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AKE MARION PRIMARY CARE - P.772 | Adult Patient Office Visit Form
IDWARD C. KEITH, M.D. ‘ ‘ - - Chat# () s
' . " - Date: /&W

) 4 :
Patients’s Name: @ (AL LLZL/};{,Q_ ' ' ' l Aac,%?

Allergies: 6@@/{7‘)0\ U . : ‘ | .
AS. /47 Medications (including OTC)

'Chicfcomplm j’m L 10 0l HAS. |
W 7}/%4// KhoD D M//»a loid [ DH 755 % ol 3]

M’]ﬁ d%;)’hj /Qé@/zg»j
rnipA o@ﬂn;d %222

1 Objective

ot et
/;4/ P f\f\, /""t( /4"”%

Review of Systems F:r’

. General Appearence |
. HEENT
TNeek
. Respiratory |
. Cardiovascular ' [
. Gastrointestinal
. Geattouringry
~ Musculoskeletal
Nexrojogical
{. Endocrine/metabolic
.. Hematologic
"', Psychiatric
. Nutniional - .
. Gynecologic : v
. Lymphatic '

'\R \\fe yfo =

I ]

. munistered Medications/Treatments:

essmmt //]?/W Wi % i],é/f

' sﬁ/WlF 7‘7% 5/-—0/{%( . ~ o chfcn?iiis:

A2 R L= 1
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CLARENDON "MEMORIAL HOSPITAL Dictated: 5-19-98
Manning, SC Transcribed: 5-19-88

MEDICAL RECORDS

i RADICLOSY PROCEDURE
B NAME NUMBER SEX AGE BDMIT DISC. MED.RECORD# TYPE ROOM#
723882 F 33 5/18/88 5/19/38 @7B8B76 o/P
' PHYSICIAN

DINGLE DIANE 7
DATE OF BIRTH: 8/18/1964 ,
PHYSICIAN: 5500 KEITH EDWARD C . KEITH E C

TTTTTTTXTRAY #:89641°
DATE :5~15-98
EXAM:CT OF THE SINUSES
HISTORY: SINUSITIS/NASAL CONGESTION/VERTIGO

MULTIPLE 5 MM CORONAL IMAGES THROUGH THE PARANASAL SINUSES HERE OBTAINED USING

BONE WINDOWS AND SOFT TISSUE WINDOWS.
NO

g | NG AIR~FLUID'LEVELS OR SIGNIFICANT MUCOSAL THICKENING IDENTIFIED .
~— EROSIVE/DESTRUCTIVE CHANGES ARE NOTED. MINIMAL LEFTWARD NASAL SEPTAL DEVIATION
IS SEEN. ‘ . ‘
IMPRESSION: CT DEMONSTRATES NO EVIDENCE FOR SIGNIFICANT MUCOSAL THICKENING OR
AIR FLUID LEVELS WITHIN THE PARANASAL SINUSES. A

MICHAEL E. FAULSTICH, MD, PHD/KJM
DIPLOMATE AMERICAN BOARD OF RADIOLOGY

p
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"T,{E INSURED FAY }ZESPQA’SIBLE FOR ARY EXPENSE INCURRED FOR T‘ZE’ COKPL_‘-'IYOI\' OF THIS FORM,

PART Ii] - ATTENDING PHEYSICIAN'S STATEMENT - To be cotaplPed 28 cigned by Attending Physician.

NOTE TO PHYSICIAN

Since this msurance is designed o provide bencfits for instaliment pLymcmrs, plcm supply the inform2uon regdired on the fomm 2¢
| soT \ possﬂnic Your rompr comp?« woill bcgrca‘d’y zppn:cialdf by bozh your pzient and the comparny, g /{ é(./
' quhz‘s Nime: / ﬂ/&/ c Datc of Bicth:
s el sy K/m’éc,{ed ~ —

(®) Contbirory causes ofdwsa.bdrw )74 - '

) Comph_anorxs. . . o N/ A

9] Did patierat bave surgery? [ ] Yes Bﬁo : ]

if "}:'ES v dcsc:ibc— ] » : a ] Date perormed / /

{&) ¥ hospitalized, name & addross of hospicsl U/ A

HISTORY: ) /52%: ﬁINJURY 0] ves B/o IINESS Eées L o

(«) When d;d SYmpIoms et appezr ar acodent bzopcn_?

(b_) Date p:m:nz ce2sed work because of disabiliy? 5 /7 /

(c) Eias paticnt cver had szrnc or similar cc‘ndmon> [ Jves L%
If “YES,” state when and deseribe: '

. R Ingsial dzs: Of reamnen 6 6 Qg/ &) 145{ dare oftrcmnc:mj /g Vi ‘/g,

) Frequency of visits Weekly. - L IMonthiy DO:ncr :
TXTENT OF DISARILITY: ?g
7} Ghee exzct dates of Towl Disability {unzble 1w “') From 5 g Qg/ § C’Zj

To Ve ot

: 'z{m}'ﬁcr Occupation [ A%ny Occupation

" b) Give exact dates of Partial Diszbitity From _ /ﬂ} / ]Q
U] His/Ber Occupation  [JAny Occupriion

*ROGNOSIS: ' '

» EFlxs paient progressed? [E/ch {3 o (b) Progsess B/!mpmvcd 0 Rcoov-:n:d D No changc O %Wd

3 Yate the dare the patient cxa retum o wodk 20 ?Y

k4 I;\pzucm still undér your care for this condiion? [ J¥es [[(INo 1f “NO,” Paticot was rokezsed 6 f/g ! ?Y/

) Any fimitations? [ _]¥es [B&: ' : '

O

bhoxeby cortify that the above-descuibed informarion i8 bzscd upon reasonxble medics]l probability, and is true and cocrect

‘thcbcstofmyhxawlcdgﬁtndbc%/% (, Z&’/Lll/(/ﬂ/(o 4%// Zé&%ﬁﬁ

\WEE OF ATTENDING PHYSICIAN >
(Please Pring) (Signature of Attending Physician,

igphonc 90:5 45 5_’ 025&4 77 WS ‘ - A /[7 ) a0

oo hadeess IS _LLSt JoS a5 ~ , S B el WY

%, Stase WA//)/‘LK, JE Zip S0 Tax ID Na. 577 OY/) (0?3/?

' IV - STATEMENT OF EM’PLOYER To be cornpictcd and signed by employer (If ;vclf-cmploycd ) $O srare)

Imployee b’y na2me of _ . _ :
I_&sawzyfwmwo:kbcgmning Ll (1 am DPMr.hrough -/ 4 3 am 0 pm
. Iviginal date of cmployment / /- 4. If terminzted, give damw Vi / I )

"d:s:szlltyr_s due to sickness, was employee prcnorus}; zfflicted with this illnew? Yes -No
; Qisabilty due cocmplovmcnrl Dch ONe ¥ “YES," datc of infury? 7 L

Escription of duriss
© you describe these duties as light, mecdiun, or heavy work?
5 you have any light duty work 2vailable? Oyes ONo  -vES 25 of what dare? [ 7
™ (Name of Company) .(Signarare a2nd Tire) ' i
) : : Phone No. (___J_ ' Date 4/

'l‘x — - —
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‘progress. Notes . T . .~ “ake Marion Primary Care
" = . P.775 -~ 4dward C. Keith, X.D.

4&2&%; e
F y/ Chart &:

Paf"'cmt‘s Namea:

rape g2y Age: 33 , _
’Subjectlve. Ll i 1 :

’ Zplprrtimis ol 7 FLA ~ -

:[ \—WC/ szﬁ//))- . ) =
I L e

f—z%@f’ PZ W/ et 7 PL AN

Objective:

Assessment:

Plans:

Follow-up:

>ate: Age: ‘ -

Sibjective:

bjective:

‘Bessmenb

.
- |
Aap“s: ]
_ |
‘L,)w up: ;
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) | i - | ~° EXHIBITC

. U.S. Department of Labor
- Employment Standards Administration
Wage = n¢ Hour Divigan

P, (dte 'CERTIFICATION OF PHYSICIAN OR FRACTITIONER
Z] Jiases (Family and Medical Leeve Act-of 1993)

L Employes's Name: :Ek#ﬁ_w ﬂ//df/ﬁj

2. Patz::n( s Name (If other than employee); - k/‘xt/

3. Dignosiss Afrdel omau mé  Sine :Sféd[ a{’/&yy/r fALEES

4. Dawe conﬁﬁon commeniced: )) ;Lff-ff .5 Probable duration of condition: 4'// -%(7

6. Regimen of treatment to be preseribed (Indicate number of visits, general rature and duration of
weatment, mcludzng referral io other provider of health SErvices, ‘rf!udc schedule of visits or
treatment if it is medically necessary for the employss W0 be off work on an imermittent basis or
work less tran the employee’s normal schedule of bours'per day or days perweek s .

2. By Physician or Practitioner: jb/)’/“g‘{g[g ﬂm bfd )[/(‘) é/(—?// /</ J \5/ //?/V/v&’/
St aad HiwdS

b. By another provider of health services, i referred by Physician or Practtoner:

/. | R .

IF TS CERTIFICATION RELATES TO CARE FOR THE EMPLOYEE'S SER]OUSLY JLL FANILY REMBER,
AND © AND PROCEED TO ITEMS 10 Ty 14 ON REVERSE $IDE. OTIERWISE,

SKIF ITEMS _l o ARG 2 ANDG PROCEE

CONTINUE BELOW. -

e
U

C}_xc':k‘\’m ot Ne in the boxes below, 2¢ appropriate,

Yes :9, . . _
Is inpatient hospitatization -of the cmployee rcquired"

7. @]
8. o &/ is :mpioycc able 10 perform work of zny kind? (I “!\u . smp Hem 9.)
, | Siresdonls Cacive s idosS
9 - o 37/ s cmployce able to perform the functions of employee’s position? /Answcr

afler reviewing statement from employer of essemial functions of employee's
pcsmon or, if none provided, aftor discussing with employee.)’

15. Signatre of Ph);s’ci:n or Practitionsr: [7 W
o 16, Date: Qf/? }7 ‘
) 3 : | 17 Typc of Practice (F:ld of Specialization, if an_y) /?M/ /(/ %’94/‘0

OPTIONAL Form WH-380.
lunc 7993
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S—

- - | o e = Qv W .
FEDERA -MOGUL HEALTA DRRE SYSTEM

-

‘\/" FMHCS' | -
_P.O.BOX 1988 - Telephone (800) 522-0041 ACCIDENI AND SICKNESS (A&S) FORM -
DETROIT, Ml 48235 Fax (810) 3547553 (Short-Term Disability)

:MPLOYE‘: STATEMENT

mpioyee ~ please complete the ‘Emp/oyee Sta(omsnr' sign and dale below. Ta}'e this form lo your treating physician (o complele

7

ad then refum il fo your Human Resources Represenlalive. W

ast Name ‘ First Name M.L ( Dale of Bn «h j

" reel Address . I City : ; Stale J Zip Code 7’

>(;fer Security Numbe;‘ N J Home Phone Number .- , y 7

1A
sur Doctor's Name: al ' B A Telephone Number: ] ‘ ‘ '
e of Disability: i . Dale you :‘.'ere first treated for this disability: ‘ o e
-peﬁf--Disab,-‘Iify/';-‘—— 0 Sickness - - -+ Accigent~ - 7 -~ Pate of Accident
- . g 0 tajury | 3 Aufemobile : '
. 3 Pregnancy ' O Work Related .

 EMPLOYEE AUTHORIZATION.

derstand and agree that if any benefts should not have been paid to me under the terms or conditions of the Plan, or should have bean paid a
er &nounl, eny end all such payments mey be recoverad. | addilionziiy =gree that if } should receive 2 setilement or paymeals from 2ny ofher
ce (1 &, Workers' Compeansation, Autornobiiz Folicy or other source), I will reimburse Fecaral-tiozol for 2ny paymenis made on my behajt, |
orly" ceral-Mogul, my miedice| provicier, or any other orgzniration {o relezse or {o -obtain mfc rmzlion required o establish tha validity of this. |,

1 oAby epply for Madical Lesve ofAbsenc-» and/or Acciden! & Sickness Benefis,

Date: ] -

sloyee Signature:

AR

%y

PHYSICIAN STATENENTS

praadied; o S P R

Jeizn ~ piease complele he “Fhysician Statement” in full end retum to the sbove employee.

oste: SHOREL mfmme; — DTN A TR0 o JUIA
ofmcctrecen ff‘ce v sxt j/ ‘?\g/ - Daie f'rst treated for this diagnosis: XC’ZC/— 7/!
Ml el Wlrry 06909, [ aresginded an) (9 1 0 Zaﬂ& /v

- ccmp!aints‘

. osuc: tesfing:

ﬁbnt plan (include Qpec:ahft re.er(als) ;2/@’\”/&\ ﬂ]/(/ by é/(/ #C‘QL )C/M//A ] %J/ﬂ/f/

al Procedure; /()/74 . ‘ ) . Qaée of procedure; A
)f"hOSpifBifZalioﬂ: ‘ 1{174 o Name of {actlity:
sability began: : " Sarne or similar cond'tson befare? !E/Yes 0 No

dzase describe and indicale date of éFeViDL.}S occurrence: ___ L§—¢—X .5/7\-/5&(/?[/5 M/‘f(‘ /L/VA-// /45 sz

ember eble (o returnto work? [J Yes — Date returned o work:
A ® No — Date of next office visit:

nnncrpa(ed return fo work date: 7 //\¢£?

/Da &Zjﬂ/%ﬂ /4/ - _ Specialty: @4//(////]%%@, Phor;e No.:
'$ Address; jffd /«YWW <f7/ /M/(.&Aﬂ ‘ﬁr 92;6@ ' 5ax No:
/WM ____Dale:_" 4/{

‘s $rgna;ure.

_ - ~16-



P. 778

CERTIFICATE OF COUNSEL

The undersigned hereby certifies that the Supplemental Record on Appeal
contains all material proposed to be included by any of the parties and not any other
material. :

__(ciwagamans
Candace@. Hindersman, SC Bar No. 73710
Willson Jones Carter & Baxley, P.A.

4500 Fort Jackson Boulevard
Columbia, South Carolina 29209
Telephone (803) 227-2888
Facsimile (803) 782-2527

E-mail: cghindersman@wjlaw.net
Attorney for Respondents

‘March 15, 2013
Columbia, South Carolina

W ‘A WVEX@
; MAR 19 5 2013
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I certify that I have served the Supplemental Record on Appeal on Diane Dingle by
- depositing a copy of the Supplemental Record in the United State Mail, postage prepaid, on
. March 15, 2013, addressed to her attorney of record, Dwight C. Moore, Esquire, Moore Law
Firm, L.L.C., 26 North Main Street, Post Office Box 1229, Sumter, South Carolina 29151-1229.

WILLSON JONES CARTER & BAXLEY, P.A.

Legal Assistant to Candace G. Hindersman, Esquire

Attorney for Respondents

4500 Fort Jackson Boulevard

Columbia, SC 29209
Date: March 15, 2013



