
HEALTH RECORD 
) ST LAWRENCE SEMINARY MT CALVARY, WISCONSIN 

ALL QUESTIONS ON THIS FORM MUST BE ANSWERED. ITEMS WITH A STAR {*J ARE OF AODITIONAL IMPORTANCE. 
This health examination form is to be completed and--!.eturned to St Lawrence Seminary. The family or personal physician of the 
student is in an ideal position to supply the significant histoTY'"r-Physical findings and laboratory studies related to the student's health, 
and also to provide a critical evaluation of. his health status. 

EXHIBIT 50 



) 

ill" 

I 
~ •••• ***** ••• *** ••••• **.* •••• *~*.*.* •• *.* ••• * •• *** •• * •• ** ••••••••••••• * •• * •• * ••• * •• ** •• *.~.*.* •••• 

TO BE COMPLETED BY PARENTS: 

If parents are separated or divorced, which parent is to be notified in case of illness?'-_____________ -'-____ _ 

Do you wish the hospital or clinic to bill you directly or do you want the hospital or clinic to send the bill to your insurance company? 

Hospital o bill me directly ~end bill directly to insurance company 

Clinic o bill me directly r8[.send bill directly to insurance company 

Please read the following, and if you are in agreement. sign in the appropriate spaces. There are three parts to this section. each 
covering a different point of health care. We need your _signature (or an explanation of your non-signaturel for all three sections. 

\ 
(1} I give my permission for my son to receive health care by the seminary staff for illness or injury. I understand this care is overseen 
by the medical director through a Registered Nurse. This care includes administering first aid, medication, health screenings and 
transporting to medical appointments. . 

Signature of Parent or Guardian (}-lt~ IYlAl'%bug S ) -(G U ?\t1~ \?~ q lJ ' 
(2) In the event of an emergency, I give my permission to have my son treated as an outpatient or admitted to a hospital and to have 
surgery if necessary. I understand an attempt will always1be made to notifY,me in case of an emer ency. 

Signature, of Parent or Guardian 2\{!:;~!!:~!!:Q!' !1::':£::-fl~~~g~::::(;44-~2.l¥!:.:)jiw:u:;;L------------

'i 

(3) The undersigned parent/guardian 01 in the event that he/she cannot be 
contacted through reasonable efforts, does hereby empower and grant to St Lawrence Seminary permission to consent to­
and authorize medical and hospital care aneVor treatment for my above named child/ward, This authorization shall be valid 
for the period of time beginning August 19, 2000. 1 do hereby indemnity and hold harmless the physicians,: hospita! and 
other persons who act in reliance upon this authorization. ... ., 

Today's date: slp,,/ at! 

o ~.~~Jt1~~ ~,' 
Parent/Guardian _________ ~ ______ l ___ _ 

.Witness: 

Parent/Guardian _________________ -",1_, ____ _ 



) 

) 

PATIENT REGISTRATION 

FOND DU LAC REGIONAL "LlNIC 
1 00 South County Trunk W 

Mt Calvary Wisconsin 53057 

Please print the fof/owing information concerning your son/guardian, a student at' St Lawrence Seminary, Mt Calvary WI. 

PE(~OJltB~0A'JV~lE ,,-OR PAYMENT (For a child. this is ordinarily the person who has custody) 

last Name tit: G (j I ,e First DO tV It L [:0 Middle Initial-,,3'.,-,-, __ 

Mailing address ---t2", 1:20 X :;~5D 6Ji>-r0Tu/l I L 
street address or POBox number 

("o;;..o{-

city state zip 

Birth date __ ·-,-7+I-"CJ-I/'-'~d.~:::6 ___ _ Social Security NumL,-, _'-_'--___________ _ 

Home Phone 3±l - gh't Work Phone _-'.,,:;~8:..."J\'J=he~ _______ _ 
Check one: ;;g:Single; o Married; o Separated; o Widow; o Divorced. 

Relationship to seminary student: 0 Parent; M.legal Guardian D Other (please state) ______ _ 

Employer _,-Mu'-'s",,' 5o:..L;! (",' N:!L---.:-r-_-..:.-I =-G~IS-:::cS,",-____ Occupation Ron AlJ C mHO U c P K 1 f' S r 
Employer's address ___ -'i?-',-=:o __ 8==:C>:..::.>'--"--.:..$"-"g.'-'5C'-'()"--__ .t:t::.V'-'-A:.!!.tV~S"_Ti"_O N""-__ -'I=L'--G~D£2'-'Cu)'+ 

street address or P a Box number city 

INSURANCE INFORMATION Does the student have insurance? JB. Yes; 

Student's primary insurance: 

Insurance Company _x.(),-,;L;;.:U'nr-<=.-~Ch:(C~O -t)~S~.-~B~L.,.,u~E_ ' sff 11::1:16 or- ILLINOIS 
Effective date _____________ _ 

ID# ___ _ 

Expiration date 

state zip 

D No. 

Group# _____ _ 

Address where claim is to be sent ______________________________ _ 

street address or POBox number' city state zip 

Name of policy holder Relationship of student to policyholder Se.lf 

Medical assistance # ____ _ Effective date _________ _ Expiration date ____ --'--

What type of coverage? 0 family coverage; p;:f single coverage. 
(continued on other side) 



SPOUSE'S NAME Last Name __ ,-/'v-;-0'-L1t-J...-__ 
I 

First ___________ Middle Initial ____ _ 

Address and Phone (list only it different than the address of person responsible for payment, given on reverse side.} 

Mailing addres,s _______ ,-:-___ =-:::-::,-__ -;--_______ -;--_____ ,-,-_____ -:-__ 
street address or POBox. number chy state zip 

Phone , ___ , - 1 __ )- , ___ , 

Please give the following information for the spouse:: 

Socia! Security Number Occupation ___________________ _ 

Employer 

Employer's Address 

En:ployer's Phon'e 

FOR EMERGENCY PURPOSES 

Nearest relative or friend not at your address _ 

That person's relationship to student 

Mailing address __ 
stmAt Flrfrfress or POBox number city state zip 

) Pharle 

) 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: I authorize any holder of medical information about me to release 
said medical in1ormation requested by insurance companies with whom I have coverage or any public agency and its 
agents to determine benefits for services provided or benefits for related services. 

ASSIGNMENTS OF BENEFITS: I hereby authorize payment of benefits be made directly to Fond du Lac Regional Clinic for services 
providecJ to this patient by the Fond du Lcic Regional Clinic. I understand that I' am financially responsible to Fond du Lac 
Regiona! Clinic for charges not covered by this assignment including those 'charges which my insurance carrier may 
consider above usual and customary. I authorize refund of overpaid insurance benefits where my coverage are subject 
to coordination of benefits. In the event of default, I agree to pay aU costs of charges including reasonable attorney's 
fees. 1 agree that jf any of the information furnished on this form changes, it is my obligation to notify Fond du Lac 
Regional Clinic. 

Signature of res' onsibJe person 


