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IiTIL(TIES aNp TRANS°(JRTATIO

COMM~5510N

Fc~ R oFFrc~ ~ r
Da:e Filed- i

1300 5. Evergreen Park Drlve SW
P.Q. Box 47250

Olympia, WA 9850A-7250
Phone: 36a66a-7,27_2

N ~ Fax: 360.586-7,181
TTV; 360-586-6203

or
1-500-47.6-5 289

email: transponatlon@utc.wa.gov
HOUSEHOLD GOODS MOVING COMPANY

PERMIT APPLICATION

Docket #
St~~ff Assigne ~ Insurance ~ Inspe~ct'ion ~ Permit Issued THG-
Re~:;eptfon # 111-0268-207-Oz 111,0268-013-2p

Type of Household Goods Authority Requested —check one Fee Required

Provisional and permanent authority. The fee for provisional, and then permanent $ 550
authority is a one-time fee. Complete pages 3-8 and Attachment A,

C1 Permanent authority to transfer resulting in a change in ownership or controlling $ 550
interest (at least six months must be served on a temporary provisional basis). Complete
pages 3-8, Attachment B, and a closing annual report from current company

❑ Permanent auihprity to transfer under the exceptions In WAC 480-15-1$7_ Complete $ Z50
pages 3-8, Attachments B & C, and a closing annual report from current company

❑ Reinstatement of permit (must be filed within 30 days of cancellation, depending on $ 250
criteria set forth in WAC 480-15,450). Complete pages 3-5 and include a statement
justifyingthe reinstatement.

❑ Name Change ~- Complete pages 3-5 and Attachment D. $ 35

~~ Bvsix~ss zx~o~Tr~o~v ~ ;,;,, ,,~

.n t 01/'CS) v 
r 1~

Leg~~l Name:
l[must be individual partners of a Aartnershi~ or coroor~tion)

Trade Name, if applicable

Ph ~ical Address "f ~ _I ~ -7 ( g~ ~~k~ ~`~ ~~Z~~y-

Marling Address 1~~~ G ~ I ~~ ~~'~ ~'~'~ ~~ZZ 3

TelE~phone Number ~ Fax Number ( )

32C:15
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„.
...... ~.,, .... , ... ` B . ... .... ,. .,.

...,...... ' ~ ~~~ f ~' fO~R'1~IA'FiO~I -.~cti~n~~r~~ed~.. ,,, .
UBI#:~~ ~c~0 Z7 Em211: C~~ ̀~""'~L~ Ho~.SS ~~41wo.[:or•.
USDOT #: ~ ~~ ~ ~~ ~~ ~If you currently don't have one, go online atwww.fmcsca.doi.kov/online-registration to apply or call 360-596-3812 for assistance.)
bepartment of Labor &Industries Worker's Comp account # ~_ 7-'~ ~1~"~ ~ ~ ~d
Employment Security Department registration number ” ~ ~ ~ l 3 ~ O ~~ dpp
Is your business registered with the Degartment of Revenue? ~l No 1~1 Yes

~ Individual ❑Partnership Coro t'ot~l~,,~' ~ Other (~P, LLP, i.~c) State of incorporation~~
List the name, title and percentage of partner's share or stock distribution for major stockholders:

Title

~R

IVlust provide a copy of a valid driver's license orgovernment-issued photo identification card for each personnamed in the application.

1. bescribe the services you wish to provide. Explain how your services will enhance customer choice,promote competition, or fill an unmet need for service:_ M~V~~~ S-GN~~~ , -1-a 1~~1 pDrov:de. ~. ~~S;dc~~*, ~~ was~.~y~ ~ Nto~,~~ sr~v~~.t. -r--

~.'., Briefly describe your experience in the transportation/household foods moving industry:

?~. Do you currently hold, or have you ever held, a permit to operate as a motor carrier of properCy?6z No 'J Yes If yes, please indicate your permit number

4 Have you ever applied for and been denied a permit to operate as a motor carrier of property inWashington? ijG No C~ Yes If yes, please explain

5. Do you currently operate interstate? ~ No C.l Yes If yes, please indicate your MC#,

6. Do you operate interstate as an agent of another company? ~i No ❑YesIf yes, what is the name of the company?

~~20.1.5
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`'. Do you have, or have you ever had abusiness-related legal proceeding against you in Washington,
or in any other state? ~JQIo I_I Yes ~f yes, please list below;

Type of Legal Proceeding Date State

'"attach additional pages if necessary

€:.. Has any person named in this application ever been convicted of any crime involving theft,
burglary, sexual misconduct, identity theft, fraud, false statements, or the manufacture, sale, or
distribution of a controlled substance? 1~No ❑Yes If yes, please list below:

type of Conviction Date City/State

attach additional pages if necessary

Vii, Has any person named in this application, been cited for violation of state laws or Commission
rules? ~No ❑Yes If yes, please list below:

Violation Date RCW/WAC

'attach additional pages if necessary

FINANCIAL STATEMENT ~~
Complete the following financial statement or attach a balance sheet, profit and loss state

business plan, i4-T «~3r/2 a~,~

Assets Liabilities

Cash in Rank $ sOvo Salaries/Wages Payable $

~~~otes Receivable $ Accounts Payable $

Ir~ivestment5 $ Notes Payable $

C:~ther Current Assets $ Mortgages Payable $

P repaid Expenses $ TOTAL LIABLfTIES $

L.:~nd and Buildings $ NET WORTH

Trucks and Trailers S ~ X000 Preferred Stock $

G~ffice Furniture $ Common Stock $

Other Equipment $ . Retained Earnings $

CitherAssets _ 5

$

Capital ~

T~i~TAL ASSETS TOTAL LIABILITIES &NET WORTH S (SO d ~

0
21.:15
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EQUIPMENT,LIST
Describe the equipment you will own or lease to provide moving services

(attach additional sheets if necessary).
Year Make License Number Vehicle ID Number Gross Vehicle

tcr',~~t~ ~l I G~'1~ 2, ~1-3 E I oo i I z 4d oa

SAFETY AND OPERATIONS
~:~ONTROLLED SUB57ANCE ANp ALCOHOL USE AND TESTING (Title 49. Code of Federal Regulations Part;352 and Part 40). If you operate commercial motor vehicles, your drivers must be in a Controlled°:substance and Alcohol Use and Testing program. You must have an alcohol and controlled s bstances~:esting program. Please attach evidence of your enrollment in a drug and alcohol testing ~ am.

SAFETY RESPONSIBILITIES
List the person and position responsible for understanding and complying with the Federal Motor Carrier SatFetXFie lions (FM~SR) and Washington State haws and commission rules (WAC) as described below. Please refertea the WAC pules, Fact Sheets and publication "Your Guide to Achieving a Satisfactory Safety Rating" fore~ssistance with requirements that may apply to your specific operations

COMMERCIAL DRIVER'S LICENSE (CDL) STANDARDS REQUIREMENT AND PENALTIES (Title 49, Code of FederalRegulations Part 383). If you operate commercial motor vehicles, your drivers must have a valid CDL,

DRIVER QUALIFICATION REQUIREMENTS: (Title 49, Code of Federal Regulations Part 391). Each of your driversn gust meet minimum qualification requirements. You must maintain driver qualification files for each driver.

aRIVERS HOURS OF SERVICE (Title 49, Code of Federal Regulations Part 395)_ Each of your drivers must maintainh~:~urs of service logs. You must maineain true and accurate hours of servile records for each driver_

I~,iSPECTION, REPAIR AND MAINTENANCE (Title Q9, Code of Federal Regulations Part 396). You musts~rstemdtically inspect, repair, and maintain all motor vehicles.

Pi ARTS AND ACCE550RIE5 NECESSARY FOR SAFE OPERA710N (Title 49, Code of Federal Regulations Part 393). Youm Est maintain parts end accessories in a safE condition.

LIr~1BfLITY INSURANCE REQUIREMENTS (WAC 480-15-530). You must file and maintain proof of public liabillry andpr~~per damage insurance (S3Q0,000 minimum coverage for vehicles under 10,000 pounds GVWR and $750,000m ~nimum coverage for vehicles 10,000 pounds GVWR or more)

CE,RGp INSURANCE REQUIREMENTS (WAC 480-15-550). You must maintain cargo insurance coverage ($7.0,000for household goods transported in motor vehicles under 10,000 pounds GVWR and $20,000 for vehicles 10,000pounds GVWR or more.
N~~me: ~A .{~y Position:

~y\41 
V\~'n~ ~V~~W

2~]~$
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OPERATIONAL RESPONSIBILITIES
1~nnual Reports and Regulatory Fees (WAC 480-15-480). You must annually file a report of your

financial operations and pay regulatory fees.

~~Jame: ~
,~~.~\

Position:
0 WJ~ t1'

'~Tl~TE OF WASHINGTON —gener laws, rules and regulations: Individuals and companies doing business in
t:he State of Washington must comply with the regulations ofi local, state, and federal agencies. Please state

the name and position of the person in your organisation who will be responsible for ensuring compliance

~~~ith the laws of the State of Washington, such as, but not limited to the Department of Labor and Industries
industrial insurance, safety, prevailing wage); Department of Licensing (vehicle and drivers licenses, business
licensing, Unified Business Identifier (UBI number), fuel permits, fuel tax; Secretary of State (corporate

r~egistratians); Department of Transportation (over-size Drover-weight permits); Department of Revenue,

sternal Revenue Service (taxes); and Employment Security.

f~Ja Position

-- ~~ ~~-n~ -- d tin.-c.r'

F you would like to receive information about new household goods carriers, check here D

DECLARATION OF APPLICANT
understand that filing this application does not in itself constitute authority to operate as a household

~~oods mover.

!'.s the applicant for a household goods permit, I understand the responsibilities of a motor carrier and

~~m in compliance with all local, state and federal regulations governing businesses, including household

~~:oods movers, in the state of Washington,

understand that if the commission grants my application as a new entrant I will receive temporary

:: uthority to provide service as a household goods carrier on a provisional basis for ax least six months.

f:)uring 'this time, the Commission will evaluate whether I have met the criteria in WAC 480-15-305 to

~~btain permanent auChoritiy. I also understand that I must comply with all conditions placed on my

rernporary permit and that failure to do so will result in cancellation of my permit.

r~~y employees are sufficiently trained to comply with commission rules regarding estimates, bills of
I~ading, rates and charges and terms and conditions of household goods moves, In addition, my '

~~-mployees are sufficiently trained to comply with commission rules regarding vehicle operation,

rnaintenance, and all other safety requirements. My company will provide a copy of the customer survey

io each customer for whom we provide transportation service.

understand the commission will complete a criminal background check on each person named in the
~:~ pplication.

certify or declare under penalty of perjury der the laws f the State of Washington that the
i~~formation contained in this application ' true and corre

Print name of applicant Signature of Applicant Date and location

~o~s
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W h 5 N I N G T O N

....-- *-
UT~LI TIES AND 7RANR~ARTnrinN

romMi,sioN

ATTACHMENT A

HOUSEHOLD GOODS STATEMENT OF SUPPORT
Yo~~r application must include at least three shipper or public statements supporting the proposed household goods movin~
ser~~~ice. Shipper statements may comp from persons or organizations-with a need for household goods moving services, or
wh~:~ support your request for a perrnit to provide those services. These forms may be copied by you as needed.

Applicant Name: `~

The following must be completed by the Supporter of the applicant

Name, Title, and Business Nam
~~~(L 6. ~~n~v ~~2 ~~T t~gcl~ LLG

Ads:lress (include street address, mailing address, city, state, zip, and county):

s n.~ ,~~.~ ~, c~ A 99 z~ ~ 3
Phc:~ne Number'

Sa~J- ~yS--~~~7~
Do you currehtly need the services of a residential household goods moving company?
❑ N ~ Yes If yes, please describe your current moving ~~ds: ,~K;ry~ •fie ~~~~ ~~~~
~~i~ bus~.~~u ~s ~~~--n~avG ~'~~..v ~o,.~ napv~r P/~~̀  ~y~r

~~ p pd,~. ~ /.7 SeMe G~~ UNP~~ /~~
M aV~~tl ff~?vL /yoV c-~/ 

/~s✓~"'~'P~t;y~'o ~' e"

~~1~ ~S _ Tji ~ !~ ~ ~ LJiT'~ mod- SBn.v~cs1 C1S~0 ,

Do you anticipate a future neEd for the services of a residential household goods moving company?

d I'Jo ;Yes If yes, please describe your future movirl~ needs: ~-,~~rr~r~`'~~'

<:.o~ u~vloao Y~,e h~~~eh~l~( c~.o~~s ~~~ ~ ..~ 
~.~~Tv~r.e~. /'h ~ve~ ~..► i

Brii:~fly describe how granting this company a permit to provide household goods moving services in Washington
Sta~:e will benefit you, your business, a d/or your community. d~~s 7~l~
f ~~; rr„~,~+~- ►'~•,,.~ , ~~ Mb,k~ , ~r~ b e r d E~~ P'~,...~7se~ R~-~o C1e ̂~ ~°%~ c~

~ !~N G o,~ d , ' o F f~ usr 1, A (d y a ~ c~•~p .~ -rye -~ 0.x+9 p,o ,~T ,~ o ~ o i — S~.v~ ~ --
/?~'.Tf'lrf~/er f~rin+ ~ M AvC~l — ~`It r.- +Lii~~oe..~eeC ~ ~` /l~+,e~ ~..{ /4~O c~,.r~M 

!n

~ ~Pa.ke ~..~ i Y~ hl MPy~✓~ ~~5~~ ~ r1 O~Pr OF yJf~ I3FST'

Is there anything else Che Commission should consider when making a determination about this company's
ap~~lication for a household goods permit? _
~~~~P1°°C'G~~ hit ~ac~~~a~►~~, ~a~~~ p..~e.~ ~ , ~~1~...~~e wor Loao'~~, t/~rLertd~.r

.~~•o~~o Co.,~r'A.~w+~~—~ A~ ~cc~•ll~~y- C~rrJ 
~MC~ ,s~zvC~ ~.~1 ~„e.c,~,. /~~.,~~gG

D ~ 'rtl ~ !. N~ cu ~ ̀ ~~ ~~ 5 e ;~ w ~ 4c.~ ~va~r ~i3~ O.aC ~-. 
~e.4 ~ ~ ~ ~ ~ ~r~~ wyJ

! ce'tify (or declare) under penalty of perjury ender the laws of Che state of Washington Lhdi the foregoing is true
anc~ correct.

Sigr~ature of Person Completing Form Date and Location

Received Time Feb. 9. 2016 11;16AM No. 1818 9



W R 5 M I N fi T O M

—~_'

UTIIIT~ES AND TpANSVO RTeTION
COMMISSION

ATTACHMENT A

HOUSEHOLD GODDS STATEMENT OF SUPPORT

Your application must include at least three shipper or public statements supporting the proposed
household goods moving service. Shipper statements may come from persons or organizations with a
need for household goods moving services, or who support your request for a permit to provide those
services. These farms may be copied by y~u~as needed.

Applicant Name: Q~~.IN~~~ ~~~/

~ w /7o✓~~s
The following must be completed by the Supporter of the applican#

Name, Title, and Business Name:

Rye ~M ~ -- r ~ a -Pine
Address (include street address, mailing address,- city, state, zip, and county):

,~~~~, s see a~ ~r~Y - .~PoK~.N~, rv,~. ~ya~ b

Phone Number:~a~ ̂  
3G3 ~' /~~~

Do you curt tly need the services of a residential household goods moving company?

J No es If yes, please describe your current moving needs:

i~o you anti ~ e a future need for the services of a residential household goods moving company?

❑ No es If yes, please describe your future moving needs:

REf~p~Nrs /''Jod~Ha~ ~H A~NO ovT,

Briefly describe how granting this company a permit to provide household goods moving services in Washington
'~3tate will benefit you, your business, and/or your community: ~j~~ /pa~,D ~~ ,e} ,~

SERd10E Tp oul~ R~3'~pBl~l'S. /~~rry ~Eo~[.~E ~ed~ ~M ~1No d ur ,q.~yp 7~~ ~oNVENr

OF ~711N~r ~ dfJCR•S /S ~ SCR v~ ~ l~a~ US To r ~.
Is there anything else the Commission should consider when making a determination about this company's
:application for a household goods permit?

~~fiN~~e ~.~rs ay /~ovERS f~fs 11aN~ A- !-off oG G.1aak l~E~~ ~ ~~ obi'

~KoEcr , ~ cAru ~ E So a
1 certify (ar decloreJ under penalty of per/ury under the laws of the stare of Washington that the foregoing is true
cnd cotter

a ~~p '~l~ ,SPdKANL_
5ignatur f Person Completing Form ate and location

7 :71 ~
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W A S H I N G T O N

-~~
11TILl TI C! nNG TwnN~PORTATIDN

f,OKM1+310N

{~'...~~ - ~~̂Ai1C;aCtarnuM66~iAi:~'~S'ldtiFr. " :d11ti~<'.i',►~N°1"~~n:"dk9Fi-T~1~.:"lu~T._ni.~7.YliY3r~??"n",cici2~YFr.~t~

~ ~ a K

1

HOUSEHocD GOODS STATEMENT OF SUPPORr
Your application must include at least three shipper or public statements supporting the proposed
household goods moving service. Shipper statements may come from persons or'organizations with a
need for h~ousehotd goods moving services, or who support your request for a permit to provide those
services. These forms may be copied by you as needed.

Applicant Name:

The following must be completed by the Supporter of the applicant

Name,Ttlev.Pi g~~t/a~U~GfA~'~~ ~~K~~ ~1y ~~~`A'G!~ -(,uLLr~d'
Address (include Street address, mailing address, City, state, zip, and county): ~~, 5

!?~~5 ~~ ~wv~ y
s vf~at~t~. R-~- ccJ1l- ~12z3

Phone Num er-

.~a°~ l_~~y°I
Do you Currently need the services of a residential household goods moving company?
0 No L~(Yes If yes, please describe your currEnt moving needs:

W ~ G~ S~~ ~~ ~7~ :J~'7.~~'S' /~I?dY~f'Iq r12 ~O~ B~ ~1/-~~ 
,

~,~' ~/

Do you anticipate a future need for the services of a residential household goods moving company?
❑ No Yes ff yes, please describe your future moving needs:

~rris'{~.~ C~.,~ri~~

~3riefly describe how granting this company a permit to provide household goods moving services in Washington
:hate will benefit you, your business, and/or your community.

rl~~ ~t~ ~~~~• d~-usriu~s ~,r~i~ ̀ e~ih e~~l~/cy's~ 
~iy'~~~P.a~/'°

~lr~J'' Gv/// C~~1/2~~ yea ~~~ ~ ; ,~.r' `~ 5

",

!s'there anything else the Commission should consider when making a determination about this company's
~~pplication for a household goods permit?

! certify (or declare) under penalty of perjury under the laws of the stare of Washington that the foregoing is true
cnd correct.

~'ignature—verso ~ ompleting Farm ate and Locati n

92(:115
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Pettinger Family Movers

Balance Sheet -February 2016

Assets LIABILITIES

Casl~~ In Bank $2,000 Total Liabilities

Notes Receivable $4,000

Trur':ks $11,610

Retained Earnings

Oth~~r Equipment $1,500 Current Year

Oth~:r Asse~es $0

Tott:il Assets $19,110 Total Liabilities

SO

5~9,1io

$i~,i~.o

Received Tlme Feb. 9. 201.6 11:16AM No, 1818



Pettinger Family Movers
Profit Loss Projection

February-December 2016

(:gross Trucking Income $155,000
[~ontr2~ct Libor (Olsten Temporary Services) $72,000
Telephone Expense $7.,870
~'~,dvertising $1,650
B~usine5s Licenses and Permits $2,750
Computer Expense $1,320
Crffice Supplies $1,100
I~entat equipment (Big Trucks) y5,000
Gasoline Expense -Rental Trucks $1,500
Gas &Oil Expenses $19,975
Insurance -Business/Truck $4,950
Insurance -Medical $4,400
Iri~terest Expense -Banks $1,100
Travel Expenses $3,S5p
Sr~nall Tocl Expense $1,100
R & M Equipment -Major Repairs $3,Oz5
Mleals &Entertainment $1,500
Ufl~~categorized-Expenses $1,200

Total Expenses $127,890

Net Ordinary Income $27,120

Less: Federal Taxes $5,000

Net Income $19,1 0

Received Time Feb, 9. 2016 11;16AM No. 1818



YEa „

Pettinger Family Movers

Sales -Truck Revenue Projections
Financial Plan 2016-2020

Sales Net Prot

2016 $155,000 $7.9,X10

2017 $175,000 $ 2Z, 750

2018 $185,000 $24,050

2019 $190, 000 $ Z4, 700

2020 $200,000 $26,000

Received Time Feb, 9. 2016 11:16AM No. 1818
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Me~I~hVVOrkSMEnicA~ aRouP
~~

[P1S'fl~t~'~ f??RT~C :~C~~~W
Consent aid Ra~ort Forn1

1111111111111f1III 1111111111111
FF01658772

pONOR INFQRMA7.~0~, ~ ~lCCOUN'f CODS: U_ ~,v~~9m? . 
,gsy'c~c~ - .Vame, 1 ~_~~.~ SSN: ~ ~QO,~ ~5~,~ palQ cf 6itlir Z ~ t ~ „~~iddtoss; ~~' . ~ Gty: .,r...,, Slafe,f,~l~ip Cade: ~~~J

.~; 
t ~~ ~ — ~~7 dR~lala o1 T'osl: a ~ ~mplay ~CI~.~Y ̂ ~ ~ 1 C~~~c~[;)Door IdonlifcaUon~Phota [1 Sutervis~or; ~ _,,,_ p Olh~r; ~

f teason for~Toet. re•~npioymeni ~ n Posl gccl~ent p Reasc~able Susp(clon ~Q Random (~ Other _ ~„
c;.O,~SEN? ~iD R~~~E
hereby glvo my consent to and ~ndhodze the U,3, Hsellhvrorka aqd ffe desfgnarlat ial~alory to perform any IeaMg necessary to delam~ro IAe presenceP ncUor level d deups In my body ort ba~aif of my pmspocilvalnu~~l employer, u~hoso name I enterod above ! br~ha~ pNe my canse~l for U.S, Hefll(IiN/01I(S (0rc;loaae dny and aN resutls io the aloremenNomad ompioyar. I agree !o hold narrtdvss a~ U,S. i~ealfnworks anployoes, pf~palc~,ns, Ana ~yenis krvavod h~ (hep~;riortnar~ce of the les(Ing, trim a~+y gcNon ch~(may sriso !rom the dsdosure of suc~i test resul~a io U r~ /p►ospedi~e omp}oyar,

Danor Slgn$b~ne; . '@~
Z:ST / 3~CIMEN IIdFORMAT~ON hatch #; Lof ~l:v ~ f ~ ~' ~~CExp[fellon Dalo'~ ~ 0 ~O l l_Q~'~pecc;fEmen waa exarnl~~ed wl~in 4 minules, 7emperaiure; °F P~1y6IC81 G`~tAtB~lO[ISGC9: ~tormal G Abn~rmafi.l S~cand spedmen Ives co~ecl~d, Tetnperalu~~, °f Phyalcal cha~ecl~risllc~: D Normal i~ Abnormal

It~iemat Control; 0 Vaud D Inv~fid
~c~tic«►r► c~~xiFic~.ro~ .a~,Nfy lh~i the spodmen prov~dad ~o rye by tho D ~' r and idennFred on U~is form v as aoAecfed, labcfed, sealed fn the Donor's presenoo,C~ Roleesed ~O (Delivery Sa lco Name) ~ ~ for ~ranap~rt to the faborslory iw furOter tos6~g,C~►Nscl~on Fachi(y;̀~,~ Y ~ r hone: ~Q Fax; ~ Cn~~QCQ~~I~~na:~JVIQ. ~`~~,~S C~ ~ ~ paia~ a Tlma:

i~co^iily Uiaf I provldo ne spedmon !o !ha col~clor; that i dl~ no! ~dulleralo Il In any manner; that the speelrnen boipe used wee se~{ed Inmy ~:~resonce v~fl~ ismpar•o i seal; and Ut~l fhe infarnat~n providod on this form end on the tamper•avidvni spodmen saai ~s ~orrt~ckpoi ~x Slgnaiuro; ~ 1: (, ~ ~ ~ ?O~ Da1o:. ~.Z ̂  ~,=„_~"~'

~;~~ogaffve dre►g screon, ~~O '.3peclmer~ (min~mum 30 mi j f arded ~o tab for fu~ihSl4tastlhg.-., _.'—~~ ❑ ! d Pasta! N; ~ .y ' D Otlier~Q [;~~nor un~blo to provlda aemple wifhkn 3 hours. ~ ”`C7 C:~onor rolused fo bo teased,

Rap~~r(ed io; NAmv: ~ ~ ~ __ Dalo; _ _ Tlme: _ .,Via d 7e1 Q Fax Olhar.f~ep~;>rtod by; Name Sipnafu~o;,_„_,

Rey ~eived by Aacasslana~ (Nemo); Slgnalurs; 0 AM t] PM
Sp~:xirnen BolUe Seal lnlacl: ❑Yes f~ No Remarks:
Sp~::cimen 8dl~e Roloased !o; .~

Reee'i~ved Tlme Feb. 9. 2016 11,16AM No. 1818 ,.



(~ HeaithWorks~M E D I C A L 6 R O V ~

~}f~ ~1C COI'G. RIg11C /4WOr

02/05/16

Dear Valued Patient:

Thank you for choosing our facility for your medical care today.

You have been provided a superbill which itemizes the services provided for you a~t

toduy's visit. To determine if your visit qualifies for reimbursement frnm your

insurance company, please contact them for details. The contact inform,~tion

should be located on your insurance card. Generally, you will be required to

submit a claim. in writing to your insurance carrier, along with a copy of this

superbill, dnd a copy of your irtsurpnce card (front and back). For more detailed

questions on claims submissions or qualification, please contact your insurance

company.

,{f you have arty questions regarding ~lzis superbill, please call us at (509) 747-0770.

.Yours in good health,

U.S. ,~~lealth Works 1V,(edical Group
South Hill Medical Center
2005 .E. 29th Avenue
Spokane, WA 99203

Received Time Feb, 9. 2016 11.16AM No. 1816



US ~'eslth~Vorks Medical Gronp WA,P5South. I~ill Medical Ce~uter
20Q5 ~~. 29th Avenue
Spok::ine, WA 992(';
Clinic: Phone (509) 747-Q770

P~'~~TI~N7:
PE::TTINGER, PHILLIP
5"~'18 S SYCAMORE
SPOKANE, WA 99223
CF~.ise # 692-10$394

Treatment Rendered On: 2/05/76

CP7' CODE

G0431

PROC~DUST XIESCRY~'ION

Drug Screen Multiple Class Ea

Y

♦.

GUARANTOR:
PETTINGER, PHILLIP
5718 S SYCAMORE
SPOKANE, WA 99223

HeaithWorks
MEDICAL C A O U 0

The Rig~tt Care. Righr Awoy

UStIW does not accept ass~gnmenl' of this clam ar patient has chases ~ cash pay option instead.Please reimburse p¢rient direclly, as Provider will ieot accept Payor reinebwsena¢rrt.

PHYSICIA~~I; STAHLY, WALTER, M.D.
LICENSE #: MD00017452

'•c . .

uNrr I ~' D~

1 13.00

TOTAL pUE 113.00
A,MOVN'i' PAPA 1 13.00I verify t~~~a11 eiCh¢r: 

TOTAL OiTT3T,ANDINGdo n~~~1 have health fnrurance; or
my /~ ealih irr ~ururece is not conbacled with U.S. ,fl'ealthWorks A~edicol Gror~p; orPrao ance has not beep. provided; i agree to ,pay i~t full at the trine of service,

a. 1- ~~ — _____Received Time'—Fe 9 2016-11;16ANLNo, 1818
T7~nn~' nn., A......... A....... ___,



:... 
~
 Ne
a
l
t
h
W
o
r
k
s
 A~~~~,NT ~ ~

~
~
 ~~3~1 ~

 
~a. 2

1
5
 7
 9
 4 ~
 

~'
n
[
n
+
c
n
c
 

u-e 
j
~
 

j 

y
—
~

F
i
E
G
E
l
V
~
D
 F
R
O
M
.
 't' 

t ~ [~ C 
~
 

~A7'E 
~
~
 ~
 

~ ~
 

I 
~

G
 C
A
S
H
 . 

(
 

~ 
n.

~
 

^
~
 ~
 

t'

D
t
}
 

y ~
~
 

~J tu~OAt~ O
F
2
D
E
R
 
FQFi 

~ U
 
~
~
1
~
 ~
~
 ~. _ 

I 
aC

. 
g
y
 

- 
~ 

~ 
~

1 
~

~Y?Ar1NlENTS: 

I 
t om?



Official Payments -Pay Taxes, Utility Bills, Tuition &More Online Page 1 of 1

This is a °printer friendly" page. Please use the "print' opt€an in your browser to print this screen.

" ~~' ~` , Washington, State of -Utilities &Transportation Commission~,1
.~ ,`E

:, ~r~` Utilities &Transportation Commission POS
__ _ _.

Confirmation Number: 215287
Payment Date: Wednesday, February 1fl, 2016
Payment Time: 08:55AM PT

Payer Information

First Name:

Street Address:

Town/City:

Country:
Daytime Phone
Number:
E-mail Address:
Company Name-If not
a Company, provide
name of Payee:
Payment Menu
Payment Menu -
Additional Payment:
Application Types (If
Applicable):

Card Information

Card Type:

Card Number:

Expiration Date:
Card Verification
Number:

Payment Information

Payment Type:

Payment Amount:

Convenience Fee

Total Payment;

Phillip E Pefting~r

4304E 41st

Spokane, WA 99223

United States

(5Q9) 979 - 3708

peftingerfamilymavers@yahao.com

Pettinger Family Movers

Application Fees

Household Goods

Visa

~~~~x~~~~«~,~6835

12/2017

Utilities &Transportation Commission POS

$550.00

$13.75

$563.75

Thank you for using Official Payments. If you have a question regarding your payment, please call us toE( free at
1-866-621-419. To make payments in the future, please visit our+nrebsite at www.officialpayments.cam.

(;opyright G~` 216 C3fficial Payments Corporation. All Righs Reserved.
C3~€ici~1 F'ayrnenfs Corporation is a licensed money transmitter ire 44 states, the District of Calumbia, and Puerto F2ico.

Official Payments is naf req«ired to be licensed as a money transmitter in Indiana; t~lassach~~se~ts: Montana, New Mexico,
SoutF~ Caroline or Wisconsin.

https://www.officialpayments.com/pc_step6~rint.jsp;jsessionid jZrYOEIzeD9W2IOx-6i... 2/10/2016


