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Office Phone: 843-523-5291
Palmetto Dental Health Assoc.

103 East Tatum Avenue
McColl, SC 29570

Julia Pearson
202 South St
Bennettsville, SC 29512

Treatment Proposal Page 1
extraction of teeth
Prepared for Julia Pearson Printed on 05-08-09 at 12:09p

The fees in this proposal are valid until 06-07-09. After that, fees may increase.

Visit #1

Code Description T# Surface Fee You pay % i &l aQ
07210 Surgical Extraction 1 222.00 222,00 &— i )

07210 Surgical Extraction 15 222.00 222.00 ~

07210  Surgical Extraction 21 222.00 222.00 e

TOTAL 666.00 666.00

Patient signature: X
Current Dental Terminology (CDT)© American Dental Association (ADA). All rights reserved.
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VP Ny 5 009
Date “Jd 4

. have received a copy of this

For Office Use Only

We attempted to oEo:._ written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

O individual refused to sign

O  Communication barriers prohibited obtaining the acknowledgement
_U>=mao«mm:nxmman*mo:v3<m33mc1_.o_so_uam1:m dnr:oi_mmmm:..o:_
D

Other (Please Specify)

© 2002 Amaricon Dental Associction
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This Farm is &ducatianol only, doss not constitvie legal advica, and covers only federal, not sicte, law Uuguat 14, 2002)



CareSouth Carolina Referral Form

Date: 4 / [ D& Chart Number:
Patient Name: Q,Cf_mf P€ 2 © A\ (Parent or Guardian Name)
Address:_ 2672 <, ndie S esd Home# ( ) -

A rm.. = City State Zip .
poe:__ [ /1% 5> s Work#t () 802 [, [ 772
Referral To:____ Denit | \U bt to .U«:F\ Office# (§4).5 22 329/
Address: Fax# ( ) -

City State Zip

Referring Referring —_—
Physician Name: lbromrtre Physician Signature: A= huJ

Referring Physician NPI#:

Reason for Referral:

Referring Physician Authorization#:

O

Records / Documents to be Sent: (Check All That Apply) KMedication List (REQUIRED ON ALL REFERRALS)

Medication List also provided to patient via: 0O Personal 0 Mail 0O Other:

O Progress Note From date: O Labs from date: to
O X-ray(s) of:

O Other:

Patients Insurance Type: (Primary) (Secondary)

Insurance Precert # (If Required): Dates Precert Valid Thru: to

Verifying Personnel Name @ Insurance no:._vm:<

Patients Appointment Scheduled For: Um<\m~ L Adayn

Patient Instructions:

v

Date:

M/PM

Vi §£.E%5\M Larfye s, .

Patient Directions to Referred Physician Office (If Needed):

5-¥-097 /1%

A 24 HOUR NOTICE OF CANCELLATION IS REQUESTED

***x**If you are unable to keep this medical appointment, please notify the doctor you have been referred
to, or your CareSouth Carolina medical center, so that your appointment may be rescheduled, ***** %%

**Attention Referred Specialist/Hospital/MRI Center/ETC. **

Please Send All Consultation _mmuo_.nm\._.mmnﬁmz Lab(s) etc. back to the (V) information provided below.

OBishopville Center
545 Sumter Hwy

PO Box 508
Bishopville, SC 29010
PH:803.484.5317
FAX:803.484.4533

OHartsville Center
1268 South 4th St
PO Box 909
Hartsville, SC 29550
PH:843.332.3422
FAX:843.332.3985

OCheraw Center
212 Third St

PO Box 1357
Cheraw, SC
PH:843.537.0961
FAX:843.537.0908

ORosa Lee Gerald
737 South Main St

PO Box 239

Society Hill, SC 29593
PH:843.378.4501
FAX:843.378.4209

OLake View Center
103 North Kemper St
PO Box 1076

Lake View, SC 29565
PH:843.759.2189
FAX:843.759.2180

OBennettsville Center
999 Cheraw St

PO Box 1197
Bennettsville, SC 29512
PH:843.479.2341
FAX:843.479.2346 -

OBennettsville Pediatrics | OMcColl Center
210 West Main Street 225 South Main St
PO Box 1076 PO Box 86

Bennettsville, SC 29512
PH:843.479.1200
FAX: 843.479.1230:

McColl, SC 29570
PH:843.523.5751
FAX:843.523.6040

OHunt Family Practice
106 Hospital Square

PO Box 508

Bishopville, SC 29010
PH:803-484-5943
FAX:803.484.6975

OChesterfield Center
500 W. Boulevard

PO Box 346
Chesterfield, SC 29709
PH:843.623.5080
FAX:843.623.5081

MR-Referral Form-2007-02-26

s Pillas ©F fe 190e ©
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Y cont. m DeNtAL History
N at

Your cusment physical health is B Good ~ Efair ® Poor
Are you wrrently under the care of a physician? B No M Yes

Why, you come to the dentist today?
S -
N _

Are you nc.,.a.m:_._x in pain? No M Yes

Please explain

Have you ever had a serious / difficult problem e€sociated with any

Are you toking any vamn\q.t:o: / o<oq-}m-noc:3__. drugs? BNo B Yes

Chvd S

Please li steach one

previous dental work? M No es

Do you now or have you ever experienced pain / &\\
s

discomfort in your jaw joint (TMJ / .qz__.www\!‘z.o
Your current dental health is B m Foir B8 Poor

Do you like to smile? B NofB¥es Do your gums ever bleed? 8 NoBPrér
4 a day do you brush? ..P
1l Attack / Stroke Y N Psychistric Problems

tor / Chemotherapy N Epilepsy / Sefzures / Fainting Spells Zoeci T._n_mmw R Bt el
i} Murmur Y D Diabetes / TubeFeulosis (TB) -

umatic Fever N Drug / Alcohol Abuse
+ / AIDS Y noraol Disease

it Surgery / Pacemoker Y Hemophilia / Abnarmal Bleeding
ingles N_Ulcers / Colitis

itral Valve Prolapse W\Xgégg_ Heort Defect

idney Problems N Anemia / Rediotion Treatment
ficial Bones / Joints ‘N Asthma / Arthritis

ificial Valves \.\x«ﬁ\m Difficulty Breathing

Have you ever had any of the following

diseases or medical problems?

How many times a week do you floss?

AR

understand that the information that | have given
today is correct to the best of my knowledge. | also
understand that this information will be held in the strictest
confidence and it is my responsibility to inform this office of any
changes in my medical status. | authorize the dental staff to perform
any necessary dental services with my informed consent that | may
need during diagnosis and trea Hunderstand that as a courtesy

SSE

<<€ <<€ < << < <<

Siuus Problems : ospiglized For Any Reasan to me Eﬂ\ insurance will be filed, but thgt | am financially responsible

'N_ Highy/Low Blood Pressure Y &x i orghy amount not paid by #fy insurafice compqny after a period of
X, N Fever Blisters Y d Transfusion .

N Severe / Frequent Headaches Y Emphysema / Glaucoma Ng\ m 27

7

[Pate

Payment is due in full at the time of treatment unless prior
arrangements have been approved.

Please list any serious medical condition(s) that you have ever had:

Thank you for filling out this form completely. it will
enable us to help you more effectively. if you have
_any questions at any time, please ask us. We are

happy to help.

"~ Are you dllergic to aify of the following drugs?.-
Y MR_._&____ Y cycline Y \AE

Y pirin Y Dental Anesthetics Y~ N Other
Y M Erythromydn Y )¢ Codsine

Please list any other drugs that you are allergic fo:

Our office is committed to meeting or exceeding the standards of
infection control mandated by OSHA, the CDC and the ADA.

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

ystems - Dillon, SC  04-6491-8




Page: 1 Document Name: untitled

1{EDHMS54 -P S.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES DATE: 05/15/09
MEDSPROD RECIPIENT INFORMATION ACTION:
MEMBER PERIOD START: 12/20/08 END: PAGE: 0001
NAME: PEARSON JULIA HH NAME: PEARSON JULIA
RCP NUMBER: 1780951202 HH NUMBER: 101302751 ACTION TYPE: MAINTENANCE
SSN: 240-92-7573 VC: V APL STATUS: ACTION DATE: 11/25/08
PRIMARY INDIVIDUAL: APL CO: 35 WORKER ID: TCOZI LOCATION: 055
202 SOUTH STREET SSCN: 240927573A RRN:
RACE: 02 SEX: F MARITAL STATUS: U
TPL: Y RSP: O RELATION: SELF
BENNETTSVILLE SC 29512- DOB: 01/18/1953 DOD:
CORRECT RCP NUMBER: LIV ARRANGEMENT: HOME INCOME TRUST:
PROVIDER:
BG BEG END BENEFITS QMB RETRO % OF POV
S NUMBER ELIG ELIG PCAT QCAT TYPE IND IND LEVEL SPONSOR
_ 20378204 01/01/2009 48 50 LIMITED N N 1.21 8855
UPDATED: USER ID: TCOZzZI DATE: 11/25/08 SYSTEM ID: TTR1001 DATE: 12/24/08

ME900063 RECIPIENT RECORD FOUND
PF2->HH BG PF3->HH MBR DTL PF4->REFH PF5->ELD02 PF6->RETURN PF7->PREV
PF8->NEXT PF9->HH NOTES PF15->RCP SEARCH PF17->ELD0O0 PF18->HH MBR BGS

Date: 5/15/2009 Time: 9:59:40 AM
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Office Phone: 843-523-5291
Palmetto Dental Health Assoc.

103 East Tatum Avenue
McColl, SC 29570

Julia Pearson
202 South St
Bennettsville, SC 29512

Treatment Proposal Page 1
extraction of teeth
Prepared for Julia Pearson Printed on 05-08-09 at 12:09p

The fees in this proposal are valid until 06-07-09. After that, fees may increase.

Visit #1

Code Description T# Surface Fee You pay U?n\ l&d% Q(*l a
07210 Surgical Extraction 1 222.00 222,00 &—— & ) '

07210 Surgical Extraction 15 222.00 222,00 ~

07210 Surgical Extraction 21 222.00 222.00 g

TOTAL 666.00 666.00

Patient signature: X
Current Dental Terminology (CDT)® American Dental Association (ADA). All rights reserved.
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00 Individual refused to sign
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O
[J  An emergency situation prevented us from obtaining ucknowledgement
O]
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CareSouth Carolina Referral Form

- Date:- n_. [ 2P [ Oa& Chart Number:

Patient Name:__J Ult & Pesrs ©\ (Parentor Guardian Name)
Address:__ 2452 Sl S 2st ~ Home# ( ) -

. o City State Zip
pog:__ [ 41%, 5> _ SSN: S Work#t () 862 [, [ 272
Referral To:__Denina 4 A \0 G F\Jﬁd& ,Um.s*ml Office# (X93) 5 23 ,m&\
Address: Fax# ( ) -

City State Zip

Referring Referring
Physician Name: lbrorrio __ Physician Signature: T )
Referring Physician NPI#: Referring Physician Authorization#: O

Reason for Referral:

Records / Documents to be Sent: An:mmx All That Apply) KIMedication List (REQUIRED ON ALL REFERRALS)
Medication List also provided to patient via: 0 Personal 0 Mail 0O Other:
O Progress Note From date: to O Labs from date: to

O X-ray(s) of:

O Other:
Patients Insurance Type: (Primary) (Secondary)
Insurance Precert # (If Required): Dates Precert Valid Thru: to

Verifying Personnel Name @ Insurance Company:
, _ P

a
Patients Appointment Scheduled For: Umx\QA A i&@ Date: 2 / VAR M/PM
Patient Instructions: M enewiles Lant,rs .
Patient Directions to Referred Physician Office (If Needed): m - MV .IQ % @ \ \ Gb\\\

A 24 HOUR NOTICE OF CANCELLATION IS REQUESTED _
**x**If you are unable to keep this medical appointment, please notify the doctor you have been referred
to, or your CareSouth Carolina medical center, so that your appointment may be rescheduled. ****%xxxx

**Attention Referred Specialist/Hospital/MRI Center/ETC. **

Please Send All Consultation Reports/Test(s)/Lab(s) etc. back to the (V) information provided below,

CBishopville Center Dmnim&:m Oo.:ﬂm_. OCheraw Center | CRosa Lee Gerald OLake View Center
545 Sumter Hwy 1268 South 4th St 212 Third St - 737 South Main St 103 North Kemper St
PO Box 508 PO Box 909 . PO Box 1357 PO Box 239 PO Box 1076
Bishopville, SC 29010 Hartsville, SC 29550 *| Cheraw, SC . Society Hill, SC 29593 Lake View, SC 29565
PH:803.484.5317 PH:843.332.3422 "PH:843.537.0961 PH:843.378.4501 PH:843.759.2189
FAX:803.484.4533 FAX:843.332.3985 'FAX:843.537.0908 | FAX:843.378.4209 FAX:843.759.2180
OBennettsville Center OBennettsville Pediatrics | OMecColl Center DHunt Family Practice | OChesterfield Center
999 Cheraw St 210 West Main Street 225 South Main St | 106 Hospital Square 500 W. Boulevard

PO Box 1197 PO Box 1076 PO Box 86 PO Box 508 PO Box 346
Bennettsville, SC 29512 | Bennettsville, SC 29512 McColl, SC 29570 | Bishopville, SC 29010 Chesterfield, SC 29709
PH:843.479.2341 . . | PH:843.479.1200 PH:843.523.5751 PH:803-484-5943 PH:843.623.5080
FAX:843.479.2346: .| FAX: 843.479.1230: FAX:843.523.6040 | FAX:803.484.6975 FAX:843.623.5081

MR-Referral Form-2007-02-26
[3 Herald Office Systems - Dillon, SC 06-1226-§



ABout You i DENTAL ~2vc RANCE
day's Date: '%\& B, 200 7 A_

Name: H\M.\\ L& \%\u 7 \\\\m arse | Insurance Co. Name:

3 | prefer o be called: M\H\\A \\ q O Male ;n_m

1 Elrn_oxn mm / \m rWJIUb,mm lm\w S #: NﬁwaM \h..w:““ .

Home Addsess:. % (Mﬂm\\&hﬁ\ Group # (Plan, Local or Policy #):

\Q&%Wt\\\ﬁ\ D m V‘usw\r\mw,ztooa | Insured's Name: Relation:

. v “STATE
f gm_m U Married [J Divorced [ Widowed [ mmvna_,mn_ Insured's Birthday: __/_/ __Insured's S5 #:

Primary Dental Insurance

B A N

i

Home #: Pager / Other #: § lm\BN.u\N\ | Insured's Employer:

) . . .

w WK #: VV\\ ,mx_ — Secondary Dental Insurance
M, Employer: . CAL . Insurance Co. Name:

" Employer's. Address:

How long there? Occupation:

Where & when are best fimes to reach you? Group # (Plan, Local or Policy #):

Who may we Thank for referring you?

Insured's Name: Relation:

Insured's Birthday: __/ / _ Insured's SS #:

L}

Other family members seen by us:

Previous / Present Dentist:
{Piaase Circle)

_.oﬂ <_m: Un:m

Insured's Employer:

s L e

Their Nome:

Employer:
| WK #: Ext S5 #:
| Birthday:

L e e R S

ch.n»r mzﬁ:ﬂ

Do you have a personal physician? [ No [ Yes

Physician's Name:

Phone #: Un.,m om _oﬂ visit:

g zm_gozmr_v
i ...ma_u_oxmw :




.Page: 1 Document Name: untitled

QHMEmem P S.C. DEPARTMENT OF HEALTH AND HUMAN SERVICES DATE: 05/15/09
MEDSPROD RECIPIENT INFORMATION ACTION:
MEMBER PERIOD START: 12/20/08 END: . PAGE: 0001
NAME: PEARSON JULIA HH NAME: PEARSON JULIA
RCP NUMBER: 1780951202 HH NUMBER: 101302751 ACTION TYPE: MAINTENANCE
SSN: 240-92-7573 VC: V APL STATUS: ACTION DATE: 11/25/08
PRIMARY INDIVIDUAL: APL CO: 35 WORKER ID: TCOzZI LOCATION: 055
202 SOUTH STREET SSCN: 240927573A RRN:
RACE: 02 SEX: F MARITAL STATUS: U
TPL: Y RSP: 0 RELATION: SELF
BENNETTSVILLE SC 29512~ DOB: 01/18/1953 DOD:
CORRECT RCP NUMBER: LIV ARRANGEMENT: HOME INCOME TRUST:
PROVIDER:
BG BEG END BENEFITS QMB RETRO % OF POV
S NUMBER ELIG ELIG PCAT QCAT TYPE IND IND LEVEL SPONSCR
_ 20378204 01/01/2009 48 50 LIMITED N N 1.21 9955
UPDATED: USER ID: TCOZI DATE: 11/25/08 SYSTEM ID: TTR1001 DATE: 12/24/08

ME900063 RECIPIENT RECORD FOUND

PF2->HH BG PF3->HH MBR DTL PF4->REFH PF5->ELD02
PF15->RCP SEARCH

PF8->NEXT PF9->HH NOTES

PF6->RETURN
PF17->ELDOO

PF7->PREV
PF18->HH MBR BGS

Date: 5/15/2009 Time: 9:59:40 AM



State of South Caroling

Mark Sanford Emma Forkner
Governor .._r_:m.m. 2009 Director

Ms. Julia Pearson
202 South Street
Bennettsville, South Carolina 29512

Dear Ms. Pearson:

Thank you for your letter regarding your need for dental services. As Ms.Shirley Carrington
explained during your conversation today, we are the agency for Medicaid services and
she believed you were trying to reach the Medicare office. Since you are not enrolled in
the Medicaid program, we are unable to assist in providing the dental services that you
requested. You can call your county eligibility office for assistance in determining whether
you can be enrolled in the Medicaid program. The contact telephone number for the
Marlboro eligibility office is (843) 479-4520.

If you have any further questions, please contact Ms. Carrington at (803) 898-2568.

Sincerely,

Felicity Myeré, Ph.D.
Deputy Director

FM/hhc

Medical Services
P. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2501 Fax (803) 255-8235



