Date : 6/6/2023 11:07:48 AM

From : "Paul Dulberg"

To : "Alphonse Talarico" , "Tom Kost"

BCc : "Paul Dulberg"

Subject : State of Illinois Department of Human Services MEDICAL EVALUATION -
PHYSICIAN'S REPORT page 7

Attachment : 2012-01-12_ILDHS-Request for Personal and Medical Information-Includes
all information sent via Fax.pdf; ATT00002.txt;

There may be more I find




State of lliinois - Departiment of Human Services 6 (12 MONTHS)
INSTRUCTIONS TO CLIENT (Cash, Medical, and SNAP Assistance)

93-071-22-MACE42

Cat L.O.  Group Basic January 12, 2012
.Date :
PAUL DULBERG ancr:& rCo(r:nmu;'\’lty Resource Center
4606 HAYDEN CT y Lounty
MCHENRY, IL 60051-7918 2215 Lake Shore Dr.
Woodstock L 60098-6918
(815) 338-0234
Local Office Stamp gay- 338-0396
1 phone interview This Section for DHS Use Only
You are scheduled for a phone interview to discuss your application. Your caseworker will call you at
on at  am O pm. =
— - (Telephone #)
Day of the Week Date(mm/ddlyy) Time (check one)

You must keep your appointment. If you cannot keep this phons interview or would like an office interview, please call

at or

{Caseworker) {Telephone #) (TTY)

(1 office Interview
You are scheduied for an cffice interview to discuss your application. Your interview is scheduled for

at O am D pm.
Date{mm/dd/yy) (Time) {check one)

Day of Week

You must keep your eppointment. if you cannot keep this office interview, please call

at or
(Caseworker) (Telephone #) (TTY)

[___] You have aiready had ari interview or the required contact but mere information is needed before we can determine if you are eligible for assistance

What You Need to Give Us - Give us ihe informaticn that is marked telow by January 23, 2012 {duedate). If you need more time or help
MR. ROGALSKI at  815-338-0234 EXT 206 nefore the interview date or due date if noted.

X {Caseworker} (Telephione #)

If we do not hear from you by this date, your application may be denied.
X1 1. Compieted and signec appiication/Signaiure Page
2. Driver's license, photo identification card

3. Birth certificate(s) or other birth records (baptismai certificates, schooi records)
4. Social Security Number or proof of aPpIicat«on for SSN.
&. Marriage license, divorce decree, military service records, prison records
6. Pay stubs for the last month(s) or self-employment records
7. Child Support order and:or armed icrces allotment

in getting the information, notify

IxIx

8. Mortgage contract. contract for deed, tax bills, deeds (AABD only) )
9. Award letter for disability or retirement benefits such as Social Security, Worker's Compensation or VA Benefits
10. Proof of money from other sources (lcans, gifts from friends, relatives, rental income, child support, etc.)
11. All individual and group life and health insurance policies including Medicare Card
12. Bankf statement, credit union accour_\tls,! trust funds, _sdegz)rjtiias'oz' bonds
\ repa i ans. S
HI f\;ﬁea -6%3’236?2'%22&66&‘%2{,%‘é‘é";dé?%? Rfign oxlm (TJ—%% gr%[}fbﬂ, Citizenship Papers (1-179, 1-197), or other
proof of citizenship/alien status for those persons applying for benefits

M 15. Paid or unpaid doctor, hospitai or denial bills or prescriptions from fo (for SNAP,
F applicable cnly for age 60 or oider or disabled)

eI LT J L1

\.
i
L

]

16. Records of ail property transfers withinthepast ___ months ) ]
17. Physician's statement, completed {L444-0183A, Medical Evaluation, or 1L444-2304, Verification of Pregnancy

<l 18. Other: attached form il 444-3162, il 444-2781 sign and returned. - o
x| 19. Other; “'Medical TeCoras STating ycur disability duiing the 1ast T2 monins. i 444-0780.

We need the items checked above to deterrine your eligibility. If you have an office inlerview ERING the items with you. !f you have a phone interview, mail the
tems. IF YOU NEED HELP IN GETTING ANY OF THE REQUIRED INFORMATION, WE WILL HELP YOU CET THIS INFORMATION.

Je 13
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State of llinois 1(PERMANENT)
Department of Human Services
ATTACHMENT TO APPLICATION
Declaration Regarding Citizenship/Alien Status

Case Name e e Date of Application L N
Nombre del Caso: DULBERG, PAUL R Fecha de la Solicitud: 01/09/2012

Case Number
Nomero del Caso: 93-071-22-MADS42

(A separate form is signed by each person who signs the anplication.)

| deciare, under penaity of perjury, that the statements | have made regarding the citizenship or alien status of each person
requesting assistance are trus and correct.

I understand that the alien status of each person requesting a&'“ 3 af&;e who is not a citizen of the United States will be
verified with the Immigration and Nalursiization Service (INS). T {f raquire the disclosure to INS of certain identifying
information which | have provided. The information re\,elved from ;i\.b may afiect eiigibifity for assistance and the benefit
level.

Date fure
DULBERG

R

Al
~

AGREGADO A LA SOLICITUD
Declaracion Acerca de Ciudadania/Estado de Extranjeria

(Un formulario, por separado, s firmado por cada parsena que firma la solicitud.)

Declaro, bajo pena de perjurio, que las dectaraciones que yo he hacho acerca de la ciudadania o del astado de extranjeria
de cada persona que soiicita ayuda son verdadsros v correctos.

Entiendo que el estado d2 extranjeria de cada persona que e¢ta solictando ayuda, quien no es ciudadano de los Estados
Unidos, serd verificado por el Servicio de inmigracién y Naturalizacion (INS). Esto requerira que cierta informacion de
identificacion que yo h:g proveido sea revelado at INS. La informacion recibida del INS puede afectar 1a eiegibilidad para
ayuda y el nive! de beneficios.

B Fecha T Firma
PAUL DULBERG

1L444-3162 (N-6-98) SF
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Slatf") O{ ”hnol’-’f\ ; HAINOIL DEPARYIVENT O

I3 Depariment of Human Services g FS Healthcare and
S— g Familv Servi

APPLICATION CONFIRMATION ALy bervices

Date:  danvayQ20t2
Name: DULBERG, PAUL R e

Application Date:  01-08-12

Case Number.  93.071-22-MA0542

THIS IS TO CONFIRM THAT YOU HAVE APPLIED FCR THE FOLLOWING PROGRAMS:

Lj Cash, Medical Benefils and SNAP Benafits
| ] Cash and Medical Benefits (NO SNAP BENEFITS)
{?:’ Medical Benefits and SNAP benafits (NO CASH)

Ej Medicai Benefits ONLY (NO CASH OR SNAP BENEFITS)

ij SNAP benefits ONLY (NO CASH OR MEDICAL BENEFITS)

Applicant's Signature / g

Caseworker Signaiure

if this form is incorrect, immediately notify your DHS Family Community Resource Center at  (815) 338-0234

Family Community Resource Center MoHenry County
2215 Lake Shore Dr.
Woodstock 1 60388-6918

Criginal: Applicant
Copy: Case Record

IL444-0400 (R-10-09) Page 1 of 1
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State of lilinois

Department of Human Services 3(PERMANENT
ATTACHMENT TO ALL SNAP APPLICATIONS ( )

REGARDING CITIZENSHIP/IMMIGRATION STATUS

You must complete this form befure you complete the SNAP application. 83-071-22-MAQ542

if you or any other membear of your SNAP umit are not appiying for SNAP benefits because you do not wish to provide
information about your immigration status, you do not have 1o give us that information. The failure to provide immigration
information will not affact processing the application for the remaining members of the SNAP unit. However, any member of
your SNAP unit who is applying for SNAP benefits for himself or herself has to provide information on their immigration status.

1. Are all members of the SNAP unit Urited States citizens? E@Es NO

2a. List any non-citizens whe are applying for SNAP benafiis balow.

b. List below any SNAP unit members who are not applying for SNAP benefits for themselves because they do
not wish to provide immigration status information. They will only be asked questicns about their income and assets.

January 9, 2012
Date

B e R e N S I T T s I e

VEA LA PARTE DE DE ATRAS EN ESPANOL

& e de dekk ok ook e Fefeded e deok o e dew ekl oo ke e ek

khhbwkakhki ik kkrhhkkiohhddhddh bbbk hk rdid L3 vkl w bdddRebha bk d td gha® pdddthd w rbdr CAwadi kkdd A% e whkkRKkTEThk®
January 9, 2012
ViR. ROGALSK]
Signature - Casaworker Date
Page 1 of 1

1L 444-2781 (R-3-10)
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State of llinois
Oepartment of Human Services

MEDICAL EVALUATION - PHYSICIAN'S REPORT

Date: January 9, 2012 Case Name: DULBERG, PAUL R

Case Number: 93-071-22-MA0542

We are requesting medicai information on your patient, £AUL R DULBERG . The medical information

is needed to either determine the person's gligibility for pubiic essisiance berefits or their employability status.
In order to make an accurate evaluation of your patient, we ask that you complete the attached form. Please complete page
2 and then those sections which relate to the patient's symptoms and complaints. Your opinion on Section #14, page 5,
wouid be appreciated. We also ask that you attach a copy of your office progress notes, including test or x-ray reports on this
patiant for the past 12 months.
If you are treating a mentai iliness, please complete page 2 and those medical portions which impair your patient's
functioning. Section 15 is very imgpcrtant but the space is limited. Please attach information from your records which
demonstrates the severity of their iliness and the response to therapy and medication. The foilowing would be helpful:

- Psychiatric progress rotes for the past 12 months.

- History i mental iliniess, including onset of severe symptoms and hospitalizations, if any.

- GAF scores, current and baseiine.

- Mental Status Exam.

If you wish to contact your DHE coffice, you may write us at the Family Community Rescurce Center McHenry County,
2215 Lake Shore Dr., Weodstock 1L 60098-6818. Our phone numbars are: PHONE (815) 338-0234, TTY (866)
383-1869, and FAX 338-0386.

' IL 444-0183A (R-04-07) SF Page 1 of 5
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State of lllinois
Department of Human Services

MEDICAL EVALUATION - PHYSICIAN'S REPORT

identifying Information
Local Office - Please compiete this section

Date Issued: January 9, 2012

Case Number: 93-071-22-MA0542 Application Date: 01-06-2012
Case Name: DULBERG, PAULR Caseload Number: MR. ROGALSKI
Case Address: 4606 HAYDEPJ CT Doc(or‘s Nanle:
MCHENRY, IL 60051-7918 ,
Doctor's
Address:

Patient Name: PAUL R DULBERG

Date of Birth: 03-19-1970

Sccial Security Number: 323-76-4001 Doctor's Telephone:

Physical Assessment
Medical Provider: Please Complste the Following Sections
We appreciate your cooperation in examining this patient. A detailed report of the information, as requested, is necessary to
determine eligibility for assistance or employability status. Existing medical records may be provided to supplement or
replace this form if they accurately describe the person's current condition.

Please Return Completed Form to:
MR. ROGALSKI
Farily Community Resource Center McHenry County
2215 Lake Shore Dr.
Woodstock IL 60088-6218

Date Last Examined: /[ / / / Date First Seen: S £ (7 j 97 %  Frequency of Visits: [ /(2% w2 b 58
, ] GoLran

Number of Hospitalizations in last 12 months/vo 'VVZKpproximaie Dates:

Where Hospitaliéed: Reason:

i (8
Height: 5 ' Weight:__[é 6/[/7)"
Chief Complaints of Patient and Dates of Orset: © A7 N 0F NEEK ¢ Mo Sc e s SPaems of
BOFH fpms STIATED [N &AM (N 2000 5rs) RARY vl 2y 30 oy
D ECRESS s/ §invceE TFuvey Xodf

Complete Diagnosis (for mental impairments, include DSM Code, if known):
( 7 ¢ " r
MULT( PLE LBulée,wg DISCP ©F ~Epdie moa., & Coa/E

bE{‘)";‘?S > M
Posse /_%1..4:_' TN TS T2 WNERVEY 0F R FO RE AFY

Significant Lab Tests (list dates and results):

Hematocrit: Sed Rate: ANA:
Creatine: Bilirubin: Other:
il. 444-0183A (R-04-07) SF Page 2 of 5
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State of lllinois
Department of Human Services

MEDICAL EVALUATION - PHYSICIAN'S REPORT

7. Genitourinary System

Objective Findings: Mo MNE

Test Results (show dates):
Treatment/Prescription:

Response:
Pregnant: (QYes (ONo (O Notapplicable |f pregnant, exoected due date:

8. Neurological System
If seizure disorder exists, indicate frequency: N/ © N/ F Seizure medication blood level and date:
Treatment/Prescription: Compliant: (O Yes (O No
Stroke:  pwo M T Date: Sequela:

List other neurological impairments (e.g., gait, staticn, stc.): WAL MNESES LOF Bo7#H isnruS

< vy

9. Endocrine System

Objective Findings: ) NE.
Test Results (show dates):
Treatment/Prescription:

Response:
For diabetes mellitus, indicate frequency of acidotic episodes, presence of neuropathy, retinitis, etc.:

10. Hemic and Lymphatic System
Objective Findings: RSP N
Test Results (shiow dates):

Treatment/Prescription:

Response:

11. Neoplastic Disease

N o M=

Origin: Metastasis: O Yes (ONo  site:

Treatment/Prescription:

Response:

Prognosis:

12. HIV Infection and Immune System
Serological Test for AIDS: Type: Result: Date:

Opportunistic Infections (identify):

Other related diseases:

Treatment/Prescription:

Response:

IL 444-0183A (R-04-07) SF Page 4 of 5
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State of illincis 3(PERMANENT)
Department of Human Services

MEDICAL EVALUATION - Sociai information

IDENTIFYING INFCRMATION

Application Date: Jan 6, 2012 Case Number: 93-071-22-MA0542
Name of person being evaluated: Case Name:
DULBERG, PAULR
SSN of person bc? Zvaha*ed rcqu;red\ ase Addiess:
1P tool 4606 HAYDEN CT
DateoiBith: 5 ~ | 4 — 7 © MCHENRY, IL 60051-7918
Alternate contact:
Sex: Male D Female

Complete for the person whose medical condition is being evaluated

1. MEDICAL HISTORY

The person’s description of any physical or mental/emotional problems and treatment received

(showdates &W%ﬂ/ﬁﬁé)/n‘wu’a‘/ AA.O/M«.JL/ Gieolivoits

%Mwm Lo Bl afio ICo 2
gw,ﬂme. M;LOo}[ o ot

©

Has the person seen a doctor in the last/12 morths°
If yes, list:

Doctor's Name Phone Number Date(s) Seen
DR jCAreEN LEYVIY (25T A G 20 i
m‘/“‘-Jﬁ"A’LEQCO (—-v-L:r \21"7;’(”) ‘A/UV ;‘0//
DR _FrAmvEk J s& /< (§5). 335 ~0lby roviy 200/
Has the person been admitted to a hospital in the last 12 months? 3 yes@ no
if yes, list:

Name of Hospital FReason for Visit

Describe any alcohol or substance abuse problems that the person may have (include dates of

past treatment): Mo NVE-

For TANF, describe any physical or mental/emocticnal problems of a family member. If so, what
care is needed and who provides it?

/\/a/f/!i

I1L444-0183B(R-5-04) SF Page 1 of 4
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Has the persor: received benefits or assistance from any of the following agencies in the last 12
months?

Division of Rehabiiilation Services 0 yes & no
Office of Mental Health J yes 8 no
Office of Davelcpmental Disabilities J yes @ no
Office of Alcohol and Substiance Abuse ™ yes ™ no
Department on Aging J yes 3 no

6. CASEWORKER OBSERVATION OF CLIENT

Describe anything that would be helpful in making a determination of the person's ability to
work.

Appearance: Loy r - Frd 7 72 .
5 . FARTIER
THA (265 I ME To CE2FORM T

Mental Ability (include ability to understand):

N A Al . ~BUuTT D EL RESsELS

Behavior: A MG FrRER cEN>.Ly ¢— DEFPRESSENS

Have you observed anything else that would affect the person's physical or mental limitations or
difficulties? Specify: :

For TANF, have you observed anything eise that may limit the person's ability to work or
participate in Work and Training activities?

‘7. TANF - EAMILY CARE BARRIER

The person being cared for is the O spouse ﬂ%ﬁ‘

Name of TANF client providing care:

If the person is a child, does the child atiend school or special classes? | yes ) no

If yes, how many days per week? How many hours per day?

How does the child get to and from school?

How long does it take?

IL444-0183B(R-5-04) SF Page 3 0f 4
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untitled
January 19, 2012

To whom it may concern,

I, Barbara bulberg, have loaned my son, Paul Dulberg, $2500.00 each month for seven
months and is ongoing. This arrangement began in July of 2011 when it became
apparent he couldn't earn an income due to his injury. Paul agreed to start paying
back this Tloan once he found employment. This money was to be used to cover Paul's
mortgage, utility bills, property tax, property insurance and food.

b &Z@j

Barbara Dulberg

Page 1
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| iic. No.- D416-6967-0081

oos: ~ 03-19-70

3 fxp;y:‘- 8%%

PAUL R DUABERG
26 HAY‘#B{COU :

= MC HENRY 1L 60050

Male 510" 165 Ibs BLUE Eyes

1€ 1





TRANSMISSION REPORT

P. 1

(MON) JAN 30 2012 18:11

A Al

USER NAME : DOCUMENT# : 5100000-441
DESTINATION @ 18153380396 TIME STORED : 18:10, 1/30
DEST. NUMBER ~ : 18153380396 TIME SENT »18:11, 1/30
F CODE DURATION . 21sec
MODE . ECM
PAGES . 2 sheets
RESULT . 0K
Page 1 of 3
McHenry Bank & Trust
2205 N. Richmond Rd.
McHenry, IL 60050
il
Primary Account Number
PAUL R DULBERG 2600005528
4606 HAYDEN CT ==
MCHENRY IL 60051-7918 Statement Dates
Prior 12/23/11
Current 01/25/12
Customar Sarvice
1 (815) 344-6600
FINANCIAL SUMMARY
Account Dascription Account Numbaer Ending Balance
FOUNDERS N.O.w. 2600005528 $ 750.11
PERSONAL STATEMENT SAVINGS 2640012320 $ 500.24
TOTAL DEPOSITS $ 1,250.35





Cook County Clerk

Bureau of Vital Records

50 W. Washington,Daley Center
Chicago, lllinois 60602-1305
312- 603-7790

Customer: PAUL R. DULBERG S
4606 HAYDEN COURT
MCHENRY, IL 60050

Home Phone: (847) 497-4250

Reference:

Comment: ILDL D41669670081

Rép T 0 itk Description’ = "

B

BirthDate: 3/19/1970
Last Name:DULBERG
Middle Name:

First Name:PAUL
State File #:0028033

BARBARA

Sanams

Note: Birth, marriage and death certificates are confidential records and cof
Statue for birth [410 ILCS 535/25 (4) (b)] and death [410 ILCS 535/73 (4)

pies can

SIGNATURE

Birth (Imaged Document)

(d)). Anyone who willf
certification for the purpose of deception is guilty of a Class 4 felony [410 ILCS 535/27 (c), (f)

Sales Receipt

Transaction #: 1330925
Page: 1of 1
Date: 1/17/2012 11:39:44 A
Cashier: 522
Register #: 304
hip To: PAUL R. DULBERG
4606 HAYDEN COURT
MCHENRY, IL 60050
(847) 497-4250
U Quantity Price - Extended
1 $15.00 $15.00
Sub Total $15.00
Total $15.00
Cash Tendered $15.00
Change Due $0.00

be issued only to persons entitled to receive them according to lllinois State
ully and knowingly uses or attempts to use any certificate and/or
] punishable up to three years in prison.

TYPE OF I. D.

RELATIONSHIP TO RECORD (PARENT ETC.)

130€ 13 _









