Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Initial acup($230)
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Maximus
Maximus | s ptdt! Reimb| Marke!
Invoice| Service Date(s) Determination A?nt Type of Svc(s) Amt to be Rate % Payment Authority
Date ) paid
Paid for
DOS only
1 | 81193 | 12/18/21-12/20/21 | 12/16/2022 180.00 '”'“a"e';;z) ($180| « 18000 | 100% Accident Fund
11/11/21-11/18/21 |  10/27/2022 180.00| 2 F/U ZZEE)(&SO $ 180.00 | 100%
2 | 80250 e AIG/ Chartis
12/20/2021 12/12/2022 90.00 phy $  90.00| 100%
therapy
PR-2,Initial
chiro,f/u
3 | 80452 | 04/08/21-5/13/21 | 10/25/2022 360.00 | chiro,Initial | $ 360.00 | 100% AIG/ Chartis
physio($180
each)
4 | 80489 11/11/2021 10/31/2022 90.00 | Shockwave |$  90.00| 100% AIG/ Chartis
5 | 80555 9/30/2021 8/23/2022 90.00 F’;gfgfy'o $  90.00| 100% AIG/ Chartis
6 | 81806 11/12/2021 10/27/2022 90.00 Flu acup $  90.00| 100% AIG/ Chartis
3/16/21-4/13/21 1/6/2022 270.00 | 3 22;10)6180 $  270.00 | 100%
2F/IU
7 | 76951 | 04/27/21&5/11/21 | 1/27/2022 180.00 | Physio($180 | $  180.00 | 100% Amtrust
each)
5/19/2021 212312022 90.00| FluPhysio |$  90.00| 100%
12/10/19-12/27/19 |  1/24/2022 270.00 3F/“:::rf’)($180 $ 270.00 | 100% Amtrust
8 | 77272
11/21/19-12/03/19 |  1/25/2022 280,00 | Ntal®230), | ¢ oa0 601 1000 Amtrust




Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Maximus
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Date Amt Amt to be aid
Paid for P
DOS only
9 | 78174 5/11/2021 1/27/2022 $ 90.00 Initial Psych $ 90.00 | 100% Amtrust

F/u Acup, 2 Flu
04/13/21-4/16/21 1/10/2022 $ 270.00 chiro($180 $ 270.00 | 100%

EACH)
5/1/2021 1252022 |$  90.00 PR-2 $  90.00 | 100%
10 | 78296 5/17/2021 2/11/2022 |$  90.00| Fuphysio |$  90.00| 100% Amtrust

F/u acup,F/u

09/14/21-9/20/21 8/24/2022 $ 180.00 ;
physio

$ 180.00 | 100%

9/22/2021 8/30/2022 $ 90.00 F/u Physio $ 90.00 [ 100%

2 PR-25($180

11 | 78518 | 03/12/21-4/23/21 1/6/2022 | $ 180.00 sach) $ 180.00| 100% Amtrust
Initial,PR-2,3 F/u
acup,5 F/lu
12 | 78566 | 03/17/2021-04/22/21|  1/4/2022 | $ 1,080.00 physio, $ 1,080.00 | 100% Amtrust
Shockwave ($180
each)
5/3/2021 1/27/2022 |$  90.00 Flu acup $  90.00
13 | 78575 = =3 100% Amtrust
10/11/21 - 10/18/21 | 10/3/2022 | $ 180.00 | 4 @CUP.FR-2 | ¢ 18000
($180 each)
14 | 78777 9/8/2021 8/22/2022 |'$  90.00| Fluphysio |$  90.00| 100% Amtrust
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
HERIES Disputed Aljcletjtf'lrrlgleqadb ED
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be .
Date . paid
Paid for
DOS only
15 | 79007 10/4/2021 10/7/2022 | $  90.00 Flu acup $  90.00| 100% Amtrust
06/28/21-06/30/21 5/3/2022 180,00 | PRZFluphysio | o101 59
($180 each)
16 | 79060 100% Amtrust
9/23/2021 8/23/2022 90.00 Flu acup $  90.00
17 | 79308 | 04/26/21-05/05/21 21212022 360.00 | 4V ZZEE)(&SO $ 360.00| 100% Amtrust
Initial,initial
chiro,initial
18 | 79846 | 02/03/21-10/04/21 | 9/27/2022 | $ 900.00 | acup,3PR-2,4 | $ 900.00 | 100% Amtrust
F/u acup,
P&S($180 each)
19 | 80501 9/29/2021 9/14/2022 | $ 90.00| Shockwave |$  90.00| 100% Amtrust
2 F/u chiro,5 F/lu
20 | 80710 | 04/06/21-07/06/21 | 11/10/2022 1,080.00 | 2CUP.2PR2S3 | 4 a6 00 | 100% Amtrust
F/u physio($180
each)
21 | 81166 4128/2021 12712022 90.00 Flu acup $  90.00| 100% Amtrust
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
(T e i) Reimp| Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid
Paid for
DOS only
initial,initial
acup,6 F/lu . .
22 | 81645 | 01/14/20-04/02/20 5/11/2022 $ 450.00 $ 450.00 | 100% Applied Risk
acup($180
each),PR-2
23 | 79542 7/29/2021 4/29/2022 $ 90.00 F/u acup $ 90.00 | 100% Athens
24 | 77986 | 03/03/21-3/29/21 1/24/2022 $ 547.50 4F/u:ac:r|‘o)($180 $ 54750 | 100% Berkshire
2 Flu
25 | 79417 4/06/21-4/13/21 1/6/2022 $ 305.00 Physio($180 $ 305.00 | 100% Berkshire
each)
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Maximus
vaximus | g A Reimp| Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid
Paid for
DOS only
Initial, 2 PR-2s,
26 | 81294 | 06/08/21-11/19/21 11/1/2022 $ 2,699.10 [EMG,18 F/lu acup| $ 2,699.10 [ 100% Broadspire
($180 each)
5/6/2021 1/28/2022 $ 90.00 Initial acup $ 90.00
5/27/2021 6/1/2022 $ 90.00 Initial exam $ 90.00
27 | 77710 100% Cannon Cochran
6/7/2021 3/3/2022 $ 90.00 PR-2 $ 90.00
8/17/2021 6/7/2022 $ 90.00 Chiro $ 90.00
7/28/2021 5/19/2022 $ 90.00 F/u acup $ 90.00
28 | 78354 | 05/19/21-05/26/21 6212022 |$ 18000 2" :::r?)($180 $  180.00 Cannon Cochran
100%
9/15/2021 7/13/2022 $ 90.00 F/u acup $ 90.00
F/u acup, PR-2
29 | 80377 |11/18/2021-11/22/21 12/5/2022 $ 180.00 $ 180.00 | 100% Cannon Cochran
($180 each)
30 [ 81113 11/20/2021 12/2/2022 $ 90.00 | Physiotherapy | $ 90.00 [ 100% Cannon Cochran
Initial, 6 f/u acup,
31 | 81859 | 08/10/21-12/06/21 | 12/28/2022 |$ 1,260.00 zpfgfzih‘ﬁi'ﬁ;.z $ 1,260.00 | 100% Cannon Cochran
chiro ($180 each)

Page 5 of 21



Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Maximus
Maximus | ey i) Reimp| Market
Invoice| Service Date(s) | Determination A?nt Type of Svc(s) Amt to be Rate % Payment Authority
Date . paid
Paid for
DOS only
4/15/2021 1/25/2022 $ 90.00 F/u chiro $ 90.00
32 | 77612 F/u chiro, F/u 100% Compwest
09/08/21-09/15/21 71712022 $ 180.00 physio ($180 $ 180.00
each)
33 | 79376 8/10/2021 5/11/2022 $ 90.00 Initial acup $ 90.00 | 100% Compwest
34 | 79392 10/8/2021 8/22/2022 $ 90.00 F/u acup $ 90.00 | 100% Compwest
35 | 79855 8/30/2021 6/17/2022 $ 90.00 F/u acup $ 90.00 | 100% Compwest
F/u acup, PR-
8/19/21 & 9/7/21 6/6/2022 $ 270.00 2,F/u physio $ 270.00 | 100%
($180 each)
36 | 80663 9/24/2021 8/9/2022 |$  90.00 Flu acup $  90.00 | 100% Compwest
10/1/2021 8/22/2022 $ 90.00 F/u acup $ 90.00 | 100%
37 | 81219 | 1271321122021 | 12092022 |'$ 27000 | 2 M PIYSIOFU T 500 00 | 1000 Compwest
acup ($180 each)
2 Initial, initial
acup,12 f/u
38 | 82004 | 08/12/21-11/16/21 12/13/2021 $ 1,530.00 $ 1,530.00 [ 100% Compwest
acup,FCE test,
PR-2 ($180 each)
39 | 82188 12/14/2021 12/16/2022 $ 90.00 F/u physio $ 90.00 | 100% Compwest
Initial, initial
acup, 7 flu
40 | 81558 6/28/21-9/16/21 12/28/2022 $ 1,620.00 physio, 7 flu $ 1,620.00 | 100% Crum & Forster
acup,EMG, PR-2
($180 each)
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Page 7 of 21

Maximus
MaximUS | e it Reimp| Merket
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid
Paid for
DOS only
41 | 78358 2/15/2021 3/8/2022 90.00 F/u acup $ 270.00 [ 100% Farmers
42 | 79266 3/22/2021 2/2/2022 90.00 PR-2 $ 270.00 [ 100% Farmers
43 | 79438 12/18/2021 11/28/2022 162.00 PR-2 $ 162.00 | 100% Ins Co Of the West
44 | 82950 3/9/2022 10/31/2022 305.00 Exotic $ 305.00 | 100% Ins Co Of the West
7/31/2021 5/25/2022 90.00 F/u chiro $ 90.00 | 100%
45 | 78124 Liberty Mutual
9/25/2021 8/22/2022 90.00 F/u acup $ 90.00 | 100%
46 | 78574 8/31/2021 7/1/2022 90.00 F/u acup $ 90.00 | 100% Liberty Mutual
47 | 78805 10/19/2021 9/14/2022 90.00 PR-2 $ 90.00 | 100% Liberty Mutual
Initial, Initial
48 | 81137 | 05/26/21-07/01/21 10/14/2022 630.00 | acup,5F/uacup | $ 630.00 [ 100% Liberty Mutual
($180 each)
49 | 81305 12/14/2021 12/1/2022 90.00 F/u physio $ 90.00 | 100% Liberty Mutual
Initial,11 f/u
50 06/15/21-11/17/21 | 10/19/2022 1,530.00 | CMir04PR- | ¢ 4 53500 100%
2s,initial acup
($180 each)
51 | 81375 | 1922011211521 | 11/9/2022 270.00 | 3P Z;;’E)mso $  270.00 | 100% Liberty Mutual




Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be .
Date . paid
Paid for
DOS only
52 11/29/2021 11/21/2022 90.00 F/u acup $ 90.00 | 100%
initial, initial
acup, initial
53 | 82182 | 8/31/21-12/17/21 |  12/5/2022 1,080.00 | Physio.3fu | ¢ 4 580,00 | 100% Liberty Mutual
physio,2 PR-2s,4
f/lu acup ($180
each)
Initial,initial
54 | 82789 10/27/21-12/8/21 12/2/2022 540.00 | chiro,3 f/u chiro, | $ 540.00 [ 100% Liberty Mutual
PR-2 ($180 each)
55 | 79170 12/3/2021 12/2/2022 90.00 P&S $ 90.00 | 100% Nationwide
56 | 81413 12/17/2021 12/2/2022 90.00 F/u acup $ 90.00 | 100% Omaha
12/07/21-12/09/21 | 11/21/2022 180.00 | PRZTMACUD 1o 56000 | 1000
($180 each)
57 | 80623 Pacific Comp
12/22/2021 12/8/2022 90.00 F/u acup $ 270.00 [ 100%
11/9/21-11/30/21 | 12/14/2022 270.00 | 2P/ 8CUP. PR2 | ¢ 52600 | 100%
($180 each)
58 | 81292 Pacific Comp
2 Flu physio, PR- 0
12/17/21-1/11/22 12/8/2022 270.00 2 ($180 each) $ 270.00 [ 100%
PR-2, 2 flu
59 | 81653 11/30/21-12/9/21 11/30/2022 270.00 physio ($180 $ 270.00 | 100% Pacific Comp
each)
Initial,4 f/u
60 | 82412 | 09/23/21-12/01/21 12/14/2022 270.00 | acup,PR-2 ($180 | $ 270.00 [ 100% Pacific Comp
each)
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Maximus
Meximus | oo At Reimb| Meket
Invoice| Service Date(s) | Determination A?nt Type of Svc(s) Amt to be Rate % Payment Authority
Date . paid
Paid for
DOS only
61 | 82608 11/10/2021 12/1/2022 $ 90.00 F/u acup $ 90.00 | 100% Pacific Comp
62 | 77667 | 08/03/20-9/18/20 1/10/2022 $ 180.00 PR-Z,;%%(MSO $ 180.00 | 100% Scif
63 | 79149 5/5/2021 6/9/2022 $ 90.00 PR-2 $ 90.00 | 100% Scif
3/17/2021 1/21/2022 $ 90.00 F/u chiro $ 90.00 | 100%
64 | 77410 Sedgwick
4/13/2021 1/25/2022 $ 90.00 F/u physio $ 90.00 | 100%
65 [ 77699 9/18/2020 4/22/2022 $ 90.00 F/u acup $ 90.00 | 100% Sedgwick
5/13/2021 2/11/2022 $ 90.00 Shockwave $ 90.00 | 100%
66 | 78167 Sedgwick
2 Shockwave, PR
- ! 0,
6/10/21-6/19/21 71712022 $ 270.00 2 ($180 each) $ 270.00 [ 100%
5/4/2021 1/19/2022 $ 90.00 F/u acup $ 90.00 | 100%
5125/2021-526/2021|  2/23/2022 | $ 180,00 |PR°2 Intial exami o g6 56 1 1000
($180 each)
8/19/2021 5/17/2022 $ 90.00 PR-2 $ 90.00 | 100%
67 | 74055 The Hartford
8/27/2021 712812022 $ 90.00 F/u physio $ 90.00 | 100%
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
(T e i) Reimp| Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid
Paid for
DOS only
9/2/2021 6/24/2022 90.00 F/u acup $ 90.00 | 100%
10/11/2021 9/8/2022 90.00 F/u physio $ 90.00 [ 100%
68 | 77020 2/6/20-2/11/20 3/22/2022 180.00 F/u acup $ 180.00 | 100% The Hartford
4/14/2021 1/6/2022 90.00 PR-2 $ 90.00 [ 100%
7/30/2021 4/22/2022 90.00 PR-2 $ 90.00 | 100%
69 | 78936 The Hartford
9/28/2021 8/9/2022 90.00 F/u physio $ 90.00 [ 100%
10/12/2021 8/26/2022 90.00 F/u physio $ 90.00 | 100%
3 Flu physio
10/12/21-10/26/2021 9/28/2022 270.00 $ 270.00 [ 100%
($180 each)
70 [ 79598 10/6/2021 9/30/2022 90.00 F/u acup $ 90.00 [ 100% The Hartford
3 F/u physio, 2
11/04/21-11/16/21 10/20/2022 450.00 PR-2s ($180 $ 450.00 | 100%
each)
10/26/2021 9/27/2022 90.00 F/u chiro $ 90.00 [ 100%
71 | 79767 The Hartford
12/6/2021 11/21/2022 90.00 PR-2 $ 90.00 | 100%
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Maximus

(T e it Reimp| Market

Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid

Paid for
DOS only

9/30/2021 8/22/2022 $ 90.00 Shockwave $ 90.00 | 100%

72 | 79854 The Hartford
12/9/2021 11/21/2022 | $ 90.00 PR-2 $ 90.00 [ 100%

Initial acup, F/u

11/08/21-11/10/21 10/4/2022 $ 180.00 acup ($180 each)

$ 180.00 | 100%

11/15/2021 10/21/2022 | $ 90.00 F/u acup $ 90.00 [ 100%

11/22021-121321 | 1172022 | $ 450,00 | S FUACUP PR o oh 00 | 100%
2s ($180 each)

73 | 80242 The Hartford

12/29/2021 11/30/2022 |$ 180.00 F/u acup $ 180.00 | 100%

10 F/u chiro, PR-
1/10/22-1/19/22 12/22/2022 $ 360.00 2, P&S ($180 $ 360.00 [ 100%
each)

10 F/u chiro, PR-
4/29/21-10/19/21 12/29/2022 $ 1,080.00 2, P&S ($180 $ 1,080.00 | 100%

each)
74 | 80639 1/10/2022 12/22/2022 | $ 90.00 PR-2 $ 90.00 | 100% The Hartford
75 | 81101 9/28/2021 8/17/2022 $ 90.00 PR-2 $ 90.00 | 100% The Hartford
12/9/2021 11/28/2022 | $ 90.00 F/u acup $ 90.00 | 100%
76 | 82312 The Hartford

Shockwave, F/lu

1/11/2022-1/17/2022| 12/22/2022 |$ 180.00 acup ($180 each)

$ 180.00 | 100%
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
(T e it Reimp| Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be -
Date . paid
Paid for
DOS only
Initial, 5 F/u
acup, 4 Flu
77 | 82519 9/27/21-1/7/22 12/28/2022 | $ 1,170.00 | physio, PR-2, | $ 1,170.00 | 100% The Hartford
EMG, F/u chiro
($180 each)
78 | 75998 5/7/2021 1/27/2022 $ 90.00 F/u chiro $ 90.00 [ 100% York
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Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Market Rate Summary Graph

Maximus
BRI Disputed ;&edtte'lrggsmdb TS
Invoice| Service Date(s) Determination A?nt Type of Svc(s) N @ (o Rate % Payment Authority
Date . paid
Paid for
DOS only
1 | 81103 | 12/18/21-12/20/21 | 12/16/2022 | $  180.00 '”'t'a"ezs;s $180) & 180,00 | 100% Accident Fund
1111/21-11/18/21 | 10/27/2022 | $  180.00| 2 P! :;;‘E)(MBO $ 180.00 | 100%
2 | 80250 T AIG/ Chartis
12/20/2021 12/12/2022 |$  90.00 phy $  90.00| 100%
therapy
PR-2,Initial
chiro,f/u
3 | 80452 | 04/08/21-5/13/21 | 10/25/2022 |$ 360.00 | chiro,initial | $  360.00 | 100% AIG/ Chartis
physio($180
each)
4 | 80489 11/11/2021 10/31/2022 |$  90.00| Shockwave |$  90.00| 100% AIG/ Chartis
5 | 80555 9/30/2021 8/23/2022 |$  90.00 F/t;g;fy'" $  90.00| 100% AIG/ Chartis
6 | 81806 11/12/2021 10/27/2022 |$  90.00 Flu acup $  90.00| 100% AIG/ Chartis
3/16/21-4/13/21 vei2022 | 27000 |3 22;10)@180 $  270.00 | 100%
2 F/U
7 | 76951 | 04/27/2185/11/21 | 1/27/2022 |$ 180.00 | physio($180 | $  180.00 | 100% Amtrust
each)
5/19/2021 2/23/2022 |$ 90.00| FluPhysio |$  90.00| 100%
12/10/19-12/27/19 | 12412022 |$  270.00 SF/”:;::%(MBO $  270.00| 100%
8 | 77272 Amtrust
11/21/19-12/0319 | 1/25/2022 |$ 280.00 | MUAG230), | 55000 | 100%
Initial acup($230)
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
BRI Disputed zedtte'lrgler;;db TS
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be X
Date . paid
Paid for
DOS only
9 | 78174 5/11/2021 1/27/2022 |$  90.00 | |Initial Psych |$  90.00 | 100% Amtrust
1
F/u Acup, 2 Flu
04/13/21-4/16/21 1/10/2022 |$ 270.00| chiro($180 |$ 270.00 | 100%
EACH)
5/1/2021 1/25/2022 |$  90.00 PR-2 $  90.00 | 100%
10 | 78296 5/17/2021 2/11/2022 |$  90.00 |  F/u physio $  90.00 | 100% Amtrust
00/14/21-9/20/21 | 8/24/2022 |$  180.00 F/”pi‘;‘;’?(’f/” $ 180.00| 100%
9/22/2021 8/30/2022 |$  90.00| FluPhysio |$  90.00| 100%
5
11 | 78518 | 03/12/21-4/23/21 1/6/2022 | $  180.00 ZPE:CSS 180 s 1g0.00| 100% Amtrust
1
Initial,PR-2,3 F/lu
acup,5 Flu
12 | 78566 | 03/17/2021-04/22/21|  1/4/2022 | $ 1,080.00 physio, $ 1,080.00 | 100% Amtrust
Shockwave ($180
each) 1
5/3/2021 1/27/2022 |$  90.00 Flu acup $  90.00
13 | 78575 = SR 100% Amtrust
10/11/21-10/18/21 |  10/3/2022 | $ 180.00 | ' 2 ACUPTRE g 150,00 )
($180 each)
14 | 78777 9/8/2021 8/22/2022 | $  90.00 | Flu physio $  90.00 | 100% Amtrust L
15 | 79007 10/4/2021 10/7/2022 | $  90.00 Flu acup $  90.00| 100% Amtrust
1
06/28/21-06/30/21 | 5/32022 | $ 180,00 | PRZFUPhYSIO | o 15009
($180 each)
16 | 79060 100% Amtrust
9/23/2021 8/23/2022 |$  90.00 Flu acup $  90.00
2
17 | 79308 | 04/26/21-05/05/21 2212022 |$ 360,004 :;sﬁ)(:slso $  360.00| 100% Amtrust
1
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
Maximus Disputed ;&edtte'lrggsmdb Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be :
Date . paid
Paid for
DOS only
Initial,initial
chiro,initial
18 | 79846 | 02/03/21-10/04/21 9/27/2022 $ 900.00 | acup,3PR-2,4 | $ 900.00 | 100% Amtrust
F/u acup,
P&S($180 each)
1
19 | 80501 9/29/2021 9/14/2022 $ 90.00 Shockwave $ 90.00 | 100% Amtrust
1
2 F/u chiro,5 Flu
20 | 80710 | 04/06/21-07/06/21 | 11/10/2022 |$ 1,080.00 | 2CUP-2PR283 1 gy 455 00| 1009 Amtrust
F/u physio($180
each)
1
21 | 81166 4/28/2021 1/27/2022 $ 90.00 F/u acup $ 90.00 | 100% Amtrust
1
initial,initial
acup,6 Flu ' )
22 | 81645 | 01/14/20-04/02/20 5/11/2022 $  450.00 $ 450.00 | 100% Applied Risk
acup($180
each),PR-2 1
23 | 79542 7129/2021 4/29/2022 $ 90.00 F/u acup $ 90.00 | 100% Athens
1
24 | 77986 03/03/21-3/29/21 1/24/2022 $ 547.50 4F/u:;:;§))($180 $ 547.50 | 100% Berkshire 1
2 Flu
25 | 79417 4/06/21-4/13/21 1/6/2022 $ 305.00 Physio($180 $ 305.00 | 100% Berkshire
each) 1

Page 15 of 21



Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
Maximus Disputed ;&edtte'lrgler;emdb Market
Invoice| Service Date(s) | Determination A?nt Type of Svc(s) N @ (o Rate % Payment Authority
Date . paid
Paid for
DOS only
Initial, 2 PR-2s,
26 | 81294 | 06/08/21-11/19/21 11/1/2022 $ 2,699.10 [EMG,18 F/lu acup| $ 2,699.10 | 100% Broadspire
($180 each)
1
5/6/2021 1/28/2022 $ 90.00 Initial acup $ 90.00
5/27/2021 6/1/2022 $ 90.00 Initial exam $ 90.00
27 | 77710 100% Cannon Cochran
6/7/2021 3/3/2022 $ 90.00 PR-2 $ 90.00
8/17/2021 6/7/2022 $ 90.00 Chiro $ 90.00
4
7128/2021 5/19/2022 $ 90.00 F/u acup $ 90.00
28 | 78354 | 05/19/21-0526/21 | 6/2/2022 | $ 180.00 | 2TV :::ﬁ)mso $ 180.00 | 100% Cannon Cochran
9/15/2021 7113/2022 $ 90.00 F/u acup $ 90.00 3
Fl/u acup, PR-2
29 | 80377 | 11/18/2021-11/22/21 12/5/2022 $ 180.00 $ 180.00 | 100% Cannon Cochran
($180 each) 1
30 | 81113 11/20/2021 12/2/2022 $ 90.00 | Physiotherapy | $ 90.00 | 100% Cannon Cochran
1
Initial, 6 f/u acup,
2 f/lu physio, 2 PR
31 | 81859 | 08/10/21-12/06/21 12/28/2022 | $ 1,260.00 25 initial ohiro $ 1,260.00 | 100% Cannon Cochran
($180 each) 1
4/15/2021 1/25/2022 $ 90.00 F/u chiro $ 90.00
32 | 77612 F/u chiro, Flu 100% Compwest
09/08/21-09/15/21 71712022 $ 180.00 | physio ($180 |$  180.00
each) 2
33 | 79376 8/10/2021 5/11/2022 $ 90.00 Initial acup $ 90.00 | 100% Compwest 1
34 | 79392 10/8/2021 8/22/2022 $ 90.00 F/u acup $ 90.00 | 100% Compwest 1
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
Maximus Disputed ;&edtte'lrggsmdb Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be :
Date . paid
Paid for
DOS only
35 | 79855 8/30/2021 6/17/2022 $ 90.00 F/u acup $ 90.00 | 100% Compwest 1
F/u acup, PR-
6/6/2022 $ 270.00 2,F/u physio $ 270.00 | 100%
36 | 80663 ($180 each) Compwest
10/1/2021 8/22/2022 $ 90.00 F/u acup $ 90.00 | 100% )
37 | 81210 | 12/13/21-12/2021 | 120972022 | $ 27000 | 2FMPIYSIOFU o500 00| 100% Compwest
acup ($180 each) 1
2 Initial, initial
acup,12 f/u
38 | 82004 | 08/12/21-11/16/21 12/13/2021 $ 1,530.00 $ 1,530.00 | 100% Compwest
acup,FCE test,
PR-2 ($180 each)
1
39 | 82188 4/15/2021 12/16/2022 $ 90.00 F/u physio $ 90.00 | 100% Compwest
1
Initial, initial
acup, 7 flu
40 | 81558 6/28/21-9/16/21 12/28/2022 $ 1,620.00 physio, 7 flu $ 1,620.00 | 100% Crum & Forster
acup,EMG, PR-2
($180 each) 1
41 | 78358 2/15/2021 3/8/2022 $ 90.00 F/u acup $ 270.00 | 100% Farmers
1
42 | 79266 3/22/2021 2/2/2022 $ 90.00 PR-2 $ 270.00 | 100% Farmers
1
43 | 79438 12/18/2021 11/28/2022 $ 162.00 PR-2 $ 162.00 | 100% Ins Co Of the West
1
44 | 82950 3/9/2022 10/31/2022 $ 305.00 Exotic $ 305.00 | 100% Ins Co Of the West
1
45 | 78124 7131/2021 5/25/2022 $ 90.00 F/u chiro $ 90.00 | 100% Liberty Mutual
1
46 | 78574 8/31/2021 7/1/2022 $ 90.00 F/u acup $ 90.00 | 100% Liberty Mutual
1
47 | 78805 10/19/2021 9/14/2022 $ 90.00 PR-2 $ 90.00 | 100% Liberty Mutual
1
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
Maximus Disputed zedtte'lrrgg;db Market
Invoice| Service Date(s) | Determination p Type of Svc(s) Rate % Payment Authority
Amt Amt to be :
Date . paid
Paid for
DOS only
Initial, Initial
48 | 81137 | 05/26/21-07/01/21 10/14/2022 $ 630.00 | acup,5 F/u acup | $ 630.00 | 100% Liberty Mutual
($180 each) 1
49 | 81305 12/14/2021 12/1/2022 $ 90.00 F/u physio $ 90.00 | 100% Liberty Mutual
1
Initial, 11 f/u
50 06/15/21-11/17/21 | 10/19/2022 |$ 1,530.00 | Chiro4PR- 1 ¢ 4 53000 100%
2s,initial acup
($180 each)
51| 81375 | 11pop1a0ns21 | 1vere022 |$ 270003 FM :;EE)(MBO $ 27000 | 100% Liberty Mutual
52 11/29/2021 11/21/2022 $ 90.00 F/u acup $ 90.00 | 100%
3
initial, initial
acup, initial
53 | 82122 | 8/31/21-12/17/21 12/5/2022 | $ 1,080.00 | Physio3flu g 308000 100% Liberty Mutual
physio,2 PR-2s,4
f/lu acup ($180
oach) 1
Initial,initial
54 | 82789 10/27/21-12/8/21 12/2/2022 $ 540.00 | chiro,3 f/u chiro, | $ 540.00 | 100% Liberty Mutual
PR-2 ($180 each) 1
55 | 79170 12/3/2021 12/2/2022 $ 90.00 P&S $ 90.00 | 100% Nationwide
1
56 | 81413 12/17/2021 12/2/2022 $ 90.00 F/u acup $ 90.00 | 100% Omaha
1
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
BRI Disputed ;&edtte'lrggsmdb TS
Invoice| Service Date(s) | Determination A?nt Type of Svc(s) N @ (o Rate % Payment Authority
Date . paid
Paid for
DOS only
12007/21-12/00/21 | 11/21/2022 |$ 180.00 | P2 U ACUP | o 56000 | 1000
($180 each)
57 | 80623 Pacific Comp
12/22/2021 12/8/2022 |$  90.00 Flu acup $  270.00| 100%
2
11/0/21-11/30021 | 1211412022 | $ 270,00 | 2 FU3CUP PR2 1o 500 00| 100%
($180 each)
58 | 81292 Pacific Comp
12/17/21-1/11/22 12/8/2022 | $ 270,00 |2 U PIYSIO PRI o 50000 | 100%
2 ($180 each) 2
PR-2, 2 flu
59 | 81653 | 11/30/21-12/9/21 | 11/30/2022 |$ 270.00 | physio ($180 | $  270.00 | 100% Pacific Comp
each) 1
Initial,4 f/u
60 | 82412 | 00/23/21-12/01/21 | 12/14/2022 |$ 270.00 | acup,PR-2 ($180 | $  270.00 | 100% Pacific Comp
each) 1
61 | 82608 11/10/2021 12/1/2022 |$  90.00 Flu acup $  90.00| 100% Pacific Comp
1
62 | 77667 1102022 |$ 180.00 | PRZ P&ﬁ $180 | ¢ 180.00| 100% Scif
each) 1
63 | 79149 5/5/2021 6/9/2022 | $  90.00 PR-2 $  90.00| 100% Scif
1
3/17/2021 1/21/2022 |$  90.00 Flu chiro $  90.00| 100%
64 | 77410 Sedgwick
4/13/2021 1/25/2022 |$  90.00| Ffuphysio |$  90.00| 100%
2
65 | 77699 9/18/2020 4/22/2022 |$  90.00 Flu acup $  90.00| 100% Sedgwick
1
5/13/2021 2/11/2022 |$ 90.00| Shockwave |$  90.00 | 100%
66 | 78167 Sedgwick
6/10/21-6/19/21 772022 |'$ 270,00 |2 SNOCkWaVE, PRI ¢ 06 00 | 100%
2 ($180 each) 2
5/4/2021 1/19/2022 |$  90.00 Flu acup $  90.00| 100%
PR-2, Initial exam
! 0,
5/25/2021 2232022 |8 18000 |7 ¢ i MM s 180,00 | 100%
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
Maximus Disputed zedtte'lrrgg;db Market
Invoice| Service Date(s) | Determination P Type of Svc(s) Rate % Payment Authority
Amt Amt to be :
Date . paid
Paid for
DOS only
8/19/2021 5/17/2022 $ 90.00 PR-2 $ 90.00 | 100%
67 | 74055 The Hartford
8/27/2021 7/28/2022 $ 90.00 F/u physio $ 90.00 | 100%
9/2/2021 6/24/2022 $ 90.00 F/u acup $ 90.00 | 100%
10/11/2021 9/8/2022 $ 90.00 F/u physio $ 90.00 | 100%
6
68 | 77020 2/6/20-2/11/20 3/22/2022 $ 180.00 F/u acup $ 180.00 | 100% The Hartford
1
4/14/2021 1/6/2022 $ 90.00 PR-2 $ 90.00 | 100%
7/30/2021 4/22/2022 $ 90.00 PR-2 $ 90.00 | 100%
69 | 78936 The Hartford
9/28/2021 8/9/2022 $ 90.00 F/u physio $ 90.00 | 100%
10/12/2021 8/26/2022 $ 90.00 F/u physio $ 90.00 | 100%
4
3 F/u physio
10/12/21-10/26/2021 9/28/2022 $ 270.00 $ 270.00 | 100%
($180 each)
70 | 79598 10/6/2021 9/30/2022 $ 90.00 F/u acup $ 90.00 | 100% The Hartford
3 F/u physio, 2
11/04/21-11/16/21 10/20/2022 $ 450.00 PR-2s ($180 $ 450.00 | 100%
each) 3
10/26/2021 9/27/2022 $ 90.00 F/u chiro $ 90.00 | 100%
71 | 79767 The Hartford
12/6/2021 11/21/2022 $ 90.00 PR-2 $ 90.00 | 100%
2
9/30/2021 8/22/2022 $ 90.00 Shockwave $ 90.00 | 100%
72 | 79854 The Hartford
12/9/2021 11/21/2022 $ 90.00 PR-2 $ 90.00 | 100%
2
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Market Rate Summary Graph
Payments at market rate for Initial, PR-2, Initial acup, F/u acup, F.C.E., EMG/NCV, and PandsS, received between 9/3/19 and 10/4/19

Maximus
. . Maxi_mus: Disputed Al?de(;[te'lrgler;;db TS .
Invoice| Service Date(s) | Determination Type of Svc(s) Rate % Payment Authority
Date Amt Amt_ to be paid
Paid for
DOS only

Initial acup, F/u

11/08/21-11/10/21 10/4/2022 $ 180.00 acup ($180 each)

$ 180.00 | 100%

11/15/2021 10/21/2022 | $ 90.00 F/u acup $ 90.00 | 100%

1222112113021 | 11712022 |$ 450,00 |3 FUACUP PR2S| o 4h 00 | 100%
($180 each)

73 | 80242 The Hartford
12/29/2021 11/30/2022 $ 180.00 F/u acup $ 180.00 | 100%

10 F/u chiro, PR-
1/10/22-1/19/22 12/22/2022 |$ 360.00 2, P&S ($180 $ 360.00 | 100%
each)

10 F/u chiro, PR-
4/29/21-10/19/21 12/29/2022 $ 1,080.00 2, P&S ($180 $ 1,080.00 | 100%

each) 6
74 | 80639 1/10/2022 12/22/2022 $ 90.00 PR-2 $ 90.00 | 100% The Hartford
1
75 | 81101 9/28/2021 8/17/2022 $ 90.00 PR-2 $ 90.00 | 100% The Hartford
1
12/9/2021 11/28/2022 $ 90.00 F/u acup $ 90.00 | 100%
76 | 82312 The Hartford

Shockwave, F/u

1/11/2022-1/17/2022| 12/22/2022 |$  180.00 acup ($180 each)

$ 180.00 | 100%

2
Initial, 5 F/u
acup, 4 Flu
77 | 82519 9/27/21-1/7/22 12/28/2022 $ 1,170.00 physio, PR-2, $ 1,170.00 | 100% The Hartford
EMG, F/u chiro
($180 each) 1
78 | 75998 5/7/2021 1/27/2022 $ 90.00 F/u chiro $ 90.00 | 100% York
1
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MAXIMUS

Federal Services

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006

Sacramento, CA 95813-8006 } ‘ 2
(855) 865-8873 Fax: (916) 605-4280 g 7\/

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

: December 16, 2022

000068

Joyce Altman Interpreters, Inc. DEC 2.0 2022
Attn: Joyce Altman B

PO Box 4165

Tustin, CA 92781

IBR Case Number CB22-0002471
Claim Number I
Assignment Date 11/04/2022

Claims Administrator | Accident Fund

Date(s) of service 12/18/2021 - 12/20/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service x 2

Date of Injury 04/12/2021

Application Received | 09/30/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $180.00 in additional reimbursement for a total of $360.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $360.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.
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Erika
Draft


Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Accident Fund
Division of Workers’ Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.
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ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service x 2 submitted
for dates of service 12/18/2021 - 12/20/2021.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
10/19/2022. Response received 11/04/2022. Claims Administrator provided copies of the IBR
documents.

Itemized invoices

e 12/18/2021 Interpreting for initial exam $180.00 (Billed at a minimum of 2 hours)

e 12/20/2021 Interpreting for PR2/Reeval $180.00 (Billed at a minimum of 2 hours)

EORs reflect reimbursement of $90.00 for each date of service 12/18/2021 and 12/20/2021. Charge
exceeds the maximum allowance for interpreter services.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 12/18/2021 and 12/20/2021 were signed by the
patient, medical provider and interpreter certify the patient is not proficient in English and
requested a certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Service x 2 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service x 2.

The table(s) below describe the pertinent claim line information.

4 vl.2



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service x 2
Date of Service: 12/18/2021 — 12/20/2021

Interpreter

Service Code

Interpreter Service

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 12/18/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -

$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $180.00
Notes Overturn DOS 12/20/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
Accident Fund
PO Box 40790
Lansing, MI 48901

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612
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’ ) o S SIS N . - B ; : ‘Security features 7 - :
. CERE RS : e R SRR ¢ || included.
. . o . L ‘Détails on back. i

DAF Group | R ermimes o vopamemisopas  Check Number 102412208
: [ O AT ; St JPMorgan Chase Bank; N.A,
‘ L TR s Columbus, OH S
. 56:1544/481

on hehalf of Fo : =
Accldent Fund insurince Compary of Ametica

CheckDate :  05/22/2022 Pay This Amount

Péy.fﬁe " One hundred eighty and 00, 100Dollars I : o
Sumof e o bk A f/ s **$180.00%*.

Pay To The Order Of:

Joyce Altman Interpreters, Inc. el T N & A e ;
P.0. Box a16s - ) . . o o M%&) &% SR
e Tustin, CA’9‘278__1""41675 ’ S S e ; ) . S ’

®i02dL L2 08" nOLLLLSLL IR cEBR37353n

PO Box 40790

AF GrOUp Lansing, M1 48901-7990 CHECK DATE :  05/22/2022

AFGrouplnsurance.com CHECK NUMBER : 102412208

Payable To:  Joyce Altman Interpreters, Inc.
P.O. Box 4165
Tustin, CA 92781-4165

EMPLOYEE NAME FROM DATE THRU DATE MBR INVOICE AMOUNT
CLAIM NO. COMMENT NUMBER NUMBER
01/04/2022 01/04/2022 5022-5843406 $90.00

137185021 12/18/2021 402275134 $90.00

~— —— ————JOIAL 7518000

MAY 312002 &

.........

Questions may be directed to us at : 866-206-5851
Check Number : 102412208




'“ U ﬂi te d H ea rtl an d United Heartland - California 4022

Process Date: 05/19/2022
Control Number: 75134
EOR Page 1 of 2
Rev/Aud: AA/SN

Claim Number: PPQO/OSR ID:
Claimant: NPI Number:
Provider Tax ID: 330956713 Vendor: 1313 Claimant SSN; XXX-XX-8729
Provider Ref: 81193 ! Geo Zip: 92781 Date Of Injury: 04/12/2021
Provider License: 999999999 Claims Received Date:  05/09/2022
Joyce Altman Interpreters, Inc. ICD-DX1: T14.90 Injury, unspecified
P.O. Box 4165

Tustin, CA 92781-4165

MPN Claim: N  Region: 26

DOS POS Code Mod Service Description Units Charge BR/Red PPO/Red  Other/Red  Allowance Reasons
12/18/21 11 T1013 SIGN LANGUAGE/( 1.000 180.00 90.00 0.00 0.00 90.00 G1,601,5422,
5423
TOTALS: 180.00 90.00 0.00 0.00 90.00

TOTAL RECOMMENDED ALLOWANCE: - 90.00
Rendering Provider Name: JOYCE ALTMAN INTERPRETERS INC
Rendering Provider NPI: 9999999999
DWC CODE DESCRIPTION

Gl -THE CHARGE EXCEEDS THE OFFICIAL MEDICAL FEE SCHEDULE ALLOWANCE. THE CHARGE HAS BEEN
ADJUSTED TO THE SCHEDULED ALLOWANCE.

- CARRIER EXPLANATION REASON CODE

601 -CHARGES EXCEED MAXIMUM ALLOWANCE FOR INTERPRETER SERVICES

5422 -THE INTERPRETERS BILL IS, PURSUANT TO ADMINISTRATIVE DIRECTORS RULES 9795.3, EXCESSIVE AND
UNREASONABLE. WE HAVE PAID WHAT WE DETERMINED AS REASONABLE AND ARE OBJECTING TO THE
REMAINING BALANCE.

5423 -ACCORDING TO THE ADMINISTRATIVE DIRECTORS RULES SECTION 9795.3, INTERPRETER FEES SHALL BE
BILLED AND PAID AT THE RATE OF $11.25 PER QUARTER HOUR OR PORTION THEREOF, WITH A MINIMUM
PAYMENT OF TWO HOURS, OR THE MARKET RATE, WHICHEVER IS GREATER. THE INTERPRETER SHALL
ESTABLISH THE MARKET RATE FOR THE INTERPRETERS SERVICES BY SUBMITTING DOCUMENTATION TO THE

CLAIMS ADMINISTRATOR, INCLUDING A LIST OF RECENT SIMILAR SERVICES PERFORMED AND THE AMOUNTS
PAID FOR THOSE SERVICES.




PO Box 40790

l“ U N |ted Hea rtla ﬂd Lansing, M1 48501-7990 CHECK DATE : 05/13/2022

UnitedHeartland.com CHECK NUMBER : 102403365

Payable To:  Joyce Altman Interpreters, Inc.
P.O. Box 4165
Tustin, CA 92781-4165

EMPLOYEE NAME FROM DATE THRU DATE MBR INVOICE AMOUNT
CLAIM NO. COMMENT NUMBER NUMBER

12/20/2021 12/20/2021 4022-74952 $90.00

TOTAL $90.00

J MAY 2.4 2002 ,j

MAY 2 J 079
pv. W3

Questions may be directed to us at : 800-258-2667 ot :
Check Number : 102403365




l“ UmtedHearﬂaﬂd United Heartland - California 4022

Process Date: 05/12/2022
Control Number: 74952
EOR Page 1 of 2
Rev/Aud: AA/SN

Claim Number: PPO/OSR ID:
Claimant: NPI Number:
Provider Tax ID: 330956713 Vendor: 1313 Claimant SSN:
Provider Ref: 81193 Geo Zip: 92781 Date Of injury: 04/12/2021
Provider License: 999999999 Claims Received Date:  05/05/2022
Joyce Altman Interpreters, Inc. ICD-DX1: T14.90 Injury, unspecified
P.O. Box 4165

Tustin, CA 92781-4165

MPN Claim: N Region: 26

DOS POS: Code Mod Service Description Units Charge BR/Red PPO/Red -:--Other/fRed  Allowance Reasons
12/20/21 11 T1013 SIGN LANGUAGE/( 1.000 180.00 90.00 0.00 0.00 90.00 G1,601,5422,
5423
TOTALS: 180.00 90.00 0.00 0.00 90.00

TOTAL RECOMMENDED ALLOWANCE:

Rendering Provider Name: HASSANIN, MOHAMED
Rendering Provider NPI: 9999999999

DWC CODE DESCRIPTION
Gl

90.00

-THE CHARGE EXCEEDS THE OFFICIAL MEDICAL FEE SCHEDULE ALLOWANCE. THE CHARGE HAS BEEN
ADJUSTED TO THE SCHEDULED ALLOWANCE.

CARRIER EXPLANATION REASON CODE
601 -CHARGES EXCEED MAXIMUM ALLOWANCE FOR INTERPRETER SERVICES

5422 -THE INTERPRETERS BILL IS, PURSUANT TO ADMINISTRATIVE DIRECTORS RULES 9795.3, EXCESSIVE AND
UNREASONABLE. WE HAVE PAID WHAT WE DETERMINED AS REASONABLE AND ARE OBJECTING TO THE
REMAINING BALANCE.

5423

-ACCORDING TO THE ADMINISTRATIVE DIRECTORS RULES SECTION 9795.3, INTERPRETER FEES SHALL BE
BILLED AND PAID AT THE RATE OF $11.25 PER QUARTER HOUR OR PORTION THEREOF, WITH A MINIMUM
PAYMENT OF TWO HOURS, OR THE MARKET RATE, WHICHEVER IS GREATER. THE INTERPRETER SHALL
ESTABLISH THE MARKET RATE FOR THE INTERPRETERS SERVICES BY SUBMITTING DOCUMENTATION TO THE

CLAIMS ADMINISTRATOR, INCLUDING A LIST OF RECENT SIMILAR SERVICES PERFORMED AND THE AMOUNTS
PAID FOR THOSE SERVICES.




MAXIMUS

Federal Services

MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006

Sacramento, CA 95813-8006

(855) 865-8873 Fax: (916) 605-4280 <0120

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% October 27, 2022

Joyce Altman Interpreters, Inc. \
Attn: Joyce Altman 0€T 3 1 022

PO Box 4165
Tustin, CA 92781

IBR Case Number | CB22-0001967 ]
Claim Number

Assignment Date 09/15/2022

Claims Administrator | Chartis (AIG)

Date(s) of service 11/11/2021 - 11/18/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Services x 2

Date of Injury 07/15/2020

Application Received | 08/19/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $180.00 in additional reimbursement for a total of $360.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $360.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.



Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis (AIG)
Division of Workers’ Compensation (DWC) Medical Unit

2 v1l.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 2
submitted for dates of service 11/11/2021 — 11/18/2021.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
08/30/2022. Response not yet received.

Itemized invoices

e 11/11/2021 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

e 11/18/2021 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

EORs reflect reimbursement of $90.00 for each date of service 11/11/2021 and 11/18/2021. The
charge exceeds the OMFS allowance, the charge has been adjusted to the scheduled allowance.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

e An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

e A medical treatment appointment;

¢ b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 11/11/2021 and 11/18/2021 were signed by the
patient, medical provider and interpreter certify the patient is not proficient in English and
requested a certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks. and Explanation of Payments.

Based on the documentation, interpreter verification form, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 2 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 2.

The table(s) below describe the pertinent claim line information.

4 vl.2



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 2
Date of Service: 11/11/2021 — 11/18/2021

Interpreter

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00

Notes

Overturn DOS 11/11/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -

$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 11/18/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis

Copy to:

Chartis (AIG)

PO Box 25977

Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



P4000028000

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

1

e
202204190129
-

Electronic Service Requested o
S
Page 10of 3 -
ALL FOR AADC 928k
33048 D0.7130 AB 0.458 Check No.: 35453563

dpllpge bt e el RFP No.: 139013 2
ggvg%xAHEéN INTERPRETERS INC 515 Check Date: 04/19/2022 e
TUSTIN. CA 9278L-41b5 Check Amount: 90.00 2
Insured: CAITAC GARMENT PROCESSING ™

INC

Claimant:
, Claim Office: 572
* Insuring Company: AMERICAN HOME ASSURANCE
, PR 2 e COMPANY
vl L0 Lld
Payee Name: JOYCE ALTMAN INTERPRETERS
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000014022293 001 07/15/2020 MED 0 90.00

Total Amount 90.00
Reason for Payment
ORG: 180.00 ACT: 80250 111121-111121

RAES A

Use File # 572/00083102 on all correspondence for prompt processing.'f
For check information call: 877-802-5246




P4000028003

AlG

202204190129

AIG CLAIMS, INC.

P.0. BOX 25978

EXPLANATION OF BILL REVIEW

SHAWNEE MISSION KS 66225

ALL FOR AADC H92b

33048 0.7130 AB D.458
el le WA iyl el

JOYCE ALTMAN INTERPRETERS INC 515
PO _BOX 4lb5
TUSTIN. CA 92781L-4155
Billing Provider: Claim #:
JOYCE ALTMAN INTERPRETERS INC Claimant:
PO BOX 4165 Date of Injury: N7/15/2090
TUSTIN CA 92781 Claimant SSN:
. 330956713 State Claim #: ADJ14330481
Tax ID: Patient Acct # 80250

State License #:
NPI #:

9999999999

Rendering Provider:

Service Dates:

Policy #:

11/11/2021-11/11/2021

000014022293
Employer: CAITAC GARMENT PROCESSING INC

Page 2 of 3

Invoice #: 2210101111
Control #: 26221040021900

Date Received:

o

04/05/2022

Date Reviewed: 04/14/2022
Date Processed: 04/18/2022

Jurisdiction: CA

20F3F

ENV 33048

Tax ID/NPI #: insurer: AMERICAN HOME ASSURANCE CO
Datesof | Billed | Paid | | Billed | FeeSchedule | ~PPO Recommended|
Service  |Proc Code \Proc Code | Units | Charges | or Customary | Savings | Allowance |  Codes
114172021 | T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
Totals 180.0 90.00 0.00 90.00
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.
* -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

AlG 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 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)

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

CONTINUED



P4000028003

AI G EXPLANATION OF BILL REVIEW Page 3 of 3
Invoice #: 2210101111

202204190129

AIG CLAIMS, INC. Control #: 26221040021900

P.O. BOX 25978 ]
SHAWNEE MISSION KS 66225

* .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 shalil be liabie 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 AMERICAN HOME ASSURANCE COMPANY

Negotiated/ PPO Savings: 0.00 Check #: 35453563
Recommended Amount: 90.00 Check Date: 04/19/2022
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

20F3B

ENV 33048
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American International Group, Inc. ]

PO Box 25565
Shawnee Mission, KS 66225
202204260127 v W 412 Tﬁ: '!T “’7 TE;-:‘ U\'V %
Electronic Service Requested a I o
Gl Z
o Page 1 of 3 =
ALL FOR AADC 92b
17329 D.7b48 AB 0.458 BY Check No.: 35461635
T T AT DU TR TR U UTE R [ E TR ©URFP N0 143695 A
JOVCE ALTHAN INTERPRETERS INC 224 Check Date: 04/26/2022 =
TUSTIN. CA 92?781-H41b5 Check Amount: 90.00 %
Insured: CAITAC GARMENT PROCESSING
INC
Claimant:
Claim Office: 572
Insuring Company: AMERICAN HOME ASSURANCE
COMPANY
Payee Name: JOYCE ALTMAN INTERPRETERS
" PolicyNo. | ClaimNo. |  Symbol  Dateofloss| Type |Status Amount
| 000014022293 | 001 07152020 MED | O | 9000
Total Amount 90.00
Reason for Payment
ORG: 180.00 ACT: 80250 111821-111821
v ‘kx /"\ — -
Use File # 572/00083102 on all correspondence for prompt processing e ', "\.‘
For check information call: 877-802-5246 o '/2
o,
- i A 646586 (PC6)
SHAWNEE MISSION KS 66225 @
o
5
ALL FOR A
17329 0.7b48 AB D.458 ADC See -
o g g g e e g .
gngnghIEéN INTERPRETERS INC 224 2
TUSTIN. CA  92781-41b§ >
m

Billing Provider: Claim #:
JOYCE ALTMAN INTERPRETERS INC  Claimant:
PO BOX 4165 Date of Injury: 07/15/2020

TUSTIN CA 92781 Claimant SSN:

e e o s AP A ANNSYS A A > & p— - - N B i D e 3 e e o



-
P4000028003
'Wg AI G EXPLANATION OF BILL REVIEW Page 3 of 3
—
& Invoice #: 2210800658
AIG CLAIMS, INC. Control #: 26221110024500

P.O. BOX 25978
SHAWNEE MISSION KS 66225

* .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 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 bilt review, and the time limit for requesting independent bill review shall not begin to run

until the resolution of that issue becomes final. (ZD49)
P VI T T T 3o m ommlimnr t1mrdmrmarribban b AMEDICAN HOME ACQIIRANCE COMPANY

s}
[as]
29
o}
~
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AlG

202204260127

AlG CLAIMS, INC.

P.O. BOX 25978

SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

ALL FOR AADC 92k

17329 0.7?b48 AB O.458

UL P T LU T TRR O TR A T LU T
JOYCE ALIEéN INTERPRETERS INC

PO BOX

TUSTIN. CA

Billing Provider:

92781-41b

5

JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165

TUSTIN CA 92781

Tax ID:
NPI #:

330966713

State License #:
9999999999

Rendering Provider:

224
Claim #:
Claimant:
Date of Injury: 07/15/2020
Claimant SSN:
State Claim #: ADJ14330481
Patient Acct#: 80250
Service Dates: 11/18/2021-11/18/2021
Policy #: 000014022293

Page 2 of 3

Invoice #: 2210800658
Control #: 26221110024500

Date Received:

L

b

@ 4% -
o
B
Qo
(o]
=]
o
[ag]
~
>
Z
[58)

04/12/2022

Date Reviewed: 04/21/2022
Date Processed: 04/25/2022

Jurisdiction: CA
Employer: CAITAC GARMENT PROCESSING INC

AMERICAN HOME ASSURANCE CO

Tax ID/NPI #: Insurer:
~ Dates of Billed Paid ] Billed | FeeSchedule| PPO |Recommended
. Service Proc Code |Proc Code | Units | Charges | or Customary | Savings | Allowance Codes
11/18/2021  [T1013 [T1013 8.00 180.000 ~ 90.00 000 90.00(1.2
Totals 180.00 900 000 9000

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 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 . AlG 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 bili 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. (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)

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 3 of 3
Invoice #: 2210800658
AIG CLAIMS, INC. Control #: 26221110024500

P.O. BOX 25978
SHAWNEE MISSION KS 66225

* -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 bili 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 AMERICAN HOME ASSURANCE COMPANY

Negotiated/ PPO Savings: 0.00 Check #: 35461635
Recommended Amount: 90.00 Check Date: 04/26/2022
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

20F3B
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RE0102732-0001_of _000.

AlG WEST WC
P O BOX 2934
CLINTON IA 62733-2934

0102732 01 RE0.515 "AUTO T6 2 1742 92781-416565

JOYCE ALTMAN INTERPRETERS, INC.
P.O. BOX 4165
TUSTIN CA 92781-4165

DIRECT INQUIRIES TO:

PHONE: 1-315-234-2600

AIG WESTWC TR
P. 0. BOX 2934
CLINTON IA 52733-2934

NATIONAL UNION FIRE INSURANCE CO.OF P

CLAIM NO.

CLAIMANT

DESCRIPTION: IBR

DATE OF SERVICE: 11-Nov-2021 TO 18-Nov-2021

DETACH AND RETAIN THIS STUB FOR YOUR RECORDS

PAGE 1 OF 1
-P02734 CO1
\\
P i 'y
~ 7T N
DR 4% N M

€ - .
£,

| pec2lnml &

.-

ﬂ'-fa
" BRANCHNO 269 CHECK NO. 0184322966
ACC.DATE  15-Jul-2020 VN. 0000660411
‘ )
DATE: 14-Dec-2022
PAYMENT AMOUNT: $180.00

CHECK NO. 0184322966 ATTACHED BELOW

Lo



AIG WESTWC
P O BOX 2934
CLINTON IA 52733-2934

PAGE 1 OF 1

0102646 01 RE0.515 **AUTO T611 1748 92781-416565 -P02648 CO1
I L P e T Ly L e e
i@t JOYCE ALTMAN INTERPRETERS, INC.
i P.O. BOX 4165

TUSTIN CA 92781-4165
DIRECT INQUIRIES TO:
PHONE: 1-315-234-2600
AIG WEST WC
P. 0. BOX 2934
CLINTON I|A 52733-2934
NATIONAL UNION FIRE INSURANCE CO. OF P
CLAIM NO. BRANCH NO. 269 CHECK NO. 0184549714

!

CLAIMANT: ’ ACC.DATE  15-Jul-2020 VN. 0000917234
DESCRIPTION: OUSTANDING BALANCE DATE- 22-Dec-2022

DATE OF SERVICE: 02-Apr-2021 TO 24-May-2022 PAYMENT AMOUNT: $2,070.00

RE0102646-0001_of 0001 1748-0002786 {G26V)

DETACH AND RETAIN THIS STUB FOR YOUR RECORDS CHECK NO. 0184549714 ATTACHED BELOW
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MAXIMUS | eoe.
Federal Services | [WHHHL.

MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006

Sacramento, CA 95813-8006

(855) 865-8873 Fax: (916) 605-4280 7 6 9\5 O

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
i December 12, 2022
Joyce Altman Interpreters, Inc.
Attn: Joyce Altman DEC 1 9 2022

PO Box 4165
Tustin, CA 92781

IBR Case Number CB22-0002406
Claim Number
Assignment Date 10/31/2022

Claims Administrator | Chartis (AIG)

Date(s) of service 12/20/2021 - 12/20/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 07/15/2020

Application Received | 09/26/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 v1.2



Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis (AIG)
Division of Workers” Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR § 9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 12/20/2021.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
10/13/2022. Response not yet received.

Itemized invoice

e 12/20/2021 Interpreting for physiotherapy (Billed at a minimum of 2 hours)

EORs reflect reimbursement of $90.00. Charge exceeds the amount indicated in the fee schedule.
CCR § 9795.3. Fees for Interpreter Services.

» a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

* b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavit dated 12/20/2021 was signed by the patient, medical provider
and interpreter certify the patient is not proficient in English and requested a certified interpreter.
Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 12/20/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
Chartis (AIG)
PO Box 25977

Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

v1.2



P4000028000

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

202205190128

Electronic Service Requested o
5
ALL FOR AADC 92k Page 1 of 3 -
3348k 0.9555 AB 0.458 Check No.: 35489084
CUUTH TR TR T SRR B (R [T RFP No.: 157424 2
JOYCE ALTHAN INTERPRETERS INC 530 Check Date: 05/19/2022 &
TUSTIN. CA 92781-41b5 ~ Check Amount: 90.00 2
N TS insured: CAITAC GARMENT PROCESSING ™
\ : Claimant: e
| MAY 252012 . :
Claim Office: 572
o ..~ lnsuring Company: AMERICAN HOME ASSURANCE
F £ /A0 AT W YRR 4 COMPANY
b Payee Name: JOYCE ALTMAN INTERPRETERS
. MAY 24 2822
o
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000014022293 . 001 07/15/2020 MED 0O 90.00
Total Amount 90.00

Reason for Payment
ORG: 180.00 ACT: 80250 122021-122021

Use File # 572/00083102 on all correspondence for prompt processing.
For check information call: 877-802-5246

646586 (PC6)



P4000028003

AIG

AIG CLAIMS, INC.

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW Page 2 of 3

202205190128

Invoice #: 2213201223
Control #: 26221360066000

ALL FOR AADC 92k
3348b 0.9555 AB D.u458

JOYCE ALTMAN INTERPRETERS INC 330

PO BOX 4lk5

TUSTIN. CA 9278L-41bk5
Billing Provider: Claim #:
JOYCE ALTMAN INTERPRETERS INC  Claimant:
PO BOX 4165 Date of Injury: 07/15/2020
TUSTIN CA 92781 Claimant SSN:

) 3095671 State Claim #: ADJ14330481 Date Received: 05/06/2022
ax o ce:sf#? 3 Patient Acct # 80250 Date Reviewed: 05/16/2022
NPI# 9999999999 Service Dates: 12/20/2021-12/20/2021 Date Processed: 05/18/2022

Jurisdiction: CA

40F4F

ENV 33486

Rendering Provider:

Policy #:

000014022293
Employer: CAITAC GARMENT PROCESSING INC

Tax ID/NPI #: Insurer: AMERICAN HOME ASSURANCE CO
Datesof | Billed | Paid | | Billed | FeeSchedule = PPO |Recommended|
Service . |Proc Code Proc Code | Units | Charges | or Customary | Savings | Allowance | Codes
12/20/2021  [T1013 T1013 8.00 180.00 90.00 0.00 90.00(1 .2
Totals 180.00 90.00 0.00 90.00
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.
* -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 aliows 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 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 26978, 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 AlG at: 877-802-5246

CONTINUED



AIG WESTWC
P O BOX 2934
CLINTON IA 52733-2934

PAGE 1 OF 1

0102646 01 RE0.515 **AUTO T611 1748 92781-416565 -P02648 CO1
I L P e T Ly L e e
i@t JOYCE ALTMAN INTERPRETERS, INC.
i P.O. BOX 4165

TUSTIN CA 92781-4165
DIRECT INQUIRIES TO:
PHONE: 1-315-234-2600
AIG WEST WC
P. 0. BOX 2934
CLINTON I|A 52733-2934
NATIONAL UNION FIRE INSURANCE CO. OF P
CLAIM NO. BRANCH NO. 269 CHECK NO. 0184549714

!

CLAIMANT: ’ ACC.DATE  15-Jul-2020 VN. 0000917234
DESCRIPTION: OUSTANDING BALANCE DATE- 22-Dec-2022

DATE OF SERVICE: 02-Apr-2021 TO 24-May-2022 PAYMENT AMOUNT: $2,070.00

RE0102646-0001_of 0001 1748-0002786 {G26V)

DETACH AND RETAIN THIS STUB FOR YOUR RECORDS CHECK NO. 0184549714 ATTACHED BELOW



MAXIMUS | s

Federal Services | [
MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 95813-8006
(855) 865-8873 Fax: (916) 605-4280 S{ QL( 5&

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

 October 25, 2022

000076

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman .
PO Box 4165 0CT 31 2022
Tustin, CA 92781

IBR Case Number CB22-0001764
Claim Number
Assignment Date 09/12/2022

Claims Administrator | Chartis (AIG)

Date(s) of service 04/08/2021 - 05/13/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Services x 4

Date of Injury 03/11/2020

Application Received | 07/27/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers® Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $360.00 in additional reimbursement for a total of $540.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $540.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 v1.2



Appeals must be filed with the Workers® Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis (AIG)
Division of Workers” Compensation (DWC) Medical Unit

2 v1.2
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DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR § 9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 4
submitted for dates of service 04/08/2021 — 05/13/2021.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
08/24/2022. Response not yet received.

Itemized invoices

e 04/08/2021 Interpreting for PR2/Reeval $180.00 (Billed at a minimum of 2 hours)

o 04/23/2021 Interpreting for Initial Chiro $180.00 (Billed at a minimum of 2 hours)

e 05/06/2021 Interpreting for follow up chiro $180.00 (Billed at a minimum of 2 hours)

e 05/13/2021 Interpreting for Initial physiotherapy $180.00 (Billed at a minimum of 2 hours)
EORSs reflect reimbursement of $90.00 for each date of service 04/08/2021 — 05/13/2021. Charges
exceed the OMFS allowance; charge has been adjusted to the scheduled allowance.

CCR § 9795.3. Fees for Interpreter Services.
¢ a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

¢ b) The following fees for Interpreter Services provided by a certified or provisionally

certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks. and Explanation of Payments. ,

Based on the documentation, and market rate examples; additional reimbursement is indicated.
Interpreter Services x 4 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 4.

The table(s) below describe the pertinent claim line information.

4 vl.2



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 4

Date of Service: 04/08/2021 —05/13/2021

Interpreter

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers” Comp Allowed Amt. | $180.00

Notes Overturn DOS 04/08/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 04/23/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers” Comp Allowed Amt. | $180.00

Notes Overturn DOS 05/06/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

‘| Refer to Analysis

vl.2



Service Code Interpreter Services
Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 05/13/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -

$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
Chartis (AIG)
PO Box 25987

Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



P4000028000

American International Group, Inc. I

PO Box 25565
Shawnee Mission, KS 66225

202203280130

Electronic Service Requested
ALL FOR AADC 92b Page 1 of 3
20130 D.9028 AB 0.458 Check No.: 35427076
LR BUTTTIEH TR VTR TH TR TR R RFP No.: 127307
ggvg%XAHEéN INTERPRETERS INC 337 Check Date: 03/26/2022
TUSTIN- CA 92781-41b5 Check Amount: 360.00
Insured: DECISIONHR |, INC.
Claimant:
Claim Office: 572
Insuring Company: AMERICAN HOME ASSURANCE
COMPANY
= f\ﬂ” gﬁr\"‘ Payee Name: JOYCE ALTMAN INTERPRETERS
\/’ [PR OF i .)f
ner
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000023540579 001 03/11/2020 MED 0] 360.00
Total Amount 360.00

Reason for Payment \/
ORG: 720.00 ACT: 80452 040821-051321

Use File # 572/00073064 on all correspondence for prompt processing.

Py
MR g 0y

For check information call: 877-802-5246

10OF4F

ENV 20130



P4000028003

;; AI G EXPLANATION OF BILL REVIEW Page 2 of 3
Invoice #: 2207601072
AIG CLAIMS, INC. Control #: 26220810065500

P.O. BOX 25978
SHAWNEE MISSION KS 66225

ALL FOR AADC 92b
20130 0.9028 AB 0.458

JOYCE ALTMAN INTERPRETERS INC 337
PO BOX 41b5
TUSTIN. CA 9278L-4LL5S

20F4F

ENV 20130

Billing Provider: Claim #:

JOYCE ALTMAN INTERPRETERS INC  Claimant:

PO BOX 4165 Date of Injury: 03/11/2020
TUSTIN CA 92781 Claimant SSN:

. 71 State Claim#: ADJ13389157 Date Received: 03/14/2022
TaxiD: 33095713 Patient Acct #: 80452 Date Reviewed: 03/22/2022
NPI# 9999999999 Service Dates: 04/08/2021-05/13/2021 Date Processed: 03/25/2022
Rendering Provider: Policy #: 000023540579 Jurisdiction: CA
------ Employer: DECISIONHR |, INC.

Tax ID/NPI #: Insurer: AMERICAN HOME ASSURANCE CO

~Datesof | Billed | Pad | | Billed | FeeSchedule| PPO Recommended|
Service  |Proc Code Proc Code | Units | Charges | orCustomary | Savings | Allowance | Codes
04/08/2021 T1013 T1013 8.00 180.00 90.00 0.00 90.00/1,2
04/23/2021 T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
05/06/2021 T1013 T1013 8.00 180.00 90.00 0.00 90.00/1,2
05/13/2021 T1013 T1013 8.00 180.00 90.00 0.00 90.00(1,2
Totals 720.00 360.00 0.00 360.00
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.

* -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 . AlG 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 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)

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

CONTINUED




P4000028003

AI G EXPLANATION OF BILL REVIEW Page 3 of 3
Invoice #: 2207601072

202203280136

AIG CLAIMS, INC. Control #: 26220810065500

P.0. BOX 25978
SHAWNEE MISSION KS 66225

* -Medical bills and reconsideration requests shouid 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 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 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 AMERICAN HOME ASSURANCE COMPANY

Negotiated/ PPO Savings: 0.00 Check #: 35427076
Recommended Amount: 360.00 Check Date: 03/26/2022
Previously Paid: 0.00 Method of Payment: Check
Payment: 360.00 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

20F4B

ENV 20130



MAXIMUS

Federal Services

ﬁﬁ@cﬁ. .
A s

MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006

Sacramento, CA 95813-8006 X

(855) 865-8873 Fax: (916) 605-4280 g-o“ gq

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

October 31, 2022

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman

PO Box 4165

Tustin, CA 92781

IBR Case Number CB22-0002014

Claim Number

Assignment Date 09/20/2022

Claims Administrator | Chartis (AIG)

Date(s) of service 11/11/2021 - 11/11/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 02/16/2020

Application Received | 08/26/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.



Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis (AIG)
Division of Workers” Compensation (DWC) Medical Unit

2 vl.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 11/11/2021.
Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
09/02/2022. Response not yet received.
Itemized invoice

e 11/11/2021 Interpreting for shockwave therapy $180.00 (Billed at a minimum of 2 hours)
EORs reflect reimbursement of $90.00. Charge exceeds the OMFS allowance; charge has been
adjusted to the scheduled allowance.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavit dated 11/11/2021 was signed by the patient, medical provider
and interpreter certify the patient is not proficient in English and requested a certified interpreter.
Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 11/11/2021

Interpreter

Service Code Interpreter Service

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers” Comp Allowed Amt. | $180.00

Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis

Copy to:

Chartis (AIG)

PO Box 25977

Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



P4000028000

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

2022042539158 " d
Electronic Service Requested : ﬁ =
€9
o)
ALL FOR AADC 92b Page 10f3 -
5185 2.2355 AB 0.458 Check No.: 35460082
||||ll||||||||||l|||||||||||||||||"||||l|||||l|||||||||||||||||| RFP No.: 142814 0
JOYCE ALTMAN INTERPRETERS INC 35 Check Date: 04/23/2022 -
PO BOX 41k5 >
TUSTIN. CA 92781-41bS Check Amount: 90.00 Z
Insured: DECISIONHR |, INC. =
Claimant:
Claim Office: 572
Insuring Company: AMERICAN HOME ASSURANCE
COMPANY
N <7 \‘(—\\ Payee Name: JOYCE ALTMAN INTERPRETERS
g
& vy 0 T 'f/
)
______ Dv' ‘:':"'"".“ e e s e
Policy No. ClaimNo. |  Symbol 1‘ Date of Loss| Type |Status  Amount
000023540503 - - 001 ] 02/16/20?0 MED 0 v90.00
Total Amount 90.00
Reason for Payment
ORG: 180.00 ACT: 80489.411121-111121
Use File # 572/00068435 on all correspondence for prompt processing.
For check information call: 877-802-5246
T
# B R T L
oL i
646586 (P
s —
l P4000O2R003 2 f 3 -
E Al G EXPLANATION OF BILL REVIEW Page 20 f—
: Invoice #: 2210401033 -
AIG CLAIMS, INC. Control #: 26221090014400 ) sa
P.0O. BOX 25978 E .
SHAWNEE MISSION KS 66225 .
.
o)
o
ALL FOR AADC 92k
5185 2.2355 AB D.u58
||||||||||||||||||||||||“|||u|||||u||||"||||||||||||||||||||| 3
JOYCE ALTMAN INTERPRETERS INC 35 -
PO BOX Wib5 Z
TUSTIN: CA 9278L-41bS Z




I P4000028003

5 AI G EXPLANATION OF BILL REVIEW Page 2 of 3 -
Invoice #: 2210401033 -
AIG CLAIMS, INC. Control #: 26221090014400 s
P.O. BOX 25978 5
SHAWNEE MISSION KS 66225 % . —-—
n
o)
ALL FOR AADC 92k o
5185 2.2355 AB 0.458
(P ECLU L PEPLLEEY ] 1] G PR T R U R UL T 2
JOYCE ALTMAN INTERPRETERS INC 35 b=
PO BOX 41b5 >
TUSTIN. CA  92781-41b5 z
Billing Provider: Claim #:
JOYCE ALTMAN INTERPRETERS INC Claimant:
PO BOX 4165 Date of Injury: 02/16/2020
TUSTIN CA 92781 Claimant SSN:
;::ttlenl:icense 4: Patient Acct #: 80489 Date Reviewed: 04/19/2022
NPI#: 9999999999 Service Dates: 11/11/2021-11/11/2021 Date Processed: 04/22/2022
Rendering Provider: Policy #: 000023540503 Jurisdiction: CA
______ Employer: DECISIONHR I, INC.
Tax ID/NPI #: Insurer: AMERICAN HOME ASSURANCE CO
- Dates of _ Billed Paid _ Billed | FeeSchedule| PPO Recommended
. Service Proc Code Proc Code | Units | Charges | or Customary | Savings | Allowance Codes
11/11/2021 [T1013 T1013 8.00 180.00 j 90.00 0.00 90.0011 ,2
Totals 180.00 ~90.00 0.00 50.00
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.

* -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 . AlG 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 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)

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

CONTINUED
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P O BOX 2934
CLINTON IA 52733-2934
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0102287 01 RE0.515 **AUTO T50 1722 92781-416565

P O. BOX 4165
TUSTIN CA 92781-4165

DIRECT INQUIRIES TO:

PHONE: 1-315-234-2600
AlIG WEST WC

P. O. BOX 2934
CLINTON IA 52733-2934
NATIONAL UNION FIRE INSURANCE CO. OF P

CLAIM NO.

[e)
=
>
=4
>
=
]

DESCRIPTION: CB22-0002014

DATE OF SERVICE: 11-Nov-2021 TO 11-Nov-2021

RE0102287-0001_of_0001 1722-0002395 (G26D,

DETACH AND RETAIN THIS STUB FOR YOUR RECORDS

JOYCE ALTMAN INTERPRETERS, INC.

PAGE 1 OF 1
-P02289 CO1
¢ —
BRANCH NO. 269 CHECK NO. 0183597665,
ACC.DATE  16-Feb-2020 VN. 0000185731
DATE: 15-Nov-2022
PAYMENT AMOUNT: $270.00

CHECK NO. 0183597665 ATTACHED BELOW



MAXIMUS

Federal Services

| MAXIMUS FEDERAL SERVICES, INC.

| Independent Bill Review

1 P.O. Box 138006

| Sacramento, CA 95813-8006

\ (855) 865-8873 Fax: (916) 605-4280 BO55S

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% August 23, 2022

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman AUG 3 0 2012
PO Box 4165

Tustin, CA 92781

IBR Case Number CB22-0001367
Claim Number
Assignment Date 07/08/2022

Claims Administrator | Chartis

Date(s) of service 09/30/2021 - 09/30/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 07/24/2019

Application Received | 06/10/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the.
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination. '

1 vl.2




Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis
Division of Workers” Compensation (DWC) Medical Unit

2 vl.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR § 9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
dates of service 09/30/2021 .

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
06/22/2022. Response not yet received.

Itemized Invoices

e 09/30/2021 Interpreting FU physiotherapy $180.00 (Billed at a minimum of 2 hours)

EORs reflect reimbursement of $90.00 with the rationale: this charge exceeds the OMFS
allowance.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board; _

¢ A medical treatment appointment;

¢ b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavit was signed by the patient, medical provider and interpreter
certify the patient is not proficient in English and requested a certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $180.00 ($90.00 per hour) as reflected on
invoices, copies of paid checks, and Explanation of Payments.

Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.

4 vl.2



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 09/30/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
Chartis

P. O. Box 25977
Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2
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American International Group, Inc. ' [

PO Box 25565 -
Shawnee Mission, KS 66225

202202151619 %
. . -
Electronic Service Requested

10F2F

Page 1 of 3
SINGLE PIECE

2242 0.548k SP 0O.5k0 Check No.: 35378303

1 T R O LT TR O LT LT LU LT T L T RFP No.: 103079

JOYCE ALTHAN INTERPRETERS INC 7 Check Date: 02/15/2022
TUSTIN. CA 92781-41k5 Check Amount: 90.00

Insured: ZODIAC US CORPORATION

ENV 2242

Claimant:

Claim Office: 572
Insuring Company: AMERICAN HOME ASSURANCE
COMPANY

Payee Name: JOYCE ALTMAN INTERPRETERS

g
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000012717061 001 07/24/2019 MED O 90.00

/ Total Amount 90.00
Reason for Payment
ORG: 180.00 ACT: 80555 093021-093021

Use File # 572/00055952 on all correspondence for prompt processin D E @ }-@ W W 0
s RLE g I VY T Hh

H

For check information call: 877-802-5246
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AlG

202202151619

AIG CLAIMS, INC,

P.O. BOX 25978
SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

SINGLE PIECE

cckie 0.548 SP 0.5k0

R TTL LU PR T U T B BT TU T L TR
JOYCE ALTMAN INTERPRETERS INC
PO BOX M4LE5S

TUSTIN. CA

Billing Provider:

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165

TUSTIN CA 92781

Tax ID:

330956713

State License #:

NP! #:

9999999999

Rendering Provider:

92?781-41b5

Claim #
Claimant:

7

Date of Injury: 07/24/2019

Claimant SSN:

State Claim #:
Patient Acct #

Service Dates:

80555

09/30/2021-09/30/2021

Policy #: 000012717061
Employer: ZODIAC US CORPORATION

Page 2 of 3

Invoice #: 2203501349

Control #: 26220410012600

Date Received:

e

01/24/2022

Date Reviewed: 02/10/2022
Date Processed: 02/14/2022

Jurisdiction: CA

20F2F

ENV 2242

Tax IDINPI #: Insurer: AMERICAN HOME ASSURANCE CO
Datesof | Billed | Paid | | Billed | FeeSchedule| PPO |Recommended|
Service  |Proc Code Proc Code| Units | Charges | or Customary | Savings | Allowance | Codes
09/30/2021 ]T1013 T1013 8.00 180.00 0.00 90.00/1.2,3 4
Totals 180.0 0.00 90.00
Diagnosis:
T1490 INJURY, UNSPECIFIED

1 -This charge was adjusted for the reasons set forth in the attached letter.
2 -The charge exceeds the Official Medical Fee Schedule allowance. The charge has been adjusted to the scheduled allowance.

3 -The reduction was made for reasons indicated in note below or on the attached note or letter.

4 -The charge for the procedure exceeds the amount indicated in the fee scheduls.
* -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 . AlG 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 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. (Z657)

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

CONTINUED
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MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006

Sacramento, CA 95813-8006 X(g 0 ©

(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

3% October 27, 2022
Joyce Altman Interpreters, Inc. OGT 22
Attn: Joyce Altman 3122
PO Box 4165
Tustin, CA 92781

IBR Case Number CB22-0001968
Claim Number
Assignment Date 09/15/2022

Claims Administrator | Chartis (AIG)

Date(s) of service 11/12/2021 - 11/12/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 05/15/2021

Application Received | 08/19/2022

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers® Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl2



Appeals must be filed with the Workers” Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Chartis (AIG)
Division of Workers’ Compensation (DWC) Medical Unit

2 v1.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

e ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 11/12/2021.

e Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
08/30/2022. Response not yet received.

e Itemized invoice

e 11/12/2021 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

¢ EORs reflect reimbursement of $90.00. Charge exceeds the OMFS allowance; charge was adjusted
to the scheduled allowance.

e CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

e Interpretation Confirmation Affidavit dated 11/12/2021 was signed by the patient, medical provider
and interpreter certify the patient is not proficient in English and requested a certified interpreter.

e Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

¢ Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

¢ Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.

4 vl.2



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 11/12/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
Chartis (AIG)
PO Box 25977

Shawnee Mission, KS 66225

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

v1.2



P4000028000

American International Group, Inc. / s
PO Box 25565 y
Shawnee Mission, KS 66225
202204201657 %
Electronic Service Requested - =
B
Page 10f 3 =
SINGLE PIECE
912 0.548b SP 0.5k0 Check No.: 35454933
TU FY U Y TUTLERL LU P L L LT [ Ry L RFP No.: 139970 o
gnggXAhIEéN INTERPRETERS INC 3 Check Date: 04/20/2022 %
TUSTIN- CA  92781-41b5 Check Amount: 90.00 b
Insured: DMS| HOLDINGS INC
Claimant:
Claim Office: 572
Insuring Company: AlU INSURANCE COMPANY
Payee Name: JOYCE ALTMAN INTERPRETERS
Policy No. Claim No. Symbol Date of Loss| Type Status Amount
000048426040 001 05/15/2021 MED o 90.00
Total Amount 90.00

Reason for Payment
ORG; 180.00 ACT: 81806 111221-111221

Use File # 572/00086540 on all correspondence for prompt processing.

For check information call: 877-802-5246




P4000028003

AlG

202204201617

AIG CLAIMS, INC.

P.O. BOX 25978

SHAWNEE MISSION KS 66225

EXPLANATION OF BILL REVIEW

SINGLE PIECE

912 0.548k SP 0.5bk0
|||||||||||||||||||||u||h|||||||l||||||||||||||||||||u||||l|||

JOYCE ALTMAN INTERPRETERS INC
PO BOX 41b5

TUSTIN. CA

Billing Provider:

92781-41b

5

JOYCE ALTMAN INTERPRETERS INC

PO BOX 4165
TUSTIN CA 92781

Tax ID:
State License #:
NPI #:

330966713

9999999999

Rendering Provider:

3

Claim #:
Claimant;

Date of Injury:
Claimant SSN:

056/15/2021

State Claim #: ADJ14803773
Patient Acct#: 81806

Service Dates:

11/12/2021-11/12/2021

Policy #: 000048426040
Employer: DMSI HOLDINGS INC

Invoice

Page 2 of 3
#: 2210201179

Control #: 26221050025300

Date Received:

s

04/06/2022

Date Reviewed: 04/15/2022

Jurisdiction: CA

Date Processed: 04/19/2022

2F

20F

ENV 912

Tax ID/NPI #: Insurer: AM INTL UNDRWRTRS & AlU INS CO
Dates of Billed - |  Paid | Billed | FeeSchedule| PPO |Recommended|
~Service Proc Code |Proc Code | Units | Charges | or Customary | Savings | Allowance ‘Codes
11/12/2021 |T1013 T1013 8.00 180.00 90.00 0.00 90.0011 ,2
Totals 180.00 90.00 0.00 80.00
Diagnosis:
T1480  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 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 1-800-682-4.

491. (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 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 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. (Z657)
* -The Payment Status Code reflects the recommended ailowance 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 AlG at: 877-802-5246

CONTINUED
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MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.0. Box 138006 .
Sacramento, CA 95813-8006 JRN 10 e
(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

% January 6, 2022

000073

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman

PO Box 4165

Tustin, CA 92781
IBR Case Number CB21-0002555
Claim Number 31535271
Assignment Date 11/16/2021

Claims Administrator | AmTrust
Date(s) of service  * | 03/16/2021 - 04/13/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name Noriega Enriquez, Cirilo
Disputed Codes Interpreter Services x 3

Date of Injury 08/23/2019

Application Received | 10/15/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $270.00 in additional reimbursement for a total of $450.00. A detaiied expianation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $450.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.
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Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.
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ANALYSIS AND FINDING

Based on review of the case file the following is noted:

e ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 3
submitted for dates of service 03/16/2021 — 04/13/2021.

e Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
10/29/2021. Response not yet received.

e [temized Invoices
e 03/16/2021 Interpreting for follow up chiro treatment $180.00 (Billed at a minimum of 2

hours)

e 04/06/2021 Interpreting for follow up chiro treatment $180.00 (Billed at a minimum of 2
hours)

o 04/13/2021 Interpreting for follow up chiro treatment $180.00 (Billed at a minimum of 2
hours)

e EORs reflect reimbursement of $90.00 for each date of service 03/16/2021 — 04/13/2021. The
OMEFS does not list this code. An allowance has been made for a comparable service.

e CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

e An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

o Interpretation Confirmation Affidavits dated 03/16/2021 — 04/13/2021 were signed by the patient,
medical provider and interpreter certify the patient is not proficient in English and requested a
certified interpreter.

e Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $180.00 ($90.00 per hour) as reflected on
invoices, copies of paid checks, and Explanation of Payments.

¢ Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 3 Overturned.

e Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 3.

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 3

Date of Service: 03/16/2021 —04/13/2021

Interpreter

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 03/16/2021

$90.00 (Market Rate for One
hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 04/06/2021

$90.00 (Market Rate for One
hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Services

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 04/13/2021
$90.00 (Market Rate for One
hour) * 2 (hours) = $180.00 -

$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis
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Copy to:

AmTrust
PO Box 89404
Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612
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o - SEQUOIA INSURANCE COMPANY JP Morgan Chase " CHECK NO,
P.O. BOX 740042 Syracuse, NY -00235937
ATLANTA, GA 30374-0042 50-937/213 3153527-1
QWC1071438
“DATE " AMOUNT
5/21/2021 $90.00

N|netv and 0/1005 D0||ars****************************************************************

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE

ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC .

Mail To PO BOX 4165 //7 AN L
TUSTIN . CA92781-

"00¢355937* 1KO2i00002M: 22BE733BB3e

PAT 2 5 2021

Explanation Of Bill Review

Check Number 00235937 SEQUOIA INSURANCE COMPANY
Claim Number: AmTrust North America
Regulatory ID: P.O. Box 89404

Bill Number: 16442954 Cleveland, OH 44101

FP1-MICA-1410797
OWC1071438/Murat Gronp LLC

858-385-4040
Fx e Y G RP WP T

H W ra W@ .
- [ 5
i P I Fitdy i

Invoice Number:
Policy / Insured:
Claimant Name:
Payee ID / Name:
Loss Date:
Location:

JOYCE ALTMAN INTERPRETERS INC
8/23/2019 FP1-MJCA-1410797
2019 E ARTESIA BLVD LONG BEACH CA 90805

s

Examiner Code: 30372 Y ) («(( ii {

Network/PPO Network: Co g ot

DATES of | CPT REDUCT PO FIT,

SERVICE | Code DESCRIPTION Units CHARGED AMOUNT | SAVINGS ALLOWED | REASON

V162021 | Q00014 INTERPRETER OTIIFR 15 120.00 180.00 90.00 0.00 90.00 | G2. 402
120,00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOLES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.:
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307:

402 - PLEASE NOTE THAT

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits billing of the patient (or any balance in excess of the amount
recommended. Any reduction is due 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 agreement witl the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTH CARE FACILYTTES OR BILEING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 17172013, Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conform (o
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. 11 the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, 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 (13R): If the only dispule is the amount of payment and the second bill review does not resolve the payment dispute, a provider may submit a Request for IBR within 30 days
of service of the SBR. pursuant to Section 4603.2 or 4622. The Request for IBR must conform to the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure to request an IBR
within 30 days will deem (he bill satistied and neither the employer nor employee shall be liable for any further payment. If the employer has contested Kability (or any issue other than the reasonable
amount payable for services, 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 issuc becomes final.
cxcept as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWWAVAILITY.COM AND CHOOSE THE *REGISTER® TAB.

Amtrust North America, PO Box 94574, Cleveland, O11 44101, (800) 732-0153, is designated to receive by certified mail requests for petition of reimbursement,



- SEQUOIL URANCE COMPANY . JP Morgan Chase Cl ,
P.0. BOX 740042 NS : Syracuse, NY = 00237912
ATLANTA, GA 30374-0042 50-937/213 31535271
QWC1071438

Lo DATE -5 i o AMOUNT .. -
6/10/2021 $90.00

Ninet\/ and 0/1005 Do[|ars****************************_*:***********_************************

PAYTO JOYCE ALTMAN INTERPRETERS, INC

THE
ORDER
OF VOID AFTER 180 DAYS

JOYCE ALTMAN INTERPRETERS, INC
Mail To P.O. BOX # 4165 %%W

TUSTIN , CA 92781-4165

"O0d37H & 1024000024 22E73388 3

SUH I 21:,*;: N

Explanation Of Bill Review - - -
Check Number 00237912 SEQUOIA INSURANEE COMPAN o
Claim Number: AmTrust North America” o
Regulatory 1D: P.O. Box 89404
Bili Number: 16502044 Cleveland, OH 44101
Invoice Number; FP1-MICA-1437186 858-385-4040
Policy / Insured: OWCINT1AR/Murrat Crann T g, o s o 0 R
Claimant Name: W " %’
Payee 1D / Name: JOYCE ALTMAN INTERPRETERS, INC , P Ej
Loss Date: 8/23/2019 FP1-MJCA-1437186 { U S
Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 -
Examiner Code: 30372 '
Network/PPO Network: T
DATES of | CPT FEE REDUCT PPO FEE
SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON
4/6/2021 QOO0 14 INTERPRIETER OTHER 15 120.00 180.00 90.00 0.00 90.00 | G2,402

180.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.; 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THL PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307;

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits billing of the patient for any balance in excess of the amount
recommended. Any reduction is due to the bilied charges exceeding the fee schedule allowance for the service provided and/or the application of the appropriate discounts based on the individual
providers agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR LIEALTH CARE PROVIDERS, HEALTI] CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 17172013, Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the FOR. The Request for SBR must conform to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and 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 provider does not request a SBR within the 90 days, the bill shall be deemed satisticd and neither the employer nor the employee shall be liable for any further payment. Request for
Independent Bill Review (IBR): 11 the only dispute is the amount of payment and the second bill review does not resolve the payment dispute, a provider may submit a Request for IBR within 30 days
of service of the SBR. pursuant to Section 4603.2 or 4622, The Request for IBR must conform to the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure to request an IBR
within 30 days will deem the bill satistied and neither the cmployer nor employee shail be liable tor any further payment. It the einployer has contested liability tor any issuc other than the reasonable
amount payable for services, that issue shall be resolved prior o fiting a request for IBR, and the time limit for requesting 1BR shall not begin o run until the resolution of that issue becomes final,
except as provided for in Scction 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5. | - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE ‘REGISTER® TAL,

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to receive by certificd mail requests for petition of reimbursement.



- & & R HOUT ARLUE B ROLIND AND AN ARTIFICIAL WATERMATIC 0N "3 RTOVIEW. .
- SEQUOITA INSURANCE COMPANY i JP Morg .. CHECK NO
Ea P.O. BOX 740042 S Syracuse, NY [ 00237913

ATLANTA, GA 30374-0042 ~ = 50-937/213 o 3153527-1
QWC1071438
__DATE [ AMOUNT _

6/10/2021 $90.00

Ninety and 0/1005 D0|'ars****************************************************************

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE
ORDER
OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC /
Mail To PO BOX 4165 oy L™
TUSTIN , CA 92781-
"00237943" 102400002417 22673388 3 ) -
A
Explanation Of Bill Review yeer. .
Check Number NNN17017 SEQUOIA INSURANCE COMPANY
Claim Number: AmTrust North America
Regulatory ID: P.O. Box 89404
Bill Number: 16502046 Cleveland, OH 44101
Invoice Number: FPI-MIJCA-1437210 858-385-4040
Policy / Insured: OWC1071438/Murat Group LLC
Claimant Name: o, g o i v g o
Payee 1D / Name: JOYCE ALTMAN INTERPRETERS INC
Loss Date: 8/23/2019 FP1-MICA-1437210 s .
Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 - , S
Examiner Code: 30372
Network/PPO Network: B
DATES of | CPT FEE REDUCT PPO FEE
SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | rREAsON
41372021 Q00014 INTERPRETER OTHER 15 120.00 180.00 90.00 0.00 90.00 | G2,402
150.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL
CODES WERE ASSIGNED BASE

2 SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COM PARABLE SERVICE.; 402 - PLEASIE NOTE THAT
ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGIES.5307;

Unless otherwise stated, reimbursement is made according (o the Official Medical Fee Schedule of the State of California, which prohibits billing of the patient for any balance in excess of the amount
recommended. Any reduction is due 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 agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTIH CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (1IEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 1717201 3. Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
original bill subnuission, a provider that disputes the amount paid may submit a Request for SBR 10 the claims administrator within 90 days of service of the EOR. The Request for SBR must conform to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Cade of Regulations, Title 8 sections 9792.5.4 and 9792.5 5. If the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satistied and neither the employer nor the employee shall be liable for any further payment. Request for
Independent Bill Review (IBR): 1 the only dispute is the amount of payment and the second bill review does not resolve the payment dispute, a provider may submit a Request for IBR within 30 days
olservice of the SBR, pursuant to Section 4603.2 or 4622. The Request for IBR must conform to the requirements of CA Code of Regulations, Tide 8 section 9792.5.7. Failure to request an IBR
within 30 days will deem the bill satisfied and neither the employer nor employce shall be lizble for any further payment. 1f the employer 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 B3R, and the time limit lor requesting 1BR shall not begin to run until the resolution of that issue becomes final,
exeept as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE *REGISTER® TAB.

Amtrust North America, PO Box 94574, Cleveland, Q11 44101, (800) 732-0153, is designated to receive by certified mail requests for petition of reimbursement.




SEQUOIA INSURANCE COMPANY
P.O. BOX 740042
ATLANTA, GA 30374-0042

JP Morgan Chase | ., CHECK NO.
Syracuse, NY 00262987
50-937/213 3153527-1

QWC1071438
"DATE -] "AMOUNT
1/26/2022 $450.00

Four Hundred Flfty and 0/1005 Donars***********************************************************

PAYTO JOYCE ALTMAN INTERPRETERS

THE
CRIER
OF

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

*O0 & 2987 1202 L0000 2 ks

VOID AFTER 180 DAYS

/{./zzw

ccE7338483m

Check Number
Claim Number:
Bill Number:
Invoice Number:
Policy / Insured:
Claimant Name:
Payee ID / Name:

00262987

QWC1071438/Murat Group LLC

JOYCE ALTMAN INTERPRETERS

)

Loss Date: 8/23/2019 Proe @ 1203
Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 -
Examiner Code: 30372

P e coree
Amount: $450.00 SEQUOIA INSURANCE COMPANY

Dates of Service:
Explanation:
Category:
Placement:

3/16/2021-4/13/2021

Per IBR Final Determination
M23 - Medical [nterpreter

2 - Medical

Transaction Type:

AmTrust North America
PO Box 89404
Cleveland, OH 44101
888.239.3909




MAXIMUS

Federa! Services

MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006

Sacramento, CA 95813-8006

(855) 865-8873 Fax: (916) 605-4280 LIS

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman FEB 0 3 2027
PO Box 4165

Tustin, CA 92781

IBR Case Number | CB21-0002756

Claim Number

Assignment Date 12/06/2021

Claims Administrator | AmTrust

Date(s) of service 04/27/2021 - 05/11/2021

Provider Name Jovce Altman Interoreters. Inc. |
Employee Name

Disputed Codes Interpreter Services x 2

Date of Injury 08/23/2019

Application Received | 11/05/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $180.00 in additional reimbursement for a total of $360.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $360.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.
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Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.
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ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 2
submitted for dates of service 04/27/2021 - 05/11/2021.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/18/2021. Response not yet received.

Itemized Invoices

e 04/27/2021 Interpreting for follow up physiotherapy $180.00 (Billed at a minimum of 2
hours)

e 05/11/2021 Interpreting for follow up physiotherapy $180.00 (Billed at a minimum of 2
hours)

EOREs reflect reimbursement of $90.00 for each date of service. The OMFS does not list this code,
an allowance has been made for a comparable service.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

e An examination by a physician tc which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 04/27/2021 and 05/11/2021 were signed by the
patient, medical provider and interpreter certify the patient is not proficient in English and
requested a certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $180.00 ($90.00 per hour) as reflected on
invoices, copies of paid checks, and Explanation of Payments.

Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 2 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 2.

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 2
Date of Service: 04/27/2021 - 05/11/2021

Interpreter

Service Code

Interpreter Service

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers” Comp Allowed Amt. | $180.00

Notes Overturn DOS 04/27/2021

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00

Due Provider

Refer to Analysis

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00
Notes Overturn DOS 05/11/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
AmTrust
PO Box 89404

Cleveland, OH 44101

Division of Workers” Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

v1.2



MAXIMUS

Federal Services

O

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006

Sacramento, CA 95813-8006
(855) 865-8873 Fax: (916) 605-4280 /—?'% | k ‘

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% January 27, 2022

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman

PO Box 4165 FEB 0 3 2022
Tustin, CA 92781

IBR Case Number CB21-0002753
Claim Number
Assignment Date 12/06/2021

Claims Administrator | AmTrust

Date(s) of service 05/11/2021 - 05/11/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 05/20/2018

Application Received | 11/05/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl.2



DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

e ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 05/11/2021.

e Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/18/2021. Response not yet received.

e Itemized Invoice

e 05/11/2021 Interpreting for initial psych visit $180.00 (Billed at a minimum of 2 hours)

¢ EORs reflect reimbursement of $90.00. The OMFS does not list this code, an allowance has been
made for a comparable service.

e CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

e Interpretation Confirmation Affidavit dated 05/11/2021 was signed by the patient, medical provider
and interpreter certify the patient is not proficient in English and requested a certified interpreter.

e Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

¢ Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

e Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 05/11/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
AmTrust
PO Box 89404

Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



SEQUOIA INSURANCE COMPANY : P Morgan Chase
: P.0..BOX 740042... : ‘Syracuse, NY
ATLANTA, GA 30374- 0042 50-937/213
QWC1071438
- DATE i o AMOUNT
7[12/2021 $90.00

Nlnetv and O/lOOs Dol|ars****************************************************************

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE

ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC '

Mail To PO BOX 4165 /{;7 prN

TUSTIN , CA 92781-

00 cLO0?E3™ 1202 E00002 41 c2ET73I3EBB3I

JUL 1 5 2071

Explanation Of Bill Review

ey

Check Number 00240763 SEQUOIA INSURANCE COMPANY

Claim Number: AmTrust North America

Regulatory ID: P.O. Box 89404

Bill Number: 16584089 Cleveland, OH 44101 ’9 ‘ < (

Invoice Number: FP1-MJCA-1461953 e

Policy / Insured: OWC1071438/Murat Group LLC

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS INC

Loss Date: 8/23/2019 FP1-MJCA-1461953

Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 - BY:

Examiner Code: 30372 bbb AL LTI LTINS

Network/PPO Network:

DATESof | CPT ' FEE REDUCT PPO FEE

SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON

47271202 Q00014 INTERPRETER OTHER 15 120.00 180.00 90.00 0.00 90.00 | G2.4m
130.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.; 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307;

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits billing of the patient for any balance in excess of the amoun
recommended. Any reduction is due 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 agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTH CARE FACILITIES OR BILLI
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 1/1/2013. Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conforr
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide. and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. If the only dispute is the amow
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satisfied and neither the employer nor the employee shall be liable for any further paviment. Request
Independent Bill Review (IBR): [f the only dispute is the amount of payment and the second bill review does not resolve the payment dispute. a provider may submit a Request for IBR within 30 day
of service of the SBR. pursuant to Section 4603.2 or 4622. The Request for IBR must conform to the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure to request an 1BR
within 30 days will deem the bill satistied and neither the employer nor employee shall be lable for any further payment. [ the employer has contested lability for any issue other than the reasonable
amount payable for services, that issue shall be resolved prior to filing a request for [BR, and the time limit for requesting iBR shall not begin to run until the resolution of that issue becomes final,
except as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE *REGISTER® TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to receive by certified mail requests for petition of reimbhursement.
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SEQUOIA INSURANCE COMPANY IP:Morgan Chase .
‘ P.O. BOX 740042
ATLANTA, GA 30374- 0042

Syracuse, N

50-937/213
QWC1071438
__DATE |~ AMOUNT _
7/22/2021 $90.00

N|nety and 0/1005 Dol|ars****************************************************************

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE

ORDER

OF " VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC

Mail To PO BOX 4165

TUSTIN , CA 92781-

00 dL 20?7 120240000242 22733883

Explanation Of Bill Review

Trwr
Check Number 00242077 SEQUOIA INSURANCE COMPANY =~ "~
Claim Number: AmTrust North America
Regulatory ID: P.O. Box 89404
Bill Number: 16618046 Cleveland, OH 44101
[nvoice Number: FP1-MICA-1467846 858-385-4040 S
Policy / Insured: OWC1071438/Murat Groun LLC ) %q 5 )
Claimant Name: :
Payee [D / Name: JOYCE ALTMAN INTERPRETERS INC
Loss Date: 8/23/2019 FP1-MJICA-1467846
Location: ’ 2019 E ARTESIA BLVD LONG BEACH CA 90805 -
Examiner Code: 30372 s
Network/PPO Network: ~ BY:
DATESof | CPT FEE REDUCT PPO FEE
SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON
S/11/2021 Q00014 INTERPRETER OTHER 15 120.00 180.00 90.00 0.00 90.00 | G2.402

180.00 90.00 | 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.: 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DiD NOT SUBMIT CODES WITH THE CHARGES.5307:

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits billing of the patient for any balance in excess of the amount
recommended. Any reduction is due 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 agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS. HEALTH CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 1/1/2013. Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must confonm to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. [f the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, 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): If the only dispute is the amount of payment and the second bill review does not resolve the payment dispute, a provider may submit a Request for IBR within 30 days
of service of the SBR, pursuant to Section 4603.2 or 4622. The Request for [BR must conform to the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure to request an IBR
within 30 days will deem the bill satisfied and neither the employer nor employee shall be liable for any further payment. [f 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 IBR, and the time limit for requesting 1BR shall not begin to run until the resolution of that issue becomes final,
except as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 6792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE *REGISTER’ TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (8060) 732-0153, is designated to receive by certified mail requests for petition of reimbursement.
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JOYCE ALTMAN INTERPRETERS _
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Check Number
Claim Number:
Bill Number:
Invoice Number:
Policy / Insured:
Claimant Name:
Payee ID / Name:

NNIASTRL

QWC1071438/Murat Group LLC

JOYCE ALTMAN INTERPRETERS | ¥

Transaction Type:

v
Loss Date: 8/23/2019 ; T
Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 -
Examiner Code: 30372
Amount: $360.00 SEQUOIA INSURANCE COMPANY
Dates of Service: 4/27/2021-5/11/2021 AmTrust North America
Explanation: DOS 04 272021 05112021 Cirilo PO Box 89404
Category: M23 - Medical Interpreter Cleveland, OH 44101
Placement: 2 - Medical 888.239.3909
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MAXIMUS | .
Federal Services | [HHHL.

MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006

Sacramento, CA 95813-8006 m
(855) 865-8873 Fax: (916) 605-4280 FEB28M0

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% February 23, 2022

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman

PO Box 4165

Tustin, CA 92781

IBR Case Number CB21-0002992
Claim Number
Assignment Date 01/05/2022

Claims Administrator | AmTrust

Date(s) of service 05/19/2021 - 05/19/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name ]
Disputed Codes Interpreter Service

Date of Injury 08/23/2019

Application Received | 12/02/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vi.2



-

Appeals must be filed with the Workers” Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit

2 vl.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

e ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 05/19/2021.

e Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
12/20/2021. Response not yet received.

e Itemized invoice

e 05/19/2021 Interpreting for follow up physiotherapy $180.00 (Billed at a minimum of 2
hours)

e EORSs reflect reimbursement of $90.00. The OMFS does not list this code; an allowance has been
made for a comparable service.

e CCR §9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

e Interpretation Confirmation Affidavit was signed by the patient, medical provider and interpreter
certify the patient is not proficient in English and requested a certified interpreter.

e Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

e Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

¢ Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 05/19/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 hours = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
AmTrust
PO Box 89404

Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2
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P Morgan Chase

CHECK NO.

P.O. BOX 740042 - Syracuse, NY: G

ATLANTA, GA 30374-0042 50-937/213 3153527-1
QWC1071438
+. DATE AMOUNT .

'7/28/2021 $90.00

Ninety and 0/1005 'DO“arS****************************************************************

PAYTO JOYCE ALTMAN INTERPRETERS, INC

THE

ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS, INC
P.O. BOX # 4165 /éyofdw/
TUSTIN

Mail To
, CA 92781-4165
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Explunation Of Bill Review
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Check Number 00242614 SEQUOIA INSURANCE COMPANY
Claim Number: AmTrust North America
Regulatory 1D: P.O. Box 89404

Bill Number: 16636093 Cleveland, OH 44101

FP1-MJCA-1486840
QWC1071438/Murat Group LLC

Invoice Number:
Policy / Insured:
Claimant Name:

858-385-4040 ,
6ol
o) T8 (7 AR

o

Payee 1D / Name:
Loss Date:

JOYCE ALTMAN I-NTF,RPRE'I‘ERS, INC
8/23/2019 FPI-MJCA-1486840

i ; S b

Location: 2019 £ ARTESIA BLVD LONG BEACH CA 90805 - H ' &

Examiner Code: 30372

Network/PPO Network: Y.
CPT FEE REDUCT PPO FIEE

SERVICE | Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON

/1972021 QOO0 14 INTERPRETER OTHER 15 120.00 180,00 90.00 0.00 90.00 | G2, 402

150.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADI ¥ IR A COMPARABLE SERVICE.; 402 - PLEASE NOTE THAT

CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307

i

Uuless otherwise staled, reimbursement is made according (o the Oflicial Medical Fee Schedule of the State of Califormia, which prohibits billing of the patient for any balance in excess of the amount
recommended. Any reduction is due Lo 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 agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTH CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ONAAFTER 1172013, Request for Second Bill Review (SBR): After an Explanation of Review (EORY is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conform to
the requireinents ol the Division of Workers Compensation Medical Bitting and Pavment Guide. and CA Code of Regulations. Tite 8 seetions 9792.5.4 and 9792.5.5. 1t the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satistied and neither the employer nor the employee shalt be tiable for any further payment. Request for
Independent Bill Review (IBR): 1F the only dispute is the amount of payment and the second bill review does not resolve the payment dispute, a provider may submit a Request for IBR within 30 days
ofservice of the SBR, pursuant o Scetion 4603.2 or 4622, The Request for IBR must conforn to the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure 1o request an 18R
within 30 days will deem the bill satisticd and neither the employer nor eiployee shall be liable for any further payment. If the employer 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 e time limit for requesting IBR shall not begin 1o run until the resolution of that issue becomes final,
exeept as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWWAVAILITY.COM AND CHOOSE THE *REGISTER' TAB,

Anttrust North America, PO Box 94574, Cleveland, O 44101, (800) 732-0153, is designated fo receive by certified mail requests for petition of reimbursement.
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Claim Number:
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Claimant Name:
Payee ID / Name: JOYCE ALTMAN INTERPRETERS
Loss Date: 8/23/2019
Location: 2019 E ARTESIA BLVD LONG BEACH CA 90805 -
Examiner Code: 30372
Amount: $270.00 SEQUOIA INSURANCE COMPANY
Dates of Service: 5/19/2021-5/19/2021 AmTrust North America
Explanation: Interpreter Reimbursement ) PO Box 89404
Category: M13 - Settlement Cleveland, OH 44101
Placement: 2 - Medical ’ 888.239.3909
Transaction Type:
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MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006

Sacramento, CA 95813-8006
(855) 865-8873 Fax: (916) 605-4280 ?—ng\}?\

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

: January 24, 2022

Joyce Altman Interpreters, Inc. R,
Attn: Joyce Altman AR VRV
PO Box 4165 ’

Tustin, CA 92781

IBR Case Number CB21-0002684
Claim Number
Assignment Date 12/01/2021

Claims Administrator | AmTrust

Date(s) of service 12/10/2019 - 12/27/2019

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Services x 3

Date of Injury 07/01/2019

Application Received | 10/29/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $270.00 in additional reimbursement for a total of $450.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $450.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers’ Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl.2



Appeals must be filed with the Workers” Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determiration, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit

2 vl.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 3
submitted for dates of service 12/10/2019 — 12/27/2019.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/15/2021. Response not yet received.

Itemized Invoices

e 12/10/2019 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2

hours)

e 12/17/2019 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

o 12/27/2019 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours) '

EORSs reflect reimbursement of $90.00 for each date of service 12/10/2019 — 12/27/2019. The
OMEFS does not list this code, an allowance has been made for a comparable service.
CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 12/10/2019 — 12/27/2019 were signed by the patient,
medical provider and interpreter certify the patient is not proficient in English and requested a
certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 3 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 3.

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 3
Date of Service: 12/10/2019 - 12/27/2019

Interpreter

Service Code

Interpreter Service

Provider Billed $180.00

Plan Allowed $90.00

Dispute Amount $90.00

Assist Surgeon N/A

Units 2

Workers’ Comp Allowed Amt. | $180.00

Notes Overturn DOS 12/10/2019

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00

Notes

Overturn DOS 12/17/2019
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -

$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $180.00
Notes Overturn DOS 12/27/2019

$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00

Due Provider

Refer to Analysis

vl.2



Copy to:

AmTrust
PO Box 89404
Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



Syracuse, NY":’ | 03816
50-937/213 - [T 13199527-1

PO BOX 740042

Atlanta, GA 30374-0042
SWC1205877
DATE AMOUNT .

" 7/7/2021 $540.00

FiVe Hundred Forty and 0/1005 'Do||ars***************************,*****;k**************************

PAYTO JOYCE ALTMAN INTERPRETERS, INC
THE

ORDER
OF VOID AFTER 180 DAYS

JOYCE ALTMAN INTERPRETERS, INC
Mail To P.0. BOX # 4165 /ﬂ;,ﬁéw"

TUSTIN , CA 92781-4165

s N TN

O3B 46 7EA" 120223093791 7HORBALGIe |7 T T

Explanation Ot Bill Review P‘?. e euvesuesneey
Check Number 03816768 ANA UBI Claims
Claim Number: AmTrust North America
Regulatory 1D: P O Box 89404

Bill Number: 16570799 Cleveland, OH 44101
[nvoice Number: FPI-MJCA-1456873 212-655-2000
Policy / Insured: SWIIIN8RTT/Pagadena Car Wash Inc. A Corp

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS, INC

Loss Date: 7/1/2019 FPI-MIJCA-1456873

Location: 310 S vincent Ave West Covina CA 91790 -

Examiner Code: 32999

Network/PPO Network:

k Y. FUPDR
“ PRETTERI AL

DATES of CPT FEE REDUCT PPO FEE
SERVICLE Code DESCRIPTION Unils CHARGED AMOUNT SAVINGS ALLOWED | REASON
11:21/2019 Q00014 INTERPREVER OTHER 15 120.00 230.00 140.00 0.00 90.00 | G2.402
12/3,2019 QUO0I4 INTERPRETER OTHER 15 120.00 230.00 140.00 0.00 90.00 | G2, 402
12:10:2019 QO00IT4 INTERPRETER OTHER |5 £20.00 180.00 90.00 0.00 90.00 | G2, 402
12/17/2019 Q00014 INTERPRETER OTHER 15 120.00 180.00 90,00 0.00 90.00 | G2, 402
127272019 Q00014 INTERPRETER OTHER 1§ 120.00 180.00 90.00 0.00 90.00 | G2, 402
6/18:2021 Q00014 INTERPRETER OTHER 15 120,00 150.00 60.00 .00 90.00 | (2,402
1150.00 610.00 (.00 540.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST TTHS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.; 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307;

Unless olherwise stated. reimbursement is made according (o the Official Medical Fee Schedule ol the State of California, which prohibits billing of the patient for any balance in excess of the amount
tecommended. Any reduction is due to the billed charges exceeding the fee schedule allowance for the service provided andzor the application of the appropriate discounts based on the individual
providers agreement with the preferred provider organization, TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTH CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 15172013, Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
ariginal bill submission. a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conform to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. 1 the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satistied and neither the employer nor the employee shall be liable for any further payment. Request for
Independent Bill Review (IBR): IF the only dispute is the amount of payment and the second bill review does not resolve the paynient dispute, a provider may submit a Request for 18R within 30 days
of service of the SBR, pursuant 1o Section 4603.2 or 4622, The Request tor IBR must conform to the requirements of CA Code of Regulations, Titie 8 section 9792.5.7. Failure o request an (BR
within 30 days will deem the bill satisfied and neither the employer nor employee shall be lable for any further payment, [f the employer 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 hecomes final,
except as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE *REGISTER™ TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to reccive by certificd mail requests for petition of reimbursement.




ANA UBI Claims JP Morgan Chase

PO BOX 740042 - Syracuse, NY - B 04040937

Atlanta, GA 30374-0042 50-937/213 3199527-1
SWC1205877

DATE . - o AMOUNT

175512023 $500.00

Five Hundred and 0/1005 Do||ars***********************************************************

PAYTO JOYCE ALTMAN INTERPRETERS

THE

CRCER

OF VOID AFTER 180 DAYS

JOYCE ALTMAN INTERPRETERS
Mail To P O BOX 4165 //Lyﬂw/

TUSTIN, CA 92781-4165

*O0LOLOS3 7 110243093791 702G 2LE T

Check Number 04040937
Claim Number:
Bill Number:

Invoice Number:

Policy / Insured: SWC1205877/Pasadena Car Wash Inc. A Corp

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS

Loss Date: 7/1/2019

Location: ) 310°S vincent Ave West Covina CA 91790 -

Examiner Code: 33608

Amount: $500.00 ANA UBI Claims

Dates of Service: 1/24/2022-1/24/2022 AmTrust North America

Explanation: Lien Settlement Agreement Full Final PO Box 89404

Category: M27 - Settlement / multi bills / claim was Cleveland, OH 44101
denied

Placement: 2 - Medical 888.239.3909

Transaction Type:




MAXIMUS

Federal Services

e
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MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.0. Box 138006 Y ;)3")\
Sacramento, CA 95813-8006

(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% January 25, 2022

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman JAN 3 1 2022
PO Box 4165

Tustin, CA 92781

IBR Case Number CB21-0002685
Claim Number
Assignment Date 12/02/2021

Claims Administrator | AmTrust

Date(s) of service 11/21/2019 - 12/03/2019

Provider Name Joyce Altman Interpreters, Inc.
Employee Name ]
Disputed Codes Interpreter Services x 2

Date of Injury 07/01/2019

Application Received | 10/29/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers” Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $280.00 in additional reimbursement for a total of $460.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $460.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl.2
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Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust )
Division of Workers’ Compensation (DWC) Medical Unit



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 2
submitted for date of service 11/21/2019 - 12/03/2019.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/16/2021. Response not yet received.

Itemized invoice

e 11/21/2019 Interpreting for Initial Exam $230.00 (Billed at a minimum of 2 hours)

e 12/03/2019 Interpreting for Initial acupuncture $230.00 (Billed at a minimum of 2 hours)
EORs reflect reimbursement of $90.00 for interpreting services for both dates of service
11/21/2019 — 12/03/2019. The OMFS does not list this code. An allowance has been made for a
comparable service.

CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

e An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

e A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits were signed by the patient, medical provider and interpreter
certify the patient is not proficient in English and requested a certified interpreter. '

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $230.00 ($115.00 per hour) for initial exam and
acupuncture as reflected on invoices and Explanation of Payments.

Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 2 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is not
indicated for Interpreter Services x 2.

The table(s) below describe the pertinent claim line information.

4 vl.2




DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 2

Date of Service: 11/21/2019 - 12/03/2019

Interpreter

Service Code

Interpreter Services

Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $140.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $230.00

Notes

Overturn DOS 11/21/2019
$115.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) =
$140.00

Due Provider

Refer to Analysis

Service Code

Interpreter Services

Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $140.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $230.00

Notes Overturn DOS 12/03/2019

$115.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) =
$140.00
Due Provider
Refer to Analysis

Copy to:

AmTrust

PO Box 89404

Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit

1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



Syracuse, NY":’ | 03816
50-937/213 - [T 13199527-1

PO BOX 740042

Atlanta, GA 30374-0042
SWC1205877
DATE AMOUNT .

" 7/7/2021 $540.00

FiVe Hundred Forty and 0/1005 'Do||ars***************************,*****;k**************************

PAYTO JOYCE ALTMAN INTERPRETERS, INC
THE
ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS, INC /

Mail To P.0. BOX # 4165 7#&(4&"
TUSTIN . CA 92781-4165

SN T ORI

i

038 WE7EA KO E3I0H3ITHI PHOCEB LG Jue T

Explanation Ot Bill Review P‘?. e euvesuesneey
Check Number 03816768 ANA UBI Claims
Claim Number: AmTrust North America
Regulatory 1D: P O Box 89404

Bill Number: 16570799 Cleveland, OH 44101
[nvoice Number: FPI-MJCA-1456873 212-655-2000
Policy / Insured: SWC1205877/Pasadena Car Wash Inc. A Corp

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS, INC

Loss Date: 7/1/2019 FPI-MIJCA-1456873

Location: 310 S vincent Ave West Covina CA 91790 -

Examiner Code: 32999

Network/PPO Network:

k Y. FUPDR
“ PRETTERI AL

DATES of CPT FEE REDUCT PPO FEE
SERVICLE Code DESCRIPTION Unils CHARGED AMOUNT SAVINGS ALLOWED | REASON
11:21/2019 Q00014 INTERPREVER OTHER 15 120.00 230.00 140.00 0.00 90.00 | G2.402
12/3,2019 QUO0I4 INTERPRETER OTHER 15 120.00 230.00 140.00 0.00 90.00 | G2, 402
12:10:2019 QO00IT4 INTERPRETER OTHER |5 £20.00 180.00 90.00 0.00 90.00 | G2, 402
12/17/2019 Q00014 INTERPRETER OTHER 15 120.00 180.00 90,00 0.00 90.00 | G2, 402
127272019 Q00014 INTERPRETER OTHER 1§ 120.00 180.00 90.00 0.00 90.00 | G2, 402
6/18:2021 Q00014 INTERPRETER OTHER 15 120,00 150.00 60.00 .00 90.00 | (2,402
1150.00 610.00 (.00 540.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST TTHS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLE SERVICE.; 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307;

Unless olherwise stated. reimbursement is made according (o the Official Medical Fee Schedule ol the State of California, which prohibits billing of the patient for any balance in excess of the amount
tecommended. Any reduction is due to the billed charges exceeding the fee schedule allowance for the service provided andzor the application of the appropriate discounts based on the individual
providers agreement with the preferred provider organization, TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARE PROVIDERS, HEALTH CARE FACILITIES OR BILLING
AGENT/ASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 15172013, Request for Second Bill Review (SBR): After an Explanation of Review (EOR) is received on an
ariginal bill submission. a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conform to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. 1 the only dispute is the amount
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satistied and neither the employer nor the employee shall be liable for any further payment. Request for
Independent Bill Review (IBR): IF the only dispute is the amount of payment and the second bill review does not resolve the paynient dispute, a provider may submit a Request for 18R within 30 days
of service of the SBR, pursuant 1o Section 4603.2 or 4622, The Request tor IBR must conform to the requirements of CA Code of Regulations, Titie 8 section 9792.5.7. Failure o request an (BR
within 30 days will deem the bill satisfied and neither the employer nor employee shall be lable for any further payment, [f the employer 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 hecomes final,
except as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW.AVAILITY.COM AND CHOOSE THE *REGISTER™ TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to reccive by certificd mail requests for petition of reimbursement.




ANA UBI Claims JP Morgan Chase

PO BOX 740042 - Syracuse, NY - B 04040937

Atlanta, GA 30374-0042 50-937/213 3199527-1
SWC1205877

DATE . - o AMOUNT

175512023 $500.00

Five Hundred and 0/1005 Do||ars***********************************************************

PAYTO JOYCE ALTMAN INTERPRETERS

THE

CRCER

OF VOID AFTER 180 DAYS

JOYCE ALTMAN INTERPRETERS
Mail To P O BOX 4165 //Lyﬂw/

TUSTIN, CA 92781-4165

*O0LOLOS3 7 110243093791 702G 2LE T

Check Number 04040937
Claim Number:
Bill Number:

Invoice Number:

Policy / Insured: SWC1205877/Pasadena Car Wash Inc. A Corp

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS

Loss Date: 7/1/2019

Location: ) 310°S vincent Ave West Covina CA 91790 -

Examiner Code: 33608

Amount; $500.00 ANA UBI Claims

Dates of Service: 1/24/2022-1/24/2022 AmTrust North America

Explanation: Lien Settlement Agreement Full Final PO Box 89404

Category: M27 - Settlement / multi bills / claim was Cleveland, OH 44101
denied

Placement: 2 - Medical 888.239.3909

Transaction Type:




MAXIMUS

Federal Services

O

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006

Sacramento, CA 95813-8006
(855) 865-8873 Fax: (916) 605-4280 /—?'% | k ‘

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% January 27, 2022

Joyce Altman Interpreters, Inc.

Attn: Joyce Altman

PO Box 4165 FEB 0 3 2022
Tustin, CA 92781

IBR Case Number CB21-0002753
Claim Number
Assignment Date 12/06/2021

Claims Administrator | AmTrust

Date(s) of service 05/11/2021 - 05/11/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes Interpreter Service

Date of Injury 05/20/2018

Application Received | 11/05/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $90.00 in additional reimbursement for a total of $270.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $270.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl.2



Appeals must be filed with the Workers’ Compensation Appeals Board within 20 days from the date of

this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit



DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

3 vl.2



ANALYSIS AND FINDING

Based on review of the case file the following is noted:

e ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Service submitted for
date of service 05/11/2021.

e Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/18/2021. Response not yet received.

e Itemized Invoice

e 05/11/2021 Interpreting for initial psych visit $180.00 (Billed at a minimum of 2 hours)

¢ EORs reflect reimbursement of $90.00. The OMFS does not list this code, an allowance has been
made for a comparable service.

e CCR § 9795.3. Fees for Interpreter Services.

e a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

e b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

e Interpretation Confirmation Affidavit dated 05/11/2021 was signed by the patient, medical provider
and interpreter certify the patient is not proficient in English and requested a certified interpreter.

e Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour as reflected on invoices, copies of
paid checks, and Explanation of Payments.

¢ Based on the documentation, signed affidavit, and market rate examples; additional reimbursement
is indicated. Interpreter Service Overturned.

e Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Service.

The table(s) below describe the pertinent claim line information.



DETERMINATION OF ISSUE IN DISPUTE: Interpreter Service
Date of Service: 05/11/2021

Interpreter
Service Code Interpreter Service
Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00
Notes Overturn
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) =
$90.00
Due Provider
Refer to Analysis
Copy to:
AmTrust
PO Box 89404

Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612

vl.2



ANA UBI Claims
PO BOX 740042 -
Atlanta, GA 30374-0042

JP Morgan Chase

i PO R

CHECK NO.

Syracuse, NY : 03826174 N

50-937/213 3002330-1
SWC1157220
. DATE AMOUNT.

7/14/2021 $90.00

Ninety and 0/1005 Dollars****************************************************************

PAY TO
THE
ORDER
OF

JOYCE ALTMAN INTERPRETERS, INC

JOYCE ALTMAN INTERPRETERS, INC

Mail To

038 B &Lt

Explanation Of Bill Review

P.O. BOX # 4165
TUSTIN

, CA 927814165

RO de3i0FI?HN

VOID AFTER 180 DAYS
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JUL 19 202

Check Number
Claim Number:
Regulatory 1D:
Bill Number:
Invoice Number:
Policy / Insured:
Claimant Name:
Payee ID / Name:

03826174
3002330-1

16593495

FP1-MIJCA-1468473

SWCI1157220/My Trim Inc. a Corp
Nasaria Sanchez

JOYCE ALTMAN INTERPRETERS, INC

ANA UBI Claims
AmTrust North America
P.O. Box 89404
Cleveland, OH 44101 e
’ o A,
858-385-4040 g &7
\ BTV IE R

| i
3 #1341 LJ

< ==

5/20/2018 FP1-MICA-1468473
732 Corporate Center Drive Pomona CA 91768 -
33504

Loss Date:

Location:

Examiner Code:
Network/PPO Network:

gd
B % Sssetiivasasteséambinns

DATES off cPr FEE REDUCT rro FEE
SERVICE Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON
50172021 QOO0 14 INTERPRETER OTUER 15 120.00 130.00 90.00 0.00 90.00 | (2,402

130.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEE SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE HAS BEEN MADE FOR A COMPARABLIE SERVICE ; 402 - PLEASE NOTE THAT

CODES WERE ASSIGNED BASED ON THE AVAILABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THE CHARGES.5307;

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits bitling of the patient for any balance in excess ol the amount
recommiended. Any reduction is due 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 agreement witl the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTH CARIE PROVIDERS, HEALTH CARE FACILITIES OR BILLING
AGENT. SIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 14172013, Request for Second Bill Review (SBRY: After an Explanation of Review (EOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR to the claims administrator within 90 days of service of the EOR. The Request for SBR must conform to
the requirements of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Code of Regulations, Title 8 sections 9792.5.4 and 9792.5.5. 11 the only dispure is the amount
of payment and the provider does not request 4 SBR within the 90 days, the bill shall be deemed satisfied and neither the emiployer nor the employee shall be liable for any (urther payment. Request for
Independent Bill Review (IBRY: 1f the only dispute is the amount of payment and the second bill review does not resolve the payment dispute, a provider may subimit o Request for 1BR within 30 days
ol service of the SBR, pursuant to Section 4603.2 or 4622, The Request for 1BR mwst contorm ta the requirements of CA Code of Regulations, Tite § section Y792.5.7. Failure to request an H3R
within 30 days will decm the bill satistied and neither the employer nor elployee shall be liable for any further payment. It the employer has contested lability tor any issue other than the reasonable
amount payable for services, that issue shall be resolved prior to tiling a vequest for TR, and the time limit tor requesting 1R shall not begin w tun untif the resolution of that issue becomes final,
except as provided for i Section 4622, PURSUANT TO CA LABOR CODE SECTTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW AVAILITY COM AND CHOOSE THE *REGISTER” TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to receive by certilied mail requests for petition of reimbursement.
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MAXIMUS FEDERAL SERVICES, INC.

Independent Bill Review

P.O. Box 138006 JEN 13 7777
Sacramento, CA 95813-8006

(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
% January 10, 2022

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman

PO Box 4165

Tustin, CA 92781

IBR Case Number CB21-0002486
Claim Number
Assignment Date 11/22/2021

Claims Administrator | AmTrust

Date(s) of service  * | 04/13/2021 - 04/16/2021

Provider Name Joyce Altman Interpreters, Inc.
Employee Name

Disputed Codes . | Interpreter Services x 3

Date of Injury 10/20/2019

Application Received | 10/08/2021

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (“IBR”) of the above
Workers’ Compensation case. This letter provides you with the IBR Final Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal Services has determined that additional
reimbursement is warranted. The Claims Administrator’s determination is reversed and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $270.00 in additional reimbursement for a total of $456.00. A detailed explanation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $450.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the California Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director of the Division of Workers” Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

1 vl.2



Appeals must be filed with the Workers” Compensation Appeals Board within 20 days from the date of
this letter. For more information on appealing the final determination, please see California Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: AmTrust
Division of Workers’ Compensation (DWC) Medical Unit

2 vl.2



DOCUMENTS REVIEWED
Pertinent documents reviewed to reach the determination:

The Independent Bill Review Application

The original billing itemization

Supporting documents submitted with the original billing
Explanation of Review in response to the original bill

Request for Second Bill Review and documentation

Supporting documents submitted with the request for second review
The final explanation of the second review

CCR §9795.3

Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. In some cases a physician reviewer was
employed to review the clinical aspects of the care to help make a determination. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The expert reviewer
was selected based on his/her clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.
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ANALYSIS AND FINDING

Based on review of the case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Interpreter Services x 3
submitted for dates of service 04/13/2021 - 04/16/2021.
Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
11/04/2021. Response not yet received.
Itemized invoices

e 04/13/2021 Interpreting for follow up chiro treatment $180.00 (Billed at a minimum of 2

hours)

e 04/14/2021 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

e 04/16/2021 Interpreting for follow up acupuncture $180.00 (Billed at a minimum of 2
hours)

EORs reflect reimbursement of $90.00 for each date of service 04/13/2021 - 04/16/2021. The
OMEFS does not list this code; an allowance has been made for a comparable service.
CCR § 9795.3. Fees for Interpreter Services.

o a) Fees for services performed by a certified or provisionally certified interpreter, upon
request of an employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

¢ An examination by a physician to which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

¢ A medical treatment appointment;

¢ b) The following fees for Interpreter Services provided by a certified or provisionally
certified interpreter shall be presumed to be reasonable:

2)  For all other events listed under subdivision (a), interpreter fees shall be billed
and paid at the rate of $11.25 per quarter hour or portion thereof, with a minimum
payment of two hours, or the market rate, whichever is greater. The interpreter shall
establish the market rate for the interpreter's services by submitting documentation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 04/13/2021 - 04/16/2021 signed by the patient,
medical provider and interpreter certify the patient is not proficient in English and requested a
certified interpreter.

Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $90.00 per hour reflected on invoices, copies of
paid checks, and Explanation of Payments.

Based on the documentation, signed affidavits, and market rate examples; additional
reimbursement is indicated. Interpreter Services x 3 Overturned.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Interpreter Services x 3.

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Interpreter Services x 3

Date of Service: 04/13/2021 - 04/16/2021

Interpreter

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers” Comp Allowed Amt. | $180.00

Notes

Overturn DOS 04/13/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00

Notes

Overturn DOS 04/14/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis

Service Code

Interpreter Service

Provider Billed $180.00
Plan Allowed $90.00
Dispute Amount $90.00
Assist Surgeon N/A
Units 2
Workers’ Comp Allowed Amt. | $180.00

Notes

Overturn DOS 04/16/2021
$90.00 (Market Rate for One
Hour) * 2 (hours) = $180.00 -
$90.00 (Plan Allowed) = $90.00
Due Provider

Refer to Analysis
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Copy to:

AmTrust
PO Box 89404
Cleveland, OH 44101

Division of Workers’ Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA 94612
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ANA UBI Claims JP Morgan Chase | . CHECK NO.
POBOX 740042 = Syracuse, NY 03790745
Atlanta, GA 30374-0042 50-937/213 '
SWC1225080
- DATE . AMOUNT .
6/11/2021 $90.00

Ninety and 0/1005 Do"ars*******************************************'*********************

PAYTO JOYCE ALTMAN INTERPRETERS INC

THE

ORDER

OF VOID AFTER 180 DAYS
JOYCE ALTMAN INTERPRETERS INC

Mail To PO BOX 4165 /{7 At

TUSTIN , CA 92781-

"O37R07L5 024309375910 ?H0dEELE I
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Explanation Of Bill Review

Check Number 03790745 ANA UBI Claims
Clatm Number: AmTrust North America
Regulatory 1D: P.O. Box 89404

Bill Number: 16506245 Cleveland, OH 44101
Invoice Number: FP1-MQCA-107222 858-385-404(
Policy / Insured: SWC1225080/SDP Investments A Corp

Claimant Name:

Payee ID / Name: JOYCE ALTMAN INTERPRETERS INC

Loss Date: 10/20/2019 FPI-MQCA-107222

[ocation: 4922 w. Century Blvd Los Angeles CA 90250 - B]Y-
Iixaminer Code: ochanthalangsy

Network/PPO Network:

DATES of () IFEE REDUCT Pro FEE

SERVICE Code DESCRIPTION Units CHARGED AMOUNT SAVINGS ALLOWED | REASON

44132021 QUO014 INTERPRETER OTHER 15 120.00 180.00 90.00 .00 90.00 | G2, 402
180.00 90.00 0.00 90.00

G2 - THE OFFICIAL MEDICAL FEL SCHEDULE DOES NOT LIST THIS CODE. AN ALLOWANCE 11AS BEEN MADE FOR A COMPARABLE SERVICE.: 402 - PLEASE NOTE THAT
CODES WERE ASSIGNED BASED ON THE AVAHLABLE INFORMATION AS THE PROVIDER DID NOT SUBMIT CODES WITH THIE CHARGES.5307;

Unless otherwise stated, reimbursement is made according to the Official Medical Fee Schedule of the State of California, which prohibits bitling of the patient for any balance in excess of the amount
recommended. Any reduction is due to the billed charges cxeeeding the fee schedule alfowance for the service provided andor the application of the appropriate discounts based on the individual
providers agreement with the preferred provider organization. TIME LIMITS TO DISPUTE PAYMENT AMOUNT FOR HEALTIL CARE PROVIDERS, HEALTH CARE FACILITIES OR BILLING
AGENIYASSIGNEE (HEREIN AFTER PROVIDER) FOR SERVICES ON/AFTER 17172013, Request for Second Bill Review (SBR): After an Explanation of Review (BOR) is received on an
original bill submission, a provider that disputes the amount paid may submit a Request for SBR 1o the claims administrator within 90 days of service ol the EOR. The Request for SBR must conform to
the requircments of the Division of Workers Compensation Medical Billing and Payment Guide, and CA Cade of Regulations. Title 8 sections 9792.5.4 and 9792.5.5. It the only dispule is the amount
of payment and the provider does not request a SBR within the 90 days, the bill shall be deemed satisfied and neither the employer nor the employee shall be liable for any further payment. Request for
tidependent Bill Review (IBR): 1F the only dispute is the amount of payment and the second bill review does not resolve the paymient dispute, 2 provider may submit a Request tor IBR within 30 days
of serviee ol the SBR, pursuant 1o Section 4603.2 or 4622, The Request for IBR must conform 1o the requirements of CA Code of Regulations, Title 8 section 9792.5.7. Failure to request an IBR
within 30 days will deem the bill satisfied and neither the employer nor employee shall be liable for any further payment. [f the employer has contested lability for any issue other than the reasonable
amount payable for services, that issue shall be resolved prior to filing a request for 1BR, and the time limit for requesting {BR shall not begin to run until the resolution of that issue becomes final,
except as provided for in Section 4622, PURSUANT TO CA LABOR CODE SECTION 9792.5.1 - YOU MAY REGISTER FOR ELECTRONIC BILL SUBMISSION BY REGISTERING AT
WWW AVAILITY.COM AND CHOOSE THE *"REGISTER” TAB.

Amtrust North America, PO Box 94574, Cleveland, OH 44101, (800) 732-0153, is designated to receive by certificd mait requests for petition of reimbursement,
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