached medical report on
which the requested treatment can be found. Up to five (3) procedures may be entered; list additional requests on a separate sheet if the space below is
linsufficient.

Di . ICD- Procedure CPT/HCPCS |Other Information: (Frequency, Duration, Quantity, Facility,
1agnosts Code Requested Code etc.)

Chronic pain due to trauma (G89.21 ACUPUNCTURE 1 x per week for 6 weeks
Chronic pain due to trauma (G89.21 CHIROPRACTIC 1-2 per week for 6 weeks
rsggﬁ)ai enthesopathy, lumbar |\ o5 |acUPUNCTURE 1 x per week for 6 weeks
Spinal enthesopathy, fumbar |y, oo |epropracTic 1-2 per week for 6 weeks
region

L.ow back pain M54.5 ACUPUNCTURE 1 x per week for 6 weeks

Date of Request: 06/25/2018

|:| Approved |:| Denied or modified (See Separate decision letter) D Delay (See separate notification of delay)

|:| Requested treatment has been previously denied D Liability for treatment is disputed (See separate letter)

Authorization Number (if Assigned): Date:
Authorized Agent Name: Signature
Phone: |Fax Number: E-mail Address:
Comments:

DWC Form RFA (version 012014)
Page 1 of 2
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Diagnosis

ICD-Code

Procedure Requested

CPT/HCPCS Code

Other Information: (Frequency, Duration, Quantity, Facility, etc.)

Low back pain

MS54.5

CHIROPRACTIC

1-2 per week for 6 weeks

Page 2 of 2
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Harold Iseke Chiropractic Professional Corp
3711 Long Beach Blvd Ste #200
Long Beach, CA 90807

ELECTRONIC PROOF OF SERVICE

I am a citizen of the United States and a resident of the County of Contra Costa; I am over the age of eighteen years and
not a party to the within entitled action; my business address is P.O Box 20758, El Sobrante , CA 94803.

I am readily familiar with Harold Iseke Chiropractic Professional Corp practice for electronic service of correspondence
that is maintained on Harold Iseke Chiropractic Professional Corp electronic database.

On 03/06/2019, the within letter(s) were served on the parties in said action, by sending a true copy thereof electronically
on the following parties:

Attn: Bill Review / Claim Examiner
Helmsman Management

Po Box 7203

London, KY 40742

Phone#: (800) 821-0967 Fax#: (603) 334-0221

Attn: Applicant Atty

FOLEY, LAW OFFICE OF NATALIA FOLEY
8306 Wilshire Blvd. Ste 115

Beverly Hills, CA 90211

Phone#: (310) 707-8098 Fax#: (310) 626-9632
Email Add: noleylaw(@gmail.com

Attn: Defense Atty
Albert & Mackenzie
16600 Sherman Way Suite 150

Van Nuys, CA 91406
Phone#: (818) 650-6900 Fax#: (818) 721-8649

Executed on 03/06/2019, at El Sobrante, California, 94803.

L, Chris Flores, declare under penalty of perjury, under the laws of the STATE OF CALIFORNIA, that the foregoing is
true and correct

Electronically Signed By: Chris Flores

Page 1 of 2
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Form S B Request for Taxpayer ng ;;ZT ; t:it
i, Deoa g 20 ey |  Identification Number and Certification cond to the RS,

. Internal Reveruse Sarvics
1 Name (as shown on your incomsa T retumy). Name is required on this line;] do not leave this line blank.

Howelof | S&K{’

2 Business nema/disregarded entity name, if differant from above

Aernldf Selke, Chire éi’r’&ff}fﬁ @’\@&K!ma% C@"“Por’“«'f“{m

2 Checit appropriate box for federal tax classifieation; chack only ene of the following ssven boxes: 4 Exemptions (codes apply only to
3 Individuaifsols proptistor or ] ¢ Corpormtion E & Corporation || Parmership "] Trusvestate f;;ﬁ:&?gﬁ'gﬁ? ;f;;“ gt\rmtsz sae
D f.;:?ii:c?;;r;i?;;;ﬁpmy Enter the 1ax chissification (0=C cotporation, 3=8 corporation, P=partnership) b Exempt payse cods {f any)

MNoke. For a single-member LLC that is distegarded, do not check LLC; checkthe appropnata box in the line above for Exemmption from FATCA reporting
the tax clagsification of the single-memiber owner. - | code {if any)
L:E Other (ses instructions) b (ANERS K ACOUNTS tabaingd oUtsids the U.S.)

5 Address (numiber, street, and apt or suiie no.) ) Requester's nams and address {optionall )

3‘_}}5 dong Bfacl Bl Uogﬁzﬁc)

8 City, state, and ZiP code

R Print or type _
- See spe;c‘rﬁc Instructions oh page 2.

lons Peach, ORA OO

T List accom';t numiherfs) here {uptlonal}

Taxpayer identification Number {TIN}

_Enter your TIN in the appropiate box. The TiN provided must match the name given on fine 1o avoid | Suclal secisity number

backup withholding. For individuals, this is generally your social security number {SSN). However, fora

_resident alien, scle proprietor, or disregarded entlty, see the Part | instructions on page 3. For oither - v
.. entities, it is your empioyer identification number {EIN). i you do not have a humber, ses How io geta
iiNonpaged. oF

Note, If the account is in more than one narme, ses the instructions for fine 1 and the chart on page 4 for | Employer identification number !
: -guldeimes on whose nmber to erder,

Certification

Under penalties of perjury, | certify that:
1. The number shown on this form Is my correct tapayer Identificativn number [or | am walting for a number to be issued 1o me) and

2. amnot subject to backup withholding because: {a) | am exempt frorm backup withholding, or (b} | have not bees notifled by the Internal Revenue
- Service {iRS) that | am subject to backup withholding asa result of a fallure to report alt mterest oF dmdends, or {c} the RS has notified ma that | A
nolonger subject to backup withholding; and -~ . . .
3. tama US. oltizen or other U3, person {definad below); and
4. The FATCA code(s) entered on this form {if any) indicating that | am sxempt from FATCA reporting Is correct.

Certification insfructions. You must cross out Hem 2 above if vou have been nolified by the IRS that you are currently sublect to hackup withholding . - .

© because you have falled 1o report alt interest and dividends on your tax retum. For real estate transactions, tem 2 does not apply. For morgage

~interest pald, acquisition Gral anconement of secured proparty cancei!atim of dab’t contnbut!ons to an individual refirement arrangement (lFiA}, and

. generally, payments other than ifiésy
instructions on page 3.

Sian 4 o
Here U.S. pareon

ower 12[16f2016

Gmmg 5“3’“’&10&0“3 : - ) s Form 1028 thome morigags interest), 1098—!5 {stuclent loan interest), 1085-T
£ G5 fuition)

- & Form 1089-C {canceled dab)
= Form 1098-A (aoguisition or abandonment of sesured property)

o

Section references ars 1o the Intemad Revenue Code unless othetwise nated.

Fulare devslopments. Information about developments affecting Form W-8 {such .

a5 legislation pnacted after we ralease H) ks at woww. irs.gowiws. . )
: S T Use Form W-2 only if you are a 1.8, person {including & resident alien), to

. Purpese of Form ~ . provide your correct TiN.
. "An individual or entity (Form W9 requestsr) who is required to Ble an information . # you do nat return Form W-9 1o the requester with & TIN, you might be subjett
- return with the RS must obtsin your comect taxpayer identifisation number (TIN} - o-backup withholding. See What s bachup withholding? on page 2,
_ which may be your secial security number (SSHN), individual tawayer identification . By signing the filled-out form, you:
- rumber §TIN), adoption epayer iderdification number (ATIN), or eropiover . . P .
identification number (EIM), to report on an information refurn the ameunt paid 1o . m%fm ke TIN you are giving is comeot (or you are waiting for a number
you, of other amount reportable onan information rekun. Bxaimples nf :m‘ormatmn o
C Tretums include, but are ot Emited fo, the fcilowmg - I 2, Certify that you are not subject to backup withholding, or
= Form 1009-INT {interest eamed or paid) . 3. Claimr-exemption from backup withiolding i vou age a U.8. exempi payes. if .
- . . - applicable, you are slsp cortifying that as a ULS. parson, vour aliocable shere of
& Form 1092-01V (ciwd?ndﬁ, mnchuding those fom stocks or mutual funds) " any parinstehip income from & U.S. frade or business is not subject 1o the
- o Form 1089-MISC {various types of incums, prizes, awards, or gross procesds) withholding tax on forelgn partners’ share of effectively connetted kceme, and
* Foin 1099-B fstock or mutual furmi sules and certain other ansactions by 4. Certify that FATCA codefs) antered on this form {if amy) indicating that vou are
brokars) exermpt from the FATOA reporiing, is conect. See What is FATCA reporting? on
= Fomn 1085-S (procseds from real sstate h*ansac‘tacms} page 2 for frther information.

= Form 1098-K fmerchant card and third pary network transactions)



