
DAVID FEDER, L.AC. 
TeL (323) 933-2444 iFax (323) 933-2909 

6221 Wilshire Boulevard Smile 604 12626 Riverside Dr., Smite 510 
Los Angeles, California 90048 North Hollywood, California 91607 

PROOF OF SERYICE BY MAIL 

STATE OF CALIFORNIA, COUNTY OF LOS ANGELES 

I am a resident of the County aforesaid: and I am over the age of eighteen years and not a party 
to the within action: my business address is 6221 Wilshire Blvd., Suite 604, Los Angeles, CA 90048. 

On 22 day of April, 2021, I served the within concerning: 
Patient's Name: goineutcrc, Sudra 
Claim Number UW2000031099 

On the interested parties in said action, by placing a true copy thereof enclosed in a sealed 
envelope with postage thereon fully prepaid in Los Angeles, California, to be hand delivered Via United 
States Mail. 

MPN Request QME Appointment Notification 
Notice of Treating Physician Referral Notice 
Medical Report 

Re-Evaluation Report / Progress Report (PR-2) 
Initial Comprehensive Report 

Itemized — ( Billing ) / HFCA 

QME Findings & Summary 
Doctor's First Report 

dlt.FA 
List all parties to whom documents v,Fere mailed to: 

Waters Defenders Law Group 
Natalia Foley, Esq. 
1018 E Santa Ant Canyon, Suite 100-215 
Anaheim Huh, CA 92108 

Next Level Adinialeka:o' rs 
P.O. Box 1061 
Bradenkni, FL 34205 

E Chart Notes 
E Authorization Request For Evaluation/Treatment 
4/15/2021 

Eric Gotham DC 
6221 Wilshire Blvd, Suite 604 
LOb Angeles, CA 90048 

I declare under penalty and perjury under the laws of the State of California, that the foregoing is true 
and cOrrect, and that this Declaration was executed at Los Angeles, CAlifomia on 22, day of April, 2021. 

use Ponce 



E. DAVID FEDER, LAc. 
sp_oms-m-E orcirararOirriropss-

6221 Wilshire 
•el. 323 

April 15,2021 

Eric E. Crofinuig Chiropractic Corp. 
6221 Wilshire Blvd., Ste 604 
Los Angeles, CA 90048 

Re:Patient: Roquemore, Sandra Ann 
EMP: American Guard Services 

Next Level Administrators 
Claim #: UW2000031099 
WCAB #: ADJl3817769; ADJI3188144 
DO!: CT:4/1/2020 — 10/26/2020; 8/1/2020 — 11/3/2020 
D.O,E./Consultation: April 15, 2021 

TreatinE PlivsiciaiLls Initial comprehensive Consultation Renort 

and Ilenutst PIP' All thgrIZAtiQ11 

Dear Di, Crofnung: 

The above-captioned patient was seen at your request on the above date of service for 
examination and evaluation by the undersigned physician, a Licensed Acupuncturist qualified 
and licensed by the California Acupuncture Board of the State of California 6221 Wilshire 
Boulevard, Los Angeles, California 90048 on the date of service listed above. The time spent 
performing the examination and evaluation by the undersigned physician was in compliance with 
the guidelines established by the Industrial Medical Council or the administrative director 
pursuant to paragraph (5) or subdivision (j) of Section 139.2 or Section 5307.6. 

This report and bill should be kept together by the Workers' Compensation carrier for the 
review company. The claims examiner should forward this report to the defense attorney and 
nurse case manager. This report serves as a written request for written authorization for today's 
evaluation/consultation and all additional appropriate treatment. This request is in compliance 
per AB 775 and with the mandates contained in Reg. 9792.6. Please pay within 60 days to avoid 
interest and penalties per labor code 4603.2 and 5814. 



Re: Patient: Roquemore, Sandra Ann 
D/I: CT:4/1/2020 — 10/26/2020; 8/1/2020— 11/3/2020 

This authorization for treatment is made in compliance with Labor Code 4610 and 8 CCR 9792.6(o) and 
therefore serves as a written request for tanhorization for today's evaluation/consultation and treatment 
recommendations as described in this report. Please comply with Labor Code 4610,8 CCR 9792.11 —9792.15, 8 
CCR 10112— 10112.3(forrnerly 8 CCR 10225-10225.2) and Labor Code 5814.6. Plesse comply with Sandhagen 
v. State Compensation Insurance Fund (2008)44 Cal, 4 ch 230. Please comply with JCSUS Cervantes v. El Aguila 
Food Products, Inc. and Ciga, eta],, WCAB en bane, 7-0, November 19, 2009. Be aware that Labor Code 4610(b) 
requires the defendant to conduct utilization review on any and all requeats for treatment. Furthermore, Labor Code 
4610 Utilization Review deadlines are mandatory. Ills the defendant's duty to forward all consultation and 
treatment authorization requests to utilization review. Be aware the defendant and insurance company has five 
working days to authorize, delay, modify or deny a request for all treatment, but 10 days for spinal surgery. Please 
issue timely payment fer medical care and treatment rendered in order to avoid payment of interests and penalties, 
per tabor codes referenced. Failure of the defendant or insurance company to rospond in writing within five working 
days results in an authorization by defistdt. Furthermore, failure to pay for "self-procured" medical care when 
utilization deadlines are missed triggers penalties for the defendant or the insurance company due to violation of 8 
CCR 10225- 10225.2 and Labor Code 5814/5814.6 and 4603.2b. When there is a dispute with regard to treatment, 
the right to proceed with the Labor Code 4062 process belongs exclusively to the injured employee. If the treatment 
recommendations art not authorized by the Insurance carrier, this report and bill should be kept together by the 
Workers' Compensation carrier for the review company. The claims examiner should forward this report to the 
defense attorney and nurse case manager. 

In an effort to expedite the delivery of medical services and treatment to the patient, all Utilization Review 
phone calls must be scheduled with our office at least 24 hours in advance of the requested phone call date and time. 
As my office treatment schedule is filled months in advance, the aforementioned is necessary in order to allocate a 
date and time for the Utilization Review phone call and thus, expediting the process by ensuring all panics are 
available for the discussion to address all needed issues. Per Labor Code 9792.9(h), "Every claims administrator 
shall maintain telephone access from 900 am to 5:30 pm Pacific Time, on namel business days, for health care 
providers to request authorization for medical services." 

My history and physical examination are as follows: 

HOORY OF INJURY 45 PRESENTED BY THE P_AT1ENT: 

The above referenced patient reported sustaining an injury to the below-referenced body 
parts on the above-referenced date of injury during their course of employment as a security 
guard. The patient leported the injury resulted while performing their usual and customary work 
duties which included hours of standing and walking. The patient reports that they are not 
currently working. 

WORICHISTQRY,

The patient denied and concurrent employment at the time of injury. They denied any 

other employment or activity that could contribute to, or further worsen, their condition. 

CHIEF Cymru CommAitirs: 

1. Pain and stiffness in the lumbar spine which occasionally radiates into the bilateral lower 
extremities, best described as constant and moderate (7/10) becoming severe (9/10) with 
activities that include prolonged walking and standing. 
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Rt: Patient: Roquetnore, Sandra Ann 
DII: CT:4/1/2020 — 10/26/2020; 8/1/2020— 11/3/2020 

ZATEI=CALIIIIEDDAX 

Previous illness: None, 
Previous Injuries: None. 
Previous surgeries: None. 
Allergies: None. 
Medications: None. 
Past general health Good. 

Ears/Nose/Throat: Denied. 
Eyes: Denied. 
Lungs: Denied. 
Liver. Denied. 
0-I tract: Denied. 
Kidney/bladder: Denied. 
Reproductive: Denied. 
Neurological: Denied. 
Heart/Circulatory: Denied. 
Psychological: Denied. 

FwaY Jimmy 

Family history is non-contributory. 

SOCIAL litsmitv 

The patient smokes tobacco. 
The patient does not drink alcohol. 
The patient does not exercise, and does not pardzipate in cny sports activities. 
The patient explains they are only able to perform their activities of daily living with pain 

and limitaticers. They are not able to perform their customary and usual work duties due to pain 
and impairmeni 

The patient has not returned to work. 

PHYSICALPIALLIATION ZOSITNE QELIECavE FINQWCIS: 

Initial Obserratiort; 

The patient is a 66-year-old right-hand dominant female who appeared to be their 
reported age, and was well developed, well nourished, well proportioned and of average build. 
They appeared to be alert, cooperative, responsive and oriented times three. The patient was 
previously released from therapy having been determined to have reached maximum medical 
improvemeal The patient has experienced a flare-up in their lumbar spine and was referred to 
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Re: Patient: Roquemore, Sandra Ann 
D/I: CT:4/1/2020 — 10/26/2020; 8/1/2020 — 11/3/2020 

the undersigned for a trial course of acupuncture to address the current flare-up. Their 
movements were guarded and they presented with an antalgic position to their lumbar spine due 
to pain. 

PHYSICAL EVALUATTO —PQSITIVE_DIDECTIVE FTNDINGS; 

Lumbkli SIAM 

Examination of the lumbar spine revealed tenderness to palpation which is moderate 
with moderate myospasm and guarding in ihk:. bilateral lumbar paravertebral musculature. 

The ranges of motion testing for the lumbar spine were as follows: 

Flexion 60 / 90 
Extension 15 / 25 
Left Lateral Flexion 15 / 25 
Right Lateral Flexion 15 / 25 
Left Rotation 30 / 45 
Right Rotation 30 / 45 

INITIAL DIAGIVSTIC IMPRE,SSI034S: 

1. Lumbar spine sprain/strain. 
2. Lumbar spine Myofaseitis. 

DIScUSSIoN AD EXCOWMEDATIQNS: 

In view of the patient's chief current complaints and the examination of findings with reference to the 
patient's current evaluation with regard to the above-referenced area of complaint pursuant to Title 8. Industrial 
Rektions Division 1. Department of Industrial Relations, Chapter 4.5. Division of Workers' Compensation, 
Subchapter 1. Administrative Director-- Administrative Rules, Article 5.5.2 Medical Treatment Utilization 
Schedule, section § 9792.21 which govern acupuncture treatment which states: (A) The indications for acupuncture 
include the following presenting complaints in reference to the following the MTUS Practice Guidelines (i) Neck 
and Upper Back Complaints; Op Elbow Complaints; (iii) Forearm, Wrist, and Hand Complaints: (iv) Low Back 
Complahits; (v) Knee Complaint (vi) Ankle and Foot Complaints & (vii) Pain, Suffering, and the Restoration of 
Function. (B) Frequency and duration of acupuncture treatment may be performed as follows: (i) Time to produce 
functional improvement: 3 to 6 treatments. (I1) Frequency: I to 3 times per week; (iii) Optimum duration of 
acupuncture treatment as related to a body part is 1 to 2 months. (D) Acupuncture treatments may be extended if 
functional Improvement is documented as defined in Section 9792.200) of the Medical Treatment Utilization 
Schedule which states: "Functional improvement" means either a clinically significant improvement in activities of 
daily living or a reduction in work restrictions as measured during the history and physical exam, performed and 
documented as part or the evaluation and management visit billed under the Official Medical Fee Schedule (OMFS) 
pursuant to Sections 9789.10-9789.111; and a reduction in the dependency on continued medical treatment. 
Shoulder complaints are referenced to and deemed treatable on page 204 in the ACOEM Practice Guidelines, 
Second Edition (2004), recommend this patient undergo a comprehensive treatment course or acupuncture 
and aLl other appropriate physiotherapeutic modalities for the above-referenced area of complaint for a 
course of treatments 2 times per week for 4 weeks after which time the patient will be re-evaluated to 
determine what course should be followed at that time, which may include additional accepted body parts as 
indicated Is subsequent evaluations. The patient was explained their condition and recommended treatment 
In detaM end agrees to proceed. 
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Re: Patient: Roquemore, Sandra Ann 
D/I: CT:4/1/2020 — 10/26/2020; 8/1/2020 — 11/3/2020 

TRFATM ENT ELAN: 

Electto-acupuncture to increase local circulation; Decrease myofascial hypertonicity; 
Relieve or decrease myospasm and guarding; Deactivate or decrease active and/or latent 
trigger points; Relieve or decrease myofascial pain in the affected areas of complaint and 
injury; Down-regulate the central nervous system decreasing myofascial hypertonicity 
and overall stress levels in the patient. 

2. Neuro-Muscular Re-education to increase R.O.M. and decrease pain and stiffness 
resulting from habitual restrictive neuromuscular patterns through the kinesthetic re-
training of propdoceptive mechanisms. 

1. Myofascial massage to deactivate myofascial trigger points, release myofascial adhesions 
and contractures and lengthen shortened myofascial structures. 

Disctosui 

I derived the above opinions from the oral history as related by the patient, revealed by the available 
medical records, credibility of the patient, examination findings and my clinical experience. This evaluation was 
canied out at 6221 Wilshire Boulevard, Los Angeles, California 90041.1 prepared this report, including any and all 
impressions and conclusions described in the discussion. 

In compliance with recent Workers' Compensation legislation (Labcr Code Section 4628) (b).. "1 declare 
that I personally took the history, performed the physical examination, prepared and reviewed the document and 
reached a conclusion, and I proofread and edited the final draft prior to signing the report in compliance with the 
guidelines established by the Industrial Medical Council or the Administrative Director pursuant to paragraph 5 of 
the subdivision (3) of Section 139.2. "In compliance with recent Waters' Compensation legislation ( Labor Code 
Section 4628 (J) ): " I declare under penalty of perjury that the information contained in this report and it's 
attachments, if any, Is true and correct to the best of my knowledge and belief, except as to information I have 
indicated I have received from others. As to that itlormation, I declare under penalty of perjury that the Information 
accurately describes the information provided to mc and, except as noted herein. that I believe it to be true." In 
compliance with recent Workers' Compensation legislation (Labor Code Section 5703 under AB 1300): "I have not 
violated Labor Code Section 1393 and the contents of this report are true and correct to the best of my knowledge. 
This statement is made under penalty of perjury and is consistent with WCAB Rule 10978." 

Trme spent on Review of Records and preparation of this report, including dictation and 
editing. exceeded 45 minutes. 

I declare under penalty of perjury that this report is true and correct to the best of my 
knowledge and that I have not violated Labor Code 139.3. 

Should you have any questions with regard to this consultation please contact me at my 
office. 

Sincerely, 
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Re: Patient Roquemoce, Sandra Ann 
D/I: CT:4/1/2020 — 10/26/2020; 8/1/2020— 11/3/2020 

41,  ̀. .....-- t../7 
Edmond David Feder, L.Ac. 

Signed this  /e l   day of 

EDF 

4.71r; t , 2021, in Los Angeles, California. 
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State Of California, Division of Workers' Compensation 
REQUEST FOR AUTHORIZATION 

oviic Form RFA 

Attach the Doctor's First Report of Occupational injury or Illness, Form DLSR 5021, a Treating Physician's 
Progress Report, DWC Form PR-a or equivalent narrative report substantiating the requested treatment 

0 New Request 
El Expedited Review Check box if employee facers an imminent and serious 
El Check box if request is a written confirmation of a p6or oral request 

• Resubmission — Change in Material Facts 
her health threat to his or 

• Eiriployee fefermatieri,. . . . • , , - . 
. 

Name (Last, First, Middle): Roquemare, Sandra 
Date of Injury (MM/DDNYYY):10/28/2020 Date of Birth (MM/DD/YYYY): 02/1111966 
Claim Number: UW2000031099 Employer. American Guard Services, DBA 
Requesling.Physkiin Information
Name: Edmond Feder 
Practice Name :Edmond Feder LAC Contact Name: Ilse Ponce 
Address: 6221 Wilshire Blvd Suite 604 '' City: Los Angeles State: CA 

Zip Code: 90048 I Phone: (323) 933-2444 Fax Number: (323) 933-1564 

Specialty: Acupuncture NPI Number: 1104958313 
E-mail Address: Use. ponceeett. net 
Claim's AdminialraterInformatIon • . . 
Company Name: Next Level Administrators Contact Name: 
Address: P.O. Box 1051 City: Bradenton State: Fl 

•Zip Code: Phone: Fax Number: 

E-mail Address: 
Ric-Nested Treatment (s.es•imitructioni for guidance; attactied.additional pages itnecessiry) 
Ust each specific requested medical services, goods, or items In the be  space or indicate the specific page number(s) 
of the attached medical report on which the requested treatment can be found. Up to five (5) procedures may be entered; 
list additional requests on a separate sheet if the space below Is Insufficient 

i 
. Diagnosis 

• (Required) 
ICD-Code 
(Required) 

Service/Good Requested 
(Required) 

CPT/HCPCS 
Code (if known) 

ther Information:O 
(Frequency, Duration 

Quantity, etc.) 

Lumbar sprain S33.5XXA Mal Aurpunceire Consultation 99203 1 Time 

Lumbar Spine Myolascili M79.1 Report WC002 
Tremoriptions 99199 

r 

Requesting Physician Signature: 7 1/4._.----1....-----N Date:04/15/2021 
ClilmS,AdMinIstratorilitilizedon Reirlew Organization (URO) Response ,E Approved 0 Denied or Modified (See separate decision letter) 0 Delay (See separate notification of delay) • 

Requested treatment has been previously denied E] Liability for treatment Is disputed (See separate letter) 
... 
Authorization Number (if assigned): , . Date: 

`Aahorized Agent Name: Signature: 

Phone; Fax Number: E-mail Address: 

Comments: 

'DWG Form RFA  *2/2014) Page 1 



State of California, Division of Workers' Compensation 
REQUEST FOR AUTHORIZATION 

DWC Form RFA 

Attach the Doctors First Report of Occupational Injury or Illness, Form DLSR 5021, a Treating Physician's 
Progress Report DWC Form PR-2, or equivalent narrative report substantiating the requested treatment 

Pa 
DI 
El 

New Request 0 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 

Erniiioyee Information • 

Name (Last, First, Middle): Roquernore, Sandra 

Date of Injury (MM/DDNYYY):1W28/2020 Date of Birth (MM/DD/YYYY): 02/11/1955 

Claim Number: UW2000031099 Employer American Guard Services, DBA 

Requesting Physician Information . 

Name: Edmond Feder 

Practice Name :Edmond Feder LAC Contact Name: Ilse Ponce 

Address: 6221 Wilshire Blvd Suite 604 - City: Los Angeles State: CA 

Zip Code: 90048 Phone: (323) 933-2444 Fax Number (323) 933-1584 

Speciatty-. Acupuncture NPI Number; 1104958313 

ChiIrns Adminhitrator Information 

Company Name: Next Level Administrators 

Address: P.O. Box 1081 

Zip Code: 

-rnail Address: 

Phone: 

Contact Name: 

City: Bradenton 

Fax Number 

State: Fl 

Regueeled Treatment (see Instructions for guidance; attached additional pages if necessary) 

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 vohich the requested treatment can be found. Up to five (5) procedures may be entered; 
list additional requests on a separate sheet If the space below is insufficient 

Diagnosis 
I (Required) 

ICD-Code 
(Required) 

Service/Good Requested 
(Required) 

CPTA-ICPCS 
Code (If known) 

Other Information: 
(Frequency, Duration 

Quantity, etc.) 

Lumbar sprain S33.5XXD Neuromuscular Re-education 97112 2 x per week for 4 weeks 

Unbar Spine Myofascliii M79.1 Massage Therapy 97124 

Acupuncture. 1 or more needles 97813 

Acupuirxture, 1 or more needles 97814 

Reques6ng PhysIcian Signature: Date:OU1S12021 

,Cielme.AdMirilstratoriUtillzation'Review Oigariltation (URO) Rea rree 

[3 Approved ID Denied or Modified (See separate decision letter) DI Delay (See separate notification of delay) 

[1] Requested treatrnent has been previously denied El Liability for treatment is disputed (See separate letter) 
Date: Authorization Number (if assigned): 

Authorized Agent Name: 

Phone: Fax Number 

Signature:

E-mail Address: 

Comments: 

DWG Form RFA (Effeeive 2/2014) Page 1 



State of California, Division of Workers' Compensation 
REQUEST FOR AUTHORIZATION 

DWC Form RFA 

Attach the Doctor's First Report of Occupational injury or Illness, Form DLSR 5021, a Treating Phyalcian's 
Progress Report, DWC Form PR-2, or equivalent narrative report substantiating the requested treatment. 

rrOct,s+111nrniedeinn rsknnern in 1,4 4 I C 

Expedite--11.-d Review: Check box If employee faces an imminent and serious threat to his or her health 
M Check box if request Is a written confirmation of a prior oral request. ' 

Einployee infoimition • „ - .1 • 
Name (Last, First, Middle): Roduemore. Sandra 
Date of Injury (MM/DDNYYY): 10/26/2020 Date of Birth (MM/DDNYYY); 02/1T/1955 
Claim Number UW2000031009 Employer. American Guard Services, DOA 
Requesting Physician information . 
Name: Edmond Feder 
Practice Name: Edmond Feder LAC Contact Name: Ise Ponce 
Address: 6221 WNslike Blvd Suite 504 City: Los Angeles State: CA 
Zip Code: 90048 Phone: (323) 933.2444 Fax Number: (323) 933-1564 
Specialty Acupuncture NPI Number: 1104958313 
E-Mail Address: iise.ponceraatLnet 
Cialms.Administrator,information t • - 
Company Name: Next Level Administrators Contact Name: 

City: Bradenton State: Fl 
1-7—
Address: P.O. Box 1061 
Zp Code: 'PhOne Fax Number; 
E-mail Address: 
ReqUested Treatrhent (see lhatructIons.for guidance; attached additional paves If necessary) 
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 (5) procedures may be entered; 
list additional requests on a separate sheet if the space below Is Insufficient 

Diagnosis 
(Required) 

ICD-Code 
(Required) 

Service/Good Requested 
(Required) 

CPT/HCPCS 
Code Of known) 

Other information: 
(Frequency, Duration 

Quantity, etc.) 

Lumbar sprain 533.5XXD Follow-LlyRe•Evaluallon 99213 1 Time 

Lumbar aline Myorescith M79.1 Report WC032 
. Transcriptions 99199 

c 
Requesting Physician Signature: k --1 ,------ -• Date: 04/15/2021 

Ciatrns•AditilnistratorAJWIzatfon ReviewOnitarilialion (URO) Resume 

--]Approvedfl Denied or Modified (See separate decision 
Requested treatment has been previously denied • 

letter) Di Delay (See separate notification of delay) 
Liability for treatment Is disputed (See separate letter) 

Authorization Number (if assigned): Date: 

'Authorized Agent Name: Signature: 

Phone: 1 Fax Number E-mail Address: 
Comments: 

()WC FOIM RFA (Effective 2/2014) Page 1 



ERIC E. GOFNUNG CHIROPRACTIC CORP. 
QME .f.  Slaw of Caiffensia 

SPORTS MEDICINE A ORTHOPEDIC - NEUROLOGICAL REIIARILITA770N 
6221 11111thlre Boitkvarks4 Sadie 601 /Las Angeles, California 900481 TeL (323 933-2444 iFax (323) 933-2909 -2909 

March 8, 2021 

David Feder, L.Ac. 
6221 Wilshire Blvd., Suite 604 
Los Angeles, CA 90048 

Re: Patient 
EMP: 

Claim #: 
WCAB 
DO!: 

Roquemore, Sandra Ann 
American Guard Services 
NEXT LEVEL ADMINISTRATORS 
UW2000031099 
ADJ13817769 & ADJ13818144 
CT: 04/01/2020-10/26/2020 & 08/01/2020-11/03/2020 

Primary Treating Physicians Referral Notice 

Dear David Feder, L.Ac.: 

The above-named patient is being referred to you for the following secondary to their work 
related accident (s): 

Acupuncture consultation and treatment, if necessary, of: 
Cervical spine Thoracic spine 0 Lumbar spine Shoulder - Upper Arm L / R 

El Elbow — Forearm L / R Wrist Hand L / R 
0 Hip — Thigh L / R 1Cnee — Lower Leg L / R Foot — Ankle L / R 
0 Other 

Please note, if you do not believe the patient to have reached maximum medical improvement for 
the organ systern, then initiate appropriate treatment aid issue your impairment upon the patient 
reaching maximal medical improvement. 

David Feder, L.Ac., please provide a narrative report with a detailed history/physical 
examination, diagnoses and treatment recommendations as related to your initial consultation. 
Please provided supplemental narrative reports as related to follow ups in order to provide 
information of patient status to assist with patient management 

The patient's diagnostic impressions include the following: 

1. Lumbar spine myofasciitis, M79.1. 

2. Right sacroiliac joint dysfunction, sprain/strain, M533. 

3. Lumbar facet-induced versus discogenic pain, M47.816. 



4. Lumbar radiculids, rule out, M54.16. 

5. Right hip trochanteric bursitis, M70. 61. 

6. Bilateral plantar &solids, M72.2. 

Appointment Scheduled Date and Time: 

Please evaluate and advise. 

Please find enclosed all necessary medical records. Please forward a complete report to my 
office once the patient has been seen. 

If you should have any further questions, please do not hesitate to contact my office. 

Sincerely, 

Eric Gofiumg, DC 

B.G./cc 

Cc: Served on all parties with proof of service. 


