Joyce Altman Interpreters, Inc. **% INVOICE ***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (s) :J
sSS # : XXX-XX-
BILL TO: DOB T
CHARTIS/AIG (SKEAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case:
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vs CONSOLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16

SERVICE

INITIAL EXAM
INTERPRETER:
INITIAL ACUP

INTERPRETER:
INITIAL EXAM

INTERPRETER:
FOLLOW-UP
INTERPRETER:
FOLLOW-UP
INTERPRETER:
PR2/REEVAL
INTERPRETER:
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FOLLOW-UP
INTERPRETER:
PR2 /REEVAL

INTERPRETER:
INITIAL ACUP

DESCRIPTION
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-DR SHERRY ROSTAMI @ ENHANCED
PRECISION CARE* EPC
ALBERTO VILLAGOMEZ # 500341
DOI: 6/3/16

-W/ ACUPUNCT YOUN ME RHEE @
EPC*

PAUL A. LAZCANO # 101143
-DR SHERRY ROSTAMI @ EPC*
DOI: 9/12/15

ELISA L. MEDINA # 003693
-W/ ACUPUNCT RHEE @ EPC¥*
ALBERTO VILLAGOMEZ # 500341
-W/ ACUPUNCT RHEE @ EPC*
ALBERTO VILLAGOMEZ # 500341
-DR BROWN @ EPC*

ELISA LOPEZ MEDINA # 003693
-W/ ACUPUNCT RHEE @ EPC*
ALBERTO VILLAGOMEZ # 500341
-DR ROSTAMI @ EPC*

DOI: 6/3/16

GLADYS PINEDA REYNA # 301721
-W/ ACUPUNCT RHEE @ EPC*
GABRIELA DAVIS # 100541

-W/ ACUPUNCT RHEE @ EPC*
GABRIELA DAVIS # 100541

-W/ ACUPUNCT RHEE @ EPC*
LISBETH C. PARRENO # 101080
-DR ROSTAMI @ EPC*

DOI: 9/12/15

ALBERTO VILLAGOMEZ # 500341
-W/ ACUPUNCT YOUN ME RHEE @
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Joyce Altman Interpreters, Inc. **x% INVOICE #***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (8) :
ss # : XXX-XX-
BILL TO: DOB ¢l
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case: . vs CONSOLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16
DOS SERVICE DESCRIPTION AMOUNT
EPC*
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
08/18/16 PR2/REEVAL -& INJECTION W/DR BROWN/MALIN 180.00
/ / INTERPRETER: * GLADYS P. REYNA # 301721 0.00
08/22/16 FOLLCW-UP W/ ACUPUNCT RHEE @ EPC* 180.00
/ INTERPRETER: LISBETH C. PARRENO # 101080 0.00
08/29/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
09/02/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
09/09/16 FOLLOW-UP -W/ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
09/12/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/ / "INTERPRETER: GLADYS PINEDA REYNA # 301721 0.00
09/16/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC¥* 180.00
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
09/19/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
09/21/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: PAUL A. LAZCANO # 101143 0.00
09/22/16 L.I.N.T. -LOCALIZED INTENSE NEURO- 150.00
STIMULATION W/DR
/ / - FARDAD MOGHARABI @ EPC* 0.00
/ / INTERPRETER: GABRIELA DAVIS # 100541 0.00
09/23/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC¥* 180.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
09/26/16 PR2/REEVAL -DR BROWN @ EPC* 180.00
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
10/07/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC¥* 180.00
/ 7 INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
10/10/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00




Joyce Altman Interpreters, Inc. **% INVOICE **%
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMSH# (8)
SS # : XXX-XX-.
BILL TO: DOB : Lo
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case:

Date Of Injury: 6/3/16

vs CONSOLIDATED STAFFING SOLUTION

DOI: 6/3/16

DOS SERVICE DESCRIPTION AMOUNT
/ INTERPRETER: GLADYS REYNA # 301721 0.00
10/17/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
10/24/16 PR2/REEVAL -DR BROWN @ EPC* (MEDS) 180.00
AR INTERPRETER : LISBETH C. PARRENO # 101080 0.00
10/26/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
11/02/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER: JOSE GERRY LUGO # 500049 0.00
11/07/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/ INTERPRETER: GLADYS REYNA # 301721 0.00
11/11/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
11/14/16 PR2/REEVAL -DR BROWN @ EPC* 180.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
11/16/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/] INTERPRETER : JOSE GERRY LUGO # 500049 0.00
11/18/16 INITIAL EXAM -DR ALLEN MASSIHI @ EPC* 230.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
11/23/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
11/30/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER : JOSE GERRY LUGO # 500049 0.00
12/02/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER : ALBERTO VILLAGOMEZ # 500341 0.00
12/05/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
/] INTERPRETER ALBERTO VILLAGOMEZ # 500341 0.00
12/06/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/] INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
12/14/16 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00




Joyce Altman Interpreters, Inc. *%% TNVOICE **%*
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMSH# (s) -
SS # 1 XXX -XX-
BILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case: vs CONSCLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16

DOS SERVICE DESCRIPTION AMOUNT
!/ / INTERPRETER: GLADYS PINEDA REYNA # 301721 0.00
12/16/16 PR2/REEVAL -DR MASSIHI @ EPC* 180.00
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
12/21/16 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: PAUL A. LAZCANO # 101143 0.00
12/22/16 PR2/REEVAL -DR BROWN/MALIN @ EPC* 180.00

DOI: 6/3/16
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
12/28/16 FOLLOW-UP W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: GLADYS REYNA # 301721 0.00
12/30/16 FOLLCW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
01/04/17 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00

DOI: 9/12/15
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
01/06/17 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
01/05/17 PR2/REEVAL DR BROWN/MALIN, PA @ EPC¥ 180.00
!/ / INTERPRETER: PAUL A. LAZCANO # 101143 0.00
01/11/17 FINAL ACUPT -W/ ACUPUNCT RHEE @ EPC* 230.00

DOI: 9/12/15
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
01/16/17 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00

DOI: 6/3/16
/ INTERPRETER: GLADYS P. REYNA # 301721 0.00
01/18/17 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
01/23/17 PR2/REEVAL -DR BROWN @ EPC* 180.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
01/25/17 FINAL ACUPT -W/ ACUPUNCT RHEE @ EPC* 230.00
!/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00




Joyce Altman Interpreters, Inc.
P.O. BOX # 4165

Tustin,

CA 92781-4165

PH: 714 838-0950
TAX ID# 33-0956713

*%% INVOICE ***

01/29/20

XXX-XX-

EAMS#H# (s) :
ss #
BILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case:

Date Of Injury:

02/01/17

/o
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!/
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/
03/02/17

!/
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t

SERVICE

PR2/REEVAL

INTERPRETER:

PR2/REEVAL

INTERPRETER:

PR2/REEVAL

INTERPRETER:

PR2/REEVAL

INTERPRETER:

PR2/REEVAL

INTERPRETER:

FOLLOW-UP

INTERPRETER:

PR2/REEVAL

INTERPRETER:

FOLLOW-UP

INTERPRETER:

FOLLOW-UP

INTERPRETER:

PR2/REEVAL

INTERPRETER:

PR2/REEVAL

DESCRIPTION

-DR ROSTAMI @ EPC¥*
DOI: 9/12/15

vs CONSOLIDATED STAFFING SOLUTION
6/3/16

JOSE GERRY LUGO # 500049

-DR BROWN/MALIN, PA
MARIA E. SALINAS #
-DR MASSIHI @ EPC*
DOI: 6/3/16
ALBERTO VILLAGOMEZ
-DR ROSTAMI @ EPC*
DOI: 6/3/16
ALBERTO VILLAGOMEZ
-DR ROSTAMI @ EPC*
DOI: 9/12/15
ALBERTO VILLAGOMEZ

@ EPC*
100942

# 500341

# 500341

# 500341

-W/ ACUPUNCT RHEE @ EPC*

DOI: 9/12/15
ALBERTO VILLAGOMEZ
-DR ROSTAMI @ EPC*
DOI: 9/12/15
ALBERTO VILLAGOMEZ

# 500341

# 500341

-W/ ACUPUNCT RHEE @ EPC*

DOI: 6/3/16
ALBERTO VILLAGOMEZ

# 500341

-W/ ACUPUNCT RHEE @ EPC*

DOI: 9/15

JESUS CASTILLO # 500358
-DR BROWN/MALIN @ EPC*

DOI: 6/3/16

JOSE GERRY LUGO # 500049

-DR ROSTAMI @ EPC*
DOI: 6/3/16
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Joyce Altman Interpreters, Inc. ***% INVOICE **%

P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950
TAX ID# 33-0956713
EAMSH# (s) :
SS # i XXX-XX-
BILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251
P.O. BOX # 25977

SHAWNEE MISSION, KS 66225

Case;

Date Of Injury: 6/3/16

~ vs CONSOLIDATED STAFFING SOLUTION

SERVICE

INTERPRETER:
PR2/REEVAL

INTERPRETER:
FOLLOW-UP

INTERPRETER:
INITIAL EXAM

INTERPRETER:
PR2/REEVAL

INTERPRETER:
FOLLOW-UP

INTERPRETER:
FOLLOW-UP

INTERPRETER:
PR2/REEVAL

INTERPRETER:
PR2/REEVAL

INTERPRETER:
PR2/REEVAL

INTERPRETER:
FOLIL.OW-UP

INTERPRETER:

DESCRIPTION

ALBERTO VILLAGOMEZ # 500341
-DR MASSIHI @ EPC*

DOI: 6/3/16

ALBERTO VILLAGOMEZ # 500341
-W/ ACUPUNCT RHEE @ EPC*
DOI: 6/3/16

JESUS CASTILLO # 500358
PSYCHE EVAL W/DR P. SALKELD*
DOI: 6/3/16

GLADYS P. REYNA # 301721
-DR ROSTAMI @ EPC*

DOI: 9/12/15

JESUS CASTILLO # 500358

-W/ ACUPUNCT RHEE @ EPC*
DOI: 6/3/16

JOSUE CALDERON # 101193

-W/ ACUPUNCT RHEE @ EPC*
DOI: 9/12/15

ALBERTO VILLAGOMEZ # 500341
-DR MASSIHI @ EPC*

DOI: 6/3/16

GLADYS P. REYNA # 301721
-DR BHARATWAL @ EPC*

DOI: 6/3/16

JOSE GERRY LUGO # 500049
-DR ROSTAMI @ EPC*

DOI: 6/3/16

ALBERTO VILLAGOMEZ # 500341
-W/ ACUPUNCT RHEE @ EPC*
DOI: 9/12/15

ALBERTO VILLAGOMEZ # 500341
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Joyce Altman Interpreters, Inc. *%% INVOICE **x*
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 : 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (s) :
S5 # v XXX-XX-
BILL TO: DOB : '
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251
P.O. BOX # 25977
SHAWNEE MISSION, KS 66225
Case: vs CONSOLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16
DOS SERVICE DESCRIPTION AMOUNT
05/23/17 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
DOI: 6/3/16
/7 INTERPRETER: JESUS CASTILLO # 500358 0.00
05/24/17 PMT BY CHECK DOS 4/10/17-4/17/17* -180.00
=# 32012979
06/01/17 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
/ / INTERPRETER: PAUL A. LAZCANO # 101143 0.00
06/09/17 PMT BY CHECK DOS 4/18/17-5/1/17%* -270.00
=# 32062829
06/15/17 PMT BY CHECK DOS 6/27/16-5/10/17% -6570.00
= 32082042
06/16/17 PMT BY CHECK DOS 5/11/17* =# 32085851 -90.00-
06/14/17 PR2/REEVAL -DR BHARATWAL @ EPC* 180,00
DOI: 6/3/16
/ / INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
06/20/17 PMT BY CHECK DOS 5/15/17* =# 32094390 -90.00
06/22/17 PMT BY CHECK DOS 5/23/17* =# 32103051 -90.00
06/15/17 PR2/REEVAL -DR ROSTAMI @ EPC* 180.00
DOI: 6/3/16
/ INTERPRETER: JESUS A. CASTILLO # 500358 0.00
06/26/17 EMG TESTING & NCV BY DR GROSS: U/E @ EPC* 150.00
DOI: 9/12/15
/ / INTERPRETER: IRENE MORA 3 101159 0.00
06/27/17 P AND S DR ROSTAMI @ EPC* 230.00
DOI: 9/12/15
/ INTERPRETER: ALBERTO VILLAGOMEZ # 500341 0.00
07/05/17 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC* 180.00
DOI: 6/3/16
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
07/13/17 FOLLOW-UP -W/ ACUPUNCT RHEE @ EPC¥ 180.00

DOI: 6/3/16




Joyce Altman Interpreters, Inc.

P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950
TAX ID# 33-0956713
EAMSH# (s) &
SS # XXX -XX-
BRILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251
P.O. BOX # 25977
SHAWNEE MISSION, KS 66225
Case: . vs CONSOLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16
DOS SERVICE DESCRIPTION AMOUNT
/ / INTERPRETER: IRENE MORA # 101159 0.00
07/19/17 PMT BY CHECK DOS 6/14/17—6/15/17* -180,00:
=# 32182881
08/01/17 PMT BY CHECK DOS 4/9/17-6/26/17* -180.00
=# 32222872
07/20/17 P AND S -DR ROSTAMI @ EPC* 230.00
DOI: 6/3/16
/ / INTERPRETER : ALBERTO VILLAGOMEZ # 500341 0.00
08/10/17 PMT BY CHECK DOS 6/27/17* =# 32252855 " -90.00
08/11/17 PMT BY CHECK DOS 7/5/17* =# 32257305 -90.00
08/16/17 PMT BY CHECK DOS 7/13/17* =# 32270277 -90.00
01/10/19 LIEN FIL FEE LIEN FILING FEE 150.00
06/10/19 PENALTIES FOR DATE OF SERVICE 06/27/16 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 06/27/16 51.48
06/10/19 PENALTIES FOR DATE OF SERVICE 07/06/16 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 07/06/16 51.48
06/10/19 PENALTIES FOR DATE OF SERVICE 07/11/16 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 07/11/16 51.48
06/10/19 PENALTIES FOR DATE OF SERVICE 11/18/16 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 11/18/16 49.09
06/10/19 PENALTIES FOR DATE OF SERVICE 01/25/17 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 01/25/17 46.49
06/10/19 PENALTIES FOR DATE OF SERVICE 04/17/17 7.50
12/30/19 INTEREST FOR DATE OF SERVICE 04/17/17 15.30
06/10/19 PENALTIES FOR DATE OF SERVICE 06/27/17 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 06/27/17 39.70
06/10/19 PENALTIES FCR DATE OF SERVICE 07/20/17 34.50
12/30/19 INTEREST FOR DATE OF SERVICE 07/20/17 63.19
06/10/19 PENALTIES FOR DATE OF SERVICE 08/10/16 21.00
12/30/19 INTEREST FOR DATE OF SERVICE 08/10/16 51.48
06/10/19 PENALTIES FOR DATE OF SERVICE 01/11/17 21.00

#%% INVOICE **+*




Joyce Altman Interpreters, Inc. *%% TNVOICE **¥*
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/29/20 69851
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (s) :.
SS # : XXX-XX-
BILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Termsg: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: FARA MACK 572004251
P.O. BOX # 25977
SHAWNEE MISSION, KS 66225
Case: . vs CONSOLIDATED STAFFING SOLUTION
Date Of Injury: 6/3/16
DOS SERVICE DESCRIPTION AMOUNT
12/30/19 INTEREST FOR DATE OF SERVICE 01/11/17 47,11
01/24/20 PMT BY CHECK DOS 12/30/19* # 34306123 -7900.00
01/29/20 BLCE OFF SET BALANCE OFF SET -746.80

* INDICATES BILLED AT A MINIMUM OF 2 HOURS

NOTE: Any and all partial payments received have been acknowledged and clearly
reflected in the enclosed statement. However, payments received do not
represent full and final satisfaction. In accordance with CCR Section 10770
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand
is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,
Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index
and any documentary evidence to be utilized in an attempt to defeat this lien/
or Petition. ** THIS SERVES AS DEMAND FOR PAYMENT *¥*




201705243919

P4000028000

American International Group, Inc. .

PO Box 25565
Shawnee Mission, KS 66225

Electronic Service Requested

MIXED AADC 92k Page 10f4
3075 1.5326 MB 0.420 Check No.: 32012979
ST LT B EO LTI T O RO LTS B RFP No.: 023084
ggvggxl\hmgn INTERPRETERS INC 89 Check Date: 05/24/2017 /
TUSTIN: CA  92781-41LS Check Amount: 180.00
Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant:
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
: JOYCE ALTMAN INTERPRETERS
MAY 3 1 2017 Payee Name N TE
Policy No. Claim No. Symbol Date of Loss| Type Status Amount /
000019397878 00004251 001 06/03/2016 MED o] 180.00

Total Amount 180.00
Reason for Payment
ORG: 12790.00 ACT: 69851 062716-041717

Use File # §72/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

#6995

30F7F

ENV 3075




| P400002800)

AI G EXPLANATION OF BILL REVIEW Page 2 of 4

; Invoice #: 1713800665
AlG CLAIMS, INC, Control #: 06171400065600
P.O. BOX 25978 ;
SHAWNEE MISSION KS 66225 P
o
o]
b d
MIXED AADC 92k
3075 1.5326 MB 0.420
U T L U T U PR T TR BT S
JOYCE ALTMAN INTERPRETERS INC 89 >
PO BOX Y1b5 4
TUSTIN. CA 92781-41bS &

Billing Provider: Claim#: 5720042510000
JOYCE ALTMAN INTERPRETERS INC  Claimant: L

PO BOX 4165 Date of Injury: 06/03/2016

TUSTIN CA 92781 Claimant SSN:

. State Claim #: ADJ10507202 Date Received: 05/08/2017
gf:tﬁice::fifm” Patient Acct #: 69851 Date Reviewed: 05/20/2017
NPI#: 9999999999 Service Dates: 06/27/2016-04/17/2017 Date Processed: 05/23/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
e Employer: CONSOLIDATED STAFFING SOLUTION
Tax ID/INPI #: Insurer: COMMERCE AND INDUSTRY CO

Dates of Billed Paid Billed | Fee Schedule PPO  |Recommended
Service  |Proc Code |Proc Code| Units | Charges or Customary | Savings | Allowance Codes
06/27/2016 | 11013 T1013 8.00 230.00 0.00 0.00 0.00[1.2.3
07/06/2016  |{T1013 T1013 8.00 230.00 0.00 0.00 0.00[1.2.3
07/11/2016  |T1013 T1013 8.00 230.00, 0.00 0.00 0.00/1.2 3
07/13/2018  |T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2.3
07/15/2016  |T1013 T1013 8.00 180.00] 0.00 0.00 0.00{1,2.3
07/18/2016 T1013 71013 8.00 180.00| 0.00 0.00 0.0011.2.,3
07/22/2016 {11013 T1013 8.00 180.00 0.00 0.00 0.00{1.2,3
07/25/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
07/27/2016  |[T1013 T1013 8.00 180.00] 0.00 0.00 0.00{1,2,3
07/29/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00[1,2,3
08/01/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2,3
08/08/2016  |T1013 T1013 8.00 180.00| 0.00 0.00 0.00[1,2,3
08/10/2016  |T1013 T1013 8.00 230.00 0.00 0.00 0.00(1,2,3
08/18/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3 4
08/22/2016  |T1013 T1013 8.00 180.00) 0.00 0.00 0.00{1.2.3
08/29/2016  |T1013 T1013 8.00 180.00] 0.00 0.00 0.00{1,2.3
00/02/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2.,3
09/09/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
00/12/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
09/16/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00[1,2,3
09/19/2016  |T1013 T1013 8.00 180.00) 0.00 0.00 0.00[1,2,3
09/21/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
09/22/2016  |T1013 T1013 8.00 150.00, 0.00 0.00 0.00/1.2,3
09/23/2016  |T1013 T1013 8.00 180.00) 0.00 0.00 0.00{1.,2 3
09/26/2016  [T1013 T1013 8.00 180.00 0.00 0.00 000(1,23
10/07/2016 T1013 T1013 8.00 180.00; 0.00 0.00 0.00{1.2.,3
10/10/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2,3
10/17/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00[1,2,3
10/24/2016  |T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3

if you have questions about this review please call AIG at; 877-802-5246

CONTINUED
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Al G EXPLANATION OF BILL REVIEW Page 4 of 4

Invoice #: 1713800665
AlIG CLAIMS, INC. Control #: 06171400065600

P.O. BOX 25978
SHAWNEE MISSION KS 66225

201705243929

5 -A reduction was made because a different provider has billed for the exact services on a previous bill.

6 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
7 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (2356)

* -Request for Second Review. After an EOR is received on an ariginal bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and reguiations at title 8. California Code of
Regulations section 9792.5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 80 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the employee shall be fiable for any further payment. (2400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (Z657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a .
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bili. After the EOR is received on the second bill review submission, a health care provider,
heaith care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for lndependent Biil Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bili review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

" -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

Ee

Negotiated/ PPO Savings: 0.00 Check #: 32012979
Recommended Amount: 180.00 Check Date: 05/24/2017
Previously Paid: 0.00 Method of Payment: Check
Payment: 180.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AlG at; 877-802-5246

SOF7F

ENV 3075
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A' G EXPLANATION OF BILL REVIEW Page 3 of 4

Invoice #: 1713800665
AIG CLAIMS, INC. Control #: 06171400065600

P.O. BOX 25978
SHAWNEE MISSION KS 66225

201705243929
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" Billed

narge

1026/2016 71013 ] 8.00 1

80.00 0.00 0.00 0.00[1,2.3 N
11/02/2016  |T1013 8.00 180.00 0.00 0.00 0.00{1.2.3 o
11/07/2016  |T1013 8.00 180.00 0.00 0.00 0.00{1 2.3 E
11/11/2016  |T1013 8.00 180.00 0.00 0.00 0.00(1.2.3
11/14/2016  |T1013 8.00 180.00 0.00 0.00 0.00{1 2.3
11/16/2016  [T1013 8.00 180.00 0.00 0.00 0.00(1.,2.3
11/18/2016  |T1013 8.00 230.00 0.00 0.00 0.00{1.2.,3
11/23/2016  |T1013 8.00 180.00 0.00 0.00 0.00[1 .2 .3
11/30/2016  [T1013 8.00 180.00] 0.00 0.00 0.00[1 2.3
12/02/2016  |T1013 8.00 180.00 0.00 0.00 0.00[1,2.3
12/05/2016  |T1013 8.00 180.00 0.00 0.00 0.00[1,2 .3
12/06/2016  |T1013 8.00. 180.00} 0.00 0.00 0.00[1,2,3
12/14/2016  |T1013 8.00 180.00 0.00 0.00 0.00/1,2.3
12/16/2016  |T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
1212172016 [T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
121222016  |T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
12/28/2016  |T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
12/30/2016 {71013 8.00 180.00 0.00 0.00 0.00(1,2.3
01/04/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1.,2.3
01/05/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1 .2 .3
01/06/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1 2.3
01/11/2017  |T1013 8.00 230.00 0.00 0.00 0.00{1.2 .3
01/116/2017  |T1013 8.00 180.00 0.00 0.00 0.00(1.2.,3
01/18/2017  |T1013 8.00 180.00 0.00 0.00 0.0011.2,3
01/23/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
01/25/2017  |T1013 8.00 230.00) 0.00 0.00 0.00{1,2,3
02/01/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1 2.3
02/09/2017  |T1013 8.00 180.00] 0.00 0.00 0.00{1 2.3
02/13/2017  |T1013 8.00 180.00) 0.00 0.00 0.00{1,2.3
02/2412017  |T1013 8.00 180.00 0.00 0.00 0.00(1.2.,3
03/02/2017  |{T1013 8.00 180.00) 0.00 0.00 0.00{1,2.,3
03/13/2017  {T1013 8.00 180.00 0.00 0.00 0.00{1.2,3
03/14/2017  |T1013 8.00 180.00 0.00 0.00 0.00/1,2.,3
03/20/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
03/27/2017  |T1013 8.00 180.00 0.00. 0.00 0.00{1,2.3
03/30/2017  |T1013 8.00 180.00 0.00 0.00 0.00(1.,2.3
04/06/2017  |T1013 8.00 180.00 0.00 0.00 0.00!1,2,3
04/07/2017  |T1013 8.00 180.00 0.00 0.00 0.00{1.235
04/10/2017  |T1013 8.00 180.00 90.00 0.00 80.00{6,7
04/17/2017  |T1013 8.00 230.00| 90.00 0.00 90.00|8 .7 |

Totals 12,790.00 180.00 0.00 180.00
Diagnosis:

T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a 'balance forward bill'
containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has billed for the exact services on a previous bill.

4 -The provider or a different provider has billed for the exact service on a previous bill where no allowance was originally
recommended.

If you have questions about this review please call AlG at: 877-802-5246

CONTINUED
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American International Group, Inc. [
PO Box 25565
Shawnee Mission, KS 66225

200706090142

Electronic Service Requested qugs J @

{59
O
&
ALL FOR AADC 92b Page 1 of 4 .
15048 1.2288 AB D0.400 Check No.: 32062829
S TR T B T O TR TR B BT RFP No.: 028045 3
ggvgngHEgN INTERPRETERS INC 1 Check Date: 06/09/2017 ba]
TUSTIN, CA  92781-41&S Check Amount: 270.00 2
Insured: CONSOLIDATED STAFFING .
SOLUTION
Claimant;
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
Payee Name: JOYCE ALTMAN INTERPRETERS
JUN 16 2017
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 MED 0] 1270.00

Total Amount 270.00
Reason for Payment
ORG: 13330.00 ACT: 69851 062716-050117

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246
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AlG
Invoice #: 1715300812

AIG CLAIMS, INC, Control #: 06171570076600
P.O. BOX 25978 ol
SHAWNEE MISSION KS 66225 @

EXPLANATION OF BILL REVIEW Page 2 of 4

201706090142

20F6F

ALL FOR AADC 92b

15048 1.2288 AB 0.400

JOYCE ALTHAN INTERPRETERS INC 17
PO BOX 4lhS

TUSTIN: CA  9278L-41L5

ENV 15048

Billing Provider: Claim #: 5720042510000
JOYCE ALTMAN INTERPRETERS INC Claimant; - ~—~

PO BOX 4165 Date of Injury: vo/U3/2016

TUSTIN CA 92781 Claimant SSN:

) State Claim #: ADJ10507202 Date Received: 05/22/2017
;f:t;o,_'i . e:j: 3‘:’6713 Patient Acct #: 69851 Date Reviewed: 06/06/2017
NPI #: 9999999999 Service Dates: 06/27/2016-05/01/2017 Date Processed: 06/08/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
----- Employer: CONSOLIDATED STAFFING SOLUTION

Insurer: COMMERCE AND INDUSTRY Cco

. . 0.00 0.00 3
07/06/2016 T1013 8.00 230.00 0.00 0.00 2,3
07/11/2016 T1013 8.00 230.00] 0.00 0.00 2.3
07/13/2016 T1013 8.00 180.00 0.00 0.00 0.00{1.,2,3
07/15/2016 T1013 8.00 180.00, 0.00 0.00 0.00]1,2.3
07/18/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
07/22/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2 .3
07/25/2016 T1013 8.00 180.00 0.00 0.00 0.00/1,2.,3
07/27/2016 T1013 8.00 180.00] 0.00 0.00 0.00/1,2.3
07/29/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
08/01/2016 T1013 8.00 180.00 0.00 0.00 0.00{1.2.3
08/08/2016 T1013 8.00 180.00] 0.00 0.00 00011,2.3
08/10/2016 T1013 8.00 230.00; 0.00 0.00 0.00{1,2.3
08/18/2016 T1013 8.00 180.00; 0.00 0.00 0.00/1.2.3
08/22/2016 T1013 8.00 180.00 0.00 0.00 00011.2.3
08/29/2016 T1013 8.00 180.00] 0.00 0.00 0.00/1,2.3
09/02/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
09/09/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
09/12/2016 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
09/16/2016 T1013 8.00 180.00, 0.00 0.00 000/1,2.3
09/19/2016 T1013 8.00 180.00 0.00 0.00 0.00{1.2,3
09/21/2018 T1013 8.00 180.00 0.00 0.00 0.00/1,2.3
09/22/2016 T1013 8.00 150.00, 0.00 0.00 0.00{1,2.3
09/23/2016 T1013 8.00 180.00, 0.00 0.00 0.00{1.,2.,3
09/26/2016 T1013 8.00 180.00] 0.00 0.00 0.00/1,2,3
10/07/2016 T1013 8.00 180.00, 0.00 0.00 0.00{1,2.3
10/10/2016 T1013 8.00 180.00, 0.00 0.00 0.00/1,2.,3
10/17/2016 T1013 8.00 180.00| 0.00 0.00 0.00{1.2.3
10/24/2016 T1013 8.00 180.0q 0.0q 0.0q 0.0011,2 3

if you have questions about this review please call AlG at: 877-802-5246

CONTINUED
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Invoice #: 1715300812
AlG CLAIMS, INC. Control #; 06171570076600

P.O. BOX 25978 ol
SHAWNEE MISSION KS 66225 ¢

201706090142
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3 -A reduction was made because a different provider has bilied for the exact services on a previous bill.

4 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled aliowance.
5 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-faciiity site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bilf within California jurisdiction. (2005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 ai
pharmacy transactions should be processed through TMESYS. For questions regarding how to Process transactions through TMESYS
please cail 1-800-682-4491. (Z£356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, heaithcare facility,

ENV 15048

requirements of the Division of Workers' Compensation Medical Billing Guide, and fegulations at title 8. California Code of
Regulations section 9792.5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill
shalt be deemed satisfied and neither the employsr nor the employee shall be liable for any further payment. (2400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
Teview. (2658)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a

Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination

until the resolution of that issue becomes final. (ZD49)
* -This ciaim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

Negotiated/ PPO Savings: 0.00 Check #: 32062829
Recommended Amount: 270.00 Check Date: 06/09/2017
Previously Paid:; 0.00 Method of Payment: Check
Payment: 270.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246
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2 Al G EXPLANATION OF BILL REVIEW Page 3 of 4
§, Invoice #: 1715300812
AlIG CLAIMS, INC. Control #: 06171570076600
P.O. BOX 25978
SHAWNEE MISSION KS 66225 o
O
o}
e
8.00 2,3 53
11/02/2016 T1013 T1013 8.00 180.00 2.3 -
11/07/2016 T1013 T1013 8.00 180.00, 2,3 L%
11/11/2016 T1013 T1013 8.00 180.00 2.3
11/14/2016 T1013 T1013 8.00 180.00 2.3
11/16/2016 T1013 T1013 8.00 180.00 2.3
11/18/2016 T1013 T1013 8.00 230.00 2.3
11/23/2016 T1013 T1013 8.00 180.00 2,3
11/30/2016 T1013 T1013 8.00 180.00; 2,3
12/02/2016 T1013 T1013 8.00 180.00 2.3
12/05/2016 T1013 T1013 8.00 180.00 2.3
12/06/2016 T1013 T1013 8.00 180.00, 2.3
12/114/2016 T1013 T1013 8.00 180.00 2,3
12/16/2016 T1013 T1013 8.00 180.00 2.3
12/21/2016 T1013 T1013 8.00 180.00 2.3
12/22/2016 T1013 T1013 8.00 180.00 2.3
12/28/2016 T1013 T1013 8.00 180.00 2.3
12/30/2016 T1013 T1013 8.00 180.00 2.3
01/04/2017 T1013 T1013 8.00 180.00 2.3
01/05/2017 T1013 T1013 8.00 180.00 2,3
01/06/2017 T1013 T1013 8.00 180.00 2.3
01/11/2017 T1013 T1013 8.00 230.00 2.3
01/16/2017 T1013 T1013 8.00 180.00 2.3
01/18/2017 T1013 T1013 8.00 180.00 .3
01/23/2017 T1013 T1013 8.00 180.00 3
01/25/2017 T1013 T1013 8.00 230.00 3
02/01/2017 T1013 T1013 8.00 180.00 2.3
02/09/2017 T1013 T1013 8.00 180.00 1,2,3
02/1312017 T1013 T1013 8.00 180.00 1,23
02/24/2017 T1013 T1013 8.00 180.00 123
03/02/2017 T1013 T1013 8.00 180.00 0.00 123
03/13/2017 T1013 T1013 8.00 180.00 0.00 1.2.3
03/14/2017 T1013 T1013 8.00 180.00 0.00 1.2.3
03/20/2017 T1013 T1013 8.00 180.00 0.00 1.2,3
03/27/2017 T1013 T1013 8.00 180.00, 0.00 1.2,3
03/30/2017 T1013 T1013 8.00 180.00 0.00 12,3
04/06/2017 T1013 T1013 8.00 180.00 0.00 12,3
04/07/2017 T1013 T1013 8.00 180.00 0.00 0.001,2,3
04/10/2017 T1013 T1013 8.00 180.00, 0.00 0.00 0.00{1.2,3
04/17/2017 T1013 T1013 8.00 230.00 0.00 0.00 0.00{1,2 3
04/18/2017 T1013 T1013 8.00 180.00 90.00 0.00 90.00(4 5
04/27/2017 T1013 T1013 8.00 180.00 90.0 0.00 90.00/4 5
05/01/2017 T1013 T1013 8.00 180.00 90.00 0.00 90.00{4 5
B Totals | 13,330.00 270.00 0.00 270@'0‘ T -
Diagnosis:

T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a ‘balance forward bill*
containing a duplicate charge and billing for a new service.
2 -DUPLICATE CHARGE (X143)

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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American International Group, Inc. |

PO Box 25565
Shawnee Mission, KS 66225

201706150137 @

Electronic Service Requested

Page 1 of 4
ALL FOR AADC 92b
13b4b 0-8765 AB 0.40D Check No.: 32082042
|l|||u|1l||l|||u|||||||um|]|||||||||||||||||l|||mh"||||| RFP No.: 030526
ggvgngHEgn INTERPRETERS INC 98 Check Date: 06/15/2017
TUSTINY CA 9278L-41k5 Check Amount: 6,570.00
Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant:
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
- ' Payee Name: JOYCE ALTMAN INTERPRETERS
JUN 19 207
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 ;| MED 0 6.570.00

Total Amount 6,570.00
Reason for Payment
ORG: 13510.00 ACT: 69851 062716-051017

—

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

10F4F

ENV 13646
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A l G EXPLANATION OF BILL REVIEW Page 2 of 4

L
Invoice #: 1715900699
AIG CLAIMS, INC. Control #: 06171610211400
P.O. BOX 25978 23
SHAWNEE MISSION KS 66225 F L
5
ALL FOR AADC 92k ~
1364k 0.8765 AB 0.400
Illllllll'llll'lll'lllIllllllllllh'|'I|||l|IIII'II"."'I'I"'I' §
JOYCE ALTMAN INTERPRETERS INC 9% i
PO_BOX W1bLS >
TUSTIN, CA  92781-4165 z

Billing Provider: Claim#: 5720042510000
JOYCE ALTMAN INTERPRETERS INC  Claimant: °

PO BOX 4165 Date of Injury: U6/03/2016

TUSTIN CA 92781 Claimant SSN:

. 7 ' State Claim #: ADJ10507202 Date Received: 05/30/2017
;:a:(t;DL'i cen3: 2 ?‘?671 3 Patient Acct#: 69851 Date Reviewed: 06/10/2017
NPI# 9999999999 Service Dates: 06/27/2016-05/10/2017 Date Processed: 06/14/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
e Employer: CONSOLIDATED STAFFING SOLUTION
Tax ID/NPI #: Insurer: COMMERCE AND INDUSTRY CO

Datesof . | "Billed | Paid |~ T Bjeq IRecommended e
Service  |Proc Code |Proc Gode | Units | Gharge ~ des
06/27/2016 T1013 T1013 8.00

07/06/2016 T1013 T1013 8.00

07/11/2016 T1013 T1013 8.00

07/13/2016 T1013 T1013 8.00

07/15/2016 T1013 T1013 8.00

07/18/2016 T1013 T1013 8.00 : . .00{1,2
07/22/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 ,2
07/25/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 .2
07/27/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 2
07/29/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00/1 2
08/01/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 ,2
08/08/2016 T1013 T1013 8.00 180.00] 90.00 0.00 . 90.00(1 .2
08/10/2016 T1013 T1013 8.00 230.00 90.00 0.00 90.00(1,2
08/18/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 .2
08/22/2016 T1013 T1013 8.00 180.00, 90.00 0.00 90.00{1 2
08/29/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00|1 2
09/02/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 ,2
09/09/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.0011 .2
09/12/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 ,2
09/16/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00]1 .2
09/19/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1,2
09/21/2016 71013 T1013 8.00 180.00 90.00 0.00 90.00(1 2
09/22/2016 T1013 T1013 8.00 150.00 90.00 0.00 90.0011,2
09/23/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.0011 ,2
09/26/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.001,2
10/07/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00}1 .2
10/10/2016 T1013 T1013 8.00 180.00, 90.00 0.00 90.00{1,2
10/17/2016 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 ,2
10/24/2016 T1013 T1013 8.00 180.00 $0.00 0.00 90.00{1 ,2

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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AI G EXPLANATION OF BILL REVIEW Page 4 of 4

z invoice #: 1715900699
AlIG CLAIMS, INC. Control #: 06171610211400
P.O. BOX 25978 >
SHAWNEE MISSION KS 66225 @ N
<
&
* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the i
non-facility site of service calculation. (PNFC)
* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other §
criteria that apply to your bili within California jurisdiction. (Z005) o
* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and u%

AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (2356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,

or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at titie 8. California Code of
Regulations section 9792.5 4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 80 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the empioyee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers' compensation payment shouid be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.0. Box 25978, Shawnee Mission, KS 66225. (2657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. Atter a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a health care provider,

health care facility, or billing agent, assignee that stili disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

untit the resolution of that issue becomes final. (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

Negotiated/ PPO Savings: 0.00 Check #: 32082042
Recommended Amount: 6,570.00 Check Date: 06/15/2017
Previously Paid: 0.00 Method of Payment: Check
Payment: 6,570.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246
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EXPLANATION OF BILL REVIEW

Page 3 of 4

: JAIG —
5 Invoice #: 1715900699
AlIG CLAIMS, INC, Control #: 06171610211400
P.0. BOX 25978
SHAWNEE MISSION KS 66225 -
g
. - T e g . e
Dates of Billed Paid | | Billed | Fee Schedule PPO  |Recommended Sad
Service Proc Code |Proc Code | Units | Charges | or Customary | Savings | Allowance - Codes .
10/26/2016 | Ti013 T1013 8.00 180.00 90.00 0.00 90.00[1 2 3
11/02/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00|1,2 -
11/07/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 2 2
11112016 |T1013 T1013 8.00 180.00 90.00 0.00 90.00[1 2 n
11/14/20186 T1013 T1013 8.00 180.00 90.00 0.00 90.00{1,2
11/16/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00/1 .2
11/18/2016  |T1013 T1013 8.00 230.00 90.00 0.00 90.00(1 2
11/23/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
11/30/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00/1 ,2
12/02/2016  |T1013 T1013 8.00 180.00, 90.00 0.00 90.00(1,2
12/06/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00/1,2
12/14/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1,2
12/16/2016  |T1013 T1013 8.00 180.00, 90.00 0.00 90.00(1 ,2
12/21/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
12/22/2016  |T1013 T1013 8.00 180.00, 90.00 0.00 90.00(1 2
12/28/2016  |T1013 T1013 8.00 180.00 90.00 0.00) 90.00{1 2
12/30/2016  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 2
01/04/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 .2
01/05/2017  |T1013 T1013 8.00 180.00) 90.00 0.00 90.00{1 2
01/06/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 2
01/11/2017  |T1013 T1013 8.00 230.00 90.00) 0.00 90.00{1 .2
01/16/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00/1,2
01/18/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 2
01/23/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00|1,2
01/25/2017  |T1013 T1013 8.00 230.00 90.00 0.00 90.00(1,2
02/01/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 ,2
02/09/2017 {71013 T1013 8.00 180.00, 90.00 0.00 90.00|1,2
02/13/2017  |T1013 T1013 8.00 180.00| 90.00 0.00) 90.00[1,2
02/24/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1,2
03/02/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
03/13/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
03/14/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00|1 2
03/20/2017  |{T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
03/27/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 2
03/30/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 2
04/06/2017 | T1013 71013 8.00 180.00 90.00 0.00 90.00{1,2
04/07/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 2
04/10/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.001 ,2
04/17/2017  |T1013 T1013 8.00 230.00 90.00 0.00 90.00{1 .2
04/18/2017  |T1013 T1013 8.00 180.00] 90.00 0.00 90.00{1 ,2
04/27/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 ,2
05/01/2017  |T1013 T1013 8.00 180.00| 90.00 0.00 90.00(1,2
05/05/2017  |T1013 T1013 8.00 180.00) 90.00 0.00 90.00{1,2
05/10/2017  |T1013 T1013 8.00 180.00 90.00 0.00 90.00{1 2
- Totals 13,5100 6,570.00 0.00 6,570.00 .
Diagnosis:
T1490  INJURY, UNSPECIFIED

1 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.

2 -The charge for the procedure exceeds the amount indicated in the fee schedule.

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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American International Group, Inc. .
PO Box 25565
Shawnee Mission, KS 66225
201706160143 %
Electronic Service Requested s
3
S
ALL FOR AADC S9ag Page 1 of 3 -
14999 1.2020 AB 0.400 Check No.: 32085851
"h"'u'ul"'|"l'lm'l'"'"'lI'""Ill'l'll"ll'l'l'l"l'" RFP No.: 031201 8
ggvggxlﬂegu INTERPRETERS INC 13 Check Date: 06/16/2017 X
TUSTIN: CA  9278%-41b5 Check Amount: 80.00 2
Insured: CONSOLIDATED STAFFING .
SOLUTION
Claimant; '

Claim Office: 572

D AT ,)

JUN 22 2017 Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
"‘Y - Payee Name: JOYCE ALTMAN INTERPRETERS
Policy No. Claim No. Symbol Date of Loss Type Status Amount
000019397878 00004251 001 06/03/2016 | MED o) 90.00
Total Amount 90.00

Reason for Payment
ORG: 180.00 ACT: 69851 051117-051117

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

A}
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g EXPLANATION OF BILL REVIEW Page 2 of 3
v AIG RE g —
g Invoice #: 1716000505
AIG CLAIMS, INC. Control #: 06171640347900
P.O. BOX 25978 AL
SHAWNEE MISSION KS 66225 % .
L -]
&
ALL FOR AADC 92 «
14999 1.2020 AB 0.400
'lhlll"l"l"l'lll'll"lllllII".I"l"""ll""'ll'Ill'"ll" §
JOYCE ALTMAN INTERPRETERS INC 13 ¥
PO BOX W1LS
TUSTIN. CA  92781-4106 E
Billing Provider: Claim #: 5720042510000
JOYCE ALTMAN INTERPRETERS INC Claimant: | .
PO BOX 4165 Date of Injury: 06/03/2016
TUSTIN CA 92781 Claimant SSN:
) State Claim #: ADJ10507202 Date Received: 05/30/2017
gf;‘tf,_',c e:ff 3?6713 Patient Acct # 69851 Date Reviewed: 06/13/2017
NPI# 9999999999 Service Dates: 05/11/2017-05/11/2017 Date Processed: 06/15/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
----- Employer: CONSOLIDATED STAFFING SOLUTION
Tax ID/NP1 #: insurer: COMMERCE AND INDUSTRY CO

051112017 — 171613 Triors

Diagnosis:
T1490 INJURY, UNSPECIFIED

1 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
2 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -in accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service caiculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AlG Claims, inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1,2011 all

please call 1-800-682-4491. (£356)
* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the

review. (2656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (Z657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. {ZCA1)

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED




A' G EXPLANATION OF BILL REVIEW Page 3 of 3

Invoice #: 1716000505

AIG CLAIMS, INC. Control #: 06171640347900
P.O. BOX 25978
SHAWNEE MISSION KS 66225

201706160143 _

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator wiil review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a heaith care provider,
health care facility, or billing agent, assignee that stil disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to
filing a request for independent bilf review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

* -This claim has been procassed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

20F6B

ENV 14999

Negotiated/ PPO Savings: 0.00 Check #: 32085851
Recommended Amount: 90.00 Check Date: 06/16/2017
Previously Paid: 0.00 Method of Payment: Check
Payment: 80.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

if you have questions about this review please call AIG at: 877-802-5246
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American International Group, Inc. ]

PO Box 25565
Shawnee Mission, KS 66225
261706203926 @

Electronic Service Requested =
Page 1 of 4 2
MIXED AADC 92k
3971 1.8298 MB 0.420 Check No.: 32094390
||||||"||'ll||||“"ll|"l|||||||||l|||||u||l|ul||||m"ll||| RFP No.: 032180 5
JOYSE ALTNAN INTERPRETERS INC 7 Check Date: 06/20/2017 g
TUSTIN. CA  92781-41L5 Check Amount: 90.00 g
Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
- BN j‘:ﬂ r) Payee Name: JOYCE ALTMAN INTERPRETERS
JUN 26 2017
L A TRRUPPPPT Y .
Policy No. Claim No. Symbol Date of Loss| Type | Status Amount
000019397878 00004251 001 06/03/2016 MED o 90.00
Total Amount 90.00

Reason for Payment _
ORG: 14050.00 ACT: 69851 062716-051517

e

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246
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A I G EXPLANATION OF BILL REVIEW Page 2 of 4

]
: m——
£ Invoice #: 1716102094
AIG CLAIMS, INC. Control #: 06171660070300
P.0. BOX 25978 35
SHAWNEE MISSION KS 66225 .
@
a
MIXED AADC 92b
3971 1-8298 MB 0.420
T LT TR T O Y R PR LT 1T N
JOYCE ALTMAN INTERPRETERS INC 72 ;
PO BOX 41k5
TUSTIN. CA 92781-%1bS E

Billing Provider: Claim #: §720042510000
JOYCE ALTMAN INTERPRETERS INC  Claimant:
PO BOX 4165 Date of Injury: 06/03/2016
TUSTIN CA 92781 Claimant SSN:

. State Claim#: ADJ10507202 Date Received: 06/02/2017
e anen 96713 Patient Acct #: 69851 Date Reviewed: 06/15/2017
NPI#: 9999999999 Service Dates: 06/27/2016-05/15/2017 Date Processed: 06/19/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
------ Employer: CONSOLIDATED STAFFING SOLUTION
Tax IDINPI #: Insurer: COMMERCE AND INDUSTRY CO

ates of
Service . Co
06/27/2016 8.00 2.3
07/06/2016 8.00 230.00 0.00 . 2.3
07/11/2016 8.00 230.00 0.00 0.00 0.00[1,2,3
07/13/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
07/15/2016 8.00 180.00 0.00 0.00 0.00{1,2.3
07/18/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
07/22/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
07/25/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
07/27/2016 8.00 180.00 0.00 0.00 0.00({1.,2.,3
07/29/2016 8.00 180.00 0.00 0.00 0.00]1,2 .3
08/01/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
08/08/2016 8.00 180.00) 0.00 0.00 0.00{1 2,3
08/10/2016 8.00 230.00, 0.00 0.00 0.00[1,2.3
08/18/2016 8.00 180.00) 0.00 0.00 0.00[1,2,3
08/22/2016 8.00 180.00 0.00 0.00 0.00{1,2 .3
08/29/2016 8.00 180.00 0.00 0.00 0.00{1,2 .3
09/02/2016 8.00 180.00 0.00 0.00 0.00{1,2.3
09/09/2016 8.00 180.00, 0.00 0.00 0.00]1.2.3
09/12/2016 8.00 180.00 0.00 0.00 0.00{1.,2 .3
09/16/2016 8.00 180.00 0.00 0.00 0.00[1,2 .3
09/19/2016 8.00 180.00 0.00 0.00 0.00(1,2,3
09/21/2016 8.00 180.00) 0.00 0.00 0.00/1,2.3
09/22/2016 8.00 150.00 0.00 0.00 0.00{1,2,3
09/23/2016 8.00 180.00 0.00 0.00 0.00{1.,2,3
00/26/2016 8.00 180.00) 0.00 0.00 0.00/1,2,3
10/07/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
10/10/2016 8.00 180.00, 0.00 0.00 0.00{1,2,3
10/17/2016 8.00 180.00 0.00 0.00 0.00{1,2.,3
10/24/2016 8.00 180.00! 0.00 0.00 0.00]1,2 .3

if you have questions about this review please call AIG at: 877-802-5246

CONTINUED




4000800 3

AI G EXPLANATION OF BILL REVIEW Page 3 of 4

Invoice #: 1716102094
Al1G CLAIMS, INC. Control #: 06171660070300

P.O. BOX 25978
SHAWNEE MISSION KS§ 66225

2Ud rpLusYLe

[as}]
N
5
Dates of Billed - Paid - . "Billed - | Fee Schedule| ~PPO Recommended | ' @ .
Service Proc Code |Proc Code | Units | Charges | or Customary | ‘Savings - " Allowance | "Codes
10/26/2016 T1013 T1013 8.00 180.00) 0.00 0.00 0.00{1 23 N
11/02/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2 .3 "
11/07/2016 T1013 T1013 8.00 180.00: 0.00 0.00 0.00/1,2,3 )
11/11/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
11/14/2016 T1013 T1013 8.00 180.00 0.09 0.00 0.00/1,2.3
11/16/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2.,3
11/18/2016 T1013 T1013 8.00 230.00 0.00 0.00 0.00{1 2,3
11/23/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
11/30/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00]1,2.3
12/02/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00(1.2.3
12/05/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2.,3
12/06/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2.3
12/14/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
12/16/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2,3
12/21/2016 T1013 T1013 8.00 180.00 0.00 0.00 . 0.00{1,2 3
12/22/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.2,3
12/28/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2 .3
12/30/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.,2.3
01/04/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00(11,2,3
01/05/2017 T1013 T1013 8.00 180.00, 0.00 0.00 0.00{1,2.3
01/06/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1 .2 .3
01/11/2017 T1013 T1013 8.00 230.00 0.00 0.00 0.00{1,2.,3
01/16/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2,3
01/18/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
01/23/2017 T1013 71013 8.00 180.00 0.00 0.00 0.00(1,2.3
01/25/2017 T1013 T1013 8.00 230.00 0.00 0.00 0.00/1,2 .3
02/01/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
02/09/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2,3
02/13/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00|1,2,3
02/24/2017 T1013 T1013 8.00 180.00 0.0 0.00 0.00|1,2,3
03/02/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
03/13/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
03/14/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
03/20/2017 71013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
03/27/2017 T1013 T1013 8.00 180.00) 0.00 0.00 0.00{1,2 .3
03/30/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
04/06/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
04/07/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
04/10/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
04/17/2017 T1013 T1013 8.00 230.00 0.00 0.00 0.00{1,2.3
04/18/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
04/27/2017 T1013 T1013 8.00 180.00) 0.00 0.00 0.00{1,2,3
05/01/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00(1,2.3
05/05/2017 T1013 T1013 8.00 180.00! 0.00 0.00 0.00{1,2.,3
05/10/2017 71013 T1013 8.00 180.00 0.00 0.00 0.00|1.2 4 ——
05/11/2017 T1013 T1013 8.00 180.00 0.00 0.00 0.00|1 2 4
05/15/2017 T1013 T1013 8.00 180.00 90.00 0.00 90.00|5 6
Totals 14,050.0 90.00 0.00 90.00
Diagnosis:

T1490 INJURY, UNSPECIFIED
if you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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AI G EXPLANATION OF BILL REVIEW Page 4 of 4

Invoice #: 1716102094
AlIG CLAIMS, INC. Control #: 06171660070300

P.O. BOX 25978 i
SHAWNEE MISSION KS 66225

201706203926

30F9F

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears 1o be a 'balance forward bill'

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has billed for the exact services on a previous bill.

4 -A reduction was made because a different provider has billed for the exact services on a previous bill.

5 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
6 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z356)

" -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792.5.4 et seq. If the dispute is the amount of payment and the heaith care provider, health care fagcility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225, (2657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bilt and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bitl review submission, a health care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the empioyer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bili review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANGE CO.

ENV 3971

Negotiated/ PPO Savings: 0.00 Check #: 32094390
Recommended Amount: 90.00 Check Date: 06/20/2017
Previously Paid: 0.00 Method of Payment: Check
Payment: 90.00 Payment Status Code: 1 —

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246
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American lnternational Group, Inc. ]

PO Box 25565
Shawnee Mission, KS 66225

201706220142 @

Electronic Service Requested
Page 10f4
ALL FOR AADC 92k
14621 0.9028 AB 0.400 Check No.: 32103051
|"u|||||||||||||I|u||||||||||||||l|||“"||"|||"|"|u|||||| RFP No.: 032968
JOYCE ALTHAN INTERPRETERS INC 104 Check Date: 06/22/2017
TUSTIN- CA  92781-41b5 Check Amount: 90.00
insured: CONSOLIDATED STAFFING
SOLUTION

Claimant

Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY

 ANST INSURANCE CO.
J| JUN 26 2017 ”) Payee Name: JOYCE ALTMAN INTERPRETERS
.y
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 MED 0] 90.00
Total Amount 90.00

Reason for Payment
ORG: 14210.00 ACT: 69851 062716-052317

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

10F4F

ENV 14611
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AI G EXPLANATION OF BILL REVIEW Page 2 of 4
Invoice #: 1716503949
AlG CLAIMS, INC. Control #: 06171700205900
P.O. BOX 25978 '-%
SHAWNEE MISSION KS 66225 ] o
h
Q
ALL FOR AADC 92b
14611 0.9028 AB 0.400
|"l|||||||||"||'||u|ll||||||u|||""""||"|||"|"|u|||||| -
JOYCE ALTMAN INTERPRETERS INC 104 §
PO BOX 41bS >
TUSTIN. CA 92781-41b5 E

Billing Provider: Claim #: 5720042510000

JOYCE ALTMAN INTERPRETERS INC  Claimant: .

PO BOX 4165 Date of Injury: 06/03/2016

TUSTIN CA 92781 Claimant SSN

. State Claim#: ADJ10507202 Date Received: 06/06/2017

D 0996713 Patient Acct #: 69851 Date Reviewed: 06/19/2017

NPI# 9999999999 Service Dates: 06/27/2016-05/23/2017 Date Processed: 06/21/2017

Rendering Provider: Policy #: 000019397878 Jurisdiction: CA

e Employer; CONSOLIDATED STAFFING SOLUTION

Tax ID/NPI #: Insurer: COMMERCE AND INDUSTRY CO
Dates of - Bllled

. _Service  |Proc Codo |Pi
06/27/12016 T1013 1,2,3
07/06/2016, T1013 T1013 8.00 230.00 0.00 0.00 0.00;1,2,3
07/11/2016 . |T1013 T1013 8.00 230.00 0.00 0.00 0.00i1 2.3
07/13/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00|1,2.3
07/15/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.2.3
0718/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00|11,2.,3
07/22/12016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
07/25/2016 T1013 T1013 8.00 180.00 0.00 0.00 000{1,2.3
07/27/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
07/29/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00|1,2,3
08/01/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
08/08/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00i1.2.3
08/10/2016 T1013 T1013 8.00 230.00 0.00 0.00 0.00/1,2,3
08/18/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.,2,3
08/22/2016 T1013 T1013 8.00 180.00 0.0Q 0.00 0.00{1,2.3
08/29/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1.,2,3
09/02/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1.2.,3
09/09/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00|11,2.3
09/12/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.2.3
09/16/2016 T1013 71013 8.00 180.00) 0.00 0.00 0.00/1,2,3
09/19/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
09/21/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.3
09/2212016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3
09/23/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1.,2.3
09/26/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1 2,3
10/07/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2.,3
10/10/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00(1.,2,3
10/17/12016 T1013 T1013 8.00 180.00 0.00 0.00 0.00/1,2.3
10/24/2016 T1013 T1013 8.00 180.00 0.00 0.00 0.00{1,2,3

if you have questions about this review please call AlG at: 877-802-5246

CONTINUED
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Piixux2aund

EXPLANATION OF BILL REVIEW Page 3 of 4
AlG —
Invoice #: 1716503949

AIG CLAIMS, INC. Control #: 06171700205900 1

P.O. BOX 25978

SHAWNEE MISSION KS 66225 @

z
Sl e BN - PPQ Recommended g s

de |’ Units | ch, Savlggs _Allowance | @ Codes
10/26/2016 8.00 180 00 . 0.00 0.00{1.2.3 >
11/02/2016 8.00 180.00 0.00 0.00 0.00(1.2,3 =
11/07/2016 8.00 180.00 0.00 0.00 0.00{1.,2,3 %
11/11/2016 8.00 180.00) 0.00 0.00 0.00{1,2,3
11/14/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
11/16/2016 8.00 180.00 0.00 0.00 0.00/1,2.3
11/18/2016 8.00 230.00 0.00 0.00 0.00|1,2.,3
11/23/2016 8.00 180.00 0.00 0.00 0.00{1,2.3
11/30/2016 8.00 180.00, 0.00 0.00 0.00{1,2.,3
12/02/2016 8.00 180.00 0.00 0.00 0.00(1,2,3
12/05/2016 8.00 180.00 0.00 0.00 0.00{1 .2 4
12/06/2016 8.00 180.00 0.00 0.00 0.00{1,2.,3
12/14/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
12/16/2016 8.00 180.00 0.00 0.00 0.00{1,2,3
12/21/2016 8.00 180.00 0.00 0.00 0.00{1,2.3
1212212016 8.00 180.00 0.00 0.00 0.00{1,2,3
12/28/2016 8.00 180.00 0.00 0.00 0.00{1,2.3
12/30/2016 8.00 180.00 0.00 0.0 0.00{1.2.3
01/04/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
01/05/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
01/06/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
01/11/2017 8.00 230.00 0.00 0.00 0.00{1,2,3
01/16/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
01/18/2017 8.00 180.00i 0.00 0.00 0.00{1,2.3
01/23/2017 8.00 180.00 0.00 0.00 0.00/1,2.3
01/25/2017 8.00 230.00 0.00 0.00 0.00{1,2.,3
02/01/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
02/09/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
02/13/2017 8.00 180.00 0.00 0.00 0.00i1,2,3
02/24/2017 8.00 180.00 0.00 0.00 0.00j1,2,3
03/02/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
03/13/2017 8.00 180.00, 0.00 0.00 0.00/1,2.,3
03/14/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
03/20/2017 8.00 180.00 0.00 0.00 0.00{1.2.3
03/27/2017 8.00 180.00 0.00 0.00 0.00{1,2.3
03/30/2017 8.00 180.00 0.00 0.00 0.00{1,2.3
04/06/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
04/07/2017 8.00 180.00, 0.00 0.00 0.00/1,2,3
04/10/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
04/17/2017 8.00 180.00] 0.00 0.00 0.00{1,2.3
04/18/2017 8.00 180.00 0.00 0.00 0.00[1,2,3
04/27/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
05/01/2017 8.00 180.00 0.00 0.00 0.00/1.,2,3
05/05/2017 8.00 180.00 0.00 0.00 0.00{1,2,3
056/10/12017 8.00 180.00 0.00 0.00 0.00/1,2 .3
05/11/2017 8.00 180.00 0.00 0.00 0.00|1,2.3
05/15/2017 8.00 180.00 0.00 0.00 0.00{1,2 4
05/23/2017 8.00 180.00] 90.00 0.00 90.00/5 ,6

Totals 14,2100 90.00 0.00 90.00
Diagnosis:

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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g EXPLANATION OF BILL REVIEW Page 4 of 4
 AIG —
5 Invoice #: 1716503949
AlG CLAIMS, INC. Control #: 06171700205900
P.0. BOX 25978 o
SHAWNEE MISSION KS 66225 m -
<
S

T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a ‘balance forward bill
containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has billed for the exact services on a previous bill. o
4 -A reduction was made because a different provider has billed for the exact services on a previous bill.

5 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.

6 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your biil within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AlG and
AIG Ciaims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be pracessed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,

or billing agent, assignee that disputes the amount paid may submit an appeal, feconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
fequirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792.5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shali be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (2656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (2657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a

Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination

by the claims administrator on the bill. After the EOR is received on the second bill review submission, a heaith care provider,

health care facility, or billing agent, assignee that stilt disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shali be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the feasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bil review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final, (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

ENV 14611

Negotiated/ PPO Savings: 0.00 Check #: 32103051
Recommended Amount: 90.00 Check Date: 06/22/2017
Previously Paid: 0.00 Method of Payment: Check
Payment: 90.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

if you have questions about this review please call AlG at: 877-802-5246
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American International Group, Inc. [ ]
PO Box 25565
Shawnee Mission, KS 66225
20070719136 @
Electronic Service Requested o
b
Page 1 0of § 2
ALL FOR AADC 92&
17190 1.0394 AB 0.40D Check No.: 32182881
SR HITHUT R TRTRY O LT T L P [ e RFP No.: 044082 8
JOYCE ALTHAN INTERPRETERS INC 153 Check Date: 07/19/2017 =
TUSTIN. CA 92781-4165 Check Amount: 180.00 2
. Insured: CONSOLIDATED STAFFING -
SOLUTION
Claimant
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
Payee Name: JOYCE ALTMAN INTERPRETERS
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 MED 0 180.00
Total Amount 180.00

Reason for Payment
ORG: 14770.00 ACT: 69851 062716-061517

Use File # §72/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

ot
]
[N

JUL 25 2017
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Al G EXPLANATION OF BILL REVIEW Page 2 of

Invoice #: 1719401433
AlIG CLAIMS, INC. Control #: 06171960104300

P.0. BOX 25978
SIHAWNEE MISSION KS 66225

201707190430

fan.
v
Ly
@]
o~
ALL FOR AADC 92b

17190 1.0394 AB 0.400
AT L BT PR A LU T TR L T | RO TEOAY &
JOYCE ALTMAN INTERPRETERS INC 153 s
PO BOX 4lh5 ; >
TUSTIN- CA 92781-4lbk5 L%

Billing Provider: Claim#: 5720042510000
JOYCE ALTMAN INTERPRETERS INC  Claimant:

PO BOX 4165 Date of Injury: 06/03/2016
TUSTIN CA 92781 Claimant SSN:

] ; State Claim #: ADJ10507202 : Date Received: 07/05/2017
;f;‘ténl_'ice::’;) 2?6713 Patient Acct #: 69851 Date Reviewed: 07/15/2017
NPI# 9999999999 Service Dates: 06/27/2016-06/15/2017 Date Processed: 07/18/2017
Rendering Provider: Policy #: 000019397878 Jurisdiction: CA
------ Employer; CONSOLIDATED STAFFING SOLUTION
Tax IDINPI #: insurer: COMMERCE AND INDUSTRY CO

Dates of Billed ‘Paid ,. TBilled | Fee Schedule |  PPO ' |[Recommended | . . .
Service |Proc Code |Proc Code | Units | Charges | or Customary | Savings " Allowance |~ Codes -
06/27/2016 T1013 T1013 0.00 230.00 0.00 0.00 0.00{1 .2
07/06/2016  |T1013 T1013 0.00 230.00 0.00 0.00 0.00{1,2
07/11/2016 T1013 T1013 0.00 230.00 0.00 0.00 0.0011 2
07/13/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1.,2
07/15/2016  |T1013 71013 0.00 180.00 0.00 0.00 0.00{1,2
07/18/2016 T1013 T1013 0.00 180.00| 0.00 0.00 0.00{1,2
07/22/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00(1,2
07/25/2016 T1013 T1013 0.00 180.00, 0.00 0.00 0.00|1,2
07/27/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
07/29/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 ,2
08/01/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
08/08/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00]1,2
08/10/2016 T1013 T1013 0.00 230.00 0.09 0.00 0.00{1 2
08/18/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1 .2
08/22/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 ,2
08/29/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
08/02/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1 2
09/09/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
09/12/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1 2
09/16/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 2
09/19/2016 T1013 T1013 0.00 180.00] 0.00 0.00 0.00({1,2
09/21/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1.,2
09/22/2016  |T1013 T1013 0.00 150.00 0.00 0.00 0.00{1 2
09/23/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
09/26/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
10/07/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1.2
10/10/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00(1 2
10/17/2016 T1013 T1013 0.00 180.00] 0.00 0.00 0.00{1 .2
1.2

10/24/2016 T1013 T1013 0.00 180.00! 0.00 0.00 0.00

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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A I G EXPLANATION OF BILL REVIEW Page 3 of 5

g invoice #: 1719401433
AlG CLAIMS, INC. Control #: 06171960104300

P.O. BOX 25978
SHAWNEE MISSION KS 66225

| Billed.
10/26/2016 180.00 0.00 . 2
11/02/2016 180.00 0.00 0.00 0.00{1.2
11/07/12016 T1013 T1013 0.00 180.00 0.00 0.00 0.00[1,2
11/11/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
11/14/2016 T1013 T1013 0.00 180.00; 0.00 0.00 0.00]1,2
11/16/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1.,2
11/1812016 T1013 T1013 0.00 230.00 0.00 0.00 0.00{1,2
1172312016 T1013 T1013 0.00 180.00; 0.00 0.00 0.00]1,2
11/30/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1,2
12/02/2016 T1013 T1013 0.00 180.00, 0.00 0.00 0.00{1 .2
12/05/2016 T1013 T1013 0.00 180.00] 0.00 0.00 0.00/1 .2
12/06/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 2
12/14/2016 T1013 T1013 0.00 180.00] 0.00 0.00 0.00{1 .2
12/16/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
12/21/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1,2
12/22/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
12/28/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
12/30/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2
01/04/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
01/05/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.0011 .2
01/06/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1 .2
01/11/2017 T1013 T1013 0.00 230.00 0.00 0.00 0.00{1,2
01/16/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
01/18/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
01/23/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
0172512017 T1013 T1013 0.00 230.00 0.00 0.00 0.00{1 .2
02/01/2017 T1013 T1013 0.00 180.00, 0.00 0.00 0.00/1,2
02/09/2017 T1013 T1013 0.00 180.00| 0.00 0.00 0.00{1.2
02/13/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00!1,2
02/24/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
03/02/2017 T1013 T1013 0.00 180.00, 0.00 0.00 0.00{1 2
03/13/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 2
03/14/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.0011.,2
03/20/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00!1,2
0312712017 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1.,2
03/30/2017 T1013 T1013 0.00 180.00] 0.00 0.00 0.00{1,2
04/06/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00]1,2
04/07/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2
04/10/2017 T1013 T1013 0.00 180.00] 0.00 0.00 0.00{1,2
04/17/2017 T1013 T1013 0.00 230.00] 0.00 0.00 0.00{1,2
04/18/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00}1,2
04/2712017 T1013 T1013 0.00 180.00 0.00 0.00 0.00]1,2
05/01/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 .2
05/05/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2
05/10/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1,2
05/11/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.00)1.,2
05/15/2017 T1013 T1013 0.00 180.00] 0.00 0.00 0.00;1.2
05/23/2017 T1013 T1013 0.00 180.00 0.00 0.00 0.0011,2
06/01/2017 T1013 T1013 0.00 180.00, 0.00 0.00 0.00{1 .2
06/14/2017 T1013 T1013 8.00 180.00 90.00 0.00 90.00|3 4
06/15/2017 T1013 T1013 8.00 180.00 90.0q 0.0q 80.00(3 4

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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AI G EXPLANATION OF BILL REVIEW Page 4 of 5
Invoice #: 1719401433

AlG CLAIMS, INC. Control #: 06171960104300
P.O. BOX 25978 ;
SHAWNEE MISSION KS 66225 @ "
SR . E— e g T Lr T —— Y A e e S L L e e e e s bt e e e e e - 5
Dates of Billed Paid ) Billed | Fee Schedule PPO  |Recommended , _"
Service Proc Code |Proc Code | Units | Charges | or Customary | Savings | Allowance Codes - |
Totals | 14,770.0 180.0 0.0 180.00 g
Diagnosis: é

T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a 'balance forward bill'

containing a duplicate charge and billing for a new service.

2 -The provider has billed for the exact services on a previous bill.

3 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
4 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service caiculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AiG and
AIG Ciaims, inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 alf
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,

or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 80 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Biliing Guide, and regulations at titie 8. California Code of
Reguiations section 9792.5 4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bili

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers’ compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (£657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a health care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California C,Ode of Regulations section 9792.5.4 et seq. if the health care provider, health care facility, or billing

agent, assignee fail‘s'tp request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the empidyee shall be liable for any further payment. If the employer ha

§ contested liability for any issue other than the reasonable amount payabie for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

" -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

If you have questions about this review please call AlG at: 877-802-5246

CONTINUED
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P30OIN 28001

AlG

AlG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

Negotiated/ PPO Savings:
Recommended Amount:
Previously Paid:

Payment:

0.00
180.00

0.00
180.00

Medical bill EOR and payment status information is now av
Click "Provider Sign Up"

Page 5 of §

Invoice #: 1719401433

Control #: 06171960104300

Check #: 32182881

Check Date: 07/19/2017
Method of Payment: Check
Payment Status Code: 1

on the Sign in screen.

ailable online at www.aig.com/epbi.

If you have questions about this review please call AIG at: 877-802-5246

30FsB

ENV 17190
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American International Group, Inc. ]

PO Box 25565
Shawnee Mission, KS 66225

2RI

Electronic Service Requested -
&
MIXED AADC 92k Page 1of 5 ¥
3bay 1.8298 MB 0.420 Check No.: 32222872
RN TTER U R TH U TR R W B TR R RFP No.: 050454 g
JOYCE ALTHAN INTERPRETERS INC 73 Check Date: 08/01/2017 7
TUSTIN. CA  92781-41b5 Check Amount: 180.00 Z
Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant:
AUGOT 217
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
T INSURANCE CO.
Payee Name: JOYCE ALTMAN INTERPRETERS
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 MED O 180.00

Total Amount 180.00

Reason for Payment e
ORG: 14920.00 ACT: 69851 062716-062617

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246
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AlG

20170801393)

AlIG CLAIMS, INC,

P.O. BOX 25978

EXPLANATION OF BILL REVIEW

SHAWNEE MISSION KS 66225

MIXED AADC 92b

3ba4 1.3298 MB 0.420

S WU THTTT L L EO VO PP LU R BT A A
JOYCE ALTMAN INTERPRETERS INC
PO BOX Y41hk5S

TUSTIN+ CA

Billing Provider:

JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165

92781-41kL5

TUSTIN CA 92781

Tax ID:
State License #:
NPI #:

330956713

9999999999

Rendering Provider:

Tax ID/NPI1 #:

Claim #:

75

5720042510000

Claimant: ~ ~
Date of Injury:

06/03/2016

Claimant SSN:

State Claim #:
Patient Acct #:

Service Dates:

Policy #:

ADJ10507202
69851

000019397878

06/27/2016-06/26/2017

Page 2 of 5

Invoice #: 1720602761
Control #: 06172080334300

Date Received:

0711712017

Date Reviewed: 07/27/2017
Date Processed: 07/31/2017
Jurisdiction: CA

Employer: CONSOLIDATED STAFFING SOLUTION
insurer: COMMERCE AND INDUSTRY CO

-

SOF9F

ENV 3624

- “Dates Of e “B(illed":_*_‘_f 1 Pa_id»{l Sl
__ Service | |Proc Code |Proc Code | Un
06/27/2016  |T1013 T1013 0.00
07/06/2016 T1013 T1013 0.00
07/11/2016 T1013 T1013 0.00
07/13/2016 T1013 T1013 0.00
07/15/2016 T1013 T1013 0.00
07/18/2016 T1013 T1013 0.00
07/22/2016 T1013 T1013 0.00
07/25/2016 T1013 T1013 0.00
07/27/2016 T1013 T1013 0.00
07/29/2016 T1013 T1013 0.00
08/01/2016 T1013 T1013 0.00
08/08/2016 T1013 T1013 0.00
08/10/2016 T1013 T1013 0.00
08/18/2016 T1013 T1013 0.00
08/22/2016 T1013 T1013 0.00
08/29/2016 T1013 T1013 0.00
09/02/2016 T1013 T1013 0.00
09/09/2016 T1013 T1013 0.00
09/12/2016 T1013 T1013 0.00
09/16/2016 T1013 T1013 0.00
09/19/2016 T1013 T1013 0.00
09/21/2016 T1013 T1013 0.00
09/22/2016 T1013 T1013 0.00
09/23/2016 T1013 T1013 0.00
09/26/2016 T1013 T1013 0.00
10/07/2016 T1013 T1013 0.00
10/10/2016 T1013 T1013 0.00
10/17/2016 T1013 T1013 0.00
10/24/2016 T1013 T1013 0.00

_PPO - Recommended| = . .

-Savings | Allowance | . Codes
0.00 0.00 0.00[1.2,3
0.00 0.00 0.06{1,2,3
0.00 0.00 0.00/1,2,3
0.00 0.00 0.00{1,2 3
0.00 0.00 0.00{1,2,3
0.00 0.00 0.00{1,2,3
0.00 0.00 0.00(1,2,3
0.00 0.00 0.00{1,2.3
0.00 0.00 0.00[1,2,3
0.00 0.00 0.00i1,2,3
0.00 0.00 0.00i1,23
0.00 0.00 0.00(1,2.,3 [
0.00 0.00 0.00{1.2.3
0.00 0.00 0.00(1,2,3
0.00 0.00 0.00{1,2,3
0.00 0.00 0.00{1 23
0.00 0.00 0.00/1.23
0.00 0.00 0.00{1.2 3
0.00 0.00 0.00{1,2 3
0.00 0.00 0.00{1,2 3
0.00 0.00! 0.00{1,2,3
0.00 0.00 0.00{1,2,3
0.00 0.00 0.00{1,2.3
0.00 0.00 0.00{1,2 3
0.00 0.00 0.00{1,23
0.00 0.00 0.00[1,2,3
0.00 0.00 0.00{1 2 3
0.00 0.00 0.00{1 23
0.00 0.00 0.00{1,2,3

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED




PAOOONIRONS

201708083931

AI G EXPLANATION OF BILL REVIEW Page 4 of §
Invoice #: 1720602761
AIG CLAIMS, INC. Control #: 06172080334300

P.O. BOX 25978
SHAWNEE MISSION KS 66225

-

60F9F

Dates of .- Billed Paid e
Service Proc Code |Proc que Units |- charges 1 or (‘;ustgmary . Savings -A"qwance

- Billed | Fee Schedule PPO  |Recommended

Codes

06/26/2017 | T1013 T1013 8.00 150.00 90.00) 0.0q 90.00

4.5

624

Totals 14,920.0 180.00 0.0 180.00

Diagnosis:
T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a 'balance forward bill

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has billed for the exact services on a previous bill.

4 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled aliowance.
§ -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must confurm to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792.5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bilis and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (Z657)

* -The Payment Status Code reflects the recommended aliowance as a resuit of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a heaith care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shail be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. if the employer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

If you have questions about this review please call AlG at: 877-802-5246

CONTINUED

ENV
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PAV00028003

AlG

AlG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

10/26/2016

11/02/2016 T1013 T1013
11/07/20186 T1013 T1013
11/11/2016 T1013 T1013
11/14/2016 T1013 T1013
11/16/2016 T1013 T1013
11/18/2016 T1013 T1013
11/23/2016 T1013 T1013
11/30/2016 T1013 T1013
12/02/2016 T1013 71013
12/05/2016 T1013 T1013
12/06/2016 T1013 T1013
12/14/2016 T1013 T1013
12/16/2016 T1013 T1013
12/21/2016 T1013 T1013
12/22/2016 T1013 T1013
12/28/2016 T1013 T1013
12/30/2016 T1013 T1013
01/04/2017 T1013 T1013
01/05/2017 T1013 T1013
01/06/2017 T1013 T1013
01/11/2017 T1013 T1013
01/16/2017 T1013 T1013
01/18/2017 T1013 T1013
01/23/2017 T1013 T1013
01/2512017 T1013 T1013
02/01/2017 71013 T1013
02/09/2017 T1013 T1013
02/13/2017 T1013 T1013
02/24/2017 T1013 T1013
03/02/2017 T1013 T1013
03/13/2017 T1013 T1013
03/14/2017 T1013 T1013
03/20/2017 T1013 T1013
03/27/2017 T1013 T1013
03/30/2017 T1013 T1013
04/06/2017 T1013 T1013
04/07/2017 T1013 T1013
04/09/2017 T1013 T1013
04/10/2017 T1013 T1013
04/17/2017 T1013 T1013
04/18/2017 T1013 T1013
05/01/2017 T1013 T1013
05/05/2017 T1013 T1013
05/10/2017 T1013 T1013
05/11/2017 T1013 T1013
056/15/2017 T1013 T1013
05/23/2017 T1013 T1013
06/01/2017 T1013 T1013
06/14/2017 T1013 71013
06/15/2017 T1013 T1013

EXPLANATION OF BILL REVIEW

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
8.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

180.00
180.00
180.00
180.00;
180.00
180.00;
230.00
180.00
180.00,
180.00
180.00
180.00
180.00
180.00
180.00,
180.00
180.00,
180.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00,
180.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00]

.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
90.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

Page 3 of 5

Invoice #: 1720602761
Control #: 06172080334300

0.00
0.00
0.00
0.00
6.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
90.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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201708013931

PAO0VO2BIN3

AlG

AIG CLAIMS, INC.
P.O. BOX 25978

EXPLANATION OF BILL REVIEW Page 5 of §

Invoice #: 1720602761
Control #: 06172080334300

SHAWNEE MISSION KS 66225
Negotiated/ PPO Savings: 0.00
Recommended Amount: 180.00
Previously Paid: 0.00
Payment: 180.00

Check #: 32222872
Check Date: 08/01/2017
Method of Payment: Check
Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246

60F9B

ENV 3624
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PHO00028000

American International Group, Inec.

J

PO Box 25565
Shawnee Mission, KS 66225
20108103928
Electronic Service Requested b
S
ALL FOR AADC 93p Page 1of 5 -
2278 1.505b AB 0.4nO Check No.: 32252855 ‘
l"ll'lllul'llll'll'l"l'"'||'-l'l'lu'|"|l"|"'h"u""l'l RFP No.: 054574 I R
ggvggxtxﬂggn INTERPRETERS INC 29 Check Date: 0g/10/2017 | g
TUSTINS CA  92781-41bL5 Check Amount: 90.00 L%

SOLUTION |
Claimant; l

Insured: CONSOLIDATED STAFFING |

Claim Office: 572

Insuring Company: COMMERCE AND lND%STRY
INSURANCE CO. ‘|

Payee Name: JOYCE ALTMAN INTERPRETERS
0l :

'

— , ]
[ Policy No. Claim No. Symbol Date of Lossl Type Status l Amount ’l
000019397878 00004251 001 06/03/2016 MED 6] 90.00|

Total Amount 90.00

Reason for Payment
- ORG: 15150.00 ACT: 69851 062716-062717

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246

AUG 15 2017
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AlG

AlG CLAIMS, INC,

P.O. BOX 25978
SHAWNEE MISSION KS 66225

ALL FOR AADC 924
22?78 1.5056 AB 0.400

EXPLANATION OF BILL REVIEW

Invoice
Control

Date Received:
Date Reviewed: 08

JOYCE ALTMAN INTERPRETERS INC 29
PO BOX 41b5
TUSTIN. CA 278%~41565
Billing Provider: Claim #: 5720042510000
JOYCE ALTMAN INTERPRETERS INC Claimant: S
PO BOX 4165 Date of Injury: 06/03/2016
TUSTIN CA 92781 Claimant SSN:
State License #: Patient Acct#: 69851
NP #: 9999999999 Service Dates: 06/27/2016-06/27/2017

Rendering Provider:

Policy #: 000019397878
Employer; CONSOLIDATED STAFFING SOLUTION
Insurer: COMMERCE AND INDUSTRY co

Date Processed: 08
Jurisdiction: CA

Page 2 of 5

#: 1721501004
#: 06172190095

07

20F7F l

ENV 2278

Tax ID/NP} #:

[ Dates of - Billed Paid [ =7 ~ Billed

__Service . " [Proc Code Proc Code | Units ‘| Charges | or Customa
06/27/2016 T1013 T1013 0.00 230.00
07/06/2016 T1013 T1013 0.00 230.00
07/11/2016 T1013 T1013 0.00 230.00
07/13/2016 T1013 T1013 0.00 180.00
07/15/2016 T1013 T1013 0.00 180.00
07/18/2016 T1013 T1013 0.00 180.00
07/22/2016 T1013 T1013 0.00 180.00
07/25/2016 T1013 T1013 0.00 180.00
07/27/2016 T1013 T1013 0.00 180.00
07/29/2016 T1013 T1013 0.00 180.00
08/01/2016 T1013 71013 0.00 180.00
08/08/2016 T1013 T1013 0.00 180.00
08/10/2016 T1013 T1013 0.00 230.00
08/18/2016 T1013 T1013 0.00 180.00
08/22/2016 T1013 T1013 0.00 180.00
08/29/2016 T1013 T1013 0.00 180.00
09/02/2016 T1013 T1013 0.00 180.00
09/09/2016 T1013 T1013 0.00 180.00
09/12/2016 T1013 T1013 0.00 180.00
09/16/2016 T1013 T1013 0.00 180.00
09/19/2016 T1013 T1013 0.00 180.00
09/21/2016 T1013 T1013 0.00 180.00
09/22/2016 T1013 T1013 0.00 150.00
09/23/2016 T1013 T1013 0.00 180.00
09/26/2016 T1013 T1013 0.00 180.00
10/07/2016 T1013 T1013 0.00 180.00
10/10/2016 T1013 T1013 0.00 180.00
10/17/2016 T1013 T1013 0.00 180.00
10/24/2016 T1013 T1013 0.00 180.00

If you have questions about this review please cail AIG at: 877-802-5246

CONTINUED

| Fee Schedule
/ | Savings

~PPO

0.00
0.00

Recommended [/ |
Allowance. | |

0.00
0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
Q.00
0.00
0.00
0.00
0.00
0.00

0.00

1
1
1
1
1
1
1
1
1
1
1
1
1

1
1

1
1
1
1
1
1
1
1
9
1
1
1
1
1
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AlIG CLAIMS, INC. Control #: 06172190095100
P.O. BOX 25978
SHAWNEE MISSION KS 66225

AI G EXPLANATION OF BILL REVIEW Page 4 of
Invoice #: 1721501004

30F7F

Diagnosis:
T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a ‘balance forward bilr

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -A reduction was made because a different provider has billed for the exact services on a previous bill.

4 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
5 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bilt within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all

please call 1-800-682-4491. (2356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, feconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Reguiations section 9792.5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the empioyer nor the employee shall be liable for any further payment. (Z400)

* -Any request for reconsideration of this workers’ compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bilis and reconsideration requests should be directed to P.O. Box 25978, Shawnes Mission, KS 66225. (2657)

* -The Payment Status Code reflects the recommended allowance as a resuit of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a health care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shali be liable for any further payment, If the employer ha

$ contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bil! review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final, (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

If you have questions about this review please call AlG at: 877-802-5246

CONTINUED

06/26/2017 ~0.00 0.00[1 [ 3
06/27/2017 T1013 8.00 . . 90.00|4/5
Totals 15,150.00 0.0 0.0 90.00] 1 z
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AlG

AlG CLAIMS, INC.

P.O. BOX 25978

SHAWNEE MISSION KS 66225

10/26/2016
11/02/2016
11/07/2016
11/11/2016
11/14/2016
11/16/2016
11/18/2016
11/23/2016
11/30/2016
12/02/2016
12/05/2016
12/06/2016
12/14/2016
12/16/2016
12/21/2016
12/22/2016
12/28/2016
12/30/2016
01/04/2017
01/05/2017
01/06/2017
01/11/2017
01/16/2017
01/18/2017
01/23/2017
01/25/2017
02/01/2017
02/09/2017
02/13/2017
02/24/2017
03/02/2017
03/13/2017
03/14/2017
03/20/2017
03/27/2017
03/30/2017
04/06/2017
04/07/2017
04/10/2017
04/17/2017
04/18/2017
04/27/2017
05/01/2017
05/05/2017
05/10/2017
05/11/2017
05/15/2017
05/23/12017
06/01/2017
06/14/2017

06/15/2017

T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
71013
T1013
T1013
T1013
71013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013

T1013

EXPLANATION OF BILL REVIEW

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

180.00

180.00
180.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00,
230.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
230.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00
180.00

CONTINUED

0.00

Invoice #: 1721501004
Control #: 06172190095

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00

If you have questions about this review please call AlG at: 877-802-5246

Page 3 of §

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
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0.00
0.00
0.00
0.00
0.00
0.00
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0.00
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0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
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AlG

AlIG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

Page 5 of 5

Invoice #: 1721501004

Control #: 06172190095100:

Negotiated/ PPO Savings:
Recommended Amount:
Previously Paid:

Payment:

0.00 Check #: 32252855
90.00 Check Date: 08/10/2017

0.00 Method of Payment: Check
90.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi

Click "Provider Sign Up” on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246

30F7B

ENV 2278
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American International Group, Inec.
PO Box 25565
Shawnee Mission, KS 66225

Electronic Service Requested

ALL FOR AADC 92b
3785 1.505k AB O-400

"ll"ll|II"'|I"I|'||'I'I"II"|'|"II'II'I|'|I'"lll'll'l"l'l
JOYCE ALTMAN INTERPRETERS INC 76
PO BOX 4lb5s

TUSTIN: CA 92781-41bS

5%
I°9
Page 1 of 5 S

Check No.: 32257305
RFP No.: 055101 2
Check Date: 0g/11/2017 o
Check Amount: 90.00 &

Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant:

Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.

Payee Name: JOYCE ALTMAN INTERPRETERS

AUG 1T 2017
Policy No. Ciaim No. Symbol Date of Loss| Type Status Amount
000019397878 00004251 001 06/03/2016 MED 0] 90.00
Total Amount 90.00

Reason for Payment
ORG: 15330.00 ACT: 69851 062716-070517

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246
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AlG

AlIG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

ALL FOR AADC 92b

3785 1.505b AB D.400
SIS T U U TR L A T

JOYCE ALTMAN INTERPRETERS INC

PO BOX 41b5

TUSTIN. CA

Billing Provider:

JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165
TUSTIN CA 92781

Tax ID:

330956713

State License #:

NPI #:

9999999999

92782-41b5

76

Claim#: 5720042510000
Claimant:
Date of Injury:

Claimant SSN;

State Claim #:
Patient Acct #:

Service Dates:

06/03/2016

ADJ10507202
69851
06/27/2016-07/05/2017

Rendering Provider:

Policy #: 000019397878
Employer: CONSOLIDATED STAFFING SOLUTION

insurer: COMMERCE AND INDUSTRY CO

Page 2 of 5

Invoice #: 1721600355
Control #: 06172200059500

Date Received: 07/26/2017

Date Reviewed: 08/08/2017
Date Processed: (g/1 0/2017

Jurisdiction: CA

Tax ID/NPI #:

Dates of

06/27/12016 0.00
07/06/2016 T1013 0.00
07/11/2016 T1013 71013 0.00
07/13/2016 T1013 T1013 0.00
07/15/2016 T1013 T1013 0.00
07/18/2016 T1013 T1013 0.00
07/22/2016 T1013 T1013 0.00
07/25/2016 T1013 T1013 0.00
07/27/2016 T1013 T1013 0.00
07/29/2016 T1013 T1013 0.00
08/01/2016 T1013 T1013 0.00
08/08/2016 T1013 T1013 0.00
08/10/2016 T1013 T1013 0.00
08/18/2016 T1013 T1013 0.00
08/22/2016 T1013 T1013 0.00
08/29/2016 T1013 T1013 0.00
09/02/2016 T1013 T1013 0.00
09/09/2016 T1013 T1013 0.00
09/12/2016 T1013 T1013 0.00
09/16/2016 T1013 T1013 0.00
09/19/2016 T1013 T1013 0.00
09/21/2016 T1013 T1013 0.00
09/22/2016 T1013 T1013 0.00
09/23/2016 T1013 T1013 0.00
09/26/2016 T1013 T1013 0.00
10/0712016 T1013 T1013 0.00
10/10/2016 T1013 T1013 0.00
10/17/2016 T1013 T1013 0.00
10/24/2016 T1013 T1013 0.00

CONTINUED

0.000

0.00
0:00
0.00
0.00
0.00

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00)

if you have questions about this review please call AIG at: 877-802-5246
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ENV 3785
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AlG

AlIG CLAIMS; INC.

P.0. BOX 25978
SHAWNEE MISSION KS 66225

co
10/26/2018
11/02/2016
11/07/2016
11/11/2016
11/14/2016
11/16/2016
11/18/2016
11/23/2016
11/30/2016
12/02/2016
12/05/2016
12/06/2016
12/14/2016
12/16/2016
12/21/2016
12/22/2016
12/28/2016
12/30/2016
01/04/2017
01/05/2017
01/06/2017
01/11/2017
01/16/2017
01/18/2017
01/23/2017
01/25/2017
02/01/2017
02/09/2017
02/13/2017
02/24/2017
03/02/2017
03/13/2017
03/14/2017
03/20/2017
03/27/2017
03/30/2017
04/06/2017
04/07/2017
04/10/2017
04/17/2017
04/18/2017
04/27/2017
05/01/2017
05/05/2017
08/10/2017
05/11/2017
05/15/2017
05/23/2017
06/01/2017
06/14/2017
06/15/2017

T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013

EXPLANATION OF BILL REVIEW

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

Page 3 of §

invoice #: 1721600355

Control #: 06172200059500

CONTINUED

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00
0.00 0.00

If you have questions about this review please call AIG at: 877-802-5246
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A I G EXPLANATION OF BILL REVIEW Page 4 of 5
Invoice #: 1721600355
AlG CLAIMS, INC. Control #: 06172200059500
P.O. BOX 25978
SHAWNEE MISSION KS 66225 %

06/26/2017
06/27/2017
07/05/2017

Diagnosis:
T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a ‘balance forward bill

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has bifled for the exact services on a previous bill.

4 -A reduction was made because a different provider has billed for the exact services on a previous bill.

5 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.

6 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bil! within California jurisdiction. (Z005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AlG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 alt
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z356) i

* -Request for Second Review. After an EOR is raceived on an original bili submission, a heaithcare provider, healthcare facility,

or billing agent, assignee that disputes the amount paid may submit an appeal, feconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792.5 4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment, (Z400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (2657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a heaith care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a health care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bili Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the heaith care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shali be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. if the employer ha

$ contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

untif the resolution of that issue becomes final. (ZD49)

* -This claim has been processed on a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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g AI G EXPLANATION OF BILL REVIEW Page 5 of
£ Invoice #: 1721600355
AlIG CLAIMS, INC. Control #: 06172200059500
P.O. BOX 25978
SHAWNEE MISSION KS 66225 o
=
<
Negotiated/ PPO Savings: 0.00 Check #: 32257305
Recommended Amount: 90.00 Check Date: 08/11/2017 8
Previously Paid: 0.00 Method of Payment: Check -
Payment: 90.00 Payment Status Code: 1 4

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click “Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246




PHUXUMZBO00
American International Group, Inc. ]

PO Box 25565
Shawnee Mission, KS 66225

205708163930

Electronic Service Requested -
B
o]
MIXED AADC 92& Page 1 of § ”
£433 2.2081 MB 0.420 Check No.: 32270277
11 FECTRL | TR LU BE U IO O O U E DT AT RFP No.: 056911 o
49YCE ALTHAN INTERPRETERS INC 6l Check Date: 08/16/2017 I
TUSTIN, CA 92781-41LS Check Amount: 90.00 Z
insured: CONSOLIDATED STAFFING =
SOLUTION
Claimant: h
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
Payee Name: JOYCE ALTMAN INTERPRETERS
AUG 2 1 2017
Policy No. Claim No. Symbol Date of Loss| Type | Status Amount
000019397878 00004251 001 06/03/2016 | MED 0] 90.00

Total Amount 90.00
Reason for Payment
ORG: 15510.00 ACT: 69851 062716-071317

Use File # 572/00004251 on all correspondence for prompt processing.
For check information call: 877-802-5246




201708163930

PHXNR R0

AlG

AlG CLAIMS, INC.

P.0. BOX 25978

SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVl.EW Page2of §

Invoice #: 1722002352
Control #: 06172230060400

MIXED AADC 92b

2433 2.2081 MB 0.420
LT T N S LR U T B TR
JOVCE ALTHAN INTERPRETERS INC
92781-41b5

PO BOX 4l
TUSTIN~ CA

Billing Provider:

JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165

TUSTIN CA 92781

Tax ID:
State License #:

330956713

NPI #: 9999999999
Rendering Provider:

Tax ID/NPI #:

61

Claim#: 5720042510000

Claimant:

Date of lnjury: 06/03/2016

Claimant SSN.

State Claim #: ADJ10507202 Date Received: 08/01/2017

Date Reviewed: 08/11/2017
Date Processed: 08/15/2017

Patient Acct #: 69851
Service Dates: 06/27/2016-07/13/2017

Policy #: 000019397878 Jurisdiction: CA
Employer: CONSOLIDATED STAFFING SOLUTION
Insurer: COMMERCE AND INDUSTRY CO

40F 11 F

ENV 2433

Dates of .

If you have questions about this review please call AIG at: 877-802-5246 ’

CONTINUED

_ Billed Paid i Billed | Fee Schedule | PPO  |Recommended RO
Service Proc Code |Proc Code | Units | charges | or Customary | Savings | Allowance Codes
06/27/2016 T1013 T1013 0.00 230.00 0.00 0.00 0.00(1.2,3
07/06/2016  |T1013 T1013 0.00 230.00 0.00 0.00 0,00/1.2,3
07/11/2016 T1013 T1013 0.00 230.00 0.00 0.00 0.00({1,2.3
07/13/2016 T1013 T1013 0.00 180.00) 0.00 0.00 0.00/1.2,3
07/15/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2,3
07/18/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00{1 2,3
07/22/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2,3
07/25/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00[1,2 .3
07/27/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2,3
07/29/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1.2,3
08/01/2016 T1013 T1013 0.00 180.00, 0.00 0.00 0.00|11 2.3
08/08/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00[1,2,3
08/10/2016  |T1013 T1013 0.00 230.00 0.00 0.00 0.00{1,2.,3
08/18/2016 T1013 T1013 0.00 180.00] 0.00 0.00 0.00/1.,2.3
08/22/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00[1,2,3
08/29/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00(1.,2.,3
09/02/2016  |T1013 T1013 0.00 180.00 0.00 0.00) 0.00[1.2.3
00/09/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2,3
00/12/2016 | T1013 T1013 0.00 180.00 0.00 0.00 0.00(1,2,3
09/16/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2.3
09/19/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00(1,2.3
09/21/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00[1 2,3
09/22/2016  |T1013 71013 0.00 150.00 0.00 0.00 0,00{1,2,3
09/23/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2.3
00/26/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2.3
1000712016 |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1.2,3
10110/2016  |T1013 T1013 0.00 180.00 0.00 0.00 0.00/1,2.3
10/17/2016 T1013 T1013 0.00 180.00 0.00 0.00 0.00|1.2.3
10/24/2016  |T1013 T1013 0.00 180.00 0.0 0.00 000(1,2,3




PHO0002803

AlG

20170$163930

AlIG CLAIMS, INC,

P.O. BOX 25978

SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

1

Page :’ of 5

invoice #: 1722002352
Control #: 06172230060400

Service

TBilled | Pa
Proc Code [P

10/26/2016
11/02/2016
11/07/2016
11/11/2016
11/14/2016
11/16/2016
11/18/20186
11/23/2016
11/30/2016
12/02/2018
12/06/2016
12/06/2016
12/14/2016
12/16/2016
12/21/2016
12/22/2016
12/28/2016
12/30/2016
01/04/2017
01/05/2017
01/06/2017
01/11/2017
01/16/2017
01/18/2017
01/23/2017
01/25/2017
02/01/2017
02/0912017
02/13/2017
02/24/2017
03/02/2017
03/13/2017
03/14/2017
03/20/2017
032772017
03/30/2017
04/06/2017
04/0712017
04/10/2017
04/17/2017
04/18/2017
04/27/12017
05/01/2017
05/05/2017
06/10/2017
05/11/2017
05/15/2017
05/23/2017
06/01/2017
06/14/2017
06/15/2017

T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013

T1013

T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013
T1013

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00

0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00({1,2,3
0.00 0.001,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2.3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 g.oo 12,3
0.00 100{1,2 .3
0.00 a.00{1,2,3
0.00 0.00{1,2.3
0.00 0.00{1.2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2.,3
0.00 0.00({1,2.3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00|1,2.3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2.3
0.00 0.00{1,2,3
0.00 0,00{1,2,3
0.00 0.00{1,2,3
0.00 0.00(1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3
0.00 0.00{1,2,3

if you have questions about this review please call AIG at: 877-802-5246

CONTINUED

“40F11B

ENV2433
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£ EXPLANATION OF BILL REVIEW Page 4 of §
‘ AI G NATI I 9 —
Invoice #: 1722002352
AIG CLAIMS, INC. Control #: 6172230060400
P.O. BOX 25978 L
SHAWNEE MISSION KS 66225 Eﬁ o
5
Dates of Billed Paid | Billed | Fee Schedule PPO - |Recommended "
Service Proc Code Proc Code | Units | Gharges | or Customary | Savings | Allowance Codes
06/26/2017 | 71013 T1013 0.00 150.00 0.00 0.00 0.00[1,2.3 0
06/27/2017  |T1013 T1013 0.00 230.00 0.00 0.00 0.00{1,2,3 A
07/05/2017  |T1013 T1013 0.00 180.00 0.00 0.00 0.00{1,2,3 2
07/13/2017  |T1013 T1013 8.00 180.00 90.0Q 0.00 90.00/4.5 N
Totals 15.510.0 90.00 0.00 90.00
Diagnosis:

71490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bili previously reviewed, or this appears to be a 'balance forward bill

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -A reduction was made because a different provider has billed for the exact services on a previous bill.

4 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.
5 -The charge for the procedure exceeds the amount indicated in the fee schedule.

* -In accordance with section 9789.12.2(a) of the California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other
criteria that apply to your bill within California jurisdiction. (Z2005)

* -California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims, Inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions shouid be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (Z2356)

* -Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,
or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792 5.4 et seq. If the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, the bill

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (2400)

* -Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* -Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225, (Z657)

* -The Payment Status Code reflects the recommended allowance as a result of our Bil! Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* -Request for Independent Bill Review. After a health care provider, heaith care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the claims administrator on the bill. After the EOR is received on the second bill review submission, a heaith care provider,
health care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bill Review must conform to the requirements of the
title 8, California Code of Regulations section 9792.5.4 et seq. If the health care provider, health care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the reasonable amount payabie for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

until the resoliution of that issue becomes final, (ZD49)

* -This claim has been processed cn a policy underwritten by COMMERCE AND INDUSTRY INSURANCE CO.

If you have questions about this review please call AIG at: 877-802-5246

CONTINUED
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AlG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW Page 5 of §

Negotiated/ PPO Savings:
Recommended Amount:
Previously Paid:

Payment:

0.00
90.00

0.00
90.00

Invoice #: 1722002352
Control #: 06172230060400

Check #: 32270277
Check Date: 08/16/2017
Method of Payment: Check
Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AIG at: 877-802-5246

SOF11B

ENV 2433
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American International Group, Inc.
PO Box 25565
Shawnee Mission, KS 66225

20200124011} E“f“%’g
Electronic Service Requested =
6
ALL FOR AADC 98k
24L02 0-5738 AB O-u4lb Check No.: 34306123 o
U U TR R ER U LTI BRI RFP No.: 650942 <
gngngHEQN INTERPRETERS INC 306 Check Date: 01/24/2020 o
TUSTIN: CA 92781-41L5 Check Amount: 7,900.00 &
Insured: CONSOLIDATED STAFFING
SOLUTION
Claimant:
Claim Office: 572
Insuring Company: COMMERCE AND INDUSTRY
INSURANCE CO.
Payee Name: JOYCE ALTMAN INTERPRETERS
INC
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000051760253 00011925 001 09/12/2015 MED C 7,900.00
Total Amount 7,900.00

Reason for Payment
123019-123019

Use File # 572/00011925 on all correspondence for prompt processing.
For check information call: 877-802-5246

A BLUE BACKGROUND AND MICROPRINTING IN THE BORDER

© 50937218 ¢

7 Claim No: 00011925 Policy No.: 000051760253~ . (imm.,." 34306123
i Reason fon Payment 123019 123019 Dbl s e b 0 REP N, 00650942

g L S e U T T T DATE 017242020, -
< *********beven Thousand Nme Hundred Dolldrs*** ‘ T
gg Void after 96 Days *******$73900‘00
L0 PAY JOYCE ALTMAN INTERPRETERS INC
PO ! PO BOX 4165
2 TO THE TUSTIN
ORDER OF

CA, 92781 % l A
JPMORGAN CHASE BANK, N.A. FAYTHORIZED SIGNATURL T

_ _ SYRACUSE, NY 13206 o
- B DO.NOT CASH IF WATERMARK IS NOT PRESENT ON THE REVERSE SIDE OF THIS DOCUMENT - HOLD AT AN ANGLE TO VIEW

*ILIOE L2 1K02L30737H1E P8EL 2053



Joyce Altman Interpreters, Inc. *%% TNVOICE **%*
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/22/20 72815
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (8) :
8SsS # r XXX-XX-
BILL TO: DOB :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: LYNSEA NAKAHARA 572008965

P.O. BOX # 25977
SHAWNEE MISSION, KS 66225

Case:

vs RIVERSIDE TILEWORKS INC
Date Of Injury: 5/1/17

DOS SERVICE DESCRIPTION AMOUNT
10/19/17 INITIAL EXAM DR MICHAEL PRICE/DAVE FRANKE 230.00
@ SIDHU CHIRO*

/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
11/06/17 INITIAL ACUP W/ ACUPUNCT CHOI @ SIDHU* 230.00
/ / INTERPRETER : ELISA L. MEDINA # 003693 0.00
11/08/17 FOLLOW-UP W/ ACUPUNCT CHOI, INITIAL 180.00
CHIRO & PHYS THERAPY

/ / - W/DR CHRISTINE HA @ SIDHU* 0.00

/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
11/13/17 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ /. INTERPRETER : ELISA L. MEDINA # 003693 0.00
11/16/17 PR2/REEVAL DR PRICE/MILES @ SIDHU* 180.00
/ / INTERPRETER : MARIA BARBOSA # 500267 0.00
11/22/17 FOLLOW-UP W/ ACUPUNCT WOO HEE CHOI* 180.00
/ INTERPRETER: ELISA L. MEDINA # 003693 0.00
11/29/17 F/U CHIRO TX PHYS TX W/DR HA @ SIDHU* 90.00
/ / INTERPRETER : ELISA L. MEDINA # 003693 0.00
12/01/17 FOLLOW-UP W/ ACUPUNCT WOO HEE CHOI @ 180.00

SIDHU CHIRO*

/ / INTERPRETER ; MARIA BARBOSA # 500267 0.00
12/08/17 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU¥* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
12/18/17 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU%* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
12/21/17 PR2/REEVAL DR PRICE/TRUJILLO @ SIDHU* 180.00
/ / INTERPRETER : PAUL LAZCANO # 101143 0.00
12/22/17 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
06/19/19 LIEN FIL FEE LIEN FILING FEE 150.00
01/07/20 PENALTIES FOR DATE OF SERVICE 10/19/17 34.50
01/07/20 INTEREST FOR DATE OF SERVICE 10/19/17 52.54




Joyce Altman Interpreters, Inc.

*%% INVOICE *%*

P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/22/20 72815
PH: 714 838-0950
TAX ID# 33-0956713
EAMSH# (s) :
55 # XXX-XX-
BILL TO: DOB
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: LYNSEA NAKAHARA 572008965
P.O. BOX # 25977
SHAWNEE MISSION, KS 66225
Case: vs RIVERSIDE TILEWORKS INC
Date Of Injury: 5/1/17
DOS SERVICE DESCRIPTION AMOUNT
01/07/20 PENALTIES FOR DATE OF SERVICE 11/06/17 34.50
01/07/20 INTEREST FOR DATE OF SERVICE 11/06/17 52.54
01/07/20 PENALTIES FOR DATE OF SERVICE 11/08/17 27.00
01/07/20 INTEREST FOR DATE OF SERVICE 11/08/17 41.12
01/17/20 PMT BY CHECK DOS 1/7/20 # 34293349 -2500.00
01/22/20 BLCE OFF SET BALANCE OFF SET -62.20
BALANCE 0.00

* INDICATES BILLED AT A MINIMUM OF 2 HOURS

NOTE: Any and all partial payments received have been acknowledged and clearly

reflected in the enclosed statement.

represent full and final satisfaction.

However, payments received do not
In accordance with CCR Section 10770

lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand
is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,
Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index
and any documentary evidence to be utilized in an attempt to defeat this lien/

or Petition.

** THIS SERVES AS DEMAND FOR PAYMENT **



PHOOUI28001

- American International Group, Inc. [

PO Box 25565
Shawnee Mission, KS 66225

.s..._.. .
02001171607 H

Electronic Service Requested

MIXED AADC 92b
1620 0.38c0 MB O.u4as Check No.: 34293349
L T LU g p A e L e T Y R T O REP No.: 646103
ggvgngHEgN INTERPRETERS INC 153 Check Date: 01/17/2020
TUSTIN. CA  92781-41b5 Check Amount: 2,500.00
Insured: RIVERSIDE TILEWORKS, INC. (A
C
Claimant:

Claim Office: 572
Insuring Company: GRANITE STATE INSURANCE
COMPANY

Payee Name: JOYCE ALTMAN INTERPRETERS

INC
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000065256791 00008965 001 05/01/2017 MED 0] 2,500.00
Total Amount 2,500.00

Reason for Payment
FULL AND FINAL

Use File # 572/00008965 on all correspondence for prompt processing.
For check information call: 877-802-5246

10F 1

ENV 1820



Joyce Altman Interpreters, Inc. **% INVOICE **%*

P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 02/04/20 73057
PH: 714 838-0950
TAX ID# 33-0956713
EAMS# (s) :
o> R : AXX-XX-
BILL TO: DOR :
CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: DEBRA FRANZ 572020225
P.O. BOX # 25977
SHAWNEE MISSION, KS 66225
Case: vse MACLAY HEALTHCARE CENTER
Date Of Injury: 10/2/17
DOS SERVICE DESCRIPTION AMOUNT
12/08/17 INITIAL EXAM DR MAYYA KRAVCHENKO @ GOFNUNG 230.00
CHIRO*

/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
01/16/18 INITL CHIRO -TREATMENT W/DR KRAVCHENKO @ 90.00
GOFNUNG CHIRO*

/ INTERPRETER: PAUL LAZCANO # 101143 0.00
01/19/18 PR2/REEVAL DR KRAVCHENKO @ GOFNUNG#* 180.00
/ INTERPRETER: LISBETH C. PARRENO # 101080 0.00
01/23/18 F/U CHIRO TX -CHIRO TX W/DR KRAVCHENKO* 90.00
/  / INTERPRETER: PAUL LAZCANO # 101143 0.00
01/26/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
01/30/18 F/U CHIRO TX -CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: PAUL LAZCANC # 101143 0.00
02/02/18 F/U CHIRO TX -CHIRO TX W/DR KRAVCHENKO* 90.00
/  / INTERPRETER: TRENE MORA # 101159 0.00
02/06/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: JENNIFER MINOTTA # 101254 0.00
02/09/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ INTERPRETER: LISBETH C. PARRENO # 101080 0.00
02/15/18 INITIAIL, EXAM DR ALLEN MASSIHI @ GOFNUNG* 230.00.
/ / INTERPRETER: GLADYS REYNA # 301721 0.00
02/16/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
02/23/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO#* 90.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
02/13/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER : PAUL LAZCANO # 101143 0.00
03/02/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: LISBETH C. PARRENO # 101080 0.00
03/06/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00




Joyce Altman Interpreters, Inc. **% INVOICE ***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 02/04/20 73057
PH: 714 838-0950

TAX ID# 33-0956713

EAMSH (s) i
sS # ¢ XXX -XX-.
BILL TO: DOB :

CHARTIS/AIG (SHAWNEE-25977) Terms: 60 days

W. C. DEPARTMENT Claim #(s):

ATTN: DEBRA FRANZ 572020225

P.O. BOX # 25977

SHAWNEE MISSION, KS 66225

Case: vs MACLAY HEALTHCARE CENTER

Date Of Injury: 10/2/17
DOS SERVICE DESCRIPTION AMOUNT

/ / INTERPRETER: PAUL LAZCANO # 101143 0.00
03/15/18 PR2/REEVAL DR MASSIHI @ GOFNUNG* 180.00
/ / INTERPRETER : GLADYS REYNA # 301721 0.00
08/23/19 LTEN FIL FEE LIEN FILING FEE 150.00
09/20/19 PMT BY CHECK DOS12/8/17-8/23/19+* -150.00
=# 34074001 AIG
01/22/20 PENALTIES FOR DATE OF SERVICE 12/08/17 34.50
01/22/20 INTEREST FOR DATE OF SERVICE 12/08/17 43 .55
01/22/20 PENALTIES FOR DATE OF SERVICE 01/16/18 13.50
01/22/20 INTEREST FOR DATE OF SERVICE 01/16/18 17.04
01/24/20 PMT BY CHECK DOS 1/22/20 # 34307298 -2000.00
CHARTIS

02/11/20 BLCE OFF SET BALANCE OFF SET -8.59

BALANCE 0.00
* INDICATES BILLED AT A MINIMUM OF 2 HOURS
NOTE: Any and all partial payments received have been acknowledged and clearly
reflected in the enclosed statement. However, payments received do not
represent full and final satisfaction. In accordance with CCR Section 10770
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand
is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,
Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index
and any documentary evidence to be utilized in an attempt to defeat this lien/
or Petition. ** THIS SERVES AS DEMAND FOR PAYMENT **




"\

American International Group, Inc. [
PO Box 25565 ’
Shawnee Mission, KS 66225
KNI %
Electronic Service Requested ; =
49
é
MIXED AADC 92b Page 1 of 3 -
619 0.5738 MB O.425 Check No.: 34074001
Il D gt ool gt ooy RFP No.: 560133 g
JOYEE ALTHAN INTERPRETERS INC 73 Check Date: 09/20/2019 E
TUSTIN. CA 92781-41b5 Check Amount: 150.00

Insured: VISTA DEL SOL LTC INC.

Claimant:

Claim Office: 572
Insuring Company: NATIONAL UNION FIRE
INSURANCE CO. OF
44444 L . F _ : . , . PITTSBURGH
/97 Y f’f)‘\ Payee Name: JOYCE ALTMAN INTERPRETERS

IR
4019

o AD _

B 13057

Policy No. Claim No. Symbol Date of Loss| Type | Status Amount
000011 569829 00020225 001 10/62/2017 | MED Cc 150.00
' Total Amount 150.00

Reason for Payment
ORG: 2050.00 ACT: 572020225 120817~ 082319

Use File # 572/00020225 on all correspondence for prompt processing.
For check information call: 877-802-5246

B AMOUNT PAID

- L "*7'****3;150;00]

oy Pay  JovcE ALTMAN INTERPRETERS INC o yeuanerso e [ ,

oy TOTHE.  POBOX 4165 | G T .

« ORDER OF  TUSTIN'.. w0 o 0 i D s e : o

CA, 92781 | e e :
JPMORGAN CHASE BANK, N.A W
SYRACUSE, NY 13206 AYTHORIZED SIGNATURE
| T .+ DONOT.CASHIF WATERMARK IS:NOT PRESENT ON THE REVERSE SIDE OF THIS DOCUMENT -« HOLD AT AN ANGLE TO VIEW |

®3IL0?PLO0 & KO2L30837q0 P8ELZ20539m




P4000028003

3 EXPLANATION OF BILL REVIEW Page 2 of 3
:|AIG . —
: Invoice #: 1925700326
" AIG CLAIMS, INC. Control #: 06192600077400
P.O. BOX 25978 ;
SHAWNEE MISSION KS 66225 @ .
B
~
MIXED AADC 92&
619 0.5738 MB O.425
i T T T ETUR T R [ g
JOYCE ALTMAN INTERPRETERS INC 73 ;
PO BOX 41L5 )

TUSTIN: CA 9278}-41b5

Billing Provider: Claim#: 5720202250000
JOYCE ALTMAN INTERPRETERS INC  Claimant:

PO BOX 4165 Date of Injury: 10/02/2017

TUSTIN CA 92781 Claimant SSN:

. State Claim#;: ADJ11113352 Date Received: 08/30/2019
;f:tf,_'ice::: 50718 Patient Acct #: 572020225 Date Reviewed: 09/17/2019
NPl # 9999999999 Service Dates: 12/08/2017-08/23/2019 Date Processed: 09/19/2019
Rendering Provider: Policy #: ' 000011569829 Jurisdiction: CA
...... Employer: VISTA DEL SOL LTC INC.

Tax ID/NPI #: Insurer: NUF | CO OF PITTSBURGH PA

. . 00/1.2,
01/16/2018 71013 0.00 90.00 0.00 0.00 0.00{1,2,3
01/19/2018 T1013 0.00 180.00 0.00 0.00 0.00|1,2,3
01/23/2018 T1013 0.00 90.00 0.00 0.00 0.00{1.,2,3
01/26/2018 T1013 0.00 90.00 0.00 0.00 0.00{1,2,3
01/30/2018 T1013 0.00 90.00 0.00 0.00 0.00/1,2,3
02/02/2018 T1013 0.00 90.00 0.00 0.00 0.00/1,2,3
02/06/2018 71013 0.00 90.00 0.00 0.00 0.00{1,2,3
02/09/2018 T1013 0.00 90.00 0.00 0.00 0.00{1,2,3
02/13/2018 T1013 0.00 90.00 0.00 0.00 0.00{1,2,3
02/15/2018 T1013 0.00 230.00 0.00 0.00 0.00{1,2,3
02/16/2018 T1013 0.00 90.00; 0.00 0.00 0.00(1,2,3
02/23/2018 T1013 0.00 90.00] 0.00 0.00 0.00/1,2,3
03/02/2018 T1013 0.00 90.00 0.00 0.00 0.00/1,2,3
03/06/2018 T1013 0.00 90.00 0.00 0.00 0.00{1.,2,3
03/15/2018 T1013 0.00 180.00 0.00 0.00 0.00{1,2.3
L 08/23/2019 T1013 8.00 150.0 150.00 0.00 150.00
Totals 2,050.0 150.00 0.00 150.00
Diagnosis:

T1490 INJURY, UNSPECIFIED

1 - This appears to be a duplicate charge for a bill previously reviewed, or this appears to be a ‘balance forward bill'

containing a duplicate charge and billing for a new service.

2 -DUPLICATE CHARGE (X143)

3 -The provider has billed for the exact services on a previous bill.

* -In accordance with section 9789.12.2(a) of the. California Official Medical Fee Schedule, reimbursement is based on the
non-facility site of service calculation. (PNFC)

* -California is a jurisdictional state. This review has been conducted based on the Official Medical Fee Schedule (OMFS) or other

If you have questions about this review please call AIG at; 877-802-5246

CONTINUED




201909201611

PAOOMILB003

Al G EXPLANATION OF BILL REVIEW } Page 3 of 3
Invoice #: 1925700326
AIG CLAIMS, INC. Control #: 06192600077400
P.0O. BOX 25978
SHAWNEE MISSION KS 66225 »
S

criteria that apply to your bill within California jurisdiction. (Z005)

* _California Labor Code Section 4600.2 allows a carrier to enter into a contractual agreement with a pharmacy network . AIG and
AIG Claims. inc. have entered into a contractual agreement with TMESYS a Pharmacy Benefit Network. As of March 1, 2011 all
pharmacy transactions should be processed through TMESYS. For questions regarding how to process transactions through TMESYS
please call 1-800-682-4491. (2356)

* .Request for Second Review. After an EOR is received on an original bill submission, a healthcare provider, healthcare facility,

or billing agent, assignee that disputes the amount paid may submit an appeal, reconsideration, Request for Second Review to the
claims administrator within 90 days of the service of the explanation or review. The Request for Second Review must conform to the
requirements of the Division of Workers' Compensation Medical Billing Guide, and regulations at title 8. California Code of
Regulations section 9792.5.4 et seq. if the dispute is the amount of payment and the health care provider, health care facility,

or billing agent, assignee does not request a second review within 90 days of the service of the explanation of review, tbe bilf

shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. (Z400) ‘

* .Any request for reconsideration of this workers' compensation payment should be accompanied by a copy of this explanation of
review. (Z656)

* Medical bills and reconsideration requests should be directed to P.O. Box 25978, Shawnee Mission, KS 66225. (2657)

* _The Payment Status Code reflects the recommended allowance as a result of our Bill Review analysis. The actual payment will be
determined by the Payor. (ZCA1)

* .Request for Independent Bill Review. After a health care provider, health care facility, or billing agent, assignee submits a
Request for Second Review, the claims administrator will review the bill and issue an EOR which is the final written determination
by the ciaims administrator on the bill. After the EOR is received on the second bill review submission, a health care provider,

heaith care facility, or billing agent, assignee that still disputes the amount paid may submit a request for independent bill

review within 30 days of the service of the EOR. The Request for Independent Bili Review must conform to the requirements of the
title 8, California Code of Regulations section §792.5.4 et seq. If the health care provider, heaith care facility, or billing

agent, assignee fails to request an independent bill review within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer ha

s contested liability for any issue other than the reasonable amount payable for services, that issue shall be resolved prior to

filing a request for independent bill review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)

* _This claim has been processed on a policy underwritten by NATIONAL UNION FIRE INSURANCE CO. OF PITTSBURGH

ENV 619

Negotiated/ PPO Savings: 0.00 Check #: 34074001
Recommended Amount: 150.00 Check Date: 09/20/2019
Previously Paid: 0.00 Method of Payment: Check
Payment: 150.00 Payment Status Code: 1

Medical bill EOR and payment status information is now available online at www.aig.com/epbi.
Click "Provider Sign Up" on the Sign in screen.

If you have questions about this review please call AlG at: 877-402-5246
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American International Group, Inc. [

PO Box 25565
Shawnee Mission, KS 66225

-~ e

Electronic Service Requested
ALL FOR AADC 92&
24b02 D0-5738 AB D-4lb Check No.: 34307298
AU UL TR LD | B BT TUTIU M L B TR RFP No.: 651116
SngngHEéN INTERPRETERS INC 306 Check Date: 01/24/2020
TUSTIN. CA 92781-41L5 ‘ Check Amount: 2,000.00

Insured: VISTA DEL SOL LTC INC.

Claimant:

Claim Office: 572
Insuring Company: NATIONAL UNION FIRE
INSURANCE CO. OF

PITTSBURGH
Payee Name: JOYCE ALTMAN INTERPRETERS
INC
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000011569829 00020225 001 10/02/2017 MED C 2,000.00
' Total Amount 2,000.00

Reason for Payment
FULL AND FINAL

Use File # 572/00020225 on all correspondence for prompt processing.
For check information call: 877-802-5246

FOR SECURITY PURPOSES, THE FACE OF THIS DOCUMENT CONTAINS - A BLUE BACKGROUND AND MICROPRINTING IN THE BORDER

: | ;50—’05712:3 e
; 'Clalm No 00020225 l’oluy No.: 0000l1569829 T S ‘ R ,bu‘,'(,flIlC(_rI\"No.v 34307298
Reason for Payment - FULL AND FINAL '~ T REPNo o O06SIG
R I LI : DATE 01242020 -
*********Two ’lhousand Dollals*** AMOUNT.PAID
o ok
. . Void alter 90 Days e $2 ’000' 00
PAY JOYCE ALTMAN INTERPRETERS INC
TO THE PO BOX 4165
ORDER OF TUSTIN
CA, 92781 % l -~
JPMORGAN CHASE BANK, N.A. ' AVTHORIZED SIGNATURIE
SYRACUSE, NY 13206
DO NOT CASH IF WATERMARK IS NOT PRESENT ON THE REVERSE SIDE OF THIS DOCUMENT - HOLD AT AN ANGLE TO VIEW

*3IL307 258 1202430837802 7BEL 2053

ENIY Y4407



Joyce Altman Interpreters, Inc. *%% TNVOICE ***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/13/20 73883
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (s) :
SS # : XXX-XX-
BILL TO: DOB : o
AMTRUST NORTH AMERICA (89404) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: KELLY HAWTHORNE 2963012
P.O. BOX 89404
CLEVELAND, OH 44101
Case: vs I GARDEN/WEST COAST STAFF/PREF
Date Of Injury: 4/17/16
DOS SERVICE DESCRIPTION AMOUNT
04/25/18 INITIAL EXAM DR MAYYA KRAVCHENKO @ GOFNUNG 230.00
CHIRO*
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
04/30/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: MARIA SALINAS # 100942 0.00
05/02/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/07/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/09/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/14/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/16/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/21/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER:: IRIS J. GALVEZ # 100727 0.00
05/23/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
05/30/18 PR2/REEVAL DR KRAVCHENKO @ GOFNUNG* 180.00
/  / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
06/04/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
06/06/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
06/13/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
06/15/18 F/U CHIRO TX CHIRO TREATMENT W/DR GOFNUNG 90.00
@ GOFNUNG CHIRO*
/ / INTERPRETER: GLADYS P. REYNA # 301721 0.00
06/20/18 F/U CHIRO TX CHIRO TX W/DR KRAVCHENKO* 90.00



Joyce Altman Interpreters, Inc. **%x TNVOICE ***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/13/20 73883
PH: 714 838-0950
TAX ID# 33-0956713
EAMS# (s) :
SS # XXX-XX-
BILL TO: DOB :
AMTRUST NORTH AMERICA (89404) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: KELLY HAWTHORNE 2963012
P.O. BOX 89404
CLEVELAND, OH 44101
Case: vs I GARDEN/WEST COAST STAFF/PREF
Date Of Injury: 4/17/16
DOS SERVICE DESCRIPTION AMOUNT
/ / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
06/25/18 F/U CHIRO TX CHIRC TX W/DR KRAVCHENKO* 90.00
/ / INTERPRETER: MARIA SALINAS # 100942 0.00
06/27/18 PR2/REEVAL DR KRAVCHENKO @ GOFNUNG* 180.00
/  / INTERPRETER: IRIS J. GALVEZ # 100727 0.00
12/20/19 LIEN FIL FEE LIEN FILING FEE 150.00
01/22/20 PMT BY CHECK DOS 1/7/20% # 03200164 -1680.00
01/27/20 BLCE OFF SET RALANCE OFF SET -320.00
BALANCE 0.

* INDICATES BILLED AT A MINIMUM OF 2 HOURS

NOTE: Any and all partial payments received have been acknowledged and clearly
However, payments received do not
In accordance with CCR Section 10770
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand

reflected in the enclosed statement.
represent full and final satisfaction.

is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,

Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index

and any documentary evidence to be utilized in an attempt to defeat this lien/

or Petition.

**x THIS SERVES AS DEMAND FOR PAYMENT **



CHECK NO

ANA UBI Claims -~ - IP Morgan Chase -
POBOX 740042 * . .~ . Syracuse, NY . | 03200164
Atlanta, GA 30374-0042 - 50-937/213 S 2963012-1
SWC1099392

ATE MOUNT
RO ‘ S E 1/22/2020 $1,680.00
One Thousand Six Hundred Eighty and 0/100s Dollars ¥k kskokskoksksksksk sk sk sk sk sk sk ok ok Kok ok ok ok 4ok ok ook ok ok F K Hok ok FooR o

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE

ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC

Mail To PO BOX 4165 /{,;,, pyv

TUSTIN , CA 92781-4165

03200 WEL 12024309379 79026 2LE 3

Explanation Of Bill Review

Check Number 03200164 ANA UBI Claims

Claim Number: 2963012-1 AmTrust North America

Regulatory ID: P.O. Box 89404

Bill Number: 15184118 Cleveland, OH 44101

Invoice Number: FP1-MICA-954740 844-601-7760

Policy / Insured: SWC1099392/W.C. Staffing Inc.

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS INC

Loss Date: 4/17/2016 FP1-MICA-954740

Location: 1417 8. Cochran Ave Los Angeles CA 90019 -

Examiner Code: 28334

Network/PPO Network:

DATESof [ CPT - -~ [ FEE REDUCT PPO FEE

SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON

1/7/2020 MDO10 PAYMENT BY ORDER 1.00 1680.00 0.00 0.00 1680.00
1680.00 0.00 .00 1680.00

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits billing of the paticnt for any balance in excess of the amount
recommended. Any reduction is duc to the billed charges exceeding the fee schedule allowance for the service provided and/or the application of the appropriate discounts based on the individual
providers agrecment with the preferred provider organization. PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY
REGISTERING WITH OPTUM AT HTTPS://WCC.INGENIX.COM AND CHOOSE REQUEST AN ACCOUNT

Reconsiderations or appeals need to be submitted to (he carrier listed above.

IF YOU HAVE ANY QUESTIONS REGARDING THIS ANALYSIS, PLEASE CALL Mitchell International AT 800-732-0153.



Joyce Altman Interpreters, Inc. *%% TNVOICE ¥***
P.O. BOX # 4165 Date NO#

Tustin, CA 92781-4165 01/28/20 175000
PH: 714 838-0950
TAX ID# 33-0956713
EAMSH (8) :
SS # : XXX-XX-
BILL TO: DOB :
AMTRUST NORTH AMERICA (89404) Texrms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: ROBERT CONCHA 2332693-1
PO BOX 89404
CLEVELAND, OH 44101
Case: ve PACIFIC RAGS A CORP
Date Of Injury: 9/7/16
DOS SERVICE DESCRIPTION AMOUNT
11/14/18 INITIAL EXAM ZAREENA KHAN @ AMERI CHIRO* 230.00
/ / INTERPRETER : SANDRA TALANCON # 100802 0.00
12/10/18 INITIAL EXAM DR MIN JOO KIM @ AMERI CHIRO* 230.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
12/26/18 PR2/REEVAL DR KHAN @ AMERI CHIRO¥ 180.00
/ / INTERPRETER : ALBERTO VILLAGOMEZ # 500341 0.00
02/08/19 PR2/REEVAL DR KHAN @ AMERI CHIRO¥* 180.00
/! / INTERPRETER: SANDRA TALANCON # 100802 0.00
03/04/19 FOLLOW-UP W/ ACUPUNCT KIM @ AMERI* 180.00
/ / INTERPRETER : ALBERTO VILLAGOMEZ # 500341 0.00
03/22/19 PR2/REEVAL DR KHAN @ AMERI CHIRO* 180.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
05/01/19 PR2/REEVAL DR KHAN @ AMERI CHIRO* 180.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
06/14/19 P AND S DR KHAN @ AMERI CHIRO* 230,00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
12/27/19 LIEN FIL FEE LIEN FILING FEE 150.00
01/23/20 PMT BY CHECK DOS 1/17/20 # 03203063 -1590.00
01/28/20 BLCE OFF SET BALANCE OFF SET -150.00
BALANCE 0.00

* INDICATES BILLED AT A MINIMUM OF 2 HOURS

NOTE: Any and all partial payments received have been acknowledged and clearly
reflected in the enclosed statement. However, payments received do not
represent full and final satisfaction. In accordance with CCR Section 10770
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand
is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,
Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index
and any documentary evidence to be utilized in an attempt to defeat this lien/
or Petition. ** THIS SERVES AS DEMAND FOR PAYMENT **




IP Morgan Chase . - ECKINO.

ANA UBI Claims -

POBOX 740042 . ~ = . Syracuse, NY.. - |~ '0320:
Atlanta, GA 30374-0042 = - - 50-937/213 " | 23326931
SWC1114707
S ATE AMOUNT. 7]
1/23/2020 $1,590.00

One Thousahd vFi\ble:..HlyJ‘l"ldréd N>ivnetv and 0/100s Dollarg xxkkakaksskskakodok Kok K kR Aok okok K Kok k ok ok kKA ok Kok Kk F KR

PAYTO JOYCE ALTMAN INTERPRETERS
THE

OF VOID AFTER 180 DAYS

/{5, y Ve

JOYCE ALTMAN INTERPRETERS
Mail To P O BOX 4165
TUSTIN, CA 92781-4165

*O03d030E3I™ 1202430937912 759030 2LE Jue

Check Number 03203063
Claim Number: 2332693-1
Bill Number: 0

Invoice Number:
Policy / Insured:
Claimant Name:

Payee ID / Name:

SWCI114707/Pacific Rags A Corp.

JUYCE ALTMAN INTERPRETERS

Loss Date: 9/7/2016

Location: 817 E Gage Ave Los Angeles CA 9000] -

Examiner Code: TP0002183

Amount: $1,590.00 ANA UBI Claims

Dates of Service:

9/7/2016-1/17/2020

Risico Claims Management, Inc.

Explanation: Full and Final Satisfaction of Lien for all ¢/o Risico Claims Management, Inc. P.O. Box 9783
DOS

Category: M22 - Settlement/multi bills/amt in Fresno, CA 93794
dispute

Placement: 2 - Medical 559-277-4960

Transaction Type:




Joyce Altman Interpreters, Inc. k% TNVOICE **%*
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/06/20 173788
PH: 714 838-0950

TAX ID# 33-0956713

EAMSH# (s)
ss # : XXX-XX

BILL TO: DOB N
ATHENS ADMIN (CONCORD) Terms: 60 days

W. C. DEPARTMENT Claim #(s):
ATTN: CHRUSTAL ACUNA 17005508
P.O. BOX # 696
CONCORD, CA 94522
Case: e . vs FENDER
Date Of Injury: 3/21/17
DOS SERVICE DESCRIPTION AMOUNT
04/12/18 PR2/REEVAL DR JOHN XIAO JIANG QIAN/JOE 180.00
TRUJILLO @ SIDHU*
/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
06/07/18 PR2/REEVAL DR QIAN/FRANKE @ SIDHU* 180.00
/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
06/13/18 INITIAL ACUP W/ ACUPUNCT CHOI @ SIDHU* 230.00
/ INTERPRETER: ELISA L. MEDINA # 003693 0.00
06/15/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ INTERPRETER: MARIA BARBOSA # 500267 0.00
06/20/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
INTERPRETER: ELISA L. MEDINA # 003693 0.00
06/25/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
INTERPRETER: MARIA BARBOSA # 500267 0.00
07/02/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
07/05/18 PR2/REEVAL DR JOHN QIAN/FRANKE @ SIDHU* 180.00
/ / INTERPRETER: ELISA L. MEDINA # 003693 0.00
07/18/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
INTERPRETER: MARIA BARBOSA # 500267 0.00
08/01/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
08/02/18 PR2/REEVAL DR JOHN QIAN/FRANKE @ SIDHU* 180.00
INTERPRETER: ELISA L. MEDINA # 003693 0.00
08/15/18 FOLLOW-UP W/ ACUPUNCT CHOI, INITL CHIRO 180.00
& PHYS TX W/DR
/ / INTERPRETER: ELISA LOPEZ MEDINA # 003693 0.00
08/22/18 FOLLOW-UP W/ ACUPUNCT CHIO @ SIDHU¥* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
08/28/18 FOLLOW-UP W/ ACUPUNCT CHOI @ SIDHU* 180.00
/ INTERPRETER: MARIA BARBOSA # 500267 0.00
09/06/18 PR2/REEVAL DR JOHN QIAN/FRANKE @ SIDHU* 180.00



Joyce Altman Interpreters, Inc. *k% INVOICE **%
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 01/06/20 73788
PH: 714 838-0950

TAX ID# 33-0956713

EAMS# (s) « 7
S8 # : XXX-XX-
BILL TO: DOB :
ATHENS ADMIN (CONCORD) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: CHRUSTAL ACUNA 17005508
P.O. BOX # 696
CONCORD, CA 94522
Case: vs FENDER
Date Of Injury: 3/21/17
DOS SERVICE DESCRIPTION AMOUNT
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
09/19/18 FOLLOW-UP W/ ACUPUNCT MIN CHOI @ SIDHU* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
09/26/18 F/U CHIRO TX & PHYS TX W/DR HA @ SIDHU* 90.00
/ /7 INTERPRETER: MARIA BARBOSA # 500267 0.00
10/04/18 FOLLOW-UP W/DR QIAN/FRANKE @ SIDHU* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
11/01/18 PR2/REEVAL DR JOHN QIAN/FRANKE @ SIDHU* 180.00
/ / INTERPRETER: MARIA BARBOSA # 500267 0.00
11/20/18 PMT BY CHECK DOS 4/12/18-11/1/18%* -3380.00
# 4720
12/06/18 PR2/REEVAL DR QIAN/FRANKE @ SIDHU* 180.00
/ / INTERPRETER: MARIA E. BARBOSA # 500267 0.00
01/02/20 PMT BY CHECK DOS 12/18/19*% # 5654 -180.00

- - e e e o v o

* INDICATES BILLED AT A MINIMUM OF 2 HOURS

NOTE: Any and all partial payments received have been acknowledged and clearly
reflected in the enclosed statement. However, payments received do not
represent full and final satisfaction. In accordance with CCR Section 10770
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand
is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,
Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index
and any documentary evidence to be utilized in an attempt to defeat this lien/
or Petition. ** THIS SERVES AS DEMAND FOR PAYMENT **
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Fender Musical Instruments Corporation

WORKERS' COMPENSATION PROGRAM
ADMINISTERED BY: ATHENS ADMINISTRATORS
P.0. BOX 696, CONCORD, CALIFORNIA 94522

THIS CHECK IS VOID AFTER 180 DAYS

CLAIMANT: ,

CLAIM NO: 17005508 :
PAY Three Thousand Three Hundred And Eighty And 00/100 US Dollars

DATE: . 11/20/2018

AMOUNT
*******$3l 38 0. OO

PAYABLE JOYCE ALTMAN INTERPRETING
TOo P.O. Box 4165
Tustin CA 92781

AUTI HORIZED

TWO SIGNATURES ARE REQUIRED

SIGNATURE HAS A COLORED BACKGROUND - BORDER CONTAINS MICROPRINTING

*0DO0L 7 200 124 2 4000 2LAE L28538395z2m

. Provider Bill Detail - - o
Payer: Fender Musical Instruments Corporation Check Number: 4720
Provider Patient Account #: 73788 Check Date:  11/20/2018
Claim Number: 17005508 Date Received: 11/13/2018 Examiner: cacuna
Claimant Name: Date Reviewed: 11/19/2018 Bill Type:
88N: XXX-X: Date of Injury: 3/21/2017 Pay Code: 10392
Date of Birth; : Document Number: 73788 — | : From: 4/12/2018
State of Jurisdiction: California Employer: Fender Musical Through: 11/1/2018
Instruments
Corporation
1CD9 Codes:
Date Code Mod Description Qty Billed BRRed PPO Red Other Allowed Reason
4/12/2018 99189 000000 UNLISTED SPECIAL SERV/REPORT 1.00 3,380.00 0.00 0.00 0.00 3380.00 G1
Totals: 3380.00 0.00 0.00 0.00 3380.00

Reduction Reason Codes:

Code: Description:
G1

........... NOHERS:..........oeree
" For reconsideration of denied or reduced payment; please respond-m-writing to-thecontact information befow ang- —- -~ -+ —~ -

include 1) What specifically you wish to reconslder, 2) a copy of this Review Analysis, and 3) orting
documentation. Should you have further questions, you may contact: 5 %
Athens R ' R
PO Box 4029, Concord, CA 94524

Phone:

Fax: NOV 2 6 20 ] 8

Email:

WELLS FARGO BANK, NA. S awa checkNo: 4720




WELLS FARGO BANKN.A. 124121 CHECK NO: 5654

-Fender Musical Instruments Corporation E ‘ “4210(8)
: : DATE: 1/2/2020

'WORKERS' COMPENSATION PROGRAM
ADMINISTERED BY: ATHENS ADMINISTRATORS
P.0. BOX 696, CONCORD, CALIFORNIA 94522

THIS CHECK (S VOID AFTER 180 DAYS AMOUNT

CLAIMANT: Abarca, Evangelina ek $180.00
CLAIM NO: 17005508
AMOUNT One Hundred And Eighty And 00/100 US Dollars

PAY  JOYCE ALTMAN INTERPRETING W
P.O. Box 4165 AUTHORI?ED SANATURE
Tustin CA 92781 '

”TWO SIGNATURES ARE REQUIRED

 SIGHATURE 11AS A COLOREN BAGKGROUND » HORDER CONTAINS MICROPRINTI:

"rO000DSESL 24 24000 LA LZ2859383595¢anm"

Payee: JOYCE ALTMAN TIN/SSN: XX-XX' = Check Number: 5654
Check Amount: 180.00 Check Date: 1/2/2020
Claim invoice
Number Employer Claimant Name Loss Date  Payment Transaction From Through Date Invoice # Amount
17005508 Fender Musical , 32112017 Lien Order -Disputed 12/18/201912/18/201  1/1/1900 180.00
Instruments
Corporation

Comments: Order to pay lien (Joyce Altman Interpreters) - PAID




Joyce Altman Interpreters, Inc. *%% TNVOICE ***
P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 02/13/20 63189
PH: 714 838-0950
TAX ID# 33-0956713
EAMS# (s) :
SS # : XXX-XX- .
BILL TO: DOB L,
BROADSPIRE INS (LEX-14645) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: TINA VAUGUN 186858433
P.0O. BOX 14645
LEXINGTON, KY 40512
Case: vs PENTAIR WATER POOL AND SPA INC
Date Of Injury: 6/17/14
DOS SERVICE DESCRIPTION AMOUNT
06/27/14 INITIAL EXAM DR RODRIGUEZ @ AMERI CHIRO* 230.00
61420
/ / INTERPRETER: GLADYS REYNA # 100755 0.00
07/03/14 F.C.E. TEST FUNCT CAPACITY EVAL @ AMERI 150.00
W/DR RODRIGUEZ* INIT
/ / INTERPRETER: MARIA SALINAS # 100942 0.00
07/01/14 INITIAL EXAM W/ACUPUNCTURIST ALEX LEE @ 230.00
AMERI CHIRO¥*
/ / INTERPRETER: JOSE GERRY LUGO # 500049 0.00
08/08/14 PR2/REEVAL DR RODRIGUEZ @ AMERI CHIRO* 180.00
/ / INTERPRETER: IRENE MORA # 101159 0.00
08/20/14 PR2-RE/EVAL W/ACUPUNCTURIST ALEX LEE* 180.00
/ / INTERPRETER: PATRICIA HERNANDEZ # 301690 0.00
11/24/14 PMT BY CHECK DOS 6/27/14-8/20/14* =# 53910 -450.00
09/26/14 PR2/REEVAL DR RODRIGUEZ @ AMERI CHIRO* 180.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
10/08/14 PR2-RE/EVAL W/ACUPUNCT A. LEE @ AMERI* 180.00
/ / INTERPRETER: IRENE MORA # 101159 0.00
01/14/15 PMT BY CHECK DOS 9/26/14* # 184682 -90.00
01/27/15 PMT BY CHECK DOS 10/8/14* # 216873 -90.00
10/24/14 PR2/REEVAL DR RODRIGUEZ @ AMERI CHIRO* 180.00
/ / INTERPRETER: VINCENT MEJIA # 500309 0.00
11/19/14 F/U CHIRO TX CHIRO TREATMENT W/DR KHAN @ 90.00
AMERI CHIRO*
/ INTERPRETER: IRENE MORA # 101159 0.00
12/05/14 PR2/REEVAL DR KHAN @ AMERI CHIRO* 180.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
04/03/15 P AND S DR RODRIGUEZ @ AMERI* 230.00
/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
05/29/15 PMT BY CHECK DOS 12/5/14* =# 539789 -90.00
06/16/15 PMT BY CHECK DOS 4/3/15* # 587486 -90.00



Joyce Altman Interpreters, Inc. *%% INVOICE ***

P.O. BOX # 4165 Date NO#
Tustin, CA 92781-4165 02/13/20 63189
PH: 714 838-0950
TAX ID# 33-0956713
EAMS# (g) :
SS # XXX -XX-
BILL TO: DOB :
BROADSPIRE INS (LEX-14645) Terms: 60 days
W. C. DEPARTMENT Claim #(s):
ATTN: TINA VAUGUN 186858433

P.O. BOX 14645
LEXINGTON, KY 40512

Case: vs PENTAIR WATER POOL AND SPA INC
Date Of Injury: 6/17/14

DOS SERVICE DESCRIPTION AMOUNT
01/15/15 PR2/REEVAL DR RODRIGUEZ @ AMERI CHIRO* 180.00

/ / INTERPRETER: SANDRA TALANCON # 100802 0.00
01/22/15 F.C.E. TEST FUNCTIONAL CAPACITY EVAL W/DR 150.00

KHAN @ AMERI* FINAL

/ / INTERPRETER: SANDRA TALANCON # 100802 6.00
02/19/15 PR2/REEVAL DR RODRIGUEZ @ AMERI CHIRO* 180.00

/ INTERPRETER: SANDRA TALANCON # 100802 0.00
09/02/15 PMT BY CHECK DOS 01/15/15-01/22/15*% -180.00

=# 788717

11/03/15 PMT BY CHECK DOS 2/19/15* =# 969208 -90.00
09/15/16 LIEN FIL FEE LIEN FILING FEE 150.00
04/23/18 PMT BY CHECK LIEN FILING FEE =# 2663237 -150.00
09/23/19 PENALTIES FOR DATE OF SERVICE 06/27/14 13.50
12/16/19 INTEREST FOR DATE OF SERVICE 06/27/14 52.88
09/23/19 PENALTIES FOR DATE OF SERVICE 07/01/14 13.50
12/16/19 INTEREST FOR DATE OF SERVICE 07/01/14 52.88
09/23/19 PENALTIES FOR DATE OF SERVICE 04/03/15 13.50
12/16/19 INTEREST FOR DATE OF SERVICE 04/03/15 47.33
01/30/20 BLCE OFF SET BALANCE OFF SET 12/16/19 -193.59
01/06/20 PMT BY CHECK DOS 6/27/14-9/2/15%* -1440.00

# 6750400137



Joyce Altman Interpreters, Inc.

P.O. BOX # 4165
Tustin, CA 92781-4165
PH: 714 838-0950

TAX ID# 33-0956713

BILL TO:
BROADSPIRE INS (LEX-14645)
W. C. DEPARTMENT

**x* TNVOICE ***
Date NO#
02/13/20 63189

EAMSH# (8) :

SS # : XXX-XX-
DOB : C
Terms: 60 days
Claim #(s):

ATTN: TINA VAUGUN 186858433
P.O. BOX 14645
LEXINGTON, KY 40512
Case: _ vs PENTAIR WATER POOL AND SPA INC
Date Of Injury: 6/17/14
DOS SERVICE DESCRIPTION AMOUNT

* INDICATES BILLED AT A MINIMUM OF 2 HOURS
NOTE: Any and all partial payments received have been acknowledged and clearly
However, payments received do not

In accordance with CCR Section 10770

reflected in the enclosed statement.

represent full and final satisfaction.
lien claimant/ or Petitioner is hereby seeking recovery of the balance. Demand

BALANCE 0.

is hereby made for Current Print Out of Benefits, MPN Notices, Completed DWC-1,

Applic of Adjud, 4600 Election letter, Depo Transcript, Complete Medical Index

and any documentary evidence to be utilized in an attempt to defeat this lien/
or Petition. ** THIS SERVES AS DEMAND FOR PAYMENT *¥*




Broadspire Services, Inc.
PO Box 189080
Plantation FL 33318-9080

e

s, ¥ Ll

g Broadspire’

JOYCE ALTMAN INTERPRETERS INC A CRAWFORD COMPANY

PO BOX 4165
TUSTIN, CA 92781-4165

||“|||'||||||||||I,InI|"|||||I|||||||||||l||||||||||||||||||I|

The document you are holding is a payment for services provided. The attached check and Explanation
of Payment(s) is sent to you for services rendered on behalf of Broadspire Services, Inc., who has
partnered with VPay® to process their payments. If you have questions regarding VPay®, please
contact us at 1-855-388-8371. If you have questions regarding the payment amount or benefit
calculation, please contact Broadspire at 1-800-800-7885.

Client SE Transaction
ClaimiD Reference ID 1D Date Amount Check Number
186858433-001 9140136170 44421257 11/24/2014 $450.00 53910
BSP0001001

AN

Notice of Confidentiality - The information contained in this communication is confidential and is intended solely for the addressee. The information may also be legally
privileged, This communication is sent in trust, for the sole purpose of delivery to the intended recipient. If you have received this document in error, any use, reproduction or
dissemination of this communication is strictly prohibited. If you are not the intended recipient, please immediately notify VPay at (877) 399-5917 and provide the SE
Transaction |D shown above and destroy this communication and its attachments, if any.

E €TV v69L

ORIGINAL CHECK HAS A COLORED BACKGROUND PRINTED ON CHMICAL REACTIVE PAPE - SEE BACK FOR DEAILS
¢ 'METABANK ¢ 53910 ¢ ¢
.. StorpvLake, TA o A
172470112739 .
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Broadspire

A CRAWFORD COMPANY

1"'_7” Explanation of Review

Bill 1d: BRS-BSCA-438312

Carrier

NEW HAMPSHIRE INS CO

1 CONNELL DR

4TH FLOOR

BERKELEY HEIGHTS, NJ 07922

Provider . Claimant }
JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165
TUSTIN, CA 92781-4165
Tax ID: 33-0956713 Claim Number: 186858433-001
License: 999999999 DOVDOL: 06/17/2014
External ID: 201411131036629 CR Date / BR Date: 11/13/2014/11/13/2014
Invoice Date: 11/07/2014 External Claim Number: 2014100313490759722389
Patient Account: 63189 Social Security Number: ***#¥*¥7586
Payment Status Code: 1 Employer/insured: PENTAIR, INC.
Employer/Insured Address: 5500 WAYZATA BLVD.
SUITE 800

MINNEAPOLIS, MN 55416
Policy Admin Information: 028719
Branch 11): RCO

Bill Details
Dates of Service: 06/27/2014 to Client Type of Bitl: 26

08/2072014 Adjuster: TLVAUG
Post Date: 11/20/2014

Bill ICD Version: 9

Dx A:959.9 INJURY-SITE NOS
Line  Date POS Rev./Proc. Code Dx. Units Description Explanation Code(s)
Charges Review Network Allowance
1 06/27/2014 99 99199 A 1 UNLISTED SPECIAL SERV 885, W1
230.00

140.00 0.00 90.00

0
A i ) L
07/03/2014 99 99199 A 1 UNLISTED SPECIAL SEl;V
150.00 60.00 0.00
UNL
180

08/20/2014 UNLISTED SPECIAL SERV 885, W1
180.00 90.00 0.00 : 90.00
Totals
Total Charges: 970.00
Bill Review Reductions: 520.00
Network Reductions: 0.00
R ded Allo 450.00

Messages

885 REVIEW OF THIS CODE HAS RESULTED IN AN ADJUSTED REIMBURSEMENT
W1 WORKERS' COMPENSATION JURISDICTIONAL FEE SCHEDULE ADJUSTMENT

Notes

Unless otherwise noted. all reductions are in accordance with the medical or med-legal fee schedule as per the rules and regulations authorized by California Labor Code
Section 4603.5 and 5307.1. TIME LIMITS TO DISPUTE PAYMENT AMOUNT

Request for Second Review (SBR): After an EOR is received on an original bill submission, a health care provider, health care facility. or billing agent/assignee that disputes
the amount paid may submit an appeal/reconsideration/Request for SBR 10 the claims administrator within 90 days of service of the explanation of review. The Request for
SBR must conform to the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and regulations at CA Code of Regulations, Title 8
sections 9792.5.4 and 9792.5.5. If the only dispute is the amount of payment and the health care provider, health care facility, or billing agent/assignee does not request a
SBR within 90 days of the service of the explanation of review, the bill shall be deemed satisfied and neither the employer nor the employee shall be liable for any further
payment. Request for Independent Bitl Review (IBR): After a health care provider. health care facility, or billing agent/assignee submits a Request for SBR, the claims
administrator will review the bill and issue an EOR which is the final written determination by the claims administrator on the bill. After the EOR is received on the second
bill review submission, for dates of service January 1, 2013 or afier, a health care provider, health care facility, or billing agenv/assignee that still disputes the amount paid
may submit a request for IBR within 30 days of service of the EOR. The Request for IBR must conform to the requirements of CA Code of Regulations, Title 8 section
9792.5.7. If the health care provider, health care facility, or billing agentiassignee fails to request an IBR within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the emplayer has contested liability for any issue other than the reasonable amount payable for
services, that issue shall be resolved prior to filing a request for IBR, and the time limit for requesting IBR shall not begin to run until the resolution of that issue becomes
final.

For Reconsiderations, please send your bill and a copy of this EOR to Broadspire at PO Box 14645, Lexington, KY 40512 or contact Customer Assistance at 800-800-7885
or Provider24@choosebroadspire.com

BROADSPIRE, PO BOX 14645, LEXINGTON, KY 40512, 800-800-7885
DCN Number: 201411131036629

0001020-0002112

00Z 9L 22 ¥6'9L

lszizvvy



Broadspire Services, Inc.
PO Box 188080
Ptantation FL 33318-9080
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JOYCE ALTMAN INTERPRETERS INC A CRAWFORD COMPANY

PO BOX 4165
TUSTIN, CA 82781-4165

Y

The document you are holding is a payment for services provided. The attached check and Explanation

of Payment(s) is sent to you for services rendered on behalf of Broadspire Services, Inc., who has

partnered with VPay® to process their payments. If you have questions regarding VPay®, please ‘
contact us at 1-855-388-8371. If you have questions regarding the payment amount or benefit (93 {%q
calculation, please contact Broadspire at 1-800-800-7885.

Client SE Transaction
Claim ID Reference 1D iD Date Amount Check Number
186858433-001 9140347598 49982374 01/14/2015 $90.00 184682
BSP0001001

BA 1D AN20

Notice of Confidentiality - The information contained in this communication is confidential and is intended solely for the addressee. The information may also be legally
privileged. This communication is sent in trust, for the sole purposs of delivery to the intended recipient. If you have recelved this document in error, any use, reproduction or
dissemination of this communication is strictly prohibited. If you are not the intended recipient, please immediately notify VPay at (877) 389-5817 and provide the SE
Transaction 1D shown above and destroy this communication and its attachments, if any.

€LY6T




ol oy Explanation of Review Page | of 2

Broads e Bill 1d: BRS-BSCA-503704

A CRAWFORD COMPANY

Carrier

NEW HAMPSHIRE INS CO

1 CONNELL DR

4TH FLOOR

BERKELEY HEIGHTS, NJ 07922

l Provider l ! Claimant ]
JOYCE ALTMAN INTERPRETERS INC :

PO BOX 4165
TUSTIN, CA 92781-4165

Tax ID: 33-0956713 Claim Number: 186858433-001
License: 999999999 DOLDOL: 06/17/2014
External ID: 201501062001045 CR Date / BR Date: 01/06/2015 / 01/06/2015
Invoice Date: 12/30/2014 External Claim Number: 2014100313490759722389
Patient Account: 63189 Social Security Number: *****7586
Payment Status Code: i Employer/Insured: PENTAIR, INC.

Employer/Insured Address: 5500 WAYZATA BLVD.
SUITE 800
MINNEAPOLIS, MN 55416
Policy Admin Information: 028719
Branch ID: RCO

l Bill Details
Dates of Service: 06/27/2014 to Client Type of Bill; 26

09/26/2014 Adjuster: DSBROW
Post Date: 01/10/2015

Bill ICD Version: 9

Dx A:959.9 INJURY-SITE NOS
Line  Date POS Rev./Proc. Code Dx. Units Description Explanation Code(s)
Charges Review Network Allowance
1 06/27/2014 99 99199 A 1 UNLISTED SPECIAL SERV 224,G56
0.00 : 0.00

230.00 230.00

224,G56
00

Total Charges: 1,150.00
Bill Review Reductions: 1,060.00
Network Reductions: 0.00
Re ded Allo 90.00

| Messages

224 A CHARGE WAS MADE FOR A DUPLICATE PROCEDURE AND/OR SUPPLY.

885 REVIEW OF THIS CODE HAS RESULTED IN AN ADJUSTED REIMBURSEMENT

G56 THIS APPEARS TO BE A DUPLICATE CHARGE FOR A BILL PREVIOUSLY REVIEWED, OR THIS APPEARS TO BE A "BALANCE FORWARD BILL"
CONTAINING A DUPLICATE CHARGE AND BILLING FOR A NEW SERVICE.

W1 WORKERS' COMPENSATION JURISDICTIONAL FEE SCHEDULE ADJUSTMENT

Notes

Unless otherwise noted, all reductions are in accordance with the medical or med-legal fee schedule as per the rules and regulations authorized by California Labor Code
Section 4603.5 and 5307.1. TIME LIMITS TO DISPUTE PAYMENT AMOUNT

BROADSPIRE, PO BOX 14645, LEXINGTON, KY 40512, 800-800-7885
DCN Number: 201501062001045
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Explanation of Review Page 2 of 2

v
Broadspire’

A CRAWFORD COMPANY

Bill 14: BRS-BSCA-503704

Carrier

NEW HAMPSHIRE INS CO

1 CONNELL DR

4TH FLOOR )
BERKELEY HEIGHTS, NJ 07922

Provider l l Claimant
JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165
TUSTIN, CA 92781-4165

Request for Second Review (SBR): After an EOR is received on an original bill submission, a health care provider, health care facility, or billing agent/assignee that disputes
the amount paid may submit an appealireconsideration/Request for SBR to the claims administrator within 90 days of service of the.explanation of review. The Request for
SBR must conform to the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and regulations at CA Code of Regulations, Title 8
sections 9792.5.4 and 9792.5.5. If the only dispute is the amount of payment and the health care provider, health care facility, or billing agent/assignee does not request a
SBR within 90 days of the service of the explanation of review, the bill shall be deemed satisfied and neither the employer nor the employee shall be liable for any further
payment. Request for Independent Bill Review (IBR): After a health care provider, health care facility, or billing agent/assignee submits a Request for SBR, the claims
administrator will review the bill and issue an EOR which is the final written determination by the claims administrator on the bill. Afier the EOR is received on the second
bill review submission, for dates of service January 1, 2013 or after, a health care provider, health care facility, or billing agent/assignee that still disputes the amount paid
may submit a request for IBR within 30 days of setvice of the EOR. The Request for IBR must conform to the requirements of CA Code of Regulations, Title 8 section
9792.5.7. If the health care provider, health care facility, or billing agent/assignee fails to request an IBR within 30 days, the bill shall be deemed satisfied, and neither the
employer nor the employee shall be liable for any further payment. If the employer has contested liability for any issue other than the reasonable amount payable for
scrvices, that issue shall be resolved prior to filing a request for 1BR, and the time limit for requesting IBR shall not begin to run until the resolution of that issue becomes
final.

For Reconsiderations, please send your bill and a copy of this EOR to Broadspire at PO Box 14645, Lexington, KY 40512 or contact Customer Assistance at 800-800-7885
or Provider24@choosebroadspire.com

00Z'LSE'EP6'ST

v.£2866Y

BROADSPIRE, PO BOX 14645, LEXINGTON, KY 40512, 800-800-7885
DCN Number: 201501062001045

0000687-0001447



Broadspire Services, Inc.
PO Box 189080
Plantation FL 33318-9080

0000441-0000930 0106 001 448121ssp
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JOYCE ALTMAN INTERPRETERS INC A CRAWFORD COMPAN Y

@ PO BOX 4165
TUSTIN, CA 92781-4165

The document you are holding is a payment for services provided. The attached check and Explanation
of Payment(s) is sent to you for services rendered on behalf of Broadspire Services, Inc., who has
partnered with VPay® to process their payments. If you have questions regarding VPay®, please
contact us at 1-855-388-8371. If you have questions regarding the payment amount or benefit
calculation, please contact Broadspire at 1-800-800-7885.

Client SE Transaction
Claim ID Reference ID ID Date Amount Check Number
186858433-001 9140405075 51491542 01/27/2015 $90.00 216873

'aspooo1oo1 Q 13\ go\
PA D FEB0Z B

Notice of Confidentlality - The infarmation contained in this communication is confidential and is intended solely for the addressee. The information may also be legally
privileged. This communication is sent in trust, for the sole purpose of delivery to the intended recipient. If you have received this document in emor, any use, repraduction or
dissemination of this communication is strictly prohibited. If you are not the intended recipient, please immediately notify VPay at (877) 399-5917 and provide the SE

Transaction 1D shown above and destroy this communication and its attachments, if any. g
w
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