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Msgr, John Urell

To: Ken Fineman {E-mail)
Subject: Edna Moses anc_
Hetle, Kan.

| have just gotten back from 10 days on the east coast and received a packet of materials from Edna Moses re: her work
with&She mentioned in the paperwork that she was sending it to you as well.

When you have raviewed it, might you call me so that we can discuss this and see if the treatment is appropriate
{according to you?).

| am also concerned that we haven't given an end date yet for counseling....we are still going two hours per week....every
week. ..and this has been going on since September 2000, My concern is that he is getting the best help he can at
$140/hour.

Thanks for your assistance with this. | reafly am in need of some professicnal direction in this case.

J Uredt
561

: 50600860
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EDNA L. MOSES, LCSW 05/04/2001 0-32754-54
Chligation Description Invoice Vendor Vendor Acct Amount Account Code
30894 | COUNSELING EXPENS MSGR.URELLOFFI 4,200.00 | A1.0.00-5402.00-45C
T e 4.200.00 :
e AR LA A e T T e e T P T e T A A R e ST,
~rJMAN CATHOLIC BISHOP OF ORANGE BANK OF AMERICA 32754

A CORPORATION SOLE

2811 E. VILLA REAL DRIVE
ORANGE, CA 92667

pay ™ Four Thousand Two Hundred Dailars and {_}O Cents ™

TO THE
orper . EDNAL. MOSES, LCSW

OF - 5041 ROCOSO WAY
SANTA BARBARA  CA 93111

ORANGE MAIN OFFICE

345 EAST CHAPMAN AVENUE

16-884’ 1220

05/04/2001

i**i****'**ii4 200 0 O

NOT VALID AETER 6 MONTHS
$25,000 OR QVER REQUIRES TWO SIGNATURES
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MsgnJohnLkeH

o: Ken Fineman (E-mail)
Subject: —case
Heilo, Ken. | hope that you are well and not toc darn busy. That seems to be the state of our times, eh?
| am writing about F,A.looking for some assistance fromyou. | had emailed you on May 1st regarding the packet
of information that £dna Moses had sent to me {and wrote that she had also sent them to you)....in hopes that | might get
your thaughts on the new treatment technigue that she is trying out. | want {o get some kind of response back to
Edna...some response that will put some parameters around the counseling she is providing fori

Iwill be in and out on Friday at Marywocd.... 282 3110, And the same on Monday. Then, away from Monday noon thru
Friday for the annual priest's reireat.

You could certainly email me any remarks, Thanks so much.

John Urell

6/50}07

b
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DIOCESE OF ORANGE

QFFICE OF VICAR GENERAL/
MODERATOR THE CURIA
MARYWOOD CENTER

P.OBOX 14195

2811 E. VILLA REAL DRIVE
ORANGE, CALIFORNIA 92863-1593
PHONE (714) 282-3000

EMAIL: msgr.jurell@rcbo.org

FAX (714) 282-3029

June 23, 2001

Edna Moses, LCSW
5041 Rocoso Way
Santa Barbara, Califormnia 93111

Dear Edna,

I wanted to let you know that T will be out of town from July 3 through August 6%, attendinga

theological updating program out of the country. I wanted you to know this just in case you
would try to get a hold of me during that time in order to discuss (|| i [i®
[ am sending a copy of this same letter to Dr. Ken Fineman in case you need to speak with him.

Kindly give my regards {o-reminding him that he is in my prayers.

With personal regards, [ am

Sincerely yours in Christ,

COPY

Revérend Monsignor John Urell, V.G.
Vicar General / Moderator of the Curia

C: Ken Finema_n, Ph.D.

50600863



DIOCESE OF ORANGE

OFFICE OF VICAR GENERAL /
MODERATOR THE CURIA
MARYWOOD CENTER

POBOX 14193

2811 E. VILLA REAL DRIVE
ORANGE, CALIFORNIA 92863-13595
PHONE (714} 282-3000

EMAIL: msgr jurall@rcho.org

FAX (714) 282-3029

Qctober 8, 2001

Edna Moses, LCSW
5041 Rocoso Way
Santa Barbara, California 93111

Dear Edna,

Not having heard from you as to the progress being made by SR | thought it best to write and to
ask for some information from you.

I last wrote to you on June 23, 2001 that I was going to be gone for the month of July. The last time |
heard from you was in a letter dated April 14, 2001 in which you wrote about the EMDR treatment that

you were considering forjjjiljJ§

How is-:loing now? What is the progress that you and he are seeing and experiencing? What
treatment is being done at this time? What treatment plan is envisioned for the future. ..and for how long?

I'am concerned also about diocesan payment for counseling for.in.that vou have not sent a bill since
mid April (paid by the diocese on May 4, 2001 in the amount of $4,200.00). As I have stated before, [
need to provide oversight for diocesan money that is spent in this way and, not hearing from you in such a
long time, | have no idea what billed amount will be coming. (As you know, the diocese has paid
$13,720.00 to you for counseling wiﬁ.ﬁ"om March 16, 2000 through April 14, 2001)

Following the direction of our Finance Director and established procedures, [ would like to receive a
monthly bill from you for your professional services fo This bill would contain the scheduie of
meetings you have both had (as vou have done in the past). We are also going to have to have a
conversation as to the length of time that the diocese will continue to pay for& counseling in order
for me to do proper budgeting and get clearance for continued coverage.

I look forward to hearing from_you in order that we can discuss these issues. Thank you for your
attention and for your work with

Sincerely yours in Christ,

COPY

Reverend Monsignor John Urell, V.G.
Vicar General / Moderator of the Curia

o060(08¢€R



October 22, 2001 11:30PM
Monsignor,

Edna Moses called, she has not been ignoring vou but she has had the flu. Her number is
and said call only if urgent, she will probably be in sessions.... She will
try to call you again maybe the end of the week. She does suggest that you contac
@ (:nvtime after 2:00) on his cell phon

00600870




DIOCESE OF ORANGE

OFFICE OF VICAR GENERAL /
MODERATOR THE CURIA
MARYWQOD CENTER

P.OBOX 14195

2811 E. VILLA REAL DRIVE
ORANGE, CALIFORNIA 92863-1595
PHONE (714) 282-3000

EMAIL: msgr.jurell@zcho.org

FAX (714)282-3029

November 6, 2001

Edna Moses, LCSW

5041 Rocoso Way

Santa Barbara, California 93111
Dear Edna,

Enclosed is a check in the amount of $5,320.00 for counseling services for (il rom May
1, 2001 through October 23, 2001.

As you have agreed, from now you will send monthly billings to me for your services.

[await your promised letter regarding {jjjjjffrogress and future treatment plans.

Sincerely yours in Christ,

COPRY

Reverend Monsignor John Urell, V.G.
Vicar General / Moderator of the Curia

20606871




EDNA MOSES, LCSW 11/02/2001 1-37297-58

GUbligation Description Invoice Vendor Vendor Acct Amount Account Code |
36808 | COUNSELING EXPENSE _ §,320.00 | A1.0.00-5402.00-450
ERA 5,320.00

PO ——y——r ey ey - e - - Ty e T
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ROMAN CATHOLIC BISHOP OF ORANGE
A CORPORATION SOLE

2811 £, VILLA REAL DRIVE : '
ORANGE, CA 82667

ORANGE MAIN OFEICE
345 EAST CHAPMAN AVENUE

11/02/2001 '**'*'*****5,320.00
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+$25,000 CR OVER REQUIRES ~é’WCJ SIGNATURES

pay ™ Five Thousand Three Hundred Twenty Daollars an_d GO Cenis **_ e

TO THE
TOTHE  EDNA MOSES, LCSW

OF 5041 ROCOSO WAY :
SANTA BARBARA  CA 83111
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