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SURGERY SCHEDULING SHEET

Surgean: ' \

Patient's Name: _B:LQ;((‘I nder F (sXa'p) D"t‘D‘P\
Dx/Code; 1azd.)

Pracedure Codes: 7) %Q'Tﬁ o ‘_Q_aS&_'M S, 2083 272945
Consent fo Perform: thB F (‘ 57’ {a C_. _h_} |

—

Surgeon Positioned on Patient's: - O Lett 0 Right
Special Requests: c-arm { microscope / drill / surgical assist / Danek / Acromed / Synthes /

Aesculap :

—_—

Procedure Date-.;a Ia| h ] Surgery Time: -

Hospital: st Francis # of Hours: PAT dateftime. . Status

Scheduled With; LO-w-\a. _ Date:
——e VO s G
In Patient’s Notes: — In Appt Scheduler Told Patient:

Film Location:

Admit Time:

Noles:

Alerts: Cognitively Impaired 3 Nursing Home [ Malignant Hyperthermia

O Weight over 300 lbs. O MRSANVRE
SCHEDULE FIRST PRE-OP APPT FOR:

Precertification information

Insurance/Precert Co Name: lElQ:— ITATE

Name of Contact: __ Phone#:

PrecerUAuthonzanon #: k I I )w
Date Completed: ,ila“ I\

Ext #




| FRAMPTON,ALEXANDER C 11080-0C605  03/21/11 03/22/11 L.
: Fl
| 17
!
: ALZXANDER C FRAMPTON SR SELF
: 5296 DIXIE PLANTATION RD ‘
HOLLEWOOD aC 29449 03/26/11  IPC
| 400400 BCBS STATE HEALFH PLAN 2CS27344721 FRAMPTON , ALEXANDER
{
i
I
03/21/11 24 16200 ROOM 0504 P ‘ i 1,317.00 1,317.00
TOTAL R AND B PRIVATE MED GENRRAL 1,317.00
03/21/11 13527339 1160SENNA B.6 ¥G TAB 1 0.00 .00
03/21/11 13533117 17GEEPHEDRINZ SULFATR (PRESZORS) 1 36.00 36,00
03721711 13533118 1835GLYCOPYRROLATE 0.4MG/2ML 8 1 36,00 $6.00
03/21/11 13533113 2150PROFOFQL 200MI/20ML EMUL 1 36.00 36.00
03/21/11 13533118 2169ROCURGNIUM BROMIDE 5OMG/5ML 1 36.00 36.00
03/21/11 13527340 217DOCUSATE SODIUM 100 MG CAP 1 0.00 0.00
03/21/11 13533114 248BLIDOCAINE BCL (2%)  SOLNW 1 36.00 36.00
03/21/11 1352677¢ 3G56GHLATIN ADSORBABLE[SIZE 100] 1 $2.75 92.75
i 03/21/11 18533112 3843DRIFIURANE  LIQD 180 6.00 1,000.00
i 08/21/11 13526763 3BBIBACITRACIN SOLUTION  SOLR 1 36.00 36.00
P 08/21/11 13827346 3970MORPHINE SULFATE 5 MG/ML 9 1 46,00 46.00
! ©03/21/11 13527346 S9TOMORPHINE SULPATE 5 MG/ML 4§ 1 46.00 46.00
i 03/21/11 13524587 4S57LIDCCAINE HCL 1% (LOGAL ANE 1 36.00 36.00
03/21/11 13527270 4661S0DTWNM. CHLORIDE FIUSH O.9% 3 36.00 36.00
03/21/11 13527382 G4OCYCLOBENZAPRINE HCIL 10 MG 1 2.50 2.50
1 03/22/11 13527329 1044CXYCODONE-ACETANINOPHEN - [5-3 2 4.50 9.00
03/22/11 13527419 1140QUINADRIL HCL 20 MG TAB 3 2.50 2.30
03/22/11 13527338 1160SENKA B.6 MO = TAD. 3 0.00 0.00
03/22/13 13527344 1287%OLPIDEM TARTRATE 5 M3  TAB 2 4.50 9.00
03/22/11 13527344 1287Z0LPIDEM TARTRATE 5 MG TAB -1 4.50 4,30CR
03/22/11 13527340 217DOCUSATE SODIUM 100 MG  CAD 1 0,00 0.00
03/22/11 13531595 3022LIDOCAINE HCL (28) @2y 1 24.25 24.25
03/22/11 13533170 3143TAMSULOSIN HOL 0.4 MG  CP24 1 21.758 21.75
03/22/11 13527462 3248CITALOPRAM HYDRCEROMIDE 20 M 1 2,50 2.30
03/22/13 13527270 4661S0DTIUM CHLORIDE FLUSH 0.9% 1 36.00 36.00
03/22/11 13527335  AGDACETAMINOPHEN 3256 MG TAB 2 .00 0.00
- TOTAL PHARMACY 1,685.78
03/21/11 13527322 1353NACL [0.8%)  SOLP 1 42.00 48.00
03/21/11 13527322 1353WACL [0.9%]  SoLp z 48.00 $6.00
TOTAL PHARMACY IV SOLUTIONS 144,00
03/21/11 32 72504 BONE IMPLANT LEVEL 3 1 2,297.00 2,297.00
03/21/11 34 72504 BOME IMPLANT LEVEL 3 T 2,297,00 2,297.00
03/21/11 36 72630 SCREW/BOLT IMPLANT LEVEL & 2 669.00 1,378.00

Patient :FRAMETON, ALENANDER C MRN: Q00655962 Enceunter:1108000605 Page 1 of &
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ALRKANDRER, ¢ FRAMPTON SR SHLY
5296 DIXIE PLANTATION RD

HOLLYWGOD

5C 29449

400400 BCBS STATE BEALTH PLAN ECH27344721

03/21/11
03/21/11

03/21/11
03728711

08/22/11

03/21/11
03/21/12
03/21/11
03/21/11
03721711
03/21/11
03/21/11
03/21/11
03/21/11

03/21/13
08/21/11

Patient:FRAMPTON, ALEXANDER C MR : Q00683963 Encounter:1108000605 Page 2 of &

37

35

72836 CERVICAL LEVEL 2 -
TOTAL OTHER IMPLANTS

3D130 ¥R C ARM (FLUCRO MORE THAN 1
" TOTAL DIAGHOSTIC RADIOLOGY

53130 OR LEVEL IV INITIAL 320 MINS

51 355135 CR LEVRL IV EA ADD 30 MINS

29

13527322
13527322
139833116
13524517
13524912
13533119
13527326
13524916
13524918

a3

TOTAL CR SERVICES :

42000 OT RVAL 15 MIR
TOTAL EVALUATION OR REEVALUNTION

15CRFAZOLIN SCDIUM 1 GM  SOLR

15CEPAZOLIN SODIMY 1 G  SOLR
1711DEXAMETHASONE SODIWM PHOSPHA
1799FENTANYL CITRATE 250MCH/S5ML
1995MIDAZOLAM HCL 2NG/2ML SOLN
2029NROSTIGMINE METHYLSULFATE 10
20380NDANSETRON HCOL 4 MG/2 ML
39T72HYDROMORFHONE HCL 2 MG/ML
I9V2HYDROMORPHONE HCL 2 MG/ML

TOTAL DRUGSS REQUIRING DETAIL CODI

54132 PACU INITIAL 30 MINS

30 34334 PACU EA ADDL 30 MINS

TOTAL RECOVERY ROOM

TOTAL CHARGES

TOTAL PAYMENTS/ADIUSTHENTS.
ESTIMATED PATIENT BALAMCE DUE

FRAMFTON , ALEXANDER C 11060~-00605 03/21/1%

MHUMERBRES AN 3“

=

]

P

03/22/11
' ¥l
17

03/26/11  IRFC
FRAMPTON , ALEXANDER

4,650.00 4,650.00
"10,622.00

784.00 784 .00
784 .Q0

5§,696.00 §,696,00
2,847.00 17,082.00

22,778.00
161.00 151.00
151.00
36.00 72.00
36.00 i44.00
36.00 36.00
46.00 46.00
46.00 46.00
36.00 26.00
36.00 36,00
46.90 46.00
46,00 46.00
508,00

1,147.00 1,147.00
426,00  426.00
1,573.00

39,532.75

0.00
0.00

39,532,758




! FRAMPEON,ALEXANDER € 11080-00605 03/21/11 03/22/11
: 18
| ALEXANDER C FRAMPTON SR seLy
i 5296 DINIE PLANTATION RD
i HOLLY®OOD SC 29443 03/26/11  iIvc
. 400400 BCBS o.ATE HEALTH FLAY 29273447921 FRAMPTON , ALEXANDER
i
1
03/21/11 24 16200 ROON 0504 P l 1 1,317.00 1,517.00
’ TOTAL R AND B PRIVATE MED GENERAL 1,317.00
08/21/11 13527339 11G0SENNA 6.6 MG 'PAB 1 0.00 0.00
03/21/41 13533117 176SEPREDRINE BULFATE (PRESHORS) 1 26.00 36.00
03/21/11 13533118 1639GLYCOPYRROLAZE 0.4MG/2ML. 8 1 36.00 36.00
03/21/11 13533113 2150PROPOFOL 200M3/20ML  EMUL 1 36.00 36.00
03/21/11 13532115 216PROCURONIUM BROMIDE 50M3/8ML 1 96.00 36.00
03/21/11 18527340  217DOCUSATE SODIUM 100 MG CAP 1 8.00 £.00
03721711 13533114 2468LIDGCAINE HCL {2%) soLy 1 36,00 36,00
03721711 13526770 S6SG6GELATIN ADSORBABLE[SIZE 100) 1 92.78 82.75
03/21/11 13535112 SB4SDESFLURANE  1AQD 180 6.00 1,080.00
03/21/1) 13626765 3009BACITRACIN SOLUTICN  SOLR 1 26,00 36.00
- 03/21/11 13527246 39T7OMORVPEINE SULFAYE 5 MG/ML 8 1 46.00 46.00
03/21/11 13827346 3S970MORVPHINE SULFATE 5 MG/ML S 1 46,00 4€.00
03/21/11 135245687 4557LIDOCAYRE HCL 1% (LOCAL ANE 1 36.00 36.00
03/21/11 13527270 4661S0DIUM CHLORIDE FLUSE 0.9% 1 36.00 36.00.
03/21/11 13527342  G4O0CYCLOBENZAPRINE HCL 10 MG 1 2.50 2.5%0
03/22/11 13527329 10440XYCODONE-ACETAMINOPHEN [5-3 2 4.50 $.00
03/22/11 13527419 1140QUINAPRIL HCL 20 MG TAB 1 2,50 2.50
0S/22/11 13527339 11GOSENNA B.6 MO TAB 1 0,00 0.00
03/22/11 13527344 12872O0LPIDEM TARTRATE 5 MG  TAB 2 4.50 9.00
03722711 13527344 1267ZOLPIPEM TARTRATE 5 MG TAB «1 4,30 4. 50CR
03/22/11 13527340  217DOCUSATR SODIUM 100 MG CAY 1 0,00 0.00
03/22/11 13531595 3022LIDOCAINE HCL (2%)  GRL 1 24.28 24.25
03/22/11 13533170 3143TAMSULOSIN $CL 0.4 MG CP24 1 21.75 21.75
03/22/11 13527462 3240CILTALUYRAM HYDROBROMIDE 20 M 1 2,50 2.%0
03/22/11 13527270 466180DIUM CHLORIDZ YLUSH Q. 9% 1 36.00 36.00
03/22/11 13527335  469ACETAMINOPHEN 325 MG TAB 2 8.00 0.00

TOTAL PEARMACY 1,658.78
03/21/11 13527322 1353MACL {0.9%%) - S0LP

1 46.00 49.00

03/21/11 13527322 413B83HMACL [0.9%] = SOLR 2 48.00 86.00
TOTAL PHARMACY IV SOLUTIONS . 144.00

03/21/11 32 72804 BHONE IMPLANT LEVEL 3 1 2,297.00 2,287.00
03/21/11 34 72504 BONE IMPLANT LEVEL 3 i 2,297.00 2,287.00
03/21/11 36 72630 SCREW/BOLT IMPLANT LEVEL 6 2 689.90 1,378.00

Patient:FRAMPTON , ALERANDER C MRM: 000655963 Encounter: 1108000605 Page 3 of §
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03/21/11

03721711
03/21/11

oa/22/11

03721413
03/21/11
03/21/11
03/21/11
03/21/11
03/21/11
0a/21/711
a3/21/11
03/21/11

03/21/%1
03/21/11

03/31/11
03/27/11

Patiant: FRAMPTON, ALEXANDER C

e3/z21/11 -

ALEXANDER ¢ FRAMPTOR SR SELY
5296 DIXIX PLAWSATION RD
HOLLYROOD 8C 29445

37

35
3

29

13527322

13527322
13533116
13524917
15524912
13533119
13527326
135249186
13524916

400400 BCBE STATE WEALTH PLAN © 20827344721

72836 CERVICAY, LEVEL 2
TOTAL OTHER IMPLANTS

30130 XR € ARM {FLUORO MORE THAN 1
(TOTAY. DIAGNOSTIC RADIOLOGY

55130 CR LEVEL IV INITIAL 30 MINS
55135 OR LEVEL IV EA ADD 20 MINS
TOTAL OR SERVICES

42000 OF EVAL 15 MIN
TOTAL EVALUATION OR REEVALUATION

15CEFAZ0LIN SODIUM 1 84  SOLR

ISCEFAZOLIN SODIUN 1 6M  SOLR
1711DEXAMETERSONE SODIUM PROSPHA
L79DFENTANYL CITRATE 250MCG/5ML
1993MIDAZOLAY HOL 2MG/2ML  SOLN
2029NROSTICGNINE METRYLSULFATE 10
20350NDANSETRON HCL 4 MG/2 ML
39TZHIDROMORPHONE HCL 2 MG/ML
3972HYDROMORDPHONE HOL 2 MG/ML

TOTAL DRUGS REGUIRING DETAIL COD

33 84132 PACU INITIAL 30 MINS
20 54134 PACU EA ADDL 30 MINS

TOTAL RECOVERY RoOM

TOTAL CHARGES

749 10101 BCBS Bleqtronic Payment 400400
524 ROO79 FCON PPO ADJUSTMENT 400400

FRAMPTON , ALEKANDER C 11080-00605  03/21/11

1
or
2
4
1
1
i
1
1
1
1
TG
1
1

03/22/11 ol
A2

189

03/26/t1  IpC

4,650.00 4,650.00
10,622,00

784.00  784.00
784.00

5,696,00 §,686.00

2,847.00 17,082.00
22,778.00

151.00 151,00
151,00

36.00 72.00

36.00  144.00

36.00 36,00

46.00 46.00

46.00 46.00

36.00 36.00
36.00 36.00
46.00 46.00
46.00 16.00
508,00

1,147.00 1,147.00
426.00  426.00
1,573.00
39,532,758

16,587, 42CR
21,,034.75CR

MRN: 000655963 Encounter: 1108000608 Rage 4 of §
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STFRAl\RIg:[s

2ROPER
o

HEALTHCA MR#:
=
Last Name: /FRAmp~ SSN: 250 _3) 225K
First Name: __R/f-exonder ‘ DateofBirth: __ /4
Middle: ¢£a3a¢«g (Doctor, General, the IIl, etc...) Sex: Male____Female

Merital Status: @amisd  Single  Separated  Divorced Widowed
Student Status:  Fyl] Part N/A  School:

Employment; @ - Pat None Employerr S €D MR

Relatlonship to Guaramtor:
Phone: { )

State: A& Zip: 20¢0

Phone: (§43) _§7/-0053 (RSFH will contact you at this number unless You provide us an alternate number befow)
May we leave a general voice message for appointment reminders at this contact phone numbar? Yes No__~
May we leave a general voice message for normal test resalts at this contact phone number? Yes __ w" Ng

In Case of Emergency Contact Name L-L;L_Eump,-}na________
Relationship__ {A)." Fe HomePhone( ) §M)l-00 53 Work Phone ( ) Rw0-555¥

SSN: - -

Last Name: Mr. Mrs. Miss

First Name: Othertitle Dateof Birth: __ 7/
Middle: (Doctor, General, the i, etc... ) Sex: Male Female
Address: Phone: Homs ( ) B

City: : State: _Zip: Phone: Work ( ) sy
(Complete puly if you want the Practice to communicate with you at an address/phone different than You provided above)
Alternate Alternate

Address: Phone: { )

icyholder (if different from patient)

( )

Insurance Co. Address (Street Address/ P.O. Box)

City State Zip

$¢peBS o
Member/Policyholder ID# Date of Birth Member/Policyholder ID# Date of Birth
_2ES L3¢ 70 s/ta/6
Insurance Co. Phone Number Group # Insurance Co. Phone Number Group #

—

Insorance Co. Address (Street Address/ P.O. Box)

City State Zip




We may release/discuss your health information with following individuals/organizations for the following dates of service, fange of
time, or eveni(s): From (MM/DD/Y’ Y) To (MM/DIYYY)

Name (Physician, famil y, etc) Address PhonefFax Relationship

o S _Pay.
Sohat Dsagre . gl}a

—_—

EIR I R

o {E Y
Cheedcme decche 5 2 ”oe:‘ lg“ﬂ:m—u,

AR
1 b aiiodc? i

Fhereby authorize the release of medical information inc) uding complete medical records, test results, and bilfing information to my
insurance company, and to other medical professionals and medical care institutions that I ' may be referved to for treatment, ]
onderstand that this information will be used to feview, investigate, or thake paymeat of a claim, and to review records for Quality
improvement initiatives, audit compliznce, utilization management, and complaint cesolution, 1 authorize payment directly to Roper
Saint Frencis Healtheare for ajl medical or surgical benefits otherwise payable to me under terms of my insurance. I understand tha [

am financially responsible for all co-payments, co-insurance, deductibles, and non-covered services. A photocopy of this form shall be
considered a3 effective and as valid as the ariginal,

| 1 have been provided a copy of the Roper Saint Francis Healthcare Notice of Information Practices,

‘Sigmd:wcggﬂwé_ ™ Date 3 I ¢ | /A

| Office Use Unly: N ) o

L

P273



ROPER

STFRANCIS

Physician Partners PRACTICE: Charleston Neurosurgical Associates Mg e
Last Name; _EELA;.&_‘._-E.«A @ Mrs. Miss SSN:AJ0 -3 . 2959

| FirstName: _Pe\e w0 a, Other title . Date of Birth: & /_ 2% £9¢ ¢

Middle: Chissala, (Doctor, General, the i1, et...) Sex: Male v7__ Female
Masitsl Status: Single  Separated  Divorced  Widowed  Relationskip to Guaramtor
Swdenl Status: Ful) Pant N/A  School: Phone: ( )

Employment: (FD)  Pat  None Employer: S .. L RTAIN (8 Phone:( ) %3 953 9300
Address: (This practice will send all correspondence to this aﬂdrws uﬁless You provide us an alternate address below) |
Swet: 5286 D /v ie PlandaNes B9 ciy: Hollywssod  sme: S¢ 7 29449
Phone: (€43 9% 54  morHwil contact you at this number unless you provide us an alternate number below)
May we leave a geixeial voice message for #ppointment reminders at this contact phone number? Yes " No

May we leave a gencral voice message for normal test results at this contact phone number? Yes v No

In Case of Emergency Contact Name b7 < o Can 2 dne)

Relationship_(A) " $~e HomeFhone( ) €31 ~60£3  wWokPhone( ) Q53 .109¢9
N 5L ~Sie8G _

J'

Last Name: o i Mr. Mrs. Miss SSN: - -

First Name; _— Othertitle Date of Birth: —
Middle: . (Doctor, General, the M, etc...) Sex: Male Female
Address: Phone: Home( )

City: State: Zip: Phone: Work( ) :
(Complete only If you want the Practice to communicate with You at an address/phone different than you provided above)
Alternate Alternate

Address: Phone: { ) —
City: States Zip:

o 336 )

Member/Policyholder (if different from patient} Member/Policyholder (If different from patient)

T W seaeistin

Beos i
Member/Policyholder IDs# Date of Rirth Member/Policyholder ID# Date of Binh
Insurance Co. Phone Number Group # Insurance Co. Phore Number Group #
) —_— ( )
Insurance Co. Address (Street Address/ P.O, Box) Insurance Co, Address (Street Address/ P.O. Box)
City State Zip City State Zip

P274



We may release/discuss your health information with following individualsforganizations for the following dates of service, range of
time, oreveni(s): From (MM/DD/Y Y} To (MM/DD/YY)

Name (Physician, family, etc) Address Phone/Fax Relationship

A separate authorization must be completed if the information being release differs between the individuals/organizations listed above,

Guarantor Email Addresg;
Fﬁlﬂ-u ?4\m=crﬂ.‘hhlew €C . Gav

insurance company, and 1o other medical professionals and medical care institutions that I may be referred to for treatment. [
understand that this information witl be used to review, investigate, or make payment of 4 claim, and to review records for quality
improvement initiatives, audit corpliance, wtilization management, and complaint resolution. I anthorize payment directly to Roper
Saint Francis Healthcare for all medical or surgical benefits otherwise payable to me under terms of my insurance. I understand that |

am financially responsible for al) co-payments, co-insurance, deductibles, and non-covered services. A photocopy of this form shall be
considered as effective and as valid as the original,

Thave been provided a copy of the Roper Saint Francis Healthcare Notice of Information Practices.

Siged: A €. —— Dw3 e,y

[ Office Use Only:v KN

1-9
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ROPER
ST.FRANCIS

PHYSICI'M? PARTMERS

atient Infdrmation
L dusphor (e (b, 110t

Lust Name: ey w A e D uJMrs.llMlsstIOther: — Sex: Male _.d?-‘emalc

Pirst Name: 4]¢¢ Date of Bipth: {;' 27 ¢ S Age: SO ggn. Z50. 3. ¥y
2Ll e ) 24 e 2L Sk
Middle Name; (Lhisg_@::; - Prefered Name: _ ¢ ¥y vs ol YA o .
Address: %3 Svak O ax p. city: _ Ch A5 _County: Ch2_81ulc:_5_L__Zip: 2P¥ s |
_thmjm

Email Address: Crne & Do, S¢. Coy

Home Phone; } Cell Phone: (¥¥3) £9¢ .55y~ v Watk Phone: (' §o3 } N1y tooy

’ ) — T
Muy we leave Message about appointments or normal test results an the phene numbers You pravided? Yey W= N
Wouid you Jika to receive uppolintment reminders via toxg message? Yes _.~No — (If'yes,

-—-...___...u_.-—_____‘————--___._____‘__‘-—\___.

u-'-‘—-—q-..._'__
please provide ol phone aumbey above. )
Marital Statys; wTMaitied 1] Single .} Sepurated “iDiverced 11 Widowed HPartner 1 1 Unkaown
Ethnieity: ;74 ispanic ar Latino wNou H ispanic or Laling Other:
————

Primary Language: iﬂﬁlish 11 Spanish 1) French L1 Gther: — —

———

Race: 4 Chucasian [ African American 1} Asjan Other: . .

Student Status: LG a Student (4 Full 11 Pan

Employment Stetus: { LPET 11 Pagt i N/A Bmployer: ,.jb co N ‘2 ,

Pharmucy name;  Ciy S _ Address: __ A | ¥y b ) Phone: ()
1 . A 1 p e Te—

Emergency Contact: Name: bt s “~ "'\-‘Jbo.'_'r_-t_\-\ Relationship: {n « Ce. Phone:( ) <[, & Go¥® _Ci

Alternate Congaet: If you want this Practice to contact You at an alternate address or telephone number, please complete:

- e City: ) State: Zip: Phone: ()
— —_— _ —_——

All. Address:
Referred by; e _._ Primary Cate Physician:

i s |
— - =

Last Name: ) . . IIMe, 1 M. 11 Miss HOther: . Sex: Male Female

First Name; S ~ Date of Birth: —t_ Aper SSN: -~

Middie: . e Relationship 1o Patieng —— s e
Address: —_—— —_ Ciy: —— e State Zip e
Home Phone: ¢ ) —_ Cell Phone; ( ), S Work Phone: )

(iunran!oriFlnmzcia!ly Responsible Person’s Email Address: : —
l ——
—_— —-__._.ﬂ____._—-*-_..___________h_*_____ﬁ ST

Primary Insurance Seconda ry Insurance
Inswance Company: 6 £h Insusance Company: —
3 Y P "_"'—"—--_-__'““'—'“———-—.____
Policyholder Name: M1~y nrodw ~ C 5 i .:“_ “'__\E’ﬂﬂ Boh'cyholder Name; _ -

—
Member or Polj cyhoider (D#: — e Member or Policyholder 10#: e |
Policyholder Date of Birth:  $/2 724 5 e Policyholder Date of Birth: B
inomnceCo.Phonet: e Insurance Co. Phoqe #: S ‘
Group#; _ S 4"?4- t"\[ S - e e Groupt: e S

Relationship to Patient: Relationship to Patient;
e e

————— e e e e




heare operations
available 1o me,

AUTHORIZATION FOR RELASE OF MEDICAL INFORMATION: | un

may be released to
treatment and payment purposes,

medical recards, test results, and billing inf'ormation,
and/or medical care institutions fop

ASSIGNMENT oF
medical or surgical

non-covered services rendered by RSFPP,
and third party agents of RSFPp to contact

Print Patient’s Name:
Patient’s Signature: ) —

Print Legal Guardians Name: T
Legal Guardian’s Signature;

INSURANCE BENBFITS: | hereby assign
benefits atherwise payable o me under toryns

PAYMENT GUARANTEE: § understand and agree that { am responsible

8 pre-recorded and/or an automatic diating service in conncetion with any

and release my protected health information for reatment, Payment, and

ct information; a faijure lo do so

ce of Privacy Practices,

derstand thay my medical
my insurance company and o other medical profissionals |

all my rights and
of my insurance,

a topy af which has been made

information, including complere

allow payment 1o be made directly by RSFp) for alt

!

. L know it is My ar my legul puardion's
may interfere with the ability to contagt

Date: / /

DO YOU WANT
DISCUSS YOUR

TO DESIGNATE

PLEASE NOTE: By listing an individual(s}/entity(s) below,
your health inforniation with (he individm\!(s)/cmity(s).
from releasing and/or dlscussing your health in formation
| From date of service/event(s):

| Name of Individual/Entity

Phone Number

Example: Jojin D : 843-555.1212 .
.!-f_f_‘g&—__-___:gw&'ﬂt’::_ 5L8 og]

!Ong_oing Cox‘zim'_unication Regardin

g g Your Hea!thcarg]_.

|
A PAMILY MEMBER OR OTHER INDIVIDUAL wiTHt WHOM Rsppp MAY |
MEDICAL CONDIT] ON? 11° YRS, WHOM? (Pleage provide ¢

You authorize ALL RSFPp
If you wish i
with the Individual(z)/ent

To date ot'scrvicc/event{s):

he information below.) |

3
£

a
g
£

g
3
=

g
]
:
-

&

physician olticeg 1o relense and/ar diseysy
DE certain RSFPP physiciun offices/practice areas
ity(s), plcase indicate that bejow,

Relalionsllip RSFPP pp ysician Office(s) |
Mgmf Exclude; QB/GYN, Urology =
gii__‘:"‘_‘(—___h__ Exclude: _ ——————
——__ Exclude: ———— e ]
= _ Exclude: ——— [
completed for any mdmdual(s)lemuy(s) not listed in the seotion ‘
U must complete a sepgrate Request For Restrictions Form,

Reviged 02/14: 01716 -

- LA U3 Bxelude: —

I’rescripiion(s)

VAN 1) Bxelude: e

. LI AT 111 Bxelude:

Please identify below (he individual(s) that You authorize 10 recejve preseriptions from
identified below, Yau may suthorize (1) ALL prescriptions or (2)
Name of Individual Phoue Namber Retationship

————————— T _.________—‘—-—-—-—m—._..._.ﬂ____,________*__



1012533CHISOLM A 09/04/10State Accident FOR: State Accident John C Land, 1 03/11/20
FRAMPTON Fund Fund Land Parker & Welch, PA Form 18
-VS- DEPT P.O.Box 102100  Erin Farthing PO Box 138 Received
OF Columbia SC 29221State Accident Fund Manning SC 29102 09/09/19
NATURAL bblack@saf.sc.gov PO Box 102100 john@lpwlawfirm.com Form 18
RESOURCES (800) 521-6576  Columbia SC 29221 (803) 435-8894 Received

EFarthing@saf.sc.gov 03/07/19
(803) 896-5892 Blake A. Hewitt Form 18
Bluestein Nichols Thompson Received
FOR: State Accident Delgado LLC 09/10/18
Fund P O Box 7965 Form 18
Kirsten L. Barr Columbia SC 29202 Received
Trask & Howell, LLC bhewitt@bntdiaw.com 03/08/18
PO Box 2167 (803) 779-7599 Form 18
Mt. Received
Pleasant SC 29465 Stephen B. Samuels 09/08/17
kbarr@trask- Samuels Reynolds Law Firm  Form 18
howell.com 1320 Richland Street Received
(843) 881-4228 Columbia SC 29201 08/28/17
stephen@samuelsreynolds.comNotice of

(803) 779-4000 intent to

appeal to
Court of
Appeals
07/24/17
Order
Assigned to
be Written
071247
Order
Served
03/3117
Order
Assigned to
be Written
0311017
Form 18
Received
01/23117
Notice
Printed
01/23/17
Scheduled
for appeal
hearing
011217

P278
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Appeal
Hearing
Postponed
011217
Notice
Printed
01/08/17
Appellate
Reply Brief
Uploaded
through
eCase by
JOHNC
LAND, it
(CLT)
01/05117
Respondent
Brief
Uploaded
through
eCase by
KIRSTEN L.
BARR .
(CAR)
01/03/17
Notice
Printed
01/0317
Scheduled
for appeal
hearing
12/30/16
Appellants
Brief
received
12/22/16
Appellant
Brief
Uploaded
through
eCase by
KIRSTEN L.
BARR
(CAR)
12/20/16
Appellants
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Brief
received
12/20/16
Appeliant
Brief
Uploaded
through
eCase by
JOHN C
LAND, 11l
(CLT)
123116
Notice
Printed
1/22/16
Scheduled
for appeal
hearing
10/20/16
Ready to
set for
Appeal
Hearing
10/20/16
Oral
Argument
requested
10/20/16
Appeal filed
10/19M6
Ready to
set for
Appeal
Hearing
10/19/16
Oral
Argument
requested
10/19/16
Appeal filed
10/04/16
Order
Served
09/08/16
Form 18
Received
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03/09/16
Form 18
Received
02/16/16
Order
Assigned to
be Written
09/14/15
Form 18
Received
07/29/15
Hearing
Held
07/17/15
APA
Uploaded
through
eCase by
JOHN C
LAND, il
(CLM
07/16/15
APA
Uploaded
through
eCase by
KIRSTEN L.
BARR
(CAR)
07/16/15
Exhibits
Uploaded
through
eCase by
KIRSTEN L.
BARR
(CAR) by
KIRSTEN L.
BARR
(CAR)
07/03/15
Pre-
Hearing
Brief
Uploaded
through
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eCase by
KIRSTEN L.
BARR
(CAR)
06/25/15
Pre-
Hearing
Brief
Uploaded
through
eCase by
JOUNC
LAND, il
(CLT)
05/13/15
Notice
Printed
05/13/15
Scheduled
for Hearing
04/24115
Hearing
Schedule
Pending
04/24115
Mediation
Impasse
03/24/15
Mediation
Scheduled
03/09/15
Form18
Received
03/09/15
Claim
Reviewed
by
Examiner
12/0814
Mediation
Mandated
12/08/14
Form 51
Timely
12/08/14
Form
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51/53/55
Received
11/20/14
Form 18
Received
1118114
Form 50
Hearing
requested
09/09/14
Form 18
Received
09/09/14
Claim
Reviewed
by
Examiner
03/07/14
Form 18
Received
09/09/13
Form 18
Received
03/07113
Form 18
Received
09/0712
Form 18
Received
03/09/12
Form 18
Received
09/08/11
Form 18
Received
07/29/11
Form17
Received
07/12/11
Form 20
Received
07/08/11
Claim
Reopened
07/08/11
Temp.
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Comp.
Award
Started
09/28/10
Claim
Closed
09/23/10
Form 19
Received



11/03/17
M4

PRANFTON, ALEXANDER C 11080-00605 03/31/11 03/322/11 a02

ALEXANDER C FRAMPTON SR 8BLF
2431 ROYAL OaAX DR
JOHNS ISLAND SC 29485
632001 STATE ACCIDENT PUMND 2010-003478
400400 BCRY 9TATE WBALTH PLANW 20827344721
03/21/21 37 72836 CERVICAL LEVEL 2

03/21/11

03/21/11

03/21/311

03/22/11

03/22/11
03/21/11
03/21/11
03/21/11
03/23/11
03/31/12
03/21/11
a3/321/11
03/21/11

03/21/13
03/31/11

03/31/11
08/16/11
03/27/11
07/07/12
07/07/11
08/28/12

TOTAL OTHER IMPLANTS

D2
18

03/26/11 Tve

PRAMBTON, ALEXANDER ; ¢
PRAMPTON, ALEXANDER

1 4.,650.00 4,650.00

10,622.00
1 30130 IR C ARM (PLUORO MORE THAN 1 1 784,00 784.00
TOTAL DIAGNOSTIC RADIOLOGY 784.00
35 55130 OR LEVEL IV INITIAL 30 MINS 1 5.696.00 5,696.00
31 55135 OR LERVEL IV EA ADD 30 MINS 1 2,847.00 17,082.00
TOTAL OR SERVICRS 22,778.00
29 42000 OT BVAL 15 MIN 1 151.00 1531.00
TOTAL BVALUATION OR REBVALUATION QT 151.40
13827323 15CBPAZOLIN S0DIUM 1 GN  SOLR 2 36.00 72.00
13527322 1SCEPAZOLIN SODIWM 1 GM  SoLR 4 36.00 144,00
13533116  1711DEXAMETHASONE 80DIUN PHOSPHA 1 26.00 36.00
13524917 1799FENTANYL CITRATE 280MCG/SML, 1 46.00 46.00
13524512 1993MIDAZOLAM HCL 2MG/2ML soy 1 46.00 46.00
13833119 2029NEOSTIGMINE MBTHYLSULFATE 10 1 36.00 36,00
13527326 2038ONDANSETRON HCL 4 N&/2 ML 8 36.00 36.00
13524918  3972HYDROMORPHONE HCL 2 MG /ML 1 46.00 46.00
13524918 3972HYDROMORPHONE HCL 3 NG/ML 1 46,00 46,00
TOTAL DRUGS REQUIRING DETAIL CODING 508.00
33 54132 PACU INITIAL 30 MINS 1 1,147.00 1,147.00
30 54134 PACU EA ADDL 30 MINS 1 426.00 426.00
TOTAL RECOVERY ROOM 1,573.00
| TOTAL CHARGES 39,632.75
748 10102 BCHS Elec::onié Piynenc 400400 16,587.42CR
611 10007 WORKERS COMP PAYMENT 622001 17,448.79CR
524 20079 PCON PPO ADTUSTMRNT 400400 21,034.75CR
745 A0089 PCON COMM/INDEMNITY ADJUSTMENTS22001 22,045.4H8CR
744 20079 PCON PPO ADJUSTMENT 400490 21,034.75
765 A0089 PCON COMM/INDEMNITY ADJUSTMENT622001 38.40CR
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FRAMPTON, ALBXANDER C 11080-00605 03/21/21
ALEXANDER C PRAMPTON SR 8SBLP
2431 ROYAL OA% DR
JOHNS YSLAND 8C 29458
$22001 BTATE ACCIDENT PUND 2010-003478
400400 BCBE STATE HEALTH PLAN 20527344721
08/18/11 765 A007S MANAGED CARE VARIANCE 622001
08/18/11 747 A0075 MANAGED CARE VARTIANCE 622001
08/22/11 00001 CARRIER REFUND APPROVED 400400

TOTAL PAYMENTS/ADIUSTMENTS
BSTIMATED PATIENT BALANCE DOR

PLEASE SEND YOUR EAYMENT 701

BON SECOURE 8T.PRANCIS HOSPITAL
PO BOX 751874
© CHARLOTTE, NC 29278-1874

11/03/17
MN94
03/22/11 203
D2
18

03/26/12  1pPC

FRAMPTON, ALEXANDER ¢
PRANPTON, ALRXANDER

38.48
38.48CR
16,507.42

3%,532,75CR
g.00
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11/03/17

M54
FRAMPTON, ALEXANDER C . + 11080-00605 03/21/11 03/23/11 001
D2
18
ALEXANDER C FRAMPTON SR SBLF
2431 ROYAL OAKX DR
JOHNS ISLAND 8C 29488 - 03/26/11 IPC
6322001 STATE ACCIDENT FOND 2010-003478 mmrm.u.mmxmc
400400 BCES STATE HEALTH PLAN 2CB827344721 FRAMPTON, ALEXANDER
0110 R AND B DRIVATR MED GENERAL 1,327.00
0250 PHARMACY 1,655.75
0258 PHARMACY IV BOLUTIONE 144.00
0276 OTHER IMPLANTS 20,622,00
0320 DIAGNOSTIC RADIOLOGY 784.00
0360 OR SERVICES 22,778.00
0434 EVALUATION OR REEVALUATION OT 151.00
0636 DRUGS REQUIRING DBTAIL CODING 508.00
0710 MY ROONM 1,573,00
TOTAL CHARGES 39,532.75
03/31/11 749 10101 BCBS Electronic Payment 16,587.42CR
08/16/11 611 T0007 WORKERS CONP PAYMENT 17,448.79CR
03/27/11 §24 A007% BCOR PSO ADJUBTMENT 400400 21,032.75CR
07/07/12 745 A00BS PCON COMM/INDEMNITY ADJUSTMENTE22001 22,045.48CR
07/07/11 744 A0079 PCON PPO ADJUSTMBNT 400400 21,034.78
08/18/11 765 A0089 POON COMM/ INDRMNXTY ADJUSTMENT622001 36.48CR
08/18/11 765 AD0TS MANAGED CARE VARIANCE 622002 30.48
0B/18/11 747 A0O075 MANAGED CARE VARIANCE 622001 38.48CR
08/22/13 D0Y01L CARRIBR REFUND APPROVED 400400 16,587.42
TOTAL PAYMENTS/ADJUSTMENTS 39,832,75CR
ESTINATED PATIENT BALANCR DUB 0.00
PLEASE SEND YOUR PAYMENT TO:
BON SECOURS ST.PRANCIS ROSPITAL
PO BOX 752874
CHARLOTTE, NC 20275-1874
0.00
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FRAMPTON, ALEXANDER ¢ 11080-00605

622001 STATE ACCIDENT FUND
400400 BCBS STATR MBALTH DLAN

03/21/11
ALEXANDER C FPRAMPTON SR SELF
JOHNS ISLAMD 8C 2945§
2010-003476
2C827344721
16200 ROON 0504 P )

03/2:/12

03/321/11
03/21/11
03/21/11
03/21/11
03/21/11
03/31/21
03/21/11
03/21/11
03/21/11
03/21/11
03/21/11
03/21/11
03/21/11
03721711
03/21/11
03/22/12
03/22/21
03/22/11
03/22/11
03/22/12
03/23/12
03/22/11
03/22/11
03/22/11
03/22/11
03/22/11

03/21/11
03/21/11

03/21/11
03/21/11
03/21/11

13527339
13533117
13533118
13533113
13533115
13527340
13533114
13526770
13533112
13526769
13527346
1352734¢
13524587
13837270
13527342
13527329
13537419
13527339
13527344
13527344
13527340
13531895
13533170
13527462
13527270
13527338

13527322
13527322

2431 ROYAL OAX DR

TOTAL R AND B PRIVATE MRD GENERAL

1160SENNA 8.6 MG TAD
1766EPHEDRINE SULPATE (PRESSORS)
1839GLYCOPYRROLATE 0.4MG/2ML &
2150PROROFOL 200MG/20ML  EMUL
2169ROCURONIUM BROMIDE 50M3/5ML
217DOCUSATE SODIUM 200 M3  CAP
24BOLIDOCAINE HCL (2%) SOLN
3656GELATIN ADSORBABLE[SIZR 100)
3845DESFLURANE  .LIQD
38E9BACITRACEIN SOLUTION  soLR
3970MORPHINE SULPATE S Ma/ML &
3970MORPHINE SBULFATE 5 MG/ML 3
4557LIDOCAINE HCL 1% (LOCAL ANE
466150DIUM CHLORIDE FLUSH 0.9%
640CYCLOBENZAPRINE HCL 10 MO
10440XYCODONE-ACETAMINOPHRERN [S-3
1140QUINAPRIL HCL 20 MG TAB
11608ENNA 8.6 8§ TAB
128720LPIDEX TARTRATE S MG  TAB
128720LPIDRM TARTRATE S MG  TAD
217DOCUSATRE SODIUM 100 MG  CAP
3022LIDOCAING HCL (2%) GBL
3143TAMBULOSIN HCL 0.4 MG  CP24
3248CITALOPRAM HYDROBROMIDE 20 M
466180DION CHLORIDE PLUSH 0.9%
468ACETAMINOPHEN 325 MC TAB
TOTAL PHARMACY

1353NACL [0.9%) SOLP
1353NACL [0.9%) soLp
TOTAL PHARMACY IV SOLUTIONS

32 72504 BONE IMPLANT LEVEL 3
34 72804 BONE IMPLANT LEVEL 3
36 72630 SCREW/BOLT IMPLANT LEVEL 6

H o e e

180

T R T T VAV

[
[

Mo e

[

03/22/11

11/03/17
M4
apl
D2
.18

03/26/11  1pC

PRAMPTON, ALERANDER ; ©
FRAMPTON, ALEXANDER
1,317,00 1,317.00
1,317.00
0.00 0.00
36.00 36.00
36.00 36.00
36.00 36.00
36.00 36.00
g.a0 0.90
35.00 36,00
93.75 92.78
6.00 1,080.00
36.00 36.00
46,00 46.00
46.00 46.00
36.00 36.00
36.00 36.00
2.50 2.50
4.50 2,00
2.50 2,50
0.00 0.00
4,50 9.00
4.50 4.80CR
0.00 0.00
24.25 24.25
21.78 21.75
2.80 2,50
36.00 36.00
0.00 0.00
1,658.75
49.00 48,00
48.00 95.00
144.00
2,297.00 2,297.00
2,297.00 2,297.00
€89.00 1,378.00
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South Carolina Workers* Compensation Commission WCC #: 1012533

0. Bey 1715 1612 Marion Street Carrier File: 2010-003478
Columbia, South Carolina 292021715 Carrier Code #:  500-SF
(803) 737-5700 Employer FEIN # 570000p24
Alexander Frampton 250-31-2858 DEPT OF NATURAL RESOURCES .
5296 Dixie Plantation Road, Hollywood, SC 29449 1600 Assembly St., Rm, 249, Columbia, SC 29202
(843) 571-0053 (home) {work)
Preparer’s name: Robert Peppers (303) 896-3924 State Accident Fund, Insurance Carrier
Date of injury: 09/04/2010 Date of notice to ermployer of injury: 09/07/2010

l.  Payment of Temporary Compensation (choose A, B, or C) (X) Initigl period () Additional périod. () Corrected compensation rate
A. Temporary Total at the compensation rate of § per week. For this period of disability, disability began on  and thie date of first payment was

B. Temporary Partial at the compensation rate of S per week. Note: When Temporary Partial compensation rate will vary, report first payment here.

Supplement throughout the period of Temporary Partial compensation by filing Form 15$ with the Form 18, which shall be filed six months after the

date of injury and cach six months thereaRer until the file is closed. For this periad of disability, disabj lity began on  and the date of first payment
was |, ‘

Calculation of Temporary Partial rate: Average weekly wage before injury
MINUS Current weekly wage
Difference in wages before injury and now
Temporary Partial Compensation Rate

AWnnAnA

C. Salary in lieu of Temporary Total compensation in the amount of S 1299.31 per week. For this periad of disability, disability began on 03-2}.201)
and the date of first payment was 03-21 -2011.

THIS SECTION MAY BE USED ONLY WITHIN 150 DAYS AFTER NOTICE TQ EMPLOYER OF THE INJURY, ATTACH

DOCUMENTATION AS TO THE REASON FOR THE TERMINATION.

Il. Termination of Temporary Compensation, Temporary compensation paymenis were stopped on  for the following reason; e
=) Claiman. h'é'sfi'iﬁrﬁed'f&%?k?ik?ﬁfilisfdiisfaialﬁéﬁmi al'compensation is due— = - ———— —=IT e SRR

() Claimant agrees hefshe is able 1o return to work and has signed a Form 17.

() Based on a good faith investigation, the claim is denied. Reason for denial:

() Claimant has been released to return to work without restrictions and employment has been offered,

work consistent with the terms upon which the Employee has been released

() Claimant bas refused medical treatment, cxamination, or evaluation, Note: Benefits must be resumed if claimant accepls the treatment, examination, or
evaluation. Additional report must be filed if compensation is resumed.

[ certify that this form has been served on the claimant per R.67-211,

Signature of Claims Administrator ; Date

aast

HIL. Notice to Injured Worker or Legal Representative when Temporary Compensation Has Been Stopped: “eees
The employer’s representative may stop temporary compensation within 150 days of the date of notice for the above reasons. Hesvever, if you believe
that temporary compensarion should not have been stopped, you may request a hearing by signing befow and _r&umin'g-this form 1 4§ SCWCC Judicial
T DépartenTat thE BAdTESs 2T THe 10 of the form—A- eanng will ¢ held Within 60 days of receiptor your~reqh¢sf’ﬁ:?f§?en1uhe iFepporary os eey
L ]

compensation has been properly terminated.

»
MY SIGNATURE BELOW INDICATES THAT { DO NOT AGREE WITH THE TERMINATION OF TEMPQRARY COM},.E..{SATION. Ve

REQUEST A HEARING TO DETERMINE WHETHER 1 AM ENTITLED TO FURTHER TEMPORARY COMPENSATIO,,\L PAYMENTG e« .
Check one: Form 15(I1) (] has hasaot  been received, L, . "o o
. : L ': : se O: L
- B . . e . ; x » ‘ *
Signature of claimant or legal representative Date ¢ * o
:.-oo-

representative must serve the Form 15 on the claimant when compensaiion begins per R.67-21 1. Employer'srepresentative musi prepare and serve Form 20
within thirty days of beginning compensation per R.07-1603. Employer's Tepresentative must serve per R.67-211 1wo copies of the Form 15 oy chimant
immediately on termination of compensation with documentation attached as to the reason for the termination. Injured waorker may contest termination of
compensation by completing section {1l of the Form 15 and filing it with Judicial Departmeni.

WCCForm# 15 Rev Dute 3/97 15 Temporary Compensation Report
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s

South Caroling Workers’ Compensation Commission " WCC File # 1012533

P.O. Box 1715 1612 Marion Street Carrier File # 2010-003478

Columbia, South Carolina 29202-7 715 Carrier Code # 500 - SF

(803) 737-5700 Employer FEIN 570000P24
Alexander Frampton 250-3 1-2858 DEPT OF NATURAL RESOURCES

5296 Dixie Plantation Road, Hollywood, SC 29449 1000 Assembly St., Rm. 249, Columbia, SC 29202
(843) 571-0053 (home)  (work)

Preparer's name: Robert Peppers (803) 896-5924 State Accident Fund, Insurdnce Carrier

Date of injury: 09/04/2010

1. Tempnr_ary Compensation Paid:

Number of Weeks From To Amount
TT-AN 6.00 21-MAR-11 01-MAY-11

More on page two...
2 The claimant returned‘zwork on 05/02/2011

With restrictions but at a salary not less than before the injury
@) Without restrictions,

i C ool atove)

Claimant’s gj

vedess % 0. Employer’s Représentative Signature
] . evee ‘
.:.': .:.. .:..:.
s IWitness ) E : ] C‘.laimant’s'Attorney Date Agreement Signed
.. * ag » ¢ .: L] L]

WCCFORM # 17 REV. DATE 3/97 17 RECEIPT OF COMPENSATION
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South Caroling Workers' C cnpensation Commission WCCFile# 1012533
P.Q. Bux 1715 * 1612 Marion Street Carrier File # 2010-003478
Columbia. South Carolina 29203-1715 Carrier Code # 500 SF

(803) 737-3700 Employer FEIN 570000P24

Alexander Frampton 250.3).2858 DEPT OF NATURAL RESOURCES

3296 Dixie Plantation Road, Hollywond, SC 29449 1000 Assembly Strect Room 136, Columbia, SC 29202
Wki#:() - Home#:(843) 571-0053

Preparer's name: Robert Peppers (803) 896-5924 State Accident Fund, Insurance Carrier

1 Date of injury: 09/04/2010
month day year
3. Typeof Compensation Paid (TP or TT)/Periods of Payment:

2. Total Wecks of Compensation Paid: 6

Type: w-an From: 03/21/201 ) To: 05/01/201 1

4. Date of First Payment:
month day year

5. Total Amount Paid (a) Compensation: §

(b) Medica! (Include Nursing, Hospital Drugs,Etc.): $ 18,610.98

6. iInformal Conference is Requested: { Yyes (X)) no
(check one)

7. Use these lines 1o send a memo to the Commission:

Kl 851513

Employer's Reprefentative Phone #

09/05/2011
Daite '

Tvpe or ;irim all information. File this form 6 months afler the alleged injury date and each 6 months until the Commission's File is closed. Form 18
mwst be filed whether or not compensation is ongoing, Check "

yes™ afler number 6 10 request and informal confercnce. Refer ¢ R.67-413, R.67.
507, and R.67-804 for further informiation, ! T eSO RETAL. ke

WCC FORM # 18 REV. DATE 3/96 18 PERIODIC REPORT
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South Caroling Workers' Compensation Compiission
P.O. Bux 1715 » 1612 Marion Sireer

Columbia. South Caroling 29202-1715

(803) 737-3700

WCCFile# 1012533
Carrier File # 2010-003478
Carrier Code # 500 SF
Employer FEIN 570000P24

AY
Alexander Frampton  250-31-2858 DEPT OF NATURAL RESOURCES
5296 Dixic Plantation Road, Hollywood, SC 29449 1000 Assembly Street Room 136, Columbia, SC 29202
WKE() - tHome#:(843) 571-0053
Preparer's name: Lindsay Sadler (803) 896-5924 State Accident Fund, Insurance Carrier
1. Daeof injury: 09/04/2010 2. Total Weeks of Compensation Paid: 6

month day year
3. Type of Compensation Paid (TP or TT)/Periods of Payment:

Type: tt-an From: 03/21/2011 To: 05/01/2011

4. Datc of First Payment:
month day year

5. Total Amount Paid {(a) Compensation: §

{b) Medical (Include Nursing, Hospital Drugs,

6. Informal Conference is Requested: ( )yes(x)no
, (check one)

7. Use these lines to send a memo Lo the Commission:

!

Eic) 8 2487943

-

—___..:....._.:d__.__' .
-

eone
+ s
seea YY) sese

Sepead .~“'U-:ng Y

AN ee :

: , tis
LR ‘ ¥ ive® 2
o8 Employers f(cpresenklzL veds Phone #
" o0 * eo
L2 | ] L I -
L} [ ] ] .

03/05/2012
Date -

———tD. 0,00 < " -

Type or PyuLaFinformation. File this form 6 months afier the alleged injury date
must be filed whether or nat compensation is ongoing. Check "yes" afler number
307, wnd R.67-804 Tor further information,

WCCFORM#18  REV. DATE 3/96 18

ind each 6 months until the Commission's I

ile is closed, Form 18

6 10 request and informal conference. Refer to R.67-413, R.67-

PERIODIC REPORT

P293



South Carolina Workers' Compensation Commission WCCFile# 1012533

P.O. Bax 1713 * 1612 Marion Street Carrier File #  2010-003478
Columbia, Sauth Carolina 29202-1715 Carrier Code # 500 SF
(803) 737-5700 Employer FEIN 570000P24
Alexander Frampton 250-31-2858 DEPT OF NATURAL RESOURCES
5296 Dixie Plantation Road, Hollywood, SC 294490 1000 Assembly Street Room 136, Columbia. SC 29202
Wk#:() - Home#:(843) 571-0053
Preparer's name: Lindsay Sadler (803) 896-5924 State Accident Fund, Insurance Carvier
1. Date of injury: 09/04/2010° 2. Total Weeks of Compensation Paid: 6

month day year
3. Type of Compensation Paid (TP or TT)/Periods of Payment;

Type: tt-an From: 03/21/2011 To: 05/01/201 |

4. Date of First Payment;
month day year

g

Total Amount Paid  (a) Compensation: $

(b) Medical (Include Nursing, Hospital Drugs, Etc.): § 24,879.43

6. Informat Confercnce is Requested: ()yes{(x)no
(check one)

~

Use these lines to send a memo to the Commission;

wé&dﬁ@( @5@@572—[7/ 09/0412012

Employer's Representative Phone # Date

Type or print all information. File this form 6 months afier the alleged injuey
must be filed whether or not compensation is ongaing, Check “ves" after nur
307, and R.67-804 for further information.

WCCFORM# 18 REV. DATE 3/96 18

date and cach 6 months until the Commission's File is closed. Form 18
mber 6 16 request and informal conference, Refer to R.67-413, R.67-

PERIODIC REPORT
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South Carolina ‘Il’orkers' Compensation Conunission
P.0. Box 1715 * 1612 Marion Street

Columbia, South Caroling 29202-1713

(803} 737-5700

WCCFile# 1012533
Carrier File #  2010-003478
Carrier Code # 500 SF
Empioyer FEIN 570000P24

Alexander Frampton 250-31-2858
5296 Dixie Plamtation Read, Hollywood, SC 29449
Wk#:() - Home#:(843) 571-0053

Preparer's name; Lindsay Sadler (803) 896-5924

DEPT OF NATURAL RESOURCES
1000 Assembly Street Room 136, Columbia, SC 29202

Siate Accident Fund, Insurance Carrier

1. Date of injury; 09/04/2010
month day vear

2, Total Weeks of Compensation Paid: 6

3. Type of Compensation Paid (TP or TT)/Periods of Payment:

Type: tt-an Fram: 03/21/2011

4. Dateof First Payment:
month day year

5. Total Amount Paid (a) Compensation: $

[}
6. Informat Conference is kcqaes'ted: ( Yyes(x)no
¢ . (check one)

soveRe
L ] L]

To: 05/01/2011

(b) Medical (Include Nu'rsing, Hospital Drugs, Etc.): § 24,946.,74

L ] [ ]
* [ ] ‘ se R
o ° . LA XY §J o s
7. U these Bftas to send 2 memeto the Commission:
L] a * L X X ) L ]
® a2 [ [ ]
LI XTI XY [ XXX ] oveeS
L [ ]
SR . —
L ]
Se0dod 9 »
a-__.‘__m.n_n_n 'll L 12 e
: ’ .. ‘. L ]
a = [ ]
L ....- - L ]
L XA K]
A

W BRTUSTLY

Employer's Representative Phone ¥

03/04/2013
Date

:[‘)'pe or print all information. File this form 6 months after the allcged inj
must be filed whether or not compensation is ongoing. Check "ves”

507, and R.67-804 for further information.

WCCFORM#18 REV. DATE 3/96

ury date and cach 6 months until the Conimission’s File is closed. Form 18

afler number 6 to request and informal conlerence. Refer to R.67-413, R.67-

18

PERIODIC REPORT
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South Carolina Workers' Compensation Commission WCCFile# 1012533
P.O. Box 1715 + 1612 Marion Street

Carrier File # 2010-003478
Columbia, South Caroling 29202-1715 ' Carrier Code # 500 SF
(803) 737-5700

Employer FEIN 570000P24

Alexander Frampton 250-3)-2858 DEPT OF NATURAL RESOURCES
5296 Dixie Plantation Road, Hollywood, SC 29449 1000 Assembly Street ‘Room 136, Columbia, SC 29202
Wki#:(} - Home#:(843) 870-5554

Preparer's name; Lindsay Sadler (803) 896-5924 State Accident Fund, Insurance Carrier

1. Date of injury: 09/04/2010
month day year
3. Type of Compensation Paid {TP or TT)/Periods of Payment:

2. Total Weeks of Compensation Paid: 6

Type: tt-an From: 03/21/2011 To: 05/01/2011

4. Date of First Payment:
month day year

5. Total Amount Paid {a) Compensation; §
(b) Medical (Include Nursing, Hospital Drugs, Etc.): § 2532282
6. Informal Conference is Requested: ( ) yes(x)no
(check one)

7. Use these lines to send a memo to the Commission:

( X 09/04/2013 ® e% 0%t ®e o*
Employer's Representative Phone #

— ¢ & B [} : : °
Date s oo o * e,
-.0 -.o : : '.' oa

Type or print il information, File this form 6 months after the alleged injury date and each 6 months untisthe C‘oﬁmlsslgx;; Fﬂ; & c!o.@a.! Fir.nt 18
must be filed whether or not compensation js ongoing. Check "yes” I

after number 6 to request and informa eonfertpee, 674332R.872
507, and R.67-804 for further information, d !- . :F © Is:.Qr 00& " 50‘.
WCCFORM#18  REV. DATE 3/96 18 PERIODIC REPORT
. L] . [ .: : :
] [ ] e
& o ¢ 3
[ K ] a » 0
[ ] [ 2 2 ] e

P296



South Carolina Workers' Compensation Commission WCCFile# 1012533

P.Q. Box 1715 + 1612 Marion Street Carrier File # 2010-003478
Cofumbia, South Carolina 29202-1715

Carrier Code # 500 SF
(803) 737-5700 Employer FEIN 570000P24
Alexander Frampton 250-31-2858 .DEPT OF NATURAL RESOURCES

5296 Dixie Plantation Road, Hollywood, SC 29449

1000 Assembly Street Room 136, Columbia, SC 29202
Wki#:() - Home#:(843) 870-5554

Preparer’s name: Lindsay Sadler (803) 896-5924 State Accident Fund, Insurance Carrier

1. Date of injury: 09/04/2010
month day year
3 Type of Compensation Paid (TP or TT)/Periods of Payment;

2. Total Weeks of Compensation Paid: 6

Type: tt-an From: 03/21/2011 To: 05/01/201 1

4. Date of First Payment:
month day year

5. Total Amount Paid (a) Compensation: §

(b) Medical (Include Nursing, Hospital Drugs, Etc.): $ 25,322.82

6. Informal Conference is Requested: ( ) yes (x)no
(check one)

7. Use these lines to send a memo to the Commission:

' « o 03/04/2014 ’ -
mployer's Representative " Phone #

Type or print all information. File this form 6 months afier 1he'alle
must be filed whether or not compensation is ongoing. Chcck
507, and R.67-804 for further information.

mLury dalt and cach 6 ngmhs unitit the Commissions File is closed. Form 18,

for numbcr m:ucsz tncblnfonnal confcrence. Refer to R.67413. R.67-
.

L 'lo 000 . 8 e we e e
) [ ] » o8 » [T X ] L ]
WCCFORM #18 © REV. DATE 3/96 18 PERIODIC REPORT
L ] s8e § @

* o N v 9
9 60 » wse 9
* 9 mes o
® e S v
M wWoe ¢ o [}
L ] e e L X1



South Carolina Workers' Compensation Commission
P.O. Box 1715 * 1612 Mavion Street

Columbia, South Carolina 29202-1715

(803) 737-5700

WCC File# 1012533
Carrier File # 2010-003478
Carrier Code # 500 SF
Employer FEIN 570000P24

Alexander Frampton 250-31-2858
2431 Royal Oak Dr, Johns Island, SC 29455
Wk#:(803) 734-4004 Home#:(343) 870-5554

Preparer’s name: Lindsay Sadler (803) 896-5924

DEPT OF NATURAL RESOURCES
1000 Assembly Street Room 136, Columbia, SC 29202,

State Accident Fund, Insurance Carrier

1. Date of injury: 09/04/2010
month day year

2, Total Weeks of Compensation Paid: 6

3. Type of Compensation Paid (TP or TT)/Periods of Payment:

Type: tt-an From: 03/21/20] |

4. Date of First Payment:

month day year

.

Total Amount Paid (a) Compensation: §

(b) Medical (Include Nursing,

6.

Informal Conference is Requested: ( Yyes(x)no

{check one)

N

Use these lines 10 send a memo to the Commission:

To: 05/01/2011 -

Hospital Drugs, Etc.): $ 25,322.82

SA0592.14

Phone # 4

674

Employer's Representative—

09/04/2014

Type or print all information, File this form 6 months after
must be filed whether or not compensation is ongoing. Check

"yes” afraumben 6 1o me ucst and infermal confere Reft § .
507, and R.67-804 for further information, ves o °e o :q e o4 nenee, RefertoRe1-413, R 67
: ) '::'::::'::::
WCCFORM# 18 REV. DATE 3/96 CA8 e e, PERIODIC REPORT
* *e® a
e @ @ o
[ e L 2]
L * o @
* 9 s o 9
[ ] .




South Carolina Workers' Compensation Commission WCCFile# 1012533

[

P.O. Box 1715 ¢ 1612 Marion Street . Carrier File # 2010-003478 .
Columbia, South Caroling 292021715 Carrier Code # 500 SF
(303) 737-5700 Employer FEIN $70000P24
Alexander Frampton . 250-31-2858 DEPT OF NATURAL RESOURCES
2431 Royal Oak Dr, Jjohns Island, SC 29455 1000 Assembly Street Room 136, Columbia, SC 29202
Wki#:(803) 734-4004 Home#:(843) 870-5554
Preparer’s name: Lindsay Sadler {803) R95-5924 State Accident Fund, Insurance Carrier
1. Dateof injury: 0_9Lw;m_o 2. Tota] Weeks of Compensation Paid: §
month day year
3. Typeof Compensation Paid (TP or TT)/Periods of Payment:
Type: TT-AN  From: 03/21/2011 To: 05/01/2011 = ~
4. Date of First Payment:
month day year
5. Total Amount Paid (a) Compensation: §
seue {b) Medical (Include Nursing, Hospital Drugs, Etc.): § 25413.07
6. Informel Cosderence Is Riquested: () yes (*)no
[ 4 9 so8e
. o . . . (check one)
..“C. *ove .00...
s 7. UsetheseMnds 10 send amemo to the Commission: .
TR T ege—e— T T T
osmonse
s oo 0 » » ®
HA- v . Tesve
e e o : L] (X ]
L ] s ‘I [ ] ® ;
——-———_L}Q_Q_,_E___
ar /L/\ . Li/17/2014
Employer's RejfreSentative Phone # Date

Type of print all information, File this form 6 months after the alleged injury date and eag|

must be filed whether or not compensation is ongoing. Check “yes” after number 6 to req
507, and R.67-804 for further information,

h 6 months until the Commission's Filg is closed, Form 13
uest and informal conference. Referta R.67-413, R.67-

WCCFORM#18  REV. DATE 3/96 18 PERIODIC REPORT




South Carolina Workers' Compensation Commission WCCFile # 1012533

P.O. Box 1715 # 612 Marion Street Carrier File# 2010-003478

Columbia, South Carolina 29202-1715 Carrier Code # 500 SF

{803) 737-570¢ Employer FEIN 57000024

Alexander Frampton  250-31-2858 DEPT OF NATURAL RESOURCES

2431 Royal Oak Dr, Johns Island, SC 29455 1000 Assembly Street Room 136, Columbia, SC 29202

Wk#(803) 734-4004 Home#:(843) 870-5554 )
Preparer’s name: Lindsay Sadler (803) 896-5924 State Accident Fund, Insurance Carrier

1. Date of injury: 09/04/2010 2. Total Weeks of Compensation Paid; 6

month day year
3." Type of Compensation Paid (TP or TT)/Periods of Payment:

Type: #-an From: 03/21/2011 To: 05/01/2011

4. Date of First Payment:
' month day year

5. Total Amount Paid  (a) Compensation: §

(b) Medical (Include Nursing, Hospital Drugs, Etc.): 3 25413.07

6. Informal Copférgnce is Requested:  ( ) yes {x) no

eee o {check one)
[ L ] ]
.....: .....
7._ Use these I'n;es to send 3 mego to the Commission;
....Q. [ [ X ] I ...G..
) s e @
At ——Hess vew
(XX ¥ Y] s00e [
*® .¢n ..'... L ] L ]
:.I:.. » -....'
00 ae e oo
L ] * -. L ]
. 280 p
o ’ooto. -
ol &RRALIZY
Employer's Representative Phone # !

Date

Type or print all information. File this form 6 months after the alleged injury date and cach € months until the Commission's File is closed. Form 18
must be filed whether or not compensation is ongoing. Check’

! "yes™ after number 6 to request and informal conf . Ref 67- -
507, and R.67-804 for further information. * e comibrence: ReltrioRGTAI3, R67
WCCFORM#18  REV. DATE 3/9 18 PERIODIC REPORT

Lo
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THE STATE QF SOUTH CAROLINA

In The Court of Appeals RECE IVE

APPEAL FROM SOUTH CAROLINA Sep08 2020
Workers’ Compensation Commission SC C ourt Of Appeals

Appellate Case No.: 2017-001764
Op. No. 5726 (S.C. Ct. App, filed May 13, 2020) (Shearouse Adv. Sh. No. 19 at
75)
Chisolm Frampton, Employee, ...................... ... .. . . Appellant,

V.

S.C. Department of Natural Resources, Employer,
and S.C. State Accident Fund, Carrier, .................... ... Respondents.

CERTIFICATE OF COUNSEL

The undersigned hereby certifies that this Supplemental Record on Appeal

contains all material proposed to be included by any of the parties and not any other

material.

ez —
Stephen B. Samuels
Samuels Reynolds Law Firm, LLC
1320 Richland Street

Columbia, SC 29201

(803) 779-4000
Stephen@samuelsreynolds.com

Attorney for Appellant

September 8, 2020
Columbia, South Carolina

P301



THE STATE OF SOUTH CAROLINA ‘ "
In The Court of Appeals RECE ‘

Sep082020
APPEAL FROM SOUTH CAROLINA
Workers’ Compensation Commission SC Ceurt Of Appeals

Appellate Case No.: 2017-001764

Chisolm Frampton, . . . ........ .o e Appellant,

SC Department of Natural Resources, Employer, and
The State Accident Fund, Carrier, ........................... Respondents.

PROOF OF SERVICE

I certify that I, Wanda Powell, paralegal to Stephen B. Samuels have caused
the Supplemental Record on Appeal to be served upon the below parties on
September 8, 2020, addressed as follows:

Kirsten L. Barr, Esquire

Trask & Howell, LLC

P.O.Box 2167

Mt. Pleasant, SC 29465

via email: kbarr@trask-howell.com

i

Out
Wanda Powell
Paralegal to Stephen B. Samuels

September 8, 2020
Columbia, South Carolina



TS A M U E 1

STEPHEN B. SAMUELS
P. JASON REYNOLDS
R E Y O L DS ATTORNEYS AT LAW

LAW, FIRM: ————

September 8, 2020

Via email: ctappfilings@sccourts.org RECEIVEI)

The Honorable Jenny Abbott Kitchings ep08 2020
Clerk of the South Carolina Court of Appeals S P

1220 Senate Street

Columbia, SC 29201 SC Ceurt of App eais

RE:  Chisolm Frampton v. S.C. Department of Natural Resources
Appellate Case No.: 2017-001764

Dear Ms. Kitchings:

Attached for filing please find Appellant’s Supplemental Record on Appeal and Proof
of Service in the above-referenced case.

By copy of this letter and attachment to Kirsten L. Barr, counsel of record for Respondents,

we are serving her with a copy of our Supplemental Record on Appeal as indicated by the attached
Proof of Service.

Please have your staff clock in the Supplemental Record on Appeal and Proof of Service
and return the clocked copies via email.

Thank you for your consideration in this matter. Please contact us with any questions or

if further information is needed from our office.
Respectful

Stephen B. Samuels

With kindest regards, I am

SBS/wp
Enclosure(s) as stated

cc: Kirsten L. Barr, Esquire (w/encls.)
John C. Land, ITI (w/encls.)

WE WORK WHO WORK
1320 RICHLAND STREET, COLUMBIA, SC 29201 | P: (803) 779.4000 | F: (803) 779.4004 | WWW.SAMUELSREYNOLDS.COM



