IN THE COURT OF CLAIMS OF OHIO U T L" .
CUURT CGrF Co.i
Claim Form OF Ol

015APR -6 AMI1: 43

2015-00304 »

for Court use only

Case Number

CLAIMANT:

() \

claimant’s first and last name

@ _0- 3 1a9S

(3) Lk—’( ‘q—& stl}e/edtadd;éx{—h ?\d
@) %YOV‘ Ot Jd=33
(5) (%%‘33657(0 556{ ;r]ea code

(6) V\WY\OSQD@ ool. Loy

Email address

NOTE: if you move or change telephone numbers you must give
the Court written notice of the new address or telephone number

STATE AGENCY OR DEPARTMENT:

(7) g};{jﬁ statLeAd;QnL\\e/ﬁEjj + u mlmc

(8) &_%_SEA_VQ@_%M Conter 136
street address

thrhms of 45791—2&161
Catiuie. Undneellor, Rist Mansager

(10)  Location where injury, damage, or loss occurred

il éniedr an Ryori Nall by dvimplicrs 1 frand ¢ e APC

(11)  Date and time when injury, damage, or loss occurred.

Janigay forvang 20 2015 1145 pm

(12) Describe in ordinary language the basis of the claim.

My fyiena and | weve gong 1o Gedr on v O 1o
Qqp 70 Neyon becauje Bova i Clofee - e pwent bening tny
bullding ana 1 Jiipped on e icé 91 e pill gnd
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COURT OF CLAIMS OF OHIO
(12) continued

my W0 flond rem gn My §ide walk

(13)  Describe your injury, damage, or loss.

TWa Drdien 1ccn, requived to rout analt, bom tem

list each item separately

Neeaeo Crowwny | Jeveral vip) 10 Mé CLinhd+

(14)  The total for my claimis & 98’70'29- (Se( QJ(LI/'&QM)

The witnesses, if any, to the injury, damage or loss are (15) A/ jg /MENOJ iy

Jo ! Fill in name and address

YARN . Gireen Drive , Amen 0A H3701 room 144
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COURT OF CLAIMS OF OHIO

(1 6) | (c1rc|e the appropriate woyd or phrase)/havm surance coverage for the injury, damﬁe or loss with the
PN S oy irg an appal.

(17)

fill in company name and address and policy number

The policy has a (18) $ deductible provision.
| (circle the appropriate word or phrase)/have received insurance payment(s) in the amount of

(19) $ as a result of the incident described above. (see instructions). |
ask the Court to grant a judgment in the amount stated in blank (14).

(20) If you have a Medicare or Medicaid beneficiary please list your Medicare or Medicaid number below

If the amount exceeds $10,000.00 the Court may require that a civil rules complaint be filed.

Under the penalties of perjury and falsification, | state that | have read or had read to me the above complaint and
that it is true. Further, | expressly waive, on behalf of myself and of any person who shall have any interest in this
claim, all provisions of law forbidding any physician or other person who has heretofore attended or examined me,
or who may hereafter attend or examine me from disclosing any knowledge or information which they thereby
acquired.

signature ot plaintiff (see instructions)

BE SURE TO INCLUDE FILING FEE AND TO GIVE THE COURT WRITTEN NOTICE OF ADDRESS CHANGES
(see Instructions)

NOTE: Plaintiff need not have an attomey. If plaintiff files the complaint without an attorney, plaintiff completes
Blank (21). If plaintiff files through an attorney, plaintiff signs Blank (21) and the attomey signs Blank (22) and
completes Blanks (23) through (25).

Pursuant to Civil Rule 11, | state | have read the above complaint; that to the best of my knowledge, information,
and belief there is good ground to support it; and that it is not interposed for delay.

(22) _
signature of plaintiff's attomey
(23)
street address
(24)
city state zip
(26)
telephone area code
SEND COMPLETED FORM & PAYMENT TO: Ohio Court of Claims

Thomas J. Moyer Ohio Judicial Center
65 South Front Street, 3rd Floor
Columbus, Ohio 43215
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DENTAL OFFICE

GREGORY M. LINSCOTT DDS.
50 South Court Street
Athens, OH 45701

TELEPHONE:(740) 593-7493
FACSIMILE:(740) 594-0533

FACSIMILE COVER SHEET

CONFIDENTIALITY NOTICE

The information contained in this transmittal is subject to the patient-client privilege or contains
client work-product. It is intended for the designated recipient only. If you are neither the intended
recipient nor a person responsible for delivering this transmittal to the intended recipient you are
hereby notified that any distribution or copying of this transmittal is prohibited. If you have
received this transmittal in error, please notify the sender and destroy the transmittal. Your
cooperation is appreciated.

DATE _

ATTN:

FACSIMILE NO: 1-888-752-0012

FROM: T.J Williams

If you do not receive all pages indicated as part of this transmission, please call our office as soon as
possible.



Date: 2/25/2015 ACCOUNT HISTORY REPORT Page: 1
Time: 9:33 AM 130111 - LINSCOTT ENTERPRISES INC
Type: All History Data
Payment Due as of Last Statement: $0.00
SCOLARO, HANNAH Account Number : 5247 FND Balance: $2,345.00
4754 W BATH RD HOME : (330) 576-3597 Ext. Age: 0
AKRON, OH 44333 HOME : (330) 807-2427 Ext. Status: N
: Ext.
Billing Date of
Date Service Description Code Asc Patient Carrier Tooth Surface Amount SubTotal
02/23/2015 2/23/2015 CROWN - PORCELAIN FUSED TO H D2750 K A HANNAH 8 989.00 989.00
02/23/2015 2/23/2015 CROWN - PORCELAIN FUSED TO H D2750 AA A HANNAH 9 989.00 1,978.00
02/23/2015 2/23/2015 ENDODONTIC THERAPY, ANTERIOR D3310 AA A HANNAH 9 720.00 2,698.00
02/23/2015 2/23/2015 OFFICE VISIT - AFTER REGULAR D9440 AA A HANNAH 147.00 2,845.00
02/23/2015 PATIENT PAYMENT-CRCARD AA -500.00 2,345.00
Current Balance: $2,345.00

el ENERGCNCY PRET

* = Dental Ins. Charge
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Dr. Gregory Linscott, D.D.S.
50 South Court St.

Athens, OH 45701
740-593-7493

#9

#9

b1y

gCOLARO, HANNAH *10/31/1995 (1-5247A)

2/23/2015

DEXray® by DEXIS
212312015



