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1 2043236 9/9/2022 2/23/2024 $140.00
Follow up Physiotherapy 

($230)
$140.00 100%

AIU Insurance / 

Constitution State 

Services

2 2043236
2/27/23-

3/11/23
5/8/2024 $280.00

Follow up Physiotherapy; 

Follow up Physiotherapy 

($230 each)

$280.00 100%

AIU Insurance / 

Constitution State 

Services

3 1962725 10/19/2022 2/26/2024 $140.00 PR2/Re-eval ($230) $140.00 100%
AmeriTrust Group 

*

4 1962725
3/8/2023-

3/20/2023
5/10/2024 $280.00

Acupuncture tx; Follow up 

Physiotherapy ($230 each)
$280.00 100%

AmeriTrust Group 

*

5 2015281 8/25/2022 1/2/2024 $140.00
Follow up Physiotherapy 

($230)
$140.00 100%

AmTrust North 

America

6 2031291 1/9/2023 4/1/2024 $140.00
Follow up Chiro treatment 

($230)
$140.00 100%

AmTrust North 

America

7 2189666
4/12/23-

4/14/23
11/26/2024 $280.00

PR2/Re-eval; Follow up 

Chiro treatment            

($230 each)

$280.00 100%
AmTrust North 

America

8 2096402 11/30/2022 3/8/2024 $140.00
Follow up Acupuncture 

($230)
$140.00 100%

Benchmark 

Administrators

9 2000169 9/23/2022 1/18/2024 $140.00
Follow up Acupuncture 

($230)
$140.00 100% Cannon Cochran
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10 2101535 4/11/2023 6/3/2024 $140.00
Follow up Physiotherapy 

($230)
$140.00 100% Cannon Cochran

11 2331959
12/19/23-

1/16/24
12/13/2024 $280.00

Follow up Chiro treatment; 

PR2/Re-eval ($230 each)
$280.00 100% Cannon Cochran

12 2266330
5/15/2023-

6/26/2023
8/12/2024 $370.00

Initial Exam; PR2/Re-eval 

($230 each) 
$370.00 100% Church Mutual

13 2266330 10/18/2023 10/17/2024 $185.00
Follow up Chiro treatment 

($230)
$185.00 100% Church Mutual

14 2266330 1/9/2024 12/16/2024 $175.00
PR2/Re-eval Via Telemed 

($230)
$175.00 100% Church Mutual

15 2169051

3/7/23 

3/8/23 

3/15/23

4/16/2024 $420.00

PR2/Re-eval; Follow up 

Physiotherapy; Follow up 

Physiotherapy ($230 each)

$420.00 100% CNA-

16 2210376
4/12/23-

10/10/23
11/4/2024 $280.00

Follow up Physical Tx & 

Acu; F/u Physical Tx & Acup 

Tx ($230 each)

$280.00 100%
Cottingham & 

Butler Claims

17 2424369 2/12/2024 1/30/2025 $140.00
Follow up Physiotherapy 

($230)
$140.00 100%

Cottingham & 

Butler Claims

18 2424369 3/22/2024 2/6/2025 $140.00 EMG & NCV U/E ($230) $140.00 100%
Cottingham & 

Butler Claims
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19 2123746 5/24/2023 7/30/2024 $140.00 PR2/Re-eval ($230) $140.00 100% Crum & Forster

20 2123746
8/29/23-

9/25/23
10/3/2024 $280.00

Shockwave tx 1 R/Shldr; 

PR2/Re-eval ($230 each)
$280.00 100% Crum & Forster

21 2238443 5/24/2023 7/22/2024 $140.00
Acupuncture Tx & F/u 

Physical Tx ($230)
$140.00 100% Crum & Forster

22 84034 9/16/2022 4/18/2024 $50.00 PR2/Re-eval ($230) $50.00 100% Employers *

23 1965814 9/27/2022 2/14/2024 $140.00
Follow up Acupuncture 

($230)
$140.00 100%

Farmers 

Insurance *

24 1965814 10/10/2022 3/5/2024 $140.00
Follow up Acupuncture 

($230)
$140.00 100%

Farmers 

Insurance *

25 2281434 7/26/2023 8/21/2024 $140.00
Follow up Physical Therapy  

($230)
$140.00 100%

Gallagher Bassett 

*

26 2120926 5/10/2023 7/30/2024 $140.00 PR2/Re-eval ($230) $140.00 100% Great American

27 1994700
7/25/2022-

7/27/2022
1/14/2024 $325.00

Follow up Acupuncture; 

Follow up Physiotherapy 

($230 each)

$325.00 100%
Guard Insurance 

Group
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28 1994700 9/19/2022 2/28/2024 $140.00
Follow up Physiotherapy 

($230)
$140.00 100%

Guard Insurance 

Group

29 2252092 1/15/2024 2/4/2025 $140.00 PR2/Re-eval ($230) $140.00 100%
Guard Insurance 

Group

30 1966294 5/30/2023 7/22/2024 $140.00 Acupuncture Tx ($230) $140.00 100%
Helmsman 

Management

31 1966294 5/10/2023 12/2/2024 $140.00 PR2/Re-eval ($230) $140.00 100%
Helmsman 

Management

32 1952173 4/18/2023 6/14/2024 $34.96 Acupuncture tx ($230) $34.96 100% ICW

33 1967592
8/24/2022-

8/25/2022
1/25/2024 $100.00

Follow up Acupuncture; 

Follow up Physiotherapy 

($230 each)

$100.00 100% ICW

34 2212995 12/19/2023 12/5/2024 $50.00 PR2/Re-eval ($230) $50.00 100% ICW

35 84264 9/22/2022 2/26/2024 $140.00 P AND S ($230) $140.00 100%
Liberty Mutual 

Insurance

36 84518 9/9/2022 5/16/2024 $140.00 PR2/Re-eval ($230) $140.00 100%
Liberty Mutual 

Insurance
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37 2086998
2/8/2023-

3/1/2023
4/4/2024 $280.00

F/U Physical Tx & F/U Acu 

Tx; Acupuncture Tx & F/u 

Physical Tx                     

($230 each)

$280.00 100%
Liberty Mutual 

Insurance

38 2006221 9/8/2022 1/2/2024 $140.00 PR2/Re-eval ($230) $140.00 100%
Republic 

Indemnity

39 2140640 5/2/2023 6/24/2024 $140.00 Initial Exam ($230) $140.00 100%
Republic 

Indemnity

40 2222628
8/29/2023-

9/28/2023
10/3/2024 $280.00

Follow up Physiotherapy; 

PR2/Re-eval VIA TELEMED 

($230 each)

$280.00 100%
Republic 

Indemnity

$2,380.00 100% Sedgwick Claims41 2246985

4/27/2023 

5/8/2023 

5/12/2023 

5/24/2023 

5/26/2023 

5/31/2023 

6/5/2023 

6/8//2023 

6/12/2023 

7/7/2023 

7/10/2023 

7/20/2023 

7/28/2023 

7/31/2023 

8/11/2023 

8/30/2023 

9/8/2023

12/9/2024 $2,380.00

1-Initial Exam;                 

4-Acupuncture tx;              

1-Initial Physiotherapy;                                          

1-Follow up Chiro 

treatment;                                    

6-Follow up 

Physiotherapy;                                                

1- PR2/Re-eval; Follow 

up Physiotherapy;                                   

1- EMG & NCV L/E;                                 

1- PR2/Re-eval;                    

1-EMG & NCV UE + F/u 

Physion.                   

($230 each)
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42 81799 12/9/2022 4/2/2024 $140.00 Acupuncture Tx ($230) $140.00 100% The Hanover *

43 2013290 10/3/2022 1/30/2024 $140.00
Follow up Acupuncture & 

F/u Phys Tx ($230)
$140.00 100% The Hartford

44 2107341 11/15/2023 12/24/2024 $140.00 PR2/Re-eval ($230) $140.00 100% The Hartford

45 2144220
5/18/24-

8/3/24
6/17/2024 $100.00

Acupuncture tx; PR2/Re-eval 

($230 each)
$100.00 100% The Hartford

46 1962290
1/30/23-

2/8/23
4/8/2024 $280.00

Follow up Physiotherapy; 

PR2/Re-eval. ($230 each)
$280.00 100% Travelers

47 2093955 9/26/2022 2/22/2024 $140.00 Initial Exam ($230) $140.00 100% Travelers

48 2305484 11/20/2023 11/25/2024 $140.00 Acupuncture Tx ($230) $140.00 100% Travelers

49 73972 11/2/2018 2/15/2024 $350.00 QME EVAL ($575) $350.00 100%

UEF Uninsured 

Employers Trust 

Fund *

50 2415051
12/18/23-

1/15/24
12/31/2024 $280.00

Initial Exam; Follow up 

Physiotherapy ($230 each)
$280.00 100% Zurich
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CSS LLC - CSS IdORKERS COMPENSAT]ON
PO BoX 650461
DALLAS TX 75265-0461

903A 68484772

Constitution
State
Services

sD00016

JOYCE ALTMAN INTERPRETERS INC
PO BOX #41 65
TUSTI N CA 9278,I

DATE:

LOSS DATE:

FILE NUMBER:

REFERENCE 

04t11t24
04t21t22

73O CB FYVOB32 N

20028461 1gSW

ACCOUNT NAME:
NAT I ONAL FREIGHT INC

AIU INSURANCE COMPANY

EXPLANATION OF PAYMENT

DATE OF SERVICE: O9/O9/22

RECEIVED APR22M2(

ENTERED APri/22021'

FOR ADDITIONAL INFORMATION. CONTACT: CARoLINA CABRAL AT (909)51 2-3473
102007 7 27

r 
DETACH CHECK

uNsuMM .111311
ovRPUNS2 r 2r ?95

DETACH CHECK lr-

TOTAL PAID: $1 40.0O
TAX INFO: 33095671 3 Y
PAY MISC: INVOICE # 3234081 03201 8O-1
PAYEE :

UOYCE ALTMAN INTERPRETERS INC



ffi
MAXIMUS
Federal Services

,.<t.;:,
IffifiT

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006 RECEIVED
855) 865-8873 Fax: 916) 6054280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi May 08,2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4l 65
Tustin, CA 92781

IBR Case Number cB24-0000448
Claim Number FYVO832
Assignment Date 03t26/2024
Claims Administrator AIU Insurance Company
Date(s) of service 02/27 12023 - 03 I I I t2023
Provider Name Joyce Altman [n terpreters, Inc.
Employee Name
Disputed Codes T I 013 (Interpreter Service )x z
Date of Injury 04121/2022
Application Received

Dear Joyce Altman lnterpreters, Inc.

MAxlMUs Federal Services has completed the Independent Bill Review ("IBR") of the above
Workers' Compensation case. This lefter provides you with the IBR Finat Determination and explains
how the determination was made.

Final Determination: OVERTURN. MAXIMUS Federal S6rvices 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 ofthe
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 Califomia 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.

031012024

v 1.2
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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 Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: AIU Insurance Company
Division of Workers' Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request lor Second Bill Review and documentation
. Supporting documents submitted with the request lor second review
o The final explanation ofthe second review
. CCR $ 9795.3
o 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. ln some cases a physician reviewer was
employed to review the clinical aspects ofthe 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,&er clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and,/or treat the medical condition and disputed items/services.

vl.23
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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 T1013 (Interpreter Service) x 2
submitted for dates ofservice 0212712023 - 0311112023.
Opportunity to Dispute Eligibility was communicated with the Clairns Administrator on
03/0812024. Response received 0413012024. Claims Administrator upheld their determination.
CMS i500, place of service I I

o 02127 12O23 T I 013 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
o 03ll l12023 T 1013 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)

EORs reflect reimbursement of$90.00 for each date ofservice 0212712023 and,0311112O23.
Charges exceed maximum allowance for interpreter services.
CCR $ 9795.3. Fees for Interpreter Services.

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

o 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 $ I I .25 per quarter hour or portion thereof, with a minimum
payl] ent 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 Iist of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 0212712023 and 03/l I12023 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 $ I 15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation of Payments.
Reimbursement received in the arnount of $ 180.00 for dates of service 02127 12023 03lll12023.
Additional reimbursement is due up to the established market rate. T1013 (Interpreter Service) x
2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service) x 2.

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

a

a

1 vl.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service) x 2
Date of Service: 02/27 2023 03/ll/2023
Interpreter

Service Code T1 0l 3 (Interpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount s 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 02127 12023

$ 1 15.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) :
$140.00 + $180.00 (rBR
Application Fee) :
s320.00
Due Provider
Refer to Analysis

Service Code Tl 0 I 3 (lnterpreter Service)
Provider Billed s230.00

$90.00
Dispute Amount s 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn 0311112023

$ I 15.00 (Market Rate for One
Hour) + 2 (hours) : $230.00 -
$90.00 (Ptan Allowed) :
$ 140.00
Due Provider
Refer to Analysis

AIU Insurance Company
PO Box 650461
Dallas, TX 75265

Division of Workers' Compensation Medical Unit
l5 l5 Ctay Street, l8th Floor
Oakland, CA94612

5 v 1.2

Plan Allowed

Copy to:
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CSS LLC - CSS WORKERS COMPENSATION
PO BOX 650461
DALLAS TX 75265.0461

sD0053 1

JOYCE ALTMAN INTERPRETERS INC
PO BOX #4165
TUSTIN CA 92781

ffi

ffi Constitution
State
Services

DATE: 11 117 123

TIN: 33095671 3

PROVTDER: JoYCE ALTMAN INTERPRETERS lNc

Our Customer Service Phone is l'8771228-2758
Please contact us if you have any questions.

AIU INSURANCE COMPANY

EXPLANATION OF PAYMENT

Name File
Number

Dates
of Service Amount Reference Remarks

RECEIVED NOI

730 CB
FYVO832N
730 CB
FYVO832N

,27I0,n

o3t11t23

o2127 t23

$

s

90.00

90.00

1 035468850SW

1 035388 1 98SW

EN TERI

tNvotcE # 3234081 1083001,1

TNVO|CE 
' 

3234D81 1017168-1

D r{0v27il02x

Sr...rr180.00Total Amount Paid

PAYMENT INOUIRIEST E.MAIL MBMPINOS@TRAVELERS.COM, FAX 888-558-8656, PH. A77.228.2758

321 009530

E DET^CH CHECK

suMM -1 11311
ovRPsuMl-o21 509

DETACH CHECK1

903A 68374872
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sD00025

JOYCE ALTMAN INTERPRETERS INC
PO BOX #41 65
TUSTIN CA 92781

RECEIVED t,|AY 2B2O2i,

DATE: 05t21124

TIN: 330956713

PROVIDER: JOYCE ALTMAN NTERPRETEflS NC

Our Customer Service Phone is 1 -877'331'0230
Please contact us if you have any questions.

Constitution
State
Services

AIU INSURANCE COMPANY

EXPLANATION OF PAYMENT

Name File
Number

Dates
of Service Amount Reference Remarks

730 CA
FYVO832N
730 CA
FYVO832N

o2127t23

03111t23

.ENTEREt)

s L40.00

140.00s

tlAy 2 0 r$?l

2002870399SW

2002870403SW

rNvorcE, 1234D81 1o17r6A 1

tNvotcE , 3234D811083001 1

sri**r1280.00Total Amount Paid

142007919
suMM 111311
ovRPsuMl 021509

DETACH cHEcKaDETACH CHECK

I

CSS LLC - CS5 WORKERS COMPENSATION
P0 Box 650461
DALLAS rX 75265-0461

903A 68516693
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PROCENTURY INSURANCE COMPANY
PO BOX 219559
KANSAS CrTY, MO 6412r
(800) 825-S489

Date lssued
11121t2423

Check No 36643

Ju32A_
719 L

Payee JOYCE ALTMAN NTERPRETERS INC

nsured
N/er. o

Cla mant Narne
Servrce Date(s)

Clarm Number
L s Dale AIVIOU NTos

SCOTT H ALLEN CAOILLAC, INC

3234dh11120672-1
3/24t2A23-3t2At2023

wcDY220020a2
3t14t2422

ENTERED IIOV292ON

CHECK TOTAL

90 00

*'*""'s90 00

RECEIVED NOV?82023
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NP r453ri48C9

TECHNOLOGY INSURANCE CO (Claims Funding)
PO Box 740042

Atlanta, GA 30374-0042

CHECK NO.

0006543344

3458896-1

TWC396648O

DA'IE AI..IOUNf

u l0l2024 $320.00

JP Morgan Chase

Syracuse, t{Y

5043712L3

PAY TO
THE
ORDER
OF

]OYCE ALTMAN INTERPRETERS

]OYCE ALTMAN INTERPRETERS
P O BOX 4165
TUSnN, CA 92781-4155

il.OOOE5l. 1ll. 1.il. r:O I llOql?lt:

li-glf;.iH-+
ffid lilt lutitut ut lhnu,il, \il,

BOlE??5:ltr.

l"lail To

Chcck Numbcr:

Claim Nurnbcr:

Bill Number:

Invoice Nurnbcr:

Policy / Insurcd:

Clirimant Namel

Payee ID / Nanle

Loss Date:

Location:

Diamincr Codc:

0006-543341

l.l5tin96- I

0

TWC3966480 / Joc's llllian Restaurant and Bar

JOYCE ALTMAN INTERPRIJTERS

9 /2021

34147

ENTERED JXI 1I ilt

I)atos ol Scrvicc

DxplunatiLrn:

Cxlcgory:

Plirccnlcnt:
'lansaction T

$120.00

at25t20z2 - t1t2.5t2022

IBR Casc #('B2il-0002967 DOS lt/25/22

M2.l - Mcdic l Intcrprctcr

2 - Medicirl

TECHNOLOCY INSURANCE CO (CIaims Funding) on bchalf of Technology
Insurance Company, lnc.

AmTrust North America

PO Box 89404

Clevelrnd, OH 44101

888.239.3909

l;r.r;r.,:

t.rS;:

ThreeHUndredTwentyandO/100'SDOllarS**1***************x**********************************+**i*r

VOID AFTER 180 DAYS

RECEIVED JANlBM2(
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MAXIMUS
Federal Services ffir

MAXIMUS FEDERAL SERVICES, INC,
Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 l3-8006
(855) 865-8873 Fax: (916) 60s-4280

RECEIVED APR O TMT

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
B*+

Apil01,2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0000111
Claim Number 3236689- I
Assignment Date 02t13t2024
Claims Administrator
Date(s) of service 0 I I 09 t2023 - 0 I I 09 t2023
Provider Name Joyce A ltrnan lnterpreters. Inc.
Employee Name
Disputed Codes T l0l 3 (lnterpreter Service)
Date of Iniury t2l0l20t9
Application Received ot 11712024

Dear Joyce Altman Interpreters, Inc

MAXIMUS Federal Services has completed the Independent Bill Review ("lBR") 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 $t80.00 for the review cost
and $140.00 in additional reimbursement for a total of $320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $320.00 within 45 days of the
date on this letter per section 4603.2 (2a) ofthe Califomia 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 olWorkers' Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

I v 1.2

AmTrust
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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 Califomia Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

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

2 v1.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe second review
. ccR $ 9795.3
o 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.

v 1.2,
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ANALYSIS AND FINDING

Based on review ofthe case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for Tl0l3 (Interpreter Service)
submitted for date of service 0110912023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0l/26/2024. Response not yet received.
CMS I 500, place of service I I

o 0110912023 T 1 013 (interpreter services) x 2, $230.00 (fotlow up chiro treatment 2hr min)
EORs reflect reimbursement of $90.00. Charges exceed the OMFS allowance; charge adjusted to
the scheduled allowance.
CCR S 9795.3. Fees for Interpreter Services.

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

o 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 Sl 1.25 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 ofrecent similar services perlormed and
the amounts paid lor those services.

Interpretation Confirmation Affidavit dated 0110912023 was signed by the patient, medical provider
and interpreter certii/ 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 $l15.00 per hour as reflected on invoices, copies
of paid checks, and Explanation of Payments.
Reimbursement received in the amourt of $90.00. Additional reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

a

a

4 v 1.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service)
Date of Service: 0l10912021

IIlterpreter

Service Code Tl0l 3 (Interpreter Service)
Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount $ 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn

$ I I 5.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) :
s140.00
Due Provider
Refer to Analysis

Copy to:

AmTrust
PO Box 89404
Cleveland, OH 44101

Division of Workers' Compensation Medical Unit
l5l5 Ctay Street, l8th Floor
Oakland, CA94612

5 vl.2



ANA UBI Oaims
PO BOX 740042

Atlanta, GA 30374-0042

cllEcK No.

0004779511

3236689-1

swc1227555

DATE AMOUNT

912212023 $90.00

JP Morqan Chase

syracuse, t{Y

so-93712L3

PAY TO
THE
ORDER
OF

Ninety and 0/100,S DOllafs****x*****x)*****)t***x*xx*****xx*****x,t******)********,************)i******xx
]OYCE ALTMAN INTERPRETERS, INC

VOID AFTER 180 DAYS

Mail To
]OYCE ALTMAN INTERPRETERS. INC
PO BOX 4165
TUSTIN , CA 92781.

il.0oor,7 ?q 5 t lrF r:o e I loq I ?qr:

Explanation Of Bill Review
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Chcck Number

Claim Number:

Regulatory lD:
Bill Number:

lnvoicc Numbcr:

Policy / Insured:

Claimant Name:

Payee ID / Namei

Loss Date:

Location:

Examincr Code:

Nctwork/PPO Nctwork

0004779511 ANA UBI Claims
on behalf of Security National Insurance Company

3236689-l AmTrust Nonh America

50-9371213 PO Box 89404

19458864 Cleveland, OH 44101

FP |-MJCA-253 1077 888.239.3909

SWCI227655 /JC Kitchens lnc. A Colo

oa Ci? 5-. t\ ( 5
JOYCE ALTMAN INTERPREiERS. II(C ,

tvv20l9 FPI-MJCA-2531077

371-50

DA I-l iS of
slitrv(1,
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sAvtNcs
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:.r0 (x) t40.00 0 01) 90 r{)
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790, WoRKERS' (]OMPI]NSATION STATE FEE SCIJEDULI] A DJ USI'M ENT,
6I . TIIE ('I]ARGE EX(]EEDS T}IE OFTJICIAI, MEI)ICAL ITET SCIItlDUI,E AI-I-OWANCE, TIII] CH RCI] IIAS Rt't]N ADJ USTED TO TI IE SCHEDI]LED ALI,OWANCTJ.
P I2 , WORKURS' ('OM PENSA'TION JURISDICTIONAI- FEI] SCHIJDI]I-IJ ADJUS1 ENT,

Antutt No.th AEica. PO Bor 94574. CtcvcLD4 OH 44101, (8OO) 7324153, ir d6isDrt d b rcccivc by cqtif.d m.il r!qu.3ts for p.titim of Eimbu,lco.
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MAXIMUS
Federal Services

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 l3-8006
(8ss) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi November 26. 2024

Joyce Altman lnterpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0002408
Claim Number 3470939-l
Assignment Date t0t03t2024
Claims Administrator AmTrust
Date(s) of service 04/ t2/2023 - 04/ 14t2023
Provider Name Joyce Altman lnterpreters, lnc
Employee Name
Disputed Codes Tl0l3 (lnterpreter Service) x 2
Date of Injury 03/10t2022
Application Received 09t0612024

Dear Joyce Altman Interpreters, lnc.:

MAXIMUS Federal Services has completed the Independent Bilt Review ("lBR") 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 ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of$460.00 within 45 days ofthe
date on this letter per section 4603.2 (2a) of the Califomia 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.

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

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The lndependent Bil[ Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
. Explanation ofReview 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 ofthe second review
e CCR $ 9795.3
o 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 ofthe 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.

-] vl.2
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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 T1013 (Interpreter Service) x 2
submitted for dates of service 0411212023 - 0411412023.
Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
09117 12024. Response not yet received.
CMS 1500, place of service I I

o 0411212023 T l0l 3 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)
o 0411412023 T l0l3 (interpreter services) x 2, $230.00 (follow up chiro treatment 2hr min)

EORs reflect reimbursement of$90.00 for each date ofservice 0411212023 and,04/14/2023.
Workers' compensation fee schedule adjustment.
CCR S 9795,3. Fees for Interpreter Services.

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

o An examination by a physician to which an injured employee submits at the
requests ofthe claims administrator, the administrative director, or the appeals
boardl

o 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 $ I I .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 Conhrmation Affidavits dated 04/12/2023 and,0411412023 were signed by the
patient, the medical provider and the interpreters certifu 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 $l15.00 per hour as reflected on invoices, copies
of paid checks, and Explanation of Payments.
Total reimbursement received in the amount of$180.00 for dates olservice 0411212023 -
04/1412023. Additional reimbursement is due up to the established market rate. Tl0l3
(Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Tl0l3 (Interpreter Service) x 2.

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

a

a

a

a

a

a
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DETERMINATION OF ISSUE IN DISPUTE: Tl0l3 (Interpreter Service) x 2
Date of Service: 04/12/2023 - 04114/2023

Interpreter

Service Code T 1013 (lnterpreter Service)
Provider Billed
Plan Allowed s90.00
Dispute Amount
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt $230.00
Notes Overturn DOS 041 1212023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) =
s140.00 + $180.00 (tBR
Application Fee) =
$320.00
Due Provider
Refer to Analysis

Service Code T l0l 3 ( Interpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount s 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 0411412023

$l15.00 (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
l5l5 Clay Street, l8th Floor
Oakland, CA94612

5

s230.00

s 140.00
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, SEQITIOIA'INSURANCE COMPANY

P.O. BOX 740042

ATLANTA, GA 30374-0042

CHECK NO.

0000382878

i ., DATE

QWC1161358

AT.OUNT

1211312023 $90.00

,P l'lorgan Chase

$raare; NY

*$7nr3

PAY TO
THE
ORDER
OF

VOID AFTER I8O DAYS

Mail To
]OYCE ALTMAN INTERPRETERS INC
PO BOX 415s
TUSTIN , CA 92781-

rFO000 tB eB ?B[! r:o e Iooo0 e Ir:
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Claim Number:

Regulatory ID:
Bill Numbcri

Invoice Number:

Policy / lnsurcdl

Claimant Name:

Paycc ID / Namc:

Loss Date:

Location:

Examiner Codc:

Network/PPO Network

0(xD3lt2878

3410939- l

50-93',t t2t3
Iq7q5585

FP t-MJCA-2664838

QWC I 161358 / Gym Management Services Inc

JOYCE ALITMAN INTERPRETERS INC

3A0t2022 FP|-MJCA-2664838

31356

SEQUOIA INSURANCE COMPANY
on bchalf of Scquoia Insurance Company

AmTrust North Am€rica

PO Box 89404

Cleveland, OH 44101

888.239.3909

\ \251Y1Y
DA'llls of
SURVIC'E

( tI Dsscription ITEE
CHAR(;I]D

RF]Dt]CI
AMOUNT

l{li soN

SION I-ANC/ORAL INT'RIIRIJ-I

?30.m t40.00 000 m.u)
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G I , THE CIIARGA EX(]EEDS TI{E OFFICIAL MADICAL I:UD SCIIUDULU ALLOWAN(]U, 'THts CHARGIl IIAS BI]EN ADJ US'I'IJD TO'IIIIJ SCIIIJDUI-F,D ALLOWAN(1],
PI2. WORKERS' COM PI]NSA'I'ION ]URISDICIIONAI, I:I.]F] SCHIJDIJI-E ADJUS'I'MtJNl'

RECISTI]R FOR LLI]CTRONIC BtLL STJBMISSl()N BY RE(;IS'I'ERINO AT WWW,AVAILITY.COM AND CIIOOSI] THE 'RECISTI]R' TAB.

Amnurt Noih AMic+ P() Box 94574, cl.vch4 OH 44101, (8{n) 732{153, i, d.!i8nit d to Eccivc by cstificd 6ril rcqucst! fo( !.titior of rEimbllts.Imt.

ll'jI
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ENTERED OIC21M23
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JOYCE ALTMAN INTERPRETERS INC

ExplanatiLrn Of Bill Review

Check Numbcrl
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. SEQUOIA INSI.'RANCE COMPAI.JY

P.O. BOX 740042

ATLANTA, GA 30374-0042

cltEo( No.

0000382879

3470939-1

, '. DATE

151358

AfiOt NT

1.21t]12023 $90.00

Ninety and 0/100's Dollars****)****x)*)t)***'r,t,t,t*:t,**'f,*******,*******i.*,x**,tr*x)r***x)**x***,****)***,***:****,k)*

PAY TO
THE
ORDER

OF

]OYCE ALTI\4AN INTERPRETERS INC

Mail To
]OYCE ALTMAN INTERPRETERS INC
PO 80X 4155
TUSTIN , CA 92781-

VOID AFTER 1BO DAYS

UIE?ll8E:ltt'
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Explanation Of Bill Review

Claim Numbcr:

Regulalory ID:

Bill Number:

Invoice Number:

Policy / Insured:

Claimant Name:

Payee lD / Nanc:

Loss Date:

Location:

Examiner Code;

Network/PPO Network

34'70939- I

so-937 t2t3
r9795980

FPt -M tCA-2667 327

QWCI161358 / Gym Managcment Services lnc

JOYCE ALTMAN INTERPRETERS INC

3 0t2022 FPt -MJCA-266',732'7

3r356

SEQUOIA INSURANCE COMPANY
on bchalf of Scquoia llsumnce Company

AmTrust Norlh America

PO Box 89404

Cleveland. Otl 44101

888.239.3909

I'\2[q 36tr
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SERVICE
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iilit)tJ('f
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SION LANC(}RAL IN'TERPRT'f

2lLr.(x) t40.00

790, WORKL]RS' COMPI]NSATION STATE FEE SCHEDUI-E ADJUSTMENT.

PI2 WOR KIiRS' (.OMPI]NSATION II 
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'I,E 

ADIIISTMF,NT
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SEQUOTA INSURANCE COMPANY
P.O. BOX 740042

ATLANTA, GA 30374-0042

CHECK NO,

0000458966

3470939-1

DATE

QWC11613sB

At40ut{T

12J2712024 $460.00

FOUf HUndfgd Sixty and 0/100'S DOllafS**,t*x*fx************)k****)i*********)**)******************xx****
PAY TO
THE
ORDER

OF

]OYCE ALTMAN INTEPRETERS INC

il'OOOOl.58qE Eri. 3:O e IOIOO a Ir: e eETllBElil'

Mail To
JOYCE ALTMAN INTEPRETERS INC
P. O, BOX 4155
TUSNN, CA 92781

Ii:i'-+(:

12+llt:
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Check Nurnber:

Claim Number:

Bill Numhcr:

Invoicc Nunrbcr:

Policy / Insurccl:

Claimant Name:

Paycc ID / Name

Loss Datc:

Location:

Exanrincr Code:

0000458966

3470939- t

0

QWCIl6l358 /Cym Management Services Inc

JOYCE ALTMAN INTEPRETI]RS INC
3lt0/2022

35624

Arnounl:

Datcs ol Scrvicc

Explanation:

CaLegory:

Placemenl:

Trans{ction T

$460.00

4^2t2023 - 4^4t2023
inv casc CB24-0002408

M2-l - Mcdical Interprcter

2 - Mcdical

SEQUOIA INSURANCE COMPANY on behalf of Sequoia Insurance Company

AmTrust North America

PO Box 89404

Cleveland. OH 44101

RECEIVED.IANOS2O25
ENIERED

JANOg2W

I',;it;,iffi

JP Morgan Chase

Syracuse, tY
50-9312L3

VOID AFTER 180 DAYS
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15 Benchmark 17 -1t910 CHECK DATE CHECK NO
91512023 58949.1

301_000000173644

SERVICE DATES

1 1t30t2022 - 11/30t2022

CHECK AI\,4OUNT

$90.00

Wells Fargo
P.O. Box 46350
Las Vegas, NV, 891 14

FOR

TO ]-HE
ORDER
OF

Payee: Joyce Altman lnterpreters, lnc

Check Number: 589491

Check Amount: 90.00

Date of Check: 9lSl2O2J

Check Memo:

AdjusterName/Phone: 

lViscellaneous Medlcal
ctatrn #:2023000227 0 lnvoice #: 3234dbi 061 1 1 7 3-1

PAY EXACTLY Ninely Dollars and No Cents

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

11 ,,-,. ,t '4-),+,

AUTHORZFD S GNAlURE

il'OO5Egqqt[. r:OqIOOOOLqr: ]qB?DaS5a!il.

REEEIVEO SEPOT2M ENTEREO sEP 0 7 2022

Clalm Number Clalmant lnvolce Number /
Blll ldsntlfler Loss Date Servlce DatsB Paym€nt Amount Flnanclal Calegory

2023A002270 301000000173644 7t21t2021 11t30/2022 -
11t30t2022

90.00 Payment -
Miscellaneous

Medical

A D rr I N 1 I lt A T a P 5



Benchmark Administrators a Trean Company

PO BOX 46350

Las Vegas, NV 891 14

r r,,ll,rrl.rIl r,'rllrlr,l.,l,rl,r l,,r,'l||'rrr'r.lll,,llr

15 Benc ark
ADMINIS RATOR S

RECEIVED IIIAR252O2T

Pacific West Maintenance, lnc
csT5020609
$320.00
9910041 593

1',|13012022

Adjuster Name: 

w Benchmark

lnsured Name:
Policy No:

Check Amount:

Check No:

lnvoice No:

Service Start Date

**r**r**rr**i*r*MIXED AADC 541
JOYCE AI,TMAN INTERPRETERS, ]NC
PO BOX 4155
TUSTTN, CA 927A1-4165

:
:
:

:
--
-
:
-

Payee Name: ,

Claim No:

Check Date:

Date of Loss:

Coverage:

Service End Date

Adjuster Phone

20?30002270

0311912024

07 t2112021

Medical Paymenl -

11130t2022

ement

Service Start Dale: 1113012022 Service End Dale: 1113012022

The Bancorp Bank

Check No: 9910041

Claim No: 20230 0

unt

3

Description

EN TER D [{AR2620Z(

THE BACK OF THIS CHECK CONTAINS A SECURITY MABK - DO NOT ACCEPT WITHOUT HOLDING AT AN ANGLE TO VEBIFT' SECURITY MARK

Pay To The Joyce Altman Interprelers, lnc

Order Of

lnvoice #:

r.qqlooLl5qlil. r:olllollll,r: Bl5loooo5qil.

//i4 t-Memo

180 OAYS

ADMINISlRA]ORS
.lr.a. C.mp.ny

Dale:0311912024

Three Hundred Twenty Dollars
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MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 9581 3-8006
(855) 865-8873 Fax: (916) 605-4280

MAXIMUS
Federal Services

EOE,VED JAX 22frTi

I -r::'.-
| ffifittt^

&if

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

January 18,2024

Joyce Altman Interpreters, Inc
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB23-0003096
Claim Number 2l K37J884570
Assignment Date 1112912023

Claims Administrator Cannon Cochran Mgmt Svcs
Date(s) of service 09 /23 /2022 - 09 t23 /2022
Provider Name Joyce Altman lnterpreters, Inc.

Employee Name
Disputed Codes T1013 (lnterpreter Service)
Date of Iniury 0313112021

Application Received 1110312023

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review ("lBR") of the above
Workers' Compensation case. This letter provides you with the IBR Finat 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 $140.00 in additional reimbursement for a total of $320.00, A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $320.00 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.

000053
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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 Califomia Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Cannon Cochran Mgmt Svcs
Division of Workers' Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
. Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe second review
. CCR $ 9795.3
r Market Rate Examples

3 vl.2

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 ofthe care to help make a determination. Heishe has no
affiliation with the employer, employee, providers or the claims administrator. The experl 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 ofthe case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date of service 09123/2022,

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
lll1312023. Response not yet received.
CMS I 500, place of service 1 I

o T1013 (interpreter seruices) x 2, $230.00 (follow up acupuncture 2hr min)
EORs reflect reimbursement of $90.00. Charges exceed maximum allowance for interpreter
services.
CCR S 9795.3, Fees for Interpreter Services.

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

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

o A medical treatment appointmentl
o 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 $l I .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 0912312022 was signed by the patient, medical provider
and interpreter certifu 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 ol$115.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.
Reimbursement received in the amount of $90.00. Additional reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

a

a

a
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DETERMINATION OF ISSUE IN DISPUTE: Tl0l3 (Interpreter Service)
Date of Service: 09/2312022

Interpr€ter

Service Code Tl 013 (lnterpreter Service)
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

$115.00 (Market Rate lor One
Hour) * 2 (hours) - $230.00 -

$90.00 (Plan Atlowed) :
$140.00
Due Provider
Refer to Analysis

Copy to:

Cannon Cochran Mgmt Svcs
PO Box 53550
Irvine, CA 92619

Division of Workers' Compensation Medical Unit
1515 Clay Street, 18th Floor
Oakland, CA94612

5 vl.2





CCNTSI OBO CLEAR SPRING PROPERTY & CASUALTY
COI\TPANY
2 EAST MAIN ST, ST]ITE 208
DANVILLE, IL 6I832

Anrount: SEVIN IIUNDRED FORTY AND (X) / I00*+***

BANK OF ANIERICA
CIIICAGO, IL 6060.1

2-l 7 to lL

Check No. 0166687465

Date:0210912O24

Batch#: 307533566

Amount

$* * *1.740.00

\/oitl Alicr ()0 Din's

PAY TO THE ORDER 0F

JOYCE ALTIVIAN INTERPRETEI{S IN(.
PO BOX 4l(r5
TIJSTIN, CA 92781

AJ1y PeU*

[.o !BEEB?l.E5rr. r:0? IOOOO19r! BBEEE 2 2BL 2r.
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('lJ2.l-rxx)r)r)5lt Ds 1.12.2.1/1.26.23

U'JoNLS

It{\'tNti

U'JoNI:S

lt(\'lNI

RECEIVED FE8 132W \ ENTERED FEB 1l CIzt

Ijatcltl: .3()75-11566

('heck# I666ti7465 ('he ck Antount: $"***7.11).llll
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BANKot'ANIERICA CheckNo.0l8535ll06
CHICAGO,IL 60603

Dntct tJ6/19/2024

Batch#r 307969579

Amount

AL INSURANCE

2-3t1I{llL

TWENTY AND OO / IOO+*'**

PAY TO THE ORDER OF

JOYCE ALTMAN INTERPRETERS
PO BOX #4 t65
TUSTIN, CA 9278I

A42 P,tb'

r.OlESl5llOEN r:O?!OOOOlqr: SSEEEe?gLPr'

$**,i,r320.00

Clrim#\DOL Chimant lnr.Amt Disc. Aml Nel P! lnv. #\(i,mmrnl

22W57XJ6:910 

05tt4t2022

l2r) o0 000 .120.00

Addrrionrl I) y N,r lbr 4il l/2021 pcr Nl$imrs

RECEIVED JUN2(202I

ENTERED JUN272O2(

8rrch4: lo79(t/579

( hcck# 185351lU6 Chcck Anrou|rt: $"'*.1211,01,

IN('

2 IiAST i\IAIN ST, SUITE 2()II
DAN\:II,I,I]. II, 6III]2

Adjuner\Oftice

NIWALLA(:E
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CCMSI OBO S'TARSTONE NA
ACCOUN'I'
2 EAST I\IAIN S'T. SUITE 208
DANVILLE, IL 6I8.32

,. BANK oF AMERTCA check No. 01g6727634'r 
cHICrrGo, IL 60603

Date: 06/1 0/2024

2-3.i't lo tL lhrch#: .107937 t7l

Amount
Anrount: NINIITY AND (X) / l(X)tr*tr

AY TO THE ORDER OF

JOYCE ALTMAN INTERPRETERS INC
P0 BOX 4165
TUSTIN, CA 927ttI

$**++90.00

Voi(l Allcr ()0 Dnvs

P
fu0-a3. A{b.

ilro l8E ? e 7E:1r.il. r:o ? loooo lir! BEEEE I lEl. lrr.

Clainr#\l)()t, ('l.imrtrt lnr'. Amt l)isc..\mt Nct Pairl lnv. #\(i,mmcnt rlrljustt'r\Ollicr

21J34K672716 

04i2ti2023

2-10.0r) l.l{).00

STRATA(:ARE

90.00 32.1.1db I 2.]11.1542-

106744 DS l2ltei2l
MTA('AL0

IRvINE

ENTERED JUNlT?II2T

HeUTIVEU JUft t JltJU

Batch#: 307937 I 7l

(lhrck# l116727(r.1{

Loc: (iAI(l(L'Il' J (;ENTRY (iINDl(AL EN(ilN[EltlN(i
IN('0RPoRN'TET)

ChcckAntount' $i*rr9{}.lxl
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I
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CCMSI OBO STARSTONE NATIONAL \\'C LOSS FUND
ACCOUNT
2 EAST MAIN ST, SUITE 208
DANVTLLE,IL 5I832

Amount: ONE IIUNDRED EIGHTY AND 00 / 100*r.**

PAY TO THE ORDER OF

JOYCE ALTMAN INTERPRETERS tNC
PO BOX 4l6s
TUSTIN. CA 9278I

ehy AsU*

IJANK OI.','\$IERICA
CHICAGC', IL 6O60]

2-3i',7to\L

$+* * * 190.00

x'Ol8E?28Ol:Iil. r:OTIOOOOlCi: BESBB?AELeil.

(laim#\DOL Cl.imln( lnr. Amt lrisc. /tnn N.l Prirl Iny. #\Commrni

8l-

23 ti4K672746

o4t2u12/J21

2:rJt4K67:rt6lt

ll1t2t\i2tt23

MT.x Alo
IRVINE

SRoBERT

IRVINE

210.00 l.lo.o0

STITATA(:ARE

,0.00 t:t{db t2-15 t 722-

I07265 DS 0llt 6/24

2:10 00 tt0.00

STI(ATA('A.RE

RECEIVED JUN2(MzT

107266 DS 0l/15/21

ENTERED JUN262tr2{

Balch#: l07t)(,9561

Clrct# 18672ti0-11

Loc: GAIU{ETT J (iENTRy (itNEttAL LN(ilN[IRrN(i
IN('ORPORATIt)

CheckN0.0186728033

Datc 06119/21124

Batch#: 107(.,69561

Am0unt

ch€ck Annrullt: $r*.r180.(xt



ffi1867 CONE SPECIALlY
2 East Main Slreel Su rc 208

Danville, ll- 61832

I llllilrli tilt[lliiili titi]tiliffii

023VPAY0DCt.rECr.0004001 -00065-0 1

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUST|N. CA 9?781

trl,htil[,lrtlltillthttltllt,il,,,ltlill,lllilil,ttr,lt,,llr
CCMSI

RECEIVED FEBO3Mzi ENTERED IT.BO(2025

The docurnent you are holding is a paynlent for services provided. The attached check and Explanation
of Payment(s) is sent to yorr by cclvlsl on behall of 1867 coRE spEClALTy, who has partnered with
VPay@ to process their payrnerrts. lf you have questions regarding your claim or pending payment
status please conlact the adjuster assigned to the clalm. lf you have a question regarding this
transaction, please cor'rtacl cc[,4s] at 1-844-750'09s5 or email paymentstalus@ccmsi.com. you will
need to provide the CCI/SI Transaction lD nLrmber localed on this page.

When you sign up for
VCard or ACH

CCMSI Iransnction lD
VP Trans lD:

548223749

2776182176
CCt\40001701;

01i23t2025
j$460.00

Iluben hsoalarrle
cL:12C-0002677 (-90.00)

i!/0912023 lt) 12./09/2023 CoFrrrcxrl: C824-0002677 DS 12.9
22080638
23.t34K67 27 46

Dale:
Amotlnl
CIai,nanl Name
lnvoice Number
Oale of Service:
Check Number:
Claim Number:

Email
6upport-6vpeylr3e.com

tod3y tofind out how

ID slow r :r)ov,r n.rriosrroy .trs :orn.rrIrc;irrrr , \t ts rtl;chrneats. rt a,ry

a ( ('\ ISI olro
lr/ rl , rlil \i 1I r\ \
.l I '.' '.i, r \l

220806-tlt

( ( \,ts I {)l/.11/:(}-1s

PA\ lrr
oR t)trR (r: i( )\'('l: A 1..'l'l\4AN I N'l't iltPtt tit't,ttS I N( l

FOUR I.IUNDRED SIXTY DOLLAf]S AND OO/,100

$460"00

l)()l .l ,\tts

Get Pald =Faster
rE--)
L:,E-,

,l()f ( l! Al.'l l\l\\ IN'l t,;ltl'ltt:'t t.it{S IN('
P() n()\ .t t(,s
l'LS l tN. ( ,,\ 9t7lJ I

\ o ) ,\t, u,tR t8t) t),\]'s

)

\Il\ll) ( illl (Ixrl(;ilr \(i()()) 07rr
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Claim Check No. 4601732 D_.1rltqz
zDTIAssociated Bank

www.associatedba rrk.com

tN5

1

Pay

I

RAIJ(t

tly
08122124 $. -" -'.'550.00

VotD ATTIJR III(] DAYS
ive Hundred Fi[ty Doltars and 00/100 Cents

Pay 1o t 0rder oi JOYCE AtTMAN INTEBPRETERS tNC

I

i

Til

A!T ORtZLD StO

rFl.E0l ?:l ?rF r: 2q l E ? lE Iqr:
IGINAL OOCUMENI lIA$ A FEFLECTIVE WA'EFMAFIK ()N ?}TE BACK

2I?l 125 I.. llil.
IIOLO AT AN ANGLE fO VIEW Wi.IEN CTIF(:l<ING IHF END()RSEi,EN'r,

Accouh

Claim l1l

Date of

Detach before depositing - Please cash within 30 days

l/

0

licy No.: 041 5343.07.419814

1487120

08110122

0ate of Check:

Check No.:

08122124

4601732
SS:

lnsured;

Claimant

Descripti

nU6 Z AZtil
of Loss: Workers Compensalion

fturch
Mutual

l,,4ail To JOYCE ATTMAN INTESPBETERS INC

P0 Box 4165

TUSTTN CA 92781.4165

lt\l 5tl R,1Ntt

The abo heck reflects payment f0r the foll0wing

sss0.00 Service Dates: os /1,s / 23 to 06/26/23

MEDICAIJ - TT OR TPD
IJuInp Sum SettLement

RECEIYED AUO 2 B 2O?;

Fo ue IioNS Co,1Ccnl n L' vou cIAIn1 pIeas II I 2 c n1) extens
I

ot'l
t1 I

J
Me Jsa s LIende /15 on Ext 71 l

e cu 800-554-2642 ,SC ect opI o ond nt

Control Noi 6425412

ENIEREO

ll)01)S(llUslu La e

l.O. llr)x 142

Mcrrill, Wiscon5irl

544\'2.0)4)
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MAXIMUS
Federal Services

MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.O. Box 138006
Sacramento, CA 95813-8006 RECEIVED gCI 2 t flil
(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

tffi October 17,2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

cB24-0002056
Claim Nurnber r487 r20-00002
Assignment Date 08130/2024

Claims Administrator Church Mutual
Date(s) of service
Provider Name Joyce Altman lnterpreters, Inc.

Employee Name
Disputed Codes T l0l3 (lnterpreter Service)
Date of Iniury 08,l0/2022
Application Received 08109/2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the lndependent Bill Review ("lBR") 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 $185.00 in additional reimbursement for a total of $365.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $365.00 within 45 days of the
date on this letter per section 4603.2 (2a\ of the Califomia Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination olthe
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.

vl.2

".4'.'-.
-trlfrlH

IBR Case Number

I 0 I 1 8 t2023 - t 0 I t8 t2023

I
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Appeats must be filed with the Workers' Compensation Appeals Board within 20 days fiom the date of
this letter. For more information on appealing the final determination, please see Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Church Mutual
Division of Workers' Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
. Explanation of Review in response to the original bill
. Request lor Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe second review
o CCR $ 9795.3
o Market Rate Examples

HOW THE IBR FINAL DETERN{INATION WAS MADE

MAXIMUS Federal Services Chief Coding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. [n 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
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ANALYSIS AND FINDING

Based on review ofthe case file the following is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date of service 1011812023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on

08/1412024. Response not yet received.
CMS 1500, place of service I I

o 1011812023 Tl0l3 (interpreter services) x 2, $230.00 (follow up chiro treatment 2hr min)
EORs reflect reimbursement of $45.00. Charge was adjusted to comply with the rate and rules of
the contract indicated; allowance for procedure was made at the usual and customary amount for
this geographic area.

CCR S 9795.3. Fees for Interpreter Services.
o a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o 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;
o A medical treatment appointment;

o 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 $l1.25 per quarter hour or portion thereol 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 l0/18/2023 was signed by the patient, medical provider
and interpreter certifuing 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 $ I 15.00 per hour as reflected on invoices, copies

ofpaid checks, and Explanation of Payments.

Provider is asking lor their market rate of $l 15.00 per hour. Assignment letter was issued to the

Claims Administrator on 0813012024, requesting a copy of the contract and any usual and

customary guidelines, to support the reductions on the EORS. Response not yet received.
Therefore, reimbursement will be based on 100% of the Provider's established market rate.

Reimbursement received in the amount of $45.00. Additional reimbursement is due up to the

established market rate. Tl0l3 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service).

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

a

a

a
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service)
Date of Service: l0/1812023

Itrterpreter

Service Code T l0l3 (lnterpreter Service)

Provider Billed s230.00
Plan Allowed s45.00
Dispute Amount s 185.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) = $220.00 -
$45.00 (Plan Allowed) =
$185.00 + $l8o.oo (IBR
Application Fee) :
$365.00
Due Provider
Refer to Analysis

Copy to:

Church Murual
PO Box 342
Merrill. WI 54452

Division of Workers' Compensation Medical Unit
l5 l5 Clay Street, l8th Floor
Oakland, CA94612
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Church
Mutual

i]{)00 S(h!slrr LdiI

lr.i). Bor 312

54452-0i4,1

claim Check No. 4572083
Associated Bank
www,associatedbank.com

'79-7 t42
2915

rl stl RAN(r

Pay Exactly

Forty Five Dollars and 00/100 Cents

Pay ro rhe 0rder ot J0YCE ALTMAN INTERPBETEflS tNC

04129124

\'OID AFTI]R I80 DAYS

?l?] re5 LrerF
rtOLO A.. AN ANGLE YO VIEW YVHEN CHtsCKING T}lE ENI}C,RSEMEMT.

fl. l.t5 ? eog:ln. r: eq l5 ? lL eq,:
T}IF OFIIGII{AI OOCUMENT HA1i A EIEFI.FCTIVE vvAIERMARK ON THE BACK,

Detach before depositing - Please cash within 30 days

AccountlPolicy No.;

Claim No.:

0ate of Loss:

lnsured:

Claimant:

Description o, loss

0415343.07.419814

1481120

08110122

TBIIVIICA I.TC t)8A VISTA ADHC

Workers Compensation

Date of Check:

Check No.:

ENTERE-D XAr O B.TKT

Church
Mutual

J0i)l)S(huskr l-.Dc

P.O. Ilox i4l

541!2 0 ]42l rl]RAN(t

RECEIVED l'lAYO3MzT

The above check rellects payment lor the f0ll0wing:

$. ".'. -'.45.00

Pa).ment: $45,00 PaEient No.:
SeEvice Dates:

3234DB1211809L1
r0/tOi23 ro t0/LB/23

MEDICAL . TT OR TPD
Mi6celIaneoua

For questio.ns. concerning-your claim, please call I -800-554-2642. Select option 2 and enter my extension
number; Melissa s. Henderson, Ext. 7l I L

I.:OB Con(rol Nor 6315699

AMOI'['T

Mail To; J()YCE AI.TMAN INTERPEETEBS INC

P0 Bt)x 4165

TUSTTN CA 92781-4165

04129t24

4572083
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Policy Number: 0415343-07-419814
Claim Number: 1487120
Date of Loss: 0811012022

lnsured: TRIMICA LLC DBA VISTA ADHC

Claimant: 
Patient Account No.: Not Available

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTTN CA 92781-4165

Date of Check:

Check Number:
Page:

1012312024

2081617

1of 1
oo6
@

o
oooo

o
oo

oo

Church
Mutual

P.O. Box 342

3000 Schuster Lane

Merrill, Wl 54452-0342

Iii SURANtt

Coverage:
370 Other Medical

This check reflects payment for the following

Reference Number From - Through Dates Amount

Not Available 10t18t2023 365.00

Total 365.00

RECEIVED OCT2gMt
g,yreneO

ocr2g
20zt

lhe p€nalty may bo jail or prison, I lin6. ond loss ol benoftu.

pued6 oier 6n vlolecl6n d6 la loy y ol @slioo podda sor cdral o prtsi6n, una mullo, y p6dlde dc b€noUclos.

For questions concerning your claim, please contact your claim handler

Church
Mutual

P.O. Box 342

3000 Schuster Len€

Merrill, Wl 54452-0342

Claim Check ruo. 2081617
ASB-CC
Associated Bank

DATE AMOUNT

10123t2024 $ftrfifififi*.365!00

VOID AFTER 90 DAYS

79-7142
, 2915

IiI 5Uf,AN(t

Pay Exactly

Thtee hundred sixty five and 00/100 Dollars

Pay To The Order Of
JOYCE ALTMAN INTERPRETERS INC

[.ooo eo8 tB L ?rr. r: eq I5 ? Lt 29r! aq IL ] eqo8 ?il.

AUTHORIZED SIGNATURE

MailTo:

A.L o/;h
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MAXIML-IS
Federal Services i.'nfitil

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 95 8 I 3-8006
(855) 865-8873 Fax: (916) 6054280

RECEIVED DEcrsaI?( 

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi December 16.2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0002682
Claim Number 14871 20-00002
Assignment Date t0,2212024
Claims Administrator Church Mutual
Date(s) of service 0 I t 09 t2024 - ot I 09 t2024
Provider Name Joyce Altman Interpreters, Inc
Employee Name
Disputed Codes Tl 0l 3 (lnterpreter Service)
Date of Iniury 08,l0t2022
Application Received 09t27 t2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review ("lBR") 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 $175.00 in additional reimbursement for a total of$355.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $355.00 within 45 days of the
date on this letter per section 4603.2 l2a) of the Calitbmia 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 olWorkers' Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination. Appeals must be
fited with the Workers' Compensation Appeals Board within 20 days lrom the date of this letter.
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For more information on appealing the hnal determination, please see California Labor Code Section
4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Church Mutual
Division of Workers' Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bil[ Review Application
o The original billing itemization
o Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
o Supporting documents submitted with the request for second review
. The final explanation oftlle second review
o CCR $9795.3
. Market Rate Examples

HOWTHE 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
afliliation 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 T1013 (Interpreter Service)
submitted for date ofservice 0110912024.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
1010412024. Response not yet received.
CMS 1500, place of service 11

o 011O912024 Tl0l3 (Interpreter Service) x 2, $230.00 (PR2iRe-eval 2hr min Via Telemed)
EORs reflect reimbursement of $55.00. Allowance for this procedure was made at the usual and
customary amount for this geographical area; charge was adjusted to comply with the rate and rules
of the contract indicated.
CCR S 9795.3. Services for Interpreter Services

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

o 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 medicaI treatment appointment;
o b) The following fees for Interpreter Services provided by a certified or provisionally

certihed 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 $l I .25 per quarter hour or portion thereof, with a minimum
payment of fwo 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 0l10912024 was signed by the medical provider and the
interpreter certifying the patient is not proficient in English and requested a certified interpreter fbr
the Telemedicine appointrnent.
Market rate was established by submitted examples of recent similar services performed and the
amounts paid lor those services in the amount of$115.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.
Provider is asking for their market rate ol $ I 15.00 per hour. Assignment lefter was issued to the
Claims Administrator on 1012212024, requesting a copy olthe contract and any usual and
customary guidelines to support the reimbursement on the EORs. Response not yet received;
therefore, reimbursement will be based on the Provider's established market rate.

Reimbursement received in the amount of $55.00. Additional reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

a

a
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DETERMINATION OF ISSUE IN DISPUTE: Tl0l3 (Interpreter Service)
Date of Service: 0l/09f2024
Itr terpreter

Service Code Tl 0 [ 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $s5.00
Dispute Amount $ I 75.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt s230.00
Notes Overturn

$l 15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$55.00 (Plan Altowed):
$17s.00 + $180.00 (rBR
Application Fee) :
$35s.00
Due Provider
Refer to Analysis

Copy to:

Church Murual
PO Box 342
Merrill, WI 54452

Division of Workers' Compensation Medical Unit
l5 l5 Clay Street, I 8th Floor
Oakland, CA94612
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Account/Policy No

Claim No.:

Date ol loss:

0415343.07-419814

1481120

08[0i22

TRIMICA LLC DBA VISTA ADHC

Workers Compensation

0ate of Check:

Check No.:

0s125124

4609964

lnsured:

1000 Schusler Lanr

P.O. Box i42
Merrill, Wisconsin

54452.0142

MailTo: JOYCE AI.TMAN INTERPRETERS INC

P0 Box 4t 65

TUSTTN CA 92781-4165

tfiSuRANtt

The above check reflects payment for the l0ll0wing

PaymeDts: s17s.00 3234D8L24264362
0L/09 /24 ro 0L/ 09 /24

MEDICA!. - TT OR TPD
Docior6 - qerleral, Practice

RECEIVED OCIOlMzL

For questions concerning your claim, please call 1-800-554-2642. Select option 2 and enter my extension
number; Melissa s, Henderson, Ext. 7111.

Control No: a}{51079

Detach before depositing - Please cash within 30 days

Claimant:

0escription of Loss: fturch
Mutual

Patient No,:
service Datea I

ENTERE0 0e101202{

4 fztt2-Gqed
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Amount

$ 1 ,1 70.00

lssuing Off. No

VARIOUS
Date of Loss

CE ATTACHED

$1,170.00

CNA ATTN CLAIM
PO BOX 8317
cHtcAGo tL 60680-8317

RECE.IVED OCT3OM23

, h llll, rllt, rllr,,lr,ll,llr,,r rrrrlr lr I r tl tlrrlr,,rr,r,rI
**********AUTO**MIXED AADC 541
JOYCE ALTMAN TN"ERPRETERS INC
PO BOX 4165
TUSTIN, CA 92'7AL-4165

91 59 l4: l
Ei

ENTERED

* To expedite handling ofyour claim, please include our claim numberon
correspondence to us

lnsured/Client

VARIOUS

Claimant

VARIOUS

Date of Loss From - Thru Dates

BULK PMT..SEE ADVICE ATTACHED

To ensure timely delivery of your check, pleaso vo.ify that the address on
represontative with the correct information. Thank you.

WARNING: You are required to reporl to your employer or the lnsurance
this check, and before cashing this check. lf you do not follow these rules,
a fine, and loss of benefits.

C
UNDERWRITTEN BY;

CNA conti n enla Casua Itv ompa nv
Ch I L 60604

CIaim Number Desk Code lnsuredClient

Prefix & Contract No Claimant

From-thru (Dates) ln Payment of

One Thousand One Hundred Seventy Dollars
JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA 92781

Wells Fargo, N.A

il. I lo lEg l8 ?il. r:0 5I lo l5E l!:

CNA

3 'l 2023

:::::

-
:!

!!!-

-::
:

Claim Number "

is check is complete and corrsct. lf not, please notify your claims

pany any money that you earned for work during the time covered by
you may bo in violation of the law and the penalty may bE iail or prison,

Check No: 110166187

Date lssued: 20231019

f^- A. UJllfi/r*.-
VOIO IF NOTCASHEO IN SIX MONTHS FROM MONTH OF ISSUE

80 lEt,0qq5Eil

ftt 
tuture

Reason:

50-937

PAY

TO THE
ORDER
OF

VARIOUS

BULK PIVIT--SEE ADV



CNA ATTN CLAIM
PO BOX 8317
cHrcAGo rL 60680-8317

tr tlt,l,trtl.rIr.tr,,,,Ilr,lt,,r,l,,IIr t,rl,..lrr,,llll,,

CNA
MIXED AADC 541

.]OYCE A',TMAN INTERPRETERS INC
PO BOX 4165
TUSTTN, CA 92741-416s

r4:72l6r i1
b:,i

RECEIVED l,lAY2O2O2(

ENTERED HA'( 25 2O2I

. To expqdite handling ofyour claim, please includE our claim number on all future
correspondence to us

lnsured/Client

VARIOUS

Claimant

VARIOUS

Date of Loss From - Thru Dates Amount

Reason BULK PMT--SEE ADVICE ATTACHED $2.380.00

To ensure timely delivery of your chEck, pl€ase verify that the address on this check is complets and corr€ct. lf not, pleaso notify your claims
representative with ths correct information. Thank you.

WARNING: You are required to report to your employer or the insurance company any money that you qa.ngd for work during the time covered by
lhis check, and befote cashing this check. lf you do not follow thess rules, you may be in violation of lhe law and the p6nalty may be iail or prison,
a Iine, and loss of benefits.

THE BACK OF THIS CHECK CONTAINS A SECURITY MABK. DO NOT ACGEPT WTHOUT HOLDING ATAN ANGLE TO,VERIFY SECURITY MARK

CNA Continental Casually Company
Check No:

Date lssued

'110317680

20240514Ch tL 60604

PAY Two Thousand Three Hundred Eighty Dollars

Claim Number lnsuredClient
VARIOUS

lssuing Off. No

Prefix & Contract No. Claimant
VARIOUS

Date 0f Loss

From{hru (Dates) ln Payment of BULK PMT_SEE ADVICE ATTACHED

$2,380.00
TO THE JOYCE ALTMAN INTERPRETERS INC

ORDER PO BoX4165

oF TUSTTN, CA 92781

Wolls Fargo, N,A

w A. N.lllmr"-.-

VOIO IF NOTCASHED IN SIX MONTHS FROM MONTH OF ISSUE

['llO]l?880il r:OSlIOl5ELr: SOIEtOqq5Er

Claim Number *

UNDERWRITTEN BY: 50-937

213

Desk Code
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MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006
(855) 865-8873 Fax: (916) 605-4280

RECEIVED lt0v 0 1202(

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi November 04, 2024

Joyce Altman lnterpreters, Inc.
Attn: Joyce Altman
PO Box 4l 65
Tustin, CA 92781

IBR Case Nurnber cB24-0002220
Claim Nurnber sTt23 l6 l22l
Assignment Date 09it9t2024
Claims Administrator Cottingham and Butler Claims

Services
Date(s) of service 04 I 12 12023 - 1 0 I t 0 t2023
Provider Name Joyce Altman Interprreters, Inc.
Employee Name
Disputed Codes Tl0l3 (lnterpreter Service) x 2
Date of Injury 0512612022

Application Received 08123t2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (*lBR") olthe above
Workers' Cornpensation case. This letter provides you with the IBR Final Determination and explains
how the detennination 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 Adrninistrator is required to reimburse the Provider a total ol$460.00 within 45 days of the
date on this lefter per section 4603.2 (2a) of the Califomia Labor Code. The detennination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Deterrnination of the
Administrative Director of the Division of Workers' Cornpensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

vl.2I
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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 Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Cottingham and Butler Claims Services
Division of Workers' Compensation (DWC) Medical Unit

2 vI.2



EII

DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

. The Independent Bill Review Application
r The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request lor second review
. The final explanation ofthe second review
o ccR $ 9795.3
o 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.

vl.2-)
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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 T1013 (Interpreter Service) x 2
submitted for dates of service 0411212023 - 1011012023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0910312024. Response received 0910412024. Claims Administrator provided copies EORs and
claim lorms for the services in dispute. Claims Administrator also provided EORs, claim forms and
medical records for various services and dates ofservice, that were not relevant to the services in
dispute.
CMS I 500, place of service I I

o 0411212023 T 1013 (interpreter services) x 2, $230.00 (follow up physical tx and
acupuncture 2hr min)

c 1011012023 T l0l 3 (interpreter services) x 2, $230.00 (follow up physical and acupuncture
tx 2hr min)

EORs reflect reimbursement ol$90.00 for each date ofservice 0411212023 and, 1011012023.

Charges exceed maximum allowance for interpreter services.

CCR S 9795.3. Fees for Interpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any ofthe 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 trealment appointmenu
. 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 $ I 1.25 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 documenlation
to the claims administrator, including a list of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits dated 0411212O23 and 1011012023 were signed by the
patient, the medical provider and the interpreter certifuing 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$l15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.
Total reimbursement received in the amount of $180.00 for dates ofservice 0411212023 -
1011012023. Additional reimbursement is due up to the established market rate. T1013
(Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service) x 2.

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

4 vl.2
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Service Code Tl 013 (lntemreter Service)
Prov ider Billed $230.00
Plan Allowed $90.00
Dispute Amount $ r 40.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 0411212023

$l15.00 (Market Rate for One
Hour) + 2 (hours) : S230.00 -
$90.00 (Plan Allowed) :
$140.00 + $180.00 (tBR
Application Fee) :
$320.00
I)ue Provider
Refer to Analysis

Service Code Tl 0 l3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Arnount $ t 40.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS t0/10/2023

$ I I 5.00 (Market Rate lor One
Hour) * 2 (hours) : $230.00 -

$90.00 (Plan Allowed) :
$ t 40.00
Due Provider
Refer to Analysis

Copy to:

Cottingham and Butler Claims Services
PO Box 28
Dubuque, IA 52004

Division of Workers' Compensation Medical Unit
l5 l5 Clay Street, lSth Floor
Oakland, CA94612

5 v 1.2

DETERMINATION OF ISSUE IN DISPUTE: Tl013 (Interpreter Service) x 2
Date of Service: 04112D023 - 1011012023

Interpreter



c/o CBCS
PO Box 28
Dubuque, lA s20040028

TO THE
ORDER OF

Arch lnsurance Company Claim Account

ttr
CBCS WC Claim Number:

A77-241-6121 Claimant Nams:

Physician Services lnjury oat6:

Pald (1) Jurisdiction:
159359 Examin€r:

90.00 lnsuror:

0411712024 EmPloyor Name

o4l1z2o23 Docum€nt No:

04112t2A23 lnvolco No:

713 lnvoice Recvd:

JOYCE ALTI\,IAN INTERPRETERS, INC

P.O. BOX #4165, TUSrlN, CA 92781

STIARC

Ch€ck Numberl
Check Amountl

Payee TlNl

Bank Code:

sTt23161221

a512612422

CA
NBROWN

Arch - STIL Caplive

GT Expodited,lnc.
000000036156834
3234db11930666
0312512024

BillType
DRG Code
ICD:

BillFrequency:

Provider lD:

Discharge:

[,4idWestOne Bank

l'l Ir/\l,lr i tiAR lllil{t

OATE

44t17 t2424

Pay Ninety Dollars And 00/100

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

il. I5q I5qil. r:0 ?:lqo I i I lr: eo 1E 5I lfl'

ttr
a41A9t2024

Other genera! symploms and slgns

14171A6625

Altman, Joyce, Altman, Joyce

1477186625

S€rvice Mod Units Service Descriplion Srvc Date Billed BR Red PPO Red other Red Allowance R€ason Code

2 SIGN LANGUAGE/ORAL INTEPR SERVT1013

230.00 140.00 0.00 0.00 90.00

ENTERED APR25ilM

RECTIVED APi]23iU;

T ME LM IS TO D SPUTE PAYMENIAMOUN-I REoUEST roR SECOND REVIEW After an EOR is Ec€ived on i bi submisso^, a hearlh caG prcvldor, h€allh.a ro raciliry. or bll nO as snUa$ig.ee (h. €in

rere(ed ro as Povidc/) I hai d ispul.s lhe amo u nl p,id mav subm rai appoa/rccon3ldoral odR6qu6d ro. s..!nd R6vi.w cia ms adm'nistaror*ilhln m day! or struics orth6 EoR rh6Roquosrlors€

musr conrom lo th€ requnemenh ollho D!\,c s Medcala Iig Gu da. and r.gur.[dns ai Titro 3 ca codo ir'lhe dispulo s rhs amou.lor pavmsnl and lhE

rhe sod .6 ol lh6 EOR, Ihe b shal bcde.med sairsiPd a^d nolh.rlho oyd nor lh6.npoyee shallbo liabl0lorany tu h€rpaymerl REOUESTFOR
wlh n 90 diys.r

iNDEPENOENI BLLL REVIEW ARd Ih€ POVd6I SU bmits a RNU.6| ror s€cond dd*-r^;ri." by rh. d"r.s admhktd-on

rh. bir A1\.r rh. EoR ls r6c.lv.don rh6 s6mnd brltuviow submi$bn,lh. PmvdBrlhal rri d spuros lho amounl paid may submil a 6qussrror ind.pBnd6nr b lrcviow wirhin 30 days ol soruica of lho EoR Tho

Raqussr for IBR frust @nrorm lolh€.equldm€nlsor l irrd 3 cA codD or Requlalions se .rnn 97S2 s. €1e6q rlrhsPro!EP, ra srorequ.d an rBR

nresr.d rl.biiry ror any s.ue orho, rhan rhe rca$nabla am unipayablB,orsB i.6, Ihal ilsua 6hall b6 rc solv.d pr or

-q;.,., rBe a"o u" r",.r- ro, equF{'rs BF s5'r -or brqr b-",;r ihe E- di.. o hd k

CHECK No. 159359

AMOUNT

G--.- --:r:.-,

04112t2023 230.00 140.00 0.00 0.00 90 00 0G1 601

601 CHARGES EXCEEO MAXII\,{UIV ALLOWANCE FOR INTERPRETER SERVICES

DGITHEoHARGEEXCEEDSTHEoFFICIALMEDICALFEESCHEDULEALLoWANCE,THECHARGEHASBEENADJUSTEDToTHE
SCHEDULED ALLOWANCE,

etrhe, bv ema,t at reconaDo*'"o"or,. ".- - r".'iii.gi" opiJi, po B.ir.ol3s. Monrsom.ry. aL 3512.-o3la, Aun: Provloer so'vlces Ple.le lncludo 1) a natratlve

i,ri"^lir.l "r*i.y """r'i;; 
sh.-oujd b. pard 2) A copv ;r rh,3 R.vr6w an'rvsr6 and 3) srpporrins documenr'rron
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Arch lnsurance Company Claim Account MidWestOne Bank cHEcK No 161ggl w

H
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do CBCS
PO Box 28
Dubuque, lA 520040028

DATE

11t1512024 AI.iOUNT

Pay Four Hundred Sixty Dollars And 00/100

TO THE
ORDER OF

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

(-..).. ,. '-'..'.-:-., ,

..._
t Ig Iqq I r r:o ? lcD I 2I lr: Io lE 5I lfl'

ttt I'LI]ASE 'ILAIi III]RE ttt

Ch€ck Numb€r:

Check Oatei

Pay€s TlNl

CBCS WC Clalm Numb€r:
877-241-6121 Clalmant Namo:
Physician Ssrvices lnjury Dat€:
Paid (1) Jurlsdictlonl
161991 Examlnor:
460.00 lneurGrl
1111512024 Employor Namo:
0411212423 Documsnt No:
1O|1O12O23 lnvoico No:

713 lnvoice Recvd:
JOYCE ALTIIIAN INTERPRETERS, INC

P.O. BOX #4165, TUSTtN, CA 92781

STIARC
IBR determinalion

sTt22016245

o5t26t2022
PPO Name:
EillType;
DRG Codo:
tcD:
BillFroquency:
Rx Number:
Provider lD:

Discharge:
Physiclan Nafie
Physlcian NPI:

I]SIEGENTHA
Arch - STIL Captive
GT Expediled, lnc.

REeEtvED No\/20202t

ENTEREO NOV25M2I
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MAXIMUS FEDERAL SERVICES, INC.

NlAXIN4US
Federal Services -mfiUt,

lndependent Bill Review
P.O. Box 138006
Sacramento, CA 9581 3-8006
(855) 865-8873 Fax: (916) 6054280

RECEIVED FEB O 32I}25

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi January 30,2025

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4 165

Tustin, CA 92781

IBR Case Number cB24-0003174
Clairn Nurnber IWL2400 t55ti
Assignment Date t2/11/2024
Claims Administrator Cottingham and Butler Claim

Services

Date(s) of service 02t I 2 12024 - 02 I t212024
Joyce Altman Interpreters, Inc.

Employee Name
Disputed Codes Tl01 3 (lnterpreter Service)
Date of lniury 12t0U2023
Application Received 1v0812024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review (*lBR") 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 $140.00 in additional reimbursement lbr a total of$320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total ol$320.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the Califomia 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 Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Coftingham and Butler Claim Services
Division of Workers' Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bilt 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
o The final explanation ofthe second review
o ccR !i 9795.3
o 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. ln some cases a physician reviewer was

employed to review the clinical aspects ofthe 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
sirnilar specialties that evaluate and/or treat the medicaI condition and disputed items/services.
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ANALYSIS AND FINDING

Based on review ofthe case file the lollowing is noted:

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for dates of service 02/1212024.
Opportunity to Dispute Eligibility was communicated with the Clairns Administrator on
1112512024. Response not yet received.
CMS I 500, place of service I I

o 0211212024 T I 0 l3 (interpreter services) x 2, $230.00 ( follow up physiotherapy 2hr min)
EORs reflect reimbursement of $90.00. Charges exceed maximum allowance for interpreter
services.

CCR $ 9795.3. Fees for Interpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any ofthe iollowing events:

o 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 lnterpreter 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 S I I .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 02112/2024 were signed by the patient, the medical
provider and the interpreter certifuing 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 $ I I 5.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation of Payments.

Reimbursement received in the amount of $90.00. Additional reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service).

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Tl0l3 (lnterpreter Service)
Date of Service: 02112/2024

Int€rpreter

Service Code Tl0l 3 (lnterpreter Service)
Provider Billed $230.00
PIan Allowed $90.00
Dispute Amount $ r 40.00
Assist Surgeon N/A
Units 1

Workers' C ornp Allowed Arnt. $230.00
Notes Overturn

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : S230.00 -
$90.00 (Ptan Attowed) =
s140.00 + s180.00 (rBR
Application Fee) :
$320.00
Due Provider
Reler to Analysis

Copy to:

Cottingham and Butler Claim Services
PO Box 28
Dubuque, lA 52004

Division of Workers' Compensation Medical Unit
t 5 l5 Clay Street, lSth Floor
Oakland, CA 94612
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IWLA lnsurance Company Claim Account CHECKNo. 1050477

OATE

0214t2025 AI\,{OUNT

ENTEREO FEB2O&5

Midwestone Bank

.lo CBCS
PO Box 28
D{rbuque, lA 520040028

TO THE
ORDER OF

Pay Three Hundred Twenty Dollars And 00/100

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

lr lo 50 l, ? ?Ir r:o ? I qo L e I lr: l.l 51. l",B08N

tl I'I-I]AS! TF]AR IIEITE lll
CaCSWC Clalm Numb.r:
877-241-6121 Cltlmant Namo:

lnterpreter lnJury Dala:

Paid (1) Jurlsdlctlon:
10504'17 Examin€r:

3?0.00 lnsuror:
0211412025 Employor Name:

02t12t2024 Document No:

O2|1Z2O24 lnvolco No:

330956713 lnvolco Recvd:

JOYCE ALTMAN INTERPRETERS. INC

P.O. BOX #4165. TUS-rlN, CA 92781

IWLAIC
IMR

Payment Coder
Payment Status:

Check Datei

Through:

Bank Code:

PPO Namo:
BlllTypo:
ORG Code:
lCDl
BlllFrequ€ncy:
Rx Number:
Provldor lD:

Admisslon:
Dlscharge:

Physlclan NPI:

tw124001558

1210112023

HSIEGENTHA

Zurich - lWLAlC

CG Holdco, LLC

A--,.#>"--

RECEIVED FE&1920?5
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Federa I Services t'lllllll
MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 9s813-8006 RECEIVEO FEB
(855) 865-8873 Fax: (916) 6054280

1 0 2025

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ris

IBR Case Numbcr c824-0003326
Claim Nurnber IWL24001558
Assignment l)ate t2t24t2024
(llaims Adrn in ist rator Cottingham and Butler Claim

Services
Date(s) oi service 03 t22/2024 - 03 t22t2024
Provider Nanre Joyce Altman lnterpreters, Inc
Employee Narne

Disputed Codes Tl0l3 ( Interpreter Service)
Date of Injury t2t0v2023
Application Received I I t22t2024

Dear Joyce Altrnan lnterpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review ("lBR") of the above
Workers' Compensation case. This letter provides you with the IBR Final Detennination 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 $140.00 in additional reimbursement for a total of$320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Adrninistrator is required to reimburse the Provider a total of $320,00 within 45 days of the
date on this letter per section 4603.2 (2a) of the Califomia Labor Code. The detennination 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 detennination is binding on
all parties. In certain limited circumstances. you can appeal the Final Determination.

vl.2

February 06,2025

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781
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Appeals must be filed with the Workers'Cornpensation Appeals Board within 20 days from the date of
this letter. For more intbrmation on appealing the final detennination, please see Calilomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Cottingham and Butler Clairn Services
Division of Workers' Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent docurnents reviewed to reach the determination:

o The lndependent Bill Review Application
o The original billing itemization
. Supporting documents submined with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe second review
o CCR $ 9795.1
e 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 lN DISPUTE: Provider is seeking remuneration for Tl0l3 (lnterpreter Service)
submitted for date of service 0312212024.

Opportunity to Dispute Eligibility was communicated with the Claims Adrninistrator on
12/06/2024. Response not yet received.
CMS I 500, place ol service I I

c 0312212024 Tl0l3 (interpreter services) x 2, $230.00 (EMGNCV 2hr min)
EORs reflect reimbursement of $90.00. Charges exceed maximum allowance for interpreter
services.

CCR $ 9795.3. Services for lnterpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o An examination by a physician 1o which an injured employee submits at the
requests of the claims administrator, the administrative director, or the appeals
board;

. A rncdical treatmcnt appointrncnt;
o b) The following fees for Interpreter Services provided by a certilled or provisionally

certified interpreter shall be presumed to be reasonable:
2\ For all other events listed under subdivision (a), interpreter Services shall be

billed and paid at the rate ol$ I L25 per quarter hour or portion thereol, 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
perfbrmed and the amounts paid lor those services.

Interpretation Confirmation Affidavit dated 0312212024 was signed by the patient, the medical
provider and the interpreter certifying 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 $ I I 5.00 per hour as reflected on invoices, copies
of paid checks and Explanation of Payments.

Reinrbursement received in the amount of$90.00. Additional reimbursement is due up to the
established market rate. Tl0l3 (lnterpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Tl0l3 (lnterpreter Service).

The table(s) below describe the pertinent clairn line information

a

a
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DETERIIIINATION OF ISSUE lN DISPUTE: Tl0l3 (lnterpreter Service)
Date of Service: 03/2212021

In l€rpreter

Service Code T I 0 I 3 ( Interpreter Service)
Provider []illed $230.00
Plan Allowed s90.00
Dispute Amount $ t40.00
Assist Surgeon N/A
Un its 2

Workers' Comp Allowed Arnt. s230.00
Noles Overturn

$ I I 5.00 ( Market Rate fbr One
Hour) * 2 (hours) : $230.00 -

$90.00 ( Plan Allowed) =
$140.00 + $180.00 (tBR
Application Fee) -
$320.00
Due Provider
Refer to Analysis

Copy to:

Cottingham and Butler Claim Services
PO Box 28
Dubuque, IA 52004

Division of Workers' Compensation Medical Unit
l5 I 5 Clay Street, I 8th Floor
Oakland. CA,94612
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Paymsnt Statu!
Chack Numbor:

Ch6ck Drlc:

Through:

B.nk Codo:

Date ot Rovlew:

BIllTypo:
ORG Cod€:
tcD:
BlllFrsqucncy:
Rx Numb6r:
Provldsr lO:

P.y6a Llconra #:

Ol!chrrgo:
Phy!i.lan Nrmo:
Phy5lclan NPI:

f f f I't.li'\SllrlrAl{li[RL ttt
CaCS WC Chlm Numb.7:

A77-241-6121 Cl.lm.nl N.m.:
lnl6rprol6r lnrury D.to:

Pald (1) Jurltdlctlon:
1050921 Et.mlner:
320.00 lnturlr:
0212112025 EmPloY6r N.m.:

O3:2Z2O24 Oocum€nl No:

O3nZnO24 lnvolc. No:

13 lnvolc. R.cvd:
JOYCE ALTMAN INTERPRETERS, INC

P O. BOX *4165. TUSTIN, CA 92781

twLAtc
IMR

rw124001558

1210112023

HSIEGENTHA

Zudch " IWLAIC

cc Holdco. LLC

RECEIVED FEB25M25

ENTEREO ItB26zlm

l\ridwestone Bank CHECK NO I 050921

DATE

0212112025
AMOUNT

IWLA lnsurance Company Claim Account

TO THE
ORDER OF

c./o CBCS
PO Box 28
Dubuque, lA 520040028

Pay Threo Hundred Twenty Dollars And 00/100

JOYCE ALTMAN INTERPRETERS, INC
P.O. BOX #4165
TUSTIN. CA 92781
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PPS Elec Pmt Clearino House Trust
PO BOX 219717
KANSAS CITY I\,IO 64121

.Jll\l l.i 716l I ol l
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Forwarding Service Requested

HL.ur.tvLD str tJ 92024

( )Y('.tiAtitMAN tN I tit 't t Iitts. tN(
).O. llOX , .l165
'usItN(A92711I

Customer Service:

1l

7i.rrrr3rr.cn.:y
rrrrrl ( irntr,rl

This could have been an electronic deposit
l<tl:t't'ttttttttl oJ'ltrttt, rrrrel rr'1rr'rr;1<ltr r.r,t.t,ilr. rlrrirrr lrrr-r;rtrr.rrl.s

( 'ho.lsr tl,ro l'orr
(]tl l\til

.ttl tvhtn

S1l,erxJ less trne oc hdd wdr
rvn-, dsiJtaate.l 5upr,o.l tecr n ior'
pilyln€nl or remrtl.i/r(e t.,s{aj
wth any.' rrrsurer in fnr Ze}s
['d)drxrrr l{a.tworL

t,tti t, ,,t 855,77 4.4395 ,, . . , i . , .,; t,i,,,tt ENTERED SEPO92O2T

PAY
TO TH
ORDE
OF

-,t-

CHECK NUMBER

ISSUE DATE

AMOUNT
.-*$140.00

Date 08/30/2024

Void il presenled afler 180 days.

lgn

S

U

'*.One Hundred Forty Dollars and No Cents*.-

UMB
3601 Mitchell Ave

St. Joseph, MO 64507
36-1901/10li

JOYCE ALTMAN INTERPRETERS. INC
PO. BOX # 4165
TUSTIN, CA92781

L.
!a

illleS2qOLq:l[r i:lOlelqOl?r: 5006OI:leOLrF

'Check #:

Check Date:
Check Amount:
Payment lD:

Provider Name:

t,1325290443

108t30t24
I

;$140.00
I

"538475728I

iJOYCE ALTMAN
]INTERPRETERS, INC,
:

l

PPS Elec Pmt Clearing House Trust
PO BOX 219717
KANSAS CITY MO 64121
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MAXIMUS
Federal Services

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 95813-8006 RECEIVED (JCI g 7pi
(855) 865-8873 Fax: (916) 6054280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi October 03, 2024

Joyce Altman lnterpreters, lnc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

cB24-0001904
Claim Number P2C00265695
Assignment Date 08n6i2024
Claims Administrator Crum and Forster
Date(s) of service 08 /29 12023 - 09 t25 t2023

Provider Name Joyce Altman Interpreters, Inc
Employee Name
Disputed Codes T l0 l3 (Interpreter Service) x 2
Date of Iniury 06il012022
Application Received 07 /2612024

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 tBR 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 ofthe
decision is provided later in this lefter.

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.
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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 Califomia Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Crum and Forster
Division of Workers' Compensation (DWC) Medical Unit
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
r The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
r Supporting documents submifted with the request for second review
o The final explanation ofthe second review
. CCR $ 9795.3
r 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. [n 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 T1013 (Itrterpreter Service) x 2
submitted for dates of service 08/2912023 - 0912512023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on

0713112024. Response not yet received.

CMS I 500, place of service I I
c 08129/2023 Tl0l3 (interpreter services) x 2, $230.00 (shockwave tx 2hr min)
c 0912512023 Tl0l3 (interpreter services) x 2, $230.00 (PR2.iRe-eval 2hr min)

EORs reflect reimbursement of $90.00 for each date of service 0812912023 Md 09125/2023.

Charges exceed maximum allowance for interpreter services.

CCR $ 9795.3. Fees for Interpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o 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;
o A medical treatment appointment;

r b) The following lees 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 $ 1 1 .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.

lnterpretation Confirmation Affidavits dated 0812912023 and 0912512023 were signed by the
patient, medical providers and interpreters certirying the patient is not proficient in English and

requested a certified interpreter.
Market rate was established by submitted examples oFrecent similar services performed and the
amounts paid for those services in the amount of$ I 15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation of Paymorts.
Total reimbursement received in the amount of $ I 80.00 for dates of service 08129/2023 -
0912512023. Additional reimbursement is due up to the established market rate. T1013
(Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service) x 2.

.l v 1.2

The table(s) below describe the pertinent claim line information.
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DETERMINATION OF ISSUE IN DISPUTE: Tl013 (Interpreter Service) x 2
Dste of Service: 081292023 09125/2023

Int€rpreter

Service Code T l0l3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Overturn DOS 08/2912023
$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$140.00 + $r80.00 (IBR
Application Fee) :
$320.00
Due Provider
Refer to Analysis

Service Code Tl0l3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $ 140.00

Assist Surgeon
Units 2

Workers' Comp Allowed Amt $230.00
Notes Overturn DOS 09/2512023

$ I I 5.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) -
$140.00
Due Provider
Refer to Analysis

Copy to:

Crum and Forster
305 Madison Ave.
Morristown. NJ 07960

Division of Workers' Compensation Medical Unit
1515 Clay Street, lSth Floor
Oakland, CA94612
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Customer Service:

lCheck Date:
Check Amount:
Payment lD:
Provider Name:

1317332663

04t08t24
$90.00
473927909
JOYCE ALTIUAN
INTERPRETERS, INC

Check #:

RECEIVED APR I5M2{

This could have been an electronic deposit
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.*.Ninety Dollars and No Gents***

JOYCE ALTMAN INTERPRETERS, INC
P.O BOX # 4165
TUSTIN, CA92781
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.""$9o.oo
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Void if presented after 180 days.
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3601 Mitchell Ave
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ORDER
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JOYCE ALTMAN INTERPRETERS, INC
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This could have been an electronic deposit
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Federal Services t'J.IHllt

MAXTMUS FEDERAL SERVICES, TNC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006
(8ss) 865-8873 Fax: (916) 6054280

RECEIVED FEB ?ON2T

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

kBl{r February 14,2024

Joyce AItman Interpreters. lnc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number
Claim Number 7004010675- I

Assignrnent Date t2/29/2023
Claims Administrator Farmers Insurance
Date(s) of service 09/27 t2022 - 09/2712022

Provider Name Joyce Alhnan Interpreters, Inc.

Employee Name
Disputed Codes Tl 0l 3 (lnterpreter Service)
Date of Iniury t2A9/2021
Application Received I I t0312023

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

FinaI 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 $140.00 in additional reimbursement for a total of3320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $320.00 within 45 days of the
date on this letter per section 4603.2 (2a) ofthe 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.

vl.2

c823-00031 00

Dear Joyce Altman Interpreters, Inc.:

Liensdept1
Typewritten text
23) 1965814



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 Califomia Labor
Code Section 4603.6(D.

Sincerely,

MAXIMUS Federal Services

Cc: Farmers Insurance
Division ol Workers' Compensation (DWC) Medical Unit

2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The lndependent Bill Review Application
. The original billing itemization
e Supporting documents submitted with the original billing
o 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 ofthe second review
. ccR $9795.3
o Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services ChielCoding Specialist reviewed the case file and researched pertinent
coding and billing standards to reach a determination. [n 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.

) vl.2
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ANALYSIS AND FINDING

Based on review ofthe case file the following is noted:

o ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date of service 0912712022.

. Opportunity to Dispute Etigibility was communicated with the Claims Administrator on
1211312023. Response not yet received.

o CMS 1500, place of service I I
o 0912712022 Tl0l3 (lnterpreter Service) x 2 $230.00 (Follow up Acupuncture 2hr min)

o EORs reflect reimbursement of $90.00 for date of servic e 09127 12022. The charge exceeds the
OMFS allowance.

. CCR S 9795.3. Services for Interpreter Services
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

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

. A medical treatment appointment;
. b) The following fees for lnterpreter Services provided by a certilied or provisionally

certified interpreter shall be presumed to be reasonable:
2) For all other events [isted under subdivision (a), interpreter fees shall be billed
and paid at the rate of $ I I .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 olrecent
similar services performed and the amounts paid for those services.

. lnterpretation Confirmation Affidavit dated 09/2712022 was signed by the patient, the medical
provider and the interpreter certirying 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$ I 15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation of Payments.

o Reimbursement received in the amount of $90.00 for date of service 09127 12022. Additional
reimbursement is due up to the established market rate. T1013 (Interpreter Service) Overturned.

o Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

1 vl.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service)
Date of Service: 09/2'7 D022

Interpr€t€r

Service Code T I 0 1 3 ( Interpreter Service)
Provider Billed s230.00
Plan Allowed $90.00
Dispute Amount s 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Arnt. s230.00
Notes Overturn

$ I I 5.00 (Market Rate ior One
Hour) + 2 (hours) : $230.00 -

$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Copy to:

Farmers Insurance
PO Box I 08843
Oklahoma City, OK 73 I 01

Division of Workers' Compensation Medical Unit
l5 l5 Clay Street, [ Sth Floor
Oakland, CA94612

5 v1.2
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loyce Rltman Interpreters
PO Box 4165
Tustin, CA, 9278L-4L65
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I nsurccl:

Datc o[Loss:
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MAXIMUS
Federal Services

I

I

MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006
(855) 865-8873 Fax: (916) 605-4280

RECEIVED XAR O OMzI

INDEPENDENT BILLING REVIEW FINAL DETERMINATION
I'i ]i&:ffi March 05,2024

Joyce Altman lnterpreters. lnc
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB23-0003321
Claim Number 7004010675- l
Assignment Date 0li23l2tJ24
Claims Administrator Farmers Insurance

Date(s) of service
Provider Name Joyce Altman Interpreters, Inc
Employee Name
Disputed Codes Tl 013 (Interpreter Service)
Date ol Iniury 1211912021

Application Received 1113012023

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 $140.00 in additional reimbursement for a total of$320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $320.00 within 45 days of the

date on this letter per section 4603.2 (2a) ofthe 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.

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 Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Farmers Insurance
Division of Workers' Compensation (DWC) Medical Unit

2 v 1.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submifted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe second review
. CCR $ 9795.3
o 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.iher clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and./or treat the medical condition and disputed items/services.

) v 1.2
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ANALYSIS AND FINDING

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

o ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date of service 1011012022.

. Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0110512024. Response received 0l12212024. Claims Administrator upheld their determination.

o CMS 1500, place of service I I
c 1011012022 T1013 (interpreter services) x 2, $230.00 (follow up acupuncture 2hr min)

o EORs reflect reimbursement of $90.00. Workers' compensation lee schedule adjustment.
. CCR S 9795.3. Fees for Interpreter Services.

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

o 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;

o A medical treatment appointment;
. b) The lollowing lees for Interpreter Services providcd 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 1011012022 was signed by the patient, medical provider
and interpreter certi$, the patient is not proficient in English and requested a certified interpreter.

o Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of$115.00 per hour as reflected on invoices, copies
of paid checks, and Explanation of Payments.

o Reimbursement received in the amount of $90.00. Additionat reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.

o Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

4 vl.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service)
Date of Service: l0/1012022

IIlterpreter

Service Code Tl0l3 (Interpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
2

Workers' Comp Allowed Amt. $230.00
Notes Overturn

$ I I 5.00 lMarket Rate lor One
Hour) * 2 (hours) : $230.00 -

$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to A-nalysis

Copy to:

Farmers Insurance
PO Box 108843
Oklahoma City, OK 73 101

Division of Workers' Compensation Medical Unit
l5l5 Clay Street, l8th Floor
Oakland, Cl.94612

5 v 1.2
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Chcck Number

Date:

1636835526
08 / oL/2023

t:!
Hi
ffi

NON.NEGOTIABLE NON-NEGOTIABLE NON.NEGOTIABLE NON.NEGOTIABLE
NON.NEGOT]ABLE NON.NEGOTIABLE NON.NEGOTIABLE NON.NEGOTIABLE $9O. OO**-*,.***

s

2!

c

:

F

:
E

To

the
ordcr
of

loyce Altman Inte rp rete rs
PO Box 4165
Tustin, cA, 92787-4165

Claimant/Patient:
Insured:

Date ofLoss:

Claim Number:
Invoice Number:
Check Number:
Payment Under Insured's:
Correspondence Reference

Print Datc
Requested By

t2l19l2o2t
7 0040 to61 5 - t-t
FRM-F\flCA-496076
r616811526
Vorkcrs C-ompensatioo
Kt\fB4K62\7
0810t12023 08:ll AM
Kristin lombardo

RECEIVED AU6O/M23

ENTERED Nt9 j)m

a,t{
FARMERS

62-2Ol)r I

check r'ro. 1636835526

oa,tet 08/or/2023

990.00J.++r.,.**

P]ID-CENTURY INSURANCE COI4PANY
CLAIMS SERVICE CENTER
NATIONAL DOCUI4ENT CENTER PO BOX 268994
oKLAHOT'4A CITY oK 73126

(llu;nr NLrnrlrr
700101067t-t

pAy Ninety Dollars And No cents

N()T {i( )()D Al:'t.Dlt srx N{()NTl ts

To loyce Altman Inte rp rete rs
thc PO Box 4165
orrlcr Tusti n , cA, 9278L-4L65
of
(-itilJink N.  - (),r(Prons\vxy- Ncw(:.srlc, l)[ t')720

il. lE;lE8l55 egF r:ol I loo ?oq!: tB ? eL lBcil

v-L

F,aroers \,)/orkers' Compeosation Claims

o- //
,/r4-m',"l



RECEIVED t,lAR28M2(
ftl&rii;

Ir'.rrrncrs \Wrrrkcrs' (i)nrl)cnsrlrir)n (.lrinrs (llrcck Nurnbcr

l)utc:

763877 2283
03 /2r/2024

$140. 00:!riJ;** r.

To
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ordcr
of

NON-NE(;OTIAI]I-E NON-NEGOTIABLE NON,NE(}OTIABLE NON.NEGOTIABLE
NON-NEGOTIABLE NON-NEGOTIAtsLE NON-NEGOTIABLE NON-NEGOTIABLE :

€

€

Joyce Al tman
PO Box 4165
TUSti N, CA,

Inte rp rete rs

92781-4L65

Clrimanr/Pacicnr:
lnsurc<l:

Datc ofLoss:
Claim Nru'rrbcr:

Invoicc Numbcr:
(lhcck Nrunbcr:
Paynrcnt t lndcr lnsrrrcd's:

Oorrcspondcncc Rcfcrcncc

Print Datc
Rcrlucsrecl By

121191202t

700.i010675- I - I

r-RlrI-FVCA-156096
t63477228)
\Torkcrs Cornpensrtion
,s72\fM4DJP!7

0312112024 0.1:47 AM
Kristin I-oml.lrrcl<;

ENTERED t{Afi28IO?I

lq
FA R M E R S

rrr. P0 eox 4l-65
orrlcr Tusti n, CA,
ol'
( irilrr,rl, N /\. ' ( ),rc lllrN Vlry '

N( (;( X )D Alfl lirt srx M()N' ls

Interpreters

9278L-4L65

ar2 20/ I I t

A4ID-CENTURY TNSURANCE COIIPANY
CLATII,IS SERVICE CENTER
NATIONAL DOCUMENT CENTER PO BOX 268994
OI(LAHOI4A CTTY OK 73126

.ri, J oyce Al tman

( lhirn NLrrrrt,cr

7(X) rO l(Xr /-i I

checl< No. 1,638772283

Date: 03/2L/2024

$140.00,.*:r";k,',l,AY One Hundred Forty Dollars And No Cents

Nc\ ( rsrlc, l)li l')rl0
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RECEIVED JU\l 1 7 70'/i,

MAIL TO:
JOYCE ALTMAI{ INTERPRETERS INC
P.O.BOX 4165
TUSTll{, CA 927814165

925-9AA-227 2

INSURED: LA PUENTE AUTO SPA INC
CLAIMA T: 
POLICY # E893'163 CLAIM # A00479175

AGEt{r: tOI lO lE ? ?E
BUILOERS & TRADESMEN'S IT{S
6610 SIERRA COLLEGE BOULEVARD
ROCKLIN, CA 95677-4306

PAYEE:
JOYCE ALTMAN INTERPRETERS INC

ENTERED JUN 18 m?5002640823

CHECK # 3002640823 AMT 3140.00 ISSUED 6/',12124

FOR: INVOICE NUMBER 3234DBl 14485182, DATE(S) OF SERVICE 05/10/2023 - 05/10/2023

CP

IMPORTANT: WHEN CORRESPONOING WITH THE CLAIM OFFICE, PLEASE REFER TO YOUR CLAIM NUMBER
ANO CONTACT THE AOJUSTER SHOWN BELOW:

JOY MAHMOOO
GREAT AMERICAN ALLIANCE I}{S. CO.
PO BOX 4080
cLrNTOr{, lA 52733-4080

Er'i,l'
tir-C;

IHE ENCLOSEO INSIRUMENTWLL NOI BE PAIO UNLESS II BEARS THE ENDORSEMENTS OF ALL PARNES NAMEO AS PAYEES. €NDORSERS MI]ST SIGN €XACTLY AS THE NAME APPEARS

oN THE FAcE oF THE TNSTRUMENT tF THE ENooRSER ts a coRpoRATtoN sHow rHE FUtL coRpotiarE NAME wrH a STGNATURE BY a DULY aurHoRrzED oFFIcERANo rlrLE lF THE

ENOORSER IS A PARTNERSHIP. ALL PARTIES MUST SIGN IF AN ATTORNEY EXECUTOR AOM IN ISTRATOR, TRUSTEE OR GUAROIAN IS S IGNING A PAYEE'S NAME ' SATISFACTORY EVIDE N C E

OT NUTHONITVUUST NCCOMPANY THE INSIRUIVENT. ITIS RECOI,IMENOED IHATYOU DISCIJSS IHISWITH YOUR CTAIMS REPRESENTATIVE BEFORE PRESENTINGTHE INSTRUMENTFOR

PAYMENT AS ANY PAPERS SUBMIITED WITH THE CHECK W|LL SLOW DOVVN THE PROCESS IF YOU HAVE ANY OUES]IONS CONCERNING IHE PROPER ENDORSEMENT OF THE CHECK.

PIEASE CONTACT YOUR CLAtt\,tS REPRESENTATIVE F HODE 15 LANO ONIY NOT lCEr A R EC IPiENT OF VIEEKLY WORkERS' C OMPE NSATION BEN€ FITS HAS AN AFFIRIIIATIVE O UTY TO REPORT

EARNiNcs so rHAT coMpENSATloN BENEFTTS I\,lAy BE pRopERLy coMpurEo FAIURE To REpoRr EARNINGS MAY suBJEcT THE RECIPIENTTo clvlL oR cRTMINAL tlABlLlry

GREAT AMERICAN ALLIANCE INS. CO.
301 EAST FOURTH STREfi. FLOOR 24

ciArM NO a0o479175 C|NC|NNATI. OH 45202
POLTCY NO. WC E8S3163
DAIE/LOSS 10,?/22
INSUREO LA PUENTE AUTO SPA INC

CLAIMANT EOWN OSORIO URIZAR
siur oracct rNVolcE NUMBER 323.1D81 14485102, oarE(s)oF sERvlcEo5llot2o2S-o5t1ol2o23

MPANY,

140 DOLLARS AND OO CENTS

No. 3002640823
DArE 06112124
CHECK VOID AFTER,ISO DAYS

$140.00

CE ALTMAN INTERPRETERS INC f"r,.oa*a u -*oaar.n'",""
6610 SIERRA COLLEGE BOULEVARD
ROCKLIN, CA 95677-4306

PRODUCEF: --l

__l

PAY TO
THE

ORDER
OF

[-,

PNC Bank.N.A. 070
ASHLAND, OHIO

PAYABLE IF OESIREO AT ANY BRANCH OF

WELLS FARGO
IN THE STATE OF CALIFORNIA By,Al,'r"dr-P .Ha.n -*

Grcst Amoican h3urs@ ComPanY

Annette D. Gardner, Senlor Vlce Pr63ident & cFO
56-389/412

rF IOO aEt.l08 ?:lrr' r:Orr I aO l8q 5t: L l lC ? 1O 5Errrr'

DATE OF LOSS 10/7/22

CP
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009960232

It+;+li':
P.:1,-!IHq

RECEIVED tAN 2 -c 20?1,

JOYCE ALTMAN INTERPRI]TERS :I NC

PO BOX 416 5
TRt]STIN CA 92781

a

01/19/2024 330956713-OOOO JOYCE ALTMAN INTERPRETERS INC

:11/1712023

ENTERED JAN 2 I 202t

THIS OONTA

\rrr(itlAlll) lnsur':rnrc ( r)nrpxn) $rlls l,'a.so lktrk, N.A 009960232
I 1,1,1

lfm

DATE AMOUNT
01t1912024 ..*.*r$505.00

NOT VALID AFTER 1BO DAYS

l'.O. llox AII
Wilkcs-llalrc. I'A I IJ703-0020

+4+4+PAY ONL

I l lVL IltJNl)ltlll) f lVti I)OLLn ItS ANl) 00 ('ljN'f('i*********

DAV JOYCE ATTIVAN INTERPRETERS INC
+L f',,- Po Box 4165

6"pji'fi rnusrtru ca szzst
OF

vorD ovER $505.00
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009981603
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RECEIVED t.lAR292O2I

JOYCE ALTMAN INTERPRETERS ]NC
PO BOX 416 5
TUSTIN CA 92?81

{

03/27/2024 330956713-0000 IOYCE ALTI4AN INTERPRETERS INC

ENTERED II{AR29M2I

TTIIS CHECK GONTAINS IIiIULTIPLE FRAUD DETERHENT SECUHITY FEATUHES

A (;LlAlll) ln$ur{ncc Compan) Nclls I.xrg0 lhnk. N.A. 009981603

AMOUNT
-..*-.'$320.00

2.1

IIM
l'.O. Ilox AI I

Wilkcs-llarlc. PA I 8703-0020

+++++PAY ONL

DATE

03t21t2024

NOT VALID AFTER 1BO DAYS

I 'fl rRljE r rUNDRljr) l'wIjN]'Y DOr,t.Atts ANI) 00 ('trNTSr*",****,,**

DAV JOYCE ALTMAN INTERPRETERS INC
+A+L. Po Box 416s
6f ji'fi rusrrru cn szzar
OF

vorD ovER $320.00

['0OqqB LEO]il r:I e LOOOZLBr: 20005lqLO?q??[.
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MAXIMLIS
Federal Services

MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.o. Box 138006 RECEIVED
Sacramento, CA 9581 3-8006
(855) 865-8873 Fax: (916) 6054280

FEB 10 2025

INDEPENDENT BILLTNG REVIEW FINAL DETERMINATION

trs February 04,2025

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number
Claim Number KDWC358703-001
Assignment Date 12t2012024

Guard Insurance Croup
Date(s) of service 0tfi5t2024 - 0t/t5D024
Provider Name Joyce Altman Interpreters, [nc.

Employee Name
Disputed Codes Tl 0 I 3 (Interpreter Service)
Date ol Iniury tvtzl202z
Application Received 09130t2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Indepordent Bill Review ("lBR") 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 $140.00 in additional reimbursement for a total of$320.00, A detailcd e)iplanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total ol$320.00 within 45 days of the
date on this letter per section 4603.2 (2a) ofthe Calilornia Labor Code. The detennination 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
alI parties. In certain Iimited circumstances, you can appeal the Final Determination.

vl.2
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cB24-0002707

Claims Administrator

I
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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 Califomia Labor
Code Section 4603.6(D.

Sincerely,

MAXIMUS Federal Services

Cc: Guard lnsurance Group
Division of Workers' Compensation (DWC) Medical Unit

') vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
o Explanation of Review in response to the original bill
. Request for Second Bill Review and documentation
o Supporting documents submitted with the request for second review
o The final explanation ofthe second review
. CCR ti 9795.3
o 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
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ANALYSIS AND FINDING

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

o ISSUE IN DISPUTE: Provider is seeking remuneration for Tl0l3 (lnterpreter Service)
submitted for date of service 0111512024.

. Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
1210412024. Response not yet received.

o CMS I 500, place of service I I
o 0111512024 Tl0l3 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)

o EORs reflect reimbursement of $90.00. Workers compensation fee schedule adjustment.
o CCR $ 9795.3. Fees for Interpreter Services.

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

o 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;
o 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 Sl 1.25 per quarter hour or portion thereof, with a minimum
payment ofhvo 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 Affidavit dated 0111512024 was signed by the patient, the medical
provider and the interpreter certifoing the patient is not proficient in English and requested a

certified interpreter.
. Market rate was established by submitted examples olrecent similar services performed and the

amounts paid for those services in the amount of$ I 15.00 per hour as reflected on invorces, copies
ofpaid checks, and Explanation of Payments.

. Reimbursement received in the amount of S90.00. Additional reimbursement is due up to the
established market rate. T1013 (Interpreter Service) Overturned.

r Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

4 vl.2
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DETERMINATION OF ISSUE lN DISPUTII: Tl0l3 (Interpreter Service)
Date of Service: 0111512024

lnterpret€r

Service Code Tl 0 I 3 (lnterpreter Service)
Provider Billed s230.00
Plan Allowed $90.00
Dispute Amount
Assist Surgeon N/A
Units I

Workers' Comp Allowed Amt. $230.00
Notes Overturn

Sl 15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) =
$r40.00 + $180.00 (rBR
Application Fee) :
$320.00
Due Provider
Refer to Analysis

Copy to:

Guard Insurance Group
PO Box 1368
Wilkes-Bane, PA 18703

Division of Workers' Compensation Medical Unit
l5 I 5 Clay Street, I 8th Floor
Oakland, CA94612

5 vl.2
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HRE T SECUEITY FEATUEESTHIS CHECK CONTAINS MULTIPLE FRAUDD

RECEIVED JUN2O2O2T

ENTFRED JUN 21 202t

010353747

010353747

AMOUNT
****$320.00

JOYCE ALTMAN INTERPRETERS TNC
PO BOX 4165
TRUSTlN CA 92781

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TRUSIIN CA 92781

se see attached documentation

NorCUAIil) Insurancc Company

P.O. Uox AI I

Wi lkcs-llarrc, l'A I 8703-0020

+++++PAY ONL

Iilj llLJN Dltljl) 'lwuNl Y Dol,l,ARs AND 00 cliNTS+*!r'I****'I*

Wrlls t,argo llanh N.A.
l1-24
r-rm

DATE

06113t2024

NOT VALID AFTER 180 DAYS

E

otD ovER $320.00

ilololSl?L?il r: t7loootLEr: 20005tqLoqItEil.
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010426295

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTIN CA 92]81

Please see attached documentation

RECEIVED FEB28M25

ENT ERED l,lAR 0 3106

THIS CTIECK CONTAINS MULTIPLE FRAUD DETENNENT SECURITY FEATUBES

N0r(;tlAllD I surrrrcc C{rmpsn} Woll. l.'rrgo Brnlq N.A.

DATE

02t24120?5

010426295

AMOUNT

| | -2,1

r-Iill
I'.( ). Box AII
Wilkcs-[]arrc. Pn I Ii703-0020

A++++PAY ONL
NOT VALID AFTER 1BO DAYS

I TllRt:li llt INI)R lll) I WIiNTY DOt-l.AIlS i\ND 00 CliN'l S**r'!*i'!*r'!'r**

JOYCE ALII\,4AN INTERPRETERS INC
II\1,- po aox a rss
ilri[ft rusrrr.r ca ezzar

OF

vorD ovER $320.00

ri.O IOl, 2E ?q 5rF r: I e LOOO ?L8r: 200O 5 lqLOq I lEil'

tIl+.,-{:
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ERA'{CH OFFICE AI'DRESS:
PO BOX A016
ltAusAu, Tr 54402
ata-240-L2t4 s

Helmsman

CTIECX NI'MBER

039A5604

ctiEq( DATE

09/24/24
CHECX AMOI'I{T

xrrr9320 ,00
ALOO( NUMBER

002621

RECEIVED SEP3OMzT PAGE

OSt{: EE3001092403-0034a3

CONTROL l: 000005600
PROVIDER I: N5095671354317

l0F 1

CLAITI T:
COI{TRACT T:

UC 648-Dl565a
$?a- 69A- 442257 - 291 ID: CRCEB96

PAYEE: JOYCE ALTI,IAN INTERPRETING
07/ts/2L

IIESTFIELD, LLC
oE/30/23-OS/30/23

TAX ID:
BILL PROV: JOYCE ALTTA IT{TERPRETIT{G

P0 aox 4165
TUSTIN, CA 92741

PNOVIDER:

EIPLOYER:
DATES OF SERVICE
LOCATIOX CODE:

DATES OF SERVICE
FRO}I TO SERVICE DESCRIPTIO UNITS CHARGE PAYABLE

EXPL
CODE

o5/30,/23 0E/aO/23 nrSC 520.00 320.00

NOTE: IBR CASE*CB24- 0001123

TOTAL CHARGES
TOTAL PAYABLE:
TOTAL I{ITHHOLDING - (FEDERAL AND STATE):

TOTAL AI,IOUI{T PAID: 320 .00

L99

ENTERED OCIO1202{

tB. coSal

DATE OF INJURY:
ETPLOYEE:

320 . OO

320 - no
0. 0o
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PROVIDER II{QUIRIES: (400 ) 500-7044
CUSTOI.IER SERVICE DEPARTIIENT

FOR DISPUTES/APPEALS ONLY:
HELIISIIAT IIANAGEIIENT SERVICES
PO BOX 7070
LONDON, KY 40742

St
Helmsman

CHECK REFEBENCE

0044354041

CHECK DATE

ot/t7 /24
CHECK AMOUNT

xrxr9270, 00
BLOCK NUMAEFI

013344

THIS CHECK REPRESENTS A COI.IEINATIOI{ OF BILLED SERVICES. PLEASE REFER TO

EACH OETAILED ITEI{IZATIOI{ FOR SPECIFIC INFORI.IATION TO SUPPORT THE PAYIIENT.

DATES OF SERVICE
05/t0 /23- 0s/L0/23
03/ 24 / 23- 0a / 2(t / 23
04/ 07 /23- 04/ 07 /23

CUST/EXTERTIAL BILL *
lLr900r065
11190 02219
7L19002240

TOTAL EILL CHARGES
230 .00
230 .00
2f,0 .00

TOTA

-1
90 ,00

RECEIVED .IAN23MzT

ENTEREO ]AN13IO2[

ToTAL BILLS CoIBII{ED: 3

294

5254081I448539- 90.00

CAREFULLY DETACH CHECK EEFOBE DEPOSITING REiAIN STATE[/ENT FOR YOUR BECORDS

270.OO

PAGE 1 OF 7
OS :}lfi O7010I17II-007195

3234D81122344r-1

tE CoDtr]
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lnsurance Company of the west
15025 lnnovation Drive
San Diego, CA.92128

RECEIVED JAi{.5M2I

rir*i:
[siE

Check Date: 1212612023

Check Number: 5070488
Check Amount: $'195.04

JOYCE ALTIVAN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA 92781

ENTERED JAN 1O ?O2T

nt Summa

2022008641 0911412021 $230.00 $34.96 $195.04

Catcgory Stub Notes Stub Amount
180 The charqes have been paid per ICW s usual and cus $0.00

See attached page(s) for Explanations of Review

Sign up today for Electronic Funds Transfer (EFT). lnsurance
Company of the Wesl now uses JopariPay to speed paymenls
directly lo your bank account. Visit https://rg.jopari.net and
sign up by entering your registration code,627241S

Total Billed Tolal Reduction Total
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MAXIMUS
Federal Services

I -"rr.
l BfirtL

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento. CA 9581 3-8006
(855) 865-8873 Fax: 9l 605-4280

RECEIVED JAN 2gN]/T

liHi4
Efri

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

Jamnry 25,2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin. CA 92781

IBR Case Number cB23-0002796
Claim Number 2022002487
Assignment Date 12t1412023

Claims Administrator ICW Group
Date(s) of service 08 124 12022 - 08 t2s 12022

Provider Name Joyce Altman lnterpreters, Inc.

Employee Name
Disputed Codes T1013 (Interpreter Service) x 2
Date ol Iniury 02t01/2022
Application Received 09t29t2023

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the Independent Bill Review ("lBR") 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 $100.00 in additional reimbursement for a total of$280.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $280.00 within 45 days olthe
date on this letter per section 4603.2 (2a) of the Califomia 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.

000051
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Liensdept1
Typewritten text
33) 1967592



tli+
HIII

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.1.

Sincerely,

MAXIMI lS Federal Services

Cc: ICW Group
Division of Workers' Compensation (DWC) Medical Unit

2 v1.2
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DOCUMENTS REVIEWEI)

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
o The final explanation ofthe 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
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ANALYSIS AND FINDING

Based on review ofthe case file the following is noted:

a ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service) x 2
submitted for dates of service 0812412022 - 0812512022.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
1112812023. Response received on 1212112023. Claims Administrator provided copies of IBR
documents.
CMS 1500, place of service 11

o 0812412022 T1013 (lnterpreter Service) x 2, $230.00 (Follow up Acupuncture 2hr min)
o 0812512022 T1013 (Interpreter Service) x 2, $230.00 (Follow up Physiotherapy 2hr min)

EORs reflect reimbursement of $180.00 for each date of service 0812412022 and 08125/2022
indicating the charge exceeds the OMFS allowance.
CCR S 9795.3. Services for Interpreter Services

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

o Al examination by a physician to which an injured employee submits at the
requests ofthe 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 $ 1 I .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 lbr those services.

Interpretation Confirmation Affidavits dated 0812412022 and 08/25/2022 were signed by the
patient, the medical provider and the interpreter certifuing 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 $115.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation of Payments.
Total reimbursement received in the amount of $360.00 for dates of service 0812412022 -
0812512022. Additional reimbursement is due up to the established market rate. T1013
(Interpreter Service) Overturned x 2.

Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service) x 2.

a

a

a

a

a

a

a

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

4 vl.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Serwice) x 2
Date of Service: 08 /24/2022 - 08125/2022

lnt€rpreter

Service Code T1 01 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $ 1 80.00
Dispute Amount $50.00
Assist Surgeon N/A

2

Workers' Comp Allowed Amt. $230.00
Notes Overtu rn DOS 08 12 412022

$ 1 1 5.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -

$ 180.00 (Plan Allowed) :
$50.00
Due Provider
Refer to Analysis

Service Code T1 013 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $ 1 80.00
Dispute Amount $s0.00
Assist Surgeon N/A
Units
Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 0812512022

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -

$ 180.00 (Plan Allowed) :
s50.00
Due Provider
Refer to Analysis

Copy to:

ICW Group
PO Box 2965
Clinton, lA 52733

Division of Workers' Compensation Medical Unit
1 5 15 Clay Street, 1 8th Floor
Oakland, CA94612

5 vl.2
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lnsurance Company of the West
15025 lnnovation Drive
San Diego, C492128

riittlffi
Check Date: 0211212024

Check Number: 5151315
Check Amount: $180.00

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTTN CA 927814165 ffi

,l,hllhil,,,ltlht,tttltlill,ll,t,lttlt,,il,il,,t,t;;,;t1,,;;,

RECEIVED FFN 21 NzL

Sign up today for Electronic Funds Transfer (EFT). lnsurance
Company of the West now uses JopariPay to speed payments
directly lo your bank account. Visit https:i/rg.jopari.net and
sign up by entering your registration code,BJ1V41Y

Summa

2022002487 02t01t2022 $180.00 $0.00 $180.00

Category Stub Notes Stub Amount
493 IBR OVERTURNED- REVIEW FEE FOR IWCA 53,13572 $0.00

See attached page(s) for Explanations ol Review

ENTERED FEB232O2I

Date of Total



lnsurance Company of the West
15025 lnnovalion Drive
San Diego, CA92128

ffi

JOYCE ALTI\,,!AN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA 92781

Sign up today for Electronic Funds Transfer (EFT). lnsurance
Company of the West now uses JopariPay to speed payments
directly to your bank accounl. Visit hltps://rg.jopari.net and
sign up by entering your registration code,EJ1V417

ment summa

2022002487 02101t2022 $230.00 $180.00 $50.00

Category Slub Notes Stub Amount
180 IBR OVERTURNEO" ADDITIONAL ALLOWANCE\n\n\nAll sub $0.00

RECEIVED

See attached page(s)for Explanations of Review

ENTEREI] TEB23M2{

Check Date: 0211212024

Check Number: 5'15'1318

Check Amount: $50.00

Date ot Total Bllled Total

FEB 2 1 202t



lnsurance Company of the west
15025 lnnovation Drive
San Diego, CA 92128

fli,tfl'Bffi
Check Dato: 0211212024

Check Number: 5151320

Check Amount: $50.00

JOYCE ALTI\,4AN INTERPRETERS INC
PO BOX 4'165
TUSTIN, CA 92781

Sign up today for Electronic Funds Transfer (EFT). lnsurance
Company of the West now uses JopariPay to speed payments
directly to your bank account. Visit https://rg.jopari.net and
sign up by entering your regislralion code,FJlV4lA

ent Sum

2022002487 o2to1t2022 $230.00 $180.00 $50.00

Category Stub Notes Stub Amount
'! 80 IBR OVERTURNED- ADDITIONAL ALLOWANCE\n\n\nAll sub $0.00

RECEIVED FEB 2 1 20?t

See attached page(s) for Explanations of Review

ENTERED FEB23MzT
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lffin,
MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 9s813-8006 RECEIVED IIEC 0 I fl?l
(855) 86s-8873 Fax: (916) 6os428o

000059

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi December 05. 2024

Joyce Altman Interpreters, lnc.
Attn: Joyce Altman
PO Box 41 65
Tustin, CA 92781

IBR Case Number cB24-0002517
Claim Number 2023004509
Assignment Date to/112024
Claims Administrator Insurance Company of the West
Date(s) of service t2 I t9 12023 - t2 I t9 t2023
Provider Name Joyce Altman Interpreters, Inc
Employee Name
Disputed Codes T I 0l 3 (lnterpreter Service)
Date of Iniury
Application Received 09/13/2024

MAXIMUS Federal Services has completed the Independerrt Bill Review ("lBR") 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 $50.00 in additional reimbursement for a total of$230.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $230.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the Califomia 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.

vl.2

MAXIMUS
Federal Services

0t/0t/2023

Dear Joyce Altman Interpreters, Inc.:

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

Sincerely,

MAXI MUS Federal Services

Cc: lnsurance Company of the West
Division of Workers' Compensation (DWC) Medical Unit

1 vl.2
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DOCUIVIENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
r 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 ofthe second review
o ccR $ 9795.3
o Market Rate Examples

HOW THE IBR FINAL DETERMINATION WAS MADE

MAXIMUS FederaI 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.

, vl.2
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ANALYSIS AND FINDING

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

o ISSUE IN DISPUTE: Provider is seeking remuneration for Tl0l3 (Interpreter Service)
submitted for date ofservice 1211912023.

. Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0912512024. Response not yet received.

o CMS I 500, place of service I I
o 1211912023 T I 013 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)

o EORs reflect reimbursement of $ I 80.00. Allowance for this procedure was made at the usual and
customary amount for this geographical area; charge was adjusted to comply with the rate and rules
of the contract indicated.

. CCR S 9795.3. Fees for Interpreter Services.
o a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o 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;

o A medical treatment appointmentl
. 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 $ 1 I .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.

. lnterpretation Confirmation Affidavit dated 12/19/2023 was signed by the patient, the medical
provider and the interpreter certifoing the patient is not proficient in English and requested a

certified interpreter.
o Market rate was established by submitted examples of recent similar services performed and the

amounts paid for those services in the amount of $115.00 per hour as reflected on invoices, copies
of paid checks, and Explanation of Payments.

o Provider is asking for their market rate of $ l 15.00 per hour. Assignment letter was issued to the
Claims Administrator on l0ll 112024, requesting a copy of the contract and any usual and
customary guidelines, to support the reimbursement on the EORs. Response received lO/28/2O24.
Claims Administrator did not provide the requested documarts. Therefore, reimbursement will be
based on 100% ofthe Provider's established market rate.

o Reimbursement received in the amount of $180.00. Additional reimbursemert is due up to the
established market rate. Tl0l3 (Interpreter Service) Overturned.

o Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service).

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

4 vl.2
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DETERJT{INATION OF ISSUE IN DISPUTE: Tl0l3 (Interpreter Service)
Dste of Service: 12119D023

Interpreter

Service Code T l0l3 (lnterpreter Service)
Provider Billed s230.00

Plan Allowed $ I 80.00
Dispute Amount $s0.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn

S 1 15.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$ 180.00 (Plan Allowed) :
$50.00 + $180.00 (lBR
Application Fee) =
$230.00
Due Provider
Refer to Analysis

Copy to

lnsurance Company of the West
PO Box 509039
San Diego, CA 92150

Division of Workers' Compensation Medical Unit
l5l5 Clay Street, l8th Floor
Oakland, CA94612

5 vl.2
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Check Date: oo11412024

check Number: 5383508

Check Amount: $180.00

5

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA 92781

RECEIVED
JUN 2 1 2021,

ENTERED JUN ? B ?$?I'

Sign up today for Electronic Funds Transfer (EFT). lnsurance
Company of the West now uses JopariPay to speed payments
directly to your bank account. Visit https://rg.jopari.net and
sign up by entering your registration code,W5591U

nt Summa

2023004509 01t0112023 $230.00 $50.00 $180.00

Category Stub Notes Stub Amount

180

-Tne 

cnarges nave oeen paid per lcw s usual and cus $0.00

See attached page(s) for Explanations of Review

lnsurance Company of the West
'15025 lnnovation Drive
san Diego, CA 92128

of Total





Liensdept1
Typewritten text
35) 84264















Liensdept1
Typewritten text
36) 84518















V,+
tia

MAXIAlLI.S
Federal Services
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MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006

RECEIVED APR O 8MzI

(855) 86s-8873 Fax (916) 6054280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi April04,2024

Joyce Altman Interpreters, Inc
Attn: Joyce Altman
PO Box 4l 65
Tustin, CA 92781

IBR Case Number cB24-0000170
Claim Number wc648C44369
Assignrnent Date 0212012024

Claims Adrninistrator Liberty Mutual
Date(s) of service 02/0812023 0310U2023
Provider Name Joyce Altman Interpreters, Inc.
Employee Name
Disputed Codes T1013 (Interpreter Service) x 2
Date of In jury 06123t202t
Application Received 0U25/2021

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 additionat
reimbursement is warranted. The Ctaims Administrator's determination is reversed, and the
Claim Administrator owes the Provider additional reimbursement of $180.00 for the review cost
and $0.00 in additional reimbursement for a total of$180.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $180.00 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
alI parties. In certain limited circumstances, you can appeaI the Final Determination.

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 inlormation on appealing the final determination, please see California Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Liberty Mutual
Division of Workers' Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The lndependent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
. Explanation ofReview 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
o 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.

l vl.2
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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 T1013 (lnterpreter Service) x 2
submitted for dates of service 0210812023 - 0310112023.

Opportunity to Dispute Eligibility was communicated with the CIaims Administrator on
02/0112024. Responses received on 0212012024 and,0212612024. Claims Administrator indicated
additionaI payment was due. Copies of EORs with check information were provided.
CMS 1500, place of service I I

o 0210812023 Tl0l3 (lnterpreter Service) x 2, $230.00 (Ffu Physical Tx & Acu Tx 2hr min)
o 0310112023 Tl0l3 (lnterpreter Service) x 2, $230.00 (Acupuncture Tx & F/U Physical Tx

2hr min)
EORs reflect reimbursement of$90.00 for each date ofservice 0210812023 and,0310112023.
Charges exceed maximum allowance for interpreter services.
CCR S 9795.3. Services for Interpreter Services

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

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

. A medical treatment appointment;
. b) The following fees for lnterpreter Services provided by a certified or provisionally

certified interpreter shall be presumed to be reasonable:
2) For all other events listed undsr subdivision (a), interpreter fees shall be billed
and paid at the rate of $ I 1 .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 lor those services.

Interpretation Confirmation Affidavits dated,0210812023 and,0310112023 were signed by the
patient, the medical provider and the interpreter ceftirying 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$ I 15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.
Reimbursement received in the amount of $280.00, post IBR receipt, lor a total reimbursement of
$460.00 for dates of service 0210812023 - 0310112023. $180.00 IBR application fee is due. T1013
(Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additionat reimbursement is
indicated for T1013 (Interpreter Service) x 2.

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

4 vl.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service) x 2
Date of Service: 0210812023 - 0310112023

Interpreter

Service Code Tl 0 I 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $90.00

$140.00 (post IBR receipt)
Dispute Amount s140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 02/0812023

$l15.00 (Market Rate for One
Hour) * 2 (hours): $230.00 -
$230.00 (Plan Allowed): $0.00
Sf 80.00 (IBR Application Fee)
Due Provider
Refer to AnalySis

Copy to

Liberty Mutual
C/O CI Medical Bill Review
MailStop 2250; Attn: K. Foch
PO Box 801 I

Wausau, Wt 54401

5

Service Code Tl 0 1 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $90.00

$140.00 (post IBR receipt)
Dispute Amount $ 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 03/01 12023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours): $230.00 -
$230.00 (Plan Allowed) :
$0.00
Due Provider
Refer to Analvsis

vl.2
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Mutudl.

CHECK DATE

t0 /16/ 23PRoVIDER INQUIRIES: (400) 500-7044
CUSTOI'IER SERVICE DEPARTI'IE T

FOR DISPUTES/AFPEALS ONLY:
LIBERTY I'IUTUAL INSURANCE
PO BOX 7070
LONDON, (Y 40742

BILL *

PAGE I OF 2L
OSN: l'll'10 7 0110I612 - 001448

PATIENT ACCT. *
3254D810903331- 1

32340Ar 090aE69- r
3234D8r 09rr554- r
3234DBr 092rt4r - r
323408I092I591- I
323qD81092t626-t

.3234DBro9t94al-1
3234DR7oCrg972' L'
3234D8109030r3- r
3234D810903521- I

DATES OF SERVICE
o2/o5/23-02/O6/23
02/06/23-02/O6/24
02/07 /23-02/07/23
02/04/23-02/04/?3
02/o9/23-02/09/23
02/09/23-02/09/23
02/oa/23- 02/04/23
02/oo/23- 02/oa/23
02/05/23-02/O6/23
o2/o6/23-02/O6/21

TOTAL BILL CHARGES
250.00
230 .00
230 .00
230 ,00
230 ,00
230. 00
230.00
230. 00
230. 00
230.00

TOTAL PAID
90. 00
90.00
90.00
90 .00
90 .00
90 ,00

6ca.oo)Ytr.trI
90.00
90. 00

THIS CHECX REPRESENTS A CO}IBINATION OF BILLED SERVICES. PLEASE REFER TO

EACH DETAILED ITEIIIZATION FOR SPECIFIC INFO&IIATION TO SUPPORT THE PAYI,IET{T.

CUST/EXTERNAL
r118139710
rIIAL451r5
trrat473r7
1114161231
1t r8r6r 25 7
1118161226
rtr8r59738
r11ar59657
II1AI39E5O
Lrr8139549

RECEIVED OCI2T21lm

ENl ERED 0c1 2 5 1023

TOTAL BILLS COi{EINED: I0 900 .00

CAREFULLY DETACH CHECK EEFORE DEPOSITING BETAIN STATEI\,{ENT FOR YOUR RECORDS

CHECK REFEBENCE

0035a87ra1
CHECK AMOUNT

xxxx$900. 00284

VEFIFY THE AUTHENTICITY OF THIS MULTI,IONE SECUFI Y DOCI'MENT lcH EcK BAcKGFrouNo ABEA cHANGES coton GBAouArLy FBotvt rop ro BoiibM

017113

LIBERTY I.IUTUAL INSURANCE
PO BOX 7070
LO DON, (Y 40742

B CODF OFFICE NUI!1BER

2AA aoa

CITIBANK I{A, OIIE PENNS I{AY
NEI{ CASTLE, DE 19720

0033887I81
62-20/3lt

3462L9q5

CHECK DATE
t0/L6/23

I-ibcrtv
Mutuil.

x*xxxxxx,(xxxx9 0 0 . 0 0s

NINE HUNDRED AtlD 00/100 D0LLARSxxx'(xr(XXXXT'(l(x'ar(r(Xr{'(XJ(}r(J{XXr(Xxr.X*Xr$(*r()aXXr(Xxr(*xr(l(*x*'(r(r{Xr(r(XXXr(r('{r(X)('(X'(XX*XXXX)('(

JOY
PO
TUS

CE ALTMAN INTERPRETING
B0x 4165
TIN CA 927a1-4165

TO THE
ORDER
OF

l8g Z Iqq sil'

d--' L l.---

BLOCK NUI\,{8ER
017113

PAYI,4ENT IDENTIFICATION

CO}IBII{ED PAYTIENT

[.oo:l ]88 ? 18 lil. r:o I I [o0 zogr:





Libertv
Mutudl.

CHECK BEFERENCE

0033908946

CHECK DATE

tt/04/23
CHECK AMOUNT

xxxx$540. 00
BLOCK NUMBER

o?1864

PAGE I OF 13
OSt{ :Ht|0701110312- 001135

PROVIDER INQUIRIES: (aoo) 500-7044
CUSTOI{ER SERVICE DEPARTI.IENT

FOR DISPUTES/APPEALS ONLY:
LIBERTY }IUTUAL INSURANCE
P0 BOX 7070
LONDON, Ky 40742

THIS CHECK REPRESET{TS A COIIBIHATIOI{ OF BILLED SERVICES. PLEASE REFER TO
EACH DETAILED ITEI.IIZATION FOR SPECIFIC INFORIIATIOI{ TO SUPPORT THE PAY}IEI{T

PATIEI{T ACCT. *
3234D8r1034421-1
3234D811027343-L

3234DB11035674-l
3234DBt1017AtE-l

DATES OF SERVICE
03/02/23-O3/02/?3
02/ 2A / 23- 02/24 / 23
03/ot/23-o3,/ot/23
o2/23/23-O2/23/23
03/03/23-03/03/23
02/ ?7 /23- 02/ 27 / 23

TOTAL DILL CHARGES
230.00
230. 00
230 .00
230 .00
230.00
230.00

cHECK IIACKGnOUND ABEA CHAItGES COtO

CITIBANK I{A, ONE PENNS I{AY
t{[t{ cAsTLE, DE 19720

540.00

AQUA|ll r!

TOTAL PAID
90 ,00

ToTAL BILLS COHBINED: 6

IFY ltlE auTHENTtCtl / nF i ltrs nflti fl- roNF sr"" r,rr r

027464

RECEIVED IOV ,i, 2023

ENTERED Nov 1 5 2'J23

CAREFULLY DETACH CHECK BEFORE DEPOSITING - RETAIN STATEMENT FOR YOUB RECORDS

Libcrty
Mutuil.

90. 00
90. o0

0053908946
62-20 /3tt

3462L94E

VE

LIBERTY I,IUTUAL INSURANCE
PO BOX 7070
Lot{Dot{, KY 40742

B.CODE OFFICE NUMBER

OHECK I]ATF
lL/03/23

xxxxxx*xxxxxx540 . 0 0
2Aa a0a

PAY FM HUI{DRED FORTY A}lD 00/100 DOLLARSXXXXXX**XXr(XXXr(rr(r(*'(Xx*'(x{r(r(*XXXTXXXXXT(X*i(XX*r(ixxx**xx**r(***r(xnr(l(*xx*r(r(*x

PAYI\IENT IDENTIFICAT ON

COI.IBINED PAYIIENT
s

JOYCE ALTMAN INTERPRETING
PO BOX 4165
TUSTIN CA 9274L-4165

TO THE
ORDER
OF

r0o I lqo8gr.Eft. r:o I I100 e0qr: ,t* ,,tt t,,.

CUST/EXTER},IAL BILL S

rrla35a2L3
1114333508
r114337623
11I4294553
1118338145
11r83Lr543

90 .00
.66.G\ffi

288

c)s L l-- -





Liensdept1
Typewritten text
38) 2006221















Liensdept1
Typewritten text
39) 2140640











DR0808

REPU6LIC IIIOEM'IITY COI4PAIIY OF AI'IERICA

lroodla.d Hillsr cA 91169
a1a 990 9456

[enuilic lndemniu
Page l of 1

000119 R3NTTTA
loyce Altman IntenpnetersJ In(
PO BOX 4165
TUSTIN CA 92781

oate: ot / @5 / 2@24
Check #: Looo625969

Payment Amount: 90. OO

ffi
,||r.Ir|.r||,r,|,t, , l trr'r||'r|||||I||||||''||rr.r,'lt.rr,

RECEIVED JANOgM2( ENTERED JAN 12 2O2I

lnvoace
Claim

Number Claimant Name Oate Date
To

Date
Billed Amount Paid Explanation

Code

Roo1o6l7l 3234db11352s 12/22/A023 O5/A2/ 23 05 /O2/ 23
t5-

122 Interpreter For ltedlc a I

2lo.oo 90.oo

A = Your bilr(s) has been reduced based upon the recormendatlon of our
.edu.tion please .ontact Stratacarc al (949)14) a23O.

Total 9O.OO

nevier agen.y. If you have a question roncerning the

PLEASE DETACH EEFORE DEPOSITING CHECK

867
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MAXIMUS
Federal Services

MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.O. Box 138006
sacramento, cA 95813_8006 RECEIVED OCI 0 7 Z0lt
(855) 865-8873 Fax: (9t6') 60s4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi October 03, 2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0001903
R001 I 03 75

Assignment Date
Claims Administrator Republic Indemnity
Date(s) of service 08 I 29 I 2023 - 09 /28 /2023
Provider Name Joyce Altman Interpreters, Inc.

Employee Name
Disputed Codes T1013 (lnterpreter Service) x 2
Date of Iniury
Application Received 07 /26t2024

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 ofthe
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.

vl.2I
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Sincerely,

MAXIMUS Federal Services

Cc: Republic Indemnity
Division of Workers' Compensation (DWC) Medical Unit

2 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 Califomia Labor

Code Section 4603.6(0.
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
o The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
o Request for Second Bill Review and documentation
. Supporting documents submitted with the request for second review
. The final explanation ofthe second review
o CCR $9795.3
o Market Rate Examples

HOWTHE 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 ofthe 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,4rer clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medicaI condition and disputed items/services.

3 v 1.2
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ANALYSIS AND FINDING

Based on review ofthe case file the following is noted:

a

a

a

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

4 v 1.2

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service) x 2
submitted for dates of service 08129/2023 - 0912812023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0713112024. Response not yet received.

CMS 1500, place of service 1l
c O812912023 T1013 (lnterpreter Service) x 2, $230.00 (Follow up Physiotherapy 2hr min)
c 0912812023 T1013 (Interpreter Service) x 2, $230.00 (PR2/Re-eval Via Telemed 2hr min)

EORs reflect reimbursement of $90.00 for each date of service 0812912023 and 09/2812023.

Charges exceed maximum allowance for interpreter services.

CCR S 9795.3. Services for Interpreter Services
o a) Fees for services performed by a certified or provisionally cedfied interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o An examination by a physician to which an injured employee submits at the
requests ofthe claims administrator, the administrative director, or the appeals

board;
o A medical treatment appointment;

o 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 $ I I .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 08129/2023 was signed by the patient, the medical
provider and the interpreter certifuing the patient is not proficient in English and requested a

certified interpreter.
Interpretation Conlirmation Affidavit dated 0912812023 was signed by the medical provider and the

interpreter certitying the patient is not proficient in English and requested a certified interpreter for
the Telemed appointment.
Market rate was established by submitted examples of recent similar services performed and the
amounts paid for those services in the amount of $115.00 per hour as reflected on invoices, copies

ofpaid checks, and Explanation ofPayments.
Total reimbursement received in the amount of $ 1 80.00 for dates of service 0812912023 -
09128/2023. Additional reimbursement is due up to the established market rate. T1013
(Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service) x 2.



DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service) x 2
Date of Service: 0812912023 - 09/2812023

IDterpreter

Service Code T l0l 3 (lnterpreter Service)

Provider Billed s230.00
Plan Allowed $90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt $230.00

Notes Overturn DOS 08/2912023

$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -

$90.00 (Plan Allowed) =
$14o.oo + $180.00 (rBR
Application Fee) :
$320.00
Due Provider
Refer to Analysis

Service Code Tl0l3 (tntemreter Service)

Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount s 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Overturn DOS 09/28/2023
$ I I 5.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Copy to:

Republic Indemnity
PO Box 4275
Woodland Hills, CA 91365

Division of Workers' Compensation Medical Unit
l5 15 Clay Street, 1 8th Floor
Oakland, CA94612

5 vl.2
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DF0808
663

REPUSLIC 1 OEI,1IITY COI1PAIIY OF AT1CRICA

9oodla.d Hil]s, cA 91355
313 990,9469

[enuHlc Inilomniu
Page l of I

Date: @4 / 04 / 2024
Check #: i.ooo63a649

Payment Amount: 90. 00000093 B3NTTTA
loyce Altman Interpreters, Inc
P0 BOX 4165
TUSTIN CA 92781

ll.,rll,rlll,rlrh,r,,l,h.Ill.ril tl.l, r 
r, rlt,, r,. ||L l|.I | | ||tl

RECEIVED APR 0 g ?{nt
ENTERED APR 1O 202(

lnvoice
Claim

Number Date Date Date
Ballecl Amount

or Rate
Paid Explanation

R0O119375 32)4dba19Ag9 03 / 26/ 2024 OA/ 29/ 23 OAl 29/ 21
45-

.oo

122 Interpreter For fledical
Total 99.@

A = Your bill(s) has been reduced u"*o rpf" the re(oflmendatron of our nevie{ agency. If you have a question concerning the
feduction please contact Stratacare at (9a9)7a3-123o.

PLEASE OETACH BEFORE DEPOSITING CHECK

ffi

Number

230.AO



DRO808 871

REPUELIC I'IDEhIIry COSPAI{Y OF A}IERICA

Uoodland Hrllr, CA 91365
818-990-9850

lenuDllc lndomnlU

Date. 04/19/2024
Check # . 10@064@9@7

Payment Amount: 90. 00

ffi
000118 R3NTTTA

loyce Altman Interpreters, Inc
PO BOX 4165
TUSTIiI CA 92781

rrIh,||,,rrII,r,rIrh,I,Irr|.,tr,tlIrrtlrIr|.||||||r,Ir||I||,,r

RECEIVED APR 23 M2I
ENTERED APR2{2OA

lnvoice
Claim

Number Claimanl Name Number Date Date
To

Oate
Billed Amount Paid Explanation

Code

R@11O375 )234db12o37 9 O4/7O/2924 s9/2a/23 O9/2A/23
10

102 t1edi.aI Paynent Per ollFs

2)A.O0 90, oo

A = You. birr(s) has been redu€ed based upon the recomendation o{ our revies agen(y.
redu.tion please .onta.t Stratacare at (949>1 43-a23o.

Total 9O,OO

If you have a question.oncerning the

PLEASE DETACH BEFORE DEPOSITING CHECK



DR0808 2,711

REPUALIC ITIOEIITITY COITPATY Of A}|EnICA

tloodland H1l1s, cA 9116t
814-990-9460

lonuUlc lnmmnlU

ffi
001356 R3N7T1A

loyce AltiEn Interpreters Ina
PO BOX 4165
TUSTIN CA 92747-4t65

Pags 1of 1

Date: ro / ts / 2024
check #: Looo666352

Paymenl Amount: 460.oo

qrll,r, trl,,,IrII|||r||,||l,rIrIIIrrIrIrrI'IrrIrIrrIr|,rIrlI

RECEIVED OCI 18M27

lnvoice
Claim

Number Claimant Nam€ Nulnber Date Date
To

Date
Bllled Amount

or Rale
Paid Explanallon

Code

R@770375

R00110179

NA 1s/O3/20?4 AAl29/21 09/2A/21
669 IBR Fee

ilA 10/03/2024 0A/29/23 09/2A/21
191 Addltlonal Allouance

o-@

2AO.gg

lao.oo

2AO.@

460.*TotaI

OCI 1 n ?02t

ENTEREO

PLEASE DETACH EEFORE DEPOSITING CHECK

RECEIVED

0c118rut



B-ts

MAXIMUS
Federal Services l.'.$Hll:

NIAXIMUS FEDERAL SERVICES, INC.

RECEIVED DEC ,320?T

hffi
Llltl&

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

December 09.2024

Joyce Altman Interpreters, Inc.
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0001972
Claim Number
Assignment Date t0,L6/2024
Claims Administrator Sedgwick
Date(s) of service 04 t 27 /2023 - 09 / 08 / 2023

Joyce Altman Interpreters, lnc.
Employee Name
Disputed Codes T l0l3 (lnterpreter Service) x 17

Date of Iniury 04/1412023

Application Received 08/02t2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the lndependent 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 $2J80.00 in additional reimbursement for a total of $2,560,00, A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $2,560.00 within 45 days of
the date on this letter per section 4603.2 (2a) of the Califomia Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Final Determination of the
Administrative Director olthe Division of Workers' Compensation. This determination is binding on
all parties. ln certain limited circumstances, you can appeal the Final Determination.

vl.2

Independent Bill Review
P.O. Box 138006
Sacramento, CA 958 I 3-8006
(855) 865-8873 Fax: (916) 605-4280

23009306B

Provider Name

I

Liensdept1
Typewritten text
41) 2246985



hE

Appeals must be filed with the Workers' Compensation Appeals Board within 20 days fiom the date of
this letter. For more information on appealing the final determination, please see Califomia Labor
Code Section 4603.6(0.

Sincerely,

MAXIMUS Federal Services

Cc: Sedgwick
Division of Workers' Compensation (DWC) Medical Unit

2 vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

e The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
o Explanation of Review in response to the original bill
. Request for Second Bill Review and documentation
. Supporting documents submifted with the request for second review
. The final explanation ofthe second review
o CCR $ 9795.3
o 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
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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 T1013 (Interpreter Service) x 17

submitted for dates of service 0412712023 - 0910812023.

Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0913012024. Response not yet received.
CMS 1500, place of service I I

o 0412712023 T l0l3 (interpreter services) x 2, $230.00 (initial exam 2hr min)
. 0510812023 T l0l3 (interpreter services) x 2, $230.00 (acupuncture tx 2hr min)
. 0511212O23 T l0l3 (interpreter services) x 2, $230.00 (acupuncture tx 2hr min)
c 0512412023 T l0l3 (interpreter services) x 2, $230.00 (initial physiotherapy 2hr min)
c 0512612023 Tl0l3 (interpreter services) x 2, $230.00 (follow up chiro treatment 2hr min)
c 0513112023 T l0l3 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
. 0610512023 T 1013 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
o 0610812O23 T l0l 3 (interpreter services) x 2, $230.00 (PR2,iRe-eval 2hr min)
c 0611212023 T l0l3 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
o 0710712O23 Tl0l3 (interpreter services) x 2, $230.00 (EMGNCV 2hr min)
o 0711012023 T 1013 (interpreter services) x 2, $230.00 (acupuncture tx 2hr min)
o 07 /2012023 T1013 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)
c 0712812023 Tl0l3 (interpreter services) x 2, $230.00 (EMG,NCV + F/u physio 2hr min)
c 0713112O23 T l0l3 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
c 08ll 112023 T l0l3 (interpreter services) x 2, $230.00 (acupuncture tx 2hr min)
. 0813012023 T 1013 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
. 0910812023 T l0l3 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)

EORs reflect reimbursement of $90.00 for each date of service 0412712023,05/08/2023,
05fi2t2023,0st24t2023,05t2612023,051312023,06t05/2023,06108t2023,06112/2023,
07t07t2023,07fi0/2023,07/2012023,07t2812023,07t31/2023,08fiU2023,08130/2023 and
09108/2023. Recommended allowance is considered fair and reasonable.

CCR S 9795.3. Fees for Interpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any of the following events:

o 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;

o A medical heatment appointment;
o 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 $l1.25 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 04127 /2023,0510812023,05112/2023,05/24/2023,
05t2612023,0st3U2023,06t05t2023,06t08t2023,06n2t2023,07107 /2023,0711012023,
0712012023,0712812023,0713112023,0811112023,08/3012023 and0910812023 were signed by the

a

4 vl.2
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us

patient, the medical providers and the interpreters certifying the patient is not proficient in English
and requested a certified interpreter.
Market rate was established by submitted examples olrecent similar services performed and the
amounts paid for those services in the amount of $ I I 5.00 per hour as reflected on invoices. copies
ofpaid checks, and Explanation ofPayments.
Total reimbursement received in the amount of $1,530.00 for dates of service 0412712023 -
0910812023. Additional reimbursement is due up to the established market rate. Tl0l3
(Interpreter Service) x l7 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is

indicated for T1013 (Interpreter Service) x 17.

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

DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service) x l7
Date of Serice: 04 /27 /2023 - 09/08/2023

Interpreter

Service Code T l0l3 (lnterpreter Service)
Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt s230.00
Notes Overtu rn DOS 04127 12023

$115.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$t40.00 + $180.00 (tBR
Application Fee) :
$320.00
Due Provider
Refer to Analysis

Service Code T 1013 ( Interpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt s230.00

Notes Overturn DOS 05/08/2023
$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$r40.00
Due Provider
Refer to Analysis

a

5 v 1.2
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Service Code T10l 3 (lnterpreter Sewice)
Provider Billed
Plan Allowed s90.00
Dispute Amount s140.00
Assist Surgeon N/A
Units

.,

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 05/1212023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : S230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Tl0l3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
)

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 05/2412023

$ I I 5.00 (Market Rate for One
Hour) + 2 (hours) : S230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Service Code T l0l 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount
Assist Surgeon

Units )
Workers' Comp Aliowed Amt. s230.00

Overturn DOS 0512612023

$ 1 15.00 (Market Rate for One
Hour) * 2 (hours) : 5230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

6 vl.2

$230.00

Service Code

Units

s 140.00

N/A

Notes



ES

Service Code T10l 3 (lnterpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount s I 40.00
Assist Surgeon NiA
Units )
Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 05/31/2023

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

Service Code T l0l 3 (Interpreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units )
Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 06/05/2023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) =
$140.00
Due Provider
Refer to Analysis

Service Code T l0l 3 (lnterpreter Service)
Provider Rilled $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 06/08/2023

$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

7 v 1.2
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T l0 I 3 (Intemreter Service)
Provider Billed $230.00
Plan Allowed s90.00
Dispute Amount $ 140.00
Assist Surgeon N/A
Units )
Workers' Comp Allowed Amt s230.00
Notes Overturn DOS 06/1212023

$ I 15.00 (Market Rate for One
Hour) * 2 (hoursl : $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Reler to Analysis

Service Code T I 0l 3 (lnterpreter Service)
$230.00

PIan Allowed $90.00
Dispute Amount s 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 07 I 07 I 2023

$ I I 5.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Altowed) =
$r40.00
Due Provider
Refer to Analysis

Service Code Tl 0l 3 (lnterpreter Service)
Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount $ 140.00
Assist Surgeon N/A
Units )
Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 07/10/2023

S I I 5.00 (Market Rate for One
Hour) * 2 (hoursl : $230.00 -

$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

8 vl.2

Service Code

Provider Billed



E#

Tl0l3 (lnterpreter Service)

Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $140.00
Assist Surgeon N/A
Units 1

Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 07 I 20 12023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Service Code T l0l3 (lnterpreter Service)

$230.00
Plan Allowed s90.00
Dispute Amount s140.00
Assist Surgeon N/A

1

Workers' Comp Allowed Amt s230.00
Notes Overturn DOS 07 /28/2023

$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
S90.00 (Ptan Allowed) :
$140.00
Due Provider
Refer to Analysis

Service Code Tl 0l 3 (lnterpreter Service)
Provider Billed $230.00

s90.00
Dispute Amount s 140.00

Assist Surgeon N/A
Units
Workers' Comp Allowed Amt. $230.00
Notes Overturn DOS 07/31/2023

Sl15.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

9 vl.2

Service Code

Provider Billed
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Plan Allowed
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Service Code T l0l3 ( lnterpreter Service)
s230.00

Plan Allowed $90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 08/l l/2023

$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
$90.00 (Plan Allowed) :
$140.00
Due Provider
Refer to Analysis

Service Code Tl0l3 (lntemreter Service)
Provider Billed $230.00
Plan Allowed
Dispute Amount $ 140.00

Assist Surgeon N/A
Units )
Workers' Comp Allowed Amt s230.00
Notes Overturn DOS 08/30/2023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) = S230.00 -
$90.00 (Plan Allowed) =
$140.00
Due Provider
Refer to Analysis

Service Code T l0l3 ( Interpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $ 140.00

Assist Surgeon N/A
Units .)

Workers' Comp Allowed Amt. s210.00
Notes Overturn DOS 09/08/2023

$ I 15.00 (Market Rate for One
Hour) * 2 (hours) : S230.00 -
$90.00 (Plan Allowed; =
$140.00
Due Provider
Refer to Analysis

l0 vl.2

Provider Billed
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COT'NTY OF LOS AIVGELES TS 003 407 87 43
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

THE TREASURER OF THE COUNry OF LOS ANGELES
5OO W, TEMPLE ST. ROOM 502, LOS ANGELES, CA 90012

PAY TO THE ORDER OF:

April17,2024 NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUEO

CONTROLLEO DISBURSEMENT
PAYABLE THROUGH: BANK oF AMERIoA. I
NORTH BROOK, ILLINOIS

70_2328
071 I

Amount

$*****"***"90.00

OSCAR VALOEZ. AUOITOR4OXTRO[ER

+

wc14238V239
001
416

PAY:

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278I.4165

Ninety And 00/100 Doltars
Z*-- :

[.oo:lr,o ?8 ?t,:l[. r:o ? ll l l zgtrr] g ?E 5i,rr | !f \f [r

T DErrcH XEEE 1 1 nEracH rlERE 1 1 DE AcH HEhE t
COUNTY OF LOS ANGELES REMITTANCE ADVICE

PAYEE NUMBER

DISB CAT

f-416 I
ISSUE DATE

wc14238V239

AMOUNT

04t17t2024 $90 00

I DETAeH HEFE 1

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER

SWR-EB-WCBOO21'IBO7

230093058

*HR9 9 9
: Sedgwick Claims Mgmt-B

HANOLING CODE

WARRANT NUMBER

0034078743

04/2'7 /2023

ontxeue

877 -324-0710

\NQ 
\

04/L4/2023Invo #
3234db11338183-t-
THRU
04/27 /2A4AFJ,\-\?
LlJam'de\Bi'eter Fees

\$E.Wj-

^<?_oA(o)\
^o? $\\9\r'-

NUo

^e.

OT\AB\UP

No'( 
NeG

NOT 
\NEG

90.00
19078413 *2'72221_ *KSALDTVAR
For more information, please contact

RECEIVED APR 1g202[

ENTERED APR192O2T

For more information about this payment, ptease contact
YOUR THIRD PARTY ADMINISTRATOR

\INBUE

N\o o NeGo{\NBue
NOT 

NeG\O'd\N\Eue



COUNTY OF LOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUNO LOS ANGELES, CALIFORNIA

I|]f ;rffi H&'8,"[JBi?3it]"?'":?iS?'^!'.'.,, Aprit 11, 2024 NOT PAYABLE AFTER SIX
ONIHS FROIII OATE ISSUEO

PAY TO THE ORDER OF:

TS 0034078744

CONIROLLED OISBIIRSEMENT
PAYABLE IHROUGH BANK OTAMERICA I
ToRTHAROOX |LLTNOIS

70-2328
0719

Amount

$-"."**.90.00

I
JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278L.4765wc14238V239

00't
416

;- '- -'
PAY:

rr00:ll.o ?B ?trt, . r:o ? lq I I ZEt,r: B ?E 5i", l5glrBlF

wc14238V239

$s0 00

COUNTY OF LOS ANGELES REMITTANCE ADVICE

JOYCE ALTMAN INTERPRETERS

PAYMENY REFERENCE NUiIBER DISB CAT

SWR EB-WCBOO2118O8 t416 I

ISSIJE OATE

04t17 t2024

HANOLING CODE

00340787 44

0s/08/2023

230093068 
04 / 74 / 2o23trlvo *
3234db11431350-1

\\ (o) \

THRIJ
osl08/eqa1\Eu\?
Lp-ffi@dtdY1ireter Fees

NEiY-0 *ru **tuJ*oi::: 
ApR 1sNU1( Neco{\,u\B'Le

90.00
L90784t4 *27222! *KSAITDTVAR *HR999
For more information, please contact: Sedgwick Claims Mgmt_B

RECEIVED APR 192024

For more information about this payment, please contact
YOUR THiBD PARTY ADMINISTRATOR

a'77 - 324 - 071,0

No{ \\eGo{\ABue
No1 

NeGo{\ABue \\EG

^e
O{\At3;uE"

No(

Ninety And 00/100 Dottars



THE TREASURER OF THE COUNTY OF LOS ANGELES
5OO W. TEMPLE ST ROOM 502, LOS ANGELES, CA 90012

COIINTY OF LOS AI{GELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 003 407 87 45

CONTROLLED DISBURSEMENT
PAYABLE THROUGH BANX OF AMERICA, I
NORTH BROOK ILLINOIS

70_2328
0719

Amount

$**r******rgo.0o

April17,2024 NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUEO

PAY TO THE ORDER OF:
J

wc14238V239
001
416

JOYCE ALTMAN INTERPRETE:RS

P0 BOx 4165
TUSTIN CA 92787.4T65

PAY: Ninety And 00/100 Dollars

[.oo:ll,o ?B ?r.5il. r:D ? lq e ] egq!: g ?E 5i,rr l' !f lfilr

-rz/- '-;
OSCAR VALOEZ, AUD'TOR.COTTROLLER

I DErl.cH ltgnE 1 1 DF,r/tcH ilEnE 1

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER

SWR-EB-WCBOO21 1809

230093058

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

wc14238V239

OISB CAT

l-76 I

I lrEtAcH ilEnE t I oF.TAcH HEnE t

ISSUE DATE

04117t2024

AMOUNT

$90 00

HANDLING CODE

WARRANT NUMBER

0034078745

os/1,2/2023

n:\(o) 
tt

04/14/2023Invo #
3234db11455145-1
THRU
os / t2/2A4&Fr\LYq
199ffi)db\$reter Fees

\sEVb-
No( 

NeG

4., \L

OTtNtAu- ^<\iNBSv-e
.^.. \N\\4GQ 

o u'

NQ) 
O

.. (e

\[N\EU-

90.00
19078415 *27222I *KSALDIVAR *HR999
For more information, please contact: Sedgwick Claims Mgmt-B g71--324-0710

REEEIVED APR 1 9 202t ENTERED APR 2 7.?tjl|

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTRATOR

^* N\eGo{\NBue
S\Oo "- N\o"( 

NF9

^"G
OT\N\Bt"*

\\o{ NEGO{



COI]NTY OF LOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARAIICE FUND. LOS ANGELES. CALIFORNIA

TS 0034078746

H ;i'ff Hff f ,""J3il',3itl'""f"1?:g[i'5"",,, Aprit 1 7, zo24 NOI PAYABLE AFTER SIX
MONIHS FROM DATE ISSUEO

CONIFOLLEO olsAURSEMENI
PAY BLE IHROUGH AANK OF AMERICA.
NORTN BROO( ILI.INOIS

70_2328
0719

PAY TO THE ORDER OF:
,l

wc14238V239
001
416

JOYCE ALTMAN INTERPRETF-RS

P0 Box 4165
TUSTIN CA 9278I.4L65

Amount

PAY: Ninety And 00/100 Dollars

|POO lEO ?E ?1,Bil. r:O ? Iq e I lBr,r: B ?E 5Q., I5Et.BrF

COUNTY OF LOS ANGELES REMITTANCE ADVICE

JOYCE ALTMAN INTERPRETERS

PAY ENT REFERENCE NUiIBER DISE CAI

wc14238V239

ISSUE DAIE

SWR EB-WCBOO211B1O I-4161 04t17 t2024 $s0 00 oo340787 46
23 0093058 
04 / 74 / 2)23trIgo #
32 3 4db1t- 5 2 7351- 1
THRU
o s / 2 4/eqeQ\E\,\?

. kg?a€,dEi4jre t e r Fees
NE4\r0

05 /24 / 2023

\\(l) \ No1( 
Neco{\NBue

No\( 
\\taGo{\ABue

90.00
19078416 *21222L
For more information,

*KSAI,DIVAR *HR9 9 9
please conCactr Sedgwick Claims Mgmt-B 8'7',7 -324 - A710

RECEIVED APR 19M21 ENTERED APR222O2{

For more iltormation about this payment, please contact
YOUR THIBD PARTY AOMINISTRATOR

-,, rE

- "'- G'O"( 
\\ IP\Y"-\\!"*

\\od \N\''-
N\o1 

NeGo{\A'Bue -,':G('f(\Lo't$\'\;
\$Qi{ 

\N\-'

==G

HANOLING CODE



THE TREASURER OF THE COUNryOF LOS ANGELES
5OO W TEMPLE ST ROOM 502. LOS ANGELES, CA 90012 April 17 ,2024
PAY TO THE ORDER OF:

COIINTY OF LOS ANGELES
AUD!TOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LOS ANGELES, CALIFORNIA

TS 0034078747

CONIROLTED DISBUiSEUENT
PAYABLE TKROUGH SANX Of ATEREA N
NORTH BROOK ILLIT]OIS

70_2328
0719

Amount

NOI PAYABLE AFTER SIX
II/lONTHS FROU DATE ISSUED

I
JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 92781.4165

wc14238V239
001
416

Z//"'- --'
PAY: Ninety And 00/100 Dollars

NoD ll.o ?B ?1, ?il r:o ? ll l I28r,r: fl lf, !lrr l58lEil.

JOYCE ALTI,IAN INTERPRETERS

PAYMENT REFERENCE NLIMBER

[4f61SWR,EB WCBOO211811

230093058 
04 / 74 / 2023lnvaice #
3234db1153 5803 - 1
THRU
0s/26/

reter Fees
\$

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

$90.00

1 DEIACX TlEiE T

HANOLING CODE

0034078741

os/26/2023

wc'14238V239

ISSUE OATE

04t1712024

\\G)i\t
Nfr-G

o(\NBue o1l\ABue
No{

N(eG
90.00
7907 A4L'7 *KSALDTVAR *HR9 9 9
For more information, please cont.act: Sedgwick Claims Mgmt-B a'77 -324-0770

RECEIVED APR 19M27

NeGo{\N@ue
N\Q) 

O No-( 
\\eGo{\ABue

No1( 
N\gGo'{\Av'}\re

N\o{

ENTEREO APR222O2I,

For more intormation about this payment, please contact
YOUB THIRD PARTY ADMINISTBATOR



THE TREAST}RER OF THE COUNTY OF LOS ANGELES
5OO W TEMPLE ST, ROOM 502. I,OS ANGELES, CA 90012

COITNTY OF LOS AIIGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 0 03 407 87 48

CONTROLLEO DISBURSEMENT
PAYABLE TTIROUGH BANK OF AMERICA, I
NORTH BROOK ILLINOIS

70_2328
071 I

Amount

$** 
**r***** 90.00

April17,2024 NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUED

PAY TO THE ORDER OF
+

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTTN CA 92781-4765wc14238V239

001
416

PAY Ninety And 00/100 Dollars

il.DO lL,o ?8 ?!.8rr. r:O ? Ig I I lBr.,r! g ?E 5i,rr | lfl\f [r

.ZQ'- z

OSCAR VALOEZ. AUOITOR4ONTROLLER

1 nETAcH HEnE T 1 I)ETACH HEnE 1 i nETAcH irEnE'1

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYI'ENT REFERENCE NUMBER DISA CAT

SWR-EB-WCBOO211812

23009305B
f-4161

ISSI.JE DATE

04t17t2024

wc14238V239

AMOUNT

$90.00

i oETAcH HEBE t

HANDLING CODE

WARRANT NUMBER

0034078748

0s/3!/2023

\No( No{ NeGo{
No1I 

\NeG',

04/14/2023Invo #
3234db11552432-7
THRU
os7: r7:_04g19,5\-!E

I+9?;@fUWpfeter Fees
\sE.vb-

- \cl

\A\EU'' off\INBN'fa

90.00
190784l-B *272221, *KSALDTVAR
For more i-nformation, please contact

*HR9 g g

: Sedgwick Claims Mgmt-B 877 -324 - 0710

RECEIVEO APR 1g 2O2T

ENTERED APR222O2T

For more information about this payment, please contact
YOUB THIRD PARTY ADMINISTRATOR

\INB\UP

,,e

^-CGOT\NB\,''
N\e-( \Nrz-
\\- s$(O) \

uv
\NE,GOI

NO{ 
NEGOT\INBUE



THE TREASURER OF 'I HE COUNTY OF LOS ANGELES
5OO W, TEMPLE SI- ROOM 502, LOSANGELES, CA 90012

COIINTY OF LOS AI{GELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 0034078749

CONTROLLED DISBURSEMENT
PAYABLE THROUGHT BANK OF AMERtCA. I
NORTIl BROOK, ILLINOIS

70_2328
071 9

Amount

$""********9o.oo

April17,2024 NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUED

PAY TO THE ORDER OF
+

wc14238V239
001
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278L.4L65

PAY: Ninety And 00/100 Dollars

['oo ]1.0 78 ?qqil. t:o ? Ig z I tBl.rl B ?E 5irrr | !f !f ilr

z*=F:
OSCAR VALDEZ, AUDITOR,CONTROLLER

I rrtirncH ilEaE t 'l DFlAcil ilEnE i J nEr^cfi lrEnG 1

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBERPAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER DISB CAT

SWR-EB.WCBOO211813 f416 I
230093058

ISSUE DATE

04t17t2024

wc14238V239

AMOUNT

$90 00

1 DEracH HEaE I

HANDLING CODE

WARRANT NUMBER

oo34078749

06/05/2023
04/1,4/2023Invo #
3234db11572322-t
THRU 

^ e,
oe / os/.A4&B\t-u"
L,ffi6$Bdb\tureter Fees

\$E:Vo
\\\(e)1( No{ 

NeGo{

\r$Qru

\NBU\A

NO{ 
NEGO(\NB\\JA

"e,
\NB\.-

90.00
7907 B4L9 *27222T *KSALDTVAR *HR9 9 9
For more information, please contact: Sedgwick Claims Mgmt-B 877-324-0710

REEE'VED APR 1g2/d2L

ENTERED APR 2 22g21
For more information about this payment, please contact

VOUR THIRD PARTY ADMTNISTRATOR

^\G

\ABU''
N\eG(o(

NoT 
NeGo{\A@ue

\\\@ 
tr NEGO{



COI'NTY OF LOS A}IGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

I;f';^ff;!ff 3,:'^J',Ji,:3,1t5"X'-L?:S:1f."",, Aptit 17, 2024 NOT PAYABLE AFTER SIX
MONTHS FROM OATE TSSUED

PAY TO THE ORDER OF:

TS 0034078750

CONIROLLED DEA!RSEMENT
PAYABLE TIIFOUGH AAN( OFAMERICA I

ORTHAROOK ILLINOIS

0719

Amount

I

wc1423BV239
001
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278I.4165

PAY: Ninety And 00/100 Dottars

rroo lr.,o ?B ? 5oil. r:o ? lq l1 lBr,r: 6 ?E 5C," l58t,g[.

=*-arc,

swR,EB-WCB00211814

230093068 
04 / t4 / 2o23rt|vo #
3234db11587178 - 1

COUNTY OF LOS ANGELES REMITTANCE ADVICE

wc14238V239

$90.00

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUIIIBER OISE CAT

f 41tl
ISSUE DATE

04t17 t2024 0034078750

06/os/2023

\h\\a\\'f4

THRU
oe Toezzgl:1,',1 \- ..,. \,li.I'.t 0,7..(nddVlret er Fees , ,61,y\D|

,' ! \:1Y-- 
1,ru,t! 

N'r'\+'
N01(

N\E,Go1I
90.00
L9078420 *27222t *KSALDTVAR
For more information, pleaEe contact

REEEIVED APR 1g ?rjti

*HR999
: Sedgwick Claims MgmL-B 417 -324 - 0'7A0

ENTERED APR22M2(

For more information about this payment, please contact
YOUB THIBD PARTY ADMINISTRATOR

ttdrt 
\N\€-gO 

\i'\Butr
^"'--(aoIl\Asug

t\(01! 
ttr'""

\NO)'( 
\\fi.Gcri\i 

\ li\r'lN 
l'1



$'.';:ffi:Hff[,"[J[i,?3iti".?"1?ls?.^T...,, Aprit 17, 2024

COI'NTY OF LOS ANGELES
AUDITOR COI.ITROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 003 407 87s1

CONTROLLEO DISEURSEMENT
PAYABLE THROUGH BANKOFAMERICA. I

NORTH EROOK ILLINOIS

70-2328
071 I

Amount

$****4*****90.00

E2G

NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUED

PAY TO THE ORDER OF: I

wc14238V239
001
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278T.4165

PAY: Ninety And 00/100 Dottars

['DO:ll.D ?E ? 5 lrr. !:D ? Iq e ] eBLr: B ? E 5 iur [ !f \f rrr

OSCAR VALOEZ. AUOITOR4ONTROLLER

T T}FJncH HEnE I 1 nE-racH ltEnE I

COUNTY OF LOS ANGELES REMITTANCE ADVICE

1 aETA$H HEnE I

PAYEE NUMBER

wc14238V239

AMOUNT

$90 00

I DE"TACH HEnE 1

HANDLING CODE

WARRANT NUMBER

oo34078751

06/72/2023

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER

swR-EB-WC800211815

90.00

230093068 
04/1,4/2023rnvo #
3234db11s 98432-7

\No o

DISB CAT

f4j6l
ISSUE DATE

04t17t2024

THRU
06/1,2/2ANtBLtr

\$ffi$'b@*oDieter 
Fees

N\e@O{\NBue NeGol(\

-rd
AB\.*,

\N\E 
\

\N(o-(
7907842L *272221 *KSALDMR *HR999
For more information, please contact: sedgwick cr_alms Mgmt-B

RFNFIVED APR 1g2rJ2L

ENTERED APR??2027
For more information about this payment, please contact

YOUR THIRD PARTY ADMTNISTRATOR

877-324-0710

\\o'\1 
NeGoT\ABue

^" (6

NO{ 
NEGO{\Nts\,* .,n(Zl

NO1( 
\rsu"

(a(O \\

. r/,

\D\tsu*



COT'NTY OF LOS AIIGELES TS 0 03 407 87 521
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES. CALIFORNIA

I5',';TffHff3,:[J[,?3itt"."^i,[?t$?i!"'.,, Aprit 17, 2024
PAY TO THE ORDER OF

J

wc14238V239
001
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278I.4165

PAY Ninety And 00/100 Dollars

[.DO:ll.D ?E ? 5 lrr. !:O ? lq I ] Igr,r; E ?E 5q,,, ! ![!flflr

NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUED

CONTROLLED DISBURSEMENT
PAYABLE THROUGI] BANK OFAMERICA, I
NORTH BROOK, ILLINOIS

70_2328
0719

Amount

$*** ******* go.oo

OSCAR VALDEZ. AUOITOR{ONTROLLER

=*-s=c:

I oETAcH HEEE T I DETACH TIERE 1

PAYEE NAME

JOYCE ALTIVIAN INTERPRETERS

PAYMENT REFERENCE NUMBER

SWR-EB-WCBOO211B'16

230093068

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

DISB CAT

l- 416 I

wc1423BV239

AMOUNT

04117t2024 $90.00

HANDLING CODE

WARRANT NUMBER

0034078752

o7/0't/2023

ISSUE OATE

04/1,4/2023Invoi #
3234db1.1.711_711-t_
THRU ., \u.,
07l07laqaQ[a,)\ur.-
l,q766t1ttdBpf ie t er Fee s

\$re.Y'o

.. \a-

,^<\INBU'\rr$"

N\e1I 
\NEic

* \N\EGO{\ABUE
No\ -"

o{\NBLFa
NEGO{

. \i-

t tl,r\E\\'\q
utr ''

\$oil
90.00 No-(
79078422 *272221 *KSALDTVAR *HR999
For more informatS-on, please contact: sedgwick Claims Mgmt-B

REEE'VED APR 

' 
9 t0t{ ENTERED APR 2 22027

For more information about this payment, ptease contact
YOUR THIRD PARTY ADMINISTRATOR

877 -324 - 0710

N\o( 
\\\gc

\\ofl( 
\\\€1Go\ 

\ IN\rl\"e



Iff, :1'ff$['S,"'-JBi'?3it3"X'^b?i8?E^|.5,'.,, Aprit'17, 2024

COT]NTY OF LOS ADIGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 003 407 8753

CONTROLLED DISBURSEMENT
PAYABLE THROUGH BANX OF AMERICA. N
NORTH BROOK ILLINOIS

70_2328
071 I

Amount

$********r*90.00

NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUED

PAY TO THE ORDER OF t

wc14238V239
00't
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278I.4L65

PAY Ninety And 00/100 Dollars

[.oo:lr,o ?8 ? 5:Iil' r:D ? I1 ? ] lgt,r! E ?E 5i,rr [ !fl\frrr

='-ZE>OSCAR VALDEZ, AUOITOR,CONTROLLER

1 IIEIACH HENE 1 I :rEr^ctr ilEnE I

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER DISB CAT

COUNTY OF LOS ANGELES REMITTANCE ADVICE
1 DEr'J\clt HERri I

PAYEE NUMBER

wc14238V239

AMOUNT

$90.00

T DEIACH HEBE I

HANDLING CODE

WARRANT NUMBER

0034078753

07/LO/2023

877 -324 - 0710

230093068
f-4al

ISSUE DATE

04t17t2024

\\\\OU

04/14/2023fnvoice #
323 4db],t7 2j.672 - t
THRU

^ t(;,
o7/70/2q21i3^tE\-\-
L.oja@Hts$FYeter Fees

\r$&iYib-

,-" \G

No{ 
NBGO{\NBu'*

^tZ

--,.ao{\N\E\'E'
NO( 

N\\q*-
90.00
19078423 *272221 *KSALDMR *HRg99
For more information, please contact: sedgwick claims Mgmt-B

RFEE'VED APR 

' 
g2tJ24 ENTERED APR 2 22021,

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTRATOR

^e.

^-'aGo{\NB\-'
- ^{f \Ntb-

N\\J U No{ NeGo{\NBue
No{ 

Nece{

^(e
\A'BUtt

swR-EB-WC800211817



COT'NTY OF LOS AIiIGELES
AUDITOR CONIROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LOS ANGELES, CALIFORNIA

li','J-,'ff|ff S.""JBi,:3itL"f"t?tS?i5?12 Aprit 17, 2oz4 NOT PAYABLE AFIER SIX
iIONTHS FROM DATE ISSUEO

PAY TO THE ORDER OF:
J

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278L.4T65wc14238V239

001
416

PAY: Ninety And 00/100 Dollars

TS 0034078754

CONTROILEO DISBURSEMENT
PAYABTE THROUGH AANKOFAMERICA TI
|loRm 8ROOK TLL|NO|S

70_2328
0719

Amount

zQ'-

COUNTY OF LOS ANGELES REMITTANCE ADVICE
HANOLING COOE

oo34r]747s4

07/20/2023

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER OISB CAT

wc14238V239

SWR-EB-WCBOO21 I818 f 416 
-l

90.00
19074424 *272227 *KSA]_DMR
For more information, please contact

\Nod 
NeGio'{\AE}\Le

ISSIJE OATE

04t17t2024 $90 00

230093058 
04 / !4 / 2}23lrl.f #
3234dbL1,'166462 -t
THRU ^ e.oz7zo72q4g16[E . ,"lUE
rgtatbfiSY"ter Fees -,aO{\AP.< S$E:Vb- ^". N\\?\):

\\(). "------- \Noo '-
*HR999
: Sedgwick Claims Mgmt, B a7t - 324 - 0710

No{ 
NeGo{\NBue

No{ 
NeGo{\ABue

\\o'{ N\tacaoff\[\BLtc

rF0O ll,O ?B ? 5Lr. r:O ? lq e l eBLr: B ?E 5i", I58l.Bil.

flEEEfVED APR 1g ZIJ2I

ENTERED APR222O2I

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTHATOB



COI'NTY OF LOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 0034078755

I|.';:,'ff !F3,"'" J[',",3iii'""f^b?:#:i5'".,, Ap rit 1 7, 202 4 NOi PAYABLE AFTER SIX
MONTHS FROM OATE ISSUEO

CONTROLLEO DISBURSEMENT
PAYABLE THROUGH] BANKOF AMERICA
NORTH SROOK ILLINOIS

70-2328
0719

PAY TO THE ORDER OF:

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278L.41,65

Amount

wc1423BV239
001
416

PAY: Ninety And 00/100 Dollars
*=p

HANDLING COOE

JOYCE ALTMAN INTERPRETERS wc14238V239

AMOUNTPAYUENT REFERENCE NIIMBFR

f4i6 I
ISSUE DATE

SWR-EB-WCBOO21,1B,19 $90.00 0034078755

23 0093068 
04 / )"4 / 2o23lnyoice #
3234db11804 957 - 1 o'7/28/2023
THRUo7l28l2q?RfB\Ue 

-" ^13LELq?ak$tdf,Bf-et er Eees .^16 \r"
.-< \tqEvb: ^or \N\Es-\.$orr------ NOo ""

^"cGo'(\lN\']\tg
\\(O\ 

Nr".-
90.00
19074425 *272221
For more information,

'*KSAIJDIVAR *HR999
please contacL: Sedgwick Claims Mgmt-B B7't -324-OTrO

RECEIVEO APR I9202{
ENTERED APR22M2I

For more information about this payment, please contact
YOUB THIBO PARTY ADMINISTRATOF

\\od 
\\ecoT\lNBue

No( 
NeGo{\ABue N\eco{

\ABUE

\N(o\

I

rF00:1 1,0 ?8 ? 5 5rF r:o ? lq a I ?8Lr: B ?E 5C., I58L,Bll.

COUNTY OF LOS ANGELES REMITTANCE ADVICE

04t17 t2024



COI'NTY OF LOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND. LOS ANGELES, CALIFORNIA

TS 003 407 8755

THE I REASURER OF THE COUNTY OF LOS ANGELES
5OO W TEMPLE ST ROOM 502. LOS ANGELES. CA 90012 Apr'tl17,2024 NOT PAYABLE AFTER SIX

MONTHS FROM DATE ISSUED
CONTROLLED OISBURSEMENT
PAYAELE THROUGH BANK OF AMERICA, N,
NORTH BROOK ILLINOIS

70_2328
0719

Amount

$"**"*** *** 90.00

OSCAR VALDEZ, AUDIf OR.CONTROLLER

PAY TO THE ORDER OF I
JOYCE ALTMAN INTERPRETERS

P0 BOx 4165
TUSTIN CA 9278L-4165wc14238V239

001
416

PAY: Ninety And 00/100 Dollars

il.oo:llro?8?5E[. t:0? I9 2118t r! B?E5lrlr Ilfllflrrr
I

z=4? '-

1 DTIAO,I HEFE 1

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER DISB CAT

1 nEtAcrr HEnE 1' L,FrncH HEnE I

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

wc14238V239

AMOUNT

$90 00

t nEracH HEBE t

HANDLING CODE

WARRANT NUMgER

0034078756

o7/37/2023

877 -324 - 0710

SWR-EB-WCBOO211B2O

230093068
f 4c_l

ISSUE OATE

04t't7t2024

04/]-4/2023Invoice #
3234db118L4235-t
THRU
07l311eqa3,\Eu\e
1,,Q,$6-@dts!:'pre t e r Fe e s

\$E)d,b-
N€l tt \NEGO(\

^r, (4
IN\BJ\.*lr- '-

^e,

^* N\gGo(\Nts\'ts"
NQO ""t*\(O) \ui-

Ne(

90.00
79078426 *272221 *KSALDTVAR *HR999
For more information, please contact: Sedgwick Claims Mgmt-B

RECEIVED APR 19202I,

ENTERED APR222O2{

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTRATOR

\$eco{\
INBUE

NeGo{\NBue ,^o, ttsEGo{\A\EuE'
N()u "

\N\Q) 
o



COT]NTY OF LOS AI{GELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LOS ANGELES. CALIFORNIA

;ii'Jl'ff |ff 3.'[Jts,",3,:i]"K:?:s::!....,, Aptit 17, 2024 NOT PAYABLE AFTER SIX
II'ONTHS FROII/I OATE ISSUED

TS 0034078757

I
JOYCE ALTMAN iNTERPRETERS

P0 Box 4165
TUSTIN CA 92781.4165

Amount

wc14238V239
001
416

7;- -- -
PAY: Ninety And 00/100 Dollars

wc'14238V239

$90 00

COUNTY OF LOS ANGELES REMITTANCE ADVICE

JOYCE ALTMAN INTERPRETERS

PAYMENTREFERENCENUMBER DISB CAT

f4161swR-EB-WC800211821

230093058 
A4 / a4 / 2]z3lr'vo #
3 2 34db1187657 9 - 1
THRU
ae/t7/2

04/17t2024

HANDLING COOE

0034078757

08/L7/2023

a]'7 - 324 - 071,0

\'\Ofl N,o1t 
\\€,Go{\ABue

\N\o'd 
\N\eGo1l 

\ lNtE\' 
taL

Le
eter Fees

*KSALDIVAR *HR9 9 9
please contact: Sedgwick Claims Mgmt_B

RECEIVEO APR 19M2(
ENTERED APR222O2(

90.00
L907A42'7 *272227
For more information,

Noit Noffi 
N\eco{\NBue

-.^(^1(\N\EU[;

\\6{ \\uul"-'

^\;
Ofi\Atsuts"

\N\EG

PAY TO THE ORDER OF:

CONTROLLEO DISBURSEMENT

NORTN BROOI( ILLINOIS

70_2328
0719

$-""".**-90.00

r.OOllr0 ?8 ?5 ?il, r:O ? Iq I I iEt,r: B ?859., l58t,Br.

ISSUE OATE

For more information about this payment, please contact
YOUB THIFD PARTY ADMINISTRATOB



COITNTY OF LOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LOS ANGELES. CALIFORNIA

Ii'f,:"Iffitr5."i;B',?3il}X'"!?i$t'^ffi ,, Aptit 11, 2024 NOT PAYABLE AFIER SIX
MONTHS FRO'N OATE ISSUED

PAY TO THE ORDER OF:

TS 0034078758

CONiAOLLEO OISBURSEMENT
PAYAELE IHROUGH BANK OFAMERICA N
NORTB BROOX ilLtNOrS

70_2328
0719

Amount

I

wc14238V239
001
416

JOYCE ALTMAN ]NTERPRETERS

P0 Box 4165
TUSTIN CA 9278I-4165

PAY: Ninety And 00/100 Doltars

il.oo I r.o ?8 ? 58il. r:O ? lq e I eBL!: fl f f, !irrr I58EBlF

wc14238V239

$90 00

COUNTY OF LOS ANGELES REMITTANCE ADVICE

JOYCE ALTIUAN INTERPRETERS

PAYMENT REFERENCE NUMBER DISB CAT

f 4c_lSWR-EB WCBOO211822

230093068 
04 / L4 / 2o23rnyoL *
3 2 3 4db1194 2 0 3 0 - 't

ISSUE OATE

04t1712024

HANOLING COOE

0034078758

o8/30/2023

,..\,\lt \ "
THRU
oe/lol,za?RrrJ. 1 .,,., \:I\ I-
L0-? r(rstEYDieter Fees ^. 6 r rl| t '-

, r \:5if- 
\N,,)i\ 

\\\-e NtrG
N\o{90.00

19074428 *272221 *KSALDMR *HR999
For more information, please contact: Sedgwick Claj-ms Mgmt_B 471-324-0'71,O

RECEIVED APR 19 202t ENTERED ApR22nzt

For more information about this payment, please contact
YOUB THIRD PARTY ADMINISTRATOB

\\o( NeGox\NBue
\I}\BL,E

\NO{ 
\N\89o1(\A'El\}-\\o11\{eGo{

=af>



THE TREASURER OF THE COUNTY OF LOS ANGELES
5OO W TEMPLE ST ROOM 502, LOS ANGELES. CA 90012

COT]NTY OF tOS ANGELES
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LOS ANGELES, CALIFORNIA

TS 003 407 8759

CONTROI-LEO DISBURSEMFNT
PAYABI-E THROL,GH SANK OF AMERICA, IJ
NORTH AROOK ILLINOIS

70_2328
0719

Amount

$* 
***i***** go.o0

April17,2024 NOT PAYABLE AFTER SIX
MONTHS FROM DATE ISSUEO

PAY TO THE ORDER OF: t

wc14238V239
001
416

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278t-4165

PAY: Ninety And 00/100 Dottars

il.oo ll.|o ?B ? 5q[. r:D ? Ig I ] lgr.rl g ?E 5Q,r | !f!f[.

/'r- '

OSCAR VALDA, AUOITOR{ONTROLLER

T nErrcH rERE 1 1 DE-rAc[ HEnE 1 i IIETA(}H HEnE 1

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NUMBER

PAYEE NAME

JOYCE ALTMAN INTERPRETERS

PAYMENT REFERENCE NUMBER

swR-EB-WCB002't1823

230093068

OISB CAT

f416 I
ISSUE DATE

04t17 t2024

wc1423BV239

AMOUNT

s90 00

f oETAcH HEnE I

HANDLING COOE

WARRANT NUMBER

00340787s9

0e/08/2023
04/1,4/2023Invoi #
3234db11979331-1
THRU ,2)

os / oB /26?&8,\lf"
Lgti$)db\Yfrferer Fees

\BEtro \\ec,o{\NB\-e
NoT 

NeGo{\ABue\\o u ^<?
Neo

RFRFIVED ApR I g 20Zt ENTERED APR 2 ?.?[tl

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTRATOR

90.00
7907 8429 *272221. *KSALDTVAR *HR9 9 9For more information, please contact: sedgwick claims Mgmt-B g77-324-0710

^"= N\eGO(\NB5ue
\Neo "" No( NeGo{\

NtsUE -d?

^"t7,GuO 
\\

NO"d 
\\ur?-

.\G

n rx\BUe
\lr^'"-



COIINTY'OF LOS AIIGELES ,-TS 0,035017195.
AUDITOR CONTROLLER'S SPECIAL WARRANT

WARRANT CLEARANCE FUND, LoS ANGELES, CALIFORNJA

H"; ff,|ff 3'oilBh?3ytt"""J"b?i$?1!'.'.,, January 1 3, 2025 NOT PAYABLE AFTER SIX
MONTHS FROiI OATE ISSIJED

CON1IOlLEO DISAURSEMENT
PAYABLE THROI]GHi AANK OF
NORIH SROOI( LLINOg

PAY TO THE ORDER OF I 70-2328
0719

JOYCE ALTMAN INTERPRETERS

P0 Box 4165
TUSTIN CA 9278I-4165

Amount

$*.**2,560.00wc14238V239
001
416

zts2 '"- -
PAY: Two Thousand Five Hundred Sixty And 00/100 Dollars oBcAivALDEzAuofion.coitrRouER

[.oo:l 50 I ? Iq 5rF r:o ? lq ? ] eBr,r: B ?E 51., l SBl'8rF

t DEr cH EChE 1 T DEracH llERE I

COUNTY OF LOS ANGELES REMITTANCE ADVICE
PAYEE NAME PAYEE NUMBER

JOYCE ALTMAN INTERPRETERS

PAYMENTREFERENCE NUi'BER DISB CAT

f4i6-l
ISSUE DAIE

wc14238V239

01t13t2025 $2,560 00 0035017195

230093068

No{

o4 / 14 / 2o2lrr.voice
#
04/2'7 /2023 THRU
0el08/2o?la\ \e
lo Z- mf&f$PeEer Fees

N@roYd
No{ 

NeGo(\A@ue
No{ 

NeGo{\ABue
2s60.00

*l1aaa1
For more informat ion,

*LSIMONS *HR9 9 9
please contact: Sedgwick Claims Mgmt-B B'1'1 324 07 70

RECEIVED JAN152025
ENTERED JN212O6

For more information about this payment, please contact
YOUR THIRD PARTY ADMINISTBATOR

No{ 
NeGo{\NBue No{ 

Necotr\NBue
No{ 

NeGo{\ABue

T DETAGE ttEiE f

SWR-EB.WCBOO261338
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THE

Western Workers' Compensation Claim Center

P.O. Box '14475

Lexington KY 405'12

866t401-9222
HARTFORD

SP 01 005123 72868 H 21 ASNGLP

t, tlt tlr , rt, lr tl, r, llt,lllll l,I tll,l ' ll' lll lltl ll, ltl' r

JOYCE ALTMAN INTERPRETERS INC

PO BOX SUITE 4165

Tustin cA 92781

Special Handling 99

RECEIVEO FEA 2 3 202&

Western Workers' Compensation Claim Center
P.O. Box 14475
Lexington, KY 40512

ONE HUNDRED FORTY DOLTARS AND OO/1OO

Please keep the above infomation foryour rccords.

ffi

56.1544

441

Attention: This remittance incorporates

0 claim payments

ENTERED FEB262ll2[

t Itatalqa

Check Number: 1355149'16 I

lssue Date: 0211312024

$**,l40.00
JPMorgan Chase Bank, N.A

Columbus, OH 43085

|AU tLrtr.2

THE
HARTFORD

PAY JOYCE ALTi/AN INTERPRETERS INC

TO THE PO BOX SUITE 4165

0R0ER OF Tustin, CA 92781

rulr
{
-.0
ru
--0
ruTLvr+{a,rtford,

Authorized Signature

il. II55ll,qlBqil. r:0L1, II5!Llr: Ele55q?:l8rr'



H#

MAXIMUS
Federal Services ulrlllil

MAXIMUS FEDERAL SERVICES, INC.
Independent Bill Review
P.O. Box 138006
Sacramento, CA 95813-8006 RECEIVED JAN 0 2 m6
(855) 865-8873 Fax: (916) 605-4280

INDEPENDENT BILLING REVIEW FINAL DETERMINATION

ffi December 24,2024

Joyce Altman Interpreters, Inc
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0002370
Y2EC80730

Assignment Date IU04t2024
The t Iartford

Date(s) of service
Provider Name Joyce Altman Interpreters, Inc

Employee Name
Disputed Codes T1 0l 3 (Interpreter Service)
Date of Inlury t1t03/2021
Application Received 09t0412024

Dear Joyce Altman Interpreters, lnc.:

vl.2

Claim Number

Claims Administrator
I t I t s t2023 - t t t I 5/2023

MAXIMUS Federal Services has completed the [ndependent 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 $140.00 in additional reimbursement for a total of$320.00. A detailed explanation ofthe
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $320.00 within 45 days of the
date on this letter per section 4603.2 (2a) of the Califomia 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.

I

Liensdept1
Typewritten text
44) 2107341



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

Sincerely,

MAXIMUS Federal Services

Cc: The Hartford
Division of Workers' Compensation (DWC) Medical Unit

) v 1.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
o 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
o The final explanation ofthe second review
. CCR $ 9795.3
o Market Rate Examples

HOWTHE 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
afliliation with the employer, employee, providers, or the claims administrator. The expert reviewer
was selected based on hisflrer 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 v 1.2



H
ANALYSIS AND FINDING

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

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date ofservice llll5l2023.
Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0911612024. Response received 09125/2024. Claims Administrator upheld their determination.
CMS 1500, place of sewice I I

c 1111512023 T l0l3 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)
EORs reflect reimbursement of $90.00. Charges exceed maximum allowance for interpreter
services.

CCR $ 9795.3. Fees for Interpreter Services.
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any ofthe following events:

o 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;

o A medical treatment appointnlcnt;
. b) The following fees for lnterpreter 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 $ I I .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.

lnterpretation Confirmation Affidavit dated llll5l2023 was signed by the patient, the medical
provider and the interpreter certirying 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 $l 15.00 per hour as reflected on invoices, copies
of paid checks, and Explanation of Payments.
Reimbursement received in the amount of $90.00. Additional reimbursement is due up to the
established market rate. Tl0l3 (Interpreter Service) Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for Tl0l3 (lnterpreter Service).

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

a

4 vl.2



E'T

DETERMINATION OF ISSUE IN DISPUTE: Tl0l3 (Interpreter Service)
Date of Service: I I /1512023

lnterpreter

Service Code Tl0l 3 (lnterpreter Service)
Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount s 140.00

Assist Surgeon N/A
Units )
Workers' Comp Allowed Amt. s230.00
Notes Overturn

$l15.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -
S90.00 (Plan Allowed) =
$140.00 + $180.00 (rBR
Application Fee) :
$320.00
Due Provider
Refer to Analysis

Copy to:

The Hartford
PO Box 14187
Lexington, KY 405 l2

Division of Workers' Compensation Medical Unit
l5 I 5 Clay Street, lSth Floor
Oakland, CA94612

5 vl.2



THE

Workers Compensation Field Claim Center
P.O. Box 14473

Lexington KY 40512-4473
877 t673-9222

HARTFORD

sP 01 0072'12 81705 H 26 ASNGLP
rllt,lr, rltll r,ltrt, rll , trtl rtq rl, rl lr,, r lq l rl

JOYCE ALTI\,|AN INTERPRETERS INC

PO BOX SUITE 4165

Tustin CA 9278'1

RECEIVED l,lAY292O2I,

Special Handling 99

ENTEREO IIAY 3O M2(

Attention: This remittance incorporates

0 claim payments

1,27 347 466

Check Number: 135786425 6

56-1544

441 lssue Date: 05121n024

$**90.00
JP|\,,lorgan Chase Bank, N.A.

Columbus,0H 43085

Please keep the above inlomaljon foryour rccods

,raff
HARTFORD

Workers Compensation Field Claim Cenler
P.0. Box l/l473
Lexington, KY 40512447 3

NINETY DOLLARS AND OO/1OO

FOLD AT OOTTEO LINE ANO ETACH

TO THE PO BOX SUITE 4165

ORDER OF Tustin, CA 92781

(.o
(o

f-
ca
t*.
C\
t-lfhPrl{a/L{o{d,

Authorized Signature

PAY JOYCE ALTI\4AN INTERPRETERS INC

rF ! I5 ?8Er.25ErF tloLt.l I i 51, 1, ]t: g1a55q?:lErr'

fr:l
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THE

Workers Compensation Field Claim Center
P.O. Box 14473
Lexinoton KY 405124473
8771673-9222

HARTFORD

sP 01 006319 60482 H 27 ASNGLP

l,rIr,rllll,il,rrhrr,,l,,ilr[,lthrlllrlllllr,rIl,,l,lltilrll
JOYCE ALTMAN INTERPRETERS INC
PO BOX SUITE 4165
Tustin CA 92781

RECEIVEO JAN162O25

Special Handling 99

Workers Compensation Field Claim Center
P.O. Box '14473

Lexington, KY 40512.4473

Please keep the above inforaalion for your records.

441

0 claim ents

,L*
r_2 8185979

Check Number: 136437812 4

lssue Date: 0110912025

$**140.00

JPMorgan Chase Bank, N.A

Columbus, OH 43085

|AB 100 2

tr
HARTFORD

ONE HUNDRED FORTY DOLLARS AND OO/1OO

FOLD AT DOTTED LINE AND DETACH

PAY JOYCE ALTMAN INTERPRETERS INC

TO THE PO BOX SUIIE 4165

ORDER OF Tustin, CA 92781

o)
F-
v)
Ll)
CD
r-{
oo
cu
(+Authorized Signature

. l:lEr. I7B I2lrrF r:Or.r., I l5r,r., lr: g:le55q?l8rr.

56-1544

THE

Attention: This remittance incorporates

rhgrllarrf-ord,
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Centralized Workers Compensation Claim Center

PO Box 14267

Lexington KY 405124267
866t401-9222THE

HARTFORO

SP 01 OO488B 23] 17 H 23 ASNGLP

ll,r,llrrrr,l,rl,tlrl,,llilll,'r,ll[il,rrrrrrlrllrrlrltllrllrrll
JOYCE ALIMAN INTERPREIERS INC

PO BOX SUITE 4165

Tustin CA 92781

RECEIVED )ANN8NlI

Special Handling 99

ENTERED JAN 1 1

Centralized Workers Compensation Claim Center
PO Box 14267

Lexington, KY 40512-4267

ONE HUNDRED EIGHTY DOLLARS AND OOi lOO

Please keep lhe above information ior your records

56.1544

441

t,ISEtTlDe
l/it11rl

Check Number: 135389075 I

lssue Date: 1212912023

THE
HARTFORD

JPMorgan Chase Bank, N.A

Columbus,0H 43085

Attention: This remittance incorporates

0 claim payments

FOLB AT OOTTED LINE AND DETACH

PAY JOYCE ALTI\4AN INTERPRETERS INC

TO THE PO BOX SUITE 4165

oRDER oF Tustin, CA 92781

ru
t3
m
r\.
J]
ru
1,,
ru

TLwrllaltford,
Authorized Signature

l. Il5lBq075qrr. rl0\1. It5l.r. lr: Sle55q?l8r'

$**180.00





THE

Centralized Workers Compensation Claim Center

PO Box'14267
Lexington KY 405124267
8661401-9222

ENTERED JAil 1 1zMI

Please keep the above information for your records

56.1544

441

Attention: This remittance incorporates

0 claim payments

1P5Er7100

Check Number: 135389074 0

lssue Date: 142912023

$**180.00
JPMorgan Chase Bank, N.A.

Columbus,0H 43085

HARTFORD

sP 01 004a86 23117 G 23 ASNGLP

rl l,r r 
rrlr ,l, ,lrr, r,r rrl ,tl, ' 

ll ll' ll,, tl,l I llll, l tlll llr, llll ltl

JOYCE ALTMAN INTERPREIERS INC

PO BOX SUIIE 4165

Tustin CA 92781

RECEIVED JAN O B 202{

Special Handling 99

Centralized Workers Compensation Claim Center
PO Box 14267
Lexington, KY 405124267

ONE HUNDRED EIGHry DOLLARS AND OO/1OO

THE
HARTFORD

FOLD AI OOTTED UNE AND DETACH I

PAY JOYCE ALTI\4AN INTERPRETERS INC

IO THE PO BOX SUITE 4165

ORDER 0F Tustin, CA 92781

E]
E
m
n-
--0
ru
tfl
ru

fhPrl{drrt{ord,
Authorized Signature

r. II5lSqO?qon. t:Ol, l.tt5lr1. lr: SllEEq?lgrr'

-
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MAXIMUS
Federal Services

.'1Jt ,:.
-Bffiu

MAXIMUS FEDERAL SERVICES, INC.
lndependent Bill Review
P.O. Box 138006
Sacramento, CA 95 813-8006
(855) 86s-8873 Fax: (916) 6054280

APR 112021RECEIVED

INDEPENDENT BILLING REVIEW FTNAL DETERMINATION
ffi April 08, 2024

Joyce Altman Interpreters, Inc
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

cB24-00001 89
Claim Number F x4s63
Assignment Date 0212U2024
Clairns Administrator Travelers
Date(s) of service 0 t 130 12023 - 02 I 08 12023

Provider Name Joyce A ltman lnterpreters, lnc.
Employee Name
Disputed Codes Tl0l3 (Interpreter Service) x 2
Date of In jury 0912312020

Application Received 0t/26/2024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has completed the lndependent Bill Review ("lBR") olthe 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..{ detailed explanation ofthe
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 lefter per section 4603.2 (2a) of the Califomia Labor Code. The determination of
MAXIMUS Federal Services and its expert reviewer is deemed to be the Finat Determination of the
Administrative Director olthe Division olWorkers' Compensation. This determination is binding on
all parties. In certain limited circumstances, you can appeal the Final Determination.

v 1.2

IBR Case Number

Liensdept1
Typewritten text
46) 1962290



ffi
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 Califomia Labor
Code Section 4603.6(f).

Sincerely,

MAXIMUS Federal Services

Cc: Travelers
Division of Workers' Compensation (DWC) Medical Unit

2 v 1.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The lndependent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
. Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
r Supporting documents submitted with the request for second review
r The final explanation ofthe second review
o ccR $ 9795.3
o 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. [n 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,&er clinical experience, education, background, and expertise in the same or
similar specialties that evaluate and/or treat the medical condition and disputed items/services.

J
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a

ANALYSIS AND FINDING

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

ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service) x 2
submitted for dates of service 0113012023 - 0210812023.
Oppornrnity to Dispute Eligibility was communicated with the Claims Administrator on
0210512024. Response receiv ed 0212112O24. Claims Administrator upheld their determination.
CMS 1500, place of service I I

c 0113012023 T1013 (interpreter services) x 2, $230.00 (follow up physiotherapy 2hr min)
. 0210812023 T I 013 (interpreter services) x 2, $230.00 (PR2/Re-eval 2hr min)

EORs reflect reimbursement of$90.00 for each date ofservice 0113012023 and,02/0812023.
Charges exceed maximum allowance for interpreter services.
CCR $ 9795.3. Fees for Interpreter Services.

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

o 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;

o 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 $l1.25 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 Iist of recent similar services performed and
the amounts paid for those services.

Interpretation Confirmation Affidavits for dates of service 0113012023 and 02/08/2023 were signed
by the patient, medical provider and interpreter certiry 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$ I 15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.
Reimbursement received in the amount of $ 180.00 lor dates of service 0113012023 - 0210812023.
T1013 (Interpreter Service) x 2 Overturned.
Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service) x 2.

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

4 v 1.2
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DETERMINATION OF ISSUE IN DISPUTE: T1013 (Interpreter Service) x 2
Date of Service: 0l/30/2023 0210812023

Interpreter

Service Code T10l 3 (Interpreter Service)
Provider Billed $230.00
Plan Allowed $90.00
Dispute Amount $ 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 01/30/2023

$ I I 5.00 (Market Rate for One
Hour) * 2 (hours) : $230.00 -

$90.00 (Plan Allowed) :
s140.00
Due Provider
Refer to Analysis

Copy to:

Travelers
PO Box 660055
Dallas, TX 75266

Division of Workers' Compensation Medical Unit
I 5 I 5 Clay Street, l8th Floor
Oakland, CA94612

5

Service Code T l0l 3 (Interpreter Service)
Provider Billed s230.00
Plan Allowed s90.00
Dispute Amount s 140.00
Assist Surgeon N/A
Units 2

Workers' Comp Allowed Amt. s230.00
Notes Overturn DOS 02/08/2023

$ 1 I 5.00 (Market Rate for One
Hour) * 2 (hours) = $230.00 -

$90.00 (Plan Allowed) :
s140.00
Due Provider
Refer to Analysis

Yl.2
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Ti{E TFAVELERS . TRAVELERS U'ORKERS C
TRAVELERS WORKERS COMP CLAIMSpo Box 660055
DALLAS TX 75266 -OO55

o

891A 93557737

,-
TRAYELERS J

UOYCE ALTMAN INTERPRETERS INC
PO BoX #41 65
TUSTIN CA 92781

DATE:

LOSS DATE:

FILE NUMBER

REFERENCE 
'I

10t13t23
o9t23t20

480 CB FOX4563 N

1035200450SW

EMPLOYEE

RECEIVED ocl 1g ?023 ENTEREO Oci 2 : 2cz6.cu1;r;!$,lf i*,*, 
"o",

EXPLANATION OF PAYMENT
THIS BILL HAS BEEN REPRICED. THE EXPLANATION FOR THE REPRICING
HAS BEEN SENT UNOER SEPARATE COVER.

DATE OF SERVICE I 01 /30/23

TNVOTCE # 3234081 0871 000-1
TOTAL PAID: $90 . O0

FOR ADDITIONAL INFORMATION, CONTACT: PAUL B DAVIDSON AT (91 6)859_2651
2460237 61

E DETACH CHECK

UNSUMM 11I311
ovRPUNS2-121295

DETACH CHECK 
1

TRAVELERS PROP CAS CO OF AMERIC



rHE TRAVELERS'IRAVELERS WORKERS C
TRAVELERS ''ORKE RS COMP CLAIMS
PO BOX 660055
oA LL,A S TX 75266-0055

0

891A 93570303

.-.
TRAVELERS J

RECEIVED OCT 31 zON

JOYCE ALTMAN INTERPRETERS INC
PO BOX #41 65
TUSTIN CA 92781

OATE: 1Ol2Ol23
LOSS OATE: O9t23l2O

FILE NUMBER: 480 CB FOX4563 N

REFERENCE f: 1O35 254876SW

EMPLOYEE

ENT ERED Nov rl 1 20?3
ACCOUNT NAME:
THERII,TAL EOU I PMENI CORP

TRAVELERS PROP CAS CO OF AMERIC

EXPLANATION OF PAYMENT
THIS BILL HAS BEEN REPRICED. THE EXPLANATION FOR THE REPRICING
HAS BEEN SENT UNOER SEPARATE COVER.

DATE OF SERVICE I O2/O8/23

INVOICE # 3234D81 0920722-1
TOTAL PAID: $9O . OO

FOR ADDITIONAL INFORMATION, CONTACT: PAUL B DAVIDSoN Ar (91 6)8s9-26s1
293024349

f 
DETACH CHECK

uNsuMM -111311
ovaPUNs2,r 21295

DETACH CHECK 1
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THE TRAvELERS - TRAVELERS t4,ORKERS C
TRAVELERS I{ORKERS COMP CLAIMS
PO BOX 660055
DALLAS TX 75266 -OO55

sA06452

891A 93893833

.-.
TRAVELERS J

04 t26t24
o9t23 t20

480 CB FOX4563 N

EMPLOYEE

JOYCE ALTMAN INTERPRETERS INC
P 0 BOX 41 65
TUSTIN, CA 927A1

RECEIVED [,|AYO32O2L

ACCOUNT NAME

TOTAL PAID: $460 . OO
TAX INFO: 33095671 3 Y C

PAY MISC: Pen IBR CB24-0O0O1 Ag
PAYEE:
\,OYCE ALTMAN INTERPRETERS INC

FOR ADDITIONAL INFORMATION, CONTACT: PAUL B DAVIDSON AT (91 6)859-2651
1 't 7006520

f 
DETACH cHEcK

ENTERED l'lAYtiE202(

UNSUMM ]]]311
ovBPUNS2-121295

DETACH CHECK

DATE:

LOSS DATE:

FILE NUMBER:

TRAVELERS PROP CAS CO OF AMERIC

_EXPLANATION 
OF PAYMENT

SERVICE DATE: 1 /3O/2O23 TOt 2/a/2O23



Liensdept1
Typewritten text
47) 2093955













002200

896D 9841

TRAVELERRECEIVED t.lAR 132027

OATE:

LOSS DATE:

FILE NUMBER

REFERENCE #:

DATE oF SERVICE I 09/26/22

TOTAL PAID: $1 40.OO
TAX INFO: 33095671 3 Y
PAY MISC: INVOICE # 3234DBl O37568a- 1

PAYEE:
TJOYCE ALTMAN INTERPRETERS INC

FOR ADDITIONAL INFORMATION, CONTACT: MATTHEU, S RENTERIA AT (gOs)s69-O229
066008662

EMPLOYEE

ACCOUNT NAME:

ENTERED MAR 1 r 202{

ovRPUNS2-121295
ETACH CHECK

40

t\_E DETACH CHECK

THE TRAVELERS . I{ORKERS' COMPENSATI
WORKERS' COMPENSATION UNIT
P 0 Box 660055
DALLAS TX 75266 -OO55

sDo0497

UOYCE ALTMAN INTERPRETERS INC
PO BOX #4'l 65
TUSTIN CA 9278.I

TRAVELERS PROP CAS CO OF AMERIC

- 
EXPLANATION OF PAYMENT

03to6t21
06t06t27

I

1s2 CB lws7265 J
20024241775W
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MAXIMUS FEDERAL SERVICES, INC.
lndependart Bill Review
P.O. Box 138006
Sacramento, CA 958 l3-8006
(8s5) 865-8873 Fax: (916) 6054280

RECEIVED DEC O 2AI2T

INDEPENDENT BILLING REVIEW FINAL DETERMINATTON

Htrl November 25, 2024

Joyce Altman Interpreters, Inc
Attn: Joyce Altman
PO Box 4165
Tustin, CA 92781

IBR Case Number cB24-0002374
Claim Number F0s5743
Assignment Date 10t02t2024

Travelers
Date(s) of service I I t20 t2023 - I I t20 /2023

Joyce Altman Interpreters, Inc.
Employee Name
Disputed Codes Tl0l3 ( Interpreter Service)
Date of Iniury 0410312022

Application Received 0910412024

Dear Joyce Altman Interpreters, Inc.:

MAXIMUS Federal Services has cornpleted the Independort Bill Review ("lBR") of the above
Workers' Compensation case. This letter provides you with the tBR 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 $0.00 in additional reimbursement for a total of $180.00. A detailed e:-planation of the
decision is provided later in this letter.

The Claim Administrator is required to reimburse the Provider a total of $180.00 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.

MAXIMUS
Federal Services

,z1l^.:'
-Eilffillr

Claims Administrator

Provider Name

I vl.2

Liensdept1
Typewritten text
48) 2305484



H
For more information on appealing the final determination, please see Califomia Labor Code Section
4603.6(0.

Sincerely,

MAXIMIJS Federal Services

Cc: Travelers
Division of Workers' Compensation (DWC) Medical Unit

') vl.2
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DOCUMENTS REVIEWED

Pertinent documents reviewed to reach the determination:

o The Independent Bill Review Application
. The original billing itemization
. Supporting documents submitted with the original billing
o Explanation ofReview in response to the original bill
. Request for Second Bill Review and documentation
o Supporting documents submitted with the request for second review
. The final explanation of the second review
o CCR $9795.3
o 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. ln 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 andi/or treat the medical condition and disputed items/services.

3 v 1.2
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ANALYSIS AND FINDING

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

o ISSUE IN DISPUTE: Provider is seeking remuneration for T1013 (Interpreter Service)
submitted for date of service 1112012023.

. Opportunity to Dispute Eligibility was communicated with the Claims Administrator on
0911612024. Response received on l0/08/2024. Claims Administrator indicated additional payment
was made and provided a copy of the EOR with check information.

o CMS I 500, place of service 1 I
o 1112012023 T l0l3 (Interpreter Service) x 2, $230.00 (Acupuncture tx 2hr min)

o EORs reflect reimbursement of $90.00. Charges exceed maximum allowance for interpreter
services.

. CCR S 9795.3. Services for Interpreter Services
. a) Fees for services performed by a certified or provisionally certified interpreter, upon

request ofan employee who does not proficiently speak or understand the English
language, shall be paid by the claims administrator for any ofthe following events:

o 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 $1 L25 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 Conflrmation Affidavit dated I | 12012023 was signed by the patient, the medical
provider and the interpreter certifying 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 $l15.00 per hour as reflected on invoices, copies
ofpaid checks, and Explanation ofPayments.

. Reimbursement received in the amount of $140.00, post IBR receipt for a total reimbursement ol
$230.00. $180.00 IBR application fee is due. T1013 (Interpreter Service) Overturned.

o Based on the aforementioned documentation and guidelines, additional reimbursement is
indicated for T1013 (Interpreter Service).

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

4 vl.2
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DETERMINATION OF ISSUE lN DISPUTE: Tl0l3 (Interpreter Service)
Date of Service: I I120/2023

Itrterpreter

Service Code T l0l 3 ( Interpreter Service)
Provider Billed $230.00
Plan Allowed $90.00

$ 140.00 (post IBR receipt)
Dispute Amount s 140.00

Assist Surgeon N/A
Units 1

Workers' Comp Allowed Amt. s230.00
Notes Overturn

$ I 15.00 (Market Rate for One
Hour) t 2 (hours) : 5230.00 -
$230.00 (Plan Altowed) : $0.00
$180.00 (IBR Application Fee)
Due Provider
Refer to Analysis

Copy to:

Travelers
PO Box 660055
Dallas, TX 75266

Division of Workers' Compensation Medical Unit
l5 I 5 Clay Street, I Sth Floor
Oakland, CA 946 l2

5 v 1.2



THE TRAVELERS . WORKERS' COMPENSATI
WORKERS' COMPENSATION UNIT
P O BOX 560055
DALLAS TX 75266 -OO55

sJoo460

891A 93941272

,-.
TRAVELERS J

^:::==

JOYCE ALTMAN INTERPRETERS INC
PO BOX 41 65
TUSTIN CA 92781

RECEIVED I{AY292O2I,

ENTERED I{AY 31 MzI Our Customer Service Phone is $'l ll22A-2758
Please contact us if you have any questions.

TRAVELERS PROP CAS CO OF AMERIC

EXPLANATION OF PA'YMENT

Total Amount Paid

PAYMENT INOUIRIES? E.MAIL MBMPINOS@TBAVELERS.COM. FAX 888-558-8656, PH, A77 -22A-275A.

File
Number

Dates
of Service Amount Relerence Bemarks

90. oo

90. oo

1,500.00

90. oo

90. oo

90,00

90.00

90.00

1036987350SW

1036947326SW

1036996697SW

'1o36986970SW

1036905059SW

1036963494SW

1036946797SW

1036946446SW

11129t23

11124t23

o5l03t24

1112At23

oat19l23

11t2',t 123

11t29123

11t29123

152 CB
FWH2630M
152 CB
FWH2630M
152 CB
FWH6464P
152 CB
FYR228OR
1s2 CB
FYR2292M
't52 CB
FOBO640K
'l 52 CB
FOBO640K
152 CB
FOS5743T
152 C8
Eo.s57r'3r

90. oos '1036952237SW

rNvorc€ r 3234D812302106.1

lllvorcE, 3234D8r22rr642-r

tNvotcE, 32340812300409 1

tNvotcE * 3234D81150a095,1

rNvolcE, 32340a12279033-1

rNvolcE, 32340a12303417-1

rNvorcE, 3234t)a123013a3-1

t45023101

,t- DETACH CHEC|(

suMM -111311
ovFPsuM1.o21509

DETACH CHECKl

Has A nEoTr{ts ROUND. BOFDEN CONTANS I ICEO PNNflNG AFTIFICIAL $'ATEhMANK . HOLO AT AN AiIdI-E ?O VIEW

cltlb.ak, L.a.
on. ?cllft. w.!,

ll.r G.rtt. DE i972l'

.-.
TRAVELERSJ

P O BOX 550055
DALLAS TX 75266-0055

TIN NUMBER
33095671 3

FILE NUMBER
SUMMARIZED

891A 93941272 62-24
3i1

DATE
05t24t24

ACCOUNT NUMBEF
J99

TWO THOUSAND THREE HUNDRED TWENTY AND OOIIOO PAY: $+***+2320.OO

TO THE
OROER OF
o12566
sJoo460

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4't 65
TUSTIN CA 92781

/,-" ,q,,/
/ AUIHORIZEd-SIGNATUBE

[.q:lqL I ? ? e[. r:0 ] L loo u 0qr: 188?l?E?rr.

Name

OATE: OSl24l24

TIN: 330956713

PROVIDER: JoYcE ALTMAN INTERPFETEBS tNc

s

s

s

s

$

s

11t20 t23



0o2058

THE TRAVELERS - WORKERS' COMPENSATI
WORKERS' COMPENSATION UNI T
P O BOX 660055
oaLLAS TX 75266 -OO55

sD00466

896D 98967831

,-.
TRAVELERS J

.JOYCE ALTMAN INTERPRETERS INC
P0 BOX 41 65
TUSTIN CA 92781

DATE: 09124124
LOSS OATE: 04lj3l22
FILE NUMBER: 152 CB F0S5743 T
REFERENCE#: 200295s130SW

EMPLOYEE

RECEIVED SEP 302[I2T
ACCOUNT NAME:

TRAVELERS PROP CAS CO OF AMERIC

DATE oF SERVICE | 11/20/23

TOTAL PAID: $1 40.OO
TAX INFO: 33095671 3 Y
PAY MISC: INVOICE # 3234o8122641C3-1
PAYEE :

JOYCE ALTMAN INTERPRETERS INC
ENTERED OCIO12O2I

ENTERED
oci $ 12011

SUiBYilt..iiiidd
DETACH CHECK 

1

FOR ADDITIONAL INFORMAT|ON, CONTACT: RANDY V OCEAN AT (9O9)61 2-3298

DETACH CHECK
500

EXPLANATION OF PAYMENT
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.ll)!2ll,l5lI Iol lS

a Zurich American lnsurance Company
PO BOX 968070

El:.,irr:

Itr+"i

zuRlcH SoHAUMBURG rL 601s6-8070 Explanation of Review (EOR) Payment lnformation

Forwarding Service Requested Customer Service: 877-738-8070

Check Date: 07t03t2024
rrlllt,,rl, il, il, ilrtllllltrtlrlrtltlrtl',rll' trtl,lrrh lth lt,h Check Amount: $90 0o

zu 1-zNCA- 1 072009s
*i***:ix**x****xr.*x***nIXED AADC
PB.STL-UNSORTED.IIACH.ENV AE5E
.roY( 1, ALIMAN tN t',tit 'Rlit tiRs tN(
l'() l]( )X 4l(r5
l l l:iI lN ( A r)17, -Jt6a

lat ilD:
yee Name: JOYCE ALTMAN

INTERPRETERS INC

RECEIVED JUL 1 0 ?021- 2010440942001

te of Service: 12118t2023
I understand that endorsement hereon or deposit to my accounts
constitutes my affirmation that I am receiving these benefits under this
State's Worker's Compensahon Act; that circumstances affecting my
entitlement have not changed and lhave made no false clarms or
statements or concealed any materialfact. and that dorng so could make
me riabre ror c,v,rand c,,..",r"."E"fr,f8 

flEfl .lUt f t mZt

Payment Method: Check

ayment lD: 8700189027

ayment Date: 7t312024

Unlock the full power of Zelis electronic pCIyments

lnformcrlion ol
your finqerlips @ Foslerr Virlu<rl Crrrds $).-4 Opl' {or ACllr

the Zelis portol gives you oll-in-
one occess lo poymenl qnd

rerniflonce doto for 350+ poyers

Like viriuol cqrds bui wonl lhem
fosler? Get ihem by fox or digilol
downloqd ond stop woiling on the
moil to gel poid.

Choose poyment ond remiltonce
oplions lhot keep up wilh your

workflow. ACll+ deposils funds

into your dccounl in os litlle os 2 doys

To upclote your poymenl preference:

Coll us ot 877.6A.8070 (Mon - Fri 9:00om - 7pm EST) or visit

for more informolion

CHECK N MB Ll

I UE DATE

CLAIM NUM R

AMOUNT

$s0.00

ZURICH

VOID AFTER 180 DAYS

Authorized Sqnature

@

u

'-'Ninety Dollars and No Cents-.*

8700189027

07t03t2024

2010440942001

JPIIIORGAN CHASE BA},IK, T'i.A

New York. NY

70-23221719

* Zunch Amencan lnsurance Company
1299 Zlich Way
Schaumburg, lL 60196-1056

PAY
TO THE
ORDER OF

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA92781

N8 ?OO iBq0 a ?[r r:o ? lq e ] 2 2sr:

I

Claim #:

k
c5t?B58Eqil



Virlrrol Cor lls

.ll)ll ll.l5.l | .l ol I

lL,r I

[ii.f
kit*a Zurich American lnsurance Company

PO BOX S68070
ZURICH SCFIAUMBURG lL 60'1e6-8070

Forwarding Service Requested

fTill lrrfonnotion ol
$fJ yout fingertips

The Zelis porlol gives you oll-in-
one qccess to poyment qnd

remittonce doto for 350+ poyers

Explanation of Review (EOR) Payment lnformation

rCustomer Service: 877-738-8070

Check Date:
Check Amount:
Biil tD:

Payee Name:

Claim #:

Payment lD:

Payment Date:

07to3t2024

$90.00
zu1-zNCA-10720096
JOYCE AI..TMAN
INTERPRETERS INC

2010440942001

01t15t2024

r( )\'( L Al;t MAN tN I IiRpt{ti' iRS tN(
t,( ) l]( )\ 4 t('5
Its N(A()278t

RECEIVED JUL 1O M2,,

I understand that endorsement hereon or deposit to my accounts
constitutes my af{irmation that I am receiving these beneflts under this
S(ate s Worl.er's Compensation Act: that circumstances affecting my
entillement have not changed. and lhave made no false clarms or
slatemenls or concealed any materialfacl, and that doing so could make
me liable Ior civiland crtmtnal penalttes rncluding jarl

Unlock the full
ENTERED JUt ,I 

1

Date of Service:

Payment Method: Check

7

700189028

t3t2024

fifl*.r of Zelis electronic poyments

@'""*
i'=-\9 ()pl fr: r' AC tl

Like virtuol cords but wont lhem
fosler? Get them by fox or digilol
downloqd ond stop woiting on lhe
mqil to get poid.

Choose poyment ond remillqnce
oplions lhot keep up wilh your

workflow. ACH+ deposits funds

inlo yaur qccount in os little os 2 doys

To updote your poyment preference:

Ccril us ol B77.73B.BO7O (Mon - Fri g:00om - 7pm EST) or visir

for more informotion.

CHECK NUMBER

U ATE

CLAIM NUMBER

AMOUN T

$90.00

ZURICH

VOID AFTER 1BO DAYS

Authorized Signalure

@

u

'..Ninety Dollars and No Cents..-

8700189028

0710312024

2410440942001

JPMORGAN CHASE BANK, N.A.

New YorI, NY

70-2322ti19

. Zunch Am€rican lnsurance Company
1299 Zurich Way
Schaumburg, IL 60196-1056

PAY
TO THE
ORDER OF

JOYCE ALTMAN INTERPRETERS INC
PO BOX 4165
TUSTIN, CA92781

ilrg ?00lEqO aBr r:O ? lq I I2 tEr: q5l?SsBEqF

I

k



Zurich American lnsurance Company
PO Box 968070

Schaumburg, lL 601 96-8070

rrrr|lr lrrllrIIlrrl.l,rrrrrrrlIllll,,llrl ,ll,lt,t tl,t,l
r 8691 89 1

G+

REEEIVED JAN29M25
ENTERED JAN 3

1
2025

--

lnsured:

Policy No:

Check Amount:
Check No:

lnvoice Number
Claim
Professional:

THE NATIONAL ASSOCIATION FOR
0943211

$460.00
250031 1 106

Claimant Name

Claim No:

Check Date:
Date of Loss:

Start Date:

End Date:

Requested By:

2010440942

0112212025

1111612023

1211812023

01t1512024Stephanie Salazar
+18182271323

Nature of Payment:

lndependent Bill Review Determination 12131 124; CB24-0002826

,Z
Zurich American lnsurance Company 56-1544 I 441

Check No: 2500311106

Claim No: 2010440942

Dale: 0112212025
ZURICH PO Box 968070

Schaumburg, lL 601 96-8070

Four hundred sl and 00/100 Dollars $460.00
VOIO AFIER 180 DAYS

Pay To The Joyce Altman lnterpreters, lnc.

Order Of

JPMorgan Chase Bank, N.A

Columbus. OH

X OF THIS CHECK CONTAINS A SECURITY MARK . DO NOT ACCEPT WTHOUT HOLDINO AT AN ANGLE TO VERIFV SECURITY MANTT}IE BAC

rr. 2 5OO l I I lOEil r:OLl. I I5l. l, lr: c5Eq5 r5?5F

***r**r**r**r**rMIxED AADC 541
.roYCE ALTMAN t"rr*n*"t"OS, ,*".
PO BOX 4155
TUSTTN, CA 92',781-4165

Amount

ku--ld'"l*dG'fi;-


